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to  shape 
his  world 

Your  diagnosis  is  firm: 

Primary  Hypertension.* 

His  future  is  in  your  hands  now.  The 
next  20  days  are  decisive. 

What  are  the  odds  against  that  future? 
The  sad  fact  is.  half  of  America  s hyper- 
tensives drop  out  of  treatment.1 

You  can  improve  those  odds.  We  can 
help  you.  Here’s  how: 

1 . COUNSEL:  Talk  to  your  patient  - 
about  the  disease  and  its  conse- 
quences— about  the  problem  of 
strokes,  heart  attacks,  and  kidney 
failure.  Emphasize  the  need  for  tak- 
ing the  medication  you’ve  chosen, 
daily,  and  for  the  rest  of  your  patient’s 
life.  Teach  your  patient  about  the 
drugs  you  prescribe — their  effects 
and  side  effects.  The  more  he  knows, 
the  more  he’ll  be  involved. 

2.  CATAPRES6  (clonidine  hydro- 
chloride): because  the  data  snow  that 
people  stay  with  it.  It  has  a high 
adherence  rate.2  There  are  good 
and  substantial  reasons  why  pa- 
tients stay  with  Catapres — read 
them  on  the  next  pages. 

Counsel... and  Catapres.  They  can 
help  change  the  odds  against  your 
patients  future.  And  to  change  them 
even  more,  ask  us  for  these  from 
your  Boehringer  representative: 

— A major  new  film  on  Methods 
of  Compliance 

— A useful  and  extensive  monograph 
on  compliance  • 

— The  Onesti  paper 

Potiont  AiH  Rrw-»Lrlot 


— Patient  worksheets 
— Patient  Reminder  Postcards 
—Other  effective  compliance 
enhancers 


"By  repeated  determinations  of  the  basal  blood  pres- 
sure," and  once  the  medical  history,  physical  examina- 
tion. including  funduscopic  and  routine  laboratory  tests,'! 
have  been  completed,  one  is  usually  able  to  exclude  sec- 
ondary causes  and  to  be  reasonably  comfortable  with  a 
diagnosis  of  primary  or  essential  hypertension 

"The  National  Hypertension  Program  Study  Committee, 
in  September,  1972.  recommended  blood  pressures  ex- 
ceeding 140/90  mm  Hg  be  regarded  as  excessive  for  adult 
Americans  under  age  50.  The  World  Health  Committee 
ceiling  has  been  160. 95  mm  Hg.  > 


-Hematocrit,  urinalysis,  creatinine  (or urea  nitrogen),  tri- 
glycerides. cholesterol,  uric  acid,  plasma  glucose,  serum 
potassium,  electrocardiogram,  and  chest  x-ray. 

Piease  see  D'ef  summary  of  prescnoing  information  or,  .ast 
page  of  acvert.semem  tor  warnings  precautions  and 
adverse  reactions 


-Tablets  of  0.1  and  0.2  mg  ^ 

Oatapres  fclonidne  HCI) 

can  help  you 
shape  his  world 


For  most  hypertensives,  you  need  only  two  drugs . . . 
a diuretic  and  Catapres. 

Start  with  either,  depending  on  your  judgment. 

If  you’ve  come  to  expect 
only  this  much  of  Catapres... 

1.  smooth  lowering  of  blood  pressure 

2.  effective  for  all  degrees  of  hypertension  (mild  to 
moderate  in  potency) 

3.  brain,  heart,  and  kidney  blood  flow  preserved 

Ask  for  more  of  Catapres® 

1.  no  contraindications 

2.  low  incidence  of  depression  and 
orthostatic  hypotension 

3.  normal  hemodynamics 

4.  no  fatal  hepatotoxicity 

5.  excellent  record  of  compliance 

Most  common  side  effects  are  dry  mouth,  drowsiness,  and  sedation, 
which  generally  tend  to  diminish  with  time. 

Please  see  brief  summary  of  prescribing  information  on  last  page  of 
advertisement  for  warnings,  precautions,  and  adverse  reactions 


Tablets  of  0.1  and  0.2  mg 


fclonidine  HCO 

It  gives  you  more  than  you  expect  of  Catapres 
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■ Tablets  of  0.1  and  0.2  mg 

CatapreSclonidine  HO) 

can  help  you 
shape  his  world 

Counsel... and  Catapres.  They  can  help  change 
the  odds  against  your  patient’s  future.  And  to 
change  them  even  more,  ask  us  for  these  from 
your  Boehringer  representative: 

— A major  new  film  on  Methods  of  Compliance 
— A useful  and  extensive  monograph 
on  compliance 
— The  Onesti  paper 
— Patient  Aid  Booklet 
— Patient  worksheets 
— Patient  Reminder  Postcards 
—Other  effective  compliance 
enhancers 
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Catapres"  brand  of 
clonidine  hydrochloride 

Tablets  of  0.1  mg  and  0.2  mg 
Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension  As  an  antihypertensive  drug,  Catapres 
(clonidine  hydrochloride)  is  mild  to  moderate  in  potency. 

It  may  be  employed  in  a general  treatment  program 
with  a diuretic  and/or  other  antihypertensive  agents 
as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in 
animals,  and  since  information  on  possible  adverse 
effects  in  pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended  in  women 
who  are  or  may  become  pregnant  unless  the  potential 
benefits  outweigh  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children:  No  clinical  experience  is  available 
with  the  use  of  Catapres  (clonidine  hydrochloride)  in 
children. 

Precautions:  When  discontinuing  Catapres  (clonidine 
hydrochloride),  reduce  the  dose  gradually  over  2 to 

4 days  to  avoid  a possible  rapid  rise  in  blood  pressure 
and  associated  subjective  symptoms  such  as  nervous- 
ness, agitation,  and  headache.  Patients  should  be 
instructed  not  to  discontinue  therapy  without  consulting 
their  physician  Rare  instances  of  hypertensive  encepha- 
lopathy and  death  have  been  recorded  after  cessation 
of  clonidine  hydrochloride  therapy.  A causal  relation- 
ship has  not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise  in  blood  pres- 
sure, should  it  occur,  can  be  reversed  by  resumption 

of  clonidine  hydrochloride  therapy  or  by  intrave- 
nous phentolamine.  Patients  who  engage  in  poten- 
tially hazardous  activities,  such  as  operating  machinery 
or  driving,  should  be  advised  of  the  sedative  effect. 

This  drug  may  enhance  the  CNS-depressive  effects  of 
alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride 
should  be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Catapres  (clonidine  hydrochloride) 
should  receive  periodic  eye  examinations.  While, 
except  for  some  dryness  of  the  eyes,  no  drug-related 
abnormal  ophthalmologic  findings  have  been  recorded 
with  Catapres  (clonidine  hydrochloride),  in  several 
studies  the  drug  produced  a dose-dependent  increase 
in  the  incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common  reactions  are 
dry  mouth,  drowsiness  and  sedation.  Constipation, 
dizziness,  headache,  and  fatigue  have  been  reported. 
Generally  these  effects  tend  to  diminish  with  continued 
therapy.  The  following  reactions  have  been  associated 
with  the  drug,  some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been  established.) 
These  include  Anorexia,  malaise,  nausea,  vomiting, 
parotid  pain,  mild  transient  abnormalities  in  liver  func- 
tion tests:  one  report  of  possible  drug-induced  hepa- 
titis without  icterus  and  hyperbilirubinemia  in  a patient 
receiving  clonidine  hydrochloride,  chlorthalidone  and 
papaverine  hydrochloride.  Weight  gain,  transient  eleva- 
tion of  blood  glucose,  or  serum  creatine  phosphokinase 
congestive  heart  failure,  Raynaud's  phenomenon;  vivid 
dreams  or  nightmares,  insomnia,  other  behavioral 
changes,  nervousness,  restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic  edema,  hives, 
urticaria,  thinning  of  the  hair,  pruritus  not  associated 
with  a rash,  impotence,  urinary  retention,  increased 
sensitivity  to  alcohol,  dryness  itching  or  burning  of  the 
eyes,  dryness  of  the  nasal  mucosa,  pallor,  gyneco- 
mastia, weakly  positive  Coombs'  test,  asymptomatic 
electrocardiographic  abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy 

Overdosage:  Profound  hypotension,  weakness,  somno- 
lence, diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from  19  months  to 

5 years  of  age  Gastric  lavage  and  administration  of  an 
analeptic  and  vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous  doses  of 

10  mg  at  30-minute  intervals  usually  abolishes  all  ef- 
fects of  Catapres  (clonidine  hydrochloride)  overdosage 
How  Supplied:  Catapres.  brand  of  clonidine  hydro- 
chloride, is  available  as  0.1  mg  (tan)  and  0.2  mg 
(orange)  oval,  single-scored  tablets  in  bottles  of  100 
and  1000. 

For  complete  details,  please  see  full  prescribing 
information. 
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Letters  to  the  Editor 


Prostaglandin  and  saline  in  abortion 

To  the  Editor:  Although  late,  I read  with  special  interest 
the  paper  by  Drs.  A.  Adachi,  L.  Wilson,  and  N.  Herzig 
about  “Prostaglandin  alpha.  Hypertonic  Saline,  and 
Oxytocin  in  Midtrimester  Abortion”*  published  in  New 
York  State  Journal  of  Medicine,  January,  1977.  This 
work  was  initiated  and  directed  by  me  at  Morrisania 
Hospital  between  July  1, 1974-December  30, 1975.  During 
this  time,  I was  the  Associate  Director  of  the  Department 
of  Obstetrics  and  Gynecology  of  this  hospital.  A prelimi- 
nary report  was  presented  by  T.  Kerenyi,  M.D.,  and  D. 
Muzsnai,  M.D.,  at  the  proceedings  of  the  International 
Conference  on  Prostaglandins,  in  Florence,  Italy,  May, 
1975;  Raven  Press,  New'  York,  1976. 

Drs.  Adachi  et  al.  state  at  the  beginning  of  their  paper 
“We  are  reporting  our  experience  in  the  use  of  a combi- 
nation of  20  mg.  PGF_>  aipha  and  Hypertonic  Saline.”  I 
wonder  what  experience  he  is  talking  about  because  none 
of  them  was  directly  or  indirectly  involved  in  the  study  of 
this  clinical  trial.  I therefore  consider  the  action  of  Adachi 
et  al.,  non  deontologic.  Even  more  disturbing  is  the  fact 
of  not  mentioning  the  originator  of  this  study.  Their  un- 
fair attitude  is  further  aggravated  by  distorting  the  results 
using  incorrect  protocol  design.  The  real  protocol  was 
done  in  four  different  groups  of  patients.  They  ignored 
the  fact  that  in  the  first  two  groups  no  amniotic  fluid  was 
removed;  that  from  the  third  and  fourth  group  all  and  100 
ml.  amniotic  fluid  was  removed  respectively.  The  igno- 
rance of  this  basic  principle  of  the  study  leads  to  the  erro- 
neous conclusion  about  the  instillation  abortion  interval 
which  is  one  of  the  most  important  parameters  for  the  va- 
lidity of  the  method.  The  best  instillation  abortion  time 
was  obtained  in  Group  III,  where  all  amniotic  fluid  was 
removed,  and  not  in  Group  IV,  as  they  have  stated.  Un- 
doubtedly, there  are  irritations  created  by  Adachi  et  al. 
about  the  ethics  of  medical  research. 

The  question,  I ask  you  is:  How  can  a published  mate- 
rial be  published  again  as  an  original? 

DOMINIC  MUZSNAI.  M.D. 

Professor,  University  of  California 
Director  of  Obstetrics  and  Gynecology 
Olive  View  Medical  Center 
7515  Van  Nuys  Blvd. 

Van  Nuys,  California  91405 

* Adachi,  A.,  Wilson,  L.,  and  Herzig,  N.:  Prostaglandin  F2  alpha, 
hypertonic  saline,  and  oxytocin  in  midtrimester  abortion.  New 
York  State  J.  Med.  77:  46  (Jan.)  1977. 

Dr.  Adachi’s  reply 

To  the  Editor:  Doctor  Muzsnai  is  correct  in  stating  that 
he  initiated  and  directed  the  program  of  combining  pros- 
taglandin and  saline  for  midtrimester  abortion  at  Mor- 
risania Hospital.  The  overall  supervision  of  this  study  was 
by  Dr.  Norman  Herzig,  Director  of  Obstetrics  and  Gyne- 
cology. However,  Dr.  Muzsnai  left  Morrisania  after  18 
months  without  participation  in  the  collection,  analysis, 


and  reporting  of  the  data,  which  was  accomplished  in  our 
publication. 

AKINORI  ADACHI,  M.D. 
Associate  Attending 
Obstetrician/Gynecologist 
North  Central  Bronx  Hospital 
3424  Kossuth  Avenue 
The  Bronx,  N.  Y.  10467 


FRONT  COVER:  The  History  of  Medicine,  Series 
No.  3,  celebrates  the  high  points  of  medical  discovery 
through  the  late  19th  Century.  Symbolic  of  the  medical 
breakthroughs  of  this  period  are  the  three  images  shown 
in  the  center  of  the  painting.  At  top,  Sigmund  Freud 
is  flanked  by  other  leaders  in  the  fields  of  psychiatry  and 
psychology:  Charcot,  one  of  his  teachers;  Mesmer,  who 
developed  hypnotism;  and  Pinel,  who  pioneered  care 
in  insane  asylums. 

The  center  circle,  a culture  of  bacteria,  represents 
microscopic  analysis  of  the  causes  of  disease,  as  devel- 
oped by  Koch.  Pasteur,  shown  holding  a culture  of 
anthrax  bacillus,  laid  the  foundation  for  modern  pre- 
ventive medicine  by  his  discovery  and  isolation  of  an  - 
tibodies. Shown  at  left  are  the  first  x-ray,  Lister’s  an- 
tiseptic spray  machine,  and  an  early  ether  inhaler  for 
anesthesia  in  dentistry  and  surgery. 

At  right  are  surgical  and  emergency  equipment,  and 
a dental  chair  of  the  period.  Also,  Jenner’s  develop- 
ment of  vaccination  against  smallpox,  symbolized  by  the 
scarred  hand. 

A series  of  three  paintings  depicting  the  history  of 
medicine  has  been  commissioned  by  The  Bronx/ 
Westchester/Mid-Hudson  region  of  Citibank,  and 
prints  are  being  offered  to  members  of  the  medical 
profession  as  part  of  Citibank’s  special  medical  banking 
program.  For  further  information,  please  contact  Jack 
Bonne,  Citibank  Assistant  Vice  President  at  (914) 
682-4970  or  by  mail  at  Citibank,  N.A.,  580  White  Plains 
Rd.,  Tarrytown,  N.Y.  10591. 
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Abstracts 


Matsumoto,  M.,  Oka,  Y.,  Lin,  Y.  T.,  Strom,  J.,  Son- 
nenblick,  E.  H.,  and  Frater,  K.  W.  M.:  T ransesophageal 
echocardiography;  For  assessing  ventricular  performance, 
New  York  State  J.  Med.  79:  19  (Jan.)  1979. 

A new  application  of  echocardiography  utilizing  a 
modified  esophageal  lead  has  been  found  useful  for  the 
accurate  evaluation  of  cardiac  function,  and  this  technique 
is  applicable  during  cardiac  operative  procedures. 

Karayalcin,  G.,  Acs,  H.,  and  Lanzkowsky,  P.:  G-6-PD; 
Deficiency  and  hyperbilirubinemia  in  black  American 
full-term  infants.  New  York  State  J.  Med.  79:  22  (Jan.) 
1979 

We  have  encountered  19  full-term  black  infants  devel- 
oping neonatal  hyperbilirubinemia  associated  with  G-6-PD 
deficiency.  None  of  the  infants  had  blood-group  incom- 
patibilities or  infection.  Birth  was  normal  in  all  instances, 
there  was  no  sign  of  hypoxia,  acidosis,  or  hypoglycemia. 
All  infants  received  1 mg.  vitamin  K]  oxide  at  birth,  and 
no  infants  had  any  other  drugs.  None  of  the  mothers  re- 
ceived oxytocin  infusion,  and  they  all  denied  ingestion  of 
any  drug  or  toxins  or  exposure  to  naphthalene.  All  infants 
were  clinically  jaundiced  within  48  hours  of  birth,  and  on 
the  third  day  they  had  significantly  raised  serum  bilirubin 
levels  and  reticulocyte  counts  compared  to  a matched 
control  group  of  newborns.  The  hemoglobin  and  hemat- 
ocrit levels  and  the  blood  smears  in  these  infants  did  not 
differ  from  the  controls.  The  mean  G-6-PD  level  was 
significantly  lower  in  the  affected  infants  compared  with 
the  mean  in  the  controls.  Screening  for  other  red  blood- 
cell enzymes  was  normal.  In  view  of  the  lack  of  any  other 
demonstrative  cause  of  hemolytic  disease,  we  postulate 
that  G-6-PD  deficiency  alone  may  be  associated  with  hy- 
perbilirubinemia in  full-term  black  infants,  since  a small 
increment  of  red  blood-cell  destruction  may  lead  to  a 
marked  degree  of  hyperbilirubinemia  in  newborns,  whose 
livers  have  not  achieved  maximal  conjugating  ability. 

Ciaglia,  P.,  and  Entwhistle,  J.:  Esophageal  dilator; 
improved  screw  type,  New  York  State  J.  Med.  79:  25 
(Jan.)  1979 

A preliminary  report  of  an  improved  screw-type 
esophageal  dilator  is  presented.  The  instrument  is  es- 
sentially a modification  of  the  standard,  tapered  Maloney 
dilatof.  To  the  tapered  segment,  a smooth  screw  has  been 
added.  In  addition,  there  is  a narrow  channel  throughout 
the  center  of  the  bougie  which  is  used  to  follow  a flexible 
wire  guide  through  a stricture.  It  is  felt  that  this  screw- 
type  dilator  will  be  of  use  in  the  narrow,  very  tight,  and  firm 
strictures  which  are  quite  resistant  to  dilatation.  With  the 
screw  type,  the  lateral  force  of  dilatation  can  be  obtained 
with  the  rotation  of  the  screw  without  having  to  use  the 
large  amount  of  force  necessary  in  the  axial  length  of  the 
esophagus  when  using  a smooth,  wedge-type  dilator. 

Klousia,  J.  W.,  and  Tanowitz,  H.  B.:  Asymptomatic 


male  gonorrhea  in  military  personnel,  New  York  State  J. 
Med.  79:  27  (Jan.)  1979. 

One  hundred  and  eighteen  enlisted  Marine  Corps  per- 
sonnel were  screened  for  asymptomatic  gonorrhea.  Ure- 
thral, pharyngeal,  and  anal  cultures  were  taken  on  each 
man.  Eleven  men  had  a total  of  15  positive  cultures.  Two 
of  four  men  with  positive  rectal  cultures  were  homosexuals 
and  had  engaged  in  anorectal  intercourse;  however,  two 
other  heterosexual  men  denied  anal  intercourse  but  did 
admit  to  rectal  sexual  play  with  female  partners.  The 
findings  reiterate  the  recommendations  that  patients 
suspected  of  gonorrhea  have  all  orifices  cultured.  The 
nature  of  anal-rectal  gonorrhea  in  the  heterosexual  male 
needs  further  investigation. 

Bashey,  R.  I.,  and  Nochumson,  S.:  Cardiac  myxoma; 
Biochemical  analyses  and  evidence  for  a neoplastic  nature, 
New  York  State  J.  Med.  79:  29  (Jan.)  1979. 

Though  histochemical  and  morphologic  studies  of  car- 
diac myxomas  are  reported,  this  is  the  first  chemical 
characterization  of  the  ground  substance  from  two  such 
tumors.  The  myxomas  were  digested  with  papain,  and 
glycosaminoglycans  and  glycopeptides  were  separated  by 
cetylpyridinium  chloride  precipitation  as  well  as  by  poly- 
mer gel  (Sephadex  G-50)  column  chromatography.  Both 
myxomas  contained  approximately  3 mg.  of  hexosamine- 
containing  macromolecules  per  100  mg.  dry  fat-free  tissue, 
out  of  which  about  66  percent  was  glycosaminoglycans. 
Chondroitin  4 and/or  6 sulfates  were  predominant,  con- 
stituting over  75  percent  of  the  total  glycosaminoglycans. 
Hyaluronic  acid  constituted  16  percent.  Dermatan  sulfate 
was  absent.  The  high  content  of  chondroitin  4 and/or  6 
sulfates  and  complete  absence  of  dermatan  sulfate  suggest 
that  cardiac  myxomas  are  neoplastic  in  nature. 

Drago,  J.  R.,  and  Drago,  R.  P.:  Fluid  therapy  in  pedi- 
atric urologic  surgery,  New  York  State  J.  Med.  79:  34 
(Jan.)  1979. 

Improved  surgical  techniques  and  major  advances  in 
anesthesia  and  understanding  of  the  special  physiology  of 
infants  and  young  children  have  served  to  lower  the  mor- 
tality rates  of  surgical  treatment  of  congenital  anomalies, 
malignant  tumors,  infections,  and  trauma.  Rational  and 
effective  management  of  a child’s  fluid  and  electrolyte 
maintenance  and  replacement  on  a strictly  parenteral  basis 
is  available.  A mortality  rate  as  high  as  33  percent  has 
been  reported  in  children  who  had  received  inappropriate 
intravenous  fluid  therapy.  Currently  available  methods 
for  guiding  intravenous  fluid  and  electrolyte  therapy  in 
pediatric  patients  are  reviewed. 

Jaffe,  L.  R.,  and  Morgenthau,  J.  E.:  Rubella  and  mea- 
sles immunity  among  innter  city  adolescents,  New  York 
State  J.  Med.  79:  37  (Jan.)  1979. 

continued  on  page  137 


January  1979/New  York  State  Journal  of  Medicine  9 


Medical  News 


Fellowships  and  junior  clinical 
fellowships  awarded 

The  American  Cancer  Society’s  National  Office  has 
awarded  Fellowships  and  junior  faculty  clinical  Fellowships 
to  more  than  50  New  York  City  doctors  specializing  in  one 
or  another  aspect  of  oncology  (study  of  cancer).  The 
doctors  are  the  recipients  of  awards  totaling  more  than 
$300,000  for  the  year  July  1,  1978-June  30,  1979. 

The  majority  of  these  doctors,  31  of  them,  are  associated 
with  Memorial  Hospital  for  Cancer  and  Allied  Diseases  in 
New  York,  which  is  a major  center  for  research  and  treat- 
ment. Other  institutions  involved  are:  Albert  Einstein 
College  of  Medicine;  Cornell  University  Medical  College; 
Montefiore  Hospital  and  Medical  Center;  New  York 
Medical  College;  New  York  University  Medical  Center; 
Downstate  Medical  Center;  and  Columbia  University 
College  of  Physicians  and  Surgeons. 

Provision  of  these  Fellowship  Awards  represents  a 
substantial  part  of  the  effort  of  the  New  York  City  Division 
of  the  American  Cancer  Society  to  support  education  and 
research  on  new  discoveries  in  the  field,  and  to  find  im- 
proved and  more  effective  techniques  in  detection  and 
treatment. 


CARE-MEDICO  needs  doctors,  nurses, 
and  related  personnel  to  work  overseas 


Qualified  physicians,  surgeons,  registered  nurses,  and 
other  health  services  personnel  are  urgently  needed  to  serve 
on  long-term  teams  in  “teach  and  treat”  programs  con- 
ducted by  MEDICO,  a service  of  CARE,  in  developing 
countries  overseas.  Below  is  a list  of  the  personnel  re- 
quired, the  countries,  specialties,  and  date  needed: 


BANGLADESH  ( Dacca ) DA  TE  NEEDED 

Orthopedic  surgeon/general  Immediately 

surgeon 

Plastic  surgeon  To  be  determined 

DOMINICAN  REPUBLIC  (Santo  Domingo ) 
Operating  room  technician 
and/or  Operating  room  nurse 
X-ray  technician 
(Command  of  Spanish  language 
imperative  for  both  posts) 

NICARAGUA  ( Nueva  Guinea ) 

Public  health  educator 
(Command  of  Spanish  language 
imperative) 

TUNISIA  ( Sousse ) 

Public  health  physician 
Anesthesiologist 
Obstetrician-gynecologist 
Registered  nurse-midwife 
(Command  of  French  language 
imperative  for  all  four  posts) 


Immediately 

Immediately 


Immediately 


Immediately 

Immediately 

Immediately 

Immediately 


Material  (or  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


In  a number  of  developing  countries  overseas,  CARE- 
MEDICO  trains  nationals  in  modern  medical  techniques 
and  improved  health  practices  while  also  providing  medical 
services.  Teams  of  skilled  physicians  and  health  services 
personnel  serve  with  CARE-MEDICO  under  two-year 
contracts.  Their  areas  of  work  range  from  a French- 
speaking  city  in  North  Africa  to  Spanish-speaking  repub- 
lics in  Latin  America.  These  are  primarily  teaching  as- 
signments and  a second  language  is  a definite  “must”  for 
certain  posts. 

Applicants  should  have  received  at  least  part  of  their 
training  in  the  United  States  or  Canada  and/or  be  licensed 
or  registered  in  same  or  have  equivalent  license  or  regis- 
tration in  their  country  of  origin  or  residence. 

For  details  on  salary,  benefits,  and  other  information, 
write  to:  Leonard  J.  Coppold,  Director  of  Contract  Per- 
sonnel, CARE-MEDICO,  660  First  Ave.,  New  York,  N.Y. 
10016,  or  telephone  him  at  (212)  686-3110.  CARE- 
MEDICO  is  an  equal  opportunity  employer  (m/f). 

In  another  aspect  of  the  CARE-MEDICO  program, 
medical  specialists  are  urgently  needed  to  serve  as  short- 
term volunteers,  augmenting  the  regular  overseas  teams. 
Donating  a month  or  more  of  their  time  and  skills,  physi- 
cians help  train  young  men  and  women  in  their  particular 
branch  of  medicine  or  surgery.  Openings  are  available  in 
Afghanistan,  Bangladesh,  the  Dominican  Republic,  Hon- 
duras, Nicaragua,  and  Tunisia.  Volunteers  pay  their  own 
travel  expenses  and  maintenance  which  may  be  tax  de- 
ductible. 

For  further  information  on  short-term  volunteer  work, 
telephone  (202)  223-2277  or  write:  George  B.  Mathues, 
Director,  MEDICO  Volunteer  Specialists,  2007  Eye  Street, 
N.W.,  Washington,  D.C.  20006. 

FDA  approves  an  antibiotic 

The  Food  and  Drug  Administration  on  November  1 
announced  approval  of  an  antibiotic,  natamycin,  to  treat 
a fungus  infection  of  the  eye  that  frequently  causes 
blindness. 

In  tests  performed  by  three  eye  specialists,  nearly  80 
percent  of  patients  treated  with  natamycin  eye  drops  re- 
tained their  sight.  Usually,  the  infection  causes  a perfo- 
rating ulcer  of  the  cornea  (the  clear  transparent  covering 
of  the  front  of  the  eye)  and  results  in  blindness  if  the  lesion 
is  untreated  or  the  cornea  cannot  be  surgically  replaced. 

About  300  Americans  a year  suffer  from  this  infection. 
Most  of  them  are  in  the  hot,  humid  climate  of  the  Gulf 
Coast  states  and  many  are  citrus  workers. 

Natamycin  is  the  most  effective  drug  compounded  thus 
far  to  treat  specific  fungal  infections  and  prevent  eye 
damage. 

The  approval  of  natamycin  is  a direct  result  of  an  ini- 
tiative by  FDA’s  Bureau  of  Drugs,  in  cooperation  with  the 
manufacturer,  Alcon  Laboratories,  Fort  Worth,  Texas, 
which  is  marketing  it  at  no  profit. 

Natamycin  is  marketed  in  Europe  for  vaginal  and  skin 

continued  on  page  12 
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Dyazide 

Each  capsule  contains  50  mg  of  Dyrenium"  (brand  of 
triamterene)  and  25  mg  of  hydrochlorothiazide 

Makes  Sense  in 
Hypertension* 


Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDF?  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
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infections.  When  FDA’s  Bureau  of  Drugs  learned  of  its 
potential  value  in  treating  the  eye  infection,  known  as 
fungal  keratitis,  it  compiled  the  data  needed  to  demon- 
strate the  drug’s  safety  and  effectiveness. 

The  data  then  were  reviewed  by  FDA’s  Ophthalmic 
Drugs  Advisory  Committee,  composed  of  nongovernment 
eye  specialists.  Alcon  Laboratories  then  agreed  to  for- 
mulate the  drug  and  provide  it  to  patients  suffering  from 
the  infection. 

FDA  Commissioner  Donald  Kennedy  said:  “This  is  a 
splendid  example  of  cooperation  among  government,  the 
medical  community,  and  industry  to  bring  to  consumers 
a new  weapon  in  fighting  disease.  While  natamycin  is  a 
drug  with  little  commercial  value,  it  is  vitally  important  to 
those  few  people  who  suffer  from  fungal  keratitis.  We  are 
glad  when  we  can  play  a role  in  identifying  new  medicines 
like  this,  and  in  working  with  the  medical  community  and 
industry  to  make  them  available  as  quickly  as  possible.” 

Natamycin  is  marketed  in  Europe  by  a Dutch  firm,  Gist 
Brocades.  It  has  not  yet  been  marketed  in  Europe  for  the 
purpose  for  which  FDA  has  just  approved  it. 

ACCP  inducts  160 
as  new  Fellows 

The  American  College  of  Chest  Physicians  recently 
conferred  Fellowship  on  160  physicians  and  surgeons  in 
formal  ceremonies  held  during  the  ACCP’s  44th  Annual 
Scientific  Assembly  in  Washington,  D.C.  Formal  induc- 
tion of  the  new  Fellows  took  place  at  the  convocation  cer- 
emonies, Wednesday  evening,  November  1st,  at  the 
Washington  Hilton  Hotel.  The  new  Fellows  from  New 
York  are:  Bong  Hwan  Ahn,  M.D.,  Flushing;  Anthony  J. 
Buscaglia,  M.D.,  Buffalo;  Kul  Deep  Chadda,  M.D., 
Brooklyn;  Jack  Chalon,  M.D.,  Tarrytown;  Gerald  J. 
Friedman,  M.D.,  New  York;  William  A.  Kelley,  M.D.,  New 
York;  Theodore  A.  Kowitz,  M.D.,  Middletown;  Edgar 
Lichstein,  M.D.,  Brooklyn;  Richard  F.  Pino,  M.D.,  Dix 
Hills;  Kenneth  L.  Pinsker,  M.D.,  The  Bronx;  Gumpeni 
Rammohan,  M.D.,  Albertson;  Chatla  V.  R.  Reddy,  M.D., 
Brooklyn;  Joel  J.  Rock,  M.D.,  Staten  Island;  Philip  M. 
Rogers,  M.D.,  New  York;  Medhat  F.  Sami,  M.D.,  Wood- 
side;  Elizabeth  D.  Stein,  M.D.,  The  Bronx;  and  Choudary 
D.  Voleti,  M.D.,  New  Hyde  Park. 

Doctors  give  $2  million 
to  Columbia-Presbyterian 

Doctors  at  Columbia-Presbyterian  Medical  Center  have 
found  a special  way  to  demonstrate  their  dedication  in 
marking  the  famed  institution’s  50th  anniversary.  They 
have  made  personal  gifts  totalling  $2  million  toward  the 
Medical  Center’s  current  capital  campaign. 

The  funds,  contributed  over  a five-year  period,  are  from 
physicians,  dentists,  and  scientists.  According  to  co- 
chairman  John  K.  Lattimer,  M.D.,  Director  of  the  Urology 
Service,  and  Edward  B.  Schlesinger,  M.D.,  Director  of  the 
Neurological  Surgery  Service,  the  $2  million  Doctors’  Fund 
“sets  a record  unequalled  in  the  history  of  the  Medical 
Center.” 

Columbia-Presbyterian  Medical  Center’s  capital  cam- 
paign, the  Fund  for  MEDI/CENTER  1,  has  now  passed  the 
$96.5  million  mark  toward  a goal  of  $133.75  million. 


continued  on  page  137 
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Editorial 


Now,  too  many  physicians! 

On  October  24,  1978,  Joseph  A.  Califano,  Jr., 
Secretary  of  HEW  (Department  of  Health,  Educa- 
tion, and  Welfare)  told  the  Association  of  the 
American  Medical  Colleges  at  its  annual  meeting  in 
New  Orleans,  that  within  ten  years  there  would  he  a 
serious  oversupply  of  licensed  physicians.  Not  very 
long  ago  nearly  all  health  planners,  and  this  specifi- 
cally included  HEW  Secretary  Califano,  claimed  that 
there  was  a crisis  in  medical  care  in  this  country,  and 
this  crisis  was  contributed  to  in  no  small  measure,  by 
the  presumed  shortage  of  physicians  in  the  United 
States.  The  erroneous,  if  not  libelous,  claim  was 
promulgated  that  this  shortage  of  physicians  was  a 
fact  and  allegedly  was  quite  intentional  on  the  part 
of  the  AMA,  and  was  due  to  the  guild-like  restrictions 
and  limitations  imposed  on  medical  colleges  by  the 
AMA,  ostensibly  to  keep  the  fees  of  physicians 
high. 

The  Secretary  admitted  that  he  was  one  of  the 
original  architects  who  had  promoted  the  adoption 
of  the  steps  taken  under  President  Lyndon  Johnson 
to  increase  the  number  of  physicians.  This  included 
(a)  capitation  grants  representing  an  annual  outright 
sum  for  each  additional  student  added  to  the  usual 
class  roll;  (b)  an  increase  in  research  funds  to  promote 
further  research  in  the  medical  schools  and  thereby 
increase  the  number  of  faculty  members  available  for 
the  teaching  of  students  and  house  staff,  and  en- 
couraging their  participation  in  research  training; 
and  (c)  construction  grants  to  increase  teaching  and 
research  facilities  and  space  for  faculty  and  staff.  All 
of  these  measures  are  quite  costly. 

These  steps  proved  to  be  very  successful  in  meeting 
the  objective  and  the  goal  of  increasing  medical 
graduates  in  the  United  States  was  met;  the  number 
of  graduates  increased  from  8,000  in  1963  to  more 
than  15,000  in  1968.  The  trouble  was,  and  still  is, 
that  this  overall  increase  in  licensed  physicians  did 
not  go  to  the  heart  of  the  problem— the  maldistri- 
bution of  practicing  physicians  and  their  lack  in  the 
rural  areas  and  urban  ghettos.  There  the  need  still 
exists. 

In  this  instance  the  AMA  was  correct  apparently 
in  its  contention  that  increasing  the  supply  of  phy- 
sicians would  not  correct  the  maldistribution  and 
shortage  of  practitioners  in  areas  of  need.  There  still 
exists  an  inadequate  number  of  physicians  in  many 
locations.  The  general  excess  of  physicians  did  not 
“spill  over”  to  the  areas  of  need.  New  practitioners 
still  tend  to  locate  in  areas  where  sufficient  numbers 


of  physicians  already  exist,  or  even  an  excess  already 
prevails. 

One  might  ask,  justifiably.,  what  is  the  harm  in 
having  an  excess  of  physicians?  Apparently,  as  the 
AMA  predicted  originally,  this  can  be  unproductive 
and  even  harmful.  According  to  Secretary  Califano 
every  physician  generates  $12  million  in  health  care 
expenditures  during  his  40  years  of  professional  life 
and  medical  activity.  The  law  of  supply  and  demand 
does  not  seem  to  apply  to  physicians.  As  noted,  the 
spread  of  physicians  does  not  obey  Avogodro’s  law 
for  gases,  that  is,  the  delimited  molecules  (physi- 
cians) do  not  distribute  themselves  equally  and  in- 
discriminately to  fill  the  existing  void  or  space  (need). 
Also,  contrary  to  the  expected,  the  oversupply  of 
physicians  does  not  lower  fees  or  costs,  nor  does  it 
make  medical  care  available  widespread,  but,  rather, 
yields  a dramatic  rise  in  costs,  without  a corre- 
sponding improvement  in  health  care.  This  was  the 
contention  of  Secretary  Califano  and  it  seems  to  be 
true. 

Thus,  with  the  surplus  of  practitioners,  the  total 
health  bill  in  1990  will  be  a staggering  $1  trillion.  By 
then  the  over-supply  of  physicians  in  the  country  will 
amount  anywhere  from  23,000  to  150,000,  depending 
on  how  one  evaluates  patient  needs  and  available 
care.  Also,  apparently  the  more  surgeons  in  a lo- 
cality, the  greater  the  number  of  operations  in  that 
area,  and  the  greater  the  cost  of  each  operation. 
Already  the  United  States  has  more  than  twice  the 
number  of  surgeons  as  England  and  Wales,  and  twice 
the  rate  of  surgery  per  capita  exists. 

According  to  Secretary  Califano,  legislation  will 
be  sought  to  correct  the  increasing  problems  of  ov- 
ersupply, maldistribution,  excessive  specialization, 
and  a lack  of  awareness  and  training  for  the  consid- 
eration of  costs  among  medical  men.  Secretary 
Califano  pleaded  with  the  medical  colleges  to  give 
more  attention  to  the  teaching  of  the  economics  of 
medical  care,  and  stress  the  hidden  costs  of  hospi- 
talization, laboratory  tests,  and  x-rays.  He  also 
asked  that  teaching  programs  be  developed  in  nurs- 
ing homes  and  community  health  service  centers,  and 
that  such  services  be  upgraded  so  that  students  and 
residency  staff  could  benefit  by  rotation  through  such 
facilities  to  acquire  a full  knowledge  and  awareness 
of  all  costs  and  the  realization  that  somebody  must 
pay- 

The  Secretary  said  that  he  wouid  ask  for  new  in- 
centives in  recruitment  of  students  to  obtain  appli- 
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cants  likely  to  enter  general  practice  in  the  rural  areas 
and  the  needy  ghettos,  where  the  shortage  still  pre- 
vails. All  past  efforts  to  shift  physicians  to  meet  the 
needs  of  the  unattractive  areas  have  failed  so  far.  No 
basis  for  success  in  this  direction  can  be  detected,  nor 
probably  expected,  from  the  specific  remarks  or  the 
new  plan  of  the  Secretary  of  HEW.  The  experience 
has  been  that  no  matter  from  where  applicants  come, 
they  tend  to  settle  in  areas  where  the  financial  return 
is  more  promising,  and  where  they  can  obtain  the 
desired  stimulation  in  their  practice.  There  is  every 
reason  to  believe  that  these  same  forces  will  continue 
to  prevail  until  we  make  the  practice  of  medicine  in 
the  areas  of  need  more  rewarding  and  stimulating  so 
as  to  be  attractive  to  physicians. 

Part  of  the  program  contemplated  by  the  Secretary 
includes  permitting  schools  to  reduce  enrollment 
without  losing  F ederal  funds.  To  do  otherwise  would 
put  many,  if  not  all  medical  schools,  into  financial 


Clinical  Clues 

— Antismooth-muscle  antibodies  are  seen  in  approximately 
70  percent  of  all  patients  with  chronic  active  hepatitis. 
Positive  test  results  are  seen  in  a small  percentage  of 
patients  with  primary  biliary  cirrhosis  and  rheumatoid 
arthritis  but  are  rarely  seen  in  patients  with  systemic 
lupus  erythematosus  or  alcoholic  liver  disease. 

— Antimitochondrial  antibodies  are  found  in  80  to  100 
percent  of  patients  with  primary  biliary  cirrhosis  and  in 
3 to  7 percent  of  the  patients  with  chronic  active  hepa- 
titis. Such  antibodies  are  not  found  in  patients  with 
Hashimoto’s  thyroiditis,  ulcerative  colitis,  or  systemic 
lupus  erythematosus. 

— Commercial  gamma  globulin  preparations  primarily 
contain  Ig(immunoglobulin)G  and  are  therefore  of  no 
use  in  the  treatment  of  individuals  with  a selective  IgA 
deficiency.  These  patients  have  an  increased  incidence 
of  recurrent  sinopulmonary  infections,  malabsorption, 
immediate  type  transfusion  reactions,  and  elevated 
antimilk  antibodies. 

— Serum  IgE  levels  often  are  elevated  in  type  I allergic 
diseases  such  as  eczema,  hay  fever,  and  extrinsic  asthma. 
The  highest  IgE  levels  are  found  in  certain  parasitic  in- 
festations such  as  ascariasis. 

Epsilon  aminocaproic  acid  has  been  shown  to  decrease 
the  frequency  of  attacks  significantly  in  patients  with 
hereditary  angioedema. 

The  most  common  single  cause  of  the  aseptic  meningitis 
syndrome  or  viral  meningitis  is  mumps. 


jeopardy  and  a serious  crisis.  A new  system  of  cap- 
itation grants  thus  will  be  instituted;  a system  which 
one  wag  called  “decapitation  grants.”  The  net  result 
of  all  this  may  be  that  more  applicants  will  go  to 
foreign  schools  to  study  medicine,  and  many  will 
return  with  inadequate  training. 

We  are  witnessing,  however,  something  new;  an 
admission  of  error  by  a government  agency;  a bit  of 
unusual  candor  that  is  unique,  and  this  is  no  small 
achievement.  Maybe  reversals  of  policy,  retrench- 
ment, and  even  deregulation  will  occur  and  along 
with  the  government  and  the  consumer  the  physician 
as  the  supplier  will  be  considered  in  future  decisions. 
Maybe  this  lesson  will  teach  something  to  all,  so  that 
physicians  will  be  consulted  about  problems  involv- 
ing physicians. 


A.A.A. 


— Chronic  active  hepatitis  is  a severe  chronic  liver  disease 
for  which  the  long-term  prognosis  often  is  poor  and 
prolonged  steroid  therapy  often  is  required.  Chronic 
persistent  hepatitis,  on  the  other  hand,  is  a milder  liver 
disease  that  usually  resolves  without  therapy  within  two 
years  of  its  onset. 

— Cardiac  amyloidosis  in  elderly  patients  is  associated  with 
elevated  serum  alkaline  phosphatase  levels  (Hodkinson, 
H.  M.,  and  Pomeranze,  Age  Ageing  3:  76  (1974)). 

-Although  Marfan’s  syndrome  is  commonly  associated 
with  myxomatous  degeneration  of  the  valves, only  rarely 
do  patients  with  the  ballooned  valve  syndrome  have  any 
of  the  other  stigmata  of  Marfan’s  syndrome.  However, 
20  to  30  percent  of  patients  with  ballooned  valves  have 
joint  laxity,  high-arched  palates,  or  other  skeletal  ab- 
normalities such  as  scoliosis,  pectus  excavatum,  and 
straight  backs. 

—The  four  commonest  causes  of  mitral  regurgitant  mur- 
murs in  the  adult  are  rheumatic  valve  damage,  papillary 
muscle  dysfunction,  ruptured  chordae  tendineae  cordis, 
and  myxomatous  degeneration  of  the  mitral  valve, 
causing  ballooning  or  prolapse  of  the  mitral  leaflet  into 
the  left  atrium. 

— About  10  percent  of  papillary  muscle  dysfunction  mur- 
murs due  to  acute  infarction  will  disappear  before  the 
patient  leaves  the  hospital  (Heikkila,  J.:  Mitral  com- 
petence complicating  acute  myocardial  infarction,  Brit. 
Heart  J.  29:  162  (1967)). 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Free  administration 
for  retirement 
plan  accounts. 

Paine  Webber,  administrator  of 
the  11th  District  Dental  Society  Keogh  Plan, 
offers  the  following  free  services: 

Defined  Benefit  Pension  Plans 

Annual  Actuarial  Cost  of  Benefit  Calculations. 

Certification  of  Schedule  B 5500  Series  Tax  Returns. 

Annual  Participation  Benefit  Statement. 

Accrued  Vested  Benefit  Calculations. 

Administrative  Services 

Preparation  of  5500-5500  C— 5500  K Returns. 

Preparation  of  EBS-1  Report  and  Summary  Plan  Description  for 

Department  of  Labor. 

Preparation  of  PBGC  Report  for  Filing  With 
Pension  Benefit  Guarantee  Corp. 

Similar  Services  for  Defined  Contribution  Plans,  Keogh  and  IRA’s. 

If  you  are  interested  in  learning  more  about  our  free 
administrative  package  for  qualified  plans,  please  call  us  at  953-8852 

Talk  to  us  now.\bu  could  thank  us  later. 

PaincWfebber 

PanAm  Building,  200  Park  Avenue,  New  York,  N.Y.  10017 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
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Cardilate'  (erythrityl  tetranltrate) 

INDICATIONS  For  the  prophylaxis  and  long-term  treatment  of  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris. rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin 

PRECAUTIONS  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
with  large  doses 

Caution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
cent cerebral  hemorrhage,  because  of  the  vasodilation  which  occurs  in  the  area 
Although  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
misinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions 
SIDE  EFFECTS  No  serious  side  effects  have  been  reported  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
tablet  contact  with  the  mucous  membrane  If  obiectionable,  this  may  be  mitigated  by 
placing  the  tablet  in  the  buccal  pouch  As  with  nitroglycerin  or  other  effective  nitrates, 
temporary  vascular  headache  may  occur  during  the  first  few  days  of  therapy  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  o!  the 
cerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
usually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
administration  of  analgesics 

Wild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily 

DOSAGE  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  lor  patients  subject  to  nocturnal  attacks. 
The  dose  may  be  increased  or  decreased  as  needed 

HOW  SUPPLIED  10  mg  chewable  scored  tablets,  bottle  of  100  Also  5.  10  and  15  mg 
oral/sublingual  scored  tablets  in  bottles  of  100.  10  mg  oral / sublingual  scored  tablets 
also  supplied  in  bottle  of  1.000 

Also  available  Cardilate’  P (Erythrityl  Tetranltrate  with  Phenobarbital)*  Tablets 
(Scored) 

('Warning — may  be  habit-forming.) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate) 
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Transesophageal 

Echocardiography 

For  assessing  ventricular  performance 
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From  the  Albert  Einstein  College  of  Medicine 
a Visiting  Assistant  Professor  of  Cardiology. 
b Associate  Professor,  Department  of  Anesthesiology. 
c Assistant  Professor,  Department  of  Anesthesiology. 
d Assistant  Professor  of  Cardiology. 
e Professor  and  Director  of  Cardiology. 

' Professor  and  Director  of  Cardiothoracic  Surgery. 

The  usefulness  of  echocardiography  in  assessing 
ventricular  function  under  anesthesia  was  studied  in 
children  by  Barash  et  al.* 1  and  Rathod  et  al.2 

This  conventional  standard  chest-wall  method  of 
echocardiography  is,  however,  obviously  not  appli- 
cable to  patients  while  they  are  undergoing  actual 
cardiothoracic  surgery.  Yet  these  patients  are  the 
very  ones  who  require  most  precise  monitoring  of 
ventricular  function,  this  information  being  imper- 
ative during  surgery. 

We  have  previously  assessed  ventricular  function 
using  epicardial  echocardiography  before  and  after 
cardiopulmonary  bypass.3  Recently,  we  have  in- 
stituted a modified  technique  of  transesophageal 
echocardiography  because  of  the  ready  applicability 
and  noninvasiveness  of  the  technique.  The  following 
is  an  illustration  of  such  a case. 

Case  report 

The  patient  was  a 65-year-old  white  female  with  mitral 
stenosis  documented  by  catheterization.  She  had  a history 
of  subacute  bacterial  endocarditis  and  episodes  of  recurrent 
pulmonary  edema.  Over  the  past  one  and  a half  years  she 
had  been  treated  with  digoxin  0.375  mg.  and  furosemide 
40  mg.  per  day  with  supplemental  potassium  chloride. 
Laboratory  data  were  all  within  normal  limits.  Chest  x-ray 
film  revealed  cardiomegaly,  and  electrocardiogram  showed 


A new  application  of  echocardiography  utilizing 
a modified  esophageal  lead  has  been  found  useful  for 
the  accurate  evaluation  of  cardiac  function,  and  this 
technique  is  applicable  during  cardiac  operative 
procedures. 


atrial  fibrillation  with  ventricular  response  of  80  beats  per 
minute  and  right  bundle  branch  block.  Cardiac  cathe- 
terization revealed  the  following:  right  atrial  pressure 
33/14  (mean  21  torr),  pulmonary  capillary  pressure  15  torr, 
left  ventricular  pressure  1 20/6  torr,  and  aortic  pressure  ot 
1 17/68  torr.  Mitral  valve  lumen  area  was  calculated  to  be 
1.2  cm.-,  cardiac  index  2.6  L.  per  minute  per  body  surface 
area,  and  ejection  fraction  59  percent. 

The  patient  was  scheduled  for  open  mitral  valvuloplasty; 
she  was  medicated  with  morphine  sulfate  5 mg.  and  sco- 
polamine 0.5  mg.  intramuscularly  and  diazepam  5 mg.  by 
mouth  60  minutes  prior  to  the  induction  of  anesthesia.  On 
arrival  in  the  operating  room,  the  patient  was  well  sedated. 
Oxygen  was  administered  by  face  mask  at  a rate  of  8 L.  per 
minute.  Following  preparations  for  electrocardiographic 
and  blood  pressure  cuff  recordings,  two  peripheral  intra- 
venous lines,  a right  atrial  pressure  line  and  a radial  artery 
line,  were  established. 

Baseline  arterial  pressure  (AP)  measured  via  the  arterial 
line  was  120/80  torr,  heart  rate  (HR)  75  beats  per  minute, 
right  atrial  pressure  (RAP)  0,  cardiac  output  (CO)  3.78  L. 
per  minute,  and  systemic  vascular  resistance  (SVR)  was 
1,694  dyne  sec.  cm.-5 

Anesthesia  was  induced  with  d-tubocurarine  3 mg.  in- 
travenously followed  by  sodium  thiopental  150  mg.  and 
morphine  sulfate  10  mg  intravenously.  The  trachea  was 
then  intubated  with  the  air  of  succinylcholine  chloride  80 
mg.  intravenously  and  topical  lidocaine  spray  into  the 
larynx  under  direct  laryngoscopy.  An  8-mm.  Potex  en- 
dotracheal tube  was  then  inserted,  and  the  cuff  was  in- 
flated. Thereafter,  anesthesia  was  maintained  with  0.5  to 

1 percent  halothane  in  oxygen  and  d-tubocurarine  intra- 
venously. When  anesthesia  was  stabilized,  our  modified 
transesophageal  echo  probe  was  inserted  deep  enough  for 
cardiac  imaging  into  the  esophagus  without  difficulty  (Fig. 
1).  An  approximate  length  of  insertion  of  the  probe  was 
predetermined  from  the  right  anterior  oblique  view  of  her 
chest  x-ray  film.  Then  the  transducer  was  located  to  ob- 
tain the  best  echocardiography  of  the  left  ventricle. 

At  one  hour  of  anesthesia,  hemodynamic  measurements 
and  also  echocardiograms  of  the  left  ventricle  were  re- 
corded. Data  were  as  follows:  arterial  pressure  130/80 
torr,  heart  rate  70  beats  per  minute,  right  atrial  pressure 
0,  left  atrial  pressure  15  torr,  cardiac  output  3.26  L.  per 

minute  by  dye  dilution  technique,  and  2.91  L.  per  minute 
by  endocardiography  (Fig.  2).  Echo-ejection  fraction  was 
66  percent,  and  systemic  vascular  resistance  was  1,960  dyne 
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FIGURE  1.  Modified  TET  probe.  A = transducer;  B = 
modified  cable;  C = connector. 
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FIGURE  2.  Echocardiogram,  at  one  hour  of  anesthesia. 
ESO  = esophagus;  P = pericardium;  PLVW  = posterior  left 
ventricular  wall;  EN  = endocardium;  LS  = left  side  of  septum; 
IVS  = interventricular  septum;  DS  = endsystolic  left  ven- 
tricular dimension;  DD  - end-diastolic  left  ventricular  di- 
mension. 


sec.  cm.-5  Following  90  minutes  of  the  bypass,  the  patient 
was  weaned  from  the  bypass  without  difficulty. 

The  same  hemodynamic  measurements  and  echocar- 
diography were  again  performed  at  the  end  of  surgery  and 
were  found  to  be  as  follows:  arterial  pressure  120/84  torr, 
heart  rate  80  beats  per  minute,  right  atrial  pressure  5 torr, 
left  atrial  pressure  18  torr,  cardiac  output  3.28  L.  per 
minute  by  dye  dilution  technique  and  3.17  L.  per  minute 
by  echocardiography  (Fig.  3).  Echo-ejection  fraction  was 
45  percent,  and  systemic  vascular  resistance  was  2,059  dyne 
sec.  cm.-5 

Throughout  the  surgery  arterial  blood  pH  and  gases  were 
all  within  normal  limits,  and  arterial  oxygen  pressure  was 
always  over  280  torr.  Body  temperature  was  kept  between 
36°  and  37°C.  except  during  cardiopulmonary  bypass  when 
it  was  kept  at  30°C. 

Comment 

Esophageal  echocardiography  has  been  developed 
and  applied  for  patients  with  chronic  obstructive 
pulmonary  disease,  barrel  chests,  and  obesity.4  In 
this  procedure,  the  transducer  could  he  swallowed 
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FIGURE  3.  Echocardiogram,  at  end  of  surgery. 


relatively  easily  and  safely;  however,  as  reported, 
gagging  was  usually  encountered  in  patients  who 
were  awake.4  The  present  study  in  anesthetized 
patients  undergoing  surgery  did  not  present  the 
problems  mentioned,  and  the  insertion  of  the  probe 
did  not  differ  from  the  application  of  the  routinely 
used  esophageal  stethoscope. 

This  represents  another  application  of  noninvasive 
echocardiography  and  an  important  one  for  study  of 
ventricular  function  before,  during,  and  after  all 
procedures. 

This  case  illustrates  the  applicability  of  transeso- 
phageal echocardiography  for  determination  of  left 
ventricular  function  in  general,  and  particularly 
during  open-heart  surgery.  We  have  also  docu- 
mented the  reliability  of  the  technique  by  comparing 
the  calculated  cardiac  output  by  echo  with  our  dye 
dilution  cardiac  output  determinations:  at  one  hour 
of  anesthesia,  cardiac  output  3.26  L.  per  minute  by 
dye  and  2.91  L.  per  minute  by  echo;  at  the  end  of 
surgery,  3.28  L.  per  minute  and  3.17  L.  per  minute 
respectively.* 

This  approach  has  advantages  over  other  echo- 
cardiographic  methods,  such  as  standard  chest  wall 
or  epicardial  techniques  during  and  after  surgery. 
That  is  (1)  it  can  be  used  for  adult  patients,  especially 
with  emphysema,  obesity,  and  barrel  chest,  and  (2) 
since  the  probe  stays  at  the  same  position  during 
surgery,  it  is  particularly  useful  in  patients  under- 
going cardiothoracic  surgery  and  also  for  postoper- 
ative assessment  of  ventricular  performance  in  this 
group  of  patients.  (3)  This  technique  is  noninvasive 
compared  with  the  conventional  invasive  intraop- 
erative measurements  of  left  ventricular  function. 

The  technique  also  enables  us  to  visualize  the  an- 
terior and  lateral  left  ventricular  wall  and  the  main 
portion  of  the  right  ventricle  and  atrium.6  Because 
of  these  advantages,  the  continuous  observation  of 

+ Diastolic  and  systolic  volumes  were  calculated  according  to 
the  formula  suggested  by  Teichholz  et  al.,r>  and  mean  values  of  five 
successive  beats  were  used  for  cardiac  output  determinations. 
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size  and  functional  changes  of  all  chambers  and  also 
valves  can  he  performed  in  pre-,  intra-,  and  postop- 
erative periods. 

This  is  a report  of  our  preliminary  study  using  a 
modified  type  of  commercially  available  probe.  (We 
reinforced  the  stiffness  of  the  transesophageal 
transducer  (TET)  cable  by  number  4 sternal  wire  and 
covered  it  with  a vinyl  esophageal  stethoscope  cath- 
eter).* However,  a further  improvement  of  our  de- 
sign of  the  probe  and  of  technique  is  anticipated. 

Conclusion 

The  more  accurate  assessment  of  cardiac  functions 
and  sizes  of  chambers  could  he  performed  by  devel- 
oping an  esophageal  phased-arrav  echocardiograph 
that  could  also  provide  a cursor  beam  for  an  M-mode 
display. 

We  believe  that  this  approach  shows  great  poten- 
tial for  assessing  ventricular  function  and  also  is  a 

* KB-Aerotech  Model  TET  35  CN.  3.5  MHz.,  10mm.  nonfo- 
cused.  (Division  of  Krant  Kramer  Branson.  Inc.,  Lewiston, 
Penna.) 


Clinical  Clues 

— Variant  angina  pectoris  generally  occurs  when  a patient 
is  at  rest,  is  usually  not  precipitated  by  exertion  or 
emotional  stress,  and  may  even  be  relieved  by  exercise. 
The  pain  of  variant  angina  pectoris  often  occurs  about 
the  same  time  each  day  and  usually  lasts  longer  and  is 
more  severe  than  that  of  classic  angina.  Arrhythmias 
occur  in  about  50  percent  of  patients  with  the  condition 
during  the  peak  of  pain.  Electrocardiograms  of  patients 
with  the  variant  form  of  angina  show  a characteristic  S-T 
segment  elevation  unlike  the  S-T  segment  depression 
of  classic  angina  pectoris.  Patients  with  both  types  of 
angina  pectoris  respond  to  nitroglycerin. 

— In  Reiter’s  disease  the  recurrent  polyarthritis  shows  a 
predilection  for  the  joints  of  the  lower  limbs,  especially 
the  ankles  and  the  sacroiliac  joints. 

— First  or  early  recurrent  attacks  of  Reiter’s  disease  follow 
about  two  weeks  after  the  onset  of  one  of  two  main  types 
of  illness,  either  diarrhea  and  dysentery  or  urethral  in- 
fections which  have  usually  been  acquired  during  sexual 
intercourse. 

— At  least  half  the  patients  have  ocular  lesions,  about 
one-quarter  have  balanitis,  and  about  one-tenth  have 
lesions  of  the  buccal  mucosa  and  a skin  eruption,  kera- 
toderma  blennorrhagicum. 

— Attacks  are  self-limiting  and  are  usually  of  short  dura- 
tion, but  the  patient  remains  liable  to  recurrent  acute 
or  subacute  attacks,  or  he  may  develop  chronic  arthri- 
tis. 

— The  initial  manifestation  in  most  cases  is  urethritis. 
This  is  soon  followed  by  conjunctivitis,  diarrhea,  and, 
later,  by  arthritis  and  mucocutaneous  lesions.  Any  one 
feature  may  initiate  the  syndrome,  however;  there  is  no 
particular  pattern. 

— Rarely  all  manifestations  of  the  syndrome  are  present 
simultaneously.  It  is  more  usual,  however,  for  various 
features  of  the  syndrome  to  evolve  over  several  weeks. 


promising  diagnostic  tool  during  and  after  open- 
heart  surgery. 
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— Chills  are  a rare  feature  of  this  syndrome  and  often 
constitute  a distinguishing  feature  from  gonococcal 
sepsis.  In  gonorrhea  the  joint  most  commonly  involved 
is  the  wrist.  Recurrences  occur  in  as  many  as  75  percent 
of  cases.  The  interval  between  attacks  may  vary  from 
several  weeks  to  as  long  as  20  years. 

— Some  patients  develop  chronic  polyarthritis,  occasionally 
with  joint  deformity,  while  others  develop  ankylosing 
spondylitis  after  years  of  chronic  back  complaints. 

— Nail  involvement  occurs  as  a brownish  yellow  discolor- 
ation near  the  free  edge  of  the  lateral  margins  of  the  nail. 
The  nails  become  opaque  and  brittle.  The  free  border 
may  be  broken  and  roughened,  and  yellow  waxy  material 
may  be  heaped  up  under  the  distal  end  of  the  nail  plate. 
If  the  condition  is  progressive,  the  nail  may  be  lifted  from 
its  base  and  shed.  Toenail  involvement  in  this  condition 
may  resemble  a fungus  infection. 

— In  the  majority  of  patients,  conjunctivitis  is  the  only 
ocular  manifestation.  There  may  he  burning  and  irri- 
tation of  the  eyes  and  a minimal  conjunctival  discharge. 
Iritis,  keratitis,  retrobulbar  neuritis,  and  uveitis  have  also 
been  noted. 

— In  the  diarrheal  form  although  the  interval  between  the 
onset  of  diarrhea  and  the  onset  of  Reiter’s  disease  is 
usually  two  to  three  weeks,  exceptionally  it  may  be  three 
months. 

— When  the  disease  follows  diarrhea,  urethritis,  arthritis, 
and  conjunctivitis  usually  develop  within  a short  time 
of  each  other. 

— Cardiovascular  complications  with  electrocardiographic 
changes  occur  in  about  7 percent  of  cases. 

— Neurologic  complications  such  as  neuritis,  meningoen- 
cephalitis, and  transient  hemiplegia  have  been  de- 
scribed. 

NATHANIEL  SHAFER,  M.D. 
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The  purpose  of  this  article  is  to  report  on  19  full- 
term  black  infants  with  a deficiency  of  erythrocyte 
G-6-PD  (glucose-6-phosphate  dehydrogenase)  who 
developed  hyperbilirubinemia  during  the  first  48 
hours  of  life  without  any  other  demonstrable  cause 
for  the  hyperbilirubinemia. 

Materials  and  methods 

Nineteen  full-term  black  newborn  infants,  horn  at 
Queens  Hospital  Center,  came  to  our  attention  be- 
cause of  unexplained  jaundice  during  the  first  48 
hours  of  life;  of  these,  15  were  males  and  4 females. 
The  infants’  birth  weights  ranged  from  2,591  to  3,650 
Gm.,  with  a mean  of  3,083  Gm.  All  infants  had 
Apgar  scores  of  8 or  more,  and  no  abnormal  physical 
findings  on  examination.  None  of  the  infants  had 
hypoxia,  acidosis,  or  hypoglycemia,  and  they  re- 
mained clinically  well  without  any  evidence  of  in- 
fection throughout  the  course  of  t he  jaundice.  All 
received  1 mg.  of  phytonadione,  vitamin  K]  oxide 
(Konakion),  intramuscularly,  immediately  after 
birth;  none  of  t he  infants  received  any  other  medi- 
cation. All  subjects  were  fed  by  cow’s  milk  formula. 
None  of  the  infants  required  exchange  transfusion; 

This  study  was  supported  by  Grant  3 792  from  the  I -ong  Island 
Jewish  Hillside  Medical  Center. 


however,  17  of  the  19  received  phototherapy  as  an 
accepted  management  for  unconjugated  hyperbi- 
lirubinemia of  the  newborn. 

All  infants  were  born  following  an  uneventful, 
normal  labor  and  spontaneous  delivery.  None  of  the 
mothers  had  received  oxytocin  infusion,  and  10  had 
received  meperidine  hydrochloride  and  promazine 
hydrochloride  during  labor.  None  of  them  had  re- 
ceived any  other  drugs  or  been  exposed  to  toxins  or 
naphthalene  in  the  week  prior  to  delivery.  Antibody 
screening,  indirect  Coombs’  test,  and  serologic 
findings  were  normal  in  all  subjects. 

None  of  the  infants  had  serologic  or  hematologic 
evidence  of  isoimmunization  and  ABO  blood  group 
incompatibility,  and  the  Coombs’  test  and  antibody 
screening  findings  were  normal  in  all  cases.  Inves- 
tigations for  bacterial,  viral,  and  protozoal  infections 
and  serology  were  normal,  and  hemoglobin  electro- 
phoresis revealed  fetal  and  adult  hemoglobin  (FA) 
pattern  in  all  infants. 

Hemoglobin,  hematocrit,  reticulocyte  count,  and 
microbilirubin  estimations  were  carried  out  daily. 
Erythrocyte  enzyme  screening  for  galactose- 1- 
phosphate  transferase,  pyruvate  kinase,  and  triose 
phosphate  isomerase  tested  out  normal  in  all  infants. 
G-6-PD  screening  test  revealed  a deficiency  of  this 
enzyme,  and  erythrocyte  G-6-PD  assay  was  deter- 
mined in  all  subjects.  A healthy  control  group  of  19 
newborn  infants  matched  for  age,  weight,  sex,  and 
race  were  studied  for  all  these  parameters. 

Hemoglobin,  hematocrit,  reticulocyte  count,  serum 
bilirubin,  erythrocyte  G-6^PD  assay,  and  hemoglobin 
electrophoresis  tests  were  repeated  at  one  year  of  age 
in  all  infants. 

Results 

As  indicated  in  Table  I,  on  the  third  day  the  serum 
bilirubin  was  significantly  higher  in  the  jaundiced 
infants  (mean  14.4  ± 1.8  mg.  per  deciliter,  range  12.1 
to  18.5  mg.  per  deciliter)  compared  with  the  bilirubin 
levels  in  a matched  controls  (mean  4.2  ± 2.3  Gm.per 
deciliter,  range  0.9  to  8.8  mg.  per  deciliter).  The 
mean  maximum  serum  bilirubin  concentration  ob- 
served was  16.4  mg.  per  deciliter  at  four  days  of  age; 
the  conjugated  bilirubin  level  never  exceeded  1 mg. 
per  deciliter.  The  reticulocyte  count  (mean  6.1  ± 1.7, 
range  3.8  to  10.9  percent  ) was  higher  in  the  jaundiced 
infants,  compared  with  the  reticulocyte  count  in  the 
controls  (mean  3.2  ± 0.7,  range  1.0  to  4.3  percent). 
The  hemoglobin  and  hematocrit  levels  and  the  blood 
smears  did  not  differ  from  controls.  The  G-6-PD 
level  had  a mean  of  5.2  plus  or  minus  0.8  units  per 
milligram  hemoglobin,  with  a range  of  4 to  7 units  per 
milligram  hemoglobin  in  the  jaundiced  infants,  which 
was  significantly  lower  (p  <0.001)  than  in  the  con- 
trols (mean  of  18.3  ± 2 per  milligram  hemoglobin, 
with  a range  of  15.2  to  23.8  units  per  milligram  he- 
moglobin) 

At  one  year  of  age,  the  mean  hemoglobin,  hemat- 
ocrit, reticulocyte  count  and  serum  bilirubin  in  the 
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We  have  encountered  19  full-term,  black  infants 
developing  neonatal  hyperbilirubinemia  associated 
with  G-6-PD  deficiency.  None  of  the  infants  had 
blood-group  incompatibilities  or  infection.  Birth  was 
normal  in  all  instances,  there  was  no  sign  of  hypoxia, 
acidosis,  or  hypoglycemia.  All  infants  received  1 mg. 
vitamin  K\  oxide  at  birth,  and  no  infants  had  any 
other  drugs.  None  of  the  mothers  received  oxytocin 
infusion  and  they  all  denied  ingestion  of  any  drug  or 
toxins  or  exposure  to  naphthalene.  All  infants  were 
clinically  jaundiced  within  48  hours  of  birth  and  on 
the  third  day  they  had  significantly  raised  serum 
bilirubin  levels  and  reticulocyte  counts  compared  to 
a matched  control  group  of  newborns.  The  hemo- 
globin and  hematocrit  levels  and  the  blood  smears  in 
these  infants  did  not  differ  from  the  controls.  The 
mean  G-6-PD  level  was  significantly  lower  in  the 
affected  infants  compared  with  the  mean  in  the 
controls.  Screening  for  other  red  blood  cell-enzymes 
was  normal.  In  view  of  the  lack  of  any  other  de- 
monstrative cause  of  hemolytic  disease,  we  postulate 
that  G-6-PD  deficiency  alone  may  be  associated  with 
hyperbilirubinemia  in  full-term  black  infants,  since 
a small  increment  of  red  blood  cell-destruction  may 
lead  to  a marked  degree  of  hyperbilirubinemia  in 
newborns,  whose  livers  have  not  achieved  maximal 
conjugating  ability. 


G-6-PI)  deficient  infants  did  not  differ  from  the 
controls  (11.5  ± 0.46  and  1 1.5  ± 0.47  Gm.  per  decili- 
ter; 35.3  ± 2 and  35.4  ±1.9  percent;  0.99  ± 0.2  and  1 
± 0.2  percent;  0.74  ± 0.3  and  0.73  ± 0.3  mg.  per 
deciliter,  respectively).  G-6-PD  assays  showed  a 
mean  of  4.6  plus  or  minus  0.7  units  per  milligram 
hemoglobin  in  the  deficient  infants,  compared  with 
the  mean  in  the  controls  of  17.7  plus  or  minus  1.7 
units  per  milligram  hemoglobin  (p  <0.001).  He- 
moglobin electrophoresis  revealed  adult  hemoglobin 
(AA)  pattern  in  all  infants. 

Comment 

This  investigation  revealed  neonatal  hyperbil- 
irubinemia in  a group  of  full-term  black  infants  as- 
sociated with  G-6-PD  deficiency  of  erythrocytes. 
Hitherto,  a number  of  reports  have  implicated  he- 
reditary deficiency  of  erythrocyte  G-6-PD  as  a cause 
of  neonatal  hyperbilirubinemia  among  infants  in 
Greece,  Italy,  Turkey,  Sardinia,  Malaya,  Singapore, 
Thailand,  New  Guinea,  and  Israel.  Although  an 
increased  incidence  of  jaundice  among  black  infants 
has  been  observed  in  Nigeria1-2  and  South  Africa, :t 
studies  of  American  full-term  black  infants  have 
failed  to  reveal  such  a relationship.4-6  On  the  other 
hand,  American  premature  black  infants  with 
erythrocyte  G-6-PD  deficiency  have  been  shown  to 
have  an  increased  incidence  of  severe  hyperbiliru- 
binemia.' Brown,  Sanmarco,  and  Hall8  found  that 
in  black  male  infants  with  G-6-PD  deficiency  the 
mean  hemoglobin,  reticulocyte  count,  and  bilirubin 
level  on  the  second  day  of  life  did  not  differ  from 
those  of  normal  infants.  In  the  same  study,  however, 
a high  number  of  those  with  otherwise  unexplained 
early  or  severe  jaundice  were  found  to  have  G-6-PD 
deficiency  compared  with  those  with  normal  G-6-PD 
levels.  Kernicterus  was  reported  in  one  black  female 
newborn  infant  due  to  G-6-PD  deficiency.9 

In  the  present  study,  the  appearance  of  jaundice 
and  reticulocvtosis  within  the  first  48  hours  of  life  was 
suggestive  evidence  of  hemolysis  in  these  G-6-PD- 


deficient  infants.  No  cause  other  than  G-6-PD  could 
be  identified  as  a cause  of  hemolysis.  Neonates  with 
G-6-PD  deficiency  may  have  marked  decrease  in 
their  erythrocyte  life  span  with  early  destruction  of 
these  cells,4  and  even  a small  increment  of  erythro- 
cyte destruction  may,lead  to  a marked  degree  of  hy- 
perbilirubinemia in  infants  whose  livers  have  not 
achieved  maximal  conjugating  ability.10 

It  can  be  concluded  that  full-term  black  infants 
who  are  G-6-PD  deficient  have  an  increased  inci- 


TABLE  I.  Means,  standard  deviations,  and  ranges  of  laboratory  values  at  three  days  of  age  in  G-6-PD-deficient  and 

control  infants 


Data 

G-6-PD 

Deficient 

(Ranges) 

Control 

(Range) 

P Values 

Birth  weight  (grams) 

3083  ± 409 

3,100  ± 232 

N.S. 

(2,591  to  3650) 

(2,659  to  3,500) 

Hemoglobin  (grams  per  deciliter) 

18.8  ± 1.8 

19.0  ± 1.5 

N.S. 

(15.0  to  22.0) 

(15.8  to  22.4) 

Hematocrit  (percent) 

56.8  ± 5.7 

58.1  ± 4.6 

N.S. 

(45.3  to  66.6) 

(50.8  to  68.5) 

Reticulocyte  count  (percent) 

6.1  ± 1.7 

3.2  ± 0.7 

<0.01 

(3.8  to  10.9) 

(1.9  to  4.3) 

Serum  bilirubin  (milligrams  per  deciliter) 

14.4  ± 1.8 

4.2  ± 2.3 

<0.001 

(12.1  to  18.5) 

(0.9  to  8.8) 

Erythrocyte  G-6-PD  (units  per  miligram 

5.2  ± 0.8 

18.3  ± 2.0 

<0.001 

hemoglobin) 

(4.0  to  7.0) 

(15.2  to  23.8) 

N.S.  = No  significance. 
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dence  of  hyperbilirubinemia;  however,  it  rarely 
produces  kernicterus.  It  is  also  evident  that  when 
hyperbilirubinemia  appears  in  full-term  black  in- 
fants, without  any  other  demonstrable  causes  for 
hemolysis,  G-6-PD  deficiency  should  be  consid- 
ered. 
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has  been  designated  the  anemia  of  trauma. 

— Frozen,  thawed  red  cells,  as  compared  with  banked 
blood,  may  be  transfused  without  loss  of  viability  or 
survival  up  to  two  years  after  collection  and  sometimes 
longer.  The  incidence  of  hepatitis  has  been  greatly  re- 
duced with  frozen  red  cells,  and  they  offer  an  opportu- 
nity for  autotransfusion  of  patients  with  rare  blood 
types.  The  practice  of  autodonation  of  one  unit  per 
week  two  weeks  before  elective  surgery  could  virtually 
eliminate  the  hepatitis  problem. 

— Albumin  in  serum  protein  fractions  is  indicated  in  the 
treatment  of  burns.  Hypoproteinemia  may  be  replaced 
with  25  percent  albumin,  which  is  relatively  salt-poor. 
Twenty-five  Gm.  of  albumin  are  equivalent  to  that  in  500 
ml.  of  plasma.  It  is  hepatitis-free  and  does  not  interfere 
with  coagulation  or  subsequent  crossmatching. 

— Each  unit  of  platelet  transfusion  raises  the  recipient’s 
platelet  count  by  approximately  10,000  per  cubic  milli- 
meter; however,  platelet  survival  is  shortened,  and  the 
increase  in  the  recipient  declines  with  increased  numbers 
of  transfusions. 

— The  patient  with  mesenteric  adenitis  moves  about  the 
bed  much  more  freely  than  does  his  (or  her)  counterpart 
with  appendicitis  who  prefers  to  lie  still  and  resents 
being  asked  to  sit  up  to  have  the  back  of  the  chest  ex- 
amined. 

— In  mesenteric  adenitis  the  pain  is  more  episodic,  being 
very  severe  on  occasion  and  clearing  completely  between 
attacks,  whereas  the  pain  of  appendicitis  is  usually,  but 
not  always,  less  variable  and  less  liable  to  disappear 
completely.  Similarly,  the  physical  signs  will  vary: 
when  the  pain  is  present  there  will  be  tenderness  and 
guarding,  and  when  the  pain  has  gone  the  signs  will  go 
too. 

— The  perforation  rate  in  adults  for  appendicitis  is  ap- 
proximately 4 percent  but  may  be  as  high  as  30  percent 
in  children. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Esophageal  Dilator 

Improved  screw  type 


A preliminary  report  of  an  improved  screw-type 
esophageal  dilator  is  presented.  The  instrument  is 
essentially  a modification  of  the  standard,  tapered 
Maloney  dilator.  To  the  tapered  segment,  a smooth 
screw  has  been  added.  In  addition,  there  is  a narrow 
channel  throughout  the  center  of  the  bougie  which  is 
used  to  follow  a flexible  wire  guide  through  a stric- 
ture. It  is  felt  that  this  screw-type  dilator  will  be  of 
use  in  the  narrow,  very  tight,  and  firm  strictures 
uhich  are  quite  resistant  to  dilatation.  With  the 
screw-type,  the  lateral  force  of  dilatation  can  be  ob- 
tained with  the  rotation  of  the  screw  without  having 
to  use  the  large  amount  of  force  necessary  in  the  axial 
length  of  the  esophagus  when  using  a smooth, 
wedge-type  dilator. 
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Over  the  years,  the  instruments  used  in  dilating 
esophageal  strictures  have  been  tapered,  smooth, 
more  or  less  olive-shaped  metal  forms,  and  tapered, 
woven,  or  rubber  bougies.  In  using  this  type  of  in- 
strumentation, the  stricture  is  engaged  with  the 
narrower  distal  end  of  the  instrument,  and  then  a 
certain  amount  of  force  is  used  to  push  the  instru- 
ment ahead  to  force  through  the  wider  part.  In  doing 
this,  the  esophagus  tends  to  be  stretched  along  its 
long  axis,  and  most  of  the  force  is  exerted  along  the 
axial  direction  of  the  esophagus  and  with  compara- 
f Deceased. 


FIGURE  1.  Forces  involved  in  dilating  strictures  of  esoph- 
agus. (A)  With  usual  tapered  bougies  or  olives  (Jackson, 
Maloney,  and  Hurst).  A = Force  along  axis  of  esophagus 
tends  to  push  stricture  ahead  of  it.  L & R = Lateral  or  radial 
forces  that  tend  to  dilate  stricture  are  derived  entirely  from 
axial  force  and  are  completely  dependent  on  it.  (B)  With 
screw-type  dilator.  A (axial)  force  is  much  less  and  when 
screw  is  engaged,  L & R (lateral  or  radial)  forces  (crucial  ones) 
are  much  greater  than  axial  force,  and  are  derived  from 
nonaxial  torque  as  result  of  rotation  of  dilator. 


lively  little  force  laterally  to  stretch  or  dilate  the 
stricture.  This  mechanism  is  that  of  the  wedge,  in 
which  the  lateral  splitting  force  is  derived  entirely 
from  the  force  driving  the  wedge.  These  instruments 
are  usually  adequate  in  most  cases.  However,  at 
times,  a narrow,  very  firm  fibrous  stricture  will 
remain  resistant. 

An  improved  esophageal  dilator,  which  uses  the 
so-called  “screw  principle,”  has  been  developed  to 
dilate  this  type  of  stricture.  This  new  dilator,  in  one 
form,  is  a modification  of  the  Maloney  mercury 
bougie.  A smooth,  rounded  thread  has  been  formed 
on  the  tapered  part  of  the  bougie;  this  has  been  made 
solid,  except  for  a narrow  opening  throughout  its 
whole  length  which  is  used  to  follow  a wire  guide 
through  a stricture. 

When  a stricture  is  engaged,  the  dilator  is  then 
turned  continuously  clockwise  so  that,  as  the  screw 
engages  the  stricture,  the  dilator  is  gradually  forced 
further  into  the  stricture,  dilating  it  with  the  larger 
diameter.  In  this  way,  most  of  the  force  is  exerted 
in  a lateral  or  radial  direction,  which  is  the  effective 
and  desired  force  in  the  process  of  dilatation.  Rel- 
atively little  force  need  be  exerted  downward  along 
the  axial  direction  of  the  esophagus  (Fig.  1). 

The  narrow  channel  traveling  the  whole  length  of 
the  dilator  is  used  not  only  to  follow  a wire  guide 
through  the  stricture,  but  is  also  used,  when  needed, 
to  instill  radiopaque  material  whenever  dilatations 
are  done  under  fluoroscope  for  better  orientation  and 
evaluation. 

Technical  description 

Of  the  various  screw-thread  forms  that  have  been 
developed,  the  most  commonly  used  thread  is  that 
having  symmetrical  sides,  inclined  at  equal  angles 
with  a vertical  center  line  through  the  thread  apex. 
One  of  the  earliest  and  most  widely  used  forms  of  the 
symmetrical  thread  is  the  “sharp  V”;  a present-day 
example  of  this  is  the  standard  screw. 
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The  lead  of  the  screw  thread  is  the  amount  the 
screw  advances  in  one  axial  turn.  The  pitch  is  the 
distance  between  corresponding  points  on  two  ad- 
jacent threads  of  a screw  measured  along  the  axis. 
On  a single  thread,  the  lead  and  pitch  are  identical; 
on  a double  thread,  the  lead  is  twice  the  pitch;  on  a 
triple  thread  the  lead  is  three  times  the  pitch;  and  so 
forth. 

The  thread  being  used  on  the  screw-type  esopha- 
geal dilator  is  a double-threaded  adaptation  in  which 
the  sides  of  the  thread  are  formed  from  an  angle  of 
30  degrees  with  each  other.  The  top  of  the  thread  is 
truncated  and  slightly  rounded  at  the  top.  The  crest 
truncation  is  approximately  l/25th  of  the  depth  of 
the  thread.  The  depth  of  the  thread  is  approxi- 
mately 1 to  2 mm. 

Use 

The  size  of  the  dilator,  of  course,  is  determined  by 
a study  of  the  barium  esophagram  and  also  by  visual 
evaluation  through  the  esophagoscope.  With  a 
narrow  stricture,  one  may  proceed  as  follows: 

The  flexible  esophagoscope  is  passed  and  the 
narrow  lumen  is  visualized.  Through  the  biopsy 
channel,  the  Eder-Puestow  “flexible  finger”  wire 
guide  is  passed  through  the  stricture  under  direct 
vision  through  the  esophagoscope.  This  may  also  be 
done  with  television  fluoroscopy  as  a further  guide. 
After  having  well  advanced  the  guide  wire,  the 
esophagoscope  is  removed,  leaving  the  wire  in  place. 
The  wire  may,  of  course,  be  passed  directly,  without 
an  esophagoscope  and  with  or  without  fluoroscopy. 

Once  the  guide  wire  is  in  place,  the  screw  dilator 
is  threaded  onto  the  guide  wire  and  advanced  down 
the  esophagus.  Again,  this  may  be  done  if  desired 
under  television  fluoroscopy.  When  the  stricture  is 
engaged,  then  careful  clockwise  rotation  is  carried  out 
with  the  wire  still  in  place  or  by  withdrawing  the  wire 
once  the  stricture  is  properly  engaged.  Radiopaque 
material  may  then  be  injected  through  the  channel 
in  the  dilator  to  delineate  and  evaluate  the  lumen 
ahead  of  it. 

The  screw  segment  and  1 or  2 inches  above  it 
should  be  well  lubricated  with  lidocaine  (Xylocaine) 
jelly  or  ointment.  In  addition,  of  course,  the  force 
of  rotation  is  guided  by  the  feel  of  the  resistance  to 


rotation  while  relatively  little  force  is  applied  in  the 
long  axis  of  the  dilator.  Of  course,  the  degree  of 
discomfort  to  the  patient  is  also  taken  into  consid- 
eration, as  it  is  in  all  dilating  procedures. 

All  the  usual  standard  precautions  in  dilatation 
obviously  apply  to  the  use  of  the  screw-type  dilator, 
such  as  gradual  increase  in  size,  gentleness,  evalua- 
tion of  pain,  and  so  forth.  The  dilator  is  removed  by 
screwing  it  counterclockwise.  If  tumor  has  not  been 
conclusively  ruled  out,  when  the  dilator  is  removed, 
any  material  on  the  threads  is  washed  into  formalin 
and  sent  to  the  laboratory  for  examination  for 
tumor. 

After  the  stricture  has  been  dilated  to  a suitable 
size,  subsequent  sessions  may  be  carried  out  without 
the  guide  wire  if  this  is  thought  advisable,  that  is,  if 
one  is  certain  that  there  are  no  recesses  or  shelves 
next  to  the  stricture  that  might  lead  to  false  pas- 
sage. 

Comment 

As  of  this  date,  a total  of  21  patients  at  two  local 
hospitals  have  had  56  dilatation  procedures  using 
mostly  local  anesthesia.  The  strictures  have  been 
due  to  peptic  esophagitis,  inoperable  tumors  of  the 
esophagus,  and,  in  one  patient,  a cervical  stricture  of 
unknown  cause. 

There  have  been  no  complications  due  to  the  di- 
latations, and  we  believe  that  with  the  screw-type 
dilator  we  have  a more  effective  dilator  which,  at  the 
same  time,  appears  to  be  under  better  control.  A 
number  46  prototype  made  of  plastic  has  been  used 
to  date.  Smaller  sizes  are  to  be  made. 

Summary 

A prototype  of  a screw-type  esophageal  dilator  has 
been  developed,  and  a description  of  the  instrument 
and  a discussion  of  its  use  have  been  presented.  Its 
use  is  especially  indicated  in  the  narrow,  tight,  firm 
stricture  that  is  resistant  to  the  usual  esophageal 
dilators.  The  dilator,  it  is  emphasized,  should  be 
used  to  follow  the  flexible  wire  guide  as  a safety 
precaution  in  avoiding  possible  perforation. 

3 Parkside  Court 
Utica,  New  York  13501 


26  New  York  State  Journal  of  Medicine/January  1979 


One  hundred  and  eighteen  enlisted  Marine  Corps 
personnel  were  screened  for  asymptomatic  gonor- 
rhea. Urethral,  pharyngeal,  and  anal  cultures  were 
taken  on  each  man.  Eleven  men  had  a total  of  15 
positive  cultures.  Two  of  four  men  with  positive 
rectal  cultures  were  homosexuals  and  had  engaged 
in  anorectal  intercourse;  however,  two  other  hetero- 
sexual men  denied  anal  intercourse  but  did  admit  to 
rectal  sexual  play  with  female  partners.  The  find- 
ings reiterate  the  recommendations  that  patients 
suspected  of  gonorrhea  have  all  orifices  cultured. 
The  nature  of  anal-rectal  gonorrhea  in  the  hetero- 
sexual male  needs  further  investigation. 
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The  importance  of  asymptomatic  gonorrhea  in 
the  male  has  only  recently  been  appreciated,  al- 
though the  entity  in  the  female  has  been  well  known 
to  physicians  for  years.  The  rectal  swab  culture  in 
the  female  has  been  shown  to  be  of  significant  benefit 
in  the  identification  of  the  asymptomatic  female 
carrier.  In  the  male  homosexual  the  importance  of 
obtaining  pharyngeal  and  rectal  cultures  in  the  di- 
agnosis of  symptomatic  and  asymptomatic  gono- 
coccal infection  is  well  established,  although  not  in 
the  male  heterosexual.  This  study  deals  with  the 
presence  and  the  epidemiologic  implications  of 
asymptomatic  gonococcal  disease  among  a selected 
military  population. 

Study  group 

The  Marine  Corps  Base,  Quantico,  Virginia,  is 
south  of  Washington,  D.C.  The  base  dispensary  is 
the  major  outpatient  facility.  During  a three-month 
period  in  the  spring  of  1975,  enlisted  men  reporting 
to  the  dispensary  for  nongenitourinary  complaints 
were  interviewed  and  examined  for  evidence  of  ure- 
thritis, pharyngitis,  and  proctitis.  Anyone,  with  such 
evidence  by  history  or  physical  examination  were 
immediately  excluded  from  the  study.  Men  with  a 
history  of  nonspecific  or  gonococcal  urethritis  within 
the  previous  six  months  were  excluded  to  eliminate 
the  possibility  that  some  asymptomatic  men  had 
inadequately  treated  gonorrhea.  As  the  incubation 

* The  opinions  expressed  in  this  article  are  those  of  the  author 
and  do  not  represent  the  views  of  the  Department  of  the  Navy  or 
the  Naval  and  Marine  Services  at  large. 


period  of  gonococcal  urethritis,  while  variable,  is  most 
often  set  at  seven  days,  men  in  the  study  were  ob- 
served for  this  period  before  being  considered 
asymptomatic.  A total  of  118  enlisted  men  (ranks 
El  to  E6)  met  the  criteria  for  inclusion  in  the  study. 
Each  man  was  then  told  that  he  had  been  chosen  to 
participate  in  a study  of  asymptomatic  gonococcal 
infection  and  that  he  would  have  to  provide  a de- 
tailed sexual  history  and  multiple  cultures.  All 
agreed  to  participate  in  the  study  and  none  dropped 
out.  Fifty-four  percent  were  black,  and  forty-four 
percent  were  white;  the  remainder  were  Hispanic  and 
others.  Ages  of  the  men  ranged  from  18  to  37,  and 
the  median  age  was  22.  All  the  men  had  multiple 
sexual  partners  during  the  12  weeks  prior  to  the 
study,  with  most  admitting  to  three  or  four  contacts. 
Each  individual  in  the  study  group  submitted  a de- 
tailed questionnaire  regarding  the  number  and  va- 
riety of  sexual  partners,  the  occurrence  of  cunnilingus, 
fellatio,  homosexuality,  bisexuality,  and  anal  inter- 
course. 

Two  calcium  alginite-tipped  swabs  (Calgiswabs) 
were  passed  4 to  5 cm.  into  the  urethra.  The  first 
swab  was  used  to  prepare  a Gram  stain,  while  the 
second  was  used  to  inoculate  Thayer-Martin  medium 
which  was  immediately  placed  in  a candle  jar  and 
incubated  at  37°C.  for  48  hours.  Cultures  were  ex- 
amined at  the  end  of  this  period.  Similar  cultures 
were  taken  from  the  posterior  pharynx  and  anal 
crypts.  Urethral  smears  were  considered  positive  if 
either  intracellular  or  extracellular  gram-negative 
diplococci  with  typical  morphology  were  seen. 
Colonies  isolated  on  Thayer-Martin  medium  were 
confirmed  by  Gram  stain,  oxidase  tests,  and  sugar 
fermentation  studies.1 

All  patients  with  positive  cultures  were  treated 
with  4.8  million  units  of  procaine  penicillin  intra- 
muscularly, preceded  by  1 Gm.  orally  of  probenecid. 
In  all  the  11  treated  men,  Gram  stain  and  cultures 
one  and  three  weeks  after  treatment  showed  negative 
findings.  Patients  were  requested  not  to  engage  in 
sexual  activity  until  followup  culture  showed  no 
growth. 
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TABLE  I.  Findings  of  positive  cultures. 


Cases 

Urethral 

1 

Positive 

2 

Positive 

3* 

4 

Positive 

5 

Positive 

6* 

Positive 

7t 

Positive 

8 

Positive 

9 

Positive 

10 

Positive 

11** 

Positive 

* Rectal  positive, 
t Pharyngeal  positive. 

**  Rectal  and  pharyngeal  positive. 


Results 

Eleven  men  had  a total  of  15  positive  cultures 
(Table  I).  In  all  cases  a positive  urethral  smear  was 
confirmed  by  a positive  culture.  In  Case  7,  the  rectal 
swab  culture  was  overgrown  by  fecal  organisms,  and 
gonococcal  proctitis  could  not  be  confirmed.  In 
another  patient,  Case  3,  findings  on  rectal  and  ur- 
ethral swabs  were  positive,  and  in  two  others  all  three 
sites  were  positive  on  culture.  Cases  3 and  7 were 
homosexual  patients  and  had  engaged  in  fellatio  and 
anal  intercourse  with  one  another  as  well  as  with 
other  partners.  However,  there  was  no  contact  be- 
tween the  two  of  them  for  the  three  months  prior  to 
the  study.  Cases  6 and  11  were  heterosexual,  but 
they  had  engaged  in  a variety  of  sexual  play  which 
included  digital  penetration  of  the  rectum.  Anal 
intercourse  was  denied.  Case  11,  in  addition,  had 
performed  cunnilingus. 

Comments 

Asymptomatic  urethral  gonococcal  disease  is  well 
documented.2  " In  the  female,  approximately  40 
percent  with  positive  cervical  cultures  may  have  a 
positive  rectal  swab  culture.  In  up  to  20  percent  of 
women  diagnosed  as  having  gonorrhea,  the  rectum 
may  be  the  only  site  with  a positive  culture.  The 
mode  of  acquisition  of  anorectal  gonorrhea  in  females 
is  unclear,  but  the  majority  admit  to  rectal  inter- 
course per  se,  penetration,  or  manipulation.8  Rectal 
involvement  in  the  male  has  received  less  attention.9 
The  prevalence  of  anorectal  gonorrhea  among  ho- 
mosexual men  attending  venereal  disease  clinics  is 
28  to  55  percent,  while  among  homosexual  patients 
with  anorectal  gonorrhea,  greater  than  90  percent 
admit  to  rectal  intercourse.7  These  data  highlight 
the  importance  of  the  anorectum  in  the  homosexual 
male  as  a reservoir  of  gonococcal  disease.  The  usual 
dose  of  penicillin  adequate  for  uret  hral  gonorrhea  in 
the  male  and  anorectal  disease  in  the  female  may  not 


be  sufficient  for  the  male  patient  with  anorectal 
gonorrhea.  Failure  rates  of  7 to  35  percent  have  been 
recorded  in  male  patients  with  anorectal  gonorrhea 
treated  with  penicillin.9  The  followup  of  a male 
patient  with  urethral  and  anorectal  disease  should, 
therefore,  include  a rectal  swab  culture  in  addition 
to  a urethral  culture. 

In  our  study  two  of  four  men  with  positive  rectal 
cultures  were  admitted  homosexuals  and  had  en- 
gaged in  anorectal  intercourse.  However,  Cases  6 
and  11  were  heterosexual  patients  and  denied  anal 
intercourse,  hut  did  admit  to  manual  rectal  sexual 
play.  Both  cases  of  positive  pharyngeal  cultures 
were  in  men  who  engaged  in  either  homosexual  or 
heterosexual  oral  genital  sexual  play. 

Although  our  numbers  are  small  and  our  popula- 
tion is  biased,  the  rate  of  gonococcal  isolation  from 
extraurethral  sites  is  disturbing.  Of  particular  note 
is  that  in  one  patient  the  rectal  swab  was  the  only 
positive  isolation.  Pariser7  has  stated  that  direct 
genital  implantation  is  responsible  for  rectal  gonor- 
rhea; in  the  female  through  heterosexual  activity  and 
in  the  male  through  homosexual  activity.  It  seems 
that  manual  and  oral  sex  play  were  responsible  for 
this  implantation  in  at  least  two  of  our  patients.  In 
view  of  changing  sexual  practices,  further  studies  are 
needed  to  determine  the  significance  of  extragenital 
asymptomatic  reservoirs  in  the  heterosexual  male. 
Rectal  and  oral  swabs,  in  addition  to  urethral  cultures 
in  homosexual  male  patients,  should  be  routinely 
obtained.  In  addition,  we  feel  that  contacts  of  both 
sexes  who  admit  to  rectal  and  oral  sexual  play  deserve 
the  same  diagnostic  measures. 
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Though  histochemical  and  morphologic  studies  of 
cardiac  myxomas  are  reported , this  is  the  first 
chemical  characterization  of  the  ground  substance 
from  two  such  tumors.  The  myxomas  were  digested 
with  papain,  and  glycosaminoglycans  and  glyco- 
peptides  were  separated  by  cetylpyridinium  chloride 
precipitation  as  well  as  polymer  gel  (Sephadex  G-50) 
column  chromatography.  Both  myxomas  contained 
approximately  3 mg.  of  hexosamine-containing 
macromolecules  per  WO  mg.  dry  fat-free  tissue,  out 
of  which  about  66  percent  was  glycosaminoglycans. 
Chondroitin  4 and/or  6 sulfates  were  predominant, 
constituting  over  75  percent  of  the  total  glycosami- 
noglycans. Hyaluronic  acid  constituted  16  percent. 
Dermatan  sulfate  was  absent.  The  high  content  of 
chondroitin  4 and/or  6 sulfates  and  complete  absence 
of  dermatan  sulfate  suggest  that  cardiac  myxomas 
are  neoplastic  in  nature. 
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Cardiac  myxoma  is  an  uncommon  lesion,  and  dif- 
ferences of  opinion  exist  as  to  its  nature  and  origin. 
It  has  been  considered  to  be  either  an  atypical  orga- 
nizing thrombus  or  a neoplasm  of  mesenchymal  tis- 
sue. The  clincal  features  of  the  cardiac  myxoma  vary 
considerably:  some  are  asymptomatic,  others  have 
produced  valvular  obstruction,  and  some  have  sim- 
ulated endocarditis.  Cardiac  myxomas  can  now  he 
diagnosed  clinically  and  surgically  removed  with  full 
recovery.  Previous  studies  have  stressed  the  histo- 
chemical,1-3 and  morphologic,1’4-7  aspects  of  the 
cardiac  myxomas.  However,  these  studies  have  not 
been  conclusive  in  settling  the  controversy  regarding 
its  nature  and  origin. 

We  present  a biochemical  study  of  two  cases  of 
cardiac  myxoma  and,  to  our  knowledge,  this  is  the 
first  such  chemical  characterization  of  the  human 
cardiac  myxoma.  We  have  determined  the  ground 
substance,  especially  GAG  (glycosaminoglycans), 
also  known  as  mucopolysaccharides,  from  this  tumor, 
and  our  studies  revealed  a complete  absence  of  der- 
matan sulfate  and  a high  proportion  of  chondroitin 
4 and/or  6 sulfates  suggesting  that  the  cardiac  myx- 
omas are  neoplastic  in  nature. 

Materials  and  methods 

The  cardiac  myxomas  were  clinically  diagnosed 
and  confirmed  by  angiocardiography  and  echocar- 
diography in  the  two  cases  to  be  described.  The 
myxomas  were  surgically  removed,  and  sections 
taken  for  gross  morphology  and  histology.  The  re- 
mainder of  the  two  myxomas  were  kept  frozen  until 
used  for  biochemical  analyses. 

* Supported  in  part  by  a grant  from  the  National  Institutes  of 
Health. 


Myxoma  1.  The  specimen,  diagnosed  as  myxoma  of  the 
left  atrium,  was  removed  from  a 48-year-old  male  patient. 
It  was  rather  large  (7  by  4.5  by  4 cm.),  egg-shaped,  and 
somewhat  depressible.  Focal  areas  of  hemorrhage  were 
noted  on  the  outer  surface.  Sectioning  produced  a glis- 
tening surface  covered  by  a thin,  gelatinous,  sticky  sub- 
stance having  an  irregularly  trabeculated  pattern.  The 
color  varied  from  grayish-white  to  yellow. 

Light  microscopic  examination  revealed  a surface  which 
was  lined  with  flat-to-low  cuboidal  cells.  The  bulk  of  the 
tumor  was  composed  of  a ground  substance.  The  stroma 
contained  many  vascular  buds  lined  by  prominent  endo- 
thelial-like cells.  Occasionally  these  vascular  buds  were 
formed  into  large  syncytial  masses.  A pale  halo  of  ground 
substance  surrounded  the  more  cellular  area.  Hemosid- 
erin deposits,  occasional  lymphocytes,  spindle-like  fibrous 
cellular  structures,  and  many  immature  mesenchymal  cells 
were  also  found  throughout  the  gelatinous  background. 

Myxoma  2.  Another  specimen  was  also  diagnosed  as  left 
atrial  myxoma  and  was  excised  from  a 30-year-old  female. 
The  smooth-surfaced,  soft  mass  measured  4.5  by  3.5  cm. 
and  appeared  to  be  pale  yellow  to  red  and  well  encapsu- 
lated by  fibroconnective  tissue.  Two  areas  of  focal  hem- 
orrhage were  noted.  Sectioning  displayed  pale  amber  to 
red  homogeneous  soft  jelly-like  material  with  three  areas 
of  focal  hemorrhage. 

Microscopic  examination  showed  large  stellate  or  spin- 
dle-shaped cells,  most  probably  fibroblasts,  with  anasto- 
mosing processes  separated  by  much  basophilic  amorphous 
ground  substance.  The  small  blood  vesicles  occasionally 
encountered  showed  focal  hemorrhaging. 

Biochemical  analysis.  Both  myxomas  were 
subjected  to  freeze -drying  and  aliquots,  of  the  ly- 
ophilized  materials  were  used  for  characterization  of 
GAG  as  will  be  described. 

Hexosamine-containing  macromolecules.  The 
two  most  important  hexosamine-containing  macro- 
molecules are  GP  (glycoprotein)  and  GAG.  These 
were  isolated  from  the  myxomas  as  will  be  de- 
scribed. 

Papain  digestion.  The  lyophilized  myxomas 
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F raction 

FIGURE  1.  Profile  obtained  for  papain-digested  myxoma  1 from  polymer  gel  (Sephadex  G-50)  column.  Samples  were  applied 
to  column  (2.5  by  35  cm.),  previously  equilibrated  with  0.05  M.  ammonium  acetate,  and  eluted  with  same  buffer  collecting 
2 ml.  every  18  minutes.  Hexosamine  determined  on  0.4  ml.  aliquots  from  each  tube.  Similar  profile  obtained  from  myxoma 


2. 

were  dried  and  defatted,  and  50  mg.  duplicates  of 
each  were  mixed  with  2 ml.  of  0.1  M.  sodium  acetate 
buffer  (pH  5.6)  containing  5 mM.  cysteine  hydrox- 
chloride,  5 mM.  ethylenediaminetetracetic  acid,  and 
papain  (4  mg.  per  100  mg.  dry  weight).  The  samples 
were  incubated  at  60°  C.  for  24  hours  as  has  been 
described  in  detail.8  Since  the  myxomas  were  not 
completely  solubilized,  papain  digestion  was  re- 
peated on  the  insoluble  portions.  The  total  digested 
myxomas  were  then  dialyzed  against  distilled  water 
at  4°  C.  Aliquots  were  taken  to  assay  for  hexosa- 
mine, and  the  remainder  was  lyophilized  in  prepa- 
ration for  the  following  procedures. 

Separation  of  GAG  and  GP.  Separation  of  the 
hexosamine  macromolecules  was  accomplished  using 
two  methods.  The  papain-digested  samples  were 
brought  to  0.04  M.  sodium  chloride  together  with  3 
mg.  CPC  (cetylpyridinium  chloride)  per  milligram 
GAG.  After  incubation  for  1 hour  at  37°  C.,  the 
samples  were  centrifuged  at  2,000  rpm  for  30  min- 
utes to  separate  the  CPC-soluble  (GP)  and  insoluble 
(GAG)  fractions.  Hexosamine  content  was  deter- 
mined in  the  GP  fraction.  Another  method  used  to 
separate  GAG  and  GP  was  by  polymer  gel  (Sephadex 
G-50)  column  chromatography.  Portions  of  the  ly- 
ophilized, papain-digested  myxomas  were  dissolved 
in  1 ml.  of  0.05  M.  ammonium  acetate,  and  each  was 
applied  to  a column  (2.5  by  35  cm.)  of  polymer  gel 
previously  equilibrated  with  t he  same  buffer,  as  de- 
scribed by  Hates,  Hevene,  and  Kodicek.9  Elution  of 
the  column  proceeded  with  this  buffer,  and  2-ml. 
fractions  were  collected  every  18  minutes.  Aliquots 
were  withdrawn  from  each  tube  to  determine  hex- 
osamine content.  A typical  profile  for  the  separat  ion 


is  shown  in  Figure  1.  Essentially,  two  peaks  were 
obtained,  and  the  first  peak,  tubes  28  through  38,  was 
collected,  dialyzed,  and  lyophilized.  This  peak  was 
identified  as  GAG  because  of  its  elution  position  and 
was  used  for  fractionation  of  GAG  and  for  further 
characterization  using  cellulose  acetate  electropho- 
resis. 

Glycosaminoglycans.  The  Peak  I from  the 
polymer  gel  column  was  used  to  fractionate  GAG  by 
cellulose  (Whatman  cellulose)  column  chromatog- 
raphy (1  by  10  cm.).10  The  columns  were  eluted  se- 
quentially with  1 percent  CPC,  0.04  M.  sodium 
chloride,  0.4  M sodium  chloride,  1.2  M.  sodium 
chloride,  and  2.1  M.  sodium  chloride.  All  salt  solu- 
tions, except  for  2.1  M.  sodium  chloride,  contained 
0.1  percent  CPC.  Uronic  acid  content  was  deter- 
mined in  each  fraction. 

A portion  of  the  GAG  from  Peak  I was  also 
subjected  to  electrophorectic  separation  on  cellulose 
acetate  strips.  Electrophoresis  was  performed  in 
copper  acetate  buffer  (equal  parts  of  0.1  M.  copper 
acetate  and  0.1  M.  calcium  acetate)  at  pH  3.6  for 
about  four  hours  at  2 ma.  per  strip.11  Samples  were 
applied  along  with  standard  GAGs  and  revealed  by 
staining  with  alcian  blue. 

Glycopeptides.  The  marker  GP  sugars,  sialic 
acid  and  fucose,  were  analyzed  on  the  CPC-soluble 
fraction. 

Analytical  methods.  Hexosamine  was  deter- 
mined by  a modification  of  the  Elson-Morgan  reac- 
tion after  hydrolysis  of  the  sample  in  2 N hydro- 
chloride acid  at  100°  C.  for  16  hours.12  Sialic  acid 
analysis  was  performed  by  the  thiobarbituric  acid 
method  according  to  Warren18  after  hydrolysis  in 
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TABLE  I.  Distribution  of  hexosamine  in  cardiac 
myxomas* 


/•Dry  Fat- 

Free  Tissue^ 

, — Percent  — s 

(mg./lOO  ml.) 

Distribution 

Total 

Hexosamine 

of  Hexosamine 

Hexosa- 

in  Clyco- 

Glyco-  Glycosamino- 

Myxoma  mine 

proteins 

proteins  glycans 

1 3.05 

1.01 

33  67 

2 2.57 

0.87 

34  66 

* Total  hexosamine  was  determined  on  papain  digested  myxomas. 
Hexosamine  in  the  (IP  was  assayed  after  removal  of  GAG  by  CPC  precipi- 
tation. Hexosamine  in  GAG  was  calculated  by  subtraction  of  the  GP 
hexosamine  value  from  the  total  hexosamine.  Bach  value  represents  an 
average  of  two  analyses. 

0.05  M.  sulfuric  acid  at  80°  C.  for  one  hour.  Fucose 
was  measured  by  the  cysteine-sulfuric  acid  method 
of  Dische  and  Shettles.14  Uronic  acid  was  measured 
by  the  method  of  Bitter  and  Muir.1 1 

Results 

The  total  hexosamine  content,  as  well  as  its  dis- 
tribution between  the  two  major  hexosamine-con- 
taining  macromolecules,  GAG  and  GP,  separated  by 
CPC  precipitation  is  shown  in  Table  I.  The  total 
hexosamine  content  is  about  3 mg.  per  100  mg.  dry 
tissue  weight;  out  of  this,  about  66  percent  is  present 
as  GAG.  The  values  are  quite  similar  in  the  two 
myxomas. 

Figure  1 shows  two  distinct  hexosamine-containing 
peaks  obtained  from  the  polymer  gel  column.  The 
first,  Peak  I,  was  relatively  sharp,  while  the  second 
was  broad.  Peak  1 was  identified  as  GAG  on  the 
basis  of  its  elution  position8  and  determined  to  be 
relatively  pure  since  no  GP  or  other  intereferences 
were  found  in  the  0.04  M.  sodium  chloride  fraction 
on  cellulose  column  chromatography  (Table  II). 

Table  II  shows  the  results  of  the  fractionation  of 
Peak  I GAG  from  the  two  myxomas  on  cellulose 
columns.  The  distribution  patterns  and  recoveries 
(90  percent)  of  GAG  were  similar  in  the  two  myxo- 
mas. An  average  of  16  percent  of  the  GAG  (hyalu- 
ronic acid)  was  eluted  with  0.4  M.  sodium  chloride. 
Over  75  percent  was  eluted  in  1.2  M.  sodium  chloride, 
the  fraction  containing  chondroitin  sulfates.  A small 
amount  of  GAG  was  also  eluted  with  2.1  M.  sodium 
chloride  in  myxoma  1;  however,  no  attempts  were 
made  to  characterize  this  meager  fraction. 


Electrophoresis  of  GAG  from  both  myxomas 
confirmed  the  presence  of  chondroitin  4 and/or  6 
sulfates  and  hyaluronic  acid.  Figure  2 is  a repre- 
sentation, illustrating  a wide,  heavily  stained  band, 
corresponding  to  chondroitin  4 and/or  6 sulfates  and 
a more  narrow  band  corresponding  to  hyaluronic 
acid.  Dermatan  sulfate  was  not  detected  in  either 
myxoma. 

Table  III  shows  the  concentrations  of  fucose  and 
sialic  acid  in  the  two  myxomas.  Fucose  and  sialic 
acid  are  marker  sugars,  present  in  most  GP.  Al- 
though the  concentrations  of  these  sugars  were  higher 
in  myxoma  1,  the  ratio  of  fucose  to  sialic  acid  is  the 
same  in  the  two  myxomas. 


Comment 

This  investigation  has  established  that  the  human 
cardiac  myxoma  is  a rich  source  of  hexosamine- 
containing  macromolecules,  especially  GAG.  The 
absence  of  dermatan  sulfate  is  significant  since  it  is 
a component  of  specialized  connective  tissues  such 
as  blood  vessels  and  skin.16  In  addition,  the  myxo- 
mas had  a high  content  of  chondroitin  4 and/or  6 
sulfates,  over  75  percent  of  the  total  GAG.  A high 
percentage  of  chondroitin  4 and/or  6 sulfates  may 
represent  changes  of  a nonspecific  nature  brought 
about  by  a variety  of  adverse  conditions  such  as  in- 
jury and  proliferative  neoplastic  processes.  There- 
fore, these  findings  support  the  theory  that  the  car- 
diac myxoma  is  a neoplasm.  We  had  previously 
observed  an  increase  in  chondroitin  4 and/or  6 sul- 
fates in  the  aorta  of  rats  on  administration  of  peni- 
cillamine.1, Similar  increases  were  found  in  the 
lathyritic  aorta  by  Alper,  Prior,  and  Ruegamer.18 

This  study  has  also  found  GP  to  be  present  in  the 
cardiac  myxoma.  The  ratio  of  fucose  to  sialic  acid 
was  the  same  in  the  two  myxomas,  suggesting  a 
similar  GP  composition. 

Besides  the  studies  of  ground  substance,  current 
work  in  our  laboratory  focuses  on  isolation  and  de- 
termination of  the  types  of  collagen  present  in  these 
myxomas.  Determination  of  collagen  type  in  such 
studies  will  help  to  establish  the  origin  of  collagen  in 
neoplastic  and  other  diseases. 

University  of  Pennsylvania 
School  of  Medicine 


TABLE  II.  Fractionation  of  glycosaminoglycans  in  cardiac  myxomas* 


Myxoma  1 s 



Myxoma  2 N 

Fraction 

Uronic  Acid 

Uronic  Acid 

(M.  Sodium 

Micro- 

Micro- 

Chloride) 

grams 

Percent 

grams 

Percent 

Fraction 

0.04 

0 

(0) 

0 

(0) 

Glycoprotein 

0.4 

37 

(17) 

20 

(15) 

Hyaluronic  acid 

1.2 

164+ 

(76)t 

113+ 

(85)+ 

Chondroitin  sulfates  and  heparin  sulfate 

2.1 

15 

(7) 

0 

(0) 

Heparin 

" The  separated  GAG  were  fractionated  on  cellulose  columns  by  sequential  extraction  with  sodium  chloride  of  increasing  molarity.  Recoveries  in  the 
two  myxomas  were  close  to  90  percent. 

’ Electrophoresis  showed  only  the  presence  of  chondroitin  4 and/or  6 sulfates. 
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Standards 


Myxoma 


HA 


DS 


TABLE  ill.  Concentrations  of  glycoprotein  sugars  in 
cardiac  myxomas* 


Ch  4-6- 
Sulfate 


FIGURE  2.  Representation  of  electrophorectic  separation 
of  GAG  from  Peak  I.  Both  standard  GAG  and  myxoma 
samples  applied  to  cellulose  acetate  strips  and  electropho- 
resed  in  copper  acetate  buffer  at  pH  3.6  for  about  four  hours 
at  2 ma.  per  strip. 
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Major  advances  in  anesthesia  and  in  under- 
standing of  the  special  physiologic  factors  of  infants 
and  young  children  along  with  improved  surgical 
techniques  have  combined  to  lower  the  mortality 
rates  of  surgical  treatment  of  congenital  anomalies, 
malignant  tumors,  infections,  and  trauma  in  this  age 
group.  Basic  to  this  achievement  is  the  rational  and 
effective  management  of  a child’s  fluid  and  electro- 
lyte maintenance,  and  replacement  on  a strictly 
parenteral  intake.  The  mortality  rate  associated 
with  appendicitis  in  England  was  reviewed  recently, 
and  it  was  found  that  approximately  33  percent  of  the 
children  who  died  had  received  inappropriate  in- 
travenous fluid  therapy.1 

The  purpose  of  this  article  is  to  review  the  cur- 
rently available  methods  for  guiding  intravenous 
fluid  and  electrolyte  therapy  in  pediatric  patients. 
Several  formulas  are  available  for  determining  a 
patient’s  maintenance  requirements  based  on  either 
body  weight,  surface  area,  and/or  caloric  require- 
ments. Swenson  and  Egan'2  have  studied  require- 
ments in  the  neonate  by  determining  the  amount  of 
intravenous  fluids  necessary  to  keep  the  patient  at 
a constant  weight.  They  found  that  in  the  neonate 
765  ml.  per  square  meter  every  24  hours  with  a 
standard  deviation  of  plus  or  minus  154  ml.  was  re- 
quired for  the  maintenance  of  body  weight.  This 
amount  is  less  than  the  standard  1,200  ml.  per  square 
meter  every  24  hours,  and  it  is  well  to  keep  in  mind 
that  this  study  was  based  on  the  neonate  whose  fluid 
requirements  are  limited  in  this  period.3  The 
amount  of  fluid  needed  for  maintenance  is  the 
quantity  required  to  replace  the  insensible  loss 
through  the  skin,  lungs,  stool,  and  obligatory  urine 
volume.  The  amount  of  carbohydrate  necessary  to 
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prevent  ketosis  and  prevent  protein  sparing  has  been 
determined  at  20  to  25  Cal.  per  100  Cal.  glucose  ex- 
pended, and  can  be  readily  met  by  a solution  con- 
taining at  least  5 percent  glucose.4 

Holliday  and  Segar3  devised  a simple,  easy-to- 
remember  method  of  calculating  water  needs  based 
on  caloric  energy  needs;  the  water  requirement  is  100 
ml.  per  100  Ca.  For  infants  weighing  between  1 to 
10  Kg.,  the  water  requirement  should  be  between  100 
to  1,000  ml.  This  method  is  simple  and  easy  to  re- 
member. It  has  been  computed  by  Holliday  and 
Segar3  that: 

Insensible  loss  = approximately  50  ml.  per  100  Cal. 
every  24  hours. 

Urinary  loss  = 65  ml.  per  100  Cal.  every  24  hours. 

Total  = 115  ml.  per  100  Cal.  every  24  hours. 

Water  of  oxidation  = 15  ml.  per  100  Cal.  every  24 
hours. 

Requirement  = 100  ml.  per  100  Cal.  every  24  hours. 

Bush5  states  that  energy  needs  are  related  to 
body  weight  by  assuming  that  in  the  0 to  10  Kg.  in- 
fant, 100  Cal.  per  kilogram  every  24  hours  are  re- 
quired. In  the  11  to  20  Kg.  child,  this  decreased  to 
50  and  further  decreases  to  20  Cal.  per  kilogram  every 
24  hours  in  children  over  20  Kg.  The  electrolyte 
requirement  based  on  body  weight  has  been  calcu- 
lated according  to  metabolic  needs  and  is  sodium  3 
and  potassium  2 mEq.  per  100  Cal.  every  24  hours, 
as  per  Figure  1. 

Example  I 

8 kg  infant  Requirement 

100  ml  x (8)  = 800  calories  100  ml/100  cal  800  ml 

Na  3 mEq/100  cal  24  mEq 

K 2 mEq/100  cal  = 16  mEq 

Example  II 

15  kg  child 

10  kg  = 1000  calories  + 5 K x 50  ca 1/kg  = 250  cal  = 1250  1250  ml 

cal 

Na  3 mEq/100  cal  = 3 x 12.5  37.5  mEq 

K 2 mEq/100  cal  - 2 x 12.5  25  mEq 


34  New  York  State  Journal  of  Medicine/January  1979 


Exanple  III 
22  kg  child 

10  kg  - 1000  cal  + 11  - 20  kg  - 10  x 50  cal  - 500  cal  ♦ 2 kg 

x 20  cal  - 40  cal 

1000  cal 
500  cal 
40  cal 

1540  calories  ■ 1540  ml 

Na  3 mEq/100  cal  3 x 15.4  * 46.2  mBq 

K 2 mBq/100  cal  2 x 15.4  - 30.8  mEq 

Maintenance  fluid  needs  may  also  be  calculated 
on  the  basis  of  body  surface  area.  Gellis  and  Kagan6 
advocate  that  the  quantities  of  fluid  and  electrolytes 
must  be  related  to  body  surface  area.  The  surface 
area  may  be  obtained  easily  from  nomograms,  but, 
except  for  small  neonates,  close  approximation  may 
be  obtained  by  the  “average  surface  area.”  The  two 
parameters  used  are  those  for  insensible  loss,  which 
has  been  estimated  at  500  ml.  per  square  meter  and 
those  for  urine  output.  These  have  been  calculated 
for  the  average  amount  of  solute  that  needs  to  be 
cleared.  The  amount  of  water  necessary  for  this  is 
550  to  800  ml.  per  square  meter  every  24  hours,  and 
thus  the  total  amount  of  fluid  requirement  for 
maintenance  is  500  ml.  plus  550  to  800  ml.  per  square 
meter  or  1,050  to  1,300  ml.  per  square  meter  every  24 
hours.  The  determination  of  the  average  expected 
urine  output  in  this  age  group  is  a calculated  figure 
derived  at  by  determining  the  solute  load  delivered 
to  the  kidneys  and  then  estimating  how  much  water 
is  needed  to  clear  this  solute.  Lowe’s4  study  showed 
that  the  total  renal  solute  load  for  24  hours  has  been 
estimated  and  the  amount  of  water  to  clear  this  has 
been  calculated  at  600  to  700  ml.  per  square  meter. 

The  surface  proponents,  that  is,  for  a 10-Kg.  infant 
weight,  is  roughly  0.5  M.2,  the  surface  area  of  a 30-Kg. 
child  is  1 M.2,  and  that  of  a 70-Kg.  man  is  1.7  M.2. 
The  normal  maintenance  per  square  meter  is  ap- 
proximately 1,500  ml.  every  24  hours,  and  the  elec- 
trolyte requirements  according  to  this  theory  are  30 
to  50  mEq.  of  sodium  per  square  meter  every  24 
hours,  30  to  40  mEq.  of  potassium  every  24  hours,  and 
approximately  40  mEq.  of  chloride  per  square 
meter  every  24  hours.  During  the  first  week  of  life, 
the  maintenance  requirements  are  about  40  percent 
of  those  given  here.  This  formula  of  calculating 
maintenance  parenteral  therapy  has  been  criticized 
on  the  principle  of  lack  of  validity  of  estimation,  in- 
accurate correlation  with  physiologic  activity,  and  the 
inability  to  verify  a good  relationship  with  metabo- 
lism. It  must  be  realized,  however,  that  these  are 
based  on  average  maintenance  needs;  if  necessary, 
changes  in  treatment  based  on  the  clinical  picture 
may  be  necessary  for  correct  management  of  paren- 
teral therapy. 

Replacement  fluid  needs 

Factors  that  increase  fluid  needs  of  patients  above 


that  needed  for  maintenance  include  nasogastric 
suction,  increased  body  temperature,  fistulas,  res- 
piratory hyperventilation,  diarrhea,  and  vomiting. 
Dehydration  can  vary  from  mild  to  severe,  and  clin- 
ical examination  is  most  helpful  in  establishing  the 
diagnosis.  Useful  objective  evidence  includes: 
weight  loss,  and  changes  in  blood  pressure,  pulse  rate, 
clinical  volume  of  peripheral  pulse,  urine  output, 
specific  gravity,  skin  turgidity,  serum  electrolytes, 
and  blood  urea  nitrogen  levels  provide  useful  indexes 
for  monitoring  dehydration.  Hematocrit  may  not 
be  accurate  in  the  infant  or  the  young  child  because 
a large  variation  in  hemoglobin  occurs  in  these  pa- 
tients. Correlation  of  dehydration  can  be  made  by 
assessing  the  reduction  in  weight  resulting  from  fluid 
loss  as  follows:  mild  dehydration  represents  a 5 

percent  weight  loss,  moderate  a 7.5  percent  weight 
loss,  and  severe  a 10  to  15  percent  weight  loss.  The 
volume  of  fluid  needed  to  correct  dehydration  can  be 
estimated  by  using  50  ml.  per  kilogram  for  mild  de- 
hydration, 75  ml.  per  kilogram  for  moderate,  and  100 
ml.  per  kilogram  for  severe.  This  is,  of  course,  in 
addition  to  providing  the  usual  calculated  mainte- 
nance fluid  needs.  It  is  important  that  on  replace- 
ment, complications  such  as  pulmonary  edema, 
congestive  heart  failure,  and  water  intoxication  are 
to  be  avoided.  As  a rule,  one  half  of  the  estimated 
fluid  loss  is  given  in  the  First  18  to  24  hours.  The  type 
of  fluid  to  be  given  is  variable  and  dependent  on  the 
cause  of  dehydration.  Gastric  losses  should  be  re- 
placed milliliter  for  milliliter  with  fluid  composition 
of  approximately  140  mEq.  per  liter  of  sodium,  15 
mEq.  per  liter  of  potassium,  and  155  mEq.  per  liter 
of  chloride.  The  electrolyte  composition  of  gastric 
loss  can  be  measured  directly  by  submitting  a spec- 
imen for  electrolyte  measurement  Dehydration 
secondary  to  diarrhea  is  more  difficult  to  replace 
since  its  volume  is  not  directly  measurable,  but  es- 
timates according  to  weight  loss  must  be  used.  The 
electrolyte  composition  is  variable,  but  is  usually 
hypotonic  with  a 40  mEq.  per  liter  of  sodium  and 
potassium,  chloride,  and  bicarbonate,  and  parenteral 
solutions  and  replacements  must  be  made  up  ac- 
cordingly. 

Fever  also  increases  the  amount  of  w'ater  replace- 
ment and  can  be  compensated  for  by  using  10  ml.  per 
100  Cal.  per  degree  Celsius  rise  with  an  additional  1 
mEq.  of  sodium  and  chloride  per  100  Cal.  expendi- 
ture. These  are  only  the  averages,  and  stress  must 
be  placed  on  repeat  examination  to  guide  one  in 
treatment  of  the  pediatric  patient  with  parenteral 
fluid  needs. 


Summary 

An  outline  has  been  presented  for  maintenance 
fluid  and  electrolyte  replacement  therapy  in  infants 
and  young  children  undergoing  surgical  treatment 
of  congenital  anomalies  malignant  tumors,  infec- 
tions, and  trauma. 
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Adherence  to  the  principles  offered  herein  should 
serve  to  decrease  morbidity  and  mortality  rates. 

659  Yonkers  Avenue 
Yonkers,  New  York  10704 
(DR.  ROSARIO  P.  DRAGO) 
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cretion adequately  in  response  to  stress. 

When  the  8:00  A.M.  cortisol  is  greater  than  10  micro- 
grams per  100  ml.,  the  physician  may  conclude  that 
baseline  pituitary-adrenal  function  is  adequate  and  stop 
morning  hydrocortisone,  but  continue  supplementation 
for  stress. 


ative  water  requirements  in  infants,  J.  Pediat.  Surg.  4:  133 
(1969). 

3.  Holliday,  M.  A.,  and  Segar,  W.  E.:  The  maintenance  need 
for  water  in  parenteral  fluid  therapy,  Pediatrics  19:  823  (1957). 

4.  Lowe,  C.  U.:  Preoperative  and  postoperative  care  of  infants 
and  children,  in  Ariel,  I.  M.:  Cancer  and  Allied  Disease  of  Infancy 
and  Childhood,  Boston,  Massachusetts,  Little,  Brown  and  Com- 
pany, 1960,  p.  29. 

5.  Bush,  G.  H.:  Intravenous  fluid  therapy  in  paediatrics,  Ann. 
Roy.  Coll.  Surgeons  England  48:  40  (1971). 

6.  Gellis,  S.  S.,  and  Kagan,  B.  M.:  in  Feinberg,  L.,  Ed.: 

Current  Pediatric  Therapy,  Philadelphia,  Pennsylvania,  W.  B. 
Saunders  Company,  1976,  p.  752. 


— Fiberoptic  bronchoscopic  examination  may  produce 
hypoxia  and  precipitate  cardiac  arrest.  Therefore, 
analysis  of  blood  gas  levels  should  certainly  be  performed 
prior  to  bronchoscopic  examination  in  all  patients  where 
hypoxia  is  suspected.  If  the  oxygen  pressure  is  less  than 
70  mm.Hg,  supplemental  oxygen  should  be  administered 
(Albertini,  R.  E.,  et  al.:  Arterial  hypoxemia  induced  by 
fiberoptic  bronchoscopy,  J.A.M.A.  230:  1666  (1974)). 

—There  is  no  correlation  between  iodism  and  reactions  to 
intravenous  pyelogram  contrast  media.  Since  allergic 
reactions  to  intravenous  pyelogram  dye  are  not  mediated 
by  antibodies,  a history  of  allergic  disease  is  not  a con- 
traindication. 

— Nasal  polyps  are  seen  with  increasing  frequency  in  pa- 
tients with  aspirin-induced  asthma  and  children  with 
cystic  fibrosis.  While  nasal  polyps  are  often  found  in 
patients  with  allergic  rhinitis,  more  than  50  percent  of 
all  patients  with  nasal  polyps  do  not  have  allergic  rhi- 
nitis. 

— Twenty-five  percent  of  the  patients  with  aspirin-induced 
asthma  are  also  allergic  to  tartrazine,  a yellow  dye  found 
in  many  colored  foods  and  medicines.  The  incidence 
of  other  allergic  disease  is  low  in  these  patients.  The 
appearance  of  nasal  polyps  usually  precedes  the  devel- 
opment of  ast  hma.  Sodium  salicylate  is  well  tolerated 
by  these  patients. 

— Asthma  develops  in  approximately  7 percent  of  patients 
with  hay  fever. 


NATHANIEL  SHAFER,  M.D. 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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TABLE  I.  Rubella 


Rubella  and  Measles 

Imhiunity  among  inner  city 
adolescents 

LESLIE  R.  JAFFE,  M.D.a 

New  York  City 

JOAN  E.  MORGENTHAU,  M.D.b 

New  York  City 

From  the  Mount  Sinai  School  of  Medicine  of  the  City  University 
of  New  York 

alnstructor  in  Adolescent  Medicine  of  the  Department  of 
Pediatrics. 

bProfessor  of  Clinical  Pediatrics. 


Recently  there  have  been  reports  of  outbreaks  of 
measles  and  rubella  among  teenagers.1-2  Some  au- 
thors have  stressed  the  necessity  of  monitoring  se- 
lected populations  for  immunity  status.3  There  are 
few  serosurveys  of  inner  city  adolescents  in  the  lit- 
erature, and  the  United  States  Immunization  Sur- 
vey4 only  includes  children  to  age  13. 

The  Adolescent  Health  Center  offers  compre- 
hensive primary  health  care  to  teenagers.  More  than 
90  percent  of  its  patients  are  inner  city  youth  for 
whom  the  emergency  room  and  child  health  station 
have  been  the  principal  sources  of  health  care.  Their 
mean  age  of  15  puts  them  in  an  age  group  which 
makes  it  unlikely  that  measles  (1963)  or  rubella 
(1969)  vaccine  was  included  in  their  primary  course 
of  immunizations  during  infancy.  Their  high  degree 
of  geographic  mobility,  incomplete  school  health 
records,  and  lack  of  emphasis  on  preventive  health 
measures  all  work  against  the  likelihood  of  their 
being  able  to  present  an  accurate  immunization 
record  at  the  time  of  their  visit  to  the  Adolescent 
Health  Center.  In  addition,  the  fact  that  a signifi- 
cant number  of  these  patients  seek  medical  care, 
particularly  for  sex-related  needs,  without  parental 
knowledge  or  consent,  makes  the  acquisition  of  im- 
munization records  even  more  difficult.  It  therefore 
seemed  important  to  us  to  attempt  to  correlate  the 
patients’  histories  for  disease  or  vaccination  with  the 
actual  immune  status. 

Methods 

For  the  duration  of  the  study  all  new  patients  to 
the  clinic  were  asked,  as  part  of  their  histories, 


Patients 

/ Titer v. 

Positive  Negative 

Percent 

Susceptible 

Total 

35 

28 

7 

20.0 

Female 

21 

16  5 

23.8 

Male 

14 

12  2 

14.2 

Immune  by  history 

2 

1 

1 

Susceptible  by  history  33 

27 

6 

TABLE  II.  Measles 

r Titer 

\ 

Percent 

Patients 

Positive  Negative 

Susceptible 

Total 

35 

33 

2 

5.7 

Female 

21 

20  1 

4.7 

Male 

14 

13  1 

7.1 

Immune  by  history 

18 

17 

1 

Susceptible  by  history  17 

16 

1 

whether  or  not  they  had  ever  had  measles  or  rubella 
or  been  vaccinated  for  the  same.  In  all,  35  patients 
(21  female,  14  male)  were  included.  As  part  of  the 
new  patient’s  routine  laboratory  work,  blood  was 
obtained  for  immunity  status. 

Rubella  and  measles  immunity  were  both  deter- 
mined by  H.I.  (hemagglutination  inhibition)  titers 
of  1:8  or  greater.  The  assays  were  done  as  described 
by  the  American  Public  Health  Association.5 

Results 

Rubella:  Twenty-eight  adolescents  had  positive 
titers  of  more  than  or  equal  to  1:8  (16  female,  12 
male);  an  immunity  level  of  80  percent;  and  a sus- 
ceptibility rate  of  20  percent.  There  was  no  signifi- 
cant difference  by  sex.  When  the  history  was  com- 
pared with  the  actual  immune  status,  there  was  poor 
correlation  (Table  I). 

Measles:  Of  35  patients,  33  had  positive  titers  (20 
female,  13  male);  an  immunity  level  of  94.3  percent; 
and  a susceptibility  rate  of  5.7  percent.  Again,  there 
was  poor  correlation  for  the  history  with  the  actual 
immune  status  (Table  II). 

In  both  diseases,  rubella  and  measles,  there  was  no 
statistical  difference  for  immunity  by  sex  (P  less  than 
0.10). 

Comment 

Rubella.  Prior  to  the  use  of  rubella  vaccine  in 
1969,  approximately  85  percent  of  young  adults  had 
immunity  secondary  to  natural  disease.6  Some  es- 
timates place  the  current  susceptibility  rate  of  young 
adults  at  20  to  25  percent;  one  study  indicated  that 
35  percent  of  ninth  graders  serosurveyed  were  sus- 
ceptible.7-8 The  present  survey  also  indicates  there 
are  still  significant  numbers  of  teenagers  susceptible 
to  rubella  in  our  population.  As  of  1975,  only  67.5 
percent  of  children  aged  one  to  four  were  estimated 
to  be  immune,  and  because  it  has  been  suggested  that 
immunity  rates  of  less  than  95  percent  may  not  block 
introduction  and  spread  of  rubella  virus  in  a com- 
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munity,  rubella  is  still  a potential  risk  to  pregnant 
teenagers.6 

Our  study,  and  that  of  others,  suggest  that  since 
the  correlation  between  history  and  actual  immunity 
is  so  poor,  all  teenage  girls  should  have  rubella  titers 
determined  as  part  of  their  routine  health  care.8  The 
recommendation  that  rubella  vaccine  only  be  given 
to  those  sexually  active  adolescent  females  with 
negative  titers  who  will  use  adequate  contraception 
for  three  months  after  administration  of  vaccine,  is 
not  invalidated  by  our  study.  However,  given  the 
relative  unreliability  of  teenage  contraceptors,  the 
recent  evidence  minimizing  the  likelihood  of  con- 
genital rubella  secondary  to  vaccine  is  reassuring.2 

Measles:  Since  measles  vaccine  was  first  used  in 
1963,  the  incidence  of  measles  has  fallen  dramati- 
cally. However,  in  the  past  year  there  have  been 
outbreaks  of  measles  among  teenagers.  In  a subur- 
ban junior  high  school,  11.7  percent  of  the  students 
developed  measles,  including  many  previously  im- 
munized.1 Krugman’s2  data  suggest  that  H.I.  titers 
as  low  as  1:2  are  protective,  and  the  immunity  pro- 
vided by  adequate  vaccination  is  long  lived,  now  at 
least  to  14  or  15  years.2  The  real  question  then  is, 
what  exactly  is  the  immune  status  of  a given  popu- 
lation since  an  immunity  prevalence  of  greater  than 
90  percent  is  needed  to  block  spread  of  the  disease? 
In  our  sample  of  35  inner  city  teenagers,  the  immu- 
nity rate  may  actually  approach  100  percent. 

If  our  sample  is  representative,  it  is  currently 
neither  necessary  to  vaccinate  nor  determine  H.I. 
titer  in  patients  attending  the  Adolescent  Health 
Center,  even  in  the  face  of  a negative  history  for 
disease  or  vaccine. 

Conclusion 

During  the  course  of  this  study  only  two  patients 
brought  in  health  records  which  recorded  vaccina- 
tions. The  history  of  disease  or  vaccination  is,  at 


A history  of  immunizations  and  acute  infectious 
disease  plus  a serosurvey  for  measles  and  rubella  was 
taken  on  all  new  patients.  The  patient  population 
was  Black  and  Hispanic  youth  between  the  ages  of  13 
and  18(mean  age  of  15.2).  Immunity  was  defined  as 
an  hemagglutination  inhibition  titer  of  >1:8  and  was 
present  in  28/35  patients  (80  percent ) for  rubella  and 
33/35  (94.3  percent)  for  measles.  For  both  diseases  a 
poor  correlation  existed  between  history  and  ser- 
oimmunity. 


best,  unreliable  in  a population  such  as  ours. 
Therefore,  a limited  serosurvey,  as  outlined  in  this 
report,  would  seem  indicated  to  establish  criteria  for 
vaccination  in  a given  population. 

The  Adolescent  Health  Center 
The  Mount  Sinai  Hospital 
19  East  101st  Street 
New  York,  N.Y.  10029 
(DR.  JAFFE) 
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Maternal  Mortality  Study* 


1970-1976* 
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Syracuse,  New  York 

ERNEST  T.  MATTISONb 
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Syracuse,  New  York 

From  the  Central  New  York  Maternal  and  Perinatal  Mortality 
Study. 
a Advisor. 
b Acting  Director. 
c Research  Analyst. 


More  than  any  other  branch  of  medicine,  the  dis- 
cipline of  obstetrics  and  gynecology  is  in  the  unusual 
position  of  being  subject  to  careful  public  scrutiny. 
Births  are  a matter  of  public  record,  and  maternal 
and  perinatal  deaths  are  routinely  examined  by  local, 
state,  and  national  health  officials.  The  maternal 
deaths  in  New  York  State  are  reviewed  by  the  Ma- 
ternal and  Child  Welfare  Committee  of  the  Medical 
Society  of  the  State  of  New  York,  which  was  estab- 
lished in  1937  and  was  one  of  the  first  10  such  com- 
mittees in  the  United  States.  The  primary  goal  of 
these  maternal  death  studies,  in  the  form  of  effective 
educational  research  programs,  is  to  prevent  ma- 
ternal death  and  simultaneously  reduce  maternal 
morbidity,  accomplishments  also  directly  affecting 
perinatal  morbidity  and  mortality. 

Reduction  of  maternal  mortality  rates  has  been 
directly  related  to  medical  advances  and  changing 
concepts  in  the  discipline  of  obstetrics  and  gynecol- 
ogy. Increased  public  awareness  of  the  importance 
of  prenatal  care  and  liberalization  of  State  abortion 
laws  have  been  major  influences  in  the  decreasing 
maternal  mortality  rate.  Another  important  con- 
sideration has  been  increased  hospitalization  for 

* Supported  by  State  of  New  York  Department  of  Health 
Contracts  C-15025  and  C-17789. 

+ Data  in  this  report  pertain  to  New  York  State  Exclusive  of 
New  York  City. 


delivery — a factor  which  implies  not  only  specialized 
facilities  but  also  individuals  highly  trained  in  ob- 
stetrics and  perinatology. 

Evaluation  of  the  causes  of  obstetric  death  by  ob- 
servation of  changing  patterns,  trends,  and  medical 
techniques  is  essential  to  assure  a continuous  decline 
in  the  maternal  mortality  rate.  For  this  reason,  it  is 
desirable  to  carry  out  maternal  mortality  studies  on 
a yearly  basis,  not  only  as  a means  of  focusing  on  the 
relative  incidence  with  which  each  type  of  death  oc- 
curs, but  also  to  determine  whether  or  not  improve- 
ment has  progressed  at  an  acceptable  rate  and  to 
identify  causes  of  maternal  death  which  deserve 
special  study. 

This  report  is  a review  of  maternal  deaths  occur- 
ring in  New  York  State.  The  statistical  computa- 
tions of  rates  have  been  based  on  a total  of  206  ma- 
ternal deaths  for  the  period  1970  through  1976  with 
comparative  rates  calculated  on  the  most  currently 
available  data  from  the  State  and  Federal  govern- 
ments. Certain  category  analyses,  however,  have 
been  based  on  those  149  maternal  deaths  with  com- 
pleted case  reports  received  to  date. 

As  in  the  past,  preliminary  analyses  of  maternal 
deaths  have  been  completed  by  the  regional  consul- 
tants, and  final  review  and  classification  of  these 
cases  have  been  conducted  by  the  chairman  of  the 
Maternal  and  Child  Welfare  Committee  of  the 
Medical  Society  of  the  State  of  New  York. 
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Regions 

The  following  is  a list  of  counties  that  comprise  the 
maternal  death  study  regions  of  New  York  State, 
exclusive  of  Region  1,  New  York  City.  Figure  1 
represents  the  geographic  designations  of  these  re- 


gions. 

Region  2 Nassau 

Region  8 

Cayuga 

Suffolk 

Cortland 

Hamilton 

Region  3 Dutchess 

Herkimer 

Orange 

Madison 

Putnam 

Oneida 

Rockland 

Onondaga 

Ulster 

Westchester 

Region  9 

Broome 

Chenango 

Region  4 Fulton 

Delaware 

Montgomery 

Otsego 

Schoharie 

Sullivan 

Schenectady 

Tioga 

Region  5 Albany 

Region  10 

Livingston 

Columbia 

Monroe 

Greene 

Ontario 

Rensselaer 

Orleans 

Saratoga 

Seneca 

Warren 

Wayne 

Washington 

Yates 

Region  6 Clinton 

Region  11 

Allegany 

Essex 

Chemung 

Franklin 

Schuyler 

Steuben 

Region  7 Jefferson 

Tompkins 

Lewis 

Oswego 

Region  12 

Cattaraugus 

St.  Lawrence 

Chautauqua 

Erie 

Genesee 

Niagara 

Wyoming 

Criteria  for  review 

Cause  of  death.  As  suggested  in  the  Interna- 
tional Classification  of  Diseases,  “Symptoms  or 
modes  of  dying  such  as  heart  failure  . . . are  not  con- 
sidered to  be  causes  of  death  for  statistical  purposes.” 
Therefore,  maternal  deaths  in  this  study  are  tabu- 
lated by  the  underlying  cause  of  death. 

Classification  and  preventability.  Maternal 
deaths  have  been  classified  according  to  The  Amer- 
ican College  of  Obstetricians  and  Gynecologists’ 
publication,  Obstetric-Gynecologic  Terminology.* 

A direct  maternal  death  is  an  obstetric  death  re- 
sulting from  obstetric  complications  of  the  pregnancy 
state,  labor,  or  puerperium — from  interventions, 

* Hughes,  R.  C.,  Ed.:  Obstetric-Gynecologic  Terminology, 
Philadelphia,  F.  A.  Davis  Company,  1972. 


TABLE  I.  Maternal  mortality  by  cause  of  death,  New 
York  State,*  1970  to  1976 


Category 

Number 

Percent 

Pulmonary  embolism 

15 

10.1 

Amniotic  fluid  embolism 

9 

6.0 

Air  embolism 

1 

0.7 

Spontaneous  abortion 

1 

0.7 

Elective  abortion 

3 

2.0 

Nontherapeutic  abortion 

4 

2.7 

Ectopic  pregnancy 

13 

8.7 

Trophoblastic  disease 

1 

0.7 

Obstetric  hemorrhage 

9 

6.0 

Ruptured  uterus 

8 

5.4 

Hypertensive  states  of  pregnancy 

13 

8.7 

Septicemia 

6 

4.0 

Anesthesia 

14 

9.4 

Cardiac  arrest 

3 

2.0 

Cardiovascular 

10 

6.7 

Cerebrovascular 

8 

5.4 

Disorders  of  nervous  system 

1 

0.7 

Respiratory 

5 

3.3 

Metabolic 

1 

0.7 

Gastrointestinal 

6 

4.0 

Liver,  biliary,  spleen 

6 

4.0 

Infectious  and  parasitic 

3 

2.0 

Blood  dyscrasia 

1 

0.7 

Neoplasms 

3 

2.0 

Drug  intoxication 

1 

0.7 

Trauma 

4 

2.7 

Totals 

149 

100.0 

* Exclusive  of  New  York  City. 


omissions,  incorrect  treatment,  or  a chain  of  events 
resulting  from  any  of  these.  Indirect  maternal 
death  is  an  obstetric  death  resulting  from  previously 
existing  disease,  or  disease  that  developed  during 
pregnancy,  labor,  or  the  puerperium;  it  is  not  due 
directly  to  obstetric  causes,  but  is  aggravated  by  the 
physiologic  effects  of  pregnancy.  Nonmaternal 
death  is  an  obstetric  death  resulting  from  accidental 
or  incidental  causes  not  related  to  the  pregnancy  or 
its  management. 

For  the  years  1970  to  1976,  a total  of  149  maternal 
deaths  with  complete  case  reports  have  been  classi- 
fied as  follows  and  reported  by  percent: 

Direct  maternal  death  69.1 

Indirect  maternal  death  25.5 

Nonmaternal  death  5.4 

Preventable  maternal  deaths  are  due  to  inade- 
quate care,  inadequate  facilities  in  obstetric  units, 
inadequate  facilities  in  other  maternal  services  before 
admission  to  the  unit,  or  adverse  conditions  in  the 
community,  for  example,  inadequate  transportation, 
lack  of  confidence  in  maternity  service,  or  the  pa- 
tient’s failure  to  seek  or  accept  advice  or  treatment. 
Nonpreventable  maternal  deaths  are  due  to  irre- 
versible causes,  such  as  advanced  chronic  nephritis, 
severe  cardiac  diseases,  and  automobile  accidents. 
Unexplained  maternal  deaths  are  those  for  which 
the  cause  of  death  is  unknown. 

The  percentages  following  represent  the  preven- 
tability classifications  for  149  maternal  deaths  during 
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FIGURE  2.  Maternal  mortality,  fetal  salvage  by  selected 
obstetric  categories,  1970  to  1976. 

the  years  1970-1976,  and  demonstrate  no  appreciable 
difference  from  the  1970  to  1975  classification: 

Preventable  maternal  death  80.5 

Nonpreventable  maternal  death  14.1 

Unexplained  maternal  death  5.4 

Table  I represents  the  number  and  percent  of 
maternal  mortality  according  to  cause-of-death 
classifications  for  1970  to  1976.  Of  the  149  case  re- 
ports received  since  1970,  79.2  percent  were  accom- 
panied by  autopsy  reports. 

Fetal  salvage 

Among  the  140  cases  reporting  fetal  outcome,  in- 
cluding two  sets  of  twins,  61,  or  43.6  percent,  were 
liveborn  infants;  19,  13.6  percent  were  stillborn  in- 
fants; 5,  that  is,  3.6  percent,  were  neonatal  deaths;  28, 
or  20.5  percent,  were  undelivered;  13,  9.3  percent, 
were  ectopic  pregnancies;  and  14,  or  10  percent,  were 
registered  as  abortions. 

A comparison  of  the  percentage  of  fetal  salvage  by 
selected  maternal  cause-of-death  categories  is  shown 
graphically  in  Figure  2. 

Comparative  statistics 

As  illustrated  in  Figure  3,  which  is  a comparison 
of  New  York  State  and  United  States  maternal 
mortality  rates  for  the  past  16  years,  the  national 
maternal  mortality  rate  has  demonstrated  a contin- 
uous downward  trend  from  1960  to  1975,  a decline 
which  has  been  more  or  less  paralleled  by  New  York 
State.  However,  in  1962  and  1971,  New  York  State 
experienced  significantly  higher  rates  of  maternal 
mortality  than  did  the  nation.  In  1971,  in  particular, 
the  New  York  State  rate  rose  to  31.2  per  100,000 
liveborn  infants,  a 65  percent  increase  over  that  of  the 
United  States.  Conversely,  in  1972,  there  was  a 
dramatic  decrease  in  the  New  York  State  rate  to  a 
level  slightly  below  that  of  the  nation.  The  rate 
again  rose  in  1973  and  then  continued  the  decline, 
registering  the  all-time  low  for  New  York  State  in 
1975. 

A comparison  between  the  fetal  mortality  rate,  the 


FIGURE  3.  Comparison  of  New  York  State,  exclusive  of 
New  York  City,  and  United  States  maternal  mortality  rates, 
1960  to  1975. 


FIGURE  4.  Graphic  comparison  between  fetal  mortality  rate, 
birth  rate,  and  maternal  mortality  rate  for  New  York  State, 
exclusive  of  New  York  City,  for  period  1970  to  1975. 


birth  rate,  and  the  maternal  mortality  rate  for  New 
York  State  for  the  current  six-year  period  is  illus- 
trated in  Figure  4. 

Figure  5 illustrates  the  incidence  of  liveborn  in- 
fants and  induced  terminations  of  pregnancy  in  New 
York  State  from  1971,  the  first  full  year  for  recording 
elective  abortions  in  New  York  State,  to  1976.  In 
1971,  the  birth  rate  for  New  York  State,  14.9,  re- 
flected a sharp  drop  from  a rate  which  had  held 
steady  at  approximately  16.5  for  the  previous  four 
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NEW  YORK  STATE 

(exclusive  of  New  York  City) 


FIGURE  5.  Incidence  of  liveborn  infants  and  induced  ter- 
minations of  pregnancy  in  New  York  State  from  1971  to 
1976. 

years.  In  1972,  the  number  of  births  fell  again,  by 
nearly  20,000,  with  a concurrent  20,000  increase  in 
the  number  of  induced  terminations  of  pregnancy  to 
a peak  rate  of  554  per  1,000  liveborn  infants.  This 
may  be  explained  by  the  fact  that,  prior  to  the  Su- 
preme Court  ruling  of  January  22,  1973,  stating  that 
induced  terminations  of  pregnancy  were  to  be  al- 
lowed on  a nationwide  basis,  a large  portion  of  the 
New  York  State  abortions  performed  were  obtained 
by  out-of-state  residents.  Also  of  importance  in 
1972,  no  maternal  deaths  attributed  to  criminal 
abortion  procedures  were  reported,  nor  have  any 
criminal  abortion  deaths  been  reported  since  that 
time,  which  is  significant  in  view  of  the  fact  that  a 
review  of  maternal  mortality  in  New  York  State  since 
1960  revealed  that  from  two  to  seven  deaths  each 
year  were  attributed  to  complications  of  criminal 
abortion. 

A total  of  nine  maternal  deaths  associated  with 
elective  abortion  have  been  reported  since  mid-1970, 
the  time  of  passage  of  the  New  York  State  abortion 
law,  through  1976.  There  seemed  to  be  no  correla- 
tion between  the  number  of  induced  terminations 
performed  yearly  and  the  annual  death  rates  asso- 
ciated with  these  procedures. 

The  period  1973  to  1976  appears  to  represent  a 
leveling -off  period  for  both  the  birth  rate  and  the 
incidence  of  induced  terminations  of  pregnancy. 


TABLE  II.  Incidence  of  liveborn  infants  and  induced 
terminations  of  pregnancy,  regional  analysis  in  New 
York  State,  1975 


Region 

Percent 

Liveborn 

Infants* 

Percent  Induced 
Terminations 
of  Pregnancy+ 

2 

23.4 

32.6 

3 

16.5 

17.3 

4 

2.7 

2.3 

5 

7.8 

6.6 

6 

1.8 

0.7 

7 

4.0 

1.4 

8 

10.4 

7.0 

9 

4.7 

3.8 

10 

10.5 

10.7 

11 

3.7 

2.1 

12 

16.3 

15.4 

* Percent  liveborn  infants  by  region  based  on  total  liveborn  infants  for 
New  York  State,  exclusive  of  New  York  City,  for  1975. 

t Percent  induced  terminations  of  pregnancy  by  region  based  on  total 
induced  terminations  of  pregnancy  for  New  York  State,  exclusive  of  New 
York  City,  for  1975. 

Table  II  presents,  on  a regional  basis,  a further 
analysis  of  the  percent  of  liveborn  infants  versus  in- 
duced terminations  of  pregnancy  for  1975. 

For  the  years  1971  to  1976,  28.8  percent  of  the 
maternal  deaths  in  New  York  State  were  of  nonwhite 
patients — in  a population  that  is  18.6  percent  non- 
white. 

There  continue  to  be  marked  differences  between 
white  and  nonwhite  maternal  mortality  rates.  The 
greatest  difference  over  the  past  six  years  occurred 
in  1972,  at  which  time  the  rate  of  maternal  mortality 
for  nonwhites  was  6.5  per  10,000  liveborn  infants,  490 
percent  higher  than  the  corresponding  white  ma- 
ternal mortality  rate  of  1.1  (Fig.  6).  This  difference 
declined  until  1975,  when  the  rate  for  nonwhites  was 
recorded  at  76  percent  greater  than  that  for  white 
females.  In  1976,  the  percent  of  increase  had  risen, 
and  the  maternal  mortality  rate  for  nonwhite  females 
stood  at  327  percent  higher  than  for  white  females. 

For  the  years  1971  to  1976,  62.1  percent  of  all 
nonwhite  maternal  deaths  can  be  attributed  to  four 
“cause-of-death”  categories:  embolism,  ectopic 

pregnancy,  hypertensive  states  of  pregnancy,  and 
anesthesia.  These  same  four  categories  accounted 
for  only  39.1  percent  of  maternal  deaths  for  white 
females. 

That  further  reduction  in  maternal  mortality  rates 
is  possible  is  indicated  by  the  fact  that  from  1971  to 
1976,  the  maternal  death  rate  for  whites  was  1.5, 
whereas  for  nonwhites  the  rate  was  6.3  per  10,000 
liveborn  infants. 

Figure  7 presents  the  1975  regional  maternal 
mortality  rates  as  each  compare  to  the  total  rate  of 
1.4  per  10,000  liveborn  infants  and  fetal  deaths  re- 
corded for  New  York  State  in  1975.  P'ive  of  the  11 
regions  are  reporting  rates  at  or  below  the  1975  yearly 
rate  for  the  State. 

As  a reference  for  comparison,  the  average  regional 
maternal  mortality  rates  for  the  previous  five  years, 
1970  to  1974,  have  been  included.  With  the  excep- 
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FIGURE  6.  Graphic  representation  of  maternal  mortality 
rates  by  race,  New  York  State,  exclusive  of  New  York 
City. 


TABLE  III.  New  York  State*  regional  maternal 
mortality  rates,  percent  change  between  five-year 
average  and  current  rate,  per  10,000  liveborn  infants 


Region 

Average  Rate, 
1970  to  1974 

1975 

Rate 

Percent 

Increase 

Percent 

Decrease 

2 

2.4 

1.0 

58 

3 

2.8 

1.8 

35 

4 

1.4 

2.8 

100 

5 

2.1 

1.0 

52 

6 

4.7 

0.0 

100 

7 

2.1 

1.9 

9 

8 

1.7 

1.5 

11 

9 

1.2 

1.6 

33 

10 

2.0 

2.2 

10 

11 

2.3 

0.0 

100 

12 

2.4 

1.4 

41 

* Exclusive  of  New  York  City. 


tion  of  three  regions,  all  show  an  improvement  in 
1975  over  their  previous  five-year  averages  with 
percent  decrease  ranging  from  9 to  100  percent 
(Table  III). 

A regional  comparison  of  the  percent  maternal 
mortality  and  the  percent  total  pregnancies  in  New 
York  State  for  1975  is  presented  in  Figure  8.  Four 
regions  report  a proportionately  lower  percent  of 
maternal  mortality  than  the  percent  of  total  regis- 
tered pregnancies,  as  shown  in  the  shaded  areas. 
These  same  four  regions  demonstrated  the  greatest 


X rnaterra  by  Region  (boted  on  fofol  'rorernol  deofhj  fo * 1975) 

X total  pregnancies  by  Region  (bosed  on  regittered  liveborn  infonti,  fe*o  aeothi,  induced  terminotioni  of  pregnoncy  for  1975) 

FIGURE  8.  Regional  comparison  of  percent  maternal 
mortality  and  percent  total  pregnancies  in  New  York  State 
for  1975. 

percent  of  decrease  in  their  1975  maternal  mortality 
rates  from  their  1970  to  1974  average  rates  (Table 
III). 

Changing  trends  in  maternal  mortality 

Nationwide,  in  the  1970s,  hypertensive  states  of 
pregnancy,  hemorrhage,  and  sepsis  constituted  the 
principal  causes  of  maternal  death.  A review  of 
maternal  deaths  for  1970  to  1975  in  New  York  State 
revealed  a differing  pattern  in  that  anesthesia  and 
embolism  were  the  leading  causes  of  maternal  death. 
However,  in  1976,  neither  ranks  among  the  leading 
causes,  with  no  anesthetic  deaths  and  only  one  death 
due  to  embolism  reported.  Rather,  hypertensive 
states  of  pregnancy,  ranking  third  in  1975,  now  con- 
stitute the  leading  cause  of  maternal  death  in  1976, 
following  a five-year  period  when  hypertensive  states 
of  pregnancy  did  not  appear  among  the  leading 
causes  of  death.  The  following  table  lists  the  leading 
causes  of  maternal  death  by  year. 
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FIGURE  7.  Graphic  regional  and  state  comparison  of  ma- 
ternal mortality  rates. 
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vascular 

1971  ANESTHESIA 

1974  EMBOLISM 

Embolism 

Septicemia 

Abortion 
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1975  EMBOLISM 

Embolism 

Uterine  hemorrhage 

Abruptio 

Hypertensive  states 

placenta 

pregnancy 

of 


1976  HYPERTENSIVE  STATES  OF 
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Cardiovascular 
Cerebrovascular 


Hypertensive  states  of  pregnancy 

There  are  certain  vascular  derangements  that  ei- 
ther antedate  or  arise  in  pregnancy  or  the  early 
puerperium  that  have  been  designated  as  the  tox- 
emias of  pregnancy,  EPH  (edema,  proteinuria,  hy- 
pertension) complex,  gestosis,  and  other  terms. 
These  generic  terms  have  grouped  together  several 
conditions  that  have  been  characterized  by  hyper- 
tension sometimes  associated  with  proteinuria, 
edema,  convulsions,  coma,  and  other  signs.  Because 
these  terms  have  been  all-inclusive,  discrepancies  in 
statistical  reporting  have  occurred.  The  Committee 
on  Terminology  of  The  American  College  of  Obste- 
tricians and  Gynecologists  discourages  the  use  of  the 
term  “toxemia”  and  suggests  these  conditions  be 
classified  as  hypertensive  states  of  pregnancy. 

Preeclampsia  and  eclampsia,  categorized  under 
hypertensive  states  of  pregnancy,  constitute  one  of 
the  leading  causes  of  maternal  death  and  contribute 
significantly  to  perinatal  deaths.  The  incidence  of 
these  conditions,  not  only  nationally  but  also  in  New 
York  State,  has  steadily  declined  during  this  century, 
and  the  associated  maternal  mortality  rate  has  fallen 
markedly  with  a resultant  low  proportion  of  the  total 
maternal  deaths  attributed  to  these  conditions. 
However,  an  increase  in  preeclampsia-eclampsia  in 
New  York  State  has  brought  the  percent  of  mortality 
up  to  42.8  of  all  maternal  deaths  for  the  year  1976,  the 
highest  percent  recorded  since  1970  (Fig.  9). 

The  previous  peak  over  the  past  few  years,  1970  to 
1975,  was  in  1971,  when  23.1  percent  of  maternal 
deaths  were  attributed  to  hypertensive  states  of 
pregnancy.  The  number  of  deaths  due  to  these 
conditions  declined  until  1974,  when  in  New  York 
State  there  were  no  maternal  deaths  reported  within 
this  category.  An  increase  was  seen  once  again  in 
1975  with  this  disease  entity  representing  15.4  per- 
cent of  all  maternal  deaths  in  the  State  and,  more 
significantly,  the  hypertensive  states  of  pregnancy, 
in  terms  of  a maternal  mortality  rate,  are  currently 
reported  at  4.6,  an  increase  of  more  than  200  percent 
over  the  1975  rate  of  1.5. 

Since  the  increase  in  the  mortality  rate  from  these 
conditions  has  been  so  dramatic,  just  since  1974,  the 


1976 


FIGURE  9.  Percent  of  total  maternal  mortality  attributed  to 
hypertensive  states  of  pregnancy,  by  year. 


existence  of  common  demographic  and  geographic 
factors  were  considered  by  comparing  cases  within 
the  period  1970  through  1973  with  those  from  the  two 
years,  1975  to  1976.  Data  for  both  time  periods  in- 
dicate predominance  within  the  20-  to  29-year  age 
group  with  the  remaining  cases  equal  at  each  end  of 
the  age  scale.  A difference,  according  to  race,  is  that 
prior  to  1974  those  who  died  were  predominantly 
white,  whereas  the  cases  in  the  latter  time  period 
were  equally  divided  between  white  and  nonwhite 
females. 

In  categorizing  the  patients  according  to  either 
metropolitan  or  rural  place  of  residence,  a shift  has 
occurred,  from  a group  which  was,  in  the  earlier  time 
period,  evenly  distributed  between  the  types  of  locale 
to  a group  whose  place  of  residence  is  predominantly 
metropolitan. 

Of  the  total  case  reports  received  during  the  study 
period,  13  maternal  deaths  have  been  classified  in  the 
category  hypertensive  states  of  pregnancy:  5 cases 
were  diagnosed  as  preeclampsia  and  8 as  eclampsia, 
including  1 case  of  postpartum  eclampsia. 
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There  is  common  agreement  that  death  due  to 
hypertensive  states  of  pregnancy  is  generally  pre- 
ventable, and  all  cases  in  this  series  have  been  so 
classified  based  on  currently  accepted  definitions  for 
preventability.  Autopsy  reports  were  submitted  for 
61.5  percent  of  these  cases. 

Preeclampsia  and  eclampsia,  according  to  the 
texts,  most  often  affect  primigravidas,  with  suscep- 
tibility highest  at  each  end  of  the  age  scale.  How- 
ever, in  this  study,  the  condition  of  preeclampsia 
occurred  almost  exclusively  in  the  20-  to  29-year  age 
group,  with  an  incidence  of  80  percent,  with  the  only 
except  ion  reported  at  age  38.  Eighty  percent  of  the 
preeclamptic  cases  were  multiparas,  as  might  he  ex- 
pected with  the  majority  at  age  25  or  over. 

In  the  eclamptic  group,  the  pattern  is  a more 
classic  one,  with  the  greatest  concentration  of  cases 
occurring  in  patients  19  years  of  age  or  younger  and 
in  those  30  years  and  older.  Of  the  eight  eclampsia 
cases,  four  were  primigravidas,  three  of  whom  re- 
ported age  at  19  years  or  less. 

The  incidence  of  preeclampsia-eclampsia  is  known 
to  be  increased  in  patients  with  chronic  cardiovas- 
cular renal  disease,  diabetes  mellitus,  severe  anemia, 
or  a familial  history  of  eclampsia  or  preeclampsia.  Of 
11  patients  with  complete  case  reports,  8 were  found 
to  have  noncontributory  past  medical  histories.  The 
remaining  three  had  significant  past  histories  re- 
ported as  Class  A diabetes  and  anemia,  chronic  renal 
disease,  and  previous  surgical  removal  of  renal  calculi 
followed  by  recurrent  episodes. 

Hypertensive  states  of  pregnancy  occur  after  the 
twentieth  week  of  gestation  with  the  eclamptogenic 
process  usually  appearing  later  than  the  twenty-fifth 
week.  In  this  series  of  cases,  five  women  first  de- 
veloped symptoms  during  the  second  trimester,  six 
during  the  third  trimester,  and  two  cases  did  not  re- 
port this  information.  In  all  instances,  symptoms 
first  appeared  beyond  the  twenty-third  week  of 
gestation.  Following  the  appearance  of  symptoms, 
and  up  until  the  time  of  hospital  admission,  seven 
patients  received  no  therapy  for  these  conditions, 
while  the  records  of  four  patients  indicate  therapy 
had  been  prescribed.  In  the  untreated  cases,  the 
time  period  from  onset  of  symptoms  until  date  of 
hospital  admission  ranged  from  24  hours  to  12 
weeks. 

The  prime  objective  in  the  immediate  treatment 
of  severe  preeclampsia  or  eclampsia  is  the  use  of 
anticonvulsants,  either  to  forestall  or  control  con- 
vulsions. All  study  patients  were  admitted  to  the 
hospital  on  an  emergency  basis  with  exacerbating 
symptoms.  According  to  the  case  reports,  none  of 
the  preeclampsia  patients  received  an  anticonvulsant 
during  the  period  of  hospitalization,  ranging  from  1 
to  36  days.  Of  the  eclamptic  patients,  three  were 
started  on  anticonvulsant  therapy  on  admission,  two 
began  therapy  three  and  nine  hours  postadmission, 
and  two  never  received  any  anticonvulsants.  Data 
were  unavailable  for  one  patient.  The  two  untreated 


patients  were  hospitalized  for  one  and  one-half  and 
three  days. 

In  considering  mode  of  delivery  for  severe  cases, 
it  is  generally  agreed  that,  in  the  absence  of  im- 
provement following  hospitalization,  termination  of 
pregnancy  is  usually  advisable.  Labor  may  be  in- 
duced by  administration  of  oxytocin.  In  severe 
cases,  this  procedure  is  often  successful  even  when 
the  cervix  appears  unfavorable.  If  attempts  at  in- 
duction of  labor  are  not  successful,  cesarean  section 
for  the  more  severe  cases  often  is  the  procedure  of 
choice. 

Eleven  of  the  13  women  were  delivered,  2 by  va- 
ginal delivery,  1 through  repeat  cesarean  section,  and 
7 by  primary  cesarean  section.  In  four  instances,  the 
indications  for  primary  cesarean  section  were  re- 
corded as  abruptio  placenta,  cephalopelvic  dispro- 
portion, renal  shutdown,  and  chronic  renal  disease. 
In  the  three  remaining  cases,  no  indication  other  than 
the  existing  hypertensive  disease  was  reported.  Of 
the  seven  women  undergoing  primary  cesarean  sec- 
tion, three  were  primigravidas,  and  four  were  mul- 
tiparas with  gravidity  ranging  up  to  five. 

Based  on  the  available  data,  induction  of  labor  was 
not  attempted  in  any  of  these  cases.  In  one  case, 
resulting  in  a vaginal  delivery,  labor  had  been  stim- 
ulated through  administration  of  oxytocin  and  rup- 
ture of  the  membranes. 

The  perinatal  mortality  rate  is  variably  increased 
in  preeclampsia-eclampsia  and  is  primarly  depen- 
dent on  the  time  of  onset  and  the  severity  of  the 
disease.  Gestational  age  at  time  of  delivery  for  the 
preeclamptic  patients  ranged  from  27  to  36  weeks, 
and  from  36  to  41  weeks  in  the  eclamptic  individuals. 
There  was  one  undelivered  case  in  each  group,  at  24 
and  28  weeks.  The  significantly  greater  fetal  loss  in 
the  preeclamptic  cases,  60  percent,  as  compared  with 
the  eclamptic  patients,  33.3  percent,  may  in  fact  re- 
flect the  premature  gestational  age  in  the  pre- 
eclamptic category.  Fetal  outcome  for  all  cases  in  this 
series  was  as  follows:  living  infants,  8,  or  57.1  per- 
cent; stillborn  infants,  3,  that  is,  21.4  percent;  neo- 
natal death,  1,  or  7.1  percent,  and  undelivered,  2,  or 
14.3  percent. 

According  to  the  texts,  the  most  frequent  causes 
of  maternal  death  in  preeclampsia  and  eclampsia  are 
congestive  heart  failure,  cerebral  hemorrhage,  and 
the  complications  of  operative  obstetrics.  In  this 
study,  cerebrovascular  accidents  and  pulmonary 
edema  were  reported  to  be  the  mechanism  of  death 
in  30.8  and  23.1  percent  of  the  cases,  respectively, 
followed  by  heart  failure  in  15.4  percent,  respiratory 
infection  in  15.4  percent,  pulmonary  embolism  in  7.7 
percent,  and  renal  disease  in  7.7  percent. 
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A statistical  review  of  maternal  mortality  from  all 
causes  in  New  York  State,  exclusive  of  New  York 
City,  for  the  years  1970  to  1975  has  been  previously 
presented.1  The  following  article  concerns  only 
those  factors  associated  with  deaths  attributed  to 
rupture  of  the  gravid  uterus. 

Incidence 

Improved  modern  obstetric  practice,  antibiotics, 
early  recognition,  and  timely  operative  treatment 
have  effected  a substantial  reduction  in  the  mortality 
rate  from  rupture  of  the  uterus.  The  rate  of  mater- 
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TABLE  I.  Maternal  mortality  rate  per  100,000  liveborn 
infants  from  rupture  of  gravid  uterus  in  New  York  State 
exclusive  of  New  York  City 


Year 

Rate 

1970 

4.0 

1971 

1.3 

1972 

0.7 

1973 

0.8 

1974 

2.2 

1975 

0.0 

nal  mortality  per  100,000  liveborn  infants  from 
rupture  of  the  gravid  uterus  in  New  York  State,  ex- 
clusive of  New  York  City,  is  presented  in  Table  I. 

Definitions 

Cases  in  this  study  have  been  classified  according 
to  the  following  definitions  presented  in  The  Amer- 
ican College  of  Obstetricians  and  Gynecologists’  text 
entitled  Obstetric-Gynecologic  Terminology.2 

Rupture  of  the  gravid  uterus  is  disruption  of  the 
uterine  wall.  Rupture  may  occur  in  the  antepartum 
or  intrapartum  period  and  may  be  classified  as  inci- 
dental, traumatic,  or  spontaneous. 

Incidental  rupture  is  an  asymptomatic  variety  of 
spontaneous  rupture  of  the  gravid  uterus.  Such  a 
rupture  may  involve  all  or  a small  part  of  a previous 
scar.  Traumatic  rupture  includes  ruptured  uteri 
associated  with  pharmacologic  agents,  that  is,  oxy- 
tocics;  intrauterine  manipulations;  external  pressure, 
that  is,  the  Kristeller  maneuver;  or  instrumental 
procedures.  Traumatic  rupture  may  occur  in  a 
scarred  or  unscarred  uterus.  Spontaneous  rupture 
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occurs  in  the  absence  of  iatrogenic  trauma.  Rup- 
tured uteri  associated  with  an  unstimulated  ob- 
structed labor  fall  into  this  category.  Spontaneous 
rupture  may  occur  in  a scarred  or  unscarred  uter- 
us. 

Cases  resulting  in  traumatic  rupture  involved  auto 
accidents  in  two  instances,  perforation  during  I)  & 
C (dilatation  and  curettage)  in  two  cases,  perforation 
as  a result  of  attempted  criminal  abortion  in  one  in- 
stance, aggressive  uterine  exploration  following  dif- 
ficult delivery  in  one  case,  administration  of  oxytocin 
in  a grand  multipara  with  positional  dystocia  in  one 
instance,  and  one  33-year-old  gravida  5 with  oxytocin 
stimulation  whose  last  reported  pregnancy  was  seven 
years  ago. 

Spontaneous  rupture  occurred  in  one  moderately 
obese  gravida  7 in  labor  14  hours  with  no  dilatation; 
an  elderly  gravida  6 with  a 17-hour  labor  with  pre- 
vious delivery  at  least  eight  years  ago;  and  in  a 37- 
year-old  gravida  11  with  the  primary  cause  of  death 
listed  as  air  emboli. 

Etiology 

According  to  current  texts,  the  most  common 
causes  of  uterine  rupture  are  previous  cesarean  sec- 
tion and  stimulation  of  labor  with  oxytocics.  Inci- 
dence of  uterine  rupture  in  multiparas  is  eight  or  nine 
times  greater  than  in  nulliparas,  and  the  danger  in- 
creases with  parity.  Obese  women  seem  to  be  espe- 
cially disposed  to  rupture  of  the  gravid  uterus. 

Spontaneous  rupture.  Predisposing  causes  of  spon- 
taneous rupture  include  factors  such  as  cephalopelvic 
disproportion,  shoulder  dystocia,  malpresentations  and 
malpositions,  as  well  as  obstruction  by  maternal  soft-tissue 
tumors,  pregnancy  in  an  undeveloped  horn  of  the  uterus, 
interstitial  pregnancy,  and  grand  multiparity.  In  addition, 
conditions  that  weaken  the  uterine  wall  may  also  cause 
rupture  such  as  scars  from  previous  cesarean  section,  scars 
from  deep  myomectomies,  and  previous  trauma  through 
the  use  of  uterine  sounds,  curets,  or  other  devices.  Spon- 
taneous rupture  may  also  result  from  injection  of  hyper- 
tonic solution  to  evacuate  the  contents  of  the  uterus. 

Traumatic  rupture.  Traumatic  rupture  of  the  uterus 
may  be  attributed  to  such  procedures  as  podalic  version 
and  extraction,  forceps  delivery  through  an  incompletely 
dilated  cervix,  and  injudicious  use  of  oxytocin,  especially 
in  women  of  high  gravidity.  Traumatic  rupture  as  a result 
of  perforation  may  be  due  to  the  use  of  a monitor  catheter, 
difficult  manual  removal  of  the  placenta,  or  instrumental 
procedures.  Accidental  traumatic  rupture  may  occur  in 
the  event  of  sharp  or  blunt  trauma  to  the  uterus  as  in  au- 
tomobile accidents  and  knife  or  bullet  wounds. 

Signs  and  symptoms 

Classic  signs  and  symptoms  which  may  be  indic- 
ative of  an  impending  rupture  are: 

1.  A restless,  excited,  anxious  patient 

2.  Rapid  pulse  and  irregular  respirations 

3.  Strong  uterine  contractions  with  poor  progress 

4.  General  abdominal  tenderness 


5.  Extreme  sensitivity  in  the  lower  uterine  seg- 
ment 

6.  Presence  of  a pathologic  retraction  ring 

Once  the  uterus  has  ruptured,  the  following  signs 
and  symptoms  may  be  observed: 

1.  Signs  of  anemia  and  shock 

2.  Cessation  of  uterine  contractions  or  presence  of 
weak  contractions 

3.  External  hemorrhage,  usually  not  profuse 

4.  Presenting  part  disappearing  from  the  inlet  and 
becoming  freely  movable 

5.  Violent  fetal  movements  just  prior  to  fetal 
death,  if  the  fetus  is  partly  or  totally  extrauterine 

6.  Fetal  parts  more  easily  palpated  abdominally 

Many  of  the  classic  signs  and  symptoms  of  rup- 
tured uterus  are  apparent  on  review  of  the  following 
cases. 


Case  reports 

Case  1.  A 26-year-old  moderately  obese,  gravida  7 pa- 
tient was  admitted  at  term  in  labor.  After  11  hours  of 
labor,  the  patient  was  screaming  and  uncooperative.  After 
12  hours  of  active  labor  with  no  dilatation,  the  fetal  heart 
was  inaudible  and  the  patient  unresponsive  to  stimuli.  At 
approximately  13  hours,  the  patient  appeared  restless,  was 
moving  about  aimlessly,  and  exhibited  no  blood  pressure 
or  pulse.  Consultation  was  sought  and  supportive  therapy 
instituted.  One  and  one-half  hours  later,  in  preparation 
for  laparotomy,  the  patient  was  typed  and  crossmatched 
for  two  units  of  blood.  On  exploratory  laparotomy,  the 
abdominal  cavity  was  found  to  be  filled  with  dark  blood 
and  clots  with  the  fetus  free  in  the  abdomen.  The  uterus 
was  ruptured  posteriorly  from  the  fundus  to  the  lower 
uterine  segment.  A subtotal  hysterectomy  was  performed 
and  the  patient  transfused  with  1,000  cc.  of  blood.  Despite 
these  measures,  the  patient  expired  during  closure. 

Case  2.  A 42-year-old  slightly  obese,  gravida  6 patient 
was  admitted  at  term  in  active  labor.  This  was  the  pa- 
tient’s first  pregnancy  subsequent  to  a dilatation  and  cu- 
rettage with  biopsy  and  cauterization  of  the  cervix  eight 
years  ago.  After  approximately  17  hours  of  labor,  the 
cervix  was  2 cm.  dilated.  The  chart  indicates  6 to  8 cm.  of 
dilatation  five  minutes  later.  The  patient  was  anesthetized 
at  this  time  followed  by  immediate  spontaneous  delivery 
of  a 6-pound,  3-ounce  stillborn  female  infant.  Manual 
inspection  of  the  uterus  revealed  no  defect  in  the  uterus  or 
cervix.  Within  a few  minutes,  the  patient  exhibited  low 
blood  pressure  and  a rapid  pulse.  Blood  was  drawn  for 
type  and  crossmatch;  fibrinogen  index  was  reported  at  a 
normal  level.  One  hour  after  delivery,  reexamination  of 
the  vaginal  vault  revealed  a ruptured  uterus.  During 
subtotal  hysterectomy,  a large  amount  of  blood  was  noted 
in  the  peritoneal  cavity,  and  a 6-  to  7-cm.  laceration  ex- 
tended from  the  vaginal  vault  superiorly.  The  patient 
received  2,500  cc.  of  blood  but  expired  immediately  fol- 
lowing closure  despite  continued  supportive  therapy. 
Autopsy  diagnosis  confirmed  intrapartum  rupture  of 
gravid  uterus. 

Case  3.  A 44-year-old  gravida  10  woman  was  admitted 
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at  term  with  vaginal  bleeding,  fainting,  and  frothing  at  the 
mouth.  Seven  weeks  prior  to  this  admission,  the  patient 
received  initial  prenatal  care  and  was  subsequently  ad- 
mitted to  the  hospital  for  severe  varicosities  and  cardiac 
evaluation.  An  incomplete  cardiac  work-up  was  attributed 
to  patient  responsibility.  With  blood  avadable,  a sterile 
vaginal  examination  was  performed  with  a resultant  di- 
agnosis of  abruptio  placenta.  Labor  was  induced  with 
oxytocin  (Pitocin)  infusion.  Four  hours  later  the  vertex 
delivered  spontaneously,  followed  by  manual  rotation  for 
shoulder  disproportion  and  delivery  of  an  11-pound,  3- 
ounce  stillborn  infant.  The  previous  eight  babies  weighed 
from  9 to  10  pounds.  On  manual  exploration  of  the  uterus, 
no  laceration  was  found.  Even  though  no  bleeding  was 
noted,  the  patient’s  vital  signs  continued  to  drop.  Possible 
diagnoses  of  either  air  or  amniotic  fluid  embolism  were 
made.  Cardiac  consultation  was  obtained.  Despite  sup- 
portive therapy  and  2,000  cc.  of  blood,  the  patient  imme- 
diately expired.  Postmortem  revealed  ruptured  uterus 
with  1,500  to  2,000  cc.  free  blood  in  the  peritoneal  cavi- 
ty. 

Case  4.  A 33-year-old  obese  gravida  5 patient  at  44 
weeks  gestation  was  admitted  in  questionable  early  labor. 
Her  last  pregnancy  was  seven  years  ago.  Fourteen  hours 
after  admission,  the  patient  was  noted  to  be  2 cm.  dilated 
with  mild  uterine  contractions.  Membranes  were  artifi- 
cially ruptured  and  oxytocin  infusion  begun.  Insufficient 
data  available  to  the  Committee  makes  it  impossible  to 
determine  length  of  oxytocin  infusion.  The  patient  ex- 
perienced intermittent  periods  of  sleep  and  restlessness. 
Four  and  one-half  hours  following  initiation  of  oxytocin, 
the  patient  was  unresponsive  with  no  pulse.  Postmortem 
cesarean  section  revealed  a “huge”  amount  of  dark  blood 
in  the  abdominal  cavity  with  the  entire  posterior  wall  of  the 
uterus  ruptured  in  a vertical  fashion  and  the  fetus, 
weighing  6-pounds,  10-ounces,  partially  extruded  through 
the  rupture. 

Case  5.  A 35-year-old  gravida  3 patient  was  admitted 
at  term  in  early  labor.  Her  last  pregnancy  was  nine  years 
ago.  Two  hours  after  admission,  membranes  were  rup- 
tured artificially,  and  brownish  fluid  was  noted  along  with 
an  edematous  anterior  lip  of  cervix.  During  labor  the  pa- 
tient was  nauseated,  vomited  a large  amount  of  undigested 
food,  and  was  spitting  up  blood.  Forty-five  minutes  prior 
to  delivery  the  fetus  developed  bradycardia.  Toward  the 
end  of  the  first  stage  of  labor,  it  was  noted  that  the  patient 
was  experiencing  strong,  vigorous  contractions  and  pushing 
violently.  With  the  patient  fully  dilated,  after  six  hours 
of  labor,  and  the  vertex  at  plus  2 station,  the  vertex  was 
delivered  with  Piper  axis  traction  forceps.  Immediately, 
shoulder  dystocia  developed.  Two  attempts  were  made 
to  deliver  a shoulder  “with  great  effort  and  much  trauma 
and  difficulty  in  the  manipulation.”  Thirty  seconds  fol- 
lowing the  delivery  of  a living  infant  and  prior  to  delivery 
of  the  placenta,  there  was  some  notable  bleeding.  The 
vagina  and  cervix  were  examined,  and  the  upper  cervical 
canal  and  uterine  cavity  were  explored  manually.  No 
abnormalities  were  found.  Following  this  procedure,  the 
patient  was  noted  to  be  in  a shock-like  state.  A second 
manual  exploration  of  the  upper  genital  tract  included  the 
entire  uterus  which  was  found  to  be  firm  and  free  of  any 
fragments  with  no  evidence  of  lacerations.  The  chart  in- 
dicated persistent  “bleeding  in  a gushing  manner  period- 
ically.” The  anesthesiologist  carried  out  intensive  sup- 


portive therapy;  the  patient  did  not  respond.  The  uterus 
was  then  explored  with  a sharp  endometrial  curet,  pro- 
ducing minimal  tissue  fragments  and  particles.  The  cervix 
was  inspected  and  found  to  be  intact.  A third  manual 
exploration  of  the  uterine  cavity,  the  upper  cervix,  and 
endocervix  revealed  no  defects.  Eight  yards  of  packing 
were  inserted  in  the  uterine  cavity.  A catheterized  urine 
specimen  revealed  hematuria.  A unit  of  blood  was  started 
one  hour  and  15  minutes  after  delivery.  Patient  expired 
one  hour  and  30  minutes  post  delivery.  Autopsy  revealed 
a tear  involving  approximately  two  thirds  of  the  cervical 
circumference  with  the  posterior  uterine  wall  partly  intact, 
a perimetrial  dissecting  hematoma  in  the  broad  ligaments, 
and  a longitudinal  superficial  tear  measuring  8 cm.  in- 
volving the  lower  uterine  cavity  and  upper  part  of  the 
cervical  canal. 

Case  6.  A 37-year-old  gravida  11,  para  5,  abortion  5 
patient  delivered  spontaneously  a full-term  living  male 
infant  after  an  eight-hour  labor.  The  patient  was  hospi- 
talized five  days  prior  to  this  admission  with  a small 
amount  of  painless  vaginal  bleeding.  Immediately  fol- 
lowing delivery,  there  was  a moderate  amount  of  oozing 
controlled  by  insertion  of  an  intrauterine  pack.  The  pa- 
tient became  extremely  pale  and  restless  with  unobtainable 
pulse  and  blood  pressure,  and  was  pronounced  dead  one- 
half  hour  after  delivery.  The  autopsy  report  attributed 
death  to  multiple  air  emboli.  Findings  also  indicated  a 
rupture  of  the  uterine  wall  7 cm.  in  length. 

There  were  three  cases  of  rupture  of  the  gravid  uterus 
due  to  perforation.  Gravidity  was  unreported  in  all  in- 
stances. Perforation  occurred  in  a 16-year-old  undergoing 
D & C for  retained  placenta  one  month  following  delivery; 
a 27-year-old  during  D & C for  incomplete  spontaneous 
abortion;  and  a 37-year-old  with  suspected  criminal 
abortion. 

Traumatic  rupture  of  the  gravid  uterus  occurred  in  two 
instances  involving  automobile  accidents.  Both  fetuses 
were  undelivered. 


Comment 

The  following  are  Committee  comments  based  on 
retrospective  evaluation  of  the  1 1 cases  presented  in 
this  article: 

The  classic  signs  and  symptoms  of  rupture  of  the 
uterus  were  not  recognized  until  the  presence  of  irre- 
versible shock  was  noted. 

It  was  dramatically  evident  that  failure  to  detect  the 
tear  by  vaginal  examination  by  no  means  proved  its 
absence.  There  was  not  only  a delay  in  diagnosis  of 
rupture  of  the  uterus,  internal  hemorrhage,  and  shock 
but  also  in  initiation  of  constructive  and  beneficial 
emergency  treatment. 

From  the  records,  it  appeared  that  there  was  failure 
to  have  hlood  on  call  and  available  for  potentially  com- 
plicated cases  such  as  grand  multiparity,  prolonged 
labor,  vaginal  and  vulvar  varicosities,  difficult  traction 
delivery,  uterine  perforation,  and  suspected  abruptio 
placentae. 

Procrastination  in  performing  laparotomy  to  control 
excessive  hemorrhage  and  the  ineffective  use  of  pack- 
ing and  repacking  only  jeopardized  the  patient  and  in- 
creased the  incidence  of  deep  irreversible  shock. 
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An  early  decision  to  perform  cesarean  section  might 
have  been  lifesaving  in  the  cases  of  prolonged  labor 
presented. 

It  seemed  evident  that  postoperative  and  postpar- 
tum recovery  room  surveillance  was  insufficient  and 
inadequate. 


From  the  information  available,  the  Committee 
must  conclude  that  all  deaths  resulting  from  rupture 
of  the  uterus  were  preventable  with  the  exception  of 
the  two  cases  of  trauma  from  automobile  accidents. 
It  must  be  kept  in  mind  that  opinions  and  criticisms 
concerning  preventability  of  each  case  are  based  on 
the  record  and  facts  presented,  not  on  direct  in- 
volvement. 
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The  characteristics  of  abortion-associated 
deaths  recorded  in  New  York  State  over  the  past  20 
years  reflect,  in  part,  societal  attitudes,  with  a sig- 
nificant decline  in  the  numbers  of  these  deaths  fol- 
lowing a period  of  changing  concepts  in  our  legal  and 
medical  practices.  Nationwide,  the  U.S.  Supreme 
Court,  in  January  1973,  declared  restrictive  state 
abortion  laws  unconstitutional,  and  New  York  State 
preceded  this  decision  to  liberalize  abortion  by  two 
years,  by  passing  legislation  on  July  1, 1970. 

For  purposes  of  this  20-year  review,  from  1957  to 
1976,  the  term  “abortion’’  refers  to  the  birth  process 
culminating  before  the  twentieth  completed  week  of 
gestation.  Abortions  have  been  classified  as 
“spontaneous”  in  the  absence  of  deliberate  inter- 
ference, as  “therapeutic”  when  the  pregnancy  was 

* Supported  by  State  of  New  York  Department  of  Health 
Contracts  C-15025  and  C 17789. 
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TABLE  I.  Abortion-related  deaths  in  New  York  State, 
1957-1976 


Category 

Number  of  Cases 

Total  maternal  deaths 

1125 

Total  abortion -related  deaths 

96 

Spontaneous  abortion 

25 

Therapeutic  abortion 

3 

Elective  abortion 

9 

Illegal  abortion 

50 

Not  classified* 

9 

* Not  possible  from  data  available  to  determine  abortion  classification 
in  these  cases. 


interrupted  for  medically  approved  indications,  and 
as  “elective”  when  the  pregnancy  was  interrupted 
under  legally  acceptable  standards.  Cases  were 
classified  as  “illegal”  if  there  was  suggestive  evidence 
that  the  abortion  was  induced  by  someone  other  than 
a licensed  physician. 

Since  1957,  there  have  been  1,125  reported  ma- 
ternal deaths  in  New  York  State,  of  which  96,  8.5 
percent,  were  abortion-related  (Table  I).  In  most 
instances,  statistics  in  this  article  have  been  based  on 
the  availability  of  completed  case  reports.  Certain 
basic  demographic  data,  however,  were  compiled 
from  death  certificates  only,  without  benefit  of 
completed  case  reports.  Autopsies  were  reported  for 

86.4  percent  of  all  cases. 

Spontaneous  abortions 

Spontaneous  abortions  culminating  in  death  are 
relatively  rare  occurrences  most  often  associated  with 
infection  or  systemic  disease  processes.  In  this  series 
of  spontaneous  abortion  deaths,  15  were  due  to  sys- 
temic disease,  and  10  were  directly  attributable  to 
infection.  Nine  of  the  10  deaths  from  infected 
spontaneous  abortion  occurred  prior  to  1963.  In  the 
last  13  years  only  one  death  has  been  reported,  with 
the  infection  related  to  the  presence  of  a Lippes 
loop. 

The  Ohio  Maternal  Mortality  Study  reports  that 

34.5  percent  of  Ohio’s  abortion-related  deaths  over 
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TABLE  II.  Spontaneous  abortion  incidental  to  primary 
cause  of  death,  1957-1976 


Cause  of  Death 

Number  of 
Patients 

Percent 

Cardiovascular-renal 

4 

26.7 

Cerebrovascular 

3 

20.0 

Gastrointestinal 

2 

13.3 

Anesthetic  reaction 

1 

6.7 

Musculoskeletal 

1 

6.7 

Liver,  biliary,  spleen 

1 

6.7 

Pulmonary  embolism 

1 

6.7 

Neoplasm 

1 

6.7 

Blood  dyscrasia 

1 

6.7 

a 19-year  period,  from  1955  to  1973,  were  due  to 
spontaneous  abortion,  whereas  in  New  York  State, 
from  1957  to  1976,  only  20  percent  of  abortion-related 
deaths  have  been  classified  as  spontaneous. 

Infected  spontaneous  abortion.  For  many  years,  the 
texts  have  stated  that  overwhelming  postabortal  sepsis  is 
often  indicative  of  criminal  interference,  although  not 
admitted  to  by  the  patient.  Consequently,  in  spite  of  the 
fact  that  these  cases  have  been  carefully  reviewed  for 
suggestive  evidence  of  criminal  interference  and  have  been 
classified  as  accurately  as  possible,  caution  should  be  ex- 
ercised in  interpreting  all  of  these  deaths  as  directly  re- 
sultant from  spontaneous  abortion. 

All  women  in  this  series  of  infected  spontaneous  abortion 
were  24  years  of  age  or  older;  four  were  more  than  35  years 
of  age.  The  majority  were  white,  married  mult  igravidas. 
In  those  reporting  gravidity,  the  range  was  from  2 to  8,  with 
one  third  of  the  cases  in  each  of  the  following  categories: 
Gravida  2 to  3,  Gravida  4 to  5,  and  Gravida  6 and  over. 
There  were  no  primigravidas  in  this  group. 

A history  of  previous  abortion  was  reported  in  60  percent 
of  these  cases.  However,  the  type  of  abort  ion  and  any  re- 
lated procedures  were  not  sufficiently  documented  to 
present  an  accurate  picture  of  the  pregnancy  histories. 

Spontaneous  abortion  occurred  at  16  to  20  weeks’  ges- 
tation in  the  majority  of  cases,  80  percent,  with  none  oc- 
curring at  less  than  12  weeks'  gestation. 

The  infection  was  directly  attributed  to  the  presence  of 
Escherichia  coli  organism  in  60  percent  of  the  deaths,  to 
paracolon  bacillus  in  10  percent,  and  to  staphylococcus  in 
10  percent.  Twenty  percent  did  not  report  the  organism 
involved. 

In  this  series,  death  occurred  within  an  average  of  14 
hours  postabortion,  emphasizing  the  importance  of  early 
diagnosis  and  prompt  treatment. 

Spontaneous  abortion  incidental  to  primary  cause 
of  death.  In  one  group,  death  was  not  directly  attributed 
to  abortion  but  was  related  to  systemic  disease  processes, 
and  so  the  15  deaths  have  been  classified  in  cause-of-death 
categories  according  to  the  primary  diagnosis  and  are  not 
presented  as  part  of  the  in-depth  analysis  (Table  II). 
Rather,  this  category  is  presented  as  a matter  of  record  in 
developing  a composite  of  abortion-related  deaths  in  New 
York  State  for  the  past  20  years. 

Therapeutic  abortion 

Complications  of  therapeutic  abortion  have  re- 
sulted in  three  deaths  over  the  past  20  years.  One 
case,  in  1965,  was  a 30-year-old  white,  married  gra- 


TABLE III.  Mortality  rates  for  induced  terminations  of 
pregnancy,  New  York  State 


Year 

Number  of 
Abortions 

Deaths 

Death  Rate 
per  100,000  ITOP 

1970* 

19,115 

0 

0.0 

1971 

56,146 

3 

5.3 

1972 

76,518 

1 

1.3 

1973 

53,602 

1 

1.9 

1974 

40,692 

3 

7.4 

1975 

40,912 

1 

2.4 

1976 

45,45P 

0 

0.0 

* July  through  December. 

f Provisional  data,  State  of  New  York  Department  of  Health. 


vida  6 with  a history  of  two  spontaneous  abortions. 
At  17  weeks’  gestation,  under  general  anesthesia,  a 
hysterotomy  was  performed  for  antepartum  bleed- 
ing. Cardiac  arrest  ensued  during  the  procedure, 
and  the  patient  expired  following  completion  of  a 
tubal  ligation,  never  having  regained  conscious- 
ness. 

The  death  occurring  in  1968  involved  a 28-year-old 
patient  with  a history  of  rheumatic  heart  disease  who 
expired  following  therapeutic  abortion  at  three 
months’  gestation.  Final  diagnosis:  multiple  pul- 
monary emboli. 

In  the  third  case,  occurring  1975,  the  patient  un- 
derwent vacuum  aspiration  and  dilatation  and  cu- 
rettage at  11  weeks’  gestation  for  thrombophlebitis. 
This  35-year-old  white,  married  multipara  expired 
three  days  post-therapeutic  abortion  with  a diagnosis 
of  pulmonary  embolus. 

Elective  abortion 

A total  of  nine  maternal  deaths  associated  with 
elective  abortion  have  been  reported  in  the  period 
from  mid-1970  through  1976  in  New  York  State. 
Based  on  recorded  data  for  this  six-and-one-half-year 
period,  the  overall  case-fatality  ratio  is  2.7  per 
100,000  induced  terminations  of  pregnancy  (ITOP) 
(Table  III).  There  seemed  to  be  no  correlation  be- 
tween the  number  of  induced  terminations  per- 
formed yearly  and  the  annual  death  rates  associated 
with  these  procedures. 

The  CDC  (Center  for  Disease  Control)  reports  age 
distribution  of  women  undergoing  abortion  at  ap- 
proximately one  third  of  women  in  their  teenage 
years,  one  third  at  20  to  24  years,  and  one  third  at  25 
years  or  older.  Even  though  the  number  of  women 
seeking  abortions  nationwide  is  distributed  equally 
among  age  groups,  in  New  York  State  the  mortality 
rate  associated  with  elective  abortion  for  the  period 
since  mid-1970  has  been  five  times  greater  for  the 
over-25-year  age  group  than  for  women  in  their 
teenage  years. 

Combined  data  for  the  six  and  one-half-year  pe- 
riod indicate  that  risk  of  death  from  induced  abortion 
also  increased  with  length  of  gestation.  In  accor- 
dance with  national  statistics  compiled  by  the  CDC, 
risk  of  death  is  highest  from  16  to  20  weeks  but  is 


50  New  York  State  Journal  of  Medicine/January  1979 


TABLE  IV.  Mortality  from  elective  abortion  by  gestation 


1970-1976,  New  York 

1972- 

1974, 

/ State 

/ — National  (CDC) — , 

Weeks 

Number  of 

Number  of 

Gestation 

Cases 

Percent 

Cases 

Percent 

<8 

0 

0.0 

3 

4.0 

9 to  10 

1 

11.1 

13 

17.6 

11  to  12 

2 

22.2 

12 

16.2 

18  to  15 

1 

11.1 

12 

16.2 

16  to  20 

5 

55.5 

28 

37.8 

>21 

0 

0.0 

6 

8.1 

Totals 

9 

99.9 

74 

99.9 

significantly  lower  at  earlier  gestational  periods 
(Table  IV).' 

Four  of  the  maternal  deaths  involved  in-hospital 
saline  abortion  procedures  with  deaths  attributed  to 
afibrinogenemia  with  hemorrhage;  manual  removal 
of  a retained  placenta  with  resultant  perforation  of 
the  uterus;  hyperchloremia  with  possible  amniotic 
fluid  embolism;  and  postabortal  sepsis  with  infection 
attributed  to  patient  irresponsibility. 

Suction  curettage  abortion  performed  in  nonhos- 
pital facilities  resulted  in  two  deaths,  one  attributed 
to  rupture  of  the  uterine  artery  with  hemorrhage  and 
the  other  to  an  anesthetic  reaction  shortly  after  in- 
travenous administration  of  a combination  of  atro- 
pine, fentanyl,  and  droperidol.  A third  suction  cu- 
rettage, performed  in  a hospital,  resulted  in  death 
due  to  arterial  and  venous  air  emboli. 

In  1971,  two  vaginal  hysterotomies  performed  in 
nonhospital  settings  at  14  and  20  weeks’  gestation 
resulted  in  death  from  lacerations  of  the  cervix  and 
uterus  followed  by  hemorrhage. 

Illegal  abortion 

Until  the  decision  of  the  New  York  State  legisla- 
ture regarding  legalization  of  elective  abortion  in  July 
of  1970,  abortion  could  be  performed  only  for  medical 
indications  and  was  referred  to  as  therapeutic  abor- 
tion. All  nontherapeutic,  induced  abortions  were 
classified  as  illegal,  and,  for  obvious  reasons,  the  in- 
cidence is  unknown. 

In  New  York  State,  from  1957  through  1971,  50 
maternal  deaths  have  been  classified  as  resulting 
from  illegal  abortion;  no  illegal  abortion  deaths  were 
reported  in  the  ensuing  five-year  period,  1972 
through  1976.  This  dramatic  decline  in  mortality 
rate  can  probably  be  attributed  to  the  fact  that  legal 
abortion  facilities  had  been  well  established  and  were 
easily  accessible  to  residents  of  New  York  State. 
Although  the  legislation  was  passed  in  July  1970, 
three  illegal  abortion-related  deaths  were  reported 
in  1971.  Why  these  women  failed  to  obtain  a legal 
abortion  cannot  be  determined  from  their  records. 

Even  though  a pattern  of  continual  decline  has 
characterized  overall  maternal  mortality  rates  during 
the  past  20  years,  the  rate  of  illegal  abortion  mortality 
has  been  in  a state  of  constant  fluctuation  (Fig.  1). 


FIGURE  1 . Graphic  comparison  of  maternal  mortality  rate 
with  illegal  abortion  mortality  rate. 


TABLE  V.  Illegal  abortion  mortality  by  weeks 
gestation,  New  York  State,  1957-1971 


Weeks  Gestation 

Percent 

<8 

17.1 

9 to  10 

2.4 

11  to  12 

19.5 

13  to  15 

17.1 

16  to  20 

43.9 

The  only  year  during  which  the  rate  of  illegal  abor- 
tion mortality  fell  to  zero  was  1959,  also  the  year  in 
which  a high  number  of  infected  spontaneous  abor- 
tions was  reported.  It  may  be  conjectured  that  some 
of  these  abortions  were  illegally  induced,  although 
no  evidence  was  apparent  on  review. 

Uncontrollable  infection  was  reported  to  be  the 
direct  cause  of  death  in  over  80  percent  of  all  illegal 
abortions;  death  was  attributed  to  embolism,  hem- 
orrhage, or  ruptured  uterus  in  14  percent,  and  in  5 
percent  of  cases  exact  cause  of  death  was  not  deter- 
mined. 

An  analysis  of  demographic  characteristics  re- 
vealed a fairly  even  distribution  of  cases  among  age 
groups  as  well  as  racial  categories.  The  majority  of 
women  in  this  study  were  multigravidas;  nearly  40 
percent  reported  gravidity  from  6 to  14. 

Approximately  one  half  the  deaths  due  to  illegal 
abortion  occurred  as  a resuli  of  procedures  performed 
between  16  and  20  weeks’  gestation,  a comparable 
statistic  to  that  now  reported  as  the  mortality  rate  in 
New  York  State  for  legal  abortion  (Table  V). 

Mode  of  abortion  was  often  reported  by  the  pa- 
tient, even  though  it  was  not  possible  to  determine 
in  most  instances  whether  the  abortion  was  self-in- 
flicted or  performed  by  a criminal  abortionist.  The 
study  data  indicate  the  most  frequent  method  to 
have  been  the  use  of  a catheter,  but  patients  also  at- 
tempted abortion  through  the  use  of  vaginal  douche 
preparations  such  as  mustard,  clorox,  Lysol  or  soap; 
intrauterine  insertion  of  foreign  objects  such  as 
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clothespins,  sticks,  coat  hangers,  or  knitting  needles; 
and  injection  of  such  tablets  as  ergonovine  maleate 
(Ergotrate)  or  quinine. 

Summary 

From  the  data  presented,  the  most  significant 
factor  increasing  the  risk  of  death  due  to  abortion  is 
infection.  Therefore,  it  is  not  surprising  that  abor- 
tion, either  by  repeated  invasion  of  the  uterus  with 
bizarre  foreign  objects  or  under  suboptimal  condi- 
tions at  the  hands  of  a criminal  abortionist,  resulted 
in  irreversible  infection  in  81.4  percent  of  the  illegal 
abortion  deaths.  In  contrast,  only  5.7  percent  of  the 
deaths  associated  with  legal  abortion  have  been  at- 
tributed to  the  presence  of  infection. 
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Yours  Truly  by  Jobst  — it’s  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 
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that  is  seamless  and  natural.  The  Yours  Truly™  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only  .04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 
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A substantial  favorable  experience  during  the 
past  20  years  has  attested  to  the  validity  and  pro- 
priety of  surgical  treatment  for  intermittent  ence- 
phalic ischemia  deriving  from  exocranial  segmental 
arterial  obstruction.  A genuine  reduction  in  the 
incidence  of  major  strokes  has  supervened  on  the 
mitigation  or  eradication  of  symptoms  of  transient 
cerebrovascular  insufficiency. 

Regrettably,  valuable  and  efficacious  though  it 
surely  is,  this  sphere  of  surgical  endeavor  remains 
plagued  by  morbidity  and  mortality  rates  which  are 
not  inconsiderable  and  which  are  rooted  chiefly  in 
neurologic  complications.  The  spectacle  of  physical, 
psychologic,  and  financial  devastations  inflicted  by 
brain  damage  is  more  poignant  when  its  genesis  is  an 
operation  designed  to  confer  security  against  these 
selfsame  calamities. 

Whenever  a therapeutic  enterprise  founded  on 
sound  principles  goes  awry,  analysis  of  its  failures 
often  points  to  inadequacies  which  usually  were 
preventable.  In  the  main,  the  same  is  true  of  cere- 
bral revascularization  ventures.  Their  technical 
execution  being  quite  facile,  one  may  be  lulled  into 
forgetting  that  there  is  barely  any  permissible  leeway 
for  error  and  that  the  penalty  for  even  apparently 
minor  carelessness  or  inattentiveness  to  detail  can 


be  the  irretrievable  forfeiture  of  brain  cells.  With 
not  just  the  patient’s  well-being  but  survival  itself  at 
stake,  it  behooves  the  conscientious  clinician  to 
construct  a systematic  program  of  defenses  against 
any  forseeable  threat  to  his  patient’s  cerebral  circu- 
lation. The  striving  after  flawless  surgical  technique 
should  in  no  way  detract  from  the  vigilant  and  un- 
stinting preoccupation  that  must  be  accorded  to 
myriad  facets  of  panoperative  management. 

The  subject  may  be  considered  best  in  the  light  of 
carotid  endarterectomy,  which  is  the  most  commonly 
performed  procedure  of  all  and  which  also  yields  the 
greatest  dividends  in  terms  of  amelioration  from 
cerebral  malfunction.  Scrutiny  of  50  publications 
picked  at  random  from  the  literature  of  the  past  five 
years  discloses  fairly  broad  latitude  in  the  overall 
management  of  patients  who  have  undergone  carotid 
endarterectomy,  with  few  precautionary  measures 
enunciated. 

The  purpose  of  this  communication  is  to  describe 
a program  of  rational  approaches  which  has  governed 
a personal  series  of  200  cases  of  carotid  endarterec- 
tomy in  157  patients.  Unilateral  endarterectomy 
alone  was  performed  in  109  patients,  and  staged, 
bilateral  endarterectomy  in  43  others.  In  the  re- 
maining 5 patients  unilateral  endarterectomy  was 
done  in  conjunction  with  each:  carotid  aneurys- 

mectomy, resection  of  a cervical  arteriovenous  fistula, 
internal  carotid  thromboembolectomy,  intraluminal 
dilation  of  carotid  fibromuscular  hyperplasia,  and 
segmental  excision  of  a dolichocarotid.  Vouching  for 
the  successful  application  of  the  specific  guidelines 
was  the  low  complication  rate.  There  were  two  fa- 
talities: one  patient  with  known  prior  ischemic  heart 
disease  suffered  recurrent  acute  myocardial  infarc- 
tion three  days  after  operation,  and  an  elderly  woman 
developed  aspiration  pneumonitis  on  the  first  day 
postoperative  and  succumbed  a few  weeks  later. 
Fixed  hemiplegia  ensued  twice,  once  in  a person  with 
accelerative,  multisystem  arteriosclerosis  obliterans, 
and  the  other  time  in  someone  with  bilateral  carotid 
obstructions  from  combined  atheroma  and  fibro- 
muscular hyperplasia. 

The  following  abbreviations  will  be  used  hence- 
forth in  the  text:  CC,  common  carotid;  IC,  internal 
carotid;  EC,  external  carotid;  CBF1,  cerebral  blood 
flow;  rCHF,  regional  cerebral  blood  flow;  SvCU,  ve- 
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nous  blood  oxygen  saturation;  CVI,  cerebrovascular 
insufficiency;  and  PCO2,  partial  pressure  of  carbon 
dioxide. 

Rationale  of  plan 

The  individual  with  CVI  teeters  on  the  brink  of 
neurologic  disaster.  Carotid  endarterectomy,  the 
very  procedure  intended  to  abolish  that  menace, 
actually  has  the  potential  for  instigating  it  if  cerebral 
circulation  is  molested  during  any  phase  of  operation. 
The  cardinal  concerns  of  panoperative  management 
all  converge  on  sustaining  cerebral  blood  flow  at  the 
physiologic  range  and  even  on  enhancing  it  when 
possible.  Accordingly,  all  steps  are  motivated 
toward  that  end;  any  chemical  or  mechanical  influ- 
ences which  subtract  from  CBF  are  eliminated,  and 
those  which  augment  it  are  fostered. 

Preoperative  considerations.  No  alternative 
diagnostic  methods  to  superior  quality  arteriograms 
are  acceptable  for  guiding  surgery. 

Concomitant  illnesses  are  brought  under  optimal 
control. 

Antecedent  medication  is  stopped  or  dosage  is 
revised. 

Preanesthetic  medication  is  omitted  or  given 
sparingly. 

Intraoperative  considerations.  The  operation 
is  done  under  light  general  anesthesia,  at  normo- 
thermia. 

Positioning  of  the  patient  takes  into  account  me- 
chanical factors  which  may  hinder  CBF. 

Access  to  the  carotid  tree  is  direct  but  mindful  of 
needless  injury  to  neighboring  structures. 

The  carotids  are  prepared  for  endarterectomy  with 
zealous  forbearance  from  unnecessary  or  brusque 
handling,  especially  of  their  bifurcation. 

Temporary  CC-to-IC  shunts  are  not  used  for  ce- 
rebral protection  during  cross-clamping. 

The  adequacy  of  cerebral  perfusion  is  monitored 
by  systemic  arterial  sphygmomanometry  and  central 
venous  gasometry. 

A minimal  number  of  pharmacologic  adjuncts  is 
used  during  operation. 

Regional  CBF  is  maintained  by  enhancement  of 
overall  CBF  through  induced  arterial  hypertension 
and  hypercarbia. 

Temporary  cross-clamping  of  the  carotids  is  done 
in  a manner  intended  to  frustrate  both  immediate 
and  remote  complications. 

Endarterectomy  is  all-encompassing,  although  the 
arteriotomy  is  deliberately  confined  to  the  CC  to 
expedite  partial  restoration  of  ipsicarotid  flow. 

The  completeness  of  endarterectomy  is  verified 
usually  by  inspection  alone,  but  exceptionally  also 
by  arteriography  and  manometry. 

Postoperative  considerations 

Most  possible  postoperative  complications  are 
anticipated  by  preventive  tactics  or  are  combated 
vigorously  should  they  appear. 


Preoperative  considerations 

Concomitant  illnesses  are  brought  under  op- 
timal control.  Nearly  all  candidates  for  carotid 
endarterectomy  are  advanced  in  age.  Not  surpris- 
ingly, many  of  them  are  prey  to  protracted  ailments 
which  coexist  with  CVI  and  tend  to  aggravate  it. 

Characteristically,  ranking  foremost  among  the 
concurrent  conditions  which  derogate  from  CBF  are 
circulatory  derangements  such  as  congestive  heart 
failure,  cardiac  dysrhythmias,  hypovolemia,  anemia, 
polycythemia,  and  postural  hypotension.  Another 
clamant  adversity  is  low-grade,  smoldering  hypox- 
emia from  long-standing  pulmonary  diseases  such  as 
emphysema,  asthma,  or  recurrent  bronchitis. 

While  the  chronicity  of  such  disorders  frequently 
precludes  their  being  rectified  entirely,  whatever  can 
be  accomplished  to  restrain  their  bad  effects  on  the 
cerebral  circulation  is  translated  into  a smoother 
operation  and  convalescence.  Some  steps,  such  as 
insistence  that  cigarette  smoking  be  stopped,  are 
obvious.  Others,  which  entail  analysis  and 
emendment  of  pharmacologic  side-effects,  are  more 
subtle  and  difficult. 

Antecedent  medication  is  stopped  or  dosage  is 
revised.  Because  a plurality  of  those  stricken  with 
intermittent  cerebral  ischemia  emanates  from  the 
geriatric  population,  incidental  drug  treatment 
commonly  is  a backdrop  in  the  case  histories.  Often, 
polypharmaceutical  therapy  is  rendered  either 
worthless  or  latently  noxious  due  to  chemical  in- 
compatibilities. By  and  large,  therefore,  the  bulk  of 
drugs  can  be  safely  discontinued  several  days  prior 
to  carotid  endarterectomy.  Essential  medicaments 
such  as  digitalis  and  insulin  are  exempt,  of  course, 
from  this  rule  of  thumb;  but  even  they  have  their 
nosologic  appropriateness  checked  by  suitable  assays 
to  make  certain  that  they  are  not  a detriment  through 
hidden  toxicity. 

Arterial  hypertension  features  prominently  in 
many  patients  with  CVI.  Rather  than  being  a lia- 
bility, modest  elevations  of  pressure  by  their  upkeep 
of  perfusion  through  nonobstructed  channels  help 
to  conserve  brain  hemodynamics  and  metabolic  ho- 
meostasis. Antihypertensive  agents  therefore  are 
either  stopped  or  their  dosage  is  adjusted  to  bridle 
the  pressure  to  a satisfactory  range.  Either  those 
substances  themselves,  or  d'uretics  given  in  associ- 
ation with  them,  may  induce  a potassium  washout 
severe  enough  to  interfere  with  CBF  by  altering 
cardiac  function,  especially  in  the  presence  of  digi- 
talis. Accordingly,  the  preoperative  correction  of 
hypokalemia  is  of  decided  importance. 

Commonly  prescribed  too  with  liberalness  are 
tranquilizers,  sedatives,  hypnotics,  and  soporifics. 
Since  the  “rambunctiousness,”  “irascible  tempera- 
ment,” and  other  “bizarre  personality”  traits  which 
they  are  meant  to  quell  often  originate  from  episodes 
of  cerebral  hypoxia,  these  substances  may  be  harmful 
by  disguising  premonitory  signals  of  brain  dysfunc- 
tion. Furthermore,  the  autonomic  blockade  or  de- 
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pression  of  vital  medullary  centers  caused  by  several 
of  them  are  synergized  by  a variety  of  other  drugs. 
The  stage  thus  is  set  for  lethal  circulatory  or  respi- 
ratory collapse  from  innocently  prescribed  relative 
overdosage  of  those  other  drugs. 

Vasodilators  comprise  yet  another  class  of  phar- 
macodynamic substances  given  to  a large  number  of 
patients  which  it  is  just  as  well  to  dispense  with  be- 
fore surgery.  None  has  activity  that  is  exclusive  for 
the  cerebral  vessels.  Since  sclerotic  arteries  cannot 
expand,  dilation  is  referred  to  whatever  angiospastic 
component  exists  and  to  nondiseased  collateral 
channels  which  presumably  are  carrying  a full  load 
of  blood  anyway.  Also,  because  the  capacity  of  the 
cerebral  vasculature  is  limited  in  net  dimensions  and 
by  confinement  within  the  skull,  preferential  diver- 
sion of  blood  to  dilated  exocranial  vessels  may  in  fact 
produce  a debit  in  CBF.  In  theory,  the  rheologic 
actions  of  anticoagulants  and  antisludging  chemicals 
should  elicit  a significant  reduction  in  transient  ce- 
rebral ischemic  attacks  and  in  the  frequency  rate  of 
lingering  neurologic  disturbances.  However,  in 
practice,  no  convincing  evidence  has  accrued  that 
they  modify  in  any  respect  the  natural  history  of  CVI. 
A sensible  way  of  discontinuing  the  drugs  is  by  ta- 
pering their  dose.  The  administration  of  vitamin  K, 
epsilon  aminocaproic  acid,  or  other  “pro-coagulants” 
is  unnecessary  and  unwise. 

Preanesthetic  medication  is  omitted  or  given 
sparingly.  Insofar  as  possible,  preanesthetic 
medication  is  restricted  to  atropine  for  minimizing 
reflex  bradycardic  and  hypotensive  responses  to 
vagotonic  stimuli  during  anesthetic  induction  and 
tracheal  intubation. 

Barbiturates  and  opiates  are  shunned  because  el- 
derly people  react  unpredictably  to  them.  Even 
small  doses  may  cause  bradycardia  and  hypotension 
sufficient  to  further  impoverish  the  blood  supply  to 
the  central  nervous  system.  Also,  instead  of  allaying 
excitability  they  may  work  paradoxically  and  pro- 
voke delirium  and  hallucinations,  leading  the  way  to 
cerebral  hypoxia. 

Very  apprehensive  persons  are  calmed  with  a small 
amount  of  diazepam  (Valium).  This  is  given  intra- 
muscularly, never  intravenously,  and  always  just 
before  the  patient  is  en  route  to  the  operating  room, 
so  that  any  idiosyncratic  hypotension,  apnea,  or 
cardiac  standstill  may  be  quickly  combated  with 
nearby  resuscitative  equipment. 

Customarily,  all  oral  intake  is  ceased  starting  on 
the  eve  of  operation.  If  the  procedure  is  not  sched- 
uled within  1 0 hours  of  that  time,  then  venoclysis  is 
started  beforehand.  The  reason  is  that  several  pa- 
tients already  have  hypovolemia  consequent  to  ar- 
terial hypertension,  diuretic  therapy,  or  malnutrition, 
and  the  superimposed  slight  dehydration  from 
compulsory  abstinence  from  fluid  intake  may  suffice 
to  usher  hypotension  predisposing  to  stroke. 

Intraoperative  considerations 

The  operation  is  done  under  light  general  an- 


esthesia, at  normothermia.  Advocacy  of  local 
anesthesia  for  carotid  endarterectomy  pivots  on  the 
claim  that  cerebral  tolerance  to  the  transient  period 
of  imposed  ischemia  can  be  forecast  from  the  awake 
patient’s  mental  and  volitional  responses  to  proba- 
tionary carotid  cross-clamping.  Adverse  reactions 
imply  intolerance  and  that  some  form  of  temporary 
shunting  is  obligatory.  Local  anesthesia  is  by  either 
deep  cervical  nerve  block  or  cervical  epidural 
block. 

Objections  to  local  anesthesia  are: 

1.  Neurologic  complications  may  occur  during  op- 
eration even  when  the  aforementioned  test  finding  is 
negative,  since  the  time  of  clamping  during  endarter- 
ectomy is  appreciably  longer  than  the  duration  of  trial 
occlusion. 

2.  The  tribulation  to  elderly  people,  already  fear- 
ful and  excitable,  of  being  subjected  to  operation  while 
conscious  predisposes  to  frantic  struggling  and  other 
disconcerting  scenes,  besides  being  uncharitable. 

3.  Local  anesthesia  does  not  raise  CBF  or  lower  ce- 
rebral metabolic  rate,  as  does  general  anesthesia. 

4.  Potential  risks  of  deep  cervical  nerve  blockade 
are  inadvertent  subdural  injection,  vagal  or  phrenic 
nerve  infiltration,  vertebral  artery  perforation,  and  the 
like. 

5.  Possible  hazards  of  cervical  epidural  blockade 
are  unwitting  anesthetization  of  the  midbrain,  cranial 
nerves,  or  thoracic  sympathetic  chain. 

No  general  anesthetic  agent  is  ideal  for  carotid 
endarterectomy.  However,  on  balance,  halothane 
probably  transcends  other  drugs. 

Anesthetic  induction  is  brought  about  with  a sleep 
dose  of  thiopental.  Halothane  can  be  used  to  effect 
an  abbreviated  induction  with  scarcely  any  excite- 
ment, but  is  better  relinquished  for  that  purpose 
because  precipitous  induction  may  trigger  cardiac 
dysrhythmias. 

Endotracheal  intubation  is  expedited  by  sprinkling 
lidocaine  and  by  giving  a paralyzing  dose  of  succi- 
nylcholine,  which  may  be  preceded  by  a subpara- 
lyzing quantity  of  curare  to  abort  muscle  fascicula- 
tions. 

Anesthetic  maintenance  is  with  0.5  percent  halo- 
thane in  oxygen.  This  combination  is  suitable  for  a 
light  plane  of  anesthesia,  which  is  desirable  to  ob- 
viate: ( 1 ) adverse  reactions  from  higher  concentra- 
tions of  halothane;  (2)  interference  with  electroen- 
cephalographic  monitoring,  whenever  this  is  prac- 
ticed; and  (3)  delayed  emergence  from  anesthesia 
which  would  hinder  assessment  of  the  patient’s 
neurologic  status  after  endarterectomy.  When,  pe- 
riodically, during  the  operation,  greater  depths  of 
anesthesia  are  wanted,  supplementation  of  the 
mixture  with  nitrous  oxide  is  preferable  to  raising  the 
ratio  of  halothane. 

Skeletal  muscle  relaxation  per  se  is  not  of  primary 
moment  in  the  context  of  carotid  endarterectomy, 
but  is  welcome  nonetheless  to  facilitate  controlled 
ventilation  and  for  overcoming  reflex  movements  to 
pain  at  shallow  planes  of  anesthesia.  The  adminis- 
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tration  of  relaxants  need  be  in  only  minute  doses, 
because  halothane  potentiates  their  action.  At  the 
termination  of  the  procedure  any  residual  neuro- 
muscular blockade  is  cancelled  with  neostigmine  plus 
atropine. 

As  implied  earlier,  diverse  positive  attributes  of 
halothane  make  it  admirably  suited  for  carotid 
endarterectomy: 

1.  It  is  delivered  with  rich  proportions  of  oxygen. 

2.  Its  action  is  short-lived  and  its  elimination  is 
speedy. 

3.  It  dilates  brain  vessels,  reduces  cerebrovascular 
resistance,  and  increases  CBF,  provided  systemic  arte- 
rial blood  pressure  does  not  fall.  Hypercarbia  aggran- 
dizes this  action. 

4.  By  diminishing  oxygen  utilization  by  brain  cells 
it  upgrades  their  ability  to  withstand  ischemia. 

Pharmacologic  effects  of  the  vapor  in  concentra- 
tions exceeding  1 to  1.5  percent  are  deleterious  in  the 
setting  of  cerebral  revascularization  surgery: 

1.  Exaggerated  reduction  in  cerebrovascular  resis- 
tance linked  to  increased  cerebrospinal  fluid  pressure 
may  lift  intracraniai  pressure  to  dangerous  heights. 

2.  The  respiratory  center  is  depressed.  Tidal  vol- 
ume falls.  Tachypnea  and  alveolar  ventilation  super- 
vene. 

3.  The  cardiovascular  system  is  profoundly  af- 
fected by  both  central  and  direct  influences.  Contrac- 
tility is  enfeebled,  sympathetic  function  sinks,  vagal 
tone  is  magnified,  and  total  peripheral  vascular  resis- 
tance drops.  No  reflex  sympathoadrenal  activation 
eventuates  to  annul  myocardial  depression.  Sensiti- 
zation of  the  conduction  tissue  of  the  heart  to  circulat- 
ing catecholamines  inclines  to  dysrhythmias,  especial- 
ly when  there  exists  acidosis,  hypoxia,  or  PCCB  over  70 
torr.  That  is  why  phenylephrine  is  all  right  to  combat 
any  hypotension  during  halothane  anesthesia,  whereas 
epinephrine  and  levarterenol  are  contraindicated. 

Positioning  of  the  patient  takes  into  account 
mechanical  factors  which  may  hinder  CBF.  The 

patient’s  head  rests  on  a foam  rubber  “doughnut”  or 
air  cushion  to  forestall  occipital  alopecia.  The  face 
is  midline  or  barely  turned  away  from  the  side  of  the 
projected  incision.  The  neck  is  not  bent  backward, 
nor  is  any  interscapular  bolster  or  nuchal  prop  used. 
The  systemic  blood  pressure  is  kept  under  close 
watch  as  the  upper  half  of  the  operating  table  is 
brought  to  about  30  degrees  above  the  horizontal. 

The  face  is  held  neutral  or  in  front  to  avoid  possible 
diminution  of  cervical  blood  flow  from  sharp  lateral 
rotation  of  the  head.  Hvperextension  of  the  neck  is 
eschewed  because  in  some  old  people  that  extreme 
position  may  cause:  (1)  acute  kinking  of  an  elon- 
gated or  tortuous  vessel;  (2)  compression  of  the  ver- 
tebral arteries  by  osteophytes;  or  (3)  stimulation  of 
the  carotid  sinus  baroreceptors. 

Elevation  of  the  head  is  never  either  abrupt  or  over 
60  degrees  from  the  horizontal,  or  else  the  CBF  may 
ebb.  The  head-up  tilt  promotes  reduction  of  cere- 


bral venous  pressure,  which  is  to  be  desired: 

1.  Since  cerebral  perfusion  pressure  equals  cere- 
bral arterial  pressure  minus  cerebral  venous  pressure, 
gravitational  lowering  of  venous  pressure  at  constant 
arterial  pressure  leads  to  enhancement  of  the  perfu- 
sion forced  from  behind. 

2.  Amplification  of  cerebral  venous  pressure  is  an 
unwelcome  consort  of  cerebral  arterial  dilation  and  in- 
creased CBF.  The  venous  pressure  rises  because  the 
bony  lacunas  of  the  skull  through  which  the  engorged 
veins  pass  have  fixed  diameters,  so  that  drainage  is  im- 
peded. Cerebral  vasodilation  and  increased  CBF  take 
place  consequent  to  general  anesthesia  and  hypercar- 
bia; they  are  also  sequels  to  reactive  hyperemia  after 
the  endarterectomy  and  declamping. 

Access  to  the  carotid  tree  is  direct  but  mind- 
ful of  needless  injury  to  neighboring  structures. 

The  arteriogram  guides  the  skin  incision,  which  is 
centered  on  the  carotid  bifurcation.  If  the  bifurca- 
tion lies  high  in  the  neck,  a curved  incision  is  made 
in  a skin  crease  starting  behind  the  ramus  of  the  jaw. 
If  the  bifurcation  is  low,  the  incision  sweeps  diago- 
nally over  the  anterior  border  of  the  sternocleido- 
mastoid muscle. 

An  incision  from  the  tip  of  the  mastoid  process  to 
the  sternoclavicular  joint  gives  the  amplest  accessi- 
bility to  the  carotid  system  overall,  but  is  somewhat 
displeasing  cosmetically.  Fewer  important  anatomic 
structures  are  met  through  an  incision  overlying  the 
posterior  border  of  the  sternocleidomastoid;  however, 
prerequisites  of  this  route  are  that  the  face  be  rolled 
away  and  the  vertex  of  the  skull  dropped  sharply, 
both  of  which  positions  are  ill  advised  in  athero- 
sclerotic, osteoarthritic  subjects. 

The  incision  is  deepened  straight  through  platys- 
ma  without  creating  skin  flaps.  Avoidance  of  dead 
space  wards  off  seroma,  hematoma,  abscess,  and  the 
like.  Peripheral  projections  of  the  parotid  and 
thyroid  glands  are  neither  contused  nor  cut,  other- 
wise inflammation,  pain,  and  disagreeable  local 
swelling  of  the  neck  may  mar  the  convalescence. 
The  jugulodigastric  group  of  superior  deep  cervical 
lymph  nodes  often  is  in  the  way  and  is  divided  or 
partly  ablated  between  ligatures. 

Most  small  branches  of  the  external  jugular  vein 
may  be  sacrificed  with  impunity.  The  main  trunk 
is  retracted  out  of  harm’s  way,  or  a long  piece  is  saved 
if  the  vein  has  to  be  transected,  because  it  may  be 
needed  later  as  an  interposition  or  patch  autograft. 

The  common  facial  tributary  of  the  internal  jug- 
ular vein  usually  crosses  on  top  of  the  carotid  bifur- 
cation. It  is  transected  so  that  a longer  piece  remains 
on  the  recipient  vein.  In  due  course,  after  heparin 
administration,  a plastic  tube  is  insinuated  via  the 
stump  to  the  internal  jugular  bulb,  and  from  thence 
into  the  transverse  sinus.  This  catheter  is  employed 
to  sample  effluent  blood  from  the  brain  for  gaso- 
metric  analysis.  Its  tip  is  blunt  so  as  not  to  pierce  the 
wall  or  scratch  the  lining  and  cause  thrombosis,  and 
it  has  side  holes  so  that  mural  “flutter”  or  collapse  do 
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not  occur  when  blood  is  drawn.  If  the  facial  vein  is 
skinny  or  short,  the  catheter  is  threaded  aborally 
through  a purse-string  suture  inserted  directly  in  the 
wall  of  the  internal  jugular. 

Most  of  the  cutaneous  nerves  which  are  unavoid- 
ably cut  to  reach  the  carotids  consist  of  superficial 
filaments  of  the  cervical  plexus.  For  the  rest,  every 
effort  is  made  not  to  stretch,  skeletonize,  or  sever  any 
other  nerve.  This  rule  is  pertinent  especially  with 
regard  to  bilateral  carotid  endarterectomy,  because 
whereas  palsy  of  one  nerve  may  be  merely  discom- 
fiting, subsequent  deprivation  of  its  mate  can  have 
a life-threatening  impact.  The  nerves  which  are 
most  likely  to  be  encountered,  but  are  recognizable 
and  therefore  less  liable  to  accidental  severance,  are: 
great  auricular;  recurrent  mandibular;  pharyngeal 
and  superior  laryngeal  branches  of  the  vagus;  ansa 
hypoglossi;  and  descending  branch  of  the  hypoglos- 
sal. 

The  great  auricular  and  the  mandibular  branch  of 
the  facial  nerve  may  be  hurt  by  the  blades  of  self- 
retaining  retractors,  with  resultant  numbness  or 
paresthesias  of  the  ear,  cheek,  and  corner  of  the 
mouth. 

The  hypoglossal  nerve  may  reside  beneath  the 
edge  of  the  posterior  belly  of  the  digastric  muscle. 
More  often  it  is  seen  medial  to  the  internal  jugular 
vein  and  swings  across  the  carotid  bifurcation  un- 
derneath the  common  facial  vein,  to  which  it  may  be 
stuck.  The  nerve  is  not  as  prone  to  injury  when  the 
facial  vein  is  transected  so  that  a long  stump  is  left 
on  the  internal  jugular.  Also,  division  of  the  small 
sternocleidomastoid  artery  and  vein  along  its  inner 
curve  enables  retraction  medially  of  the  nerve  away 
from  the  carotids.  Often,  the  superior  root  of  the 
ansa  cervicalis,  (descendens  hypoglossi)  has  to  be 
retracted  in  the  same  direction.  Unilateral  palsy  of 
the  nerve  results  in  ipsilateral  tongue  deviation, 
tongue-biting  during  mastication,  and  sometimes 
difficulty  with  speech  or  swallowing.  Bilateral  hy- 
poglossal nerve  injury  may  pose  a threat  to  life  from 
blockage  of  the  larynx  by  the  paretic  tongue. 

The  superior  laryngeal  nerve  is  located  in  back  of 
the  carotid  bifurcation  and  not  subject  to  harm  if  this 
region  is  left  undisturbed.  Sometimes  the  nerve 
originates  anomalously  at  the  upper  part  of  the 
vagus.  Trauma  to  the  nerve  results  in  insensitivity 
of  the  entrance  to  the  larynx,  predisposing  to  aspi- 
ration. 

The  carotids  are  prepared  for  endarterectomy 
with  zealous  forbearance  from  unnecessary  or 
brusque  handling,  especially  of  their  bifurcation. 

The  ventral  aspect  of  the  carotid  sheath  is  split  lon- 
gitudinally. The  carotid  sinus  baroreceptors  ordi- 
narily are  situated  at  the  terminus  of  the  CC  trunk 
and/or  the  origin  of  the  1C.  The  periadventitial 
areolar  tissue  in  this  area  is  infiltrated  with  a few 
drops  of  lidocaine  solution  to  blockade  the  nerve 
endings  and  trammel  erratic  blood  pressure  swings 
excited  by  manipulations  in  the  vicinity  of  the  carotid 
sinus. 


Thereafter,  all  dissection  is  done  with  the  strictest 
proscription  against  undue  displacement  or  palpa- 
tion of  the  arteries.  Chariness  in  this  regard  is 
mandated  by  unarguable  evidence  that  many  intra- 
operative strokes  are  engendered  by  grumous  or 
calcific  microemboli  that  are  unloosed  during  mis- 
handling of  atheroma-encrusted  vessels.  Feeling  the 
arteries  for  plaques  is  a particularly  pernicious  habit, 
delusive,  and  quite  unnecessary  besides.  Blind 
digital  exploration  adds  no  information  to  what  is 
already  adducible  from  the  arteriogram  findings, 
from  knowledge  of  the  typical  morphogenetic  pattern 
of  plaque  distribution,  from  inspection  alone  of  the 
vessel  exterior,  and  from  direct  examination  when 
the  arteries  are  opened. 

Characteristically,  the  plaque  as  seen  across  the 
adventitia  looks  orange  or  yellow,  while  the  unin- 
volved vessel  is  pink  with  a violet  hue.  Depending 
on  its  size,  and  whether  eccentric  or  concentric,  it 
may  bosselate  the  wall.  Sometimes  its  location  is 
bracketed  by  discrete  perivascular  adhesions  or  frank 
scar;  but  this  sign  cannot  be  relied  on  in  instances 
when  angiography  has  been  done  through  direct  ca- 
rotid puncture,  because  reactive  inflammation  then 
is  a very  prevalent  finding. 

Inside,  the  obstruction  is  mostly  localized  and 
limited.  It  begins  at  the  distal  third  or  fourth  of  the 
CC,  forks  into  each  branch,  and  then  tapers  down 
tongue-like  to  normal  endothelium  within  the  first 
couple  of  centimeters.  The  plaque  virtually  always 
creeps  further  up  on  the  posterior  surface  of  the  IC 
than  it  does  on  the  anterior  wall. 

The  consistency  of  lesions  is  variegated;  the  ul- 
cerated ones  are  most  apt  to  contain  a matrix  of  pasty 
grit,  but  even  apparently  hard  mounds  may  be  pul- 
verized when  touched  roughly.  That  is  why  the 
configuration  and  texture  of  a plaque  do  not  have  to 
be  ascertained  beforehand  by  palpation  and,  likewise, 
why  clamps  are  placed  on  vessels  at  sites  that  are  as 
remote  as  possible  from  the  demarcation  between 
atheroma  and  healthy  intima. 

A prudent  method  of  liberating  each  artery  from 
investing  tissues  is  by  initially  isolating  a small  seg- 
ment far  from  the  plaque,  then  encircling  it  with  a 
cotton  tape  which  is  held  on  gentle  tug  as  the  dis- 
section proceeds.  First,  the  most  proximate  part  of 
the  CC  is  detached  from  the  carotid  sheath  so  that 
the  companion  vagus  and  internal  jugular  will  not  be 
caught  in  clamps  applied  later  to  the  artery. 

The  superior  thyroid  artery,  which  is  the  identi- 
fying signpost  of  the  EC,  also  tethers  it  and  very  oc- 
casionally has  to  be  divided  so  that  greater  length  of 
the  EC  can  be  procured.  The  ascending  pharyngeal 
artery,  which  ordinarily  arises  from  the  back  of  the 
EC,  may  have  to  be  divided  when  it  is  found  at  the 
origin  of  the  EC  or  at  the  CC  bifurcation.  At  the  base 
of  the  skull  the  IC  normally  has  a slight  redundancy. 
It  is  uncovered  by  retracting  the  posterior  belly  of  the 
digastric  muscle,  and  several  millimeters  of  it  can  be 
teased  down  into  the  field  by  wetting  with  a few  drops 
of  saline  solution  the  areolar  film  that  it  is  suspended 
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in.  Carotid  nerve  fibers  often  hug  the  posteromedial 
surfaces  of  both  the  IC  and  EC;  hence,  the  interca- 
rotid band  of  tissue  is  not  cut  when  the  isolated  upper 
portions  of  these  vessels  are  encircled  with  cotton 
tapes. 

Mobilization  of  each  carotid  vessel  is  stopped  just 
short  of  a “Y”  with  1-  to  2-cm.  limbs  made  up  of  the 
distal  CC  and  proximal  EC  and  IC.  This  is  pur- 
posely left  apposed  to  the  connective  tissue  behind 
it.  The  reasons  for  not  molesting  the  “Y”  are  sev- 
eralfold: 

1.  Since  it  houses  the  hulk  of  the  atheromatous 
mass,  dislodgment  of  friable  shards  is  averted. 

2.  Anchorage  of  the  segment  provides  the  counter- 
traction required  for  even,  en  bloc  endarterectomy. 

3.  The  superior  laryngeal  nerve  remains  shielded 
behind  the  carotid  bifurcation. 

4.  The  natural  buttresses  at  the  hind  wall  are  un- 
tampered with,  thereby  defending  against  the  possibil- 
ities of  delayed  hemorrhage  or  pseudoaneurysm  for- 
mation from  weakening  or  disruption  of  the  adventitia 
during  extirpation  of  a tightly  entrenched  plaque. 

5.  The  carotid  body  and  sinus  and  intercarotid 
nervous  filaments  are  not  denuded  as  they  splay  above 
and  behind  the  bifurcation. 

All  of  these  reasons  are  legitimate,  the  foremost 
one  being  that  of  not  unwittingly  encouraging  ath- 
eroembolism.  Much  less  calamitous,  although  more 
intriguing  perhaps,  is  what  happens  when  the  carotid 
baroreceptor  and  chemoreceptor  machinery  is 
upset. 

The  carotid  body  usually  is  on  the  posteromedial 
side  of  the  last  portion  of  the  CC,  protruding  slightly 
above  the  crotch  of  the  bifurcation.  The  carotid 
sinus  is  part  and  parcel  of  the  dilatation,  or  carotid 
bulb,  at  the  upper  end  of  the  CC  or  lower  end  of  the 
IC.  The  carotid  sinus  nerve  consists  of  twigs  from 
the  glossopharyngeal  nerve  which  descend  within  the 
intercarotid  connective  tissue  and  enter  the  IC  close 
to  its  orifice.  Traveling  alongside  the  sinus  nerve  are 
filaments  from  the  superior  cervical  ganglion. 

Theoretically,  the  aftermath  of  ablation  of  the 
specialized  carotid  structures  should  be:  inconse- 
quential for  unilateral  destruction  of  either;  mild 
hypertension  and  tachycardia  following  destruction 
of  both  carotid  sinus  mechanisms;  and  ineffectual 
ventilatory  response  to  hypoxia  after  exeresis  of  both 
carotid  bodies.  In  actuality  the  outcome  is  alto- 
gether unforeseeable  for  any  individual  case. 
Plausible  explanations  which  may  be  evoked  for 
observed  clinical  discrepancies  are: 

1.  The  carotid  bodies  themselves  are  seldom  a- 
vulsed  unless  both  carotid  bifurcations  are  stripped  in 
the  rear.  Chemoreceptor  reflexes  are  not  abolished, 
nor  are  ventilatory  responses  to  hypoxia  embarrassed, 
until  the  carotid  bodies  and  their  nervous  linkages  are 
demolished. 

2.  Some  patients  with  advanced  arteriosclerosis 
exhibit  relative  idleness  of  the  baroreflex  system  be- 
cause of  dampened  relay  of  stimuli  to  the  receptors,  ei- 


ther from  these  being  immured  in  a nondistensible  ca- 
rotid bulb  or  from  the  plaque  being  intercalated  be- 
tween them  and  the  bloodstream.  After  endarterec- 
tomy the  bulb  becomes  supple,  the  hitherto  dormant 
receptor  elements  in  it  are  rekindled  by  the  thrust  of 
the  blood,  and  transient  hypotension  and  bradycardia 
occur. 

3.  Although  the  carotid  bodies  may  be  spared  dur- 
ing endarterectomy,  denervation  of  the  sinuses  is  ines- 
capable. The  ensuing  hypertension  is  fleeting  because 
fibers  of  the  vagus  to  the  aortic  arch  are  whole,  and 
barosensing  continues  to  be  subserved  by  the  special- 
ized cells  there.  Alternately,  adaptation  to  the  hyper- 
tension is  drawn  out  because  the  aortic  arch  is  badly 
sclerotic  too,  so  that  pressor  receptiveness  is  smoth- 
ered or  quiescent. 

4.  In  some  old  persons  with  chronic  hypertension 
the  baroreceptor  reflexes  are  sluggish  and  remain  so 
after  endarterectomy,  without  any  postoperative  fluc- 
tuations in  blood  pressure.  Long-standing  hyperten- 
sion causes  barosensing  sensitivity  to  become  dulled, 
and  the  reflex  is  reset  to  a higher  threshold  of  blood 
pressure.  This  phenomenon  may  be  explained  ac- 
cording to  either  hypertensive  degeneration  of  the 
sinus  receptors  or  reduced  mural  compliance  in  baro- 
receptor zones  from  atherosclerosis,  medial  hypertro- 
phy, or  alterations  in  chemical  makeup  of  the  arterial 
walls. 

Temporary  CC-to-IC  shunts  are  not  used  for 
cerebral  protection  during  cross-clamping.  For 

a carotid  vessel  to  be  cleared  surgically  of  the  ather- 
omatous plaque  blocking  it,  the  affected  segment  has 
to  be  segregated  temporarily  from  the  rest  of  the 
circulatory  tree.  In  situations  such  as  cardiac  arrest 
or  vascular  shock  perfusion  to  the  whole  brain  stops, 
and  irreversible  neuronal  injury  sets  in  after  four  to 
five  minutes.  But  regional  encephalic  ischemia 
produced  by  cross-clamping  carotid  arteries  is  less 
grievous  than  global  encephalic  ischemia  and  toler- 
able for  substantially  longer  intervals,  provided  that 
even  a fraction  of  the  regular  blood  supply  continues 
to  be  purveyed  to  the  tissues  beyond  the  clamp(s). 

So  many  variables  govern  the  quantity  of  blood 
which  reaches  different  parts  of  the  brain  of  each 
individual  patient  that  the  time  limit  for  cross- 
clamping cannot  be  predetermined.  Clinical  trials 
of  cerebral  circulatory  tolerance  to  unilateral  carotid 
occlusion,  such  as  the  percutaneous  digital  com- 
pression test,  have  very  little  predictive  value  in  the 
context  of  the  operation,  wherein  anesthesia  and 
other  influences  come  into  play. 

Provisions  of  adequate  oxygenation  to  those  por- 
tions of  the  brain  which  depend  on  vessels  that  will 
be  clamped  temporarily  may  be  satisfied  by  any  of 
four  general  approaches: 

1.  Reduction  of  cerebral  metabolism,  hence  of 
oxygen  requirements,  by  lowering  body  tempera- 
ture. Hypothermia  may  be  induced  by  total  body 
surface  cooling,  by  enveloping  the  head  with  ice,  or  by 
perfusing  the  distal  part  of  the  IC  with  cold  blood  to 
refrigerate  the  brain  regionally.  The  problems  associ- 
ated with  artificial  hypothermia,  irrespective  of  meth- 
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odology,  far  outweigh  any  conceivable  benefits  which  it 
may  have.  It  is  messy,  cumbersome,  prolongs  opera- 
tion time,  and  often  is  uncomfortable.  Its  hazards  in- 
clude cardiac  dysrhythmias,  clotting  abnormalities, 
and  hypotension,  as  well  as  rebound  augmented  cere- 
bral oxygen  consumption  from  shivering  or  from  ther- 
mal gradients  between  different  areas  of  the  brain. 

2.  Irrigation  of  the  distal  arterial  tree  with 
hlood  pumped  through  a cannula  which  is  slipped 
into  the  IC  beyond  the  atherosclerotic  lesion.  The 
arterial  irrigation  technique  is  a variant  of  shunting, 
which  will  be  discussed  shortly.  Its  advantages  are 
that  one  catheter  end  alone  is  intraluminal  and  that 
the  same  avenue  may  be  used  to  cool  the  brain  if  de- 
sired. Its  main  disadvantages  are  those  inherent  in 
the  cost  and  handling  of  an  extracorporeal  blood  reser- 
voir and  pump  oxygenator,  as  well  as  those  relevant  to 
air  and  particulate  embolism,  trauma  to  the  vessel 
from  the  inlying  tube,  and  so  forth. 

3.  Aggrandizement  of  global  cerebral  perfu- 
sion volume  by  induced  hypercarbia  and  of  perfu- 
sion pressure  by  induced  hypertension,  in  expec- 
tation of  commensurate  increased  oxygenation  of 
the  terrain  ordinarily  nourished  by  the  clamped 
artery.  The  aggrandizement  approach  is  the  one 
which  we  favor  and  have  employed  almost  exclusively. 
It  will  be  discussed  at  length  in  the  next  section. 

4.  Rerouting  blood  through  a plastic  shunt 
from  fore  to  aft  the  excluded  vessel  segment.  The 
conduit  may  be  an  external  shunt  lying  parallel  to  the 
vessel  or  an  internal  shunt  residing  within  the  vessel. 
Because  it  constitutes  a verisimilitude  of  the  natural 
carotid  circulation,  shunting  furnishes  a measure  of 
physiologic  security  unmatched  by  any  other  method 
of  cerebral  protection.  That  paramount  dividend  not- 
withstanding, shunting  tends  to  be  beset  by  a multi- 
tude of  real  mechanical  problems  and  potential  perils. 
The  greatest  of  these  concerns  the  splintering  of  cal- 
careous or  cholesterol  fragments  that  then  metastasize 
to  the  brain.  This  accident  is  most  apt  to  occur  during 
difficulties  with  installation  or  accommodation  of  an 
inlying  shunt,  which  device  may  rub  against  the  plaque 
or  push  debris  ahead  of  it.  The  tips  of  an  external 
type  of  shunt  are  not  as  likely  to  impinge  on  atheroma, 
but  its  proper  placement  necessitates  either  an  extend- 
ed arteriotomy  or  a separate  incision  near  the  outlet  of 
the  IC.  One  or  another  of  these  maneuvers  invites  iat- 
rogenic stenosis  at  what  is  normally  the  slenderest  and 
most  fragile  sector  of  the  cervical  carotid  system,  and 
the  stenosis  is  not  mitigated  by  either  using  the  shunt 
as  a stent  or  applying  a patch  graft.  In  other  words, 
not  as  good  an  anatomic  result  is  achieved  when  a 
shunt  is  employed  as  when  one  is  not  employed. 

There  are  several  other  annoyances  imposed  by 
shunts,  whether  of  the  external  or  internal  kind, 
namely:  (1)  they  are  incommodious,  encumbering 
the  already  crowded  small  field  of  operation;  (2)  they 
deform  the  vessels;  (3)  they  prolong  operation;  (4) 
they  may  kink;  (5)  they  may  cause  vasospasm;  (6) 
they  may  slide  out;  (7)  they  may  he  responsible  for 
air  embolism;  (8)  they  may  introduce  infection;  (9) 
they  may  harbor  clots;  (10)  the  mere  presence  of 
blood  in  them  is  no  assurance  of  adequate  flow  across 
them;  and  (11)  indeed  the  flow  tends  to  vary  con- 
siderably during  manipulations. 


Although  these  risks  generally  make  shunting 
unreasonable  in  people  with  adequate  collaterals,  the 
surgical  plan  includes  contingency  preparations  for 
that  modality.  Ideally,  shunts  fabricated  commer- 
cially in  different  sizes  are  available,  the  best  of  them 
being  T-shaped  extraluminal  ones.  The  side  arm  is 
used  for  withdrawing  blood  samples  or  can  be  fitted 
with  a probe  for  continuous  enregistration  of  flow.  If 
shunts  of  that  sort  are  not  handy,  makeshift  ones  can 
be  fashioned  out  of  sterile  nasogastric  or  suction 
tubing. 

We  have  not  needed  to  use  shunting  for  any  carotid 
endarterectomy  during  the  last  four  years,  but  would 
have  recourse  to  it  unhesitatingly  if  certain  circum- 
stances appertained,  for  example:  (1)  angiographic 
evidence  of  scanty  transcerebral  and  other  collater- 
als, especially  when  coexistent  with  an  occluded 
ipsilateral  vertebral  artery;  or  (2)  in  anticipation  of 
unusually  prolonged  operation  time,  as  would  even- 
tuate from  having  to  sew  an  interposition  graft  to 
reconstruct  a torn  vessel. 

Theoretically,  shunting  also  could  always  be  in- 
stituted prior  to  commencing  arteriotomy  closure 
after  every  endarterectomy,  for  by  then  the  danger 
of  particulate  embolism  would  be  past.  Neverthe- 
less, the  bother  of  it  and  the  possibility  of  the  other 
cited  pitfalls  would  still  remain. 

The  adequacy  of  cerebral  perfusion  is  moni- 
tored by  systemic  arterial  sphygmomanometry 
and  cerebral  venous  gasometry.  There  is  as  yet 
no  single  method  applicable  to  the  clinical  setting 
which  is  capable  of  continuously  monitoring  true 
rCBF.  Nevertheless,  a fairly  faithful  reflection  of  the 
state  of  perfusion  may  be  obtained  from  a composite 
of  tests.  Owing  to  logistic  limitations,  the  scope  of 
testing  conducted  in  the  operating  room  perforce  is 
modest. 

The  electrocardiogram  is  recorded  in  standard 
fashion.  The  arterial  blood  pressure  is  measured 
periodically  by  cuff;  it  is  better,  if  technician  assis- 
tance is  available,  to  have  continuous  monitoring  of 
the  pressure  from  a brachial  or  radial  intra-arterial 
catheter  attached  to  a transducer.  A central  venous 
pressure  line  is  useful  to  gauge  the  state  of  hydra- 
tion. 

Cerebral  venous  blood  gasometry  is  an  essential 
companion  to  the  method  of  brain  protection  by  in- 
duced hypercarbia.  Serial  samples  of  blood  are 
procured  anaerobically  from  the  transverse  jugular 
sinus  via  a tube  passed  into  it  through  the  facial  vein 
tributary  of  the  internal  jugular  vein.  Blood  gas 
tensions  and  pH  (hydrogen  ion  concentration)  are 
measured  on  a polarograph  using  macromodular 
methodology.  The  time  from  the  acquisition  of  the 
samples  to  the  reading  is  roughly  one  minute.  De- 
sirable values  are  SvO<2  consistently  above  60  percent 
throughout  the  procedure  and  PCO2  between  50  and 
60  mm.  Hg  during  the  period  of  cross-clamping. 

The  transverse  jugular  sinus  blood,  being  the  im- 
mediate effluent  from  the  brain,  is  considered  to  be 
particularly  suitable  for  appraising  cerebral  arte- 
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riovenous  oxygen  difference,  provided  that  the  ar- 
terial blood  is  fully  oxygenated  and  that  cerebral 
metabolism  remains  constant.  A small  arteriove- 
nous oxygen  difference  is  taken  to  connote  good  ce- 
rebral energy  supply  and  a low  cerebral  metabolic 
rate  of  oxygen  consumption.  Levels  of  SvCL  under 
60  percent  before  or  during  temporary  clamping  of 
the  CC  imply  marginal  or  inadequate  CBF,  since 
autoregulation  is  thought  to  halt  at  the  critical  level 
of  50  percent  SvO_>.  The  SvO>  and  PCO2  hear  a 
linear  relationship. 

For  all  of  its  utility,  the  transverse  sinus  blood 
gasometrv  method  has  conceptual  failings  which 
cannot  he  ignored.  First,  it  assumes  equal  How  in  the 
venous  circuits  of  both  hemispheres,  that  is,  later- 
ality, whereas  often  anatomic  anomalies  and  irregular 
distribution  of  arteriosclerosis  contravene  this. 
Second,  the  SvCL  may  indeed  mirror  trends  in  the 
purveyance  of  oxygen  to  the  whole  brain,  but  it  does 
not  differentiate  between  variations  in  oxygen  ex- 
traction, alterations  in  CBF',  or  combinations  of  these 
factors  with  regard  to  regional  cerebral  metabolism. 
For  instance,  SvCL  may  he  spuriously  elevated  be- 
cause the  brain  cells  are  poisoned  and  unable  to  uti- 
lize oxygen  rather  than  represent  good  cerebral  ox- 
ygenation. Again,  SvOj  may  be  low  from  increased 
oxygen  consumption  consequent  to  stagnant  hy- 
poxemia rather  than  slightly  insufficient  CBF. 

Two  other  modalities  for  assessing  the  adequacy 
of  cerebral  protection  are  electroencephalography 
and  the  measurement  of  back  pressure  in  the  IC. 

The  practical  shortcomings  of  electroencepha- 
lography greatly  outweigh  its  theoretic  usefulness. 
Principally,  the  electroencephalogram  can  reveal 
small  regional  cortical  aberrations  which  would  es- 
cape discovery  by  any  other  means.  Conversely,  it 
may  miss  deficient  vertebral-basilar  flow,  which  is 
detectable  by  jugular  sinus  gasometrv.  Other  con- 
siderations are: 

1.  It  is  unreliable  during  all  planes  of  general  anes- 
thesia except  the  lightest  one. 

2.  It  is  affected  by  the  depth  of  ventilation. 

3.  It  is  often  abnormal  when  hypotension  or  cardi- 
ac dysrhythmias  exist,  but  reverts  when  these  condi- 
tions are  corrected. 

4.  It  does  not  uncover  brain-stem  damage. 

5.  Its  inscriptions  are  susceptible  to  artifacts  from 
neighboring  electric  appliances  and  vibrations. 

6.  It  requires  extra  personnel,  namely,  a technician 
to  operate  the  machine  and  a physician  who  is  conver- 
sant with  its  peculiarities  under  operating  room  condi- 
tions to  interpret  the  tracings. 


In  short,  besides  not  being  an  infallible  indicator 
or  predictor  of  cerebral  ischemia,  electroencepha- 
lography is  too  cumbersome  and  impractical  for 
general  use. 

Back  pressure  in  the  IC,  variously  referred  to  also 
as  stump  pressure,  poststenotic  pressure,  and  anas- 
tomotic arterial  pressure,  is  an  indirect  index  of  col- 
lateral blood  flow.  It  is  a summation  of  pressures 
transmitted  through  the  circle  of  Willis  and  from 
peripheral  resistance  in  the  vascular  beds  supplied 
by  the  anterior  and  middle  cerebral  arteries.  To  be 
determined  exactly,  the  pressure  should  be  measured 
beyond  the  IC  stenosis,  with  clamps  on  the  CC  and 
EC.  But  this  is  a flimsy  and  narrow  segment  of  the 
artery,  liable  to  be  badly  injured.  Therefore,  the 
recording  needle  usually  is  inserted  instead  below  the 
IC  inlet,  in  a closed  fluid  system.  The  problem  here 
is  that  this  is  the  dominant  location  of  atheroma, 
which  may  be  scratched  against  by  the  needle  tip. 

Back  pressure  in  the  IC  is  ascertained  to  decide 
whether  collateral  circulation  is  sufficient  to  sustain 
normal  cerebral  function  during  the  temporary 
maximum  shutoff  of  carotid  flow  from  clamping. 
There  is  no  agreement,  however,  about  what  is  the 
preclamping  critical  borderline  below  which  laying 
a shunt  must  be  contemplated.  Apparent  am- 
biguities come  partly  from  pressure  mensuration 
being  discontinuous,  and  also  from  the  fact  that  back 
pressure  and  perfusion  pressure  are  not  necessarily 
identical. 

Thus,  what  would  pass  for  an  ostensibly  optimal 
preclamping  back  pressure  may  drop  dangerously 
during  the  clamping  period  if  bradycardia  or  systemic 
arterial  hypotension  should  supervene  furtively. 
Moreover,  in  chronically  hypertensive  persons  an 
otherwise  adequate  back  pressure  may  be  too  small 
to  satisfy  cerebral  energy  requirements.  Again,  in 
people  with  a scarcity  of  collaterals,  or  with  elevated 
cerebrovascular  resistance  or  venous  pressure  from 
arteriosclerosis  of  the  brain,  the  effective  perfusion 
pressure  may  fall  far  short  of  the  back  pressure 
value. 

These  considerations  underscore  the  importance 
of  always  propping  up  local  perfusion  pressure  by 
inducing  moderate  systemic  hypertension,  even 
though  perfusion  pressure  is  estimated  indirectly  by 
measuring  IC  back  pressure  and  the  rise  in  back 
pressure  produced  by  systemic  hypertension  may  not 
elicit  a proportional  rise  in  perfusion  pressure. 

767  Fifth  Avenue 
New  York,  N.Y.  10022 
(DR.  SCHECHTER) 


Part  II  will  appear  in  the  February  issue  of  the  Journal. 
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Traditional  methods  for  evaluating  the  quality 
of  blood  sugar  control  in  diabet  ic  patients  leave  much 
to  be  desired.  Fasting  or  postprandial  blood  sugars 
at  monthly  or  greater  intervals  can  hardly  be  ex- 
pected to  represent  the  average  blood  sugar  we  are 
trying  to  infer.  Fractional  urine  sugars  are  often 
vitiated  by  an  altered  renal  threshold. 

A new  method  of  defining  control  in  diabetic  in- 
dividuals has  been  proposed  using  the  percentage 
concentration  of  a minor  hemoglobin  designated  Alc, 
formed  by  the  condensation  of  glucose  and  hemo- 
globin. Normally  present  in  a concentration  of  about 
3 percent  of  the  total  hemoglobin,  it  is  increased  to 
two  to  three  times  above  normal  in  diabetic  per- 
sons. 

Background 

In  1969,  it  was  first  discovered  that  this  fraction 
was  increased  in  diabetic  patients.1  Since  then, 
many  studies  both  clinical  and  experimental  have 
shown  increases  proportional  to  the  degree  of  glucose 
intolerance.  At  first  it  was  thought  to  be  a genetic 
marker  for  diabetes,  but  later  studies  with  identical 
twins  discordant  for  diabetes  showed  it  to  be  an  ac- 
quired abnormality. 

Using  differential  centrifugation  to  separate  red 

I blood  cells  by  age,  it  was  shown  that  both  normal  and 
diabetic  individuals  have  more  Hb  (hemoglobin)  Alc 
in  the  older  than  the  younger  cells.  This  reaction 
between  glucose  and  hemoglobin  is  strong,  almost 
irreversible,  and  occurs  nonenzymatically  after  the 
hemoglobin  has  been  completely  synthesized.  The 
reaction  occurs  slowly  over  the  course  of  the  life  of  the 
red  blood  cells,  and  the  Hb  Alc  concentration  is 
therefore  a resultant  of  the  mean  life  of  the  red  blood 
cells  and  the  integrated  level  of  blood  sugar  over  that 
period  of  time. 


A clinical  study  in  which  24-hour  urine  test  results 
for  glucose  were  available  one,  two,  and  three  months 
before  the  determination  of  Hb  Aic  showed  a corre- 
lation between  the  amount  of  glucose  excreted  and 
the  concentration  of  Hb  Aic.2  The  best  correlation 
w'as  that  with  those  urine  samples  collected  two 
months  before.  Studies  of  a group  of  poorly  con- 
trolled diabetic  individuals  showed  Hb  A],,  reaching 
equilibrium  about  four  weeks  after  a continued  pe- 
riod of  precise  control  of  the  blood  sugar  was 
achieved.  The  Hb  A]C  concentration  reaches  its 
equilibrium  slowly  owing  to  the  slowness  of  the  glu- 
cose interaction  with  the  hemoglobin  and  the  long  life 
of  the  red  blood  cell  which  contains  the  reaction 
product. 

Thus  this  process  of  glycosylation  of  hemoglobin 
is  proportional  to  the  concentration  of  blood  glucose. 
It  reflects  the  integrated  time-averaged  blood  sugar 
findings  over  the  previous  weeks.  The  transient 
fluctuations  of  blood  sugar  so  often  encountered 
would  be  incorporated  into  this  index  of  control. 

Future  use 

The  clinical  usage  of  the  hemoglobin  Alc  assay 
awaits  a method  applicable  to  the  clinical  laboratory. 
New  radioimmunoassay  methods  and  new  high- 
performance  liquid  chromatography  methods  are 
very  promising  in  the  speed,  accuracy,  and  small 
amount  of  blood  required. 

It  is  exciting  to  think  that  we  might  now  intelli- 
gently compare  various  regimes  such  as  diet,  sulfo- 
nylureas,  and  insulin,  and  that  we  can  by  perhaps 
monthly  determinations  attempt  to  correlate  control 
with  diabetic  complications.  Of  course,  the  value  of 
Hb  Aic  as  a measure  of  diabetic  control  remains  to  be 
proved  even  though  it  appears  to  satisfy  the  premise 
that  it  serves  as  a time-integrated  blood  glucose. 
Perhaps  a correlation  of  complications  and  blood 
sugar  relate  more  to  the  bursts  of  hyperglycemia  than 
the  mean  levels.  The  definition  of  control  has  always 
been  the  weak  link  in  prior  studies  of  this  kind. 

113  Holland  Avenue 
Albany,  New  York  12208 
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Rocky  Mountain 
Spotted  Fever 

Epidemiologic  and  clinical  features 


The  spring  season  brings,  with  its  warmth  and 
outdoor  living,  the  threat  of  Rocky  Mountain  spotted 
fever.  The  incidence  of  the  disease  has  risen  on  the 
national  and  local  scenes  during  the  past  five  years. 
The  number  of  reported  cases  in  the  United  States 
rose  from  523  in  1972  to  1,115  in  1977.  Corre- 
sponding figures  for  Suffolk  County  were  5 in  1972 
and  27  :n  1977.  These  reported  cases,  however,  do 
not  represent  the  actual  incidence  of  the  disease. 
Many  atypical  cases  are  misdiagnosed,  while  others 
are  aborted  early  in  the  disease  process  because  of  the 
widespread  use  of  antibiotics. 

Etiology  and  symptoms 

The  disease,  which  is  caused  by  Rickettsia  ric- 
kettsii,  is  transmitted  on  Long  Island  mainly  by  the 
American  dog  tick,  Dermacentor  variabilis.  The 
adult  tick  lives  mostly  outdoors  on  low  shrubs  and 
high  grass  and  is  introduced  into  homes  by  pets, 
mostly  dogs.  The  proportion  of  ticks  found  infected 
with  R.  rickettsii  in  the  samples  examined  in  Suffolk 
County  ranges  from  0 to  15  percent.  Contrary  to  the 
previous  experience  with  heavy  tick  infestation  in 
some  eastern  towns  of  Suffolk  County,  the  last  three 
years  demonstrated  a high  tick  population  in  a few 
western  areas  as  well. 

The  brown  dog  tick,  Rhipicephalus  sanguineus, 
a prevalent  indoor  tick,  often  confuses  the  picture 
and  causes  unwarranted  alarm.  This  tick  does  not 
transmit  the  disease  in  the  United  States. 

Following  an  incubation  period  of  3 to  12  days,  the 
disease  is  usually  manifested  in  the  form  of  headache, 
malaise,  and  fever,  followed  two  to  three  days  later 
by  a maculopapular  rash  appearing  first  on  the  wrists 


and  ankles  and  extending  to  cover  the  rest  of  the 
body.  One  characteristic  feature  of  the  rash  is  that 
it  often  covers  the  palms  and  the  soles.  In  severe 
cases,  the  rash  may  become  petechial,  confluent,  or 
largely  hemorrhagic.  The  seriousness  of  Rocky 
Mountain  spotted  fever  is  evidenced  in  a 20  percent 
case  fatality  rate  among  untreated  patients  and  a rate 
of  7 to  8 percent  on  a national  basis. 

Diagnosis  and  control 

Diagnosis  depends  on  a history  of  tick  bite,  char- 
acteristics of  the  rash,  and  laboratory  findings.  The 
latter  refer  to  the  Weil-Felix  reaction  and  the  specific 
complement  fixation,  rickettsial  agglutination,  or 
neutralization  test  findings.  Agglutinins  to  Proteus 
OX- 19  and  OX-2  appear  during  the  second  week  and 
last  for  several  weeks.  The  more  specific  agglutinins 
appear  during  the  second  or  third  week  and  last  for 
several  months.  A titer  of  1:160  for  the  Weil-Felix 
reaction  and  1:10  for  the  complement  fixation  test  are 
suggestive  of  infection. 

Because  of  the  vague  symptoms  in  the  prodromal 
period,  the  disease  may  simulate  upper  respiratory 
and  other  nonspecific  infections.  With  the  appear- 
ance of  the  rash,  other  conditions  should  be  consid- 
ered in  the  differential  diagnosis,  namely,  atypical 
measles,  meningococcemia,  typhus,  and  typhoid 
fevers. 

Diagnosis  of  exanthematous  conditions  in  patients 
who  reside  in  or  have  visited  areas  heavily  infested 
with  ticks  is  often  difficult  and  requires  frequent 
laboratory  testing.  A case  presenting  with  fever,  a 
maculopapular  rash,  and  a history  of  tick  bite  ac- 
companied with  a high  titer  to  P.  OX-19  or  OX-2  is 
often  diagnosed,  and  justifiably  so,  as  Rocky  Moun- 
tain spotted  fever.  Many  cases  investigated  by  the 
Suffolk  County  Department  of  Health  Services  with 
similar  history  and  clinical  and  laboratory  findings 
are  finally  confirmed  by  serologic  testing  with  specific 
antigens  as  measles.  In  some  of  these  cases  of  atyp- 
ical measles,  titers  as  high  as  1:640  to  P.  OX-19  were 
encountered. 

By  the  same  token,  an  atypical  rash,  lack  or  ques- 
tionable history  of  tick  bite,  and  low  titers  in  the 
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Weil-Felix  reaction  should  not  exclude  Rocky 
Mountain  spotted  fever. 

Presumptive  diagnosis,  based  on  the  clinical 
findings  and  contact  with  ticks,  should  justify  the 
administration  of  tetracycline,  the  most  effective 
antibiotic  against  Rocky  Mountain  spotted  fever. 

The  prescription  of  antibiotics,  however,  during 
the  first  few  days  often  aborts  the  full  development 
of  the  rash  and  delays  the  emergence  of  agglutinins. 
For  confirmatory  diagnosis,  serologic  testing,  espe- 
cially for  the  specific  agglutinins,  should  be  per- 
formed during  the  first  few  days  of  illness,  during  the 
second  week,  and  four  to  six  weeks  after  onset. 

Unlike  other  arthropod-borne  infections,  area 
control  of  Rocky  Mountain  spotted  fever  through  the 
use  of  insecticides  has  been  rather  limited  for  several 
reasons  which  cannot  be  elaborated  on  in  this  brief 


Clinical  Clues 

— The  number  of  leukocytes  in  the  peripheral  blood  is 
usually  increased  in  the  chronic  leukemias,  but  in  the 
acute  leukemias  total  blood  leukocytes  may  be  increased 
(in  approximately  55  percent  of  patients),  normal  (15 
percent),  or  decreased  (30  percent),  at  the  time  of  diag- 
nosis. 

— Occasionally,  no  abnormal  cells  are  detected  in  blood 
smears  of  leukopenic  patients  with  acute  or  aleukemic 
leukemia. 

— There  is  a higher  frequency  of  disseminated  intravas- 
cular coagulation  with  promyelocytic  leukemia  but  a 
higher  frequency  of  gum  infiltration  with  monocytic 
varieties  of  leukemia. 

— Iron  loading  regularly  accompanies  severe  thalassemia 
from  both  transfusions  and  increased  dietary  absorption, 
and  cardiac  hemosiderosis  may  be  a cause  of  death. 

— Increased  sideroblasts  are  found  in  roughly  50  percent 
of  persons  with  severe  alcoholism  who  are  admitted  to 
the  hospital.  Abnormal  pyridoxine  metabolism  has 
been  demonstrated  in  this  group. 

— Alcohol-related  marrow  suppression  may  occur  with 
thrombocytopenia  and  neutropenia. 

— Essential  thrombocytosis  commonly  is  associated  with 
recurrent  hemorrhage,  especially  in  bleeding  into  the 
gastrointestinal  tract  and  the  urinary  system.  This 


presentation.  On  a trial  basis,  the  Department  of 
Health  Services  conducted  a limited  spraying  pro- 
gram in  certain  areas  using  four  insecticides,  namely, 
Baygon,  Dursban,  Dibrom  8,  and  Pyrethrum.  The 
results  of  the  trial  are  currently  being  evaluated. 

Control  of  Rocky  Mountain  spotted  fever  relies, 
to  a great  extent,  on  the  promotion  of  community 
education  and  on  alerting  the  medical  profession  to 
the  existing  problem.  Two  pamphlets  entitled 
“Ticks  and  Rocky  Mountain  Spotted  Fever”  and 
“Know  Your  Enemy”  have  been  developed  and  dis- 
tributed by  the  Suffolk  County  Department  of 
Health  Services.  Emphasis  in  these  pamphlets  is 
placed  on  modes  of  transmission  and  the  methods  of 
prevention  and  control.  Should  you  need  a supply 
of  the  pamphlets,  please  contact  the  Division  of 
Public  Health,  telephone  number  (516)  979-2200. 


disorder  occurs  ordinarily  in  the  fifth  and  sixth  dec- 
ades. 

— As  a general  rule,  one  may  expect  increased  hemorrhagic 
complications  as  the  platelet  count  is  progressively  ele- 
vated. 

— The  administration  of  “megadose”  methotrexate  has 
improved  the  disease-free  survival  of  patients  operated 
on  for  cure  of  osteogenic  sarcoma  from  approximately 
20  to  80  percent  at  20  months. 

— Women  whose  breast  cancers  have  estrogen  receptors 
have  approximately  a 50  percent  chance  of  responding 
to  hormonal  manipulation.  If  progesterone  receptors 
are  present  as  well,  the  chances  of  responding  to  hor- 
monal manipulation  appears  to  increase  further. 

- — Hodgkin’s  disease  of  the  nodular  sclerosis  type  behaves 
somewhat  differently  from  the  other  histologic  types  in 
that  it  tends  to  affect  females,  has  a predilection  for  the 
mediastinum,  tends  to  spread  by  contiguity,  and  is  un- 
likely to  transform  into  a different  histologic  type. 
Hodgkin’s  disease  with  lymphocyte  predominance  and 
nodular  sclerosis  has  longer  survival  than  mixed  cellu- 
larity  and  lymphocyte  depletion. 

NATHANIEL  SHAFER,  M.D. 
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Innovations  in  the  clinical  pharmacology  of  an- 
tihypertensive agents  have  provided  the  clinician 
with  potent  and  unique  drugs.  Minoxidil  represents 
the  most  potent  oral  vasodilator  synthesized,  and 
despite  various  side-effects  it  has  offered  significant 
resolution  of  previously  refractory  hypertension. 
Prazosin,  originally  considered  to  be  a direct-acting 
vasodilator,  has  unique  properties,  acting  indirectly 
to  decrease  peripheral  resistance  by  virtue  of  its 
ability  to  act  as  an  atypical  alpha-receptor  blocking 
agent. 

Pharmacology  of  vasodilators 

Drugs  which  act  primarily  and  directly  on  vascular 
smooth-muscle  cells  without  depending  on  an  inhi- 
bition within  the  adrenergic  nervous  system  are 
called  vasodilators  (Table  I).  Vasodilators  result  in 
an  alteration  in  cellular  calcium  metabolism  which 
may  mediate  the  vasodilating  response  by  interfering 


with  calcium  movements  within  vascular  smooth 
muscle.  These  fluxes  are  responsible  for  initiating 
or  maintaining  the  contractile  state.  Diazoxide 
(Hyperstat)  and  minoxidil  have  been  demonstrated 
to  block  calcium  uptake  into  the  cell  membrane, 
whereas  nitroprusside  has  been  demonstrated  to 
inhibit  intracellular  calcium  release  or  the  effects  of 
calcium  on  the  activation  of  contractile  proteins. 

Vasodilators  can  act  on  both  the  arterial  side  and 
on  the  venous  side  of  the  circulation.  Those  vaso- 
dilating drugs  that  have  action  on  the  arterial  side, 
such  as  minoxidil,  hydralazine,  and  diazoxide,  would 
cause  a decrease  in  arteriolar  resistance  and  a fall  in 
the  afterload  of  the  heart  with  an  augmentation  of 
blood  flow.  Simultaneously,  the  absence  of  a vaso- 
dilator effect  on  the  veins  leads  to  an  increase  in  ve- 
nous return,  producing  an  elevated  preload.  This 
reduction  in  afterload  and  increase  in  preload  com- 
bine to  produce  an  increase  in  cardiac  output.  Be- 
sides this  mechanical  increase  in  cardiac  output, 
autonomic  reflexes  lead  to  an  increase  in  heart  rate 
and  cardiac  output.  Drugs  such  as  nitroprusside  and 
possibly  prazosin  act  not  only  on  the  arterial  side  of 
the  circulation  but  on  the  venous  side  as  well.  Ni- 
trates act  principally  on  the  venous  limb  of  the  cir- 
culation. The  venodilator  reduces  venous  return  by 
an  increase  in  compliance  of  the  venous  capacitance 
system,  thus  reducing  preload  on  the  heart  as  well  as 
a decrease  in  cardiac  output.  Changes  in  afterload 
with  venodilators  depend  on  the  degree  of  arteriolar 
dilatation  indigenous  to  the  particular  compound. 

The  vasodilators  do  not  have  any  specific  effect  on 


TABLE  I.  Qualitative  comparison  of  effect  of  vasodilators  on  cardiovascular  function 


r 

Site  of  Action 

On 

On 

On 

Drug 

Route 

Dose  (mg.) 

Artery 

Vein 

Heart* 

Hydralazine 

p.o.vi.v.** 

40  to  200 

+ 

± 

+ 

Diazoxide 

I.V./P.O. 

300  to  600 

+ 

± 

+ 

Minoxidil 

P.O. 

5 to  40 

+ 

± 

+ 

Prazosin** 

P.O. 

1 to  20 

+ 

+ 

- 

Nitroprusside  (sodium) 

l.V. 

0.03  to  0.150*** 

+ 

+ 

db 

Nitrate  (sodium) 

I.V. 

100*** 

± 

+ 

— 

* An  indirect  effect  mediated  reflexly. 
t Orally. 

**  Intravenously. 

Weak  vasodilator;  greater  activity  as  alpha  receptor  antagonist. 
***  Infusion  rate  (mg.  per  minute). 
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the  resistance  vessels  of  any  vascular  bed.  There  is 
little  or  no  increase  in  flow  in  patients  given  vasodi- 
lators where  the  initial  renal  blood  flow  or  PAH 
(para-aminohippuric  acid)  clearance  was  diminished. 
It  is  true  that  hydralazine  can  cause  an  increase  in 
glomerular  filtration  and  in  renal  blood  How  initially, 
but  over  a chronic  period  of  time,  the  increase  reverts 
to  base  line.  Normal  autonomic  reflexes  that  are 
stimulated  by  decreases  in  arterial  pressure  and  in 
distention  of  the  aortic  tree  are  mediated  by  a decline 
in  inhibitory  impulses  from  baroreceptors  impinging 
on  the  vasomotor  centers  in  the  brain.  This  results 
in  an  increase  in  cardiac  rate,  contractility,  and  an 
increase  in  vasoconstrictive  impulses.  The  more 
potent  the  vasodilator  action  on  the  arterial  side  of 
the  circulation,  the  less  the  degree  of  vasoconstric- 
tion. This  latter  circumstance  applies  to  minoxidil. 
The  effect  of  vasodilators  on  the  kidney  are  those  of 
sodium  retention  which  may  be  due  to  an  alteration 
in  the  distribution  of  intrarenal  blood  flow.  This 
leads  to  an  increase  in  the  reabsorption  of  sodium 
within  the  proximal  tubule,  resulting  in  the  expan- 
sion of  plasma  and  extracellular  fluid  volume.  Sec- 
ond, there  is  stimulation  of  renin  activity  which  is 
presumably  due  to  reflex  stimulation  of  the  sympa- 
thetic nervous  system.  This  increase  in  renin  ac- 
tivity leads  to  the  production  of  angiotensin  II,  which 
then  causes  aldosterone  to  be  stimulated  with  con- 
sequent sodium  reabsorption.  Minoxidil  plays  a 
definite  role  in  sodium  retention  and  in  renin  stim- 
ulation; these  two  factors  do  not  occur  with  prazosin 
administration. 

In  contrast  to  vasodilators  which  reduce  peripheral 
resistance  by  direct  mechanisms  which  are  inde- 
pendent of  autonomic  control,  drugs  which  produce 
a fall  in  peripheral  vascular  resistance  by  interfering 
with  sympathetic  vasomotor  tone  would  be  classified 
as  indirectly  acting  vasodilators.  Such  drugs  include 
reserpine,  methyldopa,  and  clonidine,  which  have 
their  major  site  of  action  within  the  central  nervous 
system;  guanethidine,  which  acts  on  the  peripheral 
adrenergic  neuron  terminals;  and  the  classic  alpha- 
blocking drugs,  phenoxybenzamine  and  phento- 
lamine,  which  act  at  the  prejunctional  and 
postjunctional  alpha  adrenergic  receptor  sites. 
Prazosin  interferes  with  sympathetic  transmission 
by  acting  at  the  postjunctional  alpha  adrenergic  re- 
ceptor site  of  vascular  smooth  muscle.  The  antihy- 
pertensive agents  which  have  central  nervous  system 
sites  of  action  can  produce,  along  with  their  depressor 
effect,  mental  depression,  varying  degrees  of  ortho- 
static hypotension,  and  impotence,  as  well  as  gas- 
trointestinal abnormalities  such  as  peptic  ulcer  and 
hepatitis.  Guanethidine  can  lead  to  severe  ortho- 
static hypotension  as  well  as  impotence.  The  classic 
peripherally  acting  alpha-blocking  drugs  will  produce 
reflex  tachycardia,  despite  a minimal  drop  in  arterial 
blood  pressure;  irreversibility  of  alpha  blockade  due 
to  phenoxybenzamine  and  erratic  absorption  and 
gastrointestinal  side-effects  due  to  phentolamine 
have  caused  these  alpha-blocking  drugs  to  be  poorly 


tolerated  in  man.  On  the  other  hand,  prazosin  acts 
at  a site  within  the  alpha  receptor  which  allows  nor- 
epinephrine, when  released  into  the  synaptic  cleft, 
to  exert  its  negative  feedback  control  of  neuro- 
transmitter release  and  thus  inhibits  its  own  adren- 
ergic stimulating  capability.  Classic  alpha  blockers, 
phentolamine  and  phenoxybenzamine,  do  not 
permit  norepinephrine  to  exert  a negative  feedback, 
and  thus  the  adrenergic  stimulation  from  norepi- 
nephrine release  leads  to  tachycardia  and  an  increase 
in  renin  activity.  The  latter  features  have  not  been 
reported  to  occur  with  prazosin  consistently.  In 
addition,  since  prazosin  does  not  have  central  ner- 
vous system  activity,  there  is  no  predominance  of 
mental  depression,  somnolence,  dryness  of  the 
mouth,  or  any  significant  degree  of  impotence. 

Clinical  pharmacology 
of  minoxidil  and  prazosin 

Minoxidil  is  an  investigational  oral,  well-tolerated, 
direct-acting  vasodilator  that  acts  rapidly  in  acute 
hypertensive  states  and  when  chronically  adminis- 
tered. It  is  superior  in  potency  to  the  action  of  hy- 
dralazine. 

The  chronic  administration  of  minoxidil  has  been 
shown  to  produce  long-term  reduction  in  systolic  and 
diastolic  blood  pressure  in  patients  previously  re- 
fractory to  conventional  antihypertensive  drugs.  In 
addition,  it  has  been  shown  that  in  patients  with 
end -stage  renal  disease  and  refractory  hypertension, 
nephrectomy  could  be  avoided  when  minoxidil  was 
used  to  reduce  blood  pressure.  The  purpose  of  this 
review  is  to  demonstrate  the  clinical  pharmacology 
and  pharmacokinetics  of  minoxidil  in  patients  with 
normal  and  abnormal  renal  function. 

Hemodynamically,  the  response  to  the  adminis- 
tration of  minoxidil  is  a reduction  in  systemic  blood 
pressure  associated  with  a decrease  in  total  periph- 
eral vascular  resistance.  As  a result  of  this  fall  in 
peripheral  vascular  resistance,  baroreceptor  reflex 
stimulation  produces  an  increase  in  heart  rate  which 
leads  to  an  increase  in  cardiac  output.  This  response 
is  characteristic  of  a drug  which  is  a generalized  ar- 
teriolar dilator.  As  a consequence  of  this  increase  in 
sympathetic  activity  through  baroreceptor  mecha- 
nisms, not  only  does  heart  rate  increase  but  there  is 
also  an  increase  of  the  sympathetic  input  to  the  jux- 
taglomerular cells  in  the  kidney,  leading  to  renin 
stimulation.  The  renin  then  converts  angiotensin- 
ogen  to  angiotensin  II,  the  latter  being  converted  by 
converting  enzyme  to  angiotensin  II  which  then 
stimulates  aldosterone  to  cause  sodium  retention. 
Thus,  two  of  the  characteristic  features  in  addition 
to  an  increase  in  heart  rate  following  minoxidil  ad- 
ministration are  sodium  retention,  which  leads  to 
edema  formation,  and  an  increase  in  plasma  renin 
activity.  The  overall  effect  of  minoxidil  on  the  pul- 
monary circulation  is  still  in  doubt,  although  there 
is  some  suggestion  that  there  may  be  an  increase  in 
pulmonary  vascular  resistance  leading  to  pulmonary 
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TABLE  II.  Comparison  among  various  series*  of  minoxidil  responses 


Reference 

Number 

Number  of 
Patients 

Average  Daily 
Dose  (mg.) 

Pretreatment  blood 
Pressure  (mm.  Hg) 

Post-treatment  Blood 
Pressure  (mm.  Hg) 

Blood  Pressure 
Decrease  (mm.  Hg) 

1 

26 

30 

190/119 

150/90 

40/29 

2 

26 

23.2 

202/127 

154/87 

48/40 

3 

11 

32 

186/121 

147/91 

39/30 

* Patients  receiving  furosemide  or  dialysis  and  propranolol  or  clonidine. 


hypertension.  The  clinical  experience  with  minox- 
idil is  summarized  in  Table  II.  As  can  be  determined 
from  this  table,  the  patients  are  always  receiving  a 
diuretic  or  dialysis  to  combat  the  salt-retaining 
properties  of  minoxidil  and  a drug  to  control  heart 
rate,  that  is,  propranolol  or  clonidine,  to  block  the 
reflex  tachycardia  which  minoxidil  can  induce. 
When  minoxidil  is  given,  the  renin-stimulating 
properties  cannot  be  adequately  overcome  by  pro- 
pranolol blockade,  but  heart  control  is  adequately 
achieved  with  propranolol  and  not  increased  with 
minoxidil.  Plasma  concentrations  of  propranolol 
between  50  and  100  ng.  per  milliliter  are  adequate  for 
control  of  the  heart  rate. 

Minoxidil  is  well  absorbed  within  the  first  half 
hour,  and  peak  plasma  concentrations  occur  within 
one  hour.  The  half-life  of  the  drug  regardless  of 
renin  function  is  between  three  and  four  hours,  and 
it  does  not  seem  to  be  prolonged  when  the  drug  is 
given  chronically  for  antihypertensive  therapy. 
Ninety  percent  of  minoxidil  is  metabolized  in  the 
liver,  and  the  three  metabolites  which  have  been 
identified  thus  far  are  inactive.  Ten  percent  of  the 
drug  is  filtered  unchanged  through  the  glomerulus. 
From  recent  studies,  we  have  demonstrated  that 
following  chronic  dosing,  the  antihypertensive  effect 
wears  off  by  about  16  hours,  and  thus  it  is  recom- 
mended that  minoxidil  be  given  at  least  twice  daily. 
The  adverse  effects  seen  with  minoxidil  are  those 
which  have  been  discussed  earlier  and  can  be  amel- 
iorated pharmacologically.  Additional  side-effects 
such  as  hypertrichosis,  that  is,  excessive  hair  growth, 
especially  on  the  face  and  extremities,  may  be  treated 
with  depilatory  agents.  Following  the  initial  dosing 
with  minoxidil  over  the  first  seven  to  nine  days,  there 
may  be  some  ischemic  ST-T  wave  changes  which  are 
reversible  even  when  the  drug  is  continued.  Long- 
term effects  of  minoxidil  may  produce  pericardial 
effusion,  especially  in  patients  with  end-stage  chronic 
renal  disease. 

Prazosin 

During  the  initial  development  of  prazosin,  it  was 
considered  that  the  drug  was  a vasodilator  of  the 
hydralazine  class.  Yet,  it  was  apparent  that  prazosin 
did  not  produce  tachycardia  nor  an  increase  in  renin 
activity.  There  was  also  evidence  that  prazosin  in- 
hibited phosphodiesterase.  It  was  originally  spec- 
ulated that  this  property,  by  raising  intracellular 
concentrations  of  cyclic  adenosine  monophosphate 


(AMP)  in  blood  vessels  and  cyclic  guanine  mono- 
phosphate (GMP)  in  the  heart,  one  might  induce 
both  vasodilatation  with  a negative  chronotropic 
effect.  Whether  phosphodiesterase  inhibition, 
which  is  capable  of  producing  potent  inhibition  of  the 
hydrolysis  of  cyclic  nucleotides,  contributes  signifi- 
cantly to  the  therapeutic  efficacy  of  prazosin  remains 
questionable. 

Chidsey  and  Gottlieb4  reserve  the  term  “vasodi- 
lator” for  antihypertensive  agents  that  act  directly 
on  vascular  smooth  muscle  by  mechanisms  inde- 
pendent of  any  alterations  in  autonomic  influences 
such  as  blockade  of  adrenergic  stimuli  or  enhance- 
ment of  cholinergic  stimuli.  In  this  regard,  when 
prazosin  is  infused  into  the  arteriolar  vasculature  of 
a hind-limb  preparation  from  normotensive  or  hy- 
pertensive rats,  there  is  a lowering  of  vascular  resis- 
tance only  when  the  limbs  have  an  intact  sympathetic 
innervation.  In  addition,  the  hypotensive  response 
to  parenteral  prazosin  is  abolished  by  prior  admin- 
istration of  ganglionic  blocking  agents,  such  as  pen- 
tolinium,  or  alpha  adrenergic  blocking  agents,  such 
as  phentolamine. 

It  has  been  demonstrated  that  prazosin  has  a 
negligible  affinity  for  prejunctional  neuronal  alpha 
receptors  but  is  taken  up  primarily  by  postjunctional 
vascular  alpha  receptors.  This  differs  from  classic 
alpha-blocking  drugs  such  as  phenoxybenzamine  or 
phentolamine,  which  are  taken  up  by  both  receptors. 
In  this  regard,  normally,  when  norepinephrine  is 
released  from  whatever  impulse  excitation  is  pro- 
ducing its  stimulation,  norepinephrine  can  inhibit 
itself,  and  thus  the  adrenergic  response  to  norepi- 
nephrine is  transient.  When  classic  alpha-blocking 
drugs  such  as  phentolamine  and  phenoxybenzamine 
are  given,  both  vascular  and  neuronal  receptor  sites 
are  occupied,  and  norepinephrine  release  is  not  fol- 
lowed by  self-inhibition;  therefore,  perpetuation  of 
the  adrenergic  activity  of  norepinephrine  persists, 
leading  to  an  increase  in  heart  rate  and  renin  release. 
However,  when  prazosin  is  administered,  its  occu- 
pancy of  the  postjunctional  vascular  alpha  receptors 
permits  norepinephrine  to  be  released  from  the 
prejunctional  receptor  site  and  to  inhibit  itself  thus, 
explaining  at  least  in  part  if  not  in  toto  why  prazosin 
does  not  produce  a tachycardia  or  an  increase  in  renin 
release. 

Clinical  response.  The  overall  clinical  response 
to  prazosin  is  summarized  in  Table  III.  In  our  study 
in  which  we  investigated  the  pharmacokinetics  and 


68  New  York  Slate  Journal  of  Medicine/January  1979 


TABLE  III.  Prazosin  effectiveness  according  to  dose 


Dose  Level  and  Renal  Function 

AS 

( mm.  Hg)* 

AD 

(mm.  Hg)* 

Low** 

Normal** 

13 

25 

Abnormal*** 

22 

19 

High*** 

Normal** 

10 

12 

Abnormal*** 

8 

12 

* Change  in  systolic  pressure. 

* Change  in  diastolic  pressure. 

•*  3 to  8 mg.  per  day. 

♦*  N = 5. 

**•  N = 12;  serum  creatinine  >1.5  mg.  per  deciliter. 

m Up  to  20  mg.  per  day. 

clinical  effectiveness  of  prazosin  in  subjects  with 
varying  degrees  of  renal  function,  we  found  that  re- 
gardless of  the  degree  of  renal  impairment  there  was 
no  accumulation  of  prazosin  in  renal  insufficiency 
owing  to  its  metabolism  by  the  liver,  primarily  re- 
sulting in  biotransformation  of  prazosin  in  which 
more  than  90  percent  of  the  doses  is  eliminated  by 
the  fecal  route  from  biliary  secretions,  while  ap- 
proximately 10  percent  is  excreted  in  the  urine.  Our 
data  demonstrate  that  at  low-dose  prazosin,  that  is, 
3 to  8 mg.  per  day  regardless  of  renal  function,  there 
was  a greater  response  when  prazosin  was  taken  w ith 
diuretic  than  in  patients  receiving  high-dose  pra- 
zosin, that  is,  9 to  20  mg.  per  day  along  with  diuretic 
in  which  the  antihypertensive  response  regardless  of 
renal  function  was  less  (Table  III).  This  is  inde- 
pendent of  the  relationship  to  pharmacokinetics. 
The  overall  incidence  of  side-effects  is  mild  with  the 
exception  of  postural  hypotension  in  approximately 
13  to  14  percent  of  patients  and  unexplained  first- 
dose  syncope  following  the  initial  1 mg.  in  approxi- 


mately 1 percent  of  patients. 

Summary 

In  summary,  minoxidil  and  prazosin  are  new 
agents  to  be  employed  in  patients  with  severe  and 
mild-to-moderate  hypertension,  respectively.  In 
addition,  prazosin  has  venodilating  potential  and  has 
been  found  useful  in  patients  with  chronic  heart 
failure.  Their  dosages  need  not  be  altered  in  patients 
with  chronic  renal  disease. 

230  No.  Broad  Street 
Philadelphia,  Pennsylvania  19102 
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The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomcthacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


Motrin  4(X)rra 

ibuprofeaUpphn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associateo  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*,  epigastric  pain* 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
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Fever,  serum  sickness,  lupus  erythematosus  syndrome  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 
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HOSPITALS,  PUBLIC 

The  Death  of  the  Asylum.  By  John  A.  Talbott,  M.D. 
New  York,  Grune  & Stratton,  1978.  Hardcover,  186  pages. 
Price,  $22.50. 

A critical  study  of  state  hospital  management,  services, 
and  care. 

FERTILITY 


You  Can  Have  a Baby.  By  Sherwin  A.  Kauman,  M.D. 
New  York,  Thomas  Nelson  Inc.,  Publishers,  1978.  Pa- 
perback, 206  pages.  Price  $8.95. 

New  hope  for  the  childless,  including  the  facts  about 
test-tube  births  and  other  new  techniques. 

VITREOUS  BODY— SURGERY 


Microsurgery  of  the  Vitreous.  By  Richard  M.  Klein, 
M.D.,  and  Herbert  M.  Katzin,  M.D.  Baltimore,  Williams 
& Wilkins,  1978.  Illustrated,  153  pages.  Cloth,  $25. 

Comparisons  of  instrumentation,  techniques,  and  phi- 
losophies. 

DIAGNOSIS,  DIFFERENTIAL 


Interpretation  of  Diagnostic  Tests.  Third  edition.  By 
Jacques  Wallach,  M.D.  Boston,  Little,  Brown  and  Com- 
pany, 1978.  Paperback,  639  pages.  Price,  $9.95. 

A revised  and  updated  edition  of  the  handbook  of  lab- 
oratory medicine. 


* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 
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A series  of  articles 
dealing  with  problems  in  aging 


Geriatrics 


IRVING  S WRIGHT  M D„  Editor 


Fundamentals  of  Stroke  Care.  A.  L.  Sahs  and  E.  C. 
Hartman,  Editors.  DHEW  Publications  (HRA)  76-14016, 
U.S.  Department  of  Health,  Education,  and  Welfare,  Su- 
perintendent of  Documents,  Washington,  D.C.,  U.S. 
Government  Printing  Office,  Stock  number  017-022- 
00465-2,442  pages. 

The  problems  of  geriatrics  are  now  receiving  the 
attention  which  has  been  long  overdue  when  one 
considers  the  enormity  of  the  population  and  the 
complexities  of  the  illnesses  involved.  'Phis  section 
of  the  New  York  State  Journal  of  Medicine  is  de- 
voted to  calling  the  attention  of  our  readers  to  new 
and  interesting  information  dealing  with  these 
problems.  Some  articles  deal  with  research,  others 
with  clinical  observations  or  public  health  issues. 
Since  the  literature  in  this  field  has  been  sparse  and 
of  mixed  quality,  it  has  been  our  policy  to  provide 
reviews  of  new  books  of  importance  in  this  field  for 
the  convenience  of  our  readers. 

The  present  book  review  deals  with  Fundamentals 
of  Stroke  Care,  which  considers  one  of  the  most  de- 
vastating and  deadly  conditions  confronting  the  el- 
derly and  those  responsible  for  their  care.  This 
volume  is  the  product  of  the  Joint  Committee  for 
Stroke  Facilities  of  the  American  Neurological  As- 
sociation under  contract  to  the  NINCDS-NIH  (Na- 
tional Institute  of  Neurological  and  Communicative 
Disorders  and  Stroke-National  Institutes  of  Health). 
The  National  chairman  has  been  A.  L.  Sahs,  M.D., 
professor  and  chairman  of  the  Department  of  Neu- 
rology of  the  University  of  Iowa,  College  of  Medicine. 
Like  its  counterpart,  the  Inter-Society  Commission 
for  Heart  Disease  Resources,  this  committee  had  as 
its  objective  the  critical  review  and  presentation  of 
all  pertinent  information  and  to  provide  guidelines 
for  optimal  care,  while  recognizing  that  optimal  care 
will  inevitably  be  determined  in  part  by  the  facilities 
and  personnel  available  in  a particular  area.  The 
committee  was  composed  of  representatives  of  most 
of  the  medical  and  governmental  organizations 
concerned  with  the  wide  range  of  problems  involved 
in  its  specific  field.  The  working  members  included 
an  authoritative  list  of  advisors  and  consultants  and 
11  study  groups  assigned  to  the  collection  and 
preparation  of  the  preliminary  manuscripts  for  re- 
view by  the  advisors  and  consultants.  The  study 
groups  were  devoted  to:  clinical  management,  James 
F.  Toole,  M.D.,  chairman;  epidemiology,  Revel  A. 


Stallones,  M.D.,  chairman;  clinical  prevention,  Jack 
F.  Whisnant,  M.D.,  chairman;  special  procedures  and 
equipment,  William  S.  Fields,  M.D.,  chairman;  and 
transient  focal  cerebral  ischemia,  Albert  Heyman, 
M.D.,  chairman.  Other  committees  included  strokes 
in  children,  nursing,  pathology  and  laboratory  pro- 
cedures, rehabilitation,  community  health  services, 
and  training,  education,  manpower,  and  research. 
Each  committee  was  composed  of  distinguished 
workers  in  the  appropriate  field. 

Evaluation 

Initiated  in  1968,  the  committee  worked  for  eight 
years  to  complete  the  report  which  has  just  become 
available  for  wide  distribution.  The  material  is 
comprehensive  and  encyclopedic  in  scope.  It  in- 
cludes an  enormous  amount  of  basic  and  clinical  in- 
formation. Since  strokes  are  of  critical  importance 
to  all  who  care  for  the  elderly,  it  is  a volume  for  neu- 
rologists, internists,  geriatricians,  family  practi- 
tioners, rehabilitation  workers,  social  workers,  and 
many  others  who  should  have  it  on  their  desks  as  a 
first  reference.  The  text  is  in  general  concise  and 
constructive.  Of  especial  value  are  many  tables; 
diagnostic  outlines;  laboratory  standards;  classifi- 
cations of  diagnostic  findings;  pathology;  gradings 
of  patient  performance;  and  information  on  setting 
up  stroke  services  and  community  planning,  with 
considerations  of  relationship  between  the  patient, 
his  family,  psychosocial  aspects,  and  the  functions 
of  nurses  and  rehabilitation  personnel.  Compre- 
hensive lists  of  key  references  are  found  at  the  end 
of  each  chapter,  helpful  for  those  who  wish  to  probe 
deeper  into  any  particular  area.  To  list  all  of  the 
valuable  sections  of  this  volume  would  lengthen  this 
review  greatly.  It  must  be  acknowledged  that  like 
all  compilations  of  the  work  of  many  authors,  it  is 
somewhat  uneven  in  quality  and  presentation. 
Nevertheless  it  is  the  most  comprehensive  and  gen- 
erally useful  book  on  strokes  this  reviewer  has  en- 
countered. It  is  recommended  that  all  who  are  in- 
volved in  the  study  and  teaching  of  geriatrics  thor- 
oughly familiarize  themselves  with  the  contents  and 
that  they  in  turn  recommend  it  as  a valuable  tool  to 
their  students.  We  now  for  the  first  time  have  a 
substantial  generation  of  young  physicians  and  allied 
health  personnel  entering  into  the  field  of  geriatrics, 
and  this  will  be  a useful  introduction  into  the  par- 
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ticular  area  of  strokes,  the  number  three  disease 
complex,  responsible  for  death  in  this  country.  It  is 
a matter  of  concern  that  being  a product  of  the 
Government  Printing  Office,  it  may  not  be  brought 
to  the  attention  of  those  who  should  use  it  to  the  same 


Clinical  Clues 


— Exercise  is  a well-known  nonspecific  trigger  which  may 
precipitate  asthma  in  many  asthmatic  patients,  an  ex- 
ercise-induced asthma. 

— An  odd  aspect  of  exercise-induced  asthma  is  that  it  is 
most  readily  produced  by  level  running  for  about  five 
minutes,  whereas  a brief  burst  of  heavy  exercise  seldom 
produces  such  an  attack. 

— The  asthmatic  patients  may  not  identify  the  exercise  as 
an  important  cause  of  their  symptoms  because  they  may 
be  able  to  “run  through”  their  asthma,  or  symptoms  of 
airway  obstruction  may  be  delayed  until  after  the  end 
of  the  exercise  period. 

— For  similar  levels  of  work,  as  judged  by  oxygen  con- 
sumption, swimming  is  a very  weak  stimulus  for  asthma 
compared  with  sustained  running  on  a flat  surface. 
Between  these  extremes  come  cycling  and  downhill 
running. 

— Exercising  the  patient  may  be  a suitable  means  of 
identifying  asthma.  In  certain  patients,  especially 
children,  symptoms  may  occur  almost  entirely  at  night, 
and  lung  function  will  seem  normal  during  the  day 
(Godfrey,  S.:  Exercise  Testing  in  Children:  Applica- 
tions in  Health  and  Disease,  London,  W.  B.  Saunders, 
1974). 

— Giardiasis  should  be  suspected  in  all  patients  presenting 
symptoms  of  diarrhea  starting  one  or  more  weeks  after 
travel,  or  persisting  for  one  or  more  weeks  whether  they 
have  traveled  or  not. 

— Parasitologic  confirmation  of  the  diagnosis  may  be  dif- 
ficult because  the  presence  of  Giardia  lamblia  cysts  or 
trophozoites  may  be  irregular  and  unpredictable  (Dan- 
ziger,  M.,  and  Lopez,  M.:  Am.  J.  Trop.  Med.  24:  237 
(1975)). 

— Intermittent  passage  of  parasites  in  the  stool  may  be 
related  to  periods  of  active  multiplication,  and  exami- 
nation of  stools  passed  on  alternate  days  allows  for  this 
periodicity.  Moreover,  the  patients  may  have  symptoms 
for  over  a week  before  the  parasite  becomes  detect- 
able. 

— Some  prefer  mucosal  smear  biopsy  to  stool  examination 
for  giardiasis  (Eastham,  E.  J.,  et  al.:  Lancet  2:  950 
(1976)). 

— The  incubation  period  in  symptomatic  giardiasis  is 
usually  about  two  weeks  but  may  be  some  months,  in 
contrast  to  the  more  common  type  of  travelers’  diarrhea 
which  starts  within  a few  days  of  arriving  abroad. 


degree  as  would  be  assured  by  a leading  professional 
medical  publisher.  It  is  hoped  that  this  review  may 
call  it  to  the  attention  of  some  who  might  not  other- 
wise learn  of  its  existence. 

IRVING  S.  WRIGHT,  M.D. 


—The  main  complaint  in  giardiasis  is  usually  diarrhea — 
explosive,  watery,  or  loose  stools  which  may  be  bulky  and 
offensive  and  are  often  passed  only  in  the  morning;  blood 
and  pus  are  absent. 

— Studies  have  shown  that  between  5 and  10  percent  of 
patients  with  allergic  rhinitis  will  subsequently  develop 
bronchial  asthma  (Smith,  J.  M.:  M.  Clin.  North 

America  58: 19  (1974)). 

— Clindamycin-associated  colitis  occurs  about  three  to  four 
times  more  often  following  oral  use  than  after  parenteral 
administration  (Tedesco,  F.  J.:  Clindamycin-associated 
colitis,  Am  J.  Digest.  Dis.  21:  26  (1976)). 

— As  many  as  20  percent  of  the  patients  with  pseu- 
domembranous colitis  may  present  such  severe  ab- 
dominal pain,  diarrhea,  leukocytosis,  fever,  and  rebound 
tenderness  that  surgical  intervention  is  considered. 

— Since  more  than  a week  may  elapse  between  the  cessa- 
tion of  clindamycin  therapy  and  the  onset  of  diarrhea 
and  colitis,  and  since  the  patient  may  not  seek  medical 
attention  until  three  or  four  weeks  after  onset,  it  is  im- 
portant to  ascertain  whether  any  antibiotic  has  been 
used  within  the  preceding  four  to  six  weeks  when  eval- 
uating a patient  with  diarrhea. 

— Mild  presenting  features  do  not  necessarily  indicate  a 
mild  clinical  course.  Thus  any  patient  developing  di- 
arrhea during  clindamycin  therapy  should  discontinue 
the  drug  (Hoverman,  L.  J.,  et  al.:  Colitis  associated  with 
oral  clindamycin  therapy,  Am.  J.  Digest.  Dis.  21:  1 
(1976)). 

— Levodopa-resistant  parkinsonism  may  be  caused  by 
basal  ganglia  calcification  related  to  surgically  induced 
hypoparathyroidism.  Therefore,  such  calcification 
should  be  looked  for  in  all  instances  of  resistant  park- 
insonism, since  early  detection  and  treatment  of  the 
hypoparathyroidism  may  halt  progression  of  the  disease. 
The  calcification  can  be  seen  on  computerized  axial  to- 
mography (CAT  scanner)  but  not  on  skull  x-ray  films 
(Klawans,  H.  L.:  Calcification  of  the  basal  ganglia  as  a 
cause  of  levodopa-resistant  parkinsonism,  Neurology  26: 
221  (1976)). 

— Ascorbic  acid  can  cause  false-negative  results  in  tests  for 
occult  stool  blood  (Jaffe,  R.  M.:  False-negative  stool 
occult  blood  test  caused  by  ingestion  of  ascorbic  acid, 
Ann.  Int.  Med.  83:  824  (1975)). 

Hospital-acquired  aspiration  pneumonias  often  contain 
Klebsiella,  staphylococci,  and  pneumococci  in  addition 
to  anaerobic  mouth  organisms;  thus,  cephalosporins  may 
provide  excellent  therapy  for  this  disease. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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QUESTION  259.  The  patient  was  a 69-year-old  woman.  The  tracing  was  obtained  on  a routine  examination.  What 
is  the  diagnosis? 


QUESTION  260.  What  is  the  rhythm?  Monitor  leads  were  taken  within  several  minutes  of  each  other. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  259.  The  rhythm  is  regular  sinus.  The 
electrical  axis  is  indeterminate  since  the  QRS  is  bi- 
phasic  in  the  frontal  plane  leads.  The  QRS  contour 
is  within  normal  limits,  although  the  voltage  is 
somewhat  low.  The  QRS  is  not  wide.  The  precor- 
dial leads  are  normal.  The  tracing  is  not  indicative 
of  heart  disease,  and  this  pattern  should  be  consid- 
ered a normal  variant. 


Question  260.  The  top  strip  shows  a ventricular 
rate  of  33  beats  per  minute.  The  atrial  rate  is  66 
beats  per  minute.  The  P-R  interval  is  fixed  at  0.28 
second.  Alternate  P waves  are  nonconducted.  The 
QRS  duration  is  0.12  second  and  has  an  rsR1  pattern. 
The  rhythm  is  2:1  heart  block. 

The  bottom  strip  shows  no  change  in  the  atrial 
rate.  The  ventricular  rate  is  32  beats  per  minute. 
The  QRS  configuration  now  shows  a QS  pattern  with 
a duration  of  0. 16  second.  The  P-R  interval  varies, 
and  the  rhythm  is  now  complete  heart  block. 

A 2:1  heart  block  with  a fixed  P-R  interval  and  a 
wide  QRS  is  a form  of  2-degree  heart  block  (Mobitz 
II).  It  is  often  a precursor  of  complete  heart 
block. 


Clinical  Clues 

— The  appearance  of  a dilated,  fixed  pupil  in  association 
with  expanding  cerebral  masses  has  been  observed  for 
over  a century.  An  ipsilateral  dilated  pupil  is  by  far  the 
most  common  eye  sign  of  subdural  hematoma.  Ptosis 
occasionally  accompanies  such  pupillary  dilatation,  but 
other  signs  of  third-nerve  impairment  are  not  commonly 
observed,  probably  because  of  their  later  appearance, 
and  the  course  of  progressive  tentorial  herniation  is 
masked  by  coma  (Pevehouse,  B.  C.,  et  al.:  Ophthal- 
mologic aspects  of  diagnosis  and  localization  of  subdural 
hematoma,  Neurology  10:  1037  (I960)). 

— Among  the  possible  sequelae  of  hepatitis  B virus  infec- 
tion one  must  apparently  now  include  essential  mixed 
cryoglobulinemia  (EMC). 

— Although  a fourth  sound  may  be  heard  in  congestive 
heart  failure,  this  sound  is  not  specific  for  failure,  since 
it  generally  reflects  a decrease  in  ventricular  compliance. 
Thus,  fourth  heart  or  atrial  gallop  sounds  are  frequently 
heard  in  patients  with  hypertension,  aortic  stenosis,  or 
acute  myocardial  infarction  who  do  not  necessarily  have 
heart  failure  but  who  do  have  decreased  ventricular 
compliance. 

— One  of  the  earliest  radiologic  signs  of  heart  failure  on  the 
left  side  is  prominence  of  upper-lobe  vasculature,  mostly 
venous,  seen  on  the  upright  chest  x-ray  film. 

— Central  venous  pressure  measurements  may  be  a poor 
guide  for  judging  the  effects  of  either  increased  fluid 
volume  administration  or  diuretic  therapy,  because  the 
central  venous  pressure  reflects  only  right  ventricular 
function. 

— For  optimal  management  of  acute,  severe  cardiac  failure, 
left  ventricular  or  pulmonary  capillary  wedge  pressure 
is  measured. 

Pleural  effusion  with  heart  failure  most  commonly  oc- 
curs on  the  right  side.  Effusion  on  the  left  side  alone 
suggests  pulmonary  infarction. 

—Zinc  deficiency  is  a frequent  complication  of  Crohn’s 
disease  and  may  be  the  cause  of  such  associated  abnor- 


malities as  dermatitis,  anorexia,  growth  retardation,  and 
hypogonadism. 

— Intermittent  upper-airway  obstruction  during  sleep 
occurs  commonly  in  patients  with  obesity  and  hypo- 
ventilation (Sackner,  M.,  et  al.:  Periodic  sleep  apnea: 
chronic  sleep  deprivation  related  to  intermittent  upper 
airway  obstruction  and  central  nervous  system  distur- 
bance, Chest  67: 164  (1975)).  It  has  also  been  reported 
in  nonobese  patients  with  a variety  of  disorders  of  the 
upper  airway,  including  mandible  malformations,  tra- 
cheal stenosis,  goiter,  and  enlarged  tonsils  and  adenoids, 
as  well  as  in  patients  with  idiopathic  alveolar  hypoven- 
tilation (Lugaresi,  E.,  et  al.:  Pathophysiological,  clinical 
and  nosographic  considerations  regarding  hypersomnia 
with  periodic  breathing,  Bull.  Physiol.  Path.  Respir.  8: 
1249  (1972)). 

— In  addition,  a small  percentage  of  subjects  with  insomnia 
and  narcolepsy  have  airway  obstruction  at  night  (Guil- 
leminault,  C.,  et  al.:  The  sleep  apnea  syndromes,  Ann. 
Rev.  Med.  27:  465  (1976)). 

— Bruits  have  been  reported  in  up  to  88  percent  of  hyper- 
tensive patients  with  proved  renal  artery  stenosis  and 
are  said  to  be  more  common  when  the  stenosis  is  due  to 
fibromuscular  dysplasia  (Gifford,  R.  W.,  et  al.:  Renal 
vascular  hypertension:  diagnosis  and  treatment,  Progr. 
Cardiovasc.  Dis.  8:  141  (1965)). 

— In  renal  artery  stenosis  the  bruit  is  usually  heard  in  the 
epigastrium,  often  to  one  side  or  the  other  of  the  midline, 
and  much  less  commonly  in  the  flank  (Moser,  R.  J.,  et 
al.:  Abdominal  murmurs:  aid  in  the  diagnosis  of  renal 
artery  disease  and  hypertension,  Ann.  Int.  Med.  56:  471 
(1962)). 

— In  celiac  stenosis,  the  bruit  is  usually  localized  to  a small 
area  in  the  midepigastrium.  The  bruit  of  celiac  stenosis 
may  vary  with  posture  and  respiration,  usually  being 
louder  on  expiration  (Edwards,  A.  J.:  Celiac  axis  com- 
pression syndrome,  Proc.  Roy.  Soc.  Med.  62:  488 
(1969)). 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 


76  New  York  State  Journal  of  Medicine/January  1979 


Drug  Information * 


Questions  and  Answers 

Do  you  have  any  information  concerning  prazosin  in 
the  treatment  of  congestive  heart  failure ? 

Vasodilator  therapy  is  emerging  as  an  important  adjunct 
in  the  management  of  congestive  heart  failure.  Prazosin 
(Minipress)  was  introduced  recently  as  an  antihypertensive 
agent  and  is  currently  under  investigation  for  the  treatment 
of  heart  failure.  The  drug  dilates  both  the  arterial  and 
venous  beds  and  apparently  has  no  significant  effect  on 
reduction  of  renal  blood  flow.1 

Awan  et  al.2  studied  the  effects  of  oral  prazosin  on  the 
peripheral  circulation  in  10  subjects,  including  7 patients 
with  chronic  congestive  heart  failure  due  to  coronary  dis- 
ease. Prazosin  was  demonstrated  to  induce  systemic 
venodilation  and  peripheral  arteriolodilation.  These 
pharmacologic  effects  indicated  that  the  drug  had  potential 
benefit  for  relief  of  pulmonary  congestion  and  elevation  of 
cardiac  output  in  patients  with  chronic  congestive  heart 
failure. 

Another  study  evaluated  the  long-term  efficacy  of  pra- 
zosin in  nine  patients  with  refractory  heart  failure  due  to 
chronic  coronary  disease.3  Symptomatic  evaluation  was 
carried  out  for  two  to  four  months  at  weekly  intervals.  One 
hour  following  2 to  7 mg.  of  prazosin,  left  ventricular  filling 
pressure  was  reduced,  and  this  effect  remained  for  a six- 
hour  period.  Patients  were  asymptomatic  throughout  the 
duration  of  follow-up.  The  authors  concluded  that  pra- 
zosin possessed  sustained  sodium  nitroprusside  (Nip- 
ride)-like  actions  on  the  systemic  arterial  and  venous  sys- 
tems, and  is  effective  in  the  management  of  ambulatory 
patients  with  chronic  severe  heart  failure. 

A comparison  of  cardiocirculatory  actions  of  nitro- 
prusside and  prazosin  was  conducted  in  11  chronic  coro- 
nary patients  with  refractory  congestive  heart  failure.4 
Both  drugs  produced  an  equal  but  mild  systemic  lowering 
of  arterial  pressure  without  alteration  of  heart  rate.  Both 
drugs  also  equally  enhanced  efficiency  of  cardiac  output 
and  myocardial  oxygen  consumption  index.  Total  sys- 
temic vascular  resistance  declined  equally  with  both  drugs. 
It  was  concluded  that  since  prazosin  produced  six  hours  of 
symptomatic  improvement,  it  is  the  best  vasodilator  for 
long-term  use,  and  extends  inhospital  nitroprusside-like 
action  to  ambulatory  heart  failure  therapy. 

* The  “Questions  and  Answers”  column  is  compiled  by  the 
Inter-National  Pharmaceutic  and  Therapeutic  Drug  Information 
Center  (DIC)  affiliated  with  the  Arnold  and  Marie  Schwartz 
College  of  Pharmacy  and  Health  Sciences  (formerly  Brooklyn 
College  of  Pharmacy)  of  Long  Island  University,  81  DeKalb  Av- 
enue, Brooklyn,  New  York  11201.  The  purpose  of  the  Center  is 
to  provide  therapeutic  and  pharmaceutic  information  not  readily 
available  to  physicians,  pharmacists,  and  related  health  profes- 
sionals at  no  charge  and  with  minimal  time  involvement.  The 
Center  is  staffed  by  specially  trained  pharmacists.  Walter  Modell, 
M.D.,  Emeritus  Professor  of  Pharmacology  at  Cornell  University 
Medical  College,  is  pharmacologist  consultant.  The  service  is 
available  from  9:00  A.M.  to  4:30  P.M.,  Monday  through  Friday, 
at  (212)622-8989  or  330-2735. 


Miller  et  al.5  studied  the  effects  of  prazosin  in  10  patients 
with  ischemic  cardiomyopathy  and  severe  ventricular 
dysfunction  and  reported  that  prazosin  was  beneficial  in 
the  treatment  of  severe  congestive  heart  failure. 

In  conclusion,  oral  prazosin  appears  to  be  an  effective 
adjunct  in  the  management  of  chronic  congestive  heart 
failure,  but  further  studies  are  needed  to  define  its  ultimate 
role. 

1.  New  Minipress  Comprehensive  Product  Information,  New 
York  City,  Pfizer  Laboratories  Division,  1973,  p.  20. 

2.  Awan,  N.  A.,  et  al.:  Effects  of  prazosin  on  forearm  resis- 
tance and  capacitance  vessels,  Clin.  Pharmacol.  Ther.  22:  79  (July) 
1977. 

3.  Awan,  N.  A.,  et  al.:  Efficacy  of  ambulatory  systemic  va- 
sodilator therapy  with  oral  prazosin  in  chronic  refractory  heart 
failure,  Circulation  56:  346  (Sept.)  1977. 

4.  Awan,  N.  A.,  et  al.:  Comparison  of  effects  of  nitroprusside 
and  prazosin  on  left  ventricular  function  and  the  peripheral  cir- 
culation in  chronic  refractory  congestive  heart  failure,  ibid  57: 152 
(Jan.)  1978. 

5 Miller,  R.  R.,  et  al.:  Sustained  reduction  of  cardiac  im- 
pedance and  preload  in  congestive  heart  failure  with  the  antihy- 
pertensive vasodilator  prazosin,  New  England  J.  Med.  297:  303 
(Aug.  11)  1977. 

Please  provide  me  with  information  concerning  ticry- 
nafen  (Selacryn)  in  the  treatment  of  hypertension. 

One  of  the  disadvantages  of  thiazide  and  other  potent 
diuretics  is  the  possibility  of  hyperuricemia,  which  may 
precipitate  gout.  Ticrynafen,  a newly  synthesized  diuretic, 
currently  under  investigation  by  Smith,  Kline  and  French 
Laboratories  in  the  United  States,  appears  to  combine  the 
diuretic  and  antihypertensive  properties  of  thiazides  with 
potent  uricosuric  effects.1 

Nemati  et  al.1  conducted  a double-blind  randomized 
study  of  ticrynafen  in  20  hypertensive  patients.  The  pa- 
tients were  assigned  to  a six-week  regimen  of  either  ticry- 
nafen (one  tablet  daily,  250  mg.)  or  hydrochlorothiazide 
(one  tablet  daily,  50  mg.).  Blood  pressure  was  significantly 
reduced  with  both  medications.  Whereas  the  serum  uric 
acid  level  rose  moderately  in  the  hydrochlorothiazide- 
treated  patients,  it  fell  strikingly  in  patients  treated  with 
ticrynafen.  The  authors  concluded  that  ticrynafen  ap- 
pears to  be  a useful  new  antihypertensive  agent  because 
of  its  unique  combination  of  diuretic,  antihypertensive,  and 
hypouricemic  effects. 

Carvalho  et  al.2  conducted  a crossover  clinical  study 
comparing  ticrynafen,  250  mg.  twice  daily,  with  hydro- 
chlorothiazide (HydroDiuril,  Oretic,  Esidrix,  and  so  on), 
50  mg.  twice  daily,  in  12  hypertensive  patients.  Both 
agents  significantly  decreased  mean  arterial  pressure,  but 
ticrynafen  was  associated  with  reduction  of  serum  uric 
acid. 

Stote  et  al.3  conducted  a crossover  design  study  to 
compare  the  effects  of  ticrynafen  with  several  other  di- 
uretics including  chlorthalidone  (Hygroton),  ethacrynic 
acid  (Edecrin),  furosemide  (Lasix),  and  hydrochlorothia- 
zide. The  authors  found  that  over  an  eight-hour  period, 
a 250-mg.  dose  of  ticrynafen  exerted  natriuretic  activity 
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comparable  to  that  of  25  mg.  of  chlorthalidone  and  50  mg. 
of  ethacrynic  acid;  a 500-mg.  dose  of  ticrynafen  was  com- 
parable to  50  mg.  of  chlorthalidone  and  50  mg.  of  hydro- 
chlorothiazide. Ticrynafen  combined  with  furosemide  had 
an  additive  diuretic  effect,  whereas  in  combination  with 
hydrochlorothiazide  it  was  not  additive.  Ticrynafen  ex- 
hibited uricosuric  activity,  and  this  effect  was  maintained 
when  given  with  furosemide  and  hydrochlorothiazide;  the 
latter  two  individually  were  slightly  antiuricosuric. 

In  conclusion,  ticrynafen  may  be  useful  in  patients  re- 
quiring a diuretic  in  whom  it  is  desirable  to  avoid  hyperu- 
ricemia. 

1.  Nemati,  M.,  et  al. : Clinical  study  of  ticrynafen — a new  di- 
uretic, antihypertensive,  and  uricosuric  agent,  J.A.M.A.  237: 652 
(Feb.  14)  1977. 

2.  Carvalho,  J.  G.  R.,  et  al.:  Ticrynafen — A novel  uricosuric 
antihypertensive  natriuretic  agent,  Arch.  Int.  Med.  138:  53  (Jan.) 
1978. 

3.  Stote,  R M.,  et  al.:  Ticrynafen,  a uricosuric  antihvper- 
tensive  diuretic,  Clin.  Pharmacol.  Therap.  234:  456  (Apr.)  i978. 

Is  there  an  interaction  between  phenylbutazone  and 
oral  contraceptives? 

Phenylbutazone  (Butazolidin)  is  among  the  drugs  which 
has  been  proved  in  animals  to  accelerate,  via  induction  of 
hepatic  microsomal  enzymes,  the  biotransformation  of 
steroids,  including  those  which  are  constituents  of  oral 
contraceptives.1 2 3 4  As  a result  of  this  accelerated  biotrans- 
formation, the  effects  of  an  oral  contraceptive  may  be  re- 
duced. 

That  phenylbutazone  may  possibly  stimulate  metabo- 
lism of  oral  contraceptives  in  human  beings,  in  addition  to 
animals,  is  suggested  in  many  drug  interaction  reference 
sources.2-7  The  consequences  of  this  interaction  that  have 
been  proposed  are  spotting,  breakthrough  bleeding,  or,  in 
the  extreme  case,  lack  of  effective  contraceptive  activity. 

According  to  Hempel  and  Klinger,1  steroid-inducing 
effects  of  phenylbutazone  have  not  been  proved  in  human 
beings,  but  nevertheless,  they  recommend  that  if  bleeding 
disturbances  should  occur  (for  example,  spotting  or 
breakthrough  bleeding),  this  method  of  contraception 
should  not  be  relied  on. 

Our  search  of  the  literature  did  not  reveal  any  reports 
in  human  beings  of  spotting,  breakthrough  bleeding,  or 
pregnancy  resulting  from  an  interaction  between  phenyl- 
butazone and  oral  contraceptives. 

In  conclusion,  although  phenylbutazone  has  been  shown 
to  interact  with  oral  contraceptives  in  animal  experiments, 
we  could  not  find  any  documented  reports  of  this  interac- 
tion occurring  in  human  beings. 

1.  Hempel,  E.,  and  Klinger,  W.:  Drug  stimulated  biotrans- 
formation  of  hormonal  steroid  contraceptives:  clinical  implica- 
tions, Drugs  12:  442  ( 1976). 

2.  Avery,  G.  S.,  Ed.:  Drug  Treatment,  Acton,  Mass.,  Pub- 
lishing Sciences  Group,  Inc.,  1976,  p.  199. 

3.  Hartshorn,  E.  A.:  Drug  interaction,  Drug  Intelligence  2: 
174  (1968). 

4.  Kastrup,  E.  K.,  Ed.:  Facts  and  Comparisons,  St.  Louis, 
Missouri,  Facts  and  Comparisons,  Inc.,  1978,  p.  107 f. 

5.  Martin,  E.  W.:  Hazards  of  Medication,  Philadelphia, 

Pennsylvania,  J.  B.  Lippincott  Company,  1971,  p.  709. 

6.  Melmon,  K.,  et  al.:  Drug  interactions  that  can  affect  your 
patients,  Patient  Care  1:  33  (1967). 

7.  Idem:  Drug  interactions  that  can  affect  your  patients,  ibid. 
4:90(1970). 

Please  compare  the  effects  of  dobutamine  to  dopa- 
mine. 

Dobutamine  (Dobutrex)  is  a drug  recently  commercially 
available  from  Eli  Lilly.  Pharmacologically,  dobutamine 
is  a catecholamine  that  is  reported  to  exert  its  effects 


mainly  on  the  heart  with  minimal  activity  on  the  peripheral 
vascular  system.  It  has  been  shown  to  produce  its  ino- 
tropic effects  without  significantly  increasing  heart  rate 
or  inducing  arrhythmias.1  4 

The  literature  indicates  that  dobutamine  may  have  some 
clinical  advantages  over  dopamine  in  the  treatment  of 
low-output,  syndromes  associated  with  heart  failure  and 
coronary  artery  disease,  although  production  of  myocardial 
ischemia  with  either  drug  is  a potential  hazard  when  these 
drugs  are  given  to  patients  with  cardiac  disease. 

Ueda  et  al.5  showed  that  dobutamine  had  a greater  ino- 
tropic effect  than  did  dopamine  on  the  right  ventricular 
muscle  of  beagle  dogs.  It  was  also  shown  that  dobutamine 
had  less  arrhythmogenic  activity  than  other  catechol- 
amines, including  isoproterenol  (Isuprel)  and  dopamine, 
in  dogs  where  the  left  coronary  artery  was  ligated  (exper- 
imental model  to  produce  myocardial  ischemia). 

Loeb  et  al.6  compared  the  acute  hemodynamic  effects 
of  dobutamine  to  dopamine  in  13  patients  with  chronic 
low-output  cardiac  failure.  At  dosages  adjusted  to  achieve 
similar  increments  in  cardiac  output,  dobutamine  im- 
proved cardiac  efficiency  by  reducing  left  ventricular  filling 
pressure,  while  dopamine  increased  left  ventricular  filling 
pressure.  This  poor  response  to  dopamine  was  probably 
the  result  of  its  vasoconstrictive  effects  and  illustrates  the 
potential  advantages  of  using  a cardioselective  agent  such 
as  dobutamine  when  the  desired  goal  of  therapy  is  to  im- 
prove ventricular  function  by  direct  inotropic  stimula- 
tion. 

In  a study  by  Stoner,7  dopamine  was  compared  with 
dobutamine  in  patients  with  severe  congestive  heart  fail- 
ure. Dobutamine  produced  a distinct  increase  in  cardiac 
index,  while  lowering  left  ventricular  end-diastolic  pressure 
and  leaving  mean  aortic  pressure  unchanged.  Dopamine 
also  significantly  improved  cardiac  index  but  at  the  ex- 
pense of  a greater  increase  in  heart  rate  than  occurred  with 
dobutamine.  Dopamine  was  ineffective  in  lowering  left 
ventricular  end -diastolic  pressure  and  increased  mean 
aortic  pressure.  The  authors  concluded  that  dobutamine 
is  an  effective  positive  inotropic  agent  in  patients  with 
severe  heart  failure;  and  because  it  has  comparatively  little 
effect  on  heart  rate  and  aortic  pressure,  both  major  de- 
terminants of  myocardial  oxygen  consumption,  it  may  be 
of  special  value  in  patients  with  low-output  syndrome  as- 
sociated with  coronary  heart  disease. 

In  conclusion  it  appears  that  dobutamine  may  be  a fa- 
vorable alternative  to  dopamine  and  other  catecholamines 
in  patients  with  chronic  low-output  cardiac  failure.  The 
advantage  of  dobutamine  is  that  it  produces  its  inotropic 
effect  without  significant  increase  in  heart  rate  or  diastolic 
arterial  pressure.  It  may  produce  a more  favorable  he- 
modynamic situation,  has  been  shown  to  have  less  ar- 
rhythmogenic potential,  and  has  less  of  an  effect  on  pe- 
ripheral vascular  resistance  than  dopamine. 

1.  Akhtar,  N.,  et  al.:  Hemodynamic  effect  of  dobutamine  in 
patients  with  severe  heart  failure,  Am.  J.  Cardiol.  36:  202 
(1975). 

2.  Andy,  J.  H.,  et  al.:  Cardiovascular  effects  on  dobutamine 
in  severe  congestive  heart  failure,  Am.  Heart  J.  94:  175  (1977). 

3.  Beregovich,  J.,  et  al.:  Haemodynamic  effects  of  a new  in- 
otropic agent  (dobutamine)  in  chronic  cardiac  failure,  Brit.  Heart 
J.  37:629(1975). 

4.  Gillespie,  T.  A.,  et  al.:  Effects  of  dobutamine  in  patients 
with  acute  myocardial  infarction,  Am.  J.  Cardiol.  39:  588 
(1977). 

5.  Ueda,  M.,  et  al.:  Comparative  study  between  dobutamine 
and  other  catecholamines  in  their  effects  on  the  cardiac  contrac- 
tion and  rhythm,  Nippon  Yakurigaku  Zasshi  73:  501  (1977). 

6.  Loeb,  H.  S.,  et  al.:  Superiority  of  dobutamine  over  dopa- 
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mine  for  augmentation  of  cardiac  output  in  patients  with  chronic 
| low  output  cardiac  failure,  Circulation  55:  375  (1977). 

7.  Stoner,  J.  D.,  Ill,  et  al.:  Comparison  of  dobutamine  and 
dopamine  in  treatment  of  severe  heart  failure,  Brit.  Heart  J.  39: 
536(1977). 

Please  provide  me  with  information  concerning  the  use 
of  timolol  in  the  treatment  of  glaucoma. 

Timolol  (Timoptic),  a new  B-adrenergic  blocking  agent, 
currently  commercially  available  from  Merck  Sharpe  & 
Dohme  in  the  United  States,  may  be  an  important  break- 
through in  the  management  of  glaucoma  when  adminis- 
tered as  an  ophthalmic  solution.  It  has  been  shown  to 
lower  intraocular  pressure  in  normal  volunteers  and  in 
patients  with  open-angle  glaucoma.1 

Zimmerman  and  Kaufman1  treated  30  patients  with 
glaucoma  with  timolol  solution.  Significant  IOF  (intraoc- 
ular pressure)  lowering  was  achieved  with  0.5  and  1.5  per- 
cent solutions  of  the  drug.  At  seven  hours  following 
treatment,  the  IOP  was  lowered  50  percent  from  the  pre- 
treatment  pressure  with  both  strengths  of  timolol.  There 
were  no  ocular  or  systemic  side-effects  detected.  Visual 
acuity  and  pupil  response  were  unchanged  from  pretreat- 
ment levels  throughout  the  study. 

Sonntag  et  al.2  conducted  a study  utilizing  timolol  in  the 
treatment  of  19  patients  with  open-angle  glaucoma.  They 
found  that  a 14-week  course  of  timolol  therapy  (0.1,  0.25, 
or  0.5  percent  twice  daily)  produced  a statistically  signifi- 
cant drop  in  mean  IOP.  Their  data  suggested  that  timolol 
reduces  IOP  by  inhibiting  aqueous  production. 

Zimmerman  and  Kaufman3  conducted  a study  utilizing 
a single  dose  of  timolol  solution  in  20  adult  patients  with 
chronic  open-angle  glaucoma.  This  single-dose  study 
demonstrated  a dose  response  for  this  drug  using  concen- 
trations of  0.1, 0.25, 0.5,  and  1 percent.  Timolol  0.5  percent 
appeared  to  give  the  maximal  ocular  hypotensive  effect; 
however,  each  concentration  of  the  drug  produced  an  oc- 
ular hypotensive  effect  for  at  least  24  hours.  No  local  or 
systemic  side-effects  were  discovered  throughout  the 
study. 

Boger  et  al.4  reported  a long-term  observation  with  ti- 
molol in  patients  with  open-angle  glaucoma.  They  treated 
37  patients  with  timolol  0.1,  0.25,  to  a maximum  of  0.5 
percent  twice  a day  from  1 to  18  months,  6 for  1 to  3 
months,  24  for  3 months  to  one  year,  and  7 for  over  one 
year.  The  authors  found  that  timolol  produced  sustained 
reductions  in  intraocular  pressure  over  the  treatment  pe- 
riod and  did  not  induce  miosis,  accommodative  spasm,  or 
annoying  side-effects.  Systemic  absorption  produced  a 
mild  slowing  of  resting  pulse  rate.  The  authors  also  found 
that  combination  therapy  with  miotics  and  carbonic  an- 
hydrase  inhibitors  gave  an  additive  effect,  whereas  epi- 
nephrine and  phenylephrine  did  not. 

In  conclusion,  timolol  appears  to  be  an  effective,  safe, 
once-a-day  topical  agent  for  the  treatment  of  glaucoma. 

L Zimmerman,  T.  -J.,  and  Kaufman,  H.  E.:  Timolol — dose 
response  and  duration  of  action.  Arch.  Ophth.  95:  605  (Apr.) 
1977. 

2.  Sonntag,  J.  R.,  et  al.:  Effect  of  timolol  therapy  on  outflow 
facility,  Invest.  Ophth.  Visual  Sc.  17:  293  (Mar.)  1978. 

3.  Zimmerman,  T.  J.,  and  Kaufman,  H.  E.:  Timolol — A B- 
adrenergic  blocking  agent  for  the  treatment  of  glaucoma.  Arch. 
Ophth.  95:  601  (Apr.)  1977. 

4.  Boger,  W.  P.,  Ill,  et  al.:  Long-term  experience  with  timolol 
ophthalmic  solution  in  patients  with  open-angle  glaucoma.  Oph- 
thalmology 85:  259  (Mar.)  1978. 

Do  diuretics  increase  serum  lipid  levels? 

Thiazide  and  related  diuretic  treatment  appear  to  in- 
crease significantly  serum  lipid  levels.  This  finding  may 


be  of  considerable  significance,  since  coronary  athero- 
sclerosis is  a leading  cause  of  death  in  patients  treated  for 
hypertension. 

Helgeland  et  al.1  in  a study  involving  300  middle-aged 
men  with  uncomplicated  mild  hypertension,  studied  the 
effect  of  drug  therapy  on  serum  lipid  levels;  150  men  were 
in  the  treatment  group  and  150  men  served  as  controls.  In 
a group  treated  with  hydrochlorothiazide  (HydroDiuril, 
Esidrix,  Oretic,  or  Thiuretic)  alone,  there  was  a distinct 
increase  in  serum  triglyceride  level. 

Ames  et  al.2  studied  the  fasting  concentrations  of  serum 
cholesterol  and  triglycerides  in  63  patients  with  uncom- 
plicated essential  hypertension.  The  patients  were  divided 
into  two  groups.  One  group  of  31  patients  received  a 
lipid-lowering  and  calorie-restricted  diet,  and  the  other 
group  of  32  patients,  in  addition  to  diet  therapy,  received 
chlorthalidone  (Hygroton).  On  diet  therapy  alone,  serum 
cholesterol  levels  fell  and  serum  triglyceride  levels  were 
unchanged.  When  chlorthalidone  was  prescribed  in  ad- 
dition to  diet  therapy,  serum  cholesterol  and  triglyceride 
levels  both  increased.  Thus,  despite  dietary  restrictions, 
serum  lipids  became  raised  when  chlorthalidone  was  used 
as  the  sole  drug  in  the  treatment  of  hypertension. 

Ames  et  al.3  in  another  study  measured  serum  choles- 
terol and  triglyceride  levels  before  and  during  treatment 
of  74  patients  with  mild  primary  hypertension.  In  35  pa- 
tients, there  was  a satisfactory  reduction  in  elevated  blood 
pressure  with  diet  therapy  alone.  In  the  remaining  39 
patients,  a diuretic  drug  was  required  in  addition. 
Twenty-five  patients  received  chlorthalidone,  11  patients 
were  treated  with  hydrochlorthiazide,  and  3 with  spiro- 
nolactone (Aldactone).  The  use  of  diuretics  was  accom- 
panied by  an  average  increase  in  serum  triglyceride  lev- 
els. 

In  conclusion,  it  appears  that  diuretics  raise  serum  lipid 
levels.  This  may  be  of  considerable  clinical  significance, 
since  coronary  atherosclerosis  is  a leading  cause  of  death 
in  patients  treated  for  hypertension.  Further  studies  on 
long-term  use  of  diuretics  and  their  relationship  to  serum 
lipid  levels  are  still  needed. 

1.  Helgeland,  A.,  et  al.:  Serum  triglycerides  and  serum  uric 
acid  in  untreated  and  thiazide-treated  patients  with  mild  hyper- 
tension, Am.  J.  Med.  64:  34  (Jan.)  1978. 

2.  Ames,  R.  P.,  et  al.:  Increase  in  serum-lipids  during  treat- 
ment of  hypertension  with  chlorthalidone,  Lancet  1: 721  (Apr.  3) 
1976. 

3.  Ames,  R.  P.,  et  al.:  Elevation  of  serum  lipid  levels  during 
diuretic  therapy  of  hypertension,  Am.  J.  Med.  61:  748  (Nov.) 
1976. 

Do  you  have  any  information  concerning  the  use  of  le- 
vamisole  in  the  treatment  of  cancer? 

Levamisole,  an  effective  anthelmintic  with  few  toxic 
effects,  is  available  as  a veterinary  product  (Tramisol)  in 
the  United  States  from  American  Cyanamid.  This  orally 
active  agent  has  attracted  attention  because  it  was  found 
to  possess  immunotropic  properties.  It  seems  to  restore 
inefficient  host  defense  mechanisms,  and  thus  its  useful- 
ness as  an  adjunct  in  the  treatment  of  certain  types  of 
human  cancer  as  well  as  other  conditions  is  being  ex- 
plored. 

In  most  animal  cancer  models,  levamisole  does  not  in- 
fluence the  growth  of  primary  tumor  but  prolongs  the  re- 
mission period  after  chemotherapy.  In  vitro,  levamisole 
was  found  to  restore  azathioprine  (Imuran)-suppressed 
T-cell  function.  In  patients  with  cancer,  levamisole  re- 
stores skin  reactivity  to  2, 4 dinitrochlorobenzene  (DNCB) 
and  purified  protein  derivative  (PPD).  In  those  with 
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Hodgkin's  disease,  levamisole  restores  the  ability  to  form 
E rosettes.1’2  These  are  all  indications  of  enhancement  of 
cell-mediated  immunocompetency. 

A long-term,  multicenter  double-blind  study  in  patients 
undergoing  operations  for  primary  bronchial  carcinoma 
was  designed  to  test  the  immunotropic  effects  of  levami- 
sole.2 The  patients  received  levamisole  or  placebo  for 
three  days  every  two  weeks,  starting  three  days  before 
surgery.  Unless  there  was  clinical  evidence  of  recurrence, 
cytostatic  drugs,  corticosteroids,  and  radiotherapy  were 
prohibited.  In  the  111  patients  who  had  been  followed  for 
one  year,  the  incidences  of  side-effects  were  similar  in  both 
the  placebo  and  drug-treatment  groups.  Recurrences 
occurred  in  10  out  of  51  patients  (7  deaths)  who  received 
levamisole  and  in  20  out  of  60  (12  deaths)  who  received 
placebo.  The  difference  appears  not  to  be  due  to  chance 
alone.  In  the  levamisole  group,  there  were  fewer  recur- 
rences in  patients  with  squamous-cell  carcinomas  and 
medium  and  large  primary  tumors,  and  fewer  suspected 
and  proved  recurrences  and  deaths  from  metastases  in 
patients  with  extended  tumors.  Distant  recurrences  (in 
bone,  brain,  and  liver)  tended  to  be  less  common  in  the 
levamisole  group,  whereas  the  disease-free  interval  (time 
between  surgery  and  evidence  of  recurrence)  in  relapsing 
patients  was  almost  identical  in  the  two  groups. 

Rojas  et  al.3  conducted  a clinical  trial  of  levamisole  in 
women  with  primary  inoperable  breast  cancer  (Stage  III). 
After  being  rendered  clinically  disease-free  by  radiotherapy 
to  the  breast,  supraclavicular  area,  and  axilla,  patients  were 
allocated  alternately  to  a control  group  (no  further  treat- 
ment) or  to  a levamisole-treated  group.  The  follow-up  in 
43  patients  (20  levamisole  treated  and  23  controls)  indi- 
cated significant  prolongation  of  the  median  disease-free 
interval  (25  versus  9 months)  and  survival  (90  percent 
versus  35  percent  alive  at  least  30  months)  in  the  levami- 
sole-treated group  compared  with  the  controls.  Levami- 
sole treatment  was  also  associated  with  an  increase  in  the 
percentage  and  intensity  of  delayed  hypersensitivity  skin 
reactions  and  in  the  absolute  lymphocyte  counts.  No 
significant  toxicity  of  levamisole  was  observed  in  this  study 
except  a slightly  higher  incidence  of  nervousness,  gastric 
intolerance,  and  fever.  However,  recently  reversible 
agranulocytosis  and  severe  granulocytopenia  have  been 
reported  associated  with  this  therapy.4-6 

In  conclusion,  levamisole  seems  to  stimulate  the  cell- 
mediated  immune  response  and  thus  may  be  a valuable 
adjunct  in  the  treatment  of  certain  types  of  human  can- 
cer. 

1.  Verhagen,  H.,  et  al.:  The  effects  of  azathioprine  and  le- 
vamisole on  rosette-forming  cells  of  healthy  subjects  and  cancer 
patients,  Clin.  Exp.  Immunol.  29:  311  (Aug.)  1977. 

2.  Immunopotentiation  with  levamisole  in  resectable  bron- 
chogenic carcinoma:  A double-blind  controlled  trial,  Brit.  M.  J. 
3:  461  (1975). 

3.  Rojas,  A.  F.,  et  al.:  Levamisole  in  advanced  human  breast 
cancer,  Lancet  1:  211  (Jan.  31)  1976. 

4.  Teerenhovi,  L.,  et  al.:  High  frequency  of  agranulocytosis 
in  breast  cancer  patients  treated  with  levamisole,  Lancet  2:  151 
(July  15)  1978. 

5.  Veys,  E.  M.,  et  al.:  Levamisole-induced  adverse  reactions 
in  HLA  B27-positive  rheumatoid  arthritis,  ibid.  1:  148  LJan.  21) 
1978. 

6.  Clara,  R.,  and  Gerinanes,  J.:  Levamisole  and  agranulocy- 
tosis, ibid.  1:  47  (Jan.  1)  1977. 

Please  prouide  information  concerning  the  use 
of  doxycycline  in  the  treatment  of  travelers’  diar- 
rhea. 

Travelers’  diarrhea  is  a world  wide  illness  caused  by  a 


variety  of  pathogens,  the  most  common  of  which  is  enter- 
otoxigenic Escherichia  coli.1  It  is  most  prevalent  in 
tropical  and  subtropical  areas  especially  in  Mexico,  North 
Africa,  and  the  Middle  East  where  it  seems  to  be  related 
to  poor  sanitation  and  hygiene.2  The  condition  in  most 
individuals  is  short  lived  and  usually  lasts  one  to  three  days. 
It  represents  itself  with  a sudden  onset  of  loose  stools  with 
variable  symptoms  including  nausea,  vomiting,  and  ab- 
dominal cramps.  In  severe  cases,  however,  it  may  be 
necessary  to  hospitalize  the  patient. 

Symptoms  of  travelers’  diarrhea  may  be  reduced  by  the 
combination  of  diphenoxylate  and  atropine  (Lomotil)  or 
other  opiates.  However,  these  drugs  may  aggravate  diar- 
rhea caused  by  Shigella  or  Salmonella  organisms.  Anti- 
biotics such  as  neomycin  sulfate  (Mycifradin)  and  sul- 
fonamides attempted  for  prophylactic  use  in  travelers’ 
diarrhea  have  been  reported  to  decrease  attack  rates.3 
Tetracycline  hydrochloride  (Achromycin  V,  Panmycin,  and 
Sumycin)  has  been  used  extensively  as  a broad-spectrum 
antibiotic  for  oral  treatment  of  many  common  gastroin- 
testinal infections  including  cholera. 

Sack  et  al.4  have  reported  a double-blind  study  of  the 
efficacy  of  doxycycline  (Vibramycin)  in  preventing  trav- 
elers’ diarrhea.  Doxycycline  is  one  of  several  antibiotics 
belonging  to  the  family  of  tetracyclines.  It  has  the  ad- 
vantage of  excellent  oral  absorption  and  a prolonged 
half-life  that  permits  once-a-day  dosing.  Doxycycline  has 
also  been  shown  to  be  effective  in  certain  E.  coli  isolates 
resistant  to  other  tetracyclines.4  In  this  study,  39  Peace 
Corps  volunteers  received  doxycycline  or  placebo  during 
their  first  five  weeks  in  Kenya.  The  doxycycline  group 
received  200  mg.  while  in  flight  to  their  destination  and  100 
mg.  daily  during  the  first  three  weeks.  The  control  group 
received  a placebo  in  a similar  fashion.  Nine  of  the  21 
volunteers  taking  placebo  and  only  one  of  the  18  volunteers 
taking  doxycycline  developed  travelers’  diarrhea  during 
the  period  of  treatment.  The  protection  persisted  for  at 
least  one  week  after  the  doxycycline  treatment  was  dis- 
continued. 

In  conclusion,  doxycycline  appears  to  be  highly  effective 
in  preventing  travelers’  diarrhea  associated  with  entero- 
toxigenic E.  coli,  the  most  common  pathogen  implicated 
in  this  condition.  Since  different  enteric  pathogens  can 
be  responsible  for  travelers’  diarrhea  in  various  geographic 
areas  of  the  world,  the  precaution  of  consuming  food  that 
has  been  properly  stored  and  cooked  and  water  that  has 
been  properly  treated  is  highly  recommended. 

1.  Sack,  D.  A.,  et  al.:  Travelers’ diarrhea  in  Mexico:  A pro- 
spective study  of  physicians  and  family  members  attending  a 
congress,  New  England  J.  Med.  294:  1299  (1976). 

2.  Rowe,  B.,  et  al.:  An  investigation  of  travelers’  diarrhea, 
Lancet  1:  1 (1970). 

3.  Turner,  A.  D.:  Travellers’  diarrhea:  A survey  of  symptoms, 
occurrence  and  possible  prophylaxis,  Brit.  Med.  J.  4:  653 
(1977). 

4.  Sack,  D.  A.,  et  al.:  Prophylactic  doxycycline  for  travelers’ 
diarrhea,  New  England  J.  Med.  298:  758  (1978). 

Is  there  a clinically  significant  drug  interaction  between 
chlorpromazine  and  lithium  carbonate? 

Chlorpromazine  (Thorazine)  and  lithium  carbonate 
(Eskalith,  Lithane,  and  Pfilithium)  are  utilized  concur- 
rently in  certain  clinical  situations  on  both  a short  and 
long-term  basis.1  There  have  been  reports  involving 
studies  in  laboratory  animals  and  man  that  such  a combi- 
nation, when  both  drugs  were  administered  orally,  resulted 
in  lower  chlorpromazine  levels  than  would  be  normally 
expected. 
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Rivera-Calimlim2  studied  the  lithium-chlorpromazine 
interaction  in  rats  and  noted  that  the  combination  resulted 
in  lower  plasma  and  brain  levels  of  chlorpromazine  than 
in  animals  that  received  chlorpromazine  alone.  In  addi- 
tion, the  amount  of  chlorpromazine  that  remained  in  the 
stomach  of  animals  who  received  the  combination  was 
significantly  higher  than  in  animals  that  received  chlor- 
promazine alone.  Gastric  emptying  time  was  also  shown 
to  be  inhibited  by  lithium. 

These  same  authors  have  reported  their  observations  of 
lower  chloropromazine  levels  in  patients  on  concomitant 
lithium  therapy.3  Patients  who  ingested  400  to  1,000  mg. 
of  chlorpromazine  which  ordinarily  produces  plasma  levels 
between  100  to  300  ng.  per  milliliter  or  more  had  plasma 
levels  of  58  to  70  ng.  per  milliliter. 

A study  of  the  lithium-chlorpromazine  interaction  on 
seven  healthy  males  was  conducted  in  a randomized 
crossover  study.4  Each  subject  ingested  two  doses  of 
chlorpromazine  (100  mg.)  as  the  liquid  concentrate:  one 
prior  to  lithium  therapy  and  one  after  a seven-day  treat- 
ment with  lithium  (900  mg.  per  day  in  divided  doses). 
After  treatment  with  lithium,  mean  plasma  levels  of 
chlorpromazine  were  lower  at  all  times  than  the  corre- 
sponding plasma  levels  of  chlorpromazine  prior  to  lithium 
therapy.  Peak  chlorpromazine  levels  were  about  40  per- 
cent lower  after  lithium  treatment,  but  there  was  no  dif- 
ference in  time  to  reach  peak  plasma  levels.  The  area 
under  the  chlorpromazine  concentration-time  curve  was 
26.6  percent  smaller.  The  authors  hypothesize  that  im- 
paired gastric  emptying  resulted  from  lithium  and  may 
account  for  the  diminished  chlorpromazine  levels;  however, 
a different  study  of  lithium’s  effect  on  gastric  emptying  in 
man  did  not  consistently  support  this  theory.5 

Although  the  precise  mechanism  of  interaction  between 
chlorpromazine  and  lithium  is  not  known,  there  is  some 
evidence  that  the  combination  resulted  in  lower  chlor- 
promazine levels  than  would  normally  occur.  The  signif- 
icance of  this  interaction  is  that  the  chlorpromazine  re- 
sponse may  be  less  than  expected  during  combined  ther- 
apy, and/or  chlorpromazine  toxicity  could  arise  on  with- 
drawal of  lithium  from  a patient  receiving  this  combina- 
tion. 

1.  Small,  J.  G.,  et  al.:  A placebo-controlled  study  of  lithium 
combined  with  neuroleptics  in  chronic  schizophrenic  patients.  Am. 
J.  Psychiat.  132:  1315  (1976). 

2.  Rivera-Calimlim,  L.:  Effect  of  lithium  on  gastric  emptying 
and  absorption  of  oral  chlorpromazine,  Psychopharmacol.  Com- 
mun.  2:  263  (1976). 

3.  Rivera-Calimlim,  L.,  et  al.:  Clinical  response  and  plasma 
levels:  effect  of  dose,  dosage,  schedules  and  drug  interactions  on 
plasma  chlorpromazine  levels.  Am.  J.  Psychiat.  133:  646  (1976). 

4.  Rivera-Calimlim.  L.,  et  al.:  Effect  of  lithium  on  plasma 
chlorpromazine  levels,  Clin.  Pharmacol.  Ther.  23:  451  (Apr.) 
1978. 

5.  Kerzner,  B.,  et  al.:  Lithium  on  gastric  emptying  in  man, 
abstracted,  ibid.  19:  109  (1976). 

It  has  come  to  my  attention  that  aspirin  may  have  an 
effect  on  vitamin  C requirements;  could  you  give  more 
information  on  this  possible  interaction? 

Vitamin  C,  an  essential  vitamin  for  man,  is  stored  in  the 
leukocytes  and  platelets.1-2  The  level  of  leukocyte  ascorbic 
acid  is  a measurement  of  the  tissue  status  of  the  vitamin 
when  all  metabolic  demands  are  made.  The  physiologic 
functions  of  vitamin  C are  not  yet  known,  but  it  does  act 
as  a cofactor  in  enzymatic  hydroxylation  reactions.3  The 
metabolic  demand  for  the  vitamin  is  increased  under  cer- 
tain stressful  situations  including  disease  states,  such  as 
rheumatoid  arthritis,  the  common  cold,  and  chronic  and 


acute  respiratory  symptoms  of  allergic  and  infective  eti- 
ology.1-2-4 

Loh  and  Wilson4  studied  the  interaction  of  aspirin  and 
ascorbic  acid  on  six  healthy  male  volunteers.  It  was  found, 
after  a loading  dose  of  500  mg.  of  vitamin  C,  that  increasing 
doses  of  aspirin  altered  the  plasma  and  leukocyte  ascorbic- 
acid  concentrations.  The  plasma  ascorbic  acid  levels  rose, 
while  the  leukocyte  levels  of  the  vitamin  fell.  This  indi- 
cated impaired  leukocyte  absorption  of  the  vitamin,  and 
a dose  of  600  mg.  of  aspirin  completely  inhibited  absorption 
of  ascorbic  acid  into  the  leukocytes. 

Loh  et  al.1  in  another  study  looked  at  the  effects  of  as- 
pirin on  the  metabolic  availability  of  ascorbic  acid.  Results 
suggested  that  aspirin  competes  for  ascorbic  acid  receptors 
in  the  leukocyte  membrane  and  thus  inhibits  uptake  of  the 
vitamin. 

Sahud  and  Cohen2  examined  the  effect  of  aspirin  in- 
gestion on  platelet  and  plasma  levels  of  ascorbic  acid  in  48 
normal  subjects  and  34  patients  with  confirmed  rheuma- 
toid arthritis.  Significantly  low  platelet  and  plasma  levels 
of  ascorbic  acid  were  found  in  those  rheumatoid  patients 
receiving  high  doses  of  aspirin  who  did  not  supplement 
their  vitamin  C intake. 

In  conclusion  the  interaction  of  aspirin  and  ascorbic  acid 
may  be  of  importance  to  the  patient  who  is  taking  aspirin 
chronically.  These  patients  should  probably  be  advised 
to  supplement  their  vitamin  C intake. 

1.  Loh,  H.  S.,  et  al.:  The  effects  of  aspirin  on  the  metabolic 
availability  of  ascorbic  acid  in  human  beings,  J.  Clin.  Pharmacol. 
13:  480  (1973). 

2.  Sahud,  M.  A.,  and  Cohen,  R.  J.:  Effect  of  aspirin  ingestion 
on  ascorbic  acid  levels  in  rheumatoid  arthritis,  Lancet  1:  937 
(1971). 

3.  Lehninger,  A.  L.:  Biochemistry,  2nd  ed.,  New  York  City, 
Worth  Publishers,  Inc.,  1975,  p.  350. 

4.  Loh,  H.  S.,  and  Wilson,  C.  W.  M.:  The  interactions  of  as- 
pirin and  ascorbic  acid  in  normal  men,  J.  Clin.  Pharmacol.  15:  36 
(1975). 

What  is  the  current  thinking  on  the  value  of  cranberry 
juice  in  the  treatment  of  urinary  problems? 

Cranberry  juice  is  reputed  to  be  useful  as  an  adjunct  in 
the  treatment  of  chronic  urinary  tract  infections,  reduction 
of  urine  ammoniacal  malodors,  and  possibly  useful  in 
controlling  calcium  urolithiasis.  It  is  a commercially 
variable  product,  and  its  constituents  have  not  been  linked 
to  a specific  pharmacological  effect  in  man.1 

Although  not  proved,  benzoic  and  quinic  acid  are  two 
organic  acids  in  cranberry  juice  that  may  play  a role  in 
urinary  bacteriostasis  and  reduction  of  ammoniacal  odors. 
Both  acids  serve  as  a chemical  precursor  to  hippuric  acid. 
While  hippuric  acid  has  been  shown  to  be  bacteriostatic 
to  common  urinary  tract  pathogens  at  a concentration  of 
0.02  to  0.04  M.  at  pH  5,  this  activity  decreases  considerably 
at  a slightly  higher  pH.2  It  is  important  to  note  that  at 
maximally  tolerable  daily  amounts  of  cranberry  juice  (0.6 
to  4 L.),  the  acidification  of  urine  is  often  negligible,  and 
only  occasionally  does  the  hippuric  acid  level  reach  the 
required  level  that  would  be  bacteriostatic  at  pH  5. 
Whether  there  are  other  antibacterial  substances  in  cran- 
berry juice  of  clinical  importance  is  unanswered  to 
date.3 

A study  assisted  by  Ocean  Spray  Cranberries  Inc.,  con- 
ducted on  incontinent  patients  on  a female  ward,  reported 
a subjective  reduction  in  ammoniacal  odors  related  to 
cranberry  juice  ingestion.1  However,  analysis  of  urine  pH 
and  air  ammonia  showed  no  statistical  differences  from 
controls. 
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Der  Marderosian3  reported  on  the  effect  of  cranberry 
juice  in  patients  with  renal  calcium  stones.  Ingestion  of 
the  juice  did  not  influence  total  excretion  of  calcium  in 
urine,  but  it  did  decrease  ionized  calcium  in  patients  with 
renal  calculi.  The  authors  indicated  that  any  beneficial 
effect  may  result  from  slight  acidifying  properties  of  the 
juice  and/or  possibly  a decrease  in  ionized  calcium  in  pa- 
tients with  renal  calculi. 

In  conclusion,  there  is  a paucity  of  objective  data  to 
support  the  use  of  cranberry  juice  for  therapeutic  purposes. 
Its  urine-acidifying  properties  are  unreliable. 

1.  DuGan,  C.,  and  Cardaciotto,  P.  S.:  Reduction  of  am- 
moniacal  urinary  odors  by  the  sustained  feeding  of  cranberry  juice, 
J.  Psychiat.  Nurs.  4:  467  (1966). 

2.  Bodel,  P.  T.,  et  al.:  Cranberry  juice  and  the  antibacterial 
action  of  hippuric  acid,  -J.  Lab.  Clin.  Med.  54:  881  (1959). 

3.  Der  Marderosian,  A.  H.:  Cranberry  juice,  Drug  Therapv 
7: 151  (Nov.)  1977. 
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Rewarming  of  freeze  victims 
can  be  problem  for  physicians 

With  the  approach  of  another  North  American  winter, 
physicians  are  reminded  once  again  in  the  November  17 
Journal  of  the  American  Medical  Association  of  treatment 
techniques  for  the  individual  who  is  severely  chilled  or 
half-frozen. 

Many  lives  were  lost  due  to  accidental  hypothermia  (low 
temperature)  during  the  severe  winters  of  1977  and  1978, 
David  E.  Welton,  M.D.,  of  Baylor  College  of  Medicine, 
Houston,  and  colleagues  remind. 

The  alcoholic,  the  accident  victim,  and  the  elderly  with 
medical  disorders  are  at  risk  of  losing  consciousness  out- 
doors and  thus  getting  severely  chilled. 

If  body  temperature  remains  above  90  degrees  (98.6  is 
average)  most  of  the  individuals  will  survive.  Up  to  one 
third  will  die  with  temperatures  of  less  than  90. 

Rewarming,  with  careful  monitoring  of  heart,  breathing, 
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and  other  vital  signs  is  the  first  step.  In  less  severely 
chilled  individuals,  rewarming  with  blankets  in  a warm 
room  probably  is  sufficient.  In  those  with  extremely  low 
temperatures,  warming  of  the  blood  as  it  circulates  through 
the  body,  with  a dialysis  technique,  may  be  needed. 

Dr.  Welton  advises  that  ambulance  crews  be  reminded 
at  the  onset  of  winter  of  the  list  of  hospitals  that  are 
equipped  to  handle  this  “core  rewarming”  process.  If  a 
severely  chilled  patient  arrives  at  a hospital  where  the 
technique  is  unavailable,  the  admitting  physician  should 
consider  transferring  the  patient  to  the  proper  medical 
center.  If  necessary,  a helicopter  should  be  used  for  the 
transfer,  with  basic  life  support  techniques  continued  in 
flight,  he  says. 

Core  rewarming,  or  warming  of  the  blood,  has  saved 
patients  commonly  considered  to  be  dying,  and,  although 
t he  outlook  for  the  patient  may  appear  grim,  the  physician 
should  not  abandon  hope  until  every  available  resource  of 
the  emergency  medical  system  has  been  exhausted,  Dr. 
Welton  declares. 


82  New  York  State  Journal  of  Medicine/January  1979 


i See  important  product  information  including  warn- 
ings. adverse  reactions  patient  selection  and  pre- 
scribing and  precautionary  recommendations 
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Description:  Each  green  and  white  hard  gelatin 
capsule  contains  theophylline  USPanhydrous.  200 
mg  in  a micro-pulverized  form  Each  brown  and 
white  hard  gelatin  capsule  contains  100  mg  The 
elixir  contains  80  mg  theophylline  per  15  ml  in  a 
20%  alcohol  elixir  (approximately  20  calories.  0 9 
gm  carbohydrate  per  tablespoonful) 

Action:  Theophylline  is  a methylxanthme  which 
relaxes  the  smooth  musculature  of  the  bronchioles 
through  its  inhibition  of  the  conversion  of  cyclic 
adenosine  monophosphate  to  adenosine  mono- 
phosphate by  phosphodiesterase  It  also  has  di- 
uretic. cardiotonic,  and  CNS  stimulant  effects 

Indications:  Bronkodyl  is  indicated  tor  symp- 
tomatic relaxation  of  bronchiolar  spasm  in  the 
chronic  obstructive  bronchopulmonary  diseases, 
e g . bronchial  asthma,  chronic  bronchitis  and  pul- 
monary emphysema 

Contraindications:  Bronkodyl  is  contraindicated  in 
persons  known  to  have  had  serious  idiosyncratic 
responses  to  theophylline,  its  salts,  or  the  other 
methylxanthines.  theobromine,  or  caffeine  and 
may  be  contraindicated  in  peptic  ulcer 

Warnings:  All  methylxanthines  should  be  used  with 
caution  in  children  and  in  others  who  are  currently 
taking  bronchodilator  products,  especially  in  rectal 
dosage  form,  which  may  contain  theophylline  or 
related  drugs 

Usage  in  Pregnancy:  Although  theophylline  has 
been  used  for  many  years,  with  no  evidence  of 
adverse  fetal  effect  or  teratogenicity,  its  safety  in 
pregnancy  has  not  been  established  Therefore 
use  of  Bronkodyl  during  lactation  or  in  women  of 
childbearing  potential  requires  that  possible  bene- 
fits of  the  drug  be  weighed  against  possible  hazards 
to  fetus  or  child 

Precautions:  Bronkodyl  should  be  used  with  cau- 
tion in  patients  with  cardiac  or  circulatory  disease 

Adverse  Reactions:  Gastrointestinal  epigas- 
tric distress,  nausea,  vomiting  Cardiovascular  pal- 
pitations CNS:  insomnia,  restlessness,  irritability, 
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Dosage  and  Administration:  Adults:  Usual  dosage 
of  Bronkodyl  is  200  mg  every  6 hours  (four  doses 
in  each  24  hours)  This  dosage  may  be  adjusted  to 
reflect  individual  clinical  response  as  an  indication 
of  slow  or  rapid  metabolism  of  the  drug  If  adverse 
reactions  are  encountered,  each  dose  may  be 
reduced,  or  the  interval  between  doses  may  be 
lengthened,  or  both  If  clinical  response  is  not  satis- 
factory. indicating  possible  rapid  inactivation  of  the 
drug,  dosage  may  be  gradually  increased  to 
achieve  the  desired  response  In  some  instances 
of  either  too  slow  or  too  rapid  metabolism,  plasma 
levels  of  theophylline  should  be  determined  and 
dosage  adjusted  accordingly  to  achieve  levels 
above  10  meg. /ml  , but  not  to  exceed  20  meg  /ml 
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Dosage  in  Children:  Usual  dosage  should  be  based 
on  administration  of  10  mg  per  kg  per  24  hours, 
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levels),  may  facilitate  dosage  adjustments,  espe- 
cially in  children,  to  obtain  appropriate  response 
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Esthesioneuroblastoma  is  an  epithelial  tumor  of 
neurogenic  origin  arising  in  the  nasal  cavity.  It 
usually  arises  from  some  area  of  the  olfactory  mucosa. 
These  tumors  are  histologically  malignant  lesions 
and  are  known  to  involve  the  middle  and  superior 
meatus  of  the  nasal  cavity  and  may  extend  to  the 
paranasal  sinuses  or  the  cribriform  plate.  Micro- 
scopically, the  tumor  is  composed  of  neurocytes  or 
neuroblasts  and  may  have  neurofibrils  and  pseudo- 
rosettes; true  rosettes  may  be  present  in  some  cases. 
Accurate  histologic  diagnosis  is  essential,  for  surgi- 
cal-treatment planning  depends  on  this.  Patients 
with  these  tumors  present  symptoms  of  nasal  ob- 
struction, epistaxis,  mass  in  the  nasal  cavity,  or  oc- 
casionally rhinorrhea.  Adequate  total  resection  of 
this  tumor  has  been  difficult  due  to  its  unusual  ana- 
tomic location,  and,  therefore,  multiple  local  recur- 
rences, requiring  repeated  surgical  procedures,  are 
frequent.  In  spite  of  these  drawbacks,  the  overall 
five-year  survival  rate  is  50  percent.  The  following 
case  report  illustrates  the  difficulties  in  diagnosing 
accurate  delineation  of  the  extent  of  the  tumor  and 
describes  a radical  surgical  approach  for  a more 
thorough  excision  of  this  difficult-to-remove 
tumor. 

Case  report 

A 40-year-old-  Central  American  male  first  expe- 
rienced progressive  difficulty  breathing  through  his 
right  nostril  accompanied  by  a discharge  of  thick 
mucus  in  July,  1975.  He  had  sought  medical  atten- 
tion in  December,  1975,  and  after  appropriate  ra- 
diologic work-up,  a biopsy  of  the  mass  in  the  right 
nasal  cavity  was  done.  At  the  time  of  this  biopsy,  a 


considerable  amount  of  bleeding  was  encountered. 
Subsequently,  on  January  13,  1976,  an  antrostomy 
and  local  excision  of  the  right  middle  turbinate  bone 
and  the  tumor  mass  arising  from  the  ethmoid  sinuses 
was  carried  out  elsewhere.  Histologic  diagnosis  of 
“undifferentiated  carcinoma,  probably  squamous  in 
origin”  was  rendered.  Following  this,  the  patient 
had  been  advised  to  receive  preoperative  radiation 
therapy  followed  by  a maxillectomy  on  the  right  side, 
with  orbital  exenteration.  Between  January  19  and 
February  24, 1976,  he  had  received  a total  of  5,000  r 
tumor  dose,  delivered  through  an  anterior  and  a 
wedged  pair  of  portals.  Following  the  completion  of 
this  radiotherapy,  the  patient  developed  a transient 
cerebrospinal  fluid  fistula  while  awaiting  definitive 
surgery. 

The  patient  first  reported  to  us  on  March  14, 1976, 
with  his  history  as  previously  stated.  The  slides  of 
previous  biopsies  were  reviewed  at  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases,  and  the  diag- 
nosis of  esthesioneuroblastoma  was  rendered.  The 
patient  was  admitted  to  Memorial  Sloan-Kettering 
Cancer  Center  on  March  27, 1976.  Physical  exami- 
nation at  that  time  showed  cutaneous  erythema 
corresponding  to  the  portals  of  previous  radiation 
therapy.  There  was  no  evidence  of  nasal  obstruction 
on  either  side,  and  no  tumor  mass  could  be  visualized 
on  anterior  rhinoscopy.  During  examination,  a clear 
fluid,  resembling  cerebrospinal  fluid,  dripped  out 
from  the  right  nasal  cavity.  Indirect  nasopharyn- 
goscopy  with  a mirror  revealed  the  presence  of  a 
nodular  tumor  mass  in  the  ethmoid  labyrinth.  The 
right  middle  and  inferior  turbinates  bones  were 
missing  as  a result  of  previous  removal  and  the  pa- 
tient did  not  have  a sense  of  smell.  Examination  of 
the  rest  of  the  head  and  neck  disclosed  nothing  re- 
markable, and  the  functions  of  all  other  cranial 
nerves  were  intact. 

Radiologic  work-up  to  determine  the  extent  of  the 
tumor  included  polytomograms  which  demonstrated 
invasion  of  the  right  side  of  the  cribriform  plate  (Fig. 
1 A);  the  inferior  turbinate  hone  on  the  right  side  was 
missing  owing  to  previous  surgical  removal.  Com- 
puterized transaxial  scan  revealed  the  presence  of  a 
tumor  in  the  ethmoid  sinuses  on  the  right  side  with 
invasion  of  the  sphenoid  sinus  (Fig.  IB).  A carotid 
angiogram  and  a pneumoencephalogram  did  not 
show  any  abnormalities.  After  adequate  preopera- 
tive preparation,  the  patient  was  taken  to  the  oper- 
ating room  on  April  5,  1976,  for  a two-team  combined 
craniofacial  resection.  A bifrontal  craniotomy  was 
first  carried  out,  and  no  intracranial  extension  of 
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disease  was  found.  The  entire  cribriform  plate  on 
both  sides  was  exposed.  Next,  a partial  maxillect- 
omy  was  performed  through  a Weber-Fergusson 
incision,  removing  the  hard  palate  on  the  right  side 
to  provide  access  to  the  ethmoid  sinuses  (Fig.  2);  the 
nasal  septum  had  to  be  excised  to  gain  access  to  the 
left  side.  The  specimen  was  then  mobilized  by  dis- 
secting through  the  ethmoid  air  cells  and  carefully 
remaining  medial  to  both  orbits.  Then,  the  entire 
ethmoid  labyrinth  from  both  sides  was  removed  en 
bloc.  Removal  of  the  tumor-bearing  ethmoid  section 
resulted  in  a through-and-through  defect  of  ap- 
proximately 3 by  2 cm.  in  the  floor  of  the  anterior 
cranial  fossa.  This  defect  was  reconstructed  with  a 
periosteal  pedicle  flap,  which  was  sutured  to  the  dura. 
A split-thickness  skin  graft  was  employed  to  cover 
the  periosteal  flap  and  the  rest  of  the  antral  defect 
from  below.  The  skin  graft  was  held  in  position  with 
cornish  wool  packing,  which  was  retained  there  with 
a previously  fabricated  immediate  dental  obtura- 
tor. 

The  patient’s  postoperative  course  was  uneventful, 
and  he  was  discharged  from  the  hospital  on  May  1, 
1976.  His  postoperative  computerized  transaxial 
scan  shows  complete  removal  of  the  tumor  and  the 
extent  of  surgical  defect  (Fig.  3A).  The  patient 
presently  uses  a dental  obturator,  tolerates  a regular 
diet,  and  has  returned  to  work.  He  remains  clinically 
free  of  cancer  (Fig.  3B). 


FIGURE  1.  (A)  Coronal  tomogram  of  anterior  skull  base 

showing  destruction  of  right  side  of  cribriform  plate.  (B) 
Computerized  transaxial  scan  showing  tumor  in  ethmoid  si- 
nuses with  invasion  of  sphenoid  sinus. 


FIGURE  2.  Schematic  diagram  of  coronal  section  of  head 
showing  extent  of  tumor  involvement  and  line  of  surgical 
resection. 
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FIGURE  3.  (A)  Postoperative  computerized  transaxial  scan 

showing  surgical  defect.  (B)  Postoperative  photograph  of 
patient. 


Summary 

This  case  report  demonstrates  a two-team  surgical 
approach  for  a more  thorough  radical  en  bloc  excision 
for  tumors  arising  from  the  ethmoid  mucosa.  The 
procedure  can  also  be  employed  for  cancers  arising 
in  the  maxillary  antrum  with  invasion  of  the  ethmoid 
mucosa  or  tumors  arising  in  the  orbit  with  destruc- 
tion of  the  cribriform  plate.1’2  Malecki3  first  re- 
ported such  an  approach  for  a more  adequate  surgical 
excision  of  tumors  arising  in  the  frontal  ethmoid  area. 
Ketcham  et  al.,4  popularized  this  operation  and  re- 
ported significant  improvement  in  results  of  treat- 
ment of  patients  with  cancer  of  the  paranasal  sinuses. 
This  operation  can  be  safely  employed  in  properly 
selected  cases  with  improved  chances  of  local  control 
of  cancer. 


425  East  67th  Street 
New  York,  New  York  10021 
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The  first  reports  of  cholestatic  jaundice  induced 
by  erythromycin  estolate  appeared  in  1961. 1-3  It  was 
suggested  that  the  hepatotoxicity  is  due  to  the  esters 
of  erythromycin  with  propionic  acid,  but  the  exact 
mechanism  is  still  unknown.4,5  Although  the  his- 
tology of  the  liver  biopsies  of  patients  suffering  from 
hepatic  injury  caused  by  erythromycin  estolate  wras 
described,2,6  only  one  report  on  the  ultrastructural 
lesions  of  the  liver  cells  of  these  patients  was  recently 
published.7 

We  wish  to  report  the  case  history,  the  immuno- 
logic data,  and  the  electron  microscopy  findings  in 
the  liver  biopsy  of  a patient  with  erythromycin  es- 
tolate-induced  hepatitis. 

Case  report 

A 28-year-old  female  was  admitted  to  the  depart- 
ment because  of  severe  epigastric  pain,  jaundice,  and 
fever.  Her  past  history  was  unremarkable,  except 
for  skin  sensitivity  caused  by  adhesive  tapes. 

Two  weeks  before  the  admission  the  patient  noted 
folliculitis  on  her  legs  and  started  treatment  with 
erythromycin  estolate  1 Gm.  daily.  Two  weeks  later 
she  felt  severe  pain  in  the  epigastrium  and  in  the 
right  hypochondrium,  became  nauseated,  and  vom- 
ited. Her  temperature  rose  to  39  °C.,  and  her  urine 
became  dark. 

* Supported  by  a grant  from  the  Chief  Scientist’s  Bureau, 
Ministry  of  Health. 

+ Established  Investigator  of  the  Chief  Scientist’s  Bureau, 
Ministry  of  Health. 


Physical  examination  showed  a patient  in  good 
general  condition,  with  moderate  jaundice.  The 
right  hypochondrium  was  sensitive,  but  there  was  no 
enlargement  of  the  liver,  spleen,  or  lymph  nodes. 

Blood  examination  showed:  hemoglobin  12.9  Gm. 
per  100  ml.,  white  blood  cell  count  5,900  per  cubic 
millimeter,  with  38  percent  polymorphonuclear 
leukocytes,  8 percent  band  forms,  12  percent  eosin- 
ophils, 2 percent  basophils,  35  percent  lymphocytes, 
3 percent  monocytes,  and  2 percent  plasmocytes. 
Total  bilirubin  was  3.7  per  100  ml.,  direct  2.8  mg.  per 
100  ml.,  serum  glutamic  oxaloacetic  transaminase  150 
units  (normal  values  5 to  40  units),  serum  glutamic 
pyruvic  transaminase  175  units  (normal  values  5 to 
35  units),  and  alkaline  phosphatase  4.8  Bessey-Lowry 
units.  Total  serum  proteins  were  7.5  Gm.  per  100  ml. 
with  a normal  albumin-globulin  ratio;  one-stage 
prothrombin  time  was  100  percent,  cholesterol  205 
mg.  per  100  ml.,  serum  iron  190  micrograms  per  100 
ml.,  and  unsaturated  serum  iron  capacity  was  180 
micrograms  per  100  ml. 

The  administration  of  erythromycin  was  stopped, 
the  patient’s  condition  improved,  the  results  of  the 
liver  function  tests  became  normal,  and  she  was 
discharged. 

Six  months  later,  she  took  one  tablet  of  erythro- 
mycin estolate  because  of  upper  respiratory  tract 
infection.  Four  hours  later  she  felt  severe  epigastric 
pain  and  started  vomiting.  The  sclerae  became 
yellow,  the  urine  dark,  and  the  patient  experienced 
intolerable  itching. 

The  physical  examination  did  not  show  pathologic 
findings  except  for  slight  jaundice  and  skin  scratches 
due  to  itching. 

Laboratory  examinations  showed:  hemoglobin 

12.4  Gm.  per  100  ml.,  white  blood  cells  6,000  per  cubic 
millimeter  with  a normal  differential  count,  total 
bilirubin  2.8  mg.  per  100  ml.,  direct  1.8  mg.  per  100 
ml.,  serum  glutamic  oxaloacetic  transaminase  120 
units,  serum  glutamic  pyruvic  transaminase  70  units, 
and  alkaline  phosphatase  5.8  Bessey-Lowry  units. 

Immunoelectrophoresis  showed:  Ig  (immuno- 

gobulin)G-l,900  mg.  per  100  ml.,  IgA-280  mg.  per 
100  ml.,  IgM-220  mg.  per  100  ml.  (normal  values:  800 
to  1,800;  90  to  450;  and  60  to  250  mg.  per  100  ml.,  re- 
spectively). Serum  complement:  C.3-28  mg.  per  100 
ml.  (normal  20  to  50  mg.  per  100  ml.);  C4-I85  mg.  per 
100  ml.  (normal  120  to  180  mg.  per  100  ml.).  Anti- 
smooth  muscle,  antimitochondrial,  and  antiparietal 
cell  antibodies,  as  well  as  hepatitis  B antigen,  were 
not  found.  Lymphocyte  transformation  test  result 
using  a solution  of  erythromycin  estolate  was  nega- 
tive. Reaction  on  PK  (Prausnitz-Kiistner)  test 
performed  by  injection  of  0.1  ml.  of  the  patient’s 
serum  intradermally  to  a volunteer,  was  negative. 
Injection  of  0.1  ml.  of  1:1,000  solution  of  erythro- 
mycin estolate  24  hours  later  at  the  same  spot  did  not 
cause  any  reaction. 

Two  days  after  her  admission,  a liver  biopsy  was 
performed  with  a Menghini  needle.  Histologic  ex- 
amination showed  bile  stasis  and  infiltration  of  the 


January  1979/New  York  State  Journal  of  Medicine  87 


FIGURE  1 . Low-power  view  of  liver  cells  showing  prominent 
dilatation  of  endoplasmic  reticulum;  small  nuclei  with  swollen 
perinuclear  membrane.  Cytoplasmic  membranes  thick. 
Banded  arrows  point  to  saccular  dilatations  of  intercellular 
spaces,  straight  arrow  points  to  dilated  bile  canaliculus  (uranyl 
acetate  lead  citrate  staining,  original  magnification  X 
5,450). 


FIGURE  2.  Higher  magnification  of  bile  canaliculus. 
Thickness  of  canaliculus,  wall  evident.  Canaliculus  dilated  and 
engorged  with  granular  material,  probably  bile  (uranyl  acetate 
lead  citrate  staining,  original  magnification  X 17,600). 

portal  spaces  with  mononuclear  cells,  a few  plasma 
cells,  and  eosinophils. 

The  patient  was  treated  with  cholestyramine  resin 
12  Gm.  per  day.  Her  complaints  gradually  subsided, 
but  the  laboratory  findings  returned  to  normal  only 
three  weeks  after  the  appearance  of  the  jaundice. 
Intravenous  cholangiography  was  without  pathologic 
findings. 

Electron  microscopy 

A small  piece  of  liver  obtained  by  biopsy  was  di- 


FIGURE  3.  .Two  markedly  dilated  canaliculi  showing  ab- 
sence of  microvilli  and  containing  electron-dense  granular 
material  (uranyl  acetate  lead  citrate  staining,  original  mag- 
nification X 17,000). 

vided  into  two  blocks,  fixed  in  cold  1 percent  buffered 
glutaraldehyde,  pH  7.4,  postfixed  in  osmium  te- 
troxide,  dehydrated  in  graded  alcohols,  and  embed- 
ded in  Epon  812.  At  least  20  sections  of  each  block 
were  examined  with  a Philips  300  electron  micro- 
scope. 

On  low  magnification,  the  liver  cells  showed  a 
marked  dilatation  of  the  endoplasmic  reticulum, 
giving  the  cells  a somewhat  foamy  appearance  (Fig. 
1).  The  nuclei  appeared  smaller  in  size,  with  swollen 
perinuclear  membrane.  The  mitochondria  were 
round  or  oval  with  fairly  preserved  structure.  The 
limiting  cell  membrane  appeared  thicker  than  usual 
(30  to  40  A)  and  the  intercellular  spaces  showed 
saccular  dilatations.  The  bile  canaliculi,  limited  by 
the  thick  plasma  membranes,  were  engorged  and 
contained  material  with  fine  and  coarse  granular 
appearance,  most  probably  bile  (Fig.  2).  The  ma- 
jority of  them  showed  absence  or  deformation  of  the 
microvilli  (Fig.  3). 

Comment 

The  patient  showed  clinical  features  characteristic 
of  cholestatic  jaundice  induced  by  erythromycin  es- 
tolate.  The  results  of  the  liver  function  tests  were 
compatible  with  both  liver  cell  damage  and  intra- 
hepatic  obstruction  of  the  bile  ducts.  The  pathologic 
findings  of  the  liver,  such  as  seen  with  the  light  mi- 
croscope, were  compatible  with  those  described  in  the 
literature.6 

Direct  hepatotoxicity  and/or  hypersensitivity  were 
considered  in  the  pathogenesis  of  the  erythromycin 
estolate-induced  hepatitis.  Robinson8  reported  liver 
damage  in  12.5  percent  of  80  patients  treated  with 
erythromycin  estolate  for  more  than  14  days,  but  only 
2 of  them  developed  jaundice.  According  to  Ticktin 
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and  Robinson9  hepatotoxicity  was  observed  in  5 out 
of  13  patients  treated  with  the  antibiotic.  Schaffner 
and  Kniffen10  demonstrated  ultrastructural  liver 
damage  in  27  percent  of  the  rats  treated  with  eryth- 
romycin estolate.  Kendler  et  al.11  showed  dose- 
dependent  hepatotoxicity  of  erythromycin  estolate 
when  perfused  in  isolated  rat  liver. 

In  other  reports,  there  are  evidences  supporting 
hypersensitivity  reaction  as  the  cause  of  drug-in- 
duced hepatitis. 1>7,8>12  However,  thoroughly  per- 
formed studies  by  Tolman,  Sannella,  and  Freston5 
do  not  support  the  possibility  of  an  immunologic 
mechanism  as  an  inducer  of  the  liver  injury  following 
administration  of  the  antibiotic.  Kendler  et  al.1 1 and 
Klatskin13  suggest  both  direct  hepatotoxicity  and 
hypersensitivity  in  erythromycin  estolate-induced 
hepatitis. 

The  patient  showed  some  features  compatible  with 
immunologic  reaction,  such  as  a sensitization  period 
of  two  weeks,  the  response  to  a minimal  challenge 
dose,  fever,  eosinophilia,  and  slight  hypergamma- 
globulinemia. However,  results  of  more  specific 
tests,  including  serum  complement  level,  PK  reac- 
tion, and  tests  for  specific  autoantibodies,  were 
negative.  Specific  hypersensitivity  cannot  be  fully 
excluded  however. 

Findings  on  electron  microscopic  examination  of 
the  liver,  such  as  dilatation  of  the  bile  canaliculi  with 
distorted  or  absent  microvilli,  were  consistent  with 
those  described  in  drug-induced  cholestatic  jaun- 
dice.14 Lunzer  et  al.7  described  a patient  with 
erythromycin  estolate-induced  jaundice  with  similar 
histologic  and  ultrastructural  findings.  We  did  not 
find  damage  of  the  mitochondrial  cristae,  as  reported 
in  severe  cholestasis.14  Schaffner  and  Kniffen10 
reported  shortened  or  absent  microvilli  in  the  liver 
of  rats  treated  with  erythromycin  estolate,  but  not 
with  erythromycin  base.  The  authors  assume  that 
erythromycin  estolate  interferes  with  the  bile  se- 
cretory apparatus. 

In  addition  to  alterations  compatible  with  cho- 
lestasis, the  liver  of  the  patient  showed  cellular 
damage,  such  as  decrease  of  the  nuclear  size,  marked 
dilatation  of  the  endoplasmic  reticulum,  and  thick- 
ening of  the  cell  membranes. 

Summary 

The  clinical  findings  and  ultrastructural  features 
of  the  liver  biopsy  of  a patient  with  erythromycin 
estolate-induced  hepatitis  are  described.  The 
symptoms  appeared  two  weeks  after  treatment  with 


1 Gm.  daily  dose  of  erythromycin  estolate  was 
started,  and  consisted  of  severe  epigastric  pains, 
vomiting,  fever,  and  jaundice.  The  patient  experi- 
enced a similar  episode  six  months  later,  after  ad- 
ministration of  one  tablet  of  the  same  drug. 

The  electron  microscopic  examination  of  the  liver 
biopsy  showed  dilated  bile  canaliculi  with  distorted 
or  absent  microvilli  containing  dense  material,  most 
probably  bile,  which  were  compatible  with  chole- 
stasis, whereas  the  diminished  nuclear  size,  promi- 
nent dilatation  of  the  endoplasmic  reticulum,  and 
thickened  cell  membranes  were  suggestive  of  cellular 
damage. 

This  report  demonstrates  the  hazards  of  erythro- 
mycin estolate  administration  in  sensitive  pa- 
tients. 

Department  of  Medicine  “B” 
Hasharon  Hospital,  Petah-Tiqva, 
Israel 

(DR.  D.JALDETTI) 
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Anticoagulants  are  prescribed  every  day  for  pa- 
tients who  will  ultimately  use  these  drugs  on  a long- 
term basis.  However,  it  is  our  contention  that  phy- 
sicians have  for  a long  time  failed  to  note  that  a pa- 
tient who  is  using  anticoagulant  medication  daily  has 
in  effect  been  converted  to  a hemophilia-equivalent 
state.  This  change  in  status  requires  serious  psy- 
chosocial adjustment  to  the  chronic  use  of  antico- 
agulants. 

With  poor  adjustment,  the  patient  may  become 
restless  and  moody.  He  may  develop  an  attitude 
toward  life  that  is  full  of  negativism  and  general 
dissatisfaction.1  Indeed,  the  change  in  life  pattern 
may  be  so  drastic  as  to  plunge  the  patient  into  a 
marked  depression  with  his  functioning  at  a fraction 
of  his  presickness  level.  Serious  repercussions  on  his 
family  life,  on  his  ability  to  adjust  to  the  normal 
stresses  of  his  community  environment,  and  on  his 
employability  can  also  be  expected. 

A therapeutic  team,  in  which  the  psychiatrist  plays 
a definite  role,  may  be  necessary  to  facilitate  psy- 
chosocial adaptation  to  the  chronic  use  of  the  anti- 
coagulants. A case  is  presented  here  which  demon- 
strates that  point. 

Case  report 

In  March,  1976,  a 30-year-old  black  male  was  re- 
ferred from  the  Health  Team  Clinic  of  Lincoln 
Hospital  to  the  Outpatient  Division  of  the  Depart- 
ment of  Psychiatry  because  of  depression. 

In  January,  1974,  two  years  prior  to  his  referral  for 
psychiatric  care,  the  patient  had  a severe  attack  of 

* At  present:  Assistant  Professor  of  Psychiatry,  Yale  University 
School  of  Medicine. 


sharp  chest  pain  and  dyspnea.  He  was  hospitalized 
for  three  weeks,  and  the  diagnosis  of  pulmonary 
embolism  was  documented  by  lung  scan.  The  pa- 
tient was  discharged  on  daily  doses  of  warfarin. 

In  March,  the  patient  was  rehospitalized  for  one 
week  because  of  a second  episode  of  pulmonary  em- 
bolism. Again,  he  was  discharged  on  daily  doses  of 
warfarin.  He  soon  had  a bout  of  hematuria,  which 
caused  him  to  stop  using  the  warfarin  of  his  own  ac- 
cord. He  was  well  for  about  one  month,  when  he  had 
another  attack  of  dyspnea  and  chest  pain  which 
caused  him  to  be  hospitalized.  He  was  discharged 
on  warfarin  and  readmitted  a week  later  because  of 
shortness  of  breath,  chest  pain,  and  hemoptysis. 
Since  this  episode  occurred  while  the  patient  was 
taking  warfarin,  he  was  discharged  at  this  point  on 
heparin. 

In  July,  1974,  he  was  seen  in  the  Health  Team 
Clinic.  At  that  time  it  was  noted  that  the  patient  was 
drinking  fairly  heavily,  was  in  constant  quarrels  with 
his  family,  and  was  heard  to  express  the  fear  of 
dropping  dead  from  exertion.  He  was  still  taking 
subcutaneous  heparin. 

In  August,  1974,  the  patient  was  seen  in  the 
emergency  room  because  of  hematemesis.  He  had 
apparently  been  in  a brawl  and  had  been  struck.  In 
February,  1975,  clinic  notes  stated  that  the  patient 
was  irritable,  restless,  and  unable  to  sleep.  He  was 
unhappy  because  of  an  inability  to  find  a job,  and  the 
internist  observed  that  there  were  somatic  expres- 
sions of  multiple  aches  and  pains.  At  this  point  the 
patient  was  put  on  amitriptyline,  25  mg.  four  times 
a day,  and  diazepam,  5 mg.  twice  a day.  In  March, 
the  patient  was  again  complaining  that  he  was  unable 
to  find  a job  because  he  was  taking  heparin  on  a 
chronic  basis.  In  May,  1975,  the  patient  was  seen  in 
the  emergency  room  because  of  hemoptysis.  In 
September,  he  again  appeared  in  the  emergency 
room  because  he  had  been  mugged.  In  that  same 
month  he  also  visited  the  emergency  room  because 
of  pain  in  the  right  side  of  the  chest.  At  that  visit  he 
was  on  subcutaneous  heparin,  18,000  units  three 
times  a day. 

In  November,  1975,  there  was  another  emergency 
room  visit  because  of  chest  pain  and  shortness  of 
breath.  In  December  of  that  year  he  was  hospital- 
ized because  of  bloody  diarrhea.  In  January,  1976, 
he  was  rehospitalized  because  of  hematuria  following 
trauma  to  the  left  lumbosacral  region.  At  that  time 
he  was  on  warfarin  17.5  mg.  daily.  He  was  dis- 
charged at  the  same  warfarin  level  with  a pro- 
thrombin time  of  20/13. 

In  February,  1976,  he  came  to  the  emergency  room 
because  of  a complaint  of  hematuria.  At  this  point 
the  Health  Team  Clinic  decided  to  discontinue  all 
anticoagulants.  The  patient  was  now  so  markedly 
depressed  that  he  was  referred  to  the  Psychiatric 
Outpatient  Division. 

When  (he  psychiatrist  first  saw  this  patient  he  was 
wearing  two  large  holstered  knives  attached  to  the 
belt  around  his  waist.  This  added  to  the  imposing 
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stature  of  the  man  who  was  about  six  feet,  four  inc  hes 
tall  and  weighed  about  250  pounds.  He  said  that  he 
needed  the  knives  because  he  was  no  longer  able  to 
defend  himself.  He  felt,  in  fact,  that  he  was  a mere 
“shell  of  a man.”  The  anticoagulants  had  limited  his 
physical  life.  He  couldn’t  participate  in  sports.  He 
could  not  even  spar  with  his  young  children,  since  he 
felt  that  the  slightest  blow  from  them  could  inad- 
vertently kill  him  because  of  internal  bleeding. 

His  doubts  about  his  masculinity  led  to  his  be- 
coming impotent.  This  state  of  affairs  contributed 
to  his  marital  difficulties  and  aggravated  his  feelings 
of  helplessness  and  hopelessness. 

The  patient  had  grown  up  in  a black  inner  city 
ghetto.  His  father  was  a pimp  and  a gambler.  Asa 
youth,  he  had  been  the  warlord  for  a juvenile  gang 
and  later  went  on  to  become  a member  of  the  radical 
Black  Panther  party.  At  age  16,  he  underwent  severe 
abdominal  surgery  because  of  a gunshot  wound 
which  he  suffered  during  a barroom  melee.  There 
was  no  history  of  drug  use;  however,  the  patient  had 
spent  three  years  in  jail  on  a charge  of  conspiracy  to 
kill  a policeman. 

The  mental  status  examination  showed  only  a sad, 
withdrawn  black  male  who  was  able  to  date  his  feel- 
ings of  hopelessness  from  the  time  he  started  to  take 
anticoagulant  medication.  His  internist  had  ex- 
plained to  him  that  there  was  a possibility  of  internal 
hemorrhage  while  one  was  chronically  using  this 
medication. 

Comment 

The  concept  of  body  image  has  an  obvious  appli- 
cation here.  Roberts2  notes  that  a person’s  percep- 
tion and  evaluation  of  his  body  plays  a cardinal  role 
in  his  sense  of  security  and  self-esteem.  Our  patient 
was  reared  with  the  feeling  that  his  size  permitted 
him  to  defend  himself  easily  in  a world  where  phys- 
ical attributes  counted  heavily  in  the  resolution  of 
interpersonal  conflict.  He  was  no  stranger  to  vio- 
lence and  physical  contact,  and  his  solid  proportions 
enabled  him  to  acquit  himself  honorably.  With  the 
sudden  shift  to  a status  of  marked  physical  vulner- 
ability, his  self-assurance  disappeared.  His  long- 
held  attitude  towards  his  own  body  no  longer  applied. 
His  own  description  of  himself  as  being  merely  “a 
shell  of  a man”  denotes  that  he  had  not  adapted  to 
the  change  in  body  image.  It  is  not  surprising  that 
he  attempted  to  compensate  for  the  change  in  his 
body  image  by  wearing  not  one  but  two  knives,  and 
not  tiny  ones  but  knives  which  measured  at  least  a 
foot  in  length. 

The  change  in  body  image  also  accounted  for  his 
sexual  impotence.  He  had  to  feel  big  and  powerful 
to  perform  satisfactorily  on  a sexual  plane.  One 
could  even  speculate  that  the  knives  were  symbols  of 
sexual  potency,  while  at  the  same  time  possessing  the 
capability  of  emasculating  other  men. 

The  chronic  use  of  anticoagulants  poses  adjust- 
ment problems  within  the  family  sphere  not  unlike 


those  discussed  by  Salk,  Hilgartner,  and  Granich2  in 
families  of  hemophiliac  children.  The  effect  of  the 
problem  on  the  patient’s  relationships  with  his  wife 
and  children  was  deleterious.  He  found  himself  re- 
lating constantly  in  terms  of  his  physical  limitations. 
We  have  already  discussed  the  effect  on  his  sexual 
potency.  The  patient,  after  starting  to  use  the 
anticoagulants  chronically,  also  began  to  see  his  wife 
and  children  as  being  physically  superior.  He  now 
emphasized  how  they  were  no  longer  obliged  to  listen 
to  him,  and  if  an  argument  erupted,  the  wife  in  par- 
ticular could  easily  defend  herself  by  striking  him  a 
blow  in  an  area  such  as  the  head  which  could  produce 
internal  bleeding. 

The  patient  had  some  interesting  fantasies  which 
modified  his  relationship  with  the  children.  The 
children  were  young  and  clearly  no  match  for  him  in 
any  physical  encounter.  But  he  then  felt  that  his 
habit  of  playing  with  them  at  judo  and  other  self- 
defense  sports  could  result  in  his  being  seriously  in- 
jured. His  inability  to  play  with  them  as  he  had  done 
in  the  past  made  him  feel  that  he  was  once  again 
physically  inferior  and  inadequate.  These  distor- 
tions disrupted  the  cohesiveness  of  the  family 
structure,  and  instead  of  the  members  of  this  core 
unit  being  his  allies,  he  now  saw  them  as  potential 
enemies  and  as  agents  of  weakness  in  his  capacity  to 
cope.  This  produced  a rupture  in  the  family  bonds 
which  could  be  corrected  only  by  the  patient’s  ad- 
justment to  the  hemophilia-equivalent  state  induced 
by  the  chronic  use  of  the  anticoagulants.  The  result 
then  was  that  the  wife  was  unable  to  put  up  with  the 
patient’s  incessant  bickering  and  harassment.  She 
left  home  with  the  children  and  hoped  that  he  would 
eventually  resolve  his  own  feelings  of  inadequacy. 

The  problem  of  adjusting  to  the  community  is  not 
to  be  ignored  here.  It  played  a major  role  for  this 
patient.  If  we  look  at  his  social  life  pattern  we  shall 
see  some  interesting  threads  which  run  throughout. 
He  had  been  a member  of  a tough  street  gang  and  had 
even  been  its  warlord,  a position  noted  for  its  alle- 
giance to  the  resolution  of  conflict  by  violence.  He 
spent  some  time  in  prison  because  of  his  proclivity 
to  violence.  When  he  did  settle  down  to  a relatively 
quiet  life  he  ended  up  in  jobs  such  as  a security  officer 
where  violence  was  an  acceptable  risk. 

From  this,  we  can  see  how  the  patient  defined 
“reasonable”  and  “necessary  risk”  in  the  language 
of  Alby.4  Alby  argues  that  everyone  defines  as  rea- 
sonable and  normal  a degree  of  risk-taking  in  one’s 
everyday  life,  so  that  mothers  of  normal  children 
accept  a certain  frequency  of  falling  by  their  children. 
The  mothers  of  hemophiliac  children,  on  the  other 
hand,  consider  the  same  frequency  of  falling  as  being 
abnormal,  since  their  hemophiliac  children  suffer  far 
more  serious  consequences.  This  results  in  these 
mothers  being  overprotective  and  hemophiliac 
children  being  passive. 

The  concept  of  reasonable  and  necessary  risk  has 
its  own  unique  applications  when  applied  to  people 
living  in  a ghetto  community  of  the  inner  city.  This 
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patient  argued  that  it  was  normal  and  expectable 
that  he  be  mugged  several  times  a year.  The  logical 
response  to  that  is  to  be  able  to  defend  oneself  against 
violence  by  being  violent.  However,  because  of  his 
chronic  use  of  anticoagulants  he  was  excessively 
vulnerable  to  violence,  and  he  then  saw  the  reason  to 
change  his  definition  of  reasonable  and  necessary 
risk.  The  constant  threat  of  bleeding  and  the  per- 
petual risk  of  impending  death  forced  him  to  become 
passive  and  nonviolent.  He  saw  himself  in  a bi- 
cultural  conflict,  so  to  speak.  He  was  nonviolent  in 
a violent  world,  which  made  no  sense  within  his  frame 
of  reference. 

The  hemophiliac,  during  childhood  and  adoles- 
cence, has  the  time  to  receive  special  preparation  for 
his  adult  professional  life.5  Martin,  Rusinow,  and 
Audan6  accentuate  the  necessity  for  choosing  one’s 
occupation  in  terms  of  the  degree  of  physical  handi- 
cap. They  emphasize,  for  example,  that  manual 
labor  must  be  excluded  from  the  choice  of  work  of- 
fered to  hemophiliacs.  But  these  rules  or  suggestions 
are  no  less  applicable  to  the  hemophilia-equivalent 
state  of  our  patient.  What  is  even  worse  is  that  this 
patient  had  significantly  less  time  to  prepare  himself 
for  work  adjustment.  After  his  discharge  from  the 
hospital  he  tried  to  return  to  his  usual  job  and  related 
forms  of  employment  and  suddenly  realized  that,  on 
the  one  hand,  employers  were  unwilling  to  take  risks 
with  him,  and,  on  the  other  hand,  he  was  afraid  to 
take  these  risks  himself.  One  need  hardly  argue  the 
need  for  rehabilitation  in  a case  such  as  this.  It  is 
also  clear  what  impact  the  inability  to  find  work  must 
have  had  on  his  self-concept. 

Hirschman  and  Ely7  insist  that  to  manage  the 
many  aspects  of  hemophilia,  a team  effort  which 
combines  the  talents  of  physicians  of  various 
specialties  ought  to  be  used.  We  think  that  a similar 
method  is  applicable  when  a hemophilia-like  state 
is  induced  by  the  chronic  use  of  anticoagulants.  The 
internist  noted  the  appearance  of  depressive  symp- 
tomatology quite  early  in  this  patient’s  illness.  Yet, 
a psychiatric  referral  was  made  two  years  after  the 


onset  of  the  patient’s  illness  and  after  the  warfarin 
had  been  discontinued.  Indeed,  he  was  unsure  how 
to  classify  the  patient  since  the  patient  received  both 
amitriptyline  and  diazepam.  The  earlier  utilization 
of  a psychiatrist  could  have  resulted  in  a more  precise 
diagnostic  work-up  as  well  as  more  specific  treat- 
ment. A social  worker  could  have  helped  this  patient 
in  professional  rehabilitation  and  avoided  a long, 
drawn-out  period  when  this  patient  was  profession- 
ally unproductive.  A family  therapist  could  have 
intervened  and  possibly  enhanced  the  strength  of  the 
family  bonds  at  a time  when  marital  stress  was  al- 
ready increasing. 

It  is  evident  that  the  emotional  problems  which 
were  related  to  the  primary  disease  of  this  patient 
were  being  considered  secondary  and,  in  therapeutic 
terms,  were  almost  totally  ignored. 

Conclusion 

When  anticoagulants  are  indicated  on  a chronic 
basis,  the  physician,  who  makes  the  prescription  of 
the  drug,  should  consider  immediately  employing  the 
talents  of  other  professionals  in  recognition  of  the 
fact  that  the  patient  who  is  using  the  anticoagulant 
medication  daily  has  been  converted  to  a hemophi- 
lia-equivalent state. 
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When  an  abdominal  mass  is  discovered  in  a child 
and  excretory  urography  demonstrates  an  intrarenal 
origin  for  the  mass,  the  radiologist  will  generally 
make  the  diagnosis  of  Wilms’  tumor,  and  surgery  will 
usually  confirm  this  evaluation.  Benign  cysts  are 
infrequent  in  the  pediatric  population.  Obstructed 
duplications  and  suprarenal  neuroblastomas  usually 
display  radiographic  features  that  separate  them 
from  a Wilms’  tumor.  We  wish  to  report  a case  of  an 
intrarenal  neuroblastoma  that  presented  the  clinical 
and  radiographic  characteristics  of  Wilms’  tumor. 

Case  report 

A 13-month-old  white  male  was  admitted  to  the 
division  of  pediatric  hematology-oncology  of  the 
department  of  pediatrics  at  Long  Island  -Jewish- 
Hillside  Medical  Center  because  of  a mass  in  the 
right  upper  quadrant.  On  physical  examination,  the 
mass  was  found  to  be  bimanually  palpable,  had  a 
smooth  surface,  and  was  resonant  to  percussion. 
Excretory  urography  demonstrated  the  classical  ra- 
diologic appearance  of  an  intrarenal  mass  (Fig.  1). 
Roentgenogram  findings  of  the  chest  and  skeleton 
were  normal,  as  did  Tc"  sulfur  colloid  scans  of  the 
liver  and  spleen  and  bone-marrow  aspirations. 

A laparotomy  disclosed  an  intrarenal  tumor  of  the 
right  kidney,  and  a right  nephrectomy  was  per- 
formed. The  adrenal  gland  was  separated  from  the 
tumor  and  left  in  situ.  Periaortic  nodes  were  bilat- 
erally enlarged  and  were  excised.  During  the  post- 
operative period,  the  patient  had  an  episode  of  high 
blood  pressure  necessitating  the  use  of  an  antihy- 
pertensive drug.  Histopathologic  findings  of  the 
tumor  revealed  neuroblastoma  cells  replacing  the 
kidney  tissue  and  the  periaortic  lymph  nodes.  The 


FIGURE  1 . Excretory  urogram  showing  spreading  of  calyces 
as  result  of  large  intrarenal  mass  in  right  kidney.  Arrows 
point  to  spread  calyces. 


patient  was  treated  with  irradiation  to  the  tumor  bed, 
delivering  a total  dose  of  1,800  rads  and  chemother- 
apy consisting  of  doxorubicin  hydrochloride  (Adri- 
amvcin),  vincristine,  and  cyclophosphamide. 

Comment 

Primary  renal  neuroblastoma  is  rare.1’2  When  it 
occurs  it  may  mimic  Wilms’  tumor  both  clinically  and 
radiographically.  The  intrarenal  tumor  may  arise 
from  the  intrarenal  sympathetic  system  or  from  en- 
trapment of  adrenal  medullary  tissue  in  the  kidney 
during  embryologic  development.  It  is  important 
to  be  aware  that  an  intrarenal  mass  clinically  and 
radiographically  resembling  Wilms’  tumor  in  a young 
child  may  rarely  be  due  to  an  intrarenal  neuroblas- 
toma. 

Summary 

The  authors  describe  a case  of  neuroblastoma 
arising  in  an  intrarenal  location  and  presenting  the 
classic  radiographic  features  of  Wilms’  Tumor. 
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vour 


On  April  1, 1978,  the  New  York  State 
Drug  Substitution  Law  took  effect. 
Under  the  law,  all  New  York  State 
physicians  are  required  to  utilize  a new  prescription 
form  and  sign  it  in  a specified  way. 


A signature  in  the  lower  right  hand  corner  over  the 
words  “Substitution  permissible”  requires  that 
the  pharmacist  musti\W  the  prescription  with 
a lower  cost  product,  even  when  a brand  name 
is  written  on  the  prescription.  A signature  on 
this  line  also  requires  the  physician  to 


inform  his  patient  that  the  pharmacist 
will  substitute  another  drug  product. 

A signature  in  the  lower  left  hand  corner 
over  the  words  “Dispense  as  written” 
requires  the  pharmacist  to  dispense 
only  the  product  written. 


■ 1978  Pfizer  Inc 


When 
you 
sign  on 
tfe 
left... 


This  prescription  will  be 
filled  generically  unless 
physician  signs  on  line  stating 
"dispense  as  written." 


dispense  as  written 


The  complete  text  of  the  New  York  State  Substitu- 
tion Law  and  other  helpful  information  is  available 
from  your  local  Pfizer  representative 


• You  ensure  that  your  patient  receives 
exactly  that  product  you  have  specified 
on  your  prescription 

• You  choose  the  quality  of  the  product 
dispensed  to  your  patient 

• You  can  be  confident  that  your  patient 
is  given  the  identical  drug  with  the 
same  therapeutic  equivalency  when 
refills  are  authorized 

• You  can  exercise  the  right  to  select  a 
product  based  upon  its  proven  thera- 
peutic performance  and  to  select  a 
manufacturer  that  stands  behind  its 
brand  name  or  generic  product 

• You  can  support  the  kinds  of  research 
programs  that  are  vital  to  new  drug 
discovery  and  development 

• You  can  help  sustain  important  phy- 
sician, pharmacist  and  patient  education 
services  supported  by  innovative, 
research-oriented  firms 

• You  preserve  your  right  to  practice 
medicine  precisely  as  you  see  fit 


To  preserve 
your  rights, 
sign  on  the 

left. 

substitution  permissible 
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Splenic  rupture  occurs  in  0.2  to  0.4  percent  of  the 
cases  of  infectious  mononucleosis,1  and  is  the  cause 
of  death  in  25  percent  of  the  fatal  cases.2  We  report 
a case  of  infectious  mononucleosis  with  a ruptured 
spleen  and  circulating  histiocytes. 

Case  report 

An  18-year-old  white  male  was  admitted  to 
Highland  Hospital  with  a two-week  history  of  fever, 
anorexia,  and  malaise.  One  or  two  days  prior  to 
admission,  he  did  some  heavy  lifting,  and  on  the 
morning  of  admission  noted  abdominal  pain  which 
progressively  worsened  throughout  the  day.  That 
afternoon  he  was  seen  by  his  family  physician  who 
referred  him  to  the  emergency  department  for  sur- 
gical evaluation. 

Pertinent  physical  findings  included  bilateral  2 by 
2-cm.  nontender,  posterior  cervical  lymphadenopa- 
thy,  left  upper  quadrant  guarding,  with  moderate 
abdominal  distention.  Neither  the  spleen  nor  the 
liver  was  palpable. 

The  initial  white  cell  count  was  12,700  per  cubic 
millimeter  with  17  percent  segmented  neutrophils, 
4 percent  hand  neutrophils,  73  percent  lymphocytes 
(25  percent  atypical),  and  6 percent  monocytes.  The 
packed  cell  volume  and  hemoglobin  were  36  percent 
and  12  Gm.  per  deciliter  respectively.  Findings  on 
a chest  film  were  negative;  however,  a plain  film  of 
the  abdomen  revealed  the  presence  of  splenomegaly 
with  ascites  and  raised  the  question  of  splenic  rup- 
ture. 

The  next  morning  the  white  blood  cell  count  was 
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10,900  per  cubic  millimeter  with  12  percent  seg- 
mented neutrophils,  8 percent  band  neutrophils,  69 
percent  lymphocytes,  11  percent  monocytes,  he- 
matocrit of  35.1,  hemoglobin  of  11.2  Gm.  per  100  ml., 
and  platelet  count  of  200,000  per  cubic  millimeter. 
The  mononucleosis  spot  test  result  was  positive,  and 
a spleen  scan  revealed  splenomegaly.  Because  of 
progressive  abdominal  pain  as  well  as  the  findings  on 
the  admission  x-ray  film  of  the  abdomen,  a diagnostic 
abdominal  paracentesis  was  performed.  Approxi- 
mately 20  to  40  ml.  of  gross  blood  with  an  hematocrit 
of  36  were  removed,  and  surgery  was  scheduled. 
Two  hours  after  the  paracentesis,  a repeat  blood 
count  revealed  a white  cell  count  of  6,900  per  cubic 
millimeter  with  18  percent  segmented  neutrophils, 
1 percent  band  neutrophils,  46  percent  lymphocytes, 
10  percent  monocytes,  25  percent  histiocytes  (Fig.  1), 
hematocrit  of  37,  hemoglobin  of  11  Gm.  per  100  ml., 
and  platelet  count  of  29,000  per  cubic  millimeter. 
The  blood  smear  confirmed  the  thrombocytopenia, 
and  many  of  the  histiocytes  were  observed  phago- 
cytizing  erythrocytes,  neutrophils,  and  platelets. 
Findings  on  a Coombs’  test  done  by  the  warm  tech- 
nique were  negative  although  the  cold  control  was 
strongly  positive.  Approximately  one  hour  following 
this  repeat  complete  blood  count,  splenectomy  was 
performed,  and  at  surgery  1,000  ml.  of  free  blood  were 
present  in  the  peritoneal  cavity,  as  well  as  an  anterior 
capsular  tear  in  the  spleen.  An  immediate  postop- 
erative complete  blood  count  revealed  a white  blood 
cell  count  of  22,900  per  cubic  millimeter  with  no 
further  histiocytes  on  smear,  hematocrit  of  33.2, 
hemoglobin  of  10.9  Gm.  per  100  ml.,  and  platelet 
count  of  210,000  per  cubic  millimeter.  Serial  blood 
smears  were  followed  postoperatively,  and  no  his- 
tiocytes were  noted.  The  blood  counts  returned  to 
normal  by  the  seventh  hospital  day.  A repeat  mo- 
nonucleosis spot  test  result  was  positive  with  a het- 
erophil antibody  titer  of  1:112  on  the  eighth  hospital 
day.  The  remaining  hospital  course  was  unevent- 
ful. 

Pathologic  review  of  the  600-Gm.  spleen  revealed 
a suhcapsular  hemorrhage  in  the  lower  pole  of  the 
medial  surface  and  rupture  of  the  lateral  surface  of 
the  upper  pole.  On  microscopic  examination,  the 
spleen  showed  a congested  red  pulp  with  areas  of 
suhcapsular  hemorrhage.  Within  the  red  pulp  were 
scattered,  immature-appearing  cells,  suggestive  of 
atypical  and  reactive  lymphocytes.  Histiocytes  with 
phagocytized  erythrocytes  were  also  present.  The 
pathologic  changes  in  the  spleen  were  consistent  with 
infectious  mononucleosis. 

Comment 

Erythrophagocytosis  has  been  described  in  a va- 
riety of  diseases  including  acquired  hemolytic  ane- 
mia, subacute  bacterial  endocarditis,  pneumococcal 
sepsis,  protozoal  infections,  and  others.3  We  are 
unaware  of  previous  reports  of  circulat  ing  phagocytic 
histiocytes  in  infectious  mononucleosis  with  splenic 
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rupture.  As  noted  in  Figure  1,  the  histiocytes  were 
observed  actively  engulfing  erythrocytes,  neutro- 
phils, and  platelets.  This  may  explain  the  rapid  fall 
in  platelet  count,  200,000  to  29,000  per  cubic  milli- 
meter, as  well  as  the  decline  of  the  white  blood  cell 
count,  10,900  to  6,900  per  cubic  millimeter,  over  a 
seven-hour  period. 

The  clinical  history  and  pathologic  findings 
suggest  initial  subcapsular  hemorrhage  followed  by 
rupture  of  the  spleen  itself  prior  to  surgery.  Because 
of  this  temporal  relationship,  we  postulate  that  the 
circulating  histiocytes  were  released  from  the  rup- 
tured spleen.  We  would  encourage  careful  search  for 
such  cells  whenever  splenic  rupture  in  infectious 


FIGURES  1 A,  B,  and  C.  Phagocytic  histiocyte  with  engulfed 
cellular  remnants. 


mononucleosis  in  suspected. 

Summary 

This  report  describes  an  18-year-old  male  with 
infectious  mononucleosis,  splenic  rupture,  and  cir- 
culating histiocytes.  The  histiocytes  appeared  to 
have  ingested  neutrophils,  erythrocytes,  and  plate- 
lets. The  presence  of  lymphoproliferation  and  rup- 
ture of  the  spleen  may  have  interacted  so  as  to  result 
in  circulating  histiocytes.  The  appearances  in  the 
blood  of  histiocytes  may  be  an  indication  of  splenic 
rupture  in  infectious  mononucleosis. 

Highland  Hospital 
Rochester,  New  York  14620 
(DR.  WOLL) 
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Appendiceal  carcinoid  tumors  are  most  often 
discovered  at  appendectomy  performed  incidentally 
during  surgery  for  some  other  intra-abdominal 
pathologic  condition.1  Occasionally  they  are  found 
in  association  with  acute  appendicitis,  but  only 
rarely,  when  located  proximally,  are  they  presumed 
to  represent  the  etiologic  agent  in  the  inflammation. 
Most  are  located  at  the  tip  of  the  appendix  and  are 
less  than  1 cm.  in  size.  Lesions  2 cm.  or  more  in  di- 
ameter are  rare.  Appendiceal  carcinoids  are  almost 
invariably  benign,  and  regional  nodal  or  distant 
metastases  are  uncommon.  In  a collective  review  of 
1,686  appendiceal  carcinoid  tumors  in  1970,  Cheek 
and  Wilson2  reported  only  19  patients  with  regional 
nodal  spread  alone  and  only  12  patients  with  distant 
metastases  as  well.  Only  1 of  34  patients  described 
by  Ponka3,  and  not  1 of  27  published  by  Morgan, 
Marks,  and  Hearn  in  19744  showed  extra-appendiceal 
spread. 

In  this  communication,  we  present  a lesion  peculiar 
not  only  in  location,  size,  and  spread,  but  also  in  the 
mode  of  presentation  and  therapy. 

Case  report 

A 27-year-old  para  1 -0-0-1  Negro  female  presented 
herself  to  the  gynecology  service  of  State  University 
Hospital  with  nonspecific  complaints  of  right  lower 
quadrant  abdominal  discomfort  of  several  weeks’ 
duration.  Physical  examination  disclosed  a right 
pelvic  mass  which  was  confirmed  by  sonography.  A 
barium  enema  revealed  clearly  a filling  defect  in  the 


FIGURE  1.  Preoperative  barium  enema.  Note  apparent 
extrinsic  compression  effect  on  cecum. 

cecum  and  terminal  ileum  (Fig.  1).  At  laparotomy, 
a chronically  inflamed  and  markedly  distended  ap- 
pendix was  found.  A 2-cm.  indurated  mass  ex- 
tending into  the  cecum  and  terminal  ileum  was  pal- 
pated at  its  base.  There  was  no  evidence  of  mesen- 
teric lymphadenopathy,  and  results  of  systematic 
examination  of  the  remainder  of  the  abdominal  vis- 
cera were  entirely  negative.  The  proximal  location 
of  the  appendiceal  lesion  and  the  cecal  extension  were 
such  that  simple  appendectomy  would  have  been 
technically  unfeasible.  Hence,  a segmental  resection 
was  performed  including  3 to  4 cm.  of  adjacent  ileum 
and  ascending  colon.  Gross  pathologic  examination 
of  the  resected  specimen  revealed  a 3.5  by  2.5  by 
2-cm.  yellow-white  tumor  located  within  the  proxi- 
mal lumen  of  the  appendix  and  obstructing  its  lumen 
and  orifice  into  the  cecum  (Fig.  2).  Histologically, 
the  tumor  was  a typical  carcinoid  (Fig.  3A),  and  gave 
a positive  argentaffin  reaction.  It  extended  through 
the  muscularis  into  the  serosal  fat  and  was  metastatic 
to  one  adjacent  lymph  node  at  level  II  (Fig.  3B). 
Review  of  the  past  history  revealed  no  evidence  of  the 
carcinoid  syndrome,  and  the  urinary  5-hydroxyindole 
acetic  level  postoperatively  was  4.5  mg.  per  24  hours. 
Her  postoperative  course  was  uneventful,  and  she 
was  alive  without  evidence  of  recurrence  at  nine 
months. 

Comment 

This  case  is  presented  not  only  because  of  the  un- 
usual location,  size,  and  extension  of  this  tumor,  but 
also  because  of  the  serendipitous  discovery  of  the 
metastatic  node  which  might  easily  have  been  missed 
had  simple  appendectomy  been  technically  possible. 
In  this  case  segmental  resection  was  performed  out 
of  necessity  because  of  the  proximal  location  and 
cecal  extension  of  the  lesion,  without  knowledge  of 
the  nature  of  the  mass  nor  of  the  lymphatic 
spread. 
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FIGURE  2.  (A)  Resected  specimen,  partially  opened,  demonstrating  tumor  at  appendiceal  base.  (B)  Schematic  diagram 

showing  primary  tumor  obstruction  of  proximal  appendiceal  lumen  and  adjacent  metastatic  lymph  node.  Other  nodes  (stippled) 
at  apex  of  mesentery  histologically  negative  for  metastases. 


FIGURE  3.  (A)  Histologic  appearance  of  primary 


Despite  the  large  number  of  review  articles  con- 
cerning appendiceal  carcinoid  neoplasms,  there  re- 
mains a lack  of  agreement  concerning  the  degree  of 
potential  malignancy  of  this  tumor  and  its  appro- 
priate treatment.  Simple  appendectomy  alone  has 
been  accepted  by  most  authors  as  adequate  therapy 
for  appendiceal  carcinoids  without  gross  evidence  of 
nodal  metastases.  This  case  illustrates  that  nodal 
spread  can  be  overlooked  easily  at  laparotomy  and 
may  be  revealed  only  on  pathologic  examination  of 
the  resected  specimen.  This  reinforces  the  validity 
of  Cheek  and  Wilson’s2  four  criteria  for  more  exten- 
sive resection:  subserosal  spread,  lymphatic  in- 


.  (B)  Tumor  metastasis  in  regional  lymph  node. 


volvement,  mesenteric  spread,  or  lesion  at  the  base 
of  the  appendix. 

Summary 

As  a rule,  carcinoid  tumors  of  the  appendix  are  (1) 
discovered  incidentally,  (2)  less  than  1 cm.  in  diam- 
eter, (3)  located  at  the  distal  tip  of  the  appendix,  (4) 
benign,  and  (5)  successfully  treated  by  appendecto- 
my alone.  An  appendiceal  carcinoid  unusual  in  all 
these  features  is  described.  Significantly  from  a 
therapeutic  point  of  view,  the  presence  of  a meta- 
static lymph  node  would  easily  have  been  missed  at 
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laparotomy  had  simple  appendectomy  been  techni- 
cally feasible  in  this  case. 

Department  of  Surgery 
Downstate  Medical  Center 
450  Clarkson  Ave 
Brooklyn,  New  York  11203 
(DR.  ALFONSO) 

Clinical  Clues 

— It  has  been  suggested  that  loud,  high-pitched,  systolo- 
diastolic  or  continuous  murmurs  are  more  suggestive  of 
renal  artery  stenosis  than  soft,  low-pitched,  short  systolic 
murmurs  (Hunt,  J.  C.,  et  al.:  Diagnosis  and  manage- 
ment of  renovascular  hypertension,  Am.  J.  Cardiol.  23: 
434  (1969)). 

— One  of  the  most  sensitive  bedside  maneuvers  that  a 
clinician  can  use  for  detecting  obstructive  airway  disease 
is  to  time  a forced  expiratory  vital  capacity,  the  complete 
forced  expiration  following  a maximal  inspiration. 
Normally  the  forced  expiratory  vital  capacity  should 
take  less  than  four  seconds.  The  expiratory  time  can 
best  be  determined  by  listening  with  a stethoscope  over 
the  trachea.  A prolonged  time  may  be  the  only  clinical 
clue  to  the  presence  of  chronic  obstructive  lung  disease 
(Miller,  W.  F.,  et  al.:  Relationships  between  fast  vital 
capacity  and  various  timed  expiratory  capacities,  J. 
Appl.  Physiol.  14:  157  (1959)). 

— One  cannot  distinguish  an  infectious  from  an  allergic 
sputum  by  its  color.  Sputum  color  change  to  green  or 
yellow  is  secondary  to  an  enzyme,  myeloperoxidase,  as- 
sociated with  cellular  breakdown  during  stasis  and  tends 
to  signify  retained  or  stagnant  secretions  (Robertson,  A. 
J.:  Green  sputum,  Lancet  1:  12  (1952)). 

— The  differentiation  can  be  made  with  a Wright  stain  or 
wet  mount  preparation  for  eosinophils  and  polymor- 
phonuclear leukocytes,  and  a Gram  stain  for  bacteria. 
The  hallmark  of  a good  sputum  sample  is  the  presence 
of  histiocytes,  macrophages  (Chodosh,  S.:  Examination 
of  sputum  cells,  New  England  J.  Med.  282: 854  ( 1970) ). 
A large  number  of  squamous  epithelial  cells  indicates 
that  the  sample  is  predominantly  saliva. 

— The  characteristics  of  an  allergic  sputum  include  eo- 
sinophils and  Charcot-Leyden  crystals,  while  in  bron- 
chitis neutrophils  are  typical  (ibid.). 

-When  the  carbon  dioxide  pressure  rises  above  55  to  60 
mm.Hg,  the  patient’s  respiratory  drive  is  no  longer  an 
increased  carbon  dioxide  hut  hypoxemia  (Chernick,  R. 
N.,  et  al.:  The  rational  use  of  oxygen  in  respiratorv  in- 
sufficiency, J.A.M.A.  199:  178  (1967)). 

— A number  of  drugs  have  been  reported  to  cause  pan- 
creatitis. The  most  common  of  these  are  the  cortico- 
steroids (Coates,  K.  G.:  Commun.  Med.  126:  148 

(1971)).  Other  drugs  include  rifampin,  phenformin 
hydrochloride,  clonidine  hydrochloride,  salicylates, 
dextropropoxyphene,  calcium,  warfarin,  azathioprine, 
and  paracetamol  poisoning. 

When  a cirrhotic  patient  is  admitted  with  gastrointes- 
tinal bleeding,  the  precise  diagnosis  must  be  made  by 
fiber  endoscopic  examination  because  about  one  third 
of  the  patients  are  bleeding  from  lesions  other  than 
varices  (Novis,  B.  H.,  et  al.:  Gut  17:  258  (1976)). 
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— Immunoblastic  lymphadenopathy  commonly  occurs 
with  fever,  chills,  night  sweats,  and  malaise.  The  usual 
physical  findings  are  lymphadenopathy,  hepatosple- 
nomegaly,  and  a maculopapular  erythematous  rash. 
Laboratory  features  include  positive  Coombs’  test  results, 
mild  to  moderate  hemolytic  anemia,  mild  leukocytosis, 
and  polyclonal  hypergammaglobulinemia  (Firzzera,  G., 
et  al.:  Angio-immunoblastic  lymphadenopathy  with 
dysproteinemia,  Lancet  1:  1070  (1974)). 

— Factor  VII  deficiency  is  a congenital  bleeding  disorder 
that  is  transmitted  as  a highly  penetrant,  incompletely 
recessive  autosomal  trait.  Patients  typically  have  a 
prolonged  prothrombin  time  (PT)  and  a normal  acti- 
vated partial  thromboplastin  time  (PTT)  (Yorke,  A.  J., 
et  al.:  J.A.M.A.  238:  424  (1977)). 

— Hypercarbia  induced  by  a metabolic  alkalosis  is  of  no 
chemical  consequence  in  most  normal  persons,  since  the 
rise  in  carbon  dioxide  pressure  rarely  exceeds  10  mm.Hg, 
but  it  can  lead  to  severe  carbon  dioxide  narcosis  in  those 
with  chronic  obstructive  pulmonary  disease  who  already 
are  severely  hypoxic  and  hypercarbic  (Miller,  P.  D.,  et 
al.:  Acute  metabolic  alkalosis  perpetuating  hypercarbia, 
J.A.M.A.  238:  2400  (Nov.  28)  1977). 

— Coarctation  of  the  aorta  is  a cardiac  defect  most  likely 
to  coexist  with  Turner’s  syndrome:  short  stature, 

webbed  neck,  and  wide-set  nipples.  Immature  sexual 
development  is  also  common. 

— Supravalvular  aortic  stenosis  is  the  one  form  of  aortic 
stenosis  marked  by  a particular  physical  appearance. 
These  patients  resemble  each  other:  small  chin,  large 
mouth,  patulous  lips,  blunt  nose,  wide-set  eyes,  broad 
forehead,  baggy  cheeks,  and  malformed  teeth. 

— Transposition  of  the  great  arteries  can  be  suspected  in 
a newborn  who,  aside  from  cyanosis,  looks  large  and  ro- 
bust. 

— Atrial  septal  defect  should  be  suspected  if  the  patient 
has  a Holt-Oram  syndrome,  an  extra  phalanx  on  the 
thumb  which  may  be  hypoplastic  or  absent. 

— Lacunae  are  small,  deep  cerebral  infarctions  that  have 
been  recognized  pathologically  for  more  than  a century. 
The  lesion  is  generally  secondary  to  hypertension  and 
is  similar  to  the  fibrinoid  changes  seen  in  the  walls  of 
renal  arterioles  in  hypertension.  The  patient  with 
typical  lacunar  disease  has  weakness  of  the  face  and  the 
arm  and  leg  on  one  side  of  the  body  but  does  not  have 
visual,  sensory,  or  cortical  deficits  or  the  physical  signs 
of  carotid  disease.  His  electroencephalogram  finding 
is  normal.  Treatment  includes  careful  control  of  the 
hypertension  and  physical  therapy  (Fisher,  C.  M.:  La- 
cunes:  small  deep  cerebral  infarcts,  Neurology  15: 774 
(1965)). 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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Special  Article 


Problem  of  “Dying 
with  Dignity” 

LEON  MERKIN,  M.D. 

New  York  City 

Attending  Physician  in  Medicine  (Geriatrics),  Roosevelt  Hospital 


The  whole  issue  of  “death  with  dignity”  became 
sensational  and  evoked  discussions  all  over  the 
United  States,  causing  a flurry  of  legislative  mea- 
sures, or  attempts  to  promulgate  such  laws,  because 
of  a single  case,  that  of  Karen  Ann  Quinlan  in  New 
Jersey.  The  story  of  Karen  Ann  has  been  carried  in 
all  the  media— television,  radio,  newspapers,  and 
journals— and  has  spilled  over  to  dozens  of  articles 
in  the  medical  journals.  The  discussion  is  not  yet 
finished,  and  will  not  he  finished  in  the  years  to  come. 
It  has  raised  questions  in  many  areas  of  consequence, 
such  as  medical  science,  sociology,  finance  and  eco- 
nomics, and  in  religion,  involving  Catholics,  Protes- 
tants, and  Jews,  on  to  transcendental  ideas  of  life 
after  life,  reincarnation,  and  so  forth. 

Renowned  case 

It  all  started  with  what,  in  these  times,  is  a com- 
paratively simple  and  too  frequent  occurrence. 
Karen  Ann  Quinlan,  age  21,  ingested  tranquilizers, 
pills,  and  alcohol.  She  then  lapsed  into  a coma  on 
April  15,  1975.  This  led  to  a landmark  decision  of 
the  New  Jersey  Supreme  Court  which  empowered 
attending  physicians  and  hospital  ethics  committees 
to  remove  life-supporting  systems  from  her,  thus 
establishing  the  right  to  do  the  same  in  similar  cases. 
The  case  went  into  court  when  Karen’s  parents 
wanted  her  taken  off  a mechanical  respirator,  and  the 
young  woman's  attending  physicians  refused,  even 
though  they  had  diagnosed  her  coma  as  irreversible. 
Initially,  the  several  attorneys  on  the  case  believed 
that  the  central  issue  would  be  a new  legal  recognition 
of  death,  namely,  the  so-called  “brain  death”;  this 
would  supplant  the  present  criteria  recognized  in 
New  Jersey,  that  is  cessation  of  spontaneous  respi- 
ration and  circulation.  However,  Miss  Quinlan  was 
not  legally  dead  because  she  had  discernible  brain- 
wave activities,  and  thus  would  not  qualify  as 

Presented  at  the  New  York  Academy  of  Sciences,  New  York 
City,  November  21,  1977,  by  invitation  of  The  -Janusz  Korczak 
Medical  Society  of  New  York  City. 


brain-dead.  Therefore,  in  a new  brief  the  attorneys 
declared  that  she  had  the  right,  which  could  be  ex- 
ercised by  her  father  as  guardian,  to  refuse  any  ex- 
traordinary and  futile  medical  treatment. 

Soon  after  the  decision  of  the  U.S.  Supreme  Court 
to  allow  her  to  “die  with  dignity,”  as  they  called  it,  the 
respirator  was  removed  in  January,  1976.  She  did 
not  die,  as  expected,  although  completely  free  of  the 
machine,  and  was  then  transferred  from  the  hospital 
to  a nursing  home.  No  heroic  measures  are  being 
used  to  prolong  her  life;  she  is  fed  a high-caloric  for- 
mula, and  receives  antibiotics  to  control  infections. 
But,  after  almost  three  years  she  has  obstinately  re- 
fused to  comply  with  the  projected  expectations,  and 
although  still  in  a coma,  her  brain  functions.  She 
does  not  know  that  she  has  become  world  famous  and 
that  there  have  been  heated  debates  nationally,  and 
even  internat  ionally,  touched  off  by  her  case.  That 
much  about  the  facts  surrounding  the  Quinlan  case. 
Before  discussing  the  problems  of  “death  with  dig- 
nity” I shall  report  on  a number  of  other  examples. 

Examples 

Example  1.  In  December,  1976,  a young  boy, 
following  an  accident,  became  comatose  and  re- 
mained unconscious  for  six  months;  his  mother  and 
siblings  visited  him  every  day,  talked  to  him,  and  told 
him  of  the  daily  family  events.  Of  course,  he  did  not 
react  immediately,  but  apparently  something 
reached  his  unconscious  or  subconscious  mind,  for 
after  several  months  he  started  to  show  some  reac- 
tion.1 Finally,  after  six  months  he  awakened  and, 
little  by  little,  regained  most  of  his  faculties.  On 
television,  he  was  shown  walking  and  talking,  and  was 
once  again  a member  of  his  family. 

Example  2.  In  the  Bergen  County,  New  Jersey, 
daily,  The  Record,2  a mother  described  how  her 
child,  who  also  had  been  in  a coma  six  months,  re- 
turned to  life,  with  the  help  of  physicians  of  course, 
but  also  because  of  her  daily  and  constant  presence 
with  her  comatose  child;  her  behavior  was  similar  to 
that  of  the  aforementioned  boy’s  mother. 

Example  3.  In  a book  by  Moody,3  Life  After  Life, 
one  physician  told  Dr.  Moody  that  while  operating 
on  a woman,  she  suddenly  suffered  .?  heart  attack 
with  cardiac  arrest;  all  signs  of  life  had  left  her.  He 
and  another  physician  tried  desperately  to  revive  her. 
Finally,  Dr.  Moody  said:  “Let  us  try  once  more,  then 
we  shall  give  up.”  The  woman  was  revived,  and  later 
reported  that  she  had  heard  her  physician  saying 
exactly  what  he  had  told  the  colleague.  Dr.  Moody 
reports  that  other  physicians  who  have  revived  pa- 
tients after  apparent  death  have  had  patients  repeat 
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to  them  the  complicated  steps  used  to  revive  them. 
All  said  that  they  had  heard  the  physicians  as  they 
worked  on  their  allegedly  lifeless  bodies. 

Example  4.  Raymond4  of  the  New  York  Medical 
College  writes: 

“In  the  course  of  my  practice  I frequently  visit  my 
patients  in  nursing  homes.  Sometimes  I feel  as  if  I am 
walking  the  halls  of  living  dead.  The  ancient  hulks  sit 
or  lie  impassively.  They  cannot  walk,  talk  or  com- 
municate in  any  fashion.  They  cannot  feed  them- 
selves, and  when  they  cannot  swallow,  a tube  is  passed 
into  their  stomach.  There  is  no  sign  of  interest  or  rec- 
ognition. I ask,  is  it  admissible  to  sustain  these  peo- 
ple? 

In  a case  of  a blind  person  with  no  higher  functions 
of  the  brain,  immobile  joints,  fed  with  a stomach  tube, 
I removed  the  tube  and  in  2 days  she  passed  away.  In 
another  instance,  there  was  a 92-year-old  woman,  deaf, 
with  a colostomy,  constant  diarrhea,  severe  urinary  in- 
fection, and  pneumonia.  I decided  on  no  treatment. 
In  both  cases,  the  physician-owners  opposed  the  termi- 
nation of  life — whether  by  personal  conviction  or  fi- 
nancial interest.  There  are  many  thousands  and  there 
will  be  many  thousands  more  of  such  people  who  lived 
beyond  their  time,  causing  immense  privation  and  eco- 
nomic dislocation.  No  rules  or  laws  can  be  made  to 
govern  the  management  of  the  old  and  infirm.  It  must 
remain  a matter  of  judgment  of  the  people  concerned. 
The  question  is  this:  Would  one  like  to  be  sustained 
by  tubes,  bottles,  and  drugs  when  he  is  unknowing  and 
uncaring  and  gradually  becoming  a cruel  caricature  of 
his  former  self?” 

Example  5.  Yutaka  Kato,  M.D.,  chief  of  sur- 
gery at  the  University  of  Tennessee  in  Chattanooga, 
superbly  trained  and  certified  by  three  boards  in 
anesthesiology,  surgery,  and  thoracic  surgery,  had  a 
patient  who  developed  a pneumothorax,  and  subse- 
quently sustained  a pulmonary  embolism  and  cardiac 
arrest  that  resulted  in  a partial  brain  damage  and 
coma.5’6  The  patient  responded  to  brain  stimuli,  but 
remained  comatose.  Dr.  Kato  opposed  “pulling  the 
plug”  as  was  done  with  Karen  Ann  Quinlan.  The 
patient’s  husband  requested,  even  though  he  had 
complete  confidence  in  Dr.  Kato,  that  he  stop  all 
treatment.  At  this  point,  Dr.  Kato,  because  of  his 
strong  beliefs  in  the  sanctity  of  human  life  and  his 
oath  to  preserve  life,  and  also  because  he  considered 
that  there  was  a good  possibility  of  improvement,  felt 
that  he  could  not  in  good  conscience  stop  the  respi- 
rator, thus  ending  her  life.  The  lawsuit  brought  in 
court  to  order  disconnection  of  the  respirator  called 
for  a consultant,  McCarthy  De  Mere,  M.D.5’6  Fol- 
lowing a complete  examination  of  the  patient  and 
after  a lengthy  consultation  with  Dr.  Kato,  he  came 
to  the  conclusion  that  the  patient,  on  February  3, 
1977,  was  a human  being,  and  alive  by  any  definition 
of  death.  The  neurologist,  Neil  Brown,  M.D.,  even 
conceding  some  brain  damage,  declared  that  she  did 
not  have  irreversible  cessation  of  total  brain  function. 
Dr.  Kato  spent  $10,000  in  legal  battle,  as  well  as  a lot 
of  energy  and  time,  defending  what  he  says  is  his 


right  to  exercise  medical  judgment,  and  a right  that 
should  not  be  overruled  by  any  court.  As  he  declared 
in  court,  “My  position  as  physician  is  to  save  lives,  not 
to  terminate  them.”  Although  the  patient  died  from 
natural  causes,  the  case  is  still  in  court,  and  will  es- 
tablish a precedent. 

Example  6.  Recently  in  my  practice  I had  a case 
of  a woman  aged  56  who  lived  near  Kingston,  New 
York,  where  she  was  operated  on  for  an  intestinal 
tumor.  It  was  found  to  be  a very  rare  case  of  a sar- 
coma of  the  reticular  cells  of  the  endothelium  of  the 
colon.  Because  of  the  need  for  chemotherapy,  she 
was  transferred  to  New  York  City’s  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases.  On  her  arrival, 
I spoke  to  the  chief  of  the  department  who  told  me 
he  was  surprised  that  she  had  survived  the  journey 
from  Kingston  to  New  York  City,  and  that,  in  his 
opinion,  her  life  expectancy  was  about  two  to  three 
weeks,  at  the  most.  When  I visited  her,  she  was 
semicomatose,  and  hardly  recognized  me,  although 
I had  known  her  for  many  years.  She  was  given  an- 
tibiotics for  a concomitant  infection,  and  the  usual 
chemotherapeutic  agents.  On  my  further  visits,  she 
was  in  a terminal  state,  and  her  husband  was  told  to 
expect  her  death  any  day.  However,  about  six  weeks 
later  she  herself  called  me  at  my  office  to  let  me  know 
that  she  was  to  be  discharged  the  next  day,  and  would 
go  home  as  greatly  improved.  I was  stunned  to  hear 
this,  and  considered  it  a miracle,  attributing  it  to  her 
very  strong  constitution,  which  allowed  her  to  fight 
the  cancer.  Now,  as  we  all  know  from  our  practices, 
there  exists  a duplicity  of  cases;  its  occurrence  is  still 
a mystery.  Recently  I read  a letter  from  a physician 
who  had  been  getting  chemotherapy  for  two  years  for 
the  same  form  of  sarcoma  as  my  patient  and  appar- 
ently is  doing  well  because  he  wrote  the  letter  and 
evidently  still  practices  medicine7;  by  all  criteria,  as 
in  the  case  of  my  patient,  his  sarcoma  should  have 
been  considered  fatal.  I report  these  two  cases  for 
your  consideration  as  to  what  constitutes  terminal 
illness  or  a condition  that  is  judged  hopeless. 

Legislation 

On  September  30, 1976,  Gov.  Edmund  G.  Brown, 
Jr.,  of  California  signed  a so-called  “Death  with 
Dignity”  law.8-9  After  January  1,  1977,  terminally 
ill  patients  will  be  allowed  to  direct  that  artificial 
life-sustaining  procedures  be  suspended  when  death 
is  imminent.  The  new  “Death  with  Dignity”  law 
permits  ordering  the  suspension  of  all  treatment,  if 
the  patient  is  considered  to  be  truly  terminally  ill  and 
the  life-support  systems  only  delay  the  moment  of 
death.  If  a physician  refuses  to  obey  the  directive, 
the  law  states  that  this  would  constitute  unpro- 
fessional conduct  and  could  result  in  suspension  or 
revocation  of  license. 

This  “Right  to  Die”  or  “Death  with  Dignity”  law 
is  now  in  effect  in  eight  states,  namely,  Arkansas, 
California,  Idaho,  Nevada,  New  Mexico,  Oregon, 
North  Carolina,  and  Texas.10  In  Maine  the  state 
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medical  society  supports  a bill,  but  says  that  the 
measure  would  have  little  impact  since  the  patient 
already  has  the  right  to  determine  the  course  of  his 
treatment.1 1 In  Maryland,  the  state  senate  killed  the 
legislative  proposal  of  “death  with  dignity”11;  it  was 
defeated  after  speakers  warned  that  “it  would  be  the 
first  step  toward  approval  of  euthanasia.”  Before 
approving  the  bill  in  their  state,  the  California  voters 
consulted  Colen,12  the  author  of  a book  on  Karen 
Ann  Quinlan.  He  recommended  not  signing  the  hill 
because,  in  his  opinion,  it  was  not  necessary;  ma- 
chines are  turned  off  all  the  time.  Before  Karen 
Ann’s  case,  physicians  and  families  were  making 
these  decisions  every  day.  Karen  Ann’s  case  was 
unusual  only  because  the  physicians  became  alarmed 
about  malpractice  suits  and,  therefore,  would  not 
“pull  the  plug.”  Any  law  put  on  the  books  can  he 
watered  down,  and  as  Colen  said,  “You  are  opening 
the  door  to  euthanasia.”  His  definition  of  euthanasia 
is  “Mercy  killing,  doing  something  intentionally  to 
shorten  the  life  of  someone  else.”12 

It  is  important  to  know  that  because  of  the  Cali- 
fornia law,  there  is  now  a legal  “Living  Will”  in- 
structing the  physician  not  to  keep  the  patient  alive, 
with  such  limits  on  medical  treatment  as  the  patient 
desires  should  he  become  comatose  or  otherwise 
unable  to  speak  for  himself.  The  Euthanasia  Edu- 
cational Council  claims  to  have  distributed  almost 
2 million  copies  of  its  “Living  Will”  forms.13  How- 
ever, none  of  those  documents  has  any  legal  standing, 
and  never  was  tested  in  court,  except  that  in  Cali- 
fornia it  is  legal  under  the  specific  circumstances 
spelled  out  in  the  law  in  that  state. 

Meanwhile,  17  states,  including  New  York,  New 
Jersey,  and  Connecticut,  drafted  “right  to  die”  leg- 
islation14 similar  to  that  signed  into  law  by  Governor 
Brown  in  California.15  The  A.M.A.  attacked  the 
court  decision  in  the  Quinlan  case  because  the  lan- 
guage is  in  dispute  and  may  be  upset  by  the  U.S. 
Supreme  Court,  owing  to  the  constitutional  right  to 
privacy. 

The  long-range  effect  of  the  Quinlan  case  may  not 
hinge  on  the  question  of  when  death  occurs,  but 
rather  on  who  has  the  right  ultimately  to  terminate 
life-support  systems — ethics  committees  at  hospitals, 
patients’  guardians,  physicians,  or  the  courts.  The 
U.S.  Supreme  Court  may  be  the  final  arbiter  in  this 
highly  complex  issue. 

The  “death  with  dignity”  issue  is  a bit  more  sen- 
sitive, according  to  an  editorial  in  the  Journal  of 
Legal  Medicine,  because  it  reflects  society’s  fear  of 
the  personal  suffering  assumed  to  accompany  the 
dying  process.15  That  is,  pulling  of  the  plug  involves 
primarily  people  other  than  the  unresponsive  patient, 
such  as  relatives  and  physicians.  The  so-called 
“death  with  dignity”  touches  the  anticipated  suf- 
fering of  everyone  who  fears  his  or  her  own  demise. 
Therefore,  faced  with  the  publicized  reluctance  of 
physicians  to  accommodate  patient’s  washes,  legis- 
lative efforts  to  remove  the  reasons  for  such  reluc- 
tance have  been  much  more  frequent. 


In  an  editorial  in  the  New  England  Journal  of 
Medicine,  Ingelfinger16  criticized  the  emptiness  of 
the  “death  with  dignity”  slogan.  He  quoted  from  an 
article  “The  Indignity,  of  Death  with  Dignity”  by 
Ramsey17:  “There  is  an  additional  insult  besides 
death  itself  heaped  upon  the  dying  by  our  own  ordi- 
nary talk  about  ‘death  with  dignity.’  In  its  incessant 
iteration,  the  phrase  . . . has  become  both  meaning- 
less and  demeaning.”  He  says  that  “it  is  a deception 
to  pretend  that  the  process  of  dying  can  he  invested 
with  dignity;  the  most  a doctor  can  do — and  should 
do — is  to  mitigate  the  indignities  that  the  patient 
must  bear.” 

What  is  terminal? 

We  come  to  the  basic  reason  for  such  legislation, 
namely  that  we  allegedly  are  dealing  with  terminal 
patients.  1 gave  you  two  examples  of  so-called  ter- 
minal cases  which  ended  with  the  patients  living 
“happily  ever  after.”  I know  of  several  cases  of 
cancer  patients  who,  contrary  to  expectation,  sur- 
vived the  terminal  stage  and  recovered.18-23  In  the 
Medical  Tribune,  White,24  Professor  at  the  Uni- 
versity of  California  in  San  Francisco,  asked  “What 
is  terminally  ill,  anyway?  They  very  wisely  didn’t 
try  to  define  that  in  the  new  hill.  I’ve  got  a woman 
patient  who  has  been  terminally  ill  for  27  years  with 
breast  cancer  and  she’s  still  going  strong.  So  ob- 
viously that  has  to  be  left  up  to  the  people  responsible 
for  care.  Those  are  the  caveats  I’ve  got  about  it.” 
And,  he  continues,  “Dying  with  dignity  is  not  a huge 
problem  in  terms  of  numbers  of  people;  it’s  a huge 
problem  in  terms  of  emotional  impact  and  the 
enormous  dismay  on  the  part  of  families  when  they’re 
stuck  in  a situation.” 

Right  to  die  with  dignity 

Evans25  writes  that  the  right  to  die  is  a basic  con- 
stitutional right,  as  stated  already  in  1914  by  Su- 
preme Court  Justice  Benjamin  Cardozo,  “Every 
human  being  of  adult  years  and  sound  mind  has  the 
right  to  determine  what  shall  be  done  with  his  or  her 
own  body”;  in  1973  a Pennsylvania  trial  court  ruled 
that  a mature  competent  adult  may  refuse  medical 
advice  that  may  prolong  life  because  the  right  of 
privacy  includes  the  right  to  die.  And  Dr.  Evans 
continues:  “I  am  not  opposed  to  the  concept  or 
principle  of  the  right  to  die  with  dignity,  but  to  the 
need  for  such  legislation.” 

And  if  this  discussion  has  not  been  enough  to 
convince  the  skeptics  and  the  nonbelievers  of  the 
uselessness  of  the  “death  with  dignity”  legislation, 
let  me  mention  Foye,26  director  of  education  service 
for  the  Veterans  Administration,  who  told  the  U.S. 
Senate  Special  Committee  on  Aging  that  the  “Living 
Will,”  a document  in  which  a patient  permits  and 
instructs  his  physician  to  let  him  die,  if  his  condition 
is  hopeless,  really  solves  nothing  and  creates  prob- 
lems of  its  own;  approaches,  such  as  legalized  eu- 
thanasia and  the  “Living  Will,”  are  based  on  the 
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misconception  that  the  point  of  hopelessness  can  be 
known  with  accuracy  and  that  the  physician  may 
prolong  suffering  uselessly.  Foye  fears  that  just  in 
those  cases,  by  such  false  reasoning,  the  physician’s 
hands  may  be  tied  at  the  point  where  his  skill  and 
technology  can  contribute  to  the  saving  of  lives  and 
control  of  disease. 

Euthanasia? 

But  there  are  more  ominous  and  portentous  rea- 
sons for  objecting.  Those  who  follow  this  subject 
closely  do  not  doubt  that  death-with-dignity  legis- 
lation is  just  the  opening  wedge  in  a calculated  effort 
to  legalize  euthanasia.  If  death-with-dignity  legis- 
lation passes  state  legislatures,  it  is  a foregone  con- 
clusion that  a vigorous  campaign  to  legalize  mercy 
killing  will  follow.  Williams,27  a leading  proponent 
of  euthanasia,  has  written  in  Northwest  Medicine: 
“It  seems  unwise  to  attempt  to  bring  about  major 
changes  permitting  positive  euthanasia,  until  we  have 
made  major  progress  in  changing  laws  and  policies 
pertaining  to  negative  euthanasia.”  For  your  in- 
formation, negative  or  passive  euthanasia  means  that 
the  physician  does  nothing  to  prolong  life,  and  posi- 
tive euthanasia  means  doing  something  to  speed  up 
the  death  of  a patient.  In  an  interview  reported  in 
the  Seattle  Times,  Williams28  supports  the  use  of 
euthanasia  in  three  kinds  of  cases:  (1)  terminal  cases 
in  discomfort  or  pain,  (2)  hopelessly  criminal  indi- 
viduals, and  (3)  some  potential  suicides.  He  said: 
“Euthanasia  was  a nice,  smooth  anesthetic  to  ter- 
minate life  which  appears  preferable  to  suicide.”  For 
the  present,  every  civilized  legal  system  considers 
euthanasia  a crime.  The  A.M.A.  in  December,  1973, 
adopted  as  policy  the  intentional  termination  of  the 
life  of  a human  being  by  another — that  is,  mercy 
killing — is  contrary  to  that  for  which  the  medical 
profession  stands.  The  danger  lies  in  the  possibility 
that  legal  machinery  can  sometimes  engulf  those  who 
are  a nuisance  to  others.  Kiibler-Ross,29  the  Chi- 
cago psychiatrist  who  wrote  the  best  seller  On  Death 
and  Dying,  said  she  was  leery  of  the  “death  with 
dignity”  law.  “I  am  afraid  to  legalize  bills  like  this 
because  I am  afraid  of  the  loopholes  which  would 
make  it  possible  to  eliminate  people  when  they  be- 
come too  costly  or  too  much  of  a burden  to  us.” 

One  of  the  most  dramatic  accounts  of  Nazi  Ger- 
many’s euthanasia  program  comes  from  Alexander,30 
who  served  with  the  U.S.  Chief  Council  for  War 
Crimes  in  Nuremberg  in  the  years  1946  to  1947: 
“The  beginnings  at  first  were  merely  a subtle  shift  in 
emphasis  in  the  basic  attitude  of  the  physicians.  It 
started  with  the  acceptance  of  the  attitude  that  there 
is  such  a thing  as  life  not  worthy  to  be  lived.  In  early 
stages  it  concerned  only  the  severely  and  chronically 
ill.  Gradually  there  were  included  socially  unpro- 
ductive, ideologically  unwanted,  racially  unwanted, 
and  finally  all  non-Germans.  Even  before  the  Nazis 
took  over,  a propaganda  barrage  was  directed  against 
the  compassionate  nineteenth  century  attitudes 


toward  the  chronically  ill,  and  for  the  adoption  of 
Hegel’s  utilitarian  point  of  view.  Lay  opinion  was 
not  neglected;  that  kind  of  ideology  was  implanted 
even  in  children.  At  school  children  were  given 
mathematical  problems,  like  how  many  housing  units 
could  be  built  and  how  many  loans  could  be  given  to 
young  couples,  newly  wed,  for  the  amount  of  money 
it  costs  the  state  to  care  for  crippled,  criminals,  and 
insane.”  Alexander  questions  whether  or  not 
American  physicians  have  already  been  infected  with 
that  Hegelian,  cold-blooded,  utilitarian  philosophy, 
and  are  there  early  traces  in  their  thinking  that  make 
them  vulnerable  to  the  type  of  thinking  once  preva- 
lent in  Germany.24  There,  thousands  and  thousands 
were  allowed  by  the  law  to  be  killed— old  and  young, 
physically  or  mentally  defective,  so-called  useless 
people,  on  whom  the  money  necessary  for  their  food, 
housing,  and  clothing  was  deemed  a waste,  for  it 
could  be  better  used  by  the  Third  Reich.  The  phy- 
sicians did  the  job  of  killing  the  ill  or  not-so-ill  people 
for  the  benefit  of  the  state,  or  for  persons  who  wanted 
to  get  rid  of  relatives  for  selfish  reasons,  and  de- 
nounced them  as  physically  or  mentally  defective. 
Even  now,  in  1978,  there  are  still  some  lawsuits 
against  physicians  who  did  that  kind  of  killing  during 
the  Nazi  regime.  How  the  Nazi  poison  infected  and 
still  infects  people  in  so-called  civilized  countries  can 
be  seen  not  only  in  cases  like  that  of  Dr.  Williams,  but 
also  in  the  case  of  the  Swiss  voters  in  Zurich;  they 
“directed  the  state  government  to  initiate  federal 
legislation  to  permit  physicians  to  perform  euth- 
anasia if  requested  by  patients  suffering  from  an 
incurable  and  painful  terminal  disease”31;  that  means 
positive  euthanasia,  also  called  mercy  killing. 

To  emphasize,  a law  to  allow  one  to  die  with  dignity 
is  not  needed  since  it  is  anchored  in  the  Fourth 
Amendment  that  the  right  to  die  is  just  as  valid  as  the 
right  to  live.  The  danger  of  the  law  lies  in  the 
loopholes  that  would  allow  physicians,  and  relatives 
without  scruples,  to  interpret  the  law,  to  speed  up  the 
death  of  people  whose  money  can  be  inherited,  or 
who  are  hated,  or  for  any  selfish  purpose  or  reason 
whatsoever. 

It  is  interesting  to  find  that  the  support  for  both 
death  with  dignity  and  of  euthanasia  rarely  comes 
from  the  medical  profession,  but  rather  from  just  the 
group  that  would  have  to  implement  those  laws,  as 
occurred  in  Germany.  However,  I see  already,  as 
reported  in  the  American  Medical  News  that  two 
medical-ethics  specialists  in  California,  Jonsen  and 
Garland,32  recommended  the  withdrawal  of  life- 
sustaining  equipment  from  any  newborn  baby  who 
is  severely  defective;  in  short,  the  study  team  in 
California,  with  those  two  physicians  as  spokesmen, 
said  “Let  defective  babies  die.”  And  the  authors 
point  out  that  mercy  killing  is  legally  regarded  as 
murder;  but,  they  state  that  “until  statutes  legalizing 
mercy  killing  are  on  the  books,  a moral  policy  en- 
dorsing active  euthanasia  is  meaningless.”  Fur- 
thermore, they  point  out  that  “an  active  euthanasia 
policy  would  have  to  designate  an  appropriate  exe- 
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cutioner.”  Even  their  use  of  the  word  “executioner” 
is  ominous. 

On  the  other  hand,  Zimring33  of  the  Long  Beach 
(Long  Island)  Memorial  Hospital  in  New  York  writes 
in  his  article  in  the  New  York  State* Journal  of 
Medicine  of  the  right  “to  live  with  dignity”;  he  points 
out  that  “physically  deformed,  mentally  deranged, 
metabolically  imbalanced  children”  who  were 
doomed  to  early  death,  have  now  a better  prognosis; 
it  is  “radically  changed  owing  to  advances  in  neonatal 
surgery  and  medicine  which  have  enabled  physicians 
to  save  the  lives  of  an  increasing  number  of  newborn 
infants  suffering  from  severe  congenital  malforma- 
tions.” As  he  says,  “Retarded  children  must  be  given 
the  right  to  live  with  dignity.  They  must  be  treated 
with  compassion,  tender  loving  care,  and  given  an 
education  to  match  their  capacity.  They  must  be 
encouraged  to  develop  their  capabilities  while  giving 
them  the  most  that  modern  science,  psychology, 
education,  vocational  training,  and  special  training 
in  speech,  sight,  and  hearing  have  to  offer."  I would 
like  to  add  that  I know  of  such  a child  born  with  many 
defects,  including  a severely  cleft  palate  and  harelip, 
22  years  ago.  According  to  the  California  team,  this 
i child  should  have  been  killed.  But,  just  as  Dr. 
Zimring  pleads,  “with  tender  loving  care,”  the  med- 
ical advances  in  surgery  and  technology  and  a dozen 
operations,  this  child  is  now  a registered  head  nurse 
in  a prestigious  hospital  in  New  York  City,  and  I had 
the  pleasure  to  get  an  announcement  of  her  marriage 
to  a fine,  promising  young  physician. 

I wondered  why  the  right  to  die,  death  with  dig- 
nity, legal  death,  the  living  will,  euthanasia,  and 
death  selection,  terms  rarely  mentioned  just  a few 
years  ago,  are  today  as  much  in  the  limelight  as  sex, 
birth  control,  women’s  liberation,  inflation,  and  crime 
in  the  streets. 

Topical  issue 

The  French  say  “Cherchez  la  femme.”  In  America 
you  have  “Cherchez  l’argent.”  Look  for  the  eco- 
nomic reasons  for  all  this,  and  then  add  two  items: 
(1)  the  sudden  appearance  of  films  dealing  with  that 
problem  of  aging;  such  as,  for  instance,  Logan ’s  Run , 
which  even  became  a television  series,  and  in  which 
the  state  kills  you  if  you  become  30  years  old,  and  (2) 
the  announcement  that  Social  Security  benefits  are 
on  the  verge  of  bankruptcy,  and  it  is  necessary  to 
increase  the  Social  Security  tax  to  almost  double  for 
young  people,  to  secure  the  benefits  for  the  old  peo- 
ple. And  what  is  to  be  done  with  more  than  20  mil- 
lion people  over  65  who  do  not  die  and  who  live  much 
longer  than  expected  due  to  medical  progress,  and 
who  are  in  comparatively  good  health?  Brutally  and 
frankly  speaking,  what  to  do  with  this  nuisance 
problem,  with  all  these  useless  people  who  only  add 
to  Social  Security  taxes  to  the  young  and  who,  in 
addition,  because  of  their  good  health,  compete  with 
the  young  ones.  The  solution  given  in  the  films  and 
television  seems  cruel,  but  apparently  appeals  to  the 


younger  generation;  if  it  did  not  have  that  appeal,  it 
would  have  had  bad  Nielsen  ratings  and  would  have 
disappeared  also  from  the  film  screens.  You  may  say 
that  all  this  is  fiction  and  fantasy,  and  maybe  even 
science  fiction,  but  it  seems  ominous  that  such  ideas 
now  suddenly  appear.  It  is  never  a coincidence  when 
suddenly  people  begin  speaking  about  such  things 
and  when  such  films  are  being  produced.  Apart  from 
the  fact  that  old  people  become  a nuisance,  eco- 
nomically, financially,  and  psychologically,  and  that 
people  try  to  get  rid  of  them,  at  present  only  by 
building  old-age  ghettos,  called  leisure  towns  and 
villages,  or  old  age  homes,  where  the  old  are  separated 
from  the  daily  life  and  hustle  and  bustle  of  the  com- 
munity, we  have,  especially  in  America  a “geronto- 
phobia”;  this  is  a distaste  for  everything  that  is 
old — old  age,  old  looks,  and  old  people.  This  ger- 
ontophobia  extends  to  young  physicians  who  con- 
sider t reatment  of  old  people  a waste  of  energy  and 
time;  after  all,  they  soon  become  ill  again,  and  how 
long  will  they  live  anyway? 

All  this  might  sound  depressive  and  could  create 
feelings  of  panic,  but  this,  realistically,  is  the  trend 
of  events  as  I see  them,  the  fact  that  people  now 
speak  about  dying,  and  not  about  living.  But,  of 
course,  they  may  mean  only  you,  and  not  them- 
selves. 

Summary 

I have  endeavored  to  explore  the  problem  of  “dying 
w'ith  dignity,”  as  it  is  called,  from  all  points  of  view: 
what  is  the  medical  opinion,  the  economic  and  the 
sociologic,  and,  last  but  not  least,  what  is  the  attitude 
of  the  community,  together  with  the  emotional  en- 
vironment in  which  we  live.  I am  strongly  against 
any  law  that  deals  with  the  terminating  of  life  be- 
cause, in  my  opinion,  it  leads  to  euthanasia,  mercy 
killing,  and  merciless  killing  for  selfish  purposes,  by 
either  government,  groups,  or  individuals.  Although 
I have  attempted  to  show  you  all  aspects  of  this 
problem,  each  of  you  will  have  to  decide,  whether  in 
agreement  or  not,  how  much  this  pertains  to  one’s 
conscience  as  a human  being  and  as  a physician,  to 
one’s  belief  in  adherence  to  the  Hippocratic  oath  of 
preserving  human  life,  and  to  the  religious  tenets 
with  which  one  was  brought  up.  I gave  you  the  facts 
as  I see  them,  and  you  will  have  to  draw  your  own 
conclusions. 

65  Central  Park  West 
New  York,  New  York  10023 
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Clinical  Clues 

— Red  urine,  positive  for  occult  blood  and  with  few  or  no 
red  blood  cells  in  the  sediment  and  no  effect  on  the  color 
by  centrifugation,  contains  either  hemoglobin  or  myo- 
globin. A naked-eye  look  at  the  plasma  may  suffice  by 
application  of  this  rule:  red  plasma  plus  red  urine  equals 
hemoglobin;  clear  plasma  plus  red  urine  equals  myo- 
globin. 

— Using  Korotkoff  sounds  or  return  of  palpable  pulses,  and 
the  measurement  of  pressure  distal  to  areas  of  narrowing 
or  occlusion,  may  not  be  possible.  An  indirect  method 
such  as  an  ultrasonic  velocity  detector  is  more  applica- 
ble. 

— The  systolic  pressure  at  the  ankle  is  normally  equal  to 
or  higher  than  the  brachial  systolic  pressure.  With  ar- 
terial occlusion  at  one  or  more  levels,  the  systolic  pres- 
sure recorded  at  the  ankle  accurately  reflects  the  extent 
of  the  proximal  resistance  and  resulting  pressure  drop 
(Winsor,  T.:  Influence  of  arterial  disease  on  the  systolic 
blood  pressure  gradients  of  the  extremity,  Am.  J M.  Sc. 
220:  117  (1950)). 

— The  ankle  systolic  pressure  response  has  been  shown  to 
be  a reliable  indicator  of  the  flow  change  and  is  useful 
in  estimating  the  severity  of  the  occlusive  disease 
(Sumner,  D.  S.,  et  al.:  The  relationship  between  calf 
blood  flow  and  ankle  pressure  in  patients  with  inter- 
mittent claudication,  Surgery  05:  763  (1969)) 

— Even  in  the  face  of  angiographic  evidence  of  poor  run  off, 
an  ankle  pressure  greater  than  20  mm.Hg,  together  with 
a pulsatile  How  recorded  in  either  the  posterior  tibial  or 
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dorsalis  pedis  artery,  is  a favorable  indication  for  re- 
constructive surgery. 

— A thigh  pressure  above  80  mm.Hg  assures  success  of 
below-knee  amputation. 

— The  physical  examination  should  be  about  88  percent 
accurate  in  diagnosing  an  abdominal  aortic  aneurysm, 
even  those  3.5  to  4 cm.  in  size  (Estes,  J.  E.,  Jr.:  Ab- 
dominal aortic  aneurysm:  a study  of  102  cases,  Circu- 
lation 2:  258(1950)). 

— Roentgenograms  of  the  abdomen  exposed  in  the  ante- 
roposterior and  particularly  in  the  lateral  plane  are  di- 
agnostic of  abdominal  aortic  aneurysms  in  55  to  85  per- 
cent of  the  cases  (Nusbaum,  J.  W.,  et  al.:  Echography 
in  the  diagnosis  of  abdominal  aortic  aneurysm,  Arch. 
Surg.  102:  385  (1971)). 

— As  in  coarctation  of  the  aorta,  patients  with  aortoiliac 
arterial  obstruction  have  upper-extremity  systolic  or 
diastolic  hypertension  in  about  one  third  of  the  cases. 

— Impotence  is  present  in  about  25  percent  of  patients  with 
aortoiliac  disease  (Leriche,  R.,  and  Morel,  A.:  The 
syndrome  of  thrombotic  obliteration  of  the  aortic  bi- 
furcation, Ann.  Surg.  127:  193  (1948)). 

— Neutrophil  hypersegmentation  is  the  first  sign  of  folic 
acid  deficiency. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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History  of  Medicine 


Medical  Practice  in 
Early  Pittsford 

LOIS  GREENE  STONE 

Pittsford,  New  York 

Did  you  know  that  the  “Father  of  the  Union 
Pacific  Railroad”  was  a Pittsford  physician?  Were 
you  aware  of  the  fact  that  the  first  woman  granted  a 
license  as  a pharmacist  in  New  York  State  practiced 
from  Pittsford? 

“Large  streams  from  little  fountains  flow,”1  and 
tiny  Pittsford  was  a constant  trickle,  bringing  about 
much  that  was  significant.  Many  firsts  in  Monroe 
County  bubbled  from  Pittsford’s  fountains. 

Of  the  2.5  million  acres  of  land  The  Phelps  and 
Gorham  Purchase  secured  from  the  Seneca  Indians 
in  1788,  Simon  and  Israel  Stone  bought  a mere  13,296 
acres  from  them  a year  later.  This  land  cost  the 
Stones  36c  per  acre  for  what  we  now  call  Pittsford. 

In  1790  eight  Revolutionary  War  veterans  brought 
their  families  to  Northfield,  as  Pittsford  was  then 
called.  Within  a year,  Simon  Stone’s  grist  mill  was 
in  operation.  By  1793,  the  saw  mill  opened  and 
made  obsolete  the  construction  of  log  houses,  such 
as  the  one  Israel  Stone  had  built  at  38  State  Street. 

These  few  eager  settlers  (1790  population  census: 
28  persons)  initiated  not  only  industry  but  also  at- 
tracted a physician.  John  Ray,  M.D.,  left  Wash- 
ington County  and  arrived  in  Northfield  in  1792.  He 
was  the  first  physician  in  the  area  that  later  became 
Monroe  County.  He  died  in  1827  and  is  buried  in 
plot  4 in  Pittsford’s  Pioneer  Cemetery. 

Land  value  was  rising.  Jonas  Sawens,  M.D.,  paid 
50<t  an  acre  in  about  1793.  He  wed  the  daughter  of 
another  Northfield  physician,  Daniel  Rood,  M.D., 
and  the  marriage  in  1796  is  the  earliest  on  record 
here.  The  son  of  this  union,  born  in  1800,  went  on 
to  become  a physician  also  but  practiced  in  a differ- 
ent county. 

The  settlers  had  industry  and  medicine;  now  a 
school  was  needed.  Where  the  present  Mendon, 
Mendon  Center,  and  Stone  Roads  fork,  the  first 
schoolhouse  in  Monroe  County  stood,  erected  in 
1794.  The  flow  of  energy  and  progress,  never  stag- 
nant in  this  community,  brought  continuing  culture. 
The  first  library  in  the  entire  county  was  established 
in  1803  on  the  site  on  which  the  Pittsford  Mendon 
Center  Junior  High  School  now  stands.  The  first 
lawyer  in  the  county  chose  to  settle  in  this  town; 
Simon  Stone  II  began  legal  work  in  1804. 


Northfield  had  people,  trades,  medicine,  educa- 
tion, and  law;  but  it  had  no  mail  service.  This  was 
rectified  on  March  19, 1811,  when  Boyle,  as  the  town 
had  begun  to  be  called  in  1808,  became  the  first  spot 
in  the  county  to  have  postal  service.  Once  the  mail 
void  had  been  filled,  it  was  time  to  run  a newspaper. 
The  Gospel  Herald,  published  in  1815  in  what  had 
Finally  been  named  Pittsford,  was  another  first  in  the 
county. 

Dr.  Ray  arrived  in  a town  called  Northfield  and 
lived  to  see  all  the  name  changes.  In  1813  it  had 
become  Smallwood.  Its  present  name  came  when 
Colonel  Caleb  Hopkins,  in  1814,  arrived  from  Pitts- 
ford, Vermont,  and  divided  Smallwood  into  Brighton 
and  a part  he  then  named  after  his  New  England 
home  town.  Dr.  Ray  saw  Perinton  in  1812,  and 
Henrietta  in  1818,  divide  from  Pittsford.  In  the  year 
he  died,  1827,  the  Village  of  Pittsford  was  incorpo- 
rated. 

Large  streams  from  little  fountains  flow, 

Tall  oaks  from  little  acorns  grow.1 

Only  an  acorn’s  worth  of  the  vast  Phelps  and  Go- 
rham Purchase  had  grown  into  a well-rooted  com- 
munity whose  First  cultural  branches  attracted  others 
to  come,  settle,  and  add  new  leaves. 

Early  physicians 

Nearly  1,500  people  resided  in  Pittsford  when  what 
was  probably  one  of  the  first  medical  partnerships 
in  the  area  was  formed  between  A.  G.  Smith,  M.D., 
and  Hartwell  Carver,  M.D.  The  latter  arrived  in 
Pittsford  in  1816,  two  years  after  Dr.  Smith.  They 
worked  together  until  Dr  Smith  moved  to  Rochester 
in  1818  and  then  to  New  York  City. 

The  Rochester  Telegraph,  July  14, 1818,  ran  this 
ad: 

Doctor  H.  Carver 

INFORMS  the  public  that  he  has  set 
tied  himself  as  a 
Physician  & Surgeon, 
at  Murray  four  corners,  where  he  will  at- 
tend to  all  calls  both  in  the  practice  of  phys- 
ic and  surgery,  and  particularly  to  an  op 
erations  in  surgery. 

HARTWELL  CARVER 

Murray,  July  9,  1818 

Dr.  Carver  was  a descendant  of  John  Carver,  who 
arrived  on  the  Mayflower  in  1620.  Although  Hart- 
well was  horn  in  Rhode  Island  on  July  19,  1789,  his 
family  moved  to  New  York  State  when  he  was  only 
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five.  He  attended  Hamilton  College  (1813)  and 
graduated  from  Yale  with  an  M.I).  in  1816. 

He  built  a small  house  where  the  present  post  of- 
fice block  stands.  Although  he  practiced  medicine 
for  50  years  in  Pittsford,  his  quest  for  knowledge  took 
him  to  various  places  for  short  periods  of  time. 

In  the  fall  of  1831,  he  went  to  Paris,  France,  to 
spend  six  months  at  the  French  hospitals  and  medi- 
cal schools.  This  was  followed  by  a summer  in 
London,  England,  where  he  enriched  his  knowledge 
of  medicine  at  the  medical  centers  of  that  city. 

Medical  treatment  in  that  era  differed  from  to- 
day’s sophisticated  methods.  During  the  time  Dr. 
Carver  was  in  Europe,  Sir  Walter  Scott,  the  author, 
suffered  a stroke  in  Edinburgh  where  he  was  cared 
for  by  blistering,  use  of  the  lancet,  restricted  diet,  and 
whisky.  For  Sir  Walter  Scott’s  gallbladder  attack 
13  years  earlier,  the  following  had  been  the  accepted 
treatment:  “Hot  salt  slapped  on  his  abdomen 

burned  his  shirt  to  rags.  He  was  bled  and  blistered 
profusely,  dosed  with  laudanum,  dieted  to  near 
starvation.  ...  He  was  bled  with  cupping  glasses 
applied  to  the  skin.”2  Perhaps  Dr.  Carver  had  heard 
of  these  “new”  medical  procedures,  and  perhaps  he 
brought  back  such  “modern”  treatments  for  use  on 
his  Pittsford  patients. 

Travel  to  and  from  Pittsford  was  made  easier  with 
the  operation  of  the  Rochester  to  Canandaigua 
stagecoach  in  1816.  The  canal  didn’t  open  here  until 
1825.  Horses  and  boats  seemed  too  slow  for  Dr. 
Carver,  and  he  acted  on  an  idea. 

He  wanted  to  make  a railroad  cross  the  entire 
country  from  Atlantic  to  Pacific.  The  year  was  1835, 
and  his  plan  was  probably  perceived  by  many  as 
having  as  much  sense  as  the  Knight’s  plan  in 
Through  the  Looking  Glass  for  getting  over  a 
gate.  “. . . ‘the  only  difficulty  is  with  the  feet:  the 
head  is  high  enough  already.’  Now,  first  I put  my 
head  on  the  top  of  the  gate — then  the  head’s  high 
enough — then  I stand  on  my  head — then  the  feet  are 
high  enough,  you  see — then  I’m  over,  you  see.”3 

In  1836  the  projected  railroad  between  Rochester 
and  Auburn  went  only  as  far  as  Canandaigua;  it  was 
not  until  1840  that  the  line  stretched  to  Auburn. 
Imagine  having  the  notion  in  1835  for  rails  coast  to 
coast! 

Dr.  Carver  stood  on  his  head  while  his  feet  went 
over  the  gate,  figuratively  speaking,  and  played  a 
major  role  in  putting  the  Union  Pacific  Railroad 
through.  When  East  joined  West,  it  was  Dr.  Carver 
who  drove  in  the  gold  spike.  The  house  he  had  build 
in  1850,  at  41  Monroe  Avenue,  was  in  May,  1969,  the 
site  of  a centennial  commemoration  of  the  rail- 
road. 

He  was  buried  in  Mt.  Hope  cemetery  in  1875.  A 
monument  stands  there,  in  his  memory,  from  the 
grateful  Union  Pacific  Railroad. 

Other  well-educated  New  England  physicians  were 
drawn  to  Pittsford.  A college-educated  physician 
was  rare  during  this  period  in  history.  Most  medi- 
cine was  learned  by  apprenticeship,  with  knowledge 


of  anatomy,  surgery,  and  childbirth  merely  acquired, 
not  actually  taught.  Kings  College  in  New  York  City 
had  a formal  medical  faculty  by  1767,  but  in  1821, 
when  Monroe  County  was  formed,  no  western  New 
York  college  had  either  a medical  faculty  or  issued 
medical  degrees. 

Andrew  Huntington,  M.D.,  moved  into  this  es- 
tablished village  in  1830.  He  had  been  born  in 
Norwich,  Connecticut,  in  1761,  and  educated  at 
Dartmouth  College.  He  had  been  a surgeon  under 
General  Washington  through  the  Revolutionary  War, 
and  was  with  Washington  during  the  retreat  from 
Long  Island.  In  1845  he  died  in  Pittsford. 

From  Herkimer  County  came  R.  C.  Reynolds, 
M.D.,  in  1831;  he  died  in  Pittsford  in  1895. 

Andrew  Huntington,  II,  M.D.,  was  born  in  1789  in 
Vermont  and  was  a Darmouth  graduate  of  the  class 
of  1816.  He  made  his  way  to  Pittsford  to  practice 
medicine,  and  died  in  the  village  in  1861. 

Wales  Munroe  Huntington,  M.D.,  was  Andrew  IPs 
son.  He  was  born  in  Pittsford  in  1820.  In  1842  he 
graduated  from  the  Geneva  College  of  Medicine,  and 
in  1845  married  the  granddaughter  of  Caleb  Hopkins. 
He  died  in  the  village  in  1875. 

The  Rochester  Daily  Democrat  of  February  21, 
1852,  noted  that  Dr.  Huntington  had  made  a voyage 
to  Europe  and  was  heard  from  in  Paris,  France,  be- 
fore leaving  that  country.  However,  the  paper  did 
not  give  the  first  name  of  Dr.  Huntington  so  it  may 
have  been  either  Andrew  II  or  Wales. 


Self-medication 

Self-medication  and  its  consequences  was  as  much 
of  a concern  to  physicians  a century  or  more  ago  as 
it  is  today.  The  sales  pitch  was  similar,  only  the 
products’  names  have  changed. 


Joy  to  the  Bed  Ridden 
A VALUABLE  DISCOVERY  FOR 
THE  INSTANT  CURE  OF  PAIN. 

RADWAY’S  READY  RELIEF  cures  the 

worst  diseases  in  minutes  and  hours  and  stops  the 

most  cruel  pangs  of  pain  in  seconds. 

So  quick  and  efficient  is  Radway’s  Ready  Relief,  in 
stopping  pain  and  curing  disease,  that  it  has  frequently 
raised  the  diseased  and  helpless  invalid  from  a bed  of 
sickness  in  a few  hours.  It  has  frequently  cured  the 
worst  pains  of 


Rheumatism, 

Neuralgia, 

Tic  Doloreaux, 
Toothache, 

Nervous  headache, 
Sour  stomach, 
Heartburn, 

Bowel  complaints, 
Cramps  and  sprains, 
Diarrhea, 

Inflammation  of  the 
Bowels 

Local  inflammations, 
Influenza, 


In  four  hours, 

In  twenty  minutes, 

In  ten  minutes, 

In  three  seconds, 

In  fifteen  minutes, 

In  five  minutes, 

In  five  minutes, 

In  thirty-five  minutes, 
In  twenty-five  minutes, 
In  one  hour, 

In  thirty  minutes, 

In  ten  minutes, 

In  twelve  hours, 
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Hoarseness,  In  ten  hours, 

Spinal  complaints,  Swellings,  Bruises,  Sores,  Wounds, 
etc. 

Imagine  this  drug  that  was  able  to  “cleanse,  puri- 
fy and  sweeten  the  whole  nervous  and  bilious  system, 
so  that  disease  cannot  exist.”  This  was  not  any  re- 
searcher’s dream  for  the  twenty-first  century.  The 
Rochester  Daily  Advertiser  carried  the  preceding  ad 
on  March  13, 1851.  People  purchased  magic  rather 
than  see  physicians,  as  so  many  do  today;  it  was  not 
then,  nor  is  it  now,  for  lack  of  qualified  medical 
men. 

On  the  same  date,  in  another  newspaper,  The 
Rochester  Daily  Democrat,  this  death  notice  ap- 
peared: “At  Buffalo,  on  the  12th  inst.,  of  congestion 
of  the  blood,  Dr.  J.  E.  CAMP,  late  of  Pittsford,  in  this 
county.  Funeral  at  Pittsford,  on  Friday  at  1 o’clock 
P.M.” 

Below  this  death  notice  were  ads  for  zinc  wash- 
boards, wax  dolls,  jumping  ropes,  and  hoops.  Fur- 
ther down  the  column  on  the  same  newspaper  page 
were  claims  that  sick  headaches  would  be  made  well 
with  “The  Grecian  Fancheronian  Drops”  that  “will 
positively  cure  the  liver  complaint. . . .” 

Before  chuckling  about  the  belief  in  a candy  drop 
that  could  positively  cure  an  organic  illness,  consider 
today’s  television  commercials  and  what  wonders 
they  propose. 

Other  physicians 

D.  B.  Monroe,  M.D.,  originally  a Pittsford  physi- 
cian, was  listed  in  The  Rochester  Daily  Advertiser 
on  April  8,  1851,  as  the  city  physician  for  Roches- 
ter. 

Charles  Came,  M.D.,  who  practiced  medicine  in 
1847,  was  a noted  lecturer.  People  gathered,  often 
in  schoolhouses,  to  listen  to  his  talks  on  scientific 
subjects  and  see  his  lantern  slides.  The  cobblestone 
building  at  11  Church  Street,  site  of  the  first  village 
school  erected  in  1842,  might  have  been  used  for  one 
of  his  educational  speeches. 

The  Rochester  Union  and  Advertiser  of  Novem- 
ber 15, 1880,  noted  that  Paul  Carpenter,  M.D.,  from 
Pittsford,  “was  chosen  coroner’s  physician  for  the 
first  assembly  district.” 

By  1890,  Pittsford  had  a Town  Hall.  The  Union 
and  Advertiser  newspaper  of  October  12, 1892,  spoke 
of  a meeting  that  was  held  there  under  the  auspices 
of  the  Pittsford  Cleveland  and  Stevenson  Club. 
Furnaces  from  the  old  district  6 schoolhouse  were  to 
be  sold  to  the  highest  bidder  three  days  hence.  Of 
note  in  the  same  paper  was  the  following: 

PITTSFORD,  Oct.  12 — Dr.  George  H.  Doane  died 
at  his  home  in  this  village  yesterday  morning,  October 
1 1,  in  the  55th  year  of  his  age,  after  a prolonged  illness. 
His  wife  and  four  sons  survive  him;  two,  Edgar  and 
Harvey  Doane  living  in  Michigan,  and  James  B.  and 
Dr.  William  Doane  of  Pittsford.  The  funeral  will  take 
place  Thursday  afternoon  at  3 o’clock. 


Fairy  godmothers  were  still  supplied  in  bottles 
and  drops.  Testimonials  added  new  color,  however, 
to  the  ads.  Considerable  space  was  occupied  in  The 
Union  and  Advertiser  of  October  1,  1892,  by  a 
product  claiming  to  cure  a diseased  four-week-old 
baby  in  little  more  than  one  month.  A great  panacea 
was  offered  that  would  “ . . . instantly  relieve  and 
speedily  cure  every  disease  and  humor  of  the  skin, 
scalp,  and  blood,  with  loss  of  hair,  from  infancy  to 
age,  from  pimples  to  scrofula.”  This  wonder  drug 
sold  for  50<t  to  $1.00.  People  bought  it,  yet  many 
feared  smallpox  vaccinations  that  could  have  eradi- 
cated a disease  that  ran  rampant  through  the  county. 
Treatment  by  knowledgeable,  qualified  physicians 
often  took  second  place  to  treatment  by  oneself;  this 
is  a timeless  problem. 

The  century  was  coming  to  a close;  two  years  be- 
fore that  event,  a fire  department  was  organized. 

Women  in  nineteenth  century 

Ebenezer  and  Gertrude  Sutherland  took  a packet 
boat  to  Pittsford.  The  Rochester  Union  and  Ad- 
vertiser of  January  29, 1978,  listed  Ebenezer’s  obit- 
uary. He  died  in  Pittsford  and  the  funeral  was  held 
at  the  house  of  his  son,  H.  Sutherland.  Ebenezer’s 
granddaughter,  Jane,  was  born  in  1867. 

Jane  Sutherland  Parkhurst,  M.D.,  had  the  dis- 
tinction of  being  one  of  the  earliest  women  to  receive 
a license  to  practice  medicine  in  the  United  States. 

Although  she  did  not  practice  medicine  in  Pitts- 
ford, she  was  a product  of  its  early  environment 
which  perhaps  nurtured  her  dream.  She  received 
her  medical  education  at  the  New  York  Medical 
School  and  then  went  on  to  work  at  Vail  Sanatorium 
in  Enfield,  Connecticut.  After  she  was  married,  she 
went  west,  first  to  Oregon,  then  to  San  Francisco. 
She  continued  practicing  her  profession  on  the  coast 
and  died  there  in  1952. 

Lyman  and  Clarrissa  Barker  had  a daughter 
Emma,  born  in  Pittsford  in  1860.  Was  she  ever 
friendly  with  Jane  Sutherland  seven  years  her  junior? 
Had  the  girls  ever  shared  secrets,  played  the  game 
“doctor”  together,  spoken  of  their  inner  needs  and 
goals?  None  can  answer  these  questions.  What  is 
known  is  that  she  went  to  William  Doane,  M.D.’s 
office  when  she  was  about  20  years  old,  and  asked 
him  to  take  her  in  as  an  apprentice.  He  provided  her 
with  enough  background  during  her  years  with  him 
for  her  to  be  accepted  by  the  Hahnemann  Medical 
College  of  Chicago  as  a degree  candidate.  She  re- 
ceived the  latter  in  1884. 

Her  first  office  was  in  Elba,  New  York.  The  name 
Barker  was  changed  to  Steyner  during  this  time  when 
she  wed  a former  college  classmate,  John  Frederick 
Steyner.  Olean,  New  York,  was  the  next  move  for 
the  Steyners. 

Dr.  Emma  Steyner  attended  Boston  University  for 
some  postgraduate  work,  then  opened  an  office  in 
Rochester,  New  York. 

She  didn’t  stay  long  in  Rochester.  By  1897  she 
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was  in  Chicago  and  practiced  medicine  there  for  30 
years.  With  another  woman,  Miss  Frances  L.  Mar- 
shall, she  ran  a sanatorium  at  Twin  Lake,  Michi- 
gan. 

Dr.  Steyner  died  in  1945.  She  never  practiced 
medicine  in  Pittsford  after  receiving  her  diploma  in 
the  midwest,  but  Pittsford  took  pride  in  her  accom- 
plishments. 

Pittsford  could  point  to  another  “first”  for  another 
woman.  “Miss  Lillian  Hartman  was  the  first  woman 
licensed  pharmacist  in  the  State  in  1886.  Her  drug 
store  was  a small  one  story  building  at  about  33  South 
Main  St.”4  Did  she  sell  the  fragrant  peppermint  and 
lemon  stick  candy  that  Charles  B.  Emmons  bought 
for  his  guests  before  they  set  sail  on  his  pleasure 
boat?  Mr.  Emmons  felt  that  seasickness  could  be 
stalled  by  sucking  on  these  sugared  delights.  It  was 
certainly  safer  than  taking  “Moffat’s  Life  Pills  and 
Phoenix  Bitters”  or  "Radway’s  Ready  Relief.” 

A nineteenth  century  woman  with  enough  energy 
and  ambition  could  both  aspire  and  attain  a profes- 
sion. However,  society  placed  great  pressure  on 
conformity,  and  a woman’s  role  was  not  out  of  the 
kitchen  and  into  a career,  but  rather  as  passive 
housewife. 

Conclusion 

The  twentieth  century  ushered  in  street  signs 
(1909),  trolleys  (1904),  water  lines  that  eliminated  the 
necessity  for  a well  (1905),  electricity  (1906),  and 


sanitary  sewers  (1935  or  so),  and  continued  to  attract 
superbly  trained  physicians  to  settle  and/or  practice 
here. 

The  quality  of  medical  care  has  never  diminished. 
The  early,  skilled  men  who  selected  Pittsford  as  the 
place  to  serve  would  surely  be  content  could  they 
know  what  a heritage  they  passed  down.  The  vil- 
lage’s physicians  today  may  stand  a little  taller 
knowing  that  while  quackery  abounded  a century 
ago,  they  now  work  on  land  that  once  felt  the  steps 
of  Dr.  Carver,  Drs.  Huntington,  and  many  others. 
Medicine  has  always  enjoyed  the  dignity  it  so  de- 
serves— in  Pittsford. 

5 Wide  Waters  Lane 
Pittsford,  New  York  1 4/>.‘t4 
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Defenders  of 
Human  Welfare 

William  Blake  ( 1757-1827 '),  poet , and 
Charles  Dickens  (1812-1870),  novelist 

HARRY  BLOCH,  M.D. 

South  Orange,  New  Jersey 

Senior  Lecturer,  Downstate  Medical  School,  and  Consulting 
Pediatrician,  Kings  County  Hospital  Center  and  Brookdale 
Hospital  Center,  Brooklyn,  New  York 

In  the  course  of  man’s  history,  defense  of  human 
welfare  emerged  in  many  forms  and  with  varied 
proponents.  It  began  millennia  ago  when  a primitive 
man  gazed  with  sympathetic  eyes  at  a suffering  fellow 
creature.  Very  little  more  than  this  simple  gesture 
of  concern  has  epitomized  man’s  solicitude  through 
the  centuries. 

In  the  interest  of  human  welfare,  the  Old  Testa- 
ment is  illuminated  with  love  for  children,  an  im- 
mutable charge  to  its  followers;  the  New  Testament 
preaches  a “religion  of  love”;  the  physician  has  served 
his  fellow  man  as  priest,  sorcerer,  magician,  alche- 
mist, astrologer,  philosopher,  and  scientist;  and 
philanthropy  has  been  an  impressive  phenomenon 
of  the  twentieth  century.  Yet  the  inhumanity  of 
man  and  cruelty  to  and  abuse  of  children  has  had  no 
surcease.1 

An  era  in  history  particularly  disreputable  for  lack 
of  compassion  for  human  beings  was  the  Industrial 
Revolution.  It  was  ushered  in  as  a phase  of  pro- 
duction in  England  that  began  slowly  in  the  seven- 
teenth century  with  the  development  of  navigation 
and  colonial  markets,  expanded  tumultuously  in  the 
eighteenth,  and  became  firmly  established  in  the 
nineteenth  as  a new  economic  system:  capitalism. 
The  uprooted  peasant,  cottage  craftsman,  imported 
Irish,  and  women  and  children  competed  for  factory 
work  at  low  wages  and  long  hours;  and  its  path  was 
strewn  with  unhygienic  slums,  unemployment,  crime, 
vice,  illness,  and  poverty.  A few  laymen  and  physi- 
cians realized  the  helplessness  of  its  victims  and  en- 
gaged in  social  action:  humane  treatment  of  the 

mentally  ill,  improved  sanitation,  infant  welfare, 
hospitals,  dispensaries,  and,  especially,  public 
awakening.2 

Infant  and  child  welfare  were  benefited  by  William 
Cadogan,  M.D.  (1711  to  1797)  in  the  20-page  “An 
Essay  Upon  Nursing  and  the  Management  of 
Childhood”  (1748)3;  George  Armstrong,  M.D.  (1721 
to  1783)  who  founded  the  first  dispensary  for  sick 
infant  poor  in  Europe  ( 1 769)4;  and  by  -Johann  Peter 
Frank,  M.D.  ( 1745  to  1821 ) who  made  fervent  pleas 
for  social  and  public  health  reforms,  amelioration  of 
unhealthy  school  conditions,  wastage  of  infant  life, 


and  the  terrible  poverty  and  illnesses  of  the  poor.2 

A poet  of  the  eighteenth  century,  William  Blake, 
and  a novelist  of  the  nineteenth,  Charles  Dickens, 
waged  unremitting  warfare  in  their  special  metiers 
to  enlighten  public  opinion  in  defense  of  human 
welfare.5  They  were  neither  economists  nor  politi- 
cians, but  attacked  evils  because  they  were  evil;  and 
they  wrote  powerfully  because  their  hearts  were  hurt 
by  the  sight  of  human  degradation. 

William  Blake 

William  Blake  lived  at  a time  when  the  Industrial 
Revolution  was  taking  hold;  machines  were  har- 
nessed to  human  power;  and  ill-health,  destitution, 
and  premature  death  stalked  the  factory  workers.  It 
was  a time  of  intimidation,  and  only  men  of  courage 
spoke  up  for  its  victims— and  William  Blake 
did.5’6 

He  was  born  in  London,  and  at  14  years  of  age  was 
apprenticed  to  an  engraver.  In  1782  Blake  married 
an  illiterate  young  woman  whom  he  taught  to  read, 
write,  paint,  and  assist  at  engraving;  for  the  rest  of 
their  lives  they  endured  poverty  and  neglect.5’7 
Forgotten  after  his  death,  Blake  has  been  rediscov- 
ered in  the  twentieth  century.  Countless  books  and 
graduate  theses  attest  to  his  spirited  defense  of 
human  welfare  and  condemnation  of  the  society  that 
perpetrated  such  horrors.5-14 

Ruhrah15  (1872  to  1935)  in  his  superb  Pediatrics 
of  the  Past  (1925)  recorded  tender  poems  to  teach 
care  of  mother  and  child.  Blake’s  searing  poetry 
depicting  cruelty  to  children  and  their  blighted 
childhood  was  not  mentioned. 

Abuse  of  small  boys  whose  early  deaths  were  En- 
gland’s disgrace,  inspired  “The  Chimney  Sweeper”: 
“When  my  mother  died  I was  very  young/  And  my 
father  sold  me  when  yet  my  tongue  /Could  scarcely 
cry  ‘ ’weep!  ’weep!  ’\yeep!  ’weep!’  /So  your  chimneys 
I sweep  and  in  soot  I sleep.”  Another  taunted  par- 
ents who  put  their  little  boy  to  work  as  chimney 
sweeper  and  never  failed  to  attend  church,  which 
condoned  society’s  cruelty  to  children:  “A  little 

black  thing  among  the  snow/  Crying  ’weep!  ’weep!  in 
notes  of  woe!  /Where  are  thy  father  and  mother,  Say? 
/They  are  both  gone  up  to  church  to  pray/  And  are 
gone  to  praise  God  and  his  priest  and  King.”16 
Blake,  in  scorching  poetry,  exposed  ruthless  in- 
humanity to  the  poor.1114’16-19  “Holy  Thursday” 
castigated  the  system  that  nurtured  unemployment, 
destroyed  children,  and  forced  prostitution  by  star- 
vation factory  wages:  “Is  this  a holy  thing  to  see/  In 
a rich  and  beautiful  land  ...  .”  In  “London”  he 
vented  his  indignation: 

1 wander  thro’  each  chartered  street, 

And  mark  in  every  face  I see 
Marks  of  weakness,  marks  of  woe. 

Now  the  chimney  sweepers  cry, 

But  most  thro’  midnight  streets  I hear 
How  the  youthful  harlot’s  curse 
Blasts  the  newborn  infant’s  tear, 

And  blights  with  plagues  the  marriage  hearse. 
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In  “Gnomic  Verses”  he  wrote  of  man-made  pov- 
erty in  the  midst  of  “prosperity  and  wantonness”; 
and  when  aroused  by  the  essay  on  population  by 
parson  Thomas  R.  Malthus  (1766  to  1824)  that  pos- 
tulated elimination  of  needless  human  beings  by  war, 
famine,  and  plague,  Blake  wrote:  “When  a man 
looks  pale/  With  labour  and  abstinence,  say  he  looks 
healthy  and  happy/  And  when  his  children  sicken,  let 
them  die;  there  are  enough  ...  Finally,  in  “Divine 
Image”  beautifully  emerged  Blake’s  love  of  mankind: 
“ ...  in  every  form  /In  heathen,  Turk,  and  Jew.”1 7 

When  Blake  died  “The  world  was  less  by  one  great 
man  ...  . ”10 

Charles  Dickens 

Charles  Dickens  was  born  during  the  accelerating 
Industrial  Revolution  in  Britain,  and  lived  through 
its  growth  into  an  industrial  power  with  imperialist 
beginnings.  Darwin,  Disraeli,  Gladstone,  and  Peel 
were  his  contemporaries. 

Like  Paracelsus,  he  loved  the  poor;  and  like  Blake, 
he  hated  social  injustice.  His  creative  life  was  de- 
voted to  exposing  conditions  that  adversely  affected 
human  welfare:  debtor’s  prisons,  exploitation  of 

women  and  children,  merciless  factory  owners, 
wretched  slum  life,  unemployment,  and  lack  of 
learning  opportunities  for  children  who  instead  were 
thrust  into  factories.5-20-22 

Dickens’s  compassion  for  children  was  bottomless: 
theirs  is  the  right  to  food,  clothing,  shelter,  education, 
medical  care,  affection,  security,  and  recognition,  he 
clamored.  His  first  novel  of  protest,  Oliver  Twist, 
exposed  abuse  of  children  by  society.  Barnaby 
Rudge,  Sketches  by  Boz,  Little  Dorrit,  and  No 
Thoroughfare,  expressed  sympathy  for  “foundlings”; 
and  David  Copperfield  revealed  the  sad,  humiliating 
episodes  of  his  own  childhood. 

The  misery,  oppression,  and  helplessness  of  the 
underprivileged  were  described  in  Bleak  House  and 
Oliver  Twist-,  callousness  to  suffering  and  poverty 
and  the  inhumanity  of  privileged  might  in  The 
Christmas  Carol  and  Dombey  and  Son ; a depressing 
industrial  city  and  its  slum  dwellers  in  The  Old  Cu- 
riosity Shop-,  justification  of  revolution  by  oppressed 
masses  in  Tale  of  Two  Cities-,  and  in  Our  Mutual 
Friend,  Dickens  ridiculed  and  indicted  social  privi- 
leges. 

Dickens’s  genius  for  accurate  observation  and 
graphic  description  of  nineteenth  century  society  was 
extolled  when  he  died  of  a stroke  June  9,  1870: 
“What  a gain  it  would  have  been  to  physic,  if  one  so 
keen  to  observe  and  so  facile  to  describe  had  devoted 
his  power  to  the  medical  art.”23 

Dicken’s  defense  of  human  welfare  was  not  con- 
fined to  his  novels.  He  helped  to  organize  a home  “to 
rescue  fallen  women”;  and  espoused  the  cause  for 
better  housing  and  sanitation  to  forestall  cholera 
epidemics.  He  advocated  better  working  hours  for 
children  and  women;  compulsory  state  education; 
and  the  right  to  light,  air,  pure  water,  and  leisure  to 
enjoy  life.5-21  Dickens  responded  to  every  demand 


to  raise  funds  for  children’s  hospitals.24 


Conclusion 

Blake  and  Dickens  possessed  in  common  a concern 
for  humanity  and  tender  affection  for  all  enchained 
in  poverty.  They  held  the  view  that  the  role  of  the 
church  and  man’s  decency  and  goodness  would  at  last 
resolve  the  ills  of  society;  but  they  had  no  alterna- 
tives. Would  their  conclusions  have  been  any  dif- 
ferent if,  like  Heinrich  Heine  (1795  to  1856),  they  had 
asked  themselves:  “Tell  us  plainly  why  the  good 
man/  ’Neath  a heavy  cross  should  bleed/  while  the 
wicked  man  rides  proudly/  Like  a conqueror  on  a 
steed/  ...  is  God  in  heaven/  Not  almighty  after 
all?”25 

49  Crest  Drive 
South  Orange,  New  Jersey  07079 
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Obituaries 


Joseph  Louis  Abramson,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  Brooklyn,  died  on  July  26  at  the  age  of  79.  Dr. 
Abramson  graduated  in  1923  from  the  University  of 
Michigan  Medical  School.  He  was  a consulting  neuro- 
psychiatrist at  Jewish  Hospital  and  Medical  Center  of 
Brooklyn,  Kingsbrook  Jewish  Medical  Center,  and  Swedish 
Hospital  in  Brooklyn.  Dr.  Abramson  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  American  Neurological  Association,  the 
Association  for  Research  in  Nervous  and  Mental  Disease, 
the  New  York  Neurological  Society,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

William  Elliott  Allison,  M.D.,  of  Camillus,  died  on  Sep- 
tember 20  at  the  age  of  70.  Dr.  Allison  graduated  in  1938 
from  Queens  University  Faculty  of  Medicine.  He  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Academy  of  Medicine,  the  Oneida  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  G.  Benton,  M.D.,  of  Brooklyn,  Forest  Hills  Gar- 
dens and  Forest  Hills, died  on  October  21  at  the  age  of  63. 
Dr.  Benton  graduated  in  1945  from  New  York  University 
School  of  Medicine.  He  was  chief  of  rehabilitation  medi- 
cine at  Kings  County  Hospital  Center  and  a consultant  in 
rehabilitation  medicine  at  Brooklyn  Veterans  Adminis- 
tration Hospital,  Maimonides  Medical  Center,  The 
Brooklyn-Cumberland  Medical  Center,  and  Long  Island 
College  Hospital.  Dr.  Benton  was  a Diplomate  of  the 
American  Board  of  Physical  Medicine  and  Rehabilitation, 
a Fellow  of  the  American  College  of  Physicians,  a Fellow 
of  the  American  College  of  Cardiology,  and  a member  of 
the  American  Academy  of  Physical  Medicine  and  Reha- 
bilitation, the  American  Public  Health  Association,  the 
New  York  Academy  of  Medicine,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Howard  Lewis  Bitterman,  M.D.,  of  New  York  City,  died 
on  November  7 at  the  age  of  45.  Dr.  Bitterman  graduated 
in  1958  from  New  York  University  School  of  Medicine.  He 
was  an  associate  obstetrician  and  gynecologist  at  Beth  Is- 
rael Medical  Center  and  a clinical  assistant  obstetrician 
and  gynecologist  at  The  Mount  Sinai  Hospital.  Dr.  Bit- 
terman was  a Diplomate  of  the  American  Board  oi  Obste- 
trics and  Gynecology  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

George  H.  Bonncfond,  M.I).,  of  Whiteshoro,  died  on 
October  23  at  the  age  of  84.  Dr.  Bonnefond  graduated  in 
1918  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  honorary  obstetrician  at  St.  Elizabeth’s 
Hospital.  Dr.  Bonnefond  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Oneida  County 


Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Richard  Burnett,  M.D.,  of  New  York  City,  died  on  Au- 
gust 26  at  the  age  of  60.  Dr.  Burnett  graduated  in  1942 
from  the  University  of  Iowa  College  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Psychoanalytic  Association,  the  American  Psychiatric 
Association,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Husnu  Mehmet  Demirag,  M.D.,  of  Bronxville  and 
Yonkers,  died  on  September  2 at  the  age  of  50.  Dr.  Dem- 
irag received  his  medical  degree  for  the  University  of  Is- 
tanbul in  1954.  He  was  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Goodwin  Andrew  Distler,  M.D.,  of  Woodhaven  and  Ja- 
maica, died  on  October  20  at  the  age  of  86.  Dr.  Distler 
graduated  in  191 5 from  Long  Island  College  Hospital.  He 
was  a Diplomate  of  the  American  Board  of  Internal  Med- 
icine, a Fellow  of  the  American  College  of  Physicians,  and 
a member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  Frazer  Draper,  M.D.,  of  Queens  Village,  died 
on  October  20  at  the  age  of  82.  Dr.  Draper  graduated  in 
1920  from  Queens  University  Faculty  of  Medicine.  He  was 
a member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Moritz  Elias,  M.D.,  of  New  York  Mills,  died  on  October 
21  at  the  age  of  78.  Dr.  Elias  received  his  medical  degree 
from  the  University  of  Hamburg  in  1924.  He  was  a general 
practitioner  at  St.  Luke’s-Memorial  Hospital  Center.  Dr. 
Elias  was  a member  of  the  Academy  of  Medicine,  the 
Oneida  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Frederick  K.  Gifford,  M.D.,  of  Henderson,  died  in  Sep- 
tember at  the  age  of  70.  Dr.  Gifford  graduated  in  1936 
from  the  University  of  Vermont  College  of  Medicine.  He 
was  a member  of  the  Academy  of  Medicine,  the  Jefferson 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

James  C.  Harberson,  M.D.,  of  Watertown,  died  on  Oc- 
tober 20  at  the  age  of  74.  Dr.  Harberson  graduated  in  1931 
from  Harvard  University  Medical  School.  He  was  an  at- 
tending surgeon  at  The  House  of  the  Good  Samaritan  and 
an  honorary  member  of  the  medical  staff  at  Mercy  Hospital 
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of  Watertown.  Dr.  Harberson  was  a Diplomat?  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American  Society 
of  Colon  and  Rectal  Surgery,  the  Jefferson  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Kurt  E.  Jacoby,  M.D.,  of  Woodhaven,  died  on  October 
6 at  the  age  of  83.  Dr.  Jacoby  received  his  medical  degree 
from  the  University  of  Konigsberg  in  1922.  He  was  a staff 
general  practitioner  at  Parkway  Hospital  and  an  honorary 
general  practitioner  at  Jamaica  Hospital.  Dr.  Jacoby  was 
a member  of  the  American  Academy  of  Family  Physicians, 
the  Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alexander  H.  Johnston,  M.D.,  of  Glen  Cove,  died  on 
November  10  at  the  age  of  74.  Dr.  Johnston  graduated  in 
1930  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  physician  at  Community 
Hospital  at  Glen  Cove.  Dr.  Johnston  was  a member  of  the 
New  York  State  Society  of  Internal  Medicine,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  American  Medical  Association. 

Herman  Harold  Lardaro,  M.D.,  of  New  York  City,  died 
in  August  at  the  age  of  79.  Dr.  Lardaro  graduated  in  1924 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  an  emeritus  obstetrician  and  gynecologist  at  Ca- 
brini  Health  Care  Center  and  a consulting  obstetrician  and 
gynecologist  at  French  and  Polyclinic  Medical  School  and 
Health  Center.  Dr.  Lardaro  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  New  York  Obstetrical  Society,  the  New 
York  Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  P.  Locke,  M.D.,  of  Hyde  Park,  died  on  October 
15  at  the  age  of  72.  Dr.  Locke  graduated  in  1931  from 
Columbia  Llniversity  College  of  Physicians  and  Sur- 
geons. 

Alexander  Joseph  MacKenzie,  M.D.,  of  East  Islip,  died 
on  October  14  at  the  age  of  71.  Dr.  MacKenzie  graduated 
in  1932  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  associate  psychiatrist  at  Central 
Islip  Psychiatric  Center. 

Michal  Mitchell,  M.D.,  of  Whitestone,  died  on  August  10 
at  the  age  of  72.  Dr.  Mitchell  received  his  medical  degree 
from  the  University  of  Liege  in  1931.  He  was  an  honorary 
general  practitioner  at  Booth  Memorial  Medical  Center. 
Dr.  Mitchell  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Attilio  Jack  Morpurgo,  M.D.,  of  Berkeley,  California, 
formerly  of  Sag  Harbor,  died  on  October  14  at  the  age  of 
1 5.  Dr.  Morpurgo  received  his  medical  degree  from  the 
University  of  Rome  in  1928.  He  was  an  assistant  physician 
on  the  medical  staff  at  Southampton  Hospital.  Dr.  Mor- 
purgo was  a member  of  the  American  Academy  of  Family 


Physicians,  the  Academy  of  Psychosomatic  Medicine,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  Charles  Nevins,  M.I).,  of  Northport,  died  on 
October  7 at  the  age  of  66.  Dr.  Nevins  graduated  in  1935 
from  New  York  Homeopathic  Medical  School  and  Flower 
Hospital.  Retired,  he  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Robert  Oginski,  M.D.,  of  Jackson  Heights  and 
Queens  Village,  died  on  September  29  at  the  age  of  46.  Dr. 
Oginski  received  his  medical  degree  from  the  University 
of  Zurich  in  1965.  He  was  a staff  obstetrician  and  gyne- 
cologist at  Terrace  Heights  and  Boulevard  Hospitals.  Dr. 
Oginski  was  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists  and  a member  of  the  American 
Fertility  Society,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Bruce  Bushong  Preas,  M.I).,  of  Rockville  Centre,  died 
on  October  10  at  the  age  of  80.  Dr.  Preas  graduated  in  1920 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Gustave  Rosenburg,  M.D.,  of  Forest  Hills,  died  on  Sep- 
tember 14  at  the  age  of  87.  Dr.  Rosenburg  received  his 
medical  degree  from  the  University  of  Munich  in  1916.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Selig  Julius  Ross,  M.D.,  of  New  York  City,  died  on  April 
16  at  the  age  of  70.  Dr.  Ross  graduated  in  1931  from  Uni- 
versity and  Bellevue  Hospital  Medical  College.  He  was 
a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Clealand  Austin  Sargent,  M.D.,  of  Binghamton,  died  on 
October  22  at  the  age  of  85.  Dr.  Sargent  graduated  in  1918 
from  the  University  of  Vermont  College  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Preventive 
Medicine,  Inc.,  and  a member  of  the  American  Public 
Health  Association  and  the  Binghamton  Academy  of 
Medicine. 

Michael  J.  Stapleton,  M.D.,  of  Albany,  died  on  October 
15  at  the  age  of  75.  Dr.  Stapleton  graduated  in  1927  from 
the  University  of  Pennsylvania  School  of  Medicine.  He 
was  an  assistant  surgeon  at  Albany  Medical  Center.  Dr. 
Stapleton  was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Sigismond  O.  Steil,  M.D.,  of  Kew  Gardens,  died  on  Oc- 
tober 16  at  the  age  of  68.  Dr.  Steil  received  his  medical 
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degree  from  the  University  of  Zurich  in  1938.  He  was  an 
assistant  physician  in  pulmonary  disease  at  Queens  Hos- 
pital Center.  Dr.  Steil  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sydney  Walter  Stringer,  M.D.,  of  Manlius,  died  on 
September  29  at  the  age  of  70.  Dr.  Stringer  graduated  in 
1933  from  Yale  University  School  of  Medicine.  He  was  a 
senior  obstetrician  and  gynecologist  at  Community-Gen- 
eral Hospital  of  Greater  Syracuse  and  Crouse-Irving  Me- 
morial Hospital,  and  a junior  assistant  obstetrician  and 
gynecologist  at  State  University  Hospital  of  Upstate 
Medical  Center.  Dr.  Stringer  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology  and  a 
member  of  the  Syracuse  Academy  of  Medicine,  the  On- 
ondaga County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


Philip  H.  Waldman,  M.D.,  of  Jamaica,  died  on  October 
13  at  the  age  of  72.  Dr.  Waldman  graduated  in  1931  from 
the  University  of  Vermont  College  of  Medicine.  He  was 
a consulting  surgeon  at  Jamaica  Hospital.  Dr.  Waldman 
was  a Diplomate  of  the  American  Board  of  Surgery  and  a 
Fellow  of  the  International  College  of  Surgeons. 


Selma  Wertheimer,  M.D.,  of  Jamaica,  died  on  October 
1 at  the  age  of  86.  Dr.  Wertheimer  received  her  medical 
degree  for  the  University  of  Freiburg  in  1918.  She  was  an 
assistant  (affiliate)  in  medicine  at  Queens  Hospital  Center 
and  a staff  general  practitioner  at  Parkway  Hospital  and 
a general  practitioner  at  Kew  Gardens  Hospital.  Dr. 
Wertheimer  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  American  Geriatrics  Society,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


1979  ANNUAL  CONVENTION  MEETING  DATES 
Americana  Hotel,  New  York  City 
House  of  Delegates: 

Sunday,  September  16-Thursday,  September  20 
Scientific  Meetings  & Exhibits: 

(3  days  only) 

Saturday,  September  15-Monday,  September  17 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


BYLAWS 


Revised  1978 


ARTICLE  I.  NAME  AND  PURPOSE 

The  name  and  title  of  the  State  Society  shall  be  the 
Medical  Society  of  the  State  of  New  York.  The  pur- 
poses of  the  State  Society  shall  be:  to  federate  into  one 
organization  the  medical  profession  of  the  State  of  New 
York;  to  extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine;  to  establish  the  Principles 
of  Professional  Conduct  which  shall  be  binding  on  the 
members  of  the  Medical  Society  of  the  State  of  New 
York,  the  members  of  the  component  county  medical  so- 
cieties, and  the  members  of  the  component  district 
branches,  in  all  matters  in  their  relation  to  each  other 
and  to  the  public;  to  enhance  the  delivery  of  medical 
care  of  high  quality  to  all  people  in  the  most  economical 
manner;  to  promote  the  betterment  of  community 
health;  and  to  enlighten  and  direct  public  opinion  in  re- 
gard to  the  problems  of  medicine  and  health  for  the  best 
interests  of  the  people  of  the  State. 

ARTICLE  II.  MEMBERSHIP 

SECTION  1.  CLASSES 

The  membership  in  the  Medical  Society  of  the  State 
of  New  York  shall  he  divided  into  four  classes:  (a)  active, 
(b)  life,  (c)  honorary,  and  (d)  student. 

Active  membership  shall  be  limited  to  graduates  of 
recognized  medical  or  osteopathic  schools  who  have  com- 
pleted not  less  than  four  satisfactory  years  of  at  least  eight 
months  each,  or  the  equivalent,  in  a medical  or  osteopathic 
school  in  the  United  States  of  America  or  Canada  regis- 
tered as  maintaining  at  the  time  a standard  satisfactory  to 
the  medical  or  osteopathic  licensing  authorities  of  the  State 
of  New  York,  or  in  a medical  or  osteopathic  school  in  a 
foreign  country  maintaining  a standard  not  lower  than  that 
prescribed  for  medical  schools  in  this  State. 

The  active  members  shall  be  all  active  members  in  good 
standing  of  the  component  county  medical  societies.  A 
copy  of  t he  roster  of  such  members,  cert  ified  to  be  correct 
by  the  respective  secretary  of  each  component  county 
medical  society,  shall  be  evidence  of  the  right  of  the 
members  whose  names  appear  therein  to  membership  in 
the  Medical  Society  of  the  State  of  New  York. 

Student  members  shall  be  those  members  enrolled  in 
recognized  medical  schools  in  the  State  of  New  York, 


who  are  pursuing  a course  of  study  leading  to  the  degree 
of  Doctor  of  Medicine.  Eligible  students  may  become 
members  of  the  Medical  Society  of  the  State  of  New 
York.  Concurrent  membership  in  a component  county 
society  and  the  American  Medical  Association  is  not  a 
requirement  for  student  membership.  They  shall  apply 
for  student  membership  on  a form  supplied  by  the  sec- 
retary together  with  such  dues  as  are  fixed  by  the  House 
of  Delegates.  When  a student  member  ceases  to  be  en- 
rolled in  a recognized  school  of  medicine  in  the  State  of 
New  York  pursuing  a course  of  study  leading  to  a degree 
of  Doctor  of  Medicine,  he  shall  be  considered  to  have  re- 
signed from  membership  in  the  Medical  Society  of  the 
State  of  New  York. 

A student  member  who  is  suspended  from  the  rights 
and  privileges  of  his  medical  school  shall  likewise  be  sus- 
pended for  the  same  period  from  the  Medical  Society  of 
the  State  of  New  York. 

An  active  member  in  good  standing  who  has  com- 
pletely withdrawn  from  the  active  practice  of  medicine 
and  who  has  been  a member  in  good  standing  for  the 
ten  consecut  ive  years  prior  to  the  attainment  of  the  age 
of  seventy  years  or  an  active  member  in  good  standing 
who  continues  the  active  practice  of  medicine  and  who 
has  been  a member  in  good  standing  for  the  ten  consec- 
utive years  prior  to  the  attainment  of  the  age  of  sev- 
enty-five years,  or  an  active  member  in  good  standing 
for  ten  consecutive  years  or  more  who  is  permanently 
disabled,  may  apply  for  life  membership.  The  House 
of  Delegates  or  the  Council  may  waive  the  require- 
ments in  a proper  case  where  there  appear  to  be  exten- 
uating circumstances.  He  shall  apply  for  such  life 
membership  to  the  component  county  medical  society 
of  which  he  is  a member.  His  application  shall  be  gov- 
erned by  the  constit  ution  and  bylaws  of  the  component 
county  medical  society  relative  to  active  membership. 
His  application  shall  be  signed  by  the  president  and 
the  secretary  of  the  component  county  medical  society 
of  which  he  is  a member  and  sent  to  the  secretary  of  the 
State  Society  for  presentation  to  the  Council  for  approv- 
al. 

The  honorary  members  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  such  distinguished  physi- 
cians residing  outside  the  State  of  New  York  as  may  be 
elected.  Nominations  for  honorary  membership  shall 
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be  endorsed  by  three  members  of  the  State  Society  and 
forwarded  to  the  secretary  of  the  State  Society  for  pre- 
sentation to  the  House  of  Delegates.  A two-thirds  vote 
of  the  House  of  Delegates  present  and  voting  shall  be 
necessary  for  election  to  honorary  membership. 

SECTION  2.  PRIVILEGES 

Active  members  vote  and  hold  office  in  the  Medical 
Society  of  the  State  of  New  York. 

They  shall  be  entitled  to  receive  the  New  York  State 
Journal  of  Medicine,  the  News  of  New  York,  and  the 
Medical  Directory  of  New  York  State 

Life  members  shall  not  be  subject  to  Medical  Society 
of  the  State  of  New  York  dues  or  assessments  but  shall 
be  accorded  all  the  rights  and  privileges  of  active  mem- 
bership. They  shall  be  entitled  to  receive  the  New  York 
State  Journal  of  Medicine  and  the  News  of  New  York, 
but  the  Medical  Directory  of  New  York  State  only  on 
request. 

Student  members  shall  be  entitled  to  receive  the  New 
York  State  Journal  of  Medicine  and  the  News  of  New 
York  but  not  the  Medical  Directory  of  New  York  State 

Honorary  members  shall  be  entitled  to  the  privilege  of 
attending  the  meetings  of  the  Medical  Society  of  the 
State  of  New  York. 

For  a member  elected  after  October  1,  all  rights  and 
privileges  of  membership  shall  date  from  the  time  of 
election. 

State  Society  dues  and  assessments  of  a member 
elected  after  October  1 shall  be  credited  to  the  succeed- 
ing year. 

A member  of  one  component  county  medical  society 
shall  not  be  permitted  to  transfer  to  membership  in  an- 
other component  county  medical  society  until  he  has 
paid  the  current  annual  dues  and  assessments  to  the  for- 
mer component  county  medical  society  and  has  estab- 
lished a legal  residence  or  practices  in  the  county  to 
which  he  desires  transfer,  except  as  provided  in  Article 
XVIII,  “Component  County  Medical  Societies,”  Section 
2.  The  question  of  legal  residence  or  locus  of  practice 
shall  be  verified  by  the  component  county  medical  soci- 
ety to  which  the  member  desires  transfer. 

Any  member,  except  a member  who  is  eligible  and  has 
applied  for  life  membership,  whose  component  county 
medical  society  and  Medical  Society  of  the  State  of  New 
York  dues  are  unpaid  after  May  1 of  any  current  year  or 
whose  assessments  are  unpaid  by  the  specified  time  is 
not  in  good  standing  and  shall  be  deemed  to  be  in  ar- 
rears. 

A member  of  the  Medical  Society  of  the  State  of  New 
York  who  is  in  arrears  for  component  county  medical  so- 
ciety dues  and  State  Society  dues  or  assessments  shall 
not  be  eligible  for  any  office  or  delegacy  or  be  entitled  to 
vote  for  any  officer,  councilor,  trustee,  or  delegate. 

A member  whose  dues  are  unpaid  after  June  1 or 
whose  assessments  are  unpaid  one  month  after  the  spec- 
ified date  shall  be  dropped  from  the  rolls  of  membership 
of  his  component  county  medical  society  and  the  Medi- 
cal Society  of  the  State  of  New  York  upon  reasonable 
notice  to  such  member  by  his  component  county  medi- 
cal society,  or  the  State  Society,  and  without  further  ac- 
tion on  the  part  of  either  the  component  county  medical 
society  or  the  State  Society,  and  on  such  date  he  shall 
automatically  cease  to  be  a member  of  both  the  compo- 
nent county  medical  society  and  the  State  Society. 


A member  who  has  been  dropped  from  the  roll  of  a 
component  county  medical  society  by  reason  of  failure 
to  pay  dues  shall  not  be  accepted  by  another  component 
county  medical  society  except  by  regular  transfer  after 
reinstatement  in  the  original  component  county  medical 
society. 

Medical  Society  of  the  State  of  New  York  dues  of  a 
member  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  all  rights  and  privileges  of  member- 
ship, however,  dating  from  the  time  of  reinstatement; 
but  no  member  dropped  for  nonpayment  of  dues  and  as- 
sessments shall  be  reinstated  until  he  has,  in  addition, 
paid  his  dues  and  assessments  for  the  year  in  which  he 
was  dropped. 

A member  convicted  in  a court  of  law  of  a crime  evi- 
dencing moral  turpitude  shall  thereupon  cease  to  be  a 
member  of  the  Medical  Society  of  the  State  of  New 
York. 

A member  expelled  from  his  component  county  medi- 
cal society  or  suspended  from  its  rights  and  privileges 
shall  likewise  be  expelled  or  suspended  for  the  same  pe- 
riod from  the  Medical  Society  of  the  State  of  New  \ ork. 
The  right  of  appeal  to  the  State  Society  shall  not  be  im- 
paired. Members  not  in  good  standing  or  ceasing  to  be 
members  of  their  component  county  medical  society 
shall  ipso  facto  have  the  same  status  in  the  State  Soci- 
ety. 


SECTION  3.  CONTINUING  MEDICAL 
EDUCATION 

An  active  member  who  fails  to  fulfill  the  requirements 
for  continuing  medical  education  established  by  the 
Council  of  the  Medical  Society  of  the  State  of  New  York 
shall  not  be  in  good  standing.  This  section  shall  become 
effective  on  March  1,  1981. 


ARTICLE  III.  HOUSE  OF  DELEGATES 

There  shall  be  a House  of  Delegates  which  shall  be  the 
legislative  body  of  the  Medical  Society  of  the  State  of 
New  York  and  shall  be  charged  with  the  general  man- 
agement, superintendence,  and  control  of  the  State  So- 
ciety and  its  affairs,  and  shall  have  such  general  powers 
as  may  necessarily  be  incident  thereto,  except  as  other- 
wise specifically  provided  by  the  Bylaws. 

SECTION  I.  COMPOSITION 

The  House  of  Delegates  shall  be  composed  of:  (a) 

duly  designated  delegates  from  the  component  county 
medical  societies;  (b)  officers  of  the  Medical  Society  of 
the  State  of  New  York,  councilors  and  trustees;  (c)  a 
duly  designated  delegate  from  each  district  branch;  (d)  a 
duly  designated  delegate  from  each  scientific  section;  (e) 
duly  designated  delegate  from  the  student  membership; 

(f)  the  Commissioner  of  Health  of  the  State  of  New 
York,  or  a deputy  designated  by  him,  provided  that  any 
representative  shall  be  a member  of  the  State  Society; 

(g)  past-presidents  of  the  State  Society  who  shall  be 
members  for  life;  and  (h)  a representative  from  each  of 
the  medical  schools  in  New  York  State,  provided  said 
representative  is  a member  of  the  Medical  Society  of  the 
State  of  New  York. 
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The  number  of  delegates  to  which  each  component 
county  medical  society  is  entitled  shall  be  determined 
by  one  of  the  two  following  optional  methods: 

(a)  Each  component  county  medical  society  shall  be 
entitled  to  as  many  delegates  as  there  shall  be  State  as- 
sembly districts  in  such  county  at  the  time  of  election, 
but  each  county  medical  society  shall  be  entitled  to  elect 
at  least  1 delegate; 

(b)  Any  component  county  medical  society,  which  ac- 
cording to  the  rolls  of  the  Medical  Society  of  the  State  of 
New  York  two  months  prior  to  the  annual  meeting,  shall 
have  had  up  to  99  members,  shall  be  entitled  to  1 delegate. 
Any  component  county  medical  society  having  100  to  199 
members  shall  be  entitled  to  2 delegates.  Any  component 
county  medical  society  having  200  to  349  members  shall 
be  entitled  to  3 delegates.  Any  component  county  medical 
society  having  350  to  499  members  shall  be  entitled  to  4 
delegates.  Any  component  county  medical  society  having 
500  to  749  members  shall  be  entitled  to  5 delegates.  Any 
component  county  medical  society  having  750  to  999 
members  shall  be  entitled  to  6 delegates.  Any  component 
county  medical  society  having  1,000  or  more  members  shall 
be  entitled  to  at  least  7 delegates  and  1 additional  delegate 
for  each  additional  300  members.  Each  component  county 
medical  society  shall  be  entitled  to  designate  at  least  1 
delegate,  but  no  component  county  medical  society  shall 
be  entitled  to  designate  more  than  30  delegates. 

A delegate  to  the  House  of  Delegates  shall  not  be  con- 
sidered in  good  standing  or  entitled  to  vote  in  the  House 
of  Delegates  if  the  component  county  medical  society  by 
which  he  was  elected  is  in  default  of  the  payment  of  any 
dues  or  assessments  imposed  by  the  House  of  Delegates, 
and  said  component  county  medical  society  has  been 
duly  notified  of  such  default,  or  if  such  component 
county  medical  society  shall  at  the  time  be  under  sen- 
tence of  suspension  imposed  by  the  House  of  Delegates, 
or  if  such  delegate  is  not  in  good  standing  in  the  Medical 
Society  of  the  State  of  New  York,  or  in  the  component 
county  medical  society  to  which  he  belongs. 

The  term  of  a delegate  duly  designated  by  a compo- 
nent county  medical  society,  district  branch,  scientific 
section,  or  medical  school  shall  begin  at  the  first  annual 
meeting  of  the  House  of  Delegates  subsequent  to  his 
designation. 

A delegate  shall  practice  or  maintain  residence  or  an 
office  in  the  State  of  New  York.  Otherwise  his  office  as 
a delegate  in  the  Medical  Society  of  the  State  of  New 
York  shall  be  declared  vacant  by  the  Council. 

The  student  members  of  each  medical  school  in  New 
York  State  shall,  at  least  sixty  days  prior  to  the  annual 
meeting  of  the  House  of  Delegates  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  elect  two  members  from 
among  their  number  to  represent  them  at  the  business 
meeting  of  the  student  members  which  shall  be  held 
immediately  prior  to  the  convening  of  the  House  of 
Delegates.  At  such  meeting  the  representatives  shall 
elect  a chairman,  vice-chairman,  secretary,  delegates, 
and  alternate  delegates.  The  medical  student  mem- 
bership shall  be  entitled  to  one  delegate  and  one  alter- 
nate delegate  and,  according  to  the  rolls  of  the  Medical 
Society  of  the  State  of  New  York,  sixty  days  prior  to  the 
annual  meeting,  one  addit  ional  delegate  for  each  addi- 
tional 400  student  members,  up  to  a maximum  of  3 
delegates.  No  member  shall  hold  more  than  one  such 
office.  The  chairman,  vice-chairman,  and  secretary 
shall  conduct  the  business  meeting  and  the  delegates 
and  alternate  delegates  shall  represent  the  student 


members  at  the  first  annual  meeting  of  the  House  of 

Delegates  subsequent  to  their  designation.” 

SECTION  2.  DUTIES 

The  House  of  Delegates  formulates  policy  for  the 
Medical  Society  of  the  State  of  New  York.  No  officer, 
councilor,  board,  commission,  committee,  or  employee 
shall  initiate  any  policy  or  commit  the  State  Society  to 
any  policy  unless  such  policy  has  been  expressly  ap- 
proved by  the  House  of  Delegates  or  by  the  Council. 

It  shall  elect  the  officers,  councilors,  and  trustees  of 
the  State  Society  and  the  delegates  to  the  American 
Medical  Association. 

Credentials  signed  by  the  president  and  secretary 
shall  be  issued  to  delegates  to  the  American  Medical  As- 
sociation. 

It  shall  pass  on  the  credentials  and  qualifications  of 
delegates  and  shall  decide  who  are  entitled  to  be  mem- 
bers of  the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York. 

It  shall  have  authority  and  power  to  suspend  or  other- 
wise discipline  its  own  members,  district  branches,  com- 
ponent county  medical  societies,  or  any  members  of  the 
Medical  Society  of  the  State  of  New  York  charged  with 
special  duties  for  and  under  authority  of  the  State  Soci- 
ety. 

It  shall  provide  for  a division  of  the  scientific  work  of 
the  Medical  Society  of  the  State  of  New  York  into  ap- 
propriate sections;  for  the  organization  of  the  district 
branches;  for  rules  and  regulations  for  its  own  govern- 
ment, and  for  the  administration  of  the  affairs  of  the 
State  Society 

It  shall  provide  for  the  issuance  of  charters  to  compo- 
nent county  medical  societies  in  affiliation  with  the 
Medical  Society  of  the  State  of  New  York. 

It  shall  have  authority  to  appoint  special  committees 
from  among  members  of  the  Medical  Society  of  the 
State  of  New  York. 

SECTION  3.  MEETINGS 

The  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  and  the  annual  meeting  of  the  House 
of  Delegates  shall  be  held  at  the  call  of  the  speaker. 

Such  annual  meetings  may  be  held  during  the  annual 
convention  of  the  Medical  Society  of  the  State  of  New 
York  though  this  is  not  required. 

The  sessions  of  the  House  of  Delegates  may  be  ad- 
journed from  time  to  time  as  may  be  necessary.  At  least 
30  days  before  the  annual  meeting  of  the  House  of  Dele- 
gates, the  speaker  shall  announce  a schedule  of  the  ad- 
journed sessions  of  the  House  of  Delegates.  This  sched- 
ule may  be  amended  by  the  House  of  Delegates  during 
its  meeting. 

Resolutions  may  be  submitted  to  the  House  of  Delegates 
only  by  members  of  the  House  of  Delegates  as  individuals, 
or  as  delegates  representing  component  county  medical 
societies,  district  branches  and  scientific  sections,  or  by 
component  county  medical  societies,  district  branches,  and 
scient  ific  sections. 

No  new  resolution  shall  be  introduced  at  the  last 
scheduled  session  except  hy  a unanimous  vote  of  the 
House  of  Delegates. 

Special  meetings  of  the  House  of  Delegates  shall  be 
called  by  the  speaker  on  the  request  in  writing  by  25  per 
cent  of  the  duly  accredited  delegates  of  the  previous  an- 
nual meeting  of  the  House,  or  at  the  request  of  the 
Council;  and  in  case  of  the  failure,  inability,  or  refusal  of 
the  speaker  to  act,  such  meetings  may  be  called  by  a no- 
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t ice  thereof  subscribed  by  25  per  cent  of  duly  accredited 
delegates. 

The  notices  of  the  annual  and  special  meetings  of  the 
House  of  Delegates  shall  state  the  date,  place,  hour,  and 
items  of  business  that  will  be  considered.  These  shall 
be  mailed  first  class  postpaid  to  each  delegate  not  less 
than  ten  nor  more  than  fifty  days  before  such  a meeting. 

Publication  of  the  notice  of  the  annual  meeting  in  the 
official  publication  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  considered  as  complying  with  this 
provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  delegate  shall  be  deemed  sufficient  proof 
of  the  service  on  each  and  every  delegate  for  any  and  all 
purposes. 

A quorum  shall  consist  of  100  members  of  the  House 
of  Delegates. 

The  following  shall  be  the  order  of  business  at  the  ses- 
sions of  the  House  of  Delegates: 

1.  Calling  the  meeting  to  order 

2.  Invocation 

3.  National  Anthem 

4.  Report  of  Reference  Committee  on  Credentials 

5.  Report  by  the  secretary  as  to  the  presence  or  ab- 
sence of  a quorum 

6.  Remarks  by  the  speaker 

7.  Reading  of  the  minutes  of  the  previous  meeting 
by  title 

8.  Address  by  the  president 

9.  Report  of  House  Committee  on  Bylaws 

10.  Report  of  the  Judicial  Council 

11.  Reports  of  Council  commissions  and  committees 

12.  Report  of  the  secretary 

13.  Report  of  the  treasurer 

14.  Report  of  the  Board  of  Trustees 

15.  Report  of  the  executive  vice-president 

16.  Reports  of  district  branches 

17.  Reports  of  special  committees 

18.  Reports  of  reference  committees 

19.  Elections 

20.  Recess  for  annual  meeting  of  the  State  Society 

21.  Unfinished  business 

22.  New  business 

23.  Adjournment 

This  order  of  business  may  be  altered  by  the  speaker 
with  the  approval  of  the  House  of  Delegates  and  may  be 
suspended  by  two-thirds  vote  of  the  House. 

No  delegate  shall  speak  on  any  question  before  the 
House  of  Delegates  for  longer  than  five  minutes  nor 
more  than  once  on  any  subject  except  by  the  consent  of 
a majority  vote  of  the  House. 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- 
cers, councilors,  and  the  trustees  of  the  Medical  Society 
of  the  State  of  New  York,  and  the  delegates  to  the 
American  Medical  Association  shall  be  nominated  and 
elected. 

The  rules  contained  in  Sturgis  Standard  Code  of  Par- 
liamentary Procedure  shall  govern  the  House  of  Dele- 
gates in  all  cases  in  which  they  are  not  inconsistent  or  in 
conflict  w'ith  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  or  the  standing  or  special  rules  of  the 
House  of  Delegates. 


ARTICLE  IV.  COUNCIL 

There  shall  be  a Council  which  shall  exercise  all  the 
rights  and  duties  of  the  House  of  Delegates,  consistent 
with  the  Bylaws  of  the  State  Society,  when  the  House  of 
Delegates  is  not  in  session. 

SECTION  I.  COMPOSITION 

The  Council  shall  be  composed  of  the  president,  pres- 
ident-elect, vice-president,  immediate  past-president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer, speaker,  vice-speaker,  chairman  of  the  Board  of 
Trustees,  and  12  councilors  elected  by  the  House  of  Del- 
egates. 

The  trustees,  the  executive  vice-president,  the  deputy 
executive  vice-president,  and  the  general  counsel  of  the 
Medical  Society  of  the  State  of  New  York  shall  attend 
all  meetings  of  the  Council  with  voice  but  without  vote. 

Four  councilors  shall  be  elected  annually  by  the 
House  of  Delegates,  each  for  a term  of  three  years.  In 
the  event  of  a vacancy,  a councilor  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the  House 
of  Delegates,  at  which  time  the  House  of  Delegates  shall 
elect  a councilor  to  fill  the  unexpired  term. 

No  person  shall  serve,  consecutively,  more  than  two 
terms  as  councilor.  An  unexpired  term  shall  not  be  con- 
strued as  a term  of  office. 

The  councilors  shall  assume  office  on  election  and 
shall  hold  office  until  their  successors  are  duly  elected 
and  qualified. 

Councilors  shall  be  assigned  to  specific  county  societies 
as  liaison  for  the  Council  in  accordance  with  the  provisions 
of  Article  V,  Section  2.  Councilors  shall  be  required  to 
disseminate  information  of  Council  activity  as  well  as  re- 
turning information  to  the  Council,  and  shall  report  reg- 
ularly to  the  Council  on  their  activity. 

A councilor  shall  practice  or  maintain  a residence  or 
an  office  in  the  State  of  New  York.  Otherwise  his  posi- 
tion in  the  Medical  Society  of  the  State  of  New  York 
shall  be  declared  vacant  by  the  Council. 

If  a councilor  is  absent  from  three  consecutive  regular 
meetings  of  the  Council  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a suc- 
cessor for  the  unexpired  term. 

SECTION  2.  DUTIES 

The  Council  shall  take  such  action  as  is  necessary  to 
carry  out  the  Bylaws  and  to  give  full  effect  to  any  reso- 
lution or  vote  of  the  House  of  Delegates. 

It  shall  also  have  power  to  legislate  as  a House  of  Del- 
egates, when  the  latter  is  not  in  session,  on  all  matters 
consistent  with  the  Bylaws. 

It  shall  have  the  authority  to  make  policy  for  the 
Medical  Society  of  the  State  of  New-  York  when  the 
House  of  Delegates  is  not  in  session. 

The  Council’s  resolutions  and  actions  shall  be  decisive 
and  final  except  that  all  resolutions  and  actions  of  the 
Council  are  subject  to  review  by  the  House  of  Delegates. 
Its  actions  shall  be  governed  by  the  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York  and  the  rules  and 
regulations  of  the  House  of  Delegates. 

The  Council  shall  have  the  authority  to  vote  all  funds  of 
the  Society  subject  to  the  approval  of  the  Board  of  Trust- 
ees. 

Should  the  Board  of  Trustees  disapprove  of  the  expen- 
diture of  any  funds  voted  for  by  the  House  of  Delegates  or 
the  Council,  then  and  in  that  event,  the  Board  of  Trustees 
shall  return  the  matter  to  either  the  House  of  Delegates  or 
the  Council,  if  the  House  of  Delegates  is  not  in  session, 


January  1979/New  York  State  Journal  of  Medicine  121 


which  may  override  such  disapproval  by  a three-quarter 
vote  and  direct  the  expendit  ure  of  such  funds.  The  Board 
of  T rustees  shall  not  vote  on  this  issue  at  a meeting  of  the 
House  of  Delegates  and  the  chairman  of  the  Board  of 
Trustees  shall  not  vote  on  this  issue  at  the  Council. 

The  Council  shall  have  power  to  fill  any  vacancy 
which  may  occur  in  any  elective  office  not  otherwise 
provided  for,  until  the  next  meeting  of  the  House  of  Del- 
egates. 

The  Council  shall,  by  written  notice,  inform  the  com- 
ponent county  medical  societies  of  the  specific  Councilor 
assigned  to  it  as  liaison  with  the  Council. 

It  shall  prepare  an  annual  budget  for  submission  to 
the  Board  of  Trustees. 

The  Council  utilizing  a search  committee  shall,  with  the 
approval  of  the  Board  of  Trustees,  appoint  and  reappoint 
an  executive  vice-president,  who  shall  be  the  chief  execu- 
tive officer  of  the  Medical  Society  of  the  State  of  New  York, 
to  manage  and  direct  the  activities  of  the  State  Society 
including  disbursement  of  its  funds  when  duly  authorized. 
He  shall  be  a member  of  all  boards,  commissions,  and 
committees  with  voice  but  without  vote.  The  executive 
vice-president  shall  appoint  and  reappoint  a deputy  ex- 
ecutive vice-president  subject  to  the  approval  of  the 
Council. 

The  Council  shall  act  on  the  applications  for  life 
membership  which  have  been  submitted  by  the  compo- 
nent county  medical  societies.  A majority  vote  of  the 
Council  present  and  voting  shall  be  necessary  for  elec- 
tion to  life  membership. 

The  Council  shall  have  responsibility  for  all  publica- 
tions of  the  Medical  Society  of  the  State  of  New  York 
and  their  distribution.  For  the  purpose  of  required  an- 
nouncements, the  official  publication  of  the  State  Soci- 
ety shall  be  the  New  York  State  Journal  of  Medicine 

Special  committees  shall  report  to  the  Council  and 
shall  be  subject  to  the  Council  unless  otherwise  instruct- 
ed by  the  House  of  Delegates. 

The  Council,  with  the  aid  of  the  general  counsel  of  the 
Medical  Society  of  the  State  of  New  York,  shall  examine 
the  constitution  and  bylaws  of  component  county  medi- 
cal societies  and  district  branches  and/or  all  amend- 
ments thereto  which  shall  be  submitted  to  the  Council 
for  approval  and  shall  approve  or  disapprove  of  said 
amendments. 

The  duties  of  the  Council  shall  include  the  supervi- 
sion of  all  commissions,  committees,  and  activities  of  the 
Medical  Society  of  the  State  of  New  York. 

The  Council  shall  also  keep  constantly  advised  of  the 
activities  of  and  collaborate  with  the  health  and  social 
service  departments  of  the  State  and  with  hospitals, 
clinics,  and  social  service  agencies  in  furthering  the 
health  of  the  community. 

Commissions  and  committees  of  the  Council  may  in- 
clude any  member  of  the  Medical  Society  of  the  State  of 
New  York  who  shall  be  appointed  by  the  president 
subject  to  the  approval  of  the  Council. 

The  Council  shall  control  all  arrangements  for  the  an- 
nual convention  of  the  Medical  Society  of  the  State  of 
New  York. 

SECTION  3.  TRIALS  FOR  MALFEASANCE 

The  Council  shall  sit  as  a trial  body  for  hearings  on 
charges  of  malfeasance  and/or  nonfeasance. 

Charges  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  an  officer,  councilor,  trustee,  or  mem- 
ber of  a board,  commission,  or  committee  of  the  Medical 


Society  of  the  State  of  New  York  shall  be  transmitted  to 
'he  president  in  writing.  The  president  shall  order  a 
trial  on  said  charges  by  the  Council,  or  a committee 
thereof. 

Charges  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  the  president  shall  be  transmitted  in 
writing  to  the  secretary  of  the  Medical  Society  of  the 
State  of  New  York  and  shall  be  considered  by  the  Coun- 
cil with  the  vice-president  presiding. 

The  accused  shall  be  given  at  least  ten  days’  notice  of 
such  trial  and  of  the  charges  against  him  and  shall  have 
full  opportunity  to  defend  himself,  but  no  such  officer, 
councilor,  trustee,  or  member  of  a board,  commission,  or 
committee  shall  be  removed  or  otherwise  disciplined  ex- 
cept by  a three-fourths  vote  of  the  Council. 

In  case  any  such  officer,  councilor,  trustee,  or  member 
of  a board,  commission,  or  committee  shall  be  removed, 
he  may  appeal  from  the  decision  of  the  said  Council  to 
the  House  of  Delegates;  but,  pending  the  determination 
of  such  appeal,  he  shall  not  exercise  the  functions  of  his 
office. 

SECTION  4.  EXECUTIVE  COMMITTEE 

The  Council  shall  establish  an  executive  committee  to 
be  composed  of  the  president,  the  vice-president,  the 
president-elect,  the  immediate  past-president,  the  secre- 
tary, the  treasurer,  and  two  additional  members  of  the 
Council  appointed  by  the  president  with  the  approval  of 
the  Council. 

This  committee  shall  be  appointed  by  the  president 
and  shall  serve  only  during  his  tenure  as  president. 

The  executive  committee  shall  have  the  authority  to 
take  action  in  case  of  emergency  arising  in  the  interim 
between  the  meetings  of  the  Council  to  protect  the  in- 
terests and  purposes  of  the  Medical  Society  of  the  State 
of  New  York  as  set  forth  in  these  Bylaws.  In  times  of 
such  emergency,  the  executive  committee  shall  have  all 
the  powers  and  duties  which  are  conferred  on  the  Coun- 
cil, and  it  shall  at  all  times  assist  the  Council.  Any  ac- 
tion taken  by  the  executive  committee  shall  be  reported 
in  full  to  the  Council  at  its  next  meeting. 

SECTION  5.  MEETINGS 

The  newly  elected  Council  shall  meet  at  the  close  of 
the  annual  meeting  of  the  House  of  Delegates.  The 
Council  and  Executive  Committee  shall  meet  at  regular 
intervals  at  times  and  places  that  shall  be  fixed  by  the 
president  with  the  approval  of  the  Council.  Twenty- 
five  per  cent  of  the  members  of  the  Council  in  writing 
may  require  the  president  to  call  a special  meeting  for 
such  time  and  place  as  he  shall  designate,  within  ten 
days  of  his  receipt  of  such  notice. 

The  notices  of  the  regular  meetings  of  the  Council 
shall  state  the  date,  place,  hour,  and  shall  be  mailed 
postpaid  to  each  member  by  first  class  mail  not  less  than 
ten  nor  more  than  fifty  days  before  a meeting. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  Council  member  shall  be  deemed  suffi- 
cient proof  of  the  service  on  each  and  every  Council 
member  for  any  and  all  purposes. 

Council  members  must  receive  at  least  three  days’  no- 
tice by  letter  or  telegram  from  the  State  Society’s  office 
of  a special  meeting,  which  shall  state  the  date,  place, 
hour,  and  items  of  business  that  will  be  considered. 

A quorum  shall  consist  of  14  members  of  the  Council. 

The  following  shall  be  the  order  of  business  at  meet- 
ings of  the  Council,  which  may  be  altered  by  the  chair- 
man with  the  consent  of  the  Council: 
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1.  Calling  the  meeting  to  order 

2.  Roll  call 

3.  Reading  of  minutes 

4.  Communications 

5.  Report  of  the  Executive  Committee 

6.  Report  of  the  president 

7 Report  of  the  secretary 

8.  Report  of  the  treasurer 

9.  Report  of  the  chairman  of  the  Board  of  Trustees 

10.  Reports  of  councilors 

1 1.  Report  of  the  executive  vice-president 

12.  Reports  of  commissions  and  committees 

13.  Unfinished  business 

14.  New  business 

15.  Adjournment 

ARTICLE  V.  OFFICERS 

The  officers  of  the  Medical  Society  of  the  State  of 
New  York  shall  he  a president,  a president-elect,  a vice- 
president,  a secretary,  an  assistant  secretary,  a treasur- 
er, an  assistant  treasurer,  a speaker  and  a vice-speaker 
of  the  House  of  Delegates.  They  shall  take  office  at  the 
termination  of  the  annual  meeting  at  which  they  are 
elected  and  shall  serve  for  one  year  or  until  their  succes- 
sors have  been  duly  chosen. 

No  person  may  serve,  consecutively,  more  than  five 
terms  as  secretary,  treasurer,  assistant  secretary,  assis- 
tant treasurer,  speaker,  or  vice-speaker.  An  unexpired 
term  shall  not  be  construed  as  a term  of  office. 

No  salaried  employe  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  an  elected  officer  of  the 
Medical  Society  of  the  State  of  New  York.  For  the  pur- 
poses of  this  article  an  honorarium  shall  not  be  consid- 
ered as  a salary. 

SECTION  1.  VACANCIES  AND  SUCCESSION 

An  officer  shall  practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York,  otherwise  his  office  in 
the  Medical  Society  of  the  State  of  New  York  shall  be 
declared  vacant. 

The  president-elect  shall  succeed  to  the  presidency  at 
the  end  of  his  term  as  president-elect. 

In  the  event  of  the  president’s  death,  resignation,  re- 
moval, permanent  incapacity,  or  refusal  to  act,  the  vice- 
president  shall  succeed  him  and  shall  serve  for  the  re- 
mainder of  the  unexpired  term. 

If  the  president  is  temporarily  incapacitated  for  ser- 
vice by  injury,  ill  health  of  himself  or  his  family,  impor- 
tant professional  duties,  or  any  other  mandatory  ab- 
sence, the  vice-president  shall  become  acting  president 
for  the  duration  of  such  incapacity  of  the  president. 
The  president  shall  promptly  notify  the  vice-president 
of  his  incapacity  and  request  his  attention  to  the  duties 
of  the  office  and  shall  also  promptly  notify  the  vice- 
president  of  the  end  of  the  period  of  temporary  incapac- 
ity before  resuming  the  office  of  the  presidency. 

If  the  office  of  vice-president  becomes  vacant  for  any 
reason  whatsoever  the  Council  shall  elect  a successor  for 
the  unexpired  term. 

If  the  office  of  president-elect  becomes  vacant,  it  shall 
remain  so  until  the  next  annual  meeting  of  the  House  of 
Delegates,  at  which  an  eligible  member  shall  be  elected 
to  become  president.  A president-elect  to  succeed  him 
at  the  end  of  his  term  shall  also  be  elected  at  the  same 
meeting. 

The  assistant  secretary,  the  assistant  treasurer,  and 
the  vice-speaker  shall  serve  as  the  secretary,  the  treasur- 


er, and  the  speaker,  respectively,  whenever  these  senior 
officers  are  incapacitated  for  service  by  injury,  ill  health 
of  themselves  or  families,  important  professional  duties, 
or  any  other  mandatory  absences.  This  shall  be  con- 
strued so  as  to  include  duty  at  or  during  meetings  of  the 
Board  of  Trustees  as  well  as  the  other  official  duties  des- 
ignated for  the  senior  officer.  The  senior  officer  shall 
promptly  notify  the  junior  officer  of  his  incapacity  and 
request  his  attention  to  said  duties.  When  the  period  of 
incapacity  is  ended,  the  senior  officer  shall  promptly  no- 
tify the  junior  officer  of  the  end  of  the  period  of  tempo- 
rary incapacity  before  resuming  office. 

If  the  offices  of  secretary,  treasurer,  or  speaker,  be- 
come vacant,  for  any  reason  whatsoever,  these  officers 
shall  be  succeeded  by  the  assistant  secretary,  assistant 
treasurer,  and  vice-speaker,  respectively,  for  the  unex- 
pired term. 

If  an  elected  officer  is  absent  from  three  consecutive 
regular  meetings  of  the  Council,  without  proper  excuse, 
the  Council  shall  declare  his  office  vacant.  The  vacancy 
shall  be  filled  as  provided  in  the  Bylaws. 

Any  elected  officer  of  the  Medical  Society  of  the  State 
of  New  York  who  is  called  into  active  service  in  the 
armed  forces  of  the  United  States  or  in  the  United 
States  Public  Health  Service  may,  on  application  to  the 
Council,  be  granted  leave  of  absence  for  any  portion  of 
his  term  of  office  during  which  he  is  on  active  service. 
During  such  absence,  his  duties  shall  be  delegated  as  the 
Council  may  direct  except  where  such  delegation  is  al- 
ready provided  for  elsewhere  in  the  Bylaws. 

SECTION  2.  DUTIES 
President 

The  president  shall  set  the  dates  and  place  of  regular 
meetings  of  the  Council  and  Executive  Committee  and 
shall  preside  at  all  meetings  of  the  Medical  Society  of 
the  State  of  New  York,  the  Council,  and  the  Executive 
Committee. 

He  shall  name  the  appointive  members  of  the  Execu- 
tive Committee  and  appoint  the  chairmen  and  members 
of  all  committees  and  the  chairmen  of  all  commissions 
of  the  Council  with  the  approval  of  the  Council.  He 
shall  appoint  all  other  committees  not  otherwise  provid- 
ed for,  with  the  approval  of  the  Council. 

Within  three  months  after  assuming  the  office  of 
president,  he  shall  appoint,  as  prescribed  in  Article  XI, 
Section  2,  a nominating  committee,  whose  names  he 
shall  cause  to  be  published  in  the  official  publication  of 
the  Medical  Society  of  the  State  of  New  York. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 
missions, and  committees  with  voice  and  vote,  with  the 
exception  of  the  Judicial  Council  the  Board  of  Trustees, 
and  the  Nominating  Committee  wherein  he  shall  have 
voice  but  no  vote. 

With  the  approval  of  the  Council,  he  shall  appoint  a 
member  to  the  Judicial  Council  to  succeed  the  member 
with  an  expiring  term,  and  in  the  event  of  a vacancy  oc- 
casioned otherwise,  he  shall  appoint  a member  for  the 
unexpired  term. 

He  shall  appoint,  with  the  approval  of  the  Council, 
representatives  to  other  medical  societies  or  similar  bod- 
ies as  the  interests  of  the  Medical  Society  of  the  State  of 
New  York  may  require. 

He  shall  appoint  a sufficient  number  of  delegates  or 
alternate  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association  when  the  full  quota  of 
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those  elected  is  not  available,  as  provided  in  the  Bylaws, 
Article  VIII,  paragraphs  3 and  4. 

He  shall  assign  Councilors  as  liaison  between  the  Council 
and  specific  county  medical  societies  for  the  purpose  of  the 
dissemination  of  information  to  such  societies. 

He  shall  appoint,  with  the  approval  of  the  Council,  a 
chairman  and  a secretary  for  each  organized  session  of 
the  Medical  Society  of  the  State  of  New  York. 

When  charges  by  a member  of  malfeasance  or  non- 
feasance are  preferred  against  any  other  officer,  council- 
or, trustee,  or  member  of  a board,  commission,  or  com- 
mittee of  the  Medical  Society  of  the  State  of  New  York 
and  are  transmitted  to  the  president  in  writing,  he  shall 
order  a trial  on  said  charges  by  the  Council,  or  a com- 
mittee thereof. 

He  shall  assign  the  special  branches  of  work  for  which 
the  members  of  the  Council  shall  be  responsible,  with 
the  approval  of  the  Council. 

He  shall  make  an  annual  report  to  the  House  of  Dele- 
gates. 

He  shall  deliver  an  address  at  the  annual  meeting  of 
the  House  of  Delegates.  He  shall  perform  such  other 
duties  as  the  House  of  Delegates  or  the  Council  shall  re- 
quire. 

He  shall  attend  all  meetings  of  the  House  of  Delegates 
of  the  American  Medical  Association. 

Presiden  t - Elec  t 

The  president-elect  shall  perform  such  duties  as  may 
be  requested  by  the  president. 

The  president-elect  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion. 

Vice-President 

The  vice-president  shall  perform  the  duties  of  the 
president  in  the  latter’s  absence. 

He  shall  preside  over  the  Council  when  it  is  deliberat- 
ing on  charges  of  malfeasance  or  nonfeasance  preferred 
against  the  president. 

Secretary 

The  secretary  shall  attend  all  meetings  of  the  Medical 
Society  of  the  State  of  New  York,  the  House  of  Dele- 
gates, the  Council,  the  Board  of  Trustees,  and  the  Judi- 
cial Council,  and  shall  keep  minutes  of  their  respective 
proceedings.  These  minutes  shall  be  copied  from  a ste- 
nographer’s notes  with  such  deletion  only  as  will  not 
modify,  alter,  or  becloud  the  history  of  the  actions  of  the 
said  bodies.  The  stenographer’s  typewritten  copy  shall 
be  preserved  until  ordered  destroyed  by  the  House  of 
Delegates. 

He  shall  perform  such  other  duties  as  may  be  pre- 
scribed from  time  to  time  by  the  House  of  Delegates  or 
the  Council.  He  shall  attend  all  meetings  of  the  House 
of  Delegates  of  the  American  Medical  Association. 

The  secretary  shall  be  the  custodian  of  the  seal  of  the 
Medical  Society  of  the  State  of  New  York  and  of  all 
books  of  records  and  papers  belonging  to  the  State  Soci- 
ety, except  such  as  properly  belong  to  the  treasurer,  and 
shall  keep  an  account  of  and  promptly  turn  over  to  the 
treasurer  all  funds  of  the  State  Society  which  come  into 
his  hands. 

He  shall  record  the  name  and  date  of  admission  of 
each  member  of  the  Medical  Society  of  the  State  of  New 
York. 

He  shall  provide  for  the  registration  of  the  members 
at  all  conventions  of  the  Medical  Society  of  the  State  of 


New  York.  With  the  aid  and  cooperation  of  the  secreta- 
ries of  the  component  county  medical  societies,  he  shall 
keep  a proper  register  of  all  registered  physicians  of  the 
State  by  counties. 

He  shall  conduct  the  official  correspondence,  noti- 
fying members  of  meetings,  officers,  councilors,  trustees, 
and  board  members  of  their  election,  and  commissions 
and  committees  of  their  appointments  and  duties. 

He  shall  affix  the  seal  of  the  Medical  Society  of  the 
State  of  New  York  to  the  credentials  of  delegates  to  the 
American  Medical  Association  and  to  such  other  papers 
and  documents  as  may  require  the  same. 

He  shall  make  an  annual  report  to  the  House  of  Dele- 
gates. Acting  in  cooperation  with  the  Council,  he  shall 
prepare  and  issue  all  programs. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 
missions, and  committees  with  voice  and  vote,  with  the 
exception  of  the  Judicial  Council,  the  Board  of  Trustees, 
and  the  Nominating  Committee  wherein  he  shall  have 
voice  but  no  vote. 

Assistant  Secretary 

The  assistant  secretary  shall  aid  the  secretary  in  the 
work  of  his  office. 

Treasurer 

The  treasurer  shall  keep  accurate  books  of  accounts  of 
all  moneys  of  the  Medical  Society  of  the  State  of  New 
York  which  he  may  receive  and  shall  disburse  or  cause 
to  be  disbursed  the  same  when  duly  authorized.  He 
shall  be  the  official  custodian  of  all  securities  and  the  in- 
come thereof  owned  by  the  State  Society,  subject  to  the 
direction  and  disposition  of  the  Board  of  Trustees.  The 
Board  of  Trustees  may  select  a bank  or  trust  company 
to  act  as  custodian  in  the  place  of  the  treasurer  of  all  or 
any  part  of  such  securities  and  to  act  as  agent  of  the 
State  Society  in  collecting  the  income  therefrom. 

He  shall  collect,  on  or  before  the  first  day  of  May  in 
each  year,  from  the  treasurer  of  each  component  county 
medical  society,  the  Medical  Society  of  the  State  of  New 
York  per  capita  annual  dues.  He  shall  collect  anv  as- 
sessments voted  by  the  House  of  Delegates  or  the  Coun- 
cil. He  shall,  at  the  expense  of  the  Medical  Society  of 
the  State  of  New  York,  give  a bond  for  the  faithful  per- 
formance of  his  duties,  which  shall  be  approved  by  the 
Board  of  Trustees  as  to  amount,  form,  and  surety.  He 
shall  make  an  annual  report  to  the  House  of  Delegates 
and  report  to  the  Council  at  each  of  its  meetings.  He 
shall  be  an  ex  officio  member  of  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board,  with  voice 
but  without  vote. 

Assistant  Treasurer 

The  assistant  treasurer  shall  aid  the  treasurer  in  the 
work  of  his  office. 

He  shall,  at  the  expense  of  the  Medical  Society  of  the 
State  of  New  York,  give  a bond  for  the  faithful  perfor- 
mance of  his  duties,  which  shall  be  approved  by  the 
Board  of  Trustees  as  to  the  amount,  form,  and  surety. 

Speaker 

The  speaker  shall  preside  at  all  meetings  of  the  House 
of  Delegates.  He  shall  appoint  all  committees  to  serve 
during  the  meeting  of  the  House  of  Delegates  at  least 
thirty  days  in  advance  of  the  meeting.  All  resolutions 
submitted  by  component  county  medical  societies,  dis- 
trict branches,  scientific  sections,  and  medical  schools  to 
be  presented  to  the  House  of  Delegates  should  be  for- 


124  New  York  State  Journal  of  Medicine/January  1979 


warded  to  the  speaker  at  least  forty-five  days  in  advance 
of  the  annual  meeting  of  the  House  and  referred  bv  him 
to  the  appropriate  reference  committees;  and  all  resolu- 
tions sent  in  subsequent  to  forty-five  days  should  be 
presented  to  the  House  and  referred  to  the  appropriate 
reference  committees. 

\'ice-Speaker 

The  vice-speaker  shall  perform  the  duties  of  the 
speaker  when  so  requested  by  the  speaker. 


ARTICLE  VI.  TRUSTEES 

There  shall  be  a Board  of  Trustees  which  shall  have 
charge  of  all  property  including  trust  funds  and  shall  su- 
pervise the  financial  affairs  of  the  Medical  Society  of  the 
State  of  New  York. 

SECTION  I.  COMPOSITION 

The  Board  of  Trustees  shall  consist  of  seven  members 
elected  by  the  House  of  Delegates.  The  president,  sec- 
retary. treasurer,  executive  vice-president,  deputy  exec- 
utive vice-president,  and  general  counsel  shall  sit  with 
the  Board  of  Trustees  with  voice  but  without  vote. 

One  trustee  shall  be  elected  annually  for  a term  of  five 
years,  but  whenever  the  terms  of  two  trustees  expire  in 
the  same  year,  two  trustees  shall  be  elected  each  for  five 
years. 

To  be  eligible  for  election  as  trustee,  a member  shall 
have  served  at  least  two  years  as  an  officer  or  at  least 
three  years  as  a councilor,  or  at  least  five  years  as  a 
member  of  the  House  of  Delegates. 

No  person  shall  serve  more  than  one  term  as  a trustee. 
An  unexpired  term  shall  not  be  construed  as  a term  of 
office. 

A trustee  shall  practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York,  otherwise  his  position  in 
the  Medical  Society  of  the  State  of  New  York  shall  be 
declared  vacant. 

If  a trustee  is  absent  from  three  consecutive  regular 
meetings  of  the  Board,  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a suc- 
cessor for  the  unexpired  term. 

In  the  event  of  a vacancy,  a trustee  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the  House 
of  Delegates  at  which  time  the  House  of  Delegates  shall 
elect  a trustee  to  fill  the  unexpired  term. 


SECTION  2.  DUTIES 

The  annual  budget  estimate,  prepared  by  the  Com- 
mittee on  Budget  and  Finance,  after  its  approval  by  the 
Council,  shall  be  submitted  to  the  Board  of  Trustees  for 
its  approval. 

All  resolutions  or  recommendations  of  the  House  of 
Delegates  or  Council  pertaining  to  expenditures  of 
money  must  be  approved  by  the  Board  of  Trustees  be- 
fore the  same  shall  become  effective. 

Should  the  Board  of  Trustees  disapprove  of  the  expen- 
diture of  any  funds  voted  for  by  the  House  of  Delegates  or 
the  Council,  then  and  in  that  event,  the  Board  of  Trustees 
shall  return  the  matter  to  either  the  House  of  Delegates  or 
the  Council,  if  the  House  of  Delegates  is  not  in  session, 
which  may  override  such  disapproval  by  a three-quarter 
vote  and  direct  the  expenditure  of  such  funds.  The  Board 


of  Trustees  shall  not  vote  on  this  issue  at  a meeting  of  the 
House  of  Delegates  and  the  chairman  of  the  Board  of 
Trustees  shall  not  vote  on  this  issue  at  the  Council. 

The  Board  of  Trustees  shall  make  and  execute  all 
contracts  for  the  Medical  Society  of  the  State  of  New 
York  The  fiscal  year  shall  begin  January  1 and  end 
December  31  of  each  calendar  year. 

All  moneys  of  the  Medical  Society  of  the  State  of  New 
York  received  by  the  Board  of  Trustees,  Council,  or  any 
member  or  agent  thereof,  shall  be  paid  to  the  treasurer 
of  the  State  Society.  The  Board  of  Trustees  shall  ap- 
prove the  bond  of  the  treasurer  and  the  assistant  trea- 
surer as  to  amount,  form,  and  surety,  and  shall  employ  a 
certified  public  accountant  licensed  by  the  State  of  New 
York  to  audit  the  accounts  of  the  treasurer  and  secre- 
tary and  other  agents  of  the  State  Society  and  present  a 
statement  of  the  same  in  its  annual  report  to  the  House 
of  Delegates. 

The  chairman  of  the  Board  of  Trustees  shall  make  a 
report  to  the  House  of  Delegates  of  its  transactions  for 
the  year  and  of  the  amount  of  money  belonging  to  the 
Medical  Society  of  the  State  of  New  York  under  its  con- 
trol. 


SECTION  3.  MEETINGS 

The  Board  of  Trustees  shall  meet  immediately  at  the 
close  of  the  annual  meeting  of  the  House  of  Delegates, 
and  shall  organize  under  the  temporary  chairmanship  of 
the  member  senior  in  service  on  the  Board,  elect  a per- 
manent chairman,  and  fix  the  time  and  place  of  its  regu- 
lar meetings.  Should  two  trustees  have  similar  seniori- 
ty, choice  between  them  for  temporary  chairmanship 
shall  be  by  lot. 

The  Board  of  Trustees  shall  meet  at  least  bimonthly, 
except  in  July  and  August. 

The  notices  of  the  regular  and  special  meetings  of  the 
Board  of  Trustees  shall  state  the  date,  place,  and  hour 
and  shall  be  mailed  first  class  postpaid  to  each  member 
not  less  than  ten  nor  jnore  than  fifty  days  before  a regu- 
lar meeting  and  at  least  five  days  before  a special  meet- 
ing. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  trustee  shall  be  deemed  sufficient  proof 
of  the  service  on  each  and  every  trustee  for  any  and  all 
purposes. 

Any  three  members  of  the  Board  of  Trustees  may  re- 
quire the  chairman  to  call  a special  meeting  at  the  office 
of  the  Medical  Society  of  the  State  of  New  York  for  such 
time  as  shall  be  designated  by  them  in  writing. 

A quorum  shall  consist  of  four  members  of  the  Board 
of  Trustees. 

The  following  shall  be  the  order  of  business  at  the 
meetings  of  the  Board  of  Trustees,  which  may  be  altered 
by  the  chairman  with  the  approval  of  the  Board: 

1.  Calling  the  meeting  to  order 

2.  Roll  call  by  the  secretary 

3.  Reading  of  minutes 

4.  Communications 

5.  Reports 

6.  Unfinished  business 

7.  New  business 

8.  Adjournment 
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ARTICLE  VII.  JUDICIAL  COUNCIL 

There  shall  be  a Judicial  Council  which  shall  have  ju- 
risdiction to  hear  and  determine  all  appeals  from  deci- 
sions on  discipline  of  component  county  medical  so- 
cieties or  decisions  of  such  societies  which  may  involve 
the  privileges,  rights,  or  standing  of  members,  whether 
in  relation  to  one  another  or  to  component  county  medi- 
cal societies  or  to  the  Medical  Society  of  the  State  of 
New  York. 

It  shall  hear  also  from  applicants  on  appeals  from  the 
action  of  a component  county  medical  society  in  exclud- 
ing them  from  membership. 

SECTION  I.  COMPOSITION 

The  Judicial  Council  shall  consist  of  five  appointed 
members.  One  member  shall  be  appointed  by  the  presi- 
dent each  year  for  a term  of  five  years  with  the  approval 
of  the  Council. 

No  member  shall  serve  for  more  than  two  consecutive 
terms,  but  a member  appointed  to  serve  an  unexpired 
term  shall  not  be  regarded  as  having  served  a term  un- 
less he  has  served  three  or  more  years. 

A member  of  the  Judicial  Council  shall  practice  or 
maintain  a residence  or  an  office  in  the  State  of  New 
York,  otherwise  his  position  on  the  Judicial  Council 
shall  be  declared  vacant. 

In  the  event  of  a vacancy,  a member  shall  be  appoint- 
ed by  the  president  for  the  unexpired  term  with  the  ap- 
proval of  the  Council. 

The  president  and  secretary  of  the  Medical  Society  of 
the  State  of  New  York  shall  be  ex  officio  members  of  the 
Judicial  Council  with  voice  but  no  vote.  The  executive 
vice-president,  the  deputy  executive  vice-president,  and 
the  general  counsel  of  the  Medical  Society  of  the  State 
of  New  York  shall  sit  with  the  Judicial  Council  with 
voice  but  without  vote. 


SECTION  2.  DUTIES  AND  PROCEDURES 

A member  of  a component  county  medical  society 
who  shall  have  been  disciplined  or  directed  to  suffer  dis- 
cipline in  any  degree  by  any  final  decision  of  his  compo- 
nent county  medical  society  and  who  shall  have  ex- 
hausted his  right  of  appeal,  if  any,  with  a component 
county  medical  society,  feeling  aggrieved  by  the  decision 
of  such  society,  may  appeal  to  the  Judicial  Council  of 
the  Medical  Society  of  the  State  of  New  York  from  the 
decision  of  such  component  county  medical  society  by 
filing  a notice  of  appeal  with  the  secretary  of  the  State 
Society  and  with  the  secretary  of  such  component  coun- 
ty medical  society  within  three  months  after  such  final 
decision  by  such  component  county  medical  society. 

An  applicant  for  membership  in  a component  county 
medical  society  who  has  been  excluded  from  member- 
ship in  such  society  may  likewise  appeal  from  the  action 
of  said  society. 

The  Judicial  Council  shall  investigate  also  all  charges 
preferred  (a)  by  a member  of  a component  county  medi- 
cal society  against  a component  county  medical  society 
of  which  he  is  not  a member;  and  (b)  by  a component 
county  medical  society  against  another  such  component 
county  medical  society  or  a member  thereof. 

A notice  of  appeal  shall  set  forth  in  writing  the  name 
of  the  appellant,  the  name  of  such  component  county 
medical  society  and  the  date  and  substance  of  the  deci- 


sion appealed  from,  and  shall  indicate  the  ground  or 
grounds  upon  which  such  appeal  is  taken.  If  the  appel- 
lant desires  to  be  present,  with  or  without  counsel,  at 
the  hearing  of  said  appeal,  the  notice  of  appeal  must  so 
state.  In  that  event,  the  appellant  must  file  with  the 
notice  of  appeal  a bond  in  the  sum  of  $500  to  cover  the 
costs  of  said  appeal.  If  the  appellant  fails  to  appear  in 
person  or  be  represented  by  counsel  on  hearing  of  said 
appeal,  he  shall  forfeit  to  the  Medical  Society  of  the 
State  of  New  York  such  shares  of  said  bond  as  repre- 
sents necessary  expenditures  incident  to  convening  the 
Judicial  Council  for  the  hearing  of  said  appeal. 

On  filing  a notice  of  appeal,  the  appellant  and  the 
component  county  medical  society  shall  submit  to  the 
secretary  of  the  Judicial  Council  all  records,  minutes, 
letters,  papers,  and  all  written  evidence,  including  a di- 
gest of  all  testimony  not  stenographically  reported  relat- 
ing to  the  matter.  All  data  so  submitted  shall  be  avail- 
able only  to  the  Judicial  Council. 

The  Judicial  Council  shall  consider  the  appeal  on  the 
data  so  submitted  to  it  and  may  affirm,  modify,  or  re- 
verse the  decisions  so  appealed  from  by  a majority  vote 
of  the  members  present  and  voting.  If,  in  its  opinion, 
the  taking  of  further  evidence  is  advisable,  the  Judicial 
Council  may  summon  witnesses  and  proceed  to  take 
such  evidence  in  such  manner  as  it  may  deem  proper 
and  render  its  decision  by  a majority  vote  of  those 
present  and  voting,  which  decision  shall  be  final  and 
binding.  A member  shall  have  the  right  of  appeal  to  the 
Judicial  Council  of  the  American  Medical  Association. 

Whenever  the  Judicial  Council  has  met,  the  secretary 
shall  report  the  proceedings  to  the  Council  of  the  Medi- 
cal Society  of  the  State  of  New  York  at  its  next  regular 
meeting. 

The  chairman  shall  submit  an  annual  report  of  the 
Judicial  Council  to  the  House  of  Delegates. 

SECTION  3.  MEETINGS 

Immediately  at  the  close  of  the  annual  meeting  of  the 
House  of  Delegates  the  Judicial  Council  shall  organize 
and  elect  its  own  chairman. 

The  secretary  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  the  secretary  of  the  Judicial  Council. 

The  Judicial  Council  shall  meet  on  the  call  of  the 
chairman.  The  notices  of  the  meetings  of  the  Judicial 
Council  shall  state  the  date,  place,  and  hour  and  shall  be 
mailed  postpaid  to  each  member  not  less  than  ten  nor 
more  than  fifty  days  before  a meeting. 

The  affidavit  of  mailing  of  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  member  of  the  Judicial  Council  shall  be 
deemed  sufficient  proof  of  the  service  on  each  and  every 
member  for  any  and  all  purposes. 

A quorum  shall  consist  of  three  members  of  the  Judi- 
cial Council. 


ARTICLE  VIII.  ELECTIONS 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi 
cers,  councilors,  and  trustees  of  the  Medical  Society  of 
the  State  of  New  York,  and  the  delegates  to  the  Ameri- 
can Medical  Association  shall  be  nominated  and  elected. 

A member  of  the  Medical  Society  of  the  State  of  New 
York  who  is  in  arrears  for  component  county  medical  so- 
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ciety  dues  or  State  Society  dues  or  assessments  shall  not 
be  eligible  for  nomination  to  any  office,  the  Council,  the 
Board  of  Trustees,  or  as  a delegate  to  the  American 
Medical  Association,  or  entitled  to  vote  for  any  officer, 
councilor,  trustee,  or  delegate. 

The  delegates  to  the  American  Medical  Association 
shall  he  elected  in  the  calendar  year  preceding  the  meet 
ing  of  the  House  of  Delegates  of  the  American  Medical 
Association  to  which  they  are  elected.  One  half  of  the 
allotted  number  of  delegates  and  alternate  delegates 
shall  be  elected  each  year. 

Nominations  for  delegate  to  the  American  Medical 
Association  shall  he  made  for  not  less  than  double  the 
full  number  of  delegates  to  be  elected 


SECTION  1.  BALLOTING 

After  the  appointment  of  a sufficient  number  of  tell- 
ers by  the  speaker  and  after  all  nominations  have  been 
made,  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  shall  cause  to  be  displayed  in  full  sight  of 
the  House  of  Delegates  a list  of  nominees  for  each  office 
of  the  Medical  Society  of  the  State  of  New  York  and  for 
delegates  to  the  American  Medical  Association,  ar- 
ranged in  alphabetical  order,  and  shall  also  cause  to  be 
distributed  a sufficient  number  of  blank  ballots  for  the 
use  of  the  House  of  Delegates.  These  ballots  shall  have 
printed  or  stamped  thereon  the  appropriate  headings 
for  each  office  with  spaces  thereunder  in  which  may  be 
written  the  name  of  the  candidate  or  candidates  to  be 
voted  for. 

All  elections  for  offices  of  the  State  Society  and  dele- 
gates to  the  American  Medical  Association  shall  be  by 
ballot,  each  member  of  the  House  of  Delegates  deposit- 
ing his  ballot  on  roll  call  individually.  When  after  the 
call  for  nominations  from  the  floor,  there  is  only  one 
candidate  for  an  office,  the  speaker  shall  direct  the  sec- 
retary to  cast  one  ballot  on  behalf  of  the  delegates.  If 
there  are  more  than  two  nominees  for  an  office,  with  the 
exception  of  that  of  delegate  to  the  American  Medical 
Association,  and  none  receives  a majority  of  votes  on  the 
first  ballot,  the  nominee  receiving  the  lowest  number  of 
votes  shall  be  dropped  and  a new  ballot  taken  for  that 
office.  This  procedure  shall  be  continued  until  one  of 
the  nominees  receives  a majority  of  the  votes  cast  when 
he  shall  be  declared  elected. 

For  the  election  of  delegates  to  the  American  Medical 
Association,  the  delegates  shall  be  declared  elected  in 
the  order  of  the  highest  number  of  votes  cast  until  the 
allotted  number  shall  have  been  chosen;  a corresponding 
number  in  the  next  highest  order  of  votes  cast  shall  be 
declared  alternate  delegates. 

When  the  full  quota  of  elected  delegates  or  alternate 
delegates  is  not  available  for  attendance  at  the  meeting 
of  the  House  of  Delegates  of  the  American  Medical  As- 
sociation, the  president  of  the  Medical  Society  of  the 
State  of  New  York  shall  appoint  and  certify  a sufficient 
number  to  complete  the  quota. 

A duly  elected  delegate  to  the  American  Medical  As- 
sociation who  does  not  serve  as  such  because  of  reduc- 
tion in  number  of  delegates  to  which  the  Medical  Soci- 
ety of  the  State  of  New  York  is  entitled  shall  fill  any  va- 
cancy which  may  occur  in  the  delegation  before  alter- 
nate delegates  are  designated  for  that  purpose. 


The  delegates  and  alternate  delegates  shall  take  office 
at  the  beginning  of  the  calendar  year  following  their 
election  and  shall  serve  for  a term  of  two  years. 


ARTICLE  IX.  REFERENDUM 

At  any  meeting  of  the  House  of  Delegates  two  thirds 
of  the  members  present  and  voting  may  order  a referen- 
dum vote  of  the  Medical  Society  of  the  State  of  New 
York  on  any  question  consistent  with  the  Bylaws  and  in 
accordance  with  such  regulations  respecting  the  submis- 
sion of  the  question  as  the  House  of  Delegates  may  pre- 
scribe. 

The  members  of  the  Medical  Society  of  the  State  of 
New  York  shall  vote  thereon  by  mail.  The  polls  shall  be 
closed  at  the  expiration  of  fifteen  days  after  the  mailing 
of  the  question;  and  if  the  members  voting  shall  com- 
prise a majority  of  all  the  active  and  life  members  of  the 
Medical  Society  of  the  State  of  New  York,  a majority  of 
such  vote  shall  determine  the  question  and  be  binding 
on  the  State  Society  and  the  House  of  Delegates. 

When  the  House  of  Delegates  is  not  in  session  the 
Council  may  in  a similar  manner  order  such  a referen- 
dum by  a two-thirds  vote. 


ARTICLE  X.  COMMITTEES  OF  THE 
HOUSE  OF  DELEGATES 

SECTION  l.  REFERENCE  COMMITTEES 

At  least  one  month  before  the  meeting  of  the  House  of 
Delegates  the  speaker  shall  appoint  and  publish  in  the 
official  publication  of  the  Medical  Society  of  the  State 
of  New  York  such  reference  committees  as  he  shall 
deem  expedient  for  the  purposes  of  the  meeting.  Im- 
mediately after  the  organization  of  the  House  of  Dele- 
gates he  shall  formally  announce  the  appointments  of 
the  committees.  Only  members  of  the  House  of  Dele- 
gates shall  be  eligible  for  appointment  to  the  reference 
committees.  Such  committees  shall  each  consist  of  five 
members,  three  members  constituting  a quorum,  and 
shall  serve  during  the  meeting  of  the  House  of  Delegates 
for  which  they  are  appointed. 

Annual  reports  of  officers,  Council  commissions  and 
committees,  Board  of  Trustees,  Judicial  Council,  district 
branches,  and  special  committees  shall  be  printed  at 
least  one  month  before  the  meeting  of  the  House  of  Del- 
egates and  sent  to  the  members  of  the  reference  com- 
mittees appointed  according  to  paragraph  1,  for  their 
preliminary  consideration. 

All  recommendations,  resolutions,  measures,  and 
propositions  presented  to  the  House  of  Delegates  and 
which  have  been  duly  seconded  shall  be  referred  by  the 
speaker  to  the  appropriate  reference  committees,  except 
that  reports  of  committees  of  the  House  of  Delegates 
may,  at  the  discretion  of  the  House,  be  presented  direct- 
ly to  the  House  without  referral  to  the  reference  com- 
mittees. 

Each  reference  committee  shall  consider  such  busi- 
ness as  may  have  been  referred  to  it  and  shall  report 
promptly  to  the  House. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  in  good  standing  shall  have  the  right  to  ap- 
pear before  any  reference  committee  and  participate  in 
its  deliberations. 
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SECTION  2.  COMMITTEE  ON  BYLAWS 

The  House  Committee  on  Bylaws  shall  be  appointed 
annually  by  the  speaker.  It  shall  consist  of  at  least  five 
members  including  a chairman,  all  of  whom  shall  be 
members  of  the  House.  The  president,  secretary,  and 
the  speaker  shall  be  ex  officio  members  with  voice  and 
vote.  The  executive  vice-president,  deputy  executive 
vice-president,  and  general  counsel  of  the  Medical  Soci- 
ety of  the  State  of  New  York  shall  be  members  of  the 
committee  with  voice  but  without  vote. 

It  shall  be  the  duty  of  the  committee  to  study  all  pro- 
posed amendments  to  the  Bylaws  and  the  Principles  of 
Professional  Conduct  of  the  State  Society  and  to  report 
thereon  at  the  annual  meeting  of  the  House  of  Delegates 
following  the  meeting  at  which  such  amendments  are 
proposed.  The  committee  shall  include  in  its  report 
recommendations  for  action  on  the  proposed  amend- 
ments with  reasons  for  such  recommendations. 

It  shall  be  the  duty  of  the  committee  to  suggest 
amendments  to  or  revisions  of  the  Bylaws  and  the  Prin- 
ciples of  Professional  Conduct  of  the  Medical  Society  of 
the  State  of  New  York. 

The  report  of  the  House  Committee  on  Bylaws  shall 
be  presented  directly  to  the  House,  without  referral  to  a 
reference  committee. 

SECTION  3.  SPECIAL  COMMITTEES 

Special  committees  may  be  created  by  the  House  of 
Delegates  to  perform  the  special  functions  for  which 
they  are  created.  They  shall  he  appointed  by  the 
speaker  or  other  officer  presiding  pro  tempore  over  the 
meeting  at  which  the  committee  is  authorized. 

ARTICLE  XI.  COUNCIL  COMMISSIONS 
AND  COMMITTEES 

SECTION  1.  ORGANIZATION 

Committees  of  the  Council  are  grouped  by  the  related 
nature  of  their  purposes  and  functions.  A commission 
is  composed  of  the  chairmen  of  all  committees  within 
such  a group. 

Subject  to  the  approval  of  the  Council,  the  president 
shall  appoint  the  chairmen  and  members  of  all  of  its 
committees  and  the  chairmen  of  the  commissions. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  is  eligible  for  membership  on  committees  and 
commissions  of  the  Council. 

All  chairmen  of  such  commissions  and  committees 
shall  have  the  right  to  present  their  reports  in  person  to 
the  Council  and  to  engage  in  the  discussion  of  such  re- 
ports. Members  of  such  commissions  and  committees 
shall  have  the  privilege  of  presenting  minority  reports, 
and  both  the  majority  and  minority  reports  shall  be 
published. 

Any  ex  officio  member  of  a committee  who  enjoys 
that  status  by  being  a duly  elected  officer  of  the  Medical 
Society  of  the  State  of  New  York  shall  have  all  the 
rights,  responsibilities,  and  duties  of  any  other  member 
of  the  committee. 

SECTION  2.  NOMINATING  COMMITTEE 

The  Nominating  Committee  shall  be  appointed  by  the 
president  from  a list  of  not  less  than  three  or  more  than  five 
names  submitted  by  the  respective  district  branches,  in 
conformity  with  Article  V,  Section  2,  paragraph  3.  It  shall 
consist  of  1 1 members,  I from  each  district  bra^-h  and  2 
members  at  large. 


In  the  event  that  a member  of  the  Nominating  Com- 
mittee who  has  been  selected  as  the  representative  of  a 
particular  district  branch  (or  his  alternate)  shall  be  unable 
to  attend  the  meeting  of  this  committee,  the  president  shall 
appoint  an  at  large  member,  from  the  district  branch  whose 
representative  is  absent,  to  represent  the  interests  of  that 
district  on  the  Nominating  Committee.  It  shall  be  the 
duty  of  this  committee  to  propose  and  nominate  members 
of  the  Medical  Society  of  the  State  of  New  York  for  all 
vacancies  to  be  filled  at  the  ensuing  annual  meeting  of  the 
House  of  Delegates.  These  recommendations  shall  be 
made  to  the  House  of  Delegates  in  the  same  manner  as 
prescribed  in  Article  X,  Section  1,  paragraph  2. 

SECTION  3.  PROFESSIONAL  MEDICAL 
LIABILITY  INSURANCE  AND  DEFENSE 
BOARD 

A committee  to  be  known  as  the  Professional  Medical 
Liability  Insurance  and  Defense  Board  shall  be  appoint- 
ed by  the  president  with  the  approval  of  the  Council.  It 
shall  consist  of  nine  members  including  a chairman, 
each  appointed  for  a three-year  term.  No  member  shall 
serve  for  more  than  two  consecutive  terms.  A vacancy 
created  bv  expiration  of  a term  shall  be  filled  by  the 
president,  with  the  approval  of  the  Council,  by  appoint- 
ment of  a member  for  three  years.  Other  vacancies 
shall  be  filled  for  the  unexpired  term  in  similar  manner. 
The  secretary  shall  be  an  ex  officio  member  of  the  com- 
mittee with  voice  and  vote.  The  treasurer  shall  be  an  ex 
officio  member  of  the  committee  with  voice  but  without 
vote.  The  general  counsel  and  indemnity  representa- 
tive shall  attend  all  meetings  with  voice  but  without 
vote.  It  shall  be  the  duty  of  the  committee  to  study  and 
supervise,  on  behalf  of  the  Medical  Society  of  the  State 
of  New  York,  all  matters  having  to  do  with  professional 
medical  liability  insurance  and  defense. 

SECTION  4.  COMMITTEE  ON  PRIZE  ESSAYS 

A Committee  on  Prize  Essays  shall  be  appointed  by 
the  president  with  the  approval  of  the  Council.  It  shall 
consist  of  three  members,  including  the  chairman.  It 
shall  be  the  duty  of  this  committee  to  receive  all  essays 
offered  in  competition  for  prizes  which  may  be  offered 
by  the  Medical  Society  of  the  State  of  New  York.  The 
committee  shall  make  all  necessary  rules  and  regula- 
tions for  the  awarding  of  prizes,  subject  to  the  terms  of 
the  deeds  of  gift,  and  shall  report  the  result  at  the  next 
annual  meeting  of  the  House  of  Delegates.  It  shall  give 
notice  through  the  official  publication  of  the  State  Soci- 
ety or  by  other  methods  of  the  amount  of  the  prize  and 
when  the  essays  shall  be  submitted  to  the  committee. 

ARTICLE  XII.  SECTIONS  AND  SESSIONS 

As  designated  by  the  House  of  Delegates,  there  shall 
be  sections  devoted  to  the  scientific  work  of  the  Medical 
Society  of  the  State  of  New  York  and  sessions  devoted 
to  scientific,  cultural,  historical,  or  economic  subjects. 
Both  sections  and  sessions  shall  meet  during  the  annual 
convention  of  the  State  Society,  under  the  supervision 
of  the  Council. 

SECTION  1.  SECTIONS 

The  House  of  Delegates  shall  designate  those  scientific 
sections  entitled  to  representation  in  the  Medical  Society 
of  the  State  of  New  York.  Such  sections  shall  correspond 
to  the  Statewide  specialty  societies  recognized  by  the 


128  New  York  State  Journal  of  Medicine/January  1979 


Council  of  (he  Medical  Society  of  the  State  of  New  N ork. 
These  scientific  sections  designated  by  the  House  of  Del 
egates  shall  organize  at  their  annual  meeting  bv  the  election 
of  officers.  Officers  to  be  elected  shall  include  a chairman, 
a vice-chairman,  a secretary,  and  a delegate  to  the  House 
of  Delegates.  The  chairman,  vice-chairman,  secretary,  and 
delegate  must  be  members  of  both  the  Statewide  specialty 
societies  and  the  Medical  Society  of  the  State  of  New  \ ork 
and  shall  be  elected  for  one  year  terms  with  the  exception 
of  the  secretary  who  shall  be  elected  for  such  term  as  the 
section  may  deem  desirable. 

Each  of  the  Statewide  specialty  societies  recognized  by 
the  Council  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  requested  to  submit  to  the  office  of  the  Ex- 
ecutive Vice-President  the  name  of  one  nominee  for  each 
office  of  their  corresponding  sections  not  less  than  ninety 
days  prior  to  the  section’s  annual  business  meeting.  Such 
nominees  shall  be  voted  on,  together  with  all  other  nom- 
inees submitted,  at  the  annual  business  meeting  of  the 
section.  All  such  nominees  must  be  members  of  the 
Medical  Society  of  the  State  of  New  York. 

To  participate  in  the  election  of  any  section,  a mem- 
ber of  the  Medical  Society  of  the  State  of  New  York 
must  be  registered  with  such  section. 

Should  the  delegate  of  a scientific  section  be  unable  to 
serve  in  the  House  of  Delegates,  the  chairman  of  the  sec- 
tion shall  designate  a substitute  delegate  and  shall  so 
notify  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  in  writing. 

The  officers  of  the  various  sections  shall  prepare  pro- 
grams for  their  section  under  the  direction  and  subject 
to  the  approval  of  the  Council. 

No  new  section  shall  be  created  by  the  House  of  Dele- 
gates unless  a session  devoted  to  its  subject  matter  or 
specialty  shall  have  been  held  at  at  least  two  successive 
annual  conventions. 


SECTION  2.  SESSIONS 

A session  shall  be  a single  meeting  of  a group  to  dis- 
cuss scientific,  cultural,  historical,  or  economic  subjects, 
under  the  direction  and  subject  to  the  approval  of  the 
Council. 

Each  session  shall  have  a chairman  and  a secretary 
who  shall  be  appointed  by  the  president  with  the  ap- 
proval of  the  Council. 


ARTICLE  XIII.  MEETINGS 

SECTION  1.  ANNUAL  CONVENTION 

There  shall  be  an  annual  convention  of  the  Medical 
Society  of  the  State  of  New  York  to  be  held  at  a time 
and  place  designated  by  the  House  of  Delegates  or  by 
the  Council. 

This  convention  shall  include  the  annual  scientific 
program  which  shall  include  the  annual  meetings  of  the 
sections  and  sessions,  scientific  motion  pictures,  and  ex- 
hibits, and  such  other  activities,  and  presentations  as 
the  House  of  Delegates  or  Council  may  direct. 

The  annual  meetings  of  the  Medical  Society  of  the 
State  of  New  York  and  the  House  of  Delegates  may  or 
may  not  be  held  at  such  convention  pursuant  to  the  pro- 
visions of  Article  III,  Section  3 of  these  Bylaws. 


SECTION  2.  ANNUAL  MEETING  OF 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK 

The  Medical  Society  of  the  State  of  New  York  shall 
hold  its  annual  meeting  at  the  last  scheduled  session  of 
the  House  of  Delegates,  while  the  House  is  recessed  fol- 
lowing the  annual  elections.  The  president  shall  pre- 
side at  this  annual  meeting  of  the  State  Society,  which 
shall  include  the  induction  of  the  incoming  president. 
The  incoming  president  shall  deliver  his  inaugural  ad- 
dress at  the  annual  meeting  of  the  State  Society. 

Follow  ing  the  adjournment  of  the  annual  meeting,  the 
House  of  Delegates  shall  reconvene  to  complete  its  agen- 
da and  receive  the  report  of  the  tellers. 

SECTION  3.  SPECIAL  MEETINGS 

Special  meetings  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  called  by  the  president  on  the  re- 
quest in  writing  of  members  entitled  to  cast  ten  per  cent 
of  the  total  number  of  votes  entitled  to  be  cast  at  such 
meeting.  Such  request  must  specify  the  date  and 
month  of  such  meeting,  which  shall  not  be  less  than  two 
nor  more  than  three  months  from  the  date  of  such  writ- 
ten demand.  The  president  of  the  Society  upon  receiv- 
ing the  written  request  shall  direct  the  secretary  to 
promptly  give  notice  of  such  meeting.  If  the  secretary 
shall  fail  to  give  such  notice  within  five  business  days  of 
such  request,  any  member  signing  such  request  may  give 
the  required  notice. 

SECTION  4.  ORGANIZATION  AND 
PROCEDURES 

The  notices  of  the  annual  convention  and  annual  and 
special  meetings  of  the  Medical  Society  of  the  State  of 
New  York  shall  state  the  date,  place,  and  hour  and  shall 
be  mailed  postpaid  to  each  member  by  first  class  mail 
not  less  than  ten  nor  more  than  fifty  days  before  a meet- 
ing. 

Publication  of  such  notice  in  the  official  publication 
of  the  Medical  Society  of  the  State  of  New  York  shall  be 
considered  as  complying  with  this  provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  member  shall  be  deemed  sufficient  proof 
of  the  service  upon  each  and  every  member  for  any  and 
all  purposes. 

Each  member  in  attendance  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York  shall 
enter  his  name  and  the  name  of  the  component  county 
medical  society  to  which  he  belongs  in  a register  to  be 
kept  by  the  secretary  of  the  State  Society  for  that  pur- 
pose. No  member  shall  take  part  in  any  of  the  proceed- 
ings of  such  convention  until  he  shall  have  complied 
herewith. 

All  members  in  good  standing  so  registered  may  at- 
tend and  participate  in  the  proceedings  and  discussions 
of  the  scientific  meetings  of  the  Medical  Society  of  the 
State  of  New  York  and  of  the  sections  and  sessions. 

A distinguished  physician  of  a foreign  country  or  a 
physician  not  a resident  of  this  State  who  is  a member  of 
his  own  state  medical  association  may  become  a guest 
during  any  annual  convention  upon  the  invitation  of  the 
president  or  officers  of  the  Medical  Society  of  the  State 
of  New  York,  and  may  be  accorded  the  privilege  of  par- 
ticipating in  all  the  scientific  programs  of  the  conven- 
tion. 
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No  address  or  paper  before  the  Medical  Society  of  the 
State  of  New  York,  except  those  of  the  president  and 
president-elect,  shall  occupy  more  than  twenty  minutes 
in  its  delivery. 

All  papers  read  before  the  Medical  Society  of  the 
State  of  New  York  at  its  annual  convention  by  its  mem- 
bers shall  become  the  property  of  the  State  Society. 
Whenever  such  paper  shall  be  deemed  not  acceptable 
for  publication  in  the  New  York  State  Journal  of  Medi- 
cine it  shall  be  returned  to  the  author  as  promptly  as 
possible  after  its  receipt  in  the  publication  office  of  the 
State  Society. 

The  following  shall  be  the  order  of  business  at  the  an 
nual  meeting  of  the  Medical  Society  of  the  State  of  New 
York: 

1.  Calling  the  State  Society  to  order 

2.  Reading  of  minutes  of  the  last  meeting  by  title 

3.  Induction  of  incoming  president 

4.  Inaugural  address  by  incoming  president 

5.  Adjournment 

The  rules  contained  in  Sturgis  Standard  Code  of  Par- 
liamentary Procedure  shall  govern  the  Medical  Society 
of  the  State  of  New  York  in  all  cases  in  which  they  are 
not  inconsistent  or  in  conflict  with  the  Bylaws  of  the 
State  Society. 


ARTICLE  XIV.  FUNDS 

Funds  shall  be  raised  bv  annual  dues  levied  on  each  ac- 
tive member  at  a uniform  per  capita  rate  throughout  the 
State.  Funds  may  also  be  raised  in  any  other  manner  ap- 
proved by  the  House  of  Delegates  or  by  the  Council  when 
the  said  House  of  Delegates  shall  not  be  in  session. 

The  approval  of  the  Council  and  of  the  Board  of 
Trustees  shall  be  necessary  for  the  expenditure  of  any 
funds  of  the  Medical  Society  of  the  State  of  New  York, 
except  that  the  said  Board  may  delegate,  to  such  person 
or  persons  as  it  sees  fit,  the  authority  to  expend  funds  of 
the  State  Society  in  amounts  and  under  conditions  to  be 
determined  by  said  Board,  on  recommendation  of  the 
Council. 


ARTICLE  XV.  DUES 

The  annual  dues  shall  be  determined  by  the  House  of 
Delegates. 

Assessments  can  he  levied  by  the  House  of  Delegates 
or  the  Council  and  shall  be  payable  within  a period  of 
time  specified  by  them. 

The  dues  and  assessments  of  those  active  members  who 
have  been  graduated  from  medical  or  osteopathic  college 
not  more  than  five  calendar  years,  not  counting  active 
service  in  the  armed  forces  of  the  United  States  or  in  the 
United  States  Public  Health  Service,  or  who  have  not 
completed  their  continuous  residency  training  shall  bo 
one  third  the  amount  levied  on  all  other  active  members. 
In  no  case  may  an  active  physician  continue  to  pay  such 
reduced  dues  more  than  seven  years  after  the  date  of 
graduation  from  medical  or  osteopathic  school. 

Life  and  honorary  members  shall  not  he  required  to 
pay  dues  or  assessments  to  the  Medical  Society  of  the 
State  of  New  York. 


Annual  dues  are  due  and  payable  on  the  first  day  of 
January  each  year.  The  dues  year  shall  coincide  with 
the  calendar  year,  January  1 to  December  31. 

Any  member,  except  a member  who  is  eligible  for  and 
has  applied  for  life  membership,  whose  component 
county  medical  society  and  State  Society  dues  are  un- 
paid after  May  1 of  any  current  year  or  whose  assess- 
ments are  unpaid  by  the  specified  time  is  not  in  good 
standing  and  shall  be  deemed  to  be  in  arrears. 

A member  whose  dues  are  unpaid  after  June  1 of  any 
current  year  or  whose  assessments  are  unpaid  one 
month  after  the  specified  date  shall  be  dropped  from 
the  roles  of  membership  of  his  component  county  medi- 
cal society  and  the  Medical  Society  of  the  State  of  New 
York  upon  reasonable  notice  to  such  member  by  his 
component  county  medical  society  or  the  State  Society, 
and  without  further  action  on  the  part  of  either  the 
component  county  medical  society  or  the  State  Society, 
and  on  such  date  he  shall  automatically  cease  to  be  a 
member  of  the  component  county  medical  society  and 
State  Society. 

Dues  and  State  Society  assessments  of  a member 
elected  or  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  but  no  member  dropped  for  non- 
payment of  dues  and  assessments  shall  be  reinstated 
until  he  has,  in  addition,  paid  his  dues  and  assessments 
for  the  year  in  which  he  was  dropped. 

The  dues  of  an  active  or  student  member  of  the  State 
Society  may  be  remitted  for  the  current  year  by  action  by 
the  Council  on  account  of  illness,  financial  hardship,  or 
temporary  active  service  in  the  armed  forces  of  the  United 
States  or  in  the  United  States  Public  Health  Service,  when 
the  request  for  such  remission  is  made  by  the  member’s 
component  county  medical  society,  except  in  the  case  of 
student  members  who  shall  make  application  for  remission 
directly  to  the  secretary.  Such  a request  shall  be  accom- 
panied by  a brief  summary  of  the  reasons  therefor.  Re- 
mission of  dues  due  to  illness  or  financial  hardship  shall  be 
reviewed  annually. 

ARTICLE  XVI.  EXPENSES 

Allowances  for  expenses  incurred  in  the  actual  perfor- 
mance of  official  duties  by  officers,  councilors,  trustees, 
members  of  the  Judicial  Council  and  of  commissions 
and  committees,  delegates  to  the  American  Medical  As- 
sociation, and  employes  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  made  in  conformity  with  the 
following  conditions. 

The  president  and  the  president-elect  shall  be  al- 
lowed a per  diem  and  expenses  when  engaged  on  official 
business.  The  amount  of  the  per  diem  shall  be  set  by 
the  House  of  Delegates. 

All  other  officers,  councilors,  trustees,  members  of  the 
Judicial  Council,  delegates  to  the  House  of  Delegates  of 
the  American  Medical  Association  or  an  alternate  dele- 
gate who,  at  the  direction  of  the  Council,  attends  a 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association,  members  of  commissions  and  com- 
mittees of  the  Council,  and  of  all  special  committees, 
members  of  the  Medical  Society  of  the  State  of  New 
York  appointed  by  the  president  or  the  Council  to  carry 
out  special  assignments  for  the  State  Society,  and  em- 
ployes of  the  State  Society  shall  be  allowed  traveling  ex- 
penses when  engaged  on  official  business. 

Members  for  life  of  the  House  of  Delegates,  delegates 
of  the  district  branches,  scientific  sections,  and  student 
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members,  sitting  in  the  House  of  Delegates,  shall  be  al- 
lowed necessary  expenses  by  the  Medical  Society  of  the 
State  of  New  York. 

Proper  vouchers  must  he  filed  with  the  secretary  of 
the  Medical  Society  of  the  State  of  New  York  before  any 
of  the  above  allowances  shall  he  made. 

There  shall  be  no  allowances  for  the  expenses,  travel 
ing  or  otherwise,  for  members  of  any  reference  commit- 
tee 

Each  district  branch  shall  he  entitled  to  receive  a sum 
not  to  exceed  $1,000  exclusive  of  the  work  done  by  the 
Medical  Society  of  the  State  of  New  York  regarding  no- 
tices, programs,  and  so  on,  to  defray  the  expenses  of 
such  district  branch,  provided  a proper  statement  of 
such  expenses  shall  have  been  presented  to  the  secre- 
tary. 

All  hills,  claims,  or  vouchers  herein  provided  for  shall 
be  filed  within  thirty  days  after  the  date  of  the  incurring 
of  such  expense.  This  time  may  be  extended  for  any 
cause  by  the  Board  of  Trustees. 

ARTICLE  XVII.  DISTRICT  BRANCHES 

SECTION  l.  DIVISION 

The  membership  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  nine  district  branches, 
as  follows: 

The  First  District  Branch  shall  comprise  the  members 
of  the  Medical  Societies  of  the  Counties  of  Bronx, 
Kings,  New  York.  Queens,  and  Richmond. 

The  Second  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Nassau 
and  Suffolk. 

The  Third  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Albany, 
Columbia,  Greene,  Rensselaer,  Schoharie,  Sullivan,  and 
Ulster. 

The  Fourth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Clinton. 
Essex,  Franklin,  Fulton,  Hamilton,  Montgomery,  Sara- 
toga, Schenectady,  Warren,  and  Washington. 

The  Fifth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Cayuga, 
Chenango,  Herkimer,  Jefferson,  Lewis,  Madison,  Onei- 
da, Onondaga,  Oswego,  and  St.  Lawrence. 

The  Sixth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Broome, 
Chemung,  Cortland,  Delaware,  Otsego,  Schuyler,  Tioga, 
and  Tompkins. 

The  Seventh  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Living- 
ston, Monroe,  Ontario,  Seneca,  Steuben,  Wayne,  and 
Yates. 

The  Eighth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  .Alle- 
gany, Cattaraugus,  Chautauqua,  Erie,  Genesee,  Niagara, 
Orleans,  and  Wyoming. 

The  Ninth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Dutch- 
ess, Orange,  Putnam,  Rockland,  and  Westchester. 

Changes  in  the  number  or  membership  of  these  dis- 
trict branches  may  be  made  by  a two-third  vote  of  the 
House  of  Delegates  at  any  annual  meeting  thereof. 

SECTION  2.  AIMS  AND  ORGANIZATION 

The  objectives  of  the  district  branches  shall  be  to  pro- 
mote the  scientific,  social,  cultural,  and  other  interests 


of  the  medical  profession  within  the  district  and  to  co- 
operate with  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  in  any  way  which  that  body  may  ad- 
vise. 

Each  district  branch  may  adopt  a constitution  and 
bylaws  for  its  government  and  may  amend  them.  The 
constitution,  bylaws,  and  amendments  shall  not  be  in 
conflict  with  the  Bylaws  of  the  State  Society  and  before 
becoming  effective  they  shall  be  approved  by  the  Coun- 


SECTION  3.  OFFICERS  AND  ELECTIONS 

Each  district  branch  shall  elect  a president  for  two 
years  and  a delegate  to  the  House  of  Delegates  for  two 
years,  but  with  the  approval  of  the  Council  a district 
branch  may  elect  a president  for  one  year. 

Each  district  branch  shall  elect  such  other  officers  as 
are  provided  for  in  its  bylaws.  They  shall  attend  the 
business  meetings  of  the  branch. 

In  the  case  of  the  inability  of  the  delegate  of  a district 
to  serve,  the  vice-president  shall  serve  as  delegate,  and  if 
the  vice-president  is  unable  so  to  function,  the  president 
shall  designate  a substitute  delegate  to  serve  and  shall 
so  notify  in  writing  the  secretary  of  the  Medical  Society 
of  the  State  of  New  York. 

Any  elected  officer  of  a district  branch  who  is  called 
into  active  service  in  the  armed  forces  of  the  United 
States  or  the  United  States  Public  Health  Service  may, 
on  application  to  the  Council,  be  granted  leave  of  ab- 
sence for  any  portion  of  his  term  of  office  during  which 
he  is  on  active  service.  During  such  absence  his  duties 
shall  be  designated  as  the  Council  may  direct,  except 
where  such  delegation  is  already  provided  for  elsewhere 
in  the  Bylaws. 

The  president  of  each  district  branch  shall  visit  the 
component  county  medical  societies  of  the  district  at 
least  once  during  his  tenure  of  office  and  make  a careful 
inquiry  of  the  condition  of  the  profession  in  each  county 
in  his  district  and  shall  report  thereon  to  the  House  of 
Delegates. 

ARTICLE  XVIII.  COMPONENT  COUNTY 
MEDICAL  SOCIETIES 

SECTION  l.  DEFINITION 

The  term  “component  county  medical  society”  shall 
include  all  county  medical  societies  now  in  affiliation 
with  the  Medical  Society  of  the  State  of  New  York  or 
which  may  hereafter  be  organized  and  chartered  by  the 
House  of  Delegates.  There  shall  be  but  one  component 
county  medical  society  in  each  county  affiliated  with  the 
State  Society.  If  there  should  be  an  insufficient  num- 
ber of  physicians  in  any  of  the  counties  of  this  State  to 
form  themselves  into  a component  county  medical  soci- 
ety, such  physicians  may  become  members  of  the  com- 
ponent county  medical  society  of  an  adjoining  county 
when  eligible  by  the  constitution  and  bylaws  of  such 
component  county  medical  society. 

SECTION  2.  MEMBERSHIP 

Eligibility  for  membership  in  a component  county 
medical  society  shall  be  determined  by  that  society.  Ex- 
cept by  the  approval  of  the  Council  no  physician  shall  be 
an  active  member  in  a component  county  medical  society 
other  than  that  of  the  county  in  which  he  practices  or 
maintains  legal  residence. 
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Whenever  an  active  member  in  good  standing  or  a life 
member  in  any  component  county  medical  society  removes 
to  another  county  in  this  State,  his  name  on  his  request 
shall  he  transferred  to  the  roster  of  the  component  county 
medical  society  of  the  county  to  which  he  removes,  without 
cost  to  him,  provided  that  he  files  a certificate  with  the 
secretary  of  the  Medical  Society  of  the  State  of  New  York, 
signed  by  the  president  and  secretary  of  the  component 
county  medical  society  from  which  he  removes  as  to  his 
good  standing  in  such  society,  and  provided  his  application 
for  membership  has  been  acted  on  favorably  by  the  mem- 
bers of  the  component  county  medical  society  of  the  county 
to  which  he  has  removed. 

No  physician  shall  be  granted  membership  by  any 
county  medicai  society  in  any  category  of  membership 
which  has  been  created  for  the  benefit  of  physicians  who 
neither  reside  nor  practice  in  such  county,  unless  and  until 
such  county  medical  society  verifies,  with  the  Medical 
Society  of  the  State  of  New  York,  the  fact  that  the  appli- 
cant currently  holds  either  active,  junior,  or  life  member- 
ship in  another  county  of  this  State.  This  requirement 
applies  with  equal  force  whether  the  category  of  mem- 
bership on  the  local  county  medical  society  level  be  desig- 
nated “associate  membership,”  “affiliate  membership,'' 
“corresponding  membership,”  “nonresident  membership,” 
or  by  any  similar  designation. 

No  member  shall  be  an  active  member  of  more  than  one 
component  county  medical  society,  nor  shall  any  compo- 
nent county  medical  society  accept  as  a member  a physi- 
cian who  does  not  practice  or  have  a residence  in  that 
county  in  any  other  way  than  in  accordance  with  the  law 
governing  transfers. 

SECTION  3.  DUTIES  OF  OFFICERS 

The  secretary  of  each  component  county  medical  soci- 
ety shall  keep  a roster  of  its  members  in  which  shall  ap- 
pear the  full  name  of  each  of  said  physicians,  the  date  of 
his  admission  to  such  society,  his  residence,  and  the  date 
when  his  license  to  practice  medicine  in  this  State  was 
granted.  He  shall  note  any  changes  in  said  roster  by 
reason  of  removal,  death,  or  change  of  name,  revocation 
of  license,  or  other  disqualification. 

He  shall  forward  said  roster  and  information  together 
with  the  names  and  places  of  residence  of  each  of  the  of- 
ficers of  said  society  and  the  names  and  residences  of 
each  delegate  to  the  House  of  Delegates  from  said  soci- 
ety to  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  at  least  ninety  days  before  the  date  of  the 
annual  meeting  of  said  House  of  Delegates. 

The  treasurer  of  each  component  county  medical  soci- 
ety shall  forward  to  th'e  treasurer  of  the  Medical  Society 
of  the  State  of  New  York  the  amount  of  the  State  Soci- 
ety per  capita  dues  and/or  assessments  and  the  amount 
of  all  American  Medical  Association  dues  collected  from 
members  of  his  component  county  medical  society  as 
promptly  as  possible  but  in  any  event  before  the  first 
day  of  May  of  each  year. 

SECTION  4.  MEETINGS 

Each  component  county  medical  society  shall  hold  an 
annual  meeting  for  the  purpose  of  electing  officers  and  a 
delegate  or  delegates  to  represent  it  in  the  House  of  Del- 
egates of  the  Medical  Society  of  the  State  of  New  York 
in  accordance  with  the  Bylaws. 

The  annual  meeting  of  each  component  county  medi- 
cal society  shall  be  held  between  January  1 and  July  1 of 
each  year  at  a time  which  it  shall  determine. 


All  officers  of  the  component  county  medicai  society 
shall  enter  on  their  official  duties  between  May  1 and 
July  1 at  a date  determined  by  the  component  county 
medical  society  and  shall  serve  for  a term  of  one  year  or 
until  their  successors  shall  have  been  duly  elected  and 
qualified. 

SECTION  5.  RESIGNATIONS 

An  active  or  life  member  in  good  standing  whose  resig- 
nation from  membership  in  his  component  county  medical 
society  shall  have  been  duly  accepted,  shall  be  considered 
to  have  resigned  from  the  Medical  Society  of  the  State  of 
New  York. 

When  a member  in  good  standing,  other  than  a life  or 
honorary  member,  ceases,  between  May  1 and  December 
31  of  any  year,  to  reside  and  practice  in  the  State  of  New 
York,  he  shall  be  considered  to  have  resigned  from 
membership  effective  as  of  that  December  31.  If  such 
cessation  to  reside  and  practice  occurs  between  January 
1 and  May  1 of  any  year,  he  shall,  provided  he  has  been 
in  good  standing  for  the  prior  calendar  year,  be  consid- 
ered to  have  resigned  from  membership  effective  as  of 
the  previous  December  31. 

On  resignation,  a member  shall  forfeit  all  rights  and 
title  to  any  share  in  the  privileges  and  property  of  the 
Medical  Society  of  the  State  of  New  York,  the  district 
branch,  and  his  component  county  medical  society. 

SECTION  6.  CONSTITUTION  AND  BYLAWS 

Each  component  county  medical  society  shall  adopt  a 
constitution  and/or  bylaws  for  regulation  of  its  affairs 
and  may  amend  them.  The  constitution,  bylaws,  and 
amendments  shall  not  be  in  conflict  with  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York,  and  be- 
fore becoming  effective,  they  shall  be  approved  by  the 
Council. 

ARTICLE  XIX.  SEAL  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE  OF  NEW  YORK 

The  seal  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  as  follows: 


ARTICLE  XX.  AMENDMENTS 

Amendments  to  the  Bylaws  or  to  the  Principles  of 
Professional  Conduct,  except  such  as  are  obligatory  by 
law,  shall  he  made  only  at  an  annual  meeting  of  the 
House  of  Delegates  after  having  been  submitted  in  writ- 
ing at  a previous  annual  meeting  and  having  been  pub- 
lished in  the  official  publication  of  the  Medical  Society 
of  the  State  of  New  York  at  least  once  and  at  least  one 
month  before  the  annual  meeting  at  which  action  shall 
he  taken. 

The  affirmative  vote  of  two  thirds  of  the  House  of 
Delegates  present  and  voting  shall  be  necessary  for 
adoption  of  any  amendment. 

Amendments  made  necessary  by  law  shall  be  made  ei- 
ther by  the  Council  or  House  of  Delegates  whenever 
such  necessity  exists. 
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continued  from  pane  12 

Hero  and  there 

Appointed:  dames  A.  Nicholas,  M.D.,  director  of  the 
Department  of  Orthopedic  Surgery,  Lenox  Hill  Hospital, 
and  Founder  and  Director,  Institute  of  Sports  Medicine 
and  Athletic  Trauma,  to  the  President’s  Council  on 
Physical  Fitness  and  Sports  (PCPFS)  by  President  Jimmy 
Carter  . . . Maximo  Devsine,  M.D.,  appointed  professor  of 
surgery;  Prem  K.  Gupta,  M.D.,  appointed  associate  pro- 
fessor of  medicine;  Kim  A.  Keelev,  M.D.,  appointed  clinical 
associate  professor  of  psychiatry,  all  at  Downstate  Medical 
Center. 

Awarded:  Helen  B.  Taussig,  M.D.,  professor  emeritus  of 
pediatrics,  Johns  Hopkins,  the  first  Medical  Times  Phy- 
sician of  Excellence  Award  “in  recognition  of  her  distin- 
guished career  in  pediatric  cardiology  and  in  appreciation 
of  her  outstanding  contributions  to  mankind  and  to  med- 
icine.” 

Professorship  endowed:  In  honor  of  the  late  Amir  of 
Kuwait,  Sheikh  Abdulla  al-Salem  al-Sabah,  the  govern- 
ment of  Kuwait  has  made  a grant  of  $1  million  to  St  Luke’s 
Hospital  Center,  a teaching  affiliate  of  Columbia  Univer- 
sity’s medical  school,  to  endow  a professorship  in  metab- 
olism and  nutrition. 

Promoted:  David  H.  Gordon,  M.D.,  and  Jack  0.  Haller, 
M.D.,  promoted  to  associate  professor  of  clinical  radiology; 
and  Merl  M.  Jackel,  M.D.,  promoted  to  clinical  associate 
professor  of  psychiatry,  all  at  nou  nstate  Medical  Cen- 
ter. 


continued  from  pane  9 

A history  of  immunizations  and  acute  infectious  disease 
plus  a serosurvey  for  measles  and  rubella  was  taken  on  all 
new  patients.  The  patient  population  was  black  and 
Hispanic  youth  between  the  ages  of  13  and  18  (mean  age 
of  15.2).  Immunity  was  defined  as  an  hemagglutination 
inhibition  titer  of  >1:8  and  was  present  in  28/35  patients 
(80  percent)  for  rubella  and  33/35  (94.3  percent)  for  mea- 
sles. For  both  diseases  a poor  correlation  existed  between 
history  and  seroimmunity. 
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Medical  Meetings 


Clinical  hematology 

Seminars  & Symposia  will  present  continuing  education 
in  medicine  on  “Clinical  Hematology,”  April  7 to  20  in 
conjunction  with  the  two-week  air/sea  cruise  “Dalma- 
tion/Aegean  Odyssey”  sponsored  by  the  Medical  Society 
of  the  County  of  Monroe  for  all  members  and  families  of 
the  Medical  Society  of  the  State  of  New  York.  This  pro- 
gram meets  the  criteria  for  36  hours  of  credit  for  the  Phy- 
sician’s Recognition  Award  for  Category  II  CME  and  the 
regulations  of  the  American  Academy  of  Family  Physicians 
for  36  hours  of  elective  credit.  Accreditation  for  the 
American  Medical  Association  Physician’s  Recognition 
Award  for  Category  I CME  is  pending. 

Scientific  presentations  in  related  fields  will  be  wel- 
comed. Please  submit  to  Seminars  & Symposia,  Inc.,  1290 
Avenue  of  the  Americas,  New  York,  N.Y.  10019,  summary 
of  the  paper  at  least  45  days  prior  to  departure.  Ten  (10) 
credit  hours  in  Category  IV  may  be  earned  by  the  author 
of  the  paper.  Selection  decision  remains  with  the  Medical 
Advisory  Board  of  Seminars  & Symposia. 

For  additional  information  please  contact  Thomas  E. 
Cardillo,  M.D.,  Executive  Director,  Monroe  County 
Medical  Society,  1441  East  Avenue,  Rochester,  New  York 
14610;  telephone  (716)  473-7573. 

Advances  in  hematology 
and  oncology 

The  New  York  Hospital-Cornell  Medical  Center,  De- 
partment of  Medicine,  Division  of  Hematology-Oncology 
is  offering  a postgraduate  course  in  “Advances  in  Hema- 
tology and  Oncology”  April  23  to  26. 

The  objective  of  this  course  is  to  review  and  update  the 
field  of  hematology-oncology  including  recent  advances  in 
diagnosis,  treatment,  and  pathophysiology.  Subjects  will 
be  covered  in  sufficient  depth  and  scope  so  as  to  serve  as 
an  adequate  review  for  physicians  preparing  for  subspe- 
cialty certification.  In  addition  the  course  will  serve  as  a 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


stimulating  updating  for  knowledgeable  internists  and 
practitioners.  The  course  has  been  awarded  28  hours  of 
Category  1 continuing  medical  education  credits  by  the 
American  Medical  Association. 

Enquiries  should  be  addressed  to:  Dr.  Ralph  L.  Nach- 
man, Professor  of  Medicine,  Chief,  Division  of  Hematology, 
The  New  York  Hospital-Cornell  Medical  Center,  Room 
F-544  525  East  68th  Street,  New  York,  N.Y.  10021. 

Women  in  crisis 

The  first  annual  conference  on  “Women  in  Crisis”  will 
be  held  in  New  York  City,  May  17  to  19.  For  further  in- 
formation: Women  in  Crisis,  444  Park  Avenue  South,  New 
York,  N.Y.  10016. 

Pediatric  postgraduate  course 

A pediatric  postgraduate  course  will  be  held  in  Aruba, 
Netherlands  Antilles,  September  10  to  14.  This  credit 
course  is  being  arranged  with  the  cooperation  of  the 
American  Academy  of  Pediatrics. 

The  lecturers  will  cover  leukemia,  anemia,  nutrition,  and 
other  aspects  of  childhood  diseases  and  development. 

Registration,  which  closes  March  31,  1979,  is  being 
limited  to  1,200.  The  course  is  being  held  at  the  beachfront 
Concorde  resort  hotel. 

A special  program  of  luncheons,  private  meetings  with 
the  guest  lecturers,  entertainment,  medical  exhibits,  and 
other  events  is  being  planned. 

Course  registration,  hotel  accommodations,  and  other 
arrangements  may  be  made  through  DePalm  Tours,  L.  G. 
Smith  Blvd.  142,  P.O.  Box  656,  Oranjestad,  Aruba,  Neth- 
erlands Antilles. 

Ninth  international  symposium 

The  ninth  international  symposium  of  the  Fulton  So- 
ciety on  “Neuropeptides  in  the  Brain”  will  be  held  on  Oc- 
tober 3,  in  St.  Louis,  Missouri. 

For  furt  her  information  please  write  to:  Prof.  Dr.  Victo 
Soriano,  Calle  Buenos  Aires  363,  Montevido,  Uruguay. 
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Matsumoto,  M.,  Oka,  Y.,  Lin,  Y.  T.,  Strom,  J.,  Son- 
nenblick,  E.  H.,  e Frater,  R.  W.  M.:  Echocardiographia 
transesophagic  pro  evalutar  le  performance  ventricular. 
New  York  State  J.  Med.  79:  19  (Januario)  1979. 

Un  nove  application  del  echoecardiographia  utilisante 
un  derivation  esophagic  modificate  ha  essite  trovate  utile 
pro  le  evalutation  precise  del  function  cardiac.  Iste  tech- 
nica  es  applicabile  in  le  chirurgia  cardiac. 

Karayalcin,  G.,  Acs,  H.,  e Lanzkowsky,  P.:  Deficientia 
G-6-PD  e hyperbilirubinemia  in  le  infantes  a termino  del 
Negros  american,  New  York  State  J.  Med.  79:  22  (Janu- 
ario) 1979. 

Nos  ha  trovate  19  infantes  negre,  a termino,  con  hyper- 
bilirubinemia neonatal  associate  a deficientia  G-6-PD. 
Nul  del  infantes  habeva  incompatibilitate  sanguine  o in- 
fectiones.  Le  partos  esseva  normal  in  omne  casos,  sin 
signos  de  hypoxia,  acidosis  o hypoglycemia.  Omne  in- 
fantes recipeva  1 mg  de  vitamina  K al  nascer,  e non  altere 
drogas.  Nul  matres  recipeva  oxvtocina  e negava  ingestion 
de  drogas  o toxinas,  o exposition  al  naphthalene.  Omne 
infantes  habeva  icteritia  clinic  dentro  del  48  horas  del 
nascentia.  Le  tertio  de  iste  infantes  habeva  un  elevation 
significative  del  bilirubina  seric  e del  reconto  reticulocytic, 
comparate  con  un  gruppo  de  neonatos  de  controlo.  Le 
hemoglobina,  le  hematocrito  e le  frotes  sanguine  in  iste 
infantes  non  esseva  differente  del  controlos.  Le  nivello 
medie  del  G-6-PD  esseva  significativemente  plus  basse  in 
le  pueros  affectate,  comparate  con  le  promedio  del  con- 
trolos. Le  studios  de  altere  enzymas  erythrocytic  esseva 
normal.  In  vista  del  falta  de  altere  causas  demonstrat  ive 
de  morbo  hemolytic,  nos  postula  que  le  deficientia  G-6-PD 
sol  pote  esser  associate  al  hyperbilirubinemia  in  le  infantes 
negre  a termino,  desde  que  un  parve  increments  del  de- 
struction de  erythrocytes  pote  conducer  a un  marcato  grado 
de  hyperbilirubinemia  in  neonatos  con  ficatos  que  totavia 
non  ha  acquirite  le  maxime  capacitate  conjugative. 

Ciaglia,  P.,  e Entwhistle,  J.:  Dilatator  esophagic;  typo 
tornavite  meliorate,  New  York  State  J.  Med.  79:  25 
(Januario)  1979. 

Un  reports  preliminari  supra  un  dilatator  esophagic  de 
typo  tornavite  meliorate,  es  present  ate.  Iste  instrument  o 
es  essentialmente  un  modification  del  dilatator  standard 
decrescente  de  Maloney.  Un  vite  suave  ha  essite  aggregate 
al  segmento  decrescente.  In  plus,  iste  nove  dilatator  ha 
un  canal  stricte  in  le  centro  del  “bougie”  e que  sirve  por 
conducer  un  guida  de  filo  metallic  (lexibile  a transverso  del 
strictura.  Crede  se  que  iste  dilatator  typo  tornavite  pote 
esser  usate  in  le  stricturas  multe  stricte  e firme  e que  es 
resistente  al  dilatation  conventional.  Con  iste  dilatator, 
le  pression  dilatatori  peripheric  pote  esser  facite  mediants 
le  rotation  del  vite  sin  facer  le  grande  pression  necessari  in 
omne  le  longitude  del  esophago  quando  le  dilatator  suave, 
de  typo  cuneo,  es  usate. 

Klousia,  J.  W.,  e Tanowitz,  H.  II.:  Gonorrhea  masculin 


asymptomatic  in  personal  militari,  New  York  State  J. 
Med.  79:  27  (Januario)  1979. 

Cento  dece-octo  (118)  homines  militari  enlistate  in  le 
“Marine  Corps”  esseva  studiate  selectivemente  pro  gon- 
orrhea. Cata  homine  habeva  culturas  del  pharynx,  urethra 
e ano.  Dece-un  (11 ) homines  habeva  15  culturas  positive. 
Duo  de  4 homines  con  culturas  anal  positive  esseva  ho- 
mosexual e habeva  relationes  sexual  ano-rectal.  Duo  (2) 
homines  heterosexual  negava  relationes  sexual  anal,  mais 
admiteva  relationes  sexual  anal  con  feminas.  Le  trovatos 
affirma  le  recommendation  de  que  omne  patientes  con 
gonorrhea  debe  tener  culturas  de  omne  orificios.  Le  ori- 
gine  del  gonorrhea  ano-rectal  in  le  homines  heterosexual 
require  plus  investigation. 

Bashey,  R.  I,  e Nochumson,  S.:  Myxoma  cardiac;  anal- 
yses biochimic  pro  un  possible  origene  neoplastic,  New 
York  State  J.  Med.  79:  29  (Januario)  1979. 

Ben  que  studios  histochimic  e morphologic  del  myxoma 
cardiac  ha  essite  reportate,  iste  studio  indica  le  prime 
characterisation  chimic  del  substantia  fundamental  de  iste 
tumores.  Le  myxomas  esseva  digerite  con  papaina,  e le 
glycosaminoglycanes  e le  glycopeptides  esseva  separate 
mediante  precipitation  con  chlorido  de  cetylpyridinium 
e etiam  mediante  chromatographia  in  columna  con  gel  de 
polymeros  (Sephadex  G-50).  Le  myxomas  contineva  ap- 
proximademente  3 mg  de  macromoleculas  continente 
hexasosamina  per  100  mg  de  texito  sec,  sin  grassia.  De  iste 
material,  le  66  pro  cento  esseva  glycosaminoglycanes.  Le 
chondroitina  4 e/o  le  sulfatos  6 esseva  predominante  e 
constituteva  plus  que  le  75  pro  cento  del  total  del  gly- 
cosaminoglycanes. Le  acido  hyaluronic  constituteva  le  16 
pro  cento.  Le  sulfato  de  dermatan  esseva  absente.  Le 
elevate  contenite  del  chondroitina  4 e/o  de  sulfatos  6,  e le 
absentia  complete  del  sulfato  de  dermatan  suggere  que  le 
myxomas  cardiac  es  neoplastic  in  natura. 

Drago,  J.  R.,  e Drago,  R.  P.:  Therapia  liquide  in  chi- 
rurgia urologic  pediat  ric,  New  York  State  J.  Med.  79:  34 
(Januario)  1979. 

Le  technicas  chirurgic  meliorate,  le  progressos  major  in 
anesthesia  e le  intendimento  del  physiologia  special  del 
infantes  e pueros  de  breve  etate,  ha  servite  pro  reducer  le 
indice  de  mortalitate  in  le  tractamento  chirurgic  de  ab- 
normalitates  congenital,  tumores  maligne,  infectiones  e 
traumas  urologic.  Le  tratamento  rational  e effective  pro 
le  mantenimento  e remplasamento  de  liquidos  e electro- 
lytes in  le  pueros,  in'stricte  base  parenteral,  es  disponibile. 
Un  mortalitate  tan  elevate  como  ille  de  33  pro  cento  ha 
essite  reportate  in  pueros  tractate  inapropriatemente  con 
liquidos  intravenose.  Le  methodos  corrientemente 
disponibile  pro  guidar  le  therapia  intravenose  liquide  e 
electrolytic  in  patientes  pediatric  es  revistite. 

Jaffc,  L.  R.,  c Morgenthau,  J.  E.:  Immunitate  ab  rubella 

continued  on  page  141 
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e rubeola  (sarampion)  in  adolescentes  del  citate,  New 
York  State  J.  Med.  79:  37  (Januario)  1979. 

Le  historia  de  imnumisationes  e infectiones  acute,  plus 
un  studio  serologic  per  rubella  e rubeola  esseva  prendite 
in  omne  patientes  nove  que  esseva  examinate.  Iste  pa- 
tientes  esseva  del  racia  negre  e hispanic;  le  elate  del  juvenes 
variava  inter  13  e 18  annos  (promedio:  15.2).  Le  im- 

munitate  esseva  definite  como  un  hemagglutination  inhi- 
bitor! a titulo  de  ± 1 a 8,  e iste  esseva  presente  in  28  de  35 
patientes  (80  pro  cento)  per  le  rubella,  e in  33  de  35  pa- 
tientes (94.3  pro  cento)  per  le  rubeola.  Per  ambe  morbos, 
un  correlation  deficiente  existeva  inter  le  historia  clinic  del 
patientes  e le  seroimrnunitate 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Month  in  Washington 


Stringent  controls  and  across-the-board  budget  cuts 
will  be  the  order  of  the  day  for  the  coming  96th  Congress. 
President  Carter  has  announced  that  his  anti-inflation 
program  will  be  the  top  domestic  priority,  and  such  senti- 
ment appears  to  be  wide-spread  among  returning  mem- 
bers. 

The  Administration’s  initial  thrust  in  the  health  area  will 
be  its  demand  for  the  hospital  cost  containment  program 
that  was  blocked  in  the  last  Congress.  In  addition,  it  is 
expected  that  the  President’s  chief  selling  point  for  his 
brand  of  national  health  insurance  (NHI)  will  be  its  alleged 
ability  to  hold  down  inflation  in  the  health  care  sector. 

In  an  important  policy  address  before  the  National  Press 
Club,  Joseph  A.  Califano,  Secretary  of  the  Health,  Edu- 
cation, and  Welfare  Department,  warned  that  if  liberals 
want  Federal  social  programs  to  survive,  they  must  con- 
centrate on  better  management  of  those  programs  rather 
than  on  their  expansion. 

“It  was  the  challenge  of  Liberalism  in  the  sixties  to  enact 
long-delayed  and  much-needed  social  programs,”  Califano 
said.  “It  is  the  challenge  for  Liberalism  in  the  seventies 
to  manage  these  programs  well.” 

“As  we  come  to  the  close  of  the  seventies,  the  challenge 
for  the  American  Liberal  is  the  challenge  of  austerity,” 
Califano  said. 

There  is  a management  revolution  underway  in  Wash- 
ington, the  HEW  Secretary  said,  an  “effort  to  make  com- 
passionate programs  work  efficiently.” 

He  said  it  is  essential  for  Liberals  to  recognize  that  times 
have  changed,  that  “the  self-confidence  of  the  sixties  has 
been  replaced  by  a mood  of  caution,  wariness,  and  skepti- 
cism.” 

Califano  didn’t  say  where  the  economic  ax  will  fall  at 
HEW  except  to  note  some  long-standing  targets  such  as 
impacted  Federal  aid  for  schools  and  the  hospital  cost 
containment  plan.  Of  the  latter,  he  said  House  Speaker 
Thomas  O’Neill  (D.,  Mass.)  has  promised  early  House  ac- 
tion next  year.  “We  will  drive  that  legislation  through  next 
year,”  he  said. 

* * * 

While  Secretary  Califano  and  the  Administration  appear 
to  he  unalterably  opposed  to  private  sector  voluntary  ef- 
forts to  reduce  inflation  and  adamantly  in  favor  of  man- 
datory wage  and  price  guidelines  for  the  health  sector 
only — via  hospital  cost  containment  and  NHI — other  views 
are  being  expressed  in  Washington. 

A Washington  symposium  of  national  business  and 
health  leaders,  during  a briefing  of  how  voluntary  cost 
containment  is  working  in  hospitals  and  among  physicians, 
heard  AMA  Executive  Vice-President  James  H.  Sammons, 
M.D.,  urge  the  Federal  government  not  to  interfere  and 
“play  games  with  the  nation’s  health.” 

Speaking  at  a think-tank  session  in  Washington,  D.C., 
sponsored  by  Arthur  D.  Little,  Inc.,  I)r.  Sammons  said  to 
some  extent  the  problems  currently  facing  the  health-care 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


industry  have  made  providers  “victims  of  our  own  success.” 

He  pointed  to  the  highest  quality  of  care  in  the  world  in  this 
country  and  the  rapid  explosion  of  medical  technology 
since  World  War  II. 

Health  care  is  going  to  be  expensive,  and  the  question 
must  be  asked  whether  benefits  can  be  expanded  without 
costing  more  money,  said  the  AMA  official.  Much  talk  has 
been  bruited  about  the  percentage  of  health  in  relation  to 
the  Gross  National  Product. 

“Is  8.6  percent  too  much  or  too  little?  What  is  an  in- 
telligent yardstick?” 

He  suggested  that  medical  people  make  medical  deci- 
sions, such  as  who  qualifies  for  renal  dialysis.  “Let’s  be 
sure  we  know  what  we’re  doing  when  we  do  it.” 

Dr.  Sammons  said  the  VE  (voluntary  effort)  is  suc- 
ceeding on  several  fronts  and  that  prospects  for  the  future 
look  good  and  “America’s  physicians  are  playing  a leading 
role  in  our  society’s  quest  to  keep  medical  costs  within 
reason.” 

He  noted  “the  dimensions  . . . and  the  dangers  ...  of 
certain  governmental  proposals  to  slap  arbitrary  and  ill- 
considered  cost  ceilings  on  our  medical  system.” 

“Most  people,  including  most  people  in  government, 
realize  that  when  it  comes  to  fashioning  enlightened  and 
enduring  answers  to  complex  problems  the  private  way  is 
by  far  the  better  way.” 

Paul  W.  Earle,  Executive  Director  of  the  VE,  said  VE  is 
a unique  national  coalition  formed  by  physicians  and 
hospitals  to  voluntarily  contain  health-care  costs. 

It  marks  the  “first  time  we  have  done  it  in  the  industry 
on  a coalition  basis.”  Often  the  groups  “fight  among 
themselves  but  we  are  now  joining  together  on  major 
tasks.” 

Earle  said  this  is  the  “only  industry  that  has  responded 
with  a massive,  nationwide  effort  to  President  Carter’s  call 
for  voluntary  restraint— ironic  inasmuch  as  the  Adminis- 
tration has  called  for  voluntary  restraint  but  is  pushing  for 
wage  and  price  controls  for  hospitals.” 

The  National  Steering  Committee  is  led  by  the  AMA, 
American  Hospital  Association,  and  the  Federation  of 
American  Hospitals. 

“And  we  are  getting  results  anyway  you  measure  it,”  Earle 
said,  noting  the  following  “rate  of  increase”  statistics: 

1976  19.1  percent 

1977  15.6  percent 

1st  half  of  1978  12.8  percent 

“Industry  is  doing  the  job,  demonstrating  its  responsi- 
bility and  we  don’t  need  the  Federal  government  telling  us 
what  to  do,”  he  asserted. 

Dr.  Sammons  noted  that  the  rate  of  increase  in  hospital 
expenditures  through  the  first  seven  months  of  1978  was 
12.8  percent,  well  below  the  1977  rate  of  15.6  percent  and'  ] 
the  lowest  since  1974  when  Federal  wage  and  price  controls 
were  ended. 

Dr.  Sammons  estimated  that  VE  has  saved  $900  million 

continued  on  page  144  J 
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Each  gram 
contains:  Aerosporin* 
(ftjlymyxin  B Sulfate)  5.000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base)  special  white  petrolatum  qs.  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa,  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis). traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  bums,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  bums,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended 

When  using  neomycin-containing  products  to  control 
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infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 

Appropriate  measures  should  be  taken  if  this  occurs 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 
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in  hospital  costs  in  the  fiscal  year  ending  in  September, 
1978.  He  further  estimated  that  it  will  save  $44  billion  by 
the  end  of  1983. 

* * * 

Government  health  planners  are  considering  a “pro- 
ductivity standards”  system  to  examine  the  efficiency  of 
physicians  and  hospitals. 

HEW  Secretary  Califano  said  such  standards  could  cut 
unnecessary  surgery,  make  better  use  of  expensive  ma- 
chinery, and  shorten  hospital  stays. 

“I  recognize  that  we  must  proceed  with  great  care  in 
attempting  to  set  standards  regarding  health  care  pro- 
ductivity,” he  said.  Any  such  move  should  not  infringe  on 
physicians'  relationships  with  patients,  he  said.  The 
National  Health  Planning  Council  was  asked  to  begin 
“careful  consideration  of  the  issues  raised  by  productivity 
standards.” 

Califano  did  not  go  into  detail  about  minimum  produc- 
tivity standards  in  a speech  at  the  annual  meeting  of  the 
Institute  of  Medicine,  a branch  of  the  National  Academy 
of  Sciences. 

“A  concern  with  productivity  presumes  a strong  doc- 
tor-patient relationship  characterized  by  human  caring,” 
he  said,  noting  that  physicians,  economists,  professional 
standards  groups,  hospitals,  nursing  homes,  and  other 
medical  facilities  would  contribute  to  the  set  of  stan- 
dards. 

With  the  “moonshot  age”  of  complex  medical  technology 
and  refined  special  skills  have  come  the  problems  of  un- 
necessary medical  procedures  and  a proliferation  of  facil- 
ities which  are  under-utilized,  said  Califano. 

He  noted  that  in  1975  there  were  more  than  three  hos- 
pital workers  per  patient  in  this  country  while  the  ratio  in 
West  Germany  was  one-to-one  and  two-to-one  in  Great 
Britain. 

According  to  the  Secretary,  nurse  practitioners  and 
physician  assistants  “could  handle  more  than  50  percent 
of  patient  visits  for  primary  care  problems  more  econom- 
ically— at  least  in  certain  settings — than  doctors.” 

* * * 

A broad-based  coalition  of  health  and  environmental 
groups  aimed  at  disease  prevention  was  proposed  by  Rep. 
Paul  Rogers  (D.,  Fla.)  who  declared  he’s  convinced  the 
coalition  will  perform  a valuable  role  in  informing  the 
public. 

The  tentatively-titled  National  Coalition  for  Disease 
Prevention  and  Environmental  Health  held  its  first 
strategy  and  organizational  meeting  in  Washington,  D.C., 
with  30  groups  forming  an  organizing  committee.  Rogers 
told  representatives  of  these  and  other  groups  that  he  in- 
tended to  play  an  active  role  in  supporting  the  Coalition, 
but  he  apparently  will  not  head  it.  Rogers,  retiring  this 
year  as  head  of  the  House  Commerce  Health  Subcommit- 
tee, said  he  would  announce  his  future  private  role  shortly, 
but  would  serve  the  Coalition  “for  free.” 

Some  140  national  groups  have  expressed  an  interest  in 
joining  the  group,  according  to  Rogers.  The  educational 
and  information  exchange  functions  of  the  Coalition  will 
be  critical,  he  said.  The  organized  groups  would  survey 
food,  the  safety  of  consumer  products,  the  purity  of  air  and 
water,  the  safety  of  the  work  place,  and  strive  for  a “less 
stressful  society.” 


The  HMO  (Health  Maintenance  Organization)  program, 
one  of  the  few  major  health  bills  of  the  last  congressional 
session  to  secure  enactment,  has  been  signed  into  law  by 
President  Carter. 

The  measure,  a prime  goal  of  the  Administration,  pro- 
vides a three-year  extension,  with  certain  amendments  to 
the  HMO  proposals. 

The  bill  authorizes  $31  million,  $65  million,  and  $68 
million  for  the  next  three  fiscal  years. 

The  maximum  amount  of  an  initial  development  grant 
that  can  be  made  was  increased  from  $1  million  to  $2  mil- 
lion beginning  in  fiscal  year  1980. 

The  government  can  make  loans  and  loan  guarantees  for 
the  acquisition  or  construction  of  ambulatory  health  care 
facilities  and  for  the  acquisition  of  equipment.  Loan 
guarantees  to  private  HMOs  can  only  be  for  projects  that 
will  serve  medically  underserved  populations.  The  loans 
made  or  guaranteed  for  an  ambulatory  health  care  facility 
cannot  be  more  than  $2.5  million. 

An  ambulatory  health  care  facility  was  defined  to  mean 
a health  care  facility  for  the  provision  of  diagnostic, 
treatment,  and  prevention  services  to  ambulatory  pa- 
tients. 

The  bill  provides  that  beginning  four  years  after  an 
HMO  becomes  qualified  it  may  not  enter  into  contracts 
with  physicians  other  than  members  of  the  HMO  staff, 
medical  groups,  or  individual  practice  associations  if  the 
amounts  paid  under  these  contracts  for  basic  and  supple- 
mental health  services  provided  by  physicians  exceed  15 
percent  of  the  total  estimated  amount  to  be  paid  by  the 
HMO  to  physicians  for  the  provision  of  basic  and  supple- 
mental physician  services.  The  percentage  is  increased 
to  30  percent  if  the  HMO  principally  serves  a rural  area. 

* * * 

The  AMA  has  announced  that  it  will  challenge  and  im- 
mediately appeal  a ruling  of  a FTC  (Federal  Trade  Com- 
mission) administrative  law  judge  that  charges  the  Asso- 
ciation with  restraining  physician  advertising  and  re- 
straining physician  participation  in  certain  health  delivery 
systems. 

“The  most  shocking  and  pervasive  attack  on  profes- 
sionalism found  in  Judge  Ernest  G.  Barnes’  ruling  is,  ‘Re- 
spondents (AMA.)  will  be  permitted  to  participate  in 
setting  ethical  guidelines  for  the  conduct  of  their  members, 
after  first  obtaining  the  permission  and  approval  of  the 
FTC,’  ” said  Robert  B.  Hunter,  M.D.,  Chairman  of  the 
AMA  Board  of  Trustees. 

“We  don’t  feel  that  lawyers,  dentists,  engineers,  and 
other  professionals,  labor  unions,  business  entities,  chari- 
table organizations,  state,  and  local  governmental  entities 
should  have  to  ask  the  Federal  Government  if  they  can 
issue  ethical  guidelines  to  their  members  and  what  those 
guidelines  should  say. 

“It  has  been  clear  throughout  the  entire  proceeding  that 
the  AMA  is  clearly  in  favor  of  physician  advertising  and  a 
free  flow  of  public  information  about  healt  h care  services,” 
Hunter  continued.  "We  are  opposed  to  false,  and  mis- 
leading advertising  and  its  adverse  impact  on  the  quality 
of  health  care  available  to  patients.” 

Testimony  presented  during  FTC  hearings  on  the  ad- 
vertising issue  has  shown  that  misleading  advertising  has 
led  patients  to  inadequate  and  harmful  treatment. 

continued  on  page  145 
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“The  current  abortion  issue  in  Chicago  acts  as  an  ex- 
cellent example  of  misleading  advertising  that  the  Asso- 
ciation opposes.” 

Judge  Barnes’  ruling  came  in  a case  brought  to  the 
Commission  three  years  ago  against  the  AMA,  the  Con- 
necticut State  Medical  Society,  and  the  New  Haven 
County  (Conn.)  Medical  Association.  The  FTC  contended 
that  the  three  organizations  agreed  to  prevent  or  hinder 
physicians  from  advertising  and  engaging  in  competitive 
practices. 

* ♦ * 


President  Carter  has  vetoed  legislation  to  extend  Federal 
aid  for  nurses’  education  for  two  years  with  a $400  million 
authorization.  The  American  Nurses  Association  said  his 
action  was  “discriminatory”  and  “short-sighted.” 

The  measure  had  passed  the  Senate  by  a unanimous 
voice  vote  and  was  approved  by  a 393-12  House  tally. 
President  Carter  previously  had  vetoed  a measure  that 
would  have  cut  off  nurses’  education  aid,  but  Congress  later 
overrode  the  veto. 

In  a brief  message,  Carter  said  prospects  are  for  sufficient 
nurses  without  the  need  for  Federal  support.  “At  a time 
of  urgent  need  for  budget  restraint  we  cannot  tolerate 
spending  for  any  but  truly  essential  purposes,”  the  Presi- 
dent said. 


A member  of  the  FTC  has  said  the  Commission  has  un- 
covered a “litany  of  abuses  and  of  chicanery  in  the  nursing 
home  industry  that  is  too  large  to  ignore,”  and  may  propose 
a crackdown. 

“Our  preliminary  investigation  at  the  FTC  revealed  in- 
stances in  which  a nursing  home  was  charging  drug  prices 
24  percent  higher  than  those  charged  by  independent 
pharmacies,”  said  Elizabeth  Dole. 

Mrs.  Dole,  wife  of  Senator  Robert  Dole  (R.,  Kans.)  told 
the  1978  Indiana  Governor’s  Conference  on  Aging  that  the 
Commission  is  considering  issuing  a trade  regulation  rule 
for  the  industry  to  require,  among  other  things,  exact  dis- 
closures of  prices  and  services. 


Present  status  of  antiviral  chemotherapy 

Only  3 antiviral  drugs  are  currently  licensed  in  the 
United  States.  These  include  2 drugs  for  herpes  simplex 
keratitis,  5-iodo-2-deoxyuridine  and  adenine  arabinoside. 
The  other  drugs  is  licensed  for  influenza  A:  amantadine 
hydrochloride.  A number  of  other  drugs  are  under  in- 
vestigation, however.  The  author  reviews  these  drugs  and 
lists  their  status  in  the  article.  Sever,  J.  L.:  Clin.  Proc.: 
Child.  Hosp.  Nat.  Med.  Ctr.  34:  44  (Mar./Apr.)  1978. 


WESTWARD 


DOUGH! 

OR 

howDOyou 
COVER  A 

Wagon? 

The  wild,  wild  West.  Land  of 
hope  and  opportunity  to  thousands 
of  courageous  settlers.  But,  if  it 
weren’t  for  the  dollars  of  thousands 
more  Americans  taking  stock  in  their 
country,  there  might  never  have 
been  a West  to  go  west  to. 

You  see,  money  raised  from  the 
sale  of  government  securities 
helped  us  purchase  the  Louisiana 
Territory  from  the  French.  Other 
securities  helped  buy  the  states  of 
California,  Nevada,  Utah,  western 
Colorado  and  most  of  New  Mexico 
and  Arizona  from  Mexico.  Even 
settlement  of  the  Oregon  Territory 
was  made  possible  through  the 
issuance  of  United  States  securities. 

Today,  you  can  still  take  stock 
in  your  country’s  growth  by  buying 
U.  S.  Savings  Bonds. 

Just  sign  up  for  the  Payroll 
Savings  Plan  where  you  work. 
There’s  no  easier,  safer  way  to  save 
or  help  your  country.  After  all, 

U.  S.  Savings  Bonds  are  still  a great 
way  for  you  to  go  West.  Or  East, 
North  and  South. 

Now  E Bonds  pay  6%  interest  when  held 
to  maturity  of  5 years  (4!4%  the  first 
year).  Interest  is  not  subject  to  state  or 
local  income  taxes,  and  federal  tax  may  be 
deferred  until  redemption. 
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FOOD-BORNE  DISEASE 


Edmund  A.  Zottola,  Ph.D. 

Professor,  Food  Microbiology 
Department  of  Food  Science 
and  Nutrition 
University  of  Minnesota 
St.  Paul,  Minnesota 

Do  you  enjoy  eating  raw  ham- 
burger? Do  you  occasionally  taste 
uncooked,  ground  meat  while  pre- 
paring a meal?  Has  this  unconscious 
habit  of  yours  ever  resulted  in  an 
unexpected  illness?  If  not,  you  are 
luckier  than  several  homemakers  in 
the  Western  United  States  who,  as 
they  prepared  their  family  dinner  of 
ground  meat,  sampled  a bite  of  the 
raw,  ground  meat.  A few  days  later, 
they  became  ill  with  severe  diarrhea. 
Some  required  hospitalization.  They 
had  contracted  Salmonellosis,  a type 
of  food-borne  disease  common  in  the 
United  States  today.  Their  families  ate 
only  the  cooked  meat  and  did  not 
become  sick  as  the  heat  involved  in 
the  cooking  killed  the  bacteria  that 
caused  the  symptoms.  (1 ) 

How  would  you  like  to  be  on  a 
transcontinental  flight  for  many  hours 
and  suddenly  have  severe  stomach 
cramps,  nausea,  vomiting  and  ex- 
plosive diarrhea  with  100  or  sc  fellow 
passengers?  It  would  not  be  a very 
pleasant  experience. (2)  Well,  it  has 
happened  on  several  occasions.  The 
cause  is  Staphylococcus  aureus.  This 
bacteria  probably  causes  more  cases 
of  food-borne  disease  in  the  United 
States  than  any  other  microorganism. 

Many  such  instances  of  food-borne 
disease  probably  occur  each  day  all 
over  the  United  States  but  they  may  go 
unrecognized  or  undiagnosed  or 
passed  off  as  “stomach-flu",  a “virus" 
or  something  that’s  going  around.  The 
Center  for  Disease  Control  (CDC)  in 
Atlanta,  Georgia,  is  the  agency 
responsible  for  reporting  outbreaks  of 
food-borne  disease.  Their  activities 
depend  upon  reporting  agencies  in  the 
50  states  and  numerous  municipalities 
throughout  the  United  States.  The 
CDC  estimates  that  only  10%  of  the 
outbreaks  of  food-borne  disease  that 
occur  each  year  are  reported.  If  that 
assumption  is  true,  then  over  2 miilion 
individuals  each  year  suffer  from  some 
type  of  food-borne  disease. 

The  two  stories  above,  Salmonel- 
losis from  raw  hamburger  and  the 
outbreak  of  staphylococcal  food 


poisoning  on  theaircraft,  are  examples 
of  two  different  types  of  food-borne 
disease.  These  are:  food-borne  infec- 
tion when  specific  bacteria  are  present 
in  the  food.  After  you  eat  the  food,  the 
bacteria  grow  in  your  intestines  and 
bring  about  illness.  Only  a few 
bacteria  are  necessary  to  establish  the 
infection.  The  second  is  food  intoxi- 
cation when  specific  bacteria  grow  in 
the  food  and  produce  a toxin  or 
poison.  When  you  eat  the  food,  this 
poison  causes  illness. 

Food-Borne  Infection 

Salmonellosis  is  a food-infection.  In 
this  type  of  outbreak,  the  food  serves 
as  a carrier  of  the  causitive  bacteria, 
Salmonellae  species.  Growth  of  the 
microorganism  in  the  food  is  not 
necessary  for  the  illness  to  occur  But 
growth  in  the  food  increases  the 
likelihood  of  infection  resulting.  The 
organism  grows  in  the  gastrointestinal 
tract  releasing  an  endotoxin,  which 
causes  the  symptoms.  Onset  of 
symptoms  is  related  to  the  number  of 
bacteria  ingested  with  the  food,  the 
greater  the  number  of  cells  (millions 
per  gram  of  food),  the  faster  the  onset 
of  symptoms.  Generally,  occuririg 
anywhere  from  8 to  72  hours  after 
ingestion  of  the  contaminated  food, 
Salmonellosis  is  characterized  by  an 
abrupt  onset  of  diarrhea,  nausea, 
abdominal  pain,  prostration,  chills, 
fever  and  vomiting.  Symptom  intensity 
varies  from  slight  to  severe  discomfort 
and,  in  extreme  cases,  can  result  in 
death.  The  mortality  rate  is  low  (less 
than  1 percent)  and  is  generally 
confined  to  infants,  older  people  and 
those  suffering  from  other  diseases. 

The  microbe,  which  causes  Sal- 
monellosis, may  be  any  one  of  over 
1,600  different  serotypes  that  have 
been  identified.  Cultivation,  isolation 
and  identification  in  a microbiological 
laboratory  requires  several  days  and 
eventually  serotyping  with  known  anti- 
sera to  positively  identify  the  specific 
serotype.  It  is  not  a difficult  task  but 
requires  a working  knowledge  of 
microbiological  techniques  and  lab- 
oratory experience. 

The  organism  is  an  irfhabitant  of  the 
intestinal  tract  of  warm  and  cold- 
blooded animals.  It  is  usually 
associated  with  fecal  material  but  can 
also  be  isolated  from  non-fecal 
material  as  well.  Bryan  in  his  summary 
on  "The  Status  of  Food-borne  Disease 
in  the  United  States"  suggests  ttiat 


current  epidemiologic  evidences  in- 
dicates that  domestic  farm  animals 
are  major  sources  of  Salmonellae.  (3) 
The  Salmonella  cycle  consists  of 
animals  becoming  infected  from  feed 
or  from  the  farm  environment,  i.e., 
manure  from  previously  infected 
animals.  The  contamination  increases 
as  the  animals  are  transported  to 
abbatoirs,  kept  in  pens  with  other 
animals  and  eventually  slaughtered  In 
this  situation,  one  infected  animal  can 
contaminate  many.  After  slaughter, 
the  offal  (G.l.  tract,  stomach,  hoofs, 
bones,  etc.)  are  used  as  protein 
sources  for  animal  feed.  These  waste 
products  are  frequently  contaminated 
with  Salmonella  and,  subsequently, 
the  animal  feed  is  contaminated  and 
the  cycle  continues. 

In  order  for  the  outbreak  of  Sal- 
monellosis to  occur,  the  food,  when 
consumed,  must  be  contaminated 
with  Salmonella  in  any  of  the  following 
ways:  (a)  food  contaminated  with 
fecal  matter  during  processing,  (b) 
contaminated  raw  foods,  such  as 
hamburger  in  the  above  example, 
consumed  raw  or  used  in  prepared 
foods  that  receive  no  further  heat 
treatment,  or  are  given  heat  treatment 
insufficient  to  destroy  the  Salmon- 
ellae, (c)  cooked,  prepared  foods 
contaminated  from  unclean  equipment 
previously  used  to  handle  raw  food 
and  (d)  workers,  who  previously 
handled  raw  food  or  who  may  be 
cairiers,  with  poor  personal  hygiene 
practices. (3) 

Once  the  food  is  contaminated, 
further  mishandling,  such  as  improper 
storage  temperature,  allows  the 
Salmonellae  organisms  to  grow  to 
numbers  sufficient  to  cause  the 
illness.  Growth  is  not  always  nec- 
essary as  small  numbers  of  several 
serotypes  can  cause  the  illness.  Two 
factors  lead  to  outbreaks  of  food- 
borne  Salmonellosis;  the  first,  con- 
tamination of  the  food  with  the 
microbe  and  second,  mishandling  of 
the  food  allowing  growth  to  occur 
Obviously,  the  food  must  be 
ingested  before  the  illness  results. 
Growth  of  these  bacteria  in  the  food 
does  not  alter  the  flavor,  aroma, 
appearance  and  taste  of  the  food  n 
any  way.  The  only  way  to  ascertain  the 
presence  of  Salmonellae  in  foods  is  by 
proper  microbiological  analysis  in  a 
laboratory  accustomed  to  working 
with  food. (4) 
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Control  ol  outbreaks  of  Salmon- 
ellosis is  dependent  upon  interrupting 
the  Salmonella  cycle  described  pre- 
viously. If  this  cycle  of  infection  can 
be  broken  in  several  places,  then  a 
reduction  in  numbers  of  outbreaks  of 
Salmonellosis  will  occur.  Regulatory 
agencies  are  attempting  to  reduce  the 
occurences  of  Salmonellosis  by  con- 
trolling several  of  the  possible  sources 
in  the  cycle.  But  to  achieve  this 
control  will  require  the  cooperation  of 
all  who  are  interested  in  a safe  food 
supply. 


Clostridium  perfringens 
food-borne  illness 

How  would  you  like  to  purchase 
13,500  get-well  cards?  Improper  hand- 
ling of  beef  used  in  a school  program 
resulted  in  this  many  cases  of 
Clostridium  perfringens  food-borne 
illness. (5)  The  beef  had  been  cooked 
the  day  before  serving,  improperly 
cooled  overnight  and  inadequately 
cooked  before  serving— two  important 
factors  which  contribute  to  outbreaks 
of  this  type  of  food-borne  disease. 

This  illness  is  not  as  easily  class- 
ified as  an  infection  or  intoxication  as 
the  two  previously  mentioned.  Both 
elements  of  infection  and  intoxication 
are  involved.  Extensive  growth  of  this 
microbe  in  the  food  is  necessary 
before  illness  will  result.  Once 
ingested,  the  organism  continues  to 
grow  in  the  intestinal  tract  producing 
spores.  When  the  spores  are  formed,  a 
toxic  substance  is  released,  which 
causes  the  symptoms. 

In  comparison  to  other  forms  of 
food-borne  illness,  C.  perfringens 
food-borne  illness  is  a relatively  mild 
one.  The  symptoms  are  intestinal  gas, 
diarrhea,  cramps,  occasional  nausea 
and  rarely  fever  or  vomiting.  How 
many  times  have  you  been  affected 
with  similar  ones  and  passed  them  off 
as  a virus  or  something  that's  going 
around? 

This  particular  food-borne  illness 
has  been  tagged  as  a problem  of  the 
food  service  industry.  Reported  out- 
breaks are  generally  associated  with 
banquets,  picnics  and  meals  that  are 
served  at  large  gatherings  of  people.  It 
is  most  generally  caused  by  food  that 
is  prepared  in  advance  and  kept  warm 
until  served. (5) 


The  microorganism  involved,  Clos- 
Iridium  perfringens,  is  an  anaerobic, 
spore-forming  rod  with  rather  fas- 
tidious nutritional  requirements.  It 
requires  several  preformed  amino 
acids  and  vitamins  for  growth.  Few 
foods,  other  than  meat,  poultry,  soups 
and  gravies  made  from  these  foods, 
contain  these  necessary  growth 
factors.  Since  this  microbe  also  forms 
spores,  it  can  survive  cooking. 

The  conditions  needed  for  an  out- 
break of  C perfringens  food-borne 
illness  to  occur  are:  1)  the  food  must 
contain  C perfringens,  2)  the  food 
must  be  suitable  for  its  growth,  3) 
temperature  of  the  food  must  be 
suitable  for  its  growth,  4)  there  must 
be  sufficient  time  for  growth  to  occur 
and  5)  the  contaminated  food  must  be 
eaten. 

Outbreaks  of  C.  perfringens  food- 
borne  illness  can  be  prevented  by 
following  the  guidelines  given  below. 

1 . Preparing  food  several  hours  or  a 
day  before  serving  is  hazardous 
and  should  be  avoided. 

2.  Leftover,  cooked  meat  should  not 
be  merely  warmed  up  but  heated 
to  at  least  165°F.,  internal  tem- 
perature, to  destroy  vegetative 
cells  of  C.  perfringens.  Or,  cut  the 
meat  into  small  pieces  and  boil  it 
until  the  meat  is  completely 
heated  to  assure  destruction  of 
vegetative  cells. 

3.  Once  reheated,  leftover  foods 
should  be  eaten  while  hot  or  kept 
hot  until  consumed. 

4.  Food  to  be  served  hot  should  be 
kept  above  140°F.  until  served. 

5.  All  foods  not  eaten  while  hot  or 
that  cannot  be  held  at  140°F. 
must  be  chilled  rapidly  and  re- 
frigerated at  45° F.  or  below. 

6.  Never  allow  hot  foods  to  cool 
slowly  to  room  temperatures  be- 
fore refrigerating.  The  slow  cool- 
ing period  provides  an  ideal 
growth  temperature  for  the  bac- 
teria. 

7.  Room  temperature  should  not  be 
used  to  cool  foocis.  Mechanical 
refrigeration,  particularly  large 
walk-in  type  rooms  with  circ- 
ulating air,  are  more  efficient  for 
rapidly  cooling  food. 

8.  Poods  should  be  refrigerated 
immediately  after  removal  from  a 
steam  table  or  warming  oven. 


9.  Food  in  shallow  pans  cools  much 
faster  than  food  in  deep  pans.  Ice 
baths  or  cold  running  water  also 
can  be  used  to  rapidly  cool  food 
for  storage. 

Observation  of  these  precautions 
will  not  only  help  prevent  outbreaks  of 
Clostridium  perfringens  food-borne 
illness  but  also  others  such,  as 
salmonellosis  and  staphylococcus 
food  poisoning.  In  addition,  food 
spoilage  caused  by  the  growth  of 
other  types  of  bacteria  will  be 
minimized. 
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Army  Medicine 
wants  more  doctors 
who  specialize. 

If  you’re  a physician  specializing  in  pediatrics,  anesthesiology,  radiology,  or 
internal  medicine,  we’ve  got  a full  range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from  non- 
medical distractions  as  it’s  possible  for  a practice  to  be.  If  you’re  a doctor  who’s 
more  interested  in  practicing  medicine  than  the  running  of  a practice,  Army 
Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical  Counselor 
and  he  will  discuss  specific  assignment  opportunities  with  you. 

Counselor/Phone  Number 

Captain  Kenneth  Ledford  (315)  423-5447 

or  w 

Captain  David  Stanton  (516)  538-7066 

Army  Medicine.  The  practice  that’s  practically  all  medicine. 


EQUIPMENT— CONT’D 


GIVE, 

TO  HELP  OTHERS. 


CARE-  New  York,  N Y.  10016  or  regional  offices 


EQUIPMENT 


OLYMPUS  ENDOSCOPES:  2 yr.  old  bronchoscope  with  accessories  in  excellent 
condition;  multi  channel  light  source  available;  1 yr.  old  gastroscope  with  all  ac- 
cessories in  excellent  condition;  Oarlens  mediastinoscope  with  accessories.  Dept. 
691,  c/o  NYSJM. 


TOPCON  “GOLDMAN"  PROJECTION  PERIMETER,  model  SBP-11  witl 
Autorecord  for  sale.  Complete  with  reliance  table,  color  filters,  lens  holder 
supply  of  paper.  Like  new  condition.  Best  offer  over  $3,000.  (914)  89f 

9280. 


MISCELLANEOUS 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT  TACTFUL  YET  SUC 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  fo 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036 
(212) 730-0069 


CPA- ACCOUNTING,  TAX  PLANNING,  PREPARATION  RETURNS,  I.R.S 
audits,  business  advice.  Mr.  Morgenstern  serving  individual  needs  of  physicians 
for  over  a decade.  Started  in  accounting  in  1960.  Pension,  profit  sharing  plans 
estate  planning.  Will  work  with  vour  attorney.  Moses  Morgenstern,  P.C.,  CPA 
(212)  793-2135. 


POSITIONS  WANTED 


RHEUMATOLOGIST-INTERNIST:  age  29,  AOA,  ABIM  certified,  rheumatolog; 
Board  eligible.  Excellent  university  clinical  training.  Seeks  association  witl 
internal  medicine  specialty  group/partnership  in  southeastern  portion  of  N Y 
State.  Prefer  Metropolitan  New  York  area.  Available  July  1979.  Dept.  690 
c/o  NYSJM. 


INTERNIST,  27  years  old,  energetic,  university  trained,  seeks  group  practice  op- 
portunity on  Long  Island  as  of  July  1979.  Write:  Stephen  Atlas,  M I).,  1 59 
Hawthorne  Ave..  Central  Islip,  N.Y.  1 1722. 
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RACTICES  AVAILABLE 


HUNTINGTON,  N.Y.  Retiring.  Office  equipment  and  practice  for  sale.  Sep- 
arate residence  overlooking  Huntington  Harbor.  Wooded  one  acre.  Four 
bedrooms,  3%  baths.  Call  evenings  (516)  421-4402. 


PHYSICIAN’S  OPPORTUNITY.  TAKEOVER  30  year  practice.  No  Medicaid. 
Safest  neighborhood  Brooklyn.  Fully  equipped  office  with  X-ray.  EKG.  Rea- 
sonable rent.  Easy  access  to  all  transit  lines  and  highways.  Doctor  retiring.  Call 
evenings  (212)  465-6964. 


ORTHOPEDICS 

GENERAL/FAMILY 

PRACTITIONER 

OPHTHALMOLOGIST 


'OR  SALE:  LUCRATIVE  PRACTICE  (general-family  medicine),  30  years  old, 
in  Spencerport— Rochester.  N.Y  Fully  equipped  office  and  3-bedroom  house 
combined.  Will  introduce.  46  Coleman  Ave.,  Spencerport,  N.Y.  14559.  Call 
(716)  352-4411;  weekends  call  (716)  352-0818. 


FOR  SALE:  LONG  ESTABLISHED,  Upper  East  Side,  bariatric  (weight  control) 
practice.  Good  gross;  growth  potential.  Doctor  relocating  out  of  state.  Dept. 

697,  c/o  NYSJM. 

Doctor's  office  for  sale.  Glens  Falls.  N.Y.  in  the  lovely  Adirondacks;  excellent  ed- 
ucational. recreational,  and  social  opportunities;  near  400  bed  Cdens  Falls 
Community  Hospital— open  staff.  General  practice  25  years,  retiring.  Fully 
equipped,  well  furnished  6 room  office  with  income  producing  apartment,  3 car 
garage.  Available  January  1.  1979.  (518)  792-2139 or  (518)  i92-4912. 


>HYSICIANS  WANTED 


OBSTETRICIAN-GYNECOLOGIST:  for  prepaid  multi-specialty  medical  group 
on  Staten  Island,  N.Y.  Salary  competitive;  good  fringe  benefits;  partnership 
available  in  two  years.  Include  complete  curriculum  vitae  in  reply  to  Staten 
Island  Medical  Group.  307  Victory  Blvd..  Staten  Island.  N.5  . 10301. 

INTERNIST  FOR  PREPAID  MEDICAL  GROUP.  Salary  competitive.  Usual 
fringe  benefits.  Partnership  available  in  two  years.  Include  complete  Curriculum 
in  reply  to  Staten  Island  Medical  Group,  307  Victory  Blvd..  Staten  Island.  N.Y 
10301.' 


Family  Health  Program,  a Federally-qualified  HMO  lo- 
cated in  the  Southern  California  area,  provides  each 
physician  with  an  excellent  income  and  benefit  pack- 
age, a very  lucrative  moving  allowance,  and  the  oppor- 
tunity to  practice  in  a totally  worry-free  atmosphere 

Our  medical  centers  are  located  near  beautiful  beach 
resort  areas  and  mountains  The  combination  of  moun- 
tain retreats  and  white  sandy  beaches  and  an  excellent 
year  round  climate  offer  unlimited  recreational  oppor- 
tunities. 

FHP  is  looking  for  several  physicians  to  work  in  one  of 
its  modern  medical  facilities  For  more  information, 
write  or  call  collect: 


FHP 


George  Weeman  (213)  421-4512 

FAMILY  HEALTH  PROGRAM,  INC. 

2925  North  Palo  Verde  Avenue 
Long  Beach,  California  90815 


ALLERGIST  NEEDED  for  multi-specialty  building  in  Staten  Island.  New  York 
City.  Ready  made  practice.  Immediate  occupancy.  Dept.  682.  c/o  NYSJM. 

EMERGENCY  ROOM.  OUTPATIENT  DEPARTMENT  physician  needed  im- 
mediately, 320  bed.  modern,  general  hospital  with  complete  facilities  from  car- 
diovascular surgery  to  a neonatal  intensive  care  unit;  excellent  salary  and  fringe 
benefits  including  retirement,  malpractice,  disability  and  supplemental  life  in- 
■ surance;  population  area  150,000  plus;  modern  town,  excellent  schools  and  college; 
near  Finger  Lakes.  Charles  H.  Kinley,  M.D..  Director,  Emergency/Outpatient 
Department,  Arnot-Ogden  Memorial  Hospital.  Elmira,  New  York  14901.  (607) 
737-4256. 

PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York.  New  Jersey.  Connecticut  permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited  For  further  info  contact: 
Karrey  Associates,  agency  for  Execu-Med.  23-25  East  26th  St..  New  York. 
N.Y.  10010.  Telephone:  (212)  532-7625. 


INTERNIST.  PEDIATRICIAN  & OBSTETRICIAN-GYNECOLOGIST:  Board 
eligible/certified.  To  join  multispecialty,  prepaid,  federally  qualified  HMO. 
Exciting,  inovative  practices,  active  in  resident  educational  programs.  Com- 
petitive salaries  and  top  fringe  benefits.  Send  curriculum  vitae  to:  James 
Roberts.  M.D..  800  Carter  St..  Rochester.  N.Y.  14621. 


r 


CLOSE  TO  THE  BIG  APPLE 

but  not  in  it! 


\ 


Partnerships  available  in  family  practice  offices  in  this 
suburban  community  of  50,000  people  located  on  the 
South  Shore  of  Long  Island  on  the  Atlantic  Ocean.  50 
minutes  from  New  York  City.  Appointment  available  to 
Medical  Staff  of  170  bed,  fully  accredited,  general  hos- 
pital. All  water  sports  and  recreational  activities  at  your 
door  step  as  well  as  the  cultural  advantages  of  New  York, 
a short  drive  away.  Quality  public,  private  and  religious 
schools  within  community. 

For  detailed  information  write:  Dept.  696,  d o New  York 
State  Journal  of  Medicine. 


ORTHOPEDIST  for  a lar^e  prepaid  medical  group.  Board  eligible  or  certified, 
full  time;  other  orthopedists  on  staff.  Excellent  fringe  benefits.  Partnership 
available  in  two  years.  Include  complete  curriculum  in  reply  to  Staten  Island 
Medical  Group,  307  Victory  Blvd.,  Staten  Island.  N.Y.  10301. 


STATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  and  is  located  near  S.  I.  -Ferry , all  transportation,  schools,  city  buildings 
and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otolaryn- 
gologist. general  practitioner,  internist,  pediatrician  and  ophthalmologist.  For 
further  information  contact  Rudy  (212)  448-0100. 


f NEEMA  EMERGENCY  MEDICAL  ^ 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency 
physician  group  throughout  Pa..  N.Y.,  N.J.,  Mich,  and  Southeastern 
U S.  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
service  with  minimum  guarantee  provided.  Malpractice  paid.  Practice 
credits  towards  board  certification.  Physician  department  directors 
also  desired.  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste. 

V 400,  399  Market  St.,  Phila. . PA  19106  or  phone  215-925-3511.  y 
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THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  7 
courses  in  the 
growing 

health  care  field: 

Med.  Asst.,  Dental  Asst. 
Med.  Lab. Technician, 
Geriatric  & Pediatric 
Aide  (Nurse’s  Aide), 
Med.  & Dent.  Secy., 
EKG  Technician, 

Legal  Assistant. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


c&fe  cWestcliester~ School 


I ( >K  I’ARAPKt  >1  I SSK  >NAI  I RAINING  - 
130  ( )nMri<>  Si  . Alb.mv,  N.Y  12200  • ( 5 1 K ) 402-6021 
1 N.  Bro.ulu.iv,  Whin-  Plains.  N Y 10001  . (014)  428-1960 
275  Krondhnllnu  Kd  (Kic  1 10).  Melville.  N.Y  1 1740  ■ (510)  752-1000 


PHYSICIANS  WANTED— CONT  D 


PHYSICIANS  WANTED— CONT  D 


IEA1 


FAMILY  PHYSICIAN/GENERAL  PRACTITIONER  to  join  Board  certified 
family  practitioner  in  central  Adirondack  community.  Established  practice  out 
of  a modern,  well  equipped,  well  staf  fed  health  center,  surrounded  by  nature  with 
year  round  recreational  possibilities.  Write  or  call  Mark  Webster,  M.D.,  Town 
of  Webb  Health  Center,  Old  Forge,  New  York  13420.  (315)  369-6479. 


THORACIC  RESIDENCY:  Approved  residency  in  thoracic  and  cardiovascular 
surgery  available  at  large  metropolitan  center  near  N.Y.  City:  520-bed  hospital 
with  very  active  open  heart;  genera!  thoracic  surgery  and  pacemaker  programs; 
candidate  must  have  completed  general  surgery  training;  good  salary;  BC/BS 
and  dental  plan,  4 weeks  vacat  ion;  comfortable  apts.  on  premises  if  desired.  Dept. 
692,  c/o  NYSJM. 


NEPHROLOGY  FELLOWSHIPS  AVAILABLE  JULY  1,  1979:  Strong  clinical 
emphasis,  acute  and  chronic  dialysis.  Acid-base  electrolytes,  biopsy,  and 
transplantation.  Contact:  Godfrey  C.  Burns,  M.D.,  St.  Vincent’s  Hospital  & 
Medical  Center,  New  York,  N.Y.  1001 1.  (212)  790-8322. 


ENT,  WHITE  PLAINS,  N.Y.  Only  3 offices  serving  area.  Excellent  opportunity 
for  starting  practice  or  satellite  office.  Prime  space  available;  professional 
building  near  White  Plains  Hospital.  (914)  946-3737. 


OPHTHALMOLOGIST.  GENERAL  OPHTHALMOLOGY.  Proficient  A.C. 
surgery  and  I.O.  Lens.  Nassau  County;  convenient  to  N.Y.C.  Good  local  hos- 
pitals. Partnership  after  1 vr;  complete  control  after  3 years.  High  gross  and 
net.  Wish  to  retire.  Terms  open.  Can  wait  for ’79  graduate.  Reply  to  Dept. 
693,  c/o  NYSJM. 


PHYSICIANS  NEEDED  FOR  85  SUMMER  CAMPS  for  children,  located  in 
Northeastern  States,  July  and  August,  or  a single  month.  Write  to:  Association 
of  Independent  Camps,  55  West  42nd  St.,  New  York,  N.Y.  10036. 


iff 


EMERGENCY  ROOM  PHYSICIANS.  American  trained,  licensed  M.D.’s  (3) 
wanted  to  join  group  for  emergency  room  coverage.  Positions  available  July  1st. 
Must  give  1-year  contract;  prefer  general  practice  residency  exposure.  Small 
community  hospital  located  90  miles  from  N.Y.C.  114-beds;  light  case  load; 
approximately  44  hours  per  week.  Excellent  salary,  plus  vacation/educational 
benefits  and  health  insurance  package.  Excellent  working  conditions.  Contact: 
Karen  M.  Campbell,  Director  of  Personnel  Services,  Northern  Dutchess  Hospital, 
Rhinebeck,  N.Y.  12572. 


PHYSICIAN  DURING  JULY  AND  AUGUST,  1979  for  children’s  camp  located 
at  Beach  Lake,  Pa.,  accommodates  350  campers,  ages  6-16;  complete  modern 
health  center;  2 R.N.s  in  attendance;  will  accept  one  M.D.  for  each  month;  no 
children  accepted  who  are  of  camp  age.  Camp  opens  June  28  and  closes  August 
23.  Private  room  and  facilities.  Write,  and  include  your  phone  number,  to 
Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brooklyn,  N.Y. 
11201. 


OB-GYN:  TWO  BOARD  CERTIFIED/ELIGIBLE  OB-BYN  doctors  for 

charming  mid-south  city.  To  work  in  active  outpatient,  surgical  facility  and  also 
develop  private  practice.  Guaranteed  minimum  with  many  extras.  Dept.  689, 
c/o  NYSJM. 


F.P.’s  or  G.P.’s  with  or  without  surgical  abilities,  needed  in  Central  N.Y.,  small 
industrial  town,  approx.  25  miles  from  a medical  center.  We  have  a modern, 
100-bed  hospital  with  capacity  to  expand.  We  want  top  quality  people  and  will 
promise  a rewarding,  satisfying  future  away  from  the  maddening  crowd.  Join 
us,  we  will  grow  together.  Contact  Stuart  Trust,  M.D.,  F.A.A.P.,  A.L.  Lee  Me- 
morial Hospital,  Fulton,  N.Y.  13069,  (315)  592-2224,  ex-213. 


I1 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  2-man  consultation 
practice  in  Rockville  Centre,  Long  Island,  N.Y.  Good  hospital  facilities.  Sub- 
specialty  desirable  but  not  essential.  First  year  salary.  Partnership  second  year. 
Dept.  694,  c/o  NYSJM. 


PHYSICIAN  OPENINGS  full  time  or  part  time.  Must  possess  a New  York  State 
license,  or  be  licensed  by  another  State  and  possess  a New  York  State  limited 
permit,  or  possess  a Canadian  license  issued  on  the  basis  of  a written  examination 
and  a New  York  State  limited  permit.  Craig  Development  Center,  located  in 
scenic  upstate  New  York,  provides  services  to  mentally  retarded,  developmental^ 
disabled  residents  of  the  State-owned  facility.  Fringe  benefits.  Opening  salaries 
range  from  $29,340  to  $37,144.  depending  on  qualifications.  Send  resume  to: 
Nadene  D Hunter,  M.D.,  Director,  Craig  Development  Center,  Sonvea,  New  York 
14556. 


BOARD  CERTIFIED  ANESTHESIOLOGIST  for  northern  New  York  college 
community;  95  bed  general  hospital  that  serves  a population  of  50,000  plus. 
Excellent  earnings  opportunity.  Hospital  fully  accredited  by  JCAH,  Medicare, 
New  York  State  Department  of  Health.  Write  Dept.  695,  c/o  NYSJM. 


Research  Project  in 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details. 


INTERNISTS,  FLIGHT,  GENERAL,  ORTHOPEDIC  SURGEONS,  radiologists; 
primary  care  physicians.  Positions  available  in  U.S.  and  overseas.  Multispec- 
ialty hospital  and  clinic  group  practices,  staff  and  facilities  supplied,  malpractice 
insurance  covered.  Competitive  salaries,  fringe  and  retirement  benefits.  Two 
and  three  year  contracts  available.  For  foreign  medical  graduates;  ECFMG,  Flex 
or  state  license,  U.S.  graduate  medical  education,  and  1-151  card  required.  For 
further  information,  physicians  in  the  following  New  York  State  counties:  Al- 
bany, Clinton,  Columbia,  Delaware,  Dutchess,  Essex,  Franklin,  Fulton,  Greene, 
Hamilton,  Montgomery,  Otsego,  Rensselaer,  Saratoga,  Schenectady,  Schoharie, 
Ulster,  Warren,  Washington,  please  contact:  Medical  Programs  Office,  U.S. 
Navy,  O'Brien  Federal  Bldg.,  Albany,  N.Y.  12207.  (518)  472-4424. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


41\  KOOM  l’ROFKSSIONAI.  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos 
pitals.  Call  (212)  297-4140. 


DOC  I OKS  OFFICE  SPEC1AI.IS  I FOR  PROMI’I  EFFICIENT  .SERVICE 
in  rmiing  or  subletting  a Manhattan.  NVC  professional  office,  or  to  buy.  sell 
or  appraise  a co  op,  contact  Nathan  H Friedman  of  Douglas  Klliman  Oibbons 
& Ives,  Inc  . T4.‘>  Fifth  Ave  ,N  1 N N (2121  832  5571 


MANHATTAN'S  EAST  SIDE,  l i t EAST  7 3RD  ST..  N V 0 LEXINGTON 
Professional  Center.  Inc  Part  time  & full  time  medical,  dental,  psychiatric- 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning  X rav  4;  clinical  laboratory  on  premises  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


DOCTOR’S  OFFICES  FOR  RENT  by  the  hour  or  full  time.  Modern  medical 
building  equipped  for  out-patient  diagnostic  work-up  and  ambulatory  surgery. 
Ideal  for  medical  and  surgical  specialists.  42-78  Main  St..  Flushing,  N.Y.  (212) 
539-8800. 


BROOKLYN,  AT  KINOS  PLAZA:  Medical  building  now  renting.  All  details 
available.  Call  (212)  287-9756. 


I WISH  TO  RENT  AN  OFFICE  to  a physician  or  group.  I will  alter  the  premises, 
based  upon  their  desires.  Located  at  East  Northport,  Long  Island,  this  is  on  the 
North  Shore  of  Western  Suffolk  County,  New  York.  Robert  Smirnow,  D.D.S., 
7 Pulaski  Rd.,  East  Northport,  N.Y.  11731.  (516)  261-1068. 


LOCKWOOD  MEDICAL  PAVILION.  NEW  ROCHELLE,  N.Y.  -January  occu 
pancy  in  newly  constructed  professional  building  with  ample  off-street  parking. 
Immediately  adjacent  to  New  Rochelle  Hospital  Medical  Center  and  with  ready 
access  to  N.E.  Thruway;  10  minutes  from  N.Y  C.  Some  space  still  available  which 
can  be  designed  for  any  specialty.  Phone:  Joseph  Clifford  (914)  834-0100,  or 
Charles  Miller  (212)  687-1777. 


WHITE  PLAINS,  NEW  YORK.  SURGICAL  SUBSPECIALTIES  needed.  Fully- 
furnished  with  all  new  diagnostic  equipment  Space  available  new  professional 
building  near  hospitals.  By  month,  week,  day  or  hour;  secretary/technician 
provided  if  desired.  Lab  and  X-rav  facility-  in  building.  Write  Dept.  687,  c/o 
NYSJM. 


FOR  SALE:  MAGNIFICIENT  RESIDENTIAL  ESTATE  in  the  incomparable 
Round  Hill  section  of  the  Town  of  Greenwhich,  Conn,  in  suburban  New  York. 
19-room,  stately  mansion  commanding  a glorious  hill-top  view,  approximately 
six  acres  of  rolling  landscaped  grounds,  5-car  garage,  deluxe  chauffeur's  apart - 
i ment,  heated,  custom-designed  swimming  pool,  all-weather  tennis  court,  pavil- 
lion,  private  gasoline  station,  etc.  $595,000.  K.  Mustafa,  M.D.  Days  (212) 
579-5213/4;  evenings  weekends  (203)  869-8719/8427. 


SMITHTOWN-NESCONSET:  1200  sq.  ft.  available  in  new  professional  building. 
Join  established  dentist,  internist  and  neurologist.  Ideal  any  other  specialty. 
(516)  724-4220. 


MEDICAL  SUITE,  WHITE  PLAINS,  N.Y.  New  professional  building  near  VV1 
Plains  Hospital.  Prime  space,  footage  flexible.  (914)  949-0555,  or  946-373 


FRANKLIN  SQUARE,  LONG  ISLAND:  New  medical  building;  suites  of  1200 
sq.  ft.  or  divided  to  suit.  Custom  partitioning.  Rear  handicap  ramp;  ample 
parking.  Private  bathrooms  and  front  entrances.  Basement.  Individually 
controlled  air  condition/heat.  Immediate  occupancy.  Near  hospital.  Rea- 
sonable rental/long  term  leases  with  options.  Owner  (516)  775-1716. 


GREAT  NECK  ESTATES,  LONG  ISLAND:  For  sale,  large,  charming  “old  world" 
home.  Stained  glass  windows,  oak  beamed  ceiling,  fireplaces,  modern  kitchen, 
4 bedrooms  plus  walk  to  L.I.R.R.,  shops.  Can  be  utilized  for  professional  use. 
Fully  landscaped  for  great  privacy.  Large  patio.  Private  indoor/outdoor  tennis, 
Olympic  pool,  marina,  police  department.  Low  taxes.  $125,000.  (516)  482- 
2560. 


OFFICE  SPACE  TO  SHARE  in  modern  professional  building,  Great  Neck,  Long 
Island.  Luxurious  suite,  spacious  designer-decorated  waiting  area;  patient  and 
physician  parking  on  premises;  two  blocks  from  L.I.R.R.  and  bus  line.  Call  (516) 
482-4477. 


NO  DOWN  PAYMENT  • NO  CHEAPER  PRICES 
NEW  CAR  SPECIALS 

• Cutlass  • T-BIrd 

Supreme  $179.00  • Monte 

• Buick  per  mo.  Carlo 

Regal  • Camero 

V-8  auto,  trans.,  power  steering,  power 
brakes,  air-cond.,  radio,  w/w  radial  tires, 
tinted  glass,  bodyside  mldg.,  vinyl  roof, 
defroster.  - . j 

29  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP.  Phone 

Authorized  Membership  Benefit  (516)  222-9041 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead,  N Y 11 552 

516-483-0577 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 


ISRAEL  1979 
Continuing  Medical  Education 
Seminars  sponsored  by 

Albert  Einstein  College  of  Medicine 

March  4-13  • August  5-14 
November  4-13 

For  details  & registration  information  write  or  call: 
ALBERT  EINSTEIN  COLLEGE  OF  MEDICINE 

212-430-2822  or 

MEDICAL  CONGRESS  COORDINATORS 

212-752-2770 


REAL  ESTATE  FOR  SALE  OR  RENT — CONT’D 


DUTCHESS  COUNTY  PRIME  OFFICE  SPACE  FOR  RENT:  On  Route  52,  East 
Fishkill,  N.Y.  Plenty  of  parking.  Near  a corporate  site  employing  approximately 
10,000  people.  Also,  Doctor’s  home  with  professional  office  for  sale  with  separate 
entrances.  $160,000.  Marsha  Scheinberg,  Broker,  Canterbury  Agency,  Inc., 
Realtors.  (914)  462-4820. 
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Choose  Your 
CME  WEEKENDERS 
for  1979  Now! 


\ 
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From  January  to  July  1979,  the  AMA  will  offer  10  convenient 
CME  WEEKENDERS  — 10  regional  continuing  medical  educa- 
tion meetings  in  cities  and  resorts  across  the  U.S. 

Each  features  a wide  variety  of  high  quality,  well  designed 
Category  1 courses  (each  with  syllabus)  of  interest  to  most 
specialists. 

CME  WEEKENDERS  are  either  two-day  (Saturday  to  Sunday) 
or  three-day  (Friday  to  Sunday)  meetings.  That  way  you  can 
get  in  your  CME  with  little  or  no  disruption  to  your  practice. 

Choose  your  CME  WEEKENDERS  now! 

Write  to:  AMA,  Department  of  Meeting  Services 
535  North  Dearborn  Street,  Chicago,  Illinois  60610, 

(312)  751-6503. 
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NEW  YORK  CITY 

Ophthalmological  Foundation  of  America,  Inc. 

113  East  39th  Street 
Monthly  Basis 

OCULAR  SURGICAL  COURSES 
Miles  A.  Gaiin,  M.D. 

For  further  information  contact  Mrs.  Ruth  Green, 
Administrator,  Ophthalmological  Foundation  of  America,  Inc., 
113  East  39th  Street,  New  York  10016.  Tel:  212/697- 
0063 

Institute  of  Continuing  Biomedical  Education 

222  East  19th  Street 
Spring  Semester  1979 

BASIC  MEDICAL  SCIENCES  AND  CLINICAL  MEDICINE 
REVIEW  CURRICULA  FOR  ECFMG,  FLEX,  VQE  AND 
NATIONAL  BOARDS,  PARTS  I & I! 

NURSING  HOME  ADMINISTRATION  COURSE 
For  further  information  contact  Dr.  Natale  Colosi,  Dean, 
Institute  of  Continuing  Biomedical  Education,  222  East  19th 
Street,  New  York  10003.  Tel:  212/725-6609. 

College  of  Physicians  & Surgeons  of  Columbia 
University 

630  West  168th  Street 

February  5- June  25,  5:30-7:30  p.m.,  Mondays 
INTERNAL  MEDICINE  REVIEW  COURSE 
(MEDICINE  PM  1) 

G.  M.  Eliopoulos,  M.D. 

FEE:  $250. 

$100.  residents 

For  further  information  contact  Elizabeth  C.  Gerst,  M.D., 
Director,  Center  for  Continuing  Education  in  the  Health 
Sciences  College  of  Physicians  & Surgeons,  630  West  168th 
Street,  New  York  10032.  Tel:  212/694-3682. 


Doctors  Hospital 

170  East  End  Avenue 
February  1,  4:15  p.m. 

CHEMOTHERAPY  OF  SOLID  TUMORS 
Robert  B.  Golbey,  M.D. 

CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.) 

For  further  information  contact  Chairman,  Committee  on 
CME,  Doctors  Hospital,  170  East  End  Avenue,  New  York 
10028.  Tel:  212/535-3000. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

February  7-9 

BREAST  CANCER 
G.  Escher,  M.D. 

February  21-23 

CASE  DISCUSSIONS 
B.  Kaplan,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  office  of  Program  Director, 

Dr.  H.  Volk,  212/430-8001-2;  or  Dr.  S.  Kossak,  212/OL  5- 

8274. 


Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

February  7,  9:00  a m. -5:00  p.m.,  Wednesday 
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ADVANCES  IN  PSYCHOPHARMACOLOGICAL 
TREATMENT  OF  PSYCHIATRIC  DISORDERS 
Seymour  Rosenblatt,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

February  14-15-16,  9:00  a. m. -5:00  p.m.,  Wednesday,  Thursday 
& Friday 

RECENT  ADVANCES  IN  OCCUPATIONAL  MEDICINE 
Irving  J.  Selikoff,  M.D. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

February  22-23,  9:00  a. m. -5:00  p.m.,  Thursday  and  Friday 
OCCUPATIONAL  AND  ENVIRONMENTAL  LUNG  DISEASE 
Irving  J.  Selikoff,  M.D. 

FEE:  $175.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

February  26-27-28,  March  1-2,  9:00  a m -5:00  p.m. 

HEAD  AND  NECK  SURGERY 
Hugh  Biller,  M.D. 

FEE:  $1200.  CREDIT:  AMA  Cat.  1 (35  hrs.) 

Brooklyn  Tuberculosis  & Lung  Association  with 
the  Medical  Society  of  the  County  of  Kings  co- 
sponsored by  SUNY  Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

February  13,  9:00  a m. -4:30  p.m.,  Tuesday 

INTERRELATIONS  OF  HEART  AND  LUNG  IN  HEALTH 
AND  DISEASE 
Harold  A.  Lyons,  M.D. 

THE  DIFFERENTIAL  DIAGNOSIS  OF  DYSPNEA 
Howard  Lewis,  M.D. 

THE  PULMONARY  CIRCULATION  IN  HEALTH  AND 
DISEASE 

Edward  Bergofsky,  M.D. 

THE  EFFECTS  OF  DRUGS  ON  THE  PULMONARY 
CIRCULATION  AND  LUNGS 
Dimingo  Aviado,  M.D. 

THE  INFLUENCE  OF  RESPIRATION  ON  THE 
PULMONARY  CIRCULATION  AND  CARDIAC  FUNCTION 
Maurice  McGregor,  M.D. 

TH  INFLUENCE  OF  CARDIAC  DISEASE  ON  THE  LUNGS 
THE  CLINICAL  PROBLEM 
Gerard  Turino,  M.D. 

PULMONARY  EDEMA— PATHOLOGY  AND  CLINICAL 
EFFECTS 

Norman  Staub,  M.D. 

THE  PROBLEM  OF  PULMONARY  EMBOLISM 
Lewis  Dexter,  M.D. 

THE  LUNGS  AND  CONGENITAL  HEART  DISEASE 
Barry  Fisher,  M.D. 

FEE:  $20.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

$10.  residents  AAFP  6 hrs. 

For  further  information  contact  C.  M.  Plotz,  M D.,  Director, 
Office  of  Continuing  Education,  Box  51,  SUNY  Downstate 
Medical  Center,  450  Clarkson  Avenue,  Brooklyn  11203. 

Union  Hospital  of  the  Bronx 

260  East  188th  Street 

February  13,  8-10:00  p m.,  Tuesday 

USES  AND  ABUSES— INHALATION  THERAPY  IN  ICU 
AND  HOME 

Abraham  Kuperman,  M.D. 

CREDIT:  AMA  Cat.  1 (20  hrs.) 

For  further  information,  please  write  or  phone  Mr  Daniel  S. 
Fruchter,  Union  Hospital,  260  East  188  Street,  Bronx  10458 
Tel:  212/295-1100. 


The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue  Box  #37 
February  14 

UPDATE  YOUR  MEDICINE  1978  79. 

NO  FEE 
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For  further  information  contact  Dr.  Lila  A.  Wallis.  Tel: 
212/737-4444. 


Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 
February  21,  8:30  p.m. 

ACTIVATING  CREATIVE  ENERGIES 
Alan  R.  Kagan,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 ( 1 % hrs.) 

For  further  information  contact  Postgraduate  Center  for 
Mental  Health,  124  E.  28th  Street,  New  York  10016  Tel: 
212/689-7700. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center 

329  East  62  Street 

February  21,  8:30pm.,  Wednesday 

THE  RELIGION  OF  PSYCHOANALYSIS 
The  Rev.  Barry  G.  Wood,  M.D. 

For  further  information  contact  Association  for  the 
Advancement  of  Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center,  329  East  62  Street,  New 
York  10021. 


International  Graduate  University 

300  West  72nd  Street 
'Skyline  Motor  Inn 
Tenth  Avenue  & 50th  Street 
February  22-25 

WHAT  DO  YOU  DO  WHEN:  COPING  WITH  CRISIS  IN 
THE  THERAPEUTIC  ENCOUNTER 
Arthur  M.  Arkin,  M.D. 

FEE:  $200. 

For  further  information  contact  International  Graduate 
University,  Executive  Offices,  Suite  ID,  300  West  72nd 
Street,  New  York  10023.  Tel:  212/580-7870. 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

February  26-March  2,  Monday-Friday 

SEMINAR  IN  ADVANCED  RHEUMATOLOGY 
FEE:  $360.  CREDIT:  AMA  Cat.  1 (32  hrs.) 

For  further  information  contact  NYU  Post  Graduate  Medical 
School,  550  First  Avenue,  New  York  10016.  Tel:  212/ 
679-8745. 


NASSAU  COUNTY 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

'Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 
(1  part  of  36  sessions) 

4:00-5:00  p.m.,  Monday 
February  5 

NATURAL  HISTORY  OF  ATRIAL  SEPTAL  DEFECT  IN 

THE  ADULT 

Robert  J.  Kramer,  M.D. 

February  12 

THE  CARDIAC  PATIENT  AND  ANESTHESIA 
Aaron  F.  Kopman,  M.D. 

February  26 

COMPLEX  CONGENITAL  PROBLEMS— ADOLESCENTS— 

ADULTS 

Don  Ritter,  M.D. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

'Teaching  Center  Auditorium 

Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 

February  10.  8:30  a m. -3:30  p m.,  Saturday 

HEMOPHILIA  WORKSHOP  FOR  PHYSICAL  THERAPISTS 
FEE:  $30. 

For  further  information  contact  Ms.  Ann  J.  Boehme, 
Continuing  Education  Coordinator,  Long  Island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park,  1 1040.  Tel:  212/470- 
2850. 


Nassau  County  Medical  Center 

2201  Hempstead  Tpk 
East  Meadow 
February  1 

IMMUNOGLOBIN:  STRUCTURE  AND  FUNCTION 
Karen  Payette 
February  15 

CELLULAR  AND  CHEMICAL  BASIS  OF  THE  ALLERGIC 
INFLAMMATORY  RESPONSE 
Karen  Payette 
CREDIT:  AMA  Cat.  1 
February  2 

GRAND  ROUNDS  IN  PSYCHIATRY 
CHILD  DEVELOPMENT  AND  PSYCHOPATHOLOGY- 
LATENCY  AND  ADOLESCENCE 
Clarice  Kestenbaum,  M.D. 

February  9 

SYNDROMES  OF  EXCESSIVE  DAYTIME  SLEEPINESS- 
NARCOLEPSY  AND  THE  HYPERSOMNIA  SLEEP  APNEA 
SYNDROME 

Elliot  D.  Weitzman,  M.D. 

February  16 

GESTALT  THEORY  AND  TECHNICS 
Magda  Denes,  Ph  D. 

February  23 

THE  PRINCIPLES  OF  RATIONAL  PRESCRIBING  IN 

PSYCHIATRY 

Barry  Blackwell,  M.D. 

For  further  information  contact  Nassau  County  Medical 
Center,  2201  Hempstead  Tpk.,  East  Meadow  11554.  Tel: 
516/542-0123. 

Nassau  County  Medical  Center 

2201  Hempstead  Tpk. 

East  Meadow 
February  15 

NEPHROLOGY  SEMINAR 
John  Duffy,  M.D. 

For  further  information  contact  B.  Lawrence  Brennan,  M.D., 
Nassau  County  Medical  Center,  2201  Hempstead  Tpk  , East 
Meadow  11554.  Tel:  516/542-0123. 

Nassau  Hospital 

259  First  Street 
Mineola 
February  1 

PEDIATRIC  POSTGRADUATE  LECTURE  SERIES 
PULMONARY  PHYSIOLOGY  OF  ASTHMA 
Edward  Bergofsky,  M.D 
February  8 

THERAPEUTIC  STRATEGIES  FOR  PEDIATRIC 

DERMATOSIS 

Samuel  Weinberg,  M.D. 

February  15 

OVARIAN  TUMORS  IN  CHILDREN 
Burton  Bronsther,  M.D. 

February  22 

CURRENT  CONCEPTS  OF  SLOW  VIRUS  INFECTIONS 
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Michael  Katz,  M.D. 

For  further  information  contact  Nassau  Hospital,  259  First 
Street,  Mineola.  Tel:  516/663-2347. 

Nassau  Hospital 

259  First  Street 
Mineola 

February  7,  1 1:00  a.m. 

RECENT  ADVANCES  IN  THE  TREATMENT  OF  NON- 
HODGKIN'S  LYMPHOMA 
Richard  I.  Fisher,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Norbert  Felber,  M.D.,  Nassau 
Hospital,  259  First  Street,  Mineola.  Tel:  516/663-2347. 


SUFFOLK  COUNTY 


Brookhaven  Memorial  Hospital 

101  Brookhaven  Hospital  Road 

Patchogue 

(1  part  of  35  series) 

8:00  a.m. -9:00  a.m. 

February  2 

CARDIOGENIC  SHOCK 
Gary  Veith,  M.D. 

February  9 

PREVENTION  OF  SUDDEN  CARDIAC  DEATH 
Stephen  Shappell,  M.D. 

February  16 

INDICATIONS  FOR  HOLTER  MONITORING 
David  Farr,  M.D. 

For  further  information  contact  Brookhaven  Memorial 
Hospital,  101  Brookhaven  Hospital  Road,  Patchogue  11772. 
Tel:  516/654-7095. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


South  Nassau  Communities  Hospital  co- 
sponsored by  SUNY  at  Stony  Brook 

February  26,  Noon  to  1:00  p.m. 

GALLIUM  SCANNING  IN  NUCLEAR  MEDICINE 
Gilbert  Weinstein,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  call  Department  of  Surgery  office, 
516/764-2600  ext.  237. 


WESTCHESTER  COUNTY 


New  York  Medical  College,  Westchester 
County  Medical  Center  and  American  Society 
of  Contemporary  Ophthalmology 

*RIO  DE  JANEIRO 
BRAZIL 
February  4- 12 

FIRST  INTERNATIONAL  OPHTHALMIC-OTO-PLASTIC 
SURGERY  CONGRESS 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (28  hrs.) 

For  further  information  contact  Ms.  P.  Tamkin,  c/o  Dr.  P. 
Guibor,  630  Park  Avenue,  New  York  10021.  Tel:  212/ 
734-1010. 


BUFFALO 


Roswell  Park  Memorial  Institute 
and  American  Cancer  Society 

666  Elm  Street 
Buffalo 
February  8 

TREATMENT  OF  GYNECOLOGIC  MALIGNANCIES  BY  THE 

GENERALIST 

Joseph  Barlow,  M.D. 

FEE:  $25.  CREDIT:  AMA,  AAFP,  AOA 

For  further  information  contact  Cancer  Control  Office,  RPMI, 

Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo 

14263. 


WHAT  GOES  ON' 

SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 

$3  00  one  year 

12  issues  (Published  the 
1 5th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 
Address 
City.  State 

(zip) 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconnes  Hospital,  1001  Humbold  Pkway.,  Buffalo,  14208. 
Tel:  716/886-440,  ext.  447. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Anesthesiologist. 
Contact  John  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  New 
York  13838.  Tel:  607/563-9934. 

DERMATOLOGIST 

VALLEY  STREAM,  N.Y.,  Nassau  County  needs  a Dermatologist  and 
Skin  Surgeon.  Contact  Mrs.  S.  Chiantella,  135  Boden  Avenue, 
Valley  Stream  11580.  Tel:  516/561-0488  or  561-7541. 

EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  J.  H.  Buchbinder,  Director,  Emergency  Ser- 
vice, Putnam  Community  Hospital,  Carmel  10512.  Tel: 
914/279-5711. 

FULTON,  N.Y.,  Oswego  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  Gerard  Steinitz,  Chief  of  Emergency  Dept., 
A.  L.  Lee  Memorial  Hospital,  Fulton,  13069.  Tel:  315/592- 
2224. 

JOHNSTOWN,  N.Y  , Fulton  County  needs  Emergency  Room  Phy- 
sicians. Contact  Arthur  Howard,  M.D.,  Johnstown  Hospital,  201 
South  Melcher  Street,  Johnstown  12095.  Tel:  518/762- 

3161. 

ENT 

POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor  M.D.,  53  South  Main  Street,  Norwood 
13668.  Tel:  315/353-9922. 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
R E.  Gummer,  South  Jefferson  Physician  Recruiting  Committee, 
P.O.  Box  73,  Adams,  13605.  Tei:  315/232-4074  evenings. 

BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 
H.  J.  Lipson,  M.D.,  1510  Grand  Avenue,  Baldwin  11570. 

BALLSTON  SPA,  N.Y.,  Saratoga  County  needs  a Family  Physician. 
Contact  Mr.  Joe  Dalton,  518/584-3255  call  collect. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel  315/626-2127. 

CORNING,  N.Y  , Steuben  County  needs  a Family  Physician.  Contact 
James  M Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

CROWN  POINT,  N Y , Essex  County  needs  a Family  Physician. 
Contact  Michele  C.  Moore,  M.D.,  Miller  Drive,  Crown  Point 
12928.  Tel:  518-597-3451. 

FORT  PLAIN,  N Y , Montgomery  County  needs  a Family  Physician. 
Contact  Earle  Nick  las,  24  Lake  Street,  P.O.  Box  208,  Coopers- 
town  13326  Tel:  607/547-8303. 

HOLCOMB,  N Y.,  Ontario  County  needs  a Family  Physician.  Contact 
Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469.  Tel: 
1-716/657-6988 

HORNELL,  N Y , Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

ITHACA,  N Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
J.  Hersh,  M.D  , 700  Warren  Road,  Ithaca,  14850.  Tei:  607/ 
257-5057. 

LITTLE  FALLS,  N Y , Herkimer  County  needs  a Family  Physician  and 
Internist  Contact  Nicholas  A Prisco,  Adm  , Little  Falls  Hospital, 
140  Burwell  Street.  Little  Falls,  13365.  Tel:  315/823-1000 

MARGARET  VILLE  N Y Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm  , Margaretville  Hospital,  Margar- 
etville  12455  lei  914/586  2631. 

MASSENA,  N Y , St  Lawrence  County  needs  a Family  Physician, 
ENT  Physician  and  an  Orthopedic  Surgeon  Contact  Mr  George 
Skomsky,  Adm  Massena,  Memorial  Hospital,  Massena  13662 
Call  collect  315/769  9991 


NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741  or  Dae-Seok  Kim,  M.D.,  9 Forest  Avenue,  Oak- 
field 14125.  Tel:  716/948-5333. 

ONTARIO,  N.Y.,  Wayne  County  needs  a Family  Physician.  Contact 
Norman  B.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician.  Contact 
Frances  B.  Carlson,  577  Stoneleigh  Road,  Oneida  13421.  Tel: 
315/363-8905. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gyn  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue  11772.  Tel:  516/654-7095. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Radiologist,  Ob/Gyn  and  Surgeon.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga  12883. 

TRUMANSBURG,  N.Y.,  Tompkins  County  needs  a Family  Physician. 
Contact  Stanley  K.  Gutelius,  M.D.,  Box  568  Trumansburg  14886. 
Tel:  607/387-7201  or  Shern  H.  H.  Feng,  M.D.,  Hector  Street, 
Trumansburg  14886.  Tel:  697/387-5781. 

VICTOR,  N.Y.,  Ontario  County  needs  a Family  Physician  and  Pedi- 
atrician. Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E.  Main  Street, 
Victor  14564.  Tel:  716/924-2100. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pedatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WEBSTER,  N.Y.,  Monroe  County  needs  a Family  Physician.  Contact 
D.  H.  Dessin,  Jr.,  193  W.  Main  St.,  Webster  14580.  Tel: 
716/872-0650. 

INTERNISTS 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  an  Internist. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville, N.Y.  12455.  Tel:  914/586-2631. 

NEW  YORK,  N.Y.,  needs  an  Internist  and  Family  Physician.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NEW  YORK,  N.Y.,  needs  part  and  full  time  Internists.  Contact 
Anthony  J.  Cuti,  M.D.,  Flower  Fifth  Family  Medical  Office,  10  East 
107th  Street,  New  York  10029. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist,  subspe- 
cialty in  Rheumatology,  Endocrinology,  Hematology.  Contact 
A.  Aytur,  M.D.,  7 Addoms  PI,  N.,  Plattsburgh,  N.Y.  12901.  Tel: 
518/563-3708  or  563-1529. 

POMONA,  N.Y.,  Rockland  County  needs  an  Internist.  Contact  Helen 
F.  Salowey,  M.D.,  Director  Medical  Service,  Summit  Park  Hos- 
pital, Rockland  County  Health  Center,  Pomona,  N.Y. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 
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WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue,  Woodside  1 1377.  Tel: 
212/278-0440. 

GENERAL  SURGEON 

ELMHURST,  N.Y.,  Queens  County  needs  a general  and  vascular 
Surgeon.  Contact  Leon  Bluestone,  M.D.,  86-35  Queens  Blvd., 
Elmhurst.  N Y.  11373.  Tel:  212/779-3333. 

TICONDEROGA,  N Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Radiologist  and  Ob/Gyn  Physician.  Contct 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital. 
Cambridge.  12816.  Tel:  518/677-8500/2611. 

CORNING,  N.Y.,  Steuben  County  needs  a Ob/Gyn  Physician. 
Contact  Raymond  P LaFalce,  Executive  Director.  Corning 
Hospital,  176  Denison  Parkway  East,  Corning  14830.  Tel: 
607/962-5051 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  Physician. 
Contact  Jose  Galindo,  M.D.,  Tri-County  Memorial  Hospital,  100 
Memorial  Drive.  Gowanda  14070.  Tel:  716/532-3377  or 

716/366-1111. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  Jorth  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  Physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean  14760.  Tel:  716/372-7910. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Radiologist  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  an  Ob/Gyn  physician  and 
Family  Physician.  Contact  Michael  Smallwood,  M.D.,  408  No. 
Main  Street.  Warsaw.  14569.  Tel:  716/786-8111. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W.  4th  Street.  Oswego  13126.  Tel: 
315/342-2224. 

TROY,  N.Y.,  Rensselaer  County  needs  an  Opthalmologist.  Contact 
Michael  E Freshman,  M.D.,  St.  Mary's  Hospital,  Troy,  12180. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon, EN  f and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm.,  Massena  Memorial  Hospital,  Messena  13662.  Tel:  Call 
collect  315/769-9991. 

STONY  BROOK,  N Y , Suffolk  County  needs  an  Orthopedic  Spe- 
cialist Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

PEDIATRICIAN 

BUFFALO,  N.Y.,  Erie  County  needs  a Pediatrician.  Call  716/ 
631-3693. 

DANSVILLE,  N Y , Livingston  County  needs  a Pediatrician.  Contact 
Teresita  M Gungon,  M.D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Stieet.  Dansville  14437  Tel  716/335-2296 

HUDSON.  N Y , Columbia  County  needs  a Pediatrician  Contact 
Stanley  Baidwell.  M D , 848  Columbia  Street,  Hudson  12534. 


LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

PEDIATRICS 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223. 

SHIRLEY,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact  Ta- 
tiana S.  Erdely,  M D.,  91 1C  Montauk  Highway,  Shirley  11967. 
Tel:  516/281-4070. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician,  Internist  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma.  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Radiologist,  Family 
Physician,  Ob/Gyn  Physician  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WELLSVILLE.  N.Y.,  Alleghany  County  needs  a Radiologist.  Contact 
Robert  Harris,  Adm.,  Jones  Memorial  Hospital,  191  North  Main 
Street,  Wellsville,  N.Y.  14895. 
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Librium 

chiordiazepoxide  HO /Roche 

Proven  antianxiety  performance 

An  unsurpassed  safety  record 

Predictable  patient  response 

Minimal  effect  on  mental  acuity  at 
recommended  doses 

Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


5 mg,  10 mg, 
25  mg  capsules 


□ 

□ 

□ 

□ 

□ 


Before  prescribing,  please  consult  complete  product  infor- 
mation. a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies 
Periodic  reassessment  of  therapy  recommended 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren. and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage:  with- 
drawal symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates. have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six.  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally  not  recom- 
mended. if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion Paradoxical  reactions  (e_g_,  excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment. but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  flow-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults;  Mild  and  moderate  anxiety  and  ten- 
sion, 5 or  1 0 mg  t.i.d.  or  q. i d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d  Geriatric  patients:  5 mg  b i d.  to  q.i.d.  (See 
Precautions.) 

Supplied:  Librium  ® (chiordiazepoxide  HCI)  Capsules,  5 
mg.  10  mg  and  25  mg— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-number- 
ed boxes  of  25.  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10  Libritabs  ® (chiordiazepoxide)  Tablets.  5 mg, 

1 0 mg  and  25  mg—  bottles  of  1 00  and  500.  With  re- 
spect to  clinical  activity,  capsules  and 
lets  are  indistinguishable. 
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Figure  1.  Angiosperm  fossil  leaf  (Zelkova) 
removed  from  the  ash  found  in  the  Succor 
Creek  Flora,  Oregon  (16.7  to  22  X 106  K/A 
years  old)  showing  green  coloration  due  to 
organic  compounds  still  preserved. 
( Courtesy  of  Dr.  Karl  J.  Niklas,  Division  of 
Biological  Sciences,  Cornell  University, 
Ithaca,  N.Y.).  See  page  169. 


Figure  2.  Transmission  electron  micro- 
graph from  a fossil  leaf,  dated  between 
16.7  and  22  million  years,  showing  a 
chloroplast-like  structure,  starch  grains, 
and  plasmodesmata  channels  between  two 
adjoining  cell  walls.  (Courtesy  of  Dr.  Karl 
J.  Niklas,  Division  of  Biological  Sciences, 
Cornell  University,  and  Dr.  R.  Malcolm 
Brown,  Jr.,  Department  of  Botany,  Uni- 
versity of  North  Carolina,  Chapel  Hi  If). 
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A reminder 


ZYIOPRIM* 

(allopurinol) 

100  and  300  mg  scored  Tablets 

• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim*  (allopurinol)  is  Intended  for: 

1 . treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  ot  primary  or  secondary  uric  acid  nephrop 
athy,  with  or  without  accompanying  symptoms  of  gout: 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels, 

CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  Purinethor  (mercapto 
purine)  or  Imuran*  (azathioprine),  the  concomitant 
administration  of  300  600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one  third  to  one  fourth  of  the  usual  dose  of  mercap 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnoi  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age 
Zyloprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic.  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  Zyloprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  ot  patients  followed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available 

Complete  information  available  from  your  local  B W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML. 
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Abstracts 


Felman,  Y.  M.,  and  Sonnabend,  J.  A.:  Herpes  simplex 
virus  infections,  New  York  State  J.  Med.  79:  175  (Feb.) 
1979. 

The  clinical  spectrum  of  herpes  simplex  virus  infections 
is  described.  The  association  of  infection  at  different  sites 
is  correlated  with  infection  with  herpes  simplex  virus  types 
1 and  2 and  is  influenced  by  age.  Genital  herpes  is  asso- 
ciated with  herpes  simplex  virus  type  2,  but  can  also  cause 
nongenital  lesions.  The  epidemiology  of  herpes  simplex 
virus  infections  is  reviewed,  as  well  as  possible  mechanisms 
of  viral  latency  and  reactivation.  There  is  persuasive  ev- 
idence for  an  association  of  herpes  simplex  virus  type  2 
infection  and  cervical  cancer.  The  problem  of  cervical 
infection  during  pregnancy  is  discussed  in  relation  to 
neonatal  infections.  Laboratory  procedures  for  diagnosing 
active  herpes  virus  infections  are  complicated  by  the 
widespread  prevalence  of  infection  and  asymptomatic  viral 
carriage..  Effective  therapy  has  been  demonstrated  only 
for  occular  infections  and  for  herpes  encephalitis.  No  form 
of  therapy,  however,  has  been  demonstrated  to  be  effective 
in  eliminating  latent  infection. 

Paulson,  G.  W.:  Tardive  dyskinesia.  New  York  State  J. 
Med.  79:  193  (Feb.)  1979. 

Tardive  dyskinesia  is  a well  recognized  complication  of 
psychotropic  medication,  with  an  increased  incidence  in 
the  elderly  and  in  those  with  organic  brain  disease.  Di- 
agnosis of  T.D.  (tardive  dyskinesia)  consists  of  identifica- 
tion of  the  typical  hand  or  mouth  movements  and  there  are 
no  definitive  laboratory  tests.  Treatment  is  unsatisfac- 
tory, though  numerous  medications  have  been  suggested. 
Prevention  is  therefore  most  important  and  careful  mon- 
itoring for  early  signs  of  T.D.  are  features  of  prevention. 
Avoidance  of  polypharmacy  and  caution  in  the  unnecessary 
use  of  major  tranquilizers  for  minor  anxiety  can  be  helpful 
in  prevention.  Symptomatic  treatment  with  phenothi- 
azines  followed  by  slow  reduction  or  elimination  of  medi- 
cation is  one  useful  approach  for  T.D. 

Moggio,  R.  A.,  Reed,  G.  E.,  Trehan,  N.  K.,  Cunningham, 

J.  N.,  and  Adams,  P.  X.:  Aortic  valve  replacement;  ap- 
parent superiority  of  potassium  plus  hypothermia  arrest 
over  hypothermia  arrest  alone,  New  York  State  J.  Med. 
79:  196  (Feb.)  1979. 

The  major  complications  of  AYR  (aortic  valve  replace- 
ment) using  coronary  perfusion  have  been  perioperative 
infarction  and  depression  of  left  ventricular  function. 
Renewed  interest  in  potassium  (K+)  cardioplegia  has 
raised  questions  about  the  relative  contributions  of  K+  and 


of  hypothermia.  This  retrospective  study  compares  the 
protective  effects  of  K+  and  of  cold  in  67  consecutive  pa- 
tients who  had  isolated  AVR  without  coronary  perfusion. 
In  Group  I,  consisting  of  33  patients,  the  aortic  root  was 
injected  with  4°  C.  Ringer’s  containing  glucose  and  ste- 
roids. Group  II,  consisting  of  34  patients,  were  perfused 
with  the  same  solution,  to  which  K+  was  added.  There 
were  no  deaths  in  either  group.  In  Group  I,  EKG  evidence 
of  myocardial  infarction  was  seen  in  6 percent,  or  2 of  33, 
and  postoperative  inotropic  support  was  required  in  51 
percent,  or  17  of  33.  Mean  cross-clamp  time  was  43  plus 
or  minus  1 1 minutes.  In  Group  II,  there  was  no  EKG  ev- 
idence of  myocardial  infarction.  Inotropic  support  was 
needed  in  only  6 percent,  or  2 of  34  patients,  despite  the 
greater  cross-clamp  time  of  58  plus  or  minus  9 minutes. 

Lessick,  M.  L.,  and  Townes,  P.  L.:  Genetic  health  care: 
community  approach  to  delivery  by  demonstration  satellite 
clinic  project,  New  York  State  J.  Med.  79:  199  (Feb.) 
1979. 

This  report  reflects  the  initial  results  of  a 24-month  ef- 
fort (April,  1975  to  May,  1977)  to  extend  genetic  counseling 
services  beyond  the  confines  of  a medical  center-based 
genetic  facility.  Three  satellite  clinics  in  the  nine-county 
Rochester  region  were  established  to  provide  genetic  ser- 
vices to  individuals  and  families  at  the  community  level. 
Educational  support  to  health  providers  has  been  directed 
toward  increasing  knowledge  and  awareness  of  genetic 
counseling  as  an  important  aspect  of  community  health. 


Hadas,  N.,  Wapnick,  S.,  Grosberg,  S.  J.,  Suster,  B., 
Purow,  E.,  and  LeVeen,  H.  H.:  Percutaneous  transhe- 
patic  cholangiography  and  “skinny”  needle  tentative  ap- 
praisal, New  York  State  J.  Med.  79:  204  (Feb.)  1979. 

PTC  (percutaneous  transhepatic  cholangiography)  with 
the  “skinny”  needle  has  been  acclaimed  as  a relatively  safe 
diagnostic  method.  The  biliary  tree  has  been  visualized 
in  a larger  percentage  of  patients  with  both  dilated  and 
normal  ducts.  The  needle  itself  clearly  has  not  reduced 
the  rate  of  complications  over  that  previously  encountered 
with  conventional  PTC,  and  it  should  be  judiciously  uti- 
lized in  patients  with  jaundice  in  whom  the  diagnosis  is  in 
doubt  or  when  more  accurate  delineation  of  pathology  will 
aid  the  surgeon  in  designing  the  appropriate  surgical  pro- 
cedure. Early  surgical  intervention  is  recommended  for 
those  patients  in  whom  complete  or  nearly  total  extrahe- 
patic  cholestasis  is  suspected  and  who  have  a bilirubin  level 
exceeding  12  to  15  mg.  per  100  ml. 
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Letters  to  the  Editor 


Ovarian  localization  of  schistosomiasis 
mansoni 

To  the  Editors:  In  their  recent  article  Lavery  and  Gilloley 
(New  York  State  J.  Med.  78:  286  [Feb.]  1978)  reported  on 
“ Schistosomiasis  mansoni  of  ovary.”  A 21-year-old  pa- 
tient was  referred  to  the  hospital  because  of  pelvic  pain  of 
recent  onset  and  menorrhagia.  At  laparotomy  bilateral 
ovarian  endometriosis  was  present.  Removal  of  the 
ovarian  cysts  was  performed.  Microscopically  endome- 
triosis and  Schistosomiasis  of  the  ovaries  were  found. 
Three  months  after  surgery  an  intrauterine  pregnancy  was 
diagnosed  and  later  the  patient  delivered  a normal  male. 

There  are  some  remarkable  aspects  in  this  case  report. 
First  of  all,  the  extremely  high  white  blood  cell  count 
(75,000)  with  normal  differential  is  uncommon.  One 
should  expect  a distinct  eosinophilia  in  Schistosomiasis. 

The  pregnancy  after  ovarian  cystectomies  could  be  re- 
lated to  the  removal  of  ovarian  tissue  with  granulomatous 
alterations  due  to  the  ova  of  Schistosoma  mansoni  even 
if  no  specific  treatment  did  follow  the  operation.  The 
writer  of  this  letter  found  in  a review  of  the  literature  on 
the  involvement  of  ovaries  in  Schistosomiasis 1 that  a 
normal  cycle  could  be  restored  subsequent  to  removal  of 
that  ovary  which  contained  bilharzia  granulomas.2 

The  simultaneous  occurrence  of  endometriosis  and 
Schistosomiasis  was  published  at  first  by  Mahmood,5 
consequently,  this  is  the  second  reported  case  in  the  world 
literature. 

As  to  the  gynecologic  involvement  with  S.  mansoni,  the 
quotation  from  the  work  of  Rosen  and  Kim4  is  erroneous. 
Those  authors  have  not  investigated  the  anastomosis  be- 
tween ovarian  and  mesenteric  veins.  Makar5  proved  the 
connection  between  the  mesenteric  and  the  internal 
spermatic  veins  by  injecting  methylene  blue  in  cadavers. 
He  claimed  that  the  schistosomes  reach  the  spermatic  cord, 
epididymis,  and  testis  through  this  anastomosis. 

This  article  has  not  only  the  value  of  having  published 
a rare  ovarian  entity,  which  could  be  treated  surgically,  but 
it  calls  attention  to  the  possibility  of  ovarian  localization 
of  S.  mansoni  infection  in  females  from  regions  where 
Schistosomiasis  was  endemic. 
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B-2000  Antwerp 
Belgium 
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Human  roundworm 

To  the  Editor:  I would  like  to  comment  on  your  article 
entitled  “Roundworms  from  dogs  now  infecting  humans,” 
in  the  October,  1978,  issue  of  the  New  York  State  Journal 
of  Medicine,  on  page  1910. 

You  make  reference  to  a case  report  of  a Chicago  man 
who  became  infected  by  roundworms  probably  transmitted 
by  a mosquito  bite.  The  mosquito  is  not  a vector  of 
roundworms,  but  the  vector  of  Dirofilaria  immitis  the 
canine  heartworm. 

There  is  reference  to  “Zoonotic  filariasis.”  This  is  not 
an  infection  caused  by  roundworms,  but  caused  by  a Fi- 
laria,  not  necessarily  the  Dirofilaria  immitis  of  canine 
heartworm. 

Finally,  there  is  reference  to  vectors  of  the  disease  spe- 
cifically mosquitoes,  flies,  fleas,  or  ticks.  The  only  vectors 
recorded  for  canine  heartworm  is  the  mosquito. 

I hope  this  will  help  clarify  some  of  the  inaccuracies 
which  appear  in  this  article. 

CARL  0.  GEDON,  D.V.M. 

Closter  Animal  Hospital,  P.A. 

137  Piermont  Road 
Closter,  N.J.  07624 
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Apprehension  and  reaction  to 
pain  make  up  the  other  very 
important  half.  And  Synalgos-DC 
is  the  analgesic  that  treats  both 
halves  of  the  pain  problem: 
Promethazine  helps  relieve  ap- 
prehension and  reaction  to  pain, 
while  the  analgesic  components 
help  relieve  moderate  to  mod- 
erately severe  pa  inf 
Syna  Igos-DC  conta  i ns  d i hyd  ro- 
codeine,  a semi-synthetic 
narcotic  analgesic  related  to 
codeine,  with  multiple  actions 
qualitatively  similar  to  codeine, 
(n?  status  permits  telephone 
prescriptions  and  authorized 
refills  up  to  5 times  in  6 months 
(unless  restricted  by  state  law). 


1 Drocode  (dihydrocodeine)  bitartrate  16.0  mg.  (Warning:  May 
III  be  habit-forming);  Promethazine  hydrochloride  6.25  mg.; 
kv  Aspirin  194.4  mg  ; Phenocetin  162.0  mg.;  Caffeine  30.0  mg. 


'Indications:  Based  on  o review  of  this 
drug  by  the  National  Academy  of 
Sciences— National  Research  Council 
and/or  other  information,  FDA  has 
cl  ass  if  ied  the  i nd  icat  ions  as  f ol  I ows : 
"Possibly"  effective  for  the  relief  of 
moderate  to  moderately  severe  pain  in 
those  situations  where  the  physician 
wishes  to  add  a mild  sedative  effect . 
Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 


Contraindications:  Hypersensitivity  to 

dihydrocodeine,  promethazine,  aspirin, 
phenacetin. 

Warnings:  Sol  icylates  should  be  used  with 
extreme  caution  in  the  presence  of  peptic 
ulcer  or  coagulation  abnormalities  Drug 
Dependence:  Dihydrocodeine  can  produce 
drug  dependence  of  the  codeine  type  and 
therefore  has  the  potential  or  being 
abused.  Psychic  dependence,  physical  de- 
pendenceandtolerance  may  develop  upon 


repeated  administration  of  dihydroco- 
deme,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of 
caution  appropriate  to  the  use  of  other 
oral  narcotic-containing  medications. 

Like  other  narcotic-containing  medica- 
tions, dihydrocodeine  is  sub|ect  to  the 
provisions  of  the  Federal  Controlled 
Substances  Act  Usage  in  Ambulatory 
Patients:  Dihydrocodeine  and  prometho- 
zine  may  impair  the  mental  and/or  physi- 
cal abilities  required  for  the  performance 
of  potentially  nozardous  taste  such  as 
driving  a car  or  operating  machinery.  The 
patient  using  Synalgos-dC  should  be  cau- 
tionedaccordmgly  Interactions  with  other 
Central  Nervous  System  Depressants:  Pa- 
tients receiving  other  narcotic  analgesics, 
generalonesthetics.otherphenothiazines, 
tranquilizers,  sedative-hypnotics  or  other 
CNS  depressants  (including  alcohol)  con- 
comitantly with  Synalgos-DC  may  exhibit 
an  additive  CNS  depression.  When  such 
combined  therapy  is  contemplated,  the 


dose  of  one  or  both  agents  should  be  re- 
duced. Patients  who  have  demonstrated 
a hypersensitivity  reaction  (eg  blood 
dyscrasia,  |aundice)  with  a phenothiazine 
should  not  be  re-exposed  to  any  pheno- 
thiazine. including  Synalgos-DC,  unless  in 
the  |udgment  of  the  physician  the  poten- 
tial benefits  of  the  treatment  outweigh 
thepossible  hazards  Usage  in  Pregnancy: 
Reproduction  studies  have  not  been  per- 
formed in  animals  There  is  no  adequate 
information  on  whether  this  drug  may 
affect  fertility  inhuman  males  and  females 
or  has  a teratogenic  potential  or  other 
adverse  effect  on  the  fetus  Usage  in 
Children:  Since  there  is  no  experience  in 
children  who  have  received  this  drug, 
safety  ond  efficacy  in  children  have  not 
beenestablished  Precautions:  Phenacetin 
has  been  reported  to  damage  kidneys 
when  taken  in  large  amounts  for  a long 
time  Promethazine  should  be  adminis- 
tered cautiously  to  patients  with  cardio- 
vascular or  liver  disease.  Synalgos-DC 


should  be  given  with  caution  to  certain 
patients  such  as  the  elderly  or  debilitated, 
and  those  with  hypothyroidism,  Addison's 
disease  and  prostatic  hypertrophy  and 
urethal  stricture  Adverse  Reactions:  The 
most  frequentlyobse  rvedreactions  include 
lightheadedness,  dizziness,  drowsiness, 
sedation,  nausea,  vomiting,  constipation, 
pruritus,  skin  reactions,  and  rarely,  hypo- 
tension Drug  Interactions:  The  CNS  de- 
pressant effects  of  Synalgos-DC  may  be 
additive  with  that  of  other  CNS  depres- 
sants. See  Wa rn i ngs  Aspi  r i n may  enhance 
the  effects  of  anticoagulants  and  inhibit 
the  uricosuric  effects  of  uricosuric  agents 
Consult  direction  circular  before 
prescribing 


IVES  LABORATORIES  INC. 

New  York,  N.Y.  10017. 

Dedicated  to  improving  the 
qual  ity  of  I if  e,  through  Medic  ine  p 


Abstracts  in  Interlingua 


Felman,  Y.  M.,  e Sonnabend,  J.  A.:  Infectiones  per  virus 
del  herpes  simplex,  New  York  State  J.  Med.  79:  179 
(Februario)  1979. 

Le  characteristicas  clinic  del  infectiones  per  le  virus  del 
herpes  simplex  es  decribite.  Le  association  con  infectiones 
in  sitos  differente  es  correlate  con  le  infectiones  per  le  virus 
typos  1 e 2 del  herpes  simplex,  e etiam  con  le  influentia  del 
etate  del  patientes.  Le  herpes  genital  non  es  exclusive- 
mente  associate  al  virus  typo  2 del  herpes  simplex,  mais  iste 
virus  pote  causar  lesiones  non-genital.  Le  epidemiologia 
del  infectiones  per  le  virus  del  herpes  simplex  es  revistite, 
e etiam  le  mechanismos  possibile  de  latentia  e reactivation 
viral.  Existe  un  evidentia  persuasive  de  un  association  del 
infectiones  per  le  virus  typo  2 del  herpes  simplex  e le  car- 
cinoma cervical.  Le  problema  del  infectiones  cervical 
durante  la  gestation  es  discutite  in  relation  al  infectiones 
neonatal.  Le  procedimentos  diagnostic  del  infectiones 
active  per  le  virus  del  herpes  simplex  es  complicate  per  le 
ample  prevalentia  de  infectiones  e le  stato  de  portador  viral 
asymptomatic.  Le  therapia  effective  ha  essite  demon- 
strate solmente  pro  le  infectiones  viral  oculari  e le  en- 
cephalitis herpetic.  Nonobstante,  nil  therapia  ha  essite 
trovate  pro  le  elimination  effective  del  infectiones  la- 
tente. 

Paulson,  G.  W.:  Dyskinesia  tardive,  New  York  State  J. 
Med.  79:  193  (Februario)  1979. 

Le  dyskinesia  tardive  (DT)  es  un  complication  ben  rec- 
ognoscite  del  medication  psychotropic  e es  plus  frequente 
in  le  ancianos  e in  le  patientes  con  morbo  cerebral  organic. 
Le  diagnose  del  DT  es  basate  in  le  identification  de  movi- 
mentos  typic  del  manos  o bucca,  sin  tests  conclusive  de 
laboratorio.  Le  tractamento  es  insatisfactori  nonobstante 
le  numerose  medicamentos  que  ha  essite  suggerite.  Con- 
sequentemente,  le  prophylaxis  es  plus  importante  juncto 
con  le  observation  seriate  del  signos  temprane  del  DT  que 
devine  parte  de  su  prevention.  Le  evitation  del  poly- 
pharmacia  e le  precaution  de  usar  le  tranquilisantes  prin- 
cipal in  casos  de  anxietate  leve  pote  esser  adjuvante  como 
mesura  preventive.  Le  tractamento  symptomatic  con 
phenothiazinas  sequite  de  reduction  lente  o le  elimination 
del  medication  es  un  approche  utile  in  casos  de  DT. 

Moggio,  R.  A.,  Reed,  G.  E.,  Trehan,  N.  K.,  Cunningham, 
J.  N.,  e Adams,  P.  X.:  Replaciamento  del  valve  aortic; 
apparente  superioritate  del  potassium  plus  le  arresto  hy- 
pothermic supra  le  arresto  hypothermic  sol,  New  York 
State  J.  Med.  79:  196  (Februario)  1979. 

Le  complicationes  principal  del  RVA  (replaciamento  del 
valve  aortic),  usante  le  perfusion  coronari,  es  le  infarcto 
perioperatori  e le  depression  del  function  del  ventriculo 
sinestre.  Le  renovate  interes  in  le  cardioplegia  producite 
per  le  potassium  (K  + ) ha  suggerite  interrogantes  supra  le 
contribution  relative  proportionate  per  le  uso  del  K+  plus 
le  hypothermia.  In  iste  studio  retrospective  es  comparate 
le  effectos  protective  del  K+  plus  frigor  in  67  patientes 


consecutive  que  habeva  RVA  sol,  sin  perfusion  coronari. 
In  le  Gruppo  I,  consistente  in  33  patientes,  le  base  aortic 
esseva  injectate  con  solution  de  Ringer  with  glucosa  e ste- 
roides,  a 4°C.  In  le  Gruppo  II,  34  patientes  esseva  per- 
fundite  con  le  mesme  solution,  mais  addisionate  con  K+. 
Non  habeva  mortes  in  ambe  Gruppos.  In  le  Gruppo  I, 
habeva  evidentia  electrocardiographic  de  infarctos  del 
myocardium  in  2 del  33  patientes  (6  pro  cento);  supporto 
inotropic  postoperatori  esseva  requerite  in  17  del  33  pa- 
tientes (51  pro  cento).  Le  promedio  del  tempore  de 
crampage  esseva  43  minutas,  con  variante  in  plus  o minus 
de  11  minutas.  In  le  Gruppo  II  non  habeva  evidentia 
electrocardiographic  de  infarcto  myocardic.  Le  supporto 
inotropic  esseva  necessari  in  solmente  2 del  34  patientes 
(6  pro  cento)  nonobstante  que  le  tempore  de  crampage 
esseva  plus  longe:  58  minutas  (±9  minutas). 

Lessick,  M.  L.,  e Townes,  P.  L.:  Attention  sanitari  ge- 
netic; approche  communitari  per  servicios  genetic  offerite 
mediante  demonstrationes  facite  per  clinicas  satellite 
projectate,  New  York  State  J.  Med.  79: 199  (Februario) 
1979. 

In  iste  reporte  es  date  le  resultatos  initial  de  un  effortio 
de  24  menses  (April,  1975  a Maio,  1977)  per  extender  le 
servicios  de  consilio  genetic  plus  distante  del  confines  del 
servicios  genetic  establite  in  centros  medic.  Tres  (3) 
clinicas  satellite,  in  le  9 Condatos  del  region  de  Rochester, 
esseva  establite  pro  proportionar  servicios  genetic  a indi- 
viduos  e familias,  al  nivello  communitari.  Le  supporto 
educational  al  providentes  sanitari  ha  essite  dirigite  verso 
un  major  cognoscimento  del  problemas  genetic  e al  exis- 
tentia  de  consilios  genetic,  como  aspectos  importante  del 
sanitate  communitari. 

Hadas,  N.,  Wapnick,  S.,  Grosberg,  S.  J.,  Suster,  B., 
Purow,  E.,  e LeVeen,  H.  H.:  Cholangiographia  per- 
cutanee  transhepatic  e appreciation  tentative  con  le 
agulia  “fin”,  New  York  State  J.  Med.  79:  204  (Februario) 

1979. 

Le  cholangiographia  percutanee  transhepatic  (CPT)  con 
le  agulia  “fin”  ha  essite  evalutate  como  un  methodo  diag- 
nostic relativemente  secur.  Le  tracto  biliari  ha  essite 
visualisate  in  un  percentage  plus  elevate  de  patientes  con 
conductos  dilatate  o normal.  Le  agulia  per  se  non  ha 
reducite  claremente  le  proportion  del  complicationes  supra 
illes  trovate  previemente  usante  le  CPT  conventional.  Iste 
agulia  debe  esser  judiciosemente  usate  in  patientes  con 
ictericia  e in  que  le  diagnose  es  dudose,  o ben  quando  un 
delineamento  pathologic  pote  adjuvar  al  chirurgo  ha 
adoptar  le  procedimiento  chirurgic  plus  appropiate.  Le 
intervention  chirurgic  temprane  es  recommendate  in  le 
patientes  en  que  es  suspectate  un  cholestasis  extrahepatic 
complete  o quasi  complete  e in  que  le  nivello  de  bilirubina 
es  superior  a 12-15  mg/100  ml. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Nebulized  racemic  epinephrine  by  IPPB 
for  the  treatment  of  croup: 

Double-blind  study 

Twenty  pediat  ric  patients  (four  months  to  five  years  old) 
with  acute  croup  were  treated  with  (a)  saline  or  (b)  racemic 
epinephrine,  nebulized  and  delivered  by  intermittent 
positive-pressure  breathing  (IPPB).  Clinical  scores  were 
significantly  improved  at  ten  and  30  minutes  following 
treatment  with  the  active  drug,  but  not  at  two  hours.  Al- 
though some  previous  investigators  have  not  found  racemic 
epinephrine  more  effective  than  saline  in  controlled 
studies,  the  authors  concluded  from  their  own  experience 
that  it  is  effective  treatment  for  acute  signs  of  croup. 
Westley,  C.  R.,  Cotton,  E.  K.,  and  Brooks,  J.  (•.:  Am.  J. 
Dis.  Child.  132:  484  (May)  1978. 


There  are 
two  victims 
of  child  abuse 
and  neglect. 

1. The  Child. 

2.  The  parent. 

Both  need  help. 

For  More  Information  Call  Toll  Free: 

1-800-342-3720 

New  York  State  Child  Protective  Services 

(Endorsed  by  the  Committee  on  Child  Abuse  of  the 
Medical  Society  of  the  State  of  New  York) 
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FRONT  COVER:  Specimen  of  a tree  fossil  leaf 

showing  green  coloration  due  to  organic  compounds  still 
preserved  after  millions  of  years,  was  recovered  from 
volcanic  ash  deposits  in  eastern  Oregon.  Note  the  im- 
print of  the  leaf  in  Figure  1.  The  fossil  leaves  were 
preserved  by  rapidly  falling  volcanic  ash  resulting  in  the 
rapid  dehydration  of  the  leaf  tissue  and  cell  shrinkage. 
The  preservation  indicates  good  fixation  by  organic 
acids,  possibly  tannins  or  chlorophyll  derivatives. 
Transmission  electron  microscopy  (Fig.  2),  reveals 
well-preserved  chloroplasts  with  grana  stacks,  starch, 
cellulose,  as  well  as  nuclei  with  condensed  chromatin. 
For  further  reading,  see  Proceedings  of  the  National 
Academy  of  Sciences  USA,  Vol.  75,  No.  7,  pp.  3263- 
3267,  July,  1978. 
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The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


CCj  ")7fi  The  Upjohn  Company 


Motrin  4C»rra 

ituprofen,  Upjohn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


J-6857-4 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity' (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  uDper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumann. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*,  epigastric  pain*, 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness",  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i  d Do 
not  exceed  2400  mg  per  day. 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets,  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 
Caution  Federal  law  prohibits  dispensing  without  prescription. 
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Books  Reviewed 


Interpretation  of  Diagnostic  Tests.  A Handbook 
Synopsis  of  Laboratory  Medicine.  By  Jacques  Wallach, 
M.D.  Third  edition,  Boston,  Mass.,  Little  Brown  and 
Company,  1978.  Paperback,  639  pages.  Price,  $9.95. 

This  handbook  “Synopsis  of  Laboratory  Medicine”  as 
proclaimed  in  the  subtitle  is  an  efficient,  effective  tool  for 
the  “interpretation  of  diagnostic  tests.”  The  first  edition 
of  this  book  was  reviewed  on  page  1,131  of  the  June,  1975, 
issue  of  the  New  York  State  Journal  of  Medicine.  In 
that  review  the  structure  of  the  text  was  described  and 
found  effective. 

This  handy  volume  is  unusually  useful  and  made  so  by 
the  detailed  listing  in  the  table  of  contents  at  the  beginning 
and  a carefully  compiled  index  at  the  end.  This  is  hardly 
an  innovation  but  the  details  permit  the  rapid  tapping  of 
the  findings  which  the  physician  would  want  to  apply  to 
any  individual  patient.  The  deletion  of  techniques  and 
other  extraneous  material  leaves  for  the  user  an  effective 
means  of  selecting  tests  to  be  done,  understanding  their 
significance,  and  relationship  of  one  to  another.  The 
tabular  presentations  are  numerous,  very  instructive,  and 
most  helpful. 

By  comparing  the  last  edition  with  the  first,  a ready 
means  of  learning  of  the  progress  of  in  the  laboratory 
medicine  is  made  available.  A.A.A. 

Clinical  Echocardiography.  By  Navin  C.  Nanda,  M.D., 
and  Raymond  Gramiak,  M.D.  Saint  Louis,  The  C.  V. 
Mosby  Company,  1978.  Illustrated,  451  pages.  Cloth, 
$37.50. 

Doctors  Nanda  and  Gramiak,  nationally  known  experts 
in  their  field,  have  prepared  an  outstanding  textbook  on 
echocardiography.  Their  book  is  an  excellent  source  of 
information  and  a comprehensive  learning  guide  not  only 
for  the  physician  but  also  for  the  technician  echocardi- 
ographer.  It  is  a detailed  overview  and  a well-documented 
reference.  It  is  highly  recommended  as  an  essential  ac- 
quisition for  the  library  of  every  individual  concerned  with 
echocardiography. 

In  the  first  three  chapters  the  authors  review  the  fun- 
damentals of  clinical  cardiology,  diagnostic  ultrasound,  and 
the  technique  of  echocardiographic  examination.  These 
chapters  convey  an  impressive  amount  of  information  es- 
sential to  the  competent  performance  and  interpretation 
of  echocardiograms.  In  the  remainder  of  the  book  nine 
chapters  deal  with  clinical  echocardiography.  These 
chapters  concern  each  of  the  heart  valves,  the  left  ventricle, 
pericardial  effusion,  prosthetic  valves,  complex  malfor- 
mations and  two  dimensional  echocardiography.  The 
structure  of  these  chapters  is  especially  well  organized. 
Initially  each  presents  the  normal  tracing,  technical  con- 
siderations, and  then  the  echocardiographic  findings  in 
specific  diseases.  In  each  section  of  the  latter  is  presented 
a short  discussion  of  the  anatomic  and  functional  changes 
of  the  disease,  a clinical  summary,  the  echocardiographic 
findings,  a series  of  short  concise  comments  (“pearls”),  and 
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a statement  of  the  clinical  role  of  echocardiography.  The 
last  chapter  deals  with  the  rapidly  emerging  field  of  ul- 
trasonic imaging  of  the  heart  and  includes  a section  on  the 
types  of  instrumentation  available,  the  technique  of  their 
use,  the  planes  of  view  of  the  heart,  and  a survey  of  the 
abnormalities  that  may  be  visualized  with  this  new  mod- 
ality. 

The  book  is  abundantly  illustrated  with  many  diagrams 
and  photographs.  Each  chapter  is  followed  by  a very  ad- 
equate bibliography.  The  book  concludes  with  an  ap- 
pendix of  normal  values,  lists  of  differential  diagnosis  for 
various  echocardiographic  signs,  a list  of  review  articles, 
and  a very  adequate  index. 

This  book  is  a major  work  and  a valuable  contribution 
to  the  literature  of  echocardiography.  It  is  highly  recom- 
mended as  an  essential  acquisition  for  all  students  and 
practitioners  in  the  field.  Donald  L.  King,  M.D. 


Oral  cocaine: 

plasma  concentrations  and  central  effects 

Trials  in  4 healthy  young  men  (who  had  previously  used 
cocaine  for  recreational  purposes)  indicated  that  cocaine, 
2.0  milligrams  per  kilogram  of  body  weight,  given  by  the 
oral  route,  is  at  least  as  effective  as  the  same  dose  given 
intranasally.  Cocaine  is  not  detected  in  the  plasma  until 
30  minutes  after  oral  administration,  but  peak  plasma 
concentrations  are  similar  after  both  routes.  The  sub- 
jective “highs”  in  man  are  greater  after  oral  administration 
than  after  nasal  administration.  Evidence  that  cocaine 
is  effective  when  given  orally  is  not  new;  chewing  coca 
leaves  has  been  part  of  the  culture  of  South  American  na- 
tives for  over  a millenium.  This  experimental  confirma- 
tion of  oral  effectiveness,  say  the  authors,  raises  several 
issues.  First,  one  might  suspect  that  a certain  amount  of 
the  activity  of  intranasal  cocaine  may  be  due  to  the  actions 
of  material  passed  through  the  nasopharynx  and  swal- 
lowed. Second,  the  mystique  of  cocaine  abuse,  with  its 
golden  spoons,  rolled  bank  notes,  and  inhalation  rituals, 
should  be  somewhat  dampened  since  the  drug  appears  to 
be  as  effective  if  taken  orally.  Finally,  one  might  conclude 
that  it  is  scientifically  imprudent  to  ignore  reports  which 
have  been  consistent  for  two  thousand  years.  Dyke,  C.  v., 
et  al.:  Science  200:  211  (Apr.  14)  1978. 
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Editorial 


Let’s  regulate  the  regulators 

There  was  a time  when  medicine  could  be  prac- 
ticed, and  this  was  done,  completely  unregulated, 
when  “laissez  faire”  and  “caveat  emptor”  were  the 
“code  of  ethics.”  This  was  shown  to  be  harmful  and 
proved  to  be  inadvisable.  The  pendulum  has  swung, 
and  swung  far,  for  the  practice  of  medicine  probably 
is  now  a much  regulated  activity,  with  more  controls 
and  bureaucratic  demands,  for  both  the  physician 
and  his  workshop — the  hospital — than  any  other 
profession  or  industry. 

In  the  recent  report  by  the  “Task  Force  on  Regu- 
lation” by  Dr.  Carroll  M.  McCarthy  of  the  Hospital 
Association  of  New  York  State,  some  startling  facts 
came  to  light.  Twenty-five  percent  of  all  hospital 
costs  are  attributable  to  meeting  regulatory  re- 
quirements of  government  alone,  and  this  amounts 
to  $1.1  billion  per  year.  Besides,  there  are  other 
agencies  that  have  regulations  that  must  be  complied 
with,  such  as  the  Accreditation  Commission,  and 
many,  many  others.  Hospitals  in  New  York  State 
today  are  subject  to  regulations  by  no  fewer  than  164 
local,  State,  and  Federal  agencies — inconceivable  but 
true.  The  cost  for  complying  per  year  is  in  excess  of 
$1  billion.  The  expenditure  necessary  just  to  submit 
and  process  an  application  for  a “certificate  of  need” 
under  the  Health  Planning  Act  costs  the  applicant 
alone  between  $5,000  and  $25,000,  depending  on  its 
complexity. 

It  is  obvious  that  some  regulation  is  essential. 
Does  not,  however,  the  law  of  diminishing  return 
apply  to  the  burgeoning  number  of  regulations  now 
being  applied  to  medicine?  Besides  hamstringing 
the  practice  of  medicine  per  se,  the  cost  of  promul- 
gating and  enforcing  new  regulations  has  become  an 
important  financial  item.  For  instance,  it  now  costs 
a patient  $40  a day  each  day  in  the  hospital  just  to 
comply  with  the  regulations  already  in  effect.  Also, 
the  regulations  are  increasing  at  the  rate  of  4 percent 
a year,  and  the  cost  of  conforming  is  expanding  more 
than  that. 

Registered  professional  nurses  spend  a quarter  of 
their  time  meeting  the  requirements  and  demands 
of  existing  regulations.  Regulations  applied  to 
“record  keeping”  add  64  percent  to  this  function’s 
cost.  “Forms”  and  “reports”  require  $128  million 
annually.  Fifty  percent  of  the  cost  of  four  hospital 
departments  (administration,  personnel,  social  ser- 
vices, and  utilization  review)  is  spent  in  meeting 
regulatory  requirements.  The  increasing  demands 
on  all  professionals  in  medicine  leaves  less  time  for 


direct  “care  of  the  sick  patients” — the  purpose  of  it 
all.  Much  of  this  extraneous  effort  is  uninteresting 
and  annoying;  and  patient  care  and  professional 
morale  is  disrupted.  So  often  it  is  a crass  waste  of  the 
real  potential  of  highly-trained  personnel. 

Besides  the  cost  there  is  the  stifling  suppressive 
effect  of  controls  by  regulation.  Further,  the  de- 
velopment of  drugs  and  other  forms  of  therapy  often 
have  been  long  delayed  by  the  regulations  in  this 
field,  with  loss  of  benefits  to  the  patient.  Over-reg- 
ulation can  destroy  the  benefits  of  the  individual 
personal  relationship  between  physician  and  patient. 
This  unique  aspect  of  the  art  of  medicine  should  be 
preserved  because  medicine  is  not  an  absolute 
science,  and  probably  never  will  be,  nor  should  it  be. 
Unless  the  present  tendency  is  corrected,  there  exists 
the  threat  that  it  will  be  regulations  that  will  control 
medical  practice.  Regulations  can  become  so  ob- 
noxious as  to  make  socialized  medicine  a welcome 
alternative.  Could  it  be  that  this  is  just  what  our 
health  planners  want?  Either  one — overregulation 
or  socialized  medicine — can  make  the  physician  the 
most  regulated  individual  in  our  society  (this  is  true 
in  no  small  measure  already),  with  destruction  of 
good  medical  care  as  we  know  it.  This  will  eliminate 
the  art  of  medicine  and  this  constitutes  a big  price  to 
pay. 

Regulations  are  necessary  and  even  imperative  but 
their  rapid  and  inordinate  expansion  is  now  over- 
whelming. Is  it  too  much  to  ask  that  the  fiscal  im- 
pact of  any  new  regulation  be  included  before  its 
promulgation?  Is  it  too  much  to  require  that  ade- 
quate time  and  opportunity  for  hearings,  with  phy- 
sicians present,  be  required  before  any  new  regula- 
tion is  made  effective  or  changed?  Is  it  too  much  to 
ask  for  the  enactment  of  the  “Sunset  Law”  supported 
by  the  AMA?  This  would  require  a constant  review 
of  all  present  regulations  to  make  certain  that  they 
are  still  pertinent  or  need  revision.  Regulations  now 
tend  to  persist  ad  infinitum,  with  ever-expanding 
applications  and  extensions  that  last  forever  and 
ever. 

Oh,  for  a little  of  the  freedom  and  the  accompa- 
nying responsibility  of  old,  with  its  full  potential  for 
good,  and  naturally,  for  harm  too;  that  is  a justifiably 
small  price  to  pay  for  recapture  of  some  of  our  pre- 
cious freedom.  With  government  regulatory  agen- 
cies becoming  a “major  growth  industry” — if  not  the 
major  one — should  it  not  be  controlled  and  regulated 


176  New  York  State  Journal  of  Medicine/February  1979 


Tills  asthmatic 

ism  worried  about  his  next  breath... 


he’s  active 
he’s  effectively 
maintained  on 


contoms  theophylline  (anhydrous)  1 50  mg 
ond  glyceryl  guoiocolote  (guoifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilator  therapy 

• 100%  free  theophylline 

Indications:  For  the  sympromoric  relief  of  bronchosposric 
conditions  such  os  bronchial  osrhmo,  chronic  bronchitis, 
ond  pulmonary  emphysema 

Warnings:  Do  not  administer  more  frequently  than  every 
6 hours  or  within  12  hours  offer  rectal  dose  of  any  prepara- 
tion containing  rheophylline  or  ammophylline.  Do  nor 
give  orher  compounds  containing  xanthine  derivatives 
concurrently. 

Precautions:  Use  with  caution  in  patients  with  cardiac 
disease  heparic  or  renal  impairment.  Concurrent  adminis- 
tration with cerrom antibiotics,  i.e..  clindamycin,  erythro- 
mycin, rroleandomycin  may  result  in  higher  serum  levels 
of  theophylline  Plasma  prothrombin  and  factor  V may 
increase,  bur  any  clinical  effect  is  likely  to  be  small,  Merob- 
olires  of  guoifenesin  may  contribute  to  increased  urinary 
5-hydroxyindoleocenc  ocid  readings  when  determined 
with  nirrosonaphrhol  reagent.  Safe  use  in  pregnancy  hos 
not  been  established  Use  in  case  of  pregnancy  only  when 
clearly  needed. 

Adverse  Reactions:  Theophylline  may  exert  some  stimu- 
lating effect  on  the  central  nervous  sysrem  Its  administra- 
tion may  cause  local  irritation  of  rhe  gastric  mucosa  with 
possible  gastric  discomfort,  nausea  and  vomiting.  The 
frequency  of  adverse  reactions  is  related  to  rhe  serum 
rheophylline  level  and  is  nor  usually  a problem  at  serum 
rheophylline  levels  below  20  meg  ml. 

How  Supplied  Copsules  m bottles  of  100  and  1000  and 
unit-dose  packs  of  100:  Liquid  in  bottles  of  1 pint  and  1 
gallon 

See  package  insert  for  complete  prescribing  information. 


PHARMACEUTICAL  DIVISION 

© 1979  Mead  Jotwson  & Company  • Evansville.  Indiana  47721  USA  MJL  6-4220R4 


The  Great  Laxative  Escape 


TifTT? 

MiWIWn! 

'tk 'a*:Te  .Mt«e! 

[•¥•^•1:  • iB'.Vj  T1 T.  iV: 

Fum  1 • 

Scientific  Articles 


Herpes  Simplex 
Virus  Infections 


YEHUDI  M.  FELMAN,  M.D.,  M.A.,  M.Phil., 
F.A.C.P. 

New  York  City 

JOSEPH  A.  SONNABEND,  M.B.,  B.Ch., 
M.R.C.P.b 

New  York  City 

From  the  City  of  New  York  Department  of  Health. 

a Director,  Bureau  of  Venereal  Disease  Control;  Associate 
Clinical  Professor  of  Dermatology,  State  University  of  New  York 
Downstate  Medical  Center,  Brooklyn. 

b Director  of  Continuing  Medical  Education. 


Herpes  is  a term  derived  from  the  Greek  word 
“herpein”  which  means  “to  creep.”  The  disease  has 
a history  of  great  antiquity;  herpes  febrelis,  the 
common  cold  sore,  was  described  as  early  as  100  A.D. 
The  first  classic  description  of  genital  herpes  has 
been  attributed  to  Jean  Astruc,  physician  to  the  King 
of  France,  in  1736. 1 Astruc  also  described  the  clinical 
aspects  and  mode  of  transmission  of  anal  herpes. 
Despite  this  long  history,  it  was  only  with  the  advent 
of  suitable  laboratory  procedures  for  isolating  and 
identifying  the  virus  that  the  diversity  of  the  clinical 
syndromes  associated  with  this  agent  have  been 
recognized.  Even  today  the  full  spectrum  of  re- 
sponses to  herpes  simplex  virus  infections  are  not 
completely  known.  For  example,  its  precise  role  as 
an  oncogenic  agent  still  remains  to  be  established. 

The  presence  of  a viral  agent  in  ocular  and  labial 
lesions  was  first  reported  in  1919, 2*  and  in  the  saliva 
of  healthy  individuals  in  1922.3  In  1939,  Burnet  and 
Williams4  postulated  that  the  virus  could  become 
latent  after  primary  exposure  and  be  reactivated 
under  certain  conditions.  There  is  now  little  doubt 
that  such  a process  occurs,  although  the  mechanisms 
underlying  latency  and  reactivation  remain  to  be 
elucidated. 

With  further  advances  in  fundamental  virologic 
research,  it  became  known  that  herpes  simplex  virus 
belongs  to  the  herpesvirus  group,  morphologically 
similar  DNA-containing  enveloped  viruses,  and  man 
is  natural  host  to  four  herpesviruses.  These  are 

* Lowenstein,  who  performed  these  experiments,  attributed 
similar  unpublished  observations  to  Gruter  made  as  early  as 
1912. 


The  clinical  spectrum  of  herpes  simplex  virus  infec- 
tions is  described.  The  association  of  infection  at 
different  sites  is  correlated  with  infection  with  herpes 
simplex  virus  types  I and  2 and  is  influenced  by  age. 
Genital  herpes  is  associated  with  herpes  simplex 
virus  type  2,  but  can  cause  nongenital  lesions.  The 
epidemiology  of  herpes  simplex  virus  infections  is 
reviewed,  as  well  as  possible  mechanisms  of  viral  la- 
tency and  reactivation.  'There  is  persuasive  evidence 
for  an  association  of  herpes  simplex  virus  type  2 in- 
fection and  cervical  cancer.  The  problem  of  cervical 
infection  during  pregnancy  is  discussed  in  relation 
to  neonatal  infections.  Laboratory  procedures  for 
diagnosing  active  herpes  virus  infections  are  com- 
plicated by  the  widespread  prevalence  of  infection 
and  asymptomatic  viral  carriage.  Effective  therapy 
has  been  demonstrated  only  for  occular  infections 
and  for  herpes  encephalitis.  No  form  of  therapy, 
however,  has  been  demonstrated  to  be  effective  in 
eliminating  latent  infection. 


H8V 1 and  HSV2  (herpes  simplex  virus,  types  1 and 
2),  CMV  (cytomegalovirus),  VZV  (varicella-zoster 
virus),  and  the  EBV  (Epstein-Barr  virus).  In  addi- 
tion, man  can  become  infected  with  one  herpesvirus 
of  another  species,  the  B virus  of  monkeys. 

All  four  of  the  herpesviruses  indigenous  to  man 
share  one  important  property.  They  can  become 
latent  after  a primary  infection,  and,  under  certain 
circumstances,  be  reactivated.  This  pattern  of 
dormancy,  with  the  potential  for  reactivation,  despite 
the  presence  of  circulating  antibody,  is  particularly 
intriguing  since  the  clinical  syndromes  with  which 
these  herpesviruses  are  associated  are  generally  quite 
different.  The  primary  infection  may  be  subclinical, 
but,  when  manifest,  may  appear  in  different  ways. 
The  manifestations  of  recurrences  also  differ.  For 
example,  primary  infection  with  HSV  in  childhood 
may  be  accompanied  by  gingivostomatitis,  and 
reactivation  may  result  in  typical  labial  or  perioral 
fever  blisters.  In  the  case  of  varicella-zoster  virus, 
varicella  is  the  response  to  primary  infection,  and 
when  reactivated,  manifests  as  herpes  zoster.  It  is 
therefore  possible  that  while  the  mechanisms  de- 
termining and  maintaining  latency  may  be  essen- 
tially similar  with  all  herpesviruses,  the  site  where  the 
virus  remains  latent  may  differ  and  constitutes  one 
factor  in  determining  the  clinical  pattern  of  reacti- 
vated infections.  Indeed,  it  is  known  in  the  case  of 
VZV  that  the  site  of  latency  is  the  dorsal  root  ganglia, 
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and  with  EBV  it  may  be  B lymphocytes.  CMV  has 
also  been  isolated  from  lymphocytes  of  asymptomatic 
individuals.  In  HSV  infections  there  is  still  no 
agreement  concerning  the  site  where  the  virus  resides 
between  clinical  recurrences.  The  most  likely  sites 
are  the  ganglia  of  sensory  neurons,  and  evidence  for 
this,  as  well  as  other  postulated  sites  of  viral  carriage, 
will  be  discussed. 

The  discovery  that  HSV  really  consists  of  two 
antigenically  distinct  types,  HSVl  and  HSV2,  was 
an  important  advance. 

The  viral  etiology  of  genital  herpes  was  discovered 
in  1920  by  Baum,5  and  in  the  following  year  Lip- 
schutz6  suspected  that  there  were  differences  be- 
tween genital  and  nongenital  herpes.  However,  it 
was  not  until  1961  that  antigenic  differences  between 
the  two  types  of  HSV  were  shown.7  These  differ- 
ences were  first  correlated  with  site  of  occurence  in 
1967. 8 

Some  generalizations  made  in  the  following  years 
concerning  site  specificity  of  HSVl  and  HSV2  in- 
fections are  now  known  to  have  been  oversimplifi- 
cations. It  is  apparent,  for  example,  that  genital 
herpes  can  be  associated  with  HSVl  and  that  herpes 
meningitis  is  not  exclusively  caused  by  HSV2. 
However,  it  is  true  that  HSVl  and  HSV2  do  seem  to 
show  a predilection  for  different  sites.  To  some  ex- 
tent, the  frequency  of  isolation  of  the  two  types  of 
virus  is  correlated  with  the  age  of  first  exposure.9 
Additional  differences  in  the  biologic  properties  of 
HSVl  and  HSV2  have  been  noted,  and  the  ability  to 
identify  antibodies  specific  to  each  type  of  virus  has 
provided  information  on  differences  in  the  epidem- 
iology of  infection  with  the  two  virus  types.9 


Epidemiology 

Man  is  the  only  host  to,  and  the  exclusive  reservoir 
of,  HSVl  and  HSV2.  No  vectors  have  been  impli- 
cated in  transmission,  which  occurs  only  by  human 
contact.  Many  serologic  surveys  among  various 
populations  and  age  groups  have  shown  the  very 
widespread  prevalence  of  HSV  infections.  Preva- 
lence tends  to  be  higher  among  lower  socioeconomic 
groups.  This,  undoubtedly,  is  a consequence  of  liv- 
ing in  tight  quarters,  with  increased  opportunities  for 
close  contact,  facilitating  viral  spread.  From  studies 
on  the  prevalence  of  HSV  infections  by  age,  as  de- 
termined by  serologic  surveys,  Nahmias  and  Starr9 
have  made  the  following  generalizations: 

1.  About  50  percent  of  newborns  possess  antibody 
as  a result  of  transplacental  transfer.  This  declines  to 
virtually  zero  by  the  age  of  10  months. 

2.  HSV  1 antibody  begins  to  rise  from  the  first  year, 
and  most  rapidly  during  the  first  four  years  of  life.  In 
the  10-  to  14-year  age  group,  almost  70  percent  of  chil- 
dren in  some  populations  will  show  serologic  evidence 
of  exposure  to  HSVl. 

3.  HSV2  antibodies  appear  after  about  14  years  of 
age,  and  their  frequency  increases  more  than  that  of 


HSVl  antibody  from  about  this  age.  This  is  undoubt- 
edly correlated  with  the  onset  of  sexual  activity. 

4.  By  50  years  of  age  over  90  percent  of  individuals 
will  show  evidence  of  infection  with  HSV.  It  should  be 
emphasized  that  this  is  an  overall  figure,  and  selected 
populations  will  show  marked  differences  in  the  preva- 
lence of  HSV  antibodies. 


The  age  differences  in  the  prevalence  of  antibodies 
to  HSVl  and  HSV2  is  also  reflected  in  age  differences 
in  the  sites  of  infection.  In  the  one-  to  four-year-old 
group,  gingivostomatitis  is  most  prevalent  and  rep- 
resents the  primary  infection.  Herpes  labialis  and 
herpetic  keratitis  become  more  frequent  with  ad- 
vancing age.10  Genital  herpes  is  most  prevalent  in 
the  15-  to  30-year  age  group.10  This  is  a sexually 
transmitted  disease  and  would  be  expected  to  be 
more  prevalent  in  a sexually  active  population.  The 
attack  rate  of  sexual  contacts  to  infected  individuals 
has  been  estimated  to  be  about  75  percent.9 

Of  great  epidemiologic  importance  is  the  asymp- 
tomatic individual  who  sheds  virus.  About  0.5  per- 
cent of  the  general  population,  and  perhaps  as  many 
as  15  percent  of  males  attending  clinics  for  sexually 
transmitted  diseases,  excrete  virus  in  the  genital  se- 
cretions.11-14 However,  the  frequency  with  which 
asymptomatic  men  shed  virus  may  vary  also  ac- 
cording to  geographic  location  and  socioeconomic 
status.  Furthermore,  there  are  probably  wide  vari- 
ations in  the  duration  of  virus  shedding.  HSV  has 
been  recovered  from  the  mouth  in  5 percent  of 
asymptomatic  adults  sampled  at  random.9  The  true 
extent  of  asymptomatic  carriage  at  various  sites  is  not 
known  and,  for  any  one  individual,  probably  fluctu- 
ates. 

It  is  clear  from  the  aforementioned  that  HSV  in- 
fections are  essentially  endemic  in  the  population. 
However,  occasional  epidemics  have  been  reported 
in  institutional  settings.9 

The  widely  held  belief  that  HSV  infections  above 
the  waist  are  always  associated  with  HSV  1 and  those 
below  the  waist  with  HSV2  has  proved  to  be  an 
oversimplification.  HSV2  has,  in  fact,  been  isolated 
with  even  greater  frequency  than  HSVl  from  lesions 
on  the  arms  and  hands.  HSVl  is  more  commonly 
associated  with  extragenital  lesions  but  has  certainly 
been  isolated  from  genital  lesions.  The  association 
of  HSVl  with  genital  lesions  was  first  described  in 
1974, 14  and  the  frequency  with  which  this  is  seen  is 
inversely  related  to  the  patient’s  age.  About  30 
percent  of  patients  aged  15  to  24  years  had 
HSVl -associated  genital  lesions,  compared  with  7 
percent  of  those  older  than  25  years.10  Overall, 
about  16  percent  of  genital  lesions  are  caused  by 
HSVl.10  HSV  1 is  the  predominant  isolate  in  cases 
of  gingivostomatitis,  herpes  labialis,  and  herpetic 
keratitis.  In  central  nervous  system  infections,  cases 
presenting  predominant  features  of  meningitis  have 
been  associated  with  HSV2,  while  cases  of  encepha- 
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litis  have  been  associated  predominantly  with 
HSV1.10 

Immunology 

Individuals  without  antibody  are  susceptible  to  a 
primary  infection  which  may  be  entirely  asymp- 
tomatic.15 Antibodies  then  appear;  the  virus  enters 
a latent  stage  and  may  be  reactivated  periodically. 
The  presence  of  antibody  does  not  prevent  recur- 
rences nor  reinfection  with  exogenous  virus.  How- 
ever, in  the  presence  of  antibody  the  illness  associ- 
ated with  reactivation  will  tend  to  be  milder  than  on 
primary  exposure.  There  is  also  some  degree  of  cross 
protection  between  the  two  HSV  types  in  that  pri- 
mary exposure  to  HSV2  in  an  individual  with  anti- 
body to  HSV1  will  tend  to  be  associated  with  a less 
severe  illness.  In  fact  most  individuals  who  en- 
counter HSV2  for  the  first  time  have  already  been 
exposed  to  HSVl.16  It  has  been  noted  that  genital 
herpes  occurring  in  an  individual  with  no  previous 
experience  of  an  infection  with  HSVl  tends  to  be  a 
more  severe  illness.16  There  are  some  individuals  in 
whom  the  illness  associated  with  reactivation  or 
reinfection  will  be  severe  and  possibly  fatal,  despite 
the  presence  of  antibody.  This  can  occur  in  the 
newborn,  in  severely  burned  patients,  and  where 
there  is  a deficit  in  T-cell  function,  either  as  a result 
of  disease  or  from  immunosuppressant  therapy. 

Following  the  primary  infection,  antibody  levels 
usually  persist  at  a fairly  constant  level.  A rise  in 
antibody  titer  during  a recurrence  has  only  occa- 
sionally been  noted.17  The  persistence  of  antibody 
can  be  attributed  to  continued  antigenic  stimulation, 
from  endogenous  or  exogenous  virus. 

Mechanisms  of  latency 
and  reactivation 

The  location  and  state  of  the  virus  during  latency 
is  not  known.  Two  possible  mechanisms  were  pro- 
posed by  Roizman  in  1965.18  One  of  these  sugges- 
tions is  that  the  virus  replicates  at  a low  level,  perhaps 
in  tissue  close  to  the  site  of  recurrence,  such  as  lac- 
rimal or  salivary  glands.  The  appearance  of  lesions 
may  be  attributed  to  factors  that  render  the  target 
site,  such  as  the  perioral  skin,  susceptible.  In  sup- 
port of  this  suggestion  is  the  isolation  of  virus  from 
saliva,  tears,  and  genital  secretions  from  a percentage 
of  individuals  during  lesion-free  periods. 11_14’19~21 

The  alternate  hypothesis  is  that  the  virus  remains 
in  a truly  latent  and  noninfectious  state  between 
recurrences.  The  proposed  sites  of  latency  are  the 
ganglia  of  sensory  neurons,  the  trigeminal  ganglion 
in  the  case  of  facial  herpes,  and  the  sacral  ganglia  in 
the  case  of  genital  herpes.  It  has  been  shown  that  the 
virus  can  travel  centripetally  along  terminal  nerve 
endings,  and  HSV  has  been  recovered  from  both  the 
trigeminal  and  sacral  ganglia.  Evidence  for  both  of 
the  aforementioned  hypotheses  were  reviewed  by 
Docherty  and  Chopan  in  1974.22 


Many  factors  have  been  associated  with  recur- 
rences. Among  them  are  fever,  trauma,  menstrua- 
tion, exposure  to  sunlight  or  ultraviolet  light,  tri- 
geminal nerve  rhizotomy,  exposure  to  pesticides, 
anaphylactic  shock,  pituitary  hormones,  epinephrine, 
emotional  stress,  and  depression.22  It  is  difficult  to 
attribute  a common  pathway  by  which  all  these  fac- 
tors can  precipitate  a recurrence. 

The  immunologic  state  of  the  host  is  probably  the 
most  significant  factor  underlying  the  reactivation 
of  latent  virus.  Attention  has  focused  on  cell-me- 
diated immunity  because  humoral  antibody  appears 
to  be  ineffective  in  preventing  recurrences.  In  ad- 
dition, observations  in  patients  with  impaired  cell- 
mediated  immunity  have  shown  that  such  individ- 
uals are  particularly  prone  to  severe  HSV  infections. 
This  is  also  the  case  in  reactivated  infections  due  to 
herpesviruses  other  than  HSV.  The  classic  associ- 
ation of  herpes  zoster  and  Hodgkin’s  disease  and  the 
occurrence  of  CMV  infections  in  the  immunosup- 
pressed  are  but  two  examples.  It  is,  therefore,  likely 
that  in  the  case  of  HSV  infections,  cell-mediated 
immunity  is  the  most  significant  factor  both  in  re- 
covery from  acute  episodes  and  in  the  maintenance 
of  latency.  Interferon  may  be  another  factor  in 
promoting  recovery.  Induction  of  interferon  has 
been  demonstrated  during  active  infection.23 

Clinical  manifestations 

The  incubation  period  of  primary  HSV  infections 
ranges  from  2 to  12  days.  However,  as  previously 
mentioned,  the  primary  infection  may  be  entirely 
asymptomatic,  and  the  first  clinical  manifestation 
may  represent  a reactivated  infection.  In  general, 
reactivated  infections,  when  they  occur,  tend  to  be 
at  or  near  the  site  of  the  primary  infection,  and  gen- 
erally tend  to  be  milder  than  the  primary. 

Acute  gingivostomatitis.  HSVl  is  usually  the 
cause  of  acute  gingivostomatitis.  Most  commonly 
seen  as  a primary  infection  in  young  children,  it 
presents  vesicles  which  rupture  to  form  ulcers  which 
appear  on  the  buccal  mucous  membranes,  the  tongue, 
and  the  palate.  It  may  also  occur  in  older  children 
and  adults.24 

Herpes  labialis.  Herpes  labialis  is  usually  re- 
current and  is  one  of  man’s  most  common  afflictions. 
It  presents  as  a typical  “cold  sore”  on  or  close  to  the 
lips  and  is  usually  associated  with  HSVl.10 

Herpes  progenitalis.  In  women  the  vulva  and 
vagina  may  be  affected  in  the  progenitalis  form,  but 
the  cervix  is  the  main  site  of  involvement.  Painful 
ulcers  of  the  vulva  and  vagina,  associated  with  in- 
guinal adenopathy  and  constitutional  signs,  may 
occur.  Involvement  of  the  cervix  is  frequently  sub- 
clinical.25 

In  males,  vesicles  and  ulcers  can  occur  anywhere 
on  the  glans,  the  prepuce,  or  shaft  of  the  penis.  They 
may  be  multiple  and  grouped.  Herpetic  urethritis 
in  males  can  occur,25  and  these  infections  probably 
represent  a small  percentage  of  cases  diagnosed  as 
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nongonococcal  urethritis.  Herpetic  cystitis  has  also 
been  described.25 

Anorectal  herpes  presents  anal  vesicles.  Spread 
of  the  vesicles  to  the  cleft  and  inguinal  adenopathy 
often  occurs.  Pruritis  ani  and  rectal  pain  have  been 
severe.26-27  In  most  reports  of  anal  herpes  in  adults 
there  has  been  a history  of  anal  intercourse. 

Genital  herpes  is  typically  a recurrent  disease,  with 
recurrences  tending  to  be  milder  than  the  primary 
infection.  There  tend  to  be  fewer  lesions,  less  pain, 
and  a shorter  duration  of  the  lesions  and  of  viral 
shedding. 

It  is  of  interest  that  in  one  study  cervical  cultures 
yielded  HSV  in  87  percent  of  women  experiencing 
their  first  episode,  while  only  4 percent  of  women 
with  recurrent  infections  yielded  virus.28  In  this 
study,  the  number  of  recurrent  and  primary  infec- 
tions seen  in  women  was  about  the  same,  but  in  men 
twice  as  many  recurrent  infections  were  seen  com- 
pared with  initial  infections.  A possible  explanation 
is  that  recurrences  in  females  may  more  frequently 
be  asymptomatic. 

Genital  herpes  is  often  associated  with  other  sex- 
ually transmitted  diseases.  Consequently,  all  pa- 
tients with  herpes  genitalis  should  be  screened  for 
syphilis  and  gonorrhea,  and  all  women  with  herpetic 
cervicitis  should  also  be  screened  for  trichomoni- 
asis. 

Herpetic  keratoconjunctivitis.  Primary  her- 
petic keratitis  may  be  associated  with  conjunctivitis, 
and  conjunctivitis  without  keratitis  may  also  occur. 
HSV  1 is  usually  responsible.  Recurrent  keratitis  will 
occur  in  about  30  percent  of  patients.  Corneal  ero- 
sions may  coalesce  to  form  a dendritic  ulcer.  Herpes 
keratitis  may  result  in  blindness.29 

Dermatologic  lesions.  Herpes  can  affect  any 
part  of  the  skin.  The  primary  infection  may  be  se- 
vere, with  constitutional  manifestations  and  regional 
adenopathy.  Traumatic  herpes  can  develop  in  areas 
of  the  skin  that  have  been  abraded.  Herpes  gladia- 
torum  in  wrestlers  is  a good  illustration  of  this.30 
Analogous  herpetic  skin  lesions  are  also  seen  in  rugby 
players.  Scarring  does  not  occur,  although  recurrent 
facial  herpes  can  be  a cosmetic  problem.  Skin  lesions 
may  be  particularly  severe  in  patients  who  are  im- 
munosuppressed.  The  classic  example  of  severe  skin 
involvement  is  Kaposi’s  varicelliform  eruption,  or 
eczema  herpeticum,  which  is  usually  a primary  in- 
fection of  the  skin  of  patients  with  atopic  dermatitis. 
Herpetic  whitlow  is  frequently  due  to  HSV2. 
Medical  personnel,  such  as  nurses,  constitute  a 
population  in  which  this  condition  is  not  infrequently 
reported.31,32  It  is  often  a primary  infection.  HSV 
has  also  been  implicated  as  one  of  the  sensitizing 
agents  capable  of  causing  erythema  multi- 
forme.33’34 

Central  nervous  system  infections.  HSV  in- 
fections of  the  central  nervous  system  may  appear 
predominantly  as  encephalitis  or  with  predominant 
signs  of  a meningitis.  Herpetic  encephalitis  is  an 


important  form  of  nonepidemic  encephalitis  en- 
countered in  the  United  States;  about  4,000  cases  are 
estimated  to  occur  each  year.35  HSVl  has  usually 
been  associated  with  cases  of  herpes  encephalitis  in 
adults,  and  HSV2  with  cases  of  meningitis.10  35  The 
fatality  rate  of  herpes  encephalitis  is  possibly  the 
highest  of  all  the  virpl  encephalitides,36  and  may  be 
as  high  as  70  percent.37  However,  the  demonstrated 
efficacy  of  adenine  arabinoside,  or  Ara-A,  in  this 
condition,37  particularly  when  administered  early  in 
its  course,  will  hopefully  improve  the  outlook  for 
infected  patients.  The  introduction  of  this  thera- 
peutic agent  will  undoubtedly  lead  to  more  vigorous 
attempts  at  establishing  a diagnosis  in  suspected 
cases.  Definitive  diagnosis  depends  on  demon- 
strating the  virus  in  material  derived  from  brain  bi- 
opsy. At  the  present  time,  this  procedure  is  recom- 
mended before  administration  of  Ara-A.37  Other 
diagnostic  procedures,  such  as  electroencephalogram, 
brain  scan,  and  carotid  angiography,  may  provide 
suggestive  evidence  of  herpes  encephalitis.  About 
40  percent  of  patients  have  a history  of  cutaneous 
herpetic  lesions.  The  virus  may  invade  the  central 
nervous  system  through  neutral  or  hematogenous 
spread.  The  prognosis  of  herpetic  meningitis  is  far 
better  than  that  of  herpetic  encephalitis.  Occa- 
sionally herpetic  meningitis  may  be  recurrent.38 

Neonatal  herpes.  The  most  frequent  source  of 
neonatal  infection  is  from  a HSV  infection  of  the 
birth  canal.  If  there  is  evidence  of  cervicovaginal 
infection  in  the  mother  after  the  thirty-second  week 
of  gestation,  the  risk  of  neonatal  infection  is  about  15 
percent.39  If  the  mother  is  infected  near  the  time  of 
delivery,  the  risk  of  neonatal  infection  may  be  as  high 
as  50  percent.35  As  many  as  18  to  28  percent  of 
neonatal  infections  are  due  to  HSVl.  Most  are  ac- 
quired from  HSVl  genital  lesions  in  the  mother,  but 
it  is  possible  that  some  could  result  from  postnatal 
infection  transmitted  by  another  individual,  such  as 
a family  contact  or  nurse.  In  the  infant  the  disease 
may  vary  in  severity  from  a subclinical  infection  at 
one  extreme  to  a disseminated  fatal  infection. 
Nahmias  and  Roizman35  point  out  that  the  im- 
pression that  most  cases  of  neonatal  herpes  infections 
are  fatal  was  based  on  the  fact  that  diagnosis  in  ear- 
lier reports  was  made  at  autopsy.  It  is  now  recog- 
nized that  milder  localized  infections  and  asymp- 
tomatic infections  do  occur.40  41  The  overall  prog- 
nosis of  neonatal  infections  is  not  clear  at  the  present 
time.  Genital  herpes  acquired  earlier  in  pregnancy 
may  be  associated  with  an  increased  incidence  of 
abortion  or  prematurity.39  Currently,  it  is  consid- 
ered that  cesarean  section  be  advised  if  there  is  evi- 
dence of  cervicovaginal  infection  in  the  mother  near 
term.  However,  if  more  than  six  hours  have  lapsed 
after  rupture  of  the  membranes,  cesarean  section  is 
not  likely  to  protect  the  fetus.35 

Herpes  pneumonia.  A severe  and  often  lethal 
form  of  herpetic  pneumonia  has  been  seen  in  patients 
who  are  immunosuppressed  and  in  those  with  ex- 
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tensive  burns.  Herpetic  esophagitis  has  also  been 
described  in  such  patients.42,43 

Carcinogenicity.  The  evidence  for  the  associa- 
tion of  HSV  with  cervical  cancer  is  circumstantial  but 
persuasive.44  A greater  incidence  of  cervical  dys- 
plasia, carcinoma  in  situ,  and  invasive  carcinoma  of 
the  cervix  has  been  demonstrated  in  women  with 
serologic  evidence  of  HSV2  infection.  However,  as 
with  any  virus,  it  is  difficult  to  definitively  prove  an 
etiologic  role  in  human  carcinoma.  Even  if  HSV‘2 
antigens  can  be  detected  from  cancer  cells  in  cul- 
ture,4546 or  fragments  of  herpes  DNA  (deoxyri- 
bonucleic acid)  identified  in  such  cells  by  hybrid- 
ization techniques,47  this  in  itself  does  not  constitute 
proof  of  an  etiologic  role.  It  is  certainly  true  that 
most  women  with  genital  herpes  will  not  develop 
cervical  cancer  and  that  cervical  cancer  can  occur  in 
women  with  no  evidence  of  HSV  infection.  Despite 
this  lack  of  definite  proof,  the  evidence  is  highly 
suggestive.  Herpesviruses  have  been  shown  to  be 
able  to  transform  cells  in  vitro48  and  have  oncogenic 
effects  in  experimental  animals.  The  importance  of 
regular  Papanicolaou  smears  in  all  women  hardly 
needs  emphasizing.  It  is  of  particular  importance 
in  women  with  evidence  of  prior  genital  herpes,  in 
whom  it  should  probably  be  done  every  six 
months. 

Diagnosis 

Laboratory  tests  are  available  for  the  identification 
and  typing  of  HSVl  and  HSV2.  In  addition,  anti- 
bodies to  both  types  of  virus  can  be  identified  and 
quantitated  by  a variety  of  techniques.  However,  the 
results  of  these  tests  can  sometimes  be  difficult  to 
interpret  and  have  to  be  considered  in  the  context  of 
the  clinical  picture.  HSV  infections  are  so  common 
and  the  virus  isolated  so  frequently  from  the  mouth 
and  genital  secretions  of  asymptomatic  individuals 
that  mere  isolation  of  the  virus  from  these  sites 
cannot  always  be  taken  to  mean  that  HSV  is  re- 
sponsible for  a particular  illness.  Isolation  of  HSV 
from  the  mouth  of  a patient  with  encephalitis,  for 
example,  does  not  mean  that  it  is  the  cause  of  the 
central  nervous  system  infection.  Isolation  of  HSV 
from  a brain  biopsy,  on  the  other  hand,  would  pro- 
vide a definitive  diagnosis. 

Serologic  investigations  are  also  frequently  limited 
in  their  usefulness.  The  common  prevalence  of  an- 
tibodies to  HSV,  and  the  fact  that  recurrences  are 
usually  not  associated  with  antibody  increases,  can 
limit  the  value  of  serologic  tests.  However,  a fourfold 
increase  in  antibody  titer  between  acute  and  conva- 
lescent sera,  if  found,  is  significant.  Failure  to 
demonstrate  such  a rise  does  not  exclude  a diagnosis 
of  a reactivated  HSV  infection. 

The  various  laboratory  tests  that  can  assist  in  di- 
agnosis fall  into  the  following  categories: 

1.  Demonstration  of  morphologic  changes  in  in- 
fected cells. 


FIGURE  1.  Tzanck  smear  of  multinucleate  giant  cells 
(courtesy  Venereal  Disease  Control  Division.  Bureau  of  State 
Services.  Center  for  Disease  Control,  Public  Health  Service, 
Department  of  Health,  Education,  and  Welfare,  Atlanta, 
Georgia  30333). 

2.  Detection  of  viral  antigen  in  infected  cells  and 

isolation  of  the  virus. 

3.  Serologic  methods  to  identify  and  quantitate 

HSV  antibodies. 

Demonstration  of  morphologic  changes  in  in- 
fected cells.  The  classic  Tzanck  smear  shows  giant 
cells  when  stained  with  either  Giemsa,  Wright,  or 
other  appropriate  stains  (Fig.  1).  Characteristic 
intranuclear  inclusions  can  also  be  seen  on  Papani- 
colaou smears.49  Consequently,  the  Papanicolaou 
smear  is  useful  in  detecting  asymptomatic  herpetic 
cervicitis.  The  histologic  changes  will  not  differen- 
tiate primary  from  recurrent  infections,  nor  will  they 
differentiate  between  HSVl  and  HSV2  infections. 
In  addition,  they  are  not  even  specific  for  HSV,  since 
similar  changes  can  be  seen  in  varicella-zoster  in- 
fections. 

Demonstration  of  virus  or  viral  antigens.  HSV 

antigens  can  be  detected  by  specific  immunofluo- 
rescent  techniques.35  Nonspecific  fluorescence  may 
be  a problem.  Direct  virus  isolation  by  inoculation 
into  tissue  culture  has  replaced  older  methods  using 
the  chick  chorioallantoic  membrane  or  the  rabbit 
cornea.  Isolates  can  be  identified  and  typed  by 
techniques  available  in  most  routine  virus  diagnostic 
laboratories. 

Serologic  methods.  Antibodies  can  be  detected 
by  a number  of  techniques,  and  differentiation  be- 
tween type  1 and  type  2 HSV  antibody  is  usually 
possible.49  Perhaps  the  commonest  method  is  the 
complement  fixation  test  Other  methods  are  the 
detection  of  antibody  by  passive  hemagglutination, 
immunofluorescence,  radioimmunoassay,  and  im- 
munoperoxidase  tests.49 

Treatment 

There  are  only  two  situations  in  which  therapy  has 
been  proved  to  be  effective.  These  are  the  treatment 
of  ocular  herpes  with  topical  5-iododeoxyuridine, 
adenine  arabinoside,  or  trifluorothymidine,  and 
systemic  administration  of  adenine  arabinoside  in 
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herpes  encephalitis,  where  a significant  reduction  in 
mortality  rate  has  been  achieved  when  the  drug  is 
administered  early  enough.37  Systemic  iododeox- 
yuridine  and  cytosine  arabinoside,  which  were  once 
claimed  to  be  of  value  in  herpes  encephalitis,  are  now 
known  to  be  of  no  value  and  may  even  have  a dele- 
terious effect.50 

There  is  no  treatment  that  has  been  definitely 
shown  to  be  of  value  in  cutaneous  herpes,  although 
many  claims  have  been  made  that  particular  treat- 
ments have  been  efficacious.  None  have  been  shown 
to  be  effective  when  subjected  to  rigorous  trials. 
Photoinactivation  of  the  virus  after  treatment  with 
neutral  red  or  proflavine  is  not  recommended,  since 
there  is  a risk  of  malignant  transformation  with  this 
type  of  treatment.51  The  use  of  topical  iododeoxy- 
uridine  or  adenine  arabinoside  has  also  not  been 
proved  to  be  of  value;  30  percent  iododeoxyuridine 
in  dimethyl  sulfoxide  is  used  in  Britain,  but  again 
there  is  no  rigorous  proof  of  its  efficacy.26  Dimethyl 
sulfoxide  is  not  licensed  in  the  United  States  for  use 
in  this  fashion. 

Another  therapeutic  approach  for  which  no  benefit 
has  been  shown  has  been  the  use  of  smallpox  vac- 
cines. Other  immunologic  approaches,  involving 
inactivated  HSV  vaccines,  levamisole,  and  transfer 
factor  have  been  suggested,  but  as  yet  no  double- 
blind controlled  studies  have  demonstrated  con- 
vincingly the  efficacy  of  any  of  these  agents.  The 
fact  that  so  many  different  treatments  are  claimed 
to  be  of  some  use  in  mucocutaneous  herpes  is  in  itself 
evidence  that  none  are  probably  of  any  value. 

Drying  agents  such  as  alcohols,  ketones,  and  ether, 
while  not  curative,  at  least  have  the  advantage  of 
causing  the  lesion  to  dry  up  quickly. 

Treatment  of  the  acute  attack  is  of  course  not 
necessarily  the  same  as  eradicating  the  infection  and 
eliminating  recurrences.  No  form  of  therapy  has 
been  shown  to  be  effective  in  this  respect. 

Prevention 

The  prevention  of  neonatal  herpes  by  performing 
cesarean  section  in  appropriate  situations  has  been 
discussed. 

With  respect  to  the  transmission  of  genital  herpes, 
avoidance  of  direct  contact  with  active  lesions  must 
be  advised.  If  the  lesions  are  away  from  the  mouth 
or  anogenital  region  a Band-Aid  may  suffice.  If  le- 
sions are  on  or  near  the  anogenital  region,  the  use  of 
a condom  will  reduce  the  risk  of  transmission. 
Certain  contraceptive  foams  have  virucidal  proper- 
ties.52 However,  the  most  prudent  course  is  to  avoid 
direct  contact  particularly  with  a casual  partner, 
during  recurrences,  which  in  most  cases  will  be  of 
relatively  brief  duration. 
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Tuberculosis  is  serious  threat 
to  convicts  in  prisons 

Tuberculosis  often  is  a serious  health  problem  in  prisons, 
and  prison  cases  may  be  a factor  in  delaying  the  eradication 
of  tuberculosis  in  the  population  at  large,  says  a report  in 
the  December  1 Journal  of  the  American  Medical  Asso- 
ciation. 

William  H.  Stead,  M.D.,  of  Arkansas  Department  of 
Health,  Little  Rock,  reports  on  an  outbreak  of  infectious 
tuberculosis  in  a state  prison  in  Arkansas.  Ten  cases  were 
found  in  a prison  population  of  1,500.  The  epidemic  was 
aborted  by  drug  treatment  and  establishment  of  a program 
for  screening  and  periodic  retesting. 

Clear  evidence  of  spread  within  the  prison  was  found. 
Dr.  Stead  says.  Some  of  those  stricken  were  healthy  when 
they  entered  the  penitentiary. 

Last  January  a child  died  of  tuberculosis  transmitted 
from  a former  inmate  who  had  been  infected  while  incar- 
cerated but  released  without  treatment,  he  declares. 

JAMA  Editor  William  R.  Barclay,  M.D.,  in  an  accom- 
panying editorial  declares  that  “Society  punished  these 
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prisoners  twice,  once  by  incarceration  and  a second  time 
by  illness.  The  second  punishment  is  also  inflicted  on  the 
family  of  one  prisoner,  who  transmitted  his  undetected 
tuberculosis  to  his  wife  and  two  children.” 

Situations  similar  to  Arkansas  led  the  AMA  to  conduct 
a national  survey  of  health  care  conditions  in  the  nation’s 
jails  and  prisons  several  years  ago.  The  survey  led  to  the 
AMA's  program  for  the  accreditation  of  medical  care  and 
health  services  in  jails,  initiated  in  1975.  By  early  this  year, 
22  of  38  pilot  jails  were  awarded  accreditation,  and  the 
program  is  now  being  extended  to  ten  new  pilot  states. 

In  a related  article,  John  E.  Smialek,  M.D.,  and  Werner 
U.  Spitz,  M.D.,  report  on  an  analysis  of  deaths  of  25  pris- 
oners in  local  Wayne  County,  Michigan,  jails  during  a 
two-year  period.  Twenty  were  suicides,  one  accidental, 
one  a murder,  one  of  natural  causes,  and  two  of  undeter- 
mined causes,  but  probably  drug-related.  Many  of  the 
suicides  were  individuals  jailed  for  minor  offenses,  such  as 
drunkenness  or  traffic  violations.  Most  hanged  themselves 
in  their  cells,  within  a few  hours  after  being  locked  up. 

Installation  of  television  monitors  in  some  cells  in  two 
Wayne  County  communities  has  resulted  in  prevention  of 
12  suicides,  Dr.  Smialek  says. 
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Preserve 

your 

rights 


On  April  1, 1978,  the  New  York  State 
Drug  Substitution  Law  took  effect. 
Under  the  law,  all  New  York  State 
physicians  are  required  to  utilize  a new  prescription 
form  and  sign  it  in  a specified  way. 

A signature  in  the  lower  right  hand  corner  over  the 
words  “Substitution  permissible”  requires  that 
the  pharmacist  must  fill  the  prescription  with 
a lower  cost  product,  even  when  a brand  name 
is  written  on  the  prescription.  A signature  on 
this  line  also  requires  the  physician  to 
inform  his  patient  that  the  pharmacist 
will  substitute  another  drug  product. 

A signature  in  the  lower  left  hand  corner 
over  the  words  “Dispense  as  written” 
requires  the  pharmacist  to  dispense 
only  the  product  written. 
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filled  generically  unless 
physician  signs  on  line  stating 
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The  complete  text  of  the  New  York  State  Substitu- 
tion Law  and  other  helpful  information  is  available 
from  your  local  Pfizer  representative. 
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peutic performance  and  to  select  a 
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Neurologic  Problems 
of  Diabetic  Lower 
Extremity 

LEONARD  D.  POLICOFF,  M.D.*t 

Princeton,  New  Jersey 

Professor  and  Chairman,  Department  of  Physical  Medicine  and 
Rehabilitation,  Rutgers  Medical  School,  Piscataway,  New  Jersey 

One  cannot  really  separate  the  problems  of  the 
diabetic  foot  from  neurologic  problems  of  the  dia- 
betic leg,  and  I felt  it  necessary  to  take  as  my  topic  the 
neurologic  problems  of  the  entire  diabetic  lower  ex- 
tremity. 

In  this  context  it  should  be  noted  that  Fraser  and 
his  co-workers,**  in  an  article  published  in  the 
journal  Diabetes  in  June,  1977,  reported  on  a long- 
term study  which  demonstrated  that  a large  per- 
centage of  diabetic  individuals  in  their  series  at  the 
time  of  initial  diagnosis  already  had  evidence  of 
conduction  disturbances  in  the  peroneal  nerves  of 
one  or  both  lower  extremities.  A smaller  group  ap- 
parently also  had  evidence  of  autonomic  dysfunction. 
In  their  series,  treatment  with  insulin  for  control  of 
the  diabetes  was  felt  to  have  produced  some  variable 
improvement  in  the  conduction  delays  noted,  but  not 
in  the  autonomic  dysfunctions.  In  their  experience 
treatment  with  oral  antiglycemic  agents  did  not  im- 
prove conduction. 

While  there  is  some  tendency  for  the  various 
neurologic  dysfunctions  in  the  lower  extremity  which 
are  sequential  to  the  existence  of  diabetes  to  overlap 
in  their  characteristics,  one  can  isolate  a series  of 
neurologic  entities  of  frequent  occurrence. 

Presented  at  the  171st  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Section  on  Physical 
Medicine  and  Rehabilitation,  Wednesday,  October  5,  1977. 

* By  invitation. 

f At  present:  Chairman,  Department  of  Rehabilitation  Med- 
icine, Pacific  Medical  Center,  San  Francisco,  California. 

**  Fraser,  D.  M.,  et  at:  Peripheral  and  autonomic  nerve 

function  in  newly  diagnosed  diabetes  mellitus,  Diabetes  2(1:  546 
(.June)  1977. 


Rehabilitation  and 
Treatment  of  Diabetic 
Foot 


Remote  neurologic  pathologic 
condition  with  lower  extremity  relationship 

Thrombosis  of  anterior  spinal  artery. 

Thrombosis  results  in  infarction  of  the  anterior  spi- 
nal cord  at  the  level  of  one  of  the  major  arterial 
branches,  most  often  in  the  lower  dorsal  or  upper 
lumbar  area.  The  onset  may  be  with  severe  pain  in 
the  back  or  in  the  extremities,  and  the  patient  will 
have  loss  of  pain  and  temperature  sensation  with 
motor  paresis  below  the  lesion,  flaccidity,  and  de- 
pressed deep  tendon  reflexes,  but  with  preservation 
of  posterior  column  function.  This  is  a severe,  gen- 
erally irreversible,  neurologic  dysfunction. 

Autonomic  dysfunction.  Autonomic  neurologic 
dysfunction  of  variable  degree  is  noted  in  many  di- 
abetics. This  may  take  the  guise  of  ophthalmic, 
gastric,  bowel,  or  bladder  functional  impairment  and 
may  produce  impotence  or  postural  hypotension.  In 
the  lower  limbs,  however,  the  important  change  is  the 
“self-sympathectomized”  limb  which  occurs  in  some 
diabetic  patients.  This  will  produce  changes  in  skin, 
circulation,  sweating  patterns,  and  the  texture,  tur- 
gor, and  elasticity  of  the  skin,  and  may  precede  and 
contribute  to  the  skin  breakdown,  leading  to  localized 
abscess  formation  and,  eventually,  osteomyelitis. 
When  such  changes  in  the  autonomic  nervous  system 
are  present,  the  limbs  of  the  patient  should  be  treated 
with  exquisite  care  to  avoid  all  local  areas  of  pressure, 
irritation,  and  skin  breakdown. 

Diabetic  amyotrophy 

As  originally  described,  diabetic  amyotrophy  was 
thought  to  be  a myelopathy  because  of  proximal 
weakness  of  the  lower  extremities  with  occasional 
demonstration  of  extensor  plantar  responses.  Most 
investigators  no  longer  believe  that  it  is  a myelopa- 
thy, and  the  presence  of  an  extensor  plantar  response 
would  actually  rule  out  the  diagnosis  of  diabetic 
amyotrophy  and  suggest  that  there  was  a spinal  cord 
dysfunction.  Pathologic  alterations  of  the  spinal 
cord  have  not  been  demonstrated  in  this  entity,  and 
it  is  probable  that  it  is  a variant  of  neuropathy.  The 
basic  lesion  is  severe  atrophy  and  reduction  of  the 
size  of  randomly  located  single  muscle  fibers  scat- 
tered throughout  the  lower  extremities  without  ne- 
crosis or  evidence  of  inflammation.  Improvement 
in  the  control  of  diabetes  is  likely  to  result  in  some 
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improvement  in  amyotrophy  unlike  that  of  poly- 
neuropathy. It  is  a condition  which  affects  primarily 
males  in  the  elderly  age  groups  who  may  have  mild, 
often  previously  undiagnosed,  diabetes.  Involve- 
ment is  more  likely  to  be  proximal  than  distal,  with 
the  pelvic  girdle  involved  more  often  than  the 
shoulder  girdle.  These  patients  demonstrate  early 
muscle  fasciculations,  and  myalgia  is  a prominent 
and  early  sign,  associated  with  muscle  weakness  in 
the  involved  muscles  with  marked  muscle  wasting  of 
the  involved  muscle  groups  as  well.  Because  of  the 
weakness  of  the  muscles,  the  deep  tendon  reflexes 
may  be  depressed,  but  they  do  not  have  a plantar 
extensor  response. 

Neuropathies  of  diabetes 

Polyneuropathy.  Polyneuropathy  is  the  most 
characteristic  of  the  neuropathies  of  diabetes.  At 
least  5 percent  of  adult  diabetic  individuals  show  this 
clinical  disorder.  The  incidence  is  not  related  to  the 
severity  or  duration  of  the  diabetes,  and,  indeed,  as 
has  been  previously  noted,  evidence  of  conduction 
slowing  in  peripheral  nerves  may  occur  before  clinical 
evidence  of  diabetes  is  found. 

Electrodiagnostic  studies  have  shown  subclinical 
changes  of  this  kind  to  be  present  in  about  25  percent 
of  adult  diabetic  persons. 

The  pathologic  condition,  in  general,  is  segmental 
demyelination,  some  loss  of  both  myelinated  and 
unmyelinated  fibers,  proliferation  of  Schwann  cells, 
and  connective  tissue  elements  within  the  peripheral 
nerve.  Clinically,  the  patients  complain  of  sensory 
disturbances,  manifested  by  burning  feet  and  tender 
calves,  beginning  in  the  toes  and  feet  and  spreading 
to  the  legs,  and,  usually,  later  appearing  in  the  hands 
and  upper  extremities.  The  disturbance  is  primarily 
sensory,  and  initially  it  is  symmetric,  often  showing 
a stocking-and-glove  distribution,  so  that  the  pre- 
senting symptoms  may  make  one  suspect  conversion 
hysteria.  The  patients  tend  to  show  diminished 
touch,  pain,  vibration,  and  position  sense  with  de- 
pressed reflexes.  In  some  individuals  with  auto- 
nomic dysfunction  plus  the  neuropathy,  there  is  a 
tendency  to  develop  Charcot’s  joints,  accompanied 
by  impaired  position  sense  and  autonomic  pupillary 
disturbances,  suggesting  the  classic  picture  of  tabes 
dorsalis,  and  this  has  been  dubbed  diabetic  pseudo- 
tabes. 

Diabetic  radiculopathy.  In  some  patients  a true 
radiculitis  type  of  syndrome  may  be  seen  with  pain 
radiating  peripherally  into  the  lower  extremity. 
Clinically,  this  type  of  radiculopathy  is  not  different 
from  radiculopathy  secondary  to  disk  disease  or 
spondylosis.  However,  back  pain  is  usually  absent 
in  these  patients,  although  rarely  it  has  been  re- 
ported. Myelography  will,  of  course,  be  unremark- 
able, but  electromyography  may  demonstrate  strong 
evidence  of  radiculopathy.  It  is  presumed  that  this 
entity  is  secondary  to  a local  vascular  lesion  in  the 
nerve  root,  and,  fortunately,  this  is  often  a self-lim- 


ited entity  lasting  six  to  eight  weeks,  depending  on 
the  existence  or  development  of  adequate  collateral 
circulation. 

Mixed  spinal  nerve  disorders.  Under  mixed 
spinal  disorders  we  consider  two  basic  entities: 
mononeuropathy  and  mononeuropathy  multiplex. 
This  is  believed  to  be  the  result  of  vascular  occlusion 
of  the  arterial  supply  to  a peripheral  nerve.  Peroneal 
palsy  is  the  most  common  of  these  disorders  to  occur, 
but  there  may  be  involvement  of  the  femoral  nerve, 
the  obturator  nerve,  and  less  often  of  the  upper  ex- 
tremity nerves.  Clinically,  the  patient  may  develop 
motor,  sensory,  and  reflex  impairment  in  the  distri- 
bution of  that  specific  peripheral  nerve.  In  some 
individuals  cranial  nerves  will  be  involved,  producing 
ophthalmoplegia.  When  it  occurs  in  an  isolated  in- 
dividual nerve,  it  is  called  mononeuropathy.  When 
more  than  one  isolated  nerve  is  involved,  it  is 
mononeuropathy  multiplex.  The  difference  between 
mononeuropathy  multiplex  and  polyneuropathy  is 
that  the  lesion  is  not  diffuse;  it  is  not  symmetric,  and 
it  can  clearly  be  demonstrated  by  nerve  conduction 
studies  that  the  remaining  peripheral  nerves  show  no 
evidence  of  neuropathy  and  that  only  isolated  indi- 
vidual nerves  show  such  damage.  In  mononeurop- 
athy multiplex,  the  prognosis  for  recovery  again  de- 
pends on  the  availability  of  collateral  circulation  or 
its  later  development.  Recovery  may  be  partial, 
total,  or  none.  Generally  speaking,  the  more  proxi- 
mal the  lesion  and  the  more  widespread  the  lesions 
are,  the  poorer  the  prognosis  for  functional  restora- 
tion. 

Miscellaneous  data 

There  are  some  known  neurologic  facts  of  interest 
with  relation  to  the  diabetic  individual  for  which  no 
very  clear-cut  explanation  exists.  One  can  postulate 
that  the  data  on  which  this  information  rests  are  er- 
roneous and  that  perhaps  initial  diagnosis  was  in- 
correct, so  that  the  conclusions  drawn  are  not  valid. 
Be  that  as  it  may,  it  has  generally  been  reported  that 
Friedreich’s  ataxia,  disseminated  sclerosis,  amyo- 
trophic lateral  sclerosis,  optic  atrophy,  and  late  adult 
onset  of  proximal  myopathy  occur  more  frequently 
in  the  diabetic  population  than  in  the  general  pop- 
ulation. Several  observers  have  commented  on  the 
fact  that  peripheral  neurologic  dysfunctions  are 
seldom  found  in  schizophrenic  individuals  who 
subsequently  develop  diabetes.  Finally,  entrapment 
neuropathy  syndromes,  although  often  associated 
with  local  trauma  or  occupational  habitus,  tend  to 
occur  more  frequently  in  the  diabetic  person.  The 
tarsal  tunnel  syndrome,  involving  the  posterior  tibial 
nerve,  Morton’s  metatarsalgia,  and  entrapment 
phenomena  involving  all  of  the  branches  of  the  pe- 
roneal and  posterior  tibial  nerves  in  the  foot  are  more 
common  than  in  the  general  population. 

Electrodiagnosis  in  diabetic  extremity 

Conduction  velocity  examinations  are  of  signifi- 
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cant  value  in  the  diagnosis  of  the  neurologic  dys- 
functions of  the  diabetic  lower  extremity.  Aging 
produces  slowing  of  measurable  degree  in  the  con- 
duction velocity  of  peripheral  nerves  of  all  individ- 
uals, whether  diabetic  or  not.  However,  in  the  ju- 
venile diabetic  patient,  significant  conduction 
slowing  of  10  percent  or  more  may  be  present  without 
clinical  evidence  of  neuropathy,  and  in  later  years  the 
juvenile  diabetic  individual  tends  to  show  on  average 
more  conduction  slowing  than  anticipated  by  aging 
alone,  even  though  he  may  not  have  developed  clin- 
ical evidence  of  neuropathy.  In  the  classic  type  of 
diabetic  polyneuropathy,  sensory  conduction  slowing 
appears  first.  In  long-standing  or  severe  cases  con- 
duction slowing  may  be  profound,  with  the  rate  of 
conduction  slowed  by  25  to  30  percent  or  more  as 
compared  with  average  normal  findings.  Conduc- 
tion velocity  studies  are  useful  in  differentiating 
mononeuritis  and  mononeuritis  multiplex  from 
polyneuritis.  In  polyneuritis,  for  example,  one  would 
anticipate  that  there  would  be  fairly  symmetric 
slowing  in  all  of  the  peripheral  extremity  nerves.  In 
mononeuritis  this  slowing  occurs  in  only  a specific 
nerve  or  nerves,  and  these  are  usually  not  symmetric 
in  distribution.  In  using  conduction  velocity  studies 
to  localize  nerve  entrapment  syndromes,  one  must 
be  extremely  cautious  not  to  be  misled  by  data  ob- 
tained from  surface  electrode  examinations.  Con- 
duction changes  may  be  very  segmental  and  very 
localized.  It  may  be  necessary  to  use  needle  elec- 
trodes for  pickup  rather  than  surface  electrodes  to 
insure  accuracy  of  diagnosis.  Needle  electromyog- 
raphy is  also  useful  in  the  diabetic  extremity  since  it 
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The  foot  is  a target  organ  for  some  of  the  manifes- 
tations and  complications  of  diabetes  mellitus,  many 
of  which  are  vascular  in  nature.  In  order  of  impor- 
tance, these  are: 

1.  Proneness  to  develop  bacterial  infections  and 
fungal  infestations. 

2.  Ischemia  due  to  occlusive  disease  of  large,  medi- 
um, and  small  arteries. 

3.  Trophic  changes,  pain,  and  weakness  due  to 
neuropathy. 

4.  Local  skin  breaks  or  small  areas  of  ischemia  due 
to  microangiopathy. 
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may  help  to  localize  demyelinization,  can  demon- 
strate and  localize  the  level  of  a radiculopathy,  may 
help  to  differentiate  myelopathy  from  radiculopathy, 
and  may  assist  in  the  diagnosis  of  amyotrophy  as 
opposed  to  polyneuropathy. 

Summary 

The  neurologic  problems  of  the  diabetic  patient 
and  his  foot  are  insidious,  exasperating,  and  frus- 
trating. They  can  develop  long  before  the  diabetic 
course  would  predict  their  occurrence  and  appear  to 
have  little  to  do  with  the  success  of  control  of  the 
hyperglycemia  and  glycosuria  in  most  patients. 
Indeed,  in  some  patients  with  the  most  profound 
neurologic  dysfunction,  it  is  sometimes  difficult  to 
demonstrate  the  existence  of  a significant  level  of 
diabetes  without  glucose  tolerance  tests  and  similar 
types  of  procedures.  The  neurologic  dysfunctions 
of  the  diabetic  lower  extremity  respond  little,  if  at  all, 
to  the  standard  methods  of  therapy  used  for  other 
types  of  peripheral  neuropathies,  such  as  vitamin 
therapy  and  physical  therapy.  Current  thinking 
suggests  that  these  problems  are  the  result  of  enzy- 
matic dysfunctions  related  to  derangement  of  pan- 
creatic endocrine  physiology  which  are  associated 
with,  but  not  necessarily  identical  to,  insulin  pro- 
duction and  utilization.  It  is  in  the  area  of  such  en- 
zymatic studies  that  any  real  hope  for  the  improve- 
ment in  these  neurologic  dysfunctions  can  be  antic- 
ipated in  the  future. 

Pacific  Medical  Center 
P.  0.  Box  7999 
San  Francisco,  California  94120 

5.  Arterial  media  calcification,  that  is,  Monck- 
eberg’s arteriosclerosis. 

Bacterial  infections 

Bacterial  infections,  in  the  presence  of  adequate 
arterial  circulation,  are  responsible  for  about  one  half 
of  all  major  limb  amputations  in  the  diabetic  pa- 
tient.1 Why  a tendency  for  infections  exists  in  the 
diabetic  individual  is  not  well  understood.  Hy- 
potheses include  the  lack  of  an  elusive  immune  sub- 
stance, properdin,  or  the  existence  of  a favorable 
environment  for  bacterial  growth  in  a carbohy- 
drate-enriched interstitial  fluid  (Urbach).  As  of 
recently,  the  thickening  of  capillary  basement 
membranes,  which  seems  to  be  accelerated  in  the 
diabetic  patient,  is  said  to  impede  the  diffusion  of 
needed  metabolites  and  to  delay  the  migration  of 
leukocytes  into  inflamed  tissue  thus  weakening  the 
body’s  defenses.2 

Most  infections,  such  as  abscesses,  osteomyelitis, 
phlegmons,  and  cellulitis,  originate  with  skin  breaks 
due  to  some  trauma  which  is  often  preventable. 

OAD  ( occlusive  arterial  disease) 

OAD  is  responsible  for  the  remaining  one  half  of 
major  limb  amputations  in  the  diabetic  individual.1 
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OAI)  accounts  for  delayed  healing  of  ulcerations,  for 
claudication,  and  for  other  problems.  The  under- 
lying arterial  lesion,  the  thickening  of  the  intirna  with 
or  without  thrombosis,  can  hardly  be  distinguished 
from  the  lesions  occurring  in  nondiabetic  persons 
were  it  not  for  the  fact  that  in  the  diabetic  individual 
the  tibial  arteries  are  predominantly  involved  while 
the  typical  lesions  in  the  nondiabetic  person  are  in 
the  superficial  femoral  artery.  Also,  OAI)  in  the 
diabetic  patient  develops  at  a younger  age.  Thus, 
the  absence  of  ankle  pulses  in  the  presence  of  a 
popliteal  pulse  suggests  a diagnosis  of  diabetes  mel- 
litus.  OAI)  is  a slowly  progressing  disease.  Fontaine 
has  defined  four  stages  which  serve  as  guidelines  to 
many  angiologists  today. -A  These  are  the 

presymptomatic  stage,  claudication,  rest  pain,  and 
necrobiosis.  Much  more  likely,  however,  rest  pain 
and  necrobiosis,  both  representing  extreme  degrees 
of  inadequate  arterial  perfusion  which  often  leads  to 
amputation,  are  preventable  complications  rather 
than  late  manifestations  of  OAI). 

Adequacy  of  tissue  perfusion  not  only  depends  on 
the  blood-carrying  capacity  of  the  arteries,  but  also 
on  systemic  pressure,  the  quality  of  the  blood,  and  on 
the  minimum  demand  of  the  tissues  for  blood  nec- 
essary for  survival  which  correlates  with  organ  and 
tissue  metabolism.  Thus,  normal  skin  at  an  ambient 
temperature  of  70  °F.  needs  0.8  to  1 ml.  of  blood  per 
100  Gm.  tissue  per  minute  only,  to  stay  viable.  At 
a temperature  of  104°  F.  the  minimum  needs  increase 
to  11  ml.  Resting  muscle  requires  about  3 ml.  per 
100  Gm.  per  minute;  during  vigorous  rhythmic  ex- 
ercise this  demand  may  rise  to  40  to  50  ml.  per  100 
Gm.  per  minute.  Inflamed  tissue  may  depend  on  25 
to  35  ml.  per  100  Gm.  per  minute  to  stay  alive.  If,  in 
any  of  these  contingencies,  blood  flow  is  insufficient, 
signs  and  symptoms  of  ischemia  appear.  If  the  rise 
in  tissue  demand  is  temporary,  as  happens  in  inter- 
mittent claudication,  the  danger  of  tissue  damage  is 
negligible.  If  the  demand  exceeds  arterial  carrying 
capacity  for  long  periods,  as  happens  in  tissues  in- 
flamed by  infection  or  by  sensitization,  breakdown 
threatens.  In  the  treatment  of  patients  with  OAD, 
therefore,  adequacy  of  circulation  can  be  reestab- 
lished either  by  increasing  blood  supply  or  by  re- 
ducing tissue  demands.  Blood  supply  can  be  in- 
creased by  surgical  techniques  or  by  the  conservative 
intraluminal  angioplasty  described  by  Dotter  et  al.3,4 
More  recently,  proteolytic  reduction  of  fibrinogen  in 
the  blood  by  the  purified  toxin  of  the  Malayan  pit 
viper  has  been  used  successfully  to  increase  periph- 
eral blood  flow  by  way  of  decreasing  blood  viscosi- 
ty.5 

A reduction  of  tissue  demands  for  blood  can  be 
accomplished  in  several  ways.  If  a patient  presents 
an  abscess,  a phlegmon,  or  other  causes  of  a violent 
inflammation,  traditional  emergency  measures  in- 
clude specific  systemic  antibiotics  and  the  applica- 
tion of  sound  surgical  principles,  including  adequate 
drainage  and  debridement.  If  the  skin  is  inflamed 


by  sensitization,  the  offending  agent  is  removed,  and 
topical  anti-inflammatory  therapy  may  be  added.  In 
our  experience,  in  infected  ulcerations,  the  local  ap- 
plication of  bacterial  collagenase  ointment  has  been 
of  benefit  when  arterial  perfusion  is  severely  com- 
promised. 

In  the  patient  with  uncomplicated  OAD,  foot  care 
will  help  to  bring  demand  for  arterial  blood  down  to 
a minimum.  From  1951  through  the  end  of  1967,  I 
embarked  on  a prospective  study  on  the  natural 
course  of  OAI)  at  an  ambulatory  care  center  in  which 
100  percent  following  was  possible.  We  followed 
ambulatory  patients  with  OAI),  untreated  except  for 
an  active  foot  care  program.6  Two  hundred  four 
patients  with  OAI),  104  diabetic  patients  and  100 
nondiabetic  individuals  were  followed  for  6.4  plus/ 
minus  4.2  years,  with  from  2 to  16  years’  follow-up  for 
individual  patients.  Data  on  cardiovascular  status, 
walking  capacity,  pulses,  oscillometric  readings,  and 
habits  were  fed  into  the  computer.  Follow-up  ex- 
amination in  the  PVD  (peripheral  vascular  disease) 
clinic  was  arranged  at  2-  to  4-month  intervals.  The 
program  included  supervision  by  a podiatric  service 
and  a nurse-run  foot  care  clinic  for  diabetics,  as  well 
as  patient  education  for  self-observation  and  evalu- 
ation. The  data  showed  that  the  natural  course  of 
OAD  in  the  diabetic  individual  did  not  differ  from 
that  in  the  nondiabetic  person.  This  was  surprising, 
since  in  similar  studies  more  complications  and  am- 
putations occurred  in  the  diabetic  group  and  at  a 
younger  age.  Our  series  distinguishes  itself  from 
other  studies  only  by  a continuous  control  of  infec- 
tions through  foot  care.  It  stands  to  reason  that  it 
is  principally  the  proneness  to  infections  that  ac- 
counts for  the  accelerated  and  less  benign  course  of 
OAD  in  the  diabetic  patient  as  compared  with  that 
in  the  nondiabetic  person.  The  study  also  demon- 
strates that  amputation  is  not  part  of  the  natural 
course  of  OAD  and  that  preventive  foot  care  can  be 
carried  out  by  an  ambulatory,  properly  informed 
population  even  in  New  York  City. 

Foot  care  includes  avoidance  of  trauma,  that  is,  no 
direct  heat  above  92° F.,  fitting  shoes,  and  nail  care, 
and  daily  self-inspection  and  cleaning,  followed  by 
application  of  water-soluble  grease.  In  practice,  foot 
care  requires  self-discipline  and  persistence.  In  an 
institutional  setting,  foot  care  programs  are  more 
difficult  to  carry  out,  a topic  which  exceeds  the  scope 
of  this  presentation. 

Neuropathy 

Neuropathy  in  the  diabetic  may  cause  several  foot 
problems.  Motor  weakness  and  muscle  imbalance 
result  in  foot  deformities,  which  may  lead  to  skin 
breakdown  from  overloading  during  weight  bearing. 
Sensory  deprivation  permits  the  ground  impact 
during  walking  to  become  excessive.  A diminished 
pain  sensation  and  an  impaired  sweating  mechanism 
may  facilitate  skin  breakdown.  While  diabetic 
polyneuropathy  is  believed  to  be  metabolic  and  not 
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vascular  in  origin,  the  mononeuropathy  multiplex, 
which  is  frequently  responsible  for  the  more  localized 
changes  in  the  lower  limb,  has  been  shown  to  be  due 
to  occlusion  of  vasa  nervorum.7  The  management 
of  the  neuropathic  foot  includes,  apart  from  foot 
hygiene,  the  application  of  proper  shoes  to  secure 
optimal  weight,  distribution  and  foot  protection.8 
The  care  for  the  patient  with  Charcot’s  foot  follows 
similar  principles.8 

Small-vessel  disease 

Small-vessel  disease  may  or  may  not  be  common 
in  the  lower  extremities,  but  it  rarely  causes  major 
foot  problems,  in  contrast  to  the  profound  damage 
it  may  produce  in  eye  or  kidney.  Claudication  al- 
legedly may  be  caused  by  small-vessel  disease.9  This 
opinion  is  based  on  a relatively  normal  angiographic 
picture  combined  with  slow  perfusion  of  injected 
agents  believed  to  occur  in  some  patients.  The  evi- 
dence does  not  appear  convincing,  since  other  pos- 
sible causes  of  claudication  must  be  ruled  out.  These 
include  anemia,  hyperthyroidism,  extensive  deep 
vein  occlusion,  and  pseudoclaudication.  Apart  from 
these  exceptions,  arterial  occlusive  disease  of  suffi- 
cient extent  or  magnitude  has  accounted  for  claudi- 
cation in  the  patients  I have  encountered.  Even 
though  basement  membrane  thickening  is  found  in 
skeletal  muscle  capillaries  of  the  lower  limb,10  it  is 
difficult  to  conceive  that  such  circumscribed  alter- 
ations cause  ischemia  in  as  large  an  area  as  for  in- 
stance the  triceps  surae  muscle. 

In  foot  or  lower  leg,  microangiopathy  may  produce 
the  painful  arteriolosclerotic,  hypertensive  ulcer  over 
the  lateral  aspect  of  the  lower  leg,  or  else  over  the 
posterior  edge  of  the  heel  or  the  tip  of  the  toes. 
These  breakdowns  are  located  in  small  areas  of 
ischemia,  are  painful,  and  tax  the  endurance  of  pa- 
tient and  physician.  Usually,  these  necrotic  areas 
demarcate,  followed  by  healing,  especially  if  the  pa- 
tient is  able  to  ambulate  and  is  allowed  to  do  so  and 
if  direct  pressure  is  strictly  avoided  by  heel  protectors 
and  shoe  adjustments.  Here,  in  addition  to  analge- 
sics and  the  control  of  the  diabetes  and  the  general 
condition,  the  local  application  of  collagenase  oint- 
ment may  prove  helpful.  If  microangiopathy  is 
combined  with  OAD,  the  prognosis  depends  mainly 
on  the  latter.  A danger  in  these  cases  is  precipitous 
debridement  before  demarcation  is  well  advanced. 

Monckeberg’s  arteriosclerosis 

Monckeberg’s  arteriosclerosis  merits  only  brief 
mention,  since  it  does  not  produce,  in  its  pure  form, 
symptoms  of  clinical  importance.1 1 It  does,  however, 


interfere  with  the  measurements  of  peripheral 
pressure  which  today  serve  well  to  manage  patients 
with  OAD.  Such  arteries  cannot  be  compressed 
easily,  and  cuff  methods  for  sphygmomanometry  can 
only  be  applied  if  sections  free  from  media  calcifi- 
cation can  be  found  by  trial  and  error.  Oscillometric 
readings  are  abnormally  high  because  of  an  unim- 
peded transmission  of  the  central  pulse  into  the  pe- 
riphery. 

Conclusion 

Many  of  the  foot  problems  in  the  diabetic  patient 
are  related  to  vascular  pathologic  condition.  This 
includes  occlusive  disease  of  large,  medium,  and  small 
arteries  and  the  diabetic  individual’s  proneness  to 
develop  infections  which  may  be  related  to  micro- 
angiopathy. Both  conditions  call  for  the  patient’s 
adopting  the  habit  of  scrupulous  foot  care.  Neu- 
ropathy leading  to  ulceration  and  to  other  trophic 
changes  can  be  managed  well  by  hygiene  and  by 
wearing  proper  shoes.  In  the  small-vessel  disease, 
local  painful  ulcerations  require  patience  and  a 
conservative  attitude.  None  of  these  measures  is 
complete  without  control  of  diabetes  and  the  general 
conditions. 
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Tardive  Dyskinesia 


Tardive  dyskinesia  is  a well  recognized  complication 
of  psychotropic  medication,  with  an  increased  inci- 
dence in  the  elderly  and  in  those  with  organic  brain 
disease.  Diagnosis  of  T.D.  (tardive  dyskinesia ) 
consists  of  identification  of  the  typical  hand  or  mouth 
movements  and  there  are  no  definitive  laboratory 
tests.  Treatment  is  unsatisfactory,  though  numerous 
medications  have  been  suggested.  Prevention  is 
therefore  most  important  and  careful  monitoring  for 
early  signs  of  TL).  are  features  of  prevention. 
Avoidance  of  polypharmacy  and  caution  in  the  un- 
necessary use  of  ma jor  tranquilizers  for  minor  anxi- 
ety can  be  helpful  in  prevention.  Symptomatic 
treatment  with  phenothiazines  followed  by  slow  re- 
duction or  elimination  of  medication  is  one  useful 
approach  for  T.D. 
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Tardive  dyskinesia  is  the  current  label  for  move- 
ment disorders  that  are  linked  to  prolonged  use  of 
phenothiazines  and  other  psychotropic  medications. 
Earlier  terms,  such  as  “complex”  or  "permanent” 
dyskinesia  are  now  infrequently  used  and  T.D. 
(tardive  dyskinesia)  has  been  elevated  to  the  level  of 
a definite  disease.  There  is  no  longer  serious  effort 
to  attribute  T.D.  to  the  edentulous  state  or  to  psy- 
chiatric factors  such  as  the  stereotypies  of  schizo- 
phrenia, nor  is  T.D.  related  to  tics  or  habit  spasms. 
Instead,  T.D.  is  now  so  universally  accepted  and  so 
frequently  discussed  that  the  significance  of  the 
disorder  and  the  possible  implications  seem  over- 
whelming, broad,  and  yet  inchoate.  This  article  is 
intended  as  a reminder  that  the  condition  can  occur 
in  any  practice,  and  particularly  that  T.D.  can  be  seen 
in  nonpsychotic  patients.  Even  if  T.D.  is  not  a major 
public  health  problem,  the  disorder  has  broad  sig- 
nificance in  medical  philosophy  and  within  the  group 
of  iatrogenic  diseases. 

Study  group 

Utilizing  generally  accepted  diagnostic  criteria  for 
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T.I).,  14  patients  have  been  seen  who  were  not  in- 
stitutionalized nor  flagrantly  psychotic,  and  who 
nevertheless  had  features  of  T.D.  The  major  fea- 
tures of  this  group  of  patients  are  summarized  in 
Table  I.  Medications  utilized  are  listed  for  each 
patient.  The  movements  resembled  those  reported 
in  other  articles,  and  the  characteristic  pattern  in 
these  and  other  cases  will  be  discussed.1-3 

Comments 

Clinical  aspects  of  T.D.  It  is  generally  accepted 
that  there  is  no  laboratory  test  that  proves  T.D.,  and 
T.D.  is  recognized  by  sight  alone.  No  diagnostic, 
radiologic,  or  biochemical  changes  are  reported.  At 
times,  a movement  artifact  is  noted  in  the  electro- 
encephalogram, but  it  is  not  definitive.  The  fleeting 
“piano  playing”  or  flexion-extension  movements  of 
the  fingers  in  T.D.  can  be  seen  best  when  the  patient 
is  at  rest,  and  indeed  may  be  apparent  only  when  the 
patient  is  unaware  of  the  observer.  Buccolingual 
dyskinesia  is  the  most  generally  recognized  feature 
of  T.D.  Even  this  oral  movement,  consisting  of  a 


TABLE  I.  Case  summaries 


Age  Sex 

Location  of 
Dyskinesia 

Associated 
Organic  Disease 

Prior  Psychotropic 
Medications 

Treatment 
for  T.D. 

Results  of 
Therapy 

30 

F 

Hands,  trunk 

None 

Trifluoperazine  hydrochloride  for  months 

Deanol  200  mg.  twice  a day 

Poor 

37 

F 

Neck,  face 

Lupus  erythematosus 

Amitriptyline  hydrochloride,  prochlorperazine  1 

None 

70 

F 

Mouth,  diaphragm 

Possible  early 
parkinsonism 

Haloperidol,  chlorpromazine,  trifluoperazine 
hydrochloride  for  decade 

L-dopa,  anticholinergic, 
barbiturates,  haloperidol 

Haloperidol  of 
moderate  benefit 

60 

F 

Tongue,  neck 

None  known 

Varied  phenothiazines  for  decade 

None  tried 

71 

F 

Neck,  head,  tongue, 
mouth,  and  diaphragm 

None  known 

Perphenazine  and  amitriptyline  hydrochloride  for 
3 years 

Haloperidol 

No  benefit 

68 

F 

Feet,  mouth 

Alcoholism  and  possible 
Korsakoff  s psychosis 

Chlorpromazine,  thioridazine  hydrochloride, 
benztropine  mesylate  in  large  doses  for  years 

Deanol  500  mg.  per  day 

No  benefit 

37 

F 

Eyes,  mouth,  shoulders 

None 

Thiothixene  and  phenothiazines  for  years 

Haloperido  deanol, 
benztropine  mesylate 

None 

71 

F 

Mouth  and  lips 

None,  edentulous 

Trifluoperazine  hydrochloride  for  years 

Haloperidol 

None 

63 

F 

Tongue,  mouth,  lips 

Mild  parkinsonism 

Haloperidol.  chlorazepate 

Deanol  600  mg.  per  day 

Improved 

62 

F 

Mouth  and  tongue 

None 

Unknowm 

Lin  known 

60 

F 

Mouth  and  tongue 

Atrophy  on 

pneumoencephalogram 

Perphenazine,  imipramine  hydrochloride 

None 

75 

F 

Mouth  and  tongue 

Tic  douloureux 

Fluphenazine,  doxepin  hydrochloride, 
chlorpromazine,  amitriptyline  hydrochloride 

Haloperidol 

Slight  benefit 

53 

F 

Mouth  and  tongue 

Possible  schizophrenia 

Fluphenazine 

None 

68 

M 

Mouth  and  tongue 

Edentulous 

Multiple  phenothiazones 

None 
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restless  Hick  of  the  tongue  or  a repetitive  pursing  of 
the  lips,  is  particularly  obvious  when  the  patient’s 
attention  is  directed  away  from  the  examination.  It 
is  apparent  that  the  movements  can  be  inhibited  in 
some  patients,  and  indeed  they  often  mimic  normal 
voluntary  movements.  Nevertheless,  the  move- 
ments in  T.D.  are  not  purely  voluntary,  and  the  in- 
cessant up-and-down  movements  of  toes  and  the 
writhing  of  the  tongue  on  the  floor  of  the  mouth  are 
difficult  to  imitate  voluntarily.  T.D.  is  most  com- 
mon in  people  with  underlying  organic  brain  disease, 
dementia,  or  in  advanced  age;  but  can  be  seen  in 
children  as  well  as  in  nonpsychotic  adult  individuals, 
such  as  those  listed  in  Table  I.4  Pseudoparkinson- 
ism and  the  acute  dystonic  reactions  produced  by  the 
phenothiazines  rarely  represent  a major  diagnostic 
problem  and  are  much  better  known  than  is  T.D. 

Cause.  The  cause  of  T.D.  remains  uncertain,  but 
the  known  linkage  with  age  and  a possible  increased 
incidence  in  women  is  intriguing.  Prolonged  use  of 
phenothiazines  is  the  single  most  relevant  cause  of 
T.D.,  but  the  mechanism  of  action  of  phenothiazines 
which  produce  the  condition  is  uncertain.  An  effect 
of  phenothiazines  on  dopamine  receptor  sites,  with 
an  initial  blockage  by  phenothiazines  and  a later 
denervation  hypersensitivity,  has  been  suggested.  A 
long-lasting  or  permanent  change  at  receptor  sites 
may  explain  the  sudden  appearance  of  the  move- 
ments for  the  first  time  after  the  phenothiazines  are 
discontinued. 

As  in  the  dyskinesias  seen  during  treatment  of 
parkinsonian  patients  with  levodopa  (Larodopa),  it 
is  unlikely  that  any  one  mechanism  will  offer  an  all- 
encompassing  explanation.  Differences  in  hormone 
levels  in  males  and  females,  normal  development  of 
extrapyramidal  features  of  aging,  and  the  use  of  an- 
ticholinergic medications,  may  all  play  a role  in  the 
development  of  T.D. 

Prevention  of  T.D.  Prevention  of  T.D.  is  of 
particular  interest  for  this  iatrogenic  disorder. 
Several  general  principles  have  been  suggested,  most 
recently  by  Crane,5  who,  for  almost  a decade,  was 
an  almost  solitary  voice  emphasizing  the  importance 
of  T.D. 

1.  There  is  little  evidence  that  chlorpromazine 
(Thorazine),  or  its  equivalent,  at  dosages  above  400 
mg.  per  day  is  much  better  for  psychosis  than  are 
lower  doses.  Therefore,  as  a psychiatric  dictum,  use 
the  smallest  efficacious  dose. 

2.  Even  at  modest  doses,  patients  should  be 
monitored  for  T.D.,  looking  for  movements  which 
may  make  their  first  appearance  as  a shift  in  posture, 
or  via  restlessness  of  the  fingers.  Recent  articles 
have  suggested  careful  watch  for  akathisia  by 
checking  for  cogwheel  rigidity,  and  then  aggressive 
pursuit  of  appropriate  antiparkinsonian  drug  man- 
agement.6 Since  Klawans7  and  others  have  sug- 
gested that  anticholinergic  medication  may  increase 
the  incidence  of  T.D. , such  advice  can  be  questioned. 
There  is  no  single  monitor  for  T.D.  since  individual 


patients  vary  in  the  pattern  of  the  dyskinesia,  but 
awareness  of  the  disorder  is  the  first  step  for  the 
physician.  It  may  well  be  necessary,  for  the  safety 
of  the  patient,  to  continue  phenothiazines  despite  the 
presence  of  T.D.  Nevertheless,  the  onset  of  severe 
symptoms  consistent  with  T.D.  demands  a total 
reassessment  of  the  need  for  psychotropic  medica- 
tion. 

3.  Furthermore,  and  this  may  be  the  greatest 
preventive  measure,  certain  patients  are  at  particular 
risk  of  developing  T.D.  Among  those  included  in  the 
group  with  greatest  risk  are  those  with  organic  brain 
disease,  the  aged,  and  possibly  even  the  very  young. 
For  these  groups  nonphenothiazine  anti-anxiety 
medications  may  be  preferable  to  the  major  tran- 
quilizers. 

4.  Although  certain  of  the  major  tranquilizers 
such  as  thioridazine  hydrochloride  (Mellaril)  or 
haloperidol  (Haldol)  are  considered  less  likely  to 
induce  T.D.,  it  seems  likely  that  any  of  the  major 
tranquilizers  can  lead  to  production  of  disturbing 
dyskinesia. 

5.  Although  still  unproved,  it  seems  logical  that 
drug  vacations  might  be  helpful  in  efforts  to  avoid 
T.D.  Certainly  many  of  the  patients  who  are  in  state 
institutions  are  not  harmed  by  discontinuing  a phe- 
nothiazine  transiently  for  days  or  months,  and  a 
relative  reduction  may  allow  restitution  biologically, 
no  matter  what  specific  physiologic  or  anatomic  ef- 
fect results  in  patients  with  T.D. 

Medications  for  T.D.  The  following  are  some  of 
the  medications  that  have  been  suggested  for  T.D.: 


Anticholinergic 

Apomorphine 

a-Methyldopa 

a-Methyltyrosine 

Baclofen  (Lioresal) 

Choline 

Clozapine 

d-Amphetamine 

Deanol 

Diazepam 


Dimethyl  aminoethanol 

Haloperidol 

Levodopa 

Lithium 

Manganese 

Papaverine 

Pimozide 

Pyridoxine 

Tetrabenazine 

Thioridazine 

Serotonin 


All  medications  which  have  been  suggested  as  helpful 
for  T.D.  are  not  useful,  and  none  is  certain  to  be 
helpful  in  an  individual  patient.  Deanol  (Deaner) 
is  the  most  recently  touted  medication,  but  unpub- 
lished work  at  Rochester,  New  York,  and  numerous 
observations  elsewhere,  suggest  that  even  this  med- 
ication is  not  consistently  beneficial  for  T.D.  Such 
failure  has  been  my  experience  in  four  patients  who 
received  doses  as  high  as  1,200  mg.  per  day.  Assess- 
ment of  any  effect  on  T.D.  is  difficult  because,  despite 
statements  to  the  contrary,  most  patients  with  T.D. 
do  slowly  improve.  There  is,  moreover,  great  fluc- 
tuation in  the  amount  of  dyskinesia  from  day  to  day 
and  from  moment  to  moment.  Fatigue,  anxiety, 
isolation,  and  even  a different  examiner,  may  all 
produce  major  variations.  Since  patients  infre- 
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quently  complain  of  T.D.  the  subjective  effect  of 
medications  for  T.D.  is  unknown.  Accelerometer, 
movies,  and  numerous  other  measures,  have  been 
used  in  an  attempt  to  induce  more  scientific  rigor  into 
evaluations  of  therapy  for  T.D.,  and  certainly  most 
medications,  as  judged  hv  most  initial  reports,  are 
helpful  when  first  tried.  It  seems,  as  one  surveys  the 
literature,  that  there  is  at  this  time  no  medication 
that  will  predictably  eliminate  T.D.,  but  that  many 
of  the  major  psychotropic  medications  are  modestly 
helpful  in  reducing  the  severity  of  the  movements. 
Therefore,  at  this  time,  a logical  approach  may  well 
be  “try  the  hair  of  the  dog  that  bit  you”;  a smaller 
amount  of  a major  tranquilizer.  I personally  use 
haloperidol,  which  may  be  started  at  a modest  dose 
with  the  patient  offered  a slow  reduction  over  a pe- 
riod of  weeks.  Some  patients  are  benefited  so  much 
by  diazepam  (Valium)  or  barbiturates  that  these 
more  standard  therapies  suffice  to  control  the  most 
cosmetically  distressing  of  the  movements. 

Significance  of  T.D.  T.D.  is  significant  in  several 
areas: 

1.  Medicolegal  cases  of  T.D.  have  been  decided 
against  psychiatrists  and  against  general  family 
physicians.  Ignorance  of  the  phenomenon  of  T.D. 
is  hardly  acceptable  as  an  excuse  to  miss  it  since  the 
Physician’s  Desk  Reference  and  other  readily 
available  references  clearly  document  the  possibility 
of  T.D.  in  any  patient  on  psychotropic  medica- 
tions. 

2.  The  physiology  of  this  disorder  is  intriguing. 
Limited  animal  studies  have  been  done,  but  do  not 
explain  the  phenomenon.8  A combination  of  bio- 
chemical and  anatomic  features  seems  likely,  but  how 
they  apply  is  still  uncertain.  There  is  some  opinion 
that  all  human-beings  develop  extrapyramidal  fea- 
tures as  a part  of  normal  aging,  implying  that  Park- 
insonism would  occur  to  all  if  they  only  lived  long 
enough.9  If  so,  such  natural  attrition  may  predispose 
the  aged  to  a heightened  effect  of  medications  that 
further  insult  the  basal  ganglia  that  have  become 
weakened  through  attrition. 

3.  One  concept  that  has  arisen  from  studies  of 
T.D.  is  that  of  vacation  periods.  Except  in  restora- 
tive therapy,  as  in  endocrinology,  medication  that 
affects  the  central  nervous  system  may  be  less  likely 
to  produce  a permanent  effect  if  the  medication  is 
discontinued  at  intervals.  Phenytoin  (Dilantin)  is 
an  obvious  example,  and  the  hazards  of  discontin- 
uation need  balance  against  the  hazards  of  uninter- 
rupted therapy.  There  are  several  groups  of  medi- 
cations, with  the  tranquilizers  and  anticonvulsants 
as  good  examples,  in  which  alternative  medications 
with  a different  biochemical  effect  can  be  consid- 
ered. 

4.  Philosophical  features  of  T.D.  are  of  great  in- 
terest. Why  is  it  true  that  many  patients,  although 


by  no  means  all  patients,  with  T.D.  are  untroubled 
by  the  movements?  Is  it  a truism  that  excess 
movements,  excess  thoughts,  and  excess  stimulation, 
are  rarely  as  distressing  to  the  central  nervous  system 
as  is  akinesia,  poverty  of  thought,  or  isolation? 
Second,  just  what  is  this  movement  disorder  of  T.D.? 
Is  it  an  extrapyramidal  disease,  a microbiologic  dis- 
order of  receptor  sites,  or  a disorder  of  homeostasis 
in  the  motor  system? 

5.  Finally,  the  crucial  significance  of  T.D.  lies  in 
the  term  “tardive.”  Are  there  other  disorders,  late 
in  onset  and  subtle  in  appearance,  that  we  have 
overlooked?  It  is  possible  that  if  they  are  iatrogenic 
they  are  even  harder  to  see.10 

Conclusion 

Tardive  dyskinesia  is  now  accepted  as  a major 
complication  of  prolonged  use  of  psychotropic  agents; 
cases  are  summarized.  The  movements  may  involve 
mouth,  hands,  or  trunk,  and  tend  to  worsen  when  the 
medication  is  discontinued.  The  mechanism  is  not 
known,  but  denervation  hypersensitivity  of  the  re- 
ceptors in  the  basal  ganglia  has  been  suggested. 
Avoidance  of  polypharmacy  and  caution  in  unnec- 
essary use  of  major  tranquilizers  can  be  helpful  in 
prevention.  Numerous  medications  have  been 
suggested  for  T.I).,  none  have  been  perfectly  effica- 
cious. Symptomatic  treatment  with  small  doses 
of  phenothiazines  followed  by  slow  reduction  or 
elimination  of  medication  seems  the  best  current 
approach. 

Neurological  Associates,  Inc. 
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Columbus,  Ohio  43221 
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The  persistently  low  mortality  and  morbidity 
rates  following  aortic  valve  replacement  are  almost 
exclusively  associated  with  myocardial  infarction  or 
with  depression  of  left  ventricular  function  without 
transmural  tissue  necrosis.  Controversy  continues 
as  to  the  most  effective  method  of  protecting  the 
myocardium  during  aortic  cross-clamping.  Renewed 
interest  in  myocardial  preservation  by  potassium 
cardioplegia  combined  with  hypothermia  has  raised 
questions  about  the  relative  contributions  of  the 
pharmacologic  agents  and  of  the  hypothermia. 

This  retrospective  study  compares  the  protective 
effects  of  hypothermic  cardiac  arrest  in  two  groups 
of  patients  who  underwent  isolated  aortic  valve  re- 
placement. In  one  group  only  hypothermia  was 
used;  the  second  group  was  protected  by  both  hy- 
pothermia and  potassium  cardioplegia. 

Materials  and  methods 

Seventy-five  consecutive  patients  who  underwent 
isolated  aortic  valve  replacement  without  coronary 


The  major  complications  of  AVR  ( aortic  value  re- 
placement) using  coronary  perfusion  have  been 
perioperative  infarction  and  depression  of  left  ven- 
tricular function.  Renewed  interest  in  potassium 
(K+)  cardioplegia  has  raised  questions  about  the 
relative  contributions  of  K+  and  of  hypothermia. 
This  retrospective  study  compares  the  protective 
effects  of  K+  and  of  cold  in  67  consecutive  patients 
who  had  isolated  AVR  without  coronary  perfusion. 
In  Group  I,  consisting  of  33  patients,  the  aortic  root 
was  injected  with  4°  C.  Ringer's  containing  glucose 
and  steroids.  Group  II,  consisting  of  34  patients, 
were  perfused  with  the  same  solution,  to  which  K+ 
was  added.  There  were  no  deaths  in  either  group. 
In  Group  I,  EKG  evidence  of  myocardial  infarction 
was  seen  in  6 percent,  or  2 of  33,  and  postoperative 
inotropic  support  was  required  in  51  percent,  or  17 
of  33.  Mean  cross-glamp  time  was  43  plus  or  minus 
11  minutes.  In  Group  II,  there  was  no  EKG  evidence 
of  myocardial  infarction.  Inotropic  support  was 
needed  in  only  6 percent,  or  2 of  34  patients,  despite 
the  greater  cross-clamp  time  of  58  plus  or  minus  9 
minutes. 


perfusion  were  evaluated.  Patients  were  operated 
on  at  New  York  University  Medical  Center  between 
March,  1974,  and  June,  1976.  Group  I,  all  operated 
on  by  one  surgeon,  George  E.  Reed,  M.D.,  consisted 
of  33  patients  in  whom  hypothermia  alone  was  used; 
23  patients  were  men,  and  10  were  women.  The 
mean  age  was  56.3  years.  Aortic  stenosis  was  the 
predominant  lesion  in  14,  regurgitation  in  9,  and 
combined  lesions  were  present  in  10.  Mean  car- 
diothoracic  ratio  was  0.59  plus  or  minus  0.07  standard 
deviation.  All  patients  were  in  NYHA  (New  York 
Heart  Association)  Functional  Classes  III  or  IV. 

Group  II,  42  patients  in  whom  potassium  and  hy- 
pothermic arrest  was  used,  included  29  men  and  13 
women  with  a mean  age  of  58  years;  26  had  stenosis, 
9 had  regurgitation,  and  4 had  combined  disease. 
Three  other  patients  were  operated  on  for  bacterial 
endocarditis.  Mean  cardiothoracic  ratio  was  0.61 
plus  or  minus  0.05  standard  deviation. 

The  technique  of  cardiopulmonary  bypass  was  the 
same  for  both  groups.  A nonblood  prime  and  bubble 
oxygenators  were  used.  The  left  ventricle  was 
vented  through  either  the  left  atrium  or  ventricle.  In 
all  patients  the  blood  was  cooled  to  25°C.  prior  to 
cross-clamping;  12.5  Gm.  of  mannitol  were  given  after 
induction  of  anesthesia,  and  12.5  Gm.  were  added  to 
the  pump  prime. 

In  Group  I patients,  the  aortic  root  was  injected 
with  500  cc.  of  4°C.  Ringer’s  solution  containing  one 
Gm.  of  methylprednisolone  sodium  succinate 
(Solu-Medrol)  per  liter  of  solution  and  16  cc.  of  50 
percent  glucose.  Complete  cessation  of  myocardial 
activity  did  not  always  occur.  With  additional 
cooling  by  topical  saline  at  4°C.  the  myocardial 
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TABLE  I.  EKG  and  enzyme  changes  TABLE  II.  Postoperative  inotropic  support 

Category  Group  I Group  II  Category  Group  I Group  II 


Deaths  0 0 

Myocardial  infarction  by  EKG  2 0 

Myocardial  infarction  by  enzymes*  2 2 

MeanSGOT  147  ± G1  88 ±46 

Mean  CPK  958  ± 520  1,048  ± 635 

Cross-clamp  time  43  ± 1 1 58  ± 9 


* SCOT  > 150;  CPK  > 1,500 

temperature  was  reduced  to  18  to  22°C. 

In  Group  II,  the  procedure  for  cooling  was  identical 
except  that  the  aortic  root  perfusate  contained  an 
additional  26  mEq.  of  potassium  chloride,  for  a total 
of  30  mEq.  potassium  chloride  per  liter.  Injection 
was  continued  until  electrocardiogram  evidence  of 
myocardial  activity  ceased.  A total  of  15  to  21  mEq. 
of  potassium  chloride  was  required. 

In  both  groups,  the  heart  was  kept  at  18  to  22°C. 
until  removal  of  the  aortic  clamp  reestablished  cor- 
onary flow.  After  evacuation  of  air  the  heart  was 
defibrillated  and  allowed  to  beat  with  the  ventricle 
vented  until  the  patient  rewarmed  to  35°C.,  or  for  a 
minimum  of  30  minutes. 

Weaning  from  bypass  was  monitored  by  left  atrial 
and  systemic  pressure  readings,  as  well  as  by  elec- 
trocardiograph, blood  gas,  and  urine  output  mea- 
surements. When  necessary,  left  ventricular  func- 
tion was  supported  by  cardiotonic  and  vasoactive 
drugs  such  as  isoproterenol  (Isuprel),  epinephrine, 
and  norepinephrine.  Postoperative  electrocardio- 
grams and  cardiac  enzymes  were  monitored  for  evi- 
dence of  myocardial  damage.  Infarction  was  diag- 
nosed by  the  presence  of  both  new  Q waves  in  the 
electrocardiogram  and  combined  peak  enzyme  values 
of  greater  than  1,500  units  for  (serum  glutamic  ox- 
aloacetic transaminase)  SGOT  and  over  150  units  for 
creatine  phosphokinase  (CPK).  Pressor  support, 
when  needed,  was  tapered  as  myocardial  function 
improved. 

Results 

Mean  aortic  cross-clamp  time  in  Group  I was  43 
plus  or  minus  11  minutes,  with  the  range  from  25  to 
63  minutes.  In  Group  II,  patients’  mean  cross-clamp 
time  was  58  plus  or  minus  9 minutes  with  a range  of 
21  to  129  (Table  I). 

No  deaths  occurred  in  either  group. 

In  Group  I,  by  these  criteria,  that  is,  both  electro- 
cardiographic changes  and  enzyme  elevations, 
myocardial  infarction  was  seen  in  2 of  33  patients,  an 
incidence  of  5 percent.  One  patient  with  myocardial 
infarction  had  a 53-minute  cross-clamp  time  and 
required  less  than  four  hours  of  support  off  bypass 
with  epinephrine  and  levarterenol  bitartrate  (Le- 
vophed).  The  second  infarct  occurred  in  a 71-year- 
old  man  who  had  a cross-clamp  time  of  25  minutes 
and  required  no  postoperative  support. 

Group  II,  in  contrast,  had  no  patients  with  elec- 


Number  requiring  support  17  2 

To  come  off  bypass  and  7 2 

in  recovery  room 

In  recovery  room  only  10  0 

For  less  than  12  hours  8 1 

For  more  than  24  hours  6 1 

Cross-clamp  time  43  ± 11  58  ± 9 


trocardiographic  evidence  of  infarction,  although  in 
two  patients,  5 percent,  the  enzymes  were  elevated 
to  infarct  levels.  These  two  patients  had  cross-clamp 
times  of  36  and  45  minutes,  and  both  required  post- 
operative inotropic  support. 

Mean  enzyme  values  for  Group  I were  958  units  for 
creatine  phosphokinase  and  147  units  for  SGOT,  and 
mean  values  for  Group  II  were  1,048  units  for  creatine 
phosphokinase  and  88  units  for  SGOT.  No  patient 
in  either  group  demonstrated  electrocardiographic 
evidence  of  infarction  without  enzyme  elevations  as 
described  previously. 

In  Group  I,  postoperative  inotropic  support,  that 
is,  drug  support  at  therapeutic  levels  for  greater  than 
four  hours  postoperatively,  was  required  in  17  of  33 
patients  or  51  percent  (Table  II ).  Ten  of  the  17  pa- 
tients did  not  require  support  to  come  off  bypass  but 
did  require  it  by  the  time  they  were  in  the  recovery 
room.  Eleven  of  the  17  patients  were  weaned  from 
support  by  12  hours  postoperatively,  while  the  other 
6 were  supported  for  up  to  six  days. 

In  Group  II,  inotropic  support  was  needed  in  only 
two  patients,  or  5 percent,  significantly  less  than  in 
Group  I (p  < 0.01  by  chi-square  testing).  These  two 
patients  were  the  same  ones  who  showed  only  enzy- 
matic evidence  of  infarction.  They  required  post- 
operative support  with  epinephrine  and  isoproterenol 
for  12  and  24  hours  respectively. 

Comparison  of  those  in  Group  I who  needed  sup- 
port with  those  who  did  not  show  any  significant 
differences  in  age,  57  years  versus  55  years,  cross- 
clamp time,  41  minutes  versus  46  minutes,  car- 
diothoracic  ratio,  0.59  versus  0.58,  or  in  any  other 
preoperative  or  interoperative  variable  that  might 
distinguish  one  subset  from  the  other. 

Thus,  despite  a significantly  longer  cross-clamp 
time,  43  minutes  versus  58  minutes,  less  evidence  of 
myocardial  infarction  was  found  (p  < 0.001),  and 
significantly  less  (p  < 0.01)  inotropic  support  was 
required  when  potassium  was  added  to  the  car- 
dioplegic  technique. 

Comment 

Profound  hypothermia  dramatically  lowers  the 
oxygen  demands  of  the  heart.1  Since  the  initial  re- 
ports by  Shumway,  Lower,  and  Stofer,2  clinical  ex- 
perience has  continued  to  support  its  use.3’4  Recent 
articles  have  indicated  that  hypothermic  and  po- 
tassium pharmacologic  arrest  further  reduces  met- 
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abolic  demands  and  therefore  confers  additional 
protection  to  the  ischemic  myocardium.1-5,6  Clinical 
studies  have  suggested  its  possible  superiority  over 
coronary  perfusion  during  aortic  valve  replacement.7 
Since  injection  of  the  cold  arrest  solution  also  lowers 
myocardial  temperature,  the  relative  contribution 
of  the  hypothermia  and  of  the  pharmacologic  solu- 
tion had  not  previously  been  assessed. 

This  study  compared  directly  the  effect  of  hypo- 
thermic arrest  alone  to  that  of  hypothermia  with 
pharmacologic  arrest.  Results  showed  a lower  inci- 
dence of  myocardial  injury  in  the  potassium-arrested 
hearts.  The  need  for  postoperative  support,  which 
is  reported  to  correlate  with  intraoperative  myocar- 
dial injury,8  was  significantly  less  in  the  pharmaco- 
logically arrested  group. 

The  two  groups  in  this  study  were  comparable  in 
age,  sex,  type  of  lesion,  and  in  the  severity  of  their 
illnesses  as  gauged  by  NYHA  classification  and  car- 
diothoracic  ratio.  Although  the  majority  of  patients 
in  Group  I were  done  earlier  in  the  study  than  those 
in  Group  II,  no  significant  changes  in  operative 
technique  or  cardiopulmonary  bypass  were  made  by 
the  primary  surgeon  over  the  time  period  involved. 
That  no  deaths  resulted  in  either  group  suggests  that 
progression  of  time  and  experience  did  not  alter  the 
basic  homogeneity  of  these  two  groups.  There  was 
a statistical  difference  in  aortic  cross-clamp  times, 
but  the  longer  cross-clamp  times  were  in  the  potas- 
sium-treated group.  Since  this  group  had  less  evi- 
dence of  injury,  the  difference  in  duration  of  ischemia 
actually  emphasizes  the  additional  protection  pro- 


Laetrile studies  in  dogs 

Laetrile  advocates  deny  its  toxicity,  hut  it  can  yield  an 
amount  of  hydrogen  cyanide  (HCN)  equal  to  6 parts  of  its 
weight.  Healthy  mongrel  dogs,  unfed  the  night  before, 
were  fed  laetrile  and  fresh,  sweet  almonds  under  various 
condit  ions.  Laetrile  dosage  was  similar  to  that  prescribed 
to  cancer  patients.  Doses  ranged  (on  a basis  of  gram  to 
square  meter)  from  an  equivalent  of  the  oral  dose  for  man 


vided  by  potassium  arrest. 

Conclusion 

Pharmacologic  hypothermic  cardioplegia  appears 
to  be  superior  to  hypothermic  arrest  alone  in  reduc- 
ing both  depression  of  left  ventricular  function  and 
myocardial  injury  during  aortic  cross-clamping  for 
aortic  valve  replacement. 

New  York  Medical  College 
Westchester  County  Medical  Center 
Valhalla,  New  York 
(DR.  REED) 
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logic impairment,  ranging  from  difficulty  in  walking  to 
coma.  These  studies  demonstrate  that  oral  laetrile  can  be 
highly  toxic  when  taken  with  some  common  table  foods. 
The  authors  predict  an  increased  incidence  of  cyanide 
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Genetic  counseling  as  a clinical  service  is  a relative 
newcomer  to  the  health-care  scene.  Until  the  1960s, 
the  emphasis  in  human  genetics  was  primarily  on 
laboratory  investigation.  However,  recent  advances 
in  our  understanding  of  the  genetic  basis  of  human 
disease,  improved  techniques  for  examination  and 
detection  of  chromosomal  aberrations,  the  ability  to 
diagnose  selected  disorders  during  fetal  life,  and  the 
advent  of  screen  programs  have  resulted  in  increased 
public  and  professional  interest  in  the  clinical  ap- 
plication of  genetic  principles. 

In  general,  birth  defects  and  developmental  dis- 
orders comprise  the  major  categories  of  individuals 
for  whom  genetic  counseling  is  sought.  Included  are 
structural  and  metabolic  abnormalities  noted  at 
birth,  as  well  as  disorders  that  may  not  be  recognized 
until  later  in  life.  Birth  defects  have  become  a major 
health  concern  because  they  are  of  frequent  occur- 
rence, and  are  often  associated  with  significant 
morbidity  and  mortality  rates.  A small  but  in- 
creasing number  of  these  disorders  are  preventable. 
Birth  defects  have  several  causes:  genetic  (such  as 
phenylketonuria,  Down’s  syndrome,  and  cystic  fi- 
brosis), environmental  (for  example,  rubella  and 
thalidomide)  or  a combination  of  both  genetic  and 
environmental  factors  (such  as  cleft  lip  and  palate 
and  myelomeningocele).  More  than  15  million 
Americans  have  some  form  of  genetic  disorder,1  with 
the  majority  presenting  symptoms  during  infancy  or 
childhood.  Indeed,  it  has  been  estimated  that  ap- 
proximately 30  percent  of  pediatric  bed  occupancy 
may  be  attributed  to  disorders  that  are  in  part  at 
least  genetic.2’3  Included  are  chromosome  aberra- 

* This  work  was  supported  by  the  Birth  Defects  Institute,  State 
of  New  York  Department  of  Health  contract  C-20455. 


tions  with  a newborn  incidence  of  0.5  percent  and 
major  congenital  malformations  with  an  incidence 
of  4 to  6 percent  of  the  newborn  population.  For 
many  of  these  disorders  more  effective  therapy 
(surgical,  medical,  and  dietary)  has  reduced  mor- 
bidity and  mortality  rates.4  These  advances  have 
resulted  in  new  emphasis  on  medical  genetics  in  re- 
cent years.  Accordingly,  there  is  growing  need  and 
demand  for  genetic  counseling  services  and  increased 
interest  in  the  role  of  genetic  services  in  community 
health  settings. 

Genetic  counseling  and  delivery  of  service 

The  clinical  application  of  genetic  principles 
through  genetic  counseling  has  become  an  important 
and  effective  means  of  providing  information  to 
families  at  risk  for  the  occurrence  or  recurrence  of 
birth  defects  or  other  genetic  disorders.  Parents 
need  to  have  an  understanding  of  genetic  information 
for  them  to  make  informed  family-planning  deci- 
sions. Fraser5  has  defined  genetic  counseling  as  a 
communication  process  which  involves  an  attempt 
by  a trained  health  professional  to  help  the  individual 
or  family  to:  (1)  comprehend  the  medical  facts,  in- 
cluding the  diagnosis,  nature  and  cause  of  the  dis- 
order, and  available  treatment;  (2)  understand  the 
genetic  and  nongenetic  aspects  of  the  disorder,  as  the 
case  may  be,  and  the  risk  of  recurrence;  (3)  under- 
stand their  alternatives  for  subsequent  family  plan- 
ning (such  as  prenatal  diagnosis,  adoption,  and  ar- 
tificial insemination);  (4)  choose  the  course  of  action 
best  suited  for  their  individual  needs  and  goals;  and 
(5)  to  make  the  best  possible  family  adjustment  to 
the  disorder  of  the  affected  member  and/or  to  the 
recurrence  risk  for  that  disorder.5 

Genetic  clinics,  usually  established  at  large  medical 
centers,  are  at  present  the  primary  facilities  provid- 
ing comprehensive  genetic  counseling  services.  That 
they  have  not  been  widely  available  elsewhere  reflects 
the  reliance  on  special  diagnostic  procedures,  such 
as  chromosome  analysis,  tissue  culture,  biochemical 
tests,  and  so  forth,  and  a diversity  of  medical  spe- 
cialists. 

Although  the  concept  of  community  outreach  is 
not  new,  genetic  counseling  is  in  many  ways  partic- 
ularly well  suited  for  outreach  programs.  Many  of 
the  problems  for  which  counseling  is  sought  are  not 
acute.  Consequently,  the  motivation  for  patients  or 
families  to  travel  long  distances,  or  of  physicians  or 
other  health  professionals  to  refer  them  for  genetic 
services,  are  often  viewed  as  insufficient  to  initiate 
a visit  to  a distant  medical  center.  A number  of 
major  medical  centers  have  established  regional  ge- 
netic counseling  clinics  in  recent  years — University 
of  California  San  Francisco  Medical  Center,  Uni- 
versity of  Colorado  Medical  Center,  Thomas  Jef- 
ferson University,  and  University  of  California  San 
Diego.6-9  These  programs  have  been  successful  in 
that  they  provide  genetic  services  to  patient  popu- 
lations that  might  otherwise  encounter  difficulty  in 
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obtaining  them.  Patient  response  to  regional  com- 
munity genetic  clinics  is  positive,  and  the  clinics  have 
promoted  increased  awareness  with  health  profes- 
sionals of  the  role  of  genetic  counseling  in  family 
practice. 

The  University  of  Rochester  Medical  Center  is  the 
major  facility  offering  comprehensive  genetic  services 
for  the  surrounding  nine - county  region  with  a total 
population  of  approximately  1,243,316.  The  ma- 
jority of  patients  receiving  genetic  evaluation  and 
counseling  are  from  Monroe  County  (population 
765,000),  suggesting  that  many  families  outside  of 
Monroe  County  are  either  not  aware  of  the  avail- 
ability of  these  services  or  are  not  availing  themselves 
of  the  services,  presumably  because  of  the  distance 
from  Rochester.  1 n an  effurt  to  promote  utilizat  ion 
of  genetic  services,  demonstration  satellite  clinics 
were  established  in  three  of  the  more  distant  counties 
in  the  regional  area. 

This  report  reflects  the  initial  results  of  a 24-month 
effort,  from  April,  1975,  to  May,  1977.  to  extend  ge- 
netic counseling  services  beyond  the  confines  of  the 
medical  center,  to  provide  direct  educational  support 
to  community  health  providers,  to  increase  their 
knowledge  of  the  importance  of  genetics  in  clinical 
practice,  and  to  promote  utilization  of  available 
services. 

Outline  of  project 

Clinic  organization.  Thirty-three  letters  were 
sent  to  county  health  commissioners,  medical  con- 
sultants, directors  of  nursing,  and  hospital  admin- 
istrators in  t he  eight  outlying  counties.  The  letters 
were  designed  to  promote  discussion  and  participa- 


This  report  reflects  the  initial  results  of  a 24-month 
effort  {April,  1975  to  May,  1977)  to  extend  genetic 
counseling  services  beyond  the  confines  of  a medical 
center-based  genetic  facility.  Three  satellite  clinics 
m the  nine-county  Rochester  region  were  established 
to  provide  genetic  services  to  individuals  und  families 
at  the  community  level  Rducutiunul  support  to 
health  providers  has  been  directed  toward  increasing 
knowledge  und  awareness  of  genetic  counseling  as  an 
important  aspect  of  community  health 


tion  in  the  establishment  of  the  demonstration 
clinics.  Subsequently,  eight  meetings  with  medical 
and  nursing  consultants  were  held  in  the  county 
health  departments.  The  purposes  of  the  meetings 
were:  (1)  to  enable  the  medical  center  physician- 
nurse  team  to  meet  the  local  health  providers,  (2)  to 
explore  the  local  need  for  genetic  counseling  services, 
(3)  to  determine  local  receptivity  to  the  project,  (4) 
to  decide  where  to  establish  the  clinics,  and  (5)  to 
outline  the  mechanisms  for  referrals  and  review  de- 
tails concerning  the  operation  of  the  proposed  clinics. 
Selection  of  a community  for  a clinic  was  based 
largely  on  local  enthusiasm  and  receptivity  and  on 
the  distance  from  the  medical  center.  Requested  of 
the  local  community  were:  (1 ) an  office  for  patient 
interviews  and  examinations,  and  (2)  a local  nurse 
coordinator  to  schedule  appointments  and  forward 
a list  of  names,  diagnoses,  and  referral  sources  at  least 
one  week  in  advance  of  the  scheduled  clinic.  All 
necessary  equipment  for  operating  the  clinic  was 
provided  by  the  physician  nurse  team.  Local  health 
personnel  were  also  informed  that  the  project  was 
financially  supported  by  the  Birth  Defects  Institute, 
State  of  New  York  Department  of  Health,  and  that 
the  genetic  services  would  be  provided  at  no  cost  to 
the  families. 

The  success  of  a satellite  clinic  requires  acceptance 
of  the  satellite  clinic  concept  and  the  medical  center 
team  by  the  local  medical  community.  Acceptance 
was  generally  good  in  the  counties  initially  visited. 

Clinic  operation.  The  medical  center-based 
counseling  group  consists  of  several  physicians 
(medical  geneticists  with  qualifications  in  pediatrics, 
internal  medicine,  and  obstetrics  and  gynecology), 
a nurse  clinician,  and  several  technicians.  Of  this 
group,  two  professionals  were  directly  involved  in  the 
satellite  clinic  project — a medical  geneticist  (P.L.T.) 
and  a nurse  clinician  (M.L.L.). 

'Three  clinics  were  established  at  various  distances 
from  Rochester  (Fig.  1):  Mt.  Morris  (Livingston 

County),  serving  a population  of  57,510,  is  40  miles 
from  Rochester;  Bath  (Steuben  County),  serving  a 
population  of  99,810,  is  80  miles  from  Rochester;  and 
Elmira  (Chemung  County),  serving  a population  of 
101,699,  is  100  miles  from  Rochester. 

'The  satellite  genetic  clinics  were  established  in  the 
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county  health  departments  which  are  staffed  by 
public  health  nurses  and  physicians  who  provide  a 
variety  of  health-care  services,  including  immuni- 
zation; well-child,  pediatric,  and  prenatal  clinics;  and 
several  health-screening  programs.  The  major 
benefits  of  this  arrangement  were  the  integration 
with  other  health  department  clinics  and  the  mantle 
of  neutrality  afforded  us  by  the  health  department 
as  the  base  of  operation. 

Notification  of  the  establishment  of  the  satellite 
clinics  and  other  organizational  information,  in- 
cluding procedures  for  scheduling  patients,  was 
distributed  to  all  physicians  and  local  health  agencies 
in  each  county.  The  local  nurse  coordinator  ac- 
cepted referrals  from  local  physicians  and  public 
health  nurses  (the  two  most  frequent  sources  of  re- 
ferrals) as  well  as  from  other  health  agencies.  There 
were  no  restrictions  on  referral,  and  self-referrals 
were  accepted.  A list  containing  the  patient’s  name, 
birthdate,  reason  for  referral,  and  referral  source  was 
then  telephoned  or  sent  to  the  nurse  clinician  at  the 
medical  center  at  least  a week  before  the  scheduled 
date  of  the  clinic. 

Each  satellite  clinic  was  scheduled  to  be  held  on  a 
regular  monthly  basis  to  allow  continuity  and  to  fa- 
cilitate referrals  by  local  health  providers.  The 
number  of  patients  scheduled  for  each  clinic,  as  well 
as  the  travel  time,  frequently  necessitated  modifi- 
cation of  the  clinic  schedule.  A minimum  of  three 
families  ultimately  became  a requirement;  this  was 
to  ensure  that  time  spent  with  patients  was  at  least 
equal  to  the  travel  time,  by  automobile,  to  and  from 
the  satellite  clinics.  Approximately  60  to  90  minutes 
were  spent  with  each  new  family,  and  30  to  45  min- 
utes with  each  follow-up  visit. 

In  the  clinic,  the  nurse  clinician  obtained  a detailed 
medical  and  family  history  including  the  pedigree  of 
each  patient.  This  information  was  then  reviewed 
with  the  physician-geneticist  who  supplemented  the 
history  as  necessary,  examined  the  propositus  and/or 
family  members,  and  then  provided  the  genetic  as- 
sessment and  counseling.  At  times  our  assessment 
was  deferred  to  a follow-up  visit  pending  receipt  of 
additional  data,  medical  records,  or  other  necessary 
information.  Of  the  63  referred  satellite  clinic  pa- 
tients, seven  families  were  seen  again  for  follow-up 
visits  since  additional  data  were  needed  to  provide 
more  definitive  counseling.  Nine  patients,  who  were 
scheduled  to  attend  a clinic,  either  cancelled  or  failed 
to  keep  their  appointments.  In  some  instances, 
public  health  nurses  and  referring  physicians  were 
present  at  the  clinic  visits  of  their  patients.  This 
provided  an  educational  forum  for  the  local  health 
providers,  and  thereby  enhanced  optimal  family 
follow-up,  and  subsequent  clarification  and  rein- 
forcement of  the  genetic  advice.  On  return  to  the 
medical  center,  a detailed  written  report  of  the  ge- 
netic evaluation  was  prepared  and  sent  to  the  refer- 
ring physician  or  agency. 

Evaluation.  During  the  24-month  period  the 


TABLE  I.  Classification  of  satellite  clinic  patients 
according  to  diagnosis 


Diagnoses 

Number 

Percent 

A. 

Chromosomal  abnormalities 

9 

14.3 

B. 

Single  gene  disorders 

26 

41.3 

Autosomal  dominant 

14 

22.2 

Autosomal  recessive 

9 

14.3 

X-linked  recessive 

3 

4.8 

C. 

Polygenic  disorders 

13 

20.6 

D. 

Uncertain  or  environmental 

15 

23.8 

Totals 

63 

100.0 

outreach  genetic  counseling  project  held  21  clinics  in 
the  three  communities.  A total  of  63  patients  or 
family  units  were  referred  for  genetic  evaluation  and 
counseling.  A summary  of  the  diagnoses  with  re- 
spect to  etiologic  factors  is  provided  in  Table  I.  The 
referral  diagnoses  of  the  patients  seen  at  the  satellite 
clinics  were  generally  similar  to  those  of  patients  seen 
at  the  medical  center  clinic  (Table  II).  Satellite 
patients  were  largely  from  rural/agricultural  areas 
and  probably  of  lower  economic  status  than  the 
population  in  the  Rochester  area.  The  number  of 
patients  seen  in  the  three  clinics  was  not  proportional 
to  the  size  of  the  local  population.  For  example,  51 
percent  of  the  patients  were  seen  at  the  Livingston 
County  clinic.  Of  the  three  counties,  Livingston  had 
the  smallest  population  and  is  closest  to  Rochester. 
The  lack  of  proportionality  reflects  many  factors, 
including  geographic  proximity,  local  publicity,  ease 
of  access,  general  receptivity,  and  endorsement  by 
local  health  professionals. 

We  have  no  data  to  prove  that  the  patients  seen  in 
the  satellite  clinics  might  not  have  been  referred  to 
the  medical  center.  Although  some  of  the  families 
did  not  own  automobiles,  others  had  previously  re- 
ceived medical  treatment  from  other  specialists  at 
the  medical  center;  these  observations  suggest  the 
need  for  a more  effective  referral  mechanism  at  the 
center. 

Clinical  example.  Mr.  and  Mrs.  “X”  were  re- 
ferred to  the  clinic  because  their  first-born  son  was 
born  with  short  extremities  and  died  shortly  after 
birth.  Although  Mr.  “X”  (age  25  years)  was  4 feet 
tall  and  had  typical  stigmata  of  achondroplasia,  he 
did  not  think  there  was  any  relationship  between  his 
short  stature  and  the  short  extremities  of  his  de- 
ceased infant  son.  Indeed,  he  had  been  advised, 
prior  to  marriage,  that  his  own  dwarfism  was  due  to 
the  fact  that  a gland  in  his  head  had  stopped  growing, 
that  the  condition  was  not  hereditary  because  his 
parents  were  of  normal  stature,  and  that  there  was 
consequently  no  risk  for  dwarfism  in  his  offspring. 
Although  of  normal  intelligence,  Mr.  “X”  denied 
having  ever  heard  of  achondroplasia  or  achondro- 
plastic dwarfism.  Roentgenogram  findings  of  Mr. 
“X”  and  his  infant  son  (taken  at  autopsy)  were  re- 
viewed and  the  findings  of  both  father  and  son  dis- 
closed characteristics  of  achondroplasia.  On  the 
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TABLE  II.  Classification  of  clinical  problems  from 
outreach  genetic  counseling  project 

Num- 
ber of 
Pa- 


Diagnosis  tients 


Autosomal  dominant 

Apert’s  syndrome  1 

Osteogenesis  imperfecta  1 

Achondroplasia  1 

Acute  intermittent  porphyria  1 

Darier-White  disease  1 

Bifid  triphalangeal  thumb,  bilateral  partial  radial  1 

aplasia  (positive  family  history,  2 generations) 
Facioscapulohumeral  muscular  dystrophy  1 

Hereditary  spherocytosis  1 

Waardenburg’s  syndrome  1 

Neurofibromatosis  1 

Huntington’s  chorea  2 

Polydactyly  1 

Cataracts  1 

Total  14 

Chromosomal 

Trisomy  21  (Down’s  syndrome)  6 

Trisomy  21  (mosaic)  1 

Turner’s  syndrome  _2 

Total  9 

X-linked  recessive 

Duchenne’s  muscular  dystrophy  3 

Polygenic  disorders 

Cleft  lip/palate  5 

Diabetes  2 

Idiopathic  scoliosis  1 

Anencephaly  1 

Spina  bifida  3 

Congenital  heart  disease  1 

Total  13 

Autosomal  recessive 

Phenylketonuria  2 

Hurler’s  syndrome  1 

Sickle-cell  anemia  2 

Congenital  spastic  diplegia  1 

Congenital  cataracts  1 

Thalassemia  minor  1 

Deafness  1 

Total  9 

Uncertain  or  environmental 

Microcephaly  1 

Epilepsy  2 

Multiple  congenital  anomalies  4 

Mental  retardation  4 

Hydronephrosis  1 

Congenital  malformation  of  kidney  1 

Cerebral  palsy  1 

Cytomegalic  inclusion  disease  1 

Total  15 


follow-up  visit,  Mr.  and  Mrs.  “X”  were  informed  of 
the  diagnosis,  the  autosomal  dominant  pattern  of 
inheritance,  and  their  recurrence  risk.  Since  the 
primary  diagnosis  had  not  been  previously  estab- 
lished, it  is  conceivable  that  Mr.  and  Mrs.  “X”  might 
not  have  received  appropriate  genetic  advice  had  it 
not  been  for  the  satellite  clinic. 

Education.  Our  initial  meetings  with  public 
health  nurses,  physicians,  and  social  service  agencies 


involved  staff  conferences  and  lectures  on  the  clinical 
importance  of  genetics  with  a brief  review  of  genetic 
principles,  modes  of  inheritance,  chromosomal  ab- 
normalities and  empiric  risks,  types  of  families  in 
need  of  counseling,  and  mechanics  of  the  counseling 
process.  In  addition,  local  health  providers  were 
encouraged  to  attend  and  participate  in  the  clinic 
sessions  to  broaden  their  understanding  of  genetic 
disorders  and  to  enhance  follow-up  patient  man- 
agement. Our  detailed  letters  of  patient  assessment 
and  counseling  sent  to  the  referring  individuals  are 
another  important  educational  tool.  Pertinent  re- 
view articles  and  discussion  of  selected  clinical 
problems  were  sometimes  included. 

These  efforts  to  educate  local  health  providers  are 
of  vital  importance  in  providing  genetic  counseling 
services.  A report  by  Reid  et  al.9  demonstrated  that 
with  minimal  training,  health  professionals  without 
previous  experience  in  genetic  disorders  can  learn  to 
identify  patients  or  families  who  may  need  genetic 
services.  In  addition,  they  showed  that  regionali- 
zation of  genetic  clinics  and  utilization  of  public 
health  nurses  to  identify  genetic  problems  in  families 
increase  the  effectiveness  of  consumer  exposure  to 
genetic  counseling  and  assure  optimal  opportunity 
for  adequate  follow-up  and  reinforcement  of  coun- 
seling information. 

Cost  benefit  analysis.  The  satellite  genetic 
clinics  have  proved  to  be  effective  in  serving  other- 
wise unmet  needs.  However,  the  effectiveness  is 
dependent  on  many  variables,  several  of  which  were 
mentioned  previously.  From  an  economic  point  of 
view,  the  cost  of  providing  genetic  services  is  unfor- 
tunately excessive  because  of  the  professional  time 
expended  relative  to  the  number  of  patients  served. 
For  example,  the  Chemung  County  clinic  involves 
four  hours  of  travel  time  (two  hours  each  way)  for  a 
single  visit.  There  is  no  equitable  mechanism  by 
which  the  actual  cost  of  two  professionals’  time  can 
be  recovered  by  patient  charges.  Indeed,  the  ma- 
jority of  patients  in  these  outlying  areas  seem  to  be 
unable  to  pay  for  these  services.  At  the  same  time,  it 
might  also  be  difficult  for  many  of  these  families  to 
obtain  genetic  services  at  the  medical  center  because 
of  fee  schedules,  transportation,  or  other  attendant 
problems.  This  would  suggest  that  socioeconomic 
factors  need  to  be  considered  when  establishing  fu- 
ture satellite  clinic  systems,  particularly  in  small  and 
distant  geographic  areas.  The  value  of  delivering 
genetic  services  to  individuals  who  would  not  oth- 
erwise receive  them  is  a necessary  component  of  ef- 
fective health  care  and,  therefore,  warrants  ongoing 
review  from  state  and  Federal  sources. 

Summary 

A two-year  experience  with  a community  satellite 
system  for  delivery  of  genetic  counseling  service  and 
to  a small  geographic  area  is  described.  A series  of 
three  satellite  clinics  established  in  the  nine-county 
Rochester  region  have  provided  genetic  services  to 
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individuals  and  families  at  the  local  community  level. 
Educational  efforts  of  local  health  providers  have 
been  directed  toward  increasing  knowledge  and 
awareness  of  genetic  counseling  as  an  important  as- 
pect of  primary  care  management  and  community 
health. 
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How  to  conquer  insomnia 
without  pills  is  related 

Have  trouble  sleeping  sometimes?  Sure.  All  of  us 
do. 

Usually  insomnia  is  temporary  and  doesn’t  bother  us 
much.  But  when  insomnia  becomes  chronic,  then  the 
sufferer  is  likely  to  turn  to  drugs  and  to  medical  help. 

Fifteen  to  20  million  Americans  suffer  chronically  from 
the  tyranny  of  insomnia,  says  a report  in  the  November  17 
Journal  of  the  American  Medical  Association. 

Nonprescription  medications,  the  first  line  of  defense, 
have  little  impact  on  sleep  beyond  placebo  effects,  say  Drs. 
Thomas  J.  Coates  and  Carl  E.  Thoresen  of  Stanford  Uni- 
versity, California.  The  antihistamines  in  them  can  ac- 
tually increase  daytime  drowsiness.  When  these  drugs  fail, 
the  chronic  sufferer  often  turns  to  the  physician. 

Twenty-seven  million  prescriptions  for  hypnotics  were 
written  in  1976.  These  medications  lead  to  dependence, 
tolerance,  and  escalating  doses,  and  often  disrupt  the  sleep 
structure  itself.  Alcohol  is  a common  remedy,  but  it  has 
many  hazards.  Insomnia  has  been  implicated  in  the  de- 
velopment of  problem  drinking  for  many  people. 

The  physician  faces  a difficult  problem  in  helping  the 
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patient  cope  with  insomnia  without  using  sleeping  pills, 
which  offer  only  temporary  and  limited  solution. 

Poor  sleep  often  results  from  an  inability  to  relax  phys- 
ically and  mentally  at  bedtime.  Procedures  such  as  pro- 
gressive relaxation,  self-hypnosis,  meditation,  and  bio- 
feedback can  help  many  individuals  to  relax  and  fall  asleep, 
or  return  to  sleep  after  awakening  in  the  middle  of  the 
night. 

“Patients  must  be  told  more  than,  ‘Go  home  and  relax.’  ” 
Physical  and  mental  relaxation  are  skills  that  must  be 
learned.  It  takes  time  and  effort  to  master  such  skills. 
But,  once  they  are  learned  and  practiced,  they  can  have 
lasting  impact  on  disturbed  sleep  and  other  stress-related 
features  of  a patient’s  life,”  Drs.  Coates  and  Thoresen 
declare. 

Poor  sleep  habits  may  be  involved.  Some  people  sleep 
late  in  the  morning  or  take  naps  whenever  fatigued.  This 
can  interfere  with  establishing  regular  patterns.  Others 
watch  late  television  news,  or  have  heated  discussions  in 
the  bedroom  right  at  bedtime.  One  expert  advises:  Don’t 
go  to  bed  until  you  are  sleepy,  and  do  nothing  else  in  the 
bedroom  except  sleep  and  sex. 

Some  patients  may  need  the  professional  assistance  of 
a sleep  clinic  to  learn  self-management  skills  to  overcome 
disturbed  sleep. 
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Percutaneous 
Transhepatic 
Cholangiography  and 
“Skinny”  Needle 

Tentative  appraisal 


PTC  (percutaneous  transhepatic  cholangiography ) 
with  the  “skinny”  needle  has  been  acclaimed  as  a 
relatively  safe  diagnostic  method.  The  biliary  tree 
has  been  visualized  in  a larger  percentage  of  patients 
with  both  dilated  and  normal  ducts.  The  needle  it- 
self clearly  has  not  reduced  the  rate  of  complications 
over  that  previously  encountered  with  conventional 
PTC,  and  it  should  be  judiciously  utilized  in  patients 
with  jaundice  in  whom  the  diagnosis  is  in  doubt  or 
when  more  accurate  delineation  of  pathology  will  aid 
the  surgeon  in  designing  the  appropriate  surgical 
procedure.  Early  surgical  intervention  is  recom- 
mended for  those  patients  in  whom  complete  or 
nearly  total  extrahepatic  cholestasis  is  suspected  and 
who  have  a bilirubin  level  exceeding  12  to  15  mg.  per 
100  ml. 
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The  hazards  of  surgery  for  relief  of  extrahepatic 
biliary  obstruction  increase  with  delay  in  treatment. 
On  the  other  hand,  more  than  10  percent  of  jaundiced 
patients  with  viral  hepatitis  do  not  survive  explora- 
tory laparotomy,  and  a similar  percentage  of  the 
survivors  suffer  serious  morbidity.12  This  empha- 
sizes the  urgent  need  for  a method  to  distinguish 
extrahepatic  biliary  obstruction  from  hepatocellular 
jaundice.  PTC  (percutaneous  transhepatic  cho- 
langiography) with  the  new  Chiba  “skinny”  needle 
successfully  identified  the  biliary  ducts  in  95  percent 
of  1,041  patients  with  extrahepatic  cholestasis 
(EHC).3’4  The  relative  safety  of  this  technique  has 
prompted  others  to  delay  surgery  for  several  days 
following  PTC.3  5-7  This  interval  provides  further 
time  for  preoperative  care  and  appropriate  investi- 
gations. The  benefit  derived  from  such  delay  has  not 
been  balanced  against  other  possible  complications 
that  could  occur  if  the  jaundice  were  to  increase  in 
severity. 

This  report  compares  the  complications  occurring 
after  PTC  using  the  Chiba  needle  with  those  previ- 
ously reported  using  conventional  procedures. 

Materials  and  Methods 

In  a one-year  period  between  1976  and  1977,  58 


patients  with  clinical  or  suspected  evidence  of  cho- 
lestasis underwent  PTC  with  the  Chiba  needle.  The 
method,  indications,  and  diagnostic  value  of  PTC  for 
such  patients  have  been  discussed  elsewhere.3 

Prior  to  performing  PTC,  the  age,  general  physical 
status,  liver  size,  level  of  bilirubin,  alkaline  phos- 
phatase, prothrombin  time,  body  temperature,  he- 
matocrit, white  blood  count,  and  other  findings  were 
determined.  Liver  cirrhosis,  if  present,  was  noted. 
The  general  condition  of  each  patient  was  graded 
numerically  according  to  the  following  scale:  4 = 
excellent,  3 = fair,  2 = moderate,  and  1 = poor,  as  per 
Table  I. 

The  jaundice  condition,  the  number  of  times  that 
the  Chiba  needle  had  to  be  passed,  and  the  diameter 
of  the  major  components  of  the  biliary  tree  were  re- 
corded.8 All  patients  were  observed  for  the  occur- 
rence of  possible  complications  during  or  after  PTC. 
The  data  for  determining  predisposition  to  compli- 
cations were  analyzed  by  the  Fisher  exact  probability 
test. 

Results 

There  were  four  major  complications  following 
PTC  examination.  Fever  occurred  in  two,  intra- 
peritoneal  bleeding  not  requiring  surgical  interven- 
tion in  one,  and  transient  hypotension  in  another 
(Table  I).  As  for  fever,  the  body  temperature  was 
99.6°  F.  or  above  in  eight  patients  prior  to  PTC.  Of 
the  remaining  50  patients  who  had  a lower  temper- 
ature prior  to  PTC,  only  one  demonstrated  a tem- 
perature rise  of  greater  than  one  degree  following  this 
investigation. 

Case  reports 

Case  1.  This  patient  had  a stricture  of  the  upper  por- 
tion of  the  common  hile  duct,  as  shown  in  Figure  1A,  which 
may  have  arisen  secondary  to  an  anastomotic  leakage  fol- 
lowing gastric  surgery  five  years  previously  (Fig.  IB).  He 
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TABLE  I.  Clinical  and  biochemical  dffierences  between  patients  with  and  without  complications  following  PTC 


"omplicat 

Cases  Without 

l ases  w itn  i 

ions 

“ " N 

Feature (Category) 

Case  1, 
Fever 

v ase  i. 
Fever 
and 
Sepsis 

Case  3, 
Bleeding 

Case  4, 
Hypo- 
tension 

Number 

in 

Category 

Popula- 

tion 

Complications 

Number 

in  Popula-  Statis- 

Category  tion  tics 

Age  (40  to  60) 

53  years 

59  years 

47  years 

47  years 

4 

4 

42 

54 

General  condition 

2 

3 

2 

3 

0 

4 

12 

54 

Cirrhosis 

Yes 

No 

Yes 

No 

2 

4 

17 

54 

Ascites 

No 

No 

No 

No 

0 

4 

10 

54 

Hematocrit  (<30) 

28 

24 

24 

45 

3 

4 

7 

54 

p <0.02* 

Fever  (preoperative 

No 

Yes 

Yes 

No 

2 

4 

6 

54 

p <0.01* 

of  more  than  1°F.) 

Extrahepatic  obstruction 

Yes 

Yes 

No 

Yes 

3 

4 

29 

42 

Visualized  PTC 

Yes 

Yes 

No 

Yes 

3 

4 

43 

54 

Number  of  shots  (>1) 

i 

i 

5 

4 

2 

4 

31 

54 

Fresh  frozen  plasma 

No 

No 

Yes 

No 

1 

4 

13 

54 

Preoperative  antibiotics 

No 

Yes 

No 

Yes 

2 

4 

32 

54 

Liver  size 

2 

Normal 

4 

3 

1 

4 

26 

54 

Bilirubin  (>6  mg. 

1.6 

1.2 

5.6 

13.4 

1 

4 

27 

54 

p <0.05t 

per  100  ml.) 

Alkaline  phospha- 

640 

413 

610 

351 

4 

4 

27 

54 

p <0.1* 

tase  (>300) 

Serum  glutamic  oxaloacetic  transaminase 

29 

144 

58 

203 

0 

4 

3 

54 

Prothrombin  time 

19 

14.8 

24 

16 

4 

4 

19 

54 

p <0.05* 

(>4  sec.  above  control) 

Amvlase 

201 

125 

120 

140 

4 

4 

13 

54 

Amylase  clearance 

7.5 

6.9 

7.7 

3 

3 

9 

26 

p <0.1 

White  blood  cell  count 

8,200 

10,300 

16,400 

7,500 

2 

4 

17 

54 

(>10,000) 

* Prevalance  of  finding  statistically  significant  differences  between  patients  with  complications  and  patients  without  complications  (Fischer  Exact 
Probabilities  Test). 

f Prevalance  of  finding  statistically  significant  difference  between  septic  and  other  patients  (Fischer  Exact  Probabilities  Test). 


had  refused  common  bile-duct  exploration  12  months  prior 
to  the  present  admission,  and  thereafter  lost  52  pounds  in 
weight.  The  admission  bilirubin  was  1.6  mg.  per  deciliter, 
and  the  alkaline  phosphatase  was  640  units  per  liter.  The 
preoperative  hematocrit  was  28,  and  the  white  blood-cell 
count  8,200,  with  a normal  white  blood-cell  distribution. 
A liver  biopsy  revealed  secondary  biliary  cirrhosis  (Fig.  1C). 
Antibiotics  were  not  prescribed.  One  hour  after  PTC,  the 
patient  had  severe  rigors  with  a fever  of  106°F.,  which 
abated  after  three  days  of  treatment  with  ampicillin. 
Blood  cultures  taken  on  three  separate  occasions  failed  to 
yield  any  growth.  He  underwent  laparotomy  and  after  a 
tedious  dissection  to  remove  adhesions  in  the  portahepatic 
region,  a hepaticojejunostomy  mucosal  graft  (Rodney 
Smith)  procedure  was  performed.  The  postoperative 
course  was  complicated  by  a fistula  from  the  gastric  stump 
region  and  by  Candida  generalized  infection  following 
parenteral  hyperalimentation.  The  patient  died  six  weeks 
after  surgery. 

Case  2.  This  patient  had  undergone  a Whipple  pro- 
cedure on  March  30, 1977,  for  carcinoma  of  the  head  of  the 
pancreas.  He  developed  recurrent  bouts  of  fever  and  rigors 
three  months  after  surgery.  The  bilirubin  was  1.2  mg.  per 
deciliter,  and  the  alkaline  phosphatase  was  413  units  per 
liter  (Table  I).  Blood  culture  yielded  positive  growth  for 
Escherichia  coli.  Under  antibiotic  coverage  with  ampi- 
cillin, PTC  was  performed  on  July  6,  1977.  The  Silastic 
(silicone)  rubber  tube  stent  inserted  into  the  pancreatic 
duct  during  the  earlier  operation  had  migrated  into  the 
choledochojejunal  anastomosis. 

The  patient  had  had  recurrent  bouts  of  fever  and  rigors 
commencing  three  days  after  the  PTC;  it  is  difficult  to 


determine  to  what  degree  the  PTC  investigation  contrib- 
uted to  the  febrile  course  of  this  patient.  He  had  had  a 
cardiac  arrest  following  induction  of  anesthesia  (prior  to 
exploratory  laparotomy)  four  weeks  after  PTC.  Surgery 
was  not  performed.  His  condition  deteriorated,  and  he 
died  eight  weeks  after  PTC. 

Ampicillin  had  not  provided  protection  against 
subsequent  infection  in  this  patient.  Twenty-seven 
patients  were  given  ampicillin  either  before  and/or 
after  PTC;  31  did  not  receive  antibiotics.  Patients 
with  suspected  extrahepatic  cholestasis  or  fever  re- 
ceived antibiotics.  Eight  patients  who  had  had 
preoperative  fever  received  the  same  antibiotic,  and 
only  one  had  had  a rise  in  temperature  of  at  least  1°F. 
more  than  that  recorded  prior  to  PTC  (Case  2). 

The  prothrombin  time  prior  to  PTC  was  within  3 
seconds  of  the  control  in  35  patients,  between  4 to  8 
seconds  above  control  in  16,  and  greater  than  8 sec- 
onds in  7 patients.  Bleeding  after  PTC  occurred 
only  in  one  patient  (Case  3). 

Case  3.  A malnourished  cirrhotic  patient  developed 
intraperitoneal  hemorrhage  following  PTC.  The  bilirubin 
was  5.6  mg.  per  deciliter,  alkaline  phosphatase  610  units 
per  liter,  transaminase  58  units  per  liter,  prothrombin  time 
24  seconds,  and  the  hematocrit  24.  He  had  received  2 units 
of  fresh  frozen  plasma  prior  to  PTC.  The  examination 
failed  to  identify  the  biliary  tree;  the  liver  was  punctured 
on  five  attempts.  Two  units  of  blood  were  required  to 
stabilize  his  condition.  His  subsequent  course  was  un- 
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FIGURE  1.  Case  1.  (A)  Marked  narrowing  of  common  bile 
duct  (CBD)  stones  present  in  shrunken  gallbladder.  Post- 
operative septicemia  developed  after  PTC.  (LHD:  left  he- 
patic duct,  RHD:  right  hepatic  duct,  St:  stricture,  CHD: 
common  hepatic  duct,  CD:  cystic  duct,  GB:  gallbladder.) 
(B)  Five  years  following  partial  gastrectomy.  Arrow  points 
to  barium  leakage  outside  gastric  stump.  Leakage  around 
common  bile  duct  region  could  have  caused  stricture  noted 
on  PTC  in  Figure  1A.  (C)  Biliary  cirrhosis  noted  in  biopsy 
taken  at  laparotomy.  PTC  complicated  by  high  fever.  Areas 
of  portal  fibrosis  and  proliferation  of  biliary  canaliculi. 


eventful,  and  the  jaundice  subsided  over  a two-week  peri- 
od. 

Case  4.  This  patient  complained  of  nausea,  dyspnea, 
and  sweating  after  insertion  of  the  Chiba  needle,  and  the 
blood  pressure  could  not  be  recorded  with  the  sphygmo- 
manometer cuff;  these  changes  recurred  on  three  separate 
attempts.  The  reaction  was  considered  to  have  been 
vasovagal  in  nature,  since  it  occurred  prior  to  the  injection 
of  contrast  material.  Subsequent  PTC  with  injection  of 
contrast  material  was  uneventful.  The  examination  re- 
vealed a carcinoma  of  the  head  of  the  pancreas. 

Predictive  parameters  of  complications  following 
PTC  ( Table  I).  Some  of  the  parameters  measured 
before  PTC  procedure  have  predictive  value.  Of  the 
4 patients  with  complications,  3 had  a hematocrit  of 
less  than  30;  only  7 of  54  who  did  not  suffer  any 
complications  had  a hematocrit  below  this  level  (p 
<0.02).  The  prothrombin  time  was  more  than  four 
seconds  greater  than  the  control  value;  the  same  was 
true  of  only  19  of  the  remaining  54  (p  <0.05).  The 
two  patients  who  developed  fever  had  a bilirubin 
within  the  range  of  1.1  to  2;  only  8 of  the  remaining 
56  were  in  the  same  low  range.  Differing  ratios  be- 


TABLE  II.  Deaths  in  patients  with  extrahepatic 
cholestasis  operated  on  after  PTC 


Diagnosis 

Type  of 
Operation 

Postoperative 

Complications 

Death 

After 

Surgery* 

(months) 

Cancer  of 

Whipple 

Pancreatic  fistula, 

1 

pancreas 

septicemia 

Extrahepatic 

Rodney 

Gastrojejunostomy 

1 

stricture 

Smith 

fistula,  septicemia 

Cancer  of 

Whipple 

Common  bile  duct 

2 

pancreas 

stricture,  septicemia 

Intrahepatic 

Choledo- 

Fistula 

1 

stones 

choje- 

j unos  to- 

my 

* Death  occurred  in  2 out  of  2 patients  who  developed  septicemia  after 
FTC,  but  only  in  2 of  29  patients  with  extrahepatic  cholestasis  without  this 
complication  who  underwent  subsequent  surgery. 
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TABLE  III.  Morbidity  and  mortality  figures  following  “skinny”  Chiba  needle  PTC 


Author 

Number 

of 

Attempts 

Number 

of 

Complica- 

tions 

(percent) 

Bile 

Leak- 

age* 

Fever1 

Bleed- 

ing** 

Blood 

Pres- 

sure11 

Pneu- 

motho- 

rax 

Miscel- 
laneous 
* * * 

Mortality 

(under- 

lying) 

Pathology 

Juttijudata2 

50 

5(10) 

4 

0 

1 

0 

0 

0 

l111 

Ferrucci4 

100 

13(13) 

0 

11 

0 

0 

2 

0 

0 

Redeker5 

40 

2(5) 

1 

1 

0 

0 

0 

0 

0 

Okuda6 

314 

25(8) 

5 

11 

2 

6 

0 

1 

2**** 

Hinde9 

41 

3 (7.3) 

3 

0 

0 

0 

0 

0 

0 

Pereriras10 

131 

3 (2.2) 

0 

3 

0 

0 

0 

0 

0 

Tsuchiva" 

554 

13  (2.3) 

2 

4 

1 

4 

2 

0 

0 

Elias12 

44 

3(7) 

i 

2 

0 

0 

0 

0 

0 

Fraser13 

48 

2(4.2) 

0 

2 

0 

0 

0 

0 

0 

Benjamin14 

35 

3 (8.5) 

0 

3 

0 

0 

0 

0 

1 tttt 

This  report 

58 

4 (6.9) 

0 

2 

1 

1 

0 

0 

0 

Totals  (percentage 
of  total) 

1,415 

76  (5.4) 

16(1.2) 

39  (2.8) 

5(0.4) 

11  (0.8) 

4 (0.3) 

1 (0.8) 

4 (0.3) 

* Bile  leakage  present:  bile  peritonitis,  fistula,  or  subhepatic  bile  collection. 

* Prolonged  fever  or  septicemia. 

Intra-abdominal  or  hemothorax. 

,f  Blood  pressure  dropped  more  than  25  mm.  Hg. 

***  Puncture  of  other  organs. 

111  Cholangiocarcinoma. 

****  (a)  Liver  abscess,  (b)  duct  cancer. 

1111  Cancer. 


tween  complication  and  noncomplication  patients 
approached  significance  (p  <0. 1 ) for  fever,  alkaline 
phosphatase,  and  amylase  clearance  (Table  I). 

Thirty-one  patients  with  extrahepatic  cholestasis 
and  2 with  intrahepatic  disease  underwent  surgery 
after  PTC.  Death  occurred  following  surgery  in  both 
patients  who  developed  septicemia  after  PTC  (Cases 
1 and  2)  (Table  II).  There  were  2 postoperative 
deaths  in  31  patients  who  had  been  afebrile  between 
PTC  and  surgery.  These  deaths  cannot  confidently 
be  attributed  to  PTC  since  the  patients  were  debili- 
tated and  suffered  from  malnutrition. 

Comment 

Wide  acceptance  of  a new  technique  in  clinical 
medicine  will  follow  when  the  provided  benefits 
outweigh  the  hazards.  Justification  for  early  per- 
formance of  PTC  with  the  skinny  needle  in  the 
jaundiced  patient  has  been  based  on  numerous  re- 
ports showing  its  high  success  rate.910  The  proce- 
dure has  been  accomplished  without  any  immediate 
deaths  in  appropriately  selected  patients  in  some 
series,  including  this  report. 

Four  of  58  patients  (7  percent)  did,  however,  de- 
velop complications  during  or  shortly  after  PTC. 
These  patients  did  not  undergo  immediate  surgery. 
In  a review  of  1,415  patients,  compiled  from  this  re- 
port and  from  a series  of  10  different  authors,  76  (5.4 
percent)  had  complications  following  PTC  and  4 (0.3 
percent)  died  thereof  (Table  III).  The  most  common 
complications  encountered  were  septicemia  and  fever 
39,  leakage  16,  hypotension  11,  serious  hemorrhage 
5,  and  pneumothorax  4 (Fig.  2,  Table  III).  Juler, 
Conroy,  and  Fuelleman15  noted  a much  higher  rate 
of  bile  leakage  (40  percent),  progressive  peritonitis 
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FIGURE  2.  Complications  noted  in  collective  review  of 
1,415  patients  undergoing  PTC  with  skinny  Chiba  needle. 


(10  percent),  and  septicemia  (10  percent)  in  30 
jaundiced  patients  undergoing  PTC. 

Septicemia  has  been  encountered  almost  exclu- 
sively in  patients  with  extrahepatic  cholestasis. 
Hyperpyrexia  occurred  within  two  hours  following 
PTC  in  8 of  21  patients  with  cholelithiasis,  and  in  3 
of  95  patients  with  cancer  reported  by  Okuda  et  al.6 
These  patients  had  received  prophylactic  antibiotics 
for  two  days  prior  to  and  three  days  following  PTC. 
They  were  able  to  isolate  E.  coli  in  the  blood  in  only 
one  of  the  11  febrile  episodes.  This  raises  interesting 
questions  as  to  whether  bacterial  invasion  or  endo- 
toxin is  responsible  for  the  pyrexia. 

The  small  tract  created  by  multiple  passes  of  the 
Chiba  needle  closes  very  rapidly.12  This  small  needle 
tract  should  minimize  possible  communication  be- 
tween the  biliary  tract  and  the  vascular  system. 
Microscopic  biliary  vascular  fistulas  doubtlessly 
form.  The  intraluminal  pressure  in  the  obstructed 
biliary  tree  is  elevated  and  exceeds  that  in  the  portal 
venous  system.16  Biliovenous  (biliary  tree  vein) 
communication  with  entry  of  bacteria  or  endotoxin 
into  systemic  circulation  could  explain  the  onset  of 
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early  fever  following  passage  of  the  Chiba  needle. 
Bile  obtained  in  patients  with  obstructive  jaundice 
is  frequently  infected.17  Most  investigators  rec- 
ommend prophylactic  administration  of  antibiotics 
to  patients  who  are  scheduled  for  PTC.  The  rec- 
ommended dosage  type  and  duration  of  antibiotic 
therapy  varies.  Ampicillin  has  been  used  by  us  when 
obstructive  jaundice  is  suspected  or  confirmed. 
Aminoglycoside  antibiotics  should  be  reserved  for 
post-PTC  fever  and  when  either  blood  or  bile  culture 
indicates  their  use. 

Bile  leakage  is  the  second  most  common  compli- 
cation recorded  after  PTC  (Fig.  2).  In  314  patients 
reported  by  Okuda  et  al.,6  biliary  leakage  occurred 
in  5 (1.2  percent)  and,  of  these,  2 had  biliary  perito- 
nitis.18 PTC  performed  with  a wider-bore  needle 
resulted  in  a single  episode  of  biliary  peritonitis  in 
228  attempts  at  this  procedure.18  In  a larger  series 
by  multiple  investigators,  this  complication  occurred 
much  more  frequently  since  surgery  was  unneces- 
sarily delayed  in  many  of  the  patients  (Table  III).  In 
the  present  series,  bile  peritonitis  did  not  occur  even 
though  surgery  was  frequently  delayed  for  several 
days.  There  was  surprisingly  minimal  free  biliary 
leakage  even  in  those  in  whom  the  liver  was  stabbed 
on  multiple  occasions  in  some  patients. 

There  is  usually  a small  decrease  in  blood  pressure 
following  PTC.19  Transient  decline  in  blood  pres- 
sure also  has  been  noted  following  liver  biopsy.20 
The  further  decrease  in  blood  pressure  following 
injection  of  contrast  medium  has  been  attributed  to 
an  increase  in  intraductal  pressure  or  reflux 
splanchnic  nerve  stimulation.18  One  patient  in  the 
present  series  had  a vasovagal-type  attack  with  hy- 
potension on  three  separate  attempts  at  PTC.  Se- 
vere hypotension  was  recorded  prior  to  injection  of 
contrast  material.  Persistent  hypotension,  however, 
usually  indicates  bleeding,  which  may  occur  into  the 
peritoneal  cavity,  liver  substance,  biliary  tree,  or 
pleural  cavity.  These  complications  occur  almost 
exclusively  in  patients  with  coagulation  defects. 
Bleeding  has  been  encountered  in  0.4  percent  of  the 
collective  series.  Diagnostic  liver  biopsy  is  accom- 
panied by  a similar  incidence  of  bleeding.21  Fear  of 
bleeding  should  not  prevent  multiple  passes  in  pa- 
tients who  have  an  adequate  coagulation  profile. 
The  hazard  of  puncturing  a dilated  peritoneal  vessel 
in  the  cirrhotic  patient  is  ever  present,  and  it  is 
puzzling  why  this  complication  has  not  been  noted 
more  frequently  in  the  reported  series. 

Patients  should  be  followed  for  at  least  one  week, 
and  preferably  until  hospital  discharge,  before  con- 
cluding that  the  procedure  was  free  of  complications. 
The  apparent  safety  of  PTC  with  the  skinny  needle 
for  extrahepatic  cholestasis  has  prompted  surgeons 
to  schedule  laparotomy  as  a semiurgent  elective  op- 
eration,5 7 rather  than  on  the  same  day  as  has  been 
done  by  some  authors  after  conventional  PTC.22 
The  fact  that  surgery  was  delayed  for  more  than  four 
days  in  two  of  our  patients  with  septicemia  raises  the 


question  of  whether  immediate  operative  or  percu- 
taneous transhepatic  drainage  could  have  prevented 
these  deaths.  Most  reports  on  PTC  have  not  linked 
postoperative  complications  to  that  of  the  PTC. 
Postponement  of  surgery  in  obstructive  jaundice 
frequently  causes  a precipitous  elevation  in  bilirubin 
during  the  interval  between  PTC  and  surgery 
(Wapnick  et  al.,  unpublished  data).  Although  such 
patients  did  not  have  biliary  leakage,  bleeding,  or 
sepsis,  severe  hyperbilirubinemia  predisposes  to 
postoperative  renal  failure.23  The  skinny  needle 
does  not  permit  adequate  biliary  drainage  because 
of  its  narrow  lumen  of  only  0.5  mm.  diameter.  In- 
jection of  30  to  50  ml.  of  viscid  radiopaque  material 
further  distends  the  dilated  intrahepatic  radicles,  and 
may  compromise  biliary  excretion  and  hepatic 
function  even  further. 

PTC  should  be  followed  by  early  surgery  if  total 
occlusion  of  the  biliary  tree  exists.  If  for  one  reason 
or  another  this  goal  is  unattainable,  adequate 
drainage  of  the  biliary  tree  through  a wider  tube  can 
reduce  the  severity  of  hyperbilirubinemia.24 

Although  a large  number  of  biliary  ducts  have  been 
successfully  visualized  with  the  Chiba  needle,  the 
mortality  rate  (0.3  percent)  is  not  less  than  that  re- 
ported in  a collective  series  of  PTC  performed  with 
previous  conventional  sheathed  needles  (0.25  per- 
cent).25-26 PTC  is  rarely  contraindicated  in  jaun- 
diced patients.  The  presence  of  fever  is  not  a limi- 
tation to  its  use  since  demonstration  of  an  abnormal 
biliary  tree  will  prompt  rapid  surgical  intervention. 
Bleeding  abnormalities  should  be  corrected  if  pos- 
sible. Allergy  to  the  contrast  material  contraindi- 
cates this  investigation  because  the  contrast  material 
does  gain  access  to  the  circulation.  Endoscopic 
retrograde  cholangiography  is  the  preferred  inves- 
tigation where  bleeding,  ascites,  or  severe  anemia  is 
present. 

The  recently  acquired  popularity  of  PTC  with  the 
Chiba  needle  may  result  in  a greater  morbidity  or 
mortality  rate  in  inappropriately  selected  patients. 
This  investigative  tool  must  not  supplant  an  ade- 
quate initial  clinical  and  biochemical  evaluation  of 
the  jaundiced  patients. 

The  safety  of  PTC  with  delayed  surgery  must  be 
regarded  with  reservation.  As  additional  data  be- 
come available,  it  should  become  possible  to  state 
more  authoritatively  its  relative  safety  and  the  effect 
of  such  variables  as  antibiotics,  time  interval  between 
surgery,  and  the  procedure  on  morbidity  and  mor- 
tality rates. 
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Major  study  confirms  relationship 
of  high  blood  pressure  to  obesity 

Obesity  is  a major  contributing  factor  in  high  blood 
pressure.  Losing  excess  pounds  often  will  bring  down  the 
blood  pressure. 

In  the  nationwide  Community  Hypertension  Evaluation 
Clinic  screening  of  more  than  one  million  people,  the 
overweight  group  had  high  blood  pressure  rates  50  to  300 
percent  higher  than  normal  weight  individuals,  says  a re- 
port in  the  October  6 Journal  of  the  American  Medical 
Association. 

The  report  is  by  Rose  Stamler  and  Dr.  Jeremiah  Stamler 
of  Northwestern  University  Medical  School,  Chicago,  and 
a research  group  from  the  Ciba  Pharmaceutical  Co., 
Summit,  N.J. 
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Frequency  of  high  blood  pressure  in  overweight  persons 
aged  20  to  39  years  was  double  that  of  normal  weight  and 
triple  that  of  underweight  persons,  the  report  says.  Among 
those  aged  40  to  64  years,  the  overweight  group  had  a 50 
percent  higher  high  blood  pressure  prevalence  rate  than 
the  normal  group  and  100  percent  higher  than  the  under- 
weight group. 

This  study  confirms,  in  the  largest  group  surveyed  to 
date,  similar  findings  in  previous  surveys,  the  report 
says. 

Since  both  high  blood  pressure  and  obesity  are  mass 
phenomena  in  the  United  States,  even  a partially  successful 
effort  to  persuade  the  public  to  reduce  might  favorably 
affect  millions  of  people.  With  safe  methods  of  weight 
control,  such  as  better  long-term  nutritional  and  exercise 
habits,  an  important  advance  might  be  achieved  in  the 
control  of  high  blood  pressure,  the  report  concludes. 


February  1979/New  York  State  Journal  of  Medicine  209 


contains  no  aspirin 

tablets 

Darvocet-N  100  @ 


lOO  mg.  Darvon-N’  (propoxyphene  napsytate) 

650  mg.  acetaminophen 


Additional  Information  available 
to  the  profession  on  request  from 
Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 

Eli  Lilly  and  Company,  Inc. 
Carolina,  Puerto  Rico  00630 


700565 


210 


A series  of  review  articles 
dealing  with  medical  progress 


Recent  Advances  in 
Medicine  and  Surgery 

ROBERT  TURELL,  M D.,  Editor 


Surgical  Treatment 
of  Breast  Cancer* 

GERSON  LESNICK,  M.D. 

New  York  City 

Clinical  Professor  of  Surgery,  the  Mount  Sinai  School  of 
Medicine  of  the  City  University  of  New  York;  Attending 
Surgeon,  The  Mount  Sinai  Hospital 


With  the  contributions  of  Halsted1  and  Meyer2 
in  the  closing  decade  of  the  nineteenth  century,  the 
surgical  treatment  of  breast  cancer  was  fixed  for  50 
years.  It  was  radical  mastectomy.  There  was  a de- 
bate about  details  of  the  operative  procedure  and  the 
role  of  radiotherapy.  Should  radiotherapy  follow  or 
precede  operation?  Was  it  necessary  at  all?  Could 
it  replace  the  operation?  Rapid  recurrence  in  some 
patients  following  operation  suggested  the  possibility 
of  selecting  patients  suitable  for  operation,  the  re- 
mainder being  relegated  to  some  form  of  palliative 
treatment.  However,  the  surgical  treatment  re- 
mained radical  mastectomy  for  all  patients  who  were 
considered  curable. 

The  then-prevailing  view  of  the  spread  of  tumors 
makes  this  quite  understandable.  In  the  first  half 
of  the  twentieth  century  there  was  a mood  of  great 
scientific  certainty.  Nature  was  thought  to  proceed 
in  a systematic,  logical,  mechanical  fashion.  Tumors 
were  seen  as  arising  for  reasons  as  yet  unknown  but 
soon  to  be  discovered.  The  tumors  grew  in  one  site 
until  they  reached  a certain  size  and  then  traversed 
the  tissue  barriers  at  the  site  of  origin.  The  tumors 
then  invaded  surrounding  tissues,  spread  along  tissue 
planes  and  lymphatic  channels,  and  thus  reached 
distant  sites. 

This  philosophy  was  well  stated  by  Halsted  in 
19073:  “Although  it  undoubtedly  occurs,  I am  not 
sure  that  I have  observed,  from  breast  cancer,  me- 
tastases  which  seem  definitely  to  have  been  conveyed 
by  blood  vessels.  We  believe  that  cancer  of  the 
breast,  in  spreading  centrifically,  preserves  in  the 

* Supported  in  part  by  The  Jack  Martin  Fund,  Inc.,  New  York 
City. 


main,  continuity  with  the  original  growth,  and  before 
involving  the  viscera,  may  become  widely  diffused 
along  surface  planes.”  To  be  cured  the  patient  had 
to  he  treated  before  the  tumor  invaded  the  viscera. 
To  achieve  this,  the  operation  included  wide  excision 
of  skin,  muscles,  fascia,  fat,  vessels,  nerves,  and 
lymph  nodes — all  that  could  be  sacrificed  without 
life-threatening  morbidity.  Failures  were  attributed 
to  either  an  insufficiently  extensive  operative  pro- 
cedure, technically  imperfect  execution,  or  operating 
on  an  unsuitable  patient,  that  is,  one  categorically 
inoperable. 

This  whole  view  was  challenged  in  the  middle  of 
the  twentieth  century.  Concepts  of  tumor  growth 
and  dissemination  were  changed  by  the  demonstra- 
tion of  embolic  metastasis  through  both  lymphatics 
and  the  vascular  system.  These  emholi  appear  early 
in  the  development  of  tumors  and  persist  thereafter. 
Only  a minute  number  ever  become  established. 
Host  immune  factors  and  other  less-well  understood 
phenomena  affect  and  may  even  control  both  tumor 
growth  and  dissemination.  Small  implants  may 
remain  dormant  for  years  and  then  grow  rapidly. 
The  number  and  size  of  metastatic  foci  in  axillary 
nodes  do  not  indicate  the  filtering  activity  of  the 
nodes  and  act  as  sites  from  which  further  dissemi- 
nation may  occur,  but  instead  indicate  the  effec- 
tiveness or  lack  of  effectiveness  of  host  defenses. 
These  regional  metastatic  foci  correlate  with  the 
frequency  and  rapidity  of  systemic  metastases.  The 
interplay  of  early  diffuse  dissemination  of  tumor  and 
host  humoral  and  cellular  defense  mechanisms  ac- 
count for  the  occasional  late  appearance  and  other 
bizarre  behavior  of  metastases. 

The  concept  of  universal  use  of  radical  mastectomy 
was  challenged  in  several  ways.  On  the  one  hand,  it 
was  considered  ineffective  and  therefore  unneces- 
sarily deforming  in  patients  with  advanced  disease. 
On  the  other  hand,  it  seemed  to  be  unnecessarily 
extensive  for  patients  with  small  tumors  and  early 
disease.  There  is  no  reason  to  believe  that  an  oper- 
ation devised  to  treat  large  tumors  invading  the 
pectoralis  muscles  is  necessarily  the  only  one  ap- 
propriate for  small,  superficially  located  lesions. 

When  the  majority  of  tumors  that  surgeons  saw 
were  4 cm.  or  more  in  diameter,  these  considerations 
were  unimportant.  But  other  developments  began 
to  bring  patients  to  physicians  earlier,  often  when 
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their  tumors  were  1 cm.  or  less  in  diameter.  Im- 
provements in  anesthesia  eliminated  some  of  the 
terror  of  surgery.  Aseptic  techniques  and  antibiotics 
controlled  postoperative  infection,  eliminating  that 
contribution  to  death  and  disability.  Educational 
efforts  convinced  patients  that  they  would  fare  better 
if  their  tumors  were  excised  soon  after  they  appeared. 
Improved  diagnostic  techniques  and  screening  ex- 
aminations detected  tumors  that  would  otherwise 
have  escaped  notice  until  they  were  substantially 
larger.  All  of  these  factors  led  to  progressive  change 
in  the  type  of  tumor  that  surgeons  see.  Several  ob- 
servers have  commented  on  the  small  size  of  breast 
cancers  in  their  recent  experience  and  the  concomi- 
tant decrease  in  the  extent  of  associated  axillary 
adenopathy.4-5 

Management  of  in  situ  carcinoma 

All  of  this  has  confronted  the  surgeon  with  a be- 
wildering array  of  lesions  of  various  degrees  of  ag- 
gressiveness and  an  equally  bewildering  array  of 
suggested  therapies.  In  ordering  these  arrays,  it 
might  be  simplest  to  progress  from  the  least  aggres- 
sive to  the  most  aggressive  and  review  the  surgical 
therapy  for  each  of  them. 

The  first  cases  to  consider  are  those  called  minimal 
breast  cancer,  and  the  least  aggressive  of  these  is 
lobular  carcinoma  in  situ.  This  small-cell  lesion  is 
detectable  only  by  histologic  examination  of  paraffin 
sections.  It  is  found  on  random  breast  biopsies,  on 
examination  of  apparently  normal  breast  tissue  ad- 
jacent to  other  tumors,  either  benign  or  malignant, 
and  adjacent  to  foci  of  calcifications  noted  on  routine 
mammograms.  The  lobular  in  situ  lesion  does  not 
contain  the  calcifications  but  may  be  noted  adjacent 
to  calcifications  from  other  dysplasias.  Some  sur- 
geons and  pathologists  do  not  consider  this  lesion  a 
true  carcinoma,  but  rather  precancerous,  and  call  it 
lobular  neoplasia  or  small-cell  dysplasia.6  It  may  be 
extensively  distributed  in  the  breast  or  may  be 
present  in  merely  a small  focus.  The  tumor  is  non- 
invasive.  Occasionally  it  is  found  in  association  with 
other  carcinomas.  Patients  harboring  the  lesion 
develop  invasive  breast  cancer  at  a rate  of  about  1 
percent  a year.  The  cancer  that  does  develop  is  not 
necessarily  a lobular  cancer,  but  has  the  same  histo- 
logic distribution  as  other  breast  cancers.  It  occurs 
as  frequently  in  the  other  breast  as  in  the  one  in 
which  the  dysplasia  was  noted.7 

How  should  this  disease  be  treated?  Mastectomy 
would  be  curative,  but  it  would  have  to  be  bilateral. 
Such  therapy  seems  excessive  for  a lesion  for  which 
a 70-percent  30-year  disease-free  survival  rate  can  be 
expected  without  any  treatment  at  all.  Operations 
such  as  subcutaneous  mastectomy  with  implantation 
of  a prosthesis  are  appealing.  However,  the  cosmetic 
results  are  less  than  satisfactory,  in  fact  often  inferior 
to  those  achieved  by  total  mastectomy  and  subse- 
quent reconstruction.  Furthermore,  the  operation 
does  not  remove  all  breast  tissue,  and  cancer  has  been 


reported  after  it.  The  only  logical  alternative  is  close 
observation  with  repeated  physical  and  x-ray  ex- 
amination of  the  breast  followed  by  prompt  treat- 
ment of  any  invasive  cancer  that  appears. 

Noninfiltrating  intraductal  cancer  is  another  lesion 
which  is  now  seen  more  frequently,  since  it  is  often 
detected  by  mammography  when  impalpable,  ap- 
pearing as  a small  cluster  of  fine  calcifications. 
These  tumors,  although  low  grade  and  rarely  meta- 
static, often  display  microscopic  foci  of  invasion. 
They  frequently  are  multicentric  and  may  be  dif- 
fusely distributed  in  the  breast.  Proper  treatment 
therefore  necessitates  removal  of  the  entire  breast. 
Axillary  or  other  metastasis  is  rare,  and  axillary  dis- 
section, aside  from  sampling  some  of  the  lower  axil- 
lary nodes,  is  not  necessary.  Essentially  100  percent 
survival  is  to  be  expected. 

Management  of  infiltrating 
breast  cancer 

Dissatisfaction  with  high  recurrence  rates  fol- 
lowing mastectomy  for  moderately  advanced  breast 
cancer,  and  dissatisfaction  with  the  deformity  and 
disability  following  radical  mastectomy  in  patients 
with  small  early  lesions,  have  prompted  many  other 
approaches.  These  have  varied  from  simple  removal 
of  the  tumor  to  extended  radical  mastectomy  in- 
cluding resection  of  the  costal  cartilages  and  excision 
of  the  internal  mammary  chain  of  lymph  nodes.  The 
results  of  these  treatments  have  often  been  pre- 
sented, but  it  is  only  recently  that  some  of  these 
therapies  have  been  subjected  to  objective  appraisal 
through  clinical  trials  in  which  alternate  treatments 
are  assigned  in  random  fashion.  Without  random 
allocation  and  careful  stratification  of  the  patients 
by  the  extent  of  their  disease,  analysis  of  the  results 
is  difficult  and  may  be  deceptive. 

Segmental  mastectomy  and  radiotherapy 

In  spite  of  these  considerations  and  limitations, 
several  conclusions  can  be  drawn  from  review  of  some 
of  the  uncontrolled  as  well  as  the  controlled  series. 
In  1972,  Mustakallio8  reported  the  results  of  treating 
702  patients  with  Stage  I breast  cancer  by  local 
excision  of  the  tumor  followed  by  radiotherapy.  Of 
the  418  treated  more  than  10  years  prior  to  the 
analysis,  74  percent  had  survived.  However,  25 
percent  of  the  survivors  developed  some  type  of  local 
or  regional  recurrence  that  required  additional  sur- 
gical and  x-ray  therapy.  He  also  noted  that  the  pa- 
tients he  had  treated  in  the  last  10  years  were  not 
doing  as  well  as  the  earlier  patients.  The  projected 
10-year  survival  rate  of  this  group  was  59  percent. 
He  attributed  this  decrease  in  survival  to  inclusion 
of  some  borderline  Stage  II  cases  in  the  series,  owing 
to  greater  confidence  in  this  method.  One  can  con- 
clude that  some  patients  can  be  managed  by  seg- 
mental mastectomy  with  radiotherapy,  but  that 
criteria  for  selection  of  patients  must  be  strict,  and 
an  approximately  25-percent  incidence  of  local  re- 
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currence  requiring  additional  therapy  is  to  be  ex- 
pected. 

In  1961  at  Guy’s  Hospital  in  London,  a study  began 
comparing  segmental  mastectomy  with  postoperative 
radiotherapy  to  radical  mastectomy  with  postoper- 
ative radiotherapy.  There  were  189  patients  in  the 
study.  Atkins  et  al.9  reported  the  results  in  1972.  In 
patients  with  Stage  I disease,  there  was  no  difference 
in  survival  between  the  two  groups,  but  in  patients 
with  Stage  II  disease,  the  difference  was  substantial 
and  significant:  30  percent  10-year  survival  rate  for 
segmental  mastectomy  versus  60  percent  for  patients 
treated  by  radical  mastectomy.  Local  recurrence 
rates  were  greater  for  those  treated  by  segmental 
mastectomy  in  both  Stage  I cases  and  the  Stage  II 
cases.  The  20  percent  local  recurrence  rate  seen  in 
Stage  I cases  treated  by  segmental  mastectomy  and 
radiation  is  similar  to  the  25  percent  rate  noted  by 
Mustakallio.8  Distant  recurrences  were  also  much 
more  frequent  among  those  treated  by  local  excision. 
Since  the  primary  tumor  was  removed  in  patients 
treated  bv  segmental  mastectomy  as  well  as  in  those 
treated  by  radical  mastectomy,  the  persistent  axillary 
nodes  seem  to  act  as  foci  for  secondary  systemic 
metastases.  Critics  have  objected  that  the  doses  of 
radiation  used  in  these  trials  are  low  by  present 
standards — 3,800  rads  in  three  weeks  instead  of  the 
present  customary  dose  of  4,500  to  5,000  rads  in  five 
weeks. 

The  NSABP  (National  Surgical  Adjuvant  Breast 
Project)  has  initiated  another  trial  to  evaluate  seg- 
mental mastectomy  and  radiotherapy.  The  study 
includes  patients  with  tumors  up  to  4 cm.  in  diameter 
so  placed  as  to  make  segmental  excision  with  a mar- 
gin of  normal  breast  tissue  possible.  Patients  with 
palpable  axillary  nodes  are  eligible  if  the  nodes  are 
mobile  and  less  than  2 cm.  in  diameter.  Cases  are 
randomized  among  the  following  therapies:  (1)  total 
mastectomy  plus  axillary  dissection;  (2)  segmental 
mastectomy  plus  axillary  dissection;  and  (3)  seg- 
mental mastectomy  plus  axillary  dissection  plus  ra- 
diation to  the  breast  of  5,000  rads  in  five  weeks.  All 
patients  with  positive  nodes  noted  on  axillary  dis- 
section receive  postoperative  chemotherapy.  Pa- 
tients who  develop  local  recurrence  in  the  breast  will 
then  have  total  mastectomy.  The  trial  is  designed 
to  assess  the  role  of  the  multicentricity  of  breast 
cancer  in  local  recurrence  and  of  radiotherapy  in 
controlling  such  multicentric  lesions.  Trials  such  as 
this  will  delineate  the  roles  of  specific  therapeutic 
modalities,  but  it  may  be  10  years  before  the  data  will 
be  firm.  The  Guy’s  Hospital  study  indicated  no 
significant  difference  in  the  treatment  arms  for  its 
first  5 years,  but  at  the  end  of  10  years  the  differences 
were  substantial  and  significant. 

Simple  mastectomy  and  radiotherapy 

The  first  real  challenge  to  the  universal  application 
of  the  radical  mastectomy  was  made  by  McWhirter10 
in  Scotland.  He  suggested  that  simple  mastectomy 


plus  radiotherapy  gave  superior  results.  "Phis  thesis 
was  tested  by  the  NSABP  in  its  Protocol  4. 11  The 
study  compares  radical  mastectomy  with  simple 
mastectomy  plus  radiotherapy  in  patients  with  pal- 
pable axillary  adenopathy.  Among  those  without 
palpable  axillary  nodes,  it  compares  the  results  of 
total  mastectomy  with  delayed  axillary  dissection  for 
those  developing  an  early  recurrence,  to  the  results 
of  total  mastectomy  with  postoperative  radiotherapy, 
and  to  radical  mastectomy.  Four-year  follow-up  of 
the  patients  treated  by  alternative  therapies  show  no 
significant  difference  in  survival.  Among  those  pa- 
tients who  did  not  have  palpable  axillary  nodes,  the 
patients  treated  by  total  mastectomy  alone  had  a 17 
percent  incidence  of  axillary  recurrence  requiring 
secondary  axillary  dissection.  One  half  of  these 
patients  have  gone  on  to  develop  systemic  metasta- 
ses. The  17  percent  rate  is  of  interest  because  ex- 
amination of  the  axillary  tissue  in  the  patients  ran- 
domly selected  for  radical  mastectomy  demonstrated 
a 35  percent  incidence  of  metastases  in  axillary  nodes 
considered  negative.  Thus,  in  the  four  years,  one 
half  of  these  deposits  remained  dormant  in  the  pa- 
tients who  had  neither  an  axillary  dissection  nor 
axillary  radiation.  These  figures  again  suggest  that 
procedures  less  extensive  than  radical  mastectomy 
are  feasible  if  a 20  percent  rate  of  recurrences  re- 
quiring secondary  therapy  is  acceptable.  We  still  do 
not  know  whether  or  not  the  long-term  survival  of 
this  group  is  affected  by  the  delay  of  treatment  of 
axillary  involvement. 

Modified  radical  mastectomy 

There  has  been  another  change  in  the  surgical 
management  of  breast  cancer  in  the  past  10  years. 
Without  controls  or  any  other  formal  trials,  a more 
conservative  mastectomy  has  largely  supplanted  the 
standard  radical  mastectomy.  The  operation  is 
called,  variously,  conservative  radical  mastectomy, 
total  mastectomy  and  axillary  dissection,  or  modified 
radical  mastectomy.  The  operation  is  appealing  in 
that  postoperative  appearance  is  better  than  after 
radical  mastectomy  and  indeed  resembles  that  fol- 
lowing a simple  mastectomy.  The  operation  is 
usually  performed  with  a transverse  or  oblique  scar 
so  placed  that  it  can  be  covered  by  a woman’s  bras- 
siere or  a bikini.  There  seems  to  be  a lower  incidence 
of  severe  arm  edema.  The  operation  leaves  the  arm 
with  better  function.  Disadvantages  are  primarily 
theoretical.  When  imperfectly  performed,  inter- 
pectoral nodes  may  be  left  behind,  and  when,  in  one 
variety,  the  pectoralis  minor  is  not  divided,  axillary 
dissection  may  not  be  quite  as  thorough. 

In  1948  Patey  and  Dyson12  noted  that  the  results 
of  mastectomy  with  axillary  dissection  when  the 
pectoralis  major  muscle  was  preserved  were  the  same 
as  those  achieved  by  conventional  mastectomy  with 
removal  of  the  muscle.  This  observation  was  con- 
firmed by  Handley13  who  popularized  this  approach 
to  the  treatment  of  operable  breast  cancer. 
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TABLE  I.  Radical  and  modified  radical  mastectomy, 
January,  1967,  through  June,  1972  (percent)* 


107  Modified 

/ Radical \ r — 208  Radical — 

Category  Stage  I Stage  II  Stage  I Stage  II 


Living  without 
recurrence 

85 

64 

86 

65 

Living 

91 

69 

91 

75 

Died  of  breast  cancer 

2 

18 

6 

21 

* Clinical  staging  UICC  (Union  International  Contra  Cancer)  TNM 
system. 


In  1975,  Papatestas  and  Lesnick14  presented  an 
analysis  of  a five-year  follow-up  of  50  cases  treated 
prior  to  1970  and  compared  them  with  a concurrent 
series  of  80  patients  treated  by  conventional  radical 
mastectomy.  There  was  no  difference  in  recurrence 
or  survival.  This  analysis  has  been  brought  up-to- 
date  for  this  presentation.  It  includes  all  cases  with 
a full  five-year  follow-up.  The  patients  are  com- 
pared with  a group  twice  the  size  treated  by  radical 
mastectomy  during  the  same  period.  Results  were 
analyzed  by  stage  using  the  current  TNM*  staging 
system.15  From  January,  1967,  through  June,  1972, 
I operated  on  362  patients  with  previously  untreated 
breast  cancer  apparently  localized  to  the  breast  and 
its  regional  nodes;  120  were  in  Stage  I,  205  in  Stage 
II,  and  37  in  Stage  III.  Seven  patients  had  bilateral 
simultaneous  cancers.  These  cases  were  classified 
according  to  the  stage  of  the  most  advanced  lesion. 
There  were  126  T1  (tumors  less  than  2 cm.  in  diam- 
eter) lesions.  Of  these,  16,  or  12.7  percent,  had 
clinical  evidence  of  axillary  node  involvement;  189 
patients  had  T2  (tumors  2 to  5 cm.  in  diameter)  le- 
sions, and  of  these,  82,  or  43  percent,  had  clinical 
evidence  of  axillary-node  metastases.  The  rates  of 
absolute  survival,  disease-free  survival,  and  deaths 
from  cancer  were  almost  identical  in  those  treated  by 
modified  mastectomy  and  those  treated  by  conven- 
tional radical  mastectomy.  Of  those  with  Stage  I 
tumors,  91  percent  survived  five  years;  85  percent  of 
patients  with  Stage  I tumors  survived  without  evi- 
dence of  recurrence  for  this  interval  regardless  of 
therapy.  Only  2 percent  of  the  patients  with  Stage 

I tumors  treated  by  modified  radical  mastectomy  and 
6 percent  of  those  treated  by  radical  mastectomy  died 
of  cancer  within  five  years  (Table  I).  For  the  Stage 

II  tumors,  results  were  also  almost  identical  whether 
they  were  treated  by  modified  or  radical  mastectomy: 
64  and  65  percent  disease-free  survival  at  five  years 
and  18  and  21  percent  who  died  of  breast  cancer  in 
this  time  interval. 

With  pathologic  staging,  78  and  79  percent  of  those 
with  negative  nodes  were  alive  and  free  of  disease 
after  five  years,  and  52  and  59  percent  of  those  with 
positive  nodes  survived  wit  hout  recurrence  for  five 
years.  Deaths  from  cancer  occurred  at  similar  rates 
in  those  treated  by  modified  and  conventional  mas- 
tectomy (Table  II). 

* Tumor,  Node,  Metastasis  Staging  System  of  the  International 
Union  Against  Cancer  and  the  American  Joint  Committee  for 
Cancer  Staging  and  End  Results  Reporting. 


TABLE  II.  Radical  and  modified  radical  mastectomies, 
January,  1967,  through  June,  1972,  histologic  staging  T1 
and  T2  tumors  (percent) 


r 

107  Modified  Radicals 

, 208  Radical , 

Negative 

Positive 

Negative 

Positive 

Category 

Nodes 

Nodes 

Nodes 

Nodes 

Living  and 

79 

52 

78 

59 

well 

Living 

81 

65 

85 

74 

Died  of  cancer 

8 

22 

12 

24 

TABLE  III. 

Local  recurrence  rates,  January,  1967, 

through  June,  1972  (percent)* 

Category 

Modified 

Radical 

T1  NOJT1  Nl 

1.9 

2.7 

T2  NO,  T2  Nl 

5.5 

9 

All  cases 

3.7 

6.7 

* Total  series,  5.7  percent. 
f NO:  no  palpable  axillary  nodes. 


Local  and  regional  recurrence  comprised  27  per- 
cent of  all  recurrences.  It  was  most  common  in  pa- 
tients with  T2  Nl  (with  axillary  adenopathy)  lesions. 
There  were  only  two  local  recurrences  in  Stage  I le- 
sions, one  each  for  those  treated  by  modified  and 
radical  mastectomy.  The  overall  local  regional  re- 
currence rate  was  5.7  percent;  2.6  percent  were  in  the 
skin  of  the  chest  wall  and  1 percent  each  in  the  axilla, 
parasternal  areas,  and  supraclavicular  region  (Table 
III). 

Locally  advanced  breast  cancer 

Stage  III  lesions  presented  a different  problem;  80 
percent  of  these  patients  demonstrated  treatment 
failure  within  five  years  (Table  IV).  They  illustrate 
the  fact  that  most  patients  with  locally  advanced 
breast  cancer  are  suffering  from  a systemic  disease 
at  the  time  they  are  first  seen.  The  local  disease  can 
be  controlled  by  local  measures,  either  surgery  or 
radiotherapy,  but  the  systemic  disease  requires  some 
form  of  systemic  therapy.  Neither  surgery  nor  ra- 
diotherapy can  control  systemic  disease.  They  may 
even  do  harm  by  increasing  the  virulence  of  the  sys- 
temic disease  by  interfering  with  host  defense 
mechanisms.  For  Stage  III  disease  some  type  of 
combined  regional  and  systemic  therapy  is  indicated 
from  the  onset  of  treatment. 

Adjuvant  chemotherapy 

Intensive  investigations  have  been  instituted  to 
define  appropriate  adjuvant  measures  to  treat  the 
occult  systemic  manifestations  of  operable  breast 
cancer.  The  National  Cancer  Institute  is  currently 
funding  many  trials  of  adjuvant  chemo-,  hormone, 
and  immunotherapy  for  patients  with  metastases  to 
axillary  lymph  nodes  who  have  a high  risk  of  devel- 
oping recurrence  after  operation.  Most  of  these 
studies  are  so  recent  that  data  are  not  available.  For 
two  of  them,  however,  data  have  been  presented  that 
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TABLE  IV.  Stage  III  carcinoma,  January,  1967,  through 
June,  1972,  in  37  patients 


Type  of 
Mastec- 
tomy 

Number 

of 

Patients 

Results 

Radical 

33 

5 living  without  disease;  5 living 
with  recurrence;  21  died  of 
carcinoma;  2 died  without 
recurrence 

Modified 

4 

2 living  with  recurrence;  2 died  of 

radical 

carcinoma 

indicate  that  in  appropriately  selected  patients  re- 
currence can  be  delayed  and  survival  increased.  The 
first  of  these  studies,  conducted  by  the  NSABP, 
shows  improved  disease-free  survival  when  L-PAM 
(L-phenylalanine  mustard)  plus  5-FU  (5-fluo- 
rouracil)  or  L-PAM  alone  is  given  for  five  days  every 
six  weeks  for  two  years  after  operation.16  The  im- 
provement is  confined  to  premenopausal  patients. 

The  second  study  is  that  of  Bonadonna  et  al.,1  in 
which  cyclophosphamide  (Cytoxan),  methotrexate, 
and  5-FU  are  given  for  one  year  after  mastectomy  to 
patients  with  positive  axillary  nodes.  In  this  study, 
the  difference  between  the  control  and  study  groups 
is  larger  than  in  the  NSABP  study.  The  differences 
are  highly  significant  in  premenopausal  patients  and 
less  pronounced  and  not  statistically  significant  in 
postmenopausal  patients. 

The  other  studies  now  under  way  compare  other 
drug  combinations  and  other  schedules  of  adminis- 
tration as  well  as  the  addition  of  hormones,  anti- 
hormones,  and  immunostimulants.  Such  studies 
hold  out  hope  for  improving  the  overall  survival  of 
patients  suffering  from  breast  cancer. 

Comment 

In  1907,  in  The  Transactions  of  the  American 
Surgical  Association,  Halsted3  reported  survival 
statistics  of  232  patients  whom  he  had  treated  by 
radical  mastectomy.  He  noted  that  32  percent  were 
alive  and  free  of  disease  three  years  after  operation. 
He  also  observed  that  80  percent  of  64  patients 
without  axillary  node  involvement  were  free  of  dis- 
ease after  three  years.  Ten  percent  of  these  patients 
developed  metastases  after  three  years.  He  con- 
cluded that  the  occurrence  of  metastasis  in  patients 
who  were  free  of  axillary  adenopathy  indicated  the 
need  for  axillary  dissection  in  all  cases.  Following 
Halsted’s  article  there  was  one  from  Boston  by 
Greenough,  Simmons,  and  Barney18  reporting  the 
experience  at  the  Massachusetts  General  Hospital 
with  this  complete  operation  for  breast  cancer.  They 
also  gave  the  results  following  what  they  called  a 
“semicomplete”  operation  and  an  “incomplete” 
operation.  In  the  semicomplete  operation,  the 
pectoralis  minor  was  left  in  situ.  In  the  incomplete 
operation,  both  the  pectoralis  major  and  minor  were 
left  in  place.  They  noted  a 16-percent  three-year 


disease-free  survival  rate  after  the  complete  opera- 
tion and  a 25  percent  three-year  survival  rate  after 
the  semicomplete  or  the  incomplete  operation.  They 
could  not  explain  the  discrepancies.  They  could  not 
understand  how  a less  extensive  operation  could  give 
results  superior  to,  or  even  equivalent  to,  those  of  a 
more  extensive  operation.  They  reasoned  that 
perhaps  with  the  adoption  of  the  complete  operation, 
they  had  been  operating  on  more  advanced  cases. 

Immediately  following  the  article  by  Greenough, 
Simmons,  and  Barney,18  there  was  a short  article  by 
Cabot19  stating  that  his  cases  had  been  included  in 
the  larger  series  from  Massachusetts  General,  but 
that  he  wished  to  make  some  additional  observations. 
He  stated,  “From  this  study  it  appears  that  in  this 
small  series  of  cases  the  question  of  recurrence  de- 
pended more  on  the  character  of  the  growth  and  the 
degree  of  involvement  of  the  lymphatic  system  than 
upon  the  thoroughness  of  removal.  If  the  disease 
had  affected  many  lymphatic  glands  it  was  sure  to 
recur  even  after  a thorough  removal  of  all  of  the 
muscles  and  axillary  contents.  On  the  other  hand, 
in  the  9 cases  that  did  not  show  a recurrence,  the 
lymphatic  involvement  was  slight  in  all,  while  in  7 of 
the  9 the  muscles  were  not  removed.” 

It  seems  that  the  essential  observation  in  regard 
to  the  surgical  treatment  of  breast  cancer  was  made 
when  the  Halsted  radical  mastectomy  was  first 
evaluated.  Results  depend  more  on  the  extent  of  the 
disease  at  the  time  of  operation  than  on  the  extent 
of  the  surgical  excision. 

Conclusion 

In  the  light  of  present  knowledge  of  the  biology  of 
cancer,  surgical  therapy  must  fulfill  several  crite- 
ria: 

1.  The  operation  should  control  the  local  manifes- 
tations of  the  disease  wit  hout  inducing  excessive 
morbidity  and  deformity. 

2.  Because  of  the  frequent  multifocal  nature  of 
breast  cancer,  the  entire  breast  should  be  removed 
in  all  but  a small  number  of  patients  with  small 
localized  tumors. 

3.  The  operation  should  include  axillary  dissection 
to  extirpate  tumor  tissue  in  the  nodes  and  to  make 
possible  assessment  of  the  extent  of  involvement 
for  planning  adjuvant  therapy  and  for  progno- 
sis. 

Modified  radical  mastectomy  fulfills  all  these 
criteria.  Deformity  is  no  greater  than  after  simple 
mastectomy.  Axillary  dissection  can  be  complete, 
particularly  if  the  pectoralis  minor  is  divided.  Sys- 
temic side-effects  and  interference  with  immune 
mechanisms  are  minimal. 

The  Mount  Sinai  Hospital 
One  Gustave  L.  Levy  Place 
New  York,  N.Y.  10029 
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ments,  peculiar  postures,  writhing,  and  stretching.  These 
reactions  diminished  in  intensity  after  the  next  2 doses. 
Increasing  the  dose  to  0.5  mg./kg.  has  elicited  the  disorders 
reliably  after  each  weekly  dose  for  almost  two  years. 
Similar  reactions  also  developed  in  a squirrel  monkey 
( Saimiri  sciurea)  treated  weekly  with  haloperidol  and  in 
a third  Cebus  monkey  previously  maintained  for  a year  on 
a regimen  of  0.25  milligrams  of  haloperidol  per  kg.  five  days 
a week.  These  findings  suggest  an  experimental  model  for 
finding  the  et  iology  of  drug-induced  movement  disorders. 
They  also  suggest  an  unrecognized  clinical  problem. 
Weiss,  B.,  and  Santelli,  S.:  Science  200:  799  (May  19) 
1978. 
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In  Part  I of  this  review,  which  appeared  in  the 
January  issue  of  the  Journal,  the  authors  outlined 
and  discussed  the  pre-  and  some  of  the  intraoperative 
guidelines  for  carotid  endarterectomy.  Part  II 
continues  with  the  remaining  intraoperative  princi- 
ples and  postoperative  considerations. 

Additional  intraoperative  safeguards 

Minimal  number  of  pharmacologic  adjuncts 
used  during  operation.  The  fewer  the  chemicals 
used,  the  less  are  the  chances  of  evoking  bizarre  or 
unmanageable  incompatibility  reactions  or  side- 
effects.  In  essence,  the  drugs  considered  to  be  ap- 
propriate here  are: 

1.  Those  pertaining  to  anesthetic  induction  and 
maintenance 

2.  Those  intended  for  overpowering  cardiac  dys- 
rhythmias. 

3.  Dexamethasone,  optionally,  for  prophylaxis  against 
cerebral  edema. 

4.  Lidocaine  solution,  for  reining  chemoreceptor  and 
baroreceptor  reflexes. 

5.  Phenylephrine,  for  inducing  and  maintaining  con- 
trolled arterial  hypertension. 

6.  Heparin,  for  producing  systemic  anticoagulation. 

7.  Protamine  sulfate,  for  neutralizing  residual  heparin 
effect. 

Diverse  drugs  used  additionally  by  various  other 
surgeons  warrant  brief  annotations: 

1.  Vasodilators,  given  intravenously  or  intra-arteri- 
ally, to  inhibit  ischemia  from  clamping.  They  are  su- 
perfluous in  the  presence  of  hypercarbia  and  potential- 
ly deleterious  should  they  reroute  blood  away  from  the 
ischemic  zone.  On  the  other  hand,  papaverine  applied 
topically  is  useful  to  surmount  local  vasospasm. 

2.  Hypertonic  solutions  of  mannitol,  urea,  glucose, 
or  kindred  osmotic  agents,  given  parenterally  to  reduce 
brain  edema,  both  while  the  clamps  are  on  and  after 
they  are  released.  By  increasing  osmolarity  in  the 


capillary  lumena,  the  substances  brake  hypoxic  trans- 
udation of  water  and  crystalloids  from  the  capillaries 
and  perivascular  astrocytes.  Allied  to  the  brain  dehy- 
drating effect  is  a net  reduction  in  cerebrospinal  fluid 
pressure. 

3.  Diuretics,  given  parenterally  to  diminish  brain 
edema.  As  mentioned  earlier,  patients  with  prior  arte- 
rial hypertension  may  already  have  a shrunken  blood 
volume  and  hypokalemia,  and  diuretics  will  aggravate 
these  handicaps.  If  diuretics  are  administered,  as  for 
combating  extreme  hypertensive  episodes,  close  atten- 
tion is  paid  to  central  venous  pressure. 

4.  Low  molecular  weight  dextran,  given  during  and 
after  operation,  to  counter  several  microrheologic  ad- 
versities of  brain  ischemia.  By  lowering  blood  viscosi- 
ty, vascular  resistance,  platelet  activation,  and  the 
aggregation  of  blood  elements,  it  helps  to  curtail  the 
hemoconcentration,  edema,  and  impaired  gas  ex- 
change attendant  on  tissue  hypoxia.  Side-effects  of 
dextran  are  infrequent,  but  it  has  been  known  to  cause 
anaphylaxis,  circulatory  collapse,  and  stroke. 

Regional  CBF  maintained  by  enhancement 
of  overall  CBF  through  induced  arterial  hy- 
pertension and  hypercarbia.  Hypercapnia  and 
arterial  hypertension  are  induced  with  a view  to 
maximizing  cerebral  perfusion  volume  and  pres- 
sure. 

Hypercarbia  is  brought  about  by  ventilation  at  a 
constant  rate  of  15  breaths  per  minute  and  sponta- 
neous tidal  volume  of  350  ml.  or  more.  Simulta- 
neously, the  soda  lime  absorption  canister  is  partly 
or  completely  withdrawn  from  the  circuit,  and  the 
carbon  dioxide  buildup  from  rebreathing  is  allowed 
to  proceed  to  a partial  pressure  between  50  and  60 
mm.  Hg.  A plateau  is  reached  in  10  to  15  minutes. 
Attainment  of  the  steady  state  is  hastened,  if  desired, 
by  adding  the  gas  in  metered  quantities  of  3 to  5 
percent  to  the  inhaled  mixture  beyond  the  soda  lime. 
The  PCO9  is  not  allowed  to  exceed  70  mm.  Hg,  nor 
the  SVO-2  to  fall  below  60  percent,  to  avoid  halting 
cerebral  autoregulation. 

After  endarterectomy,  weaning  from  hypercapnia 
is  done  gradually.  T rying  to  accelerate  it  by  hyper- 
ventilation is  unwise,  for  in  the  wake  of  too  steep  or 
abrupt  a drop  in  PC02  there  can  be  cerebral  vaso- 
constriction and  systemic  arterial  hypertension,  ei- 
ther or  both  of  which  may  lead  to  a stroke.  Neither 
is  positive  pressure  ventilation  used  immoderately 
because  it  increases  central  venous  pressure,  which 
in  turn  raises  cerebral  venous  pressure  and  lowers 
cerebral  perfusion  pressure. 

Modest  arterial  hypertension  is  induced  with  a 
microdrip  of  0.002  percent  phenylephrine  solution 
to  a systolic  pressure  level  empirically  deemed  to  be 
desirable.  This  number,  20  mm.  Hg  above  the  av- 
erage systolic  pressure  which  is  normal  for  an  indi- 
vidual patient,  is  calculated  from  preoperative 
sphygmomanometry  on  the  patient  in  the  recumbent 
position.  The  desired  level  practically  never  exceeds 
180  mm.  Hg.  After  cessation  of  anesthesia,  as  in  the 
postoperative  period,  hypertension  is  kept  up  with 
the  phenylephrine  solution  conveniently  at  hand,  but 
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almost  any  other  vasopressor  is  equally  suitable. 

The  twin  technique  of  induced  hypercarbia  and 
arterial  hypertension  is  based  on  the  key  assumption 
that  changes  in  total  CBF  produce  qualitatively  and 
quantitatively  matching  changes  in  rCBF.  It  is  ev- 
ident, however,  that  such  an  obligate  relationship 
does  not  always  prevail,  that  angioreactivity  in  some 
persons  with  cerebral  arteriosclerosis  may  be  quite 
heterogeneous,  and  that  discrepancies  between  global 
CBF  and  rCBF  may  become  striking  under  the  in- 
fluence of  anesthesia  and  other  artificial  condi- 
tions. 

The  main  criticism  voiced  against  the  method  of 
induced  hypercarbia  is  that  it  may  be  detrimental  by 
instigating  an  “interhemispheric  steal  syndrome.” 
According  to  this  notion,  when  the  partially  ischemic 
hemisphere  is  rendered  totally  ischemic  after  carotid 
cross-clamping,  it  develops  vasoplegia  and  abeyance 
of  autoregulation.  The  arterioles  are  maximally 
dilated  and  incapable  of  distending  further  so  that 
the  carbon  dioxide  acts  solely  on  the  vessels  of  the 
contralateral  hemisphere.  These  thereupon  siphon 
away  the  little  amount  of  blood  going  to  the  already 
impoverished  hemisphere.  Some  proponents  of  the 
concept  therefore  argue  that  this  competition  should 
be  averted  by  employing  hypocarbia  instead  of  hy- 
percarbia. 

Actually,  a tangible  cerebral  vasomotor  action  of 
carbon  dioxide  is  demonstrable  even  when  the  vessels 
supplying  the  brain  are  atherosclerotic,  although  the 
onset  is  slower  and  the  peak  effect  may  be  smaller 
than  in  nonarteriosclerotic  people.  Autoregulation 
is  preserved  unless  the  PCO2  is  exorbitant  or  deep 
narcosis  exists.  Interhemispheric  cerebral  steal  and 
paradoxic  reactions  to  carbon  dioxide  are  unusual 
and  ephemeral.  If  they  take  place  at  all  it  is  due  ei- 
ther to:  (1)  imposition,  from  clamping,  of  a severe 
grade  of  ischemia,  verging  on  infarction,  in  those  few 
patients  whose  affected  hemisphere  is  completely 
lacking  any  circulation,  either  from  transcerebral 
vascular  anastomoses  or  from  the  ipsilateral  vertebral 
artery;  or  (2)  induced  arterial  hypertension  not 
coupled  with  the  induced  hypercarbia  to  push  blood 
into  the  ostensibly  vasoparalyzed  “pressure-passive” 
areas. 

The  vasodilative  effect  of  carbon  dioxide  is  me- 
diated chiefly  through  a direct  myogenic  action  on 
the  cerebral  arteriolar  walls  by  acidification  either 
of  the  interstitial  fluid  or  of  the  smooth  muscle  cells 
themselves.  Besides  being  a potent  dilator  of  brain 
vessels,  carbon  dioxide  is  beneficial  to  tissue  oxy- 
genation because  of  its  effect  on  oxyhemoglobin 
dissociation. 

As  stated  before,  hypercarbia  is  induced  best  by 
controlled  ventilation  with  rebreathing  of  carbon 
dioxide.  Hypoventilation  is  an  alternative  way,  al- 
though not  as  good,  of  bringing  about  hypercarbia; 
the  rate  and  level  of  accumulation  of  carbon  dioxide 
are  erratic,  and  there  is  a propensity  for  atelectasis 
and  for  functional  venoarterial  blood  shifts.  Ace- 
tazolamide  (Diamox)  likewise  fosters  hypercapnia, 


presumably  from  an  accumulation  of  carbonic  acid 
in  brain  tissue.  This  drug  offers  no  advantage  over 
the  recommended  method,  and  some  experimental 
work  implies  that  it  may  be  noxious  to  brain  metab- 
olism. 

It  is  vital  that  hypoxia  not  be  permitted  to  happen 
at  any  time  during  operation,  but  especially  not  while 
hypercapnia  exists.  Hypoxemia  under  hypercapnic 
conditions  has  been  shown  experimentally  to  provoke 
or  aggravate  encephalic  ischemia  through  uneven 
capillary  perfusion  and  regional  nonperfusion,  in- 
creased lactate  and  lactate:pvruvate  ratio,  and  di- 
minished tissue  concentration  of  phosphocreatine. 

Concerning  artificially  induced  arterial  hyper- 
tension, the  reason  that  the  systemic  pressure  is  de- 
liberately kept  above,  rather  than  at,  preoperative 
baseline  values  is  to  furnish  a sufficient  margin  of 
safety  to  guard  against  untoward  reductions  in  ex- 
tracarotid collateral  circulation  that  may  instigate 
either  thrombosis  or  hypoperfusion  conducive  to 
stroke. 

In  the  conscious  normal  adult,  wide  fluctuations 
of  systemic  blood  pressure  cause  little  or  no  alteration 
of  CBF.  This  so-called  Bayliss  autoregulation 
phenomenon  may  be  either  indolent  or  perverted  in 
someone  undergoing  carotid  endarterectomy,  who 
must  then  rely  on  some  degree  of  systemic  hyper- 
tension to  uphold  optimal  CBF.  The  explanations 
are: 

1.  Autoregulatory  mechanisms  may  be  obtunded  in 
the  elderly  patient  with  sclerotic  intracranial  vascula- 
ture. 

2.  General  anesthesia  and  kindred  central  nervous 
system  depressants  sabotage  the  efficiency  of  homeo- 
stasis. 

3.  When  latent  ischemia  of  neuronal  tissue  from  ca- 
rotid stenosis  becomes  overt  and  amplified  after  cross- 
clamping, a fixed  maximal  dilation,  and  hence  fixed  re- 
sistance, may  overtake  the  arterioles  in  the  corre- 
sponding cerebral  hemisphere.  Blood  flow  through 
that  region  then  depends  on  a heightened  perfusion 
pressure,  and  this  in  turn  is  realized  by  an  elevation  of 
the  systemic  arterial  pressure. 

4.  In  some  persons  with  previous  stroke  the  infarct 
scar  is  thought  to  be  surrounded  by  marginally  is- 
chemic nervous  tissue.  This  receives  blood  through 
collateral  channels  that  present  high  resistance  to  flow; 
hence  the  perfusion  head  of  pressure  has  to  be  strong 
enough  to  overcome  that  resistance. 

The  reason  that  hypercarbia  and  arterial  hyper- 
tension are  induced  together  is  that  hypertension  by 
itself  causes  the  cerebral  arterioles  to  constrict. 

There  are  numerous  instances  during  operation 
and  in  the  early  postoperative  period  when  the  ar- 
terial blood  pressure  may  fall,  usually  from  vasodi- 
lation alone,  but  sometimes  from  bradycardia  as  well, 
for  example:  (1)  induction  phase  of  anesthesia;  (2) 
excessively  deep  anesthetic  plane;  (3)  baroreceptor 
stimulation  when  the  carotid  bulb  is  dissected  away 
from  adjacent  connective  tissue;  (4)  carotid  sinus 
stimulation  when  the  vessels  are  declamped  after 
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FIGURE  1.  Features  of  procedure,  (a)  Polarograph  for  cerebral  venous  blood  gasometry.  (b)  Blood  sampling  catheter 
introduced  through  facial  tributary  of  internal  jugular  vein  and  passed  to  transverse  lateral  sinus,  (c)  Clamps  applied  across 
carotid  branches,  well  beyond  limits  of  atheroma,  (d)  Incision  site  anterolateral  on  common  carotid,  up  to  bifurcation,  in 
longitudinal  axis  with  internal  carotid. 


endarterectomy;  and  (5)  orthostatic  reflex  when  the 
patient  is  being  transferred  from  the  operating  table 
to  a stretcher. 

Because  hypotension  may  be  unheralded,  a 
“standby”  infusion  of  vasopressor  must  be  accessible 
always,  from  the  moment  that  the  patient  is  laid  on 
the  operation  table  until  the  time  that  he  is  ready  to 
be  discharged  from  the  intensive  care  unit. 

Sometimes,  a supernormal  blood  pressure  ap- 
proximating the  desired  grade  will  intervene  during 
surgery  without  resort  to  drugs.  This  modest  hy- 
pertension may  be  a consequence  of:  ( 1 ) the  elabo- 
ration of  intrinsic  catecholamines;  (2)  relative  hy- 
pervolemia from  generous  venoclysis;  or  (3)  hyper- 
carbia. 

More  often,  the  blood  pressure  has  to  be  boosted 
intermittently  with  small  doses  of  vasopressor,  par- 
ticularly when  the  induced  hypercarbia  exaggerates 
peripheral  vasodilation  produced  by  halothane. 

Epinephrine,  norepinephrine,  and  some  synthetic 
sympathomimetics  such  as  metaraminol  bitartrate 
(Aramine)  and  isoproterenol  (Isuprel)  cannot  be  used 
in  conjunction  with  halothane,  which  sensitizes  the 


heart  to  catechol  activity.  Adrenergics  which  have 
minimal  effects  on  the  myocardium  and  can  be  used 
safely  during  halothane  anesthesia  include  phenyl- 
ephrine (Neo-synephrine),  methoxamine  hydro- 
chloride (Vasoxyl),  and  angiotensin  amide  (Hyper- 
tensin). 

As  mentioned  before,  phenylephrine  is  chosen 
most  commonly  to  initiate  and  maintain  arterial 
hypertension.  Its  pressor  effect  is  due  primarily  to 
increased  peripheral  resistance.  It  has  minimal 
constrictor  effect  on  the  venous  capacitance  system. 
In  contrast  to  other  sympathomimetics,  phenyl- 
ephrine slows  the  heart  rate  and  increases  stroke 
output.  It  does  not  excite  cardiac  dysrhythmias  over 
a fairly  broad  range  of  PCO9  values.  Another  ad- 
vantageous property  is  that  its  action  is  steadfast, 
comparable  responses  being  elicitable  by  repeated 
injections  without  tachyphylaxis  arising. 

Requirements  for  vasopressor  therapy  during  the 
postoperative  period  are  met  by  continuing  to  employ 
the  phenylephrine  solution  which  is  conveniently  at 
hand.  However,  since  halothane  actions  no  longer 
have  to  be  worried  about  at  this  stage,  practically  any 
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FIGURE  2.  Features  of  procedure,  continued,  (e)  Lips  of  arteriotomy  held  ajar  with  guy  sutures.  Cleavage  plane  developed 
circumferentially  in  subendothelial  layer  of  intima  and  innermost  lamina  of  media,  (f)  Plaque  slit  transversely.  ( g ) Upper 
edge  of  atheromatous  core  grasped  in  serrated  forceps  and  pulled  forward  steadily  while  being  peeled  off  with  blunt  spatulate 
dissector,  (h)  Tongue-like  terminus  of  plaque  separated  from  wall. 


other  pressor  save  metaraminol  bitartrate  may  be 
used  just  as  readily.  Metaraminol  is  not  recom- 
mended because:  (1)  its  effect  lasts  for  several 

minutes  after  the  drug  is  stopped;  and  (2)  it  replaces 
endogenous  catecholamines,  and  rebound  hypoten- 
sion may  occur  subsequently. 

The  dosage  of  pressors  is  lessened  by  making  sure 
that  blood  volume  is  kept  optimal,  especially  in  pa- 
tients with  antecedent  hypertension  who  may  be 
already  volume-depleted  because  of  their  disease  or 
from  overuse  of  diuretic  agents.  As  vasoconstrictor 
administration  is  being  discontinued,  enough  oncotic 
fluids  are  infused  to  prevent  a reduction  of  venous 
return  to  the  heart. 

Temporary  cross-clamping  of  carotids  done  in 
manner  intended  to  frustrate  both  immediate 
and  remote  complications.  Occlusion  of  the  ca- 
rotids is  by  means  of  noncrushing,  multiserrated 
clamps  utilized  conventionally  for  vascular  surgery. 
It  is  not  achieved  by  making  tourniquets  out  of  the 
cotton  bands  used  for  retraction  because  they  would 
cause  unequal  compression  and  a fairly  long  expanse 
of  circumferential  puckering  radiating  from  the 
snares.  However,  the  slings  are  left  in  situ  until  the 


conclusion  of  endarterectomy  to:  (1)  improve  ex- 

posure; (2)  aid  positioning  of  clamps;  (3)  stabilize 
shunt-cannulas,  should  these  have  to  be  employed; 
and  (4)  enable  quick  command  of  the  vessels  in  the 
event  of  technical  mishaps  entailing  hemorrhage. 

Proper  placement  of  the  clamps  is  paramount  in 
importance  (Figs.  1,  2,  and  3).  They  are  applied: 

1.  To  segments  which  are  maximally  peripheral 
from  the  bifurcation,  that  is,  to  the  nethermost  part  of 
the  CC  and  farthermost  limits  of  the  IC  and  EC,  after 
these  are  momentarily  occluded  with  the  fingers. 

2.  To  portions  of  the  arteries  wholly  unattached  to 
any  adjoining  structures. 

3.  In  the  transverse  axis  of  the  vessels. 

4.  With  the  jaws  of  the  instruments  locked  no  tight- 
er than  is  necessary  to  halt  the  current  of  blood. 

5.  In  the  sequence  of  IC,  CC,  and  EC. 

These  steps  are  taken  to  preclude  the  cardinal 
dangers  from  incorrect  clamping,  namely: 

1 . Cracking  of  atheromatous  agglomerations,  which 
may  entrain  microembolism,  mural  laceration,  or  ac- 
cretion of  coagulum. 
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FIGURE  3.  Features  of  procedure,  continued.  (/)  Proximal  end  of  plaque  recovered,  (j)  Interior  of  vessel  flushed  free  of 
minute  loose  shreds  of  tissue.  ( k ) Linear  arteriorrhaphy  without  mural  invagination  or  stenosis.  (/)  Layer  closure  of  wound, 
including  subcuticular  stitch.  Soft  latex  rubber  drain  brought  out  through  separate  stab  incision. 


2.  Intimal  damage,  predilecting  to  clot  deposition 
on  the  bruised  lining. 

3.  Wounding  of  nearby  nerves  and  other  struc- 
tures. 

The  bifurcation  zone  is  given  a wide  berth  be- 
cause the  bulk  or  all  of  the  atheroma  usually  tenants 
it,  and  so  as  not  to  infringe  on  the  carotid  body  and 
bulb  or  their  contiguous  neural  components.  Only 
isolated  portions  of  the  arteries  are  clamped  to  ensure 
that  the  internal  jugular  vein,  vagus  and  hypoglossal 
nerves,  and  so  forth,  are  not  wounded.  Cross- 
clamping is  preceded  by  digital  compression  so  that 
it  should  not  be  done  against  tension.  Vessels  are 
clamped  transversely  because  in  the  majority  of  cases 
arteriosclerosis  presents  itself  as  a dorsal  crescentic 
reef  and  hence  is  much  less  liable  to  fracture  when 
squeezed  perpendicularly  than  endwise.  The  vessel 
walls  are  not  as  likely  to  bear  persistent  indentation 
marks  that  become  a thrombogenetic  nidus  if  the 
clamps  are  fastened  with  just  enough  force  to  exert 
a cushioning  rather  than  a vise-like  closure  of  the 
artery.  The  stated  sequence  of  clamping  is  practiced 
so  that  any  pultaceous  matter  or  clot  which  is  un- 
knowingly shed  may  be  sidetracked  to  the  EC  instead 


of  floating  toward  the  brain  through  an  open  IC. 
The  superior  thyroid  artery,  being  too  short  and 
delicate  for  clamping,  is  occluded  with  a metal  clip, 
serrefine,  or  noose  of  stout  thread. 

Endarterectomy  all-encompassing,  although 
arteriotomy  deliberately  confined  to  CC  to  ex- 
pedite partial  restoration  of  ipsicarotid  flow.  A 
longitudinal  incision  is  made  in  the  anterolateral 
quadrant  of  the  CC  from  its  middle  to  just  short  of 
the  origin  of  the  IC.  A transverse  arteriotomy  would 
give  a wider  aperture  and  enable  quicker  closure,  but 
the  longitudinal  one  allows  continuation  of  the  inci- 
sion into  the  IC,  should  the  need  arise.  The  rostro- 
lateral  avenue  is  selected  because  it  points  to  the  IC 
without  transgressing  on  the  carotid  bifurcation, 
body,  or  sinus. 

The  arteriotomy  is  begun  well  below  the  plaque 
and  is  restricted  to  the  CC.  In  this  fashion: 

1.  The  crista  of  the  atheroma  is  visualized  and  not 
cut  into. 

2.  Suture  constriction  of  the  IC  is  circumvented.  A 
lumen  so  straitened  would  require  restitution  with  a 
“gusset,”  thereby  prolonging  clamping  and  operating 
time. 
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3.  Opportunity  is  seized,  following  the  commence- 
ment of  arteriorrhaphy,  to  abridge  the  period  of  oblig- 
atory total  ischemia  from  cross-clamping  by  letting  EC 
blood  run  retrograde  into  the  IC. 

After  the  arterial  incision  has  been  made,  the 
clamp  on  the  IC  is  released  briefly  to  assess  back  flow. 
Should  the  return  of  blood  be  trivial  or  zero  the  IC  is 
not  probed,  for  fear  of  pushing  a clot  up  into  the  ca- 
rotid siphon  or  ripping  a vessel  made  atretic  by  fi- 
brosis. Instead,  the  orifice  of  the  IC  is  looked  into. 
If  plaque  stenosis  exists,  then  endarterectomy  is 
conducted.  If  there  is  frank  occlusion  by  organized 
thrombus,  curettage  is  futile  for  budging  the  hard 
mass  and  may  tear  the  vessel.  But  endarterectomy 
of  the  EC  is  done,  if  feasible,  and  a vein  graft  bypass 
is  established  from  the  CC  to  a soft  segment  cephalad 
to  the  IC  block.  If  there  is  no  soft  segment  above  it 
is  not  searched  for  higher  up  by  resecting  the  styloid 
or  parotid  gland,  or  by  dividing  the  mandible.  In- 
stead, the  IC  is  oversewn;  it  was  occluded  to  start 
with,  and  nothing  is  subtracted  by  sealing  it  off.  If 
there  is  a soft  segment,  but  it  is  too  short  for  accom- 
modating a clamp  during  performance  of  the  anas- 
tomosis, backbleeding  is  prevented  by  means  of  an 
inflated  balloon  catheter  inside  the  artery. 

If  a sustained  trickle  or  spurt  of  blood  from  the  IC 
presages  good  prospects  of  relieving  the  obstruction, 
the  clamp  is  reapplied.  The  lips  of  the  arteriotomy 
are  held  ajar  with  a couple  of  guy  stitches.  The  right 
cleavage  plane  is  sought  between  the  subendothelial 
layer  of  the  intima  and  the  innermost  lamina  of  the 
media,  next  to  the  internal  elastic  membrane.  It  has 
an  ivory  or  pearl-gray  color.  Once  that  interstice  is 
entered  the  tier  overhead  is  lifted  and  then  slit 
cleanly  across  at  the  transition  between  it  and 
nonatheromatous  intima.  The  upper  edge  is  grasped 
in  serrated  forceps  and  pulled  forward  steadily  while 
being  peeled  off  with  a blunt  spatulate  dissector. 
The  plaque  is  thickest  and  most  densely  fused  at  the 
back  of  the  vessel,  and  the  wall  may  be  punched 
through  unless  it  is  supported  against  a finger. 

The  clamps  on  the  carotid  branches  are  opened 
intermittently:  ( 1)  to  make  certain  that  no  fragment 
of  the  atheroma  is  gripped  by  them;  (2)  to  partly 
intussuscept  the  vessels  so  that  the  upper  parts  of  the 
plaque  are  brought  into  view  and  reach;  and  (3)  so 
that  the  lesion  may  be  extruded  in  its  entirety  as  a 
cylindric  cast  rather  than  being  morselled. 

Endarterectomy  of  both  carotid  branches  is  done 
because  a variable  fraction  of  the  circulation  in  the 
EC  does  ultimately  reach  the  brain,  and  also  because 
removal  of  the  core  from  the  EC  orifice  aids  in 
maintenance  of  laminar  flow  at  the  bifurcation.  The 
EC  is  reamed  first  to  give  better  purchase  on  the 
plaque  while  doing  the  more  critical  IC  endarterec- 
tomy. 

Rarely,  a calcified  concretion  permeates  all  tunics 
of  the  vessel  or  clings  so  tenaciously  that  it  resists 
being  pried  off  without  becoming  broken  and  fraying 
or  perforating  the  wall.  A sounder  policy  in  such  an 
instance  is  to  abandon  endarterectomy  and  to  bypass 


the  impacted  segment.  Should  a small  hole  be 
caused  accidentally  during  endarterectomy,  it  is  ei- 
ther repaired  with  a patch  graft  or  the  segment  is 
excised  and  the  artery  rejoined  over  a T-tube  shunt 
stent. 

The  bifurcation  is  not  resected  for  reasons  already 
cited.  Instead,  its  limbs  are  divided  and  oversewn 
to  thwart  migration  of  clot  or  other  rubble  to  the 
brain,  and  vascular  continuity  is  reestablished  by 
means  of  interposed  conduits  of  fabric  or  of  autoge- 
nous vein. 

After  endarterectomy  is  finished,  the  interior  of 
the  vessels  is  cleansed  of  all  loose  shreds  by  repeat- 
edly rinsing  with  saline  solution,  allowing  backbleed, 
and  direct  suctioning.  Any  areas  of  imperfect  end- 
arterectomy are  evaginated,  and  the  remaining 
shaggy  adherences  of  atheroma  are  shaved  off.  The 
proximal  overhang  of  intima  is  trimmed,  beveled,  and 
tacked  down  with  a couple  of  very  fine  sutures  which 
are  knotted  on  the  outside.  If  the  topmost  sleeve  of 
the  arteriosclerotic  plug  has  come  away  neatly,  no 
fixation  stitches  are  needed  at  that  endpoint. 

Repair  of  the  arteriotomy  is  begun  at  its  apex. 
After  “bites”  of  a whipstitch  have  been  taken  to 
several  millimeters  below  the  bifurcation,  the  clamps 
on  each  branch  are  replaced  with  a single  clamp  ap- 
plied vertically  astride  the  seam.  The  gains  from  this 
maneuver  are  as  follows: 

1.  Linear,  intima-to-intima  abutment  of  the  lips  of 
the  incision  facilitates  precise  sewing. 

2.  Blood  traveling  from  the  EC  to  the  IC  replenish- 
es a modicum  of  ipsilateral  regional  circulation,  rein- 
forcing that  already  taking  place  via  the  vertebral  ar- 
tery. 

Just  before  completion  of  the  arteriorrhaphy  the 
carotid  bulb  is  pinched  off  briefly  and  the  other 
clamps  are  released.  Air  and  any  hitherto  unevicted 
flotsam  of  the  endarterectomy  thus  are  ousted 
through  the  last  gap  in  the  suture  line  or  are  swept 
into  the  EC. 

Generally,  onlay  or  “roof’  patch  grafts  are  not 
used.  They  are  unnecessary  when  the  arteriotomy 
is  kept  below  the  bifurcation  because  any  iatrogenic 
exiguity  of  the  CC  should  be  hemodynamically  triv- 
ial. When  the  incision  spans  the  carotid  bulb,  the 
need  for  patch  angioplasty  is  determined  by  whether 
or  not  the  stitches  at  the  top  angle  of  the  arteriotomy 
are  stenosing.  Ordinarily,  the  IC  diameter  is 
broadened  appreciably  by  endarterectomy.  If  an 
onlay  graft  is  indicated,  recourse  to  an  intraluminal 
shunt  is  warranted  for  the  sake  of  granting  a measure 
of  cerebral  protection,  in  view  of  the  prolonged  op- 
eration, and  also  to  serve  as  a stent. 

After  removal  of  the  jugular  vein  catheter  the 
cervical  wound  is  reconstructed  in  layers  seriatim 
over  a soft  latex  rubber  dam.  The  drain  is  not  a 
substitute  for  meticulous  hemostasis  but  is  intended 
as  prophylaxis  to  give  warning  of  hemorrhage  in  the 
early  postoperative  period  and  decompress  the  neck 
before  mischief  occurs.  The  drain  is  brought  out 
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through  a small  stab  incision  inferior  to  the  clavicle 
and  covered  with  absorbent  gauze  which  is  immo- 
bilized with  paper  adhesive  tape.  This  is  the  only 
place  where  a dressing  is  permitted,  the  skin  incision 
itself  being  coated  with  a plastic  aerosol,  so  that 
pressure  on  the  throat,  carotid  sinus,  and  so  forth,  is 
eliminated. 

Completeness  of  endarterectomy  verified 
usually  by  inspection  alone,  but  exceptionally 
also  by  arteriography  and  manometry.  That 
truly  total  endarterectomy  has  been  fulfilled  cannot 
be  vouched  for  by  any  single  test  before  or  after  clo- 
sure of  the  arterial  incision. 

Before  the  arteriotomy  is  closed,  the  thoroughness 
of  the  endarterectomy  is  signaled  by  a brisk  gush  of 
blood  back  from  the  desobstructed  branches.  The 
magnitude  and  force  of  the  jet  furnish  more  of  an 
estimate  of  flow  from  transcerebral  and  kindred 
collateral  sources  than  of  the  hydraulic  properties  of 
the  declogged  segments. 

The  adequacy  of  runoff  in  the  regional  vascular 
bed  may  be  checked  by  manually  injecting  saline 
solution  into  the  IC.  However,  this  experiment  does 
not  reveal  subtotal  forms  of  obstruction,  may  propel 
particulate  matter  into  the  head,  or  may  acerbate 
trauma  to  the  vessel  lining. 

Perviousness  of  the  endarterectomized  vessels 
obviously  is  nil  or  in  grave  jeopardy  when  retrograde 
spurting  of  blood  does  not  materialize.  Careful 
search  must  be  started  right  away  for  some  sort  of 
block  downstream,  for  example,  (1)  spasm;  (2) 
thrombus;  (3)  trapped  bits  of  plaque;  (4)  cohesion  of 
facing  vessel  walls  from  clamp  corrugations;  (5) 
hemorrhage  burrowing  through  a cleft  in  wrinkled 
intima;  or  (6)  perivascular  pulsating  hematoma  sec- 
ondary to  mural  perforation. 

These  problems  usually  are  visible  and  emendable. 
Angiospasm  is  surmounted  by  topical  and/or  regional 
intra-arterial  use  of  papaverine  hydrochloride  solu- 
tion. A small-bore  balloon  catheter  or  a soft  rubber 
tube  or  gentle  suction  may  retrieve  a fair  amount  of 
clot  or  other  detritus.  This  embolectomy  requires 
expertise  and  must  be  done  very  gingerly  to  obviate 
ramming  the  coagulum  or  other  foreign  material  into 
intracranial  branches,  or  rupturing  the  distal  IC  and 
creating  a lethal  carotid-cavernous  arteriovenous 
fistula.  Coherent  intimal  surfaces  generally  can  be 
unstuck  by  cautious  passage  of  a fine  flexible  cathe- 
ter. Should  resistance  be  met  by  the  tip  of  the  tube, 
the  procedure  is  desisted  from  at  once,  and  prepa- 
rations are  made  to  correct  the  likely  intramural 
disruption  barricading  flow.  Should  it  appear  that 
the  trouble  is  in  the  petrous  canal  or  beyond,  reme- 
dial attempts  are  unavailable,  and  the  IC  must  be 
ligated. 

Inklings  about  the  completeness  of  endarterec- 
tomy may  be  had  after  the  arteriorrhaphy  by:  (1) 
inspection,  palpation,  and  auscultation;  (2)  flow- 
metry;  (3)  manometry;  and  (4)  arteriography. 

Looking  at  and  feeling  the  IC  and/or  listening  over 
it  with  a sterile  stethoscope  are  simple  acts  that 


should  not  be  neglected  after  endarterectomy.  A 
thrill  or  bruit  and  absence  of  throbbing  are  revela- 
tions whose  significance  is  incontestable,  but  the  lack 
of  these  signs  plainly  gives  no  assurance  that  me- 
chanical defects  in  the  operated  vessels  are  not  ex- 
tant. 

Flowmetry  provides  quantitative  corroboration 
that  a vessel  conveys  more  abundant  blood  than  be- 
fore it  was  unplugged.  However,  since  residual 
subcritical  stenoses  may  exist  in  the  face  of  this  ac- 
crual, flow  mensuration  is  not  sufficiently  discrimi- 
natory for  reckoning  the  totality  of  vessel  patency, 
and  numeric  values  are  meaningful  mainly  for  ex- 
pressing before-and-after  endarterectomy  compar- 
isons. 

Manometric  recording  of  gradients  is  a straight- 
forward and  utilitarian  index  for  judging  vascular 
stenoses.  Annulment  of  a preexistent  pressure  dif- 
ferential between  the  CC  and  IC  constitutes  strong 
presumptive  evidence  that  endarterectomy  has  al- 
leviated the  obstruction  altogether.  On  occasion, 
specious  readings  are  the  product  of  nuances  in  pe- 
ripheral resistance  of  the  cerebral  microvasculature 
rather  than  of  bona  fide  pressure  changes  from 
endarterectomy  itself. 

Certain  invisible  technical  flaws  lurking  behind 
imperfect  endarterectomy  are  brought  to  light  solely 
through  angiography.  Although  that  modality 
cannot  be  banked  on  unduly  for  exact  silhouetting 
of  the  whole  geometric  makeup  of  the  carotid  tree, 
it  nonetheless  is  employed  without  hesitation  in  ex- 
igent circumstances  of  trouble  that  are  unexplained 
by  ordinary  examination.  Exemplifying  such  a dire 
situation  is  beginning  subintimal  dissection. 

Intraoperative  angiography  is  not  practiced  rou- 
tinely after  endarterectomy  owing  to  a number  of 
shortcomings: 

1.  Generally,  when  used  for  random  screening,  it  is 
a disappointment  and  not  nearly  as  profitable  as  when 
done  with  reasonable  suspicion  that  a technical  imper- 
fection may  be  discovered.  Each  happenstance  posi- 
tive disclosure  is  procured  at  the  cost  of  a crop  of  poor- 
quality  prints,  prolonged  operating  time,  recruitment 
of  extra  personnel,  additional  financial  charges,  and 
the  possible  courting  of  sepsis,  thrombosis,  or  trauma. 

2.  As  was  pertinent  respecting  preoperative  angio- 
grams and  even  more  so  apropos  of  intraoperative 
films,  diverse  contour  irregularities  may  be  overlooked 
or  their  import  misconstrued  owing  to  inability  to  ob- 
tain three-dimensional  views. 

3.  The  needle  through  which  the  medium  is  con- 
veyed must  be  of  such  size  as  to  permit  rapid  injection, 
and  yet  not  be  so  big  as  to  hinder  blood  flow  or  form  a 
large  hole  when  it  is  withdrawn  from  the  wall  of  the 
vessel. 

4.  Intra-arterial  infusion  of  sundry  x-ray  contrast 
chemicals  sometimes  is  followed  for  several  minutes  by 
a steep  decline  in  the  cerebral  venous  oxygen  content. 

5.  The  launching  of  radiopaque  medium  with  un- 
steady and  immoderate  power  by  hand  injection  may 
set  off  succussions  that  foster  embolism  or  aggrandize 
heretofore  minor  anatomic  obstacles.  To  help  side- 
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step  unwitting  complicity  in  such  catastrophies  the 
bolus  is  best  delivered  into  the  CC  through  a needle 
pointing  countercurrent  to  the  bloodstream,  that  is, 
toward  the  aortic  arch. 

Postoperative  considerations 

Most  possible  postoperative  complications 
anticipated  by  preventive  tactics  or  combated 
vigorously  should  they  appear.  When  semicon- 
scious and  breathing  spontaneously,  the  patient  is 
hoisted  from  the  operating  table  to  the  recovery  room 
bed  by  means  of  a roller  and  without  abrupt  or  vio- 
lent movements.  Checks  are  made  of:  (1)  the  blood 
pressure,  heart  rate  and  rhythm;  and  (2)  motor 
function  of  the  limbs,  pupil  size  and  reactivity,  gag 
reflex,  vocal  cord  motion,  and  tongue  protrusion. 

Transfer  from  the  operating  room  area  is  effect- 
uated with  a standby  venoclysis  of  phenylephrine 
solution  in  place,  and  with  respiratory  support 
equipment  at  hand  or  in  use  if  tracheal  extubation 
is  deferred. 

While  the  patient  is  in  the  recovery  room  or  in- 
tensive care  unit  a program  of  unstinting  surveillance 
and  vigilance  is  enforced  to  guard  against  derange- 
ments of  any  sort  which  could  be  precursors  of  a 
stroke.  The  patient’s  head  is  kept  elevated  about  30 
degrees.  The  aforementioned  neurologic  examina- 
tions are  repeated  periodically,  complemented 
sometimes  with  laryngoscopy  and  ophthalmoscopy. 
The  neck  is  inspected  for  bleeding  and/or  swelling. 
Serial  blood  gas  analyses  guide  the  rate,  mode,  and 
formula  of  oxygen  administration.  Thinning  and 
riddance  of  saliva  and  of  bronchial  secretions  are  by 
heated  saline  aerosols,  parenteral  hydration,  judi- 
cious suctioning,  and  mechanical  assistance  of  the 
patient’s  expectoration  and  coughing  efforts.  The 
blood  pressure  is  modulated  by  appropriate  drugs  to 
a systolic  value  of  20  mm.  Hg  above  the  preoperative 
basal  level.  Analgesia  is  obtained  with  small  ice- 
packs, aspirin,  or  tranquilizers;  opiates  and  barbi- 
turates are  not  given.  Oral  intake  of  food  is  withheld 
until  there  is  absolute  certainty  that  full  conscious- 
ness exists  and  that  the  deglutition  mechanism  is 
intact. 

Thrombosis,  hypoxemia,  and  blood  pressure  dis- 
turbances constitute  the  trio  of  complications  most 
apt  to  upset  CBF. 

Thrombosis  does  sometimes  stem  from  hyper- 
coagulability, hypovolemia,  and  the  like,  but  much 
more  commonly  its  fountainhead  is  endothelial  dis- 
tortion from  operative  trauma.  This  may  take  place 
during  incautious  vessel  manipulation,  traction,  or 
clamping.  Or  it  may  be  from  improper  endarterec- 
tomy leaving  residues  of  plaques,  ragged  tissue  in- 
vaginations, or  prolapsed  flaps  of  intima  from  slits 
in  the  lining.  The  hydraulic  turbulence  at  such  zones 
of  nonlaminar  flow  invites  either:  (1)  vessel  occlu- 
sion from  aggregation  of  platelets  and  fibrin,  or  from 
mural  hemorrhagic  tunneling;  or  (2)  petrels  of  clot 
and  atheromatous  debris  to  the  brain. 

The  forerunner  of  hypoxemia  is  practically  always 


hypoxia,  which  may  be  due  to:  (1)  defective 

breathing  from  central  or  peripheral  respiratory  in- 
dolence secondary  to  lingering  anesthetic  or  other 
pharmacologic  effect;  (2)  inertia  of  chemoreceptor 
responsiveness  consequent  to  carotid  body  injury;  (3) 
pulmonary  ventilation-perfusion  imbalances  su- 
pervening on  chronic  parenchymal  diseases;  or  (4) 
impediments  in  the  air  passages,  with  resultant  at- 
electasis, inadequate  oxygenation,  and  so  forth. 

Intrinsic  or  extrinsic  airway  obstruction  is,  in  fact, 
predominantly  responsible  for  hypoxia,  and  varie- 
gated factors  may  be  instrumental,  singly  or  jointly, 
in  its  causation. 

Extrinsic  airway  obstruction,  an  infrequent  con- 
dition, is  mainly  from  a mass  pressing  on  the  trachea. 
During  the  immediate  postoperative  period  this  is 
from  active  bleeding  in  the  neck.  Its  appearance  a 
few  days  after  operation,  with  suffocation  and  a 
pulsating  or  nonpulsating  cervical  mass  which  ex- 
pands steadily,  is  indicative  of  an  abscess  or  a false 
aneurysm. 

Intrinsic  airway  obstruction  ordinarily  is  produced 
by  retained  inspissated  saliva  or  tracheobronchial 
mucus.  Not  as  prevalent,  but  no  less  harmful,  is 
obstruction  due  to  nerve  damage  from  contusion  or 
severance.  This  manifests  in  either  of  two  guises: 
(1)  involvement  of  the  vagus  or  its  superior  laryngeal 
branch,  with  vocal  cord  paresis  or  paralysis,  exhibited 
by  stridor  and  dyspnea;  or  (2)  glossopharyngeal  or 
hypoglossal  palsy,  the  tongue  numb  or  flopping 
backward  when  the  patient  is  supine,  with  impair- 
ment of  speech,  eating,  and  expectoration. 

For  early  recognition  of  these  injuries  the  motor 
and  sensory  properties  of  the  respective  nerves  are 
routinely  tested  after  endarterectomy.  Their  man- 
agement is  supportive  for  the  most  part,  in  expecta- 
tion of  reversal.  The  sitting  position  aids  in  pre- 
venting a disabled  tongue  from  falling  over  the  epi- 
glottis. Aerosol  mists  and  frequent  suctioning  un- 
derpin oral  and  tracheobronchial  hygiene.  Tra- 
cheostomy rarely  is  required.  The  withholding  of 
oral  intake  until  there  is  no  doubt  about  the  patient’s 
ability  to  swallow  properly  is,  of  course,  to  avoid  as- 
piration and  its  disastrous  respiratory  sequels. 

Drug-related  respiratory  depression  is  staved  off 
by  not  giving  potent  analgesics  and  by  being  cir- 
cumspect about  the  significance  of  clinical  manifes- 
tations which  pass  for  pain.  Incisional  discomfort 
associated  with  carotid  endarterectomy  is  minor; 
hence,  the  patient  who  evinces  delirium  must  be  in- 
vestigated for  hypoxemia  rather  than  be  sedated 
more. 

High  concentrations  of  inspired  oxygen  are  given 
in  the  early  recovery  period  until  full  consciousness 
has  returned  and  the  normalcy  of  ventilatory  re- 
sponsiveness to  hypoxia  can  be  ascertained.  How- 
ever, in  people  with  long-standing  lung  disease  and 
impaired  gas  exchange,  supplemental  oxygen  has  to 
be  dispensed  in  accordance  with  blood  gasometric 
determinants.  These  precautions  are  essential, 
particularly  after  a second,  contralateral  carotid 
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endarterectomy,  when  the  deprivation  of  chemore- 
ceptor  activity  is  inclined  to  make  itself  felt.  Hy- 
poxemia is  self-perpetuating  in  persons  bereft  of  this 
compensatory  mechanism,  since  in  the  absence  of 
normal  carotid  body  function  the  ventilatory  drive 
responding  to  hypoxia  or  acidosis  is  inadequate.  The 
resting  PCO>  rises  unbridled  even  though  chemore- 
ceptor  stations  exist  at  the  aortic  arch  because  those 
sensors  are  muted  by  juxtaposed  arteriosclerosis. 

Continuation  for  awhile  of  mechanical  ventilatory 
support  even  after  full  awakening  from  anesthesia  is 
advisable  in  various  patients.  These  include  some 
people  with  asthmatic  bronchitis  or  pulmonary  em- 
physema who  exhibit  persistent  dyspnea  from  in- 
creased airway  resistance.  In  most  similar  situations 
the  underlying  bronchospasm  would  be  surmounted 
pharmacologically.  However,  in  the  instance  of 
sundry  persons  submitted  to  carotid  surgery,  relative 
contraindications  may  exist  to  the  use  of  otherwise 
appropriate  drugs,  for  example,  aminophylline, 
which  lowers  CBF,  and  sympathomimetic  amines, 
which  predispose  to  cardiac  dysrhythmias. 

The  occurrence  and  characterization  of  blood 
pressure  disturbances  defy  prediction.  They  tend 
more  to  follow  the  second,  contralateral  endarter- 
ectomy, but  may  take  place  also  after  operation  on 
the  first  side.  They  sometimes  seem  to  constitute 
a mild  and  sporadic  reflex  circulatory  lability  to 
postural  changes.  At  other  times  they  are  alarmingly 
flagrant  and  protracted.  Usually  it  is  hypotension 
which  has  to  be  dealt  with,  but  occasionally  it  is  hy- 
pertension. 

Severe  hypertension  after  carotid  endarterectomy 
heralds  cerebral  edema,  frank  neurologic  deteriora- 
tion, or  oozing  from  the  arteriorrhaphy.  Its  etiology 
is  obscure,  but  it  is  thought  to  be  somehow  a neuro- 
humoral  response  of  bilateral  carotid  sinus  dener- 
vation or  of  raised  intracranial  pressure  and  allied 
sequels  of  cerebral  revascularization.  The  hyper- 
tension abates  spontaneously  within  a couple  of  days, 
but  may  be  aborted  sooner  by  judicious  administra- 
tion of  diazoxide  (Hyperstat),  pentolinium  tartrate 
(Ansolysen),  trimethaphan  camsylate  (Arfonad), 
sodium  nitroprusside  (Nipride),  chlorpromazine 
(Thorazine),  hydralazine  (Apresoline),  methyldopa 
(Aldomet),  or  reserpine  (Serpasil).  All  of  these 
agents  have  particular  modes  and  duration  of  activity 
and  different  disadvantages  which  must  enter  into 
consideration  before  any  of  them  is  selected  for  use 
in  an  individual  case.  For  example,  diazoxide  has  an 
instantaneous  onset  of  action  and  is  consistently  ef- 
ficacious, but  close  supervision  is  necessary  to  quickly 
reverse  “overshoot”  hypotension  which  occasionally 
accompanies  its  administration. 

Episodes  of  subnormal  blood  pressure  of  varying 
severity  and  duration  may  develop  at  any  time  in  the 
early  postoperative  period.  Since  critical  diminution 


in  cerebral  perfusion  pressure  may  trail  it,  hypoten- 
sion is  a feared  forerunner  of  stroke.  The  phenyl- 
ephrine infusion  available  during  operation  is  con- 
veniently emplaced  already  and  used  whenever 
needed.  Actually,  since  anesthetics  no  longer  are 
being  given  at  this  juncture,  practically  any  vaso- 
pressor may  be  employed  without  much  worry  about 
drug  interactions.  Thus,  levarterenol  bitartrate 
(Levophed)  is  a useful  substitute  for  phenylephrine; 
it  has  alpha-vasoconstrictive  and  beta-inotropic  ef- 
fects, and  its  brief  duration  of  action  makes  it  easily 
manageable  when  large  amounts  have  to  be  given.  In 
contrast,  metaraminol  bitartrate  is  preferably 
avoided  because  its  action  lasts  several  minutes,  it 
replaces  endogenous  catecholamines,  and  rebound 
hypotension  may  occur  when  the  drug  is  discontin- 
ued. 

While  the  blood  pressure  is  kept  at  the  desired 
range  by  pharmacologic  means,  an  explanation  is 
sought  for  the  hypotension.  The  more  obvious 
causes  include:  (1)  hypoxemia;  (2)  bradydysrhyth- 
mia;  (3)  relative  hypovolemia;  and  (4)  dressings  that 
are  too  tight  or  hematoma  in  the  neck,  either  of  which 
presses  on  the  carotid  sinus  baroreceptors. 

Relative  hypovolemia  is  subtle  and  probably  oc- 
curs more  often  than  is  realized.  Very  little  blood  is 
lost  during  carotid  endarterectomy,  so  that  the  sub- 
normal blood  volume  expresses  principally  a com- 
bination of  circulatory  hypokinesis  and  orthostatic 
imbalance.  Peripheral  vascular  resistance  tends  to 
drop  after  endarterectomy  since  undamped  arterial 
pressure  stimuli  strike  carotid  sinus  baroreceptors 
divested  of  the  hitherto  intervening  barrier  of  an 
atheromatous  plaque.  Adaptation  to  postural 
changes  being  idled  by  the  lowered  peripheral  vaso- 
motoricity,  centrifugal  blood  shifts  which  they  pro- 
voke are  appreciable.  Vasodilation  in  skeletal 
muscle,  decreased  tone  in  the  capacitance  vessels  of 
the  body,  and  passive  pooling  of  blood  in  the  dis- 
tensible venous  system  below  the  heart  converge  to 
shrink  the  effective  volume  of  the  central  circulation. 
That  is  why  many  postoperative  hypotension  epi- 
sodes are  triggered  by  sudden  position-linked 
movements,  and  are  remedied  promptly  by  infusion 
of  colloid  solutions.  Indeed,  intraoperative  moni- 
toring of  central  venous  pressure  and  the  adminis- 
tration of  fluids  to  keep  that  pressure  above  zero  is 
a reliable  way  to  help  avert  postoperative  hypoten- 
sion. Arteriography  is  mandatory  whenever  there 
occurs  sudden  development  of  neurologic  deficits 
postoperatively,  so  that  the  opportunity  may  be 
seized  to  do  something  which  hopefully  will  be  re- 
mediable during  incipience  of  the  trouble. 
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Knowing  no  cultural,  racial,  socioeconomic,  or 
geographic  boundaries,  “children  bearing  children” 
has  been  increasing  at  such  an  alarming  rate  in  the 
United  States  that  it  has  been  labeled  a “phenome- 
non” or  an  “epidemic.”  National  studies  of  sexually 
active  teenagers  estimate  that  more  than  one  half  of 
the  21  million  young  people  in  the  United  States 
between  the  ages  of  15  and  19  have  had  sexual  in- 
tercourse; but  only  27  percent  reported  always  using 
some  form  of  contraceptive  protection. 

At  a time  of  generally  declining  birth  rates  in  the 
United  States,  more  babies  are  being  born  to  very 
young  mothers,  and  these  young  women  are  ac- 
counting for  a larger  proportion  of  all  births. 

Teenagers  account  for  20  percent  of  all  births  in  this 
country. 

The  birth  rate  for  teenage  women  in  the  United 
States,  57  for  every  1,000  females  aged  15  to  19,  is 
among  the  highest  in  the  world. 

A great  many  teenage  mothers  are  unmarried, 
and,  most  surprisingly,  85  to  93  percent  of  the 

* Supported  by  State  of  New  York  Department  of  Health 
Contracts  C15025  and  C17789. 

+ Data  in  this  report  pertain  to  New  York  State  exclusive  of  New 
York  City.  All  statistics  for  1977  have  been  based  on  provisional 
data. 


TABLE  I.  Pregnancy  rate  per  1,000  female  population 
10  to  19  years  of  age 


Year 

Female  Population 
10  to  19  Years 
of  Age 

Total 

Pregnancies* 

Rate  per 
1,000 

Population 

1972 

1,044,226 

30,316 

29 

1973 

1,065,772 

30,083 

28.2 

1974 

1,069,640 

29,918 

28 

1975 

1,063,507 

30,050 

28.2 

1976 

1,020,301 

30,005 

29.4 

* Total  pregnancies:  liveborn  infants,  fetal  deaths,  induced  terminations 
of  pregnancy. 

f Pregnancy  rate:  Rate  of  total  teenage  pregnancies  per  1,000  female 
population  10  to  19  years  of  age. 


TABLE  II.  Pregnancy  rate  per  1,000  female  population 
20  years  and  over 


Year 

Female  population 
20  to  44  Years 
of  Age 

Total 

Pregnancies* 

Rate  per 
1,000 

Population 

1972 

1,706,230 

154,774 

90.7 

1973 

1,765,199 

148,751 

84.3 

1974 

1,809,068 

149,340 

82.5 

1975 

1,848,835 

146,809 

79.4 

1976 

1,833,348 

150,271 

82 

* Total  pregnancies:  liveborn  infants,  fetal  deaths,  induced  terminations 
of  pregnancy. 

t Pregnancy  rate:  Rate  of  total  pregnancies  per  1,000  female  population 
20  to  44  years  of  age. 

mothers  keep  their  babies.  In  a study  reported  by 
Bracken,  Klerman,  and  Bracken  in  1978, 1 the  pos- 
sibility of  adoption  is  given  no  consideration  at  all. 
Not  only  is  adoption  not  decided  on,  it  does  not  even 
enter  the  decision-making  process. 

According  to  the  Center  for  Disease  Control 
Abortion  Surveillance,2  teenagers  figure  promi- 
nently in  the  national  abortion  statistics,  accounting 
for  approximately  one  third  of  women  receiving 
abortions. 

This  section  of  the  report  focuses  on  the  teenagers 
in  New  York  State  who  became  parents  before  they 
became  adults.  Although  the  report  does  not  at- 
tempt to  explain  or  account  for  the  recent  trends  in 
teenage  childbearing,  it  does  present  and  describe 
New  York  State  statistics  available  on  the  subject. 

Population 

In  New  York  State,  the  years  1972  through  1976 
showed  a gradual  increase  in  the  female  population 
age  10  to  44.  The  20-to-44  age  group  corroborates 
this  trend,  with  a 3.6  percent  increase  recorded  from 
1972  to  1976.  In  contrast  to  the  general  tenor  ob- 
served for  the  population  in  the  childbearing  period, 
a 5.8  percent  decline  occurred  in  the  female  popula- 
tion 10  to  19  years  of  age. 

Pregnancy  rate 

The  relatively  unchanged  number  of  pregnancies, 
including  liveborn  infants,  fetal  deaths,  and  induced 
terminations  of  pregnancy,  for  10-  to  19-year-olds  can 
be  compared  with  the  steady  and  substantial  decline 
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TABLE  III.  Total  pregnancies,  20  years  of  age 
and  over 


Year 

Total 

Pregnan- 

cies 

Percent 

Fetal 

Deaths 

Induced 
Termina- 
tions of 
Pregnancy 

Liveborn 

Infants 

1972 

154,774 

4.4 

16.5 

79.1 

197.1 

148,751 

4.6 

17.7 

77.6 

1974 

149, .140 

4.4 

18.8 

78 

1975 

146,809 

4.3 

19.2 

77.7 

1976 

150,271 

4.3 

21.3 

76.1 

TABLE 

IV.  Total  teenage  pregnancies,  10  to  19  years 

of  age 

Percent 

r 

Induced 

Total 

Termina- 

Pregnan- 

Fetal 

tions  of 

Liveborn 

Year 

cies 

Deaths 

Pregnancy 

Infants 

1972 

30,316 

2.5 

38.1 

59.3 

1973 

30,083 

2.8 

41.2 

56 

1974 

29,918 

2.7 

42.1 

55.2 

1975 

30,050 

2.6 

42.4 

55 

1976 

30,005 

2.4 

46.3 

51.2 

in  the  number  of  pregnancies  recorded  over  the  same 
period,  1972  to  1976,  for  women  20  to  44  years  of  age. 
The  pregnancy  rate  was  90.7  per  1,000  population  20 
to  44  years  of  age  in  1972,  and  decreased  to  82  in  1976 
with  the  low  at  79.4  in  1975.  Although  there  was  a 
decrease  in  the  pregnancy  rate  within  the  teenage 
population  from  1972  to  1974,  the  years  1974  to  1976 
showed  a decided  increase,  29.4  per  1,000  population 
10  to  19  years,  surpassing  the  high  rate  of  1972  (Ta- 
bles I and  II).  For  the  five-year  period,  this  repre- 
sents a total  of  150,372  teenage  pregnancies. 

Fertility  rate 

Using  a concept  of  fertility  as  the  total  number  of 
pregnancies,  that  is,  liveborn  infants,  fetal  deaths, 
induced  terminations  of  pregnancy,  for  all  age  groups 
in  New  York  State  for  the  years  1972  to  1976,  Table 
III  demonstrates  that  there  was  a considerable  de- 
cline in  the  total  number  of  pregnancies  for  the  age 
group  20  and  over.  However,  comparative  fertility 
levels  for  the  age  group  19  and  under  remained  con- 
stant even  in  the  light  of  a decreasing  teenage  pop- 
ulation (Table  IV). 

Fetal  deaths.  Overall,  the  percent  of  pregnancies 
ending  in  fetal  death  has  remained  relatively  stable 
for  both  groups.  Statistics  show  that  among  the 
teenagers  the  percent  of  fetal  deaths  has  been  con- 
sistently lower. 

Induced  terminations  of  pregnancy.  For  the 

period  1972  to  1976,  induced  terminations  of  preg- 
nancy increased  steadily  for  the  resident  population 
of  New  York  State.  In  the  20  and  over  age  group, 
this  increase  was  recorded  at  29.1  percent,  16.5  per- 
cent in  1972  to  21.3  percent  in  1976,  while  legal 
abortions  for  teenagers  increased  21.5  percent,  38.1 


percent  in  1972  to  46.3  percent  in  1976.  It  is  note- 
worthy that  in  the  20-and-over  age  group,  the  percent 
of  pregnant  women  requesting  induced  terminations 
of  pregnancy  was  markedly  lower  than  the  percent 
of  pregnant  teenagers  obtaining  this  procedure.  In 
accordance  with  the  Center  for  Disease  Control  na- 
tional abortion  statistics,  approximately  one  third 
of  women  receiving  abortions  in  New  York  State  have 
consistently  been  teenagers,  from  1972  to  1976. 

Liveborn  infants.  Pregnancies  resulting  in  the 
birth  of  liveborn  infants  to  the  20-and-over  age  group 
showed  only  a slight  decrease,  3.7  percent,  for  this 
five-year  period.  At  the  same  time,  a 13.6  percent 
decrease  was  noted  among  the  teenage  group,  that  is, 
59.3  percent  in  1972  to  51.2  percent  in  1976.  In  the 
five-year  period,  teenage  pregnancies  resulted  in 
83,268  liveborn  infants. 

Comment 

Basically,  the  trend  for  both  age  groups  was  an 
increase  in  induced  terminations  of  pregnancy  and 
a decrease  in  liveborn  infants,  with  no  significant 
change  in  the  number  of  pregnancies  ending  in  fetal 
deaths.  Although  statistically  there  has  been  a de- 
cline in  the  number  of  liveborn  infants  born  to 
teenagers,  the  fact  remains  that  in  1976,  15,377 
children  were  born  to  children  in  New  York  State. 
The  gravidity  for  41  of  these  mothers  was  reported 
at  four  or  more.  It  is  also  unfortunate  to  note  that 
of  this  figure,  278  children  14  years  of  age  and  youn- 
ger became  mothers. 

If  the  statistics  hold  true  that  teenagers  are  not 
considering  adoption,  then  we  must  realize  that  not 
only  do  we  have  15,377  children  who  have  borne 
children  in  New  York  State,  but  we  have  approxi- 
mately 14,000  “children  raising  children,”  which 
certainly  has  a far-reaching  impact  on  society. 

It  is  disheartening  to  read  a news  release  such  as, 
“A  teenage  mother  was  convicted  ...  of  killing  her 
child  in  an  incinerator  because  she  wanted  to  go  to 
her  own  birthday  party  and  could  not  find  a baby- 
sitter,” accentuating  the  fact  that  the  problems  of 
teenage  pregnancy  are  not  resolved  with  the  termi- 
nation of  gestation. 

Teenage  maternal  mortality 

Teenage  pregnancy  has  been  cited  by  many  as  one 
of  the  factors  contributing  to  high-risk  pregnancy. 
The  death  rate  from  complications  of  pregnancy  and 
delivery  has  been  reported  as  60  percent  higher  for 
women  who  became  pregnant  before  they  were  15 
and  the  rate  for  15-  to  19-year-olds  as  13  percent 
greater  than  for  mothers  in  their  early  20s.  The 
following  data  document  some  of  the  less  fortunate 
circumstances  which  accompany  a teenage  preg- 
nancy. 

Statistics  compiled  between  1967  and  1977  show 
the  percent  of  teenage  maternal  deaths  by  year  (Fig. 
1).  Also  shown  is  the  relation  of  these  figures  to  the 
total  number  of  maternal  deaths  in  Upstate  New 


February  1979/New  York  State  Journal  of  Medicine  227 


AGES 


FIGURE  1.  Total  number  maternal  deaths  with  percent 
teenage  deaths. 


York.  There  has  been  an  overall  decrease  in  the  total 
number  of  maternal  deaths  recorded  in  New  York 
State  since  1967.  With  the  exception  of  1969,  the 
highest  percentages  of  teenage  maternal  mortality 
have  been  recorded  since  1971.  Although  a steady 
decrease  has  occurred  since  1974,  the  percentages  still 
surpass  the  low  of  1967. 

Figure  2 illustrates  the  maternal  mortality  rates 
for  the  age  groups  19  and  under,  20  to  29,  and  30  and 
over.  The  optimal  age  for  childbearing  is  between 
20  to  29  with  a steadily  increasing  risk  of  maternal 
death  above  30  years  of  age.  Similarly,  an  increased 
risk  has  been  observed  for  young  mothers.  It  is  in- 
teresting to  note  that  the  maternal  mortality  rate  for 
the  age  groups  19  and  under  and  30  and  over  have 
directly  paralleled  each  other  for  the  years  1972  to 
1976.  Youth  and  advanced  age  have  long  been  rec- 
ognized as  contributing  factors  in  high-risk 
pregnancies. 

In  reviewing  maternal  mortality  statistics  for 
teenagers  in  New  York  State  for  1970  to  1977  by  race, 
64  percent  were  white,  32  percent  black,  and  4 per- 
cent American  Indian.  This  pattern  is  dissimilar  to 
that  reported  for  all  age  groups  in  New  York  State  for 
the  years  1971  to  1976,  as  shown  by  our  study  group 
in  1977  where  the  nonwhite  group  accounted  for  the 
greatest  percentage  of  maternal  deaths. 

The  average  age  in  the  study  group  was  17.1  years, 
which  is  slightly  higher  than  the  United  States’  av- 
erage of  16  years  for  adolescent  mothers.  However, 
the  16-year-olds  comprised  the  highest  percentage 
of  the  teenage  deaths  at  32  percent.  The  17-,  18-, 
and  19-year-olds  were  equally  distributed  at  20 
percent,  and  the  15-year-olds  constituted  8 per- 
cent. 

As  might  be  expected,  the  greater  proportion  of 
teenagers,  60  percent,  were  unmarried.  Of  the  group 
who  were  married,  55  percent  were  19  years  of  age, 
and  1 1 percent  were  18  years  of  age.  The  remaining 
33  percent  belonged  to  the  1 6-year  age  group.  Of  the 
number  reporting  gravidity,  84.6  percent  were  pri- 
migravidas.  There  were  two  secundigravidas  with 
ages  recorded  at  16  and  19. 


10  19 
20  29 


MORTALITY  RATES  - Maternal  Deaths  per  10,000  Liveborn  Infants  to  Mothers 
10  - 19,  20  - 29,  ond  30  Years  of  Age  and  Over 

FIGURE  2.  Maternal  mortality  rate  per  10,000  liveborn  in- 
fants, comparison  of  age  groups,  1972  to  1976. 

Statements  have  been  made  such  as:  “babies  born 
to  teens  are  much  more  likely  to  be  premature  or  of 
low  birth  weight  than  infants  born  to  older  women, 
reflecting  a major  cause  of  infant  mortality”;  “the 
younger  the  mother  the  more  likely  her  baby  will  not 
survive.”  However,  in  this  group  of  teenage  mater- 
nal deaths,  the  fetal  salvage  rate  was  81.2  percent 
including  two  sets  of  twins,  upholding  other  surveys 
which  have  shown  that  teenage  pregnancy  has  fa- 
vorable infant  results.  Stillborn  infants  and  neo- 
natality were  both  reported  at  6.2  percent.  The  re- 
maining cases  were  distributed  among  trophoblastic 
disease,  ectopic  pregnancy,  and  an  abortion.  Of 
those  reporting  gestational  age  at  time  of  death,  35.7 
percent  were  premature  supporting  previous  studies 
that  prematurity  is  a high-risk  factor  among  teenage 
mothers. 

It  has  been  generally  agreed  that  young  teenage 
mothers  are  more  likely  to  seek  prenatal  care  late  in 
their  pregnancies  or  to  have  no  prenatal  care  at  all 
than  women  in  their  20s.  It  is  also  a known  fact  that 
adequate  prenatal  care  may  reduce  the  incidence  and 
severity  of  complications  of  pregnancy.  In  this 
survey  of  teenage  maternal  mortality,  64.7  percent 
of  those  with  complete  case  reports  had  prenatal  care. 
Of  those,  81.8  percent  received  prenatal  care  from 
their  private  physicians,  and  18.2  percent  attended 
a clinic. 


Causes  of  maternal  death 

The  most  consistently  noted  complication  related 
to  teenage  gestation  is  the  hypertensive  states  of 
pregnancy.  It  has  also  been  stated  that  the  younger 
the  mother,  the  higher  the  risk.  Lack  of  develop- 
ment of  the  endocrine  system,  poor  diet,  and  inade- 
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FIGURE  3.  Teenage  maternal  mortality,  percent  cause  of 
death  categories,  1970  to  1977. 

quate  prenatal  care  have  been  cited  as  factors  con- 
tributing to  the  high  rate  of  preeclampsia  and  ec- 
lampsia among  teenage  parturients.  In  classifying 
the  maternal  deaths  in  this  age  group,  cause  of  death 
was  attributed  to  eclampsia  in  16  percent  of  the  cases. 
This  percentage  represented  the  second  largest  cause 
of  death  category  (Fig.  3).  The  definition  used  for 
classification  of  the  hypertensive  states  of  pregnancy 
was  according  to  The  American  College  of  Obstetri- 
cians and  Gynecologists’  publication,  Obstetric- 
Gynecologic  Terminology.  The  ages  ranged  from 
16  to  19,  with  50  percent  at  age  16.  Of  these  cases, 
75  percent  received  prenatal  care  from  private  phy- 
sicians. The  average  number  of  prenatal  visits  for 
those  seeking  private  care  was  seven,  with  prenatal 
care  beginning  at  approximately  two  months’  ges- 
tation. All  patients  delivered  liveborn  infants  at 
term,  including  one  set  of  twins,  with  primary  ce- 
sarean section  the  mode  of  delivery  for  50  percent. 
Time  from  delivery  to  death  ranged  from  13.5  hours 
to  two  weeks. 

Although  anesthesia  has  not  been  mentioned  in  the 
literature  as  a risk  factor  in  teenage  pregnancy,  20 
percent  in  the  New  York  State  study  were  classified 
in  this  cause  of  death  category.  However,  no  teenage 
deaths  have  been  attributed  to  anesthesia  since  1974. 
The  average  age  of  this  group  was  16.8  years.  All  of 
these  teenagers  were  delivered  of  liveborn  infants, 
including  one  set  of  twins.  Of  the  cases  stating  ges- 
tational age,  all  were  at  term. 

Deaths  resulting  from  ectopic  pregnancy,  con- 
genital heart  disease,  cerebrovascular  accidents,  and 
automobile  accidents  each  accounted  for  8 percent 
of  the  total  deaths.  It  is  interesting  to  note  that  in 
the  ectopic  pregnancy  cause  of  death  category,  the 
average  age  was  15.5  years. 

The  remaining  teenage  deaths  were  distributed  at 
4 percent  each  among  trophoblastic  disease,  septi- 
cemia, ruptured  uterus,  obstetric  hemorrhage,  elec- 
tive abortion,  infectious  and  parasitic  diseases,  re- 


(  

AGE 
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SECOND 

1 

THIRD 

anesthesia 
20  ** 

ECLAMPSIA 

16 

ECTOPIC  PREGNANCY 
TRAUMA 

CEREBROVASCULAR 

CARDIOVASCULAR 
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EMBOLISM 
16  3°  t 

anesthesia 

10.9  °0 

CEREBROVASCULAR 

CARDIOVASCULAR 

ECLAMPSIA 
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v 
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ECTOPIC  PREGNANCY 

8.3°o 

FIGURE  4 Leading  causes  of  maternal  death  by  age  groups, 
percent  of  total  maternal  deaths,  1970  to  1976 


spiratory  diseases,  and  diagnosis  pending.  The  one 
elective  abortion  in  this  group  occurred  in  1972.  Her 
residence  was  recorded  as  out-of-state,  the  method 
of  abortion  was  suction  curettage  performed  in  a 
hospital  setting,  and  immediate  cause  of  death  was 
attributed  to  an  air  embolism. 

Figure  4 represents  a comparison  of  cause  of  death 
categories  by  maternal  age  for  the  years  1970  to  1977. 
Anesthesia  was  the  leading  cause  of  death  for  the 
adolescent  group,  and  during  the  optimal  child- 
bearing years  it  appeared  as  the  second  largest  cause 
of  death.  However,  in  the  30-and-over  age  group  it 
decreased  significantly  to  1.7  percent  of  all  causes  of 
maternal  death.  Eclampsia,  the  second  leading 
cause  of  death  among  the  teenagers,  with  an  inci- 
dence of  16  percent,  followed  a similar  pattern  ap- 
pearing as  8.7  percent  among  20-  to  29-year-olds  and 
6.7  percent  within  the  30-and-over  age  group.  Al- 
though there  were  no  deaths  resulting  from  embolism 
among  the  adolescents,  it  was  the  leading  cause  of 
death  for  the  two  older-age  groups.  Deaths  from 
ectopic  pregnancies  figured  prominently  among  the 
under-19  and  over-30  age  groups  at  approximately 
8 percent,  and  also  comprised  7.6  percent  of  the  20- 
to  29-year-old  maternal  deaths. 

Maternal  death  classification 

Maternal  deaths  have  been  classified  according  to 
The  American  College  of  Obstetricians  and  Gyne- 
cologists’ publication,  Obstetric-Gynecologic  Ter- 
minology. Of  the  25  maternal  death  reports  in  this 
survey,  68  percent  were  accompanied  by  autopsy 
findings. 

For  the  years  1970  to  1977,  maternal  deaths  with 
completed  case  reports  have  been  classified  as  follows 
and  reported  by  percent: 


Direct  maternal  death 

78.9 

Indirect  maternal  death 

10.5 

Nonmaternal  death 

10.5 
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Lane  and  Brown,3  in  their  study  of  teenage  mor- 
tality, made  a strong  case  that  most  deaths  were  from 
preventable  causes,  and,  in  general,  delayed  diagnosis 
and  delayed  treatment  were  common  faults  in  those 
cases  where  the  preventable  factors  were  in  the  hands 
of  professionals. 

The  percentages  below  represent  the  preventa- 
bility  classifications  for  the  adolescent  maternal 
deaths  in  this  study  with  completed  case  reports. 

Preventable  deaths  87.5 

Nonpreventable  deaths  12.5 


Summary 


Teenage  pregnancy  has  maintained  a “status  quo” 
in  New  York  State  over  the  past  five  years  even  in  the 
light  of  a decreasing  female  population  and  an  overall 
decreasing  pregnancy  rate  among  all  age  groups. 
During  a time  when  overall  maternal  mortality  rates 
have  decreased  steadily,  the  teenage  maternal  mor- 
tality rate  has  paralleled  the  rate  for  the  over-30  age 
group,  a group  generally  accepted  to  have  a high 
mortality  rate.  Although  the  cause  of  death  cate- 
gories appear  to  differ  according  to  age,  the  fact  that 
maternal  death  occurs  and  is  attributable  to  specific 
causes  according  to  age  groups  emphasizes  the  fact 
that  pregnancy  among  teenagers  is  definitely  asso- 
ciated with  significant  risk. 
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Considerable  progress  has  been  made  in  the  de- 
tection and  control  of  hypertension  during  the  past 
decade.  However,  recent  data  indicate  that  large 
proportions  of  hypertensive  subjects  are  still  unde- 
tected, untreated,  or  uncontrolled.1  Part  of  this  may 
be  due  to  excessive  emphasis  on  screening  rather 
than  therapy. 

Barriers  to  effective  control  have  been  identified 
by  many  investigators.  Among  these  is  the  realiza- 
tion that  mass  testing  of  volunteers  as  carried  out  at 
health  fairs  tends  to  attract  a large  number  of  indi- 
viduals already  aware  of  their  condition  and  under 
treatment  for  it.  Among  the  positive  results  of  such 
fairs  is  that  they  appear  to  encourage  individuals  to 
return  to  their  physician  for  continuing  care.2 

It  is  well  recognized  that  problems  in  compliance 
with  therapeutic  regimens  are  another  major  obstacle 
to  effective  blood  pressure  control,  and  it  is  agreed 
generally  that  screening  is  not  enough;  there  must  be 
adequate  postscreening  follow-up. 

An  opportunity  to  identify  some  useful  techniques 
for  detection  and  for  maintaining  good  follow-up  has 
been  provided  by  the  HDFP  (Hypertension  Detec- 
tion and  Follow-up  Program),  the  largest  commu- 
nity-based screening  and  hypertension  treatment 

* Supported  in  part  by  NIH-NHLI  Grant  N01  HV  22931. 


INTERVENTION  FOLLOWUP 


Screening 
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Revisit 
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FIGURE  1.  Flow  scheme  generally  to  be  followed  for  in- 
tervention in  high  blood  pressure.  Closed  arrows  represent 
flow  according  to  findings  at  various  stages  in  screening  and 
treatment  process,  and  open  arrows  indicate  where  inter- 
vention particularly  important.  Following  screening  it  must 
be  ascertained  whether  or  not  patient  has  followed  up  on  this 
information  by  visiting  a physician;  after  visiting  physician, 
confirmation  that  patient  is  taking  prescribed  medicines  is 
next  important  source  of  loss  in  program.  After  initiation  of 
medicine,  failure  to  carry  out  follow-up  visit  leads  to  next 
important  source  of  loss  from  program,  and,  finally,  proper 
adjustment  of  therapy  to  attain  adequate  blood  pressure 
control  accounts  for  those  who  fail  to  have  their  blood 
pressure  controlled  in  spite  of  detection  at  screening. 


effort  ever  undertaken  in  the  United  States.  The 
HDFP  is  a national  cooperative  study;  among  its 
prime  goals  is  the  evaluation  of  efforts  to  identify 
hypertensive  individuals  in  the  community  and  to 
enlist  their  participation  in  a long-term  therapy 
program.  The  study  design  is  described  elsewhere,3 
and  is  not  the  subject  of  this  report  which  is  restricted 
to  experience  gained  at  the  New  York  Center. 

Experience  at  New  York  Center 

The  New  York  Clinical  Center,  which  is  one  of  17 
participating  centers  in  the  HDFP,  is  sponsored  by 
the  Albert  Einstein  College  of  Medicine,  the  New 
York  City  Department  of  Health,  and  the  Co-Op  City 
Health  Council.  It  is  located  at  Co-Op  City,  a mid- 
dle-income housing  project  in  The  Bronx  and  is 
funded  by  the  National  Heart,  Lung  and  Blood  In- 
stitute. Experiences  at  the  New  York  Center,  where 
specialized  follow-up  techniques  involving  computer 
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assistance  have  been  developed,  can  provide  useful 
information  for  other  program  planners  and  form  the 
basis  of  this  report. 

The  flow  scheme  in  Figure  1 illustrates  the  critical 
points  in  a program  for  hypertension  control,  at 
which  intervention  by  the  physician  or  other  health 
care  provider  may  lead  to  higher  participation  rates 
at  different  stages  of  identification  and  treatment  of 
hypertensive  individuals.  The  possible  intervention 
points  are  indicated  by  open  arrows.  The  first  step 
toward  the  control  of  hypertension  obviously  is  de- 
tecting the  abnormality.  Screening  for  hypertension 
was  carried  out  at  Co-Op  City  by  visiting  each 
household  and  making  specific  appointments  to  in- 
terview the  household  members  and  measure  their 
blood  pressures.  Often,  many  repeat  visits  were 
made  in  an  intensive  effort  to  screen  all  of  the  eligible 
population.  In  this  specific  program  the  age-eligible 
population  was  defined  as  all  household  members 
between  ages  30  and  69.  Three  fifths  of  all  the 
buildings  in  Co-Op  City  were  included  in  the  geo- 
graphic target  area.  The  use  of  repeat  visits  and  total 
screening  is  a very  expensive  procedure,  but  it  serves 
to  identify  those  subgroups  of  the  hypertensive 
population  who  are  less  likely  to  come  to  health  fairs 
and  other  voluntary  screens,  namely,  the  younger 
individuals,  the  males,  and  the  black  individuals.2 

Persons  whose  diastolic  blood  pressure  was  found 
to  be  95  mm.  Hg  or  greater,  fifth  phase,  at  the  home 
screen  were  invited  to  come  to  a specially  set-up  clinic 
to  have  their  blood  pressures  rechecked.  Approxi- 
mately 19  percent  of  those  invited  to  come  to  this  first 
clinic  visit  did  not  attend.  The  no-show  rate  in  the 
New  York  Center  by  race  and  sex  was  11  percent  of 
black  women,  15  percent  of  black  men,  19  percent  of 
white  men,  and  22  percent  of  white  women.  It  is  of 
interest  that  in  this  middle  class  urban  population, 
the  black  individuals  had  a lower  no-show  rate  than 
the  white  persons,  in  contrast  to  the  no-show  rates 
found  in  the  other  clinical  centers  of  the  HDFP  where 
the  white  individuals  were  more  likely  to  attend  the 
first  clinic  visit  than  the  black  people.4  The  black 
individuals  in  Co-Op  City  are  middle  class,  while  the 
majority  of  the  black  screenees  in  the  national  HDFP 
study  population  were  from  the  inner  city  and  a lower 
socioeconomic  level.  This  social  class  difference  may 
account  for  the  higher  participation  rates  among  the 
black  individuals  at  Co-Op  City. 

It  would  appear  therefore  that  greater  effort  needs 
to  be  expended  on  individuals  of  lower  socioeconomic 
levels  of  both  races.  If  this  hypothesis  is  correct,  it 
will  be  important  to  obtain  some  socioeconomic  in- 
formation during  the  hypertension  screening  process. 
Such  data  will  help  the  attempts  to  achieve  maxi- 
mum follow-up  for  first  clinic  visits  and  will  facilitate 
planning  for  staffing  and  effort. 

It  should  be  pointed  out  that  there  was  no  signifi- 
cant difference  in  first  clinic  visit  attendance  between 
those  participants  who  had  diastolic  blood  pressure 
less  than  105  mm.  Hg  at  home  screen  versus  those 


TABLE  I.  Time  between  screening  and  scheduled 
foliow-up  appointment,  percent  attending  first  clinic  visit, 
by  sex  and  race,  New  York  Center  of  HDFP 

^Time  Between^ 

Screen  and 
Scheduled 
Appointment 
More 

Sex  Within  Than 

and  Two  Two 


Race 

Weeks 

Weeks 

P* 

Indefinite1 

Males 

White 

93.3** 

84.8** 

0.005 

33.3 

Black 

93.2 

79.7 

0.025 

58.6 

Females 

White 

87.5 

86.4 

Not  significant 

25.3 

Black 

96.8 

88.7 

0.10 

53.8 

* Comparison  between  attendance  of  those  with  appointment  within  two 
weeks  and  those  with  appointment  after  two  weeks. 

t No  definite  appointment  made  at  time  of  screening,  but  who  eventually 
attended  after  intense  follow-up  efforts  (percent). 

**  Percent  attending. 

TABLE  II.  Hypertension  control  program  participation 
rates  by  race  and  sex,  New  York  Center  of  HDFP 


r Males s r — Females — 

Category  White  Black  White  Black 


Percent  of  those  eligible 
to  attend  first  clinic 
visit  who  attended* 

81.2 

85 

77.6 

89.2 

Percent  of  those  eligible 
for  initial  treatment  visit 
who  completed  initial 
treatment  visit1 

97.5 

94.2 

93.6 

97 

Percent  of  those  who  attended 
initial  treatment  visit 
who  remained  active 
patients  at  one  year1 

89.2 

89.2 

85.6 

83.1 

* Eligible  for  first  clinic  visit  of  home  screen  if  diastolic  blood  pressure 
was  > 95  mm.  Hg. 

t Eligible  for  initial  treatment  visit  if  diastolic  blood  pressure  at  second 
clinic  visit  was  > 90  mm.  Hg. 


TABLE  III.  Percent  hypertensive  individuals  no  longer 
taking  medication  by  reasons  stopped* 


Reason 

All 

White 

Black 

Male 

Female 

Physician’s  advice 

33 

36 

22 

32 

34 

No  longer  has  high 

28 

28 

27 

26 

29 

blood  pressure 
Side-effects 

7 

6 

7 

7 

7 

No  need 

6 

6 

7 

9 

5 

No  refill 

4 

3 

6 

3 

5 

Too  expensive 

2 

2 

5 

1 

3 

Other 

22 

21 

28 

26 

21 

Unknown 

3 

3 

2 

4 

3 

* 1974  Health  Interview  Survey  Data,  Hypertension  Supplement.5 


whose  home  screen  diastolic  blood  pressures  were 
above  105  mm.  Hg.  It  is  important  at  screening 
programs  to  ensure  follow-up  of  persons  with  dan- 
gerously high  levels  of  blood  pressure.  Their  pre- 
carious position  should  be  emphasized  to  them. 

The  first  loss  to  follow-up  obviously  can  occur  at 
the  point  where  the  individual  is  first  identified  as 
possibly  having  hypertension  but  does  not  appear  for 
confirmation  of  this  finding.  Prompt  follow-up 
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PATifcNTS  FOR  NURSE  P S F R T E p BY  DATE  «F  LAST  VISIT  AS  OF  SEP  Q7/'78 

LAST  VISIT 


ID  * LAST  name 

E IRST  NAME 

DATE 

« 

DUS 

8/  9/78 

36 

85 

8/  9/78 

26 

83 

8/12/78 

4* 

83 

8/12/78 

6% 

88 

8/15/78 

39 

72 

OMITTED  TO  ASSURE 

CONFIDENTIALITY 

8/16/78 

45 

81 

8/16/78 

23 

77 

8/16/78 

50 

89 

8/16/78 

67 

84 

8/16/78 

40 

70 

8/23/73 

65 

83 

8/23/78 

A 1 

91 

A 8/28/78 

35 

79 

8/29/78 

40 

78 

SIDE  EFFECTS 

SUMMARY  r UR  NURSE-H 

AS  OF  SEP 

07, 

' 78 

„ 

» M F TIMES 

DATE 

UE  L 

AT  I L T IB  SI  It  FRFtCT  1 

C »L  G ) 

IN  LAST  t>  RKb 

complaint 

d fc 

had  nm  cot  plaints  in  i 

AST 

3* 

T I RE  DNESo 

3R  F AT  IGUF  ( 

ANY) 

H 

S K In  k 

Ch  RPl  ISIM. 

( A J Y 

Xi 

UN  S T t N(  1 N (j 

UP  ( 

i increasing  weakness  (thiazioei 

5 BLURRING  et-  VISION  ( T *-  1 A / I DE  ) 

1 EXCESSIVE  ThIrST  ( Th  I A ZI DE  > 

11  SEVERE  ^,01  U PA]H  (ThIA/ILE) 
a MuSCLE  C*A  IP  3 (THlA/IrE) 

11  HEART  BE  AT  In  i F A ST  /S  * I PP  p . -Ea^S  (THIAZIDE) 
c SPELLING  U F BhEaSTS  If  r-'  A|_  t ( S P I Re  Np  L a CT  Un  E ) 

C RECURRENT  oTDf ACh  Pairs  (RESERRINE  ) 

C black  UR  TakRY  STMUIS  (RESERPInF) 

(.  BLUI’O  In  ThL  STPOIS  ( f E'  5F  R P I uF  i 
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FIGURE  2.  Actual  computer  printouts.  (A)  Patients  seen  by  nurse  in  Co-Op  City  program  sorted  by  date  of  last  visit.  Note 
that  printout  provides  identification  number  and  patient’s  name,  which  have  been  omitted  for  confidentiality,  data  of  last  visit; 
visit  number;  and  diastolic  blood  pressure  at  that  time.  Allows  nurses  to  determine  rapidly  degree  of  control  of  patients  and 
sort  out  individuals  who  have  gone  beyond  appointment  dates  and  could  possibly  be  lost  from  program.  (B)  Side-effect  summary 
by  nurse.  Computer  printouts  also  available  by  individual  patients.  Individual  patient  printout  permits  nurse  to  compare 
one  patient  against  other,  while  nurse  summary  allows  clinic  director  to  determine  frequency  of  complaints  in  various  nursing 
panels  and  detect  possible  problems  in  nurse/patient  interactions. 


clinic  appointments  appear  to  increase  the  likelihood 
of  participation.  Table  I shows  that  within  each 
sex-race  group,  a higher  percentage  of  individuals 
whose  clinic  appointment  was  scheduled  within  two 
weeks  of  screening  came  to  the  clinic  than  of  those 


whose  appointment  was  scheduled  more  than  two 
weeks  after  screening.  There  was  a group  of  indi- 
viduals for  whom  no  definite  appointment  was  made 
at  the  time  of  screening,  given  in  the  last  column  of 
Table  I,  because  they  declined  or  were  reluctant  to 
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come  to  the  clinic  initially.  After  sustained  follow-up 
efforts,  many  of  these  individuals  did  finally  come  to 
the  clinic  for  a secondary  screen.  These  efforts  were 
more  successful  among  the  black  population  than 
among  the  white;  over  50  percent  of  the  black  indi- 
viduals with  no  definite  initial  appointment  did  fi- 
nally show  up  at  the  clinic,  compared  to  about  one 
third  of  the  whites  in  this  subgroup.  Particularly 
resistant  to  enrollment  efforts  were  the  white  women. 
These  findings  are  again  in  contrast  to  the  national 
figures,  where  the  intensive  follow-up  of  individuals 
with  no  definite  appointment  was  more  successful 
among  the  white  persons  than  among  the  black.4 
Again  this  is  probably  attributable  to  the  middle  class 
nature  of  the  black  population  in  Co-Op  City.  It 
should  be  pointed  out  that  this  kind  of  intensive 
follow-up  is  very  expensive.  Therefore,  in  planning 
a hypertension  program,  a knowledge  of  the  ethnic 
and  racial  composition  of  the  target  program  is  crit- 
ical to  proper  cost  and  facility  planning.  Another 
factor  which  may  influence  compliance  at  this  stage 
is  the  availability  of  primary  care.  The  Co-Op  City 
area  has  a high  physician-patient  ratio.  It  is  prob- 
able that  the  relatively  poor  showing  in  the  most 
compliant  group,  that  is,  female,  elderly,  is  because 
they  already  have  adequate  relationships  with  phy- 
sicians and  are  reluctant  to  change  their  source  of 
medical  care. 

Once  the  patient’s  elevated  blood  pressure  is 
confirmed  at  a second  screen,  there  remains  the 
problem  of  getting  him  or  her  to  accept  treatment 
and  then  to  maintain  long-term  therapy.  Between 
94  and  98  percent  of  those  eligible,  that  is,  those  who 
had  sustained  elevation  of  blood  pressure  at  a second 
screen,  appeared  for  an  initial  treatment  visit;  of 
those  who  had  come  to  an  initial  treatment  visit, 
between  83  and  89  percent  remained  active  at  one 
year  (Tt  ole  II).  It  should  of  course  be  emphasized 
that  all  care  for  hypertension,  as  well  as  drugs,  are 
free  of  charge  to  the  participants  in  this  program.  It 
would  be  expected  that  the  high  cost  of  such  care 
obtained  privately  might  be  a further  deterrent  to 
remaining  active,  especially  among  the  lower  socio- 
economic groups.  Therefore,  these  figures  are 
probably  higher  than  might  be  anticipated  in  the 
private  sector  unless  adequate  insurance  or  incen- 
tives are  initiated.  As  far  as  compliance  is  concerned, 
national  survey  data  indicate  again  that  the  nature 
of  the  population  may  profoundly  influence  the 
causes  for  noncompliance  once  therapy  has  been 
initiated  (Table  III). 

The  health  care  provider  also  can  be  effective  in 
the  follow-up  process  by  making  special  efforts  to  get 
individuals  who  have  been  started  on  therapy  to 
continue  coming  for  care.  A systematic  approach  is 
essential.  The  Co-Op  City  program  utilizes  a com- 
puter-aided patient  management  system,  which 
provides  a useful  means  of  monitoring  a large  hy- 
pertensive population  whose  t herapy  is  maintained 
by  nurse  practitioners  under  the  supervision  of  a 
physician.  The  computer  system  has  been  described 


DATA  FLOW  SHEET 

COMPUTER  USAGE  FOR  PATIENT  MANAGEMENT 


FIGURE  3.  Flow  scheme  showing  various  inputs  into 
computer  and  outputs  which  may  be  obtained.  Discussed 
in  detail  in  text  and  references  and  is  self-explanatory. 

in  detail  elsewhere.6  One  of  the  outputs  it  generates 
on  a weekly  basis  is  a list  for  each  nurse  of  patients 
seen  by  her,  the  date  of  the  last  visit,  the  number  of 
the  visit,  and  the  diastolic  blood  pressure  at  that  visit 
(Fig.  2A).  This  enables  the  nurse  to  review  her  panel 
of  patients  and  telephone  or  write  to  those  who  have 
not  been  in  the  clinic  for  a long  time  and  who  require 
a follow-up  visit. 

A summary  of  side-effects  and  the  medication  with 
which  they  are  associated  is  also  provided  for  each 
nurse  for  her  panel  of  patients  (Fig.  2B).  This 
summary  allows  the  nurse  to  monitor  side-effects  and 
discuss  a possible  change  of  therapy  with  the  physi- 
cian if  indicated.  It  also  serves  to  place  the  com- 
plaints in  perspective  as  compared  to  the  progress  of 
other  participants  in  the  program.  Other  printouts 
from  the  computer  include  blood  pressure  flow 
sheets,  abnormal  laboratory  reports,  lists  of  all  pa- 
tients on  a particular  drug  that  needs  to  be  closely 
monitored  or  about  which  a question  arises,  lists  of 
patients  with  low  serum  potassium  values,  medica- 
tions and  dosages  for  each  patient,  and  other  data  as 
necessary.  Such  an  information  system  facilitates 
the  treatment  of  patients  with  hypertension  by  nurse 
practitioners  or  medical  assistants  under  the  close 
supervision  of  a physician.  The  system  also  allows 
many  such  clinics  in  remote  locations  to  have  access 
to  the  advice  of  a hypertension  specialist  who  can 
have  available  all  the  computer-stored  information 
on  which  he  can  base  medical  judgments.  The  flow 
of  information  is  illustrated  in  Figure  3,  which  shows 
the  interrelationships  among  the  patient,  the  nurse 
practitioners,  the  local  physician,  and  the  hyper- 
tension specialists.  Currently,  the  computer-aided 
pat  ient  management  system  in  operation  at  Co-Op 
City  costs  approximately  $8.00  per  person  per  year, 
which  includes  the  clerical  work  involved  in  entering 
the  data  into  the  computer.  In  the  Co-Op  City 
Clinic,  approximately  86  percent  of  the  active  pa- 
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tients  are  at  goal  blood  pressure,  with  a diastolic 
pressure  of  less  than  90  mm.  Hg. 

Summary 

In  summary,  it  is  possible  to  attain  a high  level  of 
patient  participation  at  all  levels  of  a community 
outreach  and  treatment  program  and  to  maintain  a 
high  percentage  of  patients  under  good  blood  pres- 
sure control.  To  achieve  this  degree  of  success, 
maximum  efforts  must  be  expended  on  follow-up  of 
patients.  Useful  techniques  for  accomplishing  these 
objectives  include  offering  prompt  appointments  to 
clinic  or  physician  after  initial  identification  of  ele- 
vated blood  pressure,  using  nurse  practitioners  with 
good  patient  rapport  for  intensive  follow-up  of  pro- 
gram dropouts,  and  using  a systematic  information 
system,  preferably  computer-based,  that  allows  close 
control  over  patient  status  with  regard  to  medication, 


Chlamydiae  Trachomatis  infections  of  the 
genital  tract 

Introduction  of  the  tissue  culture  procedure  in  1965 
for  the  isolation  of  agents  causing  trachoma  and  inclusion 
blindness  has  been  an  important  factor  in  the  resurgence 
of  interest  in  venereally  transmitted  chlamydiae  and  the 
diseases  they  cause  in  the  genital  tract.  In  his  compre- 
hensive 3-part  discussion  of  the  subject,  the  author  covers 
considerable  territory,  but  concentrates  chiefly  on  the 
human  genital  tract.  C.  trachomatis  infections  of  the 
genital  tract  represent  the  major  focus  of  recent  interest 
in  the  chlamydia.  Although  these  infections  have  been 
recognized  since  the  first  decade  of  this  century,  early 
studies  were  directed  chiefly  at  their  role  as  ocular  patho- 
gens. 

Estimates  of  the  incidence  of  chlamydial  infection  of  the 
female  genitourinary  tract  vary  from  1 percent  to  as  high 
as  11  percent,  depending  on  population  factors.  Most 
recent  studies  suggest  a baseline  rate  of  5 percent.  Unlike 


blood  pressure  level,  drug  side-effects,  and  clinic 
attendance. 
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the  urethra  in  men,  which  provides  an  objective  sign  for  the 
assessment  of  inflammation  and  response  to  therapy,  a 
fairly  restricted  flora,  and  site  which  men  tend  to  be  aware 
of,  the  cervix  is  more  difficult  to  assess.  The  author  re- 
views the  literature,  noting  that  women  taking  a three-week 
course  of  tetracycline  are  cured  of  chlamydial  infection. 
Chlamydiae  in  diseases  of  the  female  genital  tract  in  areas 
other  than  the  cervix  are  now  a subject  of  active  study. 

The  ideal  treatment  for  trachoma,  a chronic  conjuncti- 
vitis caused  by  Chlamydia  trachomatis,  has  not  yet  been 
developed.  The  useful  drugs  include  tetracycline,  eryth- 
romycin, rifampicin,  and  the  sulfonamides.  All  are  ef- 
fective when  given  systematically.  Each,  however,  has  a 
considerable  risk  associated  with  systemic  administration. 
The  author  discusses,  in  addition  to  treatment,  the  bac- 
teriology, epidemiology,  and  associated  diseases.  Once  a 
serious  problem  in  the  U.S.,  it  is  now  found  in  a mild  form 
in  American  Indians,  Samoans,  Filipinos,  and  sometimes 
in  Far  East  immigrants.  Schachter,  J.:  Chlamydial  in- 
fections, New  England  J.  Med  298: 428  (Feb.  23);  298: 490 
(Mar.  2);  298:  540  (Mar.  9)  1978). 
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Medical  Meetings 


International  symposium 

An  international  symposium  on  “Gynecologic  Endo- 
crinology and  Female  Infertility”  will  be  held  March  29  and 
30  in  the  First  Floor  Lecture  Hall,  Basic  Sciences  Building, 
Downstate  Medical  Center. 

The  symposium  is  in  honor  of  Carl  A.  Gemzell,  M.D. 

ACOG  120  postgraduate  course 

An  ACOG  120  postgraduate  course  on  “Advanced 
Gynecologic  Endoscopy:  Diagnostic  and  Operative”  will 
be  held  March  31  to  April  1 at  the  New  York  Hilton,  New 
York. 

Further  information  is  available  by  writing  or  calling 
Jordan  M.  Phillips,  M.D.,  11239  S.  Lakewood  Blvd., 
Downey,  California  90241,  USA;  telephone  (213)  862- 
8181. 

Colposcopy 

“Colposcopy:  a Review — 1979”  will  be  presented  June 
1 and  2 at  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park,  New  York.  Burton  Krumholz,  M.D.,  is 
the  program  director.  The  program  is  sponsored  by  the 
Department  of  Obstetrics  and  Gynecology,  Long  Island 
Jewish-Hillside  Medical  Center,  New  Hyde  Park,  New 
York,  and  the  Health  Sciences  Center,  State  University  of 
New  York  at  Stony  Brook. 

For  additional  information,  contact  the  Office  of  the 
Dean,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  New  York  10042;  telephone  (212)  470-2114. 

Fourth  international  symposium  on  the 
prevention  and  detection  of  cancer 

The  fourth  international  symposium  on  “Prevention  and 
Detection  of  Cancer”  will  he  held  in  London,  England,  July 
26  to  31, 1980.  The  symposium  is  sponsored  by  The  Royal 
Society  of  Medicine  and  The  International  Study  Group 
for  the  Detection  and  Prevention  of  Cancer  (DePCa),  and 
cosponsored  by  The  International  Agency  for  Research  on 
Cancer  (IARC)  of  WHO  and  The  Page  and  William  Black 
Postgraduate  School  of  Medicine  of  the  Mount  Sinai 
School  of  Medicine  of  the  City  University  of  New  York. 

Details  are  available  from:  4th  International  Sympo- 
sium on  Prevention  & Detection  of  Cancer,  Suite  1909,  375 
Park  Avenue,  New  York,  N.Y.  10022;  telephone  (212) 
752-2270. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


Librax 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2 5 mg  clidimum  Br 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  fol- 
lows: 

"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 

Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign  blad- 
der neck  obstruction,  hypersensitivity  to  chlordiazepoxide  HCI 
and/or  clidimum  Br 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e  g , operating  machinery, 
driving)  Physical  and  psychological  dependence  rarely  reported  on 
recommended  doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage,  withdrawal  symptoms  (including 
convulsions)  reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  ef- 
fective amount  to  preclude  ataxia,  oversedation,  confusion  (no  more 
than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as 
MAO  inhibitors,  phenothiazines  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function  Paradoxical  reac- 
tions reported  in  psychiatric  patients  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depression,  sui- 
cidal tendencies  may  be  present  and  protective  measures  neces- 
sary Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants,  causal  relation- 
ship not  established, 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
HCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  espe- 
cially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide  HCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  / e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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Roche  Products  Inc 
Manati.  Puerto  Rico  00701 


In  treating  duodenal  ulcer* 

Enhance  your  therapeutic  expectations 
with  the  triple  benefits  of 

'WT  Adjunctive 


LT 


Each  capsule  contains 
5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


-v.  Librax  is  uniaue  among  G.I.  medications 
in  providing  tne  specific  antianxiety  action  of 
LlfMlM’fchloJtliazepoxide  HC1)  as  well  as  the  potei 
antjsecretory  and  antispasmodic  actions  of 
QUAR2AN  '(clidinium  Br)  fbradjunctivelherapy 
of  duodenal  ulcer.. 


Libraf  has  been  evaluated  as  possibly  effective  for  tlns*indication.  ^ 


Please  see  brief  summary  of  prescribing  information  ra  preceding  page. 


What's  New  in  Specialties ? 


Prolapsed  Mitral 
Valve  Syndrome 

ROBERT  M.  KOHN,  M.D. 

Buffalo,  New  York 

Clinical  Professor  of  Medicine,  State  University 
of  New  York  at  Buffalo 


Since  the  original  description  of  Barlow,  actually 
earlier  described  by  Gallavardin,  there  has  been  in- 
creasing recognition  of  the  syndrome  variously 
known  as  mitral  valve  prolapse,  now  abbreviated  as 
MVP;  the  floppy-valve  syndrome;  the  click-murmur 
syndrome;  myxomatous  degeneration  of  the  mitral 
valve;  billowing  leaflet  syndrome;  and  the  Barlow 
syndrome. 

Symptoms 

Although  the  auscultatory  findings  may  be  de- 
tected in  an  asymptomatic  patient,  particularly  in 
close  familial  relations  of  a known  case,  the  usual 
presenting  symptom  is  chest  pain.  At  times  it  may 
mimic  angina,  but  it  is  usually  not  related  to  exertion, 
nor  is  it  rapidly  relieved  by  sublingual  nitroglycer- 
in. 

The  characteristic  auscultatory  findings  are  a mid- 
to  late  systolic  click  and  a late  systolic  murmur. 
Maneuvers  that  diminish  preload  will  move  the  click 
closer  to  the  first  sound.  Maneuvers  increasing  af- 
terload will  move  the  click  toward  the  second  sound. 
Some  patients  may  have  only  the  late  systolic  mur- 
mur, and  the  click  appears  to  come  and  go  and  may 
often  be  absent.  Others  may  have  only  a click,  or 


multiple  clicks,  with  no  murmur.  The  syndrome  is 
more  prevalent  in  females  than  in  males. 

The  diagnosis  is  best  confirmed  by  echocardiog- 
raphy, which  gives  a characteristic  separation  of  the 
mitral  valve  leaflets  in  late  systole.  The  posterior 
leaflet  is  more  often  involved  than  the  anterior  leaf- 
let, being  displaced  posteriorly  in  systole.  The  onset 
of  this  displacement  temporally  coincides  with  the 
click. 

An  increase  in  the  incidence  of  arch  patterns  in 
fingerprints  has  been  reported  in  this  condition,  but 
it  is  not  specific  for  the  syndrome,  since  other  con- 
genital lesions  may  have  similar  patterns. 

The  electrocardiogram  findings  may  be  normal  or 
may  show  inverted  T waves  in  left  ventricular  leads. 
Often  there  is  an  ischemic  response  to  exercise  even 
in  the  presence  of  normal  coronary  arteries.  Ven- 
tricular arrhythmias,  especially  ventricular  prema- 
ture beats,  may  frequently  be  present  or  may  be 
brought  out  by  exercise. 

Coronary  angiography  rarely  shows  coronary  ar- 
tery disease,  but  the  prolapse  can  be  seen  in  left 
ventriculography,  particularly  in  the  right  anterior 
oblique  view. 

Treatment 

Propanolol  appears  to  be  the  treatment  of  choice. 
When  propanolol  alone  is  ineffective,  the  addition  of 
aspirin  may  be  beneficial  for  control  of  chest  dis- 
comfort. Reassurance  of  the  patient  is  extremely 
helpful.  A very  small  number  of  patients  are  prone 
to  sudden  death,  presumably  from  ventricular  ar- 
rhythmias. Propanolol  should  hopefully  lessen  the 
incidence  of  this  unfortunate  complication.  If  sig- 
nificant mitral  regurgitation  is  present,  penicillin 
prophylaxis  for  dental  work  is  indicated. 
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QUESTION  261.  The  tracing  was  obtained  from  a healthy,  asymptomatic  32-year-old  woman.  What  is  the  diagno- 
sis? 


QUESTION  262.  What  is  the  rhythm  in  lead  II? 
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ELUCIDATION 


Question  261.  The  rhythm  is  regular  sinus.  In 
each  lead  there  are  two  ventricular  complexes.  One 
of  the  two  has  a P-R  interval  of  0.14  second  and  a 
normal  QRS.  The  second  has  a P-R  interval  of  0.08 
second.  This  short  P-R  interval  is  followed  by  a 
slurred  initial  deformity  of  the  QRS  (a  delta  wave), 
and  the  QRS  has  a duration  of  0.11  second.  The 


patient  has  intermittent  Wolff-Parkinson-White 
pattern  (WPW  type  B).  Atrioventricular  conduction 
travels  alternately  through  the  atrioventricular  node 
and  the  anomalous  pathway.  Although  such  pa- 
tients commonly  have  episodes  of  supraventricular 
tachycardia,  some  are  asymptomatic. 

Question  262.  P waves  precede  each  QRS  at  a 
fixed  interval  of  0.15  second.  The  P to  P interval  is 
irregular.  The  first  five  P waves  have  progressively 
shortened  the  P-P  interval.  The  fifth  QRS  is  fol- 
lowed by  a pause.  The  interval  between  the  fifth  and 
sixth  QRS  complexes  is  not  double  the  interval  be- 
tween 4 and  5.  The  sequence  of  progressive  short- 
ening of  the  P-R  interval  followed  by  a pause  is  called 
Wenckebach  phenomenon  of  the  sinus  node. 


Physicians  report  increase 
in  sexually  transmitted  diseases 

A medical  problem  as  old  as  man  himself  is  gaining  on 
society  once  again,  even  though  drugs  to  cure  and  control 
its  various  forms  have  been  available  for  several  dec- 
ades. 

Three  out  of  five  physicians  in  fields  of  medicine  closest 
to  the  problem  say  STD  (sexually  transmitted  diseases) 
are  increasing  among  their  patients.  The  finding  is  from 
a poll  of  physicians  conducted  for  the  Impact  Section  of 
American  Medical  News,  the  American  Medical  Associa- 
tion’s weekly  newspaper  for  physicians.  It  was  published 
in  the  October  27  issue. 

More  than  one  third  of  these  physicians  believe  an  in- 
creasing number  of  these  STD  cases  can  be  traced  to  con- 
tacts between  male  homosexuals,  the  poll  indicates. 

More  than  nine  out  of  ten  physicians  say  they  now  in- 
clude questions  about  sexual  activity  when  taking  a pa- 
tient’s medical  history.  More  than  two  thirds  of  the  phy- 
sicians say  they  do  appropriate  laboratory  examinations 
on  the  male  homosexual  when  they  have  obtained  infor- 
mation about  his  sexual  practices.  Most  physicians  say 
they  are  not  bothered  by  treating  homosexual  patients  of 
either  sex,  but  some  admit  they  are  sometimes  uncom- 
fortable. 


Homosexual  patients,  according  to  physicians,  appar- 
ently are  even  more  uneasy  about  consulting  a physician 
about  sexually  transmitted  diseases.  Homosexuals 
sometimes  hesitate  to  seek  medical  care  because  they  fear 
physicians’  disapproval. 

A large  majority  of  physicians  say  they  had  inadequate 
training  in  medical  school  in  human  sexuality  and  in 
STD. 

An  article  accompanying  the  poll  report  declares  that 
“In  the  United  States  in  1977,  about  one  million  cases  of 
gonorrhea  and  25,000  cases  of  infectious  syphilis  were  re- 
ported to  the  Center  for  Disease  Control  (CDC)  in  Atlanta. 
These  figures  only  approximate  actual  statistics.  The  true 
incidence  is  thought  to  be  much  higher — three  to  four 
million  cases  of  gonorrhea  and  perhaps  50,000  to  75,000 
cases  of  syphilis. 

Both  of  these  STDs  are  considered  by  experts  in  VD 
control  to  be  endemic  in  the  United  States,  and  within  the 
male  homosexual  population,  syphilis  is  thought  to  be 
epidemic.  There  is  indication  that  syphilis  is  at  the  same 
time  decreasing  in  the  heterosexual  population. 

“The  homosexual  male,  as  well  as  his  bisexual  and  het- 
erosexual counterparts,  seems  incredibly  unaware  of  the 
consequences  of  anonymous  sexual  contact  or  promiscuous 
sexual  activity.  He  often  doesn’t  know  the  signs  and 
symptoms  of  STDs  and  has  little  prevention  information 
at  his  disposal.” 
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IL  (immunoblastic  lymphadenopathy)  is  a distinct 
clinical  entity  with  protean  manifestations  such  as 
fever,  weight  loss,  generalized  lymphadenopathy,  and 
hepatosplenomegaly.1-4  There  is  often  associated 
polyclonal  hypergammaglobulinemia  and  hemolytic 
anemia.  Morphologically,  proliferation  of  arborizing 
small  vessels,  prominent  immunoblastic  prolifera- 
tion, and  the  presence  of  acidophilic  amorphous  in- 
terstitial material  is  characteristic.3-4  Clinically  and 
pathologically,  the  disease  differs  from  Hodgkin’s 
and  non-Hodgkin’s  lymphoma. 

We  recently  observed  two  patients  with  immu- 
noblastic lymphadenopathy,  both  of  whom  had  a 
high  serum  toxoplasma  titer.  One  patient  had  a 
rapidly  progressive  course  leading  to  death,  and  the 
other  patient  recovered  slowly  after  a prolonged 
therapeutic  course  of  prednisone.  In  the  patient 
with  the  fatal  outcome  the  toxoplasma  titer  remained 


high  throughout.  In  the  other  patient,  the  titer  re- 
turned to  normal  after  recovery. 

Case  reports 

Case  1.  A 71-year-old  white  man  was  hospital- 
ized because  of  malaise,  loss  of  appetite,  fever, 
sweating,  occasional  chills,  and  painful  lumps  in  the 
neck,  axilla,  and  groin  of  about  two  weeks’  duration. 
A week  earlier  he  had  been  scratched  by  his  pet 
rabbit  on  his  left  hand.  The  rabbit  remained  alive 
and  well.  The  patient  denied  exposure  to  people 
with  tuberculosis  or  infectious  disease.  He  was  a 
moderate  smoker  but  did  not  drink  alcohol.  He  had 
not  taken  any  drugs  in  the  recent  past,  and  he  had  no 
allergies.  His  family  history  was  noncontributory, 
and  review  of  systems  was  negative. 

On  examination,  the  patient  had  a temperature 
varying  between  102  to  104°  F.,  was  toxic  but  not  pale 
or  jaundiced.  The  pulse  was  regular  at  88  per  min- 
ute, respiration  16  per  minute,  and  blood  pressure 
160/100  mm.  Hg.  The  fundi  were  normal,  throat  was 
congested  but  without  exudate  or  membrane  and 
tonsils  were  not  enlarged.  Markedly  enlarged,  dis- 
crete, firm,  tender  lymph  nodes  measuring  1 to  3 cm. 
were  felt  in  the  neck,  axilla,  and  inguinal  region.  The 
heart  size  was  normal  on  percussion,  rhythm  was 
regular,  sounds  were  normal,  and  no  murmurs  were 
heard.  The  lungs  were  clear  to  percussion  and  aus- 
cultation. The  liver  was  palpable  3 cm.  below  the 
right  costal  margin,  smooth  and  firm,  and  the  spleen 
tip  was  felt.  There  was  no  visible  skin  rash  or  pur- 
puric spots.  Findings  on  rectal  and  genital  exami- 
nation were  normal.  Neurologic  examination  re- 
vealed no  abnormalities. 

Urinalysis  test  result  was  normal.  The  hematocrit 
was  36,  white  cell  count  8,800  per  cubic  millimeter, 
and  the  differential  count  was  normal.  The  pe- 
ripheral blood  smear  did  not  show  any  atypical 
lymphocytes  or  red  blood  cell  abnormalities.  Results 
on  VDRL  (Venereal  Disease  Research  Laboratory) 
test  were  negative.  The  platelet  count  was  normal. 
The  sedimentation  rate  was  55  mm.  after  one  hour, 
Coombs’  test  (direct  and  indirect)  and  mono  spot  test 
results  were  both  negative.  The  serum  haptoglobin 
was  390  mg.  per  100  ml.,  and  the  test  for  febrile 
aggultinins  showed  no  significant  titers.  Several 
blood  cultures  were  negative.  The  blood  glucose  was 
104- mg.  per  100  ml.,  blood  urea  nitrogen  16  mg.  per 
100  ml.,  and  blood  uric  acid  6.8  mg.  per  100  ml. 

The  serum  albumin  was  3.5  and  globulin  4 Gm.  per 
100  ml.  Serum  electrophoresis  showed  diffuse  ele- 
vation in  the  region  of  gammaglobulin.  The  serum 
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FIGURE  1.  Photomicrographs.  (A)  High-power  view  of  typical  immunoblasts  showing  large  oval  nuclei  with  two  or  three 
nucleoli  situated  near  nuclear  membrane;  cytoplasm  was  basophilic  and  moderate  in  amount.  (B)  High-power  field  shows 
atypical  mononuclear  histiocyte  approaching  appearance  of  Reed-Sternberg  cells.  Scattered  plasma  cells  and  lymphocytes 
seen. 


alkaline  phosphatase,  serum  glutamic  oxaloacetic 
transaminase,  serum  glutamic  pyruvic  transaminase, 
and  lactic  dehydrogenase  were  all  within  normal 
limits.  A bone  marrow  aspiration  showed  normal 
cellularity,  and  no  abnormal  cells  were  seen.  A first 
and  intermediate  strength  purified  protein  derivative 
test  result  was  negative.  Toxoplasma  titer  was  1: 
2,048  during  the  third  week  of  illness  and  remained 
high  at  the  same  titer  during  the  terminal  stages  of 
his  illness  (two  separate  determinations).  Lymph 
node  biopsy  done  twice  from  different  sites  revealed 
immunoblastic  lymphadenopathy  (Fig.  1).  Findings 
on  liver  and  spleen  scans  were  normal.  A liver  biopsy 
showed  nonspecific  periportal  inflammation. 
Findings  on  chest  radiograph  and  intravenous  py- 
elogram  were  normal.  A barium  enema  and  gas- 
trointestinal x-ray  series  showed  negative  findings. 

The  patient  had  a high  temperature  and  was  toxic. 
After  several  blood  cultures  were  drawn,  he  was  given 
cephalothin  sodium  (Keflin)  2 Gm.  every  six  hours 
with  no  benefit.  The  rare  possibility  of  infectious 
diseases  such  as  tularemia,  brucellosis,  or  typhus  was 
entertained,  and  the  antibiotic  therapy  was  changed 
to  tetracycline  500  mg.  every  six  hours  intravenously, 
and  streptomycin  1 Gm.  intramuscularly  twice  daily. 
Daily  blood  urea  nitrogen  and  creatinine  were  mon- 
itored. When  the  report  of  a strongly  positive  tox- 
oplasma titer  was  received,  the  antibiotics  were  dis- 
continued and  therapy  with  pyrimethamine  (Dara- 
prim)  50  mg.  daily  and  sulfadiazine  4 Gm.  daily  was 
begun  during  the  fifth  week.  His  temperature  in- 
creased to  104°  F.,  his  blood  pressure  decreased  to 
90/60  mm.  Hg,  and  he  became  obtunded.  Therapy 
with  steroids,  methylprednisolone  sodium  succinate 
(Solu-Medrol)  20  mg.  intravenously  every  4 hours, 
was  started.  A lumbar  puncture  was  done,  and  the 
pressure  was  normal.  Spinal  fluid  chemistry  was 
normal;  cell  count  less  than  5 cm.  (mononuclear). 
Findings  on  india  ink  stain  for  fungus  and  stain  for 
acid-fast  bacillus  were  both  negative.  The  patient 
had  a rapidly  downhill  course,  went  into  shock,  and 


became  comatose  without  any  evidence  of  skin  le- 
sions or  hemolytic  process  of  bleeding.  He  expired 
after  nearly  seven  weeks  of  hospital  stay.  Permission 
for  autopsy  was  refused. 

Case  2.  A 55-year-old  white  man  was  hospitalized 
because  of  fever  of  104°  F.,  sweating,  and  generalized 
lymphadenopathy  of  one  week’s  duration.  The  pa- 
tient had  been  complaining  of  paresthesia  and 
numbness  of  both  fe^t  for  over  four  weeks.  A neu- 
rologist found  he  had  diminished  sensation  to  pain 
and  absent  tendon  reflexes  in  the  lower  extremities. 
The  spinal  tap  on  the  patient  showed  normal  pres- 
sure, slightly  increased  protein  (75  mg.),  10  mono- 
nuclear cells,  and  normal  sugar.  A myelogram  result 
was  negative. 

The  patient’s  past  history  suggested  mild  diabetes 
along  with  the  preceding  description  of  atypical 
polyneuropathy  (Guillain-Barre  syndrome).  He  had 
had  a tonsillectomy  during  childhood,  and  his  family 
history  was  noncontributory.  He  had  no  allergies, 
was  not  receiving  any  medication,  and  did  not  smoke 
or  drink;  he  denied  any  exposure  to  toxins  or 
drugs. 

On  physical  examination,  the  blood  pressure  was 
130/90  mm.  Hg,  pulse  68  per  minute  and  regular, 
respirations  18  per  minute,  and  temperature  98.6° 
F.  (104°  F.  a day  before).  He  was  not  anemic,  jaun- 
diced, or  in  distress.  There  were  no  skin  rashes. 
Pea-sized  firm,  discrete,  nontender  lymph  nodes  were 
felt  in  the  neck,  right  axilla,  and  inguinal  area.  The 
liver  was  palpated  6 cm.  below  the  right  costal  mar- 
gin. The  spleen  was  not  felt.  Results  of  examina- 
tion of  the  ear,  nose,  throat,  chest,  and  heart  were 
normal.  Rectal  examination  showed  a normal-sized 
prostate;  stool  was  guaiac  negative.  Neurologic  ex- 
amination confirmed  the  absence  of  deep-tendon 
reflexes  associated  with  diminished  sensation  in  both 
lower  extremities. 

The  hematocrit  and  total  white  blood  count  were 
normal,  eosinophils  were  elevated  to  11  percent,  and 
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the  sedimentation  rate  was  44  mm.  after  one  hour. 
Urinalysis  findings  were  normal.  The  blood  sugar 
was  125  mg.  per  100  ml.,  blood  urea  nitrogen  22  mg. 
per  100  ml.,  and  uric  acid  8.3  mg.  per  100  ml.  Alka- 
line phosphatase,  serum  glutamic  and  pyruvic 
transaminases,  and  lactic  dehydrogenase  were  nor- 
mal. A serum  toxoplasma  antibody  titer  was  positive 
at  a dilution  of  1:1,024.  The  serum  electrophoretic 
pattern  was  normal.  Results  on  VDRL  test  and 
mononuclear  spot  tests  were  both  negative.  Cold 
and  heterophil  agglutination  test  results  were  nega- 
tive. A bone  marrow  aspirate  showed  no  significant 
abnormality.  A liver  biopsy  showed  nonspecific 
fatty  changes  and  portal  inflammation.  Lymph- 
node  biopsy  was  consistent  with  the  diagnosis  of 
immunoblastic  lymphadenopathy.  A chest  x-ray 
revealed  bilateral  hilar  adenopathy  without  any 
pulmonary  infiltration. 

The  patient  was  started  on  prednisone  60  mg.  daily 
which  was  reduced  to  5 mg.  daily  in  four  weeks  and 
stopped.  He  had  remarkable  improvement;  his 
lymph  nodes  practically  disappeared  and  liver  size 
regressed  to  normal.  There  was  some  improvement 
in  the  neurologic  problem  of  neuropathy.  The  tox- 
oplasma titer  returned  to  normal  in  this  interval 
(titer  of  1:256).  Six  months  after  the  initial  episode 
of  fever  and  adenopathy,  the  patient  was  alive  and 
well. 

Comment 

Both  patients  had  lymph-node  morphology  char- 
acteristic of  immunoblastic  lymphadenopathy,  such 
as  proliferation  of  arborizing  small  vessels,  promi- 
nent infiltration  with  immunoblasts,  plasma  cells, 
lymphocytes  and  atypical  histiocytes,  and  amor- 
phous interstitial  material  as  described  by  Lukes  and 
Tindle,3  Frizzera,  Moran,  and  Rappaport,4  and 
Remington.5  Because  of  the  abundance  of  small 
vessels,  the  latter  authors  call  this  disease  angioim- 
munoblastic  lymphadenopathy.4-5  Clinical  mani- 
festations include  fever,  weight  loss,  generalized 
lymphadenopathy,  hepatosplenomegaly,  skin  rash, 
polyclonal  gammopathy,  and  very  often  a Coombs’- 
positive  hemolytic  anemia.2-4 

Our  first  patient  had  fever,  weight  loss,  generalized 
lymphadenopathy,  and  polyclonal  hypergammaglo- 
bulinemia, but  did  not  have  Coombs’-positive  he- 
molytic anemia.  The  second  patient  had  fever, 
generalized  adenopathy,  and  hepatosplenomegaly 
without  the  other  clinical  features. 

Lukes  and  Tindle3  feel  that  immunoblastic 
lymphadenopathy  is  the  result  of  a hyperimmune 
reaction  of  B (bursa-equivalent)-lymphocytes  re- 
sulting in  the  elevation  of  polyclonal  immunoglob- 
ulins. On  the  other  hand  Frizzera,  Moran,  and 
Rappaport4  feel  that  immunoblastic  lymphadenop- 
athy is  an  autoimmune  disorder  in  which  a deficiency 
of  the  T-cell  regulatory  functions  probably  predis- 
poses to  an  abnormal  proliferative  and  auto- 
aggressive  reaction  of  the  B-cell  system.  Unfortu- 


nately, both  in  our  patients  and  the  previously  re- 
ported large  series,3-4  immunofluorescent  stains  for 
B-cell  markers  and  special  T-cell  function  studies 
with  sheep  red  blood  cells  and  phytohemagglutinin 
stimulation  were  not  carried  out. 

The  most  unusual  finding  in  our  two  cases,  an 
observation  not  previously  reported,  is  the  abnor- 
mally high  serum  toxoplasma  titer.  In  the  first  pa- 
tient it  remained  high  throughout,  until  his  demise. 
In  the  second  patient,  the  titer  returned  to  normal 
two  weeks  after  the  patient  was  placed  on  steroid 
therapy  to  which  he  responded  favorably. 

The  role  of  the  Toxoplasma  gondii  organism  in  the 
etiology  of  immunoblastic  lymphadenopathy  is  not 
clear.  It  is  possible  that  the  high  toxoplasma  titer 
merely  represents  a hyperimmune  reaction  to  the 
organism  that  lies  dormant  in  the  human  being,  or 
there  is  reactivation  of  a latent  infection  as  seen  in 
immunosuppressed  individuals.5-6 

The  clinical  manifestations  of  acquired  toxoplas- 
mosis are  protean,5-6  from  asymptomatic  lymphad- 
enopathy to  symptomatic  adenopathy  with  fever, 
myocarditis,  pericarditis  pneumonitis,  encephalitis, 
myalgia,  arthralgia,  and  maculopapular  rash.  As 
seen  in  our  first  patient,  the  clinical  manifestations 
of  immunoblastic  lymphadenopathy  seem  to  overlap 
that  of  toxoplasmosis,  especially  the  terminal 
manifestations  of  shock  (myocarditis)  and  coma 
(encephalitis).  Unfortunately,  autopsy  was  not 
permitted  by  the  family  in  this  patient. 

In  their  extensive  review  of  toxoplasmosis  Rem- 
ington5 and  Ruskin  and  Remington6  do  not  mention 
the  morphologic  findings  of  immunoblastic  ade- 
nopathy in  patients  with  toxoplasmosis.  In  81  of 
their  cases,  toxoplasmosis  was  associated  with  various 
neoplasms  such  as  Hodgkin’s  disease,  non-Hodgkin’s 
lymphoma,  leukemia,  myeloma,  carcinoma,  mela- 
noma, and  so  forth;  and  patients  with  collagen  vas- 
cular diseases,  homotransplantation,  and  immuno- 
suppression with  cytotoxic  drugs.  Our  two  patients 
were  investigated  for  other  neoplasms  and  collagen 
vascular  diseases  with  negative  results. 

Immunoblastic  proliferation  in  lymph  nodes  has 
been  observed  as  a result  of  drug  therapy  with  peni- 
cillin, sulfonamide,  griseofulvin,  and  especially 
diphenylhydantoin  sodium  (Dilantin).3  Schultz  and 
Yunis'  reported  a case  of  immunoblastic  lymphad- 
enopathy with  mixed  cryoglobulinemia  and  a positive 
Coombs’  test  result.  This  patient  had  taken  liver 
extract  injections  for  a long  time.  They  proposed 
that  chronic  immunologic  stimulation  with  liver  ex- 
tract, a foreign  antigen,  was  responsible  for  this  dis- 
ease in  their  patient. 

Summary 

Two  cases  of  immunoblastic  lymphadenopathy 
associated  with  high  serum  toxoplasma  titer  are 
presented.  The  first  patient  had  a fulminant  and 
fatal  course.  The  second  patient  had  the  unusual 
manifestations  of  atypical  polyneuropathy  associated 
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with  this  disease,  but  subsequently  recovered  after 
steroid  therapy.  The  role  of  toxoplasma  infection 
in  inducing  immunoblastic  cellular  proliferation  is 
not  clear. 

It  is  possible  that  the  high  serum  toxoplasma  titer 
in  both  these  patients  may  represent  a hyperimmune 
reaction  to  this  parasite. 
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Physicians  still  facing  dilemma 
regarding  tonsillectomies 

The  Doctor’s  Dilemma  of  the  1970s  might  well  be — Do 
we  or  don’t  we  recommend  that  our  young  patients  have 
their  tonsils  out? 

There  are  three  quarters  of  a million  young  Americans 
subjected  each  year  to  removal  of  tonsils  and  adenoids  at 
a cost  approaching  $1  billion,  and  untold  cost  in  pain, 
suffering,  and  emotional  shock,  says  a commentary  on  the 
subject  in  the  October  27  Journal  of  the  American  Medical 
Association.  Some  experts  think  much  of  this  is  unnec- 
essary. 

JAMA  contributing  editor,  Terrence  S.  Carden,  Jr., 
M.D.,  traces  recent  efforts  on  the  part  of  American  medical 
leaders  to  agree  on  guidelines  for  physicians  in  recom- 
mending this  surgery. 

There  are  zealots  on  both  sides  of  the  issue,  Dr.  Carden 
declares. 

Those  who  consider  themselves  purists  would  permit 
tonsillectomy  or  adenotonsillectomy  only  in  extreme  cases, 
such  as  cancer,  airway  obstruction,  or  digestive  tract  ob- 
struction. 

“If  these  criteria  were  accepted  and  enforced,  the  num- 
ber of  procedures  performed  annually  would  be  less  than 
1 percent  of  the  current  rate.” 

At  the  other  end  of  the  spectrum  are  those  physicians 
who  are  convinced  the  surgery  is  effective  in  curing  and 


References 

1.  Flandrin,  G.,  et  al.:  Sarcomatoses  ganglionnaires  diffuses 
a differentiation  plasmocytaire  avec  anemie  hemolyticque  auto- 
immune, Actual  Hematol.  6:  25  (1972). 

2.  Frizzera,  G.,  Moran,  E.  M.,  and  Rappaport,  H.:  Angio- 
immunoblastic  lymphadenopathy  with  dysproteinaemia,  Lancet 
1:  1070  (1974). 

3.  Lukes,  R.  J.,  and  Tindle,  B.  H.:  Immunoblastic  lymph- 
adenopathy. A hyperimmune  entity  resembling  Hodgkin’s  dis- 
ease, New  England  J.  Med.  292: 1 (1975). 

4.  Frizzera,  G.,  Moran,  E.  M.,  and  Rappaport,  H.:  Angio- 
immunoblastic  lymphadenopathy.  Diagnosis  and  clinical  course, 
Am.  J.  Med.  59:  803(1975). 

5.  Remington,  J.  S.:  Toxoplasmosis  in  the  adult,  Bull.  New 
York  Acad.  Med.  50:  211  (1974). 

6.  Ruskin,  J.,  and  Remington,  J.  S.:  Toxoplasmosis  in  the 
compromised  host,  Ann.  Int.  Med.  84:  193  (1976). 

7.  Schultz,  D.  R.,  and  Yunis,  A.  A.:  Immunoblastic  lymph- 
adenopathy with  mixed  cryoglobulinemia.  A detailed  case  study, 
New  England  J.  Med.  292:  8 (1975). 


preventing  recurrent  sore  throats. 

The  bulk  of  physicians  take  a stand  somewhere  between 
these  two  positions,  “and,  as  is  the  case  with  most  issues, 
wonder  why  the  academicians  cannot  resolve  the  issue  to 
everyone’s  satisfaction.  Meanwhile,  the  public,  the  press, 
and  the  government  watch  with  varying  degrees  of  bewil- 
derment, suspicion,  and  impatience  at  the  profession’s 
impotence  in  the  face  of  such  a clear-cut  need  to  come  up 
with  a definitive  answer.” 

Dr.  Carden  traces  deliberations  and  problems  con- 
fronting a panel  of  blue  ribbon  experts  convened  at  the 
National  Institutes  of  Health  last  summer  to  attempt  to 
agree  on  how  to  conduct  a scientific  study  of  T & As.  The 
panel  agreed  only  that  the  issue  should  be  studied  but  took 
no  position  on  how  the  trials  should  be  conducted,  he 
says. 

“Medicine  is  and  apparently  will  continue  to  be  an  art 
based  on  science.  When  science  can  provide  all  the  an- 
swers to  our  questions,  the  concept  of  clinical  judgment  will 
disappear.  Life  will  be  easier  for  the  health  planners  and 
budgeteers.  Whether  it  will  be  better — for  them  and  the 
rest  of  us — is  unknown.” 

In  its  health  education  pamphlet  on  tonsils  and  ade- 
noids, the  American  Medical  Association  points  out  that 
T & A is  among  the  safest  surgical  operations  performed. 
But,  like  all  surgery,  it  involves  some  risk  and  more  than 
100  deaths  occur  each  year  from  complications. 

A T & A “provides  no  guarantee  against  future  colds  and 
sore  throats,”  says  the  AMA  pamphlet. 
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The  acardiac  fetus  is  a rare  anomaly  in  human 
pregnancies;  it  was  first  reported  in  1533  by  Ben- 
edetti.1  It  has  been  reported  only  in  multiple 
pregnancies,  with  a high  incidence  in  twin  pregnan- 
cies.2 It  is  calculated  to  be  less  than  1 percent  of 
identical  twin  pregnancies3  and  one  in  every  34,600 
births.4  The  total  number  of  reported  cases  of 
acardiac  fetuses  to  date  is  156.2*3,5-8  The  malfor- 
mation is  occasionally  present  in  triplet  or  quadru- 
plet births.9  There  are  several  varieties  of  the 
acardiac  fetus  depending  on  whether  or  not  a head 
or  limbs  can  be  identified: 

Acardius  amorphus  (cryptomorphus):  the  least 
developed  and  represented  by  an  ovoid  mass  of  tis- 
sue.8 

Acardius  myelacephalus:  acardius  amorphus  with 
limbs. 

Acardius  acephalus:  further  development  of  limbs 
and  no  head. 

Acardius  anceps:  rudimentary  head. 

Acardius  acormus:  head  without  a body. 

We  are  reporting  a rare  case  of  triplet  pregnancy 
with  two  acardiac  fetuses  in  the  category  of  acardius 
myelacephalus.  To  date,  this  is  the  first  report  of 
two  acardius  myelacephalus  fetuses  in  one  preg- 
nancy. 

Case  report 

A 16-year-old  single,  white  female  gravida  1,  para 
0,  last  menstrual  period  October  31, 1975,  catamenia 
13  by  28  by  5 days,  had  an  estimated  date  of  con- 
finement July  22, 1976.  The  patient  did  not  have  a 
regular  prenatal  follow-up,  and  when  she  was  ex- 
amined on  February  23, 1976,  her  blood  pressure  was 
110/80,  weight  was  120  pounds,  with  a uterine  size 
consistent  with  dates  (16.5  weeks).  The  patient  had 


been  on  several  medications:  brompheniramine 

combination  (Dimetapp),  promethiazine  hydro- 
chloride (Phenergan)  expectorant  with  codeine, 
amoxicillin  (Polymox),  and,  in  addition,  she  had  had 
a full-mouth  x-ray  series  during  the  fourth  month  of 
her  pregnancy. 

On  April  12,  1976  (24  weeks  by  dates),  the  patient 
was  admitted  to  the  labor  and  delivery  suite  at 
Crouse-lrving  Memorial  Hospital  with  uterine  con- 
tractions occurring  every  five  minutes.  On  admis- 
sion, she  was  afebrile,  with  a temperature  of  99.2  F.; 
pulse  88;  and  blood  pressure  of  118/76.  The  blood 
group  was  O positive;  hemoglobin,  11.8;  hematocrit, 
34.7;  and  VDRL  test  result,  nonreactive.  Chest  and 
heart  examination  findings  were  normal  and  there 
was  no  evidence  of  edema.  The  uterine  fundus 
measured  32  cm.  from  the  symphysis  pubis.  The 
fetus  was  in  the  longitudinal  lie,  a breech  presenta- 
tion with  a fetal  heart  rhythm  of  148  per  minute. 
Initial  pelvic  examination  showed  a fully  dilated 
cervix  with  floating  presenting  part.  One-half  hour 
later  the  membranes  spontaneously  ruptured  with 
meconium-stained  fluid.  This  was  followed  by  the 
spontaneous  delivery  of  both  the  first  and  the  second 
monster.  Ten  minutes  later  a breech  fetus  was  de- 
livered with  Apgar  1 that  expired  within  a few  min- 
utes. The  placenta  followed  two  minutes  after  de- 
livery of  the  breech  fetus. 

Pathology 

Specimen  A.  Gross.  Specimen  A was  a whitish 
pink  cystic  structure  17  by  7 by  3.5  cm.  that  weighed 
3.35  Gm.  There  was  evidence  of  appendage  forma- 
tion at  one  pole  with  feet-like  structures.  There  was 
apparent  notochord  development  at  one  line  of  sur- 
face. Several  loops  of  gut  were  protruding  from  the 
opposite  of  the  notochord. 

An  internal  cavity  was  noted  that  was  grossly  ab- 
normal; no  differentiation  could  be  made  between 
abdominal  and  thoracic  cavities.  A kidney  was 
identified  and  measured  2 cm.  in  maximal  diameter. 
An  adrenal  gland  was  noted,  as  well  as  a rudimentary 
spinal  canal  and  cord.  There  was  no  distinct  crani- 
um (Fig.  1). 

Microscopic.  Sections  of  the  loops  of  gut  showed 
them  to  be  loops  of  histologically  unremarkable  small 
intestine  and  colon.  One  section  of  gut  was  lined 
partly  by  squamous  epithelium  and  partly  by  indu- 
lating  columnar  epithelium,  and  was  consistent  with 
distal  esophagus — proximal  stomach.  The  kidney 
structure  revealed  cortex,  medulla,  and  renal  pelvis, 
with  only  evidence  of  immaturity. 

An  adrenal  gland,  which  showed  microscopic 
changes  of  immaturity,  was  found.  The  rudimentary 
spinal  cord  was  composed  of  disorganized  white 
matter  with  some  gray  matter  evident.  A section  of 
skin  revealed  immature  hair  follicles  and  sebaceous 
glands.  The  subcutaneous  tissue  was  edematous. 
Other  sections  showed  skeletal  muscle,  fetal  type 
adipose  tissue,  and  fibrovascular  and  lymphoid  tis- 
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FIGURE  1.  Gross  picture  of  two  acardius  myelacephalus. 

sue.  Small  islands  of  neural  tissue  of  uncertain  types 
were  also  observed.  Heart  muscle  was  not  readily 
identified,  and  no  long  tissue  was  seen. 

Specimen  B.  Gross.  Specimen  B was  a 
comma-shaped  pink  cystic  structure  measuring  9 by 
6 by  3 cm.,  and  weighing  85  Gm.  It  had  an  append- 
age deformity  at  one  end.  Two  0.5-cm.  projections 
at  one  end  with  the  appearance  of  an  “eye”  were 
identified.  A notochord  in  the  midline  on  one  side 
was  noted.  Loops  of  gut  2 by  1.5  cm.  were  noted 
opposite  the  notochord.  A cystic  mass  above  these 
loops,  measuring  1.8  cm.  in  maximal  diameter,  was 
noted,  one  internal  cavity,  and  abnormal  spine  and 
canal  with  possible  neural  structure.  Lower-ex- 
tremity bone  formation  was  noted  (Fig.  2). 

Microscopic.  Sections  of  the  loops  of  gut  revealed 
small  and  large  intestine.  Sections  of  skin  showed 
immature  hair  follicles  and  sebaceous  glands. 
Edematous  subcutaneous  tissue  was  present.  An 
immature  rudimentary  adrenal  gland  was  noted.  A 
rudimentary  spinal  cord  composed  mostly  of  poorly 
organized  white  matter  with  a dilated  ependyma- 
lined  spinal  canal  was  observed.  Some  gray  matter 
was  seen  in  this  structure.  One  section  showed  a 
cystic  mass  of  disorganized  immature  neural  tissue 
consistent  with  brain  tissue.  These  cystic  spaces 
were  lined  by  partly  preserved  ependyma.  Pro- 
truding into  the  largest  cystic  space  were  tiny  pa- 
pillary structures  consistent  with  choroid  plexus. 
Overlying  this  rudimentary  brain  tissue  was  imma- 
ture skin  and  edematous  connective  tissue.  Other 
sections  showed  skeletal  muscle,  fetal-type  adipose 
tissue,  fibrovascular  tissue,  lymphoid  tissue,  and 
small  foci  of  immature  neural  tissue  probably  rep- 
resenting ganglions.  Cardiac  muscle  and  pulmonary 


FIGURE  2.  X-ray  picture  of  two  acardius  myelacephalus. 


tissue  were  not  identified. 

Specimen  C.  Gross.  Specimen  C was  a placenta 
weighing  540  Gm.  and  measuring  17  by  12  by  4 cm. 
The  maternal  surface  was  fragmented,  and  an  asso- 
ciated small  blood  clot  was  noted.  The  fetal  side  was 
smooth  and  glistening.  The  main  umbilical  cord 
inserted  centrally,  and  measured  28  by  1.5  cm. 
Three  vessels  were  noted.  At  one  area  of  the  fetal 
surface  was  a separate  membrane  within  which  was 
two  umbilical  cords,  one  measuring  0.5  cm.  and  a 
second  0.3  cm.  in  length  (Fig.  3). 

Microscopic.  Sections  of  the  main  placental 
structure  were  unremarkable.  Sections  of  the  two 
attenuated  umbilical  cord  remnants,  which  were 
unattached  to  the  two  fetal  monsters,  were  included. 
The  larger  cord  remnant,  corresponding  to  the  larger 
monster,  contained  three  vessels.  The  small  cord 
remnant,  as  far  as  could  be  determined,  had  two 
blood  vessels.  An  attempt  at  examination  of  the 
placental  membranes  for  zygosity  determination  of 
the  triplets  was  unsuccessful. 

Autopsy  of  male  infant.  Final  anatomic  diagnosis 
was  immaturity  due  to  prematurity  (820  Gm.),  with 
no  congenital  abnormalities. 

Comment 

In  this  case  of  fetus  acardius  myelacephalus,  the 
development  of  the  fetus  stopped  at  an  early  stage 
as  evidenced  by  the  degree  of  tissue  organization. 
The  absence  of  cardiac  tissue  in  both  monsters  in- 
dicates that  the  monstrous  fetus  depends  on  its  blood 
supply  from  the  “normal”  fetus  that  is  usually  de- 
veloping uneventfully  and  getting  all  its  required 
blood  flow,  thereby  jeopardizing  the  affected  fetus. 

The  abnormal  anastomosis  between  the  artery  and 
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FIGURE  3.  Gross  appearance  of  placenta  (A)  with  umbilical 
cord  stump  of  normal  fetus,  and  (B  and  C)  two  cord  stumps 
of  the  acardius  myelacephalus  monsters. 

vein  and  between  these  vessels  and  the  umbilical 
vessels  of  the  normal  fetus  would  explain  the  anoxia 
that  affects  the  growth  of  the  monstrous  fetus.2-3 
Fusion  of  two  umbilical  arteries  may  enable  a 
blighted  ovum  to  survive,  thus  producing  a mon- 
strous fetus.6 

The  abnormal  implantation  of  the  ovum  in  the 
decidua  capsularis  or  vera  with  poor  blood  supply  is 
another  theory  that  might  explain  the  poor  blood 
supply  to  the  monster.4 

The  absence  of  a heart  in  these  monstrous  twins 
is  evidence  of  a primary  failure  of  cardiac  develop- 
ment rather  than  a secondary  degeneration  of  the 
heart.  In  support  of  this  is  the  absence  of  such 
structures  as  the  liver  and  thyroid,  both  of  which 
appear  to  be  dependent  on  the  fusion  of  the  cardiac 
primordia.’’-8 

The  possibility  of  chromosomal  abnormality  as  an 
etiologic  factor  in  these  acardiac  fetuses  has  been 
described  by  Turpin  et  al.10  The  phenomenon  of 
heterokaryotypic  monzygosity  would  explain  gross 
chromosomal  abnormalities  in  one  of  monovular 
twins  by  the  process  of  postzygotic  nondisjunction.10 
Trisomy  for  C and  G group  chromosomes  has  been 
reported  in  acardiac  monsters.11-12 

The  chromosomal  picture  in  these  monsters  could 
be  significant  in  the  future  prognosis  of  the  patient 
regarding  recurrence  of  the  abnormality.  It  is  not 
known  w'hether  the  chromosomal  abnormality  is  a 
rare  or  common  finding,  since  usually  these  cases  are 
not  in  a suitable  condition  for  karyotyping  after  their 
delivery.  Since  there  is  a theoretic  25-fold  increased 
chance  of  a second  monster  pregnancy,  if  such  con- 
dition is  suspected  prenatally,  arrangements  should 
be  made  for  karyotyping  to  answer  such  aspects  of 
the  problem.3 

Another  theory  is  the  immunologic  incompatibility 
of  the  affected  fetus.  This  theory  is  supported  by  the 
demonstration  of  extensive  perivascular  lymphocytic 
and  plasma-cell  infiltrates  in  the  acardiac  fetus.7 


This  suggests  that  the  acardiac  fetus  is  immunolog- 
ically  competent  and  reacting  to  foreign  substances 
or  metabolic  products  in  the  blood  received  from  the 
normal  twin;  this  might  represent  a rejection  phe- 
nomenon. 

Several  clinical  observations  have  been  made  of 
pregnancies  with  acardiac  monsters:  the  patient  is 
usually  a primigravida.  The  reported  prenatal 
complications  include  polyhydramnios,  dystocia, 
uterine  rupture,  postpartum  hemorrhage,  and  pre- 
mature labor.2-13-14  The  normal  twin  is  usually  born 
first.  The  umbilical  cord  of  the  monster  has  one 
artery  and  one  vein  in  most  cases.2  In  our  case,  the 
larger  monster  had  an  umbilical  cord  with  three 
blood  vessels;  the  smaller  had  two  blood  vessels. 

In  most  reported  cases,  the  patients  have  had  few 
prenatal  problems.  This  is  logical,  since  the  other 
twin  is  usually  normal  and  healthy,  but  we  should  be 
aware  that  environmental  factors  with  genetic  pre- 
disposition might  play  a role.  In  the  case  presented 
here,  the  patient  was  on  several  medications,  in- 
cluding promethiazine  hydrochloride  and  brom- 
pheniramine combination,  and  she  was  exposed  to 
full-mouth  roentgenograms  during  early  pregnancy. 
What  role  these  medications  and  irradiation  could 
have  in  the  etiology  of  the  acardiac  fetus  is  a difficult 
question  to  answer  at  the  present  time. 

Department  of  Obstetrics  and  Gynecology 
Upstate  Medical  Center 
766  Irving  Avenue 
Syracuse,  New  York  13210 
DR.  BADAWY 

References 

1.  Benedetti,  A.:  De  Singulis  Corpori  Humani  Morbis  A 
Capite  A Pedis,  Venetiis,  In  officinia  Lucaeantonni  .Juntae, 
1533. 

2.  Wylin,  R.:  Acardiac  monster  in  a triplet  pregnancy,  J. 
Reprod.  Med.  6:  270  (1971). 

3.  Napolitani,  F.  D.,  and  Schreiber,  I.:  The  acardiac  monster. 
A review  of  the  world  literature  and  presentation  of  2 cases,  Am. 
J.  Obst.  & Gynec.  80:  582  (1960). 

4.  Gillim,  D.  L.,  and  Hendricks,  C.  H.:  Holoacardius,  Obst. 
& Gynec.  2:  647  (1953). 

5.  Yoshihara.  H.,  and  Maisel,  M.:  An  acardiac  human  fetus, 
Anat.  Rec.  177:  209  (1973). 

6.  Alderman,  B.:  Foetus  acardius  amorphus,  Postgrad.  Med. 
J.  49:  102  (1973). 

7.  Wilson,  E.:  Holoacardius,  Obst.  & Gynec.  40:  740 

(1972). 

8.  Severn,  C.  B.,  and  Holyoke,  E.  A.:  Human  acardiac 

anomalies,  Am.  J.  Obst.  & Gynec.  1 16: 358  ( 1973). 

9.  Verstergaard,  P.:  Triplets  pregnancy  with  a normal  foetus 
and  a dicephalus  dibrachius  sirenomelus,  Acta  obst.  et  gynec. 
scandinav.  51:  93  (1972). 

10.  Turpin,  R.,  et  al.:  [Presumption  of  monozygotism  in  spite 
of  a sexual  dimorphism:  XY  male  subjects  and  haploid  X neuter 
subject],  Compt.  Rendus.  Acad.  Sc.  (Par.)  252:  2945  (1961) 
(Fr.). 

11.  Turpin,  R.,  Bocquet,  L.,  and  Grasset,  J.:  Etude  d’un 
couple  monozygote:  fille  normale — monstre  acardiaque  feminin. 
Considerations  anatomo-pathologiques  et  cytogen  etiques,  Ann. 
Genet.  10:  107  (1967). 

12.  Scott,  J.  M.,  and  Ferguson-Smith,  M.  A.:  Heterokary- 
otypic monozygotic  twins  and  the  acardiac  monster,  J.  Obst. 
Gynaecol.  Br.  Commonw.  80:  52  (1973). 

13.  Das,  K.:  Acardius  anceps,  J.  Obst.  & Gvnaec.  Brit.  Emp. 
2:341  (1902). 

14.  Fielding,  W.  L.,  and  Kvitka,  L.:  Intrapartum  uterine 
rupture  with  an  acardius  amorphus  second  twin:  report  of  a case, 
Obst.  & Gynec.  10:  313  (1957). 


February  1979/New  York  State  Journal  of  Medicine  247 


Uremic  Ileus 


Uremia  presenting  colonic  obstruction 


RICHARD  B.  RUBENSTEIN,  M.D.a 

New  York  City 

JOHN  LANTZ,  M.D.b 

New  York  City 

KENNETH  STEVENS,  M.S.C 

New  York  City 

IAN  A.  SPIRA,  M.D.d 

New  York  City 

From  the  Beth  Israel  Medical  Center  and  the  Mount  Sinai  School 
of  Medicine. 

a Chief  Surgical  Resident,  Department  of  Surgery. 
b Physician  in  Charge  of  Renal  Dialysis  and  Associate 
Attending,  Department  of  Medicine. 
c Medical  Student. 

d Associate  Attending,  Department  of  Surgery. 


Colonic  ileus  was  originally  discussed  in  1896  by 
Murphy,1  and  subsequently  has  been  described  in 
the  literature  under  a variety  of  names.  It  has  been 
termed  idiopathic  large-bowel  obstruction,2  Ogilvie’s 
syndrome,3-4  colonic  pseudo-obstruction,5  and  spastic 
ileus.6  The  multiple  titles  applied  to  this  disorder 
reflect  a lack  of  consensus  with  respect  to  the  etiology 
of  the  condition.7 

The  symptoms,  clinically  and  radiologically,  may 
resemble  a mechanical  colonic  obstruction.  Patients 
present  signs  of  crampy  abdominal  pain,  increasing 
abdominal  distention,  vomiting,  and  constipation  or 
diarrhea.  Examination  reveals  a distended  abdo- 
men, with  normal  to  hyperactive  bowel  sounds. 
Roentgenographic  examination  of  the  abdomen 
shows  a distended  colon,  often  with  air-fluid  levels.8 
Spontaneous  cecal  rupture  can  occur  when  the  dis- 
tention is  marked.9’10 

Uremia  or  azotemia  has  previously  been  implicated 
in  association  with  colonic  ileus.  Stephens11  re- 
ported four  such  cases.  All  had  an  elevated  blood 
urea  nitrogen  ranging  from  54  to  336  mg.  per  100  ml., 
and  each  underwent  a laparotomy  which  revealed  no 
mechanically  obstructing  lesion.  Stephens11  con- 
cluded that  a metabolic  disturbance  from  the  im- 
paired renal  function  had  produced  the  ileus.  The 
mechanism,  however,  was  not  clear.  Caves  and 
Crockard5  subsequently  reported  four  such  cases 
where  the  blood  urea  nitrogen  ranged  from  58  to  103 
mg.  per  100  ml.  Here,  again,  each  patient  underwent 
exploratory  laparotomy.  In  one  case  a gangrenous 
gallbladder  was  found,  but  the  other  three  yielded  no 
visible  etiology  for  the  colonic  distention.  Caves  and 
Crockard5  concluded  that  the  azotemia  was  on  a 
prerenal  basis,  and  hypothesized  that  metabolic 
disturbances  may  have  contributed  to  the  ileus,  al- 


though its  “importance  has  been  overempha- 
sized.” 

We  wish  to  report  a case  of  colonic  ileus  resulting 
from  renal  failure  and  not  associated  with  any  sig- 
nificant detectable  electrolyte  disturbance. 

Case  report 

A 42-year-old  black  male,  was  seen  in  our  emer- 
gency room  with  a four-day  history  of  abdominal 
distention.  During  that  time  he  had  had  no  bowel 
movement  and  no  vomiting.  He  was  lethargic  on 
admission.  There  was  no  prior  history  of  cardio- 
vascular or  renal  disease,  nor  was  he  taking  any 
medication.  Examination  revealed  a blood  pressure 
of  190/130,  pulse  of  80,  and  temperature  of  98.6°F. 
There  was  a grade  II/VI  systolic  murmur.  The 
abdomen  was  markedly  distended,  with  normal  ac- 
tive bowel  sounds.  There  was  diffuse  mild  abdom- 
inal tenderness,  but  no  rebound  tenderness. 

Laboratory  data  revealed  a blood  urea  nitrogen  of 
152  mg.  per  100  ml.  with  normal  electrolytes,  in- 
cluding a potassium  of  4.4  mEq.  per  liter,  a serum 
bicarbonate  of  22  mEq.  per  liter,  and  a normal  serum 
magnesium.  The  calcium  was  6.6  mg.,  inorganic 
phosphorus  was  6 mg.,  and  the  serum  albumin  was 
2.4  Gm.  per  100  ml.  A urinalysis  showed  2 plus  al- 
buminuria, and  a blood  gas  examination  revealed  a 
partial  carbon  dioxide  pressure  of  30  mm.  Hg  with 
a pH  of  7.48. 

Roentgenographic  examination  of  the  abdomen 
revealed  a markedly  distended  colon,  with  air  in  the 
rectum  (Fig.  1).  An  emergency  barium  enema  ex- 
amination showed  no  obstructing  lesion. 

Treatment  included  nasogastric  aspiration,  in- 
termittent rectal  intubation,  and  intravenous  fluids. 
However,  there  was  no  improvement  in  the  patient’s 
abdominal  status,  and  he  remained  oliguric. 
Emergency  hemodialysis  was  performed  24  hours 
following  admission,  at  which  point  the  creatinine 
was  12  mg.  per  100  ml.  Shortly  thereafter,  the  ab- 
dominal distention  spontaneously  resolved,  con- 
comitant with  a decrease  in  the  blood  urea  nitro- 
gen. 

Studies  revealed  that  the  renal  condition  was 
endstage  and  that  maintenance  hemodialysis  would 
be  required.  Two  years  later  the  patient  was  doing 
well,  was  maintained  on  outpatient  hemodialysis,  and 
had  not  suffered  any  gastrointestinal  abnormalities 
during  this  time. 

Comment 

The  common  basis  for  all  cases  of  colonic  ileus 
appears  to  be  a disturbance  of  the  normal  neuro- 
muscular activity  of  the  intestinal  smooth  muscle. 
Normal  intestinal  tone  and  peristalsis  depend  on  a 
balance  between  the  sympathetic  and  parasympa- 
thetic stimuli,  as  well  as  on  local  hormone  receptor 
effects.  Motility  dysfunction  can  result  when  there 
is  a disturbance  of  any  of  these  systems.  Multiple 
hypotheses  exist  as  to  how  the  neuromuscular  dis- 


248  New  York  State  Journal  of  Medicine/February  1979 


FIGURE  1.  Admission  abdominal  roentgenogram  showing 
massive  colonic  distention. 


turbance  comes  about;  however,  none  has  yet  been 
proved.  An  etiologic  classification  for  colonic  ileus 
is  shown  as  follows: 

I.  Metabolic 
Uremia 
Hypokalemia 
Hypomagnesemia 
Pheochromocytoma 

II.  Drug  induced 

Ganglionic  blocking  agents  (such  as  hexame- 
thonium) 

Morphine,  codeine,  meperedine  hydrochloride 
(Demerol),  or  methadone 
Drug  addiction  (heroin) 

Lead  poisoning 

III.  Infectious  and  inflammatory 

Lumbar  disk  herniation 
Myelitis 

Spinal  cord  lesion 
Ulcerative  colitis 
Ischemia  or  hypoxia 

Retroperitoneal  tumor  or  inflammatory  pro- 
cess 

Adjacent  inflammatory  disease  (such  as  pan- 
creatitis, cholecystitis,  pneumonitis) 

IV.  Traumatic 

Spine  trauma  (such  as  fracture) 

Pelvic  trauma  (such  as  fracture) 

Postoperative  ileus 

V.  Obstetrical 

Pregnancy 
Cesarean  section 

The  following  laboratory  studies  should  be  rou- 
tinely obtained:  (1)  upright  and  supine  abdominal 
x-ray  films;  (2)  chest  x-ray  film;  (3)  complete  blood 


count;  (4)  electrolytes,  glucose,  and  blood  urea  ni- 
trogen; (5)  urinalysis;  and  (6)  stool  for  occult  blood. 
A barium  or  diatrizoate  meglumine  and  diatrizoate 
sodium  solution  (Gastrografin)  enema  should  be 
seriously  considered.  'Phis  study  may  define  the 
level  of  any  obstructions,  if  present,  or  show  free  flow 
of  the  contrast  material.  If  any  renal  disease  or 
electrolyte  imbalance  is  observed,  further  renal 
evaluation,  as  well  as  serum  magnesium  and  calcium 
levels,  is  indicated. 

Correction  of  the  underlying  cause,  if  known  and 
when  possible,  should  be  initiated.  Intravenous  fluid 
with  electrolyte  replacement  and  nasogastric  aspi- 
ration should  begin  immediately.  A long  tube  is  not 
necessary.  The  risk  of  cecal  rupture  is  always  pos- 
sible and,  whenever  deemed  likely  to  occur,  a tube 
cecostomy  or  colostomy  should  be  performed. 

In  the  case  presented,  we  were  able  to  avoid  an 
unnecessary  laparotomy  in  a high-risk  patient.  The 
proper  diagnosis  was  made  because  the  protocol  de- 
scribed was  followed.  The  abdominal  x-ray  film  did 
not  show  a cutoff;  gas  was  present  into  the  rectum. 
The  blood  urea  nitrogen  was  markedly  elevated;  al- 
buminuria and  hypertension  were  present.  The 
negative  finding  on  barium  enema  was  diagnostic. 

Conclusion 

Uremia  is  frequently  associated  with  electrolyte 
disturbances  which  may  in  themselves  produce  ileus; 
thus,  its  etiology  is  unclear.  As  illustrated  by  our 
case,  acute  uremia  may  produce  a colonic  ileus. 
When  the  condition  arises,  it  is  essential  to  realize 
that  the  colonic  distention  is  metabolically  induced 
rather  than  based  on  mechanical  obstruction.  This 
information  will  alert  the  physician  to  treat  the 
metabolic  derangements  vigorously,  thus  eliminating 
consideration  of  surgical  intervention. 

Department  of  Surgery 
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Lymphangiomyoma  is  a rare  tumor  of  lymphatics 
and  lymph  nodes  and  was  first  described  in  detail  by 
Cornog  and  Enterline  in  1966.1  When  diffuse  in- 
volvement of  the  lungs  or  lymph  nodes  occurs,  the 
term  lymphangiomyomatosis  is  used.  Although  the 
pathologic,  clinical,  and  radiographic  features  of  this 
condition  have  recently  been  reported,  no  case,  to  our 
knowledge,  has  been  correctly  diagnosed  prior  to 
surgery  or  autopsy.2’3  We  wish  to  present  the  first 
case  in  which,  because  of  the  presence  of  typical 
clinical  and  radiographic  findings,  a correct  preop- 
erative diagnosis  of  lymphangiomyomatosis  was 
made. 


Case  report 

A 45-year-old  white  female  was  admitted  to  the 
Maimonides  Hospital  and  Medical  Center  in  March, 
1975,  because  of  increasing  dyspnea,  bilateral  chy- 
lothorax,  and  chylous  ascites. 

The  patient’s  pertinent  medical  history  dates  back 
to  1961  when,  at  the  age  of  32,  a large  retroperitoneal 
mass  was  removed  en  bloc  with  the  right  kidney.  At 
that  time,  chyle  was  noted  to  be  oozing  from  the 
mass.  The  diagnosis  was  liposarcoma  with  retro- 
peritoneal invasion,  the  primary  site  presumed  to  be 
the  kidney.  Because  of  incomplete  removal,  a course 
of  radiotherapy  was  given  to  the  tumor  bed.  Two 
years  later,  in  1963,  exertional  dyspnea  ensued  and 
chest  radiography  showed  a right  pleural  effusion 
which  was  found  to  be  chylous  in  nature.  The  per- 
sistent effusion  resulted  in  numerous  hospital  ad- 
missions for  thoracentesis  and  prompted  many 
metastatic  work-ups.  In  1973,  an  interstitial  pattern 
was  evident  on  chest  x-ray  film,  and  bilateral  chylous 
effusions  were  noted. 

On  this  last  admission,  because  of  severe  dyspnea 
due  to  large  bilateral  effusions,  a search  for  meta- 
static disease  was  again  not  fruitful.  Routine  labo- 
ratory tests  results  were  within  normal  limits.  The 
blood  gases  were  abnormal  with  a pH  of  7.35,  an 
oxygen  pressure  of  67  percent,  and  a partial  carbon 
dioxide  pressure  of  56  percent.  In  addition,  the 
pulmonary  functions  revealed  a vital  capacity  of  0.8 
L.  (23  percent),  and  forced  expiratory  volume  of  75 
percent  (0.6  L.).  Chest  radiographs  revealed  bilat- 
eral pleural  effusions,  greater  on  the  right  side  than 
on  the  left,  and  there  were  bilateral  interstitial 
changes  present,  mainly  confined  to  the  lung  bases. 
Also,  there  were  many  cystic  areas  noted  at  both  lung 
bases  (Fig.  1).  Bipedal  lymphangiography,  per- 


FIGURE  1 . Chest  radiographs.  (A)  Posteror-anterior  view.  (B)  Lateral  view.  Extensive  interstitial  pattern  in  both  lung  bases. 
Note  cystic  areas  mainly  in  lower  lobes,  greater  on  right.  Pleural  effusions  chylous  in  nature. 
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FIGURE  2.  Lymphangiogram  24  hours  after  filling  phase 
shows  extensive  cystic  collections  of  oily  contrast  medium 
in  right  iliac  group  of  lymphatics.  Note  extravasation  of 
contrast  into  pelvic  spaces.  Filling  phase  showed  obstruc- 
tion to  flow  of  contrast  material  at  lower  lumbar  region. 

formed  to  see  if  a cause  could  be  found  for  the  chylous 
ascites  and  pleural  effusions,  showed  obstruction  to 
the  normal  flow  of  lymphatics  in  the  iliac  chain 
during  the  filling  phase,  and  cystic  collections  of 
contrast  material  resulted  during  the  storage  phase 
of  the  examination  (Fig.  2).  On  the  basis  of  the 
clinical  symptoms  and  the  overall  radiographic  pic- 
ture, a diagnosis  of  pulmonary  and  retroperitoneal 
lymphangiomyomatosis  was  suggested  to  the  at- 
tending physician.  Several  weeks  later,  the  patient 
was  referred  to  another  institution  where  pleural 
symphysis  of  the  right  lung  was  performed,  and 
open-lung  biopsy  confirmed  our  diagnosis.  Micro- 
scopically, the  pathologist  saw  endothelial-lined 
clefts  separated  from  each  other  and  rimmed  by  short 
fascicles  of  immature  smooth  muscle  bundles  seen 
best  on  trichrome  stain  (Fig.  3).  Furthermore,  a 
review  of  the  surgical  slides  of  1961  showed  that 
lymphangiomyoma  was  present  in  the  retroperito- 
neal mass,  and  that  the  right  renal  tumor  was  an 
angiomyolipoma,  not  liposarcoma  as  originally  re- 
ported. Since  pleural  symphysis,  our  patient  has 
been  followed  for  over  a period  of  one  year  and  has 
done  remarkably  well.  Her  dyspnea  has  improved, 
and  her  ascites  has  subsided  substantially. 

Roentgenographic  features 

Lung  changes  are  frequently  seen  in  pulmonary 
lymphangiomyomatosis.  Silverstein  et  al.,3  in  re- 
viewing 32  cases  reported  in  the  literature,  found  that 
26  patients  had  lung  changes  seen  on  chest  radio- 
graphs. These  lung  changes  have  been  fully  de- 
scribed by  Miller,  Cornog,  and  Sullivan2  as  mainly 
an  interstitial  pattern  ranging  from  a reticular,  to 
nodular,  to  a frankly  cystic  pattern.  Chylothorax 


FIGURE  3.  Microscopic  section  from  open  lung  biopsy 
shows  immature  spindle-shaped  smooth  muscle  cells  in  cord 
formation.  Clefts  between  cords  of  cells  lined  with  mature 
endothelium. 


was  commonly  present  in  additon  to  the  interstitial 
changes.  When  cystic  lung  changes  are  prominent, 
spontaneous  pneumothoraces  can  be  a common 
finding.  The  interstitial  lung  changes  are  believed 
to  be  due  to  the  proliferation  of  lymphangiomatous 
tissues  within  the  interstitium  of  the  lung  and  around 
the  peribronchial  and  perivascular  tissues.  The 
chylous  effusions  are  believed  to  be  the  result  of  ob- 
struction of  normal  flow  of  lymph  by  the  harmarto- 
matous  growths.  Mediastinal  lymphangiomatous 
tissues  are  rarely  seen  on  routine  chest  radiographs 
but,  on  occasion,  when  grossly  enlarged,  can  present 
as  a mediastinal  mass.4  Retroperitoneally,  these 
masses  can  become  large  enough  to  be  detectable  by 
intravenous  urography  and,  therefore,  this  test 
should  be  a part  of  the  routine  radiologic  work-up  for 
this  condition.  Although  lymphography  is  relatively 
contraindicated  in  patients  with  severe  respiratory 
compromise,  this  examination  can  be  performed,  if 
due  care  is  exercised,  and  may  be  diagnostic.  A re- 
view of  several  published  lymphangiograms  per- 
formed for  this  condition  showed  almost  identical 
features  to  ours.5-6 

Comment 

Lymphangiomyomatosis  is  considered  to  be  ha- 
martomatous  in  origin  and  not  a true  neoplasm.  The 
tumors  have  a predilection  for  occurring  in  the  lungs 
and  mediastinal  and  retroperitoneal  lymph  nodes. 
Originally  described  as  lymphangiopericytoma  by 
Enterline  and  Roberts  in  1955, 7 the  term  “lym- 
phangiomyoma” was  deemed  more  appropriate  in 
1966  by  Cornog  and  Enterline1  who  reported  on  6 
personal  cases  and  reviewed  an  additional  14  cases 
described  by  various  authors. 

When  lymph  nodes  are  affected,  these  tumors 
appear  as  greyish  to  pinkish  masses  of  varying  sizes 
which,  when  cut,  ooze  chyle.  Microscopically,  there 
is  widespread  perilymphatic  immature  smooth 
muscle  cell  proliferation.  These  cells  develop  a 
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cord-like  formation,  having  clefts  which  separate 
them.  These  clefts  are  lined  by  mature  endothelium 
(Fig.  3).  Although  lung  involvement  does  not  result 
in  gross  visible  masses  as  when  lymph  nodes  are  in- 
volved, the  histologic  pattern  is  similar. 

Clinically,  lymphangiomyomatosis  is  a distinct 
syndrome  affecting  females  in  their  third  to  fourth 
decades  of  life.8  A triad  of  progressive  dyspnea,  in- 
terstitial lung  disease,  and  chvlothorax  is  the  usual 
mode  of  presentation.  Spontaneous  pneumothorax 
is  also  common,  particularly  when  interstitial  lung 
changes  are  present.  Involvement  of  the  lungs 
usually  results  in  progressive  deterioration  of  pul- 
monary functions  and  respiratory  death,  the  average 
time  of  survival  being  four  years  from  the  onset  of 
dyspnea.  Obviously  long-term  survival  is  not  un- 
usual if  only  isolated  mediastinal  or  retroperitoneal 
masses  are  present. 

Although  the  causes  of  chylous  effusions  are 
many,9  in  clinical  practice  it  is  usually  secondary  to 
such  conditions  as  lymphoma,  metastatic  disease, 
tuberculosis,  or  laceration  of  the  thoracic  duct.  If 
these  conditions  can  be  excluded,  then  a diagnosis  of 
lymphangiomyomatosis  should  be  entertained, 
particularly  when  the  chylothorax  is  found  in  a young 
female.  If  retroperitoneal  disease  is  suspected  as 
well,  then  a carefully  monitored  bipedal  lymphog- 
raphy may  be  diagnostic,  as  was  true  in  our  case.  It 
should  be  stressed  that  fluoroscopic  control  of  the 
initial  flow  of  oily  contrast  medium  (Ethiodol)  should 
be  performed  to  make  certain  there  is  no  lymphati- 
covenous  fistula  present,  as  has  been  reported  by 
Collard  et  al.5  Also,  only  a small  amount  of  contrast 
material  should  be  used  to  prevent  further  compro- 
mise of  respiratory  functions  by  the  oily  emboli. 

Even  though  our  patient  did  not  have  any  of  the 
major  stigmata  of  tuberous  sclerosis  such  as  seizures, 
adenoma  sebaceum,  or  mental  retardation,  she  did 
have  an  angiomyolipoma  of  the  kidney,  and  the 
possibility  exists  that  she  may  have  a forme  fruste  of 
this  disease.  This  is  important  because  some  authors 
have  suggested  that  lymphangiomyomatosis  may  just 
represent  a spectrum  of  tuberous  sclerosis.1-3’6 

The  most  efficacious  mode  of  therapy  seems  to  be 
surgical  extirpation  of  the  mediastinal  lymphangio- 
mas, if  present,  and  toward  the  relief  of  the  bother- 


some chylous  effusions  by  such  procedures  as  pleural 
symphysis  and  ligation  of  the  thoracic  duct. 
Whether  or  not  such  therapies  can  prolong  survival 
is  speculative  at  this  time.  Our  patient  responded 
favorably  to  pleural  symphysis,  and,  therefore,  a 
correct  and  prompt  diagnosis  of  this  condition  is 
important,  not  only  to  prevent  unnecessary  work- 
ups, but  also  toward  surgical  relief  of  distressful 
symptoms. 

Conclusion 

Although  rare,  pulmonary  and  retroperitoneal 
lymphangiomyomatosis  should  be  suspected  in  a 
female  patient  who  presents  radiographic  features 
of  interstitial  lung  disease  associated  with  chylo- 
thorax. Pedal  lymphangiography  may  demonstrate 
retroperitoneal  involvement. 

Department  of  Radiology 
Maimonides  Medical  Center 
4802  Tenth  Avenue 
Brooklyn,  N.  Y.  11219 
(DR.  CHEW) 
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Acute  Cholecystitis 

With  situs  inversus 


complete  situs  inversus  may  not  always  be  present, 
and  frequently  multiple  intraabdominal  anomalies 
may  occur.1  Appendicitis  is  the  surgical  condition 
most  often  reported  in  patients  with  situs  inversus. 
The  position  of  the  appendix  is  variable,  and  the 
abdominal  pain  may  he  referred  to  the  left  lower, 
right  lower,  or,  infrequently,  the  left  upper  quad- 
rant.2-3 In  cholecystitis  the  pain  is  usually  in  the  left 
upper  quadrant,  but  may  occasionally  be  referred  to 
the  right  upper  quadrant.2,4  Preoperative  localiza- 
tion of  the  abdominal  viscera  is  therefore  essential 
in  the  differential  diagnosis  of  the  acute  abdominal 
condition  in  the  patient  with  dextrocardia. 
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The  diagnosis  and  treatment  of  surgical  disease  in 
the  patient  with  dextrocardia  is  complicated  because 


Case  report 

A 17-year-old  male  with  known  dextrocardia  was 
admitted  with  an  18-hour  history  of  left  upper 
quadrant  abdominal  pain  associated  with  fever, 
nausea,  vomiting,  and  diarrhea.  The  physical  ex- 
amination revealed  slight  dehydration  and  a rectal 
temperature  of  38.5°C.  The  patient  was  not  icteric, 
the  heart  sounds  were  louder  on  the  right  side,  and 
liver  dullness  was  present  on  the  left.  The  abdomen 
was  moderately  distended,  with  diffuse  tenderness, 
guarding  and  rebound,  and  worse  in  the  left  upper 
quadrant.  The  bowel  sounds  were  hypoactive,  and 
rectal  examination  disclosed  nothing  remarkable. 


FIGURE  1.  (A)  Plain  film  of  abdomen  showing  stomach  in  right  upper  quadrant  and  presence  of  ileus  pattern.  (B)  Upper 

gastrointestinal  series  showing  compression  of  postapical  portion  of  duodenum  by  gallbladder. 
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The  hemoglobin  was  12.5  Gm.  per  100  ml.,  hemato- 
crit 37,  white  blood-cell  count  10,300  per  cubic  mil- 
limeter, with  a shift  to  the  left.  The  erythrocyte 
sedimentation  rate  was  12  mm.  per  hour;  the  serum 
electrolytes  and  amylase  were  within  normal  limits, 
as  were  the  bilirubin,  serum  glutamic  oxaloacetic 
transaminase  (SGOT),  and  alkaline  phosphatase. 
Urinalysis  findings  were  unremarkable.  The  chest 
x-ray  film  revealed  dextrocardia.  Abdominal  films 
showed  the  gastric  shadow  to  be  in  the  right  upper 
quadrant,  and  revealed  the  presence  of  an  ileus  pat- 
tern (Fig.  1A).  An  upper  gastrointestinal  series  using 
meglucamine  diatrizoate  (Gastrografin)  showed 
spasm  and  extrinsic  compression  of  the  postapical 
portion  of  the  duodenum,  suggestive  of  gallbladder 
disease  (Fig.  IB).  The  study  showed  complete 
transposition  of  the  stomach  and  intestines,  the 
cecum  was  in  the  left  lower  quadrant,  and  the  ap- 
pendix was  not  visualized.  The  diagnosis  of  acute 
cholecystitis  was  made,  but  the  possibility  of  acute 
appendicitis  could  not  be  entirely  ruled  out.  At 
surgery,  complete  transposition  of  the  viscera  was 
found.  The  gallbladder  was  acutely  inflamed  with 
early  gangrenous  changes  present.  It  contained 
multiple  pigmented  stones.  The  appendix  was 
normal,  and  the  spleen  was  not  enlarged.  A chole- 
cystectomy and  appendectomy  were  performed,  and 
the  patient  recovered  without  complications. 
Postoperative  hematologic  studies  revealed  a glu- 
cose-6-phosphate  dehydrogenase  (G-6-PD)  defi- 
ciency. There  was  no  past  history  of  anemia  or  drug 
ingestion,  or  any  evidence  of  hemolysis.  The  patient 
made  an  uneventful  recovery  and  was  discharged  on 
the  twelfth  postoperative  day. 

Comment 

Although  chronic  hemolysis  can  contribute  to  the 
formation  of  biliary  calculi,  it  is  unclear  whether  or 
not  the  glucose-6-phosphate  dehydrogenase  defi- 
ciency in  this  patient  was  a predisposing  factor  in  the 


presence  of  cholelithiasis  and  subsequent  cholecys- 
titis. The  serum  hemoglobin  was  normal,  and  there 
was  no  history  of  previous  hemolysis.  Chemical 
analysis  of  the  gallstones  was  not  performed. 

Since  dextrocardia  is  not  always  associated  with 
complete  situs  inversus,  and  frequently  other  ab- 
dominal anomalies  may  be  present,  these  patients  are 
an  especially  difficult  diagnostic  problem  when  they 
present  an  acute  abdominal  condition.  In  addition, 
the  variability  of  the  location  of  abdominal  pain  in 
the  presence  of  situs  inversus  complicates  the  picture 
even  more. 

Smith,  Jacquet,  and  Virgilio3  have  suggested  that 
a barium  enema  be  performed  to  locate  the  cecum  if 
appendicitis  is  suspected.  This,  however,  is  of  lim- 
ited value  when  diffuse  abdominal  pain  is  present 
because  the  appendix  frequently  does  not  fill  in  the 
absence  of  appendicitis.5  When  the  diagnosis  is 
uncertain,  a gastrointestinal  series  with  water-soluble 
contrast  material  is  more  helpful.  It  outlines  the 
position  of  the  stomach,  duodenum,  ligament  of 
Treitz,  and  colon,  and  often  provides  additional  in- 
formation that  helps  the  surgeon  arrive  at  the  correct 
diagnosis. 

Department  of  Surgery 
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Radiofrequency  capacitor-induced  stimulation  of 
the  thoracic  spinal  cord  for  amelioration  of  the 
symptoms  and  signs  in  patients  with  multiple  scle- 
rosis was  first  employed  in  1970  and  reported  in 
1973.1  At  that  time  it  was  indicated  that  voluntary 
motor  function  was  capable  of  restoration  in  varying 
degrees.  This  affected  the  lower  limbs  and  also  more 
rostral  structures.  The  type  of  restoration  of  vol- 
untary motor  function  was  that  necessitating  synergy 
and  so,  indeed,  physiologic  mechanisms  subserving 
facilitation,  inhibition,  and  reciprocal  innervation 
were  reconstituted.  Clinically,  urinary  bladder 
dysfunction  was  also  modified  favorably.  By  cys- 
tometry, a bladder  exhibiting  a small  capacity,  un- 
inhibited contractions,  and  a tonic  sphincter,  was 
converted  to  one  of  larger  capacity,  with  fewer  or  no 
uninhibited  contractions,  and  one  in  which  appro- 
priate relaxation  of  the  somatic  sphincter  mechanism 
occurred.  Variations  of  this  extreme  state  and  the 
so-called  sensory  bladder  were  also  improved.  In  all, 
it  was  quite  evident  that  with  thoracic  spinal-cord 
stimulation,  a central  process  of  more  balanced  fa- 
cilitation and  appropriate  inhibition  was  restored. 

At  present,  we  have  made  observations  in  over  40 
patients  with  multiple  sclerosis,  employing  the  usual 
cystometric  techniques  and  electromyographic  ex- 
amination of  the  anal  sphincter.  The  results  in  these 
patients  are  to  be  reported  elsewhere.2  The  purpose 
of  this  communication  is  to  record  in  a single  patient 
with  multiple  sclerosis  and  urinary  retention,  due  to 
a spastic  sphincter,  the  induction  by  upper  thoracic 
spinal-cord  stimulation  of  inhibition  of  the  tonic 
activity  of  the  somatic  sphincter  associated  with 


voluntary  initiation  and  maintenance  of  voiding.3 
Withdrawal  of  stimulation  reversed  the  process,  and 
reinvocation  of  stimulation  permitted  the  return  of 
inhibition  of  the  somatic  sphincter  with  the  desire  to 
void.  This  has  been  seen  in  varying  degrees  in  a 
great  number  of  patients,  but  the  following  example 
will  vividly  document  the  phenomenon. 

Case  report 

A 26-year-old  female,  in  May,  1970,  two  weeks 
after  a normal  pregnancy  (spontaneous  delivery),  was 
first  aware  of  low  back  pain  and  weakness  of  the  right 
upper  arm.  She  had  noted  inability  to  hold  objects, 
and  there  had  been  a change  in  her  handwriting. 
Weakness  of  her  right  foot  was  evident  at  times  when 
walking.  A mild  intention  tremor  was  present  in  the 
right  arm. 

Examination  at  this  time  disclosed  questionable 
hemihypalgesia  on  the  right  side,  mild  bilateral  hy- 
perreflexia  in  the  lower  extremities,  and  a question- 
able Babinski’s  sign  on  the  left  side.  There  were  no 
other  abnormalities.  Brain  scan,  electroencepha- 
logram, and  cervical  thoracic  myelogram  findings 
were  normal. 

Over  a period  of  eight  months,  improvement  oc- 
curred so  that  she  was  able  to  perform  her  daily  ac- 
tivities and  return  to  work.  There  were  no  further 
symptoms  until  May,  1974,  when  paresthesias  were 
noted  in  the  right  hand.  In  March,  1975,  she  fell  in 
the  bathtub,  sustaining  an  injury  to  the  occiput  as- 
sociated with  transient  alteration  of  consciousness. 
Thereafter,  there  was  blurred  vision  which  gradually 
disappeared. 

In  April,  1975,  urinary  retention  appeared,  and 
intermittent  catheterization  was  instituted.  Ulti- 
mately, a Foley  catheter  was  necessary.  For  this 
reason  she  was  admitted  to  the  hospital. 

Physical  examination  indicated  the  patient  to  be 
alert,  oriented  as  to  space,  time,  and  person,  with 
normal  speech,  good  memory,  and  normal  mentation. 
There  was  mild  unsteadiness  during  walking. 

The  structures  subserved  by  the  cranial  nerves 
functioned  normally.  There  was  a slight  drift  of  the 
extended  right  arm  when  held  outstretched,  as  well 
as  difficulty  hopping  on  the  right  foot.  Muscle  tone 
and  muscle  power  were  normal,  with  no  wasting  or 
fasciculation  in  the  musculature.  Deep  muscle  re- 
flexes were  slightly  more  active  on  the  right  side, 
plantar  responses  were  extensor  bilaterally,  and  there 
was  slight  hypalgesia  over  the  right  side  of  the  body. 
There  were  no  other  abnormal  sensory  findings. 
Cerebellar  function  was  felt  to  be  intact  except  for  a 
mild  intention  tremor,  particularly  on  the  right  side. 
There  was  no  nystagmus,  the  superficial  abdominal 
reflexes  were  mildly  depressed,  and  pelvic  exami- 
nation disclosed  nothing  abnormal.  Routine  blood 
examinations  tested  out  normal.  Urinalysis  showed 
a minimal  number  of  white  blood  cells.  A urine 
culture  showed  less  than  10,000  microorganisms  per 
cubic  centimeter;  VDRL,  antinuclear  antibodies 
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PRE  STIMULATION 


POST  STIMULATION 


FIGURE  1 . Record  of  cystometrogram  and  electromyogram  of  anal  sphincter  demonstrating  inhibition  of  electrical  activity 
with  desire  to  void  after  spinal-cord  st-mulation. 


(ANA),  and  latex  fixation  results  were  all  within 
normal  limits  as  was  examination  of  the  spinal  fluid. 
X-ray  findings  of  the  skull,  cervical  spine,  and  brain 
scan  were  normal,  as  were  those  of  the  intravenous 
pyelogram.  Urologic  examination  disclosed  meatal 
stenosis  with  urethritis  and  trigonitis.  A cystome- 
trogram indicated  a bladder  without  uninhibited 
detrusor  contractions.  There  was  no  feeling  of 
fullness,  but  a feeling  of  pain  when  attempting  to 
void,  with  complete  inability  to  pass  urine.  Simul- 
taneous electromyographic  recordings  of  the  anal 
sphincter  and  cystometry  showed  a spastic  hyper- 
tonic sphincter  that  would  not  relax  on  attempts  to 
void  (Fig.  1.)  Because  of  our  experience  with  other 
patients  with  multiple  sclerosis  with  spinal-cord 
stimulation,  it  was  elected  to  use  stimulation  of  the 
spinal  cord  in  this  patient  with  the  hope  of  changing 
the  bladder  function  and  relieving  the  urinary  re- 
tention. 

Percutaneous  electrodes  were  inserted  at  the  sixth 
and  seventh  thoracic  vertebral  level  in  the  epidural 
space  (Fig.  2.)  Stimulation  was  started,  12  hours 
after  which  the  patient  voided  200  ml.  of  urine  vol- 
untarily, and  thereafter  she  voided  normally  in  re- 
sponse to  her  will,  with  complete  control.  The  cys- 
tometrogram and  electromyogram  (Teca)*  of  the 
anal  sphincter  were  repeated  after  stimulation.  Now 
there  was  appropriate  inhibition  of  the  somatic 
sphincter  (Fig.  3.) 

The  patient  returned  home  and  the  bladder 
functioned  normally,  as  long  as  stimulation  was 
present.  Several  months  later,  quite  suddenly, 
voiding  was  again  impossible.  Re-evaluation  indi- 
cated that  there  was  return  of  failure  to  inhibit  the 
sphincter  with  the  desire  to  void.  Roentgenograms 
of  the  spine  disclosed  that  the  implanted  electrodes 
had  moved.  The  electrodes  were  repositioned,  sat- 
isfactory stimulation  returned,  and  normal  voiding 
and  control  were  restored. 

* Teca  Corporation,  White  Plains,  New  York. 


One  year  later,  difficulty  with  urination  again 
reappeared,  and  an  opening  in  the  skin  at  the  site  of 
the  subcutaneous  electrodes  in  the  thoracic  area 
appeared.  The  electrodes  had  moved  and  were  ex- 
posed under  the  skin.  The  system  was  totally  re- 
moved, and  her  voiding  pattern  then  returned  to  its 


256  New  York  State  Journal  of  Medicine/February  1979 


VOID 


VOID 


FIGURE  3.  Tracings  of  electrical  activity  of  anal  sphincter 
made  on  Teca  electromyogram.  On  left  without  spinal-cord 
stimulation  there  is  persistent  repetitive  firing  with  desire  to 
void.  On  right,  activity  runs  from  markedly  depressed  to 
absent  with  presence  of  spinal-cord  stimulation  together  with 
desire  to  void.  (Calibrations  100  mv.,  amplitude  10  msec.) 

original  state.  A catheter  was  needed  again.  We  are 
now  awaiting  the  time  for  replacement  of  the  system 
when  the  danger  of  re-infection  has  passed. 

Comment 

The  lower  motor  neuron  pools  subserving  mictu- 
rition are  located  in  the  sacral  spinal  cord,  (second, 
third,  and  fourth  sacral  nerves).  These  neurons  are 
under  the  influence  of  segmental,  intersegmental, 
and  suprasegrhental  elements.  The  integrated  op- 
eration of  these  synaptic  pools  is  subject  to  facilita- 
tion and  inhibition  from  these  sources. 

A proper  balance  of  threshold  firing  of  appropriate 
neurons  permits  normal  micturition.  When  there 
is  dysfunction  in  the  peripheral  or  central  nervous 
system,  disorders  of  this  balance  occur.  The  latter 
condition  exists  in  patients  with  multiple  sclerosis. 
With  spinal-cord  stimulation,  the  induction  of  ap- 
propriate inhibition  of  a somatic  muscle  with  volition 
suggests  that  rostral  stimulation  has  in  some  manner 
altered  the  orchestration  of  appropriate  sacral  neu- 
rons and  interneurons  so  that  they  act  more  in  con- 
cert. The  hypertonic  spastic  bladder  associated  with 
upper  motor  lesions  can  be  considered  a hyperchol- 
inergic  phenomenon.  There  is  a response  to  stimuli 
(filling)  which  ordinarily  would  not  elicit  detrusor 
contractions  (uninhibited  contractions).  These  are 
a reflection  of  increased  cholinergic  activity  along 
visceral  motor  fibers  to  the  bladder.  This  may  be 
considered  a type  of  denervation  hypersensitivity 
centrally,  by  virtue  of  the  suprasegmental  lesion  or 
simply  by  withdrawal  of  appropriate  descending 
inhibition.  Associated  with  this,  there  is  the  inability 
to  inhibit  somatic  sphincter  musculature  by  the  will 
(voluntarily),  as  occurs  normally  with  the  desire  to 
void.  In  addition,  the  normal  synchronization  of  the 
visceral  somatic  relationships  is  not  operative.  The 
creation  of  an  electrical  field  about  the  upper  thoracic 
cord  reverses  this,  as  demonstrated  in  this  patient. 
Indeed,  it  is  only  during  spinal-cord  stimulation  that 
the  will  to  void  permits  inhibition  of  the  sphincter. 
Without  the  presence  of  stimulation,  there  is  urinary 


retention  due  to  a spastic  sphincter  that  cannot  be 
relaxed. 

When  consideration  is  given  to  phenomena  seen 
elsewhere  in  the  patient  with  multiple  sclerosis,  with 
spinal  cord  stimulation,  namely,  restoration  of  vol- 
untary integrated  motor  function  in  varying  degrees, 
the  suggestion  is  great  that  similar  mechanisms  may 
be  operative  elsewhere  in  the  nervous  system  other 
than  those  affecting  the  urinary  bladder. 

Specifically,  the  ability  to  permit  voluntary  syn- 
ergist activity  that  did  not  occur  previously  to  occur 
of  necessity  demands  invocation  of  a changed  central 
mechanism  that  serves  phenomena  requiring  recip- 
rocal innervation  and  balanced  facilitation  and  in- 
hibition. The  physiologic  background  for  this  of 
necessity  must  reside  first  at  the  interneuronal  or 
synaptic  level  and,  second,  must  be  related  to  inter- 
segmental and  suprasegmental  pathways.  As  the 
bladder  model  in  this  case  suggests,  this  may  repre- 
sent a modification  of  a relative  hypercholinergic 
state.  Specifically,  then,  it  may  be  proposed  that  the 
creation  of  an  electrical  field  about  the  spinal  cord 
in  a patient  with  multiple  sclerosis  reduces  a relative 
hypercholinergic  state  centrally  and  permits  more 
appropriate  balance  of  cholinergic  activity,  thereby 
facilitating  interneuronal  function.  The  precise 
physiologic  mechanism  may  indeed  be  that  of  res- 
toration of  facilitation  of  appropriate  central  inhi- 
bition at  the  interneuronal  level. 

Potentially,  this  has  great  significance  physiolog- 
ically when  consideration  is  given  to  the  many 
problems  involved  in  understanding  the  electro- 
chemical basis  of  central  inhibition.  Electrical 
stimulation  about  the  thoracic  spinal  cord  surpris- 
ingly changes  a central  mechanism  that  involves  the 
effect  of  the  will  on  visceral  and  somatic  neural  in- 
tegration. This  suggests  a relationship  to  a central 
pacemaker  or  population  of  neurons  acting  in  concert 
for  a specific  pattern  of  function.  Also,  a chemical 
mediator  such  as  acetylcholine  may  be  involved. 
The  phenomena  of  central  pacemaker  activity  have 
been  suggested  by  Grillner,4  and  by  the  vast  amount 
of  work  on  conditioned  reflexes  originating  from  the 
Russian  school  of  Pavlov  and  now  from  Anokhin.5 
The  latter  author  suggests  that  central  inhibition 
may  be  partly  related  to  hyperpolarization  effects  of 
acetylcholine. 

This  experience  suggests  the  potential  for  such  a 
mechanism  in  human  beings.  According  to  Ano- 
khin,5 conditioned  inhibition  is  localized  where  the 
reaction  to  be  inhibited  is  patterned.  “In  any  given 
situation,  the  ‘pacemaker’  of  the  activity  being  in- 
hibited must  be  inhibited  first.”  5 

It  is  apparent  that  there  may  be  potential  bio- 
chemical mediators  of  central  inhibition  other  than 
acetylcholine,  for  example,  glycine  and/or  gamma- 
aminobutyric  acid  or  norepinephrine.  What  is  of 
extreme  interest  and  importance  is  the  ability  of  the 
presence  of  an  induced  electrical  field  around  the 
thoracic  spinal  cord  that  will  permit  and  modify 
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toward  normal  a pathophysiologic  state  involving 
somatovisceral  integrated  activity  at  the  sacral  level 
and,  indeed,  bring  this  mechanism  under  control  by 
the  will,  as  occurs  normally. 

Summary 

Electromyographic  exploration  of  the  anal 
sphincter  has  permitted  the  demonstration,  on  the 
desire  to  void,  of  restoration  of  inhibition  of  a tonic 
somatic  sphincter  during  bladder  filling  by  virtue  of 
the  presence  of  radiofrequency  stimulation  of  the 
thoracic  spinal  cord  in  a patient  with  a neurogenic 
bladder.  Withdrawal  of  stimulation  reversed  the 
effect,  and  reinstitution  restored  it.  Chronic  spi- 
nal-cord stimulation  permitted  adequate  voluntary 
control  of  micturition  that  previously  had  been  im- 
possible. The  presumed  mechanism  is  suggested  to 
be  a facilitation  of  appropriate  central  inhibition. 


Transmission  of  hepatitis  B virus  infected 
by  transfusion  of  frozen-deglycerolized 
red  blood  cells 

A reported  advantage  of  frozen-deglycerolized  red  blood 
cells  for  transfusion  is  that  they  do  not  transmit  postin- 
fusion hepatitis.  Results  of  experiments  with  chimpanzees 
cast  some  doubt  on  this  assumption.  Each  of  4 units  of 
whole  blood  was  inoculated  with  106  infectious  doses  of 
hepatitis  B virus.  Although  all  units  became  HBsAg 
negative  after  freezing  and  deglycerolization,  hepatitis  B 
infection  developed  in  all  4 animals  when  these  units  were 
transfused.  Two  of  these  chimpanzees  had  only  serologic 


This  may  be  related  to  more  appropriate  cholinergic 
function  and  may  be  the  same  mechanism  underlying 
changes  in  voluntary  motor  performance  seen  else- 
where in  the  somatic  nervous  system  in  these  pa- 
tients. 

References 

1.  Cook,  A.  W.,  and  Weinstein,  S.  P.:  Chronic  dorsal  column 
stimulation  in  multiple  sclerosis.  Preliminary  report,  New  York 
State  J.  Med.  73:  2868  (1973). 

2.  Cook,  A.  W.,  Tahmouresie,  A.,  Oygar,  A.,  and  Nidzgorski, 
F.:  Epidural  spinal  cord  stimulation,  Acupuncture  and  Elec- 
trotherapeutic  Res.  Int.  J.  2:  259  (1977). 

3.  Abbate,  A.,  et  al.:  Effect  of  thoracic  spinal  cord  stimulation 
in  the  neurogenic  bladder  of  multiple  sclerosis,  J.  Urol.  117:  385 
(Mar.)  1977. 

4.  Grillner,  S.:  Locomotion  in  the  spinal  cat.  Control  of 
posture  and  locomotion,  in  Stein,  R.  B.,  Pearson,  K.  G.,  Smith,  R. 
S.,  and  Redford,  J.  B.,  Eds.:  Advance  in  Behavioral  Biology,  New 
York  City,  Plenum  Press,  1973,  vol.  7,  p.  515. 

5.  Anokhin,  P.:  Biology  and  Neurophysiology  of  the  Condi- 
tioned Reflex  and  its  Role  in  Adaptive  Behavior,  Elmsford,  New 
York,  Pergamon  Press,  1974,  p.  528. 


evidence  of  infection,  including  the  development  of  HBsAg, 
an  antibody  to  both  the  hepatitis  B surface  and  core  anti- 
gens; in  these  animals,  the  incubation  periods  were  pro- 
longed (25  weeks).  In  contrast,  the  other  2 animals  also 
had  elevated  serum  glutamic  pyruvic  transaminase  (peak 
of  190  and  461  IU  per  liter)  and  had  a more  rapid  onset. 
There  was  no  hepatitis  B virus  infection  in  2 nontransfused 
control  animals.  The  authors’  results  do  not  support  the 
use  of  frozen  red  blood  cells  for  the  prevention  of  post- 
transfusion hepatitis.  They  go  into  detail  in  explaining 
preparation  of  the  inoculum,  the  study  design,  the  exper- 
imental animals,  and  sampling  and  test  methods.  Alter, 
H.  J.,  et  al.:  New  England  J.  Med.  298:  637  (Mar.  23) 
1978. 
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Duplication  of  either  atrioventricular  (AV)  valve 
occurs  when  the  valve  is  replaced  by  two  distinct 
orifices,  both  having  separate  valve  leaflets,  chordae 
tendineae,  and  papillary  muscles.  Duplication  of  the 
mitral  valve  is  a rare  congenital  anomaly  first  de- 
scribed by  Greenfield  in  1876. 1 Since  that  time  ap- 
proximately 50  cases  have  been  reported.  Duplica- 
tion of  the  tricuspid  valve  occurs  much  less  com- 
monly than  the  mitral  anomaly  and  has  been  less  well 
characterized.  Based  on  the  reported  experience 
with  this  condition,  these  lesions  do  not  appear  to 
cause  significant  disturbance  in  the  function  of  the 
valve,  although  they  are  impressive  anatomic  mal- 
formations. However,  they  are  frequently  associated 
with  other  major  cardiovascular  anomalies  that  are 
clinically  significant. 

We  recently  encountered  a unique  case  of  dupli- 
cation of  the  mitral  valve  occurring  in  conjunction 
with  another  rare  anomaly,  a congenital  aneurysm 
of  the  membranous  interventricular  septum.  This 
previously  unreported  association  of  two  rare  con- 
ditions provides  important  clues  for  understanding 
the  embryogenesis  of  both  anatomic  lesions. 

Case  report 

Clinical  summary.  The  patient  was  a 74-year- 


old  white  male  admitted  to  the  hospital  with  melena 
and  back  pain.  He  allegedly  had  a patent  ductus 
arteriosus  repaired  during  childhood,  and  had  a long 
history  of  hypertension  and  congestive  heart  failure. 
He  was  known  to  have  a cardiac  murmur,  a systolic 
thrill  heard  best  over  the  base,  since  childhood. 
Electrocardiogram  on  admission  revealed  left-axis 
deviation  and  right-bundle  branch  block  with  rapid 
atrial  fibrillation.  Chest  roentgenogram  demon- 
strated cardiomegaly  with  no  calcifications  noted  in 
the  area  of  the  aortic  valve.  Gastrointestinal 
bleeding  persisted  during  his  hospitalization,  with 
no  bleeding  source  found.  He  expired  after  a pro- 
longed course. 

Postmortem  findings.  A pseudomembranous 
ulcerative  enterocolitis  was  present  with  evidence  of 
massive  gastrointestinal  hemorrhage. 

The  heart  weighed  600  Gm.  with  the  right  and  left 
ventricular  walls  measuring  0.6  cm.  and  1.8  cm.  in 
thickness  respectively,  consistent  with  biventricular 
hypertrophy.  The  mitral  valve  ring  measured  10.5 
cm.  in  circumference.  The  mitral  valve  leaflets 
showed  diffuse  fibromyxomatous  thickening.  The 
anterior  leaflet  of  the  principal  orifice  measured  5.5 
by  3 cm.,  and  the  posterior  leaflet  4 by  1.2  cm. 
Within  the  anterior  leaflet,  just  lateral  to  its  com- 
missural attachment  to  the  posterior  leaflet,  a 1.2-cm. 
diameter  accessory  orifice  was  noted.  This  dupli- 
cated orifice  was  ringed  on  its  inner  aspect  by  several 
valvuloids  which  were  attached  to  multiple  fused  and 
thickened  chordae  tendineae  inserting  into  the  an- 
terior papillary  muscle  group.  The  principal  orifice, 
with  a maximum  diameter  of  2 cm.,  had  numerous 
thickened,  elongated,  and  focally  fused  chordae 
tendineae  inserted  into  multiple  heads  of  the  poste- 
rior papillary  muscle.  The  atrial  wall,  3 cm.  above 
the  duplicated  orifice,  was  roughened,  consistent 
with  mitral  insufficiency  (Fig.  1). 

Present  1.2  cm.  below  the  right  coronary  cusp  of 
the  aortic  valve,  a semilunar  defect  in  the  membra- 
nous septum  measuring  2.5  cm.  in  diameter  was  ob- 
served (Fig.  2).  Along  the  inner  aspect  of  the  defect 
several  cord-like  structures  resembling  chordae 
tendineae  were  associated  with  small  valvuloids 
which  inserted  on  the  fibromuscular  rim  of  the  an- 
eurysm. On  the  anterior  wall  of  the  aneurysm  a 
0.4-cm.  ventricular  septal  defect  was  present,  which 
extended  just  below  the  deformed  posterior  leaflet 
of  the  tricuspid  valve  (vide  infra)  and  freely  com- 
municated with  the  right  ventricular  cavity.  A probe 
placed  within  the  membranous  septum  aneurysm  led 
into  a fibrous  sac-like  protuberance  of  the  tricuspid 
valve  measuring  3 by  1 by  1.5  cm.  which  deformed  the 
posterior  leaflet  (Fig.  3).  The  probe  also  could  be 
placed  into  a large  aneurysm  sac  which  extended 
beneath  the  posterior  leaflet  of  the  tricuspid  valve. 
This  sac,  measuring  3.5  by  2.5  cm.  was  focally  fused 
with  valve  tissue.  The  anterior  and  septal  leaflets 
of  the  tricuspid  valve  were  normal. 

The  aneurysm  sac  beneath  the  tricuspid  valve 


260  New  York  State  Journal  of  Medicine/February  1979 


FIGURE  1.  Left  ventricle  opened  showing  moderately 
thickened  anterior  (A)  and  posterior  (P)  mitral  valve  leaflets. 
Duplicated  mitral  valve  has  accessory  orifice  within  anterior 
leaflet.  Inner  aspect  of  accessory  orifice  has  valvuloids  and 
chordae  tendineae.  not  seen;  all  chordae  tendineae  of  ac- 
cessory orifice  insert  into  anterior  papillary  muscle,  not  ap- 
preciated. Chordae  tendineae  of  principal  orifice  insert  into 
multiple  heads  of  posterior  papillary  muscle.  Probe  placed 
behind  chordae;  chordae  of  anterior  leaflet  (arrows)  abnor- 
mally elongated  and  thickened.  Dashed  line  overlies  fibrous 
bridge  separating  principal  and  accessory  orifices;  if  incision 
made  along  line,  normal  valve  anatomy  restored,  with  single 
orifice  and  chordae  from  each  leaflet  inserting  into  both  an- 
terior and  posterior  papillary  muscles. 

extended  through  the  dilated  pulmonary  valve  ring, 
and  abutted  against  markedly  thickened  and  re- 
dundant anterior  and  posterior  pulmonary  valve 
cusps  (Fig.  4).  The  aneurysm  extended  1.2  cm. 
above  the  pulmonary  valve  ring  when  the  cardiac 
chambers  were  placed  in  their  normal  anatomic 
configuration.  On  the  right  ventricular  septal  wall, 
lateral  to  the  hypertrophied  crista  supraventricularis, 
a thickened  endocardial  plaque  was  noted,  consistent 
with  pulmonary  regurgitation. 

Although  the  patient  had  a questionable  history 
of  a patent  ductus  arteriosus,  the  ductus  was  oblit- 
erated, and  there  was  no  evidence  of  previous  surgical 
intervention.  No  other  cardiac  anomalies  were  ob- 
served, nor  were  there  lesions  of  healed  infective 
endocarditis,  mural  thrombosis,  or  myocardial  fi- 
brosis. The  aneurysm  sac  was  devoid  of  throm- 
bus. 

Comment 

In  the  reported  cases  of  duplication  of  the  mitral 
valve,  including  Greenfield’s  original  description  in 
1876, 1 the  two  orifices  are  generally  of  unequal  size, 
with  the  smaller  accessory  orifice  located  anterior  to 
the  principal  orifice.2,3  A bridge  of  fibrous  tissue 
separating  the  two  orifices  is  present  in  over  half  the 
cases.  The  one  constant  finding  in  all  the  adequately 
described  cases  is  the  insertion  of  the  chordae  ten- 
dineae from  the  anteriorly  situated  orifice  into  the 
anterior  papillary  muscle(s),  and  the  insertion  of  the 
chordae  from  the  posteriorly  situated  orifice  into  the 


FIGURE  2.  Outflow  tract  of  left  ventricle  opened  showing 
anterior  leaflet  of  mitral  valve  (A),  aortic  valve  (AV),  right 
coronary  ostium  (RC),  and  rim  of  membranous  septum  defect 
(arrows).  Single  chordal  structure  seen  within  defect.  Probe 
placed  within  small  ventricular  septal  defect  present  on  an- 
terior wall  of  aneurysm  below  right  coronary  cusp  of  aortic 
valve.  Probe  extends  into  right  ventricular  cavity. 


FIGURE  3.  Right  atrium  and  right  ventricle  show  tricuspid 
valve  with  septal  (S),  anterior  (A),  and  posterior  (P)  leaflets. 
Two  sac-like  protuberances  (1  and  2)  seen  deforming  pos- 
terior leaflet.  Probe  within  membranous  septum  aneurysm 
(Fig.  2)  extended  into  sac  1 or  2,  continuous  with  each  other. 
Aneurysm  sacs  partially  composed  of  and  fused  with  tricuspid 
valve  tissue. 

posterior  papillary  muscle(s).2  Although  all  but 
eight  cases  of  duplicated  mitral  valve  were  incidental 
postmortem  findings,  several  cases  have  been  de- 
scribed with  apical  mid-diastolic  murmurs.4,5  This 
observation  may  indicate  the  presence  of  a mild  form 
of  congenital  stenosis  of  the  valve  secondary  to  the 
duplication  defect. 

Although  isolated  duplication  of  the  atrioven- 
tricular valves  may  produce  minimal  symptomatol- 
ogy, of  greater  significance  is  the  fact  that  in  the  39 
cases  reviewed  by  Rosenberg  and  Roberts,2  21  had 
associated  cardiovascular  anomalies,  with  endocar- 
dial cushion  defects  (common  atrioventricular  canal 
malformations)  present  in  15  patients.  Conversely, 
in  a study  of  50  cases  of  persistent  common  atrio- 
ventricular canal  by  Wakai  and  Edwards,6  5 had 
duplication  of  the  mitral  valve.  Therefore,  the  fre- 


February  1979/New  York  State  Journal  of  Medicine  261 


FIGURE  4.  Right  ventricular  outflow  tract  shows  cut  portions 
of  abnormally  thickened  and  dilated  pulmonary  valve  cusps 
(PV).  Aneurysm  sac  2,  extends  through  pulmonary  valve 
ring,  below  which  is  roughened  endocardial  plaque  consistent 
with  regurgitation  lesion  (thick  arrow).  Right  ventricular 
muscle  markedly  hypertrophied  (arrows). 

quent  association  of  duplicated  mitral  valve  with 
endocardial  cushion  defect  suggests  a common  em- 
bryologic  developmental  abnormality.  Other  con- 
genital cardiac  anomalies  associated  with  duplicated 
mitral  valve  include  transposition  of  the  great  vessels, 
bicuspid  aortic  valve,  coarctation  of  the  aorta,  hy- 
poplasia of  the  aorta,  patent  ductus  arteriosus,  and 
subaortic  stenosis.1’2’4  Our  case,  to  the  best  of  our 
knowledge,  is  the  first  reported  example  of  a dupli- 
cated mitral  valve  associated  with  a membranous 
septum  aneurysm. 

Many  of  the  defects  associated  with  duplicated 
mitral  valve  are  manifestations  of  embryologic  mal- 
development  during  the  fourth  to  sixth  weeks  of 
gestation.  The  endocardial  cushions,  which  are  first 
apparent  at  four  weeks’  gestational  age,  fuse  and 
result  in  the  formation  of  the  atrioventricular  canal 
septum.7  Failure  of  fusion  of  the  endocardial 
cushions  results  in  variable  atrioventricular  canal 
malformations  which  include  abnormalities  of  the 
atrioventricular  valves.8  In  1948,  Wimsatt  and 
Lewis9  analyzed  the  available  literature  on  dupli- 
cated mitral  valve,  as  well  as  adding  a personally 
observed  case,  and  attempted  to  explain  the  devel- 
opment of  the  lesion  in  relation  to  the  formation  of 
the  endocardial  cushions.  Lewis  believed  that  du- 
plication resulted  from  a focal  defect  in  the  fusion  of 
the  dorsal  and  ventral  cushions  near  their  lateral 
borders.  On  the  other  hand,  Wimsatt  believed  that 
the  anomaly  was  due  to  an  adhesion  between  the 
fused  medial  cushions  and  the  lateral  cushion,  which 
normally  differentiates  into  the  posterior  leaflet  of 
the  mitral  valve.  Depending  on  the  site  of  adhesion, 
orifices  of  different  size  could  be  formed.  Our  case 
seems  to  favor  the  adhesion  theory  of  Wimsatt.  If 
the  adhesion,  represented  by  the  fibrous  bridge  of 
tissue  separating  the  two  mitral  orifices,  is  split, 
normal  mitral  valve  anatomy  is  restored  (Fig.  1). 

Duplication  of  the  tricuspid  valve  may  involve  ei- 


ther the  anterior  or  posterior  leaflet,  both  of  which 
form,  in  an  analogous  fashion,  to  the  posterior  mitral 
valve  leaflet.7  Duplication  of  the  septal  leaflet  has 
never  been  described.  This  supports  the  observation 
that  the  septal  leaflet  develops  separately  from  the 
anterior  and  posterior  leaflets.8  The  septal  leaflet 
is  formed  when  a spur  of  tissue  from  the  dorsal 
cushion  spreads  over  the  sinus  septum  and  is  pro- 
gressively split  off  from  this  structure.8  Its  devel- 
opment, as  well  as  its  relationship  to  the  septum,  does 
not  depend  on  whether  the  atrioventricular  cushions 
fuse;  the  commonly  accepted  concept  that  the  septal 
tricuspid  leaflet  is  formed  out  of  the  fused  cushions 
is  inaccurate.8  Since  septal  leaflet  duplication  has 
never  been  described,  it  is  further  evidence  that  du- 
plication of  the  atrioventricular  valves  is  a conse- 
quence of  a defect  in  the  fusion  of  the  endocardial 
cushions. 

Our  case  was  found  to  have  a clinically  inapparent 
aneurysm  of  the  membranous  septum  at  autopsy. 
This  rare  congenital  malformation  has  an  uncertain 
developmental  etiology.  Lev  and  Saphir10  reviewed 
70  cases  with  this  anomaly  and  presented  2 of  their 
own  cases  associated  with  primum-type  atrioven- 
tricular septal  defects.  They  concluded  that  an  ab- 
normal position  of  the  bulbar  septum  was  the  most 
satisfactory  theory  to  explain  the  formation  of  a 
membranous  septum  aneurysm.  They  could  not  rule 
out  the  contribution  of  abnormal  formation  and  fu- 
sion of  the  endocardial  cushions,  but  they  had  no 
anatomic  evidence  to  support  this  conclusion.  Their 
interpretation  agreed  with  the  theory  expressed  by 
Mall,11  who  suggested  that  the  defect  results  from  an 
insufficient  shifting  of  the  ventricular  septum  to  the 
left  and  of  the  aorta  to  the  right;  in  a sense,  a mild 
form  of  transposition.  Since  a malalignment  be- 
tween the  aorta  and  the  membranous  septum  is 
produced,  the  left  ventricular  pressure  may  act  on  a 
weakened  septum  and  result  in  aneurysm  forma- 
tion.11 In  our  case,  the  unique  association  of  an  an- 
eurysm of  the  membranous  septum  and  a duplicated 
mitral  valve,  considered  to  be  a manifestation  of  an 
endocardial  cushion  defect,  in  the  absence  of  trans- 
position, clearly  supports  the  viewpoint  that  abnor- 
mal formation  and  fusion  of  the  endocardial  cushion 
is  the  inherent  defect  leading  to  the  formation  of 
membranous  septum  aneurysm.  This  rare  case 
provides  anatomic  evidence  for  similar  speculations 
by  Lev  and  Saphir,10  previously  rejected  for  lack  of 
support. 

Our  findings  link  both  aneurysm  of  the  membra- 
nous septum  and  duplicated  mitral  valve  to  a defect 
in  the  endocardial  cushions.  Whereas  it  is  possible 
that  these  two  rare  anomalies  are  unrelated,  it  is 
reasonable  to  consider  that  they  arise  from  a common 
error,  or  errors,  in  the  embryogenesis  of  the  heart. 
Furthermore,  many  of  the  associated  congenital 
anomalies  seen  with  both  lesions  overlap.  In  regard 
to  Lev  and  Saphir’s10  contention  that  membranous 
septum  aneurysm  is  a consequence  of  a mild  form  of 
transposition  of  the  great  vessels,  Shaner12  estab- 
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lished  the  association  of  transposition  with  endo- 
cardial cushion  defects  in  an  extensive  study  of 
congenital  cardiac  anomalies  in  pig  embryos.  Of 
interest,  and  relevant  to  the  present  report,  he  also 
noted  several  cases  of  duplicated  atrioventricular 
valve  associated  with  transposition  of  the  great  ves- 
sels and  endocardial  cushion  defects.  It  appears 
likely  that  although  membranous  septum  aneurysm 
may  be  associated  with  mild  forms  of  transposition, 
it  results  from  a defect  in  the  endocardial  cushions, 
and  that  its  association  with  duplicated  mitral  valve 
is  not  coincidental. 

With  sophisticated  surgical  techniques  now 
available  to  correct  significant  congenital  cardiac- 
lesions,  the  association  of  membranous  septum  an- 
eurysm with  other  endocardial  cushion  defects  may 
be  of  clinical  importance.  As  a rule,  membranous 
septum  aneurysm  is  clinically  asymptomatic  and  not 
often  diagnosed  during  life.  If  symptomatic,  it  may 
be  demonstrated  by  angiocardiography  as  a localized 
bulge  high  in  the  left  ventricular  septum  extending 
toward  the  right  ventricular  cavity.13-15  Several  of 
the  complications  of  membranous  septum  aneurysm 
are  also  well-known  complications  of  isolated  ven- 
tricular septal  defects.14  Arrhythmias,  bundle 
branch  blocks,  aortic  valve  prolapse,  and  infective 
endocarditis  have  all  been  described  but  are  not 
unique  to  membranous  aneurysm.15-17  A direct 
consequence  of  the  aneurysm,  however,  is  a right 
ventricular  outflow  tract  obstruction.  This  has  been 
found  with  large  aneurysms,  most  often  in  association 
with  transposition  of  the  great  vessels.15-18-20-  Das, 
Jahnke,  and  Walker18  and  Perasalo  et  al.19  reported 
cases  in  which  membranous  septum  aneurysms  with 
ventricular  septal  defects  were  found  during  elective 
cardiac  surgery  for  presumed  infundibular  pulmo- 
nary stenosis.  In  both  cases,  a systolic  thrill  was 
heard  at  the  left  third  intercostal  space.  No  residual 
thrill  was  present  after  surgical  repair  of  the  large 
aneurysm  and  closure  of  the  ventricular  septal  defect. 
The  systolic  thrill  in  our  case  was  probably  secondary 
to  turbulent  flow  caused  by  the  membranous  septum 
aneurysm  within  the  right  ventricular  cavity. 

The  presence  of  a systolic  murmur  of  Grade  III  or 
more,  in  spite  of  a small  ventricular  septal  defect, 
may  be  a clue  that  a membranous  septum  aneurysm 
is  present.  Freedom  et  al.15  also  described  a “dicky” 
early  systolic  sound,  usually  heard  best  in  expiration 
along  the  lower  left  sternal  border.  In  cases  in  which 
membranous  septum  aneurysm  is  suspected,  tri- 
cuspid valvular  disease  may  be  present  secondary  to 
direct  involvement  of  the  valve  by  the  protruding 
aneurysm  sac.  This  was  illustrated  by  our  case.  If 
mitral  valvular  disease  is  clinically  suspected,  based 
on  this  report,  a duplicated  mitral  valve  must  be 
considered,  as  well  as  the  other  more  severe  valvular 
lesions  that  may  be  seen  with  endocardial  cushion 
defects. 

Summary 

The  first  reported  case  of  an  associated  duplication 


of  the  mitral  valve  and  an  aneurysm  of  the  mem- 
branous septum  is  presented.  Despite  the  presence 
of  a small  ventricular  septal  defect,  marked  defor- 
mity of  the  tricuspid  valve,  and  anatomic  evidence 
of  mitral  and  pulmonary  insufficiency  with  probable 
pulmonary  outflow  tract  obstruction,  the  congenital 
anomalies  were  apparently  asymptomatic  and  were 
found  incidentally  at  autopsy.  The  association  of 
these  two  rare  conditions  provides  important  ana- 
tomic evidence  concerning  the  origin  of  both  lesions. 
An  analysis  of  the  embryologic  development  of 
duplicated  atrioventricular  valve  and  membranous 
septum  aneurysm,  suggests  that  both  arise  secondary 
to  a common  endocardial  cushion  defect. 

Albert  Einstein  College  of  Medicine 
Department  of  Pathology 
1300  Morris  Park  Avenue 
Bronx,  New  York  10461 
(DR.  FACTOR) 

References 

1.  Greenfield,  W.  S.:  Double  mitral  valve,  Tr.  Path.  Soc. 
London  27:  128  (1876). 

2.  Rosenberg,  J.,  and  Roberts,  W.  C.:  Double  orifice  mitral 
valve.  Study  of  the  anomaly  in  two  calves  and  a summary  of  the 
literature  in  humans,  Arch.  Path.  86:  77  (1968). 

3.  Odgers,  P.  N.  B.:  The  development  of  the  atrio-ventric- 
ular  valves  in  man,  J.  Anat.  73:  643  (1939). 

4.  Davies,  J.  N.  P.,  and  Fischei;,  J.  A.:  Coarctation  of  the 
aorta,  double  mitral  A-V  orifice,  and  leaking  cerebral  aneurysm, 
Brit.  Heart  J.  5:  197  (1934). 

5.  Wigle,  E.  D.:  Duplication  of  the  mitral  valve,  ibid.  19:  296 
(1957). 

6.  Wakai,  C.  S.,  and  Edwards,  J.  E.:  Pathologic  study  of 
persistent  common  atrioventricular  canal,  Am.  Heart  J.  56:  779 
(1958). 

7.  Hudson,  R.  E.  B.:  Cardiovascular  Pathology,  London, 
Edward  Arnold  Publishers,  1970,  p.  1071. 

8.  Goor,  D.  A.,  and  Lillehei,  C.  W.:  Congenital  Malforma- 
tions of  the  Heart,  New  York,  Grune  and  Stratton,  1975,  p.  132. 

9.  Wimsatt,  W.  A.,  and  Lewis,  F T.:  Duplication  of  the 
mitral  valve  and  a rare  apical  interventricular  foramen  in  the  heart 
of  a yak  calf.  Am.  -J.  Anat.  83:  67  (1948). 

10.  Lev,  M.,  and  Saphir,  O.:  Congenital  aneurysm  of  the 
membranous  septum.  Arch.  Path.  25:  819  ( 1938). 

11.  Mall,  F.  P.:  On  the  development  of  the  human  heart.  Am. 
J.  Anat.  13:249(1912). 

12.  Shaner,  R.  F.:  Malformations  of  the  atrio-ventricular 

endocardial  cushions  of  the  embryo  pig  and  its  relation  to  defects 
of  the  conus  and  truncus  arteriosus,  ibid.  84:  431  (1949). 

13.  Vidne,  B.  A.,  Subramanian,  S.,  and  Wagner,  H.  R.:  An- 
eurysm of  the  membranous  ventricular  septum  in  transposition 
of  the  great  arteries,  Circulation  53:  157  (1976). 

14.  Steinberg,  I.:  Diagnosis  of  congenital  aneurysm  of  the 
ventricular  septum  during  life,  Brit.  Heart  J.  19:  8 (1957). 

15.  Freedom,  R.  M..  et  al.:  The  natural  history  of  the  so-called 
aneurysm  of  the  membranous  ventricular  septum  in  childhood, 
Circulation  49:  375  (1974). 

16.  Rogers,  H.  M.,  Evans,  I.  C.,  and  Domeirer,  L.  H.:  Con- 
genital aneurysm  of  the  membranous  portion  of  the  ventricular 
septum:  report  of  two  cases,  Am.  Heart  J.  43:  781  (1952). 

17.  Clark,  R.  J.,  and  White,  D.  D.:  Congenital  aneurysmal 
defect  of  the  membranous  portion  of  the  ventricular  septum  as- 
sociated with  heart  block,  ventricular  flutter.  Adams-Stokes 
syndrome  and  death,  Circulation  5:  725  (1952). 

18.  Das,  S.  K.,  Jahnke,  E.  .J.,  and  Walker,  W.  J.:  Aneurysm 
of  the  membranous  septum  with  interventricular  septal  defect 
producing  right  ventricular  outflow  obstruction,  ibid.  30:  429 
(1964). 

19.  Perasalo,  O.,  Halonen,  P.  I.,  Pyorala,  K.,  and  Telivuo,  L.: 
Aneurysm  of  the  membranous  ventricular  septum  causing  ob- 
struction of  right  ventricular  outflow  tract  in  a case  of  ventricular 
septal  defect,  Acta  chir.  scandinav.  supp.  283:  123  (1961). 

20.  Rae,  M.  V.:  Congenital  aneurysm  of  interventricular 

septum  complicated  by  subaortic  stenosis  and  other  anomalies, 
J.  Tech.  Methods  15: 136  (1936). 


February  1979/New  York  State  Journal  of  Medicine  263 


Special  Article 


October  1978  Amendments 

Rules  of  the  Board  of  Regents  State 
of  New  York , defining  unprofessional 
conduct 

Board  of  Regents,  State  of  New  York 

Albany,  New  York 


Herein  is  reprinted  the  Rules  of  the  Board  of  Re- 
gents defining  unprofessional  conduct  with  the  re- 
cent changes  which  became  effective  December  1, 
1978.  There  are  a number  of  changes,  some  of  which 
are  important  to  physicians. 

This  information  concerning  amendments  that 
have  been  made  in  a number  of  the  Rules  of  the 
Board  of  Regents  Defining  Unprofessional  Conduct 
is  being  sent  to  professional  societies  and  individuals 
who  have  expressed  interest  in  the  amendments,  to 
supplement  general  news  releases.  Societies  and 
other  interested  persons  or  groups  are  encouraged  to 
publicize  these  amendments  further. 

The  Board  of  Regents  adopted,  in  July,  1977, 
comprehensive  rules  to  govern  the  practice  of  the  30 
professions  which  are  under  the  Regents’  supervision 
pursuant  to  Title  VIII  of  the  Education  Law.  At  the 
time  of  their  July,  1977,  action,  the  Regents  noted 
that  after  some  experience  with  the  new  rules,  the 
rules  would  be  reviewed  and  changes  would  be  made, 
where  desirable.  A number  of  proposals  for  changes 
were  received  and  reviewed;  tentative  proposals  for 
amendments  were  published  and  otherwise  distrib- 
uted in  June,  1978,  and  a public  hearing  was  held  July 
26,  1978.  Testimony  received  was  further  consid- 
ered, and  final  action  was  taken  by  the  Regents  on  a 
number  of  amendments  at  their  meeting  on  October 
19,  1978. 

The  following  are  brief  statements  describing  the 
changes  made,  followed  by  the  wording  of  each 
change  as  adopted  by  the  Board  of  Regents.  In  the 
wording  of  these  amendments,  brackets  ([  ])  indi- 

cate material  that  was  formerly  in  the  rule  which  now 
is  omitted,  and  underlining  identifies  new  material, 
except  that  in  any  rule  in  which  the  entire  paragraph 
is  new,  and  is  so  identified,  the  new  words  are  not 
underlined. 


Professional  advertising 

General  provisions  concerning  advertising  which 
apply  to  all  of  the  Title  8 professions  are  included  in 
paragraph  (12)  of  subdivision  (b)  of  Section  29.1, 
Rules  of  the  Board  of  Regents.  Proposals  for 
amendments  were  submitted  to  the  Regents  which, 
on  one  hand,  would  extend  price  advertising  to  radio 
and  television  and  which,  on  the  other  hand,  would 
substantially  limit  the  range  of  permitted  advertis- 
ing. Following  are  the  amendments  adopted  by  the 
Board  of  Regents. 

1.  Clause  (b)  of  subparagraph  (ii)  of  paragraph 
(12)  of  subdivision  (b)  of  section  29.1  of  the  Rules  of 
the  Board  of  Regents  is  amended  effective  December 
1,  1978,  as  follows: 

(b)  the  advertising  in  a newspaper,  periodical  or 
professional  directory  or  on  radio  or  television  of 
fixed  prices,  or  a stated  range  of  prices,  for  specified 
routine  professional  services,  provided  [such  ad- 
vertisement clearly  states  whether]  that  if  there  is 
an  additional  [charges  may  be  incurred]  charge  for 
related  services  which  are  an  integral  part  of  the 
overall  service  being  provided  by  the  licensee,  [may 
be  required  in  individual  cases;]  the  advertisement 
shall  so  state,  and  provided  further  that  the  ad- 
vertisement indicates  the  period  of  time  for  which 
the  advertised  prices  shall  be  in  effect; 

2.  Paragraph  (12)  of  subdivision  (b)  of  section  29.1 
of  the  Rules  of  the  Board  of  Regents  is  amended  ef- 
fective December  1,  1978,  by  the  addition  of  new 
subparagraphs  (iii)  and  (iv)  to  read  as  follows: 

(iii)  (a)  All  licensees  placing  advertisements  shall 
maintain,  or  cause  to  be  maintained,  an  exact  copy 
of  each  advertisement,  transcript,  tape  or  videotape 
thereof  as  appropriate  for  the  medium  used,  for  a 
period  of  one  year  after  its  last  appearance.  This 
copy  shall  be  made  available  for  inspection  upon 
demand  of  the  Education  Department  or,  in  the 
case  of  physicians,  physician’s  and  specialist’s  as- 
sistants, the  Department  of  Health; 

(b)  A licensee  shall  not  compensate  or  give 
anything  of  value  to  representatives  of  the  press, 
radio,  television,  or  other  communications  media 
in  anticipation  of,  or  in  return  for  professional 
publicity  in  a news  item. 

(iv)  No  demonstrations,  dramatizations,  or  other 
portrayals  of  professional  practice  shall  be  per- 
mitted in  advertising  on  radio  or  television. 

Practicing  under  an  assumed  name 

Restrictions  on  practicing  under  an  assumed  name 
which  had  previously  applied  in  most  professions 
were  omitted  from  the  rules  adopted  in  July,  1977. 
Amendments  to  renew  the  earlier  restrictions,  par- 
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ticularly  in  advertisements,  were  proposed  by  several 
persons  and  groups.  A new  rule  was  adopted  as 
follows: 

Subdivision  (a)  of  section  29.2  of  the  Rules  of  the 
Board  of  Regents  is  amended,  effective  December  1, 
1978,  by  the  addition  of  a new  paragraph  (12)  to  read 
as  follows  (former  paragraph  12  was  renumbered  11 
pursuant  to  another  change): 

(12)  with  respect  to  all  professional  practices 
conducted  under  an  assumed  name  other  than  fa- 
cilities licensed  pursuant  to  article  28  of  the  Public 
Health  Law,  or  article  13  of  the  Mental  Hygiene 
Law,  failing  to  post  conspicuously  at  the  site  of  such 
practice  the  names  and  the  licensure  field  of  all  of 
the  principal  professional  licensees  engaged  in 
practice  at  that  site  (such  as  principal  partners, 
officers,  or  principal  shareholders). 

Patient  record 

Rules  adopted  in  July,  1977,  require,  in  health 
professions,  that  specified  records  be  maintained  by 
the  licensee  and  that  they  be  made  available  to  the 
patient  or  to  another  licensed  health  practitioner 
under  specified  conditions.  Amendments  were 
urged,  in  particular  by  the  Medical  Society  of  the 
State  of  New  York,  and  were  considered  by  the  Board 
of  Regents  at  length.  The  amendments  approved  by 
the  Regents  are  indicated  by  the  bracketed  and  the 
underlined  material  in  the  following: 

As  renumbered,  paragraph  (6)  of  subdivision  (a)  of 
section  29.2  of  the  Rules  of  the  Board  of  Regents  is 
amended,  effective  December  1,  1978,  as  follows: 

(6)  upon  a patient’s  written  request,  failing  to 
make  available  to  a patient,  or  [,  upon  a patient’s 
request]  to  another  licensed  health  practitioner 
consistent  with  that  practitioner’s  authorized  scope 
of  practice,  copies  of  the  record  required  by  para- 
graph (3)  of  this  subdivision  and  copies  of  reports, 
test  records,  evaluations  or  x-rays  relating  to  the 
patient  which  are  in  the  possession  or  under  the 
control  of  the  licensee,  or  failing  to  complete  forms 
or  reports  required  for  the  reimbursement  of  a pa- 
tient by  a third  party.  Reasonable  fees  may  be 
charged  for  such  copies,  forms,  or  reports,  but  prior 
payment  for  the  professional  services  to  which  such 
records  relate  may  not  be  required  as  a condition 
for  making  such  records  available.  A practitioner 
may,  however,  withhold  information  from  a patient 
if,  in  the  reasonable  exercise  of  his  or  her  profes- 
sional judgment,  he  or  she  believes  release  of  such 
information  would  adversely  affect  the  patient’s 
health,  and  this  section  shall  not  require  release,  to 
the  parent  or  guardian  of  a minor,  of  records  or  in- 
formation relating  to  venereal  disease  or  abortion 
except  with  the  minor’s  consent.  This  provision 
shall  apply  in  lieu  of  section  29.1  (b)  (7)  of  this 
Part; 

Identifying  badge 

In  the  health  professions  the  rules  require  that  an 
identifying  badge  be  worn  in  settings  that  are  defined 


in  the  rule.  Proposals  were  received  to  make  this 
rule  more  specific  and  also  to  provide  an  exception 
for  health  professionals  in  certain  residential  settings. 
Proposals  were  also  received  to  provide  a special  rule 
for  optometry  and  ophthalmic  dispensing  to  require 
that  a badge  be  worn  by  any  licensed  practitioner  in 
any  establishment  where  eyeglasses  or  lenses  are 
dispensed.  The  following  changes  were  approved  by 
the  Regents: 

1.  As  renumbered,  paragraph  (10)  of  subdivision 
(a)  of  section  29.2  of  the  Rules  of  the  Board  of  Regents 
is  amended,  effective  December  1,  1978,  as  follows: 

(10)  failing  to  wear  an  identifying  badge,  which 
shall  be  conspicuously  displayed  and  legible,  in- 
dicating the  practitioner’s  name  and  professional 
(status]  title  authorized  pursuant  to  the  Education 
Law,  while  practicing  as  an  employee  or  operator 
of  a hospital,  [or]  clinic,  [or  while  practicing  at  a] 
group  practice  or  [other]  multi-professional  facility, 
or  at  a commercial  establishment  offering  health 
services  to  the  public; 

2.  The  following  new  provision  was  added  as 
paragraph  (5)  in  each  of  Sections  29.8  (a)  pertaining 
to  Optometry  and  29.9  (a)  pertaining  to  Ophthalmic 
Dispensing: 

(5)  failing  to  wear  an  identifying  badge  as  required 
by  Section  29.2  (a)  (10),  while  working  in  an  estab- 
lishment which  dispenses  eyeglasses  or  lenses  to  the 
public. 


Specialty  listings 

A special  rule  concerning  the  identification  of 
specialties  by  professionals  was  originally  proposed 
by  the  Regents  for  the  health  professions,  namely 
29.2  (a)  (5)  which  proscribed  “claiming  special  su- 
periority or  special  professional  abilities,  attain- 
ments, methods  or  resources,  except  that  a specialist 
qualified  or  certified  by  an  agency  recognized  for  such 
purpose  by  the  Board  of  Regents  may  indicate  a 
specialty  that  has  been  recognized  as  such  by  the 
Board  of  Regents.”  Before  the  October  1,  1977,  ef- 
fective date  of  the  new  rules,  the  effective  date  of 
Section  29.2  (a)  (5)  was  deferred  because  of  the  very 
different  implications  of  the  proposed  specialty  rule 
among  the  several  professions,  in  a few  of  which 
specialties  are  well  established,  but  in  many  of  which 
they  are  not. 

After  extensive  study  the  Regents  determined  to 
delete  the  rule  originally  adopted  (Section  29.2  (a) 
(5),)  and  to  continue  in  force  Section  29.1  (b)  (12)  (i) 
(f)  in  the  General  Provisions  for  All  Professions, 
which  provides  that  in  advertising  or  soliciting  for 
patronage  it  is  unprofessional  conduct  to  make 
“claims  of  professional  superiority  which  cannot  be 
substantiated  by  the  licensee,  who  shall  have  the 
burden  of  proof.”  In  addition,  the  Regents  adopted 
special  provisions  for  the  profession  of  Dentistry,  and 
will  consider  in  the  future  the  adoption  of  special 
provisions  in  other  professions  to  govern  specialty 
listings  which  are  appropriate  to  the  circumstances 
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of  each  such  professional  area.  The  special  provi- 
sions in  Dentistry,  effective  March  1, 1979,  are  in  a 
new  paragraph  (2),  Section  29.5  (a),  as  follows: 

(2)  claiming  professional  superiority  or  special 
professional  abilities,  attainments,  methods  or  re- 
sources, except  that  a practitioner  who  has  completed 
a program  of  specialty  training  approved  by  the  Board 
of  Regents  in  a specialty  recognized  as  such  by  the 
Board  of  Regents,  or  who  can  demonstrate  to  the 
satisfaction  of  the  department  the  completion  of  the 
substantial  equivalent  of  such  a program,  may  ad- 
vertise or  otherwise  indicate  the  specialty.  A practi- 
tioner who  has  completed  all  of  the  requirements  for 
specialty  qualification  except  an  examination  may 
advertise  or  otherwise  indicate  the  additional  training 
which  has  been  acquired.  This  provision  shall  apply 
in  addition  to  section  29.1  (b)  (12)  (i)  (f)  of  this 
Part; 

Advertising  of  frame  styles 

Sections  29.8  (a)  (1)  and  29.9  (a)  (1),  special  pro- 
visions for  optometry  and  for  ophthalmic  dispensing, 
are  identical  provisions  which  proscribe  advertising 
of  prices  of  frames  or  lenses  except  as,  among  other 
things,  “the  frame  style  advertised  shall  be  identified 
by  name  and/or  number.”  Those  commercial  es- 
tablishments which  market  many  varieties  and  styles 
of  frames  tended  to  regard  this  provision  as  an  im- 
proper restriction  on  advertising,  whereas  others  saw 
the  provision  as  a protection  for  the  consumer.  The 
action  taken  by  the  Regents  deletes  the  above-quoted 
sentence,  but  provides  safeguards  for  the  consumer. 
Other  provisions  of  the  rule  were  amended  without 
making  substantive  changes.  The  amended  rule, 
identical  in  both  Section  29.8  (a)  and  29.9  (a),  is  ef- 


fective December  1, 1978,  as  follows: 

(1)  advertisements  of  the  prices  of  frames  or  lenses 
which  do  not  identify  the  lenses  as  single  vision,  bi- 
focal or  trifocal;  the  specific  type  of  bifocal  or  trifocal 
lenses;  and  as  either  glass  or  plastic.  [The  frame  style 
advertised  shall  be  identified  by  name  and/or  num- 
ber.] Advertisements  which  indicate  that  a number 
of  frame  types  are  available  at  a stated  price  at  an  es- 
tablishment shall  not  be  prohibited  provided  however, 
that  stock  sufficient  to  meet  any  demand  which  may 
be  reasonably  expected  must  be  maintained  at  the 
location  Advertisements  of  the  prices  of  contact 
lenses  [need  only  identify]  shall  state  whether  the 
lenses  [as]  jire  hard  or  soft.  Any  advertised  [The] 
price  [so  advertised]  shall  be  in  effect  for  a period  of 
time  stated  in  the  advertisement.  When  the  pricing 
policy  provides  for  a variation  from  any  advertised 
price  for  a special  group,  such  as  senior  citizens,  the 
advertising  may  include  one  price  which  is  applicable 
generally  and  another  price  which  is  applicable  to  the 
special  group  [and  which  is  so  identified.  Alterna- 
tively, the  advertisement]  or  may  state  that  the  quoted 
prices  are  subject  to  a [specific]  stated  discount  for 
individuals  belonging  to  the  special  group; 

Publication 

The  Rules  of  the  Board  of  Regents  relating  to 
Unprofessional  Conduct  are  set  forth  in  Part  29, 
Official  Compilation  of  Codes,  Rules  and  Regula- 
tions, State  of  New  York,  published  by  the  Depart- 
ment of  State,  Albany,  New  York. 

Office  of  the  Assistant  Commissioner  for  the  Professions 
State  Education  Department 
99  Washington  Avenue 
Albany,  New  York  12230 
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“I  increased  productivity  more  than  25%. . 

Daniel  O’Keeffe,  M.D. 

— one  of  hundreds  of  enthusiastic  comments  received  from  the  thousands  of  physicians  and  staff  who  have 

attended  the  medical  practice  workshops. 


"I  now  average  an  additional  6 to  8 patients  daily  in  about  the  same  number 
o(  working  hours." 

“Employees  are  happier.  I'm  happier  and  I believe  the  patients  are  more 
satisfied  I would  not  hesitate  a second  to  recommend  the  workshop  to 
any  colleague  " 


"I'm  making  more  money  with  less  effort.  My  working  day  is  l'/2  hours  shorter 
and  I am  seeing  the  same  number  of  patients." 


“There  is  less  waiting  room  congestion  and  delay;  I spend  less  time  on 
the  phone." 


PRACTICING  PHYSICIANS 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

PRESENTS  TWO  DIFFERENT  WORKSHOPS  IN  1979 
(Limited  Enrollment) 


MEDICAL 

PRACTICE  MANAGEMENT 


2 


FINANCIAL  CONTROL 
OF  YOUR  MEDICAL  PRACTICE 


(Two  days  — for  physicians 

One  day  — for  your  medical  assistants) 

This  Continuing  Medical  Education  activity  is  acceptable 
for  14  credit  hours  in  Category  1 of  the  Physicians’ 
Recognition  Award  of  the  American  Medical  Association. 


V/2  day  specialized  workshop  — physicians  only) 

DO  YOU  CONTROL  YOUR  PRACTICE,  or  does 
your  practice  control  you? 

No  matter  how  good  your  office  manager  and  your 
bookkeeper  are,  you  must  be  involved.  You  must  control 
your  practice  and  know  how  to  manage  it  financially. 


The  Workshop  has  to  do  with  your  needs,  and  the  needsof 
your  office.  It  offers  the  perfect  opportunity  to  get  what  nearly 
every  physician  needs;  two  uninterrupted  days  to  take  a 
good,  hard,  objective  look  at  his  practice,  spot  the  problems 
and  go  home  with  solutions. 

A unique  feature  of  the  Workshop  is  its  special  problem- 
solving approach.  The  experienced  program  leaders  provide 
on-the  spot  analyses  of  your  individual  problems  and  offer 
practical  recommendations  you  can  put  to  use. 

Taming  the  Telephone.  Learn  how  to  spend  less  time  on 
the  phone  through  effective  and  simple  phone  screening 
techniques  Task  Analysisand  Task  Delegation.  Why  can 
some  physicians  see  more  patients  than  others?  Clarification 
of  job  responsibilities,  duties  and  authority  boundaries 
improve  efficiency,  staff  morale. 

Time  Inventory  and  Evaluation.  Certain  time  losses 
have  significant  dollar  costs;  others  are  minimal.  Time 
Scheduling  Techniques  and  Patient  Flow.  “Time 
planners"  and  their  uses  are  shown  and  how  to  cope  with 
high  pressure  days.  Methods  for  improved  traffic  in  the 
waiting  room,  exam  rooms  and  the  consult  rooms. 

Work  Flows.  Demonstrations  on  how  to  reduce  the 
activity -level  in  your  practice  by  examining  your  office  layout, 
filing  techniques,  reception,  bookkeeping  and  telephone 
activities. 




YOU  NEED  TO  KNOW 

The  latest  billing  techniques  — you  can  spend  less  on  billing 
and  receive  your  payments  earlier.  How  to  have  patients 
prepare  their  own  insurance  paperwork  — and  free  your 
office  staff  for  more  important  tasks. 

In  just  hours,  the  Financial  Control  Workshop  will  provide 
you  with  a compilation  of  the  best  ideas  that  have  worked 
for  other  physicians.  These  proven  techniques  have  been 
gathered  by  a prominent  management  consulting  iirm  in  their 
nationwide  exposure  to  medical  practices. 

WORKSHOP  HIGHLIGHTS 

The  Practice  Financial  Management  Workshop  requires 
only  four  hours  of  your  time.  It  is  a Physicians  Only  work- 
shop designed  for  you,  the  physician,  not  for  your  office 
manager  or  other  personnel. 

A take-home  workbook  is  provided  and  it’s  crammed 
with  money-saving  ideas.  There  will  be  question  and  answer 
sessions  to  solve  individual  problems. 

BETTER  FINANCIAL  CONTROLS 

Why  two  people  should  be  involved  in  the  financial 
transactions  of  your  practice.  How  the  physician  can  do  a 
7-minute  audit  to  see  if  all  charges  are  properly  recorded 


MEDICAL  PRACTICE  MANAGEMENT 
Personnel  Problem  Solving.  Learn  effective  methods 
for  dealing  with  major  personnel  problems  through  case 
studies.  How  to  conduct  periodic  performance  appraisals 
is  shown.  Procedures  and  Policies.  Office  proceduresand 
policies  are  compiled  in  detail  in  the  Guidebook  for  the 
Medical  Office  Staff. 


Recruiting,  Interviewing  and  Selection.  Proper  tech 
niques  can  help  you  choose  the  right  staff— lower  turnover 
and  reduce  problems.  Medical  Records.  Techniques  for 
entering  medical  information  systematically  on  patient 
charts,  filing  and  storage  techniques  and  patient  record 
retrieval  are  examined. 


Financial  Records,  Controls  and  Collections. 

Simplified  low-cost  bookkeeping  systems.  Minimizing  and 
getting  personnel  to  use  simplified  collection  techniques 
are  covered. 

Date:  March  15-16,  1979  New  York  City 


Monitoring  an  accounts  receivable  control  on  a daily  j 
and  better  use  of  ledger  cards,  check-signing  proced  & 
reviewing  your  invoice.  Controlling  petty  cashexpendit  0 

BETTER  BILLING  AND 
COLLECTION  TECHNIQUES 

Getting  patients  to  pay  for  office  visits  as  the  servi  j 
performed  — reducing  your  billing  costs.  The  Super  ! 
having  patients  process  their  own  insurance  form  lie 
routine  office  procedures. 

Better  collections  intelligence  by  “aging”  your  accoij 
receivable.  How  to  improve  collections,  save  billing  cd 
and  improve  your  cash  flow.  When  can  you  most  effect  g 
send  out  statements  and  how  can  you  get  better  re  >g 
from  your  statements? 


Only  physicians  may  attend  this  /2  day  workshop. 


DATE 

CITY 

DATE 

CITY 

March  14 

Syracuse 

May  9 

White  Plains 

March  14 

Albany 

May  23 

Rochester 

May  9 

Orange  County 

May  23 

Staten  Island 

Tax  deduction  for  education  expenses  Treasury  Department  regulation  1 162  5 permits  an  income  tax  deduction  for  educational 
expenses  (registration  fees  and  cost  of  travel,  meals  and  lodging)  undertaken  to  maintain  or  improve  skills  required  in  one’s  employment 

or  other  trade  or  businesss 


Fill  in  the  Registration  Form  below  and  mail  today  with  your  check  made  payable  to: 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK,  and  send  to 


COMMUNICATIONS  DIVISION  — WORKSHOPS 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

420  LAKEVILLE  ROAD,  LAKE  SUCCESS,  NEW  YORK  11042 
(516)488-6100  Ext.  286/287 


LIMITED  ENROLLMENT 


PRACTICE  MANAGEMENT  WORKSHOP  (2-Day) 

□ March  15-16  New  York  City 

Tuition  includes  the  physician  and  up  to  3 of  his/her  medical 
assistants  ($35  for  each  additional  assistant).  March  16  is  for 
physicians  only. 

□ Member  $195  □ Non-member  $345 

Medical  Assistants  (name)  . 

(March  15  only)  


FINANCIAL  CONTROL  WORKSHOP  (l/2  Day) 


DATE 

CITY 

DATE 

CIT' 

□ March  14 

Syracuse 

□ May  9 

White  hi 

□ March  14 

Albany 

□ May  23 

Roches  r 

□ May  9 

Orange  County 

□ May  23 

Staten  z 

Tuition  for  the  physician  for  this  workshop  is 
□ Member  $65  □ Non-member  $95 


PLEASE  PRINT  Name 


Address County 

( ty State Zip Phone  ( ) 


Registration  refunds  will  be  made  only  upon  receipt  of  a written  request  at  least  10  days  prior  to  the  Workshop. 


RESIDENTS  - - “Register  now,  it’s  the 

smartest  thing  you  can  do  to  get  your 
practice  off  on  the  right  foot . . 

Richard  B.  Nolan,  M.D. 


•stablishing  Yourself 
n Medical  Practice 
Vorkshops 


Two-day  practice  management  workshop  for 
physicians  planning  to  enter  private  practice 
sponsored  by  the 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

420  Lakeville  Road,  Lake  Success,  N Y.  11042 
Area  Code  516  488-6100  x 286-287 


1979 

CITY 

1979 

CITY 

February  9-10 

Syracuse 

April  26-27 

NYC 

March  12-13 

NYC 

May  \\-Zl 

Rochester 

April  19-20 
April  24-25 

Syracuse 

NYC 

May  24-25 

Albany 

aluable  practice  management  information  to  help  you  set  up  your  practice 

j've  undoubtedly  given  a lot  of  thought  to  starting  your  practice.  Obviously,  your  goal  is  to  provide 
best  patient  care  possible.  But  to  do  it,  it  is  absolutely  essential  that  you  have  a knowledge  and 
Jerstanding  of  the  business  aspects  and  practical  problems  of  operating  a practice. 

ese  workshops  were  designed  specifically  for  that  purpose.  They  provide  you  with  immediate 
ctical  guidance  for  establishing  your  practice. 

is  Continuing  Medical  Education  activity  is  acceptable  for  14  credit  hours  in  Category  1 of  the 
/sicians'  Recognition  Award  of  the  American  Medical  Association. 

-i'll  get  the  answers  to  such  questions  as: 

• Should  I set  up  a solo  practice  or  is  it  better  to  go  into  a partnership  or  group? 

• How  much  office  space  will  I need  ? Should  1 rent,  buy  or  build  ? 

» Where  and  how  do  I get  office  help?  How  much  help  do  1 need  ? 

• What  is  the  best  accounting  and  bookkeeping  system  for  my  practice  plans? 

• I've  heard  that  paperwork  can  be  a real  burden.  What  can  I do  about  it? 

» Where  and  how  do  I get  liability  (malpractice)  insurance? 

• What  are  the  legal  considerations  of  practice? 

• How  can  I finance  my  practice? 


You  leave  with  a lot  of 
invaluable  information 

Each  participant  is  provided  with  a comprehensive  work- 
book to  supplement  the  discussions.  The  workbook  can 
later  be  used  as  the  basis  for  your  office  manual.  In  addi- 
tion, valuable  brochures  on  practice  management,  facility 
planning,  medicolegal  forms,  group  practice,  and  other 
subjects  are  included  in  the  materials  packet. 

What  other  young  physicians  think 
about  the  workshops 

This  program  is  now  in  its  fourth  year  in  New  York  State 
and  its  eighth  year  nationwide. 

Statements  ranging  from  "Every  doctor  planning  to  enter 
private  practice  should  attend  one  of  the  workshops"  to 
"This  ought  to  be  mandatory  for  any  doctor  planning  togo 
into  practice"  are  frequently  heard. 


A professional  team  of  consultants 

The  workshops  are  conducted  for  the  Medical  Societ 
the  State  of  New  York  by  Conomikes  Associates,  In 
nationally  recognized  professional  practice  managen 
consulting  firm  that  also  specializes  in  medical  prai 
management  programs.  They  have  the  experieno 
conducting  several  hundred  such  programs  across 
country.  You'll  have  plenty  of  opportunity  to  take  pai 
the  discussions  and  to  ask  questions  about  your  ( 
individual  situation. 

Enrollment  Limited 

Each  workshop  is  limited  to  27  participants.  Registrati 
are  entered  in  the  order  received  and  when  the  27  pi. 
are  filled  for  a given  workshop,  the  registration  is  clo 
Registration  applications  must  include  the  appropr 
registration  fee  and  a completed  registration  form. 


Tux  deduction  for  education  expenses  Treasury  Department  regulation  1 1(?2- 5 permitsan  income  tax  deduction  for  educational 
expenses  I registration  lees  and  cost  of  travel,  meals  and  lodging I undertaken  to  maintain  or  improve  skills  required  in  ones 
employment  or  other  trade  or  business. 


Fill  in  the  Registration  Form  below  and  mail  today  with  your  check  made  payable  to: 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK,  and  send  to 


COMMUNICATIONS  DIVISION  - WORKSHOPS 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

420  LAKEVILLE  ROAD,  LAKE  SUCCESS,  NEW  YORK  11042 


PLEASE  REGISTER  ME  TO  ATTEND: 


1979 

CITY 

1979 

CITY 

□ February 

9-10 

Syracuse 

□ April 

26-27 

New  Yoi 

□ March 

12-13 

New  York 

□ May 

21-22 

Rochestt 

□ April 

19-20 

Syracuse 

□ May 

24-25 

Albany 

□ April 

24-25 

New  York 

Name  (Please  Print) Date  starting  practice 

I lome  Address , Proposed  practice  location 

City State Zip Phone  ( ) 

Hospital 

City State Zip Phone  ( ) 

CHECK  ENCLOSED  FOR  REGISTRATION  FEE: 

□ $55  Member-Medical  Society  of  the  State  of  NY  

(county) 

□ $55  Member — AMA  «J 

(membership  number) 

□ $100  Nonmember 

F.ach  registrant  must  include  a check  to  reserve  a place  at  the  Workshop  Registration  refunds  will  be  made  to  registrants  who  find  it  necessary  tocance 
notice  is  given  at  least  10  days  in  advance  of  the  Workshop 


History  of  Medicine 


Bloodletting 

Its  beginning  and  end 


HARRY  BLOCH,  M.D. 

New  York  City 

Senior  Lecturer  in  Pediatrics,  Downstate  Medical  School  and 
Consulting  Pediatrician,  Kings  County  Hospital  Center  and 
Brookdale  Hospital  Center 


Venesection  until  the  mid-nineteenth  century  was 
the  principal  therapeutic  procedure  in  medicine;  its 
origin  is  lost  deep  in  the  past.  Primitive  aborigines 
combine  bleeding  (venesection,  cupping,  and  scari- 
fication) and  magico-religious  rites;  their  observation 
of  relief  from  fever  following  nose  bleeds,  men- 
struation, and  hemorrhage  gave  them  an  empiric 
basis  for  bloodletting.1-2 

In  antiquity,  according  to  Sigerist1  and  Garrison,3 
all  ill  persons  were  bled.  Majno4  agrees  that  ancient 
Hindu  medicine  included  venesection;  but  was  un- 
known, he  claims,  in  ancient  China,  since  their 
medical  theory  did  not  include  “bad  blood”;  and  was 
not  practiced  in  archaic  Egypt,  albeit  physicians 
there  did  have  a theory  about  contaminated  blood 
and  considered  menstrual  and  hemorrhoidal  bleeding 
as  therapeutic. 

Bloodletting  is  not  mentioned  in  the  Old  Testa- 
ment. The  Talmud  (Berakoth  60a),  a compilation 
of  commentaries  on  the  Bible  from  the  fifth  century 
B.C.  to  the  fifth  century  A.D.,  records  a prayer  before 
bleeding,  “May  it  be  Thy  will . . . that  this  act  may 
restore  my  health  . . and  after  bleeding,  “Blessed 
be  He  who  freely  gives  healing.”  Maimonides  (1135 
to  1204)  used  venesection.5 

Greek  treatment 

The  removal  of  “noxious  humors”  by  venesection 
was  performed  on  man  and  cattle  in  classical  Greece; 
the  Greek  physician  used  a tourniquet  to  stop  hem- 
orrhage and  a lancet  to  cause  more  bleeding.3-4-6  In 
Alexandria,  the  center  of  Greek  medicine  beginning 
with  the  third  pre-Christian  century,  Herophilus 
(circa  300  B.C.),  the  father  of  anatomy  and  the  first 
to  dissect  a human  cadaver,  bled  patients  until  syn- 
cope, whereas,  Erasistratus  (310  to  256  B.C.),  the 
father  of  physiology,  disapproved  of  indiscriminate, 


unlimited  bloodletting  as  did  his  teacher  Chrysippus 
of  Cnidos  (300  B.C.);  he  preferred  a safer  method  of 
depletion,  such  as  sweating,  vapor  baths,  exercise, 
and  starvation.  Five  hundred  years  later  Galen  (130 
to  200  A.D.)  censured  him  for  these  ideas.2-3 

Roman  treatment 

In  Rome,  capital  of  the  civilized  world  and  haven 
of  Greek  medicine  after  Corinth  was  sacked  (146 
B.C.),  Asklepiades  (124  to  50  B.C.)  opposed  bleeding; 
A.  Cornelius  Celsus  (35  B.C.  to  50  A.D.)  recom- 
mended depletion  by  cupping,  purging,  and  vene- 
section for  every  illness;  and  Aretaeus  (circa  120  to 
200  A.D.)  introduced  a system  of  bleeding  from 
specific  sites,  “points  of  election,”  depending  on  the 
ailment.  Galen,  who  modified  Hippocrates’  (460 
to  376  B.C.)  humoral  theory,  was  the  apostle  of 
bloodletting  for  15  centuries.  Caelius  Aurelianus 
(fourth  or  fifth  century  A.D.),  a compiler,  extolled 
Galen’s  rules  of  venesection:  exsanguinate  until  the 
patient  faints;  time  it  with  phases  of  the  moon;  and 
drain  a quantity  consistent  with  age,  sex,  and  state 
of  the  body.2-4 

Proponents 

Galen’s  physiologic  theory  established  the  basis  for 
bloodletting:  the  role  of  noxious  humors  in  disease; 
hematopoiesis  as  a function  of  the  liver  (William 
Harvey,  M.D.,  agreed;  Jean  Pecquet,  who  in  the 
seventeenth  century  discovered  that  lympatics  drain 
into  the  thoracic  duct  and  terminate  in  the  subcla- 
vian artery,  thought  the  heart  was  the  organ  of  blood 
formation;  and  Isidor  Neumann,  in  1868,  proved  the 
role  of  bone  marrow);  and  blood  flow  to  the  periphery 
where  it  is  consumed  with  some  blood  going  to  the 
right  side  of  the  heart,  passing  to  the  left  side  through 
invisible  openings  in  the  septum  and  invisible  con- 
nections between  pulmonary  artery  and  vein  (mo- 
dern terminology),  and  reaching  the  head  and  ex- 
tremities. Galen  had  seen  blood  in  the  arteries 
(Erasistratus  thought  they  contained  air),  but  knew 
nothing  of  blood  speed  or  pressure.  He  asserted  that 
venous  blood  excreted  the  humors  yellow  and  black 
bile  into  the  bowel  and  phlegm  into  the  kidney, 
whereas,  the  upper  part  of  the  body  received  blood 
without  benefit  of  purification.  He  concluded  that 
phlebotomy  removed  noxious  humors  from  upper 
blood;  cupping,  purging,  vomiting,  and  starvation 
purified  the  lower  blood.6 

In  the  Dark  Ages,  Visigothic  codes  (fifth  to  seventh 
century)  forbade  bloodletting  for  married  women 
save  in  the  presence  of  relatives.  The  Venerable 
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Bede  (614  to  735),  a scholarly  Benedictine  monk  and 
author  of  De  phlebotomia  that  established  a regimen 
practiced  in  medieval  times,  recommended  its  per- 
formance by  the  moon’s  age.3 

In  the  Middle  Ages,  Roger  Bacon  (circa  1214  to 
1292),  who  sought  paths  for  true  science  to  follow  and 
suffered  imprisonment  for  15  years  and  suppression 
of  his  writings  for  500  years,  and  Arnold  of  Villanova 
(1235  to  1312),  professor  at  Montpellier,  also  advised 
celestial  phenomena  as  guides  to  bloodletting. 
Monastery  barbers  shaved  monks  (beards  were  for- 
bidden after  1092)  and  bled  them  prophylactically 
several  times  a year.2*3  Salerno,  Europe’s  first 
medical  school,  enshrined  bloodletting  in  verse: 
“Foure  Humors  reigne  within  our  bodies  . . ./  Against 
these  several  Humors  overflowing/  the  opening  of  a 
veyne  is  healthful . . . .”  Eminent  physicians — Pietro 
d’  Abano  (1250  to  1320)  and  Guy  de  Chauliac  (1300 
to  1368),  surgeon  to  the  Avignon  Popes — were  en- 
ergetic bleeders. 

The  Islamic  physicians  Rhazes  (circa  841  to  926) 
and  Avicenna  (980  to  1037)  favored  token  blood- 
letting/a few  drops  of  blood)  on  the  side  opposite 
the  disease,  which  was  adopted  by  most  European 
physicians.2*3  Hippocratic  tradition  demanded  re- 
moval of  a large  amount  of  blood  on  the  same  side  as 
the  disease;  when  Pierre  Brissot  (1487  to  1522),  a 
Paris  physician,  sought  its  revival,  he  suffered  per- 
secution and  died  an  exile  in  Portugal.  Andreas 
Vesalius  (1514  to  1563)  wrote  the  Venetian  Letter  in 
1539  to  support  Brissot’s  crusade,  and  his  proof,  de- 
rived from  dissection  and  direct  observation  of  the 
venous  system,  illuminated  the  scientific  methods 
that  made  his  Fabrica,  written  in  1543,  the  first 
positive  achievement  in  modern  science.7 

The  scientific  revolution  of  the  sixteenth  and 
seventeenth  centuries  did  not  discourage  phlebo- 
tomists.  Paracelsus  (1493  to  1541)  practiced  vene- 
section; Mercurialis  (1530  to  1606)  shouted  “Bleed, 
Bleed,  Bleed”;  Thomas  Sydenham,  M.D.  (1624  to 
1689),  and  Thomas  Willis,  M.D.  (1621  to  1675),  were 
addicted  to  it;  Dr.  Harvey  acclaimed  it  “foremost 
among  all  the  general  remedial  means”;  and  Guy 
Patin  (1601  to  1672),  the  Paris  Dean,  asserted  the 
lancet  can  cure  all  disease.2*3  Indeed,  any  ailment 
invited  bloodletting,  and  barbers,  blacksmiths, 
midwives,  and  bathkeepers  all  became  accomplished 
bleeders.  Children  were  bled  with  leeches  or  from 
the  jugular  vein.  The  distinguished  physicians 
Fracastoro  (1478  to  1553)  and  Santorio  (1561  to 
1636),  who  reported  that  during  an  epidemic  of 
plague  the  treated  rich  died  and  the  untreated  poor 
survived,  regarded  bloodletting  with  suspicion. 
Significantly,  the  seventeenth  century  was  father  to 
strange  remedies:  flagellation  (for  mentally  ill), 

animal  material  (horse  apples,  earthworms,  and 
centipedes),  castration  (for  epilepsy  and  leprosy), 
laying  on  of  hands  (King’s  touch),  and  sympathetic 
wound  ointment.3 


Opponents 

The  most  daring  opponent  to  bloodletting  in  the 
seventeenth  century  was  J.  B.  van  Helmont  (1577  to 
1644),  a founder  of  the  iatrochemical  school  who 
deplored  the  practice  because  it  makes  “a  weak  man 
weaker  and  destroys  him  by  repeated  bleeding.” 
The  Bible,  he  stated,  recognized  that  it  wastes 
strength  and  blood.  He  proposed  a clinical  trial  of 
two  groups  of  patients,  and  boasted:  “We  shall  see 
how  many  funerals  both  of  us  shall  have.”  His  own 
remedies  were  no  improvement  over  bleeding,  but 
were  certainly  less  harmful:  for  pleurisy,  “dung  of 
the  horse  for  a man  and  of  a nag  for  a woman,  dissolve 
in  ale,  strain,  and  drink.”8  He  did  not  escape  the 
wrath  of  Willis,  Georgia  Baglivi  (1668  to  1706)  the 
iatromechanist,  and  the  immortal  Harvey  for  his 
defiance. 

The  eighteenth  century  was  characterized  by 
theories  and  systems,  but  did  not  stir  therapy  from 
its  traditional  pedestal. 

Bloodletting  began  its  decline  after  1830,  due  to 
the  French  clinician  P.C.A.  Louis,  M.D.  (1787  to 
1872),  whose  statistical  method  confirmed  its  futility, 
Rene  Descartes  (1596  to  1650)  who  shouted  “Gen- 
tlemen, spare  French  blood,”  Francois  Magendie 
(1783  to  1855),  and  pupils  of  Louis  in  the  United 
States.9 

History  in  America 

In  colonial  America,  treatment  comprised 
“bleeding,  purging,  and  vomiting.”10  The  able 
practitioner  Gov.  John  Winthrop  (1605  to  1676)  of 
Connecticut  did  not  depend  on  leeches  or  blood- 
letting.11 Our  healthy  forefathers,  however,  con- 
sulted the  “Bleeding  Calendar”  for  time  and  quantity 
to  drain,  and  always  in  the  spring  the  physician 
“cleansed  their  blood.”3  A wounded  soldier  of  the 
Continental  Army  suffering  from  blood  loss  was 
subjected  to  venesection.  George  Washington  in  his 
final  illness  succumbed  after  much  bloodletting,  as 
did  Benjamin  Rush,  M.D.  (1746-1813),  a fanatic 
bleeder.  Enlightened  Thomas  Jefferson  was  fearful 
of  “heroic  therapy,”  and  preferred  “vis  medicatrix 
naturae.”12 

In  the  early  decades  of  nineteenth-century 
America,  due  largely  to  the  influence  of  Dr.  Rush, 
bloodletting  was  the  panacea  for  all  ailments.  Wil- 
liam Beaumont,  M.D.  (1785  to  1853),  was  a disciple, 
and  so  was  Daniel  Drake,  M.D.  (1785  to  1852),  who 
died  two  days  after  copious  bleeding  for  severe 
headache.  Opposition  to  its  unabated  practice  was 
raised  by  the  medical  “sectarians”  Samuel  Thomp- 
son (1769  to  1843),  a botanical  practitioner;  Samuel 
Hahnemann,  M.D.  (1755  to  1843),  father  of  home- 
opathy; the  hydrotherapists;  and  Sylvester  Graham, 
leader  of  a health  movement.  Some  able  physicians 
rejected  bloodletting:  Ephraim  McDowell,  M.D. 

(1771  to  1830);  H.  Jacob  Bigelow,  M.D.,  who  deliv- 
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ered  an  address  to  the  Massachusetts  Medical  Soci- 
ety in  1835  on  self-limited  diseases;  John  B.  Beck  who 
wrote  in  1848  on  the  dire  effects  of  blistering,  mer- 
cury, and  bleeding  on  the  young;  William  Turner, 
M.D.,  a New  York  City  physician  who  petitioned  the 
New  York  State  Legislature  in  1851  to  make  vene- 
section a criminal  offense;  and  some  authors  of 
medical  texts  who  abandoned  the  lancet.  None- 
theless, for  lack  of  any  other  available  remedy,  ven- 
esection showed  little  regression  until  the  close  of  the 
nineteenth  century.  William  Osier,  M.D.  (1849  to 
1920),  wrote  in  1892:  “The  profession  had  bled  too 
much,  but  during  the  last  decades  we  have  certainly 
bled  too  little”;  and  in  the  1910  edition  of  his  text- 
book, limited  bleeding  for  pneumonia  is  advised.1'* 

15 

The  ancient  remedy  still  showed  signs  of  life  in  the 
twentieth  century.  In  1912,  H.  A.  Christian,  M.D. 
(1876  to  1951),  bled  for  decompensation.16  In  1927, 
English  physicians  met  to  discuss  bloodletting,  and 
many  agreed  that  it  was  the  sole  means  of  saving  life 
in  acute  urgent  states  and  in  some  chronic  ailments.17 
In  1958,  Samuel  Levine,  M.D.,  a Boston  cardiologist, 
stated:  “A  moribund  patient  with  hypertension  and 
myocardial  failure  responded  to  phlebotomy  with 
return  of  consciousness.”16 

Current  methods 

It  is  evident  that  centuries  passed  before  physi- 
cians realized  that  blood  is  life.  Current  methods  to 
remove  “noxious  matter”  (Hippocrates’  humors) 
from  the  blood  are  exchange  transfusion,  dialysis, 
and  phlebotomy  for  polycythemia  vera  and  poly- 
cythemia in  children  with  congenital  heart  disease 
and  elevated  hematocrit.  Hippocrates  and  Galen 
were  simply  too  enthusiastic. 

49  Crest  Drive 


Virus  transfer  from  surf  to  wind 

Collection  of  aerosol  samples  on  settling  plates  situated 
on  a beach  demonstrated  that  (a)  virus  can  be  transferred 
from  the  sea  to  the  atmosphere,  and  (b)  its  concentration 
in  the  aerosol  can  be  many  times  higher  than  it  is  in  the 
main  body  of  seawater.  The  mechanism  is  the  adsorption 
of  virus  to  air  bubbles  as  they  rise  through  the  water. 


South  Orange,  New  Jersey  07079 
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When  bubbles  burst  at  the  surface,  their  skin  strips  the 
virus-rich  layer  of  water  from  the  bubble  surface  and  ejects 
it  into  the  air  as  small  droplets.  The  mechanism  of  virus 
enrichment  in  the  aerosol  is  no  doubt  the  same  as  that 
found  for  bacteria.  The  authors  suggest  that  this  has 
public  health  implications,  especially  since  viruses  have 
been  found  in  sewage;  and  dumping  sewage  in  coastal  re- 
gions has  been  commonplace.  Baylor,  E.  R.,  et  al.: 
Science  198:  575  (Nov.  11)  1977. 
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Obituaries 


Morris  Amateau,  M.D.,  of  Hallendale,  Florida,  formerly 
of  New  York  City,  died  on  April  1 at  the  age  of  87.  Dr. 
Amateau  graduated  in  1923  from  Jefferson  Medical  College 
of  Philadelphia.  He  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Baehr,  M.D,,  of  New  York  City,  died  on  Sep- 
tember 6 at  the  age  of  91.  Dr.  Baehr  graduated  in  1908 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consultant  and  director  emeritus  of 
medicine  at  The  Mount  Sinai  Hospital  and  a consulting 
physician  at  LaGuardia  Hospital.  Dr.  Baehr  was  a Dip- 
lomate  of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  American  Public  Health  Association,  the 
American  Society  for  Clinical  Investigation,  the  American 
Association  of  Pathologists  and  Bacteriologists,  the  New 
York  Academy  of  Medicine,  the  New  York  State  Society 
of  Internal  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Anthony  Arthur  Caputo,  M.D.,  of  The  Bronx,  died  on 
November  18  at  the  age  of  66.  Cr.  Caputo  graduated  in 
1939  from  Marquette  University  School  of  Medicine.  He 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  American  Public  Health  Association,  the  New 
York  Cardiological  Society,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Lewis  Caraeff,  M.D.,  of  Brooklyn,  died  on  November  13 
at  the  age  of  68.  Dr.  Caraeff  received  his  medical  degree 
from  the  University  of  Hamburg  in  1937.  He  was  an  at- 
tending physician  at  Swedish  Hospital  in  Brooklyn  and  an 
assistant  physician  in  family  medicine  at  Brookdale  Hos- 
pital Medical  Center.  Dr.  Caraeff  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Jose  E.  Crespo,  M.D.,  of  New  York  City,  died  on  October 
3 at  the  age  of  88.  Dr.  Crespo  graduated  in  1920  from 
George  Washington  University  School  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Otolaryngology 
and  a member  of  the  American  Society  of  Plastic  and 
Reconstructive  Surgery,  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Arthur  R.  Everett,  M.D.,  of  New  York  City,  died  on 
November  17  at  the  age  of  76.  Dr.  Everett  graduated  in 
1928  from  the  University  of  Nebraska  College  of  Medicine. 
He  was  a consulting  otolaryngologist  at  St.  Luke’s  Hospital 
Medical  Center.  Dr.  Everett  was  a Diplomate  of  the 


American  Board  of  Otolaryngology  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
the  American  Laryngological,  Rhinological,  and  Otological 
Society,  the  New  York  Academy  of  Medicine,  the  New 
York  Otological  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Roy  Wade  Franklin,  M.D.,  of  White  Plains  and  Croton- 
on-Hudson,  died  on  August  28  at  the  age  of  68.  Dr. 
Franklin  graduated  in  1936  from  Harvard  University 
School  of  Medicine.  He  was  a member  of  the  American 
Occupational  Medicine  Association  and  the  Westchester 
Academy  of  Medicine. 

Burton  S.  Glick  M.D.,  of  New  York  City  and  Brooklyn, 
died  on  November  24  at  the  age  of  56.  Dr.  Glick  graduated 
in  1951  from  Tulane  University  School  of  Medicine.  He 
was  an  attending  psychiatrist  at  Bird  S.  Coler  Memorial 
Hospital.  Dr.  Glick  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  Gordon,  M.D.,  of  Flushing,  died  on  November  9 at 
the  age  of  85.  Dr.  Gordon  graduated  in  1917  from  Tufts 
University  School  of  Medicine.  He  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Gustavus  A.  Humphreys,  M.D.,  of  Bronxville,  died  on 
November  11  at  the  age  of  72.  Dr.  Humphreys  graduated 
in  1932  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  honorary  urologist  at  Lawrence 
Hospital.  Dr.  Humphreys  was  a Diplomate  of  the  Amer- 
ican Board  Urology  and  a member  of  the  American  Uro- 
logical Association,  and  the  Westchester  Academy  of 
Medicine. 

James  C.  Joyner,  M.D.,  of  New  York  City,  died  on  No- 
vember 2 at  the  age  of  85.  Dr.  Joyner  graduated  in  1918 
from  the  University  of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons.  He  was  a member  of 
the  New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Robert  Hayward  Kennedy,  M.D.,  of  New  York  City,  died 
in  October  at  the  age  of  90.  Dr.  Kennedy  graduated  in 
1912  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  surgeon  at  Beekman- 
Downtown  and  University  Hospitals.  Dr.  Kennedy  was 
a Diplomate  of  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of  the 
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American  Surgical  Association,  the  American  Association 
for  the  Surgery  of  Trauma,  the  American  Academy  of  Fa- 
cial Plastic  and  Reconstruction  Surgery,  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Abraham  M.  Kleinman,  M.D.,  of  The  Bronx,  died  on 
August  22  at  the  age  of  71.  Dr.  Kleinman  graduated  in 
1930  from  the  University  of  Maryland  School  of  Medicine 
and  College  of  Physicians  and  Surgeons.  He  was  a Dip- 
lomate  of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  New  York  Academy  of  Medicine,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Olga  Knopf,  M.D.,  of  New  York  City,  died  on  September 
25  at  the  age  of  89.  Dr.  Knopf  received  her  medical  degree 
from  the  University  of  Vienna  in  1916.  She  was  a pre- 
ceptor in  psychiatry  at  The  Mount  Sinai  Hospital.  Dr. 
Knopf  was  a Diplomate  of  the  American  Board  of  Psychi- 
atry and  Neurology  (Psychiatry)  and  a member  of  the 
American  Psychoanalytic  Association,  the  American 
Psychiatric  Association,  the  New  York  Academy  of  Med- 
icine, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ludwig  G.  Lederer,  M.D.,  of  New  York  City,  died  on 
November  10  at  the  age  of  67.  Dr.  Lederer  graduated  in 
1938  from  Northwestern  University  Medical  School.  He 
was  a Diplomate  of  the  American  Board  of  Preventive 
Medicine,  Inc.  (Aerospace  Medicine),  a Fellow  of  the 
American  College  of  Preventive  Medicine,  and  a member 
of  the  Aerospace  Medical  Association,  the  American 
Physiological  Society,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Leifer,  M.D.,  of  New  York  City,  died  on  October 
23  at  the  age  of  77.  Dr.  Leifer  graduated  in  1925  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
an  associate  off  service  dermatologist  at  The  Mount  Sinai 
Hospital.  Dr.  Leifer  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.,  and  a member  of  the  American 
Academy  of  Dermatology,  the  Society  for  Investigative 
Dermatology,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Ruth  Loveland,  M.D.,  of  New  York  City,  died  on  August 
13  at  the  age  of  79.  Dr.  Loveland  graduated  in  1926  from 
Johns  Hopkins  University  School  of  Medicine.  She  was 
a member  of  the  American  Psychoanalytic  Association,  the 
American  Psychiatric  Association,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Arthur  S.  MacGregor,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 9 at  the  age  of  77.  Dr.  MacGregor  graduated  in 
1925  from  Long  Island  College  Hospital.  He  was  an  ob- 
stetrician and  gynecologist  at  Long  Island  College  Hospital 


and  Lutheran  Medical  Center  and  a consulting  obstetrician 
and  gynecologist  at  Kings  County  Hospital  Center.  Dr. 
MacGregor  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New  York  Ob- 
stetrical Society,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Newell  McKnight,  M.D.,  of  New  Hyde  Park  and 
Port  Washington,  died  on  November  25  at  the  age  of  58. 
Dr.  McKnight  received  his  medical  degree  from  the  Uni- 
versity of  Zurich  in  1953.  He  was  an  attending  psychiatrist 
at  Creedmoor  Psychiatric  Center.  Dr.  McKnight  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Kenneth  M.  Metcalf,  M.D.,  of  New  York  City,  died  on 
August  30  at  the  age  of  82.  Dr.  Metcalf  graduated  in  1924 
from  the  University  of  California  School  of  Medicine,  San 
Francisco.  He  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

N.  Philip  Norman,  M.D.,  of  Riverdale  and  The  Bronx, 
died  on  November  9 at  the  age  of  89.  Dr.  Norman  gradu- 
ated in  1912  from  Vanderbilt  University  School  of  Medi- 
cine. He  was  a member  of  the  American  Geriatrics  Soci- 
ety, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Olga  Brody  Oiler,  M.D.,  of  New  York  City,  died  on  No- 
vember 5 at  the  age  of  91.  Dr.  Oiler  received  her  medical 
degree  from  the  University  of  Vienna  in  1922.  She  was  a 
member  of  the  American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Vito  J.  Pece,  M.D.,  of  Brooklyn,  died  on  November  1 1 at 
the  age  of  36.  Dr.  Pece  received  his  medical  degree  from 
the  University  Bologna  in  1969.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Anthony  Perilli,  M.D.,  of  Valley  Stream,  died 
on  November  5 at  the  age  of  89.  Dr.  Perilli  graduated  in 
1908  from  Long  Island  College  Hospital.  He  was  an  ad- 
junct consultant  in  surgery  at  French  and  Polyclinic 
Medical  School  and  Health  Center.  Dr.  Perilli  was  a 
member  of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Leo  Price,  M.D.,  of  Hastings-on-Hudson  and  New  York 
City,  died  on  October  16  at  the  age  of  84.  Dr.  Price  grad- 
uated in  1931  from  Cornell  University  Medical  College. 
He  was  a Diplomate  of  the  American  Board  of  Preventive 
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Medicine,  Inc.  (Occupational  Medicine)  and  a member  of 
the  American  Occupational  Medicine  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Sidney  Rubenfeld,  M.D.,  of  Brooklyn,  died  on  October 
15  at  the  age  of  71.  Dr.  Rubenfeld  graduated  in  1930  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
chief  of  radiation  therapy  at  Wyckoff  Heights  Hospital,  a 
consulting  radiologist  at  Bellevue  Hospital,  and  a con- 
sulting radiation  therapist  at  University  and  Veterans 
Administration  Hospitals  (New  York  City  and  The  Bronx). 
Dr.  Rubenfeld  was  a Diplomate  of  the  American  Board  of 
Radiology,  a Fellow  of  the  American  College  of  Radiology, 
and  a member  of  the  Radiological  Society  of  North 
America,  Inc.,  the  American  Radium  Society,  the  Society 
of  Nuclear  Medicine,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Samuel  Leon  Saltzman,  M.D.,  of  New  York  City,  died  on 
November  16  at  the  age  of  80.  Dr.  Saltzman  graduated  in 
1926  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  a consulting  ophthalmologist  at 
Sea  View  Hospital  and  Home.  Dr.  Saltzman  was  a 
Diplomate  of  the  American  Board  of  Ophthalmology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Geriatrics  Society,  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Edward  Saskin,  M.D.,  of  Brooklyn,  died  in  October  28  at 
the  age  of  68.  Dr.  Saskin  graduated  in  1935  from  Long 
Island  College  of  Medicine.  He  was  an  associate 
ophthalmologic  surgeon  at  Brooklyn  Eye  and  Ear  Hospital 
and  at  Kingsbrook  Jewish  Medical  Center.  Dr.  Saskin  was 
a Diplomate  of  the  American  Board  of  Ophthalmology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Ophthalmology  and  Otolar- 
yngology, the  New  York  Society  for  Clinical  Ophthalmol- 
ogy, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Robert  Charles  Seeley,  M.D.,  of  New  York  City,  died  on 
November  9 at  the  age  of  81.  Dr.  Seeley  graduated  in  1925 
from  Long  Island  College  Hospital.  He  was  a consulting 


plastic  surgeon  at  Morrisania  Hospital  and  Union  Hospital 
of  The  Bronx,  director  of  head  and  neck  surgery  at  Wick- 
ersham  Hospital  as  well  as  director  of  reconstructive  sur- 
gery there.  Dr.  Seeley  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Diplomate  of  the  American 
Board  of  Plastic  Surgery,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the 
American  Academy  of  Facial  Plastic  and  Reconstruction 
Surgery,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Emanuel  Stern,  M.D.,  of  New  York  City,  died  on  Sep- 
tember 19  at  the  age  of  83.  Dr.  Stern  graduated  in  1916 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Claude  H.  Vadney,  M.D.,  of  Utica,  died  on  November  17 
at  the  age  of  74.  Dr.  Vadney  graduated  in  1929  from  Syr- 
acuse University  College  of  Medicine.  He  was  an  at- 
tending physician  in  general  practice  at  The  Faxton  Hos- 
pital. Dr.  Vadney  was  a member  of  the  American  Acade- 
my of  Family  Physicians,  the  Utica  Academy  of  Medicine, 
the  Oneida  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Abraham  Viener,  M.D.,  of  New  York  City,  died  on  Au- 
gust 11  at  the  age  of  71.  Dr.  Viener  received  his  medical 
degree  from  the  University  of  Iasi  in  1933.  He  was  a senior 
staff  obstetrician  at  the  New  York  Infirmary.  Dr.  Viener 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Norman  Willens,  M.D.,  of  Yonkers,  died  on 
October  20  at  the  age  of  67.  Dr.  Willens  received  his 
medical  degree  from  the  University  of  Bern  in  1936.  He 
was  a clinical  assistant  physician  at  The  Bronx-Lebanon 
Hospital  Center,  an  associate  physician  at  the  Daughters 
of  Jacob  Geriatric  Center,  and  an  associate  physician  in 
general  practice  at  Royal  Hospital.  Dr.  Willens  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  American  Geriatrics  Society,  the  Clinical  Society,  New 
York  Diabetes  Association,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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MENTAL  RETARDATION— PREVENTION 

Major  Mental  Handicap:  Methods  and  Costs  of  Pre- 
vention. Ciba  Foundation  Symposium  59  (new  scries). 

New  York,  Elsevier,  1978.  Illustrated,  226  pages.  Cloth, 
$23. 

Extent  and  cost  of  preventing  mental  handicap  by  better 
perinatal  and  prenatal  care. 

HIPPOCA  M PUS— PH  YSIOL  OG  Y 

Functions  of  the  Septo-Hippoeampal  System.  Ciba 
Foundation  Symposium  58  (new  series).  New  York, 
Elsevier,  1978.  Illustrated,  438  pages.  Cloth,  $43.75. 

Symposium  on  the  anatomy  and  physiology  of  the 
septo-hippocampal  system. 

VITAMINS 

The  vitamin  book.  By  Rich  Wentzler.  New  York,  St. 
Martin’s  Press,  1978.  Hardcover,  257  pages.  Price, 
$8.95. 

Vitamins,  minerals,  and  nutrients — the  benefits  and 
dangers. 

PSYCHOTHERAPY,  MULTIPLE 

Psychotherapeutics  in  Medicine.  Edited  by  Toksoz  B. 
Karasu,  M.D.,  and  Robert  I.  Steinmuller,  M.D.  New  York, 
* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


Instant  glucose  for  diabetics  called  limited  in 
usefulness 

Instant  glucose  helps  boost  blood  sugar  and  insulin  levels 
of  diabetics,  but  only  if  the  individual  is  conscious  and  can 
swallow,  says  a report  in  the  October  6 Journal  of  the 
American  Medical  Association. 

The  instant  glucose  does  not  help  if  squeezed  into  the 
cheek  area  of  a comatose  diabetic,  and  might  even  cause 
harm,  say  Drs.  Robin  R.  Gunning  and  Alan  J.  Garber  of 
Baylor  College  of  Medicine,  Houston. 

Drs.  Gunning  and  Garber  point  out  that  in  some  areas 
instant  glucose  in  the  form  of  cherry-flavored  commercial 
corn  syrup  is  dispensed  in  a plastic  squeeze  tube.  If  the 


Grune  & Stratton,  1978.  Cloth,  351  pages.  Price, 
$24.50. 

Psychotherapeutic  approaches  in  the  “comprehensive 
care”  setting. 

NEOPLASM— DIRECTORIES 

International  Directory  of  Specialized  Cancer  Re- 
search and  T reatment  Establishments.  Second  edition. 
Published  under  the  auspices  of  the  Committee  on  Inter- 
national Collaborative  Activities.  Geneva,  Switzerland, 
International  Union  Against  Cancer,  1978.  724  pages. 
Sw.  Frs.  100. 

Data  on  680  establishments  in  82  countries. 

RETINA— DISEASES 

The  Macula:  a Comprehensive  Text  and  Atlas.  By 

Lawrence  A.  Yannuzzi,  M.D.,  Kurt  A.  Gitter,  M.D.,  and 
Howard  Schatz,  M.D.  Baltimore,  The  Williams  & Wilkins 
Company,  1979.  Illustrated,  412  pages.  Cloth,  $75. 

Review  of  the  more  common  disorders  associated  with 
macular  dysfunction. 

GYNECOLOGIC  NEOPLASMS 

Corscaden’s  Gynecologic  Cancer.  Fifth  edition.  By 
S.  B.  Gusberg,  M.D.,  and  H.  C.  Frick,  II,  M.D.  Baltimore, 
The  Williams  & Wilkins  Company,  1978.  Illustrated,  494 
pages.  Cloth,  $45. 

New  edition,  updated  and  revised. 


patient  is  unconscious  the  rescuer  is  instructed  to  squeeze 
half  the  contents  of  the  tube  between  the  cheek  and  teeth 
of  the  sufferer. 

The  technique  was  tested  on  volunteers  at  the  Texas 
medical  center.  Administering  the  instant  glucose  by 
squeezing  into  the  mouth  cavity  failed  to  raise  blood  sugar 
and  insulin  concentrations.  But  when  swallowed  by  a 
conscious  patient,  the  substance  increased  the  levels 
quickly. 

If  the  substance  is  administered  to  unconscious  indi- 
viduals by  mouth,  there  is  a danger  that  some  of  it  will  be 
inhaled  into  the  respiratory  system,  they  say. 

“Instant  glucose  would  be  of  therapeutic  benefit  only  if 
swallowed  by  hypoglycemic  patients  with  totally  unim- 
paired consciousness.” 
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MEGAVITAMIN  THERAPY 


Victor  0.  Horbort,  M.D.,  J.D. 
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Professor  of  Medicine 
State  University  of  New  York 
New  York,  New  York 

The  general  definition  of  a vitamin  is 
that  it  is  an  organic  molecule  not 
made  in  the  body,  which  is  required  in 
tiny  doses  in  food  to  sustain  the 
normal  metabolic  processes  of  life.  An 
exception  to  this  definition  is  vitamin 
D,  which  can  be  made  in  the  skin  upon 
adequate  exposure  to  sunlight.  With- 
out such  adequate  exposure,  one 
must  depend  on  a dietary  source. 

Generally,  vitamin  function  is  co- 
enzyme function.  This  is  fundamental 
to  understanding  why  megavitamin 
therapy  (use  of  doses  at  least  tenfold 
the  Recommended  Dietary  Allowance) 
(1)  is  a misnomer  and  is  not  vitamin 
therapy.  When  a vitamin  enters  the 
body  as  a component  of  food,  it 
travels  to  the  cells  that  need  it  and  is 
converted  into  a coenzyme  form  (if  it 
is  not  already  in  that  form).  It  attaches 
to  a protein  made  within  the  cell  called 
an  apoenzyme.  The  combination  of 
apoenzyme  plus  coenzyme  consti- 
tutes a holoenzyme.  That  enzyme  then 
serves  the  vitamin  function  of  cata- 
lyzing certain  specific  metabolic 
reactions.  Some  vitamins  are  cata- 
bolized  to  varying  degrees  in  the  body; 
others  are  not 

The  apoenzymes  for  the  vitamins 
are  generally  saturated  at  levels 
approximating  the  R.D.A.  (1)  or  less. 
The  maximum  capacity  of  any  cell  to 
make  portein  per  unit  time  is  limited. 
When  the  cell  is  making  apoenzyme  at 
maximum  capacity,  any  extra  co- 
enzyme coming  into  the  cell  cannot 
possibly  serve  its  vitamin  function 
because  it  cannot  bind  to  apoenzyme. 

The  key  to  understanding  good 
nutrition  is  simple;  the  basic  require- 
ment for  good  nutrition  is  a well- 
balanced  diet  containing  a wide 
variety  of  foods  from  each  of  the  four 
basic  nutrient  categories.  This  in- 
cludes meat,  fruit  and  vegetables, 
milk,  cereals  and  breads.  There  is  no 
need  for  normal  people  eating  a well- 
balanced  diet  to  take  any  additional 
vitamins.  For  those  who  still  feel  they 
suffer  from  vitamin  shortages,  the 
psychotherapy  of  taking  a capsule 


each  day  containing  the  R.D.A.  of 
each  of  the  vitamins  and  minerals  will 
do  no  harm. 

What  are  the  undesirable  side 
effects  of  megadoses?  They  evolve 
from  the  fact  that  all  vitamins  are 
chemicals  in  addition  to  being  vita- 
mins. In  megadoses,  they  are  present 
in  quantities  such  that  the  enzyme 
systems  they  catalyze  as  vitamins  are 
saturated  and  the  megadose  excess, 
therefore,  can  function  only  as  a 
chemical  and  not  as  a vitamin.  An 
example  is  vitamin  C.  In  small  doses  it 
serves  the  vitamin  function  of  holding 
tissues  together  and  preventing 
scurvy.  In  large  doses  it  functions 
chemically  in  a variety  of  ways, 
including  as  a strong  reducing  agent, 
which  can  be  harmful.  For  example, 
megadoses  of  vitamin  C may  raise  the 
urine  uric  acid  level  (2)  and  may 
precipitate  gout  in  people  so  pre- 
disposed. 

Other  undesirable  side  effects  (3) 
include  rebound  scurvy  in  the  off- 
spring of  mothers  taking  such  doses. 
Rebound  scurvy  develops  because  the 
body  recognizes  the  danger  of  the 
increased  reducing  agent  load  and 
speeds  up  its  machinery  to  destroy 
vitamin  C.  The  mother  and  her  fetus 
will  then  have  catabolic  machinery  for 
vitamin  C,  which,  for  example,  is  ten 
times  normal.  The  fetus  is  born  with 
ten  times  the  normal  vitamin  C 
destructive  machinery  and  is  now  on  a 
normal  vitamin  C diet,  which  it 
destroys  ten  times  as  fast  as  normal 
and  develops  scurvy.  Similar  (but  less 
dangerous)  rebound  scurvy  has  been 
reported  in  adults.  As  a result,  it  may 
be  wise  to  taper  megadoses  by  about 
10  to  20  percent  daily,  rather  than 
abruptly  stop  them. 

Where  else  are  megadoses  of  vita- 
min C dangerous?  Some  American 
blacks,  Sephardic  Jews,  Orientals  and 
certain  other  ethnic  groups  have 
congenital  glucose-6-phosphate- 
dehydrogenase  (G6PD)  deficiency, 
which  may  be  activated  to  hemolytic 
anemia  by  megadoses  of  vitamin  C, 


acting  as  a strong  reducing  agent.  (4) 
A patient  with  diabetes,  determining 
how  much  insulin  he  should  take  by 
checking  his  urine,  may  get  into 
serious  trouble  from  megadoses  of 
vitamin  C,  which  causes  one  of  the 
urine  sugar  tests  (Testape)  to  be  false- 
negative and  a different  test  (Clinitest) 
to  be  false-positive.  (3)  Another 
undesirable  side-effect  is  that  the 
strong  reducing  action  of  megadoses 
of  vitamin  C causes  false-negative 
occult  test  results  (blood-in-stool 
tests),  which  could  result  in  a failure 
to  diagnose  intestinal  disorders 
including  carcinoma  of  the  colon. 

A half  gram  of  vitamin  C added  to  a 
typical  V. A.  Hospital  diet  may  destroy 
a substantial  amount  of  B12  in  thediet. 

(5)  While  some  nutrients  are  protected 
by  reducing  action  (such  as  folate), 
others  are  destroyed  by  strong  re- 
ducing action(such  as  Bi2>.VitaminBi2 
is  most  stable  in  the  Co + 3 state.  If 
reduced  to  the  Co  + 1 state,  it  may 
rapidly  self-destruct.  Newmark  et  al 

(6)  have  criticized  this  work  and  Jacob 
et  al  (7)  have  defended  it.  Appropriate 
amounts  of  iron  in  food,  because  of  its 
redox  potential,  can  antagonize  the 
reducing  action  of  ascorbate  and 
protect  vitamin  B12.  Thus,  the  right 
amount  of  dietary  iron  can  balance 
other  agents  added  to  the  diet.  Copper 
can  destroy  vitamin  C and  thus  protect 
B 12  against  megadoses  of  vitamin  C. 

It  has  been  alleged  that  vitamin  C 
reduces  the  symptomatology  of  colds 
by  37% . (8)  Even  if  that  were  so  (3,9), 
would  it  serve  any  purpose  to  take 
megadoses  of  vitamin  C with  the 
undesirable  side-effects  in  order  to 
reduce  by  1 13  the  symptomatology  of 
1.1  mild  colds  that  we  each  get 
statistically  during  the  course  of  the 
year?  There  is  some  evidence  that 
megadoses  of  vitamin  C may  have  a 
mild  antihistamine  effect  (3);  however, 
taking  a mild  antihistamine  for  relief 
rather  than  megadoses  of  vitamin  C 
would  be  preferable. 

The  American  Psychiatric  Associ- 
ation Task  Force  Seven  Report  on 
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megavitamin  therapy  for  schizophre- 
nia (10)  indicates  that  there  is  no  solid 
evidence  of  any  value.  Dr.  Pauling 
responded  to  this  report  in  an  article 
stating  his  point  of  view  in  the  Nov., 
1974,  Am.J.  ot  Psychiatry.  (11)  The 
article  was  followed  by  three  (12,  13, 
14)  research  publications,  which 
appear  to  this  reviewer  to  refute  points 
made  by  Pauling. 

There  are  many  undesirable  side- 
effects  of  the  large  doses  of  nicotinic 
acid  (nicotinamide)  used  by  those  who 
practice  orthomolecular  psychiatry. 
(3)  These  include  flushing  and  itching, 
liver  damage  with  hyperbilirubinemia 
and  jaundice,  dermatoses,  elevated 
serum  glucose,  elevated  serum  uric 
acid,  elevated  serum  enzymes  and 
peptic  ulceration. 

A recently  completed  national  study 
showed  that  taking  megadoses  of 
niacin  to  lower  serum  lipid  levels  had 
no  effect  on  preventing  heart  attacks. 
(15)  The  fact  that  the  serum  lipid  level 
may  be  lower  with  megadoses  of 
niacin  is  not  necessarily  desirable.  It 
is  undesirable  to  lower  the  serum  lipid 
level  if  the  mechanism  used  to  lower 
the  serum  lipid  level  drives  the  lipid 
into  tissues.  It  may  or  may  not  be 
desirable  to  lower  the  serum  lipid  level 
by  decreasing  dietary  intake  or 
reducing  the  absorption  of  lipid. 

When  one  reads  that  something 
affects  the  serum  level  of  X or  Y,  the 
proper  thing  to  say  to  oneself  is  not, 
"That  is  good”  but  rather  "Is  that 
good?"  Proper  questions  are:  How  is  it 
lowering  the  serum  level  of  X?  Is  it 
lowering  the  serum  level  by  driving  X 
into  tissues,  particularly  into  a tissue 
where  one  particularly  doesn't  want  X? 
Or  is  it  lowering  X in  another  way? 

To  date,  insufficient  research  has 
been  done  on  toxicity  of  vitamin  E. 
(3,16)  It  is  not  even  certain  yet  if 
vitamin  E is  truly  a vitamin  because  we 
have  been  unable  to  demonstrate  that 
lack  of  vitamin  E,  per  se.  is  seriously 
harmful.  It  is  almost  impossible  to 
consume  a diet  that  lacks  adequate 
vitamin  E because  vitamin  E is 
naturally  found  in  association  with 
polyunsaturated  fatty  acids.  Adults, 
who  have  vitamin  E deficiency  due  to 
disease-producing  intestinal  malab- 
sorption, develop  ceroid  pigment  in 
the  colon  and  some  decrease  in  the 
reducing  activity  on  red  cell  mem- 
branes but  no  clinical  illness  specifi- 
cally ascribable  to  lack  of  vitamin  E 

Possible  undesirable  side-effects  of 
megaaoses  of  vitamin  E include 
headaches,  nausea,  fatigue,  dizzi- 
ness, blurred  vision  (perhaps  related 
to  the  fact  that  vitamin  E in  large 
doses  antagonizes  the  action  of 
vitamin  A).  Megadoses  of  vitamin  E 


also  have  been  reported  to  produce 
inflammation  of  the  mouth,  chapping 
of  the  lips,  gastrointestinal  disturb- 
ances, muscle  weakness,  low  blood 
sugar,  increased  bleeding  tendencies 
and  degenerative  changes.  The  neuro- 
toxicity of  megadoses  of  vitamin  A 
and  the  renal  toxicity  of  megadoses  of 
vitamin  D are  well  known  and  dis- 
cussed in  most  textbooks  of  nutrition 
and  of  medicine. 

There  are  vitamins  whose  toxicity  in 
megadoses  has  not  yet  been  clearly 
established,  such  as  vitamin  B]2. Every 
objective  study  demonstrates  that 
vitamin  B12 has  no  appetite  stimulant 
effect  and  has  no  effect  on  neurologic 
disorders  other  than  those  due  to 
vitamin  B12  deficiency  with  one 
possible  exception:  tobacco  ambly- 
opia, which  some  opthalmalogists 
insist  doesn't  exist  so  were  in  a 
quandry  with  respect  to  it.  However, 
vitamin  B12  does  absorb  cyanide  if 
given  as  hydroxocobalamin  and  some 
studies  suggest  that  cyanide  poison- 
ing can  be  treated  with  megadoses  of 
vitamin  B12m  the  non-cyano  form. 

At  the  other  extreme  is  the  Laetrile 
quackery.  (1 7)Laetrile  (“vitamin  B17")  is 
not  a vitamin  - it  is  a cyanogen.  The 
allegation  that  Laetrile  cures  cancer  by 
destroying  cancer  cells  with  cyanide  is 
nonsense  If  the  doses  used  released 
enough  cyanide  to  be  toxic,  the 
toxicity  would  cause  the  patient  to  die 
of  cyanide  poisoning  at  the  same  time 
the  cancer  dies. 

Megadoses  of  vitamin  Bo, which  was 
once  thought  to  be  harmless,  may 
produce  liver  disease.  (3) 

Megadoses  of  folate  also  used  to  be 
considered  harmless  but  it  is  now 
established  that  large  doses  antago- 
nize the  protective  effect  of  dilantin 
against  convulsions  in  people  with 
epilepsy.  (18) 

In  summary,  megadoses  of  vitamins 
cannot  serve  vitamin  functions.  They 
can  only  serve  chemical  functions, 
some  of  which  may  be  harmful.  The 
only  currently  known  exceptions  (3)  to 
this  statement  are  the  uses  of  mega- 
doses of  vitamins  in  specific  serious 
medical  illnesses,  such  as  to  counter- 
act the  toxicity  of  antivitamins  (such 
as  antifols),  in  treating  certain  rare 
"vitamin-dependent  genetic  diseases” 
and  in  certain  malabsorption  syn- 
dromes. 
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Health  hazards 

in  winter  and  cold  weather 

Hypothermia  should  be  suspected,  if  any  of  these  signs 
are  evident:  (1)  the  older  person  feels  cold  to  the  touch  but 
is  not  shivering;  (2)  heartbeat  is  slow  and  irregular  or  the 
blood  pressure  is  low;  (3)  the  older  person  appears  con- 
fused, drowsy,  or  unconscious.  These  last  two  signs  can 
be  mistaken  for  a stroke,  diabetic  coma,  or  heart  condition, 
and  even  an  autopsy  cannot  definitely  establish  hypo- 
thermia as  a cause  of  death. 

The  extent  of  the  problem  is  difficult  to  estimate.  There 
have  been  no  studies  in  America  of  the  frequency  of  acci- 
dental hypothermia.  British  estimates  of  annual  deaths 
from  hypothermia  in  the  elderly  have  ranged  from  500  to 
10,000. 

Alertness  during  cold  weather  for  potential  victims  of 
accidental  hypothermia  may  help  prevent  its  tragic  oc- 
currence. If  accidental  hypothermia  is  detected  and 
diagnosed  before  deep  body  temperature  has  dropped 
below  90°F.,  and  if  proper  treatment  by  a physician  is 
given,  chances  for  a normal  recovery  are  good. 

To  obtain  complimentary  copies  of  the  National  Insti- 
tute on  Aging’s  brochure,  A Winter  Hazard  for  the  Old: 
Accidental  Hypothermia,  write  to:  NIA/Hypothermia, 
9000  Rockville  Pike,  Building  31,  Room  5C-36,  Bethesda, 
Maryland  20014. 

A message  to  physicians 

about  the  Social  Security  Disability  program 

Your  patients  may  be  entitled  to  disability  benefits 
under  the  Federal  Social  Security  Law.  In  New  York 
State,  the  New  York  State  Bureau  of  Disability  Determi- 
nations makes  the  medical  decisions  of  disability.  You, 
as  a treating  physician,  may  have  been  called  on  to  furnish 
reports  to  this  Bureau  describing  the  impairments  for 
which  disability  benefits  are  claimed.  These  medical  re- 
ports are  critical  in  deciding  whether  or  not  benefits  can 
be  paid. 

The  Social  Security  Law  defines  disability  as  inability 
to  work  because  of  a medically  determinable  physical  or 
mental  impairment  that  is  expected  to  result  in  death  or 
that  has  lasted — or  is  expected  to  last — at  least  12 
months. 

The  medical  report  should  contain  sufficient  details  of 
history,  signs,  symptoms,  and  laboratory  findings  to  enable 
a physician  employed  by  the  Bureau  to  determine  the  na- 
ture, severity,  duration  of  the  impairment,  and  residual 
functional  capacity,  after  appropriate  therapy.  Severity 
is  judged  by  the  remaining  capacity  to  perform  work,  and 
the  condition  must  be  of  such  severity  as  to  prevent  any 
substantial  gainful  activity. 

The  cooperation  of  the  medical  community  in  sub- 
mitting prompt  and  complete  reports  is  sincerely  re- 
quested. This  will  help  eliminate  ill-will  and  misunder- 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


standing  between  patients  and  their  physicians. 

Any  physician  who  wishes  to  obtain  more  information 
can  reach  me  at  212-488-2285,  or  may  call  collect  if  out  of 
New  York  City.  Harry  R.  Pace,  M.D.,  Chief  Medical 
Consultant. 

MMIS:  a progress  report 

Just  over  a year  ago,  on  November  1,  1977,  MMIS 
(Medicaid  Management  Information  System),  became 
effective  in  New  York  City  with  the  enrollment  of  physi- 
cians and  clinics.  Since  then,  inpatient  hospitals,  CHAP, 
pharmacies,  dentists,  laboratories,  and  nursing  homes  have 
been  phased  into  MMIS  according  to  a predetermined 
timetable  and  all  remaining  provider  groups  are  scheduled 
to  become  part  of  MMIS  by  April,  1979. 

As  New  York  State  Department  of  Social  Services’  fiscal 
agent  for  MMIS  in  New  York  City,  Bradford  was  given  the 
task  of  designing,  implementing,  and  operating  a com- 
puterized system  for  processing  all  Medicaid  claims  sub- 
mitted on  behalf  of  New  York  City’s  1.3  million  Medicaid 
recipients.  The  statistics  are  a little  overwhelming:  To 
date,  Bradford  has  processed  more  than  20  million  claims 
and  has  paid  over  $397  million  to  enrolled  MMIS  providers. 
But  perhaps  what  is  most  significant  is  that  Bradford 
processes  all  claims  within  ten  working  days. 

Physicians  represent  the  largest  group  of  providers  in 
MMIS  and  have  been  a part  of  the  program  since  its  in- 
ception. At  that  time  6,313  physicians  were  enrolled. 
Today,  the  number  stands  at  over  10,000 — an  increase  of 
66  percent. 

In  addition  to  prompt  payment  of  claims,  MMIS  offers 
physicians  other  significant  benefits.  These  include 
remittance  statements,  which  are  mailed  out  weekly  and 
indicate  clearly  those  claims  that  have  been  paid,  pended, 
or  denied  and  their  corresponding  dollar  amounts.  Phy- 
sicians also  have  the  option  of  submitting  claims  on 
tape. 

However,  there  is  more  to  MMIS  than  just  technology. 
The  rapid  growth  in  the  number  of  physicians  who  have 
enrolled  in  the  program  is  due  in  large  measure  to  Brad- 
ford’s Department  of  Provider  Relations,  which  was  es- 
tablished to  respond  promptly  and  efficiently  to  providers’ 
needs,  answers  all  inquiries,  provide  information,  and 
generally  be  available  to  demystify  the  procedures  of 
computerized  claims  processing. 

The  department  has  over  70  staff  members  divided  into 
several  units,  each  with  a different  expertise.  A training 
unit  plans  seminars  for  all  incoming  providers  to  familiarize 
them  with  MMIS  procedures  and  acquaint  them  with  the 
forms  and  codes  used  by  Bradford.  64  seminars  have  been 
held  for  physicians  alone  and  these  have  been  attended  by 
almost  3,500  doctors  and  their  office  assistants.  On-site 
visits  are  also  made  by  department  members  and  all  en- 
rolled providers  regularly  receive  a newsletter  which  re- 
ports on  general  developments  in  the  health  field,  in  ad- 
dition to  clarifying  or  updating  new  MMIS  regulations  and 
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procedures.  A staff  of  35  telephone  representatives  cur- 
rently handles  between  600  and  800  telephone  calls  from 
physicians  and  other  providers  each  day.  Each  operator 
has  immediate  access  to  Medicaid  claim  data  for  instant 
review  and  confirmation. 

Obviously  a system  as  complex  as  MM1S  is  not  without 
its  problems,  but  where  these  have  occurred  New  York 
State  Department  of  Social  Services  and  Bradford  have 
diligently  worked  to  resolve  them.  For  instance  in  the  case 
of  pended  claims,  every  effort  has  been  made  to  reduce  the 
amount  of  time  needed  for  pends  resolution  and  if  neces- 
sary to  solve  the  underlying  reasons  which  may  have  caused 
claims  to  pend  in  the  first  place. 

Physicians  who  would  like  to  enroll  in  MMIS  should  call 
New  York  State  Department  of  Social  Services’  toll  free 
number,  800  342-3333,  between  the  hours  of  8:30  a.m.  and 
5:00  p.m.  Monday  through  Friday. 

Future  plans  for  MMIS  call  for  Upstate  implementation 
to  begin  in  June,  1979,  with  enrollment  and  claims  pro- 
cessing for  all  provider  groups  in  Chemung,  Nassau,  and 
Washington  counties.  Entire  Statewide  implementation 
is  scheduled  to  be  completed  by  December,  1980. 

Annual  pathology  book 

features  University  of  Buffalo  researcher 

A medical  researcher  at  the  State  University  at  Buffalo 
is  a contributing  author  to  a new  English-language  edition 
of  a classic  German  reference  book  on  the  pathology  of 
laboratory  animals. 

Robin  M.  Bannerman,  M.D.,  professor  of  medicine  and 
pediatrics  and  head  of  the  Division  of  Medical  Genetics  at 
U/B,  is  one  of  four  authors  on  the  chapter  on  blood  dis- 
eases. The  chapter  includes  an  extensive  section  on  the 
use  of  animal  models  in  simulating  human  hereditary  blood 
disorders,  which  Dr.  Bannerman  and  his  laboratory  asso- 
ciates at  U/B  have  investigated  over  the  past  10  years. 

The  other  authors  of  the  chapter  on  “Hematology  Dis- 
orders” are  W.  F.  Loeb,  B.  F.  Rininger,  and  A.  J.  John- 
son. 

The  new  two-volume,  3,000-page  English-language 
edition,  titled  Pathology  of  Laboratory  Animals,  is  being 
published  by  the  internationally-known  Springer-Verlag 
scientific  publishing  firm  of  New  York  and  Berlin. 

The  English  version  is  expected  to  become  the  standard 
reference  work  in  its  Field,  as  was  the  German  text, 
Pathologie  der  Laboratoriumstiere. 

Roswell  Park  CIS  initiates 
nurse’s  consultation  line 

Roswell  Park  Memorial  Institute’s  CIS  (Cancer  Infor- 
mation Services)  has  initiated  a Nurse-to-Nurse  toll-free 
Telephone  Consultation  Service  designed  to  give  com- 
munity nurses  immediate  access  to  the  cancer  nursing 
experts  at  the  Buffalo,  N.Y.,  comprehensive  cancer  center’s 
290-bed  hospital.  The  service  is  a joint  effort  of  the  fed- 
erally-funded CIS  and  Roswell  Park’s  Nursing  Service, 
directed  by  Patricia  Burns,  R.N. 

“The  new  service  is  aimed  at  meeting  a growing  need  to 
provide  nurses  and  allied  health  professionals  with  more 
direct  access  to  current  information  about  cancer  care,” 
said  CIS  Director,  Russell  Sciandra.  “CIS  has  been  in 
operation  for  several  years  and  has  established  itself  as  a 
source  of  information  for  laymen.  Physicians  have  been 

continued  on  page  282 


Free  administration 
for  retirement 
plan  accounts. 

Paine  Webber,  administrator  of 
the  1 1th  District  Dental  Society  Keogh  Plan, 
offers  the  following  free  services: 

Defined  Benefit  Pension  Plans 

Annual  Actuarial  Cost  of  Benefit  Calculations. 
Certification  of  Schedule  B 5500  Series 
Tax  Returns. 

Annual  Participation  Benefit  Statement. 
Accrued  Vested  Benefit  Calculations. 

Administrative  Services 

Preparation  of  5500-5500  C— 5500  K Returns. 
Preparation  of  EBS-1  Report  and  Summary  Plan 
Description  for  Department  of  Labor. 
Preparation  of  PBGC  Report  for  Filing  With 
Pension  Benefit  Guarantee  Corp. 

Similar  Services  for  Defined  Contribution 
Plans,  Keogh  and  IRA’s. 

If  you  are  interested  in  learning  more  about  our 
free  administrative  package  for  qualified  plans, 
please  call  us  at  953-8852 

Talk  to  us  now. 

You  could  thank  us  later. 

PaineWebber 

PanAm  Building 

200  Park  Avenue,  New  York,  N.Y.  10017 
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PRICES  NOW 

GUARANTEED 

Order  the  color  Coupe  DeVille  Cadillac  you 
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+ TAX 

INCLUDES: 

AM/FM  STEREO,  CLIMATE  CONTROL  AIR  CONDI- 
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ment. 

plus  full  General  Motors  factory  warranty 
valid  at  all  authorized  Cadillac  Dealers. 


$9950 


continued  from  page  281 

able  to  speak  to  Institute  clinicians  through  the  telephone 
Physician’s  Consultation  Service  started  in  1968.  But  for 
nurses,  one-to-one  communications  with  Institute  spe- 
cialists was  informal,  at  best.  Under  this  new  service,  a 
nurse  with  specific  questions  on  the  nursing  management 
of  the  cancer  patient  will  be  able  to  call  CIS  and  discuss  the 
case  with  oncology  nurses  who  work  everyday  with  a great 
variety  of  cancer  patients.” 

“Due  to  its  nature  as  a cancer  research  and  treatment 
facility,”  Miss  Burns  said,  “Roswell  Park  nurses  are 
knowledgeable  in  all  aspects  of  cancer  care  including  che- 
motherapy, management  of  pain  and  of  treatment  side 
effects,  supportive  measures  such  as  hyperalimentation, 
and  rehabilitation.  With  rapid  advances  being  made  in 
treatment,  the  nurse  constantly  finds  herself  confronting 
new  challenges  in  caring  for  the  cancer  patient.  We  wel- 
come this  opportunity  to  lend  all  nurses  the  benefit  of  our 
experience.” 

Nurses  anywhere  in  New  York  State  may  telephone  the 
service  weekdays,  8:30  a.m.  to  5:00  p.m.,  by  dialing  1- 
800-462-7255.  The  CIS  counselor  will  ask  the  caller  a few 
questions  about  the  problem  and  then  connect  her  to  the 
appropriate  expert  on  the  nursing  staff. 

Consultants  are  available  in  gastrointestinal  cancers, 
breast  cancer,  head  and  neck  cancers,  leukemia,  lympho- 
mas, gynecology,  urology,  thoracic  surgery,  pediatrics  and 
adolescent  cancer,  chemotherapy,  immunotherapy,  ra- 
diation therapy,  surgical  nursing,  hyperalimentation,  and 
enterostomal  therapy.  In  addition,  information  on  con- 
tinuing education  programs  and  community  agencies 
aiding  cancer  patients  are  offered. 

Here  and  there 

Appointed:  P.  Harvey  Chase,  M.D.,  as  director  of  medi- 
cine, the  Jewish  Hospital  and  Medical  Center  of  Brooklyn 
. . . E.  Darracott  Vaughan,  Jr.,  M.D.,  as  attending  sur- 
geon-in-charge,  urology  division,  The  New  York  Hospital, 
and  head,  Division  of  Urology,  Cornell  University  Medical 
College  . . . Francis  J.  Klocke,  M.D.,  as  a member  of  the 
National  Advisory  Committee  to  the  Mayo  Foundation’s 
Biotechnology  Research  Resource  and  Program  Project. 
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Awarded:  Dr.  Frank  Field,  WNBC-TV,  the  second  an- 
nual media  award  for  “excellence  in  communication  about 
anesthesiology”  at  the  Postgraduate  Assembly  meeting  of 
The  New  York  State  Society  of  Anesthesiologists,  in  De- 
cember . . . Harold  Brody,  M.D.,  chairman,  Department 
of  Anatomical  Sciences,  State  University  at  Buffalo,  the 
prestigious  Robert  W.  Kleemeier  Award  by  the  American 
Gerontological  Society  at  its  31st  national  meeting  in 
Dallas. 

Named:  S.  Mouchly  Small,  M.D.,  professor  of  psychiatry, 
State  University  at  Buffalo,  named  “Psychiatrist  of  the 
Year”  by  the  Area  Council  II  of  the  American  Psychiatric 
Association. 


Roosevelt  Raceway 
Westbury,  N.Y. 
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of  growing  things. 
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And  the  South  was  a perfect 
place  to  raise  just  about  anything. 
With  acres  of  fertile  land  and 
warm  sunshine. 

Feeding  the  hungry  industrial 
regions  to  the  north,  the  South 
helped  make  a new  and  struggling 
country  grow  strong  and  prosperous. 

Today,  America  keeps  getting 
stronger  every  day.  Thanks  to 
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They  know  that  as  they’re 
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America  s future,  too. 

So,  buy  U.S.  Savings  Bonds 
through  your  Payroll  Savings  Plan. 

Whether  you’re  raising 
vegetables  or  a family,  they’re  a 
great  way  to  save. 

Series  E Bonds  pay  6%  interest  when  held  to 
maturity  of  5 years  (4*72%  the  first  year).  Interest 
is  not  subject  to  state  or  local  income  taxes,  and 
federal  tax  may  be  deferred  until  redemption. 
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CLOSE  TO  THE  BIG  APPLE 
but  not  in  it! 


\ 


V 


Partnerships  available  in  family  practice  offices  in  this 
suburban  community  of  50,000  people  located  on  the 
South  Shore  of  Long  Island  on  the  Atlantic  Ocean.  50 
minutes  from  New  York  City  Appointment  available  to 
Medical  Staff  of  170  bed,  fully  accredited,  general  hos- 
pital. All  water  sports  and  recreational  activities  at  your 
door  step  as  well  as  the  cultural  advantages  of  New  York, 
a short  drive  away  Quality  public,  private  and  religious 
schools  within  community. 

For  detailed  information  write  Dept.  696,  d o New  York 
State  Journal  of  Medicine. 


•OSITIONS  WANTED 


RHEUMATOLOGIST-INTERN  1ST:  age  29,  AOA,  ABIM  certified,  rheumatology 
Board  eligible.  Excellent  university  clinical  training.  Seeks  association  with 
internal  medicine  specialty  group/partnership  in  southeastern  portion  of  N.Y 
State.  Prefer  Metropolitan  New  York  area.  Available  July  1979.  Dept.  690, 
c/o  NYSJM. 


NTERNIST,  27  years  old,  energetic,  university  trained,  seeks  group  practice  op 
lortunity  on  Long  Island  as  of  July  1979.  Write:  Stephen  Atlas,  M.D.,  159 
dawthorne  Ave.,  Central  lslip,  N.Y.  1 1722. 


N NASSAU  COUNTY:  Young  physician,  American  graduate,  completing  training 
i June  1979.  seeks  to  purchase  internal  medicine  practice  or  associate  w ith  senior 
internist  planning  future  retirement.  Reply  to  Dept.  701,  c/o  NYSJM 


>RACTICES  AVAILABLE 


NO  DOWN  PAYMENT  • NO  CHEAPER  PRICES 
NEW  CAR  SPECIALS 

• Cutlass  • T-Bird  . 

Supreme  $179.00  • Monte 

• Buick  per  mo.  Carlo 

Regal  — • Camero 

V-8  auto,  trans.,  power  steering,  power 
brakes,  air-cond.,  radio,  w/w  radial  tires, 
tinted  glass,  hodyside  mldg.,  vinyl  roof, 
defroster. 

29  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP.  Phone 

Authorized  Membership  Benefit  (516)222-9041 


'OR SALE:  LONG  ESTABLISHED,  Upper  East  Side,  bariatric  (weight  control) 
practice.  Good  gross;  growth  potential.  Doctor  relocating  out  of  state.  Dept. 
697.  c/o  NYSJM. 

1ENERAL  PRACTICE,  (F.Ph.),  very  active,  long  established,  well  equipped,  ex'- 
cellent  office  staff,  Rochester,  N.Y.  Over  average  income  first  month  Rent  or 
buy.  Curriculum  and  intentions  first  letter.  Write  Dept.  700.  c/o  NYSJM. 


PHYSICIANS  WANTED 


FELLOWSHIP  IN  NEUROSURGERY,  JULY  1.  1979:  Extensive  12  years 
clinical  program  available,  including  trans  sphenoidal  surgery  and  microneu- 
rosurgery. Excellent  salary  and  broad  fringe  benefits.  ECFMG  mandatory, 
prefer  applicant  with  background  with  1 year  of  neurology  or  neurosurgical 
training.  Affirm  Action  Employer  M/F/HC.  Apply:  J.  A.  Epstein,  M.D.,  At- 
tending in  Charge.  Division  of  Neurosurgery,  c/o  Department  of  Surgery,  L I. 
Jewish  Hillside  Medical  Center,  New  Hyde  Park.  N.Y.  11042. 

FULL  TIME  M.D.  ORANGE  CO.  Home  and  Infirmary.  Provide  medical  service 
for  a 340  bed  ECF  & 130  bed  HRF.  Position  re  license  to  practice  medicine  in 
NYS.  Salary  competitive.  Ideal  fringe  benefits.  Paid  Malpractice  Insurance. 
Send  resume  Adm.  Dir.  OCHI,  Box  59,  Goshen,  NY  10924. 


BRONX,  N.Y.:  PSYCHIATRIC  RESIDENCY.  Montefiore  Hospital  and  Medical 
Center,  and  North  Central  Bronx  Hospital  unexpectedly  have  a PGY-1  or  PGY-2 
position  immediately  available  in  their  fully  integrated  psychiatric  training 
program.  Outstanding  clinical-academic  experience  provided.  E.O.E.  Inquiries 
invited.  \Y  rite:  Jack  L.  Katz,  M.D..  Director  of  Residency  Training,  Department 
of  Psychiatry.  Montefiore  Hospital  and  Medical  Center.  Ill  East  210th  St., 
Bronx,  N.Y.  10467. 


Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year  s training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants— founded  1924 

New  York  Hempstead,  LI 

254  West  54  Street  1 75  Fulton  Avenue 

(212)247-3434  (516)481-2774 

V, y 


INCOME  TAXES  • FINANCIAL  PLANNING 

A Personalized  Service  for  the  thoughtful  professional  who 
ranks  his  future  gains  equal  to  today's  benefits. 

HOWARD  I.  REITZES,  CPA 
100  Garden  City  Plaza.  Suite  120.  Garden  City,  N Y 1 1530 
Day:  516-747-4500  Night:  516-938-6907 
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THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  7 
courses  in  the 
growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab. Technician, 
Geriatric  & Pediatric 
Aide  (Nurse’s  Assts.), 
Med.  & Dent.  Secy., 
EKG  Technician, 

Legal  Assistant. 


Classes  day  or 
night. 

Licensed  bv  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


cffieGWestcliester' School 


I ( >l<  PAR  M’K<  >1  I SSIONAI  I R AINING  — 

Kill  Ontario  Si..  Albany.  N Y 12206  • < 51H)  462-6621 
I \.  Hrnaduac.  Whin*  Plains.  MA  10001  • <91-11  428-MO 
275  Broadhollou  Rd.IRte  1 101.  Melville.  M Y 11746  ■ 1516)  752-1060 


PHYSICIANS  WANTED— CONT  D 


STATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  State 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parkir 
facilities,  and  is  located  near  S.  I.  Ferry,  all  transportation,  schools,  city  building 
and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otolaryi 
gologist,  general  practitioner,  internist,  pediatrician  and  ophthalmologist.  F< 
further  information  contact  Rudy  (212)  448-0100. 


FAMILY  PHYSICIAN/GENERAL  PRACTITIONER  to  join  Board  certifie 
family  practitioner  in  central  Adirondack  community.  Established  practice  oi 
of  a modern,  well  equipped,  well  staffed  health  center,  surrounded  by  nature  wit 
year  round  recreational  possibilities.  Write  or  call  Mark  Webster,  M.D.,  Tow 
of  Webb  Health  Center,  Old  Forge,  New  York  13420.  (315)  369-6479. 


THORACIC  RESIDENCY:  Approved  residency  in  thoracic  and  cardiovascuh 
surgery  available  at  large  metropolitan  center  near  N.Y.  City:  520-bed  hospit. 
with  very  active  open  heart;  general  thoracic  surgery  and  pacemaker  program 
candidate  must  have  completed  general  surgery  training;  good  salary;  BC/B 
and  dental  plan,  4 weeks  vacation;  comfortable  apts.  on  premises  if  desired.  Dep 
692,  c/o  NYSJM. 


OPHTHALMOLOGIST.  GENERAL  OPH  THALMOLOGY.  Proficient  A.( 
surgery  and  I.O.  Lens.  Nassau  County;  convenient  to  N.Y.C.  Good  local  hos 
pitals.  Partnership  after  1 vr;  complete  control  after  3 years.  High  gross  an 
net.  Wish  to  retire.  Terms  open.  Can  wait  for ’79  graduate.  Reply  to  Dep 
693,  c/o  NYSJM. 


PHYSICIANS  NEEDED  FOR  85  SUMMER  CAMPS  for  children,  located  i 
Northeastern  States,  July  and  August,  or  a single  month.  Write  to:  Associatio 
of  Independent  Camps,  55  West  42nd  St.,  New  York,  N.Y.  10036. 


EMERGENCY  ROOM  PHYSICIANS.  American  trained,  licensed  M.D.’s  (I 
wanted  to  join  group  for  emergency  room  coverage.  Positions  available  July  Is 
Must  give  1-year  contract;  prefer  general  practice  residency  exposure.  Sma 
community  hospital  located  90  miles  from  N.Y.C.  114-beds;  light  case  loa< 
approximately  44  hours  per  week.  Excellent  salary,  plus  vacation/education: 
benefits  and  health  insurance  package.  Excellent  working  conditions.  Contac 
Karen  M.  Campbell,  Director  of  Personnel  Services,  Northern  Dutchess  Hospita 
Rhinebeck,  N.Y.  12572. 


PHYSICIANS  WANTED— CONT  D 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  2-man  consultatio 
practice  in  Rockville  Centre,  Long  Island,  N.Y.  Good  hospital  facilities.  Sul 
specialty  desirable  but  not  essential.  First  year  salary.  Partnership  second  yea 
Dept.  694,  c/o  NYSJM. 


ALLERGIST  NEEDED  for  multi-specialty  building  in  Staten  Island,  New  York 
City.  Ready  made  practice.  Immediate  occupancy.  Dept.  682,  c/o  NYSJM. 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York.  New  Jersey.  Connecticut/permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrey  Associates,  agency  for  Execu-Med.  23-25  East  26th  St..  New  York, 
N.Y.  10010.  Telephone:  (212)  532-7625. 


INTERNISTS,  FLIGHT,  GENERAL,  ORTHOPEDIC  SURGEONS,  radiologist1 
primary  care  physicians.  Positions  available  in  U.S.  and  overseas.  Multispe^ 
ialty  hospital  and  clinic  group  practices,  staff  and  facilities  supplied,  malpracti< 
insurance  covered.  Competitive  salaries,  fringe  and  retirement  benefits.  Tw 
and  three  year  contracts  available.  For  foreign  medical  graduates;  ECFMG,  Fit 
or  state  license,  U.S.  graduate  medical  education,  and  1-151  card  required.  F< 
further  information,  physicians  in  the  following  New  York  State  counties:  A 
bany,  Clinton,  Columbia,  Delaware,  Dutchess,  Essex,  Franklin,  Fulton,  Green 
Hamilton,  Montgomery,  Otsego,  Rensselaer,  Saratoga,  Schenectady,  Schohari 
Ulster,  W'arren,  Washington,  please  contact:  Medical  Programs  Office,  U.!’ 
Navy,  O’Brien  Federal  Bldg.,  Albany,  N.Y.  12207.  (518)  472-4424. 


INTERNIST,  PEDIATRICIAN  & OBSTETRICIAN-GYNECOLOGIST:  Board 
eligible/certified.  To  join  multispecialty,  prepaid,  federally  qualified  HMO. 
Exciting,  inovative  practices,  active  in  resident  educational  programs.  Com- 
petitive salaries  and  top  fringe  benefits.  Send  curriculum  vitae  to:  James 
Roberts,  M.D.,  800  Carter  St.,  Rochester,  N.Y.  14621 . 


r 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 


V. 


EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency 
physician  group  throughout  Pa  , N.Y  , N J.,  Mich,  and  Southeastern 
U.S  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
service  with  minimum  guarantee  provided  Malpractice  paid  Practice 
credits  towards  board  certification.  Physician  department  directors 
also  desired  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste. 
400,  399  Market  St.,  Phila.,  PA  19106  or  phone  215-925-3511. 


OB-GYN:  TWO  BOARD  CERTIFIED/ELIGIBLE  OB-BYN  doctors  f 

charming  mid-south  city.  To  work  in  active  outpatient,  surgical  facility  and  al 
develop  private  practice.  Guaranteed  minimum  with  many  extras.  Dept.  68 
c/o  NYSJM. 


NEW  SOLUTION  FOR  OVERWORKED  GENERAL  PRACTITIONER  (F.Ph 
or  internist  or  pediatrician.  Join  my  very  active,  best  equipped  modern  offi 
practice.  Rochester,  N.Y.  W'ork  alone  about  25  hours  weekly  as  I No  nig 
or  holiday  calls,  no  obstetrics,  10%  small  surgery.  Vacation  replacement  p.r. 
Excellent  office  staff.  Or  alternate  with  me  two  months  on,  two  months  o 
Excellent  earnings.  Longer  lasting  arrangement  only.  Short  curriculum  in  fir 
letter.  Write  Dept.  699,  c/o  NYSJM. 


DEPUTY  COUNTY  HEALTH  DIRECTOR,  Monroe  County.  Rochester,  N. 
To  design/supervise  epidemiologically  sound  planning  and  evaluation  studi< 
Review/supervise  255  physicians,  nurses,  and  other  staff  in  personal  health  se 
vices  programming.  Physician  with  MPH  or  one  year  public  health  experieni 
Curriculum  vita  to  Joel  Nitzkin,  M.D.,  Monrue  County  Health  Department,  1 
Westfall  ltd.,  Caller  632,  Rochester,  N.Y.  14692. 
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PHYSICIANS  WANTED— CONT  D 


NTERNAL  MEDICINE:  Long  established,  lucrative  practice,  North  Shore 
Nassau  County  within  minutes  of  3 teaching  hospitals.  Seeking  partnership  or 
eventual  sale  Dept  703.  i o NYS.JM. 


MISCELLANEOUS 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT  TACTFUL  YET  Suc- 
cessful 40  years  of  top  service  to  doctors  and  hospitals  Mail  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212)730-0069 


'PA  ACCOUNTING,  TAX  PLANNING,  PREPARATION  RETURNS,  I R S. 
audits,  business  advice.  Mr.  Morgenstern  serving  individual  needs  of  physicians 
for  over  a decade.  Started  in  accounting  in  1960.  Pension,  profit  sharing  plans, 
estate  planning.  Will  work  with  vour  attorney.  Moses  Morgenstern,  P C.,  CPA. 
(212)  793-2135. 


|X)CT0R!  ACQUIRING?  TRANSFERRING?  APPRAISING  a medical 
I practice?  We  offer  the  largest  selection  of  medical  practices  (all  specialties)  on 
I the  East  Coast.  We  help  finance  the  purchase,  structure  the  transaction  for 
I maximum  tax  benefits  and  help  transfer  the  patients  from  one  doctor  to  another 
I and  from  location  to  another.  Free  appraisals  for  the  practices  listed  with  us. 
I Free  consultations  in  our  offices.  Call  (212)  445-9797;  (212)  793-3597,  or  write: 
I Frederic  Katz,  Ph.D.  Associates  Agency  Inc..  42-27  Union  St.,  Flushing,  N.Y 
I 11355. 


EQUIPMENT 


OLYMPUS  ENDOSCOPES,  2 yrs.  old  bronchoscope  with  accessories  in  excellent 
condition;  multi-channel  light  source  available;  1 yr.  old  gastroscope  with  all 
accessories  in  excellent  condition;  Carlens  mediastinoscope  with  accessories.  Call 
(315)336-6800. 


DFFICE  SPACE  WANTED 


ESP£  k NEEDED  IN  NASSAU  COUNTY:  Young  internist  wishes  to 
sublease  office  space  in  Garden  City  or  Mineola,  or  surrounding  Nassau  County- 
Reply  to  Dept.  702,  c/o  NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SIX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos- 
pital's. Call  (212)  297-4140. 


DOCTORS  OFFICE  SPECIALISE  FOR  PROMPT.  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  buy.  sell 
or  appraise  a co-op.  contact  Nathan  H Friedman  of  Douglas  Elliman-Gibbons 
& Ives.  Inc..  745  Fifth  Ave..  N.'l  N.Y  (212)832-5571. 


MANHATTAN  S EAST  SIDE.  133  EAST  73RD  ST..  N Y.C  LEXINGTON 
Professional  Center.  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


DOCTOR'S  OFFICES  FOR  RENT  by  the  hour  or  full  time.  Modern  medical 
building  equipped  for  out-patient  diagnostic  work-up  and  ambulatory  surgery. 
Ideal  for  medical  and  surgical  specialists.  42-78  Main  St..  Flushing,  N.Y.  C?12) 
539-8800. 


h0R  SALE:  MAGNIFICIENT  RESIDENTIAL  ESTATE  in  the  incomparable 
Round  Hill  section  of  the  Town  of  Greenwhich,  Conn,  in  suburban  New  York. 
19-room,  stately  mansion  commanding  a glorious  hill-top  view,  approximately 
six  acres  of  rolling  landscaped  grounds,  5-car  garage,  deluxe  chauffeur's  apart- 
ment, heated,  custom-designed  swimming  pool,  all-weather  tennis  court,  pavil- 
hon,  private  gasoline  station,  etc.  $595,000.  K.  Mustafa,  M.D.  Days  (212) 
5 1 9-5213/4;  evenings  weekends  (203)  869-8719/8427. 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead,  N Y.  11552 

516  483-0577 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


MEDICAL  SUITE,  WHITE  PLAINS,  N.Y.  New  professional  building  near  White 
Plains  Hospital.  Prime  space,  footage  flexible.  (914)  949-0555,  or  946-3737. 


I WISH  TO  RENT  OFFICE  SPACE  to  a physician  or  to  a group.  The  new  building 
will  be  erected  at  7 Pulaski  Road  in  East  Northport,  L.I.  I will  alter  the  premises 
based  upon  their  desires.  Tax  advantages  can  be  arranged.  Robert  Smirnow, 
D.D.S.,  7 Pulaski  Rd„  East  Northport,  N.Y.  11731.  (516)  261-1068. 


DUTCHESS  COUNTY:  OFFICE  SPACE  FOR  RENT.  On  Route  52  East 
Fishkill,  New  York.  Near  a corporate  site  employing  approximately  10,000 
people.  FOR  SALE:  Doctor's  elegant  residence  and  professional  suite.  Con- 
venient location.  Separate  entrances.  A must  see.  $160,000.  Marsha 
Scheinberg,  Broker,  Canterbury  Agency,  Inc.  914-462-4820. 


WHITE  PLAINS.  NEW  YORK.  SURGICAL  SUBSPECIALTIES  needed. 
Space  available  new  professional  building  near  hospitals.  Fully  furnished  with 
all  new  diagnostic  equipment.  By  month,  week,  day  or  hour;  secretary/technician 
provided  if  desired.  Lab  and  X-ray  facility  in  building.  (914)  946-3737. 


BROOKLYN,  AT  KINGS  PLAZA:  Medical  building  now  renting.  From  $10.50 
per  square  foot.  Exposed  to  ten  million  people  annually.  All  details  available. 
Call  (212)  287-9756. 


MAHOPAC,  N.Y.  DOCTOR  RETIRING!  Wishes  to  sell  lovely,  spacious  Ranch. 
Separate  walk-in  entrance  to  waiting  room,  examining  room,  office,  half  bath. 
House  offers:  3 bedrooms,  2 full  baths,  living  room,  dining  room,  country  kitchen, 
family  room,  garage.  Excellent  area.  Hospital  nearby.  A steal  at  $70,000.  Call 
Kleinfeld  Associates  (914)  628-7200. 


NEW  YORK:  OFFICE/HOME  of  retired  GP,  southern  Hudson  Valley,  for  sale. 
No  GP  or  FP  left  in  town.  Dept.  698,  c/o  NYSJM. 


FOR  SALE:  OFFICE  SPACE,  FURNITURE,  and  surgical  equipment  available 
for  inspection.  Phone  (516)  354-0101. 


PARK  AVENUE  (80’s)  NEW  YORK  CITY:  Two  bedroom,  2 bath,  large  living 
room,  fireplace,  great  closets,  modern  kitchen.  Low  maintenance.  (212)  722- 
6629. 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.O. 

107  East  73rd  St..  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
lysician  Call  or  write  for  further  details. 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 
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Choose  Your 
CME  WEEKENDERS 
for  1979  Now! 


1 Birmingham 

/IWBAMk  Feb.  3 -4 


\ 


( 


\ 
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From  January  to  July  1979,  the  AMA  will  offer  10  convenient 
CME  WEEKENDERS  — 10  regional  continuing  medical  educa- 
tion meetings  in  cities  and  resorts  across  the  U.S. 

Each  features  a wide  variety  of  high  quality,  well  designed 
Category  1 courses  (each  with  syllabus)  of  interest  to  most 
specialists. 

CME  WEEKENDERS  are  either  two-day  (Saturday  to  Sunday) 
or  three-day  (Friday  to  Sunday)  meetings.  That  way  you  can 
get  in  your  CME  with  little  or  no  disruption  to  your  practice. 

Choose  your  CME  WEEKENDERS  now! 

Write  to:  AMA,  Department  of  Meeting  Services 
535  North  Dearborn  Street,  Chicago,  Illinois  60610, 

(312)  751-6503. 


\ 
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Beth  Abraham  Hospital  cosponsored  by 
Montefiore  Hospital  and  Medical  Center 
The  Albert  Einstein  College  of  Medicine 

612  Allerton  Avenue 

Bronx 

March  1 

INFECTIONS  IN  THE  ELDERLY 
J.  Kelly  Smith,  M.D. 

March  8 

DIFFERENTIAL  DIAGNOSIS  OF  DEPRESSION  AND 
DEMENTIA  IN  THE  ELDERLY 
Frank  Finkelstein,  M.D. 

March  15 

DRUG  DISPOSITION  AND  INTERACTION  GERIATRIC 
PATIENT 

Walter  Levine,  M.D. 

March  22 

HOST  DEFENSE  MECHANISMS 
Michael  H.  Grieco,  M.D. 

March  29 

WHY  CONTROL  DIABETES? 

Herbert  Ross,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.,  Beth 
Abraham  Hospital,  612  Allerton  Avenue,  Bronx  10467.  Tel: 
212/920-6013. 


The  New  York  Academy  of  Medicine 

2 East  103rd  Street 
March  6,  7:00  p.m.,  Tuesday 

Section  on  Dermatology  and  Syphilology 

FROM  THE  DEPARTMENTS  OF  DERMATOLOGY  OF: 

a.  BIRD  S.  COLER  HOSPITAL 

b.  METROPOLITAN  HOSPITAL 

c.  NEW  YORK  HOSPITAL 

d.  SAINT  VINCENT’S  HOSPITAL 
March  7,  7:30  p.m.,  Wednesday 

Section  on  Anesthesiology  and  Resuscitation 

SYMPOSIUM  ON  RECENT  ADVANCES  IN  THERAPY  OF 
THE  CARDIAC  PATIENT  NEWER  PHARMACOLOGIC 
ASPECTS  IN  CORONARY  HEART  DISEASE 
William  Frishman,  M.D. 

MECHANICAL  CARDIAC  ASSIST:  CURRENT  STATUS 
David  Bregman,  M.D. 

HEMODYNAMIC  CHANGES  DURING  INDUCATION  OF 
NEUROLEPT  ANESTHESIA  FOR  CORONARY  ARTERY 
SURGERY 

Paul  A.  Radnay,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  6:30  p.m. 

March  7,  8:00  p.m.,  Wednesday 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

PROBLEMS  IN  MANAGEMENT  OF  SPINAL  CORD  INJURY 
Sally  Wisely,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  6:45  p.m. 

March  13,  8:00  p.m.,  Tuesday 

Section  on  Biomedical  Engineering 

DATA  RETRIEVAL  IN  MEDICINE— CLINICAL  AND 
RESEARCH  APPLICATIONS 
Lou  Katz,  M.D.,  Ms.  Ellen  Nagle 
CREDIT:  AMA  Cat.  1 (2  hrs.) 

March  17,  8:00  p.m.,  Monday 

Section  on  Ophthalmology 

TUMORS  IN  CHILDREN 
David  H.  Abramson,  M.D. 


PEDIATRIC  PHARMACOLOGY  TREATMENT  OF  APHAKIA 
Anthony  Caputo,  M.D. 

STRABISMUS  MANAGEMENT  PROBLEMS 
Edward  Raab,  M.D. 

PITFALLS  IN  STRABISMUS  SURGERY 
John  S.  Hermann,  M.D. 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 

March  19,  6:30  p.m.,  Monday 

Section  on  Plastic  and  Reconstructive  Surgery 
with  the  New  York  Society  of  Plastic  and 
Reconstructive  Surgery 

ELECTION  OF  NEW  OFFICERS 
ANNUAL  RESIDENT'S  NIGHT 

PRESENTATION  OF  SCIENTIFIC  PAPERS  BY  RESIDENTS 
Reception  6:30  p.m. — Subscription  Dinner  7:00  p.m. 

March  19,  4:30  p.m.,  Wednesday 

Section  on  Radiology  with  the  New  York 
Academy  of  Medicine 

NEW  ADVANCES  IN  DIAGNOSTIC  RADIOLOGY- 
HEPATOBILIARY  TRACT  NUCLEAR  RADIOLOGY 
HEPATOBILIARY  TRACT  IMAGING 
Ronald  L.  Van  Heertum,  M.D. 

CONVENTIONAL  RADIOLOGY  IN  DIAGNOSTIC  AND 
THERAPEUTIC  ASPECTS 
James  Chang,  M.D. 

ULTRASOUND-DIAGNOSTIC  AND  THERAPEUTIC 
ASPECTS 

Morton  Schneider,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

Section  on  Radiotherapy 

POTENTIATORS  IN  RADIATION  THERAPY 
CREDIT:  AMA  Cat.  1 (1  hr.) 

GOVERNMENT  POLICY  AS  RELATED  TO  THE  PRACTICE 
OF  RADIOLOGY 
Mr.  Robert  Derzon 
CREDIT:  AMA  Cat.  1 (1  hr.) 

Section  on  Radiotherapy  (441) 

COLORECfAL  CANCER-RADIATION  THERAPY 
Leonard  Gunderson,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

March  20,  6:30  p.m.,  Tuesday 

Section  on  Surgery 

CONTROVERSIES  IN  SURGERY:  THE  PRINCIPLES  AND 
PRACTICE  OF  THE  SHOULDICE  (CANADIAN)  REPAIR  OF 
ABDOMINAL  HERNIAE 
Nicholas  Obney,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  6:00  p.m. — Subscription  Dinner:  6:30  p.m. 
March  21,  8:00p.m.,  Wednesday 

Section  on  Otolaryngology 

PSYCHOLOGY,  SEX  AND  DEATH:  ENT  PROBLEMS 
Frank  E.  Lucente,  M.D. 

NEURO-OTOLOGIC  MANAGEMENT  OF  ACOISTIE 
NEUROMA:  DIAGNOSIS  AND  THERAPY 
Ronald  A.  Hoffman,  M.D. 

THE  WASHINGTON  SCENE:  OTOLARYNGOLOGY 
Harry  W.  McCurdy,  M.D 
CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  6:30  p.m. 

March  21,  8:00  p.m.,  Wednesday 

Section  on  Urology 

ELECTION  OF  NEW  OFFICERS 
THE  SEVENTEENTH  FERDINAND  C.  VALENTINE 
MEMORIAL  LECTURE 
John  Post,  M.D. 

PRESENTATION  OF  SEVENTEENTH  FERDINAND  C. 
VALENTINE  MEDAL  AND  AWARD 
Gilbert  Wise,  M.D. 

DEVELOPMENT  OF  PEDIATRIC  UROLOGY 
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D.  Innes  Williams,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 

March  28.  8:00p.m.,  Wednesday 

Section  on  Historical  Medicine 

CHINA  MEDICINE 
Donald  West  King,  M.D. 

Reception  6:15  p.m. — Subscription  Dinner  7:00  p.m. 

March  31,  9:30a.m.,  Saturday 

Section  on  Geriatric  Medicine 

UNDERSTANDING  SENILE  DEMENTIA 
OVERVIEW  OF  SENILE  DEMENTIA  INCLUDING 
EPIDEMIOLOGY  AND  GENETICS 
Robert  Katzman,  M.D 

BIOLOGICAL  STUDIES  OF  NORMAN  CEREBRAL  AGING 
AND  SENILE  DEMENTIA 
Robert  Terry,  M.D. 

CLINICAL  AND  RADIOLOGICAL  ASPECTS  OF 

DEMENTIAS 

Robert  Katzman,  M.D. 

PSYCHOTROPIC  DRUGS  AND  THE  AGED 
Barry  Reisbert,  M D. 

MOVEMENT  DISORDERS  AND  THE  AGED 
Stanley  Fahn,  M.D. 

FEE:  $65.  CREDIT:  AMA  Cat.  1 (5  hrs.) 

$45.  for  Fellows 

For  further  information  contact  Irma  Ellis.  Tel:  212/824- 
4004. 

Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
March  10,  9:00  a.m. — 5:00  p.m.,  Saturday 
TECHNIQUES  OF  BRIEF  PSYCHOTHERAPY 
Walter  V.  Flegenheimer,  M.D., 

Trude  Gruber,  M.S.W. 

FEE:  $60.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

March  16-17,  9:00  a. m. -5:00  p.m.,  Friday  and  Saturday 
AN  UPDATE  IN  INTERNAL  MEDICINE  FOR  PRACTICING 
PSYCHIATRISTS 

Gerald  Friedman,  M.D.  and  Mount  Sinai  School  of  Medicine 
Faculty 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

March  19-23,  9:00  a. m. -5:00  p.m.,  Monday  thru  Friday 

LABORATORY  METHODS  IN  IMMUNOHEMATOLOGY  AND 

BLOOD  BANKING 

Richard  E.  Rosenfield  and  Staff 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (35  hrs.) 

March  23,  9:00  a. m. -5:00  p.m.,  Friday 
ISSUES  IN  MEDICAL  GENETICS 
Robert  J.  Desnick,  M.D.,  Guest  Faculty  and  Mount  Sinai 
Faculty 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

March  24,  9:00  a. m. -5:00  p.m.,  Saturday 

THE  JOEL  HARTLEY  MEMORIAL  SYMPOSIUM: 

INITIAL  APPRAISAL  & MANAGEMENT  OF  MEDICAL 
EMERGENCIES 

Michael  A.  Bleicher,  M.D.  and  Mount  Sinai  and  Guest  Faculty 
FEE:  $35.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

March  26-30,  9:30  a. m. -5:00  p.m.,  Monday  thru  Friday 
CLINICAL  NEUROLOGY 

Melvin  Yahr,  M.D.,  Howard  Krieger,  M.D.  and  Faculty  of  the 
Dept,  of  Neurology 

FEE:  $300.  CREDIT:  AMA  Cat.  1 (35  hrs.) 

March  29-30,  9:00  a. m. -5:00  p.m.,  Thursday  and  Friday 
CURRENT  CONCEPTS  IN  FETAL  MATERNAL  MEDICINE 
Thomas  Kerenyi,  M.D.,  Mount  Sinai  and  Guest  Faculty 
FEE:  $150.  CREDIT:  AMA  Cat.  1 (1  hrs.) 

March  30,  8:45  a. m. -4:45  p.m..  Friday 
COMMUNICATIONS  DISORDERS 
Asher  Bar,  Ph.D.  and  Guest  Lecturers 


FEE:  $25.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

New  York  Medical  College 
Flower  and  Fifth  Avenue  Hospitals 

5 East  102nd  Street 
*St.  Vincent's  Hospital 
153  Erdy  11th  Street 
March  12-16 

ELECTROMYOGRAPHY  AND  ELECTRODIAGNOSIS 
COURSE 

FEE:  $285.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Joseph  B.  Rogoff,  M.D., 

Director,  Rehabilitation  Medicine,  Bird  S.  Coler  Hospital, 

Roosevelt  Hospital,  Roosevelt  Island  10044  Tel:  212/ 

688-9400. 

Union  Hospital  of  the  Bronx  cosponsored  by 
Albert  Einstein  College  of  Medicine 

260  East  188th  Street 
March  13 

ECHOCARDIOGRAPHY  AND  NON-INVASIVE 
CARDIOLOGY  I 
William  Frishman,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information,  please  write  or  phone  Mr.  Daniel  S. 
Fruchter,  Union  Hospital  260  East  188  Street,  Bronx  10458. 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

March  14- 16 

HEAD  AND  NECK  CANCER 
C.  Silver,  M.D. 

March  23-25 

CLINICAL  NEUROLOGY  FOR  PSYCHIATRISTS— PART  1 
For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx  10461.  Tel:  212/430-2822. 

March  28-30 

CASE  DISCUSSIONS 
B.  Kaplan  and  Staff 

NO  FEE  CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  office  of  Program  Director, 

Dr.  H.  Volk,  212/430-8001-2;  or  Dr.  S.  Kossak,  212/OL  5- 

8274. 


The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue,  Box  #37 
March  14,  7:00-9:00  p.m. 

UPDATE  YOUR  MEDICINE  1978-79 
NO  FEE 

For  further  information  contact  Lila  A Wallis,  M.D. 

Tel:  212/737-4444. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center 

329  East  62nd  Street 
'Carnegie  International  Center 
345  East  46  Street 
March  21,  8:30  p.m.,  Wednesday 

TWENTY-SEVENTH  ANNUAL  KAREN  HORNEY  LECTURE 
TITLE  TO  BE  ANNOUNCED 
Jack  Weinberg,  M.D. 

For  further  information  contact  Association  for  the 
Advancement  of  Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center,  329  East  62  Street,  New 
York  10021. 
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Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 
March  21,  8:30  p.m. 

APPRECIATING  UNIQUENESS:  THE  ANALYTIC 
MUTUALITY 

Eileen  Hite,  M.D.,  Norman  J.  Levy,  M.D.,  Alan  R.  Kagan,  M.D. 
NO  FEE  CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

For  further  information  contact  Postgraduate  Center  for 
Mental  Health,  124  E.  28th  Street,  New  York  10016.  Tel: 
212/689-7700. 


Intensive  Clinical  Neurology  Course 

1033  Hamilton  Street 
Allentown,  Pennsylvania 
‘Americana  Hotel 
Seventh  Avenue  at  52nd  Street 
New  York 
March  23-25 

SECOND  ANNUAL  INTENSIVE  CLINICAL  NEUROLOGY 
COURSE  NEUROLOGY  FOR  NON-NEUROLOGISTS 
FEE:  $225.  CREDIT:  AMA  Cat.  1 (18  hrs.) 

$125.  residents 

For  further  information  contact  L.  P.  Levitt,  M.D.,  1033 
Hamilton  Street,  Allentown,  Pa.  18101  Tel:  215/433-6474. 

St.  Luke’s  Hospital  Center 
Amsterdam  Ave.  & 114th  Street 
* Kings  County  Hospital 
Brooklyn 

March  23 

INFECTIONS  OF  THE  BRAIN 

For  further  information  contact  V.  Bokkenheuser,  M.D.,  St. 
Luke’s  Hospital  Center,  Amsterdam  Ave.  & 1 14th  Street, 
New  York  10025. 


College  of  Physicians  & Surgeons  of  Columbia 
University 

630  West  168th  Street 
‘Waldorf-Astoria  Hotel 
Park  Avenue  and  49th  Street 
March  26-29 

FOUR  DAYS  OF  NUCLEAR  MEDICINE 
FEE:  $250.  CREDIT:  AMA  Cat.  1 (25  hrs.) 

For  further  information  write  P.  M.  Johnson,  M.D.,  College  of 
Physicians  & Surgeons,  630  West  168th  Street,  New  York 
10032. 

Downstate  Medical  Center  cosponsored  by  The 
New  York  State  Society  of  Anesthesiologists, 
Inc.,  District  I (NYSSA) 

450  Clarkson  Avenue 
Brooklyn 

September  1,  1978-August  31,  1979 
RECENT  ADVANCES  IN  ANESTHESIA 
Benton  D.  King,  M.D. 

NO  FEE 

For  further  information  contact  C.  M.  Plotz,  M.D.,  Office  of 
Continuing  Education,  Box  51,  SUNY  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn  11203. 


Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

March  29,  8:00  a. m. -5:00  p.m.,  Thursday 

NEUROENDOCRINE  CONTROL  OF  OVULATION 
Raymond  L.  Vande  Wiele,  M.D. 

CLINICAL  EXPERIENCES  WITH  CLOMID 
Melvin  L.  Taymor,  M.D. 

INDUCTION  OF  OVULATION  WITH  GONADOTROPINS 
Carl  A.  Gemzell,  M.D. 


PANEL  DISCUSSION 

( Round  Table  Lunch  With  The  Faculty) 

HYSTEROSALPINGOGRAPHY,  HYSTEROSCOPY, 

LAPAROSCOPY 

Alvin  M.  Siegler,  M.D. 

SPERM  MIGRATION  IN  CERVICAL  MUCUS 
Jan  Friberg,  M.D. 

UTERINE  CAUSES  OF  INFERTILITY 
Edward  E.  Wallach,  M.D. 

WHAT'S  NEW  IN  ENDOMETRIOSIS 
Robert  B.  Greenblatt,  M.D. 

PANEL  DISCUSSION 
March  30,  9:30  a. m. -4:35  p.m.,  Firday 
PHARMACOLOGY  OF  PROLACTIN 
Henry  G.  Friesen,  M.D. 

CLINICAL  USES  OF  BROMOCRYPTINE 
Sven  Johan  Nillius,  M.D. 

PITUITARY  TUMORS  AND  PREGNANCY 
Chun  Fu  Wang,  M.D. 

PANEL  DISCUSSION 
( Round  Table  Lunch  With  The  Faculty) 

PHYSIOLOGY  OF  THE  FALLOPIAN  TUBE 
Carl  Pauerstein,  M.D. 

EXPERIMENTAL  TUBAL  SURGERY 
Brian  M.  Cohen,  M.D. 

TUBAL  ANASTOMOSIS  AND  MICROSURGERY 
Robert  M.  L.  Winston,  M.R.C.O.G. 

PANEL  DISCUSSION 
PROTEST 

For  further  information  contact  M.  Barrie  Jacobs,  Director  of 
Public  Affairs,  450  Clarkson  Avenue,  Brooklyn  11203.  Tel: 
212/270-1176  or  OR  9-2820  (Home) 


QUEENS  COUNTY 


Astoria  General  Hospital 

25-10  30th  Avenue 
Long  Island  City 

9:00  a.m.- 1 1:00  a.m.,  Saturdays 
March  3 

OSTEOPOROSIS 
Uriel  Barzel,  M.D. 

March  17 

WHAT  FAMILY  DOCTORS  SHOULD  KNOW  ABOUT 
DRUG  DISPOSITION  AND  METABOLISM 
Barry  Levitt,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Astoria  General  Hospitai, 
25-10  30th  Avenue,  Lonq  Island  City,  1 1 102.  Tel:  212/ 
932-1000. 

Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

New  Hyde  Park 

‘Teaching  Center  Auditorium 

Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 

January  24  through  April  25,  8:00- 10:00  p.m. 

9TH  ANNUAL  PEDIATRIC  BOARD  REVIEW  COURSE 
FEE:  $125.  CREDIT:  AMA  Cat.  1 (26  hrs.) 

For  further  information  contact  I.  Ronald  Shenker,  M.D., 
Program  Chairman,  Office  of  the  Dean  of  the  Clinical 
Campus,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  11042.  Tel:  212/470-2850. 


NASSAU  COUNTY 


Nassau  County  Medical  Center 

2201  Hampstead  Tpk. 
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East  Meadow 
March  1 

COLLAGEN  DISEASE 
Avron  Ross,  M D 
March  15 

HLA  SYSTEM 
David  Thaler,  M.D. 

March  29 

IN  VIVO  METHODS  OF  STUDY  OF  ALLERGY 
Nathan  S.  Weiss,  M.D. 

CREDIT:  AMA  Cat.  1 


Nassau  County  Medical  Center 

2201  Hempstead  Tpk. 

East  Meadow 
March  2 

THE  PSYCHOBIOLOGY  OF  HUMAN  DISEASE 
Herbert  Weiner,  M.D, 

March  9 

PLASMA  LEVELS  OF  TRICYCLIC  ANTIDEPRESSANTS 
Robert  O.  Friedel,  M.D. 

March  16 

USE  OF  HYPNOSIS  IN  PAIN  AND  STRESS  SYNDROMES 
Donald  M.  Postel,  M.D 
March  23 

PSYCHOTHERAPEUTIC  USE  OF  HYPNOSIS  IN 
"UNCOVERING" 

Daniel  Lutzker,  Ph  D. 

March  30 

THE  SUICIDAL  PATIENT— EVALUATION  AND 

TREATMENT 

Leon  D.  Hankoff,  M.D. 

For  further  information  contact  Nassau  County  Medical 
Center,  2201  Hempstead  Tpk.,  East  Meadow  11554.  Tel: 
516/542-0123. 


Nassau  County  Medical  Center 

2201  Hempstead  Tpk. 

East  Meadow 
March  1 

THE  PEDIATRIC  NEPHROLOGIST  CONTRIBUTION  TO 
UROLOGY 

Robert  Schacht,  M.D. 

March  8 

PEDIATRIC  EMERGENCIES  OF  THE  JUVENILE  DIABETIC 
Henry  Dolger,  M.D. 

March  15 

REVIEW  OF  800  CASES  OF  GENITO-URINARY 
DISEASES  IN  CHILDREN:  DIAGNOSIS,  MANAGEMENT, 
AND  TREATMENT 
Stanley  Landau,  M.D. 

March  22 

NEONATAL  HYPER  BILIRUBINEMIA 
Audrey  Brown,  M.D. 

March  29 

PHARMACOLOGY  OF  IMMUNE  THERAPY 
llene  H.  Raisfeld,  M.D. 

For  further  information  contact  Nassau  County  Medical 
Center,  2201  Hempstead  Tpk.,  East  Meadow  11554.  Tel: 
516/542-0123. 

Nassau  Hospital 

259  First  Street 
Mineola 

March  7,  1 1:00  a.m. 

RADIATION  MANAGEMENT  OF  NON-HODGKIN'S 

LYMPHOMA 

John  Chaffey,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Norbert  Felber,  M.D.,  Nassau 
Hospital,  259  First  Street,  Mineola.  Tel:  516/663-2347. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 
‘Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 
(1  part  of  36  sessions) 

4:00-5:00  p.m.,  Monday 
March  5 

EARLY  vs.  LATE  VENTRICULAR  ARRHYTHMIAS  DURING 
INFARCTION— PROGNOSIS 
E.  Terry  Davison,  M.D. 

March  12 

NO  CONFERENCE— ANNUAL  MEETING  AMERICAN 
COLLEGE  OF  CARDIOLOGY 
March  19 

MANAGEMENT  OF  INFECTIOUS  COMPLICATIONS  IN 
PATIENTS  WITH  HEART  DISEASE 
Burt  R Meyers,  M.D. 

March  26 

HDL  AND  HYPERLIPIDEMIA— IMPLICATIONS  IN 
CORONARY  ARTERY  DISEASE 
DeWitt  S.  Goodman,  M.D. 

CREDIT:  AMA  Cat.  1 


SUFFOLK  COUNTY 


Brookhaven  Memorial  Hospital 

101  Brookhaven  Hospital  Road 

Patchogue 

(1  part  of  35  series) 

8:00  a m. -9:00  a m. 

March  2 

LARYNGEAL  CANCER 
Dominick  Sampogna,  M.D. 

March  9 

THE  INNER  EAR/VERTIGO 
Francis  Staro,  M.D. 

March  23 

APPROACH  TO  HEADACHE 
Richard  Pearl,  M.D. 

March  30 

FACIAL  NEUROPATHY 
James  Seymour,  M.D. 


South  Nassau  Communities  Hospital 
cosponsored  by  SUNY  at  Stony  Brook 

March  19,  Noon  to  1:00  p.m. 

A RATIONAL  SURGICAL  APPROACH  TO  MALIGNANT 

MELANOMA 

Matthew  Harris,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  call  Department  of  Surgery  office. 
Tel:  516/764-2600  ext.  237. 


BUFFALO 


Roswell  Park  Memorial  Institute  and  American 
Cancer  Society 

666  Elm  Street 
Buffalo 
March  8 

RE-EVALUATION  OF  MULTI-MODAL  TREATMENT  OF 
MELANOMA 

E.  Douglas  Holyoke,  M.D. 

FEE:  $25.  CREDIT:  AMA,  AAFP,  AOA 

For  further  information  contact  Cancer  Control  Office,  RPMI, 

Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo 

14263. 
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ROCHESTER 


The  University  of  Rochester  Medical  Center 

601  Elmwood  Avenue 

Rochester 

March  15- 19 

POSTGRADUATE  COURSE  IN  ORTHOPEDIC  MEDICINE 
FEE:  $250.  CREDIT:  AMA  Cat.  1 (32V2  hrs.) 

For  further  information  contact  Office  of  Continuing 
Professional  Education,  University  of  Rochester  Medical 
Center,  Box  601.  601  Elmwood  Avenue,  Rochester  14642. 
Tel:  716/275-4392. 


FUTURE  EVENTS 


North  Shore  University  Hospital 

300  Community  Drive 

Manhasset 

May  12 

HBP  SYMPOSIUM 

OUTLINE  OF  RECENT  ADVANCES 

Lionel  Mailloux 

ANGIOTENSIN  AND  BETA-BLOCKING  AGENTS 
David  Case 

POLYPHARMACOLOGY-VASODILATORS  & BENEFICIAL 
DRUG  COMBINATIONS 
David  Lowenthal 

THERAPY  OF  HYPERTENSION  IN  THE  PATIENT  WITH 
RENAL  INSUFFICIENCY 
Peter  Bluestone 

PREECLAMPSIA-PATHOPHYSIOLOGY,  THERAPY,  AND 

PROGNOSIS 

Rocco  Venuto 

SURGERY  AND  ANESTHESIA  IN  THE  HYPERTENSIVE 

PATIENT 

Elbert  Tuttle 

RESULTS  OF  VARIOUS  TREATMENT  MODALITES  AND 
THE  FUTURE  GOVERNMENT  ROLE 
Theodore  Cooper 

SYSTOLIC  HYPERTENSION— ITS  EVALUATION, 
PROGNOSIS,  AND  THERAPY 
Lionel  Mailloux 

MALIGNANT  HYPERTENSION/HYPERTENSIVE 

EMERGENCIES 

Robert  Massey 

PATIENT  PROBLEMS  AND  DISCUSSIONS 


1 PATIENT  WITH  RENOVASCULAR  HYPERTENSION 
1 PATIENT  WITH  ESSENTIAL  HYPERTENSION 
1 PATIENT  WITH  AN  HYPERTENSIVE-  EMERGENCY 
For  further  information  contact  Lionel  U.  Mailloux,  M.D., 
North  Shore  University  Hospital,  300  Community  Drive, 
Manhasset  11030. 


BUFFALO 


State  University  of  New  York  at  Buffalo  and 
The  Children’s  Hospital  of  Buffalo 

The  Niagara  Hilton 
Niagra  Falls 
June  3-8 

INTERNATIONAL  SYMPOSIUM  ON  INFANT  NUTRITION 
AND  THE  DEVELOPMENT  OF  THE  GASTROINTESTINAL 
TRACT 

TARGET  GROUP:  DIRECTED  TOWARDS 
Gastroenterologists,  Neonatologists,  Pediatricians, 
Nutritionists. 

TOPICS:  PERINATAL  NUTRITION— HUMAN  BREAST 
MILK— GASTROINTESTINAL  TRACT  DEVELOPMENT- 
CARBOHYDRATES,  FATS,  AND  PROTEINS  IN  INFANT 
NUTRITION-VITAMINS,  ELECTROLYTES  AND  TRACE 
ELEMENTS  IN  INFANTS  NUTRITION— ADVERSE 
EFFECTS  ON  DIGESTION  AND  ABSORPTION  IN 
PREMATURE  AND  FULL  TERM  INFANTS— FEEDING 
METHODS  FOR  PREMATURE  AND  FULL  TERM  INFANTS 
in  relation  to  gut  physiology 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Continuing  Medical  Education, 
Children’s  Hospital,  219  Bryant  Street,  Buffalo  14222.  Tel: 
716/878-7355. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION’’  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


WHAT  GOES  ON' 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3  00  one  year 

12  issues  (Published  the 
1 5th  of  the  month) 


Make  checks  payable  to 
What  Goes  On 


□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  

City.  State 

(zip) 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O’Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconnes  Hospital,  1001  Humbold  Pkway.,  Buffalo,  14208. 
Tel:  716/886-440,  ext.  447. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Anesthesiologist. 
Contact  John  W.  Sands,  Adm.,  The  Hospital,  Pearl  Street,  New 
York  13838.  Tel:  607/563-9934. 

DERMATOLOGIST 

VALLEY  STREAM,  N.Y.,  Nassau  County  needs  a Dermatologist  and 
Skin  Surgeon.  Contact  Mrs.  S.  Chiantella,  135  Boden  Avenue, 
Valley  Stream  11580.  Tel:  516/561-0488  or  561-7541. 

EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  J.  H.  Buchbinder,  Director,  Emergency  Ser- 
vice, Putnam  Community  Hospital,  Carmel  10512.  Tel: 
914/279-5711. 

FULTON,  N.Y.,  Oswego  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  Gerard  Steinitz,  Chief  of  Emergency  Dept., 
A.  L.  Lee  Memorial  Hospital,  Fulton,  13069.  Tel:  315/592- 
2224. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  Emergency  Room  Phy- 
sicians. Contact  Arthur  Howard,  M.D.,  Johnstown  Hospital,  201 
South  Melcher  Street,  Johnstown  12095.  Tel:  518/762- 

3161, 

ENT 

POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Street,  Norwood 
13668.  Tel:  315/353-9922. 

FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
R.  E.  Gummer,  South  Jefferson  Physician  Recruiting  Committee, 
P.O.  Box  73,  Adams,  13605.  Tel:  315/232-4074  evenings. 

ANDOVER,  N.Y.,  Allegany  County,  needs  a Family  Physician. 
Contact  William  A.  Coch,  M.D.,  Andover  Medical  Center, 

Main  Street,  Andover  14806.  Tel:  607/478-8421. 

BALDWIN,  N.Y.,  Nassau  County  needs  a Family  Physician.  Contact 
H.  J.  Lipson,  M.D.,  1510  Grand  Avenue,  Baldwin  11570. 

BALLSTON  SPA,  N.Y.,  Saratoga  County  needs  a Family  Physician. 
Contact  Mr.  Joe  Dalton,  518/584-3255  call  coliect. 

CATO,  N.Y.,  Cayuga  County  needs  a Family  Physician.  Contact 
Joel  S.  Koransky,  M.D.,  Northern  Cayuga  Health  Center,  Cato, 
13033.  Tel:  315/626-2127. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Corning  Medical  & Surgical  Associates, 
Medical  Arts  Building,  201  E First  Street,  Corning  14830.  Tel: 
607/936-9971. 

CROWN  POINT,  N.Y.,  Essex  County  needs  a Family  Physician. 
Contact  Michele  C.  Moore,  M.D.,  Miller  Drive,  Crown  Point 
12928.  Tel:  518-597-3451. 

FORT  PLAIN,  N.Y.,  Montgomery  County  needs  a Family  Physician. 
Contact  Earle  Nicklas,  24  Lake  Street,  P.O.  Box  208,  Coopers- 
town  13326.  Tel:  607/547-8303. 

HOLCOMB,  N.Y.,  Ontario  County  needs  a Family  Physician.  Contact 
Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469.  Tel: 
1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571 

ITHACA,  N.Y.,  Tompkins  County  needs  a Family  Physician.  Contact 
J.  Hersh,  M.D.,  700  Warren  Road,  Ithaca,  14850.  Tel:  607/ 
257-5057. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician  and 
Internist.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital, 
140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/823-1000. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician, 


ENT  Physician  and  an  Orthopedic  Surgeon.  Contact  Mr.  George 
Skomsky,  Adm.,  Massena,  Memorial  Hospital,  Massena  13662. 
Call  collect  315/769-9991. 

NEW  YORK,  N.Y.,  needs  Family  Physician’s,  full  or  part  time. 

Contact  Mr.  Stevens.  Tel:  212/362-7550. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 
OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741  or  Dae-Seok  Kim,  M.D.,  9 Forest  Avenue,  Oak- 
field 14125.  Tel:  716/948-5333. 

ONTARIO,  N.Y.,  Wayne  County  needs  a Family  Physician.  Contact 
Norman  B.  Loomis,  M.D.,  5973  Walworth  Road,  Ontario,  14519. 
Tel:  315/524-2881. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician.  Contact 
Frances  B.  Carlson,  577  Stoneleigh  Road,  Oneida  13421.  Tel: 
315/363-8905. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gyn  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue  11772.  Tel:  516/654-7095. 
PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake,  • 
13690. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Radiologist,  Ob/Gyn  and  Surgeon.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga  12883. 
TRUMANSBURG,  N.Y.,  Tompkins  County  needs  a Family  Physician. 
Contact  Stanley  K.  Gutelius,  M.D.,  Box  568  Trumansburg  14886. 
Tel:  607/387-7201  or  Shern  H.  H.  Feng,  M.D.,  Hector  Street, 
Trumansburg  14886.  Tel:  697/387-5781. 

VICTOR,  N.Y.,  Ontario  County  needs  a Family  Physician  and  Pedi- 
atrician. Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E.  Main  Street, 
Victor  14564.  Tel:  716/924-2100. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pedatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WEBSTER,  N.Y.,  Monroe  County  needs  a Family  Physician.  Contact 
D.  H.  Dessin,  Jr.,  193  W.  Main  St.,  Webster  14580.  Tel: 
716/872-0650. 


INTERNISTS 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue,  Hancock  13783. 
Tel:  607/637-4941. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Internist. 

Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls  13365.  Tel:  315/823-1000  ext. 
261. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  an  Internist. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville, N.Y.  12455.  Tel:  914/586-2631. 

NEW  YORK,  N.Y.,  needs  an  Internist  and  Family  Physician.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 
NEW  YORK,  N.Y.,  needs  part  and  full  time  Internists.  Contact 
Anthony  J.  Cuti,  M.D.,  Flower  Fifth  Family  Medical  Office,  10  East 
107th  Street,  New  York  10029. 

NORWICH,  N.Y.,  Chenango  County,  needs  an  Internist.  Contact 
Philip  R.  Aronson,  M.D.,  Medical  Arts  Building,  Norwich,  13816. 
Tel:  607/334-6928. 

PLATTSBURGH,  N.Y.,  Clinton  County  needs  an  Internist,  subspe- 
cialty in  Rheumatology,  Endocrinology,  Hematology.  Contact 
A.  Aytur,  M.D.,  7 Addoms  PI,  N.,  Plattsburgh,  N.Y.  12901.  Tel: 
518/563-3708  or  563-1529. 
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POMONA,  N Y.,  Rockland  County  needs  an  Internist.  Contact  Helen 
F.  Salowey,  M.D.,  Director  Medical  Service,  Summit  Park  Hos- 
pital, Rockland  County  Health  Center,  Pomona,  N Y. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  in- 
formation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SODUS,  N Y.,  Wayne  County  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.  Wayne  County  Rural  Comprehensive  Health  Program,  P O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami.  54-07  31st  Avenue,  Woodside  11377.  Tel: 
212/278-0440 

GENERAL  SURGEON 

ELMHURST.  N.Y.,  Queens  County  needs  a general  and  vascular 
Surgeon.  Contact  Leon  Bluestone,  M.D.,  86-35  Queens  Blvd  , 
Elmhurst,  N Y.  11373.  Tel:  212/779-3333. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a General  Surgeon. 
Contact  Nicholas  A Prisco,  Adm  , Little  Falls  Hospital,  140 
Burwell  Street,  Little  Falls  13365.  Tel:  315/823-1000  ext. 
261. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Radiologist  and  Ob/Gyn  Physician.  Contct 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge.  12816  Tel:  518/677-8500/2611. 

CORNING,  N Y.,  Steuben  County  needs  a Ob/Gyn  Physician. 
Contact  Raymond  P.  LaFalce,  Executive  Director,  Corning 
Hospital,  176  Denison  Parkway  East,  Corning  14830.  Tel: 
607/962-5051. 

GOWANDA.  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  Physician. 
Contact  Jose  Galindo.  M.D.,  Tri-County  Memorial  Hospital,  100 
Memorial  Drive,  Gowanda  14070.  Tel:  716/532-3377  or 

716/366-1111. 

NORWICH,  N.Y.,  Chenango  County  needs  an  Ob/Gyn  physician. 
Contact  Richard  B.  Foster,  M.D.,  129  North  Broad  Street,  Nor- 
wich, 13815.  Tel:  607/334-9229. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  an  Ob/Gyn  Physician. 
Contact  Dr.  or  Mrs.  George  C.  Cash,  717  West  Henley  Street, 
Olean  14760.  Tel:  716/372-7910. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Radiologist  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  an  Ob/Gyn  physician  and 
Family  Physician.  Contact  Michael  Smallwood,  M.D.,  408  No. 
Main  Street,  Warsaw,  14569.  Tel:  716/786-8111. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W.  4th  Street,  Oswego  13126.  Tel: 
315/342-2224. 

TROY,  N.Y.,  Rensselaer  County  needs  an  Opthalmologist.  Contact 
Michael  E.  Freshman,  M.D.,  St.  Mary's  Hospital,  Troy,  12180. 

ORTHOPEDIC  SURGEON 

BRONX,  N.Y.,  needs  an  Orthopedic  Surgeon.  Contact  Andrew 
Schildhaus,  M.D.,  The  Bronx-Lebanon  Hospital  Center,  1750 
Grand  Concourse,  Bronx  10457. 


LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic 
Surgeon.  Contact  Nicholas  A.  Prisco,  Adm.,  Little  Falls 
Hospital,  140  Burwell  Street,  Little  Falls  13365.  Tel:  315/ 
823-1000  ext.  261. 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  an  Orthopedic  Sur- 
geon, ENT  and  Family  Physician.  Contact  Mr.  George  Skomsky, 
Adm.,  Massena  Memorial  Hospital,  Messena  13662.  Tel:  Call 
collect  315/769-9991 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

PEDIATRICIAN 

ASTORIA,  N Y.,  Queens  County  needs  a Pediatrician  and  Internist. 
Call  516/484-2362,  7:00-10:00  p m. 

BUFFALO,  N.Y..  Erie  County  needs  a Pediatrician.  Call  716/ 
631-3693. 

DANSVILLE,  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita.  M.  Gungon,  M.D,  or  Zenaida  S.  Roque,  M.D,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296 

HUDSON,  N.Y.,  Columbia  County  needs  a Pediatrician.  Contact 
Stanley  Bardwell.  M D„  848  Columbia  Street,  Hudson  12534. 

LITTLE  FALLS,  N Y.,  Herkimer  County  needs  a Pediatrician  and 
Ophthalmologist.  Contact  Nicholas  A Prisco,  Adm.,  Little  Falls 
Hospital.  140  Burwell  Street,  Little  Falls,  13365.  Tel:  315/ 
823-1000,  ext.  261  or  262. 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223. 

SHIRLEY,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact  Ta- 
tiana S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  11967. 
Tel:  516/281-4070. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician,  Internist  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564  Tel:  716/924-2100. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street.  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Radiologist,  Family 
Physician,  Ob/Gyn  Physician  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WELLSVILLE,  N.Y.,  Alleghany  County  needs  a Radiologist.  Contact 
Robert  Harris,  Adm.,  Jones  Memorial  Hospital,  191  North  Main 
Street,  Wellsville,  N.Y.  14895. 
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HOW 
SUITE 
IT  IS! 


"Executive  Suite" 
features  wide- 
ranging  designs 
which  will  appeal 
to  your  likes  and 
budgetary  needs. 

Of  prime  consideration  are 
efficient  use  of  space,  traffic 
patterns,  the  need  for  privacy 
and  MAXIMUM  lifespan  on  your 
investment.  Representing  the  most 
respected  names  in  office  furnishings. 


TOTAL 

OFFICE  PLANNING 
TO  MEDICAL 
SOCIETY  MEMBERS 
AT  25%  OFF 
LISTED  RETAIL 
PRICES 


Our  full  line  of  services  include: 
Architectural  and  Interior  Design 
• Delivery,  Installation  (even  claims 
and  adjustments)  • Retail  Catalogs  and 
Price  Lists  • Personalized  Service. 


We’ll  be  glad  to  talk  about  improving 
your  present  office  space  — room  by 
room  — or  creating  a totally  new 
environment.  Call  us  today! 

No  obligation,  of  course. 


interiors  bu 

cm. 
service 
inc 


19-21  Front  Street 

Port  Jervis,  New  York  12771 

(914)  856-7242 


AMERICAN  EXPRESS  • MASTER  CHARGE  • VISA 


YES,  please  send  me  more  information  about 
“Executive  Suite”,  a division  of  Interiors  by 
Room  Service,  Inc. 


Name Title 

Address  

City,  State Zip 

Area  code:  phone:  


Please  call  me  between  the  hours  of 

Clip  and  mail  to:  Room  Service,  19-21  Front  St., 
Port  Jervis,  N.  Y.  12771. 
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analgesic  plus  sedative 

RORINAIf 

TABLETS/CAPSULFS  containing  Sandoptal"  (butalbital)  ( Warning : May  be  habit  forming) 
50  mg;  aspirin,  U S P , 200  mg,  phenacetin,  130  mg;  caffeine,  U S P , 40  mg. 

helps  relax  the  patient 
as  it  relieves  the  pain 

Tension  headache  usually  results  from  prolonged  contraction  of  the  neck  and  head 
muscles  in  response  to  continuous  stress.  Usually  these  headaches  begin  in  the 
posterior  neck  area  and  radiate  to  adjacent  parts  of  the  head.  Sustained  muscle  con- 
traction brings  pain,  tenderness,  and  other  localized  sensations.  Arteries  of  the  scalp 
muscles  constrict  in  response  to  noxious  stimuli  The  resulting  ischemia  also  appears 
to  be  a source  of  pain.  Such  changes  stimulate  nearby  end-organs,  initiating  nerve 
impulses  to  the  central  nervous  system  Fiorinal  tablets  or  capsules,  with  their  com- 
bination of  effective  analgesics  and  short-  to  intermediate-acting  barbiturate,  often 
help  relieve  the  pain  of  tension  headache 


1.  tight,  steady 
head  pain 

2.  cramp-like 
aches  in  neck 

3.  tenderness  in 
neck  area 

4.  neck  rigidity 

5.  elevation  of 
shoulders 

6.  limited  or 
painful  motion 
of  jaws 

7.  soreness  on 
combing  hair 


Contraindications:  Hypersensitivity  to  aspirin,  phenacetin,  caffeine,  or 
barbiturates;  porphyria 

Warnings:  Drug  Dependency—  Prolonged  use  of  barbiturates  can 
produce  drug  dependence,  characterized  by  psychic  dependence,  and 
less  frequently,  physical  dependence  and  tolerance.  The  abuse  liability  of 
Fiorinal  is  similar  to  that  of  other  barbiturate-containing  drug  combina- 
tions Prescribe  cautiously  for  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs,  not  uncommon  in  patients  with  chronic 
tension  headache 

Use  in  Ambulatory  Patients — May  impair  mental  and/or  physical 
abilities  required  for  performance  of  potentially  hazardous  tasks,  such  as 
driving  a car  or  operating  machinery;  caution  patient  accordingly  Central 
nervous  system  depressant  effects  of  butalbital  may  be  additive  with 
those  of  other  CNS  depressants  Concurrent  use  with  other  sedative- 
hypnotics  or  alcohol  should  be  avoided;  when  such  combined  therapy  is 
necessary,  the  dose  of  one  or  more  agents  may  need  to  be  reduced 
Use  in  Pregnancy—  Although  there  is  no  positive  evidence  of  adverse 
effects  on  the  fetus,  the  possibility  of  infrequent  or  subtle  damage  to  the 
human  fetus  cannot  be  excluded;  use  in  pregnant  women  only  when 
clearly  needed 

Nursing  Mothers—  Salicylates  and  barbiturates  are  excreted  in  breast 
milk,  serum  levels  in  infants  of  nursing  mothers  receiving  therapeutic 
doses  are  believed  to  be  insignificant 

Precautions:  Salicylates  should  be  used  with  extreme  caution  in  pres 
ence  of  peptic  ulcer  or  coagulation  abnormalities  Phenacetin  has  been 
reported  damaging  to  kidneys  when  taken  in  large  amounts  for  a long 
time  and  should  be  used  with  caution  in  patients  with  renal  disease. 
Pediatric  Use— Safety  and  effectiveness  in  children  below  age  12  have 
not  been  established 

Adverse  Reactions:  Most  frequently,  drowsiness  and  dizziness;  less 
frequently,  lightheadedness  and  gastrointestinal  disturbances  including 
nausea,  vomiting,  and  flatulence 

Dosage  and  Administration:  One  or  two  tablets  or  capsules  every  four 
hours  Total  daily  dose  should  not  exceed  six  tablets  or  capsules 
Overdosage.  Toxic  effects  of  acute  overdosage  are  attributable  mainly  to 
its  barbiturate  component,  and,  to  a lesser  extent,  aspirin;  toxic  effects 
of  phenacetin,  which  may  be  masked  by  the  barbiturate,  may  also  occur 
and  should  not  be  overlooked.  Treatment  consists  primarily  of  manage- 
ment of  barbiturate  intoxication  and  correction  of  acid- 
base  imbalance  due  to  salicylism 
Before  prescribing,  see  package  insert  for  full  product 
information.  soz  s 105 
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20  days  to  shape  his  world 


In  essential  hypertension,  the  first  20  days  are 
decisive. 

The  sad  fact  is.  half  of  America's  hyper- 
tensives drop  out  of  treatment.1 

You  can  improve  those  odds.  Here's  how: 

1.  COUNSEL:  Talk  to  your  patient  about  the 
disease  and  its  consequences — about 
strokes,  heart  attacks,  and  kidney  failure.  Tell 
him  he  must  take  medication  daily,  and  for  the 
rest  of  his  life. 


2.  CATAPRES"  (clonidine  hydrochloride): 
because  it  works,  and  people  stay  with  it.2 

Counsel... and  Catapres.  They  can  help 
change  the  odds  against  your  patient's  future. 


Please  see  brief  summary  of  prescribing 
information  on  last  page  of  this  advertisement 
for  warnings,  precautions,  and  adverse 
reactions. 


vdldpicb  (clonidine  HCI) 

, can  help  you 
lY  shape  his  world 


If  you’ve  come  to  expect 
only  this  much  of  Catapres... 

1 . smooth  lowering  ot  blood  pressure 

2.  effective  for  all  degrees  of  hypertension  (mild  to 
moderate  in  potency) 

3.  brain,  heart,  and  kidney  blood  flow  preserved 

Ask  for  more  of  Catapres 

1.  no  contraindications 

2.  normal  hemodynamics 

3.  low  incidence  of  depression  and  orthostatic 
hypotension 

4.  no  fatal  hepatotoxicity 

5.  excellent  record  of  compliance 

Most  common  side  effects  are  dry  mouth,  drowsi- 
ness and  sedation,  which  generally  tend  to  diminish 
with  time. 

Please  see  brief  summary  of  prescribing  information  on 
last  page  of  this  advertisement  for  warnings,  precautions 
and  adverse  reactions. 


■ Tablets  of  0.1  and  0.2  mg 

Catapres  (clonidineHCI) 

can  help  you 
shape  his  world 


Counsel. ..and  Catapres.  They  can  help  change 
the  odds  against  your  patient's  future.  And  to 
change  them  even  more,  ask  us  for  these  from 
your  Boehringer  representative: 

— A major  new  film  “Compliance:  State  of  the  Art” 

— A compliance  monograph 

— Patient  Aid  Booklet 

— Patient  Worksheets 

— Patient  Reminder  Postcards 

— Other  effective  compliance  enhancers 


References: 

1.  Wilber  JA,  Barrow  JS:  Am  J Med,  52:653-663, 1972. 

2.  Data  on  file  at  Boehringer  Ingelheim  Ltd. 


Boehringer 

Ingelheim 


Catapres4 

(clonidine  hydrochloride) 

Tablets  of  0 1 mg  and  0.2  mg 
Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension.  As  an  antihypertensive  drug,  Catapres 
(clonidine  hydrochloride)  is  mild  to  moderate  in  potency. 

It  may  be  employed  in  a general  treatment  program 
with  a diuretic  and/or  other  antihypertensive  agents 
as  needed  for  proper  patient  response 

Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy 
Usage  in  Pregnancy  In  view  of  embryotoxic  findings  in 
animals,  and  since  information  on  possible  adverse 
effects  in  pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended  in  women 
who  are  or  may  become  pregnant  unless  the  potential 
benefits  outweigh  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children  No  clinical  experience  is  available 
with  the  use  of  Catapres  (clonidine  hydrochloride)  in 
children 

Precautions:  When  discontinuing  Catapres  (clonidine 
hydrochloride),  reduce  the  dose  gradually  over  2 to 

4 days  to  avoid  a possible  rapid  rise  in  blood  pressure 
and  associated  subjective  symptoms  such  as  nervous- 
ness, agitation,  and  headache  Patients  should  be 
instructed  not  to  discontinue  therapy  without  consulting 
their  physician  Rare  instances  of  hypertensive  encepha- 
lopathy and  death  have  been  recorded  after  cessation 

of  clonidine  hydrochloride  therapy  A causal  relation- 
ship has  not  been  established  in  these  cases  It  has 
been  demonstrated  that  an  excessive  rise  in  blood  pres- 
sure, should  it  occur,  can  be  reversed  by  resumption 
of  clonidine  hydrochloride  therapy  or  by  intrave- 
nous phentolamine  Patients  who  engage  in  poten- 
tially hazardous  activities,  such  as  operating  machinery 
or  driving,  should  be  advised  of  the  sedative  effect 
This  drug  may  enhance  the  CNS-depressive  effects  of 
alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride 
should  be  used  with  caution  in  patients  with  severe 
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congestive  heart  failure.  Raynaud's  phenomenon;  vivid 
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Wenckebach  period  or  ventricular  trigeminy 

Overdosage:  Profound  hypotension,  weakness,  somno- 
lence, diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from  19  months  to 

5 years  of  age  Gastric  lavage  and  administration  of  an 
analeptic  and  vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous  doses  of 

10  mg  at  30-minute  intervals  usually  abolishes  all  ef- 
fects of  Catapres  (clonidine  hydrochloride)  overdosage 

How  Supplied:  Catapres,  brand  of  clonidine  hydro- 
chloride. is  available  as  0 1 mg  (tan)  and  0.2  mg 
(orange)  oval,  single-scored  tablets  in  bottles  of  100 
and  1000 

For  complete  details,  please  see  full  prescribing 
information 
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Abstracts 


Wright,  I.  S.,  and  Alonso,  I).  K.:  Thromboembolic  as- 
pects of  myocardial  infarction,  New  York  State  J.  Med. 
79:  317  (Mar.)  1979. 

One  hundred  consecutive  autopsies  of  patients  who  died 
during  the  acute  phase  of  a myocardial  infarct  were  studied 
for  the  frequency  and  significance  of  thromboembolic 
complications  as  they  occur  in  the  setting  of  a modern 
emergency  room  and  coronary  care  service.  These  cases 
were  also  reviewed  to  determine  the  frequency  with  which 
anticoagulant  therapy  was  instituted  and  whether  it  could 
have  justifiably  been  used  in  those  patients  who  did  not 
receive  it.  Ten  cases  died  within  one  hour  of  onset  of 
symptoms,  48  within  48  hours,  19  had  cardiogenic  shock, 
30  congestive  heart  failure,  57  had  transmural  infarcts,  80 
percent  of  these  had  associated  coronary  thrombosis,  and 
43  had  subendocardial  infarcts  with  18  percent  of  these 
having  coronary  thrombosis.  Mural  thrombi  occurred  in 
30  percent.  One  hundred  and  11  extracardiac  throm- 
boemboli  occurred  in  48  patients.  Studies  did  not  include 
leg  veins.  Anticoagulants  were  used  in  only  14  cases. 
Reasons  for  not  giving  them  were  considered  valid,  in- 
cluding: ruptured  aortic  aneurysm;  organic  brain  syn- 
dromes; shock  with  need  for  aortic  balloon;  or  other  vas- 
cular catheterization;  death  on  arrival;  cerebral  hemor- 
rhage; cardiac  arrest;  gastrointestinal  bleeding;  renal 
bleeding,  and  severe  hypertension.  For  these  and  other 
reasons  discussed  it  appears  that  we  may  be  approaching 
the  optimal  salvage  level  of  patients  of  this  type.  Although 
the  question  as  to  whether  anticoagulants  should  be  used 
in  the  treatment  of  myocardial  infarction  still  remains  a 
matter  of  controversy,  recent  reviews  of  the  evidence 
available  have  concluded  that  anticoagulant  therapy  is 
indicated  in  the  treatment  of  acute  myocardial  infarction 
unless  specific  contraindications  are  present. 

Vana,  J.,  and  Murphy,  G.  P.:  Primary  malignant  liver 
tumors;  association  with  oral  contraceptives,  New  York 
State  J.  Med.  79:  321  (Mar.)  1979. 

Data  on  149  female  and  138  male  cases  of  primary  ma- 
lignant liver  tumors  reported  by  477  hospitals  in  the  United 
States  during  1970  to  1975  are  analyzed  by  sex,  age,  his- 
tologic diagnosis,  and  in  female  patients  by  history  of  oral 
contraceptive  use.  Of  the  126  hepatocellular  carcinomas 
in  all  females  a history  of  oral  contraceptive  use  was  found 
in  31  percent  of  patients,  whereas  in  the  age  group  26  to  35 
years  it  was  43  percent.  Significant  intraperitoneal  hem- 
orrhage occurred  in  17  percent  of  hepatocellular  carcino- 
mas in  oral  contraceptive  users.  The  results  of  the  survey 
neither  definitely  confirm  nor  disprove  the  suggested  as- 
sociation between  oral  contraceptive  use  and  malignant 
liver  tumors,  although  review  of  the  current  literature  and 
the  evaluation  of  other  similarities  between  benign  and 
malignant  liver  tumors  in  users  of  oral  contraceptives 
suggest  the  need  for  additional  systematic  study.  There 
appears  to  be  a possibility  that  this  hazard  may  exist. 

Karakousis,  C.  P.,  Lopez,  R.  E.,  Rao,  U.,  and  Holyoke, 


E.  I).:  Soft-tissue  sarcoma;  trends  in  treatment,  New 
York  State  J.  Med.  79:  328  (Mar.)  1979. 

Concomitant  radiation  and  chemotherapy  to  seven 
postoperative  patients  proved  safe  and  appears  promising. 
Intra-arterial  infusion  of  adriamycin  with  proximal  tour- 
niquet in  two  patients  resulted  in  significant  tumor  necrosis 
after  repeated  administration.  Chemotherapy  in  16  pa- 
tients after  20  operations  resulted  in  no  complications  with 
wound  healing  and  with  postoperative  recovery. 

Mattucci,  K.  F.:  Cleft  palate  patient;  otologic  manage- 
ment, New  York  State  -J.  Med.  79:  333  (Mar.)  1979. 

Cleft  lip  and  palate  are  among  the  most  common  and 
serious  birth  defects  occurring  in  approximately  1 in  800 
live  births.  Of  the  cleft  palate  population,  it  has  been  re- 
ported that  90  percent  of  these  patients  have  secretory 
otitis  media  and  hearing  loss,  and  over  50  percent  have 
otologic  difficulties  which  persist  into  adulthood.  The  key 
factor  in  the  etiology  of  secretory  otitis  in  cleft  palate  pa- 
tients is  Eustachian  tubal  dysfunction  secondary  to  mus- 
cular anomalies  associated  with  the  repaired  or  unrepaired 
cleft  palate.  A multiplicity  of  other  related  factors  con- 
tribute to  ear  diseases  and  hearing  loss  in  this  population, 
in  addition  to  the  obvious  palatal  abnormality.  These 
include:  tonsil  and  adenoid  hypertrophy,  allergy,  recur- 
rent infection,  and  postoperative  complications.  Under- 
standing, by  the  physician,  of  the  anatomy,  embryology, 
and  physiology  of  the  middle  ear  complex  as  it  relates  to 
the  palate,  and  a thorough  knowledge  of  the  causation  of 
middle  ear  disease  are  essential  in  the  management  of  this 
problem.  This  study  reviews  methods  of  diagnosis  and 
treatment  of  middle  ear  disease,  particularly  as  they  relate 
to  the  cleft  palate  patient.  Of  347  patients  who  have  at- 
tended our  cleft  palate  center  and  were  studied  and  re- 
viewed, 45  percent  were  found  to  possess  conductive 
hearing  losses.  Almost  all  had  secretory  otitis  media.  In 
addition,  2 percent  of  these  patients  had  neurosensory 
hearing  loss.  Twenty-five  percent  of  the  group  with 
hearing  loss  were  controlled  by  medical  management  alone, 
and  the  remainder  by  various  forms  of  surgical  interven- 
tion. Of  the  entire  group,  1.4  percent  had  hearing  and/or 
ear  diseases  which  persisted  beyond  14  years  of  age.  The 
long-term  outlook  for  cleft  palate  children  with  hearing  loss 
is  excellent,  provided  early  diagnosis  is  made,  and  appro- 
priate aggressive  but  conservative  medical  and  surgical 
management  is  instituted. 

Kousseff,  B.  G.:  Frontier  genetics;  model  for  providing 
genetic  services  in  urban  New  York,  New  York  State  J. 
Med.  79:  341  (Mar.)  1979. 

The  organization  and  operation  of  a genetic  center  with 
the  ensuing  results  in  a neglected  urban  area  in  New  York 
City  is  being  presented.  The  list  of  diagnosed  genetic 
disorders,  together  with  the  information  on  the  income  and 
the  race  of  the  affected  families,  certainly  indicate  that  a 
lot  is  still  to  be  done  in  the  New  York  City  area  in  providing 
genetic  services  on  a contemporary  level. 
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Abstracts  in  Interimgua 


W right,  I.  S.,  e Alonso,  D.  R.:  Aspectos  thromboembolic 
del  infarcto  myocardiac,  New  York  State  J.  Med.  79:  317 
(Martio)  1979. 

Cento  (100)  autopsias  consecutive  de  patientes  que 
moreva  durante  le  phase  acute  de  un  infarcto  myocardiac 
esseva  studiate  in  relation  con  le  frequentia  e signification 
del  complicationes  thromboembolic  como  illes  occurre  in 
le  moderne  sallas  de  emergentia  e le  servicios  de  attention 
coronari.  Iste  casos  etiam  esseva  revistite  pro  determinar 
le  frequentia  con  que  instituteva  se  le  therapia  anticoag- 
ulante  e si  iste  therapia  serea  justificate  in  le  patientes  que 
non  habeva  iste  tractamento.  Dece  (10)  patientes  moreva 
intra  le  prime  hora  del  initiation  del  symptomas:  48,  intra 
le  prime  48  horas;  19,  habeva  shock  cardiogenic;  30  habeva 
insufficientia  cardiac  congestive;  57,  infarctos  transmural 
(80  pro  cento  de  iste  habeva  thrombosis  coronari  associate), 
e 43  habeva  infarctos  subendocardiac  (18  pro  cento  de  iste 
patientes  habeva  thrombosis  coronari;  thrombi  mural  oc- 
curreva  in  30  pro  cento  del  casos).  In  48  patientes  occur- 
reva  111  thromboembolismos  extracardiac.  Nostre  studio 
non  include  thrombose  venose  del  gambas.  Le  antico- 
agulantes  esseva  usate  solmente  in  14  casos  e le  ration  per 
iste  decision  esseva:  aneurysmas  aortic  rupturate;  syn- 
drome cerebral  organic;  shock  requirente  balloon  aortic  o 
altere  catheterisation  vasculari;  morte  al  arrivo  al  hospital; 
hemorrhagia  cerebral;  arresto  cardiac;  hemorrhagia  gas- 
trointestinal o renal,  e hypertension  severe.  Per  iste  e al- 
tere rationes  discutite,  par  que  nos  es  approchante  al  ni- 
vello  optime  de  salvamento  de  patientes  de  iste  morbo. 
Nonobstante  le  problema  de  si  debe  usar  se  anticoagulantes 
in  le  tractamento  del  infarcto  del  myocardium  persiste 
controversial,  le  revision  del  evidentia  existente  conludeva 
que  le  therapia  anticoagulante  es  indicate  in  le  tractamento 
del  infarcto  acute  del  myocardium,  a minus  que  exista 
contraindicationes  specific. 

Vana,  J.,  e Murphy,  G.  P.:  Tumores  hepatic  primari, 
maligne  associate  al  contraceptives  oral,  New  York  State 
J.  Med.  79:  321  (Martio)  1979. 

Le  information  compilate  de  149  feminas  e 138  homines 
con  tumores  hepatic  primari  e maligne,  reportate  per  477 
hospitales  in  le  Statos  Unite  inter  1970  e 1975,  es  analisate 
in  quanto  a sexo,  etate,  diagnose  histologic  e al  feminas 
usante  contraceptivos  oral.  De  126  carcinomas  hepato- 
cellulari  in  omne  feminas,  le  31  pro  cento  esseva  usante 
contraceptivos  oral;  in  le  patientes  inter  26  e 35  annos  de 
etate,  le  43  pro  cento  usava  contraceptivos  oral.  Hemor- 
rhagias  intraperitoneal  significative  occurreva  in  17  pro 
cento  del  patientes  con  carcinoma  hepatocellulari  in  fem- 
inas usante  contraceptivos  oral.  Le  resultados  del  studio 
non  confirmava  o negava  definitemente  le  association 
suggerite  inter  le  uso  de  contraceptivos  ora!  e le  tumores 
hepatic  maligne;  nonobstante  le  revision  del  litteratura 
currente  e le  evalutation  de  altere  similaritates  inter  le 
tumores  benigne  e maligne  in  feminas  usante  le  contra- 
ceptivos oral,  suggere  le  necessitate  de  studios  supple- 


mental additional.  Pare  que  existe  un  probabilitate  de 
que  iste  risco  sia  real. 

Karakousis,  C.  P.,  Lopez,  R.  E.,  Rao,  U.,  e Holyoke,  E. 
1).:  Sarcoma  del  texitos  blande;  tendentias  therapeutic, 
New  York  State  J.  Med.  79:  328  (Martio)  1979. 

Le  chimiotherapia  e le  radiation  concommitante  facite 
a 7 patientes  postoperativemente  demonstrava  esser  secur 
e promisore.  Le  injection  intraarterial  de  adriamycina, 
usante  un  tourniquete  proximal,  a 2 patientes  produceva 
un  necrosis  significative  del  tumor,  depost  le  administra- 
tion repetite  de  iste  agente.  Le  chimiotherapia  in  16  pa- 
tientes, depost  20  operationes,  non  produceva  complica- 
tiones; le  feritas  cicatrisava  e esseva  seguite  de  recuperation 
postoperative. 

Mattucci,  K.  F.:  Patientes  con  palato  leporin;  tractam- 
ento otologic.  New  York  State  J.  Med.  79:  333  (Martio) 
1979. 

Le  labio  e palato  leporin  es,  intra  le  defectos  neonatal, 
le  plus  comun  e plus  grave,  e occurre  in  approximemente 
in  1 de  cata  800  neonatos  vivente.  Ha  essite  reportate  que 
intra  le  patientes  con  palato  leporin,  90  pro  cento  ha  otitis 
medie  secretori  e perdita  del  audition.  Plus  que  50  pro 
cento  de  iste  patientes  ha  difficultate  otologic  que  persiste 
in  le  etate  adulte.  Le  factores  clave  in  le  etiologia  del  otitis 
secretori  in  le  patientes  con  palato  leporin  es  le  dysfunction 
del  tubo  de  Eustachius  secondari  a abnormalitates  mus- 
culari  associate  al  reparation  o non  reparation  del  palato 
leporin.  Un  multiplicitate  de  alteres  factores  relationate 
in  iste  population  contribute  al  morbos  otic  e le  diminu- 
tion del  audition  aggregate  al  evidente  abnormalitate 
palatine.  Intra  iste  abnormalitate  es  le  hypertrophia 
tonsillar  e adenoide,  allergias,  infectiones  recurrente  e 
complicationes  postoperatori.  Le  comprension  per  le 
medico  del  anatomia,  embriologia  e physiologia  del  com- 
plexo  aure  medie  e su  relation  con  le  palato,  e le  complete 
cognoscimento  del  causa  del  morbo  otic  medie,  es  essential 
in  le  tractamento  de  iste  problema.  In  iste  studio  es  rev- 
istite le  methodos  diagnostic  e therapeutic  del  morbo  otic 
medie,  particularmente  con  su  relation  con  le  palato 
leporin.  De  347  patientes  que  attendeva  nostre  Centro  de 
Palato  Leporin,  45  pro  cento  habeva  perdita  conductive  del 
audition;  quasi  omne  de  illes  habeva  otitis  medie  secretori. 
In  plus,  2 pro  cento  de  iste  patientes  habeva  perdita  neu- 
rosensorial  del  audition.  Le  25  pro  cento  de  iste  gruppo 
que  habeva  perdita  del  audition  esseva  tractate  medic- 
mente  solmente,  e le  reste  habeva  differente  formas  de 
tractamento  chirurgic.  De  omne  gruppos,  1.4  pro  cento 
habeva  morbo  auditive  o del  aure  que  persisteva  depost  le 
14  annos  de  etate.  Le  prognose,  a longo  tempore,  del 
pueros  con  palato  leporin  e perdita  del  audition  es  excel- 
lente,  sempre  que  le  diagnose  sia  facite  tempranemente  e 
le  appropriate  e aggressive  mais  conservative  tractamento 

continued  on  page  310 
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ABSTRACTS  IN  INTERLINGUA 
CORRECTION 

Le  JOURNAL  demanda  excusa  per  un  error  committite 
in  le  Abstracto  in  Interlingua:  Burlson,  R.  L.,  Stahl,  P.  J., 
Henry,  J.  B.,  Schroeder,  E.  T.,  Brennan,  A.,  Scruggs,  B.  e 
Hubbell,  C.:  Transplantation  renal;  evalutation  del  pa- 
tientes  e del  graffos  successose  in  le  “State  University  of 
New  York  Upstate  Medical  Center”,  New  York  State  J. 
Med.  78:  2019  (Novembre)  1978. 

Le  lineas  11  e 12  del  texto  del  abstracto  debe  decir: 
cento.  Octantaquatro  (84)  pro  cento  del  graffos  PERDITE 
esseva  perdite  per  reaction  rejective.  . . 

(Le  parola  perdite  non  esseva  publicate). 


Hazards  of  paraquat 
are  still  unknown 

Paraquat — the  weed  killing  spray  used  to  demolish 
marijuana  crops  in  Mexico — may  or  may  not  cause  lung 
damage. 

No  one  really  knows  how  much  paraquat  survives  the 
smoking  process,  or  how  much  is  required  to  damage  the 
lungs,  says  a report  from  the  University  of  Mississippi  re- 
search center  that  has  been  studying  marijuana. 

“Some  highly  publicized  cases  (of  lung  damage)  created 
by  the  media  blitz  in  March,  1978,  may  or  may  not  have 
been  caused  by  paraquat,”  says  the  Mississippi  research 
team  in  a letter  in  the  Octoer  20  Journal  of  the  American 
Medical  Association. 

However,  this  doesn’t  mean  marijuana  is  safe. 

“If  one  reads  the  scientific  literature  thoroughly,  one 
would  be  concerned  with  lung  problems  resulting  from 
cannabis  with  or  without  paraquat  entering  the  picture,” 
they  say.  Marijuana  is  a complex  crude  drug  with  more 
than  286  individual  chemicals.  And  marijuana  smoke  is 
comparable  to  tobacco  smoke  in  that  both  contain  can- 
cer-causing chemicals,  the  report  says. 

Dr.  Carlton  E.  Turner  and  colleagues  report  on  their 
analysis  of  confiscated  Mexican  marijuana  for  paraquat 
on  behalf  of  the  National  Institute  of  Drug  Abuse. 

It  can  be  estimated,  says  Dr.  Turner,  that  after  October 
20,  1976,  the  possibility  of  a Mexican-grown  marijuana 
sample  containing  paraquat  is  13  out  of  61,  or  21.31  per- 
cent. But  it  cannot  be  said  that  current  street  marijuana 
will  follow  the  same  percentage,  they  say. 
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Librax 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCl  and  2 5 mg  clidmium  Br 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  fol- 
lows 

Possibly  ' effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 

Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign  blad- 
der neck  obstruction,  hypersensitivity  to  chlordiazepoxide  HCl 
and  or  clidinium  Br 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e  g , operating  machinery, 
driving)  Physical  and  psychological  dependence  rarely  reported  on 
recommended  doses,  but  use  caution  in  administering  Librium5 
(chlordiazepoxide  HCl)  to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage,  withdrawal  symptoms  (including 
convulsions)  reported  following  discontinuation  of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  ef- 
fective amount  to  preclude  ataxia,  oversedation,  confusion  (no  more 
than  2 capsules  day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as 
MAO  inhibitors,  phenothiazmes  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function  Paradoxical  reac- 
tions reported  in  psychiatric  patients  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depression,  sui- 
cidal tendencies  may  be  present  and  protective  measures  neces- 
sary Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants,  causal  relation- 
ship not  established 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
HCl  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  espe- 
cially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns  may  appear  during 
and  after  treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide HCl.  making  period'C  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  / e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and'or  low  residue  diets 


<^R0CHE^ 


Roche  Products  Inc 
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In  treating  duodenal  ulcer* 

Enhance  your  therapeutic  expe 
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Being 
a parent  is 
one  of  the 
toughest  jobs 
in  the  world. 

Everyday  pressures  can  become  unbearable. 

Sometimes  you  may  strike  out  at  someone  you  love- 
your  child  perhaps.  We’re  here  to  help. 


For  More  Information  Call  Toll  Free: 

1-800-342-3720 


New  York  State  Child  Protective  Services 

(Endorsed  by  the  Committee  on  Child  Abuse  of  the 
Medical  Society  of  the  State  of  New  York) 
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medic  o chirurgic  sia  institute. 

Kousseff,  B.  G.:  Frontieras  genetic;  modello  pro  pro- 
portionar  servicios  genetic  in  le  Nove  York  urbane,  New 
York  State  J.  Med.  79:  341  (Martio)  1979. 

Le  organisation  e operation  de  un  centro  genetic  e le 
resultatos  obtenite  in  un  area  urbane  negligite  del  citate 
de  Nove  York,  es  presentate.  Le  lista  del  morbos  genetic 
diagnosticate,  juncto  con  le  information  supra  le  renta  e 
racia  del  familias  afectate,  certemente  indica  que  multe 
debe  esser  facite  in  le  area  del  citate  de  Nove  York  pro 
proportionar  servicios  genetic  a un  nivello  contempo- 
rary. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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FRONT  COVER:  Anton  Otto  Fischer  (1882- 

1962)  was  born  in  Regensburg,  Germany,  and  as  a 
young  man  he  worked  aboard  merchant  sailing  ves- 
sels in  Europe  before  migrating  to  New  York  at  the 
turn  of  the  centry.  After  studying  for  two  years  at 
the  Academie  Julian  in  Paris,  he  returned  to  New 
York  City.  A foremost  artist,  he  made  a name  for 
himself  as  an  illustrator  for  books  and  magazines 
such  as  Harper’s  Weekly,  Saturday  Evening  Post, 
and  Life.  He  illustrated  Robert  Louis  Stevenson’s 
Treasure  Island,  Jack  London’s  The  Heathen,  and 
South  Sea  Tales,  Joseph  Conrad’s  The  Shadow 
Line,  Herman  Melville’s  Moby  Dick,  and  Norman 
Reilly  Raine’s  Tug  Boat  Annie  stories. 

Anton  Fischer  was  commissioned  in  the  U.S. 
Coast  Guard  in  World  War  II  as  artist-laureate,  and 
served  aboard  the  U.S.C.G  cutter  Campbell.  He 
was  probably  the  greatest  marine  artist  ever  to  work 
on  the  Western  side  of  the  Atlantic.  Later  in  life  he 
settled  in  Woodstock,  N.Y.,  where  he  painted  the 
Catskill  landscapes  for  pleasure. 
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Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that  they 
are  original,  have  never  before  been  published  nor 
submitted  elsewhere,  and  are  contributed  solely  to 
the  New  York  State  Journal  of  Medicine. 
Original,  a copy,  and  abstract  must  be  included. 
Address  manuscripts  to  Editor,  New  York  State 
Journal  of  Medicine,  420  Lakeville  Road,  Lake 
Success,  New  York  11042. 

Rejected  manuscripts  are  returned  by  regular  mail. 
Accepted  manuscripts  become  the  permanent 
property  of  the  JOURNAL  and  may  not  be  published 
elsewhere  without  written  permission  from  both  the 
author  and  the  JOURNAL.  The  JOURNAL  is  not  re- 
sponsible for  loss  of  manuscripts  through  circum- 
stances that  are  beyond  its  control. 

Copyright.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is 
protected  by  copyright.  In  view  of  The  Copy- 
right Revision  Act  of  1976,  transmittal  letters  to 
the  editor  should  contain  the  following  language: 
“In  consideration  of  the  Medical  Society  of  the 
State  of  New  York  taking  action  in  reviewing 
and  editing  my  submission  entitled  (here  give 
title),  the  author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  MSSNY  in  the  event  that  such 
work  is  published  by  the  MSSNY.”  We  regret 
that  transmittal  letters  not  containing  the 
foregoing  language  signed  by  all  authors  of  the 
submission  will  necessitate  delay  in  review  of  the 
manuscript. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on  8V2- 
by-ll-inch  firm  typewriter  paper,  double  spaced 
throughout  (including  text,  case  reports,  legends, 
tables,  and  references),  with  margins  of  at  least  IV2 
inches.  Subheads  should  be  inserted  at  reasonable 
intervals  to  break  the  typographic  monotony  of 
lengthy  texts.  A carbon  copy  is  to  be  retained  by  the 
author.  The  manuscript  should  include  the  title  of 
the  article  (titles  are  best  brief  and  concise),  the  full 
name  of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  complete 
addresses,  and  any  institutional  .or  other  credits. 
Pages  should  be  numbered  consecutively.  Uncom- 
mon and  parochial  or  esoteric  abbreviations  if  used 
must  be  explained  and  the  generic  as  well  as  the  trade 
names  of  pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a separate 
sheet  of  paper,  be  numbered  consecutively,  have  a 
brief  descriptive  title,  and  its  position  in  text  indi- 
cated. Take  care  that  columns  add  up  correctly  and 
that  statistics  are  consistent  in  both  tables  and 
text. 

Permissions:  When  material  is  reproduced  from 
other  sources,  full  credit  must  be  given  to  both  author 
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Editorial 


The  Internal  Revenue  Service  and  the  New  York  State  Journal 
of  Medicine 


What  is  going  on  in  the  latest  decision  of  the  In- 
ternal Revenue  Service  and/or  the  courts,  regarding 
tax  exempt  status  and  unrelated  business  income,  is 
of  major  interest  to  the  Medical  Society  of  the  State 
of  New  York  as  it  is  to  all  nonprofit  organizations 
publishing  a scientific  journal.  Often  this  is  their 
most  important  function. 

In  The  New  York  Times,  January  1,  1979,  an  ar- 
ticle appeared  dealing  with  tax  exemptions  of  sci- 
entific publications.  The  Internal  Revenue  Service 
intends  to  revoke  the  tax  exempt  status  of  the  pub- 
lishers of  a number  of  scientific  and  medical  journals, 
according  to  an  editorial  published  in  the  Journal  of 
the  American  Medical  Association.  This  may 
compel  many  journals  to  cease  publication;  many 
state  medical  journals  have  already  folded.  If  the 
medical  and  other  scientific  journals  are  forced  out 
of  business,  “effective  communication  between  sci- 
entists will  be  jeopardized,  and  scientific  develop- 
ment will  suffer,”  with  its  untold  harm  to  updating 
medical  care.  The  Federal  action,  for  which  no 
sound  reason,  cause,  or  explanation  has  been  given, 
jeopardizes  publications  in  medicine,  biology, 
chemistry,  physics,  and  other  fields. 

Further,  the  AMA  editorial  said,  “The  IRS  has  told 
the  publishers  of  90  percent  of  the  chemistry  and 
physics  journals  in  the  U.S.  that  it  plans  to  revoke 
their  tax  exempt  status  and  has  notified  the  Ameri- 
can Chemical  Society  and  the  American  Institute  of 
Physics  that  they  are  no  longer  to  be  treated  as  tax- 
exempt  organizations.”  Loss  of  tax  exempt  status 
also  means  higher  postal  rates  as  well  as  the  taxing 
of  advertising  revenues  and  other  income  of  the 
journals  and  societies. 

The  AMA  editorial  also  stresses  very  properly  that 
in  addition  to  the  rising  costs  of  printing,  of  paper, 
and  inflation  of  other  standard  expenses,  “the  Postal 
Service  is  proposing  a new  rate  structure  that  will  be 
prohibitively  expensive  for  many  scientific  societies 


and  may  result  in  sharp  curtailment  of  their  publi- 
cations ...  . 

“If  you  suppress  scientific  information,  the  one 
important  loser  is  the  public.  If  you  don’t  get  out  a 
new  medical  advance  to  be  criticized,  applied,  tested, 
and  approved,  the  person  who  suffers  most  is  the  ill 
patient  who  might  otherwise  have  benefited.” 

By  way  of  contrast,  we  wish  to  call  attention  to  the 
so-called  Cotton  Bowl  ruling  published  in  the 
“Non-Profit  Tax  Letter,”  of  October  20,  1978,  as 
follows:  “In  view  of  the  variety  of  ways  by  which 
broadcasting  of  games  could  be  considered  to  con- 
tribute to  the  overall  educational  purpose  of  the  in- 
stitutions involved,  and  the  logical  difficulty  of  dis- 
tinguishing between  large  paid  admissions  and  large 
home  audiences,  we  think  it  can  be  reasonably  said 
that  broadcasting  the  games  contributes  importantly 
to  the  accomplishment  of  the  exempt  purposes  of 
educational  institutions.”  The  Congress  or  the  IRS 
has  apparently  concluded  that  exhibiting  games  is 
related  to  educational  purposes,  and  that  the  ex- 
hibiting of  games  to  larger  audiences  does  not  render 
that  income  from  games  taxable!  Apparently  the 
educational  institution,  or  its  appropriate  arm  re- 
ferred to  above,  is  entitled  to  retain  its  status  as  ex- 
empt from  Federal  income  tax  under  Section  501(c) 
(3)  of  the  Code.  Also  income  from  the  sale  of  radio 
and  television  broadcast  rights  is  not  subject  to  the 
tax  on  unrelated  business  income  imposed  by  Section 
511. 

Surely  the  government  does  not  wish  to  oppose 
beneficial  scientific  medical  publication  that  will 
bring  the  benefits  of  progress  to  better  medical  care! 
Yet  by  making  scientific  publications  taxable  and 
forcing  them  out  of  business,  this  is  exactly  what  is 
being  achieved.  Our  hope  is  that  this  is  being  done 
unwittingly  and  can  be  corrected. 

EUGENE  S.  DOMBROWSKI,  M.B.A. 

Director  and  Comptroller,  Division  of  Finance 
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With  the  increased  use  of  coronary  care  units,  as- 
sociated technical  equipment,  and  the  development 
of  antiarrhythmic  drugs  and  beta-blocking  agents, 
the  interest  in  the  significance  of  thromboembolism 
associated  with  acute  myocardial  infarction  and  the 
use  of  anticoagulant  agents  in  this  condition  de- 
creased. As  a result  of  these  advances  and  with  the 
improvement  in  the  quality  of  care  for  myocardial 
infarction,  the  possibility  of  reducing  the  mortality 
rate  of  patients  after  an  acute  infarct  with  the  use  of 
anticoagulants  became  more  difficult  to  establish. 
Yet,  beginning  with  the  original  report  of  the  com- 
mittee on  anticoagulants  of  the  American  Heart 
Association,1  every  reasonably  well-designed  study 
involving  sufficient  numbers  of  patients  has  shown 
a significant  decrease  in  the  incidence  of  pulmonary 
emboli  and,  where  studied,  other  thromboembolic 
phenomena  when  patients  with  acute  myocardial 
infarction  were  treated  with  anticoagulants.2-6  We 
have  yet  to  achieve  perfection  in  the  design,  and 
especially  in  the  completion,  of  clinical  studies  in- 
volving large  numbers  of  patients,  with  their  wide 
spectrum  of  variables,  and  so  we  must  be  guided  by 
the  best  available  evidence  in  the  care  of  patients. 
This  problem  has  recently  been  critically  reviewed 
by  Wessler,'  Ribner  and  Frishman,8  Wright,9  and  by 
Chalmers  et  al.10  These  authors  have  agreed  that 
anticoagulant  therapy  is  indicated  in  the  treatment 
of  acute  myocardial  infarction  unless  there  are  spe- 
cific contraindications.  Most  of  the  series  analyzed 
have  been  confined  to  patients  who  survived  the  first 
48  or  at  least  24  hours  after  admission,  a time  span 
believed  by  the  authors  to  be  long  enough  to  receive 


One  hundred  consecutive  autopsies  of  patients  who 
died  during  the  acute  phase  of  a myocardial  infarct 
were  studied  for  the  frequency  and  significance  of 
thromboembolic  complications  as  they  occur  in  the 
setting  of  a modern  emergency  room  and  coronary 
care  service.  These  cases  were  also  reviewed  to  de- 
termine the  frequency  with  which  anticoagulant 
therapy  was  instituted  and  whether  it  could  have 
justifiably  been  used  in  those  patients  who  did  not 
receive  it.  Ten  cases  died  within  one  hour  of  onset 
of  symptoms,  48  within  48  hours,  19  had  cardiogenic 
shock,  30  congestive  heart  failure,  57  had  transmural 
infarcts,  80  percent  of  these  had  associated  coronary 
thrombosis,  and  43  had  subendocardial  infarcts  with 
18  percent  of  these  having  coronary  thrombosis. 
Mural  thrombi  occurred  in  30  percent.  One  hundred 
and  11  extracardiac  thromboemboli  occurred  in  48 
patients.  Studies  did  not  include  leg  veins.  Anti- 
coagulants were  used  in  only  14  cases.  Reasons  for 
not  giving  them  were  considered  valid,  including: 
ruptured  aortic  aneurysm;  organic  brain  syndromes; 
shock  with  need  for  aortic  balloon;  or  other  vascular 
catheterization;  death  on  arrival;  cerebral  hemor- 
rhage; cardiac  arrest;  gastrointestinal  bleeding;  renal 
bleeding;  and  severe  hypertension.  For  these  and 
other  reasons  discussed  it  appears  that  we  may  be 
approaching  the  optimal  salvage  level  of  patients  of 
this  type.  Although  the  question  as  to  whether 
anticoagulants  should  be  used  in  the  treatment  of 
myocardial  infarction  still  remains  a matter  of  con- 
troversy, recent  reviews  of  the  evidence  available  have 
concluded  that  anticoagulant  therapy  is  indicated 
in  the  treatment  of  acute  myocardial  infarction  un- 
less specific  contraindications  are  present. 


some  benefit  from  anticoagulant  therapy  if  admin- 
istered promptly  and  in  adequate  dosage. 

It  has  been  disturbing,  however,  to  continue  to  see, 
both  clinically  and  at  the  autopsy  table,  an  impres- 
sive number  of  thromboembolic  complications  which 
were  capable  of  compromising  or  terminating  the 
lives  of  these  critically  ill  patients.  It  was  therefore 
decided  to  review  100  consecutive  autopsies  of  pa- 
tients who  died  during  the  acute  phases  of  a myo- 
cardial infarct  to  determine  whether  this  type  of 
study  could  provide  clues  as  to  the  current  frequency 
and  significance  of  thromboembolic  complications. 
In  addition,  it  was  decided  to  determine  the  fre- 
quency with  which  anticoagulant  therapy  was  insti- 
tuted in  these  cases,  and  whether  anticoagulation 
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TABLE  I.  Distribution  of  patients’  ages 


Age  Range,  Inclusive 

Number  of  Patients 

40  to  49 

6 

50  to  59 

11 

60  to  69 

33 

70  to  79 

31 

80  to  89 

13 

90  to  99 

6* 

Total 

100 

* Oldest  was  99. 

TABLE  II.  Time  elapsed  from  clinical  onset  of  infarct  to 
death 

Time  Period 

Number  of  Patients 

Hours 

Sudden  death  (less  than  1 hour) 

10 

2 to  12  inclusive 

6 

13  to  24 

9 

Days 

2 

15 

3 

6 

4 

5 

5 

5 

6 

4 

7 

5 

8 to  9 

3 

10  to  11 

4 

12  to  13 

4 

14 

5 

15  to  21 

7 

21  to  28 

3 

30 

1 

undetermined 

8 

Total 

100 

could  have  been  justifiably  used  in  those  patients 
who  did  not  receive  it. 

Patients  and  methods 

A total  of  100  patients  were  retrospectively  se- 
lected for  this  study.  All  100  patients  died  with  an 
acute  myocardial  infarct  and  were  autopsied  con- 
secutively at  The  New  York  Hospital-Cornell  Med- 
ical Center  during  the  years  1971  to  1973.  It  devel- 
oped that  there  was  an  equal  sex  distribution:  50. 
patients  were  men,  and  50  were  women.  Although 
the  autopsies  were  performed  by  various  pathologists 
on  the  staff  of  The  New  York  Hospital-Cornell 
Medical  Center,  the  examination  of  the  cardiovas- 
cular system  was  supervised  by  one  of  the  present 
authors  (DRA)  who  at  the  time  was  the  pathologist 
of  the  M1RU  (myocardial  infarction  research  unit). 
The  hearts  were  studied  according  to  the  MIRU 
protocol  in  approximately  75  percent  of  the  cases. 
This  included  postmortem  coronary  arteriograms 
and  detailed  gross  and  microscopic  evaluation. 
Cardiac  complications  and  mural  thromboses  as  well 
as  extracardiac  thromboembolic  complications  were 
recorded  and  tabulated. 

The  patients  were  admitted  to  the  emergency 
service,  where  some  were  found  to  be  dead  on  arrival 


TABLE  III.  Type  of  infarct  and  cardiac  complications  in 
100  cases  of  acute  fatal  myocardial  infarction 


Complication 

Number  of  Patients 

Acute  myocardial  infarcts 

100 

Transmurgl  infarcts 

57 

Subendocardial  infarcts 

43 

Rupture  of  LV*  free  wall 

8 

Rupture  of  ventricular  septum 

4 

Combined  rupture  (LV  free  wall  and 

11** 

vsn 

Hemorrhagic  pericardial  effusion 

20 

Number  of  hemorrhagic  effusions  with 

8 

rupture  of  free  wall 

* LV  = Left  ventricle. 

t VS  = Ventricular  septum. 

**  One  double  rupture. 

TABLE  IV.  Incidence  of  coronary  thrombosis  in  100 
cases  of  acute  myocardial  infarction 

Category 

Number  of 
Percent 

Total  number  of  recent  thrombotic 

53 

occlusions 

Percentage  of  coronary  thrombi  in 

80 

transmural  infarction  (45  of  57) 
Percentage  of  coronary  thrombi  in 

18 

subendocardial  infarction  (8  of  43) 
Total  number  of  nonthrombotic  stenoses 

47 

Total  number  of  nonthrombotic  stenoses 

12 

with  intramural  hemorrhage  (into  a 
plaque) 

Number  of  old  recanalized  thrombi 

19 

or  shortly  thereafter,  or  to  the  coronary  care  unit. 
They  were  cared  for  by  the  coronary  care  unit  team, 
frequently  with  the  collaboration  of  their  primary 
physician.  For  purposes  of  this  report  the  charts 
were  reviewed  by  one  of  the  authors  (ISW). 

Results 

As  indicated  previously,  somewhat  surprisingly, 
one  half  the  patients  were  males  and  one  half  females. 
Their  ages  are  given  in  Table  I.  There  were  10  cases 
of  sudden  cardiac  death,  that  is,  death  less  than  one 
hour  from  the  onset  of  symptoms.  Forty  percent  of 
these  patients  died  within  48  hours  of  the  onset  of 
symptoms  (Table  II).  Nineteen  patients  developed 
cardiogenic  shock,  within  1 to  100  hours,  in  associa- 
tion with  their  acute  infarct,  while  39  patients  had 
congestive  heart  failure  from  one  hour  to  36  months 
prior  to  death.  More  than  one  half  of  the  infarcts, 
57,  were  transmural,  and  the  remainder  were  sub- 
endocardial, as  shown  in  Table  III.  This  table  also 
indicates  the  type  and  frequency  of  cardiac  compli- 
cations of  acute  myocardial  infarction  in  this  series. 
The  incidence  of  coronary  thrombosis  and  other 
types  of  coronary  stenosis  are  given  in  Table  IV. 
Coronary  thrombosis  was  much  more  frequently 
associated  with  transmural  than  subendocardial  in- 
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TABLE  V.  Incidence  of  mural  thrombosis  inlOO  hearts 
with  acute  myocardial  infarction* 

Location  Number  of  Hearts 

Left  ventricle  28 

Left  atrium  3 

Right  ventricle  3 

Right  atrium  1 

' Number  of  hearts  with  mural  thrombi  = 30. 


farcts,  with  an  80  percent  incidence  of  the  former 
compared  with  18  percent  of  the  latter.  Mural 
thrombi  were  found  in  30  percent  of  hearts  and 
mostly  in  the  left  ventricle,  with  an  incidence  of  28 
percent  (Table  V).  Extracardiac  thromboembolic 
complications  are  shown  in  Table  VI.  The  overall 
incidence  was  48  percent,  with  16  percent  incidence 
of  pulmonary  and  39  percent  incidence  of  systemic 
embolization.  There  was  a total  of  111  throm- 
boembolic complications  in  48  patients. 

This  latter  is  a minimal  figure  since  the  veins  of  the 
legs  were  not  studied  for  thrombi  which,  according 
to  recent  studies,  may  be  expected  to  run  as  high  as 
38  percent  in  patients  with  acute  myocardial  in- 
farction not  treated  with  anticoagulants,  especially 
those  who  are  immobilized  or  in  shock.10-1 7 There 
was  a considerable  overlapping  of  these  clinical  and 
pathologic  complications  and  a high  probability  that 
in  some  patients  they  may  have  combined  to  result 
in  the  death  of  the  patient.  For  example,  a mural  or 
leg  vein  thrombus  delivering  a large  pulmonary  em- 
bolus may  trigger  a cardiac  arrhythmia,  acute  con- 
gestive failure,  or  death.  Multiple  pulmonary  emboli 
reduce  oxygen  utilization  and,  for  an  already  dam- 
aged heart,  may  tip  the  scale  against  survival.  Em- 
boli to  the  brain  may  be  fatal;  emboli  to  the  mesen- 
teric arteries  may  produce  gangrene  of  the  gut  with 
death.  The  pathologic  findings  in  this  series  show 
a remarkable  similarity  to  those  reported  by  the 
American  Heart  Association  committee  in  1954,  24 
years  ago.1 

Anticoagulant  therapy 

In  this  series  there  was  no  opportunity  to  test  the 
effectiveness  of  anticoagulant  therapy  for  the  fol- 
lowing reasons.  Only  14  of  these  100  patients  re- 
ceived anticoagulant  therapy.  Of  these,  4 received 
anticoagulant  therapy  for  more  than  3 days,  the 
longest  time  span  being  14  days.  The  reasons  for  not 
using  anticoagulant  therapy  were  considered  valid 
and  included  the  following  problems:  ruptured 

aortic  aneurysm;  advanced  organic  brain  syndromes; 
cardiogenic  shock  with  use  of  an  aortic  balloon 
catheter;  cardiogenic  shock  with  need  for  much  in- 
travascular catheterization;  death  in  the  emergency 
room;  cerebral  hemorrhages;  cardiac  arrest  with  ce- 
rebral obtundity;  age  of  99  years;  sudden  death  on 
arrival;  cardiogenic  shock  with  three  cardiac  arrests; 
upper  gastrointestinal  bleeding  with  site  undeter- 


TABLE  VI.  Extracardiac  thromboembolic 
complications  in  100  cases  ot  acute  myocardial 
infarction 


Type  of  Complication 

Percent 

Overall  incidence 

48* 

Pulmonary 

15 

Systemic 

39 

Brain 

19 

Kidneys 

12 

Spleen 

13 

Limbs* 

8 

Liver 

1 

Intestines 

1 

Other 

3 

Total  complications 

111 

* 48  of  100  patients. 

* This  is  minimal,  since  veins  of  let's  were  not  studied  in  detail.  Radio- 
active fibrinogen  studies  suggest  that  this  figure  would  approximate  40. 


mined;  bleeding  duodenal  ulcer;  multiple  renal  in- 
farcts with  polycystic  kidneys  and  renal  bleeding; 
pyelonephritis  with  gross  hematuria;  patient  ad- 
mitted for  hypothyroid  work-up  and  found  dead  in 
bed  on  second  day;  severe  hypertension,  240/130  mm. 
Hg,  with  cardiac  arrest  on  the  fifth  day;  and  pyelo- 
nephritis with  gross  hematuria.  One  patient  was  in 
congestive  failure  with  multiple  myocardial  infarcts, 
shock,  pulmonary  edema,  and  gastrointestinal 
hemorrhage;  another  developed  a myocardial  infarct 
during  a coronary  arteriogram;  a coronary  bypass  was 
attempted  but  she  died  in  the  operating  room. 

These  striking  clinical  complications,  many  oc- 
curring one  or  more  times  in  100  consecutive  patients 
who  died  during  acute  myocardial  infarction,  em- 
phasize the  difficulties  involved  in  attempting  to 
further  reduce  the  mortality  rate  in  this  type  of 
syndrome. 

Comment 

In  recent  years,  it  has  been  possible  to  reduce  the 
mortality  and  morbidity  incidence  of  patients  with 
acute  myocardial  infarction  once  they  are  admitted 
to  a modern  coronary  unit  and  have  survived  the  first 
48  to  72  hours.  Acute  cardiac  arrest  is  successfully 
treated  in  an  encouraging  number  of  patients. 
Studies  are  underway  which  may  indicate  that  by 
controlling  hypertension,  hyperlipidemia,  stress,  the 
use  of  tobacco,  and  other  factors  which  lead  to  hy- 
percoagulability and  increased  platelet  aggregation, 
it  may  be  possible  to  retard  or  prevent  the  develop- 
ment of  myocardial  infarction.  The  important  factor 
of  heredity  remains  unsolved.  Families  with  mul- 
tiple, that  is,  up  to  six,  deaths  under  55  from  myo- 
cardial infarction  in  two  generations  must  be  con- 
sidered at  high  risk.  Why  does  the  death  rate  from 
myocardial  infarction  remain  so  high?  The  list  of 
complicating  factors  encountered  in  this  series  of  100 
consecutive  autopsies  brings  the  problem  into  sharp 
focus.  If  and  when  atherosclerosis  can  be  prevented, 
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some  but  not  all  of  these  deaths  may  be  avoided. 
This  study  indicates  that  most  of  the  deaths  occurred 
in  patients  following  serious  complications,  but  these 
were  frequently  not  directly  related  to  the  myocardial 
infarction.  No  treatment,  medicinal  or  resuscitative, 
was  successful  even  though,  with  few  exceptions,  such 
as  death  before  treatment  could  be  fully  activated, 
the  patients  were  under  conditions  considered  opti- 
mal. We  conclude,  therefore,  that  a substantial 
group  of  patients  whose  presenting  syndrome  is  acute 
myocardial  infarction  is  not  likely  to  survive  with 
treatment  available  today. 

It  was  been  widely  observed  that  approximately 
60  percent  of  those  who  die  with  a myocardial  in- 
farction do  so  before  they  reach  the  hospital.  Un- 
fortunately, detailed  case  histories  and  autopsy 
findings  in  this  group  of  patients  are  frequently 
lacking. 

The  study  of  this  series  does  suggest  that  a sub- 
stantial but  unknown  number  of  these  patients  would 
he  found  to  have  similar  complications,  especially 
those  with  a previous  history  of  serious  cardiovas- 
cular, thromboembolic,  hemorrhagic,  or  other  chronic 
disease.  This  leads  to  the  suggestion  that  we  may  be 
approaching  the  optimal  salvage  potential  even  in 
areas  where  prompt  well-trained  resuscitation  teams, 
modern  ambulance  service,  communication  from 
field  to  center,  and  superior  coronary  care  hospital 
facilities  are  available.  If  the  cardiac  arrest  is  due  to 
arrhythmia  secondary  to  an  otherwise  uncomplicated 
myocardial  infarction,  resuscitation  is  frequently 
successful,  but,  as  these  cases  illustrate,  many  of  the 
failures  may  actually  be  the  result  of  complicating 
factors  which  do  not  respond  to  massage,  lidocaine, 
or  even  shock  therapy. 

450  East  69th  Street 
New  York,  N.Y.  10021 
(DR.  WRIGHT) 
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Data  on  149  female  and  138  male  cases  of  primary 
malignant  liver  tumors  reported  by  477  hospitals  in 
the  United  States  during  1970  to  1975  are  analyzed 
by  sex,  age,  histologic  diagnosis,  and  in  female  pa- 
tients by  history  of  oral  contraceptive  use.  Of  the  126 
hepatocellular  carcinomas  in  all  females  a history  of 
oral  contraceptive  use  was  found  in  31  percent  of 
patients,  whereas  in  the  age  group  26  to  35  years  it 
was  43  percent.  Significant  intraperitoneal  hem- 
orrhage occurred  in  17  percent  of  hepatocellular 
carcinomas  in  oral  contraceptive  users.  The  results 
of  the  survey  neither  definitely  confirm  nor  disprove 
the  suggested  association  between  oral  contraceptive 
use  and  malignant  liver  tumors,  although  review  of 
the  current  literature  and  the  evaluation  of  other 
similarities  between  benign  and  malignant  liver  tu- 
mors in  users  of  oral  contraceptives  suggest  the  need 
for  additional  systematic  study.  There  appears  to 
be  a possibility  that  this  hazard  may  exist. 


Primary  Malignant 
Liver  Tumors 

Association  with  oral  contraceptives* 


JOSEF  VANA,  M.D.,  Ph.D.a 

Buffalo,  New  York 

GERALD  P.  MURPHY,  M.D.,  D.Sc.b 

Buffalo,  New  York 

From  the  Roswell  Park  Memorial  Institute,  State  of  New  York 
Department  of  Health. 

a Chief,  Department  of  Epidemiology. 
b Institute  Director. 


The  possible  role  of  estrogens  and  oral  contracep- 
tives in  liver  carcinogenesis  has  been  a matter  of 
concern  for  some  years.  In  1973  Baum  and  col- 
leagues1 suggested  an  association  between  oral  con- 
traceptive use  and  hepatic  cell  adenomas.  An  epi- 
demic of  case  reports  of  benign  liver  tumors  in  con- 
traceptive users  followed  this  report.  Registry  and 
survey  data  among  pill  users  and  nonusers  have  also 
been  published,  and  the  association  appears  to  be 
well  established.2-5 

The  relation  between  primary  malignant  liver 
tumors  and  oral  contraceptives  remains  speculative. 
Case  reports  of  malignant  liver  tumors  in  oral  con- 
traceptive users  have  appeared  in  the  literature  re- 
cently.6-7 The  frequency  of  these  case  reports  is  in- 
creasing and,  in  contrast  to  the  early  situation  with 
benign  tumors,  is  being  reported  from  other  parts  of 
the  world.8-12  The  majority  of  the  reported  tumors 
are  hepatocellular  carcinomas,  although  one  case  of 
cholangiocarcinoma  has  been  described,18  as  well  as 
one  diagnosed  as  hepatoblastoma.14  Whether  the 
increase  of  reported  cases  is  of  etiologic  significance 
cannot  be  determined  without  data  on  the  frequency 
of  these  tumors  in  nonpill  users  as  well  as  in  users  of 
oral  contraceptives. 

The  purpose  of  this  report  is  to  analyze  material 
of  287  primary  malignant  tumors  collected  from  a 
national  survey  with  a specific  focus  on  oral  contra- 
ceptive use. 

Materials  and  methods 

The  American  College  of  Surgeons’  Commission 
on  Cancer  operates  a field  liaison  program  designed 
to  investigate  national  or  regional  occurrences  of 
site-specific  cancers  through  concerted  cancer  reg- 
istry research.  The  field  liaison  program  comprises 
749  hospitals  in  all  states,  including  276,581  beds  and 

* Supported  in  part  by  U.S.  Public  Health  Services  Grant 
RR-05648  from  the  National  Institutes  of  Health. 


6.5  million  annual  admissions. 

In  August,  1976,  a national  survey  of  all  malignant 
and  benign  primary  liver  tumors  diagnosed  in  males 
and  females  in  the  15-  to  45-year  age  group  during 
1970  to  1975  was  initiated.  Case  report  forms  were 
provided  to  record  information  on  age,  history  of  oral 
contraceptive  use,  presenting  symptoms,  diagnosis, 
histologic  confirmation,  bleeding  episodes  in  hospital, 
treatment,  and  outcome.  Considerable  effort  was 
made  to  encourage  response  from  all  states  to  achieve 
national  coverage. 

An  analysis  of  the  reported  benign  tumors  in  fe- 
males has  been  presented  elsewhere.4  In  that  report 
a more  detailed  account  of  the  American  College  of 
Surgeons’  Commission  on  Cancer’s  field  liaison 
program  is  also  available. 

Results 

Registry  data  on  liver  tumors  were  received  from 
477  hospitals,  which  represent  173,491  beds  and  5.5 
million  annual  admissions;  543  cases  of  primary  liver 
tumors  among  both  sexes  were  reported.  Of  these, 
317  were  malignant,  226  benign.  In  females,  166, 
that  is  43.9  percent,  of  the  tumors  were  malignant; 
212,  or  56.1  percent,  were  benign.  In  males,  151,  or 

91.5  percent,  were  malignant,  and  14  were  benign, 
including  5 hepatic  cell  adenomas. 

The  present  study  includes  287  malignant  tumors 
reported  as  hepatocellular  carcinoma,  cholangio- 
carcinoma, or  combined  hepatocellular  and  cholan- 
giocarcinoma. All  cases  were  histologically  con- 
firmed either  by  biopsy  or  at  autopsy.  Excluded 
from  the  analysis  were  17  female  and  13  male  pa- 
tients whose  diagnosis  was  either  “other  primary 
malignant  liver  tumor”  or  was  uncertain  with  regard 
to  liver  as  primary  site.  This  series  of  149  malignant 
liver  tumors  in  females  and  138  tumors  in  males  in 
the  age  group  from  15  to  45  years  represents  the 
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TABLE  I.  Distribution  of  malignant  liver  tumors  by  sex 
and  histologic  diagnosis 

, Sex s 

/ Females Males , 

Histologic  Diagnosis  Number  Percent  Number  Percent 


10  - 


I I I 

16-25  26-35  36-45 

AGE  (YRS) 

FIGURE  1.  Percentage  distribution  of  all  primary  malignant 
liver  tumors  by  sex  and  age. 


largest  groups  of  primary  malignant  liver  tumors 
available  at  present.  Using  the  age-specific  rates 
from  the  third  National  Cancer  Survey  as  a base  line, 
we  estimate  that  these  287  tumors  represent  17  per- 
cent of  malignant  liver  tumors  in  the  United  States 
in  the  specified  age  groups. 

Distribution  by  age  and  sex.  Figure  1 shows  the 
age  and  sex  distribution  by  10-year  age  groups  for  all 
diagnoses.  Among  females  there  is  a steady  increase 
in  frequency  of  liver  tumors  from  age  15  to  45,  while 
for  males  the  proportions  are  lower  in  the  younger 
ages  and  increase  rapidly  in  the  age  group  35  to  45. 

Table  I shows  the  distribution  of  liver  tumor  cases 
by  sex  and  histologic  diagnosis.  Although  there  are 
higher  frequencies  of  hepatocellular  carcinomas  and 
combined  hepatocellular  and  cholangiocarcinomas 
in  females,  and  more  cholangiocarcinomas  in  males, 
the  observed  differences  are  not  statistically  signif 
icant.  These  histologic  results  by  sex  are  similar  to 
those  obtained  in  other  series.15 

Information  on  the  presence  of  liver  cirrhosis,  al- 
coholism, or  family  history  of  liver  carcinoma  was  not 
systematically  collected  in  the  survey.  However,  in 
some  cases  such  information  was  provided  on  the 


Hepatocellular  carcinoma 

126 

84.6 

111 

80.4 

Cholangiocarcinoma 

13 

8.7 

20 

14.5 

Combined  hepatocellular 
and  cholangiocarcinoma 

10 

6.7 

7 

5.1 

Totals 

149 

100.0 

138 

100.0 

case  report  forms.  Cirrhosis  was  mentioned  more 
frequently  for  males  than  for  females.  In  two  male 
patients  a strong  family  history  of  liver  tumors  was 
reported,  affecting  father  and  brothers  in  both  in- 
stances. Long-term  use  of  alcohol  was  noted  in  eight 
male  patients  with  hepatocellular  carcinoma.  Fur- 
ther, case  reports  for  two  male  patients  indicated 
long-term  treatment  for  ulcerative  colitis.  Two  other 
male  patients  with  hepatocellular  carcinoma  are 
worth  noting:  the  first,  24  years  old,  had  been 

treated  with  androgen  injections  for  infertility;  the 
second  was  a 29-year-old  man  with  a history  of  un- 
corrected, undescended  testis. 

Distribution  of  female  cases  by  histologic  type 
and  oral  contraceptive  use.  The  distribution  of 
malignant  tumors  by  histologic  type  among  users  and 
nonusers  of  oral  contraceptives  in  females  is  shown 
in  Table  II;  46  tumors  were  reported  among  users,  36 
among  nonusers,  and  67  in  women  whose  oral  con- 
traceptive history  remains  unknown.  Table  II  shows 
that  hepatocellular  carcinoma  is  diagnosed  more 
frequently  in  oral  contraceptive  users  than  in  nonu- 
sers. The  large  number  of  cases  with  an  unknown 
oral  contraceptive  history  obscures  this  difference 
between  users  and  nonusers.  If  the  group  of  patients 
with  unknown  oral  contraceptive  use  could  be  cor- 
rectly distributed  as  users  or  nonusers,  and  assuming 
that  some  at  least  would  be  users,  the  differences  in 
frequency  of  hepatocellular  carcinoma  by  oral  con- 
traceptive use  might  be  more  pronounced. 

The  age  distribution  of  female  cases  by  oral  con- 
traceptive use  is  shown  in  Figure  2.  It  is  clear  that 
the  steadily  increasing  curve  for  females  shown  in 
Figure  1 is  made  up  of  two  very  different  curves  for 
users  and  nonusers.  Among  nonusers  the  frequen- 
cies are  low  in  the  younger-age  groups  and  increase 
rapidly  from  age  35;  the  nonuser  curve  closely  re- 
sembles the  curve  for  males  (Fig.  1).  On  the  other 
hand,  the  curve  for  users  peaks  in  the  age  group  26 
to  35  and  then  declines.  The  age  distribution  of 
cases  with  unknown  oral  contraceptive  history  falls 
between  users  and  nonusers,  indicating  that  this 


TABLE  II.  Distribution  of  malignant  liver  tumors  in  females  by  histologic  type  and  use  of  oral  contraceptives 


Use  of  Oral  Contraceptives 

Users v , Nonusers s , Not  Known 


Histologic  Type 

Number 

Percent 

Number 

Percent 

Number 

Percent 

Hepatocellular  carcinoma 

39 

84.8 

26 

72.2 

61 

91.0 

Cholangiocarcinoma 

3 

6.5 

7 

19.4 

3 

4.5 

Combined  hepatocellular  and  cholangiocarcinoma 

4 

8.7 

3 

8.4 

3 

4.5 

Totals 

46 

100.0 

36 

100.0 

67 

100.0 
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AGE  (YRS) 

FIGURE  2.  Percent  distribution  of  female  patients  with 
primary  malignant  liver  tumors  by  age  and  use  of  oral  con- 
traceptives. 

category  comprises  both  groups.  A similar  pattern 
is  observed  for  hepatocellular  carcinoma  alone,  as 
shown  in  Figure  3,  which  is  not  surprising,  since  this 
histologic  type  constitutes  the  majority  of  patients. 
It  is  not  clear  whether  the  curve  for  hepatocellular 
carcinomas  among  users  reflects  only  the  general 
pattern  of  oral  contraceptive  use  in  the  reproductive 
female  population  or  whether  it  indicates  a real  ex- 
cess of  tumors  among  oral  contraceptive  users. 

Of  all  hepatocellular  carcinomas  reported  in  the 
survey  31  percent  were  diagnosed  among  users  of  oral 
contraceptives.  If  at  least  31  percent  of  the  female 
population  of  child-bearing  age  were  using  oral 
contraceptives  in  the  late  1960s,  the  user  curve  shown 
in  Figure  3 should  be  interpreted  as  merely  reflecting 
the  user/nonuser  composition  of  the  female  popu- 
lation between  the  ages  16  and  45.  No  precise  in- 
formation on  the  percentages  of  women  in  this  age 
group  using  oral  contraceptives  is  available.  Several 
national  population  and  fertility  surveys  as  well  as 
smaller  studies  in  selected  U.S.  populations  have 
variously  estimated  the  percentages  at  25  to  37  per- 
cent.16-18 However,  these  rates  refer  to  the  mid- 
1970s.  One  might  assume  figures  to  be  in  the  lower 
range  for  the  late  1960s  and  early  1970s. 

A previous  persuasive  argument  for  the  association 
between  hepatic  cell  adenoma  and  oral  contraceptive 
use  was  the  noted  frequency  of  hepatic  cell  adenomas 
in  the  age  group  25  to  29  years,  90  percent,  which  is 
far  in  excess  of  any  reasonable  estimation  of  the 
percentage  of  women  using  oral  contraceptives.4 
Although  the  observed  discrepancies  are  lower  in 
these  data  on  malignant  tumors,  the  possibility  of  an 
excess  of  hepatocellular  carcinomas  in  users  cannot 
be  dismissed. 

Type  and  duration  of  oral  contraceptive  use. 

Information  on  type  and  duration  of  oral  contra- 
ceptive exposure  was  not  always  available,  particu- 
larly in  the  cases  of  deceased  patients.  Nevertheless, 


FIGURE  3.  Percent  distribution  of  hepatocellular  carcino- 
mas by  sex,  age,  and  use  of  oral  contraceptives. 


information  on  the  type  of  estrogen  ingested  was 
available  in  27  cases,  and  information  on  length  of 
exposure  in  21.  Sixteen,  that  is,  59.3  percent,  of 
these  reporting  “type  of  estrogen”  used  mestranol; 
5,  or  18.5  percent,  used  ethinyl  estradiol;  and  6,  or 
22.2  percent,  used  “other  estrogens.”  It  should  be 
borne  in  mind,  however,  that  the  first  oral  contra- 
ceptives on  the  market  contained  exclusively  mes- 
tranol. Ethinyl  estradiol  was  introduced  in  1964,  but 
marketing  figures  for  oral  contraceptive  prescriptions 
indicate  that  until  1970  mestranol  was  used  more 
frequently  than  ethinyl  estradiol.19,20  A recent  re- 
trospective study  has  conclusively  shown  an  associ- 
ation between  benign  liver  tumors  and  oral  contra- 
ceptives of  both  types,  that  is,  ethinyl  estradiol  as  well 
as  mestranol.5 

The  average  length  of  use  in  patients  with  hepa- 
tocellular carcinoma,  found  in  17  cases,  was  59 
months;  for  cholangiocarcinoma,  present  in  1 case, 
168  months;  and  for  combined  hepatocellular  carci- 
noma and  cholangiocarcinoma,  appearing  in  2 cases, 
83  months.  The  average  length  of  exposure  for 
hepatocellular  carcinoma  did  not  significantly  differ 
from  that  for  benign  tumors,  present  in  87  cases, 
which  was  58  months. 

Presenting  symptoms.  A few  simple  questions 
were  asked  about  the  frequency  of  main  presenting 
symptoms:  intraperitoneal  bleeding,  mass,  pain,  and 
whether  the  tumor  was  diagnosed  as  an  incidental 
finding.  These  symptoms  were  selected  on  the  basis 
of  previous  case  history  reports  in  the  literature.21 

Mass  and  pain  were  the  most  frequent  presenting 
symptoms,  particularly  for  hepatocellular  carcinoma. 
Mass  was  present  more  often  in  women,  with  a fre- 
quency of  46  percent,  than  in  men,  with  a frequency 
of  34  percent.  Intraperitoneal  hemorrhage  was  ob- 
served more  frequently  among  females,  in  whom  it 
occurred  10.5  percent  of  the  time,  than  among  males, 
with  a frequency  of  3.6  percent.  All  cases  with 
bleeding  were  from  hepatocellular  carcinomas,  and, 
among  females,  all  occurred  in  patients  exposed  to 


March  1979/New  York  State  Journal  of  Medicine  323 


oral  contraceptives,  for  a proportion  of  17  percent. 
Intraperitoneal  hemorrhage  is  a significant  symptom 
in  hepatic  cell  adenomas  in  patients  using  oral  con- 
traceptives,22 and  has  been  reported  in  as  many  as 
one  third  of  cases.  Nineteen  out  of  22  cases  of  benign 
and  malignant  tumors  in  this  survey  presenting 
bleeding  occurred  in  contraceptive  users,  while  no 
case  of  bleeding  was  observed  in  80  cases  of  both 
benign  and  malignant  primary  liver  tumors  in 
nonusers.  The  occurrence  of  bleeding  in  malignant 
as  well  as  in  benign  liver  tumors  among  oral  contra- 
ceptive users  might  point  to  a common  etiologic 
factor.  In  any  event  it  is  in  agreement  with  the  fre- 
quent observation  of  a greater  vascularization  of 
tumors  among  users.23-25  Unlike  benign  liver  tumors 
in  this  survey,  malignant  liver  tumors  were  less  fre- 
quently found  accidentally,  only  in  8 percent  of  ma- 
lignant cases,  compared  with  25  percent  of  hepatic 
cell  adenomas  and  53  percent  of  focal  nodular  hy- 
perplasias. 

Treatment.  Surgical  resection  was  the  treatment 
of  choice  in  67  percent  of  hepatocellular  carcinomas. 
Where  cholangiocarcinoma  was  diagnosed,  surgical 
resection  was  done  in  46  percent  of  the  cases.  Only 
30  percent  of  the  combined  hepatocellular-cholan- 
giocarcinomas  were  resected.  Chemotherapy  was 
employed  in  60  percent  of  the  combined  tumors. 


Comment 

The  finding  of  a strong  association  between  oral 
contraceptive  use  and  hepatic  cell  adenoma  seems  to 
be  well  established.  The  rapid  increase  in  frequency 
of  a previously  extremely  rare  tumor  has  been 
striking.4  It  has  been  possible,  on  the  basis  of  the 
results  of  many  clinical  reports,  two  case  control 
studies,  and  a national  survey,  to  come  to  some  def- 
inite conclusions.  It  was  possible  to  estimate  the 
incidence  of  benign  tumors  at  five  per  million,4  and 
for  hepatic  cell  adenomas  as  one  per  million. 
Women  with  exposure  to  oral  contraceptives  for  more 
than  three  but  less  than  four  years  were  at  about  100 
times  greater  risk  to  develop  this  tumor  as  women 
who  had  used  oral  contraceptives  for  less  than  one 
year.  For  women  exposed  to  oral  contraceptives  for 
more  than  seven  years,  the  relative  risk  increased  to 
about  500.5  The  association  of  oral  contraceptive  use 
with  focal  nodular  hyperplasia,  however  suggestive, 
awaits  confirmation. 

For  malignant  tumors,  the  evidence  accumulated 
so  far  is  circumstantial  and  still  open  to  various 
speculations.  The  simplest  explanation  of  the  recent 
influx  of  clinical  reports  of  malignant  liver  tumors 
among  oral  contraceptive  users  could  be  that  it  is  only 
a chance  phenomenon,  coincidental  to  the  increasing 
use  of  oral  contraception.  If  there  is  an  association 
between  oral  contraceptive  use  and  incidence  of 
malignant  liver  tumors,  it  should  be  reflected  in  in- 
creased incidence  reported  from  population-based 
tumor  registries,  particularly  in  countries  with  high 


use  of  oral  contraception.  No  such  increase  could  be 
traced  in  Puerto  Rico,  where  oral  contraceptives  were 
first  tested  in  a large  population.26  Data  from  the 
registry  in  Upstate  New  York  show  an  increasing 
trend  for  the  male  population  since  1950  but  a de- 
creasing trend  for  females.27  Similar  observations 
have  been  made  in  the  Connecticut  tumor  registry 
and  in  Denmark.26  In  the  present  survey,  no  ap- 
preciable increase  was  observed  for  malignant  tumors 
reported  between  1970  and  1975,  while  during  the 
same  time  period  the  number  of  benign  tumors  re- 
ported almost  doubled  and  among  oral  contraceptive 
users  increased  by  264  percent. 

However,  the  clinical  and  experimental  evidence 
accumulated  so  far  that  oral  contraceptives  and  other 
steroids  are  not  irrelevant  to  liver  cell  transformation 
cannot  be  ignored.  This  evidence  includes,  on  the 
clinical  side,  jaundice,  cholestasis,  and  cholelithiasis 
and,  on  the  laboratory  side,  a rise  in  serum  trans- 
aminase and  an  increase  in  sodium  sulfobromo- 
phthalein  (Bromsulphalein)  retention.28  There  is 
an  indication  of  an  association  between  androgenic 
steroids  and  peliosis  hepatis29’30  and  hepatocellular 
carcinoma  in  males.31’32  The  causal  association 
between  oral  contraceptives  and  hepatic  cell  adeno- 
ma is  convincing.  Hepatic  cell  adenoma  occurs 
predominantly  in  females  of  child-bearing  age,  and 
when  it  occurs  in  nonusers  of  oral  contraceptives,  it 
is  often  associated  with  hormonal  imbalance.5  That 
hormonal  factors  may  play  a role  in  the  pathogenesis 
of  malignant  tumors  in  women  of  reproductive  age 
is  suggested  by  their  occurrence  and  clinical  mani- 
festation associated  with  pregnancy  and  menstrua- 
tion. The  majority  of  benign  and  malignant  tumors 
in  females  occur  in  otherwise  normal  liver;  some  of 
them  are  of  low-grade  malignancy,8  have  prolonged 
survival,10  and  benign  tumors  may  regress  after  dis- 
continuation of  treatment.33 

It  is  generally  accepted  that  liver  tumors  are  more 
frequent  in  males  and  are  commonly  associated  with 
cirrhosis.  However,  recent  information  on  age- 
specific  incidence  rates  available  from  population- 
based  tumor  registries  all  over  the  world  indicates 
that  male  predominance  for  malignant  liver  tumors 
applies  mainly  to  older-age  groups.34  In  many 
countries  the  incidence  in  the  age  groups  of  15  to  45 
years  is  higher  for  females  than  for  males.  The  data 
from  the  third  National  Cancer  Survey  in  the  United 
States  shows  that,  based  on  age-specific  male:female 
incidence  ratios,  12  female  cases  would  be  expected 
for  each  10  male  cases  in  the  age  group  20  to  24  years, 
20  female  cases  for  10  male  cases  in  the  age  group  25 
to  29  years,  and  in  the  age  group  30  to  34  years  22 
cases  in  females  would  be  expected  for  each  10  cases 
in  males.  Although  it  cannot  be  concluded  from 
these  figures  that  female  predominance  in  these  age 
groups  is  related  to  use  of  oral  contraceptives,  it  does 
suggest  that  estrogen  levels,  both  endogenous  and 
exogenous,  may  play  a role  in  the  occurrence  of  ma- 
lignant liver  tumors  in  these  age  groups. 

It  has  been  suggested  that  benign  hepatic  cell  ad- 
enoma or  focal  nodular  hyperplasia  may  progress  to 
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carcinoma  in  oral  contraceptive  users,  but  no  con- 
vincing evidence  has  been  presented  so  far.  How- 
ever, the  possibility  of  histologic  misdiagnosis  has 
recently  been  more  widely  recognized.  Several  cases 
have  been  reported  in  which  differentiation  between 
hepatocellular  carcinoma  and  hepatic  cell  adenoma 
was  difficult.35  In  other  reports,  hepatocellular 
carcinoma  apparently  occurred  in  a nodule  of  hy- 
perplasia. Recently,  a male  patient  has  been  de- 
scribed with  multiple  hepatic  adenoma  and  hepato- 
cellular carcinoma  that  developed  after  1 1 years  of 
treatment  with  methyltestosterone.36  Schmidt10  has 
described  a female  patient  with  hepatocellular  car- 
cinoma that  developed  after  four  years  of  exposure 
to  contraceptive  steroids  and  recurred  after  resection 
when  the  patient  resumed  use  of  birth  control  pills. 
Interestingly,  the  second  tumor  was  not  resected  and 
appeared  stable  on  the  liver  scan  six  months  after 
“pill”  withdrawal. 

The  extent  to  which  individual  case  histories  of 
malignant  liver  tumors  in  oral  contraceptive  users 
may  contribute  to  the  finding  of  a causal  association 
is  limited.  They  do  confirm  diagnostic  difficulties 
in  differentiation  of  benign  and  malignant  liver  tu- 
mors. 

The  results  of  this  survey  neither  confirm  nor 
disprove  an  association  between  oral  contraceptive 
use  and  malignant  liver  tumors.  However,  the  dif- 
ferences in  frequency  of  malignant  tumors  among 
users  and  nonusers  of  oral  contraceptives  in  the  re- 
productive age  groups,  and  certain  other  similarities 
between  benign  and  malignant  liver  tumors  in  users, 
such  as  frequency  of  bleeding  episodes,  are  suffi- 
ciently provocative  to  warrant  systematic  review  and 
follow-up  of  further  large  series  of  both  benign  and 
malignant  liver  tumors. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14263 
(DR.  MURPHY) 
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On  April  1, 1978,  the  New  York  State 
Drug  Substitution  Law  took  effect. 
Under  the  law,  all  New  York  State 
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a lower  cost  product,  even  when  a brand  name 
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Sarcomas  comprise  approximately  one  percent  of 
all  malignant  conditions.1  Their  relative  infre- 
quency accounts  partly  for  the  lack  of  systematic 
approach  in  their  treatment.  While  surgery  has  been 
and  remains  the  mainstay  of  treatment  of  primary 
tumors,  there  has  been  a progressive  integration  of 
modalities  in  an  effort  to  reduce  local  recurrence  and 
prevent  or  treat  metastatic  lesions. 

The  present  communication  illustrates  the  prin- 
ciples of  integration  of  modalities  through  case  re- 
ports, demonstrating  the  feasibility  and  safety  of  the 
combination  of  modalities. 

Case  reports 

The  following  three  patients  exemplify  the  man- 
agement with  combination  of  modalities  of  primary 
sarcomas. 

Case  1.  This  50-year-old  white  female  had  a wide 
excision  and  primary  closure  of  a sarcoma  in  the  plantar 
surface  of  the  left  foot  in  June,  1977.  Two  months  later, 
she  started  having  tenderness  in  the  area  of  the  seal  on 
walking.  Following  admission  to  RPMI  (Roswell  Park 
Memorial  Institute),  excision  of  the  whole  scar,  on  October 
13,  1977,  was  done  under  anesthesia  and  frozen-section 
biopsy  obtained.  The  latter  showed  sarcoma  approxi- 
mately in  the  middle  of  the  scar.  A wide  resection  of  the 
skin  of  the  plantar  surface,  the  plantar  aponeurosis,  and 
the  short  flexors  of  the  foot  from  the  calcaneus  to  the  me- 
tatarsal heads  was  performed,  and  split-thickness  skin 
graft  was  applied  to  cover  the  defect.  Pathologic  exami- 
nation of  the  specimen  showed  poorly  differentiated  sar- 
coma with  margins  free  of  tumor.  However,  on  the  deep 


surface,  there  was  only  a few  millimeters’  margin  of  normal 
tissue.  One  week  following  surgery,  she  was  started  on 
chemotherapy  consisting  of  adriamycin  80  mg.  intrave- 
nously on  day  one,  and  DTIC  (dimethyl  triazeno  imidazole 
carboxamide)  400  mg.  intravenously  daily  times  five.  In 
four  weeks,  a second  course  of  the  same  chemotherapy  was 
given.  On  December  15, 1977,  she  was  started  on  radiation 
treatment  to  the  left  foot,  4,000  rads  by  two  lateral  op- 
posing ports  and  then  a single  plantar  port  using  a com- 
pensator. Chemotherapy  was  continued  on  schedule  using 
one  half  the  dose  of  adriamycin  for  the  duration  of  radia- 
tion therapy.  By  February  14,  1978,  she  received  6,000 
rads  in  150-rad  increments.  A small  ulcerated  area  in  the 
center  of  the  sole  biopsied  repeatedly  showed  negative 
results  for  tumor,  which  healed  by  granulation.  The  pa- 
tient remained  free  of  recurrence  at  nine  months  following 
surgery. 

Case  2.  This  54-year-old  white  male  was  admitted  to 
RPMI  on  July  27, 1977,  because  of  the  sixth  recurrence  of 
a liposarcoma  in  the  left  thigh.  He  first  noticed  a lump  in 
the  left  upper  thigh  in  1952.  Since  then,  he  had  had  five 
recurrences  locally  excised  in  1960,  1965,  1970,  1975,  and 
November,  1976.  The  patient  refused  an  amputation,  and 
on  August  3,  1977,  excision  of  the  recurrent  liposarcoma 
of  the  left  thigh  extending  from  the  inguinal  ligament  to 
the  popliteal  fossa  was  performed.  The  femoral  vessels 
and  nerve  were  skeletonized  to  be  preserved.  The  tumor 
weighed  4 Kg.  and  was  excised  without  any  margins. 
Pathologic  examination  showed  myxoid  liposarcoma.  The 
patient  refused  postoperative  radiation  or  chemotherapy. 
Three  and  one-half  months  later,  a mass  was  felt  in  the 
center  of  the  long  incision,  and  on  November  30,  1977, 
reexcision  of  recurrent  liposarcoma  was  performed.  The 
second  postoperative  day,  he  was  started  on  chemotherapy 
with  adriamycin,  50  mg.  per  square  meter,  intravenously 
on  day  one;  cyclophosphamide  (Cytoxan),  500  mg.  per 
square  meter,  on  day  one;  vincristine,  1 mg.  per  square 
meter  intravenously,  on  days  one  and  five;  and  DTIC,  250 
mg.  intravenously  daily  times  five.  This  four-drug  regimen 
is  known  as  the  CYVADIC  protocol.  One  half  of  the 
aforementioned  dose  of  adriamycin  was  given  because  of 
the  planned  radiotherapy  to  the  operative  area.  On  De- 
cember 12,  1977,  he  was  started  on  radiotherapy  to  the 
whole  of  the  recent  scar  and  surrounding  area.  Initial 
planned  dose  was  5,000  rads  in  five  weeks.  The  patient, 
however,  had  a severe  erythematous  reaction  at  3,200  rads 
following  adriamycin,  although  the  dose  was  still  main- 
tained at  one  half  the  routinely  given  dose,  and  a two-week 
rest  off  radiation  was  given.  The  treatment  thereafter 
continued  to  5,000  rads  and  after  another  two-week  rest 
to  6,000  rads.  Following  completion  of  radiation,  the  pa- 
tient continued  with  the  full  dose  of  adriamycin  and,  at 
eight  months  following  the  last  operation,  remained  free 
of  recurrence. 

Case  3.  This  49-year-old  white  female  had  surgery  for 
carpal  tunnel  syndrome.  Biopsy  of  suspicious  tissue 
showed  synovial  sarcoma.  She  was  referred  to  RPMI,  and 
on  December  1, 1977,  excision  of  the  previous  scar,  palmaris 
longus,  the  whole  transverse  carpal  ligament,  and  palmar 
aponeurosis  was  performed.  Eight  frozen-section  biopsies 
of  the  operative  bed  yielded  negative  findings  for  tumor. 
Permanent  sections  of  the  resected  specimen  showed  re- 
sidual tumor  extending  at  one  point  to  the  deep  margin  of 
the  specimen.  On  December  3,  1977,  chemotherapy  with 
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Concomitant  radiation  and  chemotherapy  in  seven 
postoperative  patients  proved  safe  and  appears 
promising.  Intra-arterial  infusion  of  adriamycin 
with  proximal  tourniquet  in  two  patients  resulted  in 
significant  tumor  necrosis  after  repeated  adminis- 
tration. Chemotherapy  in  16  patients  after  20  op- 
erations resulted  in  no  complications  with  wound 
healing  and  with  postoperative  recovery. 


the  CYVADIC  protocol  was  started,  giving  one  half  the 
dose  of  adriamycin  because  of  the  impending  radiotherapy. 
She  was  started  on  radiation  and  received  6,000  rads  to  the 
palm  and  wrist  of  the  hand.  She  continued  chemotherapy 
and  remained  free  of  disease  eight  months  after  surgery. 

Comment.  The  aforementioned  three  patients 
illustrate  the  feasibility  of  concomitant  administra- 
tion of  chemotherapy  and  radiation  in  the  immediate 
postoperative  period  without  significant  side-effects. 
The  initial  impression  is  encouraging,  since  there  is 
no  recurrence  in  an  average  follow-up  period  of  eight 
months. 

Three  more  patients  recently  received  a combi- 
nation of  radiation  and  chemotherapy.  One  patient 
had  recurrent  neurofibrosarcoma  to  the  right  but- 
tock, and  one  had  primary  fibrosarcoma  in  the  left 
thigh.  Both  these  tumors  were  adjacent  to  the  sciatic- 
nerve,  and  although  the  gross  tumor  masses  were 
removed  completely,  the  surgical  margins  were  not 
adequate.  The  third  patient  had  a large  undiffer- 
entiated sarcoma  in  the  area  of  the  left  external  iliac 
vessels  and  pulmonary  metastases.  The  latter,  re- 
maining stable  for  two  months  under  chemotherapy, 
were  removed  through  a median  sternotomy.  The 
primary  tumor  has  regressed  by  50  percent  with  the 
combination  of  radiation  and  chemotherapy  prior  to 
its  removal. 

In  the  following  two  patients,  a novel  mode  of 
infusion  chemotherapy  with  a proximal  tourniquet 
was  applied. 

Case  4.  This  32-year-old  white  male  had  a liposarcoma 
removed  from  the  right  lower  calf  in  December,  1976.  He 
developed  a recurrence  and  was  referred  to  RPM1  on 
March  2, 1978.  On  physical  examination,  there  was  a mass 
6 by  6 cm.  apparently  fixed  to  the  underlying  fascia  over 
the  upper  portion  of  the  right  Achilles  tendon.  On  March 
7,  1978,  through  a percutaneously  placed  catheter  in  the 
superficial  femoral  artery  and  a proximal  tourniquet  ap- 
plied at  50  mm.  above  systolic  pressure,  adriamycin  10  mg. 
per  square  meter,  a total  of  16  mg.,  was  given.  The  tour- 
niquet was  maintained  for  10  minutes.  Prior  heparin  was 
given  intravenously  to  avoid  thrombosis.  The  patient 
presented  erythema  in  the  foot  and  lower  leg  which  per- 
sisted for  about  two  weeks.  On  March  15,  1978,  a wide 
excision  of  the  tumor,  removing  also  the  gastrocnemius 
muscle  contribution  to  the  Achilles  tendon,  and  split 
thickness  skin  grafting  were  performed.  Pathologic  report 
showed  about  10  percent  of  tumor  necrosis  with  areas  of 
extravasation  of  blood.  The  patient  was  doing  well  at  four 
months  after  his  surgery. 

Case  5.  This  51-year-old  white  female  had  a lump  bi- 
opsied  in  the  left  antecubital  fossa  on  November  2,  1976. 
This  was  shown  to  be  malignant  schwannoma.  A resection 
was  performed.  In  February,  1977,  the  mass  had  enlarged, 
and  she  had  numbness  and  pain  in  the  left  upper  extremity. 
A full  course  of  radiation  to  the  mass  was  given  by  April, 
1977.  This  reduced  the  size  of  the  mass;  however,  the 
numbness  and  pain  persisted.  She  required  one  to  two 
tablets  of  codeine  every  four  hours.  On  December  7, 1977, 
a local  enucleation  of  the  recurrent  schwannoma  was  done. 


The  tumor  recurred,  and  she  was  offered  amputation  which 
she  refused.  She  was  referred  to  RPMI,  and  on  April  10, 
1978,  a catheter  was  inserted  in  the  left  brachial  artery. 
Fight  doses  of  adriamycin,  10  mg.  intra-arterially  on  al- 
ternate days,  were  given  applying  a pneumatic  tourniquet 
proximally  and  distally  to  the  tumor  for  15  minutes  fol- 
lowing heparinization.  There  was  a 50  percent  regression 
of  the  tumor  following  this  course  of  treatment,  and  the 
pain  in  the  elhow  disappeared.  In  some  areas,  the  mass 
became  fluctuant.  Four  weeks  later  a biopsy  of  the  tumor 
mass  showed  99  percent  necrotic  tumor  and  1 percent 
preserved  tumor  without  mitosis.  She  received  one  more 
dose  of  adriamycin,  20  mg.  intra-arterially  via  a catheter 
placed  percutaneously,  with  the  tourniquet  technique. 
Erythema  of  the  skin  and  vesiculation  in  some  areas  ap- 
peared resembling  a second-degree  burn,  fairly  well  de- 
marcated in  the  treated  area.  The  tumor  continued  to 
regress,  and  biopsies  obtained  two  months  after  initial 
treatment  showed  100  percent  necrotic  tumor  and  fibrous 
tissue. 

Comment.  This  technique  of  intra-arterial  in- 
jection of  adriamycin,  or  other  chemotherapeutic 
drug,  with  proximal  tourniquet  provides  high  tissue 
levels  locally  with  minimal  systemic  leak  and  appears 
a promising  modality  in  the  treatment  of  extremity 
sarcomas. 

The  following  three  patients  exemplify  the  man- 
agement of  three  patients  with  primary  and  meta- 
static lesions. 

Case  6.  This  29-year-old  white  male  had  a slowly  in- 
creasing mass  in  the  right  buttock  for  seven  months  before 
he  sought  medical  advice.  Exploration  on  August  25, 1977, 
elsewhere  showed  that  the  tumor  was  adjacent  to  the  sciatic 
nerve,  and  it  was  considered  unresectable.  On  admission 
to  RPMI,  the  chest  x-ray  fdms  and  tomograms  showed  two 
nodular  densities  in  the  left  lower  lobe.  On  September  14, 
1977,  resection  of  the  tumor  mass,  including  a portion  of 
involved  skin,  was  performed.  It  was  found  that  the  tumor 
was  indeed  immediately  adjacent  to  the  sciatic  nerve.  A 
skin  graft  was  used  to  cover  the  defect.  Histologically,  a 
poorly  differentiated  sarcoma  was  found.  Adriamycin,  50 
mg.  intravenously,  was  given  during  the  procedure.  The 
third  postoperative  day,  he  was  started  on  chemotherapy 
with  the  CYVADIC  protocol.  Radiation  treatment  was 
started  in  two  weeks.  Partial  loss  of  the  graft  occurred, 
which  slowly  healed  by  granulation  in  three  months  after 
completion  of  radiation.  A total  of  5.000  rads  was  given 
over  four  weeks.  During  radiation,  the  dose  of  adriamycin 
was  reduced  by  one  half.  Otherwise  chemotherapy  con- 
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tinued  at  four-week  intervals.  On  November  14,  1977,  left 
lower  lobectomy  was  performed.  Sections  through  the 
nodules  showed  leiomyosarcoma  with  large  areas  of  central 
necrosis  and  hemorrhage.  On  the  fourth  postoperative 
day,  he  was  started  on  the  third  course  of  the  CYVADIC 
protocol.  The  patient  developed  recurrence  in  the  brain 
within  seven  months  following  thoracotomy,  but  there  was 
no  evidence  of  recurrence  at  the  site  of  the  primary  or  in 
the  lungs. 

Case  7.  This  60-year-old  man  presented  signs  diag- 
nostic of  chordoma  following  biopsy  of  a large  lesion  in  the 
sacrum.  The  lesion  was  felt  by  rectal  examination,  bulging 
slightly  through  the  posterior  rectal  wall  without  direct 
involvement  of  the  latter.  He  received  a course  of  radia- 
tion, 5,900  rads,  in  10.5  weeks.  Concomitant  chemother- 
apy with  the  CYVADIC  protocol  was  given,  reducing  the 
dose  of  adriamycin  by  one  half  for  the  period  of  radiation. 
The  observed  lung  lesions  regressed  by  more  than  50  per- 
cent. A median  sternotomy  and  wedge  resection  of  the 
pulmonary  lesions  were  performed.  These  proved  to  be 
lung  adenocarcinoma.  Following  two  months  of  obser- 
vation under  chemotherapy,  the  sacral  tumor  was  removed. 
Radiologically  this  involved,  by  a lytic  process,  the  third, 
fourth,  and  fifth  sacral  vertebrae.  Through  an  abdomi- 
noperineal approach,  this  portion  of  the  sacrum  was  re- 
moved. The  tumor  was  extending  into  the  body  of  the 
second  sacral  vertebra  and  was  simply  scraped  off  the  bone. 
This  was  done  to  comply  with  the  patient’s  wish  to  avoid 
fecal  and  urinary  incontinence  which  results  from  bilateral 
removal  of  the  second  sacral  roots.  An  additional  2,000 
rads  of  radiation  were  given  to  that  area  in  10  increments 
while  chemotherapy  was  continued.  At  four  months  after 
his  second  operation,  there  was  no  evidence  of  recurrence, 
and  recent  biopsies  of  the  sacral  area  showed  negative  re- 
sults for  tumor. 

Case  8.  This  25-year-old  man  was  referred  following 
biopsy  of  an  extraosseous  osteogenic  sarcoma  in  the  front 
of  manubrium  sterni.  A wide  excision  of  the  soft  tissues 
including  the  manubrium  sterni  and  adjacent  heads  of 
clavicles  was  performed,  and  the  defect  was  covered  by 
deltopectoral  flaps  on  July  15,  1977.  He  received  adjuvant 
chemotherapy  with  adriamycin,  30  mg.  per  square  meter 
intravenously  daily  times  three  every  four  weeks,  for  six 
months.  The  patient  then  presented  local  recurrence 
beneath  the  right  clavicle  and  two  pulmonary  metastases. 
He  had  resection  of  the  recurrence  in  the  chest  wall  and 
wedge  resection  of  two  pulmonary  nodules  through  a me- 
dian sternotomy  and  was  started  on  high-dose  metho- 
trexate, 4 Gm.  per  square  meter,  and  leucovorin  rescue. 
Simultaneously,  4,000  rads  were  given  to  the  area  of  pre- 
vious chest  wall  recurrence.  The  combination  was  toler- 
ated well,  and  the  patient  remained  “free  of  disease”  at  four 
months  following  the  second  operation. 

Comment.  The  aforementioned  three  patients 
illustrate  a method  of  dealing  with  patients  having 
primary,  or  recurrent  primary,  and  metastatic  lesions 
to  the  lungs  simultaneously.  Two  more  patients 
were  treated  within  the  last  year.  They  both  had 
large  primary  tumors  and  large  and  numerous  pul- 
monary metastases.  Although  in  these  two  patients, 
their  primary  lesions,  a neurofibrosarcoma  and  an 
undifferentiated  sarcoma,  were  dealt  with  effectively 
with  surgery  on  the  first  admission,  their  pulmonary 


lesions  progressed  on  chemotherapy,  and  both  died 
in  two  months  from  initial  management. 

The  following  three  patients  had  pulmonary  le- 
sions appear  after  removal  of  the  primary. 

Case  9.  This  60-year-old  white  male  had  an  injury  to 
the  right  ankle  in  April,  1977.  A local  swelling  developed, 
and  a biopsy  in  June,  1977,  showed  synovial  sarcoma.  He 
was  referred  to  RPMI  with  a fixed  tumor  mass,  apparently 
involving  the  joint,  over  the  lateral  malleolus.  A below- 
knee  amputation  was  performed  on  July  13,  1977.  In 
February,  1978,  he  presented  three  nodular  densities  in  the 
right  lung  and  one  in  the  left  lung.  Chemotherapy  with 
the  CYVADIC  protocol  was  started  on  February  9,  1978. 
A second  course  was  given,  and,  the  lesions  remaining 
stable,  a median  sternotomy  and  bilateral  wedge  resection 
were  performed  on  April  12,  1978.  Three  metastatic 
nodules  of  synovial  sarcoma  were  removed.  The  patient 
was  doing  well  at  three  months  on  chemotherapy. 

Case  10.  This  72-year-old  white  male  had  a history  of 
a mass  in  the  left  thigh  slowly  growing  over  several  years, 
which  attained  a huge  size  in  two  months.  On  admission 
to  RPMI  on  May  17,  1977,  there  was  a large  fixed  tumor 
mass  in  the  upper  anteromedial  thigh.  On  May  25,  1977, 
a left  hemipelvectomy  was  performed.  A sarcoma  com- 
patible with  hemangiopericytoma  was  shown  histologically. 
In  September,  1977,  a nodular  density  1 cm.  in  diameter 
was  seen  on  chest  x-ray  films,  and  he  was  started  on  che- 
motherapy with  the  CYVADIC  protocol.  Four  courses 
were  given  and,  his  lung  lesion  appearing  stable  on  January 
18,  1978,  a wedge  resection  of  the  metastatic  lesion  in  the 
left  lung  was  performed.  The  patient  has  continued  on  his 
chemotherapy  since  then  with  no  evidence  of  recurrence 
at  nine  months. 

Case  11.  This  51 -year-old  white  male  noticed  a lump 
in  the  right  antecubital  fossa  at  the  end  of  1975.  On  Feb- 
ruary 3,  1976,  a local  excision  was  performed  which  showed 
leiomyosarcoma.  He  was  referred  to  RPMI,  and  on  May 
27,  1976,  adriamycin,  80  mg.  in  the  brachial  artery,  was 
injected,  followed  by  erythema  in  the  arm,  and  on  June  4, 

1976,  a wide  excision  of  the  previous  scar  was  performed. 
No  residual  tumor  was  found,  but  early  toxic  epidermal 
lysis  of  skin  of  right  forearm  was  found  on  histologic  ex- 
amination. The  patient  was  started  on  adjuvant  che- 
moimmunotherapy  on  July  14,  1976,  consisting  of  adri- 
amycin, 60  mg.  per  square  meter  intravenously,  on  day  one; 
intravenous  DTIC,  200  mg.  per  square  meter,  daily  times 
five;  and  Corynebacterium  parvum  daily  times  five,  esca- 
lating the  intravenous  dose  from  0.35  mg.  on  the  first  day 
to  3.5  mg.  on  the  last  day.  After  two  courses,  the  patient 
refused  further  adjuvant  treatment.  On  December  30, 

1977,  a mass  in  the  lower  neck  posteriorly  between  the 
spine  and  scapula  was  removed,  and  this  proved  to  be 
leiomyosarcoma.  A few  questionable  nodular  densities 
were  present  on  the  lung  tomograms.  He  was  started  on 
the  CYVADIC  protocol.  Following  two  courses  of  che- 
motherapy, the  lung  lesions  remaining  stable,  median 
sternotomy  and  multiple  wedge  resections  of  lesions  from 
both  lungs  were  performed  on  February  27,  1978.  The 
nodules  ranged  from  3 mm.  to  3 cm.  in  diameter.  About 
50  nodules  were  removed  from  the  left  side  and  40  from  the 
right.  One  week  postsurgery,  he  had  the  third  course.of 
chemotherapy  and  has  continued  at  four-week  intervals. 
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Comment 

Soft-tissue  sarcomas  appear  to  respond  to  preop- 
erative intra-arterial  infusion  of  adriamycin.2  1 In 
a recent  report,  adriamycin,  at  the  dose  of  30  mg.  per 
day,  was  given  as  a slow  intra-arterial  infusion  for 
three  days  preoperatively.  In  six  such  patients,  while 
the  pretreatment  percent  of  tumor  necrosis  was  5 
percent,  the  post-treatment  rate  was  63  percent.  A 
higher  percent  of  tumor  necrosis  was  reported  with 
a combination  of  intra-arterial  adriamycin  and  ra- 
diation preoperatively.5  However,  the  validity  of 
this  comparison  is  partly  questionable,  since  the 
pretreatment  evaluation  is  made  usually  on  a biopsy 
specimen  obtained  from  the  periphery  of  a tumor 
while  the  post-treatment  one  made  on  the  whole 
surgical  specimen  includes  the  central  areas  of  the 
tumor  having  a higher  percent  of  necrosis.  'The 
combination  of  these  modalities  offers  the  potential 
of  salvage  of  extremities  which  would  otherwise  re- 
quire amputation. 

Intra-arterial  bolus  adriamycin  with  proximal 
tourniquet  application  was  performed  on  two  of  the 
presented  patients  on  the  basis  of  previous  experi- 
mental work  showing  that  tissue  levels  obtained  with 
this  method  were  40  or  more  times  higher  than  those 
obtained  with  plain  bolus  injection.6  The  first  pa- 
tient, after  a single  treatment,  had  intense  erythema 
for  several  days  in  the  injected  area.  The  second 
patient  also  had  intense  erythema  after  repeated 
administrations  of  10  mg.  of  adriamycin  and  devel- 
oped several  blisters  also  in  the  skin  of  the  treated 
area  after  a bolus  injection  of  20  mg.  Her  tumor,  an 
unresectable  malignant  schwannoma,  has  undergone 
50  percent  regression,  and  repeated  biopsies  showed 
necrotic  tumor  and  fibrous  tissue.  It  is  not  known 
yet  what  the  overall  or  long-term  effects  of  this 
method  of  intra-arterial  chemotherapy  will  be  or  its 
place  in  the  treatment  of  limb  sarcomas  requiring 
amputations. 

Postoperative  radiation  therapy  has  considerably 
reduced  the  incidence  of  local  recurrence  of  soft- 
tissue  sarcomas.7  8 Six  of  the  patients  presented  who 
would  have  required  an  amputation  treated  by 
surgery  alone,  as  well  as  a patient  with  chest-wall 
recurrence,  received  postoperative  radiation  and 
chemotherapy.  Chemotherapy  was  initiated  within 
2 or  3 days  after  surgery,  while  radiation  was  started 
within  a week  to  10  days.  These  seven  patients  have 
had  control  of  these  sites  to  the  present.  Although 
the  follow-up  is  short,  an  average  of  eight  months  for 
the  first  four  patients,  the  initial  impression  is  en- 
couraging. While  recurrence  becomes  less  frequent 
with  the  combination  of  radiotherapy  and  surgery,8 
the  addition  of  chemotherapy  may  further  enhance 
therapeutic  results.  In  the  combination  of  these 
modalities,  care  should  be  taken  to  reduce  the  dose 
of  radiopotentiating  agents,  such  as  adriamycin  or 
actinomycin  D,  usually  by  50  percent.  The  provi- 
sional safety  of  concomitant  administration  of  ra- 
diation and  chemotherapy  was  suggested  in  a previ- 


ous study  with  three  patients,9  and  is  further  con- 
firmed by  the  uncomplicated  course  of  the  afore- 
mentioned seven  patients. 

As  criteria  for  resection  of  lesions  metastatic  to  the 
lungs,  a tumor  doubling  time  greater  than  40  days  or 
a mean  interval  from  primary  resection  to  metastatic- 
disease  of  29.5  months  have  been  proposed.10 
However,  with  the  use  of  chemotherapy,  it  may  be 
possible  to  salvage  a number  of  these  patients  with 
faster-growing  tumors.  Theoretically,  at  least,  these 
tumors  are  more  responsive  to  chemotherapy.11 

Four  patients  in  this  series  presented  simultaneous 
primary  tumors  and  metastatic  pulmonary  lesions, 
one  with  second-lung  primary.  Two  progressed 
despite  chemotherapy  and  removal  of  primary  tu- 
mors. Of  the  remaining  two,  one  relapsed  after  a 
disease-free  interval  of  seven  months.  The  combi- 
nation of  primary  and  metastatic  lesions  on  initial 
presentation  appears  to  be  particularly  ominous, 
since  it  probably  reflects  more  biologically  aggressive 
tumors.  Primary  tumors  were  dealt  with  on  the  first 
admission  and  chemotherapy  initiated.  Two  courses 
were  usually  given,  and  at  six  weeks  if  the  metastatic 
lesions  remained  under  control  they  were  re- 
moved. 

Three  patients  with  pulmonary  lesions  that  ap- 
peared at  9,  4,  and  18  months,  respectively,  following 
treatment  of  the  primary,  were  started  on  chemo- 
therapy with  the  CYVADIC  protocol.  Following  two 
courses,  at  six  weeks  from  initial  evaluation,  if  the 
lesions  remained  stable,  they  were  removed  through 
median  sternotomy  in  each  patient.  The  follow-up 
is  too  short  to  evaluate  the  effectiveness  of  this  policy. 
However,  immediate  surgery  for  pulmonary  lesions 
appearing  almost  simultaneously  or  shortly  after 
removal  of  the  primary  would  probably  constitute 
indiscriminate  use  of  this  modality.  On  the  other 
hand,  with  lesions  partially  responding  or  remaining 
stable  under  chemotherapy,  procrastination  to  op- 
erate leads  to  resistance  and  finally  escape  and  dis- 
semination of  the  sarcoma. 

There  is  widespread  concern  even  among  oncolo- 
gists that  chemotherapy  may  interfere  with  wound 
healing,  and  this  frequently  results  in  delays  of  one 
month  or  longer  after  surgery  prior  to  the  initiation 
of  chemotherapy.  This  concern  does  not  seem  to  be 
justified  at  least  with  protocols  not  causing  severe 
hematologic  toxicity.  Besides  the  11  patients  pre- 
sented, 7 more  patients  with  sarcoma  were  treated 
recently.  In  16  of  these  patients,  following  20  major 
operations,  chemotherapy  given  in  the  immediate 
postoperative  period,  that  is,  from  first  to  fourth 
postoperative  days,  resulted  in  no  complications  with 
wound  healing  or  otherwise  normal  postoperative 
recovery.  Particular  care  was  taken  so  that  multiple 
procedures,  when  necessary,  did  not  interfere  with 
the  schedule  of  chemotherapy. 

Microscopic  disease  has  usually  higher  growth 
fraction  and  is  more  sensitive  to  chemotherapy.12 
For  cytokinetic  reasons,  tumor  cells  in  the  center  of 
macroscopic  tumor  nodules  are  not  as  sensitive  to 
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chemotherapy  as  those  in  the  periphery.  Surgery 
should  be  useful  in  removing  such  macroscopic  re- 
sidual tumor  in  patients  responding  to  chemother- 
apy. The  interval  of  six  weeks  was  chosen  as  a 
compromise  between  the  aim  of  allowing  a period  of 
observation  sufficient  to  determine  responsiveness 
and  that  of  avoiding  undue  delay  and  development 
of  resistance  of  chemotherapy. 

The  CYVADIC  protocol  was  used  as  primary 
treatment,13  and  if  this  failed,  high-dose  metho- 
trexate, 4 Gm.  per  square  meter,  with  leucovorin 
rescue  and  cis-platinum  (DDP,  that  is,  diam- 
minedichloroplatinum)  were  administered  sequen- 
tially. 

Integration  of  modalities  is  promising  in  the 
treatment  of  soft-tissue  sarcomas.  The  optimal  se- 
quence and  use  of  each  modality,  as  well  as  the  de- 
velopment of  an  effective  adjuvant  therapy  continue 
to  be  under  investigation. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14263 
(DR.  KARAKOUSIS) 
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year-old  boy  died,  and  a 15-year-old  girl  recovered  from 
serious  illness. 

Drs.  Knight  S.  Hansen  and  Frank  R.  Sharp  of  the  Uni- 
versity of  California,  San  Francisco,  report  the  case  of  a 
27-year-old  man  who  was  seriously  ill  from  lead  in  the 
fumes  of  inhaled  gasoline. 

Say  Drs.  Hansen  and  Sharp: 

“Considering  the  universal  availability  of  leaded  gaso- 
line, its  low  cost,  the  relatively  small  amount  of  vapor  re- 
quired to  produce  intoxication,  and  our  drug-oriented  so- 
ciety, it  is  surprising  that  so  few  cases  of  gasoline  sniffing 
with  resultant  lead  poisoning  have  been  reported.” 


332  New  York  State  Journal  of  Medicine/March  1979 


Cleft  Palate  Patient 

Otologic  management 


Cleft  lip  and  palate  are  among  the  most  common  and 
serious  birth  defects  occurring  in  approximately  1 in 
800  Hue  births.  Of  the  cleft  palate  population,  it  has 
been  reported  that  90  percent  of  these  patients  have 
secretory  otitis  media  and  hearing  loss,  and  over  50 
percent  have  otologic  difficulties  which  persist  into 
adulthood.  The  key  factor  in  the  etiology  of  secretory 
otitis  in  cleft  palate  patients  in  Eustachian  tubal 
dysfunction  secondary  to  muscular  anomalies  asso- 
ciated with  the  repaired  or  unrepaired  cleft  palate. 
A multiplicity  of  other  related  factors  contribute  to 
ear  diseases  and  hearing  loss  in  this  population,  in 
addition  to  the  obvious  palatal  abnormality.  These 
include:  tonsil  and  adenoid  hypertrophy,  allergy, 
recurrent  infection,  and  postoperative  complications. 
Understanding,  by  the  physician,  of  the  anatomy, 
embryology,  and  physiology  of  the  middle  ear  com- 
plex as  it  relates  to  the  palate,  and  a thorough 
knowledge  of  the  causation  of  middle  ear  disease  are 
essential  in  the  management  of  this  problem.  This 
study  reviews  methods  of  diagnosis  and  treatment  of 
middle  ear  disease,  particularly  as  they  relate  to  the 
cleft  palate  patient.  Of  347  patients  who  have  at- 
tended our  cleft  palate  center  and  were  studied  and 
reviewed,  45  percent  were  found  to  possess  conductive 
hearing  losses.  Almost  all  had  secretory  otitis  media. 
In  addition,  2 percent  of  these  patients  had  neuro- 
sensory  hearing  loss.  Twenty-five  percent  of  the 
group  with  hearing  loss  were  controlled  by  medical 
management  alone,  and  the  remainder  by  various 
forms  of  surgical  intervention.  Of  the  entire  group, 
1.4  percent  had  hearing  and/or  ear  diseases  which 
persisted  beyond  14  years  of  age.  The  long-term 
outlook  for  cleft  palate  children  with  hearing  loss  is 
excellent,  provided  early  diagnosis  is  made,  and  ap- 
propriate aggressive  but  conservative  medical  and 
surgical  management  is  instituted. 
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The  incidence  of  cleft  lip  and  cleft  palate,  which 
is  among  the  most  common  and  serious  of  birth  de- 
fects, is  relatively  high.  It  occurs  in  1 of  700  to  1 of 
800  live  births.  The  high  incidence  of  secretory  otitis 
media  and  hearing  loss  in  patients  with  cleft  palate 
is  well  documented  and  varies  from  40  to  90  per- 
cent.1*10 Dickson  et  al.11  suggested  that  there  was 
a 100  percent  incidence  of  middle  ear  disease  and/or 
hearing  loss  among  the  cleft  palate  population. 

Review 

Cleft  lip  occurs  in  approximately  20  percent,  cleft 
palate  alone  in  30  to  35  percent,  and  the  combined 
defect  occurs  in  45  percent  of  the  overall  cleft  popu- 
lation. Why  the  cleft  lip  and/or  cleft  palate  defect, 
occurs  is  not  yet  fully  understood,  and,  furthermore, 
the  relationship  of  these  problems  to  heredity  and 
environment  are  little  known  as  well.  Perhaps  the 
defect  is  due  to  a combination  of  hereditary  predis- 
position and  a change  in  intrauterine  environment. 

The  significance  and  sequelae  of  ear  disease  are 
often  overlooked  because  of  the  visible  and  often 
severe  oral  and  facial  defects.  All  too  often  the  oto- 
logic problems  and  related  hearing  loss  go  undetected 
until  well  into  the  school  years. 

There  has  been  no  accurate,  controlled  study  of  the 
incidence  of  otologic  disease  or  hearing  loss  in  the 
normal  population,  but  it  appears  to  be  much  less 
than  ip  the  cleft  palate  group.  It  has  been  stated 
frequently  in  the  literature  that  15  to  20  percent  of 
preschool  children,  ages  3 years  to  5 years  11  months, 
suffer  from  fluctuating  hearing  loss  secondary  to 
secretory  otitis  media,  of  a sufficient  degree  to  affect 
speech  and  language  development.12  This  may 
produce  subtle  distortions  of  language  perception, 
resulting  in  depressed  language  skills  and  poor  ex- 
pressive ability.  Often  the  mean  intelligence  quo- 


tient in  cleft  palate  children  is  significantly  lower 
than  in  the  noncleft  palate  groups.13 

In  following  large  numbers  of  cleft  palate  children, 
we  have  seen  how  mild  conductive  hearing  losses  can 
contribute  to  generalized  delays,  or  deficits,  in  spe- 
cific areas  of  communication.  Our  team  philosophy 
focuses  on  very  early  intervention,  including  otologic 
evaluation  and  treatment,  audiologic  testing,  speech 
and  language  assessment,  and  therapy. 

In  the  past,  children  were  not  considered  to  be 
reliable  subjects  for  valid  audiologic  assessment  be- 
fore the  age  of  four  to  five  years.  We  have  found  that 
earlier  evaluation  of  speech,  language,  and  hearing 
abnormalities  can  be  performed  without  difficulty 
for  many  children.  Children  are  brought  to  their 
initial  formal  cleft  palate  team  conference  as  young 
as  two  years  of  age.  With  adequate  time,  patience, 
and  cooperation  of  parents  between  test  sessions, 
accurate  hearing  thresholds  can  be  obtained  for  a 
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large  number  of  these  children. 

According  to  Eagles,  Wishik,  and  Doerfler,14  in  a 
prospective  study,  the  most  common  disorders  in 
children  with  ear  disease  are  impaired  function  of  the 
eustachian  tube  and  otitis  media.  One  might  ques- 
tion what  it  is  in  the  cleft  palate  population  that 
makes  ear  disorders  so  much  more  common.  Why 
does  the  incidence  and  severity  of  middle-ear  disor- 
ders decrease  as  the  cleft  palate  population  grows 
older?15  We  observed  little  change  in  the  incidence 
of  hearing  disorders  in  cleft  palate  patients  after  eight 
years  of  age. 

It  is  stated  that  50  percent  of  cleft  palate  patients 
have  continued  otologic  difficulty  as  adults.16  These 
problems  require  ongoing  otologic  care  and  audi- 
ometric follow-up,  from  infancy  through  childhood 
and  into  adult  life.  It  is  of  paramount  importance 
that  close  contact  be  maintained  with  the  cleft  palate 
patient  and  family,  and  this  can  only  be  accom- 
plished effectively  through  an  interdisciplinary  or 
team  approach. 

An  understanding  of  the  embryologic  and  devel- 
opmental relationships  between  facial  growth  and 
development  of  the  ear  and  palate  is  essential  to  a full 
appreciation  of  the  anatomic  and  clinical  defects 
encountered  in  cleft  palate.  This  knowledge  un- 
derscores the  fact  that  developmental  delays  and 
errors  in  one  anatomic  area  may  be  associated  with, 
or  may  even  cause,  errors  in  development  in  related 
areas. 

Dickson  et  al.n>17’18  found  measurable  differences 
in  the  anatomy  of  eustachian  tubes  and  cranial  base 
structures  in  normal  and  cleft  palate  fetuses.  Cleft 
palate  human  fetal  skulls  exhibited  decreased  eu- 
stachian tube  width  and  decreased  lumen  surface 
area,  increased  pharyngeal  width  but  decreased 
pharyngeal  height,  and  an  increased  distance  be- 
tween the  eustachian  tube  lumens,  cartilage,  and 
pterygoid  plates.  This  latter  finding  may  affect  the 
role  of  the  tensor  veli  palatini  muscles  in  opening  the 
eustachian  tube,  and  relate  to  the  frequent  finding 
of  middle-ear  dysfunction  in  cleft  palate  subjects. 

The  association  of  cleft  palate  and  other  physical 
malformations  has  frequently  been  observed. 
Skolnick19  noted  that  15  percent  of  401  cleft  palate 
patients  had  other  congenital  anomalies,  such  as 
Pierre-Robin  syndrome,  micrognathia,  abnormalities 
of  extremities,  mongolism,  and  external  ear  defor- 
mities. In  the  present  study,  29  patients,  or  6.8 
percent  of  the  347  cleft  palate  patients,  had  other 
associated  congenital  anomalies. 

Causes  of  ear  disease  in 
cleft  palate  population 

It  is  important  to  bear  in  mind  that  multiple  causes 
of  ear  disease  are  present  in  the  entire  pediatric 
population,  with  or  without  cleft  palate.  In  addition 
to  those  causative  factors  directly  related  to  the  cleft 
palate,  there  are  numerous  general  factors  which 
contribute  to  the  higher  incidence  of  otologic  and 


TABLE  I.  Incidence  of  ear  diseases  according  to  type 
of  cleft 


Type 

Patients 

Patients 

with 

Ear 

Diseases 

Percent 

Cleft  lip 

28 

5 

17.8 

Bilateral  cleft  lip/cleft  palate 

65 

36 

55.3 

Unilateral  cleft  lip/cleft  palate 

127 

67 

52.7 

Cleft  hard  and  soft  palate 

74 

45 

60.8 

Cleft  soft  palate 

15 

8 

53.3 

Submucous  cleft 

10 

3 

30.0 

Associated  syndrome* 

28 

2 

6.8 

Totals 

347 

166 

47.8 

* Pierre-Robin  syndrome,  mongolism,  auricular  deformities,  microgna- 
thia, and  abnormalities  of  extremities. 


audiologic  abnormalities  in  the  cleft  palate  popula- 
tion. 

Allergic  and  immunologic  deficiencies  play  an 
important  role  in  the  causation  of  ear  disease.  It  is 
suggested  that  10  to  15  percent  of  all  children  possess 
this  tendency;  the  incidence  is  the  same  in  children 
with  cleft  palate  abnormalities.  Allergic  mucosal 
swelling  of  the  eustachian  tube,  increased  suscepti- 
bility to  infection  of  the  allergic  population,  and  al- 
tered air  flow  and  pressure  relationships  between  the 
nose,  nasopharynx,  and  middle-ear  cleft  are  all  con- 
tributory factors. 

Tonsil  and  adenoid  hypertrophy,  with  blockage  of 
the  eustachian  tube  and  impaired  mobility  of  its 
pharyngeal  portion,  is  another  common  cause  of  ear 
disease  in  all  populations.  Adenoid  tissue  is  fre- 
quently hypertrophied  and  chronically  inflamed  due 
to  the  open  cleft  and  bathing  of  the  nasopharynx  with 
food  and  other  oral  contents.  Reflux  of  oral  contents 
through  the  open  cleft  because  of  a shortened  palate 
may  cause  a chronic  adenoiditis,  nasopharyngitis, 
rhinitis,  sinusitis,  and  tubotympanitis.  The  adenoid 
mass  aids  velopharyngeal  closure  and  speech  but 
does  not  assist  in  maintenance  of  eustachian  tube 
patency. 

Most  often  in  cleft  palate,  there  is  abnormal 
function  of  the  eustachian  tube  muscles,  with  asso- 
ciated defects  in  structure  and  function  of  the  tensor 
veli  palatini,  with  altered  angle  of  pull  and  distor- 
tion.20 There  may  also  be  abnormal  muscle  inser- 
tions, hypoplastic  musculature,  and  possible  muscle 
tissue  insufficiency. 

There  is  occasional  trauma  to  the  eustachian  tube 
secondary  to  palate  repair.  Some  of  the  older  sur- 
gical techniques  of  palate  closure,  with  fracture  of  the 
hamulus  and  proximity  of  the  eustachian  tube,  fre- 
quently caused  irreversible  problems.  Adenoidec- 
tomy  may  also  cause  scarring,  adhesions,  and  dys- 
function in  the  region  of  the  torus  tubarius. 

Related  chromosomal  abnormalities  can  cause 
anomalies  of  the  middle  ear,  ossicles,  and  eustachian 
tube. 

The  middle  ear  and  ossicles  are  well  developed 
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prenatally  and,  in  a high  percentage  of  fetuses,  the 
middle  ear  is  filled  with  embryonic  connective  tissue 
and  amniotic  fluid.  The  middle  ear  normally  be- 
comes an  air-containing  space  at  a variable  time  after 
birth,  usually  24  hours  to  10  days.21  Middle-ear 
effusion  is  generally  present  in  cleft  palate  infants 
during  the  first  week  of  life  and  may  persist  for 
variable  periods  of  time  thereafter.  Physiologically, 
the  hearing  mechanism  functions  best  when  the  air 
pressure  of  the  external  ear  and  middle  ear  are  equal; 
a normally  functioning  eustachian  tube  assures  this 
equality.  The  most  important  muscle  related  to 
eustachian  tube  function  is  the  tensor  veli  palatini, 
which  acts  to  open  the  eustachian  tube.  The  eu- 
stachian tube  is  normally  in  a closed  state  so  as  to 
protect  the  middle  ear  from  nasopharyngeal  contents 
and  pressure  fluctuations.  The  tube  opens  during 
swallowing.  The  muscular  palatal  abnormalities  in 
cleft  palate  children  cause  anomalous  function  of  the 
eustachian  tube  by  direct  muscular  dysfunction  or 
abnormal  angles  of  pull  of  the  tensor  muscles.  It  is 
felt  by  some  that,  in  cleft  palate  babies,  the  eusta- 
chian tube  never  opened,  due  to  muscular  dysfunc- 
tion and,  therefore,  in  many  instances,  air  never  had 
the  opportunity  to  enter  the  middle-ear  cavity. 

The  tympanic  membrane  and  ossicular  chain 
evolved,  of  necessity,  because  of  the  difference  in 
conduction  of  sound  across  air  and  fluid.  Therefore, 
anything  that  interferes  with  tympanic  membrane 
mobility  and  ossicular  motion  will  interfere  with  the 
transmission  of  sound. 

Veau,  as  Skolnick19  explains,  felt  that  muscular 
atrophy  develops  with  age  and  is  secondary  to  ana- 
tomic anomalies  and  inactivity  of  the  palate.  It  was 
stated  that  “surgery  offered  little  by  way  of  better 
eustachian  tube  function.”  The  pushback  method, 
or  pharvngoplastv  procedures,  offered  no  significant 
improvement  in  eustachian  tube  function,  and  the 
neuromuscular  dysfunction  frequently  persisted. 
Improved  eustachian  tube  function  following  soft 
palate  closure  may  have  been  due  to  the  improved 
state  of  the  nasopharynx,  with  less  inflammation  and 
edema. 

Clinical  investigation 

Otologic  management  of  the  cleft  palate  patient 
begins  with  the  recognition  that  a problem  exists  pr 
may  exist.  Otologic  and  hearing  problems  are  fre- 
quently overlooked  because  of  the  child’s  age,  the 
magnitude  of  the  presenting  cosmetic  deformity,  the 
relative  difficulty  with  examination  and  testing  of  the 
newborn  or  very  young  infant,  and  failure  to  recog- 
nize the  potential  or  existing  problem.  There  are 
indications  that  cleft  palate  children  do  not  experi- 
ence aural  discomfort  as  readily  as  noncleft  patients, 
or  perhaps  they  develop  a tolerance  for  discomfort. 
According  to  King,'  many  studies  have  documented 
that  otologic  histories  indicated  less  aural  disease 
than  did  clinical  otologic  examinations,  and  this  has 
been  our  experience  as  well. 


A review  of  Table  I relates  our  experience  with  the 
incidence  of  ear  diseases  according  to  the  type  of 
cleft.  Ear  disease  is  defined,  for  the  purpose  of  this 
discussion,  as  abnormal  otoscopic  and/or  audiometric 
findings.  Air-hone  gaps  of  more  than  10  db.,  or 
hearing  thresholds  lower  than  26  db.  (American 
National  Standards  Institute  1969)  are  abnormal. 
Patients  with  submucous  clefts  alone  are  usually  not 
referred  to  a cleft  palate  center,  and,  therefore,  the 
total  number  recorded  in  our  statistics  does  not  re- 
flect its  relative  frequency.  The  literature  seems  to 
indicate  that  there  is  a very  high  incidence  of  mid- 
dle-ear disease  associated  with  submucous  cleft,  but 
the  number  of  patients  in  our  group  is  too  small  to 
make  a valid  judgment. 

There  is  relatively  low  incidence  of  ear  disease 
(17.8  percent)  associated  with  cleft  lip  alone.  The 
greatest  number  of  patients  with  ear  disorders  are 
those  in  which  the  cleft  involves  the  soft  palate 
musculature,  accounting  for  94  percent  of  the  total 
group  with  otologic  abnormalities.  Careful  investi- 
gation and  questioning  should  be  undertaken,  rela- 
tive to  allergy,  frequency  and  severity  of  ear  infec- 
tions, the  state  of  the  palate  and/or  cleft,  and  surgical 
procedures  that  may  have  been  performed  on  the 
palate,  tonsils,  and  adenoids. 

A careful  inspection  and  examination  of  the  ear, 
with  assessment  of  middle-ear  and  eustachian  tube 
function,  can  then  be  performed.  It  is  our  feeling 
that  this  examination  should  be  performed  as  soon 
after  birth  as  possible,  preferably  within  the  first  few 
w'eeks  or  months  of  life.  Routine  otoscopy  and 
pneumatic  otoscopy  is  undertaken  at  the  office  or 
clinic  and  will  frequently  provide  a great  degree  of 
accuracy  and  reliability  in  assessing  middle-ear 
function.  Pneumatic  otoscopy  agrees  with  tympa- 
nometry approximately  90  percent  of  the  time.3 
Very  often,  examination  of  the  ears  is  performed  with 
the  operating  microscope;  occasionally,  diagnostic 
aspiration  is  necessary  and  can  be  performed  in  the 
operating  room  at  the  time  of  the  early  plastic  sur- 
gical procedures  on  the  lip  or  palate,  without  addi- 
tional anesthesia.  Significant  degrees  of  retraction 
and  markedly  atelectactic  middle  ears  may  be 
present  with  little  or  no  detectable  hearing  loss. 

When  aural  disorder  does  exist,  conductive  hearing 
loss  is  most  common.1!  In  this  study  of  347  patients 
with  cleft  palate,  166  (47.8  percent)  had  aural  dis- 
eases, and,  of  these,  8 patients  (4.8  percent)  had  a 
neurosensory  loss  of  sufficient  degree  to  require 
hearing-aid  amplification.  Even  in  the  presence  of 
normal  air  conduction  thresholds,  it  is  not  unusual 
to  note  10  to  20  db.  air-bone  gaps,  consistent  with 
middle-ear  dysfunction.  Early  identification  of  even 
the  mildest  of  chronic  conductive  involvements  is 
imperative  for  the  development  of  adequate  auditory, 
speech,  and  language  behavior. 

If  hearing  losses  are  noted,  repeated  audiometric 
and  tympanometric  testing  routinely  follows  medical 
treatment.  All  children  involved  in  speech  and/or 
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language  therapy  have  audiometric  screenings  at 
least  once  yearly;  repeated  screening  and  referrals  for 
complete  audiometric  evaluation  and  medical  ex- 
amination are  suggested  if  the  screening  is  not  passed 
at  10  db.  from  250  to  4,000  Hz.  bilaterally,  and/or  if 
abnormal  tympanograms  are  noted.  Periodic  testing 
of  younger  children  who  are  not  seen  for  speech  and 
language  therapy  is  recommended;  older  children, 
that  is,  those  over  six  years  of  age,  are  followed  reg- 
ularly if  hearing  losses  were  noted  earlier,  or  they  are 
screened  prior  to  each  annual  conference,  in  addition 
to  the  annual  screenings  at  school.  When  indicated, 
radiographic  examination  of  the  temporal  bone  can 
provide  invaluable  information  and  assistance  in 
planning  therapy  and/or  in  counseling  parents. 

Treatment  and  results 

A general  philosophy  of  otologic  care  of  the  cleft 
palate  child  must  be  developed.  The  approach  set 
forth  here  results  from  the  study  and  review  of  347 
patients  with  cleft  palate,  ranging  in  age  from  under 
1 month  to  over  40  years  of  age,  including  a time  pe- 
riod between  the  years  1950  and  1977.  All  patients 
were  seen  and  treated  by  the  cleft  palate  team.  This 
group  consisted  of  218  males  (63  percent)  and  129 
females  (37  percent).  The  potential  otologic  prob- 
lems must  be  approached  aggressively  and  a treat- 
ment plan  individualized  for  each  patient,  following 
a course  of  action  which  is  conservative,  yet  aggres- 
sive, when  indicated.  The  objectives  should  be:  (1) 
to  keep  the  hearing  level  well  within  the  normal 
range,  so  that  normal  learning  and  speech  and  lan- 
guage development  can  take  place,  and  (2)  to  assure 
the  maintenance  of  relatively  normal  anatomy,  until 
the  child  “outgrows”  his  anatomic  and  physiologic 
infirmity  and  overcomes  the  allergic,  immunologic, 
and  pathologic  conditions  that  exist. 

The  maintenance  of  a functionally  normal  ear,  in 
the  presence  of  a relatively  normal  tympanic  mem- 
brane and  middle  ear,  is  accomplished  by:  (1)  early 
recognition  of  the  existing  problem;  (2)  medical 
treatment  of  known  contributing  factors  (allergy, 
immunity,  infection);  (3)  careful,  periodic  follow-up 
by  a cleft  palate  team;  and  (4)  surgical  interven- 
tion. 

A complete  program  of  rehabilitation  for  the  child 
with  a cleft  palate  will  often  require  many  years  of 
specialized  medical,  surgical,  and  dental  care,  as  well 
as  speech  and  language  therapy;  hence,  the  necessity 
for  the  team  approach.  Parental  counseling,  by  the 
physician  and  members  of  the  cleft  palate  team, 
represents  an  important  aspect  of  the  total  care  of 
these  patients. 

Of  the  347  patients  studied,  144  (41  percent)  were 
seen  prior  to  one  year  of  age,  and  234  (68  percent) 
prior  to  age  five  (Table  II).  More  recently,  within  the 
past  five  years,  greater  than  90  percent  of  the  cleft 
palate  children  receive  their  initial  evaluations  prior 
to  age  five.  The  first  definitive  microscopic  otologic 
examination  is  attempted  at  one  to  three  months  of 


TABLE  II.  Age  of  patient  at  first  cleft  palate  conference 
and  at  first  otologic  examination 


Age  (years) 

Number  of 
Patients 

0 to  1 

144 

2 

20 

3 

57 

4 

13 

5 

15 

6 

19 

7 

9 

8 

7 

9 

7 

10 

6 

11 

5 

12 

2 

13 

2 

14  plus 

9 

Not  identified 

32 

Total 

347 

age,  with  diagnostic  myringotomy  and  ventilation 
tube  insertion  when  necessary.  When  an  otologic  or 
audiometric  abnormality  is  detected,  treatment  is 
instituted  and  follow-up  appointments  are  scheduled 
at  six-week  intervals.  If  no  otologic  or  hearing 
problem  is  found,  the  children  are  followed  at  6 to 
12-month  intervals,  or  on  referral  from  the  pediatric 
or  speech  pathology  department. 

Otologic  and/or  audiologic  abnormalities  were 
detected  in  155  (44.7  percent)  of  those  cleft  palate 
children  in  whom  the  first  conference  was  performed 
prior  to  age  five.  Of  the  children  in  the  6-  to  13- 
year-old  group  (82  patients),  6 (8  percent)  were  found 
to  have  ear  disease.  Only  5 children  (17  percent) 
with  otologic/audiometric  abnormalities  were  found 
in  the  29  children  comprising  the  group  over  14  years 
of  age;  2.3  percent  (8  patients)  of  the  total  cleft  palate 
group,  or  4.8  percent  of  the  group  found  to  possess  ear 
disease,  had  a significant  neurosensory  hearing  def- 
icit. Several  of  these  children  also  suffered  from 
superimposed,  intermittent  middle-ear  effusion;  45 
percent  (156  children)  of  our  total  cleft  palate  group 
were  noted  to  have  a conductive  hearing  loss. 
Therefore,  of  the  166  children  with  ear  disorders,  48 
percent  of  the  total  population  studied,  94  percent 
had  a conductive  hearing  loss,  almost  exclusively  due 
to  secretory  otitis  media.  Thirty-nine  patients  in 
this  group  (25  percent)  had  their  middle-ear  disease 
controlled  by  medical  treatment  alone.  Surgical 
intervention  was  required  in  117  patients  (33.7  per- 
cent) to  control  and  maintain  normal  otologic  and 
hearing  status. 

When  medical  treatment  alone  (antibiotics,  de- 
congestants, allergy  evaluation  and  treatment,  and 
immunotherapy)  does  not  provide  consistent  control, 
myringotomy  with  aspiration  of  fluid  and  insertion 
of  ventilation  tubes  is  considered.  Fluid  evacuation 
with  placement  of  tubes  eliminates  the  conductive 
component  of  the  hearing  loss  and  frequently  re- 
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TABLE  III.  Surgical  management  of  conductive  hearing 
loss  in  cleft  palate  population* 


Procedure 

Number  of 
Patientst 

Surgical  management 

Tonsillectomy 

1 

Adenoidectomy 

8 

Tonsillectomy  and  adenoidectomy 

19 

Tonsillectomy  and  adenoidectomy; 

4 

myringotomy 

Adenoidectomy  and  myringotomy 

7 

Myringoplasty 

2 

Tympanoplasty 

5 

Mastoidectomy 

2 

Tympanomastoidectomy 

4 

Myringotomy 

8 

Myringotomy  and  tube 

11 

Prepharyngeal  flap  procedures 

Adenoidectomy 

8 

Tonsillectomy  and  adenoidectomy 

31 

Tonsillectomy  and  adenoidectomy, 

11 

myringotomy  and  tubes 

Adenoidectomy,  myringotomy  and  tubes 

4 

•Total  patients  requiring  surgery,  117;  total  cleft  palate  population 
studied,  347;  percentage  requiring  surgery,  33.7  percent. 

f Numbers  pertain  to  the  number  of  cleft  palate  patients  undergoing  each 
procedure. 

verses  the  associated  anatomic  abnormalities. 

This  procedure  is  designed  to  treat  and,  hopefully, 
reverse  the  result,  not  the  cause,  of  the  middle-ear 
effusion.  Myringotomy,  alone  or  in  conjunction  with 
other  surgical  procedures,  was  utilized  in  45  of  156 
patients  (28.8  percent)  (Table  III).  The  problem 
may  recur  following  extrusion  of  the  tube  and  healing 
of  the  tympanic  membrane.  The  procedure  may  be 
repeated  as  often  as  is  necessary  to  keep  the  hearing 
level  in  the  normal  range  and  to  restore  the  appear- 
ance of  the  tympanic  membrane  to  as  nearly  normal 
as  possible.  In  the  group  studied,  myringotomy  has 
been  necessary  in  some  patients  only  once,  but,  in  one 
patient,  the  procedure  has  been  performed  as  many 
as  14  times.  There  have  been  virtually  no  compli- 
cations of  repeated  myringotomy  with  insertion  of 
ventilation  tubes  detected  in  our  group.  Repeated 
myringotomy,  with  tube  insertion,  was  the  rule  rather 
than  the  exception  in  those  children  who  had  secre- 
tory otitis  media. 

Intermittent  otorrhea,  via  the  ventilating  tube, 
occasionally  develops  during  an  upper  respiratory 
infection,  and  usually  responds  to  appropriate 
medication.  In  our  experience,  scarring  of  the 
tympanic  membrane  has  not  been  a recognizable 
problem.  To  date,  in  this  group,  there  have  been  no 
cholesteatomas  or  epithelial  invasion  of  the  mid- 
dle-ear cleft  attributable  to  repeated  ventilation  tube 
insertion. 

Allergy  evaluation  and  treatment  must  not  be 
overlooked,  especially  with  recurrent  otologic  diffi- 
culty. Ventilation  tubes  provide  equal  air  pressure 
on  both  sides  of  the  tympanic  membrane;  this,  ap- 
parently, allows  the  middle-ear  mucosa  to  heal; 
eliminates  existing  edema,  erythema,  and  fluid;  and 


allows  restoration  of  normal  eustachian  tube  func- 
tion. Tympanostomy  tubes  are  not  removed,  but  are 
allowed  to  extrude  spontaneously.  The  mean  sur- 
vival time  of  tympanostomy  tubes  in  this  group  of 
patients  has  been  6.5  months,  with  a range  from  3 
weeks  to  2.2  years. 

Adenoidectomy  is  avoided  whenever  possible. 
The  adenoid  mass,  posterior  and  lateral  pharyngeal 
wall  movement,  and  possibly  even  the  tonsil  mass, 
play  a role  in  velopharyngeal  closure,  and  adenoid 
removal  may  jeopardize  adequate  closure  for 
speech.22  Bluestone  et  al.23  and  Bluestone24  remind 
us  that  the  results  of  adenoidectomy  can  be  unpre- 
dictable and  that  universal  agreement  as  to  the  effi- 
cacy of  this  procedure  does  not  exist.  All  secretory 
otitis  media  is  not  due  to  increased  adenoid  size,  with 
eustachian  tube  blockage;  therefore,  adenoidectomy 
alone  would  not  yield  overall  treatment  success. 

Thirty-nine  patients  (11.2  percent)  treated  prior 
to  1969,  had  a T & A (tonsillectomy  and  adenoidec- 
tomy) or  adenoidectomy  alone,  with  the  result  that 
virtually  all  required  palatoplasty  or  a pharyngeal 
Hap  procedure  for  correction  of  the  speech  impair- 
ment. Fifty-four  children  (15.5  percent)  underwent 
adenoidectomy  or  T & A as  a planned  procedure 
prior  to  the  performance  of  a pharyngeal  flap. 
During  the  time  period  between  adenoidectomy  and 
pharyngeal  flap  surgery,  all  patients  demonstrated 
deterioration  of  speech  due  to  increased  velophar- 
yngeal insufficiency. 

It  is  our  belief  and  practice  that  T & A or  adenoi- 
dectomy is  not  generally  indicated  in  the  manage- 
ment of  the  cleft  palate  child  with  or  without  ear 
disease.  However,  in  the  carefully  chosen  patient, 
adenoidectomy  or  T & A may  indeed  be  indicated. 
Videofluoroscopy  has  been  very  helpful  in  objectively 
selecting  or  rejecting  those  patients  for  surgery.  In 
those  cleft  palate  patients  with  no  clinical  abnor- 
mality of  the  function  or  length  of  the  soft  palate,  and 
with  normal  velopharyngeal  competence,  otologic 
management  may  proceed  as  in  the  noncleft  popu- 
lation. 

Tonsillectomy,  when  indicated,  must  be  performed 
with  meticulous  care,  to  avoid  any  unnecessary 
trauma  to  the  palatopharyngeus  and  palatoglossus 
muscles.  Scarring  of  these  muscles  may  further  re- 
strict palatal  mobility,  which  might  lead  to  eusta- 
chian tube  dysfunction  with  middle-ear  abnormali- 
ties. 

Middle-ear  exploration  (exploratory  tympan- 
otomy) is  advisable  if  conductive  hearing  loss  persists 
despite  adequate  ventilation.  Adhesive  processes 
involving  the  ossicular  chain  or  ossicular  disarticu- 
lation due  to  long-standing  secretory  or  adhesive 
otitis  media  may  arise.  These  problems  may  be 
unmasked,  or  congenital  ossicular  problems  may  be 
unveiled,  following  elimination  of  the  middle-ear 
fluid.  Definitive  reconstructive  procedures  are  de- 
layed in  those  patients  who  have  demonstrated  sig- 
nificant recurrent  middle-ear  infection  or  uncon- 
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trolled  secretory  otitis  media  due  to  eustachian  tube 
dysfunction.  A principle  for  successful  otologic 
management  of  ear  disease  requires  the  primary  step 
to  be  control  of  the  disease  process,  with  restoration 
and  maintenance  of  an  air-filled  middle-ear  cleft. 
Only  then  can  ossicular  continuity  be  repaired  and 
re-established.  Sophisticated,  complicated,  and 
delicate  middle-ear  surgical  techniques  are  destined 
to  fail  if  the  offending  tissue  is  not  fully  removed,  and 
if  the  middle-ear  space  is  not  maintained. 

Hopefully,  with  careful  and  aggressive  otologic 
management,  dysfunctions  and  complications  in  the 
middle  ear  and  mastoid  can  be  prevented.  Mastoid- 
ectomy and  reconstructive  procedures  will  be  nec- 
essary in  a small  percentage  of  patients.  In  the 
current  study  of  347  cleft  palate  children,  6 (1.7 
percent)  required  tympanomastoidectomy.  Only 
one  patient  in  this  group  was  known  to  have  a sec- 
ondary acquired  cholesteatoma.  Seven  patients  (2 
percent)  required  myringoplasty. 

Underlying  neurosensory  hearing  loss  may  occa- 
sionally coexist  with  middle-ear  disease.  Nine 
children  (2.6  percent)  of  our  total  group  were  found 
to  have  neurosensory  hearing  loss  of  a significant 
enough  degree  to  warrant  hearing  aids.  Almost  all 
of  these  children  were  treated  for  otitig'media  as  well. 
Two  patients,  with  markedly  atelectatic  middle  ears, 
adhesive  otitis,  and  ossicular  disruption,  were  fitted 
with  hearing  aids  for  conductive  hearing  loss,  with 
satisfactory  rehabilitative  results. 

In  general,  our  study  shows  that  the  great  majority 
of  ears  can  be  maintained  in  a normal  anatomic  and 
functional  state  irrespective  of  the  type  and  severity 
of  the  cleft.  Only  six  (1.7  percent)  of  the  total  cleft 
palate  group  of  children  over  eight  years  of  age  had 
persistent  hearing  difficulty.  If  one  considers  only 
those  cleft  palate  children  with  hearing  difficulty  at 
the  time  of  first  evaluation,  or  those  in  the  ear  disease 
group,  4 percent  had  difficulty  after  eight  years  of 
age.  Five  patients  of  the  entire  group  (1.4  percent), 
or  3.2  percent  of  those  in  the  group  with  documented 
ear  disease,  had  persistent  or  uncontrolled  hearing 
loss  and/or  otologic  abnormalities  beyond  14  years 
of  age.  This  loss  was  a result  of  chronic  adhesive 
otitis  media  with  severely  atelectatic  middle  ears,  or 
it  occurred  postmastoidectomy. 

Since,  for  the  most  part,  this  study  predated  the 
accepted  clinical  use  of  tympanometry,  the  ear  dis- 
ease group  did  not  include  those  with  abnormal 
middle-ear  pressures  alone.  It  is  postulated  here 
that,  with  the  use  of  tympanometry,  virtually  all  cleft 
palate  patients  would  exhibit  abnormal  middle-ear 
function  and/or  disturbed  middle-ear  aeration  for 
prolonged  periods,  at  one  time  or  another. 

In  our  group  of  patients,  there  is  no  evidence  that 
the  timing  of  cleft  palate  surgery  had  any  effect  on 
the  ultimate  course  of  the  otologic  status.  However, 
there  was  no  control  group  of  unrepaired  clefts  for 
comparison  study.  Paradise,25  on  the  other  hand, 
found  an  “improved  otologic  status  following  palate 
repair.” 


In  1958,  Skolnick19  believed  surgical  closure  was 
an  important  factor  in  the  pathogenesis  of  middle-ear 
disorders,  most  often  due  to  poor  surgical  results  and 
a short,  tight,  scarred  palate.  This  may  be  a reflec- 
tion of  the  specific  palatal  procedures  performed  at 
that  time,  most  of  which  are  no  longer  utilized. 

What  can  be  said  of  the  long-term  outlook  for  the 
hearing  and  otologic  status  in  cleft  palate  patients? 
Moller,26  in  113  cleft  palate  patients,  found  chronic 
otitis  media  in  3 percent  and  cholesteatoma  in  1 
percent.  A hearing  loss  of  greater  than  30  db.  was 
present  in  6 percent  of  patients  over  6 years  old  and 
2 percent  of  those  patients  more  than  15  years  old. 

King7  has  found  a higher  incidence  of  aural  disease 
and  hearing  loss  in  cleft  palate  patients  than  among 
noncleft  children,  but  comparatively  few  of  those 
children  suffered  aural  diseases  as  adults.  These 
statements  compare  favorably  with  our  findings. 

Does  earlier,  more  aggressive,  otologic  care  reduce 
the  incidence  of  significant  hearing  loss  and  otologic 
disease?  Age  is  a significant  variable  in  the  man- 
agement of  ear  disease  in  cleft  palate  children,  as  it 
is  in  the  noncleft  population.  Continued  study  is 
necessary  to  determine  whether  or  not  there  is  a 
statistically  significant  difference  in  the  long-term 
otologic/audiometric  outlook  between  those  groups 
of  cleft  palate  children  with  aural  disease  discovered 
and  treated  at  an  early  versus  a later  age.  There 
should  be  no  significant  difference  in  the  medical 
management  but  the  anomaly,  itself,  should  dictate 
a more  aggresive  but  conservative,  tissue  conserva- 
tive, surgical  approach. 

Conclusions 

A thorough  understanding  of  the  embryologic, 
anatomic,  and  physiologic  relationships  between  the 
cleft  palate  and  the  middle  ear  is  of  paramount  im- 
portance in  designing  a strategy  for  the  management 
of  the  cleft  palate  patient. 

Three  hundred  forty-seven  patients  with  cleft 
palate  have  been  presented  and  studied;  45  percent 
of  this  population  had  recurrent  secretory  otitis 
media.  Only  3 percent  of  this  group,  or  less  than  1.5 
percent  of  the  entire  cleft  palate  group,  had  persis- 
tent otologic  difficulty  after  14  years  of  age.  This 
study  supports  the  contention  that  there  is  an  in- 
creased incidence  of  middle-ear  disease  and  hearing 
problems  in  the  cleft  palate  population. 

Early  recognition  of  the  various  problems  associ- 
ated with  cleft  palate  and  prompt  institution  of  ap- 
propriate medical  and  surgical  management,  coupled 
with  careful  clinical  follow-up,  is  the  “sine  qua  non” 
for  decreasing  the  incidence  of  otologic  disease  and 
for  the  preservation  of  hearing  in  the  cleft  palate 
population. 

North  Shore  Otolaryngology  Associates 
275  Middle  Neck  Road 
Great  Neck,  N.Y.  11023 
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Tomography  bests  x-rays 
in  finding  lung  cancer 

The  traditional  chest  x-ray  is  the  standard  technique 
for  finding  lung  cancer.  But  the  chest  x-ray  misses  the 
cancer  one  third  of  the  time.  Full-lung  tomograms,  done 
with  the  relatively  new  body  scanning  machines,  will  find 
95  percent  of  the  lung  cancers,  and  this  technique  should 
be  used  before  sending  the  patient  to  surgery. 

This  is  the  finding  of  a research  unit  of  the  National 
Institutes  of  Health,  Bethesda,  Md.,  published  in  the  No- 
vember 3 Journal  of  the  American  Medical  Association. 
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study  of  415  patients  with  cancer.  Results  of  conventional 
chest  x-ray  and  full-lung  tomography  were  compared. 

In  routine  chest  x-ray,  lung  cancer  was  detected  66.7 
percent  of  the  total  with  confirmed  disease.  Screening  by 
full-lung  tomography  identified  cancer  in  94.4  percent. 

Tomographic  findings  resulted  in  major  alterations  in 
therapy  in  35  of  the  415  patients.  Some  thus  avoided 
surgery  and  were  treated  by  drugs  instead. 

“Since  lung  tomography  is  noninvasive,  of  minimal  ra- 
diation-exposure risk,  and  relatively  cost-effective  when 
compared  with  the  overall  expense  of  maljgnant  illness,  the 
procedure  should  be  part  of  the  routine  initial  evaluation 
of  the  cases  of  patients  with  verified  malignant  neoplasms 
before  instituting  definitive  therapy,”  Dr.  Sindelar  says. 


March  1979/New  York  State  Journal  of  Medicine  339 


See  important  product  information  including  warn- 
ings. adverse  reactions,  patient  selection  and  pre- 
scribing and  precautionary  recommendations 

BRONKODYL® 

BRAND  OF  THEOPHYLLINE,  USP  (ANHYDROUS) 

Description:  Each  green  and  white  hard  gelatin 
capsule  contains  theophylline  USPanhydrous.  200 
mg  , in  a micro-pulverized  form  Each  brown  and 
white  hard  gelatin  capsule  contains  100  mg  The 
elixir  contains  80  mg  theophylline  per  15  ml.  in  a 
20%  alcohol  elixir  (approximately  20  calories,  0 9 
gm.  carbohydrate  per  tablespoonful) 

Action:  Theophylline  is  a methylxanthine  which 
relaxes  the  smooth  musculature  of  the  bronchioles 
through  its  inhibition  of  the  conversion  of  cyclic 
adenosine  monophosphate  to  adenosine  mono- 
phosphate by  phosphodiesterase  It  also  has  di- 
uretic. cardiotonic,  and  CNS  stimulant  effects 

Indications:  Bronkodyl  is  indicated  for  symp- 
tomatic relaxation  of  bronchiolar  spasm  in  the 
chronic  obstructive  bronchopulmonary  diseases; 
eg,  bronchial  asthma,  chronic  bronchitis  and  pul- 
monary emphysema 

Contraindications:  Bronkodyl  is  contraindicated  in 
persons  known  to  have  had  serious  idiosyncratic 
responses  to  theophylline,  its  salts,  or  the  other 
methylxanthines,  theobromine,  or  caffeine  and 
may  be  contraindicated  in  peptic  ulcer 

Warnings:  All  methylxanthines  should  be  used  with 
caution  in  children  and  in  others  who  are  currently 
taking  bronchodilator  products,  especially  in  rectal 
dosage  form,  which  may  contain  theophylline  or 
related  drugs 

Usage  in  Pregnancy:  Although  theophylline  has 
been  used  for  many  years,  with  no  evidence  of 
adverse  fetal  effect  or  teratogenicity,  its  safety  in 
pregnancy  has  not  been  established  Therefore, 
use  of  Bronkodyl  during  lactation  or  in  women  of 
childbearing  potential  requires  that  possible  bene- 
fits of  the  drug  be  weighed  against  possible  hazards 
to  fetus  or  child 

Precautions:  Bronkodyl  should  be  used  with  cau- 
tion in  patients  with  cardiac  or  circulatory  disease 

Adverse  Reactions:  Gastrointestinal:  epigas- 
tric distress,  nausea,  vomiting  Cardiovascular:  pal- 
pitations CNS:  insomnia,  restlessness,  irritability, 
convulsion 

Dosage  and  Administration:  Adults:  Usual  dosage 
of  Bronkodyl  is  200  mg  every  6 hours  (four  doses 
in  each  24  hours)  This  dosage  may  be  adjusted  to 
reflect  individual  clinical  response  as  an  indication 
of  slow  or  rapid  metabolism  of  the  drug  If  adverse 
reactions  are  encountered,  each  dose  may  be 
reduced,  or  the  interval  between  doses  may  be 
lengthened,  or  both  If  clinical  response  is  not  satis- 
factory, indicating  possible  rapid  inactivation  of  the 
drug,  dosage  may  be  gradually  increased  to 
achieve  the  desired  response  In  some  instances 
of  either  too  slow  or  too  rapid  metabolism,  plasma 
levels  of  theophylline  should  be  determined  and 
dosage  adjusted  accordingly  to  achieve  levels 
above  10  meg  /ml  . but  not  to  exceed  20  meg  /ml 


bronkocm: 


brand  of 


theophylline,  USP  (anhydrous) 

is  1007. 

micro-pulverized, 
anhydrous  theophylline, 
in  capsules 


Dosage  in  Children:  Usual  dosage  should  be  based 
on  administration  of  10  mg  per  kg  per  24  hours, 
divided  in  4 doses  per  day,  given  every  6 hours  As 
this  may  not  be  possible  with  use  of  the  capsules, 
Bronkodyl  elixir  may  be  used  Theophylline  saliva 
levels  (approximately  60%  of  simultaneous  blood 
levels),  may  facilitate  dosage  adjustments,  espe- 
cially in  children,  to  obtain  appropriate  response 


Bioavailability  equal  to  an  elixir1 
Achieves  blood  levels  rapidly1 


How  Supplied: 

Bronkodyl®  100  mg  , 

brown  and  white  capsules  in  100's 

Bronkodyl®  200  mg  , 

green  and  white  capsules  in  100s 

Bronkodyl*  Elixir, 

80  mg  per  15  ml  , in  pints 


Code  #1831 
Code #1833 
Code  #1835 


1 Tmkelman.  D.G .,  Car/oll,  M.S  . Vanderpool,  G..  Jones.  M The 
bioavailability  of  theophylline  in  elixir  and  micro-pulverized  forms. 
10.24-26,1978 


BRE0N  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N Y 10016 


340 


Frontier  Genetics 

Model  for  providing  genetic  services 
in  urban  New  York 

BORIS  G.  KOUSSEFF,  M.D.,  F.A.A.P. 

Jamaica,  New  York 

Assistant  Professor  of  Pediatrics  and  Director,  Center 
for  the  Developmentally  Disabled,  Queens  Hospital  Center 


One  of  the  many  fringe  benefits  of  the  recent  boom 
in  medical  genetic  research  is  the  increase  in  the 
number  of  professionals  able  to  tackle  genetic  prob- 
lems. This  leads  to  better  saturation  of  the  medical 
network  with  personnel  able  to  diagnose  genetic 
disorders  and  provide  genetic  counseling.  At 
present,  not  only  do  the  major  university  medical 
centers  provide  genetic  services  but  also  some  of  the 
municipal  hospitals  throughout  the  country  have 
their  relatively  small  genetic  units  participating  in 
this  work. 

As  with  practically  everything  in  medicine,  this 
new  development  has  its  positive  features  and  its 
drawbacks.  Among  the  positive  features,  the  most 
important  one  is  the  accessibility  of  genetic  services 
to  a larger  part  of  the  population.  Instead  of  services 
predominantly  for  the  part  of  the  community  already 
aware  of  recent  medical  advances  and  demanding 
service,  more  and  more  people,  through  referrals  on 
a local  basis,  are  seen  for  familial  disorders,  which 
sometimes  have  existed  for  generations  in  particular 
families.  Among  the  drawbacks,  the  decentraliza- 
tion of  service  carries  the  risk  of  providing  services 
on  a level  that  is  not  a match  for  that  of  Dr.  Victor  A. 
McKusick’s  Moore  Clinic  at  Johns  Hopkins  or  the 
center  at  Boston  Floating  Hospital.  Anyone  who  is 
familiar  with  the  two  centers  chosen  as  examples 
would  agree  that  it  is  rather  difficult  to  have  the  same 
volume  and  expertise  in  services  as  pertains  there. 
This,  however,  should  not  discourage  the  smaller 
centers  because,  after  all,  not  too  many  patients  from 
South  Jamaica,  New  York,  or  similar  urban  areas 
elsewhere  have  been  going  to  any  medical  center  for 
genetic  services. 

To  substantiate  the  aforementioned  statements, 
I would  like  to  share  with  the  readers  the  two-year 
experience  of  our  center  based  at  Queens  Hospital 
Center,  Jamaica,  New  York.  By  definition,  the 


The  organization  and  operation  of  a genetic  center 
with  the  ensuing  results  in  a neglected  urban  area  in 
New  York  City  is  being  presented.  The  list  of  diag- 
nosed genetic  disorders,  together  with  the  informa- 
tion on  the  income  and  the  race  of  the  affected  fam- 
ilies, certainly  indicate  that  a lot  is  still  to  be  done  in 
the  New  York  City  area  in  providing  genetic  services 
on  a contemporary  level. 


center  is  for  developmentally  disabled  persons  with 
emphasis  on  diagnosis  and  management  of  the  pa- 
tients. It  was  opened  in  July,  1974,  as  a part  of  the 
pediatric  department,  A.  J.  Aballi,  M.D.,  chairman. 
The  team  working  in  the  center  includes  a psychol- 
ogist, a speech  pathologist,  nurse  clinician,  mental 
health  technician,  social  worker,  supervisor,  and  a 
clerk.  The  leader  of  the  team  is  a board-certified 
pediatrician  with  subspecialty  in  medical  genetics. 
A cytogenetic  laboratory  with  one  technician  is  also 
part  of  the  center.  Back-up  services  are  provided  on 
request  by  all  the  facilities  in  the  hospital,  which  has 
750  beds.  This  is  done  whenever  there  are  indica- 
tions for  additional  work-up  on  a particular  fami- 
ly. 

Materials  and  methods 

The  first  300  families  evaluated  are  the  subject  of 
this  report.  In  an  attempt  to  define  them,  they  were 
distributed  according  to  race  and  declared  annual 
income  (Table  I).  All  the  families  were  referred  to 
us  by  the  different  departments  in  the  hospital,  pri- 
vate physicians,  or  community  sources,  such  as 
schools,  day  care  centers,  adoption  agencies,  and 
other  hospitals  in  the  area.  In  most  of  the  families, 
the  reason  for  the  referral  was  congenital  anomalies 
and/or  delay  in  psychomotor  development.  Each 
referral  was  recorded  ad  hoc  by  filling  in  an  intake 
form.  After  that,  the  social  worker  would  contact  the 
family  in  an  attempt  to  get  a social  evaluation  and  to 
notify  them  that  we  were  sending  a detailed  ques- 
tionnaire and  consent  forms  to  be  signed  for  release 


TABLE  I.  Distribution  of  evaluated  families  by  race  and 
annual  income 


Demographic  Category 

Number  of  Families 

Percent 

Race 

Afro-American 

168 

56 

Hispanic 

42 

14 

Caucasian 

90 

30 

Income  in  U.S.  Dollars 

Under  $10,000 

184* 

61.3 

$10,000  to  $15,000 

61 

20.3 

Over  $15,000 

8 

2.7 

Unknown 

47 

15.7 

* Of  the  184  families  with  an  income  of  less  than  $10,000,  126  families, 
65  percent,  had  Medicaid  and/or  Department  of  Social  Services  Assistance, 
that  is,  Welfare. 
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of  medical  records  if  the  patient  had  been  seen  else- 
where. 

After  getting  the  questionnaire  back  and  obtaining 
the  medical  records,  an  appointment  was  agreed  on 
with  the  parents  on  the  phone,  and  a letter  confirm- 
ing it  was  sent  out  to  them. 

On  arrival  at  the  center  on  the  designated  day  and 
hour,  the  patient  would  be  seen  by  the  psychologist 
first  and  then,  one  after  the  other,  by  the  speech  pa- 
thologist, the  nurse  clinician,  for  obtaining  derma- 
toglyphics  and  the  pedigree,  and  the  geneticist.  If 
necessary,  the  patient  would  be  seen  for  dental 
evaluation  on  the  same  day  as  agreed  with  the  dental 
department.  In  the  meantime,  the  whole  team 
would  get  together  to  discuss  the  patient,  and  after 
unifying  the  opinions  of  the  members  of  the  team, 
each  participant  in  the  conference  would  summarize 
his  findings  on  the  dictaphone.  The  physician-in- 
charge would  dictate  the  diagnosis  and  recommen- 
dations, including  those  made  by  the  dentist.  After 
that,  while  the  other  members  started  to  evaluate  the 
next  patient,  the  physician-in-charge  would  counsel 
the  parents  by  explaining  to  them  in  layman’s  terms 
the  reached  conclusion  on  their  child’s  problem  and 
the  recommendations.  Following  this  counseling, 
both  parents  and  patient  would  leave  the  center. 

Within  72  hours  the  dictation  on  the  case  would  be 
typewritten,  and  copies  of  the  summary  would  be 
sent  to  medical  records  and  the  referring  source.  If 
there  was  no  physician  working  at  the  source  of  the 
referral,  an  extract  of  the  dictated  summary  in  ap- 
propriate phraseology  would  be  sent  out  to  avoid 
misinterpretation  of  the  diagnosis  and  the  recom- 
mendations. 

The  work  on  the  recommendations  was  the  next 
step.  All  recommended  consultations,  therapeutic 
measures,  and  follow-up  appointments  were  ar- 
ranged, and  a letter  went  out  to  the  family  notifying 
them  about  the  arrangements  and  repeating  the 
quintessence  of  the  counseling  received  by  them 
while  in  the  center. 

In  the  management  of  the  patients,  a member  of 
the  team  offered  individual  or  group  sessions  to  the 
patients  and  their  families  on  coping  with  the  prob- 
lems, acquisition  of  particular  skills,  alleviation  of 
emotional  components,  school  placement,  and 
vocational  counseling.  Whenever  relevant,  a de- 
tailed genetic  counseling  was  given  with  a written 
summary  of  it  to  the  family. 

Results 

All  but  four  families  came  to  the  center  without  an 
exact  diagnosis.  A variety  of  disorders  were  found, 
and  many  of  them  were  genetic  ones.  Among  the 
most  striking  discoveries  suggestive  of  lack  of  genetic 
services  in  the  area  were  a 34-year-old  woman  with 
an  undiagnosed  Down’s  syndrome,  an  18-year-old 
man  with  Prader-Willi  syndrome,  and  several  adult 
patients  with  major  psychoses  and  undiagnosed 
Klinefelter’s  syndrome.  In  two  families,  an  exact 


FIGURE  1.  Facial  features  seen  in  syndrome  with  repaired 
bilateral  cleft  lip.  (A)  Front  view.  (B)  Side  view. 


diagnosis  was  made  of  disorders  which  are  very  new 
even  for  an  experienced  geneticist. 

In  the  first  family,  there  was  a seven-and-one- 
half-year-old  Caucasian  boy  who  had  been  through 
numerous  evaluations  elsewhere  for  his  mild  mental 
retardation;  congenital  heart  disease,  that  is,  tetral- 
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FIGURE  2.  Hands  with  hypoplastic  phalanges  and  nails  and 
clubbing,  due  to  tetralogy  of  Fallot  in  this  case. 

ogy  of  Fallot;  cleft  lip  and  palate;  distal  phalangeal 
hypoplasia  with  hypoplastic  nails;  and  several  cran- 
iofacial stigmata  (Figs.  1 and  2).  He  had  had  several 
successful  operations  in  the  past  for  the  cleft  palate 
and  the  heart  lesion,  but  the  overall  diagnosis  had 
been  elusive.  As  a result  of  the  evaluation  at  our 
center,  he  was  diagnosed  as  having  fetal  hydantoin 
syndrome.  The  diagnosis  was  based  on  the  typical 
constellation  of  congenital  defects,  including  the 
changes  in  the  dermatoglyphics,  and  the  elicited  fact 
that  the  mother  was  an  epileptic  and  had  500  mg.  of 
diphenylhydantoin  (Dilantin)  daily  throughout  the 
entire  gestation.  In  this  way  a combination  of  con- 
genital defects  was  accurately  deciphered  only  a 
month  after  the  publication  of  the  syndrome  in  a 
major  pediatric  journal.* 

The  family  with  Coffin-Lowry  syndrome  pre- 
sented itself  with  a severely  mentally  delayed 
three-year-old  Negro  male  who  had  primary  pul- 
monary tuberculosis,  arrested  hydrocephaly,  and 
several  facial  stigmata.  While  pursuing  the  clues 
obtained  from  the  pedigree,  it  was  uncovered  that  a 
half  brother  had  been  institutionalized  at  the  Wil- 
lowbrook  Center  for  his  severe  mental  retardation, 
short  stature,  arrested  hydrocephaly,  and  unusual 
appearance  due  to  similar  stigmata.  He  turned  out 
also  to  be  the  source  of  the  tuberculosis.  After  we 
evaluated  him,  the  diagnosis  of  the  syndrome  became 
ironclad.  Actually,  as  in  the  presumed  for  the  syn- 
drome, X-linked  mode  of  inheritance,  several  minor 
anomalies  were  found  in  the  carrier  mother  as  well. 
Those  anomalies  were  spontaneous  loss  of  several 
permanent  teeth  at  age  24  and  typical  dermato- 
glyphics, while  intelligence  and  stature  were  normal. 
In  this  way,  the  first  Afro-American  family  with 
Coffin-Lowry  syndrome  was  discovered. 

Those  two  examples  illustrate  well,  I think,  the 
process  of  making  a diagnosis  in  a genetic  center  and 
the  string  of  difficulties  encountered  in  this  process. 
Usually  the  geneticist  picks  up  such  cases  at  the  point 
at  which  everyone  else  has  abandoned  them  already 
because  of  inability  to  decipher  them.  So  time,  re- 
lentless efforts,  and  usage  of  any  help  that  might  be 
available  are  necessary  to  accomplish  at  least  some 

* Journal  of  Pediatrics,  August,  1975. 


TABLE  II.  List  of  conditions  diagnosed  at  center 


Diagnosis 

Number 

of 

Families 

Affected 

Individ- 

uals 

Achondroplasia 

1 

1 

Coffin-Lowry  syndrome 

1 

3 

Congenital  hypothyroidism 

2 

2 

Cornelia  de  Lange  syndrome 

3 

3 

Crouzon’s  disease  (craniofacial  dysostosis) 

1 

1 

Fanconi’s  pancytopenia 

1 

1 

Fetal  alcohol  syndrome 

1 

1 

Fetal  hydantoin  syndrome 

2 

3 

Khlers- Danlos  syndrome  type  III 

1 

2 

Holoprosencephaly  with  46,  XX 

1 

1 

Hunter  syndrome 

1 

1 

Hydrocephaly  due  to  aquaductal  stenosis 
and  polycystic  kidney 

1 

1 

Klinefelter  syndrome 

6 

6 

Legg-Calve-Perthes  disease 

1 

1 

Microtia  with  inner  ear  abnormality 

1 

1 

Multiple  lipomatosis 

1 

2 

Noonan  syndrome 

2 

2 

Pituitary  dwarfism  type  III 

1 

1 

Prader-Willi  syndrome 

3 

3 

Rubinstein-Taybi  syndrome 

1 

1 

Sotos  syndrome 

1 

1 

Trisomy  18 

3 

3 

Trisomy  21 

14 

14 

Usher  syndrome 

1 

1 

XO/XY  mosaicism  with  female  phenotype 

1 

1 

diagnoses  in  the  strange  combinations  of  multiple 
congenital  anomalies  that  have  been  baffling  the 
medical  profession  for  years.  Reviewing  old  unde- 
ciphered cases  in  regard  to  new  knowledge  and  dis- 
coveries is  another  method  which  appears  to  be  a 
must  for  such  genetic  centers.  This  method  was 
actually  used  by  the  referring  practitioners  as  well  in 
all  our  cases.  They  were  the  professionals  who,  after 
exhausting  their  own  resources,  thought  of  a genetic 
referral  which  eventually  led  to  more  accurate  diag- 
noses in  the  majority  of  the  referred  cases. 

Table  II  illustrates  further  the  variety  of  conditions 
diagnosed  at  the  center  without  including  the  scores 
of  patients  with  mild  mental  retardation  of  unknown 
etiology;  the  numerous  children  with  cerebral  palsy 
of  nongenetic  origin;  those  with  so-called  minimal 
brain  dysfunction,  learning  disabilities,  and  behav- 
ioral reactions  of  childhood  considered  to  belong  to 
child  psychiatry.  Among  the  latter,  there  were  nine 
patients  with  primary  infantile  autism.  Unclassi- 
fiable  combinations  of  congenital  anomalies  were  also 
encountered,  and  a few  of  them  remained  with  that 
“working  diagnosis”  despite  consultations  by  mail 
done  through  some  of  the  leading  genetic  centers  in 
the  United  States.  In  a couple  of  cases,  however,  the 
consultation  by  mail  was  extremely  helpful  in  ac- 
complishing the  diagnosis.  Whenever  an  enzymatic 
disorder  was  suspected,  biologic  samples  from  the 
patient  and  the  family  were  sent  out  to  a center  in  the 
United  States  known  to  handle  this  particular  inborn 
error  of  metabolism.  For  instance,  in  the  case  of  the 
family  with  Hunter’s  syndrome,  that  is,  mucopoly- 
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saccharidosis,  type  II,  the  laboratories  of  the  Uni- 
versity of  Chicago  Medical  School,  headed  by  R. 
Matalon,  M.D.,  and  the  National  Institutes  of 
Health,  Bethesda,  Maryland,  headed  by  E.  Neufeld, 
Ph.D.,  were  of  help  in  confirming  the  diagnosis. 
Diagnostic  help  was  obtained  for  the  family  with 
Coffin-Lowry  syndrome  from  Johns  Hopkins  School 
of  Medicine,  Moore  Clinic,  Baltimore,  headed  by  Dr. 
McKusick,  and  the  University  of  Washington, 
Seattle,  where  the  chief  of  the  genetic  department  is 
D.  Smith,  M.D.  By  acknowledging  the  assistance  we 
got  from  those  leading  genetic  centers  in  the  United 
States,  I want  to  emphasize  for  the  readers  that  the 
geneticist  in  their  area  knows  the  existing  genetic 
network  for  diagnostic  help  and  will  use  it  effectively 
if  a referral  to  him  is  made.  Otherwise,  the  geneticist 
just  has  to  stumble  somehow  into  the  family  with  the 
hereditary  disorder,  and  this  leads,  of  course,  to 
further  delay  in  deciphering  rare  familial  disorders 
in  a particular  area.  Practically  all  the  eminent 
colleagues  in  the  field  of  genetics  are  more  than 
happy  to  help  the  smaller  centers  in  providing  genetic 
services  in  their  areas. 

Conclusion 

In  conclusion,  we  feel  that  the  existence  of  our 


Maintenance  treatment  of  recurrent  peptic 
ulcer  by  cimetidine 

A year’s  trial  of  maintenance  with  the  histamine  HL> 
receptor  antagonist,  cimetidine,  demonstrated  that  it 
prevents  both  recurrences  and  complications  of  peptic 
ulcer,  68  chronic  peptic  ulcer  patients  participated  in  the 
double-blind  trial:  32  got  400  mg.  of  cimetidine  twice  a 
day;  36,  a placebo.  Six  of  those  on  cimetidine  had  an  en- 
doscopically-proved  recurrence  within  a mean  of  7.0 
months;  30  placebo  patients  had  a recurrence  after  a mean 


center  has  been  definitely  a positive  factor  in  pro- 
viding medical  care  on  a contemporary  level  to  the 
community  in  our  area.  It  seems  that  such  a model 
is  efficient,  easy  to  organize  on  a hospital  basis,  and 
inexpensive  in  comparison  to  the  huge  genetic  cen- 
ters. 

Because  of  the  almost  complete  lack  of  genetic 
services  in  the  area  prior  to  the  appearance  of  the 
center,  the  work  turned  out  to  be  challenging,  excit- 
ing, and  gratifying  on  one  side,  and  studded  with 
difficulties  arising  from  specific  financial,  political, 
and  social  problems  typical  for  the  neglected  urban 
areas,  on  the  other.  These  factors  created  the 
uniqueness  of  the  center  and  influenced  the  opera- 
tion in  more  than  one  way  just  as  occurs  in  the  con- 
quest of  any  other  frontier. 

Actually  to  speak  of  a conquest  is  a little  premature 
and  sounds  exaggerated,  but  certainly  the  wagon 
train  has  arrived  in  the  vast  genetic  frontier  in  the 
middle  of  urban  New  York  and,  by  establishing  a 
genetic  homestead,  is  improving  medical  care  for  the 
community  in  the  area. 

Department  of  Pediatrics 
Southern  Illinois  School  of  Medicine 
P.O.  Box  3926 
Springfield,  Illinois  62708 


of  4 months  (P  < 0.05).  One  patient  on  cimetidine  had  2 
recurrences  compared  with  12  patients  on  the  placebo.  No 
cimetidine-treated  patient  had  complications  as  against 
4 in  the  placebo  group.  Two  of  the  latter  had  melena  and 
hematemesis;  2 had  melena  alone.  15  patients  on  the 
placebo  and  1 on  cimetidine  were  referred  for  surgery 
during  the  trial  because  of  symptoms  from  their  recurrent 
ulcers.  Day  and  night  ulcer  pain  and  antacid  consumption 
were  significantly  less  in  the  cimetidine  group  and  their 
general  well-being  was  greater.  The  only  probable  side 
effect  of  cimetidine  was  reversible  drug-induced  liver 
damage  of  hypersensitivity,  which  occurred  in  1 patient. 
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A TOTALLY  NEW 
DELIVERY  SYSTEM  TO 

HELP  REDUCE  THE  FEAR 
OF  ANGINAL 
ATTACKS 

Round-the-clock 
protection  with 

ISO-BID 

(ISOSORBIDE  DINITRATE) 

40  mg . capsules  ...twice-a-day  dosage 

Controlled  sustained  release  of  ISO-BID's  isosorbide  dinitrate  through  micro- 
dialysis diffusion  can  help  reduce  frequency  and  intensity  of  anginal  attacks. 

This  in  turn  can  minimize  patient’s  fear  of  attacks,  and  dependence  on  nitroglycerin. 

Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosorbide  dinitrate  at  a smooth,  continuous, 
predictable,  controlled  rate  to  provide  for  up  to  1 2 hours  of  therapeutic  activity.  Micro-dialysis  is  dependent  only 
upon  the  presence  of  fluid  in  the  G.  I.  tract  and  not  on  pH  or  other  variables.  ISO-BID  is  particularly  advantageous 
in  the  prevention  of  nocturnal  angina. 

DOSAGE:  One  ISO-BID  capsule  every  1 2 hours.on  an  empty  stomach  according  to  need,  for  continuous  24-hour 
therapy.  Some  patients  may  require  higher  dosage  levels.  In  these  patients,  dosage  should  be  titrated,  and  they 
may  require  two  ISO-BID  capsules  b i d.  Not  intended  for  sublingual  use.  Consult  product  brochure  before 
prescribing. 

THERAPEUTIC  FOOTNOTE:  IN  TREATING  ANGINA  . . . FAILURES  MAY  RESULT  FROM  INADEQUATE  DOSAGE 
Reports  in  the  literature  indicate  the  usefulness  of  higher  dosage  levels  of  isosorbide  dinitrate. 1,2 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

‘'Possibly”  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glqucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance  to  other  nitrates  and  nitrites  may  occur. 

ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 


SAMPLES  AND  LITERATURE  AVAILABLE. 

GERIATRIC  PHARMACEUTICAL  CORP.  BOX  68.  FLORAL  PARK,  NEW  YORK  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GER-O-FOAM  • B-C-BID 

1 Shane,  S.J.:  Canadian  Family  Physician,  November  1973.  2.  Lemberg,  L.:  Practical  Cardiology.  February  1976 
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Inaugurated  in  the  seventeenth  century,  venous 
cannulation  has  yielded  inestimable  dividends  to 
medicine  and  is  an  indispensable  tool  in  countless 
situations  of  contemporary  clinical  practice.  The 
diagnostic  and  therapeutic  versatility  of  the  proce- 
dure was  expanded  appreciably  three  decades  ago  by 
notable  refinements  in  catheter  construction  and 
design.  The  principal  utilitarian  benefits  of  those 
technologic  advances  were  twofold:  (1)  protracted 
phlebostomy  became  feasible;  and  (2)  deep-seated 
veins  became  reachable.1 

The  peripheral  venous  portals,  or  so-called  “an- 
gioaccess”  routes,  comprise  the  subclavian,  internal 
jugular,  external  jugular,  basilic,  median  cubital, 
umbilical,  femoral,  and  saphenous  vessels.  The  first 
three,  being  nearest  to  the  heart,  are  particularly 
advantageous  in  diverse  settings  which  necessitate 
either  a swift,  repeated,  or  long-term  corridor  to  the 
central  venous  circulation. 

Proposed  25  years  ago,2’3  SVC  (subclavian  vein 
catheterization)  is  acknowledged  to  have  several 
undeniable  merits.  Hence  its  wide  employment  now. 
That  popularity  tends  to  mute  disquieting  evidence 
which  points  to  the  procedure  being  sorely  misused 
and  abused.  By  minimizing  its  liabilities,  many 
publications  are  apt  to  give  an  erroneous  impression 
of  its  safety.  But  in  point  of  fact,  personal  observa- 


tions, scrutiny  of  the  international  literature,  and 
candid  conversations  with  colleagues  at  other  insti- 
tutions indicate  that  of  the  ill  effects  trailing  SVC: 
(1)  they  frequently  go  unrecognized  or  are  passed 
over  in  silence;  (2)  the  potential  for  calamitous  or 
deadly  complications  is  real  and  greater  than  re- 
flected in  published  reports;  and  (3)  their  prevalence 
is  grossly  underestimated  and  actually  is  mount- 
ing. 

For  the  full  worth  of  SVC  to  be  attained,  the  op- 
erator must  be  not  just  dexterous  but  wholly  con- 
versant with  all  facets  of  the  method.  They  en- 
compass: (1)  thorough  understanding  of  its  ratio- 
nale, indications,  and  contraindications;  (2)  knowl- 
edge of  the  anatomic  relationships  of  the  vein  and  of 
different  approaches  to  it;  and  (3)  the  ability  to  rec- 
ognize misadventures  promptly  and  cope  with  them 
expeditiously  and  efficaciously. 

These  desiderata  presuppose  technical  finesse  and 
mature  judgment,  a combination  seldom  possessed 
by  the  novitiate  house  officer  whose  lot  it  customarily 
is  to  be  assigned  the  chore  of  doing  SVC. 

The  aim  of  this  communication  is  to  review  the 
aforementioned  aspects  in  the  hope  that  so  doing  will 
contribute  toward  curbing  the  quite  unnecessary  toll 
of  mischief  which  often  accompanies  performance  of 
the  procedure. 

Rationale  of  SVC 

The  sole  objective  of  SVC  is  to  establish  a direct 
conduit  from  the  exterior  of  the  body  to  the  superior 
vena  cava. 

Catheterization  of  the  superior  cava  is  invaluable 
in  special  circumstances  when  there  is  critical  ne- 
cessity to:  (1)  measure  central  venous  pressure  fre- 
quently to  guide  fluid  balance  endeavors  in  persons 
with  marginal  cardiac  or  renal  reserve;  (2)  procure 
aliquots  of  mixed  venous  blood  repeatedly  for  gaso- 
metric  or  biochemical  analyses;  (3)  administer  mas- 
sive volumes  of  fluids  or  blood  rapidly  for  resuscita- 
tion and  ancillary  purposes;  and  (4)  infuse  intrave- 
nously, over  long  periods  of  time,  hypertonic,  acidic, 
or  kindred  irritant  solutions  which  would  assuredly 
incite  phlebosclerosis  were  they  not  diluted  right 
away  in  the  faster  stream  of  the  central  venous 
channels.  Hyperalimentation  or  total  parenteral 
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nutrition  formulas  are  foremost  in  this  category. 

One  or  more  of  those  specifications  appertain  to 
myriad  clinical  entities:  hypovolemic  shock;  dehy- 
dration; cerebral  edema;  inanition;  major  trauma; 
severe  hemorrhage;  extensive  bowel  resection;  gas- 
trointestinal fistulas;  certain  cancers  requiring  pro- 
longed infusion  of  cytotoxic  agents;  continuous  in- 
jection of  antibiotics  in  concentrated  dose  for  treating 
infective  endocarditis;  and  so  forth. 

The  other  superficially  situated  veins  alluded  to 
are  as  equally  serviceable  as  the  subclavian  for 
gaining  access  to  the  superior  vena  cava.  The  sub- 
clavian point  of  entry  is  superior  to  them,  however, 
because  that  vein:  ( 1 ) is  closer  to  the  cava;  (2)  has  a 
constant  location;  (3)  is  relatively  big;  (4)  has  a fairly 
large  volume  flow  through  it;  (5)  is  less  liable  to  col- 
lapse or  go  into  spasm,  being  kept  patulous  by  fibrous 
attachments  from  its  walls  to  adjacent  rigid  struc- 
tures; (6)  rarely  is  anomalous  or  diseased;  and  (7)  is 
sheltered  by  the  clavicle  from  ordinary  external 
trauma. 

These  anatomic  and  hydraulic  attributes:  (1) 

make  the  vein  capable  of  being  negotiated  across  the 
skin  with  facility  and  celerity;  and  (2)  presumably 
render  it  more  tolerant  of  the  indwelling  catheter 
which,  owing  to  its  smaller  lumen  and  abbreviated 
intravasal  length,  has  less  surface  area  of  intimate 
contact  with  the  endovein. 

Ostensible  corollary  advantages  are:  (1)  there  is 
not  as  much  chance  of  inflammation,  infection,  or 
thrombosis;  (2)  the  shorter  and  wider-bore  tubing 
enhances  accuracy  of  manometric  mensuration;  and 
(3)  the  likelihood  of  breakage  is  diminished  from  the 
catheter  not  being  pinched  by  muscles  or  joints. 

SVC  indications  and  contraindications 

The  goals  of  central  venous  manometric  moni- 
toring, blood  sampling,  or  lifeline  clysis  can  be  sat- 
isfied in  most  situations  by  catheterizing  surface 
veins  other  than  the  subclavian.  SVC  should  be 
saved  as  a last  resort,  when  those  routes  are  nonex- 
istent at  the  outset  or  become  exhausted. 

Recourse  initially  to  SVC  is  legitimate  in  certain 
selected  circumstances,  such  as:  (1)  unavailability 
of  peripheral  veins,  as  in  widespread  burns  or  crush 
injuries  of  the  extremities,  or  their  scarring  from  re- 
petitive usage  in  connection  with  hemodialysis,  drug 
addiction,  and  so  forth;  (2)  the  need  to  apply  tour- 
niquets on  the  limbs;  or  (3)  difficulty  of  immobili- 
zation, or  inadvisability  of  the  hardships  of  prolonged 
limb  restraints,  as  in  the  elderly. 

SVC  may  also  be  practiced  for:  hemodialysis; 
temporary  cardiac  pacing;  atrial  endocavitary  elec- 
trocardiography; thermodilution  cardiac  output  and 
related  measurements;  and  pulmonary  hemodynamic 
investigations  or  angiography. 

Discussion  of  this  group  of  applications  is  beyond 
the  purview  of  this  essay. 

Not  every  patient  is  a good  candidate  for  SVC. 
Foreknowledge  of  each  individual’s  physical  pecu- 


liarities and  medical  background  helps  appropriate 
triage.  Numerous  factors  may  prove  a bar  for  SVC, 
spell  augmented  risks,  or  make  it  expedient  to  seek 
another  route:  cervical  or  upper  thoracic  deformities 
secondary  to  trauma,  scars,  osteoarthritis,  prior  x- 
irradiation  and  the  like;  aberration  or  redundancy  of 
neck  vessels;  tracheostomy;  thyroid  goiter;  tracheal 
deviation;  pulmonary  bullous  emphysema;  muscular 
overdevelopment;  muscle  wasting;  marked  obesity; 
dorsal  kyphoscoliosis;  flail  chest;  status  asthmaticus; 
myocardial  irritability;  physical  restlessness  or  con- 
vulsions; concomitant  use  of  intermittent  positive 
pressure  mechanical  ventilation;  anticoagulant 
therapy;  bleeding  diatheses;  and  so  forth. 

One  should  be  chary  of  SVC  in  children  and  in- 
fants, for  no  class  of  patients  is  more  vulnerable  to  its 
latent  dangers.4  7 The  procedure  must  be  viewed  as 
a major  operative  undertaking  and  entrusted  exclu- 
sively to  the  expertise  of  a competent  pediatric  sur- 
geon. A true  intensive  care  environment  is  obliga- 
tory for  youngsters  on  whom  SVC  is  done. 

Declaimers  to  the  contrary  notwithstanding,  SVC 
conducted  during  cardiopulmonary  resuscitation 
activities  is  to  be  deplored.  The  procedure  is  fraught 
with  greater  perils  and  more  complications  in  such 
an  inauspicious  climate.8,9  An  array  of  problems 
conspires  against  the  quiet,  sterile  field  and  optimal 
position  which  are  crucial  for  successful  placement 
of  the  introducer  cannula  and  catheter: 

1.  The  patient’s  cooperation  is  lost. 

2.  Genuine  aseptic  conditions  are  impossible. 

3.  External  cardiac  massage,  endotracheal  insuf- 
flation, defibrillator  shocks,  and  the  like  hardly  allow  a 
still  environment. 

4.  Noise,  people  milling  about,  and  a sense  of  fran- 
tic urgency  are  bound  to  bedevil  even  the  most  adept 
and  equanimous  operator. 

Surgical  anatomy 

Both  subclavian  veins  are  nearly  identical  in  con- 
figuration and  course.  The  few  differences  between 
them,  and  in  their  relationship  to  other  structures  at 
the  root  of  the  neck,10-13  will  be  cited. 

The  subclavian  vein  is  a continuation  of  the  axil- 
lary. It  is  3 to  4 cm.  long  and  its  diameter  1 to  2 cm. 
in  the  average  adult.  It  begins  on  the  lateral  plateau 
of  the  first  rib,  at  the  undersurface  of  the  clavicle,  at 
the  junction  of  the  inner  and  middle  thirds  of  that 
bone  on  the  right,  and  near  the  junction  of  the  inner 
and  second  quarters  on  the  left.  It  swerves  slightly 
anterior,  hugs  the  medial  half  of  the  retroclavicular 
periosteum,  arcs  over  the  first  rib  and  apical  pleura, 
and  terminates  at  the  medial  border  of  the  anterior 
scalene  muscle. 

The  subclavian  joins  with  the  internal,  external, 
and  anterior  jugulars  behind  the  sternoclavicular 
articulation  to  form  the  innominate  or  brachioce- 
phalic. The  bulge  at  the  jugulosubclavian  alliance 
is  called  Pirogoffs  confluence.  The  innominate 
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descends  behind  the  sternoclavicular  joint  and  links 
with  the  contralateral  innominate  to  form  the  supe- 
rior vena  cava  behind  the  right  lower  half  of  the 
sternal  manubrium.  The  subclavian  has  no  valves 
except  for  a solitary  pair  just  before  it  is  joined  by  the 
external  jugular.  The  thoracoacromial  and 
transverse  cervical  tributaries  of  the  vein  enter  it  on 
its  top  side. 

On  the  right,  at  the  meeting  of  the  subclavian  and 
internal  jugular,  the  three  lymphatic  trunks  or  right 
lymphatic  duct  cross  the  anterior  scalene  to  open  on 
the  superior  margin  of  the  subclavian;  on  the  left  side, 
the  thoracic  duct  does  likewise. 

The  phrenic  nerve  is  apposed  to  the  hack  wall  of 
the  vein  and  comes  to  lie  on  the  lateral  edge  of  the 
innominate  vein.  The  brachial  plexus  is  separated 
from  the  vein  by  the  thickness  of  the  anterior  scalene, 
1 to  1.5  cm.  in  the  average  adult,  and  traverses  the 
first  rib  a couple  of  centimeters  lateral  to  the  vein. 
The  pleura  is  about  0.5  cm.  behind  the  vein,  and  may 
rise  2 to  3 cm.  above  the  first  rib. 

That  portion  of  the  subclavian  vein  between  the 
clavicular  shaft  and  first  rib  is  tethered  tightly  to 
both,  this  immobility  giving  it  its  broadest  diameter. 
The  vein  walls  are  invested  almost  circumferentially 
by  an  extension  of  the  middle  cervical  fascia  which 
is  a continuation  of  fibrous  aponeurotic  laminae 
coming  from  the  omohyoid,  subclavius,  and  scalene 
muscles  and  the  costoclavicular  ligament,  and  peri- 
osteum from  the  first  rib  and  clavicle. 

The  relationships  of  the  vein  are:  in  front,  sub- 
clavius muscle,  clavicle,  costoclavicular  ligament, 
pectoralis  muscles,  skin;  in  back,  anterior  scalene 
muscle,  internal  thoracic  artery,  phrenic  nerve,  and 
behind  them  subclavian  artery  on  a slightly  higher 
plane  than  the  vein,  inferior  trunk  of  the  brachial 
plexus;  medially  and  below,  the  first  rib,  Sibson’s 
fascia,  cupola  of  the  pleura,  pulmonary  apex;  and 
above,  skin,  platysma,  superficial  aponeurosis. 
Noteworthy  of  emphasis  is  that  virtually  all  struc- 
tures of  consequence  lie  posterior,  deeper,  or  more 
lateral  to  the  vein. 

The  crest  of  the  subclavian  vein  is  just  medial  to 
the  midsection  of  the  clavicle,  directly  at  the  lateral 
margins  of  the  anterior  scalene  and  sternocleido- 
mastoid muscles.  Being  hemmed  in  by  rigid  parti- 
tions all  around  except  above,  distention  of  the  vein 
is  cephalad,  hence  closer  to  the  skin. 

Abduction  of  the  arm  or  elevation  of  the  shoulder 
shift  the  declivity  of  the  subclavian  vein  caudad  and 
medially,  so  that  a shorter  segment  of  it  stays  retro- 
clavicular.11’12  Contrary  to  popular  misconception, 
rotation  of  the  head  does  not  modify  the  tension  or 
mobility  of  the  vein,  nor  does  the  Trendelenburg 
position  cause  any  significant  increment  in  its  di- 
mensions.11’12 

Techniques  of  SVC 

The  vein  may  be  approached  by  any  of  three  ways: 
percutaneous  infraclavicular;  percutaneous  supra- 


clavicular; and  direct  exposure  by  cutdown. 

It  behooves  the  tyro  to  familiarize  himself  with  all 
three  insertional  routes  by  trials  on  cadavers.  Al- 
though the  first  approach  enjoys  the  widest  following, 
the  others  may  find  application  when  the  percuta- 
neous infraclavicular  one  is  impracticable  or  unsuc- 
cessful, and  therefore  merit  study. 

General  principles.  Irrespective  of  which 
method  is  adopted,  it  must  be  executed  in  a manner 
befitting  a surgical  operation,  that  is,  with:  (1)  an 
assistant;  (2)  good  lighting;  (3)  unflagging  attention 
to  the  strictest  aseptic  precautions;  (4)  liberal  use  of 
local  anesthesia;  (5)  the  exercise  of  gentle  and  me- 
ticulous technique;  (6)  provisions  for  thoracostomy 
tubes  and  other  instruments  in  the  event  of  untoward 
reactions;  and  (7)  descriptive  notation  of  the  proce- 
dure in  the  patient’s  records,  for  reminder  to  the 
operator  and  for  the  edification  of  other  members  of 
the  staff. 

Ideally,  SVC  should  be  undertaken  in  an  operating 
room  and  with  television  fluoroscopy  facilities. 
Doing  it  outside  of  an  operating  room  on  children  is 
unjustifiable. 

The  frequency  rate  of  accidents  is  inversely  pro- 
portional to  observance  of  these  considerations. 
Thus,  the  incidence  rate  of  infection  spirals  whenever 
sterility  precepts  are  disregarded;  that  of  pneumo- 
thorax and  vascular  lacerations  is  considerable  when 
insufficient  anesthesia  or  sedation  makes  the  patient 
unruly  and  uncooperative;  and  so  forth. 

Selection  of  SVC  approach.  The  majority  of 
surgeons  opt  for  percutaneous  infraclavicular  SVC. 
The  right  side  is  preferred  to  the  left  because: 

1.  The  vein  is  more  perpendicular  in  relation  to  the 
innominate  and  more  medial  in  relation  to  the  lung. 

2.  The  superior  vena  cava  is  nearer,  since  the  left 
innominate  is  at  least  twice  as  long  as  the  right. 

3.  Slightly  more  length  of  vein  stem  is  exposed. 

4.  The  pleural  dome  is  lower; 

5.  The  subclavian  artery  is  higher. 

6.  Anxiety  about  wounding  the  thoracic  duct  is 
dispensed  with. 

Although  not  as  much  in  vogue,  the  percutaneous 
supraclavicular  approach  vies  favorably  with  the 
infraclavicular: 

1.  The  depth  between  the  skin  and  vein  is  shallow- 
er, in  the  average  adult  1.5  to  3.5  cm.,  compared  with 
3.5  to  6.5  cm.  by  the  infraclavicular  pathway. 

2.  Piercing  of  pectoral  muscle,  with  possible  atten- 
dant bleeding,  is  eliminated. 

3.  The  path  of  cannulation  directly  follows  the 
merger  of  the  distal  segment  of  the  subclavian  with  the 
innominate. 

4.  The  needle  is  not  as  likely  to  strike  structures 
which  reside  lateral  to  or  in  back  of  the  vein. 

5.  The  right  side  of  the  neck  can  be  kept  bare  for 
testing  hepatojugular  reflux. 

On  purely  anatomic  grounds  the  right  supracla- 
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vicular  percutaneous  technique  should  be  best;  this 
opinion  is  supported  by  a recent  comparative  survey 
indicating  that  this  approach  is  associated  with  the 
fewest  catheter  malpositions.14 

Theoretically,  the  left  infraclavicular  and  right 
supraclavicular  routes  should  be  more  comfortable 
for  a right-handed  operator,  and  the  right  infra- 
clavicular and  left  supraclavicular  ones  easier  for  a 
left-handed  operator.  Obviously,  though,  the  se- 
lected approach  must  be  predicated  on  the  circum- 
stances of  each  individual  case  rather  than  on  what 
suits  the  operator’s  convenience.  Thus,  in  a patient 
with  preexisting  right  hemothorax  and  a sound  left 
lung,  performing  left  SVC  would  be  rash.  Similarly, 
it  would  be  foolhardy  to  persevere  with  a single  ap- 
proach if  the  procedure  is  beset  by  technical  dif- 
ficulties. 

Catheterization  under  direct  vision  by  cutdown 
ordinarily  is  restored  to  when  the  vein:  (1)  cannot 
be  entered  percutaneously  by  either  infraclavicular 
or  supraclavicular  avenues;  (2)  is  minuscule,  fragile, 
or  has  a caliber  nearly  equal  to  the  cannula,  as  in 
children;  (3)  has  a very  thickened  wall  from  previous 
phlebitis  or  long-term  catheterization;  or  (4)  is  as- 
sociated with  cervicomediastinal  deformities  which 
deprive  the  operator  of  reliable  landmarks  for  can- 
nulation. 

The  main  disadvantage  of  this  method  is  that,  once 
installed,  the  catheter  is  not  readily  maneuverable 
should  repositioning  become  necessary. 

Positioning  of  patient.  The  procedure  never  is 
done  with  the  patient  sitting  upright.  Although  this 
is  the  posture  favored  by  individuals  with  pulmonary 
edema,  status  asthmaticus,  and  the  like,  it  is  unsafe 
for  performing  SVC. 

The  patient  lies  flat  on  the  back,  unpropped  on 
bolsters,  shoulders  relaxed  and  neither  hunched  nor 
shrugged,  the  upper  half  of  the  body  tilted  down  15 
to  30  degrees  from  the  horizontal,  arms  straight 
alongside  the  trunk  or  hands  crossed  over  the  abdo- 
men, and  the  face  turned  slightly  away. 

The  quasi-Trendelenburg  position  is  meant  for 
obviating  air  embolism,  not  for  improving  the  caliber 
or  hydrostatic  qualities  of  the  vein,  which  it  does  not 
do  to  any  meaningful  degree.  It  is  essential,  of 
course,  for  shocked  or  dehydrated  persons,  whose 
central  venous  pressure  is  well  under  zero. 

Generally,  the  arm  should  not  be  abducted  nor  the 
shoulder  propped  on  a pillow.  However,  for  the  in- 
fraclavicular approach,  slight  shrugging  of  the 
shoulder  may  be  helpful  for  flattening  the  anterior 
deltoid  bulge  and  keeping  lateral  a maximum  length 
of  the  subclavian  vein.  And  for  the  supraclavicular 
approach,  making  the  patient  reach  for  the  ipsilateral 
knee  with  the  fingertips  straightens  the  clavicle  and 
broadens  the  angle  between  it  and  the  sagittal 
plane. 

The  patient’s  face  is  averted,  not  because  of  any 
tangible  effect  on  vein  geometry,  but  for  the  sake  of: 
(1)  tensing  the  sternocleidomastoid  and  anterior 
scalene  muscles  to  delineate  cannulation  landmarks; 


(2)  shading  the  eyes  from  the  glare  of  the  operating 
light  and  the  sight  of  manipulations;  and  (3)  cur- 
tailing breathing  on  the  sterile  field. 

Catheterization  equipment.  Modern  disposable 
catheterization  kits  are  marketed,  presterilized,  with 
a radiopaque  plastic  tube  inside  or  outside  a metal 
cannula.  Regardless  of  whether  the  needle  is 
sheathed  or  the  tube  is  inside  the  needle,  the  princi- 
ple is  the  same:  the  needle  is  a trocar,  serving  as  in- 
troducer and  carrier  for  the  catheter.  Since  the 
cannula  is  to  pierce  and  traverse  tissues  before  pen- 
etrating the  vein,  its  tip  is  sharp  and  slanted.  The 
converse  pertains  to  the  catheter:  because  it  has  to 
negotiate  curvatures  on  its  way  and  float  free  without 
hurting  the  vein  lining,  it  is  flexible  and  smooth- 
tipped. 

Catheters  are  constructed  of  substances  such  as 
silicone  elastomer,  Teflon,  polyethylene,  and  so  forth. 
The  softer  and  more  pliable  the  tubing,  the  more 
likely  is  it  to  glance  off  the  vein  wall  without  perfo- 
rating the  latter,  but  the  greater  are  the  chances  of 
its  migrating  out  of  place. 

Any  catheter,  regardless  of  composition,  is  alien 
to  the  body.  Being  innately  thrombogenic  and 
noninert  in  relation  to  blood  elements,  it  uniformly 
becomes  carpeted  with  fibrin  within  hours  of  ten- 
anting the  circulation.1516  1'his  deposit  seldom 
encroaches  onto  the  orifice  of  the  catheter  providing 
liquid  perfuses  uninterruptedly  through  it,  and 
laminar  flow  characteristics  are  not  upset  from  in- 
trusion against  or  bruising  of  the  endothelium  by  the 
catheter  tip.  The  thrombogenic  potential  may  be 
partly  deterred  by  graphite-benzalkonium-heparin 
bonding  of  the  plastic  material,15  but  catheters  fab- 
ricated in  that  way  are  still  in  the  experimental 
stage. 

The  size  of  cannula  and  catheter  to  be  used  in  any 
particular  case  depends  on  the  patient’s  physical 
characteristics.  Thus,  a suitable  gauge  needle  for  one 
person  may  be  inadequate  for  another  who  is  very 
muscular,  squat,  or  corpulent. 

More  important,  since  regrettably  none  of  the 
commercially  available  catheters  are  marked  with 
gradations,  the  distance  which  has  to  be  spanned 
from  the  skin  before  arriving  at  the  superior  vena 
cava  is  speculative.  That  drawback  is  one  of  the 
reasons  that  a chest  roentgenogram  must  be  procured 
preliminary  to  SVC,  since  catheter  length  require- 
ments can  be  estimated  from  measurements  made 
on  the  film.  In  general,  the  subclavian  terminates 
at  the  sternoclavicular  joint,  the  innominate  at 
midmanubrium,  and  the  superior  cava  at  the 
manubrial-sternal  junction. 

Alternately,  one  may  apply  a simple  rule  of  thumb: 
the  distance  from  the  skin  puncture  site  to  the 
junction  of  the  superior  vena  cava  and  right  atrium 
equals  the  distance  from  the  skin  puncture  site  to  the 
suprasternal  notch  plus  one  third  the  distance  from 
the  suprasternal  notch  to  the  xyphoid  process.17  In 
the  average  adult  the  sum  is  from  10  to  15  cm.,  de- 
pending on  body  build. 
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A tag  is  placed  on  the  proximal  part  of  the  catheter 
indicating  the  appropriate  calibration.  It  is  also  a 
good  idea  to  note  on  the  dressings  or  in  the  patient’s 
chart,  for  future  reference,  what  are  the  respective 
intravascular  and  extravascular  lengths  of  cathe- 
ter. 

Prevalent  mishaps  such  as  displacement  or 
shearing  avulsion  of  catheters  can  be  held  in  abey- 
ance by  attentiveness  to  a few  fundamental  dic- 
tums: 

1.  No  catheter  which  is  not  radiopaque  must  ever 
be  employed. 

2.  The  tip  of  the  catheter  must  never  be  trimmed 
on  bias  or  sharpened. 

3.  The  catheter  must  never  be  wrenched  or 
“jammed”  into  place. 

4.  The  catheter  must  never  be  yanked  off  from  the 
needle  should  they  catch  or  “snag”  on  one  another. 
They  must  be  slowly  removed  together  as  a unit,  with 
one  motion,  and  in  the  same  axis.  The  extracted  cath- 
eter should  be  remeasured  so  as  not  to  overlook  any 
piece  of  it  lost  in  the  body. 

Precautions  against  air  embolism.  Although 
infrequent,  air  embolism  is  one  of  the  most  dreaded 
complications  of  SVC.  It  can  occur  during  cathe- 
terization or  following  any  of  a number  of  incidents 
thereafter. 

It  must  always  be  remembered  that  negative 
pressure  normally  exists  in  the  subclavian  and  com- 
panion veins  beyond  it.  Inasmuch  as  the  middle 
aponeurosis  of  the  neck  and  t horacic  inlet  keeps  the 
subclavian  tented,  the  vein  withstands  atmospheric 
pressure  and  remains  patent  throughout  the  respi- 
ratory cycle.  While  inhaling  and  exhaling  have  no 
bearing  on  the  caliber  of  the  vein,  they  do  influence 
the  relative  negativity  of  pressure  within  it,  and  this 
must  be  borne  in  mind  when  performing  SVC. 

Negative  central  venous  pressure  is  intensified  by 
hypovolemia,  tachypnea,  tachycardia,  dehydration, 
coughing,  and  mechanical  ventilation.  To  help  ward 
off  air  embolism  during  needle  and  catheter  inser- 
tion, particularly  when  such  situations  exist,  at- 
tempts can  he  made  to  create  positive  venous  pres- 
sure by:  (1)  tilting  down  the  head  and  thorax;  (2) 
raising  the  opposite  shoulder  15  to  30  degrees;  (3) 
pressing  on  the  epigastrium;  (4)  temporarily  halting 
a mechanical  ventilator;  and  (5)  having  the  patient, 
if  capable,  hold  the  breath  after  peak  exhalation  or 
perform  the  Valsalva  maneuver.18 

This  last  item  is  especially  important  because  none 
of  the  other  maneuvers  alone  can  be  relied  on  for 
stopping  air  from  being  sucked  into  the  central  ve- 
nous system  when  strongly  negative  inspiratory  in- 
trapleural pressure  is  operative.19 

During  and  after  catheterization,  every  effort  must 
he  expended  not  to  leave  exposed  to  the  atmosphere 
any  contrivance  communicating  with  the  interior  of 
the  phlebostomy: 

1 .  An  airtight  syringe  filled  with  heparin-saline  is 


locked  onto  the  cannula  while  it  is  inserted. 

2.  The  needle  hub  is  momentarily  covered  with  a 
finger  after  detachment  of  the  syringe. 

3.  The  needle  through  which  the  catheter  is  insin- 
uated accommodates  it  snugly. 

4.  Iodophor  ointment  is  smeared  around  the 
catheter  at  its  cutaneous  entrance  site. 

5.  The  catheter  is  immobilized  securely  at  the 
skin. 

6.  No  superfluous  connectors  are  permitted  in  the 
extravasal  assembly. 

7.  All  junctions  to  infusion  and/or  manometric 
apparatus  are  mated  exactly  and  sealed  hermetically. 

8.  Infusion  bottles  are  never  allowed  to  empty.  A 
simple  way  of  avoiding  this  incident  is  to  interpose  a 
reservoir  piggyback,  or  in  tandem,  with  the  primary 
infusion  bottle. 

9.  A redundant  loop  of  infusion  tubing  is  con- 
stantly maintained  below  heart  level,  at  a distance  suf- 
ficient to  counter  gravity. 

10.  If  sampling  of  mixed  venous  blood  is  required, 
it  is  done  through  the  sidearm  of  a manifold  stopcock 
near  the  skin  insertion  site  rather  than  from  the  main 
line. 

11.  At  dressing  changes  the  catheter  is  inspected 
carefully  for  cracks  in  the  plastic. 

12.  When  the  catheter  is  removed  after  having  lain 
in  the  vein  more  than  a couple  of  days,  the  gaping  skin 
entrance  site  is  coated  with  vaselinized  gauze. 

Sad  to  say,  even  the  best  preventive  planning  is 
impotent  in  forestalling  an  occasional  fatality  from 
air  embolism  when  a catheter  is  accidentally  exteri- 
orized or  disconnected  through  carelessness  or  by  a 
disoriented  patient. 

Percutaneous  infraclavicular  approach.  For 

the  percutaneous  infraclavicular  approach  the  op- 
erator stands  in  front  and  on  the  side  of  the  ipsilateral 
clavicle.  Any  of  the  following  landmarks  may  be 
suitably  selected  for  targeting  the  cannula:  (1)  the 
upper  edge  of  the  sternoclavicular  joint,  (2)  the  ad- 
joining concavity  of  the  suprasternal  notch,  (3)  the 
anterior  scalene  tubercle,  (4)  the  center  of  the  cricoid 
cartilage,  or  (5)  the  groove  between  the  sternal  and 
clavicular  heads  of  the  sternocleidomastoid  as  they 
interdigitate  on  the  clavicle.  The  chosen  target  is 
dotted  with  marking  ink. 

A skin  wheal  is  made  with  local  anesthetic  under 
the  inferior  border  of  the  clavicle,  that  is,  between  its 
inner  and  middle  thirds  on  the  right  and  between  its 
inner  and  second  quarters  on  the  left,  and  lanced  with 
a triangular  scalpel  blade.  The  needle,  mounted  on 
a fluid-containing  syringe  and  with  bevel  facing 
downward,  is  passed  through  the  skin  nick  and 
gradually  advanced  by  aiming  it  at  the  ink  dot.  The 
projection  is  slightly  upward,  backward,  and  inward, 
at  an  angle  of  approximately  15  degrees  in  all  planes, 
to  follow  the  incline  of  the  vein  without  impaling 
important  structures  behind  or  below  the  vein. 

The  needle  is  burrowed  straight  through,  while  a 
gentle  tug  is  exerted  on  the  syringe  plunger  to 
maintain  suction.  The  needle  is  advanced  only 
during  transient  intervals  when  the  patient  is 
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breath-holding  at  end-expiration.  Slight  resistance 
is  offered  hy  the  middle  aponeurosis  of  cervical  fascia 
circumscribing  the  vein,  the  sensation  being  akin  to 
piercing  the  dura  mater.  Then  there  is  a “give”  as 
the  lumen  of  the  vein  is  entered,  after  which  dark 
blood  wells  into  the  syringe. 

The  hilt  of  the  needle  is  grasped  and  steadied  with 
a clamp  as  the  syringe  is  disengaged.  Blood  should 
continue  to  surge,  not  spurt,  through  the  needle,  the 
base  of  which  is  next  briefly  capped  with  a finger  or 
tap.  The  catheter  is  threaded  cautiously  through  the 
needle  up  to  the  calibration  mark  used  to  designate 
the  previously  estimated  distance  to  the  superior 
vena  cava.  Except  perhaps  for  the  trivial  obstacle 
when  it  collides  against  the  pair  of  subclavian  valves, 
the  catheter  should  meet  no  hindrance  to  its  passage. 
The  downward  obliquity  of  the  needle  bevel  aligns 
the  distal  end  of  the  catheter  with  the  cava  so  that  it 
bows  toward  the  anterior  wall  of  the  subclavian  in- 
stead of  winding  craniad  to  the  orifice  of  some  other 
vein.  Turning  the  patient’s  face  ipsilateral  just  be- 
fore insertion  of  the  catheter  also  helps  reduce  the 
possibility  of  misdirecting  the  catheter  into  cervical 
veins. 

The  syringe  is  reattached  to  the  Hared  end  of  the 
catheter,  through  which  venous  blood  rushes  unin- 
terrupted. While  the  catheter  is  held  stationary  over 
the  skin,  the  needle  is  gingerly  slipped  away  from  it 
and  latched  elsewhere  on  the  catheter  by  means  of 
a special  hinged  guard  or  by  tying  both  to  a wooden 
tongue  depressor.  Additionally,  a sliver  of  tape  may 
be  insinuated  between  the  sharp  end  of  the  needle 
and  the  wall  of  the  catheter. 

The  catheter  is  anchored  to  the  skin  by  three-point 
fixation  with  nonabsorbable  suture.  Since  stitches 
may  warp  or  break  plastic,  strips  of  sterile  paper 
adhesive  tape  are  wrapped  around  the  sections  of 
catheter  which  will  be  tied.  Iodophor  ointment  is 
daubed  on  the  skin  puncture  site. 

Again  a check  is  made  that  blood  can  be  aspirated 
and  reinjected  without  force.  The  syringe  is  taken 
off,  and  the  catheter  flange  is  coupled  to  a three-way 
stopcock.  The  extracorporeal  portion  of  the  catheter 
is  folded  into  smooth  coils  and  fastened  firmly  to  the 
benzoin -sprayed  skin  with  waterproof  adhesive  tape. 
A bulky  occlusive  dressing  is  applied. 

The  stopcock  is  united  to  infusion  and/or  ma- 
nometer adapters,  the  tubing  from  which  is  affixed 
to  the  skin  over  the  breast  with  chevrons  of  adhesive 
tape  to  prevent  drag.  The  tubing  is  not  strapped  to 
the  shoulder  because  its  movements  might  be 
transmitted  to  the  catheter. 

The  patient’s  position  is  gradually  reversed  from 
semi-Trendelenburg  to  semi-Fowler.  The  thorax  is 
auscultated.  Manometric  oscillations  are  observed. 
A portable  chest  x-ray  film  study  is  made. 

Percutaneous  supraclavicular  approach.  The 
operator  sits  at  the  head  of  the  bed  facing  the  top  of 
the  clavicle  next  to  the  round  of  the  shoulder  for  the 
percutaneous  supraclavicular  approach.  If  veni- 
puncture has  to  be  done  from  the  front,  it  may  be  less 


awkward  for  a right-handed  operator  to  tackle  the 
left  vein,  and  vice  versa. 

An  ink  dot  is  placed  over  the  sternoclavicular  joint. 
Alternatively,  the  first  rib  is  traced  to  the  roll  of  the 
insertion  of  the  anterior  scalene  onto  the  rib  and  the 
dot  marked  1 to  2 cm.  lateral  to  the  anterior  scalene 
tubercle. 

A skin  nick  is  made  above  the  clavicle  at  the  lateral 
edge  of  the  calvicular  insertion  of  the  sternocleido- 
mastoid. This  “clavisternomastoid  angle”  can  be 
identified  when  the  muscle  is  tensed  by  flexing  the 
neck  against  the  opposition  of  a hand  on  the  fore- 
head.-0 22 

The  needle  is  advanced  inferomedially  at  45  de- 
grees to  the  sagittal  and  transverse  planes  and  15 
degrees  forward  of  the  coronal  plane,  aiming  at  the 
ink  dot.  After  the  vein  is  entered,  the  needle  is 
lowered  slightly  toward  the  shoulder  to  advance  it  a 
little  more  in  keeping  with  the  longitudinal  axis  of  the 
vein. 

The  procedure  is  continued  in  exactly  the  same 
manner  as  the  infraclavicular  technique. 

A tendency  to  thrust  the  needle  too  far  in  is  the 
dominant  pitfall  of  this  approach. 

Direct  exposure  by  cutdown.  The  vein  can  be 
exposed  through  either  infraclavicular  or  supracla- 
vicular incisions.18,23  There  are  more  intervening 
tissues  below  than  above.  The  skin  incision  is  par- 
allel to  the  medial  half  of  the  clavicle,  a couple  of 
centimeters  from  either  top  or  bottom  edge.  From 
below,  the  vein  is  traced  in  the  angle  between  the 
clavicle  and  first  rib;  from  above,  at  the  insertion  of 
the  anterior  scalene  on  the  first  rib. 

The  catheter  is  introduced  through:  (1)  direct 
needle  puncture;  (2)  a sizable  tributary;  or  (3)  stab 
venotomy  within  a purse-string  suture. 

A catheter  inserted  by  cutdown  should  be  exited 
via  a separate  subcutaneous  tunnel  rather  than 
through  the  main  incision. 

Technical  modification.  A variation  of  the 
methods  just  described  has  been  advocated  to  ensure 
that  the  catheter  terminus  does  indeed  come  to  rest 
in  the  superior  cava.24  In  essence,  it  consists  of 
cannulation  a la  Seldinger. 

After  insertion  of  the  cannula,  the  “floppy”  end  of 
a guide  wire  is  passed  through  it  up  to  the  previously 
measured  distance.  Then,  enough  length  of  catheter 
is  piloted  over  the  mandrel  to  equal  that  inside  the 
body.  The  stylet  is  withdrawn,  and  the  steps  which 
follow  are  as  already  mentioned. 

This  modification  is  credited  with  permitting:  (1) 
the  needle  to  be  jettisoned  completely  once  veni- 
puncture is  achieved,  thereby  avoiding  further  con- 
tact between  it  and  the  catheter;  (2)  the  use  of  a 
catheter  whose  caliber  more  closely  matches  the 
cannula  hole  inevitably  created  in  the  skin  and  sub- 
clavian, and  so  circumvent  ingress  of  air  or  seepage 
of  blood;  (3)  better  control  of  where  the  catheter  tip 
is  going,  especially  when  fluoroscopy  is  used,  without 
worry  of  its  sticking  at  corners  or  ending  up  at  the 
wrong  veins;  and  (4)  the  possibility  of  tunneling  the 
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extracorporeal  portion  of  the  catheter  under  a pro- 
tective bridge  of  skin,  to  furnish  a “biologic  dressing” 
resistant  to  infection  and  eliminate  buckling  of  the 
tube  at  the  cutaneous  exit  site.25,26 

The  same  modality  is  claimed  to  facilitate  catheter 
replacement  without  the  necessity  for  reneedling.27 
Statistics  are  lacking,  though,  about  the  incidence 
rates  of  sepsis,  thrombosis,  and  other  deleterious 
effects  which  may  be  associated  with  it  in  this  con- 
text. 

767  Fifth  Avenue 
New  York,  N.Y.  10022 
(DR.  SCHECHTER) 
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Part  II  will  appear  in  the  April  issue  of  the  Journal. 
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Calcified  Thigh  Mass 


Case  history 

Beverly  A.  Spirt,  M.D.*:  A 77-year-old  woman 
noticed  an  enlarging  mass  in  her  left  thigh  approxi- 
mately three  months  prior  to  admission.  She  had  no 
fever  or  weight  loss,  but  did  experience  mild  weak- 
ness and  anorexia. 

On  physical  examination,  a firm,  nontender,  and 
nonmobile  soft-tissue  mass  was  present  in  the  upper 
portion  of  her  thigh.  No  peripheral  adenopathy  was 
present.  Laboratory  examination  showed  a he- 
matocrit of  42  and  a white  blood  count  of  9,100. 

Radiographs  of  the  femur  and  a computed  tomo- 
graphic scan  of  the  lower  abdomen  and  thighs  were 
obtained. 

Jerry  Brown,  M.D.+:  An  anteroposterior  ra- 
diograph of  the  left  femur  shows  a thickening  of  the 
femoral  cortex  beginning  just  distal  to  the  greater 
trochanter  and  extending  to  the  middiaphysis  (Fig. 
1).  There  is  marked  accentuation  of  the  trabecular 
pattern  of  the  proximal  femur.  The  medullary 
cavity  has  intermittent  areas  of  sclerosis  and  lucen- 
cy. 

In  the  region  of  the  lesser  trochanter,  there  is  cor- 
tical destruction,  with  a large  soft-tissue  mass  pro- 
truding from  the  bone.  Coarse  calcifications  are 
present  in  the  adjacent  soft  tissues.  The  fascial 
planes  are  displaced  away  from  the  femur. 

A CT  (computerized  tomographic)  image  of  the 
left  thigh  shows  marked  cortical  thickening  with  an 
increase  in  the  density  of  the  medullary  space  (Fig. 
2A).  There  is  an  irregularly  calcified  mass  extending 
medially  from  the  femur  and  invading  the  adductor 
muscles.  The  sartorius,  gracilis,  and  gluteus  maxi- 
mus  muscles  are  stretched  over  this  mass.  Fat 
planes  appear  to  be  intact. 

A CT  image  at  the  level  of  the  ischium  shows  the 
mass  extending  from  the  posteromedial  portion  of 
the  femur  to  involve  the  adductor  and  the  obturator 
extends  muscles  (Fig.  2B).  Posteriorly,  there  is 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy. 

f Instructor,  Department  of  Radiology. 


FIGURE  1 Anteroposterior  radiograph  of  left  proximal 
femur  shows  calcified  soft-tissue  mass  protruding  from  lesser 
trochanter.  Thickened  cortex  and  coarse  trabecular  pattern 
present. 

wasting  of  the  gluteus  maximus  muscle  on  the  left 
side.  A CT  image  at  the  level  of  the  sacroiliac  joints 
shows  severe  wasting  of  the  left  gluteus  maximus, 
medius,  and  minimus  muscles  (Fig.  2C). 
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FIGURE  2.  Computerized  tomographic  scans.  (A)  Proximal 
thighs  showing  abnormally  thick  left  femoral  cortex  and  dense 
medullary  cavity.  Large  soft-tissue  mass  (m)  with  calcium 
(arrows)  seen,  (rf  = rectus  femoris  muscle,  sa  = sartorius 
muscle;  g = gracilis  muscle;  and  GM  = gluteus  maximus 
muscle).  (B)  At  level  of  ischium  showing  mass  (m)  extending 
posteromedially  and  anteriorly  from  region  of  lesser  tro- 
chanter (GM  = gluteus  maximus  muscle).  (C)  At  level  of 
sacroiliac  joints  showing  marked  wasting  of  gluteus  maximus 
(GM)  and  gluteus  minimus  (gm)  muscles  on  left. 

The  bony  expansion,  trabecular  accentuation,  and 
mixed  sclerotic  and  lytic  areas  of  the  left  femur  are 
characteristic  of  Paget’s  disease.  When  associated 
with  a growing,  painful  mass,  sarcomatous  degener- 
ation is  suggested.  The  most  common  sarcoma 
would  be  osteogenic  sarcoma,  although  fibrosarcoma 
and,  less  likely,  chondrosarcoma  are  possible.  A 
metastatic  lesion  to  pagetoid  bone  should  be  included 
in  the  differential  diagnosis. 

Dr.  Brown's  disgnosis 

Paget's  disease  of  the  left  femur  with  sarcomatous 
degeneration,  most  likely  malignant  osteosarco- 
ma 

Dr.  Spirt:  A biopsy  was  obtained. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  We  received  several 
biopsy  specimens  comprising  irregular,  firm  frag- 
ments of  soft  tissue  from  the  mass  in  the  left  thigh. 
Microscopic  examination  of  this  tissue  revealed  a 
mixture  of  malignant  mesenchymal  tissue  including 
a great  deal  of  myxoid  and  cartilage  elements.  In 
addition,  there  were  many  highly  pleomorphic  cel- 
lular areas,  some  of  which  contained  foci  of  osteoid 
formation  (Fig.  3).  For  this  reason,  our  diagnosis  in 
this  case  was  osteosarcoma  of  the  chondroblastic 
variety.1  Biopsies  of  pathologic  fractures  in  patients 
who  have  Paget’s  disease  must  be  carefully  evaluated 
to  determine  whether  or  not  there  has  been  malig- 
nant transformation. 

Comment 

Dr.  Spirt:  The  incidence  of  primary  bone  sarco- 
ma decreases  after  the  age  of  60.2  In  contrast,  the 
incidence  of  sarcomatous  degeneration  occurring  in 

* Associate  Professor,  Department  of  Pathology. 


FIGURE  3.  High-power  photomicrograph  illustrating  focal 
pleomorphic  cellular  areas  with  area  of  osteoid  production 
in  center  (hematoxylin  and  eosin  stain,  original  magnification 
X 300). 

pagetoid  bone  increases  with  age  until  the  age  of  75, 
at  which  point  it  begins  to  level  off.2  This  parallels 
the  incidence  of  Paget’s  disease  up  to  the  age  of  75. 
The  actual  frequency  of  Paget’s  sarcoma  is  said  to 
range  from  0.9  percent  in  patients  with  minimal 
Paget’s  disease3  to  10  percent  in  patients  with  ad- 
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vanced  polyostotic  disease.4  The  femur  is  the  bone 
most  commonly  involved  with  Paget’s  sarcoma,4  al- 
though it  is  not  the  bone  most  commonly  involved 
with  uncomplicated  Paget's  disease.  The  humerus 
is  next  most  frequently  involved,  followed  by  pelvis, 
tibia,  skull,  and  facial  bones. 

The  type  of  sarcoma  occurring  in  Paget’s  disease 
is  osteosarcoma  in  over  50  percent  of  cases, 2-4-5  and 
fibrosarcoma  in  25  percent.2’5  Anaplastic  sarcoma, 
giant-cell  sarcoma,  reticulosarcoma,  and,  rarely, 
chondrosarcoma  comprise  the  remainder.2’4’5 
Metastatic  carcinoma  and  myeloma  have  also  been 
reported  in  association  with  Paget’s  disease.6  Ra- 
diographically, Paget’s  sarcoma  is  indistinguishable 
from  these  two  conditions  in  the  absence  of  calcifi- 
cation. 

Computerized  tomography  can  be  extremely 
helpful  in  evaluating  soft-tissue  masses  in  the  lower 
extremities.  Weinberger  and  Levinsohn7  reported 
four  cases  in  which  CT  was  used  to  provide  accurate 
preoperative  delineation  of  tumor  margins.  CT  can 
also  provide  valuable  information  about  the  intrinsic 
contents  of  a mass  lesion.  In  the  present  case,  CT 
was  used  to  demonstrate  the  margins  of  the  tumor 
and  its  relationship  to  the  adjacent  structures. 
Figure  2A  demonstrates  the  extent  to  which  the 
proximal  femur  was  involved.  The  relative  density 
or  attenuat  ion  coefficient  of  the  medullary  space  on 


Legalizing  of  heroin  for  pain 
opposed  in  AMA  Journal  report 

Opposition  to  legalizing  heroin  for  control  of  pain  is 
voiced  in  a report,  in  the  October  6 - Journal  of  the  American 
Medical  Association 

Classifying  the  illicit  narcotic  as  a substance  which 
physicians  could  prescribe  to  relieve  pain  would  not  help 
the  sufferers  and  would  greatly  increase  the  problem  of 
controlling  traffic  in  the  drug,  says  John  R.  Lewis,  Ph.D., 
a senior  scientist  in  the  AMA's  Department  of  Drugs. 

Heroin  has  no  advantage  over  morphine  in  controlling 
pain.  Dr.  Lewis  concludes  after  a review  of  scientific  studies 
on  the  subject. 

“Because  of  reports  that  many  cancer  patients  do  not 
obtain  adequate  pain  relief,  the  news  media  have  publi- 
cized a proposal  that  heroin  should  be  made  available  for 
these  patients. 

“This  proposal  is  based  on  the  belief  that  heroin  has 


the  normal,  right  side  was  -84,  which  is  the  attenu- 
ation coefficient  of  the  patient’s  normal  fat.  The 
attenuation  coefficient  for  the  medullary  space  on  the 
abnormal,  left  side  was  +85,  suggesting  tumor  in- 
volvement in  the  left  medullary  canal. 

Final  diagnosis 

Chondroblastic  osteosarcoma  arising  in  bone  with 
radiologic  evidence  of  Paget's  disease 
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certain  advantages  over  morphine  and  other  available 
strong  analgesics.  Its  proponents  claim  that  it  causes  more 
euphoria  and  less  sedation,  nausea,  and  constipation,  and 
enhances  the  appetite. 

“However,  none  of  the  supposed  benefits  have  been 
demonstrated  by  controlled  clinical  trial.” 

One  reason  many  patients  do  not  receive  optimum 
therapy  for  relief  of  pain  is  due  to  misprescribing  of  already 
available  pain  killers,  Dr.  Lewis  declares.  Physicians 
sometimes  underestimate  the  dosage  requirements  and 
overestimate  the  duration  of  the  action  of  the  narcotic,  he 
says. 

“Patient  care  could  be  improved  through  a greater  em- 
phasis on  the  education  of  physicians  in  the  treatment  of 
patients  with  chronic  pain  problems,”  he  concludes. 

Last  June,  the  AMA’s  House  of  Delegates  rejected  a 
proposal  to  endorse  legalizing  of  heroin  because  those 
voting  believed  that  there  should  be  more  investigational 
data  first. 
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Our  greatly  increased  understanding  of  the  re 

lationship  of  the  brain  and  the  hypophysis  is  one  of 
the  most  significant  advances  of  this  decade  for  both 
theoretic  and  therapeutic  endocrinology.  The  cleat 
demonstration  ol  the  hypophyseal  portal  system  by 
the  Coris  and  the  elucidation  of  the  hypothalamic 
factors  inhibiting  or  stimulating  pituitary  hormone 
release  and  production  have  laid  the  groundwork  for 
the  manipulation  of  the  pituitary  hormones  by  the 
blockade  or  augmentation  of  neurotransmission  in 
the  hypothalamus  All  types  of  neurotransmission 
have  been  implicated:  adrenergic,  involving  the 

hormone  norepinephrine;  cholinergic,  involving  the 
transmitting  ester  acetylcholine;  serotoninergic,  as- 
sociated with  serotonin;  dopaminergic,  associated 
with  dopamine.  GABAergic.  with  the  related  trans- 
mitter gamma-aminobutyric  acid;  and  histaminergic, 
involving  both  H!  and  H_<  receptors  and  the  trans- 
mitter histamine.  In  human  beings  this  work  is 
mostly  inferential;  it  involves  the  administration  of 
varying  blocking  agents,  such  as  cyproheptadine 
which  blocks  histamine  and  serotonin,  and  stimu- 
lating agents,  that  is.  bromocryptine  and  l-dopa, 
both  dopaminergic.  The  response  of  pituitary  hor 
mone  levels  in  the  peripheral  blood  have  then  been 
noted. 

Since  the  action  of  most  drugs  is  more  complicated 
and  diffuse  than  their  "action  label”  indicates,  the 
conclusions  derived  from  such  experiments  are 
ultimately  dependent  on  verification  by  the  dem- 
onstration in  the  pituitary  portal  system  of  altered 
levels  of  releasing  or  inhibiting  factors.  In  experi- 
mental animals  such  demonstrations  have  already 
taken  place  in  preparations  of  remarkable  delicacy 
and  ingenuity.  Yet,  the  many  varieties  of  hypothal- 
amic relationships,  both  internal  and  external,  and 
their  relationship  to  higher  brain  centers,  may  allow 
neurotransmitters  to  play  varying  roles  at  different 
brain  centers  and  at  the  hypothalamus,  depending 
on  the  initial  setting  and  status  of  a wide  variety  of 
neurons.  Many  details  of  hypothalamic  functional 
relationships  have  been  worked  out  in  remarkable 


preparations  of  the  isolated  hypothalamus  func- 
tionally maintained  in  vitro.  Even  though  theoretic- 
loopholes  remain  numerous,  the  practical  use  of  the 
concept  of  altering  hypothalamic  neutrotransmission 
to  influence  pituitary  function  has  already  been  ac- 
complished. 

Role  of  hypothalamic  factors 

Cushing's  syndrome.  In  Cushing’s  syndrome, 
now  thought  often  to  be  due  to  excessive  stimulation 
ol  pituitary  ACTH  (adrenocorticotropic  hormone) 
release  by  excessive  release  from  the  hypothalamus 
ol  CRF  (corticotropin  releasing  factor),  cyprohep- 
tadine or  antiserotonin,  inhibits  the  release  of  ACTH 
and  consequently  leads  to  control  of  Cushing’s  syn- 
drome by  reducing  the  secretion  of  cortisol.  Partial, 
but  sometimes  temporary  improvement  has  oc- 
culted In  addition  to  the  serotonin  stimulating 
pathway  tor  CRF  release,  an  apparent  inhibiting 
influence  of  dopamine  on  CRF  release  also  exists. 
Thus,  administration  of  L-dopa  or  bromocryptine  too 
causes  a reduction  of  CRF  release  and  thereby  ACTH 
release.  Definite  improvement  of  Cushing’s  syn- 
drome has  followed  the  use  of  bromocryptine. 

Acromegaly.  In  acromegaly  also,  the  importance 
of  hypothalamic  factors  has  been  expanded  recently. 
Somatostatin,  which  inhibits  the  release  of  growth 
hormone  from  the  pituitary,  was  originally  found  in 
the  hypothalamus  but  now  is  known  to  be  present  in 
many  other  locations  and  may  serve  a multitude  of 
functions.  Unfortunately,  its  half-life  is  very  short. 
The  multiplicity  of  its  sites  of  action  has  additionally 
prevented  its  therapeutic  use  in  acromegaly.  L- 
dopa.  which  ordinarily  stimulates  growth  hormone 
release,  has  a paradoxic  effect  in  acromegalic  pa- 
tients, leading  to  a reduction  of  growth  hormone. 
Side-effects  and  unreliability  have  limited  its  use 
therapeutically.  Bromocryptine,  which  acts  as  a 
dopamine  agonist,  has  been  used  with  a bit  more 
success  in  the  treatment  of  acromegaly. 

Amenorrhea.  A much  more  frequent  malady 
open  to  neurotransmitter  treatment  is  amenorrhea 
and  its  associated  infertility,  particularly  those  in- 
stances with  associated  galactorrhea.  If,  in  addition, 
the  serum  prolactin  levels  are  elevated,  the  response 
rate  to  bromocryptine  has  been  as  high  as  85  percent. 
L-dopa  is  also  effective,  but  is  less  desirable,  in  its 
benefit -risk  ratio.  Both  lower  the  prolactin  level, 
interrupt  galactorrhea,  induce  menstruation,  and 
permit  the  occurrence  of  pregnancy.  The  response 
rate  is  smaller  in  secondary  amenorrhea  without 
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hyperprolactinemia  or  galactorrhea,  a more  common 
occurrence;  yet  35  percent  still  is  quite  significant. 
The  extensive  trials  currently  underway  will  define 
and  refine  the  indications  to  allow  a more  selective 
utilization  of  this  remarkable  new  therapeutic  tool. 

Premenstrual  tension  syndrome.  If  the  safety 
of  bromocryptine  is  as  great  as  seems  likely  at 
present,  then  potentially  the  greatest  utilization  will 
occur  in  the  treatment  of  the  premenstrual  tension 
syndrome.  This  entity,  which  is  controversial,  dif- 
ficult to  define,  and  only  debatably  pathologic  is 
unquestionably  widespread  and  productive  of  vast 


History  of  recurrent  sore  throat 
as  an  indication  of  tonsillectomy 

A history  of  throat  infection  remains  the  indication  for 
tonsillectomy  most  commonly  given.  Recommending 
tonsillectomy  on  this  basis  makes  2 related  assumptions: 
( 1 ) that  in  a given  child  the  frequency  and  severity  of  throat 
infections  in  the  past  generally  will  he  predictive  of  their 
frequency  in  the  future,  and  (2)  that  when  morbidity  from 
throat  infections  seems  excessive,  the  efficacy  of  tonsil- 
lectomy will  outweigh  its  costs  and  risks.  Neither  of  t hese 
assumptions,  say  t he  authors,  has  been  adequately  tested. 
As  a part  of  a prospective  study  of  indications  for  tonsil- 
lectomy and  adenoidectomy,  65  children  were  closely  fol- 


difficulties in  interpersonal  relationships.  Prelim- 
inary studies  indicate  bromocryptine  has  a markedly 
favorable  effect.  If  confirmed,  bromocryptine  may 
become  widely  utilized. 

Summary 

Therapy  with  hypothalamic  neurotransmitter 
modulators  has  reached  clinical  utility.  Future  ex- 
tension of  this  knowledge  at  the  practical  level  seems 
assured. 

222  Front  Street 
Mineola,  New  York  11501 


lowed.  These  children  had  histories  of  recurrent  throat 
infections  that  seemed  impressive  (at  least  7 in  one  year, 
5 in  each  of  two  consecutive  years,  or  3 in  each  of  three 
consecutive  years)  but  lacked  documentation.  During  the 
first  year  of  observation,  only  1 1 children  (17  percent)  had 
t hroat  infections  with  clinical  features  and  frequency  of 
those  described  in  their  presenting  histories.  Of  the  other 
54  children,  43  (80  percent)  either  had  no  episodes  or  1 or 
2 episodes  or  1 or  2 observed  episodes  each,  most  of  which 
were  mild.  The  authors  concluded  that  undocumented 
histories  of  recurrent  throat  infection  do  not  validly  fore- 
cast subsequent  experience  and  are  not  an  adequate  basis 
for  subjecting  children  to  tonsillectomy.  Paradise,  J.  L., 
et  al.:  New  England  -I.  Med.  298:  410  (Feb  23)  1978. 
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Foodborne  Infections 

Extensive , underestimated , poorly 
reported  pub  lie  health  problem 

It  has  been  estimated  that  food  poisoning  ranks 
second  only  to  the  common  cold  as  the  most  frequent 
cause  of  short-term  illness  in  this  country.  However, 
its  short  duration  and  mild  symptoms  in  the  majority 
of  cases,  coupled  with  extremely  poor  reporting,  have 
hampered  the  implementation  of  intensive  food 
protection  programs. 

During  1976,  468  outbreaks  of  foodborne  diseases, 
involving  12,463  persons,  were  reported  to  the  Center 
for  Disease  Control  in  Atlanta,  Georgia.  The  out- 
breaks were  attributed  to:  food  contamination  by 
bacteria,  especially  the  various  species  of  Salmonella, 
Clostridium  perfringens,  and  Shigella,  or  by  bac- 
terial toxins,  especially  those  of  Staphylococcus 
aureus  and  Clostridium  botulinum;  chemical  toxins, 
such  as  heavy  metals,  ciguatera,  and  other  fish  poi- 
soning; and  viral  and  parasitic  infections.  The  first 
documented  foodborne  outbreaks  of  Yersinia  en- 
terocolitica,  involving  286  cases,  and  picornavirus 
Echo,  tvpe  4,  involving  80  cases,  were  reported  in 
1976. 

Among  all  cases  of  food  poisoning  with  known 
cause,  bacterial  contaminants  are  by  far  the  most 
important  etiologic  agents,  being  responsible  for  91 
percent  of  all  instances. 

During  1976,  96  foodborne  outbreaks,  involving 
1,069  persons,  were  reported  to  the  Suffolk  County 
Department  of  Health  Services,  New  York.  It  is 
realized  that  these  figures,  whether  at  the  county  or 
national  level,  do  not  represent  the  actual  incidence 
of  foodborne  illness. 

The  present  report  describes  the  circumstances 
and  events  surrounding  an  extensive  C.  perfringens 
outbreak  in  a large  catering  establishment  in  Suffolk 
County  during  the  spring  of  1978. 

Case  history 

On  April  25,  1978,  the  Suffolk  County  Department 
of  Health  Services  received  a complaint  from  a family 
with  suspected  foodborne  illness  after  attending  a 


TABLE  I.  Laboratory  findings  in  leftover  foods 


Sample* 

Plate  Count 
per  Gram 

Con- 
forms 
per  Gram 

perfringens 
per  Gram 

Pepper  steak  (tray) 

44,000 

1,500 

1,200 

Pepper  steak  (pot 
in  kitchen) 

15,000 

<3 

400 

Potato  salad 

1 ,600 

<3 

<100 

Chicken 

1 ,200 

<3 

100 

Prime  ribs 

6,(500 

<3 

<100 

Cheese  ravioli 

2,600,000 

2,900 

1,600 

* The  sample*  examined  did  not  reveal  the  presence  of  Escherichia  coli, 
Shigellae,  Salmoncllat  or  .S'  aureus  Stool  samples  collected  from  three 
chefs  and  the  water  samples  did  not  reveal  any  significant  findings. 


wedding  reception  on  April  23  in  a large  catering  es- 
tablishment in  western  Suffolk  County. 

Investigation  of  the  complaint  revealed  that  on 
April  23,  five  functions,  involving  748  persons,  were 
held  at  the  establishment.  Of  the  guest  lists  which 
were  made  available  to  the  department,  82  partici- 
pants were  interviewed.  Of  these,  33,  or  40  percent, 
indicated  that  they  had  experienced  nausea,  diar- 
rhea, cramps,  a few  had  vomiting,  while  none  com- 
plained of  fever.  The  symptoms  occurred  approxi- 
mately 12  hours  after  the  meals. 

It  is  of  interest  to  note  that  the  attack  rate  among 
guests  of  the  party  which  was  held  at  12:00  noon  on 
April  23  was  22  percent  as  compared  with  41  percent 
among  those  attending  the  first  wedding  party  held 
after  6:00  P.M. 

A comparison  of  the  attack  rates  among  those  who 
ate  particular  food  items  and  those  who  did  not 
pointed  to  pepper  steak,  meatballs,  and  deviled  eggs 
as  suspect  foods. 

Results  of  laboratory  examination  of  the  leftover 
food  is  shown  in  Table  I. 

Inspection  of  the  premises  revealed  the  presence 
of  a few  violations  of  the  sanitary  code,  none  of  which 
seemed  to  be  responsible  for  the  outbreak.  In  view 
of  the  extent  of  the  operation  of  this  establishment, 
a sanitarian  was  assigned  to  inspect  and  observe  the 
food  handling  practices  under  normal  operating 
conditions  during  the  following  weekend. 

Although  the  establishment  seemed  to  be  in 
compliance  with  most  of  the  sanitary  code  regula- 
tions, this  onsite  inspection  revealed  several  unsan- 
itary food  handling  practices,  the  most  important  of 
which  was  the  preparation  of  food  three  or  four  hours 
before  the  functions  and  storing  it  at  room  temper- 
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ature  until  served.  The  management  of  the  estab- 
lishment was  informed  of  the  existing  deficiencies  in 
the  food  handling  practices,  and  a program  for  cor- 
rective action  was  recommended. 

The  epidemiologic  and  circumstantial  evidence 
indicated  that  this  outbreak  of  gastroenteritis  re- 
sulted from  the  consumption  of  food  at  the  catering 
establishment  on  April  23,  1978.  Should  the  attack 
rate  among  the  sample  interviewed  hold  true  for  all 
five  functions,  one  could  estimate  that  about  300 
persons  were  afflicted. 

The  nature  of  the  symptoms,  the  length  of  the  in- 
cubation period,  the  type  of  food  consumed,  and  the 
operational  deficiencies  observed  all  point  to  C. 
perfingens  as  the  most  probable  pathogen  with 
pepper  steak  as  the  most  suspect  food.  This  is  fur- 
ther supported  by  the  finding  of  C.  perfringens,  al- 
beit in  low  concentrations,  in  the  suspect  foods.  It 


Small  rural  hospitals  found  safe  and  less  costly 
in  delivering  babies 

Small  rural  hospitals  can  do  a first  rate  job  of  delivering 
babies  safely,  and  at  less  cost  than  the  big  city  hospitals, 
research  reports  in  the  November  3 Journal  of  the  Amer- 
ican Medical  Association  indicate. 

Federal  health  planners  recently  declared  that  hospitals 
delivering  less  than  500  infants  a year  were  lacking  in 
quality  and  efficiency  and  probably  should  not  be  allowed 
to  handle  deliveries. 

Herman  A.  Hein,  M.D.,  of  the  University  of  Iowa  Hos- 
pitals and  Clinics,  Iowa  City,  made  a detailed  study  of  the 
actual  results  of  care  in  his  state  in  all  hospitals,  rural  and 
urban. 

Because  high  risk  expectant  mothers  are  screened  out 
in  advance  and  sent  to  specialized  urban  centers,  the  small 
rural  hospitals  actually  have  a much  lower  neonatal  death 
rate  than  do  their  big  city  counterparts,  Dr.  Hein  found. 
And  the  average  base  charges  for  obstetric  services  are 
lower  in  the  small  town  hospitals  than  in  the  cities. 

“The  future  of  small  community  hospitals  should  be 
determined  on  the  basis  of  available  data  rather  than  on 
speculation,”  Dr.  Hein  declares. 

“We  believe  that  medical  services  should  he  provided 
as  close  to  the  patient’s  home  as  possible  if  the  quality  of 
care  is  not  compromised  and  the  services  can  be  offered  at 
reasonable  cost.  If  Federal  health  planners  would  support 
the  development  of  regional  systems  of  perinatal  care  and 
education,  the  cost  of  obstetric  services  is  likely  to  be  better 
contained  than  by  requiring  large-scale  consolidation. 
Time  and  distance  factors  imposed  by  consolidation  of 
services  would  substantially  alter  the  accessibility  of  ma- 
ternity services  for  pregnant  women.” 

In  Iowa,  Dr.  Hein  reports,  care  is  provided  for  some 
42,000  maternity  patients  per  year  in  135  hospitals,  82 
percent  of  which  deliver  fewer  than  500  babies  per  year. 
Some  42.5  percent  of  all  births  in  Iowa  occurred  in  the  small 


is  a well-known  fact  that  C.  perfringens  dies  off 
under  aerobic  conditions  or  if  subjected  to  unfavor- 
able physical  and  chemical  agents.  Any  adverse 
conditions  surrounding  the  leftover  foods  might  have 
resulted  in  the  low  counts  encountered  in  the  samples 
examined. 

Comment 

This  food  poisoning  outbreak  was  brought  to  the 
attention  of  the  health  department  only  because  of 
a family’s  complaint.  It  illustrates  the  poor  reporting 
mechanism,  the  extent  of  the  problem,  and  the  im- 
portance of  food  handling  practices  in  large  catering 
establishments  in  the  occurrence  of  foodborne  in- 
fections. 

H.  Lee  Dennison  Executive  Office  Building 
Veterans  Memorial  Highway 
Hauppauge,  New  York  11787 


hospitals.  The  most  recent  neonatal  mortality  in  these 
hospitals  is  considerably  less  than  the  statewide  rate  of  nine 
deaths  per  1,000  births,  and  has  been  as  low  as  six  per  1,000 
births  in  the  smallest  hospitals  for  the  past  two  years,  he 
writes. 

Most  deliveries  in  small  hospitals  are  attended  by  family 
practitioners,  rather  than  specialists  in  obstetrics.  Vir- 
tually all  of  the  specialists  practice  in  communities  of 
25,000  people  or  more.  But  most  of  the  deliveries  in  the 
small  hospitals  are  in  communities  of  less  than  25,000. 

The  success  of  the  Iowa  program  is  no  secret.  Beginning 
some  years  ago  Iowa  hospitals  and  physicians  formed  a 
regional  perinatal  program  which  has  emphasized 
screening  and  early  referral  of  high-risk  patients.  The 
majority  of  the  high-risk  patients  are  delivered  in  the  larger 
maternity  services,  where  perinatal  care  centers  have  been 
established.  Thus  the  larger  services  have  a higher  death 
rate,  because  they  are  handling  most  of  the  difficult  de- 
liveries. 

Average  delivery  room  charges  for  the  Iowa  hospitals 
increased  steadily  with  increase  in  size  of  the  hospital,  from 
$57.19  for  those  under  100  beds  to  $158.57  for  those  of  1,000 
or  more  beds.  Average  charge  per  day  for  the  hospital 
room  and  the  nursery  followed  a similar  scale,  from  $94.74 
up  to  $144. 

In  an  accompanying  editorial,  Howard  G.  McQuarrie, 
M.D.,  Salt  Lake  City,  chairman  of  the  AMA’s  Committee 
on  Maternal  and  Child  Care,  says: 

“A  voluntary,  resilient  and  adaptive  system,  using  the 
best  of  centralized  technology  for  those  mothers  and  in- 
fants in  need,  but  retaining  the  advantages  of  economy, 
humanism,  and  warmth  of  a positively  motivated  small 
hospital,  is  a refreshing  and  realistic  regional  planning 
approach  to  perinatal  care. 

“'This  may  also  reflect  a pendulum  swing  from  central- 
ization, and  technological  adoration  toward  diversification, 
generalism,  and  concern  for  the  individual  human  values, 
regardless  of  where  the  patient  receives  medical  care,  so 
long  as  elements  of  safety  are  stressed  objectively.” 


360  New  York  State  Journal  of  Medicine/March  1979 


Montefiore  Hospital  and  Medical  Center 
The  Bronx,  New  York 


Electrocardiograms 
of  the  Month 


Editors 

IRA  L.  RUBIN,  M.D. 

Head,  Department  of  Electrocardiography 
JULIAN  FRIEDEN,  M.D. 

Associate  Head,  Department  of  Electrocardiography 


QUESTION  263.  The  patient  was  a 70-year-old  man  with  recent  onset  of  fainting  spells.  He  was  taking  no  cardiac  drugs. 
Monitor  tracings;  the  top  lead  was  obtained  a few  minutes  before  the  bottom  lead.  What  is  the  interpretation? 


QUESTION  264.  The  patient  was  an  82-year-old  male  in  severe  congestive  heart  failure.  He  was  receiving  furosemide, 
triamterene,  and  supplemental  potassium  chloride.  The  left  tracings  were  taken  on  admission,  the  right  several  hours 
later.  What  is  the  diagnosis? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  263.  In  the  top  strip,  the  ventricular 
rate  is  regular  at  a rate  of  33  beats  per  minute.  The 
QRS  is  wide  at  0.14  second  and  has  an  rSR'  configu- 
ration. Each  QRS  is  preceded  by  a P wave  with  a 
P-R  interval  of  0.28  second.  Another  negative  wave 
follows  the  T wave.  This  negative  wave  resembles 
the  clearly  identifiable  P waves  and  is  equidistant 
between  them.  It  is  another  P wave.  The  patient 
has  regular  sinus  rhythm  with  2:1  atrioventricular 
block  and  a broad  QRS. 

The  bottom  strip  reveals  P waves  at  approximately 
the  same  rate  as  the  top  strip.  However,  there  is  no 
fixed  P-R  interval.  The  ventricular  rate  is  32  beats 
per  minute.  The  ventricular  complexes  are  0.16 
second,  have  a QS  configuration,  and  are  followed  by 
an  elevated  S-T  segment.  The  patient  is  now  in 
complete  heart  block  with  an  idioventricular 
rhythm. 

Patients  in  fixed  2:1  block  with  wide  QRS  com- 


plexes have  Mobitz  2 block.  Such  patients  are 
subject  to  complete  heart  block  as  in  this  case. 
Prophylactic  insertion  of  a pacemaker  is  indicated 
even  in  the  absence  of  episodes  of  complete  heart 
block. 

Question  264.  In  the  left  tracings  the  ventricular 
rate  is  88  beats  per  minute.  Atrial  activity  is  not 
seen.  The  QRS  complexes  are  widened  to  approxi- 
mately 0.24  second.  The  T waves  are  tall  and 
peaked.  In  V2  to  V6  the  S wave  rises  in  an  almost 
straight  line  to  the  peak  of  the  T wave.  The  sinus 
node  discharges  regularly,  but  the  atria  are  not  de- 
polarized; hence  the  absence  of  P waves.  The  im- 
pulse is  carried  over  specialized  atrial  fibers  to  reach 
and  depolarize  the  atrioventricular  node.  The 
rhythm  is  called  sinoventricular.  These  findings  are 
diagnostic  of  severe  hyperkalemia.  The  patient’s 
potassium  was  8.4  mEq.  per  liter  and  the  sodium  126 
mEq.  per  liter. 

The  right  tracings  were  taken  after  treatment  with 
sodium  bicarbonate.  The  QRS  is  not  as  wide,  now 
measuring  0.13  second.  The  T waves  are  peaked  in 
leads  V2  to  V4.  Atrial  activity  is  not  clearly  identi- 
fied. These  tracings  are  still  typical  of  hyperkalemia, 
but  of  a lesser  degree  than  the  left  tracings.  The 
patient’s  potassium  was  6.8  mEq.  per  liter. 


Transmission  of  non-A,  non-B  hepatitis 
from  man  to  chimpanzee 

Non-A,  non-B  hepatitis  (for  which  no  agent  has  yet  been 
identified)  was  transmitted  to  4 colony-born  chimpanzees 
with  human  sera  inoculated  intravenously.  Two  animals 
were  inoculated  with  serum  from  a patient  with  clinical  and 
serological  diagnosis  of  chronic  non-A,  non-B  hepatitis 
whose  blood  appeared  to  transmit  the  disease  to  a nurse 
following  an  accidental  needlepriek.  The  other  2 chim- 
panzees were  inoculated  with  serum  from  eithecof  2 former 
blood  donors  whose  HlkAg-negative  blood  appeared  to 
transmit  a clinically  recognizable  hepatitis,  and  who  were 
f ound  to  have  raised  serum -aminotransferase  levels  a year 
and  a half  to  five  years  later.  Serum-aminotransferase 


levels  rose  in  all  4 chimpanzees  beginning  two  to  four  weeks 
after  inoculation.  Peak  alanine-aminotransferase  values 
were  210  to  328  I.U./L.  Evidence  of  hepatitis  was  present 
in  liver  biopsy  specimens  from  all  4 chimpanzees,  beginning 
eight  to  ten  weeks  after  inoculation.  None  showed  sero- 
logic evidence  of  infection  with  A or  B virus,  cytomegalo- 
virus, or  Epstein-Barr  virus.  The  authors  go  into  consid- 
erable detail  on  sources  of  inoculated  material,  identifi- 
cation of  experimental  animals,  and  testing  of  serum 
specimens  after  inoculation.  Liver  biopsy  specimens  were 
taken  weekly  with  the  animals  anesthetized  with  cyclo- 
hexylamine,  which  has  no  known  liver  toxicity.  The 
specimens  were  taken  with  a 14-gauge  needle  and  stained 
with  hematoxylin  and  eosin.  Tabor,  E.,  et  al.:  Lancet  1: 
463  (Mar.  4)  1978. 


362  New  York  State  Journal  of  Medicine/March  1979 


^■<2. 


OW 


„,eC°' 

^?S^1109 


(pcW 

contains  Aerosporin" 
(Fblymyxin  B Sulfate)  5.000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3 5 mg  neomycin 
base),  special  white  petrolatum  qs.  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa:  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia):  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis): traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection  Prophylactically.  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  bums,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
thedevelopmentofinfection  and  permit  wound  healing 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  bums,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching,  it  may  be  manifest  simply  as  failure 
to  heal  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept  PML. 
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Hepatic  coma,  secondary  to  acute  and  chronic  liver 
failure,  has  been  extensively  reviewed.1’2  Much  re- 
mains to  be  explained  concerning  the  pathogenesis 
of  this  form  of  encephalopathy.  Recently,  the  false 
neurotransmitter  theory  involving  biogenic  amines 
has  been  advanced  as  a possible  explanation.3-4 
Based  on  this,  L-dopa  has  been  proposed  as  a possi- 
ble therapeutic  agent. 

Case  report 

A 59-year-old  white  man  was  admitted  for  treat- 
ment of  decompensated  cirrhosis  of  the  liver.  He 
had  a 26-year  history  of  ethanol  abuse,  and  had  had 
a biopsy  that  proved  Laennec’s  cirrhosis.  His  ascites 
had  been  treated  in  the  past  with  diuretics  and  re- 
striction of  fluid  and  sodium.  One  and  one-half 
years  prior  to  this  admission,  he  was  noted  for  the 
first  time  to  have  encephalopathy  with  disorienta- 
tion, asterixis,  an  elevated  ammonia  level  (290  mg. 
per  deciliter),  and  abnormal  electroencephalogram 
findings  consistent  with  hepatic  encephalopathy. 
Treatment  with  neomycin,  cathartics,  and  protein 
restriction  of  40  Gm.  per  day  was  successful.  The 
patient  attempted  to  avoid  alcohol  over  the  next 
several  months,  but  une  month  prior  to  admission 
began  drinking  heavily.  He  also  failed  to  take 
medication,  and  was  admitted  with  complaints  of 
increasing  abdominal  girth,  ankle  swelling,  and 
malaise.  The  patient  had  no  history  of  any  other 
medical  problems. 

Physical  examination  revealed  an  oriented  patient. 
Vital  signs  were  normal.  Mild  jaundice,  scleral  ic- 
terus, bilateral  gynecomastia,  spider  angiomas,  and 
massive  pedal  and  scrotal  edema  were  noted,  as  well 
as  a slight  resting  tremor  without  asterixis.  Ab- 


dominal examination  revealed  a nonpalpable  liver 
whose  span  by  percussion  was  8 cm.,  a spleen  which 
was  barely  palpable  below  the  left  costal  margin, 
normoactive  bowel  sounds,  and  ascites.  No  ab- 
dominal tenderness  was  noted.  Rectal  examination 
was  unremarkable,  and  stool  smears  tested  out  within 
normal  limits.  Laboratory  data  included  a hema- 
tocrit of  35,  normal  serum  electrolytes,  prothrombin 
time  12.5  seconds  per  12.5  seconds;  alkaline  phos- 
phatase, 88  mU.  per  milliliter;  SGOT  (serum  glu- 
tamic oxaloacetic  transaminase)  101  mU.  per  milli- 
liter; bilirubin,  4.9  mg.  per  milliliter;  total  protein,  6.1 
Gm.  per  deciliter;  albumin,  2.6  Gm.  per  deciliter;  and 
arterial  blood  ammonia,  90  mg.  per  deciliter. 

Treatment  of  the  ascites  during  the  next  six  weeks 
with  spironolactone,  75  mg.  per  day,  and  restriction 
of  fluid,  sodium  (500  mg.  per  day),  and  protein  (40 
Gm.  per  day)  resulted  in  a 13-Kg.  weight  loss.  At 
this  time,  the  patient  became  increasingly  hostile  and 
confused.  Ataxia,  slurring  of  speech,  and  asterixis 
followed,  and  then  coma  with  decerebrate  rigidity. 
Findings  on  electroencephalogram  revealed  diffuse 
slowing  (delta  waves)  with  high-voltage  triphasic 
waves  most  prominent  in  the  occipitoparietal  portion 
of  the  tracing.  Echoencephalogram  and  lumbar 
puncture  findings  were  normal  except  for  a slight 
elevation  of  the  spinal  fluid  protein  to  54  mg.  per 
deciliter.  The  arterial  blood  ammonia  level  was  367 
mg.  per  deciliter.  A guaiac-positive  nasogastric  as- 
pirate was  obtained,  but  there  was  no  overt  bleeding. 
Serum  electrolytes  were  normal  except  for  a bicar- 
bonate of  19  mEq.  per  liter.  Liver  function  tests 
included  an  alkaline  phosphatase  of  90  mU.  per 
milliliter;  total  bilirubin  3.3  mg.  per  deciliter;  total 
protein,  6.2  Gm.  per  deciliter;  albumin,  2.5  Gm.  per 
deciliter;  and  SGOT,  103  mU.  per  milliliter.  Blood 
urea  nitrogen  and  creatinine  levels  were  normal. 
Arterial  blood  gases  revealed  a pH  of  7.53,  an  oxygen 
pressure  of  48  mm.  Hg,  and  a carbon  dioxide  pressure 
of  23  mm.  Hg.  Neomycin,  1 Gm.  every  four  hours, 
and  milk  of  magnesia  were  administered  by  naso- 
gastric tube  without  any  change  in  the  patient’s 
clinical  condition  during  the  next  three  days.  L- 
dopa,  2 Gm.  per  day,  was  then  added  to  the  regimen 
by  nasogastric  tube.  An  acute  arousal  response  was 
noted  one  hour  after  the  institution  of  L-dopa  ther- 
apy, but  the  patient  then  lapsed  back  into  coma. 
However,  loss  of  decerebrate  rigidity  ensued,  and 
within  48  hours,  fhe  patient  was  awake,  and  no 
physical  evidence  of  encephalopathy  remained.  An 
electroencephalogram  taken  at  24  hours  showed 
dramatic  improvement  with  a decrease  in  delta  ac- 
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tivity,  disappearance  of  triphasic  waves,  and  an  in- 
crease in  the  theta  activity  to  5 to  6 cycles  per  second. 
A subsequent  electroencephalogram  two  days  later 
showed  further  improvement,  with  an  increase  in  the 
theta  activity  to  7 to  8 cycles  per  second,  associated 
with  some  alpha  activity.  An  arterial  blood  ammonia 
level  at  this  time  was  190  mg.  per  deciliter. 

The  patient  continued  to  do  well  on  neomycin,  6 
Gm.  per  day,  and  L-dopa,  2 Gm.  per  day,  for  the  next 
four  weeks.  An  episode  of  orthostatic  hypotension 
thought  to  be  due  to  L-dopa  prompted  discontin- 
uation of  the  drug,  and  within  hours  the  patient  re- 
lapsed into  hepatic  coma  documented  again  by 
worsening  of  the  electroencephalogram  findings, 
showing  diffuse  slowing  with  high-voltage  triphasic 
waves  and  return  of  asterixis.  The  blood  arterial 
ammonia  level  was  170  mg.  per  deciliter.  L-dopa  was 
reinstituted  at  the  same  dose  as  before,  with  prompt 
reversal  of  these  findings  during  the  next  six  hours. 
No  evidence  of  gastrointestinal  hemorrhage,  infec- 
tion, constipation,  or  renal  failure  was  present.  The 
patient  was  not  receiving  diuretics  or  sedatives. 

L-dopa  was  discontinued  on  two  subsequent  oc- 
casions during  the  next  10  days  with  the  same  result, 
that  is,  the  development  of  hepatic  coma;  each  time 
the  patient  responded  to  reinstitution  of  treatment 
with  L-dopa.  Neomycin  appeared  to  be  of  little 
benefit,  and  was  discontinued.  L-dopa,  2 Gm.  per 
day,  was  continued  alone,  and  the  patient’s  mental 
status  remained  good.  After  two  weeks  of  good  re- 
sponse to  L-dopa  alone,  however,  once  more  the  pa- 
tient became  lethargic,  confused,  and  eventually 
comatose.  Immediate  therapy  with  neomycin,  saline 
enemas,  milk  of  magnesia,  and  increased  doses  of 
L-dopa,  up  to  6 Gm.,  failed  to  produce  a response. 
The  electroencephalogram  showed  diffuse  slowing 
with  high-voltage  triphasic  waves.  No  precipitating 
factor  could  be  found.  The  patient  died  within  six 
hours  after  onset  of  these  latter  findings.  Permission 
for  an  autopsy  was  not  granted. 

Comment 

The  use  of  L-dopa  in  the  treatment  of  hepatic 
coma  is  predicated  on  the  false  neurotransmitter 
theory.4  It  is  felt  that  false  neurotransmitters  are 
produced  in  the  gut  through  the  action  of  bacterial 
enzymes  on  protein.3-5  In  hepatic  failure,  instead 
of  being  cleared  by  the  liver,  these  substances  are 
thought  to  bypass  the  liver  and  accumulate  in  the 
central  nervous  system.  They  have  been  shown  not 
only  to  replace  the  true  neurotransmitters  in  the 
central  nervous  system,  but  also  to  discuss  their 
synthesis  by  competing  with  the  precursors  of  cate- 
cholamines.3 The  overall  effect  is  to  depress  central 
nervous  system  function,  resulting  in  asterixis  and 
coma.  To  further  substantiate  this,  increased  levels 
of  octopamine  hydrochloride,  a false  neuro- 
transmitter, and  decreased  catecholamine  levels  have 
been  shown  in  the  central  nervous  system  of  rats  with 


experimentally  induced  hepatic  coma,6  and  in  the 
plasma  and  urine  of  patients  with  hepatic  coma.7 

Proponents  of  this  theory  feel  that  L-dopa  should 
play  a unique  role  in  the  treatment  of  hepatic  coma. 
Since  L-dopa  is  a normal  precursor  for  the  true 
neurotransmitters,  norepinephrine  and  dopamine, 
and  is  able  to  penetrate  into  the  central  nervous 
system,  it  seems  reasonable  that  L-dopa’s  place  in 
hepatic  coma  is  to  replenish  the  diminished  stores  of 
dopamine  and  norepinephrine,  displacing  false 
neurotransmitters  and  thereby  restoring  normal 
function.  It  also  appears  that  L-dopa  causes  release 
of  false  neurotransmitters  from  synapses,3,6  and  has 
been  shown  to  increase  central  nervous  system  levels 
of  catecholamines,  while  decreasing  levels  of  false 
neurotransmitters.6 

To  date,  the  use  of  L-dopa  in  hepatic  coma  has 
been  limited.  For  the  most  part,  it  has  been  tried 
alone,  or  in  combination  with  neomycin,  in  patients 
who  have  become  resistant  to  conventional  modes  of 
therapy.  Three  factors  make  the  case  reported  here 
noteworthy:  (1)  an  acute  arousal  response  to  L-dopa 
with  apparent  failure  of  the  usual  neomycincathar- 
tics-protein  restriction  regimen,  (2)  a prolonged  re- 
sponse to  L-dopa  after  treatment  with  neomycin  had 
failed,  and  (3)  the  development  of  resistance  to 
treatment  with  L-dopa  after  previously  responding 
to  this  therapy  alone. 

The  constellation  of  findings  observed  in  our  pa- 
tient, as  far  as  we  can  ascertain,  has  not  been  previ- 
ously reported  in  the  same  individual.  The  case 
described  shows  a beneficial  effect  of  treatment  with 
L-dopa  in  both  the  acute  and  chronic  phases  of  he- 
patic encephalopathy.  The  effect,  however,  was  of 
limited  duration. 

Summary 

This  59-year-old  man  with  Laennec’s  cirrhosis  and 
hepatic  encephalopathy  resistant  to  conventional 
therapy  was  treated  with  L-dopa  with  dramatic  re- 
sults. These  included  an  acute  arousal  response,  loss 
of  decerebrate  rigidity,  and  improved  electroen- 
cephalogram findings.  A favorable  response  to 
maintenance  therapy  was  observed  during  seven 
weeks  of  L-dopa  treatment,  with  transient  relapses 
on  three  occasions  when  the  drug  was  temporarily 
discontinued.  Eventually  resistance  of  L-dopa  oc- 
curred and  death  ensued.  Previous  reports  con- 
cerning the  response  of  hepatic  encephalopathy  to 
L-dopa  have  dealt  either  with  the  acute  response  or 
with  maintenance  therapy.  This  case  demonstrates 
a remarkable  response  to  L-dopa  through  a contin- 
uum of  events  beginning  with  an  acute  arousal  re- 
sponse, followed  by  successful  maintenance  therapy, 
and  then  by  the  development  of  resistance. 

M.  G.  O’Neil  Ambulatory  Care  Center 
St.  Thomas  Hospital  Medical  Center 
444  N.  Main  Street,  Suite  308 
Akron,  Ohio  44310 
(DR.  LOIUDICE) 
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Federal  agencies  called 
threat  to  science  journals 

The  future  of  scientific  journals  is  being  seriously 
threatened  by  the  Federal  government  in  the  United 
States,  the  Journal  of  the  American  Medical  Association 
charges  in  an  editorial  in  the  January  5 issue. 

The  attack  on  the  journals — the  most  important  means 
of  communication  of  new  research  knowledge  among  sci- 
entists— has  been  launched  by  the  Internal  Revenue  Ser- 
vice, the  Interstate  Commerce  Commission,  and  the  U.S. 
Post  Office,  says  JAMA  Editor  William  R.  Barclay, 
M.D. 

The  IRS  already  has  told  the  publishers  of  90  percent 
of  the  chemistry  and  physics  journals  in  the  LJnited  States 
that  it  plans  to  revoke  their  tax-exempt  status  and  has 
notified  the  American  Chemical  Society  and  the  American 
Institute  of  Physics  that  they  are  no  longer  to  be  treated 
as  tax-exempt  organizations,  says  Dr.  Barclay.  The  IRS 
also  has  brought  action  against  the  American  Medical 
Association. 

The  Interstate  Commerce  Commission  is  studying  AMA 
publications,  “with  the  obvious  intent  of  penalizing  the 
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AMA  in  its  legitimate  and  valuable  role  of  disseminating 
scientific  information.”  The  postal  service  is  proposing 
a new  rate  structure  that  will  be  prohibitively  expensive 
for  many  scientific  societies  and  may  result  in  sharp  cur- 
tailment of  their  publications,  he  charges. 

In  addition  to  the  government’s  “destructive  activities,” 
journals  are  also  facing  uncontrolled  inflation  in  the  costs 
of  paper  and  printing. 

If  the  government  persists  in  its  attack  on  the  journals, 
it  actually  will  realize  very  little,  if  any,  money  from  the 
taxes  and  extra  postal  charges,  as  many  of  the  journals  will 
die  off,  and  will  be  curtailed,  Dr.  Barclay  says. 

“Respect  for  scientific  achievement  appears  to  be  waning 
in  this  country,  and  there  are  signs  of  antielitism  in  gov- 
ernment agencies,  indifference  to  science  in  the  executive 
branch  of  government,  and  hostility  among  some  members 
of  Congress.” 

Many  of  the  advantages  enjoyed  by  Americans  are  di- 
rectly attributable  to  scientific  research  and  development. 
If  scientific  journals  should  be  killed  off,  effective  com- 
munication between  scientists  will  be  jeopardized,  and 
scientific  development  will  suffer,  the  JAMA  editor  de- 
clares. 


366  New  York  State  Journal  of  Medicine/March  1979 


Pickwickian  Syndrome 


Combined  approach  to  effective 
management 

JOSEPHINE  M.  KERR,  M.D.a* 

Brooklyn,  New  York 

FRANCES  L.  GODWIN,  M.S.S.b 

Brooklyn,  New  York 

DANIEL  J.  TAY,  M.D.C 

Brooklyn,  New  York 

WALTER  R.  STANKEWICK,  M.D.d 

Brooklyn,  New  York 

From  the  Cumberland  Hospital  of  The  Brooklyn-Cumberland 
Medical  Center;  State  University  of  New  York  Downstate  Medical 
Center. 

a Director  of  Pediatrics;  Clinical  Assistant  Professor  of 
Pediatrics. 

b Supervisor  of  Social  Services. 
c Chief,  Section  of  Pediatric  Cardiology;  Instructor. 
d Pediatrician-in-Chief,  The  Brooklyn-Cumberland  Medical 
Center;  Clinical  Associate  Professor  of  Pediatrics. 


The  case  of  a patient  in  the  pediatric  age  group 
demonstrating  some  of  the  criteria  of  the  pickwickian 
syndrome  is  presented  to  illustrate  the  need  for  a 
coordinated  pediatric  and  social  service  effort  in  the 
successful  management  of  this  entity. 

The  first  description  of  the  cardiorespiratory 
syndrome  of  obesity  was  by  Kerr  and  Lagen  in  1936. 1 
Since  that  time,  it  has  come  to  be  more  generally 
recognized,  with  the  definitive  study  establishing  it 
as  a syndrome,  by  Burwell,  Robin,  and  Whaley,2 
appearing  in  1956. 

The  term  “pickwickian  syndrome,”  although  ob- 
jectionable to  some  authors  from  a literary  point  of 
view,-’  refers  to  a character  in  the  Pickwick  Papers 
by  Charles  Dickens.  The  association  of  obesity  and 
somnolence  was  first  given  literary  recognition. 
Later,  medical  observation  added  the  criteria  of  al- 
veolar hypoventilation  with  resultant  hypoxia,  hy- 
percapnia, congestive  heart  failure  (cor  pulmonale), 
hemoconcentration,  decreased  lung  volume,  tidal 
volume,  and  expiratory-reserve  volume  to  designate 
it  a clinical  syndrome.4-6  Further  observations  re- 
vealed the  reversible  nature  of  this  condition,  if  the 
obesity  can  be  reversed. 

Case  report 

A black  male,  age  five  years,  one  month,  was  ad- 

* Present  affiliation:  Director,  Adolescent  Medicine,  Harlem 
Hospital  Center. 
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FIGURE  1.  Height  and  weight  curves. 

mitted  to  the  Cumberland  Hospital  division  of  the 
Brooklyn-Cumberland  Medical  Center  on  July  25, 
1975,  for  the  fifth  time,  with  the  chief  complaint  of 
fever,  respiratory  distress,  and  moderate  somnolence 
of  two  days’  duration.  He  had  had  to  sleep  in  the 
sitting  position  for  some  time  prior  to  admission. 

This  patient  had  been  known  to  the  Cumberland 
Hospital  outpatient  department  for  the  preceding 
two  years  because  of  ( 1 ) obesity,  (2)  acute  and  chronic 
lead  poisoning,  and  (3)  phimosis,  circumcision  for 
which  was  performed  in  November,  1974.  He  had 
had  a stormy  postoperative  course  due  to  respiratory 
arrest  following  endotracheal  intubation  for  anes- 
thesia. 

At  the  age  of  three  months,  the  patient  was  aban- 
doned by  his  mother.  He  was  then  reared  by  his  el- 
derly paternal  grandparents  until  early  in  1973  when 
his  grandmother  died;  a precipitous  weight  gain  oc- 
curred at  this  time  (Fig.  1).  This  weight  gain  con- 
tinued while  he  was  in  the  total  care  of  his  elderly 
grandfather.  At  the  time  of  admission,  he  was  not 
yet  toilet  trained  for  urine  or  feces. 

Physical  findings.  Examination  on  admission 
revealed  a markedly  obese  five-year-old  boy  who 
appeared  drowsy.  His  height  and  weight  (46.8  Kg.) 
were  well  above  the  97  percentile  for  his  age,  and  his 
blood  pressure  was  110/70  (Fig.  1).  His  height  was 
120.8  cm.,  temperature  reading  102°  F.,  heart  rate  96 
per  minute,  and  respiratory  rate  36  per  minute.  He 


March  1979/New  York  State  Journal  of  Medicine 


367 


TABLE  I.  Serial  arterial  blood  gas  determinations,  July  to  August,  1975* 


Date  (Time) 

Hydrogen 

Ion 

Carbon 

Dioxide 

Pressure 

Bicarbonate 

Ion 

Oxygen 

Saturation 

Base 

Excess 

Oxygen 

Pressure 

July  27  (10:00  A.M.) 

7.35 

27.6 

15.2 

83.1 

-9 

50 

July  27  (10:30  P.M.) 

7.34 

39.5 

22.1 

65 

-4 

36.7 

July  29  (4:30  P.M.) 

7.15 

58.4 

18.2 

82 

-10 

60.3 

August  2 (4:00  P.M.) 

7.135 

74.8 

24 

85.8 

-6.5 

70.5 

* Inspiration:  room  air 


was  in  moderate  respiratory  distress  and  experienced 
marked  discomfort  when  lying  flat.  His  throat  ap- 
peared congested  with  hypertrophied  tonsils.  Ex- 
amination of  his  chest  revealed  bilateral  rhonchi  and 
occasional  wheezes.  Auscultation  of  his  heart  re- 
vealed regular  sinus  rhythm  and  muffled  heart 
sounds,  with  a grade  II/VI  soft  systolic  murmur  heard 
best  along  the  left  sternal  border. 

Laboratory  data.  Findings  of  laboratory  data  for 
complete  blood  count  revealed  the  following:  he- 
moglobin 12.9,  hematocrit  39,  white  blood-cell  count 
26,700,  polymorphonuclear  neutrophils  74  percent, 
band  neutrophils  6 percent,  lymphocytes  10  percent, 
and  monocytes  10  percent.  Serum  electrolytes  were: 
sodium  144,  potassium  4.7,  chloride  105,  carbon 
dioxide  22,  and  urea  nitrogen  8.5  mg.  per  100  ml.;  and 
glucose  68  mg.  per  100  ml.  Urinalysis  findings  were 
within  normal  limits  and  chest  x-ray  film  findings 
disclosed  pulmonary  venous  congestion  with  sug- 
gested bilateral  infiltration. 

Treatment.  The  diagnosis  of  bilateral  broncho- 
pneumonia was  made,  and  the  patient  was  treated 
with  ampicillin  and  methicillin. 

At  10:00  A. M.  on  July  27, 1975,  the  patient  started 
to  exhibit  respiratory  distress  and  somnolence  (Table 
I).  At  10:30  P.M.  because  of  his  deteriorating  con- 
dition, it  was  decided  to  intubate  him  and  place  him 
on  a volume  cycle  respirator  (Bennett  MA-1)  at  a 
tidal  volume  of  300  cc.  This  was  done  after  1 dose  of 
diazepam  (Valium),  7.5  mg.  by  intravenous  push. 
The  patient  responded  well  to  this  regimen. 

On  the  morning  of  July  28, 1975,  because  of  a pal- 
pable liver  and  changes  noted  on  the  chest  x-ray  film, 
the  diagnosis  of  congestive  heart  failure  was  made, 
and  digitalization  was  begun  (Fig.  2).  He  was 
maintained  on  the  respirator.  His  clinical  im- 
provement was  impressive:  his  mental  state  cleared, 
he  became  alert,  responsive,  and  cooperative.  On  the 
morning  of  July  29,  1975,  he  was  extubated. 

The  patient  continued  to  appear  in  satisfactory 
condition  until  4:30  P.M.  of  July  29, 1975  when  he  fell 
asleep  in  a usual  nap  and  could  not  be  roused  (Table 
I).  He  was  intubated  once  again  and  placed  hack  on 
the  respirator. 

Thereafter  the  patient’s  course  was  one  of  recur- 
rent drowsiness  and  intermittent  respiratory  em- 
barrassment until  recovery  on  August  2,  1975.  On 
four  separate  occasions  he  appeared  cheerful  and 
alert,  fell  into  what  seemed  to  be  normal  sleep,  and 
could  not  be  aroused.  On  one  of  these  occasions,  at 


FIGURE  2.  Chest  x-ray  film  showing  cardiomegaly  and  thick 
layer  of  adipose  tissue. 


4:00  P.M.,  on  August  2,  he  was  noted  to  be  cyanotic 
(Table  I). 

Following  the  last  of  these  episodes,  during  an  at- 
tempted intubation,  he  struggled,  awakened, 
coughed,  and  became  conscious.  F rom  this  point  on 
he  made  a rapid  recovery,  and  proceeded  to  lose 
weight  on  a 1,000-calorie  diet.  His  pneumonic  in- 
filtrations cleared,  antibiotics  and  digitalis  were 
discontinued,  and  he  progressed  from  a croupette 
with  40  percent  oxygen,  to  nasal  oxygen,  to  room 
air. 

On  September  9,  1975,  he  was  transferred  to  the 
St.  Mary’s  Hospital  for  Children  in  Bayside,  Long 
Island,  New  York.  His  weight  at  discharge  from  the 
hospital  was  87.5  pounds,  and  he  was  in  good  health 
(Fig.  1). 

Social  service  findings.  This  patient  had  first 
become  known  to  the  social  service  department  of 
The  Cumberland  Hospital  at  the  age  of  two  and 
one-half  years.  At  this  time  he  was  in  the  sole  care 
of  his  elderly  grandfather. 

The  patient’s  physical  development  soon  out- 
stripped his  social  development  (Fig.  1).  At  the  age 
of  five,  he  still  was  not  toilet  trained,  had  difficulty 
relating  to  children  his  own  age,  and  was  noted  to 
regress  into  more  infantile  behavior  whenever  his 
wishes  were  not  immediately  complied  with. 

On  two  occasions,  he  was  referred  to  the  child 
psychiatry  clinic.  Both  times  separation  from  the 
grandfather  was  strongly  recommended.  The 
pressure  for  this  separation  was  reinforced,  shortly 
before  the  boy’s  illness,  when  a homemaker  assigned 
by  the  bureau  of  child  welfare  of  the  department  of 
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social  services  of  the  City  of  New  York,  reported  that 
the  grandfather  would  doze  off  to  sleep  leaving  his 
grandson  to  light  the  stove  and  warm  his  own  dinner. 
On  another  occasion  the  homemaker  reported  that 
the  boy  was  being  left  more  and  more  in  charge  of  the 
household,  and  had  taken  to  opening  the  door  to 
strangers. 

On  December  23, 1975,  three  and  one-half  months 
after  his  transfer  to  St.  Mary’s  Hospital,  the  grand- 
father died.  The  following  excerpt  is  from  a report 
from  St.  Mary’s  Hospital,  dated  January  9,  1976: 

(He)  is  making  good  progress  in  school.  He  is  natu- 
rally curious  and  eager  to  learn.  He  seems  to  have 
taken  his  grandfather’s  death  very  well ...  is  very  ver- 
bal and  uses  very  advanced  descriptive  phraseology . . . 
He  has  learned  to  read  about  10  words.  He  is  very 
good  at  counting  objects,  and  is  starting  to  understand 
simple  addition.  He  should  do  well  in  a regular  class- 
room setting.  He  has  lost  18  pounds  since  his  admis- 
sion to  St.  Mary’s. 

On  February  27,  1976,  two  of  the  authors  made  a 
follow-up  visit  to  St.  Mary’s  Hospital.  The  patient 
appeared  completely  recovered,  and  seemed  to  be  a 
normal,  nonobese  five  and  one-half-year  old  boy  (Fig. 
1).  All  physical  findings  were  within  normal  lim- 
its. 

Medical  findings.  The  pickwickian  or  hypo- 
ventilation syndrome  appears  in  only  a small  per- 
centage of  extremely  obese  people  for  reasons  that 
are  not  clear.  As  originally  described  the  diagnostic 
criteria  are  the  following1-2: 

1.  Marked  obesity  in  association  with  hypoventila- 
tion 

2.  Somnolence 

3.  Twitching 

4.  Cyanosis 

5.  Periodic  respiration 

6.  Secondary  polycythemia 

7.  Right  ventricular  hypertrophy 

8.  Right  ventricular  failure. 

Alterations  in  respiration  during  sleep  have  been 
observed  for  many  years.  The  exact  neuroanatomic 
and  physiologic  relationship  between  sleep  and  res- 
piration is  not  well  understood.6-9  The  general  de- 
pression of  neuronal  activity  occurring  during  sleep 
is  also  associated  with  a depression  of  ventilation. 

In  addition  to  the  rise  in  carbon  dioxide  occurring 
during  sleep,  all  patients  in  one  study  showed  an  in- 
creased tidal  volume  of  about  58  percent  when 
changing  from  the  supine  to  the  erect  position.6  For 
some  time  prior  to  his  admission  to  the  hospital,  our 
patient  had  been  unable  to  sleep  in  the  supine  posi- 
tion, and  on  three  occasions  during  his  acute  illness 
he  slipped  from  sleep  into  coma,  thus  fulfilling  all  the 
criteria  for  the  so-called  “Ondine’s  curse.”8-10 
Our  findings  seem  to  support  the  view  that  the 
hypoventilation  found  in  about  10  percent  of  obese 
patients  is  not  due  to  a single  recognizable  factor  but 
to  a combination  of  conditions  that  vary  in  degree 
from  case  to  case,  including:  (1)  lowered  expiratory 


reserve  volume,  (2)  airway  obstruction,  and  (3) 
uneven  ventilation  perfusion.11  18  These  factors 
may  act  to  compromise  ongoing  respiratory  function 
in  obese  patients,  thereby  setting  the  stage  for  other 
factors  to  precipitate  the  hypoventilation  syndrome, 
as  demonstrated  so  dramatically  by  our  patient  when 
he  developed  a respiratory  infection.  A number  of 
other  workers  have  postulated  the  additional  factor 
of  diminished  responsiveness  of  the  respiratory 
center  in  obese  patients,  as  yet  another  handicap  for 
these  compromised  people. 

Summary 

The  successful  (short-term)  management  of  an 
obese  patient  with  the  pickwickian  syndrome,  a rare 
finding  in  childhood,  is  presented.  To  achieve  an 
optimal  therapeutic  result,  a coordinated  effort  is 
required  between  pediatrics  and  social  services. 

Director,  Adolescent  Medicine 
Department  of  Pediatrics 
The  Harlem  Hospital  Center 
135  Lenox  Avenue 
New  York,  New  York  10037 
(DR.  KERR) 
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The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*Thc  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


Motrin  4CXjrrq 

ibuprofen,  Upjohn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  infonnation. 
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The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


Motrin 400 ma 

itupofen,Upphn 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Fteptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

F’atients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema 
To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*,  epigastric  pain::, 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite, 
edema  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit- dose  package  of  100 
Unit  of  Use  bottles  of  120 

Caution  Federal  law  prohibits  dispensing  without  prescription. 
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Medical  Meetings 


Tenth  annual  Nathan  W.  Chaikin 
Lecture  in  gastroenterology 

“The  Tenth  Annual  Nathan  W.  Chaikin  Lecture  in 
Gastroenterology  entitled  “Pathophysiology  of  Diarrhea” 
will  be  presented  by  Sidney  F.  Phillips,  M.D.,  professor  of 
medicine,  Mayo  Medical  School,  Rochester,  Minnesota, 
under  the  sponsorship  of  the  Sarah  C.  Upham  Section  of 
Gastroenterology  at  New  York  Medical  College,  West- 
chester County  Medical  Center,  Valhalla,  New  York.  The 
lecture  will  take  place  at  9:00  a.m.  on  Thursday,  March  22, 
1979,  at  Metropolitan  Hospital  Center,  97th  Street  at 
Second  Avenue,  New  York,  New  York  in  the  Sixth  Floor 
Auditorium. 

Further  information  may  be  obtained  from  the  Section 
of  Gastroenterology,  New  York  Medical  College,  West- 
chester County  Medical  Center,  Valhalla,  New  York  10595 
(914) 347-7337.” 

American  Geriatrics  Society 

The  American  Geriatrics  Society  36th  annual  meeting 
will  be  held  at  the  Mayflower  Hotel,  Washington,  D.C., 
April  23  to  25. 

Nonmembers  as  well  as  members  are  welcome  to  at- 
tend. 

This  continuing  medical  education  activity  is  acceptable 
for  Category  I Physician’s  Recognition  Award  of  the 
American  Medical  Association  and  prescribed  hours  by  the 
American  Academy  of  Family  Physicians. 

New  York  State  Academy 
of  Family  Physicians 

The  New  York  State  Academy  of  Family  Physicians  will 
hold  its  Annual  Convention  from  May  19  to  23, 1979,  at  the 
Granit  Hotel  in  Kerhonkson,  New  York.  The  Congress  of 
Delegates  will  convene  on  May  19  and  20  and  the  Scientific 
Assembly  will  be  held  on  May  21,  22,  23,  1979. 

Series  of  professional 

cancer  conferences  at  Maimonides 

Medical  Center 

A grant  of  $15,000  from  the  New  York  City  Division  of 
the  American  Cancer  Society  has  enabled  Maimonides  to 
continue  its  comprehensive  series  of  professional  confer- 
ences throughout  1979,  at  the  Medical  Center  campus,  4802 
Tenth  Avenue  in  the  Boro  Park  section  of  Brooklyn, 
Saltzman  Auditorium  from  10:30  a.m.  to  NOON  on  the  first 
Thursday  of  each  month.  During  months  with  five 
Thursdays,  an  additional  conference  will  take  place  on  the 
fifth  Thursday. 

The  series  has  been  approved  for  nine  hours  of  elective 
credit  by  the  American  Academy  of  Family  Physicians.  It 
is  also  accredited  by  the  Maimonides  Department  of 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 

continued  on  page  411 
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The  syndrome  of  hemangioma,  thrombocytopenia, 
associated  petechiae,  and  hemorrhagic  tendency  is 
a rare  syndrome,  first  described  by  Kasabach  and 
Merritt  in  1940.1  Early  diagnosis  and  aggressive 
management  are  essential  since  this  benign  syndrome 
has  a reported  mortality  rate  of  20  percent.2-5 

Deep  hemangiomas  of  the  extremities  frequently 
have  characteristics  on  physical  examination  indis- 
tinguishable from  malignant  soft-tissue  tumor.  The 
present  case  report  emphasizes  the  role  of  angiog- 
raphy in  a differential  diagnosis  of  deep  extremity 
hemangioma  versus  malignant  soft-tissue  tumor.  It 
is  suggested  that  early  diagnosis  of  hemangioma  will 
dictate  more  aggressive  management  and  contribute 
to  a reduction  in  the  reported  mortality  rate. 


Case  report 

A five-week-old  male  infant  was  admitted  to  the 
hospital  because  of  a mass  in  the  posterior  aspect  of 
the  left  thigh  which  had  doubled  in  size  since  birth. 
Physical  examination  disclosed  a 6-  by  6-cm.  mass 
in  the  posterior  left  thigh,  poorly  marginated,  fixed 
in  position,  and  nontender  to  palpation.  Skin  pallor 
and  a very  faint  purple  cutaneous  discoloration  were 
described  (Fig.  I). 

Laboratory  findings  revealed  a mild  anemia  with 
a normal  platelet  and  white  cell  count;  clotting  fac- 
tors were  normal. 

A left  femoral  arteriogram,  was  performed  using 
percutaneous  technique;  rapid  filming  sequence 
demonstrated  a normal  arterial  phase  with  no  evi- 
dence of  neovascularity  (Fig.  2).  The  venous  phase 
of  the  examination  was  diagnostic,  demonstrating 
evidence  of  pooled  contrast  material  and  venous 
lakes,  characteristic  of  hemangioma  (Fig.  3).  The 


FIGURE  1 . Mass  lesion  distal  third  of  left  thigh,  firm,  indu- 
rated, with  cutaneous  discoloration.  Physical  characteristics 
indistinguishable  from  soft-tissue  cancer. 


FIGURE  2.  Arterial  phase  of  left  femoral  arteriogram 
demonstrating  normal  arterial  structures  left  extremity;  early 
venous  pooling  demonstrated  in  central  portion  of  lesion. 

angiographic  characteristics  were  most  consistent 
with  a cavernous-type  hemangioma. 

The  patient  was  treated  expectantly,  and  at  age  10 
weeks,  petechiae  and  diffuse  swelling  of  the  extremity 
were  evident;  platelet  count  at  this  point  demon- 
strated a remarkable  drop  to  6,000.  These  findings 
were  characteristic  of  the  Kasabach-Merritt  syn- 
drome. 
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FIGURE  3.  Prolonged  venous  pooling  of  contrast  in  lake-like 
fashion. 


Transfusion  with  packed  red  cells  resulted  in  sta- 
bilization of  mass  size  and  an  increase  in  platelet 


Pragmatic  realities  in  uremia  therapy 

The  most  recent  projections  indicate  that  the  therapy 
of  chronic  uremia  will  cost  $902  million  for  37,100  patients 
in  1977,  and  $2.3  billion  for  55,900  patients  ($41,000  per 
patient)  in  1982.  Concern  has  been  expressed  both  in 
newspapers  and  on  TV  about  such  vast  expenditures  for 
a relatively  restricted  group.  The  authors  review  the 


count  to  30,000.  The  patient  was  stable  on  moderate 
doses  of  prednisone,  was  being  cautiously  observed, 
with  surgery  considered. 

Comment 

The  present  case  describes  the  diagnostic  value  in 
differential  diagnosis  of  deep  extremity  soft-tissue 
tumors,  as  well  as  a clear  description  of  the  aggressive 
character  of  the  syndrome  of  thrombocytopenia  and 
hemangioma.  Hemangiomas  are  frequently  not 
evident  on  physical  examination,  and  the  present 
case  illustrates  the  important  role  of  angiography  not 
only  in  diagnosis  but  also  in  delineating  the  margins 
of  the  vascular  lesion.  Wide  surgical  excision  of 
these  lesions  is  reported  as  a successful  modality  of 
treatment;  angiography  prior  to  surgery  may  pre- 
clude bleeding  catastrophe  and  also  contribute  to  a 
reduction  in  the  regrowth  of  these  tumors.  Likewise, 
if  conservative  expectant  management  is  undertaken, 
it  can  be  done  so  in  the  absence  of  a hazardous  bi- 
opsy, confident  of  the  benign  character  of  the 
underlying  lesion. 
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Although  foreign  body  implantation  as  an  etio- 
logic  factor  of  subdural  empyema  has  been  men- 
tioned in  the  literature,  the  latter  is  not  known  as  a 
complication  of  cerebrospinal  fluid  shunting  proce- 
dures. We  herewith  describe  a case  of  subdural  ab- 
scess associated  with  ventriculoperitoneal  shunt. 

Case  report 

This  17-month-old  male  was  admitted  to  Kings 
County  Hospital  in  April,  1973,  because  of  fever  and 
vomiting  of  three  days’  duration.  He  was  the  child 
of  a healthy  mother  and  the  product  of  a normal 
pregnancy  and  delivery. 

On  examination,  the  patient  was  conscious  but 
drowsy  and  showed  no  interest  in  his  surroundings. 
The  head  circumference  was  47  cm.,  and  the  anterior 


fontanelle  was  bulging.  Cranial  nerves  were  intact. 
He  was  able  to  move  all  extremities  but  exhibited  a 
moderate  amount  of  spasticity  and  hyperreflexia  in 
the  lower  ones.  Skull  x-ray  films  revealed  split  su- 
tures. Echoencephalogram  and  angiogram  showed 
marked  hydrocephalus  (Fig.  1). 

In  May,  1973,  the  patient  underwent  a ventricu- 
loperitoneal shunting  procedure  with  low  pressure 
Hakim  valve,  followed  by  a ventriculography  which 
revealed  cavum  septum  pellucidum  and  incisural 
block.  In  June,  1973,  he  was  discharged  after  satis- 
factory recovery,  with  head  circumference  of  46.2 
cm. 

After  two  clinic  visits  he  was  lost  to  follow-up,  and 
eight  months  later  he  was  admitted  to  a local  hospital 
with  fever  and  convulsions.  A diagnosis  of  pneu- 
moccal  meningitis  was  made,  and  following  penicillin 
therapy  he  was  discharged  with  the  shunt  still  in 
place.  However,  he  continued  to  have  low-grade 
fever,  on  and  off,  until  four  months  later  when  he  was 
brought  hack  to  Kings  County  Hospital  because  of 
fever  and  drowsiness. 

On  physical  examination,  his  temperature  was 
101. 4°F.,  and  his  head  circumference  was  52.6  cm. 
Anterior  fontanelle  was  bulging,  and  he  had  hyper- 
reflexia of  the  lower  extremities  with  bilateral  ex- 
tensor plantar  responses.  A work-up  diagnosis  of 
nonfunctioning  and/or  infected  shunt  was  enter- 
tained, and  removal  of  the  latter  attempted,  when  a 
pocket  of  thick  yellowish  pus  was  encountered  in  the 
subdural  area  and  was  drained.  Smear  and  culture 
of  the  pus  failed  to  show  any  organism.  The  patient 
was  subjected  to  carotid  angiography  for  evaluation 
of  the  empyema  and/or  a cerebral  abscess,  which 
revealed  a considerable  extracerebral  collection  along 
the  entire  convexity  on  the  right  side  (side  of  the 


FIGURE  1.  Angiogram  demonstrating  hydrocephalus.  (A)  Anteroposterior.  (B)  Lateral. 
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FIGURE  2.  Angiogram  demonstrating  subdural  empyema.  (A)  Anteroposterior.  (B)  Lateral. 


shunt  insertion).  Middle  meningeal  vessels  showed 
enlargement  and  irregularity,  compatible  with  in- 
creased blood  supply  to  the  dura,  possibly  secondary 
to  an  inflammatory  process  (Fig.  2). 

Operation 

A generous  frontoparietotemporal  flap  was  turned 
over,  incision  of  the  dura  revealed  an  extensive,  thick, 
double-walled  cyst  filled  with  about  25  cc.  of  yel- 
lowish, odorless  pus,  extending  from  the  midfrontal 
area  to  the  posterior  parietal,  and  from  the  floor  of 
the  middle  fossa  to  the  midconvexity.  The  dura  and 
external  layer  of  the  cyst  were  removed,  the  cavity 
was  irrigated,  and  the  inner  layer  of  the  cyst  was 
dissected  from  the  brain  surface  where  it  was  possi- 
ble; the  dura  was  tacked  to  the  periosteum  and  bone 
flap  was  left  out;  and  the  skin  was  closed  in  one 
layer. 

Comment 

Subdural  empyema  was  first  reported  by  Ceci  and 
Onetti1  in  1886.  At  later  dates,  several  other  authors 
presented  many  cases  of  subdural  empyema.2-10 

For  most  of  the  reported  cases,  etiology  and 
pathogenesis  are  in  the  category  of  otolaryngologic 
diseases,  namely,  otitis  media,  mastoiditis,  and  si- 
nusitis.11 In  this  case,  the  question  of  primary 
postshunting  subdural  effusion  or  hematoma,  and 
secondary  empyema  or  primary  infection,  is  difficult 
to  answer.  However,  postmeningitic  effusion  and 
secondary  empyema  at  the  site  of  the  shunt  tube  due 
to  presence  of  foreign  body  should  not  be  neglect- 
ed.12-13 Unfortunately,  no  organism  could  be  grown 
from  the  empyema  for  comparison  with  the  organism 
responsible  for  meningitis.  However,  a review  of  the 
literature  does  not  provide  us  with  another  case  of 
subdural  empyema  as  a shunting  complication.14 
16 


Summary 

A case  of  subdural  empyema  in  a hydrocephalic 
patient  with  ventriculoperitoneal  shunt  is  presented, 
and  its  pathogenesis  is  discussed. 

39000  Bob  Hope  Drive 
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Most  reports  of  mitral  valve  disease  in  people  over 
70  years  of  age  have  dealt  with  autopsied  cases  and 
occasional  survivals  past  the  age  of  80.1-'  A recent 
report  described  mitral  insufficiency  and  stenosis, 
patent  foramen  ovale,  and  giant  atria  in  a patient  who 
had  been  in  reasonably  good  health  until  her  death 
at  age  82.7  During  the  past  six  months,  we  examined 
three  patients  over  88  years  old,  with  minimal  dis- 
ability due  to  heart  failure,  who  were  found  to  have 
mitral,  or  mitral  and  aortic,  lesions.  In  this  same 
period  we  saw  two  asymptomatic  patients,  ages  65 
and  75,  who  had  been  urged,  in  other  institutions,  to 
have  a valvular  replacement  because  of  the  presence 
of  murmurs.  These  patients  underwent  a catheter 
study  for  a total  of  six  hours.  Our  nonagenarians 
were  diagnosed  by  noninvasive  methods  in  less  than 
four  hours. 

Case  reports 

Case  1.  A musician,  age  88,  came  to  the  hospital 
after  a recurrence  of  dyspnea  similar  to  that  experi- 
enced 20  years  prior  to  admission.  At  that  time  he 
was  told  he  had  heart  disease  and  high  blood  pressure 
and  had  taken  digitalis,  off  and  on,  ever  since.  Two 
years  previously  he  had  been  treated  for  pneumonia 
in  another  hospital. 

He  was  not  dyspneic  on  admission  and  appeared 
alert  and  well  oriented,  with  no  abnormal  neurologic 
symptoms  or  signs.  The  apex  rate  was  1 10  per 
minute,  and  blood  pressure  200  per  100  mm.  Hg. 
The  pulse  was  irregular,  and  the  apex  beat  produced 
a sharp  tap.  The  first  heart  sound  was  loud,  and  there 
was  an  opening  snap  with  a protodiastolic  murmur 
heard  near  the  apex.  Moist  rales  were  present  in  the 
base  of  the  left  lung,  and  marked  dullness  was  elicited 
over  the  right  base.  The  liver  edge  was  felt  3 cm. 
below  the  right  costal  margin,  and  varicose  veins  were 
observed  in  both  legs,  with  moderate  edema  below 
the  knees. 

The  electrocardiogram  showed  atrial  fibrillation 
with  right-axis  deviation  and  depressed  S-T  seg- 


ments in  leads  I,  II,  aVf,  and  in  V3  to  V6-  The  chest 
film  findings  confirmed  the  presence  of  a hydrotho- 
rax on  the  right  side,  and  the  heart  shadow  was 
compatible  with  mitral  disease.  The  left  atrium  was 
large  and  was  outlined  by  calcific  intimal  deposits 
(Fig.  1A). 

The  phonocardiograms  recorded  a loud,  late  first 
sound,  and  an  opening  snap  occurring  in  occasional 
beats.  There  was  no  midsystolic  murmur,  but  a 
low-pitched  apical  murmur  appeared  in  early  dias- 
tole. After  diuresis  the  patient’s  blood  pressure  fell 
to  140/90,  and  the  triaxial  seismocardiogram  showed 
strong  systolic  forces  in  all  axes,  with  a pattern  sim- 
ilar to  that  of  a young  man,  but  with  a small  notch  on 
H-I  (Fig.  IB).  On  the  phlebogram,  the  jugular  pulse 
depicted  a normal  systolic  descent  of  the  x wave. 
Echocardiograms  recorded  a normal  aorta,  dilated 
left  atrium,  and  the  usual  slow  return  of  the  anterior 
leaflet  after  the  initial  diastolic  excursion  toward  the 
apex  and  septum;  the  posterior  leaflet  moved  away 
from  the  anterior,  with  8-mm.  separation  from  D to 
C (Fig.  1C).  In  only  one  of  many  traces  from  dif- 
ferent windows  was  there  3-mm.  separation  during 
systole. 

After  thoracocentesis  on  the  right  side  (1,200  ml.), 
diuresis,  and  an  increase  in  the  digitalis  dose,  he  be- 
came free  of  symptoms  and  remained  active  as  an 
outpatient  for  the  next  eight  months.  The  patient 
lives  alone  and  does  his  own  shopping  and  house- 
keeping. 

Case  2.  A 98-year-old  male  patient  came  to  the 
hospital  because  of  pain  in  his  left  shoulder  and  chest, 
and  was  admitted  because  he  had  an  irregular  pulse 
and  loud  cardiac  murmurs;  he  had  no  other  symp- 
toms and  no  past  history  of  heart  disease.  Ten  years 
previously  while  under  medical  treatment  for  upper 
gastrointestinal  bleeding,  no  one  had  mentioned  that 
his  heart  was  diseased.  He  was  ambulatory,  alert, 
and  garrulous,  and  did  not  complain  about  his  vision 
even  though  he  had  immature  cataracts.  In  the 
presence  of  atrial  fibrillation,  his  ventricular  beat  was 
almost  regular,  at  80  per  minute,  throughout  hospi- 
talization, and  the  blood  pressure  was  150/70  mm. 
Hg.  Only  a few  fine  rales  were  heard  over  both  bases, 
and  he  had  varicose  veins  without  edema  of  the  an- 
kles. The  heart  was  enlarged,  and  a loud,  high- 
pitched,  midsystolic  murmur  was  heard  at  the  apex 
and  aortic  areas,  with  a loud  first  sound.  The 
opening  snap,  demonstrated  in  the  phonocardio- 
grams, was  not  heard,  nor  was  a diastolic  murmur  at 
the  apex  noted  (Fig.  2).  The  liver  edge  was  not  felt, 
but  the  hepatic  pulsation,  recorded  below  the  costal 
margin,  matched  the  jugular  pulse.  The  triaxial 
seismocardiogram  showed  chaotic  waves  in  the 
head-foot  axis,  weak  diastolic  forces  in  back-front 
traces,  and  strong  right-left  diastolic  forces.  The 
echocardiograms  showed  a slow  fall  of  the  E-B  line 
of  the  anterior  mitral  leaflet,  with  relatively  rapid 
early  diastolic  fall  of  the  posterior  leaflet  and  a dia- 
stolic opening  of  12  mm.  The  left  atrium  and  left 
ventricle  were  dilated,  and  the  aortic  root  gave  the 
strong  echoes  of  calcification. 
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FIGURE  1.  (A)  On  lateral  view,  left  atrium  is  large  and  out- 

lined by  calcific  intimal  deposits  (arrowheads).  (B)  Triaxial 
seismocardiogram,  strong  systolic  forces  (J  waves)  in  all 
axes,  with  small  notch  on  H-l  in  Y (head-foot).  Notched  H-l 
descent  described  in  patients  with  mitral  stenosis.  Upward 
waves  are  H,  J,  L,  and  N;  downward  waves  I and  K.  X = 
right-left  axis,  Z = back-front  axis,  and  R-R  wave  in  elec- 
trocardiogram (bottom).  (C)  Echocardiogram  shows  usual 
slow  return  of  anterior  leaflet  (EFB  slope)  after  initial  diastolic 
excursion  toward  apex  and  septum.  Posterior  leaflet  (p) 
moves  away  from  anterior  (a).  C = closure  of  mitral  valve, 
D = initial  opening  of  mitral  valve,  and  R = R wave  in  elec- 
trocardiogram (top). 


FIGURE  2.  Phonocardiograms  show  loud,  high-pitched, 
midsystolic  murmer  (m,  top),  and  opening  snap  (OS).  1 = 
first  heart  sound,  2 = second  heart  sound,  and  R = R wave 
in  electrocardiogram  (bottom). 


The  patient  lost  his  pain  in  the  shoulder  after  a few 
days  of  treatment  with  analgesics,  went  home  after 
two  weeks,  and  following  discharge  was  able  to  leave 
his  house  each  day. 

Case  3.  A 97 -year-old  woman  was  brought  to  the 
hospital  because  of  decubitus  ulcers  (bedsores), 
emaciation,  and  dehydration.  She  was  confused, 
incontinent  at  times,  and  no  satisfactory  history 
could  be  obtained.  After  a week  of  intravenous 
dextrose  and  nasogastric  feedings,  she  became  more 
lucid  and  was  able  to  eat  and  drink;  a neurologic  ex- 
amination done  at  that  time  disclosed  normal  find- 
ings. 

Her  pulse  rate  was  70  and  blood  pressure  100/60 
on  admission,  but  the  rate  rose  to  100  and  the  blood 
pressure  to  120/70  after  hydration.  A very  strong 
apex  beat  and  a strong  femoral  pulse  were  noted  on 
admission;  a loud  systolic  murmur  could  be  heard 
from  the  left  axillary  area  to  an  area  above  the  right 
clavicle.  Fainter  diastolic  murmurs  were  heard  in 
both  areas,  but  the  phonocardiograms  showed  only 
a loud  first  and  faint  second  sound,  with  a holosys- 
tolic  murmur  at  the  apex  and  slight  midsystolic  ac- 
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centuation  at  the  pulmonic  and  aortic  areas. 

The  initial  electrocardiogram  recorded  a ventric- 
ular rate  of  65  minutes,  an  atrial  rate  of  80  minutes, 
and  complete  A-V  dissociation,  with  right  bundle 
branch  block.  A week  later,  the  P-R  interval  was 
0.24  second  at  a rate  of  108  per  minute,  and  the  ven- 
tricular complex  was  normal  with  a QRS  of  0.09 
second  and  left-axis  deviation.  The  violent  precor- 
dial thrust  and  strong  femoral  pulse  are  shown  in 
pulse  tracings.  The  echocardiogram  showed  a sharp 
D-E-F  spike  with  no  A wave.  There  were  strong 
echoes  from  the  aortic  root  and  a moderately  dilated 
left  atrium.  The  chest  film  showed  moderate  en- 
largement of  the  left  ventricle  and  a calcific  line  in  the 
large  aortic  knob. 

Comment 

The  objective  evidence,  from  phonocardiograms, 
pulse  tracings,  roentgenograms,  and  echocardio- 
grams, demonstrates  conclusively  that  one  of  the 
aged  men  has  mitral  stenosis,  with  some  insuffi- 
ciency; the  other  has  mitral  stenosis  and  insuffi- 
ciency, aortic  stenosis  and  insufficiency,  and  tricus- 
pid insufficiency.  Both  have  atrial  fibrillation.  The 
97 -year-old  woman  undoubtedly  has  both  mitral  and 
aortic  insufficiency,  but  is  still  in  sinus  rhythm  with 
prolonged  atrioventricular  (A-V)  conduction.  Al- 
though the  men  presumably  have  rheumatic  valvular 
disease  with  superimposed  sclerotic  and  calcific 
changes,  the  woman  may  have  purely  degenerative 
and  calcific  lesions,  similar  to  those  shown  in  Figure 
4 of  the  report  by  Rytand  and  Lipsitch8  on  calcific 
disease  of  the  annuli  fibrosis  cordis.  Their  patient 
was  only  68  years  old  and  had  had  anginal  symptoms 
for  only  a few  months.  Such  lesions  obviously  had 
developed  over  the  years  before  causing  symptoms. 
The  10  cases  of  annular  calcification  reported  by 
Rytand  and  Lipsitch8  were  in  people  58  to  82  years 
old;  seven  were  women,  five  had  had  complete 
atrioventricular  block,  and  of  these  four  had  died.  In 
two  persons  without  block,  the  findings  were  un- 
changed 10  years  after  the  initial  observations,  except 
for  the  appearance  of  a systolic  murmur  in  one  of 
them.  Lesions  similar  to  those  shown  in  Figure  3 in 
reference  9 could  have  caused  all  the  objective  find- 
ings in  our  97-year-old  patient.9 

It  should  be  noted  that  both  our  patients  with 
mitral  stenosis  had  evidence  of  reflux  through  the 
valve  during  systole,  and  a relatively  wide  opening 
during  diastole.  In  Case  2 there  was  posterior  mo- 
tion, especially  during  early  diastole,  of  the  posterior 
leaflet;  the  anterior  leaflet  moved  steadily  and  slowly 
toward  the  atrium  during  E to  B.  This  pattern  has 
been  reported  in  16  of  167  cases  of  mitral  stenosis, 
confirmed  by  diastolic  gradients.9  It  was  also  illus- 
trated and  discussed  in  a recent  monograph.10  The 
prognosis  may  be  better  with  this  pattern  than  in 
patients  with  anterior  and  posterior  leaflets  moving 
parallel  and  close  together  during  diastole;  the  latter 
obviously  have  tight  mitral  stenosis. 


These  cases  confirm  the  fact  that  disability,  not 
murmurs  or  other  proof  of  valvular  disease,  should 
be  used  as  the  crucial  criteria  in  advising  patients 
with  acquired  or  congenital  heart  disease  to  consider 
surgical  intervention,  or  to  undergo  invasive  proce- 
dures for  precise  evaluation  as  a guide  for  the  sur- 
geon. At  this  center,  we  do  not  believe  that  cardiac 
catheterization,  to  determine  blood  gas  and  pressure 
levels  in  four  chambers,  adds  anything  to  conclusions 
based  on  sound  and  pulse  tracings  and  on  echocar- 
diographic  findings.  Coronary  angiograms  are  ad- 
visable in  all  patients  over  50  with  mitral  or  aortic 
disease  producing  a disability  that  cannot  be  con- 
trolled medically. 

A necropsy  study  of  60  patients  with  mitral  ste- 
nosis, dying  at  mean  age  55,  showed  significant  cor- 
onary obstruction  in  31.5  percent,  with  46  percent  in 
men  and  27  percent  in  women.11  The  incidence  of 
involvement  of  three  arteries  was  12.5  percent  in 
these  cases,  and  39  percent  in  those  with  significant 
lesions.  The  incidence  of  coronary  disease  is  even 
higher  in  men  with  aortic  stenosis. 

In  three  recent  cases  with  severe  disability,  accu- 
rate diagnoses  made  by  noninvasive  techniques  were 
confirmed  at  surgery.  In  all  three,  different  diag- 
noses had  been  made  after  catheter  studies  lasting 
from  two  to  three  hours.  Two  had  refused  surgical 
intervention  after  prolonged  and  disturbing  catheter 
studies.  One  is  still  symptom-free,  with  mitral  ste- 
nosis, 20  years  after  the  study  caused  her  to  sign  out, 
against  advice,  from  the  hospital.  The  other,  with 
aortic  and  mitral  disease,  has  steadily  deteriorated 
and  developed  tricuspid  insufficiency,  after  a similar 
experience  that  occurred  six  years  prior  to  our  ex- 
amination. Had  she  been  accurately  diagnosed  by 
noninvasive  measures  at  that  time,  she  might  have 
accepted  surgery  and  might  now  be  asymptomatic. 

Summary 

Two  patients  with  very  noisy  hearts,  at  ages  88  and 
98,  have  had  heart  failure  readily  controlled  by 
medical  management.  One  had  pure  mitral  disease, 
the  other  mitral,  aortic,  and  tricuspid  involvement; 
both  were  in  atrial  fibrillation.  A woman,  with  mitral 
and  aoriic  insufficiency,  presumably  due  to  calcific 
disease  of  the  annuli  fibrosi  cordis,  had  no  evidence 
of  heart  failure  in  spite  of  cardiomegaly  and  pro- 
longed atrioventricular  conduction,  at  age  97. 

Noninvasive  techniques  make  it  possible  to  diag- 
nose acquired  valvular  disease  accurately  at  any  age. 
They  may  permit  patients  to  avoid  the  distress, 
and/or  prevent  unwise  refusal  of  needed  surgery, 
caused  by  being  subjected  to  a less  accurate  evalua- 
tion by  prolonged  and  exhausting  cardiac  catheter- 
ization. 

Lutheran  Medical  Center 
Brooklyn,  New  York  11220 
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Artificial  pancreas  may  aid  diabetics 

Researchers  are  moving  ahead  on  perfecting  a vest 
pocket  artificial  pancreas  capable  of  normalizing  blood 
glucose  levels  in  diabetics,  says  a report  in  the  Medical 
News  section  of  the  January  19  Journal  of  the  American 
Medical  Association. 

Experimental  devices  now  being  developed  would  be 
carried  or  worn  by  diabetics.  Even  more  exciting,  says  the 
JAMA  report,  is  the  possibility  that  research  now  under 
way  will  result  in  a totally  implantable  artificial  pancreas, 
able  to  sense  blood  glucose  levels,  compute  individual  in- 
sulin needs,  and  automatically  inject  the  hormone,  all  in 
a self-contained,  miniaturized  package. 

At  least  six  major  research  centers  from  Toronto  to  New 
Mexico  and  several  in  Europe  are  working  on  some  aspect 
of  the  artificial  pancreas.  The  vest  pocket  version  of  the 
device,  known  as  an  open  loop  system,  is  receiving  the  most 
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attention  because  such  an  external  system  is  within  the 
range  of  current  technology,  the  article  says. 

An  open  loop  artificial  pancreas  generally  includes  a 
special  micropump,  an  insulin  reservoir,  a power  source, 
and  a minicomputer  preprogrammed  to  maintain  a steady 
basal  insulin  flow  rate  as  well  as  to  provide  extra  insulin  at 
mealtime.  The  flow  rate  would  be  determined  individually 
for  each  patient. 

Large  bedside  units  have  been  manufactured  to  serve  the 
latter  purpose,  as  well  as  to  inject  the  insulin,  and  11  such 
units  are  in  experimental  use  in  North  America. 

“Experts  generally  concede  (although  there  is  some  se- 
rious debate)  that  the  complications  associated  with  dia- 
betes— kidney  disease,  diabetic  retinopathy  (eye  problems 
and  blindness),  atherosclerosis,  and  heart  attacks — are  a 
result  of  inadequate  control  and  wild  swings  of  blood  glu- 
cose levels,”  the  article  says.  “If  successfully  developed, 
the  artificial  pancreas  will  provide  precise  control  of- these 
levels.” 
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The  radiologic  features  of  bowel  involvement  in 
endometriosis  have  been  described  in  detail  and  have 
been  the  subject  of  numerous  reviews.1  Less  well 
known  are  the  ureteric  complications  which  may  be 
severe  enough  to  cause  ureteral  obstruction  and  even 
go  on  to  impair  renal  function.  We  record  a further 
instance  of  this  latter  complication  and  wish  to  doc- 
ument the  use  of  ultrasound  in  helping  to  establish 
the  diagnosis. 

Case  report 

A 44-year-old  black  female,  para  1-0-0-1,  was  ad- 
mitted to  the  hospital  from  the  gynecology  clinic  on 
August  21,  1975,  with  complaints  of  lower  abdominal 
pain  accentuated  with  menses  and  bowel  movements. 
She  also  complained  of  dyspareunia  and  postcoital 
bleeding  for  two  years  prior  to  admission. 

Positive  findings  were  limited  to  the  pelvis.  An 
8 to  10-week-sized  uterus  and  bilateral  firm,  fixed, 
and  nontender  adnexal  masses  extending  to  the 
pelvic  side  walls  were  palpated.  The  original  clinical 
impression  was  leiomyoma  uteri  and  endometriosis. 
An  intravenous  urogram  revealed  a pelvic  soft-tissue 
mass  and  an  enlarged  hydronephrotic  left  kidney 
with  a markedly  thinned  parenchyma.  The  right 
kidney  was  mildly  hydronephrotic  (Fig.  1).  Both 
ureters  were  dilated  to  the  level  of  the  pelvic  brim. 
Details  of  the  left  ureter  were  best  evaluated  on  to- 
mography. Sonography  demonstrated  a slightly 
enlarged  uterus  with  cystic  masses  in  both  adnexae 
and  the  cul-de-sac  which  was  adherent  to  the  uterus 
(Fig.  2).  The  patient  was  discharged  on  medroxy- 
progesterone acetate  tablets  (Provera),  10  mg.  daily, 
and  readmitted  on  December  4,  1975,  for  total  ab- 


FIGURE  1 . Poor  opacification  of  enlarged  left  kidney  noted. 
Mild  hydronephrosis  with  dilatation  of  right  ureter  to  level  of 
pelvic  brim  present. 


dominal  hysterectomy  and  bilateral  salpingo- 
oophorectomy.  Results  of  repeat  intravenous 
urography  and  sonography  were  unchanged. 

Cystoscopy  revealed  marked  deformity  of  the 
bladder.  The  ureteral  orifices  were  not  visualized. 
The  findings  were  indicative  of  extrinsic  masses.  A 
barium  enema  demonstrated  an  extrinsic  6-cm. 
narrowing  of  the  rectosigmoid  with  scalloping  and 
serosal  nodularity  (Fig.  3). 

Dilatation  and  curettage  yielded  normal  findings. 
On  December  10,  1975,  the  patient  underwent  ex- 
ploratory laparotomy.  The  uterus  was,  normal. 
There  was  extensive  endometriosis  bilaterally  in  the 
pelvis  with  implants  on  the  rectosigmoid,  ovaries,  and 
posterior  aspect  of  the  uterus.  Severe  fibrosis  was 
present  around  the  cervicovesical  junction  with  in- 
volvement and  obstruction  of  both  ureters.  Lysis  of 
adhesions  and  total  abdominal  hysterectomy  and 
bilateral  salpingo-oophorectomy  were  performed  but 
without  removal  of  all  endometrial  implants. 

The  patient’s  postoperative  course  was  uneventful, 
but  results  of  a follow-up  intravenous  urogram  and 
barium  enema  two  and  one-half  months  later  were 
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FIGURE  2.  Transverse  sonogram  at  9 cm.  below  umbilicus 
which  again  shows  uterus  (Ut)  surrounded  by  multiple  cystic 
masses  (C)  adherent  to  it.  These  cystic  masses  represent 
endometrial  implants.  Bladder  (bl)  seen  anterior  to  uterus 
and  slightly  displaced  to  left. 

unchanged.  BUN  (blood  urea  nitrogen)  at  this  time 
was  16  mg.  per  100  ml.,  the  normal  ranging  from  10 
to  20  mg.  per  100  ml.,  and  remained  unaltered  from 
its  preoperative  level. 

Comment 

The  rectosigmoid  is  a very  common  site  for  endo- 
metrial implants  to  occur;  poor  colonic  distensibility 
and  nodular  mural  defects  together  with  absence  of 
ulceration  are  usual  radiologic  features.2  The  ra- 
diologic appearance  on  barium  enema  is  not  diag- 
nostic, since  it  may  be  mimicked  by  secondary  tumor, 
pelvic  malignant  conditions,  granulomatous  infec- 
tion. pelvic  inflammatory  disease,  and  even  appen- 
dicitis. The  history  of  dyspareunia,  menstrual  ir- 
regularities, backache,  and  infertility  combined  with 
the  findings  of  pelvic  masses  on  gynecologic  exami- 
nation should  lead  the  clinician  to  diagnose  endo- 
metriosis. 

The  masses  as  well  as  fibrous  inflammatory  reac- 
tion cause  both  bowel  and  ureteric  defects  and  ob- 
struction. These  deformities  may  persist  in  spite  of 
surgery.  This  was  so  in  our  patient,  where  colonic 
and  ureteric  changes  remained  since  complete  re- 
moval of  endometrial  tissue  and  fibrous  reaction  were 
not  possible.  Ureteral  involvement  in  endometriosis 
has  been  described  in  the  literature,  78  cases  having 
been  reported  as  of  1972. 3 Extensive  involvement 
of  both  ureters  and  the  bowel  is  still  relatively  rare 
considering  the  common  occurrence  of  endometri- 
osis. Intrinsic  endometriosis  in  which  implants  in- 
vade the  ureteral  wall  and  mucosa  is  less  common.4 
Unless  the  diagnosis  is  suggested  by  history  and 
clinical  symptoms,  endometriosis  remains  a rare 
cause  of  ureteral  obstruction. 


FIGURE  3.  Barium  enema  showed  narrowed  rectosigmoid 
with  mural  nodular  defects. 


Ultrasonography  helps  in  the  identification  and 
localization  of  pelvic  masses  but  is  not  specific.5 
While  reports  of  the  sonographic  patterns  of  pelvic 
endometriosis  may  be  found  in  the  literature,  it  is  not 
always  thought  of  in  the  differential  diagnosis  of 
other  cystic  masses  including  ovarian  cyst,  abscess, 
and  hematoma.6  Ultrasonography,  however,  re- 
mains a convenient  tool  in  the  evaluation  of  these 
patients  postoperatively  or  while  on  a medical  regi- 
men. 
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The  vast  majority  of  foreign  bodies  that  lodge  in 
the  air  and  food  passages  occur  in  the  pediatric  age 
group  between  birth  and  five  years  of  age.1  Although 
bones  are  the  most  common  foreign  bodies  in  the 
adults,  coins  are  the  most  frequent  in  children2; 
therefore,  proficiency  in  handling  and  removing  coins 
becomes  all  the  more  important.3-5 

Once  a foreign  body  is  swallowed  and  passes 
through  the  esophagus  into  the  stomach,  it  will  be 
passed  out  with  the  stool  in  95  percent  of  cases.6 
Occasionally,  however,  it  lodges  in  either  the  stomach 
or  some  other  part  of  the  gastrointestinal  tract,  and 
endoscopic  or  surgical  removal  becomes  necessary. 
When  this  happens  in  a small  child,  the  clinical 
problem  presented  is  a difficult  one.  The  following 
case  report  shows  that  by  use  of  a fiberoptic  endo- 
scope and  snare  technique,  removal  of  the  foreign 
body  can  be  simplified  and  safely  accomplished 
without  general  anesthesia. 

Case  report 

A two-and-one-half-year-old  Puerto  Rican  girl  was 
admitted  to  Beth  Israel  Medical  Center  on  April  21, 
1975,  because  of  a nickel  swallowed  six  weeks  prior 
to  admission.  She  had  been  asymptomatic  and  was 
being  followed  in  the  clinic.  Physical  examination 
revealed  a healthy  child  weighing  35  pounds.  Lab- 
oratory study  findings  were  also  within  normal  limits. 
A flat  film  of  the  abdomen  immediately  prior  to  en- 


FIGURE  1.  Flat  plate  of  abdomen  showing  retained  coin 
in  distal  part  of  stomach. 


doscopic  exploration  confirmed  the  presence  of  the 
nickel  in  the  stomach  (Fig.  1). 

On  April  23,  1975,  esophagogastroscopy  using  a 
fiberoptic  endoscope  was  carried  out.  Because  of  the 
age  and  size  of  the  child,  a GIFP  model  scope*  with 
an  outer  diameter  of  7 mm.  was  used.  Since  all  the 
available  foreign-body  forceps  designed  for  endo- 
scopic use  are  too  large  to  be  inserted  through  the 
biopsy  channel  of  this  instrument,  another  device, 
small  enough  to  pass  through  the  biopsy  channel  and 
at  the  same  time  strong  enough  to  grasp  a coin  as 
thick  as  a nickel  (2  cm.  wide  and  2 mm.  in  thickness), 
had  to  be  improvised. 

A catheter  designed  for  endoscopic  retrograde 
cholangiopancreatography  (ERCP)  with  an  outside 
diameter  of  1.7  mm.  was  chosen.  The  distal  end  was 
cut  off  to  have  the  maximum  opening  1 mm.  A snare 
was  made  using  monofilament  fishing  wire  that  could 
be  folded  and  passed  through  this  catheter.  The 
mechanics  of  the  intended  procedure  were  tested  in 

* Olympus  Corporation  of  America,  New  Hyde  Park,  New  York 
1 1040.' 
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advance:  it  was  shown  that  a coin  can  be  manipu- 
lated and  grasped  by  this  technique. 

Preoperative  preparation  consisted  of  nothing  by 
mouth  from  the  previous  midnight  on  and  an  intra- 
venous infusion  of  5 percent  dextrose  in  water  in 
one-third  normal  saline  to  assure  adequate  hydra- 
tion. No  preoperative  medication  was  administered 
prior  to  transfer  to  the  endoscopy  unit. 

The  child  was  given  2 cc.  of  2 percent  tetracaine 
with  4 drops  of  simethicone  to  swallow  to  anesthetize 
her  throat.  She  was  then  placed  in  left  lateral  re- 
cumbent position  and  25  mg.  of  meperidine  hydro- 
chloride (Demerol)  and  2.5  mg.  of  diazepam  (Valium) 
were  injected  intravenously.  After  five  minutes  the 
child  was  still  active  and  not  cooperative  enough  to 
carry  out  the  endoscopic  procedure;  an  additional 
intravenous  dose  of  meperidine  hydrochloride  25 
mg.  and  diazepam  2.5  mg.  were  required.  The  pa- 
tient then  became  adequately  relaxed  and  ready  for 
endoscopy.  Vital  signs  were  monitored  and  re- 
mained normal  throughout  the  procedure. 

The  scope  was  introduced  into  the  stomach;  the 
nickel  was  located  on  the  greater  curvature  aspect  of 
the  body  of  the  stomach  in  a pool  of  gastric  secretions 


FIGURE  2.  (A)  Distal  end  of  GIFP  scope  with  snare  protruding 
through  biopsy  channel.  Note  open  position  of  snare.  (B) 
Distal  end  of  GIFP  scope  with  snared  nickel  after  scope  and 
nickel  removed  from  stomach. 


which  were  suctioned  out.  Then  the  catheter  con- 
taining the  w'ire  was  introduced  through  the  biopsy 
channel  into  the  stomach,  and  a wire  loop  was  made 
by  an  assistant  as  shown  in  Figure  2A.  The  nickel 
was  encircled  by  the  loop  and  the  wire  was  then 
pulled  taut  and  held  in  place  by  applying  a clamp  to 
the  proximal  end  of  the  wire.  The  scope  along  with 
the  snared  nickel  was  removed  from  the  patient 
(Fig.  2B). 

To  reverse  the  effect  of  meperidine  hydrochloride 
the  child  was  given  0.4  mg.  (1  cc.)  of  naloxone  hy- 
drochloride (Narcan)  intravenously,  to  which  she 
quickly  responded.  She  was  kept  on  intravenous 
fluid  for  24  hours  postendoscopy,  and  was  discharged 
on  regular  diet  on  April  25, 1975.  When  last  seen  in 
the  clinic  she  was  asymptomatic. 

Comment 

Traditionally,  foreign  bodies  in  the  esophagus  and 
stomach  have  been  removed  by  the  open-end  rigid 
esophagoscope.7  Although  the  field  of  operative  fi- 
berendoscopy  is  growing,8  published  material  on  the 
extraction  of  foreign  bodies  utilizing  fiberendoscopy 
are  few.9>1°  This  is  particularly  true  with  respect  to 
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the  removal  of  intragastric  foreign  bodies;  most  re- 
ports apply  to  adults.11-18 

Spitz19  advocates  laparotomy  as  early  as  10  days 
after  ingestion  for  retained  intragastric  foreign 
bodies.  Operative  intervention  was  required  in  18.9 
percent  of  227  patients  in  whom  gastric  entry  had 
occurred.19  In  this  institution,  we  wait  six  weeks 
before  embarking  on  a laparotomy  as  long  as  the 
foreign  body  produces  no  acute  symptoms.6 

When  traditional  methods  are  used,  small  children 
and  infants  almost  always  require  general  anesthe- 
sia.20 The  use  of  standard  adult  fiberendoscopes  in 
children  also  requires  intubation  and  general  anes- 
thesia.10 However,  the  increasing  experience  in  the 
use  of  operative  fiberendoscopy  in  children  shows 
that  they  can  tolerate  smaller  scopes  very  easily  and 
without  general  anesthesia. 

In  older  children,  if  one  can  pass  an  adult-size  fi- 
berendoscope  and  obtain  a good  grasp  of  the  foreign 
body  in  the  stomach  with  a foreign-body  forceps, 
then  the  procedure  becomes  relatively  simple.10,21  If 
the  foreign  body  is  small,  such  as  a dime,  hairpin, 
needle,  or  straight  pin,  then  the  biopsy  or  foreign- 
body  forceps  may  be  strong  enough  to  hold  it;  larger 
coins,  such  as  nickels  or  quarters,  are  too  heavy  for 
these  forceps.  Larger  coins  may  be  removed  by 
utilizing  the  method  described  in  this  article. 

One  disadvantage  of  foreign-body  forceps  is  that 
the  foreign  body  may  be  twisted  out  of  the  forceps  as 
it  approaches  the  narrow  gastroesophageal  junction 
or  the  pharyngeal  opening  of  the  esophagus.  With 
the  snare  technique,  this  is  less  likely  to  happen. 

Another  limitation  is  that  foreign-body  forceps  or 
adult-type  biopsy  forceps  cannot  be  inserted  through 
a small  endoscope,  such  as  the  one  used  in  this  case, 
or  any  other  pediatric  endoscope.  For  this  reason, 
we  prefer  the  use  of  a snare  as  described  here. 

Conclusion 

Foreign  bodies  in  the  stomachs  of  small  children 
and  infants  can  be  removed  safely  and  without  gen- 
eral anesthesia  by  utilizing  fiberoptic  instruments 
designed  for  the  pediatric  age  group.  Indeed,  lapa- 
rotomy for  retained  foreign  bodies  in  the  stomach 
without  a prior  trial  of  fiberendoscopic  techniques 
may  be  open  to  question  in  the  modern  era. 
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The  development  of  a false  aneurysm  in  the  as- 
cending aorta  after  open  heart  surgery  is  a rare  oc- 
currence. Nine  cases  have  been  previously  reported 
in  the  English  literature.1-8  This  is  a case  report  of 
a patient  who  developed  a large  false  aneurysm  with 
a 6-cm.  defect  in  the  aorta  after  an  uneventful  aortic 
valve  replacement. 

Case  report 

A 57-year-old-woman  with  calcific  aortic  stenosis 
and  a gradient  of  70  mm.  Hg  underwent  an  aortic 
valve  replacement  with  a number  23  Bjork  Shiley 
prosthesis  on  May  29,  1975.  The  postoperative 
course  was  uncomplicated,  and  the  patient  was  dis- 
charged two  weeks  after  surgery. 

Four  weeks  after  surgery  she  developed  a low- 
grade  fever  which  was  attributed  to  pericarditis. 
One  month  after  that  a scant  purulent  drainage 
erupted  at  the  lower  portion  of  her  sternotomy  inci- 
sion. Her  temperature  rose  to  103°  F.  and  she  was 
hospitalized.  Wound  cultures  and  12  blood  cultures 
grew  Staphylococcus  aureus  coagulase  negative. 
She  was  started  on  cephalothin  sodium  (Keflin)  and 
gentamicin.  Antibiotics  were  continued  for  four 
weeks,  at  which  time  all  repeat  blood  cultures  showed 
negative  results. 

The  patient  remained  well  for  seven  months.  She 
then  developed  a fluctuant  mass  over  the  chest  wall 
on  the  left  side  which  was  drained  and  found  to 
contain  hemorrhagic  fluid.  Culture  of  this  fluid  re- 
vealed no  organisms.  One  month  later  she  developed 
a pulsatile  mass,  visible  and  palpable  in  the  left  an- 
terior and  upper  chest  wall,  eroding  through  the  left 
second  and  third  costal  cartilages.  A chest  film 


FIGURE  1.  Posteroanterior  film  shows  sharply  demarcated 
bulge  above  left  side  of  heart  where  pulmonary  artery  is  sit- 
uated. Bulge  not  present  prior  to  surgery.  Lateral  view 
shows  retrosternal  location. 


showed  mediastinal  widening,  and  this  was  thought 
to  represent  a false  aneurysm  (Fig.  1). 

An  intravenous  angiocardiogram  showed  all  but 
the  outer  rim  of  the  mass  filled  with  contrast  maierial 
after  the  aortic  (“recirculation”)  phase  was  estab- 
lished. The  rapidity  with  which  a large  bolus  entered 
the  mass  suggested  a wide  communication  between 
the  aorta  and  an  aneurysm,  but  the  defect  itself  was 
not  visualized  (Fig.  2A  and  B). 

Ultrasound  examination  then  confirmed  the 
presence  of  a crescent-shaped  thrombus,  anterola- 
terally  placed  in  a large  fluid-filled  aneurysmal  sac. 
The  sac  arose  from  a wide  gap  in  the  aortic  wall  (Fig. 
3).  The  prosthetic  valve  was  studied  by  ultrasound 
and  found  to  move  normally,  displaying  full  excur- 
sion of  the  disk,  firm  seating,  and  no  sticking. 

The  patient  was  taken  to  the  operating  room  on 
April  21,  1976.  An  arterial  infusion  cannula  was 
inserted  in  the  groin.  To  avoid  inadvertent  lacera- 
tion of  the  aneurysm  which  was  adherent  to  the 
sternum  and  the  left  anterior  chest  wall,  a right 
thoracotomy  was  performed  through  the  fourth  in- 
terspace. The  right  atrium  was  cannulated  with  a 
single  number  40  venous  cannula,  and  the  left  side 
of  the  heart  was  vented  through  the  right  superior 
pulmonary  vein;  bypass  was  initiated  and  cooling 
begun.  The  aneurysm  was  found  to  be  firmly  ad- 
herent to  the  under  surface  of  the  sternum  and  it  also 
compressed  the  outflow  tract  of  the  right  ventricle, 
as  seen  on  the  angiogram  (Fig.  2C).  The  pressure 
was  lowered  in  the  aorta,  and  this  was  separated  by 
sharp  and  blunt  dissection.  The  sternum  was  tran- 
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FIGURE  2.  Intravenous  angiograms.  (A)  Ultimate  filling  of 
masswithi  contrast,  proving  aneurysm.  (B)  Antero-postero- 
series  shows  separation  of  opacified  right  ventricle  and 
pulmonary  artery  by  pressure  from  aneurysm.  (C)  Later 
recirculation  phase  shows  aneurysm  lumen  (arrows)  and 
thrombus-bearing  wall  beyond  lumen. 


sected  and  the  incision  carried  into  the  left  fourth 
interspace.  Since  the  aneurysm  could  not  be  sepa- 
rated from  the  heart  to  gain  access  to  its  neck  and  it 
was  not  possible  to  occlude  the  aorta  between  the 
aneurysm  and  the  innominate  artery,  it  was  decided 
to  perform  the  procedure  under  profound  hypo- 
thermia, at  low  perfusion  rates.  Body  temperature 
was  lowered  to  15°  C.  and  the  pump  slowed  to  200  cc. 
per  minute.  The  aneurysm  was  entered  and  found 
to  communicate  with  the  ascending  aorta  through  a 
6-cm.  linear  opening  connecting  the  original  aortot- 
omy  and  the  cannulation  site.  The  aortic  valve  was 
found  to  contain  no  vegetations.  The  aortic  defect 
was  oversewn  with  two  layers  of  pledgetted  sutures. 
The  total  period  of  low  flow  was  seven  minutes.  The 
patient  was  rewarmed,  and  bypass  was  discontinued. 
She  developed  respiratory  failure  in  the  immediate 
postoperative  period  but  recovered  and  was  dis- 
charged on  the  thirtieth  postoperative  day.  No  or- 
ganisms could  be  cultured  from  the  aneurysm  sac. 

Two  months  after  discharge  the  patient  developed 
a fluid  collection  under  the  left  breast,  which  was 
drained  and  found  to  be  serous  and  sterile. 
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FIGURE  3.  Transverse  B-mode  sonogram  made  through 
pulsating  parasternal  mass;  plane  inclined  downward  toward 
diaphragm  posteriorly;  shows  surface  bulge  of  aneurysm, 
crescentic  thrombus,  large  lumen,  and  wide  communication 
of  sac  with  aortic  lumen,  visible  as  interruption  of  aortic 
wall. 

An  x-ray  film  of  the  chest  taken  on  August  10, 
1976,  revealed  no  further  evidence  of  mediastinal 
enlargement.  She  has  remained  afebrile  and  is 
presently  carrying  out  her  duties  as  a housewife." 

Comment 

The  etiology  of  postoperative  ascending  aortic  false 
aneurysms  has  been  ascribed  in  the  literature  to 
needle  puncture  of  the  aorta,  friable  aortic  tissue, 
infection,  and  unknown  causes. 

Infections,  either  mediastinitis  or  endocarditis, 
have  been  the  most  frequently  reported  coexisting 
condition.  Eliot  et  al., 3 at  postmortem,  found  a large 
aneurysm  originat  ing  at  the  site  of  a needle  puncture 
which  had  been  originally  closed  with  a pledgetted 
suture.  The  patient  was  a child  who  had  developed 
S.  aureus  mediastinitis  after  correction  of  a ven- 
tricular septal  defect.  They  related  the  aneurysm 
to  the  puncture  itself,  but  it  probably  developed 
because  the  area  became  secondarily  infected  from 
a mediastinal  infection. 

Baba  and  McKissick1  reported  a patient  who  de- 
veloped a false  aneurysm  with  a 2-  to  3-cm.  opening 
in  the  area  of  the  right  coronary  sinus  subsequent  to 
mediastinitis  and  bacterial  endocarditis  with  S.  au- 
reus after  aortic  valve  replacement.  This  patient 
expired. 

A third  patient  with  a false  aneurysm  associated 
with  infection  was  reported  by  Nair.6  The  patient, 
a child  with  Marfan’s  syndrome,  initially  underwent 
aortic  valve  replacement  and  replacement  of  the  as- 
cending aorta  with  a Dacron  graft.  The  patient  de- 
veloped S.  aureus  endocarditis  and  aortic  insuffi- 
ciency and  required  replacement  of  the  aortic  pros- 
thesis. A false  aneurysm  developed  after  the  second 
procedure  in  an  area  where  the  Dacron  graft  dehisced 


from  the  aortic  annulus.  The  patient  was  success- 
fully operated  on  the  third  time  and  the  aneurysm 
repaired. 

Five  patients  developed  false  aneurysm  without 
postoperative  infection.  All  had  undergone  aortic 
valve  surgery.  In  two  of  these  patients  intraopera- 
tive or  postoperative  bleeding  was  a major  problem. 
The  patient  reported  by  Campbell2  had  profuse 
bleeding  throughout  the  aortotomy,  which  was 
eventually  controlled.  The  false  aneurysm  in  this 
patient  was  found  to  arise  from  the  aortotomy.  The 
second  patient  required  reoperation  on  the  tenth 
postoperative  day  for  drainage  of  a right  hemotho- 
rax.7 No  active  bleeding  site  was  found.  The  an- 
eurysm in  this  case  arose  from  a 5-mm.  defect  in  the 
aortotomy.  The  etiology  of  false  aneurysm  in  the 
remaining  three  patients  remains  an  enigma.  None 
experienced  any  unusual  operative  or  postoperative 
problems,  and  the  aortic  tissue  was  reported  as  being 
satisfactory  in  all  patients.4'8 

The  aneurysm  in  the  patient  reported  here  is 
probably  related  to  postoperative  infection,  either 
mediastinitis,  endocarditis,  or  perhaps  a combination 
of  both.  Bleeding  had  not  been  a problem  and  the 
aorta  was  not  unusually  thin  or  friable. 

Preoperative  evaluation  by  angiography  and  so- 
nography was  indicated  for  confirmation  of  the  di- 
agnosis, demonstration  of  the  aneurysm’s  relation- 
ship to  other  structures,  and  to  rule  out  other  possi- 
bilities such  as  abscess,  coincidental  tumor,  and 
atrioventricular  fistula. 

An  intravenous  angiocardiogram  rather  than  an 
intra-arterial  study  was  performed.  In  this  case,  the 
intravenous  technique  was  chosen  to  eliminate  the 
danger  of  dislodging  vegetations  or  mural  thrombi 
by  guide  wires  and  catheters.  An  8 French  catheter 
was  inserted  through  the  femoral  vein  and  100  cc.  of 
contrast  injected  into  the  highest  segment  of  the  in- 
ferior vena  cava  in  2 seconds,  with  biplane  film  ex- 
posures each  second  for  20  seconds. 

The  intravenous  angiogram  demonstrated  com- 
pression of  the  pulmonary  veins.  This  nonspecific 
finding  most  often  accompanies  aneurysms  of  the 
ascending  aorta.  Gould  and  Lyon9  have  cited  5 cases 
from  the  literature  and  one  of  their  own  in  which 
ascending  aortic  aneurysms  compressed  the  pulmo- 
nary veins.  Other  authors  have  emphasized  dis- 
placement of  veins  due  to  aneurysms10,11  and  vena 
cava  obstruction  due  to  tumors  and  fibrosis.12  The 
very  thick  rim  beyond  the  aneurysm  cavity  indicated 
a thrombus,  since  an  aneurysm  wall  should  not  ex- 
ceed y2  cm. 

After  the  diagnosis  of  aneurysm  was  known,  a B- 
mode  sonogram  was  performed.  While  lung  usually 
prevents  thoracic  ultrasound,  an  acoustic  window  was 
provided  by  the  pulsating  parasternal  mass.  Figure 
3 shows  the  lenticular  shape  of  the  thrombus  as 
strong  random  stippling,  clearly  demarcated  from  the 
nonclotted  blood.  As  in  ultrasound  of  abdominal 
aneurysms,  this  thrombus  had  sufficient  internal 
variations  to  give  an  echo  pattern  different  from  the 
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homogeneous  (echo-free)  blood.  The  possibility  of 
dissection  with  thrombus  in  the  false  lumen  is  ruled 
out  by  the  thrombus  being  positioned  opposite  the 
disruption  of  the  aortic  wall. 

The  defect  lay  directly  across  from  the  transducer, 
so  that  the  defect  was  certain  and  not  a technical 
artifact. 

An  M-mode  tracing  off  the  prosthetic  valve  showed 
uniform  disk  activity,  stable  posit  ion  of  the  valve,  and 
no  sticking  or  variability  due  to  vegetation  or 
thrombus;  indeed  a normal  valve  was  found. 

The  surgical  approach  to  this  lesion  has  been  sur- 
prisingly consistent  in  almost  all  reported  cases.  The 
femoral  artery  is  cannulated  for  blood  return;  the 
right  chest  is  opened  and  the  right  atrium  cannulated 
with  a single  large  venous  cannula.  A vent  then  can 
be  inserted  in  the  left  ventricle  through  the  right 
superior  pulmonary  vein.  Bypass  can  either  be  ini- 
tiated at  this  point,  with  subsequent  freeing  of  the 
aneurysm  from  the  under  surface  of  the  sternum, 
transection  of  the  sternum,  and  left  thoracotomy,  or 
can  follow  completion  of  the  incision. 

The  use  of  profound  hypothermia  for  repair  of 
false  ascending  aortic  aneurysms  in  situations  where 
it  is  anticipated  that  it  will  not  be  possible  to  occlude 
the  aorta  between  the  aneurysm  and  the  innominate 
artery,  was  first  reported  by  Windsor  and  Shanahan 
in  1967. 7 and  subsequently  by  Lillehei  et  al.5  Flick  et 
al.,4  and  Nair.6  The  advantage  of  this  procedure  is 
that  the  pump  can  be  run  at  very  slow  rates,  thus 
decreasing  the  amount  of  bleeding  from  the  aorta 
once  the  aneurysm  is  opened.  It  has  been  demon- 
strated that  periods  of  low  flow  can  be  tolerated 
safely  in  adults  for  up  to  30  minutes  at  rectal  tem- 
perature of  15°C.13  If  a longer  time  period  is  re- 
quired, the  flow  rate  can  be  increased  for  several 
minutes  while  a finger  is  held  over  the  operwng  in  the 
aorta.  It  is  important  to  maintain  some  flow  since 
air  bubbles  and  possible  neurologic  injury  become  a 
major  problem  if  the  pump  is  turned  off  complete- 
ly- 

All  aneurysms  so  far  reported,  except  one,  were 
closed  by  simple  suture  repair.  The  patient  reported 
by  Lillehei  et  al.5  required  a prosthetic  material  to 
bridge  the  defect  in  the  aorta. 

It  does  not  appear  to  be  possible  to  eliminate 
postoperative  mediastinal  infections  completely.  In 
the  presence  of  an  open  pericardial  cavity  it  is  im- 
possible for  a mediastinal  infection  not  to  involve 
intrapericardial  structures.  However,  if  the  peri- 
cardium is  closed  at  the  end  of  a procedure,  as  sug- 
gested by  Cunningham  et  al.,14  perhaps  an  infection 
which  originates  in  the  mediastinum  will  not  involve 
intrapericardial  structures,  such  as  the  ascending 
aorta.  This  may  be  one  way  to  avoid  false  mycotic 
aneurysms  of  the  ascending  aorta.  Second,  it  is  of 
utmost  importance  that  an  aortotomy  incision  be 
carefully  approximated  with  good  tissue  on  either 


side,  especially  in  friable  aortas.  Even  if  bleeding  is 
not  a problem  in  the  immediate  postoperative  period, 
there  always  remains  the  possibility  of  the  develop- 
ment of  a false  aneurysm. 

The  operative  experience  with  this  condition  has 
been  favorable.  Patients  who  develop  this  compli- 
cation should  be  operated  on  to  prevent  the  possi- 
bility of  further  infection,  embolus,  or  rupture. 

Summary 

This  is  a case  report  of  a 57-year-old  female  who 
developed  a large  false  aneurysm  of  the  ascending 
aorta  after  an  uneventful  aortic  valve  replacement. 
The  size  and  location  of  the  aneurysm,  demonstrated 
preoperatively  angiographically  and  by  echocardio- 
gram, necessitated  performing  the  repair  under 
profound  hypothermia  with  circulatory  arrest.  The 
literature  relevant  to  this  uncommon  entity  is  re- 
viewed, as  well  as  the  various  methods  of  treat- 
ment. 

222  Front  Street 
Mineola,  N.  Y.  1 1501 
(DR.  HINES) 
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Candida  species  infection  is  an  uncommon  cause 
of  infective  arthritis.  Only  14  reports  in  the  litera- 
ture have  documented  synovial  fluid  or  tissue  isola- 
tion of  Candida  species.1'14  In  each  of  these  cases, 
Candida  arthritis  was  associated  with  a significant 
debilitating  disease  and  iatrogenic  predisposing 
factors,  such  as  intravenous  catheters,  antibiotic 
therapy,  corticosteroid,  or  immunosuppressive 
therapy. 

Only  two  cases  of  Candida  arthritis  have  been  re- 
ported to  occur  after  repeated  intra-articular  injec- 
tions of  corticosteroids.  This  is  the  third  case  report 
of  Candida  arthritis  occurring  in  an  otherwise 
healthy  subject  after  repeated  intra-articular  corti- 
costeroids. It  serves  to  re-emphasize  the  need  for 
careful  evaluation  of  patients  undergoing  repeated 
arthrocenteses. 

Case  report 

A 64-year-old  physician  injured  his  right  knee  as 
a youth.  Six  years  prior  to  admission,  because  of 
instability  and  episodes  of  pain  and  swelling  in  the 
knee,  a right  medial  meniscectomy  was  performed, 
from  which  he  recovered  uneventfully.  He  remained 
well  until  three  years  prior  to  admission,  when  he 
developed  low  back  pain.  X-ray  films  were  unre- 
vealing. The  pain  persisted  for  a year,  at  which  time 
repeat  x-ray  films  revealed  erosions  of  the  third  and 


fourth  lumbar  vertebrae.  A Mantoux  skin  test  result 
was  strongly  positive;  chest  x-ray  result  was  unre- 
markable. Coincident  with  a course  of  lincomycin 
for  a dental  infection,  the  pain  improved,  and  fol- 
low-up x-ray  films  showed  healing  of  the  vertebral 
lesions.  The  patient  had  mild  uncomplicated  hy- 
pertension controlled  with  a thiazide  diuretic  but  was 
well  otherwise.  About  three  years  later,  he  devel- 
oped episodic  pain  and  swelling  of  the  right  knee. 
During  the  six  months  prior  to  admission  in  Febru- 
ary, 1973,  because  of  persistent  pain  and  effusion,  he 
was  treated  with  frequent  arthrocenteses  and  in- 
stillation of  steroids.  For  several  weeks  prior  to 
admission,  there  was  a severe  exacerbation  of  his 
symptoms  that  was  unresponsive  to  anti-inflamma- 
tory drugs.  During  this  period,  aspiration  of  the 
knee  revealed  a cloudy  yellow  fluid  with  34,000  white 
blood  cells  per  cubic  millimeter.  No  crystals  were 
seen,  and  cultures  for  bacteria  and  for  acid-fast  bacilli 
were  negative. 

The  patient  was  admitted  to  the  hospital  on  Feb- 
ruary 25,  1973,  for  open  synovial  biopsy  and  syno- 
vectomy. On  admission,  he  was  a healthy  appearing 
man  with  an  erythematous,  warm,  boggy,  and  tender 
right  knee  that  had  limited  motion  and  contained  a 
large  effusion.  Laboratory  studies,  including  com- 
plete blood  count,  urinalysis,  serum  uric  acid,  and 
tests  of  liver  function  were  all  within  normal  limits. 
A chest  x-ray  film  revealed  normal  findings  as  did  the 
electrocardiogram.  X-ray  examination  of  the  right 
knee  revealed  severe  degenerative  disease  with  loose 
osteophytes,  although  the  subchondral  bone  was 
intact.  Aspiration  of  the  joint  again  yielded  an 
opaque  yellow  fluid  with  27,000  white  blood  cells  and 
50,000  red  blood  cells  per  cubic  millimeter.  Bacterial 
stains  were  negative,  and  no  crystals  were  seen. 

Three  days  after  admission,  the  patient  underwent 
synovectomy  and  right  lateral  meniscectomy.  When 
the  knee  joint  was  entered,  an  opaque  yellow  fluid 
was  expressed  under  pressure,  and  all  of  the  involved, 
thickened,  whitish-yellow  synovium  was  excised. 
There  was  marked  osteophyte  formation  present, 
especially  along  the  medial  femoral  condyle.  The 
tibial  plateau  and  condyles  also  had  degenerated 
cartilage. 

Synovial  fluid  obtained  at  operation  again  failed 
to  yield  any  organisms  when  cultured  for  bacteria  or 
acid-fast  bacilli.  The  resected  synovium  exhibited 
an  acute  exudative  inflammation  superimposed  on 
chronic  inflammation.  Gram  and  acid-fast  stain 
results  were  negative;  however,  a periodic  acid-Schiff 
stain  showed  a budding  fungus  with  pseudohyphae, 
consistent  with  a Candida  species  (Fig.  1).  Unfor- 
tunately, no  fluid  had  been  cultured  for  fungus. 

Because  of  continued  limitation  of  motion  in  the 
knee,  two  weeks  postoperatively  the  patient’s  knee 
was  put  through  a complete  range  of  motion  under 
general  anesthesia.  A small  amount  of  fluid  was 
aspirated  and  cultured.  Candida  was  not  demon- 
strated. 

Following  the  finding  of  Candida  in  the  resected 
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FIGURE  1.  Photomicrographs.  (A)  Low-power  view  of  resected  synovium  with  granuloma  containing  yeast-like  organism. 
(B)  High-power  view  demonstrating  budding  pseudohyphae  of  organism. 


synovium,  further  studies  were  done.  Quantitative 
Ig  (immunoglobulin)  determination  revealed  610 
mg.  per  100  ml.  of  IgG,  100  mg.  per  100  ml.  of  IgA, 
and  1 16  mg.  per  100  ml.  of  IgM.  The  patient’s  lym- 
phocytes, obtained  from  peripheral  blood,  responded 
normally  both  in  mixed  culture  and  to  mitogenic 
stimulation. 

The  patient  continues  to  have  nearly  full  range  of 
motion  of  his  knee  and  is  hack  at  work  and  playing 
golf. 

Comments 

Candida  arthritis  is  an  exceedingly  rare  disease 
and  is  mentioned  only  14  times  in  the  world  litera- 
ture. In  1921,  the  association  of  acute  polyarthritis 
with  oral  thrush  and  systemic  symptoms  in  an  infant 
was  reported,  but  the  actual  cause  of  the  arthritis  was 
not  verified,  and  the  patient  recovered  sponta- 
neously.1 Since  1960,  four  additional  well-docu- 
mented case  reports  in  infants  have  appeared.  In 
each  case,  both  a severe  debilitating  illness  and  pre- 
disposing iatrogenic  factors  (intravenous  catheters 
and  antibiotic  therapy)  were  present,  and  systemic 
candidiasis  was  documented.  All  recovered  with 
systemic  amphotericin  B therapy.2-5 

In  adults,  the  literature  is  more  varied.  The  first 
report  in  1932  documented  the  culture  of  Candida 
albicans  from  both  joint  fluid  and  contiguous  os- 
teomyelitis.6 Three  cases  have  been  reported  in 
which  the  diagnosis  of  Candida  arthritis  was  made 
at  postmortem  examination,  after  complicated 
clinical  courses  of  other  underlying  disease.7-9 
Candida  arthritis  was  diagnosed  by  joint  fluid  cul- 
ture in  three  adults  with  disseminated  candidi- 
asis.10-12 All  these  subjects  had  severe  underlying 
illnesses,  intravenous  catheters,  and  were  being 
treated  with  antibiotics  and/or  immunosuppressive 
therapy.  Two  of  these  subjects  had  both  surgical 
excision  of  the  involved  tissue  and  intravenous  am- 
photericin B only.12 

Of  more  relevance  to  this  case  are  two  reports  of 
Candida  arthritis  not  associated  with  systemic  in- 


fection. One  reports  the  finding  of  a rare  Candida 
species  in  the  knee  of  a woman  with  rheumatoid  ar- 
thritis.1'1 Apparently,  the  Candida  infection  was 
introduced  by  direct  inoculation  at  an  initial  syno- 
vectomy. Multiple  arthrocentesis  and  a second 
synovectomy  did  not  eradicate  the  infection,  and 
Candida  was  cultured  from  her  knee  for  three  and 
one-half  years.  Finally,  a third  synovectomy  and  a 
short  course  of  amphotericin  B therapy  resulted  in 
resolution  of  the  infection. 

A similar  case  has  been  reported  in  the  Japanese 
literature.14  In  this  71-year-old  Japanese  man,  one 
knee  was  repeatedly  injected  with  steroids  for 
symptoms  of  osteoarthritis.  This  resulted  in  a 
chronically  warm,  swollen  joint.  Cultures  demon- 
strated the  presence  of  Candida.  Treatment  with 
nystatin  was  given,  and  eight  months  later  the  pa- 
tient had  recovered. 

In  our  case,  and  the  two  similar  cases,  the  common 
denominator  is  a previously  damaged  joint  that  had 
received  repeated  injections  of  steroids.  Candida 
species  appears  to  be  of  low  systemic  pathogenicity 
and  may  be  present  locally  for  from  six  months  to 
four  years  without  causing  systemic  manifestations. 
Because  of  this,  thorough  surgical  synovectomy  may 
be  sufficient  to  eradicate  the  infection,  and  such 
patients  may  be  spared  exposure  to  a highly  toxic 
drug  such  as  amphotericin  B.  In  the  absence  of  prior 
joint  surgery  or  needle  aspiration,  a positive  synovial 
fluid  culture  for  Candida  should  suggest  the  presence 
of  disseminated  candidiasis.  In  these  cases,  com- 
bined medical  and  surgical  therapy  may  be  necessary 
to  eradicate  these  infections. 

Summary 

Arthritis  due  to  Candida  species  is  a rare  cause  of 
infective  arthritis,  and  usually  occurs  in  debilitated 
subjects  with  multiple  iatrogenic  predisposing  fac- 
tors. This  is  the  third  reported  case  of  Candida  ar- 
thritis secondary  to  repeated  intra-articular  injec- 
tions of  corticosteroids  for  joint  disease.  Local  ex- 
cisional  therapy  appears  to  be  sufficient  to  eradicate 
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the  infective  agent,  and  the  patient  has  done  well 
postsynovectomy.  Patients  with  isolated  Candida 
arthritis  probably  do  not  need  treatment  with  sys- 
temic antifungal  agents. 

Downstate  Medical  Center,  Box  42 
450  Clarkson  Avenue 
Brooklyn,  N.Y.  11203 
(DR.  MEISEL) 
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Deaths  reported 

from  too  much  water  drinking 

It’s  not  unusual  to  hear  of  someone  who  drank  himself 
to  death.  With  alcoholic  beverages.  But  with  water? 

Yes.  It  is  possible  to  drink  so  much  water  that  it  kills 
you.  The  physicians  call  it  psychogenic  polydipsia,  the 
urge  to  drink  enormous  quantities  of  water.  Two  cases  in 
which  water  intoxication  developed  and  contributed  to  the 
patient’s  death  are  described  in  the  December  1 Journal 
of  the  American  Medical  Association. 

A 29-year-old  Miami  woman  came  to  a hospital  exhib- 
iting bizarre  behavior,  including  copious  water  drinking. 
She  was  on  a water  fast  that  involved  abstaining  from  all 
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food  and  drinking  water  continuously.  She  “heard  voices 
telling  her  to  drink  water.”  In  the  hospital  she  ceased  the 
excessive  water  drinking,  but  later  relapsed,  had  a seizure, 
went  into  coma,  and  died. 

A somewhat  similar  report  is  given  on  a 52-year-old 
woman  patient. 

The  first  patient  suffered  both  heart  and  brain  conse- 
quences of  her  self-induced  water  overload,  says  Marc 
Rendell,  M.D.,  and  colleagues. 

Compulsive  water  drinking  should  be  viewed  as  poten- 
tially life-threatening  behavior,  Dr.  Rendell  says.  Drastic 
measures  to  limit  access  to  water  are  warranted.  And  it 
is  imperative  to  deal  with  the  patient’s  underlying  thought 
disorder  that  causes  the  drinking. 
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Special  Articles 


Guidelines  for  Individual 
Hospitals  and  Medical  Staffs 

Determination  of  medical  staff 
membership  and  hospital  privileges 

Medical  Society  of  the  State  of  New  York 

Lake  Success.  New  York 

Hospital  Association  of  New  York  State 

Albany,  New  York 

Guidelines  established  by  the  Medical  Society 
of  the  State  of  New  York  and  the  Hospital  Associa- 
tion of  New  York  State,  for  individual  hospitals  and 
their  medical  staffs  in  the  determination  of  medical 
staff  membership  and  hospital  privileges  are  as  fol- 
lows. 

A.  General  guidelines  for  membership  on  the  medical 
staff 

1.  License  to  practice  medicine  in  New  York  State. 

2.  Ethical  and  moral  character. 

3.  Residence  within  a reasonable  working  distance 
from  the  hospital. 

4.  Willingness  to  contribute  with  service  in  an  as- 
signed role  within  the  hospital,  provided  that  the 
nature  of  this  service  is  commensurate  with  his  type 
of  practice  and  is  approximately  equal  to  that 
provided  by  other  members  of  the  medical  staff: 

5.  Willingness  to  abide  by  the  bylaws  of  the  medical 
staff. 

B.  Granting  of  hospital  privileges 

Privileges  shall  be  granted  on  the  basis  of  the  indi- 
vidual qualifications  which  shall  take  into  consider- 
ation the  interest,  training,  experience,  and  ability  of 
each  practitioner. 

1.  Hospitals  without  clinical  departments  shall  grant 
privileges  on  an  individual  basis  in  accordance  with 
the  interest,  training,  and  experience  of  the  appli- 
cant. Such  hospitals  may  consult  with  the  nearest 
departmentalized  hospital,  if  necessary,  in  the 
determination  of  such  privileges. 

2.  Hospitals  with  clinical  departments  shall  grant 
privileges  based  on  training  and  experience  con- 
sistent with  the  requirements  of  the  various  spe- 
cialty boards.  Family  physicians  who  apply  to 
such  hospitals  shall  become  members  of  an  ad- 

Presented  to  the  Council  of  the  Medical  Society  of  the  State  of 
New  York  at  the  meeting  on  September  28,  1978.  The  Council 
and  the  House  of  Delegates  approved  these  guidelines  and  their 
distribution  throughout  the  State. 


ministrative  department  of  family  practice,  with 
clinical  privileges  granted  on  an  individual  basis 
as  recommended  by  the  specialty  department  in 
which  that  specific  privilege  belongs.  It  shall  be 
accepted  that  in  today’s  medical  community  there 
is  no  role  for  the  partially  trained  specialist. 

3.  The  14  university  hospitals  find  themselves  today 
with  an  unacceptable  dilemma  in  that  the  academic 
teaching  staff  is  failing  to  provide  an  adequate 
patient  population  for  the  hospital.  As  a result, 
the  hospital  is  experiencing  a decreasing  occupancy 
rate  with  all  the  serious  ramifications  thereof. 
Therefore,  it  is  recommended  that  the  14  university 
hospitals  seriously  consider,  where  appropriate,  the 
creat  ion  of  a courtesy  staff  whose  members  should 
be  fully  qualified  in  the  appropriate  specialty  but 
whose  interests  in  teaching  are  secondary  to  their 
desire  to  practice  their  specialty.  Such  courtesy 
staff  members  can  be  required  to  provide  proper 
nonteaching  services  to  the  institution  for  the 
privilege  of  using  the  hospital  facilities.  This 
mechanism  may  be  difficult  in  view  of  the  present 
methods  of  teaching  the  resident  staff.  A concern 
was  that  the  private  physician  might  lose  control 
of  his  patient  to  the  resident  staff.  However,  in 
some  university  hospital  settings,  this  has  been 
worked  out  by  close  cooperation  between  the 
family  physician  and  the  attending  staff  so  that  he 
becomes  a part  of  the  total  care  of  his  patient. 


It  shall  be  mentioned  that  all  new  medical  staff 
members  shall  pass  t hrough  a period  of  observation 
and  supervision  to  assure  that  each  member  shall  be 
able  to  demonstrate  the  ability  to  apply  his  training 
and  experience  in  an  appropriate  manner. 

Furthermore,  all  members  of  all  clinical  depart- 
ments shall  be  subject  to  appropriate  peer  review  on 
a periodic  and  equitable  basis  as  a means  of  assuring 
continuing  quality  patient  care. 

C.  Appeals  mechanisms 

While  it  is  realized  that  most  hospitals  have  bylaws 
with  a built-in  due  process  mechanism  for  staff  mem- 
bership and  medical  privileges,  the  possibility  for  ob- 
struction to  staff  membership  and  medical  privilege 
for  inappropriate  reasons  does  exist. 

Therefore,  it  is  recommended  that  an  appeals  board 
consisting  of  representatives  from  the  Medical  Society 
of  the  State  of  New  York  and  the  Hospital  Association 
of  New  York  State  be  created  as  a body  to  which  indi- 
vidual appeals  might  he  submitted,  but  only  after  an 
attempt  for  a local  solution  to  the  problem  by  the  con- 
cerned county  medical  society  has  proved  to  be  unac- 
ceptable to  either  the  hospital  or  to  the  individual 
practitioner. 
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British  State  Medicine 

Crisis  in  confidentiality  and 
overmanning 

KIERAN  S.  WALSHE-BRENNAN,  M.  Sc.,  M.B., 
M.R.C.  Psych.,  M.F.C.M.,  D.P.H.,  F.S.S., 
D.P.M.,  F.R.S.H. 

Manchester,  England 

Consultant  Psychiatrist,  Cheshire  and  Trafford  Area  Health 
Authorities;  Lecturer  in  Psychiatry,  University  of  Keele 


Although  comments  have  been  made  about  bu- 
reaucracy in  the  British  National  Health  Service,  its 
confidentiality  has  also  been  criticized.1  One  critic 
of  confidentiality,  a Belfast  general  practitioner,  is 
reported  as  treasuring  his  independence  in  practice 
since  Northern  Ireland  State  hospitals  are  no  longer 
effectively  in  control  of  medical  staff,  but,  instead, 
are  dominated  by  the  military  presence2;  thus,  a 
person  can  enter  the  hospital  as  a patient  and  come 
out  a prisoner.  In  addition,  the  Royal  College  of 
Psychiatrists  has  expressed  “grave  concern”  at  the 
generally  poor  state  of  confidentiality  in  British 
National  Health  Service  hospitals.3 

Both  the  crises  in  confidentiality  and  in  bureau- 
cracy appear  to  have  increased  since  the  1974  reor- 
ganization of  the  health  service.  The  extent  of  the 
crises  is  such  that  “a  host  of  critics,  many  of  them 
physicians,  are  claiming  that  National  Health  Service 
is  on  the  point  of  collapse”  at  a time  of  economic 
crisis4;  the  result  is  that  Britain  has  become  “the  lame 
duck  of  Europe”  half  way  through  the  New  Eliza- 
bethan Age.  To  understand  these  crises,  a review  of 
the  general  state  of  the  National  Health  Service  may 
help. 

General  state  of  British  National  Health  Service 

The  British  State  Service,  as  presently  constituted, 
dates  back  to  the  National  Health  Service  Act  of 
1946.  At  that  time  its  architects  in  the  Labour  Party 
considered  that  the  provision  of  competent  medical 
care  to  all,  free  of  charge  at  the  time  of  need,  would 
so  improve  the  health  of  the  nation  that  before  long 
demand  would  decrease  and  the  cost  of  health  care 
would  actually  diminish;  the  opposite  has  happened. 
In  1950,  the  service  cost  the  country  just  under  £500 
million  a year;  the  present  bill  is  well  over  £6,000 


million.  Allowing  for  inflation,  the  budget  has 
doubled  in  real  terms  since  the  service  started. 
Gould4  comments  that  “Even  this  extravagant  in- 
crease in  expenditure  might  be  reckoned  money  well 
spent  if  it  had  resulted  in  an  improvement  in  the 
nation’s  well-being,  for  we  still  devote  only  some  6 
percent  of  our  G.N.P.  to  health  care,  compared  with 
an  average  of  over  8 percent  similarly  spent  by  some 
other  of  the  well-to-do  Western  countries.  But  it 
seems  that  the  more  we  spend  on  health  care,  the  less 
we  benefit.” 

For  Britain  is  not  noticeably  fitter  as  a nation. 
Although  the  pattern  of  disease  has  changed,  with 
more  deaths  from  heart  conditions  and  cancer  and 
less  from  tuberculosis,  this  is  due  to  factors  outside 
the  National  Health  Service,  such  as  pharmaceutical 
research  and  changes  in  life  style.  Of  greater  im- 
portance is  the  fact  that  life  expectation  has  not  in- 
creased, and  time  lost  from  work  because  of  illness 
has  grown  nationally  by  24  percent. 

Certain  aspects  warrant  particular  criticism.  In 
National  Health  Service  psychiatric  hospitals,  ap- 
proximately one  third  of  the  patients,  including  the 
mentally  handicapped,  could  be  treated  as  well  in 
either  outpatient  clinics  or  at  home.  Again  Don- 
aldson,1 as  a specialist  in  community  medicine,  notes 
that  Great  Britain  is  the  exception  in  employing  not 
only  600  full-time  community  physicians,  a new  role 
since  the  1974  National  Health  Service  reorganiza- 
tion, in  England  alone,  but  also  in  employing  so  many 
physicians  as  administrators  who  are  not  treating 
patients  at  a time  of  economic  crisis,  while  patients 
in  England,  Scotland,  Wales,  and  Northern  Ireland 
die  for  lack  of  kidney  machines.  “In  many  other 
developed  countries,”  Donaldson  continues,  “medical 
administrators  are  conspicuous  by  their  absence  from 
health-care  systems.  One  reason  for  having  an  ad- 
ministrative doctor  is  said  to  be  that  he  improved 
communications  between  clinicians  and  manage- 
ment. This  is  the  ‘doctor  only  talks  to  doctor’  theory, 
though  with  more  highly  qualified  professional  ad- 
ministrators'this  is  much  less  valid.”  Warnings  have 
been  given  of  “falling  standards  and  dangers  to  pa- 
tients” in  the  British  Medical  Journal. 5 The  same 
year  has  seen  a proposal  to  register  social  workers,6 
and  a pamphlet  prepared  bv  the  National  Council  for 
Civil  Liberties  on  the  Abuse  of  Personal  Files7; 
Punch8  has  criticized  “The  National  Health  Service 
which  gives  hospital  porters  a democratic  right  to 
dictate  hospital  treatment.” 

Most  hospitals  and  clinics  have  social  workers 
seconded  from  departments  of  social  services,  and 
these  also  have  been  criticized.  To  Rhodes  Boyson, 
M.P.,  as  conservative  member  of  Parliament,  social 
services  are  “basically  just  empires  built  for  social 
workers  who  seem  to  do  less  and  less  for  the  benefit 
of  the  community,”  with  “gay”  social  workers  be- 
coming “increasingly  a force  to  be  reckoned  with.”9 
At  the  same  time,  some  sociology  courses  have  been 
censured. 10  The  register  for  social  workers  has  been 
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proposed  to  make  "social  work  a profession”  and  its 
practitioners  publicly  accountable,  since  63  percent 
are  unqualified  at  present. 

The  trend  to  bureaucracy  has  also  been  criticized 
by  the  Prince  Consort.11  He  warns  that  by  the  year 
2000  A.D.,  the  number  of  those  employed  by  the 
government  may  exceed  those  who  are  not;  therefore, 
personal  freedom  and  independence  could  be  di- 
minished. It  is  perhaps  noteworthy  that  the  31st 
World  Medical  Assembly  meeting  in  Dublin  con- 
cluded that  a state  monopoly  was  had  for  medicine,12 
after  The  Times 13  criticized  British  public  life. 
“Public  men  are  failing  in  a larger  number  of  cases 
to  set  themselves  the  traditional  standards  of  British 
public  life,”  according  to  the  London  newspaper.  It 
continued  “Obviously  in  an  age  in  which  a decreasing 
number  of  people  will  set  themselves  absolute  stan- 
dards of  conduct  in  their  own  lives,  it  will  be  in- 
creasingly difficult  to  enforce  the  standards  of  public 
morality  which  have  been  customary  in  the  last 
century  and  a half.”13 


Other  National  Health  Service  developments 

Coinciding  with  these  developments,  a consultant 
in  the  British  Health  Service,  for  the  first  time  in 
National  Health  Service’s  history,  has  been  sus- 
pended by  Trade  Union  action.  This  followed  an 
“unoffical  strike"  by  nurses  at  Normansfield  Hos- 
pital, Teddington,  who  joined  the  Confederation  of 
Health  Service  Employees  (C.O.H.S.E.);  this  par- 
ticular physician  commented  that  although  he  was 
the  first  consultant  to  be  suspended  because  of  a 
union’s  activity,  he  “would  not  be  the  last.”14 

In  some  British  psychiatric  clinics  nonmedically 
qualified  psychologists  have  attempted  to  assume 
direction  in  trying  to  “diagnose”  and  “treat”  patients. 
Since  the  clinics  are  built  and  maintained  by  health 
authorities  under  medical  direction,  and  the  psy- 
chologists are  employed  by  education  departments 
managing  schools,  such  attempts  proved  futile.15 
Following  this,  in  some  areas  psychologists,  usually 
basic-grade  and  inexperienced,  attempted  disruption 
of  clinics,  similar  to  the  strife  in  universities  caused 
by  students  on  grants  receiving  free  education.16 

Apart  from  the  remarks  by  Donaldson,1  the  new 
role  of  community  physician,  arising  from  the  1974 
National  Health  Service  reorganization,  has  been 
criticized.  MacMahon,1 1 for  example,  as  chairman 
of  the  Association  of  Chief  Administrators  of  Health 
Authorities,  has  warned  that  “The  role  of  the  Com- 
munity Physician  in  the  reorganised  Health  Service 
is  a new  one  and  there  will  be  teething  troubles  for 
some  time  until  roles  have  been  established  and  de- 
fined,’’1, while  Parry  and  Lunn,18  two  community 
medicine  specialists  write  “The  community  physi- 
cian: will  he  survive?”  Papas,19  in  referring  to  the 
British  system,  asks,  “Is  there  a future  for  community 
medicine?” 


Present  confidentiality  crisis 

In  England,  Wales,  Scotland,  and  Northern  Ire- 
land, notes  taken  by  a patient’s  medical  advisor  were 
generally  few  before  World  War  II.  The  present 
National  Health  Service  elaboration  of  notes  did  not 
exist,  and  some  aids,  such  as  photostating,  were  not 
available  to  handle  what  the  present  trend  for  copi- 
ous details  calls  for. 

When  Hippocrates  from  the  Island  of  Cos  prac- 
ticed medicine  in  Thrace  and  trained  his  sons  Tjes- 
salus  and  Dracon,  in  400  B.C.,  fragments  of  his  work 
were  preserved  only  by  Aristotle.20  By  contrast,  it 
is  nowadays  the  exceptional  patient  who  is  seen  by 
only  one  or  two  persons  in  the  present  organization 
of  clinics.  Thus,  not  only  a clinical  team  on  a ward 
is  made  familiar  with  the  patient’s  intimate  details, 
but,  also,  for  example,  the  hospital  laboratory  staff 
may  be  asked  to  carry  out  a Wassermann  test  for 
syphilis  by  a neurologist  investigating  a case  of  fits. 
Again,  a representative  from  the  social  services  de- 
partment may  be  involved,  although  this  may  de- 
crease as  sociology  shows  a decline  in  popularity. 

Because  of  the  confidentiality  crisis,  the  Royal 
College  of  Psychiatrists  set  up  an  ethical  committee 
to  investigate  and  advise.  In  1977  it  reported  that 
the  “College  should  press  for  an  immediate  inter- 
disciplinarian Working  Party  to  enquire  into  the 
problems  of  security,  access  to  and  confidentiality  of 
psychiatric  case  records.  The  Working  Party  should 
include  at  least  psychiatric  nurses,  social  workers, 
records  officers,  and  patients’  representatives.  The 
College  should  first  approach  the  Department  of 
Health  and  Social  Security  to  set  this  up,  but  if  they 
are  laggard  it  should  consider  approaching  other 
interested  bodies — such  as  the  Royal  College  of 
Nursing,  MIND,  and  the  Patients’  Association — as 
a matter  of  urgency.” 


Conclusion 

Since  the  National  Health  Service  Act  of  1946,  the 
service  has  not  developed  as  planned.  In  fact,  it 
could  be  argued  that  the  opposite  has  occurred;  the 
health  of  the  nation,  apart  from  changes  in  certain 
patterns  of  illness,  has  not  improved,  demand  has 
increased,  costs  have  risen  to  unexpected  levels,  and 
time  lost  from  work  due  to  illness  has  increased  na- 
tionwide. Moreover,  the  comment  by  Punch 8 of 
hospital  porters  deciding  patient  admissions  suggests 
standards  in  Britain  that  would  hardly  be  accepted 
in  other  countries,  for  instance  in  Eire. 

Again,  the  advent  in  Britain  of  the  welfare  state 
after  World  War  II,  with  a free  health  service,  free 
university  education,  and  so  forth,  led  in  1962  to  the 
Seale  figures  for  medical  emigration,  which  in  En- 
gland then  aroused  reactions  of  disbelief.21 

As  Donaldson  'points  out  in  his  role  as  a commu- 
nity medicine  specialist,  the  National  Health  Service 
appears  not  only  to  have  too  many  levels  of  respon- 
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sibility,  too  many  committees,  and  too  much  bu- 
reaucracy, but  that  even  as  many  as  600  physicians 
in  England  alone,  not  counting  Scotland,  Wales,  and 
Ulster,  are  not  treating  patients,  contrary  to  practice 
in  other  countries. 

Since  1974  the  confidentiality  crisis  and  bureau- 
cracy, in  particular,  appear  to  have  grown  to  the  ex- 
tent that  the  Royal  College  of  Psychiatrists  views  the 
crisis  with  “grave  concern”  and  advocates  elimination 
of  at  least  one  of  the  three  National  Health  Service 
administrative  tiers.  Thus,  steps  to  remedy  the 
bureaucracy  and  confidentiality  crisis  would  save  not 
only  taxpayers’  money,  but  would  help  to  restore 
standards  as  well.  From  the  advice  given  by  the 
ethical  committee  of  the  Royal  College  of  Psychia- 
trists, it  would  seem  that  the  British  Department  of 
Health  and  Social  Service  should  investigate  the 
crisis  in  confidentiality  “as  a matter  of  urgency.”3 

Summary 

A confidentiality  crisis,  reported  in  the  British 
National  Health  Service,  coincided  with  a recom- 
mendation by  the  Royal  College  of  Psychiatrists  that 
at  least  one  third  of  its  administration  should  be 
abolished. 

A specialist  in  community  medicine  pointed  out 
that  Britain  differs  from  other  developed  countries 
in  that  in  England  alone,  600  physicians  are  em- 
ployed full  time  in  administration;  the  British  Na- 
tional Council  for  Civil  Liberties  has  compiled  a 
dossier  noting  the  lack  of  security  of  highly  confi- 
dential medical  records  in  the  health  service,  ex- 
pressing concern  at  the  unauthorized  transfer  of  in- 
formation. 

Reasons  for  the  confidentiality  crisis  and  the  cur- 
rent bureaucracy  have  been  outlined  here.  Possible 
causes  leading  to  the  situation  have  been  reviewed. 


Advice  is  considered  from  various  authorities  re- 
garding how  the  difficulties  may  be  remedied  and 
standards  improved  to  conform  with  the  oath  of 
Hippocrates. 

Mereside  Road 
Mere,  Knutsford 
Cheshire,  England 

References 

1.  Donaldson,  R.  J.:  The  New  Health  Service  in  Britain, 
London,  Royal  Society  for  the  Promotion  of  Health,  1966. 

2.  McCreary,  A.:  Survivors,  Belfast,  Ireland,  Century  Books, 

1976,  p.  179. 

3.  News  and  Notes,  Brit.  J.  Psychiat.  130:  4 (Jan.)  1977. 

4.  Gould,  D.:  Sick  man  of  Europe,  The  Irish  Times,  July  5, 

1977. 

5.  Joint  Consultant  Committee:  Falling  standards  and 

dangers  to  patients,  Brit.  M.  J.  2:  1234  (Nov.  5)  1977. 

6.  Healy,  P.:  A register  of  social  workers  proposed,  The 
Times,  September  28, 1977. 

7.  Editorial:  The  abuse  of  personal  files,  The  Times,  Sep- 
tember 29,  1977,  editorial  page. 

8.  Gordon,  R.:  The  weather  and  the  English  speaking  peo- 
ples, Punch,  June  1,  1977,  p.  34. 

9.  Community  care:  social  services:  sex  for  all  seasons, 
London,  I.P.C.  Building  and  Contract  Journals,  Ltd.,  January  5, 
1977,  p.  12. 

10.  Marxists  in  higher  education,  2:  Dramatic  examples  from 
polytechnics.  Some  sociology  courses  being  blamed  for  students’ 
indoctrination,  The  Times  November  15,  1977. 

11  H.  R.  H.  Prince  Philip,  Duke  of  Edinburgh,  Radio  Clyde, 
October  27,  1977. 

12.  Nowlan,  D.:  State  monopoly  bad  for  medicine,  says  W. 
M.  A.  head,  Irish  Times,  September  6,  1977. 

13.  Editorial:  First  leader.  The  Times,  May  25, 1973. 

14.  Ibid.,  November  1,  1977. 

15.  Walshe-Brennan,  K.  S.:  Future  organization  in  child 
guidance,  Roy.  Soc.  Health  J.  vol.  97  (Aug.)  1977. 

16.  Moller,  D.:  The  student  strife  we  cannot  afford,  Pleas- 
antville.  New  York,  Reader’s  Digest,  October,  1977. 

17.  MacMahon,  P.:  Letter,  Brit.  M.J.  2:  1321  (Nov.  27) 

1976. 

18.  Parry,  W.  H.,  and  Lunn,  J.  E.:  The  community  physician: 
Will  he  survive?,  ibid.  2:  589  (Aug.)  1977. 

19.  Papas,  K.:  Letter,  ibid.  2:  1322  (Nov  27)  1977. 

20.  Singer,  C.:  Medicine,  in  Livingston,  R.  W.,  Ed.:  The 
Legacy  of  Greece,  Oxford,  Clarendon  Press,  1923,  p.  163. 

21.  Editorial:  The  unhealthy  state  of  Britain’s  medicine. 
World  Medicine  4:  11  (Apr.  22)  1969. 


398  New  York  State  Journal  of  Medicine/March  1979 


Learn  how  you  can 
Eliminate  and  Prevent 
Bedsores 


AQUAPEDIC"  FLOTATION  MATTRESS 

Prevents  Decubitus  ulcers  and  aids  in  the  treatment  of 
pre-existing  cases.  Flotation  eliminates  pressure  points  . . . 
reducing  pain. 

Used  worldwide  for: 

• Geriatric  and  Long-Term  Patient  Care. 

• Burn  Care 

• Orthopedic  and  Arthritic  Patient  Care. 

• Neurologic  Disorders  — Spinal  Injury.  Paralysis 

• Cardiac  Care 

• Agitated  Patient  Care. 

• Circulation  and  Peripheral  Vascular  disease  Patient  Care. 
Medicare  and  Medicaid  approved  for  payment  when 
prescribed  by  a physician. 


PRESSURE-TRONIC™ 

Blood  Pressure  Monitor 

• Electronic  Accuracy  • Blood  flow  amplifier  switch 

• Easy  to  use  • Battery  operated 

• Easy  to  read  pinless  gauge  • Complete  with  Carry  Case 


I'm  interested  in: 

□ AquaPedic  Mattress 

□ AquaSeat  □ Pressure-Tronic 

□ Please  have  representative  call  for  appointment. 

□ Please  send  literature. 

NAME: 

ADDRESS:  


PHONE: 


*4aua$e&)r 

PRODUCTS  CORP. 


1582  Hart  Street 
Rahway,  New  Jersey  07065 
(201)  382-5600 


AQUASEAT®  FLOTATION  PAD 

Designed  for  the  treatment  and  prevention  of  decubitus 
ulcers  for  patients  confined  to  a wheelchair. 

• Provides  absolute  comfort  • Easy  to  Clean 

• Reduces  Pain  • Inexpensive 

• Lightweight 

Medicare  and  Medicaid  approved  for  payment  when 
prescribed  by  a physician. 


“1 


399 


Effects  of  Stress  on  the  Police 
Officer  and  Family 

STEPHEN  NORDLICHT,  M.D.,  F.A.C.P. 

New  York  City 

Clinical  Associate  Professor  in  Psychiatry  (Ret.),  Cornell 
University  Medical  College;  Consulting  Psychiatrist,  Memorial 
Sloan-Kettering  Cancer  Center;  Consulting  Psychiatrist, 
Roosevelt  Hospital 


History  has  taught  us  that  the  survival  of  any  so- 
ciety is  dependent  not  only  on  the  law,  but  also  its 
enforcement.  For  this  most  vital  task  the  police  of- 
ficer has  the  major  responsibility.  In  the  past  a great 
deal  less  was  demanded  of  the  officer,  but  as  our  so- 
cial structure  became  more  complex,  his  duties  be- 
came much  greater.  How  the  police  officer  is  dealing 
with  these  changes  and  the  effect  on  the  family  is  the 
subject  of  this  article. 

Stress  factors 

It  is  only  after  completion  of  26  weeks  of  training 
at  the  police  academy  and  assignment  to  a precinct, 
that  there  is  recognition  of  what  still  has  to  be 
learned.  Slowly  the  officer  begins  to  understand 
what  is  expected  and  also  becomes  acquainted  with 
the  stresses  of  police  work.  The  demands  of  the 
department,  the  community,  and  last  but  not  least, 
those  of  the  officer’s  own  family  are  encountered; 
often  these  will  be  in  direct  conflict  with  each  other. 
The  decisions  constantly  made  are  not  always  en- 
thusiastically received,  and  this  must  also  be  learned 
and  accepted.  It  begins  to  dawn  on  the  officer  that 
this  profession  may  be  very  different  from  what  had 
been  envisaged. 

The  varied  tasks  the  police  officer  must  carry  out 
will,  at  first,  come  as  a surprise.  Fighting  crime  is 
just  one  of  them,  but  many  other  tasks  not  really 
prepared  for,  will  prove  to  be  far  more  taxing.  The 
services  to  be  performed  often  require  some  knowl- 
edge of  medicine,  law,  religion,  social  services,  and 
marriage  counseling,  all  of  which  add  up  to  consid- 
erable responsibility  for  one  person.  Nevertheless, 
one  person  will  do  it  all.  As  physicians,  however,  we 
know  that  for  a small  percentage  this  stress  will  result 
in  some  somatic  or  psychiatric  difficulties.  Since  our 

Presented  at  the  85th  Annual  Conference  of  the  International 
Association  of  Chiefs  of  Police,  American  Association  of  Police 
Physicians  and  Surgeons,  New  York  Hilton  Hotel,  October  9, 
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research  has  already  confirmed  the  high  degree  of 
stress  in  police  work,  it  now  becomes  even  more  im- 
portant in  our  future  screening  of  candidates  to 
carefully  identify  those  who  may  not  be  able  to  tol- 
erate this  demand.1  Unless  there  is  the  capacity  to 
withstand  these  stresses,  the  officer’s  well-being,  as 
well  as  the  safety  of  the  community,  are  placed  in 
jeopardy.  Only  the  emotionally  stable  can  be  se- 
lected if  we  hope  to  avoid  some  of  our  past  trage- 
dies. 

Stress  is  not  a twentieth-century  discovery  for  it 
has  been  experienced  by  man  from  his  earliest  be- 
ginnings. It  is  only  recently  that  we  are  beginning 
to  understand  the  enormous  complexity  of  this  bio- 
logic phenomenon.  Many  eminent  scientists,  in- 
cluding Bernard2  and  Cannon3-4  made  major  con- 
tributions. But  it  was  Selye5  who  was  able  to  develop 
a comprehensive  understanding  of  stress.  He  rec- 
ognized three  distinct  stages  which  he  classified  as 
alarm,  resistance,  and  finally  exhaustion.  Physio- 
logically this  is  manifested  by  adrenocortical  stim- 
ulation, thymicolymphatic  atrophy,  and  gastroin- 
testinal changes.  It  became  known  as  the  general 
adaptation  syndrome  or,  when  the  stressor  is  limited 
to  a given  area  of  the  body,  the  local  adaptation 
syndrome. 

Effects  on  family 

We  who  are  responsible  for  the  medical  care  of 
police  officers  are  familiar  with  the  unique  stresses 
to  which  they  are  exposed,  and  also  the  resulting  ill- 
ness which  may  occur.  Early  in  their  careers  they 
learn  about  the  problems  of  rejection,  the  losing  of 
old  friends,  and  sometimes  even  members  of  their 
own  families  simply  because  they  are  police  officers. 
They  now  will  be  socializing  more  and  more  only 
within  the  department,  thus  depriving  themselves 
of  exposure  to  a larger  and  also  different  world. 
Probably  just  as  serious  is  the  shifting  schedules  of 
working  hours,  which  is  disruptive  not  only  to  ac- 
customed physiologic  rhythm,  but  also  to  relation- 
ships with  spouses  and  children.  It  is  here  that  we 
can  often  detect  beginning  problems  which  may 
ultimately  lead  to  estrangement  and  separation  be- 
tween husband  and  wife. 

Frequently  also  heard  is  the  complaint  by  the 
spouse  that  there  is  too  little  communication. 
Day-to-day  life  in  the  department  seems  to  be  con- 
cealed from  the  spouse,  which  only  serves  to  create 
a separation  between  them.  Because  of  this,  the 
police  officer  is  accused  of  being  unfeeling  and  the 
officer’s  avowed  love  for  the  spouse  is  questioned. 
What  may  not  be  fully  understood  are  the  difficulties 
experienced  in  this  very  area.  Part  of  the  training 
was  to  mask  feelings  and  not  to  exhibit  emotions. 
Now,  having  successfully  learned  these  lessons,  this 
new  behavior  is  also  exhibited  at  home,  albeit  inap- 
propriately. These  problems  should  not  be  disre- 
garded, and  professional  assistance  is  advisable. 
Seminars  for  the  officers  and  their  spouses  can  prove 
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invaluable  and  may  accomplish  much  more  in  this 
early  period  than  counseling  or  psychotherapy  at  a 
much  later  stage. 

The  children  will  suffer,  in  another  way.  After  the 
officer  completes  a tour  of  duty,  tensions  frequently 
interfere  with  their  receiving  the  attention  and  love 
which  they  impatiently  await.  Unfortunately  they 
will  not  be  able  to  comprehend  this  behavior  and  are 
left  feeling  unloved  and  unwanted.  Nor  will  they  be 
able  to  deal  with  many  of  his  wishes,  which  to  them 
will  appear  more  like  military  commands.  Here,  too, 
the  family  will  benefit  by  seminars  in  which  such 
behavioral  patterns  are  discussed  before  they  become 
more  serious. 

Alcoholism 

A problem,  which  is  now  receiving  the  attention  it 
deserves  and  which  was  disregarded  in  the  past,  is 
that  of  alcoholism.  However,  it  would  be  a gross 
misunderstanding  if  we  were  to  attribute  the  abuse 
of  alcohol  simply  to  the  stresses  of  police  work.  The 
latter  unquestionably  plays  a very  important  role,  but 
these  stresses  should  be  correctly  identified  only  as 
the  triggering  mechanism.  More  important  is  to 
understand  and  assess  the  unique  personality  and 
history  of  the  alcoholic  patient  so  that  we  do  not 
mistakenly  conclude  that  people  who  persistently  use 
alcohol  excessively  are  all  more  alike  than  unlike. 
Kubie6  emphasizes  this  very  point  which  so  fre- 
quently is  disregarded:  “It  is  the  alcohol  itself  that 
superimposes  this  illusion  of  identity  and  similari- 
ty.” 

The  medical  unit  of  the  Police  Department  of  the 
City  of  New  York  established  the  first  rehabilitation 
program  for  alcoholic  policemen  in  1966  under  the 
direction  of  its  very  dedicated  chaplain,  Msgr.  Joseph 
A.  Dunne.  The  alcoholic  police  officers  who,  for  all 
intents  and  purposes,  heretofore  didn’t  exist,  now 
began  to  be  treated  openly  and  with  gratifying  re- 
sults. Hospitalization  may  at  first  be  necessary,  for 
we  know  that  abstinence  is  imperative  and  that 
pathologic  drinking  can,  like  fever,  kill  long  before 
its  cause  is  found.  After  five  days,  the  police  officer 
is  discharged  and  will  remain  at  an  Alcoholic  Anon- 
ymous Halfway  House  for  a period  of  four  to  six 
weeks.  Following  this,  the  officer  can  be  assigned  to 
limited  duty  for  three  months,  during  which  period 
therapy  is  received  and  daily  attendance  at  Alco- 


holics Anonymous  meetings  is  required.  The  final 
step  is  return  to  full  duty  with  the  restoration  of 
firearms. 

This  program  merits  our  attention  and  recognition 
for  it  has  saved  not  only  the  lives  of  these  officers  but 
also  the  families  which  were  rapidly  being  destroyed. 
The  degree  of  destructiveness  of  alcohol  was  already 
clearly  recognized  by  Rush,8  the  eminent  early 
American  physician,  when  he  wrote,  “They  are  in- 
deed more  hurtful  to  society,  than  most  of  the  de- 
ranged patients  of  a common  hospital  would  be,  if 
they  were  set  at  liberty.”  In  this  program  it  has  also 
become  evident  that  the  patient  can  successfully 
obtain  considerable  understanding  in  a relatively 
short  period  of  time,  incorporate  it,  and  be  fully  ca- 
pable then  of  utilizing  it.  This  raises  many  inter- 
esting questions,  and  there  is  a great  deal  that  we  can 
learn  about  the  complex  dynamics  which  are  involved 
in  these  interactions. 

Conclusion 

The  subject  of  this  article  is  a vast  and  complicated 
one.  If  I leave  you  with  new  questions  which  remain 
to  be  answered,  I shall  feel  that  the  time  has  been  well 
spent.  Our  profession  has  been  dedicated  and  de- 
voted not  only  to  caring  for  those  who  are  ill  and  in 
pain,  but  also  the  commitment  to  augment  our 
knowledge  of  health  and  disease.  These  unanswered 
questions,  I am  confident,  will  be  better  understood 
in  the  future. 

200  East  74  Street 
New  York,  N.Y.  10021 
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It  has  been  the  consensus  of  medical  historians  that 
from  the  time  of  Galen’s  death  until  the  appearance 
of  Mondino  in  the  fourteenth  century,  the  once-so- 
fertile  ground  of  anatomic  studies  had  become  bar- 
ren. Only  the  literary  tradition  continued  to  flourish 
through  the  dark  millennium.  Christian  obsession 
with  death,  and  with  life  thereafter,  and  the  strong 
Arabian  influence  with  its  total  rejection  of  human 
dissections  and  illustrations,  prevented,  among  other 
factors,  progress  in  anatomic  studies.1  It  led  to  the 
teaching  of  anatomy  entirely  from  textbooks  filled 
with  distortions,  as  well  as  from  misunderstandings 
of  the  original  sources.  It  was  not  until  the  sixteenth 
century  that  physicians  gradually  accepted  correct 
anatomic  drawings  as  important  visual  aids,  and 
abandoned  the  concept  that  had  condemned  medical 
illustrations  as  detractions  from  the  text. 

Art  and  anatomy 

With  the  beginning  of  the  Renaissance,  profes- 
sional artists  started  to  develop  a naturalistic  ap- 
proach to  the  depiction  of  the  human  body.  Ana- 
tomic studies  became  more  and  more  important. 
Human  cadaver  dissections  were  carried  out,  corpses 
were  flayed  for  the  purpose  of  studying  the  muscu- 
lature, and  living  subjects  were  utilized  as  models  to 
observe  muscle  contours,  tendons,  and  superficial 
bloodvessels.  ‘■be  purpose  of  these  studies  was 

not  related  to  anatomy  per  se,  and  since  these  artists 
hardly  ever  achieved  a systematic  knowledge  of 
anatomy,  their  contribution  to  its  advance  must  be 
regarded  as  slight.  Although  it  is  postulated  that 
these  studies  might  have  exerted  a certain  influence 
and  stimulation  on  some  physicians,  little  evidence 
is  available  to  support  that  concept.2 

Master  artist 

The  exception  was  Leonardo  da  Vinci  (1452  to' 


1519).  He  pursued  anatomic  studies  far  beyond  his 
artistic  interest  and  presented  the  closest  approach 
of  art  to  anatomy.  He  prepared  the  way  for  the  final 
integration  of  both  these  disciplines  in  the  sixteenth 
century  and  thereafter.2  During  his  lifetime  he  made 
more  than  750  separate  anatomic  sketches,  including 
not  only  extensive  skeletal  and  muscular  structures, 
but  also  drawings  of  the  heart,  the  lungs,  the  nerves, 
the  blood  vessels,  the  viscera,  and  even  the  brain.3 
The  correct  curvature  of  the  spine  and  the  true  po- 
sition of  the  fetus  in  the  uterus  were  also  delineated 
for  the  first  time,  as  was  the  atrioventricular  ligament 
of  the  right  side  of  the  heart,  which  Karl  Sudhoff 
(1853  to  1938)  named  after  Leonardo.3  Many  of 
these  drawings  were  executed  with  amazing  fidelity 
to  factual  findings,  and  with  marginal  comments  that 
prove  Leonardo  to  have  been  the  founder  of  mono- 
graphic and  physiologic  anatomy.  He  was  a master 
of  the  synthesis  of  the  typical  as  well  as  in  the  omis- 
sion of  the  nonessential.  In  our  time  these  didactic 
principles  have  prevented  photography  from  playing 
its  potentially  important  role  in  the  teaching  of  gross 
anatomy.4 

Some  of  Leonardo’s  early  drawings  were  done 
without  dissecting  experiments,  and  reflect  the  an- 
atomic knowledge  of  his  time.  It  is  possible  that  even 
later  he  was  not  always  able  to  liberate  himself  en- 
tirely from  the  heavy  presence  of  the  classical  con- 
cepts, with  their  almost  sacred  authority.  He  may 
really  have  believed  that  he  saw  what  those  concepts 
dictated.  A further  reason  for  his  errors  might  have 
been  that  he,  like  Aristotle  and  Galen,  transposed 
some  findings  from  animals  into  human  anatomy, 
and,  finally,  that  at  times  he  graphically  presented 
his  own  ideas  of  physiologic  anatomy  rather  than 
authentic  drawings  of  the  actual  structures.  Even 
his  errors  are  therefore  instructive  to  us.  The  pe- 
culiar mixture  of  misrepresented  traditional  ideas 
current  in  his  day,  and  his  knowledge  advanced  far 
beyond  his  time,  provide  us  with  a different  dimen- 
sion of  Leonardo. 


From  research  to  observation 

Among  the  anatomic  drawings,  some  are  related 
to  the  genitourinary  tract.  Here  again  we  are  able 
to  follow  Leonardo’s  researches,  beginning  with  the 
study  of  available  “traditional”  texts,  into  his  own 
observations  based  on  dissections  of  animals  and 
human  cadavers.  Studying  Leonardo’s  diagrams  of 
the  urinary  tract  it  becomes  obvious  that  the  size  and 
shape  of  the  kidneys  are  probably  derived  from  dis- 
sections of  animals.2’5’6  The  renal  pelves  are  no- 
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FIGURE  1.  Bladder  and  urethra  in  coronal  section,  dem- 
onstrating termination  of  deferential  ducts  in  posterior  urethra. 
Right  kidney  lower  than  left.  Right  spermatic  vein  inserts  into 
vena  cava. 


where  fully  delineated,  and  there  are  no  drawings  of 
the  collecting  system  of  the  kidney.  One  leaf  con- 
tains the  note:  “Cut  the  kidney  and  note  well  its 
filtration  system  and  where  the  blood  separates  from 
the  urine  and  where  the  gravel  originates  and  the 
stone  and  why.”5  Another  reminder  reads:  “Cut  it 
through  the  middle  and  depict  how  the  passages  for 
urine  are  closed  and  how  they  distill  it.”7 

The  relationship  of  the  ureters  to  the  renal  artery 
and  vein  is  correctly  illustrated,  but  only  in  one 
sketch  is  the  right  kidney  lower  than  the  left  (Fig.  1). 
In  later  diagrams  the  right  spermatic  vein  enters  the 
vena  cava  and  the  left  one  enters  the  renal  vein,  a fact 
that  was  already  known  to  Galen.  Among  Leonar- 
do’s notes  there  is  one  dealing  with  the  “passage  of 
the  urine  from  the  kidneys  into  the  bladder  by  means 
of  the  ureters”  (Folio  B14),  and  another  with  “the 
entry  of  the  urine  into  the  bladder”  (Folio  B37).7 
Not  knowing  about  peristalsis  in  the  ureters,  the 
contractility  of  the  detrusor  muscle,  and  the  pressure 
gradients,  his  reasonings  about  the  absence  of  ure- 
teral reflux  in  normal  bladders  were  based  solely  on 
the  laws  of  gravity  and  tubular  flow.  He  knew  about 


the  oblique  entry  of  the  ureter  into  the  bladder,  but 
depicted  the  intramural  part  in  the  form  of  an  up- 
ward turn.  He  was  aware  that  on  one  hand  the 
bladder  urine  was  compressing  the  orifices,  but  also 
realized  that  this  valve  mechanism  would,  on  the 
other  hand,  prevent  the  bladder  from  filling  up  with 
urine.  He  then  speculated  that  “the  narrow  and  el- 
evated (stream  of)  urine  (in  the  ureters)  is  more 
powerful  than  the  low  and  wide  which  lies  in  the 
bladder.”7  With  a series  of  diagrams  showing  the 
urine  level  of  a person  standing  erect,  lying  on  the 
side,  and  lying  upside  down,  he  concluded  that  both 
ureteral  orifices  were  compressed  in  the  upright  po- 
sition, only  one  side  was  closed  in  the  lateral  position, 
and  none  in  the  person  lying  “with  his  back  to  the 
sky,”5  Therefore,  the  bladder  of  a man  standing 
upright  would  not  fill  with  urine  above  the  level  of  the 
ureteral  orifices. 

Phallic  “creature” 

Turning  to  Leonardo’s  diagrams  of  the  human 
generative  tract,  one  must  be  amused  when  perusing 
these  two  notes7:  “The  act  of  procreation  and  the 
members  employed  therein  are  so  repulsive,  that 
were  it  not  for  the  beauty  of  the  faces  and  the 
adornment  of  the  actors  and  the  pent-up  impulse, 
nature  would  lose  the  human  species”  ( Folio  A lOr). 
The  second  contrasts  with  the  first:  “About  the 
penis:  This  confers  with  the  human  intelligence  and 
sometimes  has  intelligence  of  itself,  and  although  the 
will  of  the  man  desires  to  stimulate  it,  it  remains 
obstinate  and  takes  its  own  course,  and  moving 
sometimes  of  itself  without  license  or  thought  by  the 
man,  whether  he  be  sleeping  or  waking,  it  does  what 
it  desires.  Often  the  man  is  asleep  and  it  is  awake, 
and  many  times  the  man  is  awake  and  it  is  asleep. 
Many  times  the  man  wishes  it  to  practice  and  it  does 
not  wish  it;  many  times  it  wishes  it  and  the  man  for- 
bids it.  It  seerns,  therefore,  that  this  creature  has 
often  a life  and  intelligence  separate  from  man  and 
it  would  appear  that  the  man  is  in  the  wrong  in  being 
ashamed  to  give  it  a name  or  exhibit  it,  seeking  rather 
constantly  to  cover  and  conceal  what  he  ought  to 
adorn  and  display  with  ceremony  as  a ministrant, 
(Folio  B 13r).”7 

Ancient  misconceptions 

Several  genital  drawings  are  representative  of 
ancient  traditions,  medieval  knowledge,  and  some  of 
Leonardo’s  own  observations.  His  copulation  plate 
is  quite  famous.  The  drawing  of  the  couple  in  coition 
shows  the  male  with  his  erect  penis  in  the  vagina  of 
his  partner.  The  cervical  canal  is  open,  the  uterus 
is  widely  expanded,  appears  to  be  corrugated,  and, 
contrary  to  the  beliefs  of  Leonardo’s  contemporaries, 
has  only  one  cavity.  There  was  constant  debate 
among  medieval  physicians  about  the  number  of 
cavities  in  the  uterus  relative  to  the  number  of 
mammary  glands  and  the  sex  of  the  fetus.5  It  was 
also  believed  that  the  glans  penis  would  push  through 
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FIGURE  2.  Pair  of  diagrams  (top  right)  show  male  and  fe- 
male generative  organs.  Upper  (female  organ)  shown  with 
ovaries  at  either  side,  with  hypothetic  duct  leading  from  its 
lower  end  to  uterus  as  analogy  to  male  ductus  deferens. 
Lower  right  (male  organ)  shows  obvious  absence  of  prostate. 
Larger  figure  (left  center)  shows  view  of  uterus  with  three 
paired  structures  entering  it  at  either  side.  Lower  tubes  carry 
“sperm”  from  “ovary”;  above  are  vessels  going  to  breasts. 
Uppermost  pair  of  vessels  are  uterine  tubes  giving  uterus 
same  bicornuate  appearance  as  that  of  animals. 


the  open  cervical  canal  and  deposit  semen  into  the 
uterus.  From  the  uterus  a vessel  is  seen  passing 
upward  to  both  breasts.  It  was  commonly  thought 
that  during  pregnancy  the  contained  menstrual 
products  would  be  transported  through  these  vessels 
to  the  breasts  to  be  converted  there  to  milk.2-5’6 
Leonardo  presented  a penis  with  two  passages  run- 
ning alongside  each  other,  and  with  two  meattus. 
Here  he  follows  Mondino  and  Avicenna  (980  to  1037), 
although  the  latter  insisted  on  three  canals  and  three 
orifices. 

It  can  be  seen  with  careful  study  that  the  lower 
canal  is  probably  the  true  urethra,  being  in  direct 
continuation  with  the  bladder.  The  upper  passage 
is  connected  with  the  spine  and  was  to  transport  the 
vital  spirit  into  the  fetus. 2,5,6  This  was  an  idea  that 
goes  back  to  Aristotle,  and,  perhaps  even  further,  to 
the  “pneumatic  school”  of  Empedocles  (500  to  430 
H.C.).  Aristotle  thought  that  the  male  contribution 
to  conception  was  the  soul,  the  principle  of  life,  and 
that  the  female  gave  the  material  substance  of  the 
embryo.  Since  the  soul  was  not  material,  the  semen 
was  considered  to  he  incidental  and  not  essential. 
Strangely  enough,  t he  irrelevance  of  the  male  mate- 
rial contribution  to  conception  was  still  open  to  dis- 
cussion among  scholars  until  the  nineteenth  century, 


A 

FIGURE  3.  Bladder  shown  full  of  urine.  Seminal  vesicle 
and  course  of  ductus  deferens  in  their  anatomic  relationship 
not  correct.  No  evidence  of  prostate  gland.  Internal 
sphincter  seems  to  be  represented. 


and  found  a peculiar  twist  in  the  Christian  doctrine 
of  the  virgin  birth.8  Leonardo,  however,  adhered  to 
the  opinion  of  the  Hippocratic  school,  which  passed 
on  from  Diodes  through  the  Epicurians  to  Galen, 
namely,  that  the  fetus  was  always  formed  “out  of  two 
seeds.” 

Further  controversies 

Another  controversial  issue  of  this  time  was  the 
establishment  of  homologues  between  the  different 
sexual  structures  (Fig.  2).  In  several  famous  di- 
agrams, Leonardo  demonstrated  his  conclusions 
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about  the  testis  being  the  homologue  of  the  ovary;  the 
urethra  of  the  vagina;  the  ductus  deferens  of  the 
suspensory  ligament  of  the  ovary;  the  spermatic 
vessel  of  the  ovarian  vessel;  and  the  seminal  vesicles 
of  the  uterus.  And  finally  it  might  be  worth  men- 
tioning that,  having  done  much  work  on  castrated 
animals,  he  apparently  did  not  know  of  the  prostate, 
which  he  never  included  in  his  drawings.  He  also 
seems  to  have  believed  that  the  vasa  deferentia 
passed  through  the  seminal  vesicles  to  terminate  in 
the  posterior  urethra,  and  was  unaware  of  the  correct 
anatomic  relationship  between  the  ureter  and  these 
structures  (Fig.  3). 

Summarization 

Belt,5  in  his  excellent  monograph  about  Leonardo 
the  Anatomist  summarizes  Leonardo’s  own  deduc- 
tions as  follows: 

In  Leonardo’s  written  text,  augmented  by  his  dem- 
onstrations through  drawings,  we  see  his  firm  convic- 
tions that  the  contributions  of  the  male  and  the  female 
parent  to  heredity  are  equal;  that  the  testes  and  ovary 
have  a similar  blood  supply  and  therefore  a similar 
function,  that  the  testes  and  the  ovaries  build  their  sex 
cells  from  the  blood,  the  testes  passing  on  their  secre- 
tion to  the  seminal  vesicles  which  hold  it  for  ejacula- 
tion (previous  authority  had  held  that  a portion  at 
least  of  the  ejaculate  was  contributed  from  the  spinal 
canal);  that  the  ovaries  also  create  their  sex  cells  from 
the  blood  passing  them  on  through  ducts  to  the  cavity 
of  the  uterus;  that  the  uterus  has  a single  cavity  and 
not  seven  or  eight  as  taught  by  Michael  Scot  (1175  to 


1232);  that  erections  are  caused  not  by  compressed  air 
forced  into  the  body  of  the  penis,  but  by  engorgement 
of  this  organ  with  blood  under  pressure;  that  venery  is 
a source  of  disease;  that  the  ureters  pass  obliquely 
through  the  bladder,  that  the  intestines  descend  along 
the  spermatic  veins  and  vessels  through  a peritoneal 
lined  canal  to  produce  herniae;  that  the  ejaculatory 
ducts  enter  the  urethra  peripherally  to  the  internal 
sphincter  of  the  bladder. 

“The  events  of  my  life  are  my  thoughts”  Leonar- 
do wrote,  and  his  thoughts  were  those  of  a universal 
genius,  one  of  the  foremost  scientific  investigators 
whose  mind  solved  problems  centuries  ahead  of  his 
times.9 
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Proposed  amendment 
to  Assembly  Bill  1285* 

New  Jersey  Assemblywoman  Rosemarie  Totaro  has  in- 
troduced legislation  that  “Anyone  performing  the  act  of 
intercourse  must  advise  their  [sic]  partner  of  all  the  con- 
sequences of  the  act.”  Kinsey,  Masters,  Johnson,  and 
afternoon  television  combined  could  not  begin  to  tell  you 
all  the  consequences  of  sexual  intercourse.  However,  we 
know  something  about  the  consequences  of  legislation.  If 
Mrs.  Totaro ’s  measure  passes,  New  Jersey  is  about  to  suffer 
a sharp  decline  in  population. 


* Reprinted  with  permission  from  National  Review  magazine, 
150  E.  35th  St.,  New  York,  N.Y.  10016,  and  Assemblywoman 
Rosemarie  Totaro,  District  23,  Morris  County,  New  Jersey. 
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The  doctrines  of  Galen  (131  to  201  A.D.)  domi- 
nated medicine  and  harmonized  with  the  needs  of 
society  and  religion  (Jewish,  Christian,  and  Moslem) 
for  over  1,300  years.  The  downfall  started  with  the 
Renaissance,  and  its  doom  was  sealed  with  the  ap- 
pearance of  an  increasing  number  of  fresh  ideas  and 
scientific  writings.  Despite  stimulating  concepts  and 
discoveries,  actual  dissolution  of  these  doctrines  took 
200  years. 

Men  dreamed  of  new  horizons  and  higher  levels  of 
knowledge  and  achievement:  Aristotelian  philoso- 
phy of  form  and  matter  was  assailed;  a new  science 
of  reason  and  experience  was  advanced  by  Francis 
Bacon  (1562  to  1621);  authoritative  medicine  was 
jarred  by  Paracelsus  (1493  to  1541)  and  severely 
jolted  by  Andreas  Vesalius  (1514  to  1564)  in  De  hu- 
mani  corporis  fabrica  libri  septem  (1543);  and  the 
church  suffered  a serious  schism  with  Luther. 

Changing  concepts 

The  road  of  the  Renaissance  era  was  peopled  by 
those  who  daringly  challenged  aut  horitative  medicine 
and  scholasticism;  it  led  the  way  to  a knowledge  of 
anatomy,  chemistry,  physiology,  pathology,  and 
wondrous  new  tools  (miscroscope,  telescope,  and  so 
forth);  and  it  sought  to  discover  that  which  was  not 
known  to  the  ancients.  It  was  a time  of  new  poetry, 
music,  art,  and  literature.  It  was  also  an  age  of  in- 
tolerance, of  the  Inquisition,  of  the  massacre  of  St. 
Bartholomew  when  Ambroise  Pare  (1510  to  1590) 
was  spared  his  life  by  the  intervention  of  Charles  IX, 
and  of  Luther  who  said  of  Copernicus:  “The  fool 
wishes  to  revise  the  entire  science  of  astronomy. 
Joshua  commanded  the  sun  to  stand  still,  not  the 
earth.”  There  were  also  filthy  cities  and  people, 


frequent  epidemics,  the  madness  and  irrationality 
of  devotees  to  demonology  and  witchcraft,  and  con- 
tinued reliance  on  astrology  for  diagnosis,  prognosis, 
and  therapy  of  illness. 

Medical  practitioners 

Baillou.  From  this  milieu  emerged  Baillou, 
professor  and  doyen  of  the  Faculty  of  Paris,  and 
practitioner  of  medicine.  After  his  death,  a two- 
volume  work  Epidemiorum  et  ephemeridum  ap- 
peared in  Latin;  in  1858,  a French  translation  Epi- 
demics et  Ephemerides  became  available.1-4  They 
revealed  his  thoughts  and  detailed  case  histories, 
original  contributions,  rational  concepts,  bedside 
observations,  and  exact  recording  of  events,  facts, 
and  courses  of  illness.  It  was  evidence  of  Renais- 
sance thinking  and  disclosed  a great  Renaissance 
physician  and  clinician.  For  the  first  time,  whooping 
cough  was  clearly  and  accurately  described  and 
measles  was  differentiated  from  a maze  of  bewil- 
dering eruptive  fevers.4 

In  the  winter  of  1574,  Baillou  wrote,  there  occurred 
a “multitude  of  rougeoles  (measles),  of  small  veroles 
(smallpox),  of  affections  pourprees  (purples,  pur- 
pura), and  exanthems.”  He  enumerated  symptoms 
observed  in  patients  with  rougeoles:  fever,  chills, 
tearing  eyes,  hoarseness,  inflammation  of  the 
pharnyx,  drowsiness,  and  a harsh,  persistent  cough 
that  kept  the  child  awake.  A rash  appeared  on  the 
fourth  or  fifth  day  of  fever  and  was  of  the  nature  of 
erysipelas,  whereas  smallpox  was  that  of  miliary 
herpes.4  This  represented  the  first  distinct  differ- 
entiation of  the  two  diseases,  which  from  the  time  of 
Rhazes  (850  to  932)  had  been  confused.1 

Rhazes  and  others.  Rhazes,  follower  of  the 
Hippocratic  method,  had  not  erred  in  his  masterly 
description  of  measles.  He  blundered,  as  one  would 
in  his  time,  when  he  thought  it  was  a variety  of 
smallpox  that  originated  from  a common  morbid 
process — the  need  for  “purification”  through  the  skin 
of  impurities  acquired  with  the  mother’s  blood  dur- 
ing fetal  existence.  The  impurities,  he  contended, 
accumulated  in  the  mother’s  blood  during  pregnancy 
when  menstrual  flow  ceased.  Hence,  he  concluded, 
everyone  must  suffer  these  diseases.2-3’5  This  con- 
cept was  held  into  the  eighteenth  century.  It  was 
related  by  Metlinger  who  wrote  in  German  on  dis- 
eases of  children  (1473),  and  by  Thomas  Phaer,  au- 
thor of  the  first  book  on  pediatrics  printed  in  English 
(1544).  Constantinus  Africanus  (1020  to  1087),  a 
monk  at  the  Benedictine  Abbey  of  Monte  Cassino, 
introduced  the  term  variola  for  smallpox,  which 
originally  included  any  disease  manifested  by  pus- 
tules and  papules.2’5  Averroes  (1126  to  1198),  an 
Islamic  physician  of  Seville,  made  the  correct  ob- 
servation that  measles  “of  all  diseases  is  most  con- 
tagious,” and  “smallpox  never  befalls  the  same  per- 
son twice.”  Thomas  Sydenham  (1624  to  1689),  a 
seventeenth-century  follower  of  Francis  Bacon  and 
of  the  Hippocratic  method,  and  a great  physician  in 
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his  time,  as  were  Hermann  Boerhaave  ( 1668  to  1788) 
and  William  Osier  (1849  to  1919)  in  theirs,  wrote  a 
treatise  on  measles  and  smallpox  that,  also,  correctly 
differentiated  the  two,  but  failed  to  credit  Baillou’s 
priority.  Copied  by  the  Rev.  Thomas  Thacher  ( 1620 
to  1678)  of  Boston,  it  was  published  as  a brief 
broadside  for  the  people  of  New  England  in  1667  or 
1678,  during  an  epidemic  of  smallpox,  and  was  the 
earliest  pediatric  contribution  in  America.  But  to 
Reverend  Thacher  little  difference  existed  between 
“Small  Pocks  or  Measeles.”6 

Baillou’s  account  of  whooping  cough  was  accurate 
and  detailed.  He  described  the  paroxysms  of 
coughing  every  four  to  five  hours,  hence  called  quinta 
or  quintana,  the  strangulating  tendency;  its  violence 
was  so  intense  at  times  that  blood  gushed  out  through 
the  nostrils  and  mouth,  with  the  presence  of  either 
no  expectoration  or  the  ejection  of  semiputrid  matter. 
He  noted  its  frequency  in  infants  between  ages  four 
and  ten  months,  and  that  it  may  be  followed  by 
phthisis.4-7  Whooping  cough  in  England  was  known 
as  “chin-cough.” 

Additional  contributions 

Baillou  made  other  contributions  to  medical 
knowledge.  He  was  the  earliest,  since  Hippocrates, 
to  recognize  the  importance  of  epidemiology;  he  was 
its  founder  in  France,  and  Crookshank8  called  him 
the  first  epidemiologist  in  modern  times.1  Baillou 
wrote  a description  of  “rubeolae”  (scarlet  fever), 
which  anticipated  Sydenham;  he  advocated  feedings 
of  goat’s  or  cow's  milk  from  a feeding  horn  or  can  with 
an  attached  artificial  nipple;  and  originated  the  term 
“rheumatism”  in  the  modern  sense  and  differen- 
tiated it  from  gout.2-3 

Since  it  is  the  nature  of  progress  to  make  false 
turns,  frequently  the  lot  of  the  pathfinder,  Baillou 
revived  the  Hippocratic  theory  of  “epidemic  consti- 
tution”: the  influence  of  season  and  climate  on 

causation  of  disease  and  epidemics.8  Evidently, 
ancient  medicine  was  still  alive.  This  doctrine,  also 
embraced  by  Sydenham,  suppressed  for  200  years  the 
rational  theory  of  the  nature  of  contagion  and  its 


dissemination,  as  developed  and  described  by  Giro- 
lamo Fracastoro  (1483  to  1553)  in  De  contagiosis: 
specific  minute  bodies  capable  of  multiplication, 
altered  virulence,  and  passage  from  person  to  person 
and  from  objects  soiled  with  infected  matter.2-7 
Fracastoro,  too,  was  guilty  of  uncertainty  and  a step 
backward.  He  t hought  only  God  could  understand 
heart  motion.  He  was  unaware  of  the  discovery  of 
the  pulmonary  circulation  by  Michael  Servetus  (151 1 
to  1533),  and,  in  his  time,  could  not  possibly  visualize 
the  circulation  of  the  blood  (William  Harvey  in  1628) 
or  its  completion  by  Marcello  Malpighi  ( 1628  to  1694) 
who  saw  capillaries  that  linked  arteries  and  veins 
with  his  microscope. 

Comment 

Baillou’s  writings  distinguish  him  as  an  early  ad- 
herent of  the  Renaissance,  a thorough  clinician  rather 
than  theorist  or  compiler,  and  a contributor  of  new 
ideas  and  knowledge  that  advanced  medicine.  Un- 
fortunately, he  is  a forgotten  pathfinder  of  the  six- 
teenth century,  overshadowed  by  Thomas  Syden- 
ham, the  flamboyant  “English  Hippocrates”  of  the 
seventeenth  century. 

49  Crest  Drive 
South  Orange,  New  Jersey  07079 
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Obituaries 


Grace  McLean  Abbate,  M.D.,  of  Brooklyn,  died  on  Oc- 
tober 25  at  the  age  of  72.  Dr.  Abbate  graduated  in  1932 
from  Long  Island  College  of  Medicine.  She  was  a Diplo- 
mate  of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American  Psychoana- 
lytic Association,  the  American  Psychiatric  Association, 
the  American  Academy  of  Child  Psychiatry,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Eliseo  Cermelli,  M.D.,  of  Whitestone,  died  on  November 
15  at  the  age  of  62.  Dr.  Cermelli  received  his  medical  de- 
gree from  the  University  of  Sassari  in  1942.  He  was  a staff 
anesthesiologist  at  Boulevard  Hospital.  Dr.  Cermelli  was 
a member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  American  Academy  of  Family  Physicians,  the  New 
York  State  Society  of  Anesthesiologists,  the  Medical  So- 
ciety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Franz  Salo  Cohn,  M.D.,  of  Brookline,  Massachusetts, 
formerly  of  New  York  City,  died  of  November  24  at  the  age 
of  90.  Dr.  Cohn  received  his  medical  degree  from  the 
University  of  Heidelberg  in  1912.  He  was  a member  of  the 
American  Psychoanalytic  Association,  the  American 
Psychiatric  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Allen  Benjamin  Dobkin,  M.D.,  of  Syracuse,  died  on  De- 
cember 12  at  the  age  of  55.  Dr.  Dobkin  graduated  in  1949 
from  the  University  of  Toronto  Faculty  of  Medicine.  He 
was  a consulting  anesthesiologist  at  Veterans  Adminis- 
tration, St.  Joseph’s,  Crouse-Irving  Memorial,  and  Che- 
nango Memorial  Hospitals  and  an  attending  anesthesiol- 
ogist at  State  University  Hospital  of  the  Upstate  Medical 
Center.  Dr.  Dobkin  was  a Diplomate  of  the  American 
Board  of  Anesthesiology,  a Fellow  of  the  American  College 
of  Anesthesiologists,  and  a member  of  the  American  So- 
ciety of  Anesthesiologists,  Inc.,  the  New  York  State  Society 
of  Anesthesiologists,  the  Onondaga  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Monroe  M.  Edelstein,  M.D.,  of  Great  Neck,  died  on  Oc- 
tober 10  at  the  age  of  68.  Dr.  Edelstein  graduated  in  1935 
from  the  University  of  Minnesota  College  of  Medicine  and 
Surgery.  He  was  a physician  in  internal  medicine  at 
Manhasset  Medical  Center  Hospital.  Dr.  Edelstein  was 
a member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Victor  Farugia,  M.D.,  of  Lewiston,  died  on  De- 
cember 13  at  the  age  of  80.  Dr.  Farugia  graduated  in  1921 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a Feilow  of  the  American  College  of  Anesthesiologists  and 


a member  of  the  American  Academy  of  Family  Physicians, 
the  Academy  of  Medicine,  the  Niagara  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Gordon  Flickinger,  M.D.,  of  Brooklyn,  died  on 
October  5 at  the  age  of  88.  Dr.  Flickinger  graduated  in 
1917  from  Jefferson  Medical  College  of  Philadelphia.  He 
was  a Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

The  Medical  Society  of  the  State  of  New  York,  in  January, 
received  a written  notice  from  the  family  of  Louis  David 
Goldberg,  M.D.,  of  Poughkeepsie,  that  he  had  died  re- 
cently. Dr.  Goldberg  graduated  in  1931  from  Albany 
Medical  College.  He  had  been  an  honorary  surgeon  at  St. 
Francis  Hospital.  Dr.  Goldberg  was  a Fellow  of  the  In- 
ternational College  of  Surgeons  and  a member  of  the 
Dutchess  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Ottheinrich  Hase,  M.D.,  of  New  York  City,  died  on  Oc- 
tober 22  at  the  age  of  57.  Dr.  Hase  received  his  medical 
degree  from  the  University  of  Geneva  in  1950.  He  was  a 
Diplomate  of  the  American  Board  of  Surgery  and  a mem- 
ber of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

J.  Rembrandt  Helfrick,  M.D.,  of  Manhasset,  died  on 
December  19  at  the  age  of  71.  Dr.  Helfrick  graduated  in 
1934  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  honorary  proctologist  at  North  Shore 
University  Hospital  and  an  attending  proctologist  at 
Manhasset  Medical  Center  and  St.  Francis  (Roslyn) 
Hospitals.  Dr.  Helfrick  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Diplomate  of  the  American  Board  of 
Colon  and  Rectal  Surgery,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edith  Jacobson,  M.D.,  of  New  York  City,  died  on  De- 
cember 8 at  the  age  of  81.  Dr.  Jacobson  received  her 
medical  degree  from  the  University  of  Munich  in  1922. 
She  was  a member  of  the  American  Psychoanalytic  Asso- 
ciation, the  American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Ian  McDougall  Kerr,  M.D.,  of  Ogdensburg,  died  on 
November  29  at  the  age  of  63.  Dr.  Kerr  graduated  in  1938 
from  the  University  of  Aberdeen  Faculty  of  Medicine. 

Irving  I.  Kurland,  M.D.,  of  Brooklyn,  died  on  October  10 
at  the  age  of  70.  Dr.  Kurland  graduated  in  1936  from 
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National  University  of  Ireland  (Dublin).  He  was  an  as- 
sociate obstetrician  and  gynecologist  at  Brooklyn  Hospital, 
Brookdale  Hospital  Medical  Center,  and  at  Brooklyn- 
Cumberland  Medical  Center.  Dr.  Kurland  was  a Diplo- 
mats of  the  American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Fertility  Society. 

Alfred  Lang,  M.D.,  of  Woodside,  died  on  November  10 
at  the  age  of  77.  Dr.  Lang  received  his  medical  degree  from 
the  University  of  Vienna  in  1926.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Van  S.  Laughlin,  M.D.,  of  Westfield,  died  on  November 
26  at  the  age  of  88.  Dr.  Laughlin  graduated  in  1914  from 
Jefferson  Medical  College  of  Philadelphia.  He  was  an 
active  member  of  the  medical  staff  at  Westfield  Memorial 
Hospital.  Dr.  Laughlin  was  a member  of  the  Chautauqua 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

James  R.  Lisa,  M.D.,  of  Sommerville,  New  Jersey,  for- 
merly of  Elmhurst,  died  on  October  20  at  the  age  of  88.  Dr. 
Lisa  graduated  in  1914  from  the  University  of  Michigan 
Medical  School.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

John  J.  McCormick,  M.D.,  of  Great  Neck,  died  on  De- 
cember 28  at  the  age  of  57.  Dr.  McCormick  graduated  in 
1949  from  Cornell  University  Medical  College.  He  was 
anesthesiologist-in-charge  at  North  Shore  University 
Hospital  and  an  attending  anesthesiologist  at  The  New 
York  Hospital.-  Dr.  McCormick  was  a Diplomate  of  the 
American  Board  of  Anesthesiology  and  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Daniel  Malcolm  McMartin,  M.D.,  of  Johnstown,  died 
on  December  7 at  the  age  of  72.  Dr.  McMartin  graduated 
in  1932  from  Harvard  University  Medical  School.  He  was 
chief  of  medicine  at  Johnstown  Hospital.  Dr.  McMartin 
was  a member  of  the  Fulton  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

J.  Merrel  Parker,  M.D.,  of  Rochester,  died  on  December 
12  at  the  age  of  85.  Dr.  Parker  graduated  in  1924  from 
Washington  University  School  of  Medicine,  St.  Louis.  He 
was  an  assistant,  emeritus,  pediatrician  at  Strong  Memorial 
Hospital,  a senior  attending  pediatrician  at  The  Genesee 
Hospital,  and  a consulting  pediatrician  at  Rochester 
General  and  St.  Mary’s  Hospitals,  and  at  Highland  Hos- 
pital of  Rochester.  Dr.  Parker  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Rochester  Academy 
of  Medicine,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Louis  Roberts  Pinkus,  M.D.,  of  New  Hyde  Park,  died  on 
December  16  at  the  age  of  62.  Dr.  Pinkus  received  his 
medical  degree  from  the  University  of  Lausanne  in  1941. 


He  was  an  attending  surgeon  at  Long  Island  Jewish  Med- 
ical Center,  a staff  surgeon  at  Terrace  Heights  Hospital, 
an  active  surgeon  at  North  Shore  University  Hospital,  and 
a staff  surgeon  at  Deepdale  General  Hospital.  Dr.  Pinkus 
was  a Diplomate  of  the  American  Board  of  Surgery,  a Dip- 
lomate of  the  American  Board  of  Colon  and  Rectal  Surgery, 
a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Society  of  Colon  and  Rectal 
Surgery,  the  Academy  of  Medicine,  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

William  Pomerance,  M.D.,  of  Brooklyn,  died  on  August 
25.  Dr.  Pomerance  graduated  in  1929  from  University  and 
Bellevue  Hospital  Medical  College. 

Abraham  Raah,  M.D.,  of  Miami  Beach,  Florida,  formerly 
of  The  Bronx,  died  on  December  4 at  the  age  of  82.  Dr. 
Raah  graduated  in  1920  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Alwyn  Rand,  M.D.,  of  Commack  and  Hicksville,  died  on 
December  19  at  the  age  of  69.  Dr.  Rand  graduated  in  1932 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  an  adjunct  physician  in  family  practice  at  Hun- 
tington Hospital  and  an  attending  physician  in  family 
practice  at  Central  General  Hospital  (Plainview).  Dr. 
Rand  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Academy  of  Psychosomatic  Medicine,  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Jeffrey  Peter  Rothman,  M.D.,  of  New  York  City,  died 
on  September  17  at  the  age  of  40.  Dr.  Rothman  graduated 
in  1966  from  New  York  University  School  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Pathology  and 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Ira  Alonzo  Rowlson,  M.D.,  of  Plattsburgh,  died  on  No- 
vember 22  at  the  age  of  86.  Dr.  Rowlson  graduated  in  1915 
from  George  Washington  University  School  of  Medicine. 
He  was  an  honorary  member  of  the  medical  staff  at 
Champlain  Valley  Physicians  Hospital  Medical  Center  and 
chief  of  staff,  emeritus,  there.  Dr.  Rowlson  was  a member 
of  the  Clinton  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Gunars  J.  Saltupe,  M.D.,  of  Brooklyn,  died  in  October  at 
the  age  of  56.  Dr.  Saltupe  received  his  medical  degree  from 
the  University  of  Erlangen  in  1948.  He  was  an  attending 
psychiatrist  at  Brooklyn  Psychiatric  Center.  Dr.  Saltupe 
was  a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Zdzislaw  Schader,  M.D.,  of  Brooklyn,  died  on 
July  3 at  the  age  of  65.  Dr.  Schader  received  his  medical 
degree  from  the  University  of  Prague  in  1938.  He  was  an 
associate  obstetrician  and  gynecologist  at  Brookdale 
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Hospital  Medical  Center.  Dr.  Schader  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Obstetricians  and  Gy- 
necologists, a Fellow  of  the  International  College  of  Sur- 
geons, a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Mune  Scharfer,  M.D.,  of  Brooklyn,  died  on  September 
6 at  the  age  of  68.  Dr.  Scharfer  received  his  medical  degree 
from  Charles  University,  Prague,  in  1935.  He  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Lester  Schechter,  M.D.,  of  Flushing,  died  on  August  13 
at  the  age  of  60.  Dr.  Schechter  graduated  in  1933  from  the 
University  of  St.  Andrews  Conjoint  Medical  School,  St. 
Andrews  and  Dundee.  He  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  Sherman,  M.D.,  of  New  York  City,  died  on  De- 
cember 3 at  the  age  of  72.  Dr.  Sherman  graduated  in  1930 
from  Long  Island  College  Hospital.  He  was  an  associate 
ophthalmologist  atNew  York  Eye  and  Ear  Infirmary.  Dr. 
Sherman  was  a Diplomate  of  the  American  Board  of  Pe- 
diatrics, a Diplomate  of  the  American  Board  of  Ophthal- 
mology, and  a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Meyer  Tell,  M.D.,  of  Brooklyn,  died  on  September  29  at 
the  age  of  70.  Dr.  Tell  graduated  in  1933  from  Creighton 
University  School  of  Medicine.  He  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

George  C.  von  Borstel,  M.D.,  of  Scotia,  died  on  Novem- 
ber 28  at  the  age  of  71.  Dr.  von  Borstel  graduated  in  1926 
from  Albany  Medical  College.  He  was  an  honorary  general 
practitioner  at  Bellevue  Maternity  Hospital.  Dr.  von 
Borstel  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Richard  K.  Vosburgh,  M.D.,  of  Syracuse,  died  on  No- 
vember 24  at  the  age  of  76.  Dr.  Vosburgh  graduated  in 
1927  from  Syracuse  University  College  of  Medicine.  He 
was  a senior  attending  orthopedic  surgeon  at  St.  Joseph’s 
Hospital  and  a consulting  orthopedic  surgeon  at  Commu- 
nity-General Hospital  of  Greater  Syracuse  Dr.  Vosburgh 
was  a Diplomate  of  the  American  Board  of  Orthopedic 
Surgery  and  a member  of  the  American  Academy  of  Or- 
thopaedic Surgeons,  the  Onondaga  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Max  V.  Weinstein,  M.D.,  of  Brooklyn  and  Ridgewood, 
died  on  September  15.  Dr.  Weinstein  graduated  in  1932 
from  Long  Island  College  of  Medicine.  He  was  an  at- 
tending in  physical  medicine  and  rehabilitation  at  Me- 
troplitan  Jewish  Geriatric  Center  and  Wyckoff  Heights 
Hospital.  Dr.  Weinstein  was  a Diplomate  of  the  American 
Board  of  Physical  Medicine  and  Rehabilitation,  a Fellow 
of  the  American  College  of  Physicians,  and  a member  of  the 
American  Academy  of  Physical  Medicine  and  Rehabili- 
tation, the  New  York  Society  for  Physical  Medicine  and 
Rehabilitation,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Solon  Charles  Wolff,  M.D.,  of  Beacon,  died  on  December 
7 at  the  age  of  89.  Dr.  Wolff  graduated  in  1910  from  Cor- 
nell University  Medical  College.  He  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry) and  a member  of  the  American  Psychiatric  Asso- 
ciation, the  Dutchess  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Isaac  N.  Wolfson,  M.D.,  of  Monsey,  died  on  December  25 
at  the  age  of  84.  Dr.  Wolfson  graduated  in  1922  from 
Syracuse  University  College  of  Medicine.  He  was  a Dip- 
lomate of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American  Psychiatric 
Association,  the  Rockland  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Katharine  F.  Woodward,  M.D.,  of  New  York  City,  died 
on  January  2 at  the  age  of  78.  Dr.  Woodward  graduated 
in  1927  from  t he  University  of  Virginia  School  of  Medicine. 
She  was  a consulting  pediatric  psychiatrist  at  Lenox  Hill 
Hospital.  Dr.  Woodward  was  a member  of  the  American 
Psychiatric  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


CORRECTION 

The  Journal  apologizes  for  an  incorrect  statement  made  in  the  abstracts,  page  2008,  line  9 in  the  body  of  the 
abstract;  and  page  2019,  line  10;  for  the  article  “Renal  Transplantation;  Overall  patient  and  graft  success  at  State 
University  of  New  York  Upstate  Medical  Center,  by  Burleson,  R.  L.,  Stahl,  P.  J.,  Henry,  J.  B.,  Schroeder,  E.  T., 
Brennan,  A.,  Scruggs,  B.,  and  Hubbell,  C.,  November  1978,  vol.  78,  no.  13.  The  line  should  read  . . .“Eighty-four 
percent  of  the  grafts  lost  were  lost  to  the  rejection  reaction.  . . . 
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Nursing  Education  and  is  approved  for  Continuing  Med- 
ical Education  credit  through  Downstate  Medical  Cen- 
ter. 

Further  information  concerning  the  sessions  or  any  other 
aspect  of  cancer  treatment  at  Maimonides  may  be  obtained 
by  telephoning  the  Medical  Center’s  Division  of  Oncology 
at (212) 270-7058. 

Maimonides,  a nonprofit,  voluntary  hospital,  is  a major, 
university-affiliated  teaching  center. 

Update  in  infectious  disease 

The  American  College  of  Physicians  (ACP)  will  sponsor 
a three-day  postgraduate  course  “Update  in  Infectious 
Disease,”  March  21  to  23,  in  Philadelphia,  PA. 

The  American  College  of  Physicians  postgraduate 
courses  have  been  approved  by  the  American  Medical 
Association  Advisory  Committee  on  Continuing  Medical 
Education  and  the  Philadelphia,  PA  course  may  be  used 
to  fulfill  19  3/4  hours  of  Category  # 1 requirements  for  the 
AMA’s  Physician  Recognition  Award. 

For  information  and  registration:  Registrar,  Post- 

graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia, 
PA  19104. 

American  Society  of  Law  and  Medicine 

On  April  5 to  7,  at  the  Cherry  Hill  Hyatt  House  in  Cherry 
Hill,  New  Jersey  (five  minutes  from  Philadelphia),  the 
American  Society  of  Law  & Medicine  and  the  New  Jersey 
State  Bar  Association  will  sponsor  a conference  titled 
“HEART  AND  LUNG  DISEASE  AND  WORKERS’ 
COMPENSATION.”  The  program  will  attempt  to  pro- 
vide attorneys  involved  in  workers’  compensation  and 
personal  injury  actions  a deeper  understanding  of  the  role 
and  capabilities  of  the  medical  professional  when  dealing 
with  claims  involving  heart  and/or  lung  problems. 

Physicians  also  will  be  invited  to  attend  to  acquaint  them 
with  the  workings  and  purposes  of  the  legal  machinery  and 
the  need  for  their  specialized  expertise. 

Homosexuality:  Current 
concepts  and  approaches 

“Homosexuality:  Current  Concepts  and  Approaches” 
will  be  presented  on  Sunday,  April  8 at  the  Teaching 
Center  Auditorium,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  New  York  11042. 

For  further  information:  Ann  J.  Boehme,  Continuing 
Education  Coordinator;  Office  of  the  Dean  of  the  Clinical 
Campus;  Long  Island  Jewish-Hillside  Medical  Center;  New 
Hyde  Park,  New  York  11042;  telephone  (212)  470-2114. 


75th  annual  Congress 
on  medical  education 

The  75th  annual  Congress  on  Medical  Education  will  be 
held  in  Washington,  D.C.  (Washington  Hilton),  May  9 to 
12.  The  theme  of  the  meeting  is  “Medicine — a Global 
Discipline.” 

The  Medical  Student  Business  Section  will  sponsor  a 
panel  discussion  “A  National  Commission  on  Review  of 
Medical  Education:  Is  There  a Need?” 

The  Federation  of  State  Medical  Boards  will  conduct  its 
administrative  conference  prior  to  the  Congress  opening, 
and  will  present  the  annual  Herbert  M.  Platter  luncheon 
address  and  the  Walter  L.  Bierring  lecture  at  the  annual 
banquet. 

Further  information  on  the  Congress  is  available  from 
Council  on  Medical  Education,  American  Medical  Asso- 
ciation, 535  N.  Dearborn  Street,  Chicago,  III.  60610. 

“Hypertension:  Progress 
in  patient  care 

“Hypertension:  Progress  in  Patient  Care”  will  be  pre- 
sented on  Friday,  May  18  in  the  Teaching  Center  Audito- 
rium, Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  New  York  1 1042,  8:00  a.m.  to  4:00  p.m. 

For  further  information  contact:  Continuing  Education 
Coordinator;  Long  Island  Jewish-Hillside  Medical  Center; 
New  Hvde  Park,  New  York  11042;  telephone  (212)  470- 
2114. 

Seminar  on  Legionnaires’  disease 

A seminar  on  “Legionnaires’  Disease”  will  be  held  on 
Thursday,  May  31,  in  the  Teaching  Center  Auditorium, 
Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde 
Park,  New  York  11042,  from  8:00  a.m.  to  4 p.m. 

For  further  information  contact:  Continuing  Education 
Coordinator;  Long  Island  Jewish-Hillside  Medical  Center; 
New  Hyde  Park,  New  York  11042;  telephone  (212)  470- 
2114. 

Symposium 
on  reproductive  loss 

The  tenth  annual  New  York  State  Health  Department 
Birth  Defects  Institute  Symposium  will  be  held  in  Albany, 
New  York,  October  29  to  31,  in  the  Rockefeller  Empire 
State  Plaza  Convention  Center. 

Address  inquiries  to:  Ian  H.  Porter,  M.D.,  Director, 
Birth  Defects  Institute,  New  York  State  Health  Depart- 
ment, Room  1917,  Tower  Building,  Rockefeller  Empire 
State  Plaza,  Albany,  New  York  12237. 


March  1979/New  York  State  Journal  of  Medicine  411 


Medical  News 


Eye  research  grants  offered 
by  blindness  prevention  society 

The  National  Society  to  Prevent  Blindness  (NSPB) 
announces  that  it  has  research  funds  available  for  small 
feasibility  studies  that  may  lead  to  advances  in  blindness 
prevention.  Investigators  not  currently  financed  by  other 
research  funds  are  invited  to  apply. 

Grants  not  exceeding  $5,000  a year  are  made  for  studies 
of  eye  function  and  disease,  and  those  that  may  improve 
diagnosis  and  treatment.  Grants  are  made  for  a one-year 
period;  renewal  applications  are  considered  for  a second 
year  only. 

The  Society’s  Committee  on  Clinical  and  Basic  Research 
accepts  and  evaluates  applications  at  any  time  and  awards 
grants  throughout  the  year.  There  is  no  deadline  for 
submission  of  grant  applications. 

Application  forms  for  research  projects  and  further  in- 
formation may  be  obtained  by  writing  to  the  Committee 
on  Basic  and  Clinical  Research,  National  Society  to  Pre- 
vent Blindness,  79  Madison  Avenue,  New  York,  New  York 
10016. 

Founded  in  1908,  the  Society  is  the  oldest  voluntary 
health  agency  nationally  engaged  in  sight  conservation 
t hrough  a comprehensive  program  of  community  service, 
public  and  professional  education,  and  research. 

Test-tube  baby  unit 
planned  by  foundation 

Whether  or  not  the  Government  allocates  funds  for  such 
a purpose,  New  York  will  have  its  own  test-tube  fertiliza- 
tion clinic,  it  was  reported  in  December. 

New  York  Fertility  Research  Foundation  announced 
plans  to  include  an  “in  vitro”  fertilization  unit  in  its  new 
headquarters.  The  Foundation  will  launch  a $1,500,000 
fund-raising  campaign  early  1979  to  relocate  its  present 
facility  at  123  East  89th  Street  and  expand  treatment,  re- 
search, and  educational  programs,  according  to  Albert 
Decker,  M.D.,  executive  and  medical  director. 

Disposable  instruments  play 
increasing  role  in  health 
care  cost  reduction 

As  hospital  administrators  and  physicians  strive  to 
provide  better  patient  care  for  lower  cost,  the  use  of  dis- 
posable medical  instruments  for  numerous  nonsurgical 
in-hospital  procedures  is  accelerating.  The  growing  ac- 
ceptance of  disposable  instruments  is  due  largely  to  the 
realization  that  their  use  is  the  solution  of  the  problem  of 
steadily  rising  health  care  costs  and  keep  in  mind  the 
separate  interests  of  patients,  physicians,  hospitals,  in- 
surance underwriters,  and  government.  A survey  of  a 
number  of  hospitals  that  use  disposables  extensively  for 
such  hospital  and  clinical  procedures  as  wound  closure, 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


suture  removal,  wound  dressing,  catheter  care,  and  hy- 
peralimentation, appreciably  reduce  hospital  labor  costs. 
Labor  costs  are  estimated  to  account  for  70  to  80  percent 
of  total  hospital  expenses. 

Prepacked  sterile,  single  use  scissors,  hemostats,  forceps 
and  clamps,  and  procedure  trays  containing  them,  not  only 
cut  labor  costs,  but  also  help  to  control  infection. 

Nosocomial  infection  occurs  in  at  least  five  percent  of 
patients  hospitalized  in  acute  care  facilities,  according  to 
a 1972  study  conducted  by  the  Center  for  Disease  Control 
in  Atlanta;  this  results  in  total  extra  costs  of  about  $1.7 
billion. 

To  ascertain  the  degree  of  acceptance  of  disposable 
medical  instruments,  the  New  England  Research  Appli- 
cation Center  of  the  University  of  Connecticut  (UCONN) 
recently  conducted  a survey  among  hospital  administra- 
tors, controllers,  supply  and  material  personnel  of  90 
hospitals  in  33  states.  The  survey  was  sponsored  by  Acme 
United  Corporation,  Bridgeport,  Connecticut,  the  manu- 
facturer that  supplies  about  90  percent  of  the  disposable 
instruments  and  tray  systems.  A conclusion  drawn  from 
this  survey  is  that  most  of  the  hospitals  now  using  dispos- 
able instruments  and  sterile  procedure  trays  plan  to  in- 
crease their  use  and  many  of  the  hospitals  not  presently 
using  them  plan  to  start  doing  so.  Many  hospitals  have  not 
established  cost  control  methods  that  would  permit  accu- 
rate analysis  of  the  relative  costs  of  disposables  as  com- 
pared with  reusable  instruments. 

In  order  to  fully  appreciate  the  economies  to  be  gained 
through  the  use  of  disposables,  compared  with  the  cost  of 
reusable  instruments,  it  is  necessary  to  keep  accurate  rec- 
ords of: 

• the  initial  cost  of  both  reusables  and  disposables 

• average  number  of  reuses  of  nondisposables  before 
they  are  lost,  damaged,  or  need  reconditioning 

• cost  of  hospital  labor,  and  equipment  to  resterilize, 
repack,  store,  label,  and  inventory  reusables  after  each 
use 

• cost  of  preparing  reusable  instruments,  assembling 
procedure  trays,  and  delivering  to  site  where  and  when 
needed. 

The  number  or  reuses  of  nondisposables  averaged  10, 
and  ranged  from  3 to  24.  Among  hospital  administrators 
interviewed  only  half  of  them  employ  reuse  calculations 
as  part  of  their  cost  calculations.  The  biggest  difference 
between  charges  to  patients  for  a nondisposable  tray  versus 
a disposable  one  is  that  the  latter  do  not  involve  much 
preparation,  so  they  save  time  and  money. 

An  actual  cost  comparison  that  can  be  made  by  a hos- 
pital that  possesses  reliable  instrument  reuse  data  is  cited 
by  dames  F.  Farrington,  Vice  President,  Marketing,  of 
Acme  United.  It  is  between  a tray  of  reusable  instruments 
and  a prepacked  sterile  disposable  tray  for  such  purposes 
as  suture  removal  and  dressing  changes.  The  three  reus- 
able instruments  used  in  the  comparison  are  a 5 % sharp/ 
blunt  scissor  at  $4,  a Kelly  Hemostat  at  $8,  and  a thumb 
forcep  at  $1,  for  a total  instrument  cost  of  $13.  Based  on 
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10  uses,  the  preuse  cost  for  the  reusable  instruments  alone 
is  $1.30.  To  this  is  added  $.50  to  cover  other  items  required 
in  the  procedure — swabs,  microbicide,  and  so  forth — 
bringing  the  cost  to  $1.80  for  all  components.  Adding  a 
reasonable  cost  of  hospital  labor  to  process  these  three 
instruments  after  each  use,  at  $.75  per  instrument,  adds 
$2.25  to  the  reusable  instrument  tray  cost,  for  a total  of 
$4.05  to  the  hospital.  The  recent  price  for  a sterile  dis- 
posable tray,  including  all  necessary  items,  was  $2.06,  or 
36  percent  less. 

One  paradox  uncovered  by  the  survey  has  to  do  with  the 
relative  importance  of  potential  cost-savings  made  possible 
by  the  use  of  disposable  instruments  and  their  quality. 

Physicians  in  the  past  were  reluctant  to  use  disposable 
instruments  to  save  patients’  money  because  the  quality 
of  disposables  was  questionable. 

Quality  seems  to  be  a more  important  determinant  in 
physicians’  eyes  than  any  economy  to  be  realized.  Most 
physicians  are  quick  to  accept  disposable  instruments  once 
they  have  used  them.  This  is  because  the  quality  of  today’s 
disposable  instruments  has  been  improved  so  much  over 
the  decade  or  so  since  they  were  first  introduced.  It  is 
expected  that  the  use  of  disposable  instruments  and  pro- 
cedure trays  will  show  steady  and  substantial  growth. 

First  annual  medical 
photography  competition 

The  American  Society  of  Clinical  Pathologists,  medical 
specialty  society  headquartered  in  Chicago,  has  announced 
its  first  annual  medical  photography  competition,  open  to 
anyone  in  the  medical/health  care  field  interested  in  sci- 
entific photography. 

The  society  is  offering  cash  prizes  of  $250,  $150,  and  $100 
for  first-,  second-,  and  third-place  winners  in  each  of  three 
categories:  gross,  microscopic,  and  electron  microscopic. 
Entries  will  be  judged  on  informational  content,  compo- 
sition, color  balance,  color  contrast,  and  originality.  All 
winning  entries  will  become  the  property  of  the  American 
Society  of  Clinical  Pathologists. 

Deadline  for  entries  is  June  1, 1979.  Rules  of  the  com- 
petition and  entry  forms  may  be  obtained  from:  American 
Society  of  Clinical  Pathologists,  First  Annual  Medical 
Awards  Competition,  2100  W.  Harrison  St.,  Chicago,  111. 
60612. 

Memorial  Sloan-Kettering  Cancer  Center 
chemotherapy  unit  to  open 
at  Burke  Rehabilitation  Center 

Residents  of  Westchester  County  and  surrounding  areas 
who  are  outpatients  at  the  Memorial  Sloan-Kettering 
Cancer  Center  will  now  be  able  to  receive  some  of  their 
scheduled  chemotherapy  treatments  at  The  Burke  Reha- 
bilitation Center  Day  Hospital  in  White  Plains,  according 
to  a joint  announcement  made  January  16  by  Edward  J. 
Beattie,  Jr.,  M.D.,  general  director  and  chief  executive 
officer  of  Memorial  Hospital  for  Cancer  and  Allied  Dis- 
eases, the  clinical  unit  of  Memorial  Sloan-Kettering,  and 
Fletcher  H.  McDowell,  M.D.,  executive  medical  director 
of  Burke.  Patients  receiving  the  therapy  will  be  under  the 
care  of  Memorial  physicians  working  at  the  Burke  Day 
Hospital. 


Exfoliative  cytology  service 
discontinued 

The  exfoliative  cytology  service  (Papanicolaou  smears) 
was  discontinued  at  the  County  of  Nassau  Department  of 
Health,  240  Old  Country  Road,  Mineola,  on  January  24. 

Human  diploid  rabies  vaccine 

A recently  developed  vaccine  against  rabies,  human 
diploid  cell  strain  (HI)CS),  is  now  available  through  the 
CDC  (Center  for  Disease  Control),  Atlanta,  on  a limited 
experimental  basis.  Persons  may  be  eligible  to  receive  the 
vaccine  if:  ( 1 ) they  have  a serious  allergy  to  duck  embryo 
vaccine  (DEV);  (2)  they  do  not  show  an  adequate  antibody 
titer  to  DEV;  or  (3)  they  have  been  bitten  by  a proved  rabid 
animal.  For  pre-exposure,  only  persons  at  high  risk  of 
being  exposed  to  rabies,  primarily  laboratory  personnel, 
will  be  considered  for  the  new  vaccine. 

The  vaccine  was  developed  in  the  1960s  by  inactivating 
a strain  of  rabies  virus  grown  in  human  diploid  cell  tissue 
culture.  In  the  United  States  the  vaccine  is  produced  by 
Wyeth  Laboratories.  The  first  human  trials  were  con- 
ducted abroad  in  1971;  the  vaccine  is  not  yet  licensed 
here. 

Reactions  to  the  vaccine  have  been  minimal.  No  serious 
anaphylactic,  neuroparalytic,  or  systemic  reactions  have 
been  reported.  Mild  local  and  systemic  reactions  have 
been  noted. 

Wyeth  Laboratories  may  at  any  time  discontinue  its 
supply  of  free  vaccine  to  CDC,  which  is,  even  now,  limited, 
as  the  vaccine  has  been  well  tested  and  found  to  be  effec- 
tive. The  cost  of  the  vaccine  when  licensed  is  expected  to 
be  high.  CDC  expects  licensing  to  occur  within  six  to 
twelve  months. 

Details  regarding  the  development  of  this  vaccine  and 
relevant  test  data  are  contained  in  the  Morbidity  and 
Mortality  Weekly  Report,  September  8,  1978.  Requests 
for  the  vaccine  should  be  made  to  CDC  at  (404)  329-3727 
during  working  hours  and  (404)  329-3644  for  the  guard  on 
duty  during  nonworking  hours  and  weekends. 

Human  rabies  immune 

globulin  (HRIG)  emergency  supply 

Human  rabies  immune  globulin  (HRIG),  at  a concen- 
tration of  150  IU/ml.,  is  available  on  an  emergency  basis 
from  Cutter  Laboratories.  However,  the  telephone 
number  (212)  964-7490  as  supplied  in  Health  Facilities 
Memorandum  78-45  is  not  currently  a 24-hour  number. 
The  number  to  be  called  for  HRIG  during  nonworking 
hours  is  (201)  238-0140. 

For  faster  delivery  of  HRIG  in  emergency  situations, 
contact  the  nearest  area  representative  of  Cuttar  Labora- 
tories at  any  time. 

Split-virus  vaccine 

The  recommendation  of  the  Committee  on  Preventive 
Medicine  in  its  report  to  the  Council  on  November  30, 1978, 
that  MSSNY  support  an  organized  Statewide  program  for 
the  administration  of  split-virus  vaccine  to  young  people 
under  25  years  of  age  and  adults  over  65  was  not  approved. 
However,  the  Council  recommended  to  the  members  of 
MSSNY  the  advisability  of  administering  split-virus  vac- 
cine to  those  under  25  years  of  age  and  those  over  65  unless 
appropriate  contraindications  exist  in  individual  circum- 

continued  on  page  423 
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MSSNY 

The  Medical  Society  of  the  State  of  New  York  (MSSNY),  one 
of  the  largest  medical  societies  in  the  world,  was  formed  more 
than  170  years  ago  to  federate  the  members  of  the  medical 
profession  in  New  York  State  into  one  organization.  Its 
purpose  is  to  extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine,  to  enhance  the  delivery  of  high 
quality  medical  care  for  all  people  in  the  most  economical 
manner,  to  further  scientific,  social  and  cultural  interests,  to 
promote  the  betterment  of  community  health  and  to  en- 
lighten and  direct  public  opinion  in  regard  to  the  problems 
of  medicine  and  health  in  the  best  interest  of  the  public. 
The  MSSNY  works  to  preserve  the  integrity  of  the  physi- 
cian/patient relationship.  It  maintains  vigilance  against 
federal  and  state  interference  in  the  practice  of  medicine. 
The  individual  freedoms  of  both  physician  and  patient  are 
maintained  with  the  individual  physician  exercising  his  own 
best  judgment  as  to  medical  care  and  treatment  needed  for 
his  patient. 

MSSNY— 

provides  numerous  services  for  its  members,  the  public  and 
the  news  media.  Assistance  or  information  regarding  the 
subjects  listed  below  is  available  by  telephoning  MSSNY  at 
(516)  488-6100  and  asking  for  the  extension  listed  at  the 
conclusion  of  the  appropriate  paragraph. 

MEMBERSHIP— 

New  York  State  law  recognizes  MSSNY  with  its  component 
county  medical  societies  as  the  official  representative  of 
physicians  in  New  York  State.  Membership  is  available  to 
physicians  living  and/or  practicing  in  New  York  State.through 
application  to  their  respective  county  medical  society.  Ext. 
254 

COMMITTEES— 

A vital  part  of  the  framework  of  the  MSSNY  is  its  committee 
system.  There  are  almost  one  hundred  committees, 
manned  by  physicians  from  all  parts  of  New  York  State. 
MSSNY  action  and  policy  is  mainly  based  upon  recom- 
mendations from  these  committees.  Ext.  297 

CONTINUING  MEDICAL  EDUCATION— 

Continuing  Medical  Education  is  mandatory  for  membership 
in  MSSNY  as  of  March  1,  1981.  The  Society  promoted  the 
organization  of  the  New  York  State  Council  on  Continuing 
Medical  Education  with  the  goal  of  improving  the  quality  of 
medical  care.  It  will  determine  the  medical  education  needs, 
encourage  the  development  of  related  programs  of  educa- 


tion, maintain  a program  registry,  and  establish  procedures 
of  documenting  physician  participation.  Ext.  208 

MEDICAL  OFFICE  MANAGEMENT  WORKSHOPS— 

During  the  past  several  years  MSSNY  has  been  sponsoring 
an  increasing  number  of  specialized  Medical  Practice 
Management  workshops  for  physicians,  both  starting  and 
for  those  already  in  practice.  It  sponsors  “Establishing 
Yourself  in  Medical  Practice”  workshops,  “Financial  Control 
of  Your  Medical  Practice”  workshops,  and  “Medical  Practice 
Management”  workshops  at  various  locations  throughout 
New  York  State.  Ext.  286 
SOCIOECONOMICS— 

MSSNY  negotiates  for  the  worker’s  compensation  medical 
fee  schedule;  seeks  legislative  modification  of  the  law  and 
changes  in  the  rules  and  regulations  to  improve  their  im- 
plementation; and  concerns  itself  with  the  arbitration  of 
disputed  physician  bills.  Assistance  is  given  to  physicians 
in  their  disagreements  with  third  party  payors.  Close  liaison 
is  maintained  with  Blue  Shield,  Medicare,  Medicaid  and  other 
third  parties  to  deal  with  and  resolve  physicians’  prob- 
lems. 

The  Society  also  is  involved  in  hospital-professional  staff 
relations.  It  monitors  developments  in  Health  Service 
Agencies  and  keeps  the  membership  advised  of  develop- 
ments. MSSNY  provides  an  opportunity  for  inter-relation- 
ship and  liaison  with  the  specialty  societies.  The  PSRO 
committee  serves  as  a forum  for  the  exchange  of  ideas  and 
information.  Cost  Containment  activities  are  conducted 
through  this  division.  Ext.  206 

LEGISLATION— 

Proposed  legislation  and  regulations  having  an  influence  on 
the  practice  of  medicine  and  the  health  of  the  public  are 
carefully  analyzed  by  MSSNY.  Following  action  by  the 
Council,  MSSNY  informs  legislators  of  its  opinions.  MSSNY 
coordinates  with  AMA  regarding  federal  legislation.  Any 
member  can  recommend  constructive  legislation  to  MSSNY 
through  his  or  her  County  Legislative  Committee.  While 
governmental  control  of  the  practice  of  medicine  is  strongly 
resisted,  bills  to  improve  the  standards  of  medical  care  are 
generally  supported.  Information  on  medical  legislation  is 
readily  available  from  MSSNY.  Ext.  221 

COMMUNICATIONS— 

MSSNY  conducts  a continuous  statewide  program  dis- 
seminating information  internally  to  members  and  externally 
to  the  public.  Timely  information  is  channeled  to  news 
media.  Physicians  are  interviewed  by  representatives  of  all 
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media  and  thus  an  avenue  is  open  to  hundreds  of  news 
writers,  editors,  producers  and  reporters  for  accurate  facts 
on  the  medical  profession.  Ext.  205 

JOURNAL  OF  MEDICINE— 

The  monthly  New  York  State  Journal  of  Medicine  is  dedi- 
cated to  the  continuing  medical  education  of  the  physician. 
It  concentrates  on  original  scientific  subjects,  and  clinical 
studies.  Editorial  matter  consists  of  feature  articles,  reviews, 
in  depth,  clinocopathologic  conferences,  and  case  reports. 
The  Journal  also  serves  to  keep  the  membership  aware  of 
the  social,  economic  and  organizational  aspects  of  medical 
care.  The  special  section,  "What  Goes  on  in  Continuing 
Medical  Education,"  includes  an  indexed  listing  of  CME 
programs  throughout  the  State,  and  also  includes  a special 
section  on  "Physician  Placement  Opportunities."  As  the 
official  organ  of  the  MSSNY,  the  Journal  reflects  the  activities 
of  the  Society,  including  verbatim  minutes  of  the  House  of 
Delegates.  Ext.  219. 

NEWS  OF  NEW  YORK  — 

The  semi-monthly  bulletin  provides  news  on  socio-economic, 
legislative  and  general  aspects  of  medical  and  MSSNY  ac- 
tivities. services  and  policy.  Ext.  284 

AD  REM— 

is  a concise  bulletin  for  fast  breaking  news  which  is  displayed 
on  special  boards  in  more  than  350  hospitals  throughout  the 
state.  Ext.  284 

MEDICAL  DIRECTORY— 

The  Medical  Directory  of  New  York  State  is  a computer- 
maintained  reference  on  licensed  New  York  State  physicians 
listing  their  professional  data  alphabetically  by  locality.  It 
also  contains  staff  lists  of  hospitals  in  the  state.  Ext.  258 

INSURANCE  & MEMBER  BENEFITS— 

MSSNY,  in  cooperation  with  county  programs,  provides 
members  with  numerous  group  insurance  programs  including 
Life,  Disability  income,  Professional  overhead  expense, 
Hospital  indemnity  and  Accidental  death  and  dismember- 
ment insurance.  Through  participation  in  these  programs 
members  save  far  in  excess  of  their  annual  dues.  Many 
physicians  are  enjoying  substantial  savings  through  MSSNY 
programs  for  leasing,  renting  or  purchasing  automobiles  and 
office  equipment.  A low  interest  financial  arrangement  with 
a major  bank  for  loans  and  other  financial  services  is  available 
to  physician  members.  Other  programs  are  also  available 
including  quality  office  furniture  at  substantial  discounts; 


special  membership  with  an  organization  offering  a wide 
spectrum  of  trips;  wholesale  prices  available  on  national 
brand  consumer  products;  and  special  computer  services. 
Ext.  371 

MEDICAL/LEGAL— 

The  MSSNY  General  Counsel  is  responsible  for  all  legal 
matters  involving  the  society  and  provides  medical-legal 
advice  to  individual  member  physicians  on  subjects  such  as 
confidentiality,  ownership  and  retention  of  medical  records 
and  x-rays,  patient  notification  requirements,  license  regis- 
tration, acupuncture  practice  requirements,  interpretation 
of  state  and  federal  laws  and  regulations  etc.  Ext.  201 

PHYSICIANS’  PLACEMENT  BUREAU— 

MSSNY  cooperates  closely  with  county  medical  societies 
in  providing  a placement  service  through  the  society’s 
Physicians’  Placement  Bureau.  Ext.  241 

INFORMATION— 

The  Department  of  Information  answers  non-technical  in- 
quiries received  from  the  public  and  the  profession.  An 
extensive,  quick  reference  file  is  maintained  on  literally 
thousands  of  medically  related  subjects.  Ext.  235 

CONVENTION— 

The  annual  convention  consists  of  the  scientific  session  and 
the  House  of  Delegates'  annual  meeting.  The  scientific 
session  provides  continuing  medical  education  through 
seminars,  scientific  sessions  and  scientific  & technical  ex- 
hibits. The  House  of  Delegates,  through  democratic  pro- 
cess, formulates  programs  and  policies  for  the  Society. 
House  of  Delegates  information:  Ext.  204.  Scientific 

sessions  and  exhibit  information:  Ext.  242 

JUDICIAL  COUNCIL— 

The  Judicial  Council  has  jurisdiction  to  hear  and  adjudicate 
all  appeals  by  physicians  who  have  been  excluded  from 
membership  or  appeals  from  members  regarding  decisions 
on  discipline  which  may  involve  the  privileges,  rights  or 
standing  of  members,  whether  in  relation  to  one  another, 
their  county  medical  society  or  to  MSSNY.  Ext.  201 

LIBRARY— 

The  Albion  O.  Bernstein  Library  is  located  in  the  MSSNY 
headquarters  building  and  provides  the  membership  and  the 
public-at-large  with  library  services  in  the  field  of  socioeco- 
nomics of  health  care  and  health  care  planning.  Ext. 
266 


415 


YOUR  MEMBERSHIP  BENEFITS 

Members  of  the  Medical  Society  of  the  State  of  New  York  are  entitled  to  the  many  benefits  outlined 
below.  We  suggest  that  you  retain  this  section  for  future  reference,  bring  it  home  and  share  it  with 
your  family.  Use  the  return  coupon  on  facing  page  to  obtain  detailed  information  on  the  benefits 
that  interest  you. 


PRODUCTS  AND  SERVICES 

FINANCIAL  SERVICES  FROM  A MAJOR  NEW  YORK  BANK 

THE  BEST  BUYS  IN  AUTOMOBILES.  Whether  you  are  purchasing,  leasing  or  renting,  there  are  4 special 
programs  for  car  rentals  at  special  prices. 

CONCERT/THEATRE  CLUB/PURCHASE  POWER  offers  MSSNY  members  discounts  on  various  consumer 
products  through  retail  outlets;  available  throughout  the  State. 

QUALITY  OFFICE  FURNITURE  at  specially  negotiated  prices. 

ADVANCED  COMPUTER  BILLING  SERVICES  for  members  only-at  specially  discounted  rate.  Complete  services 
are  state-wide.  Also  available  a specially  designed  software  package  for  the  physician’s  office. 

ENCYCLOPEDIA.  Two  of  the  foremost  publishers  of  encyclopedias  are  giving  special  prices  to  members. 

AYNSLEY  BONE  CHINA  & LLADRO  PORCELAINS  are  imported  directly  from  Ireland  at  special  low  prices. 

PHYSICIANS’  SPORTS  CLUB.  Offering  a wide  spectrum  of  trips  at  special  membership  rates. 

ELECTRONIC  BLOOD  PRESSURE  MACHINES  and  Flotation  Mattresses  at  specially  negotiated  prices. 
QUALITY  TIRES  at  discounted  prices. 

MAJOR  APPLIANCES  at  wholesale  prices. 

SECURITY  SYSTEMS  for  the  protection  of  home  and  office. 

PORTRAITS  by  an  internationally  known  artist,  at  special  membership  prices. 


GROUP  PLAN  INSURANCE  PROTECTION  for  members  and  their  families. 

Designed  to  supplement  county  medical  society  programs  where  identical  programs  exist,  the  following  plans  offer 
more  extensive  coverage  at  much  lower  rates  than  you  could  obtain  on  an  individual  basis. 

a Disability  Income  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  the  age  55  may  add  protection  of  up  to  $500  per  week  payable  if  they  become 
totally  disabled  by  accident  or  sickness.  Guaranteed  coverage  of  $150  a week  under  Plan  5-2  to  new  members 
under  45  who  apply  within  60  days  of  joining  the  Society. 

b Disability  Overhead  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  age  60  may  add  up  to  $1500  a month  expense  reimbursement  for  continuing 
practice  expenses  in  the  event  of  disability  The  cost  of  this  protection  is  tax-deductible 

c Hospital  Indemnity  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  supplementary  hospital  protection  up  to  $80  per  day.  Spouse  and  children  may 
be  included  optionally.  Skilled  nursing  home  benefits  are  available.  Plan  may  be  renewed  for  life  of  insured  person 
member,  spouse  or  child 

d Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  protection  up  to  $100,000  Total  amount  is  also  paid  if  the  member  is  permanently 
and  totally  disabled  as  the  result  of  an  accident,  after  12  consecutive  months  of  total  disability 


Continued 


r 


‘ The  renewal  ol your  policy  is  guaranteed  so  long  as  (a)  you  are  a member  of  MSSNY,  (b)  you  are  under  age  70. 
(c)  you  remain  actively  engaged  in  medicine  and  (d)  the  Society  sponsors  this  Plan  and  does  not  sponsor  or  endorse 

any  other  similar  program 

Group  Lite  Plan  with  Special  Renewal  Guarantee.  Society  members  under  age  65  who  are  medically  insurable 
may  add  up  to  $50,000  term  life  protection  New  MSSNY  members  under  age  65  are  guaranteed  substantial 
amounts  of  the  protection  without  regard  to  medical  history,  if  they  apply  within  60  days  of  joining  MSSNY. 
Tax-deductible  coverage  is  available  for  a physician's  employees  or  the  physicians  and  other  employees  in 
a professional  corporation. 

Renewal  guarantee  By  special  agreement  with  MSSNY,  the  Company  cannot  cancel  or  refuse  to  renew  your  group 
life  contract  so  long  as  the  Society  sponsors  this  plan  and  no  competing  life  plan 

UNDERWRITERS  OF  INSURANCE  PLANS: 

The  Society  Group  Life  Plan  is  underwritten  by  Bankers  Life  Co  , Des  Moines,  Iowa,  a leader  in  the  professional  association 
life  field  The  other  endorsed  plans  are  written  by  the  Commercial  Insurance  Co's  of  New  York  City  Commercial  Insurance 
has  written  many  of  the  county  and  district  branch  programs  in  New  York  for  many  years. 


PUBLICATIONS 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE.  Published  monthly,  the  Journal  provides  continuing  medical  education  through  original 
scientific  articles,  case  reports;  symposia  and  seminar  meeting  dates  throughout  New  York  State  it  also  lists  physician  placement 
opportunities,  classified  advertising,  and  the  annual  convention  program 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE.  A biennial  listing  of  over  35.000  physicians  licensed  in  New  York  State  indicating  their 
office  addresses,  specialty  boards  and  colleges  and  official  hospital  staff  appointments;  as  well  as  the  staff  lists  of  hospitals  throughout 

the  state 


MSSNY  MEMBERSHIP  BENEFITS  QUESTIONNAIRE 

Please  send  me  further  information  on  the  following: 

O Supplemental  Insurance  Programs: 

( ) Disability  Income  Insurance  ( ) Office  Overhead  Expense  Insurance 

( ) Hospital  Indemnity  Insurance  ( ) Accidental  Death  & Dismemberment  Insurance. 


( ) Group  Term  Life  Insurance 

Computer  Services 

□ Office  Computer  Software 

□ Encyclopedia 

Car  Leasing 

□ Office  Furniture 

□ Britannica  □ Americana 

Car  Rental 

□ Blood  Pressure  Machines 

□ Book  of  Knowledge 

Car  Purchasing 

□ Aynsley  Bone  China 

□ Quality  Tires 

Physicians’  Sports  Club 

Pattern,  Quantity  . . . 

□ Major  Appliances 

Concert  Theatre  Club 

□ Lladro  Porcelains 

□ Security  Systems 

Financial  Services 

Model/No.  . . . 

□ Portraits 

Name 

(please  print ) 

Address  ZIP 

County  Medical  Society Tel  # 

(area  code ) 

Please  return  questionnaire  to:  Division  of  Insurance  & Membership  Benefits,  c/o  MSSNY,  420  Lakeville 
Rd.,  Lake  Success,  N Y.  11042.  Phone:  (516)  488-6100,  ext.  371 /2. 
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The  Institute  of  Food  Technologists' 
Expert  Panel  on  Food  Safety  & 
Nutrition  and  the  Committee  on 
Public  Information 
221  N.  LaSalle  Street 
Chicago,  Illinois  60601 


Few  topics  in  nutrition  are  so 
charged  with  emotion,  claims  and 
counterclaims  as  is  that  of  vitamin 
E (tocopherol).  The  vitamin  was 
discovered  in  1923,  when  H.M. 
Evans  and  K.S.  Bishop  isolated 
from  vegetable  oils  a substance 
that  helped  rats  produce  robust  off- 
spring (1).  This  isolated  factor  was 
almost  immediately  promoted  as  a 
sex  vitamin. 

There  is  no  doubt  that  vitamin  E 
is  essential  for  normal  metabolism 
(2),  but  since  the  vitamin  is  so 
prevalent  in  common  foods,  there 
have  been  very  few  demonstrated 
cases  of  vitamin  E deficiency  in 
man  (3,4). 

Nevertheless,  many  proponents 
of  the  use  of  vitamin  E "prescribe” 
it,  essentially  as  a drug,  in  large 
doses  to  treat  a variety  of  con- 
ditions ranging  from  infertility  to 
cancer 

The  Nature  of  Vitamin  E 

Although  four  isomers  of  vitamin 
E exist  — alpha-,  beta-,  gamma-, 
and  delta-tocopherol  — the  alpha 
isomer  accounts  for  about  80%  of 
the  total  activity  of  the  vitamin.  It  is 
frequently  dispensed  in  its  acetate 
ester  form. 

The  richest  common  dietary 
sources  of  vitamin  E are  the 
vegetable  oils  plus  the  margarine 
and  shortening  made  from  them; 
these  contribute  about  70%  of  the 
average  human  daily  intake.  Cereal 
grain  products,  dairy  products, 
fish,  meat,  eggs,  and  green  leafy 
vegetables  also  provide  significant 
amounts. 

The  National  Academy  of  Sci- 
ences' Recommended  Dietary  All- 
owances (PDA)  for  vitamin  E are  set 
at  4-5  International  Units  (IU)  for 
infants,  7-12  for  children  and  12-15 
for  men  and  women  (5).  One 
milligram  of  dl-alpha-tocopherol 
acetate  provides  one  IU  of  vitamin 
activity. 

Vitamin  E is  oil-soluble  and  is 
transported  within  the  body  in  a 
manner  similar  to  that  of  the  fats. 


VITAMIN  E 

As  much  as  several  grams  of  the 
vitamin  may  be  stored  in  adipose 
tissues  throughout  the  body,  and 
only  slowly  eliminated.  As  intake  of 
the  vitamin  increases  above  the 
RDA  level,  storage  of  the  vitamin  in 
the  tissues  becomes  less  efficient. 
Thus,  a dose  approximately  ten 
times  the  RDA  is  required  to  double 
the  tissue  concentration  that  is 
reached  when  the  RDA  levels  are 
consumed  (6). 

There  is  no  evidence  that  vitamin 
E is  toxic,  even  in  large  doses.  On 
the  other  hand,  since  it,  like 
vitamins  A and  Dris  fat-soluble  and 
accumulates  in  the  body,  especially 
in  the  liverand  pancreas,  cumulative 
untoward  effects  are  hypothetically 
possible;  to  date,  however,  none 
have  been  documented  (7). 

Proven  Benefits 

The  facts,  then,  that  vitamin  E is 
commonly  available,  is  stored  in 
tissues  throughout  the  body,  and  is 
turned  over  very  slowly  in  the  body 
essentially  preclude  the  existence 
of  diseases,  which  are  truly  the 
result  of  a vitamin  E deficiency  in 
man. 

One  must,  however,  make  a 
distinction  between  a nutritional 
deficiency  and  possible  beneficial 
effects  of  large  pharmacologic 
doses.  There  are  at  least  three 
special  situations  in  which  supple- 
mentary vitamin  E has  been  proven 
to  be  beneficial: 

1 . Hemolytic  anemia  in  infants. 
The  need  of  the  newborn  for  supple- 
mental vitamin  E has  been  widely 
recognized  Because  of  poor  trans- 
fer of  vitamin  E from  mother  to 
fetus  across  the  placenta,  newborn 
infants,  both  premature  and  full- 
term,  may  have  relatively  low  levels 
of  vitamin  E in  both  tissues  and 
blood.  Human  Milk  is  sufficiently 
rich  in  vitamin  E to  meet  the  infant's 
needs  but  cow's  miik,  frequently 
used  in  formula  feeding,  contains 
smaller  amounts.  Commercial  for- 
mulas often  contain  added  iron, 
which  can  oxidize  vitamin  E and 
further  reduce  the  vitamin  E content 
(2). 

2.  Deficiencies  caused  by 
malabsorption  of  fats  and  oils. 

Vitamin  E deficiency  in  post- 
gastrectomy patients  or  patients 
with  cystic  fibrosis,  liver  cirrhosis, 
obstructive  jaundice,  pancreatic 


insufficiency  or  sprue,  has  been 
related  to  the  patient's  long-term 
inability  to  absorb  fats  (8). 

3.  Intermittent  claudication, 
or  calf  pain  when  walking.  Double- 
blind studies  have  shown  that  this 
condition  can  be  relieved  by  treat- 
ment with  400  mg  or  more  of 
vitamin  E per  day  for  at  least  three 
months  (9,10). 

What  About  Other  Claims? 

What  about  the  other  conditions 
for  which  vitamin  E has  been 
suggested  as  a drug,  often  in 
multi-hundred-unit  doses? 

• Sexual  Health.  From  its  very 
earliest  availability,  vitamin  E has 
been  proposed  as  a substance  for 
improving  virility  and  sexual  endur- 
ance. It  should  be  noted,  however, 
that  the  reproductive  problems  in 
rats  leading  to  discovery  of  the 
vitamin  occurred  only  after  the 
animals  had  been  totally  deprived 
of  vitamin  E for  extended  periods;  it 
is  unlikely  that  any  human  diet 
could  be  sufficiently  deficient  in  the 
vitamin  to  lead  to  such  severe 
defects. 

Although  some  instances  of 
beneficial  effects  of  vitamin  E 
medication  have  been  reported, 
leading  scientific  and  medical 
opinion  does  not  support  the  view 
that  supplemental  doses  of  vitamin 
E have  any  value  in  preventing  male 
impotence  or  sterility  or  in  affecting 
human  reproduction  (11). 

• Dystrophy.  Although  vitamin  E 
deficiencies  rarely  occur  in  humans, 
such  deficiencies  can  be  demon- 
strated in  animals  fed  for  long 
periods  on  diets  deliberately  pre- 
pared to  be  free  of  vitamin  E,  as  in 
Evans  and  Bishop's  original 
experiments.  Severe  deficiencies 
cause  muscle  wasting  or  dystrophy 
in  animals  and  vitamin  E therapy 
has,  therefore,  been  suggested  for 
treating  dystrophy  in  humans. 

However,  the  nutritionally  in- 
duced animal  dystrophies  are  quite 
different  from  the  genetically-based 
human  dystrophies  and  muscles  of 
human  beings  afflicted  with 
dystrophy  contain  normal  amounts 
of  vitamin  E.  Thus,  there  is  no 
evidence  that  dystrophy  in  man  is 
associated  with  a dietary  deficiency 
of  this  vitamin  (2). 

• Heart  Conditions.  Broad-based 
claims  of  relief  from  most  heart 
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ailments  by  large  doses  of  vitamin 
E have  been  made.  However,  in  a 
controlled  study  of  38  patients  with 
chronic  chest  pains  and  arterio- 
sclerotic and  hypertensive  heart 
disease,  19  patients  were  given  300 
mg  of  vitamin  E and  the  other  19  a 
placebo,  daily  for  an  average  of  16 
weeks.  The  doctors  reported  no 
significant  differences  between  the 
groups  as  to  chest  pain,  capacity 
for  work  of  cardiac  muscle  or 
capacity  for  work  of  skeletal 
muscle.  No  positive  effects  of 
vitamin  E were  observed  in  ten 
other  studies.  Thus,  there  seems  to 
be  sufficient  evidence  that  vitamin 
E is  ineffective  in  treating  or 
preventing  heart  disease  (2). 

However,  because  of  the  re- 
duction of  symptomsof  intermittent 
claudication,  the  question  of 
whether  vitamin  E has  an  effect  on 
circulation  is  unresolved 

• Athletic  Ability.  Also  related  to 
circulatory  effects  intake  of 
amounts  of  vitamins  much  greater 
than  the  RDA  have  been  prooosed 
for  increased  physical  vigor, 
strength  and  endurance  Wherever 
these  concepts  have  been  sub- 
jected to  rigorous  testing,  they  have 
not  found  support 

In  one  study  of  26  ado'escent 
boys.  13  were  given  400  mg  of 
vitamin  E and  the  other  13  a 
placebo,  daily  for  six  weeks  during 
which  they  were  training  in  swim- 
ming Measurements  of  muscular 
development,  heart  and  lung 
efficiency,  and  muscle  fitness  and 
coordination  showed,  as  expected, 
that  the  athletic  training  itself 
significantly  improved  physiolog 
ical  function  and  performance,  but 
there  was  no  significant  additional 
effect  of  vitamin  E (2) 

• Aging.  Aging  is  a very  complex 
process  and  many  theories  have 
been  advanced  to  explain  it  There 
is  some  support  tor  the  theory  that 
free  radicals  can  interact  with 
protein  to  form  so-called  "aging 
pigments'"  that  may  be  related  to 
aging  processes  in  various  tissues. 
Free  radicals  are  highly  reactive 
compounds,  which  in  the  body 
arise  most  frequently  from  poly- 
unsaturated fats  that  have  been 
oxidized  in  various  physiological 
processes 

Vitamin  E functions  chemically 
as  a mild  reducing  compound  and 
hence  as  an  antioxidant  Since 
laboratory  tests  indicate  that 
vitamin  E can  react  with  these  free 
radicals  to  convert  them  into  a less 
reactive  non-harmful  form  (12),  the 
proposition  is  made  that  vitamin  E 
can  perform  the  same  function  in 
the  body  and  thus  slow  the  aging 
process 


In  one  study  on  aging,  adult  mice 
were  fed  an  adequate  basic  mouse 
diet  supplemented  with  0.3%  of 
vitamin  E (a  very  large  supplement 
about  equivalent  to  a human  taking 
2,000  IU  per  day)  and  other  nutrients 
and  antioxidants.  After  one  year, 
the  mice  were  evaluated  by  various 
physiological  and  biochemical 
tests  The  mice  showed  essentially 
no  improvement  in  their  walking 
capacity  and  coordination,  kidney 
function  or  muscle  membrane  func- 
tion and  no  decrease  in  mortality. 
There  were,  however,  fewer  aging 
pigments  in  the  cells  of  the  mice 
fed  the  test  diet  than  in  cells  of  the 
mice  fed  a control  diet  but  there 
was  no  slowing  of  mortality  or  of 
the  normal  decline  of  performance 
due  to  aging  (2). 

• Cancer.  Because  some  forms  of 
cancer  seem  to  cause  oxidation  in 
the  cells  they  are  attacking  and 
since  vitamin  E is  an  antioxidant,  it 
has  been  suggested  that  vitamin  E 
would  be  effective  in  preventing  or 
curing  cancer  Unfortunately,  no 
definitive  proof  has  been  forth- 
coming. 

In  tests  with  mice  treated  with 
carcinogens  similar  to  those  found 
m polluted  air,  cigarette  smoke  and 
charcoal-grilled  food,  vitamin  E was 
not  • significantly  effective  as  a 
protector  against  cancer  nor  did  an 
induced  deficiency  of  vitamin  E 
increase  the  incidence  of  cancer  (2). 

• Pollution  Protection.  Experi- 
ments using  rats  showed  that 
vitamin  E may  protect  against 
damage  to  the  polyunsaturated  fats 
in  the  lung  caused  by  oxidative 
components  of  air  pollution,  such 
as  nitrogen  dioxide  and  ozone.  Rats 
were  -«.posed  in  special  chambers 
to  carefully  regulated  amounts  of 
nitrogen  dioxide  or  ozone.  Rats  fed 
generous  amounts  of  vitamin  E (100 
mg  per  kg  of  diet)  were  much  less 
susceptible  to  oxidative  lung 
damage  than  were  vitamin  E 
deficient  rats  (13). 

Since  many  of  the  basic  features 
of  these  animal  tests  are  similar  to 
conditions  affecting  some  humans, 
the  results  may  be  applicable  to  the 
human  (13). 

M ore  Work  Needed 

New  discoveries  seem  to  be 
dispelling  a substantial  amount  of 
the  "enigma"  of  vitamin  E.  Mean- 
while. more  work  needs  to  be  done 
on  the  material,  since  it  still  excites 
researchers  with  hints  of  utility  in  a 
wide  variety  of  areas  of  basic 
interest  to  man  (14). 

Summary 

Vitamin  E is  commonly  available 
m the  diet,  is  stored  in  tissues 
throughout  the  body  and  is  turned 


over  very  slowly  in  the  body.  These 
facts  essentially  preclude  the 
existence  of  diseases  which  are 
truly  the  result  of  a vitamin  E 
deficiency  in  man.  Pharmacologic 
doses  of  vitamin  E have  been 
beneficial  in  treating  hemolytic 
anemia  m newborn  infants,  de- 
ficiencies caused  by  malabsorption 
of  fats  and  oils  and  intermittent 
claudication  or  calf  pain  when 
walking.  However,  there  is  no 
scientific  proof  that  vitamin  E is 
beneficial  in  treating  such  non- 
deficiency diseases  and  conditions 
as  dystrophy,  heart  disease,  cancer, 
sexual  health,  athletic  ability  or 
aging,  although  there  are  indica- 
tions that  it  may  protect  against  the 
effects  of  air  pollution. 
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Letters  to  the  Editor 


Case  histories 

To  the  Editor:  Your  editorial  about  case  histories  in  the 
December,  1978,  issue  of  the  Journal*  should  have  an 
“Amen”  from  all  of  us. 

When  we  reduce  all  of  medical  and  biological  science 
down  to  its  lowest  terms,  aren’t  the  case  histories  what  it’s 
all  about  anyway?  All  of  the  “full-fledged  scientific  arti- 
cles,” microbiology,  biological  chemistry,  and  physics,  have 
as  their  ultimate  aim  the  application  by  the  practicing 
physician  as  the  various  secrets  of  nature  are  brought  to 
life.  To  omit  the  case  report,  is  to  lose  sight  of  the  eryth- 
rocytes and  consider  blood  only. 

WILLIAM  T.  FOLEY,  M.D. 

441  East  68th  Street 
New  York,  N.  Y.  10021 

* A. A. A.:  A case  for  case  reports,  New  York  State  J.  Med.  78: 
2162  (Dec.)  1978. 

How  many  heart  attack  victims 
are  not  smokers? 

To  the  Editor:  Convinced  that  cigaret  smoking  is  the 
number  one  cause  of  coronary  heart  disease,  but  that  its 
preeminence  is  obscured  by  undue  attention  to  other  risk 
factors,  this  small-community  surgeon  carried  out  a simple 
exercise:  he  collected  two  series  of  100  coronary  patients 
and  counted  the  smokers.  In  the  second  hundred  he  also 
tabulated  the  other  “major”  risk  factors.  Ninety-one  and 
87  percent,  respectively,  of  the  patients  were  smokers.  The 
author  proposes  that  organized  medicine  create  a task  force 
to  mount  a top-priority  political-economic  attack  on  this 
problem,  and  is  of  the  opinion  that  American  physicians 
have  been  remiss  in  not  having  done  so  long  before  now. 

It’s  probably  presumptuous  for  a small-community 
practitioner — and  a surgeon  at  that — to  comment  on  the 
risk  factors  bearing  on  coronary  heart  disease.  I suspect 
that  the  cautious  impartiality  with  which  the  medical 
profession  regards  these  many  factors,  and  presents  them 
to  the  public,  is  not  only  not  justified,  but  is  also  destruc- 
tive. I suspect  that  cigaret  smoking  is  by  far  the  most 
important  of  these  factors;  and  that  our  failure  to  identify, 
and  to  focus  on  its  unique  role  has  delayed  a practical  so- 
lution to  the  problem  of  heart  attacks. 

I suggest  that  our  inability  to  lead  the  public  out  of  this 
morass  stems  from  the  failure  of  statisticians  to  ask  one 
crucial  question,  despite  the  mountain  of  literature  that 
has  piled  up  on  the  subject. 

Not  how  many  smokers,  and  how  many  nonsmokers,  and 
how  many  hyperlipidemics,  and  how  many  hypertensives, 
and  how  many  diabetics,  so  forth,  so  forth,  have  heart  at- 
tacks? Hut  rather  how  many  people  with  heart  attacks  are 
nonsmokers?  The  answer  is  clear — very  few! 

According  to  “Surgeon  General’s  Report,”  ] 1974,  91 
percent  of  patients  with  arteriosclerosis  obliterans  of  the 
lower  extremities,  93  percent  of  patients  with  abdominal 
aortic  aneurysms,  and  98  percent  of  those  with  aorto-iliac 


occlusive  disease  are  smokers.  Those  of  us  who  operate 
on  these  people  are  not  unaware  that  there  may  be  other 
factors  contributing  to  the  disease — but,  except  for  the 
aged  and  the  diabetic,  smoking  is  the  only  one  which  is 
almost  always  there.  Is  the  situation  different  in  coronary 
artery  disease?'  My  impression  (a  surgeon  with  a special 
interest  in  pacemakers  and  cardiopulmonary  resuscitation) 
has  been  that  it  is  not  different;  that  almost  everyone  I see 
with  a coronary  is  a smoker. 

In  order  to  test  this  impression,  I kept  a log  of  100  con- 
secutive heart  attack  patients  coming  to  my  attention, 
noting  simply  whether  they  smoked  or  not.  Without 
quibbling  “smoker”  to  me  meant  at  least  ten  cigarets  a day, 
within  ten  years  of  the  myocardial  infarction.  A few  who 
had  stopped  cigarets  more  than  ten  years  previously,  but 
had  become  regular  cigar  smokers,  readily  admitted  that 
they  inhaled  and  were  counted  as  smokers. 

The  list  included  any  of  my  own  recent  general  or  vas- 
cular surgical  patients  with  a history  of  a previous  coronary; 
pacemaker  patients  with  such  a history;  cardiopulmonary 
resuscitation  patients;  friends,  relatives,  or  colleagues  with 
an  infarction;  cases  presented  at  conferences;  and  fre- 
quently, with  the  aid  of  nurses,  a random  day’s  census  of 
the  Coronary  Care  Unit.  But  in  every  instance  two  facts 
were  confirmed:  (1)  myocardial  infarction,  and  (2)  the 
history  of  smoking  or  nonsmoking.  Ninety-one  of  these 
100  patients  were  smokers. 

I didn’t  tally  the  other  risk  factors,  but  I did  so  in  a sec- 
ond series,  collected  alphabetically  from  the  files  of  a local 
cardiologist:  the  first  100  men  with  arteriography-proved 
diagnosis  of  coronary  disease  who  either  (1)  had  had  a 
confirmed  infarction,  or  (2)  had  undergone  prophylactic 
coronary  revascularization  for  preinfarction  angina. 
Hypertension  was  considered  a factor  if  any  one  observer 
had  recorded  a single  blood  pressure  of  140/90  mm.  Hg  or 
greater,  or  had  made  any  mention  of  a “history”  of  hyper- 
tension or  treatment  thereof.  Hypercholesterolemia  was 
positive  if  a single  cholesterol  of  220  mg.  per  100  ml.  or  a 
triglyceride  of  175  mg.  per  100  ml.  had  been  recorded,  or 
if  any  observer  had  mentioned  any  history  whatsoever  of 
high  cholesterol,  hyperlipidemia,  or  treatment  with  cho- 
lesterol-lowering drugs.  Diabetes  was  recorded,  but  doc- 
umented “obesity”  was  so  infrequent  within  the  first  20 
patients  that  a tally  of  this,  and  other  factors  such  as  ex- 
ercise habits,  and  so  forth,  was  discontinued  at  that  point. 
Family  history  of  heart  disease  was  not  tabulated,  because 
of  the  obvious  impracticality  of  tracking  down  relatives 
even  to  confirm  the  diagnosis,  much  less  establish  the 
presence  of  risk  factors. 

The  results  were  as  follows:  Of  the  100  men,  87  were 
smokers,  52  had  elevated  cholesterol,  30  had  high  blood 
pressure,  and  4 were  diabetics.  Six  had  none  of  these 
commonly  cited  risk  factors. 

But,  of  those  who  had  elevated  cholesterol  or  blood 
pressure,  almost  all  were  also  smokers:  Of  the  52  with 
high  cholesterol,  47  were  smokers;  of  the  30  with  high  blood 

continued  on  page  422 
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Cardilate'  (erythrityl  tetranitrate) 

INDICATIONS  For  the  prophylaxis  and  long-term  treatment  of  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris. rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin 

PRECAUTIONS  As  with  other  effective  nitrites,  some  tall  in  plood  pressure  may  occur 
with  large  doses 

Caution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
cent cerebral  hemorrhage,  because  of  the  vasodilation  which  occurs  in  the  area 
Although  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
misinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions 
SIDE  EFFECTS  No  serious  side  effects  have  been  reported  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
tablet  contact  with  the  mucous  membrane  If  objectionable,  this  may  be  mitigated  by 
placing  the  tablet  in  the  buccal  pouch  As  with  nitroglycerin  or  other  effective  nitrates 
temporary  vascular  headache  may  occur  during  the  first  few  days  of  therapy  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  of  the 
cerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
usually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
administration  of  analgesics 

Mild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily 

DOSAGE  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  for  patients  subject  to  nocturnal  attacks 
The  dose  may  be  increased  or  decreased  as  needed 

FlOW  SUPPLIED  10  mg  chewable  scored  tablets,  bottle  of  100  Also  5.  10  and  15  mg 
oral/sublingual  scored  tablets  in  bottles  of  100  1C  mg  oral / sublingual  scored  tablets 
also  supplied  in  bottle  of  1 .000 

Also  available  Cardilate1-?  (Erythrityl  Tetramtrate  with  Phenobarbital)*  Tablets 
(Scored) 

(‘Warning — may  be  habit-forming  ) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate) 
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TABLE  I.  High  cholesterol,  high  blood  pressure,  and 
smokers  in  100  patients 


Number  of 
Patients 

C.* 

H.* 

S.* 

6 

_ 

_ 



3 

+ 

- 

- 

2 

- 

+ 

- 

28 

- 

- 

+ 

2 

+ 

+ 

- 

33 

+ 

- 

+ 

12 

- 

+ 

+ 

14 

100 

+ 

+ 

+ 

* C.  = High  cholesterol;  H.  = High  blood  pressure;  and  S.  = Smoker. 


pressure,  26  smoked,  and  all  4 of  the  diabetics  were 
smokers.  In  fact,  whereas  28  of  the  100  were  smokers 
without  any  of  the  other  factors  being  present,  only  3 in  the 
entire  series  had  high  cholesterol  as  the  only  factor  present, 
only  2 had  high  blood  pressure  alone,  and  only  2 had  high 
blood  pressure  plus  high  cholesterol — without  smoking 
(Table  I). 

Viewed  another  way:  87  were  smokers,  6 had  none  of 
these  traditional  risk  factors,  but — more  dramatically — 
only  7 had  any  of  the  factors  other  than  smoking  present. 
So,  whatever  the  role  of  the  other  risk  factors  may  be,  not 
many  nonsmokers  appeared  on  these  two  lists  of  coronary 
heart  disease  victims.  Is  it  unreasonable  to  suggest  a 
corollary:  that  if  a person  wished  to  avoid  appearing  on 
such  a list,  whatever  else  he  does,  he’d  be  well-advised  not 
to  smoke  cigarets?  And  is  it  unreasonable  to  suggest  that 
this  is  the  real  message  that  the  medical  profession  should 
be  carrying  to  a confused  laity — and  to  the  Congress? 

Then  what’s  the  responsibility  of  the  American  physi- 
cian? 

First,  I suppose,  in  the  narrow  sense,  it  is  to  confirm  these 
figures.  I don’t  make  any  claims  at  all  for  the  validity  or 
the  statistical  significance  of  these  two  small,  informally 
gathered,  series.  I challenge  every  surgeon,  cardiologist, 
internist,  family  practitioner,  or  any  other  physician  in  this 
country  to  examine  such  a series  of  100  patients  for  him- 
or  herself.  If  the  figures  are  reproducible,  then  they  should 
be  tested  by  more  formal  statistically  valid  means. 

But  does  it  really  matter  whether  or  not  we  find  that 
cigaret  smoking  is  the  ever-riding  factor  in  heart  attacks? 
Everyone  concedes  that  it’s  a major  factor.  And  we  know 
perfectly  well  that  it’s  virtually  the  only  factor  in  75,000 
deaths  a year  from  lung  cancer,  the  largest  single  block  of 
deaths  from  malignant  disease.  From  a public  health 
standpoint,  how  much  more  information  about  smoking 
does  the  medical  profession  need?  What  will  jolt  us  from 
our  complacency?  What  will  move  us  to  insist,  at  last,  that 
the  country  adopt  a no  more  nonsense  attitude  toward  this 
problem?  I submit  that  we  have  a political  responsibility, 
and  I submit  that  we  have  been  evading  it. 

In  my  opinion,  a radical  approach  is  required,  political 
and  economic.2  It’s  time  that  the  College  of  Surgeons,  the 
College  of  Cardiology,  and  other  units  of  the  organized 
medical  community  set  up  a task  force,  a “Manhattan 
Project,”  in  intensity  and  determination,  and  charge  it  with 
contacting  and  soliciting  the  cooperation  of  the  political 
and  business  “establishment,”  in  addressing  itself  to  a 
practical  solution  to  the  problem  of  cigaret  smoking  in  this 
country. 
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Chemical  screening 

To  the  Editor:  Regarding  Newman’s  “Chemical  Screen- 
ing; in  ambulatory  adults”  1 several  factors  deserve  clari- 
fication. One  involves  the  reliability  of  results  with  the 
sequential  flow  analyzer  (SMA  12/60).  Dr.  Newman  feels 
“. . . it  is  unlikely  that  many  abnormal  findings  could  be 
attributed  to  laboratory  technical  variations.” 

There  definitely  are  significant  not  easily  dismissed 
technical  variations.  Newman  referred  to  the  use  of 
“control  solutions  . . . after  every  13  samples  ...  .”  If  he 

means  two  controls,  his  laboratory  has  its  12/60  sampler 
loaded  with  52  patient  samples  and  12  controls  (20  percent 
controls).  Makk2  indicated  more  than  30  percent  of  the 
sample  cups  are  necessary  for  controls  as  well  as  repeat 
assays  of  “any  unusual  results  along  with  control.” 

In  our  experience,  we  find  a total  of  24  washes,  standards, 
and  controls  per  sampler  (40  percent)  are  necessary  to 
minimize  but  not  eradicate  spurious  “highs  and  lows.” 
There  may  be  significance  here,  especially  in  the  “free 
outpatient  clinic,”  described  in  Newman’s  paper.  The 
fewer  the  controls,  standards,  and  washes,  the  less  reagents 
necessary  for  quality  control;  therefore  lower  costs. 

The  table  referring  to  elevated  serum  albumins  is 
puzzling.  Perhaps  the  finding  of  an  appreciable  number 
of  individuals  with  hyperalbuminemia  represents  the 
limitations  of  instrumentation  and  refocuses  attention  on 
limitations  of  instrumentation  for  other  tests  of  the  SMA 
12/60  as  well  as  albumin.  There  is  reference  made  in  Table 
IV  to  1.28  percent  of  the  abnormal  high  albumins  being 
associated  with  “known  diseases.”  What  diseases  are  as- 
sociated with  hyperalbuminemia? 

Abnormal  findings  associated  with  drugs  form  a high 
percentage  of  the  total  findings;  perhaps  much  more  at- 
tention should  be  paid  to  this.  Reference  to  the  literature 
involving  drugs  or  drug  metabolites  being  measured  as  pan 
of  a serum  chemistry  must  be  stressed  to  be  useful  to  the 
reader. 

The  sentence  “the  mean  titer  (sic)  for  these  sixteen  cases 
. . .”  in  reference  to  alkaline  phosphatase,  may  be  an  edi- 
torial error.  “I.U.”  has  a definite  meaning,  though  modi- 
fied by  temperature  and  type  of  analysis,  but  remains 
quantitative  rather  than  semiqualitative  as  a “titer.” 

Other  factors  capable  of  modifying  results  from  a study 
such  as  this,  but  not  discussed,  are  disease  linked  tests,  that 
is  calcium,  phosphate,  and  alkaline  phosphatase;  sugar, 
BUN  (blood  urea  nitrogen),  and  creatinine;  LDH  (lactate 
dehydrogenase),  and  SCOT  (serum  glutamic-oxaloacetic 
transaminase),  and  so  forth.  We  have  been  given  a group 
of  numbers,  some  without  significance. 
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stances.  This  recommendation  of  the  Council  was  ap- 
proved. 

Here  and  there 

Appointed:  Martin  S.  Begun,  associate  dean  of  New  York 
University  School  of  Medicine,  has  been  appointed  vice 
president  for  external  affairs  of  the  NYU  Medical  Center. 
He  is  now  responsible  for  all  areas  of  public  governmental 
relations  and  development  and  he  continues  as  associate 
dean  of  the  School  of  Medicine  . . . Warren  E.  Winsche 
appointed  Deputy  Director,  Department  of  Energy’s 
Brookhaven  National  Laboratory,  effective  February  1. 

Elected:  .John  W.  Vance,  M.D.,  F.C.C.P.,  of  Buffalo,  New 
York,  was  recently  elected  Vice-Chairman  of  the  Board  of 
Regents  of  the  American  College  of  Chest  Physicians. 

Named:  The  names  of  physicians  and  surgeons  newly 
admitted  to  Fellowship  in  The  American  College  of  Car- 
diology (ACC),  the  national  medical  specialty  society  for 
specialists  in  cardiovascular  diseases,  in  the  New  York  area 
are:  Toshio  Akiyama,  M.D.,  Rochester;  Venkataraman 
Balu,  M.B.B.S.,  Buffalo;  Marie  S.  Blackman,  M.D.,  and 
Willard  Cohen,  M.D.,  Syracuse;  Ramon  A.  Fabregas,  M.D., 
Albany;  Daniel  S.  Fuleihan,  Syracuse;  Donald  H.  Jackson, 
■ lr..  M l).,  Pittsford;  Nasiruddin  M.  K.  Jamal.  MBPS. 
Johnson  City;  Chalmers  J.  Lyons,  M.D.,  Albany;  Eurico 
Schneider,  M.D.,  Binghamton;  Marvin  Berger,  M.D., 
George  Brief,  M.D.,  Robert  V.  Hallett,  M.D.,  New  York 
City;  Gary  E.  Veith,  M.D.,  Bay  Shore;  and  Steven  M.  Zel- 
dis,  M.D.,  New  Hyde  Park. 
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ENDOCRINOLOGY 

Recent  Advances  in  Endocrinology  and  Metabolism. 
Number  One.  Edited  by  J.  L.  H.  O’Riordan,  D.M., 
F.R.C.P.  New  York,  Churchill  Livingstone,  1978. 
Hardcover,  $27.50. 

Clinical  significance  of  the  striking  advances  of  recent 
years  in  endocrinology  and  metabolism. 

BRAIN  CHEMISTRY 

The  Chemistry  of  Human  Behavior.  By  Herbert  L. 
Meltzer,  Ph.D.  Chicago,  Nelson-Hall.  Illustrated,  261 
pages.  Cloth,  $17.95. 

How  the  brain  works,  what  goes  wrong  chemically  when 
it  does  not  work  well,  and  the  chemical  intervention  needed 
to  make  it  work  well  again. 

MYOCARDIAL  INFARCT 

Coronary!  Prediction  and  Prevention.  By  David  T. 
Nash,  M.D.  New  York,  Charles  Scribner’s  Sons,  1978. 
Cloth,  256  pages.  Price,  $12.50. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 
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The  Carter  Administration  appears  to  be  leaning  toward 
a broad  national  health  insurance  proposal  that  features 
establishment  of  a Federal  insurance  program — heal- 
thcare— to  stand  alongside  existing  private  plans. 

While  commitment  is  not  final,  a NHP  (National  Health 
Plan)  has  been  submitted  by  the  Health,  Education,  and 
Welfare  Department  to  the  White  House  for  approval. 

President  Carter  has  many  questions  and  reservations 
about  the  approach  and  he  has  not  made  up  his  mind  on 
crucial  issues  such  as  whether  Congress  should  be  asked 
to  approve  the  plan  as  a complete  package. 

The  NHP  is  the  one  that  high  level  policy  discussions  are 
centering  on  now.  It  is  a more  sweeping  NHI  (national 
health  insurance)  plan  than  expected.  There  had  been  an 
inclination  at  HEW  for  a long  time  to  adopt  much  more 
modest  variations  of  NHI  in  response  to  Carter’s  frugal 
government  campaign.  The  program  finally  settled  on  at 
HEW  reflects  a significant  bow  to  the  pressures  of  orga- 
nized labor  and  Senator  Edward  Kennedy  (D.,  Mass.)  for 
a comprehensive  NHI. 

The  Administration  won’t  be  submitting  its  final  leg- 
islative proposal  to  Congress  for  several  months.  There 
is  a possibility  the  plan  might  be  worked  over  and  changed 
drastically  from  its  present  form.  Even  HEW  in  its  report 
to  Carter  emphasized  the  tentative  nature  of  the  plan’s 
provisions. 

Following  is  a description  of  the  NHP  proposal  in  which 
much  of  the  language  is  that  of  the  HEW  Department. 

The  universal,  mandatory  national  health  insurance 
program  would  provide  the  same  standard  of  insurance 
protection  for  all  Americans  through  either  the  public  or 
private  sector.  The  tentative  plan  would  maintain  a 
pluralistic  system  of  health  services  financing,  yet  assure 
that  all  Americans  would  have  insurance  coverage. 

The  plan  would  establish  a Federal  insurance  pro- 
gram— healthcare — under  which  people  would  be  covered 
by  either  NHP  or  by  private  insurance  plans  meeting 
Federal  standards.  Employers  would  be  required  to 
purchase  coverage  for  employees  from  NHP  or  private 
plans  would  be  covered  for  the  same  standard  benefit 
package  and  treated  equally  by  health  service  providers, 
because  all  insurance  plans  would  reimburse  providers  at 
the  same  rates.  Comparability  between  public  and  private 
plans  in  benefits  and  rates  of  payment  to  providers  would 
be  achieved  through  standards  governing  benefits  offered 
by  private  plans  and  their  rates  of  payment  to  hospitals, 
physicians,  and  other  health  service  providers.  Providers 
would  have  no  reason  to  distinguish  between  persons  en- 
roled  in  different  insurance  plans  because  all  financial 
transactions  would  occur  between  providers  and  insurance 
plans,  rather  than  providers  and  patients;  and  all  plans 
would  pay  the  same  amount  for  a given  service. 

The  benefit  package  for  all  plans  would  include  hospital, 
physician,  outpatient,  laboratory,  and  x-ray  services — a 
complete  prevention  package  as  well  as  limited  coverage 
of  mental  health,  alcoholism  and  drug  abuse  services,  and 
outpatient  drugs. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


Under  one  set  of  provisions,  the  HEW  Secretary  working 
with  a provider  rate  negotiation  board  would  annually  set 
payment  rates  for  all  services  covered  under  the  plans  at 
levels  calculated  to  meet  a spending  target  established  by 
the  Congress.  Hospitals  would  be  reimbursed  prospec- 
tively. 

Under  an  alternative  set  of  provisions,  fee  schedules 
would  be  established  for  physicians  and  expense  limits  for 
hospitals.  This  approach  would  be  more  evolutionary  and 
fee  schedules  and  expense  limits  could  be  set  at  the  state 
or  local  level  initially. 

The  NHP  system  would  be  financed  through  a combi- 
nation of  premiums,  current  Medicare  payroll  tax  pay- 
ments, and  Federal  general  revenues. 

A Federal  reinsurance  fund  would  serve  to  equalize  the 
cost  of  exceptionally  high  expenses  among  private  insur- 
ance plans  and  NHP.  The  reinsurance  fund  would  assume 
responsibility  for  any  individual  expenditure  in  excess  of 
$50,000.  Reinsurance  would  be  financed  through  Federal 
general  revenues. 

* * * 

A health  advisory  group  of  the  Republican  National 
Committee  has  rejected  any  program  of  federally-financed, 
federally-administered  national  health  insurance,  calling 
instead  for  “appropriate  steps”  to  provide  for  the  uncov- 
ered poor  and  those  threatened  by  catastrophic  ex- 
penses. 

The  report  was  filed  by  the  Health  Subcommittee  of  the 
GOP  Committee’s  Advisory  Council  on  Human  Concerns. 
Heading  the  panel  was  former  Pennsylvania  Senator  Hugh 
Scott. 

The  efforts  of  the  Carter  Administration  and  the  Ken- 
nedy-Labor wing  to  impose  a sweeping  NHI  program  were 
assailed  in  the  Republican  Committee’s  report,  “A  S 
tatement  on  H ealth  P olicy.” 

Some  Democratic  members  of  Congress  have  proposed 
a $300  billion  NHI,  noted  the  document.  “At  a time  when 
a workable  national  health  policy  is  essential  all  we  hear 
from  the  President  is  vicious  attacks  on  our  medical  pro- 
fessionals and  a set  of  10  principles  for  national  health  in- 
surance which  considers  the  details  of  cost  and  coverage 
without  addressing  the  question  of  why  a totally  federalized 
national  health  insurance  program  is  needed  at  all,”  as- 
serted the  GOP  panel. 

Recommended  was  “a  system  which  would  build  on  and 
strengthen  the  private  insurance  protections  which  now 
cover  more  than  80  percent  of  the  population  rather  than 
tearing  that  down.” 

* * * 

President  Carter  has  told  Congress  that  it  must  act  this 
year  on  the  Administration’s  hospital  cost  containment 
proposal. 

In  his  State  of  the  Union  Speech,  Carter  said,  “There  will 
be  no  clearer  test  of  the  commitment  of  this  Congress  to  the 
anti-inflation  fight  than  the  legislation  I will  submit  again 
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Dr.  Newman’s  reply 

To  the  Editor:  In  answer  to  Dr.  Cohen: 

1.  Repeat  assays  were  performed  immediately  on  all 
“outre”  findings.  As  all  our  abnormal  findings  are  sub- 
sequently clarified,  we  are  satisfied  with  our  1 in  13  con- 
trols, although  philosophically  we  acknowledge  that 
technical  accuracy  may  parallel  frequency  of  controls. 

2.  Dr.  Cohen  is  correct  in  that  elevated  serum  albumin 
reflects  limitations  of  instrumentation,  and  those  classified 
as  under  “known”  diseases  should  have  been  included  in 
“unexplained.” 

3.  Disease-linked  tests  “per  se”  were  not  evaluated  in 
this  study,  but  obviously  employed  to  establish  subsequent 
diagnoses. 

HERBERT  F.  NEWMAN,  M.D. 

Medical  Director 
Union  Health  Center 
275  Seventh  Avenue 
New  York,  N.  Y.  10001 
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A plan  for  predicting  and  preventing  heart  attacks. 

PATHOLOGY 

Pathology  Annual:  Part  2.  Series  Editors:  Sheldon 
C.  Sommers,  M.D.,  and  Paul  Peter  Rosen,  M.D.  Volume 
13.  New  York,  Appleton-Century-Crofts,  1978.  Illus- 
trated, 454  pages.  Cloth,  $32.50. 

Second  part  of  annual  review  of  specific  subjects  in  the 
field. 

DRUG  THERAPY 


Applied  Therapeutics  for  Clinical  Pharmacists. 

Second  edition.  Edited  by  Mary  Anne  Koda-Kimble, 
Pharm.D.,  Brian  S.  Katcher,  Pharm.D.,  and  Lloyd  Y. 
Young,  Pharm.D.  San  Francisco,  Applied  Therapeutics, 
Inc.  1978.  Cloth,  944  pages.  Price,  $31.50. 

The  appropriate  clinical  application  of  pharmacology 
presented  through  case  histories. 

PSYCHOPHYSIOLOGIC  DISORDERS 


Psychological  Interventions  in  Medical  Practice.  By 

James  J.  Strain,  M.D.  New  York,  Appleton-Century- 
Crofts,  1978.  Hardcover,  222  pages.  Price,  $12.50. 

Understanding  psychological  problems  in  ambulatory 
patients — for  the  primary  care  provider. 
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this  year  to  hold  down  inflation  in  hospital  care.” 

The  Administration  has  decided  to  abandon  its  original 
goal  of  a mandatory  Federal  ceiling  on  hospital  expenditure 
increases  in  favor  of  a fail-back  position  in  which  controls 
would  be  imposed  only  if  the  voluntary  effort  to  restrain 
increases  fails  to  keep  expenditures  within  certain 
limits. 

The  plan  faces  a tough  fight  in  Congress  where  the 
general  mood  is  in  opposition  to  controls,  even  stand-by 
controls.  The  Senate  approved  a watered-down  version 
of  the  Administration  plan  in  the  last  few  days  of  the  pre- 
vious Congress,  but  the  House  refused  to  act. 

HEW  Secretary  Califano  gave  the  picture  a new  twist 
with  a request  that  hospitals  next  year  limit  their  expen- 
diture increase  to  9.7  percent. 

The  HEW  proposed  guideline  was  attacked  immediately 
as  “totally  unrealistic  and  based  on  assumptions  which  we 
believe  are  unreasonable,”  by  the  Federation  of  American 
Hospitals. 

The  American  Hospital  Association  quickly  joined  the 
attack  with  the  statement  that  a 9.7  percent  “cap”  would 
“absolutely  endanger  our  ability  to  take  care  of  patients.” 
“Now  that  we  (Voluntary  Effort  program)  have  mounted 
an  obviously  successful  program— it  is  being  ignored  with 
the  unfortunate  introduction  of  a new  mechanism,”  AHA 
president  Alexander  McMahon  said. 

The  National  Steering  Committee  of  the  VE  (Voluntary 
Effort)  passed  a resolution  reaffirming  the  VE’s  goals  and 
program  in  protest  to  the  HEW  goals  of  9.7  percent.  “We 
view  the  VE  as  a more  effective  mechanism  for  reducing 
inflation  in  the  health  care  industry,  for  serving  the  nation’s 
health  care  needs,  and  for  helping  achieve  the  overall  ob- 
jectives of  the  President’s  anti-inflation  program  for  the 
economy,”  the  Committee  said. 

The  Steering  Committee  generally  supported  President 
Carter’s  voluntary  anti-inflation  program,  but  it  rejected 
the  HEW  hospital  guidelines  “as  being  inconsistent  with 
both  the  President’s  program  and  the  Voluntary  Effort. 
The  HEW  guidelines  pose  a threat  to  the  continued  de- 
velopment of  needed  hospital  services.  They  are  unreal- 
istic and  unnecessary.” 

Califano’s  bandying  about  of  figures  sharply  disputed 
by  hospitals  underscored  the  hospitals’  chief  fear  about  a 
standby  program — that  the  hostile  Administration  would 
jigger  statistics  to  trigger  Federal  controls  under  a standby 
plan. 

Officials  of  the  Voluntary  Effort  made  no  bones  about 
their  displeasure  with  Califano’s  incessant  assaults  on  the 
private  sector’s  efforts  to  restrain  increases  voluntarily. 
“The  fact  is  that  Califano  just  can’t  stand  the  success  of 
voluntarism,”  said  Dr.  James  Sammons,  AMA  executive 
vice-president. 

Califano  last  year  belittled  the  VE’s  program  and  con- 
tended it  could  not  accomplish  its  mission  of  reducing  the 
rate  of  hospital  inflation  by  two  percentage  points.  He 
unsuccessfully  urged  Congress  to  approve  the  Adminis- 
tration’s highly  controversial  hospital  cost  containment 
plan  recommending  mandatory  “cap”  of  about  10  per- 
cent. 

Dr.  Sammons  called  the  Califano  9.7  percent  target  fig- 
ure “.  . . a hip  shot,  a seat-of-the-pants  figure”  that  would 
lead  to  an  effective  rationing  of  care.  “.  . . the  American 
people  would  be  against  it  and  they  would  tell  Congress. 
Yes,  we  would  beat  them  (the  Administration)  again,  if 
such  a proposal  were  introduced,”  Dr.  Sammons  said. 


Robert  Hunter,  M.D.,  AMA  chairman  of  the  board  of 
trustees  and  VE  Steering  Committee  member,  noted  that 
in  response  to  calls  for  restraint  from  the  AMA,  the  1978 
rate  of  increase  in  physician  fees  was  less  than  the  con- 
sumer price  index  for  all  items.  “This  represents  a vol- 
untary and  responsible  reaction  by  the  profession  dem- 
onstrating citizens’  responsibility,”  said  Dr.  Hunter. 

VE  goals  are  aimed  at  narrowing  the  gap  between  the 
rate  of  increase  in  hospital  expenditures  and  the  rate  of 
increase  in  the  gross  national  product.  The  primary  goal 
is  to  reduce  the  rate  of  hospital  expenditure  increases  by 
four  percentage  points  during  1978  and  1979,  from  15.6 
percent  (1977)  to  11.6  percent  this  year. 

“We  reaffirm  that  goal  and  have  said  publicly  on  a 
number  of  occasions  that  hospitals  expect  to  meet  that  goal 
in  spite  of  the  continued  growth  of  inflation  in  the  general 
economy,”  said  the  Steering  Committee. 

The  figures  show  that  for  the  first  ten  months  of  1978, 
hospital  expenditures  increased  at  a rate  of  12.9  percent, 
down  from  16.0  percent  for  the  first  ten  months  of  1977. 

“This  decrease  represents  a savings  of  more  than  $1.3 
billion  for  the  nation  and  demonstrates  that  the  Voluntary 
Effort  can  work  effectively  without  any  compromise  in  the 
quality  or  availability  of  health  care  services,”  according 
to  the  Committee. 

* * * 

Here’s  how  physicians’  fees  compared  with  other  price 
changes  in  1978. 

The  annualized  rate  of  growth  of  physicians’  service 
prices  for  1978  as  a whole  (8.0  percent)  was  less  rapid  than 
either  the  all  items  (9.1  percent)  or  the  all  services  (9.7 
percent)  indices  of  the  consumer  price  index. 

For  1978,  the  8 percent  annualized  rate  of  growth  of 
physicians’  service  prices  was  lower  than  the  rate  of  growth 
for  the  medical  care  index  (8.2  percent),  or  the  medical  care 
services  index  (8.6  percent).  The  physicians’  service  rate 
(8.0  percent)  exceeded  the  rate  of  increase  for  prescription 
drugs  (7.3  percent),  dentists’  services  (6.6  percent),  and 
medical  care  commodities  (6.8  percent). 

Published  CPI  data  are  available  for  only  the  first  nine 
months  of  calendar  year  1978.  However,  data  are  complete 
for  the  Federal  fiscal  year,  which  runs  from  October 
through  September.  The  figures  presented  here  are  for 
the  Federal  fiscal  year  1978. 

For  FY  (fiscal  year)  1978,  physicians’  fees  rose  at  a lower 
rate  than  the  “all  items”  index,  or  the  “all  services”  index 
(7.7  percent  versus  8.0  percent  and  8.7  percent,  respec- 
tively.) 

For  FY  1978,  physicians’  fees  rose  at  about  the  same  rate 
as  the  medical  care  index  (7.7  percent  for  physicians’  fees 
and  7.6  percent  for  medical  care).  Also,  physicians’  fees 
rose  more  rapidly  than  dentists’  fees  (6.1  percent)  and 
prescription  drugs  (7.3  percent)  and  not  as  rapidly  as 
hospital  semi-private  room  charges  (9.9  percent). 

The  annual  rate  of  growth  of  physicians’  fees  fell  in  FY 
1978  to  7.7  percent  from  the  FY  1977  rate  of  8.8  percent. 
This  represents  a 12.5  percent  decrease  in  the  rate  of 
growth. 

Physicians’  fees  rose  at  a greater  rate  than  prices  in  the 
economy  as  a whole  in  FY  1977  and  at  a lower  rate  than 
prices  in  the  economy  as  a whole  in  FY  1978. 

* * * 

The  AMA  has  expressed  concern  about  reductions  in 
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Federal  funding  for  human  services  programs,  biomedical 
research,  and  medical  education  in  the  President's  pro- 
posed 1980  budget. 

“The  AMA  recognizes  the  desirability  for  the  President, 
in  his  proposed  Fiscal  Year  1980  budget,  to  reduce  Federal 
expenditures.  However,  the  Association  is  concerned  over 
shifts  in  funding  allocations  for  some  health  programs,” 
said  Whalen  M.  Strobhar,  AMA  senior  vice  president. 

For  example,  the  President  has  recommended  $5.5 
million  less  for  the  Maternal  and  Child  Health  Care  pro- 
gram in  FY  1980  than  exists  in  the  current  year’s  appro- 
priation of  $380.5  million.  "The  President’s  recommen- 
dation is  about  $40  million  less  than  the  amount  the  AMA 
had  suggested  to  the  Office  of  Management  and  Budget 
last  fall,’’  said  Mr.  Strobhar.  “Key  programs  such  as  this 
one  have  already  been  badly  eroded  by  inflation  and  must, 
at  the  very  least,  be  maintained.” 

The  Administration  and  Congress  should  give  greater 
support  to  activities  such  as  the  Voluntary  Effort  to  contain 
hospital  costs,  the  efforts  of  PSRO  (Professional  Standards 
Review  Organizations),  and  to  efforts  to  eliminate  fraud 
and  waste  in  Federal  programs,  according  to  the  AMA 
statement. 

“The  AMA  is  also  concerned  that  funding  for  programs 
in  fundamental  biomedical  research  and  disease  prevention 
will  prove  to  be  inadequate,  and  that  the  budget  does  not 
provide  adequate  support  for  the  education  of  those  who 
provide  medical  and  health  services,”  Strobhar  said.  We 
will  continue  to  analyze  the  budget,  and  will  offer  further 
views  on  specific  programs  as  appropriate.” 

* * * 


Reacting  strongly  to  the  President’s  budget  message,  the 
Association  of  AAMC  (American  Medical  Colleges)  warned 
that  medical  education  may  become  confined  to  the 
wealthy  if  the  Carter  Administration  succeeds  in  chopping 
Federal  aid. 

John  A.  D.  Cooper,  M.D.,  AAMC  president,  said  the 
Carter  Administration  budget  would  cut  broad  medical 
educational  support  (capitation)  by  50  percent  this  year 
and  eliminate  it  altogether  next  year.  Federal  student 
financial  aid  also  would  be  sharply  reduced. 

Dr.  Cooper  made  these  remarks  during  testimony  before 
the  Senate  Subcommittee  on  Health  headed  by  Senator 
Edward  Kennedy  (D.,  Mass.)  during  one  day  of  oversight 
hearings  on  President  Carter’s  health  budget  request  for 
fiscal  year  1980. 

“We  cannot  understand  the  basis  for  decisions  made  to 
restrain,  phase  out,  or  abruptly  eliminate  programs  es- 
tablished by  the  Congress  and  implemented  by  the  medical 
centers  over  the  past  three  decades,”  Dr.  Cooper  said.  He 
contended  that  the  budget-slashing  decisions  were  not 
made  on  the  basis  of  the  failure  of  the  programs  to  achieve 
their  objectives. 

Dr.  Cooper  predicted  that  if  capitation  is  cut  by  50  per- 
cent in  1979  and  eliminated  in  1980  the  nation’s  medical 
schools  will  lose  $129  million  by  1980.  He  said  the  schools 
would  face  difficulties  in  securing  increased  support  from 
the  states  and  would  probably  be  forced  to  increase  medical 
school  tuitions  in  public  schools  by  100  percent  and  by  25 
percent  in  private  schools.  This,  he  said,  comes  at  a time 
when  costs  for  medical  students  have  already  increased 
sharply,  and  would  make  it  very  difficult  for  minority  and 
low  income  students  to  be  able  to  afford  a medical  educa- 
tion. 
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Association  for  Retarded  Citizens 


EQUIPMENT 


OFFICE  TIME  AVAILABLE  in  internist's  office  on  Grand  Concourse  nr.  206th 
St.,  Bronx,  N.Y.  near  bus  or  subway.  One  study,  lab.,  X-ray  room  with  table, 
EKG's,  scopes  pul.  fx.  machines,  to  sublet  time.  Urologist  now  subletting  leaves 
November  I,  1978.  (212)  298-3322. 


WANTED:  USED  X RAY  ROOM  EQUIPMENT,  300  or  500  M A.  and  trans- 
former, table  and  image  intensifier,  and  processor  if  available.  Kindly  call  me. 
Donald  R.  Gibbs,  M I).  (607)  756-9941. 


PRACTICES  AVAILABLE 


HUNTINGTON,  N.Y.  Retiring.  Office  equipment  and  practice  for  sale.  Sep- 
arate residence  overlooking  Huntington  Harbor.  Wooded  one  acre.  Four 
■+  bedrooms,  3'/a  baths.  Call  evenings  (516)  421-4402. 


GENERAL  PRACTICE,  I F.Ph.),  very  active,  long  established,  well  equipped,  ex- 
cellent office  staff,  Rochester,  N.Y.  Over  average  income  first  month.  Rent  or 
buy.  Curriculum  and  intentions  first  letter.  VVrite  Dept.  700,  c/o  NYSJM. 


$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$ 


LOANS  TO 
PROFESSIONALS 

Loans  now  available  to  Phy- 
sicians and  Physicians  in- 
training. Easy  payments. 
Loans  to  $50,000  and 
more — unsecured — no  col- 
lateral necessary.  Nurses  to 
$10,000  or  more. 

For  full  Information  call: 

A.  Clayton  Rieder 
Financial  Consultant 
80  Circle  Drive 
Syosset,  L.I.,  New  York  11791 
516-935-1234 
(also,  see  ad  in  yellow  pages) 


$ 


ss$ss$sss$$$s$ss$ss$sss$$$$$$s$$$s$$$$$$$$ 


LONG  ESTABLISHED.  EXCELLENT  FAMILY  PRACTICE,  office  and  home 
combination  available;  in  village  location,  near  modern  hospitals,  and  Rochester 
Medical  Center  Nine  room  office  suite.  X-ray.  EKG,  equipment,  at  price  of  real 
estate.  Longer  term  payments  available.  Need  of  F.P.s  and  pediatricians  in 
area.  Dept.  705,  c/o  NYSJM. 


GENERAL  PRACTICE,  M I)  is  interested  in  selling  45  year  practice,  capable  of 
earning  excellent  income.  Solo  practice.  Loyal  patient  relationship.  Applicant 
must  be  capable  of  doing  minor  and  major  surgery.  Completely  equipped  office 
in  East  Sacramento,  centrally  located  between  Sutter  General.  Sutter  Memorial, 
Mercy  Hospital  and  the  Sacrament  Medical  Center.  Credentials  of  seller  may 
be  checked  with  Executive  Director  of  the  Sacramento  County  Medical  Society, 
5380  Elvas  Ave.,  Sacramento,  CA  95819.  (916)  452-2671.  interested  parties 
may  call  (916)  456-2827  (office)  or  456-1126  (res.)  to  gain  further  information 
or,  if  preferred,  write  to  A.  R.  Boscoe,  M.D.,  3667  "J"  Street,  Sacramento,  CA 
95816. 


MISCELLANEOUS— CONT’D 


CPA- ACCOUNTING,  TAX  PLANNING,  PREPARATION  RETURNS,  I.R.S. 
audits,  business  advice.  Mr.  Morgenstern  serving  individual  needs  of  physicians 
for  over  a decade.  Started  in  accounting  in  1960.  Pension,  profit  sharing  plans, 
estate  planning.  Will  work  with  vour  attorney.  Moses  Morgenstern,  P.C.,  CPA. 
(212)  793-2135. 


MEDICAL  RECORDS  SPECIALISTS:  RECORD  STORAGE,  retrieval,  micro- 
film, microfiche.  Economy,  efficiency,  integrity.  Comprehensive  Archives  Inc., 
Richmond  Hill,  N.Y.  (212)  849-7277. 

BILLS  COLLECTED  -ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful—40  years  ,,f  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp  . 130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212) 730-0069  . 


MISCELLANEOUS 


DOCTOR!  ACQUIRING?  TRANSFERRING?  APPRAISING  a medical 
practice?  We  offer  the  largest  selection  of  medical  practices  (all  specialties)  on 
the  East  Coast.  We  help  finance  the  purchase,  structure  the  transaction  for 
maximum  tax  benefits  and  help  transfer  the  patients  from  one  doctor  to  another 
and  from  location  to  another.  Free  appraisals  for  the  practices  listed  with  us. 
Free  consultations  in  our  offices.  Call  (212)  445-9797;  (212)  793-3597,  or  write: 
Frederic  Katz,  Ph.D.  Associates  Agency  Inc.,  42-27  Union  St.,  Flushing,  N.Y. 
11355. 


CHINESE  SCREEN,  lacquered  or  stone  inlaid,  4 panels  to  8 panels,  6 ft.  to  8 ft. 
high,  price  from  $395-$2,200.  Antique  oriental  porcelains,  cloisonne  from  $45 
to  8295.  Oriental  cabinets,  snuff  bottles,  jades,  ivories,  all  reasonably  priced. 
Call  (516)  482-0007,  or  (212)  357-3348. 


DESIGN  AND  CONSTRUCTION  FIRM,  serving  the  medical  profession,  will 
provide  architectural  interior  design  and  construction  package  for  your  office 
or  medical  building,  be  it  renovation,  conversion  or  new  structure  in  the  New  5 ork 
Metropolitan  area.  Write  or  call  Emmons  Construction  Corp.,  73-67  195th  St., 
Flushing,  N.Y.  11366.  (212)  468-1445. 


( NEEMA  EMERGENCY  MEDICAL  "\ 

— a professional  association — 


V 


EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency 
physician  group  throughout  Pa.,  N.Y.,  N.J.,  Mich,  and  Southeastern 
U.S.  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
service  with  minimum  guarantee  provided.  Malpractice  paid.  Practice 
credits  towards  board  certification.  Physician  department  directors 
also  desired.  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste. 
400,  399  Market  St..  Phila. , PA  19106  or  phone  215-925-3511. 
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THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  7 
courses  in  the 
growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab. Technician, 
Geriatric  & Pediatric 
Aide  (Nurse’s  Assts.), 
Med.  & Dent.  Secy., 
EKG  Technician, 

Legal  Assistant. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


*f$fecWestctiester~ School 

1 ( lit  PAKAPKt  >1  1 SSK  )NAI  I K \INING  - 
130  ( )ni.iiio  Si  , Albany.  NA  12206  ■ (5181  462  6621 
1\  Bm.ulu.ii  Wilin'  Plains.  N N 10601  (91 1)  428-1960 


275  Broadhollou  Kd  iHie  1 10],  McK  ill,-.  N N 1 1746  • (516)  752  1060 


POSITIONS  WANTED 


MEDICAL  SECRETARY/ASSISTANT,  young  lady,  college  graduate,  desire 
part-time  position  in  doctor’s  office  or  hospital.  Experienced  and  skilled  i 
secretarial  and  assistant  procedures.  Excellent  references.  Nassau  Count 
resident.  (516)  766-6312. 


PHYSICIANS  WANTED 


BRONX,  N.Y.:  PSYCHIATRIC  RESIDENCY.  Montefiore  Hospital  and  Medic. 
Center,  and  North  Central  Bronx  Hospital  unexpectedly  have  a PGY-1  or  PGY- 
position  immediately  available  in  their  fully  integrated  psychiatric  trainin 
program.  Outstanding  clinical-academic  experience  provided.  E.O.E.  Inquirie 
invited.  Write:  -lack  L.  Katz,  M.D.,  Director  of  Residency  Training,  Departmer 
of  Psychiatry,  Montefiore  Hospital  and  Medical  Center,  111  East  210th  St  I 
Bronx,  N.Y.  10467. 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEj 

York,  New  Jersey,  Connecticut/permanent  full-half  time  as  well  as  tempori  I 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contal 
Karrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  Yo  [ 
N.Y.  10010.  Telephone:  (212)  532-7625. 


STATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  State 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parkin 
facilities,  and  is  located  near  S.  I.  Ferry,  all  transportation,  schools,  city  building 
and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otolaryn 
gologist,  general  practitioner,  internist,  pediatrician  and  ophthalmologist.  Fo 
further  information  contact  Rudy  (212)  448-0100. 


THORACIC  RESIDENCY:  Approved  residency  in  thoracic  and  cardiovascula 
surgery  available  at  large  metropolitan  center  near  N.Y.  City:  520-bed  hospite 
with  very  active  open  heart;  general  thoracic  surgery  and  pacemaker  program; 
candidate  must  have  completed  general  surgery  training;  good  salary;  BC/B! 
and  dental  plan,  4 weeks  vacation;  comfortable  apts.  on  premises  if  desired.  Depi 
692,  c/o  NYSJM. 


OPHTHALMOLOGIST.  GENERAL  OPHTHALMOLOGY.  Proficient  AX 
surgery  and  I.O.  Lens.  Nassau  County;  convenient  to  N.Y.C.  Good  local  hos 
pitals.  Partnership  after  1 vr;  complete  control  after  3 years.  High  gross  am 
net.  Wish  to  retire.  Terms  open.  Can  wait  for ’79  graduate.  Reply  to  Dept 
693,  c/o  NYSJM. 


CORRECTIONAL  MEDICINE 

Challenging  opportunities  in  primary  health  care— available  in  a most  effi- 
ciently designed  prison  health  care  system.  Excellent  climate — competitive 
salaries.  Employment  available  in  the  Spring  of  1979  (April-June).  93 
positions  available  for:  Physicians,  Dentists,  Psychiatrists,  Physician’s 

Assistants,  Nurses,  Armed  Forces  Trained  Paramedics,  Dental  Technicians, 
Psychologists,  Health  Administrators.  Must  be  eligible  for  Oklahoma  li- 
censure Contact'  Armond  H.  Start,  M.D.,  M.P.H.,  Medical  Director, 
Oklahoma  Department  of  Corrections.  3400  North  Eastern,  Oklahoma  City, 
Oklahoma  73111. 


PHYSICIANS  NEFIDED  FOR  85  SUMMER  CAMPS  for  children,  located  ii 
Northeastern  States,  July  and  August,  or  a single  month.  Write  to:  Associatioi 
of  Independent  Camps,  55  West  42nd  St.,  New  York,  N.Y.  10036. 


EMERGENCY  ROOM  PHYSICIANS.  American  trained,  licensed  M.D.’s  (3 
wanted  to  join  group  for  emergency  room  coverage.  Positions  available  July  1st 
Must  give  1-year  contract;  prefer  general  practice  residency  exposure.  Smal 
community  hospital  located  90  miles  from  N.Y.C.  114-beds;  light  case  load 
approximately  44  hours  per  week.  Excellent  salary,  plus  vacation/educationa 
benefits  and  health  insurance  package.  Excellent  working  conditions.  Contact 
Karen  M.  Campbell,  Director  of  Personnel  Services,  Northern  Dutchess  Hospital 
Rhinebeck,  N.Y.  12572. 


^ PHYSICIAN  OPPORTUNITIES 

ALL  SPECIALTIES 

-IMMEDIATE  OPPORTUNITIES  NATIONWIDE— 

We  will  confidentially  match  your  professional,  financial,  and  geographic 
requirements,  with  the  thousands  of  career  openings  we  have  nationally. 

THERE  IS  NO  CHARGE  OR  0BLIGA  TION  TO  YOU  OF  ANY  KIND 

Please  send  Cirriculum  Vitae  along  with  your  professional,  financial,  and 
geographic  requirements  to: 

DURHAM  MEDICAL  SEARCH,  INC. 

721  Statler  Hilton,  Buffalo,  New  York  14202 
or  call: 

Charles  R.  Cimasi,  Director  at  716-855-1423 
Durham  Offices:  Buffalo,  Houston,  Atalanta,  Dallas 


INTERNIST’,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  2-man  consultatior 
practice  in  Rockville  Centre,  Long  Island,  N.Y.  Good  hospital  facilities.  Sub 
specialty  desirable  but  not  essential.  First  year  salary.  Partnership  second  year 
Dept.  694,  c/o  NYSJM. 


NEW  SOLUTION  FOR  OVERWORKED  GENFJRAI,  PRACTITIONER  (F.Ph.) 
or  internist  or  pediatrician.  Join  my  very  active,  best  equipped  modern  office 
practice.  Rochester,  N.Y.  Work  alone  about  25  hours  weekly  as  I.  No  nighi 
or  holiday  calls,  no  obstetrics,  10%  small  surgery.  Vacation  replacement  p.r.n 
Excellent  office  staff.  Or  alternate  with  me  two  months  on,  two  months  off 
Excellent  earnings.  Longer  lasting  arrangement  only.  Short  curriculum  in  firsi 
letter.  Write  Dept.  699,  c/o  NYSJM. 


DEPUTY  COUNTY  HEALTH  DIRECTOR,  Monroe  County,  Rochester,  N.Y 
To  design/supervise  epidemiologically  sound  planning  and  evaluation  studies 
Review/supervise  255  physicians,  nurses,  and  other  staff  in  personal  health  ser 
vices  programming.  Physician  with  MPH  or  one  year  public  health  experience 
Curriculum  vita  to  Joel  Nitzkin,  M.D.,  Monrue  County  Health  Depart  ment,  1 1 1 
Westfall  Rd.,  Caller  632,  Rochester,  N.Y.  14692. 


INTERNAL  MEDICINE:  Long  established,  lucrative  practice,  North  Shore 
Nassau  County  wilhin  minutes  of  3 teaching  hospitals.  Seeking  partnership  or 
eventual  sale.  Dept.  703,  c/o  NYSJM. 


fa 

4 


»sf 


430  New  York  State  Journal  of  Medicine/March  1979 


PHYSICIANS  WANTED— CONTD 


1 IBSTETKICIAN/GYNKt 'OI.O(  ;IST  |I>  sh.irr  isi.ibli-du-d  practice.  ( 'ml rnl  N.Y 
:)  college  community  of  25.1)01).  Uutskill  region.  Minimum  guaranteed  2(k)  l>ed 
: | ri immunity  hospital  Contact  A.  Ascione.  M.l)..  It M t Main  St.,  Oneoiiln,  N.N  . 
13820.  (807)  432-7033. 

-(PHYSICIAN  DURING  JULY  AND  AUC.l  ST  197!)  for  children's  camp  located 
at  Heach  Lake.  Pa..  accommodates  350  campers  ages  ti  16;  complete  modern 
I (call  h Center. 2 UN  . X in  at  tendance;  w ill  aci  ept  one  Ml)  lor  each  irtonl  It.  no 
children  accepted  who  are  ol  camp  aye  Camp  opens  June  29  and  closes  August 
"*  23  Private  room  and  facilities  W rite,  and  include  your  phone  number,  to 
i Trail's  Knd  Camp,  c/o  Heach  Lake.  Inc.,  215  Adams  St..  Brooklyn.  NA 
! 11201. 

i LOCI  MS.  KMKKCiKNCY  BOOM  PHYSICIANS  from  May  through  September. 
Must  have  N.Y.  license  and  D.K.A.  certificate  Send  letter  and  C.V  to:  James 
K Stehli.  Physician  Service  Associates,  .ft  Mitchell  Ave  . Binghamton,  NA 
13903  ' 

tOUUUPATIONAI.  PHYSICIAN  for  full  time  career  position  in  Remington  Arms 
Company,  Inc.,  llion.  New  York  Plant  Excellent  opportunity.  General  practice 
, background  acceptable  Excellent  salary  and  outstanding  company  paid  benefit 
, program.  Equal  Opportunity  Employer  M/F.  Call  or  write  R.  A.  Morris,  Em- 
ployee Relations  Superintendent.  Remington  Arms  Co..  Inc.,  llion.  N.Y.  13357. 
(315)894-9961. 

PHYSICIAN  NEEDED,  regardless  of  specialty,  for  general  practice  in  office  during 
■I  summer  months.  Resort  area.  Write  to:  Ellenville  Medical  Group,  60  Center 
•*  St..  Ellenville.  N.Y.  12428. 


/ ; \ 

Clinical  Physicians 

Harlem  Valley  Psychiatric  Center,  a N Y Slate  psychiatric  facility,  is 
seeking  qualified  physicians  lor  its  inpatient  services  3 years  mod  exp 
$32,608,  5 years  med  exp  (with  150  hours  academy  acceptable  con- 
tinuing ed  in  last  3 years)  $36,050  NYS  medical  license  or  license 
in  other  state  and  NYS  limited  permit  required  (permit  with  no  license 
assistant  clinical  physician  $25,503  $27,338,  depending  on  experi- 
ence). 

Campus  located  75  miles  north  ol  N Y C Country  setting  easy  access 
to  metro  area  Excellent  Civil  Service  fringe  benefits,  continuing  ed 
programs,  affiliated  with  N Y Medical  College 

Forward  CV  to  Clinical  Deputy  Director 

HARLEM  VALLEY  PSYCHIATRIC  CENTER 

Station  A Wingdale,  New  York  12594 

An  equal  opportunity  employer 

V J 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


DOCTOR'S  OFFICES  FOR  RENT  by  the  hour  or  full  time.  Modern  medical 
building  equipped  for  out-patient  diagnostic  work-up  and  ambulatory  surgery. 
Ideal  for  medical  and  surgical  specialists.  42-78  Main  St..  Flushing,  N.Y.  (212) 
539-8800. 


MEDICAL  DIRECTOR,  EMERGENCY  SERVICE:  Expanding  medical 

school -affiliated  teaching  hospital  seeks  a dynamic.  Board  certified  internist  or 
surgeon  to  develop  emergency  services.  Responsibilities  will  include  supervision 
r and  training  of  emergency  service  medical  staff,  programming,  planning  and 
if  analysis,  and  direct  patient  care.  Competitive  salary  and  excellent  fringe  ben- 
, elits.  Equal  Opportunity  Employer  Submit  c.v.  in  confidence  to:  Director 
l|  of  Community  Medicine.  St.  John's  Episcopal  Hospital.  South  Shore  Division, 
<.  327  Beach  19th  St..  Far  Rockaway.  N.Y.  11961. 

WANTED:  FAMILY  PRACTICE  PHYSICIAN  to  occupy  a brand  new  facility 
in  a suburban  type  practice  7 miles  from  a 304-bed,  acute  care  hospital  in  the 
beautiful  Finger  Lakes  area  of  New  York  State.  Write  C.  D.  Hicks,  157  Ross  St.. 
Auburn.  N.Y.  13021  or  call  (315)  253-3388. 

SURGEON:  Our  voluntary  Manhattan  medical  center  with  a very  active  medical 
i school  affiliation  is  seeking  a full  time  NA'.S.  licensed.  Board  eligible/certified 
surgeon.  This  position  requires  a dynamic  individual  who  wants  to  be  actively 
involved  in  all  aspects  of  a well  coordinated  department  of  surgery.  We  offer 
an  excellent  salary  and  comprehensive  benefit  package.  An  equal  opportunity 
employer  M/F.  Send  c.v.  in  confidence  to:  Dept.  707,  c/o  NYSJM. 

PHYSICIANS  NEEDED  SOUTHEAST  Family  physicians,  general  surgeons, 
internists,  Ob/Gvn.  Private  practice  opportunities  near  hospitals  with  attractive 
monthly  guarantee  and  free  office  space.  Warm  climate,  good  schools  and  out- 
door recreation.  Send  curriculum  vitae  in  confidence  to:  Mr.  William  Anderson, 
i Search  Director,  4470  Chamblee-Dunwoody  Rd.,  Suite  350,  Atlanta,  Georgia 
[ 30338. 

HOUSE  PHYSICIANS:  Excellent  opportunity  for  licensed  physicians  and  foreign 
medical  graduates.  Positions  available  06-01-79  in  194  acute  care  and  in-patient 
hospital  iocated  in  suburb  of  upstate  New  York  State  city.  Will  be  responsible 
! to  the  Director  of  Medicine.  For  foreign  medical  graduates.  ECFMG  and  two 
years  of  approved  training  is  required.  Out  salary  and  benefits  packages  are 
excellent.  Send  C.V.  and  request  application  to  Dept.  706,  c/o  NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SIX  ROOM  PROFESSIONAL  St  ITE  FOR  RENT  in  prestige  medical  building 
in  Lvnbrook,  L.l  Available  immediately.  Centrally  located  near  major  hos- 
pital's. Call  (212)  297-4140. 

JOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIEVI  SERVICE 

I in  renting  or  -ubietting  a Manhattan.  NYC  professional  office,  or  to  buy.  sell 
or  appraise  a m op.  contact  Nathan  II  Friedman  of  Douglas  EUiman  Gibbons 
& Ives.  Inc  745  Fifth  Ave  . N.Y..  NA  1212)  832-5571. 

MANHATTAN'S  EAST  SIDE.  133  EAST  73RD  ST..  N Y.C.  LEXINGTON 
Professional  Center.  Inc  Part  time  X full  time  medical,  dental,  psychiatric 
office  suites  Furnished  S equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning.  X ray  &:  clinical  laboratory  on  premises.  No  leases 
necessary  Rent  by  the  hour  or  full-time.  (212)  861-9000. 


MEDICAL  SI  'ITE.  WHITE  PLAINS,  N.Y  New  professional  building  near  White 
Plains  Hospital.  Prime  space,  footage  flexible.  (914)  949-0555,  or  946-3737. 


I WISH  TO  RENT  OFFICE  SPACE  to  a physician  or  to  a group.  The  new  building 
will  lie  erected  at  7 Pulaski  Road  in  East  Northport,  L.L  I will  alter  the  premises 
based  upon  their  desires.  Tax  advantages  can  be  arranged.  Robert  Smirnow, 
D.D.S.,  7 Pulaski  Rd..  East  Northport,  N.Y.  11731.  (516)  261-1068. 


WHITE  PLAINS.  NEW  YORK.  SURGICAL  SUBSPECIALTIES  needed. 
Space  available  new  professional  building  near  hospitals.  Fully  furnished  with 
all  new  diagnostic  equipment.  By  month,  week,  day  or  hour;  secretary/technician 
provided  if  desired.  Lab  and  X-ray  facility  in  building.  (914)946-3737. 


BROOKLYN.  AT  KINGS  PLAZA:  Medical  building  now  renting.  $10.50  per 
square  foot.  Fixposed  to  ten  million  people  annually.  All  details  available.  Call 
(212)  287-5013. 


INCOME  TAX  SPECIALIST 

TO 

MEDICAL  PROFESSION 

PAUL  MILLER 

26  COURT  ST.,  BKLYN,  N.Y.  11201 

212  339-0447  YEAR  ROUND  SERVICES 


r 


CLOSE  TO  THE  BIG  APPLE 

but  not  in  it! 


V 


Partnerships  available  in  family  practice  offices  in  this 
suburban  community  of  50,000  people  located  on  the 
South  Shore  of  Long  Island  on  the  Atlantic  Ocean.  50 
minutes  from  New  York  City.  Appointment  available  to 
Medical  Staff  of  170  bed,  fully  accredited,  general  hos- 
pital. All  water  sports  and  recreational  activities  at  your 
door  step  as  well  as  the  cultural  advantages  of  New  York, 
a short  drive  away.  Quality  public,  private  and  religious 
schools  within  community. 

For  detailed  information  write : Dept.  696.  do  New  York 
State  Journal  of  Medicine. 


J 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


SCHOOL  BUILDING  FOR  SALE:  1 1,400  sq.  ft.  ideal  for  medical  building  or  o 
fices.  Near  public  transportation  in  Seaford,  Long  Island,  Nassau  County.  195 
brick  building  excellent  condition.  Two  stories  with  one  story  extension;  parti; 
basement  2,500  sq.  ft.  First  floor:  lobby,  hallway,  auditorium,  conference  roon 
4 offices,  2 storage  rooms,  2 lavatories.  Second  floor:  hallway,  lounge,  12  office 
4 lavatories,  3 storage  rooms.  Fenced-in  site  approximately  229'  X 163'  X 22' 
X 195'.  Direct  inquiries  to  Eli  Kroot  (516)  221-0700. 


SCARSDALE  VICINITY-NEW  ROCHELLE,  N.Y.  Home-office  (separate  er 
trance),  suitable  any  profession.  Three  bedrooms,  2V2  baths,  den,  playroon 
many  extras.  4-room  office.  All  central  air  conditioned.  $135,000.  Call  (9U 
237-6847,  or  (914)  633-8438. 


TARRYTOWN,  NEW  YORK:  Choice  location.  Fully  furnished  office  in  medic; 
building  to  sublet.  Four  days  a week.  Call  (914)  631-2266,  or  762-2666. 


FOR  SALE:  ONE  FAMILY,  DETACHED  BRICK  HOME  at  15  Pierson  Ave 
Hempstead,  N.Y.  Very  suitable  for  professional  offices.  Price  mid  $40,000’: 
We  can  provide  mortgage  at  reasonable  terms.  For  inquiries  please  call  Bo 
Dabrowski  at  (212)  335-1300. 


OFFICE  TO  SUBLEASE  IN  PART  OR  WHOLE.  Includes  room  for  minor  sui 
gery.  Ideal  for  dermatologist,  psychiatrist,  Ob/Gyn,  internist.  Locatioi 
Northern  Westchester  County.  Call  (914)  241-0484. 


BRIGHTWATERS,  SUFFOLK  COUNTY,  N.Y.  Custom-built  home-office.  Awar 
winning  architect’s  design.  Adjacent  to  two  large  hospitals.  Best  quality  cor 
struction,  immaculately  maintained,  innumerable  refinements.  An  acre  sit 
bounded  by  3 streets  and  a park  assure  privacy  and  full  separation  of  1200  st 
ft.  office  from  four  bedroom  home.  (516)  665-0027. 


FULLY  EQUIPPED  MEDICAL  OFFICE  for  rent.  Located  in  rural  area,  Berlir 
New  York,  Physician  retired.  (518)  658-2451. 


FOR  SALE:  MEDICAL  OFFICES,  MOUNT  VERNON,  N.Y.  Corner  property 
excellent  location.  1st  floor:  Two  separate  doctor’s  suites  each  with  office, 
examining  rooms,  laboratory  & lavatory;  large  waiting  room,  kitchen;  attache1 
‘2-car  garage.  2nd  floor:  Spacious  7 room,  2-bath  apartment  presently  rentec 
For  further  information,  call  (914)  699-8813. 


MAHOPAC,  N.Y.  DOCTOR  RETIRING!  Wishes  to  sell  lovely,  spacious  Ranch. 
Separate  walk-in  entrance  to  waiting  room,  examining  room,  office,  half  bath. 
House  offers:  3 bedrooms,  2 full  baths,  living  room,  dining  room,  country  kitchen, 
family  room,  garage.  Excellent  area.  Hospital  nearby.  A steal  at  $70,000.  Call 
Kleinfeld  Associates  (914)  628-7200. 


NEW  YORK:  OFFICE/HOME  of  retired  GP,  southern  Hudson  Valley,  for  sale. 
No  GP  or  FP  left  in  town.  Dept.  698,  c/o  NYSJM. 


PROFESSIONAL  OFFICE  SPACE  AVAILABLE.  Forty  miles  north  of  New  York 
City  in  Scenic  Hudson  Valley,  Peekskill,  N.Y.  Mohogany  decor  with  complete 
radiology  equipment.  Ideal  for  virtually  any  medical  specialty.  Ample  parking. 
(914)  737-1600,  or  E.  Riner,  Box  555,  Lake  Mohegan,  N.Y.  10547. 


FINISHED  & UNFINISHED  SUITE  available  in  lucrative,  mid-island,  western 
Suffolk  County  locale,  for  all  medical  and  dental  fields.  (516)  231-4455. 


GREAT  KILLS,  STATEN  ISLAND,  N.Y.:  Professional  office  suitable  for  phy 
sicians.  Previously  occupied  by  pediatrician;  approximately  1,000  sq.  ft.  Cal 
for  details:  (212)  984-7329. 


CONTEMPORARY  HOME  & POND,  ULSTER  COUNTY,  N.Y.  Across  fror 
Ashokan  Reservoir,  5.35  panoramic  acres,  meadow,  fruit  trees,  large  mountain-fei 
and  underground  spring-fed  pond,  11  ft.  deep  for  swimming.  5 bedrooms, 
baths,  cathedral  ceiling,  beamed  living  room,  brick  fireplace,  modern  equippe; 
kitchen,  hot  water  oil  heat.  A cabin  furnishings.  Many  extras.  Very  low  taxes 
30  min.  to  Hunter  Mountain.  Short  walk  to  the  Esopus  River,  fishing,  tenni 
& a running  track.  $85,000.  Call  eve  (212)  739-6655. 


WEST  ISLIP:  FOR  SALE— DOCTOR’S  OFFICE  and  3-bedroom  home.  Ex 
cellent  location.  Montauk  Highway,  one  block  east  of  Good  Samaritan  Hospital 
Brick  and  aluminum  siding,  central  air-conditioning,  spacious  parking  lot.  Cal 
(516)  499-5745. 


WHITESTONE,  QUEENS,  N.Y.  FOR  RENT.  Lovely,  large  office  formerly 
occupied  by  family  practitioner/internist.  Excellent  neighborhood  needs  re 
placement.  Near  all  conveniences.  Share  with  another  professional;  reasonable 
rent.  Available  .July  1,  1979.  Call  Mon./Wed,  3 p.m.-8  p.m.;  Sat.  9 a.m.-2  p.m  , 
or  leave  message  on  tape  (212)  746-3456. 


Research  Project  in 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.O. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details 


POUGHKEEPSIE,  N.Y.  Physician’s  residence  and  office.  Country  living  on  ; 
city  thoroughfare.  Quiet,  spacious  ground  floor  home  with  office  attached 
Excellent  area  for  practice.  Ample  parking.  Rent  the  residence  and  office,  o 
purchase  the  complex,  including  3 rented  apartments  over  office.  Outstandinj 
appearance,  inside  and  out.  Sound  investment.  Dept.  708,  c/o  NYSJM. 


PUERTO  RICO.  LUQUILLO  BEACH  HOUSE,  3 bedrooms,  for  rent  weekly 
Edward  Pinney,  M.D.,  Box  460,  Gracie  Station,  New  York,  N.Y.  10028.  (212 

233-5314. 


LARCHMONT,  N.Y.  HOME/OFFICE  COMBINATION  for  sale.  Ideal  locatior 
on  corner  in  heart  of  village.  Architect-designed,  redwood/brick,  multi-leve 
contemporary.  Nine  rooms,  2V2  baths;  includes  office  suite  with  separate  en 
trance.  Central  air  conditioning;  two-car  attached  garage.  Asking  $129,500 
(914)  235-6540. 
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NEW  YORK  CITY 


The  New  York  Academy  of  Medicine 

2 East  103  Street,  N.Y. 

April  3,  7:00  p.m.,  Tuesday 

Section  on  Dermatology  and  Syphilology 

PRESENTATION  OF  CASES: 

From  the  Department  of  Dermatology  of: 

a.  Bellevue  Hospital 

b.  Manhattan  Veterans  Administration  Hospital 

c.  New  York  University  Hospital 
CREDIT:  AMA  Cat.  1 (2  hrs.) 

April  4,  8:00  p.m.,  Wednesday 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

AN  UPDATE  ON  DEVELOPMENTS  IN  RECERTIFICATION 
John  F.  Ditunno,  Jr.,  M.D. 

Joachim  L.  Opitz,  M.D. 

Reception:  6:00  p.m. — Subscription  Dinner:  6:45  p.m. 
April  4,  9:00  a.m.,  Wednesday 

Section  on  Urology  with  The  New  York  Section 
of  American  Urological  Association 

THE  UROLOGY  RESIDENTS’  ESSAY  CONTEST 
Gilbert  J.  Wise,  M.D. 

CREDIT:  AMA  Cat.  1 
(Subscription  Lunch — 12  Noon) 

* The  New  York  Hilton 
Avenue  of  the  Americas  & 53rd  Street 
NOTES  OF  A UROLOGY-WATCHER 
Joseph  B.  Dowd,  M.D. 

CREDIT:  AMA  Cat.  1 

Reception:  6:00  p.m. — Dinner:  7:00  p.m. 

April  9,  7:30p.m. 

Section  on  Orthopedic  Surgery  and  Section 
on  Plastic  and  Reconstructive  Surgery  with 
The  New  York  Society  for  Surgery  of  the  Hand 

PITFALLS  IN  THE  MANAGEMENT  OF  COMMON 
DISORDERS  OF  THE  HAND 
George  E.  Omer,  M.D. 

Richard  I.  Burton,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Receptionist:  6:00  p.m. — Subscription  Dinner:  6:30  p.m. 
April  9- 10,  8:30  a.m.,  Monday  and  Tuesday 

Committee  on  Public  Health  with  the 
Subcommittee  on  Public  Health  Aspects  of 
Energy 

HEALTH  ASPECTS  OF  NONIONIZING  RADIATION 
Norman  Simon,  M.D. 

PHYSICAL  ASPECTS  OF  MICROWAVES  IN  RELATION 
TO  MAN  AND  EXPERIMENTAL  ANIMALS 
John  M.  Osepchuk,  Ph  D. 

DOSIMETRY— THE  ABSORPTION  PROPERTIES  OF  MAN 
AND  EXPERIMENTAL  ANIMALS 
OM  P.  Gandhi,  Sc.D.E.E. 

RADIATION  SURVEYS— MEASUREMENT  OF  LEAKAGE 
EMISSIONS  AND  POTENTIAL  EXPOSURE  FIELDS 
David  E.  Janes,  Jr. 

BIO-MEDICAL  EFFECTS  OF  MICROWAVE  RADIATION 
George  M.  Wilkening,  M.S. 

OCULAR  EFFECTS 
Russell  L.  Carpenter,  Ph.D. 

PSYCHOLOGICAL  AND  BEHAVIORAL  EFFECTS 
Don  R.  Justesen,  Ph.D. 


NEUROPHYSIOLOGIC  EFFECTS 
W.  Ross  Adey,  M.D. 

HEMATOLOGIC  AND  IMMUNOLOGIC  EFFECTS 
Ralph  J.  Smialowicz,  Ph.D. 

GENETIC,  GROWTH  AND  REPRODUCTIVE  EFFECTS 
William  M.  Leach,  Ph.D. 

RECAPITULATION:  BIO-MEDICAL  EFFECTS 
Steven  F.  Cleary,  Ph.D. 

CHANGING  TRENDS  IN  MICROWAVE  RESEARCH 
Arthur  W.  Guy,  Ph.D. 

REVIEW  OF  SOVIET/EASTERN  EUROPEAN,  WEST 
EUROPEAN  AND  AMERICAN  RESEARCH  ON  HEALTH 
ASPECTS 

Donald  I.  McRee,  Ph.D. 

Dinner:  6:45  p.m. 

April  10,  9:00  a.m.,  Tuesday 
HUMAN  EPIDEMIOLOGY 
Merril  Eisenbud,  Sc.D. 

EPIDEMIOLOGIC  APPROACH  TO  THE  STUDY  OF 
MICROWAVE  EFFECTS 
Charlotte  Silverman,  M.D. 

EPIDEMIOLOGIC  DATA  ON  U.S.  PERSONNEL  IN 
MOSCOW  EMBASSY 
Herbert  Pollack,  M.D. 

CLINICAL  APPLICATIONS  OF  MICROWAVE  RADIATION 
Herbert  Pollack,  M.D. 

HYPERTHERMY  AND  DIATHERMY 
Joseph  B.  Davis,  M.D. 

CANCER  THERAPY  AND  MICROWAVE  COMBINED 
THERAPY 

Richard  Johnson,  M.B.B.S. 

IMAGING  AND  SOME  OTHER  DIAGNOSTIC 

APPLICATIONS 

James  Frazier,  Ph.D. 

POTENTIAL  INTERFERENCE  WITH  MEDICAL  ELECTRONIC 

DEVICES 

Richard  Reis,  M.D. 

PUBLIC  ISSUES  OF  NON  IONIZING  RADIATION 
PUBLIC  CONCERN  ABOUT  MICROWAVES 
H.  Janet  Healer 

ESTABLISHING  SAFETY  STANDARDS 
John  C.  Villforth,  M.S. 

THE  MICROWAVE  SYNDROME 
Herbert  Pollack,  M.D. 

PUBLIC  EDUCATION  AND  INTEREST  IN 
ENVIRONMENTAL  FACTORS 
Daniel  Greenberg,  Editor 

RESPONSIBILITY  OF  LOCAL  HEALTH  AGENCIES 
Leonard  R.  Solon,  Ph.D. 

COMAR  AND  THE  PUBLIC  INTEREST 
Don  R.  Justesen,  Ph.D. 

AN  OVERVIEW 
Merril  Eisenbud,  Sc.D. 

CREDIT:  AMA  Cat.  1 (15  hrs.) 

For  further  information  contact  Mrs.  Skolnik  in  the  Office  of 
the  Committee  on  Public  Health,  Tel.  (212)  876-8200,  ext. 
203 

April  16,  8:00  p.m.,  Monday 

Section  On  Ophthalmology 

THE  CHARLES  H.  MAY  MEMORIAL  LECTURE 
Charles  A.  Perara,  M.D. 

Philip  Knapp,  M.D. 

REMOVAL  OF  A METALLIC  FOREIGN  BODY  FROM  THE 
OPTIC  NERVE  HEAD  (Movie) 

Keith  M.  Zinn,  M.D. 

SURGICAL  CARE  OF  THE  EYE  IN  7TH  NERVE 
PARALYSIS 

Robert  C.  Della  Rocca,  M.D. 

EXPOSURE  AND  NEUROTROPHIC  KERATITIS 
Jorge  N.  Buxton,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception:  6:00  p.m. — Subscription  Dinner:  7:00  p.m. 
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April  18,  8:00  p.m.,  Wednesday 

Section  On  Geriatric  Medicine  With  The 
Section  On  Psychiatry  And  The  Group  for 
Geriatric  Psychiatry  Of  New  York 

CONTINUITY  OF  SELF  AND  PRINCIPLES  OF 
PSYCHOTHERAPY  IN  THE  AGED 
Stanley  H.  Cath,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception:  6:00  p m. — Subscription  Dinner:  6:45  p.m. 

April  18,  4:00  p.m.,  Wednesday 

Section  on  Otolaryngology  with  the  College 
of  Physicians  of  Philadelphia 

OFFICE  EXPERIENCE  WITH  ELECTRONYSTAGMOGRAPHY 
AS  NEUROLOGIC  DIAGNOSTIC  TOOL 
Harold  Wilt,  M.D.,  Harvey  D.  Silverman,  M D,  Nancy  B. 
Kendrick,  M.A.,  Lorraine  Blanco,  M.A. 

SURGICAL  TREATMENT  OF  FRONTAL  SINUS  DISEASE 
Lola  Rozycki,  M.D. 

PEDIATRIC  INFECTIOUS  CERVICAL  LYMPHADENITIS 
Richard  J.  Lane,  M.D.,  William  M Keane,  M.D.,  William  P. 
Potsic,  M.D. 

C02  LASER  BEAM  SURGERY  OF  THE  LARYNX 
CREDIT:  AMA  Cat.  1 ( 1 V2  hrs.) 

Reception:  5:30  p.m. — Subscription  Dinner:  6:00  p.m. 

April  19,  5:00  p.m.,  Thursday 

THE  FUTURE  ROLE  OF  THE  COMPUTER  IN  CLINICAL 
TRAINING  (AND  THE  MEDICAL  LEGAL  IMPLICATIONS 
THEREOF) 

Jack  D.  Meyers,  M.D. 

April  22,  9:30a.m.,  Sunday 

Section  On  Medicine 

DISORDERS  OF  JOINTS  AND  CONNECTIVE  TISSUE 
DISEASE 

Jacob  L.  Brener,  M.D. 

INTRODUCTION  TO  IMMUNOLOGICAL  MECHANISMS 
Gregory  W.  Siskind,  M.D. 

SYSTEMIC  LUPUS  ERYTHEMATOSUS 
Naomi  Rothfield,  M.D. 

MIXED  CONNECTIVE  TISSUE  DISEASE 
Angelo  Taranta,  M.D. 

SCLERODERMA 
Thomas  G.  Kantor,  M.D. 

(luncheon) 

VASCULITIS 

Michael  D.  Lockshin,  M.D. 

RHEUMATOID  ARTHRITIS 
Israeli  A.  Jaffe,  M.D. 

POLYMYOSITIS  AND  DERMATOMYOSITIS 
Harry  Spiera,  M.D. 

Credit:  AMA  Cat.  1 (5  hrs.) 

April  25,  8:00  p.m.,  Wednesday 

Section  On  Historical  Medicine 

SIR  JONATHAN  HUTCHINSON:  THE  LAST  OF  THE 

POLYMATHS 

Lester  R.  Cahn,  M.D. 

Reception:  6:15  p.m. — Subscription  Dinner:  7:00  p.m. 

SUBSCRIPTION 

Subscriptions  to  WHAT  GOES  ON  are  being  offered  at  less  than 
cost.  The  $3.00  one-year  subscription  rate  guarantees  you  12  issues 
mailed  first  class  in  advance  of  the  New  York  State  Journal  of 
Medicine. 


Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

April  3,  9:00  a. m. -10:00  a.m. 

ALLERGY  & IMMUNOLOGY:  BASIC  SCI.  WITH  CLINICAL 
CORRELATION  AND  NEWER  ASPECTS 


Allan  S.  Josephson,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
April  3,  10:00  a. m.-l  1:00  a.m. 

HYPO  & HYPERNATREMIA 
T/K.  Rao.  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
April  4.  10:00  a m.- 1 1:00  a m. 

BREAST  CANCER 
J.  Lo.  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
April  10,  9:00  a.m.-10:00  a m. 

ALLERGY  & IMMUNOLOGY:  BASIC  SCI.  WITH  CLINICAL 
CORRELATION  AND  NEWER  ASPECTS 
Alan  S.  Josephson,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
April  10,  10:00  a. m.-l  1:00  am. 

ENDOCRINOLOGY 
N.  Kukar,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
April  11,  10:00  a. m.-l  1:00  am. 

LUNG  CANCER 
J.  Lo.  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
April  17,  9:00  a m.- 10:00  a m. 

ALLERGY  & IMMUNOLOGY:  BASIC  SCI.  WITH  CLINICAL 
CORRELATION  AND  NEWER  ASPECTS 
Alan  S.  Josephson 
NO  FEE  CREDIT:  AMA  Cat.  1 
April  17,  10:00  a m - 1 1:00  a.m. 

CHRONIC  INFLAMMATORY  BOWEL  DISEASE 
Y.  Arya,  M.D 

NO  FEE  CREDIT:  AMA  Cat.  1 
April  18,  10:00  a. m.-l  1:00  am. 

GASTRO-INTESTINAL  MALIGNANCY 
J.  Lo,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
April  24,  9:00  a.m.- 10:00  a m. 

ALLERGY  & IMMUNOLOGY:  BASIC  SCI.  WITH  CLINICAL 
CORRELATION  AND  NEWER  ASPECTS 
Alan  S.  Josephson,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
April  24,  10:00  a.m. -11:00  a.m. 

BLOOD  GROUPS  & BLOOD  TRANSFUSIONS  I 
Harvey  Dosik,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
April  25,  10:00  a.m.- 1 1:00  a.m. 

C.P.C. 

S.  Khan,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  V.  J.  Adams,  M.D.,  D-l-M., 

F.C.C.P.  Director  of  Medical  Education,  Wyckoff  Heights 

Hospital,  374  Stockholm  Street,  Brooklyn  11237.  Tel: 

212/963-7587. 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 

Bronx 

April  4-6 

PANCREATIC  & BILIARY  TRACT  CANCER 
J.  Pauporte,  M.D. 

April  25-27 

CASE  DISCUSSIONS 

B.  Kaplan,  M.D.  & Staff 

NO  FEE  CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  office  of  Program  Director, 

Dr.  H.  Volk,  212/430-8001-2;  or  Dr.  S.  Kossak,  212/OL  5- 

8274. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Ave. 

Bronx 
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4:00-5:30  p.m.,  Wednesdays 
April  4 

THE  RAPID  AND  ACCURATE  DIAGNOSIS  OF  ACUTE 
CHOLECYSTITIS  WITH  NUCLEAR  IMAGING 
Leonard  Freeman,  M.D. 

CREDIT:  AMA  Cat  1 (2  hrs.) 

AAFP  2 hrs. 

April  18 

EVALUATION  OF  CARDIAC  STATUS  WITH  NUCLEAR 
IMAGING 

John  Wexler,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

AAFP  2 hrs. 


Page  and  William  Black  Post-Graduate  School  of 
Medicine  of  the  Mount  Sinai  School  of  Medicine 
(CUNY) 

The  Mount  Sinai  Medical  Center 

April  5-6,  9:00  a. m. -5:00  p.m.,  Thursday  and  Friday  April  7, 

9:00  a. m.- 1:00  p.m.,  Saturday  f 

GASTROINTESTINAL  RADIOLOGY 
Richard  H.  Marshak,  M.D. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (18  hrs.) 

$100.  residents 

April  7,  9:00  a. m. -5:00  p.m.,  Saturday 

SEXUAL  DISORDERS  IN  MEDICAL  PRACTICE 
Raul  C.  Schiavi,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

April  18-20,  9:00  a.m. -5  00  p.m.,  Wednesday-Friday 

AN  INTRODUCTION  TO  GASTROINTESTINAL  FIBEROPTIC 

ENDOSCOPY 

Jerome  D.  Waye,  M.D. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

April  27,  9:00  a. m. -5:00  p.m.,  Friday 

THE  DOCTOR-PATIENT  RELATIONSHIP:  ITS  NATURE 

AND  POTENTIAL  FOR  HEALING 

Gerald  N.  Epstein,  M.D.,  and  David  Shainberg,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

April  30,  May  1-3,  9:00  a. m. -5:00  p.m.,  Monday-Friday  May  4, 
9:00  a.m.  to  noon,  Friday 

TEMPORAL  BONE  SURGERY 

FEE:  $600.  CREDIT:  AMA  Cat.  1 (36  hrs.) 


Doctors  Hospital 

170  East  End  Avenue 
April  5,  4:15  p.m.,  Thursday 

ADVANCES  IN  PAIN  CONTROL 
Nelson  Hendler,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Chairman,  Committee  on 
CME,  Doctors  Hospital,  170  East  End  Avenue,  New  York 
10028.  Tel:  212/535-3000. 


College  of  Physicians  of  Surgeons  of  Columbia 
University 

630  West  168th  Street 
April  6-8,  9:00  a.m. -5:00  p.m. 

CURRENT  TRENDS  IN  CHILD  PSYCHIATRY 
David  Shaffer,  M.D.,  Lawrence  L.  Greenhill,  M.D. 

FEE:  $200. 

$100.  residents 

April  19-21,  9:00  a m. -5:00  p.m. 

* Waldorf-Astoria  Hotel 

CUTANEOUS  VULVAR  AND  VAGINAL  DISEASES 
Harold  M.  M.  Tovell,  M.D.,  Alex  W.  Young,  M.D. 

FEE:  $300.  CREDIT:  AAFP  15  hrs. 

$150.  residents  ACOG  25  cognates 
April  23-25,  8:30  a.m. -5:00  p.m. 

DIAGNOSIS  AND  ADVANCES  IN  MEDICAL  PATHOLOGY 


Donald  W.  King,  M.D.,  A.  W.  Branwood,  M.D.,  Fred  Silva, 
M.D. 

FEE:  $250. 

$125.  residents 
April  26-27,  8:30  a.m. -5:00  p.m. 

ADVANCES  IN  CLINICAL  PATHOLOGY 

D.  W.  King,  M.D.,  J.  F.  Nicholson,  M.D.,  T.  A.  Blumenfeld, 

M.D. 

FEE:  $400. 

$200.  residents 


Jewish  Hospital  and  Medical  Center  of 
Brooklyn  with  the  American  Cancer  Society, 
Brooklyn  Unit  and  SUNY  Downstate  Medical 
Center 

555  Porspect  Place 
Brooklyn 

1:00-2:00  p.m.,  Fridays 
CREDIT:  AMA  Cat.  1 & AAFP 
April  6 

AMERICAN  SOCIETY  OF  CLINICAL  ONCOLOGY  MEETING 
April  20 

NEW  DIRECTIONS  IN  CANCER  PREVENTION  & 

TREATMENT 

Daniel  Miller,  M.D. 

April  27 

FACTOR  XI  (PTA  DEFICIENCY) 

Robert  L.  Rosenthal,  M.D. 

For  further  information  contact  Jewish  Hospital  & Medical 
Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn,  11238. 
Tel:  212/240-1211. 


Union  Hospital  of  the  Bronx  cosponsored  by 
Albert  Einstein  College  of  Medicine 

260  East  188th  Street 

Bronx 

April  17 

ECHOCARDIOGRAPHY  AND  NON-INVASIVE 
CARDIOLOGY  II 
William  Frishman,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  please  write  or  phone  Mr.  Daniel  S. 
Fruchter,  Union  Hospital,  260  East  188  Street,  Bronx  10458. 


Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 
April  18,  8:30  p.m. 

CONSCIOUSNESS  AND  PSYCHOANALYTIC  PROCESS 
David  Shainberg,  M.D.,  Edward  M.  Stephens,  M.D., 

Gerald  Epstein,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

For  further  information  contact  Postgraduate  Center  for 
Mental  Health,  124  E.  28th  Street,  New  York  10016.  Tel: 
212/689-7700. 


The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue,  Box  #37 
April  18 

THE  UPDATE  YOUR  MEDICINE  1978-79. 

NO  FEE 

For  further  information  contact  Dr.  Lila  A.  Wallis.  Tel: 
212/737-4444. 


The  New  York  Botanical  Garden  Cosponsored 
by  Albert  Einstein  College  of  Medicine 

Bronx, 


436  New  York  State  Journal  of  Medicine/March  1979 
WGO-4 


POISONOUS  PLANTS  IN  URBAN  AND  SUBURBAN 
ENVIRONMENTS 

Saturday.  April  2 1.  1979  at  2:00  p.m 
Toxic  Plants 

Sunday.  April  22,  9:30  a m 
Clinical  Effects  and  Treatment 
Credit:  AMA  Cat.  1 (12  hrs.) 

AAFP  12  hrs. 

For  full  brochure  and/or  further  information,  please  contact 
Linda  D Rachele,  PhD.,  Associate  Coordinator  of  Continuing 
Education,  The  New  York  Botanical  Garden,  Bronx,  New  York 
10458,  212-220-8740 

The  New  York  Hospital-Cornell  Medical  Center 

525  East  68th  Street 
April  23-26 

ADVANCES  IN  HEMATOLOGY  AND  ONCOLOGY 
CREDIT:  AMA  Cat.  1 (28  hrs  ) 

For  further  information  contact  Ralph  L Nachman,  M.D., 
Professor  of  Medicine,  Chief,  Division  of  Hematology,  The 
New  York  Hospital-Cornell  Medical  Center,  Room  F-544,  525 
East  68th  Street,  New  York  10021. 

Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center 

329  East  62  Street 

April  25.  8:30  p.m.,  Wednesday 

PSYCHODYNAMICS  OF  MIDDLE  AGE  RAGE 
Martin  Symonds,  M.D. 

For  further  information  contact  Association  for  the 
Advancement  of  Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center,  329  East  62  Street,  New 
York  10021. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

* Riklis  Auditorium 
April  29 

A DAY  IN  THE  G.I.  TRACT— AN  UPDATE  FOR  THE 
GENERALIST  AND  SPECIALIST 

For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx  10461.  Tel:  212/430-2822. 


QUEENS  COUNTY 


Booth  Memorial  Medical  Center  Cosponsored 
by  The  New  York  University  Post-Graduate 
Medical  School  and  The  Academy  of  Medicine 
of  Queens  County 

Main  Street  & Booth  Memorial  Avenue  Flushing 
9:15  a.  m.  -10:45  a.  m.,  Thursdays 

PEDIATRICS  PERSPECTIVES  1979— NEPHROLOGY  AND 
FLUID  AND  ELECTROLYTE  MANAGEMENT  FOR  THE 
PEDIATRICIAN 
April  5 

GENITOURINARY  EMERGENCIES 
David  Aronzon,  M.D. 

April  26  and  May  3 

FLUID  AND  ELECTROLYTES— THERAPY  AND  POST-TEST 
Robert  Schacht,  M.D. 

* PROGRAM  STARTED  MARCH  15 

REVIEW  OF  ANATOMY  AND  PHYSIOLOGY 
Robert  Schacht,  M.D. 

March  22 


OFFICE  MANAGEMENT  OF  PROTEINURIA 
Robert  Weiss,  M.D, 

March  29 

MANAGEMENT  OF  URINARY  TRACT  INFECTIONS 
Daniel  Aronzon,  M.D. 

FEE:  $60  CREDIT:  AMA  Cat.  1 (9  hrs.) 

For  further  information  contact  Mrs.  B North,  Continuing 
Medical  Coordinator,  Booth  Memorial  Medical  Center,  Main 
St.  & Booth  Memorial  Avenue,  Flushing  1 1355.  Tel:  212/ 
670-1033. 


Deepdale  General  Hospital 

55-15  Little  Neck  Parkway 
Little  Neck,  N Y. 

RECENT  TRENDS  IN  MEDICINE  FOR  THE  FAMILY 
PHYSICIAN— PART  II 
April  5,  9:00  a m. 

THE  ANEMIC  PATIENT 
Robert  Levy.  M.D. 

April  12.  9:00  a m. 

THE  HEMOLYTIC  ANEMIAS 
Nirmala  Shevde,  M.D. 

April  19.  9:00  a m 

CHEMOTHERAPY  OF  BREAST  CANCER 
Michael  Feinstein,  M.D. 

April  26.  9:00  a m. 

HODGKIN'S  DISEASE  AND  LYMPHOMA— CURRENT 

CONCEPTS 

Myles  Desner,  M.D. 

For  further  information  contact  Ms.  Marilyn  D.  Mclndoo, 
Deepdale  General  Hospital,  Tel:  212/HA8-3000— 516/IV5- 
6265 


Astoria  General  Hospital  in  collaboration  with 
The  Albert  Einstein  College  of  Medicine 

25-10  30th  Avenue 
Long  Island  City 

April  7.  9:00-  10:00  a m.,  Saturdays 

HYPOTHYROIDISM,  DIAGNOSIS  AND  TREATMENT 
Martin  Surks.  M.D. 

April  28 

HYPERTHYROIDISM:  DIFFUSE  TOXIC  GOITER  AND 
ADENOMATOUS  GOITER 
Martin  Surks,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Astoria  General  Hospital, 
25-10  30th  Avenue.  Long  Island  City  1 1 102.  Tel:  212/932- 
1000. 


Queensboro  Lung  Association,  Inc. 

159-29  90th  Avenue 
Jamaica,  New  York 
April  22,  Sunday 

CLINICAL  APPLICATION  OF  RESPIRATORY  CARE  IN 
CHRONIC  LUNG  DISEASE 
FEE:  $25. 

For  further  information  contact  Joyce  Atkinson,  R.N., 
Queensboro  Lung  Assn.,  159-29  90th  Ave.,  Jamaica,  N.Y. 
Tel.  212-JA6-2557 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

* Queens  Hospital  Center 

Jamaica,  New  York 

April  23-27,  9:00  a. m. -5:00  p.m. 

REFRESHER  COURSE  IN  RADIATION  THERAPY  AND 
PHYSICS 

Nejat  Akbiyik,  M.D. 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (35  hrs.) 

For  further  information  contact  Nejat  Akbiyik,  M.D.,  Radiation 
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Therapy  Department,  Queens  Hospital  Center  Affiliation, 
Long  Island  Jewish-Hillside  Medical  Center,  82-68  164th 
Street,  Jamaica  11432.  Tel:  212/990-2442. 


NASSAU  COUNTY 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

* Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 
(1  part  of  36  sessions) 

4:00-5:00  p.m.,  Monday 
April  2 

RADIOGRAPHIC  ASPECTS  OF  DISSECTING  ANEURYSM 
Murray  Baron,  M.D. 

April  9 

PREDICTION  OF  CORONARY  ARTERY  DISEASE  IN 
ASYMPTOMATIC  INDIVIDUAL 
Irwin  Hoffman,  M.D. 

April  16  / 

HYPERTENSION  AS  A PRECURSOR  OF  CORONARY 
HEART  DISEASE  AND  STROKE 
Albert  N.  Brest,  M.D. 

April  23 

POSTEXTRASYSTOLIC  POTENTIATION  AND  SYSTOLIC 
TIME  INTERVALS 
Francis  Raia,  M.D. 

April  30 

TOXICITY  OF  ANTI  ARRHYTHMIC  AGENT 
Melvin  J.  Klein,  M.D. 


Long  Beach  Memorial  Hospital  in  affiliation 
with  The  Page  & William  Black  Post  Graduate 
School  of  Medicine 

P.O.  Box  300 
Long  Beach 

* Long  Beach  Memorial  Hospital 

455  East  Bay  Drive 

Long  Beach 

April  3,  4:00-6:00  p.m. 

USE  AND  ABUSE  OF  PSYCHOTROPIC  DRUGS 
Seymour  Rosenblatt,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Long  Beach  Memorial 
Hospital,  P.O.  Box  300,  Long  Beach  11561.  Tel:  516/432- 
8000,  ext.  363. 


North  Shore  University  Hospital 

300  Community  Drive 

Manhasset 

April  3 

PEDIATRIC  OPHTHALMIC  PEARLS 
Alfred  J.  Cossari,  M.D. 

April  10 

RADIOTHERAPHY  OF  CHOROIDAL  MELANOMAS  WITH 
1125 

Samuel  Packer,  M.D. 

April  17,  8:00  a.m. 

* Eye  Clinic 
2 Levitt 
CLINICAL 
April  24 

EYELID  RECONSTRUCTION 
Perry  Garber,  M.D. 

For  further  information  contact  North  Shore  University 
Hospital,  300  Community  Drive,  Manhasset  11030. 

Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  State  U.  of  NY  (Stony 
Brook) 


Teaching  Center  Auditorium 

Long  Island  Jewish-Hillside  Medical  Center 

April  4,  Wednesday 

PEDIATRIC  NEPHROLOGY— AN  UPDATE  ON  TOPICS  OF 
CURRENT  INTEREST 
Bernard  Gauthier,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Dr.  Philip  Lanzkowsky, 
Chairman  of  Pediatrics,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  New  York  11042.  Tel:  212/470- 
2114. 


Nassau  County  Medical  Center 

2201  Henpstead  Tpk. 

East  Meadow 
April  6 

LITHIUM  IN  PSYCHIATRY— NEW  RESEARCH  FINDINGS 
AND  DIRECTIONS 
Ronald  R.  Fieve,  M.D. 

April  20 

DEVELOPMENT  OF  SEXUAL  IDENTITY 
Richard  Green,  M.D. 

April  27 

THEORY  AND  CLINICAL  APPLICATION  OF 
BIOFEEDBACK  IN  PSYCHIATRY 
Herbert  S.  Anhalt,  M.D. 

For  further  information  contact  Nassau  County  Medical 
Center,  2201  Hempstead  Tpk.,  East  Meadow  11554.  Tel: 
516/542-0123. 


Nassau  Hospital 

259  First  Street 
Mineola 
April  5 

PEDIATRIC  POSTGRADUATE  LECTURE  SERIES 
DISTURBANCES  OF  SLEEP 
Richard  Reuben,  M.D. 


PRIMARY  CARE— Mondays  11:00  a.m. 

April  2 

SECONDARY,  AMENORRHEA 
Ira  Spector,  M.D. 

April  9 

THE  MOST  COMMON  DERMATOSES 
James  Krivo,  M.D. 

April  16 

DRUG  AND  NUTRIENT  INTERACTIONS 
James  Yeh,  Ph.D. 

April  23 

HOW  TO  INTERPRET  RESEARCH  AND  CLINICAL 

FINDINGS 

Andre  Varma,  M.D. 

April  30 

DIAGNOSIS  AND  TREATMENT  OF  DEPRESSION 
Edward  Gould,  M.D. 


CRITICAL  CARE— Tuesdays  11:00a.m. 

April  3 

SERIOUS  TOXICITY  ASSOCIATED  WITH  CHEMOTHERAPY 
Abdul  Mundia,  M.D. 

April  10 

INTRA-AORTIC  BALLOON  PUMPS  AND  COUNTER 

PULSATION 

Fatteh  Shahidi,  M.D. 

April  17 

ACUTE  RENAL  FAILURE 
Neal  Ahlbaum,  M.D. 

April  24 

STATUS  EPILEPTICUS 
Ronakorn  Paruchabutr,  M.D. 
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GRAND  ROUNDS— Wednesdays  10:00  a.m. 

ADVANCES  IN  MEDICINE— Wednesdays  1 1:00  a m. 

April  4 

EVALUATION  AND  TREATMENT  OF  CHRONIC  IRON 
OVERLOAD 

Arthur  W.  Nienhuis,  M.D. 

April  1 1 

CLINICAL  APPLICATIONS  OF  NUCLEAR  CARDIOLOGY 
Gerald  Pohost,  M.D. 

April  18 

DIAGNOSIS  AND  TREATMENT  OF  HYPERKALEMIA 
Burton  D.  Rose.  M.D. 

April  25 

C.N.S.  INFECTIONS  IN  THE  IMMUNOSUPPRESSED  HOST 
Donald  Armstrong,  M.D. 


PROBLEM  SOL  VING— Fridays  1 1:00  a m. 

April  6 

TESTICULAR  TUMORS 
Seymour  Ritter,  M.D. 

April  13 

MANAGEMENT  OF  ANGINA 
Mark  Goodman,  M.D. 

April  20 

THE  NEPHROTIC  SYNDROME 
Louis  Imbriano,  M.D. 

April  27 
DEMENTIA 

Ronakorn  Paruchabutr,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Nassau  Hospital,  259  First 
Street,  Mineola  1 1501.  Tel:  516/663-2382. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

* Teaching  Center  Auditorium 

Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 

April  8.  8:00  a.m.-4:00  p.m. 

HOMOSEXUALITY:  CURRENT  CONCEPTS  AND 
APPROACHES 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Ann  J.  Boehme,  Continuing 
Education  Coordinator,  Office  of  the  Dean  of  the  Clinical 
Campus,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park  11042.  Tel:  212/470-2114. 

Nassau  County  Medical  Center 

2201  Hempstead  Tpk. 

East  Meadow 

April  19,  9:00  a. m. -5:00  p.m. 

LATEST  ADVANCES  IN  LOW  BACK  & SCIATIC 
SYNDROME 

FEE:  $35.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Dr.  Cassvan.  Tel:  516/ 
542-2835. 

January  thru  June,  Thursdays  10:00- 1 1:00  a.m. 

MEDICAL  GRAND  ROUNDS 

UPDATE  OF  ALL  ASPECTS  OF  INTERNAL  MEDICINE 
CREDIT:  AMA  Cat.  1 (24  hrs.) 

For  further  information  contact  Dr.  Westring.  Tel:  516/ 
542-3713. 


SUFFOLK  COUNTY 


SUNY  at  Stony  Brook  cosponsored  by  Nassau 
and  Suffolk  Academies  of  Family  Practice 

* Health  Sciences  Center 
Stony  Brook 
April  1-6 


FIFTH  ANNUAL  FAMILY  MEDICINE  REVIEW  COURSE 
FEE:  $275.  CREDIT:  AMA  PRA  Cat.  1 (40  hrs.) 

AAFP  (40  hrs.) 


Brookhaven  Memorial  Hospital 

101  Brookhaven  Hospital  Road 

Patchogue 

(1  part  of  35  series) 

April  6 

CAT  SCANNING  OF  THE  CENTRAL  NERVOUS  SYSTEM 
Roger  Hyman,  M.D. 

April  20 

THERAPY  OF  SEIZURE  DISORDERS 
Yunyong  Thongcharoen,  M.D. 

April  27 

AN  APPROACH  TO  DEAFNESS 
Ronald  Sullivan.  M.D. 

For  further  information  contact  Brookhaven  Memorial 
Hospital,  101  Brookhaven  Hospital  Road,  Patchogue  1 1772. 
Tel:  516/654-7095. 


South  Nassau  Communities  Hospital 
cosponsored  by  SUNY  at  Stony  Brook 

April  23,  Noon  to  1:00  p.m. 

RADIATION  THERAPY  COMBINED  WITH  SURGERY  AND 
CHEMOTHERAPY  FOR  MALIGNANT  DISEASE 
David  Benninghoff,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  call  Department  of  Surgery  office, 
516/764-2600,  ext.  237. 


BUFFALO 


Roswell  Park  Memorial  Institute  and  American 
Cancer  Society 

NYS  Division,  Inc.  and  Erie  County  Unit 

666  Elm  Street 
Buffalo 
April  5 

ENDOCRINOLOGIC  ASPECTS  OF  CANCER 
Avery  Sandberg,  M.D. 

April  12 

THE  PHYSICIAN  AND  ORAL  CANCER 
Norman  Schaaf,  D.D.S. 

FEE:  $25.  CREDIT:  AMA,  AAFP,  AOA 

For  further  information  contact  Cancer  Control  Office,  RPMI, 

Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo 

14263. 

State  University  of  New  York  at  Buffalo 

Main  Street  Div.,  2211  Main  Street,  Buffalo 
April  26,  8:30  a.m.,  Thursday 

ADVANCES  IN  PERINATAL  TECHNIQUES 
Moderator — Martin  B.  Wingate,  M.D. 

MALPRACTICE  IN  PERINATOLOGY 
Moderator — Adelbert  Fleischmann,  Esq. 

CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Mr.  Charles  Hall,  Director, 
Tel.  (716)831-5527 


Otsego  County 


American  Cancer  Society,  New  York  State 
Div.,  Inc. 

Otsego  County  Unit 
444  Main  Street,  Oneonta 
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April  11,  9:00  a. m. -5:00  p.m. 

CANCER  OF  THE  URINARY  BLADDER— DIAGNOSIS 
AND  TREATMENT 
CREDIT:  AMA  Cat.  1 
FEE:  $15. 

For  further  information  contact  The  American  Cancer 
Society,  Otsego  County  Unit.  Oneonta,  New  York,  Tel.  (607)- 
432-3990 


ROCHESTER 


State  University  of  N.Y.  at  Buffalo,  Syracuse, 
N.Y.S.S.A.,  Districts  V,  VI,  and  VII  cosponsored 
by  The  University  of  Rochester  Medical  Center 

601  Elmwood  Avenue 

Rochester 

April  28 

TRI-CITY  UPSTATE  NEW  YORK  CONTINUING 
EDUCATION  PROGRAM  IN  ANESTHESIOLOGY  (SYROBUF) 
For  further  information  contact  Robert  M.  Lawrence,  M.D., 
The  University  of  Rochester  Medical  Center,  601  Elmwood 
Avenue,  Rochester  14642. 


SYRACUSE 


SUNY — Upstate  Medical  Center 

* Weiskotten  Auditorium 
Basic  Science  Building 
Upstate  Medical  Center 
Syracuse 
April  6-7 

SURGERY:  TOPICS  IN  CLINICAL  MANAGEMENT 
David  Fromm,  M.D. 

FEE:  $65. 

For  further  information  contact  Selma  Abdo,  Program 
Assistant,  Office  of  Graduate  and  Continuing  Education,  State 
University  of  New  York,  Upstate  Medical  Center,  750  East 
Adams  Street,  Syracuse  13210.  Tel:  315/473-4607. 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


The  Rochester  Ophthamological  Society 

April  5 

MANAGEMENT  OF  PATIENTS  WITH  GLAUCOMA  AND 
CATARACTS 
Afternoon  Session 

Dinner  and  Memorial  Lecture  at  Rochester  Academy  of 
Medicine 
April  6 

LECTURERS:  Kenneth  R.  Kenyon,  M.D.,  Sohan  Singh 
Hayreh,  M.D.  and  James  Boynton,  M.D. 

For  further  information  contact  Program  Chairman,  Primitivo 
D.  Roca,  M.D.,  277  Alexander  Street,  Rochester  14607. 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11042 
Telephone  516-488-6100. 


DEADLINE  DA  TES  FOR  WHA  T GOES  ON 

Meeting  Dates 

Deadline  Dates 

July  1979 

May  1,  1979 

August  1979 

June  1,  1979 

ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 

$3  00  one  year 


12  issues  (Published  the 
1 5th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  

Address  

City.  State 

(zip) 
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EMERGENCY  ROOM 

FULTON,  N.Y.,  Oswego  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  Gerard  Steinitz,  Chief  of  Emergency  Dept., 
A.  L.  Lee  Memorial  Hospital,  Fulton,  13069.  Tel:  315/592- 
2224. 

ENT 

POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Street,  Norwood 
13668.  Tel:  315/353-9922. 

FAMILY  PHYSICIAN 

HOLCOMB,  N.Y.,  Ontario  Country  needs  a Family  Physician. 
Contact  Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469. 
Tel:  1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician, 
Internist,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262.  / 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741  or  Dae-Seok  Kim,  M.D.,  9 Forest  Avenue,  Oak- 
field 14125.  Tel:  716/948-5333. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gyn  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue  1 1772.  Tel:  516/654-7095. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pedatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

INTERNISTS 

LITTLE  FALLS,  N.Y.,  Herkimer  Country  needs  an  Internist,  Family 
Physician,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823/1000,  ext.  261  or 
262. 

HANCOCK,  N.Y.,  Delaware  Country  needs  an  Internist  and  General 
Surgeon.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

SODUS,  N.Y.,  Wayne  Country  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue.  Woodside  11377.  Tel: 
212/278-0440. 

GENERAL  SURGEON 

ELMHURST,  N.Y.,  Queens  County  needs  a general  and  vascular 
Surgeon.  Contact  Leon  Bluestone,  M.D.,  86-35  Queens  Blvd., 
Elmhurst,  N.Y.  11373.  Tel:  212/779-3333. 

HANCOCK,  N.Y.,  Delaware  Country  needs  a General  Surgeon  and 
Internist.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

LITTLE  FALLS,  N.Y.,  Herkimer  Country  needs  a General  Surgeon, 
Orthopedic  Surgeon,  Internist  and  Family  Physician.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon. 


Contact  Miss  B.  J.. Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

WEBSTER,  N.Y.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
Contact  Eastside  Medical  Group,  P.C.,  193  W.  Main  Street, 
Webster,  14580. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist. 
Contact  Barry  R.  Buhler,  150  W.  4th  Street,  Oswego  13126.  Tel: 
315/342-2224. 

TROY,  N.Y.,  Rensselaer  County  needs  an  Opthalmologist.  Contact 
Michael  E.  Freshman,  M.D.,  St.  Mary's  Hospital,  Troy,  12180. 

ORTHOPEDIC  SURGEON 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

PATHOLOGIST 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  a Pathologist. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Messena  13662.  Tel:  Call  collect  315/769-9991. 

PEDIATRICIAN 

DANSVILLE,  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita.  M.  Gungon,  M.D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296. 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223. 

SHIRLEY,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact  Ta- 
tiana S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  11967. 
Tel:  516/281-4070. 

SODUS,  N.Y.,  Wayne  County  needs  a Pediatrician,  Internist  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

NEWBURGH,  N.Y.,  Orange  County  needs  a Radiologist.  Contact 
Gerald  J.  Jerry,  M.D.,  Director  Radiology,  St.  Luke's  Hospital, 
Newburgh  12550. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 

WELLSVILLE,  N.Y.,  Alleghany  County  needs  a Radiologist.  Contact 
Robert  Harris,  Adm.,  Jones  Memorial  Hospital,  191  North  Main 
Street,  Wellsville,  N.Y.  14895. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name Date 

Address _ 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth 

Citizenship  Status  Marital  Status 

Medical  School Year  Graduated 

Internship 

Hosp itala 

Residency 

Hospitals 

Specia  lty 

Licensed  in  what  States? 

Applied  for 

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships 

Arc  you  in  practice  at  present? What  type  of  practice  are  you  interested  in? 

Solo Associate Indus  trial Group Institutional 

Other __ 

Dice  you  will  be  available  for  practice Former  locations  in  which  you  have 

practiced 

(Give  daces) 


Dates 


Dates 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician_ 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

t 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associa teship_ _____ 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians' 

of  New  York,  420  Lakeville  Road,  Lake  Success, 


Placement  Bureau,  Medical  Society  of  the  State 
N.Y.  11042.  Telephone:  (516)  488-6100. 


444  New  York  State  Journal  of  Medicine/March  1979 
WGO-12 


Before  prescribing,  please  consult  complete  product  Infor- 
mation. a summary  of  which  follows: 

The  effectiveness  of  Valium  (diazepam)  in  long-term  use.  that  is. 
more  than  4 months,  has  not  been  assessed  by  systematic  clini- 
cal studies  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Tablets  in  children  under  6 months  of  age 
known  hypersensitivity;  acute  narrow  angle  glaucoma,  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy 

Warnings:  As  with  most  CNS-actmg  drugs,  caution  against 
hazardous  occupations  requiring  complete  mental  alertness 
(e  g . operating  machinery,  driving)  Withdrawal  symptoms  (simi- 
lar to  those  with  barbiturates,  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  muscle 
cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
(drug  addicts  or  alcoholics)  under  careful  surveillance  because 
of  predisposition  to  habituation/dependence 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congeni- 
tal malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  pregnancy 
when  instituting  therapy:  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol 
and  other  CNS  depressants 

Not  of  value  in  treatment  of  psychotic  patients:  should  not  be 
employed  in  lieu  of  appropriate  treatment  When  using  oral  form 
ad|unctively  in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may  require  in- 
crease in  dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of  seizures 
injectable  To  reduce  the  possibility  ot  venous  thrombosis, 
phlebitis,  local  irritation,  swelling,  and.  rarely,  vascular  impair- 
ment when  used  I V inject  slowly,  taking  at  least  one  minute  tor 
each  5 mg  (1  ml)  given,  do  not  use  small  veins,  re,  dorsum  of 
hand  or  wrist , use  extreme  care  to  avoid  intra-arterial  administra- 
tion or  extravasation  Do  not  mix  or  dilute  Valium  with  other  solu- 
tions or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to 
administer  Valium  directly  I V,  it  may  be  injected  slowly  through 
the  infusion  tubing  as  close  as  possible  to  the  vein  insertion 
Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited 
pulmonary  reserve  because  of  possibility  of  apnea  and/or  car- 
diac arrest,  concomitant  use  of  barbiturates,  alcohol  or  other 
CNS  depressants  increases  depression  with  increased  risk  of 
apnea  have  resuscitative  facilities  available  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least 
13.  administer  in  small  increments  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  de- 
pression of  vital  signs 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for 
petit  mal  status  or  petit  mal  variant  status 
Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdommal/muscle  cramps,  vomiting,  sweating).  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of 
predisposition  to  habituation/dependence  Not  recommended  for 
OB  use 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less); 
prolonged  CNS  depression  observed.  In  children,  give  slowly  (up 
to  0.25  mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged 
somnolence;  can  be  repeated  after  15  to  30  minutes  If  no  relief 
after  third  administration,  appropriate  adjunctive  therapy  is  rec- 
ommended. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, carefully  consider  individual  pharmacologic  effects — 
particularly  with  known  compounds  which  may  potentiate  action 
of  Valium  (diazepam),  i.e.,  phenothiazines,  narcotics,  barbi- 
turates. MAO  inhibitors  and  antidepressants  Protective  measures 
indicated  in  highly  anxious  patients  with  accompanying  depres- 
sion who  may  have  suicidal  tendencies  Observe  usual  precau- 
tions in  impaired  hepatic  function;  avoid  accumulation  in  patients 
with  compromised  kidney  function  Limit  oral  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or 


oversedation  (initially  2 to  2Vi  mg  once  or  twice  daily,  increasing 
gradually  as  needed  or  tolerated) 

injectable  Although  promptly  controlled,  seizures  may  return; 
readminister  if  necessary,  not  recommended  for  long-term  main- 
tenance therapy  laryngospasm/increased  cough  reflex  are 
possible  during  peroral  endoscopic  procedures,  use  topical 
anesthetic,  have  necessary  countermeasures  available 
Hypotension  or  muscular  weakness  possible,  particularly  when 
used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were 
drowsiness,  fatigue,  ataxia  Infrequently  encountered  were  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  laundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimu- 
lation have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  laundice. 
periodic  blood  counts,  liver  function  tests  advisable  during  long- 
term therapy  Minor  changes  in  EEG  patterns,  usually  low-voltage 
fast  activity,  have  been  observed  in  patients  during  and  after 
Valium  (diazepam)  therapy  and  are  of  no  known  significance 
INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoac- 
tivity,  syncope,  bradycardia,  cardiovascular  collapse,  nystagmus, 
urticaria,  hiccups,  neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respira- 
tion. dyspnea,  hyperventilation,  laryngospasm/pain  in  throat  or 
chest  have  been  reported 

Management  of  Overdosage:  Manifestations  include  somno- 
lence. confusion,  coma,  diminished  reflexes  Monitor  respiration, 
pulse,  blood  pressure,  employ  general  supportive  measures.  I V 
fluids,  adequate  airway  Use  levarterenol  or  metaraminol  for 
hypotension,  caffeine  and  sodium  benzoate  for  CNS-depressive 
effects  Dialysis  is  of  limited  value 

Supplied:  Tablets.  2 mg,  5 mg  and  10  mg,  bottles  of  100  and 
500:  Tel-E-Dose®  (unit  dose)  packages  of  100,  available  in  trays 
of  4 reverse-numbered  boxes  of  25,  and  in  boxes  containing 
10  strips  of  10.  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10  Ampuls,  2 ml.  boxes  of  10;  Vials.  10  ml,  boxes  of  1; 
Tel-E-Ject*  (disposable  syringes),  2 ml,  boxes  of  10  Each  ml 
contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid 
as  buffers,  and  15%  benzyl  alcohol  as  preservative 


v Roche  Laboratories 
ROCHE  > Division  of  Hoftmann-La  Roche  Inc 
' Nutley,  New  Jersey  071 10 


2-MG.  5-MG, 
10-MG  SCORED 
TABLETS 
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Important 

Your  Next  Meeting 


The  173rd  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New 
York  will  be  held  at  The  Sheraton  Centre, 
New  York  on  . . . 

SEPTEMBER  16-20,  1979 


Nominating  Committee 
1979 


Member-at-Large — Carl  Goldmark,  Jr.,  M.D.,  New  York,  Chairman 

First  District — A.  W.  Martin  Marino,  Jr.,  M.D.,  Kings 

Second  District — Samuel  M.  Gelfand,  M.D.,  Nassau 

Third  District — Anthony  P.  Tartaglia,  M.D.,  Albany 

Fourth  District — Daniel  F.  O’Keeffe,  M.D  , Warren 

Fifth  District — Thomas  M.  Flanagan,  M.D.,  Chenango 

Sixth  District- John  F.  Spring,  M.D.,  Broome 

Seventh  District — James  M.  Flanagan,  M.D.,  Wayne 

Eighth  District — Kenneth  H.  Eckhert,  M.D.,  Erie 

Ninth  District — Charles  A.  Bertrand,  M.D.,  Westchester 

Member-at~Large — George  L.  Collins,  Jr.,  M.D.,  Erie 


New  York  State  Journal  of  Medicine 


(ISSN  0028-7628) 


1‘ublished  monthly  ti  ith  the  Minutes  of  the  House  of  Delegates  added  in  March  and  the  Convention  issue  in  July  by  the  Medical  Society  of  the  State  of 
New  York.  Copyright  1979  by  the  Medical  Society  of  the  State  of  New  York  All  material  covered  by  copyright  in  the  Neu  Yorh  State  Journal  o / Medicine 
may  be  photocopied  for  noncommercial  scientific  or  educational  use  only  Special  arrangements  and  permission  are  required  from  the  author(s)  of 
the  particular  article  and  from  the  editor  for  any  other  purpose  Editorial,  Circulation,  and  Advertising  Offices  420  Lakeville  Rd.,  Lake  Success, 
N Y.  10040.  Change  of  Address  Notice  should  state  whether  or  not  change  is  permanent  and  should  include  the  old  address.  Six  weeks  notice  is  required 
to  effect  a change  of  address.  Fifty  cents  per  copy  $3.50  per  year  Foreign  subscriptions:  $3.50  subscription  plus  $1.50  for  mailing.  Second-class  postage 
paid  at  New  Hyde  I ‘ark,  N.  Y,  and  additional  mailing  office  l‘<  ISTMASI'ER  Send  !‘Ol)  form  35  71)  to  New  York  State  Journal  of  Medicine,  420  Lakeville 
Rd..  Lake  Success,  N Y 1 1040 


Contents  MARCH  1979 


VOLUME  79  NUMBER  4 


447  Opening  Proceedings 

447  Memorial  Tributes 

450  Addresses  to  the  House 

463  Bylaws,  House  Committee  on 

472  Reports  of  Officers 

532  Scientific  Activities,  Publications,  and  Miscellaneous 

549  Public  Health  and  Education 

576  Medical  Services 

621  Governmental  Affairs  and  Legal  Matters 

655  Bylaws,  Proposed  Amendments  to 

659  Elections 

663  Closing  Proceedings 

664  Resolutions,  List  of 

666  Index 


March  1979/New  York  State  Journal  of  Medicine 


445 


Officers 


GEORGE  T.  C.  Way,  M.D.,  Dutchess 
Carl  Goldmark,  -Jr.,  M.D.,  New  York 
G.  Rkhmi  Denton,  M.D.,  Albany 
Ralph  M.  Schwartz,  M.D.,  Kings 
Bernard  -J.  Pisani,  M.D.,  New  York 
Victor  J.  Tofany,  M.D.,  Monroe 
Warren  A.  Lapp,  M.D.,  Kings 
John  A.  Finkbeiner,  M.D.,  New  York 
Joseph  F.  Shanaphy,  M.D.,  Richmond 
Richard  D.  Eberle,  M.D.,  Onondaga 


Councilors 

Term  Expires  1979 

Charles  N.  Aswad,  M.D.,  Broome 
Kenneth  H.  Eckhert,  M.D.,  Erie 
Sears  E.  Edwards,  M.D.,  Nassau 
Daniel  F.  O’Keeffe,  M.D.,  Warren 

Term  Expires  1980 
John  H.  Carter,  M.D.,  Albany 
Morton  Kurtz,  M.D.,  Queens 
Allison  B.  Landolt,  M.D.,  Westchester 
Milton  Rosenberg,  M.  D.,  Suffolk 

Term  Expires  1981 

Edgar  P.  Berry,  M.D.,  New  York 

Joseph  Fontanetta,  M.D.,  Kings 

George  Lim,  M.D.,  Oneida 

Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 

Trustees 

David  Kershner,  M.D.,  Kings,  Chairman 
Ar  thur  H.  Dirdrick,  M.D.,  Westchester 
Ralph  S.  Emerson,  M.D.,  Nassau 
John  Edward  Lowry,  MJ).,  Queens 
LYNN  It.  CAPLIN,  M l).,  Monroe 
Paul  M.  DeLuca,  M.D.,  Broome 
George  L.  Collins,  Jr.,  M.D.,  Erie 

'I'he  Council  is  composed  of  the  officers,  the  councilors, 
and  the  chairman  of  the  Board  of  Trustees. 


Medical  Society  of 
the  State  of  New  York 

President 
Past-President 
President-Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 
Speaker 
Vice-Speaker 

Headquarters 

420  Lakeville  Road,  Lake  Success,  New  York  11042 
Tel.  516-488-6100 


Staff 

Henry  I.  Fineberg,  M.D. 

Expcu t iue  Vice-President 

Edward  Siegel,  M.D. 

Deputy  Executive  Vice-President 

Alfred  A.  Angrist,  M.D.,  Director 

Division  of  Scientific  Publications  and  Editor  of 
the  New  York  State  Journal  of  Medicine 
Directing  Librarian 


CiUY  D.  Beai  MONT,  Director 

Division  of  Communications 

J.  Richard  Burns,  J.D.  General  Counsel 

Eugene  S.  Dombrowski,  M.B.A. 

Director  and  Comptroller,  Division  of  Einance 

George  W.  Forrest,  Jr.,  Director 

Division  of  Management  Services 

Max  N.  Howard,  M I).,  Director 

Division  of  Medical  Services 

Bernard  M.  Jackson,  C.L.U.,  Director 

Division  of  Insurance  and  Membership  Benefits 

George  J.  Lawrence,  Jr.,  M I).,  Director 

Division  of  Scientific  Activities 

, Director 

Division  of  Computer  Systems  and  Services 

Martin  J.  Tracey,  J.D.,  Director 

Governmental  Relations 

Pauline  Nodar  Executive  Associate 


446  New  York  State  Journal  of  Medicine/March  1979 


Medical  Society  of  the  State  of  New  York 


House  of  Delegates 


Minutes  of  the  Annual  Meeting* 


October  22  through  26,  1978 

The  172nd  Annual  Meeting  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  Neu  York  teas  con- 
vened at  the  Americana  Hotel,  Seventh  Avenue  and 
52nd  Street,  New  York  City,  on  Sunday,  October  22  at 
2:00  p.m.;  on  Tuesday,  October  24  at  2:00  p.m on 
Wednesday,  October  25  at  9:00  a.m.  and  2:00  p.m.;  and 
on  Thursday,  October  26  at  9:00  a.m.;  Joseph  F.  Shana- 
phy.  M l).,  Speaker;  Richard  l).  Eberle,  M l).,  Vice- 
Speaker:  Bernard  J.  1‘isani,  M l).,  Secretary;  Victor  J. 
Tofany,  M l).,  Assistant-Secretary. 


OPENING  PROCEEDINGS 

INVOCATION  AND  NATIONAL  ANTHEM 

. . . Speaker  Shanaphy  introduced  Rabbi  Benjamin  B. 
Wykansky  of  Staten  Island,  New  York,  who  gave  the  in- 
vocation. This  was  followed  by  the  National  Anthem  sung 
by  Ms.  Kay  Lande  of  Staten  Island,  New  York.  . . 

REPORT  OF  REFERENCE  COMMITTEE  ON 
CREDENTIALS 

. . . William  A.  Schwarz,  M.D.,  chairman  of  the  Com- 
mittee on  Credentials,  reported  that  190  delegates  were 
registered;  Secretary  Pisani  reported  that  a quorum  was 
present.  Speaker  Shanaphy  then  declared  the  172nd 
session  of  the  House  of  Delegates  open  for  the  transaction 
of  business.  . . 

* A verbatim  copy  of  the  proceedings  of  the  House  of  Delegates 
is  on  file  at  the  Headquarters  Office  of  the  Medical  Society  of  the 
State  of  New  York,  420  Lakeville  Road.  Lake  Success.  New  York 
11042. 


MEMORIAL  TRIBUTE 

. . . Speaker  Shanaphy  read  the  names  of  the  deceased 
members  of  the  Society  as  follows: 

Lewis  County:  Louis  A.  Avallone,  county  delegate 

1968,  1969,  1970,  1972,  and  1973. 

Monroe  County:  Joseph  Jacob  Hallett,  section  on 

dermatology  and  syphilology;  delegate  1959. 

Onondaga  County:  Franklin  R.  Webster,  section 
delegate  on  ophthalmology  1955. 

Queens  County:  Sol  Axelrad,  county  delegate  1947 
to  1963  and  1967  to  1977;  vice-president  of  MSSNY  1965 
to  1966. 

Rensselaer  County:  Thomas  F.  D’Aurio,  county  del- 
egate at  special  meeting  May  25, 1975;  president  Rensselaer 
County  Medical  Society  1977  to  1978. 

Suffolk  County:  Anthony  Kohn,  county  delegate  1959 
and  1960. 

Westchester  County:  Harold  Jay  Dunlap,  county 
delegate  1953,  1954,  1956  to  1965. 

. . . The  House  rose  and  stood  for  a moment  of  si- 
lence. . . 
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. . . The  following  memorial  resolutions  were  presented 
to  the  House  by  the  presidents  of  the  respective  county 
medical  societies  and  were  unanimously  adopted  by  the 
House. . . 

Resolution  78-11,  Keith  O.  Guthrie,  Jr.,  M.D. 

Introduced  by  Medical  Society  of  the  County  of  New 

York 

Whereas,  Keith  O.  Guthrie,  Jr.,  M.D.,  died  suddenly 
and  unexpectedly  in  New  York  City  on  March  27, 
1978;  and 

Whereas,  Doctor  Guthrie  is  remembered  by  his  pa- 
tients, friends,  and  colleagues  as  an  internist  of  unusu- 
al ability  who  practiced  his  specialty,  constantly  dem- 
onstrating the  best  of  the  science  and  art  of  the  prac- 
tice of  medicine;  and 

Whereas,  Doctor  Guthrie  servedJris  profession  with 
distinguished  service  in  the  Third  Marine  Division 
during  World  War  II,  and  at  Bellevue,  New  York  and 
Manhattan  Eye  and  Ear  Hospitals  thereafter;  and 
Whereas,  Doctor  Guthrie  was  Clinical  Associate 
Professor  of  Medicine  at  Cornell  University  Medical 
School  and  a director  of  the  New  York  State  Society  of 
Internal  Medicine;  and 

Whereas,  Doctor  Guthrie  further  served  his  profes- 
sion over  many  years  in  many  capacities  in  the  Medical 
Society  of  the  County  of  New  York,  including  Delegate 
to  the  Medical  Society  of  the  State  of  New  York  since 
1961,  President  1973-1974  and  Trustee  1974-1978; 
and 

Whereas,  Doctor  Guthrie  served  the  Medical  Soci- 
ety of  the  State  of  New  York  as  Councilor  since  1972, 
Chairman  of  the  Commission  on  Public  Health  and 
Education  since  1974,  and  as  an  alternate  delegate  to 
the  American  Medical  Association;  and 

Whereas,  Doctor  Guthrie  will  be  remembered  by  his 
friends  and  colleagues  for  his  thoughtful  counsel,  his 
quiet  but  distinguished  demeanor,  and  for  his  delight- 
ful sense  of  humor;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  express  its  sorrow 
at  the  loss  of  this  distinguished  physician,  Keith  O. 
Guthrie,  Jr.,  M.D.;  and  be  it  further 

Resolved,  That  this  resolution  be  spread  upon  the 
minutes  of  the  House  of  Delegates  and  that  a copy  be 
sent  to  his  family. 

Resolution  78-17,  Renato  J.  Azzari,  M.D. 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Renato  J.  Azzari,  M.D.,  passed  away  on 
January  11,  1978,  in  California;  and 

Whereas,  He  was  President  of  the  Bronx  County 
Medical  Society  from  1948  to  1949,  and  President  of 
the  Medical  Society  of  the  State  of  New  York  from 
1955  to  1956,  and  a New  York  State  Delegate  to  the 
American  Medical  Association;  and 

Whereas,  He  served  as  Chairman  of  the  Board  of 
Trustees  of  the  Medical  Society  of  the  State  of  New 
York,  member  of  the  Judicial  Council  of  the  American 
Medical  Association,  and  Chairman  of  the  Building 
Committee  for  the  construction  of  the  new  headquar- 
ters of  the  Medical  Society  of  the  State  of  New  York; 
and 

Whereas,  He  was  an  illustrious  member  of  the 
Bronx  County  Medical  Society  from  1920  to  1978,  a pe- 
riod of  58  years,  serving  on  numerous  committees 


which  received  the  benefit  of  his  advice  and  experi- 
ence; therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  express  its  sorrow 
at  the  passing  of  this  distinguished  physician  and  col- 
league, Renato  J.  Azzari,  M.D.;  and  be  it  further 
Resolved,  That  this  resolution  be  established  as  a 
part  of  the  minutes  of  this  House  of  Delegates,  and 
that  a copy  be  sent  to  his  family. 

INTRODUCTION  OF  NEW  DELEGATES 

. . . Speaker  Shanaphy  introduced  the  following  new 
delegates  who  were  applauded  by  the  House: 

County  Delegates 
Norman  S.  Amer,  Nassau 
Marcos  A.  Charles,  Bronx 
Thomas  E.  Donnelly,  Cayuga 
Edward  A.  Dunlap,  Jr.,  Niagara 
Bernard  Edelstein,  Queens 
William  T.  Ellis,  Chautauqua 
Robert  E.  Fear,  Suffolk 
Paul  I.  Finkelstein,  Kings 
George  F.  Gitlitz,  Broome 
Betty  L.  Voelker  Hughes,  Warren 
Basil  Hyman,  Richmond 
Philip  M.  Iorio,  Tompkins 
Milton  W.  Kogan,  Oswego 
James  J.  Kropelin,  Niagara 
Kenneth  F.  Kruger,  Queens 
Nicetas  H.  Kuo,  Queens 
David  R.  Levine,  Kings 
Jack  Manpel,  Orange 
Verre  M.  Marshall,  Ontario 
Albert  A.  Mazzeo,  Orange 
R.  Edward  Miner,  Cortland 
James  E.  C.  Norris,  New  York 
Michael  Sierp,  Westchester 
Edward  F.  Steele,  Chemung 
Robert  E.  Steinkraus,  Monroe 
W.  Brewster  Wolfe,  Orange 
District  Delegates 

David  L.  Koch,  Seneca 
Section  Delegates 

Abraham  T.  K.  Cockett,  Monroe 
Gordon  A.  Eadie,  Cayuga 
Henry  W.  Kaessler,  Westchester 
Robert  M.  Kohn,  Erie 
Theodore  C.  Max,  Oneida 
Frank  J.  Piper,  Onondaga 
Stuart  H.  Q.  Quan,  New  York 
Charles  R.  Salamone,  Monroe 
Howard  G.  Thistle,  New  York 
Medical  School  Delegates 
David  A.  Dreiling,  New  York 
Jane  S.  Lane,  Suffolk 
Henry  W.  Schoeneck,  Jr.,  Onondaga 
Thomas  Franklin  Williams,  Monroe 

APPROVAL  OF  MINUTES  OF  1977  MEETING 

. . . The  minutes  of  the  October,  1977  session  were  ap- 
proved as  published  in  the  February,  1978  issue  (Volume 
78,  Number  3)  of  the  New  York  State  Journal  of  Medi- 
cine. 
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R EFEHENC  "E  ( OMM  ITT  EES 


James  R.  Nunn,  Erie,  Chairman 
Arnold  M.  Behrer,  Jr.,  Nassau 
Elizabeth  A.  Goessel,  New  York 
Melvin  Shuter,  Suffolk 
Wayne  C.  Templer,  Steuben 


Credentials 

William  A.  Schwarz,  Richmond,  Chairman 
George  W.  Fugitt,  Erie 
A.  W.  Martin  Marino,  Jr.,  Kings 
Albert  A.  Mazzeo,  Orange 

Reports  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Ex  ecu  t ive  Vice-Presiden  t 
hoard  of  Trustees 
Budget  and  Finance 
Search  Committee 
New  York  Delegation  to  AM  A 

Patricia  G.  Squillace,  Nassau,  Chairman 
* Douglas  Murphy-Chutorian 
William  F.  Mitty,  Jr.,  New  York 
John  T.  Prior,  Onondaga 
John  D.  States.  Monroe 

Scientific  Activities,  Publications  and  Miscellaneous 

Awards  and  Prize  Essays 

Communications 

Convention 

District  Branches 

General  Insurance 

Library 

Membership 

Medical  School  Relationships,  Subcommittee  of  the  Mem- 
bership Committee 
Membership  Benefits 

New  York  State  Society,  American  Medical  Assistants,  Ad- 
visory to 
Publications 

Research  and  Development 

Ad  Hoc  Committee  to  Study  Convention  Sites 

Clarke  T.  Case,  Oneida.  Chairman 

John  L.  Clowe,  Schenectady 

Richard  B.  Nolan,  New'  York 

Seymour  R.  Stall,  Dutchess 

Boris  A.  Vanadzin,  Rockland 

Public  Health  and  Education 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 

Continuing  Medical  Education 
Drug  Abuse 

Emergency  Health  Services 

Environmental  Quality 

Forensic  Medicine 

Home  Health  Care 

Information  Technology  in  Medicine 

Maternal  and  Child  Health 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Services 

School  Health 

Thanatology 


* Medical  Student  Delegate 


Medical  Services 
Health  Manpower 
Health  Systems  Agencies 
Hospital  and  Professional  Relations 
Interspecialty 
Medical  Care  Insurance 
Negotiating 
PSRO 

Soci  oecon  omics 

Workmen's  Compensation  and  Occupational  Health 
Ad  Hoc  Committee  on  Cost  Containment 
Ad  Hoc  Committee  to  Meet  With  HANYS  Re  Staff  Ap- 
pointments For  Physician  Members  of  Hospitals  in  Hos- 
pital Services  That  Are  Discontinued 
George  W.  Melcher,  Jr.,  New  York,  Chairman 
Leonard  L.  Heimoff,  Bronx 
Morton  M.  Kurtz,  Queens 
Robert  A.  Mayers,  Westchester 
David  B.  McDowell,  Clinton 


Governmental  Affairs  and  Legal  Matters 

Commission  on  Governmental  Affairs 
Constitutions  and  Bylaws  ( Council  Committee) 

Ethics 

Federal  Legislation 
State  Legislation 
Judicial  Council 

New  York  State  Association  of  the  Professions 
Professional  Medical  Liability  Insurance  and  Defense 
Board 

Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board 
Ad  Hoc,  to  Review  Legislative  Activities 
Ad  Hoc,  to  Review  Legal  Activities 
William  P.  Clark,  Westchester,  Chairman 
John  P.  Albanese,  Bronx 
Robert  M.  George,  Oneida 
Donald  S.  Raines.  Monroe 
Meyer  Texon,  New  York 


Tellers 

Norman  S.  Blackman.  Kings,  Chairman 
Fred  C.  Dalton,  Nassau 
Joseph  Theobald  Doyle,  Albany 
Joseph  R.  Fontanetta.  Kings 
William  C.  Stein,  Niagara 

Sergeant  at  Arms 

Irwin  J.  Cohen,  New  York,  Chairman 
Armand  J.  D’Errico,  Fulton 
Bernard  J.  Hartnett,  Cayuga 
Robert  J.  O’Connor,  Richmond 
Richard  L.  Petrillo,  Mount  Vernon 

REFERRAL  OF  REPORTS,  SUPPLEMENTARY 
REPORTS,  AND  RESOLUTIONS 

...  On  motion  of  Secretary  Pisani,  the  reports  and  sup- 
plementary reports  of  officers,  trustees,  commissions, 
committees,  and  district  branches,  both  published  and 
distributed,  and  resolutions  as  distributed  were  referred 
to  the  appropriate  reference  comittttees  without  read- 
ing. 
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ADDRESSES  TO  THE  HOUSE 


CHAIRMAN  OF  THE  BOARD  OF  TRUSTEES 
OF  THE  AMERICAN  MEDICAL 
ASSOCIATION* 

. . . Speaker  Shanaphy  introduced  Robert  B.  Hunter, 
M.D.,  Chairman  of  the  Board  of  Trustees  of  the  AM  A,  who 
addressed  the  House  as  follows: 

One  of  the  pleasures  of  visiting  societies  and  federated 
organizations  around  this  country  is  the  opportunity  to  see 
old  friends,  to  make  new  acquaintances  and  to  realize  that 
the  family  of  medicine  indeed  stretches  from  coast  to  coast 
and  border  to  border,  and  that  men  of  goodwill  exist,  and 
will  continue  to  exist  in  that  broad  territory. 

I am  in  New  York  City,  and  perhaps  I should  talk  about 
New  York  City.  But,  I would  like  to  make  reference  to 
another  city  for  the  moment.  I would  like  to  talk  about 
phoenix,  not 'Phoenix  of  Arizona,  but  the  phoenix  that  rose 
from  the  ashes,  or  if  I am  to  talk  about  the  American 
Medical  Association,  I would  like  to  talk  of  it  as  an  orga- 
nization that  has  risen  from  the  ashes — an  organization 
that  was  faced  with  great  dilemmas  and  serious  decisions 
as  recently  as  four  years  ago.  Some  of  you  were  there  just 
four  years  ago  at  the  Clinical  Meeting  in  Portland.  You 
will  remember  that,  in  order  to  stay  alive,  your  organization 
was  borrowing  a million  dollars  a month,  that  it  was  a pe- 
riod of  severe  financial  crunch  in  all  respects.  This  was 
accompanied  by  the  retirement  of  one  and  the  appoint- 
ment of  another  new  chief  executive  officer.  Well,  what 
is  new  four  years  later?  Four  years  later  we  have  accom- 
plished what  we  were  determined  to  do  at  that  time. 
Thanks  again  to  men  of  good  will  that  contributed  some 
nine  million  dollars  in  response  to  a special  assessment. 
Thanks  to  the  membership  that  fell  off  a bit,  but  has  come 
back  this  year  and  accepted  a dues  increase  to  two  hundred 
and  fifty  dollars  a year,  we  have  attained  what  we  set  out 
to  do.  We  have  sixty  percent  of  our  budget  in  reserve,  and 
we  are  not  going  to  extend  those  reserves  on  current 
projects.  Our  annual  budget  is  in  excess  of  sixty  million 
dollars  a year.  We  have  approximately  nine  hundred  and 
fifty  employees  in  the  American  Medical  Association. 
However,  this  represents  a pruned  down,  more  effective, 
and  more  efficient  staff,  working  in  your  behalf,  than  ex- 
isted prior  to  this  time  of  financial  crunch.  If  these  figures 
seem  large  to  you,  consider  that  the  health  care  industry 
in  this  country  is  the  second  largest  industry  in  the  country, 
exceeded  only  by  agriculture,  in  the  number  of  people  that 
it  involves  and  the  number  of  dollars  that  are  expended. 
As  1 mentioned,  we  have  a new  executive  staff  and  a new 
staff  working  in  a different  manner,  that  stretches  in  all  the 
echelons  of  employment  helow  him.  We  have  a new 
council  structure  within  the  American  Medical  Associa- 
tion only  nine  permanent  councils  now — we  used  to  have 
dozens  of  councils  and  committees  that  seemed  to  be  there 
in  perpetuity.  We  have  a new  leadership  of  the  organiza- 
tion that  is  reflected  in  the  general  officers,  in  the  Board 
of  Trustees,  and,  yes,  in  the  House  of  Delegates,  where  forty 
new  faces  are  seen  each  year,  in  a membership  of  about  two 
hundred  and  fifty  to  sixty.  With  the  result  of  these 
changes,  what  is  doing?  In  the  area  of  scientific  activi- 
ties— and  I would  remind  you  that  sixty-three  cents  out  of 


* l)r.  Hunter  addressed  the  House  at  the  Sunday  afternoon 
session. 


every  dollar  that  we  spend  is  spent  in  the  area  of  scientific 
activities — we  are  doing  well.  We  have  assumed,  and  will 
continue  to  pursue  a leadership  role,  in  undergraduate, 
graduate,  and  continuing  medical  education.  We  feel  that 
we  are  the  only  national  organization  that  can  do  this. 
And,  I think  you  will  find  that  role  will  continue  to  ex- 
pand. 

In  the  world  of  medical  publishing,  we  are  the  largest 
publishers  of  scientific  literature  in  the  world.  The  flag- 
ship of  this  program  is  the  Journal  of  the  American  Medical 
Association.  I hope  that  you  see  it,  read  it,  observe  it,  and 
have  noted  the  changes  and  the  improvement  in  quality 
over  the  past  four  years.  It  is  being  printed  in  three  lan- 
guages now,  including  Spanish  and  Portuguese;  and,  as  a 
result  of  some  of  our  negotiations,  it  may  very  shortly  be 
printed  in  Japanese  and  be  made  available  to  the  Austra- 
lians who  require  no  language  change.  Specialty  Journals 
and  AMA  News  are  your  option,  as  a member  of  the 
American  Medical  Association.  Any  doctor  in  this  country 
who  complains  that  he  doesn’t  know  what  is  going  on  at  the 
top  levels  of  the  AMA  has  not  bothered  to  look  at  that 
week’s  issue  of  AMA  News.  Everything  that  is  going  on 
is  succinctly  printed  and  summarized  for  your  benefit. 
The  second  largest  medical  library  in  the  world  and  in  the 
country  is  at  your  disposal,  responding  to  some  forty-eight 
thousand  individual  requests  each  year. 

In  nonscientific  affairs  we  continue  to  be  very  active,  as 
we  must,  in  the  legislative  effort,  submitting  testimony  on 
over  a hundred  and  fifty  bills,  in  the  most  recent  session 
of  Congress.  Maintaining  a Washington  office,  working 
on  your  behalf,  seems  to  be  a dread  naught  when  looked  at 
in  terms  of  its  successes,  but  is  really  only  a row-boat,  with 
but  twenty-two  people  hired  in  that  office — six  lobbyists, 
and  expending  in  the  nature  of  one  percent  of  our  annual 
budget.  Their  function  is  extremely  effective,  and  it  must 
be  because  of  their  success  and  the  success  of  the  organi- 
zation, that  makes  us  the  chief  target  of  our  adversaries  and 
of  splinter  groups  within  the  profession.  Their  function 
is  also  educational,  because  it  is  a prime  source  of  infor- 
mation to  our  friends  and  our  associates. 

In  the  field  of  medical  practice,  we  expend  over  two 
million  dollars  a year,  providing  information  to  the  public 
and  nonscientific  information  to  the  members  of  the  pro- 
fession. We  run  repeated  courses  on  practice  management 
primarily  for  the  benefit  of  new  physicians,  but  available 
to  all  physicians.  Just  yesterday  I heard  from  one  of  the 
delegates  of  the  AMA  who  felt  that  these  courses  were  so 
good  that  he  had  just  completed  his  third  attendance. 

We  are  carrying  on  continuing  seminars  in  the  field  of 
negotiations  and  they,  too,  are  available  and  should  become 
almost  a must  for  your  leaders  in  medicine. 

We  have  the  same  problems  with  membership  that  Dr. 
Goldmark  referred  to.  We  decry  the  fact  that  the  only 
organization  that  can  represent  all  doctors  in  all  elements 
of  the  profession  has  about  fifty  percent  of  those  doctors 
as  full  dues  paying  members.  The  story  in  New  York  is 
worse  even  than  it  is  around  the  country.  You  are  down 
to  seven  delegates  in  the  House  of  Delegates.  You  are  not 
having  adequate  and  appropriate  national  representation. 

1 suggest  to  you  that  membership  must  be  one  of  your 
greatest  and  strongest  pursuits  in  order  to  increase  those 
numbers,  because  only  then  do  you  get  the  representation 
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that  you  deserve.  A fellow  who  doesn't  join  and  says:  “I 
am  working  hard  and  1 am  doing  a good  job,  just  leave  me 
alone,  that  is  two  hundred  and  fifty  dollars  that  I don’t 
need  to  spend."  But,  so  might  the  herdsman  say  in  Africa: 
“I  am  working  hard  and  1 am  doing  a good  job,  go  away  and 
leave  me  alone.”  You  and  I know  that  unless  he  brings 
himself  into  the  community  at  night,  and  unless  he  takes 
protection  from  the  total  membership,  the  lions  will  have 
him  for  breakfast.  Gentlemen  and  ladies,  the  lions  are  out 
there.  One  of  the  proudest  achievements  that  we  have  had 
in  the  field  of  membership  is  the  over  twenty-five  thousand 
new  members  that  we  have,  medical  students,  and  the 
house  staff  officers.  This  is  a wonderful  addition  to  our 
membership,  and  they  will  he  full  and  active  members  in 
the  future.  We  currently  are  encountering  and  trying  to 
address  the  problem  of  some  sixty-eight  thousand  physi- 
cians in  this  country  who,  by  and  large,  have  not  been  in- 
vited into  the  family  and  the  community  of  medicine.  I 
refer  to  the  foreign  medical  graduates  who  are  in  practice 
in  the  United  States.  We  have  an  ad  hoc  committee  that 
has  had  two  or  three  meetings  thus  far.  Dr.  Lanjewar,  one 
of  your  own  members,  sits  on  that  committee,  and  very 
soon  they  will  have  action  proposals  for  us,  and  I hope  that 
we  can  be  responsive  to  them.  I hope  that  you  are  aware 
of  the  fact  that  the  specialty  societies  of  this  country  now 
have  direct  organizational  representation  in  the  House  of 
Delegates  of  the  AMA,  not  as  individuals,  but  as  organi- 
zations. We  hope  and  feel  that  this,  too,  will  pull  the 
family  together. 

Now,  I could  address  some  specifics — specifics  of  na- 
tional health  insurance.  1 think  you  are  well  aware  that 
the  American  Medical  Association  has,  to  this  point,  pre- 
sented a piece  of  legislation  to  Congress  that  we  feel  fulfills 
the  characteristics  of  an  ideal  piece  of  legislation.  It  is 
comprehensive — no  part  of  the  medical  practice  is  left  out. 
Federal  funds  are  directed  to  the  poor  and  the  near  poor. 
It  involves  the  private  insurance  industry.  Administration 
of  the  program  is  outside  of  government.  It  is  a bill  that 
proposes  the  least  cost  in  new  Federal  dollars  of  any  of  the 
proposals  before  Congress.  In  all  likelihood,  dependent 
upon  what  the  House  of  Delegates  decides  in  a few  weeks, 
we  will  take  that  same  posture  before  a new  Congress.  As 
you  know,  the  administration  has  delivered  its  guidelines. 
And,  as  you  also  know.  Senator  Kennedy  has  come  out  with 
a slightly  modified  proposal,  and  has  started  a national 
road  show  to  build  up  public  support  for  his  program. 

In  the  field  of  cost  containment,  which  is  a social  issue 
and  a professional  issue,  we  look  at  the  report  of  the 
Commission  on  the  Cost  of  Medical  Care  as  a long-term 
remedy.  It  has  two  basic  principals — restoration,  revi- 
talization of  the  marketplace  concept  and  greater  and 
better  cost  effectiveness  in  the  expenditure  of  the  health 
care  dollar.  On  a short-term  basis,  we  have  involved  our- 
selves with  the  hospitals,  both  the  American  Hospital  As- 
sociation and  the  Federation  of  American  Hospitals  in  the 
voluntary  effort.  It  has  been  remarkably  successful,  to  this 
point  in  time.  We  only  hope  that  we  can  duplicate  that 
success.  But,  let  me  remind  you  of  the  part  that  the  phy- 
sicians of  this  country  must  play  in  cost  containment,  not 
just  in  your  own  offices,  and  not  just  in  your  specific 
charges,  but  in  the  appropriate  utilization  of  health  care 
facilities,  and  in  the  appropriate  utilization  of  diagnostic 
procedures,  and,  yes,  gentlemen,  the  appropriate  utilization 
of  therapeutic  procedures — many  of  them  need  not  just  a 
second  opinion,  but  a second  thought,  as  to  whether  or  not 


there  is  a cost  effectiveness  and  an  appropriate  cost  benefit 
that  will  be  achieved. 

In  the  world  of  medical  liability,  your  story  is  very  close 
to  the  national  story-  to  an  extent  leveling  off,  hut  always 
a threat.  Please  remember  that  the  threat  of  increased 
liability  runs  in  four  year  cycles,  and  we  are  now  halfway 
through  the  current  four  year  cycle.  Mention  was  made 
of  PSRO  reduced  funding  in  the  halls  of  Congress,  in- 
creased emphasis  from  congressional  committees  that 
PSROs  should  be  cost  saving  mechanisms,  and  therein  they 
spell  its  demise  in  my  opinion,  because  doctors  are  neces- 
sary to  implement  the  program,  and  doctors  twenty-one 
thousand  of  them  around  this  country,  are  not  interested, 
if  the  only  effect  of  the  PSRO  organization  is  not  to 
maintain  quality  of  care,  but  to  reduce  the  cost  of  care. 

I must  make  mention  of  a current  dilemma  and  problem 
that  your  organization  faces  really,  that  all  of  us  face.  As 
you  know,  there  is  litigation  going  on  in  the  State  of 
Pennsylvania,  in  the  State  of  New  .Jersey,  and  in  Chicago, 
between  chiropractic  organizations,  individual  chiropractic- 
practitioners  and  the  organizations  of  medicine.  In 
Pennsylvania  we  were  offered  a settlement  in  which  your 
organization  agret’d  to  two  things.  It  agreed  that  chiro- 
practors should  be  acknowledged  as  limited  licensed 
practitioners,  because  this  is  the  terminology  of  the  statute 
and  the  practice  act  as  it  is  created  by  the  legislature  of  the 
State  of  Pennsylvania.  We  also  agreed  that  it  would  be  the 
individual  option  and  the  individual  choice  of  medical 
practitioners — be  it  radiologists,  orthopod,  clinical  pa- 
thologist or  whatever  -as  to  whether  or  not  he  wanted  to 
accept  a referral  and  render  a consultation  to  a chiro- 
practor. The  American  College  of  Surgeons,  the  American 
College  of  Physicians,  the  Academy  of  Orthopedics  and  the 
College  of  Radiology  have  chosen  to  differ  with  us.  They 
have  entered  into  the  suit.  Whether  the  judge  will  allow 
them  to  have  standing  in  the  suit  or  not,  we  don’t  know. 
There  is  no  way  we  can  go  backwards.  The  settlement  has 
been  signed.  The  settlement  is  in  the  hands  of  the  judge, 
and  the  judge  is  expected  to  make  his  ruling  momentarily. 

I hope  that  his  ruling  will  moot  many  of  the  differences 
between  us,  and  that  we  can  go  forward  with  a commonality 
of  endeavor  and  a commonality  of  interest.  Civil  wars  are 
horrible  wars.  Wars  between  brothers  are  the  bloodiest 
of  them  all.  We  don’t  want  to  get  involved  in  a war  w-ith 
our  brothers,  or  in  a civil  w-ar.  Communication  between 
the  American  Medical  Association  and  its  membership, 
and  for  that  matter,  all  doctors  in  the  country,  is  one  of  our 
most  difficult  problems,  for  when  we  speak,  they  must 
listen;  and  when  they  speak,  w-e  must  listen.  Both  are  of- 
tentimes outstanding  in  their  failure  to  do  this.  I know  of 
no  other  organization  that  can  speak  for  all  segments  of  our 
profession,  all  of  the  specialties,  all  of  the  disciplines,  all 
of  the  age  groups,  and,  indeed,  for  all  of  our  patients. 
Remember  your  dues  dollar  preserves  the  quality  of  med- 
ical education  at  every  level  in  this  country.  It  maintains 
the  quality  of  specialty  practice  through  the  residency  re- 
view committees  that  review  every  training  program  in  the 
country.  It  allows  our  profession  to  maintain  quality,  and 
at  the  same  time  be  self-governing,  thus  far.  To  preserve 
that  structure  I call  on  you  fo  provide  the  dedication  and 
the  determination,  and  indeed  the  participation  that  will 
let  it  continue  to  prosper  and  succeed.  Thank  you  very 
much. 

. . . The  House  rose  and  applauded  as  Dr.  Hunter  left  the 
podium.  . . 
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PRESIDENT-ELECT* 

. . . Speaker  Shanaphy  recognized  George  T.  C.  Way, 
M.D.,  President-Elect,  who  addressed  the  House  as  fol- 
lows: 

Mr.  Speaker,  members  of  the  House,  my  dear  friends  and 
family.  Today  I stand  before  you  encompassed  by  a tur- 
moil of  mixed  emotions. 

First  of  all,  I am  vacillating  between  the  pleasure  of 
enjoying  the  honor  which  you  have  bestowed  upon  me  and 
the  awesome  responsibility  which  this  office  conveys. 

In  addition,  I am  feeling  greatly  concerned  and  some- 
what overwhelmed  by  the  onerous  pressures,  accusations, 
and  obvious  campaigns  against  organized  medicine. 

I also  feel  an  increasing  concern  about  this  great  country 
of  ours  and  the  direction  in  which  it  seems  to  be  drift- 
ing— and  I use  this  latter  verb  in  its  strictest  and  most  li- 
teral sense — for  more  and  more,  change  in  the  United 
States  seems  to  be  without  the  great  purpose  which  con- 
tributed so  much  to  this  country’s  founding  and  earliest 
years. 

And  within  myself — and  God  knows  that  I am  a peace- 
loving  man — I find  a growing  sense  of  militancy  and  a de- 
sire for  aggressive  action. 

To  understand  why  medicine  is  where  it  is  and  as  to  why 
we  are  subject  to  these  many  pressures,  one  must  under- 
stand what  is  going  on  in  America,  for  we  physicians  are 
deeply  immersed  in  this  caldron  of  confusion. 

America,  the  land  of  the  free — created  and  repeatedly 
defended  by  the  brave;  conceived  and  built  by  free  and 
independent  men  and  women;  a country  where  the  indi- 
vidual was  all-important  and  government  was  there  to 
serve  him;  this  was  the  America  that  made  people  around 
the  world  dream  and  aspire  to  become  a part  thereof. 
Some  died  in  an  effort  to  get  here;  many  made  it.  It  was 
a land  of  unlimited  resources  and  of  unlimited  potential. 

The  shoemaker’s  son,  who  was  destined  back  home  to 
become  a shoemaker  because  all  other  avenues  were  closed 
to  him,  could  come  to  America  and  become  almost  any- 
thing if  two  conditions  were  met;  firstly,  he  had  to  have 
adequate  “smarts”  which  to  me  is  a God-given  attribute; 
and  secondly,  he  had  to  get  off  his  “duff”  and  perform. 
The  sky  was  really  the  limit. 

In  addition,  this  country  was  huge  and  its  resources  be- 
yond belief.  Its  potential  could  only  be  realized  by  a 
dreamer,  for  only  such  an  individual  had  the  insight  and 
wisdom  to  sit  down  and  write  a Constitution  such  as 
ours  - one  that  created  a system  of  checks  and  balances; 
that  separated  state  and  church  so  that  national  conscience 
and  morality  would  not  he  subject  to  governmental  law  and 
regulation;  and  most  importantly,  a country  where  indi- 
vidual rights  and  personal  freedom  were  paramount. 

Within  this  framework  of  idealism  and  liberty,  a nation 
grew  and  prospered  with  rapidity  and  success  such  as  the 
world  had  never  seen  before  and  quite  likely  will  never  see 
again.  And  yet,  we  find  that  many  and  most  of  the  prin- 
ciples that  made  this  country  great  are  being  repudiated 
by  government  in  an  aura  of  economic  and  political  policies 
that  threaten  the  individual  liberties  of  every  citizen  and 
the  collective  growth  of  our  nation. 

Arthur  Krock,  who  for  many  years  was  the  chief  of  the 
Washington  Bureau  of  the  NEW  YORK  TIMES  wrote, 
“The  United  States  merits  the  dubious  distinction  of 

* Hr.  Way  addressed  the  House  on  Thursday  morning  during 
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having  discarded  its  past  and  its  meaning  in  one  of  the 
briefest  spans  of  modern  history.” 

It  should  not  come  as  a surprise  or  as  sudden  news  to  any 
of  us  that  there  is  a loosely  cohesive  corps  of  intelligentsia 
that  dwells  in  ivied  halls,  government  office  buildings, 
bureaus  and  agencies;  that  lives  and  operates  with  the 
philosophy  that  a socialistic  and  egalitarian  government 
is  best  for  the  United  States.  This  is  the  hidden  power  in 
government  that  must  never  be  subject  to  the  test  of  the 
electoral  process,  while  functioning  to  a large  extent 
without  firm  control  from  those  whom  we  choose  as  our 
leaders.  We  are  seeing  an  example  of  the  power  of  this 
hidden  group  with  President  Carter  today. 

Mr.  Carter  has  been  a most  ineffective  President.  Much 
of  his  inability  to  perform  has  been  that  some  of  his  ideas 
have  been  totally  unacceptable  to  this  hidden  power  in 
government.  Most  outstanding  were  his  plans  for  reor- 
ganization of  the  administrative  branch  of  the  Federal 
Government  and  the  elimination  of  the  many  abuses  in  the 
Civil  Service  System.  These  were  not  wanted,  and  the 
President  with  all  the  prestige  of  his  office  could  not  effect 
these  changes. 

Milton  Friedman,  perhaps  the  most  outstanding  econ- 
omist in  America  today,  now  retired,  a Nobel  Laureate, 
currently  a not  too  quiet  citizen  of  Vermont  and  California, 
and  yet  a new  and  recent  consultant  to  the  President,  and 
a very  knowledgeable  columnist  at  Newsweek  Magazine, 
has  eloquently  voiced  the  problem. 

“The  view  that  if  there  is  a problem,  if  there  is  some- 
thing wrong,  the  way  to  deal  with  it  is  to  pass  a law,  set 
up  a governmental  agency  (staffed  of  course  by  the  in- 
tellectuals urging  this  solution)  and  use  the  police 
power  of  the  state  to  correct  it,  is  a superficially  ap- 
pealing view. 

“On  the  other  hand,  the  view  that  the  government  is 
the  problem,  not  the  cure,  and  that  the  invisible  hand 
of  private  cooperation  through  the  market  is  far  more 
effective  than  the  visible  hand  of  government,  is  a so- 
phisticated, subtle  view  that  is  far  harder  to  get 
across.” 

So  we  find  ourselves  today  in  the  circumstance  where 
forty  percent  of  the  total  national  income  is  spent  to  run 
all  forms  of  government  and  t wenty  percent  of  all  employed 
people  work  for  government. 

Woodrow  Wilson,  a most  intellectual  President,  said, 
“Liberty  has  never  come  from  the  government.  . . . The 
history  of  liberty  is  the  history  of  the  limitation  of  gov- 
ernmental power,  not  the  increase  of  it.” 

We  are  now  faced  with  the  concept  of  limited  resources 
in  America,  be  it  either  gasoline  or  finite  funds  for  health 
care.  Milton  Friedman  has  summed  this  up  very  well  by 
saying: 

“We’ve  always  had  a finite  amount  of  energy.  . . . 
We  had  finite  supplies  of  wood  in  the  early  pioneer 
days.  How  did  we  make  the  transition  from  using 
wood  to  using  coal,  from  using  coal  to  using  oil,  from 
using  oil  to  using  natural  gas?  How  in  God’s  name  did 
we  make  that  transition  without  a Federal  Energy 
Agency?” 

I must  call  your  attention  to  a most  significant  book, 
and  strongly  urge  that  each  member  of  this  House  read  it: 
“A  TIME  FOR  TRUTH”  by  William  E.  Simon,  former 
Secretary  of  the  Treasury. 
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In  this  book  Mr.  Simon  points  out  that  individual  liberty 
and  freedom  are  rapidly  disappearing  in  this  country  be- 
cause of  too  much  government.  He  also  points  out  that  the 
greatest  ills  and  problems  facing  this  country  have  been 
created  by  governmental  meddling.  Hut,  most  impor- 
tantly, he  accentuates  the  fact  that  experience  has  shown 
that  as  soon  as  a country  falls  into  the  trap  of  governmental 
intervention  in  the  aspects  of  everyday  life,  t he  economic 
growth  and  status  of  that  country  rapidly  wanes. 

A study  of  history  will  note  that  certain  things  usually 
take  place  in  a country  as  personal  liberty  disappears.  One 
is  an  onslaught  on  the  medical  and  legal  professions,  and 
another  is  the  downgrading  and  muzzling  of  the  press. 

We  are  all  aware  of  the  attacks  on  medicine.  Were  you 
surprised  at  the  President’s  attack  on  the  legal  profession? 
Did  you  have  the  same  transitory  feeling  as  I that  it  was 
about  time  that  someone  found  fault  with  all  those 
dammed  lawyers?  But,  did  you  after  that  initial  feeling 
reflect  that  perhaps  this  attack  was  all  part  of  the  plan? 

Ah,  and  there’s  the  press  whom  I have  come  to  respect 
more  and  more  during  the  last  few  years.  Ever  since  the 
days  of  Watergate  with  deceit,  overriding  of  civil  liberties, 
cover-up,  lying,  hate  lists,  bribery,  outright  felonies  by 
many  of  those  in  the  highest  places,  there  was  a time  when 
I felt  that  all  was  lost.  But  the  system  worked,  and  many 
of  these  inequities  became  known.  But  the  system  worked, 
not  because  of  government  , but  because  of  a free  press! 

Just  lately,  the  press  is  beginning  to  feel  the  pressures 
of  power  to  limit  their  freedom:  court  decisions  allowing 
intrusion,  search,  and  seizure  without  warrant,  and  re- 
porters jailed  because  they  refused  to  divulge  sources  of 
information. 

These  are  dangerous  times,  and  I quote  William  Simon 
as  follows: 

“Freedom  is  strangely  ephemeral.  It  is  something 
like  breathing;  one  only  becomes  acutely  aware  of  its 
importance  when  one  is  choking.  Similarly,  it  is  only 
when  one  confronts  political  tyranny  that  one  really 
grasps  the  meaning  and  importance  of  freedom.  Free- 
dom is  difficult  to  understand  because  it  isn’t  a pres- 
ence but  an  absence — an  absence  of  governmental  re- 
straint.” 

It  is  in  this  confused  and  trying  country  of  ours  that 
medicine  is  struggling  and  groping,  perhaps  trying  to  define 
and  redefine  its  proper  role. 

It  is  often  suggested  that  change  can  be  made  by  modes 
of  access  provided  by  the  system.  And  indeed,  monies 
have  been  set  aside  by  this  Society  for  legal  action  in  mer- 
itorious causes. 

However,  I must  point  out  to  you  the  irony  of  the  situa- 
tion, where  it  costs  us  one  hundred  thirty-five  thousand 
dollars  to  make  the  State  of  New  York  obey  the  law,  namely 
our  action  pertaining  to  Chapter  76  of  the  Laws  of  New 
York  State.  The  State  of  New  York  uses  a staff  of  salaried 
attorneys  to  oppose  us — and  of  course  these  are  provided 
through  the  tax  base. 

Supposedly  we  won  this  action,  but  I am  not  at  all  sure 
that  delays  in  health  care  for  the  poor,  which  this  action 
was  all  about,  won’t  be  accomplished  by  some  devious  ad- 
ministrative ruling  or  bureaucratic  delaying  procedure. 

Mr.  Aleksandr  Solzhenitsyn,  an  exiled  prophet  from  our 
supposed  enemies,  spoke  at  Harvard,  decrying  the  ma- 
terialism and  immediacy  that  seem  to  imbue  all  Americans. 
He  pleaded  for  a return  to  the  moral  and  ethical  qualities 


of  idealism  and  goals  that  motivated  our  early  ancestors. 

Perhaps  he  was  speaking  to  medicine.  We  certainly 
must  join  the  legal  profession  and  the  press  in  a return  to 
the  original  concepts  that  made  this  country  great. 

The  history  of  medicine  has  always  been  that  of  self- 
discipline  and  of  a performance  in  the  care  of  our  patients 
far  above  that  required  by  legal  definition  and  licensure. 

1 call  upon  every  physician  to  continue  to  perform  and 
manage  his  medical  practice  with  the  same  high  ethical  and 
moral  guidelines  to  which  he  subscribed  when  he  entered 
this  profession. 

And  along  with  this  dedication  we  must  also  face  up  to 
the  local  and  immediate  problems  of  our  members  and  the 
health  of  the  citizens  of  New  York  State. 

Those  of  us  in  New  York  State  have  t he  dubious  honor 
of  practicing  in  the  field  laboratory  with  all  the  new  cock- 
eyed concepts  in  the  modification  of  the  delivery  of  health 
services.  Only  recently  has  the  AMA  begun  to  realize  that 
the  problems  of  organized  medicine  in  New  York  are  the 
problems  of  the  other  states  two  years  hence. 

All  the  shortcomings  of  the  Federal  C.overnment  exist 
in  New  York  State. 

Whereas  Washington  is  still  pondering  a cap  on  hospital 
costs,  we  already  have  it  in  New  York.  Where  else  but  in 
New  York  State  was  five  hundred  and  sixty-five  million 
dollars  removed  from  the  health  system  in  1977  with  the 
result  that  two  thirds  of  our  acute  care  hospitals  are  on  the 
verge  of  bankruptcy? 

Where  else  but  in  New  York  State  has  the  Board  of  Re- 
gents decided  that  it  will  be  professional  misconduct  if  you 
refuse  to  provide  your  entire  patient  record  to  the  patient 
or  the  patient’s  designee  upon  the  patient’s  demand? 

Where  else  but  in  New  York  State  has  the  State  Healt  h 
Department  been  decimated  in  the  name  of  planning  from 
what  was  a premiere  and  top-trade  organization  to  one 
infiltrated  by  352  accountants,  who  are  now  making  health 
decisions  on  the  basis  of  dollar  signs? 

Where  else  but  in  New  York  State  are  considerations 
being  seriously  given  to  the  regulat  ion  of  office  and  private 
practice?  The  hospitals  in  this  State  must  report  to,  and 
be  subject  to  inspection  by,  some  162  various  regulatory 
and  accrediting  bodies.  Can  you  imagine  similar  mecha- 
nisms applied  to  the  office  of  the  private  practitioner! 

Along  with  all  this  we  have  the  problems  of  membership, 
of  continuing  medical  liability,  of  cost  control,  of  attempts 
by  government  to  ration  medical  care,  of  hospital-physician 
relationships,  and  lastly  of  communication,  which  in  itself 
is  no  mean  achievement. 

I intend  to  invite  county  medical  society  leaders  to 
Council  meetings  so  that  they  may  gain  insight  into  the 
working  of  the  State  Society.  In  addition,  I intend  to  set 
up  a program  to  have  various  officers  of  the  State  Medical 
Society  get  out  and  visit  the  county  societies.  I fully  intend 
to  work  at  the  district  branch  level  myself. 

But  it  would  be  disastrous  and  short-sighted  indeed  if 
the  efforts  of  organized  medicine  were  restricted  to  the 
solution  of  day-to-day  problems  alone. 

We  in  medicine  have  a far  greater  concern  for  our  citizens 
and  for  our  country,  and  we  must  sit  down  with  responsible 
leaders  of  the  press,  of  the  legal  profession,  and  of  business, 
in  public  forum,  to  assess  the  role  of  government  and  its 
direction  in  the  future  of  America. 

I am  hoping  that  this  great  Medical  Society  of  the  State 
of  New  York  may  so  recommend  to  the  American  Medical 
Association  that  a public  forum  be  so  instituted.  Such  an 
undertaking  will  demand  courage,  it  will  take  money,  and, 
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most  of  all,  it  will  take  much  abuse.  It  is  indeed  worth  all 
of  that. 

Any  institution,  such  as  the  medical  profession,  which 
is  vital  to  the  welfare  and  well-being  of  our  people,  can 
expect  to  be  under  fire  and  pressure  from  all  sides.  The 
greater  our  role  in  society,  the  more  we  will  be  in  the  spot- 
light. 

We  must  not  let  the  fear  of  what  others,  that  is,  govern- 
ment, bureaucracies  and  politicians  etc.,  might  do,  deter 
our  profession  from  its  call  to  bring  ever  the  best  medical 
care  for  the  most  people. 

So  I say  to  all  of  you  who  are  deeply  involved  in  organized 
medicine:  Stop  feeling  defensive;  cast  out  your  paranoia; 
discard  your  feelings  of  inadquancy  and  inept  itude.  You 
enjoy  the  respect  and  admiration  of  the  American  people 
and  you  will  continue  to  merit  that  esteem  as  long  as  you 
meet  two  criteria:  One,  that  you  continue  to  practice  the 
highest  level  of  medical  care;  and  two,  that  you  continue 
to  show  concern  and  empathy  for  the  individual  patient. 

But  you  must  ever  be  aware  that  high  esteem  with  con- 
comitant power  confers  upon  the  medical  profession  ever 
greater  responsibility. 

You  must  not  sit  back  passively  and  allow  others  to 
create  and  enact  decisions.  You  have  talent  and  you  have 
skill.  You  should  make  positive  propositions,  not  only  in 
the  delivery  of  health  care,  but  in  association  with  the 
above  mentioned  groups,  in  all  areas  that  effect  the  lives 
of  American  citizens.  You  should  be  concerned  with  en- 
ergy, with  individual  freedom,  with  unbalanced  budgets, 
and  with  inefficient  and  costly  government,  as  well  as  the 
attempt  to  ration  health  services  and  their  burdening  costs. 
You  should  be  creative,  innovative,  and  still  practical.  You 
should  ally  yourselves  with  those  outside  of  medicine,  those 
who  care  and  who  are  concerned. 

In  conclusion,  as  I face  the  trying  year  ahead,  I shall  be 
mindful  of  the  pledge  of  the  AL  ANON,  whose  members 
lead  trying  and  frustrating  lives: 

“God  grant  me  the  serenity  to  accept  those  things  I 

cannot  change;  the  courage  to  change  those  things  I 

can;  and  the  wisdom  to  know  the  difference.” 

During  the  difficult  months  ahead  I shall  look  upon 
the  members  of  this  House  as  a source  of  support,  of  wis- 
dom, and  of  dedication  in  carrying  out  the  goals  of  the 
Medical  Society  of  the  State  of  New  York. 

I thank  you. 

. . . The  House  rose  and  applauded  as  Dr.  Way  left  the 
podium.  . . 

PHYSICIANS'  HOME* 

. . . Speaker  Shanaphy  recognized  Charles  J.  McPeak, 
M.D.,  President  of  the  Physicians’  Home,  who  addressed 
the  House  as  follows: 

Mr.  Secretary,  Dr.  Shanaphy,  Dr.  Goldmark,  officers, 
guests,  and  delegates.  I would  like  to  present  a very  brief 
report  on  the  Physicians’  Home.  As  you  know,  the  Phy- 
sicians’ Home  is  not  really  a structural  home,  but,  indeed, 
a figurative  home.  We  supply  sufficient  financial  resources 
to  ill  and  aged  doctors  who  are  no  longer  able  to  support 
themselves  and  their  families  and  dependents.  This  is 
supported  entirely  by  our  investment  fund,  and  more  im- 
portantly, by  the  contributions  of  the  State  Society 


* Dr.  McPeak  addressed  the  House  at  the  Sunday  afternoon 
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members.  We  have  attempted,  and  I think  rather  suc- 
cessfully to  this  point,  to  keep  our  aid  rather  confidential, 
so  that  these  doctors  and  their  families  are  not  embarrassed 
by  the  need  to  apply  for  assistance.  During  this  past  year 
we  have  had  approximately  85  people,  physicians  and  their 
families,  receiving  supplementary  income  from  the  Phy- 
sicians’ Home.  Over  the  past  ten  years  this  number  has 
ranged  somewhere  between  a 107  and  83.  Our  income 
comes  about  by  voluntary  assessment  of  the  membership 
of  this  Society,  of  about  $22,000.00  and  of  outright  mem- 
bership dues  of  the  Society,  of  about  $92,000.00,  and 
$8,000.00  dollars  from  the  Auxiliary  to  the  MSSNY,  leaving 
us  a total  contribution  of  roughly  $122,000.00.  Our  in- 
vestment income  is  about  $123,000.00,  giving  us  a total 
income  of  $245,000.00.  Our  expenses  are  in  the  range  of 
$47,000.00  to  $48,000.00,  and  that  includes  our  secretarial 
help,  our  mailing,  our  legal  advice,  and  our  investment 
counsel.  During  the  past  year  we  distributed  $154,000.00 
to  the  members  of  the  Physicians’  Home.  This  year,  as  I 
mentioned,  we  helped  84  members,  which  gave  us  an  av- 
erage distribution  of  approximately  $150  per  month  per 
individual. 

. . . The  House  applauded  as  Dr.  McPeak  left  the  podi- 
um. . . 

PRESIDENT  OF  THE  AUXILIARY  TO  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK* 

. . . Speaker  Shanaphy  recognized  Sears  Edwards,  M.D., 
who  escorted  Mrs.  James  A Caddy,  President  of  the  Aux- 
iliary to  the  Medical  Society  of  the  State  of  New  York,  to 
the  podium.  Mrs.  Caddy  addressed  the  House  as  fol- 
lows: 

Mr.  Speaker,  members  of  the  House  of  Delegates,  ladies 
and  gentlemen.  It  is  with  great  pleasure  that  I report  to 
you  the  activit  ies  of  your  auxiliary  for  the  year  1977-1978. 
We  have  continued  to  progress  under  this  year’s  banner 
theme  EMPIRE,  chosen  because  each  letter  in  that  word 
stands  for  something  that  each  fine  auxilian  really  is: 

E — Enthusiastic.  The  only  way  that  our  splendid 
programs  and  projects  can  remain  that  way  is  by  our  being 
enthusiastic,  and,  the  only  way  that  a new  project  or  pro- 
gram will  meet  with  success  is  by  the  virtue  of  enthusi- 
asm— nothing  is  so  contagious. 

M — Medical  oriented.  We  are  ever  aware  of  our  re- 
sponsibilities as  a helpmate.  Our  lives  are  joined  by  our 
common  bond — the  study  and  practice  of  medicine.  The 
priorities  of  your  lives  reflect  this  bond.  Therefore,  our 
time  is  directed  to  furthering  health  related  education. 
And  so,  here  are  just  a few  ways  that  we  funnel  our  aid  into 
the  various  communities,  in  a very  subtle  yet  strong  man- 
ner: Development  and  distribution  of  thousands  and 

thousands  of  immunization  records  and  information 
booklets;  preparation,  organization,  and  public  presenta- 
tion of  comprehensive  CPR  courses;  weekly  bloodmobile 
staffing;  and  inst  itution  of  high  school  workshops  for  breast 
self-examination  and  pap  tests. 

P — Politically  aware.  With  bias  against  the  profes- 
sion, the  general  public’s  concern  for  quality  health  care 
delivery  and  the  whipping  boy  role  being  thrust  upon 
physicians,  we,  your  auxilians,  have  not  only  stepped  up 
our  legislative  action  programs,  but  have  made  known  our 
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availability  to  promote  favorable  candidates  in  a social 
manner,  so  that  they  may  better  know  medicine’s  views, 
and  we,  theirs. 

I Inventive.  It  was  once  said  by  someone,  a little 
nonsense  now  and  then  is  relished  by  the  wisest  man. 
Well,  it  wasn’t  all  nonsense,  hut  good  hard  work  and  clever 
new  methods  that  enabled  your  auxiliary  to  lead  the  nation 
this  year  in  increasing  its  contribution  to  AMA-KRF,  by 
sixty-five  percent.  We  gave  $22,789.13. 

R Responsive.  We  must  think  anew  and  act  anew, 
with  an  ear  bent  for  good  public  relations,  for  ways  to  assist 
health  care.  1'he  press  across  the  State  has  noted  our  fund 
raising  for  nursing  and  health  related  scholarships,  which 
this  year  totaled  $52,720.  Of  this  amount,  $6,700.00  was 
raised  up  in  Rochester,  in  one  afternoon  this  year. 

E — Energetic  The  final  letter  in  our  theme,  EM- 
PIRE We  all  value  our  good  work  with  the  Red  Cross,  the 
hospital  auxiliary,  and  the  PTA,  but  this  year  we  have  tried 
to  remember  our  personal  order  of  commitment — our 
family,  our  church,  and  our  medical  auxiliary. 

Now,  a little  bit  of  something  special  about  this  EMPIRE 
year.  For  years  our  counties  have  requested  a working 
togetherness  project  that  would  have  appeal  and  yet  not 
interfere  with  programing.  After  consulting  with  each 
county  public  health  posters  have  been  distributed  in 
quantity  to  each  county.  The  presidents  receive  them  once 
a month  on  such  subjects  as  hypertension,  child  abuse,  or 
aging.  Presidents  have  appointed  chairmen  to  mount  the 
posters  and  insert  the  respective  auxiliary  names  with 
telephone  number  included  for  further  information,  and 
secure  a committee  to  place  them  in  strategic  spots  in  each 
county.  About  information  service — some  information 
was  available  in  our  State  workbook,  or  the  chairman  re- 
ferred the  caller  to  another  community  group.  If  there 
were  no  calls  received  at  all,  our  name  was  out  there,  our 
PR  was  publicly  visible.  Many  schools  and  organizations 
have  asked  permission  to  duplicate  and  co-sign.  What 
better  PR  can  we  give  you?  In  four  days,  at  a meeting  of 
our  national  organization,  this  program  will  be  presented 
to  auxilians  from  hundreds  of  counties  across  the  country. 
I am  so  grateful  for  evervtime  this  year  that  you,  President 
Goldmark,  our  advisor  Dr.  Zimring,  and  Dr.  Fineberg,  our 
Executive  Vice-President  have  said,  yes.  That  yes  en- 
abled us  to  personally  present  AMA-ERF  funds  to  the 
deans  of  various  medical  schools;  allowed  us  the  health 
presentation  which  I will  further  inform  you  about;  invited 
us  to  participate  in  your  annual  legislation  day,  granted  us 
full  financial  assistance  for  initial  computerization  of  our 
membership;  and  permitted  us  a little  space  in  your  News 
of  New  York. 

To  the  pleasant,  competent  State  Medical  Society  staff 
I am  so  grateful  for  your  constant  assistance.  To  my  own 
county  of  Nassau,  I am  grateful  for  your  help  and  your 
abiding  support.  To  each  EMPIRE  Auxiliary,  county 
auxiliary,  in  the  State  of  New  York,  I salute  you.  Only 
through  your  imagination,  ability,  work  and  devotion  were 
we  able  to  continue  service  in  the  name  of  medicine — a 
profession  without  peer.  Members  of  the  House  of  Dele- 
gates, this  year  of  service  as  your  auxiliary  president,  has 
been  my  greatest  honor.  I thank  you. 


. . . The  House  applauded  as  Mrs.  Caddy  left  the  podi- 
um. . . 


PRESIDENT  OF  THE  AMERICAN 
ASSOCIATION  OE  MEDICAL  ASSISTANTS, 
NEW  YORK  STATE  SOCIETY* 

. . . Speaker  Shanaphy  recognized  Leo  J.  Swirsky,  M.D., 
who  escorted  Ms.  Lorraine  Warren,  CMA-AC,  President 
of  the  American  Association  of  Medical  Assistants,  New 
York  State  Society.  Ms.  Warren  addressed  the  House  as 
follows: 

Mr.  Speaker,  officers,  members  of  the  House  and  guests. 
On  behalf  of  the  New  York  State  Society  of  the  American 
Association  of  Medical  Assistants,  I thank  you  for  this 
opportunity  to  address  your  House  of  Delegates.  We  are 
a professional  organization  whose  primary  objective  is 
continuing  education.  Professional  standards,  for  those 
working  in  physicians’  offices,  have  been  established,  and 
a certification  examination  has  been  administered  since 
1963.  The  National  Board  of  Medical  Examiners  assist 
us  in  test  construction.  Physicians  can  be  assured  that 
certified  medical  assistants  demonstrate  a high  level  of 
competence  in  the  field.  On  April  18,  1978,  the  American 
Association  of  Medical  Assistants  received  notification 
from  the  Department  of  Health,  Education,  and  Welfare 
that  the  medical  assistant  profession  and  its  education 
concerns  have  become  eligible  for  Federal  funding.  This 
ruling  means  specifically  that  AAMA  and  medical  assistant 
programs  in  institutions  of  higher  learning  will  have  com- 
petitive access  to  funding  for  research,  training,  planning, 
and  a variety  of  education  endeavors.  Continuing  edu- 
cation for  the  health  care  professional  is  a fact  of  life  today. 
A new  feature  in  the  instructional  program  and  profes- 
sional development  is  the  continuing  education  unit  which 
is  a system  by  which  the  educational  accomplishments  of 
the  participant  are  recognized  and  recorded.  We  are  aware 
of  our  responsibility  to  ourselves,  our  physician  employers, 
and  to  the  patient,  to  maintain  or  improve  health  care  de- 
livery. We  wish  to  thank  the  Medical  Society  of  the  State 
of  New  York  for  continuing  support  and  encouragement. 
We  are  indeed  grateful  to  our  physician  advisors,  Dr.  Carl 
Sansocie  of  Monroe,  and  Dr.  Anthony  Fragola  of  Suffolk. 
May  I urge  you,  as  physician  employers,  to  encourage  your 
medical  assistant  to  join  the  American  Association  of 
Medical  Assistants,  to  work  toward  certification,  and  to 
participate  in  our  seminars  and  workshops  for  continuing 
education?  For  further  information,  please  visit  our  ex- 
hibit booth,  located  in  the  technical  area  in  Albert  Hall. 
Thank  you. 

. . . The  House  applauded  as  Ms.  Warren  left  the  po- 
dium. . . 

EMPIRE  MEDICAL  POLITICAL  ACTION 
COMMITTEE  ( EMPAC)f 

. . . Speaker  Shanaphy  recognized  William  C.  Stein, 
M.D.,  Chairman  of  the  Empire  Medical  Political  Action 
Committee,  who  addressed  the  House  as  follows: 

Mr.  Speaker,  Dr.  Goldmark,  fellow'  delegates,  ladies  and 
gentlemen.  I would  hope  that  all  of  you  would  attend  the 
EMPAC  membership  meeting  Monday  afternoon.  Here 
w'e  will  tell  you  the  positions  we  have  taken  in  the  current 
congressional  campaign  in  New'  York  State,  and  our  cur- 
rent financial  status.  In  the  few  minutes  allotted  to  me 
this  afternoon  I would  like  to  inform  you  of  the  current 

* Ms.  Warren  addressed  the  House  at  the  Sunday  afternoon 
session. 
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status  of  political  action  for  physicians  in  New  York  State, 
as  I perceive  it.  The  past  year  has  been  a momentous  year 
for  EMPAC  and  political  action  in  New  York  State. 
Thanks  to  the  action  of  the  House  of  Delegates  at  the  last 
annual  meeting,  polit  ical  action  for  physicians  in  New  York 
State  is  finally  on  a sound  financial  basis.  As  you  may 
recall,  the  last  House  of  Delegates,  after  considerable  dis- 
cussion, mandated  the  formation  of  two  separate  political 
action  committees — one  for  State  campaigns  and  one  for 
Federal  campaigns;  with  sixty-five  percent  of  the  voluntary 
contributions  to  go  to  the  State  PAC,  and  thirty-five  per- 
cent to  the  Federal  PAC.  The  major  reasons  for  the  for- 
mation of  two  separate  PACs  was  primarily  because  of  the 
complexity  and  differences  between  the  New  York  State 
Election  Law  and  Federal  Election  Law,  and  the  rela- 
tionship to  MSSNY.  Initially  it  was  felt  that  MSSNY 
would  have  to  assist  financially,  in  a legal  and  ethical  way, 
in  starting  the  State  PAC.  Such  was  not  the  case.  In  the 
past  year  physicians  have  contributed  in  excess  of 
$200,000.00  to  the  two  PACs.  We  presently  have  in  the 
neighborhood  of  twenty-five  hundred  members.  This  is 
a giant  step  forward.  We  have  made  great  progress  during 
the  past  year,  but,  as  with  any  progressive  step  forward, 
problems  have  arisen.  As  I come  to  the  end  of  my  four  year 
tour  as  Chairman  of  EMPAC,  I would  like  to  try  to  pin- 
point these  problems,  in  the  light  of  our  experience  during 
the  past  year,  as  I see  them. 

The  reason  for  the  initial  formation  of  two  separate 
PACs  has  already  been  given.  The  past  year  has  proven 
political  action  is  on  a sound  financial  basis,  as  long  as 
MSSNY  places  the  line  on  the  billing  notices  of  MSSNY. 
So  there  is  really  no  need  for  two  separate  PACs.  In  ad- 
dition, the  existence  of  two  separate  PACs  has  created 
organizational  as  well  as  communication  problems  between 
the  two  PACs.  I believe  these  problems  have  arisen  be- 
cause there  are  basically  two  distinct  attitudes  as  to  what 
constitutes  effective  political  action.  The  one  states  that 
effective  political  action  of  the  magnitude  we  are  speaking 
of  can  be  accomplished  by  a group  of  volunteers  contrib- 
uting hard  political  dollars,  which  will  be  distributed  to 
suitable  candidates,  with  no  need  for  professional  help, 
direction,  organization,  or  education,  as  to  the  best  method 
of  doing  it.  The  second  method  is  the  exact  opposite.  It 
states  that  effective  political  action,  of  the  magnitude  we 
are  capable  of  having  with  the  funds  available  to  us,  must 
have  professional  direction.  This  professional  direction 
must  develop  programs  for  continuing  membership  solic- 
itation and  continuing  political  education  for  these  mem- 
bers, once  they  have  been  solicited.  In  addition,  it  feels 
that  an  informed  membership  is  an  active  membership, 
and  that  there  is  great  need  for  dissemination  of  informa- 
tion to  the  membership,  as  well  as  for  public  relations.  It 
maintains  that  this  can  be  done  only  with  the  help  and 
assistance  of  full-time  professional  staff.  Being  quite  fa- 
miliar with  those  state  PACs  which  have  been  the  most 
effective,  I am  convinced  that  this  latter  approach  is  the 
only  route  to  take,  if  we  are  to  have  an  effective  PAC  for 
New  York  State  physicians.  The  medical  societies  of  the 
counties  of  Genesee,  Niagara,  and  Orleans  have  introduced 
a resolution  which,  I believe,  plots  the  proper  course  for 
political  action  for  New  York  State  physicians.  I strongly 
urge  its  adoption. 

In  conclusion,  I would  reaffirm  what  I have  said  many 
times  before.  If  we  are  to  preserve  any  semblance  of  our 
proud  professional  heritage,  the  highest  quality  of  health 
care  of  any  nation  in  the  world,  and  if  we  are  to  have  any 
say  in  the  determination  of  our  professional  destiny,  we 


have  got  to  become  more  effective  politically.  I have  tried 
to  describe  to  you  where  we  are,  and  what  course  we  should 
take,  but,  gentlemen,  the  ultimate  decision  is  yours,  as  to 
where  we  want  to  go,  and  how  we  want  to  get  there.  Thank 
you. 

. . . The  House  applauded  Dr.  Stein  as  he  left  the  podi- 
um. . . 


NEW  YORK  MEDICAL  POLITICAL  ACTION 
COMMITTEE  ( NYMPAC )* 

. . . Speaker  Shanaphy  recognized  John  H.  Carter,  M.D., 
Chairman  of  the  New  York  Medical  Political  Action 
Committee,  who  addressed  the  House  as  follows: 

Mr.  Speaker,  Dr.  Goldmark,  members  of  the  House  of 
Delegates.  I am  here  to  report  on  the  first  year  of  NYM- 
PAC— the  baby  you  created  last  fall  at  this  meeting. 
NYMPAC  became  an  active  political  entity — a legal  entity 
in  January  of  1978,  when  it  was  approved  by  the  New  York 
State  Board  of  Elections.  Originally  there  were  two 
PACs — one  to  take  care  of  problems  on  a national  level  and 
one  to  take  care  of  them  on  a State  level.  The  State  level 
PAC  was  created  because  we  were  having  difficulty,  and 
continue  to  have  difficulty,  getting  legislation  which  has 
our  support  passed  in  New  York  State.  Since  that  time 
approximately  $240,000.00  has  been  raised.  It  was  agreed 
ahead  of  time,  because  of  our  commitment,  and  our  sincere 
commitment,  to  the  AMA  and  EMPAC,  that  one  third  of 
the  monies  raised  go  to  EMPAC,  and  the  rest  of  it  would 
stay  in  New  York  State  for  NYMPAC.  Thus,  NYMPAC 
received  some  $160,000.00.  Of  the  $16,000.00  it  was  agreed 
ahead  of  time  that  one  half  would  be  used  at  local  levels, 
in  any  way  the  local  people  wanted  to  use  it.  The  other 
half,  some  $80,000.00  would  be  used  at  the  State  level,  and 
be  used  by  an  executive  committee  of  the  State  PAC.  The 
funds  were  collected  primarily,  as  Dr.  Stein  mentioned, 
through  requests  for  voluntary  contributions  that  went  out 
with  dues  notices  from  the  different  county  societies. 
Funds  were  also  collected  by  separate  counties  in  other 
ways.  Separate  counties  sent  out  letters,  on  the  letterhead 
of  the  presidents  of  the  particular  counties,  asking  for 
funds.  This  was  a second  and  effective  way  of  raising  more 
money.  The  NYMPAC  group  was  formed,  and  a pro  tem 
board  of  directors  was  set  up  on  the  basis  of  one  represen- 
tative for  each  thousand  licensed  physicians  in  a given  area. 
Bronx  has  one,  Kings,  two;  Queens,  two;  Richmond,  one; 
New  York,  three;  Nassau,  two;  Suffolk,  one;  Third  District, 
one;  Fourth  District,  one;  Fifth  District,  one;  Sixth  District, 
one;  Seventh  District,  one;  Eighth  District,  two;  Ninth 
District,  two;  and  there  is  a permanent  representative  from 
the  Auxiliary  to  the  MSSNY.  The  pro  tem  executive 
committee  has  met  several  times.  I was  elected  President 
pro  tem  of  the  Executive  Committee.  We  have  had  several 
organizational  meetings.  In  August  of  this  year,  after  a 
good  deal  of  preparation  by  our  people  in  Albany,  and  by 
the  people  down  at  the  headquarters  in  New  York,  we  got 
together  with  each  representative  from  each  of  the  districts 
and  talked  about  the  local  candidates.  We  had  lists  for  all 
the  candidates  for  election  in  the  assembly  and  senate,  and 
we  each  spent  time  going  over  each  candidate.  We  took 
the  advice  of  the  local  people  as  to  who  they  thought  should 
get  support  in  their  areas  for  the  coming  election. 

* Dr.  Carter  addressed  the  House  at  the  Sunday  afternoon 
session. 


456  New  York  State  Journal  of  Medicine/March  1979 


The  Executive  Committee  met  several  times  and  drew 
up  a list  of  bylaws  for  the  PAC,  setting  forth  each  thing  we 
do,  how  members  of  the  Executive  Committee  are  elected, 
the  duties  of  the  Executive  Committee,  the  duties  of  the 
Nominating  Committee  and  so  forth.  The  Nominating 
Committee  has  prepared  a list  of  nominations  for  the 
coming  election,  which  will  he  held  here  in  this  room  to- 
morrow at  four-thirty.  Anybody  who  is  a member  of 
NYMPAC  is  entitled  to  come  and  vote  and  to  give  a nom- 
ination from  the  floor,  if  he  so  desires. 

Going  on  to  specifics  I might  say  that  we  have  a booth 
in  the  Exhibit  Hall  downstairs,  which  will  give  you  all  the 
details  about  your  PAC.  We  raised,  as  I said,  $160,000.00. 
The  operating  expenses  for  the  PAC  amounted  to  $4,274.00 
which  1 think  is  very  reasonable.  It  was  agreed  that  the 
operating  expenses  would  have  to  come  out  of  the  State's 
half,  and  that  $4,274.00  came  out  of  the  $80,000.00  that 
went  to  the  Executive  Committee.  $80,987.00  was  re- 
turned to  the  counties.  There  are  some  counties  that  have 
not  asked  for  any  money  at  this  time.  We  have  written  a 
letter  to  every  county  medical  society  president,  informing 
him  just  how  much  money  his  county  is  entitled  to,  and 
have  told  him  that  if  he  would  make  a formal  request  to 
NYMPAC  we  would  send  him  a NYMPAC  check,  to  sup- 
port political  leaders  of  his  choosing.  We  also  stated  that 
if  the  county  did  not  make  any  request  by  October  25, 1978, 
the  money  would  revert  back  to  the  State  PAC  and  would 
be  used  by  the  Executive  Committee  to  be  spent  on 
Statewide  elections.  The  Executive  Committee  has  spent 
some  $80,000.00  which  includes  $12,000.00  put  aside  for 
anticipated  expenses  before  the  end  of  the  year. 

At  the  State  level  we  tried  to  divide  our  money  as  follows: 
We  divided  the  candidates  into  three  groups — A,  B,  and 
C. 

The  C Group  represented  those  people  running  for 
elections  throughout  the  State  who  have  been  friendly 


towards  medicine,  and  those  who  are  running  for  the  first 
time  and  we  think  will  be  friendly  toward  medicine.  These 
were  suggested  by  local  people,  who  said  that  this  partic- 
ular man  is  in  trouble;  he  has  voted  with  us;  he  is  a good 
man,  and  he  needs  some  support.  $6,200.00  was  put  aside 
for  this  group. 

Category  B is  made  up  of  those  people  in  the  State  leg- 
islature who  are  important  Statewide-  important  political 
leaders  the  chairman  of  the  insurance  committee  the 
chairman  of  the  education  committee — the  leaders  of  the 
Senate  and  the  Assembly.  Fourteen  people  have  received 
or  will  receive  money  from  the  Executive  Committee  in  this 
group  representing  $13,500.00. 

Category  A has  to  do  with  the  governorship.  The 
Friends  of  Carey  received  $5,000.00  from  this  group  last 
spring  fora  particular  political  function.  The  rest  of  the 
money,  some  $30,000.00,  has  been  given  to  Perry  Duryea. 
Detailed  information  is  available  in  our  booth  down- 
stairs. 

There  has  been  a great  deal  of  discussion  by  this  com- 
mittee as  to  whether  or  not  we  should  have  a full-time  di- 
rector. It  costs  about  $25,000.00  to  hire  one.  He  will  want 
a secretary,  that  is  another  $8,000.00.  He  will  have  to 
travel  and  he  is  going  to  have  to  do  a lot  of  things,  and  we 
figured  that  we  would  use  up,  at  the  State  level,  $45,000.00 
to  $50, 000.00, of  the  $80,000.00  the  ExecutiveCommittee  has 
to  spend.  We  didn’t  think  that  that  was  the  way  you 
wanted  your  money  spent.  Most  of  the  fellows  that  come 
to  the  Executive  Committee  meetings  come  on  their 
own — they  pay  their  own  way.  This  has  all  been  done 
voluntarily,  and,  I believe  for  the  first  year  it  has  been  done 
effectively.  I hope  that  we  will  get  a vote  of  confidence 
from  the  House  of  Delegates  during  this  meeting.  Thank 
you  very  much. 

. . . The  House  applauded  as  Dr.  Carter  left  the  podi- 
um. . . 
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AWARD  PRESENTATIONS  * 


. . . Speaker  Shanaphy  recognized  President  Goldmark, 
who  made  the  following  presentations: 

PRESIDENT’S  CITATION  FOR 
DISTINGUISHED  COMMUNITY  SERVICE 

President  Goldmark  recognized  Dr.  John  Argue,  M.D. 

Dr.  Goldmark:  Mr.  Speaker,  members  of  the  House, 
and  guests.  Each  year  the  president  of  the  Medical  Society 
of  the  State  of  New  York  has  the  privilege  to  honor  a col- 
league for  outstanding  and  continuous  service  to  his  com- 
munity and  fellow  citizens,  for  service  entirely  beyond  the 
scope  of  his  profession.  Believing  that  civic  responsibility 
is  an  important  part  of  every  physician’s  life,  the  Medical 
Society  of  the  State  of  New  York  in  1961  established  the 
President’s  Citation  to  be  awarded  by  the  current  president 
of  the  Medical  Society  of  the  State  of  New  York,  to  that 
physician  the  president  selects  from  all  those  physicians 
nominated  bv  presidents  of  local  county  medical  societies, 
for  extraordinary  and  prolonged  service  unrelated  to  the 
practice  of  medicine,  for  which  the  member  received  no 
compensation. 

In  choosing  a recipient  for  this  high  honor,  the  important 
criteria  considered  is  his  prolonged  service  to  his  commu- 
nity as  a citizen.  No  matter  how  outstanding  his  activities 
may  be  in  the  practice  of  medicine,  it  is  subordinated  in 
making  the  selection  for  the  President’s  Citation.  This 
criterion  is  frequently  misunderstood  and  too  often  a 
nomination  will  emphasize  a member’s  medical  accom- 
plishments with  too  little  regard  for  his  civic  activities. 
This  year  I have  selected  a physician  from  Wilson,  New 
York  in  Niagara  County,  from  more  than  twenty  nomina- 
tions received  this  year.  I have  selected  Dr.  John  F.  Argue, 
who  for  37  years  has  been  an  active  and  concerned  citizen 
in  his  Niagara  County  community. 

John  Argue  must  have  taken  to  heart  the  words  inscribed 
on  the  Archives  Building  in  Washington,  “All  that  is  past 
is  prologue.”  As  founder,  and  for  many  years  as  president 
of  the  Historical  Society  of  Wilson,  Dr.  Argue  purchased 
and  then  donated  to  his  village  the  Wilson  Railroad  Depot 
to  be  used  as  a community  historical  museum.  John  also 
donated  to  the  museum  several  of  his  beloved  and  valuable 
antique  cars. 

Never  grandiose  in  his  activities,  we  had  to  probe  deeply 
into  the  humble  attributes  of  this  man  to  understand  the 
love  and  admiration  of  his  community.  Our  careful  local 
investigation  brought  this  to  light.  We  found  that:  Al- 
though not  a member  of  the  Lions  Club,  when  that  Club 
decided  to  produce  a musical  to  benefit  the  Village  of 


Wilson,  John  Argue  was  there  giving  his  talents  over  many 
hours  of  rehearsal,  singing  in  one  of  the  major  roles.  Al- 
though never  a scoutmaster,  when  the  Boy  Scouts  of  Wil- 
son needed  help  and  counsel,  John  Argue  was  there  freely 
giving  his  time  and  knowledge  to  assist  them.  Although 
never  in  the  legislature,  when  Wilson  had  concerns  about 
land  erosion,  the  public  taking  of  property,  the  preservation 
of  its  lands  and  buildings,  John  Argue  was  there  to  discuss 
them  with  the  majority  leader  of  the  New  York  Senate,  his 
close  friend,  the  late  Earl  Brydges.  An  active  member  of 
the  Exley  United  Methodist  Church,  he  is  perhaps  best 
summed  up  by  the  words  of  his  pastor  who  told  us,  “John 
Argue  is  one  of  those  people  one  might  call  the  soul  of  his 
community.” 

It  is  for  the  credit  that  he  brings  to  our  profession  that 
I am  pleased  to  present  the  1978  Medical  Society  of  the 
State  of  New  York  Presidential  Citation  to  John  F.  Argue 
of  Wilson,  New  York. 

. . . The  House  applauded  as  Dr.  Argue  left  the  podi- 
um. . . 

ALBION  O.  BERNSTEIN,  M.D.  AWARD 

. . . Speaker  Shanaphy  recognized  President  Goldmark 
who  made  the  following  presentation.  . . 

Dr.  Goldmark:  Members  of  the  House,  the  Albion  O. 
Bernstein  M.D.  Award  is  given  out  annually  to  a physician 
or  scientist  for  outstanding  scientific  achievement  in 
medicine.  This  award,  presented  under  the  auspices  of  the 
Medical  Society  of  the  State  of  New  York,  was  established 
by  the  late  Morris  J.  Bernstein  to  perpetuate  the  memory 
of  his  son,  a physician  who  tragically  lost  his  life  while  re- 
sponding to  a medical  call. 

The  recipient  of  the  1978  Award  is  Stanley  Cohen,  Ph.D., 
of  the  Department  of  Biochemistry  of  Vanderbilt  Uni- 
versity for  his  outstanding  contributions  in  the  identifi- 
cation and  biochemistry  of  epidermal  growth  factor,  its 
amino  acid  structure  and  sequence,  its  mechanism  of  ac- 
tion, its  potential  as  a mitogenic  agent  and  its  further  ap- 
plication to  many  fundamental  problems  in  biology  and 
medicine. 

Dr.  Cohen  has  initiated  these  studies  with  great  origi- 
nality and  pursued  them  with  diligence,  utilizing  many 
research  procedures  most  effectively. 

Dr.  Cohen,  we  appreciate  your  coming  here  today  to 
accept  our  recognition  of  your  many  accomplishments. 
Congratulations. 

. . . The  House  applauded  as  Dr.  Cohen  left  the  podi- 
um. . . 


* The  Redway  Award,  the  Hammond  Award,  the  Albert  H. 
Douglas,  M.D.,  Memorial  Teaching  Award,  and  the  Vice-Presi- 
dent’s Medal  were  presented  on  the  Sunday  at  the  opening  session. 
The  Albion  ().  Bernstein,  M.D.  Award  and  the  50- Year  Awards 
were  presented  at  the  Tuesday  afternoon  session;  the  Scientific 
Exhibit  Award  was  presented  at  the  Wednesday  morning  session, 
and  the  President’s  Citation  Award  was  presented  at  the 
Wednesday  afternoon  session. 


458 


New  York  State  Journal  of  Medicine/March  1979 


\ l( 'E-PRESIDENT’S  MEDAL 

. . . President  Goldmark  recognized  Rehmi  Denton, 
M.D.,  Vice-President. . . 

Dr.  Goldmark:  This  is  a very  happy  moment  for  me  for 
two  reasons.  1 looked  in  our  Bylaws  to  see  the  functions 
of  the  vice-president.  ( 1 ) The  vice-president  shall  perform 
the  duties  of  the  president  in  the  latter's  absence.  1 am 
here,  so  that  is  one  reason  I am  glad  to  give  Rehmi  the 
medal.  The  second  statement  of  the  duties  of  the  vice- 
president:  He  shall  preside  over  the  Council  when  it  is 
deliberating  on  charges  of  malfeasance  or  nonfeasance 
preferred  against  the  president.  This  hasn't  happened, 
so  1 am  very  happy  to  be  able  to  hang  this  medal  around 
Rehmi’s  neck. 

. . . The  House  rose  and  applauded  as  I)r.  Denton  left  the 
podium.  . . 

SCIENTIFIC  EXHIBITS  AWARDS 

. . . Speaker  Shanaphy  recognized  Thomas  S.  Bumbalo, 
M.D.,  Chairman  of  the  Scientific  Exhibits  Subcommittee, 
who  presented  the  following  report: 

The  members  of  the  Scientific  Awards  Subcommittee 


are  as  follows: 

Edward  A.  Graber,  M.D.,  Chairman  New  York 

Leonard  F.  Ciner,  M.D New  York 

John  H.  Morton,  M.D Monroe 


The  Scientific  Exhibits  Subcommittee  again  regrets  to 
report  that  the  number  of  exhibitors  attracted  to  the  an- 
nual meeting  of  the  Medical  Society  of  the  State  of  New 
York  remains  rather  small.  Inflation,  escalating  costs,  and 
a lack  of  available  grant  resources  have  contributed  to  the 
apparent  lack  of  interest  in  scientific  exhibits.  It  is  hoped 
that  the  enthusiasm  and  mandated  interest  in  Continuing 
Medical  Education  will  revive  interest  in  scientific  exhibits, 
which  play  an  important  role  in  disseminating  medical 
progress  and  knowledge. 

The  Upjohn  Company  cash  award  and  plaque  is  pre- 
sented to  Francis  J.  Santora,  M.A.,  Ross  L.  Peacock,  and 
Yehudi  M.  Felman,  M.D.,  of  the  Bureau  of  Venereal  Dis- 
ease Control,  New  York  City  Department  of  Health;  who 
presented  a timely  and  highly  educational  exhibit  on  the 
Diagnosis,  Treatment,  and  Prevention  of  the  Sexually 
Transmitted  Diseases. 

The  committee  is  hopeful  that  the  separation  of  the 
business  function  from  the  scientific  section  of  the  meeting 
of  the  Medical  Society  of  the  State  of  New  York  will  result, 
once  more,  in  an  increased  interest  in  scientific  exhibits  for 
the  1979  meeting. 

. . . The  House  applauded  as  Dr.  Bumbalo  left  the  mi- 
crophone. . . 

REDWAY  AWARD 

. . . President  Goldmark  recognized  Peter  Greenwald, 
M.D.,  Philip  C.  Nasca,  M.S.,  Thomas  A.  Caputo,  M.D.,  and 
Dwight  T.  Janerich,  D.D.S.  . . . 

Dr.  Goldmark:  This  is  the  Sixteenth  Annual  Redway 
Medal  and  Award,  which  is  given  to  Peter  Greenwald, 
M.D.,  Philip  C.  Nasca,  M.S.,  Thomas  A.  Caputo,  M.D.,  and 
Dwight  T.  Janerich,  D.D.S.,  for  their  article,  “Cancer  Risks 
from  Estrogen  Intake,”  that  appeared  in  the  June,  1977 
issue  of  the  New  York  State  Journal  of  Medicine.  This 
important  public  health  contribution  describes  the  sig- 
nificant preventive  measure,  very  appropriate  for  the 
modern  era.  Dr.  Greenwald  is  going  to  accept  the 
award. 


Peter  Greenwald  accepted  the  award  for  Mr.  Nasca, 
Dr.  Caputo,  and  Dr.  Janerich. . . 

The  House  applauded  as  Dr.  Greenwald  left  the  po- 
dium. . . 

WILLIAM  IIAMMOND  AWARD  FOR 
DISTINGl JISHED  SERVICE 

■ . President  Goldmark  recognized  Howard  A.  Rusk, 
M.D.  ... 

Dr.  Goldmark:  Howard  A.  Rusk,  M.D.,  has  served  the 
New  York  State  Journal  of  Medicine  most  diligently  as  a 
member  of  the  Associate  Editorial  Board  for  the  past  thirty 
years.  He  is  the  only  charter  member  of  the  Board,  which 
was  formed  in  1948.  Dr.  Rusk  has  helped  materially, 
recommending  improvements  in  the  manuscripts  sub- 
mitted for  publication  in  his  particular  field  of  exper- 
tise rehabilitation.  It  is  a privilege  for  the  Journal  to 
offer  this  token  of  our  appreciation  for  his  helpful  contri- 
butions over  the  years. 

. . . The  House  applauded  as  Dr.  Rusk  left  the  podi- 
um. . . 

THE  ALBERT  H.  DOUGLAS,  M.D., 

MEMORIAL  TEACHING  AWARD 

. . . Speaker  Shanaphy  recognized  President  Goldmark, 
who  addressed  the  House  as  follows: 

It  is  my  pleasant  duty  to  implement  the  wish  of  a former 
active  participant  in  the  affairs  of  this  Society  by  intro- 
ducing our  next  speaker,  who  will  present  an  award — a new 
kind  of  award— one  to  put  the  excellent  teacher  of  medi- 
cine on  the  same  pedestal  as  the  research  worker.  Dr. 
Albert  H.  Douglas,  a member  of  the  Queens  County  Med- 
ical Society,  and  for  many  years  a member  of  their  dele- 
gation to  this  House,  and  a member  of  the  Council  of  this 
Society,  has  endowed  a fund  to  be  administered  by  the 
Empire  State  Medical,  Scientific,  and  Educational  Foun- 
dation, Inc.,  to  support  the  annual  award  to  one  who  excels 
in  teaching  at  one  of  our  medical  schools.  This  award  will 
be  rotated  among  the  medical  colleges;  and  the  winner  of 
the  award  will  be  selected  with  the  assistance  of  the  student 
body  of  that  institution. 

It  is  my  pleasure  now,  to  call  on  Dr.  Steven  A.  Douglas, 
A1  Douglas’s  son,  a third  generation  physician  in  the 
Douglas  family,  to  make  this  presentation  this  year,  to  Dr. 
Stanley  Charles  Uretsky,  from  the  Mt.  Sinai  School  of 
Medicine. 

Dr.  Steven  A.  Douglas:  It  is  a great  pleasure  to  have  the 
opportunity  to  address  this  House  of  Delegates  of  the  New 
York  State  Medical  Society,  and  to  present  the  first  Dr. 
Albert  H.  Douglas  Memorial  Teaching  Award  to  an  out- 
standing clinical  teacher — a professor  of  pediatrics  at  the 
Mt.  Sinai  School  of  Medicine,  Dr.  Stanley  Charles  Uret- 
sky. 

. . . The  House  applauded  as  Dr.  Uretsky  left  the  podi- 
um. . . 

FIFTY-YEAR  CITATIONS 

President  Goldmark:  It  is  my  privilege  now  to  continue 
a pleasant  and  long-established  tradition  of  honoring  our 
colleagues  who  are  celebrating  their  golden  anniversary  in 
the  practice  of  medicine.  Each  year  the  Medical  Society 
of  the  State  of  New  York  presents  to  these  physicians  an 
award  citing  their  fifty  years  of  service  to  their  patients. 
This  year  we  honor  300  members  of  our  Society  who  enjoy 
this  distinction.  Soon  after  this  convention,  engraved 
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citations  will  be  sent  directly  to  each  recipient  or,  where 
requested,  to  the  county  medical  society  for  presentation 
at  a future  meeting. 

Our  wishes  for  many  additional  years  of  good  healt  h and 
happiness  and  our  sincere  congratulations  are  extended 
to  each  of  these  300  physicians. 


. . . The  House  applauded.  . . 

The  list  of  the  recipients  follows: 

Albany 

Richard  Townsend  Beebe 
Warren  George  Cross 
A.  Hazel  Curry 
Irvine  Edward  Gage 
Donald  C.  Guyer 
Emanuel  Simon 
William  B.  Warring 
Bronx 

Jacob  Clahr 
Bernard  Goldstein 
Milton  Joseph  H.  Grand 
Milton  Greenberg 
Frederick  G.  W.  Guggenbuhl 
Margot  Hoffman 
Ignat  ius  J.  LaRosa 
William  LaVine 
Jacob  I.  Lamstein 
Henry  Richard  Maar 
Samuel  Margolin 
Morton  Robert  Milsner 
Raphael  W.  Ollenstein 
Walter  Salmore 
Morris  Sonberg 
William  R.  Wasserman 
Philip  Weisbcrg 
Samuel  J.  Weitzen 
Broome 

John  Butler  Burns 
Henry  Rapaport 
Henry  L.  Tobin 
Cattaraugus 

Howard  Lester  Stoll 
Chautauqua 
Ann  Emily  F.  Florsheim 
Walter  Pasichniak 
Calvin  C.  Torrance 
Donald  D.  Trantum 
Dutchess 

George  Frederic  Etling 
Louis  W.  Stoller 
Erie 

Edmond  A.  Biniszkiewicz 
Thelma  Brock 
John  Burke 

Matthew  Joseph  Callanan 
Wade  Bishop  Ellis 
E.  L.  Fronczak-Bukowska 
Richard  M.  Gardner 
Martin  L.  Gerstner 
Vincent  Aloysius  Hawro 
Louis  Judelsohn 
Walter  F.  King 
John  D.  Naples 
Benjamin  J.  Ollodart 
Theodore  Parfanowicz 
Joseph  Anthony  Schultz 


Thomas  Joseph  Serio 
George  Lawrence  Sheehan 
Harry  Spiegelman 
Joseph  Siegfried  Stern 
Helen  Gertrude  Walker 
Franklin 

Francis  Xavier  Ipolyi 
Fulton 

Robert  S.  Kunkel 
Greene 

Kenneth  Francis  Bott 
Kings 

Bernard  Benjamin 
Melvyn  Berlind 
Joseph  Berte 
Harry  Bloch 
Herman  Bolker 
Samuel  Herbert  Bumble 
Morris  Harris  Cohan 
Raphael  Joseph  DiNapoli 
Samuel  Diamond 
Armando  Gatto  Favazza 
Jacob  Feldman 
Nathan  Milton  Fenichel 
Sidney  Clinton  Freund 
Bernard  Friedman 
Irving  George  Fuhr 
Anthony  L.  Giardina 
Nathan  N.  Ginsberg 
Theodore  H.  Grundfast 
Leo  A.  Harrington 
Abraham  H.  Heinrich 
Lewis  Jacob  Herold 
Anna  Kagan 
Alexander  Karetzky 
Morris  Katcher 
Israel  Kaufman 
Abraham  I.  Kleinman 
Arthur  J.  Lapovsky 
Benjamin  S.  Levine 
Harry  Samuel  Lichtman 
David  Lieberman 
William  Lieberman 
Milton  Roland  Louria 
Kenneth  H.  MacGregor 
Gustav  Machuf 
Anthony  V.  Mazzara 
Nathaniel  G.  Meltzer 
David  Merksamer 
David  A.  Meyer 
David  Mezz 
Jacob  B.  Ostroff 
Samuel  Pearl 
Oscar  C.  Posner 
Daniel  Edward  Quinlan 
Robert  Israel  Rubinstein 
Israel  L.  Schmierer 
Solomon  Schneider 
Joseph  Sam  Silverberg 
Irving  Silverman 
Seymour  Harry  Silvers 
Simon  Smelensky 
Harry  Sonnenschein 
Samuel  Steigbigel 
Morris  Steiner 
Oscar  Shea  Stern 
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H.  Egon  Susbac 
Nathan  Thaler 
Arthur  A.  Weinberg 
Harry  B.  Weseley 
Mvron  Ludomir  Zarycky 

I.  Charles  Zuckerman 
Livingston 

Walter  Keller 
Monroe 

George  R.  Bodon 
Floyd  Clarence  Bratt 
Fred  William  Geib 
Emil  S.  Goodyear 
Roy  Frederick  Herrman 
William  I.  Levinstein 
Ovid  A.  Pearson 
Daniel  Bailey  Peller 
Nassau 

Eben  Breed 
Lionel  A.  Canaan 
John  DiNoto 
Louis  Jack  Gelber 
Vincent  J.  Governale 
William  Kaplan 
Armand  E.  Rainville 
Max  Shenberg 
David  Siegel 
Lyon  Steine 
Frank  Vincent  Yannelli 
Max  Zuger 
New  York 
Ernest  V.  Altman 
Anthony  J.  Barranco 
Frank  A.  Bassen 
Arpad  Benedig 
David  Beres 
Louis  H.  Berk 
Harold  Whaley  Brown 
Con  Amore  V.  Burt 
John  V.  DePasquale 
Arnold  Eisendorfer 
Arthur  R.  Everett 
Bluma  T.  Feldman 
Eugene  Alfred  Fierro 
Charles  Albert  Flood 
William  Alden  Gardner 
Samuel  Thomas  Glasser 
Milton  Howard  Goolde 
Sidney  M.  Gfeenberg 
Sidney  William  Gross 
Benjamin  Joseph  Gtuskin 
William  Spencer  Gurnee 
Paul  Frederick  A.  Hoefer 
Thomas  Irving  Hoen 
Robert  Sherman  Hotchkiss 
Maurice  Husik 
David  John  Impastato 
Samuel  F.  Jenkins 
Daniel  H.  Kamen 
James  H.  Kidder 
Milton  Kissin 
Broino  Kiveloff 
Emory  Klein 
Samuel  H.  Klein 
Alfred  Koerner 
Vito  LaRocca 


Arnold  Leo  Lieherman 
Benjamin  Bernard  Levine 
Giorgio  Lolli 
Hirseh  Marks 
Ade  Thomas  Milhorat 
John  Raymund  Murphy 
Robert  Louis  Nach 
Bela  Andreas  Nyari 
Luis  Rott  Perelman 
Raymond  Louis  Pfeiffer 
Norman  P.  Pleshette 
Gerald  Hilary  Pratt 
Samuel  Ratowsky 
Leo  Paul  Rackford 
Alvin  Albert  Schaye 
Lewis  Alfred  Scheuer 
Benjamin  Marvyn  Shalette 
Louis  Julius  Suffer 
Hamilin  A.  Starks 
Israel  Steinberg 
Henry  Stern 
Leo  Stone 

Abraham  Bernard  Susman 
Charles  J.  Sutro 
Gustawa  Dulcis  Szper 
T.  Campbell  Thompson 
Robert  Turell 
Frank  A.  Vesey 
David  Weiss 
Benjamin  B.  Wetchler 
Marjorie  A.  Wheatley 
Frederick  Ziman 
Frederick  T.  Zimmerman 
Wolf  Zukerman 
Niagara 

Edward  Francis  Dodge 
Frederick  Arnold  Lowe 
Oneida 

Newton  John  T.  Bigelow 
Hans  A.  W.  Kotrnetz 
David  R.  Rosendale 
Onondaga 

Samuel  Belkowitz 
Catherine  Dwinelle  Bentley 
Wendell  Virgil  Brown 
Nathan  Norman  Cohen 
Jesse  Louis  Serby 
Irving  Swartz 
Ontario 

Henry  Buxbaum 
Orange 

Morris  Thomas  Eissner 
Benjamin  H.  Finklestein 
James  W.  Walton 
Queens 

Julius  Blankfein 
Abraham  Joseph  Block 
Abraham  Bohrer 
Joseph  Eurben  Brodie 
Gustavo  Cardelle 
Susanne  Faust  Forrest 
Max  Friedman 
Arnold  Samuel  Gradinger 
Aleksander  Grudzinsky 
Layman  R.  Harrison 
Jeno  Hartmann 
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Frank  Manley  Higginson 
Murray  Kalkin 
Philip  L.  Kaye 
Gustin  Thomas  Kiffriey 
Harry  Konterwitz 
Samuel  Benjamin  Levy 
Hyman  Charles  Lyons 
Benjamin  Palmer  Malerha 
Aaron  H.  Meister 
Peter  John  Milazzo 
Joseph  Samuel  A.  Miller 
Saul  Miller 
Jacob  Moore 
Attilio  Jack  Morpurgo 
Nathan  Evans  Ross 
Eli  W.  Sachs 
Irving  B.  Safferstone 
Arthur  Schneller 
William  I.  Sheinfeld 
William  Stark 
Joseph  Stein 
Kaethe  D.  Stern 
Fred  Morris  Weiss 
Rensselaer 

Francis  James  Fagan 
Sherman  William  Mcllmoyl 
Richmond 

Walter  T.  Heldmann 
Rockland 

Sylvester  Richard  Daly 
Saratoga 

Malcolm  James  Magovern 
Schenectady 

Ralph  James  Hotchkiss 
Hendrik  M.  Rozendaal 
Schoharie 

Ward  L.  Oliver 
Steuben 

Coburn  A.  L.  Campbell 
Donald  Gleason  Purple 
Ralph  F.  Traver 
James  Isadore  Yanick 
Suffolk 

Constance  Murray  Barwise 
William  Jerome  Broder 
Hubert  Sutton  Bush 
Reuben  Cares 
James  Francis  D.  Wolf 


Milton  B.  Filberbaum 
Morris  L.  Greenman 
Ralph  K.  Hoch 
Aaron  Klibanski 
Robert  Lucien  McCollom 
Leon  Schultz 
George  Morris  Stroll 
Joseph  G.  Welling 
Ulster 

Virgil  B.  DeWitt 
Lester  A.  Sonking 
Wayne 

Murray  Bergman 
Charles  Leonard  Steyaart 
Westchester 

Irving  Harris  Beckwith 
George  A.  Bullwinkel 
Raymond  Kimmich  Bush 
Berthold  R.  Comeau 
Louis  Marius  D’Esopo 
Dominic  J.  Dell  Aquila 
Bernard  Joseph  Gioffre 
Clarence  Clifton  Hare 
Leonard  Wood  Haynes 
Carl  Oswell  Vrooman 
Morris  M.  Woodrow 
Yates 

Glenn  Charles  Hatch 
Gertrude  M.  Shults 

Introduction  of  Guests 

. . . Speaker  Shanaphy  introduced  the  following  guests 
who  addressed  the  House  and  were  applauded.  . . 

Peter  Albright,  M.D.,  President,  Vermont  State  Medical 
Society 

Alfred  A.  Alessi,  M.D.,  President-Elect,  Medical  Society 
of  New  Jersey 

Pete  Bixby,  M.D.,  Vice-President,  Massachusetts 
Medical  Society 

Douglas  R.  Hill,  M.D.,  Past-President,  Maine  Medical 
Association 

John  B.  Lovette,  M.D.,  President-Elect,  Pennsylvania 
Medical  Society 

Introduction  of  Past  Presidents 

. . . Speaker  Shanaphy  introduced  the  following  Past 
Presidents  who  were  in  the  House:  James  M.  Blake,  Lynn 
R.  Callin,  George  L.  Collins,  Jr.,  Ralph  S.  Emerson,  Henry 
I.  Fineberg,  Walter  T.  Heldmann,  Edward  Siegel,  and 
Walter  Scott  Walls. 
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HOUSE  COMMITTEE  ON  BYLAWS 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  House  Committee  on  Bylaws  consists  of  the  fol- 


lowing members: 

Allison  B.  Landolt,  M I).,  Chairman  . . . Westchester 

Frank  Bolgan,  M.D Erie 

Stanley  B. Chapman,  M l) Steuben 

G.  Kehmi  Denton,  M.I) Albany 

Joseph  R.  Fontanetta,  M.I) Kings 

♦Keith  0.  Guthrie,  Jr.,  M.I) New  York 

George  Lim,  M.D Oneida 

Henry  Marshall,  M.D Chemung 

Robert  A.  Mayers,  M.D Westchester 

Daniel  F.  O’Keeffe,  M.D Warren 

Milton  Rosenberg,  M.D Suffolk 


Carl  Goldmark,  Jr.,  M.I).,  President,  ex  officio 

New  York 

Bernard  J.  Risani,  M.I).,  Secretary,  ex  officio 

New  York 

Joseph  F.  Shanaphy,  M.I).,  Speaker,  ex  officio 

Richmond 

Richard  I).  Eberle,  M l).,  Vice-Speaker,  ex  officio  . . . 

Onondaga 

The  House  Committee  on  Bylaws  has  met  on  three  oc- 
casions since  the  1977  session  of  the  House  of  Delegates; 

on  April  5,  1978,  May  18,  1978,  and  again  on  June  7, 
1978. 

In  all,  fourteen  resolutions  asking  for  amendments  to  the 
Bylaws  were  referred  to  the  committee  for  consider- 
ation. 

The  following  actions  were  taken  with  respect  to  the 
resolutions  referred  to  this  committee. 


Resolution  76-2,  County  Medical  Society  Member- 
ship Categories 

Introduced  by  Ralph  M.  Schwartz,  M.I).,  Councilor. 

Whereas,  Under  the  existing  Bylaws  provisions 
county  medical  societies  are  permitted  to  create  what- 
ever categories  of  county  membership  they  wish,  so  long 
as  no  category  contravenes  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York;  and 

Whereas,  The  result  has  been  a proliferation  of  vari- 
ous categories  of  membership  at  the  local  county  society 
level;  and 

Whereas,  The  classes  of  membership  so  created  do  not 
necessarily  have  any  relationship  with  membership 
classes  created  in  other  counties  or  by  the  Medical  So- 
ciety of  the  State  of  New  York;  and 

Whereas,  The  result  of  this  situation  has  been  that 
many  physicians  who  formerly  had  been  carried  on  the 
rolls  of  the  State  Society  as  active  members,  since  that 
was  the  only  means  by  which  they  could  likewise  retain 
their  county  medical  society  membership,  now  become 
aware  of  the  fact  that  a new  county  medical  society 
membership  category  would  permit  them  to  resign  from 


f Deceased 


membership  in  the  State  Society  while  retaining  their 
county  medical  society  affiliation;  and 

Whereas,  Such  a policy,  if  it  became  widespread  could 
result  in  a mass  exodus  of  members  from  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  so  as  to  preclude  any 
possibility  that  a category  of  membership  could  be 
created  whereby  members  would  not  be  required  to  be- 
come dues  paying  members  of  the  State  Society  unless 
such  a category  first  receives  the  approval  of  the  Medical 
Society  of  the  State  of  New  York;  and  be  it  further, 
Resolved,  That  Article  XVIII,  Section  2,  paragraph 
1 of  the  Bylaws  of  the  Medical  Society  be  amended  to 
add  a new  sentence  following  the  first  sentence  to  read 
as  follows: 

However,  no  county  medical  society  shall  be 
permitted  to  create  any  new  category  of  member- 
ship until  such  category  has  been  approved  by  the 
Medical  Society  of  the  State  of  New  York. 


This  resolution  was  referred  to  the  committee  for  re- 
consideration. The  committee  is  in  agreement  with  the 
intent  of  this  resolution,  but  concludes  that  it  only  would 
be  a restatement  of  what  is  already  provided  in  the  Bylaws. 
Under  Article  XVIII,  Section  6,  a procedure  exists  which 
enables  the  Medical  Society  of  the  State  of  New  York  to 
be  informed  as  to  whether  any  county  society  membership 
category  conflicts  with  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York. 

The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  76-2. 

. . . The  House  voted  to  NOT  ADOPT  Resolution  76-2. 

Resolution  76-SI,  Change  in  Name  of  the  Council  of 
the  Medical  Society  of  the  State  of  New  York  to  the 
Executive  Committee  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  Individual.. 

Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York  has  been  designated  pursuant  to 
Article  IV  of  the  Bylaws  as  the  policy  making  body  of  the 
Medical  Society  of  the  State  of  New  York  when  the 
House  of  Delegates  is  not  in  session;  and 

Whereas,  Although  all  of  its  actions  between  meetings 
of  the  House  of  Delegates  are  decisive  and  final,  these 
are  subject  to  review  by  the  House  of  Delegates  which 
has  the  authority  to  rescind  any  and  all  actions  of  the 
Council;  and 

Whereas,  The  Council,  therefore,  is  in  fact  the  Exec- 
utive Committee  of  the  House  of  Delegates  and  functions 
thereas;  and 

Whereas,  The  Not-For-Profit  Corporation  Law  is  the 
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New  York  State  statute  which  governs  the  actions  of 
corporations  such  as  medical  societies,  and  this  statute 
makes  reference  throughout  to  executive  committees 
and  their  functions;  and 

Whereas,  It  would  be  more  appropriate  and  less 
confusing  if  this  body  were  given  its  proper  designation; 
therefore  he  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  to  change  the  des- 
ignation from  “Council”  to  “Executive  Committee  of  the 
House  of  Delegates";  and  be  it  further 

Resolved,  That  these  Bylaws  be  changed  as  fol- 
lows: 

The  words  “Executive  Committee  of  the  House  of 
Delegates”  should  be  substituted  for  the  word  “Council" 
wherever  it  appears; 

The  words  "member  of  the  Executive  Committee  of 
the  House  of  Delegates”  should  be  substituted  for  the 
word  “councilor”  wherever  it  appears;  and 

The  words  "members  of  the  Executive  Committee  of 
the  House  of  Delegates”  should  be  substituted  for  the 
word  “councilors”  wherever  it  appears. 

This  resolution  was  referred  back  to  this  committee  for 
reconsideration. 

While  the  committee  recognizes  that  the  Council  does 
in  fact  act  as  the  Executive  Committee  of  the  House  of 
Delegates,  the  committee  does  not  feel  that  it  is  necessary 
to  change  the  name  of  the  Council. 


The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  76-81. 

. . . The  House  voted  to  NOT  ADOPT  Resolution  76-81 


Resolution  76-56,  Eligibility  Requirements  for  Life 
Membership  Status 

Introduced  by  Joseph  J.  Kaufman,  M.D.,  Chairman,  Board 
of  Trustees. 

Whereas,  The  budgets  of  both  the  individual  county 
medical  societies  and  the  Medical  Society  of  the  State 
of  New  York  continues  to  increase  yearly  as  a result  of 
both  inflationary  pressures  and  the  increased  demands 
made  upon  the  county  societies  and  the  State  Society  to 
become  involved  in  new  projects;  and 

Whereas,  One  of  the  unfortunate  results  of  the  recent 
dues  increase  has  been  the  loss  of  a substant  ial  number 
of  members;  and 

Whereas,  The  loss  of  members  combined  with  the 
increased  numbers  of  members  applying  for  life  mem- 
bership status  have  contributed  to  the  present  budgetary 
crises;  and 

Whereas,  The  purpose  of  the  life  membership  cate- 
gory was  to  permit  those  physicians  who  have  supported 
their  medical  societies  for  many  years  and  have  now 
reached  the  age  where  they  wish  to  completely  retire 
from  active  practice  to  retain  the  benefits  of  society 
membership  without  the  financial  burden  associated 
with  the  payment  of  dues;  and 

Whereas,  It  is  becoming  increasingly  obvious  that 
many  physicians  who  reach  the  age  of  seventy  years  do 
not  retire  completely  f rom  active  practice;  therefore  be 
it 


Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  to  permit  those 
physicians  who  do  retire  completely  from  active  practice 
at  age  seventy  to  apply  for  life  membership  status  while 
requiring  those  physicians  who  elect  to  continue  their 
active  practice  past  the  age  of  seventy  to  remain  active 
members  until  such  time  as  they  reach  the  age  of  sev- 
enty-five; and  be  it  further, 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  also  be  amended  to  require  the 
physician  member  applying  for  life  membership  status 
to  have  been  a member  for  the  ten  consecutive  years 
immediately  preceding  his  application;  and  be  it  fur- 
ther 

Resolved,  That  in  order  to  effectuate  these  changes, 
Article  II,  Section  1,  paragraph  6 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  should  be 
amended  to  read  as  follows: 

An  active  member  in  good  standing  who  has 
completely  withdrawn  from  the  active  practice  of 
medicine  and  who  has  been  a member  in  good 
standing  for  the  ten  consecutive  years  prior  to  the 
attainment  of  the  age  of  seventy  years  or  an  active 
member  in  good  standing  who  continues  the  active 
practice  of  medicine  and  who  has  been  a member 
in  good  standing  for  the  ten  consecutive  years  prior 
to  the  attainment  of  the  age  of  seventy-five  years, 
or  an  active  member  in  good  standing  for  ten  con- 
secutive years  or  more  who  is  permanently  disabled, 
may  apply  for  life  membership.  The  House  of 
Delegates  or  the  Council  may  waive  the  ten  con- 
secutive year  requirement  in  a proper  case  where 
there  appears  to  be  extenuating  circumstances  such 
as  illness.  He  shall  apply  for  such  life  membership 
to  the  component  county  medical  society  of  which 
he  is  a member.  His  application  shall  be  governed 
by  the  constitution  and  bylaws  of  the  component 
county  medical  society  relative  to  active  member- 
ship. 

This  resolution  was  referred  to  the  committee  for  re- 
consideration. 

After  listening  to  testimony  and  studying  the  resolution, 
the  committee  voted  to  amend  Resolution  76-56  as  fol- 
lows: 

Amend  the  third  Resolved  by  deleting  the  words  “ten 
consecutive  year  requirement”  and  inserting  the  word 
“requirements”  in  lines  17  and  18  of  the  above  third  Re- 
solved; and  deleting  the  words  “such  as  illness”  in  lines  19 
and  20  of  the  third  Resolved.  The  sentence  would  now 
read  as  follows:  “The  House  of  Delegates  or  the  Council 
may  waive  the  requirements  in  a proper  case  where  there 
appear  to  be  extenuating  circumstances.  Article  II,  Sec- 
tion 1,  paragraph  6 would  then  read  as  follows: 

An  active  member  in  good  standing  who  has  com- 
pletely withdrawn  from  the  active  practice  of  medicine 
and  who  has  been  a member  in  good  standing  for  the 
ten  consecutive  years  prior  to  the  attainment  of  the  age 
of  seventy  years  or  an  active  member  in  good  standing 
who  continues  the  active  practice  of  medicine  and  who 
has  been  a member  in  good  standing  for  the  ten  consec- 
utive years  prior  to  the  attainment  of  the  age  of  sev- 
enty-five years,  or  an  active  member  in  good  standing 
for  ten  consecutive  years  or  more  who  is  permanently 
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disabled,  may  apply  for  life  membership.  The  House 
of  Delegates  or  the  Council  may  waive  the  require- 
ments in  a proper  case  where  there  appear  to  be  exten 
uating  circumstances.  He  shall  apply  for  such  lile 
membership  to  the  component  county  medical  society 
of  which  he  is  a member.  His  application  shall  be  gov- 
erned by  the  constitution  and  bylaws  of  the  component 
county  medical  society  relative  to  active  membership. 


Because  the  House  of  Delegates  or  the  Council  may 
waive  any  requirements  where  the  proper  circumstances 
exist,  the  committee  feels  that  this  resolution,  as  amended, 
offers  a fair  solution  to  the  problem  of  increased  numbers 
of  members  applying  for  life  membership  by  offering  re- 
alistic requirements  for  life  membership  status. 

The  committee,  therefore,  recommends  APPROVAL 
of  Resolution  76-56,  as  AMEN  DPI). 

. . . The  House  voted  to  ADOPT  Resolution  76-56  as 

AMENDED  . 


Resolution  77-2,  Attendance  of  American  Medical 
Association  Meetings  by  the  Immediate  Past-Presi- 
dent of  the  Medical  Society  of  the  State  of  New 
York 

Introduced  by  Westchester  County  Medical  Society. 

Whereas,  The  immediate  past -president  is  a member 
of  the  Council,  with  voice  and  vote,  and  a full  participant 
in  all  deliberations  pertaining  to  State  and  national 
concerns;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  V,  Section  2 of  the  Bylaws  to 
add  a new  paragraph  and  subtitle  to  follow  the  para- 
graph under  the  subtitle  “Vice-President”  to  read  as 
follows: 

Immediate  Past-President 

The  immediate  past-president  shall  attend  all 
meetings  of  the  House  of  Delegates  of  the  American 
Medical  Association. 

Fiscal  Note:  $1000  - $1500  per  year. 


and 

Resolution  77-4,  Attendance  of  American  Medical 
Association  Meetings  by  the  Vice-President  of  the 
Medical  Society  of  the  State  of  New  York 

Introduced  by  Westchester  County  Medical  Society. 

Whereas,  The  vice-president  shall  perform  the  duties 
of  the  president  in  the  latter's  absence;  and 

Whereas,  The  vice-president  has  the  same  responsi- 
bilities as  the  president  in  the  latter’s  absence;  and 
Whereas,  The  president,  president-elect,  and  secre- 
tary attend  all  meetings  of  the  House  of  Delegates  of  the 
American  Medical  Association,  by  direction  of  the  By- 
laws of  this  Society;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  V,  Section  2,  paragraph 
“Vice-President”  of  the  Bylaws  by  the  addition  of  the 
following  third  sentence: 


“The  vice-president  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion.” 

Fiscal  Note:  $1000  $1500  per  year. 

Because  of  the  similarity  of  content,  the  committee  re- 
viewed Resolutions  77-2  and  77-4  at  the  same  time. 

The  committee  feels  that  it  would  not  be  productive  to 
send  the  immediate  past -president  to  the  AMA  meetings 
because  he  would  attend  without  voice  or  vote.  Under  the 
Bylaws,  the  vice-president  would  automatically  attend  the 
AMA  meetings  if  the  president  was  unable  to  attend.  As 
in  the  case  of  the  immediate  past  president,  the  vice- 
president  would  attend  without  voice  or  vote. 

1'he  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolutions  77-2  and  77-4. 

. . . The  House  voted  to  NOT  ADOPT  Resolutions  77-2 
and  77-4,  voting  on  each  resolution  separately.  . . 

Resolution  77-5,  Requirement  of  Licensure  for 
Membership  in  the  Medical  Society  of  the  State  of 
New  York 

Introduced  by  Ralph  M.  Schwartz,  M.D.,  Councilor. 

Whereas,  Mandatory  licensure  requirements  are  not 
uniform  with  respect  to  all  the  county  medical  societies 
in  this  State,  and  have  not  been  uniform  for  many  years; 
and 

Whereas,  The  Council  Committee  on  Constitutions 
and  Bylaws  is  of  the  opinion  that  the  present  climate  in 
Albany  would  appear  to  be  in  favor  of  continuing  med- 
ical education  as  a prerequisite  to  reregistration;  and 
Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  committed  itself  to  the  concept  of  continuing 
medical  education;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  so  as  to  require  that 
a physician  who  applies  for  membership  in  the  Medical 
Society  of  the  State  of  New-  York  must  hold  a valid  New 
York  State  license;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II.  Section  1,  paragraph  2 of  the 
Bylaws  by  the  addition  of  the  following  phrase  at  the  end 
of  the  paragraph:  “and  who  are  licensed  by  the  State 
of  New  York  to  practice  medicine.”  Article  II,  Section 
1,  paragraph  2 would  then  read  as  follows: 

Active  membership  shall  be  limited  to  graduates  of 
recognized  medical  or  osteopathic  schools  who  have 
completed  not  less  than  four  satisfactory  years  of  at 
least  eight  months  each,  or  the  equivalent,  in  a medical 
or  osteopathic  school  in  the  United  States  of  America 
or  Canada  registered  as  maintaining  at  the  time  a 
standard  satisfactory  to  the  medical  or  osteopathic- 
licensing  authorities  of  the  State  of  New  York,  or  in 
a medical  or  osteopathic  school  in  a foreign  country 
maintaining  a standard  not  lower  than  that  prescribed 
for  medical  schools  in  this  State,  and  who  are  licensed 
by  the  State  of  New  York  to  practice  medicine, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  local  county  medical  societies  to 
amend  their  constitutions  and/or  bylaws  so  as  to  make 
them  conform  to  the  spirit  and  intent  of  this  resolu- 
tion. 
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and 


Resolution  77-6,  Requirement  of  New  York  State 
Licensure  for  Membership  in  the  Medical  Society  of 
the  State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of  Kings. 
Whereas,  A poll  of  county  medical  societies  in  the 
State  reveals  that  the  majority  require  New  York  State 
licensure  for  membership*;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  do  not  require  such  licensure;  and 
Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  and  its  component  societies  should 
not  conflict;  therefore  he  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  he  amended  to  provide  that  ap- 
plicants be  required  to  hold  a New  York  State  license  in 
order  to  be  eligible  for  membership;  and  he  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1 , paragraph  2 of  the 
Bylaws  by  the  addition  of  the  following  phrase  at  the  end 
of  paragraph  2:  “and  who  are  licensed  by  the  State  of 
New  York  to  practice  medicine.”  Article  II,  Section  1, 
paragraph  2 would  then  read  as  follows: 

Active  membership  shall  he  limited  to  graduates  of 
recognized  medical  or  osteopathic  schools  who  have 
completed  not  less  than  four  satisfactory  years  of  at 
least  eight  months  each,  or  the  equivalent,  in  a medical 
or  osteopathic  school  in  the  United  States  of  America 
or  Canada  registered  as  maintaining  at  the  time  a 
standard  satisfactory  to  the  medical  or  osteopathic 
licensing  authorities  of  the  State  New  York,  or  in  a 
medical  or  osteopathic  school  in  a foreign  country 
maintaining  a standard  not  lower  than  that  prescribed 
for  medical  schools  in  this  State,  and  who  are  licensed 
by  the  State  of  New  York  to  practice  medicine. 

* The  following  county  medical  societies  replied  to  the 
poll  taken  by  the  Medical  Society  of  the  County  of 
Kings: 

Licensure  Required 
Albany 
Bronx 
Chemung 
Genesee 
■Jefferson 
Kings 
Nassau 
Niagara 
Onondaga 
Orleans 
Queens 
Richmond 
Rockland 
Schenectady 
Steuben 
Westchester 

* Changed  at  Medical  Society 
of  the  State  of  New  York 
request. 

**  Not  in  Bylaws,  hut  do  not 
accept  if  not  licensed. 


Because  of  the  similarity  of  content,  the  committee  re- 
viewed Resolutions  77-5  and  77-6  at  the  same  time. 

After  a thorough  discussion  of  these  resolutions,  the 
committee  decided  that  mandatory  licensure  requirements 
with  respect  to  all  county  medical  societies  should  be  uni- 
form. As  reported  by  Mr.  Ernest  T.  Mattison,  Director, 
Division  of  Computer  Systems  and  Services,  at  the  present 
time  there  are  no  members  of  the  State  Society  who  are  not 
licensed  by  the  State  of  New  York.  The  committee  feels 
that  required  licensure  is  consistent  with  the  Medical  So- 
ciety of  the  State  of  New  York’s  commitment  to  the  con- 
cept of  continuing  medical  education. 

The  committee,  therefore,  by  a vote  of  4 to  3,  recom- 
mends APPROVAL  of  Resolutions  77-5  and  77-6. 

. . . The  House  REFERRED  Rolutions  77-5  and  77-6 
back  to  the  House  Committee  on  Bylaws  . . . 

Resolution  77-7,  Retired  Membership 

Introduced  by  Nassau  County  Medical  Society. 

Whereas,  The  Nassau  County  Medical  Society  confers 
retired  membership  upon  physician  members  who  have 
been  in  good  standing  for  at  least  ten  consecutive  years 
and  who  are  retired  from  the  practice  of  medicine; 
and 

Whereas,  The  American  Medical  Association  can 
accommodate  this  type  of  membership  in  their  Bylaws; 
and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  no  such  membership;  and 

Whereas,  Retired  members  of  county  medical  so- 
cieties are  prevented  from  becoming  life  members  of  the 
Medical  Society  of  the  State  of  New  York  because  they 
are  not  resigned  in  good  standing  from  the  Medical  So- 
ciety of  the  State  of  New  York;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  should  be  amended  to  eliminate  this 
inequity;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1 of  the  Bylaws  by 
increasing  the  classes  of  membership  from  four  to  five, 
inserting  “retired”  after  “active”  and  re-lettering  the 
remaining  classes,  so  that  the  first  three  lines  would 
read: 

“The  Medical  Society  of  the  State  of  New  York  shall 
be  divided  into  five  classes:  (a)  active,  (b)  retired,  (c) 
life,  (d)  honorary,  and  (e)  student, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  further  amend  Article  II,  Section  1 by  in- 
serting a new  paragraph  after  paragraph  7 and  before 
paragraph  8,  which  would  read: 

Retired  membership  may  be  obtained  by  an  active 
member  of  the  Medical  Society  of  the  State  of  New 
York.  A physician  shall  be  eligible  for  this  class  of 
membership  if  he  has  retired  from  the  practice  of 
medicine  and  maintained  an  active  membership  in  the 
Medical  Society  of  the  State  of  New  York  for  at  least 
ten  consecutive  years.  This  class  of  membership  is 
available  to  retired  physicians  meeting  the  above  re- 
quirements whether  or  not  they  continue  to  reside  in 
the  State  of  New  York, 
and  be  it  further 


Licensure  Not  Required 
Broome* 

Cayuga* 

Delaware* 

Dutchess* 

Erie* 

Monroe* 

New  York* 

Orange** 

Otsego* 

Suffolk* 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  2 of  the  Bylaws  hy 
inserting  a new  paragraph  after  paragraph  2 and  before 
paragraph  It.  as  follows: 

Retired  members  shall  he  entitled  to  all  rights  and 
privileges  of  the  Medical  Society  of  the  State  of  New 
York,  except  the  right  to  vote  and  to  hold  office,  nor 
shall  they  have  any  right  or  title  to  any  property  of  the 
Medical  Society  of  the  State  of  New  York, 
and  he  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  XV,  paragraph  3 of  the  Bylaws 
by  inserting  the  word  “retired”  alter  the  word  “life"  in 
paragraph  3,  so  that  it  would  read: 

Life,  retired,  and  honorary  members  shall  not  be 
required  to  pay  dues  or  assessments  to  the  Medical 
Society  of  the  State  of  New  York. 


After  discussion,  the  committee  felt  that  this  resolu- 
tion was  duplicative  of  the  Life  Membership  Category. 
Under  existing  procedures,  a physician  retiring  before  TO 
can  attain  life  membership  under  the  proper  extenuating 
circumstances. 

The  committee  recommends  DISAPPROVAL  of 
Resolution  77-7. 

. . . The  House  voted  to  NOT  ADOPT  Resolution 
77-7 . . . 

Resolution  77-H,  Unified  Membership  in  the  Medical 
Society  of  the  State  of  New  York,  County  Medical 
Societies,  and  the  American  Medical  Association 
Introduced  by  James  M.  Blake,  M.D.,  Chairman,  Board 
of  Trustees. 

Whereas,  The  Medical  Society  of  the  State  of  New 
York,  its  component  medical  societies,  and  the  American 
Medical  Association  have  over  the  years  been  primarily 
involved  in  the  scientific  and  educational  affairs  of 
medicine;  and 

Whereas,  These  organized  societies  of  medicine  have 
more  recently  been  forced  by  government  at  the  Federal, 
State,  and  local  levels  to  become  more  responsive  to 
protecting  the  rights  of  the  individual  physician  and 
protecting  the  quality  of  medical  care  delivered  to  their 
patients;  and 

Whereas,  The  Comprehensive  Health  Planning  Act 
of  1974,  enacted  by  Congress,  is  similar  in  essentially  all 
aspects  to  the  British  Health  Service  as  revised  in  1974; 
and 

Whereas,  The  British  Health  Service  as  now  con- 
structed does  not  provide  medical  services  as  available 
to  the  people  of  the  United  States;  and 

Whereas,  By  the  standards  of  medical  care  in  the 
United  States,  the  British  Health  Service  provides  a 
program  of  mediocrity;  therefore,  in  order  to  protect  the 
individual  rights  of  the  physicians  of  New  York  and  of 
the  patients  they  serve;  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  proclaim: 


1.  That  the  physicians  of  the  State  of  New  York 
can  best  protect  such  individual  rights  by  unity  of 
intent  and  act  ion. 

2.  Determine  that  such  action  can  best  be  attained 
by  unified  membership  of  all  physicians  in  New  York 
in  MSS  NY,  its  component  medical  societies,  and  the 
American  Medical  Association. 

3.  That  MSSNY,  its  component  medical  societies, 
and  the  AMA  may  well  need  to  develop  or  become 
“union  activ  ists"  in  relation  to  government  and  other 
third  party  payors  for  medical  services,  in  order  to 
protect  these  rights  of  individual  physicians  and  their 
patients;  and  he  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  include  unified  membership  in  MSSNY,  its 
local  component  medical  societies  and  the  AMA  in  order 
to  carry  out  these  objectives;  and  be  it  further 

Resolved,  That  MSSNY  amend  its  Bylaws  in  order 
to  provide  for  such  unified  membership  as  quickly  as  can 
be  arranged. 

and 

Resolution  77-0,  Unified  Membership  with  the 
American  Medical  Association 

Introduced  by  Henry  B Marshall,  M I).,  as  an  Individu- 
al. 

Whereas,  Medical  practice  has  been  subjected  to  an 
avalanche  of  laws,  directives,  memoranda,  administra- 
tive rulings,  etc.,  at  all  levels  of  government,  both  State 
and  Federal;  and 

Whereas,  These  measures,  being  primarily  directed 
at  cost  containment,  have  little  or  no  regard  for  what  is 
best  for  the  patient;  and 

Whereas,  All  physicians  must  have  the  best  care  for 
their  patients  as  their  primary  concern;  and 

Whereas,  The  American  Medical  Association  is  the 
only  national  organization  with  the  proven  ability  to 
fight  for  those  principles,  which  will  improve  medical 
care  and  provide  legislative  leadership  to  that  end; 
and 

Whereas,  The  cost  of  providing  that  leadership  must 
be  equally  born  by  all  physicians;  and 

Whereas,  In  New  York  State  only  43  percent  of  our 
members  belong  to  the  AMA  and  consequently  are 
represented  by  only  14  delegates;  and 

Whereas,  If  all  members  of  this  State  Society  were 
also  members  of  the  American  Medical  Association  we 
would  have  33  delegates  to  provide  much  greater  direc- 
tion to  the  AMA  goals;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  approve  the  con- 
cept of  unified  membership  with  the  American  Medical 
Association;  and  be  it  further 

Resolved,  That  our  approval  be  referred  to  the  House 
Committee  on  Bylaws  to  formulate  the  necessary 
changes  for  submission  t ■ this  House  at  the  next  annual 
meeting. 


and 


Resolution  77-10,  Unified  Membership 

Introduced  by  Westchester  County  Medical  Society. 
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Whereas,  There  is  increasing  involvement  on  the  part 
of  government,  insurance  companies,  and  other  third 
party  payors  in  the  health  care  delivery  system;  and 
Whereas,  The  decisions  of  good  medical  practice, 
which  should  he  made  hv  physicians,  are  often  in- 
fluenced and  modified  by  nonmedical  personnel;  and 
Whereas,  Efforts  to  combat  such  dilution  of  good 
patient  care  can  only  he  affected  by  a strong  and  cohesive 
stance  on  the  part  of  organized  medical  associations; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  favoring  unified  membership 
with  our  parent  national  organization,  the  American 
Medical  Association;  and  he  it  further 

Resolved,  That  MSSNY  encourage  all  specialty  so- 
cieties in  the  State  of  New  York  to  qrge  their  member- 
ship to  unite  with  the  AMA  and  MSSNY. 


Because  of  the  similarity  of  content,  the  committee  re 
viewed  Resolutions  77-8,  77-9,  and  77-10  at  the  same 
time. 

After  a meeting  of  this  committee  on  April  5,  1978,  the 
chairman  of  this  committee  wrote  a memorandum  ad- 
dressed to  the  executive  directors  of  the  county  medical 
societies  to  request  a random  survey  of  the  membership 
concerning  the  issue.  Also,  the  chairman  enlisted  the  aid 
of  the  Auxiliary  to  the  Medical  Society  to  make  a random 
telephone  poll  of  members  in  various  parts  of  the  State. 

Because  the  returns  were  overwhelmingly  opposed  to 
unified  membership,  this  committee  recommends 
DISAPPROVAL  of  Resolutions  77-8,  77-9,  and  77-10. 

While  the  committee  recommends  DISAPPROVAL  of 
these  resolutions,  the  committee  does  encourage  and  en- 
dorse voluntary  membership  in  the  American  Medical 
Association. 

. . . The  House  voted  to  NOT  ADOPT  Resolutions  77-8, 
77-9,  and  77-10,  voting  on  each  resolution  separate- 
ly... 


Resolution  77-58,  Student  Representation  in  the 
House  of  Delegates 

Introduced  by  Medical  Student  Membership. 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  must  develop  a more  politically  aware  and  active 
membership  in  order  to  become  involved  with  the 
changes  posed  by  increasing  governmental  regulation 
of  the  medical  profession;  and 

Whereas,  The  enrollment  and  involvement  of  medical 
students  today  will  foster  a greater  commitment  to  the 
Medical  Society  of  the  State  of  New  York  in  the  future; 
and 

Whereas,  Students  would  be  more  willing  to  actively 
participate  in  the  Society  if  they  were  to  he  entitled  to 
voice  and  vote  in  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  in  proportion  to  their 
numbers;  t herefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  III,  Section  1,  paragraph  8 of 
the  Bylaws  by  deleting  the  words  “five  members,”  and 
changing  the  word  “delegate”  to  “delegates”  in  the 


second  sentence  of  the  paragraph;  by  the  addition  of  the 
following  sentence  after  the  second  sentence  of  the 
paragraph:  “The  Medical  Student  Membership  shall 
be  entitled  to  one  delegate  and  one  alternate  delegate 
and,  according  to  the  rolls  of  the  Medical  Society  of  the 
State  of  New  York,  two  months  prior  to  the  annual 
meeting,  one  additional  delegate  for  each  additional 
300  student  members.”  The  last  sentence  of  the  para- 
graph should  be  amended  by  changing  the  word  “dele- 
gate” to  “delegates.”  Article  III,  Section  1,  paragraph 
8 would  then  read  as  follows: 

The  student  members  of  each  medical  school  in 
New  York  State  shall,  at  least  sixty  days  prior  to  the 
annual  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  elect  two 
members  from  among  their  number  to  represent  them 
at  the  business  meeting  of  the  student  members  which 
shall  be  held  immediately  prior  to  the  convening  of  the 
House  of  Delegates.  At  such  meeting  the  represen- 
tatives shall  elect  a chairman,  vice-chairman,  secre- 
tary, delegates,  and  alternate  delegates.  The  Medical 
Student  Membership  shall  be  entitled  to  one  dele- 
gate and  one  alternate  delegate  and,  according  to  the 
rolls  of  the  Medical  Society  of  the  State  of  New 
York,  two  months  prior  to  the  annual  meeting,  one 
additional  delegate  for  each  additional  300  student 
members.  No  member  shall  hold  more  than  one 
such  office.  The  chairman,  vice-chairman,  and  sec- 
retary shall  conduct  the  business  meeting  and  the 
delegates  and  alternate  delegates  shall  represent  the 
student  members  at  the  first  annual  meeting  of  the 
House  of  Delegates  subsequent  to  their  designation. 

The  committee  recommends  amending  the  resolved 
portion  of  the  resolution  by  deleting  the  words  “two 
months”  and  inserting  the  words  “60  days”  on  line  10  of  the 
above  Resolved  portion;  by  deleting  the  words  “300  student 
members”  and  inserting  the  words  “400  student  members” 
on  lines  1 1 and  12  of  the  Resolved  portion;  and  by  the  ad- 
dition of  the  phrase  “up  to  a maximum  of  3 delegates”  on 
line  12.  Article  III,  Section  1,  paragraph  8 would  then  read 
as  follows: 

The  student  members  of  each  medical  school  in  New 
York  State  shall,  at  least  sixty  days  prior  to  the  annual 
meeting  of  the  House  of  Delegates  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  elect  two  members  from 
among  their  number  to  represent  them  at  the  business 
meeting  of  the  student  members  which  shall  be  held 
immediately  prior  to  the  convening  of  the  House  of 
Delegates.  At  such  meeting  the  representatives  shall 
elect  a chairman,  vice-chairman,  secretary,  delegates, 
and  alternate  delegates.  The  Medical  Student  Mem- 
bership shall  be  entitled  to  one  delegate  and  one  alter- 
nate delegate  and,  according  to  the  rolls  of  the  Medical 
Society  of  the  State  of  New  York,  sixty  days  prior  to 
the  annual  meeting,  one  additional  delegate  for  each 
additional  400  student,  members,  up  to  a maximum  of 
3 delegates.  No  member  shall  hold  more  than  one 
such  office.  The  chairman,  vice-chairman,  and  secre- 
tary shall  conduct  the  business  meeting  and  the  dele- 
gates and  alternate  delegates  shall  represent  the  stu- 
dent members  at  the  first  annual  meeting  of  the  House 
of  Delegates  subsequent  to  their  designation. 

After  considerable  discussion,  the  committee  urges 
added  effort  to  encourage  the  active  participation  by 
medical  students  in  the  deliberations  of  the  State  Society. 
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We  recognize  that  having  additional  student  delegates 
encourages  fuller  participation  by  student  delegates  in  the 
work  of  the  reference  committees.  The  committee  believes 
that  this  resolution,  as  amended,  represents  a lair  solution 
for  this  need. 


The  committee,  therefore,  recommends  APPROVAL 
of  Resolution  77-58,  as  AMENDED. 

. . . The  House  voted  to  ADOPT  Resolution  77-58  as 

AMENDED  . 


Resolution  77-1,  Direct  Election  of  Councilors  by 
District  Branches 

Introduced  by  Eighth  District  Branch. 


Whereas,  A 
egates  in  1975 
councilors  by 
recommended 
Whereas,  T 
mended  that  t 
allocated  as  fo 
District  1 

District  2 
District  3 8 
District  9 
therefore  be  it 


n ad  hoc  committee  of  the  House  of  Del- 
studied  the  matter  of  direct  election  of 
members  of  the  District  Branches,  and 
that  they  be  so  elected;  and 
he  ad  hoc  committee  to  that  end  recoin 
he  Council  be  increased  to  16  members. 
Hows: 

New  York  and  Richmond  3, 

Kings  1,  Queens  1,  Bronx  1. 

Nassau  I . Suffolk  I . 

1 councilor  each 

2 councilors. 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  1 of 
the  Bylaws  to  affect  direct  election  of  councilors  by 
District  Branches  by  deleting  the  number  “12"  and  in- 
serting the  number  “16";  deleting  the  words  “House  of 
Delegates"  and  inserting  the  phrase  “members  of  the 
district  branches  which  they  are  to  represent.”  Article 
IV,  Section  1,  paragraph  1 would  then  read  as  follows: 
The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
assistant  treasurer,  speaker,  vice-speaker,  chairman 
of  the  Board  of  Trustees  elected  by  the  House  of 
Delegates,  and  16  councilors  elected  by  members  of 
the  district  branches  which  they  are  to  represent, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV.  Section  1,  paragraph  3 of 
the  Bylaws  by  deleting  paragraph  3 and  substituting  the 
following: 

Starting  in  1979,  eight  new  councilors  shall  be 
elected,  of  which  two  shall  be  elected  by  the  counties 
of  New  York  and  Richmond,  one  shall  be  elected  from 
Bronx  County,  two  shall  be  elected  by  the  Second  and 
Ninth  District  Branches  combined  and  one  each  shall 
be  elected  by  the  Fourth,  Sixth,  and  Eighth  District 
Branches.  Of  the  two  councilors  elected  by  the 
counties  of  New  York  and  Richmond,  one  shall  be 
elected  for  a two  year  term  and  one  shall  be  elected  for 
a one  year  term.  In  1980,  five  councilors  shall  be 
elected;  two  shall  be  elected  by  the  Second  and  Ninth 
District  Branches  combined;  one  shall  be  elected  by 
the  Third  District  Branch;  one  councilor  shall  be 
elected  by  the  counties  of  New  York  and  Richmond 


and  one  councilor  by  the  County  of  Queens.  In  1981, 
five  councilors  shall  be  elected;  two  by  the  counties  ol 
New  York  and  Richmond  combined  and  one  councilor 
each  by  the  County  of  Kings  and  by  the  Fifth  and 
Seventh  District  Branches  In  1982,  six  councilors 
shall  be  elected;  two  by  the  Second  and  Ninth  District 
Branches  combined  and  one  councilor  each  by  Bronx 
County  and  by  the  Fourth,  Sixth,  and  Eighth  District 
Branches.  Thereafter,  councilors  shall  be  elected  by 
the  members  of  the  district  branches  as  the  term  of 
their  councilors  expire.  In  the  event  of  a vacancy,  a 
councilor  shall  be  elected  by  the  members  of  the  dis- 
trict branch  w hich  he  represents, 
and  be  it  further 

Resolved,  That  the  changes  affected  by  this  resolu- 
tion shall  take  effect  for  the  election  of  councilors  to  the 
Medical  Society  of  l he  State  of  New  York  which  is  held 
in  the  vear  1979. 


After  considerable  discussion,  it  is  the  opinion  of  the 
committee  that  direct  election  of  councilors  is  inappro- 
priate since  the  Council  serves  as  the  Executive  Committee 
of  the  House  of  Delegates,  which  is  the  policy  making  body 
of  the  Medical  Society  of  the  State  of  New  York 

The  Council  exercises  the  rights  and  duties  of  the  House 
of  Delegates  when  the  House  of  Delegates  is  not  in  session; 
yet  the  Council  must  remain  accountable  to  the  policies  set 
by  the  House  of  Delegates.  I Inder  our  Bylaws,  all  resolu- 
tions and  actions  of  the  Council  are  subject  to  review  by  the 
House  of  Delegates.  The  councilors  are  assigned  to  the 
specific  county  societies  to  act  as  liaison  for  the  Council. 
This  committee  feels  that  this  provides  for  accountability. 
The  committee  does  not  see  how  depriving  the  House  of 
Delegates  of  electing  twelve  of  its  officers  on  its  executive 
body  can  increase  accountability  ( The  balance  of  the 
voting  members  on  the  Council  consist  of  officers  and  the 
Chairman  of  the  Board  of  Trustees.) 

The  Bylaws  Committee  firmly  believes  in  our  present 
system  of  representative  democracy  I nder  our  present 
system,  each  component  county  medical  society  elects  its 
delegates  to  the  House  of  Delegates,  who  along  with  the 
officers,  councilors,  trustees,  delegates  from  the  district 
branches,  and  section  delegates,  comprise  the  policy 
making  body  of  the  Medical  Society  of  the  State  of  New 
York.  It  is  in  the  House  of  Delegates  where  the  local  in- 
terests may  come  together  for  the  purpose  of  formulating 
and  coordinating  Statewide  policies  and  objectives. 

The  Committee  recognizes  that  when  councilors  are 
elected,  there  must  be  a consideration  of  both  local  and 
Statewide  issues  and  objectives.  The  committee  feels  that 
the  only  body  of  the  Medical  Society  of  the  State  of  New 
York  capable  of  operating  in  such  a framework  is  the  House 
of  Delegates,  since  it  comprises  representatives  from  all 
parts  of  the  State.  The  House  of  Delegates,  therefore, 
when  it  holds  elections  for  councilors,  as  when  it  considers 
all  matters,  may  benefit  from  the  diverse  ideas  from  all 
areas,  which  in  turn  allows  for  full  discussion  and  consid- 
eration of  all  issues  in  the  selection  of  councilors.  'Phis  is 
not  possible  if  councilors  are  selected  by  nine  separate 
election  procedures  conducted  by  district  branches. 
Under  such  a system,  there  would  be  no  coordination  of 
objectives;  there  would  he  a limited  opportunity  for  a full 
discussion  of  all  the  issues,  both  State  and  local;  and  there 
would  only  be  increased  fragmentation.  Direct  election 
by  district  branches  may  result  in  the  election  of  people 
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who  do  not  represent  the  actual  majority  of  members.  One 
reason  cited  bv  the  proponents  of  direct  election  is  that 
local  interests  have  no  real  voice  in  the  Medical  Society  of 
the  State  of  New  York  since  the  House  of  Delegates  is  a 
mere  “rubber  stamp”  of  the  Council.  This  committee 
rejects  this  contention.  The  House  of  Delegates  has  the 
authority  to  review  all  actions  and  resolutions  of  the 
Council,  and  initiates  policy  to  be  followed  by  the  Coun- 
cil. 

The  committee  believes  that  any  delegate  who  feels  that 
the  House  of  Delegates  is  but  a mere  “rubber  stamp” 
misunderstands  the  nature  of  his  duties  and  responsibili- 
ties to  the  House  of  Delegates,  to  the  component  county 
society  that  he  represents,  and  to  the  Medical  Society  of 
the  State  of  New  York. 

The  committee  concurs  that  policies  be  developed  to 
increase  coordination  of  activities  between  the  Medical 
Society  of  the  State  of  New  York  and  its  component  county 
medical  societies.  Direct  election  of  councilors,  however, 
is  not  the  answer.  This  committee  strongly  supports  and 
believes  in  the  goals  of  the  Medical  Society  of  the  State  of 
New  York,  and  particularly  feels  the  overriding  objective, 
as  stated  in  Article  I of  the  Medical  Society  of  the  State  of 
New  York  Bylaws,  is  . . to  federate  into  one  organization 
the  medical  profession  of  the  State  of  New  York  ...  . 
This  committee  feels  that  direct  election  of  councilors  by 
district  branches  represents  a giant  departure  from  this 
stated  goal. 

Accordingly,  by  a vote  of  7 to  1,  this  committee  rec- 
ommends DISAPPROVAL  of  Resolution  77-1. 

(Dr.  Bolgan  voted  to  APPROVE  Resolution  77-1  and  has 
submitted  a Minority  Report  to  the  House  of  Delegates 
which  is  appended  hereto — Appendix  “A” — page  471) 

There  was  a motion  to  divide  Resolution  77-1  into  2 mo- 
tions— 

1.  Direct  Election  of  Councilors  by  District  Branches, 
and 

2.  Increase  in  the  Number  of  Councilors. 

The  Speaker  allowed  the  House  to  consider  each  pro- 
posal separately. 

. . . The  House  voted  to  NOT  ADOPT  the  portion  of 
Resolution  77-1  dealing  with — Direct  Election  of 
Councilors.  . . 

. . . The  House  voted  to  NOT  ADOPT  the  portion  of 
Resolution  77-1  dealing  with — Increase  in  the  Num- 
ber of  Councilors.  . . 

Resolution  77-11,  Number  and  Assignment  of  Coun- 
cilors 

Introduced  by  Westchester  County  Medic  al  Society. 

Whereas,  Direct  responsibility  and  assigned  repre- 
sentation to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  is  desirable;  and 

Whereas,  This  would  facilitate  better  communication 
and  unity  of  purpose  between  the  State  and  county 
medical  societies;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  1 of 
the  Bylaws  to  increase  the  number  of  councilors  from  12 
to  15,  rename  councilors  “district  councilors,”  and  elect 
5 alternate  councilors  to  provide  continuous  participa- 


tion and  insure  a fully  representative  quorum.  Article 
IV,  Sect  ion  1,  paragraph  1 would  be  amended  by  deleting 
the  words  “12  councilors”  and  substituting  the  words  “15 
district  councilors  and  3 alternate  councilors.”  Article 
IV,  Section  1,  paragraph  1 would  then  read  as  follows: 
The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
speaker,  vice-speaker,  chairman  of  the  Board  of 
Trustees  and  15  district  councilors  and  3 alternate 
councilors  elected  by  the  House  of  Delegates, 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  3 of 
the  Bylaws  to  elect  4 councilors  from  District  1, 1 coun- 
cilor from  each  of  the  other  Districts  (II  through  IX),  3 
councilors  at  large  and  3 alternate  councilors.  Article 
IV,  Section  1,  paragraph  3 would  be  amended  by  deleting 
the  word  “Four”  and  substituting  the  word  “Five”  and 
adding  the  words  “and  one  alternate  councilor”  in  the 
first  sentence  of  the  paragraph;  and  adding  the  following 
sentence  after  the  first  sentence:  “Alternate  councilors 
shall  have  voice  but  not  vote,  unless  a district  councilor 
is  absent,  in  which  case  the  alternate  councilor  shall  as- 
sume that  office  temporarily.”  Article  IV,  Section  1, 
paragraph  3 would  then  read  as  follows: 

Five  councilors  and  one  alternate  councilor  shall  be 
elected  annually  by  the  House  of  Delegates,  each  for 
a term  of  three  years.  Alternate  councilors  shall  have 
voice  but  not  vote,  unless  a district  councilor  is  absent, 
in  which  case  the  alternate  councilor  shall  assume  that 
office  temporarily.  In  the  event  of  a vacancy,  a 
councilor  shall  be  elected  by  the  Council  to  serve  until 
the  next  meeting  of  the  House  of  Delegates,  at  which 
time  the  House  of  Delegates  shall  elect  a councilor  to 
fill  the  unexpired  term. 

Fiscal  Note:  $2500  - $3000  per  year. 


APPENDIX  A ILLUSTRATION 
OF  ELECTIONS 


First  Year: 


2 councilors  from 

District  I 

1 councilor  from 

District  II 

1 councilor  from 

District  III 

1 councilor  from 

District  IV  or  at  large 

1 alternate  councilor  from 

District  I,  II,  or  III 

Second  year: 

1 councilor  from 

District  I 

1 councilor  from 

District  V 

1 councilor  from 

District  VI 

1 councilor  from 

District  VII 

1 councilor  from 

District  VIII  or  at  large 

1 alternate  councilor  from 

District  IV,  V,  or  VI 

Third  Year: 

1 councilor  from 

District  I 

1 councilor  from 

District  IX 

1 councilor  at  large 

District  IV 

1 councilor  at  large  or 

District  VIII 

1 alternate  councilor  from 

District  VII,  VIII,  or  IX 

470  New  York  State  Journal  of  Medicine/March  1979 


OR  any  reasonable  distribution  of  councilors  al- 
located fairiy  and  equitably  as  the  Nominating  Com- 
mittee sees  fit. 


The  committee  does  not  believe  that  increasing  the 
number  of  councilors  would  necessarily  increase  the  quality 
of  debate.  Not  only  would  the  increased  number  of 
councilors  and  alternate  councilors  provide  lor  an  unwieldy 
forum,  hut,  the  committee  is  concerned  that  it  would  also 
result  in  unnecessary  added  expense  with  small  benefit. 
Furthermore,  the  committee  concludes  that  it  is  not  in  the 
Society’s  best  interest  to  require  that  councilors  come  from 
the  district  to  which  they  are  assigned,  although  this  is  the 
usual  arrangement.  The  committee  teels  that  this  re- 
quirement only  “locks”  the  House  of  Delegates  into  a 
specific  course  which  can  only  decrease  the  amount  of 
flexibility  available  to  our  governing  body. 

The  committee,  therefore,  by  a vote  of  6 to  1,  recom- 
mends DISAPPROVAL  of  Resolution  77-3. 

(Dr.  Mayers  voted  to  recommend  APPROVAL  of  resolu- 
tion 77-3  and  reserves  the  right  to  be  recognized  to  speak 
in  favor  of  the  resolution.) 

. . . The  House  voted  to  NOT  ADOPT  Resolution  77-3 


Your  chairman  would  like  to  thank,  in  addition  to  the 
members  of  the  committee  and  the  physicians  who  testified 
before  it,  those  members  of  the  staff  who  have  greatly  aided 
the  work  of  this  committee;  J.  Richard  Burns,  J.D.,  General 
Counsel,  Donald  R.  Moy,  J.D.,  Staff  Attorney,  and  Mrs. 
•Joan  Grimm,  who  acted  as  recorder  and  secretary  for  this 
committee. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 

APPENDIX  “A” 

MINORITY  REPORT  ON  RESOLUTION  77-1 
MSSNY  HOUSE  COMMITTEE  ON  BY-LAWS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

This  minority  report,  signed  by  Frank  J.  Bolgan,  M.D., 
a member  of  the  House  Committee  on  By-Laws,  urges  this 
House  of  Delegates  to  disapprove  the  majority  report  on 
Resolution  77-1  and  to  adopt  the  By  Laws  amendments 
proposed  by  that  resolution. 

Over  the  years,  resolutions  similar  to  Resolution  77-1 
have  been  offered  to  this  House  by  several  of  the  County 
Medical  Societies  and  District  Branches.  Specifically, 
those  resolutions,  like  77-1,  called  for  the  direct  election 
of  members  of  the  Council  by  the  membership  itself. 


In  1974,  the  House  appointed  an  ad  hoc  committee  to 
study  methods  of  election  of  council  members.  This 
committee  was  headed  by  the  late  Edward  C.  Hughes, 
M.D.,  of  Syracuse.  Serving  on  the  Committee  were  John 
A.  Finkbeiner,  M.D.,  New  York,  John  G.  Hansen,  M.D., 
Suffolk,  Robert  A.  Meyers,  M.D.,  Westchester,  Henry  B. 
Marshall,  M.D.,  Chemung,  Robert  E.  Westlake,  M.D., 
Onondaga,  Walter  Scott  Walls,  M.D.,  Erie,  Lester  Tuch- 
man,  M.D.,  Queens,  G.  Rehmi  Denton,  M.D.,  Albany  and 
John  H.  Morton,  M.D.,  Monroe. 

In  March  1975,  in  a report  to  the  House,  the  Ad  Hoc 
Committee,  which  came  to  be  known  as  the  Hughes  Com- 
mittee, recommended  that  the  structure  of  MSSNY  be 
changed  to  provide  for  the  election  of  councilors  by  direct 
vote  of  the  membership.  Three  members  of  the  Ad  Hoc 
Committee  dissented  and  filed  a minority  report.  The 
House,  after  considering  both  reports  voted  overwhelm- 
ingly to  accept  the  majority  report  and  to  refer  the  report 
to  the  House  Committee  on  By  Laws  to  draft  by  law 
changes  to  effectuate  direct  election  of  councilors. 

The  following  year,  1976,  in  a report  to  the  House,  the 
Committee  on  By  Laws  submitted  the  requested  by  law 
changes  but  recommended  that  they  be  disapproved.  The 
House,  after  considerable  debate,  voted  137  to  89  to  adopt 
the  by  law  amendments  for  direct  election  of  councilors. 
Since  a two  thirds  vote  is  necessary  to  change  MSSNY  by 
laws,  the  matter  of  direct  election  of  councilors  lost  out  by 
a scant  14  votes. 

Resolution  77-1  now  before  us  affords  this  House  with 
still  another  opportunity  to  pass  on  the  long  overdue  and 
much  needed  direct  election  of  councilors.  This  minority 
report  recommends  that  Resolution  77-1  be  adopted,  and 
that  the  majority  report  on  the  resolution  be  disapproved. 
As  the  1976  vote  of  the  House  to  which  I alluded  earlier 
indicates,  there  is  considerable  grass  roots  support  for  di- 
rect election  of  councilors.  My  personal  view  is  that  there 
are  a number  of  overriding  reasons  why  this  House  should 
approve  Resolution  77-1.  They  are: 

1.  That  the  MSSNY  membership  as  a whole 
should  decide  through  representatives  which  they 
elect  directly,  who  should  run  the  State  Medical  Soci- 
ety. The  members  may  not  always  be  right,  but  they 
are  more  likely  to  be  right  than  any  group  of  hand- 
picked leaders. 

2.  The  members  should  be  allowed  to  participate 
in  a direct  way  in  the  government  of  the  State  Medical 
Society  thus  giving  them  through  their  directly  elected 
representatives  a direct  voice  in  making  the  political 
and  economic  decisions  that  affect  their  professional 
lives. 

3.  Direct  election  would  introduce  the  highly  desir- 
able principle  of  accountability  in  the  election  of  coun- 
cilors. Councilors  elected  by  the  membership  would 
owe  their  election,  and  would  be  more  responsive  to 
the  wishes  of  their  constituents  than  is  the  case  under 
the  present  system. 


Frank  J.  Bolgan,  M.D. 
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REPORTS  OF  OFFICERS 


PRESIDENT  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

As  I sit  down  to  write  my  annual  report,  and  review  the 
events  of  the  past  year,  many  emotions  crowd  into  the 
picture.  Foremost  is  a feeling  of  gratitude  to  you,  my  fel- 
low members,  for  the  great  honor  you  have  bestowed  upon 
me,  and  the  confidence  you  showed  in  my  ability  to  succeed 
in  the  task  assigned  to  me.  My  frustration  that  more  was 
not  accomplished,  and  my  despair  as  I realize  the  tre- 
mendous inroads  made  by  the  Federal  and  State  govern- 
ments into  our  way  of  practice  must  be  apparent.  If  these 
inroads  continue,  the  future  is  indeed  bleak. 

Years  ago  members  were  disbarred  from  our  Society 
because  of  blatant  advertising.  Today  the  government 
says  we  must  advertise  or  come  under  the  whip  of  the 
Federal  Trade  Commission.  Similarly,  we  must  make  our 
fees  known  with  a price  list  similar  to  the  fliers  seen  in  the 
supermarket  window.  No  longer  are  we  members  of  a 
revered  and  learned  profession,  but  merchants  in  the 
market  place.  I fear  that  soon  our  Medical  Society,  now 
almost  175  years  old,  will  become  a trade  union  and  gov- 
ernment intrusion  will  be  answered  with  strikes. 

Surely  this  is  not  our  path  as  I see  it,  but  we  must  fight 
government  intrusion  by  all  legal  means  available.  This 
past  year  we  have  taken  a few  toddling  steps  in  this  direc- 
tion, with  our  so  far  successful  suit  against  the  Health 
Department  on  the  Chapter  76  matter.  (See  below) 

Our  suit  on  the  No-Fault  bill,  passed  in  December  of 
1977,  is  another  example  of  our  reaction  to  government 
intrusion. 

Being  under  constant  assault  by  the  State  and  Federal 
governments,  it  is  imperative  that  we  have  some  say  in  the 
election  of  our  representatives  in  these  governments.  The 
institution  of  the  New  York  Medical  Political  Action 
Committee  NYMPAC  and  the  use  of  its  monies  should 
show  results  on  November  7th. 

There  should  be  concern  on  the  part  of  the  public,  as 
there  is  by  the  medical  profession,  for  the  imposition  of 
controls  which  are  severely  impacting  the  traditional 
physician-patient  relationship  by  restricting  freedom  of 
choice  by  patients,  and  by  the  indenturing  of  physicians. 
To  gain  legislative  modification  of  the  law,  a great  deal  of 
data  was  accumulated  by  MSSNY  which  established  the 
unreasonableness  of  the  Workers’  Compensation  Fee 
Schedule  when  compared  to  the  prevailing  usual,  cus- 
tomary, and  reasonable  fees.  Information  has  been 
gathered  to  assist  our  Society’s  on-going  suit  contesting  the 
legality  of  the  objectionable  features  in  the  law.  The  basic 
principle  involved  is  so  momentous  that  we  must  and  will 
continue  to  seek  relief  from  the  onerous  provisions  by  all 
legal  means. 

Workers’ Compensation  Board.  In  spite  of  vigorous 
efforts  by  the  Medical  Society  of  the  State  of  New  York  to 
obtain  an  overall  30%  increase  in  the  Workers’  Compen- 
sation Fee  Schedule,  effective  -July  1,  1977,  the  Workers’ 
Compensation  Board  Chairman  promulgated  a 13%  in- 
crease distributed  as  he  saw  fit  and  that  did  not  become 
effective  until  February  16,  1978.  This  increase  does  not 
keep  pace  with  either  the  soaring  cost  of  living  or  the  in- 
flation. We  must  continue  our  efforts  to  update  the  fee 


schedule  as  to  terminology,  relativity,  and  realistic  reim- 
bursements. 

The  Medical  Society  of  the  State  of  New  York  is  coop- 
erating in  a Workers’  Compensation  Board  effort  to  modify 
the  Workers’  Compensation  Law,  Rules,  and  Regulations 
designed  to  simplify  the  paper  work,  hasten  decisions  that 
affect  the  treatment  of  patients  and  the  payment  of  fees, 
and  to  make  insurance  carriers  more  responsive  to  the 
medical  needs  of  patients  covered  by  the  Workers’  Com- 
pensation Law.  Among  the  measures  being  considered  are 
the  imposition  of  interest  penalties  when  carriers  act  ar- 
bitrarily or  are  laggard  in  paying  physicians’  bills.  These 
very  commendable  efforts  by  the  Workers’  Compensation 
Board  Chairman  are  responsive  to  the  Medical  Society  of 
the  State  of  New  York’s  requests  for  changes  we  have 
sought  for  many  years. 

The  resignation  of  physicians  in  some  localities  from 
participation  in  the  Workers’  Compensation  program  has 
created  problems  of  patients  accessability  to  good  medical 
care.  Although  the  Medical  Society  of  the  State  of  New 
York  recognizes  the  justification  for  the  actions  taken  by 
the  involved  physicians,  its  position  is  that  medical  care 
must  be  available  to  all  patients  when  needed. 

The  Workers’  Compensation  Board  Chairman  is  insti- 
tuting a study  designed  to  establish  a basis  for  regionali- 
zation of  fees. 

The  State  government  in  Chapter  76  promulgated  re- 
quirements for  the  treatment  of  Medicaid  patients  that  the 
Medical  Society  of  the  State  of  New  York  considered  dis- 
criminatory and  in  violation  of  the  Medicaid  Law  ( 19).  We 
filed  suit  to  have  these  abrogated.  The  State  government, 
in  a consent  decree  approved  by  the  court,  agreed  not  to 
implement  these  measures  pending  reaching  an  agreement 
with  the  17  PSROs.  The  Medical  Society  of  the  State  of 
New  York  suspended  its  suit  and  hopes  that  the  Memo- 
randum of  Understanding  reached  by  the  PSROs  and  the 
State  government  will  not  require  its  reinstitution. 

The  Medical  Society  of  the  State  of  New  York  refused 
to  endorse  the  Premier  Physician  Care  Coverage  Plan, 
developed  by  the  Blue  Cross/Blue  Shield  of  Greater  New 
York,  primarily  because  of  its  discriminatory  provision 
when  a patient  selects  a nonparticipating  physician.  The 
plan  violates  the  basic  principle  we  uphold  that  patients 
shall  have  the  right  to  select  a physician  of  their  choice 
without  penalty. 

With  the  closures  of  departments  or  entire  hospitals  that 
have  occurred  or  are  imminent,  some  physicians  have  ex- 
perienced difficulty  in  obtaining  new  appointments.  The 
Medical  Society  of  the  State  of  New  York  has  sought, 
through  the  Hospital  Association  of  New  York  State  as  well 
as  individual  hospitals,  to  find  a solution  to  these  prob- 
lems. 

Through  its  Health  Systems  Agency  Coordinating 
Committee,  the  Medical  Society  of  the  State  of  New  York 
continues  to  seek  opportunities  for  the  greater  involve- 
ment, the  greater  representation  of  practicing  physicians. 
The  Medical  Society  of  the  State  of  New  York  has  con- 
tinued to  urge  physicians  to  become  actively  involved  in 
the  local  Health  Systems  Agency  program.  The  potential 
impact  of  Health  System  Agencies  on  the  Health  care  de- 
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livery  system,  the  welfare  of  patients,  and  the  mode  of 
practice  is  great.  The  knowledge  and  expertise  of  physi- 
cians should  be  utilized  so  that  constructive  decisions  are 
reached. 

We  have  been  involved  with  the  voluntary  cost  con- 
tainment effort  since  October  of  1977,  and  there  have  been 
some  progressive  developments  designed  to  achieve  prac- 
tical changes.  An  ad  hoc  committee  was  formed.  It  has 
met  with  representatives  of  hospitals  and  insurers  and 
plans  additional  contacts  with  employers  and  consum- 
ers. 

We  must  be  concerned  by  the  shift  in  emphasis  from 
further  improving  the  quality  of  medical  care  and  its  ac- 
cessability  to  all  patients  to  an  apparent  preoccupation  by 
government  on  cost  cutting.  Efforts  to  make  physicians 
conscious  of  the  costs  of  the  services  they  order  for  patients 
are  praiseworthy.  However,  when  arbitrary  measures  are 
imposed  which  result  in  the  lowering  of  the  quality  of 
medical  care  and  restricts  its  availability,  such  measures 
must  be  decried.  The  public  should  be  made  aware  of  the 
danger  that  unrealistic  hospital  reimbursement  levels  ar- 
bitrarily imposed  by  the  State  government  may  result  in 
bankruptcy  which  could  deprive  communities  of  medical 
facilities  and  force  physicians  to  leave  as  well. 

Legislation.  During  the  current  session  of  the  State 
legislature,  the  climate  in  Albany  has  been  dominated  by 
growing  concern  for  the  consumer  and  for  cost  controls. 
The  general  attitude  on  the  part  of  the  Governor,  the 
leaders  of  the  legislature,  and  the  rank  and  file  members 
has  been  to  increase  the  benefits  of  consumers  and  to  cut 
costs  by  decreasing  the  activities  and  costs  of  providers.  As 
a result,  they  have  been  disposed  towards  increasing  the 
privileges  of  patients  and  tightening  governmental  control 
over  the  functions  of  the  private  practitioner  of  medicine, 
as  well  as  institutions.  They  also  have  indicated  strong 
support  for  cost  control  of  health  care  charges  involving 
both  the  private  practitioner  and  hospitals.  The  attitude 
of  the  leaders  of  government,  therefore,  has  not  been  fa- 
vorably disposed  towards  many  of  our  State  Medical  So- 
ciety’s goals,  especially  in  the  fields  of  no-fault  and  mal- 
practice. 

In  the  area  of  no-fault,  session  long  negotiations  with  key 
legislators  broke  down  and  the  continuing  efforts  of  the 
Medical  Society  of  the  State  of  New  York  to  secure  changes 
in  the  1977  no-fault  insurance  law,  which  imposed  the 
Workmen’s  Compensation  fee  schedule  on  physician 
charges  for  services  rendered  to  accident  victims,  reached 
an  impasse  as  of  early  June. 

Your  State  Medical  Society  proposed  legislation  which 
would  uncouple  compensation  and  no-fault  and  guard 
against  excessive  charges  in  the  latter  area,  by  creating 
physician  committees  to  review  charges  against  standards 
based  on  usual,  customary,  and  prevailing  charges  in  de- 
fined regions.  State  leaders  have  refused  to  adopt  this 
approach,  agreeing  only  to  “study  the  situation.” 

Legislators  claim  that  they  have  not  received  any  sig- 
nificant number  of  complaints  from  individual  physicians, 
outside  of  those  who  have  refused  to  take  Workers’  Com- 
pensation. The  principal  goal  of  the  legislators  with  regard 
to  this  issue  has  been  to  make  certain  that  the  people,  their 
constituents,  receive  adequate  medical  care  and  that 
physicians  who  have  resigned  from  the  Workers’  Com- 
pensation mechanism  return  to  treating  patients  as  soon 
as  possible. 

Our  State  Medical  Society,  however,  has  been  successful 
in  making  progress  in  regard  to  malpractice.  We  gained 
Senate  approval  of  our  Program  bill,  S.9-A  (Lombardi) 


which  would  limit  the  lump  sum  payment  of  a malpractice 
award  for  “pain  and  suffering”  to  $100,000  with  any 
amounts  in  excess  of  that  figure  to  be  invested  on  behalf 
of  the  plaintiff. 

Our  primary  malpractice  bill  (A. 6283)  by  Assemblyman 
James  Tallon,  which  would  provide  that  in  all  negligence 
actions,  not  only  in  malpractice  actions,  an  investment 
fund  be  set  up  for  pain  and  suffering  damages  over 
$100,000  plus  special  damages,  was  on  the  agenda  of  the 
Assembly  Codes  Committee  but  was  held  in  committee 
until  greater  support  could  be  generated  for  the  bill.  As- 
sembly Speaker  Stanley  Steingut  indicated  to  us  at  our 
meeting  with  him  some  time  ago  that  he  is  interested  in  this 
concept.  We  are  working  closely  with  the  counsel  to 
Speaker  Steingut  and  other  interested  parties  in  the  hope 
of  drafting  a proposal  that  will  be  acceptable  to  all  con- 
cerned parties  and  thereby  have  a chance  of  being  passed 
by  the  Assembly  and,  subsequently,  the  Senate. 

Another  area  of  concern  has  been  continuing  medical 
education.  Our  House  of  Delegates  has  mandated  that 
members  of  our  State  Medical  Society  must  comply  with 
requirements  for  continuing  medical  education  by  1981  in 
order  to  continue  as  members.  The  State  Education  De- 
partment and  the  State  Assembly  Higher  Education 
Committee  strongly  believe  that  all  physicians,  not  only 
members  of  the  Medical  Society  of  the  State  of  New  York, 
should  meet  continuing  medical  education  requirements 
and,  therefore,  favor  legislation  to  achieve  this  objective. 
Our  State  Medical  Society  has  always  opposed,  and  will 
continue  to  oppose  legislation  which  would  give  the  State 
sole  and  complete  control  of  the  establishment  of  con- 
tinuing medical  education  requirements.  At  the  request 
of  Assemblyman  Melvin  Miller,  Chairman,  Assembly 
Higher  Education  Committee,  and  sponsor  of  a bill 
mandating  continuing  medical  education  for  all  physicians, 
we  held  meetings  with  him  at  which  we  discussed  his  pro- 
posal in  general,  our  opposition  to  the  original  version,  and 
especially  the  matter  of  mandating  continuing  medical 
education  for  physicians  who  are  not  members  of  our  State 
Medical  Society  as  well  as  for  physicians  who  are  mem- 
bers. 

As  a result  of  these  meetings,  Assemblyman  Miller 
agreed  to  amend  his  bill  to  provide  that  the  Medical  Society 
of  the  State  of  New  York  would  have  a vital  role  in  the 
implementation  of  the  proposed  statute.  Not  only  would 
our  State  Medical  Society  be  consulted  by  the  State  Edu- 
cation Department  as  a member  of  the  Council  on  Con- 
tinuing Medical  Education  in  establishing  requirements, 
but  above  all  compliance  with  the  Medical  Society  of  the 
State  of  New  York’s  requirements,  following  approval  by 
the  Department,  would  be  compliance  with  the  law.  Our 
State  Medical  Society’s  Council  approved  the  bill  as 
amended  but  emphasized  that  continued  support  was 
conditioned  upon  continued  inclusion  of  the  amendment. 
At  the  time  this  report  is  being  written,  the  bill,  A.12258-A, 
is  ready  for  a vote  in  the  Assembly  but  has  been  “starred” 
or  set  aside  by  its  sponsor.  Passage  of  the  bill  at  this  ses- 
sion, therefore,  appears  unlikely. 

As  a by-product  of  the  unfavorable  climate  in  Albany, 
many  bills  have  been  int  roduced  at  the  Capitol  which  are 
not  only  contrary  to  the  philosophy  of  the  medical  pro- 
fession, but  harmful  to  the  people  of  our  State. 

Of  necessity,  therefore,  a great  amount  of  our  time  in 
Albany  has  been  devoted  to  aggressive  defensive  activities 
to  prevent  the  passage  and  enactment  of  undesirable  pro- 
posals. In  this  area  of  activity,  in  spite  of  the  fact  that  we 
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have  made  no  major  advances  in  regard  to  no-fault  and 
malpractice  to  date,  we  have  had  some  notable  success- 
es. 

Early  in  the  legislative  session  a bill,  which  was  intro- 
duced by  Assemblyman  Sean  P.  Walsh,  attracted  a great 
deal  of  attention  in  the  medical  community.  This  bill, 
A. 9172,  which  would  have  mandated  that  every  licensed 
physician  in  the  State  of  New  York  render  medical  treat- 
ment to  every  person  seeking  such  treatment,  was  aggres- 
sively opposed  by  us.  As  a result  of  extensive  efforts  and 
negotiations  this  bill  has  been  held  in  committee.  Pressure 
has  been  continuously  maintained  during  the  course  of  the 
legislative  session  to  prevent  this  and  other  similarly  re- 
pressive measures  from  advancing  in  the  legislature. 

Legislation  that  would  authorize  optometrists  to  use 
drugs  in  their  practice,  A.1890-B  (Bernstein)  and  which  has 
been  strongly  opposed  by  our  State  Medical  Society,  was 
approved  by  the  Assembly  and  has  been  sent  to  the  Senate, 
where  efforts  to  keep  it  in  committee  have,  to  date,  been 
successful. 

Another  bill  vigorously  fought  by  our  State  Medical 
Society,  S.5626  (Halperin);  A. 6209  (Siegel),  which  would 
require  each  physician,  as  part  of  the  biennial  filing,  to  file 
a statement  of  practice  including  such  information  as  office 
hours,  whether  Medicare  or  Medicaid  patients  are  ac- 
cepted, and  the  usual  fee  for  an  initial  visit  and  for  routine 
visits,  which  would  be  published  in  a directory,  was  recently 
reported  out  of  committee  in  the  Senate.  Through  our 
efforts,  this  bill  has  been  “starred”  in  the  Senate,  which 
means  that  no  action  will  be  taken  unless  the  star  is  re- 
moved. Efforts  are  being  continued  to  keep  the  star  on 
this  bill. 

Another  objectionable  proposal,  which  to  date  we  have 
been  successful  in  preventing  it  from  coming  to  the  door 
of  the  Assembly,  would  reduce  the  physician  membership 
on  the  Committee  on  Professional  Conduct  from  four  to 
two  members.  The  measure,  A.  12336  (Hevesi)  would 
provide,  in  addition,  that  the  State  Board  for  Professional 
Medical  Conduct  shall  submit  annually  to  the  Governor 
and  legislature  a detailed  report  concerning  complaints  and 
investigations. 

Due  to  our  aggressive  defensive  maneuvering,  and  in 
spite  of  a great  deal  of  publicity  and  the  release  of  threat- 
ening and  sometimes  derogatory  reports,  the  legislative 
activity  of  the  Medical  Practices  Task  Force  has  been 
confined  to  the  introduction  into  the  Assembly  of  only 
three  proposals. 

The  first  of  these  bills,  a 270  page  study  bill,  entitled 
“The  Quality  of  Health  Care  Act  of  1978,”  A. 12372  (Hev- 
esi), would  reorganize  the  way  health  care  is  regulated  in 
New  York.  This  bill  is  to  be  circulated  for  the  purpose  of 
receiving  comments  and  suggestions  from  the  medical 
profession,  the  insurance  industry,  hospital  organizations, 
government  officials  and  the  public.  No  action  will  be 
taken  on  this  bill  at  this  session  of  the  State  legislature. 

The  second  bill,  A. 12334  (Hevesi),  which  would  provide 
professional  and  criminal  sanctions  for  the  unauthorized 
participation  in  surgery  by  nonphysicians  and  was  drafted 
in  response  to  the  controversy  which  arose  over  the  pres- 
ence of  surgical  supply  salesmen  in  operating  rooms  re- 
mains in  committee. 

The  third  bill,  A.12339-A  (Hevesi)  opposed  by  the 
Medical  Society  of  (he  State  of  New  York,  is  designed  to 
assure  surgical  patients  the  right  to  know  exactly  who  is 


operating  on  them  and  to  place  the  responsibility  for  the 
supervision  of  surgical  procedures  on  the  surgeon  to  whom 
consent  was  given.  This  bill,  which  has  been  amended  to 
eliminate  some  of  its  most  objectionable  provisions,  has 
passed  the  Assembly,  but  faces  opposition  in  the  Senate 
generated  by  our  State  Medical  Society. 

In  respect  to  the  Governor’s  office,  our  State  Medical 
Society’s  officers  and  key  representatives  met  with  the 
chief  executive  and  discussed  with  him  and  his  chief 
medical  aid  our  proposals  concerning  no-fault  and  mal- 
practice. Although  our  representatives  expressed  their 
views  forcefully  and  in  detail,  no  definite  commitments  in 
regard  to  our  problems  in  the  area  of  malpractice  and  no- 
fault were  made  by  the  Governor.  To  date,  the  chief  ex- 
ecutive has  acted  both  favorably  and  unfavorably  con- 
cerning bills  of  interest  to  medicine  which  have  thus  far 
reached  him.  Some  of  these  actions  follow. 

Responding  favorably  to  the  strong  opposition  expressed 
by  the  medical  profession  and  others,  the  Governor  vetoed 
Assembly  bill  A.10304-A  (Brewer),  which  would  have 
permitted  the  use  of  laetrile  when  prescribed  by  a physician 
for  a patient  who  had  signed  an  informed  consent  form. 

Another  favorable  action  taken  by  the  Governor  was  his 
signing  into  law  a bill  supported  by  the  Medical  Society  of 
the  State  of  New  York  which  allows  a physician  voluntarily 
to  surrender  his  license  and  registration  when  he  is  tem- 
porarily incapacitated,  provided  the  incapacity  has  caused 
no  harm  to  a patient  S.8091  (Lombardi).  The  Medical 
Society  of  the  State  of  New  York  endorsed  the  concept  of 
the  bill,  but  had  recommended  that  surrender  of  the  reg- 
istration alone  would  accomplish  the  intended  purpose. 

On  the  unfavorable  side,  the  Governor  signed  into  law 
two  bills  strongly  opposed  by  our  State  Medical  Society. 
One  of  these  new  laws  permits  a student  in  a registered 
chiropractic  college  under  supervision  to  participate  in  the 
dissection  of  a cadaver  (A. 9370  Mirto;  Chapter  173,  Laws 
of  1978). 

The  other  new  statute,  vigorously  opposed  by  the 
Medical  Society  of  the  State  of  New  York,  authorizes  the 
creation  of  special  projects  in  specified  school  districts  to 
provide  health  services  to  pre-school  and  school-age  chil- 
dren by  utilizing  the  services  of  registered  professional 
nurses  or  other  health  professionals  under  the  general  su- 
pervision of  a licensed  physician.  These  individuals  are 
authorized  to  perform  various  health  services  including  the 
diagnosis  of  illness  and  the  performance  of  therapeut  ic  or 
corrective  measures,  including  the  issuance  of  prescript  ions 
for  drugs,  other  than  controlled  substances,  and  immuni- 
zation against  communicable  diseases  (S.10060-A,  An- 
derson; A.12869-A,  Rules;  Chapter  198  of  the  Laws  of 
1978). 

Evidence  of  the  current  climate  of  cost  control  are  two 
hills  currently  being  studied  by  the  State  Medical  Society 
which  have  made  progress  in  the  legislature. 

The  first  of  these  hills,  which  is  entitled  “A  Catastrophic 
Health  Care  Expense  Proposal”  (S.9428),  was  introduced 
by  Senator  Tarkv  Lombardi  and  has  been  passed  by  the 
Senate.  This  proposal  is  designed  to  supplement  the 
current  Medicaid  program  providing  health  care  insurance 
benefits  after  available  insurance  benefits  have  been  ex- 
hausted, but  it  would  not  require  a family  to  exhaust  all  its 
available  assets  prior  to  becoming  eligible. 

The  second  hill  would  establish  the  first  direct  State 
control  of  hospital  rates,  including  those  paid  by  both 
health  insurance  carriers  and  individuals.  This  measure 
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(A.12540-A,  Hevesi,  et  al.),  was  approved  by  the  Assembly 
and  Senate  and  is  on  its  way  to  the  Governor.  1 he  hill 
would,  for  the  period  through  December  31,  1978,  freeze 
hospital  rates  at  the  level  of  last  May  1,  and  provide  for  a 
panel  of  four  experts  in  health  economics  to  aid  the  Com- 
missioner of  Health  in  determination  of  any  increases 
thereafter.  The  approved  bill  developed  from  a proposal 
put  forward  by  Governor  Carey,  following  a Court  of  Ap- 
peals decision  that  a hospital  could  evade  presently  indirect 
control  of  its  charges  by  withdrawing  from  Blue  Cross. 

Our  experience  over  the  past  several  years  and  especially 
during  this  current  year  clearly  points  out  the  definite  need 
for  more  aggressive  action  on  the  part  of  the  medical  pro- 
fession in  the  legislative  halls  at  the  State  Capitol.  Not 
only  is  it  imperative  for  county  medical  societies  as  a group 
to  get  involved,  but  individual  physicians  must  personally 
express  their  views  to  their  legislators,  who  depend  on  them 
for  continuance  in  office.  In  addition,  our  auspicious  start 
in  the  field  of  political  action  through  our  New  York 
Medical  Political  Action  Committee  (NYMPAC)  must  he 
continued  and  expanded.  In  order  to  insure  that  the  high 
quality  of  medical  care  in  New  York  State  is  continued  and 
not  legislated  into  a state  of  inferior  medical  care,  every 
physician  must  accept  the  responsibility  of  becoming 
personally  involved,  not  only  in  the  legislative  process  hut 
in  the  arena  of  political  activity. 

Continuing  Medical  Education.  Since  the  House  of 
Delegates  mandated  continuing  medical  education  as  a 
condition  for  membership  in  the  Medical  Society  of  the 
State  of  New  York  (to  be  effective  March  1,  1981).  much 
has  been  accomplished  in  this  area.  The  Committee  on 
Continuing  Medical  Education  through  its  survey  program 
has  been  very  active  in  the  accreditation  process.  At  the 
present  time  there  are  about  sixty  institutions  and  orga- 
nizations throughout  New  York  State  which  have  been 
accredited,  and  the  number  is  continually  increasing.  It 
is  the  ultimate  goal  of  the  Medical  Society  of  the  State  of 
New  York  that  opportunities  for  high  quality  continuing 
medical  education  will  be  made  available  to  all  physicians 
in  the  State  as  close  to  their  home  bases  as  possible  and 
with  minimal  expense.  We  do  not  encourage  anyone  to  use 
continuing  medical  education  as  an  income  producer. 

The  Committee  on  Continuing  Medical  Education  under 
the  able  chairmanship  of  Bernard  J.  Pisani,  M.D.,  has  kept 
the  membership  informed  of  all  new  developments  in  the 
Medical  Society  of  the  State  of  New  York’s  continuing 
medical  education  program.  The  various  methods  for 
fulfilling  the  membership  requirement  have  been  fully 
explained  and  a system  for  helping  physicians  with  their 
continuing  medical  education  records  has  been  devel- 
oped. 

The  Scientific  Program  Committee  with  the  cooperation 
of  the  section  chairmen  and  their  officers  have  compiled 
an  interesting  series  of  programs  for  the  1978  Annual 
Convention.  Most  of  these  programs  meet  the  criteria  for 
Category  1 and  no  registration  fees  are  required.  I con- 
gratulate Dr.  Stephen  Nordlicht  and  the  members  of  this 
committee  for  the  excellence  of  these  programs. 

Were  I to  mention  the  accomplishments  of  all  the  thirty 
odd  committees  that  are  the  working  machinery  of  our 
society,  this  report  would  be  at  least  3 times  as  long.  Their 
reports  are  available  to  you  and  I urge  you  to  read  them 
carefully. 

In  my  position  as  President  and  in  the  name  of  the  House 
of  Delegates,  I should  like  to  thank  all  committee  members 
for  their  efforts,  devotion  to  duty  and  for  their  donation  of 


countless  hours  of  work.  To  all  the  members  of  the  staff 
I personally  express  my  thanks  for  their  cooperation  and 
many  kindnesses  shown  me  during  the  past  year. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  President 


Pli  ESI  DENT  ( SUPPLEMENTARY) 

Mr.  Speaker,  fellow  officers,  members  of  the  House  of 
Delegates  and  guests.  It  is  hard  to  believe  that  more  than 
a year  has  passed  since  last  I addressed  the  House.  During 
that  time  I have  spoken  to  and  with  hundreds  of  our 
members,  have  t raveled  an  uncounted  number  of  miles, 
visited  many  county  societies  and  have  accepted  their 
hospitality.  I’ve  been  praised  and  IV*  been  criticized, 
probably  both  equally  unjustly,  and  now  1 come  before  you 
to  give  you  the  benefit  of  what  I have  observed  and  what 
I have  learned  in  the  past  fifty-five  weeks. 

First,  a bit  of  advice  to  the  next  six  or  seven  future 
presidents  of  this  Society,  at  present  sitting  among  you  now 
as  delegates.  The  presidency  is  unquestionably  a two-year 
job.  By  the  time  one’s  year-term  is  up,  the  knowledge 
gained  would  make  the  second  year  a very  pleasant  inter- 
lude and  much  could  be  accomplished  by  continuity  of 
effort  and  personnel.  Each  president  on  assuming  office 
has  at  least  one  and  often  two  or  three  pet  projects  that  he 
feels  are  of  paramount  importance.  By  the  time  his  term 
of  office  is  over,  said  project  or  projects  have  only  just  been 
started. 

A second  year  would  be  most  productive.  As  presi- 
dent-elect I was  most  fortunate  in  serving  under  President 
George  Collins.  We  had  a very  close  relationship  and  I was 
privy  to  his  problems  and  their  solutions.  Since  assuming 
the  presidency  I have  frequently  consulted  with  him  con- 
cerning many  of  my  problems.  So  in  essence  I have  had 
many  of  the  advantages  of  a two-year  term.  I want  to  state 
at  this  time  to  Dr.  Way  that  I will  be  available  to  help  at  any 
time  and  in  any  capacity.  Please  don’t  misunderstand 
these  remarks  as  a plea  for  me  to  continue  in  office.  You 
will  readily  learn  why  this  is  not  the  case,  as  I give  you  fu- 
ture presidents  another  bit  of  advice.  Solo  practice  for  a 
president  of  the  Medical  Society  of  the  State  of  New  York 
is  a “no-no.”  As  the  term  of  the  president  progresses,  solo 
practice  seems  to  almost  approach  “no-lo”  practice.  Pa- 
tients are  proud  of  their  doctor  in  this  exalted  position,  but 
they  fail  to  understand  why  he  was  in  Syracuse  or  Putnam 
County  when  the  membranes  ruptured.  A partner  or 
perhaps  two  associates  is  a must,  if  the  practice  is  to  remain 
intact.  Before  leaving  this  subject  I must  add  that  the 
position  of  president  is  a very  heady  one,  and  by  keeping 
the  office  to  one  term  it  is  available  to  twice  as  many  peo- 
ple. 

Our  Bylaws  say  nothing  about  a second  term  and  I am 
not  suggesting  a change,  but  perhaps  we  should  think  about 
this  in  the  future.  By  the  time  one  learns  the  names  of 
deputy  commissioners,  health  department  officials,  our 
friends  at  HANYS,  and  the  Auxiliary,  the  term  is  over,  and 
the  effort  involved  is  out  of  proportion  to  the  results 
achieved. 

It  has  become  custom  for  the  outgoing  president  to 
outline  the  state  of  the  State  Society  and  this  gives  him  an 
opportunity  to  list  the  accomplishments  and  failures  of  the 
past  year.  We  had  our  share  of  both. 
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Membership.  Despite  our  attempts  to  increase  mem- 
bership, the  figures  are  most  discouraging.  As  of  October 
1st  we  had  21,328  active  dues  paying  members.  This 
represents  a loss  of  1,096  compared  to  figures  of  a year  ago. 
Over  the  same  period  of  time  we  have  added  153  student 
members,  and  19  junior  members.  We  must  not  only 
continue  but  must  increase  our  efforts  to  build  member- 
ship. 

At  the  present  time  there  are  22,283  physicians  who  are 
residents  of  the  State  of  New  York  and  are  not  members 
of  the  Medical  Society  of  the  State  of  New  York.  What  a 
fertile  fielcj  for  good  public  relations.  The  average  age  of 
our  present  membership  is  55.2  years.  We  are  an  old  So- 
ciety, founded  ip  1806  but  this  is  no  reason  to  have  23%  of 
our  members  over  age  60.  I will  admit  that  adding  4,196 
life  members  (all  over  70  and  paying  no  dues),  does  weight 
the  statistics  even  more  toward  Methuselahean  ages.  It 
is  imperative  that  we  attract  the  younger  men  just  starting 
in  practice  and  urge  AMA  membership.  At  the  June 
meeting  of  the  AMA  we  voted  to  amend  the  bylaws  so  that 
during  the  firsj,  year  of  practice  the  annual  dues  be  $125 
instead  of  $250.  A similar  inducement  in  county  dues 
would  surely  increase  our  total  membership.  As  you  well 
know  our  State  Society  dues  are  one  third  the  regular  dues 
for  physicians  during  their  first  five  years  out  of  medical 
school.  This  rebate  is  effective  for  the  residency  years  and 
in  most  cases,  that  frightening  first  year  in  practice.  It  is 
our  responsibility  to  notify  the  young  doctors  of  these 
concessions  and  this  can  best  be  done  by  eyeball  to  eyeball 
confrontation.  House  staff  members  are  the  prime  target 
for  this  information. 

Malpractice.  The  year  1978  will  go  down  in  the  Sjtate 
Society  archives  as  the  year  the  escalating  malpractice 
premiums  were  stabilized.  By  next  July  we  hope  to  see  the 
start  of  a downward  trend.  ( I wrote  this  about  a month  ago 
and  I attended  a meeting  of  the  Professional  Medical  Li- 
ability Insurance  and  Defense  Board  yesterday,  Saturday, 
October  21,  and  today,  Sunday,  October  22,  and  I am  not 
as  optimistic  now  as  I was  three  weeks  ago.) 

Nothing  could  be  more  reassuring,  as  to  the  viability  of 
our  company,  than  the  fact  that  the  Commissioner  of  In- 
surance has  allowed  us  to  return  the  subordinated  loans  to 
doctors  who  have  retired  from  practice  and  to  the  widows 
whose  husbands  have  passed  away.  I can't  leave  the 
subject  of  malpractice  insurance  without  mentioning  my 
great  dismay  that  the  Governor  has  done  nothing  in  fol- 
lowing up  on  the  report  of  the  McGill  Commission.  This 
contained  many  suggestions  for  legislative  and  adminis- 
trative changes.  As  this  report  continues  to  gather  dust 
on  the  Governor’s  desk,  it  is  even  more  discouraging  to  note 
that  none  of  our  friends  in  the  legislature  have  prodded  the 
Governor  into  action.  However,  through  the  efforts  of 
Doctor  Richard  Pierson,  President  of  the  Medical  Society 
of  the  County  of  New  York,  Doctor  McGill  has  been  con- 
tacted and  expressed  a keen  interest  in  furthering  the  goals 
set  down  in  his  report.  We  expect  to  arrange  a series  of 
meetings  with  Doctor  McGill  shortly. 

This  brings  me  to  the  next  topic  for  your  consider- 
ation. 

Legislation.  As  I mentioned  before,  the  major  portion 
of  our  package  of  malpractice  bills  was  side-tracked  in  the 
legislature  that  just  adjourned  three  weeks  ago.  One  ray 
of  hope  is  the  interest  generated  in  the  Tallon  Bill  ( A.6283) 
which  would  provide  that  in  all  negligence  actions  (not  only 
malpractice),  an  investment  fund  would  be  set  up  for  any 
awards  over  $100,000  for  pain  and  suffering.  This  fund 


would  be  invested  and  the  income  awarded  to  the  plaintiff, 
but  on  the  death  of  the  plaintiff  the  principal  sum  would 
be  returned  to  the  insurer.  We  have  been  led  to  believe 
that  this  bill  will  be  reintroduced  in  both  houses  early  in 
the  1979  session. 

No-Fault  Insurance.  In  the  area  of  no-fault,  ses- 
sion-long negotiations  with  key  legislators  broke  down. 
The  continuing  efforts  of  the  Medical  Society  of  the  State 
of  New  York  to  secure  changes  in  the  1977  No-Fault  In- 
surance Law  reached  an  impasse  in  early  June.  As  the  law 
now  exists,  the  Workers’  Compensation  Fee  Schedule  is 
imposed  on  physician’s  charges  for  services  rendered  to 
accident  victims. 

We  proposed  legislation  which  would  uncouple  com- 
pensation from  no-fault  and  would  guard  against  excessive 
charges  by  creating  physicians’  review  committees.  These 
committees  would  review  charges,  making  sure  they  were 
based  on  usual  and  customary  fees.  A little  later  on,  I will 
tell  you  of  our  legal  efforts  to  further  our  proposal. 

The  no-fault  problem  has  polarized  our  Society  into 
Upstate  and  Downstate,  the  former  finding  it  easy  to  live 
with  the  new  legislation  and  the  latter  finding  the  legisla- 
tion onerous  and  discriminatory.  I fear  that  this  problem 
will  have  a long  and  checkered  career.  One  thing  is 
sure — it  won’t  go  away  by  itself. 

Defense  Against  Legislation.  There  were  many  bills 
introduced  during  the  recent  session  that  were  vigorously 
opposed  by  our  legislative  committees  in  Albany.  There 
were  bills  not  only  detrimental  to  the  profession,  but  also 
harmful  to  the  citizens  of  New  York.  A bill  to  legalize  the 
use  of  laetrile  was  one  bill  passed  by  both  houses  but,  for- 
tunately, was  vetoed  by  the  Governor.  Early  in  this  session 
a bill  was  introduced  by  Assemblyman  Walsh  (A. 9172) 
which  would  have  mandated  that  every  licensed  physician 
in  the  State  of  New  York  rendef  medical  treatment  to  every 
person  seeking  such  treatment.  Due  in  large  measure  to 
our  opposition  to  this  bill,  it  progressed  no  further.  Per- 
mission of  optometrists  to  use  drugs  in  their  practice  was 
vigorously  opposed  by  us  ant}  was  defeated.  I will  mention 
another  bill  where  our  defensive  efforts  were  successful. 
(Hevesi  A. 12336.)  This  bill  would  have  reduced  the 
number  of  physician  members  of  the  Committee  on  Pro- 
fessional Conduct  from  four  to  two,  and  would  also  have 
provided  that  the  State  Board  for  Professional  Medical 
Conduct  report  in  detail  its  actions  annually  to  the  Gov- 
ernor and  the  Legislature. 

I cannot  leave  the  subject  of  legislation  without  mention 
of  the  Speaker’s  Medical  Practice  Task  Force,  or  perhaps 
better  known  as  the  Lifflander  Committee.  I served  as  a 
member  of  this  group,  devoted  a tremendous  amount  of 
time  to  its  hearings  and  meetings,  but  I must  admit  I found 
it  a frustrating  experience.  The  net  result  was  the  270  page 
Study  Bill,  called  “the  Quality  of  Health  Care  Act  of  1978.” 
I would  not  recommend  this  as  required  reading. 

And  now  to  legal  affairs. 

The  1977  House  of  Delegates  voted  an  increase  in  dues 
to  provide  funds  for  litigation.  Because  of  the  ever  in- 
creasing int  rusion  of  government  on  the  practice  of  medi- 
cine, you  demanded  that  we  fight  these  encroachments  at 
every  turn. 

We  fought  enactment  of  Chapter  76  of  the  Laws  of  1976 
in  Medicaid  cases.  This  required  mandatory  second 
opinions,  and  ordered  deferment  of  surgery  unless  it  was 
performed  as  a life  saving  procedure,  or  was  for  relief  of 
intractable  pain.  It  also  allowed  only  one  day  of  preop- 
erative inhospital  care.  The  State  Health  Department 
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has  agreed  to  a consent  order  that  has  removed  these  on- 
erous provisos.  Also,  on  your  behalf  we  have  inst  ituted  a 
layvsuit  challenging  the  constitutionality  of  the  imposition 
of  Workers’  Compensation  Fee  Schedule  on  on  fault  au- 
tomobile insurance  cases.  The  Council  at  an  emergency 
meeting  in  -July  voted  unanimously  to  prosecute  the  lawsuit 
with  all  vigor.  We  expect  to  be  in  trial  shortly.  As  of  the 
end  of  September  the  AMA  has  offered  its  services  as  an 
amicus  curiae  in  our  suit  against  the  State.  As  of  October 
1st,  the  hearing  set  for  that  date  was  adjourned  to  No- 
vember 1st. 

Unfortunately,  two  countersuit  malpractice  cases  were 
dismissed  bv  the  Appellate  Courts.  We  have  two  new  cases 
almost  ready  for  submission  to  the  court.  I am  proud  of 
the  militant  attitudes  of  our  members  and  of  the  1977 
House  of  Delegates.  The  only  means  by  which  we  can 
defend  our  way  of  practicing  medicine  is  to  fight  govern- 
ment intrusion  at  every  turn. 

NYMPAC.  Th  is  is  a new  organization  born  this  year; 
and  where  EMPAC  funds  are  used  for  Federal  legislation, 
NYMPAC  funds  are  being  used  for  State  legislation. 
Through  voluntary  donations  some  $200,000  was  collected, 
a set  percentage  given  to  EMPAC  and  the  remainder  is 
being  used  to  help  worthy  candidates  on  the  State  level  in 
their  bids  for  victory  on  November  7th  For  the  first  time 
the  profession  has  not  only  shown  great  interest  in  local 
campaigns,  but  for  once  we  are  able  to  back  up  our  position 
with  hard  dollars. 

Continuing  Medical  Education.  The  Committee  on 
CME  had  a very  busy  year,  and  at  this  date  has  nearly  70 
institutions  and  organizations  accredited  for  awarding 
Category  1 credits. 

The  attractive  folder,  which  all  doctors  received  in  late 
summer  for  credent ialling  credits,  was  received  en- 
thusiastically. Our  computer  will  be  ready  shortly  to 
gobble  up  the  data  you  send  us.  The  committee  has  set  up 
an  excellent  CME  program  at  this  convention.  As  you 
know,  by  1981  you  will  need  100  hours  of  credit  to  be  a 
member  in  good  standing  of  the  Medical  Society  of  the 
State  of  New  York.  It  is  also  quite  apparent  that  similar 
requirements  will  be  demanded  to  accompany  the  biennial 
reregistration  of  your  license  to  practice.  A bill  introduced 
in  the  present  legislature  had  this  stipulation  but  did  not 
come  to  a vote.  Doubtless  it  will  reappear  in  1979.  Since 
we  have  100  hours  as  a requisite  for  membership,  we  cannot 
very  well  be  opposed  to  such  a bill  demanding  the  same  for 
reregistration. 

Regents.  Our  relationship  with  the  Board  of  Regents 
has  nol  always  been  amicable.  During  the  past  year  we 
have  been  unalterably  opposed  to  two  proposed  changes 
in  their  rules. 

1.  A new  regulation  that  became  effective  October  1, 
1977,  states  that  it  be  considered  unprofessional  conduct 
if  a physician  fails  to  make  available  to  a patient,  at  the 
patient’s  request,  all  his  reports,  test  records  and  office 
notes. 

We  take  exception  to  that  portion  that  refers  to  the 
patient  being  able  to  demand  all  his  records  from  his 
physician.  It  is  our  contention  that  the  physician’s 
records  and  his  personal  notes  on  the  patient’s  chart, 
are  the  property  of  the  doctor  and  it  has  been  so  inter- 
preted by  the  courts.  Sending  the  patient  his  or  her 
record  would  not  be  in  the  best  interest  of  the  patient. 
Much  information  on  a chart  could  be  detrimental  to 
the  patient  and  could  lead  to  lawsuits  and  even  threats 


of  malpractice.  As  an  example,  during  the  past  year 
the  husband  of  a patient  telephoned  me  to  say  he  was 
suffering  from  an  acute  gonorrheal  urethritis  and  to  be 
aware  of  this  when  next  his  wife  consulted  me.  This 
conversation  was  noted  on  the  wife’s  chart  as  a remind- 
er to  me.  Imagine  this  chart  in  the  patient’s  hands! 
The  Medical  Society  of  the  State  of  New  York  is  still  in 
negotiations  with  the  Regents. 

(Again,  this  was  written  a month  ago,  and  things 
moved  quickly.  I was  at  a hearing  of  the  Board  of 
Regents  on  this  matter  on  Wednesday,  October 
18,  and  in  spite  of  our  objections  they  voted  to  ac- 
cept the  new  regulation  ) 

2.  A second  proposed  new  ruling  was  called  to  our  at- 
tention by  the  UPAs  (another  of  the  29  professions 
that  come  under  the  jurisdiction  of  the  Board  of  Re- 
gents). This  ruling  states  that  no  member  of  any  dis- 
ciplinary board  may  be  an  officer  in  any  professional 
society.  If  this  is  made  applicable  to  the  CPAs,  it 
could  involve  the  medical  profession  next. 

The  ruling  would  apply  to  each  of  you  as  you  sit  here 
as  an  elected  delegate  from  your  county  society.  (We 
were  watching  this  situation  very  closely,  and  on 
Thursday,  October  19,  we  learned  that  the  Regents 
have  deleted  this  section  of  their  rulings  in  regard  to 
the  Boards  for  the  Professions.) 

In  closing,  1 would  again  thank  you  for  the  great  honor 
you  have  bestowed  on  me.  My  gratitude  goes  to  all  the 
commit  tee  members  and  their  chair  persons,  as  well  as  all 
the  members  of  the  staff  who  were  unstinting  in  their  as- 
sistance, and  special  thanks  to  the  Auxilary  for  its  support 
under  the  leadership  of  their  dedicated  president,  Cleo 
Caddy.  It  was  an  excit  ing  year,  a most  instructive  one  and, 
Ceorge  Collins,  you  were  right  when  you  predicted  that  I 
would  survive.  I did,  but  just  barely. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  President 

Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Patricia  G.  Squil 
lace,  M.D.,  Chairman 

The  President  reported  the  challenges  that  the  Medical 
Society  of  the  State  of  New  York  faces  at  the  present  time 
and  in  the  future.  These  include  the  problems  with  the 
Workers’  Compensation  Board,  Chapter  76  requirements, 
the  Premier  Physician  Care  Coverage  Plan,  Voluntary  Cost 
Containment,  areas  of  legislation  such  as  no-fault  insur- 
ance, malpractice  bills,  continuing  medical  education, 
forcing  physicians  to  file  a statement  of  practice,  the 
quality  of  the  Health  Care  Act,  and  legislation  which  allows 
school  districts  to  provide  health  care  services  by  profes- 
sional nurses.  He  also  commented  on  our  Political  Action 
Committee  which  hopefully  will  show  results  this  No- 
vember. He  reports  that  the  Committee  on  Continuing 
Medical  Education  has  been  very  active  in  making  sure 
that  courses  are  available  locally  at  reasonable  cost. 

Your  reference  committee,  after  reading  this  indepth 
report,  wishes  to  call  it  to  the  attention  of  the  House  and 
to  thank  our  President  for  the  work  which  he  has  done  for 
us  during  the  past  year. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  President  be  filed. 

. . . The  annual  and  supplementary  reports  of  the 
President  were  FILED . . . 
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SECRETARY  ( ANNUAL ) 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  secretary  reports  as  follows  for  the  year  1977- 
1978. 

House  of  Delegates.  An  edited  version  of  the  minutes 
of  the  1977  House  of  Delegates’  meeting  was  transmitted 
to  the  New  York  State  Journal  of  Medicine  and  was  pub- 
lished in  the  February,  1978  issue,  Vol.  78,  No.  3.  Verbatim 
minutes  of  the  1977  annual  meeting  of  the  House  are  on  file 
at  the  headquarters  office.  Matters  referred  by  the  House 
of  Delegates  to  the  Council  were  reported  to  the  Council 
by  the  secretary  in  November,  1977.  Instructions  of  the 
House  of  Delegates  were  referred  by  the  executive  vice- 
president  to  the  appropriate  officers,  committee  chairmen, 
division  directors,  and  other  persons.  A “Resume  of  In- 
structions of  the  House  of  Delegates  and  Actions  Thereon 
by  the  Council,  Board  of  Trustees,  and  Officers”  is  being 
prepared.  It  will  record  the  final  disposition  of  the  in- 
structions of  the  House  as  reported  at  the  time  of  publi- 
cation of  the  annual  reports. 

Council,  Executive  Committee,  Board  of  Trustees, 
and  Judicial  Council.  The  Secretary  has  sent  notices  of 
the  meetings  of  the  Council,  the  Board  of  Trustees,  and  the 
Executive  Committee  and  has  also  reported  Executive 
Committee  actions  to  the  Council.  The  office  of  the  gen- 
eral counsel  has  sent  notices  in  the  secretary’s  name  of  a 
meeting  of  the  Judicial  Council  held  in  October,  1977.  If 
it  is  necessary  to  send  notices  of  any  further  Judicial 
Council  meetings,  that  fact  will  be  recorded  in  the  secre- 
tary’s supplementary  report. 

Membership.  At  its  meetings  in  November  and  De- 
cember, 1977,  and  January,  February,  March,  and  April, 
1978,  the  Council  approved  requests  by  county  medical 
societies,  presented  by  the  secretary,  for  remission  of  dues 
of  114  members  because  of  illness,  financial  hardship,  or 
military  service.  Membership  figures  for  the  period  ending 
September  30,  1978,  will  be  presented  in  a supplementary 
report.  They  will  reflect  any  additional  dues  remissions 
approved  by  the  Council  in  June  and  September,  1978,  as 
well  as  the  114  mentioned  above. 

From  November,  1977,  through  April,  1978,  the  county 
medical  societies  submitted  and  the  secretary  presented 
to  the  Council  the  names  of  307  applicants  for  election  to 
life  membership,  and  the  Council  elected  them  at  the 
meetings  of  November  and  December,  1977,  and  January, 
February,  March,  and  April,  1978.  The  list  of  life  members 
elected  during  the  above  stated  period  follows. 


Joseph  Barad,  Woodside 
Paul  Barber,  Flushing 
Nathan  K.  Bernstein,  Utica 
Morris  Bien,  Scarsdale 
Charles  E.  Bikle,  Jr.,  Auburn 
Samuel  D.  Bird,  Freeport 
James  M.  Blake,  Scotia 
Charles  F.  Blazsik,  Brentwood 
Robert  N.  Blodgett,  Hilton 
Samuel  Daniel  Blum,  New  York  City 
Waldemar  H.  Boldt,  Binghamton 
David  Borak,  New  York  City 
Harold  Brandaleone,  New  York  City 
Peter  Brikates,  Carefree,  Arizona 
Sigmund  Brock,  Glenford 
Louis  Brockman,  New  York  City 
Harold  W.  Brown,  New  York  City 
Isidore  Brustein,  Forest  Hills 
Thomas  S.  Bumbalo,  Alden 
Robert  B.  Burtch,  Alexandria  Bay 
James  F.  Butler,  Milford.  Connecticut 


Mary  Steichen  Calderone,  Hempstead 
Lynn  R.  Callin,  Rochester 
Remo  Cancellieri,  The  Bronx 
Gustavo  A.  Cardelle,  Jackson  Heights 
Leonard  D.  Carpenter,  Fayetteville 
Arthur  H.  Carson,  Elmhurst 
Peter  A.  Cassella,  Schenectady 
Dante  H.  Catullo,  Yonkers 
Michael  A.  Cavuoti,  Glen  Cove 
Frank  Cerulli,  Rockville  Centre 
Remo  R.  Cerulli,  New  York  City 
John  A.  Cetner,  Loudonville 
James  J.  Chiappetta,  Rochester 
Marion  J.  Chimera,  Corning 
Ludwig  J.  Cibelli,  Garden  City 
Leonard  F.  Ciner,  New  York  City 
Francis  E.  Clarke,  Valley  Stream 
Edmund  D.  Colby.  Schenectady 
Francis  P.  Contino,  New  York  City 
Joseph  W.  Cooney,  Rochester 
Malvin  M.  Coren,  The  Bronx 
Ignatius  J.  Costa,  The  Bronx 

Samuel  P.  Dasher,  New  York  City 
Baxter  T.  Davies,  Rochester 
Frank  A.  DeLessio,  Lynbrook 
Antonio  Jose  DeLiz,  Garden  City 
Frank  P.  DeLuca,  Pelham  Manor 
Benedict  J.  DeRespinis,  Staten  Island 
Nicholas  D’Errico,  The  Bronx 
Herbert  R.  Diaso,  Syracuse 
Morris  Dickstein,  Rockville  Centre 
Edward  M.  DiTolla,  New  York  City 
Allen  B.  Dobkin,  Syracuse 
Joseph  Dollin,  Hollis  Hills 
William  L.  Dorr,  Auburn 


Harold  H.  Aaron,  New  York  City 

Charles  S.  Alaimo,  Buffalo 

Irwin  L.  Alben,  Brooklyn 

Ernest  L.  Alder,  Gouverneur 

John  E.  V.  Aliberto,  Tarrytown 

John  L.  Alley,  Kingston 

Benjamin  J.  Alperin,  Rockville  Centre 

Nathan  Amhinder,  New  York  City 

Charles  Arak,  Woodside 

George  C.  Armistead,  Jr.,  Pelham 

Aron  J.  Arnow,  Syracuse 

Fernando  Asencio,  Queens  Village 

Hyman  A.  Asher,  Brooklyn 


Emanuel  Edman,  Brooklyn 
Benjamin  Effron,  Poughkeepsie 
Harold  B.  Eiher,  New  York  City 
Marcus  B.  Einhorn,  Albany 
Walter  Einhorn,  The  Bronx 
David  S.  Eisenberg,  Auburn 
Sidney  S.  Epstein,  The  Bronx 
Sigmund  Erber,  Brooklyn 


Robert  D.  Fairchild,  Syracuse 
Edward  J Feely,  Bath 
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David  Feingold,  Brooklyn 
Elizabeth  M Keller,  Woodside 
Irwin  Kelsen,  Wellsville 
Frances  (i  Kinder,  New  York  City 
Seymour  Kiner,  Syracuse 
Seymour  Kiske,  New  York  City 
Paula  Frank.  Blasdell 

Frederica  S.  Krankel,  Ridgefield.  Connecticut 
Andrew  (1  Franks,  New  York  City 
Jacob  P.  Freedman,  Rochester 
Willard  G French,  Heliport 
Constance  Friess.  New  York  City 
Franklin  W.  Fry,  Ciardeit  City 

Joseph  A Caines.  New  York  City 

Abraham  Gefl'ner,  New  York  City 

Hyman  S.  Cellin,  Brooklyn 

Mortimer  B Cenauer,  Staten  Island 

Israel  Gerberg,  Brooklyn 

Morris  I.  Gerner,  Chester 

Herman  Gershwin,  Bayside 

Albert  Giordano,  Larchmont 

Ronald  Giovannelli,  Bayville 

Harry  Goldman,  Lawrence 

Louis  Goldman,  The  Bronx 

Meyer  L.  Goldman.  Far  Rockaway 

Kli/abeth  Goodman,  New  York  City 

Maurice  R.  Goodwin,  The  Bronx 

Gillette  G Gottesman,  New  York  City 

William  C.  Graf,  Garden  City 

Charles  Greenberg,  New  Hartford 

Morris  K.  Greenberg,  Miami  Beach,  Florida 

E.  Harrison  Griffin,  Shelter  Island 
Maurice  Gruber,  Brooklyn 
Louis  I Guardino.  Jamaica 
Ruth  J.  Guttmann.  Holliswood 

Barnet  Halperin.  Brooklyn 

Carl  F Hammerstrom,  Sr..  Green  Valley.  Arkansas 

William  F Harrigan.  Rockville  Centre 

Hilbert  L.  Harris.  Syracuse 

Glenn  C.  Hatch.  Penn  Yan 

Arthur  K Head,  Gouverneur 

Sidney  S Heilweil,  Hollandale.  Florida 

Carleton  A Heist,  Westfield 

J Rembrandt  Helfrick,  Port  Washington 

Kmanuel  Heilman.  New  York  City 

I Curtis  Hellriegel,  Buffalo 

Theodore  K.  Himelstein.  New  York  City 

Lawrence  L.  Hobler,  Klmira 

F. rnest  G.  Homokay.  Silver  Creek 
Alexander  S Honig,  The  Bronx 
Leonard  L.  Hyams,  New  York  City 

James  A.  Inciardi.  Brooklyn 
Francis  X I poly i.  Houston.  Texas 

David  L.  Jellinger.  Patchogue 

Arthur  B Kabnick.  Glen  Cove 

Leon  Kalian.  Flushing 

Alexander  Kaiser,  Middle  Village 

Abraham  H Kant  row.  Roslyn  Restates 

Henry  Jerome  Kaplan.  Spring  Valley 

Samuel  C.  Karlan,  Flushing 

John  Keggi,  New  York  City 

Francis  E.  Kenny,  Buffalo 

Richard  W.  Kessler,  New  York  City 

Walter  R.  Kessler,  W7estport.  Connecticut 

Abraham  I.  Kleinman.  Brooklyn 

Rose  Koblenz,  The  Bronx 

Max  Koch,  Brooklyn 

Irving  L.  Kohn,  New  York  City 

Taras  P.  Kolesnikoff,  New  York  City 

M.  Keith  Kotlewski,  Brooklyn 


Irving  Kowaloff,  Forest  Hills 
1 Arthur  Kramer.  Hempstead 
George  G.  Krauss.  Jackson  Heights 
John  R Kuhl,  Hammoiidsport 


Vincent  A.  Lacovara,  Livingston,  New  Jersey 

Philip  H.  Landers,  Binghamton 

James  Walter  Landsberg,  Port  Washington 

Reuben  T.  Lapidus,  Poughkeepsie 

Joseph  Lawrence,  The  Bronx 

Jerome  Lehner,  Poughkeepsie 

Robert  I).  Leonard,  Elmira 

Morton  M.  Lepler,  New  York  City 

William  I)  Leslie,  Buffalo 

Albert  Lesser,  Forest  Hills 

Harold  Levine,  Hudson 

William  Libertson,  Rochester 

Marc  M Lichtman,  East  Williston 

Nina  L.  R Lief,  Wilton,  Connecticut 

John  J Lille,  Brooklyn 

Eugene  J.  Lippschutz,  Buffalo 

William  Lipton,  Brooklyn 

Hyman  Lockser,  The  Bronx 

Ronald  L.  Loel),  Canandaigua 

Hans  G.  Lowenkron,  Sayville 

Walter  1).  Luft,  Milford 

Harry  B Luke,  Babylon 

Moses  J.  Madonick,  'The  Bronx 
Julius  Marcus,  East  Meadow 

Bernard  Marralfino.  Brodheadsville,  Pennsylvania 
Frank  L.  Marting,  Schenectady 
Thomas  J.  May,  Elmhurst 
John  G McCauley,  Valley  Stream 
John  F.  McGowan,  Buffalo 
Isidore  I)  Mechaneck,  Hollis 
Joseph  S Mehlman,  Brooklyn 
Thomas  Memmoli,  Flushing 
Theodore  P Merrick.  Rochester 
William  Metcalf.  New  York  City 
Israel  Michelstein,  Yonkers 
George  Mitchell.  New  York  City 
James  J.  Morrissey,  Astoria 
Frank  I)  Mvers,  Slate  Hill 

George  Nadler,  Van  Nuys,  California 
Jacob  D.  Nahum,  Flushing 
Emil  Edward  Napp.  New  York  City 
James  R.  Nealon,  New  York  City 
Frederick  K.  Neuhurger,  Eggertsville 
Robert  C.  Nevins,  Northport 
John  B.  Nobiletti.  Kew  Gardens 
Robert  R.  Northrop,  Westfield 

Benjamin  E.  Ohletz,  Buffalo 
Benjamin  H.  Oremland,  Brooklyn 

Gilbert  M.  Palen.  Margaretville 
Philip  Parillo,  Schenectady 
Carmelo  Edward  Patti,  Hornell 
Neil  M Paul,  Jamesville 
Louis  Pelner.  Hollywood,  Florida 
Israel  Pine,  Rockaway  Park 
Samuel  B.  Pochoda,  The  Bronx 
Henry  Poster,  The  Bronx 
Anthony  T.  Privitera,  'The  Bronx 
Thaddeus  T Przybycien.  Buffalo 
Bernard  S Puglisi,  Rochester 
Kate  Purwin,  Rochester 
Emmord  V'.  Pyle,  P(>rt  Jervis 

Gourji  M.  Rabv.  Great  Neck 
Lawrence  J.  Radice,  Buffalo 
Charles  S Rand.  Rosedale 
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Hugo  Velker,  Islip 


•James  E.  Rappa,  New  Paltz 
Stanley  C Rau,  Amityville 
Arthur  D Redmond,  Ogdensburg 
Benjamin  F.  Reft',  Flushing 
Laszlo  Reich,  Mt.  Vernon 
Robert  L Rein,  Brooklyn 
Frederick  F.  Richards,  Hempstead 
Isaac  H Richter,  Brooklyn 
Joseph  M Riley,  Oswego 
Joseph  F.  Rooney,  Manhasset 
Samuel  Rosen,  New  York  City 
Keeve  Rosenthal,  The  Bronx 
Harold  (1.  Ross,  Utica 
Robert  H Rowner,  Syracuse 
Henry  Rubenstein,  Hampton  Bays 
Herman  B.  Rubier,  Southampton 
Alfred  S Ruesch,  Great  Neck 
Nelson  G.  Russell,  Jr.,  Buffalo 
Emilio  N Russo,  Brooklyn 
Percy  E,  Ryberg,  Central  Valley 


David  Wainapel,  Ellenville 
Allred  E.  Wallis,  South  Ozone  Park 
Rubin  Wasserman,  New  York  City 
Harold  Weinstein,  Brooklyn 
Charles  Weisberg,  New  York  City 
Frank  Weiss,  The  Bronx 
Maria  Wenzl,  Webster 
F'rnest  A.  Weymuller,  New  York  City 
Albert  I.  White,  Hopewell  Junction 
Chester  H Whitney,  New  York  City 
Marcus  Widmann,  Bronxville 
Truman  R.  Wilcox,  Manlius 
Philip  Winslow,  Henrietta 
Alexander  Winter,  Forest  Hills 
John  S.  Witkowski,  Niagara  Falls 
John  S.  Wolff,  Jr..  Big  Flats 

Robert  Lee  Yeager,  Pomona 


Samuel  S.  Safir,  Jackson  Heights 

Peter  M Saitta,  New  York  City 

Heinz  Salm,  Hudson 

Irving  A Sarot,  New  York  City 

Kenneth  J.  Sartoris,  Schenectady 

Demetrius  A Scalzo,  The  Bronx 

John  B Scanlan,  New  York  City 

Robert  V.  Schatken,  Walton 

Trude  J.  Schiff,  New  York  City 

Milton  Scnlachman,  Forest  Hills 

Louis  Schneider,  East  Rockaway 

Seymour  M Schoenholz,  Campbell  Hall 

Maxwell  Schram,  Brooklyn 

Herbert  F.  Schwartz,  Kingston 

I.  Richard  Schwartz,  Hewlett  Harbor 

Paul  M Schwartz,  Poughkeepsie 

Martin  Schweitzer,  Brooklyn 

Albert  Segenreich,  New  York  City 

William  F.  Sharkey,  Whitestone 

Frederick  Sheer,  Brooklyn 

Walter  H Siegel,  Mineola 

Jacob  R Silverman,  New  York  City 

Charles  Simon,  Brooklyn 

Joseph  H Siris,  Great  Neck 

Barney  Sisserson,  Highland  Falls 

Raymond  F.  Smith,  Garden  City 

Samuel  Solomon,  Brooklyn 

Eugene  Somkin,  New  York  City 

Joseph  Sperling,  The  Bronx 

Aaron  M.  Spirer,  Delray  Beach,  Florida 

David  H.  Spotkov,  The  Bronx 

Oscar  Sreter,  Long  Beach 

Philip  M.  Standish,  Canandaigua 

Eldward  Stern,  Rochester 

George  J Stivala,  New  Rochelle 

Clarence  A Straubinger,  Buffalo 

Robert  J.  Striegel.  Buffalo 

William  D.  Stubenbord,  New  York  City 

Leon  N.  Sussman,  New  York  City 

Gertrude  S.  Swarthout,  Buffalo 

Albert  M Tapper,  Elmhurst 
H Harold  Taus,  The  Bronx 
Yudell  Thau,  Little  Neck 
Frederick  R.  Thompson,  New  York 
Howard  I Thompson,  Rochester 
John  I)  Thomson,  Syracuse 
William  J Turner,  Huntington 

Alice  Unger,  Williamsvilie 
Kurt  Unger  Long  Island 

Marru  Vechsler,  New  York  City 


Morris  Zeichner,  Brooklyn 


The  secretary’s  supplementary  report  will  list  life 
members  elected  in  June  and  September,  1978. 

Meetings.  The  secretary  has  attended  meetings  of  the 
Council,  the  Executive  Committee,  the  Board  of  Trustees, 
and  the  Judicial  Council  as  well  as  meetings  of  the  Pro- 
fessional Medical  Liability  Insurance  and  Defense  Board 
and  the  Medical  Liability  Mutual  Insurance  Company,  of 
which  he  is  a director.  As  an  ex  officio  member  of  all 
committees,  he  has  attended  many  committee  meetings 
throughout  his  tenure  as  well  as  serving  as  chairman  of  the 
Committee  on  Continuing  Medical  Education. 

The  secretary  also  attended  the  following: 

...  As  a representative  of  the  Medical  Society  of  the 
State  of  New  York — two  meetings  of  the  newly  formed 
Continuing  Medical  Education  Council  of  the  State  of 
New  York; 

...  As  advisor-  meetings  of  the  Convention  and  Scien- 
tific Program; 

...  As  chairman — meetings  of  the  Continuing  Medical 
Education  Committee; 

...  As  a member  meetings  of  the  Executive  Committee 
of  the  Council,  Medical  School  Relationships  Subcom- 
mittee of  the  Membership  Committee.  Hospital  and 
Professional  Relations  Committee,  and  the  Ad  Hoc 
Committee  to  Study  Convention  Sites. 

As  an  officer  of  the  State  Society  and  delegate  to  the 
American  Medical  Association  House  of  Delegates,  he  has 
attended  the  annual  and  clinical  meetings  of  the  Associa- 
t ion's  Council  on  Medical  Education  and  the  National 
Coordinating  Council  on  Medical  Education. 

As  secretary  of  the  Empire  State  Medical,  Scientific,  and 
Educational  Foundation,  he  attended  a meeting  of  the 
foundation  on  April  12,  1978. 

Other  Matters.  As  required  by  the  Bylaws,  the  sec- 
retary has  kept  minutes  of  the  House  of  Delegates,  the 
Council,  the  Executive  Committee,  the  Board  of  Trustees, 
and  the  Judicial  Council,  including  verbatim  records  of  the 
proceedings  of  the  House  of  Delegates  and  the  Judicial 
Council  and  a tape  recording  of  the  proceedings  of  the 
Council,  and  has  also  kept  files  of  the  correspondence  re 
suiting  from  the  meetings  of  the  House  of  Delegates,  the 
Council,  the  Executive  Committee,  and  the  Board  of 
Trustees.  Records  and  correspondence  relating  to  actions 
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of  (he  Judicial  Council  are  kept  in  the  office  of  the  general 
counsel.  The  secretary  is  custodian  of  the  seal  of  the  So- 
ciety and  has  had  it  affixed  to  appropriate  documents. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Secretary 


SECRETARY  (SUPPLEMENTARY! 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 
Membership.  At  the  June  and  September,  1978, 
Council  meetings,  remission  of  1978  dues  was  granted  to 
65  active  members  because  of  illness,  financial  hardship, 
and  military  service. 

The  following  120  persons  were  elected  by  the  Council 
as  life  members  in  actions  taken  at  the  Council  meetings 
in  June  and  September,  1978. 

Murray  M.  Albert,  Brooklyn 
Joseph  C.  Andriola,  New  York  City 

Jacob  Bauer,  Brooklyn 
Marshall  A.  Bauer,  Yonkers 
Anita  I Bell,  New  York  City 
John  A.  Bell,  Fishkill 
Morris  Birnbaum.  Forest  Hills 
Alta  Kelly  Brown,  Ogdensburg 

Ulrich  Irving  Carrington,  New  York  City 
Sylvester  J.  Carter.  New  York  City 
Salvatore  P.  Carvo,  Brooklyn 
Irving  \Y.  Chiteman.  Brooklyn 
Evelyn  1'.  Clerico.  New  York  City 
Nicholas  R.  Codik,  The  Bronx 
Lester  Laudy  Coleman,  New  York  City 
Abraham  M.  Cutler,  Brooklyn 

Joseph  Dalven,  Brooklyn 
Hyacinth  A.  Davis,  New  York  City 
Royal  S.  Davis,  New  Rochelle 
Joseph  D.  DeCarlo,  The  Bronx 
Patrick  U.  De  Vito,  Brooklyn 
Myron  Dexter,  New  York  City- 

Henry  Eisenstein,  Brooklyn 
Charles  D.  Enselberg,  New  York  City 

Morton  H.  Flaherty,  White  Plains 
Mildred  I.  Foley,  Niantie,  Connecticut 
David  I-  Frank,  Floral  Park 

Robert  F.  Genovese,  Brooklyn 
Solomon  Glotzer,  Searington 
Hilda  C.  Goldbach,  New  York  City 
Leonard  B.  Goldman,  Elmhurst 
Frank  Goldstein,  Surfside,  Florida 


David  M.  Gordon.  Mt.  Vernon 
Frank  H.  Granito,  The  Bronx 
Edward  B.  Greenspan,  New  York  City 
Agnes  O.  Griffin.  Brooklyn 
Maurice  K.  Grupe,  Troy 
Frank  P.  Guidotti,  New  York  City 


A.  Richard  Hatfield,  Utica 
Alfred  I)  Heinemann.  Dunkirk 
Leonard  Horn,  Rochester 
Delmar  V.  Hughes,  New  Rochelle 
Robert  Hume.  Tucson,  Arizona 

Hollis  S.  Ingraham,  Slingerlands 

Harold  Jacobs,  Brooklyn 
Harry  L.  Jaffe,  New  York  City 
Jacques  Jakoff,  New  York  City 
Erwin  Jessel,  Queens  Village 

Anna  Kagan,  Brooklyn 

Louis  N.  Kaplan,  Hollywood,  Florida 

Abraham  Karver,  Brooklyn 

Alexander  A Katz,  Brooklyn 

Jacob  Katzeff,  San  Bernardino,  California 

Michael  Kizun,  Fonda 

Frederick  N.  Kleinherg,  North  Miami  Beach,  Florida 
Charles  Henry  Kosmaler,  Elmira 

Louis  A.  Lanzetta,  Brooklyn 
Vincent  T.  Laquidara,  Troy 
Lawrence  A.  Lerner,  Hollandale,  Florida 
Jacob  Jay  Lichterman,  Brooklyn 
Abbott  A.  Lippman,  Brooklyn 
Leon  Littman,  Brooklyn 
Arthur  Liu.  New  York  City 
Lawrence  Loewinthan,  New  York  City 
Samuel  Lossef,  Belle  Harbor 
George  E.  Lynch,  Avon 

Alice  1.  Macaulay.  Ardsley 
Wilber  Jesse  Manley,  Olean 
Alfred  A.  Maraud i no,  Brooklyn 
Murray  M.  Marcus,  Brooklyn 
Francis  P.  Melomo,  Brooklyn 
Albert  L.  Merlis,  Yonkers 
John  S.  Miller,  Jr.,  Crown  Point 
Herbert  A.  Molser.  Rochester 
Sidney  Morse.  New  Rochelle 
Willis  A.  Murphy,  New  York  City 

Michael  Nagel.  New  York  City 
Richard  Nauen.  Pittsford 

S Harold  Nickerson,  Shawnee  Mission.  Kansas 
Samuel  Nisnewitz,  Bay  Harbor  Islands,  Florida 

Walter  Pasichniak,  Dunkirk 
Mario  John  Polzinetti,  Seneca  Falls 
David  J.  Prince,  Flushing 
Ronald  F..  Prindle,  Geneva 
Malvin  Proctor,  New  York  City- 
Waiter  Prokopiw.  Weedsport 

William  S.  Randolph,  Mt.  Vernon 
Selig  J.  Ross,  New  York  City 
Henry  L.  Ruderman,  Brooklyn 

Eugene  Saberski,  Tarrytown 

Paul  Sacerdote,  Riverdale 

David  H.  Schulman,  Seal  Beach,  California 

Katherine  Shishlow,  New  York  City 

Louis  E.  Siltzbach,  New  York  City 

Beatrice  S.  Slater,  Somers 
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S.  Zelig  Sorkin,  New  York  City 
Ian  Albert  Spira,  New  York  City 
William  Allan  Stewart,  Watervliet 
Lincoln  Stulik,  Larchmont 
James  A.  Sudbay,  Port  Chester 
William  John  Sullivan,  Bronxville 
Benjamin  R.  Susman,  Mt.  Vernon 

Anthony  S.  Terranova,  Brooklyn 
Irving  J.  Thorne,  New  York  City 
Saul  Towers,  Seneca  Falls 

Abraham  Viener,  New  York  City 

Roy  E.  Wallace,  Seneca  Falls 
Allan  H.  Warner,  Forest  Hills 
Solomon  Wechsler,  Lauderhill,  Florida 
Eva  J.  Weddigen,  New  York  City 
Arthur  Weintraub,  New  York  City 
Herbert  F.  Wendelken,  Staten  Island 
Nathan  H.  Wexler,  Brooklyn 
Alexander  Wolf,  New  York  City 


Joseph  Zeichner,  White  Plains 
Joshua  F.  Zendel,  New  York  City 
Armida  Zepeda,  New  York  City 
Frederick  T.  Zimmerman,  New  York  City 
Lena  S.  Zion,  Brooklyn 
Joseph  C,  Zumpano,  The  Bronx 


Our  Physicians  Records  Department  has  supplied  the 


following  year-end  figures: 

1976  Membership  (12-31-76) 

26,655 

1977  New  Members 

764 

1977  Reinstated  & Reelected 

503 

Members 

27,922 

1977  Deaths 

380 

1977  Resignations 

532 

- 912 
27,010 

1977  Delinquent  Members  (Dues) 

387 

- 387 

1977  Total  Membership  (12-31-77) 

26,623 

Remission  of  dues  was  voted  for  185  members  due  to 
illness,  financial  hardship,  or  temporary  military  service. 


Membership  totals  for  the  years  since  1967  have  been 


as  follows: 
1967 

26,468 

1972 

27,245 

1968 

27,002 

1973 

27,221 

1969 

27,164 

1974 

27,638 

1970 

27,052 

1975 

27,286 

1971 

27,032 

1976 

26,655 

1977 

26,623 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Secretary 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Patricia  G.  Squil- 
lace,  M.D.,  Chairman. 


As  of  December  31,  1976,  the  total  membership  was 
26,655.  In  1977  we  had  764  new  members,  503  reinstated 
and  reelected  members  making  a total  of  27,922  which  was 
decreased  by  380  by  deaths,  532  by  resignations  and  387 
by  delinquencies  for  nonpayment  of  dues,  making  a total 
membership  of  26,623.  Therefore,  there  were  32  members 
less  in  1977  than  in  1976. 

We  commend  the  secretary  for  his  diligence  in  the  per- 
formance of  his  duties. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Secretary  be  filed. 

. . . The  annual  and  supplementary  reports  of  the 

Secretary  were  FILED . . . 


TREASURER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 

The  Treasurer  continued  to  collect  and  disburse  funds 
as  directed  by  the  Bylaws.  The  annual  report  of  our  cer 
tified  public  accountants  shows  that  there  was  an  excess 
of  income  over  expenditures  for  the  calendar  year  1977  of 
$241,859.  This  figure,  added  to  previous  years’  surplus 
reserve,  gave  us  an  unrestricted  general  fund  surplus  of 
$1,154,339  at  December  31,  1977.  According  to  sound 
fiscal  policy,  this  sum  is  lacking  approximately  $1,000,000 
of  what  would  be  considered  an  adequate  surplus  re- 
serve. 

At  the  June  8,  1978,  meeting  of  the  Council,  it  was  re- 
ported that  as  of  April  30,  1978,  the  excess  of  income  over 
expenditures  in  the  general  fund  amounted  to  $435,039. 
We  must  remember  that  this  figure  will  be  considerably 
higher  at  the  calendar  year  end,  December  31,  1978,  be- 
cause of  the  additional  $50  dues  increase  voted  by  the 
House  of  Delegates  in  1977.  However,  you  must  recall  that 
out  of  this  increase,  which  should  amount  to  $1,100,000, 
approximately  75%  or  $825,000  was  to  be  set  aside  for 
special  litigation  contingencies.  Whatever  portion  of  this 
money  is  unused  by  the  close  of  the  year  will  be  reserved 
in  a special  litigation  account.  In  the  final  analysis,  our 
fiscal  affairs  at  this  time  are  in  order  and  normal  routine 
operations  should  continue  satisfactorily  in  1978. 

I must  caution  the  House  of  Delegates  that  the  above 
conditions  will  only  hold  true  if  dues  collections  materialize 
as  projected.  It  was  reported  to  the  Council  that  as  of  June 
5,  1978,  we  were  behind  last  year’s  State  dues  collections 
by  approximately  6.3%  or  1,387  members.  Atthistimewe 
cannot  predict  whether  there  may  be  a loss  in  membership 
or  whether  again  it  may  be  a case  of  county  societies 
holding  on  to  dues  for  the  purpose  of  earning  interest  in 
come.  Drop  notices  from  the  rolls  of  membership  were 
mailed  in  the  early  part  of  June,  1978.  These  notices 
usually  generate  a positive  reaction.  It  is  hoped  that  these 
notices  will  stimulate  further  dues  payments  and  that  our 
membership  loss,  if  any,  can  be  kept  at  a minimum. 

The  Treasurer  wishes  to  express  his  gratitude  to  Henry 
I.  Fineberg,  M.D.,  Executive  Vice-President,  and  to  Eugene 
S.  Dombrowski,  director.  Division  of  Finance  (Comptroller) 
for  their  continued  efforts  in  managing  the  daily  fiscal  af- 
fairs in  a sound  and  prudent  manner. 

Respectfully  submitted, 

Warren  A.  Lapp,  M.D.,  Treasurer 
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Report  of  Reference  Committee  on  Reports  of  Offi- 
cers: The  following  report  was  presented  by  Patricia  G. 
Squillace,  M.l).,  Chairman 

The  treasurer  reported  that  we  have  a nonrestricted 
reserve  fund  of  approximately  $1,100,000.  According  to 
sound  fiscal  policy  for  membership  corporations,  this  sum 
is  lacking  approximately  $1,000,000  of  what  would  be 
considered  an  adequate  surplus  reserve. 

He  reported  that  our  dues  collections  were  behind  last 
year’s  by  approximately  6%  as  of  June  5,  1978,  and  it  is 
hopeful  that  the  delinquency  notices  will  generate  a posi- 
tive reaction. 

The  treasurer  is  to  be  complimented  for  the  excellent 
manner  in  which  he  fulfilled  his  duties. 

Your  reference  committee  recommends  that  the  report 
of  the  Treasurer  be  filed. 

. . . The  report  of  the  Treasurer  was  FILED  . . . 


HOARD  OF  TRUSTEES  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Board  of  Trustees  consists  of  the  following  mem- 


bers: 

Walter  S.  Walls,  M.D.,  Chairman  Brie 

Lynn  R.  Callin,  M.D Monroe 

Paul  M.  DeLuca,  M.D Broome 

Arthur  H.  Diedrick,  M.D Westchester 

Ralph  S.  Emerson,  M.D Nassau 

David  Kershner,  M.D Kings 

John  E.  Lowry,  M.D Queens 


The  Board  of  Trustees,  as  dictated  by  the  Bylaws,  is 
responsible  for  the  fiscal  affairs  of  the  State  Medical  So- 
ciety. It  is  their  responsibility  to  review  the  estimated 
budgets  forwarded  to  them  by  the  Council,  make  any 
necessary  adjustments,  and  approve  an  estimated  budget 
for  each  fiscal  year  that  will  incorporate  prudent  operating 
appropriations  to  effectively  carry  out  the  many  policies, 
projects  and  programs  of  MSSNY.  In  addition,  all  reso- 
lutions and/or  recommendations  of  the  House  of  Delegates 
or  Council,  pertaining  to  expenditures  of  money,  must  be 
approved  by  the  Board  of  Trustees  before  the  same  shall 
become  effective. 

To  fulfill  their  responsibilities,  the  Trustees  usually  met 
at  the  conclusion  of  each  Council  meeting  to  adjudicate  the 
many  financial  matters  which  came  before  them  during  the 
course  of  the  year. 

The  annual  audit  of  the  financial  records  of  the  State 
Medical  Society  for  the  calendar  year  1977,  was  completed 
in  March,  1978.  The  results  and  conclusions  of  the  audit 
conducted  by  the  certified  public  accounting  firm  of  Elmer 
Fox,  Westheimer  & Co.,  is  attached  to,  and  is  an  integral 
part  of  the  Board  of  Trustees  report  to  the  House  of  Del- 
egates. The  most  significant  factor  of  the  report  shows 
that  the  general  operating  fund  had  an  excess  of  income 
over  expenditures  of  $241 ,859  for  the  calendar  year  1977. 
This  figure  added  to  prior  years’  surplus,  left  us  with  a 
general  fund  unrestricted  surplus  of  $1 ,154,389.  This  may 
seem  like  a tidy  sum.  However,  to  reach  a satisfactorily 
safe  surplus,  we  should  have  in  reserve  an  amount  equal  to 
50%  of  one  year’s  operations  or  over  $2,000,000.  We  are 


still  far  from  our  goal.  In  addition  to  the  unrestricted 
surplus,  we  have  what  is  termed  a restricted  surplus  which 
consists  of  the  land,  building  and  equipment  valued  at 
$4,685,278. 

For  the  calendar  year  1978,  the  Board  of  Trustees  has 
approved  an  operating  budget  estimated  to  produce  an 
excess  of  income  over  expenditures  of  $249,682.  At  this 
writing,  it  is  difficult  to  project  whether  we  shall  attain  this 
goal  because  we  are  uncertain  as  to  whether  there  will  be 
any  significant  decrease  in  our  membership  rolls. 

Some  of  the  activities  of  the  Board  of  Trustees  since 
October,  1977,  were  as  follows: 

Investment  Committee.  The  Board  of  Trustees 
reaffirmed  its  past  position  of  investing  in  securities  of  a 
high  grade,  conservative  type  nature.  Although  these 
securities  may  yield  slightly  less  in  interest  income,  they 
are  in  keeping  with  the  type  of  investments  indicated  for 
membership  and  similar  organizations.  The  investments 
are  made  after  careful  consideration  of  the  recommenda- 
tions made  by  Investment  Counselor,  Bankers  Trust 
Company.  At  present,  the  interest  rate  ranges  from  7 V2 
to  8%  on  intermediate  term  investments. 

War  Memorial  Committee.  As  far  as  can  best  be  de- 
termined, there  are  no  more  known  recipients  who  are 
entitled  to  receive  assistance  from  this  fund.  The  surplus 
of  the  War  Memorial  Fund  at  December  31,  1977,  is 
$91,501.  It  must  now  be  determined  what  the  disposition 
of  the  fund  shall  be. 

Employee  Benefits  Committee.  All  provisions  of  the 
1974  pension  reform  law,  commonly  known  as  ERISA,  have 
been  implemented.  With  the  necessary  changes  approved 
by  the  Board  of  Trustees,  the  employees  retirement  plan 
has  been  forwarded  to  the  Internal  Revenue  Service  to 
obtain  a "qualified”  status. 

Action  on  Various  Financial  Matters.  During  the 
course  of  the  year,  the  Board  of  T rustees  took  action  on  the 
following  items; 

a.  Requested  that  an  evaluation  be  made  as  to  future 
use  of  computer  time  and  whether  it  would  be  advisable 
to  purchase  the  computer  system  instead  of  leasing  it. 

b.  Approved  an  appropriation  of  $750  to  study  the 
feasibility  of  forming  a Credit  Union  for  MSSNY 
members  and  employees. 

c.  Agreed  to  accept  a sum  of  $5,250.00  from  the 
County  of  Nassau  as  payment  for  a small  portion  of  our 
property  located  at  the  southeast  corner.  This  parcel 
was  condemned  by  the  county  for  the  purpose  of  wid- 
ening Lakeville  Road. 

This  is  the  final  year  that  your  chairman  will  serve  as  a 
member  of  the  Board  of  Trustees.  Many  fiscal  problems 
were  presented  to  the  Trustees  during  the  chairman’s 
tenure  on  the  Board.  He  trusts  that  the  judgments  and 
decisions  made  during  his  years  in  office  contributed  in 
keeping  the  State  Society  financially  sound. 

The  Chairman  would  like  to  thank  Henry  I.  Fineberg, 
M.D.,  Executive  Vice-President,  for  his  valuable  assistance 
to  the  Board.  An  expression  of  gratitude  is  also  extended 
to  -I.  Richard  Burns,  J.D.,  General  Counsel;  Eugene  S. 
Dombroski,  M.B.A.,  director,  Division  of  Finance 
(Comptroller);  Mrs.  Marion  Lee,  former  Executive  Asso- 
ciate; and  to  the  acting  successor,  Mrs.  Irma  Erickson,  for 
their  cooperation  and  for  all  of  the  information  and  reports 
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they  presented  to  the  Trustees  which  was  necessary  to 
carry  out  their  duties. 

The  Trustees  have  been  most  faithful  in  attendance  at 
meetings  of  the  Board,  and  the  chairman  is  most  grateful 
for  their  assistance  and  support  . 

Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  Chairman 


REPORT  OF  CERTIFIED  PUBLIC 
ACCOUNTANTS 

To  the  Board  of  Trustees  v 

Medical  Society  of  the 

State  of  New  York 
Lake  Success,  New  York 

We  have  examined  the  balance  sheets  of  the  General 
Fund,  Special  Fund,  other  funds  and  Contract  #HSA 
105-74-72  with  the  Health  Services  Administration  for  a 
Statewide  Professional  Standards  Review  Support  Center 
of  the  Medical  Society  of  the  State  of  New  York  as  of  De- 
cember 31,  1977  and  the  related  statements  of  operating 
income  and  expenses  and  changes  in  fund  balance  of  the 
General  Fund,  income  and  expenses  and  changes  in 


unexpended  balance  of  the  Special  Fund  and  Contract 
#HSA  105-74-72  and  income  and  expenses  and  changes 
in  fund  balances  of  the  other  funds  for  the  year  then  ended. 
Our  examination  was  made  in  accordance  with  generally 
accepted  auditing  standards  and,  accordingly,  included 
such  tests  of  the  accounting  records  and  such  other  au- 
diting procedures  as  we  considered  necessary  in  the  cir- 
cumstances. 

The  Society  does  not  follow  the  generally  accepted  ac- 
counting principle  of  depreciating  fixed  assets. 

In  our  opinion,  except  for  the  effects  of  not  depreciating 
fixed  assets  as  referred  to  in  the  preceding  paragraph,  the 
financial  statements  designated  above  present  fairly  the 
financial  position  of  Medical  Society  of  the  State  of  New 
York  at  December  31,  1977  and  the  results  of  its  operations 
and  changes  in  fund  balances  and  unexpended  balances 
for  the  year  then  ended,  in  conformity  with  generally  ac- 
cepted accounting  principles  applied  on  a basis  consistent 
with  that  of  the  preceding  year 

The  accompanying  supplementary  information,  while 
not  necessary  for  a fair  presentation  of  financial  position, 
results  of  operations  or  changes  in  fund  balances  and 
unexpended  balances,  has  been  examined  and.  in  our 
opinion,  is  fairly  stated  in  all  material  respects  in  relation 
to  the  financial  statements  taken  as  a whole. 

Elmer  Fox,  Westheimer  & Co. 

Hempstead,  New  York 
March  20,  1978 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
General  Fund  Balance  Street,  December  31,  1977 


ASSETS 

Current  assets 


Cash  in  bank  checking  and  investment  accounts 

$ 37,250 

Cash  in  bank  savings  accounts 

80,305 

Cash  on  hand 

1,025 

$ 118,580 

Investments,  short  term  commercial  paper 
and  U.S  Government  Securities,  at 

cost,  which  approximates  market 

1,193,486 

Accounts  receivable,  net  of  allowance 

for  doubtful  accounts  of  $1 ,09b 

38,740 

Accrued  interest  receivable 

30,219 

Due  from  other  funds 

43,063 

Inventories 

43,678 

Prepaid  expenses 

29,250 

Total  current  assets 

1,497,016 

Other  assets: 

Deposits 

6,053 

Advances  to  employees 

14,223 

20,276 

Property  and  equipment , at  cost 

Land  and  building 

4,320,579 

Furniture  and  equipment 

364,699 

4,685,278 

LIABILITIES  AND  FUND  BALANCE 

$6,202,570 

Current  liabilities 

Accounts  payable 

$ 157,142 

Taxes  payable 

16,138 

Sundry  accruals 

132,722 

Due  to  other  funds 

1,160 

Total  current  liabilities 

307,162 

Deferred  credits: 

Advance  membership  dues  for  1978 

S 50,950 

Other 

4,841 

55,791 

Fund  balance: 

Restricted 

4,685,278 

Unrestricted 

1,154,339 

5,839,617 

$6,202,570 

The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (pages  490  and  491). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Statement  of  Operating  Income  and  Expenses  and  Changes 

Year  ended  December  31, 

in  Fund  Balance  of  the  General 
1977 

Fund, 

Operating  income: 

Dues  income 

$3,318,170 

Less: 

Allocated  to  Journal  circulation 

$ 87,500 

Allocated  to  Newsletter 

50,000 

137,500 

Journal  circulation 

3,174 

3,1  80,670 

Add  allocated  from  dues  income 

87,500 

90,674 

Newsletter  — allocated  from  dues  income 

50,000 

Advertising  income: 

Journal 

156,399 

Newsletter 

68,204 

224,603 

Other  income: 

Annual  meeting  booth  rental 

38,695 

Directory  circulation 

35,371 

Interest 

116,193 

Reprint  income  — Journal 

15,756 

Criteria  Predictor 

94 

PSRO  — State  Support  Center 

66.095 

Dues  collection  income  from  AMA 

16,525 

Miscellaneous 

368 

289,097 

Total  operating  income 

3,835,044 

Operating  expenses: 

Office  of  Executive  Vice-President 

305,943 

Office  of  Executive  Vice-President  — District  Branches 

4,430 

Business  division : 

Comptroller  (Director  of  Business) 

59,890 

Accounting 

82,008 

Data  processing 
Purchasing 

133,055 

1 7,481 

Medical  directory 

98,774 

Membership 

73.373 

Advertising  sales  — Journal 

57,641 

Advertising  sales  — Technical  exhibits 

22,285 

544,507 

Public  and  professional  affairs 

380,226 

Management  services  division: 

Personnel  and  office  services 

1 14,429 

Building  services 

11,256 

Mail  and  reproduction 

65,349 

191,034 

General  counsel 

99,390 

Medical  services 

1 1 7.223 

Scientific  activities  division: 

Public-  health  and  education 

98,737 

Scientific  program  at  annual  convention 

10,018 

108.755 

Scientific  publications 

503,004 

Legislative  counsel 

60,000 

Continuing  medical  education 

17,063 

Annual  convention 

84,396 

Research  and  planning 

60,039 

Governmental  affairs: 

Governmental  relations 

SI  24,880 

PSRO  and  related  activities 

54,132 

1 79,01  2 

Insurance  and  membership  benefits 

49,658 

Officers,  Board  of  Trustees  and 

AMA  delegation 

103,542 

House  of  Delegates  (Special  Committees) 

201 

Council  committees  — including  public 

health  and  education 

51,334 

Non-divisional 

733,428 

Total  operating  expenses 

3,593,185 

Excess  of  income  over  expenses 

241,859 

Fund  balance  at  January  1,  1977 

5,737,402 

Interfund  transfer  to  repair  and  replacement  fund 

(139,644: 

Fund  balance  at  December  31,  1977 

$5,839,61  7 

The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (pages  490  and  491 ). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Special  Fund  — Balance  Sheet,  December  31,  1977 

ASSETS 

Cash  in  hank  Chock  inn  and  investments  accounts 
Investments  in  ITS.  Government  Securities,  at  cost, 
which  approximates  market 
Accrued  interest  receivable 


$ 19,3-17 

619,000 
26,808 
$665,1  55 


LIABILITIES  AND  UNEXPENDED  BALANCE 

Liabilities 

Accounts  payable  1,017 

Due  to  other  funds  823 

Total  liabilities  1,870 

Unexpended  balance  663,285 

$665,155 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (pages  490  and  491 ). 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Income  and  Expenses  and  Changes  in  Unexpended  Balance  of  the  Special  Fund, 

Year  ended  December  31,  1977 


Income 


Special  assessment 

$ 600 

Interest  on  investments 

36,500 

Binding  arbitration  booklets 

335 

37,435 

Expenses: 

Dr  Emerson’s  arbitration  booklets 

$ 9 

Countersuits 

3,055 

Miscellaneous  travel 

471 

Mailing  of  malpractice  information 

40 

Investment  advisory  fee 

2,232 

Auditing 

1,700 

7,507 

Excess  of  income  over  expenses 

29,928 

Unexpended  balance  at  January  1,  1977 

633,357 

Unexpended  balance  at  December  31,  1977 

$663,285 

The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (pages  490  and  491). 
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MEDICAL  SOCIETY  OE  THE  STATE  OF  NEW  YORK 
Contract  HSA  10S- 74-72  With  the  Health  Services  Administration  for  a Statewide  Professional 

Standards  Review  Support  Center 
BALANCE  SHEET  December  31,  1977 

ASSETS 

$ 15,70(1 
9.7G1 
$55,467 


Cash  m bank  $45,656 

Petty  cash  50 

Federal  aid  receivable 


LI  A 141  LIT  IKS  AND  UNEXPENDED  BALANCE 


Liabilities 

Due  to  Medical  Society  of  the 

State  of  New  York  $19,636 

Deposits  payable  735 

Due  to  local  professional  standards 

review  organizations  3,075 

Total  liabilities  23,446 

Unexpended  balance  32,021 

$55,467 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (pages  490  and  4911- 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Income  and  Expenses  and  Changes  in  Unexpended  Balance  of  Contract  =HSA  105-74-72  With 
the  Health  Services  Administration  for  a Statewide  Professional  Standards  Review  Support  Center 

Year  ended  December  31,  1977 


Income: 


Federal  aid 

$142,600 

Expenses: 

Direct  expenses: 
Direct  labor: 

Payroll 

S 73,246 

Fringe  benefits 

15,611 

Consultants 

88,857 

13,500 

Subcontractors 

1,447 

Travel 

10,002 

Other  direct  costs: 

Stationery  and  supplies 

1,755 

Reproduction 

3,691 

Reproduction  supplies 

91 

Postage 

926 

Subscription  and  membership 

158 

Educational 

196 

Telephone 

5,093 

Visual  aids 

703 

Total  direct  expenses 

126,419 

Indirect  expenses 

20,002 

146,421 

Excess  of  expenses  over  income 

(3,821) 

Unexpended  balance  at  January  1,  1977 

35,842 

Unexpended  balance  at  December  31,  1977 

$ 32,021 

The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (pages  490  and  491). 
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Notes  to  Financial  Statements 

December  31,  1977 

1.  SUMMARY  OF  ACCOUNTING  POLICIES 
This  summary  of  accounting  policies  of  the  Medical 
Society  of  the  State  of  New  York  is  presented  to  assist  in 
understanding  the  Society’s  financial  statements.  These 
accounting  policies  conform  to  generally  accepted  ac- 
counting principles  except  that  the  Society  does  not  de- 
preciate the  building,  furniture  or  equipment.  These 
policies  have  been  consistently  applied  in  the  preparation 
of  the  financial  statements. 

Federal  income  taxes  v 

Thd  Society  is  a nonprofit  organization  as  defined  in 
Section  501  (c)(6)  of  the  Internal  Revenue  Code  and  is 
exempt  from  Federal  income  taxes  except  on  unrelated 
business  income. 

Investments 

Investments  are  valued  at  cost.  Gains  or  losses  are 
recognized  when  the  investment  is  sold.  Income  is  re- 
corded on  the  accrual  basis. 

Inventories 

Inventories  consisting  of  paper  for  printing  of  publi- 
cations and  supplies  are  valued  at  cost. 

Property  and  equipment 

Land,  building  and  equipment  are  reported  in  the 
General  Fund  at  cost.  Major  additions  and  improve- 
ments are  purchased  by  the  repair  and  replacement  fund 
and  transferred  to  the  General  Fund  Maintenance  and 
repairs  that  do  not  improve  or  extend  the  life  of  the  as- 
sets are  charged  to  expense. 

The  Society  does  not  depreciate  the  building,  furni- 
ture or  equipment. 

Dues  income 

Dues  income  includes  amounts  collected  for  the  cur- 
rent year  and  dues  in  arrears. 

Employee  retirement  plan 

The  Society  has  a noncontributory  employee  retire- 
ment plan  which  covers  substantially  all  employees. 
Pension  costs  charged  to  operations  represent  actuarially 
estimated  amounts  necessary  to  fund  the  current  service 
costs  of  pensions  and  prior  service  obligations  over  ap- 
proximately 30  years. 

Contract  §HSA  105-74-72  with  the  Health  Services 
Administration  for  a Statewide  Professional  Stan- 
dards Review  Support  Center 

The  cost  reimbursement  Contract  #HSA  105-74-72 
for  a Statewide  Professional  Standards  Review  Support 
Center,  dated  .June  26,  1974,  was  extended  on  September 
30, 1977  to  March  31,  1978.  The  total  approved  contract 
to  March  31,  1978  is  $631,354. 

The  advance  payment  and  all  subsequent  payments 
under  the  contract  were  deposited  in  a special  bank  ac- 
count as  specified  under  Article  XVII(b).  Withdrawals 
from  this  account  were  solely  for  the  purpose  of  making 
direct  payments  for  items  of  allowable  costs  and  to 
reimburse  the  Society  for  allowable  costs  advanced  by 
the  Society. 

Income  (Federal  aid)  is  accrued  when  claims  for 
reimbursement  of  expenses  are  submitted  to  the  Federal 
government.  Expenses  are  accrued  as  incurred.  The 
initial  cash  advance,  received  from  the  Federal  govern- 
ment in  August  1974,  was  used  to  start  the  program  and 


was  credited  to  income.  The  amount  of  the  advance 
equalled  25%  of  the  first  contract  year  budget  (June  26, 
1974  to  June  30,  1975). 

Indirect  expenses  are  based  on  a fixed  percentage  of 
total  direct  costs  less  furniture  and  equipment  pur- 
chases, alterations  and  renovations.  Since  July  1,  1976, 
the  Society  has  used  a 15.8%  indirect  cost  rate,  in  ac- 
cordance with  the  negotiation  agreement  for  nonprofit 
institutions  dated  December  30,  1976.  Prior  to  this 
agreement,  the  Society  hilled  all  indirect  cost  items  on 
a direct  line  basis. 

The  Federal  government  has  title  to  all  furniture  and 
equipment  purchased  under  this  contract. 

The  Society  is  in  compliance  with  the  general  and 
special  provisions  of  the  negotiated  contract  with  the 
Department  of  Health,  Education,  and  Welfare  and  all 
other  modifications  now  in  effect. 

2.  EMPLOYEE  RETIREMENT  PLAN 

The  Society  adopted  a retirement  plan  on  January  1, 
1966  for  the  benefit  of  its  employees.  To  be  eligible  to 
participate,  employees  must  be  25  years  of  age  but  less  than 
65  and  have  had  completed  12  months  of  continuous  em- 
ployment with  the  Society.  As  of  January  1,  1973,  the  plan 
is  noncontributory.  The  annual  charge  to  operations 
should  include  the  normal  cost  of  the  plan  (the  amount  to 
be  contributed  during  a year  to  fund  the  estimated  cost  of 
the  plan  attributable  to  operations  of  that  year)  plus  an 
annual  installment  payment  required  to  amortize  prior 
service  costs  over  the  remaining  19  years  of  an  original  30 
year  period.  In  1977,  $162,875  was  charged  to  operations. 
The  estimated  unfunded  prior  service  cost  at  the  last  val 
nation  date  (December  31,  1976)  was  $568,697.  The 
actuarially  computed  value  of  vested  benefits  for  the  plan 
at  the  last  valuation  date  (December  31,  1976)  exceeded 
the  total  of  the  pension  fund  by  approximately  $97,987. 

3.  FEDERAL  INCOME  TAXES 

The  Internal  Revenue  Service  has  completed  its  exam- 
ination of  Federal  income  tax  returns  through  1974,  and 
is  presently  examining  the  1975  return. 

4.  SPECIAL  FUND 

A special  fund  was  created  in  1975  to  pursue  an  equitable 
malpractice  program.  'The  fund  was  financed  by  assessing 
each  ac  tive  member  of  the  Society  $100. 

The  Council  of  the  Medical  Society  of  t he  State  of  New 
York  appointed  a subcommittee  to  plan  and  implement  the 
program.  The  special  assessment  is  kept  in  a separate 
fund  and  expenditures  are  approved  bv  the  Board  of 
Trustees  of  the  Society. 

The  Council  plans  to  continue  the  program  commenced 
in  1975  and  will  use  the  unexpended  special  assessment 
balance  for  this  purpose 

5.  REAL  ESTATE  TAXES 

The  Society  has  been  assessed  annually  by  the  Village 
of  Lake  Success,  New  York,  for  real  estate  taxes  since  June 
1,  1972  which  assessments  were  paid.  The  amount  of 
$29,437  was  paid  in  1977.  The  County  of  Nassau  and  the 
Town  of  North  Hempstead  have  not  assessed  the  Society 
for  real  estate  taxes. 
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SUPPLEMENTARY  INFORMATION 

Analysis  of  investments  held 


Interest 

rate 

( percentage ) 

Maturity 

date 

Face 

value 

Cost 

Market 

value 

General  Fund 

l 'nited  States  Government 
obligations 

Lf.S.  Treasury  bills 

3/23/78 

$100,000 

$ 98,186 

$ 98,486 

Commercial  paper 
General  Motors  Acceptance 
Corporal  ion 

6.30 

1/  3/78 

100,000 

100,000 

100,000 

General  Motors  Acceptance 
Corporation 

6.50 

1/25/78 

100,000 

100,000 

100,000 

General  Motors  Acceptance 
Corporal  ion 

6.625 

1/27/78 

100,000 

100,000 

100,000 

Ford  Motors  Credit 
Corporal  ion 

6 10 

1/11/78 

107,000 

107,000 

107,000 

Certificates  of  deposit 

Various 

Various 

688,000 

688,000 

688,000 

$1,193,486 

$1,193,  186 

Special  Fund 

United  States  Government 
obligations. 

Thirteen  Banks  for 
Co-ops  consolidated 

bonds  6 90  5/  1/78  170,000  $ 170,000  $ 170,000 

Certificates  of  deposit  Various  Various  4 19,000  4 19,000  449,000 

S 619,000  $ 619,000 


H'ar  Memorial  Fund 
United  States  Government 
obligations: 

Thirteen  Banks  for  Co-ops 

consolidated  bonds  6 90  5/  1/78  S 40,000  S 40,000  $ 40,000 

U.S.  Treasury  bonds  3.25  6/15/83  53,000  $ 45/722  43,693 

$ 85,722  $ 83,693 


Bernstein  Memorial  Fund 
United  States  Government 
obligations: 

Thirteen  Banks  for  Co-ops 

consolidated  bonds  6.90  5/  1/78  $105,000  $ 105,000  $ 105,000 


Repair  and  Replacement  Fund: 

United  States  Government 
obligations: 

Thirteen  Banks  for 
Co-ops  consolidated 

bonds  6.90  5/  1/78  $150,000  $ 150,000  $ 150,000 


Summary  of  government  property  on  hand 

Contract  =HSA  105-74-72  with  the  Health  Services  Administration  for  a Statewide  Professional 

Standards  Review  Support  Center 

Description 

Quantity 

Cost 

Purchased  in  prior  years: 

Sony  VO — 1800  video  cassette  recorder 

1 

$1,450 

Sony  CVM-17  20  17  color  monitor  receiver 

1 

888 

Bretford  VTR-29  equipment  cart 

1 

71 

Camera  and  accessories 

1 

903 

Shipping  case,  LC-300A  for  Sony  recorder 

1 

152 

Two  drawer  file  cabinet 

1 

196 

Table  (30x  60) 

2 

267 

Four  drawer  file  cabinet 

3 

446 

Bookcase 

1 

191 

Side  chair 

2 

246 

$4,810 
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BOARD  OF  TRUSTEES  ( SUPPLEMENTARY ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  t he  annual  report  of  the  Board  of  Trustees,  printed 
in  the  August,  1978,  issue  of  the  New  York  State  Journal 
of  Medicine,  several  developments  have  taken  place  which 
are  worthy  of  your  attention. 

At  the  meeting  of  September  27,  1978,  the  following 
actions  were  taken: 

a. )  Voted  to  accept  the  proposal  of  William  F. 
Martin,  Esq.,  of  the  law  firm  of  Martin,  Clearwater  and 
Bell,  calling  for  a $50,000  payment  to  cover  all  out- 
standing and  future  legal  fees  for  defense  of  pending 
malpractice  cases  brought  against  uninsured  members 
of  the  State  Medical  Society  for  events  occurring  prior 
to  February,  1973.  It  was  further  stipulated  that 
$25,000  be  paid  in  1978  and  $25,000  in  1979.  The 
Board  also  approved  that  prior  to  the  issuance  of  the 
final  payment  in  1979,  Mr.  Martin  should  provide  a 
statement  clearly  indicating  that  these  fees  are  in  full 
payment  of  all  pending  cases  and  that  the  State  Soci- 
ety has  no  further  obligations  to  the  law  firm  of  Mar- 
tin, Clearwater  and  Bell. 

b. )  Discussed  a report  of  the  Executive  Commit- 
tee concerning  the  Empire  State  Medical,  Scientific 
and  Educational  Foundation,  Inc.  The  Executive 
Committee  indicated  that  for  this  organization  to  be- 
come viable,  adequate  staffing  and  financing  were  es- 
sential. It  was,  therefore,  suggested  that  the  Council 
approve  and  forward  to  the  House  of  Delegates  a reso- 
lution as  follows: 

That  funds  be  granted  to  the  Empire  State  Medi- 
cal, Scientific  and  Educational  Foundation,  Inc. 
from  the  General  Fund  as  a loan  to  be  repaid;  or 
that  the  surplus  balance  of  the  War  Memorial 
Fund  (totaling  approximately  $90,000)  which  has 
now  become  available  for  use  other  than  that  for 
which  it  was  originally  intended,  be  given  as  an 
outright  grant  to  the  Empire  State  Medical,  Sci- 
entific and  Educational  Foundation,  Inc.,  to  im- 
plement its  functioning. 

This  report  was  received  for  information  and  re- 
ferred to  the  Council  for  approval.  (Note  — At  the 
meeting  of  the  Council  on  September  28,  1978,  the 
above  resolution  was  approved  with  an  indication  that 
a formal  resolution  would  be  presented  to  the  House  of 
Delegates  for  their  adjudication.) 

c. )  Approved  a transfer  of  $50,000  from  the  Gen- 
eral Fund  unrestricted  fund  surplus  to  the  Repair  and 
Replacement  Fund.  The  latter  fund  was  completely 
depleted  as  a result  of  the  purchase  of  the  IBM  System 
3 computers  for  approximately  $254,135.  The  trans- 
fer was  necessary  for  future  purchase  of  equipment, 
and  for  maintenance  and  repair  of  our  headquarters 
building. 

Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Patricia  G.  Squil- 
lace,  M.D.,  Chairman 

The  reports  of  the  Board  of  Trustees  were  reviewed  by 


the  committee.  The  firm  of  Elmer  Fox,  Westheimer  & 
Company,  Certified  Public  Accountants,  approved  the  fi- 
nancial report  as  submitted  by  the  Board  of  Trustees.  The 
Board  of  Trustees  continues  to  guide  the  Financial  activities 
of  this  Society  reasonably,  and  is  commended  for  its  careful 
management  of  fiscal  affairs. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Board  of  Trustees  be 
filed. 

. . . The  annual  and  supplementary  reports  of  the 
Board  of  Trustees  were  FILED . . . 


BUDGET  AND  FINANCE  ( ANNUAL ) 

To  the  House  of  Delegates , Ladies  and  Gentlemen 
The  Committee  on  Budget  and  Finance  consists  of  the 


following  members: 

Walter  T.  Heldmann,  M.D.,  Chairman  . . . Richmond 

George  L.  Collins,  Jr.,  M.D Erie 

John  A.  Finkbeiner,  M.D New  York 

Joseph  J.  Kaufman,  M.D Wayne 

Warren  A.  Lapp,  M.D Kings 

Walter  Scott  Walls,  M.D Erie 


The  committee  continued  to  meet  at  regular  intervals 
to  review  past  performances  of  original  allocations  and  to 
make  changes  and  revisions  as  mandated  by  the  economy 
and/or  by  Council  and  Board  of  Trustees  actions. 

Table  I indicates  what  the  original  projected  budget  was 
for  the  calendar  year  1978  and  what  revisions  were  made 
since  that  time.  You  must  recall  that  the  1977  House  of 
Delegates  voted  a $50  dues  increase  commencing  with  the 
year  1978.  With  an  estimated  dues  paying  membership 
of  22,000,  this  increase  would  generate  an  additional 
$1,100,000.  The  House  also  mandated  that  75%  of  the 
increase  would  be  set  aside  for  a litigation  fund.  This 
would  amount  to  approximately  $825,000  with  the  re- 
mainder $275,000  being  utilized  for  the  normal  yearly  in- 
creases in  inflation  and  rising  costs.  Only  at  the  close  of 
the  calendar  year  1978  will  we  be  able  to  communicate  to 
the  membership  how  much  was  expended  for  litigation 
purposes  and  what  the  actual  general  fund  surplus  at  the 
close  of  the  year  will  be.  In  any  event,  whatever  funds  are 
not  expended  from  the  $825,000  appropriation  shall  be  set 
aside  in  a separate,  special  account. 

As  indicated  previously,  Table  I,  at  this  writing,  projects 
a revised  estimated  budget  for  the  calendar  year  1978.  The 
major  revisions  made  by  the  Committee  on  Budget  and 
Finance  and  approved  by  the  Council  and  Board  of 
Trustees  are  as  follows: 

I.  Income  Section 

a.)  A reduction  of  $10,978  in  revenue  for  News  of 
New  York  — advertising.  An  anticipated  increase  in 
the  budget  by  Hoffmann  LaRoche  pharmaceutical 
house  in  this  area  did  not  materialize.  However,  a 
similar  reduction  was  made  in  the  Division  of  Commu- 
nications’ expense  budget,  which  should  offset  this 
loss. 

II.  E xpenditure  Section 

a.)  PSRO  & Related  Activities — Reduced  the 
total  budget  by  $35,739  to  cover  only  expenses  to  the 
termination  date  of  the  division. 
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I)  ) Increased  the  postage  allocation  of  the  New 
York  State  Journal  ol  Medicine  from  $46,200  to 
$50,000  and  of  the  Medical  Directory  from  $15,500  to 
$30,000.  These  increases  were  necessitated  by  the 
new  postal  rates. 

c. )  Medical  Services  Division  Increased  the  of 
lice  salary  and  related  taxes  and  benefits  by  approxi 
mately  $10,000  to  cover  the  cost  of  secretarial  work  ne- 
cessitated by  the  transfer  of  the  l\SK0  act  ivities  to  this 
division. 

d. )  Data  Processing  Department  Increased  the 
computer  rental  appropriation  by  approximately 
$8,000  because  in  the  original  budget  it  was  thought 
that  certain  pieces  of  equipment  could  be  purchased 
early  in  the  year.  This  has  not  taken  place  as  yet 
However,  the  Board  of  Trustees  is  now  studying  the 
feasibility  of  purchasing  this  equipment  shortly. 

e. )  Legislative  Counsel  Appropriated  $15, IKK) 
lor  1977  and  1978  in  this  area,  as  recommended  by  the 
Ad  Hoc  Committee  to  Study  Legislative  Activities. 


This  item  is  to  cover  t he  expense  allowance  of  t he  Leg 
islative  Counsel  which  is  over  and  above  the  annual  re- 
tainer. 

f.)  Non  Divisional 

I Heating  Increased  this  budget  bv  $6,00(1 
because  of  the  severe  winter  and  everrising  rate  in- 
creases. 

2.  Insurance  Increased  this  budget  by 
$1 1,000  to  cover  the  inflationary  spiral  of  premium 
renewals. 

On  behalf  of  the  committee,  the  chairman  wishes  to 
thank  Henry  I.  Fineberg.  M.D.,  Executive  Vice-President, 
and  Eugene  S.  Dombrowski,  director,  Division  of  Finance 
ICompt roller)  for  I heir  ever  watchf  ul  eye  in  carrying  out 
the  budgetary  programs  of  the  State  Society  in  a sound, 
economic  manner 

Respect  fully  submitted, 

Walter  T.  Heldmann,  M.D..  Chairman 


TABLE  1 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Revised  Estimated  Budget- 1978 


Income 

Original  Estimated 
Budget  1978 

Received  to  3/31/78 

Revised  Estimated 
Budget  («  3/31/78 

1 lues 

4,400,000 

1,100,000 

4,400,000 

Journal  Advertising 

1 50,000 

53,389 

1 50,000 

Journal  Circulation 

3,01)0 

890 

3,000 

Journal  Reprints 

1 5,000 

3,835 

15,000 

News  of  New  York  advertising 

88,000 

22,000 

77,022 

Medical  Directory  sales 

92,000 

4.864 

92,000 

Annual  Convention  exhibit  rentals 

35,000 

-0- 

35,000 

Interest  on  Investments  General  Fund 

140,000 

16,383 

140.000 

What  Goes  On  subscriptions 

500 

141 

500 

PSRO  Support  Center  Net  Reimbursement 

10,000 

10.956 

10,000 

Dues  Collection  Fee  AMA 

15.000 

5,934 

15,000 

Miscellaneous  Income 

750 

83 

750 

Total  Income 

4,949,250 

1,218,475 

4,938.272 

Original  Estimated 

Expended  to 

Revised  Estimated 

Expenditures 

Budget  1978 

3/31/78 

Budget  («  3/31/78 

Office  of  Executive  Vice-President 

325,653 

77,927 

325,653 

General  Counsel 

112,947 

25,168 

112,947 

Governmental  Affairs 

197,208 

52,882 

161,469 

Insurance  and  Membership  Benefits 

53,911 

12.809 

54,661 

Scientific  Activities  Division 

119,652 

25.096 

119,652 

Continuing  Medical  Education 

100.000 

2,704 

100,000 

Scientific  Publications  Division 

560,803 

146,902 

564,603 

Medical  Services  Division 

130,497 

30,553 

140,672 

Computer  Systems  and  Services 

365,822 

91,158 

388,572 

Finance  Division 

268,835 

64.996 

269,835 

Management  Services  Division 

214,558 

48.909 

214,558 

Communication  Division 

421,957 

95,378 

410,957 

Annual  Convention 

89.125 

-0- 

89,300 

Officers,  Board,  AMA  Delegation 

115,900 

13,631 

115,900 

House  of  Delegates-Special  Committees 

900 

139 

900 

Council  Committees 

70,000 

12,517 

72,500 

Legislative  Counsel 

60.000 

24,380 

75,000 

Non-Divisional 

1,491,800 

164,594 

1,512,800 

Total  Expenditures 

4,699,568 

889,743 

4,729,979 

Excess  of  Income  over  Expenditures 

249,682 

328,732 

208,293 
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BUDGET  AND  FINANCE  ( SUPPLEMENTARY ) 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  the  annual  report  of  the  Committee  on  Budget  and 
Finance,  a meeting  was  held  on  August  24,  1978,  to  review, 
analyze,  and  revise  the  estimated  budget  as  of  June  30, 
1978.  The  revisions  are  incorporated  in  the  financial 
statements  which  follow  on  pages  495-497.  The  major 
change  that  was  made  involved  the  dues  income  structure. 
Because  of  a projected  loss  of  approximately  750  dues 
paying  members,  the  dues  income  for  general  operating 
purposes  was  reduced  from  $3,575,000  to  $3,453,125.  Also, 
because  of  the  loss  of  members,  the  amount  allocated  for 
litigation  was  reduced  from  $825,000  to  $796,875. 

The  financial  statements  on  pages  495-497  also  indude 
a tentative  estimated  budget  for  the  calendar  year  1979. 
Since  the  Committee  on  Budget  and  Finance  will  not  meet 
until  November  29,  1978,  to  formulate  the  estimated 
budget  for  1979,  the  tentative  projection  takes  into  con- 
sideration only  economic  and  inflationary  factors  and  does 
not  include  special  projects  and  undertakings  that  may  be 


presented  to  the  committee  in  November. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Patricia  G.  Squil- 
lace,  M.D.,  Chairman 

The  estimated  budget  deficit  for  1979  is  $133,304,  but 
because  of  accruals,  economies,  unfulfilled  jobs,  it  is  ex- 
pected that  there  will  not  be  a deficit  as  projected. 

Because  of  the  loss  of  members,  the  amount  allocated 
for  litigation  was  reduced  from  $825,000  to  $796,875. 

Details  of  the  budget  are  available  in  the  annual  and 
supplementary  reports  of  the  Committee  on  Budget  and 
Finance. 

Dr.  Heldmann  and  his  committee  should  be  compli- 
mented on  the  performance  of  their  duties. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  committee  on  Budget 
and  Finance  be  filed. 

. . . The  annual  and  supplementary  reports  of  the 
Committee  on  Budget  and  Finance  were  FILED  . . . 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Expenditures  by  Account  Classification 
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Henry  I.  Fineberg,  M.D. 


EXECUTIVE  VICE-PRESIDENT  ( ANNUAL P 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  problems  confronting  medicine  are  still  tremendous. 
The  drive  against  the  medical  profession  by  governmental 
officials  and  agencies  continues  to  increase  in  intensity.  In 
general,  the  press  is  ever  hostile  to  us;  in  many  cases  un- 
justifiably and  with  an  ill  conceived  malice  aforethought. 
Again,  I must  point  out  that  it  has  become  more  and  more 
routine  to  lambaste  and  malign  the  “healers”  and  to  place 
the  ills  of  society  at  our  doorstep.  We  have  become  the 
betes  noires  of  this  world;  we  are  easy  prey;  we  are  the 
whipping  boys. 

As  I dictate  this  report,  the  President  has  entered  the 
fray;  and  has  taken  uncalled  for,  unrealistic,  reprehensible 
potshots  at  the  physicians  of  our  country. 

According  to  the  newspapers,  in  meetings  on  the  West 
Coast,  the  present  occupant  of  the  White  House  attacked 
the  legal  profession;  and,  a day  later,  followed  with  an  on- 
slaught against  the  doctors  of  the  United  States.  What  the 
former  peanut  tycoon  had  to  say  was:  “The  doctors  care 
very  deeply  about  their  patients,  but  when  they  organize 
into  the  American  Medical  Association,  their  responsibility 
is  to  the  welfare  of  doctors  and  quite  often  these  lobbying 
groups  are  the  only  ones  that  are  heard  in  the  state  capitols 
and  in  the  capitol  of  our  country.  They  have  been  the 
major  obstacles  to  progress  in  our  country  in  having  a 
better  health  care  system  in  years  gone  by.”  In  other 
words,  what  this  man  is  saying  is  that  the  individual  doctor 
is  competent  and  qualified  to  cope  with  illnesses  of  our 
people;  but  the  doctors  as  a group  are  negligent  and  react 
contrary  to  the  public  welfare.  Here  is  an  example  of  an 
important  government  official,  who  knows  nothing  or  little 
about  the  subject,  appearing  before  the  public  and  spouting 
aspersions  against  a honorable  and  learned  calling.  It  is 
sad  that  a person  of  his  standing  should  stoop  so  low. 
What  is  most  disconcerting  and  discouraging  is  that  ca- 
nards of  this  type  are  being  released  by  the  leaders  in  other 
areas  of  our  government — executive  and  legislative.  At- 
tacks of  this  sort  are  unwarranted  and  tend  to  destroy  the 
faith  and  confidence  of  our  people  in  a profession  which  has 
proved  its  worthiness  down  through  the  ages. 

Unfortunately,  men  such  as  the  chief  executive  of  our 
land,  and  others  in  high  places,  evidently  believe  in  the  old 
Hitler  philosophy  that  if  you  repeat  a lie  loudly  and  often 
enough,  people  will  eventually  believe  it. 

It  is  very  difficult  to  combat  vicious  attacks  such  as  these. 
We  do  not  have  ready  access  to  the  media  of  communica- 
tion which  government  officials  have.  We  must  strive  to 
find  ways  of  spreading  our  gospel  to  the  “man  in  the 


street.”  The  saga  of  American  medicine  is  a glorious 
one-  replete  with  dedication,  self  sacrifice,  a deep  respect 
for  human  welfare  and  dignity;  marvelous  scientific  and 
medical  discoveries — ever  driving  ahead  for  a better  life. 
In  doing  so  we  must  make  optimum  use  of  the  "written 
word"  in  periodicals  and  journals-  and  the  "spoken 
word"  from  the  podia  and  through  the  electronic  systems. 
Undoubtedly,  this  type  of  program  will  require  extensive 
subsidizat  ion  and  expenditures  of  funds  but  what  other 
course  is  open  to  us  in  our  fight  for  equity  and  justice. 

Some  years  ago  I quoted  Virgil  M.  Handier,  the  former 
president  of  the  State  University  of  Iowa,  who  in  discussing 
the  responsibility  of  medicine  had  this  to  say  about  doctors: 
“Medicine  has  a wonderful  story  to  tell.  At  the  risk  of 
being  garrulous,  doctors  should  tell  the  story,  and  should 
tell  it  again  and  again.” 

There  is  a rising  tide  of  criticism  against  the  medical 
profession.  Far  too  high  a proportion  of  that  criticism  is 
ill-founded  and  is  based  on  ignorance  and  misunder- 
standing. Some  of  it  has  been  based  on  unwise  attitudes 
and  practices  of  certain  general  practitioners  and  certain 
specialists  in  the  profession. 

“The  tremendous  advances  which  medicine  has  made 
in  the  last  century  and  the  magnificent  story  which  medi- 
cine has  to  tell  of  its  expanded  services  to  the  American 
people  are  so  great  that  we  should  not  risk  damage  to  the 
medical  profession  by  unwise  legislation  in  these  latter 
days.” 

“The  most  important  thing  which  doctors  can  do  for  the 
American  society  and  a responsibility  above  all  others 
which  I believe  they  must  bear,  is  to  continue  the  rapid 
development  which  the  profession  has  experienced  in  the 
past  century,  to  bring  its  services  understandably  to  the 
attention  of  the  American  people,  and  to  see  that  doctor 
and  patient,  and  patient  and  doctor  work  together  in 
sympathy  and  understanding  for  the  solution  of  our  com- 
mon problems.” 

A friend  has  often  said  to  me  that  man  should  not  look 
back  too  often,  and  we  must  ever  keep  looking  forward  — 
toward  new  horizons  and  hopes  of  great  achievements  as 
yet  not  accomplished. 

On  the  other  hand,  it  is  my  feeling  that  on  occasion  we 
should  look  behind  us — for  events  of  the  past  may  show  us 
how  to  avoid  certain  obstacles — and  may  lead  us  on  the 
road  to  solve  some  of  the  enigmas  of  the  future. 

Bernard  Baruch  once  remarked  that  “Political,  eco- 
nomic, and  racial  forces  have  developed  which  we  have  not 
yet  learned  to  understand  or  control.  If  we  are  ever  to 
master  these  forces,  make  certain  that  government  will 
belong  to  the  people,  not  the  people  to  the  government,  and 
provide  for  the  future  better  than  the  past,  we  must 
somehow  learn  from  the  experiences  of  the  past.” 

And  then,  we  must  realize  that  time  often  stands 
still  and  year  after  year  the  same  problems  persist  and 
come  to  the  foreground. 

Recently  I nostalgically  went  back  in  swift  diagonal  flight 
across  the  years.  I reviewed  some  of  our  State  Medical 
Journals  of  yesteryear;  and  I concentrated  on  a few  which 
were  published  during  the  era  when  I was  president — 
especially  the  one  which  contained  my  “inaugural  address” 
when  I took  over  the  highest  honor  that  you  can  bestow 
upon  a colleague. 

Among  many  things,  here  are  a few  observations  that  I 
presented  to  the  House  of  Delegates  on  May  9,  1959,  (19 
years  ago): 

For  as  long  as  I can  remember,  we  have  been  dis- 
cussing public  relations,  often  referred  to  as  human 
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relations.  I have  repeated  time  after  time  that  it  has 
become  fashionable  to  lambaste  the  medical  profession. 
In  too  many  places  we  are  being  maligned  and  taken  to 
task,  sometimes  unmercifully,  most  often  without  just 
cause,  but  unfortunately  on  occasion  with  justification 

We  have  a Public  and  Professional  Relations  Bureau 
which  has  been  trying  to  effect  a wholesome  relationship 
between  doctors  and  the  public.  It  is  my  contention, 
however,  that  this  bureau,  at  best,  can  only  develop  and 
blueprint  the  architecture  for  a public  relations  program. 
It  is  the  devoted  service  of  the  individual  physician  that 
is  the  key  feature  in  any  effort  of  this  type.  Well  devised 
public  relations  pamphlets  cannot  take  its  place  ... 

We  hear  people  say  that  they  love  their  family  doctor, 
but  it  is  the  medical  profession  they  dislike.  I fail  to 
understand  the  logic  of  this  type  of  thinking.  What  is 
it  that  puts  the  entire  profession  in  such  disfavor 

1 believe  that  it  is  important  for  the  doctor  to  discuss 
fees  frankly  and  directly,  including  those  of  the  consul- 
tants who  are  brought  in  . . . . 

The  doctor  should  inform  the  patient  clearly  and 
concisely  about  what  has  to  be  done  and  why.  The  old 
cliche  still  holds  that  the  physician  must  practice  the  art 
as  well  as  the  science  of  medicine.  In  the  long  run  good 
public  relations  are  born  and  often  die  at  the  bedside  and 
in  the  doctor’s  office  .. . 

The  medical  schools  and  their  teachers  must  also  in- 
culcate into  their  students  that  the  practice  of  medicine 
represents  a public  service  of  the  highest  degree  ... 

We  must  eliminate  mysticism.  Today,  people  are  not 
completely  uninformed;  but  we  must  learn  to  talk  to 
them  in  effective,  understandable  language  ...  . 

The  doctor  must  also  assume  the  role  of  citizen.  He 
should  participate  in  the  various  organizations 
throughout  his  county — the  chamber  of  commerce,  the 
welfare  council,  the  health  council,  and  others.  He 
should  take  an  interest  in  the  candidates  for  public  of- 
fice, vote  at  elections,  be  concerned  with  city  plan- 
ning— perform  all  the  duties  required  of  the  other  citi- 
zens of  a democratic  society.  Of  course,  participation 
in  civic  affairs  will  mean  sacrifices  on  the  part  of  the 
physician  on  a much  greater  scale  than  that  required  of 
many  others  in  the  community.  The  doctor  must  ad- 
here to  an  exacting  schedule  and  he  cannot  endanger  the 
welfare  or  life  of  any  of  his  patients.  Despite  all  this, 
there  is  no  doubt  that  the  doctor  can  contribute  more 
to  community  affairs  than  he  is  now  doing  in  our 
State ...  . 

We  must  be  interested  in  informing  the  lay  public  and 
in  the  continued  postgraduate  training  of  the  practi- 
tioner of  medicine.  We  should  encourage  certain 
members  to  become  proficient  in  the  art  of  speaking. 
They  should  he  willing  to  serve  as  medical  missionaries 
throughout  their  communities  ... 

Our  physicians  must  keep  up  with  the  rapid  march  of 
medical  science.  We  must  supply  the  means  by  w hich 
this  trend  can  be  disseminated  to  the  greatest  number 
of  doctors.  A continual  program  of  education  is  a sine 
qua  non  in  the  practice  of  medicine  ...  . 

Legislation  is  an  important  aspect  of  the  work  of  our 
Society.  I have  found  that  little  can  be  accomplished 
without  the  wholehearted  support  of  members  and  of- 
ficers of  the  county  medical  societies  in  all  parts  of  the 
State.  We  must  try  to  confine  our  energies  to  those 
proposals  that  we  believe  have  a chance  of  being  suc- 
cessful, because  there  is  no  question  about  the  fact  that 


if  we  introduce  too  many  bills,  our  efforts  can  become  so 
diluted  that  the  important  ones  will  fall  by  the  wayside 

Most  of  our  legislative  programs  will  be  long-range 
ones.  Despite  the  feelings  of  some  of  our  members,  we 
cannot  have  enact  ed  into  law  all  of  our  proposals.  A bill 
introduced  at  one  session  may  fail  to  pass,  but  if  we 
continue  to  fight  for  what  we  believe  to  be  right  we  may 
win  eventually.  Legislation  activities  requires  continued 
planning  and  vigilance  ...  . 

For  many  years,  we  have  been  concerned  with  full 
government  control  of  medicine.  The  subject  is  still 
important  and  must  not  be  neglected.  Recent  activities 
should  convince  us  that  the  proponents  of  this  socialistic 
philosophy  are  still  with  us  and  determined  to  foist  their 
ideologies  upon  the  people  of  this  country  ...  . 

We  must  continue  to  fight  against  any  unrealistic 
legislation  which  threatens  the  freedom  of  the  doctor 
and,  what  is  more  important,  can  result  in  inferior 
medical  care  ...  . 

All  of  us  will  admit  that  the  government  has  a role  to 
play  in  the  care  of  the  indigent  and  in  the  advancement 
of  community  planning  and  public  health  and  research, 
but  it  has  no  business  promulgating  rules  and  regulations 
which  will  completely  govern  physicians,  dentists, 
nurses,  pharmacists  or  hospitals  ... 

I am  firmly  convinced  that  all  of  us  should  become 
members  of  the  American  Medical  Association.  The 
advantages  of  membership  are  many  and  I can  see  no 
disadvantages.  There  are  some  who  do  not  agree  with 
the  decisions  of  the  officers  and  delegates  but  any 
member  can  always  voice  his  objections  by  the  demo- 
cratic method — the  right  to  vote  for  his  representatives 
and  to  testify  before  the  reference  committees  of  the 
House  of  Delegates.  It  is  the  duty  of  our  doctors  to  he 
active  participants  in  the  affairs  of  the  AMA,  the  State 
Society  and  the  County  Society.  I have  no  sympathy 
whatsoever  for  the  individual  who  is  ever  willing  to 
criticize  but  refuses  to  play  a part  in  the  determination 
of  his  destiny. 

HOW  MUCH  CHANGE  HAS  THERE  BEEN! 
HOW  FAR  HAVE  WE  PROGRESSED! 

Perhaps  “there  is  no  new  thing  under  the  sun” — Eccles- 
iastes (1.11) 


THE  STAFF 

We  are  presenting  a new  staff  Table  of  Organization 
(T.O.).  This  edition  has  a number  of  major  changes: 

(1)  The  Department  of  Archives  is  transferred  from 
the  Division  of  Scientific  Activities  to  the  Division  of 
Scientific  Publications. 

(2)  Health  Systems  Agency  and  PSRO  are  now'  “ser- 
viced" by  the  Division  of  Medical  Services.  (The  latter 
has  been  transferred  from  the  Division  of  Governmental 
Affairs). 

(3)  The  Division  of  Governmental  Affairs  is  concerned 
with  State  and  Federal  Legislation,  State  Agencies,  and 
the  New  York  State  Association  of  the  Professions. 

(4)  The  Division  of  Public  and  Professional  Affairs 
becomes  the  Division  of  Communications. 

Here  we  now  have  a department  of  Physician-Patient 
relations. 

(5)  The  Division  of  Computer  Systems  and  Services 
replaces  the  Division  of  Research  and  Planning.  There 
is  now  a Department  of  Research  and  Development. 
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Following  is  a list  of  commissions  and  committees  and 
their  counterparts  Staff  Divisions: 


Office  of  the  Executive  Vice-President 

House  of  Delegates 
Council 

Executive  Committee  of  the  Council 
Board  of  Trustees  and  Committees 
New  York  Delegation  to  the  AM  A 
Nominating 

Ad  Hoc  Committee  to  Review  Legislative  Activities 
Professional  Medical  Liability  Insurance  and  Defense 
Board 

Convention  Sites 

Division  of  Scientific  Activities 

Commission  on  Public  Health 
Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 
Drug  Abuse 

Emergency  Health  Services 

Environmental  Quality 

Health  Manpower 

Home  Health  Care 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 

Commission  on  Em 'cation 
Continuing  Medical  Education 
Forensic  Medicine 

Information  Technology  in  Medicine 
Thanatologv 
Convention 

Scientific  Awards 
Scientific  Exhibits 
Scientific  Programs 

Division  of  Scientific  Publications 

Publications 

Library 

Archives 

Division  of  Medical  Services 

Commission  on  Medical  Services 
Health  Systems  Agency,  Coordinating 
Hospital  and  Professional  Relations 
Interspecialty 
Medical  Care  insurance 
Socioeconomics 

Workmen's  Compensation  and  Occupational 
Health 

No-Fault  insurance 
Negotiating 
C ost  Containment 
PSRO 


Division  of  Governmental  Relations 

Commission  on  Governmental  Affairs 
Federal  Legislation 
State  Legislation 

New  York  State  Association  of  the  Professions 

General  Counsel 

Bylaws  (House) 

Constitutions  and  Bylaws  (Council) 

Consultant  to  the  Professional  Medical  Liability  In- 
surance and  Defense  Board 
Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Board 
Liaison  Committee  with  the  New  York  State  Bar 
Association 
Ethics 

Judicial  Council 

Ad  Hoc  Committee  to  Review  Legal  Activities 

llusiness  Division 

Budget  and  Finance 
Convention 

Technical  Exhibits 

Division  of  Computer  Systems  & Services 

Research  and  Development 

Division  on  Communications 

Advisory  to  New  York  State  Medical  Assistants  As 
sociation 

Advisory  to  Woman’s  Auxiliary 

Awards  and  Prize  Essays 

New  York  Delegation  to  the  AMA 

Commission  on  Communications  and  Membership 

Division  of  Insurance  and  Membership  llenefits 

Commission  on  Insurance  and  Membership 
Benefits 
General  Insurance 
Membership  Benefits 

Division  of  Management  Services 

Convention  — Dinner 

THE  DIVISIONS 

SCIENTIFIC  ACTIVITIES 

'['here  have  been  some  organizational  revisions  in  this 
division  during  the  past  year.  The  division  now  “services" 
three  areas  of  the  Council  C ommittee  structure: 

I.  The  Commission  on  Education.  This  commission 
is  composed  of  the  following  committees,  each  of  which  is 
represented  on  the  commission  by  its  chairman: 

1.  Continuing  Medical  Education 

2.  Information  Technology  in  Medicine 
9.  Forensic  Medicine 

4.  Thanatology 

II.  The  Commission  on  Public  Health.  For  several 
years  this  commission  was  very  ably  headed  by  Keith  0. 
Guthrie,  Jr..  M.D.  We  were  shocked  and  saddened  by  I)r. 
Guthrie’s  unexpected  death  on  March  28,  1978.  The  di- 
rector of  t he  division  and  all  the  committee  chairmen  shall 
sorely  miss  the  guidance  which  Keith  so  generously  gave 
to  us  over  the  years.  His  willing  and  friendly  help  to  all 
those  involved  with  him  in  MSSNY  activities  will  never  he 
forgotten. 
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The  Commission  on  Public  Health  is  made  up  of  the 
following  committees  which  are  also  represented  by  their 
chairmen:  Accident  and  Injury  Prevention,  Aging  and 
Nursing  Homes,  Alcholism,  Cancer,  Cardiovascular  Dis- 
ease, Child  Abuse,  Drug  Abuse,  Emergency  Health  Ser- 
vices, Environmental  Quality,  Health  Manpower,  Home 
Health  Care,  Maternal  and  Child  Health,  Medical  Aspects 
of  Sports,  Mental  Health,  Metabolic  Diseases,  Physical 
Medicine  and  Rehabilitation,  Preventive  Medicine,  Rural 
Medical  Service,  and  School  Health. 

III.  The  third  part  is  made  up  of  a Scientific  Program 
Committee  and  its  subcommittees  on  Scientific  Awards 
and  Scientific  Exhibits. 

The  Physicians’  Placement  Bureau  and  “What  Goes  On 
in  Continuing  Medical  Education”  are  two  other  important 
activities  of  this  division  which  are  described  below. 

For  a complete  insight  into  the  activities  of  this  division, 
members  are  advised  to  read  the  annual  reports  of  all  the 
committees.  Particular  attention  is  directed  to  the  reports 
of  the  Committees  on  Continuing  Medical  Education, 
School  Health,  Health  Manpower,  and  Cancer. 

Physicians’  Placement  Bureau.  The  Physicians’ 
Placement  Bureau  reports  an  increasing  efficiency  in  the 
methods  it  employs  to  match  communities  seeking  physi- 
cians and  physicians  looking  for  job  opportunities.  A great 
number  of  physicians  and  communities  have  written  letters 
and  called  to  thank  us  for  the  bureau’s  services. 

Since  the  bureau  publishes  the  complete  list  of  “Physi- 
cians’ Placement  Opportunities”  in  the  New  York  State 
Journal  of  Medicine,  many  communities  and  physicians 
have  been  alerted  to  our  service  and  have  applied  for  our 
assistance.  An  application  form  for  physicians  seeking 
placement  opportunities  appears  on  the  back  page  of  most 
monthly  issues  of  “Physicians’  Placement  Opportunities” 
and  the  number  of  applications  that  have  been  filled  out 
and  mailed  to  us  indicate  that  a great  number  of  physicians 
are  utilizing  this  convenience. 

What  Goes  On  in  Continuing  Medical  Education. 
“What  Goes  On  in  CME”  has  changed  its  format  to  ac- 
commodate the  ever  increasing  number  of  continuing 
medical  education  listings  it  carries.  Institutions  con- 
ducting CME  courses  are  encouraged  to  send  in  CME  an- 
nouncements as  frequently  and  early  as  events  are  sched- 
uled, so  that  the  information  can  be  publicized  in  “WGO.” 
“What  Goes  On  in  CME"  helps  disseminate  the  CME 
schedules  for  institutions,  at  no  cost  to  the  institution,  and 
at  the  same  time  informs  physicians  of  the  available  CME 
courses  given  throughout  the  State.  We  are  particularly 
anxious  to  publicize  all  courses  approved  for  the  AMA 
Category  I accreditation,  as  this  listing  is  of  primary  im- 
portance to  physicians  in  fulfilling  the  CME  require- 
ments. 

The  director  of  the  Division  of  Scientific  Activities  has 
continued  to  be  deeply  involved  in  the  MSSNY  program 
for  CME.  Much  of  his  time  and  that  of  his  staff  is  taken 
up  in  arranging  and  participating  in  surveys  of  Hospitals, 
Specialty  Societies  and  Academies  of  Medicine  throughout 
the  State  which  wish  to  be  approved  for  CME.  He  attends 
all  the  meetings  held  by  the  committees  listed  above  as  well 
as  all  MSSNY  Council  meetings.  He,  along  with  other 
MSSNY  representatives,  has  also  been  kept  busy  meeting 
with  our  legislative  representatives,  legislators  and  repre- 
sentatives of  the  State  Department  of  Education  in  dis- 
cusssing  legislative  proposals  of  interest  to  our  profession. 
He  has  attended  meetings  on  CME  given  by  the  AMA  and 
the  Alliance  for  Continuing  Medical  Education  and  has 


been  one  of  the  MSSNY  representatives  at  meetings  of  the 
Continuing  Medical  Education  Council  of  New  York  State, 
Inc.,  and  the  New  York  State  Association  for  Confidenti- 
ality of  Health  Data. 

SCIENTIFIC  PUBLICATIONS 

The  New  York  State  Journal  of  Medicine  is  published 
on  a monthly  basis.  The  special  covers,  initiated  for  the 
Bicentennial  year,  brought  such  favorable  comment  that 
they  have  been  maintained.  Included  during  this  period 
was  much  official  material  concerning  the  Medical  Society 
of  the  State  of  New  York. 

Material  appearing  in  the  Journal  is  listed  in  the  semi- 
annual indexes  that  appear  in  December  and  June.  New 
copyright  laws  will  necessitate  some  changes  in  handling 
material  for  publication. 

The  Publication  Committee  is  responsible  for  reviewing 
matters  of  policy,  particularly  in  reference  to  new  members 
of  the  Associate  Editorial  Board.  Members  of  the  Board 
review  manuscripts  on  the  basis  of  merit.  Because  of  them 
the  Journal  maintains  its  preeminent  position  among 
medical  publications,  and  we  are  grateful  to  them  for  their 
invaluable  service. 

The  Journal  continues  to  attract  a high  caliber  of  man- 
uscripts for  consideration.  Since  we  include  case  reports, 
and  few  publications  do,  many  come  our  way.  Because 
there  is  a considerable  backlog  of  this  material,  there  is 
consequent  delay.  It  was  decided  to  suspend  consideration 
of  case  reports  temporarily,  until  such  time  as  we  could 
realistically  lift  the  embargo.  It  is  felt  that  case  reports  are 
valuable  teaching  material. 

Since  our  last  report,  through  April,  1977,  we  have  re- 
ceived 522  manuscripts,  with  306  accepted,  and  162  re- 
jected; and  140  manuscripts  were  published.  1 1 are  still 
being  reviewed  by  consultants.  The  Journal  contains  not 
only  scientific  material  but  also  reports  and  opinions  re- 
flecting special  concerns  of  the  Medical  Society,  such  as 
malpractice,  hospital  costs,  and  proposed  government 
health  care  programs. 

Advertisements  are  run  throughout  the  Journal  without, 
however,  breaking  up  articles.  The  advertising  revenues 
have  shown  a slight  increase  in  gross  since  the  new  rates 
went  into  effect  in  January,  1978.  There  has  also  been  an 
increase  in  our  advertising  pages.  During  the  period  May, 
1977,  through  April,  1978,  our  advertising  yielded  a total 
gross  of  $178,359.10.  During  this  period  also  a plan  to 
combine  some  advertising  in  Five  journals  was  explored,  but 
proved  to  be  not  feasible  for  a variety  of  reasons.  Also  our 
advertising  representative.  United  Media  Associates,  Inc., 
planned  a survey  designed  by  a marketing  consultant  to 
cover  not  only  our  Journal  but  also  the  New  Jersey  and 
Pennsylvania  journals  as  well.  The  questionnaire  was  to 
be  sent  to  a proportion  of  readers  on  the  reader  lists  of  each 
journal,  the  questions  to  be  answered  on  the  basis  of  the 
March  issues.  Since  the  last  questionnaire  for  the  Journal 
was  carried  out  in  1970-1971,  we  trust  the  answers  will  help 
both  the  editorial  and  advertising  concerns  of  the  Jour- 
nal. 

Of  the  total  of  2,384  pages  published,  1,932.5  were  edi- 
torial pages,  devoted  to  scientific  and  special  articles  and 
special  sections  of  the  Journal,  and  447.5  pages  were  ad- 
vertising. The  total  included  the  official  material  of  the 
Medical  Society. 

At  the  Annual  Convention  on  October  2,  1977,  the  fif- 
teenth annual  Redway  Award  and  Medal  for  medical 
writing  were  presented  to  Thiruchandurai  Rajan,  M.D., 
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Steven  H.  Zuckerman,  and  Steven  1).  Douglas,  M.D.,  for 
the  symposium  “Immune  System,  Membrane  Receptors, 
and  Genetics  of  Cells  involved  in  Immune  Response"  that 
appeared  in  the  -July,  1976,  issue  of  the  Journal.  Leslie  A. 
Kuhn.  M I).,  of  the  Associate  Editorial  Board,  was  pre- 
sented with  the  William  Hammond  Award  for  Distin- 
guished Service. 

MEDICAL  SERVICES 

Hospital  and  Professional  Relations.  In  addition  to 
the  routine  work  of  preparing  material  for  the  one  meeting 
held  by  this  committee  to  date,  the  division  has  engaged 
in  other  related  activities.  The  division  director  has  con- 
tinued to  attend  H AN YS  Committee  on  Professional  At 
fairs  and  Planning  meetings,  participating  in  discussions 
within  that  group  with  particular  reference  to  matters  that 
are  related  to  the  concerns  of  physicians  and  the  positions 
taken  by  the  Medical  Society  of  the  State  of  New 't  ork. 

The  division  arranged  for  representatives  of  HAN  YS  to 
meet  with  the  Cost  Containment  Committee  and  also  ar 
ranged  for  the  MSSNY  Ad  Hoc  Committee  to  meet  with 
HANYS  representatives  to  discuss  guidelines  for  hospital 
privileges  to  be  made  available  for  those  physicians  de- 
prived of  hospital  staff  appointments  resulting  from  the 
merging  of  departments  or  the  closing  of  hospitals. 

Socioeconomics  Committee.  Developments  in  this 
field  have  continued  to  assume  greater  importance  as  they 
affect  the  practice  of  medicine,  and  correspondingly  have 
demanded  more  time  and  effort  on  the  part  of  the  division. 
At  this  time  it  is  likely  that  the  events  taking  place  in  the 
socioeconomics  sphere  of  medicine  are  of  greater  concern 
to  our  membership  than  the  purely  professional  aspects  of 
practice,  recognizing  that  the  latter  are  being  vitally  af- 
fected by  the  former.  The  concern  of  our  members  is  ev- 
idenced by  an  increasing  number  of  inquiries  both  by 
telephone  and  by  written  communication  asking  for  in- 
formation or  clarification  of  matters  relating  to  the  socio- 
economic climate. 

A major  activity  of  the  division  in  the  period  covered  by 
this  report  was  the  development  of  a position  paper  on  cost 
containment,  which  was  approved  by  the  committee  and 
subsequently  by  the  Council.  Preparation  of  this  paper 
required  considerable  time  and  thought  to  cull  the  mass 
of  material  that  had  been  accumulated. 

1'he  48  recommendations  by  the  National  Commission 
on  the  C'ost  of  Medical  Care  were  evaluated,  but  are  still 
under  consideration. 

The  division  carried  out  the  charge  by  the  Socioeco- 
nomics Committee  to  prepare  and  set  up  a program  de- 
voted  to  “Modern  Office  Practice  Management”  during 
the  October,  1977,  Annual  Meeting.  This  program  was 
well  received  and  considered  very  successful.  We  are  now 
engaged  in  preparing  a program  on  Cost  Containment  to 
be  presented  during  the  Annual  Meeting  in  October,  1978. 
The  division  is  also  in  the  process  of  planning  to  cosponsor 
w ith  the  AM  A a symposium  on  “Concerns  of  the  Employed 
Physician."  to  meet  the  changing  relationships  between 
hospitals  and  their  salaried  physicians  staffs,  since  it  is  felt 
that  the  changing  relationships  make  this  an  important 
activity. 

Meetings  were  held  with  AMA  representatives  to  de- 
velop a course  on  "The  Art  of  Negotiations,”  but  our  efforts 
failed  to  elicit  sufficient  interest  to  warrant  implementing 
this  program. 


The  lack  of  valid  data  dealing  with  the  financial  aspects 
of  the  practice  of  medicine  in  New  York  State  is  sorely  felt 
in  the  course  of  the  numerous  meetings  with  various  out- 
side bodies  where  the  subject  involves  socioeconomic  fac- 
tors. The  division  has  been  preparing  surveys  that  would 
relate  to  the  patterns  of  practice  and  overhead  expenses 
but  has  delayed  the  actual  carrying  out  of  these  projects, 
awaiting  the  outcome  of  efforts  to  obtain  comparable  data 
from  other  sources  such  as  the  AMA  and  National  Opinion 
Research  Center.  If  the  latter  are  successful,  they  would 
result  in  considerable  saving  of  time  and  money.  But  it  is 
essential  that  we  do  have  available  solid  data  if  we  are  to 
carry  on  meaningful  discussions  with  outside  groups.  It 
is  to  be  noted  that  although  the  Federal  Trade  Commission 
has  taken  action  against  relative  value  scales,  all  the  con- 
sent decrees  arrived  at  have  not  prohibited  the  accumu- 
lation of  data  provided  such  is  not  issued  in  a published 
form. 

Medical  Care  Insurance.  This  committee  has  yet  to 
meet,  but  the  usual  activities  of  the  division  in  this  area 
have  nonetheless  been  considerable.  The  Premier  Phy- 
sician Care  Coverage  Program,  proposed  by  the  Blue 
Cross-Blue  Shield  of  Greater  New  York,  created  consid- 
erable reactions  that  involved  the  division  in  preparing  and 
disseminating  appropriate  material  and  opinions,  at- 
tending numerous  meetings  with  representatives  of  the 
Blues  as  well  as  county  medical  societies,  and  particularly 
attendance  at  the  meetings  of  the  Coordinating  Council  of 
the  First  District  Branch. 

In  the  course  of  attending  the  meetings  of  the  Coordi- 
nating Council,  the  division  director,  in  addition  to 
speaking  about  the  Premier  Physician  Plan,  was  also  af- 
forded the  opportunity  to  respond  to  comments  that  were 
directed  to  the  MSSNY  activities  in  other  fields. 

The  division  has  been  very  active  in  responding  to  in- 
quiries and  calls  for  assistance  from  our  members  relating 
to  Medicare.  Medicaid,  and  third  party  payors.  We  have 
continued  our  close  liaison  with  the  new  fiscal  intermediary 
that  is  now  acting  for  the  Medicaid  program  in  New  York 
City  and  believe  we  have  contributed  to  the  improvement 
of  that  program,  although  much  still  remains  to  be  done. 
Our  liaison  with  the  New  York  State  Department  of  Social 
Services,  and  more  recently  the  New  York  State  Depart- 
ment of  Health  Systems  Management  office  has  been  good, 
and  we  believe  helpful  to  our  members.  We  have  also 
continued  to  deal  with  and  assist  with  other  health  insur- 
ance carriers. 

Interspecialty  Committee.  The  involvement  of  the 
specialty  societies  in  this  committee  must  be  fostered  and 
continue  to  grow  if  the  MSSNY  is  to  remain  the  umbrella 
organization  where  all  the  disciplines  of  medicine  can  meet 
to  discuss  both  their  particular  problems,  reaching  a con- 
sensus where  differences  exist,  and  speak  with  a unified 
voice  that  will  command  attention  because  it  is  a voice  that 
speaks  for  the  profession  as  a whole.  In  this  fashion  not 
only  the  individual  specialty  societies  but  the  profession 
as  a whole  will  be  strengthened  and  the  goal  of  improving 
the  health  care  delivery  system  in  our  State  will  be  fur- 
thered. 

The  division  has  continued  its  past  practice  of  calling  the 
attention  of  a particular  specialty  to  developments  in  the 
legislative  or  regulatory  areas  that  affect  that  specialty  so 
that  the  latter  can  make  its  position  knowm  to  and  con- 
sidered by  the  MSSNY  in  its  deliberations.  Differences 
between  specialty  groups  do  arise  and  these  are  best  re- 
solved within  a body  such  as  the  Interspecialty  Committee 
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where  the  interests  of  all  disciplines,  the  profession  as  a 
whole,  and  of  the  public  can  be  brought  into  play. 

No-Fault  Insurance.  This  subject  continued  to  be  one 
of  the  major  problems  both  because  of  the  importance  of 
its  impact  on  our  members  and  the  demands  it  imposed  on 
the  division’s  time  and  efforts.  The  division  director  had 
frequent  meetings  and  communications  with  the  director 
of  the  Division  of  Governmental  Affairs  and  our  outside 
Counsel  dealing  with  the  Legislature  and  the  court  suit  . 
Material  has  been  prepared  for  possible  use  in  the  court 
test,  and  it  is  anticipated  that  as  the  time  for  trial  draws 
closer  this  division  will  become  even  more  involved  in  this 
activity. 

The  division  director  participated  in  a number  of 
meetings  with  the  Chairman  of  the  Workmen’s  Compen 
sation  Board  and  his  executive  staff,  as  well  as  one  with  the 
Superintendent  of  Insurance,  to  deal  with  problems  that 
the  No-Fault  Reform  Act  of  1977  created. 

It  should  be  again  noted  that  the  consequences  of  im- 
posing a maximum  fixed  fee  schedule  upon  physicians 
practicing  in  New  York  State  cannot  be  overemphasized, 
and  the  importance  of  controverting  his  action  cannot  be 
over  stressed. 

Workmen's  Compensation.  The  Committee  on 
Workmen’s  Compensation  and  Occupational  Health  held 
two  meetings  during  the  year.  The  major  activity  involved 
the  negotiations  for  an  increase  in  the  fees  payable  under 
the  schedule  of  medical  fees.  These  negotiations  began 
in  January  of  1977,  and  became  more  difficult  and  were 
marked  with  considerable  controversy  with  the  passage  of 
time  and  the  lack  of  progress.  'The  division  director  par- 
ticipated in  many  formal  and  informal  meetings  with 
cont  inuing  preparat  ion  and  presentation  of  data  to  support 
our  request  for  an  overall  30%  increase  and  to  refute  the 
spurious  arguments  of  the  representatives  of  employers 
and  insurance  carriers  who  continued  to  maintain  that  no 
increase  of  any  size  was  warranted. 

The  Chairman  of  the  Workmen’s  Compensation  Board 
delayed  taking  any  action  on  our  request  pending  a report 
from  his  Special  Committee  to  Develop  a Medical  Fee 
Schedule  Formula.  The  division  director  was  a member 
of  that  committee  and  participated  in  its  discussions,  but 
took  exception  to  the  methodology  and  the  result  obtained, 
and  neither  he  nor  the  other  two  physicians  representing 
the  MSSNY  signed  the  final  report.  Based  on  that  report 
the  Chairman  of  the  Workmen’s  Compensation  Board 
promulgated  an  overall  increase  of  about  13%  effective 
February  16,  1978.  That  increase  is  considered  unrealistic 
and  not  in  keeping  with  the  economic  events  since  the  last 
increase  granted  July  1,  1976 

Most  recently  the  Chairman  has  appointed  another 
special  committee  on  which  the  division  director  also  sits 
to  study  and  recommend  changes  in  the  Workmen’s 
Compensation  Law  with  particular  reference  to  those 
conditions  which  have  been  irritants  to  physicians.  To 
date  this  committee  has  met  twice  but  has  not  yet  formu- 
lated any  specific  recommendations. 

Although  the  MSSNY  is  represented  on  the  above 
committees  by  physician  members,  the  activities  of  those 
committees  involve  considerable  accumulation  and  anal 
ysis  of  data  which  perforce  must  be  performed  by  the  di 
vision  director  to  ease  the  demands  on  our  practicing 
physician  representatives.  Workmen’s  Compensation 
problems  have  therefore  continued  to  be  a major  activity 
of  the  division,  requiring  attendance  at  many  formal  and 
informal  meetings  and  conferences,  and  responding  to 


inquiries  not  only  from  our  members  but  also  from  the 
Workmen’s  Compensation  Board,  insurance  carriers,  and 
t he  public. 

The  resignation  of  about  220  physicians,  concentrated 
mostly  m Nassau  and  Suffolk  counties,  from  the  Work- 
men’s Compensation  Board  program  has  created  major 
problems  that  required  considerable  time  to  deal  with. 

The  division  director  has  cont  inued  to  participate  in  the 
activities  of  the  American  Academy  of  Compensation 
Medicine  as  a member  of  their  Board  of  Governors.  He 
has  also  continued  as  a member  of  the  Committees  on 
Workmen’s  Compensation  and  Occupational  Medicine  of 
the  Medical  Society  of  the  County  of  New  York,  which 
affords  the  opportunity  to  learn  of  local  area  problems. 

During  the  past  five  months  the  division  director  at- 
tended 20  arbitration  sessions  throughout  the  metropolitan 
area;  these  again  permit  learning  first  hand  of  the  com- 
plaints and  difficulties  our  members  encounter  in  treating 
Workmen’s  Compensation  cases. 

PSRO.  The  April  3,  1978,  meeting  marked  the  con- 
clusion of  the  Support  Center  contract  with  HEW.  It 
should  be  a source  of  pride  to  the  Medical  Society  of  the 
State  of  New  York  t hat  the  contract  was  entirely  successful, 
in  that  17  PSROs  are  now  fully  funded  and  in  operation  in 
New  York  State.  The  very  sensitive  balance  between 
supporting  the  creation  of  these  organizations  and  at  the 
same  time  avoiding  interference  with  their  independent 
operation  makes  this  a uniquely  challenging  task  The 
mutual  cooperation  of  both  the  physician  members  and  the 
executive  staffs  in  the  operation  of  the  Support  Center 
made  possible  a creative  format  for  the  exchange  of  views 
and  mutual  support  of  the  common  goal  of  creating  a 
credible  review  mechanism. 

The  difficult  task  of  bringing  Federal  and  State  laws  into 
a workable  entity  has  consumed  more  time  and  effort  that 
should  have  been  applied  to  the  actual  processes  of  im- 
plementation of  PSRO  programs  However,  this  has  been 
an  unavoidable  problem  and  not  one  which  was  physi- 
cian-created. It  must  be  constantly  emphasized  that  any 
delay  in  implementing  this  program  has  been  the  result  of 
what,  at  times,  seemed  endless  minutes  attempting  to  re- 
solve disputes  between  the  State  and  Federal  intentions. 
Throughout  this  entire  frustrating  period,  physicians 
across  the  State  have  remained  committed  to  their  purpose 
of  a strong  PSRO  program  of  the  highest  integrity. 

At  the  time  of  the  publication  of  this  report  the  Memo- 
randum of  Understanding  between  New  York  State  and 
the  PSROs  is  still  in  the  tedious  process  of  being  nego- 
tiated I Jespite  this  delay,  strong  progress  is  being  made 
by  most  of  the  PSROs  toward  the  delivery  of  their  pro- 
grams. 


GENERAL  COUNSEL 


The  activities  of  the  office  of  the  General  Counsel  fall 
into  f ive  categories: 

I.  Written  Memoranda  and  letters  which  have  involved 
legal  research. 

II.  Legal  Matters 

1 1 1.  Committees 
IV  Meetings 
V Miscellaneous 
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/.  Written  Memoranda  and  Letters.  Since  the  last 
annual  meeting  of  the  Society,  the  general  counsel  and  his 
associate  have  prepared  numerous  memoranda  on  behalf 
of  the  administration  and  various  divisions  and  com- 
mittees; as  well  as  letters  in  response  to  inquiries  from  local 
societies  and  individual  member  physicians  throughout  the 
State. 

The  topics  included  vary  greatly  such  as;  Informed 
Consent;  Kelease  of  Medical  Information  to  Governmental 
Authorities;  Authority  of  Hospital  Governing  Hoards  vis- 
avis  Hospital  Medical  Staffs;  Legal  Status  of  Physician’s 
Assistants,  Nurse  Practitioners,  Chiropractors,  etc.;  In- 
terpretation of  “Personal  Services"  under  Medicare  and 
Medicaid  Regulations;  Hospital  Bylaws  Provisions  Re- 
garding Allied  Health  Professionals,  Completion  of  Health 
Insurance  Forms;  Liability  of  Hospital  Attending  Physi- 
cian for  Actions  of  his  Surgical  Residents;  State  Sanitary 
Code  Regulations  Concerning  the  Ownership  and  use  of 
Radiation  Equipment;  Confidentiality  of  Medical  Records 
as  Applied  to  Requests  by  Agents  of  IKS  Without  Required 
Authorization. 


II.  Legal  Matters.  The  general  counsel  has  worked 
closely  with  the  firm  of  LeBoeuf,  Lamb,  Lei  by  and  MacRae 
in  the  legal  proceedings  against  the  State  Health  Depart 
inent  concerning  Chapter  76  Amendments.  In  August, 
1977.  the  United  States  Court  of  Appeals  for  the  Second 
Circuit  reversed  the  District  Court’s  grant  of  the  prelimi 
nary  injunction  and  remanded  the  action  for  further  pro- 
ceedings. At  this  time,  the  Medical  Society  of  the  State 
of  New  York  has  made  a motion  for  summary  judgment  on 
the  basis  that  Section  3 of  Chapter  76  conflicts  with  the 
Federal  Medicaid  Law.  We  are  awaiting  the  decision  on 
this  motion  to  determine  whether  a full  trial  on  the  merits 
will  be  required. 


III.  Committees.  The  general  counsel  has  continued 
to  provide  staff  support  and  legal  advice  to  the  committees 
assigned  to  his  division. 

a House  Committee  on  Bylaws  The  assistance 
given  to  this  committee  is  twofold  Our  attorneys  pro- 
vide the  necessary  legal  expertise  required  to  insure 
that  the  changes  proposed  with  respect  to  the  Bylaws 
of  this  Society  are  both  legally  permissible  and  are  en- 
acted in  the  proper  fashion  In  addition,  this  office 
provides  the  administrative  services  which  are  re- 
quired. 

b Council  Committee  on  Constitutions  and  Bylaws. 
This  office  is  charged  with  providing  the  necessary  legal 
expertise  to  insure  that  this  committee  does  not  permit 
any  local  county  medical  society  or  district  branch’s 
constitution  and/or  bylaws  to  be  approved  by  the 
Council  if  they  do  not  conform  to  the  Bylaws  of  this 
Society  or  if  they  violate  either  State  or  Federal  law. 

c Ethics  Committee.  This  office  has  continued  to 
work  with  the  chairman  of  this  committee  in  regard  to 
the  formulation  of  ethical  opinions  concerning  a myriad 
of  subjects  dealing  with  the  practice  of  medicine. 

d.  Professional  Medical  Liability  Insurance  and 
Defense  Board  The  general  counsel  continues  to  sit 
monthly  with  the  Board. 


e.  Judicial  Council  Your  general  counsel  provides 
legal  advice  to  the  Judicial  Council  during  all  stages  of 
appeal  proceedings.  The  past  several  years  have  pro- 
duced a marked  increase  in  the  number  of  appeals  by 
members  brought  to  this  stage.  Currently  your  general 
counsel  is  representing  the  Medical  Society  of  the  State 
of  New  York  before  the  Judicial  Council  of  the  American 
Medical  Association  in  an  appeal  of  a decision  rendered 
by  the  Judicial  Council  of  the  Medical  Society  of  the 
State  of  New  York  directing  a county  medical  society  to 
hold  new  balloting  on  a proposed  change  in  its  bylaws 
because  of  alleged  irregularities  in  the  conduct  of  the 
original  voting  procedure. 

/ Countersuits  Subcommittee  of  the  Professional 
Medical  Liability  Insurance  and  Defense  Bourd  The 
general  counsel  has  scheduled,  attended,  and  partici- 
pated in  all  meetings  of  this  subcommittee  and  has  as- 
sisted in  the  formulation  and  distribution  of  various 
materials  in  relation  thereto.  To  date,  the  committee 
has  received  twenty-five  (25)  completed  questionnaires 
from  physicians  contemplating  the  institution  of  a 
countersuit,  and  seeking  financial  assistance  from  the 
Medical  Society  of  the  State  of  New  York.  Two  cases 
have  been  approved  as  qualifying  for  financial  assistance. 
One  case  involves  a neurosurgeon  in  connection  with  the 
appeal  of  the  dismissal  of  his  countersuit.  A sum  of 
$2,905.09  of  the  maximum  $4,000  had  been  paid  for 
printing  costs  in  the  appeal.  The  Appellate  Division  of 
the  Second  Department  sustained  the  dismissal.  Cur- 
rently we  are  awaiting  the  decision  whether  the  case  will 
be  appealed  in  the  Court  of  Appeals.  In  a claim  in- 
volving an  Upstate  urologist,  a motion  to  dismiss  the 
countersuit  is  still  pending.  To  date,  no  MSSNY  funds 
have  been  spent  on  this  case. 

Of  the  remaining  completed  questionnaires,  twelve 
(12)  remain  active  for  review.  The  subcommittee  will 
review  all  questionnaires  submitted  in  order  to  ascertain 
whether  they  are  appropriate  for  Society  support.  Since 
this  review  is  legal  in  nature,  the  general  counsel  and  the 
Executive  Secretary  of  the  Professional  Medical  Lia- 
bility Insurance  and  Defense  Board,  have  provided  the 
services  required  in  this  respect. 

IV.  Meetings  Attended.  Your  general  counsel  and  his 

associate  are  requested  to  speak  on  various  topics  at  regular 
intervals.  Following  is  a list  of  some  of  the  forums  at  which 
their  presence  has  been  requested:  Joint  Meeting  of 

Warren  County  Medical  Society  and  Auxiliary — topic 
discussed  was,  “When  the  Doctor  Dies”:  Suffolk  Academy 
of  Medicine-  discussed  the  topic  of  physician  countersuits, 
and  the  role  that  the  Society  would  play  in  assisting  its 
members  desiring  to  institute  a countersuit;  Workshop  at 
Strong  Memorial  Hospital.  Rochester  discussed  the  legal 
problems  encountered  by  physicians  who  are  entering 
medical  practice. 

V.  Miscellaneous.  In  addition  to  all  of  the  above  noted 
activities,  the  general  counsel  has  provided  assistance  in 
other  areas.  Some  examples  of  this  are  as  follows;  Con- 
tinuing to  act  as  liaison  between  the  Medical  Society  of  the 
State  of  New  York  and  the  New  York  Bar  Association  in 
attempting  to  enlist  its  support  for  our  self  discipline  bill, 
as  w-ell  as  a redrafting  of  the  “Standards  of  Practice  for 
Doctors  and  Lawyers”;  upon  consultation  with  the  AMA, 
the  general  counsel  has  prepared  procedures  by  which  the 
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New  York  State  Journal  of  Medicine  will  comply  with  the 
new  Copyright  Revision  Act. 

Finally,  the  Office  of  General  Counsel  advises  the  Society 
with  respect  to  tax  matters,  contracts,  agreements,  etc.,  as 
well  as  those  laws  and  regulations  which  affect  the  practice 
of  medicine  in  New  York  State. 

GOVERNMENTAL  AFFAIRS 

Albany  Operations.  During  the  1977  and  1978  sessions 
of  the  New  York  State  Legislature,  the  director  represented 
the  State  Medical  Society  at  the  State  Capitol  in  Albany. 
Working  closely  with  the  Society’s  legislative  counsel,  the 
director  contacted  key  lawmakers  and  their  staffs  to  discuss 
bills  of  interest  to  the  medical  profession  and  to  promote 
the  implementation  of  the  MSSNY  legislative  progYam. 

While  the  Legislature  is  in  session,  the  director’s  an- 
swering service  is  in  operation  in  Albany  to  assist  him  in 
maintaining  communication  with  the  legislators  and  their 
staffs,  county  medical  societies,  individual  physician 
members  and  the  State  Society  headquarters. 

The  weekly  legislative  newsletter  of  our  State  Medical 
Society,  the  Capitol  News,  has  been  published  in  Albany 
during  each  session  of  the  Legislature  since  1965.  This 
publication  is  delivered  each  week  to  members  of  the 
Legislature,  county  medical  society  officers  and  executives, 
and  key  physicians  throughout  the  State.  The  Capitol 
News  is  designed  to  keep  its  readers  abreast  of  important 
developments  in  health  legislation  in  New  York  State  and 
to  advise  them  of  the  opinion  of  the  State  Medical  Society 
on  the  key  health  issues  which  are  being  discussed  in  the 
Legislature.  Twenty-seven  issues  were  distributed  in  1977, 
and  we  anticipate  that  approximately  the  same  number  will 
be  published  this  year. 

Headquarters  Activities.  Under  the  supervision  of 
the  director,  the  division  staff  is  responsible  for  the  review 
of  State  and  Federal  legislation  and  regulations  pertaining 
to  health  care  and  the  practice  of  medicine.  Extensive  files 
are  maintained  on  key  topics  and  issues  which  arise  con- 
cerning the  relationship  of  medicine  and  government,  as 
well  as  on  individual  bills,  which  are  introduced  in  the  State 
Legislature  and  in  Congress.  Every  piece  of  legislation 
involving  health  care  is  referred  to  staff  experts  at  the 
MSSNY  for  review  and  the  progress  of  each  bill  through 
the  legislative  process  is  continuously  monitored.  Position 
statements  and  memoranda  are  prepared  in  cooperation 
with  our  legislative  counsel  and  are  disseminated  to  gov- 
ernmental officials  on  both  the  State  and  Federal  levels. 
The  division  staff  also  collaborates  with  other  Society  di 
visions  by  providing  them  with  necessary  information  and 
seeking  their  advice  and  recommendations  on  pending 
legislation  and  regulations. 

The  division  is  responsible  for  the  preparation  and  dis- 
tribution of  the  Legislation  Action  Bulletin  (LAB)  to 
county  medical  societies,  liaison  physicians  and  the 
MSSNY  Auxiliary.  These  bulletins  are  disseminated 
periodically  to  inform  recipients  of  important  develop- 
ments in  Albany  and  to  urge  their  support  and  assistance 
in  advancing  the  position  of  the  medical  profession  with 
regard  to  legislation  being  considered  by  the  State  Legis- 
lature. 

Through  our  Legislation  Information  Center,  the  divi- 
sion staff  provided  information  and  materials  for  publi- 
cation in  the  News  of  New  York.  Varied  requests  for  in- 
formation from  county  medical  societies,  individual 


members,  the  AMA,  and  others  were  answered  as  quickly 
as  possible.  In  addition,  suggestions  and  opinions  obtained 
from  individual  members  and  county  medical  societies 
regarding  legislative  issues  were  tabulated  and  recorded 
for  use  in  preparing  the  State  Society’s  position  of  partic- 
ular pieces  of  legislation. 

During  the  last  calendar  year,  the  director  and  his  as- 
sistant attended  various  MSSNY  committee  meetings  and 
assisted  the  committees  with  matters  involving  govern- 
mental activity.  In  addition,  they  attended  several 
meetings  with  legislators  which  were  conducted  by  county 
medical  societies  and  other  groups  and  were  available  to 
provide  information  and  materials  regarding  the  position 
of  the  State  Society  on  key  legislative  matters. 

State  Legislation  Committee.  The  Division  of  Gov- 
ernmental Affairs  provided  staff  support  to  the  State 
Legislation  Committee.  In  this  capacity,  the  director  and 
division  staff  worked  closely  with  the  committee  and  under 
its  direction.  It  is  the  responsibility  of  the  division  to  ap- 
prise the  committee  of  activities  in  Albany  and  to  make  the 
necessary  preparations  for  their  meetings. 

The  State  Legislation  Committee  met  in  Albany  in  early 
March,  1978,  to  review  the  early  activities  of  the  1978  leg- 
islative session  and  to  consider  resolutions  referred  to  the 
committee  by  the  Council  and  the  House  of  Delegates. 
The  committee  reviewed  new  proposals  which  had  been 
introduced  during  the  early  weeks  of  the  session  and  dis- 
cussed the  topics  which  were  likely  to  become  the  major 
health  care  issues  of  the  ongoing  session. 

Federal  Legislation  Committee.  The  division  is  also 
responsible  for  providing  staff  assistance  to  the  Federal 
Legislation  Committee.  The  director  and  his  staff  worked 
closely  with  the ‘chairman  and  committee  members  and 
under  their  supervision.  The  division  provided  the  com- 
mittee with  information  on  Federal  health  bills  and  pre- 
pared materials  for  their  meeting  which  was  held  on  April 
13,  1978.  At  this  meeting,  which  was  held  at  the  State 
Society  headquarters,  the  committee  met  to  discuss  several 
important  bills  being  considered  by  the  95th  Congress  on 
topics  ranging  from  hospital  cost  containment  and  health 
planning  to  health  maintenance  organizations  and  the 
extension  of  certain  Federal  health  programs.  The  divi- 
sion staff  is  currently  preparing  a detailed  report  of  the 
results  of  this  meeting  which  will  be  presented  to  the 
Council  in  May,  1978. 

Public  Meetings  and  Private  Conferences.  In  ad- 
dition to  his  other  responsibilities,  the  director  attended 
many  public  hearings,  county  medical  society  meetings  and 
private  conferences  throughout  the  year.  He  regularly 
attends  legislative  committee  meetings  on  health  matters 
in  Albany,  and  monitors  important  public  hearings  at  the 
Capitol  and  elsewhere  around  the  State.  He  and  other 
MSSNY  representatives  also  participated  in  important 
private  meetings  with  government  officials.  The  following 
is  a list  of  some  of  t he  key  meetings  attended  by  the  director 
since  September,  1977: 

October  20,  1977.  Board  of  Directors  Meeting, 
NYSAP. 

November  3,  1977.  Insurance  Department,  State  of 

New  York,  Public  Hearing  on  No-Fault  regulations,  New 

York  County  Bar  Association. 
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November  16,  1977.  Meeting  with  Executive  Com- 
mittee, Board  of  Regents. 

November  22,  1977  Meeting  with  Assembly  Speaker 
Stanley  Steingut  in  New  York  City,  No  Fault  Law  and 
other  legislation. 

November  22,  1977.  Speaker  on  Legislature  Proce- 
dures, Business  and  Professional  Women's  Club. 

November  29,  1977.  Westchester  County  Medical 
Society  Legislative  Conference  1978  Legislation  Pro- 
gram. 

December  10,  1977.  Nassau  County  Medical  Society 
Meeting — Senator  Owen  Johnson,  Speaker 

December  15,  1977.  NYSAP  Directors’  Meeting. 

January  5-7,  1978.  AMA  State  Legislation  Confer- 
ence, Tarpin  Springs,  Fla. 

January  12,  1978.  Meeting  with  Director,  Assembly 
Medical  Practice  Task  Force. 

February  28,  1978.  NYSAP  Breakfast  for  Legisla- 
tors. 

March  28,  1978.  MSSNY  meeting  with  Gov.  Carey 
on  No-Fault  insurance  law  and  malpractice  legisla- 
tion. 

April  2,  1978.  Dinner  for  Governor  Carey,  New  York 
City. 

April  14,  1978.  Suffolk  County  Medical  Society 
Conference  with  local  legislators. 

April  18,  1978.  Senate  Health  Committee  Public 
Hearing  on  Governor’s  Program  to  Control  Hospital 
Charges;  place  a Capital  Cap  on  Hospital  Construction. 
Jason  K.  Moyer,  M.D.,  MSSNY  representative. 

April  21,  1978.  Meeting  with  Assemblyman  Melvin 
Miller  on  Continuing  Medical  Education. 

April  24,  1978.  NYSAP  Ad  Hoc  Committee  Meeting 
on  Reorganization,  Albany. 

April  28,  1978.  Board  of  Directors  Meeting, 
NYSAP. 

New  York  State  Association  of  the  Professions.  The 

division,  through  its  director,  serves  as  legislative  liaison 
representative  of  the  State  Medical  Society  to  the  New 
York  State  Association  of  the  Professions.  He  not  only 
advises  member  organizations  of  MSSNY’s  view  on  legis- 
lation affecting  the  professions,  the  primary  concern  of 
NYSAP,  but  also  briefs  them  on  the  State  Medical  Soci- 
ety’s views  on  health  legislation.  The  director  has  been 
successful  in  obtaining  endorsement  of  MSSNY’s  bills, 
especially  in  the  area  of  malpractice.  For  these  purposes, 
he  has  attended  the  Directors’  meetings  of  the  Association 
and  served  as  a member  of  the  Ad  Hoc  Committee  on 
Breakfast  for  Legislators,  which  was  very  successful.  After 
serving  many  years  as  a consultant,  he  was  recently  named 
by  MSSNY  to  serve,  on  behalf  of  the  State  Medical  Society, 
as  a member  of  NYSAP’s  Board  of  Directors,  along  with 
the  State  Society  President  and  the  Executive  Vice-Pres- 
ident. Shortly  after  appointment  to  the  Board,  the  di- 
rector was  appointed  to  Ad  Hoc  Committee  to  Study 
Reorganization  of  NYSAP. 

COMMUNICATIONS 


The  Communications  Division  is  comprised  of  the  De- 
partment of  News  Media  Relations,  the  Department  of 
Information,  the  Department  for  Membership  News,  and 
the  Field  Service  of  four  regional  representatives. 


The  director,  in  addition  to  supervising  these  four 
components  of  the  division,  also  staffs  the  Council  Com- 
mittee on  Communications,  the  Council  Committee  on 
Membership  and  the  New  York  Delegation  to  the  Ameri- 
can Medical  Association. 

The  MSSNY  Field  Service  is  the  Society’s  most  effective 
means  of  liaison  with  its  component  county  medical  so- 
ciet  ies.  The  four  regional  representatives  constantly  cir- 
culate about  the  State  contacting  the  officers  and  staff  of 
all  local  societies,  gathering  and  disseminating  current 
information  and  assisting  with  the  programs  of  both  the 
State  Society  and  the  local  societies.  They  attend  the 
majority  of  the  meetings  of  the  county  societies  to  provide 
program  information  and  interpret  State  Society  policy. 
During  the  past  year  these  men  were  involved  with  the 
conduct  of  the  Membership  Development  Program  gath- 
ering the  needed  facts  where  correspondence  failed  and 
were  active  in  the  development  of  the  needed  information 
for  the  communications  and  membership  programs. 

The  regional  representatives  continued  with  the  pro- 
cedure of  presenting  a kit  containing  comprehensive  in- 
formation regarding  MSSNY  and  the  AMA  to  each  new 
member  with  a word  of  personal  greeting. 

In  1977,  the  regional  representatives  staffed  the  MSSNY 
exhibit  in  Albert  Hall  during  our  annual  convention. 

The  PR  project  of  distributing  taped  public  service 
health  education  radio  announcements  to  radio  stations 
throughout  the  State  has  continued  into  1978.  Forty  radio 
stations,  ten  more  than  in  1977,  are  routinely  receiving 
these  public  service  announcements  which  include  a credit 
to  MSSNY. 

In  1978,  five  workshops  “Establishing  Yourself  in 
Medical  Practice”  were  conducted  throughout  the  State. 
These  workshops,  which  provide  essential,  practical  in- 
formation needed  by  the  young  physician  setting  up 
practice  (information  uniformly  lacking  in  the  curriculum 
of  the  medical  schools)  are  jointly  conducted  by  the  State 
Society  and  the  AMA.  The  young  physicians  who  attend 
are  enthusiastic  about  the  training  course.  The  $125  fee 
defrays  the  cost  to  the  State  Medical  Society.  The  two 
1978  workshops  offered  in  New  York  City  were  so  over- 
subscribed that  a third  workshop  was  necessary.  The 
workshops  in  Upstate  New  York  in  Rochester  and  Albany 
attracted  more  residents  in  1978.  It  appears  the  popularity 
of  these  workshops  will  continue  to  increase. 

This  year  for  the  first  time  MSSNY  offered  two  work- 
shops on  different  subjects,  one  on  practice  management 
and  the  other  on  financial  control  of  the  doctor’s  practice. 
Attendance  was  disappointing  but  we  attribute  it  to  the 
high  registration  cost  of  the  seminar  and  a need  for  more 
promotion.  We  anticipate  that,  as  the  word  gets  around, 
the  popularity  of  these  two  workshops  will  increase  just  as 
the  workshops  for  the  residents  did. 

The  division  also  annually  processes  over  850  50-year 
service  citations,  the  President’s  Citation  and  the  Albion 
O.  Bernstein  awards. 

The  News  of  New  York  remains  MSSNY’s  principal 
means  of  communicating  nontechnical  and  nonscientific 
information  to  our  membership.  All  indications.are  that 
the  reader  loyalty  to  the  NEWS  continues.  An  extremely 
high  percentage  of  New  York  doctors,  including  non- 
members  to  whom  10,000  copies  of  each  issue  are  distrib- 
uted for  membership  promotion,  routinely  and  thoroughly 
read  each  issue. 

Our  Ad  Rem  bulletins  continue  to  be  an  important  av- 
enue for  communicating  with  the  physicians  of  New  York 
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State.  Approximately  400  Ad  Rem  bulletin  boards  are 
now  mounted  in  strategic  locations  in  the  hospitals 
throughout  New  York  State,  and  we  continue  to  receive 
requests  from  more  hospitals  to  participate  in  this  “quick 
news”  communication  program. 

The  Department  of  Information,  consisting  of  only  one 
staff  person,  provides  a vital  service  to  the  MSSNY  mem- 
bership, allied  health  organizations,  and  the  public.  The 
department  receives  several  hundred  requests  for  advice 
and  information  each  month.  These  requests  originate  not 
only  from  the  State  of  New  York,  but  also  from  other  parts 
of  the  nation  as  well  and  interestingly,  from  several  foreign 
countries.  The  Department  of  Information,  in  addition, 
provides  the  Auxiliary  to  MSSNY  and  the  American  As- 
sociation of  Medical  Assistants,  New  York  State  Society, 
Inc.,  with  extensive  staff  assistance. 

With  the  change  in  the  name  of  the  division,  the  director 
has  been  directing  more  of  his  attention  to  the  improve- 
ment of  communications  within  MSSNY  headquarters, 
between  the  State  Society  and  the  component  county  so- 
cieties, with  the  individual  members  and,  of  course,  with 
the  public. 

Each  of  these  four  facets  of  communications  are  being 
studied  separately.  The  regional  representatives  are 
surveying  the  attitudes,  opinions  of  the  executive  secre- 
taries of  county  medical  societies  and  the  officers  of  com- 
ponent societies  with  whom  they  come  in  contact.  A pre- 
liminary report  is  in  preparation. 

A pilot  study  to  determine  the  benefits  to  be  realized 
from  public  forums  on  health  subjects  will  be  conducted 
in  the  early  summer  of  1978.  The  four  test  forums  con- 
ducted with  the  cooperation  of  four  county  medical  so- 
cieties will  use  a control  factor,  an  especially  successful 
forum  on  the  subject  of  diabetes  which  was  conducted  in- 
dependent of  the  Medical  Society  in  Troy,  New  York. 

Reprints  of  the  MSSNY  pamphlet  “ Medical/Legal 
Relations,”  a guide  for  physicians  in  their  relations  with 
lawyers  and  the  pamphlet  “Pharmaceutical/Medical  Code 
of  Understanding”  have  been  reprinted  in  a new,  modern 
format.  This  material  will  be  distributed  in  future  issues 
of  the  News  of  New  York. 

In  December  of  1977  a new  contract  was  consumated 
with  Hoffman-LaRoche,  Inc.,  to  continue  our  association 
with  them  as  an  advertiser  for  another  year. 


INSURANCE  AND  MEMBERSHIP  BENEFITS 


General  Insurance.  There  are  approximately  8,000 
participants  in  the  Medical  Society  of  the  State  of  New 
York  Supplemental  Insurance  programs.  Group  Life, 
Disability  Income,  Professional  Overhead  Expense,  In- 
Hospital  Indemnity  and  Accidental  Death  and  Dismem- 
berment Insurance  are  available  for  our  physician  mem- 
bers. 

The  General  Insurance  Committee  and  staff  have  spent 
considerable  time  researching  a suitable  Pension  Program 
for  the  membership  and  have  recommended  a plan  to  the 
( 'ouncil  for  approval. 

We  have  been  advised  by  the  underwriters  of  our  Group 
Life  Insurance  program,  the  Bankers  Life  of  Des  Moines, 
Iowa,  that  our  group  has  earned  a dividend  of  $50,624. 
Including  interest  accumulations,  approximately  $55,000 
will  be  disbursed  to  the  participating  members  in  the 
program. 


Other  forms  of  insurance  for  the  professional  and  per- 
sonal needs  of  our  membership  are  being  explored  and 
reviewed  on  a continuous  basis.  Among  these  are  major 
medical  insurance  and  a Medicare  supplement.  Also,  such 
casualty  lines  as  Group  Auto  and  Homeowners  Insurance 
are  being  studied.  However,  the  underwriting  market  for 
casualty  and  liability  insurance  is  extremely  limited  due 
to  the  high  loss  ratios  experienced  under  thfese  lines 
throughout  the  insurance  industry. 

Membership  Benefits.  The  theme  “Membership 
pays,  it  does  not  cost”  has  continued  to  he  developed.  A 
wide  spectrum  of  new  benefits  were  reviewed  by  the 
Membership  Benefits  Committee  and  referred  to  the 
Council  for  approval.  These  new  programs  include: 
equipment  leasing,  wholesale  purchasing  of  major  appli- 
ances, office  furniture,  mini-computers,  car  rentals,  a sports 
club,  electronic  equipment,  quality  security,  fire  and  smoke 
devices,  and  portrait  paintings.  All  of  these  programs 
feature  special  discounts  and  service  for  our  member- 
ship. 

After  several  meetings  with  the  Credit  Union  League 
Consultants,  staff  conducted  a survey  of  the  membership 
to  determine  if  there  was  sufficient  interest  in  forming  a 
Credit  Union  for  the  Medical  Society  of  the  State  of  New 
York.  Over  1,500  members  responded  in  a positive  man- 
ner. The  Membership  Benefits  Committee  has  recom- 
mended that  the  Medical  Society  of  the  State  of  New  York 
proceed  to  form  a Credit  Union  for  its  members. 


COMPUTER  SYSTEMS  AND  SERVICES 

Divisional  Reorganization.  At  the  beginning  of  fiscal- 
year  1978,  the  Division  of  Research  and  Planning  was  re- 
structured and  renamed.  The  new  name  of  the  division 
is  the  Division  of  Computer  Systems  and  Services.  Within 
this  division  are:  the  Department  of  Data  Processing,  the 
Department  of  Physician  Records  including  Membership 
and  Directory,  and  the  Department  of  Research  and  De- 
velopment. By  this  reorganization  the  administration  has 
tied  together  all  aspects  of  computer  activities  including 
the  research,  development,  and  the  ongoing  record  systems 
which  have  a direct  relationship  with  the  computerized 
systems  in  the  Medical  Society. 

Department  of  Physician  Records.  The  Department 
of  Physician  Records  is  one  of  the  most  active  departments 
in  the  entire  State  Medical  Society.  Under  this  depart- 
ment, the  membership  and  nonmember  records  are 
maintained  via  the  cathode-ray  tubes  which  are  directly 
linked  to  the  computer  system.  All  questions  and  answers 
from  telephone  and  written  communications  are  recorded 
and  monitored  in  this  area.  In  addition  to  this  aspect  of 
the  work,  this  department  is  also  responsible  for  keeping 
records  on  addresses  of  interns  and  residents,  nonmembers 
and  Auxilary  records.  The  staff  of  this  department  has 
been  trained  in  the  use  of  the  computerized  devices  which 
are  the  ongoing  aspects  of  this  interactive  system.  In  ad- 
dition, this  department  maintains  the  PACS  billing  and 
collections  system  and  accounting,  reporting,  and  auditing 
of  all  PACS  funds.  The  MSSNY  and  AMA  dues  billing 
and  collection  are  monitored  totally  by  this  department 
with  the  recording  by  individual  physician  of  dues  pay- 
ments. This  entails  a correlation  of  county,  MSSNY,  and 
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AMA  dues  with  financial  accounting  and  audit  of  all  rec- 
ords prior  to  entry  of  these  dues  payments  into  the  general 
ledger. 

A function  of  this  department,  w hich  has  taken  a large 
amount  of  the  time,  is  in  the  monitoring  and  maintenance 
oft'MK  records.  Not  only  does  this  department  maintain 
the  individual  physician  computer  records  for  continuing 
medical  education,  but  also  maintains  an  ongoing  list  of  all 
the  courses  which  are  being  offered  which  are  credited  as 
Category  1,  under  the  AMA/PRA  system 

It  should  he  noted  with  pride  that  an  article  which  ap- 
peared in  the  New  York  Magazine  has  stated  that  the 
Medical  Directory  of  New  York  State,  which  is  maintained 
and  published  by  this  department,  is  the  fourth  most  re- 
quested book  in  the  New  York  Public  Library. 


Department  of  Data  Processing.  Computerization 
has  steadily  progressed  since  February  of  1977.  At  this 
point  we  are  averaging  19  linear  hours  of  time  per  day  in 
the  operation  of  the  computer.  In  essence  this  means  that 
the  cathode  ray  tubes  are  in  operation  all  day  and  are 
rimning  simultaneously  approximately  6 hours  per  day  in 
batch  processing.  According  to  all  standards  of  the  com 
puter  industry,  this  is  a very  high  utilization  of  the  com 
puter  system. 

In  .June  of  1977  an  on-line  cathode-ray  tube  system  was 
established  for  the  purpose  of  information,  retrieval,  and 
record  maintenance  within  the  Department  of  Physician 
Records.  The  master  files,  w hich  are  on-line  and  accessible 
at  all  times,  include  members,  nonmembers,  interns  and 
residents.  Auxiliary,  CME,  and  directory.  To  augment  the 
on  line  system,  we  have  implemented  a microfiche  backup 
system,  which  creates  microfiche  for  all  on-line  master  files. 
This  has  assisted  us  greatly  in  the  area  of  continuing 
medical  education,  inasmuch  as  multiple  people  can  look 
up  physicians'  medical  education  numbers  by  use  of  the 
microfiche  backup  system. 

The  membership  payment  system  has  been  updated  and 
modified  extensively  during  the  last  year  to  include  a 
complete  accounting  and  audit  system  for  financial  review. 
This  system  was  put  into  effect  to  obtain  an  accurate 
membership  count  versus  financial  revenue  received  cor 
relation. 

A completely  new  system  was  developed  for  the  PACS 
which  is  a total  accounting  system  of  financial  audit  and 
membership  Not  only  does  this  system  generate  accurate 
financial  accounting  of  total  PACS  funds  collected,  but  it 
also  gives  a breakdown  of  the  full  members  versus  those 
who  have  contributed  by  giving  a lesser  amount  than  the 
$100  required  payment.  All  funds  are  split  on  the  basis  of 
the  65%/35%,  unless  otherwise  specified  by  the  gift  giver, 
with  reports  going  to  both  organizations. 

The  Auxiliary  File  and  Maintenance  System  has  been 
newly  implemented  during  the  past  year.  The  purpose  of 
this  system  is  primarily  for  the  production  of  mailing  labels 
for  the  distaff  magazine.  We  anticipate  that  this  system 
will  expand  in  the  future  and  will  develop  into  a dues  billing 
and  collection  system  for  the  Auxiliary 

One  of  the  up  and  coming  areas  of  computerization, 
which  may  be  the  way  to  future  negotiations  with  the  State 
Education  Department,  is  in  the  area  of  CME  records. 
CME  records  not  only  consist  of  the  individual  physicians’ 
records  but  also  the  validation  of  course  criteria,  course 
credits,  course  date,  and  course  location,  which  can  be 
applied  against  a physician’s  individual  record.  Nego- 


tiations are  underway  with  several  institutions  to  produce 
and  perform  various  services  for  an  institutional  record 
keeping  process.  The  institutions  which  are  now  on  line 
with  the  Medical  Society  of  the  State  ot  New  York’s  com 
puter  system  are:  Upstate  Medical  Center  in  Syracuse, 
Einstein  College  of  Medicine,  Mount  Sinai  Hospital,  Co 
lumbia  School  of  Medicine,  Stony  Brook  School  of  Medi 
cine;  and  negotiations  are  underway  with  Long  Island 
•Jewish  Hospital  As  well  as  maintaining  records  for  the 
individual  institutions,  records  are  maintained  for  the  in- 
dividual physicians  wit hin  these  institutions.  In  addition, 
labels  and  reports  are  generated  for  the  institutions  which 
will  assist  them  in  the  verification  and  validation  of  at- 
tendance records  for  the  members  of  their  staff,  hospital 
stall,  and  visitors  which  participate  in  their  programs.  We 
feel  that  this  aspect  of  CME  computerization  will  play  one 
of  the  most  important  parts  in  acquiring  new  members  for 
the  Society.  The  storage  space,  which  was  anticipated 
prior  to  the  implementation  of  the  CME  system,  has  al 
ready  gone  beyond  the  expected  limitations,  due  to  the  fact 
that  more  than  35%  of  the  records  on  the  system  are  those 
of  nonmembers.  This  was  not  anticipated  at  the  Ireginning 
of  the  CME  program  or  when  the  computer  was  ordered, 
however,  this  is  under  administrative  advisement  and,  if 
additional  equipment  is  necessary,  this  will  then  be  re- 
quested and  justified  to  the  Board  of  Trustees. 

Another  service  which  the  MSSNY  is  able  to  offer  to  the 
county  medical  societies,  specialty  societies,  and  other 
health  related  institutions  is  that  of  producing  mailing 
labels,  specialized  listings  and  various  other  statistical 
requests  and  reports  from  the  computer  system  Requests 
frequently  come  from  divisions  and  committees  which 
require  statistical  information,  fiscal  based  data,  and  other 
reports  for  projects  which  they  are  undertaking  or  to  con 
firm  or  deny  reports  published  by  other  organizations  or 
agencies. 

Department  of  Research  and  Development.  One  of 

the  primary  functions  of  the  Department  of  Research  and 
I )evelopment  is  to  conduct  ongoing  research,  upon  request 
by  administration  and  committees,  although  many  of  the 
ideas  and  innovative  ideas  and  projects  are  instituted  and 
developed  by  the  Department  of  Research  and  Develop- 
ment. 

One  of  the  items  taken  under  advisement  by  the  De 
partment  of  Research  and  Development  is  the  ongoing 
study  of  various  mini  computer  systems  as  they  relate  to 
membership  benefits.  Inasmuch  as  mini-computers  are 
becoming  a modern  way  of  conducting  business,  many 
physicians,  especially  those  in  group  practices,  are  looking 
to  the  mini-computer  system  as  a way  of  updating  and  in 
creasing  the  throughput  of  everyday  accounting  proce- 
dures, as  well  as  capturing  other  vital  information  neces- 
sary to  supplement  and  track  the  business  aspects  of  the 
profession  and  their  practice. 

There  is  also  a continuing  study  of  county  medical 
directories.  Our  research  has  shown  that  many  counties 
throughout  the  country  have  developed  consumer  oriented 
county  medical  directories.  The  Department  of  Research 
and  Development  believes  that  this  project  should  be  in 
vestigated  to  its  fullest  extent,  to  offset  the  ever  growing 
trend  of  consumer  developed  medical  directories  which 
give  erroneous  information.  Some  of  the  item.-,  which 
could  be  contained  in  a consumer  type  directory  would  be: 
information  relating  to  office  hours,  whether  or  not  a 
physician  is  bilingual,  whether  the  physician  is  currently 
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taking  new  patients,  and  the  number  to  call  for  update 
information  on  the  directory.  Inasmuch  as  there  is  cur- 
rently a legislative  bill  which  would  mandate  all  of  this 
information  upon  reregistration  of  the  physicians  license, 
we  believe  that  the  Medical  Society  can  compile  this  in- 
formation in  a more  accurate  and  acceptable  manner  than 
a governmental  agency.  Another  aspect  of  the  collection 
and  dissemination  of  this  type  of  data  would  be  on  a sta- 
tistical base  to  aid  HSAs  and  the  Health  Planning  Agency. 
This  prospect  is  now  under  investigation  and  would  be 
implemented  only  with  the  approval  of  the  Council  and  the 
Board  of  Trustees. 

Another  study  which  has  been  assigned  to  the  Depart- 
ment of  Research  and  Development  is  that  of  the  MSSNY 
committee  structure.  It  has  been  found  that  within  the 
Medical  Society  of  the  State  of  New  York  there  are  many 
committees  which  are  not  productive  in  their  functions  due 
to  lack  of  direction,  inactivity  in  the  particular  field  for 
which  their  primary  goals  were  established,  as  well  as  the 
lack  of  interest  by  the  members  of  the  committee.  Initially 
the  committee  structure  is  anticipated  to  give  guidelines 
to  every  committee  upon  approval  by  the  administration 
and  the  Council  that  would  recommend  combining  com- 
mittees of  like  nature.  Furthermore,  it  will  be  recom- 
mended that  committee  members,  who  have  shown  inac- 
tivity in  the  area  of  their  committee,  be  dropped  from 
membership  in  the  committee.  However,  it  is  anticipated 
that  a totally  new  concept  will  also  be  recommended.  This 
will  be  the  recommendation  of  project-oriented  com- 
mittees. Until  more  detail  is  available,  this  can  only  be 
taken  as  a comment  and  continued  study  by  the  Depart- 
ment of  Research  and  Development  . 

The  department  was  also  given  the  job  of  continuing  a 
current  job  analysis  for  the  purpose  of  updating  all  job 
specifications,  educational  requirements,  job  prospectives, 
responsibilities,  and  a wage  salary  analysis.  Staff  profiles 
are  a vital  part  of  every  organization  and  must  be  kept 
current  with  business  trends. 

The  Department  of  Research  and  Development  also 
works  directly  with  the  Division  of  Scientific  Activities  in 
the  area  of  the  Committee  on  Maternal  and  Child  Health. 
This  is  due  to  the  fact  that  the  director  of  the  Division  of 
Computer  Systems  and  Services  is  also  the  Project  Director 
of  the  State  Health  Department  grant  for  the  gathering  of 
data  on  Maternal  and  Child  Mortality  and  Morbidity.  In 
addition  to  the  basic  data  gathering  and  reporting,  the 
staff,  which  is  located  in  Syracuse,  New  York,  conducts 
other  types  of  research  and  develops  reports  related  to  the 
general  subject  matter  involved.  This  year  the  subreport 
from  this  group  will  be  information  on  teenage  pregnancy 
and  its  effect  on  the  birth  rate,  fetal,  perinatal,  and  ma- 
ternal mortality.  This  study  will  also  illustrate  and  project 
the  physical  and  psychological  effects  to  future  generations 
of  “children  bearing  children.” 

For  more  information  in  the  area,  you  should  read  the 
report  of  the  Committee  on  Maternal  and  Child  Health. 


Divisional  Study  and  Objectives  for  Next  Year. 

There  are  several  projected  divisional  studies  which  will 
be  conducted  next  year  in  the  departments  of  Data  Pro- 
cessing, Research  and  Development,  and  Physician  Rec- 
ords. However,  most  of  these  studies  will  be  initiated 
under  the  Department  of  Research  and  Development  and 
supplemental  research  will  be  done  within  the  other  de- 
partments. Several  of  the  ongoing  studies  have  been 


mentioned  in  the  report  of  the  Department  of  Research 
and  Development,  such  as  the  continuing  study  of  con- 
sumer oriented  county  medical  directories,  new  comput- 
erized systems,  and  the  ongoing  interaction  with  the  Ma- 
ternal and  Child  Health  Committee.  In  addition  to  these 
projects,  investigation  is  projected  regarding  the  potential 
and  practicality  of  an  on-line  legislative  index  system, 
which  would  allow  our  legislative  counsel  and  the  MSSNY 
Division  on  Governmental  Affairs  to  have  direct  access  to 
an  updated  on-line  computerized  system.  The  advantage 
of  this  would  be  that  notations  and  Medical  Society  opin- 
ions could  be  logged  on  the  computer  system  with  the  bill 
and  at  any  time  could  be  cross  indexed  and  retrieved  for 
information. 

Other  computer  oriented  research  projected  is  the  in- 
vestigation of  the  possibility  of  working  with  the  Health 
Planning  Commission  to  create  a statistical  data  system 
for  reporting  statistical  information  to  the  State  Health 
Planning  Commission  and  the  HSAs.  We  feel  that  this 
is  a much  better  avenue  of  approach  than  the  current 
pending  legislative  bill  which  would  mandate  release  of 
information  over  which  the  Medical  Society  has  no  control. 
The  statistical  projection  of  this  data  can  be  generated 
from  the  Medical  Society  and  it  can  be  projected  more 
accurately  than  a projection  from  a bureaucratic  organi- 
zation which  may  look  at  only  the  economic  factors  of 
hospital  closure,  etc.,  to  substantiate  their  recommenda- 
tions. 

Another  project  which  is  being  started  this  year,  and  is 
anticipated  to  be  an  ongoing  study,  is  to  examine  the  var- 
ious areas  of  potential  study  which  could  be  funded 
through  outside  agency  funds  through  the  Empire  State 
Medical,  Scientific  and  Educational  Foundation.  If  this 
materializes,  the  project  will  entail  the  writing  of  many 
grants  and  grant  applications  for  the  various  organizations 
and  divisions  which  would  be  forwarded  to  the  Foundation, 
HEW,  etc.,  for  the  potential  funding  of  these  projects. 


FINANCE 

I.  Comptroller  (Accounting). 

A.  The  annual  audit  of  the  financial  records  of  the 
New  York  State  Medical  Society  was  concluded  in  the 
third  week  of  April,  1978.  The  report  indicates  that  the 
records  are  in  order  and  consistent  with  proper  record 
keeping  and  presentation  of  financial  facts.  As  of  De- 
cember 31,  1977,  the  unrestricted  general  fund  surplus 
stands  at  $1,154,339.  The  surplus  was  increased  in  1977 
by  an  excess  of  income  over  expenditures  of  $241,859. 
The  restricted  surplus  at  December  31,  1977  (land, 
building,  furniture  and  equipment)  is  $4,685,278.  Other 
significant  surplus  figures  are  $663,285  in  the  special 
(malpractice)  fund  and  $207,539  in  the  Repair  and  Re- 
placement Fund. 

B.  Although  the  Accounting  Department  has  been 
prepared  to  provide  all  information  for  computerizing 
the  accounting  and  payroll  system,  implementation  of 
this  project  has  not  as  yet  been  started  because  of  the 
heavy  work  load  undertaken  by  the  Computer  Systems 
and  Services  Division. 

C.  The  financial  records  of  MSSNY  have  been  under 
close  examination  by  the  Internal  Revenue  Service.  In 
particular,  the  calendar  year  1975  was  thoroughly  scru- 
tinized. 
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The  areas  being  looked  into  are: 

1.  Unrelated  business  income — Journal  advertising, 
annual  meeting  exhibits. 

2.  Expense  accounts. 

3.  Dues  payments  to  professional  organizations. 

4.  Special  malpractice  fund  whether  purpose  is  to 
try  to  influence  legislation  or  is  educational. 

5.  PAGs  MSSNY  relation  to  PACs. 

6.  Lobbying  and  Legislative  Activities. 

Verbally,  the  I.R.S.  was  satisfied  with  our  operations, 
especially  as  they  relate  to  the  purposes  for  which 
MSSNY  was  founded.  A determination  letter  indicat- 
ing the  results  of  the  audit  will  not  be  forthcoming  for 
several  months. 

II.  New  York  State  Journal  of  Medicine — Adver- 
tising. 

Comparison  of  gross  revenue  for  the  calendar  years 
1977  vs.  1976  shows  the  following: 

1977  total  revenue  $156,106 

1976  total  revenue  201,937 

Loss — gross  advertising  1977  vs.  $45,831 

1976 

The  above  loss  in  income  is  disheartening.  However, 
we  are  happy  to  report  that  for  the  year  1978,  there  ap- 
pears to  be  an  upward  trend.  Comparative  figures  for 
the  first  four  months  of  each  year  indicate  the  fol- 
lowing: 

Total  revenue  thru  April  1978  $71,121 

Total  revenue  thru  April  1977  48,868 

Increase  for  first  4 months  of  1978  $22,253 

The  increase  appears  to  come  from  three  sources: 

a.  An  agreement  with  New  Jersey,  Ohio,  and  Penn- 
sylvania to  sell  a four-color  page  advertising  pack- 
age. 

b.  A slight  increase  in  advertising  rates. 

c.  A slight  loosening  up  of  advertising  budgets  by 
pharmaceutical  houses. 

III.  Medical  Directory. 

We  are  preparing  for  the  new  edition  of  the  directory, 
scheduled  to  be  produced  in  late  1978.  We  are  happy 
to  note  that  in  a published  report  the  Medical  Directory 
of  New  York  State  is  the  fourth  most  requested  book  in 
the  New  York  Public  Libraries.  This  certainly  indicates 
that  our  publication  is  of  great  value  to  the  general 
public. 

IV.  Purchasing  and  Travel. 

Purchasing  of  supplies  and  equipment  remains  on  a 
competitive  basis.  This  arrangement  provides  MSSNY 
with  considerable  savings  when  combined  with  bulk 
purchasing. 


V.  Technical  Exhibits. 

A comparison  of  technical  exhibits  revenue  at  our 
annual  convention  indicates  the  following: 

1977  exhibit  revenue  $38,695 

1976  exhibit  revenue  34,500 

Increment  1977  vs.  1976  $4,195 

AMA  EDUCATION  & RESEARCH  FOUNDATION 

In  April  of  this  year,  we  received  a number  of  checks  for 
presentation  to  the  medical  schools  in  New  York,  as  un- 
restricted grants. 

Contributions  to  the  AMA-KRF  Medical  School  Fund 
in  1977  totaled  $1 ,150,000.  Most  of  these  gifts  came  from 
the  medical  family  and  were  recruited  in  large  part  by  the 
AMA  Auxiliary. 

The  deans  of  the  medical  schools  were  invited  to  the 
April  meeting  of  the  Council  to  receive  their  checks  offi- 
cially. A few  representatives  appeared. 

Following  is  the  distribution  of  the  funds  allocated  to  the 
medical  schools  in  New  York: 

Columbia  University  College  of 
Physicians  and  Surgeons 
Albany  Medical  College  of  Union 
University 

State  University  of  New  York  at  Buffalo 
School  of  Medicine  (University  of 
Buffalo  Foundation) 

State  University  of  New  York,  Downstate 
Medical  Center  (Faculty  Student 
Association) 

New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals 
State  University  of  New  York  Upstate 
Medical  Center  (Faculty  Student 
Association) 

New  York  University  College  of  Medicine 
Cornell  University  Medical  College 
University  of  Rochester  School  of 
Medicine  and  Dentistry 
Albert  Einstein  College  of  Medicine, 

Yeshiva  University,  New  York 
Mount  Sinai  School  of  Medicine,  New 
York 

State  University  of  New  York, 

StonyBrook  Health  Sciences  Center 
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Executive  Vice-President 


$4,865.37 

4,068.05 

3.697.31 

4,307.68 

5,255.61 

3,201.87 

4,049.12 

6,093.96 

4,636.43 

1.409.31 
1,040.00 

955.00 
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EXECUTIVE  VICE-PRESIDENT 
( SUPPLEMENT AR  F) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

A short  time  ago  I transmitted  the  following  report  to 
our  Council: 

Time  after  time,  the  Board  of  Regents  (The  New 
York  State  Education  Department)  has  shown  an  au- 
tocratic, bureaucratic,  and  capricious  arrogance  which 
staggers  the  imagination. 

Over  six  years  ago,  the  scientific  and  medical  com- 
munities of  New  York  State  were  amazed  by  an  an- 
nouncement of  the  New  York  State  Education  Depart- 
ment that  it  had  approved  the  professional  education 
program  of  the  National  College  of  Chiropractic  in 
Lombard,  Illinois.  This  was  the  first  chiropractic  edu- 
cation program  in  the  country  to  receive  the  approval 
of  the  State  Education  Department.  The  action  had 
been  taken  after  an  evaluation  of  the  chiropractic 
school  by  a team  of  “experts  — a surgeon,  an  anato- 
mist, a podiatrist,  a practicing  chiropractor,  and  a 
member  of  the  staff  of  the  University  of  the  State  of 
New  York  (the  State  Education  Department).”  In  an- 
nouncing the  registration,  Elliott  E.  Leuallen,  assis- 
tant commissioner  for  professional  education,  said: 
“It  reflects  the  dedication  of  the  administration  and 
faculty  in  their  pursuit  of  excellence  in  the  field.” 

The  backward  step,  taken  by  the  New  York  Board  of 
Regents  which  historically  had  been  held  in  high  es- 
teem as  an  accredit  ing  agency  for  institutions  of  higher 
education,  was  attacked  by  the  American  Medical  As- 
sociation and  by  the  Medical  Society  of  the  State  of 
New  York.  The  Education  Department  was  request- 
ed to  reconsider  its  approval  of  the  National  College  of 
Chiropractic,  because  we  felt  that  such  approval  was  a 
disservice  to  the  public  in  general,  the  healthcare  con- 
sumers in  particular,  and  above  all,  to  the  integrity  of 
the  accreditation  systems  in  the  United  States. 

I wrote  to  the  Commissioner  and  asked  that  he 
transmit  to  me  a copy  of  the  evaluation  team’s  report. 
There  was  no  reply  to  my  original  communication. 
After  a considerable  time  of  waiting  for  an  answer,  I 
again  contacted  this  gentleman  and  stated,  in  no  un- 
certain terms,  that  ordinary  courtesy,  at  the  very  least, 
called  for  an  acknowledgment.  I pointed  out  that  I 
represented  the  Medical  Society  of  the  State  of  New 
York,  the  largest  association  of  its  kind  in  America; 
and  in  that  capacity,  I should  not  be  ignored  totally.  I 
referred  to  the  fact  that  I had  been  advised  by  a gov- 
ernment agency  that  the  Education  Department  is 
supported  by  public  funds  (Federal  included);  and 
that  the  reports  of  any  of  its  committees,  therefore,  are 
matters  of  public  record  — and  any  citizen  is  entitled 
to  receive  a true  copy  of  the  findings  of  a public  agency, 
if  he  so  demands. 

I felt  that,  since  the  “healing  art”  was  involved,  no 
record  which  was  so  tremendously  important  to  public 
welfare  should  become  a secret  document  and  be  hid- 
den away  in  some  cubbyhole,  far  from  the  scrutiny  of 
those  who  deserve  to  see  it.  It  was  my  feeling  that  this 
was  true  especially  in  the  case  of  t he  Medical  Society  of 
the  State  of  New  York,  since  we  are  very  intimately 
concerned  with  the  health  of  our  people,  and  it  is  an 
obligation  and  responsibility  of  our  group  to  see  to  it 
that  the  “man  in  the  street”  is  not  hoodwinked  and 
lulled  into  a false  sense  of  security  by  quacks  and  char- 
latans. One  month  later,  I received  a communication 


from  the  Commissioner.  It  was  his  deep  conviction 
that  any  critique  report  of  a program  of  study  should 
only  be  shared  with  the  school  offering  that  course. 
Also,  correspondence  between  your  executive  vice- 
president  and  the  chancellor  of  the  University  of  the 
State  of  New  York  was  to  no  avail.  I received  a com- 
plete “run-around.”  The  gods  on  high  Mount  Olym- 
pus had  spoken  — their  word  was  final  — and  there 
was  no  other  avenue  of  appeal. 

Dr.  Ernest  B.  Howard,  who  at  the  time  was  executive 
vice  president  of  the  American  Medical  Association, 
also  did  not  receive  a satisfactory  reply  to  his  request 
for  further  study  of  the  problem. 

We  now  turn  to  1977.  Effective  October  1st,  new 
rules  of  the  New  York  State  Board  of  Regents  relating 
to  definitions  of  professional  conduct  were  established. 
One  of  the  provisions  was  that  unprofessional  conduct 
shall  include  failing  to  make  available  to  a patient 
“copies  of  reports,  test  records,  evaluations  of  x-rays 
relating  to  a patient  which  are  in  the  possession  or 
under  the  control  of  a licensee.”  We  protested  this  ac- 
tion, especially  in  view  of  the  fact  that  we  had  been  in- 
formed by  our  general  counsel  that  the  Federal  courts 
had  decided  that  the  patient’s  records  are  the  property 
of  the  physician.  Later,  this  decision  was  upheld  by  a 
higher  court. 

A number  of  our  officers  and  attorneys  met  with 
representatives  of  the  Board  of  Regents  and  staff;  and 
we  presented  our  case  against  the  surrendering  of  pa- 
tients’ records.  A few  of  the  “powers-that-be”  who  at- 
tended this  meeting  appeared  to  understand  our  point 
of  view  — that  the  records  in  the  hands  of  the  unini- 
tiated — those  without  the  necessary  expertise  — 
could  produce  dire  results  — a misinterpretation  of  the 
findings,  diagnoses  and  treatment;  an  increase  in  the 
number  of  medical  malpractice  suits;  and  the  danger  of 
doctors  of  medicine  hesitating  to  express  themselves 
freely. 

We  pointed  out  that  we  still  believed  firmly  in  the 
ideology  that  we  must  eliminate  mysticism  in  medical 
practice  — we  must  talk  to  our  patients  in  effective, 
understandable  language.  The  physician  should  in- 
form the  patient  about  what  has  to  be  done  and  why. 

We  were  told  that  our  ideas  would  be  given  due  con- 
sideration. 

Nothing  happened. 

On  July  26th  of  this  year,  our  President,  Carl  Gold- 
mark,  Jr.,  M.D.,  presented  a statement  on  behalf  of  the 
Medical  Society  of  the  State  of  New  York,  at  a public 
hearing  in  Albany.  He  discussed  the  proposed  amend- 
ments of  the  Rules  of  the  Board  of  Regents  defining 
Unprofessional  Conduct  — under  Title  VIII  of  the  Ed- 
ucation Law.  He  presented  our  opposition  to  the  de- 
cree of  the  Department  of  Education  concerning  pa- 
tients’ records. 

I now  come  to  the  reason  for  this  report.  A few 
weeks  ago,  I attended  a meeting  of  the  Executive  Com- 
mittee of  our  Medical  Liability  Mutual  Insurance 
Company.  At  that  time,  Donald  Fager  gave  me  a copy 
of  a letter  which  had  been  sent  to  a physician  by  one  of 
his  patients — Exhibit  A follows  on  page  515).  (Evi- 
dently, in  accordance  with  the  edict  of  the  Board  of 
Regents,  the  physician  had  transmitted  a copy  of  the 
medical  record  to  his  patient.)  The  patient’s  commu- 
nication probably  was  referred  to  Don  Fager  because 
the  doctor  sensed  that  there  was  a malpractice  suit 
lurking  around  the  corner. 
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Don  Fager  and  I feel  that  the  patient’s  tirade  is  rep- 
rehensible, and,  without  a douht,  harassment  of  the 
doctor.  It  illustrates  what  can  happen,  in  the  future, 
to  any  physician  in  the  practice  of  medicine.  To  be 
subjected  to  this  type  of  machination  is  difficult  to 
take. 

How  can  a doctor  of  medicine  conduct  his  high-qual- 
ity practice  with  the  Sword  of  Damocles  ever  hanging 
over  his  head!  There  is  no  doubt  that  many  cases  will 
end  up  in  the  hands  of  an  attorney,  especially  after 
every  syllable,  word,  and  punctuation  mark  of  the  pa- 
tient’s record  has  been  carefully  examined  by  legal  tal- 
ent. 

I must  repeat  that  physicians  are  willing  to  be 
judged  by  their  peers,  but  not  by  a group  of  untrained 
and  unsophisticated  people  who  know  nothing  or  little 
about  what  makes  us  “tick.” 

In  the  past,  we  have  talked  about  becoming  more 
militant.  Surely,  here  again,  we  have  a case  which  de- 
mands litigation.  Only  through  the  courts  can  we  gain 
equity  and  justice;  and  even  there,  we  will  face  many 
serious  problems.  If  we  lose  in  the  lower  courts,  we 
must  continue  to  fight  until  all  legal  avenues  have  been 
taken.  There  can  be  no  “ifs”  or  “buts.” 

We  must  face  this  challenge  without  any  hesitation. 
Surely,  in  this  dilemma,  right  is  on  our  side! 

The  Council  approved  that  we  go  to  court,  if  the  Edu- 
cation Department  refuses  to  listen  to  our  appeal. 

In  September  we  submitted  this  statement  by  the 
Medical  Society  of  the  State  of  New  York  re  memorandum 
dated  September  7,  1978,  on  the  Subject  of  Revised  Pro- 
posals for  Consideration  of  the  Board  of  Regents  from 
Frank  C.  Abbott,  Assistant  Commissioner  for  the  Profes- 
sions: 

The  Medical  Society  of  the  State  of  New  York  has 
prepared  the  following  statement  concerning  the 
above  memorandum  for  consideration  of  the  Board  of 
Regents. 

After  complete  and  thorough  review  of  the  staff  rec- 
ommendations, we  wish  to  advise  the  Board  that  the 
Medical  Society  of  the  State  of  New  York  is  categori- 
cally and  unalterably  opposed  to  Section  29.2,  para- 
graph 7,  subdivision  a.  Rules  of  the  Board  of  Regents 
as  amended,  effective  November  1,  1978. 

Section  17  of  the  Public  Health  Law  was  enacted  in 
1974  to  facilitate  the  transfer  of  patient  records  be- 
tween providers  of  professional  medical  services.  This 
new  statute  was  designed  to  enable  subsequent  treat- 
ing physicians  and  hospitals  to  obtain  the  patient’s 
medical  history  and  clinical  data  while  providing  as- 
surance to  the  physician  and  the  patient  that  the  rec- 
ords would  not  be  distributed  indiscriminately. 

Prior  to  the  enactment  of  this  statute,  the  treating 
physician  had  complete  ownership  and  control  over 
the  distribution  of  the  patient’s  medical  records, 
subject  to  the  restrictions  imposed  by  the  physician- 
patient  relationship.  The  property  rights  of  the  phy- 
sician in  and  to  his  medical  records  has  long  been  es- 
tablished in  this  State  and  was  judicially  recognized  in 
the  case  of  Matter  of  Culbertson,  57  Misc  2d  391.  In 
this  case  the  court  expressed  the  opinion  that  public 
policy  dictated  that  succeeding  physicians  might  well 
need  such  records  to  adequately  treat  particular  pa- 
tients. but  made  it  clear  that  subject  to  such  consider- 
ations of  public  policy,  the  records  were  owned  by  the 
physician.  It  refused  to  grant  the  petitioner  patients’ 


request  that  the  records  be  turned  over  to  them,  and 
stated  flatly  as  follows: 

This  court  is  satisfied,  however,  that  records 
taken  by  a doctor  in  the  examination  and  treatment 
of  a patient  become  property  belonging  to  the  doc- 
tor. Generally  speaking,  an  individual  does  not  seek 
out  a doctor  for  the  purpose  of  obtaining  records  for 
his  personal  use,  hut  seeks  the  personal  services  of 
his  physician  in  the  area  of  examination,  diagnosis 
and  treatment.  The  cost  of  x-rays,  cardiograms, 
etc.,  and  the  reports  thereof,  although  paid  by  the 
patient,  are  records  supplied  to  the  physician  for  his 
personal  use  in  connection  with  the  examination,  di- 
agnosis and  treatment  of  the  patient.  The  records 
and  notes  that  accordingly  come  into  the  possession 
of  the  physician  constitute  a history  of  the  case  of 
benefit  only  to  a physician  as  part  of  his  clinical  rec- 
ord concerning  a particular  pat  ient. 

This  case  makes  it  clear  that  a physician  has  a prop- 
erty right  in  the  records  which  he  generates  in  treating 
patients.  The  above  mentioned  section  of  the  Public 
Health  Law,  therefore,  clearly  indicates  a legislative 
recognition  of  the  judicial  development  of  New  York 
law  on  this  subject.  This  legislative  recognition  of  the 
legal  status  of  the  ownership  of  medical  records  has  not 
been  adhered  to  by  the  Board  of  Regents  and  its  staff. 

Section  6509,  Subdivision  9,  grants  to  the  Board  of 
Regents  the  authority  to  promulgate  rules  defining  un- 
professional conduct.  We  do  not,  therefore,  question 
the  authority  of  the  Board  of  Regents  to  define  unpro- 
fessional conduct;  however,  we  must  strenuously  object 
to  the  apparent  conclusion  on  the  part  of  the  Board 
and  its  staff  that  by  virtue  of  this  authority  they  are 
empowered  to  contravene  judicially  established  prop- 
erty rights,  the  expressly  stated  intent  of  the  legisla- 
ture, and  the  established  standards  and  practices  of 
the  medical  profession. 

The  rule  exceeds  the  power  of  the  Board  of  Regents. 
The  Board  has  the  power  to  define  that  type  of  miscon- 
duct which  reasonably  relates  to  the  fitness  or  compe- 
tence of  a physician  to  practice  medicine.  It  does  not 
have  the  power  to  change  existing  law  in  order  to  foster 
any  concepts  which  it  feels  to  be  sociologically  benefi- 
cial if  such  concepts  contravene  basic  rights.  This 
rule,  however,  represents  just  such  an  excess.  As  men- 
tioned before,  Section  17  of  the  Public  Health  Law 
fully  treats  the  issue  of  the  release  of  medical  records. 
It  provides  only  for  the  transfer  of  such  records  to  des- 
ignated physicians  or  hospitals.  Indeed,  it  compels 
such  transfer  and  to  the  extent  that  it  does  so,  it  limits 
the  property  right  of  the  physician.  Clearly,  however, 
it  has  not  totally  annulled  that  right.  It  has  struck  a 
very  delicate  balance  between  the  patient’s  needs  and 
the  physician’s  rights.  The  policy  clearly  reflected  in 
Section  17  cannot  be  violated  by  Board  rule.  In  the 
case  of  Gotkin  v.  Miller,  514  F.2d  125,  the  Court  stated 
unequivocally  that  in  granting  patients  some  degree  of 
property  interest  in  their  medical  records,  New  York 
had  not  and  was  not  required  to  grant  patients  all  the 
traditional  incidents  of  property  ownership.  The 
subject  rule,  which  is  in  direct  conflict  with  the  statute, 
is  beyond  the  power  of  the  Board  to  promulgate  and  is, 
therefore,  illegal  and  unforceable. 

More  importantly,  however,  are  the  consequences 
which  will  follow  from  this  rule  in  terms  of  patient  well 
being.  The  medical  record  is  a working  tool.  It  is  not 
designed  nor  intended  to  serve  as  a polished  wrork 
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ready  for  publication.  The  personal  notes  of  the  phy- 
sician contain  the  physician’s  comments  and  observa- 
tional impressions  concerning  the  patient’s  condition. 
They  may  consist  of  observations  on  or  about  the  pa- 
tient’s demeanor  and  appearance  and  they  might  in- 
clude notes  or  reminders  to  the  physician  himself  as  to 
what  he  may  want  to  do  or  look  for  during  the  course  of 
rendering  further  treatment.  Whether  they  might  in- 
clude diagnostic  impressions  or  forecasting  is  purely  a 
matter  of  individual  habit.  As  such,  however,  these 
notes  belong  to  the  physician  personally  and  might 
well  be  meaningless  to  either  the  patient  or  to  any  po- 
tential recipient  of  the  record,  or  worse,  misinterpreted 
by  others.  If  such  notes  are  required  to  be  included  as 
part  of  the  patient’s  record  for  delivery  either  to  the 
patient  or  to  other  persons,  the  physician  may  feel 
compelled  to  be  less  candid  in  his  observations  and  less 
explicit  in  his  notes  to  himself.  The  only  results  would 
be  that  the  physician  would  find  it  more  difficult  to 
fully  record  his  thoughts  and  his  ability  to  provide  in- 
dividualized care  over  an  extended  period  of  time 
would  be  severely  impaired. 

Ever  present  in  today’s  society  is  the  spectre  of  the 
malpractice  suit.  The  relationship  between  the  medi- 
cal record  and  such  suits  cannot  be  ignored.  Every 
physician  will  now  prepare  his  record  in  the  presence 
of  the  potential  plaintiffs  attorney.  While  this  may 
be  good  from  the  standpoint  of  potential  legal  defense, 
it  is  a distortion  of  the  purpose  of  the  medical  record. 
The  modified  form  which  the  medical  record  undoubt- 
edly will  take  will  diminish  the  medical  relevance  of 
the  record  as  a working  tool.  We  submit  that  the  staff 
analysis  has  taken  place  in  a vacuum.  There  is  no 
demonstration  of  any  awareness  of  the  relationship  of 
the  malpractice  crisis  to  this  rule  and  no  real  under- 
standing of  the  day-to-day  working  relevance  of  the 
medical  record.  If  this  rule  is  permitted  to  stand,  the 
quality  of  the  record  will  deteriorate  and  with  this  de- 
terioration the  quality  of  patient  care  will  similarly 
suffer. 

The  Medical  Society  of  the  State  of  New  York  has 
reviewed  the  most  recent  proposed  amendments  to  the 
Rules  of  the  Board  of  Regents  Defining  Unprofessional 
Conduct  dated  September  7,  1978.  Staff  commentary 
relative  thereto  has  also  been  examined. 

The  Medical  Society  of  the  State  of  New  York  has 
fully  participated  in  the  study  and  analysis  process 
leading  to  the  formulation  of  these  proposals.  Both 
before  and  after  the  original  adoption  of  the  current 
Rules  in  July  of  1977  our  representatives  have  been  in 
regular  communication  with  the  department  staff  and 
with  members  of  the  Board  of  Regents.  This  commu- 
nication has  included  formal  hearing  presentations  as 
well  as  private  staff  and  Regent  meetings.  It  was  our 
objective  to  obtain  the  formulation  of  Rules  which  are 
not  only  consistent  with  legal  and  professional  stan- 
dards but  equitable  to  the  public  as  well.  It  is  clear 
that  insofar  as  the  current  set  of  principals  completely 
reject  our  recommendations,  our  endeavors  to  obtain 
this  objective  have  failed  completely. 

The  originally  promulgated  Rule  established  as 
misconduct: 

Failing  to  make  available  to  a patient,  or  upon  a 
patient’s  request,  to  another  licensed  health  prac- 
titioner consistent  with  that  practitioner’s  autho- 
rized scope  of  practice,  copies  of  reports,  test  rec- 


ords, evaluations  or  x-rays  relating  to  the  patient 
which  are  in  the  possession  or  under  the  control  of 
the  licensee,  or  failing  to  complete  forms  or  re- 
ports required  for  the  reimbursement  of  a patient 
by  a third  party. 

We  objected  to  the  Rule  and  an  amended  version 
was  proposed.  It  provided: 

Failing  to  make  available  to  a patient,  or,  upon  a 
patient’s  request,  to  another  licensed  health  prac- 
titioner consistent  with  that  practitioner’s  autho- 
rized scope  of  practice  copies  of  the  record  ...  . 

This  provision  shall  not,  however,  be  construed  to 
require  a practitioner  to  make  available  copies  of 
preliminary  working  notes  made  for  the  purpose  of 
assisting  in  the  diagnosis  of  the  patient ...  . 

We  felt  that  the  proposed  amendment,  while  moving 
in  the  right  direction,  did  so  inadequately  and  we  again 
objected.  We  repeated  our  argument  that  the  Rule, 
even  as  modified,  was  in  direct  conflict  with  Section  17 
of  the  Public  Health  Law  and,  even  more  importantly, 
that  the  Rule  did  not  serve  the  best  interests  of  those  it 
purported  to  serve,  namely,  the  patients. 

The  staff,  however,  has  seen  fit  to  ignore  our  argu- 
ments and  has  now  reversed  itself  urging  the  removal 
of  even  the  inadequate  modification  earlier  made. 
Staff  commentary  offers  no  explanation  of  this  further 
change  in  its  position  reciting  only  that  the  New  York 
State  Consumer  Protection  Board  opposed  the  interim 
modification  on  the  conclusory  ground  that  a denial  of 
access  to  preliminary  working  notes  made  for  the  pur- 
pose of  assisting  in  the  diagnosis  of  the  patient  would 
deprive  a patient  of  access  to  information  that  “could 
be  crucial  in  evaluating  treatment  or  in  planning  fu- 
ture treatment.” 

The  staff  comment  contains  the  following  state- 
ment: 

The  issue  here  is  not  the  ownership  of  the  records, 
but  whether  or  not  a patient  is  entitled  to  examine 
them  and  obtain  a copy. 

This  comment  is  patent  sophistry.  The  right  to  ob- 
tain a copy  of  a record  and  to  use  it  without  any  restric- 
tion whatsoever  constitutes  ownership.  If  a patient  is 
entitled  to  obtain  a copy  of  the  record  and  to  use  it  in 
any  manner  which  he  chooses,  he  “owns”  it  in  every 
real  sense  of  the  word.  We  are  offended,  furthermore, 
by  the  arrogance  inherent  in  the  suggestion  that  the 
originally  proposed  exception,  because  opposed  by  the 
profession  as  “wholly  inadequate,”  might  just  as  well 
be  dropped. 

We  believe  that  this  arbitrary  attitude  reflects  an 
inexplicable  lack  of  appreciation  of  the  seriousness  of 
our  concerns  and  objections.  This  capricious  disre- 
gard of  the  significance  of  these  provisions  to  the  medi- 
cal profession  will  not  be  countenanced. 

Once  again,  we  recommend  the  adoption  of  the  fol- 
lowing language  in  lieu  of  the  proposed  regulation: 

Failure  to  release  and  deliver  to  a succeeding  li- 
censed physician  or  hospital,  upon  the  written  re- 
quest of  any  competent  patient,  parent  or  guard- 
ian of  an  infant,  or  committee  for  an  incompetent, 
exclusive  of  personal  notes  of  the  licensee,  copies 
of  all  x-rays,  medical  records  and  test  records  re- 
garding that  patient,  provided,  however,  that  such 
records  concerning  the  treat  ment  of  an  infant  pa- 
tient for  venereal  disease  or  the  performance  of  an 
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abortion  operation  upon  such  infant  patient  shall 
not  be  released  or  in  any  manner  be  made  avail- 
able to  the  parent  or  guardian  of  such  infant.  A 
reasonable  fee  may  be  charged  to  the  person  re- 
questing the  release  and  deliverance  of  such  rec- 
ords for  the  cost  of  preparing  and  furnishing  any 
such  copies. 

The  Medical  Society  of  the  State  of  New  York, 
speaking  on  behalf  of  physicians  in  the  State  of  New 
York,  with  all  the  strength  we  can  muster,  urges  that 
this  Rule  be  deferred  and  that  the  staff  be  given  the 
opportunity  of  consulting  with  knowledgeable  physi- 
cians on  an  individual  or  small  group  basis.  In  our 
judgment,  this  course  is  far  preferable  to  the  judicial 
recourse  which  must  be  pursued  if  the  present  Rule  is 
continued.  We  are  compelled  to  advise  you,  however, 
that  the  Medical  Society  of  the  State  of  New  York  will 
be  forced  to  consider  all  available  legal  remedies  if  this 
Rule  is  finalized.” 

On  October  9th,  we  sent  the  following  communication 
to  Frank  C.  Abbott,  Ph.D.,  Asst.  Commissioner  for  the 
Professions,  The  State  Education  Department,  Albany, 
N.Y.: 

We  have  been  advised  by  our  Legislative  Counsel, 
Gerard  L.  Conway,  Esq.,  that  the  Board  of  Regents  will 
be  holding  formal  meetings  in  Albany,  October  17,  18, 
and  19,  1978.  Mr.  Conway  has  also  advised  us  that  the 
Board  would  be  officially  considering  Section  29.2, 
paragraph  7,  subdivision  a.  Rules  of  the  Board  of  Re- 
gents as  amended,  effective  November  1,  1978,  con- 
cerning patient’s  records  and  that  these  meetings 
would  be  open  to  the  public.  Since  we  have  already 
submitted  a formal  position  statement  opposing  this 
regulation  and  since  we  understand  that  these  meet- 
ings are  not  for  the  purpose  of  formal  presentations, 
representatives  of  the  Medical  Society  of  the  State  of 
New  York  will  attend  the  meeting  for  the  purpose  of 
monitoring  the  proceedings,  to  respond  to  any  ques- 
tions, and  to  furnish  any  additional  information  which 
the  Board  might  desire. 

We,  therefore,  request  that  you  advise  us  concerning 
the  date  and  approximate  time  at  which  you  anticipate 
that  the  Board  will  consider  the  aforementioned  regu- 
lation. 

As  we  go  to  press,  we  are  awaiting  a reply. 

We  have  another  bone  of  contention  with  the  State 
Education  Department. 

Earlier  this  year,  we  were  informed  that  the  State  Edu- 
cation Department  has  declared  that  “It  is  not  appropriate 
that  a Board  member  be  simultaneously  an  officer  of  a 
professional  society  at  the  State  level.  This  policy  should 
be  given  effect  as  soon  as  practical  and  not  be  later  than 
July  1979.” 

Here  we  have  another  example  of  the  dogmatic  manip- 
ulations of  the  State  Department  of  Education. 

On  September  14, 1 transmitted  the  following  message 
to  Dr.  Abbott: 

The  Medical  Society  of  the  State  of  New  York 
strongly  opposes  this  regulation.  We  believe  firmly 
that  it  is  highly  discriminatory  and  is  contrary  to  the 
welfare  of  all  persons  concerned.  Many  capable,  com- 
petent. and  ethical  persons  are  officers  of  professional 
societies  and  they  should  not  be  disqualified  for  ap- 
pointment to  important  State  boards. 


It  could  be  a great  disservice  to  our  people  if  men  or 
women  of  extraordinary  qualifications  were  denied  the 
privilege  of  serving  in  high  voluntary  governmental 
places. 

Every  individual  should  be  judged  on  his  own  merits 
and  not  be  subjected  to  edicts  of  this  type.  We  are 
prepared  to  join  the  other  societies  of  the  learned  pro- 
fessions in  combating  such  rules.  We  demand  equity. 
Of  course,  up  until  now,  we  have  had  no  word  from  the 
officials  in  Albany. 

EXHIBIT  “A” 

Return  Receipt  Requested 
Certified  No. 

April  4,  1978 

I am,  as  I had  earlier  informed  your  office  by  phone,  in  receipt 
of  seven  pages  of  medical  records,  individually  either  in  carbon-like 
impress  or  the  more  familiar  photo-copy  form,  and,  as  1 have  had 
to  do  with  those  of  others  of  your  profession  for  entirely  separate 
reasons,  exception  must  be  taken  to  the  presentation  of  those 
“records”  as  somehow  complete  (see  again  my  letter  of  February 
28th,  1978,  USPO  Certified  No.  , Return  Re- 

ceipt Requested). 

Were  the  reports  sent  anywhere  near  complete  with  respect  to 
diagnostic  or  evaluative  information,  it  would  not  be  necessary  to 
draw  attention  to  the  fact  they  were  sent  without  accompanying 
cover;  and  yet  too,  since  critical  gaps  there  exist,  revealing,  against 
the  coordinate  details  of  the  independently  acquired  pharma- 
ceutical record  (your  submission  not  showing  notation  of  office 
visitation  prescriptions  and  medication  directives),  a serious  lack 
of  integration  in  what  I should  call  the  operative  or  actual  diag- 
nosis, and  quite  so  at  any  juncture  during  that  period,  - that  is 
assuming,  of  course,  no  incompetence  such  as  might  otherwise 
imply  one’s  total  unfittedness  for  medical  practice,  - the  absence 
of  an  explanatory  cover  is  curious  to  say  the  least,  and  therefore 
I wonder  if  you  would  on  review  and  with  a moments  reflection, 
care  to  try  to  dispell  in  a written  reply,  the  disparities  in  your 
medical  protocol  of  record,  so  apparent  in  the  supplementation 
of  the  reports  you  had  sent  on  with  those  of  the  pharmacy,  a few 
outstanding  of  which  1 have  below  opened  for  discussion. 

Of  the  test  reports  included  with  your  recent  submission,  the 
x-ray  report  of  M.D.,  - the  first  of  the  stapled 

seven  pages,  - is  a readable  copy,  and  I am  pleased  to  have  in  rec- 
ord a medical  evaluation  on  my  lungs  affirming  that  “The  lung 
tissue(s)  (are)  clear  throughout.”  Any  questions  I may  have 
concerning  the  diagnostic  efficacy  of  the  chest  x-ray  are  only  ac- 
ademic, though  even  possibly  naive  as  well;  which  is  to  say,  I am 
not  at  all  apprehensive  about  the  present  health  of  my  lungs,  heart, 
etc.,  and  to  acknowledge  that  this  negative  report  figures  defini- 
tively in  the  initial  positive  exclusion  of  a range  of  disorders  and 
diseases  suggested  by  immediate  symptom  speculation  (e.g.,  on 
purulent  nasal  discharge,  nasal  bleeding,  etc.).  With  this,  we  are 
relieved  of  those  doubts  which  could  have  troubled  later  diagnosis 

— where  the  disparities  then  lie,  - and  held  any  subsequent  dis- 
cussion-reflection on  the  previously  developing  diagnosis  from  any 
reflexive  certainty  whatsoever.  The  same,  with  some  qualifica- 
tion, is  also  my  attitude  with  respect  to  the  report  of  “slight  sco- 
liosis” of  the  spine:  while  it  is  my  surmise  this  condition  has  fig- 
ured into  certain  of  my  medical  problems  historically,  and  while 
it  has  required  some  slight  adjustment  and  limitation  in  my 
physical  activity  since  my  mid-twenties,  it  represents  no  imme- 
diate or  serious  health  problem,  and  is  moreover  without  any 
bearing  on  the  health  problem  presented. 

Also  of  readable  copy,  is  the  second  of  the  seven  pages  submitted 

— the  reports  of  the 

Memorial  Medical  Center  Lab  on  the  nasal  cultures  you 
had  ordered,  - and  here  we  more  properly  enter  upon  that  series 
of  apparent  diagnosis-treatment  discrepancies  which  are  the 
subject  of  this  letter.  If  we  suppose  the  reports  here  reflect  the 
condition  of  my  nostrils  at  that  time,  - that  unchecked  candidiasis 
existed  in  one  nostril,  while  in  the  other  that  not  only  was  no 
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pathological  situation  found,  but  that  the  very  same  Candida 
raging  in  the  one,  that  there  this  commensal  of  man  was  present 
only  in  “very  scant"  measure,  - then  one  is  obliged  to  relate  this 
“objective"  diagnosis  to  the  treatment  protocol:  the  tests  having 
been  reported  to  your  office  on  1-5-76,  and,  I having  appeared  in 
your  office  some  few  days  later,  your  prescription  was  first  filled 
on  1 9-76,  and  though  in  your  submission  there  is  no  notation  to 
this  effect,  your  prescription  for  Grisactin  was  written  upon  your 
stated  acceptance  of  the  diagnosis  of  candidiasis.  But  Grisactin, 
or  Griseofulvin,  while  it  does  have  some  “fungistatic  effect,”  is  a 
prescription  totally  unrelated  to  the  diagnosis  of  record:  it  is  an 
undisputed  and  indisputable  fact,  “The  drug  (Grisefulvin)  is  in- 
effective against  Candida  . . . and  this  point  cannot  be  over- 
stressed or  overemphasised:  there  is  a central  and  inevasible 
contradiction  here.  However,  t here  are  grounds  for  rejecting  as 
foolishly  implausible,  the  “diagnosis”  of  candidiasis  in  the  first 
place:  while  a Candida  culture  of  some  magnitude  might  show  for 
a nostril  treated  by  a topical  broad  spectrum  antibiotic,  and  jyhile 
I had  in  fact  been  under  your  verbal  direction  to  sniff  up  the 
counter  antibiotic  “Neosporin”  (described  on  the  tube  as  for  ex- 
ternal use  only),  I had  not  been  doing  so  for  nearly  a month  under 
the  direction  of  another  and  more  specialized  physician;  secondly, 
since  I was  not  then,  nor  have  never  since  been  properly  treated 
for  candidiosis  of  the  upper  respiratory  system,  a mightily  serious 
and  fairly  intractable  disease  without  the  most  proper  and  delicate 
care,  - one  would  have  expected  to  have  found  the  same  diagnosis 
further  on  in  the  medical  record,  but  it  is  not  there  to  be  found,  - 
in  fact,  what  is  found  is  treatment  with  broad  spectrum  antibiotics, 
particularly  erythromycin,  also  prescribed  bv  vourself  among  other 
attending  physicians,  which,  if  candidiasis  of  the  nose  were  an 
existing  condition,  would  very  probably,  if  not  very  definitely,  have 
led  to  an  exacerbation  of  that  pathology  originally  “diagnosed” 
by  the  laboratory  at  Medical  Center,  and  most 

certainly  it  would  not  have  stayed  its  progression;  and  since, 
though  subsequently  seen  by  yourself  and  other  physicians  for 
some  time  after  the  diagnosis  of  candidiosis,  no  second  confirming 
observation  of  symptoms  indicating  continuing  candidiasis  was 
ever  made,  nor,  accordingly,  was  any  treatment  for  candidiasis  ever 
since  recommended,  griseofulvin  being  non-active  against  can- 
didiasis, the  original  diagnosis  must  unequivocally  be  held  to  have 
been  false,  and  in  a manner  not  probably  owing  to  any  human 
error.  But  there  is  not  a word  of  clarification  on  this  matter  in 
your  submission.  Dr.  : your  office  merely  sent 

on  a copy  of  the  laboratory  report  which  had  been  treated,  much 
to  my  own  then  expressed  incredulity,  as  credible  by  you  and  when 
in  my  presence.  I do  not  know  whether  you  since  came  to  see  how 
utterly  and  unspeakably  ridiculous  that  report  was. 

Of  not  to  be  overlooked  or  forgotten  concern  in  this  connection, 
is  that  at  the  time  Grisactin  (Griseofulvin)  was  prescribed,  you  also 
had  prescribed  Vioform  (lodochlorhydroyxyquin  with  Hydrocor- 
tisone), an  agent  which,  apart  from  the  corticosteroid  mixed  with 
it.  is,  in  its  various  forms,  an  intestinal  ambecide,  a trichomonacide, 
and  a topical  antiinfective. — none  of  which  properties  qualify  it, 
not  even  tangentially  or  conjectural ly,  as  a potential  anti-candi 
diosis  drug.  Your  directions  on  the  use  of  the  prescribed  Vioform 
were  quite  specific,  although  again  only  verbal:  the  substance  was, 
as  you  had  earlier  directed  for  the  Neosporin,  to  be  sniffed  up  the 
nostrils  with  the  head  held  tilted  back.  Neosporin  and  Vioform 
have  one  thing  in  common  as  pharmaceutical  preparations:  they 
are  both  petroleum  based.  Now  there  is  a definite  and  uncon- 
tended contraindication  with  regard  to  pharmaceuticals  in  pe- 
troleum base:  “Preparations  containing  oil  should  not  be  given 
(intranasally)  . . since  they  may  be  aspirated  and  cause  lipid 
pneumonia.”  Unlike  Neosporin,  however,  the  components  of 
Vioform  are  not  potential  mucosal  irritants;  quite  the  opposite, 
the  hydrocortisone  would  tend  to  promote  healing,  but  may  ag- 
gravate a pre-existing  infection,  and  infection  there  quite  definitely 
was. 

Since  I found  the  Vioform  totally  unsatisfactory  — it  would 
shortly  harden  and  pass  wit  h difficulty  from  the  naso  pharynx  and 
down  the  throat  I sought  and  found  a broad  spectrum  antibiotic 
which  can  be  used  safely  (save  in  rare  instances  of  sensitivity)  on 
mucous  membranes,  viz.,  ST  37.  While  using  dilute  (<1:5)  ST-37 
as  a mouthwash,  which  is  proper,  and  to  rinse  the  nostrils,  I was 


also  gargling  with  dilute  (<1:3)  hydrogen  peroxide  and  swabbing 
the  nostrils  clean  with  it,  again  in  this  dilute  form  and  with  a grain 
of  salt.  It  appears  in  retrospect  that  the  ST-37  and  the  hydrogen 
peroxide  together,  though  principally  the  hydrogen  peroxide, 
loosened  purulent  material  adhering  to  nasosinovial  membranes 
resulting  in  too  rapid  excrement,  irritation  of  the  outer  nostrils 
by  the  purulent  watery  discharge,  and  flooding  under  pressure  of 
the  nose  with  the  fluid  that  would  be  escaping  except  for  its  ex- 
cessive volume,  - a condition  which  you  then  diagnosed  as  a 
chemical  burn,  and.  disregarding  your  own  earlier  diagnosis  of 
candidiosis,  prescribed  erythromycin.  That  was  on  February 
14th,  1976,  - shown  in  the  seventh  of  the  seven  stapled  pages 
submitted  the  physician’s  comments  on  the  form,  and  the  in- 
dications there  for  treatment  and  medication  are  partly  readable 
on  the  copy  sent;  the  prescription  was  filled  the  following  day, 
February  15th,  1976. 

Since  the  diagnosis  of  the  most  immediate  medical  problem  was 
that  the  nose  had  been  “burned,”  and  since  the  irritation  of  the 
outer-rim  of  the  nostrils  was  compounded  by  the  anxiety  I felt  for 
not  being  able  to  breathe  through  the  nose,  I applied  the  previously 
prescribed  Neosporin  to  the  outer-edges  of  the  nostrils  — it  was 
not  at  all  possible  to  administer  or  apply  it  anywhere  within  even 
the  lowest  reaches  of  the  nares  — but  this  was  of  no  help  and 
seemed  to  make  matters  worse  even  though  Neosporin  is  appar- 
ently good  for  superficial  burns  according  to  the  label  on  the  tube. 
Subsequently,  on  February  15th  or  16th,  I was  directed  to  dis- 
continue the  Neosporin  by  the  attending  physician 
at  Emergency  Room  — this  is  recorded  in  the 

third  of  the  seven  stapled  pages  submitted,  a copy  of  which  is 
otherwise  pretty  much  unreadable,  the  content  filling  in  the  clearly 
reproduced  form  headings  being  largely  a mass  of  blurs.  Needless 
to  say,  the  use  of  any  medicament  other  than  those  then  being 
prescribed  was  immediately  halted. 

The  fourth  of  the  seven  stapled  pages  submitted  shows  record 
I had  visited  the  emergency  ward  at  , also  on 

the  night  of  February  15th  & 16th,  1976;  I had  hoped  to  find  some 
relief  there,  as  I had  hoped  that  same  evening  to  find 
at  (see  the  sixth  of  the  stapled  pages  sent  and 

the  discussion  below),  but  was  discourteously  received  and  dis- 
courteously forced  to  take  my  leave  before  I had  imparted  any 
understanding  of  my  medical  situation.  The  copy  is  distinct; 
directions  were  for  follow  up  with  Dr. 

The  fifth  of  the  seven  stapled  pages  is  also  an  emergency  room 
report.  On  it  nearly  all  of  the  information  to  be  entered  by  the 
attending  physician  (History,  Physical  Findings,  And  Impression: 
Treatment  And  Medication;  Attending  Physicians  Comments), 
has  faded  beyond  even  the  most  fanciful  deciphering,  - indeed, 
more  accurately,  that  content  is  nearly  vanished  as  it  were.  The 
typed  information  remains  fuzzily  there,  but  readable  nonetheless: 
the  date  of  admission  is  12/4/74;  the  complaint  (“Reason  For 
Service”)  reads,  “Pt.  states  he  slipped  while  getting  out  of  car 
tonight ...  (sic).  Hit  left  side  of  hand  ...  (sic).”  It  is  pointedly 
irrelevant;  nothing  before  4 December  1975  was  requested  (see 
again  my  letter  of  February  28th,  1978,  USPO  Certified 
No.  , Return  Receipt  Requested). 

The  sixth  of  Ihe  seven  stapled  pages  in  your  submission  is  barely 
readable.  It  too.  as  previously  identified,  is  an  emergency  room 
report,  like  several  of  the  others;  I believe  you  may  be  a few  reports 
short  from  for  I had  visited  their  emergency 

room  many  more  times  during  that  night,  the  15th  and  16th  of 
February  1976,  seeing  a physician  only  once,  but  having  been 
subsequently  billed  by  the  hospital  for  the  emergency  room  fee 
for  each  “visit  ”;  and  since  it  would  have  been  more  costly  to  have 
fought  that  sort  of  highway  robbery,  I paid,  learning  something 
about  whal  health  care  is  available  to  me  in  the  area. 

The  seventh  of  the  seven  stapled  pages  submitted  has  been  re- 
viewed, it  being  an  emergency  room  report  for  the  earlier  date. 
February  14th,  1976. 

Suffice  it  to  say  the  most  extreme  phase  of  the  acute  stage  of 
symptom  manifestation  passed,  although  I remain  ill  to  this  day 
with  a chronic  bacterial  infection,  passing  purulent  material  of 
varying  color  and  composition  from  the  nose,  the  back  of  the 
throat,  and  the  inward  corners  of  the  eyes.  I believe  this  condition 
has  been  with  me  since  my  very  early  teens  (if  not  earlier),  and  in 
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lesser  degree  than  at  present,  even  approaching  a kind  of  dor 
mancy  for  a goodly  number  of  years,  being  experienced  more  as 
frequently  recurrent  low-grade  and  feverless  “colds”  than  as  frank 
purulency;  but  am  quite  convinced  that  if  aspiration  of  a petro  base 
pharmaceutical  is  a risk  in  any  intranasal  application,  and  that 
if  such  aspiration  can  lead  to  lipid  pneumonia,  then  my  sniffing 
of  those  petroleum  based  products  back  into  my  head  as  you, 
Dr.  , had  verbally  directed,  certainly  made  a 

bad  situation  only  so  much  the  worse,  to  stay  for  the  moment  any 
speculation  on  what  deleterious  effects  the  hydrocortisone  or  the 
bacitracin  (in  the  Neosporin)  may  have  separately  induced. 

Those  questions  remain,  but  to  pose  them  sequentially  in  line 
with  the  evidential  history  of  the  presentation  of  my  body  for  di- 
agnosis and  treatment  during  the  defined  recent  period,  I would 
ask: 

1)  If  candidiosis  had  been  a truly  accepted  diagnosis  by  you, 
the  issue  of  its  ostensible  etiology  aside,  why  would  you  then, 
as  you  did,  prescribe  Grisactin  (or,  Griseofulvin),  which  is 
known  to  be  categorically  “ineffective”  against  Candida  spe- 
cifically? 

2)  If  too  candidiosis  had  been  a truly  accepted  diagnosis  by 
you,  why  would  you  then,  as  you  also  did,  prescribe  iodo- 
chlorhydroxyquin  (in  the  ointment  preparation,  Vioform),  a 
drug  which  is  an  anti-trichomonacide,  an  anti-ambecide,  and 
a local  antiinfective,  having  from  no  relevance  to  possibly 
complicating  a candidiasis  situation? 

3)  Why,  knowing  the  risks  of  inspiring  a petroleum  pharma- 
ceutical base  (supposing  there  are  circumstances  justifying 
the  risk  of  lipid  pneumonia),  would  you,  as  you  had  verbally 
done,  direct  forceful  inhalation  of  such  through  the  nose  with- 
out even  a word  of  caution? 

4)  If  candidiosis  remained  accepted  throughout  the  period 
as  an  accurate  diagnosis  at  the  time  it  had  been  specifically 
promulgated,  how  then  would  that  pathological  situation  (the 
candidiasis  itself)  have  developed  into  a bacterial  infection  (as 
you  must  hold  that  it  did),  and  given  the  treatment  with 
griseofulvin,  iodochlorhydroxyquin,  and  the  use  of  hydrogen 
peroxide  and  ST-37? 

5)  If  you  did  not  at  that  specific  time  accept  the  proffered 
candidiosis  "diagnosis,”  on  what  grounds  did  you  base  your 
subsequent  prescriptions  and  medication  directives? 

6)  If  the  diagnosis  of  candidiosis  was  later  rejected  by  you, 
why  did  you  reject  it,  and  when  did  you  reject  it? 

7)  Apart  from  answering  questions  1 through  6,  would  you 

have  your  office  send  on  those  elements  of  my  medical  record 
with  you  during  the  previously  specified  period  which  they 
had  neglected  to  forward  with  the  test  reports  and  emergency 
room  reports  sent  out  March  11th,  1978,  and  discussed  here? 
Should  there  be  any  fee  for  that  ministration  kindly  bill  me  at 
the  address  shown  below.  For  an  understanding  of  the  nature 
of  the  information  sought,  see  again  my  letter  of  February  28th, 
1978  (USPO  Certified  No.  , Return 

Receipt  Requested). 

Sincerely, 

THE  DIVISIONS 
SCIENTIFIC  ACTIVITIES 

The  busiest  and  most  important  of  the  division’s  ac- 
tivities have  been  in  the  area  of  continuing  medical  edu- 
cation. The  Committee  on  Continuing  Medical  Education 
and  the  Continuing  Medical  Education  Council  of  the 
State  of  New  York,  Inc.,  have  each  held  two  meetings  since 
May. 

Since  the  annual  report,  a Medical  Society  of  the  State 
of  New  York  Survey  Team  has  visited  the  Nassau  Academy 
of  Medicine  and  recommended  accreditation  of  the 
Academy  to  the  Liaison  Committee  on  Continuing  Medical 
Education.  Surveys  of  seven  more  institutions  are  pres- 
ently being  planned.  Your  State  Society’s  aim  at  making 
high  quality  continuing  medical  education  programs 
available  to  all  physicians  in  New  York  State  is  being 


steadily  accomplished. 

On  September  27th,  a Symposium  on  Continuing 
Medical  Education  was  presented  by  the  Medical  Society 
of  the  State  of  New  York  at  the  Society’s  headquarters. 
County  society  officers  and  staff  were  invited  to  this  sym 
posium  and  all  aspects  of  the  State  Society’s  continuing 
medical  education  program  were  explained.  The  meeting 
was  well  attended  and  well  received. 

Another  important  divisional  activity  was  the  Annual 
Meeting  of  the  Commissions  on  Public  Health  and  Edu- 
cation with  the  New  York  State  Department  of  Health, 
held  this  year  in  Albany  on  July  15th  and  16th.  All  the 
annual  reports  of  the  committees  in  the  two  commissions 
were  presented  and  thoroughly  discussed.  As  usual  the 
meeting  served  as  a meeting  ground  which  greatly  en- 
hanced the  liaison  between  the  Medical  Society  of  the  State 
of  New  York  and  the  Health  Department.  The  annual 
reports  of  these  committees  reveal  many  important  Med- 
ical Society  of  the  State  of  New  York  activities  of  which 
most  members  are  unaware.  They  are  recommended 
reading  for  all  members,  and  the  committee  members  de 
serve  a vote  of  gratitude  for  the  time  and  effort  they 
gratuitously  give  to  Society  activities. 

The  Committees  on  Alcoholism  and  on  Aging  and 
Nursing  Homes  are  presenting  excellent  programs  during 
this  year’s  Annual  Convention.  These  are  extracurricular 
activities  for  which  these  committees  should  be  congrat- 
ulated. 

GENERAL  COUNSEL 

The  general  counsel  has  continued  to  work  closely  with 
the  Countersuits  Subcommittee  of  the  Professional  Med- 
ical Liability  Insurance  and  Defense  Board.  He  and  at- 
torney Donald  J.  Fager  review  all  completed  questionnaires 
and  attendant  documents  in  order  to  advise  the  Counter- 
suits Subcommittee  as  to  whether  there  is  a legal  basis  for 
a countersuit.  As  stated  in  the  general  counsel’s  annual 
report,  two  countersuits  were  approved  for  financial  sup- 
port by  the  State  Society.  It  is  with  regret  that  we  advise 
that  both  of  these  countersuits  have  been  dismissed  by  the 
Appellate  Courts.  A third  case  pending  Upstate  will  be 
heard  before  our  higher  court,  the  Court  of  Appeals,  later 
in  the  year.  The  State  Society  has  filed  a petition  with  the 
Court  of  Appeals  for  permission  to  submit  an  amicus  curiae 
brief  in  support  of  the  physician  who  brought  this  coun- 
tersuit, and  such  permission  was  granted.  The  appeal  is 
scheduled  to  be  heard  on  November  27,  1978. 

The  general  counsel  has  continued  to  attend  the  monthly 
meetings  of  the  Professional  Medical  Liability  Insurance 
and  Defense  Board  and  furnished  legal  advice  when  re- 
quested. 

The  chairman  of  the  Judicial  Council  and  our  general 
counsel  appeared  and  testified  before  the  American 
Medical  Association’s  Judicial  Council  at  a meeting  held 
in  St.  Louis,  Missouri,  on  June  16,  1978.  This  was  in  re- 
sponse to  an  appeal  by  a county  medical  society  to  the 
AMA  Judicial  Council  from  +he  unanimous  decision  of  the 
Society’s  Judicial  Council  that  the  manner  in  which  certain 
amendments  to  the  county  medical  society’s  constitution 
and  bylaws  were  adopted  was  improper,  and  therefore,  not 
adopted  validly.  The  AMA  Judicial  Council  sustained  the 
decision  of  our  Judicial  Council. 

As  a long-range  project,  the  Office  of  the  General 
Counsel  has  asked  all  of  the  component  county  medical 
societies  to  submit  copies  of  their  constitutions  and  bylaws 
so  that  a study  may  be  made  of  them  to  insure  that  they  are 
in  conformity  with  State  law  and  do  not  conflict  with  the 
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Bylaws  of  the  State  Society.  Since  61  of  these  documents 
must  be  reviewed,  it  will  be  a time-consuming  and  iong- 
range  program. 

The  general  counsel  assisted  the  House  Committee  on 
Bylaws  in  its  consideration  of  the  proposed  changes  in  the 
Bylaws,  and  aided  in  the  preparation  of  the  committee’s 
report  to  the  House  of  Delegates. 

The  AMA,  along  with  other  health  organizations,  has 
been  sued  by  the  chiropractors  for  alleged  violation  of  the 
Federal  antitrust  laws.  In  connection  with  this  lawsuit, 
a subpoena  was  served  upon  the  State  Society  demanding 
production  of  all  documents  in  its  files  relating  to  the 
question  of  chiropractic.  In  compliance  with  the  sub- 
poena, the  general  counsel,  after  lengthy  consultations  with 
the  attorneys  for  the  AMA  and  the  attorney  for  the  chiro- 
practors, produced  literally  hundreds  of  documents. 

In  addition,  the  executive  vice-president,  a member  of 
the  now  defunct  AMA  Committee  on  Quackery,  was  sub- 
poenaed so  that  his  testimony  could  be  taken  in  connection 
with  the  AMA’s  position  on  chiropractic.  The  general 
counsel  accompahied  your  executive  vice-president  to 
Chicago  in  July,  1978,  for  a two-day  hearing  in  connection 
with  the  deposition. 

Chapter  76  Lawsuit.  We  feel  that  we  have  obtained 
a very  encouraging  result  thus  far  in  our  so-called  “Chapter 
76”  lawsuit.  The  New  York  State  Departpent  of  Health 
has  consented  to  the  entry  of  an  order  in  the  U.S.  District 
Court  for  the  Eastern  District  of  New  York  providing  the 
following: 

1.  Physicians’  and  patients’  decisions  to  perform 
surgery  to  be  reimbursed  under  the  Medicaid  Pro- 
gram, and  review  of  such  decisions  by  New  York  State, 
shall  be  made  on  the  basis  of  “medical  necessity”  as 
initially  determined  by  the  Attending  physician  rather 
than  on  the  basis  of  “deferrability,”  or  severity  of  pain, 
or  to  the  extent  to  which  life  or  “essential  function  is 
threatened.” 

2.  Medicaid  payments  shall  be  approved  by  the  De- 
partment of  Social  Services  for  medically  necessary 
care,  that  is,  the  cost  of  services  and  supplies  which  are 
necessary  to  prevent,  diagnose,  correct  or  cure  condi- 
tions in  patients  which  cause  acute  suffering,  endanger 
life,  result  in  illness  or  infirmity,  interfere  with  the  pa- 
tient’s capacity  for  normal  activity  or  threaten  some 
significant  handicap. 

3.  No  physicians’  second  opinions  shall  be  required 
before  surgery  is  performed  on  Medicaid  patients. 

4.  In-patient  hospital  care  reimbursable  under  New 
York  State  Medicaid  Program  shall  be  limited  to  one 
day  of  preoperative  care,  unless  more  than  one  day  of 
preoperative  care  is  medically  indicated. 

5.  The  Consent  Order  will  remain  in  full  force  and  ef- 
fect within  each  PSRO  area  until  such  time,  as  the 
PSRO  responsible  for  such  order  has  signed  a Memo- 
randum of  Understanding  with  the  responsible  New 
York  State  agency  and  HEW  has  approved  such  Mem- 
orandum of  Understanding,  or  HEW  has  granted  a 
waiver  to  such  PSRO. 

We  must  all  be  alert  to  the  necessity  of  seeipg  that  the 
respective  PSROs  do  n jt  accept  terms  in  the  Memoranda 
of  Understanding  which  will  vitiate  our  hard-fought  bat- 
tle. 

No-Fault  Lawsuit.  The  Council  at  its  July,  1978, 
Special  Meeting,  after  extensive  discussion  voted  to  vig- 
orously pursue  our  pending  lawsuit  challenging  the  con- 
stitutionality of  the  imposition  of  Workers’  Compensation 
medical  fees  in  “No-Fault”  situations.  Attempted  nego- 


tiations with  the  State  Insurance  Commissioner  to  modify 
this  edict  have  thus  far  borne  no  fruit.  At  the  present  time, 
a hearing  on  our  motion  for  a summary  judgment  is 
scheduled  to  be  heard  in  November  of  this  year.  If  there 
are  any  further  developments  in  this  matter  between  the 
time  of  the  writing  of  this  report  and  the  meeting  of  the 
House  of  Delegates,  we,  of  course,  will  advise  you  accord- 
ingly. 

Our  general  counsel  has  worked  closely  with  our  litiga- 
tors. 

Miscellaneous  Legal  Matters.  The  general  counsel 
drafted  a letter  to  the  management  of  the  Americana  Hotel 
advising  them  that  we  were  exercising  our  option  to  ter- 
minate our  contract  for  use  of  the  hotel  during  our  annual 
convention  subsequent  to  the  1979  annual  meeting. 

He  also  drafted  the  necessary  legal  papers  in  connection 
with  the  condemnation  by  the  County  of  Nassau  of  a small 
piece  of  land  at  the  southeast  corner  of  our  property.  This 
strip  will  continue  to  be  used  as  a turn-off  lane  leading  to 
our  main  parking  lot,  as  well  as  the  driveway  of  the  Long 
Island  Jewish-Hillside  Medical  Center.  By  agreement 
with  LIJ,  this  strip  was  already  utilized  for  this  purpose  and 
in  effect,  the  condemnation  of  the  property  has  no  practical 
effect  on  the  overall  extent  of  our  acreage.  The  county  has 
indicated  that  the  State  Society  will  receive  payment  of 
approximately  $5,250.00  plus  accrued  interest. 

MEDICAL  SERVICES 

Workers’  Compensation.  The  customary  summer  lull 
did  not  occur  in  activities  related  to  workers’  compensation. 
The  subcommittee  to  Investigate  the  Feasibility  of 
Amending  the  Workers’  Compensation  Law  and  Rules  of 
the  Workers’  Compensation  Board  has  been  meeting  reg- 
ularly at  two-week  intervals  with  Dr.  Paul  Lehmuller  and 
our  director,  as  Medical  Society  of  the  State  of  New  York 
representatives,  actively  participating.  The  changes  under 
consideration  by  this  committee,  with  strong  support  from 
Mr.  Arthur  Cooperman,  Chairman  of  the  Workers’  Com- 
pensation Board,  are,  from  a physician’s  point  of  view, 
noteworthy,  and,  if  enacted,  will  ease  the  burden  on  a 
physician’s  time  and  office  paper  load.  This  committee 
is  expected  to  finalize  its  recommendations  to  the  Workers’ 
Compensation  Board  Chairman  before  the  end  of  the  year. 
Some  of  the  proposed  changes  can  be  effected  by  the 
Workers’  Compensation  Board  Chairman;  others  will  re- 
quire amendments  to  the  Workers’  Compensation  Law. 

The  other  subcommittee  on  Regionalization  of  Fees  has 
had  several  meetings.  The  director  stressed  that  he  attend 
and  submit  remarks  and  correspondence  as  a Medical 
Society  of  the  State  of  New  York  observer,  rather  than  an 
active  participant,  pending  a definitive  stand  on  this  issue 
that  will  probably  be  arrived  at  in  the  course  of  the  forth- 
coming meeting  of  the  House  of  Delegates.  The  subject 
of  regionalization  of  fees  is  controversial  wit  hin  the  Medical 
Society  of  the  State  of  New  York  membership  body,  and 
possibly  divisive,  and  one  to  be  dealt  with  deliberatively. 
Material  has  been  requested  from  the  Medical  Society  of 
the  State  of  New  York  which  we  are  in  the  process  of  pre- 
paring. 

The  director  has  attended  several  meetings  of  the  Ad- 
visory Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  of  the  Workers’  Compensation  Board.  At  the 
last  meeting,  he  requested  that  the  all-inclusive  aftercare 
period  for  the  treatment  of  fractures  be  shortened,  which 
will  allow  payment  for  replacement  costs  that  are  now 
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covered  by  the  global  tee.  This  was  passed  unanimously 
by  the  committee  and  we  anticipate  approval  by  the 
Workers’  Compensation  Board  Chairman.  W lien  enacted, 
this  would  ameliorate  to  some  degree  an  inequity  home 
primarily  by  orthopedists. 

There  have  been  repeated  requests  for  the  Medical 
Society  of  the  State  of  New  York  to  intervene  to  have  those 
physicians  who  have  resigned  from  participating  in  the 
Workers’  Compensation  Board  program  rejoin.  The  re- 
sponse has  continued  to  he  that  the  Medical  Society  of  the 
State  of  New  York  played  no  part  in  the  resignation  of 
physicians  and,  in  fact,  advised  against  it  hut  that  our  So- 
ciety cannot  force  these  physicians  to  act  in  a manner  which 
they  feel  is  unjustified.  There  are  localities  where  the 
number  of  physicians  resigning,  particularly  in  the  spe- 
cialty of  orthopedics,  has  created  problems  for  Workers’ 
Compensation  Board  patients  to  obtain  medical  care  with 
resulting  unfavorable  publicity  for  the  profession. 

The  division  is  in  the  process  of  submitting  recommen- 
dations for  the  recoding  of  specialists  in  the  Workers’ 
Compensation  program  to  conform  with  the  American 
Board  of  Medical  Specialties. 

Although  the  Workers’  Compensation  Board  Chairman 
has  stated  that  he  contemplates  no  increase  in  fees  pending 
the  outcome  oflhe  regionalization  study  he  has  initiated, 
he  has  agreed  to  consider  our  proposal  that  the  terminology 
be  updated  to  the  Current  Procedural  Terminology — 4th 
edition  provided  it  can  be  demonstrated  that  such  change 
would  not  be  inflationary.  We  are  reasonably  convinced 
that  this  can  be  done  and  we  are  preparing  the  necessary 
data.  It  is  our  intention,  when  the  above  material  is  sub- 
mitted, to  seek  the  Chairman’s  approval  of  changes  in 
relativity  values  to  correct  some  of  the  more  obvious  in- 
equities, particularly  in  payment  for  office  visits  ser- 
vices. 

Disability  Benefits.  This  is  a part  of  the  Workers’ 
Compensation  Law,  and  claim  forms  are  required  to  be 
signed  by  the  Workers’  Compensation  Board  authorized 
physicians.  The  latter  provision  can,  however,  be  waived 
by  the  Workers’  Compensation  Board  Chairman.  Until 
very  recently,  since  disability  benefits  are  payable  only  to 
patients  for  the  period  they  are  unable  to  work  and  entail 
no  payment  to  physicians  who  are  paid  directly  by  the 
patients,  claim  forms  signed  by  any  licensed  physician  have 
been  accepted  without  challenge.  Of  late  an  increasing 
number  of  carriers  have  refused  to  pay  benefits  to  patients 
when  the  doctor  who  signs  the  form  is  not  Workers’  Com- 
pensation Board  authorized.  We  have  taken  exception  to 
this  both  in  the  Advisory  Committee  and  directly  with  the 
Workers'  Compensation  Board  Chairman,  emphasizing 
that  those  being  penalized  are  the  patients  and  whereas  the 
charge  is  made  that  physicians  who  resigned  from  Workers’ 
Compensation  Board  program  participation  denied  pa- 
tients ready  access  to  needed  care,  this  action  by  insurance 
carriers,  sanctioned  by  the  Chairman,  creates  the  very  in- 
accessability  they  complain  of.  We  have  recommended 
to  the  physicians  who  have  brought  this  to  our  attention 
to  have  the  involved  patients  write  to  their  legislative 
representatives  with  copies  to  the  Workers’  Compensation 
Board  Chairman. 

No-Fault  Insurance.  In  anticipation  of  the  Medical 
Society  of  the  State  of  New  York’s  suit  going  to  trial,  ma- 
terial is  being  accumulated  that  should  serve  to  bolster  our 
arguments.  Statistics  concerning  the  practice  of  medicine 
in  New  York  State  have  been  obtained  from  the  American 


Medical  Association  survey  (Profile  of  Medical  Practice) 
for  the  years  1975  and  1976.  We  are  still  awaiting  receipt 
of  the  national  figures  of  this  same  survey.  In  addition  we 
have  obtained  the  result  of  a survey  by  the  National 
Opinion  Research  Council;  comparative  tables  and  anal- 
yses will  be  prepared. 

We  continue  to  receive  many  complaints  from  our 
membership  in  regard  to  the  no-fault  law  strictures.  With 
the  passage  of  time  since  the  enactment  of  the  amendments 
of  December  1,  1977,  the  problems  have  begun  to  increase, 
as  we  had  foreseen. 

Health  Systems  Agency.  The  1 lealt  h Systems  Agency 
Coordinating  Committee  met  only  once  during  the  year. 
The  division  has,  however,  continued  to  seek  and  obtain 
reports  of  what  is  transpiring  in  the  eight  Health  Systems 
Agency  areas.  The  previous  pattern  remains  unchanged, 
with  some  areas  reporting  excellent  rapport  between  the 
physicians  and  their  respective  agency,  and  others  re- 
porting poor  relationships.  The  New  York  City  Health 
Systems  Agency  has  continued  to  be  the  most  disturbing 
in  that  input  from  practicing  physicians  is  minimal. 

Medical  Care  Insurance.  The  committee  met  only 
once  this  year  but  activities  related  to  its  parameters  oc- 
cupy a good  deal  of  the  division’s  time,  involving  the  pro- 
grams of  Medicare,  Medicaid,  and  third  party  payors.  We 
receive  a considerable  number  of  inquiries  or  complaints 
relative  to  these  programs  and  attempt  to  assist  our 
membership  in  resolving  them. 

Interspecialty  Committee.  The  most  pressing  prob- 
lem in  this  area  continues  to  be  that  of  the  request  by  the 
New  York  State  Federation  of  Anesthesiologists  to  have 
the  anesthesiologists  separated  from  any  Medical  Society 
of  the  State  of  New  York  negotiations.  The  great  majority 
of  other  specialties  have  taken  issue  with  the  anesthesiol- 
ogists, stressing  the  importance  of  resolving  interdiscipline 
problems  within  our  own  ranks  so  that  the  profession  as  a 
whole  can  present  a unified  stand. 

Although  other  problems  have  arisen  that  involve  in- 
terrelationships between  specialty  groups,  by  and  large 
these  are  being  satisfactorily  resolved.  Every  effort  is 
made  to  forward  material  to  and  request  recommendations 
from  a particular  specialty  when  problems  arise  that  in- 
volve that  specialty  society.  We  continue  to  be  of  the 
opinion  that  establishing  close  liaison  with  specialty  groups 
and  coordinating  our  activities  is  of  the  greatest  importance 
to  the  future  of  the  practice  of  medicine  in  New  York 
State. 

Ad  Hoc  Committee  on  Cost  Containment.  Although 
considerable  work  has  already  been  performed  within  the 
conte'xt  of  voluntary  effort  projects,  the  need  for  even 
greater  effort  to  attain  visability  and  credability  is  needed 
since  this  subject  is  the  headline  material  of  the  day  in  the 
health  care  field.  Resource  material  has  been  and  is  being 
accumulated  and  disseminated  to  the  members  of  the 
committee. 

PSRO.  Although  only  recently  placed  under  the  aegis 
of  the  Division  of  Medical  Services,  the  act  ivities  pertaining 
thereto  have  been  considerable  because  of  the  negotiations 
between  individual  PSROs  and  the  New  York  State  gov- 
ernmental agencies  to  arrive  at  a Memorandum  of  Un- 
derstanding. With  particular  reference  to  the  latter,  it  is 
our  concern  that  voluntary  actions  by  PSROs  not  negate 
what  was  won  by  the  Medical  Society  of  the  State  of  New 
York  in  the  consent  agreement  terminating  the  Chapter 
76  suit.  The  division  has  been  monitoring  developments 


March  1979/New  York  State  Journal  of  Medicine  519 


and  is  even  now  reviewing  the  final  draft  of  the  Memo- 
randum of  Understanding,  discussing  this  with  the  legal 
firm  which  represented  the  Medical  Society  of  the  State 
of  New  York  in  its  suit. 

Health  Manpower  Committee.  This  committee  has 
just  been  placed  in  the  Division  of  Medical  Services  with 
one  meeting  to  date.  Since  the  matters  it  deals  with  are 
primarily  socioeconomic  in  nature,  the  transfer  was  a log- 
ical one.  It  is  possible  that  future  developments  will 
warrant  that  this  be  merged  into  the  Socioeconomics 
Committee  rather  than  standing  as  a separate  entity. 

GOVERNMENTAL  AFFAIRS 

General  Review.  Since  late  April  this  year,  the  ac- 
complishments of  the  Division  of  Governmental  Affairs 
have  involved  the  supplementation  and  intensification  of 
the  activities  previously  reported  for  this  year.  Although 
the  New  York  State  Legislature  is  still  technically  in  ses- 
sion, in  regard  to  health  proposals,  the  Legislature  has  been 
in  a state  of  indefinite  recess  equivalent  to  adjournment 
since  early  August.  During  the  last  few  months  of  legis- 
lative activity  the  director  and  our  legislative  counsel 
worked  diligently  on  such  vital  issues  as  no-fault  insurance, 
malpractice,  continuing  medical  education,  and  medical 
discipline. 

The  following  are  some  details  concerning  these  ac- 
complishments: 

Board  of  Regents  Hearings  and  Legislative  Con- 
ference. The  division  assisted  in  the  preparation  of  sev- 
eral position  statements  and  letters  which  were  addressed 
to  the  Board  of  Regents  concerning  portions  of  their  Rules 
Defining  Unprofessional  Conduct.  In  July  and  again  in 
September  comprehensive  statements  were  prepared  de- 
tailing the  opposition  of  the  medical  profession  to  provi- 
sions in  the  rules  requiring  physicians  to  deliver  medical 
records  to  their  patients. 

On  September  8th,  the  director  presented  a statement 
on  behalf  of  the  president  of  the  State  Medical  Society  at 
the  Annual  Legislative  Conference  conducted  by  the  Board 
of  Regents  in  Albany. 

State  Legislation  Committee  Meeting  and  Annual 
Conference.  The  division  made  extensive  preparations 
for  both  meetings  throughout  the  summer  months  and  the 
director  and  his  assistant  handled  on-the-scene  details  in 
Syracuse  on  September  20th  and  21st.  Approximately  100 
individuals  participated  in  the  all  day  conference. 
Thirty-five  county  medical  societies,  six  specialty  organi- 
zations and  the  Auxiliary  were  represented. 

Honorable  Tarky  Lombardi,  Jr.,  Chairman,  Senate 
Health  Committee,  and  Honorable  Vincent  F.  Nicolosi, 
Chairman,  Assembly  Insurance  Committee,  spoke  at  the 
conference  and  answered  questions  from  the  audience. 
William  C.  Felch,  M.D.,  Chairman,  AMA  Council  on  Leg- 
islation, was  the  featured  speaker  at  the  afternoon  session 
on  Federal  Legislation. 

Federal  Legislation  Committee  Meeting.  In  re- 
sponse to  a request  from  the  AMA,  the  Position  Statement 
on  National  Health  Insurance  of  the  State  Medical  Society 
and  the  AMA  National  Health  Insurance  proposal  were 
reviewed.  The  division  prepared  the  materials  for  this 
meeting  and  participated  in  the  revision  of  the  position 
statement  and  the  preparation  of  a response  to  the  AMA, 
subject  to  approval  of  the  House  of  Delegates. 

Other  Public  Hearings  and  Meetings.  The  following 
is  a list  of  some  of  the  key  meetings  attended  by  the  director 
since  April  28,  1978: 


June  28,  1978.  Board  of  Directors  Meeting,  New  York 
State  Association  of  the  Professions 

July  26,  1978.  Board  of  Regents  Hearing 

Sept.  8,  1978.  Board  of  Regents,  Annual  Legislative 
Conference 

Sept.  16,  1978.  AMA  Council  on  Legislation,  Boston. 

INSURANCE  AND  MEMBERSHIP  BENEFITS 

General  Insurance.  The  Division  of  Insurance  and 
Membership  Benefits  is  continuing  to  explore  different 
funding  vehicles  as  a pension  program  for  our  physician 
membership.  In  addition,  we  have  been  exploring,  re- 
viewing, and  studying  major  medical  programs,  Medicare 
supplements,  Disability  Benefits  Law  Insurance  and  group 
automobile  and  homeowners  insurance.  However,  the 
underwriting  market  for  casualty  and  liability  insurance 
is  extremely  limited  due  to  the  heavy  losses  being  incurred 
by  the  insurance  carriers. 

We  have  been  informed  by  our  insurance  administrator 
that  the  Bankers  Life  Insurance  Company  of  Iowa,  un- 
derwriters for  our  Group  Life  Insurance  Program  have 
declared  a dividend  of  $124,889.  The  dividend  has  been 
redeposited  to  earn  extra  interest  while  arrangements  are 
made  to  send  each  participating  physician  his  or  her  pro- 
portionate share. 

Membership  Benefits.  The  Division  of  Insurance  and 
Membership  Benefits  is  currently  exploring  such  areas  as 
the  formation  of  a Credit  Union,  discounts  on  quality  hotels 
and  motels  throughout  the  country,  and  miscellaneous 
office  equipment.  All  of  these  programs  will  be  offered  at 
specially  negotiated  prices  to  physician  members. 

COMMUNICATIONS 

Since  May,  this  division  reports  the  success  of  workshops 
for  physicians:  10  “Establishing  Yourself  in  Medical 

Practice”  workshops  for  residents,  4 “Financial  Control” 
workshops,  and  2 “Practice  Management”  workshops. 
This  significant  increase  reflects  the  extant  demand  for 
these  seminars  — impressive  considering  this  program- 
ming is  only  in  its  third  year. 

This  division  has  been  conducting  a board-by-board 
inspection  of  the  Ad  Rem  Bulletin  boards;  it  is  almost 
completed.  Each  hospital  has  been  inspected  to  determine 
if  it  is  up-to-date,  in  good  repair,  and  if  the  pertinent  ad- 
dress plate  is  still  correct.  The  regional  representatives 
report  a remarkably  high  interest  exhibited  in  this  com- 
munication method  in  all  cases.  The  boards  are  all  now 
in  good  repair  and  our  records  are  exceptionally  accu- 
rate. 

In  September,  two  of  the  four  pilot  health  forums  were 
conducted.  One,  in  Gloversville,  tested  the  potential 
success  of  a forum  held  in  a county  where  there  was  not  an 
executive  secretary  — hence  little  assistance  from  the 
county  medical  society.  It  was  moderately  successful  with 
an  attendance  of  80  persons.  The  second  pilot  conducted 
in  Hornell  tested  the  potential  for  such  health  forums  in 
a county  medical  society  with  a part-time  executive  sec- 
retary. It  was  far  more  successful  than  the  pilot  in  Glo- 
versville. The  Hornell  High  School  auditorium  was  totally 
filled  with  an  audience  of  over  200  people. 

In  both  instances  the  county  medical  societies  were  en- 
thusiastic about  the  seminars.  They  received  good  pub- 
licity in  the  local  press  and  found  the  new  close  association 
with  the  local  newspapers  encouraging. 

These  two  pilots  proved  that: 
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1.  Without  an  executive  secretary,  we  cannot  rely 
upon  the  county  medical  society  to  conduct  its  own 
health  forum.  If  they  are  to  he  successful  the 
planning  and  execution  must  fall  upon  the  regional 
representatives. 

2.  Where  there  is  even  a part-time  executive  secretary, 
the  chance  of  success  is  greater. 

3.  It  is  absolutely  required  that  there  he  enthusiastic 
support  from  the  local  newspapers. 

Two  additional  pilots  will  he  conducted.  One  is  in  a 
county  medical  society  with  a full-time  executive  secretary 
and  the  other  in  a metropolitan  New  York  City  county. 

COM PUTEK  SYSTEMS  AND  SERVICES 

The  computer  activities  progressed  very  rapidly  during 
the  summer  months.  Although  the  normal  daily  pro- 
cessing slowed  somewhat,  the  average  daily  production 
time  exceeded  14  hours  of  computer  operation  per  day. 
This  increase  was  largely  due  to  the  influx  in  directory  data 
and  continuing  medical  education  data. 

The  Computer  Department  is  now  slightly  behind  in  the 
label  processing  commitments.  This  is  caused  by  an 
enormous  increase  (35-40  requests  per  week)  in  the  re- 
quests from  county  medical  societies  and  institutions  for 
mailing  labels.  Most  of  the  requests  are  for  the  promotion 
of  continuing  medical  education  courses. 

As  of  this  time  the  directory  publication  is  underway, 
with  all  computer  typesetting  tapes  being  sent  to  Donnelly. 
The  physicians  of  this  State  have  not  responded  to  the 
directory  questionnaire  in  a timely  fashion. 

The  continuing  medical  education  data  is  being  updated 
with  all  data  received  being  placed  on  the  computer  system 
by  October  30,  1978. 

As  the  annual  meeting  of  the  House  of  Delegates  ap- 
proaches. it  may  be  beneficial  to  review  the  status  of  data 
processing  at  the  Medical  Society. 

When  it  was  decided  that  the  Medical  Society  of  the 
State  of  New  York  would  embark  on  our  own  data  pro- 
cessing system,  the  first  accomplishment  necessary  was  to 
organize  and  accurately  report  the  individual  physician 
status  in  reference  to  the  malpractice  assessment  pay- 
ments. The  second  undertaking  was  to  develop  a system 
for  the  maintenance  of  our  membership  files.  The  third 
was  to  develop  a membership  billing  system  that  would 
allow  Medical  Society  of  the  State  of  New  York  billing, 
American  Medical  Association  billing,  and  individualize 
each  of  the  county  medical  societies'  billings.  The  fourth 
undertaking  was  to  develop  an  accurate  dues  paid  reporting 
system  to  coincide  with  the  membership  billing  system. 

All  of  these  projects  were  developed  and  implemented 
between  November  1975  and  March  1976.  In  addition  to 
the  development  of  these  systems,  it  was  also  necessary  to 
train  and  educate  the  staff  in  the  use  of  these  new  systems 
and,  of  course,  the  actual  running  of  the  computer  at  a 
service  bureau.  During  this  time,  we  were  able  to  eliminate 
one  (1)  person  from  the  membership/directory  staff. 

It  must  be  noted  that  the  initial  thrust  of  the  Member- 
ship Department  was  to  totally  correct  the  AMA  computer 
files  and  bring  them  up  to  date.  This  undertaking  con- 
sisted of  entering  approximately  6,000  changes  to  the 
master  file  which  was  accomplished  by  the  Membership 
Department. 

Since  the  initiation  of  MSSNY  controlled  data  pro- 
cessing, a steady  record  of  progress  has  been  maintained. 
Not  only  has  the  progress  been  in  the  area  of  computer 
systems  development  but  also  in  the  development  and 


education  of  the  personnel  controlling  the  data  and  ana- 
lyzing the  reports.  In  a short  two  and  one-half  years  the 
Computer  Department  has  developed  computer  applica- 
tions as  follows:  Membership  tile  maintenance  which  is 
“on-line”;  medical  directory  tile  maintenance  which  is 
“on-line”;  membership  dues  billing  systems;  membership 
and  directory  "on-line”  maintenance;  audit  trail  reporting; 
dues  payment  reporting  to  MSSNY,  CMS,  and  AMA;  dues 
payment  financial  audit  and  control  programs;  CMK 
maintenance  systems  which  are  “on-line”;  CMK  institu- 
tional and  individual  credit  reporting;  Political  Action 
collection,  reporting  and  audit  systems;  new  membership 
status  and  control  systems;  county  medical  society  re- 
porting and  associated  services;  mailing  labels  for  county 
medical  societies,  CMK,  PSRO,  USA,  and  others;  computer 
time  accounting  systems  and  reporting;  miscellaneous 
statistical  reporting;  MSSNY  annual  convention  display 
systems;  and  directory  print  format  for  computer  type- 
setting. 

In  this  same  two  and  one-half  year  period  great  effort  has 
been  made  in  staff  education  whereby  the  personnel  depth 
of  knowledge  is  at  a level  where  no  one  individual  has  total 
control  of  the  computer  systems  knowledge.  These  efforts 
in  staff  training  are;  Bringing  a beginner  programmer 
from  the  status  of  secretary  to  the  point  where  this  indi- 
vidual can  oversee  the  total  data  processing  operation, 
develop  systems,  modify  programs,  and  write  new  pro- 
grams with  a high  degree  of  technical  expertise;  training 
a computer  operator  who  started  with  no  experience  or 
knowledge  of  the  field  of  data  processing  to  the  point  where 
this  staff  member  can  very  adequately  operate  the  com- 
puter system  with  a minimum  of  supervision  or  interven- 
tion; instruction  of  four  (4)  staff  members  in  the  use  of  the 
3741  key  diskette  input  device  to  where  the  competence  of 
these  individuals  will  allow  them  to  undertake  both  key 
input  and  key  verification  of  critical  data;  training  of  eight 
(8)  MSSNY  staff  members  in  the  use  of  cathode  ray  tubes 
for  the  purpose  of  file  maintenance  and  file  inquiry;  and 
education  of  three  (3)  of  the  aforementioned  eight  (8)  staff 
members  has  gone  beyond  the  expertise  of  “on-line”  data 
entry  to  the  area  of  total  knowledge,  control,  and  coordi- 
nation of  master  data  files. 

Respectfully  submitted. 

Henry  I.  Fineberg,  M I). 

Executive  Vice-President 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  reports  were  presented  by  Patricia  G. 
Squillace,  M.D.,  Chairman 

KXKCUTIVE  VICE-PRESIDENT  (ANNUAL  RE- 
PORT). The  report  of  the  Executive  Vice-President 
touches  many  subjects  — the  present  drive  tagainst|  the 
medical  profession  by  governmental  agencies,  the  rising 
tide  of  criticism  by  press  and  public,  and  the  need  for 
physicians  to  stand  together  in  all  policies,  preferably  as 
part  of  the  federation. 

The  Executive  Vice-President  presented  us  with  a new 
Staff  Table  of  Organization. 

He  reports  very  thoroughly  on  all  of  the  divisions  of  the 
Society. 
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EXECUTIVE  VICE-PRESIDENT  (SUPPLEMEN- 
TARY REPORT).  Dr.  Fineberg  reports  on  the  work  ac- 
complishments of  our  State  Society  in  reference  to  the  rules 
of  the  New  York  State  Board  of  Regents,  which  state  that 
failure  to  make  copies  of  all  reports  available  to  a patient 
would  be  considered  unprofessional  conduct  even  though 
the  view  of  the  Federal  and  New  York  State  courts  is  that 
patient  records  are  the  property  of  the  physician. 

He  also  reported  that  the  general  counsel  has  notified 
the  management  of  the  Americana  Hotel  that  we  were 
exercising  our  option  to  terminate  our  contract  with  them, 
subsequent  to  the  1979  Annual  Meeting. 

Your  reference  committee  wishes  to  thank  the  Executive 
Vice-President  for  his  continued  dedication  to  the  affairs 
of  the  Medical  Society  of  the  State  of  New  York. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Executive  Vice  President 
be  filed. 

. . . The  annual  and  supplementary  reports  of  the 

Executive  Vice-President  were  FILED . . . 


NEW  YORK  DELEGATION  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 
( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

INTERIM  MEETING 
CHICAGO,  ILLINOIS 
DECEMBER  4 TO  7,  1977 

At  the  Interim  Meeting,  Chicago,  Illinois,  December  4 
to  7,  1977,  the  New  York  Delegation  included  the  fol- 
lowing: 

Delegates:  Edgar  P.  Berry,  John  H.  Carter,  George  L. 
Collins,  Jr.,  Paul  M.  DeLuca,  G.  Rehmi  Denton,  Richard 

D.  Eberle,  Ralph  S.  Emerson,  Henry  I.  Fineberg,  John  A. 
Finkbeiner,  Carl  Goldmark,  Jr.,  George  Himler,  Bernard 
J.  Pisani,  Ralph  M.  Schwartz,  Charles  D.  Sherman,  Jr., 
George  T.  C.  Way. 

Alternate  Delegates:  John  L.  Clowe,  Leonard  L.  Hei- 
moff,  Joseph  J.  Kaufman. 

Section  Delegates:  George  F.  Crikelair,  Ray  A.  Elliott, 
Jr.,  Russel  H.  Patterson,  Jr.,  Julius  E.  Stolfi. 

Also:  James  M.  Blake  and  Gerald  D.  Dorman. 

County  Executives:  Coleman  M.  C.  Fineberg,  Ronald 
J.  Krizinofski,  Norman  D.  Steingraber,  Richard  F.  Tree- 
case,  and  Vincent  R.  Zingaro. 

Staff:  Guy  D.  Beaumont,  Marion  Lee,  John  Mucci. 

The  Delegation  held  business  meetings  on  Friday  af- 
ternoon, December  2,  and  on  Saturday,  December  3,  as  well 
as  breakfast  meetings,  Sunday  through  Wednesday.  At 
these  meetings,  reports  and  resolutions  coming  before  the 
House  were  considered,  and  observers  assigned  to  reference 
committees  made  recommendations  concerning  matters 
to  be  considered  at  each  reference  committee. 

At  the  business  meeting  on  Saturday  morning,  Dr. 
Emerson  resigned  as  chairman  of  the  New  York  Delega- 
tion, after  thanking  the  Delegation  for  its  cooperation.  Dr. 
Collins  was  nominated,  and  was  unanimously  elected  as 
chairman. 


It  was  the  general  feeling  that  the  New  York  Delegation 
had  been  well  prepared  and  presented  a united  front  on  the 
issues  voted  upon  in  the  House  of  Delegates. 

Reference  Committee  Assignments.  Members  of  the 
New  York  Delegation  serving  on  reference  committees 
were: 

Constitution  and  Bylaws George  Himler 

A.  (Insurance  and  Medical  Service)  

Russel  H.  Patterson,  Jr. 

F.  (Board  of  Trustees)  

Carl  Goldmark,  Jr.,  Chairman 

Observers  at  reference  committees  designated  by  the 
chairman  of  the  Delegation  were: 

Constitution  and  Bylaws  Dr.  Berry 

A.  (Insurance  and  Medical  Services) 

Drs.  DeLuca  and  Denton 

B.  (Legislation)  . . .Drs.  Eberle,  Carter,  and  Schwartz 

C.  (Medical  Education) 

Drs.  Kaufman,  Pisani,  Sherman,  and  Stolfi 

D.  (Hospitals  and  Medical  Facilities)  

Drs.  Finkbeiner  and  Way 

E.  (Scientific-Public  Health)  

Drs.  Crikelair,  Elliott,  and  Heimoff 

F.  (Board  of  Trustees)  Drs.  Blake  and  Collins 

G.  (Miscellaneous) Drs.  Emerson  and  Fineberg 

H.  (Miscellaneous)  Dr.  Clowe 

Hospitality.  The  Hospitality  Suite  was  open  for  lun- 
cheon on  Monday  and  Tuesday,  and  delegates  from  other 
states  were  invited  to  join  the  New  York  Delegation. 

The  Hospitality  Suite  was  also  open  on  Saturday,  Sun- 
day, Monday,  and  Tuesday  evenings,  and  was  well  at- 
tended by  members  of  delegations  from  other  states. 

Resolutions:  The  following  resolutions  were  intro- 
duced by  the  New  York  Delegation  and  were  acted  upon 
as  indicated: 

Resolution:  46(1-77),  The  Professional  Ethics  and  the 
Legality  of  Certain  Special  Arrangements  for  Teaching 
of  House  Staffs 

Whereas,  in  certain  “teaching  hospitals,”  the  primary 
responsibility  for  the  diagnosis  and  treatment  of  private 
patients  has  been  taken  away  from  the  private  attending 
physician  and,  by  administrative  decree,  has  been  placed 
in  the  hands  of  phvsicians-in-training  on  the  house  staff; 
and 

Whereas,  This  “teaching  arrangement”  has  generally 
been  carried  out  without  the  informed  consent  of  the 
pat  ient  and  without  the  approval  of  the  attending  phy- 
sician involved;  and 

Whereas,  The  private  attending  physician  could  he 
held  professionally  liable  for  negligent  incidents  because 
of  his  knowledge  of  this  administrative  restraint  without 
informing  the  patient;  and 

Whereas,  The  private  attending  physician  has  a firm 
contract  to  attend  and  treat  his  patient  and  by  impli- 
cation he  will  be  directly  responsible  to  the  patient  and 
was  selected  because  of  the  patient’s  confidence  in  his 
particular  skills  and  integrity;  and 

Whereas,  The  welfare  and  best  interest  of  the  patient 
must  always  take  precedence  over  any  other  consider- 
ation in  the  hospital  setting;  and 

Whereas,  The  American  Medical  Association  shares 
the  deep  concern  of  its  members  who  are  physicians  on 
the  attending  staffs  of  these  hospitals  about  the  ethical 
and  legal  aspects  of  such  arrangements;  therefore  be  it 
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Resolved,  That  the  American  Medical  Association 
oppose  the  mandatory  delegation  for  the  diagnosis  and 
treatment  of  the  private  patient  primarily  to  the  house 
staff  physicians  in  the  teaching  hospital,  or  any  other 
hospital  setting;  and  be  it  further 

Resolved,  That  the  private  physician  may  for  the 
purpose  of  intern  and  resident  medical  training  allow  the 
hospital  staff  to  write  orders  on  his  private  patient, 
subject  to  his  consent,  provided  that  the  patient  is  fully 
informed  and  grants  consent;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
reaffirm  that  there  shall  be  one  physician  responsible  for 
the  care  of  the  patient  in  the  hospital,  that  this  be  the 
patient's  own  private  physician,  and  that  this  role  be 
carried  out  by  all  hospitals;  and  be  it  further 

Resolved,  That  the  members  of  the  Joint  Commission 
on  Accreditation  of  Hospitals  be  informed  of  this  reso- 
lution. 

ACTION:  The  following  amended  substitute  resolution 
was  adopted  as  amended: 

Resolved,  That  the  American  Medical  Association 
oppose  the  mandatory  delegation  for  the  diagnosis  and 
treatment  of  the  private  patient  primarily  to  the  house 
staff  physicians  in  the  teaching  hospital,  or  any  other 
hospital  setting;  and  be  it  further 

Resolved,  That  the  private  physician  should,  for  the 
purpose  of  intern  and  resident  training  allow  the  house 
staff  to  participate  in  the  care  of  his  private  patients 
subject  to  his  consent;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
reaffirm  that  there  shall  be  one  physician  responsible  for 
the  overall  care  of  the  patient  in  the  hospital;  and  be  it 
further 

Resolved,  That  the  Joint  Commission  on  Accredi- 
tation of  Hospitals,  the  Council  on  Medical  Education, 
and  the  American  Hospital  Association  be  informed  of 
this  resolution. 

Resolution:  47(1-77 ),  Education  Concerning  the  Eco- 
nomics of  Health  Care 

Whereas,  The  cost  of  health  care  has  become  a major 
concern  of  everyone,  and  particularly  of  government; 
and 

Whereas,  Many  suggestions  for  regulations  of  the 
purveyors  of  health  care  are  being  proposed  by  govern- 
ment and  regulatory  bodies;  and 

Whereas,  Regulations  are  being  proposed  that  would 
control  the  types  of  equipment  that  hospitals  or  private 
physicians  may  purchase  for  improving  health  care  of 
their  patients;  and 

Whereas,  A ceiling  is  being  proposed  for  increased 
hospital  costs  regardless  of  the  benefits  from  such  ex- 
penditures; and 

Whereas,  We  are  fully  aware  of  the  increasing  costs 
of  health  care  and  desire  to  see  such  costs  kept  low, 
provided  they  do  not  reduce  the  quality  of  care;  and 
Whereas,  We  believe  that  some  of  the  regulations  will 
not  reduce  health  care  costs,  but  will  reduce  the  quality 
of  same;  and 

Whereas,  We  believe  that  only  those  engaged  in  ren- 
dering health  care  have  the  knowledge  and  expertise  for 
controlling  health  care  costs  and  at  the  same  time 
maintain  the  quality  of  health  care;  and 

Whereas,  We  believe  that  this  cannot  be  accomplished 
by  government  regulations  or  edicts  from  regulatory 
bodies,  but  only  by  educating  those  who  render  health 
care;  therefore  be  it 


Resolved,  That  the  AMA  Council  on  Medical  Edu- 
cation make  the  teaching  of  the  economics  of  health  care 
part  of  the  training  of  medical  students,  interns  and 
residents  in  all  their  approved  training  programs;  and 
be  it  further 

Resolved,  That  all  programmers  for  continuing 
medical  education  consider  programs  in  the  economics 
of  health  care  when  planning  their  continuing  medical 
education  activities,  that  credit  be  given  for  these 
courses,  and  that  the  Joint  Commission  on  Accreditation 
of  Hospitals  suggest  that  hospital  bylaws  provide  for 
programs  on  the  economics  of  health  care;  and  be  it 
further 

Resolved,  That  the  American  Medical  Association 
establish  guidelines  for  the  material  to  be  included  in 
programs  on  the  economics  of  health  care  and  methods 
for  their  implementation. 

ACTION:  The  following  substitute  resolution  was 

adopted  in  lieu  of  resolution  47(1-77): 

Resolved,  That  the  American  Medical  Association, 
through  its  representatives  on  the  Liaison  Committee 
on  Medical  Education,  encourage  all  medical  schools  to 
institute  or  augment  educational  programs  designed  to 
increase  the  understanding  and  awareness  of  medical 
students,  housestaff,  and  faculty  of  the  cost  of  health  and 
medical  care;  and  be  it  further 

Resolved,  That  AMA  representatives  on  the  Liaison 
Committee  on  Graduate  Medical  Education  and  the 
Liaison  Committee  on  Continuing  Medical  Education 
encourage  all  programs  of  graduate  and  continuing 
medical  education  to  increase  the  awareness  and  un- 
derstanding of  all  physicians  of  the  cost  of  health  and 
medical  care. 

Resolution  48(1-77),  Continued  Funding  of  the  New 
York  State  Statewide  PSRO  Support  Center 

Whereas,  The  New  York  State  Statewide  Support 
Center  has  been  in  operation  for  the  past  three  and  a half 
years;  and 

Whereas,  The  Department  of  Health,  Education,  and 
Welfare,  Health  Care  Financing  Administration,  has 
indicated  that  funding  beyond  April  1,  1978,  is  not  likely; 
and 

Whereas,  The  physician  members  of  the  Medical 
Society  of  the  State  of  New  York  PSRO  Committee  feel 
that  the  Statewide  Support  Center  has  more  than  ade- 
quately served  the  purpose  for  which  it  was  organized; 
to  wit,  to  coordinate  the  development  and  continuing 
functioning  of  the  New  York  State  PSROs;  and 

Whereas,  The  Board  of  Trustees  of  the  American 
Medical  Association  gave  full  support  to  the  New  York 
State  Statewide  Support  Center  for  the  1976  and  1977 
fiscal  years;  therefore  be  it 

Resolved,  That  the  New  York  Statewide  PSRO 
Support  Center  be  continued  for  the  purpose  of  coor- 
dinating the  development  and  continuing  functioning 
of  the  New  York  State  PSROs;  and  be  it  further 
Resolved,  That  the  American  Medical  Association 
forcefully  urge  the  Department  of  Health,  Education, 
and  Welfare  to  continue  to  financially  support  the  New 
York  State  Statewide  PSRO  Support  Center  directly; 
and  be  it  further 

Resolved,  That  the  American  Medical  Association 
Board  of  Trustees  continue  its  full  support  of  funding 
for  the  New  York  State  Statewide  PSRO  Support  Cen- 
ter, as  it  has  done  during  the  1976  and  1977  fiscal 
years. 
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AC  I ION:  Resolution:  28(A-77)  was  Reaffirmed 
Resolved,  That  the  American  Medical  Association 
continue  to  encourage  the  Department  of  Health,  Edu 
cation,  and  Welfare  to  provide  for  funding  of  statewide 
PSRO  support  centers  in  all  states  which  request  it. 

Resolution  79(7-77),  Liability  of  the  Hospital  Medical 
Staff  Physician  for  Obligatory  Services  Rendered  as  the 
Agent  of  a Hospital  Corporation 

Whereas,  A hospital  medical  staff  physician  is  re- 
quired to  sign  hospital  chart  records  to  certify  an  “ex 
post  facto”  review  by  the  physician  of  the  quality  of 
records  as  a requirement  for  hospital  accreditation; 
and 

Whereas,  This  medical  administrative  service  is  un 
dertaken  in  the  interest  of  the  hospital  corporation  and 
may  place  the  physician  in  jeopardy  of  personal  liability; 
and 

Whereas,  This  is  an  obligatory  service  undertaken  at 
the  direction  of  the  hospital’s  Board  of  Directors  as  an 
agent  of  the  hospital  corporation,  and  as  a condition  of 
continued  medical  staff  appointment;  and 

Whereas,  A physician  should  not  sign  the  hospital 
chart  of  any  patient  unless  personally  involved  in  the 
diagnosis  and  treatment  of  the  patient  during  the  hos- 
pital stay;  therefore  be  it 

Resolved,  That  a hospital  medical  staff  physician, 
whether  salaried  or  unsalaried,  should  not  perform  ser- 
vices as  the  agent  of  a hospital  corporation  that  are  not 
fully  covered  by  the  liability  insurance  of  the  hospital; 
and  be  it  further 

Resolved,  That  the  American  Medical  Association 
take  immediate  action  necessary  to  seek  modification 
of  present  requirements  for  hospital  accreditation  as  well 
as  other  medical -administrative  physicians’  services  that 
unnecessarily  expose  the  hospital  medical  staff  physician 
to  personal  medical  liability  as  a consequence. 

ACTION:  Adopted 

The  following  Memorial  Resolution  was  adopted  una- 
nimously: 

Albert  II.  Douglas,  M.D. 

Introduced  by  New  York  Delegation 

Whereas,  Albert  H.  Douglas,  M.D.,  has  departed  from 
our  midst  at  the  age  of  seventy-two;  and 

Whereas,  He  has  been  a member  of  the  Medical  So- 
ciety of  the  County  of  Queens  and  the  Medical  Society 
of  the  State  of  New  York  since  November  24,  1931,  later 
becoming  a strong,  loyal  member  of  the  American 
Medical  Association;  and 

Whereas,  During  the  war  years,  he  served  his  country 
in  the  Navy  as  a Commander  for  three  years,  returning 
to  civilian  life  in  1946;  and 

Whereas,  He  gave  the  County  and  State  Societies  of 
his  time  and  advice  unstintingly,  as  a County  officer  and 
committeeman,  State  Councilor,  and  Delegate  to  the 
American  Medical  Association — even  after  his  primary 
illness  when  he  continued  to  attend  meetings;  and 
Whereas,  Medicine  and  the  medical  societies  were 
part  of  his  blood;  he  worked  to  the  end;  therefore  be  it 
Resolved,  That  this  House  of  Delegates  of  the 
American  Medical  Association  express  its  sorrow  at  the 
passing  of  this  distinguished  physician,  Albert  H. 
Douglas,  M.D.;  and  be  it  further 

Resolved,  That  this  resolution  be  spread  upon  the 
minutes  of  this  meeting  of  the  House  of  Delegates  and 
that  a copy  be  sent  to  his  family. 


The  following  is  a report  of  the  meeting  of  the  New  York 
Delegation,  held  on  April  26,  1978,  at  the  headquarters  of 
the  Society,  420  Lakeville  Road,  Lake  Success,  New 
York. 

AMA  Regional  Meeting — Area  VI.,  Dr.  Fineberg 
reported  that  the  American  Medical  Association  Area 
Meeting-  Region  VI  for  New  York,  Maine,  Massachusetts, 
New  Hampshire,  Rhode  Island,  and  Vermont  would  be  held 
on  May  3,  1978,  in  New  York  City. 

Topics  of  discussion  on  the  agenda  are: 

Membership 

Legislative  Developments 

Joint  Commission  on  the  Accreditation  of  Hospitals 
Cost  Containment  (Report  on  the  National  Commission 
on  the  Cost  of  Medical  Care) 

It  was  decided  that  an  Ad  Hoc  Committee  of  the  New 
York  Delegation  to  the  American  Medical  Association  be 
formed  to  review  the  summary  report  of  the  National 
Commission  on  the  Cost  of  Medical  Care,  be  prepared  to 
ask  pertinent  questions  at  the  Regional  Meeting,  submit 
a summary  report  of  their  recommendations  to  the  Council 
at  its  meeting  on  June  8,  1978,  and  subsequently  present 
a concensus  report  at  the  Annual  Meeting  of  the  American 
Medical  Association,  June  17  -22,  1978. 

The  following  were  appointed  to  the  Ad  Hoc  Commit- 
tee: 

Ralph  S.  Emerson,  M.D.,  Chairman 
George  T.  C.  Way,  M.D. 

John  A.  Finkbeiner,  M.D. 

Leonard  S.  Weiss,  M.D.,  Advisor 

The  question  arose  as  to  how  the  American  Medical 
Association  determines  regional  groupings  and  why  New 
York  has  been  assigned  to  Area  VI  with  the  New  England 
States  The  Delegation  stated  a preference  to  be  in  Area 
V the  Mid  Atlantic  States,  which  include  Connecticut, 
Delaware,  Maryland,  New  Jersey,  Pennsylvania,  Virginia, 
and  Washington,  D.C. 

Election  of  American  Medical  Association  Officers, 
Hoard  of  Trustees  and  Members  on  Councils 

1.  Dr.  Collins  announced  that  he  had  been  approached 
by  the  delegations  from  the  New  England  States, 
Pennsylvania,  and  New  Jersey  to  hold  joint  meetings  to 
discuss  regional  issues,  and  to  select  and  interview  can- 
didates. 

The  advantages  and  disadvantages  of  joining  with 
other  delegations  to  form  a political  block  were  discussed 
and  it  was  felt  that  the  New  York  Delgation  to  the 
American  Medical  Association  should  not  commit  itself 
at  the  present  time  to  formal  caucuses  in  area  groupings, 
thereby  leaving  its  options  open  to  interview  candidates 
individually  and  be  independent  to  cooperate  on  regional 
issues  with  other  delegations. 

2.  It  was  pointed  out  that  New  York  should  increase 
its  influence  at  the  American  Medical  Association  level 
by  increasing  its  representation  on  American  Medical 
Association  Commissions,  Committees  and  Councils. 
The  need  to  groom  and  sponsor  younger  candidates  for 
these  positions,  who  would,  after  exposure,  have  an  op- 
portunity to  move  up  to  higher  positions,  is  evident. 
New  York  should  also  become  aware  of  expirations  of 
terms  of  office  and  vacancies  opening  up  in  the  American 
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Medical  Association  organization  and  proceed  to  sponsor 
and  support  candidates  for  these  positions,  campaigning 
vigorously  for  their  election. 

Annual  Mooting  of  tho  American  Medical  Associa- 
tion— St.  I.ouis,  Missouri  — dune  17-22,  I97H 

1.  It  was  announced  that  the  Annual  Meeting  of  the 
American  Medical  Asociation  House  of  Delegates  will 
convene  at  2:(X)  p m on  Sunday,  June  18th,  in  the  Grand 
Ballroom  of  the  Chase  Bark  Plaza  Hotel,  St.  Louis, 
Missouri. 

Dr.  Collins,  chairman,  called  a business  meeting  of  the 
Delegation  for  Friday,  June  16,  1978  at  8:00  p.m.  Del- 
egates should  schedule  their  transportation  accordingly 
and  send  their  reservations  in  by  May  17,  1978.  The 
delegation  will  hold  breakfast  meetings  from  Monday, 
June  19  through  Thursday,  June  22,  1978,  at  7:00  a m. 
to  review  and  discuss  reports  and  resolutions  coming 
before  the  House.  As  further  information  becomes 
available,  the  Delegation  will  be  informed. 

2.  Resolutions  for  Submission  to  the  American  Med 
ical  Association  House  of  Delegates 

Dr.  Collins  reported  that  the  deadline  for  submission 
of  resolutions  to  the  American  Medical  Association  is 
May  19,  1978,  and  stated  that  in  addition  to  the  memo- 
rial resolutions  for  Dr  Azzari  and  Dr.  Guthrie  only  one 
resolution  had  been  referred  by  the  Council  to  the  Del 
egation  — “Mandatory  Participation  by  Governmental 
Employees  and  Government  as  an  Employer  in  the  So- 
cial Security  Administration  System.”  After  reading 
the  resolution,  it  was  felt  that  the  resolution  should  be 
revised  to  include  information  re  obligatory  participation 
by  physicians  in  the  Social  Security  System,  and  a more 
detailed  listing  of  exemptions  of  most  employees  of 
Federal  and  state  governments  and  political  subdivisions 
thereof. 

Discussion  centered  on  the  fact  that  only  one  resolu- 
tion was  to  be  referred  to  the  American  Medical  Asso- 
ciation at  this  meeting,  and  it  was  recommended  that  in 
the  future  the  chairman  should  appoint  a task  force  of 
members  of  the  Delegation  to  develop  resolutions  re- 
flecting regional  and  national  interests. 

Several  suggestions,  reflecting  current  interest  in  . 
issues,  were  offered  for  consideration: 

a.  Patient  Safety  Program  in  Hospitals. 

b.  Cost  Control  of  Continuing  Medical  Education. 

3.  Assignments  to  reference  committees. 

D.  (Hospitals  and  Medical  Facilities)  

George  T.  C.  Way,  Chairman 

F.  (Board  of  Trustees)  

Carl  Goldmark,  Jr.,  Chairman 

C>.  (Miscellaneous)  Joseph  J.  Kaufman 

Delegates  and  alternate  delegates  not  assigned  to 
reference  committees  by  the  AMA  were  designated  to 
be  observers  at  specific  reference  committees. 

Respectfully  submitted, 

George  Collins,  Jr.,  M.p.,  Chairman 

NEW  YORK  DELEGATION  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 
( SUPPLEMENTARY ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
126TH  ANNUAL  CONVENTION.  ST.  LOUIS 
JUNE  18  TO  22,  1978 


At  the  126th  Annual  Convention,  St.  Louis,  June  18  to 
June  22,  1978,  the  New  York  Delegation  included  the  fol- 
lowing: 

Delegates  Edgar  P Berry,  John  H.  Carter,  George  L. 
Collins,  Jr  . Paul  M DeLuca,  Ri<  hard  D Bberle,  Ralph  S. 
Emerson,  Henry  1.  Fineberg,  John  A.  Finkbeiner,  Joseph 
R.  Fontanetta,  Carl  Goldmark,  Jr.,  Joseph  J.  Kaufman, 
Bernard  J.  Pisani,  Ralph  M.  Schwartz,  Charles  I).  Sher- 
man, and  George  T.  C.  Way. 

Alternate  Delegates  Thomas  S.  Bumbalo,  John  L. 
Clowe,  Leonard  L.  Heimoff,  Morton  Kurtz,  and  Allison  B. 
Landolt. 

Section  Delegates  Ray  A.  Elliott,  Jr.,  Alan  A.  McLean, 
and  Russel  Patterson. 

Also:  James  M.  Blake,  Gerald  D.  Dorman,  Dattatraya 
Lanjewar,  and  Julius  Stolfi. 

County  Executives  Thomas  E.  Cardillo,  Coleman  M. 
C.  Fineberg,  Norman  Steingraber,  Richard  F.  Treccase, 
and  Vincent  Zingaro. 

Staff  Guy  D.  Beaumont  and  Harry  Dexter. 

The  Delegation  held  business  meetings  on  Friday,  June 
16,  1978,  at  1:30  p.m.,  and  Saturday,  June  17. 1978  at  9 a.m. 
Breakfast  meetings  were  held  at  9 a.m.  on  Sunday,  June 
18,  1978,  at  7 a.m.  on  Monday,  June  19,  1978,  Tuesday, 
June  20.  1978,  Wednesday,  June  21.  1978,  and  Thursday, 
June  22,  1978,  to  review  and  discuss  reports  and  resolutions 
coming  before  the  House.  On  Saturday,  June  17,  1978,  at 
1 p.m.  the  Delegation  met  with  the  New1  England  Delega- 
tion. Candidates  for  various  positions  in  the  American 
Medical  Association  were  interviewed  by  the  Delegation 
from  2-5:30  p.m.  on  Saturday,  June  17,  1978.  The 
Hospitality  Suite  was  open  on  Friday,  Saturday,  Sunday, 
Monday,  and  Tuesday  evenings,  as  well  as  on  Monday, 
Tuesday,  and  Wednesday  at  noon. 

Reference  Committee  Assignments.  Members  of  the 
New'  York  Delegation  serving  on  reference  committees 
were: 

D.  (Hospital  and  Medical  Facilities) 

George  T.  C.  Way,  Chairman 

F.  (Board  of  Trustees)  

Carl  Goldmark,  Jr.,  Chairman 

G.  (Miscellaneous)  Joseph  J.  Kaufman 

Resolutions.  The  following  resolutions  were  intro- 
duced by  the  New  York  Delegation  and  were  acted  upon 
as  indicated: 

Resolution:  521A-78),  Mandatory  Participation  by 
Governmental  Employees  and  Government  as  an  Em- 
ployer in  the  Social  Security  Administration  System 
Whereas,  Under  the  Social  Security  amendments  — 
Section  311(b)  as  of  December  21,  1965,  it  is  compulso- 
ry for  doctors  of  medicine  to  participate  in  the  Social 
Security  system;  and 

Whereas,  The  Social  Security  law  imposes  a manda- 
tory tax  on  the  general  population  and  employers  in 
these  United  States;  and 

Whereas,  Cross  discrimination  exists  in  this  taxa- 
tion system  caused  by  the  exemption  of  most  employ- 
ees of  Federal  and  state  governments,  and  political 
subdivisions  and  instrumentalities  thereof,  resulting 
in  the  inequitable  payment  by  the  general  populace 
not  exempt  from  participation;  and 

Whereas,  This  inequity  can  only  be  eliminated  by 
the  removal  of  these  exemptions  so  as  to  broaden  the 
base  on  which  Social  Security  taxes  are  based;  there- 
fore be  it 
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Resolved,  That  the  American  Medical  Association 
vigorously  promote  and  support  legislative  action 
which  would  remove  the  present  exemptions  under  So- 
cial Security  of  most  employees  of  Federal  and  state 
governments,  and  political  subdivisions  and  in- 
strumentalities thereof;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
encourage  governmental  agencies  involved  to  modify 
current  government  pension  programs  to  make  these 
programs  supplemental  rather  than  all  inclusive;  and 
be  it  further 

Resolved,  That  the  American  Medical  Association 
encourage  other  employers  and  employee  organiza- 
tions to  support  this  position. 

ACTION:  The  following  substitute  resolution  was 
adopted: 

Resolved,  That  the  American  Medical  Associa- 
tion should  support  changes  to  the  Old  Age  Survivors 
Disability  Insurance  Program  (OASDI)  of  the  Social 
Security  Act  which  would  extend  participation  in  the 
program  to  include  exempted  individuals,  including 
governmental  officials  and  employees. 

Resolution:  53(A-78),  Cost  Control  within  Continu- 
ing Medical  Education 

Whereas,  Many  states  are  requiring  continuing 
medical  education  (CME)  for  relicensure  or  for  re-reg- 
istration of  medical  license;  and 

Whereas,  Similarly  some  specialty  societies  are  re- 
quiring CME  for  continued  membership;  and 

Whereas,  The  charges  for  Category  I continuing  ed- 
ucation courses  are  often  costly;  and 

Whereas,  In  addition  to  the  charge  for  the  course, 
there  are  significant  costs  incurred  in  travel  and  living 
expense;  and 

Whereas,  In  addition  to  the  loss  of  income  secon- 
dary to  the  loss  of  practice,  the  total  cost  of  achieving 
the  required  CME  credits  may  be  prohibitive  to  cer- 
tain physicians;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
practice  cost  control  in  the  continuing  medical  educa- 
tion courses  it  offers,  particularly  those  classified  as 
Category  I,  by  limiting  charges  to  no  more  than  actual 
costs;  and  be  it  further 

Resolved,  The  the  American  Medical  Association 
encourage  similar  action  by  medical  societies  and  asso- 
ciations, specialty  societies,  medical  schools,  and  hos- 
pitals offering  CME  Category  I courses. 

ACTION:  The  House  amended  and  adopted  as 

amended  Resolution  53  to  read  as  follows: 

Resolved,  That  the  American  Medical  Association 
practice  cost  consciousness  in  the  continuing  medical 
education  courses  it  offers,  particularly  those  classified 
in  Category  I and  provide  them  at  reasonable  costs; 
and  be  it  further 

Resolved,  That  the  AMA  encourage  similar  action 
by  medical  societies  and  associations,  specialty  so- 
cieties, medical  schools,  and  hospitals  offering  CME 
Category  I courses. 

Resolution:  54{A-78),  Patient  Safety  Programs  in 
our  Hospitals 

Whereas,  Patient  safety  programs  in  hospitals  have 
the  potential  of  decreasing  avoidable  injuries  and  re- 
ducing health  expenditures  and  are  in  the  public  inter- 
est; and 


Whereas,  Safety  and  cost  control  are  subjects  of 
vital  interest  to  the  health  professions;  and 

Whereas,  Some  states  such  as  Florida  and  some  or- 
ganizations such  as  the  American  College  of  Surgeons 
among  others  are  sponsoring  patient  safety  programs 
in  our  hospitals;  therefore  be  it 

Resolved,  That  the  American  Medical  Association 
promote  and  participate  with  the  American  College  of 
Surgeons,  the  American  Hospital  Association,  the  Fed- 
eration of  American  Hospitals,  the  Joint  Commission 
on  Accreditation  of  Hospitals,  and  others  in  the  devel- 
opment of  patient  safety  programs  in  our  hospitals. 

Estimated  cost  not  to  exceed  $50,000. 

ACTION:  The  House  amended  and  adopted  as 

amended  Resolution  54  to  read  as  follows: 

Resolved,  That  the  American  Medical  Association 
promote  and  participate  with  the  American  College  of 
Surgeons,  the  American  Hospital  Association  and  the 
Joint  Commission  on  Accreditation  of  Hospitals  and 
others  in  the  development  of  patient  safety  programs 
in  our  hospitals. 

Resolution:  55{A-78),  The  Inclusion  of  Prevention  of 
Professional  Medical  Liability  Claims  in  the  Teaching  of 
the  Cost  of  Health  Care 

Whereas,  The  cost  of  professional  medical  liability 
claims  is  an  integral  part  of  the  cost  of  health  care; 
and 

Whereas,  A concerted  effort  is  being  made  to  con- 
tain and  reduce  the  costs  of  health  care  and  profession- 
al medical  liability  claims;  and 

Whereas,  The  teaching  of  the  economics  of  health 
care  to  medical  students,  interns  and  residents  has 
been  advocated  as  one  approach  in  the  cost  control  of 
health  care;  therefore  be  it 

Resolved,  That  methods  of  preventing  professional 
medical  liability  claims  be  included  as  part  of  the 
teaching  of  the  economics  of  health  care;  and  be  it  fur- 
ther 

Resolved,  That  through  the  Council  on  Medical 
Education  of  the  American  Medical  Association,  the 
necessity  of  teaching  of  the  economics  of  health  care, 
including  prevention  of  professional  medical  liability 
claims  be  emphasized  to  all  concerned  in  undergrad- 
uate, graduate,  and  postgraduate  medical  education. 
ACTION:  Adopted 

The  following  Memorial  Resolutions  were  adopted 
unanimously: 

RENATO  J.  AZZARI,  M.D. 

Whereas,  Renato  J.  Azzari,  M.D.,  has  departed  from 
our  midst  at  the  age  of  85;  and 

Whereas,  He  has  been  a member  of  the  Bronx  Coun- 
ty Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York  since  1920,  later  becoming  a strong, 
loyal  member  of  the  American  Medical  Association; 
and 

Whereas,  He  gave  the  County  and  State  Societies  of 
his  time  and  advice  unstintingly,  as  a Delegate  from 
Bronx  County,  Councilor,  President,  Trustee  of  the 
Medical  Society  of  the  State  of  New  York  and  a Dele- 
gate to  the  American  Medical  Association;  therefore  be 
it 

Resolved,  That  this  House  of  Delegates  of  the 
American  Medical  Association  express  its  sorrow  at 
the  passing  of  this  distinguished  physician,  Renato  J. 
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Azzari,  M.D.;  and  he  it  further 

Resolved,  That  this  resolution  he  spread  upon  the 
minutes  of  the  House  of  Delegates  and  that  a copy  he 
sent  to  his  family. 

KEITH  ().  GUTHRIE,  JR.,  M l). 

Whereas,  Keith  O.  Guthrie,  -I r. , M.D.,  died  in  New 
York  on  March  27,  1978;  and 

Whereas,  Dr.  Guthrie  is  remembered  for  his  many 
years  as  a specialist  in  internal  medicine;  and 

Whereas,  He  served  his  profession,  and  will  he  re- 
membered by  this  House,  as  a member  of  the  New 
York  County  Medical  Society  and  the  Medical  Society 
of  the  State  of  New  York  since  1948  and  was  a Delegate 
from  New  York  County,  Councilor  of  the  Medical  Soci- 
ety of  the  State  of  New  York  and  an  Alternate  Dele- 
gate to  the  American  Medical  Association;  therefore  be 
it 

Resolved,  That  this  House  of  Delegates  of  the 
American  Medical  Association  express  its  sorrow  at 
the  passing  of  this  distinguished  physician,  Keith  O. 
Guthrie,  Jr.,  M.D.;  and  be  it  further 

Resolved,  That  this  resolution  he  spread  upon  the 
minutes  of  the  House  of  Delegates  and  that  a copy  be 
sent  to  his  family. 

Important  Actions  of  the  House  of  Delegates  In- 
cluded: 

1.  Efforts  to  curb  health  care  costs  at  a time  of 
mounting  national  inflation,  without  jeopardizing  the 
quality  of  care,  dominated  sessions  of  the  House  of 
Delegates  in  St.  Louis.  The  massive  report  of  the 
AMA-sponsored  National  Commission  on  the  Cost  of 
Medical  Care  required  56  actions  by  the  delegates. 
The  House  endorsed  29  of  the  48  recommendations  of 
the  commission  and  voted  its  belief  "that  the  greatest 
hope  for  cost  containment  in  the  provision  of  health 
care  lies  in  strengthening  price  consciousness  in  the 
health  care  marketplace.” 

2.  Revisions  in  the  Principles  of  Medical  Ethics,  as 
proposed  by  the  Judicial  Council,  will  be  studied  by  an 
ad  hoc  committee  composed  of  representatives  of  the 
House  of  Delegates  and  the  Board  of  Trustees.  Estab- 
lishment of  the  committee  was  recommended  by  the 
Judicial  Council  after  a number  of  resolutions  indicat- 
ed a lack  of  concensus  on  the  revisions. 

3.  Five  resolutions  on  National  Health  Insurance 
were  referred  to  the  Board  of  Trustees  by  the  House  of 
Delegates.  The  House  called  on  the  board  to  deter- 
mine if  a new  or  a substitute  bill  for  the  AMA-pro- 
posed  Comprehensive  Health  Insurance  Act  of  1977 
(HR  1818)  is  necessary.  If  an  AMA-sponsored  bill  is 
to  be  submitted  to  the  1978  Interim  Meeting,  the 
House  asked  that  it  be  circulated  to  delegates  as  early 
as  possible. 

4.  A 50%  reduction  in  dues  for  on  year  for  physi- 
cians first  entering  practice  was  approved  by  the 
House  of  Delegates.  The  action  was  recommended  by 
the  Board  of  Trustees  after  extensive  research  on  the 
financial  and  membership  impact  of  the  proposal. 
The  term  “physicians  first  entering  practice”  applies 
to  those  who  are  no  longer  eligible  for  the  $35  annual 
AMA  dues  for  physicians  serving  in  internships,  resi- 
dencies or  fellowships.  The  Board  will  continue  to 
study  incentives  for  members  in  unified  states. 

5.  The  House  also  approved  the  reorganization  of 
the  Student  Business  Section  to  provide  for  a repre- 
sentative assembly  composed  of  voting  delegates  from 


each  of  our  nat  ion’s  Medical  Schools.  'I'his  new  struc- 
ture is  modeled  after  the  AMA’s  Resident  Physician’s 
Section,  which  was  restructured  to  provide  representa- 
tive from  each  state  a year  ago. 

For  th»  first  time,  specialty  organizations  were  repre- 
sented on  a direct  basis  in  the  House.  The  House  has 
frequently  been  called  the  “Congress  of  Medicine,”  and 
now,  with  fifty-five  states  and  territories,  and  more  than 
fifty  specialty  societies  having  voting  representation,  that 
description  has  become  much  more  appropriate. 

This  year’s  meeting  also  marked  an  end  to  a tradition 
that  extended  hack  many  years.  The  large  clinical  meeting 
that  has  been  held  in  June  has  now  been  discontinued  in 
favor  of  an  expanded  number  of  regional  seminar  pro- 
grams. Research  studies  indicated  that  the  regional  pro- 
grams better  suited  membership  needs  than  the  larger 
meeting. 

Respectfully  submitted, 

George  L.  Collins,  Jr.,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Patricia  G.  Squil- 
lace,  M.I)..  Chairman 

Important  actions  of  the  American  Medical  Association 
House  of  Delegates  can  be  read  on  page  1591  of  the  August 
issue  of  the  New  York  State  Journal  of  Medicine  and  the 
supplementary  report  in  your  handbook. 

Some  of  these  actions  included  efforts  to  curb  health  care 
costs,  revisions  in  the  principles  of  medical  ethics,  resolu- 
tions on  National  Health  Insurance,  a 50%  reduction  in 
dues  for  one  year  for  physicians  first  entering  practice, 
reorganization  of  the  Student  Business  Section  to  provide 
for  a representative  assembly  composed  of  voting  delegates 
from  each  medical  school,  and  representation  of  specialty 
organizations  on  a direct  basis  in  the  House. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  New  York  Delegation 
to  the  AMA  be  filed. 

. . . The  annual  and  supplementary  reports  of  the 
New  York  Delegation  to  the  American  Medical  Asso- 
ciation were  FILED . . . 


SEARCH  COMMITTEE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Earlier  this  year,  Carl  Goldmark,  Jr.,  M.D.,  our  presi- 
dent, appointed  a Search  Committee  for  the  position  of 
executive  vice-president. 

The  committee  consists  of  the  following  members: 


Walter  Scott  Walls,  Chairman Erie 

George  L.  Collins,  Jr Erie 

Frederic  W’illiam  Holcomb,  Jr Ulster 

Joseph  J.  Kaufman  Wayne 

David  Kershner Kings 

Norton  M.  Luger Queens 

Milton  Rosenberg Suffolk 

Albert  M.  Schwartz  New  York 

Bernard  J.  Pisani  New  York 

Carl  Goldmark,  Jr New  York 

Henry  I.  Fineberg  Suffolk 


In  his  letter  to  Chairman  Walls,  Dr.  Goldmark  said:- 
“Our  executive  vice-president  is  not  ready  for  retire- 
ment. He  is  still  under  contract. 
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However,  when  he  dec  ides  to  become  executive  vice- 
president  emeritus,  it  is  my  feeling  that  the  handing 
over  of  the  reins  to  his  successor  should  be  done  smooth- 
ly and  without  any  ‘waves.’ 

With  this  in  mind,  I am  appointing  a Search  Commit- 
tee for  the  position  of  executive  vice-president  so  that  at 
some  time  in  the  future  we  can  accomplish  a calm,  se- 
rene turnover. 

I am  asking  you  to  assume  the  chairmanship  of  this 
group.” 

The  committee  has  held  two  conferences. 

The  first  on  May  18th,  for  the  purpose  of  organization. 
The  charge  to  the  committee  was  reviewed  and  it  was  noted 
that  the  executive  vice-president’s  present  term  runs  from 
January  1, 1978  to  December  31,  1980.  The  deputy  exec- 
utive vice-president’s  term  runs  from  November  4,  1977 
to  November  4,  1980. 

Other  matters  discussed  concerned  the  functions  and 
responsibilities  of  the  executive  vice-president. 

The  second  meeting  was  held  on  September  27th.  A job 
description  of  the  executive  vice-president’s  position  was 
approved  and  is  herewith  attached.  Appendix  “A” 

It  was  decided  that  an  attempt  would  be  made  to  secure 
recommendations  and  applicat  ions  for  the  position  of  ex- 
ecutive vice-president  within  six  (6)  months.  In  order  to 
effectuate  this: 

1.  A letter  will  be  sent  out  to  all  county  medical  so- 
cieties in  the  State  advising  them  that  they  may  sub- 
mit nominations  for  the  position. 

2.  A letter  will  be  sent  to  Dr.  Sammons  of  the  AMA 
and  to  the  American  Association  of  Medical  Society 
Executives  advising  them  of  the  search  for  an  execu- 
tive vice-president  and  inviting  nominations;  and 

3.  Staff  was  asked  to  investigate  the  feasibility  of 
hiring  an  agency  to  collect  and  submit  nominees  for 
the  position. 

It  was  the  feeling  of  the  committee  that  an  appointee 
for  the  position  of  executive  vice-president  should  start 
service  at  MSSNY  by  January  1st,  1980,  so  that  he  would 
have  at  least  one  year’s  time  to  become  familiar  with  the 
demands  and  duties  of  the  office  before  taking  over  offi- 
cially on  January  1st,  1981,  when  the  incumbent  expects 
to  retire. 

On  Thursday,  September  28th,  at  the  Council  meeting, 
a complete  report  was  made  of: 

1.  Dr.  Goldmark’s  letter  of  February  2,  1978,  ap- 
pointing the  committee. 

2.  A report  of  the  organizational  meeting  of  May. 

3.  A report  of  the  meeting  of  September  27. 

It  was  also  stated  that  the  same  type  of  report  will  be 
delivered  to  the  House  of  Delegates  in  October  as  a direct 
answer  to  the  recently  submitted  resolution  of  the  Onon- 
daga County  Medical  Society. 

The  entire  report  and  approval  of  its  submission  to  the 
House  of  Delegates  was  then  approved  by  the  Council 
which  had  met  in  Executive  Session. 

Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  Chairman 

APPENDIX  “A” 

EXECUTIVE  VICE-PRESIDENT 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK 


The  executive  vice-president  should  be  a doctor  of  medicine. 

The  executive  vice-president  is  the  chief  administrative  officer 
(executive)  of  MSSNY,  answering  to  the  president  and  the 
Council. 

The  executive  vice-president  manages  and  directs  all  the  ac- 
tivities of  the  State  Society,  including  disbursement  of  its  funds, 
when  duly  authorized.  He  is  in  charge  of  the  Society  headquar- 
ters. 

The  executive  vice-president  is  a member  of  all  boards,  com- 
mittees, and  commissions  including  the  Board  of  Trustees,  the 
Judicial  Council  and  the  Committee  on  Bylaws,  including  the 
Nominating  Committee,  with  voice  but  without  vote. 

The  executive  vice-president  may  appoint  a deputy  executive 
vice-president,  subject  to  the  approval  of  the  Council. 

The  executive  vice-president  attends  meetings  of  committees, 
when  possible,  and  he  is  responsible  for  the  day-to-day  conduct 
of  public  relations  with  physicians,  other  societies,  patients,  and 
all  those,  who  through  letters  and  telephone  calls,  seek  the  assis- 
tance of  the  Society. 

The  hours  of  duty  are  those  required  to  carry  out  adequately 
the  administrative  functions,  including  attendance  at  evening 
meetings,  those  of  the  AMA,  etc. 

The  executive  vice-president  should  be  a person  of  some  stature 
among  fellow  physicians  and  in  the  community.  He  needs  to  be 
industrious,  vigorous,  imaginative,  experienced  in  medical  affairs; 
and  he  should  possess  a high  character  and  high  ideals. 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Patricia  G.'Squil- 
lace,  M.D.,  Chairman 

The  Search  Committee  reported  that  our  present  exec- 
utive vice-president’s  term  runs  until  December  31, 
1980. 

The  Search  Committee  decided  to  secure  recommen- 
dations and  applications  for  the  position  of  executive 
vice-president  within  six  (6)  months.  It  was  its  feeling  that 
an  appointee  to  the  position  should  start  service  at  the 
Medical  Society  of  the  State  of  New  York  by  January  1, 
1980,  so  that  he  can  become  familiar  with  the  duties  of  the 
office  before  taking  over  officially  on  January  1,  1981. 

A job  description  of  the  position  of  executive  vice-pres- 
ident was  included  with  the  report. 

Your  reference  committee  recommends  that  the  report 
of  the  Search  Committee  be  filed. 

. . . The  report  of  the  Search  Committee  was 

FILED 


Resolution  7H-51  “Search  Committee”  Report 
Introduced  by  Fifth  District  Branch 

Whereas,  The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  at  its  1975  meeting 
approved  the  establishment  of  an  Executive  Search 
Committee;  therefore  be  it 

Resolved,  That  the  Search  Committee  for  the  posi- 
tion of  executive  vice-president  render  a full  report  to 
the  House  of  Delegates  at  its  1 978  meet  ing  of  its  activi- 
ties to  date,  including  factual  data  on  the  remaining 
length  of  executive  employee  contracts. 

Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Patricia  G.  Squil- 
Iace,  M.D.,  Chairman 

Your  reference  committee  recommends  that  Resolution 
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78-51  he  not  adopted  since  the  resolution  has  been  an- 
swered in  the  previous  report  of  the  Search  Committee. 

The  House  voted  to  NOT  ADOPT  Resolution 
78-51  . . . 

Resolution  78-54,  An  Improved  System  of  Refer- 
ence for  Action  and  Report  Thereon  to  the  House  of 
Delegates 

Introduced  bv  Richard  D.  Eherle,  M l).,  as  an  Individual 

Whereas,  It  is  often  difficult  to  quickly  ascertain  re- 
cent or  past  actions  of  the  Execut ive  Committee  and 
Council  on  items  of  business  specifically  referred  from 
the  House  of  Delegates;  and 

Whereas,  The  exact  wording  of  such  action  is  some- 
times in  question;  and 

Whereas,  There  may  be  times  when  such  items  of 
business  are  overlooked  or  even  missed  altogether  in 
the  rapidly  changing  pressures  of  the  activities  of  the 
Society;  and 

Whereas,  The  House  is  entitled  to  know  in  detail 
specific  action  on  any  such  referrals;  therefore  be  it 

Resolved,  That  a system  for  reporting  Council  ac- 
tions on  items  referred  from  the  House  of  Delegates 
similar  to  that  which  is  now  operational  in  the  AMA 
House  (reports  of  the  Hoard  of  Trustees)  be  instituted 
in  the  Medical  Society  of  the  State  of  New  York;  and 
be  it  further 

Resolved,  That  this  system  include  past  actions  of 
the  House  of  Delegates  and/or  Council  on  the  same 
subject;  and  he  it  further 

Resolved,  That  these  reports  be  presented  as  busi- 
ness at  the  next  meeting  of  the  House  of  Delegates. 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Patricia  G.  Squil- 
lace,  M.D.,  Chairman 

Resolution  78-54  brings  up  important  facts  concerning 
communications  but  does  not  offer  an  adequate  solution 
to  the  problem.  Therefore,  your  reference  committee 
recommends  that  Resolution  78-54  be  referred  to  the 
Council  for  transmittal  to  the  Committee  on  Research  and 
Development. 

. . . The  House  voted  to  ADOPT  Resolution  78-54 

Resolution  78-45  War  Memorial  Fund 
Introduced  by  Fifth  District  Branch 

Whereas,  The  February  1978  New  York  State  -Jour- 
nal of  Medicine  contains  the  proceedings  of  the  House 
of  Delegates  of  the  Medical  Society  of  the  State  of  New 
York’s  171st  Annual  Meeting  in  1977  which  indicate 
that  the  War  Memorial  Fund  had  a balance  of  $85,890; 
and 

Whereas,  Only  $400  is  indicated  to  have  been  dis- 
bursed from  this  fund;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  at  the  1978 
Medical  Society  of  the  State  of  New  York’s  meeting  be 
given  a full  report  of  the  activity  of  the  W ar  Memorial 
Fund. 

Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Patricia  G.  Squil- 
lace,  M.D.,  Chairman 


Since  the  report  on  the  War  Memorial  Fund  is  contained 
in  the  report  of  Hoard  of  Trustees,  your  reference  com- 
mittee considers  that  this  resolution  has  been  answered. 

Your  reference  committee,  therefore,  recommends  that 
Resolution  78-45  be  not  adopted. 

. . . The  House  voted  to  NOT  ADOPT  Resolution 
78-45  . . , 

Resolution  78-52  Empire  State  Medical,  Scientific 
and  Educational  Foundations,  Inc. 

Introduced  by  Bernard  •).  Pisani,  Secretary 

Whereas,  The  Empire  State  Medical,  Scient  ific  and 
Educational  Foundation,  Inc.,  was  organized  in  1980  as 
t he  research  arm  of  t he  Medical  Society  of  the  State  of 
New  York  and  is  to  be  operated  exclusively  for  educa- 
tional, literary,  scientific,  and  charitable  purposes  in 
the  field  of  medicine;  and 

Whereas,  In  furtherance  of  these  purposes,  the 
foundation  was  charged  to  promote,  establish  and  con- 
duct activities  on  its  own  behalf  or  otherwise  assist 
other  corporations,  organizations,  or  institutions  to 
carry  out  these  purposes;  and 

Whereas,  The  Kmpire  State  Medical,  Scientific  and 
Educational  Foundation,  Inc.,  presently  lacks  adequate 
funds  for  staffing  to  carry  out  its  purposes;  and 

Whereas,  Funds  are  currently  available  from  the 
War  Memorial  Fund  in  the  sum  of  $91,501.00,  and 
there  are  no  further  eligible  recipients  of  education 
grants;  therefore  be  it 

Resolved,  That  the  funds  in  the  W'ar  Memorial 
Fund  of  the  Medical  Society  of  the  State  of  New  York 
be  given  as  an  outright  grant  to  the  Empire  State  Med- 
ical. Scientific  and  Educational  Foundation,  Inc.  to 
implement  its  functioning, 
or  in  the  alternative;  be  it  further 

Resolved,  That  a loan  be  made  to  the  Empire  State 
Medical,  Scientific,  and  Educational  Foundation,  Inc., 
by  the  Medical  Society  of  the  State  of  New  York  in  the 
sum  of  $50,000.00  to  be  taken  from  the  General  Fund  of 
the  Medical  Society  of  the  State  of  New  York. 

Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Patricia  G.  Squil- 
lace,  M.D.,  Chairman 

Your  reference  committee  has  been  advised  that  as  far 
as  can  best  be  determined,  there  are  no  more  known  re- 
cipients who  are  entitled  to  receive  assistance  from  this 
fund;  therefore,  your  reference  committee  recommends 
that  this  resolution  be  amended  by  the  deletion  of  the 
second  resolved.  If  necessary,  a ruling  may  need  to  be 
obtained  from  the  Supreme  Court  of  the  State  of  New  York 
to  permit  transfer  of  these  funds. 

Your  reference  committee  recommends  that  Resolution 
78-52  be  adopted  as  amended. 

. . . The  House  voted  to  ADOPT  Resolution  78-52  as 

AMENDED . . . 


Resolution  78-42  Abolition  of  Medical  Society  of  the 
State  of  New  York  Employee  Pension  Fund  Assess- 
ment 

Introduced  by  Bronx  County  Medical  Society 


Whereas.  The  1959  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  approved  a resolu- 
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tion  which  stated,  “All  members  of  the  Medical  Soci- 
ety of  the  State  of  New  York  who  are  hereafter  newly 
elected,  re-elected,  or  reinstated  following  the  adjourn- 
ment of  the  House  of  Delegates  on  May  11,  1959,  are 
hereby  assessed  $10  each  for  the  Pension  Fund,  due 
and  payable  upon  such  election,  re-election,  or  rein- 
statement. This  is  not  applicable  if  previously  paid.”; 
and 

Whereas,  The  aforementioned  resolution  stated 
that  this  retirement  plan  have  adequate  reserves  in 
order  to  operate  on  a sound  financial  basis;  and 

Whereas,  Each  newly  elected,  re-elected,  or  rein- 
stated member  has  been  remitting  this  $10  assessment 
to  their  local  medical  societies  from  1959  to  1978,  for 
transmission  to  the  Medical  Society  of  the  State  of 
New  York  to  be  used  for  its  Employees’  Pension  Fund; 
and 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  increased  its  dues  several  times  during  the 
aforementioned  period,  the  last  increase  by  $50  annu- 
ally, and  thus  has  accumulated  sufficient  funds  and  re- 
serves to  pay  the  premiums  for  the  pension  plan  of  its 
employees  from  these  funds,  and  since  numerous 
county  medical  societies  in  New  York  State  are  having 
difficulty  in  meeting  their  financial  requirements,  and 
realizing  a financial  deficit  annually;  and 

Whereas,  The  aforementioned  assessment  has  out- 
lived its  usefulness  and  represents  a tax  upon  physi- 
cians, the  cost  of  which  should  be  borne  by  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  one  time  assessment  of  $10  for 
the  Pension  Fund  for  each  member  newly  elected,  re- 
elected, or  reinstated  to  the  Medical  Society  of  the 
State  of  New  York  be  abolished  at  the  earliest  possible 
date. 

Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Patricia  G.  Squil- 
lace,  M.D.,  Chairman 

Your  reference  committee  recommends  that  Resolution 
78-42  be  adopted. 

. . . The  House  voted  to  NOT  ADOPT  Resolution 
78-42  . . . 

Resolution  78-22,  Lobbying  Expenditures 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Nassau  County  Medical  Society  pro- 
posed a dues  increase  at  the  1977  MSSNY  House  of 
Delegates,  with  the  understanding  that  the  increased 
revenue  was  to  be  used  for  lobbying  and  court  action 
expenditures;  and 

Whereas,  The  House  of  Delegates  voted  a dues  in- 
crease of  $50,00  per  year  with  25%  of  this  amount  to  be 
used  for  administration  and  75%  to  be  used  for  a re- 
stricted litigation  fund  (approximately  $825,000);  and 
Whereas,  The  sum  of  money  to  be  used  for  litigation 
purposes  far  exceeds  the  needs  of  MSSNY  and  this 
fund  would  continue  to  grow  each  year  at  an  enormous 
rate;  and 

Whereas,  Effective  lobbying  efforts  would  reduce 
the  need  for  litigation  and  hence  the  amount  of  money 
needed  for  this  purpose;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 


New  York  increase  its  annual  lobbying  fund  to  a mini- 
mum of  $200,000  per  year;  and  be  it  further. 

Resolved,  That  the  money  to  support  this  increase 
be  taken  from  the  funds  that  are  currently  earmarked 
for  litigation;  and  be  it  further 

Resolved,  That  a special  committee  be  constituted 
by  MSSNY  and  be  comprised  of  members  who  have 
proven  political  insight  with  the  full  understanding 
that  the  committee  should  make  appropriate  recom- 
mendations concerning  the  expenditures  of  funds  and 
evaluate  and  make  recommendations  regarding  the 
lobbyist  who  would  represent  MSSNY;  and  be  it  fur- 
ther 

Resolved,  That  the  special  committee  report,  not 
only  to  MSSNY,  but  also  directly  to  the  entire  State 
Membership  through  the  County  Medical  Societies. 
Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  bv  Patricia  G.  Squil- 
lace,  M.D.,  Chairman 

On  consultation  with  General  Counsel,  it  has  been  found 
that  the  Society  could  lose  its  tax  exempt  status  by  having 
too  large  a lobbying  fund.  Therefore,  your  reference 
committee,  although  in  general  agreement  that  lobbying 
is  important  to  the  best  interest  of  our  Society,  recom- 
mends that  Resolution  78-22  be  not  adopted. 

. . . The  House  after  considerable  discussion  voted 
to  NOT  ADOPT  Resolution  78-22  . . . 

Resolution  78-53,  Litigation  Fund 

Introduced  by  Bernard  J.  Pisani,  M.D.,  Secretary 

Whereas,  The  House  of  Delegates  approved  a dues 
increase  of  $50.00  in  1977,  specifying  that  75%  of  the 
funds  were  to  be  used  as  a “litigation  fund”;  and 

Whereas,  The  legal  definition  of  “litigation”  is  “a 
contest  in  a court  of  justice  for  the  purpose  of  enforcing 
a right”;  and 

Whereas,  It  was  not  intended  for  the  technical  legal 
definition  of  the  term  “litigation”  to  apply  to  these 
funds,  but  the  increase  in  dues  was  to  create  a legal 
fund  to  support  activities  necessitating  outside  legal 
assistance;  therefore  be  it 

Resolved,  That  the  Litigation  Fund  be  redesigna- 
ted as  the  “Legal  Fund”;  and  be  it  further 

Resolved,  That  the  Legal  Fund  be  used  for  activi- 
ties which  necessitate  the  use  of  legal  assistance,  in- 
cluding “negotiation”  as  well  as  “litigation,”  excluding 
in-house  counsel  and  lobbying  expenditures. 

Report  of  Reference  Committee  on  Reports  of  Officers. 
The  following  report  was  presented  by  Patricia  G.  Squil- 
lace,  M.D.,  Chairman 

Your  reference  committee  recommends  that  Resolution 
78-53  be  adopted. 

. . . The  House  voted  to  ADOPT  Resolution  78-53 

Resolution  78-43,  Allocation  of  1978  Dues  In- 
crease 

Introduced  by  John  L.  Clowe,  M.D.,  as  an  Individual 
Whereas,  The  Medical  Society  of  the  State  of  New 
York  now  has  approximately  $800,000  in  its  Litigation 
Fund; and 
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Whereas,  Excessive  funds  set  aside  for  litigation  by 
the  Medical  Society  of  the  State  of  New  York  may 
create  concern  by  governmental  agencies;  and 

Whereas,  Most  county  medical  societies  are  having 
financial  difficulties  which  may  necessitate  dues  in- 
creases; therefore  he  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  continue  the  1978  $50.00  dues  increase  lor 
the  coming  year,  and  that  the  distribution  of  this  por- 
tion of  the  Medical  Society  of  the  State  of  New  York 
dues  be  as  follows: 

a.  $12.50  to  be  allocated  for  operating  expenses  for 
MSSNY, 

b.  $12.50  to  he  allocated  for  the  Litigation  Fund  of 
MSSNY, 

c.  $25.00  to  be  returned  to  each  county  medical  society 
on  a per  capita  active  membership  basis;  and  be  it 
further 

Resolved,  That  at  the  yearly  meeting  of  the  House 
of  Delegates  of  MSSNY,  the  chairman  of  the  Board  of 
Trustees,  in  liaison  with  the  executive  vice-president 
and  the  general  counsel,  present  an  evaluation  to  the 
delegates  of  the  best  apportionment  of  the  said  $50.00 
for  the  coming  year;  and  be  it  further 

Resolved,  That  all  apportionments  must  be  ap- 
proved by  the  House  of  Delegates. 

and 

Resolution  78-44,  Return  to  County  Medical  So- 
cieties of  Portion  of  Litigation  Fund 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  1977  House  of  Delegates  approved  a 
$50  annual  increase  of  the  dues  of  each  member  of  the 
Medical  Society  of  the  State  of  New  York;  and 

Whereas,  Seventy-five  percent  of  these  funds  were 
specifically  allocated  by  the  House  of  Delegates  for  the 
purpose  of  initiating  litigation  on  behalf  of  said  mem- 
bers; and 

Whereas,  An  insignificant  amount  of  the  monies 
collected  by  the  Medical  Society  of  the  State  of  New 
York  from  its  members  has  been  disbursed  for  litiga- 
tion on  their  behalf,  thus  resulting  in  a large  surplus  of 
funds  currently  being  held  in  reserve  by  the  Medical 


Society  of  the  State  of  New  York;  therefore  he  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  return  $25  of  the  aforementioned  $50  dues 
increase  to  each  component  county  medical  society  in 
New  York  State  on  a per  capita  active  membership 
basis  at  the  earliest  possible  opportunity. 


Report  of  Reference  Committee  on  Reports  of  Officers: 
The  following  report  was  presented  by  Patricia  G.  Squil- 
lace,  M.I).,  Chairman 

Your  reference  committee  reviewed  Resolution  78-48 
and  Resolution  78-44  at  the  same  time.  Because  of  simi- 
larity of  content,  the  committee  recommends  the  following 
substitute  resolution  for  Resolution  78-48  and  Resolution 
78-44. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  continue  the  1978  $50.00  dues  increase  for 
the  coming  year,  and  that  the  distribution  of  this  por- 
tion of  the  Medical  Society  of  the  State  of  New  York 
dues  be  as  follows: 

a.  $12.50  to  be  allocated  for  operating  expenses  for 
MSSNY, 

b.  $12.50  to  be  allocated  for  the  Legal  Fund  of 
MSSNY, 

c.  $25.00  to  he  returned  to  each  county  medical  society 
on  a per  capita  active  membership  basis;  and  be  it 
further 

Resolved,  That  this  apportionment  of  the  $50  dues 
increase  be  in  effect  for  one  year  only.  The  fol- 
lowing year,  the  1979  House  shall  reconsider  the 
distribution  of  the  $50  dues  increase. 

Your  reference  committee  recommends  that  the  sub- 
stitute resolution  be  adopted  in  lieu  of  Resolution  78-48 
and  Resolution  78-44. 

. . . The  House  voted  to  ADOPT  the  substitute 
resolution  in  lieu  of  Resolutions  78-43  and  78-44 

. . . The  House  voted  to  ADOPT  the  reference 
committee  report  as  acted  upon  by  the  House 
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SCIENTIFIC  ACTIVITIES, 
PUBLICATIONS,  AND  MISCELLANEOUS 


( OM  MV  NIC  A TIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Communications  are 


as  follows: 

Richard  B.  Nolan,  M.D.,  Chairman New  York 

George  W.  Benninger,  M.D Orange 

Leonard  S.  Brahen,  M.D Nassau 

Edward  C.  Hughes,  Jr.,  M.D Onondaga 

David  B.  McDowell,  M.D Clinton 

Jack  D O’Neil,  M.D Steuben 

William  C.  Stein,  M.D Niagara 

William  M.  Weshta,  M.D.  . Kings 

Olivia  N.  Serdarevic New  York 


During  the  last  quarter  of  1977  the  Committee  on 
Communications  approved  a revised  copy  for  the  pam- 
phlet, “Pharmaceutical/Medical  Code  of  Understanding.” 
The  New  York  State  Pharmaceutical  Society  will  distrib 
ute  5,000  copies  and  5,000  copies  will  be  distributed  in  the 
Medical  Society  of  the  State  of  New  York  new  member 
kits. 

The  Bar  Association  did  not  wish  to  participate  in  the 
reprinting  of  the  pamphlet,  ‘‘Standards  of  Practice  for 
Doctors  and  Lawyers.”  Therefore  staff  developed  a new 
type  booklet  which  was  completed  in  April,  1978.  It  is  ti- 
tled ‘‘Medical/Legal  Relations  ...  A Guide  For  Physicians 
In  Their  Relations  With  Lawyers.”  It,  too,  will  be  dis- 
tributed to  new  members. 

The  committee  recommended  a Public  Relations  (PR) 
program  to  “Influence  the  Influentials.”  The  Executive 
Vice-President  told  the  committee  he  would  handle  all 
aspects  of  this  type  of  program. 

The  committee  again  endorsed  the  “Public  Service 
Radio  Health  Education  Program”  which  MSSNY  has 
been  sponsoring  for  more  than  one  year.  Four  Health 
Education  Messages  are  distributed  each  month  to  40  radio 
stations  throughout  New  York  State.  During  1977  more 
than  $195,000.00  worth  of  free  public  service  radio  time  was 
granted  to  MSSNY  for  these  public  service  spots. 

The  “Establishing  Yourself  in  Medical  Practice” 
workshops  for  residents  were  very  successful  and  the 
committee  recommended  they  be  continued  in  1978.  The 
request  was  submitted  to  the  Council  and  approved.  Five 
such  workshops  are  being  conducted  in  1978. 

House  of  Delegates  Resolution  74  42  mandated  that 
space  be  purchased  in  appropriate  media  and  that  weekly 
articles  be  prepared  in  order  “to  inform  the  public  of  the 
views  of  organized  medicine  on  medical  and  socioeconomic 
matters.”  The  1977  House  of  Delegates  mandated  that 
“.  . every  effort  be  made  to  inform  the  public  that  high 
quality  medical  care,  with  its  ever  expanding  technological 
innovations  cannot  be  bought  cheaply.” 

After  extensive  deliberation  the  committee  once  again 
recommended  to  the  Council  that  a series  of  paid  ads  be 
placed  in  appropriate  newspapers  in  New  York  State  as  the 


only  practical  way  to  make  the  public  aware  of  the  physi- 
cian’s position  on  medical  issues.  The  recommendation 
for  the  ad  campaign,  however,  was  denied  by  the  Coun- 
cil. 

Since  the  purpose  of  the  committee  is  to  assist  the 
Council  and  MSSNY’s  committees  with  PR  advice  and 
guidance,  the  chairman  of  the  committee  recommended 
to  the  Executive  Committee  of  the  Council  that  a member 
of  its  committee  should  attend  the  meetings  of  the  5 or  6 
most  important  committees  in  order  to  provide  the  Com- 
munications Committee  with  better  information  regarding 
the  activities  of  the  other  committees,  and  thus  be  in  a 
better  position  to  make  informed  public  and  professional- 
relations  recommendations  to  the  committee  and/or  the 
Council.  This  suggestion  was  not  accepted. 

In  Jaunary,  1978,  the  committee  was  informed  that  its 
name  was  changed  from  the  Committee  on  Public  and 
Professional  Relations  to  the  Committee  on  Communica- 
tions, and  that  an  added  responsibility  was  to  develop  PR 
programs  with  local  implementation  to  improve  physi- 
cian-patient relations.  It  was  recommended  that  this  be 
accomplished  through  public  forums  in  high  school  audi- 
toriums and  on  local  radio  and  television  stations.  The 
State  Society,  it  was  agreed,  should  assist  with  such  pro- 
grams by  providing  able  speakers  and  financial  aid  to  de- 
fray the  cost.  The  Communications  Division  proceeded 
with  four  pilot  forums,  one  in  the  territory  of  each  regional 
representative.  The  success  of  the  pilots  will  be  evaluated, 
using  as  a control  an  independent  and  very  successful 
newspaper-promoted  forum  on  diabetes  which  was  held 
in  Troy,  New  York,  on  March  21. 

To  improve  communication  on  the  vital  subject  of 
medical  legislation,  the  committee  recommended  that 
CAPITOL  NEWS,  now  mailed  to  a restricted  membership 
list,  be  mailed  to  all  members  as  a worthwhile  membership 
benefit.  The  Council,  however,  disapproved  this  proposal 
believing  it  to  be  not  of  general  interest. 

The  committee  also  recommended  that  MSSNY  must 
be  prepared  to  quickly  respond  on  critical  issues  by  pre- 
paring early,  in  depth  position  papers  on  all  issues  con- 
cerning medicine,  should  hire  a professional  writer  to  assist 
in  the  researching  and  writing  of  programs  and  position 
papers,  and  train  selected  physicians  who  have  the  per 
sonality  and  ability  to  speak,  and  are  willing  to  thoroughly 
prepare  themselves  for  public  appearances.  The  Council 
approved  the  recommendation  in  principle  and  referred 
it  to  Administration  for  study. 

The  committee  recommended  to  the  Council  that 
MSSNY  reiterate  its  position  that  we  are  in  full  and  total 
agreement  with  the  need  for  continuing  medical  education, 
but  emphasize  as  well  that  we  are  unalterably  opposed  to 
CME  becoming  a prerequisite  for  reregistration.  The 
''ommittee  urged  the  Council  to  promptly  make  this  posi- 
on  known  to  the  membership 

Respectfully  submitted, 

Richard  B.  Nolan,  M.I).,  Chairman 
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Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Clarke  T.  Case,  M.D.,  Chairman 
The  report  of  the  Committee  on  Communications  was 
reviewed  and  discussed  and  we  wish  to  bring  to  the  alten 
tion  of  the  House  the  following  paragraph  from  the  re- 
port: 

The  committee  also  recommended  that  MSSNY 
must  be  prepared  to  quickly  respond  on  critical  issues 
by  preparing  early,  in  depth  position  papers  on  all 
issues  concerning  medicine,  should  hire  a professional 
writer  to  assist  in  the  research  and  writing  of  programs 
and  position  papers,  and  train  selected  physicians  who 
have  the  personality  and  ability  to  speak,  and  are  will 
ing  to  thoroughly  prepare  themselves  for  public  ap 
pearances.  The  Council  approved  the  recommenda- 
tion in  principle  and  referred  it  to  Administration  for 
study. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Communications  be  filed. 

. . The  annual  report  of  the  Committee  on  Communi- 
cations was  FILED . . . 

CONVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 

The  1977  Convention  Committee  consisted  of  the  fol- 
lowing: 

Joseph  G.  Zimring,  M.D.,  Chairman  Nassau 


Frank  LaGattuta.  M.D Bronx 

Stephen  Nordlicht,  M.D New  York 

Maxwell  Spring,  M.D Bronx 


Bernard  J.  Pisani,  M.D.,  Advisor New  York 

The  171st  Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York  was  held  on  Sunday.  October  2 
through  Thursday.  October  26.  1977,  at  the  Americana 
Hotel  in  New  York  City.  Attendance  figures  follow: 


Sun. 

Mon. 

Tues. 

Wed. 

Total 

Physicians* 

1.419 

269 

282 

418 

2,388 

Allied  Profession* 

* 155 

167 

243 

204 

769 

Guests 

165 

55 

36 

40 

296 

Totals 

1.739 

491 

561 

662 

3.453 

* Includes  House  of  Delegates 

*’  Includes:  Dentists,  Ph.D.s,  medical  students,  nurses, 

medical  technicians,  physicians'  assistants,  etc. 

Comparative  figures:  1975  1976  1977 


Physicians  

2,173 

2,459 

2,388 

Allied  Profession  . . 

529 

524 

769 

Guests  

591 

658 

296 

Totals 

3,293 

3,641 

3.453 

Scientific  Meetings 

GENERAL  SESSIONS 
Sunday  (Joint  meeting  of  Sections  on  Gastroen- 
terology and  Colon  and  Rectal  Surgery;  Urology; 
and  Greater  New  York  Chapter:  Eastern  Lakes 
Chapter,  Society  of  Nuclear  Medicine)  350 

Monday  65 

Tuesday  (Joint  meeting  with  Section  on  Pathol- 
ogy. Clinical  Pathology,  and  Blood  Banking,  and 
New  York  State  Society  of  Pathologists  100 


Wednesday  (Joint  meeting  with  Section  on  In- 
ternal Medicine;  New  York  State  Society  of 
Internal  Medicine  125 

SECTIONS 

Allergy  and  Immunology  250 

Anesthesiology  125 

Cardiovascular  Diseases  36 

Chest  Diseases  100 

Dermatology  and  Syphilology  50 

Emergency  Medicine  (with  Preventive  Medicine 
and  Public  Health)  46 

Family  and  General  Practice  55 

Gastroenterology  and  Colon  and  Rectal  Surgery  67 
Internal  Medicine  125 

Medical  Legal  and  Workmen’s  Compensation 
Matters  (with  Occupational  Medicine)  60 

Neurology  62 

Neurosurgery  55 

Obstetrics  and  Gynecology  425 

Occupational  Medicine  (with  Medical  Legal  and 
Workmen’s  Compensation  Matters)  60 

Orthopedic  Surgery  35 

Pathology,  Clinical  Pathology,  and  Blood  Bank 

ing  100 

Pediatrics  145 

Physical  Medicine  and  Rehabilitation  60 

Plastic,  Reconstructive,  and  Maxillofacial  Sur- 
gery 33 

Preventive  Medicine  and  Public  Health  (with 
Emergency  Medicine)  46 

Psychiatry  36 

Radiology  37 

School  Health  (with  Committee  on  Medical  As- 
pects of  Sports)  24 

Surgery  25 

Urology  (with  General  Session)  350 


Special  Activities.  Under  this  heading  are  meetings 
that  were  presented  by  other  groups,  i.e..  committees, 
Pfizer,  and  medical  groups  not  strictly  a part  of  the  Medical 
Society. 

Socioeconomic  Committee  98 

Trauma  490 

Scientific  Exhibits.  Thomas  S.  Bumbalo,  M l)., 
Chairman  The  scientific  exhibits  presented  a serious 
problem.  There  was  a drastic  drop  in  the  number  of  ac- 
ceptable applications.  Only  25  exhibits  were  presented, 
and  it  was  felt  that  with  that  small  number,  a few:  of  which 
were  educational  rather  than  clinical,  it  was  thought  best 
to  eliminate  the  State  Society  Awards  and  give  only  the 
cash  prize  presented  bv  Upjohn  Pharmaceuticals.  (Dr. 
Greene,  Buffalo)  The  chairman  thanks  Dr.  Lawrence  and 
Miss  Pesikoff  for  their  valuable  support  in  organizing  and 
arranging  the  exhibits. 

Scientific  Motion  Pictures.  Over  800  attended  the 
motion  picture  program  which  consisted  of  61  films.  We 
are  again  grateful  to  the  New  York  State  Department  of 
Health  Motion  Picture  Library  for  arranging  the  program 
and  sending  personnel  to  supervise  the  running  of  the 
films. 

Technical  Exhibits.  Mrs.  Camille  M.  Cunningham, 
technical  exhibits  manager,  reports  t hat  80  exhibit  booths 
were  sold.  Several  pharmaceutical  companies  have  do- 
nated grants  to  the  Society  for  furthering  the  educational 
activities  at  our  meeting. 
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Dinner  Dance.  A reception  and  dinner  dance  in  honor 
of  the  president,  George  L.  Collins  Jr.,  was  held  on 
Wednesday  evening  of  convention  week.  277  guests  at- 
tended. 

House  of  Delegates.  The  House  of  Delegates  convened 
on  Sunday,  October  2 and  adjourned  on  Thursday,  October 
6.  A total  of  62  resolutions  were  considered. 

1978  Convention.  Several  meetings  of  the  Scientific 
Program  Subcommittee  were  held  to  make  plans  for  the 
1978  Convention.  At  the  time  of  this  report  only  25  sci- 
entific exhibit  applications  were  received. 

Continuing  Medical  Education.  The  associate 
chairmen  of  the  Scientific  Program  Committee  held  a 
special  meeting  to  evaluate  the  program  with  the  view  of 
allocating  continuing  medical  education  credits  to  the  in- 
dividual programs.  It  was  found  that  most  of  the  section 
programs  were  of  sufficient  scope  and  quality  to  qualify  for 
the  AMA-PRA  Category  I credits.  This,  it  is  hoped,  will 
lead  to  a larger  attendance  at  the  scientific  meetings. 

The  Scientific  Program  Subcommittee  was  changed 
from  a subcommittee  of  the  Convention  Committee  to  the 
Scientific  Program  Committee  and  placed  under  the  aegis 
of  the  Scientific  Activities  Division,  George  J.  Lawrence, 
Jr.,  M.D.,  Director. 

The  Convention  Committee  chairman  expresses  thanks 
to  all  committees  and  staff  members  who  helped  in  the 
operation  of  the  Convention. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Clarke  T.  Case,  M.D.,  Chairman. 

The  report  of  the  Convention  Committee  was  reviewed 
and  discussed  and  your  reference  committee  recommends 
that  this  report  be  filed. 

. . .The  report  of  the  Convention  Committee  was 

FILED  . . 

GENERAL  INSURANCE  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  General  Insurance 


are  as  follows: 

Robert  M.  George,  M.D.,  Chairman Oneida 

Carmelo  S.  Armenia,  M.D Erie 

Renzo  S.  '0asili,  M.D Kings 

Bernard  J.  Hartnett,  M.D Cayuga 

Jack  Lehman,  M.D Queens 

Jack  D.  O’Neil,  M.D Steuben 

John  Alan  Ramsdell,  M.D Westchester 

Charles  E.  Rogers,  M.D Nassau 

Irwin  J.  Rosenberg,  M.D Broome 


The  Committee  on  General  Insurance  is  pleased  to  an- 
nounce that  there  are  approximately  8,000  participants  in 
the  Medical  Society  of  the  State  of  New  York  supplemental 
insurance  programs.  Group  Life,  Disability  Income, 
Professional  Overhead  Expense,  In-Hospital  Indemnity, 
and  Accidental  Death  and  Dismemberment  Insurance 
programs  are  available  to  our  physician  members. 

The  Committee  on  General  Insurance  and  staff  have 
spent  considerable  time  researching  a suitable  Pension 


Program  for  the  membership,  and  have  recommended  a 
plan  to  the  Council  for  approval. 

We  have  been  advised  by  the  underwriters  of  our  Group 
Life  Insurance  Program,  the  Bankers  Life  of  Des  Moines, 
Iowa,  that  our  group  has  earned  a dividend  of  $50,624. 
Including  interest  accumulations,  approximately  $55,000. 
will  be  distributed  to  the  participating  members  in  the 
program. 

Other  forms  of  insurance  for  the  professional  and  per- 
sonal needs  of  our  membership  are  being  explored  and 
reviewed  on  a continuous  basis.  Among  these  are  major 
medical  insurance  and  a Medicare  supplement.  Such 
casualty  lines  as  Group  Auto  and  Homeowners  Insurance 
are  also  being  studied,  however,  the  underwriting  market 
for  casualty  and  liability  insurance  is  extremely  limited, 
due  to  the  high  loss  ratios  experienced  under  these  lines 
throughout  the  insurance  industry. 

Your  chairman  would  like  to  thank  the  members  of  the 
committee  who  have  contributed  a considerable  amount 
of  their  time  and  energy  to  the  work  of  this  committee. 

I would  also  like  to  thank  Bernard  M.  Jackson,  C.L.U., 
and  his  secretary,  Mrs.  Sylvia  Frank,  for  their  staff  assis- 
tance. 

Respectfully  submitted, 

Robert  M.  George,  M.D.,  Chairman 

GENERAL  INSURANCE  ( SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  General  Insurance  is  pleased  to  an- 
nounce that  it  has  been  informed  by  Charles  J.  Sellers  and 
Company,  Inc.,  our  endorsed  administrator  for  the  present 
State  sponsored  Group  Insurance  programs,  that  a new 
dividend  of  $124,889.  has  been  declared  on  our  Group  Life 
Insurance  program  by  the  underwriting  company,  the 
Bankers  Life  of  Iowa.  The  current  dividend  which  will  be 
paid  to  each  participating  member  in  the  program  will 
exceed  the  Medical  Society  of  the  State  of  New  York’s  1978 
dues  on  a per  capita  basis.  The  $124,889.  has  been  rede- 
posited in  the  bank  to  earn  extra  interest  while  arrange- 
ments are  made  to  send  each  participating  physician  his 
or  her  proportionate  share. 

Respectfully  submitted, 

Robert  M.  George,  M.D.,  Chairman 
Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Clarke  T.  Case,  M.D.,  Chairman. 

The  reports  of  the  Committee  on  General  Insurance  were 
reviewed  and  discussed,  and  the  reference  committee 
recommended  that  these  reports  be  filed. 

. . .The  annual  and  supplementary  reports  of  the 
Committee  on  General  Insurance  were  FILED.  . . 

LIBRARY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Library  Committee  are  as  fol- 


lows: 

Albert  M.  Schwartz,  M.D.,  Chairman New  York 

Eliza  H.  Caldwell,  M.D Westchester 

Marks  G.  Jacoby,  M.D Suffolk 

Warren  A.  Lapp,  M.D Kings 

Albert  B.  Lowenfels,  M.D Westchester 

William  B.  Ober,  M.D New  York 
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During  the  past  year  the  committee  met  on  only  one 
occasion,  on  April  27,  1978.  The  following  matters  were 
discussed: 

Usage  statistics  and  the  acquisition  policy  of  the  library 
were  discussed.  Suggestions  for  cancellations  and  new 
purchases  were  made.  It  was  recommended  that  an  ap- 
propriation in  the  amount  of  $1,500  be  made  tor  the  pur- 
chase of  a microfiche  reader  with  printout  capability.  This 
recommendation  was  not  approved  by  the  Council.  It  was 
agreed  and  approved  hy  the  Council  that  the  library  supply 
one  copy  of  articles  requested  from  journals  in  the  collec- 
tion free  to  members  and  should  charge,  10c  per  page  of 
photocopy,  plus  postage  to  nonmembers. 

The  matter  of  microfilming  the  old  bound  volumes  of  the 
Transactions,  Directories,  and  Journal  was  again  discussed. 
It  was  recommended  and  approved  by  the  Council  that 
they  be  microfilmed  when  the  microfilming  program  at 
headquarters  goes  into  effect.  The  closet  space  in  back  of 
room  158  should  be  equipped  with  air  conditioning  and  a 
humidifier  to  create  a controlled  environment  for  the 
storage  and  preservation  of  above  mentioned  volumes.  It 
was  urged  that  the  archival  material  deposited  at  the  Olin 
Library  of  Cornell  University  at  Ithaca,  New  York,  be 
sorted  out,  so  that  useless  material  may  be  disposed  of  and 
the  rest  be  made  ready  for  computerization.  A student 
should  be  employed  by  the  Olin  Library  for  this  task,  and 
be  financed  by  the  Society  at  a cost  not  exceeding  $1,000. 
The  Council  referred  this  recommendation  to  staff  for 
further  study. 

As  the  Archives  Committee  of  the  Society  was  dis- 
banded, it  was  suggested  and  approved  by  the  Council  that 
the  Library  Committee  change  its  name  to  the  Library  and 
Archives  Committee,  in  order  to  oversee  the  procurement 
and  preservation  of  the  archival  records  of  the  Society. 

Respectfully  submitted, 

Albert  M.  Schwartz,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous.  The  following 
report  was  presented  by  Clarke  T.  Case,  M.D., 
Chairman. 

The  report  of  the  Library  Committee  was  reviewed  and 
discussed.  Your  committee  noted  the  following  statement 
in  the  report: 

It  was  urged  that  the  archival  material  deposited  at 
the  Olin  Library  of  Cornell  University  at  Ithaca,  New 
\ork,  be  sorted  out,  so  that  useless  material  may  be 
disposed  of  and  the  rest  be  made  ready  for  computeri- 
zation. A student  should  be  employed  by  the  Olin  Li- 
brary for  this  task,  and  be  financed  by  the  Society  at  a 
cost  not  exceeding  $1,000. 

Your  reference  committee  believes  this  suggestion  is 
worthy  of  further  study  by  the  Council  and  recommends 
that  the  report  of  the  Library  Committee  be  filed. 

. . .The  report  of  the  Library  Committee  was 

FILED  . . 


MEMBERSHIP  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Membership  are  as 
follows: 


Duane  M.  Cady,  M.D.,  Chairman  Onondaga 

William  L.  Craver,  M.D Monroe 

Kenneth  H.  Eckhert,  M.D Erie 

Thomas  W.  Greenlees,  M.D Schoharie 

William  M.  Hewlett,  M.D Queens 

Martin  Markowitz,  M.D Kings 

Richard  B.  Nolan,  M.D New  York 

Richard  N.  Pierson,  Jr.,  M l) New  York 

Donald  A.  Richter,  M.D Franklin 

Patricia  G.  Squillance,  M.D Nassau 

Wayne  C.  Templer,  M.D Steuben 

Nicholas  P.  Teresi,  M.D Albany 

Robert  B.  Wallace,  M.D Oneida 


The  fall  of  1977  saw  the  conclusion  of  the  MSSNY 
Membership  Development  Program.  Basically,  the  plan 
was  to  stimulate  each  county  medical  society  into  re- 
cruitment action,  recognizing  that  the  ult  imate  contact  and 
acceptance  of  a new  member  is  the  prerogative  and  re- 
sponsibility of  the  county  medical  society. 

Over  a period  of  six  months,  by  mailing  a series  of  seven 
promotional  pieces  to  nonmembers  thoughout  New  York 
State,  the  State  Society  promoted  more  than  one  thousand 
replies  from  doctors  expressing  interest  in  membership. 
An  intrinsic  weakness  of  member  promotion  by  the  State 
Society  in  that  MSSNY  cannot  itself  follow  through  on  the 
responses  generated,  but  must  refer  them  to  the  county 
medical  societies.  In  this  project  at  the  county  level  there 
was  varying  response  to  the  referrals.  There  was  enthu- 
siasm as  well  as  complete  apathy.  Unfortunately,  most 
applicants  merely  received  a form  letter  and  application 
instructions.  Little  personal  follow-up,  such  as  was  rec- 
ommended by  the  State  Society,  was  used. 

At  the  conclusion  of  the  membership  project  the  com- 
mittee agreed  that,  for  success,  future  programs  must  rely 
upon  the  participation  of  the  members  of  the  county 
medical  societies,  for  it  is  evident  that  to  sign  up  the  non- 
member there  must  be  personal  contact  by  a member 
physician.  The  role  of  the  State  Society  is  limited  to 
support  of  the  efforts  of  the  county  societies  by  furnishing 
physician  lists  and  data,  printed  promotional  material,  and 
physician  speakers  who  have  the  ability  to  generate  interest 
in  organized  medicine. 

Our  estimate  of  361  new  members  realized  through  our 
1977  Membership  Development  Program  is  based  upon 
estimates  given  to  our  regional  representatives  by  the 
county  medical  societies. 

Duane  M.  Cady,  M.D.,  of  Syracuse  was  appointed 
chairman  of  the  Committee  on  Membership,  effective 
January  1,  1978. 

The  first  meeting  of  the  committee  was  held  on  February 
15,  1978.  Dr.  Goldmark  outlined  for  the  committee  its 
commission:  to  develop  through  every  possible  means 
interest  in  membership  among  nonmembers  and  to  create 
every  possible  incentive  to  members  to  continue  to  support 
organized  medicine. 

At  its  first  meeting  the  committee  agreed  its  purpose 
would  be  twofold:  (1)  the  identification  and  offer  of  ser- 
vices, benefits  and  activities  which  will  justify  the  cost  of 
membership  and  encourage  physicians  to  join  or  continue 
their  membership,  and  (2)  the  continuation  of  a program 
supporting  the  efforts  of  county  medical  societies  to  attract 
new  members  and  retain  present  members. 

The  committee  agreed  that  the  question  “why  don’t 
nonmembers  join?”  could  be  answered  simply  “it  costs  too 
much  for  what. the  nonmember  thinks  he  will  get  out  of 
it.” 
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The  committee  reported  to  the  Council  after  its  third 
meeting  on  April  13,  1978,  that  visible,  militant,  and  suc- 
cessful MSSNY  action  on  such  issues  as  Medicaid,  Work- 
men’s Compensation,  no-fault  insurance,  hospital-physi- 
cian relations,  third  party  carriers,  State  Health  Depart- 
ment, State  Insurance  Department  is  crucial.  This  atti- 
tude was  corroborated  by  the  executive  directors  in  the 
metropolitan  New  York  area,  who  advised  the  committee 
that  action  by  MSSNY  was  in  their  opinion  more  impor- 
tant in  the  attraction  of  members  than  the  many  tangible 
membership  benefits  offered  by  MSSNY. 

To  this  end,  the  committee  believes  a registry  of  speakers 
must  be  approved  by  the  Council  from  the  recommenda- 
tions of  the  county  medical  societies.  The  speakers  must 
be  provided  with  approved  position  papers  and  given  the 
authority  to  speak  locally  for  MSSNY  or  the  county  med- 
ical societies  on  current  issues.  The  travel  expenses'll  the 
members  of  this  bureau  should  be  underwritten  by 
MSSNY.  Staff  was  instructed  to  prepare  a fiscal  note  for 
this  recommendation  and  to  develop  a representative  list 
of  potential  speakers  for  consideration  of  the  Council. 

The  committee  discussed  at  length  the  need  for  coun- 
cilors, officers,  and  delegates  being  available  for  appear- 
ances at  hospital,  district  branch,  and  county  medical  so- 
ciety meetings.  The  committee  recommended  to  the 
Council  that  there  be  regular  annual  meetings  of  MSSNY 
and  county  medical  society  officers  and  at  least  twice  an- 
nual meetings  of  county  medical  society  executives  with 
the  Executive  Vice-President.  The  Council  approved  this 
recommendation. 

The  committee  firmly  believes  that  the  substantial  cost 
of  membership  in  the  federation  suggests  a need  for  in- 
stallment payment  of  dues.  While  this  attitude  has  pre- 
vailed for  several  years,  the  various  complications  of  in- 
stallment payment  has  dissuaded  the  MSSNY  from  con 
sidering  it.  However,  the  committee  has  found  that  bank 
credit  card  plans  effectively  negate  the  several  difficulties, 
and  made  the  following  recommendation  to  the  Council: 
“There  has  been  abundant  indication  that  physicians 
would  appreciate  installment  payment  of  their  dues.  The 
committee  therefore  recommends  installment  payment  of 
dues  to  the  Council  and  that  the  solution  to  installment 
payment  problems  is  the  use  of  bank  credit  cards."  It  was 
recommended  that  the  plan  be  referred  to  the  Executive 
Vice-President  for  1979  implementation.  The  Council 
referred  this  recommendation  to  the  Executive  Vice- 
President  to  report  back  to  Council  on  June  8,  1978. 

The  committee  recommends  standardizat  ion  of  county 
medical  society  bylaws  in  view  of  the  recommendation 
made  by  executive  secretaries  present  at  a meeting  of  the 
committee.  It  was  agreed  that  particular  efforts  should 
be  made  to  standardize  those  bylaws  which  over  a period 
of  years  have  caused  confusion  with  regard  to  membership. 
It  was  agreed  that  General  Counsel,  J.  Richard  Burns,  J.D., 
would  be  invited  to  a meeting  to  discuss  bylaws  with  the 
committee. 

The  committee  is  continuing  to  study  all  ways  and  means 
of  encouraging  membership  promotion  on  the  part  of 
county  medical  societies  and  will  give  consideration  to  the 
best  State  Society  support  for  these  county  society  pro- 
grams. 

Respectfully  submitted, 

Duane  M.  Cady,  M l).,  Chairman 


MEMBERSHIP  ( SUPPLEMENTAR  Y) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Membership  held  a meeting  on  May 
18,  1978,  during  which  particular  attention  was  given  to 
Bylaws  which  relate  to  membership  of  interns,  residents, 
and  physicians  in  practice  five  years  or  less.  The  com- 
mittee unanimously  approved  a recommendation  to  the 
Council  that  MSSNY  Bylaws  be  changed  so  that  dues  of 
interns  and  residents  graduated  from  medical  school  five 
years  or  less  be  no  more  than  AMA  dues  for  interns  and 
residents.  The  Council  approved  the  resolution  at  its 
meeting  on  June  8th  and  referred  the  resolution  to  the 
House  Committee  on  Bylaws. 

Mr.  Beaumont  reported  to  the  committee  regarding 
progress  in  the  development  of  a membership  promotion 
program  which  would  involve  hospital  staff  meetings.  “It 
was  apparent,”  he  said,  “that  the  majority  of  the  county 
societies  with  major  medical  problems  found  the  program 
acceptable  and  were  willing  to  put  it  into  operation.” 
Under  this  plan  MSSNY  would  provide  speech  outlines 
and  printed  promotional  materials  for  membership  pro- 
motion talks  by  members  at  their  own  hospital  staff 
meetings.  Staff  was  urged  to  proceed  with  the  imple- 
mentation of  the  program.  This  recommendation  was 
made  to  the  Council  and  the  proposal  was  approved. 

Executive  Vice-President,  Henry  I.  Fineberg,  M.D.; 
Ernest  Mattison.  Director  of  Computer  Systems  and  Ser- 
vices; and  Assistant  Comptroller,  Philip  Keating,  were 
present  for  a discussion  on  the  subject  of  installment 
payment  of  dues.  Explanations  of  bank  credit  card  pay- 
ment and  bank  long  payment  plans  as  solutions  were  pre- 
sented. It  was  the  opinion  of  the  committee  that  further 
information  and  a written  outline  comparing  the  merits  of 
the  various  methods  of  installment  payment  of  dues  should 
be  developed  by  staff  and  presented  as  soon  as  available. 
A recommendation  was  made  to  the  Council  that  in  an 
early  issue  of  the  NEWS  OF  NEW  YORK  an  informal 
survey  be  made  to  determine  the  extent  of  interest  in  this 
concept. 

The  Council  approved  this  informal  survey  and  the 
survey  was  made.  Within  one  month  84  responses  were 
received  recommending  installment  payment  of  dues  as 
a convenience  to  the  member.  The  significance  of  this 
response  will  be  discussed  at  the  next  meeting  of  the 
Committee  on  Membership. 

Respectfully  submitted, 

Duane  M.  Cady,  M.D.,  Chairman 

MEDICAL  SCHOOL  RELATIONSHIPS 
SCIICOMMITTEE  OF  THE  MEMBERSHIP 
COMMITTEE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Medical  School  Relationships 
Subcommittee  of  the  Membership  Committee  are  as  fol- 


lows: 

Richard  N.  Pierson,  Jr.,  M.D.,  Chairman  . .New  York 

John  H.  Carter,  M.D Albany 

Richard  A.  Hughes,  M l) Warren 

Cornelius  J.  O’Connell,  M l) Erie 

Bernard  J.  Pisani,  M.D New  York 

Julius  E.  Stolfi,  M l) Kings 
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The  committee  held  its  first  meeting  on  May  24,  1978. 
At  this  meeting  the  committee  outlined  both  its  goals  and 
the  planned  implementation  of  these  goals.  Basically,  the 
mission  of  the  committee  is  to  encourage  interns  and  res- 
idents to  become  members  of  the  Medical  Society  of  the 
State  of  New  York  and  also  to  encourage  the  involvement 
of  teachers  and  deans  of  New  York  medical  schools  in 
county  medical  society  and  MSSNY  activities. 

The  interest  of  the  teachers  and  deans  seems  likely  be- 
cause now  the  voting  support  of  organized  medicine  has 
become  useful,  even  critical  in  planning  environments  in 
which  medical  schools  have  a need  to  be  heard. 

The  goals  of  the  committee  were  agreed  to  be  as  fol- 
lows: 

1.  Access  to  medical  school  resources. 

2.  Opportunity  to  influence  planning  in  which  they 
participate  (particularly  in  ambulatory  care,  public 
health,  reimbursement  planning,  and  HSA  plan- 
ning. 

8.  Access  to  students  as  present  participants  and  future 
members. 

4.  Access  to  State  Board  of  Education  and  Regents 
with  regard  to  appointments  and  policy  making. 

5.  Grievance  procedures:  protection  of  faculty 

members  from  arbitrary  medical  school  action. 

a.  Unfair  use  of  voluntary  faculty  to  carry  teaching 
loads  disproportionately. 

b.  Unfair  use  of  community  hospitals. 

c.  Entry  of  medical  school  faculties  into  practice 
via  HMOs. 

The  assets  of  the  committee  and  MSSNY.  available  to 
the  accomplishment  of  its  mission,  are  agreed  to  be  access 
to  participating  physicians: 

1.  As  participants  in  CME  programs. 

2.  As  participants  in  alumni  programs. 

3.  As  participants  in  health  planning  which  affects 
medical  schools;  e.g.,  HSA  and  PSRO. 

The  committee  agreed  that  mechanisms  to  the  accom- 
plishment of  their  mission  include  the  following: 

1.  Membership  of  academics  on  significant  CMS  and 
MSSNY  committees. 

2.  Identification  at  medical  school  of  a key  represen- 
tative of  organized  medicine. 

3.  Development  of  relations  with  student  groups. 

4.  Soft -sell  programs:  sponsorship  of  appropriate 

seminars  projecting  the  image  of  county  medical 
society  and  MSSNY  as  effective  organizations. 

5.  Possible  development  of  a medical  journal  parallel 
to  Neu  England  ■ Journal . 

The  committee  proposed  the  following  for  Council  ac- 
tion: 

1.  A letter  from  Dr.  Goldmark  to  the  dean  and  execu- 
tive committee  of  each  medical  school. 

2.  A letter  to  the  Council  of  Deans  of  New  York  State 
Medical  Schools  requesting  that  a MSSNY  repre- 
sentative (could  be  Dr.  Pierson  or  other  represen- 
tative) explore  with  his  council  appropriate  inter- 
action. 

3.  A visit  to  individual  deans  by  the  individual  county 
medical  societies. 

The  letters  proposed  would  outline  the  materials  con- 
tained above;  would  invite  the  comment  of  the  dean  or  his 
representative;  and  would  ask  for  his/her  participation  in 
exploring  an  effective  liaison.  The  subcommittee  will 


propose,  if  the  Council  so  requests,  a draft  for  such  letters. 
The  Council  approved  this  plan. 

The  Council  commended  the  Medical  School  Relation- 
ships Subcommittee  of  the  Membership  Committee  for  its 
excellent  report. 

Respectfully  submitted, 

Richard  N.  Pierson,  -Jr.,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Clarke  T.  Case,  M.D.,  Chairman. 

The  annual  and  supplementary  reports  of  the  Com- 
mittee on  Membership  and  the  report  of  the  Medical 
School  Relationships  Subcommittee  of  the  Membership 
Committee  were  reviewed  and  discussed  by  your  reference 
committee.  We  commend  the  efforts  of  the  Commission 
on  Communications  and  Membership  to  increase  mem- 
bership through  cooperation  with  the  county  medical  so- 
cieties, and  the  attempt  to  obtain  greater  cooperation  with 
medical  schools  in  medical  education  and  medical  school 
student  participation  and  membership. 

Your  reference  committee  recommends  that  these  re- 
ports be  filed. 

. . The  annual  and  supplementary  reports  of  the 

Committee  on  Membership  and  the  report  of  the 

Medical  School  Relations  Subcommittee  were 

FILED. . . 


MEMBERSHIP  BENEFITS  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Membership  Bene- 


fits are  as  follows: 

John  G.  Hamilton,  M.D.,  Chairman  Steuben 

Frank  J.  Fragala,  M.D Westchester 

Vincent  Geraci,  M.D Kings 

Karl  Neumann,  M.D Queens 

Perry  Robins,  M.D New  York 

Thomas  J.  Sheehy,  Jr.,  M.D Nassau 


This  past  year  the  Committee  on  Membership  Bene- 
fits continued  to  develop  the  theme  “Membership  pays, 
it  does  not  cost.”  The  following  new  benefits  were  re- 
viewed by  the  committee  and  approved  by  the  Council: 

. . . Carann  Leasing  Corporation  expanded  their  services 
to  our  membership  to  include  equipment  leasing; 

. . . Eldee  Industries,  distributor  of  major  appliances; 

. . . Champion  Security  Corporation,  distributor  of  se- 
curity, fire  and  smoke  devices; 

. . . Radio  Shack,  Inc.,  distributor  of  electronic  equip- 
ment; 

. . . Parle  Portraits,  portrait  artists. 

All  of  these  vendors  are  offering  our  Society  members 
quality  goods  and  services  at  specially  negotiated  prices. 

The  following  proposed  membership  benefits  were  re- 
viewed by  the  committee  and  referred  to  the  Council  for 
approval:  office  furniture,  a Sports  Club,  additional 

rent-a-car  services,  mini-computers  and  a wholesale  mail 
order  buying  service.  All  of  these  programs  will  offer  our 
physician  members  quality  goods  and  services  at  dis- 
count prices. 
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A survey  of  the  membership  was  taken  to  determine  if 
there  was  sufficient  interest  in  forming  a Credit  Union  for 
the  Medical  Society  of  the  State  of  New  York.  Over  1,500 
members  responded  in  a positive  manner,  with  a planned 
savings  of  over  $1,620,000  annually.  The  Committee  on 
Membership  Benefits  has  recommended  that  a Nominat- 
ing Committee  of  the  Council  present  a slate  of  officers 
from  those  who  volunteered  on  the  Credit  Union  Interest 
Survey  form  to  serve  for  election,  and  that  the  Medical 
Society  of  the  State  of  New  York  proceed  to  form  a Credit 
Union  for  its  members. 

The  Committee  on  Membership  Benefits  will  continue 
to  explore  all  areas  and  means  to  provide  the  membership 
with  meaningful  programs  befitting  the  image  of  the 
Medical  Society  of  the  State  of  New  York. 

Your  chairman  would  like  to  thank  the  members  of  the 
committee  for  the  time  and  energy  they  devoted  Jo  the 
committee. 

In  addition,  I would  like  to  thank  Bernard  M.  Jackson, 
C.L.U.,  and  his  secretary,  Mrs.  Sylvia  Frank,  for  their  staff 
assistance. 

Respectfully  submitted, 

John  G.  Hamilton,  M.D.,  Chairman 


MEMBERSHIP  BENEFITS 
( SUPPLEMENTARY ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Membership  Benefits  has  recom- 
mended to  the  Council  for  their  approval  the  following 
proposed  new  membership  benefits: 

1.  A Physicians’  Buying  Cooperative  where  physician 
members  can  purchase  quality  office  equipment  and 
supplies  at  substantial  discounts; 

2.  The  wholesale  purchasing  of  quality  tires; 

3.  Electronic  blood  pressure  equipment,  floatation 
mattresses  and  pillows  at  special  negotiated  prices 
for  our  physician  members. 

Respectfully  submitted, 

John  G.  Hamilton,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous:  The  following 
report  was  presented  by  Clarke  T.  Case,  M.D.,  Chair- 
man. 

The  annual  and  supplementary  reports  of  the  Com- 
mittee on  Membership  Benefits  were  reviewed,  and  your 
reference  committee  recommends  that  these  reports  be 
filed. 

. . .The  annual  and  supplementary  reports  of  the 
Committee  on  Membership  Benefits  were  FILED  . . 

ADVISORY  COMMITTEE  TO  THE 
AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS,  NEW  YORK  STATE  SOCIETY, 
INC. 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Advisory  Committee  to  the  Amer- 
ican Association  of  Medical  Assistants,  New  York  State 
Society,  Inc.,  are  as  follows: 


David  Safadi,  M.D.,  Chairman  Tompkins 

Anthony  F.  Fragola,  M.D Suffolk 

Carl  C.  Sansocie,  M.D Monroe 


The  19th  Annual  Meeting  of  the  Association  was  held 
April  27-30,  1978,  at  the  Island  Inn,  Westbury,  Long 
Island.  Mrs.  Wini  Schwartz,  AAMA  President-Elect, 
spoke  to  the  members  of  the  importance  of  communica- 
tions. The  technique  used  was  the  “Message  to  Garcia’’ 
type.  This  clearly  demonstrated  the  continuous  change 
in  alterations  in  verbal  communications  as  the  message 
passed  from  person  to  person. 

Membership  continued  to  grow  during  the  year  1977- 
1978.  Three  new  chapters  were  chartered  this  year.  They 
are  Livingston,  Sullivan,  and  Yates  Chapters. 

Two  scholarship  funds  are  available,  on  a loan  basis,  for 
members  who  are  interested  in  achieving  their  CMA  cer- 
tificate. These  two  scholarships  are  the  Maxine  Williams 
AAMA  Scholarship  (National)  and  the  New  York  State 
Society  (NYSS)  Scholarship,  for  which  we  have  no  takers 
as  yet  this  year.  These  loans  are  available  to  the  members 
who  wish  to  become  CMAs. 

The  Eastern  Central  Regional  Meeting  will  be  held  in 
Hershey,  Pennsylvania,  on  September  16-17,  1978. 

As  organized  medicine  moves  into  an  intense  state  of 
documentation,  peer  review,  and  quality  control,  the  im- 
portance of  each  and  every  member  of  the  AAMA  becomes 
of  greater  centrality  to  the  success  of  the  complex  medical 
practice  that  each  physician  needs.  Without  the  dedicated 
knowledge  of  each  and  every  AAMA  member,  medical 
practice  now  and  in  the  future  would  retreat  to  its  primitive 
and  neanderthal  state.  Each  individual  member’s  self- 
image  and  “esprit  de  corps”  makes  the  practice  of  medicine 
a forward  moving  field  of  endeavor. 

The  AAMA  member  maintains  the  privacy  and  integrity 
of  each  and  every  citizen  that  has  to  maintain  a patient- 
physician  relationship.  This  is  the  greatest  protection 
against  the  onslaught  of  invasion  of  privacy  that  we  are 
faced  with  each  day.  It  is  the  physician’s  sense  of  appre- 
ciation for  the  AAMA  members,  and  their  recognition  of 
the  dedicated  efforts  of  their  medical  assistants  which 
makes  for  the  interest  and  excitement  in  our  work  envi- 
ronment no  matter  what  the  difficulties  and  problems  may 
be. 

The  AAMA  has  as  its  prime  educational  policy  the  desire 
to  develop  the  growth  and  knowledge  of  their  members, 
which  is  responsible  for  each  members’  total  and  intellec- 
tual commitment  to  the  patients  which  they  help  serve. 

This  is  my  last  report  as  chairman,  as  personal  factors 
require  that  I resign  from  participation  in  this  worthy  and 
growing  program.  The  best  of  luck  for  the  future. 

Respectfully  submitted, 

David  Safadi,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Scientific  Ac- 
tivities, Publications,  and  Miscellaneous:  The  following 
report  was  presented  by  Clarke  T.  Case,  M.D.,  Chair- 
man. 

The  report  of  the  Advisory  Committee  to  the  American 
Association  of  Medical  Assistants,  New  York  State  Society, 
Inc.,  was  reviewed  and  your  reference  committee  recom- 
mends that  this  report  be  filed. 

. . .The  report  of  the  Advisory  Committee  to  the 

American  Association  of  Medical  Assistants,  New  York 

State  Society,  Inc.,  was  FILED. . . 
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PUBLICATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 

The  members  of  the  Committee  on  Publications  are  as 
follows: 


Warren  A.  Lapp,  M.D.,  Chairman  Kings 

Arthur  H.  Diedrick,  M D Westchester 

Milton  Gordon,  M.D Suffolk 

Alfred  A.  Angrist,  M.D.,  ex  officio  Queens 

Julius  E.  Stolfi,  M.D.,  ex  officio  Kings 


During  the  past  year  the  Committee  on  Publications 
met  on  only  one  occasion,  on  April  27,  1978.  The  following 
matters  were  considered: 

The  question  of  the  low  subscription  rate  for  the  New 
York  State  Journal  of  Medicine  was  again  discussed, 
keeping  in  mind  that  the  subscription  rate  at  present  is 
entirely  unrealistic.  Without  other  reasons  for  main- 
taining same,  it  was  recommended  that  the  subject  be  again 
reviewed  by  the  comptroller  and,  in  turn,  by  the  adminis- 
tration. The  continuation  of  the  present  policy  is  not 
objected  to  if  the  same  basis  for  its  present  use  continues 
to  prevail. 

It  was  recommended  that  a proposed  series  of  updates 
of  current  practices  and  progress  in  the  various  specialties 
be  again  considered  by  the  publication  of  appropriate  ar 
tides  in  the  Journal.  The  recommendation  was  that  Max 
N.  Howard,  M.D.,  Director,  Divisions  of  Medical  Services, 
be  approached  for  a presentation  of  this  problem  to  the 
Interspecialty  Committee,  and  the  cooperation  of  the 
various  specialties  in  the  Society  be  obtained,  if  possi- 
ble. 

One  of  the  members  of  the  committee  had  recommended 
that  some  conference  space  be  made  available  for  associate 
editors.  It  was  agreed  that  the  library  was  always  available 
for  such  use  and  this  was  recommended. 

The  questionnaire  now  being  distributed  by  David 
Labson  and  United  Media  came  up  for  discussion,  and 
progress  was  noted  in  the  form  of  the  present  distribution 
of  the  questionnaire  to  three  journals  as  a joint  effort. 

The  effect  of  the  new  copyright  law  was  discussed,  and 
it  was  noted  that  Xerox  copies  of  articles  be  limited  to  single 
copies  unless  specific  arrangements  are  made  in  keeping 
with  the  new  legal  requirements  of  the  copyright  law. 

It  was  also  agreed  that  authors  not  be  required  to  submit 
articles  with  a complete  release  transferring  all  rights  to 
their  submitted  material  to  the  New  York  State  Journal 
of  Medicine  and  the  Medical  Society  of  the  State  of  New 
York,  but  rather  that  only  after  an  article  is  processed  and 
found  acceptable  for  publication  will  such  a release  be  re- 
quired, and  that  such  a request,  noting  that  the  article  in 
question  cannot  be  published  until  a full  release  is  ob- 
tained, be  forwarded  with  the  notification  of  the  acceptance 
of  the  article. 

The  committee  endorsed  the  final  stand  taken  by  the 
editor  in  the  matter  of  reprinting  the  article  submitted  bv 
Dr.  Meyerhoff  for  this  purpose. 

It  was  recommended  that  the  membership  be  reminded 
in  the  form  of  an  appropriate  statement  or  announcement 
in  the  Journal  that  if  they  have  particular  views  that  they 
wish  to  present  in  editorial  form,  the  editorial  staff  will  be 
pleased  to  consider  same. 

It  was  agreed  that  because  of  the  backlog  of  case  reports, 
that  the  present  policy  of  complete  cessation  of  acceptances 
of  same  be  altered  so  that  the  number  accepted  would  be 
cut  down  temporarily  until  the  backlog  is  cared  for. 


The  committee  endorsed  the  idea  that  the  New  York 
State  Journal  of  Medicine  and  the  Medical  Society  of  the 
State  of  New  York  receive  a separate  telephone  listing  in 
all  boroughs  or  at  least  in  the  Manhattan  and  Nassau 
County  directories. 

The  increase  in  sections  in  the  Journal,  with  new  section 
editors,  was  discussed.  It  was  recommended  that  these  be 
considered  favorably  if  appropriate  section  editors  can  be 
obtained.  The  establishment  of  a section  in  the  Journal 
on  forensic  medicine  was  deferred.  The  addition  of  Vin- 
cent Tricomi,  M.D.,  Carl  Gemzell,  M.D.,  to  the  Associate 
Editorial  Board  was  considered  and  approved  by  the 
Council. 

Respectfully  submitted, 

Warren  A.  Lapp,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, F^ublications,  and  Miscellaneous:  The  following  re- 
port was  presented  by  Clarke  T.  Case,  M.D.,  Chairman. 

The  report  of  the  Committee  on  Publications  was  re- 
viewed and  discussed  and  your  reference  committee  rec- 
ommends that  this  report  be  filed. 

. . The  report  of  the  Committee  on  Publications  was 

FILED. . . 

RESEARCH  AND  DEVELOPMENT 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Research  and  De- 


velopment are  as  follows: 

Paul  M.  DeLuca,  M.D.,  Chairman  Broome 

Lynn  R.  Callin,  M.D Monroe 

George  L.  Collins,  Jr.,  M.D Erie 

G.  Rehmi  Denton.  M.D Albany 

Ralph  S.  Emerson,  M.D Nassau 

William  M.  Hewlett,  M.D Queens 

Joseph  J.  Kaufman,  M.D Wayne 

Henry  G.  Marshall,  M.D Chemung 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Walter  Scott  Walls,  M.D Erie 

Charles  Weller,  M.D Westchester 


During  the  beginning  of  the  year  1978,  the  administra- 
tion of  the  Medical  Society  of  the  State  of  New  York 
reorganized  the  Division  of  Research  and  Planning,  re- 
naming it  the  Division  of  Computer  Systems  and  Services. 
The  Committee  on  Research  and  Development  feels  that 
this  was  an  outstanding  move  by  the  administration,  in- 
asmuch as  a great  deal  of  the  information  and  the  services 
offered  by  the  consolidated  Division  of  Computer  Systems 
and  Services  are  within  the  area  that  has  been  wwked  on 
by  this  committee  for  some  time.  The  committee  looks 
with  great  pride  at  the  accomplishments  of  the  division  in 
the  area  of  computerization,  systems  and  services,  and  the 
contributions  to  the  Medical  Society. 

At  the  time  the  committee  was  established,  the  primary 
objectives  were  of  looking  at  both  the  internal  and  external 
functions  of  the  Medical  Society  and  reflecting  upon  them, 
proposing  new  and  innovative  ideas  and  concepts.  The 
committee  feels  that  this  has  and  is  being  accomplished. 

One  of  the  primary  functions  that  has  been  developed 
within  the  Department  of  Research  and  Development  and 
under  the  advisement  of  the  Committee  on  Research  and 
Development,  is  that  of  the  evaluation  of  committees  and 
the  committee  structure  within  the  Medical  Society  of  the 
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State  of  New  York.  This  was  undertaken  by  the  com- 
mittee two  years  ago,  however,  there  was  no  action  taken 
upon  the  recommendations.  We  are  pleased  again  to  be 
able  to  work  in  this  area  to  give  direction,  and  document 
the  scope  of  activities  to  the  various  committees  with  the 
hope  that  each  committee  will  become  more  active,  due  to 
documented  direction. 

One  of  the  recommendations  made  by  the  Committee 
on  Research  and  Development,  which  is  now  under  the 
advisement  of  the  administration,  is  that  of  researching 
and  reflecting  upon  the  total  committee  structure  as  a 
project  oriented  structure  rather  than  a subject  oriented 
structure.  The  committee  feels  that  there  are  many  as- 
pects and  benefits  that  can  be  achieved  by  this  type  of 
reorganization.  Both  the  California  Medical  Society,  the 
Texas  Medical  Society,  as  well  as  the  American  Medical 
Association  have  implemented  project  oriented  'com- 
mittees. 

Project  oriented  committees  would  in  essence  mean  that 
there  would  be  a few  more  commissions  than  are  now  in 
existence.  Within  those  commissions,  there  would  be  a 
minimum  number  of  standing  committees,  with  com- 
mittees appointed  on  an  ad  hoc  basis  to  investigate  a par- 
ticular subject  or  topic  area.  After  reporting  their  infor- 
mation back  to  the  commission  and  the  Council,  the  com- 
mittee would  then  be  disbanded  and  the  talents  of  the 
committee  members  could  be  used  in  other  topic  areas  that 
might  come  up  at  a later  time.  We  feel  that  this  would 
reduce  the  expenses  of  the  Medical  Society  in  the  area  of 
committee  meetings,  would  be  more  functional,  and  would 
lessen  the  effect  of  overlapping  responsibilities,  which  is 
now  prevalent  throughout  the  committee  structure. 

Although  the  House  of  Delegates,  at  the  1977  Annual 
Meeting,  rejected  a resolution  which  called  for  the  creation 
of  a consumer  oriented  physician  directory,  it  is  felt  by  the 
Committee  on  Research  and  Development  that  there  is  a 
great  deal  of  pressure  on  organized  medicine  to  develop 
these  types  of  directories.  It  is  also  felt  that  if  the  Medical 
Society  of  the  State  of  New  York  does  not  undertake  a 
project  of  this  type,  that  consumer  oriented  groups  would 
undertake  this  project  without  the  accuracy  which  is  nec- 
essary. Because  of  the  present  attitude  of  consumer 
groups,  the  Committee  and  the  Department  of  Research 
and  Development  is  investigating  this  project  with  the 
possibility  of  having  a full  report  for  consideration  on  this 
subject  matter.  It  is  recognized  that  this  type  of  study 
must  be  in  total,  and  all  aspects  of  it  must  be  taken  into 
consideration.  After  this  has  been  accomplished,  the 
committee  will  make  the  recommendation  to  stand  firmly 
against  the  idea  in  line  with  the  House  of  Delegates  position 
or  to  resubmit  the  idea  of  consumer  oriented  directories 
to  the  Council  for  reconsideration. 

Another  potential  use  of  the  information  gathered  for 
a consumer  oriented  directory  would  be  to  disseminate 
statistical  type  reports  generated  from  this  data  base  to 
HSAs  and  Health  Planning  Agencies.  This  would  be  a 
positive  action,  inasmuch  as  the  data  would  be  captured 
and  reported  by  the  Medical  Society  of  the  State  of  New 
York  in  a statistical  manner  rather  than  an  individual  basis. 
This  data  base  could  also  be  used  by  the  Medical  Society 
of  the  State  of  New  York  to  refute  published  statistics 
gathered  by  governmental  agencies  relating  to  health 
planning. 

Another  topic  which  was  discussed  in  the  committee  were 
the  qualifications  and  legalities  of  the  retention  of  retired 
or  deceased  physicians  records.  This  was  discussed  in 


great  detail,  and  it  was  evident  from  the  discussion  that 
more  research  information  is  needed  on  many  of  the  ideas 
and  concepts  that  were  projected  by  the  committee.  The 
Department  of  Research  and  Development  has  done  a 
great  deal  of  work  in  this  area  and  the  subject  is  now  under 
consideration  and  review  by  MSSNY  General  Counsel.  It 
is  anticipated  that  the  committee’s  recommendations  will 
be  projected  in  a supplemental  report  to  the  House  of 
Delegates,  or  go  before  the  Council  at  a later  time. 

The  committee  feels  that  the  primary  functions  of  the 
committee  are  being  accomplished,  and  the  committee  will 
be  ready  at  all  times  to  assist  and  aid  any  other  committee, 
division,  or  the  administration  requesting  our  assistance 
and  advisement. 

The  committee  wishes  to  compliment  the  divisional  staff 
on  the  growth  that  has  been  shown,  and  we  look  with  much 
pride  upon  the  many  new  developments  and  trends  that 
have  been  created  throughout  the  past  year  and  with  even 
more  pride  at  the  direction  being  created  for  the  future. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous:  The  following  re- 
port was  presented  by  Clarke  T.  Case,  M.D.,  Chairman. 

The  report  of  the  Committee  on  Research  and  Devel- 
opment was  reviewed  and  discussed.  We  heartily  concur 
with  the  recommendation  of  this  committee  that  the  total 
committee  structure  should  be  a project-oriented  structure 
rather  than  a subject-oriented  structure.  We  would  rec- 
ommend to  the  Council  that  they  consider  this  re-orien- 
tation of  committees. 

The  committee  felt  that  the  discussions  for  a con- 
sumer-oriented directory  should  be  studied  with  careful 
attention  to  the  needs  of  the  practicing  physician  and 
consumers.  The  practicability  of  such  a structure  and  its 
basic  contents  should  be  returned  by  the  Committee  on 
Research  and  Development  to  the  Council  for  implemen- 
tation. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Research  and  Development  be 
filed. 

.The  report  on  the  Committee  on  Research  and  De- 
velopment was  FILED. . . 

The  House  voted  to  ADOPT  t he  first  paragraph  of 
this  portion  of  the  reference  committee  report.  . . 

AD  HOC  COMMITTEE  TO  STUDY 
CONVENTION  SITES 

To  the  House  of  Delegates,  I^adies  and  Gentlemen: 

The  Ad  Hoc  Committee  to  Study  Convention  Sites 


consists  of  the  following  individuals: 

Warren  A.  Lapp,  M.D.,  Chairman  Kings 

Bernard  J.  Pisani,  M.D New  Y ork 

Joseph  F.  Shanaphy,  M.D Richmond 

William  C.  Stein,  M.D Niagara 

The  committee  met  at  the  Medical  Society  of  the  State 


of  New  York  headquarters,  on  Wednesday,  February  22, 
1978.  The  purpose  of  this  meeting  was  to  discuss  the 
possibility  of  the  cancellation  of  our  contract  with  the 
Americana  Hotel  and  to  consider  new  ideas  and  sites  for 
our  annual  meetings. 
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After  considerable  discussion  it  was  determined  that  the 
Executive  Vice-President  should  meet  with  Mr.  Heim 
baugh,  Executive  Vice-President  of  the  Americana 
Hotel. 

One  of  the  items  on  the  agenda  was  consideration  of 
separation  of  meetings  of  the  House  of  Delegates  and  the 
Scientific  Sessions.  It  was  pointed  out  that  continuing 
medical  education  would  play  a very  important  role  in  our 
future  final  decisions. 

Following  this  meeting,  the  Executive  Vice-President 
submitted  this  report.  Our  General  Counsel  has  re- 
searched in  depth  the  Medical  Society  of  the  State  of  New 
York’s  contract  with  the  Americana  Hotel  which  extends 
through  1981,  and  finds  that  there  is  no  provision  in  the 
contract  which  permits  us  to  break  the  agreement  at  the 
present  time  under  existing  conditions. 

He  stated  that  he  had  met  with  Mr.  Heimbaugh  and 
expressed  general  dissatisfaction  with  the  entire  situation 
at  the  hotel  during  the  1977  meeting.  It  was  agreed  by  the 
Americana  Hotel  officials  that  what  we  went  through 
during  that  session  left  much  to  be  desired.  The  promise 
was  made  that  this  year  the  difficulties  encountered  would 
be  eliminated  and  that  the  Americana  Hotel  would  give 
preferential  rates  to  the  physician  members  and  staff  in 
1978. 

At  its  meeting  on  April  27,  1978,  the  Council  voted  that 
in  1978  the  Americana  Hotel  would  be  the  convention  site 
as  before.  The  House  of  Delegates  and  the  Scientific 
Sessions  are  to  be  separated — the  change  to  take  effect  as 
soon  as  proper  arrangements  can  be  made,  most  probably 
in  1979. 

In  the  meantime,  our  Executive  Vice-President  has 
notified  the  officials  of  the  Americana  Hotel  that  we  are 
exercising  the  right  to  cancel  the  rental  of  hotel  space  in  the 
Americana  Hotel  in  New  York,  subsequent  to  the  meeting, 
commencing  on  January  16th,  1979. 

Respectfully  submitted, 

Warren  A.  Lapp,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous:  The  following  re- 
port was  presented  by  Clarke  T.  Case,  M.D.,  Chairman. 


The  report  of  the  Ad  Hoc  Committee  to  Study  Con- 
vention Sites  was  reviewed  and  discussed.  Although  our 
contract  with  the  Americana  Hotel  extends  to  1980,  be- 
cause we  have  given  notice  26  months  in  advance,  our  staff 
advises  us  that  our  obligations  to  the  Americana  Hotel  will 
terminate  with  the  1979  Convention. 

Further  research  will  be  necessary  by  this  ad  hoc  com- 
mittee to  decide  when  and  where  to  hold  both  scientific 
meetings  and  House  of  Delegates  meetings  starting  in 
1980. 

Your  reference  committee  recommends  that  the  report 
of  the  Ad  Hoc  Committee  to  Study  Convention  sites  be 
filed. 

. . . The  report  of  the  Ad  Hoc  Committee  to  Study  Con- 
vention Sites  was  FILED . . . 


DISTRICT  HR  A N(  'll  ES 
Second  District  Branch  ( Annual ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Execut  ive  Committee  of  the  Second  District  Branch 
last  met  on  May  2, 1978.  The  resignation  of  Doctor  John 
A.  Billows  as  First  Vice-President  was  accepted  with  regret. 
Doctor  Samuel  Cytryn  of  Levittown  was  appointed  to 
complete  the  term  of  Doctor  Billows.  Doctor  Lawrence 
Ravich  was  appointed  to  fulfill  the  term  of  Doctor  Cytryn 
as  Secretary. 

The  present  list  of  officers  of  the  Second  District  Branch 
is  as  follows: 

President Leonard  Weitzman,  M.D.,  Commack 

First  Vice-President  Samuel  Cytryn,  M.D., 

Levittown 

Second  Vice-President Noel  H.  Miller,  M.D., 


Smithtown 

Secretary Lawrence  Ravich,  M.D.,  Hicksville 

Treasurer  William  H.  Bloom,  M.D.,  Bay  Shore 


Executive  Director Coleman  M.  C.  Fineberg, 

Hauppauge 

It  is  the  feeling  of  the  Executive  Committee  that  a de- 
mographic survey  of  health  care  professionals  rendering 
service  in  New  York  State  would  be  in  the  public  interest. 
As  a first  step  towards  this  demographic  survey  it  is  rec- 
ommended by  the  Executive  Committee  that  a demo- 
graphic survey  of  physicians  be  undertaken  in  the  counties 
of  Nassau  and  Suffolk  by  the  MSSNY  as  a pilot  project. 

A resolution  has  been  offered  to  the  House  of  Delegates 
in  support  of  this  demographic  survey. 

The  Executive  Committee  has  directed  that  a Second 
District  Branch  educational  program  be  prepared  for  de- 
livery sometime  in  the  fall  of  1978.  It  is  felt  that  this 
program  should  not  be  in  competition  with  the  existing 
continuing  medical  education  programs  in  Nassau  and 
Suffolk  Counties  but  should  be  a program  of  interest  to  all 
physicians  and  have  sociological  as  well  as  medical  impli- 
cation. 

The  Second  District  Branch  intends  to  continue  to  op- 
erate so  as  to  fulfill  its  purpose  as  mandated  in  its  Consti- 
tution and  Bylaws  as  noted  herein: 

“The  Second  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York  shall  include  all  members  in  good 
standing  of  the  medical  societies  of  the  counties  of  Nassau 
and  Suffolk. 

“The  purpose  of  the  Second  District  Branch  shall  be  to 
bring  into  one  compact  organization  the  medical  profession 
of  these  counties;  to  provide  educational  opportunities  for 
and  promote  the  scientific  interest  of  the  medical  profes- 
sion; to  diffuse  knowledge  of  the  achievements  of  scientific 
medicine  to  the  public;  to  aid  and  conserve  the  public 
welfare  with  the  Medical  Society  of  the  State  of  New  York 
in  all  possible  ways.” 

Respectfully  submitted, 

Leonard  Weitzman,  M.D.,  President 
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Second  District  Branch  ( Supplementary ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

It  is  with  great,  great  regret  that  I,  as  president  of  the 
Second  District  Branch,  find  it  necessary  to  submit  this 
supplementary  report. 

The  county  executives  of  Nassau  and  Suffolk  counties 
have  agreed  to  form  a bi-county  council  for  the  purpose  of 
encouraging  industry  and  commerce  to  come  into  this  bi- 
county area. 

As  president  of  the  Second  District  Branch,  I suggested 
to  both  county  executives  that  it  is  imperative  as  part  of 
their  presentation  that  there  be  some  adequate  data  con- 
cerning the  availability  of  health  care  services  in  the  bi- 
county area.  I further  advised  them  of  my  suggestion  that 
a demographic  survey  of  health  care  professionals  in  both 
Nassau  and  Suffolk  counties  would  be  quite  in  order  to 
ascertain  the  availability  of  health  services  and  make 
projections  for  needs  for  both  counties  10  and  20  years 
hence. 

The  president  of  the  Nassau  County  Medical  Society, 
Inc.,  Ray  S.  Crampton,  M.D.,  advised  the  Nassau  County 
Executive  that:  “The  Nassau  County  Medical  Society, 
Inc.,  represents  itself  through  its  president,  not  only  with 
the  local  government  but  also  the  Medical  Society  of  the 
State  of  New  York.”  Dr.  Crampton  further  advised  me 
that  “I  would  appreciate  it  that  if  in  the  future  if  you  feel 
it  necessary  to  address  either  of  these  bodies,  that  you  not 
take  it  upon  yourself  to  represent  our  members  without 
previous  authorization.” 

Attempts  to  hold  further  meetings  of  the  Executive 
Committee  of  the  Second  District  Branch  have  been 
fruitless.  The  Nassau  County  Medical  Society,  Inc.,  and 
the  Suffolk  County  Medical  Society,  Inc.,  continue  their 
long  disagreements  concerning  the  allocation  of  candidates 
for  various  positions  in  the  Medical  Society  of  the  State  of 
New  York  and  cannot  seem  to  come  to  any  agreement  to 
unify  action  by  physicians  in  both  counties  on  matters 
relevant  to  health  care  delivery.  I have  been  advised  by 
the  Suffolk  County  Medical  Society,  Inc.,  that  the  present 
president  as  well  as  the  past-president  have,  on  numerous 
occasions,  attempted  to  establish  a dialogue  with  their 
respective  counterparts  in  Nassau  County. 

The  Second  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York  has  attempted  to  fulfill  its  mandated 
purpose  as  noted  in  the  Constitution  and  Bylaws,  as  re- 
ported in  our  original  report.  We  find  ourselves  totally 
frustrated  at  this  point  and  respectfully  request  that  this 
House  of  Delegates  either  give  to  us  the  authority  of  action 
which  we  believe  belongs  to  the  district  branches  or  that 
this  House  dissolve  the  Second  District  Branch  and  save 
itself  the  cost  for  the  operation  of  an  impotent  division  of 
the  Medical  Society  of  the  State  of  New  York. 

Respectfully  submitted, 

Leonard  Weitzman,  M.D.,  President 

Seventh  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen- 

The  Seventh  District  has  been  very  active  in  1977  and 
1978,  particularly  in  our  rural  areas.  This  may  be  indica- 
tive of  a pattern  soon  to  develop  Statewide,  for  which  we 
can  thank  our  local  Health  Systems  Agency  (HSA),  at 
times  in  conjunction  with  the  State  Health  Department. 

Two  major  problems  developed.  In  the  beautiful  Finger 
Lakes  Region,  where  a clear-cut  imbalance  of  hospital  beds 


exists,  an  attempt  was  made  to  add  bed  capacity  to  the 
overloaded  hospital  in  Canandaigua  while  simultaneously 
cutt  ing  beds  in  the  rest  of  the  region.  An  Acute  Care  Task 
Force  of  HSA,  devoid  of  practicing  physicians  or  hospital 
administrators,  came  up  with  a series  of  recommendations 
which  included  conversion  of  Seneca  Falls  Hospital  to  an 
extended  care  facility.  This  set  up  a veritable  storm  of 
local  citizen  protest.  The  burden  of  informing  and  orga- 
nizing the  citizenry  fell  largely  to  the  Seneca  County 
Medical  Society  and,  in  particular,  to  Donald  Bidwell, 
M.D.,  a Seneca  Falls  radiologist.  Our  District  Office  was 
very  active  in  supporting  local  activities  and  in  informing 
and  involving  legislators  at  all  levels.  As  a result,  the  Acute 
Care  Task  Force  Report  was  shelved  by  the  HSA  in  favor 
of  modification  of  a report  originally  prepared  by  a con- 
sortium of  the  eight  hospitals  involved,  which  did  not 
propose  hospital  closure  and  which  was  much  more  ac- 
ceptable to  local  citizens  and  to  physicians  alike. 

The  second  problem  arose  from  an  HSA  attempt  at  re- 
gional Levels  of  Care  designations  in  the  neonatal  field. 
Within  the  three  levels  developed,  almost  all  the  rural 
hospitals  were  assigned  to  the  lowest,  Level  1,  regardless 
of  their  present  capabilities  or  the  presence  of  specialists 
on  their  staffs.  While  there  was  unhappiness  throughout 
the  region  with  these  rigid  and  unrealistic  designations,  it 
fell  to  the  Brockport  region  to  take  action.  Again  it  was 
a single  physician,  this  time  Robert  Boon,  M.D.,  an  ob- 
stetrician-gynecologist on  the  staff  of  Lakeside  Memorial 
Hospital,  who  aroused  public  opinion.  Again,  the  County 
and  District  Societies  were  active  in  his  support,  and  helped 
to  involve  legislators.  A public  protest  meeting  was  held 
in  Brockport,  chaired  by  a State  legislator,  with  the  biggest 
turn  out  known  to  that  village  in  recent  times.  As  a result 
of  public  indignation,  a compromise  formula  was  adopted 
by  the  HSA  which  downgrades  the  importance  of  Levels 
of  Care  designations  in  favor  of  more  realistic  transfer 
agreements  to  be  negotiated  individually  between  hospi- 
tals. While  many  “bugs”  remain  to  be  ironed  out  in  this, 
we  are  hopeful  that  it  will  lead  to  more  fruitful  cooperation 
between  consumers,  providers,  and  the  HSA,  to  the  ulti- 
mate benefit  of  the  public. 

We  have  learned  from  this  that  effective  actions  come 
not  from  physicians  alone,  but  from  the  public  at  large,  that 
doctors  are  effective  when  they  represent  the  public  good, 
and  that  our  rural  societies  and  the  District  can  be  effective 
when  faced  with  a clear-cut  issue. 

An  excerpt  from  an  article  of  the  March,  1978,  Bulle- 
tin-Seventh District  Page  - follows: 

ON  THE  CIRCUIT  IN  THE  SEVENTH  DISTRICT 
By  Thomas  E.  Cardillo,  M.D. 

The  Seventh  District  Branch  has  always  been  active  on 
your  behalf.  The  Perinatal  Levels  of  Care  is  a concrete  exam- 
ple, so  I will  highlight  recent  (5)  meetings  to  demonstrate  how 
the  Seventh  District  Branch  supported  a physician,  a medical 
staff  or  a hospital  at  each  one. 

Historically,  the  perinatal  guidelines  were  promulgated  in 
August,  1976.  We  saw  them  for  the  first  time  in  October, 
1976.  We  met  with  Tony  Mott  and  three  members  of  the 
FLHSA  Board  of  Directors  in  September,  1976.  We  met  with 
the  Chairman  and  members  of  the  Perinatal  Task  Force  on 
Mar.  20,  1977  and  in  the  March  issue  of  The  Bulletin  pub- 
lished the  HSAs  interpretation  of  the  guidelines  and  the  7th 
District  Branch’s  interpretation  of  the  guidelines. 

All  of  these  attempts  to  convince  the  HSA  that  they  should 
modify  the  perinatal  guidelines  failed.  On  Mar.  21,  1977  the 
Executive  Committee  of  the  FLHSA  accepted  the  perinatal 
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guidelines.  From  Mar.  21,  1977  through  Dec  20,  1977  the  7th 
District  Branch  quietly  called  the  perinatal  guidelines  to  the 
attention  of  hospitals,  medical  staffs,  and  supplied  data  and 
information  upon  request.  We  alerted  Senators  davits  and 
Moynihan,  Congressmen  Conable  and  Horton,  State  Senators 
Warder,  Perry,  Eckert,  Volker  and  McFarland,  and  Assem 
blymen  Henderson,  Lee,  Hurley,  Hanna,  Proud.  Frey,  Virgi 
lio,  Robach,  Nagle,  Emery  and  Hawley.  Dr.  Glaser,  as  Presi- 
dent of  the  7th  District  Branch  and  Dr.  Sherman,  as  President 
of  the  Monroe  County  Medical  Society  each  wrote  a letter 
supporting  the  two  levels  of  care.  Despite  this,  on  Dec.  20, 
1977  the  Executive  Committee  of  the  FI.HSA  voted  to  accept 
the  guidelines  and  proceeded  to  label  hospitals.  Fortunately, 
the  7th  District  Branch  efforts,  combined  with  excellent  local 
efforts  on  the  part  of  the  people  of  Brockport,  resulted  in  a 
large  number  of  citizens,  local  politicians  and  legislators  sup- 
porting two  levels  of  care.  The  Dec.  20,  1977  meeting  of  the 
Ff.HSA  Executive  Committee  was  observed  by  200  people 
It  was  such  a typically  ridiculous  display  that  it  shocked  some 
people,  angered  others  and  a lew  just  laughed.  Dr.  Sherman 
wrote  a satire  entitled  “HSA  in  W'onderland"  which  was  pub 
lished  in  the  January  1978  issue  of  The  Bulletin.  Unfortu- 
nately, the  Executive  Committee  repeated  their  performance 
on  Feh.  28,  1978  and  we  have  already  had  a number  of  re- 
quests for  Dr  Sherman  to  republish  "HSA  in  Wonderland  " 

On  Feb.  2,  1978  Dr  Cardillo  met  with  Mr.  Charhonneau. 
the  administrator,  and  the  medical  staff  of  the  Nicholas 
Noyes  Memorial  Hospital  in  Dansville.  The  administrator 
had  requested  a Level  I designation  for  this  hospital.  The 
medical  staff  had  followed  the  Brockport  reports  and  began  to 
question  what  had  happened  at  their  hospital.  The  7th  Dis- 
trict Branch  did  not  intervene,  hut  did  supply  basic  data,  in- 
formation and  described  how  Brockport  approached  the 
problem.  After  I left  that  meeting  the  group  decided  to  op- 
pose the  hospital's  previous  request  for  a Level  I designation. 

A town  meeting  in  Brockport  on  Feb.  9,  1978,  chaired  by 
Mr.  Andrew  Virgilio,  had  600  people  in  attendance  Mr.  John 
Everett,  Chairman  of  the  Board  of  Directors  of  the  FI.HSA 
spoke.  Drs.  Glaser,  Sherman  and  Cardillo  attended  the 
meeting  and  did  not  plan  on  making  statements.  However, 
Mr  Everett  raised  issues  that  required  statements  and  all 
three  made  individual  comments  that  essentially  supported 
two  levels  of  care.  Since  that  meeting  many  letters  have  heen 
published  in  regional  and  local  newspapers  and  our  corre 
spondence  with  legislators  indicates  that  they  understand  the 
situation  and  are  sympathetic  with  the  Brockport  situation 
specifically  and  the  two  levels  of  care  generally. 

On  Feb.  16,  1978  Drs  Boon  and  Cardillo  attended  the  annu- 
al  meeting  of  the  Seneca  County  Medical  Society.  Once  again 
we  discussed  the  perinatal  guidelines  indicating  that  there 
were  two  interpretations  and  then  detailing  what  Brockport 
had  done.  Dr  Boon  and  I were  impressed  with  the  efforts  of 
the  Seneca  Falls  people.  1 first  heard  Dr.  Bidwell's  excellent 
presentation  at  the  7th  District  Branch  Advisory  Council 
meeting  on  Jan  19  and  heard  it  again  at  the  Feh.  28  meeting 
ot  the  HSA  Executive  Committee  in  Corning. 

On  Feb.  22,  1978  the  Board  of  Directors  of  the  FI.HSA  met 
in  Canandaigua  to  adopt  the  Health  Systems  Plan  and  the 
Annual  Implementation  Plan.  An  amendment  to  the  HSP 
was  introduced  by  a member  of  the  Board  and  a resident  of 
Brockport,  Darwin  Palmiere,  Ph  D.  His  amendments  call  for 
the  "the  development  of  a regionw'ide  set  of  mutual  agree- 
ments (which  will  recognize  the  unique  configuration  of  hos- 
pital and  medical  resources  in  each  community  as  well  as  the 
specialized  hospital  and  medical  resources  of  the  region  as  a 
whole)  between  hospitals  and  related  physicians  based  on  the 
guidelines  and  on  community  and  regional  needs."  I realize 
that  at  least  two  interpretations  can  result  from  reading  the 
amendments.  To  those  of  us  who  were  at  that  meeting  it  was 
clear  that  the  Board  of  Directors  were  amending  the  HSP  to 
essentially  state  that  labelling  or  levelling  would  not  be  neces- 
sary if  hospitals  could  negotiate  agreements  between  one  level 
and  another  level.  The  intent  was  clearly  to  allow  a hospital 
to  describe  what  it  is  currently  doing  and  this  would  then  re- 


sult in  a hospital  being  “more  than  a I"  or  “less  than  a II.” 
Under  the  circumstances  a numerical  label  would  not  describe 
the  services  that  a hospital  provides.  The  passage  of  this 
amendment  by  the  Board  of  Directors  of  the  FLHSA  pleased 
me  for  two  reasons:  1 ) it  is  a sensible  solution  to  the  so-called 
labelling  or  levelling  process;  2)  the  FLHSA  Board  of  Direc- 
tors by  their  action  has  understood  that  although  the  Execu- 
tive Committee  is  empowered  to  act  for  the  Board,  the  Board 
can  and  should  make  changes  when  they  feel  it  is  necessary. 

In  response  to  inquiries  from  Drs  Sansocie,  Boon,  Stoll  and 
others,  1 talked  with  several  people  who  were  present  at  the 
Board  meeting  Specifically,  Dr  Peter  Gleason  and  Mr.  Bud 
Danehy  agreed  with  my  interpretation  of  the  amendments. 
As  each  hospital  negotiates  an  agreement  with  a tertiary  hos- 
pital, that  agreement  removes  the  level  designation.  To  fur- 
ther check  and  reassure  you  on  this  issue,  we  are  requesting  a 
meeting  with  representatives  of  the  FLHSA.  Rochester  Re- 
gional Hospital  Association  and  the  7th  District  Branch.  At 
this  meeting  we  will  discuss  the  Palmiere  amendments  and 
ask  for  clarification  with  specific  reference  to  the  levels  of  care 
or  the  use  of  "Regional  Perinatal  Center,"  “Subarea  Perinatal 
Unit,”  and  "Community  Perinatal  Unit.” 

On  Feb.  28,  1978  in  Corning,  New  York,  the  Executive 
Committee  of  the  FLHSA  met  to  discuss  the  Central  Finger 
Lakes  hospital  situation  The  Acute  Facilities  Task  Force 
Report  was  rejected  by  the  Central  Finger  Lakes  Sub-area 
Council,  the  Regional  Hospital  Council  and  the  Executive 
Committee  of  HSA  The  Finger  Lakes  Health  Services  Coop- 
erative reacting  to  the  rejection  came  up  with  an  alternate 
plan.  The  Cooperat  ive  Plan  was  written  jointly  by  the  eight 
hospitals  involved  in  the  counties  of  Wayne,  Ontario,  Seneca 
and  Yates.  While  the  goals  were  similar,  the  plan  was  better, 
generally  acceptable  to  many  groups  and  resolved  a problem 
that  had  resisted  solution  for  many  years. 

Unfortunately,  the  Executive  Committee  of  the  FLHSA 
tried  to  force  the  Acute  Facilities  Task  Force  recommenda 
tion  on  the  CFL  hospitals.  This  resulted  in  their  usual  per 
formance  w hich  is  difficult  to  describe  fairly  and  objectively. 
Mr.  Scudamore  at  the  beginning  of  the  meeting  discussed  the 
rules  and  procedures  that  were  to  be  used  in  conducting  the 
meeting.  Following  this,  the  eight  hospitals  were  each  al- 
lowed five  minutes  to  address  the  Executive  Committee. 
This  was  done  very  well  by  all  concerned  and  w'ith  notable 
presentations  by  Mr.  Marvin  Sands  and  Dr.  Bidwell  Ap 
proximately  70-75  Seneca  Falls  residents  were  in  attendance. 
They  were  interested  observers  and  showed  admirable  re- 
straint Mr.  Scudamore  proceeded  to  violate  almost  all  of  the 
rules  and  procedures  that  he  had  taken  the  time  to  discuss  at 
the  beginning  of  the  meeting.  What  transpired  is  so  unbe- 
lievable that  we  will  publish  an  official  copy  of  the  minutes  as 
soon  as  they  are  made  available  to  us.  Parliamentary  proce- 
dure was  illegally  conducted,  despite  a ruling  by  their  attor- 
ne>  Sadly,  pathetically  and  regrettably,  after  the  usual  rhet 
oric  bv  certain  members  of  the  Executive  Committee,  they  fi- 
nally passed  hours  later  the  original  motion  by  Dr  Peter  Glea- 
son plus  a four  month  study  of  the  Newark  Wayne  Hospital 
situation. 

After  you  read  the  official  minutes  of  that  meeting  in  next 
month's  Bulletin,  you  can  judge  the  accuracy  of  what  I have 
written  here.  I don’t  understand  why  or  how  the  FLHSA  Ex- 
ecutive Committee  missed  the  opportunity  of  responding  to  a 
sensible  motion  which  categorized  the  Central  Finger  Lakes 
Hospital  Plan  as  a reasonable,  acceptable  compromise  to  a 
problem  that  has  been  so  controversial,  been  repeatedly  re- 
jected and  for  years  had  defied  resolution. 

The  joint  Annual  Convention  of  the  Seventh  and 
Eighth  District  Branches  took  place  in  March.  1978.  at  the 
beautiful  Sam  Lord’s  Castle  in  Barbados.  The  Eighth 
District  organized  and  presented  an  excellent  scientific 
program.  The  150  attendees  learned  a great  deal,  and  had 
a thoroughly  wonderful  time  doing  so.  We  express  our 
gratitude  to  our  colleagues  from  the  Eighth  District. 
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Scientific  Program  Selections  follow: 


HUMAN  SEXUALITY  AND  THE  HUMAN  PHYSICIAN 
James  R.  Nunn,  M.D.  - Moderator 
Panelists: 

Robert  C.  Boon,  M.D. 

Richard  Fullerton,  M.D. 

Raphael  A.  Rovere,  M.D. 

Jerome  Rudolph,  M.D. 

Dr.  Nunn  and  the  panelists  presented  an  up-to-date,  frank 
discussion  of  human  sexuality.  I he  panel  candidly  explored 
some  of  the  following  topics  in  Human  Sexuality  that  fre- 
quently are  presented  by  patients  to  the  practicing  physi 
cian. 

Homosexuality  - The  psychosexual  development  of  a ho- 
mosexual person,  early  manifestations,  social  and  Cultural 
problems,  legal  problems  and  community  response. 

Popular  literature  influencing  social  and  cultural  aspects 
of  sexuality:  i.e.,  Playboy,  Penthouse,  Forum,  Hustler. 

Medical  literature  available  for  physician’s  better  under- 
standing of  human  sexuality;  i.e.,  “Human  Sexuality”  and 
“Medical  Aspects  of  Human  Sexuality.” 

Coui  seling  the  patient  with  problems  in  sexuality 

Masturbatory  activity;  Hitte  Report. 

Oral  and  anal  sexual  activity. 

Sex  education  for  preadolescent  and  adolescent:  home7 
school?  relative  aspects. 

Teenager  as  private  patient  requiring  sex  counseling;  i.e  , 
prescription  contraceptives,  confidentiality. 

Most  often  asked  questions  by  high  school  students; 
masturbation,  birth  control  methods,  intercourse,  homo- 
sexuality. 

The  incidence  of  incestuous  relationships  in  our  society 
and  the  significance  of  these  relationships;  father-daughter, 
mother-son,  siblings. 

Living  together  before  marriage. 

Bestiality. 

Open  marriage. 

Dr.  William  Ruhe,  Executive  Vice-President  of  the  AMA 
and  Chairman  of  the  Commission  on  Medical  Ethics,  present- 
ed a brief  overview  of  the  problems  facing  those  who  make 
pronouncements  on  medical  ethics  and  the  changing  societal 
views. 

The  aim  of  this  seminar  was  to  help  the  human  physician 
better  understand  human  sexuality  and  therefore  be  better 
able  to  care  for  his  patients.  The  “new  morality”  and  all  its 
implications  in  human  sexuality  makes  a CME  course  a must 
for  all  practicing  physicians. 

HMO/IPA  HAPPENINGS 
Richard  F.  Treccase 
Thomas  E.  Cardillo,  M.D. 

Notes  by  Thomas  Cardillo.  M.D 

Mr.  Richard  Treccase  described  the  HMO-IPA  model.  He 
stressed  that  each  is  a separate  corporate  entity.  The  HMO 
markets  the  pre-paid  comprehensive  health  care  package. 
The  IPA  provides  the  physicians  who  deliver  the  care  to  the 
HMO  subscribers.  IPA  physicians  agree  to  quality  care,  con- 
trols, and  go  on  risk.  He  took  issue  with  Mr  Manyon  about 
the  number  of  people  who  are  interested  in  HMOs  in  the  Buf- 
falo area.  Apparently  the  HMO-IPA  model  has  made  the  dif- 
ference because  physicians  realize  that  they  must  either  re- 
main strictly  fee-for-service  or  get  involved  in  pre  paid 
through  the  HMO  IPA  model.  To  emphasize  this,  Mr  Tree 
case  drew  a wagon  wheel.  Where  the  huh  is,  is  fee  for  service. 
The  spokes  are  Medicare/Medicaid/HMO/PSRO/HSA/ 
(HP 

I reviewed  the  HMO  ac  tivity  in  the  Rochester  area  and  in 
eluded  the  Joseph  ('.  Wilson  ('enter,  the  Rochester  Area 
HMO,  the  Monroe  Plan  Medicaid  capitation  program,  the  re- 
cent discussions  by  the  Monroe  Plan  and  the  Rochester 
Health  Network  for  an  HMO  IPA  relationship. 


I stressed  that  the  Genesee  Valley  Group  Health  Associa- 
tion closed  panel  pre-paid  program  operating  out  of  one  cen- 
ter has  approximately  a 30,000  enrollment.  It  has  been  in  ex- 
istence for  over  five  years  and  apparently  had  an  operating 
deficit  of  $250,000  in  1977.  It  is  the  one  federally  qualified 
H MO  in  our  area. 

The  (Sidney  Hillman)  RAHMO  program  conducted  a feasi- 
bility study,  had  been  through  the  planning  stage,  and  were 
momentarily  awaiting  an  operational  grant  and  federal  quali- 
fication. 1 discussed  the  problems  that  the  Monroe  Plan 
Foundation  and  the  Medical  Society  of  the  County  of  Monroe 
had  with  RAHMO  on  the  singular  IPA  concept.  We  dis- 
cussed the  problems  that  this  created  for  all  concerned  and 
stated  that  RAHMO  had  decided  to  form  its  own  IPA.  We 
discussed  the  fact  that  HEW  had  withheld  full  designation 
and  that  they  had  to  replace  their  program  director. 

For  the  purposes  of  the  group,  the  Monroe  Plan  Foundation 
and  its  comprehensive  pre  paid  program  ( Health  Watch) 
were  briefly  mentioned  The  important  part  of  this  was  to 
emphasize  that  this  was  a foundation  program  and  not  a(n 
HMO  and  certainly  not  an  HMO-IPA  model. 

I further  confused  the  Monroe  Plan  picture  by  talking 
about  their  efforts  and  their  involvement  in  a Medicaid  capi- 
tation program.  I stressed  that  the  program  was  doing  very 
well  and  that  many,  including  yours  truly,  predicted  that  it 
would  not.  In  my  opinion,  this  means  that  the  Monroe  Plan 
can  and  should  get  hack  into  a Health  Watch-like  program. 
This  would  be  in  addition  to  an  HMO-IPA  effort.  I com- 
pounded the  confusion  by  mentioning  the  discussions  that 
have  gone  on  by  the  Monroe  Plan  and  the  Rochester  Health 
Network 


NUTRITION  CONCEPTS  RELATED  TO 
FOOD  PREPARATION 

BAJAN  STYLE 


Anthony  J.  Federico.  M D. 

Mrs.  Alice  Federico 
Herbert  E.  Joyce,  M.D. 

Notes  by  Thomas  Cardillo.  M D 

Two  chefs  from  the  hotel  participated  in  this  meeting,  and 
discussed  Bajan  food.  The  breadfruit  had  major  hilling  in 
terms  of  abundance,  and  its  protein,  fat,  carbohydrate  and  ca- 
loric content  were  discussed  We  sampled  "potato-like 
chips"  and  a “potato-like  salad."  which  was  made  before  our 
eyes.  Spices,  vegetables  and  pork  meat  cubes  were  also  added 
to  the  raw  breadfruit. 

Dr.  Federico  covered  the  preparation  of  fish  in  more  detail 
than  1 have  ever  heard  or  read  Raw,  pickled,  fried,  deep- 
fried.  broiled,  boiled,  steamed,  poached,  smoked,  baked, 

ETC. 

Dr.  Joyce  gave  us  a new  outlook  on  eggs  - "Ignore  cholester- 
ol and  enjoy  " He  discussed  the  nutritional  minuses  and  the 
egg  came  out  on  top.  Storage  of  eggs  and  the  temperature 
prior  to  using  were  stressed  He  then  discussed  omelettes 
and  souffles  as  thoroughly  as  Dr.  Federico  did  fish. 

After  the  session,  hits  and  pieces  of  recipes  were  added  to  or 
traded  in  a question  and  answer  period. 

INSURANCE  OVERVIEW 

Panelists: 

John  T Manyon,  President, 

Blue  Shield  of  Western  New  York 

Donald  Robertson,  President, 

Genesee  Valley  Medical  Care 

Charles  J Sellers,  Jr  . President, 

Charles  J.  Sellers  & Co.,  Inc. 


544  New  York  State  Journal  of  Medicine/March  1979 


Mr.  Manyon,  President,  Blue  Shield  of  Western  New  York 
discussed  problems  in  administering  Medicare.  Much  of  this 
was  familiar  and  it  seemed  clear  that  the  problems  he  referred 
to  are  inherent  in  the  Medicare  legislation.  Thus,  the  pa- 
tient, the  doctor  and  the  Blues  can't  do  anything  about  it  un- 
less the  law  is  changed.  He  referred  to  similar  difficulties 
with  the  Medicaid  program  and  made  the  statement  that  the 
Medicare  program  is  better  than  the  Medicaid  program. 
Once  again  the  Medicaid  problems  are  inherent  in  the  legisla- 
tion and  people,  doctors  and  those  who  administer  Medicaid 
had  better  realize  this  and  push  for  changes  in  the  legisla- 
tion. 

A discussion  of  HMOs  in  Western  New  York  revealed  that 
in  Buffalo  "only  a small  group  of  people  are  interested  in 
HMOs."  There  are  two  in  Buffalo,  one  with  "massive  federal 
support,”  and  the  other  was  "denied  any  funds.”  Mr.  Man- 
yon stated  that  HMOs  were  not  a panacea  and  that  they  did 
not  represent  the  "answer  to  all  health  care  problems."  It 
was  refreshing  for  those  of  us  in  the  Rochester  area  to  hear 
this  because  as  you  know,  our  Blue  Cross/Blue  Shield  organi- 
zations have  an  entirely  different  attitude  toward  HMOs. 

Mr.  Manyon  then  asked  how  many  HMOs  have  been  start- 
ed since  the  inception  of  the  program?,  how  much  money  has 
gone  into  the  starting  up  of  each  HMO?,  how  many  have  since 
folded?  He  felt  that  the  taxpayers  should  know  that  “the 
HMOs-  promise  remains  unfulfilled."  I thought  he  had  a 
more  objective  attitude  toward  HMOs  than  we  see  in  the 
Rochester  area.  Don  Robertson  was  there  and  maybe  he  got 
the  message.  If  so,  maybe  he  can  carry  it  to  David  Stewart. 
That  leaves  physicians  with  the  responsibility  of  bringing  the 
message  to  Ernie  Saward  and  Bob  Berg,  etc.  Mr.  Manyon 
mentioned  the  4 options  on  National  Health  Insurance  as  re- 
cently presented  by  Secretary  Califano.  He  emphasized  the 
need  for  private  insurance  carriers  as  opposed  to  a govern- 
ment agency  administering  the  program.  He  expressed  his 
hope  that  the  Medicare/Medicaid  problems  would  not  be  re- 
peated in  National  Health  Insurance  legislation. 

Don  Robertson  gave  an  overview  of  his  .40  years  experience 
in  health  care  insurance.  He  emphasized  the  physician,  the 
market  place,  the  consumer  and  the  government.  He  recom- 
mends that  physicians  review  their  role  in  cost  reduction.  He 
felt  that  the  recent  credit  given  to  physicians  in  the  Rochester 
media  for  the  reduction  of  hospitalization  gave  "local  medical 
societies  credibility.”  This  was  in  reference  to  the  Blue 
Cross/Blue  Shield  announcement  of  the  5%  rate  decrease.  He 
then  gave  comparative  prices  of  government  vs.  private  pro- 
grams. This  was  a conservative  cost  comparison  but  still 
showed  that  Medicaid  on  an  individual  basis  costs  the  taxpay- 
er about  $335  more  than  private  insurance.  As  shocking  as 
his  figures  were,  in-depth  analysis  would  show  that  private 
health  care  insurance  is  at  least  50%  cheaper.  I arrive  at  this 
by  estimating  administrative  fees  of  10%  and  50%  respectively 
for  private  and  government  programs.  He  projected  that  by 
1983  the  cost  of  government  health  care  programs  would 
reach  $103  billion  and  this  estimate  does  not  include  National 
Health  Insurance.  He  reviewed  cost  comparisons  on  process- 
ing of  Medicare  claims.  It  was  twice  as  expensive  when  per- 
formed by  a federal  agency  as  opposed  to  two  private  carriers. 
Last,  he  quoted  Mr.  Tierney  (SSAI  and  I know  the  quote  to  he 
accurate.  The  federal  slogans  are  now  an  equation  for  social- 
ized medicine  - escalating  health  care  cost  + 40%  paid  by  the 
federal  government  = a mandate  for  takeover. 

Don  Robertson  alerted  physicians  to  the  fact  that  Mr.  Tier- 
ney is  warning  of  the  fact  that  the  government  plans  to  con- 
tinue irritating  physicians  and  to  make  matters  worse,  will  try 
to  dictate  where  care  is  delivered  and  the  content  of  that  care. 
More  cookbook  medicine. 

Charles  J.  Sellers  covered  11  plans  that  are  available  to 
members  of  the  Medical  Society  of  the  State  of  New  York,  the 
District  Branch  and  local  county  medical  societies. 

It  seems  apparent  that  since  1941  we  have  had  the  best  in- 
surance available.  Many  improvements  have  been  made  over 
the  past  37  years  to  make  it  non-cancellable,  preserving  group 


rates  and  yet  making  individual  rates  available  when  you  can 
no  longer  be  part  of  a group.  On  a group  basis  the  11  plans 
that  we  have  are  superior  to  any  that  are  available.  To  quote 
Charley  Sellers,  "there  is  none  better.”  He  once  again  point- 
ed out  that  the  cost  savings  more  than  covers  the  cost  of  AMA, 
state  and  county  society  dues. 

Lastly,  he  described  a Bankers  Life  Flexible  Program. 
This  involves  life  insurance  with  changing  amounts  of  term 
and  group  life  to  meet  an  individual’s  needs  as  he  ages  and  in- 
creases his  responsibility.  Apparently  computers  have  made 
this  available. 

THE  STATE  OF  THE  PROFESSIONAL 
ORGANIZATION 
Henry  Fineberg,  M.D., 

Executive  Vice-President, 

Medical  Society  of  the  State  of  New  York 
C.  H.  William  Ruhe,  M.D., 

Senior  Vice-President, 

American  Medical  Association 
Dr.  Vic  Tofany  in  the  absence  of  Henry  Fineberg  gave  an 
overview  of  the  Medical  Society  of  the  State  of  New  York. 

1)  Continuing  Medical  Education.  He  described  the 
resolutions  passed  at  the  Annual  Meeting  and  then  stated 
that  the  recording  of  CME  credits  via  a MSSNY  computer 
could  be  used  at  this  meeting  for  the  first  time,  (reproduce 
Instruction  Sheet).  A card  addressed  to  the  MSSNY  has 
instructions,  a physician’s  copy,  and  a copy  for  the  institu- 
tion. It  looks  like  an  easy  and  reliable  way  of  keeping  track 
of  your  category  credits. 

2)  MSSNY  Activities 

a)  NYSHUR  lawsuit.  Remains  in  the  courts  still 
being  heard.  The  injunction  has  been  issued  and  is  still 
in  force. 

b)  No-Fault  Lawsuit.  Still  being  pursued  even 
though  the  injunction  was  refused.  It  is  being  challenged 
on  constitutional  grounds  as  well  as  the  fact  that  it  will  be 
harmful  to  people. 

c)  NYMPAC.  This  new  effort  at  political  action  was 
covered  in  the  context  of  the  legislation  that  we  see  al- 
most daily  and  the  two  lawsuits  mentioned  above.  He 
stressed  that  NYMPAC  did  not  replace  AMPAC  or 
EMPAC. 

d)  Premier  Blue  Plan.  The  Premier  Blue  Plan  was 
briefly  mentioned.  It  sets  a ceiling  on  medical  fees,  it 
pays  nonparticipating  physicians  75%  of  that  fee  and  the 
one  major  problem  is  that  it  interferes  with  a free  choice 
of  physician. 

e)  Dr.  Tofany  discussed  the  recent  shake-up  and/or 
reorganization  of  the  New  York  State  Health  Depart- 
ment. Viewed  negatively,  it  is  a shake-up.  Viewed  posi- 
tively, it  is  a reorganization.  Effectively,  physicians  are 
taken  out  of  regulatory  areas  and  placed  into  the  public 
health  arena.  The  regulatory  area  headed  by  Mr.  Ber- 
man will  he  a powerful  division.  This  being  an  election 
year,  we  will  hear  nice  things  from  Governor  Carey, 
Kevin  Cahill,  Mr.  Berman  and  others. 

f)  New  York  State  Health  Planning  Commission. 
The  bad  news  is  that  they  have  increased  their  personnel 
by  300%.  The  good  news  I am  still  waiting  for  it. 

g)  Dr.  Tofany  discussed  splinter  groups  and  the  ef- 
fect that  they  have  on  the  State  Medical  Society  as  well 
as  component  county  medical  societies.  For  example,  we 
are  now  going  to  have  a New  York  State  Society  of  Spe- 
cialists. In  this  context,  he  once  again  emphasized  that 
Chiropractors,  Podiatrists,  and  Optometrists  pay  more 
dues  to  their  organizations  than  physicians. 

Dr.  Ruhe  gave  a very  stimulating  talk  on  the  AMA.  It  was 
interesting  to  note  that  the  AMA  initially  concentrated  on 
medical  education  and  medical  ethics.  It  now  has  a $60  mil- 
lion budget  and  it  is  a professional  and  scientific  organization 
with  a "socio-economic  and  lobbying  group  image  to  protect 
physicians.”  That  is  the  image  that  the  AMA  has,  even 
though  today  7.5' , of  their  funds  go  into  educational  and  sci- 
entific efforts. 
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If  you  didn’t  know  before,  you  should  know  now  that  it  is  a 
federation  of  50  states  and  5 territorial  medical  societies. 
Some  250  delegates  meet  twice  a year  to  establish  AMA  poli- 
cy. The  Board  of  Directors  meets  ten  times  per  year  and  the 
Executive  Committee  meets  more  frequently.  Each  state 
medical  society  is  allowed  one  delegate  per  1,000  members. 
There  is  one  delegate  per  medical  school,  one  delegate  for 
medical  students,  one  delegate  for  residents,  and  one  delegate 
per  specialty  society.  There  are  eight  major  councils;  five  are 
elected,  the  other  three  are  appointed. 

Dr.  Ruhe  felt  that  we  are  moving  toward  cookbook  medi- 
cine. It  was  his  opinion  that  there  are  two  major  problems: 
1)  government  interference,  and  2)  the  plethora  of  new  organi- 
zations that  will  fragment  the  AMA.  He  emphasized  that 
“what’s  good  for  the  public  will  be  good  for  physicians  and  will 
be  good  for  the  AMA.”  In  the  discussion  period  the  point  was 
made  that  the  recent  increase  in  social  security  withholding 
taxes  will  be  instrumental  in  blocking  National  Health  Insur- 
ance. The  public,  industry  and  even  legislators  are  beginning 
to  realize  the  impact  of  the  recent  social  security  hike.  Many 
predict  that  it  will  be  repealed.  We  should  remember  this  in 
talking  to  patients,  employers,  and  others  in  our  local  area, 
specifically  those  in  favor  of  NHL  Point  out  what  Medicare 
did  to  the  social  security  withholding  tax. 

Dr.  Ruhe  mentioned  medical  schools;  the  original  health 
manpower  bill  was  onerous  but  even  the  compromise  bill  has 
resulted  in  at  least  7 medical  schools  pulling  out  of  t he  capita- 
tion program.  Remind  your  colleagues  that  organized  medi- 
cine helped  to  modify  the  onerous  manpower  bill.  Also  re- 
mind them  that  the  terms  health  care  crisis,  physician  short- 
age and  similar  terms  seem  to  emanate  from  medical  schools. 
It  is  time  that  our  colleagues  in  medical  schools  recognize  that 
we  need  each  other  and  they  should  join  us.  It  would  certain- 
ly make  life  simpler  if  we  get  our  act  together.  Lastly,  Dr. 
Ruhe  emphasized  that  legal  fees  for  the  FTC  investigation  are 
costing  the  AMA  $3,000  per  day.  Your  taxes  support  the 
FTC  lawyers,  but  unfortunately  your  dues  pay  for  the  AMA 
lawyers. 

1 am  convinced  that  the  AMA  serves  the  public,  physicians, 
and  the  general  community.  If  you  don’t  already  belong, 
please  join. 

I have  highlighted  two  major  problems  and  the  joint 
Annual  Convention,  and  took  the  liberty  of  including  ar- 
ticles from  the  Seventh  District  page  in  the  Bulletin. 
While  this  increases  the  length  of  the  Annual  Report,  I felt 
it  important  enough  to  include,  and  I shall  attempt  to 
compromise  by  now  listing  other  activities. 


Advisory  Council  Highlights 

It  is  not  possible  to  detail  the  minutes  of  the  Council 
meetings  in  this  report;  however,  the  highlights  of  the 
meetings  held  can  be  indexed  as  follows: 

MAY,  1977  - Delegate  caucus  met  to  discuss  nomi- 
nations of  MSSNY  slate. 

AUGUST,  1977  - Executive  Director,  President  of 
Seventh  District  Branch,  and  PSRO  Data  Specialist 
met  with  Congressman  Conable  to  discuss  duplicative 
review  systems  (N.Y.S.  Health  Department/Medicaid 
and  HEW/'Medicare)  as  they  related  to  HR3.  Con- 
gressman Conable  was  successful  in  defeating  the  leg- 
islation. 

SEPTEMBER,  1977  - Delegates  met  to  discuss  res- 
olutions to  be  supported  at  the  October  meeting  of  the 
House  of  Delegates,  MSSNY.  HSA  and  PSRO  coor- 
dinating committees  began  to  meet.  While  this  may 
not  seem  of  interest  superficially  to  the  Advisory 
Council,  it  should  be  noted  that  this  is  an  important  in- 
stance in  which  the  Advisory  Council,  through  its 


members,  can  act  in  the  interest  of  the  medical  profes- 
sion. The  PSRO  members  on  the  Coordinating  Com- 
mittee were  your  President,  your  Executive  Secretary, 
and  one  of  the  delegate  members  from  Monroe  Coun- 
ty. It  was  decided  to  expand  the  range  of  travel  pro- 
grams and  work  with  Travel  Dynamics  as  well  as  In- 
trav. 

OCTOBER,  1977  -MSSNY  Annual  Meeting;  the 
need  to  increase  the  political  action  activities  of  orga- 
nized medicine  was  emphasized  very  strongly  by  the 
House  of  Delegates,  and  with  this  intent  in  mind  and 
with  the  knowledge  that  legal  action  which  was  then 
pending  and  anticipated  in  the  future  would  need 
more  funds,  a mandatory  $50  increase  in  dues  to  sup- 
port these  legal  activities  was  voted.  It  was  also  sug- 
gested that  a $100  voluntary  contribution  to  political 
action  be  included  in  the  dues  billing. 

The  Seventh  District  Branch  instituted  a Blue  Mil- 
lion Health  Insurance  Plan  which  previously  had  been 
available  only  to  the  physicians  of  Monroe  County,  but 
now  will  include  all  physicians  of  the  Seventh  District 
Branch  and  their  employees. 

The  District  Branch  officers  elected  in  October, 
1977  are: 

President Gerald  L.  Glaser,  M.D. 

1st  Vice  President  Dallas  E.  Billman,  M.D. 

2nd  Vice  President  Sheppard  Arluck,  M.D. 

Secretary-Treasurer  . . . .Verne  M.  Marshall,  M.D. 

Delegate  David  L.  Koch,  M.D. 

DECEMBER,  1977  - Dr.  Glaser  prepared  a letter 
which  was  read  at  the  December  20,  1977,  FLHSA  Ex- 
ecutive Committee  meeting.  He  recommended  two 
levels  of  care. 

JANUARY,  1978  - Meeting  of  the  Seventh  District 
Advisory  Council,  at  which  hospital  closure  and  Peri- 
natal Levels  of  Care  were  the  main  topics  of  discus- 
sion. 

FEBRUARY,  1978  - Doctors  Glaser,  Sherman,  and 
Cardillo  attended  a town  meeting  in  Broekport  on 
February  9,  1978,  regarding  Perinatal  Guidelines,  at 
which  John  Everett,  Chairman  of  the  FLHSA  Board  of 
Directors,  spoke.  Individual  statements  were  made  by 
the  three  doctors,  all  essentially  supporting  two  levels 
of  care.  Approximately  600  people  attended. 

On  February  16,  1978,  Doctors  Boon  and  Cardillo 
attended  the  Annual  Meeting  of  the  Seneca  County 
Medical  Society  at  which  the  Perinatal  Guidelines 
were  discussed.  Doctors  Boon  and  Cardillo  dis- 
cussed the  guidelines,  indicating  that  there  were  two 
interpretations.  This  explained  what  transpired  in 
Broekport,  and  Doctor  Boon  gave  details. 

At  the  February  22,  1978,  FLHSA  Board  of  Direc- 
tors Meeting  in  Canandaigua,  held  to  adopt  the 
Health  Systems  Plan  and  the  Annual  Implementation 
Plan,  an  amendment  to  the  HSP  was  introduced  by 
a member  of  the  Board,  Darwin  Palmiere,  Ph.D.  His 
amendments  call  for  “the  development  of  a region 
wide  set  of  mutual  agreements  between  hospitals  and 
related  physicians  based  on  the  Guidelines  and  on 
community  and  regional  needs.” 

The  Executive  Committee  of  the  FLHSA  met  in 
Corning,  New  York,  on  February  28,  1978,  to  discuss 
the  Central  Finger  Lakes  hospital  situation.  At  this 
meeting  the  Finger  Lakes  Health  Services  Coopera- 
tive presented  the  Cooperative  Plan,  as  an  alternate 
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to  the  Acute  Facilities  Task  Force  Report  which  was 
rejected  by  the  Central  Finger  Lakes  Subarea  Coun- 
cil, the  Regional  Hospital  Council,  and  the  Execu- 
tive Committee  of  the  HSA. 

APRIL,  1978-  At  the  Seventh  District  Branch  Ad- 
visory Council  meeting  on  April  27,  1978,  the  Council 
recommended  that  we  invite  Mr.  Tom  Galligan,  Direc- 
tor of  Health  Planning  at  the  Minnesota  Medical  Asso- 
ciation, to  address  the  wisdom  of  this  geographical  re- 
gion implementing  the  Minnesota  Medical  Associa- 
tion’s “Guidelines  for  Physicians’  Metropolitan 
Health  Force.”  These  guidelines  relate  to  the  HSAs  in 
Minnesota. 

Respectfully  submitted, 

Gerald  L.  Glaser,  M.D.,  President 

Eighth  District  liranch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Members  at  the  Annual  Meeting  of  the  Eighth  District 
Branch,  held  on  September  8,  1977,  in  Cheektowaga,  New 
York,  elected  the  following  officers  to  serve  a term  of  two 


years: 

President William  C.  Stein,  M.D.,  Niagara 

President-Elect George  Taylor,  M.D.,  Alleghany 

Secretary  Carmelo  S.  Armenia,  M.D.,  Erie 

Treasurer  Harvey  Blanchet,  M.D.,  Orleans 


MSSNY  Delegate  . . Paul  W.  Sum,  M.D.,  Cattaraugus 
At  its  first  Advisory  Council  meeting  following  the  An- 
nual Meeting  in  September,  1978,  the  Council  heard  a 
presentation  of  membership  benefit  programs  of  the 
Eighth  District  Branch  and  of  the  Erie,  Niagara,  Orleans 
and  Genesee  County  Medical  Societies.  The  Council 
adopted  a resolution  to  endorse  the  programs  now  spon- 
sored by  the  tricounty  societies,  and  to  offer  same  to  Dis- 
trict Branch  members.  These  programs  have  been  circu- 
larized to  all  the  members  in  the  Eighth  District  Branch. 
Dialogue  and  discussion  with  each  county  medical  society 
as  to  their  needs  and  expectations  in  the  Eighth  District 
Branch  were  elicited.  Three  major  points  ensued  from  this 
discussion: 

1.  The  District  Branch  should  expedite  communica- 
tions between  the  State  and  county  medical  societies 
and  should  assist  the  district  MSSNY  Councilor  with 
the  duties  imposed  upon  him  by  the  MSSNY  Bylaws. 

2.  The  District  Branch  should  continue  to  serve  as  a 
spokesman  for  matters  pertaining  to  the  practice  of 
medicine  which  are  common  to  several  county  medical 
societies,  especially  in  their  relations  to  governmental 
agencies  and  third  party  agencies  at  the  county,  re- 
gional and  State  levels. 

3.  The  Branch  ought  to  continue  to  organize  a uni- 
fied delegation  to  the  MSSNY  House  of  Delegates  An- 
nual Meeting. 

The  Advisory  Council  also  voted  to  endorse  the  actions 
of  the  Branch  President  in  responding  to  newspaper  stories 
giving  a report  of  the  Health  Systems  Agency  of  Western 
New  York  Task  Force  on  Obstetrics.  The  Task  Force 
recommended  that  Obstetric  Maternity  units  be  elimi- 
nated at  three  area  hospitals  and  reduced  to  four  other 
hospitals  in  Cattaraugus,  Niagara  and  Orleans  counties 
claiming  that  the  reduction  could  lead  to  a lowering  of 
birth-related  deaths  and  a lessening  in  the  incidence  of 
birth-related  brain  damage.  Subsequently,  that  report  of 


the  Task  Force  was  rejected  by  the  Executive  Committee 
of  the  Health  Systems  Agency.  Further,  objections  were 
raised  to  the  unauthorized  release  of  the  Task  Group  Re- 
port before  its  presentation  to  the  HSA  Executive  Com- 
mittee and  the  day  after  the  report  had  been  rejected  by 
the  organization  and  after  the  statistics  incorporated  in  the 
report  had  been  challenged  by  the  Executive  Commit- 
tee. 

The  District  Branch  recognizes  a long-standing  grass 
roots  determination  that  the  MSSNY  House  of  Delegates 
ought  to  amend  the  MSSNY  Bylaws  to  effectuate  the  di- 
rect election  of  Councilors  to  the  MSSNY  by  the  members 
of  each  district  branch;  and  further  to  allow  members  of 
the  AMA  to  elect  their  delegates  to  the  American  Medical 
Association.  As  long  as  this  needed  change  in  the  Society’s 
structure  goes  unanswered,  the  majority  of  members  will 
not  respond  to  voluntary  membership  appeals  of  the  na- 
tional organization. 

The  Annual  Convention,  again  held  in  conjunction  with 
the  Seventh  District  Branch,  was  held  from  March  4 11, 
1978,  in  Barbados,  West  Indies.  The  Annual  Convention 
gives  the  Seventh  and  Eighth  District  Branch  members  an 
opportunity  to  present  and  exchange  ideas  on  socioeco- 
nomic and  political  issues  relating  to  the  current  practice 
of  medicine.  A well  organized  program  under  the  chair- 
manship of  Herbert  E.  Joyce,  M.D.,  Erie  County,  was  ap- 
proved for  Category  I credit  for  the  AMA  Physician’s 
Recognition  Award,  and  was  also  accepted  for  15  pre- 
scribed hours  by  the  American  Academy  of  Family  Phy- 
sicians. 

The  District  Branch  along  with  its  component  county 
medical  societies  is  monitoring  the  development  of  two 
prepaid  health  care  programs  in  our  region.  One  is  to  be 
a staff  model  health  maintenance  organization,  scheduled 
to  be  operational  by  the  Fall  of  1978,  the  other,  an  inde- 
pendent practice  association  model  currently  in  the  plan- 
ning stages. 

Respectfully  submitted, 

William  C.  Stein,  M.D.,  President 

Report  of  Reference  Committee  on  Scientific  Activities, 
Publications,  and  Miscellaneous:  The  following  report 
was  presented  by  Clarke  T.  Case,  M.D.,  Chairman. 

The  annual  and  supplementary  reports  of  the  Second 
District  Branch,  as  well  as  the  annual  reports  of  the  Sev- 
enth and  Eighth  District  Branches  were  reviewed. 

The  report  from  the  Second  District  Branch  notes  that 
there  are  grave  problems  within  this  branch  which  are 
jeopardizing  its  future  existence.  In  fact,  we  received  re- 
ports from  only  three  out  of  the  nine  district  branches, 
indicating  that  there  is  insufficient  activity  or  interest  on 
the  part  of  the  other  district  branch  officers  to  submit  a 
report  to  the  State  Society. 

The  committee  discussed  at  considerable  length  the  role 
of  district  branches  in  the  structure  of  the  State  Society. 
It  became  apparent  that  the  district  branches  do  not  know 
what  their  goals  or  charges  are,  nor  how  to  carry  them  out. 
Throughout  all  the  district  branches,  attendance  at  district 
branch  meetings  is  becoming  increasingly  small,  to  the 
point  that  some  meetings  are  held  in  a side  office  during 
the  course  of  another  scheduled  meeting.  In  addition, 
there  is  extreme  apathy  by  the  membership  of  the  district 
branches  in  the  selection  of  officers  or  participation  in  the 
attendance  of  the  functions  held  by  these  district 
branches. 
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In  view  of  all  these  grave  problems  involving  the  district 
branches,  your  reference  committee  recommends  that  an 
ad  hoc  committee  be  appointed  by  the  president  of 
MSSNY  to  evaluate  the  district  branches  and  render  a 
definitive  decision  at  the  next  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York  as  to  the  future 
direction  of  these  branches. 

If  any  change  is  considered,  it  must  be  brought  through 
the  House  Committee  on  Bylaws. 

Your  reference  committee  recommends  that  these  re- 
ports be  filed. 

. . .The  annual  and  supplementary  reports  of  the  Dis- 
trict Branches  were  FILED. . . 

. . .The  House  voted  to  ADOPT  the  recommendation 
of  the  reference  committee  that  an  ad  hoc  committee 
be  appointed  by  the  president  of  MSSNY  to  evaluate 
the  district  branches  and  render  a definite  decision  at 
the  next  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  as  to  the  future  direction  of  these 
branches.  . . 

Resolution  78-41,  Annual  Mailing  of  Applications 
for  Membership  in  the  Medical  Society  of  the  State  of 
New  York  to  Junior  and  Senior  Medical  Students  in 
the  State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of  Erie 

Whereas,  Medical  students  may  become  student 
members  of  the  Medical  Society  of  the  State  of  New 
York;  and 


Whereas,  It  is  highly  desirable  that  medical  stu- 
dents be  informed  of  that  fact,  to  the  end  that  they 
may  become  acquainted  with  the  purposes,  efforts  and 
benefits  of  the  Medical  Society  of  the  State  of  New 
York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  direct  its  Secretary  to  annually  mail  student 
membership  applications  to  at  least  all  junior  and  se- 
nior medical  students  in  the  State  of  New  York. 

Fiscal  Note:  $500. 

Report  of  Reference  Committee  on  Scientific  Activi- 
ties, Publications,  and  Miscellaneous:  The  following 

report  was  presented  by  Clark  T.  Case,  M.D.,  Chairman. 

The  reference  committee  reviewed  this  resolution,  and 
with  the  concurrence  of  those  present  at  the  hearing,  rec- 
ommended the  following  amended  resolved: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  direct  its  student  officers  to  annually  dis- 
tribute student  membership  applications  to  all  non- 
member medical  students  in  the  State  of  New  York. 
Your  reference  committee  recommends  that  Resolu- 
tion 78-41  be  adopted  as  amended. 

. . The  House  voted  to  ADOPT  Resolution  78-41  as 

AMENDED. . . 


. . .The  House  voted  to  ADOPT  the  reference  com- 
mittee report  as  acted  upon  by  the  House.  . . 
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PUBLIC  HEALTH  AND  EDUCATION 


ACCIDENT  AM)  INJURY  PREVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Accident  and  Injury 


Prevent  ion  are  as  follows: 

John  D.  States,  M.D.,  Chairman  Monroe 

John  0.  Vjeta,  M.D.,  Vice  Chairman  New  York 

Gerald  Adams,  M I) Kings 

Harold  Brandaleone,  M.D New  York 

James  Ij.  Cosgriff*  Jr.,  M.D Krie 

David  R.  Heller,  M.D Putnam 

Jatpes  K.  Holmhlad.  M.D Schenectady 

Marshall  Lepidus,  M.D Suffolk 

Robert  Huszar,  M.D.,  Advisor Albany 


1.  The  committee  met  twice,  on  October  3,  1977,  and 
May  9,  1978. 

2.  A substitute  for  the  question,  “Have  you  been 
treated  for  alcoholism?"  on  a driver  application  renewal 
form  was  discussed  and  agreed,  as  in  the  past,  that  it  should 
be  removed  from  the  questionnaires.  In  its  place,  in  an 
effort  to  identify  a driver  with  an  alcohol  abuse  problem 
which  may  disable  him  for  driving,  the  following  procedure 
is  recommended: 

The  ABSTRACT  OF  RECORD  of  the  driver's  past 
violations  and  accidents  should  be  reviewed  with  each 
renewal  application.  Any  driver  convicted  of  DWI 
(driving  while  intoxicated)  or  DWAI  (driving  while  im- 
paired) shall  be  required  to  have  a physician  examine 
him  and  answer  the  following  questions: 

a.  Is  there  an  alcohol  abuse  problem?  This 
question  shall  be  answered  by  using  one  of  the  com- 
monly available  questionnaires  to  identify  alcohol- 
ics, such  as  the  Michigan  Alcohol  Screening  Tests  or 
a simplified  version  of  it. 

b.  If  the  applicant  has  an  alcohol  abuse  problem, 
is  he  in  a treatment  program? 

c.  How  long  has  he  continuously  abstained  from 
alcohol?  Drivers  should  have  abstained  from  alco- 
hol for  a period  of  two  years  before  being  allowed  to 
return  to  driving. 

The  questions  and  the  procedures  for  the  physician 
will  be  made  available  through  the  brochure,  “Should 
Your  Patient  Drive?,”  which  has  been  under  develop- 
ment by  the  Committee  on  Accident  and  Injury  Pre- 
vention and  the  New  York  State  Health  Department. 

A release  is  to  be  signed  by  the  driver  applicant  for 
the  physician  as  a part  of  the  license  renewal  form. 
The  release  is  to  protect  the  physician  reporting  his 
findings  to  the  Department  of  Motor  Vehicles. 

Confidentiality  of  information  provided  the  New 
York  State  Department  of  Motor  Vehicles  by  the  phy- 
sician is  to  be  strictly  maintained.  The  statement  of 
the  Federal  Department  of  Health,  Education,  and 
Welfare,  that  medical  records  of  all  addiction  patients 
are  strictly  confidential  and  are  not  to  be  opened  ex- 
cept for  their  intended  purpose,  will  be  appended  to 
the  renewal  form  and  any  physician  report  form. 

The  physician  is  to  be  notified  if  the  driver  applicant 
did  not  recall  his  DWI  or  DWAI  conviction  and  that  it 


was  revealed  only  through  the  computer  search  of  his 
Abstract  of  Record. 

The  examining  physician  will  not  be  asked  to  deter- 
mine whether  or  not  the  driver  applicant  is  disabled 
for  driving  or  is  safe  to  operate  a motor  vehicle.  This 
decision  will  be  the  responsibility  of  the  NYS  Depart 
merit  of  Motor  Vehicles  (NYSDMV). 

The  NYSDMV  shall  establish  an  Advisory  Commit- 
tee of  Physicians,  presumably  drawn  from  the  MSSNY 
Committees  on  Alcoholism  and  Accident  and  Injury 
Prevention.  The  Advisory  Committee  shall  establish 
criteria  to  be  used  by  the  NYSDMV  for  the  determina- 
tion of  driv  ing  disability  because  of  alcohol  abuse  and 
acceptable  responses  to  treatment  of  those  determined 
to  he  alcohol  abusers. 

The  above  proposals  were  reviewed  by  the  Committee 
on  Alcoholism  A consensus  could  not  be  reached  because 
of  concerns  over  a definition  of  satisfactory  programs, 
verification  of  driver  participation,  length  of  period  of 
abstinence  and  improvement,  and  substitution  of  current 
driver  rehabilitation  programs.  The  Committee  on  Al- 
coholism agreed  to  continue  their  efforts  to  reach  a con- 
sensus and  plan  to  devote  their  entire  next  meeting  to  these 
issues. 

3.  Marijuana  tests  are  now  available  on  a commercial 
basis  and  may  become  suitable  for  establishing  standards 
of  driver  impairment  The  Federal  National  Highway  and 
Traffic  Safety  Administration  is  currently  undertaking  a 
study  of  feasibility  of  using  these  tests  for  the  establish- 
ment of  driver  impairment  standards.  Their  recommen- 
dations. when  available,  will  be  presented  to  the  committee 
for  implementation  in  New  York  State. 

4.  Regulations  are  being  developed  by  the  NYSDMV 
concerning  vision  standards  for  the  use  of  telescopic  lenses. 
A limited  license  may  be  issued  to  such  drivers. 

5.  A major  campaign  is  being  waged  to  amend  the  New 
York  State  Motorcycle  Helmet  Usage  Law  to  require  hel- 
met usage  by  only  motorcyclists  under  the  age  of  18.  An 
estimated  1,000  motorcycles  rode  through  the  streets  of 
Albany  on  May  8,  1978,  without  helmets  in  support  of  the 
bill.  The  bill  has  been  passed  by  the  Assembly.  Dr.  States 
was  given  Senator  John  Caemmerer’s  (Chairman  of  the 
Senate  Transportation  Committee)  assurances  that  his 
committee  will  not  vote  the  bdl  out  regardless  of  the  As- 
sembly action. 

Dr.  States  reported  that  the  U.S.  Congress  House  of 
Representatives'  Committee  on  Public  Works  and 
Transportation  is  reconsidering  its  action  of  December, 
1975,  which  prohibited  withholding  highway  safety  funds 
by  the  Secretary  of  Transportation  for  those  states  not 
meeting  the  highway  safety  programs.  As  n result,  26 
states  amended  their  helmet  usage  laws.  Dr.  States  ex- 
pects to  testify  before  the  committee  on  June  7,  1978. 

A study  of  motorcycle  accidents,  injuries,  and  fatalities 
in  South  Dakota  was  recently  released.  South  Dakota 
amended  their  helmet  law,  effective  July  1,  1977.  Serious 
and  fatal  injuries  (Abbreviated  Injury  Scale,  AIS-3  are 
greater)  increased  2V2  times  and  central  nervous  system 
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injuries  among  unhelmeted  riders,  5 times  following 
amendment.  Usage  rate  dropped  from  95%  to  50%.* 

Committee  members  are  urged  to  contact  their  legisla- 
tors concerning  amendment  of  the  helmet  law.  Dr.  Lepi- 
dus  will  contact  the  American  Academy  of  Pediatrics  and 
urge  their  opposition  to  the  amendment  of  the  present 
helmet  law.  The  MSSNY,  New  York  State  Society  of 
Orthopedic  Surgeons,  New  York  Society  of  Neurosurgeons, 
American  College  of  Surgeons,  the  Monroe  County  Sher- 
iff s Department,  and  the  Finger  Lakes  Systems  Agency 
oppose  any  change  of  the  New  York  State  Motorcycle 
Helmet  Usage  Law. 

The  committee  expresses  concern  that  Moped  riders  are 
allowed  to  go  without  helmets,  if  the  Mopeds  are  in  the 
under  20  MPH  capability  class.  It  is  recommended  that 
all  cyclists  wear  helmets. 

6.  Review  of  a bill  authorizing  reporting  of  impaired 
drivers  by  physicians  has  been  requested  by  Senator  Tarky 
Lombardi.  The  bill  is  a model  developed  by  the  American 
Medical  Association  and  the  American  Association  of 
Motor  Vehicle  Administrators.  The  bill  provides  immu- 
nity for  physicians  reporting  impaired  drivers.  Strict 
confidentiality  of  the  medical  records  is  required.  The 
State  Department  of  Health  and  State  Medical  Society 
shall  furnish  physicians  educational  information  describing 
disease  and  disorders  that  may  affect  a person’s  ability  to 
operate  a motor  vehicle  safely. 

The  committee  discussed  the  bill  and  recommended 
support  by  the  MSSNY.  This  is  identical  to  the  com- 
mittee’s position  in  1974  when  a resolution  was  introduced 
to  the  MSSNY  House  of  Delegates  by  Dr.  States. 

7.  Legislation  to  establish  a Consumer  Products  Safety 
Bureau  in  the  Department  of  Health  (S-8684;  A-9128-A) 
was  presented  by  Mr.  Leslie  Fisher.  Previous  bills  have 
been  combined  and  simplified.  Principal  duty  of  the  di 
vision  wili  be  to  maintain  surveillance  of  hazards  and  in- 
juries resulting  from  the  use  of  household  products.  A 
$500,000  appropriation  was  requested  as  a part  of  the 
bill. 

The  committee,  after  discussion,  agreed  that  the  bill 
should  be  supported  and  recommended  its  support  bv  the 
MSSNY. 

8.  The  legislative  program  of  the  State  Traffic  Council 
was  reviewed  and  supported. 

9.  Passive  safety  belt  systems  were  discussed.  Cur 
rently,  such  a system  has  been  available  in  the  Volkswagen 
Rabbit  1975,  and  utilizes  a single  diagonal  shoulder  belt 
and  knee  bar,  together  with  a special  seat  design  and  other 
body  collision  features.  Similar  systems  will  become 
available  in  Chevette,  Cadillac  Seville,  Ford  Thunderbird, 
and  other  vehicles  in  the  near  future  and  prior  to  air  bag 
introduction.  Passive  belt  systems  appear  to  be  a more 
acceptable  alternative  than  mandatory  safety  belt  usage 
legislation  which  has  never  been  enacted  by  any  state  in  the 
United  States. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 


* “A  preliminary  estimate  of  the  impac-t  of  revision  of  South 
Dakota  Motorcycle  Helmet  Law  (SIX' 1 , 42-30-4)  on  cyclist  helmet 
use  in  accident,  caused  personal  injury”  November,  1977,  prepared 
for  the  Secretary,  South  Dakota  Department  of  Public  Safety,  1 18 
West  Capitol  Street  Pierre,  South  Dakota  57501.  Colorado  has 
experienced  a 140%  increase  in  motorcycle  accident  fatalities. 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

The  reference  committee  considered  the  report  of  the 
Committee  on  Accident  and  Injury  Prevention  presented 
by  John  D.  States,  M.D.,  Chairman.  We  wish  to  commend 
the  chairman  and  the  members  of  the  committee  on  the 
thoroughness  of  their  report,  and  would  like  to  bring  to  the 
attention  of  the  House  several  items  in  the  report. 

We  concur  with  the  committee  that  continued  research 
in  the  area  of  the  impaired  driver  should  be  encouraged, 
perhaps  working  through  an  organization  such  as  Al-Anon. 
We  support  legislation  providing  immunity  for  physicians’ 
reporting  impaired  drivers  for  whatever  cause.  Strict 
confidentiality  of  medical  records  should  be  required. 

In  view  of  statistics  presented,  we  support  the  use  of 
helmets  when  operating  a motorcycle,  regardless  of  the  age 
of  the  driver. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Accident  and  Injury  Prevention  be 
filed. 

. . .The  report  of  the  Committee  on  Accident  and  Injury 

Prevention  was  FILED  . . . 

. . .In  addition,  the  House  voted  to  ADOPT  the  fol- 
lowing portion  of  the  reference  committee  report: 

We  concur  with  the  committee  that  continued  re- 
search in  the  area  of  the  impaired  driver  should  be 
encouraged,  perhaps  working  through  an  organization 
such  as  Al-Anon.  We  support  legislation  providing 
immunity  for  physicians’  reporting  impaired  drivers 
for  whatever  cause.  Strict  confident  iality  of  medical 
records  should  be  required. 


AGING  AND  NURSING  HOMES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Aging  and  Nursing 


Homes  are  as  follows: 

Robert  Collins,  M.I).,  Chairman  Onondaga 

Albert  F.  R.  Andresen,  Jr.,  M.D Westchester 

Marcelle  d’.  Bernard,  M.D Bronx 

Edmund  Goldenberg,  M.D Broome 

Eli  A.  Leven,  M.D Monroe 

Edward  J.  Lorenze  III,  M.D New  York 

James  A.  Moore,  M.D Albany 

Jack  R.  Muth,  M.D Suffolk 

Leon  M.  Rothman,  M.D Kings 

Paul  W.  Sum,  M.D Cattaraugus 

Garrett  W.  Vink,  M.D Putnam 

George  M.  Warner,  M.D.,  Advisor  Albany 


Since  the  last  meeting  of  the  House  of  Delegates  the 
committee  met  on  December  9,  1977,  and  March  10,  1978, 
and  is  scheduled  to  meet  again  on  May,  19,  1978. 

ACTIONS  TAKEN: 

1 . Resolution  regarding  patient  access  to  records. 

Dr.  Warner  presented  the  amendments  to  the  Of- 
ficial Compilation  of  Codes,  Rules  and  Regulations 
of  the  State  of  New  York  (Health).  These 
amendments  have  been  approved  by  the  State 
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Hospital  Review  and  Planning  Council,  and  are  due 
to  become  effective  July  5,  1978.  Alter  much  dis- 
cussion, a motion  was  made  to  object  to  Public 
Healt  h I .aw  82803  Hill  730. 1 (b)(8)  l II,  t hat  port  ion 
of  the  Section  on  patient’s  rights  which  states  that 
the  patient  must  he  given  direct  access  to  his 
medical  records.  The  following  reasons  lor  this 
objection  were  listed: 

a.  It  would  create  an  “anxiety  reaction”  on  the  part 
of  the  patient  (who  does  not  have  (he  educational 
background  to  give  him  proper  perspective)  to 
learn  of  the  possible  illnesses  mentioned  in  the 
differential  diagnosis. 

b.  It  could  create  undue  depression  for  the  patient  to 
learn  of  an  incurable  illness.  (This  does  not  mean 
that  the  physician  should  not  be  truthful  in  keep 
ing  the  patient  fully  informed  of  his  condition.  In 
these  situations,  a considerate  physician  would  be 
able  to  explain  the  situation  so  as  not  to  take  away 
all  hope  from  the  patient.) 

c.  It  would  deter  physicians  and  other  ancillary 
health  personnel  from  making  notations  in  the 
record  concerning  the  patient’s  mental,  and  emo- 
tional status,  also  observations  concerning  ag 
gressive  or  assaultive  behavior,  hallucinations, 
abnormal  sexual  behavior,  etc.,  for  fear  of  impair- 
ing the  patient/physician  relationship,  again  to  the 
detriment  to  the  patient’s  overall  care. 

d.  It  would  increase  the  cost  of  medical  care  by  en- 
couraging the  physician  to  practice  “defensive 
medicine”  even  more  than  at  present,  by  ordering 
many  unnecessary  laboratory  tests  and  other  di- 
agnostic procedures  in  situations  where  good 
clinical  judgment  would  dictate  that  these  tests 
were  not  necessary  because  of  the  high  improba- 
bility of  the  diagnoses  involved. 

e.  In  addition  to  increasing  the  cost  of  medical  care, 
the  physician  practicing  an  unreasonable  degree 
of  “defensive  medicine"  might  also  order  diagnostic 
procedures  (such  as  cerebral  angiograms,  other 
radiographic  and/or  intrusive  diagnostic  proce- 
dures), the  risks  of  which  outweigh  the  potential 
for  making  a proper  diagnosis. 

f.  By  implication,  the  patient’s  perusal  of  the  record 
makes  him  a “consultant”  to  the  physician  with  the 
potential  of  changing  the  physician’s  judgment  and 
perspective  in  regard  to  treatment  and  overall 
management  of  the  case  — again  to  the  patients 
detriment. 

2.  Review  in  depth  of  the  new  Residential  Health  Care 

Facility  Code  and  Guidelines. 

3.  Accepted  and  approved  distribution  of  the  American 

Medical  Association  guidelines  for  physicians  at- 
tending patients  in  long  term  care  facilities. 

4.  Arranged  an  October  meeting  at  the  Medical  Society 

of  the  State  of  New  York  State  Annual  Meeting. 
The  purpose  of  this  meeting  is  to  be  scientific  and 
educational  to  be  followed  by  a separate  meeting 
for  all  physicians  interested  in  long  term  care. 
Edward  J.  Lorenze  III,  M.D.,  is  chairman  of  the 
committee  for  this  meeting. 

CONTINUED  UNDER  COMMITTEE  STUDY: 

1.  Home  Health  Care  programs. 


2.  Long  term  care  facility  management  of  patients  dis- 

charged from  mental  institutions. 

3.  The  State  Community  Aid  Association  Arden  House 

conference.  Leon  M.  Rothman  M.D.,  represented 
the  Society  at  a follow-up  meeting  on  April  27, 
1978. 

4 A communication  from  Edmund  Goldenberg,  Ml)., 
in  regard  to  evaluation  of  some  procedures  used  in 
nursing  homes  and  the  use  of  professional  per 
sonnel  in  long  term  care  facilities. 

PROBLEMS  WHICH  HAVE  BEEN  DISCUSSED 
AND  ARE  SCHEDULED  FOR  ACTION  BY  THE 
COMMITTEE: 

1.  Standardization  of  forms. 

2.  Free  choice  of  physicians  in  long  term  care. 

3.  Geriatric  medical  education. 

4.  New  York  State  Legislation. 

TOPICS  PLANNED  FOR  CONSIDERATION: 

1.  PSRO  in  long  term  care  facilities  in  New  York 

State. 

2.  Quality  assurance  program. 

3.  Organization  of  New  York  State  physicians  interested 

in  long  term  care. 

The  committee  acknowledged  the  death  of  Herman  W. 
Gruber,  who  was  the  Assistant  Director  of  the  AMA’s  De- 
partment of  Hospitals  and  Health  Facilities,  with  the  ap 
propriate  resolution  which  was  transmitted  to  his  family 
and  the  AMA  Division  of  Professional  Relations. 

The  chairman  is  grateful  for  the  help  and  efforts  of  all 
the  committee  members,  and  wishes  to  express  his  and  the 
committee’s  thanks  for  the  advice  and  help  rendered  by 
George  Warner,  M.D.,  George  J.  Lawrence,  Jr.,  M l).,  and 
Mrs.  Elizabeth  H.  Daepp. 

Respectfully  submitted, 

Robert  J.  Collins,  M I).,  Chairman 

Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

Your  reference  committee  would  like  to  commend 
Robert  Collins,  M.D.,  Chairman,  and  members  of  the 
Committee  on  Aging  and  Nursing  Homes  on  the  excellence 
of  their  report.  Your  reference  committee  concurs  with 
their  stand  opposing  allowing  patients  or  advocates  to  have 
access  to  their  medical  records.  The  prospect  of  allowing 
such  actions  is  fraught  with  danger.  We  recommend  that 
the  guidelines  of  MSSNY  be  followed. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Aging  and  Nursing  Homes  be  filed. 

. . .The  report  of  the  Committee  on  Aging  and  Nursing 

Homes  was  FILED  . . 

. . .In  addition,  the  House  voted  to  ADOPT  the  fol- 
lowing portion  of  the  reference  committee  report: 

Your  reference  committee  concurs  with  their  stand 
opposing  allowing  patients  or  advocates  to  have  access 
to  their  medical  records.  The  prospect  of  allowing 
such  actions  is  fraught  with  danger.  We  recommend 
that  the  guidelines  of  MSSNY  be  followed. 
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ALCOHOLISM 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 

The  members  of  the  Committee  on  Alcoholism  are  as 


follows: 

Stanley  E.  Gitlow,  M.D.,  Chairman  New  York 

LeClair  Bissell,  M.D New  York 

Sheila  B.  Blume,  M.D .Suffolk 

Pasquale  A.  Carone,  M.D Suffolk 

Stephen  M.  Clement,  M.D Erie 

Luther  A.  Cloud,  M.D New  York 

Sidney  S.  Greenberg,  M.D New  York 

Edward  Hanin,  M.D Westchester 

William  L.  Holt,  Jr.,  M.D Albany 

Brian  R.  Nagy,  M.D Chemung 

Hans  J.  Nieporent,  M.D Kings 

William  Leavy,  Advisor  Albany 


The  Committee  on  Alcoholism  recommended  that  al- 
coholism be  classified  as  both  a medical  and  psychiatric 
disease  in  the  International  Classification  of  Diseases.  The 
recommendation  was  submitted  by  New  York  Delegation 
to  the  American  Medical  Association  and  was  adopted  by 
the  AMA  House  of  Delegates.  Close  communication  will 
be  maintained  with  the  chief  medical  officer  in  charge  of 
the  10th  revision  of  the  I.C.D.  in  order  to  ensure  that  the 
World  Health  Organization’s  publication  will  accurately 
reflect  this  concept. 

At  the  urging  of  the  Committee  on  Alcoholism,  the 
MSSNY  successfully  formulated  an  insurance  program 
which  would  yield  adequate  coverage  for  alcoholism 
without  excessive  cost,  but  all  county  medical  societies  have 
not  offered  their  members  this  type  of  coverage.  The 
committee  urges  MSSNY  to  offer  such  coverage  to  mem- 
bers of  county  medical  societies  which  do  not  include 
coverage  for  alcoholism  or  other  drug  abuse  in  their  in- 
surance plans.  Through  Mr.  Bernard  Jackson  and  the 
MSSNY  Division  of  Insurance  and  Membership  Benefits, 
the  success  of  this  policy  will  be  monitored. 

The  committee’s  efforts  to  induce  the  American  Medical 
Association  to  take  a firm  stand  regarding  the  efforts  of  the 
Licensed  Beverage  Industry  and  the  advertising  trades  to 
induce  women  and  young  people  to  increase  their  use  of 
alcoholic  beverages  resulted  in  what  the  committee  could 
only  term  a totally  inadequate  statement.  It  appeared  to 
be  the  result  of  an  extraordinarily  timid  reaction  to  this 
major  public  health  issue  by  the  AMA’s  legal  staff.  Fur- 
ther efforts  to  protect  these  specific  segments  of  the  pop- 
ulation from  this  unconscionable  onslaught  will  con- 
tinue. 

The  Committee  on  Alcoholism  exerted  substantive  ef- 
forts to  modify  certain  of  the  classifications  regarding  al- 
coholism in  the  DSM  III.  A successful  outcome  of  these 
efforts  resulted. 

A prolonged  and  vigorous  interchange  between  the 
Committee  on  Alcoholism  and  the  Committee  on  Accident 
and  Injury  Prevention  has  taken  place  throughout  the  year. 
The  committee  chairman  of  each  of  these  groups  attended 
meetings  of  the  alternate  committees,  and  an  ongoing  effort 
to  achieve  an  improvement  in  the  license  renewal  form  of 
the  Department  of  Motor  Vehicles  is  under  way.  As  yet, 
it  is  still  premature  to  describe  the  precise  form  which  such 
a change  will  take,  but  the  intention  is  to  substitute  that 
question  dealing  with  previous  treatment  for  alcoholism. 

The  major  effort  of  the  Committee  on  Alcoholism  during 


this  year  went  toward  the  formulation  of  a symposium  and 
panel  discussion  which  will  be  held  on  October  24,  1978,  at 
9:00  a.m.  during  the  annual  meeting  of  MSSNY.  This  will 
be  entitled:  “Medical  Discipline:  Dealing  with  Physicians 
Who  Are  Unscrupulous,  Disabled,  and/or  Incompetent.” 
Introduction:  Stanley  Gitlow,  M.D. 

The  purpose  of  this  meeting  is  to  inform  the  membership 
of  some  of  the  detailed  problems  inherent  in  licensure. 
How  is  the  physician  licensed  in  the  State  of  New  York? 
What  circumstances  may  result  in  loss  of  this  license,  and 
what  are  the  mechanisms  by  which  his/her  right  to  practice 
is  protected  and  public  welfare  is  maintained?  Another 
major  issue  to  be  addressed  will  be  that  of  the  approach  to 
issues  of  incompetence  by  means  of  discipline  versus  re- 
certification. Finally,  the  overriding  problem  of  the 
credibility  of  medical  discipline  and  competence  to  the 
citizens  of  the  State  of  New  York  will  he  examined. 

The  Committee  on  Alcoholism  gave  assistance  to  the 
Physicians’  Committee  in  their  efforts  to  obtain  the  help 
of  the  Commissioner  of  Health  and  the  State  Legislature 
to  ensure  their  ability  to  continue  to  deal  with  the  disabled 
physician  in  an  ex  officio  manner. 

The  committee  recommended  to  the  Council  and  the 
Council  approved  that  every  effort  be  made  to  achieve  the 
passage  of  Assembly  Bill  A- 10121  which  would  permit  a 
physician  to  voluntarily  surrender  his  registration  to  the 
Board  for  Professional  Medical  Conduct  when  he  is  tem- 
porarily incapacitated  for  active  practice.  This  modifi- 
cation of  the  Public  Health  Law  would  result  in  the 
avoidance  of  a full  disciplinary  action  by  the  Board  of  Re- 
gents in  dealing  with  sick  and  disabled  physicians. 


Respectfully  Submitted, 

Stanley  E.  Gitlow,  M.D.,  Chairman, 

Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

We  commend  Stanley  E.  Gitlow,  M.D.,  Chairman,  and 
his  committee  for  the  completeness  of  their  report,  and 
wish  to  point  out  that  several  county  medical  societies  offer 
insufficient  coverage  in  their  insurance  programs  for  their 
physicians  who  are  admitted  to  hospitals  for  treatment  of 
alcoholism.  We  feel,  as  does  the  committee,  that  this 
should  be  corrected.  Further,  some  county  medical  so- 
cieties do  not  offer  adequate  disability  coverage  for  phy- 
sicians who  may  wish  to  seek  treatment  for  alcoholism, 
thus,  encouraging  them  to  defer  treatment.  We  feel  it  is 
imperative  that  this  be  corrected  forthwith.  The  com- 
mittee wishes  to  point  out  that  MSSNY  insurance  dis- 
ability and  overhead  programs  do  include  this  coverage. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Alcoholism  be  filed. 

. . .The  report  of  the  Committee  on  Alcoholism  was 

FILED . . . 

. . .In  addition,  the  House  voted  to  ADOPT  the  fol- 
lowing portion  of  the  reference  committee  report: 

We  commend  Stanley  E.  Gitlow,  M.D.,  Chairman, 
and  his  committee  for  the  completeness  of  their  re- 
port, and  wish  to  point  out  that  several  county  medical 
societies  offer  insufficient  coverage  in  their  insurance 
programs  for  their  physicians  who  are  admitted  to 
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hospitals  for  treatment  of  alcoholism.  We  feel,  as 
does  the  committee,  that  this  should  be  corrected. 
Further,  some  county  medical  societies  do  not  offer 
adequate  disability  coverage  for  physicians  who  may 
wish  to  seek  treatment  for  alcoholism,  thus,  encour- 
aging them  to  defer  treatment.  We  feel  it  is  impera- 
tive that  this  be  corrected  forthwith.  The  committee 
wishes  to  point  out  that  MSSNY  insurance  disability 
and  overhead  programs  do  include  this  coverage. 


CANCER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Cancer  are  as  fol- 


lows: 

Charles  E.  Rogers,  M.D.,  Chairman  Nassau 

I.  Joseph  Aprile,  M.D Queens 

Daniel  Burdick,  M.D Onondaga 

Richard  G.  Cooper,  M.D Erie 

John  A.  Finkbeiner,  M.D Manhattan 

Bernard  Gardner,  M.D Kings 

Thomas  P.  Hamilton,  Jr.,  M.D Jefferson 

John  W.  Hirschfeld,  M.D Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Daniel  G.  Miller,  M.D New  York 

Guy  F.  Robbins,  M.D New  York 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

William  P.  Simmonds,  M.D Warren 

Arthur  A.  Stein,  M.D Albany 

Herbert  Volk,  M.D Bronx 

Nicholas  G.  Bottiglieri,  M.D.,  Advisor  Conn. 

Gerald  P.  Murphy,  M.D.,  Advisor  Erie 

Peter  Greenwald,  M.D.,  Advisor Albany 


The  Committee  on  Cancer  met  on  three  occasions  since 
last  reporting  to  this  body. 

Thyroid  Cancer  Screening.  The  committee  consid- 
ered a legislative  inquiry,  directed  to  Peter  Greenwald, 
M.D.,  concerning  the  need  for  a Statewide  thyroid  cancer 
screening  program. 

It  was  the  unanimous  opinion  of  the  committee  that  no 
action  was  necessary  or  indicated  at  the  time,  other  than 
a reaffirmation  of  the  previous  position  taken  in  1976,  and 
approved  by  the  Council  of  the  Medical  Society  of  the  State 
of  New  York  on  December  16,  1976.  The  committee  felt 
that  the  benefits  to  be  derived  from  a mass  screening  pro- 
gram would  not  be  sufficient  to  warrant  the  cost  of  the 
program  and  that  the  yield,  notwithstanding  the  cost, 
would  be  extremely  small.  It  was  felt  that  the  citizens  of 
the  State  of  New  York  had  adequate  facilities  available  for 
the  detection  and  treatment  of  the  disease. 

The  position  paper  is  requoted  herein  for  information: 

The  Medical  Society  of  the  State  of  New-  York,  in 
October,  1975,  considered  the  problems  surrounding 
possible  side  effects  resulting  from  x-ray  treatment 
given  to  children  between  the  late  1930s  and  early 
1960s  for  head  and  neck  abnormalities  and  advised  as 
follows: 

At  the  time,  x-ray  was  deemed  a medically  safe 
and  effective  procedure  for  shrinking  tonsils,  ade- 
noids, and  the  thymus  gland,  as  well  as  for  treatment 
of  other  benign  conditions.  Although  this  type  of 
treatment  has  been  generally  discontinued  for  at 


least  15  years,  recent  evidence  suggests  that  persons 
who  received  it  are  at  a higher  risk  of  developing  be- 
nign or  malignant  thyroid  growths. 

Compared  to  other  types  of  cancer,  thyroid  cancer 
is  uncommon.  The  type  of  cancer  associated  with 
x-ray  treatment  grows  slowly  and  has  a high  cure 
rate. 

The  MSSNY  urges  persons  who  had,  or  suspect  that 
they  had,  x-ray  treatment  of  the  head  or  neck  during 
childhood  or  adolescence,  to  contact  their  physician 
for  a check-up. 

Persons  who  do  not  have  a personal  physician  can 
seek  referral  to  a physician  by  writing  to  their  local 
medical  society  or  their  hospital  for  referral  to  a 
physician. 


Laetrile.  The  laetrile  legislation,  then  pending,  was 
considered  and  the  committee  persisted  in  its  prior  rec- 
ommendation to  the  Council,  which  recommendation  was 
previously  approved  by  the  Council  on  June  9,  1977.  It 
follows: 

The  Medical  Society  of  the  State  of  New  York  be- 
lieves that  there  is  no  scientific  evidence  that  laetrile  is 
effective  or  safe  in  treating  or  preventing  cancer,  and 
that  making  it  available  to  cancer  patients  could  prove 
medically  detrimental. 

Patients  who  are  persuaded  of  the  effectiveness  of 
laetrile  as  a treatment  for  cancer  often  postpone  seek- 
ing proven  medical  treatment  which  may  eradicate  or 
ameliorate  the  disease,  and  such  delay  may  allow  pro- 
gression from  a curable  to  an  incurable  situation. 

In  addition,  some  patients  w'ho  may  be  considered 
terminal  in  one  center  may,  in  fact,  respond  to  the 
newest  therapies  available.  The  decision  that  there  is 
no  further  treatment  which  has  any  chance  of  benefit 
is  a highly  sophisticated  one.  Those  who  advocate  the 
use  of  laetrile  as  a treatment  for  malignancies  in  effect 
exploit  the  victims  of  cancer  and  their  families  by  of- 
fering unfounded  representations  that  the  patient’s 
cancer  will  be  cured. 

The  committee  members  agreed  to  make  themselves 
available  for  testimony  at  a possible  hearing  by  the  Com- 
mittee on  Health  of  the  State  Assembly. 

Certain  committee  members  wrote  to  various  legislators, 
including  Senator  Lombardi,  expressing  their  personal 
opposition  of  the  bill.  It  was  the  Senator’s  view,  that  it 
made  little  difference  whether  New  York  did  or  did  not 
legalize  the  use  of  laetrile,  since  New  Jersey  already  had 
done  so  and  it  was  merely  a matter  of  crossing  a river  to 
obtain  the  material.  This  position  was  not  shared  by  the 
committee  and  it  felt  that  merely  because  New  Jersey 
chose  to  pursue  an  imprudent  course  was  no  reason  for 
New  York  to  follow. 

The  bill  passed  both  houses,  but  was  again  vetoed  by 
Governor  Carey.  To  date,  the  veto  has  not  been  overrid- 
den and  it  appears  as  if  it  will  not  be. 

Cancer  Remedies  Act.  The  committee  again  recom- 
mends to  this  body  that  it  give  all  possible  aid  to  the  pre- 
sentation and  enactment  of  a Cancer  Remedies  Act.  Had 
such  an  act  as  has  been  proposed  in  the  past  been  enacted, 
proponents  of  the  laetrile  legislation  would  have  found  it 
a difficult,  if  not  an  impossible,  road  to  transit  in  pushing 
the  statute. 

Breast  Cancer.  The  committee  is  pleased  to  be  able 
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to  report  positively  on  the  implementation  of  a section  of 
a resolution  it  offered  in  1977.  The  pertinent  section  of 
the  resolution  is  quoted  for  information: 

Resolved,  That  the  Committee  on  Cancer  recom- 
mend to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York,  that  it  urge  changes  in  the  New 
York  State  Hospital  Code  to  mandate  palpation  of  the 
breasts  as  part  of  the  physical  examination  on  all  pa- 
tients admitted  to  a hospital  and  the  recording  of  the 
results  in  the  chart. 

The  good  news  is  that  the  segment  requiring  examina- 
tion of  the  breasts  and  recording  the  results  in  hospital 
charts  is  now  a code  requirement.  The  bad  news  is  that, 
so  far  as  is  known,  the  remaining  three  resolveds  have  not 
been  implemented. 

Marijuana.  The  committee  considered  the  use  of 
marijuana  in  the  treatment  of  glaucoma  and  as  an  adjunct 
to  chemotherapy  in  cancer  patients.  It  chose  not  to  offer 
an  official  position  on  the  matter  at  that  time  because  of 
inconclusive  evidence  in  the  sketchy  reports  available. 
However,  the  consensus  was  that  good  research  is  needed 
in  this  area  and  hopes  that  such  can  be  accomplished. 

Delaney  Amendment.  The  matter  of  the  so-called 
“Delaney  Amendment”  was  discussed.  The  members  may 
recall,  that  this  was  an  amendment  to  the  Federal  Food, 
Drug,  and  Cosmetic  Act  which  has  enabled  and  prompted 
many  recent  administrative  rulings  such  as  those  on  sac- 
charin, cyclamates,  red  dye,  and  other  food  additives. 

Despite  the  fact  that  the  statute  fails  to  provide  for  a 
consideration  of  the  dose-related  incidence  of  the  type  of 
cancer  with  respect  to  the  additive  in  question,  the  com- 
mittee felt  that  it  could  not  adequately  investigate  the 
justice  of  the  proviso,  could  not  reach  a consensus,  and  that 
no  position  could  be  recommended  at  this  time. 

DES.  The  DES  controversy  was  considered,  and  the 
committee  feels  that  at  the  moment  it  is  not  prepared  to 
recommend  a position  to  the  Council.  It  was  felt  that  the 
number  of  potential  cases  of  cancer  which  might  occur  in 
the  offspring  of  mothers  who  had  taken  DES,  in  the  light 
of  the  present  knowledge  and  clinical  data,  was  small. 
Further,  the  problem  should  be  self-limiting,  since  the 
period  of  DES  use  was  brief. 

The  committee  has  undertaken  to  present  a section  of 
the  scientific  session  at  the  forthcoming  annual  meeting. 
The  general  title  is  to  be  “The  Physician’s  Role  in  Treating 
Advanced  Cancers.”  The  topics  to  be  presented  cover 
mythical  approaches  and  unproven  methods,  chemother- 
apy and  realistic  principles  of  palliation,  principles  of 
continuing  care  and  support  of  cancer  patients,  and  the 
utilization  of  home  care  hospices.  Provision  has  been 
made  for  a discussion  and  question  and  answer  period. 

The  committee  wishes  me  to  express  its  deep  apprecia- 
tion toGeorge  J.  Lawrence,  Jr.,  M.D.,  and  his  staff  for  their 
invaluable  assistance,  advice,  and  support  during  the  past 
year,  and  further  wishes  Dorothy  Smith  to  know  that  her 
presence  is  missed.  We  wish  also  to  acknowledge  the  as- 
sistance and  support  of  Peter  Greenwald,  M.D.,  and  Robert 
Whalen,  M.D.  Without  their  support  a number  of  the 
recommendations  would  never  have  been  codified  or  im- 
plemented and  certain  of  the  committee’s  work  would  be 
to  no  avail. 

Respectfully  submitted, 

Charles  E.  Rogers,  M.D.,  Chairman 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

We  commend  Charles  E.  Rogers,  M.D.,  Chairman,  and 
his  committee  for  the  completeness  of  their  report  in  the 
area  of  cancer,  and  wish  to  comment  in  particular  on  a 
Cancer  Remedies  Act.  Had  such  an  act  as  has  been  pro- 
posed in  the  past  been  enacted,  proponents  of  laetrile 
legislation  would  have  found  it  difficult,  if  not  impossible, 
to  push  through  a laetrile  statute.  We  wish  to  point  out 
that,  for  the  second  time,  Governor  Carey  vetoed  laetrile 
legislation. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Cancer  be  filed. 

. . .The  report  of  the  Committee  on  Cancer  was  FILED 


CARDIOVASCULAR  DISEASE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Cardiovascular 
Disease  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman  . .Westchester 

Norman  S.  Amer,  M.D Nassau 

Richard  R.  Banner,  M.D Monroe 

William  J.  Breen,  M.D Erie 

Joseph  T.  Doyle,  M.D Albany 

Abraham  Jezer,  M.D Bronx 

Irving  G.  Kroop,  M.D Kings 

Marie  C.  Rosati,  M.D Staten  Island 

Jerome  A.  Schack,  M.D New  York 

Morris  A.  Shapiro,  M.D Schenectady 

Arthur  Baker,  M.D.,  Advisor Albany 

The  Cardiovascular  Section  of  the  Medical  Society  of 
the  State  of  New  York  was  established  last  year.  The  first 
Section  meeting  occurred  in  October  of  1977  and  the 
subject  was  Nuclear  Cardiology.  This  Session  was  orga- 
nized by  the  American  Heart  Association,  New  York  Af- 
filiate. In  October,  1978,  the  Cardiovascular  Section  again 
will  meet  at  the  Annual  Meeting  and  the  subject  will  be 
Modern  Management  of  Hypertension;  this  meeting  will 
be  sponsored  by  the  New  York  Heart  Association.  In 
October,  1979,  the  section  meeting  will  be  sponsored  by  the 
New  York  Cardiological  Society.  Thus,  we  have  three 
organizations  working  in  concert  in  order  to  provide  ex- 
cellent scientific  sessions  for  the  Cardiovascular  Section 
meetings  at  the  time  of  the  MSSNY  Annual  Meeting. 

At  the  last  meeting  of  the  Cardiovascular  Committee  we 
discussed  Section  207K  of  the  General  Municipal  Law, 
Section  363A  of  the  Retirement  and  Social  Security  Law, 
this  matter  having  been  referred  to  the  committee  as  a 
result  of  an  inquiry  by  Joseph  G.  Metz,  Executive  Director 
of  the  Permanent  Commission  on  Public  Employee  Pen- 
sion and  Retirement  Systems  of  the  State  of  New  York. 
These  sections  contain  presumption  under  law  that  heart 
disease  is  either  service  connected  or  the  result  of  an  acci- 
dent, or  both,  in  firemen  and  policemen  in  New  York  City 
and  Upstate  respectively.  After  appropriate  discussion, 
the  committee  recommended  certain  guidelines  for 
subjects  with  a heart  condition,  presumed  to  have  occurred 
in  the  performance  and  discharge  of  duty.  The  following 
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conditions  should  apply: 

1.  There  must  be  a bona  fide  heart  condition. 

2.  There  must  be  an  unusual  or  excessive  work  effort 

while  the  employee  is  at  work. 

3.  There  must  be  reasonable  time  relationship  between 

the  work  effort  and  the  onset  of  the  claim  disabil- 
ity. 

Later,  the  chairman  of  the  Cardiovascular  Committee 
was  invited  to  appear  at  the  public  hearing  held  on  January 
11.  1978,  by  the  State  of  New  York  Executive  Department 
Permanent  Commission  on  Public  Employee  Pension  and 
Retirement  Systems.  Earlier  in  the  session  the  Mayor  of 
New  York  City  described  the  heart  bill  as  “a  ripoff.” 
Following  his  testimony,  the  Section  chairman  testified, 
giving  the  above  mentioned  guidelines  and  then  answered 
numerous  questions  asked  by  commission  members  about 
the  effects  of  exercise  on  heart  disease,  etc.  It  will  be  in- 
teresting to  see  what  final  decision  is  reached  concerning 
the  heart  bill  . . . will  it  be  repealed  or  not? 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

The  reference  committee  reviewed  the  excellent  report 
of  Charles  A.  Bertrand,  M.D.,  Chairman,  and  his  com- 
mittee, and  wishes  to  commend  him  and  his  committee  on 
several  efforts  he  has  made  in  cardiovascular  disease  on 
behalf  of  MSSNY. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Cardiovascular  Disease  be  filed. 

. . .The  report  of  the  Committee  on  Cardiovascular 

Disease  was  FILED . . . 


CHILD  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Child  Abuse  are  as 


follows: 

Marvin  L.  Blumberg,  M.D.,  Chairman  Queens 

Eliza  H.  Caldwell,  M.D Westchester 

Christopher  S.  Demtrak,  M.D Broome 

Dominick  J.  DiMaio,  M.D New  York 

Vincent  J.  Fontana,  M.D New  York 

Theodore  C.  Jewett,  Jr.,  M.D Erie 

Fedor  A.  Kuritzkes,  M.D Queens 

W alter  J.  O’Connor,  M.D Suffolk 

Aaron  R.  Rausen,  M.D New  York 

Doris  L.  Wethers,  M.D New  York 

James  Cameron,  Advisor  Albany 

Bernard  Pollara,  M.D.,  Advisor  Albany 


During  the  past  year  the  Committee  on  Child  Abuse 
has  embarked  aggressively  upon  a multiphasic  program  of 
education  and  action  concerning  the  social,  psychological, 
medical,  and  legal  aspects  of  child  abuse  and  neglect.  Our 
first  effort  was  a sensitization  campaign  for  physicians  and 
hospital  administrators.  Posters  were  distributed  to  vir- 
tually all  of  the  general  hospitals  in  the  State  of  New  York 
for  posting  in  emergency  rooms.  These  briefly  described 
how  to  recognize  cases  of  maltreatment,  the  State  mandate 
to  report  them,  and  the  procedure  to  follow  in  doing  so. 


Cards  were  mailed  to  approximately  300  hospitals  re- 
questing their  response  as  to  how  they  managed  cases, 
urging  their  establishing  teams  or  committees,  and  offering 
them  consultations,  at  their  requests,  on  matters  of  child 
abuse  and  neglect.  There  were  143  responses  with  37  re- 
quests for  consultations.  Another  approach  was  an  ac- 
quainting communication  with  the  Select  Committee  on 
Child  Abuse  of  the  New  York  State  Assembly.  This  re- 
sulted in  an  assurance  by  the  director  of  cooperation  and 
assistance. 

The  committee  is  attempting  to  induce  the  television 
media  to  present  more  documentary  type  programs  rather 
than  fiction  stories,  which  will  present  the  emotional 
background  and  personality  of  the  abusing  parent  who  is 
a psychopath  rather  than  a criminal,  and  the  preventive 
and  rehabilitative  programs.  At  least  two  of  the  major 
networks  appear  to  be  interested,  and  communication  is 
continuing  with  them. 

A very  productive  enterprise  has  been  the  setting  up  of 
meetings  of  the  committee  chairman  with  the  panel  of 
judges  of  the  Family  Court  of  Queens  and  an  Associate 
Justice  of  the  State  Supreme  Court.  They  evinced  great 
interest  and  declared  their  desire  to  cooperate  by  at- 
tempting to  stimulate  the  creation  of  more  parents  anon- 
ymous groups  and  more  halfway  living-in  homes  for  the 
rehabilitation  of  abusing  or  neglecting  mothers  and  their 
maltreated  children.  The  Associate  Justice  even  affirmed 
his  intention  of  applying  for  enabling  State  funds.  Our 
contact  with  the  judges  and  the  courts  is  ongoing. 

A pilot  project  has  been  developed  for  early  identifica- 
tion of  potentially  abusing  new  parents,  with  the  aim  of 
early  intervention  and  assistance  for  prevention.  A set  of 
confidential  questionnaires  have  been  formulated  to  be 
answered  by  nurses  and  social  workers  involved  with 
perinatal  patients,  concerning  the  professionals’  observa- 
tions of  the  reactions  and  emotions  of  new  mothers  and 
fathers.  The  questionnaires  are  completed  without  the 
patients’  knowledge  and  then  remitted  to  the  Hospital 
Committee  on  Child  Abuse  for  evaluation  and  recom- 
mendations. They  do  not  become  part  of  the  patient’s 
charts.  Two  Queens  hospitals  have  already  implemented 
the  use  of  these  instruments,  and  requests  for  copies  have 
been  answered  to  several  hospitals  in  other  areas  of  the 
State.  Model  questionnaires  for  social  workers  in  other 
Fields  are  now  being  considered  for  identification  of  families 
at  risk  for  child  abuse  or  neglect. 

The  committee  is  investigating  the  possibility  of  eliciting 
funding  for  preventive  programs  by  the  Federal  Depart- 
ment of  Health,  Education,  and  Welfare. 

The  subject  of  child  abuse  and  neglect  and  the  work  of 
the  committee  are  currently  being  presented  at  a number 
of  areal  multidisciplinary  meetings  and  conferences. 

Through  the  efforts  and  sponsorship  of  the  committee, 
the  March,  1978,  issue  of  the  New  York  State  Journal  of 
Medicine  contains  four  articles  on  various  aspects  of  child 
abuse  including  one  by  a judge  of  the  Family  Court. 

The  committee  anticipates  the  continuation  and  ex- 
pansion of  all  of  its  education  and  action  programs. 

Respectfully  submitted, 

Marvin  L.  Blumberg,  M.D.,  Chairman 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 
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The  reference  committee  reviewed  the  report  of  the 
Committee  on  Child  Abuse  and  wishes  to  compliment 
Marvin  L.  Blumberg,  M.D.,  Chairman,  and  committee 
members  for  their  efforts  in  this  very  difficult  and  emo- 
tional area.  We  wish  to  point  out  that  parents  who  abuse 
their  children  are  considered  psychological  problems  rather 
than  criminals.  New  York  State  law  requires  physicians 
to  report  child  abuse  cases  to  their  local  social  services  or- 
ganizations under  penalty  of  a misdemeanor.  Pilot  studies 
are  now  being  instituted  in  two  Queens  hospitals  for  the 
purpose  of  identifying  families  at  risk  for  child  abuse  or 
neglect.  The  Committee  on  Child  Abuse  felt  that  the 
treatment  of  child  abuse  by  family  courts  is  unworkable 
and  that  the  problem  should  be  handled  in  a rehabilitative 
atmosphere  such  as  Parents  Anonymous. 

Your  reference  committee  feels  that  this  is--a  serious 
problem  and  urges  further  efforts  in  the  study  of  this  dis- 
ease. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Child  Abuse  be  filed. 

. . .The  House , after  discussion,  voted  to  REFER  the 
annual  report  of  the  Committee  on  Child  Abuse  back 
to  the  committee  for  further  study  . . . 

CONTINUING  MEDICAL  EDUCATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Continuing  Medical 


Education  are  as  follows: 

Bernard  J.  Pisani,  M.D.,  Chairman New  York 

Melvin  H.  Becker,  M.D New  York 

Marvin  L.  Bloom,  M.D Erie 

Edward  D.  Coates,  M.D Greene 

Louis  J.  Delli-Pizzi,  M.D Nassau 

Peter  B.  Farnsworth,  M.D Westchester 

William  C.  Felch,  M.D Westchester 

Solomon  Hershey,  M.D Bronx 

William  Mackler,  M.D New  York 

William  F.  Mitty,  Jr.,  M.D New  York 

William  P.  Nelson,  III,  M.D Albany 

Stephen  Nordlicht,  M.D New  York 

James  R.  Nunn,  M.D Erie 

Ward  L.  Oliver,  M.D Schoharie 

Robert  L.  Patterson,  Jr.,  M.D New  York 

Richard  L.  Pearlman,  M.D Staten  Island 

Bernard  S.  Post,  M.D Nassau 

Theodore  J.  Prowda,  M.D Oneida 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Morris  T.  Tanenhaus,  M.D Kings 

John  R.  Williams,  Jr.,  M.D Monroe 

Tamarath  K.  Yolles,  M.D Suffolk 

Julia  Freitag,  M.D.,  Advisor  Albany 

Roger  C.  Herdman,  M.D.,  Advisor  Albany 

John  F.  Roach,  M.D.,  Advisor Albany 

Allen  M.  Dennison New  York 


Since  the  House  of  Delegates  mandated  participation 
in  Continuing  Medical  Education  as  a condition  for 
maintaining  MSSNY  membership,  the  Committee  on 
Continuing  Medical  Education  has  been  developing  plans 
for  implementing  the  mandate,  which  becomes  effective 
on  March  1,  1981. 

Survey  Program.  The  following  institutions  have  been 
surveyed  for  CME  by  the  Survey  Team  of  the  Committee 
on  CME  since  the  last  Annual  Convention  in  October,  1977: 
St.  Luke’s  Hospital,  Nassau  Hospital,  Nassau  County 


Medical  Center,  The  Academy  of  Medicine  of  Brooklyn, 
Inc.,  The  Jamaica  Hospital,  St.  Clare’s  Hospital,  The  New 
York  Cardiological  Society,  Inc.,  and  the  Rensselaer 
Academy  of  Medicine.  Also,  the  Westchester  Academy 
of  Medicine,  was  resurveyed. 

CME  Requirements  for  Membership  in  MSSNY. 

By  recommendations  of  the  Committee  on  CME  and  ap- 
proval of  the  Council  any  one  of  the  following  six  methods 
may  be  chosen  to  fulfill  the  Medical  Society  of  the  State 
of  New  York  CME  requirement  for  membership: 

1.  AN  UNEXPIRED  AMA-PRA  — In  order  to  qualify 
for  the  Physician’s  Recognition  Award  a physician 
must  accumulate  150  CME  credits  in  a three  year 
period  of  which  at  least  60  must  be  in  Category  I. 
The  remaining  90  may  be  Category  I or  any  combi- 
nation of  the  other  five  categories  within  the  limits 
prescribed  by  the  AMA. 

2.  SPECIALTY  SOCIETY  CME  REQUIRE- 
MENT — Any  member  of  a national  Specialty  So- 
ciety, recognized  by  the  American  Board  of  Medical 
Specialties,  who  fulfills  that  Society’s  CME  re- 
quirement will  be  recognized  by  MSSNY  as  having 
met  the  CME  requirement  for  continued  member- 
ship. 

3.  SPECIALTY  BOARD  CERTIFICATION  OR  RE- 
CERTIFICATION — Voluntary  certification  or 
recertification  by  a recognized  Specialty  Board  is 
satisfactory  evidence  of  sufficient  participation  in 
CME  to  fulfill  the  MSSNY  mandate  for  a three  year 
period.  If  a Specialty  Board  limits  the  period  of 
certification  and  requires  recertification  a MSSNY 
member  shall  be  considered  in  good  standing  as  long 
as  he  remains  certified  or  recertified. 

4.  CERTIFICATES  OF  SPECIAL  COMPE- 
TENCE — If  a Specialty  Board  issues  such  a certif- 
icate rather  than  certification  or  recertification  this 
will  be  acceptable  to  MSSNY  for  a three  year  peri- 
od. 

5.  RESIDENCY  TRAINING  — A physician  who  has 
completed  an  approved  residency  training  program 
has  satisfied  the  CME  requirement  of  MSSNY  for  a 
period  which  ends  three  years  after  completion  of  said 
residency  program. 

6.  OPTIONAL  METHOD  FOR  MSSNY  MEM- 
BERS — Members  of  MSSNY  will  be  given  the  op- 
portunity to  choose  this  method.  A folder  will  be 
mailed  to  every  member  within  the  near  future  which 
will  describe  it  completely.  Briefly,  it  will  require  the 
member  to  obtain  50  CME  credits  annually,  at  least 
25  of  which  must  be  in  Category  I.  The  remaining 
number  may  be  in  any  of  the  6 categories  with  no  limit 
on  the  credits  in  any  category. 

Record  Keeping.  MSSNY  has  set  up  a system  for  as- 
sisting physicians  in  maintaining  their  records.  It  is  not 
necessary  for  them  to  use  this  system  but  it  is  offered  as  a 
service  which  many  are  finding  quite  helpful.  It  is  avail- 
able to  nonmembers  as  well  as  members  of  MSSNY,  al- 
though a nonmember  is  requested  to  pay  a small  fee  to 
cover  the  cost  of  processing  his  files.  MSSNY  will  record 
on  its  computer  all  records  of  CME  credits  received.  We 
request  that  these  be  categorized  by  the  physician  him- 
self. 

We  have  developed  a physician’s  individual  CME  re- 
porting form  which  has  been  distributed  to  all  institutions 
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in  the  State  which  have  been  approved  for  CME.  We  have 
asked  that  this  be  distributed  to  all  participants  in  Cate- 
gory I programs.  The  form  is  in  triplicate  and  is  designed 
to  help  the  institution  and  the  doctor  keep  their  own  rec- 
ords. It  is  also  designed  as  a postal  card  which  the  physi- 
cian can  mail  to  MSSNY  for  entry  in  his  CME  file.  Some 
institutions  have  found  that  it  is  simpler  to  send  us  com- 
plete attendance  records  rather  than  hand  out  the  physi- 
cian record  forms.  This  is  acceptable  to  us  and  we  ap- 
preciate all  such  cooperative  efforts. 

If  the  physician  so  wishes  he  can  use  any  written  method 
of  notifying  MSSNY  as  he  accumulates  his  credits.  His 
statement  should  contain  proper  identification,  legible 
name,  address  and  signature,  the  title  of  the  program, 
sponsoring  or  cosponsoring  institution,  and  the  credits 
acquired. 

Finally,  upon  his  request  the  physician  will  receive  a 
computer  printout  of  his  CME  records. 

At  the  time  this  report  is  being  written  a CME  sympo- 
sium is  being  planned  for  September  29,  1978,  by  the 
Committee  on  Continuing  Medical  Education. 

The  purpose  of  this  symposium  is  to  coordinate  the  CME 
activities  of  MSSNY  and  county  medical  societies.  County 
medical  society  officers,  executives,  and  staff  who  are  in 
volved  in  CME  are  being  invited  to  attend 

The  symposium  will  serve  to  inform  members  of 
MSSNY  through  their  county  medical  society  officials  of 
all  aspects  of  our  CME  activities  and  to  enlist  the  cooper- 
ation of  the  county  societies  in  making  the  MSSNY  CME 
Program  a success. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

We  wish  to  thank  Bernard  J.  Pisani.  M.D.,  Chairman, 
and  his  hard  working  committee  for  their  efforts  in  the  area 
of  continuing  medical  education.  We  heartily  recommend 
that  every  member  of  the  House  read  the  report  careful- 
ly. 

Dr.  Pisani  pointed  out  that  all  members  of  the  Medical 
Society  of  the  State  of  New  York  have  received  a folder  on 
continuing  medical  education  which  clearly  spells  out  how 
credits  may  be  acquired  and  how  they  should  be  recorded 
in  the  MSSNY  computer.  The  Medical  Society  of  the 
State  of  Newr  York’s  continuing  medical  education  program 
also  services  nonmember  physicians,  upon  request,  in  its 
recording  system.  There  is  a charge  for  this  service  to 
nonmember  physicians.  Your  reference  committee  hopes 
that  this  may  encourage  nonmembers  to  join  the  Society 
to  receive  these  benefits,  among  others,  without  extra 
charge. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Continuing  Medical  Education  be 
approved. 

Your  reference  committee  would  like  to  make  the  fol- 
lowing recommendation: 

When  bills  for  Continuing  Medical  Education  re- 
cording services  are  sent  to  nonmembers,  that  they  be 
invited  to  join  the  Society. 

. . .The  report  of  the  Committee  on  Continuing  Medical 

Education  was  ADOPTED . . . 


. . .The  House  voted  to  ADOPT  the  recommendation 
of  the  reference  committee  . . . 


DR  HO  A RUSE 

To  the  House  of  Delegates,  l adies  and  Gentlemen 

The  members  of  the  Committee  on  I )rug  Abuse  are  as 
follows: 


Eeonard  I.  Heimoff,  Ml).,  Chairman Bronx 

Richard  S.  Blum,  M l) Nassau 

Matthew  Brody,  M I) Kings 

Rodefi<  l'  E ( 'har les  M.D  Erie 

Ronald  J.  Dougherty.  M l) Onondaga 

Douglas  C.  Evans,  M.D Monroe 

Sidney  S.  (Ireenherg,  Ml) New  York 

Philip  K Kaufman,  M.D Queens 

Allison  B Eandolt,  M.D  Westchester 

Stephen  Nordlicht,  M.D  New  York 

Mr.  William  Eeavv,  Adi  isor  Albany 


1.  The  committee  discussed  use  of  heroin  versus 
other  narcotics  for  pain  relief  in  terminally  ill  patients. 
The  consensus  of  the  committee  was  that  it  opposes  leg- 
islation which  would  permit  the  distribution  of  heroin  for 
this  purpose  because  in  spite  of  extensive  research  there 
is  no  evidence  that  heroin  is  superior  to  other  substances. 
Allot  her  reason  for  opposit  ion  to  such  distribution  is  that 
it  would  open  up  avenues  for  street  abuse  of  heroin;  such 
as  pilferage,  robbery,  and  diversion  from  legal  channels. 

2.  The  use  of  marijuana  in  glaucoma. — It  has  been 
demonstrated  that  marijuana  is  effective  in  selected  cases 
of  glaucoma.  It  relieves  pain  and  reduces  nausea  caused 
by  chemotherapeutic  agents  The  committee  wishes  to 
point  out  that  marijuana  is  available  to  physicians  for  the 
treatment  of  glaucoma  patients,  and  for  patients  under- 
going chemotherapy. 

3.  A report  on  triplicate  prescription  program  was 
presented  by  Messrs.  Heavy,  Ginsburg,  and  Coffey  of  the 
New  York  State  Department  of  Health  Regional  artd  Local 
Health  Management.  After  hearing  this  report  the  com- 
mittee recommends  to  the  Council  that  MSSN\  recom- 
mend to  all  county  medical  societies  that  they  set  up 
committees  to  work  with  the  New  York  State  Department 
of  Health  Bureau  of  Controlled  Substances  on  this  prob- 
lem. The  committee  also  recommends  that  the  Neu  York 
State  Journal  of  Medicine  publish  reports  from  the  State 
Health  Department  on  the  triplicate  prescription  pro- 
gram. 

4.  The  committee  further  discussed  a report  on  “Tal- 
win"  and  its  abuse  potential  by  Ronald  J.  Dougherty,  M.D., 
and  recommends  the  following  changes  in  drug  classifica- 
tions. 

a.  Talwin  should  be  put  in  schedule  4. 

b.  Short  and  Intermediate  acting  barbiturates  should 
be  placed  in  schedule  2. 

c.  Doriden  should  be  placed  in  schedule  2. 

All  of  the  above  items  that  were  submitted  to  the 
Council  for  approval  received  approval  at  the  June,  1978, 
Council  meeting. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 
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Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

We  thank  Leonard  L.  Heimoff,  M.D.,  Chairman,  of  the 
Committee  on  Drug  Abuse  for  his  appearance  before  the 
reference  committee,  and  for  his  and  the  other  committee 
members’  work  in  the  area  of  drug  abuse.  Your  reference 
committee  notes  that  this  report  was  submitted  to  Council 
and  approved  at  the  June,  1978,  Council  meeting. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Drug  Abuse  be  filed. 

. . .The  report  of  the  Committee  on  Drug  Abuse  was 

FILED 


EMERGENCY  HEALTH  SERVICES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 

The  members  of  the  Committee  on  Emergency  Health 
Services  are  as  follows: 


David  N.  Kluge,  M.D.,  Chairman  Monroe 

Charles  N.  Aswad,  M.D Broome 

James  H.  Cosgriff,  Jr.,  M.D Erie 

Irving  G.  Frohman,  M.D Queens 

Hadjispyros  Kosti,  M.D Niagara 

Edward  L.  McNeil,  M.D Westchester 

Alexander  E.  Messer,  M.D Otsego 

Walter  F.  Pizzi,  M.D New  York 

Nicholas  Scors,  M.D Clinton 

Gerald  W.  Shaftan,  M.D Kings 

Robert  Huszar,  M.D.,  Advisor Albany 


Emergency  medical  care  in  New  York  State  in  1978 
can  be  reviewed  by  statistics  and  impressions. 

The  Statistics: 

There  were  over  6V2  million  emergency  department  visits 
in  New  York  State  hospitals  in  1975,  which  is  the  latest 
figure  available.  There  were  624,000  patients  admitted 
following  these  visits.  This  is  less  than  10%  of  the  total 
visits — a surprisingly  low  percentage. 

There  are  no  statistics  available  on  the  number  of  am- 
bulance runs  in  New  York  State,  although  there  are  a total 
of  1,260  ambulance  agencies  presently  serving  communities 
in  the  State.  Two  thirds  of  these  are  volunteer  ambulance 
services.  There  have  been  46,000  emergency  medical 
technicians  certified  by  the  State  of  New  York  and  3,000 
advanced  emergency  medical  technicians.  Advanced  life 
support  systems  are  currently  present  in  over  V3  of  the 
counties  in  New  York  State. 

The  Impressions : 

With  the  increasing  numbers  of  both  certified  emergency 
medical  technicians  and  advanced  emergency  medical 
technicians,  and  with  the  use  of  advanced  life  support 
mobile  units  using  telemetry,  intravenous  therapy,  and 
defibrillation,  more  critically  ill  and  injured  patients  are 
bei ng  resuscitated  and  brought  to  our  emergency  depart 
ments  for  continued  life-saving  support  and  eventual  re- 
covery. The  personnel  in  emergency  departments  are 
developing  an  increased  awareness  and  cooperation  with 
this  prehospital  system. 

Although  freedom  from  liability  has  been  granted  to 
volunteer  advanced  life  support  personnel,  t his  coverage 
has  not  been  extended  to  other  ambulance  agencies  nor  to 
physicians  directing  such  care  via  telemetry  and  radio  nor 


for  hospitals  involved  in  the  training  of  such  personnel. 
Governor  Carey  in  his  1978  State  of  the  Health  Message 
to  the  New  York  State  Legislature  stressed  the  importance 
of  training  volunteer  ambulance  groups  and  providing  CPR 
training  programs  at  school  and  work  places. 

Physician  refresher  training,  CPR,  and  proper  office 
equipment  must  be  considered  when  reviewing  physician 
care  of  office  emergencies.  New  emergency  care  tech- 
niques available  in  the  office,  prehospital,  and  hospital 
setting  are  becoming  more  widespread  with  the  use  of  the 
esophageal  obturator  airway  and  the  newer  types  of  MAST 
(Military-Anti-Shock-Trousers)  which  have  become 
available.  These  techniques  are  important  for  emergency 
department  physicians  especially  in  rural  communities 
where  travel  time  is  extended  and  people  skilled  in  endo- 
tracheal intubation  may  be  less  readily  available. 

Community  disaster  drills  continue  to  be  unpopular  but 
necessary  to  provide  preparation  for  catastrophies  since 
personnel  changes  that  frequently  occur  in  agencies  and 
health  facilities  require  repeated  drills  to  familiarize  new 
people  with  their  roles  that  they  must  play  when  called 
upon  during  such  a crisis. 

Improved  public  education  in  emergency  care  is  essential 
now  that  capabilities  for  improved  care  are  becoming 
available.  Citizens  first  aid,  CPR  training,  and  quicker 
access  to  emergency  medical  services  must  be  taught  at  a 
higher  level.  “91 1 ’’  systems  are  gradually  becoming  more 
commonplace,  although  frequently  they  still  lack  coordi- 
nation between  emergency  health,  police,  and  fire  services. 
Fortunately,  with  improved  radio  communications  among 
ambulances  and  hospitals  and  mobile  CB  radios,  earlier 
initial  recognition* of  the  problem  brings  more  prompt 
emergency  care  to  those  in  distress. 

Physicians  are  urged  to  seek  membership  in  the  new 
Regional  Emergency  Medical  Services  Councils  in  their 
areas.  These  councils  cooperate  with  the  State  Health 
Department,  and  are  becoming  a significant  force  in  proper 
emergency  care  development  in  each  region. 

The  committee  continues  to  monitor  emergency  care 
progress,  education,  and  legislative  efforts  and  will  press 
for  improved  planning  and  proper  care  for  these  emer- 
gencies. 

Respectfully  submitted, 

David  N.  Kluge,  M.D.,  Chairman 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

Your  reference  committee  wishes  to  thank  David  N. 
Kluge,  M.D.,  Chairman,  of  the  Committee  on  Emergency 
Health  Service,  for  his  appearance  before  your  reference 
committee,  and  his  committee  for  their  interesting  and 
informative  report. 

We  note  that  there  is  expanding  widespread  use  of  the 
esophageal  obturator  airway,  which  is  simple  and  safe  to 
use. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Emergency  Health  Services  be 
filed. 

. . .The  report  of  the  Committee  on  Emergency  Health 

Services  was  FILED . . . 

Your  reference  committee  would  like  to  make  the  fol- 
lowing recommendat  ions: 
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1.  Noting  that  there  is  at  present  no  liability  cov- 
erage for  commercial  emergency  ambulance  personnel 
and  that  these  professionals  are  not  covered  hy  the 
Good  Samaritan  Act,  we  recommend  that  this  prob- 
lem he  referred  to  the  Council  for  referral  to  the 
proper  committee. 

. . .The  House  voted  to  REFER  this  recommendation 
to  the  Council  for  referral  to  the  proper  committee 

2.  There  is  considerable  confusion  about  the  lia- 
bilitv  of  emergency  room  physicians  who  may  he  re- 
sponsible for  reading  ECG  monitors  when  a patient 
is  being  transported.  Your  reference  committee 
recommends  that  this  he  referred  to  the  Council  for 
referral  to  the  proper  committee. 

. . .The  House  voted  to  REFER  this  recommendation 
to  the  Council  for  referral  to  the  proper  commit- 
tee. . . 

3.  Your  reference  committee  further  recommends 
that  where  possible,  CMK  credit  be  given  for  CPR 
training  courses  since  most  hospitals  in  New  York 
State  are  required  by  the  ICAH  to  give  annual  re- 
fresher courses  for  their  staff  physicians. 

. . .The  House  voted  to  REFER  this  recommendation 
to  the  Council  for  referral  to  the  Committee  on  Con- 
tinuing Medical  Education  . . . 

EN \ IRONMENTA L Ql  ’ A LITY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 
The  members  of  the  Committee  on  Environmental 


Quality  are  as  follows: 

Ronald  Stritzler,  M l).,  Chairman  Nassau 

Ephraim  J.  Felderman,  M.D Nassau 

Stanley  I.  Fishman,  M.D Kings 

E.  Franklin  Hall,  M.D Westchester 

Alexander  L.  Strasser.  M.D Monroe 

Donald  B.  Thomas,  M.D Erie 

Julia  F.  Schlam New  York 

William  Leavy,  Advisor  Albany 


The  Committee  on  Environmental  Quality  has  been 
reorganized:  there  are  six  new  members  and  a new  com- 
mittee structure.  There  are  three  subcommittees: 

1.  Committee  on  Water  Pollution 

2.  Committee  on  Air  and  Noise  Pollution 

3.  Committee  on  Radiation  Hazards 

The  head  of  the  Water  Pollution  Committee  will  be  the 
representative  for  the  Environmental  Quality  Committee 
on  the  Advisory  Committee  on  the  Water  Supervision 
Program. 

Each  subcommittee  will  collect  and  analyze  material 
from  medical  periodicals,  environmental  newsletters  and 
the  media.  Each  subcommittee  may  have  experts  to  aid 
them  in  understanding  technical  materials.  Final  rec- 
ommendations to  the  Council  will  he  made  by  the  full 
committee. 

The  major  near  term  goal  is  to  simulate  interest  and 
involvement  among  physicians  in  environmental  quality, 
principally  in  its  direct  application  to  the  health  of  the 
population  hut  also  to  have  an  interest  in  indirect  effects 
on  health  such  as  matters  of  recreation  and  aesthetics. 

A series  on  the  environment  and  health  will  be  initiated 
in  the  New  York  State  Journal  of  Medicine.  We  are  ex- 
tremely fortunate  to  have  a commitment  from  Dr.  Thomas 


F Mancuso,  who  is  the  principal  investigator  of  the  “Study 
of  the  Lifetime  Health  and  Mortality  Experience  of  Em 
ployees  of  ERDA  Contractors”  (Hanford  Study)  to  write 
the  first  article  with  his  collaborators.  A symposium  at  a 
future  annual  meeting  of  the  Society  will  be  organized. 

Contacts  have  been  made  with  other  state  medical  so- 
ciety environmental  quality  committees  to  learn  of  their 
undertakings  and  to  consider  possible  liaison  with  the 
committees  in  neighboring  states. 

Contacts  have  been  made  with  lay  environmental  groups 
in  order  to  work  with  them  in  an  appropriate  manner.  We 
feel  this  serves  to  show  lay  organizations  our  interest  and 
concern  for  public  health  from  a perspective  generally  not 
publicized. 

The  committee  very  much  wishes  to  work  with  other 
State  Society  committees  where  there  are  overlapping  ju- 
risdictions. 

Respectfully  submitted, 

Ronald  Stritzler,  M I).,  Chairman 

Report  of  the  Reference  Committee  on  Public  Health 
and  Education  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

We  reviewed  the  report  of  the  Committee  on  Environ- 
mental Quality  and  we  commend  Ronald  Stritzler,  M.D., 
Chairman,  and  his  committee  for  their  fine  efforts.  We 
recognize  that  this  committee  has  been  reorganized  and  has 
begun  work  in  the  areas  of  water  pollution,  air  and  noise 
pollution,  and  radiation  hazards. 

Your  reference  committee  recommends  that  the  Report 
of  the  Committee  on  Environmental  Quality  be  filed. 

. . .The  report  of  the  Committee  on  Environmental 

Quality  teas  FILED  . . 

FORENSIC  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 

The  members  of  the  Committee  on  Forensic  Medicine 


are  as  follows: 

Leslie  T.  Lukash,  M.D.,  Chairman  Nassau 

Dominick  J.  Di  Maio,  M.D New  York 

Judith  M.  Lehotav,  M.D Erie 

Henry  Siegel,  M.D Westchester 

Arthur  A.  Stein,  M.D Albany 

Robert  L.  Sullivan.  M.D Schenectady 

Sidney  B.  Weinberg,  M.D Suffolk 

David  Axelrod,  M.D.,  Advisor Albany 


A meeting  of  the  Committee  on  Forensic  Medicine  was 
called  by  the  new  chairman,  Leslie  T.  Lukash,  M.D.,  on 
April  21,  1978,  in  State  Society  headquarters. 

The  committee  redefined  its  responsibilities  stating  that 
the  members  of  the  committee  will  assist  in  all  counties 
that  wish  to  upgrade  their  medical  legal  investigating 
system  to  investigate  those  deaths  not  wholly  due  to  nat- 
ural causes  and  normal  circumstances.  It  will  inform  and 
recommend  that  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  support  legislation  which  will  improve 
investigation  of  deaths  coming  under  the  jurisdiction  of  the 
medical  examiner  or  coroner. 

The  committee  discussed  the  allocation  of  Federal  and 
State  funding  (for  example  Law  Enforcement  Assistance 
Administration)  of  organizations  of  New  York  State,  and 
the  committee  strongly  feels  that  the  medical  examiners’ 
system  has  been  bypassed,  and  funds  have  only  been  given 
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to  the  police  departments  and  forensic  science  laboratories 
not  under  the  medical  examiner’s  jurisdiction 

The  committee  discussed  autopsy  prohibition  by  certain 
religious  groups,  and  recommended  that  the  Council 
strongly  oppose  Bill  A. 11658  — S.8828  which  will  com- 
promise the  present  responsibilities  and  functions  of  the 
medical  examiner  and  coroner. 

The  committee  discussed  the  need  to  establish  an  in 
dependent  Statewide  medical  examiner  advisory  and 
consultative  office.  The  committee  recommended  that 
such  an  office  be  explored  with  the  potential  of  serving 
initially  as  an  advisory  committee  and  consultation  service, 
also  with  an  objective  of  having  current  funding  through 
this  body  to  the  local  medical-legal  jurisdiction. 

The  committee  decided  holding  meetings  two  or  three 
times  a year  would  he  advisable. 

Respectfully  submitted, 

Leslie  T.  Lukash,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

Your  reference  committee  reviewed  the  report  of  the 
Committee  on  Forensic  Medicine  and  wishes  to  commend 
Leslie  T.  Lukash,  M.D.,  Chairman,  and  his  committee  for 
their  fine  efforts.  The  committee  reaffirmed  its  stand  to 
establish  medical  examiner’s  offices  in  those  counties  which 
are  now  served  by  coroners. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Forensic  Medicine  be  filed. 

. . .The  House,  after  considerable  discussion,  voted  to 
REFER  the  comments  of  the  reference  committee  and 
the  report  of  the  Committee  on  Forensic  Medicine  to 
the  Council  for  referral  to  the  proper  committee  for 
action  . . . 

HOME  HEALTH  CARE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Home  Health  Care 


are  as  follows: 

Charles  Weller,  M.D.,  Chairman  Westchester 

Jane  C.  Brady  Wiles,  M.D Erie 

Gerald  D.  Dorman,  M.D Suffolk 

Lawrence  Kryle,  M.D Nassau 

Aftab  Siddiqui,  M.D Bronx 

Robert  W.  Speir,  M.D New  York 

Michael  McGarvey,  M.D.,  Advisor  Albany 

Ann-Marie  Thom,  R.N.,  Advisor  New  York 

George  M.  Warner,  M.D.,  Advisor  Albany 


Several  meetings  of  the  committee  were  held  since  the 
1977  meeting  of  the  House  of  Delegates.  When  the  present 
chairman  was  appointed,  one  of  the  first  recommendations 
f rom  the  committee  to  the  Council  was  that  county  medical 
societies  be  encouraged  to  establish  home  health  care 
committees.  At  the  request  of  the  committee  the  Medical 
Society  of  the  State  of  New  York  is  now  inquiring  as  to  how 
many  societies  have  established  such  committees  and  for 
reports  of  their  activities.  It  is  hoped  that  county  societies, 
through  these  committees,  can  work  cooperatively  with 
Home  Health  Care  Agencies  in  their  areas. 

MSSNY’s  and  the  committee’s  recommendations  have 
continued  to  support  the  Lombardi  Bill  (S4884)  which 


would  provide  State  aid  for  home  health  agency  ser 
vices. 

The  following  resolution  was  presented  to  the  Council 
by  the  committee  and  approved  at  the  Council’s  meeting 
on  June  8,  1978: 

Whereas,  The  new  Long  Term  Home  Health  Care 
Program  (Lombardi’s  “Nursing  Homes  Without 
Walls”)  (LTHHCP)  is  seen  as  a large  scale  attempt  to 
remove  from  our  health  delivery  system  its  inappro- 
priate dependency  on  costly  institutional  care  by  ex- 
panding long  term  home  health  care  alternatives;  and 
Whereas,  There  is  need  to  establish  more  specific 
areas  of  responsibility  in  implementing  this  program; 
and 

Whereas,  This  program’s  viability  is  directly  related 
to  the  State  Department  of  Health’s  prompt  action  on 
applications;  and 

Whereas,  The  State  and  Local  Departments  of  So- 
cial Services  should  establish  the  necessary  procedures 
and  support  services,  such  as  the  patient  assessment 
process,  the  development  of  a care  plan,  and  the  estab- 
lishment of  a budget  on  a monthly  basis;  and 

Whereas,  The  implementation  and  feasibility  of 
this  program  will  be  carefully  scrutinized  by  all  levels 
of  government  to  determine  its  usefulness  as  a univer- 
sal model  for  more  cost-effective  delivery  of  home 
health  care;  and 

Whereas,  this  program  must  not  be  allowed  to  mire 
down  in  a bureaucratic  morass;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  both  the  State  Departments  of  Health 
and  Social  Services  to  encourage  local  officials  of  the 
Department  of  Social  Services  to  promptly  implement 
the  Long  Term  Home  Health  Care  Program  in  order  to 
expedite  and  insure  efficient  implementation,  de- 
signed to  meet  the  essential  needs,  and  enhance  the 
quality  of  life  for  the  individual  person. 

Of  further  interest  to  the  committee  is  the  question  of 
extending  the  responsibilities  of  PSRO  to  the  development 
of  standards  for  home  health  care.  The  committee  drew 
up  the  following  resolution  which  will  be  forwarded  to  the 
MSSNY  PSRO  Committee  for  its  considerations  before 
submission  to  the  Council: 

Whereas,  Home  health  care  in  its  development  is 
becoming  increasingly  important;  and 

Whereas,  There  is  a recognized  need  for  developing 
standards,  and  regulating  and  supervising  costs  and 
quality;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  PSRO  be  extended  to  in- 
clude home  health  care  in  New  York  State. 

The  committee  was  appraised  through  a press  release 
of  the  appointment  of  a State  Advisory  Council  on  Home 
Care  Services.  The  committee  felt  that  MSSNY  should 
be  represented  on  this  council. 

Respectfully  submitted, 

Charles  Weller,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

The  report  of  the  Committee  on  Home  Health  Care  was 
reviewed.  Your  reference  committee  wishes  to  commend 
Charles  Weller,  M.D.,  Chairman,  and  his  committee  for 
their  fine  efforts. 
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Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Home  Health  Care  be  filed. 

. . .The  report  of  the  Committee  on  Home  Health  Care 
was  FILED . . . 

INFORMATION  TECHNOLOGY  IN  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 
The  members  of  the  Committee  on  Information  Tech- 


nology in  Medicine  are  as  follows: 

William  A.  Bauman,  M l).,  Chairman New  York 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Alvin  H.  Freiman,  M.D New  York 

Blemer  R.  Gabrieli,  M.I) Brie 

Robert  M.  Klein,  M.D Westchester 

Terence  W.  Murphy,  M.D Westchester 

Leon  Pordy,  M.D New  York 

Charles  T.  Ryder,  M.D New  York 

Bdward  Vastola,  M.D Kings 

Philip  Aisen,  M.D..  Advisor  Bronx 

Allan  C.  Anderson,  Advisor  Monroe 

Thomas  C.  Gabriele,  Advisor  Albany 

William  J.  Mueller,  Advisor  Onondaga 

John  Uppal,  Advisor Albany 


The  committee  convened  on  November  3,  1977,  and  on 
April  13,  1978.  The  committee  was  authorized  by  the 
Council  of  the  Medical  Society  of  the  State  of  New  York 
to  change  its  name  from  the  “Committee  on  Data  Pro- 
cessing in  Medicine”  to  the  “Committee  on  Information 
Technology  in  Medicine."  The  new  name  more  accurately 
represents  the  committees’  interests  and  activities. 

Blemer  Gabrieli,  M.D.,  one  of  our  members,  was  in- 
strumental in  proposing  the  formation  of  the  New  York 
State  Association  for  Confidentiality  of  Health  Data,  a 
voluntary  organization  whose  goals  are  to  develop  proto- 
type standards,  policy  and  procedures  for  New  York  or- 
ganizations that  handle  confidential  health  data.  This 
association  is  expected,  through  education  and  assurance, 
to  encourage  the  public  and  health  providers  to  cooperate 
with  health  data  centers.  Appropriate  safeguards  that 
insure  confidential  handling  of  sensitive  health  data  will 
be  promulgated.  Dr.  Leon  Pordy  is  the  Information 
Technology  in  Medicine  Committee’s  representative  to  the 
Association. 

The  committee,  during  the  year,  has  been  concerned 
with  evaluating  relevant  contributions  of  computer  tech- 
nology to  medicine.  Dr.  Robert  Ledley,  a pioneering  in- 
vestigator in  the  field  of  computerized  tomography,  par- 
ticipated in  one  of  our  meetings.  He  reaffirmed  our  belief 
that  Computerized  Tomographic  (CT)  Scanning  has  be- 
come an  essential  disagnostic  modality  for  head  lesions, 
and  that  it  is  rapidly  assuming  the  same  importance  for 
cross-sectional  studies  of  other  parts  of  the  body. 

Dr.  Klein,  a member  of  our  committee,  also  reviewed  the 
state  of  the  art  of  CT  scanning  and  reported  that  head 
scanning  and  body  scanning  can  no  longer  be  considered 
experimental.  The  committee  concurs  that,  in  the  case  of 
management  of  head  trauma,  CT  scanning  is  essential. 

Economies  have  been  realized  so  that  head  scanners  are 
now  available  for  under  $100,000.  The  shortened  scanning 
time  of  18-20  seconds  is  sufficient  for  most  purposes.  It 
is  unknown  whether  more  rapid  scanning  will  be  cost  ef- 
fective. Only  six  of  the  original  12-15  CT  manufacturers 
remain  actively  competitive.  The  committee  strongly 


endorses  this  new  modality  of  diagnosis  and  recommends 
that  the  health  profession  and  manufacturers  work  to- 
gether to  improve  the  cost  effectiveness  of  this  important 
technology. 

Dr.  Leon  Pordy,  an  original  investigator  of  automated 
electrocardiography  and  a member  of  the  Committee  on 
Information  Technology  in  Medicine,  reviewed  the  history 
of  computers  in  electrocardiography. 

Utilization  of  computer-assisted  electrocardiographic 
(BCG)  analysis  has  increased  exponentially.  In  1976  four 
million  BCG  interpretations  were  performed  with  com- 
puter aid,  and  at  the  current  growth  rate  by  1980  it  is  ex- 
pected that  100  million  of  such  BCG  analyses  will  be 
computerized.  Computer  analysis  is  particularly  efficient 
for  rate,  contour  and  comparative  studies,  but  computer- 
assisted  rhythm  analysis  is  still  difficult.  In  addition  to 
its  efficiency,  the  use  of  the  computer  for  electrocardiog- 
raphy has  provided  access  to  high  quality  prompt  consul- 
tations for  physicians  who  practice  remotely  from  cardi- 
ology centers.  It  has  become  a valuable  teaching  device 
and  has  been  instrumental  in  reevaluation  of  vector  car- 
diography. 

The  automated  BCG  also  reduced  preoperative  delays, 
facilitates  preoperative  screening  and  emergency  room  care 
and  has  encouraged  the  use  of  the  improved  three  channel 
simultaneous  BCG  analysis  technique.  On  the  negative 
side,  under  certain  circumstances,  over-reliance  on  com- 
puter assistance  can  be  dangerous,  the  equipment  is  costly 
and  automated  interpretation  threatens  the  livelihood  of 
electrocardiogram  readers. 

In  its  deliberations  concerning  confidentiality,  computer 
tomography  and  computer  assisted  electrocardiography, 
the  commiteee  became  convinced  of  the  necessity  for 
physicians  and  allied  health  professionals  to  acquire  fun- 
damental understanding  of  the  strengths  and  weaknesses 
of  computer  technology.  Only  after  he  has  acquired  basic 
knowledge  and  exposure  can  an  individual  make  appro- 
priate decisions  about  computer  use  and  the  reasonable- 
ness of  its  output.  The  committee  urges  that  all  health 
science  students  receive  formal  education  fundamentals 
of  medical  computer  technology.  The  goals  of  such  edu- 
cation are  to  develop  healthy  skepticism  required  to  eval- 
uate reports  generated  by  computers  in  management  of 
health  related  matters,  and  to  develop  safeguards  that  will 
assure  the  public  that  this  technology  is  being  used  only  to 
their  best  interests. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

Your  reference  committee  reviewed  the  report  on  In- 
formation Technology  in  Medicine  and  wishes  to  commend 
Chairman  William  A.  Bauman,  M.D.,  and  his  committee 
for  their  thorough  report.  The  committee  report  calls 
attention  to  the  artificial  means  of  controlling  the  instal- 
lation and  distribution  of  CT  scanners,  which  have  now 
advanced  beyond  the  stage  of  research  and  are  now  an 
important  modality  for  diagnosis.  The  use  of  these 
modalities  has  proven  to  be  cost-effective  and  revision  of 
regulations  should  be  encouraged. 

Dr.  Bauman,  in  his  report,  pointed  out  that  physicians 
should  be  aware  of  the  limitations  of  computer  analysis  of 
electrocardiograms,  and  that  over-reliance  on  this  system 
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could  be  dangerous. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Information  Technology  in  Medicine 
be  filed. 

. . .The  report  of  the  Committee  on  Information  Tech- 
nology in  Medicine  was  FILED . . . 

MATERNAL  AND  CHILD  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Maternal  and  Child 


Health  are  as  follows: 

Roderick  McLean,  M.D.,  Chairman  Onondaga 

Richard  H.  Aubry,  M.D Onondaga 

Peter  A.  M.  Auld,  M.D New  York 

Louis  S.  Blancato,  M.D New  York 

Stephen  W.  Blatchlv,  M.D _ Tompkins 

Walter  L.  Freedman,  M.D Westchester 

Myron  Gordon,  M.D New  York 

Rita  Gilman  Harper,  M.D Nassau 

Ruth  A.  Lawrence,  M.D Monroe 

Richard  E.  Murphy,  M.D Clinton 

Ralph  M.  Schwartz,  M.D Kings 

Donald  P.  Swartz,  M.D Albany 

Jay  Harris,  M.D.,  Advisor  Albany 


During  the  past  year  the  committee  has  addressed  its 
attentions  to  numerous  and  diverse  problems  in  the  field 
of  maternal  and  child  health. 

Bills  Before  the  New  York  State  Legislature. 

a.  The  committee  discussed  (S.739D  Rolison,  et  al. 
“no  requirement  on  hospital  for  abortion  participa- 
tion.” The  committee  moved  that  the  patient  has  a 
right  to  counseling  by  the  physician,  and  the  commit- 
tee disapproves  of  the  above  legislation  that  might  in- 
terfere with  this  right. 

b.  Lombardi  Bill  (S.7149)  “Exclusion  of  Gonorrhea 
Test  from  Pre-maritial  Requirements”  was  discussed 
and  the  committee  decided  not  to  take  a position  on 
the  bill. 

c.  The  committee  unanimously  opposed  legislation 
involving  a 30  day  delay  in  performing  sterilization. 

County  and  State  Aid  for  Hospital  Based  Materni- 
ty ( 'linics  for  the  Medically  Indigent.  The  committee 
moved  unanimously  to  express  to  the  State  Health  De- 
partment and  government  a concern  that  the  present 
reimbursement  mechanisms  for  maternal  and  child  health 
serve  as  disincentives  to  implementation  of  proper  care  by 
primary  care  physicians  of  the  medical  patient. 

State  Aid  for  Regional  Perinatal  Centers  and 
Transport  Vehicles.  The  Maternal  and  Child  Health 
Committee  of  the  Medical  Society  of  the  State  of  New  York 
recommends  that  the  State  Legislature  develop  legislation 
to  facilitate  the  implementation  of  the  regional  system  of 
perinatal  care  as  described  in  the  national  document  — 
“Toward  Improving  the  Outcome  of  Pregnancy.”  Spe- 
cifically, the  committee  recommends  development  of 
special  funding  support  for  the  implementation  and  con- 
tinued functioning  of  regional  perinatal  programs 
throughout  the  State. 

Reverse  Transfer  of  Neonates.  The  Perinatal  Center 
in  Syracuse  requested  commit  tee  consideration  of  a reso- 
lution which  approves  of  the  concept  of  reverse  transfer  of 


neonates.  The  committee  moved  and  accepted  a motion 
in  principle  to  approve  the  concept  of  transferring  infants 
to  community  hospitals  after  the  infant  no  longer  requires 
the  level  of  care  provided  by  the  neonatal  intensive  care 
unit.  However,  transfers  from  the  neonatal  intensive  care 
center  to  community  hospitals  close  to  the  mother  should 
he  subject  to  the  following  stipulations: 

1 . The  transfer  decision  is  to  be  made  by  the  physician 
staff  at  the  regional  perinatal  center  in  conjunction 
with  the  receiving  physician. 

2.  The  receiving  hospital  should  be  qualified  to  receive 
and  care  for  the  transferred  infants. 

Hypothyroidism  Testing.  The  committee  objects  to 
implementation  of  a State  law  effective  January  1,  1978, 
requiring  a test  for  hypothyroidism  to  be  performed  on  all 
newborn  infants.  No  practical  test  has  been  devised  to 
date.  This  subject  has  been  reported  to  the  Commissioner 
of  Health. 

Hospital  Codes.  The  committee  moved  to  change  the 
New  York  State  Sanitary  Code,  Section  11.190  et  seq. 
Nurse-Midwives  to  read  under  (a)  “a  nurse-midwife  shall 
mean  a registered  professional  nurse  whose  primary 
function  with  qualified  physician  responsibility ,”  (rather 
than  the  wording  with  qualified  medical  direction)  “is  the 
care  and  management  of  the  woman  throughout  the 
medically  uncomplicated  reproductive  cycle,  care  of  the 
newborn  infant,  and  provision  of  family  planning  ser- 
vice.” 

Anesthesia.  Dr.  Louis  Blancato  presented  to  the 
committee  the  proposal  of  the  New  York  State  Society  of 
Anesthesia  with  regard  to  obstetrical  anesthesia.  The 
committee  moved  that  under  Rules  and  Regulations,  an- 
esthesia coverage  should  be  provided  for  every  case 
whether  anesthesia  is  administered  or  not.  It  was  also 
moved  that  an  anesthesiologist  or  his  designee  should  be 
present  at  all  deliveries.  Dr.  Blancato  submitted  the  views 
of  this  committee  to  his  society. 

Policy  on  Home  Deliveries.  The  consensus  was  that 
all  deliveries  are  best  performed  in  a hospital  setting.  The 
committee  feels  that  deliveries  performed  outside  of  a 
hospital  should  be  subject  to  the  same  rules  and  regulat  ions 
concerning  standards  of  practice  that  apply  for  hospital 
deliveries.  Perinatal  and  obstetric  care  are  the  practice 
of  medicine  and,  therefore,  should  only  be  provided  by  li- 
censed physicians.  The  committee  approved  the  following 
resolution: 

Whereas,  The  delivery  of  a baby  is  considered  ob- 
stetric medical  care;  and 

Whereas,  The  laws  of  New  York  State  prohibit  the 
rendering  of  medical  care  without  a license  to  practice 
medicine;  and 

Whereas,  Any  contractual  agreement  between  a pa- 
tient and  a party  for  the  delivery  of  obstetric  care  con- 
stitutes the  rendering  of  medical  services;  therefore  he 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  State  of  New  York  and  all 
component  agencies  to  enforce  the  law  and  by  doing  so 
prevent  the  delivery  of  obstetric  care  by  or  under  the 
medical  direction  of  anyone  other  than  a licensed  phy- 
sician. 

Maternity  Center  Association.  The  committee 
goes  on  record  as  disapproving  the  permanent  establish- 
ment of  the  Maternity  Center  Association  in  New  York 
City,  and  has  expressed  this  opinion  to  the  Public  Health 
Council  of  the  Department  of  Health  and  the  Health 
Commissioner. 
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Siblings  on  the  Postpartum  Floor.  On  committee 
instruct  ion,  Dr  Rita  Harper  polled  30  hospitals  in  the  New 
York  area.  She  requested  information  on  their  policies 
regarding  siblings  on  the  postpartum  floor.  An  opinion 
has  also  been  requested  from  the  Committee  on  the  Fetus 
and  Newborn  of  the  American  Academy  of  Pediatrics. 

Planned  Parenthood.  The  committee  has  been  re- 
quested to  endorse  minilaps  and  open-laps  in  out-of-hos- 
pital  surgical  facilities.  The  committee  disapproved  entry 
of  the  peritoneal  cavity  in  out -of- hospital  surgical  facilities. 
Therefore,  they  could  not  endorse  Planned  Parenthood’s 
request.  Endorsement  was  also  requested  on  a compre- 
hensive national  policy  on  family  planning.  Dr.  McLean 
appointed  a committee  to  study  this  matter  and  to  present 
recommendations. 

Nutrition  F.ducation.  Dr.  -lay  Harris  reported  to  the 
committee  the  New  York  State  Department  of  Health’s 
new  program  of  expanding  nutrition  education  through 
promoting  the  following: 

1.  Nutrition  education  programs  as  part  of  the  re 

quired  curriculum  in  medical  schools. 

2.  Including  more  inclusive  nutrition  questioning  in 

State  Board  examinations  for  physicians. 

3.  Nutrition  education  being  part  of  elementary  and 

secondary  school  education. 

The  committee  moved  to  support  the  implementation  of 
this  project. 

Research  Report.  The  1977  Annual  Report  entitled. 
"Maternal  Mortality  Study:  1970  1976;  Mortality  and 
Rupture  of  the  Uterus;  Abortion  and  Mortality:  20  Year 
Study,”  has  been  accepted  for  publication  in  the  New  York 
State  -Journal  of  Medicine.  As  documented  in  literature, 
teenage  pregnancy  is  one  of  the  most  pressing  health 
problems  in  the  United  States  today.  Therefore,  this  year 
special  attention  wasdirected  toward  producing  a report 
on  Teenage  Maternal  Mortality  in  New  York  State.  These 
reports  have  been  prepared  by  the  Central  New  York 
Maternal  and  Perinatal  Mortality  Study  staff  under  the 
auspices  of  the  Maternal  and  Child  Health  Committee  of 
the  Medical  Society  of  the  State  of  New  York. 

Preparatory  to  the  compilation  of  the  annual  maternal 
mortality  statistical  report,  data  have  been  requested  from 
various  Federal  and  State  agencies  as  well  as  organizations 
motivated  to  similar  studies  relative  to  changing  trends 
identified  in  our  maternal  mortality  studies  which  have 
special  significance  for  all  levels  of  medical  care  and  for 
efforts  by  the  profession  and  government  as  they  work 
together  to  improve  health  services  through  regionaliza- 
tion. 

In  conjunction  with  the  development  of  fetal  monitoring 
and  newborn  records,  a study  in  affiliation  with  a com- 
munity hospital  has  been  initiated  to  identify  data  ele- 
ments available  on  present  day  hospital  records  and  to 
determine  the  potential  of  a standard  review  record  to  be 
utilized  in  prospective  and  retrospective  analysis  of  “total 
fetal  monitoring”  programs  now  being  developed  in  com- 
munity hospitals  throughout  New  York  State.  The  ulti- 
mate objective  is  to  develop  a rational,  achievable,  and 
acceptable  means  of  evaluating  perinatal  morbidity  and 
mortality  in  New  York  State. 

In  addition,  the  staff  continues  to  provide  assistance  to 
the  National  Center  for  Disease  Control  in  their  ongoing 
Abortion  Surveillance  studies  by  submitting  data  on 
abortion-related  mortality  cases.  Data  are  also  being 
submitted  on  ectopic  pregnancy  mortality,  in  an  effort  to 


aid  the  Center  in  collecting  nationwide  statistics  on  this 
particular  aspect  of  maternal  mortality.  Dr.  Andrew 
Fleck,  Assistant  Commissioner  of  Health,  has  requested 
that  we  jissist  the  American  College  of  Obstetricians  and 
Gynecologists  by  submitting  information  received  in  this 
office  on  complications  occurring  in  out-of- hospital  de- 
liveries. 

Dr.  Ralph  Schwartz  represented  this  committee  at  the 
meeting  of  the  chairmen  of  Maternal  and  Child  Health 
Committees  of  the  United  States  at  the  ACOG  meeting 
in  Anaheim,  California.  Dr.  Roderick  McLean  attended 
a special  AMA  meeting  of  the  Maternal  and  Child  Health 
Care  Committee  chairmen  in  Phoenix,  Arizona. 

Respectfully  submitted, 

Roderick  McLean,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Public  Health 
and  Education  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

Your  reference  committee  reviewed  the  report  on  Ma- 
ternal and  Child  Health  and  wishes  to  commend  Roderick 
Mi  Lean,  M.D.,  and  his  committee  for  their  thorough  re- 
port. The  committee  stated  in  its  report  that  elective 
deliveries  performed  outside  the  hospital  should  be  subject 
to  the  same  regulations  concerning  the  standards  of  prac- 
tice that  apply  to  hospital  deliveries. 

The  following  resolution,  submitted  by  this  committee, 
was  approved  by  the  Council: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  the  State  of  New  York  and  all 
component  agencies  to  enforce  the  law  and  by  doing  so 
prevent  the  delivery  of  obstetric  care  by  or  under  the 
medical  direction  of  anyone  other  than  a licensed  phy- 
sician. 

Your  reference  committee  concurs  with  this  action. 
Your  reference  committee  concurs  with  the  principle  of 
disapproving  surgery  requiring  entry  of  the  peritoneal 
cavity  in  out-of-hospital  facilities. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Maternal  and  Child  Health  be 
filed. 

. . .The  report  of  the  Committee  on  Maternal  and  Child 
Health  u>as  FILED  . . . 

MEDICAL  ASPECTS  OF  SPORTS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Medical  Aspects  of 


Sports  are  as  follows: 

Donald  T.  Kasprzak,  M.D.,  Chairman  Clinton 

•John  L.  Marshall,  M.D.,  Vice-Chairman  . .New  York 

Albert  B.  Accettola,  M.D Staten  Island 

Viola  F.  Anderson,  M.D Westchester 

Arthur  M.  Bernhang,  M.D Suffolk 

Herbert  Bessen,  M.D.  . . Putnam 

-John  L.  Butsch,  M.D Erie 

Richard  B.  Commentucci,  M.D New  York 

Kenneth  E.  DeHaven,  M.D Monroe 

Louis  N.  Frankel,  M.D Nassau 

Onslow  A.  Gordon,  III,  M.D Essex 

Frederick  H.  Grabo,  M.D Oneida 

•lames  A.  Nicholas,  M.D New  York 

Michael  C.  Young.  M.D Putnam 

Robert  E.  Zickel,  M.D New  York 

Frederick  Groff,  M.D.,  Advisor Albany 
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The  annual  meeting  was  held  at  the  Americana  Hotel 
in  New  York  City  on  Saturday,  October  1,  1977.  The 
program  presented  the  various  aspects  of  physical  fitness 
and  at  hletics  and  included  a program  of  excellent  speakers. 
A second  meeting  was  held  at  the  Concord  Hotel  at  Ki- 
amesha  Lake  on  January  28,  1978.  This  was  held  in  con- 
junction with  the  New  York  State  Public  High  School 
Athletic  Association  and  the  New  York  State  Association 
for  Health,  Physical  Education  and  Recreation.  The 
program  presented  various  topics  on  the  Modified  Athletic 
Program  and  Safety  Features  thereof. 

On  April  12,  1978,  the  committee  met  at  Lake  Success. 
There  arose  considerable  discussion  concerning  mixed 
competition  in  contact  sports.  There  are  distinct  dis- 
crepancies as  outlined  under  Title  IX,  the  Regulations  of 
the  New  York  State  Department  of  Education,  and  the 
views  of  the  Committee  on  the  Medical  Aspects  of  Sports. 
The  law  in  New  York  State  covering  mi^ed  competition  has 
been  amended. 


AMENDED  REGULATION 

Male  and  female  pupils  on  interschool  athletic 
teams 

(1)  Equal  opportunity  to  participate  in  interschool 

competition,  either  on  separate  teams  or  in  mixed 
competition  on  the  same  team,  shall  be  provided 
to  male  and  female  students,  except  as  hereafter 
provided.  In  schools  that  do  not  provide  separate 
competition  for  male  and  female  students  in  a 
specific  sport,  no  student  shall  be  excluded  from 
such  competition  solely  by  reason  of  sex,  except 
in  the  sports  set  forth  in  subclause  (2)  of  this 
clause  or  in  accordance  with  the  provisions  of 
subclause  (3)  of  this  clause. 

(2)  There  shall  be  no  mixed  competition  in  the  following 

sports:  basketball,  boxing,  football,  ice  hockey, 
rugby,  and  wrestling. 

(3)  In  the  sports  of  baseball,  field  hockey,  lacrosse, 

soccer,  softball,  speedball,  team  handball,  and 
power  volleyball  where  the  height  of  the  net  is  set 
at  less  than  eight  feet,  the  fitness  of  a given  stu- 
dent to  participate  in  mixed  competition  shall  be 
determined  by  a review  panel  consisting  of  the 
school  physician,  a physical  education  teacher 
designated  by  the  principal  of  the  school,  and  if 
requested  by  the  parents  of  the  pupil,  a physician 
selected  by  the  parents.  Such  panel  shall  make 
its  determination  by  majority  vote  of  the  mem- 
bers, and  in  accordance  with  standards  and  cri- 
teria issued  by  the  Department  of  Education. 

(4)  In  schools  that  provide  separate  competition  for 

male  and  female  pupils  in  interschool  athletic- 
competition  in  a specific  sport,  the  principal  or  the 
chief  executive  officer  of  the  school  may  permit 
a female  or  females  to  participate  on  a male  team 
in  sports  other  than  those  set  forth  in  subclauses 
(2)  and  (3)  of  clause.  However,  where  separate 
competition  is  provided,  males  may  not  partici- 
pate on  teams  organized  for  females. 

Title  IX  reads  as  follows: 

Title  IX  Regulation  Implementing  Education 
Amendments  of  1972  Prohibiting  Sex  Discrimination 
in  Education. 


Section  HG.41  Athletics: 

b.  Separate  teams.  ...  A recipient  may  operate  or 

sponsor  separate  teams  for  members  of  each  sex 
where  selection  for  such  teams  is  based  upon 
competitive  skill  or  the  activity  involved  is  a con- 
tact sport.  . . . For  the  purposes  of  this  part, 

contact  sports  include  boxing,  wrestling,  rugby,  ice 
hockey,  football,  basketball  and  other  sports  the 
purpose  or  major  activity  of  which  involves  bodily 
contact. 

. . . where  a recipient  operates  or  sponsors  a team 
in  a particular  sport  for  members  of  one  sex  but 
operates  or  sponsors  no  such  team  for  members  of 
the  other  sex,  and  athletic  opportunities  for 
members  of  that  sex  have  previously  been  limited, 
members  of  the  excluded  sex  must  be  allowed  to 
try  out  for  the  team  offered  unless  the  sport  in- 
volved is  a contact  sport. 

c.  Equal  opportunity.  A recipient  which  operates  or 

sponsors  interscholastic,  intercollegiate,  club  or 
intramural  athletics  shall  provide  equal  athletic 
opportunity  for  members  of  both  sexes.  In  de- 
termining whether  equal  opportunities  are  avail- 
able the  Director  will  consider,  among  other  fac- 
tors: 

(I)  Whether  the  selection  of  sports  and  levels  of 

competition  effectively  accommodate  the 

interests  and  abilities  of  members  of  both 

sexes; 

(II)  The  provision  of  equipment  and  supplies; 

(III)  Scheduling  of  games  and  practice  time; 

(IV)  Travel  and  per  diem  allowance; 

(V)  Opportunity  to  receive  coaching  and  academic 

tutoring; 

(VI)  Assignment  and  compensat  ion  of  coaches  and 

tutors; 

(VII)  Provision  of  locker  rooms,  practice  and  com- 

petitive facilities; 

(VIII)  Provision  of  medical  and  training  facilities  and 

services; 

(IX)  Provision  of  housing  and  dining  facilities  and 

services; 

(X)  Publicity. 

Under  title  IX  there  appear  to  be  no  restrictions  with 
regards  to  physical  qualifications  for  contact  sports  a point 
with  which  the  committee  as  well  as  the  New  York  State 
Department  of  Education  differs.  The  New  York  State 
amended  regulation  excludes  boxing  and  rugby  as  contact 
sports.  Title  IX  has  saddled  the  entire  State  with  the 
broadest  aspects  about  the  essence  of  mixed  competition 
in  sports  without  any  suggestion  as  to  practical  ap- 
proach. 

Basically  the  New  York  State  Department  of  Education 
does  not  consider  the  sports  of  baseball,  field  hockey,  la- 
crosse, soccer,  softball,  speed  ball,  and  power  volley  ball 
when  the  height  of  the  net  is  set  at  less  than  eight  feet,  as 
contact  sports.  The  committee  would  take  issue  with  this 
view.  It  is  undertaking  a study  as  to  the  reclassification 
of  contact  sports  so  as  to  maintain  the  safety  factor  as  the 
prime  matter  of  concern  in  mixed  competition. 

The  committee  does  not  wish  to  go  on  record  denying 
expanding  opportunity  for  girls  to  participate  in  mixed 
contact  sports,  but  feels  that  several  points  should  be 
carefully  considered  before  permission  is  granted. 
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It  suggests  the  following: 

1.  Careful  evaluation  by  coaches  and  physical  educators 

of  prior  skills  in  the  particular  sport  being  qualif  ied 
for. 

2.  A review  of  the  prior  participation  in  sports. 

3.  A careful  evaluation  of  physical  qualifications  as 

determined  by  coaches,  physical  educators  and 
physicians.  The  selection  and  classification  sys- 
tem and  the  New  York  State  Physical  Fitness  Test 
is  to  be  used  as  a baseline. 

4.  Further  evaluation  of  impact  force  delivered  is  of  the 

greatest  importance  in  the  contact  sports. 

(i.e.  Weight  X speed  = impact  force) 

(mass  x velocity  = impact  force) 

It  is  the  opinion  of  the  committee  that  this  point  is  of  the 
greatest  importance,  and  methods  are  underway  to  test  the 
impact  force  accurately.  The  committee  feels  this  is  the 
important  factor  in  controlling  serious  injury  in  contact 
sports. 

The  committee  is  of  the  opinion  that  several  contact 
sports  should  be  considered  boys’  sports,  and  does  agree 
that  the  exceptional  girl  competitor  could  possibly  compete 
under  certain  circumstances  in  mixed  contact  sports 
without  undue  danger.  The  point  at  issue  is  whether  or 
not  a female  competitor  can  safely  withstand  or  deliver 
impact  force  necessary  in  contact  sports  without  sustaining 
severe  injury. 

There  is  no  complete  agreement  in  the  various  states  on 
qualifying  factors  which  allow  mixed  competition  in  con- 
tact sports.  The  issue  is  being  contested  in  various  courts 
throughout  the  country.  Some  states  such  as  Pennsylvania 
have  no  restrictions  whatsoever,  others  have  rides  which 
are  limited  in  nature.  The  committee  intends  to  proceed 
with  thoroughness  so  as  to  set  up  a practice  program  with 
the  law  of  New  York  State  Department  of  Education  as 
amended,  with  the  emphasis  on  the  safety  factor.  From 
various  studies  it  is  true  that  girls  can  compete  safely,  but 
the  matters  of  impact  force,  prior  skills  and  physical 
qualifications  should  be  considered  most  carefully. 

The  committee  is  also  quite  aware  that  to  date  very  little 
has  been  done  regarding  the  study  of  emotional  factors 
involved  in  mixed  contact  sports,  and  in  the  future  hopes 
to  set  up  a program  of  psychological  testing  of  athletes 
involved  in  mixed  contact  sports  as  well  as  participation 
in  general. 

Participation  of  the  Handicapped.  Recently  there 
has  been  considerable  publicity  in  all  the  media  regarding 
the  participation  of  the  physically  handicapped  in  sports. 
Most  of  the  emphasis  has  been  on  the  amputee  who  par- 
ticipates with  some  type  of  a prosthesis.  Fortunately  these 
cases  are  few  in  number.  A national  survey  is  now  un- 
derway, under  the  auspices  of  the  National  Federation 
Rules  Committee,  for  football,  soccer  and  wTestling.  The 
modification  under  consideration  is  as  follows:  “Artificial 
limbs  which,  in  the  judgment  of  the  rules  administrating 
officials,  are  no  more  dangerous  to  players  than  the  corre- 
sponding human  limb  and  do  not  place  an  opponent  at  a 
disadvantage  may  be  permitted.” 

At  the  present  time  in  New  York  State  there  are  no  of- 
ficial rules  regarding  this  contingency.  First  and  foremost 
the  committee  urges  that  the  handicapped  be  encouraged 
to  participate.  It  feels  that  each  case  should  be  individu- 
alized on  its  own  merits.  It  is  willing  to  set  up  a Statewide 


Committee  of  Physicians  to  evaluate  these  cases.  School 
officials  and  school  physicians  should  be  well  aware  of  these 
cases.  Game  officials  should  be  involved  in  the  evaluation 
of  the  prosthesis  being  used,  and  as  long  as  they  are  well 
padded  and  are  of  no  danger  either  to  the  player  or  oppo- 
nent. the  committee  approves  in  general  the  concept  of  the 
handicapped  individual  being  allowed  to  participate.  It 
feels  that  each  case  should  be  treated  individually,  hu 
manely  and  from  the  standpoint  of  safety.  There  are  no 
available  reports  where  any  type  of  prosthesis  has  caused 
any  injury  of  a serious  nature.  It  feels  school  officials, 
school  physicians  and  game  officials  should  be  evaluated 
in  rendering  the  final  decision,  far  in  advance  of  the  season 
in  which  the  handicapped  athlete  wishes  to  participate. 

Athletic  Trainers.  Considerable  discussion  once  again 
evolved  about  the  use  of  athletic  trainers.  There  are  still 
very  few  fulltime  trainers  on  the  interscholastic  level. 
Where  they  are  present,  the  injury  rate  is  lower  and  reha- 
bilitation is  shortened  following  injury.  Bill  S 9159 
(Stafford  Bill)  was  discussed  by  the  committee.  This  deals 
with  the  licensure  of  athletic  trainers  in  New  York  State. 
The  committee  approved  support  of  the  principle  of  cer- 
tification of  athletic  trainers.  The  committee  also  rec- 
ommended approval  of  the  concept  that  a certified  athletic 
trainer  be  involved  in  all  organized  athletic  programs  in 
New  York  State.  The  Council  approved  both  of  these 
recommendations. 

l,reseason  Physical  Examination.  The  committee 
has  reviewed  the  pros  and  cons  of  the  preseason  physical 
examination.  It  recognizes  the  value  of  recognizing 
physical  defects  early  enough  to  allow  correction  either 
surgically  or  through  rehabilitation.  No  action  at  present 
will  be  taken  until  the  experimental  program  being  con- 
ducted in  the  Rochester,  New  York  area,  can  be  further 
evaluated.  To  date,  the  results  as  reported  by  Dr.  Della 
ven  seem  favorable. 

Selection  and  Classification.  This  study,  as  has  al- 
ready been  discussed  on  several  occasions,  is  progressing 
satisfactorily  throughout  New  York  State  and  is  now  a 
model  for  other  states  as  well  as  developing  interest  in- 
ternationally. 

With  proper  physical  evaluation  of  the  athlete  and 
evaluation  as  to  his/her  maturation  fewrer  injuries  have 
been  reported  throughout  New  York  State.  This  same 
program  is  being  applied  to  the  mentally  handicapped  by 
Dr.  McNabb  in  an  experimental  program  in  the  Rochester, 
New  York  area,  with  the  statistical  data  still  to  be  com- 
piled. Generally  speaking,  since  the  advocation  of  the 
program  of  selection  and  classification,  fewer  serious  in- 
juries have  been  reported. 

Trampoline.  The  trampoline  is  fast  disappearing  from 
many  of  the  gymnasiums  and  relocated  to  a dusty  closet 
or  corner.  At  the  present  time,  in  New  York  State,  all 
schools  are  being  contacted  by  the  New  York  State  Public 
High  School  Athletic  Association  to  compile  proper  sta- 
tistics in  regard  to  the  number  of  schools  using  trampolines, 
the  number  of  serious  injuries  occurring,  and  w'hether  or 
not  there  have  been  any  difficulties  with  proper  insurance 
coverage. 

There  is  considerable  adverse  publicity  about  all 
bouncing  apparatus.  The  committee  feels  that  some  of 
these  criticisms  are  unjust  and  lack  foundation.  There  is 
a growing  interest  in  gymnastic  sports  in  general,  both  male 
and  female.  With  the  impact  of  the  Olympics  it  is  envi- 
sioned that  gymnastics  will  soon  become  team  sports  on 
the  interscholastic  level  with  inherent  risk  of  injury  with 
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the  use  of  the  balance  beam,  the  rings,  parallel  bars  and 
tumbling. 

The  committee  feels  there  is  safety  in  the  use  of  the 
trampoline  under  proper  supervision.  It  is  urged  that 
every  school  district  be  required  to  adopt  the  new  certify 
cation  developed  by  the  U.S.  Gymnastics  Safety  Associa- 
tion, and  only  those  teachers  be  allowed  to  teach  the 
trampoline  who  acquire  the  certification.  The  committee 
encourages  school  districts  to  adopt  a program  of  activities 
which  eliminates  the  somersault  and  other  dangerous 
twists  from  all  day-to-day  physical  education  classes.  The 
role  of  the  spotter  should  be  eliminated  since  in  most  in- 
stances the  spotter  is  no  better  trained  than  the  novice 
trampolinist.  The  spotter  requirement  should  be  fulfilled 
by  having  the  instructor  at  or  on  the  trampoline  at  all 
times.  If  the  participant  is  only  doing  the  maneuvers  at 
which  he  is  competent,  there  is  little  chance  he  will  fly  from 
the  equipment.  Dangerous  tricks  should  be  completely 
avoided  until  a level  of  competence  is  reached  allowing 
these,  and  only  under  proper  supervision. 

Standard  Form  for  School  Physical  Examination. 
At  the  present  time  there  are  no  standard  forms  for  school 
physical  examinations.  The  value  of  a standard  form  is 
quite  obvious  from  many  standpoints,  especially  in  com- 
piling statistics  via  computers.  The  committee  looks  upon 
this  concept  favorably  and  is  working  in  this  direction  with 
the  help  of  Norman  S.  Schell,  M.D.,  chairman  of  the  School 
Health  Committee.  It  is  hoped  that  a standard  form  will 
soon  become  available.  The  value  is  obvious. 

Letter  from  Dr.  Gilroy.  A letter  from  Dr.  Gilroy  of  the 
New  York  State  Boxing  Commission  was  presented  by  Dr. 
Lawrence  for  review  by  the  committee.  Dr.  Gilroy  asked 
for  the  support  of  the  Medical  Society  of  the  State  of  New 
York  in  changing  the  regulations  of  the  Boxing  Commission 
to  require  the  professional  boxer,  who  has  sustained  a 
technical  knockout  by  virtue  of  an  eye  injury,  to  have  a 
medical  eye  examination  prior  to  scheduling  another  match 
in  New  York  State.  The  committee  unanimously  recom- 
mended that  the  Council  support  this  change  in  the  boxing 
regulation. 

Future  Meeting.  The  committee  is  taking  under 
consideration  the  idea  of  having  its  annual  meeting  in 
various  parts  of  New  York  State  so  as  to  better  serve  and 
disseminate  information  throughout  the  State.  Several 
suggestions  were  rendered: 

A.  Having  an  annual  meeting  in  a city  in  one  of  the  ten 

sections  as  already  set  up  by  the  N.Y.S.P.H.A.A. 

B.  Having  the  annual  meeting  at  various  interested 

universities  in  New  York  State,  such  as  Brockport, 
Ithaca,  and  Cortland,  which  already  have  pro- 
grams in  the  development  of  certified  athletic 
trainers.  This  doesn’t  necessarily  exclude  any 
other  interested  school.  A committee  is  being  set 
up  to  look  into  the  situation  more  thoroughly. 

In  closing  the  chairman  once  again  wishes  to  express 
his  thanks  to  George  Lawrence,  Jr.,  M l).,  and  his  staff  for 
their  kindness  and  help  throughout  the  year.  It  has  been 
a pleasure  and  indeed  a privilege  for  me  to  serve  the 
Medical  Society  of  the  great  State  of  New  York. 

Respectfully  submitted, 

Donald  'I'.  Kasprzak,  M.D.,  Chairman, 

Report  of  the  Reference  Committee  on  Public  Health 
and  Education : The  following  report  was  presented  by 
.James  R.  Nunn,  M.D.,  Chairman. 


Your  reference  committee  reviewed  the  report  of  the 
committee  on  Medical  Aspects  of  Sports  chaired  by  Donald 
'I'.  Kasprzak,  M.D.  We  commend  the  committee  on  their 
thorough  report.  The  committee  reviewed  amended  leg- 
islation of  the  State  Education  Department  regarding 
sports  activities. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Medical  Aspects  of  Sports  be  filed. 

. . .The  report  of  the  Committee  on  Medical  Aspects  was 

FILED  . . 


MENTAL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Mental  Health  are 


as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman  . . . Westchester 

Douglas  C.  Evans,  M l) Monroe 

Morton  M.  Golden,  M.D Kings 

Edith  M.  Jurka,  M.D New  York 

Bernard  F.  Kalina,  M.D Sullivan 

Laurence  Loeb,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Herbert  S.  Beyser,  M.D New  York 

Donald  H.  Schultz,  M.D Ulster 


A meeting  of  the  Committee  on  Mental  Health  was 
held  on  January  25,  1978,  at  Society  headquarters.  We 
were  most  fortunate  to  have  the  chairman  of  the  Area  II 
Council  (New  York)  of  the  American  Psychiatric  Associ- 
ation, Lester  Shapiro,  M.D.,  attend  our  meeting  and  con- 
tribute the  thoughts  and  positions  of  our  psychiatric 
brethren.  Close  liaison  between  our  two  societies  will  be 
maintained  by  interchange  of  the  minutes  of  any  meetings 
and  reciprocal  attendance  of  the  chairmen  of  each  com- 
mittee. 

The  problem  of  confidentiality  and  doctor-patient 
privilege  continues  to  plague  us  with  the  many  invasions 
of  our  privacy  by  legislation  efforts,  court  demands,  and 
insurance  company  computer  bank  information  compila- 
tions. This  problem  is  becoming  so  grave  that  it  would 
seem  only  the  AMA  can  effectively  deal  with  prevention 
of  further  incursions.  In  association  with  specialty  so- 
cieties, a strong  legislative  effort  should  be  made  both 
federally  and  in  State  legislatures  to  enact  statutes  which 
will  ensure  privileged  communication  irrevocably  and  to- 
tally. Anything  less  makes  a mockery  of  confidentiality 
and  undermines  the  faith  of  the  patient  that  his/her  ad- 
missions will  remain  protected.  Especially  in  psychiatry 
is  this  inadmissibility  essential  because  without  confi- 
dentiality there  can  be  no  therapeutic  process. 

Another  topic  of  great  concern  to  our  committee  is  the 
effectiveness  of  community  mental  health  programs.  The 
“Long  Beach  Syndrome,”  “The  Revolving  Door,”  and 
conflicts  and  antagonisms  between  the  many  local  com- 
munity organizations,  has  led  to  much  waste  and  more 
importantly,  detriment  to  the  patient  with  frequent 
readmissions  the  penalty  paid  by  the  sick  person.  The 
New  York  State  Department  of  Mental  Hygiene  has  been 
reorganized  with  three  subdivisions  and  outreach  programs 
to  attempt  to  alleviate  this  travesty,  but  there  is  much  local 
resistance.  Your  Mental  Health  Committee  has  not  come 
to  any  firm  conclusions  as  to  the  best  road  to  follow  in  this 
prickly  situation  and  we  will  reserve  judgment  until  we  see 
what  the  revision  of  the  Department  of  Mental  Hygiene 
accomplishes. 
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As  your  chairman,  1 wish  to  thank  the  members  of  the 
committee  who  have  offered  their  time  and  expertise 
without  demurral.  Our  sincere  appreciation  goes  to 
George  Lawrence,  -Jr.,  M.D.,  Director  of  Scientific  Activit  ies 
for  the  MSSNY,  who  has  advised  us  well  and  provided  so 
much  support.  Mrs.  Elizabeth  Daepp  has  been  unstinting 
in  her  effort  to  insure  the  effectiveness  of  our  deliberations, 
through  her  careful  inscribing  of  the  minutes  of  our 
meeting.  We  wish  to  thank  her  for  her  spirit  and  devo 
tion. 

Respectfully  submitted, 

Allison  B.  Landolt,  M l).,  Chairman 


Report  of  the  Reference  Committee  on  F’ublic  Health 
and  Education:  The  following  report  was  presented  by 
-lames  R.  Nunn,  M.D.,  Chairman 

Your  reference  committee  wholeheartedly  concurs  with 
the  Mental  Health  Committee’s  concern  with  the  prema- 
ture release  of  mentally  ill  patients  from  mental  hospitals 
into  the  community  with  inadequate  rehabilitative  and 
supportive  facilities  for  the  continuing  care  of  these  pa- 
tients on  an  outpatient  basis.  Thus  when  they  relapse, 
they  are  returned  to  acute  care  facilities  and  must  rotate 
through  the  entire  spectrum  of  mental  health  care  insti- 
tutions, a repetitive  and  costly  process. 

Your  reference  committee  recommends  that  the  New 
York  State  Office  of  Mental  Health  rapidly  upgrade  its 
programs  for  outpatient  convalescence  and  rehabilitation 
and  terminate  such  problems  as  the  “Long  Beach  Syn- 
drome" and  the  “Revolving  Door  Syndrome.” 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Mental  Health  he  filed. 

. . .The  report  of  the  Committee  on  Mental  Health  teas 

FILED  . . 

. . .The  House,  after  discussion,  voted  to  ADOPT  and 
REFER  this  portion  of  the  reference  committee  report 
to  the  Council  to  prepare  a position  statement.  . . 

METABOLIC  DISEASES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Metabolic  Diseases 
are  as  follows: 


Arthur  H.  Dube,  M.D.,  Chairman  Onondaga 

Robert  S.  Bernstein.  M.D New  York 

Marshall  Clinton.  M.D Erie 

William  W.  Faloon,  M.D Monroe 

Joel  J.  Schnure,  M.D Broome 

Edward  L.  Socolow,  M.D Westchester 

Harold  Zarowitz,  M.D Kings 

-Jay  Harris.  M.D.,  Advisor New  York 


The  problem  of  diabetic  detection  drives  was  dis- 
cussed. Urine  tests  are  of  little  value.  Blood  sugars  are 
a better  screening  test,  and  the  method  must  be  carefully 
supervised.  \V  hat  constitutes  an  abnormal  value  should 
be  decided  by  the  physicians  supervising  the  detection 
drive,  and  abnormal  results  should  be  followed  up  by  the 
patients’  own  doctor  or  the  supervising  physicians.  Special 
laboratory  permits  from  the  Department  of  Health  should 
not  be  required. 


Blood  sugars  as  a part  of  patient  management  in  a dia- 
betic clinic  are  essential  Immediate  results  are  far  pref- 
erable to  those  obtained  by  the  following  day.  Blood 
sugars  performed  under  the  supervision  of  a physician  in 
a diabet  ic  clinic  should  require  no  more  of  a special  license 
than  if  they  were  conducted  in  his  private  office 

In  maturity  onset  diabetics  insulin  levels  are  normal  or 
excessive.  The  problem  is  reduced  ability  to  bind  insulin 
by  insulin  receptors  because  of  obesity  Supplementary 
insulin  treatment  or  oral  hypoglycemia  drugs  should  be 
reserved  for  patients  with  symptoms  or  complications. 
Weight  reduction  is  the  keystone  of  treatment  in  this  t>pe 
of  diabetes. 

We  propose  the  following  resolution: 

Be  it  Resolved,  That  blood  sugar  testing  as  a part  of  a 
detection  program  or  a diabetes  clinic  when  under  di- 
rect physician  supervision  be  excepted  from  Public 
Health  Law  579  regarding  the  operation  of  a laborato 
ry. 

Respectfully  submitted, 

Arthur  H.  Dube.  M l).,  ( hairman 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

Your  reference  committee  reviewed  the  report  of  the 
Committee  on  Metabolic  Diseases  and  commends  Arthur 
H.  Dube,  M.D.,  Chairman,  and  the  members  of  the  com- 
mittee for  a fine  effort. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Metabolic  Diseases  be  filed. 

. . .The  report  of  the  Committee  on  Metabolic  Diseases 

was  FILED  . . 

PHYSICAL  MEDICINE  AND 
REHABILITATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  are  as  follows: 


Edward  J.  Lorenze,  III,  M l).,  C hairman  . . New  York 

William  H.  Georgi,  M.D Erie 

Milton  Lowenthal,  M.D New'  York 

Edward  W.  Lowman,  M.D New  York 

Ralph  A.  Pici,  M.D Westchester 

Leon  M.  Rothman,  M.D Kings 

Asa  P.  Ruskin,  M.D Kings 

George  W.  Sandiford,  M.D Broome 

Samuel  S.  Sverdlik,  M.D New  York 

Frederick  A.  Groff,  Jr.,  M.D.,  Advisor  Albany 


The  committee  discussed  the  recommendations  which 
are  attached  of  1977  of  the  Committee  on  Physical  Medi 
cine  and  Rehabilitation  and  the  Committee  on  Aging  and 
Nursing  Homes  in  regard  to  the  necessity  of  improving  the 
level  of  rehabilitation  care  given  in  skilled  nursing  facilities 
since  this  is  one  of  the  key  provisions  for  eligibility  to  such 
facilities.  The  representative  of  the  New  York  State 
Health  Department,  Dr.  George  Warner,  discussed  with 
us  the  desirability  of  such  suggestions  and  recommenda- 
tions being  forwarded  to  the  Commissioner  of  the  State 
Department  of  Health.  It  is  noted  that  this  was  not  done 
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last  year  due  to  an  error  in  procedure  and  these  recom- 
mendations will  be  again  submitted  to  the  Council  and  the 
House  of  Delegates.  The  position  statement  was  approved 
by  the  Council  at  its  meeting  on  June  8,  1978. 

Discussion  was  held  on  the  problem  of  the  designation 
of  chronic  disease  hospitals  which  does  not  exist  as  part  of 
the  official  State  terminology.  There  is  a feeling  on  the 
part  of  some  that  certain  institutions  provide  a more  ex- 
tensive level  of  care  than  the  ordinary  skilled  nursing  fa- 
cility, but  are  penalized  in  the  reimbursement  formula. 
The  committee  is  not  clear  as  to  how  extensive  this  par- 
ticular problem  is  or  as  to  whether  the  State  would  be  in 
a position  to  change  the  reimbursement  formula  by  des- 
ignating certain  institutions  as  chronic  disease  hospitals 
within  the  formula  of  the  Federal  Government.  However, 
the  committee  has  recommended  to  the  Council  that  the 
Commissioner  of  Health  be  requestedto  continue  to  study 
this  question. 

The  committee  has  recommended  that  consideration  be 
given  to  a more  careful  evaluation  of  the  level  of  rehabili- 
tation given  in  skilled  nursing  facilities.  It  is  felt  that 
criteria  should  be  established  for  this  type  of  program,  and 
that  if  a skilled  nursing  facility  agrees  to  accept  patients 
under  Medicare  extended  care  for  the  purpose  of  rehabil- 
itation, a program  meeting  these  criteria  must  be  available, 
including  physician  direction. 

As  noted  above,  the  Position  Statement  and  recom- 
mendations which  follow  were  approved  by  the  Council, 
June,  1978,  and  has  been  forwarded  to  the  Commissioner 
of  Health.  It  is  recommended  that:  “If  a skilled  nursing 
facility  elects  to  accept  patients  for  comprehensive  reha- 
bilitation it  shall  provide,  or  arrange  for  the  provision  of 
appropriate  therapeutic  services  which  may  include,  but 
not  necessarily  be  limited  to  physical  therapy,  occupational 
therapy,  and  speech  therapy.  In  such  instances  there  shall 
be  designated  a physiatrist  or  other  physician  with  dem- 
onstrated interest  and  expertise  in  rehabilitation  medicine 
to  direct  and  supervise  such  a program.  It  is  the  respon- 
sibility of  the  medical  director  of  the  skilled  nursing  facility 
to  assure  that  this  designation  and  function  is  clearly  es- 
tablished in  the  medical  staff  bylaws,  rules  and  regulations, 
and  in  the  written  policies  governing  the  medical,  nursing, 
and  related  health  services  provided  in  the  facility  in  ac- 
cordance with  the  ‘guidelines’  published  by  the  American 
Medical  Association.” 


POSITION  STATEMENT 
REHABILITATION  IN  SKILLED  NURSING 
FACILITIES 


The  patient’s  need  for  rehabilitation  services  is  one  of 
the  two  primary  bases  for  the  admission  and  acceptance 
of  eligible  patients  under  Medicare  and  Medicaid  in  an 
approved  skilled  nursing  facility.  Little  attention  has  been 
paid  to  the  standards  and  criteria  by  which  the  quality  of 
this  care  can  be  evaluated  in  terms  of  medical  audit.  Many 
patients  are  admitted  on  the  basis  of  need  for  rehabilitation 
services  to  skilled  nursing  facilities  that  do  not  provide 
adequate  programs.  The  comprehensive  rehabilitation 
services  to  which  these  patients  are  entitled  by  law  appear 
to  be  determined  to  be  provided  if  there  is  a physical 
therapist  providing  some  physical  therapy  services  on  a 
part  time  or  full  time  basis.  This  is  manifestly  inade- 
quate. 


If  the  need  for  comprehensive  rehabilitation  services  is 
to  be  met,  each  institution  that  accepts  patients  on  this 
basis  must  document  the  fact  that  comprehensive  reha- 
bilitation services  are  available,  and  have  been  provided 
when  prescribed.  In  particular,  each  such  admission  must 
have  a comprehensive  rehabilitation  evaluation  or  as- 
sessment which  starts  with  the  services  of  a physician  who 
has  training  in  this  specialty  field  of  medical  care.  This 
physician  need  not  be  a Diplomate  of  the  American  Board 
of  Physical  Medicine  and  Rehabilitation,  although  this 
would  certainly  seem  desirable.  However,  the  medical 
staff  organization  should  provide  for  a physician  who  has 
had  training  and  demonstrated  interest  in  this  field,  and 
who  has  accepted  the  responsibility  for  providing  reha- 
bilitation evaluation  of  new  patients  to  the  facility,  and  for 
providing  leadership  to  the  other  members  of  the  reha- 
bilitation team  from  the  various  disciplines.  In  those  cases 
where  the  attending  physician  wishes  to  maintain  primary 
responsibility  for  the  comprehensive  rehabilitation  eval- 
uation, interaction  with  the  rehabilitation  team  members, 
formulation  of  the  group  decisions  including  goals,  pre- 
scription of  the  specific  program,  and  reevaluations,  this 
may  be  provided  for  in  the  medical  staff  rules  and  regula- 
tions. The  consultant  in  rehabilitation  medicine  would 
then  have  responsibility  for  seeing  that  these  functions  are 
performed  and  documented.  In  most  situations  it  would 
appear  more  appropriate  for  the  rehabilitation  medicine 
consultant  to  provide  these  functions  for  the  attending 
physician  on  referral.  There  must  be  written  documen- 
tation of  the  rehabilitation  conference,  the  goals,  prognosis, 
anticipated  length  of  trial,  prescription  of  the  therapeutic 
program,  results  of  re-evaluations  and  discontinuation  of 
therapy  when  deemed  no  longer  feasible.  The  rehabili- 
tation medicine  consultant  must  be  in  a position  to  pre- 
scribe braces,  prostheses,  and  other  assistive  devices,  in- 
cluding appropriate  wheelchairs  as  indicated.  Unless  an 
appropriately  trained  physician  has  been  so  designated, 
and  has  accepted,  and  is  performing  this  function  on  a 
regular  basis,  the  extended  care  facility  cannot  be  consid- 
ered to  be  providing  for  the  comprehensive  rehabilitation 
needs  of  the  patients. 

The  directives  from  Washington  and  the  interpretation 
by  State  officials  and  inspectors  have  done  little  to  properly 
see  that  capital  “R”  Rehabilitation  programs  are  developed 
in  these  facilities.  In  fact,  it  has  been  brought  to  our  at- 
tention in  New  York  State  that  facilities  have  been  advised 
that  a physician  in  this  role  is  not  necessary,  as  long  as  there 
is  a part  time  or  full  time  physical  therapist  on  the  staff. 
This  shows  a complete  misunderstanding  of  the  place  of 
rehabilitation  medicine  in  the  spectrum  of  comprehensive 
health  care.  This  is  particularly  important  because  the 
skilled  nursing  facility  is  one  of  the  primary  loci  in  the 
cont  inuum  of  healt  h care  services  in  which  the  rehabilita- 
tion needs  of  patients  can  he  met.  If  the  patient  with  re- 
habilitation potential  must  be  discharged  from  the  acute 
general  hospital,  and  a rehabilitation  center  is  not  avail- 
able, then  capital  “R”  Comprehensive  Rehabilitation  in 
the  skilled  nursing  facility  is  mandatory.  The  recognition 
of  this  responsibility  was  clearly  in  the  minds  of  the  Con- 
gress when  these  provisions  were  enacted.  It  is  high  time 
that  the  medical  profession  developed  positive  recom- 
mendations to  see  that  this  serious  gap  is  corrected. 

The  committee  again  discussed  the  proposed  revision 
of  the  State  code  for  skilled  nursing  facilities.  We  reiter- 
ated our  opinion  to  Dr.  George  Warner  of  the  State  Health 
Depart  merit , as  we  had  last  year  to  Dr.  Boris  Paul  and  Dr. 
Frederick  ( Iroff  that: 
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a)  We  feel  that  rehabilitation  services  should  he 
carried  out  upon  written  order,  and  not  referred  alone, 
and  that  termination  of  treatment  should  he  done  by 
the  physician  on  recommendation  of  the  therapist,  not 
by  the  therapist  arbitrarily. 

h)  It  is  deemed  essential  that  a statement  be  added 
in  an  appropriate  part  of  the  code  to  clearly  indicate 
the  primary  role  and  responsibility  of  the  physician  in 
the  provision  of  comprehensive  rehabilitation  care; 
and  that  the  multidisciplinary  rehabilitation  therapies 
should  be  organized  as  a functional  unit  within  the 
structure  of  the  table  of  organization  indicating  physi- 
cian direction  as  indicated  in  appendix  A and  B. 
Respectfully  submitted, 

Edward  .1.  Lorenze.  III.,  M.D.,  Chairman 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

Edward  J.  Lorenze,  III,  M.D.,  and  his  committee  are  to 
be  commended  for  their  fine  report. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Physical  Medicine  and  Rehabilitation 
be  filed. 

. . .The  report  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  was  FILED.  . . 


PREVENTIVE  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Preventive  Medicine 


are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman  Nassau 

John  P.  Albanese,  M.D Bronx 

Thomas  S.  Bumbalo,  M.D Erie 

Duncan  W.  Clark,  M.D Kings 

Gerald  J.  Duffner,  M.D Wayhe 

Stanley  L.  Erney,  M.D Broome 

Yehudi  Felman,  M.D New  York 

Jack  J.  Goldman.  M.D Westchester 

Leonard  L.  Heimoff,  M.D Bronx 

Rudolf  H.  Steinharter,  M.D Nassau 

Harry  Feldman,  M.D.,  Advisor  Onondaga 

Donald  O.  Lyman,  M.D.,  Advisor  Albany 


A meeting  of  the  Committee  on  Preventive  Medicine 
was  held  on  September  16,  1977,  at  the  headquarters  of  the 
Medical  Society  of  the  State  of  New  York.  The  following 
matters  were  discussed  and  resolved: 

Sexually  Transmitted  Diseases.  The  literature  on 
venereology  is  gradually  replacing  the  letters  VD  with  STD, 
giving  recognition  to  the  rising  incidence  of  herpes  pro- 
genitalis,  trichomoniasis,  pediculosis,  scabies,  and  others 
following  sexual  contacts.  The  New  York  City  Health 
Department  has  extended  to  the  practicing  physician 
telephone  consultations  with  experts  and  laboratory  fa- 
cilities for  the  problem  cases.  Personal  letters  to  each 
practitioner  include  recent  epidemiological  data,  as  well 
as  advances  in  diagnosis  and  treatment. 

STD  in  the  Homosexual.  Recent  studies  suggest  very 


strongly  that  among  homosexuals  enteric  diseases  such  as 
shigellosis,  amebiasis,  giardiasis,  as  well  as  hepatitis  B,  to 
mention  a few,  are  caused  by  fellatio  and  fecal-oral  con- 
tacts. Awareness  is  essential  to  the  practicing  physician 
so  that  his  index  of  suspicion  is  aroused  when  a ‘suspected’ 
male  complains  of  gastrointestinal  symptoms.  Laboratory 
confirmation  is  definitely  indicated.  It  has  also  been 
suggested  that  homosexuals  receive  screening  examina- 
tions, as  at  ‘gay’  steam  baths.  The  cooperation  of  homo- 
sexual organizations  is  essential. 

Resolution  77-15,  Support  of  the  Removal  of  any 
Restriction  to  the  Advertising,  Display,  and  Sale  of 
Nonprescription  Contraceptives.  This  resolution  was 
approved  by  the  committee  and  submitted  to  the  House 
of  Delegates  for  their  consideration.  At  the  last  1977  An- 
nual Meeting  of  the  MSSNY,  the  House  of  Delegates  ap- 
proved the  resolution  that  follows: 

Whereas,  The  number  of  reported  cases  of  sexually 
transmitted  disease  (STD)  has  reached  epidemic  pro- 
portions in  the  United  States;  and 

Whereas,  For  example,  more  cases  of  STD  are  re- 
ported in  New  York  City  and  elsewhere  than  all  other 
communicable  diseases  combined,  i.e.,  TB,  polio, 
whooping  cough,  diphtheria,  measles,  typhoid  fever, 
and  scarlet  fever;  and 

Whereas,  Gonorrhea,  the  most  prevalent  of  sexually 
transmitted  diseases,  is  out  of  control;  and 

Whereas,  Teenage  pregnancies  have  reached  an  all 
time  high;  and 

Whereas,  It  is  medically  accepted  that  teenage 
pregnancies  and  STD  (especially  gonorrhea)  can  often 
be  prevented  through  appropriate  use  of  condoms; 
and 

Whereas,  The  need  for  educational  programs  about 
the  appropriate  use  of  condoms  has  been  endorsed  by 
a wide  variety  of  community  groups,  political  leaders, 
parent-teacher  organizations,  health  departments 
around  the  country  and  the  Center  of  Disease  Control 
of  the  Public  Health  Service  of  the  Department  of 
Health,  Education,  and  Welfare;  and 

Whereas,  On  June  7,  1977,  the  United  States  Su- 
preme Court  found  unconstitutional  all  laws  prohib- 
iting the  open  display,  the  advertising,  and  sale  of  non- 
prescription  contraceptives  to  anyone,  regardless  of 
age;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  mass  media  to  be  as  open  to  the  ad- 
vertising of  nonprescription  contraceptive  products  as 
they  are  to  advertising  products  in  general  - many  of 
which  have  far  less  social  and  medical  efficacy;  and  be 
it  further 

Resolved.  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  National  Association  of  Broadcast- 
ers to  approve  the  category  of  nonprescription  prod- 
ucts, and  to  exhibit  the  same  degree  of  openness  to 
such  products  as  is  granted  to  other  accepted  products 
in  the  “personal”  product  category;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  all  high  schools  in  the  State  of  New 
York  to  implement  a venereal  disease  educational  pro- 
gram, stressing  the  importance  of  disease  prevention 
through  the  appropriate  use  of  condoms;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  all  pharmacists  be  reminded  of  the 
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vital  role  they  play  in  public  health  education,  includ- 
ing the  prevention  of  sexually  transmitted  disease  by 
the  proper  use  of  condoms  through  the  open  display  of 
their  availability;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  position  that  condoms  be  avail- 
able for  sale  in  retail  stores,  in  addition  to  pharmacies. 

Antirabies  Vaccine.  A vaccine  is  at  present  under 
study  that  promises  to  replace  the  currently  used  duck 
embryo  vaccine.  This  new  vaccine  is  prepared  from  virus 
grown  in  cultures  of  human  diploid  embryo  lung  cells, 
thereby  avoiding  allergic  reactions,  and  with  less  foreign 
protein,  more  antigen  can  be  given  in  each  dose.  The 
pre-exposure  immunizations  require  only  three  doses. 
Post-exposure  immunizations  require  only  six  injections 
instead  of  twenty-three  when  using  duck  embryo.  Field 
trials  have  been  used  in  West  Germany  and  Iran  with  no 
cases  of  rabies  developing  in  spite  of  exposure  to  rabid 
animals.  Studies  are  still  continuing. 

Viral  Hepatitis  B.  Recent  epidemiological  studies 
have  indicated  that  general  surgeons,  dental  surgeons,  and 
personnel  working  in  hemodialysis  units  are  under  in- 
creased risk  of  acquiring  the  disease,  as  judged  by  their 
seropositivity.  It  is  expected  that  a vaccine  will  be  avail 
able  shortly. 

Childhood  Immunizations.  President  Carter,  we  were 
informed  by  a letter  from  H.E.W.,  has  announced  a na- 
tional campaign  to  boost  immunizations  among  children. 
The  campaign  is  aimed  to  immunize  20  million  children  by 
October,  1979,  and  to  establish  a permanent  system  to 
immunize  3 million  children  born  in  the  United  States  each 
year. 

The  fountainhead  for  this  campaign  in  each  community, 
small  or  large,  will  be  the  local  or  state  health  department. 
All  health  professionals  should  involve  their  local  profes- 
sional organizations,  as  well  as  school,  labor,  woman’s 
auxiliaries,  and  all  other  voluntary  organizations. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

The  committee  reviewed  the  report  of  the  Committee 
on  Preventive  Medicine  and  commends  Harry  S.  Licht- 
man, M.D.,  Chairman,  and  members  of  his  committee  for 
their  thorough  report. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Preventive  Medicine  be  filed. 

. . .The  report  of  the  Committee  on  Preventive  Medicine 
was  FILED. . . 


RURAL  MEDICAL  SERVICE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen. 

The  members  of  the  Committee  on  Rural  Medical  Ser 


vice  are  as  follows: 

Stephen  W.  Blatchly,  M.D.,  Chairman  . . . .Tompkins 

Edward  A.  Barrett,  M l) Orleans 

Donald  Bidwell,  M l) Seneca 


Ernest  H.  Carhart,  M.I) Onondaga 

John  Carthy,  M.I) St.  Lawrence 

Herbert  A.  Laughlin,  M.I) Chautauqua 

Ralph  C.  Parker,  Jr.,  M.I) Monroe 

Glenn  W.  Tymson,  M.I) Broome 

Julia  Freitag,  M.I).,  Advisor  Albany 


The  committee  met  at  intervals  through  the  year  and 
has  been  extremely  concerned  about  the  trend  of  medical 
care  in  New  York  State.  It  fully  recognizes  that  there  are 
two  areas  of  health  need  in  New  York  State;  i.e.,  urban  and 
rural,  and  their  attention  was  focused  on  the  rural  areas. 

Two  major  trends  were  addressed  as  primary  concerns 
of  health  care  in  rural  areas  today.  First,  the  strong  move 
to  “consolidate  obstetric  beds,”  and  secondly,  the  attempt 
to  close  hospitals  of  a smaller  nature  in  some  areas.  The 
fallout  effect  of  loss  of  medical  personnel  from  these  moves 
is  well  exemplified  by  a survey  done  of  family  physicians, 
residents  who  state  that  without  obstetric  care  within 
reasonable  time  areas,  they  will  not  practice  in  New  York 
State. 

The  concept  of  utilizing  nurse  clinicians  and  physicians’ 
assistants  in  small  rural  communities,  while  it  can  help 
some  of  the  personnel  shortages,  cannot  totally  substitute 
for  physician  availability  and,  of  course,  all  PAs  require 
supervision. 

The  experience  in  the  Rochester  areas  shows  that  where 
t he  PAs  or  nurse  clinicians  are  working  with  the  doctor  in 
the  same  structure,  there  is  patient  acceptance.  Where  the 
PA  or  nurse  clinician  is  working  geographically  apart  from 
the  physician,  most  of  the  program  have  not  been  accepted 
well  by  the  patients.  This  is  also  true  of  the  Cortland 
County  experience. 

The  committee  feels  very  strongly  that  a change  in  phi- 
losophy of  centralization  and  regionalization  must  be  ac- 
complished to  give  the  rural  physician  the  close  specialty 
backup  necessary  to  practice  quality  medical  care  for  the 
rural  communities. 


Respectfully  submitted, 

Stephen  W.  Blatchly,  M.I).,  Chairman 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

The  committee  reviewed  the  fine  report  of  the  Com- 
mittee on  Rural  Medical  Service,  and  commends  Stephen 
W.  Blatchly,  M.D.,  and  the  other  members  of  the  com- 
mittee. We  have  been  informed  that  this  committee  will 
be  combined  with  the  Committee  on  Health  Manpower 
and  transferred  to  the  Division  of  Medical  Services. 

We  note  that  t he  consolidat  ion  of  obstetrical  beds  may 
cause  serious  hardships  and  loss  of  medical  personnel  in 
these  already  underserved  areas.  Your  reference  com- 
mittee strongly  urges  that  the  unique  problems  in  rural 
medical  care  not  be  lost  in  the  realignment  of  this  com- 
mittee under  Medical  Services. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Rural  Medical  Services  be  filed. 

. . .The  report  of  the  Committee  on  Rural  Medical 

Service  was  FILED.  . 
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SC  HOOL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  School  Health  are 


as  follows: 

Norman  B.  Schell,  M.D.,  Chairman  Nassau 

Viola  F.  Anderson,  M.D Westchester 

Richard  H.  Bennett,  M I) Onondaga 

George  F.  Cunningham,  M.D Suffolk 

Kdward  M.  DiTolla,  M.D New  York 

Bentley  D.  Merrim,  M.D Kings 

Olive  Pit  km,  M.D  New  York 

Peter  C.  Pulrang,  M.D Clinton 

Charles  W.  Shlimbaum,  M.D Suffolk 

Martin  C.  Ushkow,  M.D Onondaga 

Jay  Harris,  M.D.,  Advisor  Albany 

Mrs.  Frances  Bernstein,  Advisor  Albany 


The  Committee  on  School  Health  has  increased  its 
concerns  and  activities  this  year  because  school  health  has 
become  more  popular  and  more  complex  throughout  the 
country.  The  two  meetings  were  held  on  November  JO, 
1977,  and  April  19,  1978. 

The  major  effort  of  the  year  was  the  completion  of  the 
report  entitled:  “Recommended  Guidelines  for  Cardiac 
Kvaluation  of  All  School  At  hletic  Participants.”  This  was 
based  on  the  work  of  the  subcommittee  formed  in  1977  at 
the  joint  meeting  of  the  committees  on  School  Health  and 
Medical  Aspects  of  Sports.  The  document  appears  at  the 
end  of  this  report  as  Appendix  A. 

At  the  Council  meeting  of  January  26,  1978,  the  report 
was  approved  as  a whole.  Since  it  offers  practical  guide- 
lines for  all  physicians  involved  in  physical  examination 
of  all  sports  participants  in  schools,  wide  distribution  of 
the  report  becomes  essential.  It  was  published  in  the 
School  Health  Section  of  the  New  York  State  Journal  of 
Medicine  (May,  1978,  issue).  In  addition,  copies  were 
distributed  to  each  school  district  in  the  State  through  the 
efforts  of  the  new  committee  advisor,  Mrs.  Frances  A. 
Bernstein,  who  is  Chief  of  the  Bureau  of  School  Health 
Education  and  Services  of  the  State  Education  Depart- 
ment. Physical  education  teachers  and  coaches 
throughout  the  State  will  also  receive  copies  from  the  State 
High  School  Athletic  Association. 

Another  activity  of  the  committee  has  been  the  deveL 
opment  of  standard  history  and  physical  examination 
forms  for  the  physical  evaluation  of  school  athletic  par- 
ticipants. Several  model  forms  prepared  by  the  National 
Federation  of  State  High  School  Associations  and  the  AMA 
Committee  on  Medical  Aspects  of  Sports  were  reviewed 
and  discussed.  It  was  agreed  to  have  a subcommittee 
consisting  of  Drs.  Schell,  Ushkow  and  Kenneth  DeHaven 
(of  the  Committee  on  Medical  Aspects  of  Sports)  to  meet 
with  Mrs.  Bernstein  and  staff  persons  at  the  Bureau  of 
School  Health  Education  and  Services,  for  the  purpose  of 
drafting  these  new  forms  for  Statewide  usage. 

At  the  April  meeting,  the  committee  discussed  the 
School  Health  Services  Program  of  the  Robert  Wood 
Johnson  Foundation.  New  York  State  is  one  of  nine  “fi- 
nalist” states  competing  for  these  grants.  Four  states  will 
be  awarded  funds  up  to  1.2  million  dollars  for  five-year 
demonstration  programs  in  at  least  two  school  districts  in 
each  state. 

The  objectives  of  this  program  include: 

1.  Improving  access  to  preventive  health  care  and  pri- 

mary health  services  for  the  school  age  child. 

2.  Integrating  health  education  with  preventive  health 

care  and  primary  health  services. 


3.  Demonstrating  the  effectiveness  of  different  delivery 
system  models  and  mixes  of  school  health  person- 
nel. 

The  direct  delivery  of  health  care  in  the  school  is  the 
unique  feature  of  the  program.  Identification  of  need  and 
case  management  of  minor  episodic  illnesses  are  the 
keystones.  The  school  nurse  practitioner,  under  the  su- 
pervision of  the  school  physician,  would  be  responsible  for 
the  assessment  and  treatment  components. 

Due  to  many  reservations  and  qualms  about  the  new 
roles  of  the  nurse  and  the  schools  in  the  primary  care  of 
children,  the  committee  unanimously  voted  against  the 
case  management  aspect  of  the  program.  The  majority  of 
the  members  also  voted  against  the  performance  of  com- 
plete health  assessments  by  a nurse  practitioner. 

The  committee  wishes  to  commend  the  State  Health  and 
Education  Departments  for  closely  collaborating  in  the 
Intragency  Task  Force  on  School  Health  which  prepared 
the  grant  application.  This,  in  itself,  constitutes  a good 
prototype  and  omen  for  the  future  of  school  health. 

ACKNOWLEDGMENT:  On  behalf  of  the  entire 

committee,  the  chairman  would  like  to  personally  thank 
George  J.  Lawrence,  Jr.,  M.D.,  Director  of  Division  of 
Scientific  Activities,  for  his  untiring  advice,  assistance  and 
inspiration  in  the  cause  of  school  health  betterment. 


Respectfully  submitted, 

Norman  B.  Schell,  M.D.,  Chairman 


APPENDIX  “A” 

RECOMMENDED  GUIDELINES  FOR  CARDIAC 
EVALUATION 

OF  ALL  SCHOOL  SPORTS  PARTICIPANTS 

Detecting  Cardiac  Risks  in  School  Examina- 
tions 

A.  Key  Historical  Facts  Obtained  from  Students,  Parents 

and  School  Health  Records: 

1.  Cyanotic  heart  disease  early  in  life 

2.  Murmur  early  in  life  based  on  anatomical  diagnosis  of: 

a.  Left  to  right  shunt,  or 

b.  Pulmonic  or  aortic  stenosis 

3.  Rheumatic  heart  disease 

4.  Fainting  spells  (syncope) 

5.  Chest  or  abdominal  pains  (not  otherwise  diagnosed) 

6.  Dyspnea  of  exertion 

7.  Cardiac  surgery 

8.  Enlarged  heart 

9.  Cardiac  rhythm  disturbances 

10.  Familial  heart  disease*  or  rhythm  disturbances 

11.  Functional  or  innocent  murmur  of  four  (4)  or  more  years' 

duration 

Sports  applicants  with  ANY  of  above  findings  on  their  per- 
sonal history  should  he  referred  for  cardiac  evaluation  (and  pos- 
sible stress-testing)  before  given  clearance  to  participate  in  any 
sports  activities  at  school.  These  evaluations  should  specifically 
classify  the  applicants  as  “no  heart  disease";  “mild”;  “moderate”; 
or  “severe"  heart  disease  per  current  nomenclature  of  American 
Heart  Association. 

* Namely:  (1)  hypertension;  (2)  early  stroke  (under  50  years); 
or  01)  early  coronary  (under  50  years)  in  close  relatives. 
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B.  Key  Physical  Findings  of  Cardiac  Evaluation  by  School 
Physician: 

1.  Heart  rate  over  120/min. 

If  repeated  tests  (on  second  occasion)  are  high,  suggest 
monitoring  and  recording  of  pulse  at  home  by  a trained 
parent  or  a nurse-friend. 

Pulse  recovery  tests  after  “jumping”  or  “hopping”  exercises 
are  useless  routines  except  for  2.  (below). 

2.  Multiple  extra-systoles  or  arrhythmias: 

Check  after  jumping  or  hopping  twenty  (20)  times  to 
ascertain  if  arrhythmias  appear  or  disappear. 

3.  Blood  pressure  (resting)  over  130/80  (6-11  years). 

Blood  pressure  (resting)  over  140/90  (12-18  years). 

a.  For  validity,  be  certain  that  the  pressure  cuff  covers  at 

least  two-thirds  of  the  upper  arm  (from  elbow  to 
shoulder).  (Adult  cuff  = 30  X 13  cm;  pediatric  cuff 
= 22  X 10  cm;  obese  cuff  = 39  X 15  cm). 

b.  If  high,  repeat  test  three  (3)  times  and  take  average. 

c.  High  reading  on  one  (1)  occasion  fob  an  adolescent  is  not 

diagnostic  of  hypertension.  At  least  three  (3)  sepa- 
rate occasions  in  a friendly  environment  are  neces- 
sary for  corroboration.  At  times,  this  can  be  done  at 
home  with  purchased  equipment  and  a trained  family 
member  or  nurse  — friend. 

4.  All  systolic  murmurs  grade  3/6  or  louder  at  any  loca- 

tion. 

All  diastolic  murmurs  of  any  intensity  at  any  location. 

Any  continuous  murmur. 

Heart  should  be  auscultated  at  four  (4)  chest  locations: 

a.  Pulmonic  area  (2nd  intercostal  space  at  left  sternal 

border) 

b.  Aortic  area  (2nd  intercostal  space  at  right  sternal  bor- 

der) 

c.  Tricuspid  area  (4th  intercostal  space  at  left  sternal 

border) 

d.  Mitral  area  (4th  intercostal  space  at  mid-clavicular 

line) 

5.  Routinely  palpate  femoral  and  brachial  pulses.  Note  if 

absent  or  if  large  discrepancy  exists  between  them. 
Presence  of  ANY  of  above  key  physical  findings  (1-5)  should  be 
referred  for  further  cardiac  evaluation  and  decision-making  re: 
sports  participation  (for  strenuous  or  non-strenuous  activities). 


DISQUALIFYING  CARDIAC  CONDITIONS  FOR 
SPORTS 


Contraindication 

Stren- 

Non-Stren- 

uous 

UOUS 

Sports* 

Sports 

1.  Cardiac  enlargement  from 

Absolute 

Relative** 

any  cause 

2.  Severe  mitral  stenosis  (or 

Absolute 

Relative 

insufficiency) 

3.  Aortic  stenosis  or  insufficiency  Absolute 

Relative 

4.  Cyanotic  heart  disease 

Absolute 

Relative 

5.  Active  myocarditis 

Absolute 

Relative 

6.  Symptomatic  pulmonary 

Absolute 

Relative 

hypertension 

7.  Blood  pressure  over  140/90 

Relative 

Relative 

8.  Significant  cardiac 

Relative 

Relative 

arrhythmias 

(A-V  block  and  tachycardias) 

* Kxamples:  football,  wrestling,  hockey,  boxing,  basketball, 
baseball,  track,  swimming,  soccer  and  lacrosse. 

**  "Relative” contraindication  means  that  after  reviewing  the 
referred  cardiac  evaluation  report,  the  school  physician  prescribes 
specific,  appropriate,  and  permissible  physical  activities  for  the 
individual  in  question. 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

The  committee  reviewed  the  report  of  the  Committee 
on  School  Health  and  commends  Norman  B.  Schell,  M.D., 
and  committee  members  on  a fine  effort.  Your  reference 
committee  recommends  a close  watch  of  the  Robert  Wood 
Johnson  Foundation  program  in  Chenango  and  Orange 
Counties. 

This  program  is  set  up  to  give  direct  delivery  of  health 
care  in  the  school.  The  school  nurse  practitioner  under  the 
supervision  of  the  school  physician,  would  be  responsible 
for  the  assessment  and  treatment  components. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  School  Health  be  filed. 

. . .The  House,  after  discussion,  REFERRED  the  re- 
port of  the  Committee  on  School  Health  to  the  Council 
for  investigation  and  appropriate  action. . . 

THANATOLOGY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Thanatology  are  as 
follows: 

Allison  B.  Landolt,  M.D.,  Chairman  . . . .Westchester 

Marcelle  T.  Bernard,  M.D Bronx 

Paul  M.  DeLuca,  M.D Broome 

Katharine  L.  Friedmann,  M.D Westchester 

Michael  Andrew  Parmer,  M.D Orange 

Bernard  Schoenberg,  M.D New  York 

Donald  H.  Schultz,  M.D Ulster 

Joseph  G.  Zimring,  M.D Nassau 

The  Committee  on  Thanatology  met  on  January  25, 
1978,  to  reevaluate  its  position  on  the  definition  of  death 
and  the  concept  of  the  “living  will.”  In  the  past  year  many 
organizations  in  the  country,  both  legislative  and  scientific, 
have  had  some  misgivings  about  enacting  statutes  for- 
malizing the  dying  process.  More  and  more  the  consensus 
is  to  leave  the  matter  in  the  hands  of  the  personal  physician 
to  function  in  the  best  interest  of  his  patient  based  on  a 
private  consent  and  prior  verbal  agreement. 

The  committee  reaffirmed  its  position  as  approved  by 
Council  of  the  Medical  Society  of  the  State  of  New  York 
in  1977  and  presented  in  the  annual  report  at  the  1977 
Annual  Meeting  last  October,  on  the  definition  of  death 
and  continues  to  maintain  that  this  statement  remains 
valid,  pertinent,  and  applicable  to  medical  practice. 

However,  after  intensive  debate,  the  committee  agreed 
to  withdraw  its  support  for  legislation  permitting  formal 
documents  authorizing  specific  actions  on  the  part  of  the 
physician  of  a terminally  ill  patient,  i.e. , the  so-called 
"living  will,”  an  agreement  drawn  up  prior  to  the  onset  of 
illness.  It  is  our  present  opinion  that  formalization  of 
treatment  by  prior  agreement  inhibits  the  therapeutic 
freedom  of  the  doctor  and  may  well  become  a disservice  to 
a dying  patient.  A verbal  understanding  between  a patient 
and  his  physician  should  remain  part  of  the  privacy  and 
confidentiality  of  this  relationship  and  not  be  publicized 
by  legal  documentation. 

Your  committee  is  continuing  to  investigate  the  value 
of  developing  programs  in  medical  schools  more  directly 
pertinent  to  the  total  management  of  the  dying  patient.  A 
coordinated  approach  to  this  problem  is  taught  in  only  a 
few  centers,  but  more  schools  are  considering  thanatology 
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as  a specific  part  of  the  curriculum.  It  is  our  feeling  that 
thanatology  has  been  a neglected  subject  in  the  past,  per- 
haps because  doctors  are  taught  to  heal  and  become 
somewhat  dismayed  when  death  is  in  evitable.  However, 
we  must  deal  as  effectively  with  the  dying  as  the  living. 
The  committee  also  recommends  that  programs  on  the 
terminally  ill  patient  become  a part  of  the  continuing 
medical  education  registry. 

Your  chairman  recommends  the  reading  of  Report  A of 
the  -Judicial  Council  of  the  American  Medical  Association, 
which  was  presented  to  that  body's  House  of  Delegates  at 
its  Annual  Meeting  June,  1977.  This  report  is  an  excellent 
statement  on  the  entire  matter  of  terminal  illness,  and  the 
closing  statement  in  five  parts  is  certainly  an  excellent 
position  for  our  Society  to  take. 

1 wish  to  thank  the  devoted  committee  members  for  their 
interest  and  participation.  Our  special  thanks  to  George 
Lawrence,  Jr.,  M.D.,  Director  of  Scientific  Activities,  for 
his  continuing  advice  and  guidance.  Mrs.  Elizabeth 
Daepp.  our  most  able  scribe  and  coordinator,  receives  our 
special  gratitude  for  her  gracious  assistance  and  sup- 
port. 

Respectfully  submitted, 

Allison  B.  Landolt,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

Your  reference  committee  reviewed  the  report  of  the 
Committee  on  Thanatology  and  commends  Allison  B. 
Landolt,  M.D.,  Chairman,  and  the  members  of  the  com- 
mittee for  a fine  effort. 

Your  reference  committee  calls  to  your  attention  that 
the  committee  has  withdrawn  support  of  the  “Living 
Will.” 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Thanatology  be  filed. 

. . .The  report  of  the  Committee  on  Thanatology  u as 

FILED  . . 


Resolution  7S-I2,  Long  Term  Institutional  Care  for 
Chronic  Psychiatric  Patients 

Introduced  by  Medical  Society  of  the  County  of  Kings. 

Whereas,  Some  psychiatric  patients  with  long-term 
illness  require  long-term,  at  times  life-time  care,  to 
provide  sufficient  supervision  and  palliative  and 
symptomatic  therapy;  and 

Whereas,  Many  chronic  patients  are  being  dis- 
charged from  State  psychiatric  centers  (State  hospi- 
tals) into  some  Brooklyn  communities  which  cannot 
care  for  them;  and 

Whereas.  Many  of  these  patients  then  receive  inad- 
equate or  no  follow-up  care,  because  they  are  too  disor- 
ganized to  care  for  themselves  and  to  attend  clinics, 
and  because  mental  health  facilities  are  minimally 
available  for  outpatient  care.  Many  then  become 
subject  to  physical  illness  and  injury  due  to  neglect, 
malnutrition,  and  assault  by  criminals,  requiring  hos- 
pitalization in  general  hospitals  for  medical  and  surgi- 
cal treatment;  and 

Whereas.  In  some  communities,  extensive  str.ff  time 
in  State  psychiatric  facilities,  which  could  be  better 


spent  in  caring  for  patients,  is  spent  in  trying  to  pre- 
vent the  admission  of  chronic  patients  from  the  com- 
munity and  from  the  psychiatric  services  of  general 
hospitals;  and  extensive  psychiatric  time  at  general 
hospitals,  which  could  be  better  spent  in  patient  care, 
is  spent  in  trying  to  arrange  the  transfer  of  chronic  pa- 
tients to  State  hospitals;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  approving  the  concept  that 
every  patient  discharged  from  a State  hospital  be  put 
in  convalescent  status  for  a period  of  three  months. 
Convalescent  status  being  defined  as:  “A  patient  who 
either  requests  hospitalization  or  is  found  by  another 
psychiatric  facility  to  be  in  need  of  hospitalization,  and 
who  will  then  be  rehospitalized  in  the  hospital  of  his 
catchment  area”;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Office  of  Mental 
Health  to  recognize  explicitly  that  all  psychiatric  pa- 
tients cannot  be  returned  to  a setting  outside  of  a hos- 
pital, and  that  such  chronically  disabled  patients  need 
extended,  and  in  some  cases  life-time  hospitalization 
for  their  own  protection  and  for  adequate  supervision 
and  symptomatic  treatment;  and  be  it  further 

Resolved,  That  the  State  provide  financial  and 
other  incentives  to  State  psychiatric  centers  for  the 
human  care  of  long-term  patients  whom  they  cannot 
cure,  but  for  whom  they  provide  the  most  pain-free  ex- 
istence possible. 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by- 
James  R.  Nunn,  M.D.,  Chairman. 

Your  reference  committee  recommends  that  Resolution 
78-12  be  adopted. 

After  considerable  discussion,  the  House  amended 
Resolution  78-12  by  deleting  the  words  “the  State,”  and 
inserting  the  phrase  “That  the  Medical  Society  of  the  State 
of  New  York  support  the  budget  requests  of  the  Office  of 
Mental  Health  for  a budget  adequate  to  extend  out-patient 
activities  so  as  to”;  deleting  the  word  “incentives”  and 
substituting  the  word  “assistance”  in  the  third  Resolved; 
and  by  adding  an  additional  fourth  Resolved.  The  third 
and  fourth  Resolved  would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  budget  requests  of  the  Office  of 
Mental  Health  for  a budget  adequate  to  extend  out- 
patient activities  so  as  to  provide  financial  and  other 
assistance  to  State  psychiatric  centers  for  the  humane 
care  of  long-term  patients  whom  they  cannot  cure,  but 
for  whom  they  provide  the  most  pain-free  existence 
possible;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York’s  Committee  on  Mental  Health  develop  spe- 
cific recommendations  for  improving  such  aftercare, 
which  should  include  methods  whereby  practicing  psy- 
chiatrists may  participate  in  such  care. 

. . .The  House  voted  to  ADOPT  Resolution  78-12  as 

AMENDED. . . 


Resolution  78-13,  Objections  to  Rising  Cost  of  Con- 
tinuing Medical  Education 

Introduced  by  Bronx  County  Medical  Society 
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Whereas,  The  growing  trend  throughout  the  medi- 
cal profession  is  toward  voluntary  and/or  mandatory 
recertification  programs  based  upon  participation  in 
continuing  education  programs  and  seminars;  and 
Whereas,  It  is  a fact  that  the  cost  of  such  continuing 
medical  education  is  continuing  to  rise  at  an  alarming 
rate  throughout  the  country;  and 

Whereas,  It  is  desirable  to  avoid  exploitation  of 
members  of  the  medical  profession  and  to  further  pre- 
vent any  deleterious  effect  upon  the  stature  and  repu- 
tation of  the  medical  community  at  large;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  keeping  with  the  spirit  and  principles  of 
the  medical  profession  utilize  all  its  resources  to  make 
possible  the  continuing  education  programs  and  semi- 
nars to  be  offered  and  conducted  by  members  of  the 
profession  at  minimal  or  no  cost  in' accordance  with 
ethical  principles  of  the  medical  profession  which  en- 
courage the  free  exchange  of  medical  knowledge  and 
skill  among  colleagues. 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

Your  reference  committee  agrees  in  principle,  but  is 
aware  that  the  Medical  Society  of  the  State  of  New  York 
is  already  carrying  out  these  policies,  and  the  intent  of  the 
resolution  is  now  an  important  part  of  MSSNY’s  con- 
tinuing medical  education  program. 

Your  reference  committee  recommends  that  Resolution 
78-13  be  not  adopted. 

The  House  amended  Resolution  78-13  by  adding  an 
additional  second  Resolved.  The  additional  second  Re- 
solved reads  as  follows: 

Resolved,  That  the  Continuing  Medical  Education 
Committee  of  the  Medical  Society  of  the  State  of  New 
York  develop  specific  mechanisms  that  would  limit  the 
cost  of  CME  programs  to  individual  physicians. 

. . .The  House,  after  discussion,  AMENDED  and 
REFERRED  Resolution  78-13  to  the  Council  for  fur- 
ther evaluation  and  appropriate  action.  . . 


Resolution  78-14,  Availability  of  Heroin  for  Medi- 
cally Supervised  Treatment  of  Intractable  Pain 

Introduced  by  Robert  M.  Kohn,  M.D.,  Delegate,  Section 
on  Internal  Medicine 

Whereas,  Physicians  are  confronted  with  the  diffi- 
cult task  of  trying  to  relieve  the  suffering  and  unrelent- 
ing pain  of  terminally  ill  patients  who  have  developed 
tolerance  to  conventional  analgesics  and  are  no  longer 
responsive  to  any  available  treatment  or  drug;  and 
Whereas,  It  is  medically  recognized  that  the  drug, 
heroin,  is  effective  in  relieving  such  suffering;  and 
Whereas,  Lay  persons  are  attempting  to  have  heroin 
for  medical  treatment  of  intractable  pain  legalized 
(Mrs.  Judith  Quattlebaum,  President  of  the  Commit- 
tee on  the  Treatment  of  Intractable  Pain,  Potomac, 
Maryland;  Representative  Newton  Steers,  R Ml).); 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 


New  York  support  appropriate  principles  and  appro- 
priate efforts  of  those  who  seek  to  make  available  med- 
ically-supervised heroin  treatment  of  the  suffering  and 
intractable  pain  of  terminally  ill  patients. 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

After  considerable  discussion,  it  was  felt  that  there  was 
insufficient  scientific  information  to  enable  us  to  make  a 
realistic  evaluation  and  valid  decision. 

Your  reference  committee  recommends  that  Resolution 
78-14  be  referred  to  the  Council  for  referral  to  the  proper 
committee. 

. . .The  House,  after  considerable  discussion,  RE- 
FERRED Resolution  78-14  to  the  Council  for  referral 
to  the  proper  committee.  . . 


Resolution  78-15,  Continuing  Medical  Education 
Curriculum  of  Accredited  Courses  Directed  Primarily 
to  Physicians 

Introduced  by  Robert  M.  Kohn,  M.D.,  Delegate,  Section 
on  Internal  Medicine 

Whereas,  Physicians  attend  courses  in  continuing 
medical  education;  and 

Whereas,  Some  of  these  courses  are  open  to  non- 
physician professional  personnel;  and 

Whereas,  Curriculum  for  a non-physician  may  not 
he  the  same  as  the  curriculum  for  a physician;  and 
Whereas,  Curriculum  designed  for  teams  blur  the 
identification  and  role  of  the  physician;  t herefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  appropriate  steps  to  insure  that  ac- 
credited continuing  medical  education  courses  have  a 
curriculum  directed  primarily  to  physicians,  and  that 
the  program  be  primarily  for  physicians. 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

Your  reference  committee  recommends  that  Resolution 
78-15  be  adopted. 

. . .The  House  voted  to  ADOPT  Resolution  78-15.  . . 


Resolution  78- Id,  Cost  of  Continuing  Medical  Edu- 
cation 

Introduced  by  Robert  M.  Kohn,  MIX,  Delegate,  Section 
on  Internal  Medicine 

Whereas,  There  is  increasing  emphasis  on  continu- 
ing medical  education;  and 

Whereas,  Physicians  are  attending  courses  which 
other  non-physician  professional  personnel  are  attend- 
ing; and 

Whereas,  Not  all  the  participants  pay  the  same  tui- 
tion; and 

Whereas,  The  cost  of  the  tuition  should  reflect  the 
cost  of  producing  the  program,  and  not  the  income  of 
the  participant;  therefore  he  it 
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Resolved,  That  the  Medical  Soc  iety  of  the  State  of 
New  York  adopt  the  policy  that  the  cost  of  tuition  of  a 
continuing  medical  education  program  should  reflect 
the  cost  of  operating  the  program,  and  a uniform  tui- 
tion fee  should  he  established  for  all  partic  ipants. 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  M.D.,  Chairman. 

Your  reference  committee  feels  that  this  resolution 
would  open  up  many  complex  situations  in  the  attempt  to 
establish  uniform  tuition  fees  and  many  will  interfere  with 
some  tuition  fee  policies  long  established  throughout  the 
State.  Therefore,  your  reference  committee  recommends 
that  Resolution  78-16  be  not  adopted. 

. . .The  House,  after  discussion,  REFERRED  Resolu- 
tion 78-16  to  the  Council  for  further  evaluation  and 
appropriate  action.  . . 


Resolution  78-65,  Medical  Data  Confidentiality 

Introduced  by  James  R.  Nunn,  M.D.,  Delegate,  Section  on 
Family  and  General  Practice 

Whereas,  The  New  York  State  Department  of 
Health  has  received  a Federal  grant  to  establish  a cen- 
tralized Statewide  data  bank;  and 

Whereas,  Hospitals  will  be  required  to  furnish  the 
data  bank  with  in-patient  discharge  data  for  all  pa- 
tients, including  names  of  patients  and  names  of  phy- 
sicians; and 

Whereas,  The  data  so  gathered  will  be  made  avail- 
able to  all  third  party  payors  and  others;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  oppose  the  identification  of  pa- 
tients by  name  unless  the  patient  is  informed  of  the 
fact  that  medical  data  relating  to  him  or  her  will  be 
provided  to  the  data  bank,  and  for  the  purposes  it  will 
be  used;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  confer  with  the  Hospital  Association  of  the 
State  of  New  York  and  other  interested  parties,  with  a 
view  of  working  out  a satisfactory  solution  to  the  prob- 
lem of  confidentiality. 


Report  of  the  Reference  Committee  on  Public  Health 
and  Education:  The  following  report  was  presented  by 
James  R.  Nunn,  Ml).,  Chairman 

Your  reference  committee  amended  Resolution  78-65 
by  inserting  the  phrase  “the  Health  Department  of  the 
State  of  New  York”  and  deleting  the  word  “of’  and  sub- 
stituting the  word  “to”  in  the  second  Resolved.  The  sec- 
ond Resolved  would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  confer  with  the  Hospital  Association  of  the 
State  of  New  York,  the  Health  Department  of  the 
State  of  New  York,  and  other  interested  parties,  with  a 
view  to  working  out  a satisfactory  solution  to  the  prob- 
lem of  confidentiality. 

Your  reference  committee  recommends  that  Resolu- 
tion 78-65  he  adopted  as  amended. 

After  discussion,  the  House  amended  Resolution  78-65 
by  inserting  the  phrase  “and  gives  written  evidence  of  in- 
formed consent”  in  the  first  Resolved,  and  by  adding  an 
additional  Resolved  between  the  first  and  the  second  Re- 
solved. The  Resolved  portion  of  Resolution  78-65  would 
then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  oppose  the  identification  of  pa- 
tients by  name  unless  the  patient  is  informed  of  the 
fact,  and  gives  written  evidence  of  informed  consent, 
that  medical  data  relating  to  him  or  her  will  be  provid- 
ed to  the  data  bank,  and  the  purposes  for  which  it  will 
be  used;  and  be  it  further 

Resolved,  That  the  inclusion  of  the  physician’s 
name  and/or  Social  Security  number  not  be  supplied 
to  the  data  bank;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  confer  with  the  Hospital  Association  of  the 
State  of  New  York,  the  Health  Department  of  the 
State  of  New  York,  and  other  interested  parties,  with  a 
view  to  working  out  a satisfactory  solution  to  the  prob- 
lem of  confidentiality. 

. . .The  House  voted  to  ADOPT  Resolution  78-65  as 

AMENDED  and  AMENDED  . . 

. . .The  House  voted  to  ADOPT  the  report  of  the 
reference  committee  as  acted  upon  by  the 
House. . . 


March  1979/New  York  State  Journal  of  Medicine  575 


MEDICAL  SERVICES 


WORKMEN'S  COMPENSATION  AND 
OCCUPATIONAL  HEALTH  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Council  Committee  on 
Workmen’s  Compensation  and  Occupational  Health  of  the 
Division  of  Medical  Services. 

The  committee  members  are  as  follows: 


John  H.  Morton.  M.D.,  Chairman  Monroe 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Vige-Chairman  .... 

Ulster 

Robert  A.  Caputi,  M.D Erie 

Thomas  J.  Doyle,  M.D New  York 

Walter  W.  Frederick.  M.D Essex 

Burton  P.  Hoffman,  M.D Westchester 

John  A.  Kalb,  M.D.  Broome 

Robert  Katz.  M.D  New  York 

George  Lim,  M.D Oneida 

Bernard  S.  Post,  M.D Kings 

Nicholas  P.  Teresi,  M.D Albany 

Leonard  Weitzman.  M.D Suffolk 


Since  the  last  report  to  the  House  of  Delegates,  the 
committee  has  met  on  two  occasions  with  additional  con- 
sultations by  telephone  or  mail  to  deal  with  those  problems 
requiring  prompt  resolution.  Reported  on  below  are  those 
matters  which  were  of  major  concern. 

RESOLUTIONS 

Resolution  76-50,  Modified  Radiologic  Technologist 
Licensure 

Introduced  by  Frederic  W.  Holcomb,  Jr.,  M.D.,  as  an  In- 
dividual 

“ Resolved , That  the  Medical  Society  of  the  State  of 
New  York,  through  its  appropriate  scientific  division 
or  committee,  request  the  State  Education  Depart- 
ment and/or  the  State  Health  Department  to  establish 
a curriculum  of  study  and  training  for  the  purpose  of 
qualifying  and  licensing  x-ray  technologists  whose  ac- 
tivities would  be  limited  to  diagnostic  x-rays  of  the  chest 
and  extremities  without  the  use  of  any  contrast  me- 
dium.” 

The  Council  questioned  why  this  committee  had  rec- 
ommended deletion  of  “and  extremities  without  the  use 
of  any  contrast  medium”  from  the  original  resolution  and 
referred  the  resolution  back  to  the  committee  for  clarifi- 
cation of  this  point. 

The  committee  reviewed  its  previous  discussion,  that  the 
matter  was  of  particular  importance  to  departments  of 
occupational  medicine  in  industrial  settings  where  the 
taking  of  chest  x-rays  is  frequently  a part  of  pre-employ- 
ment and  periodic  health  examinations.  In  most  such 
settings  it  is  impractical  from  a cost  standpoint  to  hire  a 
fully  licensed  radiologic  technologist  for  the  usually  limited 
x-ray  procedures  performed.  There  is  a shortage  of  fully 
trained  technicians  whose  expertise  can  be  better  utilized 
far  more  effectively  in  other  health  care  delivery  systems, 
rather  than  in  the  industrial  settings  the  committee  has  in 
mind,  where  the  demand  on  their  skills  and  time  would  be 
underutilized. 

The  limitation  to  chest  x-rays  is  practical  in  that  the 


training  and  experience  required  by  this  procedure  is  much 
less  than  for  more  involved  x-ray  procedures  and  can  be 
performed  with  Fixed  x-ray  equipment  settings.  A number 
of  states  do  issue  limited  licenses  for  x-ray  technicians. 
The  taking  of  x-rays  of  the  extremities  involves  more 
complex  adjustments  of  the  x-ray  machine  and  positionings 
and  would  necessitate  more  intensive  training.  The 
committee  therefore  felt  and  still  feels  that  this  should  not 
be  included  in  the  proposal  and  the  sponsor  of  the  resolu- 
tion was  in  accord  with  this  deletion. 

It  was  passed  that  the  MSSNY  Council  take  the  neces- 
sary steps  to  obtain  modification  of  the  existing  require- 
ments for  licensing  x-ray  technicians  to  permit  the  issuing 
of  “limited  licenses”  for  the  taking  of  chest  x-rays,  with  the 
requirements  set  at  50  hours  of  didactic  instruction  and  150 
hours  of  on  the  job  training.  This  was  approved  by  the 
Council. 

1977  HOUSE  OF  DELEGATES  ACTIONS 

Resolution  77-22,  Fee  for  Interpretation  of  X-Ray 
at  Request  of  Carrier 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  modify  the  fee  schedule  in  such  a 
way  that  the  charges  for  interpreting  x-rays  by  radiolo- 
gists or  specialists  in  any  particular  field  shall  be  iden- 
tical; and  be  it  further 

Resolved,  That  in  cases  where  x-rays  are  taken  by 
radiologists  or  specialists  in  a particular  field,  the  pay- 
ment for  same,  including  interpretation,  be  identical. 

Resolution  77-49,  Right  of  Medical  Specialists  to 
Take  and/or  Interpret  X-Rays  Particular  to  Their 
Field  of  Practice  and  Be  Reimbursed  at  the  Same  Rate 
as  an  X-Ray  Specialist 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen's 
Compensation  Board  to  amend  the  minimum  fee 
schedule  so  as  to  provide  that  fees  for  a specialist  in 
any  field  taking  and/or  interpreting  radiographs  >n  his 
field  be  equal  to  that  paid  to  radiologists  taking  and/or 
interpreting  similar  radiographs. 

These  two  resolutions  were  considered  by  the  Refer- 
ence Committe  on  Medical  Services  of  the  House  of  Dele- 
gates, with  differences  of  opinion  expressed  by  several 
discussants.  The  reference  committee,  therefore,  rec- 
ommended that  these  two  resolutions  be  referred  to  the 
Interspecialty  Committee  for  further  consideration  and 
this  action  was  taken  by  the  House  of  Delegates.  Since  the 
subject  matter  is  also  pertinent  to  Workmen’s  Compen- 
sation, they  were  also  brought  to  the  attention  of  the 
Workmen’s  Compensation  Committee. 

There  is  an  error  in  both  resolutions,  the  present 
Workmen’s  Compensation  Medical  Fee  Schedule  does  not 
contain  a fee  for  “interpretation  of  x-rays.”  The  x-ray  fees 
in  the  present  Workmen’s  Compensation  Fee  Schedule 
encompasses  both  the  taking  and  the  interpretation  of 
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x-rays  and  does  not  pay  for  interpretation  as  an  isolated 
service.  The  resolutions  should  therefore  be  reworded  to 
read  “taking  and  interpreting  x-rays." 

A previous  opinion  by  this  committee  stated  that  when 
a patient  is  referred  to  or  seen  by  a physician,  and  x-rays 
have  already  been  taken  and  interpreted  by  a radiologist, 
the  review  of  such  x-rays  or  report  by  the  physician  is  an 
integral  part  of  the  evaluation  of  the  patient’s  problem  and 
a separate  fee  for  the  review  of  such  x rays  would  constitute 
double  billing. 

There  was  no  dissent  within  the  committee  that  when 
a specialist,  as  part  of  his  service,  takes  x-rays  of  the  patient 
and  interprets  these,  and  such  x-rays  are  within  the  scope 
of  his  specialty,  that  he  should  be  paid  the  same  fee  as  a 
radiologist. 

It  was  unanimously  passed  that  this  committee  recom- 
mend to  the  Interspecialty  Committee,  when  it  considers 
these  resolutions,  that  it  act  favorably  and  recommend  that 
the  tee  paid  to  specialists  taking  and  interpreting  x-rays 
within  their  specialty  be  equal  to  that  of  the  radiologist. 

Resolution  77-44,  Fee  For  Arthroscopy  of  Knee  and 
Other  Joints 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  establish  a line  and  fee  for  the  sur- 
gical operation  known  as  arthroscopy;  and  be  it  fur- 
ther 

Resolved,  That  the  fee  recommended  by  the  Medi- 
cal Society  of  the  State  of  New  York  be  set  at  $350.00, 
with  a week  aftercare  period. 

The  House  of  Delegates  referred  the  above  resolution 
for  consideration  and  recommendation  to  both  the 
Workmen’s  Compensation  and  Occupational  Health 
Committee  and  the  Interspecialty  Committee. 

The  present  Workmen’s  Compensation  Medical  Fee 
Schedule  does  not  have  a listing  for  arthroscopy,  and  in- 
surance carriers  have  been  paying  varying  fees.  This 
procedure  is  listed  in  the  revised  Current  Procedural 
Terminology  and  if  the  latter  is  adopted  by  the  Workmen's 
Compensation  Board,  as  MSSNY  has  requested,  relativity 
will  be  established  with  other  procedures.  In  view  of  the 
increasing  use  of  this  modality,  the  purpose  of  this  reso- 
lution is  timely. 

It  was  uanimously  approved  that  arthroscopy  be  added 
to  the  Workmen’s  Compensation  Medical  Fee  Schedule 
as  an  interim  revision,  to  be  listed  as  an  independent  pro- 
cedure defined  as  follows:  “Certain  of  the  listed  proce- 
dures are  commonly  carried  out  as  an  integral  part  of  a total 
service,  and  as  such  do  not  warrant  a separate  charge. 
When  such  a procedure  is  carried  out  as  a separate  entity 
not  immediately  related  to  other  services,  the  indicated 
value  for  'independent  procedure’  is  applicable.  For  ex- 
ample, if  an  intermediate  level  of  service  is  provided  and 
additional  diagnostic  and/or  therapeutic  procedures  are 
undertaken  at  the  same  time,  these  additional  services  may 
be  listed  as  ‘independent  procedures.’  ” This  action  is 
recommended  to  the  Interspecialty  Committee  for  con- 
currence. 

It  is  a principle  of  MSSNY  not  to  establish  fees,  hence 
no  fixed  sum  should  be  considered.  Relativity  between 
arthroscopy  and  other  procedures  should  be  maintained 
as  determined  appropriate. 

It  was  unanimously  passed  that  the  unit  value  for  ar- 
throscopy as  an  independent  procedure  be  4.7  units  and 
that  this  be  recommended  to  the  Interspecialty  Committee 
for  concurrence. 


Subsequently  a member  of  the  committee  requested 
reconsideration  of  the  recommended  relativity  noting  that 
it  differed  from  opinions  expressed  by  members  of  the  New 
York  State  Society  of  Orthopedic  Surgeons,  Inc.,  and  did 
not  reflect  the  cost  of  the  arthroscope  and  its  various  at- 
tachments. The  member  was  requested  to  submit  the 
pertinent  information  to  the  division  director  to  permit  due 
consideration  of  these  factors  when  the  Interspecialty 
Committee  discusses  the  topic. 

Resolution  77-51,  Failure  to  Notify  Treating  Phy- 
sicians and  Interested  Party  in  Compensation  Hear- 
ings 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  modify  the  regulations  to 
mandate  notification  of  decisions,  and  awards  be  sent 
to  treating  physicians  and  other  interested  physicians; 
and  be  further 

Resolved,  That,  if  in  the  opinion  of  counsel,  legisla- 
tion to  this  effect  is  required,  the  House  of  Delegates 
authorize  the  Medical  Society  of  the  State  of  New 
York  to  seek  introduction  of  such  legislation  and  ur- 
gently press  for  its  passage. 

The  committee  supports  the  intent  of  this  resolution 
which  was  referred  to  it  by  the  House  of  Delegates.  It 
notes  that  the  MSSNY  representatives  on  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  have  asked  for  implementation  of  the  action 
sought  by  the  resolution  for  many  years.  The  committee 
was  informed  that  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  has  been  favorably  inclined  to  effect  the 
goal  of  the  resolution  and  has  already  asked  his  staff  to 
develop  the  necessary  methodology.  The  committee  feels 
however,  that  a formal  request  from  the  MSSNY  to  the 
chairman  is  in  order. 

It  was  unanimously  passed  that  the  MSSNY  Council 
forward  the  resolution  to  the  Chairman  of  the  Workmen’s 
Compensation  Board.  The  Council  approved  and  has 
done  so. 

Revisions  of  Workmen's  Compensation  Fee  Sched- 
ule. The  Interspecialty  Committee  on  October  2,  1977, 
had  recommended  that  MSSNY  press  for  the  adoption  of 
the  relativity  scale  developed  in  1975  to  replace  the  present 
Workmen’s  Compensation  Board’s,  Workmen’s  Com- 
pensation Medical  Fee  Schedule,  and  that  MSSNY  desist 
from  any  fee  negotiations  pending  the  adoption  of  the 
updated  relativity  scale.  On  October  3 and  4,  1977,  the 
Reference  Committee  on  Medical  Services  of  the  House  of 
Delegates  discussed  this  recommendation  and  instead 
recommended  to  the  House  that  MSSN\  proceed  simul- 
taneously with  its  effort  to  obtain  an  increase  in  workmen’s 
compensation  fees  as  well  as  the  revision  of  the  fee  sched- 
ule. This  recommendation  by  the  reference  committee 
was  endorsed  by  the  House  of  Delegates  on  October  6, 
1977. 

The  committee  was  informed  that  a request  for  an  entire 
revision  and  update  of  the  Workmen’s  Compensation 
Medical  Fee  Schedule  was  requested  by  the  MSSNY  rep- 
resentatives in  January,  1977. 

The  Chairman  of  the  Workmen’s  Compensation  Board 
has  indicated  that  he  would  consider  such  a proposal  pro- 
vided it  did  not  escalate  the  costs  of  the  New  York  State 
Workmen’s  Compensation  Program.  He  had  indicated 
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that  a committee  to  consider  this  matter  will  be  appointed 
soon  after  January  1,  1978.  (It  has  yet  to  be  appointed.) 

Negotiations  for  an  Increase  in  the  Workmen's 
Compensation  Medical  Fee  Schedule.  The  negotiations 
in  the  Workmen’s  Compensation  Board’s  Advisory  Com- 
mittee on  the  Medical  Fee  Schedule  and  Allied  Problems 
began  in  January,  1977,  were  contentious  and  time-con- 
suming with  the  MSSNY  representatives  charging  those 
speaking  for  the  employers  and  insurance  carriers  with 
procrastination  and  not  bargaining  in  good  faith.  The 
representatives  of  the  insurance  carriers  and  employers 
maintained  as  late  as  December  8,  1977,  that  no  increase 
in  fees  was  warranted.  The  MSSNY  contended  that  it  had 
justified  its  request  for  a 30%  overall  increase  and  that  this 
should  be  granted.  The  Chairman  of  the  Workmen’s 
Compensation  Board  deferred  decision  pending  a report 
from  a committee  he  appointed  to  develop  a medical  fee 
schedule  formula. 

The  MSSNY  was  represented  on  the  latter  committee 
by  three  physicans.  The  other  members  were  represen- 
tatives of  insurance  carriers,  employers  and  governmental 
agencies,  five  of  whom  are  statisticians.  The  MSSNY  was 
disenchanted  with  the  activities  of  the  committee  because 
of  the  lack  of  consensus  among  the  statisticians  as  to  the 
proper  methodology  to  be  used  in  arriving  at  a formula. 
The  committee’s  efforts  were  directed  to  determining  the 
increase  in  expenses  attending  the  practice  of  medicine  in 
New  York  State  from  1974  to  July  1, 1977,  and  comparing 
this  figure  with  the  increases  granted  in  Workmen’s 
Compensation  medical  fees  during  that  period.  A tenta- 
tive report  by  the  committee  was  that  an  increase  of  5.6% 
was  warranted  as  of  July  1,  1977.  The  weighting  of  the 
factors  was  challenged  by  some  of  the  members  of  the 
committee  and  it  was  agreed  that  a further  revision  would 
be  made.  At  that  meeting,  however,  the  members  of  the 
committee,  other  than  representatives  of  the  MSSNY  who 
abstained  pending  receipt  and  review  of  the  final  report, 
voted  approval  of  the  methodology  being  used.  The  final 
Figure  recommended  by  the  committee  was,  after  a number 
of  changes,  5.6%  which  the  MSSNY  representatives  refused 
to  accept. 

One  of  the  more  troublesome  factors  that  the  Formula 
Committee  had  to  deal  with  was  the  weighting  of  the  pre- 
miums for  medical  liability  insurance.  Members  of  the 
MSSNY  Workmen’s  Compensation  Committee  were  asked 
to  estimate  what  percentage  of  their  total  overhead  was 
accounted  for  by  liability  insurance;  those  who  were  in  a 
position  to  reply  gave  10%,  15%,  and  20%  as  answers. 

Increase  in  Workmen’s  Compensation  Fee  Schedule 
Promulgated  by  Chairman.  The  Workmen’s  Com 
pensation  Board  Chairman  subsequently  promulgated  an 
overall  increase  of  13%  in  the  conversion  factors,  effective 
February  16,  1978.  In  releases  to  the  press  the  chairman 
stated  that  this  increase  was  based  on  a report  from  his 
Economics  Committee  that  he  had  appointed.  It  is  to  be 
noted  that  the  MSSNY  did  not  accept  the  report  of  that 
committee  and  refused  to  sign  it. 

Throughout  the  negotiations  for  an  increase  in  the 
Workmen’s  Compensation  Fee  Schedule  during  the  past 
1 4 months  MSSNY  has  emphasized  that  it  was  addressing 
only  Workmen’s  Compensation  coverage  without  any 
reference  to  the  schedule’s  application  to  no-fault,  as  we 
feit  the  latter  was  unconstitutional. 


Regional  Variations  in  Workmen’s  Compensation 
Fee  Schedule.  There  was  discussion  of  a more  realistic 
payment  mechanism  for  the  care  of  Workmen’s  Compen- 
sation claimants.  The  Council’s  decision  of  February  23, 
1978,  amending  an  Interspecialty  Committee  recommen- 
dation, was  read;  “That  the  Workmen’s  Compensation 
Board  be  urged  to  set  up  a fee  schedule  taking  into  account 
regional  variations,  but  that  at  all  times  the  regional  vari- 
ations are  consistent  with  the  usual,  customary  and  rea- 
sonable fees  prevailing  in  that  area.” 

The  Workmen’s  Compensation  Board  has  for  some  time 
been  discussing  regional  variations  in  fees.  The  NYS 
Society  of  Orthopedic  Surgeons,  Inc.,  has  voted  that  fees 
should  be  regionalized.  There  was  comment  that  differ- 
entiation of  fees  based  solely  on  geography  would  likely  be 
resented  by  our  Upstate  members. 

The  question  of  regionalizing  on  the  same  basis  as 
Medicare  was  discussed.  Attention  was  called  to  a rec- 
ommendation by  the  MSSNY  Socioeconomics  Committee 
in  1971,  in  a discussion  of  conversion  factors,  that  three 
elements  be  incorporated  (a)  basic  values,  (b)  regional 
overhead  expense  factors,  and  (c)  expertise.  That  recom- 
mendation was  never  acted  upon.  The  Workmen’s  Com- 
pensation Board  Chairman  has  indicated  his  intention  to 
appoint  a committee  to  consider  revising  medical  fees  in 
response  to  the  MSSNY  request  and,  when  such  committee 
is  operative,  the  MSSNY  will  be  faced  with  having  to  make 
decisions  on  these  matters. 

The  committee  recommends  that  the  Interspecialty 
Committee  be  asked  to  give  thought  to  this  subject  so  that 
a preliminary  position  can  be  developed. 

Increase  in  Fees  Paid  Physicians  Testifying  at 
Workmen ’s  Compensation  Hearings.  This  committee 
was  informed  that  the  chairman  has  promulgated  an  in- 
crease in  fees  for  physicians  testifying  at  hearings,  setting 
a uniform  fee  .at  $70.00,  irrespective  of  whether  the  physi- 
cian is  coded  as  a specialist  or  not.  If  the  physician  testifies 
at  subsequent  hearings  in  the  same  location  on  the  same 
day  the  fee  for  additional  hearings  will  be  $35.00  up  to  a 
maximum  of  $210.00.  The  MSSNY  representatives  re- 
quested that  the  chairman  call  to  the  attention  of  the 
hearing  referee  that  this  $70.00  is  a minimum  fee  and  that 
referees  have  the  authority  to  increase  the  fee  taking  into 
account  traveling,  waiting,  and  hearing  time. 

The  MSSNY  had  requested  a minimum  fee  of 

$100.00. 


Expansion  of  Office  Visit  Definitions  in  the  Work- 
men’s Compensation  Medical  Fee  Schedule.  Originally 
the  Interspecialty  Committee  had  recommended  the  ex- 
pansion to  three  types  of  office  visits  (comprehensive,  in 
termediate,  and  limited),  utilizing  CPT  definitions.  This 
committee,  however,  in  its  deliberations  noted  that  there 
were  at  least  six  definitions  of  office  visits  in  the  CPT  ap- 
plicable to  the  Workmen’s  Compensation  Board  Medical 
Fee  Schedule  and  referred  the  matter  back  to  the  Inter- 
specialty Committee  to  clarify  how  to  apply  the  definitions 
of  those  six  visits  to  the  three  recommended.  On  recon- 
sideration, the  Interspecialty  Committee  revised  its  orig- 
inal recommendation,  substituting  instead  the  inclusion 
of  all  the  office  visits  listed  in  the  CPT  in  toto  in  the 
Workmen’s  Compensation  Medical  Fee  Schedule.  This 
committee  was  of  the  opinion  that  it  was  most  unlikely,  in 
view  of  anticipated  strong  resistance  by  the  insurance 
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carriers,  that  the  Workmen's  Compensation  Board  would 
approve  an  expansion  of  office  visits  to  conform  with  the 
(TT  unless  accompanied  by  guidelines  for  clear  identifi- 
cation of  services  rendered. 

The  division  director  stated  that  even  with  the  expansion 
to  three  visits,  let  alone  six,  the  MSSNY  would  he  asked 
to  assist  the  carriers  in  establishing  guidelines  for  identi- 
fication of  the  services  rendered.  It  had  been  expected 
that  the  Patterns  of  Practice  Questionnaire  prepared  by 
the  Interspecialty  Committee  and  previously  approved  by 
the  MSSNY  Council  would  assist  in  establishing  such 
guidelines.  However,  the  MSSNY  Council  at  its  meeting 
in  November,  1977,  in  response  to  a letter  from  the  Presi- 
dent of  the  New  York  State  Academy  of  Family  Physicians 
and  that  Society’s  Counsel’s  opinion,  as  well  as  the  opinion 
of  MSSNY’s  General  Counsel,  that  conducting  the  survey 
would  place  the  MSSNY  in  jeopardy  with  the  Federal 
Trade  Commission’s  rulings,  voted  not  to  conduct  the 
Patterns  of  Practice  Survey.  The  Council  on  reconsider- 
ation of  the  problem  on  .January  26,  1978,  did  authorize 
conducting  the  survey. 

The  matter  was  referred  hack  to  the  Interspecialty 
Committee,  with  the  recommendation  that  the  MSSNY, 
for  pragmatic  reasons  at  this  time  seek  acceptance  of  the 
three  office  visits  (comprehensive,  intermediate,  and  lim- 
ited), and  that  these  be  defined  in  such  manner  as  to  be 
practical  for  insurance  carrier  reviewers. 

No-Fault  Automobile  Insurance  Reform  Act.  In 

spite  of  the  vigorous  opposition  mounted  by  the  MSSNY, 
the  Reform  Act  of  1977  was  passed  by  the  1977  Albany 
Legislature,  and  on  December  1,  1977,  the  Workmen’s 
Compensation  Schedule  of  Medical  Fees  became  the 
maximum  fees  that  physicians  could  receive  or  charge  for 
services  rendered  to  patients  covered  under  that  amended 
law  unless  the  insurance  carrier  concludes  that  there  have 
been  unusual  or  unique  circumstances  that  warrant  the 
payment  of  higher  fees. 

Physicians  need  not  be  authorized  to  treat  workmen’s 
compensation  cases  to  treat  no-fault  covered  cases.  A 
physician  may  or  may  not  elect  to  treat  a no-fault  case  just 
as  he  does  any  other  patient  in  his  practice  without  any 
reference  to  whether  or  not  he  has  applied  for  and  received 
a Workmen’s  Compensation  Board  authorization  number 
and  type  of  practice  coding. 

No-Fault  Litigation.  The  MSSNY  was  and  remains 
of  the  opinion  that  the  provisions  of  the  No- Fault  Reform 
Act  of  1977,  imposing  the  Workmen’s  Compensation  Fee 
Schedule  as  a maximum  Fee  Schedule,  is  unconstitutional. 
It  early  engaged  Counsel  to  challenge  this  in  the  courts 
where  our  suit  is  ongoing.  Our  request  for  a preliminary 
injunction  to  prevent  the  implementation  of  the  No-Fault 
Law  amendment  imposing  fees  of  the  Workmen’s  Com- 
pensation Medical  Fee  Schedule  as  a maximum  was  denied 
by  the  Court,  but  the  judge  felt  there  was  substance  to  our 
complaint  warranting  further  judicial  process.  The  State 
brought  an  action  in  another  court  seeking  a complete 
dismissal  of  our  suit  but  that  judge  refused  to  do  so  and 
remanded  the  matter  to  the  original  court.  The  latter 
jurist  has  indicated  doubt  as  to  whether  a constitutional 
issue  was  involved  and  suggested  that  the  MSSNY  meet 
with  the  Superintendent  of  Insurance  to  discuss  a possible 
solution.  A three  hour  meeting  held  with  the  Superin- 
tendent of  Insurance  on  February  15,  1978,  was  nonpro- 
ductive. 

The  MSSNY  continues  to  pursue  its  court  challenge  as 
well  as  seeking  legislative  changes.  Attention  was  called 


to  the  importance  of  obtaining  patient  incidents  that 
physicians  come  across  to  bolster  the  MSSNY  suit  and 
requested  that  this  be  disseminated  as  widely  as  possible 
for  physicians  to  be  alert  in  recognizing  such  situations  and 
bringing  them  to  the  attention  of  the  Society. 

No-Fault  Arbitration  Panels.  The  Acting  Superin- 
tendent of  Insurance  requested  the  Chairman  of  the 
Workmen’s  Compensation  Board  to  establish  an  arbitra- 
tion mechanism  to  deal  with  physicians’  fees  controverted 
by  insurance  carriers.  The  Chairman  of  the  Workmen’s 
Compensation  Board  decided  to  constitute  arbitration 
committees  consisting  of  three  physicians  with  a repre- 
sentative of  the  Workmen’s  Compensation  Board,  the  in- 
surance carriers,  and  State  or  county  medical  societies  on 
each  committee.  The  Workmen’s  Compensation  Board 
Chairman  requested  the  MSSNY  to  furnish  a roster  of 
physicians  to  serve  on  such  committees.  'I’his  request  was 
considered  by  the  MSSNY  Council  on  November  17,  1977, 
and  it  was  decided  that  the  MSSNY  should  not  cooperate 
in  the  formation  of  such  committees  and  this  was  trans- 
mitted to  the  component  county  medical  societies.  Dis- 
cussion emphasized  that  pending  the  outcome  of  the 
MSSNY  legal  challenge  and/or  legislative  action  to  amend 
the  No-Fault  Law,  the  latter  was  in  effect  and  in  the  ab- 
sence of  a representative  of  the  county  medical  society  the 
physician  whose  fees  were  being  disputed  would  have  no 
voting  voice  to  support  him.  There  was  lengthy  discussion 
of  the  pros  and  cons  of  the  action  taken  by  the  Council. 

It  was  passed  with  six  affirmative  votes  (2  negative  and 
one  abstention)  that  the  MSSNY  reconsider  its  decision 
of  November  17,  1977,  and  that  it  move  to  encourage 
county  medical  societies  to  nominate  physicians  to  sit  as 
a voting  member  of  the  no-fault  arbitration  committees 
deciding  on  the  fees  of  their  physician  members  pending 
the  outcome  of  a court  suit  and/or  change  in  the  legisla- 
tion. 

The  Council  did  reconsider  and  amended  its  action  to 
read  as  follows: 

Notwithstanding  MSSNY’s  vigorous  opposition  to 
the  unilaterally  imposed  fixed  fee  schedule,  the  Coun- 
cil, nevertheless,  wishes  to  indicate  to  county  medical 
societies  that,  if  for  any  reason  they  feel  it  is  in  the  best 
interest  of  their  membership  and  if  they  feel  it  is  advis- 
able to  cooperate  in  the  formation  of  no-fault  arbitra- 
tion panels,  the  State  Medical  Society  has  no  objec- 
tion. 

Resignation  of  Physicians  From  the  Workmen’s 
Compensation  Program.  In  December.  1977,  the 
Workmen’s  Compensation  Board  Chairman  informed  the 
MSSNY  that  he  heard  of  a movement  by  physicians  to 
resign  from  participation  in  the  New  Y'ork  State  Work- 
men’s Compensation  program  and,  in  the  event  such  oc- 
curred, he  would  ask  the  Attorney  General  to  investigate 
such  action  as  being  in  violation  of  antitrust  statutes. 

About  215  physicians  have  since  resigned  from  partici- 
pation in  the  Workmen’s  Compensation  program.  A few 
have  since  requested  to  be  re-authorized  and  re  admitted 
to  the  program.  The  chairman  rules  that  formal  notifi- 
cation rescinding  the  authorization  of  the  latter  physicians 
having  been  sent  to  carriers,  it  would  be  necessary  for  those 
physicians  wishing  to  be  reinstated  to  apply  through  their 
county  medical  societies  in  the  same  manner  as  new  ap- 
plicants. 
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The  Attorney  General  is  still  investigating  whether  the 
resignations  of  physicians  from  the  workmen’s  compen- 
sation program  constitutes  a violation  of  antitrust  statutes. 
Involved  physicians  have  been  unsuccessful  in  their  action 
to  have  the  subpoenas  ruled  invalid. 

A reaction  to  the  resignation  has  been  the  introduction 
in  the  Albany  Legislature  of  Assembly  Bill  9172  which 
would  in  effect  prohibit  physicians  from  refusing  to  treat 
any  patient  who  seeks  their  care.  The  MSSNY  is  vigor- 
ously opposing  this  bill  and  our  legislative  representatives 
are  of  the  opinion  that  it  is  not  likely  to  be  passed.  The 
MSSNY  Workmen’s  Compensation  Committee  felt  that 
this  threat  to  enforce  treatment  of  all  patients  was  a po- 
litical reaction  to  doctors  resigning,  and  refusing  to  treat 
Workmen’s  Compensation  and  no-fault  covered  cases,  and 
that  the  MSSNY  must  be  vigilant  to  monitor  and  coun- 
teract any  legislative  action  of  this  nature^ 

Request  From  the  New  York  State  Society  of  An- 
esthesiologists That  the  MSSNY  no  Longer  Represent 
Anesthesiologists  in  Workmen’s  Compensation  Board 
Negotiations.  On  December  11,  1977,  the  House  of 
Delegates  of  the  New  York  State  Society  of  Anesthesiolo- 
gists, Inc.,  resolved  “that  the  MSSNY  no  longer  represent 
anesthesiologists  in  negotiations  with  the  Workmen’s 
Compensation  Board  of  the  State  of  New  York.”  In  Jan- 
uary, 1978,  a letter  was  received  from  that  society  calling 
attention  to  the  resolution  and  requesting  that  a repre- 
sentative of  their  society  be  added  to  the  negotiating 
committee  or  that  the  Workmen’s  Compensation  Law  be 
changed  to  allow  direct  specialty  society  negotiations  with 
the  Workmen’s  Compensation  Board.  Correspondence 
was  also  received  from  the  New  York  State  Federation  of 
Anesthesiologists,  Inc.,  requesting  that  MSSNY  no  longer 
negotiate  for  the  anesthesiologists. 

This  MSSNY  Workmen’s  Compensation  Committee 
considered  the  question  of  representation  of  specialty 
groups  on  the  Workmen’s  Compensation  Board’s  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  at  its  meeting  of  September  8,  1977,  and  the 
pertinent  portion  of  the  minutes  was  as  follows: 

Several  requests  have  been  received  from  individual 
groups  of  both  physicians  and  allied  professions  re- 
questing specific  representation  on  the  Advisory  Com- 
mittee. Requests  of  similar  nature  have  been  received 
periodically  in  the  past. 

The  committee  reaffirmed  its  previous  recommen- 
dation that  it  would  he  impractical  for  all  groups  that 
are  involved  in  the  treatment  of  Workmen’s  Compen- 
sation cases  to  be  represented  on  the  committee,  and 
that  the  MSSNY  representatives  on  the  committee  act 
as  representatives  of  the  medical  profession  and  allied 
groups  as  a whole  rather  than  as  individuals  repre- 
senting their  particular  specialty,  and  that  MSSNY 
and  its  representatives  are  cognizant  of  their  obliga- 
tions to  represent  the  interests  of  other  groups  ade- 
quately and  fairly  and  to  consult  with  them  when  the 
situation  calls  for  such  consultation. 

Letters  referred  to  above  were  also  addressed  to  the 
Chairman  of  the  Workmen’s  Compensation  Board  who  in 
turn  requested  an  opinion  from  the  MSSNY.  The 
MSSNY  Executive  Committee  on  January  25,  1978,  dis- 
cussed this  subject,  voted  to  reaffirm  its  support  of  the 
committee’s  position  of  September  8,  1977,  and  authorized 
the  division  director  to  prepare  and  forward  a suitable  reply 
to  Mr.  Arthur  Cooperman.  A subsequent  letter  from  the 


New  York  State  Federation  of  Anesthesiologists  dated 
February  14,  1978,  took  exception  to  the  reply  and  re- 
quested MSSNY  to  reconsider. 

The  discussion  reiterated  that  by  law  the  Chairman  of 
the  Workmen’s  Compensation  Board  is  required  to  enter 
into  negotiations  with  the  MSSNY;  that  the  latter  is  an 
organization  that  represents  and  speaks  for  the  great  ma- 
jority of  the  physicians  of  the  State;  that  with  the  exception 
of  the  Interspecialty  Committee  the  members  of  its  com- 
mittees are  appointed  without  reference  to  their  specialty 
but  with  the  understanding  that  they  will  consider  and 
represent  the  interests  of  the  entire  profession  in  their 
deliberations  and  decisions.  With  reference  to  the  Advi- 
sory Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems,  the  members  of  which  are  appointed  by  the 
Chairman  of  the  Workmen’s  Compensation  Board,  the 
MSSNY  nominates  for  such  appointment  physicians  who 
are  selected  not  for  their  specialty  affiliation  but  as 
spokesman  for  the  MSSNY  and,  therefore,  for  the  pro- 
fession. The  Workmen’s  Compensation  Board  Chairman 
can  of  course  invite  opinion  from  any  interested  party  and 
has  in  fact  met  with  representatives  of  the  New  York  State 
Federation  of  Anesthesiologists  as  well  as  with  other 
groups. 

The  members  of  the  MSSNY  Interspecialty  Committee 
are  appointed  by  our  President  but  with  the  specialty  so- 
cieties afforded  the  privilege  to  submit  nominations  which, 
to  date,  have  always  been  found  acceptable. 

It  is  to  be  noted  that  not  only  the  MSSNY  Workmen’s 
Compensation  Committee,  but  the  Interspecialty  Com- 
mittee as  well,  have  always  been  kept  informed  on  a current 
basis  of  what  is  transpiring  in  the  field  of  Workmen’s 
Compensation  in  connection  with  fee  negotiations  and  of 
all  other  pertinent  matters.  There  has  been  and  continues 
to  be  frequent  interfacing  between  the  MSSNY  Work- 
men’s Compensation  and  Interspecialty  Committees. 

The  discussion  emphasized  that  of  greater  moment  was 
the  concern  of  the  members  of  the  committee  that  the 
splintering  of  the  profession  into  groups  would  result  in 
fragmentation,  divisiveness,  and  weakening  of  the  stature 
of  the  profession  as  a whole.  It  is  just  and  proper  that  each 
group  be  concerned  with  furthering  the  interests  of  its 
members  but  such  efforts  should  be  channeled  through 
MSSNY  as  the  parent  body.  Differences  of  opinion  be- 
tween specialty  groups  are  best  resolved  by  discussion  and 
resolution  with  their  colleagues  rather  than  by  individual 
endeavors  with  outside  groups  or  governmental  agencies. 
The  committee  therefore  reaffirmed  the  opinion  expressed 
on  September  8,  1977. 

It  was  unanimously  passed  that  the  Council  reaffirm  its 
previous  position  that  the  MSSNY  representatives  on  the 
Workmen’s  Compensation  Board’s  Advisory  Committee 
on  the  Medical  Fee  Schedule  and  Allied  Problems  will 
negotiate  for  the  medical  profession  as  a whole  and  that  the 
input  of  the  medical  specialty  societies  into  such  repre- 
sentation shall  be  via  MSSNY  and  its  constituent  bodies. 
The  Council  reaf  firmed  its  position  at  its  meeting  on  April 
27, 1977. 

Medical  Society  of  the  County  of  New  York  Corre- 
spondence RE  Specialty  Coding  Workmen’s  Com- 
pensation Physician  Applicants.  Letters  from  the 
Secretary  of  the  Medical  Society  of  the  County  of  New 
York  and  the  Chairman  of  its  Workmen’s  Compensation 
Committee  expressed  displeasure  with  the  Registration 
Section  of  the  Workmen’s  Compensation  Board  rejecting 
some  of  its  recommendations  for  physicians’  ratings.  It 
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was  pointed  out  that  the  final  decision  rests  with  the 
Workmen’s  Compensation  Board  Registration  Section, 
with  the  right  of  appeal  by  the  involved  physician  to  the 
Medical  Appeals  Unit.  It  was  further  pointed  out  that  the 
Registration  Section  was  adhering  to  the  guidelines  that 
MSSNY  had  recommended,  namely,  that  specialists 
should  be  Board  certified,  including  the  subspecialty 
Boards.  Neither  of  the  two  physicians  recommended  hut 
rejected  had  their  Boards.  The  guidelines  do  provide  for 
exceptions  but  that  the  justification  for  such  an  exception 
must  be  documented. 

Phis  committee  has  previously  discussed  the  application 
of  the  guidelines  recommended  to  the  W'orkmen’s  Com- 
pensation Board  by  MSSNY.  It  still  finds  that  the 
guidelines  are  reasonable  and  practical,  and  recommends 
no  change  at  this  time. 

With  specific  reference  to  the  application  of  one  of  the 
physicians  for  his  coding  to  be  changed  from  SJ  (Specialist 
in  Internal  Medicine)  to  SJM-4  (Specialist  in  Internal 
Medicine  and  Cardiology),  the  committee  upon  review 
finds  that  the  latter  is  not  justified.  The  physician  was 
Board  certified  in  Internal  Medicine  on  June  18,  1975,  and 
also  took  his  Boards  in  the  subspecialty  of  Cardiology  in 
October,  1977.  He  completed  his  hospital  training  in  1974. 
The  committee  found  no  reason  to  exempt  this  physician 
from  the  stated  requirements  that  he  pass  his  subspecialty 
Board  to  be  qualified  as  of  consultant  status  in  that  sub- 
specialty.  It  further  noted  that  the  physician  is  not  sus- 
taining any  monetary  loss  as  a result  of  the  Workmen’s 
Compensation  Board  ruling. 

The  committee's  discussion  emphasized  that  recognition 
of  a physician’s  capabilities  and  expertise,  as  well  as  his 
quality,  should  rest  with  his  peers  and  not  with  any  gov- 
ernmental agency.  The  Specialty  Boards  were  established 
with  this  goal  in  mind  and  are  now  the  accepted  mechanism 
for  peer  recognition.  The  committee  does  not  feel  that 
local  groups,  no  matter  how  knowledgeable  or  thorough, 
should  substitute  for  the  Boards'  evaluation  of  a physi- 
cian's training  and  capabilities.  The  committee  does 
recognize  that  there  will  be  exceptional  circumstances,  and 
for  that  reason  incorporated  into  the  recommended 
guidelines  provisions  to  deal  with  such  exceptions.  The 
committee  did  not  find  that  the  circumstances  in  the  above 
case  fell  within  the  exceptions  that  the  committee  had  in 
mind  in  developing  the  guidelines. 

It  was  unanimously  passed  that  MSSNY  communicate 
the  above  opinion  to  the  Medical  Society  of  the  County  of 
New  York. 

The  chairman  expresses  his  appreciation  to  all  the 
members  of  the  committee  who  have  given  so  freely  of  their 
time  and  efforts.  He  also  expresses  his  thanks  to  the  Di- 
rector of  the  Division,  Max  N.  Howard,  M.D.,  Mr.  William 
D.  Brainin,  Associate  Director,  and  Miss  Alice  E.  Wheeler, 
for  their  efforts  and  cooperation. 

Respectfully  submitted. 

John  H.  Morton,  M.D.,  Chairman 

WORKERS'  COMPENSATION  AND 
OCCUPATIONAL  HEALTH 
(SUPPLEMENT AR Y) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  the  submission  of  our  Annual  Report,  the  Com- 
mittee has  met  on  two  occasions. 


Regionalization  of  Eccs.  Mr.  Cooperman,  the 
Workers’  Compensation  Board  Chairman,  has  been  dis- 
cussing for  some  time  replacing  a uniform  Statewide  fee 
schedule  with  differentials  to  reflect  the  disparate  fees 
existing  among  the  various  regions,  and  exploring  with 
several  groups  experienced  in  accumulating  and  analyzing 
statistical  data  the  methodology  on  which  differentials  can 
be  basedi  In  January  of  1978,  Mr.  Cooperman  indicated 
he  would  proceed  rapidly  with  this  project,  but  a lull  fol- 
lowed until  just  recently.  On  June  6,  Dr.  Howard  attended 
a meeting  convened  by  Mr.  Cooperman;  present  were  the 
Deputy  Superintendent  (Clyne)  and  the  Counsel  of  the 
Department  of  Insurance  (Freedman),  Workers’  Com- 
pensation Board  executive'  personnel,  anti  an  outside 
statistician  (McCarthy).  The  project  was  discussed,  with 
emphasis  by  Mr.  McCarthy  that  it  would  be  directed  not 
towards  determining  physicians’  income  but  rather  as- 
certaining the  differences  in  professional  overhead  ex- 
penses and  the  cost  of  living  in  various  regions.  The  in- 
formation would  be  obtained  from  a variefy  of  sources,  with 
an  estimated  time  to  completion  of  two  to  three  months. 
Dr.  Howard  pointed  out  that  information  of  this  type, 
applicable  to  New  York  State  for  the  years  1978-74.  had 
been  obtained  by  the  MSSNY  from  an  AMA  survey  and 
submitted  to  the  WCB  Advisory  Committee  on  the  Med- 
ical Fee  Schedule  and  Ajlied  Problems  in  May  of  1977. 
Mr.  Cooperman  replied  he  was  not  aware  such  data  was 
available.  He  was  reminded  that  one  of  the  representa- 
tives of  the  insurance  carriers  and  himself  had  dismissed 
that  data  as  being  “tainted  and  self-serving.”  Mr. 
McCarthy  requested  that  the  MSSNY  furnish  this  infor- 
mation and  any  other  of  similar  nature  to  him.  Dr.  How- 
ard stated  the  MSSNY  was  anticipating  receiving  similar 
data  for  the  years  1975-76,  in  the  very  near  future,  but  there 
was  some  doubt  whether  it  would  be  sufficiently  detailed 
for  the  regional  basis  contemplated  by  the  Chairman. 

The  question  was  then  posed  whether  the  MSSNY  had 
alternative  suggestions.  Dr.  Howard  responded  “yes,”  and 
suggested  that  the  profiles  of  all  physicians,  available  from 
the  Medicare  program,  be  utilized,  programming  these  into 
a central  computer  with  terminals  in  carriers’  offices. 

Both  Mr.  Cooperman  and  Mr.  Clyne  immediately  re- 
sponded that  the  profiles  were  based  on  usual  and  cus- 
tomary fees  and  were,  therefore,  not  acceptable.  Dr. 
Howard  pointed  out  that  whenever  the  MSSNY  has  asked 
for  usual  and  customary  fees  in  the  Workers’  Compensa- 
tion Fee  Schedule,  the  phrase  has  been  completed  by  the 
additional  words  “reasonable”  or  “prevailing,”  and  that 
these  imply  other  than  an  open-ended  fee  schedule. 
Opinions  were  expressed  that  such  a computer  program 
would  be  costly  and  impractical.  Dr.  Howard  then  sug- 
gested a second  method,  the  percentage  differentials  es- 
tablished by  regions  under  the  Medicare  program.  Again 
there  was  a reaction  that  these  were  based  on  usual  and 
customary  fees  and  the  reply  was  that  the  reference  was  not 
to  fees  but  to  the  percentage  differences.  The  June  6 
meeting  terminated  with  the  statistician  to  develop  a 
proposal  to  be  presented  to  the  WCB  for  consideration. 

The  MSSNY  Council  on  February  28,  1978,  approved 
the  following:  “That  the  WCB  be  urged  to  set  up  a fee 
schedule,  taking  into  account  regional  variations,  but  that 
at  all  times  the  regional  variations  are  consistent  with  the 
usual,  customary,  and  reasonable  fees  prevailing  in  that 
area.”  Dr.  Howard  stated  that  he  had  informed  the 
MSSNY  Executive  Committee  on  June  7,  1978,  of  the 
above  events  and  asked  for  direction  and  a decision 
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whether  the  MSSNY  should  cooperate  with  the  Chairman 
in  discussing  and  supplying  data  pertaining  to  regionali- 
zation. The  Executive  Committee  felt  that  we  should,  so 
that  we  would  at  least  have  some  input  and  the  opportunity 
to  monitor  what  is  taking  place. 

With  the  above  as  background,  the  committee  explored 
at  length  all  facets  involved  in  regionalizing  fees,  noting  the 
difficulty  in  verifying  data,  in  establishing  equitable  fees, 
divisiveness  within  our  Society  should  it  assume  a posture 
that  similar  services  were  worth  more  in  one  part  of  the 
State  than  in  another,  and  in  attracting  physicians  to  and 
retaining  them  in  rural  areas  where  the  fees  generally  are 
lower  than  in  the  metropolitan  areas.  The  expense  dif- 
ferences that  exist  in  practicing  in  high  cost  areas  vs.  lower 
cost  areas  received  considerable  notice. 

It  was  moved,  seconded,  and  passed  with  one  dissenting 
vote  that  it  be  recommended  to  the  MSSNY  Council  that 
it  not  take  a position  on  the  regionalization  of  fees  in  the 
Workers’  Compensation  Medical  Fee  Schedule  until  such 
time  as  adequate  and  verified  data  have  been  presented 
and  reviewed  to  justify  differentials,  that  the  MSSNY 
proceed  to  develop  its  own  data  bank  by  questionnaire 
survey  of  its  membership  to  determine  the  overhead  ex- 
penses of  physicians  both  by  specialty  and  by  geographic 
region,  and  that  the  specialty  societies  through  their  rep- 
resentatives on  the  MSSNY  Interspecialty  Committee  be 
asked  to  actively  participate  in  and  support  this  survey. 

Dr.  Weitzman  requested  that  it  be  noted  by  name  that 
he  voted  in  opposition  to  the  motion  to  reflect  the  position 
of  the  New  York  State  Academy  of  Family  Physicians,  he 
being  a member  of  that  organization’s  Board  of  Direc- 
tors. 

Subsequently,  the  Workers’  Compensation  Board  held 
meetings  with  the  statistical  firm  of  Milliman  & Robertson, 
Inc.,  Consulting  Actuaries,  represented  by  Daniel  J. 
McCarthy,  and  is  in  the  process  of  signing  a contract  with 
that  firm  to  conduct  studies  based  on  which  the  Chairman 
will  decide  whether  to  regionalize  fees  and  in  what  manner. 
The  MSSNY  was  asked  to  express  an  opinion  in  regard  to 
the  proposed  study  and  responded  as  follows: 

Dear  Mr.  Minkowitz: 

Thank  you  for  the  opportunity  to  review  the  proposal 
by  Milliman  and  Robertson  to  conduct  a regional  study 
of  medical  fees,  and  the  opportunity  to  comment  on 
it. 

Obtaining  valid  statistical  data  to  determine  whether 
there  is  justification  for  a regional  variation  in  fees  paid 
in  accordance  with  the  medical  fee  schedules  is  desirable. 
We  do  have  reservations,  as  previously  expressed, 
whether  the  methodology  proposed  by  Milliman  and 
Robertson  will  result  in  determining  in  sufficient  detail 
the  data  necessary  to  arrive  at  a valid  decision.  It  seems 
they  will  merely  be  compiling  reports  from  various 
sources  that  are  already  readily  available,  and  from  our 
knowledge  of  these,  it  is  doubtful  if  they  contain  suffi- 
cient breakdown  into  regions  to  serve  the  purpose  Mr. 
Cooperman  had  in  mind.  In  discussions  quite  some  time 
ago  it  was  our  impression  that  a random  sampling  of 
physicians  in  New  York  State  by  questionnaire  to  de- 
termine the  differences  in  overhead  expenses  charac- 
teristic of  practices  in  different  locations  was  contem- 
plated, and  t his  would  still  seem  the  method  of  choice. 

As  to  the  terms  of  the  contract,  we  voice  no  opinion. 
Dr.  Howard  stated  that  the  WCB  Chairman  has  evi- 
denced a definite  intent  to  the  regionalize  fees  as  quickly 


as  possible.  It  is  estimated  that  the  study  referred  to  above 
all  will  take  about  six  months  to  complete. 

The  committee  discussed  in  great  detail  the  problems 
likely  to  arise  with  a regionalization  of  fees.  Among  these 
were  the  validity  of  the  study,  the  provisions  in  the  WCL 
that  the  Chairman  in  promulgating  the  medical  fee 
schedule  “.  . . shall  prepare  and  establish  a schedule  for  the 
State,  or  schedules  limited  to  defined  localities  . . .”  and 

. . all  fees  and  other  charges  for  such  treatment  and 
services  shall  be  limited  to  such  charges  as  prevail  in  the 
same  community  for  similar  treatment  of  injured  persons 
of  a like  standard  of  living”;  that  the  differential  fees  would 
cause  resentment  by  our  members  in  areas  where  fees  will 
be  lower  than  in  others;  since  fees  are  likely  to  be  lower  in 
rural  and  medically  deprived  areas,  physicians  will  be 
discouraged  from  establishing  or  continuing  practices  in 
those  areas;  that  the  present  WCB  Medical  Fee  Schedule 
pays  higher  fees  than  physicians’  usual  and  customary  fees 
in  some  areas;  and  that  considerable  differences  in  practice 
overhead  expenses  exist  in  different  geographic  areas  of  the 
State. 

A lawsuit  instituted  by  one  physician  is  based  on  the 
failure  of  t he  WCB  Chairman  to  comply  with  the  intent  of 
the  WC  Law  to  regionalize  fees  as  cited  above.  In  1972 
several  Upstate  insurance  carriers  claimed  that  the  WCB 
medical  fees  were  the  same  or  higher  than  those  prevailing 
in  their  communities.  At  that  time  the  MSSNY  ques- 
tioned whether  they  were  recommending  differential  fees 
and  the  reply  was  “no,”  that  they  preferred  a uniform 
Statewide  schedule.  It  was  noted  that  the  prevailing  fees 
established  under  Medicare  in  different  areas  of  the  State, 
based  on  physicians’  submitted  usual  and  customary  fees, 
did  reveal  different  charging  patterns. 

An  informal  vote  resulted  in  a unanimous  opinion  by  this 
committee’s  members  that  the  MSSNY  express  opposition 
to  regionalization  of  fees.  It  was  further  recommended 
that  the  delegate  from  the  Section  on  Medical-Legal  and 
Workers’  Compensation  Matters  introduce  a resolution  to 
the  latter  effect  at  the  October  meeting  of  the  House  of 
Delegates  so  that  a clear  position  by  the  MSSNY  be 
enunciated. 

Updating  of  Workers’  Compensation  Fee  Schedule 
Terminology.  Two  and  a half  years  ago  the  Medical 
Society  representatives  on  the  Workers’  Compensation 
Board  Advisory  Committee  on  the  Medical  Fee  Schedule 
and  Allied  Problems  raised  the  subject  of  updating  the 
Medical  Fee  Schedule  promulgated  January  1,  1973.  This 
request  has  been  resubmitted  periodically  but  been 
shunted  aside  pending  resolution  of  other  major  problems. 
As  noted  above,  it  seems  unlikely  that  an  updating  of  the 
schedule  is  imminent.  The  necessity  for  updating  the 
schedule  becomes  more  pressing  daily.  Since  the  1973 
schedule  was  in  fact  based  on  1969  terminology,  it  fails  to 
include  many  procedures  that  are  now  current  with  the 
result  that  numerous  requests  for  information  and  advice 
are  made  to  the  MSSNY,  either  directly  or  through  the 
Workers’  Compensation  Board  Registrat  ion  Section.  This 
is  proving  a burden  both  to  t he  Board  and  to  the  MSSNY. 
It  was  noted  that  the  House  of  Delegates  in  October,  1977, 
moved  that  while  the  MSSNY  tries  to  obtain  an  increase 
in  the  fee  schedule,  it  proceed  simultaneously  to  seek  an 
updating  of  the  schedule.  The  updating  requested  would 
be  in  conformity  with  the  AMA-CPT-4,  with  relativity  to 
be  that  which  the  MSSNY  established  by  survey. 

It  was  moved,  seconded  and  unanimously  passed  that 
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the  MSSNY  request  the  Chairman  of  the  Workers’  Com- 
pensation Board  to  proceed  expeditiously  to  update  the 
Workers’  Compensation  Medical  Fee  Schedule. 

It  was  moved,  seconded  and  unanimously  approved  that 
it  be  recommended  to  the  Council  that  the  1975  informa- 
tion on  relativity  as  developed  and  updated  by  the  MSSNY 
be  incorporated  in  our  recommendation  to  the  WCB 
seeking  a revision  of  the  WCB  Medical  Fee  Schedule. 

It  was  noted  that  the  Interspecialty  Committee  had 
recommended  that  the  MSSNY  seek  to  have  the  entire 
terminology  and  relativity  established  by  its  survey  in  1972, 
accepted  by  the  WCB.  Attention  was  called  to  the  fact 
that  if  the  WCB  accepted,  it  would  entail  a change  in  rel- 
ativity and  it  was  unlikely  that  the  WCB  Chairman  would 
accept  any  inflationary  effect  resulting  from  a relativity 
change,  but  insist  the  conversion  factors  be  adjusted  so  that 
the  total  cost  of  the  Workers’  Compensation  program 
would  remain  approximately  the  same  until  such  time  as 
a further  increase  in  fees  was  negotiated.  The  change 
would  therefore  result  in  some  fees  being  decreased  and 
some  raised,  and  the  membership  must  be  made  aware  of 
this. 

Members  of  this  committee  who  are  the  representatives 
of  the  MSSNY  on  the  Advisory  Committee  on  the  Medical 
Fee  Schedule  and  Allied  Problems  stated  that  it  was  most 
unlikely  that  we  would  be  successful  in  gaining  acceptance 
by  the  Chairman  of  increasing  the  present  two  types  of 
office  visits  to  a nomenclature  that  would  require  at  least 
six  different  office  visit  designations.  This  committee  has 
been  well  aware  of  this  problem  and  for  purposes  of  the 
Workers’  Compensation  Medical  Fee  Schedule  therefore 
recommended  that  the  office  visits  in  the  CPT  be  reduced 
to  three;  comprehensive,  intermediate,  and  brief.  Diffi- 
culty is  anticipated  in  having  these  three  accepted;  any 
larger  number  of  office  visits  could  well  result  in  rejection 
by  the  WCB  of  the  entire  updating. 

It  was  moved,  seconded,  and  unanimously  passed  that 
the  MSSNY  Council  endorse  a limitation  of  types  of  office 
and  hospital  visits  in  the  Workers’  Compensation  Medical 
Fee  Schedule  to  comprehensive  (including  consultation), 
intermediate,  and  brief,  and  request  the  Interspecialty 
Committee  to  define  these  in  a manner  that  would  be 
practical  for  administration  by  insurance  carriers. 

Another  area  in  the  updating  of  the  Workers’  Compen- 
sation Medical  Fee  Schedule  likely  to  meet  resistance  on 
the  part  of  the  Chairman  is  that  pertaining  to  physical 
medicine.  Insurance  carriers  contend  that  repeated 
treatments  with  diathermy,  ultrasound,  and  other  such 
modalities  constitute  a considerable  portion  of  the  medical 
payments.  It  is  doubtful  they  will  accept  the  present 
CPT  descriptions  in  the  section  on  physical  medicine. 

It  was  moved,  seconded,  and  unanimously  passed  that 
it  be  brought  to  the  attention  of  the  Interspecialty  Com- 
mittee that  the  Physical  Medicine  Section  is  likely  to  cause 
difficulties  and  request  that  it,  in  conjunction  with  the 
representatives  of  the  Society  of  Physical  Medicine  and 
Rehabilitation,  review  the  section  to  determine  if  some 
modification  is  feasible  or  desirable  to  enhance  the  prob- 
ability of  WCB  acceptance. 

Report  on  Advisory  Committee  on  the  Medical  Fee 
Schedule  and  Allied  Problems  of  the  WCB  Activities. 
The  activities  of  the  above  committee  have  been  rather 
limited  since  the  last  report,  most  of  the  ongoing  actions 
taking  place  in  subcommittees,  the  decisions  of  which  will 
ultimately  be  submitted  to  the  full  committee  for  final 
review  and  recommendation  to  the  WCB  Chairman. 


One  of  the  subcommittees  dealing  with  regionalization 
of  fees  has  been  reported  upon  above. 

Another  subcommittee,  to  Investigate  the  Feasibility  of 
Amending  the  Workers’  Compensation  Daw  and  Rules, 
chaired  by  Mr.  Leo  Morin,  which  has  been  charged  by  Mr. 
Cooperman  to  consider  and  recommend  changes  either  in 
the  rules  and  regulations  or  in  the  law  that  would  improve 
the  operation  of  the  WC  Law,  has  met  frequently 
throughout  the  summer.  Most  of  the  items  Mr.  Cooper- 
man  wished  addressed  by  Mr.  Murin’s  committee,  on 
which  two  representatives  of  the  MSSNY  sit,  would  alter 
conditions  that  have  been  unnecessarily  onerous  to  phy- 
sicians and,  for  the  most  part,  require  changed  procedures 
by  the  insurance  carriers.  Among  these  subjects  are 
prompter  responses  by  carriers  to  physicians’  requests  for 
authorization;  interest  penalty  to  he  paid  by  the  insurance 
carriers  to  physicians  when  the  payment  of  hills  are  unduly 
delayed  and  unjustifiably  controverted;  the  payment  of  a 
partial  fee  to  physicians  when  a challenged  case  is  ruled  not 
compensable;  simplification  of  medical  reporting  forms; 
facilitating  the  admission  into  hospitals  of  patients  without 
undue  delay  where  a carrier  has  not  granted  authorization 
for  hospitalization;  having  arbitration  committees  com- 
posed of  physicians  deciding  the  necessity  of  treatment 
rather  than  such  decisions  being  made  by  the  referee;  re- 
vision of  the  five  percent  deduction  from  the  fees  awarded 
by  arbitration  committees;  payment  to  physicians  for  cases 
closed  without  decisions  because  of  failure  of  the  claimant 
to  prosecute  his  case  by  failure  to  appear  at  hearings;  car- 
riers’ consultants  be  Board  certified  in  the  specialty  in 
which  the  patient’s  problem  falls;  and  by  establishing  a 
fund  that  would  pay  physicians  for  the  treatment  of  cases 
which  they  accept  in  good  faith  with  the  probable  and 
reasonable  expectation  that  the  condition  being  treated 
was  causally  related  to  his  occupation  but  which  is  later, 
perhaps  after  a year  or  two,  ruled  noncompensable.  It 
should  be  noted  that  the  MSSNY  has  for  many  years  re- 
quested correction  of  almost  all  the  issues  now  addressed 
by  the  Chairman. 

The  WCB  Chairman  has  expressed  his  intent  to  enlarge 
the  membership  of  the  Advisory  Committee  to  include 
representatives  from  the  office  of  the  NYS  Department  of 
Insurance  and  carriers  writing  no-fault  insurance,  but  this 
has  not  yet  been  effected. 

Resignation  of  Physicians  From  Participation  in 
Workers’  Compensation  Program.  Since  the  submis- 
sion of  the  annual  report,  we  have  been  informed  that 
about  238  physicians,  largely  concentrated  in  the  Nas- 
sau-Suffolk  Counties,  have  resigned.  About  12  of  these 
subsequently  applied  for  readmission  and  some  have  al- 
ready been  reinstated.  Some  difficulties  have  been  en- 
countered in  the  reinstatement  process;  each  of  the  phy- 
sicians reapplying  has  been  requested  by  the  Chairman  to 
submit  a signed  statement  that  during  the  period  of  res- 
ignation Workers’  Compensation  cases  were  not  treated 
or  fees  collected  from  such  patients,  or  if  fees  were  collected 
they  have  been  refunded  to  the  patients.  Application  for 
reinstatement  is  processed  as  if  the  applicant  is  applying 
de  novo,  having  to  go  through  the  county  medical  society 
for  recommendation,  with  final  action  resting  with  the 
Workers’  Compensation  Board.  This  may  create  problems 
for  some  of  the  physicians  admitted  years  ago,  prior  to  the 
establishment  of  the  stricter  guidelines  now  applicable.  In 
the  latter  instances,  it  is  likely  that  the  physician  applicant 
w'ill  meet  the  criteria  by  virtue  of  practice  activities  and 
hospital  appointments. 
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Complaints  have  been  receiyed  from  some  physicians 
who  resigned  from  the  WCB  program  that  when  called 
upon  and  treating  emergency  cases,  carriers  refuse  to  rec- 
ognize emergency  situations  or  refuse  to  pay  for  the  services 
rendered.  The  division  director  reported  that  he  had 
discussed  this  matter  with  Mr.  Cooperman  who  stated  that 
he  will  take  action  to  correct  such  situations  brought  to  his 
attention. 

Disability  Benefits  Law  Claims.  At  a recent  meeting 
of  this  committee  it  was  reported  that  some,  insurance 
carriers  are  failing  to  honor  disability  benefits  claims  forms 
when  signed  by  physicians  who  are  not  authorized  to  treat 
under  the  WC  Law  provisions  (of  which  Disability  Benefits 
is  a part),  ^uch  denial  withholds  payments  due  the  patient 
and  constitutes  an  unwarranted  harassment.  There  is  no 
payment  to  physicians  involved  under  the  Disability 
Benefit  s Law  provisions.  This  problem  -was  discussed  with 
the  WCB  Chairman  pointing  out  that  such  rejection  of  the 
claim  creates  an  unnecessary  hardship  on  patients.  The 
law  reads:  “The  Chairman  may  for  cause  waive  the  re- 
quirement of  such  authorization.  . . .”  In  the  latest  con- 
versation with  the  Chairman,  in  regard  to  an  increasing 
number  of  denials,  be  stated  he  would  not  grant  a blanket 
waiver  but  would  consider  each  case  on  its  merits  if  the 
involved  patient  would  write  to  him.  , 

For  purposes  of  administering  the  Disability  Benefits 
Law  it  is  deemed  unreasonable  not  to  accept  as  valid  au- 
thentication the  signature  of  any  physician  licensed  and 
registered  to  practice  in  the  State.  This  modification  will 
require  a change  in  the  Law,  and  staff  will  research  this 
matter  for  possible  referral  to  the  Society’s  Committee  on 
State  Legislation. 

Resolution  77-49,  Right  of  Medical  Specialists  to 
Take  and/or  Interpret  X-Rays  Particular  to  Their 
Field  of  Practice  and  Be  Reimbursed  at  the  Same  Rate 
as  an  X-Ray  Specialist 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  amend  the  minimum  fee 
schedule  so  as  to  provide  that  fees  for  a specialist  in  any 
field  taking  and/or  interpreting  radiographs  in  his  field 
be  equal  to  that  paid  to  radiologists  taking  and/or  in- 
terpreting similar  radiographs. 

The  Interspecialty  Committee  recommended  and  the 
Council  concurred  that  this  resolution  be  disapproved. 
Discussion  noted  that  this  Workers’  Compensation  Com- 
mittee had  recommended  the  Council  approve  and  im- 
plement this  resolution.  After  considerable  discussion  the 
Committee  decided  to  take  no  further  action  at  this 
time. 

Resolution  77-44,  Fee  for  Arthroscopy  of  Knee  and 
Other  Joints 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  establish  a line  and  fee  for  the  sur- 
gical operation  known  as  arthroscopy;  and  be  it  fur- 
ther 

Resolved,  That  the  fee  recommended  by  the  Medical 
Society  of  the  State  of  New  York  be  set  at  $350,  with  a 
week  aftercare  period. 

The  Interspecialty  Committee  recommended  that  a line 
item  for  arthroscopy  be  established  in  the  WC  Medical  Fee 
Schedule  and,  to  maintain  the  original  relativity  on  which 
the  1973  schedule  was  based,  it  be  assigned  a unit  value  of 


4.7  payable  only  when  performed  as  an  independent  pro- 
cedure, with  the  further  recommendation  that  when  ar- 
throscopy is  followed  by  immediate  surgery  there  be  no 
additional  payment  above  that  set  for  the  surgery. 

The  validity  of  this  committee’s  recommendation  of  a 
4.7  unit  relativity  applicable  only  to  the  Workers’  Com- 
pensation Medical  Fee  Schedule  has  been  challenged.  It 
was  noted  that  this  relativity  was  arrived  at  to  conform 
with  the  relativity  of  the  California  RVS  of  1969,  on  which 
the  1973  Workers’  Compensation  Medical  Fee  Schedule 
was  based  and  that  it  would  be  inappropriate  to  alter  the 
relativity  scale  without  addressing  other  challenged  units. 
The  committee,  therefore,  reaffirmed  its  recommendation 
that  the  unit  value  for  this  procedure  be  4.7  units. 

The  request  of  a physician  for  assistance  in  obtaining  a 
higher  fee  for  arthroscopy  on  the  basis  that  he  performs 
this  procedure  in  what  corresponds  to  an  operating  room 
setting  in  his  office  was  discussed.  It  was  concluded  that 
the  problem  presented  has  two  elements:  first,  the  pro- 
fessional fee,  which  should  be  the  same  whether  performed 
in  a hospital  setting  or  in  any  other  location;  second,  the 
payment  for  the  equipment  and  supplies.  The  latter  is  not 
specifically  covered  in  the  medical  fee  schedule  and  it  was 
felt  that  this  should  be  resolved  between  involved  physi- 
cians and  insurance  carriers. 

The  MSSNY  has  received  a number  of  requests  from 
physicians  to  assist  them  in  obtaining  extra  payments  to 
cover  the  utilization  of  “ambulatory  surgical”  facilities  in 
their  private  offices.  This  was  discussed  by  the  Medical 
Care  Insurance  Committee  with  the  conclusion  that 
pending  the  establishment  of  criteria  as  to  what  constitutes 
an  approved  “ambulatory  surgical”  unit,  the  problem 
cannot  be  dealt  with  satisfactorily.  Physicians  have  in 
some  instances  been  able  to  reach  an  agreement  with  car- 
riers while  other  health  insurers  have  refused  to  make  any 
adjustments. 

Resolution  77-50,  Abolition  of  Workmen’s  Com- 
pensation Panel 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  advocate  and  support  legislation  to  repeal  the 
panel  system  under  the  Workmen’s  Compensation  Law; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  express  its  opinion  that  a license  to  practice 
medicine  automatically  confirms  the  right  to  practice 
compensation  medicine;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  support  the  concept  that  physicians 
have  the  right  to  accept  or  refuse  patients  on  any  grounds 
whatsoever  whether  or  not  they  are  authorized  by  law 
to  treat  workmen’s  compensation  claimants. 

Dr.  Green  in  a letter  to  Dr.  Goldmark  dated  May  4, 1978, 
stated  that  the  third  Resolved  should  be  eliminated  as 
moot,  but  requested  that  the  MSSNY  take  action  on  the 
first  two  Resolves  in  spite  of  their  disapproval  by  the  House 
of  Delegates. 

The  discussion  noted  that  although  we  are  unaware  of 
any  other  state  that  requires  registered  physicians  to  be 
additionally  and  specifically  authorized  to  treat  workers’ 
compensation  claimants,  most  impose  other  constraints 
and  controls  upon  physicians,  such  as  denying  the  patient 
freedom  of  choice  of  physician,  and  the  committee  is  of  the 
opinion  that  such  constraints  would  be  unacceptable  both 
to  physicians,  and  to  the  public  and  its  legislative  repre- 
sentatives in  the  present  New  York  State  climate.  The 
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constitutionality  of  the  panel  system  was  challenged  im- 
mediately alter  the  provision  was  enacted  in  1935,  with  the 
appeals  going  to  the  Court  of  Appeals  of  the  State  Supreme 
Court  which  ruled  it  was  not  unconstitutional. 

It  was  moved,  seconded,  and  unanimously  passed  that 
the  MSSNY  Council  reaffirm  the  decision  taken  by  the 
House  of  Delegates  in  1977  when  it  disapproved  Resolution 
77-50. 

Status  of  No-Fault  Insurance  Litigation.  The 

MSSNY  continues  to  press  its  challenge  in  the  courts  to 
the  legality  of  the  amendments  that  became  effective  De- 
cember 1,  1977.  At  a special  meeting  on  -July  27,  1978,  the 
MSSNY  Council  voted  to  proceed  to  trial  forthwith. 
There  have  been  a number  of  court  postponements,  with 
the  next  hearing  to  be  held  November  15,  1978. 

Prompt  Payment  of  No-Fault  Hills.  The  amend- 
ments effective  December  1,  1977,  provide  that  no-fault 
benefits  are  overdue  if  not  paid  within  30  calendar  days 
after  the  insurer  received  verification  of  all  the  legitimate 
information.  It  further  states  that  all  overdue  benefits 
shall  bear  interest  at  a rate  of  2%  per  month,  compounded 
and  calculated  on  a pro  rata  basis  using  a 30-day  month. 
The  interest  due  may  not  be  waived. 

Motorcycles  Covered  Under  No-Fault.  An  indi- 
vidual injured  by  a motorcycle  is  eligible  for  the  benefits 
afforded  under  the  No-Fault  Law.  The  person  operating 
or  traveling  on  a motorcycle  is  not  covered.  The  pertinent 
regulation  reads:  “an  eligible  injured  person  is  any  person 
who  sustains  a personal  injury  arising  out  of  the  use  or 
operation  of  the  insured  motorcyclist  while  not  occupying 
the  insured  motorcycle,  any  other  motorcycle  or  a motor 
vehicle.” 

No-Fault  Arbitration  Proceedings.  Information 
reaching  the  MSSNY  indicates  that  very  few  county 
medical  societies  have  been  nominating  physicians  to  sit 
as  one  of  the  three  arbitrators  dealing  with  the  arbitration 
of  disputed  physician  services  and  fees  payable  under  the 
No-Fault  Law.  This  deprives  the  physician  whose  bill  is 
disputed  of  a voting  advocate.  The  committee  still  holds 
to  its  previous  opinion  that  pending  the  resolution  of  the 
suit  testing  the  provisions  of  the  no-fault  amendments,  our 
members  would  be  better  served  if  a representative  of  the 
county  medical  society  sat  on  the  committee  to  assist 
them. 

The  Council  at  its  meeting  on  January  26,  1978,  ap- 
proved the  following  recommendation: 

Notwithstanding  MSSNY’s  vigorous  opposition  to  the 
unilaterally  imposed  fixed  fee  schedule,  the  Council, 
nevertheless,  wishes  to  indicate  to  county  medical  so- 
cieties that,  if  for  any  reason  they  feel  it  is  in  the  best 
interest  of  their  membership  and  if  they  feel  it  is  advis- 
able to  cooperate  in  the  formation  of  no-fault  arbitration 
panels,  the  State  Society  has  no  objection. 

It  was  moved,  duly  seconded  and  unanimously  passed 
that  the  MSSNY  ascertain  from  all  the  county  medical 
societies  whether  or  not  they  have  representatives  sitting 
on  no-fault  arbitration  proceedings. 

Workers'  Compensation  Board  Coding  for  Spe- 
cialists in  Nuclear  Medicine.  Difficulty  has  been  ex- 
perienced in  coding  a physician  applicant  certified  only  by 
the  American  Board  of  Nuclear  Medicine,  there  being  at 
present  no  coding  for  such  physicians.  The  Nuclear 
Medicine  Board  is  a Conjoint  Board  of  the  Boards  of  In- 
ternal Medicine,  Radiology,  and  Pathology,  and  in  the  past 
no  problem  has  arisen  because  applicants  have  been  Board 
Certified  by  one  of  the  three.  With  more  physicians  taking 


only  the  Nuclear  Medicine  Board,  a specific  code  desig- 
nation becomes  urgent. 

It  was  moved,  seconded,  and  unanimously  passed  that 
the  Council  request  the  Workers’  Compensation  Board  to 
designate  a specialty  rating  for  physicians  certified  by  the 
Board  of  Nuclear  Medicine. 

Revision  of  Specialty  Coding  in  the  WCB  Medical 
Fee  Schedule.  About  two  years  ago  this  committee  voted 
to  revise  the  coding  of  specialties  to  bring  them  into  con- 
formity with  the  American  Board  of  Medical  Specialties. 
This  was  delayed  in  ant  icipation  of  a complete  reprint  ing 
of  the  medical  fee  schedule.  Since  that  reprint  is  of  un- 
certain time,  and  the  lack  of  coding  for  groups  such  as  nu- 
clear medicine  is  creating  problems,  this  matter  should  be 
dealt  with  forthwith. 

It  was  moved,  seconded,  and  unanimously  passed  that 
the  MSSNY  should  present  for  early  revision  the  coding 
of  specialists  in  the  Workers’  Compensation  Medical  Fee 
Schedule  to  conform  with  that  of  the  American  Board  of 
Medical  Specialties. 

It  was  moved,  seconded,  and  unanimously  passed  that 
along  with  the  change  in  coding,  the  MSSNY  seek  a revi- 
sion eliminating  the  special  section  for  Family  Physicians 
and  include  them  in  the  same  section  as  all  specialists 
without  differentiation  and  with  the  rules  and  limitations 
applying  equally  to  all  recognized  specialists. 

It  was  commented  that  resistance  by  the  carriers  and  the 
WCB  to  the  latter  recommendation  can  be  anticipated  if 
it  is  not  accompanied  by  explicit  clarification  of  the  scope 
of  a particular  specialty,  especially  Family  Physicians. 
Definitions  and  delineations  of  customary  types  of  office 
visits  should  be  prescribed  by  agreement  within  the 
MSSNY  before  it  presents  this  request  if  we  realistically 
expect  it  to  be  accepted. 

Representation  for  All  Specialty  Disciplines.  It  was 

moved,  seconded,  and  unanimously  passed  that  there  be 
introduced  at  the  October,  1978,  House  of  Delegates  a 
resolution  in  regard  to  the  Workers’  Compensation  Medical 
Fee  Schedule,  that  the  MSSNY  reaffirm  that  it  represents 
the  medical  profession  as  a whole.in  negotiating  with  the 
Workers’  Compensation  Board.  It  was  further  recom- 
mended that  the  delegate  from  the  Section  on  Medical- 
Legal  and  Workers’  Compensation  Matters  introduce  such 
a resolution. 

Expenditures  of  Workers’  Compensation  Insurance 
Premiums.  Figures  have  been  obtained  for  the  year  1977 
from  the  State  Insurance  Fund  which  underwrites  about 
30%  of  compensation  insurance  in  New  York  State.  Total 
premiums  collected  were  $214  million,  of  which  $13.3 
million  was  paid  for  medical  care,  (included  in  this  category 
are  physicians,  osteopaths,  dentists,  chiropractors,  podi- 
atrists, and  physical  therapists);  $13.15  million  to  hospitals; 
$3.5  million  for  hospital  emergency  room  care,  and  $4 
million  for  additional  medical  expenses  such  as  drugs, 
appliances,  etc.  Thus,  of  the  total  premium  dollar  col- 
lected by  this  carrier,  6.2%  was  paid  out  to  physicians  and 
others  included  in  this  category.  Administrative  expenses 
accounted  for  19%. 

C-8.1  WCB  Form.  Form  C-8.1,  utilized  by  carriers  to 
inform  physicians  that  authorization  for  further  treatment 
is  being  withdrawn,  incorporates  the  requirement  that  a 
response  must  be  made  within  four  days.  This  is  an  un- 
reasonable time  request  and  the  committee  was  of  the 
opinion  that  the  MSSNY  should  request  a more  reasonable 
interval  such  as  30  days. 
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Change  of  Name.  The  State  of  New  York  has  changed 
the  name  of  the  program  to  “WORKERS’  COMPENSA- 
TION.” It  was  also  noted  that  referees  are  now  to  be  called 
“LAW  JUDGES.” 

It  was  moved,  seconded,  and  unanimously  passed  that 
the  Council  change  the  name  of  this  Committee  to 
“Workers’  Compensation  and  Occupational  Health 
Committee”  to  conform  to  the  State  designation. 

Nonpayment  of  Workers’  Compensation  Bills.  The 
question  was  raised  why  physicians  must  submit  their  bills 
on  special  vouchers,  adding  an  unnecessary  paperwork 
burden.  The  City  of  New  York  requires  such  vouchers  for 
any  and  all  payments  as  an  in-1  >use  fiscal  control  measure. 
A decision  from  the  City  of  New  York  will  be  sought  if  at- 
taching a bill  to  the  voucher  will  be  acceptable. 

Enforced  Payment  in  Improperly  Controverted 
Workers’  Compensation  Cases  Form  MR-54.  It  ap- 
pears that  many  physicians  are  not  aware  of  when  to  utilize 
or  where  to  obtain  Form  MR-54.  In  response  to  the 
MSSNY  complaint  that  carriers  were  failing  to  pay  bills 
they  had  not  controverted  within  30  days  in  which  case  the 
law  stated  “the  amount  claimed  by  such  physician  or 
hospital  shall  be  deemed  to  be  the  fair  value  of  the  services 
rendered  by  him  or  it,  and  shall  be  payable  within  fifteen 
days  thereafter  or  within  30  days  after  all  other  questions 
duly  and  timely  raised  . . . shall  have  been  finally  deter- 
mined . . .”  with  the  institution  of  a legal  suit  the  only 
recourse  remaining  for  the  physician,  the  WCB  Chairman 
had  promulgated  Form  MR-54  to  initiate  a WCB  hearing 
at  which  time  the  referee  will  rule  for,  and  the  Board  will 
enforce  payment.  This  applies  to  treatment  for  services 
furnished  on  and  after  July  27, 1976,  and  provided  that  the 
physician  submits  the  bill  within  90  days  from  the  last  day 
of  the  month  in  which  services  were  rendered. 

Form  MR-54  may  be  obtained  from  the  WCB  offices.  It 
was  suggested  that  these  forms  also  be  made  available  in 
the  offices  of  the  county  medical  societies.  (The  Medical 
Registration  Section  of  the  WCB  was  contacted  and  agreed 
to  supply  the  form  to  the  county  medical  societies  upon 
request.) 

Federal  Government  Compensation  Payments.  A 

committee  member  reported  receiving  complaints  about 
delayed  payments  by  the  Federal  government  for  the 
treatment  of  cases  injured  at  work.  The  division  director 
commented  that  a problem  involving  the  amount  of  pay- 
ments had  been  received  from  a physician  in  New  York 
City  and  that  after  a considerable  exchange  of  correspon- 
dence, a ruling  had  been  received  that  the  Federal  program 
is  based  on  usual  and  customary  fees.  However,  in  most 
instances  the  carriers  will  insist  on  paying  in  accordance 
with  the  Workers’  Compensation  Medical  Fee  Schedule 
of  the  State  even  though  that  is  not  legally  binding.  It  was 
also  learned  that  various  regions  in  the  State  apply  the 
Federal  statutes  differently.  The  division  staff  will  at- 
tempt to  obtain  further  information. 

Unnecessary  Subpoena  of  Physicians.  Physicians 
have  complained  about  responding  to  a subpoena  or  notice 
to  appear  at  a WCB  hearing  only  to  be  told  that  the  hearing 
had  been  postponed.  Although  the  physician  is  paid  for 
appearing,  the  amount  is  not  commensurate  with  the  loss 
of  time  involved.  It  was  noted  that  the  MSSNY  had 
complained  about  such  practices  a number  of  years  ago, 
and  that  the  then  Chairman  had  requested  the  supervising 
referee  to  advise  all  referees  to  avoid  the  unnecessary  re- 
quest for  physicians  to  appear  to  test  ify  and  to  ensure  that 
when  hearings  are  postponed  physicians  are  given  timely 
notice.  This  matter  will  again  be  brought  to  the  attention 
of  the  present  WCB  Chairman. 


Emergency  Room  Workers’  Compensation  Board 

Fees.  The  present  medical  fee  schedule  provides  that 
“where  a physician  renders  treatment  in  the  emergency 
room  of  a hospital  as  a member  of  a group  under  contract 
with  the  hospital,  all  such  services  rendered  by  that  phy- 
sician shall  be  at  the  general  practice  fee  rates.”  This  has 
been  interpreted  by  some  carriers  to  be  the  general  practice 
office  visit,  irrespective  of  the  service  involved,  e.g.,  setting 
a fracture.  Affected  physicians  have  complained  of  the 
unreasonableness  of  this  interpretation  and  in  one  area  of 
the  State  a group  of  physicians  involved  here  decided  that 
they  would  refer  all  Workers’  Compensation  cases  to  hos- 
pital staff  physicians. 

The  division  director  reported  that  he  had  discussed  this 
matter  with  one  of  the  WCB  executives  and  been  informed 
that  the  above  is  the  interpretation  that  has  been  adhered 
to  even  though  it  was  recognized  that  the  treatment  for 
conditions  such  as  setting  of  fractures,  or  the  repair  of 
lacerations  justified  higher  payments.  The  division  di- 
rector made  the  point  that  the  rule  does  not  preclude 
payment  of  line  items  since  those  are  payable  to  general 
practitioners.  The  division  director  intends  to  pursue  this 
matter  with  the  WCB  Chairman. 

Processing  of  Applications  of  Non-Members.  The 
question  whether  county  medical  societies  are  required  to 
process  applications  of  non-members  for  authorization  to 
treat  under  the  WC  Law  and,  if  they  do  so,  whether  they 
can  charge  the  applicant  a fee  has  been  raised  a number  of 
times  in  the  past.  This  committee  previously  enunciated 
the  position  that  such  processing  was  part  of  the  agreement 
when  the  evaluation  of  applicants  was  delegated  to  the 
county  medical  societies  at  our  request  and  they  should 
continue  to  process  such  applicants  without  any  imposed 
fee. 

Respectfully  submitted, 

John  H.  Morton,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman. 

In  the  discussion  of  the  annual  and  supplementary  re- 
ports your  reference  committee  was  informed  in  regard  to 
the  items,  “No-fault  Arbitration  Panels”  and  “No-fault 
Arbitration  Proceedings”  (supplementary  report)  that 
apparently  very  few  county  medical  societies  have  sub- 
mitted names  of  physicians  to  sit  on  the  committees  that 
arbitrate  disputes  between  physicians  and  no-fault  in- 
surance carriers.  Your  committee  notes  and  seconds  the 
opinion  of  the  Workers’  Compensation  and  Occupational 
Health  Committee  that  the  absence  of  a county  medical 
society  representative  denies  our  membership  a voice  and 
vote  in  the  arbitration  proceedings.  Your  reference  com- 
mittee feels  that  our  membership  would  best  be  served  if 
they  did  have  representation  on  the  arbitration  committees 
and  that  such  representation  would,  according  to  our 
Counsel's  opinion,  in  no  way  detract  from  the  merits  of  the 
Society’s  lawsuit  challenging  certain  amendments  of  the 
No-fault  Law. 

Attention  is  called  to  the  information  “Enforced  Pay- 
ment in  Improperly  Controverted  Workers’  Compensation 
Cases  — Form  MR-54”  in  the  supplementary  report. 
Comments  during  the  reference  committee  hearing  indi- 
cated that  in  spite  of  t he  fact  that  t his  subject  was  covered 
in  the  News  of  New  York,  many  physicians  are  not  aware 
of  this  provision  or  are  unable  to  obtain  the  form. 

Your  reference  committee  recommends  that  this  subject 
be  again  given  wide  publicity  and  that  the  MSSNY  staff 
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arrange  a mechanism  to  insure  ready  availability  of  the 
required  forms. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Committee  on  Workers’ 
Compensation  and  Occupational  Health  and  the  comments 
of  the  reference  committee  on  the  reports,  he  approved. 

. . . The  House  voted  to  ADOPT  the  annual  and 
supplementary  reports  of  the  Committee  on  Workers ' 
Compensation  and  Occupational  Health  and  the 
comments  of  the  reference  committee  on  the  reports 


Resolution  78-28,  Medical  Society  of  the  State  of 
New  York  to  Represent  the  Medical  Profession  as  a 
Whole  in  Negotiating  With  The  Workers'  Compensa- 
tion Hoard 

Introduced  by  Robert  Katz,  M.D.,  Delegate,  Section  on 
Medical-Legal  and  Workers’ Compensation  Matters 

Whereas,  The  Workers’  Compensation  Medical  Fee 
Schedule  deals  with  the  profession  as  an  entity;  and 

Whereas,  The  Workers’  Compensation  Law  requires 
the  Chairman,  before  preparing  a fee  schedule,  to  re- 
quest the  President  of  the  Medical  Society  of  the  State 
of  New  York  to  submit  a report  on  the  amount  of  re- 
muneration deemed  by  such  Society  to  be  fair  and  ade- 
quate; and 

Whereas,  Differences  of  opinion  do  arise  between 
medical  specialty  groups  which  affect  the  schedule  as  a 
whole;  and 

Whereas,  Such  differences  of  opinion  are  best  resolved 
by  discussion  between  all  the  involved  groups;  and 

Whereas,  The  Interspecialty  Committee  of  the 
Medical  Society  of  the  State  of  New  York  can  best  serve 
as  a forum  for  discussion  between  all  the  specialty 
groups;  and 

Whereas,  It  is  most  urgent  that  in  matters  involving 
relationships  with  third  party  payors  the  medical  pro- 
fession act  as  a unified  body  rather  than  as  separate 
disciplines;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  that  it  represents  the  medical  pro- 
fession as  a whole  in  negotiating  with  the  Workers’ 
Compensation  Board. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman. 

Your  reference  committee  recommends  that  Resolution 
78-28  be  adopted. 

. . . The  House  voted  to  ADOPT  Resolution  78-28 

Resolution  78-29,  Penalty  for  Delayed  or  Nonpay- 
ment of  Medical  Bills  in  Workers’  Compensation 
Cases 

Introduced  by  Medical  Society  of  the  County  of  Queens 

Whereas,  Present  law  provides  that  payment  in 
Workers’  Compensation  cases  be  made  within  thirty 
days  of  receipt  of  bill,  or  same  be  objected  to;  and 

Whereas,  Such  bills  not  paid  within  thirty  days  must, 
by  law,  be  paid  within  fifteen  days  thereafter;  and 

Whereas,  Experience  has  shown  that  such  system  of 
payment  is  seldom  observed;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  initiate  and  support  legislation  to  correct  the 


abuses  of  delayed  or  nonpayment  of  medical  bills  in 
Workers’  Compensation  cases  by  providing  for  interest 
accrual  for  such  delayed  or  unpaid  hills;  and  be  it  fur- 
t her 

Resolved,  That  such  legislation  shoidd  also  contain 
triple  penalties  when  it  can  be  demonstrated  that  the 
payor  willfully  or  capriciously  delayed  such  payments. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vice - The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman 

Your  reference  committee  was  informed  that  a sub- 
committee appointed  by  the  Chairman  of  the  Workers’ 
Compensation  Board  has  been  dealing  w'ith  this  problem 
for  the  past  several  months  and  has  finalized  a recom- 
mendation that  there  be  added  to  the  sums  payable  to 
physicians  an  interest  penalty  of  l*/2%  per  month  up  to 
a maximum  of  9%  in  those  instances  where  carriers  have 
unjustifiably  failed  to  make  timely  payment  or  contro- 
verted a submitted  fee,  with  arbitration  committees 
granted  discretion  when  such  penalty  may  be  waived. 

Your  reference  committee  was  informed  that  the 
Workers’  Compensation  Board  Chairman  has  been  actively 
supporting  the  imposition  of  such  a penalty  and,  therefore, 
is  led  to  believe  that  this  corrective  measure,  which 
MSS  N't  has  sought  for  many  years,  will  be  enacted. 

Your  reference  committee  feels  that  in  spite  of  the 
likelihood  of  the  enactment  of  a penalty,  Resolution  78-29 
should  be  approved.  However,  your  reference  committee 
recommends  that  the  resolution  be  amended  by  deleting 
the  second  Resolved.  The  Resolved  portion  of  Resolution 
78-29  would  then  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New'  York  initiate  and  support  legislation  to  correct  the 
abuses  of  delayed  or  nonpayment  of  medical  bills  in 
Workers’  Compensation  cases  by  providing  for  interest 
accrual  for  such  delayed  or  unpaid  bills. 

Your  reference  committee  recommends  that  Resolution 
78-29  be  adopted  as  amended. 

. . . The  House,  after  discussion,  voted  to  ADOPT 
Resolution  78-29  as  AMENDED . . . 

Resolution  78-32,  Fixed  Professional  Fee  Sched- 
ules 

Introduced  by  Robert  M.  Kohn,  M.D.,  Delegate,  Section 
on  Internal  Medicine 

Whereas,  The  rigidity  of  fixed  prices  for  goods  and 
services  in  a free  market  society  is  not  sensitive  to  the 
fluctuations  in  the  cost  of  producing  those  services; 
and 

Whereas,  Fixed  professional  fee  schedules  similarly 
are  not  sensitive  to  fluctuations  in  the  cost  of  producing 
professional  services  in  an  otherwise  free  market  econ- 
omy; and 

Whereas,  The  Federal  Trade  Commission  has  taken 
the  position  that  fixed  fee  schedules  may  be  in  restraint 
of  trade;  and 

Whereas,  Some  fixed  professional  fee  schedules, 
whether  mandated  or  voluntary,  are  generally  promul- 
gated at  higher  than  current  fees,  thus  increasing  the  cost 
of  current  medical  care  and  penalizing  the  patient  — and 
ultimately  result  in  fees  that  are  too  low  during  a period 
of  inflation,  thus  penalizing  the  physician;  and 

Whereas,  Acceptance  of  fixed  fee  schedules  as  in 
Workers’  Compensation,  No-fault  Automobile  Insur- 
ance, Blue  Cross  Blue  Shield  Premier  Physician  Care 
Coverage  Plan,  and  GHI  Federal  Employee  Plan,  not 
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only  discriminates  against  the  patient  in  his  free  choice 
of  physician,  but  may  set  a precedent  for  all  medical  fees 
in  the  future  under  National  Health  Insurance  or  a Na- 
tional Health  Services  Program;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  fixed  professional  fee  schedules 
and  inform  its  members  that  fixed  professional  fee 
schedules  as  a form  of  payment  for  professional  medical 
services  rendered  in  a free  market  society  is  discrimi- 
natory and  unacceptable. 

and 

Resolution  78-39,  Medical  Fee  Schedule  to  be 
Eliminated  for  Treatment  of  Workers’  Compensation 
Cases 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Section  on 
Orthopedic  Surgery 

Whereas , The  concept  of  a fee  schedule  for  the 
treatment  of  injured  workers  in  the  State  of  New  York 
is  anachronistic  and  discriminatory;  and 

Whereas,  A fee  schedule  is  a combination  in  restraint 
of  trade  by  the  insurance  companies  and  the  New  York 
State  Workers’  Compensation  Board  acting  in  concert; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  advocate  the  elimination  of  a medical  fee 
schedule  for  the  treatment  of  workers’  compensation 
cases  in  the  State  of  New  York. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman. 

These  two  resolutions  were  considered  together  since 
both  address  the  problem  of  fixed  fee  schedules  for  medical 
services.  The  committee  noted  that  fixed  fee  schedules 
dealing  with  groups  on  a mass  basis  create  inequities  and 
that  physicians  who  customarily  charge  lower  fees  tend  to 
raise  their  fees  to  the  level  of  a higher  fixed  schedule,  while 
physicians  whose  customary  fees  are  higher  are  dissatisfied 
and  choose  not  to  participate  in  such  programs.  It  has 
been  the  position  of  the  MSSNY  that  payments  to  physi- 
cians for  their  services  should  be  based  on  usual,  custom- 
ary, and  reasonable  fees.  There  now  exists  in  the  files  of 
health  insurance  carriers  and  Medicare  carriers  a sufficient 
accumulation  of  data  to  permit  the  determination  of  in- 
dividual physician’s  usual  and  customary  fees,  the  rea- 
sonableness of  such  in  comparison  with  those  of  his  col- 
leagues of  equal  expertise  for  similar  services  and  the  ready 
accessibility  to  this  information  via  computerization. 

Your  reference  committee  recommends  that  the  fol- 
lowing substitute  resolution  for  Resolutions  78-32  and 
78-39  be  adopted: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  fixed  fee  schedules  and  seek  the 
adoption  of  payments  based  on  usual,  customary,  and 
reasonable  fees  in  all  negotiations  relating  to  fees. 

Your  reference  committee  recommends  that  the  sub- 
stitute resolution  for  Resolution  78-32  and  78-39  be 
adopted. 

. . .The  House  voted  to  ADOPT  the  substitute  reso- 
lution in  lieu  of  Resolutions  78-32  and  78-39  . . . 

Resolution  78-40,  Regionalization  of  Workers’ 
Compensation  Fees 

Introduced  by  Robert  Katz,  M.D.,  Delegate,  Section  on 
Medical,  Legal  and  Workers’  Compensation  Matters 


Whereas,  The  Chairman  of  the  New  York  State 
Workers’  Compensation  Board  has  announced  that  he 
is  considering  establishing  differential  fees  payable 
under  the  Workers’  Compensation  Medical  Fee  Sched- 
ule based  on  geographic  areas  to  reflect  the  overhead 
expenses  incidental  to  the  practice  of  medicine  in  dif- 
ferent parts  of  the  State,  and  is  engaging  consulting 
actuaries  to  perform  the  necessary  studies;  and 

Whereas,  The  differentials  would  probably  result  in 
lower  fees  to  physicians  who  practice  in  rural  and  med- 
ically underserved  areas  than  those  paid  physicians  in 
other  areas  of  the  State  for  similar  services;  and 

Whereas,  The  result  would  be  to  dissuade  physicians 
from  establishing  or  cont  inuing  to  maintain  practices  in 
such  underserved  areas,  to  the  detriment  of  patient  care 
in  those  areas;  and 

Whereas,  The  administrative  system  to  administer 
such  differential  payments  will  be  costly  and  burden- 
some; and 

Whereas,  It  is  doubtful  that  sufficient  reliable  data 
is  available  on  which  to  base  geographic  variations 
equitably;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  any  program  in  the  implementation 
of  the  Workers’  Compensation  Law  that  would  establish 
different  fees  payable  to  physicians  for  similar  services 
based  on  geographical  location. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman. 

This  resolution  engendered  considerable  discussion  with 
opinions  of  both  approval  and  disapproval  voiced.  Your 
reference  committee  is  of  the  opinion  that  regionalization 
of  fees  based  on  geographic  location  only  will  create  more 
problems  than  it  will  solve,  is  divisive  and  inequitable.  It 
further  doubts  the  existance  at  this  time  of  sufficient  data 
that  would  serve  as  a valid  statistical  base  to  implement 
such  a program.  Your  reference  committee  is  of  the 
opinion  that  the  substitute  resolution  for  resolutions  78-32 
and  78-39  would  in  fact  result  in  attaining  the  same  aim  as 
regionalization  but  in  a manner  that  is  far  more  equitable 
and  acceptable  both  to  the  patient  and  to  the  physician. 

Your  reference  committee  recommends  approval  of 
Resolution  78-40. 

The  House  amended  the  Resolved  portion  of  Resolution 
78-40  by  the  insertion  of  the  word  “only”  and  the  insertion 
of  the  phrase  “and  that  fees  in  this  program  be  payable  on 
a usual,  customary  and  reasonable  basis.”  The  amended 
Resolved  portion  of  Resolution  78-40  would  then  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  any  program  in  the  implementation 
of  the  Workers’  Compensation  Law  that  would  establish 
different  fees  payable  to  physicians  for  similar  services 
based  only  on  geographic  location,  and  that  fees  in  this 
program  be  payable  on  a usual,  customary,  and  reason- 
able basis. 

. . . The  House,  after  considerable  discussion,  voted 
to  ADOPT  Resolution  78-40  as  AMENDED... 

Resolution  78-37,  Elimination  of  Workers’  Com- 
pensation Authorization  Numbers 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Section  on 
Orthopedic  Surgery 
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Whereas,  In  order  to  be  granted  a license  to  practice 
medicine  in  the  State  of  New  York,  a physician  must 
meet  certain  rigid  standards  set  up  by  the  State  of  New 
York;  and 

Whereas,  The  present  system  of  authorizing  physi- 
cians to  treat  patients  under  the  Workers’  Compensation 
Law  is  archaic  and  totally  unnecessary;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  steps  to  have  the  present  system  of  au- 
thorization numbers  granted  physicians  to  treat  Work- 
ers’ Compensation  cases  eliminated;  and  be  it  further 
Resolved,  That  the  license  to  practice  medicine  in  the 
State  of  New  York  automatically  confers  the  license  to 
treat  any  patient  of  any  type  whatsoever  within  the  State 
of  New  York. 


Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman. 

Although  the  reference  committee  is  in  sympathy  with 
the  intent  of  this  resolution,  it  feels  that  the  abolition  of 
authorization  as  provided  for  under  the  Workers’  Com- 
pensation Law  would  leave  a void  that  would  have  to  be 
filled,  probably  unilaterally  by  a governmental  agency 
without  any  input  from  the  MSSNY.  The  committee 
considers  this  an  inappropriate  time  to  attempt  to  effect 
this,  resolution. 

Your  reference  committee  was  informed  that  the  con- 
stitutionality of  this  provision  of  the  WCL  was  challenged 
in  the  courts  at  the  time  of  its  enactment  and  was  ruled 
constitutional  by  the  highest  court  in  the  State. 

Your  reference  committee  recommends  that  this  reso- 
lution be  referred  through  the  Council  to  our  General 
Counsel  and  the  Committee  on  Workers’  Compensation 
and  Occupational  Health  to  determine  the  legal  ramifica- 
tions and  the  practical  effects  if  the  authorization  of  phy- 
sicians to  treat  workers’  compensation  claimants  was  dis- 
continued. 

. . .The  House  voted  to  REFER  Resolution  78-37 
through  the  Council  to  our  General  Counsel  and  the 
Committee  on  Workers’  Compensation  and  Occupa- 
tional Health  to  determine  the  legal  ramifications  and 
the  practical  effects  if  the  authorization  of  physicians 
to  treat  workers’  compensation  claimants  was  discon- 
tinued . . . 

Resolution  78-38,  The  Right  of  Any  Duly  Licensed 
Physician  to  Sign  Disability  Certificates 
Introduced  by  John  D.  States,  M.D.,  Delegate,  Section 
on  Orthopedic  Surgery 

Whereas,  The  Workers’  Compensation  Law  was  in 
stituted  for  treatment  arising  in  and  out  of  the  course  of 
employment;  and 

Whereas,  Many  physicians  do  not  treat  injured 
workers;  i.e.,  pediatricians,  and  many  others;  and 

Whereas,  Present  law  mandates  that  certification  for 
disability  benefits  must  be  performed  by  a physician 
authorized  by  the  Workers’  Compensation  Board  to 
treat  injured  workers;  and 

Whereas,  It  is  manifestly  unnecessary  for  all  physi- 
cians to  be  authorized  to  treat  injured  workers;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  support  the  concept  that  any  duly 
licensed  physician  in  the  State  of  New  York  has  the  right 


to  sign  a disability  certificate  regardless  of  bis  compen- 
sation number. 

and 

Resolution  78- Hi,  Signing  of  Disability  Benefit 
Forms 

Introduced  by  the  Medical  Society  of  the  County  of  New 
York 

Whereas,  Signing  of  disability  benefit  forms  now  can 
only  be  performed  by  authorized  physicians  under  the 
W orkers’  Compensation  Law;  and 

Whereas,  Many  physicians  are  not  authorized  to  treat 
Workers’  Compensation  claimants;  and 

Whereas,  Such  a requirement  is  clearly  discrimina- 
tory; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  initiate  legislation  designed  to  eliminate  the 
requirement  that  disability  benefit  forms  can  only  be 
signed  by  physicians  authorized  to  treat  Workers’ 
Compensation  claimants. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  follow  ing  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman. 

These  two  resolutions  were  considered  together  as  they 
seek  the  same  end.  The  Disability  Benefits  Law  is  a part 
of  the  Workers’  Compensation  Law  with  the  same  rules 
applying  to  physicians.  However,  whereas  the  Workers’ 
Compensation  Law  portion  of  the  law  involves  payment 
of  fees  to  physicians,  the  Disability  Benefits  Law  does  not 
involve  any  payments  to  physicians  but  only  to  patients  for 
the  period  of  their  disability. 

Your  reference  committee  believes  that  Resolution  78-46 
is  sufficient  to  attain  the  desired  end  of  both  resolu- 
tions. 

Your  reference  committee  recommends  that  Resolution 
78-38  be  not  adopted  and  Resolution  78-46  be  adopted. 

. . .The  House  voted  to  ADOPT  Resolution  78-46  in 
lieu  of  Resolution  78-38  . . . 


HOSPITAL  AND  PROFESSIONAL  RELATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Council  Committee  on 
Hospital  and  Professional  Relations  of  the  Division  of 
Medical  Services. 

The  committee  members  are  as  follows: 


Jason  K.  Moyer,  M.D.,  Chairman  Broome 

Norman  S.  Blackman,  M.D.,  Vice-Chairman  . . Kings 

John  A.  Billows,  M.D Nassau 

John  K.  Coyle,  M.D Steuben 

Richard  L.  Fenton,  M.D Westchester 

Stanley  I.  Fishman,  M.D Kings 

Edward  W.  Mullin,  M.D Onondaga 

Bernard  J.  Pisani,  M.D New  York 

William  B.  Rawls,  M.D New  York 

Edward  A.  Wolfson,  M.D Broome 


Since  ;ts  last  report  to  the  House  of  Delegates,  the 
committee  held  one  meeting  during  the  past  year,  as  well 
as  a joint  meeting  with  the  Committee  on  Professional 
Affairs  of  the  Hospital  Association  of  New  York  State. 

Resolution  76-15,  Definition  of  Hospital-Based 
Physicians 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  adopt  the  definition  of  a “hospital-based 
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physician”  as  “a  physician  who  with  respect  to  his 
practice  or  other  professional  services  is  in  an  employ- 
ment relationship  with  one  or  more  hospitals.”  (Most 
commonly,  hospital-based  physicians  will  include  phy- 
sicians who  are  paid  salaries  for  staffing  emergency 
rooms  and  outpatient  clinics,  or  for  performing  admin- 
istrative or  educational  functions  as  part  of  manage- 
ment of  hospital  affairs);  and  be  it  further 

Resolved,  That  the  use  of  the  phrase  “hospital- 
based  physicians”  by  the  Medical  Society  of  the  State 
of  New  York  be  in  strict  accordance  with  the  above 
definit  ion  in  all  of  its  correspondence  and  that  its  com- 
ponent county  medical  societies  be  so  notified  of  this 
action. 

The  committee  felt  that  the  original  resolution  re- 
quired a clearer  definition  of  a hospital-based  physician, 
with  the  comment  that  many  anesthesiologists,  patholo- 
gists, and  radiologists,  although  working  in  a hospital  set- 
ing  are  in  reality  on  a fee  for  service  basis.  The  delegate 
of  the  Section  on  Anesthesiology  had  suggested  that  the 
definition  limit  the  terminology  of  hospital-based  physician 
to  physicians  who  work  in  a hospital  and  are  salaried  em- 
ployees of  the  institution. 

This  committee  recommended  that  the  second  sentence 
in  the  first  Resolved  (in  parenthesis)  be  deleted  and  that 
MSSNY  adopt  the  concept  of  a hospital-salaried  physician 
as  one  in  an  employee-employer  relationship  for  any  part 
of  his  service,  to  clarify  the  intent  of  this  resolution.  At- 
tention was  called  to  Governor  Carey’s  Program  Bill  #267, 
limiting  the  reimbursement  levels  of  physicians  who  render 
service  in  an  in-hospital  setting,  namely  anesthesiologists, 
pathologists,  and  radiologists,  to  an  amount  not  more  than 
that  paid  to  a salaried  physician  doing  comparable  work. 

The  committee  felt  that  in  light  of  Governor  Carey’s  Bill 
#267,  it  would  be  inappropriate  at  that  time  to  take  action. 
Therefore,  action  on  Resolution  76-15  was  tabled. 

Staff  Appointments  for  Physician  Members  of 
Hospitals  in  Hospital  Services  that  are  Discontinued. 

The  recommendation  of  the  Reference  Committee  on 
Medical  Services  to  the  Council  for  the  appointment  of  a 
committee  to  meet  and  discuss  this  matter  with  HANYS 
was  acted  on.  Dr.  Goldmark,  President  of  MSSNY,  at  the 
Council  meeting  on  November  17, 1977,  appointed  such  a 
committee  which  met  with  representatives  of  HANYS. 
The  position  paper  developed  (to  be  presented  to  the 
Council  by  Dr.  Eberle)  is  discussed  as  part  of  the  joint 
meeting  with  representatives  of  HANYS,  which  follows  on 
page  592. 

Report  of  the  Commitee  on  Data  Processing  in 
Medicine  Meeting  of  June  19,  1977.  This  report  was 
brought  to  the  attention  of  the  committee  for  information, 
as  was  an  update  on  the  data  consortium.  A new  devel- 
opment has  occurred,  with  a letter  from  Richard  A.  Ber- 
man, Director  of  the  New  York  State  Health  Systems 
Management,  addressed  to  the  members  of  the  consortium, 
stating  that  the  State  of  New  York  had  received  a grant  to 
establish  its  own  data  bank  and  as  such  all  State  agencies 
that  have  participated  are  withdrawing  their  support  of  the 
consortium. 

H.R.2222  Unionization  of  Interns  and  Residents. 

This  proposed  bill  is  a direct  result  of  the  determination 
by  the  National  Labor  Relations  Board  that  interns  and 
residents  are  not  employees  of  a hospital  but  students  in 
training  and  as  such  cannot  act  as  bargaining  agents  for 
themselves  or  for  other  members  in  negotiations  with 


hospitals.  The  decision  of  the  NLRB  was  sustained  by  the 
Supreme  Court.  The  Committee  on  Interns  and  Residents 
is  attempting  to  have  legislation  enacted  to  allow  them  to 
form  a union  for  bargaining  purposes. 

This  committee  received  a request  from  Jay  Dobkin, 
M I).,  at  that  time  President  of  the  Committee  of  Interns 
and  Residents  of  New  York  State,  asking  for  support 
during  the  period  of  strife  which  resulted  in  a strike  in  New 
York  in  1976.  The  MSSNY  Council  at  that  time  voted  to 
take  no  action  pending  the  outcome  of  the  legal  suit  then 
underway. 

Resolution  77-56  Hospital  Privileges  for  Family 
Practice  Physicians.  The  approved  report  of  the  Ref 
erence  Committee  on  Medical  Services  was  brought  to  the 
attention  of  this  committee  with  particular  emphasis  on 
the  seventh  Resolved*  which  requested  that  the  MSSNY 
Council  report  back  to  the  House  of  Delegates  at  its 
meeting  in  1978  on  the  progress  made  in  achieving  the  goals 
set  forth. 

Resolved,  That  Departments  of  Family  Practice  be 
established  in  New  York  State  medical  schools,  and  in 
all  hospitals  where  appropriate,  with  duties  and  re- 
sponsibilities comparable  to  the  other  departments  of 
the  medical  staff;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  lend  its  good  offices  to  accomplish  these 
purposes;  and  be  it  further 

Resolved,  That  it  be  clearly  understood  that  family 
practice  physicians  shall  be  subject  to  the  same  criteria 
evaluation  by  other  hospital  departments  to  delineate 
privileges  to  be  granted  in  specific  specialty  areas,  as  is 
applicable  to  all  physicians;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  the  arbitrary  restrictions  of  qualified 
physicians,  including  those  engaged  in  family  practice; 
and  be  it  further 

Resolved,  That  the  American  Medical  Association 
be  informed  of  these  positions  and  transmit  them  to  its 
appropriate  subdivisions  for  implementation;  and  he  it 
further 

Resolved,  That  the  American  Medical  Association 
members  on  the  JCAH  Board  of  Commissioners  be  in- 
formed to  support  this  position  to  eliminate  any  dis- 
criminatory policies;  and  be  it  further 

* Resolved,  That  the  Council  report  hack  to  the 
House  of  Delegates  the  progress  made  in  achieving  the 
aims  of  these  resolutions. 

It  was  decided  that  the  chairman  appoint  a special 
subcommittee  to  explore  the  problems  of  implementing 
Resolution  77-56. 

Arbitrary  Medicaid  Reduction  of  Hospital  Per  Diem 
Rate.  The  reduction  of  the  hospital  per  diem  rate  under 
Medicaid  and  the  closure  of  the  obstetrical  department  of 
the  St.  Joseph  Intercommunity  Hospital  were  noted.  The 
rate  was  cut  bv  Medicaid  on  the  claimed  excessive  length 
of  stay  in  the  hospital  compared  to  other  institutions.  It 
was  brought  out  that  denial  of  adequate  reimbursement 
could  only  be  detrimental  to  the  community  served  by  a 
hospital. 

It  was  passed  that  MSSNY  protest  financial  sanctions 
as  being  counterproductive  to  the  avowed  objective  of  de- 
creasing length  of  stays  and  cost  per  diem  and  could  result 
in  the  closings  of  many  institutions  by  bankruptcy  and 
depriving  patients  of  needed  medical  facilities. 
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AMA  Resolution  tti  ( 1-77),  The  Professional  Ethics 
and  the  Legality  of  ('ertain  Special  Arrangements  for 
Teaching  of  House  Staffs 
Introduced  by  the  New  York  Delegation 

This  was  considered  by  t he  AMA  at  its  clinical  meeting 
in  December,  1977,  and  after  due  consideration  the  fol- 
lowing substitute  resolution  was  adopted  by  the  AMA 
House  of  Delegates: 

Resolved,  That  the  American  Medical  Association 
oppose  the  mandatory  delegation  for  the  diagnosis  and 
treatment  of  the  private  patient  primarily  to  the 
housestaff  physicians  in  the  teaching  hospital,  or  any 
other  hospital  setting;  and  be  it  further 

Resolved,  That  the  private  physician  should,  for 
the  purpose  of  intern  and  resident  training,  allow  the 
housestaff  to  participate  in  the  care  of  his  private  pa- 
tient subject  to  his  consent;  and  be  it  further 

Resolved,  That  the  American  Medical  Association 
reaffirm  that  there  shall  be  one  physician  responsible 
for  the  overall  care  of  the  patient  in  the  hospital;  and 
be  it  further 

Resolved,  That  the  Joint  Commission  on  Accredi 
tation  of  Hospitals,  the  Council  on  Medical  Education, 
and  the  American  Hospital  Association  he  informed  of 
this  resolution. 

Hospital  Mandated  Liability  Insurance  for  Staff 
Physicians.  Mandatory  medical  malpractice  insurance 
as  a prerequisite  for  hospital  staff  privileges  for  attending 
physicians  was  discussed  An  Arizona  court  ruled  that  it 
was  legal  for  a hospital  and  its  Board  of  Trustees  todemand 
such  coverage  before  granting  privileges.  An  opinion  was 
expressed  that  many  self-insured  hospitals  are  now  under 
insured,  placing  an  additional  burden  on  the  private 
attending  physician  since  in  any  malpractice  action  the 
emphasis  and  thrust  is  on  the  defendant  who  has  the  most 
coverage  and  that  hospitals  should  at  least  have  as  much 
insurance  as  the  attending  physician.  It  w'as  noted  that 
the  greatest  percentage  of  malpractice  claims  were  against 
hospitals  and  the  greatest  percentage  of  awards  were 
against  hospitals. 

Some  members  of  HANYS  took  objection,  stating  that 
their  actuaries  have  determined  that  they  are  adequately 
insured. 

Medical  Staff  Membership  and  Hospital  Privileges. 

The  preliminary  report  prepared  by  the  MSSNY  Ad  Hoc 
Committee  that  met  with  HANYS  representatives  was 
discussed. 

There  are  in  New  York  State  many  small  nondepart- 
mentalized  hospitals  with  less  than  150  beds  which  do  not 
have  the  capability  of  adequately  evaluating  all  clinical 
privileges.  It  was  suggested  that  the  nearest  departmen- 
talized hospital  might  provide  such  evaluations  if  such  did 
not  involve  any  legal  obligation  on  the  part  of  the  larger 
institutions. 

Further  comment  was  made  with  regard  to  the  estab- 
lishment of  courtesy  staffs  at  university  teaching  hospitals. 
The  underlying  problem  of  the  loss  of  control  by  the  private 
attending  physician  of  his  patient  to  the  house  staff  was 
explored.  It  was  felt  that  most  private  phvsicans  would 
not  welcome  nor  seek  such  hospital  privileges  as  long  as 
these  conditions  exist. 

With  regard  to  hospital  appointments  versus  courtesy 
privileges,  it  was  noted  that  the  Ad  Hoc  Committee  to  Meet 
with  HANYS  re  Staff  Appointments  for  Physician  Mem 
bers  of  Hospitals  in  Hospital  Services  that  are  Discontin 
ued.  felt  that  all  physicians  meeting  the  basic  requirements 


should  be  granted  appointments,  based  on  specific  quali- 
fications. New  staff  members  should  be  under  supervision 
for  a specified  period  to  assure  competence  to  perform  the 
services  delineated  in  their  privileges. 

Questions  were  raised  as  to  the  steps  to  he  taken  when 
a physician’s  hospital  has  been  closed  or  merged  and  the 
application  for  the  same  previously  held  privileges  is  ad- 
dressed to  an  adjacent  hospital  is  rejected  because  of  either 
a closed  panel  or  that  it  is  fully  staffed  and  has  no  openings. 
Some  of  the  representatives  of  HANYS  felt  that  hospitals 
have  never  refused  physicians  staff  appointments,  stating 
that  they  would  much  rather  have  500  physicians  on  staff 
for  500  beds,  than  150  physicians  on  staff  for  300  beds.  It 
was  remarked  that  in  theory  this  might  be  correct,  but  that 
indeed  physicians  requesting  privileges  were  having  them 
denied. 

CT  Sharing  Arrangements.  A situation  was  pre- 
sented wherein  a patient  was  admitted  with  a head  injury 
to  a hospital  that  did  not  have  a CT  Scanner.  The  at- 
tending physician  determined  that  a scan  was  necessary 
and  contacted  a neighboring  hospital  to  arrange  for  it  only 
to  he  informed  that  the  patient  could  have  the  scan  only 
if  he  was  admitted  into  that  hospital. 

It  was  agreed  that  both  HANYS  and  MSSNY  are  op- 
posed to  such  action  by  any  hospital  that  possesses 
equipment  or  services  limited  by  the  State  or  regional 
planning  bodies,  and  that  arrangements  must  be  such  as 
to  permit  the  sharing  of  restricted  facilities. 

Ghost  Surgery.  The  genesis  of  the  term  and  the  mis- 
leading use  of  this  term  by  the  AMA  in  its  “Judicial  Deci- 
sions and  Opinion"  report  were  commented  upon. 

The  media  failed  to  properly  differentiate  between  the 
training  of  surgical  residents  in  teaching  institutions  and 
the  physician  who  ‘hires’  or  permits  another  physician  to 
perform  the  surgery  without  the  patient’s  knowledge. 

Legislation  has  been  drafted  and  hearings  are  to  be  held 
by  the  Assembly  Health  Committee  on  the  issue  of  ghost 
surgery.  The  term  “ghost  surgery”  is  being  improperly 
extended  to  include  all  cases  where  the  specific  physician 
granted  consent  to  perform  surgery  does  not  personally  do 
the  procedure.  This  would  include  surgical  training  pro- 
grams, where  the  procedure  is  performed  bv  residents 
under  the  direct  supervision  of  the  physician  granted 
consent.  , 

The  legislation  was  drafted  from  the  point  of  view  that 
the  patient  has  the  right  to  know  and  grant  consent  to  each 
and  every  person  involved  in  any  manner  in  the  surgical 
procedure.  Such  legislation  goes  well  beyond  protection 
against  “ghost  surgery”  as  traditionally  understood  and 
may  well  be  a great  impediment  to  surgical  training  pro- 
grams. Implementation  of  such  legislation  would  require 
a complex  and  difficult  to  comprehend  State  mandated 
consent  form.  HANYS  and  MSSNY  should  develop  a 
consent  form  that  would  adequately  inform  and  protect  the 
patient  while  not  interfering  vith  medical  education. 

Hospitals  as  Enforcement  Agents  of  Regulatory 
Agencies.  HANYS  Committee  on  Professional  Affairs 
discussed  at  one  of  its  meetings  problems  causing  strained 
relationships  between  hospitals  and  their  medical  staffs. 
A major  reason  identified  was  that  hospitals  are  increas- 
ingly required  to  enforce  regulations  imposed  by  outside 
agencies  on  physicians. 

It  was  pointed  out  that  a hospital  enforcement  role  is 
required  by  PSROs,  HSAs.  the  Board  of  Professional 
Conduct,  and  State  and  Federal  agencies.  Conflicting 
requirements  were  noted.  The  PSROs  and  the  State  are 
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negotiating  a Memorandum  of  Understanding  to  resolve 
their  differences.  However,  as  part  of  that,  the  PSROs  are 
being  asked  by  the  State  to  implement  provisions  of 
Chapter  76  and  77  of  the  Laws  of  New  York. 

Health  Facilities  Memorandum  78-22,  relating  to  sur- 
gical procedures  to  be  followed  only  on  an  outpatient  basis, 
was  discussed  as  an  example  of  State  regulation  that  could 
cause  a rift  between  hospitals  and  medical  staffs.  The 
Medical  Society  and  HANYS  should  cooperate  in  nego- 
tiating such  problems  with  the  State,  and  to  have  input 
before  regulations  are  published. 

The  chairman  in  the  name  of  MSSNY,  as  well  as  per- 
sonally, extends  thanks  to  the  members  of  the  committee 
for  their  time  and  efforts  in  dealing  with  the  complex 
problems  the  committee  has  dealt  with.  Appreciation  is 
also  expressed  for  the  work  performed  by  Max  N.  Howard, 
M.D.,  Director  of  the  Division  of  Medical  Services,  Mr. 
William  D.  Brainin,  Associate  Director,  and  Miss  Alice 
Wheeler,  Administrative  Assistant. 

Respectfully  submitted, 

Jason  K.  Moyer,  M.D.,  Chairman 


AD  HOC  COMMITTEE  TO  MEET  WITH  HANYS 
RE  STAEF  APPOINTMENTS  FOR  PHYSICIAN 
MEMBERS  OF  HOSPITALS  IN  HOSPITAL 
SERVICES  THAT  ARE  DISCONTINUED 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  To  Meet  With 
HANYS  Re  Staff  Appointments  For  Physician  Members 
of  Hospitals  in  Hospital  Services  That  Are  Discontinued 


are  as  follows: 

Richard  D.  Eberle,  M.D.,  Chairman  Onondaga 

Jason  K.  Moyer,  M.D Broome 

George  T.  C.  Way,  M.D Dutchess 


The  following  is  the  combined  effort  of  representatives 
of  the  Medical  Society  of  the  State  of  New  York  and 
HANYS  to  design  guidelines  for  individual  hospitals  and 
their  medical  staffs  in  the  determination  of  medical  staff 
membership  and  hospital  privileges  with  the  rapid  dis- 
continuance of  many  hospitals  and  hospital  services. 

With  the  shrinkage  and  compaction  of  the  health  de- 
livery system  in  New  York  State,  certain  problems  have 
arisen  as  it  would  pertain  to  the  physician  whose  service 
or  hospital,  in  which  he  worked,  was  either  eliminated, 
merged,  or  modified  in  such  a manner  that  he  found  it 
impossible,  or  extremely  difficult,  to  render  inhospital  care 
to  his  patients. 

Upon  closer  examination  of  this  problem  and  its  possible 
solution,  we  quickly  discover  that  whatever  guidelines  we 
create  will  also  be  readily  applicable  for  the  newly  arrived 
physician  in  any  community. 

The  approach  to  the  solution  of  this  problem  has  been 
facilitated  by  two  actions  of  the  Medical  Society  of  the 
State  of  New  York: 

A.  The  House  of  Delegates  in  1977  approved  the  fol- 
lowing general  statement  as  it  would  pertain  to  the  dis- 
placed physician: 

“However,  the  Reference  Committee  recommends 
that  the  MSSNY  recognize  its  obligation  to  assure 
that  every  displaced  physician  be  afforded  a hospital 
appointment  commensurate  with  his  qualifications 
so  that  patients  may  continue  to  have  free  access  to 
a physician  of  their  choice  who  will  not  be  prevented 


by  lack  of  hospital  affiliation  from  providing  the  ser- 
vices these  patients  require.” 

B.  The  Council  of  the  MSSNY  on  June  9,  1977,  ap- 
proved a white  paper  entilted  HEALTH  CRISIS  IN 
NEW  YORK  STATE  which  in  part  said  as  follows: 
“However,  the  Council  feels  that  two  basic  principles 
must  persist  throughout  the  planning  and  execution 
of  these  changes: 

1.  Every  patient  must  have  access  into  the  health 
system  even  though  this  may  not  be  immediately 
adjacent  to  his  neighborhood. 

2.  Every  practicing  physician  must  have  the  op- 
portunity to  render  inhospital  care  to  his  patients 
even  though  this  may  not  be  immediately  near  his 
office.” 

At  a joint  meeting  of  the  Task  Force  consisting  of  rep- 
resentatives from  both  MSSNY  and  HANYS,  it  is  quickly 
noted  that  there  are  different  types  of  acute  care  hospitals 
in  New  York  State  and  that  the  guidelines  will  have  to  be 
approriate  for  each  institution. 

Roughly,  the  hospitals  in  New  York  State  are  as  follows: 
there  are  approximately  three  hundred  acute  care  insti- 
tutions; one  third  or  about  one  hundred  do  not  have  the 
medical  staff  departmentalized  into  specialties;  the  other 
two  hundred  do.  Of  these  200, 14  are  University  Hospitals 
which  require  an  academic  teaching  appointment  for  staff 
membership  and  admission  privileges. 

While  there  are  certainly  general  principles  which  can 
apply  to  all  these  types  of  hospitals,  each  type  in  its  own 
right  presents  the  need  for  additional  and  specific  guide- 
lines. 

A.  General  Guidelines  for  Membership  on  the  Medical 
Staff. 

1.  License  to  practice  medicine  in  New  York 
State. 

2.  Ethical  and  moral  character. 

3.  Residence  within  a reasonable  working  distance 
from  the  hospital. 

4.  Willingness  to  contribute  with  service  in  an  as- 
signed role  within  the  hospital,  provided  that  the 
nature  of  this  service  is  commensurate  with  his 
type  of  practice  and  is  approximately  equal  to  that 
provided  by  other  members  of  the  medical 
staff. 

5.  Willingness  to  abide  with  the  Bylaws  of  the 
medical  staff. 

B.  Granting  of  Hospital  Privileges. 

Privileges  shall  be  granted  on  the  basis  of  the  indi- 
vidual qualifications  which  shall  take  into  consideration 
the  interest,  training,  experience,  and  ability  of  each 
practitioner. 

1 . Hospital  without  clinical  departments  shall  grant 
privileges  on  an  individual  basis  in  accordance 
with  the  interest,  training,  and  experience  of  the 
applicant.  Such  hospitals  may  consult  with  the 
nearest  departmentalized  hospital,  if  necessary, 
in  the  determination  of  such  privileges. 

2.  Hospitals  with  clinical  departments  shall  grant 
privileges  based  on  training  and  experience  con- 
sistent with  the  requirements  of  the  various 
Specialty  Boards.  Family  physicians  who  apply 
to  such  hospitals  shall  become  members  of  an 
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Administrative  Department  of  Family  Practice 
with  clinical  privileges  granted  on  an  individual 
basis  as  recommended  by  the  Specialty  Depart- 
ment in  which  that  specific  privilege  belongs.  It 
shall  be  accepted  that  in  today’s  medical  com- 
munity there  is  no  role  for  the  partially  trained 
specialist. 

3.  The  14  university  hospitals  find  themselves  today 
with  an  unacceptable  dilemma  in  that  the  aca- 
demic teaching  staff  is  failing  to  provide  an  ade- 
quate patient  population  for  the  hospital.  As  a 
result,  the  hospital  is  experiencing  a decreasing 
occupancy  rate  with  all  the  serious  ramifications 
thereof.  Therefore,  it  is  recommended  that  the 
14  university  hospitals  seriously  consider,  where 
appropriate,  the  creation  of  a courtesy  staff  whose 
members  should  be  fully  qualified  in  the  appro- 
priate specialty  but  whose  interests  in  teaching 
are  secondary  to  their  desire  to  practice  their 
specialty.  Such  courtesy  staff  members  can  be 
required  to  provide  proper  nonteaching  services 
to  the  institution  for  the  privilege  of  using  the 
hospital  facilities.  This  mechanism  may  be  dif- 
ficult in  view  of  the  present  methods  of  teaching 
the  resident  staff.  A concern  was  that  the  private 
physician  might  lose  control  of  his  patient  to  the 
resident  staff.  However,  in  some  university 
hospital  settings  this  has  been  worked  out  bv  close 
cooperation  between  the  family  physician  and  the 
attending  staff  so  that  he  becomes  a part  of  the 
total  care  of  his  patient. 

It  shall  be  mentioned  that  all  new  medical  staff 
members  shall  pass  through  a period  of  observation  and 
supervision  to  assure  that  each  member  shall  be  able  to 
demonstrate  the  ability  to  apply  his  training  and  expe- 
rience in  an  appropriate  manner. 

Furthermore,  all  members  of  all  clinical  departments 
shall  be  subject  to  appropriate  peer  review  on  a periodic 
and  equitable  basis  as  a means  of  assuring  continuing 
quality  patient  care. 

C.  Appeals  Mechanisms. 

While  it  realized  that  most  hospitals  have  bylaws  with 
a built-in  due  process  mechanism  for  staff  membership 
and  medical  privileges,  the  possibility  for  obstruction 
to  staff  membership  and  medical  privilege  for  inappro- 
priate reasons  does  exist. 

Therefore,  it  is  recommended  that  an  appeals  board 
consisting  of  representatives  from  the  MSSNY  and  the 
HANYS  be  created  as  a BODY  to  which  individual  ap- 
peals might  be  submitted,  but  only  after  an  attempt  for 
a local  solution  to  the  problem  by  the  concerned  county 
medical  society  has  proven  to  be  unacceptable  to  either 
the  hospital  or  to  the  individual  practitioner. 

The  committee  recommends  approval  of  these  guidelines 
and  their  distribution  throughout  the  State. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 


Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman. 

In  reviewing  the  annual  report,  Resolution  77-56,  Hos- 
pital Privileges  For  Family  Practice  Physicians,  it  is  noted 


that  a report  was  to  be  submitted  to  this  House  of  Dele- 
gates on  the  progress  achieved.  Your  reference  committee 
was  informed  that  the  MSSNY  did  send  out  the  appro- 
priate communications  called  for  in  the  resolution,  that  the 
Hospital  and  Professional  Relations  Committee  has  dis- 
cussed the  matter  further  with  the  appointment  of  a sub- 
committee to  ascertain  what  has  since  transpired  and  will 
be  submitting  a report  in  the  near  future. 

Attention  is  called  to  the  report  of  the  Ad  Hoc  Com- 
mittee to  Meet  with  HANYS  Re  Staff  Appointments  for 
Physician  Members  of  Hospitals  in  Hospital  Services  that 
are  Discontinued.  The  Ad  Hoc  Committee  is  to  be  com- 
mended for  its  activities  to  date.  There  should  be  con- 
tinued follow-up  in  this  regard  as  it  is  probable  that  a 
greater  number  of  physicians  will  be  facing  the  problem  of 
seeking  new  hospital  appointments  as  a result  of  the  closing 
of  services  and/or  hospitals. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Hospital  and  Professional  Relations 
be  filed. 

. . .The  report  of  the  Committee  on  Hospital  and 
Professional  Relations  teas  FILKI) . . . 

Resolution  7S-33,  Medical  Malpractice  Insurance 
('overage  as  a Mandatory  Requirement  for  Hospital 
Medical  Staff  Appointment 

Introduced  by  Robert  M.  Kohn,  M.D.,  Delegate,  Section 
on  Internal  Medicine 

Whereas.  Determinat  ion  of  a physician’s  professional 
competence,  professional  ethics,  and  personal  qualities 
as  a responsible  physician,  should  be  the  sole  determi- 
nants of  a physician’s  qualifications  for  hospital  medical 
staff  appointment  or  reappointment;  and 

Whereas,  Some  hospitals  have  demanded  proof  of 
“adequate  medical  malpractice  insurance  coverage”  as 
a mandatory  requirement  for  hospital  medical  staff 
appointment  or  reappointment;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  medical  malpractice  insurance 
coverage  shall  not  be  a mandatory  requirement  for 
hospital  medical  staff  appointment  or  reappointment. 

and 

Resolution  7S-60,  Medical  Malpractice  Insurance 
Coverage  as  a Mandatory  Requirement  for  Hospital 
Medical  Staff  Appointment 

Introduced  by  Medical  Society  of  the  County  of  Kings 

Whereas,  Determination  of  a physician’s  professional 
competence,  professional  ethics  and  personal  qualities 
should  be  the  sole  determinents  of  a physician’s  quali- 
fications for  hospital  medical  staff  appointment  or 
reappointment;  and 

Whereas,  Some  hospitals  have  demanded  proof  of 
medical  malpractice  insurance  coverage  for  hospital  staff 
appointment  or  reappointment  that  is  far  in  excess  of 
that  which  the  hospital  insurance  program  provides  for 
its  own  employees  and  its  hospital  salaried  physicians; 
and 

Whereas,  Private  physicians  on  the  medical  staff  are 
often  named  as  co-defendants  with  the  hospital  in 
medical  malpractice  suits;  and 

Whereas,  Carrying  liability  insurance  coverage  in 
excess  of  that  of  the  hospitals  as  a probable  co-defendant 
may  thus  jeopardize  the  private  physicians’  fiscal  in- 
tegrity; therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  medical  malpractice  insurance 
coverage  shall  not  be  a mandatory  requirement  for 
hospital  medical  staff  appointment;  and  be  it  further 
Resolved,  That  all  hospitals  that  require  medical 
malpractice  insurance  of  its  voluntary  professional  staffs 
shall  themselves  be  mandated  to  carry  liability  insurance 
for  each  of  its  employees,  and  professional  medical  lia- 
bility insurance  for  its  professional  employees  including 
hospital  salaried  physicians  in  amounts  equal  to  the 
limits  of  those  of  the  majority  of  its  voluntary  medical 
staff  members;  and  be  it  further 

Resolved,  That  this  resolution  be  presented  at  the 
next  meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  for  appropriate  action. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman. 

Resolution  78-33  was  withdrawn  by  the  sponsor  who 
accepted  Resolution  78-60  to  replace  it. 

Although  the  legality  of  a hospital  mandating  as  a re- 
quirement for  staff  appointment  that  a physician  carry 
adequate  liability  insurance  has  not  been  tested  in  New 
York  State,  MSSNY’s  General  Counsel  reported  that  this 
issue  has  been  tested  in  the  courts  of  several  other  states 
and  has  been  ruled  constitutional. 

Your  reference  committee  is  in  accord  with  the  position 
that  the  requirement  should  not  be  a requisite  for  staff 
appointment.  However,  it  recognizes  that  hospitals  have 
and  will  likely  continue  to  establish  such  requirements  and, 
pending  possible  future  court  tests,  concurs  with  the 
opinion  that  where  a hospital  mandates  a requirement  for 
staff  appointment  of  liability  insurance  the  hospital  itself 
should  have  adequate  liability  insurance  coverage. 

Your  reference  committee  recommends  that  Resolution 
78-60  be  adopted. 

After  considerable  discussion,  the  House  amended  the 
second  Resolved  portion  of  Resolution  78-60  by  the  dele- 
tion of  the  word  “mandated”  the  insertion  of  the  word 
“expected.”  The  amended  second  Resolved  of  Resolution 
78-60  would  then  read: 

Resolved,  That  all  hospitals  that  require  medical 
malpractice  insurance  of  its  voluntary  professional  staffs 
shall  themselves  be  expected  to  carry  liability  insurance 
for  each  of  its  employees,  and  professional  medical  lia- 
bility insurance  for  its  professional  employees  including 
hospital  salaried  physicians  in  amounts  equal  to  the 
limits  of  those  of  the  majority  of  its  voluntary  medical 
staff  members;  and  be  it  further 

. . .The  House  voted  to  ADOPT  Resolution  78-60  as 
AMENDED  in  lieu  of  Resolution  78-33  . . . 

INTERSPECIALTY  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Interspecialty  Committee  are  as 


follows: 

Samuel  H.  Madell,  M.D.,  Chairman  New  York 

Herbert  Lansky,  M.D.,  Vice-Chairman  Erie 

Harold  E.  Berson,  M.D Kings 

Stephen  Burstein,  M.D Nassau 

Henry  Fleck,  M.D Bronx 

Irwin  Gribetz,  M.D New  York 


Donald  W.  Hall,  M.D Erie 

Bernard  Jacobs,  M.D New  York 

Norman  B.  Kanof,  M.D New  York 

RogerS.  Kaufman,  M.D Onondaga 

Robert  Kohn,  M.D Erie 

Norman  R.  Loomis,  M.D Wayne 

Theodore  C.  Max,  M.D Oneida 

Andrew  J.  McGowan,  Jr.,  M.D New  York 

Robert  Mickatavage,  M.D Westchester 

Howard  B.  Rasi,  M.D Kings 

Edward  C.  Sinnott,  M.D Nassau 


Resolution  77-22,  Fee  for  Interpretation  of  X-Ray 
at  Request  of  Carrier 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  modify  the  fee  schedule  in  such  a 
way  that  the  charges  for  interpretating  x-rays  hy  radi- 
ologists or  specialists  in  any  particular  field  shall  be 
identical;  and  be  it  further 

Resolved,  That  in  cases  where  x-rays  are  taken  hy 
radiologists  or  specialists  in  a particular  field,  the  pay- 
ment for  same  including  interpretation,  be  identical. 
This  resolution  is  based  upon  an  error  of  fact.  It 
speaks  against  a supposed  aspect  of  the  Workmen’s  Com- 
pensation Fee  Schedule  which  provides  a fee  for  the  in- 
terpretation of  x-rays.  There  is  no  such  provision  in  the 
Workmen’s  Compensation  Fee  Schedule,  which  lists  only 
an  inclusive  fee  that  covers  both  the  taking  and  interpre- 
tation of  the  x-rays.  When  the  Workmen’s  Compensation 
Board  deems  it  necessary  to  have  an  interpretation  of  x- 
rays,  it  refers  the  case  to  an  impartial  specialist,  and  in  that 
instance  there  is  an  agreed  upon  fee,  which  is  not  set  by  the 
schedule. 

It  was  duly  moved  and  approved  that  this  resolution  be 
disapproved,  and  it  is  so  recommended  to  the  Council. 

Resolution  77-49,  Right  to  Medical  Specialists  to 
Take  And/ Or  Interpret  X-Rays  Particular  to  Their 
Field  of  Practice  and  He  Reimbursed  at  the  Same  Rate 
as  an  X-Ray  Specialist 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  chairman  of  the  Workmen’s 
Compensation  Board  to  amend  the  minimum  fee 
schedule  so  as  to  provide  that  fees  for  a specialist  in 
any  field  taking  and/or  interpreting  radiographs  in  his 
field  be  equal  to  that  paid  to  radiologists  taking  and/or 
interpreting  similar  radiographs. 

This  resolution  was  discussed  at  length.  It  was  point- 
ed out  that  the  services  of  the  radiologist  differ  in  several 
respects  from  those  provided  by  a patient’s  treating  phy- 
sician who,  as  part  of  that  care,  performs  an  x-ray  exami- 
nation relevant  to  his  clinical  specialty.  The  radiologist 
issues  a written  report,  which  is  in  effect  a consultation, 
equivalent  to  any  other  consultative  opinion  by  one 
physican  to  another.  One  need  not  be  a radiologist  to 
function  in  this  manner.  Any  physician  who  has  basic 
training  in  radiology  and  who  limits  his  practice  to  radi- 
ology can  be  granted  a radiology  specialist  rating,  if  he 
meets  the  standards  set  up  for  radiologists.  In  addition, 
specialists  other  than  radiologists  who  are  qualified  to  in- 
terpret x-ray  films  in  their  own  specialty,  should  be  entitled 
to  full  radiology  fees  when  patients  are  referred  to  them 
solely  for  x-ray  examination  and  they  submit  a compre- 
hensive, interpretative  written  report.  However,  the  fee 
paid  the  radiologist  is  his  sole  fee.  The  nonradiologist 
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specialist  who  performs  an  x-ray  examination  coincident 
with  his  clinical  examination  and  treatment  of  the  patient 
is  also  paid  for  his  clinical  examination  and  treatment,  in 
addition  to  any  other  required  tests  and  x-rays. 

For  these  reasons,  it  was  felt  that  the  present  differential 
in  the  Workmen’s  Compensation  Medical  Fee  Schedule 
that  pays  radiologists  a higher  fee  than  other  physicians 
for  x-ray  examinations  is  justified  and  should  be  re- 
tained. 

It  was  moved,  seconded,  and  passed  with  ten  for,  two 
opposed,  and  two  abstaining,  that  Resolution  77-49  be 
disapproved,  and  it  is  so  recommended  to  the  Council. 

Resolution  77-44,  Fee  for  Arthroscopy  of  Knee  and 
Other  Joints.  This  resolution  was  tabled  for  future  dis 
cussion  when  the  representative  of  the  New  York  State 
Society  of  Orthopedic  Surgeons  will  be  present. 

Hospital  Reimbursement  by  Medicaid  for  Patients 
on  "Therapeutic  Leave."  The  representative  of  the  New 
\ ork  State  Psychiatric  Society  set  forth  the  problem,  which 
involves  primarily  psychiatric  patients,  stresssing  that 
“therapeutic  leave”  programs  constitute  an  essential  fea- 
ture in  determining  how  a patient  adjusts  to  home  envi- 
ronment and  hastens  discharge  from  in  hospital  to  out- 
patient status. 

For  those  patients  covered  bv  Medicaid,  with  the  denial 
of  any  “therapeutic  leave"  payments,  formal  discharge  of 
a patient  results;  if  the  return  to  the  home  environment 
proves  deleterious,  and  the  wait  for  readmission  is  pro- 
longed, then  any  progress  attained  may  he  entirely  lost, 
with  the  end  result  of  a lengthier  and  costlier  hospital 
confinement. 

A notice  in  the  Federal  Register  stated  that  “therapeutic 
leave"  payments  were  approved,  but  subject  to  individual 
state's  option.  There  was  discussion  whether  a hospital 
should  be  paid  a full  per  diem  or  a reduced  rate  for  those 
days  that  the  patient  is  out  of  the  institution  on  “thera- 
peutic leave.” 

It  was  recommended  to  and  approved  in  principle  by  the 
Council  that  Medicaid  pay  hospitals  for  “therapeutic 
leave"  periods. 

Changes  in  the  Workmen’s  Compensation  Medical 
Fee  Schedule  Affecting  Family  Physicians  and  Office 
Visit  Terminology.  At  its  previous  meeting  this  com- 
mittee had  recommended  certain  changes  which  were  ap- 
proved by  the  Council  and  referred  to  the  MSSNY 
Workmen’s  Compensation  Committee  to  seek  imple- 
mentation. The  latter  committee  experienced  difficulty 
in  how  to  formulate  a proposal  to  affect  the  changes  sought 
that  would  be  clearly  understandable,  would  encompass 
all  related  situations,  and  likely  to' be  acceptable  to  the 
carriers  and  the  Workmen’s  Compensation  Board.  It, 
therefore,  referred  the  matter  back  to  the  Interspecialty 
Committee  for  clarification. 

The  representative  of  the  Family  Physicians  challenged 
the  action  by  the  Workmen’s  Compensation  Committee 
pointing  out  that  since  the  recommendation  of  this  com- 
mittee was  based  on  current  procedural  terminology  de- 
veloped by  the  AMA  with  the  input  from  all  specialty 
groups,  the  definitions  should,  therefore,  be  acceptable. 

It  was  explained  that  whereas  the  present  Workmen’s 
Compensation  Fee  Schedule  differentiated  between  only 
two  types  of  office  visits,  the  recommendations  of  this 
committee  listed  three  different  types  of  office  visits.  The 
current  procedural  terminology  lists  six  types  of  office 


visits.  If  the  current  procedural  terminology  definitions 
were  used  for  the  three  office  visits  recommended  by  this 
committee,  then  there  would  be  no  coverage  for  the  other 
three  current  procedural  terminology  types  of  visits. 
Therefore,  to  be  all  inclusive,  the  definitions  for  the  three 
office  visits  recommended  by  this  committee  had  to  be 
altered  from  those  now  appearing  in  the  current  procedural 
terminology  by  further  delineation  or  definition. 

The  negotiations  presently  ongoing  within  the  Work 
men’s  Compensation  Advisory  Committee  on  the  Medical 
Fee  Schedule,  in  which  MSSNY  was  requesting  an  overall 
30%  increase  in  the  fees  now  payable  were  reported.  In 
addition,  MSSNY  has  also  requested  that  a committee  he 
constituted  to  review  and  revise  the  entire  Workmen’s 
Compensation  Medical  Fee  Schedule  to  bring  it  into  line 
with  present  day  practice  modes  and  that  it  was  the  hope 
of  the  MSSNY  representatives  that  this  would  lead  to  an 
adoption  of  the  terminology  in  the  MSSNY  Relative  Value 
Scale. 

There  were  expressions  that  MSSNY  should  discontinue 
all  negotiations  for  an  increase  in  fees  until  it  was  able  to 
have  the  MSSNY  Relative  Value  Scale  and  the  features 
pertaining  thereto  adopted  by  the  New  York  State 
Workmen’s  Compensation  Board.  It  was  pointed  out  that 
such  action  would  mean  a deferral  of  any  increase  in  phy- 
sicians’ fees  for  an  indefinite  period  of  time  and,  therefore, 
constitute  a financial  penalty  and  that,  in  fact,  at  the  mo- 
ment MSSNY  was  pursuing  both  ends,  namely  an  increase 
in  fees  as  well  as  a complete  revision  of  the  fee  schedule. 
'The  fact  that  the  Workmen’s  Compensation  Medical  Fee 
Schedule,  as  of  December  1 , 1977,  would  be  applicable  to 
no-fault  insurance  cases,  was  cited  as  a reason  for  insisting 
on  a major  change  now,  rather  than  concern  with  monetary 
values. 

It  was  passed  that  MSSNY  discontinue  its  ongoing  ne- 
gotiations for  an  increase  in  the  fees  payable  under  the 
Workmen’s  Compensation  Medical  Fee  Schedule  and  in- 
stead seek  the  adoption  of  the  MSSNY  1975  Relative  Value 
Scale  as  a replacement  for  the  present  fee  schedule.  It  was 
moved  that  this  recommendation  be  transmitted  to  the 
MSSNY  Workmen’s  Compensation  Committee  for  im- 
plementation. 

Review  of  House  of  Delegates  Actions — Workmen’s 
Compensation  Negotiations.  The  House  of  Delegates 
did  not  support  this  committee’s  recommendation  that  it 
discontinue  all  fee  negotiations  and  confine  its  efforts  to 
seeking  the  substitution  of  the  1975  MSSNY  Relative 
Value  Scale  for  the  present  Workmen's  Compensation  Fee 
Schedule.  The  House  of  Delegates  approved  that  MSSNY 
continue  its  present  efforts  to  effect  an  increase  in  the 
Workmen’s  Compensation  Medical  Fee  Schedule  as  soon 
as  possible,  and  revise  the  entire  Medical  Fee  Schedule  in 
accordance  with  the  MSSNY  Relative  Value  Scale  as  ex- 
peditiously as  is  feasible. 

It  was  passed  that  MSSNY  utilize  its  current  Relative 
Value  Scale  for  all  negotiations  with  governmental  agencies 
that  involved  utilization  of  a relativity  scale  for  fees. 

The  chairman  pointed  out  that  if  the  resolution  passed 
by  this  committee  was  in  fact  implemented,  it  would 
eliminate  the  differential  payments  that  now  exist  in  the 
Workmen’s  Compensation  Fee  Schedule  between  spe- 
cialists who  render  services  within  the  scope  of  their  spe- 
cialty and  those  who  are  not  specialists;  the  payments 
would  be  the  same  for  all  physicians.  This  matter  is  of 
such  importance  that  he  requested  the  representatives  seek 
a formal  opinion  from  the  Boards  of  Directors  of  their  re- 
spective specialty  societies. 
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It  was  passed  that  MSSNY  continue  to  accept  the  con- 
cept of  differential  payments  such  as  now  exist  for  spe- 
cialists vs.  nonspecialists  in  the  Workmen’s  Compensation 
Fee  Schedule  pending  the  implementation  of  the  MSSNY 
Relative  Value  Scale. 

The  MSSNY  Council  on  February  23,  1978,  amended 
a motion  of  this  committee  in  regard  to  the  Workmen’s 
Compensation  Fee  Schedule  to  read:  “that  the  WCB  be 
urged  to  set  up  a fee  schedule  based  5fi  the  usual,  custom- 
ary and  reasonable,  fees  physicians  charge  in  their  private 
practice,  taking  into  account  regional  variations.” 

Medicare  Fees  for  Laboratory  Services.  Dr.  Lansky 
reported  that  he  and  Dr.  Loomis  had  met  with  represen- 
tatives of  the  regional  HEW  office,  that  the  meeting  had 
been  fruitful,  with  agreement  reached  on  the  elimination 
of  certain  tests  from  the  list  of  those  authorized,  and  that 
payment  on  the  basis  of  automated  testing  would  not  be 
implemented  except  where  four  or  more  of  the  procedures 
that  could  be  automated  were  performed.  He  was,  there- 
fore, disappointed  to  learn  that,  in  spite  of  these  agree- 
ments, in  Erie  County  they  were  paying  on  an  automated 
basis  when  three  or  more  of  the  included  tests  were  per- 
formed. It  was  pointed  out,  however,  that  this  pattern  had 
been  established  in  Erie  County  and  under  Medicare  reg- 
ulations the  fiscal  agent  cannot  pay  more  than  the  lowest 
fees  prevailing.  To  the  knowledge  of  MSSNY,  all  other 
areas  in  the  State  have  accepted  the  recommendations 
submitted  by  the  Interspecialty  Committee  representa- 
tives. 

There  was  agreement  that  arranging  for  and  carrying  on 
the  consultations  with  the  HEW  office  had  been  helpful 
to  physicians  as  well  as  to  the  Medicare  program  admin- 
istrators. 

Patterns  of  Practice  Survey.  Following  the  Council’s 
approval  of  this  committee’s  recommendation  that 
MSSNY  conduct  a Patterns  of  Practice  Survey,  the  staff 
was  preparing  to  initiate  the  project  in  October,  1977.  The 
methodology  of  the  survey  was  discussed,  noting  that  for 
certain  groups,  such  as  radiologists,  pathologists,  and  an- 
esthesiologists, the  previously  approved  draft  would  have 
to  be  modified  to  be  meaningful. 

The  representative  of  Family  Physicians  stated  that  his 
society  had  officially  voted  not  to  participate  in  such  a 
survey.  The  representative  of  the  Society  of  Internal 
Medicine  noted  that  this  committee  had  unanimously 
approved  the  conducting  of  such  a survey  at  its  last  meet- 
ing, and  that  his  group  felt  that  it  was  most  important  that 
the  survey  be  conducted  to  define  the  differences  in  the 
mode  of  practice  in  the  various  specialties.  The  Family 
Physician  representative  stated  that  since  the  survey  was 
designed  to  assist  in  the  implementation  of  t he  Workmen’s 
Compensation  Fee  Schedule,  and  if  the  position  taken  by 
the  committee,  that  the  current  procedural  terminology 
of  the  Relative  Value  Scale  be  substituted  for  the  present 
Workmen’s  Compensation  Fee  Schedule  was  effected,  then 
it  was  likely  that  his  group  would  go  along  with  survey. 

It  was  passed  with  one  negative  vote  (Dr.  Loomis)  that 
the  MSSNY  proceed  to  implement  the  Patterns  of  Practice 
Survey. 

In  November,  1977,  the  Council,  in  response  to  commu- 
nications from  the  New  York  State  Academy  of  Family 
Physicians  stating  that  it  would  not  participate  in  the 
survey,  and  an  opinion  from  the  Counsel  of  the  American 
Academy  of  Family  Physicians  that  the  survey  would  place 
those  involved  in  jeopardy  with  the  Federal  Trade  Com- 
mission, reconsidered  the  matter. 


The  Counsel  of  MSSNY  expressed  concurrence  with  the 
sentiments  expressed  in  the  two  letters. 

The  Director  of  the  Division  of  Medical  Services  dis- 
sented, stating  that  the  letters  are  not  pertinent  to  what 
was  planned.  The  Council  in  December  of  1975  moved 
that  MSSNY  discontinue  all  Relative  Value  Scale  activi- 
ties, and  this  has  been  done.  It  did,  however,  vote  that 
when  we  are  required  by  governmental  agencies  to  enter 
into  negotiations,  the  MSSNY  Relative  Value  Scale  can 
be  utilized,  and  we  have  adhered  to  that.  The  Workmen’s 
Compensation  law  requires  the  Chairman  of  the  Work- 
men’s Compensation  Board  to  promulgate  a fee  schedule, 
but  prior  to  doing  so  to  consult  with  MSSNY,  as  well  as 
other  parties.  We  have  on  hand  a specific  request  from  the 
Workmen’s  Compensation  Board  Chairman  to  furnish  any 
and  all  material  that  would  assist  in  the  negotiations.  The 
planned  questionnaire  is  to  be  used  only  in  conjunction 
with  the  Workmen’s  Compensation  negotiations. 

The  representatives  of  MSSNY  have  been  engaged  in 
negotiations  for  an  increase  in  fees  since  January  of  1977. 
In  the  numerous  meetings  since  then  we  have  been  chal- 
lenged to  supply  data  concerning  doctors’  fees,  income,  and 
expenses.  We  are  at  a disadvantage  when  we  cannot  fur- 
nish such  material.  The  questionnaire  was  designed  to 
supply  that  need,  particularly  in  relation  to  our  request  for 
a change  in  office  visit  procedures  and  payments. 

In  a conversation  with  the  AMA  General  Counsel  it  was 
pointed  out  that  the  AMA  conducts  surveys  by  question- 
naires which,  in  addition  to  other  information,  specifically 
asks  for  fees.  These  surveys  are  tabulated,  printed,  and 
available  to  the  public.  The  AMA  General  Counsel  said 
that  he  saw  no  reason  why  we  could  not  conduct  such  a 
survey.  He  did  question  whether  such  a survey  could  be 
used  for  negotiations.  When  informed  that  New  York 
State  law  requires  the  Workmen’s  Compensation  Chair- 
man to  negotiate  with  the  State  Medical  Society,  and  that 
the  State  was  exempt  from  antitrust  actions,  he  stated  that 
being  unfamiliar  with  the  State  law  he  could  not  offer  an 
opinion. 

It  was  emphasized  that  there  was  no  intention  to  print 
or  publicize  the  results  obtained  from  the  questionnaire, 
but  to  use  the  results  only  for  Workmen’s  Compensation 
negotiations.  It  will  not  be  the  State  Medical  Society  that 
will  be  setting  fees  or  relativity  or  publicizing  them;  that 
will  be  the  action  of  the  Workmen’s  Compensation  Board, 
which  authority  it  is  granted  by  State  law. 

After  discussion,  the  Council  in  November,  1977,  re- 
versed its  previous  position  and  voted  to  disapprove  the 
carrying  out  of  the  survey. 

This  committee  interpreted  this  latest  action  by  the 
Council  as  prohibiting  it  from  engaging  in  any  activities 
relating  to  fees  in  Workmen’s  Compensation  or  Relative 
Value  Studies,  including  the  consideration  of  resolutions 
passed  by  the  House  of  Delegates  and  referred  by  the 
Council  to  this  committee  for  discussion  and  recommen- 
dation. It  found  that  the  lack  of  statistical  data  would 
severely  restrict  MSSNY  in  its  negotiations  for  changes  in 
the  Workmen’s  Compensation  Medical  Fee  Schedule. 

It  was  unanimously  passed  that  as  long  as  MSSNY 
continues  to  negotiate  with  the  Chairman  of  the  Work- 
men’s Compensation  Board  on  fee  schedules,  MSSNY 
request  that  the  AMA  Current  Procedural  Terminology 
IV  be  utilized,  and  use  data  available  from  other  sources 
in  such  negotiations. 

The  Council  was  asked  to  reconsider  the  problem  once 
again,  with  the  following  communication  as  background. 
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The  Interspecialty  Committee  is  perplexed  by  the 
most  recent  action  of  the  MSSNY  Council  on  Novem- 
ber 17,  1977,  disapproving  the  implementation  of  the 
Patterns  of  Practice  Survey,  a survey  the  Council  had 
previously  approved.  The  committee  seeks  further 
clarification  from  the  Council  to  enable  it  to  conduct 
its  activities  in  accordance  with  the  Council’s  inten- 
tions. 

In  1971,  following  the  nonacceptance  of  the  Peat, 
Marwick  & Mitchell  survey  because  of  its  many  deli 
ciencies,  the  Interspecialty  Committee,  in  response  to 
the  Socioeconomics  Committee’s  request,  became  ac- 
tively involved  in  conducting  a Statewide  survey  to  de- 
termine existing  patterns  of  practice.  This  gargantu- 
an task  was  finally  completed  and  the  results  pub- 
lished as  the  MSSNY  Relative  Value  Scale  in  1975. 

As  a part  of  the  above  study  both  the  Interspecialty 
and  the  Socioeconomics  Committees  recommended, 
and  the  MSSNY  Council  approved,  that  updating  the 
RVS  to  reflect  changing  patterns  in  the  practice  of 
medicine  in  New  York  State  would  be  an  ongoing 
project. 

Early  in  1975  the  Justice  Department,  and  subse- 
quently the  Federal  Trade  Commission,  instituted  ac- 
tions against  various  medical  organizations  to  prohibit 
the  promulgation  and  utilization  of  RVSs. 

On  December  18,  1975,  the  Council  voted  that  all 
MSSNY  RVS  activities  be  discontinued.  On  January 
15,  1976,  recognizing  the  need  for  data  with  which  to 
respond  to  the  requests  of  the  Chairman  of  the  Work- 
men's Compensation  Board  (WCB)  for  MSSNY  to  en- 
gage in  negotiating  revisions  of  the  Workmen’s  Com- 
pensation Medical  Fee  Schedule,  the  Council  voted 
that  the  MSSNY  may  utilize  the  RVS  when  specifical- 
ly requested  by  a governmental  agency.  In  February, 
1976,  the  MSSNY  Council  approved,  and  the  Board  of 
Trustees  allotted  the  funds,  for  the  MSSNY  to  con- 
duct a survey  to  be  utilized  in  Workmen’s  Compensa- 
tion negotiations.  The  Interspecialty  Committee  felt 
that  such  a survey  was  necessary  to  resolve  problems  in 
the  Workmen's  Compensation  Medical  Fee  Schedule, 
as  for  example  in  effecting  the  House  of  Delegates  Res- 
olution 75-67,  “Equal  Fee  for  Equal  Service.”  Ob- 
viously accurate  data  is  a necessity  if  considered  judg- 
ments are  to  be  arrived  at,  and  meaningful  negotia- 
tions are  to  be  conducted. 

In  May,  1976,  the  Interspecialty  and  Socioeconom- 
ics Committees  recommended,  and  the  Council  ap- 
proved, that  MSSNY  continue  to  study  patterns  of 
practice  in  New  York  State  to  determine  whether  the 
previous  studies  accurately  reflect  the  present  day  sta- 
tus. 

In  September,  1976,  the  Council  recommended  cer- 
tain changes  in  the  questionnaire  that  it  had  previous- 
ly approved  to  be  used  for  the  above  survey,  specifical- 
ly requesting  the  removal  of  items  referrable  to  fees. 
In  February,  1977,  the  Interspecialty  Committee  re- 
quested the  Council  to  reconsider,  since  without  any 
reference  to  fees  the  survey  would  be  useless  as  a data 
base  for  WCB  negotiations.  The  Council  tabled  the 
matter  on  February  24,  1977. 

In  view  of  the  concerns  expressed  by  the  Council  in 
the  above  matter,  the  Interspecialty  Committee  ques- 
tioned whether  the  previous  letter  from  the  WCB 
Chairman  was  sufficiently  specific  to  shield  its  mem- 
bers from  possible  charges  of  violating  antitrust  stat- 
utes, and  it  was  decided  to  ask  the  WCB  Chairman  for 


a more  explicit  request.  A letter  from  the  WCB  Chair- 
man dated  March  .1,  1977,  specifically  requested 
MSSNY  to  enter  into  negotiations  with  him  and  to  uti- 
lize any  material  that  would  be  helpful  to  such  negotia 
tions. 

In  June,  1977,  the  Interspeciality  Committee  again 
recommended  a survey  that  would  include  fee  ques- 
tions and  the  Council  on  June  9,  1977,  approved  this. 
Steps  were  then  taken  to  refine  the  questionnaire. 

If  we  read  correctly  the  reasons  that  moved  the 
Council  on  November  17,  1977,  to  disapprove  conduct- 
ing the  patterns  of  practice  survey,  it  would  prohibit 
this  or  any  other  committee  or  body  of  the  MSSNY 
from  engaging  in  any  activities  that  involve  relative 
value  studies  or  fees.  We  further  construe  this  action 
to  mean  that  this  committee  cannot  respond  to  the 
Council’s  own  request  that  it  discuss  and  make  recom- 
mendations relative  to  resolutions  77-22,  “Fee  for  In- 
terpretation of  X-Ray  at  Request  of  Carrier”;  77-44, 
“Fee  for  Arthroscopy  of  Knee  and  Other  Joints”;  and 
77-49,  "Right  of  Medical  Specialists  to  Take  And/Or 
Interpret  X-Rays  Particular  to  Their  Field  of  Practice 
and  Be  Reimbursed  at  The  Same  Rate  as  an  X-Ray 
Specialist.” 

We  wonder  how,  in  view  of  the  Council’s  decision, 
the  MSSNY  representatives  on  the  Workmen’s  Com- 
pensation Advisory  Committee  on  the  Medical  Fee 
Schedule  can  continue  to  sit  on  that  committee  and  en- 
gage in  its  activities,  or  whether,  to  be  safe  from  anti- 
trust violation  charges,  the  MSSNY  can  engage  in  fee 
discussion  with  governmental  agencies  such  as  those 
that  administer  the  Medicaid  program. 

This  committee  feels  that  the  questions  raised  are  of 
great  moment  and  that  the  Council  should  make  its 
stand  clear  and  definitive. 

After  due  consideration  of  all  facets  of  the  problem, 
the  Council  did  approve  that  the  Patterns  of  Practice 
Survey  be  carried  out. 

The  staff  is  now  ready  to  conduct  the  survey,  it  having 
been  reviewed  by  our  Department  of  Research  and  De- 
velopment both  as  to  randomization  and  to  the  information 
to  be  obtained.  However,  it  is  possible  that  we  may  be  able 
to  obtain  the  same  information  from  other  sources  and 
avoid  the  expenditure  of  time  and  money. 

We  are  awaiting  the  latest  AMA  survey  data  for  the  years 
1975  and  1976.  Also,  we  have  asked  the  National  Opinion 
Research  Center  (NORC),  associated  with  the  University 
of  Chicago,  which  conducted  a survey  under  HEW  contract 
called,  “A  Study  of  Administrative  Costs  in  Physicians’ 
Offices  and  Medicaid  Participation.”  if  they  could  give  us 
New  York  State  figures.  We  do  have  their  report  of  na- 
tional figures  and  we  understand  that  the  survey  encom- 
passed 200  to  300  New  York  State  physicians  and,  although 
this  number  seems  numerically  small,  the  sampling  was 
considered  statistically  valid.  NORC  is  now  in  process  of 
updating  its  data.  Two  of  the  members  of  the  committee 
commented  that  they  had  participated  by  responding  to 
the  NORC  survey  and  were  of  the  opinion  that  it  was 
conducted  in  depth,  with  accuracy,  and  with  thorough- 
ness. 

Although  it  is  uncertain  until  we  obtain  the  data  whether 
it  will  suffice  to  meet  the  purposes  desired  by  the  MSSNY’s 
planned  Patterns  of  Practice  Survey,  namely  to  assist  in 
defining  office  type  visits  that  would  help  the  acceptance 
of  the  enlarged  number  of  visits  in  the  Workmen’s  Com- 
pensation Medical  Fee  Schedule,  we  will  delay  our  survey 
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until  responses  from  the  two  organizations  mentioned  have 
been  obtained. 

It  was  passed  that  the  Patterns  of  Practice  Questionnaire 
Survey  be  deferred  until  it  could  be  ascertained  if  the  in- 
formation requested  from  the  AMA  and  the  NORC  studies 
would  furnish  the  data  sought. 

The  representatives  of  the  New  York  State  Academy  of 
Family  Physicians  requested  that  the  record  show  that  his 
concurrence  in  the  committee’s  request  to  the  Council  was 
limited  to  obtaining  clarification  of  the  extent  of  activities 
which  this  and  other  committees  could  engage  in  relating 
to  practice  patterns  and  relativity  studies,  and  did  not 
signify  that  he  was  approving  the  Patterns  of  Practice 
Survey. 

It  was  further  suggested  that  MSSNY  secure  the  opinion 
of  the  State  Attorney  General  through  the  WCB  Chairman 
as  to  whether  we  would  be  in  violation  of  any  Federal 
statutes  in  conducting  a Patterns  of  Practice  Survey  or 
similar  surveys  to  be  utilized  in  negotiations  with  the  WCB. 
This  was  requested,  with  the  WCB  Chairman  responding 
that  he  saw  no  need  for  such  a procedure,  that  he  as  an 
attorney  could  assure  us  that  in  negotiating  with  him  we 
were  not  at  risk  of  violating  any  Federal  statutes. 

Overhead  Expense  Survey.  This  project  was  also 
approved  by  the  Council  and  the  staff  is  considering  the 
methodology  to  be  used. 

We  had  been  able  to  obtain  from  the  AMA  a breakdown 
of  their  data  for  New  York  State  physicians  for  the  years 
1973  and  1974.  The  figures  for  1975  should  become 
available  in  the  very  near  future.  It  is  possible  that  these 
figures  will  serve  the  same  purpose  as  the  contemplated 
Overhead  Expense  Survey;  this  will  be  evaluated.  Should 
these  not  prove  satisfactory,  the  present  plan  is  to  establish 
a body  of  physicians  selected  at  random,  but  statistically 
valid  for  distribution  both  on  a geographical  and  a specialty 
basis,  w'ho  would  agree  to  a year-by-year  submission  of  data 
so  that  meaningful  conclusions  could  be  drawn. 

It  was  approved  that  the  representatives  of  the  specialty 
societies  on  this  committee  have  their  respective  Boards 
encourage  their  members  who  are  asked  to  participate  in 
such  survey  to  do  so. 

No- Fault  Insurance.  The  committee  members  were 
informed  of  what  had  transpired  in  the  No-Fault  Insurance 
Law  implementation  since  its  passage  and  the  many 
uncertainties  that  remain  as  to  how  it  will  be  administered. 
The  position  of  MSSNY  that  the  provisions  of  the  No- 
Fault  Law  as  they  apply  to  the  payment  of  physicians  fees 
were  most  inequitable  and  should  be  contested  most  vig- 
orously, was  supported  by  all  the  groups  represented. 

The  Interspecialty  Committee  met  on  October  30,  1977, 
at  the  Sheraton  LaGuardia  Hotel  with  the  agenda  limited 
to  the  subject  of  contemplated  actions  of  MSSNY  to 
challenge  amendments  to  the  No-Fault  Automobile  In- 
surance Act,  effective  December  1,  1977.  The  chairman 
introduced  Carl  Goldmark,  Jr.,  M.D.,  President  of 
MSSNY,  who  summarized  the  concerns  that  MSSNY  had 
in  relation  to  the  amendments  to  the  law  and  our  unsuc- 
cessful efforts  to  defeat  the  objectionable  portions  in  the 
Legislature.  Mr.  Gerard  Conway  described  the  contem- 
plated legal  action  to  challenge  that  portion  of  the  law 
which  imposes  the  Workmen’s  Compensation  Medical  Fee 
Schedule  on  the  payments  that  may  be  made  to  physicians 
rendering  services  to  No  Fault  Law  covered  patients. 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President, 
emphasized  that  the  MSSNY  Council  had  decided  to 
challenge  the  legality  of  the  objectionable  portion  of  the 


law  and  this  decision  had  been  approved  by  the  House  of 
Delegates  at  the  October  Annual  Meeting  and  that 
MSSNY  was  prepared  to  underwrite  the  total  cost  of  the 
legal  action. 

Mr.  Conway  reviewed  certain  aspects  of  the  amend- 
ments, calling  particular  attention  to  those  areas  where 
there  were  still  doubts  as  to  interpretation  and  adminis- 
tration. Dr.  Howard  outlined  some  of  the  probable 
problem  areas  that  would  attend  the  imposing  of  the 
Workmen’s  Compensation  Medical  Fee  Schedule  and  the 
arbitration  of  disputes 

The  presentations  and  the  discussion  explored  many 
facets,  including  legislative  redress,  the  basis  for  judicial 
challenge,  seeking  a declaratory  judgment,  and  the  ne- 
cessity to  build  our  case  on  the  strongest  possible  factual 
basis.  Since  the  provisions  in  question  do  not  become  ef- 
fective until  December  1 , 1977,  we  would  probably  have  to 
wait  until  after  that  date  to  discover  a case  or  cases  that 
would  be  appropriate  to  our  suit,  but  it  was  important  to 
lay  the  ground  work  now  so  that  undue  delay  after  De- 
cember 1,  1977,  can  be  avoided.  The  purpose  of  this 
meeting  was  to  inform  the  specialty  societies  of  what 
MSSNY  is  contemplating,  to  seek  the  support  of  the  spe- 
cialty societies,  preferably  as  co-plaintiffs,  and  to  enlist  the 
specialty  society  members  to  report  instances  where  pa- 
tients have  been  denied  either  the  contracted  benefits  due 
them  under  other  health  insurance  coverage,  or  the  ac- 
cessibility to  physicians  of  their  choice  has  been  interfered 
with. 

Questionnaires  will  be  addressed  to  all  the  specialty  so- 
cieties to  obtain  pertinent  information  that  the  MSSNY 
attorneys  could  use  in  preparing  the  necessary  affidavits. 
Although  it  is  anticipated  that  a patient  or  patients  will 
become  the  primary  petitioners  with  the  MSSNY  and  the 
specialty  societies  as  co  plaintiffs,  it  is  most  desirable  that, 
they  also  be  joined  by  individual  physicians  representative 
of  different  specialties  and  different  geographic  areas. 
What  would  be  required  of  the  individual  physicians  in  the 
way  of  disclosing  their  office  practice  was  described. 

The  representatives  of  the  specialty  societies  were  asked 
to  discuss  the  subject  matter  of  this  meeting  with  their 
respective  Boards  of  Directors  and  to  inform  MSSNY  of 
the  decisions  reached.  They  were  also  requested  to  com 
plete  and  return  the  questionnaires  that  will  be  mailed  out 
within  the  week  to  MSSNY  at  the  earliest  possible  mo- 
ment. 

There  was  unanimous  expression  from  those  present 
endorsing  the  actions  contemplated  by  MSSNY  and  the 
impression  that  all  of  the  specialty  societies  would  coop 
erate  and  assist  with  the  planned  suit. 

At  subsequent  committee  meetings  reports  were  made 
of  the  current  developments  in  the  MSSNY  suit. 

Alternates  for  Specialty  Societies  Representatives. 
This  committee,  since  its  formation,  has  been  a very  ef- 
fective one,  its  stature  in  the  MSSNY  has  grown,  and  the 
members  of  the  committee  have  established  a good  rapport 
and  have  evidenced  a cooperative  spirit  in  resolving  the 
many  difficult  problems  dealt  with.  Some  of  those  prob- 
lems have  been  characterized  by  differences  of  opinions 
between  specialty  groups,  which  have  been  resolved  by 
compromises  leading  to  solutions  which  have  been  bene 
ficial  to  the  health  of  our  patients  as  well  as  to  the  com 
munity  of  physicians.  The  difficulties  facing  physicians 
continue  to  increase  and  we  can  anticipate  many  more 
problems  in  the  future,  which  the  chairman  hoped  the 
committee  would  address  in  the  same  spirit  as  in  the  past, 
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recognizing  and  respecting  the  concerns  of  the  specialty 
groups  involved  in  such  problems. 

In  the  past  considerable  latitude  has  been  granted  as  to 
who  may  attend  and  participate  in  the  deliberations  of  the 
committee.  With  17  specialty  societies  now  represented 
on  the  committee,  and  the  likelihood  that  others  will  he 
added  in  the  future,  the  committee  must  consider  eslab 
lishing  working  rules  if  the  committee  is  to  function  ef- 
fectively and  complete  the  business  on  the  agenda  within 
a reasonable  period  of  time. 

The  question  of  alternates  was  discussed  and  it  was 
agreed  that  it  was  desirable  for  each  member  to  have  an 
alternate  who  would  not  only  be  knowledgeable  enough  to 
substitute  effectively  for  the  designated  member  of  the 
committee,  but  also  to  provide  for  continuity  when  new 
members  are  appointed.  It  was  agreed  that  the  alternates 
would  not  vote  if  the  designated  members  were  present,  hut 
would  have  voice  at  the  discretion  of  the  chairman. 

It  was  passed  that  the  Council  approve  that  each  rep 
resented  specialty  society  formally  nominate  an  alternate 
and  these  alternates  be  submitted  to  the  MSSNY  Presi 
dent  for  formal  appointment. 

It  was  also  passed  that  it  he  recommended  to  MSSNY 
that  the  expenses  for  attendance  at  committee  meetings 
be  paid  for  either  the  designated  member  or  for  the  alter 
nate. 

It  was  agreed  that  where  unusual  circumstances  prevent 
either  the  designated  member  or  the  alternate  from  at- 
tending a meeting  of  the  committee  that  in  such  emer 
gencies  the  specialty  societies  may  designate  another  in 
dividual,  but  only  upon  official  notification  to  the  chair 
man,  preferably  by  letter,  or  by  phone  when  the  emergency 
situation  requires  it. 

The  MSSNY  Council  approved  the  above  committee 
recommendations  which  are  in  the  process  of  being  im 
plemented. 

It  was  further  agreed  that  the  committee  will  operate  as 
though  all  meetings  are  executive  sessions  and  only  those 
guests  specifically  invited  could  participate 

Cost  Containment  Committee,  the  action  of  the 
House  of  Delegates  in  directing  MSSNY  to  establish  a Cost 
Containment  Committee  constituted  of  members  of  the 
Socioeconomics,  Hospital  and  Professional  Relations. 
HSA,  PSRO,  and  Interspecialty  Committees,  was  noted. 
It  was  remarked  that  most  specialty  societies  have  estab- 
lished their  own  committees  or  work  with  those  that  have 
been  established  by  their  national  societies.  It  was  re- 
quested that  each  representative  on  this  committee  apprise 
his  group  of  the  cost  containment  project  and  secure  sug- 
gestions particular  to  his  specialty  for  submission  to  the 
Cost  Containment  Committee.  The  question  was  raised, 
and  will  be  presented  to  the  ad  hoc  committee,  of  direct 
representation  of  each  specialty  society  on  that  committee. 
Two  members  of  the  Interspecialty  Commit  tee  have  been 
appointed  to  the  MSSNY  Ad  Hoc  Committee  on  Cost 
Containment. 

1978  Legislation.  The  Orthopedic  Society  represen- 
tative raised  the  question  of  screening  school  children  for 
scoliosis  as  an  important  problem  and  requested  the  as- 
sistance and  active  participation  of  MSSNY  in  securing  the 
passage  of  a bill  aimed  at  the  early  detection  and  treatment 
of  this  disability.  Bernard  -Jacobs,  M I).,  is  to  mail  a letter 
outlining  the  situation  to  the  division  director. 

It  was  felt  that  the  specialty  societies  could  be  more  ef- 
fective by  establishing  political  action  committees  and  that 
there  should  be  a central  location  where  physicians  could 


record  their  political  contacts,  readily  available  when  action 
is  required  to  alert  legislators  to  our  opinions  and  positions. 
It  was  suggested  that  all  specialty  societies  urge  their 
members  to  make  voluntary  contributions  to  the  fund  es- 
tablished for  political  action. 

Peer  He  view.  The  division  director  reported  the 
substance  of  a recent  meeting  of  MSSNY  representatives 
with  Richard  A Berman,  newly  appointed  Director  of  the 
New  York  State  Office  of  Health  Systems  Management. 
It  was  agreed  that  differences  concerning  professional 
judgment,  necessity,  and  appropriateness  of  treatment 
would  be  referred  to  local  RSROs  for  opinion.  This  would 
apply  to  both  inpatient  and  ambulatory  care.  In  view  of 
this,  t he  Subcommittee  on  Beer  Review  of  the  Interspeci- 
alty Committee  is  now  redundant  and  I he  chairman  moved 
that  this  subcommittee  be  discontinued. 

Physician  Extenders  and  Assistants  Guidelines. 
There  was  a review  of  the  new  law  (Public  Law  95-210, 
Medicare  and  Medicaid  Reimbursement  for  Rural  Health 
Clinics)  providing  that  two  physician  extenders  may  be 
supervised  by  a physician  in  private  practice.  It  further 
provides  that  under  certain  circumstances  rural  clinics  may 
be  staffed  only  by  physican  assistants,  and  the  Secretary 
of  HEW  has  the  right  to  establish  clinics  in  urban  medically 
underserved  areas  and  inner  core  city  districts  where  no 
physician  is  available.  However,  New  York  State  Law  at 
this  time  is  very  specific  that  any  such  clinic  must  be  under 
the  direct  supervision  of  a physician. 

The  MSSNY  Health  Manpower  Committee  has  re- 
quested that  the  specialty  societies  develop  guidelines  for 
assistants  in  their  particular  disciplines. 

Hequest  by  the  New  York  State  Federation  of  An- 
esthesiologists that  the  MSSNY  Not  Hepresent  An- 
esthesiologists in  Workmen’s  Compensation  Nego- 
tiations. Previous  requests  by  the  New  York  State  So- 
ciety of  Anesthesiologists  and  the  Federation  were  con- 
sidered by  the  MSSNY  Committee  on  Workmen’s  Com- 
pensation and  Occupational  Health,  and  the  Council  ap 
proved  that  committee’s  recommendation  on  April  27, 
1978,  which  read. 

It  was  unanimously  passed  that  the  Council  reaffirm 
its  previous  position  that  the  MSSNY  representatives 
on  the  Workmen’s  Compensation  Board’s  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  will  negotiate  for  the  medical  profession  as  a 
whole  and  that  the  input  of  the  medical  specialty  so- 
cieties into  such  representation  shall  be  via  the 
MSSNY  and  its  constituent  bodies. 

There  was  discussion  of  how  Workmen’s  Compensa- 
tion negotiations  are  conducted,  emphasizing  that  the  last 
two  increases  (July  1,  1976,  and  February  16,  1978)  were 
promulgated  by  the  Workmen’s  Compensation  Board 
Chairman  without  regard  to  MSSNY  recommendations. 
It  was  pointed  out  that  the  input  from  specialty  groups  into 
the  negotiations  is  through  the  various  committees,  par- 
ticularly through  their  representatives  on  the  Interspeci- 
alty Committee.  It  was  further  pointed  out  that  when,  as 
has  been  the  practice  in  the  past,  the  chairman  promulgates 
an  overall  percentage  increase,  the  manner  in  which  that 
percentage  is  allocated  between  various  sections  of  the 
schedule  affects  the  payments  for  other  groups.  There  was 
general  agreement  that  any  and  all  differences  between 
various  groups  that  constitute  the  medical  profession 
should  be  resolved  by  discussion  and  consensus  within 
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MSSNY  and  thus  permit  a unified  approach  when  dealing 
with  outside  groups. 

It  was  passed  that  the  MSSNY  Council  should  reconfirm 
its  previous  position  that  the  MSSNY  continue  to  rep.  e- 
sent  all  segments  of  the  medical  profession  in  the  State  of 
New  York  in  negotiating  with  the  Workmen’s  Compensa- 
tion Board. 

Governor  Carey’s  Program  Bills  311,  312,  and  267. 
The  implications  of  these  bills  were  reviewed,  particularly 
Bill  267,  which  would  force  physicians  in  the  specialties  of 
Radiology,  Pathology,  and  Anesthesiology  to  enter  into 
fixed  salary  relationships  with  hospitals.  The  bills  were 
an  attempt  by  the  State  Government  to  circumvent  the 
purpose  of  Public  Law  93-641  and  the  function  of  the 
Health  Systems  Agencies  established  lender  that  law.  Bill 
267  would  not  only  impose  limits  on  the  incomes  of  the 
involved  physicians  but  give  the  Department  of  Health  the 
authority  to  curtail  ancillary  hospital  services  by  forcing 
the  merger  of  various  departments  in  different  hospitals 
into  one  entity.  The  Hospital  Association  of  New  York 
State  has  been  alerted  to  the  implications  of  Bill  267. 
Physicians  must  recognize  that  although  specifically 
mentioned  are  only  the  three  disciplines,  once  the  door  is 
opened  it  can  be  anticipated  that  the  same  limitations  will 
be  forced  on  all  other  physician  services  rendered  in  an 
in-hospital  setting. 

Dr.  Lansky  stated  that  the  New  York  State  Society  of 
Pathologists,  along  with  those  of  Radiologists  and  Anes- 
thesiologists, had  received  an  invitation  to  meet  with  leg- 
islators and  Department  of  Health  personnel  on  May  9, 
1978.  He  requested  that  MSSNY  seek  to  postpone  this 
meeting  to  a later  date  to  permit  the  gathering  of  data  and 
a meeting  of  the  various  physician  groups  to  be  represented 
to  correlate  their  presentation. 

The  discussion  noted  that  what  Bill  267  was  attempting 
to  impose  was  similar  to  the  attempt  in  1972  through  Sec- 
tion 86-1 1-C,  which  MSSNY  resisted  vigorously  and  suc- 
cessfully. 

It  was  passed  that  it  be  recommended  to  the  Council  that 
MSSNY  mount  strong  and  energetic  resistance  to  the 
proposed  Bill  267  on  the  grounds  that  a physician  and  a 
hospital  shall  have  the  right  to  enter  into  any  contract  ar- 
rangement that  is  mutually  satisfactory  without  restric- 
tions imposed  by  governmental  agencies  or  other  third 
parties. 

Letter  from  President  of  the  New  York  State  Soci- 
ety of  Internal  Medicine  to  Assemblyman  M.  Miller 
Supporting  the  Use  of  Diagnostic  Drugs  by  Optome- 
trists. The  representative  of  the  New  York  State  Society 
of  Ophthalmologists  called  the  committee’s  attention  to 
this  letter,  in  which  the  writer  stated  that,  although  he  is 
the  president  of  the  New  York  State  Society  of  Internal 
Medicine,  he  is  writing  as  an  individual.  The  impropriety 
of  this  type  of  comment,  as  well  as  the  fact  that  his  position 
is  contrary  to  that  taken  by  the  New  York  State  Society  of 
Internal  Medicine,  were  noted.  It  was  further  noted  that 
MSSNY  has  opposed  Bill  A- 1890,  which  would  permit  the 
use  of  such  drugs  by  optometrists. 

The  representative  of  the  New  York  State  Society  of 
Internal  Medicine  stated  that  his  society  is  dealing  with  the 
problem  presented  by  the  letter  in  question,  and  there  was 
consensus  that  the  matter  be  left  for  resolution  within  that 
organization. 

The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 


also  wishes  to  thank  Max  N.  Howard,  M.D.,  Director  of  the 
Division  of  Medical  Services,  William  D.  Brainin,  Associate 
Director,  and  Mrs.  Gladys  B.  Wunsch,  Secretary,  for  their 
conscientious  efforts  and  diligence. 

Respectfully  submitted, 

Samuel  H.  Madell,  M.D.,  Chairman 


INTERSPECIALTY  ( SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  the  preparation  of  our  annual  report  the  following 
topics  were  discussed  at  a meeting  held  on  June  29, 
1978. 

Resolution  77-44,  Fee  for  Arthroscopy  of  Knee  and 
Other  Joints 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  establish  a line  and  fee  for  the  sur- 
gical operation  known  as  arthroscopy;  and  be  it  fur- 
ther 

Resolved,  That  the  fee  recommended  by  the  Medical 
Society  of  the  State  of  New  York  be  set  at  $350,  with  a 
week  aftercare  period. 

The  MSSNY  Workers’  Compensation  and  Occupational 
Health  Committee  previously  considered  this  resolution 
and  recommended  a unit  value  of  4.7  to  maintain  the  rel- 
ativity of  the  entire  Workers’  Compensation  Medical  Fee 
Schedule,  which  was  based  on  the  California  1969  RVS, 
with  the  further  recommendation  that  an  additional  pay- 
ment be  made  only  when  the  arthroscopy  is  performed  as 
an  independent  procedure. 

It  was  emphasized  that  the  discussion  was  directed  only 
to  the  Workers’  Compensation  Medical  Fee  Schedule,  and 
there  would  be  no  attempt  to  arrive  at  a dollar  amount,  but 
to  resolve  the  question  of  relativity. 

It  was  moved,  seconded,  and  passed  with  one  nay  vote 
that  it  be  recommended  to  the  MSSNY  Council  that  it  seek 
to  have  a line  item  established  in  the  Workers’  Compen- 
sation Medical  Fee  Schedule  for  arthroscopy  and,  to 
maintain  the  original  relativity  on  which  the  1973  schedule 
was  based,  knee  art  hroscopy  be  assigned  a unit  value  of  4.7 
payable  only  when  performed  as  an  independent  proce- 
dure, with  the  further  recommendation  that  when  ar- 
throscopy is  followed  by  immediate  surgery  there  be  no 
additional  payment  above  that  set  for  the  surgery.  This 
motion  was  tabled  at  the  MSSNY  Council  meeting  of 
September  28,  pending  updating  of  the  fee  schedule. 

Regionalization  of  Fees.  The  Worker’s  Compensation 
Board  Chairman  has  been  discussing  for  some  time  re- 
placing a uniform  Statewide  fee  schedule  with  differentials 
to  reflect  the  disparate  fees  existing  among  the  various 
regions,  and  exploring  with  several  groups  experienced  in 
accumulating  and  analyzing  statistical  data  the  method- 
ology on  which  differentials  can  be  based.  In  January  of 
1978,  the  Chairman  indicated  he  would  proceed  rapidly 
with  this  project,  but  a lull  followed  until  just  recently.  On 
June  6,  the  division  director  attended  a meeting  convened 
by  the  Chairman;  present  were  t he  Deputy  Superintendent 
and  the  Counsel  of  the  Department  of  Insurance,  Workers’ 
Compensation  Board  executive  personnel,  and  an  outside 
statistician.  The  project  was  discussed,  with  emphasis  by 
the  statistician  that  it  would  be  directed  not  towards  de- 
termining physicians’  incomes,  but  rather  ascertaining  the 
differences  in  professional  overhead  expenses  and  the  cost 
of  living  in  various  regions. 
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The  statistician  indicated  that  the  study  would  he  based 
on  material  obtained  from  a variety  of  sources,  including 
AMA  data  from  New  York  State  which  the  MSSNY  pre- 
sented a year  ago  when  it  requested  the  Chairman  to  pro- 
mulgate an  overall  30%  increase  in  fees.  (Incidentally,  this 
data  was  rejected  by  the  insurance  carriers  and  the  WCB 
Chairman  at  the  time  presented  because  it  was  considered 
“tainted.”)  I’he  original  estimate  for  concluding  the  study 
was  about  three  months;  the  latest  estimate  was  about  a 
year. 

At  the  last  meeting  of  the  Advisory  Committee  on  June 
28,  the  MSSNY  representatives  pointed  out  to  the  Chair 
man  that  in  prior  discussions  of  an  increase  in  the  Medical 
Fee  Schedule  the  target  date  was  July  1,  1977,  whereas  the 
increase  of  13%  he  promulgated  became  effective  on  Feb- 
ruary 16,  1978.  In  view  of  the  considerable  inflationary 
increases  in  physicians’  expenses,  he  was  asked  whether  he 
was  contemplating  another  increase.  He  replied  that  there 
would  be  no  increase  in  fees  until  the  regionalization  study 
is  completed.  The  statistician  was  to  prepare  a formal 
proposal  to  be  submitted  to  the  Chairman’s  committee  for 
study. 

At  the  conclusion  of  the  June  6 meeting,  the  division 
director  was  asked  if  the  MSSNY  had  any  alternative 
proposals  and  replied  “yes.”  The  first  suggestion  was  that 
physicians  be  paid  on  the  basis  of  usual,  customary,  and 
prevailing  fees,  utilizing  a central  computer  into  which 
would  be  programmed  each  physician’s  individual  profile, 
with  terminals  in  each  insurance  carrier’s  office.  This 
proposal  had  been  made  twice  previously  to  the  Chairman, 
emphasizing  that  this  would  regionalize  fees  in  accordance 
with  individual  physician’s  patterns  of  practice,  rather  than 
an  arbitrary  geographic  line.  It  was  again  rejected. 

The  division  director  then  suggested  that  the  percentage 
differentials  established  by  Medicare  for  different  areas 
of  the  State  might  also  be  used  in  workers’  compensation. 
This  too  was  unacceptable. 

The  MSSNY  Executive  Committee  on  June  7.  1978, 
considered  two  problems  in  connection  with  regionalization 
of  fees: 

1.  The  varying  opinions  among  our  members  whether 
or  not  there  should  be  different  fees  for  the  same 
procedure  when  performed  in  different  areas.  The 
Council  has  on  a previous  occasion  indicated  that 
variations  in  fees  were  acceptable  when  based  on 
prevailing  patterns;  and 

2.  whether  or  not  the  MSSNY  should  cooperate  with  the 
WCB  Chairman’s  committee  and  furnish  requested 
data  and  information.  The  Executive  Committee  felt 
it  was  better  to  know  what  was  going  on  and  thus 
perhaps  have  input  into  the  decisions  reached. 

A variety  of  opinions  were  expressed  by  the  members  of 
this  committee.  The  Society  of  Internal  Medicine  repre- 
sentative stated  that  his  society  was  against  regionalization 
because  its  study  had  shown  that,  except  for  medical  lia- 
bility premiums,  there  was  little  difference  in  the  cost  of 
practicing  from  one  area  to  another. 

At  the  conclusion  of  the  discussion,  although  taking  note 
that  the  MSSNY  Council  has  already  taken  a position  on 
the  matter  of  regionalization  of  fees,  it  w’as  decided  that 
since  the  issue  is  of  considerable  import,  it  should  be  pre- 
sented by  the  Specialty  Society  representatives  on  the 
Interspecialty  Committee  to  their  respective  executive 
committees  to  develop  an  official  opinion  that  can  be  ex- 
pressed through  this  committee  to  the  MSSNY. 


Governor  Corey’s  Program  Hill  #267.  This  proposed 
bill  would  prohibit  percentage  arrangements  to  be  entered 
into  between  pathologists,  radiologists  or  anesthesiologists 
and  hospitals,  and  would  restrict  the  amount  of  payment 
that  could  be  made  to  physicians  in  these  specialties.  The 
MSSNY  objected  to  this  bill  and  arranged  for  a meeting 
on  May  9,  1978,  of  representatives  of  the  radiologists,  pa- 
thologists and  anesthesiologists,  the  Hospital  Association 
of  New  York  State,  and  the  MSSNY  with  the  New  York 
State  Health  Planning  Commission.  No  specific  decision 
was  reached  at  the  meeting.  The  anesthesiologists  pointed 
out  that  no  anesthesiologist  has  a percentage  arrangement 
with  hospitals.  The  pathologists  are  in  the  process  of  ac- 
cumulating data.  HANYS  was  against  the  Governor’s 
proposal.  The  representat  ive  of  the  State  Health  Planning 
Commission  questioned  whet  her  the  problem  was  of  suf- 
ficient magnitude  to  warrant  a major  change  in  the  present 
mode,  indicated  they  were  following  the  situation,  at- 
tempting to  correct  individual  instances  of  abuse  when 
such  was  detected,  and  for  the  present  plan  no  immediate 
implementation  of  the  Governor’s  proposal. 

llpdating  of  Workers’  Compensation  Medical  Fee 
Schedule.  This  committee  recommended  that  the 
MSSNY  request  the  WCB  Chairman  to  update  the  present 
Workers’  Compensation  Medical  Fee  Schedule  by  adopting 
the  CPT  4th  Edition  terminology  and  the  relativity  for  that 
terminology  established  by  MSSNY  survey  reflecting 
customary  practices  in  New  York  State.  In  discussing  this 
recommendation,  the  MSSNY  Workers’  Compensation 
Committee  concluded  that  it  was  most  unlikely  the  carriers 
would  accept  the  six  different  types  of  office  visits  listed 
in  the  CPT  and,  if  their  opposition  to  this  change  remained 
as  adamant  as  in  the  past,  it  was  questionable  whether  the 
Chairman  would  accede  to  our  request.  The  carriers  have 
claimed  it  would  be  impractical  for  their  reviewers  to  dis- 
tinguish between  the  various  types  of  office  visits  and  this 
would  pose  an  administrative  problem  of  considerable 
magnitude.  It  is  also  unlikely  that  the  carriers  will  accept 
the  CPT  listing  of  physical  medicine  and  rehabilitation 
services  without  more  clearly  defined  guidelines.  The 
MSSNY  Workers’  Compensation  Committee  felt  that 
these  two  issues  must  be  addressed  if  there  is  to  be  a real- 
istic likelihood  of  having  the  MSSNY  request  accepted. 

The  MSSNY  Workers’  Compensation  Committee  rec- 
ommended that  at  this  time  we  limit  our  request  for  the 
change  in  the  fee  schedule  to  increase  the  types  of  office 
visits  to  three  from  the  present  two,  with  the  expectation 
that  experience  will  prove  that  the  anticipated  problems 
of  the  carriers  are  not  insurmountable  and  that  at  a future 
date  further  delineation  of  office  visits  can  be  intro- 
duced. 

It  was  moved,  seconded,  and  unanimously  passed  that 
in  seeking  the  update  of  the  WC  Medical  Fee  Schedule  the 
MSSNY  seek  the  inclusion  of  three  types  of  visits,  namely 
comprehensive,  intermediate  and  limited,  with  the  defi- 
nitions to  be  those  of  the  AMA  CPT  4th  Edition.  The 
MSSNY  Council  approved  the  above  on  September  28, 
1978. 

In  regard  to  the  section  on  Physical  Medicine  and  Re- 
habilitation, insurance  carriers  constantly  complain  of  the 
overutilization  of  modalities  such  as  diathermy  and  ul- 
trasound, and  it  is  anticipated  that  they  will  resist  the  CPT 
listings  as  they  now  stand  unless  definitive  guidelines  are 
incorporated.  It  was  recommended  that  this  matter  be 
pursued  by  staff  with  the  New  York  State  Society  of 
Physical  Medicine  and  Rehabilitation. 


March  1979/New  York  State  Journal  of  Medicine  601 


The  division  director  reported  that  he  has  had  some 
preliminary  discussions  with  the  WCB  Chairman  in  regard 
to  updating  the  terminology  of  the  Fee  Schedule  and  rel- 
ativity changes,  and  the  Chairman  implied  that  he  would 
consider  such,  provided  there  was  no  resulting  inflationary 
impact.  The  division  director  replied  that  this  could  be 
done  by  utilizing  the  data  of  the  “Medical  Bill  Study  Based 
on  Carrier  Reports”  that  was  compiled  in  1977.  However, 
as  was  pointed  out  to  this  Committee  about  a year  ago,  the 
change  in  relativity  from  the  present  fee  schedule  to  that 
established  by  the  MSSNY  survey  would  entail  a reduction 
in  payments  for  the  more  common  services  rendered  by 
physicians  resulting  from  the  increase  in  fees  payable  for 
the  more  complicated  procedures,  although  these  occur  less 
frequently.  It  is  important  that  our  members  understand 
that  as  long  as  the  total  dollar  amount  available  remains 
unaltered  payments  for  what  might  be  termed  the  ‘bread 
and  butter’  items  will  be  decreased.  It  was  the  consensus 
that  the  relativity  we  are  requesting  being  based  on  our 
survey,  we  will  have  to  accept  whatever  results  from  the 
changeover. 

All  the  Specialty  Societies  were  requested  to  review  the 
relativity  of  procedures  within  their  disciplines  as  estab- 
lished in  the  survey  to  determine  if  there  were  any  gross 
errors  or  disparities  and  to  inform  the  division  director  of 
such  so  that  corrections  can  be  considered  when  the 
MSSNY  formalizes  its  request  to  the  Chairman. 

The  societies  were  also  requested  to  address  those  pro- 
cedures for  which  no  relativity  was  established  because  of 
the  inadequacy  of  data  as  well  as  new  procedures  or  services 
that  have  developed  since  the  AMA  CPT  4th  Edition  was 
published,  and  to  submit  such  information  to  the  division 
director. 

Patterns  of  Practice  Survey.  Following  the  Council’s 
approval  to  conduct  this  survey,  implementation  was  de- 
layed to  await  data  from  surveys  conducted  by  the  AMA 
covering  the  years  1975  and  1976,  and  the  National  Opinion 
Research  Center.  The  data  referred  to,  reportedly  to  be 
available  in  the  very  near  future,  many  contain  sufficient 
information  to  satisfy  our  needs. 

The  need  to  determine  overhead  expenses  incurred  in 
practicing  medicine  in  New  York  State  has  been  recognized 
for  many  years,  and  that  necessity  becomes  more  evident 
with  every  day  as  the  MSSNY  is  repeatedly  challenged  to 
present  factual  data  to  support  its  claims  and  requests. 
Here  again  the  two  surveys  referred  to  above  may  meet  this 
need.  If  not,  thought  is  being  given  to  enlarging  the  orig- 
inal questionnaire,  contemplated  for  the  Patterns  of 
Practice  Survey  to  include  expense  figures. 

The  committee  expressed  its  agreement  with  delaying 
further  action  in  this  area  pending  the  receipt  of  the  two 
studies. 

Specialty  Coding  and  Differentials  in  the  Workers' 
Compensation  Medical  Fee  Schedule.  ’Phis  Com- 
mittee’s original  recommendation  that  the  MSSNY  seek 
the  adoption  of  the  AMA  CPT  4th  Edition  terminology  and 
revised  relativity  was  accompanied  by  a recommendation 
that  the  schedule  continue  to  pay  a differential  to  spe- 
cialists who  render  services  within  their  particular  scope. 
The  committee  reaffirmed  this  opinion. 

The  representatives  of  the  MSSNY  on  the  Workers’ 
Compensation  Advisory  Committee  have  pointed  out  that 
one  of  the  anticipated  problems  is  a challenge  from  t he 
insurance  carriers  of  the  “scope”  of  Family  Physicians;  our 
request  as  it  now  stands  would  effect  a change  by  removing 
the  present  paragraph  in  the  schedule  that  pertains  to 
Family  Physicians  and  include  them  under  the  general 


heading  of  Specialists.  It  is  reasonably  certain  that  the 
carriers  will  demand  a clearer  definition  of  those  areas 
where  the  Family  Physicians  will  be  deemed  to  be  serving 
as  Specialists.  It  was  left  that  the  division  director  will 
explore  this  matter  further  with  the  Academy  of  Family 
Physicians. 

Guidelines  for  Physician  Extenders.  The  Specialty 
Societies  have  been  requested  at  previous  meetings  to 
submit  guidelines  for  physician  extenders  in  their  partic- 
ular specialty.  Only  one  Society  (Obstetrics  and  Gyne- 
cology) has  submitted  such  guidelines. 

It  was  reported  that  the  anesthesiologists  have  no 
guidelines;  the  radiologists  disapprove  of  physician  ex- 
tenders and  will  not  submit  any  guidelines.  There  were 
expressions  of  general  disapproval  of  physician  extenders 
as  now  defined  and  permitted  to  function. 

Chapter  76  Lawsuit.  A report  was  made  on  the  status 
of  our  suit.  Subsequent  to  the  meeting,  the  State  of  New 
York  agreed  in  a Consent  Order  accepted  by  the  court,  that 
they  would  not  implement  those  provisions  to  which  the 
MSSNY  had  taken  exception. 

Requests  by  Anesthesiologists.  The  committee  was 
informed  of  further  correspondence  received  in  regard  to 
the  request  by  the  New  York  State  Society  of  Anesthesi- 
ologists and  the  New  York  State  Federation  of  Anesthe- 
siologists that  the  MSSNY  not  represent  them  in  nego- 
tiations with  the  Workers’  Compensation  Board. 

Medical  Liability  Premiums.  In  regard  to  the  state- 
ment that  there  would  be  no  general  increase  in  premiums 
for  the  year  starting  July  1,  1978,  if  such  is  approved  by  the 
Superintendent  of  Insurance,  it  was  commented  that  there 
have  been  increases  in  some  groups  and  it  was  questioned 
whether  such  were  based  on  actuarial  data.  The  division 
director  stated  that  he  had  raised  this  question  and  been 
informed  that  the  changes  were  in  fact  based  on  actuarial 
figures. 

Respectfully  submitted, 

Samuel  H.  Madell,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  reference  committee  report  was 

presented  by  George  W.  Melcher,  Jr.  M.D.,  Chairman. 

The  annual  and  supplementary  reports  of  the  Inter- 
specialty  Committee  were  reviewed. 

Your  reference  committee  calls  attention  to  the  request 
of  the  New  York  State  Society  of  Anesthesiologists  that 
MSSNY  not  represent  the  anesthesiologists  in  Workers’ 
Compensation  Board  negotiations.  Your  reference  com- 
mittee was  informed  that  a meeting  is  to  be  held  with  the 
representatives  of  the  New  York  State  Federation  of  An- 
esthesiologists and  the  New  York  State  Society  of  Anes- 
thesiologists at  which  time  it  is  hoped  a satisfactory  reso- 
lution of  this  matter  can  be  reached. 

Your  reference  committee  was  impressed  by  the  report 
of  the  activities  of  the  Interspecialty  Committee  and  the 
close  liaison  that  has  been  established  between  Specialty 
Societies  and  MSSNY.  In  the  past  this  relationship  has 
served  to  resolve  differences  among  various  disciplines 
when  they  arise  and  a consensus  reached  that  can  be  sup- 
ported by  MSSNY  and  the  Specialty  Societies.  Such 
resolution  of  differences  is  greatly  to  be  desired. 

Your  reference  committee  strongly  urges  the  active 
participation  of  the  recognized  Spcecialty  Societies  in  the 
activities  of  the  Interspecialty  Committee  to  bring  the 
problems  of  specialty  groups  to  the  attention  of  MSSNY, 
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and  for  the  latter  to  call  to  the  attention  of  the  Specialty 
Societies  problems  that  involve  such  societies  in  particular 
or  the  profession  as  a whole.  In  this  fashion  the  medical 
profession  can  act  as  a cohesive  and  unified  body  and  speak 
most  effectively. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Interspecialty  Com- 
mittee be  adopted. 

. . .The  House  voted  to  ADOPT  the  annual  and 
supplementary  reports  of  the  Interspecialty  Committee 

PROFESSIONAL  STANDARDS  REVIEW 

ORG  \ N1ZATIONS  (AN N I \/.) 

To  the  House  of  Delegates,  l.adies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Pro- 
fessional Standards  Review  Organizations: 


Charles  N.  Aswad,  M l).,  Chairman  Broome 

Irwin  Felsen,  M.D Allegany 

Donald  Raines,  M.D Monroe 

John  T.  Prior,  M.D Onondaga 

Neville  W.  Harper,  M.D Oneida 

Donald  A.  Richter,  M.D Franklin 

Gerald  Haines,  M.D Schenectady 

Arthur  D.  Hengerer,  M.D Albany 

Allen  D.  Levine.  M.D Orange 

Daniel  A Sherber,  M.D Westchester 

Howard  B.  Goldstein,  M.D Rockland 

Roger  W.  Steinhardt,  M.D New  York 

William  A.  Schwarz.  M.D Richmond 

Joseph  R.  Brennan,  M.D Kings 

Morton  Kurtz,  M.D Queens 

George  Pollock,  M.D Nassau 

Michael  A.  Walsh,  M.D Bronx 

Valentino  J.  Bianchini,  M.D Suffolk 

Ms.  Susan  Petitte Erie 


The  State  Support  Center  assisted  several  of  the 
PSRO  regions  in  their  incorporation  processes  and  also 
assisted  in  the  preparation  of  planning  grant  applications 
for  several  of  the  PSRO  regional  areas.  The  Subcommittee 
on  Education  developed  an  education  program  to  get  in- 
formation out  to  the  40,000  doctors  in  New  York  State 
concerning  what  PSRO  is,  how  it  has  been  developed,  how 
it  affects  the  individual  doctor,  and  why  should  a physician 
be  a member,  etc.  Seminars  were  held  on  Utilization  Re- 
view, Concurrent  Utilization  Review,  and  Physician 
Medical  Audit,  etc.,  and  two  videotape  programs  were 
produced.  The  first  one  was  a panel  discussion  covering 
legislation  history  of  P.L.  92-603  entitled,  “PSRO:  A 

Discussion,”  and  the  second  videotape  was  entitled, 
“Health  Resources  Allocation  through  Utilization  Review 
in  the  Acute  Care  Hospital,"  a five  part  program  con- 
cerning utilization  review  and  the  establishment  of  criteria 
in  hospitals.  Many  requests  were  received  nationally  and 
even  internationally  for  these  tape  programs. 

Demonstrations  of  data  processing  systems  with  po- 
tential PSRO  applications  w-ere  presented  at  the  State 
Support  Center  meetings,  which  included  the  NYSHUR 
system  (New  York  State  Health  Department),  the  Medical 
Advances  Institute  System  of  Ohio  (MAI),  Optimum 
Systems  ot  Utah  (OSCHUR),  the  Dikewood  System,  and 
the  data  system  of  the  Hospital  Association  of  New  York 
State.  The  State  Support  Center  staff  actively  partici- 
pated in  the  New  York  State  Study  for  a Unified  Hospital 
Data  System. 


During  the  past  four  years  the  following  subcommittees 
were  formed: 

1.  Education 

2.  Memorandum  of  Understanding  forTitles  XVIII 
and  XIX 

3.  Personnel  Policy  Development 

4.  Criteria  and  Standards  Development 

5.  Data  Consortium 

6.  Hospital  Insurance  Association  of  America/ 
PSRO 

7.  Third  Party  Payors 

8.  Insurance 

9.  Pension  Plans 

10.  Affirmative  Action  Program 

11.  Level  of  Care 

12.  Fringe  Benefits 

13.  Data  RFP 

At  our  State  Support  Center  meetings  we  have  provid- 
ed speakers  such  as  National  PSR  Council  members,  rep- 
resentatives from  HEW,  representatives  from  the  NYS 
Health  Department  and  NYS  Social  Services  Department, 
the  Assistant  Secretary  of  HEW,  Russell  Johnson,  M.D. 
(HANYS),  representatives  from  Blue  Cross,  S.  David 
Pomrinse,  M.D.,  from  Greater  New  York  Hospital  Asso- 
ciation, etc. 

In  1977  we  were  invited  to  testify  before  the  House  Ways 
and  Means  Committee  Subcommittee  on  Oversight  and 
also  before  the  New  York  Congressional  Delegation 
meeting  concerning  the  continuing  conflict  of  New  York 
State’s  defiance  of  Federal  law  from  whence  we  derive  our 
authority. 

At  the  time  of  the  publication  of  this  report,  the  Mem- 
orandum of  Understanding  between  New  York  State  and 
the  PSROs  is  still  in  the  tedious  process  of  being  nego- 
tiated. Despite  this  delay,  strong  progress  is  being  made 
by  most  of  the  PSROs  toward  the  delivery  of  their  pro- 
grams. 

The  April  3,  1978,  meeting  marked  the  conclusion  of  the 
Support  Center  contract  with  HEW  and  it  should  be  a 
source  of  pride  to  MSSNY  that  the  contract  was  entirely 
successful  in  that  17  PSROs  are  now  fully  funded  and  in 
operation  in  New  York  State.  The  very  sensitive  balance 
between  supporting  the  creation  of  these  organizations  and 
at  the  same  time  avoiding  interference  with  their  inde- 
pendent operation  makes  this  a uniquely  challenging  task. 
The  mutual  cooperation  of  both  the  physician  members 
and  the  executive  staffs  in  the  operation  of  the  Support 
Center  made  possible  a creative  format  for  the  exchange 
of  views  and  mutual  support  of  the  common  goal  of  creating 
a credible  review  mechanism. 

The  difficult  task  of  bringing  Federal  and  State  laws  into 
a workable  entity  has  consumed  more  time  and  effort  that 
should  have  been  applied  to  the  actual  processes  of  im- 
plementation of  PSRO  programs,  however,  this  has  been 
an  unavoidable  problem  and  not  one  which  was  physi- 
cian-created. It  must  be  constantly  emphasized  that  any 
delay  in  implementing  this  program  has  been  the  result  of 
what,  at  times,  seemed  endless  minutes  attempting  to  re- 
solve disputes  between  the  State  and  Federal  intentions. 
Throughout  this  entire  frustrating  period,  physicians 
across  the  State  have  remained  committed  to  their  purpose 
of  a strong  PSRO  program  of  the  highest  integrity. 

Respectfully  submitted, 

Charles  N.  Aswad,  M.D.,  Chairman 
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PROFESSIONAL  STANDARDS  REVIEW 
ORGANIZATION  ( SUPPLEMENTARY) 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  the  preparation  of  our  annual  report  the  following 
topics  were  discussed  at  a meeting  held  on  June  12, 
1978. 

Chapter  76  Suit.  The  attorneys  representing  the 
MSSNY  in  its  suit  seeking  withdrawal  of  the  objectionable 
provisions  of  Chapter  76  proposed  by  the  State  of  New 
York  informed  us  this  morning  that  the  State  has  agreed 
to  withdraw  the  provisions  pertaining  to  deferrable  surgery 
and  mandatory  second  opinion  for  elective  surgery  and  to 
revert  to  the  pre-Chapter  76  status,  pending  the  signature 
of  a Memorandum  of  Understanding  with  the  PSROs. 
Second  pre-operative  opinions  would  be  voluntary.  The 
one  day  pre-operative  hospital  stay  provision  would  remain 
but  lengthier  stays  would  be  permitted  when  determined 
“medically  necessary.”  If  the  State  satisfactorily  incor- 
porates these  provisos  in  a document  acceptable  to  the 
MSSNY  and  is  signed  by  the  court,  the  MSSNY  would 
withdraw  its  motion  before  the  court  without  prejudice  to 
reinstituting  it  should  the  State  attempt  to  reintroduce  the 
objectionable  provisions  through  some  other  avenue  such 
as  the  MOUs  with  the  individual  PSROs. 

A satisfactory  document  was  subsequently  agreed  to, 
signed  by  the  court  and  the  MSSNY  did  withdraw  its 
motion  without  prejudice. 

It  was  emphasized  that  it  was  the  hope  of  the  MSSNY 
that  the  PSROs  would  not  agree  to  conditions  in  the  MOUs 
which  the  State  was  forced  to  withdraw  as  related  above. 

Memoranda  of  Understanding.  There  was  a lengthy 
discussion  of  the  Draft  MOU  reviewed  and  revised  on  May 
16,  1978.  In  regard  to  second  opinions,  it  was  noted  that 
the  MSSNY  position  is  that  this  should  be  voluntary,  ini- 
tiated by  either  the  patient  or  the  physician,  and  as  such 
has  been  a common  and  traditional  aspect  of  good  medical 
practice.  Medicare  pays  for  second  opinions  as  it  does  for 
other  consultations.  Presumably  Medicaid  will  provide 
for  payment. 

Distributed  and  discussed  was  the  HEW  proposal  for 
voluntary  second  opinions.  Since  PSROs  are  component 
HEW  arms,  compliance  for  Medicare  patients  would 
probably  be  required. 

Facets  of  the  problem  for  establishing  a list  of  approved 
consultants  were  explored  with  the  following  points  cov- 
ered: question  of  a joint  list  by  county  medical  societies 
or  an  individual  PSRO  list;  monitoring  of  the  qualifications 
of  consultants;  whether  such  consultants  must  be  Board 
certified  and  be  members  of  the  PSRO;  that  the  list  should 
not  be  limited  to  surgeons;  the  desirability  of  a pilot  study 
to  ascertain  whether  a second  opinion  program  is  effective 
in  improving  quality  and  is  cost  justified  before  embarking 
on  a nationwide  costly  program  of  uncertain  merit. 

Further  discussion  and  decision  was  deferred  pending 
the  receipt  of  the  revised  draft  from  New  York  State.  It 
was  again  stressed  that  the  MOUs  entered  into  by  indi- 
vidual PSROs  should  not  grant  to  the  State  those  provi- 
sions which  the  MSSNY  was  successful  in  having  delet- 
ed. 


Transmittal  / 48  — PSRO  Determinations  of  Medi- 
cal Necessity  and  Appropriateness  of  Level  of  Care  — 
Relationship  to  Medicare  Reimbursement.  The  Kings 
County  PSRO  has  not  implemented  the  procedure  speci- 
fied in  this  transmittal  as  it  considered  the  requirements 
to  be  unrealistic,  forcing  decisions  that  are  contrary  to  good 
medical  practice.  The  AAPSRO  and  the  AMA  have  also 
recommended  that  Transmittal  #48  not  be  implemented 
in  its  present  form. 

Contract  Language  — PSRO  Regulations  and  In- 
structions. New  contracts  contain  language  that  would 
bind  PSROs  to  abide  by  all  future  HEW  regulations  and 
instructions  upon  the  issuance  of  these,  including  trans- 
mittals such  as  #48. 

It  was  moved,  seconded  and  passed  that  it  be  recom- 
mended to  each  PSRO  to  explore  with  its  counsel  the 
elimination  or  modification  of  language  in  the  contract  that 
binds  it  to  a blanket  agreement  to  abide  by  all  future  HEW 
transmittals  and  that  this  MSSNY  position  be  communi- 
cated to  the  AMA  and  to  the  National  PSRO  Council. 

This  was  approved  by  the  MSSNY  Council  on  Septem- 
ber 28,  1978,  to  be  communicated  to  the  Statewide  PSR 
Council. 

“Carve-Out”  Days.  It  was  commented  that  requiring 
the  PSROs  to  “Carve-Out”  hospital  days  for  which  reim- 
bursement would  be  denied  to  the  hospital  is  contrary  to 
the  PSRO  intent;  the  PSRO  program  was  designed  to  be 
educational,  not  punitive,  in  its  first  level  application,  with 
disciplinary  actions  as  the  last  resort.  There  was  question 
whether  this  was  consistent  with  the  Reform  Act  of  1978 
(H.R.I.).  It  was  felt  at  this  time  that  PSROs  should  not 
become  involved  in  denying  payment  to  hospitals  re- 
troactively. 

New  York  Academy  of  Medicine  — Subcommittee 
on  Evaluation  of  Medical  Care  Audits  Performed  in 
New  York  City  Hospitals.  A communication  from  the 
New  York  Academy  of  Medicine  dated  May  24, 1978,  and 
addressed  to  the  Executive  Director,  New  York  Statewide 
PSR  Council  was  read.  The  academy  was  establishing  a 
subcommittee  on  “Evaluation  of  Medical  Care  Audits,” 
and  the  letter  states  “PSROs  are  requesting  membership 
on  this  subcommittee  and  that  the  Academy  of  Medicine 
voted  to  have  one  representative  from  the  PSROs  on  the 
subcommittee,  selected  by  the  5 in  NYC,  and  requested 
that  such  a representative  be  nominated. 

The  discussion  noted  that  only  one  NYC  PSRO  had 
requested  the  academy  for  committee  representation, 
without  consulting  with  the  other  4 NYC  PSROs. 

Of  greater  moment  was  the  fact  that  the  proposed  sub- 
committee would  be  duplicating  audits  that  are  prime 
functions  and  responsibilities  of  PSROs. 

After  discussion,  it  was  the  consensus  that  a represen- 
tative for  the  5 NYC  PSROs  should  not  be  nominated  to 
be  a member  of  the  subcommittee. 

Possible  Amalgamation  of  PSRO  Areas.  There  have 
been  rumors  that  HEW  will  force  the  combining  of  PSRO 
areas  in  some  regions  of  the  State.  With  this  in  mind  the 
chairman  suggested  that  the  members  give  thought  to 
whether  the  MSSNY  should  press  that  new  areas  estab- 
lished be  based  on  the  MSSNY  District  Branches  or  the 
HSA  areas,  to  enable  prompt  response  should  the  rumors 
materialize. 
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Data  Consortium.  In  view  of  the  fact  that  New  York 
State  has  received  a Federal  grant  and  assumed  full  control 
of  the  accumulation  of  data  that  had  been  the  function  of 
the  consortium  it  was  questioned  whether  the  latter  should 
continue  to  operate.  It  is  unlikely  that  the  consortium  will 
have  any  funding  after  September,  1978,  and  at  most  NYS 
will  allow  the  consortium  to  have  only  an  advisory  role. 

Varied  opinions  were  expressed  with  the  final  consensus 
that  it  was  not  worth  the  effort  to  continue  the  consortium 
after  its  funding  is  terminated.  The  fate  of  the  consortium 
will  probably  be  discussed  at  its  next  meeting. 

Federal  Data  Hank.  It  is  likely  that  the  Federal  gov- 
ernment will  fund  a national  data  bank  and  it  was  felt  that 
the  PSROs  should  obtain  relevant  data  from  that  source 
rather  than  from  the  State  controlled  bank  into  which  the 
PSRO  has  no  input.  The  importance  of  physicians  con- 
trolling data  to  assure  accuracy  and  validity  of  interpre- 
tation was  stressed.  Of  greatest  importance  is  the  main- 
tenance of  confident  iality  of  data.  Should  the  recent  de- 
cision by  Judge  Gesell  of  Washington,  D.C.  (in  the  National 
Capital  Medical  Foundation,  Inc.,  case)  that  under  the 
Freedom  of  Information  Act  all  PSRO  records  are  open  to 
the  public  be  upheld,  the  consequence  would  be  to  destroy 
the  effectiveness  of  the  PSRO  program. 

It  was  moved,  seconded,  and  unanimously  passed  that 
the  MSSNY  take  all  necessary  legal  action  to  prevent  ac- 
cess by  NYS  or  any  unauthorized  body  to  PSRO  data  that 
were  supposed  to  be  confidential. 

The  MSSNY  Council  on  September  28,  1978,  referred 
this  to  the  Committee  on  Information  Technology  in 
Medicine. 

Charge  to  the  PSRO  Coordinating  Committee.  The 

question  was  raised  whether  there  was  need  to  redefine  the 
charge  to  this  committee  in  view  of  the  termination  of  the 
PSRO  Support  Center.  It  was  felt  that  the  original  charge 
is  still  pertinent  and  requires  no  modification: 

Resolved,  That  the  Committee  on  PSRO  shall  im- 
mediately undertake  to: 

(1)  Collect  from  HEW,  other  governmental  agen- 
cies. and  other  sources,  and  maintain  in  an  ac- 
cessible manner,  all  the  available  information, 
procedures  of  operation,  and  legal  data  about' 
PSRO  and  other  health  care  systems; 

(2)  Function  as  a PSRO  and  health  care  systems 
information  distribution  center  for  MSSNY 
component  societies; 

(3)  Obtain  and  provide  criteria  and  predictors  for 
high  quality  medical  care  and  related  suojects. 

PSRO  Program  for  Annual  Meeting.  A PSRO  pro- 
gram will  be  held  in  the  Princess  Ballroom,  at  the  Ameri- 
cana Hotel,  at  10  A.M.  on  October  24th.  Dr.  Helen  L. 
Smits,  Director,  Health  Standards  and  Quality  Bureau,  will 
address  the  Medical  Society  of  the  State  of  New  York  and 
its  PSRO  Coordinating  Committee  concerning  PSROs  on 
a national  level. 

Respectfully  submitted, 

Charles  N.  Aswad,  M.D.,  Chairman 


Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D  . Chairman. 


In  addition  to  the  annual  and  supplemental  reports 
submitted  by  this  committee,  your  reference  committee 
was  fortunate  to  hear  an  oral,  detailed,  but  still  succinct, 
report  by  I)r.  Charles  Aswad.  He  concisely  outlined  the 
history  of  the  difficult  negotiations  that  spread  over  a 
four-year  period,  involving  relationships  between  the 
PSROs  and  the  New  York  State  Departments  of  Health 
and  Social  Services.  The  impasse  reached  required  in- 
volvement of  MSSNY  with  the  Department  of  Health, 
Education,  and  Welfare  and  members  of  both  houses  of 
Congress.  These  activities  obviously  consumed  much  time 
and  effort,  but  were  justified  by  the  PSROs  being  able  to 
retain  the  authority  and  responsibility  intended  to  be  theirs 
by  P.L.  92-603. 

More  recently,  under  the  provisions  of  P.L.  95-142, 
Federal  regulations  imposed  a requirement  that  a Memo- 
randum of  Understanding  be  signed  between  PSROs  and 
New  York  State  Department  of  Health.  These  last  ne- 
gotiations, extending  over  a period  of  a year,  have  again 
been  contentious  and  are  still  ongoing.  Although  some 
compromise  was  necessary  to  reach  agreement,  the  MOU 
enables  the  PSROs  to  retain  their  control  of  the  review 
process  keyed  to  the  practice  of  high  quality  medical  care, 
readily  accessible  to  the  public  and  efficiently  delivered. 
The  signing  of  the  MOU  is  voluntary  on  the  part  of  the 
individual  PSROs. 

At  the  conclusion  of  Dr.  Aswad’s  presentation  the 
chairman  of  your  reference  committee  thanked  Dr.  Aswad 
for  the  quality  of  his  report,  and  for  the  outstanding  work 
that  the  PSRO  Support  Center  and  the  MSSNY  PSRO 
Committee  have  performed  on  behalf  of  the  profession,  and 
acknowledged  in  particular  Dr.  Aswad’s  personal  contri- 
bution as  Medical  Director  of  the  Center  and  as  chairman 
of  the  committee. 

Your  reference  committee  recommends  a similar  com- 
mendation by  the  House  of  Delegates. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Professional  Standards 
Review  Organization  Committee  be  adopted. 

. . . The  House,  after  discussion,  voted  to  FILE  the 

annual  and  supplementary  reports  of  the  Professional 

Standards  Review  Organization  Committee  . . . 

Charles  N.  Aswad,  M.D.,  Chairman  of  the  Committee 
on  PSRO,  addressed  the  House  as  follows: 

The  purpose  of  my  address  is  to  assure  you  that  nothing 
that  was  done  in  the  negotiation  of  this  MOU  weakens  the 
position  of  the  State  Medical  Society  in  its  suit  against  the 
State  on  the  issues  of  preadmission  certification  and  second 
surgical  opinion.  We  have  been  assured  that  if  those 
PSROs,  those  independent  corporations,  in  their  wisdom 
see  it  appropriate  to  approve  the  MOU  that  was  hammered 
out  over  this  past  year,  it  will  not  jeopardize  the  position 
of  the  State  Society  in  court.  Basically,  what  was  done  was 
to  modify  preadmission  certification,  giving  the  sole  dis- 
cretion, determination  and  application  to  the  PSRO. 
Likewise,  on  second  surgical  opinion,  the  number  of  cases 
to  be  reviewed  were  limited  to  the  list  of  11  procedures 
which  was  promulgated  by  the  National  Professional 
Standards  Review  Council,  our  counterpart  at  the  national 
level. 

I would  like  to  state  that  it  remains  the  discretion  of  the 
individual  PSROs  to  sign  or  not  to  sign  the  memorandum. 
A word  of  caution  — if  individual  PSROs  decide  not  to 
sign,  then  the  State  would  be  mandated  to  impose  their 
own  rules  and  regulations  without  imput  from  the 
PSRO. 
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SOCIOECONOMICS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Socioeconomics  are 


as  follows: 

Dallas  E.  Billman,  M.D.,  Chairman  Steuben 

John  W.  Abbuhl,  M.D Albany 

Jeff  J.  Coletti,  M.D Nassau 

Alfred  L.  George,  M.D Genesee 

Richard  A.  Hughes,  M.D Warren 

Charles  S.  LaMonte,  M.D New  York 

Francis  J.  Loperfido,  M.D Bronx 

Gerald  J.  Lustig,  M.D Richmond 

Harold  N.  Schwinger,  M.D Kings 

Alexander  I.  Thomashow,  M.D Kings 

Leonard  S.  Weiss,  M.D „• Orange 


The  following  is  the  report  of  the  Committee  on  Socio- 
economics: 

Health  Crisis  - Position  Paper.  The  Council  charged 
this  committee  to  develop  a draft  of  a MSSNY  position 
paper  on  the  “Health  Crisis.”  It  was  felt  that  a cursory 
paper  would  be  meaningless,  but  than  an  indepth  analysis 
might  be  beyond  the  limited  available  division  staff  and 
time.  A thorough  study  would  require  the  services  of 
health  economists  and  statisticians.  The  opinion  was  that 
the  presentation  should  be  geared  to  informing  the  public 
what  governmental  intrusions  into  the  existing  health  care 
delivery  system  portends. 

The  phrase  “Health  Crisis”  is  erroneous,  for  the  tenor 
of  the  governmental  and  public  articles  and  discussions  has 
in  fact  been  concerned  with  a “Cost  Crisis.”  High  quality 
medical  care  is  at  present  readily  available  to  the  public, 
except  for  isolated  pockets  where  social  and  other  than 
medical  factors  are  the  cause,  and  hence  “Health  Crisis” 
is  a misnomer.  Acknowledging  that  the  medical  profession 
should  become  more  cost  conscious,  the  committee  stressed 
that  such  considerations  should  not  lead  to  a diminution 
of  the  quality  of  medical  care.  The  medical  professional 
should  attempt,  by  developing  and  presenting  positive 
measures  to  limit  or  control  health  care  delivery  cost  in- 
creases, to  forestall  further  legislative  and  governmental 
actions  that  are  frequently  poorly  thought  out  as  to  their 
consequences.  These  measures  should  address  themselves 
to  not  only  the  maintenance  of  high  quality  medical  care, 
but  also  its  accessibility.  The  public  must  also  be  made 
aware  that  the  arbitrary  closing  of  medical  facilities  will 
bear  the  social  price  of  increasing  the  already  dismal  un- 
employment situation  in  many  areas  of  the  State,  without 
guaranteeing  any  appreciable  reduction  in  the  costs. 

It  was  pointed  out  that  the  rising  cost  for  medical  care 
is  a problem  national  in  scope,  but  that  it  appears  to  be 
most  acute  in  New  York  State. 

The  committee  devoted  considerable  time  to  the  dis- 
cussion of  the  many  facets  of  the  “Health  Crisis”  and  cost 
containment.  The  48  points  covered  in  the  Summary 
Report  by  the  National  Commission  on  the  Cost  of  Medical 
Care  were  reviewed  and  opinions  voiced.  It  was  felt  that 
the  matters  discussed  were  of  such  moment  that  the 
members  of  the  committee,  as  well  as  the  newly  constituted 
Cost  Containment  Committee,  should  have  an  opportunity 
to  review  their  decisions  and  to  reflect  further  before  fi- 
nalizing the  report. 

With  the  appointment  by  the  President  of  the  Cost 
Containment  Committee  as  mandated  by  the  House  of 
Delegates  in  October,  1977,  the  preparation  of  the  position 
paper  was  assumed  by  the  ad  hoc  committee,  composed  of 


members  from  the  Socioeconomics,  Interspecialty,  PSRO, 
HSA,  and  Hospital  and  Professional  Relations  Committees 
(see  below). 

The  committee  is  to  meet  with  members  of  the  New 
York  Delegation  to  the  American  Medical  Association  to 
finalize  opinions  on  the  report  of  the  National  Commission 
on  the  Cost  of  Medical  Care. 

The  committee  emphasized  that  the  membership  of  the 
specialty  societies  possess  the  expertise  in  their  respective 
disciplines  enabling  them  to  formulate  positive  cost  con 
tainment  recommendations  without  diminishing  the 
quality  of  medical  services.  It  is  therefore  imperative  that 
the  specialty  societies  be  invited  and  afforded  the  oppor- 
tunity to  be  intently  involved  in  this  activity.  Question- 
naires were  mailed  to  a number  of  specialty  societies  in- 
viting expressions  of  their  suggestions. 

The  committee  also  recommended  inviting  to  participate 
in  the  deliberations  of  the  Cost  Containment  Committee 
respresentatives  of  consumers,  labor,  employers,  and  health 
insurance  carriers,  as  well  as  a close  liaison  with  the  Hos- 
pital Association  of  New  York  State. 

When  the  Cost  Containment  Committee  develops  con- 
crete suggestions  approved  by  the  MSSNY  Council,  these 
should  be  aggressively  publicized  and  the  HSAs  be  ap- 
prised of  the  committee’s  activities  so  that  they  work  in 
concert.  Lay  groups  could  be  approached  after  specific 
recommendations  have  been  formulated  for  explanation 
and  discussion.  Similar  dissemination  should  be  directed 
to  the  public,  legislators,  and  other  interested  bodies. 

The  following  suggestions  were  made  for  consideration 
by  the  Cost  Containment  Committee: 

1.  that  this  subject  be  incorporated  in  the  curricu- 
lum and  training  programs  of  medical  students  and 
hospital  house  staffs  so  that  they  become  conscious  of 
costs  and  alert  to  controlling  these  by  the  elimination 
of  unnecessary  procedures, 

2.  that  hospitals  furnish  attending  physicians  cop- 
ies of  itemized  bills  for  the  care  rendered  a physican’s 
patient  during  the  period  of  hospitalization,  and  thus 
become  aware  of  the  cost  factors  and  think  of  measures 
to  control  these, 

3.  that  staff  clinical  conferences  include  the  item 
of  costs  as  part  of  their  discussions, 

4.  that  hospitals  be  encouraged  to  establish  cost 
containment  committees  that  pertain  to  the  medical 
care  of  patients,  recognizing  that  physicians  are  the 
initiators  of  diagnostic  and  therapeutic  procedures 
that  constitute  the  expense  of  hospital  care. 

As  a counter  proposal  to  government  imposed  “arbi 
trary  and  inflexible”  measures,  the  AMA,  the  American 
Hospital  Association,  and  the  Federation  of  American 
Hospitals  have  undertaken  the  formation  of  cost  contain 
ment  committees  on  a voluntary  basis.  The  MSSNY,  as 
have  other  state  medical  societies,  received  requests  from 
the  AMA  to  constitute  such  committees.  The  MSSNY 
had  already  formed  such  a committee,  as  reported 
above. 

The  Council  approved  this  committee’s  recommendation 
that  local  county  medical  societies  he  encouraged  to  es- 
tablish cost  containment  committees  and  such  committees 
correlate  with  the  Ad  Hoc  Committee  on  Cost  Contain- 
ment of  the  MSSNY. 

“Key  Issues  in  Hospital  Financing"  Conference. 
Max  N.  Howard,  M l).,  reported  on  a meeting  of  July  12, 
1977,  which  he  attended  with  George  L.  Collins,  Jr.,  M.D., 
MSSNY  President,  at  which  were  discussed  the  pros  and 
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cons  of  the  Federal  government’s  proposal  to  place  a 9%  cap 
on  hospital  cost  increases.  The  conference  was  convened 
under  the  auspices  of  Kevin  Cahill,  M l).  Although  several 
of  the  panel  speakers  stressed  that  the  physician  was  the 
"key”  to  control  costs,  it  was  noted  that  a representative 
of  the  practicing  physicians  had  not  been  invited  as  a panel 
member. 

Utilization  of  Relative  Value  Scale.  It  was  reported 
that  the  New  York  State  Hospital  Accounting  and  Re- 
porting Manual  utilizes  the  California  Relative  Value 
Study  to  establish  payment  schedules.  Harold  N. 
Schwinger,  M.D.,  reported  that  the  Radiology  Section  of 
the  Manual  uses  fractional  and  total  indices  that  are  at 
variance  with  the  Radiology  survey  originally  conducted 
for  the  New  York  State  Relative  Value  Scale  and  are, 
therefore,  not  representative  of  the  practice  of  radiology 
in  this  State. 

The  Council  approved  the  committee’s  recommendation 
that  whenever  relative  value  studies  of  any  type  are  used 
by  New  York  State  governmental  agencies,  that  of  the 
MSSNY  should  be  the  one  utilized  and  the  committee 
recommends  that  the  MSSNY  request  the  appropriate 
State  authorities  to  do  so. 

Overhead  Expense  Survey.  The  AMA  did  respond 
to  our  request  to  separate  the  New  York  State  figures  from 
the  national  surveys  that  were  used  to  compile  the  AMA 
profile  of  medical  practice  for  the  years  1973  and  1974. 
The  data  obtained  was  meaningful,  but  was  not  as  com- 
plete as  desired.  The  division  director  is  of  the  opinion 
that  a better  analysis  would  result  from  a more  detailed 
questionnaire  based  on  random  sampling  of  physicians  that 
would  voluntarily  participate  annually  so  that  statistically 
valid  information  could  he  obtained.  The  need  for  such 
factual  data  in  our  negotiations  with  governmental  agencies 
becomes  more  acute  with  each  passing  day. 

There  was  a discussion  of  the  form  of  the  questionnaire, 
particularly  with  the  possibility  of  identifying  physicians 
that  could  lead  to  an  invasion  of  their  privacy.  It  was 
questioned  whether  a coding  identification  system  was 
necessary.  There  was  also  comment  on  the  fact  that  the 
sample  questionnaire  had  no  line  for  depreciation  of  capital 
expenditures. 

It  was  unanimously  passed  that  the  division  director 
review7  and  finalize  the  form,  determining  what  information 
it  was  felt  would  be  needed  to  negotiate  with  governmental 
agencies,  whether  coding  identification  of  physicians  was 
necessary,  and  present  that  form  to  this  committee  for 
further  review. 

The  AMA  Comprehensive  Health  Insurance  Plan. 

The  AMA  plan  was  compared  with  the  principles  that  the 
MSSNY  had  enunciated  as  desirable.  The  major  differ- 
ence was  that  the  AMA  plan  does  not  include  any  de- 
ductibles, whereas  the  MSSNY  recommendation  did. 
Both  plans  include  copayment.  Attention  was  called  to 
the  recent  release  of  a Brookings  Institute  Report  that 
recommended  that  health  insurance  coverage  incorporate 
copayment  as  an  effective  measure  to  control  health 
costs. 

It  was  passed  that  the  MSSNY  delete  its  recommenda- 
tion for  deductibles  in  health  insurance  coverage  and  that 
the  MSSNY  endorse  and  support  the  passage  of  the  AMA 
Comprehensive  Health  Care  Insurance  Act.  The  Council 
ipproved  this  in  principle  pending  further  information 
rom  the  Committee  on  Federal  Legislation. 


National  Economic  Index.  The  committee  was  in- 
formed of  the  approved  increase  of  6.3%  in  Medicare  pre- 
vailing fees  as  of  July  1,  1977,  based  on  the  National  Eco- 
nomic Index.  Since  this  index  was  introduced  three  years 
ago  the  allowed  increase  in  Medicare  prevailing  fees  has 
been  35.7%  over  the  fees  that  prevailed  in  1973. 

Establishment  of  Negotiating  Committees  and 
Sessions.  Max  N.  Howard,  M.D.,  reported  on  an  AMA 
course  in  negotiating  technique  that  he  had  attended. 
There  was  unanimous  agreement  that  the  socioeconomic 
aspects  of  practice  are  of  increasing  concern  and  impor- 
tance to  physicians  and  that  it  behooves  the  MSSNY  to 
become  actively  engaged  in  this  sphere.  The  AMA  has 
established  a Department  of  Negotiations  designed  to  in- 
struct physicians  in  the  art  of  negotiating  with  third 
parties,  involving  all  aspects  of  the  health  care  delivery 
system.  The  MSSNY  should  be  in  a position  to  offer  ad 
vice  and  information  to  our  component  groups  and  to  offer 
its  services  when  local  efforts  tail,  provided  the  involved 
parties  invite  its  intervention. 

It  was  passed  that  the  MSSNY  take  steps  to 

1.  constitute  a Negotiating  Committee,  either  as  a 
subcommittee  of  the  Socioeconomics  Committee,  or  as 
free  standing  committe, 

2.  encourage  county  medical  societies  to  const  itute 
such  committees, 

3.  sponsor  an  instruction  course  in  the  art  of  nego- 
tiating in  cooperation  with  the  AMA. 

The  Council  approved  the  formation  of  a Negotiating 
Committee  composed  of  members  of  the  Socioeconomics 
Committee  and  the  MSSNY  staff. 

The  MSSNY  arranged  to  cosponsor  with  the  AMA  in 
June,  1978,  a course  in  the  “Art  of  Negotiations.”  How- 
ever, the  failure  to  obtain  the  minimum  number  of  25  re- 
gistrants forced  the  cancellation  of  the  course. 

The  AMA  has  instituted  symposia  relating  to  employed 
physicians.  There  is  an  impression  that  in  the  past  phy- 
sicians employed  by  hospitals  have  not  felt  it  necessary  to 
join  county  or  state  medical  societies.  This  situation  ap- 
pears to  be  changing  as  relations  between  hospital  boards 
of  trustees  and  medical  staffs  become  more  complex  and 
employed  physicians  become  involved  in  negotiations 
within  their  individual  hospitals.  Requests  for  assistance 
in  resolving  such  problems  have  been  received  by  the 
MSSNY  and  it  behooves  our  Society  to  evidence  an  active 
interest  in  assisting  this  segment  of  the  profession. 

The  problems  of  physicians  employed  by  the  New  York 
City  Health  and  Hospitals  Corporation  were  commented 
upon. 

It  was  passed  and  the  Council  approved  that  the 
MSSNY  cosponsor  with  the  AMA  a symposium  on  “Con- 
cerns of  the  Employed  Physician.” 

Modern  Office  Practice  Workshop.  The  Office 
Practice  Management  symposium  held  by  this  committee 
in  the  course  of  the  Annual  MSSNY  Meeting  on  October 
4,  1977,  was  very  successful.  Over  110  people  attended, 
approximately  40  of  whom  were  physicians,  and  the  pan- 
elists presentations  were  well  received  with  a very  spirited 
question  and  answer  period  following.  The  question 
whether  there  w’as  sufficient  interest  in  future  meetings  of 
this  type  elicited  almost  unanimous  affirmative  responses. 
Based  on  this  experience,  the  committee  will  plan  another 
symposium  for  the  next  Annual  MSSNY  Meeting.  It  was 
noted  that  programs  dealing  with  the  socioeconomic 
problems  are  now  eligible  for  AMA  Category  I Credits. 
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Private  Practice  in  New  York  City  Municipal 
Hospitals.  The  Healt  h and  Hospitals  Corporation  of  the 
City  of  New  York  has  proposed  permitting  physicians  to 
admit  their  private  patients  into  the  New  York  City  hos- 
pitals. It  justified  this  on  the  basis  that  it  would  raise  the 
level  of  the  quality  of  care  in  City  hospitals.  The  discus- 
sion questioned  whether  the  effect  might  be  just  the  op- 
posite, resulting  in  lowering  the  level  of  care  available  to 
patients  that  are  now  taken  care  of  in  voluntary  hospitals. 
The  thought  was  expressed  that  the  desired  goal  would  be 
best  obtained  by  having  patients  that  now  are  served  in 
municipal  hospitals  funneled  into  the  voluntary  hospital 
system. 

The  Council  did  not  approve  the  committee’s  recom- 
mendation that  the  MSSNY  go  on  record  as  opposing  the 
concept  of  permitting  private  practice  in  municipal  hos- 
pitals at  the  present  time. 

The  chairman  of  the  committee  expresses  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
also  wishes  to  thank  Max  N.  Howard,  M.D.,  Division  Di- 
rector, Mr.  William  D.  Brainin,  Associate  Director,  and 
Mrs.  Gladys  B.  Wunsch,  Secretary,  for  their  conscientious 
efforts  and  diligence. 

Respectfully  submitted, 

Dallas  E.  Billman,  M.D.,  Chairman 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman. 

The  annual  report  of  the  Committee  on  Socioeconomics 
was  discussed. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Socioeconomics  be  filed, 

. . . The  report  of  the  Committee  on  Socioeconomics 

was  FILED . . . 

AD  HOC  COMMITTEE  ON  COST 
CONTAINMENT  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  on  Cost  Con- 


tainment are  as  follows: 

Leonard  S.  Weiss,  M.D.,  Chairman  Orange 

Stanley  I Fishman,  M.D.  Kings 

James  M.  F lanagan,  M.D Wayne 

Samuel  M.  Gelfand,  M.D Nassau 

Bernard  Jacobs,  M.D . New  York 

Norman  R.  Loomis,  M.D Wayne 

Jason  K Moyer,  M.D .Broome 

-John  A.  Ramsdell,  M.D Westchester 

Roger  W.  Steinhardt,  M.D New  York 

Alexander  I.  Thomashow,  M.D Kings 


A meeting  of  the  Ad  Hoc  Committee  on  Cost  Contain 
ment  was  held  at  the  MSSNY  headquarters  on  March  29, 
1978  I he  chairman  introduced  the  various  members  of 
the  committee  to  the  representatives  of  the  Hospital  As- 
sociation of  New  York  State  ( HANYS),  invited  to  partic- 
ipate in  this  opening  session.  Reference  was  made  to  this 
being  a preliminary  discussion  between  two  groups  of 
health  providers  who  have  a community  of  interests  and 
specific  expertise.  The  interchange  of  ideas  could  lead  to 


a summary  of  recommendations  and.  upon  the  presenta- 
tion of  specific  ideas  concerning  attempts  at  cost  con- 
tainment, the  Ad  Hoc  Committee  would  invite  participa- 
tion and  input  from  other  interested  parties  such  as  other 
health  providers,  community  interests,  insurance  carriers, 
nurses,  dentists,  etc. 

Three  basic  steps  are  evisioned: 

1.  Collation  of  all  types  of  information,  since  much 
information  is  already  available  and  is  being  accumu- 
lated. 

2.  Discussion  and  implementation  of  recommen- 
dations with  particular  emphasis  being  given  to  inno- 
vative ideas. 

3.  Methodology  of  disseminating  such  information 
so  that  government,  consumers,  and  other  interested 
parties  would  be  alerted  to  the  existing  situations. 

Mr.  George  B.  Allen,  President  of  HANYS,  discussed 

the  overall  problem  starting  at  the  national  level  with 
President  Carter's  intention  to  impose  a 9%  cap  on  ex- 
penditures. This  led  to  the  formation  of  cost  containment 
committees  on  a voluntary  basis  to  see  if  costs  can  be  ef- 
fectively curbed  without  the  imposition  of  more  govern- 
ment regulations.  The  implementation  of  the  latter  pro- 
gram was  at  the  suggestion  and  urging  of  Congressman 
Rostenkowski,  which  led  to  the  subsequent  formation  of 
committees  comprised  of  the  AMA,  the  American  Hospital 
Association,  and  the  Federation  of  Hospitals,  and  their 
recommendations  for  the  establishment  of  similar  com- 
mittees at  state  levels.  Mr.  Allen  brought  us  up-to-date 
as  to  what  has  been  established  by  his  association.  He 
mentioned  that  they  had  eight  regional  hospital  associa- 
tions who  work  with  either  the  county  medical  societies  or 
the  district  branches  to  form  committees  on  cost  contain- 
ment. Of  the  eight  regional  associations,  six  have  a full- 
time staff  and  have  met  and  formulated  policies  with  the 
interested  medical  societies.  It  is  hoped  that  by  this  vol- 
untary effort  the  government  will  be  prevailed  upon  not 
to  impose  the  9%  cap. 

It  was  further  noted  that  Congressman  Rostenkowski 
has  suggested  a 2%  per  year  decrease  in  the  rise  of  hospital 
costs  as  a method  of  curtailment  on  a voluntary  basis  for 
two  consecutive  years,  with  a trigger  mechanism  for  non- 
compliance.  Mention  was  made  that  although  the  rise  in 
hospital  costs  have  averaged  approximately  16%  nationally, 
the  New  York  State  figures  show  that  there  has  been  a rise 
of  only  9.4%  to  9.7%  here.  Reducing  this  by  two  percent 
per  year  would  be  extremely  difficult,  since  our  average  is 
roughly  6%  below  the  average  of  the  rest  of  the  country,  and 
as  such  New  York  State  would  probably  not  be  able  to  meet 
that  provision. 

It  was  noted  that  the  proposed  bill  would  penalize  hos- 
pitals which  are  already  operating  efficiently  and  below  the 
national  figure. 

As  to  the  type  of  information  being  distributed  to  hos- 
pitals to  assist  in  cost  containment,  HANYS  replied  that 
this  is  still  in  the  organizational  stage.  One  of  the  areas  to 
be  explored  in  New  York  is  hospital  length  of  stays;  New 
York  State  is  one  day  above  the  national  average,  New 
York  City  is  two  days  above  the  national  average. 

One  representative  of  HANYS  illustrated  efforts  at  his 
hospital  in  curtailing  costs  by  establishing  a committee  to 
review  capital  improvements  by  written  requests  by  de- 
partment heads  as  to  the  reason  why  an  item  is  necessary. 
His  experience  has  been  that,  after  reviewing  ail  the  written 
requests,  nuighly  60%  to  70%  are  considered  necessary  and 
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are  purchased.  In  two  years  of  its  implementation  there 
have  been  substantial  cost  savings  without  any  loss  in  the 
quality  of  medical  care. 

The  chairman  suggested  that  perhaps  HANYS  could 
send  out  a simple  postal  card  questionnaire  to  elicit  from 
the  member  hospitals  the  following  information 

1.  Do  you  have  a cost  containment  committee? 

2.  What  is  your  hospital  bed  size? 

3.  What  savings  have  occurred  in  the  programs  you 
have  initiated? 

4.  Which  of  the  programs  you  have  initiated  have 
been  the  most  cost  effective? 

5.  What  future  actions  do  you  contemplate? 

I)r.  Newman  of  HANYS  stated  that  much  of  this  work 
has  already  been  done  and  what  we  have  to  address  our- 
selves to  now  are  future  actions  which  might  possibly  affect 
costs. 

Dr.  Efernard  Jacobs  related  his  experience  at  the  insti- 
tution where  he  works  and  felt  that  some  of  the  following 
suggestions  might  aid  in  cost  containment 

1.  Practicing  physicans  should  be  members  of  the 
Board  of  Trustees  and  their  finance  committees. 

2.  There  is  a definite  lack  of  convalescent  institu- 
tions with  rehabilitative  programs  where  patients  can 
be  transferred  when  they  no  longer  need  acute  care. 

3.  There  should  be  preoperative  testing  with  a con- 
sortium of  hospitals,  one  of  which  would  have  their 
testing  and  lab  departments  working  on  Saturday  and 
Sunday. 

4.  The  diagnostic  tests  taken  in  one  institution 
should  not  be  duplicated  where  transfer  to  another  in- 
stitution is  effected. 

5.  Perhaps  statistics  could  be  determined  as  to 
how  much  complying  with  government  regulations  and 
record  keeping  costs  the  institutions  per  day. 

To  the  question  whether  there  was  a breakdown  in 
budgets  by  percentages,  representatives  of  HANYS  stated 
that  each  individual  institution  will  have  varying  per- 
centages, however,  at  this  time  70%  of  a total  budget  is 
generally  allocated  for  personnel. 

A suggestion  was  made  that  there  should  be  established 
a closer  relationship  between  physicians  and  hospital  ad- 
minstrators  and  the  distribution  to  the  physicians  of  bills 
of  patients  for  services  rendered,  so  that  attending  physi- 
cians could  realize  the  scope  of  costs  of  tests  ordered  and 
procedures  performed.  By  reviewing  the  patients’  bills  on 
costs  generated,  physicians  might  recommend  what  could 
be  done  from  their  point  of  view  and  adminstrators  might 
recommend  what  could  be  done  from  their  point  of  view. 
A recommendation  was  made  by  those  on  the  committee 
that  a questionnaire  be  sent  to  hospitals  requesting  infor- 
mation on  cost  containment  committees  with  the  questions 
referred  to  above.  If  hospital  budgets  could  be  submitted, 
there  might  be  a breakdown  to  assist  in  concentrating  on 
prime  areas  where  costs  might  be  affected.  It  was  re- 
marked that  it  should  be  a dual  situation  whereby  we 
should  receive  recommendations  from  physicans  as  to  what 
the  hospital  should  be  doing  and,  conversely,  from  the 
hospitals,  what  the  physicians  should  be  doing  to  contain 
costs.  It  was  suggested  that  a letter  rather  than  a ques- 
tionnaire be  sent  and  that  regional  discussions  be  estab- 
lished for  securing  data. 

The  MSSNY  committee  then  discussed  the  position 
paper  on  Cost  Containment,  which  follows  this  report 
(Appendix  “A”).  It  was  recommended  that  the  MSSNY 


Council  approve  the  position  paper,  which  it  did  at  its 
subsequent  meeting. 

It  was  carried  that  we  explore  with  the  Blues  and  other 
third  party  payors  the  preparation  of  a brochure  on  cost 
containment  which  would  serve  as  patient  information  on 
cost  containment.  This  was  approved  by  the  Council. 

A question  was  posed  as  to  how  we  could  respond  to  the 
media  reports  that  the  median  physician  income  for  1976 
was  $63,000.  Our  statistics  challenge  whether  this  is  in  fact 
true.  However,  we  are  hamstrung  once  again  by  the  lack 
of  hard  statistical  data  to  refute  such  allegations,  although 
a comparison  of  1974  figures  with  the  HEW  1975  figures 
(the  ABT  Study)  showed  only  an  increase  of  3.7%  (to  ap- 
proximately $53,700).  Until  this  committee  has  mean- 
ingful data  and  sufficient  proof  to  substantiate  it,  we  are 
at  a distinct  disadvantage  to  refute  claims  appearing  in  the 
news  media.  Subsequently,  the  AMA  challenged  the  re- 
port, stating  that  their  preliminary  figures  show  $54,000, 
as  the  average  income  of  a physician  in  the  USA  in  1976. 

A suggestion  was  made  that  the  Practice  Management 
Session  of  the  Socioeconomics  Committee  to  be  held  at  the 
time  of  the  MSSNY  Annual  Meeting  should  devote  the 
entire  program  to  cost  containment.  This  suggestion  was 
well  received  and  the  division  will  investigate  the  appli- 
cability of  such  a program  and  report  back. 

Dr.  Jacobs  recommended  that  we  secure  a report  that 
would  either  confirm  or  refute  the  savings  that  occur  from 
second  surgical  opinion,  and  the  cost  of  deferred  surgery 
as  it  relates  to  the  medical  care  extended  to  those  people 
who  had  surgery  deferred  as  against  the  actual  cost  of  the 
fee  for  the  surgical  procedure. 

The  chairman  would  like  to  express  his  thanks  to  the 
members  of  the  committee  who  have  given  of  their  time 
and  efforts,  to  Max  N.  Howard,  M.D.,  Director  of  the  Di- 
vision of  Medical  Services,  for  his  ef  forts  on  behalf  of  the 
committee  and  in  the  preparation  of  the  position  paper, 
and  also  to  Mr.  William  D.  Brainin,  Associate  Director  of 
the  Division,  and  to  Mrs.  Gladys  B.  Wunsch,  Secretary,  for 
their  efforts. 

Respectfully  submitted, 

Leonard  S.  Weiss,  M.D.,  Chairman 


APPENDIX  “A” 

POSITION  PAPER 
AD  HOC  COMMITTEE  ON  COST 
CONTAINMENT 


“Cost  Containment”  of  medical  care  is,  to  use  the  current  jargon, 
the  'in'  topic.  Unquestionably  this  subject  deserves  the  serious 
attention  of  all  citizens,  particularly  the  medical  profession,  to 
determine  that  available  funds  are  expended  most  effectively. 
The  Medical  Society  of  the  State  of  New  York  is  troubled  by  what 
is  left  ‘out’  of  the  ongoing  publicity,  namely  that  the  quality  of 
medical  care  not  be  compromised  and  accessibility  to  such  care 
not  be  restricted  by  proposals  that  consider  solely  costs.  It  is 
acknowledged  that  the  quality  of  care  in  the  United  States  is  the 
highest  in  the  world  and,  for  the  great  majority  of  our  people,  so 
is  accessibility  to  that  care.  J’his  is  not  to  deny  that  there  is  room 
for  improvement,  but  in  endeavoring  to  make  available  to  that 
small  percentage  of  the  population  which  at  present  does  not  have 
access  to  the  best  medical  care,  it  is  important  not  to  destroy  the 
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fabric  of  the  existing  structure  which  has  functioned  so  effectively 
and  been  characterized  by  marked  advances  in  medical  knowledge, 
technology,  and  therapy.  It  is  disturbing  to  the  medical  profession 
to  note  that  almost  all  the  proposals  being  advanced  concentrate 
on  cost  with  little  consideration  given  to  maintaining  and  en- 
hancing quality  and  access,  ignoring  the  intent  of  Congress  in 
enacting  P.L.  93-641  that  “the  achievement  of  equal  access  to 
quality  health  care  at  a reasonable  cost  is  a priority  of  the  Federal 
government.”  Limiting  attention  to  cost  alone  is,  therefore, 
contrary  to  the  expressed  purpose  of  the  National  Health  Planning 
and  Resources  Development  Act  (P.L.  93-641). 

Some  general  observations  must  be  considered.  Monetary  re- 
sources will  never  be  unlimited,  and  decisions  as  to  priorities  must 
be  made  by  an  informed  citizenry  as  to  the  percentage  it  wants 
expended  on  Medical  Care  vis-a-vis  other  national  needs.  That 
decision  must  be  arrived  at  by  the  public  and  not  by  governmental 
regulatory  bureaus.  The  self-discipline  of  individuals  and  the 
correction  of  social  environmental  conditions  that  are  conducive 
to  poor  health  are  the  prime  factors  in  “preventive”  medicine  and 
must  be  addressed  by  public  bodies.  Proposed  measures  to  cut 
costs  must  recognize  that  the  ill  patient  and  his  family  insist  on 
all  available  care,  including  diagnostic  procedures.  The  physician 
by  historical  ethics  and  training  is  motivated  to  render  to  the  in- 
dividual patient  all  measures  that  may  possibly  assist  in  recovery 
and  health  maintenance,  with  costs  a secondary  consideration. 
Rigid  bureaucratic  restrictions  lead  to  dictating  when,  how,  and 
where  medical  care  will  be  provided  and  the  public  must  be  made 
aware  of  trends  that  will  ultimately  result  in  circumscribing  the 
individual’s  freedom  of  decision  and  choice,  and  the  overriding 
of  physicians’  professional  judgments.  Mandated  cost  control 
programs  are  likely  to  be  antithetical  to  individuals’  rights  to  make 
unfettered  decisions  in  regard  to  their  medical  care. 

Legislative  bodies  continuously  broaden  existing  health  care 
programs  and  initiate  new  ones.  The  merits  of  these  programs 
are  not  at  issue  here,  but  the  contradiction  between  controlling 
costs  and  mandating  expensive  new  programs  must  be  acknowl- 
edged. Also  recognized  must  be  the  expense  involved  in  re- 
sponding to  government  imposed  regulations,  an  expenditure  in 
time,  personnel  and  resources  that  contributes  nothing  to  the  di 
rect  care  of  patients,  but  consumes  a not  inconsiderable  portion 
of  the  health  dollar.  Much  has  been  said  of  late  about  simplifying 
and  decreasing  governmental  regulatory  paper  work,  but  in  the 
health  field  the  converse  has  been  true. 

The  above  caveats  recorded,  there  are  feasible  measures  to  be 
considered,  designed  to  obtain  the  greatest  usefulness  of  the  health 
dollar.  The  largest  portion  of  the  latter  goes  to  hospital  care.  In 
considering  hospital  cost  containment  proposals,  sight  must  not 
be  lost  that  to  survive  hospitals  need  to  be  financially  sound,  a 
basic  concept  that  recent  New  York  State  mandated  controls  seem 
to  ignore.  It  is  unrealistic  to  restrict  hospital  rate  increases  on  one 
hand,  and  leave  their  expenses  a wide  open  door.  Measures  to  be 
considered  are: 

Facilitating  the  care  of  patients  from  in  hospital  to  ambula- 
tory management,  with  a realistic  payment  system  provided  for 
the  latter. 

-Cooperative  studies  by  hospital  staffs  in  suitable  geographic 
areas  of  shared  facilities  and  services. 

The  closing  of  hospitals  or  the  merging  of  hospital  facilities 
to  be  effected  only  after  thorough  determination  of  the  local 
needs.  The  AMA  response  to  HFW’s  statement  contained  in 
the  Commentary  accompanying  revised  National  Guidelines 
for  Health  Planning  that  the  primary  goal  is  “short  term  op- 
portunities for  cost  containment”  is  most  pertinent;  “while  we 
recognize  that  health  care  costs  must  be  considered,  we  believe 
that  it  is  improper  and  inimical  to  quality  medical  care  to  con- 
sider only  economic  issues  at  the  expense  of  other  important 
factors.”  It  also  subverts  the  intent  of  Congress  as  noted 
above. 

Review  and  improvement  of  regulations  and  procedures  to 
ease  the  transfer  to  nursing  homes  of  pat ients  as  soon  as  acute 
hospital  care  is  no  longer  needed,  but  to  provide  for  ready 
readmission  to  the  hospital  should  t he  necessity  arise. 


Removal  of  restrictions  to  encourage  home  health  care  as  the 
preferable  alternative  to  nursing  home  confinement,  including 
informing  physicians  of  the  home  health  care  services  available 
in  their  community. 

— Increasing  the  awareness  of  physicians,  the  decision  makers, 
of  the  costs  of  hospital  stays  and  services  by  furnishing  them, 
in  an  appropriate  manner,  copies  of  physician  influenced  ex- 
penses they  engender.  Similar  programs  should  be  instituted 
for  house  staffs. 

— Conducting  seminars  on  cost  control  involving  medical  staff 
presidents,  chiefs  of  staffs,  PSRO  representatives,  hospital 
administrators,  insurance  carriers  and  nurse  representatives. 

— Hospital  staff  clinical  conferences  to  incorporate  in  discus- 
sions of  cases  the  cost  factors  influenced  by  the  ordering  of  di- 
agnostic and  therapeutic  procedures  that  may  not  have  been 
warranted. 

Individual  hospitals  to  constitute  multi-disciplinary  cost 
containment  committees,  with  physicians  participating  where 
medical  care  of  patients  is  involved. 

— Hospitals  to  establish  patient  safety  programs  through  lia- 
bility control  systems,  designed  to  limit  or  diminish  the  soaring 
costs  of  liability  insurance. 

— Expanding  preadmission  evaluation  of  patients  arrangements 
to  increase  length  of  hospital  stay,  with  costs  to  be  covered  by 
hospital  insurance  programs. 

Measures  involving  physicians  apart  from  in  hospital  patient 
care: 

— Expansion  of  PSRO  activities  for  review  of  challenged  pat- 
terns of  practice  in  the  office  setting. 

—Coinsurance  to  be  part  of  all  health  care  insurance  as  the  most 
effective  measure  to  control  overutilization  demands  by  the 
patient,  with  appropriate  provisions  for  the  low  income  and  a 
top  amount  for  catastrophic  illnesses. 

— Making  available  to  the  patient  multiple  forms  of  health  care 
delivery  systems  (i.e.,  fee-for-service,  prepayment  plan,  HMOs, 
etc.)  competing  on  equal  terms  without  subsidization,  either 
overt  or  concealed,  with  the  success  of  one  or  the  others  deter- 
mined by  the  patients’  choice.  This  equality  of  selection  to 
prevail  in  employer  or  union  sponsored  health  plans  as  well,  with 
the  factors  of  coercion  removed. 

— Apart  from  the  one-to  one  patient-physician  relationship, 
medical  organizations  to  cooperate  with  groups  whose  goals  are 
the  education  of  the  public  in  health  prevention  life  styles  and 
“preventive”  medicine. 

The  institution  of  corrective  measures  in  the  field  of  medical 
liability  to  decrease  the  expense  of  “defensive”  medical  practices 
and  abate  the  excessive  cost  of  this  insurance  which  ultimately 
is  borne  by  the  public. 

Establishment  of  criteria  for  physicians’  office  surgical  suites 
that  would  qualify  for  adequate  insurance  reimbursement  as 
a less  costly  alternative  to  in-hospital  care  or  outpatient  hospital 
centers. 

Government  financed  programs  such  as  Medicaid  to  fund 
realistic  payment  schedules  that  would  encourage  participation 
of  the  ethical,  competent  physician  and  would  be  less  costly  than 
the  “Medicaid  Mill”  alternative. 

Proposals  other  than  those  listed  above  will  undoubtedly  be 
developed  with  further  exploration  of  the  subject  of  cost  con- 
tainment. It  is  recommended  that  to  avoid  immoderate  disrup 
tion  in  the  present  system  of  providing  medical  care,  major  inno- 
vations be  tested  tirst  in  pilot  projects  to  avoid  the  costly  failures 
that  have  characterized  hastily  conceived  governmental  projects 
in  the  past  There  will  always  be  room  for  modification  and  im- 
provement with  changing  times,  but  such  should  be  effected  only 
after  deliberate  consideration  and  in  an  orderly  manner.  In  a 
recent  survey  HEW  found  that  the  nation  wants  changes  in  the 
health  delivery  system  to  "build  on  the  strength  of  the  existing 
system"  and  we  urge  that  course  rather  than  attempt  to  foist  on 
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1 he  public  politically  glamorous  but  unsound  programs  of  dubious 
merit  that  would  reduce  medical  care  to  the  level  of  mediocrity. 
The  medical  profession,  through  its  various  organizations,  stands 
ready  to  participate  in  and  make  available  its  unique  expertise  to 
any  and  all  projects  designed  to  improve  health  care  delivery.  It 
needs  only  to  he  requested  to  do  so. 


AD  HOC  COMMITTEE  ON  COST 
CONTAINMENT  (SI  1PPLEMENTARY ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  an  addendum  to  the  annual  report 
submitted  by  the  Ad  Hoc  Committee  on  Cost  Contain- 
ment. A meeting  was  held  on  June  21,  1978,  with  repre- 
sentatives of  Blue  Cross/Blue  Shield  of  Greater  New  York, 
Health  Insurance  Association  of  America,  and  Hospital 
Association  of  New  York  State  participating  in  the  first 
part  of  the  meeting. 

The  chairman  welcomed  our  guests  and  thanked  them 
for  taking  the  time  to  participate  in  this  committee’s  de- 
liberations. The  MSSNY  Position  Paper  on  Cost  Con- 
tainment, which  had  been  mailed  to  all  present,  would,  he 
hoped,  serve  as  a starting  point  to  develop  concrete  pro- 
posals to  effect  containment  of  escalating  costs  in  providing 
health  care  to  the  public  without  sacrificing  quality  or 
limiting  accessibility.  The  persons  assembled  possess 
considerable  expertise  and  knowledge  in  the  development 
of  practical  proposals  and  it  was  hoped  that  each  of  the 
groups  present  would,  based  on  its  experience,  produce 
suggestions  in  this  vein,  since  the  interrelations  between 
the  physicians  and  their  various  organizations  was  fun- 
damental in  attaining  the  desired  goal. 

The  comment  was  made  that  the  phrase  “cost  con- 
sciousness" was  preferable  to  that  of  “cost  containment” 
as  applied  to  physicians’  involvement. 

It  was  questioned  whether  a Statewide  committee  could 
realistically  address  local  situations  and  whether  regional 
groups  were  not  the  desirable  structure.  It  was  stated  that 
the  MSSNY  has  recommended  to  each  of  its  component 
county  medical  societies  that  they  constitute  cost  con- 
tainment committees  and  that  the  latter  work  with  local 
groups.  It  was  felt  necessary,  however,  to  have  a Statewide 
committee  to  develop  general  guidelines  and  recommen- 
dations and  serve  as  conduit  for  the  interchange  and  dis- 
semination of  information. 

The  President  of  the  Hospital  Association  of  New  York 
State  (HANYS)  reported  that  its  members  have  formed 
regional  hospital  committees  to  interrelate  with  their  local 
county  medical  societies.  There  is  as  yet  no  specific  data 
available  of  the  results  of  their  activities.  He  did  feel  that 
although  at  the  State  level  general  recommendations  can 
be  made,  and  data  and  information  accumulated,  the  dis- 
semination of  which  can  be  helpful,  that  the  real  emphasis 
and  achievements  would  have  to  be  on  a regional  basis.  He 
further  remarked  that  the  Greater  New  York  Hospital 
Association  has  formed  a Cost  Containment  Committee 
which  is  collecting  a variety  of  informative  materials  which 
will  be  disseminated. 

It  was  noted  that  the  rate  of  increase  in  hospital  costs  in 
New1  York  State  is  lower  than  the  national  average.  In 
1976  this  rate  was  9.47%;  in  1977, 8%;  and  the  estimate  for 
1978  is  7%.  This  decrease  is  praiseworthy,  but  it  must  be 
recognized  that  further  decreases  of  this  magnitude  will 
be  more  difficult  to  attain. 

The  Vice-President  of  Blue  Cross/Blue  Shield  of  Greater 


New  York. commented  that  health  care  costs  per  capita  in 
New  York  State  were  at  about  the  mid-national  level,  and 
that  actually  if  adjustments  were  made  for  the  non-New 
York  residents  who  enter  the  State  for  medical  care  and  for 
the  population  census  error  resulting  from  the  failure  to 
include  such  groups  as  illegal  immigrants,  the  figure  would 
probably  be  even  lower.  New  York  State  has  the  lowest 
hospital  admission  rate  for  total  population  in  the  coun- 
try. 

The  lesser  cost  in  performing  surgery  on  an  “ambula- 
tory" rather  than  an  “in-hospital”  patient  basis  is  obvious, 
but  there  were  expressions  that  the  former  alternative  is 
not  as  widely  utilized  as  it  might  be.  Part  of  the  problem 
is  the  discouraging  insurance  reimbursement  rate  paid  to 
hospitals  for  ambulatory  surgical  services.  Blue  Cross/ 
Blue  Shield  of  Greater  New  York  has  arrangements  with 
at  least  60  hospitals  to  pay  for  ambulatory  surgery,  and  this 
alternative  is  being  well  utilized  with  the  average  payment 
equivalent  to  that  of  a two-day  in-hospital  stay.  In  some 
hospitals  the  physical  plant  is  such  that  proper  facilities 
are  not  available  to  permit  the  performance  of  surgery  on 
an  ambulatory  schedule  without  increasing  the  risks  to 
which  the  patient  would  be  exposed.  It  was  recommended 
t hat  all  regions  of  the  State  that  have  not  already  done  so 
should  make  arrangements  with  the  various  health  insur- 
ance carriers  for  satisfactory  reimbursement  for  ambula- 
tory surgery  and  that  the  existence  of  such  arrangements 
should  be  made  known  to  the  physicians  in  their  respective 
areas. 

The  chairman  summarized  the  thoughts  expressed  up 
to  this  point  as  follows: 

1.  The  collection  and  collation  of  the  various  efforts 
directed  toward  cost  containment. 

2.  The  formulation  of  specific  recommendations. 

3.  Dissemination  to  all  concerned  parties. 

The  Vice-President  of  the  Health  Insurance  Association 
of  America  stated  that  the  hospitals  in  New  York  State 
were  now  averaging  about  an  85%  occupancy  and  if  this 
falls  below  80%  it  will  affect  Medicaid  reimbursement  rates. 
It  must  be  recognized  that  diminishing  hospital  revenues 
threaten  their  financial  viability  unless  rates  are  increased. 
Representatives  of  other  groups,  such  as  State  govern- 
mental agencies,  should  be  a part  of  this  type  of  committee, 
since  programs  controlled  by  the  State  play  a vital  role  in 
the  demands  upon  hospitals  and  their  reimbursement 
policies  can  lead  to  bankruptcy.  Also  participating  in  such 
discussion  should  be  representatives  of  the  unions  and 
employers.  The  committee  might  well  consider  experi- 
mental projects  to  determine  how  physicians  actually 
utilize  beds,  peer  review  of  the  reasonableness  of  challenged 
physicians’  fees,  global  physician  fee  payments  by  diagnosis 
or  procedure,  the  effectiveness  of  second  opinion  surgery 
programs,  and  educational  programs  directed  to  the  public 
that  will  lead  to  better  health  and  presumably  to  lower 
disease  incidence. 

A question  was  posed  whether  second  opinion  programs 
were  in  fact  cost  effective.  The  representative  of  Blue 
Cross/Blue  Shield  stated  that  his  organization  had  the 
largest  such  program  ongoing  and  that  the  results  to  date 
are  now  being  printed  and  will  be  available.  Preliminary 
results  indicated  that  the  program  is  indeed  cost  effec- 
tive. 

The  political  pressures  that  frequently  exert  influence 
leading  to  the  subversion  of  practical  cost  containment 
proposals  were  noted.  For  example,  in  New  York  City  bed 
capacity  has  been  reduced  25%  with  the  resulting  decrease 
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of  20,000  hospital  employees.  The  concerned  unions  re- 
sisted such  cutbacks  and  the  argument  is  made  that  it  is 
better  to  keep  these  relatively  low  wage  earners  employed 
rather  than  on  welfare.  In  one  area  the  New  York  State 
Health  Department  approved  the  building  of  three  hos- 
pitals only  10  years  ago;  one  of  the  three  could  be  and  was 
recommended  by  the  local  Health  Systems  Agency  to  be 
closed,  but  the  State  has  nullified  this  recommendation. 

The  conversion  of  excess  acute  care  beds  to  another  use, 
such  as  skilled  nursing  facility  or  related  health  facility 
level  of  care,  was  discussed,  as  was  also  the  hospice  con- 
cept. 

The  President  of  the  Hospital  Association  of  New  York 
State  suggested  that  we  consider  the  formation  of  a 
Statewide  Health  Care  Commission  to  consolidate  the 
proposals  in  the  area  of  cost  containment  originating  from 
all  sources  and  that  this  commission  consist  of  the  chief 
elected  officers  and  chief  executive  officers  of  MSSNY, 
HANYS,  BC/BS,  HIAA,  and  private  industry.  He  further 
suggested  that  this  commission  arrange  a 2 - 3 day  meeting 
to  discuss  the  major  issues  and  reach  a consensus  as  to  how 
to  proceed  to  frame  recommendations  directed  to  the  fu- 
ture of  the  delivery  of  health  care  in  New  York  State. 

There  was  general  agreement  that  a joint  commission, 
as  described  above,  should  be  formed.  There  has  been 
severe  financial  pressure  on  New  York  State  hospitals  since 
1970,  with  the  State  government  moving  unilaterally  and 
arbitrarily  in  making  decisions  that  vitally  affect  the  health 
care  available  to  the  citizens  of  the  State.  The  organiza- 
tions represented  here  today  should  sponsor  a State 
Council  on  Health  Care  Costs  in  which  all  concerned 
parties,  particularly  those  with  the  greatest  expertise  in  the 
field  can  participate  along  with  State  government  repre- 
sentatives. Of  particular  interest  to  physicians  is  the  in- 
creasing regulations  forced  upon  hospitals  by  governmental 
decree,  placing  them  in  a policing  role  vis-a-vis  the  physi- 
cians. In  this  regard  it  was  questioned  whether  there  was 
provision  for  adequate  input  by  physicians  into  the  Board 
of  Trustees  of  hospitals  and  sufficient  intercommunication 
between  the  Trustees  and  the  Medical  Board. 

The  chairman  posed  the  rhetorical  question,  “Where  do 
we  go  from  here?”  The  response  was  that  there  was  ob- 
vious interest  in  these  discussions  and  they  should  be 
continued  on  a regular  basis,  with  particular  reference  to 
introducing  cost  study  projects  as  previously  enumerated. 
The  convening  of  a two-day  seminar  was  seconded  with  the 
comments  that  more  educational  material  should  be  dis- 
seminated at  the  medical  staff  level,  specifically  referring 
to  an  Atlanta  hospital  procedure  where  the  attending 
physicians  are  apprised  of  the  costs  of  the  tests  ordered  the 
previous  day  on  the  patients  of  each  physician. 

In  summary,  the  chairman  commented  that  many  wor- 
thy thoughts  had  been  expressed  in  the  course  of  the 
meeting  and  requested  that  these,  as  well  as  any  additional 
information  or  material  relative  to  the  subject  that  have 
been  accumulated  or  are  available  within  the  organizations 
represented  here  or  with  which  they  have  contact,  as  well 
as  any  further  suggestions  be  put  in  writing  and  forwarded 
to  the  division  director  for  reproduction  and  dissemination 
so  that  at  the  next  meeting  specific  items  can  be  delineated. 
He  again  thanked  our  guests  for  attending  and  for  their 
considerable  contributions. 

After  our  guests  left,  the  MSSNY  Committee  members 
discussed  the  following  topics: 

Cup  on  Increase  in  Physicians’  Fees.  There  was 
discussion  whether  the  MSSNY  and  its  component  county 


medical  societies  should  follow  the  example  of  some  large 
industrial  concerns  that  have  limited  salary  increases  to 
their  top  executives  to  5%.  It  was  pointed  out  that  this 
involved  only  a handful  of  employees  whose  salaries  are  all 
in  the  high  six  figure  bracket.  With  uncontrolled  overhead 
expenses  involved  in  practicing  medicine  in  New  York 
State,  it  is  unrealistic  to  formulate  a numerical  figure  that 
would  be  arbitrary  and  of  doubtful  equitableness.  The 
committee  expressed  the  opinion  that  increases  in  fees  by 
physicians  should  be  tempered  to  reflect  the  increases  in 
overhead  expenses  and  the  cost  of  living. 

Duplication  of  X-Rays.  X-rays  are  considered  an 
integral  part  of  a patient’s  medical  record  and  both  hos- 
pitals and  physicians  are  loathe  to  release  them,  concerned 
with  the  frequency  of  their  loss  and  unavailability  if  needed 
for  followup  care.  This  concern  is  enhanced  by  the  present 
medical  liability  climate.  The  committee,  nevertheless, 
recognizes  that  x-rays  being  unavailable  frequently  leads 
to  unnecessary  duplication,  with  increased  exposure  of  the 
patient  to  radiation  and  increased  cost.  It  was  suggested 
that  duplication  of  the  original  x-rays  be  encouraged  with 
a reasonable  charge  to  the  patient  either  directly  or  through 
health  insurance  policies.  The  division  director  reported 
that  such  a proposal  had  been  made  to  the  Workers’ 
Compensation  Board  Advisory  Committee  on  the  Medical 
Fee  Schedule  about  three  years  ago  and  been  rejected.  It 
was  felt  that  this  was  a worthwhile  proposal  to  be  pursued 
further. 

New  Relativity  Scale.  Note  was  taken  of  the  many 
new  procedures  and  services,  such  as  pulmonary  rehabili- 
tation programs  and  computerized  tomography,  which  are 
now  being  commonly  utilized.  It  was  felt  that  such  pro- 
cedures should  be  programmed  into  the  relativity  scales 
to  serve  as  guidelines. 

The  committee  was  reminded  that,  because  of  the  in- 
stitution of  actions  by  the  Justice  Department  and  the 
Federal  Trade  Commission  against  medical  societies’  ac- 
tivities in  establishing  relativity  studies  based  on  the  charge 
that  these  constitute  anti-competitive  practice  and  hence 
a violation  of  the  antitrust  laws,  the  MSSNY  in  December, 
1975,  had  discontinued  all  Relative  Value  Scale  activities. 
The  original  plan  to  update  relativity  tables  annually  had 
thus  not  come  to  pass.  The  only  area  in  which  the  MSSNY 
continued  to  pursue  any  activities  related  to  relativity 
between  services  and  procedures  was  directed  to  the 
Workers’  Compensation  Medical  Fee  Schedule.  At  this 
moment  the  only  avenue  for  evaluating  the  reasonableness 
of  physicians’  fees  is  through  those  county  medical  societies 
that  have  decided  to  continue  such  peer  review  evalua- 
tions. 

Respectfully  submitted, 

Leonard  S.  Weiss,  M.D.,  Chairman 


Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman. 

Your  reference  committee  reviewed  the  annual  and 
supplementary  reports  of  the  Ad  Hoc  Committee  on  Cost 
Containment  and  the  Position  Paper  on  Cost  Contain- 
ment. 

This  topic  has  headline  visability  at  this  time  and  the  Ad 
Hoc  Committee  on  Cost  Containment  is  to  he  commended 
for  the  steps  it  has  taken  and  plans  for  the  future  to  deal 
effectively  and  constructively  with  the  multiple  facets  of 
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the  problems  involved  in  attempting  to  control  escalating 
costs  in  the  health  care  delivery  system  without  sacrificing 
the  highest  possible  quality  and  ready  accessibility  to  such 
care. 

It  is  anticipated  that  the  activities  of  this  committee  will 
expand  considerably  in  the  near  future. 

The  reports  received  to  date  indicate  that  the  voluntary 
effort  initiated  by  the  AMA,  in  concert  with  other  groups, 
has  indeed  been  effective.  It  is  noteworthy  that  the  per- 
centage increase  in  hospital  charges  in  New  York  State  is 
one  of  the  lowest  in  the  country. 

Your  reference  committee  is  of  the  firm  opinion  that 
MSSNY  should  actively  participate  in  this  voluntary  ef- 
fort, believing  that  it  is  far  more  productive  than  the  im- 
position of  rigid  governmental  limitations. 

Your  reference  committee  urges  that  this  committee  be 
adequately  staffed  and  funded  so  that  the  gathering  and 
analysis  of  necessary  data  can  he  effected;  that  meetings 
with  other  groups  representing  hospitals,  health  insurance 
carriers,  labor,  employers,  the  public,  and  governmental 
agencies  can  be  held;  and  that  similar  efforts  be  stimulated 
by  MSSNY  at  the  local  level  bv  the  dissemination  of  per 
tirent  information. 

Your  reference  committee  recommends  that  the  annual 
a. id  supplementary  reports  of  the  Ad  Hoc  Committee  on 
Cost  Containment  and  the  Position  Paper  on  Cost  Con- 
tainment be  adopted. 

. . .The  House  voted  to  ADOPT  the  annual  and 
supplementary  reports  of  the  Ad  Hoc  Committee  on 
Cost  Containment  and  the  Position  Paper  on  Cost 
Containment  . . . 

Resolution  78-59,  Cost  Containment  and  Hospital 
Efficiency  as  a Function  of  The  Hospital  Medical 
Staff 

Introduced  by  Medical  Society  of  the  County  of  Kings 

1 

Whereas,  The  primary  objective  of  hospitalization  is 
to  provide  facilities  for  the  medical  diagnosis  and  pro- 
fessional treatment  of  the  sick  by  physicians  and  nurses; 
and 

Whereas,  Without  impairing  or  compromising  the 
quality  and  the  quantity  of  medical  care  rendered  in  the 
hospital  facility,  cost  containment  and  hospital  ef- 
ficiencies in  the  professional  diagnosis  and  treatment  of 
the  sick  can  most  safely  and  effectively  be  undertaken 
by  those  (physicians  and  nurses)  who  prescribe  and 
control  the  use  of  such  facilities;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  the  appointment  and  function  of  an 
ad  hoc  committee  of  the  hospital  medical  staff  desig- 
nated as  the  HOSPITAL  PROFESSIONAL  EFFI- 
CIENCY COMMITTEE  henceforth  be  a requirement 
of  Medicare,  Medicaid,  and  of  hospital  accreditation 
with  the  objective  of  providing  recommendations  that 
will  not  significantly  compromise  the  quantity  nor  the 
quality  of  the  professional  medical  care  being  rendered 
in  the  hospital,  but  might  result  in  cost  containment 
through  increased  hospital  efficiencies;  and  be  it  fur- 
ther 

Resolved,  That  the  HOSPITAL  PROFESSIONAL 
EFFICIENCY  COMMITTEE  of  the  hospital  medical 
staff  be  designated  and  empowered  by  the  medical  staff 
and  the  board  of  trustees  to  investigate  any  and  all 
matters  relating  to  hospital  costs  that  it  shall  determine 
to  be  appropriate,  and  make  its  recommendations  to  the 


hospital  administrator  and  the  trustees  for  cost  con- 
tainment, with  the  advice  and  the  consent  of  the  pro- 
fessional medical  staff;  and  be  it  further 

Resolved,  That  this  resolution  be  presented  to  the 
House  of  Delegates  of  the  American  Medical  Association 
for  adoption. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M l).,  Chairman. 

Your  reference  committee  recommends  that  Resolution 
78-59  be  adopted. 

After  discussion,  the  House  amended  the  first  Resolved 
portion  of  the  resolution  by  deleting  the  phrase  “Medicare, 
Medicaid,  and  of  hospital  accreditation"  and  insertion  of 
the  word  "hospitals.”  The  amended  first  Resolved  portion 
of  Resolution  78-59  would  then  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  the  appointment  and  function  of  an 
ad  hoc  committee  of  the  hospital  medical  staff  desig- 
nated as  the  HOSPITAL  PROFESSIONAL  EFFI- 
CIENCY COMMITTEE  henceforth  be  a requirement 
of  hospitals  with  the  objective  of  providing  recommen- 
dations that  will  not  significantly  compromise  the 
quantity  nor  the  quality  of  the  professional  medical  care 
being  rendered  in  the  hospital,  but  might  result  in  cost 
containment  through  increased  hospital  efficiencies;  and 
be  it  further 

. . .The  House  voted  to  ADOPT  Resolution  78-59  as 

AMENDED. 

Resolution  78-62,  Hospital  Regulations  and  Cost 
Containment 

Introduced  by  the  Medical  Society  of  the  County  of  New 
York 

Whereas,  The  medical  profession  and  hospitals  are 
under  constant  pressure  to  contain  and/or  reduce  costs 
of  health  care;  and 

Whereas,  The  Task  Force  on  Regulation  of  the  Hos- 
pital Association  of  New  York  State  in  its  report  in  1976 
pointed  out  that  — 

a)  hospitals  are  forced  to  meet  the  requirements 
of  164  regulatory  agencies.  Federal,  State,  and 
local,  59%  of  which  are  State  agencies;  and 

b)  four  hospital  departments  — Administration, 
Personnel,  Social  Services,  and  Utilization  Re- 
view. devote  half  of  their  budget  to  these  regu- 
lations; and 

c)  forms  and  reports  required  by  these  regulations 
are  estimated  to  cost  more  than  128  million 
dollars  per  year;  and 

d)  it  was  estimated  that  this  cost  would  increase 
by  4%  per  year; 

therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  government  — Federal,  State,  and 
local,  to  join  the  medical  profession  and  the  hospitals  in 
their  efforts  to  contain  the  cost  of  health  care  by  reducing 
the  number  of  regulations,  reports,  forms,  etc.,  and  thus 
reduce  the  cost;  and  be  it  further 

Resolved,  That  the  State  of  New  York  be  requested 
to  give  an  accurate  accounting  of  the  costs  it  incurs  in  the 
regulation  of  hospitals  and  hospital  based  services;  and 
be  it  further 

Resolved,  That  the  Joint  Commission  of  Accredita- 
tion of  Hospitals  be  urged  to  review  its  standards  in  view 
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of  the  1976  report  of  the  Hospital  Association  of  New 
York  State  on  regulations;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  appoint  a task  force  to  study  this  problem; 
and  be  it  further 

Resolved,  That  the  New  York  Delegation  to  the 
American  Medical  Association  introduce  a similar  res- 
olution at  t he  interim  session  of  the  House  of  Delegates 
of  the  AMA.  in  December,  1978. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was^presented  by  George  W. 
Melcher,  -Jr.,  M.D.,  Chairman. 

Your  reference  committee  is  in  accord  with  the  purpose 
of  this  resolution  but  believes  the  matters  it  covers  require 
clearer  definition  as  to  necessary  regulations  vs.  those  that 
are  duplicative  and  nonproductive. 

Your  reference  committee  recommends  referral  of 
Resolution  78-62  through  the  Council  to  the  Ad  Hoc 
Committee  on  Cost  Containment  for  a more  detailed  study, 
with  the  further  recommendation  that  progress  reports  be 
submitted  to  the  Council  at  not  longer  than  quarterly  in- 
tervals. 


. . .The  House,  after  discussion,  voted  to  ADOPT 
Resolution  78-62  . . . 

HEALTH  MANPOWER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Health  Manpower 
are  as  follows: 

Katharine  L.  Friedmann,  M.D., 

Chairperson  Westchester 

Frank  A.  Baumann,  M.D Broome 

Donald  Bidwell,  M.D Seneca 

Stephen  W.  Blatchly,  M.D Tompkins 

Lester  J.  Candela,  M.D Nassau 

Thomas  R.  Cardillo,  M.D Monroe 

Clarke,  T.  Case,  M.D Oneida 

John  B.  Fernandez,  M.D Orleans 

Russell  C.  Johnson,  M.D Orange 

Morton  A.  Schiffer,  M.D Kings 

Leo  -J.  Swirsky,  M.D Kings 

Leonard  Weitzman,  M.D Suffolk 

Julia  Freitag,  M.D.,  Advisor  Albany 

The  Committee  on  Health  Manpower  met  on  Thurs- 

day, March  9,  1978,  at  the  State  Society  headquarters. 
The  two  topics  under  discussion  at  the  meeting  were: 

1 Physicians’  Assistants  and  the  Physicians’  Assistants 
legislation. 

2.  The  Nurse  Practitioner’s  Bill 

The  committee  discussed  a recommendation  from  the 
New  York  State  Academy  of  Family  Practice  concerning 
Physicians’  Assistants.  Inasmuch  as  the  Medical  Society 
of  the  State  of  New  York  at  its  House  of  Delegate’s  Session 
in  1976  voted  to  abort  the  Physicians’  Assistant  program, 
the  committee  felt  that  the  Academy  of  F’amilv  Practice 
should  be  notified  of  our  action.  We  should  also  recom 
mend  to  the  Council  action  to  disseminate  information  to 
all  members  of  MSSNY,  the  Legislature,  and  to  the  Gov- 
ernor our  position  . i.e.,  that,  the  Physicians’  Assistant 
program  be  phased  out.  ll  also  recommended  the  use  of 


all  appropriate  means  to  accomplish  our  aim  including 
sponsoring  necessary  legislation. 

In  addition.  Bills  S4458  and  A6487  which  would  amend 
the  Educational  Law  in  relation  to  the  practice  of  profes- 
sional nursing  were  discussed.  The  committee  recom- 
mended that  MSSNY  reiterate  its  opposition  to  this  bill 
on  the  grounds  that  it  would  not  increase  the  supply  of 
nurses,  but  would  actually  reduce  it  by  eliminating  those 
potential  students  not  able  to  afford  a four  year  bacca- 
laureate program  and  would  completely  eliminate  the 
LPN,  which  latter  group  now  makes  up  the  bulk  of  nurses 
providing  bedside  nursing  care.  The  bill  would  also 
gradually  phase  out  the  diploma  schools  and  would  have 
an  inflationary  effect  on  the  cost  of  nursing  education. 

The  committee  also  recommended  that  MSSNY  reit- 
erate its  opposition  to  bills  which  would  increase  the  scope 
of  nursing  practice  so  as  to  blur  the  distinction  between 
nursing  and  medical  practice. 

The  committee  received  word  from  the  Council,  through 
the  Executive  Vice-President,  Henry  I.  Fineberg,  M.D., 
that  the  Council  discussed  a motion  concerning  aborting 
the  Physicians’  Assistants  program.  The  Council  ap- 
proved a motion  that  aborting  the  Physicians’  Assistants 
program  is  legislatively  impractical  at  this  time,  and  that 
the  Council  go  on  record  that  MSSNY  go  through  the  New 
York  State  Department  of  Education  and  the  New  York 
State  Department  of  Health,  and  present  to  them  specific 
suggestions  for  Firmer  control  of  the  training  and  utilization 
of  the  Physicians’  Assistants,  and  that  MSSNY  restate  the 
guidelines  for  the  Physicians’  Assistants  program  and 
present  specific  suggestions  for  firmer  control  of  the 
training,  supervision,  and  utilization  of  Physicians’  Assis- 
tants. In  addition,  although  Nurse  Practitioners  are  not 
now  licensed  by  the  State  of  New  York,  it  was  felt  that  the 
above  restrictions  should  apply  to  them  as  well,  in  the  event 
such  legislation  becomes  law. 

Respectfully  submitted. 

Katharine  L.  Friedmann.  M.D.,  Chairperson 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  -Jr.,  M.D.,  Chairman. 

Your  reference  committee  recommends  that  the  report 
of  the  Health  Manpower  Committee  be  adopted. 

. . .The  House  voted  to  ADOPT  the  report  of  the 
Committee  on  Health  Manpower  . . . 

Resolution  78-31,  Pilot  Demographic  Survey  of 
Health  Care  Physicians 
Introduced  by  the  Second  District  Branch 

Whereas,  It  is  in  the  best  interest  of  the  citizens  of 
New  York  State  to  do  an  indepth  demographic  survey 
of  all  available  health  care  professionals  who  are  pres- 
ently rendering  service  in  the  health  care  delivery  field; 
and 

Whereas,  Many  decisions  are  being  made  concerning 
health  care  delivery  by  both  F’ederal  and  State  regula 
tory  agencies  in  t he  absence  of  specific  demographic  data 
concerning  the  availability  of  various  health  care  pro 
fessionals;  and 

Whereas,  Nassau  and  Suffolk  counties  have  rural 
suburban  and  urban  areas  with  a wide  populat  ion  mix. 
including  American  Indians,  migrant  workers,  and  a 
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large  influx  of  summer  tourist;  and 

Whereas,  The  general  population  of  both  counties  is 
2.5  million  and  the  physician  population  exceeds  4,000; 
and 

Whereas,  The  official  list  of  physicians  registered  to 
practice  medicine  in  the  counties  of  Nassau  and  Suffolk 
as  supplied  by  the  Commissioner  of  Health  of  the  State 
of  New  York  presents  many  inaccuracies  concerning  (a) 
omission  of  physicians  known  to  be  practicing  in  the 
county,  and  (b)  inclusion  of  names  of  physicians  totally 
unknown  to  the  physicians  now  practicing  in  these  two 
counties;  and 

Whereas,  It  is  presumed  that  the  registration  lists  of 
physicians  supposedly  practicing  in  all  the  other  counties 
of  New  York  State  is  probably  equally  inaccurate; 
therefore  be  it 

Resolved,  That,  as  a first  step  toward  a demographic 
survey  of  health  care  professionals  in  New  York  State, 
the  Medical  Society  of  the  State  of  New  York  undertake 
a pilot  project  of  doing  a demographic  survey  of  all 
physicians  practicing  medicine  in  the  counties  of  Nassau 
and  Suffolk;  and  be  it  further 

Resolved,  That  this  demographic  survey  be  done  with 
the  full  cooperation  of  the  Nassau  and  Suffolk  County 
Medical  Societies  and  be  presented  in  such  a fashion  so 
as  to  make  the  information  pertinent  and  relevant  to  the 
multitude  of  health  care  delivery  problems  being  pre- 
sented by  Federal  and  State  regulatory  agencies  so  as  to 
best  serve  the  interest  of  the  patients  and  potential  pa- 
tients in  Nassau  and  Suffolk  counties;  and  be  it  fur 
ther 

Resolved,  That  if  this  pilot  demographic  survey 
proves  to  be  of  value,  a similar  survey  be  done  State- 
wide. 

Fiscal  Note:  $10,000. 


Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  \V. 
Melcher,  Jr.,  M.D.,  Chairman 

Your  reference  committee  was  informed  that  at  the  most 
recent  meeting  of  the  Health  Manpower  Committee,  the 
minutes  of  which  have  not  yet  been  officially  approved,  this 
resolution  was  discussed  with  conclusions  reached  that  a 
demographic  survey  on  a Statewide  rather  than  on  a local 
basis  was  necessary,  and  that  the  matter  is  to  be  on  the 
agenda  of  the  next  meeting  following  staff  investigation 
and  consultation  with  the  Division  of  Research  and  De- 
velopment as  to  methodology. 

Your  reference  committee  is  of  the  opinion  that  a 
Statewide  demographic  survey  to  determine  where  phy- 
sicians are  located,  their  specialty  & their  availability  is 
very  much  needed;  that  such  information  should  be  col- 
lected, retained,  and  periodically  updated  by  MSSNY;  and 
that  utilizing  the  Society’s  computer  and  in  cooperation 
with  the  county  medical  societies  this  function  can  be 
performed  at  a reasonable  cost.  To  be  meaningful,  the 
survey  must  include  nonmembers  as  well  as  our  Society’s 
members. 

Your  reference  committee  recommends  referral  of 
Resolution  78-31  through  the  Council  to  the  Health 
Manpower  Committee  with  the  charge  to  pursue  this 
matter  energetically. 

. . .The  House,  after  considerable  discussion,  voted 

to  REFER  Resolution  78-31  to  the  Council . . . 


HEALTH  SYSTEMS  AGENCY 
COOR  DINA  77  NG  ( OMM I TTEE 

To  tin  House  of  Delegates,  Ladies  and  Gentlemen 
The  following  is  the  report  of  the  Health  Systems  Agency 
Coordinating  Committee. 

The  committee  members  are  as  follows: 


Leonard  S.  Weiss,  M l)  , Chairman  Orange 

Gerald  J.  E.  Ansell,  M l) Broome 

Kenneth  H.  Eckhert  M.D  Erie 

Samuel  M.  Gelfand,  M.D Nassau 

Leonard  L.  Heimoff,  M l)  Bronx 

John  C.  Herrman,  M.D Lewis 

David  L.  Koch,  M l) Seneca 

Morton  Kurtz,  M.D Queens 

Thomas  D.  Pemrick,  M.D Rensselaer 

Charles  Weller,  M.D Westchester 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  has  met  on  one  occasion. 

Cost  Containment  Activities.  A report  was  rendered 
on  the  formation  of  the  Ad  Hoc  Committee  on  Cost  Con- 
tainment and  what  transpired  at  its  several  meetings  since. 
The  Ad  Hoc  committee  prepared  a paper  on  cost  contain- 
ment, which  was  approved  by  the  Council  as  the  MSSNY 
position.  The  Ad  Hoc  Committee  also  met  with  the  Ad 
Hoc  Committee  on  the  National  Commission  on  the  Cost 
of  Medical  Care  (AMA)  and  reviewed  the  48  recommen- 
dations of  the  National  Commission  on  the  Cost  of  Medical 
Care.  A consensus  was  arrived  at  on  each  of  the  recom- 
mendations which  was  presented  to  the  Council.  The 
Council  decided  that  the  New  York  Delegation  to  the  AMA 
should  present  our  position  on  each  recommendation  at  the 
AMA  meeting. 

The  HSA  Committee’s  recommendation  that  the  county 
medical  societies  and  District  Branches  constitute  cost 
containment  committees,  to  make  available  the  expertise 
and  knowledge  of  practicing  physicians  in  the  consider- 
ation of  health  care  cost  control  without  sacrificing  the 
quality  of  care,  was  discussed.  It  was  felt  that  the  great 
body  of  physicians  had  not  to  date  participated  in  any  wide 
ranging  discussions  of  or  activities  related  to  cost  con- 
tainment. The  MSSNY  Position  Paper  on  Cost  Con- 
tainment was  sent  to  all  county  medical  society  presidents 
but  very  little  feedback  has  been  received  to  indicate  ac- 
tions taken.  It  was  recommended  that  the  MSSNY  urge 
great  involvement  at  the  county  level,  and  this  committee 
act  as  a conduit  for  the  coordination  of  such  activities.  It 
was  further  recommended  that  the  MSSNY  Position  Paper 
on  Cost  Containment  go  ou*  with  the  minutes  of  the  HSA 
meeting  so  that  the  HSA  representatives  could  bring  this 
to  the  attention  of  the  members  in  their  respective  HSA 
areas. 

It  was  also  recommended  that  the  Position  Paper  on 
Cost  Containment  of  the  MSSNY  be  brought  to  the  at- 
tention of  the  State  Health  Coordinating  Council  and  all 
members  of  MSSNY  committees  represented  on  the  Ad 
Hoc  Committee  on  Cost  Containment.  The  Council  at  its 
meeting  on  September  28,  approved  these  recommenda- 
tions. 

Data  Consortium.  The  committee  members  were  in- 
formed that  the  HEW  grant  to  the  Data  Consortium  will 
terminate  September,  1978,  and  not  be  renewed.  The 
Health  Care  Financing  Administration  has  granted  funds 
to  New  York  State  to  set  up  its  own  data  bank.  The  Data 
Consortium  will  not  be  permitted  to  play  any  part  in  the 
NYS  program  except,  at  best,  in  an  advisory  role 
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Model  HSA-PSRO  Agreement.  The  representative 
of  HSA  #3  stated  that  his  HSA  had  signed  contracts  with 
the  two  PSRO  areas  covered  by  the  HSA.  The  chairman 
requested  that  copies  of  the  contract  be  sent  to  the  division 
director  for  dissemination  to  the  other  members.  It  was 
stated  that  HSA  Area  #2  had  also  entered  into  contract 
with  their  local  PSROs  as  well  as  Area  HSA  #8. 

Confidentiality  of  PSRO  Data.  T he  confidentiality 
of  PSRO  records  was  discussed.  The  representative  from 
the  HSA  Area  #3  remarked  that  in  his  area  all  data  is  the 
property  of  the  local  PSROs;  upon  specific  request  certain 
gross  data  might  be  released  to  the  HSA.  The  recent  ju- 
dicial decision,  that  the  Freedom  of  Information  Act  is 
applicable  to  PSROs  on  the  basis  that  they  are  govern- 
mental agencies,  was  noted.  The  National  Association  of 
PSRO  has  appealed  the  decision.  If  the  decision  stands, 
the  committee  was  of  the  opinion  that  it  would  greatly 
curtail  PSRO  effectiveness.  This  committee  deplores 
indiscriminate  disclosure  of  all  PSRO  files  as  a violation 
of  privacy  and  confidentiality. 

It  was  moved,  seconded  and  unanimously  passed  that 
the  following  be  the  MSSNY  position: 

HSAs  should  not  request  from  PSROs,  and  PSROs 
should  not  be  required  to  release  data  from  which  indi- 
vidual patients  can  be  identified  or  findings  of  reviews 
of  the  quality  of  care  provided  by  individual  physicians 
or  within  specific  institutions.  But  PSROs  should  be 
allowed  to  release  information  on  the  quality  of  care  in 
individual  institutions  where  they  judge  that  it  is  nec- 
essary to  do  so  for  their  purposes. 

The  Council  on  9/28/78  approved  the  above. 

Health  Manpower.  A member  described  the  need  for 
more  extensive  and  accurate  data  in  regard  to  health 
manpower  planning.  The  Hudson  Valley  HSA  has  mailed 
a questionnaire  to  all  physicians  in  its  area  requesting  es- 
sential data,  but  is  concerned  whether  the  returns  will  be 
adequate.  The  committee  member  recommended  that  a 
questionnaire  prepared  by  the  Research  and  Development 
Committee  of  the  MSSNY  should  be  utilized  so  that  the 
MSSNY  would  be  the  repository  of  this  data,  and  not  the 
State  Department  of  Health,  which  desires  to  set  up  its  own 
data  bank  over  which  physicians  would  have  no  control. 

It  was  moved,  seconded,  and  unanimously  passed  that 
the  MSSNY  recognize  the  need  for  better  manpower 
planning,  that  the  MSSNY  should  be  the  organization  to 
collect  and  maintain  the  necessary  data  to  include  all 
practicing  physicians  in  the  State  of  New  York. 

The  Council  at  its  meeting  on  September  28, 1978,  tabled 
the  above  recommendation. 

The  chairman  would  like  to  extend  his  personal  thanks 
to  the  members  of  this  committee  who  have  given  so  freely 
of  their  time  and  efforts  this  past  year,  to  Max  N.  Howard, 
M.D.,  Director,  Division  of  Medical  Services,  for  his  un- 
tiring efforts  on  behalf  of  the  committee  and  also  to  Mr. 
William  D.  Brainin,  Associate  Director  of  the  Division,  and 
Miss  Alice  E.  Wheeler,  Administrative  Assistant,  for  their 
efforts. 

Respectfully  submitted: 

Leonard  S.  Weiss,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Medical  Services: 
The  following  report  was  presented  by  George  W.  Melcher, 
•Jr.,  M.D.,  Chairman. 

Your  reference  committee  reviewed  and  discussed  this 
report. 


Your  reference  committee  recommends  that  the  report 
of  the  Health  Systems  Agency  Coordinating  Committee 
be  filed. 

. . .The  report  of  the  Health  Systems  Agency  Coor- 
dinating Committee  was  FILED  . . . 

Resolution  78-34,  Certificate  of  Need  Require- 
ment 

Introduced  by  Robert  M.  Kohn,  M.D.,  Delegate,  Section 
on  Internal  Medicine 

Whereas,  Current  New  York  State  law  exempts 
physicians’  private  offices  from  existing  State  Certificate 
of  Need  requirements;  and 

Whereas,  Proposals  exist  in  the  United  States  Con- 
gress extending  Certificate  of  Need  requirements  to 
physicians’  private  offices;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  shall  adopt  the  policy  that  no  Certificate  of 
Need  relative  to  the  private  physician’s  office  shall  be 
required,  except  in  those  instances  where  society  needs 
to  make  explicit  decisions  relative  to  certain  specific, 
defined,  high  cost  programs  and  technologies,  such  as 
CT  scanning  and  chronic  hemodialysis. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman . 

The  introducer  of  Resolution  78-34,  accepted  an 
amendment  to  this  Resolution.  The  Resolved  portion  of 
this  resolution  was  amended  by  the  deletion  of  the  phrase 
“except  in  those  instances  where  society  needs  to  make 
explicit  decisions  relative  to  certain  specific,  defined,  high 
cost  programs  and  technologies,  such  as  CT  scanning  and 
chronic  hemodialysis.”  The  amended  Resolved  portion 
of  Resolution  78-34  would  then  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  shall  adopt  the  policy  that  no  Certificate  of 
Need  relative  to  the  private  physician’s  office  shall  be 
required. 

Your  reference  committee  recommends  that  Resolution 
78-34  be  adopted  as  amended. 

. . .The  House  voted  to  ADOPT  Resolution  78-34  as 

AMENDED . . . 

Resolution  78-35,  The  Use  of  Government  Funds  by 
HMOs 

Introduced  by  Robert  M.  Kohn,  M.D.,  Delegate,  Section 
on  Internal  Medicine 

Whereas,  Health  Maintenance  Organizations  devel- 
oped by  the  assistance  of  government  grants,  funds  or 
loans;  and  if  the  HMOs  are  exempt  from  health  planning 
regulation,  then  those  HMOs  may  have  an  unfair  com- 
petitive advantage  in  the  market  place;  therefore  be  it 
Resolved,  That  tjie  Medical  Society  of  the  State  of 
New  York  shall  adopt  the  policy  that  Health  Mainte- 
nance Organizations  utilizing  governmental  grants, 
funds,  or  guaranteed  loans  for  construction,  renovation, 
and  equipment.,  or  to  offset  operational  losses,  should 
continue  to  be  subject  to  the  Health  Planning  Law  and 
Certificate  of  Need  legislation  and  regulation. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.I).,  Chairman. 
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The  intent  of  this  resolution  has  already  been  imple- 
mented and  it  is  therefore  moot. 

Your  reference  committee  recommends  that  Resolution 
78-35  be  not  adopted. 

...The  House  voted  to  NOT  ADOPT  Resolution 
78-35  . . . 

MEDICAL  CAKE  INSURANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Medical  Care  In- 


surance are  as  follows: 

Daniel  F.  O’Keeffe,  M.D.,  Chairman  Warren 

.Joseph  F.  Shanaphy,  M.D Richmond 

Ronald  A.  Housman,  M.D Sulfolk 

Samuel  H.  Madell,  M.D New  York 

Monte  Malach,  M.D Kings 

Robert  J.  O'Connor,  M.D Richmond 

H.  Gregory  Thorsell,  M.D Chautauqua 

Walter  Scott  Walls,  III,  M.D Erie 

Daniel  H.  Webster,  M.D Clinton 


The  following  is  the  report  of  the  Committee  on  Medical 
Care  Insurance  which  held  one  meeting  during  the  past 
year: 

Mandatory  Acceptance  of  Patients’  Assignments  by 
Insurance  Carriers.  Resolution  74-81,  passed  by  the 
MSSNY  House  of  Delegates,  sought  the  mandatory  ac- 
ceptance by  insurance  carriers  of  assignment  by  a patient 
authorizing  benefits  due  the  latter  to  be  paid  directly  to  the 
named  physician.  The  MSSNY  Council  felt  this  could  be 
best  attained  by  administrative  action  by  the  Superin- 
tendent of  Insurance.  The  then  Superintendent  of  In- 
surance, in  a discussion  with  the  division  director  in  Sep- 
tember, 1976,  stated  he  would  enforce  compliance.  At  that 
time  his  statement  was  publicized  and  our  membership 
asked  to  inform  the  MSSNY  if  any  carrier  refused  to  honor 
a patient’s  assignment  for  direct  payment  to  the  physician. 
No  such  case  has  been  reported  to  our  Society  since. 

The  ruling  of  the  Superintendent  of  Insurance  w-as  not 
applicable  to  IX-C  carriers  (Blue  Cross/Blue  Shield  and 
Group  Health  Insurance).  The  reasons  for  this  were  not 
apparent  then  or  now.  A request  wras  made  to  Blue 
Cross/Blue  Shield  of  Greater  New  York  to  ascertain  on 
what  grounds  they  were  excluded  from  honoring  assign- 
ments, and  they  were  to  research  the  problem  and  let  us 
know;  no  information  was  received.  This  aspect  of  the 
problem  is  still  being  pursued. 

Right  of  a Physician  to  Refuse  to  Complete  a Health 
Insurance  Claim  Form.  The  MSSNY  Council  endorsed 
the  committee  recommendation  that  a physician  complete 
one  insurance  claim  form  without  charge.  The  New  York 
State  Board  of  Regents  promulgated  the  following  rule 
relating  to  definitions  of  unprofessional  conduct,  effective 
October  1,  1977,  Section  29.2,  General  Provisions  for 
Health  Professions: 

(7)  Failing  to  make  available  to  a patient,  or,  upon  a 
patient’s  request,  to  another  licensed  health  practitioner 
consistent  with  that  practitioner’s  authorized  scope  of 
practice,  copies  of  reports,  test  records,  evaluations  or 
x-rays  relating  to  the  patient  which  are  in  the  possession 
or  under  the  control  of  the  licensee,  or  failing  to  com- 
plete forms  or  reports  required  for  the  reimbursement 
of  a patient  by  a third  party.  Reasonable  fees  may  be 
charged  for  such  copies,  forms  or  reports,  but  prior 
payment  for  the  professional  services  to  which  such 


records  relate  may  not  be  required  as  a condition  for 
making  such  records  available.  A practitioner  may, 
however,  withhold  information  from  a patient  if,  in  the 
reasonable  exercise  of  his  or  her  professional  judgment, 
he  or  she  believes  release  of  such  information  would 
adversely  affect  the  patient’s  health,  and  this  section 
shall  not  require  release  to  the  parent  or  guardian  of  a 
minor  of  records  or  information  relating  to  venereal 
disease  or  abortion  except  with  the  minor’s  consent. 
This  provision  shall  apply  in  lieu  of  Section  29.1  (b) 
(7). 

The  MSSNY  has  strongly  objected  to  the  provisions  of 
Section  29.2,  has  had  preliminary  discussions  with  the 
Board  of  Regents  to  seek  revision,  and  such  discussion  is 
still  ongoing. 

Adequate  Payment  to  Pharmacists  for  Medicaid 
Prescriptions.  The  MSSNY  Council  approved  this 
committee’s  recommendation  that  the  resolutions  sub- 
mitted by  the  Medical  Society  of  the  County  of  Kings  that 
“allowances  for  Medicaid  prescriptions  . . . permit  a rea- 
sonable professional  fee  by  pharmacists  . . . and  adminis- 
trative procedures  be  revised  to  facilitate  the  processing 
of  such  claims”  be  adopted  and  implemented. 

Recently,  failing  to  secure  the  above,  the  majority  of 
pharmacists  in  New  York  City  refused  to  fill  Medicaid 
prescriptions.  Although  this  mass  action  led  to  a threat 
by  the  State  government  that  antitrust  charges  would  be 
instituted,  such  did  not  materialize  and  the  pharmacists 
did  obtain  an  adjustment  of  the  Medicaid  prescription 
rates  that  resulted  in  a more  adequate  reimbursement. 
This  was  contrasted  with  the  failure  of  physicians  partic- 
ipating in  the  Medicaid  program  to  secure  an  increase  in 
the  present  professional  fees,  which  the  Governor  and  his 
executives  have  acknowledged  as  being  completely  un- 
realistic. 

Premier  Physician  Care  Coverage  Plan.  Interim 
developments  since  the  last  discussion  by  this  Committee 
of  the  plan  were  reported.  Several  meetings  with  Blue 
Cross/Blue  Shield  of  Greater  New  York  to  explore  changes 
in  the  plan  that  would  meet  the  MSSNY  objections  were 
unsuccessful.  The  MSSNY  remains  opposed  to  any  plan 
such  as  this  that  penalizes  subscribers  by  reducing  their 
benefits  by  25%  when  they  elect  to  have  care  rendered  by 
a nonparticipating  physician. 

At  this  time  Blue  Cross/Blue  Shield  states  that  physi- 
cians who  account  for  60%  of  the  billing  in  their  17  County 
area  have  signed  to  participate  in  the  program.  However, 
only  16%  of  the  anesthesiologists  have  agreed  to  participate 
and,  since  such  a large  percent  of  nonparticipants  would 
make  the  plan  inoperative  for  surgical  coverage  and  destroy 
the  basic  premise  of  affording  “full  coverage,”  no  effort  to 
market  the  plan  has  yet  begun.  As  of  this  date  Blue 
Cross/Blue  Shield  has  not  decided  whether  to  abort  the 
plan  or  continue  its  efforts  to  reach  an  accommodation  with 
the  anesthesiologists  and  the  other  physician  groups. 

Discussion  noted  that  there  were  other  objections  to  the 
plan,  such  as  its  being  a fixed  fee  schedule  with  its  atten- 
dant deficiencies,  that  the  schedule  can  be  changed  uni- 
laterally at  any  time  without  input  from  the  physicians 
involved,  that  the  proposed  update  by  using  the  cost  of 
living  index  fails  to  recognize  physicians  overhead  ex- 
penses, and  the  medical  section  of  the  plan  is  too  expensive 
to  be  acceptable. 

It  was  moved,  seconded,  and  unanimously  passed  that 
the  representatives  of  our  membership,  having  voted  their 
sense  and  intent  that  we  disapprove  of  any  health  insur- 
ance plan  that  penalizes  subscribers  who  elect  to  be  treated 
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by  physicians  who  do  not  participate  in  the  plan,  the 
MSSNY  reaffirm  this  position  by  adequately  publicizing 
this  and  the  other  deficiencies  in  an  insurance  program. 
The  MSSNY  Council  on  September  28,  1978,  reaffirmed 
this  position. 

Universal  Health  Insurance  Claim  Form.  In  re- 
sponse to  the  New  York  State  Legislature’s  mandate  that 
such  a form  be  prepared  by  January  1,  1979,  for  imple- 
mentation July  1,  1979,  the  Superintendent  of  Insurance 
convened  an  ad  hoc  committee  which  held  its  first  meeting 
in  April,  1978.  The  chairman  of  this  committee  repre- 
sented the  MSSNY  on  that  committee.  Others  repre- 
sented were  the  insurance  carriers,  consumers,  hospital 
associations,  and  other  interested  groups.  Public  hearings 
are  contemplated  in  the  Fall. 

The  legislature  exempted  from  the  provisions  of  the  act 
IX-C  carriers,  as  well  as  the  Medicare  and  Medicaid  pro- 
grams. The  committee  was  unanimous  that  efforts  should 
be  made  by  the  MSSNY  to  have  these  three  groups  accept 
the  New  York  State  Universal  Health  Insurance  Claim 
Form.  It  was  also  the  unanimous  opinion  of  the  committee 
that  terminology  used  on  such  a form  be  that  of  the  Current 
Procedural  Terminology  (AMA  — 4th  Edition)  and  the 
International  Classification  of  Diseases  Amended  #9 
(ICDA  — 9). 

It  was  further  recommended  that,  when  a physician’s 
billing  form  supplies  all  the  necessary  information,  the 
attachment  of  such  to  the  claim  form  shall  be  accept- 
able. 

The  chairman  distributed  drafts  of  two  proposed  forms. 
It  was  noted  that  one  form  closely  resembles  the  AMA 
form,  which  was  endorsed  by  the  MSSNY.  After  review, 
the  committee  recommended  certain  modifications,  such 
as  a section  to  contain  the  statement: 

I hereby  authorize  my  insurance  benefits  to  be  paid  di- 
rectly to  the  physician  and  acknowledge  that  I am  fi- 
nancially responsible  for  any  unpaid  balance. 

There  should  also  be  added  an  explanation  on  the  back 
of  the  form  regarding  the  amount  of  insurance  coverage, 
to  avoid  any  misunderstanding  by  the  patient  that  the  sum 
payable  by  his  coverage  may  constitute  full  payment  to  the 
physician.  It  was  recommended  that  the  wording  be  that 
previously  adopted  by  the  MSSNY,  namely,  that  when  the 
insurance  reimbursement  is  lower  than  a physician’s  fees 
there  be  an  explanation  that  they  “are  not  completely 
covered  by  the  patient’s  insurance.” 

In  another  section,  to  cover  Medicare  claims,  it  was 
suggested  that  there  should  be  included  two  boxes  as  fol- 
lows: 

( ) I accept  assignment. 

( ) I do  not  accept  assignment. 

The  chairman  requested  that,  in  addition  to  the  above 
comments,  the  committee  members  review  the  draft  fur- 
ther and  submit  suggestions  or  recommendations  to  the 
division  director,  so  that  the  chairman  can  present  these 
to  the  Superintendent  of  Insurance  at  the  next  ad  hoc 
committee  meeting. 

Psychiatric  Rider.  Most  health  insurance  policies  do 
not  include  coverage  of  psychiatric  services,  except  through 
riders.  At  the  meeting  of  the  MSSNY  Council  on  March 
23,  1978,  it  was  reported  that  the  Blue  Cross/Blue  Shield 
of  Greater  New  York  offered  a rider  covering  fees  for  psy- 
chiatric care  up  to  $700  per  year,  per  patient,  at  a premium 
cost  of  $2  to  $3  per  month  for  this  option.  In  contrast, 
commercial  carriers  were  only  charging  75<t  per  month  for 
similar  coverage.  The  committee  was  of  the  opinion  that 


psychiatric  services  should  be  covered  by  all  health  insur- 
ance policies  and  that  the  premium  for  such  coverage 
should  be  realistic. 

In-Office  Operating  Room.  A request  by  a physician 
for  assistance  in  obtaining  addit  ional  reimbursement  from 
health  insurers  when  he  utilizes  his  in-office  “operating” 
room  to  perform  surgery  that  is  normally  performed  in  a 
hospital  setting  was  reviewed.  The  physician  has  been  able 
to  obtain  reimbursement  in  addition  to  the  allowed  surgical 
fee  from  some  carriers  but  not  from  others. 

Discussion  focused  on  the  difficulty  of  determining 
whether  an  in-office  setup  meets  the  criteria  established 
for  operating  rooms,  since  the  standards  for  each  should 
be  equivalent,  irrespect  ive  of  location.  Criteria  had  been 
established  for  ambulatory  surgical  units,  but  as  far  as  the 
division  could  ascertain,  the  adequacy  of  an  operating  room 
in  a physician’s  office  has  not  been  addressed.  It  was 
emphasized  that  the  physical  plant,  including  features  of 
sterility  and  safety,  adequate  resuscitative  equipment  and 
hospital  backup  arrangements,  were  essential.  The  de- 
sirability of  ambulatory  surgery  vs.  in-hospital  care  of  a 
patient  when  such  is  unnecessary,  is  recognized.  Ambu- 
latory surgery  should  be  encouraged,  provided  all  factors 
that  assure  high  quality  care  are  equal. 

The  committee  at  this  time  does  not  feel  that  it  has 
sufficient  information  to  permit  effective  recommenda- 
tions to  be  offered.  It  was  decided  to  acknowledge  the 
physician’s  letter  and  to  request  whatever  information  he 
had  available. 

Resolution  77-47,  Differential  Between  Group 
Health  Insurance  and  Blue  Cross  in  Medicare  Pay- 
ments 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  protest  the  discrimination  which  is  being 
practiced  against  the  physicians  of  the  County  of 
Queens;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  use  its  best  efforts  to  have  one  level  of  pay- 
ment cover  all  the  Medicare  claims  in  the  same  geo- 
graphic area,  namely,  the  City  of  New  York;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  up  this  matter  with  the  Department  of 
Health,  Education,  and  Welfare,  which  administers  the 
Social  Security  system  and  the  Medicare  payment 
system. 

Blue  Cross/Blue  Shield  of  Greater  New  York  is  the  fiscal 
intermediary  for  four  counties  in  New  York  City,  and 
Group  Health  Insurance  is  the  intermediary  for  Queens. 
The  prevailing  fees  in  a geographic  area  are  established  bv 
a fiscal  intermediary  in  accordance  with  the  provisions  of 
the  Medicare  law  and  regulations.  It  is  to  be  noted  that 
there  are  differentials  for  Manhattan,  not  only  for  the 
County  of  Queens,  and  also  for  The  Bronx,  Brooklyn,  and 
Staten  Island. 

The  methodology  used  by  GHI  was  challenged  as  to  ac- 
curacy in  using  the  original  profiles  of  Queens  physicians, 
but  was  unsuccessful.  Attempts  have  been  made  to  correct 
this  situation,  including  discussions  with  legislators  from 
Queens.  It  was  suggested  that  the  Queens  physicians  se- 
cure the  necessary  statistical  data  with  which  to  challenge 
the  differential,  data  which  is  not  available  at  this  time. 

Medicare.  There  was  discussion  of  a letter  in  which  a 
physician  voiced  two  complaints  against  the  Medicare 
provisions. 
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1.  lower  lees  paid  to  physicians  for  the  care  of  patients 
admitted  through  the  emergency  or  outpatient  de- 
partments and  assigned  to  a staff  physician,  vs.  that 
for  the  care  of  a patient  admitted  directly  by  a phy- 
sician, and 

2.  the  refusal  to  pay  to  the  attending  physician  of  record 
for  services  rendered  by  a substitute  physician  cov- 
ering for  the  original  physician,  as  on  weekends. 

The  committee  recognized  that  there  is  a difference  in 
the  patient -physician  relationship  when  the  patient  comes 
under  a doctor’s  care  indirectly  and  is  in  a teaching  hospital 
setting.  Although  it  is  doubtful  whether  Medicare  pro- 
visions relating  to  this  matter  can  be  altered,  it  should  be 
explored  and  the  physician  should  be  requested  to  furnish 
specific  details  as  to  the  manner  of  admission  of  such  pa- 
tients and  assignment  to  physicians,  and  the  role  of  the 
house  staff  in  the  actual  care  of  such  patients. 

Medicare  provisions  are  very  specific  that  payment  for 
services  shall  be  made  only  to  the  physician  who  renders 
the  services  and  this  principle  is  one  the  MSSNV  has  en- 
dorsed. The  committee  recognizes,  however,  the  nuisance 
of  submitting  separate  claim  forms  when  there  is  a mutual 
arrangement  between  physicians  to  cover  for  each  other 
for  short  periods,  such  as  weekends  or  a day  off,  and  be- 
lieves that  some  leeway  should  be  permitted  to  overcome 
what  is  an  onerous  chore.  The  staff  will  explore  the  matter 
further. 

Update  on  No-Fault  Litigation.  The  MSSNV  suit 
requesting  a preliminary  injunction  to  prevent  the  imple- 
mentation of  the  No-Fault  Law  amendment  imposing  fees 
of  the  Workers’  Compensation  Medical  Fee  Schedule  as 
a maximum  was  denied  by  the  court,  but  the  judge  felt  that 
there  was  substance  to  our  complaint  warranting  further 
judicial  process.  The  State  brought  an  action  in  another 
court  seeking  a complete  dismissal  of  our  suit,  but  that 
judge  refused  to  act  and  remanded  the  matter  to  the  orig- 
inal court.  The  latter  jurist  has  indicated  doubt  as  to 
whether  a constitutional  issue  was  involved,  and  suggested 
that  the  MSSNV  meet  with  the  Superintendent  of  Insur- 
ance to  discuss  a possible  solution.  A three  hour  meeting 
was  held  with  the  Superintendent  of  Insurance  on  Febru- 
ary 15,  1978,  which  the  division  director  summarized  as 
being  nonproductive.  The  next  court  proceeding,  which 
was  scheduled  for  June  15,  1978,  has  been  further  post- 
poned until  October,  1978. 

The  division  director  called  attention  to  the  importance 
of  obtaining  patient  incidents  that  physicians  come  across 
to  bolster  the  MSSNV  suit  and  requested  that  this  be 
disseminated  as  widely  as  possible  for  physicians  to  be  alert 
in  recognizing  such  situations  and  bringing  them  to  the 
attention  of  the  Society. 

It  was  recommended  that  a news  release  be  prepared  to 
set  the  record  straight,  in  view  of  the  misleading  reports  in 
the  news  media  on  the  effect  of  the  no-fault  amendments 
implemented  on  December  1,  1977,  setting  forth  the 
MSSNY  position  as  to  how  these  amendments  will  effect 
the  delivery  of  health  care  in  New'  York  State. 

Maternity  Disability.  The  laws  of  New  York  now 
recognize  disability  during  pregnancy  and  provide  for 
payment  by  health  insurance  carriers  to  a maximum  of 
eight  weeks.  After  considerable  indecision  as  to  the  ad- 
ministration of  this  provision,  it  was  finally  made  part  of 
the  disability  benefits  section  of  the  Workers’  Compen- 
sation Law  and  is  administered  by  the  WCB. 

Attention  was  called  to  the  fact  that  insurance  carriers 
are  challenging  payments  when  the  disability  benefits  form 
completed  by  the  physician  does  not  adequately  establish 


that  there  is  some  disability  other  than  “pregnancy.”  The 
eight  weeks  coverage  is  not  automatic,  but  is  dependent 
upon  the  establishment  by  adequate  documentation  by  the 
physician  that  disability  does  exist  and  defines  the  period 
of  disability. 

It  was  felt  that  this  information  should  be  disseminated 
to  the  membership  through  the  News  of  New  York,  and 
this  was  done  in  the  August  1,  1978,  issue. 

The  chairman  of  this  committee  expressed  his  appre- 
ciation to  the  members  of  the  committee  for  the  time  and 
effort  they  have  devoted  to  the  problems  dealt  with.  He 
also  wishes  to  thank  Max  N.  Howard,  M. I).,  Director  of  the 
Division  of  Medical  Services,  William  I).  Brainin,  Associate 
Director,  and  Mrs.  Gladys  B.  Wunsch,  Secretary,  for  their 
conscientious  efforts  and  diligence. 

Respectfully  submitted, 

Daniel  F.  O’Keeffe,  M.D,  Chairman 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman . 

Your  reference  committee  noted  that  the  justification 
for  and  the  regulation  that  exempts  IX-C  carriers  from 
provisions  that  cover  other  health  insurance  carriers  have 
not  yet  been  defined.  MSSNY  is  urged  to  pursue  this 
matter  directly  with  the  New  York  State  Superintendent 
of  Insurance. 

Section  29.2  - General  Provisions  for  Health  Profes- 
sions — effective  October  1,  1977,  was  discussed.  Your 
reference  committee  was  informed  that  in  several  meetings 
with  the  Board  of  Regents.  MSSNY  sought  modification 
of  this  section  but  the  Board  of  Regents  has  insisted  on 
retaining  and  implementing  this  section  as  it  stands.  Your 
reference  committee  believes  that  this  matter  is  of  such 
importance  that  it  recommends  to  the  House  of  Delegates 
that  MSSNY  explore  the  grounds  for  a legal  challenge  of 
this  section. 

The  problem  of  differential  payments  or  reimburse- 
ments to  patients  by  the  participating  and  nonparti- 
cipating physicians  in  a health  insurance  plan  remains. 
Your  reference  committee  recommends  a reaffirmation  by 
the  House  of  Delegates  of  the  principles  embodied  in  the 
report  of  the  Medical  Care  Insurance  Committee. 

Your  reference  committee  recommends  that  the  report 
of  the  Committee  on  Medical  Care  Insurance  be  adopted 
with  the  reference  committee’s  additional  recommenda- 
tions. 

. . . The  House  voted  to  ADOPT  the  report  of  the 
Committee  on  Medical  Care  Insurance  and  the  refer- 
ence committee’s  additional  recommendations  . . . 

Resolution  78-36,  The  Reduction  by  Part  B Medi- 
care Carriers  of  the  Usual  and  Customary  Fees  of 
Private  and  Non-salaried  Physicians  When  Their 
Patients  Are  Admitted  to  the  “Teaching  Service” 

Introduced  by  the  Medical  Society  of  the  County  of  New 
York 

Whereas,  There  is  a developing  policy  of  reducing  the 
usual  and  customary  fee  (20-66%)  of  non-salaried  private 
physicians,  by  Part  B Medicare  carriers,  when  their 
patients  are  admitted  to  a “teaching  service”;  and 

Whereas,  No  clear  basis  for  such  reductions  of  fees  to 
private  non-salaried  physicians,  and  no  definition  of  a 
patient  in  a “teaching  service,”  has  been  agreed  upon  by 
the  medical  profession;  therefore  be  it 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  be  opposed  to  any  reduction  of  the  usual  and 
customary  fees  of  non-salaried  private  physicians  by 
Part  B Medicare  carriers  regardless  of  whether  the  pa- 
tient is  in  a “teaching”  or  any  other  setting;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  present  this  resolution  to  the  interim  session 
of  the  House  of  Delegates  of  the  American  Medical  As- 
sociation. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  w^s  presented  by  George  W. 
Melcher,  Jr.,  M.D.,  Chairman. 

The  introducer  of  the  resolution  requested  that  the  first 
Resolved  portion  of  the  resolution  be  amended  by  the  de- 
letion of  the  phrase  “whether  the  patient  is  in  a ‘teaching’ 
or  any  other  setting”  and  the  insertion  of  the  phrase  “how 
or  on  what  service  the  patient  be  admitted,  be  it  teaching 
or  otherwise.”  The  amended  first  Resolved  of  Resolution 
78-36  would  then  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  be  opposed  to  any  reduction  of  the  usual  and 
customary  fees  of  non-salaried  private  physicians  by 
Part  B Medicare  carriers  regardless  of  how  or  on  what 
service  the  patient  be  admitted,  be  it  teaching  or  other- 
wise; and  be  it  further 

Your  committee  heard  reports  of  instances  in  which  the 
patient  obviously  had  received  care  as  a private  patient  by 
a private  physician,  but  because  of  the  existing  regulations 
the  Medicare  carrier  was  bound  to  pay  a reduced  sum.  It 
was  felt  that  information  clarifying  the  guidelines  that 
define  and  establish  whether  patients  are  institutional, 
teaching,  or  private  admissions  into  a hospital  was  neces- 
sary before  this  resolution  could  be  properly  dealt  with. 

Your  reference  committee,  although  it  approves  the 
principle  embodied  in  the  resolution,  recommends  that  it 
be  referred  through  the  Council  to  the  Medical  Care  In- 
surance Committee  to  obtain  the  needed  clarification  by 
meeting  with  the  Medicare  Bureau  Director  of  HEW  Re- 
gion II,  explore  the  law  and  regulations;  and  further  rec- 
ommends that  if  the  above  determines  that  the  present 
HEW  rules  and  regulations  are  inequitable,  steps  be  taken 
to  seek  their  modification.  It  is  further  recommended  that 
the  above  information,  when  obtained,  be  disseminated 
through  the  Society’s  publications  with  the  citation  of 
specific  examples,  so  that  the  confusion  that  at  present 
exists  can  be  disspelled. 

Your  reference  committee  recommends  that  Resolution 
78-36  as  amended  be  referred  to  the  Council  for  referral  to 
the  proper  committee. 

. . .The  House  voted  to  ADOPT  Resolution  78-36  AS 

AMENDED . . . 

Resolution  78-66,  Harassment  of  Medicaid  and 
Medicare  Providers 

Introduced  by  Section  on  Preventive  Medicine  and  Public 
Health 


Whereas,  Certain  governmental  agencies,  notably 
Medicaid  and  Medicare,  are  harassing  our  physicians, 
and  making  judgments  of  the  quality  of  medical  care  and 
record  keeping,  which  they  are  not  qualified  to  do,  prior 
to  the  application  of  sanctions  or  the  commencement  of 
a formal  administrative  hearing;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Department  of  Health  of  the  State 
of  New  York  and  the  Department  of  Social  Services  of 
the  State  of  New  York  to  continue  the  long  existing 
policy  of  notifying  the  physician  that  he  has  the  right  of 
appeal  to  the  county  medical  society  of  which  he  is  a 
member  prior  to  the  application  by  Medicaid  or  Medi- 
care of  any  sanctions  against,  or  the  inst  itution  of  a for- 
mal hearing  involving  a member  of  the  Medical  Society 
of  the  State  of  New  York  for  his  actions  as  a provider  in 
either  of  these  programs;  and  be  it  further 

Resolved,  That  the  result  of  that  determination  shall 
be  made  available  to  the  director(s)  of  the  Medicaid  or 
Medicare  program  involved,  prior  to  such  action. 

Report  of  the  Reference  Committee  on  Medical  Ser- 
vices: The  following  report  was  presented  by  George  W. 
Melcher,  Jr.,  M.D,  Chairman. 

Your  reference  committee  believes  there  are  factual  er- 
rors contained  in  Resolution  78-66  and  presents  the  fol- 
lowing substitute  resolution: 

Whereas,  Certain  governmental  agencies  and  fiscal 
intermediaries  administering  the  Medicaid  and  Medi- 
care programs  are  utilizing  unwarranted  measures  of 
threat  and  condemnation  prior  to  holding  and  con- 
cluding a fair  hearing  process  in  conducting  audits  of 
physicians’  services;  and 

Whereas,  Such  audits  may  involve  questions  of  pro- 
fessional judgment  rather  than  the  verification  of  dates 
of  services  or  proper  billing;  and 

Whereas,  Differences  of  opinion  involving  profes- 
sional judgment  in  the  management  of  a patient’s 
problems  can  best  be  adjudicated  by  a physician’s  peers; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  exert  its  efforts  to  have  the  involved  Medicaid 
and  Medicare  agencies  desist  from  audit  tactics  that 
border  on  harassment;  and  be  it  further 

Resolved,  That  MSSNY  seek  the  referral  of  questions 
of  professional  judgment  to  the  peer  review  process  that 
exists  within  the  structure  of  organized  medicine  for 
opinion  which  will  be  considered  by  the  responsible 
party  prior  to  reaching  a decision. 

Your  reference  committee  recommends  adoption  of  the 
substitute  resolution  for  Resolution  78-66. 

. . .The  House  voted  to  ADOPT  the  substitute  reso- 
lution for  Resolution  78-66  . . . 

. . . The  House  voted  to  ADOPT  the  report  of  the 
reference  committee  as  acted  upon  by  the  House  . . . 
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GOVERNMENTAL  AFFAIRS 
AND  LEGAL  MATTERS 


COMMISSION  ON  GOVERNMENT  A!  \EEAIKS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 

This  division  of  the  Medical  Society  of  the  State  of  New 
York  has  been  very  active  over  the  past  year,  particularly 
in  the  fields  of  PSRO  and  State  legislative  activities  The 
respective  committees  have  worked  long  and  diligently  to 
stay  abreast  of  rapidly  changing  governmental  proposals, 
edicts,  legislative  action,  and  conflicts  between  Federal  and 
State  authority.  ! recommend  thoroughly  reading  the 
committee  reports  for  an  accurate  picture  of  the  complex 
problems  with  which  our  State  Society  deals  on  an  almost 
daily  basis. 

The  State  Legislative  Committee  meetings  have  been 
supplemented  by  monthly  reports  to  the  Council  con 
cerning  many  aspects  which  change  frequently  No  -Fault 
insurance,  Medical  Liability  and  Malpractice,  medical 
discipline,  continuing  medical  education,  and  relicensure 
have  been  the  most  pressing  areas  of  concern.  1 would  like 
to  commend  John  Carter,  M.D.,  Chairman,  the  members 
of  his  committee,  Mr  Martin  J.  Tracey,  Division  Director, 
and  our  Legislative  Counsel  in  Albany  for  the  tremendous 
effort  that  they  have  applied  in  our  behalf.  The  change 
of  the  House  of  Delegates  meeting  to  early  fall  has  been 
helpful  in  allowing  better  preparation  and -input  into  the 
legislative  activity  in  Albany. 

The  Federal  Legislative  Committee  met  in  April  and  its 
report  will  be  available  for  thorough  study  It  is  coordi 
nating  its  activity  with  the  American  Medical  Association 
in  order  to  be  more  responsive  to  the  purposes  of  the  AMA 
legislative  thrust  and  to  have  more  input  into  this  effort. 

I commend  Joseph  Fontanetta,  M.D.,  and  the  members  of 
his  committee. 

The  field  of  PSRO  this  year  has  been  one  of  constant 
frustration  and  disillusionment.  The  conflicts  between 
State  and  Federal  authority  are  being  tested  in  New  York 
State.  We  physicians,  both  in  our  roles  as  members  of  am 
active  PSRO  and  as  members  of  the  State  Society  and  our 
county  societies,  are  caught  in  the  middle.  In  spite  of  this 
the  physicians  are  working  very  hard  in  their  hospitals,  in 
the  individual  PSROs,  and  on  the  State  level  to  make  the 
concept  of  peer  review  work,  and  to  demonstrate  that  only 
that  concept  has  meaning  in  maintaining  quality  medical 
care  while  assuring  the  nation  that  it  is  both  appropriate 
and  reasonable  financially.  The  PSRO  committee  meet 
ings  have  been  the  place  where  all  of  the  PSROs  in  the 
State  can  exchange  ideas  and  form  a united  front  against 
the  everlasting  challenges  particularly  from  the  State. 
Even  though  the  Support  Center  is  no  longer  funded  and 
has  passed  from  existence,  the  forum  for  exchange  of  in- 
formation and  consolidation  of  effort  will  continue  through 
the  constant  efforts  of  this  committee  and  the  dedication 
of  MSSNY.  I strongly  commend  Charles  Aswad,  M.D., 
Chairman,  his  committee  members  who  are  also  repre- 
sentatives of  each  of  the  PSROs  in  the  State,  the  PSRO 
executives  who  have  taken  part  in  these  activities,  and  Mr. 
Morton  Chalef,  Director  of  this  Division  and  of  the  Support 
Center,  for  their  dedication  and  persistence  It  has  been 
a herculean  effort  and  the  task  is  not  over  by  any  means. 
If  this  effort  is  to  succeed,  each  member  of  this  House  of 


Delegates  must  lend  Ins  active  support  and  help  to  unite 
the  membership  of  this  Society  behind  the  PSRO  move 
ment  Each  physician  can  begin  at  the  local  level  by  ac 
lively  participating  in  the  review  mechanism  which  is  after 
all  the  blood  and  guts  of  this  effort. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters  The  following  report  was  pre- 
sented by  William  I’.  Clark,  M I).,  Chairman. 

This  Commission  of  the  Medical  Societ  y of  t he  State  of 
New  York  under  the  chairmanship  of  Richard  D.  Eberle, 
M D.,  has  continued  its  diligent  work  particularly  in  the 
fields  of  PSRO  and  legislative  activities. 

I he  Committee  on  State  Legislation  has  concerned  itself 
with  no  fault  insurance,  malpractice,  medical  discipline, 
continuing  medical  education  and  relicensure. 

I he  Committee  on  Federal  Legislation  is  cooperating 
with  the  American  Medical  Association  in  its  legislative 
thrust 

The  PSRO  Committee  continues  to  work  for  quality 
medical  care  through  the  mechanism  and  concept  of  peer 
review. 

Your  reference  committee  recommends  that  the  report 
of  the  Commission  on  Governmental  Affairs  be  filed. 

...  I he  report  of  the  Commission  on  Governmental 

Affairs  was  FILED  . . . 

ETHICS  (ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen. 

The  members  of  the  Committee  on  Ethics  are: 


Joseph  G.  Zimring,  M.D.,  Chairman  Nassau 

Franklin  C.  Hayford,  M.D Schenectady 

Theodore  C.  Jewitt,  Jr.,  M.D Erie 

Clifford  L.  Spingarn,  M.D New  York 

George  Tilley,  M.D Onondago 

Neil  M.  Williams  New  York 


An  organization  which  services  the  boroughs  of  Brook- 
lyn, Bronx,  Queens,  and  Manhattan  by  answering  house 
calls  for  many  physicians  in  these  boroughs,  as  well  as 
emergency  calls  for  several  of  the  county  medical  societies, 
inquired  as  to  our  reaction  to  their  proposal  of  advertising 
their  services  directly  to  the  public  in  the  areas  they  are 
now  servicing  for  the  above  mentioned  groups.  After  a 
discussion  with  representatives  of  the  four  county  medical 
services  involved  and  a perusal  of  several  copies  of  ads 
submitted  to  us,  the  Committee  on  Ethics  sent  the  fol- 
lowing reply:  “Advertising  by  your  organization  for  pa- 
tients who  are  patients  of  practicing  physicians  in  the 
borough  of  Brooklyn,  Bronx,  Manhattan,  and  Queens  is  a 
form  of  solicitation  considered  unethical  by  both  the 
Medical  Society  of  the  State  of  New  York  and  the  Board 
of  Regents  of  the  State  of  New  York." 

Complaints  of  unprofessional  behavior  by  a physician, 
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unethical  behavior  of  several  physicians,  the  possibility  of 
an  organization  practicing  medicine,  and  several  ads  so 
licit ing  patients  were  received.  After  being  thoroughly 
reviewed,  the  matters  were  forwarded  to  the  local  county 
medical  society  involved  for  their  investigation  and  dis- 
position. 

The  committee  received  several  inquiries  from  various 
county  medical  societies  and  two  medical  schools  as  to  the 
ethics  involved  in  several  announcements  and/or  adver 
tisements  from  groups  of  physicians.  The  majority  of 
these  were  definitely  unethical  solicitation  of  patients,  not 
only  under  the  “Principles  of  Professional  Conduct”  but 
also  under  the  Rules  of  the  Board  of  Regents. 

A letter  concerning  an  advertisement  by  a prominent 
New  York  City  physician,  who  is  not  a member  of  the 
Medical  Society  of  the  State  of  New  York,  was  forwarded 
to  the  Division  of  Professional  Medical  Conduct  of  the  New 
York  State  Department  of  Health. 

A letter  from  a physician  enclosing  a flyer  from  a nuclear 
medicine  laboratory  soliciting  patients  from  physicians  and 
hospitals  for  CAT  scans  by  offering  a free  CAT  scan  for  the 
first  patient,  and  signed  by  a physician,  was  received.  The 
committee  recommended  that  this  unethical  solicitation 
be  forwarded  to  the  Board  of  Regents. 

A notice  was  received  about  a physician  mailing  letters 
to  other  physicians  in  his  and  nearby  counties  advertising 
the  fact  that  he  would  send  a technician  and  machine  to  the 
physician’s  office  in  order  to  do  M-mode  echocardiography 
(I  personally  received  a copy  of  this  mailing).  As  advised 
in  the  letter,  we  called  his  office  for  further  details,  and 
were  informed  that  a rebate  of  certain  amounts  would  be 
given  to  the  physician  who  ordered  M mode  echocardiog- 
raphy studies  on  his  patients  according  to  the  number 
being  performed.  The  letter  and  the  information  obtained 
was  referred  to  the  local  county  medical  society  for  their 
investigation  and  decision. 

The  Council  at  its  meeting  on  November  17,  1977,  dis- 
cussed Resolution  76-10  “Physicians  as  Expert  Witnesses” 
which  had  been  referred  to  them  by  the  House  of  Delegates. 
This  resolution  was,  after  discussion  by  the  Council,  re- 
ferred to  the  Committee  on  Ethics: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  go  on  record  as  declaring  it  unethical  if  a 
doctor  testifies  as  an  expert  witness  outside  his  specialty 
or  is  not  actively  engaged  in  the  medical  subject  under 
discussion;  and  be  it  further 

Resolved,  That  the  penalty  for  so  testifying  would  be 
expulsion  from  his/her  county  medical  society  and  the 
Medical  Society  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  any  physician  found  unethical  be 
referred  for  action  to  the  State  Board  for  Professional 
Conduct  and  to  the  specialty  board  of  which  he  may  be 
a member. 

The  Committee  on  Ethics  reviewed  the  resolution  and 
reported  back  to  the  Council  as  follows: 

“The  Committee  believes  that  it  would  be  unethical  for 
a physician  to  testify  as  an  expert  witness  outside  his  spe- 
ciality or  when  not  actively  engaged  in  the  practice  of  the 
medical  subject  under  discussion. 

However,  physicians  are  licensed  by  the  State  of  New 
York  to  practice  medicine  and  surgery  on  an  unlimited 
basis  and,  therefore,  it  is  the  firm  belief  of  the  Committee 
that  the  court  should  determine  the  qualifications  of  a man 
testifying  in  a particular  field  of  medicine  before  permitting 
him  to  act  as  an  expert  witness.” 


The  Council  referred  the  report  on  Resolution  76-10 
hack  to  the  Committee  on  Ethics  for  clarification.  After 
discussion,  the  Committee  agreed  to  revise  the  first  para- 
graph of  their  report  so  that  it  now  reads:  “The  Com- 
mittee believes  that  it  would  be  unethical  for  a physician 
to  testify  as  an  expert  witness  outside  his  specialty,  or  when 
not  actively  engaged  in  the  practice  of  the  medical  subject 
under  discussion,  unless  the  retired  physician  maintains 
continuing  contact  with  his  specialty  by  virtue  of  teaching, 
research  or  continuing  medical  education.  ’’ 

The  Committee  further  believes  that  when  a physician 
testifies  as  an  expert  in  a field  in  which  he  is  not  qualified, 
it  should  be  considered  unethical  and,  therefore,  should  be 
referred  to  the  State  Board  for  Professional  Medical 
Conduct  for  action,  as  well  as  to  the  specialty  board  of 
which  he  may  be  a member. 

The  Committee  would  like  to  express  its  deep  appre- 
ciation for  the  counseling  and  cooperation  given  to  it  by  J. 
Richard  Burns,  J.D.,  General  Counsel  for  the  MSSNY,  and 
also  to  Mrs.  Joan  Grimm  for  her  cooperation  and  assis- 
tance. 

The  chairman  would  like  to  express  his  appreciation  to 
the  members  of  the  Committee  on  Ethics  for  their  coop- 
eration and  understanding. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 


ETHICS  (SUPPLEMENTARY^ 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  an  addendum  to  the  annual  Report 
submitted  by  the  Committee  on  Ethics: 

A letter  received  from  a physician  requested  our  opinion 
on  the  following  question:  The  physician  was  contem- 
plating affiliation  with  a free-standing  outpatient  clinic 
owned  by  laymen  with  the  provision  that  Medicare  fees 
would  be  collected  by  them  in  his  name  and  that  his  rental 
fee  would  be  40%  of  all  income  generated  in  that  facility  by 
the  physician. 

The  committee  answered  by  stating  that  the  outlined 
proposition  was  both  unethical  and  illegal  according  to 
both  the  professional  code  of  the  Medical  Society  of  the 
State  of  New  York  and  the  Rules  and  Regulations  of  the 
Board  of  Regents  of  the  State  of  New  York.  The  physician 
was  told  the  rental  for  the  use  of  the  clinic  facility  should 
be  on  a fixed  basis  per  month  or  per  year,  and  not  on  a 
percentage  of  income  generated  by  him. 

Several  inquiries  were  received  regarding  the  charging 
of  interest  on  unpaid  bills.  They  were  all  answered  by 
quoting  the  following  statement  which  was  adopted  by  the 
House  of  Delegates  of  MSSNY  in  1975: 

It  is  not  acceptable  to  charge  interest  on  delinquent 
accounts.  However,  it  is  not  improper  for  a physician 
to  add  a service  charge  equal  to  the  actual  administrat  ive 
costs  of  rebilling,  on  accounts  not  paid  within  a reason- 
able time,  provided  that  patients  are  notified  in  advance 
of  the  existence  of  this  practice.  A physician  availing 
himself  of  this  policy  is  subject  to  the  Federal 
“Truth-in-Lending  Act”. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 
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Report  of  Reference  Commit  tee  on  Governmental  Af- 
fairs and  Lena l Matters:  The  following  report  was  pre- 
sented  by  William  IV  Clark,  M l).,  Chairman 

Your  reference  committee  wishes  to  commend  Joseph 
G.  Zimring,  M.D.,  Chairman,  of  the  Committee  on  Ethics, 
and  the  members  of  his  committee  for  their  successful  ac- 
tivities in  dealing  with  the  problems  of  professional 
ethics. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Committee  on  Ethics  he 
filed. 

. . . The  annual  and  supplementary  reports  of  the 
Committee  on  Ethics  were  FILED 


FEDERAL  LEGISLATION  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 
The  Committee  on  Federal  Legislation  is  composed  of 


the  following  members: 

Joseph  R.  Fontanetta,  M I)..  Chairman  Kings 

Robert  H.  Carrier,  M.D Monroe 

Robert  IV  Coolidge.  M.I) Schenectady 

Irwin  Felsen.  M.D Allegany 

Seymour  L.  Halpern,  M.I) New  York 

Alien  Reichman,  M.D Nassau 

Jonathan  D.  Quick Monroe 


Committee  Meeting.  Since  our  last  report  to  the 
House  of  Delegates  in  October,  1977,  the  Federal  Legisla- 
tion Committee  has  met  once  at  State  Medical  Society 
headquarters  on  April  13,  1978.  The  purpose  of  this 
meeting  was  to  discuss  several  important  bills  being  con- 
sidered by  the  95th  Congress  on  topics  ranging  from  hos- 
pital cost  containment  and  health  planning  to  health 
maintenance  organizations  and  the  extension  of  certain 
Federal  health  programs.  Your  committee  is  currently 
preparing  a detailed  report  of  the  results  of  this  meeting 
which  will  be  presented  to  the  Council  at  its  next  meeting 
in  June  and  will  be  included  in  our  supplementary  report 
this  fall,  along  with  actions  taken  by  the  Council. 

Selected  Health  Legislation.  The  several  important 
health  proposals  currently  pending  in  Congress,  which  have 
been  reviewed  by  your  committee  and  await  Council  action, 
include  the  following: 

1.  Voluntary  Cost  Containment  Act  of  1978  (H  R 
6575,  Rostenkowski)  has  been  ordered  reported  to  the 
full  Ways  and  Means  Committee  in  the  House  following 
health  subcommittee  consideration.  This  bill  recognizes 
the  private  sector’s  voluntary  cost  constraint  effort; 
however,  it  also  provides  for  a triggering  of  a Federal  9% 
ceiling  on  hospital  expenditures  if  the  voluntary  effort 
does  not  reduce  hospital  cost  increases  by  a stated  4% 
reduction  goal  over  a two  year  period.  The  bill  also 
provides  that  in  times  of  rapidly  increasing  inflation,  the 
voluntary  effort  would  have  to  do  only  as  well  as  would 
the  mandatory  program.  Should  the  mandatory  pro- 
gram be  triggered,  it  would  be  limited  in  duration  to  a 
four  year  period.  Cost  pass-throughs  are  included  for 
those  costs,  such  as  for  fuel,  which  go  up  due  to  “Con- 
gressional decisions,”  for  wage  increases  granted  to 
nonsupervisory  personnel,  and  for  malpractice  insurance 
costs.  A hospital  which  has  undergone  a total  replace- 
ment of  its  physical  plant  within  the  past  two  years  or 


has  experienced  a substantial  disruption  of  operations 
due  to  circumstances  beyond  its  control  would  be  eligible 
for  a special  adjustment  or  exemption. 

Retained  in  the  hill  is  language,  strongly  opposed  by 
the  AMA,  shifting  hospital -based  physicians  from  their 
lucrative  percentage  arrangements  to  a payment  system 
resembling  a salary.  If  a hospital  pays  an  anesthesiol 
ogist  or  pathologist  more  than  a salary  equivalency,  the 
hospital,  rather  than  Medicare  or  Medicaid,  must  absorb 
the  extra  expenses. 

2.  Health  Planning  Amendments  ( S 2551 , Kenne- 
dy; S.2410,  Kennedy,  H R 10160,  Rogers ) would  revise 
and  extend  the  National  Health  Planning  and  Resources 
Development  Act  (P.L.  93-641)  which  is  due  to  expire 
on  September  30,  1978.  Major  objectionable  provisions 
included  in  these  bills  are  the  extension  of  certificate  of 
need  (CON)  requirements  to  cover  the  purchase  of  ex- 
pensive medical  equipment  in  any  setting,  including  the 
physician's  office,  the  extension  of  special  Federal  sup- 
port for  state  rate  setting  programs,  and  the  failure  to 
provide  sufficient  direct  provider  representation  on 
health  planning  bodies. 

3.  Drug  Law  Amendments  (S.2755,  Kennedy;  H R 
11611,  Rogers)  would  establish  a National  Center  for 
Clinical  Pharmacology  and  Clinical  Pharmacy  to  eval 
uate  the  safety  and  efficacy  of  all  drugs.  The  bill  is  also 
designed  to  speed  up  the  drug  approval  process  and  to 
remove  dangerous  drugs  from  the  market  more  quickly. 
A monograph  system  would  be  established  in  place  of  the 
current  drug  application  procedure  and  would  create  a 
public  monograph  for  “generic  drugs”  under  which 
manufacturers  would  he  licensed  to  produce  and  market 
a drug  if  conditions  contained  in  the  monograph  are  met. 
Other  provisions  include  a requirement  that  determi- 
nations of  safety  for  drug  products  be  based  upon  their 
abuse  potential  and  a requirement  that  patient  infor- 
mation leaflets  be  distributed  to  consumers  of  all  pre- 
scription drugs. 

4.  Clinical  Laboratories  (S. 705,  davits ) would  es- 
tablish stronger  penalties  for  Medicare  and  Medicaid 
fraud  and  increase  the  role  of  private  accreditation  and 
proficiency  testing  groups;  however,  the  definition  of 
“clinical  laboratory”  is  sufficiently  broad  to  subject  every 
physician’s  practice  to  Federal  standards,  licensure,  and 
regulation  by  including  facilities  that  collect,  process, 
and  transmit  human  specimens  for  later  laboratory 
testing  and  procedures. 

5.  Health  Maintenance  Organizations  (S.2676, 
Kennedy;  H R 11461,  Rogers)  would  provide  massive 
Federal  subsidies  to  HMOs  by  providing  for  Medicare 
payments  to  HMOs  at  a rate  of  95%  of  the  average 
amounts  spent  for  services  provided  by  other  than  the 
HMO.  Additional  subsidies  would  be  provided  for 
planning,  initial  operation,  ongoing  operation,  and 
construction. 

6.  Child  Health  Assessment  Program  (H  R.  6706, 
Rogers)  would  provide  a broadened  package  of  benefits 
to  poor  children  and  is  currently  pending  subcommittee 
markup  in  the  House. 

Headquarters  Activities.  Your  committee,  through 
the  activities  of  the  Division  of  Governmental  Relations, 
keeps  abreast  of  the  latest  developments  in  Congress 
through  three  reporting  services.  Current  files  are  main- 
tained on  the  major  bills  pending  in  both  houses,  and  copies 
of  statutes  enacted  are  also  obtained.  The  regulatory  ac- 
tivity of  all  Federal  agencies  dealing  with  health  and 
medicine  is  monitored  by  the  division  through  the  Federal 
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Register.  As  issues  arise  requiring  action  by  our  Society, 
the  division  works  with  the  administration  and  other  staff 
divisions  on  the  preparation  of  mailings  to  our  Congres- 
sional representatives  and  to  governmental  agencies.  The 
division  also  prepares  periodic  reports  on  Federal  legisla- 
tion for  the  News  of  New  York. 

Cooperation  With  AMA.  Following  our  established 
practice  of  cooperating  fully  with  the  AMA  in  furthering 
mutual  objectives,  your  committee,  in  conjunction  with 
MSSNY’s  administration,  responded  to  the  AMA  request 
for  action  on  H.R.  6575,  the  Hospital  Cost  Containment 
Act  of  1977,  by  communicating-the  opposition  of  the  New 
York  State  Medical  Society  to  the  proposed  legislation  in 
a letter  to  all  members  of  the  House  Ways  and  Means 
Committee  and  the  House  Interstate  and  Foreign  Com- 
merce Committee.  In  addition,  the  division  maintains 
communications  with  the  legislative  staffs  of  both  the 
Chicago  and  Washington  offices  of  the  AMA. 

Acknowledgments.  Your  chairman  is  most  grateful 
to  the  members  of  your  Federal  Legislation  Committee  for 
their  excellent  assistance  and  cooperation.  We  appreciate 
the  help  given  by  numerous  other  individuals,  including 
Richard  D.  Eberle,  M.D.,  Chairman,  Commission  on 
Governmental  Affairs;  Henry  I.  Fineberg,  M.D.,  Executive 
Vice-President;  Edward  Siegel,  M.D.,  Deputy  Executive 
Vice-President;  Martin  J.  Tracey,  J.D.,  Director,  Division 
of  Governmental  Relations;  Paul  A.  Tagliaferro,  J.D.,  As- 
sistant to  the  Director;  and  Vita  Chilleme  and  Florence  G. 
Lynch,  our  secretarial  staff. 

Respectfully  submitted, 

Joseph  R.  Fontanetta,  M.D.,  Chairman 

FEDERAL  LEGISLATION  ( SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Included  in  our  annual  report,  which  was  published  in 
the  New  York  State  Journal  of  Medicine  (August,  1978), 
was  a detailed  description  of  several  important  health 
proposals  which  were  presented  in  Congress  and  which 
were  reviewed  by  your  committee  at  its  meeting  in  Lake 
Success  on  April  13,  1978.  Several  recommendations 
concerning  this  legislation  were  submitted  to  the  Council 
at  its  June  8th  meeting  and  approved  On  August  7, 1978, 
the  following  correspondence  was  sent  to  the  New  York 
State  Senators  and  Representatives  in  the  United  States 
Congress: 

(DEAR  SENATOR  OR  CONGRESSMAN) 

The  Medical  Society  of  the  State  of  New  York,  at  a 
recent  meeting  of  its  governing  body,  the  Council, 
adopted  the  following  positions  on  certain  key  legislation 
which  is  being  considered  by  Congress  this  year: 

1.  Hospital  Cost  Containment- The  Medical 
Society  of  the  State  of  New  York  supports  H.R.  6575 
(Rogers)  as  amended  to  recognize  the  voluntary  effort 
led  by  the  American  Hospital  Association,  the  Fed- 
eration of  American  Hospitals,  and  the  American 
Medical  Association  and  deleting  provisions  which 
would  have  imposed  mandatory  controls. 

2 National  Health  Planning- The  State  Medical 
Society  opposes  S.2410  (Kennedy),  H.R  11488 
(Rogers),  which  would  revise  and  extend  the  National 
Health  Planning  and  Resources  Development  Act 
(P.L.93-641.)  We  support  the  Huddleston  Hatch 
proposed  amendments  to  these  bills  which  would 


specify  that  mandatory  certificate  of  need  require- 
ments for  major  medical  equipment  extends  only  to 
health  care  institutions. 

3.  Health  Legislation  Extension-The  State 
Medical  Society  opposes  the  extension  of  the  program 
which  provides  funding  for  grants  for  establishing 
comprehensive  hemophilia  treatment  centers  and 
blood  separation  centers.  This  extension  which  is 
contained  in  S.2474,  “The  Health  Services  Extension 
Act  of  1978,”  is  opposed  because  we  believe  that  pri- 
vate and  other  public  programs  have  adequately  cared 
for  those  persons  with  hemophilia  and  can  continue 
to  provide  quality  care  and  that  increased  support  for 
basic  research  would  benefit  more  people  and  be  a 
more  productive  use  of  funds. 

4.  Drug  Law  Amendments- The  State  Medical 
Society  supports  the  proposed  amendments  devel- 
oped by  the  AMA  to  S.2755  (Kennedy),  LI.R  116)  1 
(Rogers),  “The  Drug  Regulation  Reform  Act  of  1978,” 
because  they  would  remove  certain  provisions  which 
would  unduly  interfere  with  the  practice  of  medi- 
cine. 

5.  Clinical  Laboratories  -The  Medical  Society  of 
the  State  of  New  York  supports  the  AMA’s  objections 
to  H.R.  10909  (Rogers)  entitled  “The  Drug  Regulation 
Reform  Act  of  1978.”  We  join  the  AMA  in  their 
concern  that  the  broad,  regulatory  scope  of  1 his  legis 
lation  could  affect  almost  all  laboratory  services,  in 
eluding  those  which  are  located  in  physicians’  offices 
and  would,  therefore,  subject  an  integral  part  of  the 
practice  of  medicine  to  unwarranted  Federal  licen- 
sure and  control. 

6.  Health  Maintenance  Organizations- The  State 
Medical  Society  opposes  H.R  13266  and  H.R.  13655 
(Rogers)  entitled  the  “Health  Maintenance  Organi- 
zation Amendments  of  1978,”  which  would  provide 
massive  Federal  subsidies  to  HMOs  becauseJa  thor- 
ough evaluation  of  their  impact  and  efficacy  has  not 
yet  been  made  and  such  massive  Federal  support 
renders  impossible  an  accurate  analysis  of  their  via- 
bility. 

7.  Child  Health  Assessment  Program- The 
MSSNY  endorses  the  statement  of  the  AMA  which 
was  submitted  to  the  House  Subcommittee  on  Health 
and  Environment  on  September  23,  1977,  regarding 
H.R.  6706  (Rogers).  This  bill  which  would  provide 
a broadened  package  of  benefits  for  poor  children  is 
opposed  because  the  existing  program  is  adequate  at 
the  present  time. 

The  Medical  Society  of  the  State  of  New  York,  with 
a membership  of  27,000  licensed  physicians,  urges  you 
to  favorably  consider  our  views  and  recommendations 
on  the  above  proposals. 

Sincerely, 

Henry  I.  Fineberg,  M.D.,  Executive  Vice-President 

Several  responses  to  this  communication  from  our 
Washington  representatives  have  been  received  indicating 
their  appreciation  and  interest  in  having  received  our  pn 
sitions. 

Committee  Meeting.  The  Committee  on  Federal 
Legislation  met  on  September  20,  1978,  at  the  Syracuse 
Hilton  Inn  to  review  recent  developments  in  Congress 
particularly  on  t he  bills  which  were  the  subject  of  the  above 
letter  to  the  New  York  State  delegation  in  Congress. 
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The  committee  voted  to  reaffirm  its  recommendations 
on  the  legislation  contained  in  the  main  report;  however, 
a minority  view  was  expressed  with  regard  to  the  extension 
of  certificate  of  need  requirements  for  major  medical 
equipment  costing  $150,000  or  more  to  physicians'  offices 
which  is  contained  in  S.2410  (Kennedy).  Although  the 
committee,  by  a 3 to  2 vote,  reaffirmed  its  opposition  to  the 
extension,  the  minority  view  was  expressed  that  there  is 
a problem  of  overutilization  of  expensive  equipment  in 
private  physicians’  offices  and  that  this  problem  is  not 
addressed  by  any  existing  legislation. 

Since  time  between  the  committee  meeting  and  the 
Council  meeting  on  September  28  was  not  sufficient  to 
permit  full  presentation  of  the  following  two  items,  these 
matters  were  submitted  to  the  Council  for  information  only 
and  are  now  being  presented  to  the  House  of  Delegates  for 
action. 

National  Health  Insurance.  Since  National  Health 
Insurance  continues  to  be  a major  issue  before  Congress 
and  may  be  voted  on  at  the  next  session  and  the  AMA  has 
requested  our  State  Medical  Society’s  current  views  on  this 
vital  subject,  the  committee  reviewed  the  17  AMA  guide- 
lines on  National  Health  Insurance  and  the  AMA  National 
Health  Insurance  hill,  H.R.  1818.  The  committee  had 
previously  recommended  a few  changes  to  the  AMA  bill 
which  are  contained  in  the  State  Medical  Society’s  Position 
Statement  on  National  Health  Insurance  and  which  were 
conveyed  in  a letter  to  the  Congress  and  to  the  AMA.  The 
committee  reaffirmed  its  endorsement  of  MSSNY’s  Po- 
sition Statement  and  of  its  previous  recommendations 
which  follow. 

Our  State  Medical  Society’s  statement  includes  the 
guidelines  for  national  health  insurance  approved  by  the 
American  Medical  Association  but  contains  several  sig- 
nificant additions: 

1.  Inclusion  of  deductibles  to  discourage  unnecessary 
utilization  and  to  help  control  costs; 

2.  Co-insurance  should  be  based  upon  income,  with  no 
co-insurance  requirement  for  low  income  individu- 
als. Exclusive  of  such  low  income  group,  a 10%  co- 
insurance  should  apply  to  all  income  levels  with  no 
absolute  dollar  limit. 

3.  A National  Health  Insurance  Board  should  he 
composed  of  a majority  of  doctors  of  medicine,  a 
majority  of  whom  should  be  actively  involved  in  the 
private  practice  of  their  profession. 

The  text  of  our  State  Medical  Society  document  fol- 
lows: 

POSITION  STATEMENT  ON  NATIONAL  HEALTH 
INSURANCE 

The  Medical  Society  of  the  State  of  New  York  endorses  the 
concept  of  comprehensive  health  insurance  for  all,  including  both 
basic  and  catastrophic  benefits.  Full  hospitalization  for  both 
inpatient  and  outpatient  care  should  be  included  in  such  coverage, 
as  well  as  full  parallel  coverage  for  medical  care,  both  in  the  phy- 
sician’s office  and  in  the  institutional  setting.  All  diagnostic, 
therapeutic  and  preventive  care  by  or  under  the  direction  of  a 
physician  should  be  included.  In  addition,  benefits  for  skilled 
nursing  facility  care,  home  health  services,  full  dental  care  for 
children  and  emergency  dental  care  should  be  covered. 

The  cost  of  this  program  shouled  be  designed  to  meet  Ameri- 
ca’s health  care  needs  utilizing  a system  of  cost  sharing  between 
employers  and  their  employees,  or  between  government  and  the 
recipient  in  the  case  of  the  non-emploved,  self-employed  and  the 
elderly.  In  the  former  case,  the  program  should  continue  the 
present  widespread  use  of  employment-based  insurance  funded 


in  the  private  sector.  The  basis  of  this  element  of  the  program 
should  he  premium  sharing  between  employer  and  employee,  with 
the  employer  paying  at  least  fi.r>%  of  such  cost. 

In  the  case  of  the  non-employed,  self-employed,  and  the  elderly 
premiums  on  insurance  should  he  shared  between  the  insured 
individual  or  family  and  the  Federal  government  based  on  income, 
utilizing  tax  credits.  For  the  indigent,  the  premium  should  he  paid 
in  lull  For  others,  as  income  rises,  the  Federal  assistance  would 
diminish.  Federal  government  financing  should  he  limited  pri- 
marily to  subsidies  on  an  income-related  basis  of  the  premium  lor 
the  non-employed,  self-employed,  and  the  elderly  as  a supplement 
to  Medicare  benefits,  and  to  tax  assistance  for  five  years  to  em- 
ployers who  experience  an  increase  in  payroll  costs  as  a result  of 
the  employment -based  insurance  requirements. 

The  program  should  he  further  maintained  on  a sound  financial 
basis  with  the  aid  of  co-insurance  and  deductibles.  Co-insurance 
should  be  based  upon  income,  with  no  insurance  requirement  for 
low  income  individuals.  Exclusive  of  such  low  income  group,  a 
10%  co-insurance  should  apply  to  all  income  levels  with  no  abso- 
lute dollar  limit.  Should  the  amount  expended  by  the  recipient 
exceed  10%  of  annual  income,  catastrophic  coverage  would 
begin. 

The  program  should  he  administered  primarily  in  the  private 
sector  through  the  use  of  private  health  insurance.  Federal  gov- 
ernment participation  should  he  limited  essentially  to  assisting 
the  poor  and  low  income  individuals  pay  health  insurance  pre- 
miums. A National  Health  Insurance  Board  should  he  consti- 
tuted to  establish  minimum  standards  of  qualification  for  insurers 
and  insurance  plans,  while  State  Insurance  Departments  would 
continue  to  regulate  private  insurers.  The  Board  should  he 
composed  of  a majority  of  doctors  of  medicine,  a majority  of  whom 
should  he  actively  involved  in  the  private  practice  of  their  pro- 
fession. 

The  program  should  preserve  the  right  of  every  person  to  select 
his  own  physician  and  health  care  institution.  It  should  enable 
the  individual  person  to  have  a free  choice  of  protection  plan, 
which  could  he  in  the  form  of  an  insurance  policy  purchased  from 
a company,  membership  in  a prepayment  plan  (including  an 
HMO),  or  membership  in  a prepaid  group  practice  plan.  In  ad- 
dition, the  physician’s  freedom  should  be  preserved,  including  his 
choice  of  practice.  The  program  should  also  build  upon  the 
strengths  of  our  pluralistic  health  care  delivery  system,  utilizing 
various  modes  of  health  care  delivery  and  allowing  for  further 
development  through  innovation  and  experimentation. 

The  program  should  preserve  the  integrity  of  the  physician- 
patient  relationship,  and  contain  a general  prohibition  against 
Federal  interference  in  the  practice  of  medicine.  Individual 
freedoms  of  both  the  physician  and  patient  should  be  maintained 
with  the  individual  physician  exercising  his  own  best  judgment 
as  to  medical  care  and  treatment  needed  for  his  patient. 

The  program  should  establish  uniform  benefit  coverage  for  all 
persons.  It  should  also  provide  for  a continuation  of  the  same 
insurance  premium  for  an  individual  for  thirty  days  after  termi- 
nation of  employment,  with  sixty  additional  days  if  paid  for  by  the 
individual.  While  the  person  was  covered  by  unemployment 
compensation  and  to  the  end  of  the  calendar  year  if  not  employed 
by  then,  he  would  be  covered  at  government  expense. 

Basic  financing  should  be  in  the  private  sector,  with  no  Financing 
through  Social  Security.  Federal  premium  subsidies  should  be 
made  from  general  revenues  through  credits  against  income  tax 
or  redemption  of  “certificates  of  entitlement.”  The  Social  Se- 
curity Administration  would  not  administer  the  new  program. 
Overall  program  administration  should  be  in  the  private  sector 
and  should  be  the  primary  responsibility  of  private  insurance 
carriers,  with  premium  assistance  administered  through  the 
Federal  tax  laws. 

Licensure  and  recognition  or  certification  of  health  manpower 
should  continue  to  be  a State-level  responsibility.  Peer  review 
should  be  an  integral  part  of  the  program.  Rather  than  institute 
a single  inflexible  method  of  quality  control,  the  Health  Insurance 
Board  should  develop  appropriate  mechanisms  for  quality  review 
at  the  time  of  implementation  of  the  program. 

In  addition  to  cost  controls  through  co-insurance  and  deduct- 
ibles, hospital  reimbursement  should  be  subject  to  acceptable 
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formulae  as  determined  and  agreed  upon  by  the  hospitals  and 
insurers  thus  including  a variety  of  reimbursement  methods  in- 
cluding prospective  reimbursement.  Medical  service  should  be 
subject  to  usual,  customary,  and  reasonable  levels  of  reimburse- 
ment, and  be  subject  to  present  private  insurer  programs  of  review. 
Also,  the  Health  Insurance  Board  should  have  authority  to  es- 
tablish appropriate  mechanisms  for  utilization  review  of  ser- 
vices. 

Coverage  should  be  furnished  by  private  insurers  on  a risk  and 
underwriting  basis.  Benefits  payable  under  any  duplicate  cov- 
erage should  be  coordinated  to  avoid  duplication  of  payments. 
Identification  of  expenses  according  to  classes  of  health  care 
providers  would  be  desirable  to  assess  costs  of  the  program. 
Flexibility  in  the  delivery  and  finaifcing  of  health  care  to  promote 
efficiency  and  to  effect  economy  is  acceptable,  provided  qualtiy 
medical  care  is  maintained. 

The  committee  also  voted  to  include  an  additional  item 
in  the  Position  Statement  and  in  our  recommendations  to 
the  AMA.  It  was  recommended  and  unanimously  ap- 
proved that  there  should  be  specific  reference  to  the  fact 
that  psychiatric  care  is  to  be  included  in  any  national 
health  insurance  program  and  that  coverage  for  such  care 
should  be  provided  to  the  same  extent  as  other  types  of  care 
are  covered. 

In  response  to  a request  from  James  H.  Sammons,  M.D., 
Executive  Vice-President  of  the  American  Medical  Asso- 
ciation, the  committee  reviewed  several  proposed  alter- 
native courses  of  action  that  the  AMA  might  pursue  re- 
garding national  health  insurance. 

The  committee  recommended  that  the  AMA  should 
continue  to  propose  a national  health  insurance  bill  and 
that  the  present  AMA  proposal  is  acceptable,  subject  to  the 
modifications  contained  in  the  State  Medical  Society’s 
Position  Statement  on  National  Health  Insurance  as 
amended  to  include  psychiatric  care.  The  committee  also 
felt  that  such  a program  should  be  phased  in  rather  than 
implemented  all  at  once.  The  committee  further  recom- 
mended that  these  recommendations  be  transmitted  in  a 
response  to  Dr.  Sammons’  request. 

The  committee  also  reviewed  President  Carter’s 
Guidelines  on  National  Health  Insurance  and  felt  that 
MSSNY’s  Position  Statement  is  compatible  with  the  broad 
principles  contained  in  those  guidelines,  but  that  any 
specific  proposals  which  may  be  developed  by  the  Ad- 
ministration to  implement  the  broad  purposes  of  the 
President’s  guidelines  would  have  to  be  examined  care- 
fully. 

Nonprofit  Organizations,  Tax  Reform  Act.  The 

committee  reviewed  H.R.  13740  (Conable),  entitled  the 
“Tax  Reform  Act  for  Nonprofit  Organizations”  which  was 
drafted  by  the  American  Society  of  Association  Executives 
and  would  safeguard  many  traditional  activities  that  are 
now  under  attack  by  the  IRS.  The  bill  addresses  the 
question  of  unrelated  income,  which  affects  nearly  every 
association,  including  the  problems  of  insurance,  adver- 
tising revenue,  and  other  income-producing  activities.  It 
prevents  the  IRS  from  revoking  association  exemptions 
because  of  educational  programs,  differentials  in  prices 
charged  to  members  and  nonmembers,  or  governmental 
activities.  It  sets  aside  the  inequitable  and  unfair  grass- 
roots lobbying  restrictions  that  now  exist. 

The  committee  voted  to  recommend  that  the  MSSNY 
join  the  ASAE  in  supporting  this  bill  before  Congress. 


ANNUAL  CONFERENCE 
The  committee  participated  in  the  Annual  Conference 
of  County  Medical  Society  Legislation  Representatives, 
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September  21,  1978,  Syracuse  Hilton  Inn.  Your  chairman 
presided  at  the  afternoon  portion  of  the  conference  which 
was  devoted  to  Federal  legislation.  William  C.  Felch, 
M.D.,  Chairman,  AMA  Council  on  Legislation,  reviewed 
key  bills  pending  in  Congress,  AMA’s  views  on  them  and 
their  current  status.  John  F.  Mahoney,  AMA  Washington 
representat  ive,  was  also  scheduled  to  speak,  but  pressure 
of  activities  in  Washington  prevented  him  from  partici- 
pating. The  meeting  not  only  furnished  up  to  date  infor- 
mation to  the  physicians  and  auxiliary  members  who  at- 
tended but  provided  strong  incentives  for  them  to  partic- 
ipate actively  in  our  Federal  legislative  activities. 

Respectfully  submitted, 

Joseph  R.  Fontanetta,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

The  reference  committee  reviewed  the  annual  and 
supplementary  reports  of  the  Committee  on  Federal  Leg- 
islation. Joseph  R.  Fontanetta,  M.D.,  Chairman,  of  this 
committee  was  in  attendance  at  the  reference  committee 
hearing  answering  questions  and  commenting  on  his 
committee’s  activities.  Included  in  these  reports  is  the 
position  of  the  Medical  Society  of  the  State  of  New  York 
on  major  health  legislation.  Featured  is  the  position  of 
MSSNY  on  National  Health  Insurance.  MSSNY  has 
supported  the  AMA  proposals  for  basic  and  for  cata- 
strophic disease  insurance  coverage  for  all. 

The  Committee  on  Federal  Legislation  also  recom- 
mended that  MSSNY  join  the  American  Society  of  Asso- 
ciation Executives  (ASAE)  in  support  of  H.R.  13740 
(Conable),  entitled  the  “Tax  Reform  Act  for  Nonprofit 
Organizations.”  This  bill  addresses  the  question  of  un- 
related income.  It  prevents  the  IRS  from  revoking  asso- 
ciation exemptions  because  of  income  received  from  other 
unrelated  activities. 

The  Committee  on  Federal  Legislation  adopted  posi- 
tions, which  were  approved  by  the  Council,  on  the  fol- 
lowing: Hospital  Cost  Containment,  National  Health 

Planning,  Health  Legislation  Extension,  Drug  Law 
Amendments,  Clinical  Laboratories,  Health  Maintenance 
Organizations,  and  Child  Health  Assessment  Program. 

Your  reference  committee  recognizes  the  tremendous 
efforts  of  Joseph  R.  Fontanetta,  M.D.,  and  his  com- 
mittee. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Committee  on  Federal 
Legislation  be  filed. 

. . . The  annual  and  supplementary  reports  of  the 
Committee  on  Federal  Legislation  were  FILED . . . 

In  view  of  several  recommendations  contained  in  the 
supplementary  report  of  the  Committee  on  Federal  Leg- 
islation, your  reference  committee  would  like  to  make  the 
following  recommendations: 

I.  That  the  Position  Statement  on  National  Health 
Insurance  of  the  Medical  Society  of  the  State  of  New 
York,  as  previously  adopted  by  this  House  and  spelled 
out  in  the  supplementary  report,  be  reaffirmed  and 
amended  to  include  specific  reference  to  the  fact  that 
psychiatric  care  is  to  be  included  in  any  national  health 
insurance  program  and  that  coverage  for  psychiatric  care 
shall  be  provided  to  the  same  extent  as  other  types  of 
care  are  to  be  covered. 


Your  reference  committee  recommends  adoption  of  t his 
port  ion  of  the  report. 

. . . The  House  ruled  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 

2.  That  the  following  information  be  transmitted  to 
the  American  Medical  Association  in  response  to  a re- 
quest from  its  Executive  Vice  President,  dames  H 
Sammons,  Ml ).,  concerning  the  State  Society’s  present 
position  on  National  Health  Insurance: 

a)  The  AMA  should  continue  to  propose  a National 
Health  Insurance  hill; 

h)  The  present  AMA  proposal,  H R.  1818,  is  ac- 
ceptable, subject  to  the  modifications  contained  in  the 
State  Medical  Society’s  Position  Statement  on  Na- 
tional Health  Insurance  as  amended;  and 
c)  That  a National  Health  Insurance  program 
should  he  phased  in  rather  than  implemented  all  at 
once. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  noted  to  ADOPT  this  portion  of  the 
reference  committee  report  . . . 


STATE  LEGISLATION  ( ANNUAL ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 
The  Committee  on  State  Legislation  is  composed  of  the 


following  members: 

John  H.  Carter,  M I).,  Chairman  Albany 

Mahomed  T.  Amirana,  M I) Rensselaer 

Robert  B.  Bryant,  M I) Onondaga 

Lester  J.  Candela,  M I) Queens 

Sears  E.  Edwards,  M I) Nassau 

dohn  A.  Finkbeiner,  M I) New  York 

dames  M.  Flanagan,  M I) Wayne 

Robert  Charles  Friedman,  M I) Albany 

Helen  I.  Heiman,  M.I) New  York 

George  Hyams,  M.I) New  York 

Henry  W.  Kaessler,  M.I) Westchester 

Robert  M.  Kohn,  M.I) Erie 

Richard  E.  Murphy.  M.I) Clinton 

Jules  Musinger,  M.I) Monroe 

Robert  d.  O’Connor,  M.I) Richmond 

Wilfred  Reguero,  M.I) New  York 

Ralph  M.  Schwartz,  M.I) Kings 

Stanley  A.  Steckler,  M.I) Suffolk 

Richard  PI.  Sullivan,  M.D Broome 

Wayne  C.  Templer.  M.I) Steuben 

Milton  S.  Weinberg,  M.D Queens 


GENERAL  OBSERVATIONS 
The  State  Legislature  is  still  in  session  as  this  report  is 
being  prepared  in  early  May.  The  information  regarding 
specific  legislation,  therefore,  is  submitted  to  the  House 
of  Delegates  as  a progress  report  to  this  time.  A final  re- 
view of  legislation  of  special  importance  to  the  medical 
profession  will  be  contained  in  our  Supplementary  Report 
in  October. 

CO M M ITTEE  MEETING S 

Your  committee  met  in  Albany  on  March  9,  1978,  for  the 
first  time  since  our  Supplementary  Report  to  the  House 


of  Delegates  in  October,  1977.  Phis  meeting  was  held  to 
review  developments  in  the  opening  weeks  of  the  1978 
session  of  the  New  York  State  Legislature,  and  to  consider 
matters  referred  to  the  committee  by  the  House  of  Dele- 
gates, the  Council,  and  others. 

HOUSE  OF  DELEGA  TES  RESOLUTIONS  — 1977 

The  following  resolutions  were  referred  to  the  Com- 
mittee on  State  Legislation  from  the  1977  House  of  Dele- 
gates 'These  resolut  ions  were  reviewed  carefully  by  your 
committee  and  recommendat ions  for  action  were  submit  - 
ted  to  and  approved  by  the  Council,  and  the  following  ac- 
tions were  taken: 

Substitute  Resolution  for  Resolutions  77-14,  77-lH, 
17-33,  and  77-39  — No-Fault.  Adopted  and  referred  by 
the  House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  whatever  action  is  necessary  to  eliminate 
the  Workmen’s  Compensation  based  “fixed  fee  sched- 
ule" and  advocate  usual  and  customary  fees  for  ser- 
vices. 

This  resolution  was  referred  to  the  State  Legislation 
Committee,  the  Committee  on  Workmen’s  Compensation 
and  Occupational  Health,  and  the  office  of  the  General 
Counsel. 

RECOMMENDATION.  In  mid-December,  1977,  a 
lawsuit  was  commenced  on  behalf  of  the  Medical  Society 
of  the  State  of  New  York  and  other  interested  organi- 
zations and  individuals  to  seek  injunctive  relief  and  a 
determination  as  to  the  constitutionality  of  the  statute. 
The  suit  is  still  pending  before  the  Supreme  Court  in 
Albany,  and  your  committee  recommends  continued 
support  for  this  action. 

In  addition,  legislation  to  amend  the  No-Fault  In- 
surance Law  to  eliminate  the  Workmen’s  Compensation 
Medical  Fee  Schedule  and  substitute  a mechanism 
providing  for  payment  of  usual,  customary,  and  pre- 
vailing fees  has  been  introduced  into  the  legislature. 
Intensive  efforts  have  been  and  will  continue  to  be  di- 
rected towards  securing  the  enactment  of  this  type  of 
legislation. 

Substitute  Resolution  for  Resolutions  77-24  and 
77-43  — Unified  Health  Claim  Form.  Adopted  and 
referred  by  the  House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  amendment  to  Chapter  545,  of  the  Laws 
of  1977,  to  include  IX-C  carriers  in  the  requirements  for 
the  utilization  of  a uniform  health  claim  form;  and  be  it 
further 

Resolved,  That  the  Superintendent  of  Insurance  be 
petitioned  to  adopt  a uniform  health  claim  form,  with 
the  assistance  and  input  of  MSSNY,  as  the  one  to  be 
used  by  insurance  carriers  in  the  State  of  New  York. 

RECOMMENDATION.  Your  committee  recommended 
that  a bill  be  drafted  by  our  Legislative  Counsel  for  in- 
troduction into  the  legislature  and  that  this  bill  he  in- 
cluded in  our  1978  legislative  program.  Legislative 
Counsel  is  in  the  process  of  implementing  this  resolu- 
tion. 

Resolution  77-61,  Medical  Society  of  the  State  of 
New  York  Sponsored  Public  Relations  Campaign 
Opposing  Motorcycle  Helmet  Usage  Law  Repeal. 

Adopted  as  amended  by  the  House  of  Delegates  and  re- 
ferred to  the  Committee  on  State  Legislation. 
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Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  make  every  effort  to  prevent  repeal  of  the 
New  York  State  Motorcycle  Helmet  Usage  Law. 

Recommendation.  Your  committee  has  opposed 
such  legislation  in  the  past  and  is  continuing  to  do  so  at 
the  present  session. 

Resolution  77-16,  Disability  Certifying  Forms  for 
Disability  Benefits.  Adopted  and  referred  by  the  House 
of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  legislation  to  repeal  the  provision  of 
the  law  which  mandates  that  a physician  shall  be  a 
member  of  the  Workmen’s  Compensation  Panel  in  order 
to  sign  disability  benefits;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  shall  support  legislation  permitting  any 
physician,  who  is  licensed  to  practice  medicine  in  the 
State  of  New  York,  to  certify  as  to  the  disability  status 
of  patients  being  treated  by  him  under  the  provisions  of 
the  Disability  Benefits  Law. 

Recommendation.  No  such  legislation  has  yet 
been  introduced  into  the  Legislature,  but  the  resolution 
has  been  transmitted  to  our  Albany  representatives  for 
use  in  evaluating  legislation  which  is  introduced. 

Resolution  77-52,  Disclosure  of  the  PlaintifPs  Ex- 
pert Medical  Witness.  Adopted  as  amended  and  re- 
ferred by  the  House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  direct  the  Committee  on  State  Legislation  of 
MSSNY  to  draft  appropriate  legislation  for  submission 
at  the  1978  Legislature  which  would  mandate  that  a 
defendant  would  have  an  absolute  right  in  the  discovery 
proceeding  in  any  lawsuit  to  have  advance  notice  of  any 
expert  witness  and  any  written  opinion  of  that  expert 
witness  that  the  plaintiff  intended  to  call  upon,  and 
failure  to  do  so  would  permit  the  disqualification  of  any 
such  witness. 

Recommendation.  Your  committee  recom- 
mended, with  approval  by  the  Council,  that  this  proposal 
be  drafted  into  a bill  for  introduction  into  the  legislature. 
Legislative  Counsel  is  in  the  process  of  implementing 
this  recommendation. 

Resolution  77-32,  Cerebral  Death  Legislation. 

Adopted  and  referred  by  the  House  of  Delegates. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  again  endorses  “Brain  Death”  legislation. 

Recommendation.  Your  committee  has  endorsed 
such  legislation  in  the  past  and  is  continuing  to  do  so  at 
the  present  session. 

Resolution  77-36,  Establishment  of  Departments  of 
Family  Practice  in  New  York  State  Medical 
Schools. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  in  order  to  encourage  the  training  of  addi- 
tional family  physicians  to  meet  the  health  care  needs 
of  this  State,  urge  all  medical  schools  in  New  York  State, 
both  State  supported  and  privately  supported,  to  es- 
tablish Departments  of  Family  Practice  utilizing  the 
criteria  of  the  Conklin-Cook  Act  as  amended;  and  be  it 
further 


Resolved,  That  the  action  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York  be  for- 
warded to  the  members  of  the  New  York  State  legisla- 
ture. 

Recommendation.  The  second  part  of  this  reso- 
lution was  handled  by  our  administration  which  sent  a 
copy, of  the  resolution  to  all  members  of  the  New  York 
State  Legislature  last  October.  With  regard  to  the  first 
part  of  the  resolution,  our  Albany  representatives  sent 
a memorandum  to  members  of  the  Assembly,  in  support 
of  A. 4736  (Griffith)  which  would  amend  the  Education 
Law,  in  relation  to  requiring  that  nonpuhlic  institutions 
of  higher  medical  education  maintain  a department  of 
general  practice  as  a condition  of  the  receipt  of  State  aid 
and  enrollment  grants. 


1978  LEGISLATIVE  PROGRAM 

In  accordance  with  the  directives  of  the  House  of  Dele- 
gates in  October,  1977,  and  with  the  subsequent  approval 
of  the  Council,  our  basic  State  Legislation  Program  for  1978 
was  prepared  and  is  being  implemented.  Legislative 
Counsel  will  supply  appropriate  identification  numbers 
when  available. 

I.  Priority  Bills  - Five  Malpractice  Proposals 

A.  Three  Bills  Involving  All  Negligence  Actions 

1.  Investment  Fund  - Pain  and  Suffering  Dam- 
ages Over  $100,000  Plus  Special  Damages — would 
create  an  investment  fund  for  pain  and  suffering 
damages  over  $100,000  for  the  benefit  of  the  plaintiff 
for  life.  At  death,  the  principal  would  be  returned  to 
the  payor.  The  fund  also  would  include  special 
damages  for  loss  of  earnings,  medical  expenses,  hos- 
pital charges,  and  other  expenses  as  such  expenses 
accrue  or  are  incurred.  At  death,  special  damages 
would  cease  except  for  amounts  attributable  to  loss 
of  earnings  which  would  continue  until  the  death  of 
the  surviving  children.  S.4490  (Pisani);  A. 6283 
(Talion) 

2.  Investment  Fund  Pain  and  Suffering  Dam- 
ages Over  $100,000 — would  place  a $100,000  limit  on 
any  lump  sum  award  for  pain  and  suffering  with 
amounts  in  excess  of  $100,000  invested  for  the  benefit 
of  the  plaintiff.  Upon  the  death  of  the  plaintiff,  the 
principal  invested  would  revert  to  the  insurance  car- 
rier which  paid  on  behalf  of  the  defendant.  S.4435 
(Pisani);  A. 6286  (Talion) 

3.  Reduction  of  Awards  by  Collateral  Sources  of 
Payment  would  require  the  court  to  reduce  a per- 
sonal injury  award  by  the  amount  of  any  collateral 
payments  made  to  a successful  plaintiff  pursuant  to 
certain  health  insurance  policies  which  such  plaintiff 
might  have.  S.4205  (Flynn);  A. 5733  (Frey) 

B.  Two  Bills  Involving  Malpractice  Actions  Only 

4.  Investment  Fund  - Pain  and  Suffering  Over 
$100,000  Malpractice  Only — would  limit  the  lump 
sum  payment  of  a malpractice  action  award  for  “pain 
and  suffering”  to  $100,000.  The  court  would  be  re- 
quired to  order  any  excess  of  that  amount,  after  pay- 
ment of  attorney’s  fees  and  expenses,  placed  in  one  or 
more  specified  depositories  or  invested  on  behalf  of 
the  plaintiff  as  specified  in  the  bill.  S.9-A  (Lombar- 
di); A.3290  (Bush) 


628  New  York  State  Journal  of  Medicine/March  1979 


5.  Constitutional  Amendment  - Malpractice 
Only  would  provide  that  the  constitution  shall  not 
limit  the  power  of  the  Legislature  to  enact  laws  re- 
lating to  compensation  for  personal  injury  to  or  for  the 
death  of  persons  resulting  from  malpractice  by  health 
care  providers,  with  or  without  trial  hy  jury.  S.7188 
(Lombardi) 

II.  Five  Additional  Malpractice  Hills 

1.  Contingency  Legal  Fees  McOill  Schedule 
would  amend  the  -Judiciary  Law  to  replace  the  current 
statutory  fee  schedules  with  the  McGill  Commission 
recommendation,  as  follows:  40%  of  the  first  $25,000 
recovered;  25%  of  the  next  $75,000  recovered;  15%  of  any 
recovery  beyond  $100,000.  S.4682  (Warder);  A. 5537 
(Connors) 

2.  Patients  Indemnification  System  would  es- 
tablish an  administrative  system  for  determining  lia- 
bility and  awarding  compensation  to  claimants  injured 
by  the  incompetent  treatment  of  a health  care  provider. 
S.4799-A  (Knorr);  A.5278-A  (Flack) 

3.  Malpractice  Panel  Bond  would  require  the 
plaintiff  to  post  a bond  for  costs  if  the  malpractice  me- 
diation panel  finds  against  him  and  he  still  proceeds  to 
trial.  S.5654  (Stafford);  A. 7826  (McGee);  A. 1652 
(McGee) 

4.  Pain  and  Suffering  Awards  $100,000  Limit 
would  provide  that  awards  for  pain  and  suffering  in 
personal  injury  actions  shall  not  exceed  $100,000. 
S.4664  (Schermerhorn);  A. 7264  (I)'Andrea) 

5.  Constitutional  Amendment  - All  Negligence 
Actions — would  amend  the  State  Constitution  to  pro- 
vide that  there  shall  be  no  limit  on  the  power  of  the 
Legislature  to  enact  laws  relating  to  compensation  for 
personal  injury  to  or  for  death  of  persons  with  or  without 
trial  by  jury. 

III.  No-Fault  Law  Amendment 

1.  No-Fault  Insurance  Law  Amendment — would 
amend  the  No-Fault  Insurance  Law  to  eliminate  the 
Workmen’s  Compensation  Medical  Fee  Schedule  and 
substitute  a mechanism  providing  for  payment  of  usual, 
customary,  and  prevailing  fees. 

IV.  Miscellaneous  Measures 

A.  1977  Proposals 

1.  Physician’s  Assistants  Limitation  in  Hospital 
Setting — would  limit  the  number  of  physician’s  as- 
sistants and  specialist’s  assistants  under  the  super- 
vision of  a physician  to  two  per  physician,  whether  in 
or  out  of  the  hospital  setting.  S.5465  (Stafford) 

2.  Cancer  Remedies  Act — would  establish  a 
Cancer  Bureau  and  Cancer  Advisory  Council  within 
the  State  Health  Department  to  protect  patients  with 
regard  to  cancer  drugs  and  devices.  S.5260  (Volker); 
A. 7415  (Dwyer) 

3.  Professional  Service  Corporation  Tax  Law 
Amendments — would  repeal  Tax  Law  provisions 
dealing  with  pension  and  profit  sharing  funds  of 
professional  corporations.  S.4739  (Pisani);  A. 4927 
(Frey);  A. 12210  (Robach) 

4.  Controlled  Substances  Act  Report — would 
require  Health  Department  to  annually  review  ef- 
fectiveness of  provisions  relating  to  controlled  sub- 
stances and  submit  a report  to  the  Senate  and  As- 
sembly Health  Committees.  A. 6978  (Levy) 


5.  Activation  of  State  Insurance  Fund  Amend- 
ment would  change  the  criteria  for  activation  of  the 
State  Insurance  Fund  to  prevent  such  action  so  long 
as  professional  liability  insurance  coverage  is  available 
through  a private  mutual  insurance  carrier. 

6.  Parallel  Coverage  Emergency  Care  in  Phy- 
sicians’ Offices  would  require  every  group  insurance 
policy  which  provides  for  physicians’  services  to  in 
elude  coverage  for  emergency  medical  services  pro- 
vided in  physicians’  offices.  S.5688-A  (Lombardi); 

A.  8822  (Rules  Tallon);  A.  1 1 187  (Tallon) 

7.  Immunity  Life  Threatening  Emergencies — 
would  provide  immunity  for  all  health  care  personnel, 
including  physicians,  who  respond  to  life  threatening 
emergencies  in  the  hospital  setting.  ( Revised  version 
of  original  A. 967,  Flanagan.) 

B.  I97S  Proposals 

1 . Require  Hospitals  to  Offer  Binding  Arbitration 
Agreements  would  require  all  hospitals  to  offer  their 
patients,  on  admission,  an  arbitration  agreement 
which  if  signed  by  the  patient,  would  place  any  claims 
or  disputes  arising  out  of  treatment  before  an  arbi 

t rat  ion  panel.  The  measure  would  also  prescribe  the 
form  and  language  to  be  used  in  the  agreement. 

2.  Medical  Society  Involvement  in  Physician 
Discipline  would  authorize  county  medical  society 
grievance  committees  to  make  a determination  of 
professional  misconduct  and  impose  penalties  in- 
cluding censure,  suspension,  and  revocation  of  li- 
cense. 

3.  Expert  Witnesses — would  define  explicitly  the 
term  “expert  witness”  and  would  specify  the  creden- 
tials needed  to  qualify.  This  bill  would  also  require 
advance  notice  to  the  defendant  of  any  expert  witness 
to  be  called  upon  by  the  plaintiff  and  disclosure  of  any 
written  opinion  of  the  witness. 

4.  Lien  Law  for  Physicians — would  provide  that 
a physician  who  renders  treatment  to  injured  persons, 
except  under  Workmen’s  Compensation  shall  have  a 
lien  upon  all  claims  and  causes  of  action  for  the 
amount  of  his  reasonable  charges  up  to  date  of  pay- 
ment of  such  damages.  S.9758  (Johnson) 

5.  Uniform  Health  Claim  Form — would  amend 
Chapter  545,  of  the  Laws  of  1977  to  include  IX-C 
carriers  in  the  requirements  of  the  utilization  of  a 
uniform  health  claim  form. 

As  previously  reported,  the  State  Legislature  is  still  in 
session  as  this  report  is  being  written  and  a complete  report 
on  the  above  bills  will  be  given  in  our  supplemental  re- 
port. 

Your  chairman,  however,  wishes  to  make  the  following 
general  comments  on  no-fault  and  malpractice,  the  two 
major  issues. 

No-Fault.  Your  State  Medical  Society  has  pursued  a 
two  pronged  attack  on  the  law  enacted  in  1977,  The  first 
approach  was  the  institution  of  a lawsuit  testing  the  con- 
stitutionality of  the  statute.  This  legal  action,  which  will 
be  reported  in  detail  by  others  to  this  House,  has  reached 
the  point  where  the  presiding  judge  is  considering  whether 
the  matter  should  go  to  trial  on  the  basis  of  a motion  made 
by  the  State.  In  response  to  the  judge’s  directive,  your 
State  Medical  Society  and  the  State  have  been  meeting 
with  the  Superintendent  of  Insurance  and  the  Chairman 


March  1979/New  York  State  Journal  of  Medicine  629 


of  t he  Workmen’s  Compensation  Board  in  an  endeavor  to 
reach  a solution  satisfactory  to  the  litigants.  To  date,  a 
meeting *>f  the  minds  has  not  been  reached. 

The  second  approach  was  remedial  legislation.  Our 
Legislative  Counsel  and  director  have  been  working  con- 
tinuously and  diligently  in  Albany  and.  in  other  places  with 
all  concerned  parties  from  the  Governor,  legislative  leaders, 
committee  chairmen  to  the  individual  legislators,  in  an 
all-out  compaign  to  obtain  such  legislation.  In  addition, 
our  President,  Executive  Vice-President,  Deputy  Execu- 
tive Vice-President,  and  other  key  officials  of  your  Society, 
have  met  with  the  Governor  on  these  vital  issues  and  on 
other  important  matters.  A few  days  before  this  report 
was  prepared,  your  Chairman,  Legislative  Counsel,  and 
Director  met  with  the  staff  of  the  Governor  and  legislative 
leaders  in  a top  level  endeavor  to  come  to  an  agreement  on 
acceptable  legislation  before  the  session  terminates  in  a few 
weeks.  Progress  was  made  insofar  as  all  present  agreed 
that  a serious  problem  existed  and  a solution  must  be 
found. 

Two  bills  are  currently  before  the  State  Legislature  on 
this  important  matter.  The  so-called  “D’Amato  Bill,” 
after  the  sponsor,  (A. 9404)  would  repeal  the  section  calling 
for  the  Workmen’s  Compensation  Medical  Fee  Schedule. 
This  bill  has  little  or  no  chance  of  being  enacted  because 
of  general  opposition  in  the  Legislature  to  an  outright  re- 
pealer bill 

The  second  bill  is  sponsored  by  Assemblyman  McGrath 
and  Senator  LaValle,  both  of  Long  Island.  This  bill 
(A.  10675;  S.8274)  would  repeal  the  Workmen’s  Compen- 
sation Medical  Fee  Schedule  and  substitute  a limitation 
requiring  physician’s  fees  not  to  be  in  excess  of  the  pre- 
vailing charges,  as  determined  by  the  Superintendent,  for 
similar  treatment  of  injured,  persons  of  a like  standard  of 
living.  The  Council,  at  its  April  meeting,  considered  this 
hill  and  approved  a motion  that  MSSNY  support  the 
McGrath-LaValle  bill,  provided  it  was  amended.  This 
amendment  was  to  the  effect  that  instead  of  the  Work- 
men’s Compensation  Fixed  Fee  Schedule,  fees  paid  for 
services  rendered  to  patients  covered  under  the  No-Fault 
Law  shall  be  paid  in  accordance  with  the  usual,  customary, 
and  prevailing  fees  in  a region,  such  to  be  determined  from 
valid  statistical  data,  with  regional  review  board  estab- 
lished to  review  challenged  fees.  This  amendment  re- 
flected the  Council’s  opposition  to  allowing  the  Superin- 
tendent of  Insurance  to  determine  the  fee  schedule. 

MSSNY’s  representatives  met  with  Assemblyman 
McGrath  following  the  Council  action  and  discussed  the 
possibility  of  such  an  amendment  with  him.  Mr.  McGrath 
was  agreeable  to  the  proposal  in  principle  and  at  report 
time  was  working  on  a suitable  amendment.  Mr. 
McGrath’s  bill  with  the  presentation  of  what  he  had  in 
mind  concerning  an  amendment  was  discussed  at  the  above 
mentioned  meeting  on  no-fault  with  leaders  of  the  Legis- 
lature a few  days  prior  to  the  preparation  of  this  report. 

At  the  time  this  report  is  being  written,  Legislative 
Counsel  is  preparing  language  for  a bill  which  will  set  forth 
the  concepts  advocated  by  our  Council  and  ideas  expressed 
at  the  meeting  with  the  staff  of  legislative  leaders,  including 
a study  commission  with  time  limitations  and  termination 
of  the  Workmen’s  Compensation  Medical  Fee  Schedule. 
This  bill  will  be  discussed  with  the  representatives  of  the 
Governor  and  legislative  leaders  at  a meeting  to  be  held 
shortly  and  will  be  subject  to  MSSNY  approval. 


Malpractice.  Since  the  State  Legislature  usually  acts 
only  in  time  of  a crisis  and  most  legislators  at  the  present 
session  believe  there  is  no  immediate  crisis  in  the  area  of 
malpractice  insurance,  there  has  been  no  final  legislative 
action  to  date  in  this  field.  We  have  consistently  and 
continuously  fought,  however,  for  the  principle  that  action 
is  needed  now  to  avoid  a future  crisis  and  that,  in  general, 
the  McGill  Commission  Report  should  be  implemented 
along  the  lines  spelled  out  in  our  1978  State  Legislation 
Program. 

Only  one  significant  action  has  taken  place  to  date.  One 
of  our  bills,  S.9-A  (Lombardi)  has  been  reported  out  of  the 
Codes  Committee  in  the  Senate  and  will  go  to  the  Senate 
floor  for  a vote.  This  bill  would  limit  the  lump  sum  pay- 
ment of  a malpractice  action  award  for  pain  and  suffering 
to  $100,000.  The  court  would  be  required  to  order  any 
excess  of  that  amount,  after  payment  of  attorney’s  fee  and 
expenses,  placed  in  one  or  more  specified  depositories  or 
invested  on  behalf  of  the  plaintiff  as  specified  in  the  bill. 

Several  months  ago,  your  Chairman,  your  President, 
Executive  Vice-President,  Deputy  Executive  Vice-Presi- 
dent, Legislative  Counsel,  and  Director  met  with  Assembly 
Speaker  Stanley  Steingut  and  discussed  the  malpractice 
situation,  as  well  as  other  important  issues,  including  No- 
Fault.  Mr.  Steingut  showed  particular  interest,  as  did  the 
Governor  during  our  meeting  with  him,  which  we  already 
mentioned,  in  the  concept  of  an  investment  fund  for 
damages  over  $100,000.  The  concept  is  similar  to  the  one 
in  S.9-A  already  mentioned.  Instead  of  being  limited  to 
only  malpractice,  however,  as  S.9-A  is,  our  principal  mal- 
practice bill  would  cover  all  negligence  actions.  This  bill 
S.4490  (Pisani);  A.6283  (Tallon)  has  already  been  described 
previously  in  this  report. 

As  a result  of  this  meeting,  Mr.  Steingut  directed  his 
Counsel  to  work  with  our  Legislative  Counsel  in  drawing 
up  language  that  would  be  acceptable  to  all  the  parties 
concerned.  Both  counsels  have  been  actively  working  in 
an  attempt  to  arrive  at  a bill  which  might  be  acceptable  in 
the  Democratic  Assembly,  which  has  been  our  main  ob- 
stacle to  malpractice  legislation,  and  likewise  be  agreeable 
to  the  members  of  the  Senate.  We  have  hopes  that  before 
the  session  is  over  that  some  action  will  be  taken  in  regard 
to  this  matter. 

GENERAL  HEALTH  ISSUES 

Most  of  the  legislative  activity  to  date  has  focused  on 
such  issues  as  the  death  penalty,  abortion  under  Medicaid 
and  parental  consent,  and  the  budget,  and  the  legislators 
have  been  concerned  about  the  upcoming  elections.  While 
no  major  positive  health  legislation  has  been  enacted  to 
date,  several  health  issues  have  received  consideration. 
Among  these  have  been  the  following  which  include  pro- 
posals which  are  detrimental  and,  as  has  been  our  past 
custom,  require  us  to  take  strong  defensive  positions  and 
strong  opposition  to  them. 

Continuing  Medical  Education.  Early  in  May  a bill 
A. 12258  (Miller);  S.9564  (Donovan),  was  introduced  which 
provides  that  each  licensed  physician  seeking  to  reregister 
for  practice  must  submit  proof  satisfactory  to  the  State 
Education  Department  that,  during  the  preceding  two  year 
period,  the  physician  has  completed  not  less  than  100 
continuing  professional  education  hours,  or  the  equivalent 
thereof,  as  defined  in  the  regulations  by  the  Commissioner. 
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Furthermore,  the  Commissioner  is  directed  to  define  by 
regulation  the  content  and  extent  of  continuing  medical 
education  after  having  received  recommendations  from  the 
State  Hoard  of  Medicine  and  the  Continuing  Medical 
Education  Council  of  the  State  of  New  York,  Inc.,  and  such 
other  organizations  or  individual  practitioners  deemed 
appropriate  by  the  Commissioner. 

The  Medical  Society  of  the  State  of  New  York  approved 
the  bill,  but  only  after  the  legislative  sponsors  agreed  to  an 
amendment  providing  that  MSSNY  members  who  satis- 
factorily met  the  Society's  CME  requirements  would  be 
automatically  held  to  be  in  compliance  with  the  law. 

Assemblyman  Melvin  H Mdler,  Chairman  of  the  As- 
sembly Higher  Education  Committee  and  the  sponsor  of 
the  bill  in  the  Assembly,  agreed  with  MSSNY’s  amend 
ment  provided  the  Department  of  Education  approved  the 
MSSNY  requirements.  The  amendment  read  as  fol- 
lows: 

3.  Satisfactory  completion  of  a continuing  medical 
education  program  required  by  the  Medical  Society  of 
the  State  of  New  York  for  membership,  as  approved  by 
the  State  Education  Department,  shall  constitute 
compliance  with  the  provisions  of  Subdivision  1 of  this 
Section. 

The  Council  approved  this  language. 

Catastrophic  Health  Insurance.  The  Senate’s  lie- 
publican  majority  put  before  the  Legislature  a program 
designed  to  eliminate  the  need  for  a family  to  be  reduced 
to  poverty  levels  to  meet  medical  expenses  beyond  their 
control  and  ability  to  pay.  The  program  would  grant  State 
aid  to  any  resident  New  York  individual  or  family  whose 
calendar  year  health  care  expenses  exceeds  a specified 
portion  of  their  annual  income. 

The  legislation,  introduced  by  Senator  Tarky  Lombardi, 
Jr.,  would  add  a new  Title  1 1 A to  Article  3 of  the  Social 
Services  Law.  establishing  a Catastrophic  Health  Care 
Expense  Program 

Under  it,  a family  would  be  eligible  to  receive  assistance 
on  a cost  sharing  basis  if  it  incurs  during  any  calendar  year 
health  care  expenses  in  excess  of  SO  percent  of  the  differ 
ence  between  its  “available”  income  and  t he  public  assis- 
tance grant  level  in  the  social  services  district  or  residence. 
Expenses  exceeding  75  percent  of  such  different  ial  would 
entitle  the  family  to  full  coverage  of  the  health  care  costs. 
The  term  “family,”  used  throughout  the  bill,  is  defined  as 
meaning  also  a single  person  who  is  self-supporting. 

The  program  was  described  by  Senator  Lombardi  as 
designed  “to  eliminate  the  need  for  a family  to  be  reduced 
to  poverty  ievels  in  order  to  meet  medical  expenses  beyond 
their  control  and  ability  to  pay.”  Operation  of  the  program 
would  be  dependent  upon  Federal  government  participa- 
tion, one  provision  declaring  “this  title  shall  be  effective 
if.  and  as  long  as.  Federal  participation  is  available  at  not 
less  than  fifty  percent  of  health  care  expenditures  for  ser 
vices  authorized  under  Title  XIX  of  the  Federal  Social 
Security  Act  for  all  persons  eligible  under  this  title.” 
(S.9428-A.  Lombardi.)  We  are  evaluating  this  proposal 
for  appropriate  implementation. 

Optometrists  - Use  of  Drugs.  This  legislation,  which 
would  authorize  optometrists  to  use  drugs  in  their  practice 
and  is  strongly  opposed  by  the  State  Medical  Society,  was 
approved  by  the  Assembly  and  sent  to  the  Senate. 

Fought  by  MSSNY  as  unnecessary  and  “dangerous  to 
the  people  of  the  State  of  New  York."  the  bill  A.1890-B 
(Lasher):  S.1783-B  (Rernstein)  would  permit  optometrists 
certified  by  the  Commissioner  of  Education  to  administer 


topical  pharmaceutical  agents,  including  but  not  limited 
to  mydriatics.  cycloplegics,  and  ophthalmic  anesthetics 
which  t he  commissioner  designates  as  permissible  for  use 
by  optometrists. 

He  would  also  be  empowered  to  establish  additional 
educational  and  examination  requirements  necessary  to 
ensure  professional  competence  in  the  application,  clinical 
effects  and  secondary  effects  of  such  agents. 

Declaring  “there  are  sufficient  ophthalmologists  in  this 
State  who  have  the  required  training  and  experience  to 
deliver  medical  eye  care  using  drugs,"  MSSNY  said  the 
subject  legislation,  “which  would  permit  a practice  by  op- 
tometrists which  is  unnecessary  and  dangerous  to  the 
people  of  the  State  of  New  York,”  should  be  defeated 

Medicaid  Funding  of  Abortions.  The  Legislature 
resolved  a five  day  deadlock  over  Medicaid  funding  of 
abortions  and  completed  approval  of  a 1978  79  State 
budget  in  early  April 

The  $1 1.9  billion  budget  was  rounded  out  finally,  in  ac- 
cordance with  an  agreement  between  leaders  of  the  poli- 
tically divided  legislative  houses,  by  the  Republican  Sen 
ate’s  vot  ing,  39  to  18.  approval  of  the  $7.2  billion  local  as- 
sistance budget  bill  that  includes  some  $16  million  for 
Medicaid  abortion  payments. 

Biennial  Statement  of  Practice.  This  bill.  S.5626 
(Halperin);  A. 6209  (Siegel),  would  amend  the  Education 
Law  to  require  each  physician,  as  a part  of  the  biennial 
filing,  to  file  a statement  of  practice  including  such  infor- 
mation as  office  hours,  whether  Medicare  or  Medicaid 
patients  are  accepted,  and  the  usual  fee  for  an  initial  visit 
and  for  routine  visits. 

Your  legislative  representatives  met  with  the  sponsors 
and  other  supporters  of  this  bill  to  express  the  opposition 
of  the  State  Medical  Society  to  several  of  the  bill’s  provi- 
sions. In  particular,  your  representatives  objected  to  the 
mandatory  compilation  of  such  information  and  to  a pro- 
vision which  would  make  noncompliance  with  the  mandate 
unprofessional  conduct. 

As  of  the  time  this  report  is  being  prepared,  the  Senate 
version  of  the  bill  has  been  reported  out  of  committee  and 
is  before  the  entire  Senate  for  a vote  on  the  bill  A mem- 
orandum in  opposition  to  the  bill  has  been  sent  to  every 
member  of  the  Senate  and  your  legislative  representatives 
are  working  diligently  to  prevent  the  approval  of  this 
bill. 

MEDICAL  PRACTICE  TASK  FORCE 

Although  there  have  been  several  reports  prematurely 
released  to  the  press  by  the  Assembly  Medical  Practice 
Task  Force,  appointed  by  Assembly  Speaker  Stanley 
Steingut  with  Matthew  Lifflander,  as  Executive  Director, 
there  has  been  no  final  legislative  action  of  any  of  its  rec- 
ommendations to  date. 

Your  State  Medical  Society’s  Council  has  expressed  its 
deep  concern  and  disapproval  of  the  manner  in  which  these 
statements  have  been  released  to  the  press  before  giving 
our  President  and  other  members  of  the  Speaker’s  Special 
Advisory  Council  to  the  Task  Force  copies  of  the  docu- 
ments involved.  The  Council  has  also  taken  the  position 
that  there  is  no  need  for  a super  agency  such  as  the  State 
Board  for  Assessment  of  the  Quality  of  Medical  Care  as  set 
forth  in  the  Task  Force’s  Policy  Position  Paper  Number 
1.  and  "has  made  its  recommendations  on  other  reforms  set 
forth  in  the  same  policy  paper.  Your  chairman  headed  a 
special  MSSNY  committee  which  met  with  the  Task 
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Force’s  Executive  Director  and  presented  the  aforemen- 
tioned State  Medical  Society’s  views.  In  addition,  your 
Executive  Vice-President  sent  a letter  to  Assembly  Speaker 
Steingut  reiterating  your  State  Medical  Society’s  concern 
about  the  manner  in  which  the  activities  of  the  Task  Force 
have  been  handled. 

As  this  report  is  being  written,  announcement  has  been 
received  of  the  introduction  of  three  bills  as  a result  of  the 
work  of  the  Task  Force. 

The  main  proposal  entitled  The  Quality  of  Health  Care 
Act  would  enlarge  the  powers  of  the  State  Health  De- 
partment to  regulate  a wide  variety  of  matters,  such  as 
quality  of  care,  discipline  of  doctors,  improvement  of 
substandard  hospital,  reimbursement  formulas,  cost  con- 
tainment, and  utilization  review.  This  measure  (A.  12372) 
is  a 270  page  bill  which  has  been  introduced  for  study 
purposes  only  and,  therefore,  will  not  be  acted  upon  at  this 
session  of  the  State  Legislature. 

The  second  proposal  provides  professional  and  criminal 
sanctions  for  unauthorized  participation  in  surgery  by 
nonphysicians.  This  bill  is  the  result  of  reports  concerning 
surgical  supply  salesmen  participating  or  assisting  in  op- 
erating rooms.  This  measure  is  known  as  A.  12334. 

The  third  proposal  is  designed  to  assure  surgical  patients 
the  right  to  know  exactly  who  is  operating  on  them  and  the 
extent  of  participation  by  surgical  residents.  This  bill  is 
in  connection  with  reports  concerning  so-called  “ghost 
surgery.”  This  bill  is  known  as  A. 12339. 

These  proposals  are  being  evaluated  for  appropriate 
action. 

PUBLIC  HEARINGS  & PRIVATE 
CONFERENCES 

Since  last  October,  our  State  Medical  Society  has  pre- 
sented a number  of  statements  at  public  hearings  con- 
ducted by  governmental  agencies  and  legislative  com- 
mittees. In  addition,  Society  representatives,  including 
our  director  and  legislative  counsel,  have  met  privately  with 
key  administrative  officials  and  lawmakers  on  a variety  of 
important  matters.  Among  the  major  topics  addressed 
have  been  the  no-fault  auto  insurance  fee  schedule  and 
pending  lawsui*,  physician  licensure  and  discipline,  access 
to  medical  records  under  the  regent’s  rules,  continuing 
medical  education,  nursing  and  physician’s  assistant 
practice,  hospital  cost  containment,  ghost  surgery,  and  the 
presence  of  surgical  supply  salesmen  in  operating  rooms. 
Every  year  the  number  of  meetings  and  hearings  and  the 
variety  of  topics  discussed  cont  inues  to  increase. 


ALBANY  OPERATIONS 

During  the  1977  and  1978  sessions  of  the  New  York  State 
Legislature,  the  division  director  represented  the  State 
Medical  Society  at  the  State  Capitol  in  Albany.  Working 
closely  with  the  Society’s  legislative  counsel,  the  director 
contacted  key  lawmakers  and  their  staffs  to  discuss  bills 
of  interest  to  the  medical  profession  and  to  promote  the 
implementation  of  the  MSSNY  legislative  program. 

While  the  legislature  is  in  session,  the  director’s  an- 
swering service  is  in  operation  in  Albany  to  assist  him  in 
maintaining  communication  with  the  legislators  and  their 
staffs,  county  medical  societies,  individual  physician 
members,  and  the  State  Society  headquarters. 

The  weekly  legislative  newsletter  of  our  State  Medical 
Society,  the  Capitol  News,  which  is  written  and  edited  by 
William  W.  Tyler,  a former  Associated  Press  correspondent 


in  the  Capitol,  has  been  published  in  Albany  during  each 
session  of  the  Legislature  since  1965.  This  publication  is 
delivered  each  week  to  members  of  the  Legislature,  county 
medical  society  officers  and  executives,  and  key  physicians 
throughout  the  State.  The  Capitol  News  is  designed  to 
keep  its  readers  abreast  of  important  developments  in 
health  legislation  in  New  York  State  and  to  advise  them 
of  the  opinion  of  the  State  Medical  Society  on  the  key 
health  issues  which  are  being  discussed  in  the  Legislature. 
Twenty-seven  issues  were  distributed  in  1977,  and  we  an- 
ticipate that  approximately  the  same  number  will  be 
published  this  year. 


HEADQUARTERS  ACTIVITIES 

Under  the  supervision  of  the  division  director,  the  di- 
vision staff  is  responsible  for  the  review  of  State  and  Fed- 
eral legislation  and  regulations  pertaining  to  health  care 
and  the  practice  of  medicine.  Extensive  files  are  main- 
tained on  key  topics  and  issues  which  arise  concerning  the 
relationship  of  medicine  and  government,  as  well  as  on 
individual  bills,  which  are  introduced  in  the  State  Legis- 
lature and  in  Congress.  Every  piece  of  legislation  involving 
health  care  is  referred  to  staff  experts  at  the  MSSNY  for 
review  and  the  progress  of  each  bill  through  the  legislative 
process  is  continuously  monitored.  Position  statements 
and  memoranda  are  prepared  in  cooperation  with  our 
legislative  counsel  and  are  disseminated  to  governmental 
officials  on  both  the  State  and  Federal  levels.  The  division 
staff  also  collaborates  with  other  society  divisions  by  pro- 
viding them  with  necessary  information  and  seeking  their 
advice  and  recommendations  on  pending  legislation  and 
regulations. 

The  division  is  responsible  for  the  preparation  and  dis- 
tribution of  the  Legislation  Action  Bulletin  (LAB)  to 
county  medical  societies,  liaison  physicians,  and  the 
MSSNY  Auxiliary.  These  bulletins  are  disseminated 
periodically  to  inform  recipients  of  important  develop- 
ments in  Albany  and  to  urge  their  support  and  assistance 
in  advancing  the  position  of  the  medical  profession  with 
regard  to  legislation  being  considered  by  the  State  Legis- 
lature. 


LEGISLATIVE  COUNSEL 

The  activities  of  our  State  Medical  Society  at  the  Capitol 
is  t he  result  of  a joint  effort  by  our  division  and  our  legis- 
lative counsel,  the  law  firm  of  DeGraff,  Foy,  Conway  and 
Holt  Harris.  ’Phis  year,  as  in  the  past,  we  have  been  ably 
represented  by  three  members  of  the  firm:  John  E. 

Holt  Harris,  Jr.,  Esq.,  Gerard  L.  Conway,  Esq.,  and  John 
C.  Rice,  Esq. 

The  views  of  our  organization  on  important  health  leg- 
islation are  drawn  up  by  our  legislative  counsel  in  the  form 
of  memoranda.  The  statements  are  filed  with  the  Gov- 
ernor, the  leadership  in  both  chambers  of  the  Legislature, 
chairmen  and  members  of  committees  considering  health 
bills,  the  sponsors  of  the  bills  and  other  members  of  both 
houses.  To  reinforce  these  written  statements,  our  legis- 
lative counsel  and  director  met  the  lawmakers  personally 
to  discuss  the  bills  in  more  detail.  Our  legislative  counsel 
has  also  worked  closely  with  our  director  and  other  State 
Society  representatives  on  government  regulatory  mat- 
ters. 
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LEGISLATION  INFORMATION  CENTER 

Through  our  Legislation  Information  Center,  the  divi- 
sion staff  provided  information  and  materials  for  publi- 
cation in  the  News  of  New  York.  Varied  requests  for  in- 
formation from  county  medical  societies,  individual 
members,  the  AM  A,  and  others  were  answered  as  quickly 
as  possible.  In  addition,  suggestions  and  opinions  obtained 
from  individual  members  and  county  medical  societies 
regarding  legislative  issues  were  tabulated  and  recorded 
for  use  in  preparing  the  State  Society’s  position  of  partic- 
ular pieces  of  legislation. 

During  the  last  calendar  year,  the  director  and  his  as- 
sistant attended  various  MSSNY  committee  meetings  and 
assisted  the  committees  with  matters  involving  govern- 
mental activity.  In  addition,  they  attended  several 
meetings  with  legislators  which  were  conducted  by  county 
medical  societies  and  other  groups  and  were  available  to 
provide  information  and  materials  regarding  the  position 
of  the  State  Society  on  key  legislative  matters. 

PANEL  OF  LIAISON  PHYSICIANS 

Your  committee  has  continued  to  work  with  the  Panel 
of  Liaison  Physicians.  This  group  is  composed  of  physi- 
cians recommended  by  their  county  medical  societies  who 
are  interested  in  legislation  and  personally  acquainted  with 
members  of  the  State  Legislature.  As  mentioned  above, 
the  panel  members  keep  informed  about  legislative  ac- 
tivities through  LAB  mailings  sent  by  our  director.  The 
LAB  material  includes  MSSNY  position  statements  which 
supply  the  panel  members  with  information  to  use  in  their 
contacts  with  the  legislators.  Your  chairman  wishes  to 
emphasize  the  importance  of  active  participation  by  panel 
members  and  county  medical  societies  in  contacting  our 
lawmakers.  The  views  of  physicians  at  the  local  level  are 
most  significant  because  they  come  directly  from  the 
electors  and  constituents  of  the  legislators.  Therefore, 
w hile  we  appreciate  the  efforts  of  the  panel  members  and 
our  local  societies  who  have  participated,  your  committee 
wishes  to  urge  their  continued  active  support  of  our  State 
Society’s  legislative  endeavors  and  to  strongly  urge  all 
physicians  and  all  county  medical  societies  to  participate 
in  1979. 

MSSNY  COMMITTEES 

Following  a practice  started  several  years  ago,  your 
chairman  invited  the  chairmen  of  our  various  State  Med- 
ical Society  committees  to  submit  their  suggestions  re- 
garding the  initiation  of  hills  by  MSSNY,  as  well  as  their 
views  on  other  hills  which  might  come  before  the  State 
Legislature.  This  is  part  of  our  continuing  campaign  to 
develop  a program  of  State  legislation  which  will  be  re- 
sponsive to  all  the  varied  concerns  of  organized  medicine 
in  this  State.  The  response  to  our  requests  have  vastly 
improved.  While  a number  of  chairmen  answered  our 
memorandum,  there  still  remains  room  for  better  com- 
munication. Your  chairman  strongly  urges  all  committee 
chairmen  of  MSSNY  to  continue  to  cooperate  in  our  State 
Medical  Society’s  legislative  endeavors  bv  submitting  to 
this  committee  any  suggestions  they  may  have  concerning 
State  legislation  at  anytime. 

NEW  YORK  STATE  ASSOCIATION  OF  THE 
PROFESSIONS 

Through  our  director,  your  committee  worked  closely 
with  the  New  \ ork  State  Association  of  the  Professions  on 


various  legislative  matters  of  common  interest.  Our  State 
Medical  Society  is  an  active  member  of  the  association  and 
as  a result,  were  able  to  gain  NYSAP  support  of  our  pro- 
gram bills.  NYSAP  also  joined  our  efforts  in  support  or 
opposition  to  certain  measures  before  the  Legislature 
which  were  initiated  by  other  sources. 
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STATE  LEGISLATION  ( SUPPLEMENTARY ) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

1978  STATE  LEGISLATIVE  SESSION 

This  report  supplements  the  information  contained  in 
our  original  report  which  was  published  in  the  New  York 
State  Journal  of  Medicine  (August,  1978).  As  of  the  date 
this  report  is  being  written,  September  29,  1978,  the  New 
York  State  Legislature  is  still  technically  in  session,  but  in 
regard  to  health  proposals,  the  Legislature  is  in  a state  of 
indefinite  recess  equivalent  to  adjournment.  The  present 
session  should  technically  cease  at  the  latest  on  December 
31,  1978,  with  the  1979  session  beginning  on  January  1st. 
The  following  is  a summary  of  major  developments  re- 
garding health  legislation  in  the  Legislature  up  until  the 
date  of  this  report: 

Malpractice.  The  State  Medical  Society’s  high  priority 
malpractice  proposal,  S.9-A  (Lombardi),  passed  the  Senate 
in  May  and  is  in  the  Codes  Committee  of  the  Assembly. 
This  bill  would  limit  the  “lump  sum”  proportion  of  an 
award  for  pain  and  suffering  to  $100,000,  with  an  excess  of 
that  amount,  after  payment  of  attorney  fees  and  expenses, 
to  be  invested  for  the  life-time  benefit  of  the  plaintiff.  The 
principal  would  revert  to  the  payor  of  the  award  upon  the 
plaintiff s death. 

The  one-house  approval  - to  date  - of  this  proposal, 
coupled  w'ith  reaction  to  another  top  MSSNY  bill  (A.6283) 
(Tallon)  that  would  authorize  this  handling  of  pain  and 
suffering  awards  in  all  negligence  actions,  may  argue  well 
for  a future  enactment  of  this  approach  to  a major  aspect 
of  the  malpractice  problem.  The  Tallon  bill  remains  in  the 
Assembly  Committee  of  Codes,  but  continuous  efforts  by 
Society  representatives  in  its  behalf  have  brought  indica- 
tions of  high-level  Assembly  interest  in  the  concept.  Ne- 
gotiations with  appropriate  legislative  parties  are  con- 
tinuing with  a view  to  drafting  a bill  that  could  pass  both 
houses. 
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No-Fault — Worker’s  Compensation  Fee  Schedule. 

As  the  House  has  already  been  informed,  two  bills  were 
introduced  into  the  State  Legislature  on  this  important 
matter.  The  so  called  “D’Amato  Bill”  after  the  sponsor, 
(A.9404)  would  repeal  the  section  of  the  Insurance  Law 
which  imposes  the  Workers’  Compensation  Fee  Schedule 
on  charges  for  medical  services  to  accident  victims.  The 
bill  had  little  or  no  chance  of  being  enacted  because  of 
general  opposition  in  the  Legislature  to  an  outright  repealer 
bill. 

The  second  bill  (A. 10675;  S.8274),  sponsored  by  As- 
semblyman McGrath  and  Senator  LaValle,  would  repeal 
the  Workers’  Compensation  Fee  Schedule  and  substitute 
a limitation  requiring  physicians’  fees  not  to  be  in  excess 
of  the  prevailing  charges,  as  determined  by  the  Superin- 
tendent of  Insurance,  for  similar  treatment  of  injured 
persons  of  a like  standard  of  living.  A draft  amendment 
to  this  bill  which  was  prepared  by  the  State  Medical  Soci- 
ety was  presented  to  legislative  leaders  in  order  to  work  out 
an  acceptable  legislative  resolution  to  the  entire  no-fault 
controversy.  This  amendment  would  have  provided  that 
instead  of  the  Workers’  Compensation  fixed  fee  schedule, 
fees  paid  for  services  rendered  to  patients  covered  under 
the  no-fault  law  shall  be  paid  in  accordance  with  the  usual, 
customary,  and  prevailing  fees  in  a region,  such  to  be  de- 
termined from  valid  statistical  data,  with  regional  review 
boards  established  to  review  challenged  fees.  State  lead- 
ers, however,  rejected  this  approach,  agreeing  only  to 
“study  the  situation.” 

A third  proposal  which  was  introduced  in  the  latter  part 
of  July  by  Senator  John  J.  Marchi,  Chairman  of  the  Senate 
Finance  Committee,  would  eliminate  the  Workers’  Com- 
pensation Fee  Schedule  as  the  measure,  under  the  No- Fault 
Insurance  Law,  of  payments  to  physicians  for  services  to 
accident  victims.  The  bill  (S.  10514,)  would  provide  in- 
stead that  such  physician  charges  shall  not  exceed  usual 
and  customary  fees  as  determined  by  the  medical  eco- 
nomics committee  of  the  county  medical  society  where  the 
services  are  performed.  The  Superintendent  of  Insurance 
would  make  the  determination  where  no  such  society  ex- 
ists. This  bill  was  recommitted  to  the  Senate  Insurance 
Committee  where  it  is  expected  to  remain  after  having 
appeared  briefly  on  the  Senate  floor  calendar. 

Continuing  Medical  Education.  There  has  been  no 
action  on  the  continuing  medical  education  bill 
( A.12258-A)  sponsored  by  Assemblyman  Melvin  H.  Miller 
which  had  been  approved  by  the  Council  as  amended. 
This  bill  was  reported  out  of  committee  and  was  placed  on 
the  Assembly  calendar  for  floor  action.  Assemblyman 
Miller,  however,  has  “starred”  the  bill  which  means  that 
no  action  can  be  taken  until  Mr.  Miller  removes  the  star. 
The  Senate  version  (S.9564)  (Donovan)  is  still  in  the  Senate 
Education  Committee.  As  a result,  no  further  action  is 
expected  this  year.  We  anticipate  that  during  the  1979 
session  a bill  similar  to  the  Miller  bill  will  be  introduced 
perhaps  in  a version  expanded  to  include  all  licensed  pro- 
fessions. 

Other  Important  Legislative  Action.  Several  bills 
that  could  unfavorably  affect  t he  medical  profession  or  are 
contrary  to  its  views  on  health  aspects  of  the  public  interest 
remain  in  appropriate  committees  or  have  been  otherwise 
deferred,  largely  through  persistent  communication  to 
legislators  of  the  Society’s  objections.  Among  them,  with 
current  status  shown  in  parenthesis,  are  the  following 
measures  which  would: 

mandate  every  licensed  physician  in  the  State  to 


render  medical  treatment  to  every  person  who  seeks  it 
(A. 9172)  (S.  P.  Walsh,  et  al.)  (In  Assembly  Higher  Ed- 
ucation Committee); 

authorize  the  use  of  drugs  by  optometrists  in  their 
practice  (A.1890-B)  (Lasher,  et  al.);  (S.1783)  (Bern- 
stein, et  al.)  (In  Senate  Education  Committee); 

— require  every  physician,  as  part  of  the  biennial  fil- 
ing, to  also  file  a statement  of  practice  including  such 
information  as  office  hours,  whether  Medicare  or  Med- 
icaid patients  are  accepted,  usual  fees  for  initial  and 
routine  office  visits,  etc.,  for  publishing  in  a directory 
( A.6209-A)  (Siegel,  et  al.);  (S.5626-B)  ( Halperin,  et  al.) 
(Starred  on  Senate  calendar,  with  no  action  possible 
until  the  star  is  removed),  and 

reduce  the  physician  membership  on  the  Committee 
on  Professional  Conduct  from  four  to  two  members,  and 
require  that  the  State  Board  for  Professional  Medical 
Conduct  submit  annually  to  the  Governor  and  Legisla- 
ture a detailed  report  concerning  complaints  and  in- 
vestigations (A.12336-A)  (Hevesi)  (Starred  on  Assembly 
calendar). 

Action  by  Governor.  Governor  Carey,  responding 
favorably  to  strong  opposition  expressed  by  MSSNY  and 
others,  again  vetoed  legislation  (A.10304-A)  (Brewer) 
which  would  have  authorized  the  use  of  the  controversial 
substance,  laetrile,  in  treatment  of  cancer. 

In  another  favorable  action  the  Governor  signed  into  law 
a bill  (S.8091)  (Lombardi)  (Chapter  210,  Laws  of  1978), 
supported  bv  the  State  Medical  Society,  which  permits  a 
physician  voluntarily  to  surrender  his  license  and  regis- 
tration when  he  is  temporarily  incapacitated,  providing  the 
incapacity  has  caused  no  harm  to  a patient.  The  new  stat  - 
ute  provides  for  restoration  of  both  authorizations  for 
practice  when  the  incapacity  no  longer  exists. 

On  the  negative  side,  from  the  MSSNY  standpoint,  were 
the  Governor’s  signing  of  2 bills  strongly  opposed  by  the 
Society,  one  of  which  (A. 9370)  (Mirto)  (Chapter  173) 
permits  a student  in  a registered  chiropractic  college  to 
participate,  under  supervision,  in  the  dissection  of  a ca- 
daver. 

The  other  new  law  vigorously  resisted  by  MSSNY 
(S.10060-A)  (Anderson);  (A.12869-A)  (Rules)  (Chapter 
198)  authorizes  creation  of  special  projects  in  specified 
school  districts  to  provide  health  services  to  pre-school  and 
school-age  children  by  utilizing  the  services  of  registered 
professional  nurses  or  other  health  professionals  under  the 
general  supervision  of  a licensed  physician. 

Hospital  Kates  Freeze.  Hospital  rates  throughout  the 
State  are  frozen  at  their  May  1 levels  under  legislation 
signed  by  Governor  Carey  which  also  establishes  the  f irst 
direct  State  control  of  such  charges. 

Imposing  the  “freeze”  for  the  remainder  of  1978,  after 
which  a panel  of  four  experts  in  health  economics  will  assist 
the  Commissioner  of  Health  in  determining  any  f uture  rate 
increases,  the  approved  bills  were  developed  in  reaction  to 
a recent  Court  of  Appeals  decision  that  hospitals  could 
avoid  the  then  indirect  State  control  of  their  charges  by 
withdrawing  from  Blue  Cross. 

Enacted  along  with  the  main  bill  (A. 12540  A)  (Hevesi: 
et  al.)  (Chapter  517,  Laws  of  1978),  establishing  a basis  for 
State  control  and  declaring  the  rates  freeze,  were  two 
chapter  amendments. 

One  of  these  (A. 13138)  (Rules)  (Chapter  518)  decrees 
that  any  hospital  which  had  either  terminated  or  sent  no 
t ice  of  intent  ion  to  terminate  its  cunt  raet  on  or  before  May 
1,  1978.  to  Article  IX  C corporations  or  to  members  of  a 
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comprehensive  health  services  plan  shall  charge  sub- 
scribers or  beneficiaries  of  such  plans  no  more  than  the 
schedule  of  charges  established  by  such  hospital  for  patient 
services  in  effect  on  May  1,  1978.  The  amendment  also  cut 
back  the  effective  life  of  the  main  bill  from  December  31, 
1980,  to  December  31,  1979. 

The  other  amendment  (A. 13094)  (Rules)  (Chapter  520) 
creates  a 15  member  council  on  health  financing  to  develop 
a new  system  of  financing  general  hospitals,  as  well  as  a 15 
member  commission  on  health  education  and  illness  pre- 
vention to  develop  “a  strategy  for  health  maintenance”  and 
its  communication  and  promotion. 

Catastrophic  Illness.  A new  State  assistance  program 
is  awaiting  agreement  by  the  Federal  government  to  par- 
ticipate in  its  financing.  The  legislation,  S.9428-A 
(Lombardi)  which  has  become  Chapter  716  of  the  Laws  of 
1978  would  become  effective  “if  and  as  long  as,  Federal 
participation  is  available  at  not  less  than  50  percent  of 
health  care  expenditures  ...  .” 

The  measure  adds  a new  Title  1 1-A  to  Article  5 of  the 
Social  Services  Law,  establishing  a Catastrophic  Health 
Care  Expense  Program.  Under  it  a family,  defined  also 
as  a single,  self-supporting  person,  could  receive  assistance 
on  a cost  sharing  basis  if  it  incurs  during  any  calendar  year 
health  care  expenses  in  excess  of  50  percent  of  the  differ- 
ence between  its  available  income  and  the  public  assistance 
grant  level  in  the  social  services  district  of  residence. 
Expenses  above  75  percent  of  that  level  would  qualify  the 
family  for  full  coverage  of  health  care  costs. 

“Available"  income  is  considered  the  balance  left  to  the 
family  after  subtraction  from  total  income  of  Federal  in- 
come taxes  and  other  permissible  deductions  such  as  ali- 
mony or  other  court-ordered  payments. 

Implementation  of  the  program  would  be  initiated  with 
one  or  two  pilot  programs  provided  for  under  another  bill 
(S.  10288)  (Lombardi)  (Chapter  717)  signed  by  the  Gov- 
ernor. Senator  Lombardi  has  said  Statewide  implemen- 
tation is  estimated  to  cost  between  $65  million  and  $75 
million  of  which,  if  the  Federal  government  agrees  to  50 
percent  participation,  the  State  and  local  governments 
would  each  pay  25  percent. 

Drug  Information  to  Pregnant  Women.  Legislation 
requiring  a physician  or  a nurse-midwife  who  is  to  attend 
the  birth  of  a child  to  inform  the  expectant  mother  of  the 
drugs  which  he  or  she  expects  to  administer  during  preg- 
nancy and  at  the  birth,  and  of  their  possible  effects,  has 
been  signed  into  law  by  Governor  Carey. 

One  of  the  bills  (S.8154-C)  (Bernstein)  (Chapter  484) 
imposes  the  mandate  on  physicians  and  a second  measure 
approved  (A. 13104)  (Rules)  (Butler)  (Chapter  485)  extends 
the  requirement  to  midwives.  Their  objective  is  to  give  the 
expectant  mother  a better  basis  for  decision  as  to  whether 
or  not  to  use  the  drugs.  Both  new  laws  are  effective  Sep- 
tember 1.  1978. 

CAPITOL  NEWS 

The  last  issue  of  the  Capitol  News,  which  was  published 
on  August  30.  1978.  was  devoted  to  a roundup  of  the  status 
of  health  bills  up  until  the  time  of  the  legislative  recess.  In 
all.  24  issues  of  Capitol  Neus,  our  weekly  legislative  bul- 
letin. have  been  published  during  the  current  session. 
ALBANY  OPERATIONS  — HEADQUARTERS 
ACTIVITIES 

Since  our  main  report,  due  to  stepped  up  activities  in  the 
State  Legislature  in  preparation  for  recess,  our  work  in 
Albany  and  at  our  headquarters  was  intensified  and  ex- 
panded. At  Lake  Success,  our  Division  of  Governmental 


Affairs  backed  up  our  Albany  representatives  through  the 
preparation  of  supportive  materials  and  their  wide  distri 
bution  to  legislators,  the  Governor,  and  our  county  medical 
societies. 

REGENTS  LEGISLATIVE  CONFERENCE 
On  September  8,  1978.  the  Board  of  Regents  conducted 
their  Annual  Legislative  Conference  in  Albany.  This 
meeting  offers  each  profession  regulated  by  the  Education 
Department  the  opportunity  to  present  legislative  pro- 
posals to  be  included  in  the  Regents  program  for  the 
coming  year.  Among  the  issues  which  our  State  Medical 
Society  discussed  were  the  professions  in  the  Regents  rules 
dealing  with  the  delivery  of  medical  records  to  patients. 
Other  issues  which  were  addressed  included  mandatory 
continuing  education,  the  expansion  of  practice  of  other 
health  related  professions,  and  medical  disciplinary  pro- 
cedures. Our  director  addressed  the  Regents  on  behalf  of 
our  president. 

COMMITTEE  MEETING 
Your  committee  met  on  September  20,  1978,  at  the  Syr- 
acuse Hilton  Inn.  This  meeting  was  held  to  develop  the 
Legislative  Program  of  the  Medical  Society  of  the  State  of 
New  York  for  the  1979  session  of  the  State  Legislature. 
'Fhe  committee  reviewed  our  legislative  program  from  1978 
and  considered  new  proposals  from  MSSNY  committees, 
county  medical  societies,  individual  members,  and  our 
general  counsel.  From  these  proposals,  a program  was 
agreed  upon,  reviewed  at  the  Annual  Conference  of  County 
Medical  Society  Representatives  the  following  day,  and 
presented  to  the  Council  on  September  28,  1978.  'Fhe 
Council  approved  these  recommendations  with  one  addi- 
tion. The  final  recommendations  of  your  committee  for 
our  1979  State  Legislative  Program,  as  approved  by  the 
Council,  are  set  forth  in  detail  immediately  after  our 
commentary  on  our  annual  legislative  conference. 
ANNUAL  LEGISLATIVE  CONFERENCE 
On  September  21,  1978,  the  Medical  Society  of  the  State 
of  New  York  conducted  its  Annual  Conference  of  County 
Medical  Society  Legislation  Representatives  at  the  Syra- 
cuse Hilton  Inn.  Approximately  100  people  attended  the 
conference  representing  35  county  medical  societies,  6 
specialty  societies,  and  the  Auxiliary.  Your  chairman 
presided  at  the  morning  session  which  was  devoted  to  State 
legislation  and  a discussion  of  our  program  for  1979.  The 
conferees  actively  participated  in  these  discussions  and 
there  was  general  agreement  on  the  program  as  recom- 
mended by  your  committee.  Following  consideration  of 
our  1979  program.  Senator  Tarky  J.  Lombardi,  -Ir., 
Chairman.  Senate  Health  Committee,  and  Assemblyman 
Vincent  F.  Nicolosi,  Chairman,  Assembly  Insurance 
Committee,  addressed  the  conference  and  answered 
questions  from  the  audience.  From  comments  expressed 
by  the  participants,  your  committee  feels  that  this  meeting 
was  an  outstanding  success. 

Based  upon  recommendations  from  your  committee  and 
upon  the  action  taken  by  the  Council,  the  following  is  the 
State  Legislation  Program  of  our  State  Medical  Society  for 
1979: 

1979  STATE  LEGISLATION  PROGRAM 
I.  Tort  System  Revisions  — Malpractice 

1.  Investment  Fund  — Pain  and  Suffering 
Damages  Over  $100,000  Plus  Special  Damages  - 
would  create  an  investment  fund  for  pain  and  suffer- 
ing damages  over  $100,000  for  the  benefit  of  the 
plaintiff  for  life.  At  death,  the  principal  would  be 
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returned  to  the  payor.  The  fund  also  would  include 
special  damages  for  loss  of  earnings,  medical  expenses, 
hospital  charges,  and  other  expenses  as  such  ex- 
penses accrue  or  are  incurred.  At  death,  special 
damages  would  cease  except  for  amounts  attribut- 
able to  loss  of  earnings  which  would  continue  until 
the  death  of  the  surviving  children,  or  until  they 
reach  the  age  of  21. 

2.  Investment  Fund  — Pain  and  Suffering 
Damages  (only)  Over,  $100,000  — would  place  a 
$100,000  limit  on  any  lump  sum  award  for  pain  and 
suffering  with  amounts  in  excess  of  $100,000  invested 
for  the  benefit  of  the  plaintiff.  Upon  the  death  of  the 
plaintiff,  the  principal  invested  would  revert  to  the 
insurance  carrier  which  paid  on  behalf  of  the  defen- 
dant. 

3.  Reduction  of  Awards  by  Collateral  Sources  of 
Payment  — would  require  the  court  to  reduce  a per- 
sonal injury  award  by  the  amount  of  any  collateral 
payments  made  to  a successful  plaintiff  pursuant  to 
certain  health  insurance  policies  which  such  plaintiff 
might  have. 

4.  Contingency  Legal  Fees  — McGill  Schedule 
- would  amend  the  Judiciary  Law  to  replace  the 

current  statutory  fee  schedules  with  the  McGill 
Commission  recommendat  ion,  as  follows:  40%  of  the 
first  $25,000  recovered;  25%  of  the  next  $75,000  re- 
covered; 15%  of  any  recovery  beyond  $100,000. 

5.  Patients  Indemnification  System  — would 
establish  an  administrative  system  for  determining 
liability  and  awarding  compensation  to  claimants 
injured  by  the  incompetent  treatment  of  a health  care 
provider. 

6.  Malpractice  Panel  Bond  — would  require  the 
plaintiff  to  post  a bond  for  costs  if  the  malpractice 
mediation  panel  finds  against  him  and  he  still  pro- 
ceeds to  trial. 

7.  Constitutional  Amendment  — All  Negligence 
Actions  — would  amend  the  State  Constitution  to 
provide  that  there  shall  be  no  limit  on  the  power  of  the 
Legislature  to  enact  laws  relating  to  compensation  for 
personal  injury  to  or  for  death  of  persons,  with  or 
without  trial  by  jury. 

II.  No-Fault  Law  Amendment 

8.  No-Fault  Insurance  Law  Amendment  — 
would  amend  the  No-Fault  Insurance  Law  to  elimi- 
nate the  Workers’  Compensation  Fee  Schedule  and 
substitute  a mechanism  providing  for  payment  of 
usual,  customary,  and  prevailing  fees. 

III.  Miscellaneous  Measures 

9.  Professional  Service  Corporation  Tax  Law 
Amendments  — would  amend  the  Tax  Law  to  permit 
contributions  paid  on  behalf  of  shareholders  of  Pro- 
fessional Corporations  to  pension  plans  to  be  accorded 
the  same  tax  treatment  as  is  afforded  to  shareholders 
of  other  business  corporations. 

10.  Physician’s  Assistants  — Limitation  in 
Hospital  Setting  — would  limit  the  number  of  phy- 
sician’s assistants  and  specialist’s  assistants  under 
the  supervision  of  a physician  to  two  per  physician, 
whether  in  or  out  of  the  hospital  setting. 

1 1 . Lien  Law  for  Physicians  — would  provide 
that  a physician  who  renders  treatment  to  injured 
persons,  except  under  Workers’  Compensation,  shall 
have  a lien  upon  all  claims  and  causes  of  action  for  the 
amount  of  his  reasonable  charges  up  to  date  of  pay- 
ment of  such  damages. 
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12.  Parallel  Coverage  — Emergency  Care  in 
Physician 's  Offices  — would  require  every  group  in- 
surance policy  which  provides  for  physicians’  services 
to  include  coverage  for  emergency  medical  services 
provided  in  physicians’  offices. 

13.  Immunity  — Life  Threatening  Emergencies 
— would  provide  immunity  for  all  health  care  per- 
sonnel, including  physicians,  who  respond  to  life 
threatening  emergencies  in  the  hospital  setting. 

14.  Require  Hospitals  to  Offer  Binding  Arbitra- 
tion Agreements  — would  require  all  hospitals  to  offer 
their  patients,  on  admission,  an  arbitration  agreement 
which  if  signed  by  the  patient,  would  place  any  claims 
or  disputes  arising  out  of  treatment  before  an  arbi- 
tration panel.  The  measure  would  also  prescribe  the 
form  and  language  to  be  used  in  the  agreement. 

15.  Medical  Society  Involvement  in  Physician 
Discipline  — would  authorize  county  medical  society 
grievance  committees  to  make  a determination  of 
professional  misconduct  and  impose  penalties  in- 
cluding censure,  suspension,  and  revocation  of  li- 
cense. 

16.  Expert  Witness  — would  define  explicitly  the 
term  “expert  witness”  and  would  specify  the  creden- 
tials needed  to  qualify.  This  bill  would  also  require 
advance  notice  to  the  defendant  of  any  expert  witness 
to  be  called  upon  by  the  plaintiff  and  disclosure  of  any 
written  opinion  of  the  witness. 

17.  Activation  of  State  Insurance  Fund  - 
Amendment  — would  change  the  criteria  for  activa- 
tion of  the  State  Insurance  Fund  to  prevent  such  ac- 
tion so  long  as  professional  liability  insurance  coverage 
is  available  through  a private  mutual  insurance  car- 
rier. 

18.  Uniform  Health  Claim  Form  — would  amend 
Chapter  545  of  the  Laws  of  1977  to  include  IX-C  car- 
riers in  the  requirements  of  the  utilization  of  a uniform 
health  claim  form. 

The  following  bill  was  added  to  the  program  by  the 

Council  at  its  meeting  on  September  28,  1978: 

19.  Medical  Malpractice  Panel  Judiciary  Law  — 
would  amend  the  Judiciary  Law  to  prevent  the  phy- 
sician panelist  of  a Medical  Malpractice  Panel  from 
being  cross-examined  as  a witness  at  the  trial  of  the 
malpractice  claim. 

Your  committee  requests  House  approval  of  the  1979 
legislative  program  as  set  forth  in  this  report. 

Your  chairman,  on  behalf  of  your  committee,  once  again 
expresses  thanks  to  all  who  paticipated  in  our  endeavors 
during  the  1978  session  of  the  New  York  State  Legisla- 
ture. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  CIarkv  M.D.,  Chairman. 

The  annual  and  supplementary  reports  of  the  Com- 
mittee on  State  Legislation  were  reviewed.  The  committee 
presented  a brief  description  of  the  lengthy  and  compre- 
hensive activit  ies  of  the  past  year.  The  State  Legislation 
program  for  our  State  Medical  Society  for  1979,  approved 
by  the  Council,  was  also  described.  This  included  the 
tort  system  revisions,  no-fault  amendments,  malpractice, 
and  miscellaneous  measures. 


The  reference  committee  wishes  to  thank  John  H < ar 
ter,  M.D.,  for  the  valuable  services  he  has  rendered. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Committee  on  State 
Legislation  be  filed 

. . . The  annual  and  supplementary  reports  of  the 

Committee  on  State  Legislation  were  FILL'D 

Your  reference  committee  noted  that  featured  within 
the  supplementary  report  of  the  Committee  on  State 
Legislation  was  a presentation  of  the  State  Medical  Soci 
ety's  State  Legislation  Program  for  1979  which  was  ap- 
proved by  the  Council  at  its  meeting  on  September  28, 
1978.  Your  reference  committee  recommends  approval 
of  this  proposed  legislative  program. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  ADOPT  this  portion  of  the 

reference  committee  report  . . . 


JUDICIAL  COUNCIL  (ANNUAL) 

To  the  House  o[  Delegates,  Ladies  and  Gentlemen 
The  members  of  the  Judicial  Council  are  as  follows: 


Walter  T.  Heldmann,  M.D,  Chairman  . . Richmond 

Joseph  J.  Kaufman,  M.D Wayne 

Joseph  G.  Zimring,  M.D Nassau 

Thomas  S.  Bumbalo,  M.D Erie 

George  L.  Collins,  Jr.,  M.D Erie 


Carl  Goldmark,  Jr.,  M D , President,  ex  officio 
New  York 

Bernard  J.  Fisani.  M.D.,  Secretary,  ex  officio 
New  York 

In  accordance  with  the  requirements  of  Article  VII, 
Section  3 of  the  Bylaws,  the  Judicial  Council  held  an  or- 
ganizational meeting  on  October  6,  1977,  immediately 
following  the  close  of  the  Annual  Meeting  of  the  House  of 
Delegates.  Walter  T Heldmann,  M D . was  elected 
chairman. 

On  October  20,  1977,  the  Judicial  Council  met  to  hear 
an  appeal  by  a physician  from  the  manner  in  which  changes 
in  a county  society's  bylaws  were  enacted.  The  physician 
claimed  irregularities  in  the  voting  on  certain  amendments 
to  the  county  society's  constitution  and  bylaws.  After  due 
deliberation  it  was  the  unanimous  opinion  of  those  mem- 
bers of  the  Judicial  Council  present  and  voting,  that  the 
amendments  to  the  constitution  and  bylaws  of  the  county 
medical  society  were  not  validly  adopted,  and,  therefore, 
were  not  in  effect. 

It  was  the  opinion  of  the  Judicial  Council  that  the  county 
medical  society  should  reschedule  presentation  of  the 
amendments  in  question  to  their  membership  at  a regularly 
scheduled  meeting  of  the  membership  conducted  in  ac- 
cordance with  the  constitution  and  bylaws  of  the  county 
medical  society  and  customary  parlimentary  procedure. 

The  county  medical  society  challenged  the  decision  of 
the  Judicial  Council  and  has  appealed  to  the  Judicial 
Council  of  the  American  Medical  Association.  A hearing 
before  the  AMA  Judicial  Council  is  scheduled  for  June  16. 
1978  Representatives  of  the  MSSNY  will  attend  the 
hearing  to  present  the  reasons  for  the  Judicial  Council's 
decision.  A supplementary  report  will  be  given  to  the 


House  of  Delegates  advising  the  decision  of  the  AMA  Ju- 
dicial Council. 

There  are  no  other  appeals  pending  before  the  Judicial 
Council  at  the  time  of  the  preparation  of  this  report. 

The  Judicial  Council,  through  its  chairman,  wishes  to 
thank  J Richard  Burns,  I D.,  for  his  legal  advice  and  ad 
ministrative  assistance  in  the  conduct  of  the  activities  of 
the  Judicial  Council.  A special  vote  of  thanks  to  Mrs.  Joan 
Grimm  for  her  most  efficient  activities  as  Recorder  and 
Secretary. 

Respectfully  submitted, 

Walter  T Heldmann,  M.D.,  Chairman 


JUDICIAL  COUNCIL  ( SUPPLEMENT  A H T) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

On  June  16,  1978,  the  chairman  of  the  Judicial  Council 
and  our  general  counsel.  J.  Richard  Burns,  J.D.,  appeared 
and  testified  before  the  American  Medical  Association’s 
Judicial  Council  at  a meeting  held  at  the  Chase-Park  Plaza 
Hotel  in  St.  Louis,  Missouri.  As  outlined  in  our  annual 
report  this  involved  an  appeal  by  a county  medical  society 
to  the  AMA  Judicial  Council  from  the  unanimous  decision 
of  the  Society's  Judicial  Council  that  the  manner  in  which 
certain  amendments  to  the  county  medical  society’s  con- 
stitution and  bylaws  were  adopted  was  improper  and, 
therefore,  not  validly  adopted. 

Henry  I Fineberg,  M.D.,  a member  of  the  AMA  Judicial 
Council  recused  himself  from  the  hearing  because  of  his 
position  as  executive  vice-president  of  the  Society,  and  did 
not  take  part  in  the  consideration  of  the  appeal. 

The  AMA  Judicial  Council  sustained  the  decision  of  our 
Judicial  Council  in  an  opinion  dated  August  16,  1978,  and 
stated  in  part  the  following: 

The  Judicial  Council  reviewed  the  written  statements 
submitted,  the  documentation  concerning  the  appeal 
that  was  accepted  into  the  record,  and  the  oral  argument 
presented  to  it  In  this  matter,  the  Judicial  Council’s 
appellate  jurisdiction  is  limited  to  questions  of  law  and 
procedure  and  does  not  extend  to  questions  of  fact, 
pursuant  to  the  Constitution  and  Bylaws  of  the  Ameri- 
can Medical  Association.  Upon  review  of  this  matter, 
the  Judicial  Council  finds  no  error  of  law  or  procedure 
by  the  Medical  Society  of  the  State  of  New  York  in 
volved  in  the  appeal ...  .” 

It  is  the  opinion  of  the  Judicial  Council  of  the  Amer- 
ican Medical  Association  that  the  October  28,  1977,  de- 
cision of  the  Judicial  Council  of  the  Medical  Society  of 
the  State  of  New  York  be  and  hereby  is  sustained. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

The  reports  prepared  by  Walter  T.  Heldmann,  M.D., 
Chairman,  were  reviewed. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Judicial  Council  be 
filed. 

. . . The  annual  and  supplementary  reports  of  the  Ju- 
dicial Council  were  FILED  . . . 
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PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board  are  as  follows: 


Harold  N.  Schwinger,  M.D.,  Chairman  Kings 

Herbert  Lourie,  M.D.,  Vice-Chairman  . . . .Onondaga 

Ronald  A.  Andree,  M.D New  York 

Robert  A.  Breault,  M.D.^ Schenectady 

Robert  E.  Fear,  M.D Suffolk 

William  G.  Hamilton,  M.D New  York 

Antonio  F.  LaSorte,  M.D Broome 

M.  Theodore  Tanenhaus,  M.D Kings 

Bernard  J.  Pisani,  M.D.,  ex  officio New  York 

Warren  A.  Lapp,  M.D.,  ex  officio  Kings 


Donald  J.  Fager,  J.D.,  Executive  Secretary,  ex  officio 

New  York 

J.  Richard  Burns,  J.D.,  General  Counsel,  ex  officio  . . 

Nassau 

The  Professional  Medical  Liability  Insurance  and  De- 
fense Board  is  charged,  among  its  other  responsibilities, 
with  the  careful  evaluation  of  the  loss  records  and  methods 
of  practice  of  the  physicians  and  surgeons  insured  by  the 
Society-sponsored  Medical  Liability  Mutual  Insurance 
Company.  Doctors  meet  once  a month  to  interview  phy- 
sicians and  review  their  loss  records  in  detail,  however,  the 
monthly  meeting  is  only  a small  part  of  the  ongoing  work 
of  Board  members.  In  order  to  carry  out  the  interviews 
properly  and  to  have  a thorough  review  of  the  doctors’  loss 
records,  individual  members  of  the  Board  are  asked  to 
study  voluminous  files  in  advance  of  the  meetings.  These 
procedures  permit  the  Board  members  to  make  recom- 
mendations with  respect  to  the  doctors’  coverage  in  the 
most  equitable  manner  possible. 

Since  the  advent  of  our  Company  in  1975,  one  of  the 
major  concerns  of  the  Board  has  been  its  inability  to  rec- 
ommend cancellation  or  nonrenewal  of  the  insurance 
coverage  of  a physician  when  indicated.  Although  the 
Board  was  able  for  many  years  to  make  such  recommen- 
dations to  carriers  for  the  State  Society  Program,  our  own 
Company  was  extremely  restricted  in  this  area.  The 
Board’s  feelings  were  well  summarized  by  Dr.  Patterson 
in  last  year’s  report  when  he  stated:  “The  Board  feels 
strongly  that  it  should  be  able  to  recommend  denial  of  an 
application  for  coverage  or  cancellation  of  coverage 
whenever  in  the  Board’s  opinion  a doctor’s  conduct,  atti- 
tude, method  of  practice,  or  loss  record  makes  him  a haz- 
ardous risk.  The  Company  shares  this  view  and  is  vigor- 
ously pursuing  this  goal.” 

I am  pleased  to  report  that  the  Company,  in  full  agree- 
ment with  the  Board’s  wishes,  has  activated  a rating 
mechanism  permitting  the  denial  or  cancellation  of  cov- 
erage of  a physician  who,  in  the  opinion  of  the  Board,  “.  . . 
exhibits  in  his  attitude,  conduct,  method  of  practice,  or  loss 
experience  such  a great  hazard  as  to  make  insuring  him  an 
unsound  business  practice  or  an  unfair  burden  to  the  other 
policyholders.”  On  the  basis  of  this  action,  the  Board  has 
been  advised  that  they  could  now  recommend  denial  of 
coverage,  cancellation,  or  nonrenewal  of  physicians  insured 
by  the  Company,  consistent  with  the  aforesaid  rating  rule, 
and  during  the  past  year  the  Board  has  made  recommen- 
dations that  the  policies  of  three  doctors  be  nonrenewed 
at  the  expiration  of  their  policies. 

The  Board  continues,  when  appropriate,  to  recommend 
to  the  Company  that  certain  physicians  pay  a surcharge  in 


addition  to  the  normal  premium  for  their  specialty  and 
locality.  These  surcharges  vary  widely  — from  10%  to 
400%.  In  addition,  the  Board  must  review  each  year  all 
physicians  and  surgeons  currently  insured  on  a rated-up 
basis  to  decide  whether  their  surcharges  should  be  in- 
creased, decreased,  maintained  at  the  same  level,  or  elim- 
inated. 1 wish  to  stress  that  the  Board’s  option  to  recom- 
mend a surcharge  is  not  taken  lightly  and  is  not  motivated 
by  the  fact  that  a doctor  has  been  sued,  or  even  that  losses 
have  been  paid  in  his  behalf,  but  rather  that  his  methods 
of  practice  or  loss  record  taken  as  a whole  make  insuring 
him  hazardous.  We  cannot  help  but  reflect  on  the  equity 
of  an  approach  which  permits  a doctor  to  be  evaluated  by 
his  peers  before  surcharge,  rather  than,  as  in  some  pro- 
grams, being  subjected  to  a schedule  surcharge  based 
strictly  on  the  number  of  claims  brought  against  him  and 
the  amount  of  money  either  paid  or  held  in  reserve  on  those 
cases. 

More  meaningful  than  the  ability  to  surcharge  is  the 
Board's  option  to  recommend  restriction  of  coverage  when 
there  is  clear  evidence  that  a physician  is  practicing  in  areas 
beyond  his  competence.  The  Board  often  makes  recom- 
mendations to  the  Company  that  a doctor  be  granted  in- 
surance coverage  or  that  his  coverage  be  permitted  to 
continue,  only  in  the  event  that  his  coverage  is  restricted 
to  certain  areas  of  activity.  Further,  the  Board  frequently 
makes  suggestions  to  physicians  in  the  hope  that  they  will 
improve  their  methods  of  practice  and  also  make  them  less 
hazardous  risks.  Among  recommendations  made  by  the 
Board  which  have  applicability  for  all  physicians  are  the 
following: 

1.  Better  record  keeping  in  both  the  office  and  hospital 
setting. 

2.  Limitation  of  surgical  activity  to  permit  adequate 
time  for  the  preoperative  and  postoperative  man- 
agement of  the  patient. 

3.  Refer  complicated  cases  to  doctors  specially  quali- 
fied to  handle  them. 

4.  Be  extremely  careful  in  the  selection  and  evaluation 
of  patients  for  elective  surgery,  particularly  in  cos- 
metic cases. 

5.  Be  sure  to  adequately  communicate  certain  recog- 
nizable risks  and  complications  of  treatment  to  the 
patient. 

6.  Sign  t he  chart  of  a pat  ient  when,  and  only  when,  you 
have  seen  the  patient  or  have  otherwise  personally 
been  involved  in  the  patient’s  care. 

7.  Make  arrangements  to  participate  in  a sound  pro- 
gram of  continuing  medical  education. 

The  Board  is  indeed  fortunate  to  have  the  invaluable 
assistance  of  its  Specialty  Subcommittees  on  Obstetrics  and 
Gynecology,  Orthopedic  Surgery,  Neurosurgery,  and  An- 
esthesiology. These  committees  are  able  to  provide  par- 
ticular insight  in  the  review  of  the  loss  experience  and 
methods  of  practice  of  their  fellow  specialists.  In  addition, 
they  assist  the  Company  in  the  review  of  claim  files  and 
make  recommendations  to  the  Board  with  respect  to 
classification  problems  in  their  fields  and  undertake  special 
investigations  and  studies  for  the  benefit  of  the  program 
as  a whole.  Last  year  the  Anesthesia  Subcommittee  rec- 
ommended new  guidelines  for  the  supervision  of  nurse- 
anesthetists  (employed  by  insured  physicians)  before  they 
could  be  insured  by  the  Company.  There  has  been  general 
agreement,  even  among  the  physicians  who  found  it  diffi- 
cult, in  the  first  instance,  to  conform  to  the  guidelines,  that 
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the  supers  isory  requirements  certainly  reduce  the  Com- 
pany risk  and,  more  importantly,  are  in  the  best  interests 
of  the  patient. 

The  Neurosurgical  Subcommittee  has  undertaken  a 
project  to  develop  a standard  emergency  room  form  for 
neurosurgical  cases.  It  is  hoped  that  these  lorms  can  set 
forth  important  medical  details  that  will  not  only  assist  in 
the  proper  care  of  the  patient  but  also  help  in  the  successful 
defense  of  a case,  should  one  arise. 

Many  of  the  members  of  the  specialty  subcommittees 
are  also  taking  active  roles  in  the  patient-safety  program 
of  the  Company. 

The  Countersuit  Subcommittee  which  was  formed  at  the 
recommendation  of  the  Board  is  continuing  with  its  ac 
tivities  and  will  he  the  subject  of  a special  report  by  its 
chairman,  L)r.  Milton  Rosenberg. 

We  are  pleased  that  the  Company  has  encouraged  the 
County  Advisory  Committees,  long  an  integral  part  of  the 
State  Society  Program,  to  resume  their  active  participation 
in  the  vital  areas  of  claim  review,  underwriting,  and  pa- 
tient-safety. 

The  Board  continues  to  spend  considerable  time  re 
viewing  complaints  from  doctors  concerning  the  handling 
of  their  cases  by  former  carriers  for  the  State  Society 
Programs.  Many  of  these  complaints  have  concerned  legal 
representation  and  both  the  Board  and  Mr.  Pager’s  ottice 
have  undertaken  in  those  instances  to  contact  the  carriers 
and  advise  them  in  the  strongest  possible  terms  of  the 
Board’s  concern.  In  other  instances,  the  doctors  have  been 
pressured  tosettle  cases  which  they  felt  were  without  merit. 
The  Board  and  some  of  the  specialty  subcommittees  have 
reviewed  the  cases  to  give  the  doctors  the  benefit  of  their 
advice.  We  are  extremely  gratified  that  we  have  been  able 
to  provide  this  service  since  many  of  the  doctors  in  question 
said  they  had  no  other  recourse  for  help  with  their  prob- 
lems. 

Proper  classification  of  physicians  and  surgeons  insured 
by  the  Company  has  occupied  a considerable  amount  of  the 
Board’s  time  during  the  past  year.  Some  of  the  Board 
decisions  in  those  areas  are  set  forth  herein: 

a.  The  use  of  a Frigitronic  Cryosurgical  Unit  w hich 
enables  one  to  perform  minor  dermatological  pro; 
cedures  should  be  in  Premium  Class  4 General 
Practice  and  Minor  Surgery. 

b.  Physicians  with  an  SJ  rating  must  be  replaced  in 
Premium  Class  5 Internal  Medicine,  a reaffir 
mation  of  a position  previously  taken. 

c.  Submucous  resections  are  a major  surgical  procedure 
and  require  Premium  Class  2 Otolaryngology. 

d.  Osteopathic  manipulation  should  be  assigned  Pre- 
mium Class  4 General  Practice  and  Minor  Sur- 
gery. 

e.  Abortions,  done  by  section  curettage  through  the 
12th  week  of  pregnancy  ma>  he  in  Premium  Class 
2;  all  other  abortions  require  Premium  Class  1. 

Another  item  considered  by  the  Board  was  the  question 
ot  the  correct  premium  charge  for  physicians’  assistants. 
\\  hile  the  Board  was  concerned  about  this  issue,  it  did  not 
feel  there  was  sufficient  actuarial  data  presently  available 
to  warrant  a change  at  this  time  but  recommend  to  the 
Company  that  it  carefully  monitor  data  in  this  area  so  that 
the  question  can  be  reconsidered  as  soon  as  adequate  ex- 
perience is  available. 

I wi*h  to  express  my  deep  appreciation  to  all  the  mem 
her>  of  the  Board,  the  specialty  subcommittees,  and  the 


county  malpractice  advisory  committees  for  the  consid- 
erable sacrifice  they  have  made  in  terms  of  time  and  effort 
to  insure  the  success  of  our  program. 

Respectfully  submitted, 

Harold  N Schwinger,  M.D.,  Chairman 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters  The  following  report  was  pre- 
sented by  William  P Clark,  M.D.,  Chairman 

This  active  committee,  in  its  monthly  meetings,  inter- 
viewed physicians  and  reviewed  their  loss  records.  In  this 
way  t he  rating  of  individual  physicians,  as  well  as  specialty 
groups,  could  be  realistically  rated.  This  group  also  fre- 
quently consulted  with  the  various  subspecialty  groups  in 
their  important  work. 

The  reference  committee  wishes  to  thank  Harold  N. 
Schwinger.  M l).,  Chairman,  and  the  committee  for  their 
diligent  work. 

An  important  change  in  policy  is  the  committee’s  au- 
thority to  recommend  the  denial  or  cancellation  of  coverage 
of  a physician  who  in  the  opinion  ol  the  Board,  “. . . exhibits 
in  his  attitude,  conduct,  method  of  practice,  or  loss  expe- 
rience such  a great  hazard  as  to  make  insuring  him  an  un- 
sound business  practice  or  an  unfair  burden  to  the  other 
policyholders.”  During  the  past  year  the  Board  has  rec- 
ommended that  the  policies  of  three  doctors  not  be  re- 
newed. 

Your  reference  committee  recommends  that  the  report 
of  the  Professional  Medical  Liability  Insurance  and  De- 
fense Board  be  filed. 

. . . The  report  of  1‘rofessional  Medical  Liability  In- 
surance and  Defense  Hoard  teas  FILED 


COUNTERSUITS  SUBCOMMITTEE  OF  THE 
PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 
{ANNUAL) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Countersuits  Subcommittee  of  the 
Professional  Medical  Liability  Insurance  and  Defense 
Board  are  as  follows: 

Milton  Rosenberg,  M.D.,  Chairman  Suffolk 

Ronald  A Andree,  M.D New  York 

Allison  B.  Landolt,  M.D Westchester 

Herbert  Lourie,  M.D Onondaga 

Harold  N.  Schwinger.  M.D Kings 

M.  Theodore  Tanenhaus,  M.D Kings 

Irving  Thorne,  M.D New  York 

Ralph  Hirschhorn,  M.D Nassau 

J.  Richard  Burns,  J.D Legal  Advisor 

Donald  -J.  Fager,  J.D Legal  Advisor 

At  the  date  of  the  preparation  of  this  report,  the  Coun- 
tersuits Subcommittee  of  the  Professional  Medical  Lia- 
bility Insurance  and  Defense  Board  has  received  thirty  (30) 
completed  questionnaires  from  physicians  contemplating 
the  institution  of  a countersuit,  and  seeking  financial  as- 
sistance from  the  Medical  Society  of  the  State  of  New 
York. 

The  questionnaire,  legal  papers,  and  medical  records 
pertaining  to  the  original  malpractice  actions  are  carefully 
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reviewed  by  the  committee's  legal  advisors  and  the  com- 
mittee, as  a whole.  Each  case  is  evaluated  as  to  its  possible 
potential  as  a successful  countersuit  and  the  physicians 
seeking  aid  are  notified  of  the  decision  of  the  committee. 

The  committee,  to  date,  has  approved  two  cases  as 
qualifying  for  financial  assistance.  One  of  the  applications 
approved  was  from  a New  York  City  neurosurgeon  ap- 
pealing the  dismissal  of  his  countersuit.  After  a thorough 
analysis  of  both  the  medical  and  legal  facts  presented,  the 
committee  unanimously  agreed  that  in  its  opinion  there 
was  not  malpractice  on  the  part  of  the  physician,  and  that 
the  countersuit  had  merit.  It  was  the  opinion  of  the 
committee  that  if  the  opinion  dismissing  the  case  was  not 
reversed  on  appeal,  it  would  seriously  impair  the  coun- 
tersuits program  by  providing  legal  precedent  unfavorable 
for  countersuits.  It  was,  therefore,  unanimously  decided 
to  support  the  appeal  of  the  dismissal  of  the  countersuit 
and  that  the  Medical  Society  of  the  State  of  New  York 
would  give  aid  in  the  cost  of  printing  the  appeal  briefs  and 
other  out-of-pocket  expenses  in  the  processing  of  the  ap- 
peal, up  to  the  maximum  as  provided  in  our  Guidelines;  i.e., 
$4,000.  A total  of  $2,905.09  was  expended  for  that  purpose. 
In  April  of  1978,  this  committee  was  notified  that  the  Ap- 
pellate Division,  Second  Department,  affirmed  the  order 
of  dismissal  of  the  countersuit.  This  committee  has  been 
notified  that  the  attorneys  representing  the  neurosurgeon 
have  moved  for  leave  to  appeal  to  the  Court  of  Appeals. 
There  is  no  appeal  as  a matter  of  right,  however.  The 
committee  feels  that  countersuits  remain  a viable  weapon 
to  physicians,  but,  the  decision  may  limit  countersuits  to 
situations  where  the  doctor  has  no  contact  whatsoever  with 
the  underlying  malpractice  claim. 

The  committee  also  voted  to  support  the  case  of  an 
Upstate  urologist  who  was  sued,  apparent  ly  just  to  get  his 
testimony,  even  though  he  was  not  involved  in  the  alleged 
malpractice.  Oral  arguments  on  a motion  to  dismiss  the 
countersuit  have  been  presented,  but  the  decision  on  the 
motion  is  still  pending.  The  plaintiff s attorneys  in  the 
countersuit  have  made  a motion  for  discovery  and  in- 
spection of  the  records  of  the  underlying  malpractice  ac- 
tion. This  motion  has  also  been  presented  for  oral  argu- 
ment and  the  decision  may  be  rendered  at  the  same  time 
as  the  pending  motion  to  dismiss.  To  this  date,  no  funds 
of  the  Medical  Society  of  the  State  of  New  York  have  been 
expended  in  connection  with  this  case. 

This  committee,  through  its  legal  advisors,  and  as  a 
committee  as  a whole,  has  studied  a recent  decision  of  the 
Appellate  Division,  Third  Department,  which  reversed  a 
dismissal  of  a physician’s  countersuit.  Though  this  case 
did  not  involve  the  Medical  Society,  the  decision  may  have 
profound  effects  in  the  area  of  physician  countersuits. 
What  is  interesting  to  note  was  that  the  complaint  did  not 
have  to  be  justified  under  traditional  theories  of  tort;  i.e., 
malicious  prosecution,  abuse  of  process,  negligence,  etc. 
Under  malicious  prosecution,  in  addition  to  alleging  ma- 
licious intent,  a complaint  must  allege  interference  with 
the  plaintiff s person  or  property,  and  that  the  prior  mal- 
practice action  against  the  plaintiff  was  terminated  in  his 
favor.  In  this  decision  the  failure  to  allege  the  two  addi- 
tional elements  of  proof  was  not  fatally  defective  because 
the  complaint  was  sustained  under  the  theory  of  “prima 
facie  tort  ’ rather  than  malicious  prosecution,  l’rima  facie 
tort  has  been  defined  as  the  intentional  infliction  of  harm, 
resulting  in  damage,  without  excuse  or  justification,  and 
which  acts  do  not  fall  within  the  categories  of  traditional 
tort  While  the  committee  is  encouraged  by  the  decision 


of  the  Appellate  Division,  Third  Department,  the  com- 
mittee will  continue  to  explore  and  expand  upon  legal 
theories  which  may  sustain  physician  countersuits  against 
nonmeritorious  malpractice  claims. 

In  the  remaining  cases:  seventeen  (17)  cases  are  clas- 
sified as  open,  pending  receipt  of  additional  information 
from  the  physician’s  attorneys  in  the  original  malpractice 
action;  five  (5)  cases  were  classified  as  inactive  because  the 
malpractice  cases  have  not  been  finally  adjudicated;  and 
six  (6)  cases  were  classified  as  closed  because  the  counter- 
suit  was  withdrawn  or  the  committee  voted  against  fi- 
nancial support. 

The  chairman  wishes  to  express  his  appreciation  to  the 
members  of  the  committee  for  their  cooperation;  my  deep 
appreciation  to  J.  Richard  Burns,  J.D.,  General  Counsel, 
for  his  assistance  and  guidance  in  dealing  with  many 
complicated  matters,  and  my  sincere  appreciation  to  Mrs. 
Joan  Grimm  for  her  wonderful  secretarial  assistance. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 


COUNTERSUITS  SUBCOMMITTEE  OF  THE 
PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 
( SUPPLEMENTARY) 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Since  the  writing  of  the  annual  report,  the  subcommittee 
held  a meeting  in  June  for  the  purpose  of  reviewing  two 
completed  questionnaires  received  from  physicians  con- 
templating the  institution  of  a countersuit.  The  sub- 
committee also  reviewed  recent  appellate  court  decisions 
that  will  have  major  ramifications  on  physician  counter- 
suits. 

One  of  the  questionnaires  was  from  a New  York  City 
obstetrician -gynecologist  requesting  support  from  the 
Society  in  his  contemplated  countersuit.  The  physician 
was  present  to  give  oral  testimony  of  the  surgical  proce- 
dures performed  on  the  patient  who  sued  him  for  mal- 
practice. According  to  his  testimony,  the  patient  was  al- 
ready in  critical  condition,  after  having  undergone  several 
earlier  operations  by  other  surgeons,  when  he  was  ap- 
proached to  perform  life-saving  treatment  for  the  patient. 
Upon  a review  of  the  facts,  the  committee  agreed  that  not 
only  was  there  no  malpractice,  but  the  physician  saved  the 
patient's  life.  It  was,  therefore,  unanimously  decided  that 
the  Society  should  support  the  proposed  countersuit  up  to 
the  maximum  amount  as  stated  in  our  Guidelines;  i.e., 
$4,000. 

Another  questionnaire  was  from  a physician  whose 
malpractice  suit  was  dismissed  on  the  grounds  that  the 
action  alleged  was  barred  bv  the  statute  of  limitations. 
Because  the  dismissal  of  the  malpractice  suit  against  the 
physician  was  not  on  the  merits,  the  committee  voted  not 
to  support  the  contemplated  countersuit. 

The  committee,  through  its  legal  advisors,  and  as  a 
committee  as  a whole,  has  continued  to  study  the  recent 
decision  of  the  Appellate  Division,  Third  Department, 
which  reversed  a dismissal  of  a physician’s  countersuit. 
The  case  involved  a malpractice  action  against  a physician 
who  never  treated  t he  patient  during  the  patient’s  illness. 
The  countersuit  of  t he  physician  alleged  “malicious  pros- 
ecution,” “abuse  of  process,”  and  “prima  facie  tort.”  The 
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decision  of  the  Third  Department  held  that  while  the  cause 
of  action  for  “malicious  prosecution,”  and  “abuse  of  pro- 
cess” could  not  stand,  the  cause  of  action  for  “prima  facie 
tort"  should  not  have  been  dismissed.  Prima  facie  tort  is 
defined  as  the  intentional  infliction  of  harm,  resulting  in 
damage,  wit  hout  excuse  or  justification,  and  which  does  not 
fall  within  the  categories  of  traditional  tort. 

Currently,  the  defendant  in  the  countersuit  has  appealed 
to  the  Court  of  Appeals  of  the  State  of  New  York  for  re- 
versal of  the  decision  of  the  Third  Department.  The 
Medical  Society  of  the  State  of  New  York  moved  for  leave 
to  appear  as  amicus  curiae.  This  mot  ion  was  opposed  by 
the  attorneys  for  the  defendant,  but,  the  Court  of  Appeals 
has  granted  the  State  Society’s  motion.  The  purpose  ot 
the  amicus  brief  is  to  argue  in  support  of  the  legal  suffi- 
ciency of  the  physician’s  claim,  and,  to  represent  the 
medical  profession  in  arguing  for  the  need  for  courts  to 
expand  traditional  theories  of  tort  (i.e.,  a private  or  civil 
wrong  or  injury),  so  that  physicians  will  he  able  to  seek  legal 
remedies  where  they  have  been  made  to  suffer  from  non- 
meritorious  and  vexatious  malpractice  claims. 

In  the  case  of  the  New  York  City  neurosurgeon  who  ap- 
pealed the  dismissal  of  his  countersuit,  the  Appellate  Di- 
vision, Second  Department,  affirmed  the  order  of  dismissal. 
The  attorneys  for  the  neurosurgeon  moved  for  leave  to 
appeal  to  the  Court  of  Appeals,  but  the  motion  was  de- 
nied. 

In  another  appellate  court  decision,  the  Appellate  Di- 
vision, First  Department,  reversed  a lower  court  decision 
that  had  allowed  a countersuit  based  on  “prima  facie  tort" 
to  stand.  According  to  this  decision,  it  will  take  a case  with 
unique  circumstances  to  avoid  a dismissal  in  the  First 
Department.  The  attorneys  for  the  physician  have  ap- 
pealed to  the  Court  of  Appeals. 

In  the  case  of  an  Upstate  urologist,  whom  we  voted  to 
support,  a recent  decision  of  the  Supreme  Court  of  the 
Sixth  Judicial  District  granted  the  motion  for  the  dismissal 
of  the  countersuit.  Because  of  the  recent  adverse  appellate 
court  cases,  the  attorneys  for  the  physician  are  currently 
deciding  whether  an  appeal  will  be  made. 

The  subcommittee,  through  legal  counsel,  and  as  a 
committee  as  a whole,  has  studied  physician  countersuits 
in  other  states  for  their  possible  application  in  New  York. 
A lower  court  case  in  Illinois,  Berlin  v.  Shapiro,  was  hailed' 
as  a landmark  for  physician  countersuits  because  it  allowed 
a jury  to  find  the  plaintiffs  and  their  attorneys  in  the 
original  malpractice  action  guilty  of  “willful  and  wanton” 
conduct  for  filing  a malpractice  complaint  without  rea- 
sonable cause  to  believe  that  a cause  of  action  existed. 
What  we  felt  was  significant  about  this  case  is  that  the 
court  did  not  require  the  jury  to  find  the  defendants  guilty 
of  malicious  prosecution  in  order  to  award  the  verdict  to 
the  physician. 

The  subcommittee  has  learned  that  the  judgment  of  the 
trial  court  has  just  been  reversed  by  an  Illinois  appellate 
court.  The  appellate  court  remanded  the  case  to  the  trial 
court  to  enter  an  order  dismissing  the  countersuit.  Ac- 
cording to  the  decision  of  the  appellate  court,  the  coun- 
tersuit was  dismissed  because  the  physician  failed  to  plead 
and  prove  all  of  the  requisite  elements  of  malicious  pros- 
ecution. i.e.,  lack  of  probable  cause,  malice,  special  dam- 
ages, and  the  termination  of  original  action  in  his  favor.  It 
is  our  understanding  that  Dr.  Berlin  plans  to  appeal  to  the 
highest  State  Court  in  Illinois,  the  equivalent  of  our  Court 
of  Appeals. 


Despite  the  recent  setbacks  in  countersuits  initiated  by 
physicians,  this  subcommittee  will  continue  to  monitor 
decisions  relating  to  countersuits  both  nationally  and 
Statewide.  Kvery  physician,  however,  should  be  aware  of 
the  legal  obstacles  and  expenses  that  will  be  encountered 
in  instituting  a countersuit.  Many  physicians  who  corn- 
template  instituting  countersuits  have  misconceptions  of 
the  grounds  for  countersuing.  Some  physicians  applying 
for  Society  support  mistakenly  believe  that  they  can 
countersue  as  soon  as  they  are  accused  of  malpractice. 
Because  of  these  misconceptions,  the  chief  legal  theories 
for  countersuing  are  briefly  described  below. 

Malicious  prosecution  is  the  most  common  ground 
for  bringing  a countersuit.  This  can  be  directed  at  the 
plaintiff,  his  attorney,  or  both,  for  bringing  a malpractice 
action  against  a doctor  without  probable  cause  and  with 
malicious  intent.  The  elements  required  to  maintain 
a countersuit  based  on  malicious  prosecution  are  in 
general,  as  follows: 

1.  the  commencement  and  prosecution  of  an  ac- 
tion, 

2.  by  or  at  the  instance  of  the  defendant, 

3.  which  was  without  probable  cause, 

4.  with  malice, 

5.  which  was  terminated  in  favor  of  the  plaintiff 
in  the  malicious  prosecution  action,  and 

6.  which  made  him  suffer  injury. 

In  New  York  courts  have  held  that  in  addition  to  the 
need  to  show  that  the  action  was  brought  without 
probable  cause  and  with  malice,  the  plaintiff  in  the 
malicious  prosecution  action  must  show  that  the  original 
proceeding  has  caused  some  interference  with  his  person 
or  property.  Under  case  law,  the  usual  expense  of  liti- 
gation, annoyance,  and  inconvenience  are  insufficient 
to  form  a claim  for  malicious  prosecution.  As  a result, 
countersuits  based  on  malicious  prosecution  that  fail  to 
allege  such  damages  have  been  dismissed. 

Abuse  of  Process  is  not  the  wrongful  bringing  of  an 
action  or  prosecution,  but  is  an  action  for  the  perversion 
of  legally  issued  process.  The  plaintiff  suing  under 
abuse  of  process  must  show  that  the  plaintiff  in  the 
original  action  has  a bad  or  ulterior  motive  in  seeking  to 
use  the  judicial  process  improperly.  Although  “abuse 
of  process”  does  not  require  the  termination  of  the 
original  action,  it  is  an  extremely  difficult  claim  to  prove. 
To  date,  no  physician  countersuit  has  succeeded  under 
this  theory. 

Negligence.  Some  physicians  feel  the  plaintiff s at- 
torney in  the  malpractice  action  should  be  liable  to  the 
defendant  in  that  action  for  negligently  bringing  the 
claim.  It  is  firmly  held,  however,  by  the  courts,  that  the 
attorney’s  duty  is  to  his  client,  and  the  attorney  cannot 
be  liable  to  third  parties  for  negligence. 

Prima  facie  tort.  As  mentioned,  the  Appellate  Di- 
vision, Third  Department,  has  sustained  a claim  against 
a motion  for  dismissal  on  this  theory.  In  that  case, 
however,  the  circumstances  were  unique  because  the 
physician  never  treated  the  patient  who  sued  for  mal- 
practice. With  this  decision  being  appealed  to  the  Court 
of  Appeals,  the  applicability  of  this  tort  theory  remains 
an  open  question. 

The  subcommittee  feels  that  because  the  traditional 
theories  of  tort  make  it  extremely  difficult  for  a physician 
to  prevail  in  a countersuit,  efforts  will  be  made  through 
amicus  briefs  to  argue  for  an  expansion  of  tort  theories  to 
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permit  physicians  just  access  to  the  courts.  This  sub- 
committee will  continue  to  review  alternatives  available 
to  physicians  in  the  countersuit  area. 

Respectfully  submitted, 

Milton  Rosenberg,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

This  subcommittee  was^ instituted  to  aid  the  members 
of  our  Society  involved  in  liability  countersuits  Ap- 
proximately 35  cases  were  reviewed  and  test,  cases  are  now 
in  progress.  Until  the  results  of  these  test  cases  are  de- 
termined, the  extent  of  future  help  is  being  held  in 
abeyance.  The  subcommittee  points  out  that  the  legal 
grounds  for  the  institution  of  successful  countersuits  in  the 
State  of  New  York  are  extremely  difficult  to  fulfill. 

The  reference  committee  wishes  to  thank  Milton 
Rosenberg,  M.D.,  Chairman,  and  his  committee  for  their 
work  in  this  important  field. 

Your  reference  committee  recommends  that  the  annual 
and  supplementary  reports  of  the  Countersuits  Subcom- 
mittee of  t he  Professional  Medical  Liability  Insurance  and 
Defense  Board  be  filed. 

. . . The  annual  and  supplementary  reports  of  the 

Countersuits  Subcommittee  of  the  Professional  Medical 

Liability  Insurance  and  Defense  Board  were  FILED 


NEW  YORK  STATE  ASSOCIATION  OF  THE 
PROFESSIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 

The  New  York  State  Association  of  the  Professions 
(NYSAP)  consists  of  8 organizations.  These  are:  New 
York  State  Association  of  Architects;  New  York  State 
Society  of  Certified  Public  Accountants;  Dental  Society 
of  the  State  of  New  York;  Medical  Society  of  the  State  of 
New  York;  New  York  State  Council  of  Landscape  Archi 
tects;  New  York  State  Society  of  Professional  Engineers; 
New  York  State  Veterinary  Medical  Society;  and  Phar- 
maceutical Society  of  the  State  of  New  York. 

The  principal  function  of  NYSAP  is  to  promote  legis- 
lation favorable  to  professionals  licensed  to  practice  in  New 
York  State,  and  their  constituents,  and  to  oppose  harmful 
legislation.  This  goal  includes  regulations,  essentially 
those  of  the  State  Education  Department  and  the  Board 
of  Regents. 

The  Medical  Society  of  the  State  of  New  York  was  one 
of  the  founding  organizations  many  years  ago  and  was 
largely  responsible  for  its  creation.  President  Car!  Gold- 
mark,  -Jr.,  M.D.,  and  Executive  Vice-President  Henry  I. 
Fineberg,  M.I).,  were  among  the  founding  fathers.  Since 
that  time  MSSNY  has  been  a staunch  supporter  of  the 
organization,  not  only  through  active  participation  in  its 
affairs  but  through  financial  contributions. 

The  State  Medical  Society  has  three  representatives  on 
NYSAP’s  Board  of  Directors.  They  are  Carl  Goldmark, 
Jr.,  M.D.,  MSSNY  President,  Henry  I Fineberg,  M.I) 
MSSNY  Executive  Vice-President,  and  Martin  -J.  Tracey, 
J.D.,  MSSNY  Director,  Division  of  Governmental  At 
fairs. 

Since  the  primary  goal  of  NYSAP  is  legislation,  Mr 
Tracey,  as  director  of  legislative  affairs,  has  played  an 


important  role  in  its  deliberations  and  actions.  He  not 
only  advises  the  organization  concerning  the  State  Medical 
Society’s  views  regarding  health  legislation  in  general,  but 
strongly  advocates  and  works  for  endorsement  of 
MSSNY’s  annual  State  legislation  program  He  has  been 
successful  over  the  years  in  obtaining  such  endorsement 
and  in  gaining  support  of  NYSAP  in  opposing  bad  health 
measures. 

A major  advantage  in  belonging  to  NYSAP  is  that  it 
provides  a potent  vehicle  for  expressing  views  of  licensed 
professionals  in  a united  front  fashion  A recent  example 
of  this  kind  of  activity  was  the  proposed  Regents  Rule 
prohibiting  officers  of  professional  organizations  from 
serving  on  a State  disciplinary  board  When  this  matter 
was  called  to  the  attention  of  NYSAP,  action  was  taken  to 
protest  its  finalization,  on  behalf  of  all  constituent  mem 
bers  of  NYSAP. 

Each  year  NYSAP  holds  a meeting  in  which  its  con- 
stituent member  organizations  can  meet  with  State  Leg- 
islators. In  1978,  NYSAP  switched  from  the  usual  cocktail 
reception  to  a breakfast  conference.  This  innovation  was 
much  more  successful  than  the  poorly  attended  cocktail 
parties  of  recent  years.  Many  of  the  key  members  of  the 
Senate  and  Assembly  participated,  including  leaders  in 
both  houses  besides  representatives  of  the  8 professional 
constituent  organizations.  MSSNY  President,  Carl 
Goldmark,  -Jr.,  M.D.,  spoke  on  behalf  of  MSSNY  and  Mr. 
Tracey  also  participated  as  a member  of  the  committee 
responsible  for  the  breakfast  conference  Both  the  legis- 
lators and  NYSAP  hailed  the  meeting  as  extremely  suc- 
cessful and  plans  already  have  been  made  for  a similar 
meeting  in  1979. 

A “fringe  benefit”  of  membership  in  NYSAP  is  a bene- 
ficial relation  with  individual  constituent  organizations. 
Following  announcement  of  the  proposed  previously 
mentioned  Regents  regulation  banning  organization  offi- 
cers from  a disciplinary  board,  the  CPA  group  invited  and 
requested  MSSNY’s  participation  in  the  CPA’s  individual 
protest  against  the  proposed  Regents  regulation.  The 
State  Medical  Society  is  currently  considering  joining  the 
CPA  group  in  protesting  this  undesirable  rule,  in  an  action 
which  may  involve  legal  procedures. 

In  order  to  find  a better  mechanism  for  carrying  out  the 
purposes  and  administrative  functions  of  the  organization, 
NYSAP  has  appointed  an  Ad  Hoc  Committee  on  Reor- 
ganization and  Funding.  Mr.  Tracey  also  serves  on  this 
committee,  which  hopes  to  present  a constructive  report 
to  the  organization  in  the  near  future. 

The  State  Medical  Society’s  members  of  NYSAP  Board 
of  Directors  have  actively  worked  with  NYSAP  for  many 
years.  All  feel  that  NYSAP  has  an  extremely  important 
function  to  perform  in  presenting  the  views  of  the  licensed 
professions  in  New  York  State  to  the  State  legislators  in 
Albany  on  a united  front  basis.  In  order  to  strengthen  the 
financial  position  of  NYSAP,  as  it  is  presently  operated, 
more  individual  members  are  needed.  State  Medical  So- 
ciety’s representatives,  therefore,  recommend  that  a notice 
briefly  explaining  NYSAP  and  urging  MSSNY  members 
to  become  members  of  NYSAP  be  published  in  appropriate 
MSSNY  publications,  such  as  News  of  New  York  and  The 
New  York  State  Journal  of  Medicine.  Current  dues  are 
$15  per  year. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M R. 

Henry  I.  Fineberg,  M.D. 

Martin  J.  Tracey,  J.D. 
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Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Renal  Matters  The  following  report  was  pre 
seated  by  William  P.  (’lark.  M I)..  Chairman 

Your  reference  committee  has  reviewed  the  annual  re 
port  of  the  New  York  State  Association  of  the  Professions 
(NYSAP).  Your  committee  agrees  that  NYSAP  has  an 
extremely  important  function  to  perform  in  presenting  in 
a united  fashion  the  views  of  the  licensed  professions  in 
New  York  State  in  regard  to  problems  ot  mutual  concern 
to  the  State  legislators  in  Albany. 

Your  reference  committee  recommends  that  the  report 
of  the  New  York  State  Association  of  the  Professions  be 
filed. 

. . The  report  of  the  New  York  State  Association  of  the 
Professions  was  FILED 


AD  HOC  COMMITTEE  TO  REVIEW  LEGAL 
U '77  CITIES 

To  the  House  of  Delegates,  Ladies  and  ( lent lemen 
The  members  of  the  Ad  Hoc  Committee  to  Review  Legal 


Activities  are  as  follows: 

(ieorge  T (\  Way,  M D.,  ( 'hairmun  Dutchess 

(i.  Rehmi  Denton,  M l) Albany 

Ralph  S.  Emerson,  M l) Nassau 

Walter  Scott  Walls,  M.D Erie 


The  members  of  our  Society,  and  indeed  physicians  all 
across  the  country,  have  become  increasingly  incensed  at 
the  encroachment  of  government,  both  Federal  and  State, 
on  the  practice  of  medicine.  At  every  turn  there  is  a pro- 
liferation of  laws,  regulations,  and  guidelines  directing  the 
physician  as  to  how  he  may  practice  his  profession. 

Our  membership  demanded  that  our  Society  do  some- 
thing to  fight  back  and  initiate  litigation  if  negotiation 
failed  The  House  of  Delegates,  at  its  1975  meeting,  di 
rected  that  the  Society  bring  a lawsuit  challenging  the 
hospital  utilization  review  regulations  promulgated  by  the 
New  York  State  Health  Department  We  were  successful 
in  obtaining  a preliminary  injunction  in  Federal  Court  amt 
subsequently  by  negotiation  caused  the  State  Health  De- 
partment to  withdraw  the  regulations.  The  litigation  was 
handled  in  cooperation  with  our  ( General  Counsel  by  the 
law  firm  of  LeBoeuf,  Lamb.  Leibv  & MacRae  at  a cost  of 
$33,433. 

In  1976,  the  State  Legislature  enacted  Chapter  76  of  the 
Laws  of  1976  ostensibly  to  reduce  the  costs  ot  the  Medicaid 
program.  In  essence,  this  law  denied  coverage  for  surgery 
unless  for  emergency  or  urgent  surgery  for  the  alleviation 
of  severe  pain,  for  immediate  diagnosis  or  treatment  of 
conditions  which  threaten  disability  or  death  it  not 
promptly  diagnosed  or  treated,  etc. 

The  Council  at  its  May  27,  1976,  meeting,  voted  that  the 
Society  take  whatever  legal  action  was  necessary  to  block 
implementation  of  Chapter  76  The  LeBoeuf  firm  was 
again  retained  to  commence  litigation  in  Federal  Court. 
Initially,  it  obtained,  after  some  delay,  a preliminary  in 
junction  stopping  enforcement  of  the  regulations  issued 
by  virtue  of  Chapter  76  Subsequently,  the  New  York 
Attorney  General’s  Office  appealed  to  the  LI  S.  Circuit 
Court  of  Appeals  and  the  injunction  was  vacated  and  a trial 
on  the  merits  ordered.  At  the  time  of  the  preparation  of 
this  report,  the  Society  has  asked  for  a court  order  for 


summary  judgment  on  its  behalf.  A hearing  is  scheduled 
for  June  15,  1978,  and  you  will  be  advised  ol  the  disposition 
of  the  matter  The  legal  fees  paid  to  the  LeBoeuf  firm  to 
date  amount  to  $135,489.00.  Litigation  is  expensive,  but 
it  is  what  our  membership  demands.  This  was  evidenced 
by  the  House  of  Delegates  at  its  October,  1977,  meeting 
when  it  voted  to  increase  our  annual  dues  by  $50.00,  of 
which  75%  is  to  be  allocated  to  a litigation  fund.  To  date, 
$825,000  has  been  placed  in  the  fund  to  be  used  only  for 
legal  matters  unless  the  House  directs  otherwise. 

The  State  Legislature,  during  its  1977  session,  enacted 
extensive  changes  in  the  Insurance  Law  relating  to  “No- 
Fault  automobile  insurance  Essentially,  the  new  sections 
specifically  forbid  providers  of  health  services  from  re- 
questing any  payment  in  addition  to  charges  authorized 
by  the  new  law.  The  authorized  charges,  in  effect,  are 
those  provided  in  the  Workmen’s  Compensation  Law. 

Again,  our  membership,  especially  those  in  the  special 
ties  of  orthopaedic  surgery,  plastic  surgery,  and  neurosur- 
gery in  the  Downstate  area,  demanded  that  the  Society 
challenge  the  constitutionality  of  the  law.  Accordingly, 
the  Council,  after  extensive  debate,  voted  at  its  September, 
1977,  meeting  to  institute  a lawsuit  to  do  so.  Subse- 
quently, a lawsuit  was  filed  in  the  New  York  Supreme 
Court  at  Albany  by  the  firm  of  DeGraff,  Foy,  Conway,  and 
Holt  Harris.  Many  conferences  have  been  held,  including 
one  with  the  State  Insurance  Commissioner,  to  attempt  to 
resolve  the  dispute,  without  success.  The  matter  is  pres- 
ently pending  before  the  Court  and  you  will  be  advised  of 
all  developments.  To  date,  no  bills  for  legal  services  have 
been  received  from  the  law  firm. 

In  addition  to  the  foregoing  major  lawsuits,  the  Society 
gave  financial  support  to  a county  medical  society  engaged 
in  a lawsuit  brought  against  it  by  a member  challenging  its 
authority  to  exercise  “peer  review.”  The  litigation  was 
terminated  in  favor  of  the  county  medical  society  at  a cost 
of  $8,332.00. 

At  the  present  time,  there  are  21  uninsured  malpractice 
suits  being  defended  by  our  former  legal  counsel,  William 
F Martin,  Esq.  These  are  cases  which  occurred  prior  to 
February.  1973,  when  the  House  of  Delegates  voted  to 
discontinue  this  practice.  I have  been  advised  that  the 
whole  question  of  the  continuation  of  Mr  Martin’s  reten- 
tion to  defend  these  cases  is  under  review  by  the  Board  of 
Trustees  and  they  will  undoubtedly  report  their  conclu- 
sions to  you. 

We  are  living  in  times  of  continued  encroachment  by 
government  on  the  manner  and  means  by  which  we  prac- 
tice our  profession.  We  must  be  militant  in  fighting  these 
forays  and  the  mood  of  our  membership  is  reflected  in  their 
willingness  to  provide  the  financial  wherewithall  to  do 
so. 

Respectfully  submitted, 

George  T.  C.  Way.  M.D.,  Chairman 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark.  M.D.,  Chairman . 

The  reference  committee  has  carefully  reviewed  the  re- 
port of  the  Ad  Hoc  Committee  to  Review  Legal  Activities 
and  commends  its  deliberations  and  activities  particularly 
in  the  field  of  malpractice  and  no  fault  insurance.  The 
details  ol  litigation,  including  expenses,  are  in  the  report. 
Attention  is  directed  to  the  fact,  “litigation  is  expensive  but 
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is  what  our  membership  demands  ...  .” 

Your  reference  committee  recommends  that  the  report 
of  the  Ad  Hoc  Committee  to  Review  Legal  Activities  be 
filed. 

. . . The  report  of  the  Ad  Hoc  Committee  to  Review  Legal 
Activities  was  FILED . . . 


AD  HOC  COMMITTEE  TO  REVIEW 
LEGISLA Tl VE  ACTI VITIES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Ad  Hoc  Committee  to  Review  Legislative  Activities 


is  composed  of  the  following  members: 

Joseph  J.  Kaufman,  M.D.,  Chairman  Ontario 

James  M.  Blake,  M.D Warren 

John  H.  Carter,  M.D Albany 

Richard  D.  Eberle,  M.D Onondaga 

Walter  T.  Heldmann,  M.D Richmond 


The  Ad  Hoc  Committee  to  Review  Legislative  Activities 
reported  to  the  1977  House  of  Delegates  (77-W).  Three 
objectives  were  defined: 

a.  The  establishment  of  a position  on  legislative  af- 
fairs. 

b.  Determination  of  the  effectiveness  of  MSSNY. 

c.  Analysis  of  the  cost  of  the  Albany  representation. 

In  a series  of  meetings  at  Albany  and  at  headquarters  of 

the  Medical  Society  of  the  State  of  New  York  at  Lake 
Success,  the  involvement  of  and  with  the  firm  of  DeGraff, 
Foy,  Conway  and  Holt-Harris  was  investigated  in  depth. 
Job  description,  cost  analysis,  time  studies,  and  direct  as- 
signment of  partners,  members,  clerical  personnel  who 
address  the  needs  of  the  Medical  Society  of  the  State  of 
New  York,  were  investigated  in  depth. 

The  functional  responsibilities  of  DeGraff,  Foy,  Conway 
and  Holt-Harris  were  described  pursuant  to  their  retainer 
agreement  in  a memorandum  from  Gerard  L.  Conway, 
Esq.,  dated  September  22,  1977,  excerpted  as  follows: 

In  the  fall,  1977,  we  held  our  annual  legislative  con- 
ference in  Syracuse,  New  York.  At  the  evening  session 
on  the  first  day  the  Society’s  proposed  affirmative  leg- 
islation program  is  discussed,  debated  and  decided  upon, 
subject,  of  course,  to  Council  and  House  of  Delegates 
approval  and  modification.  Prior  to  the  Syracuse 
meeting,  Marty  Tracey’s  office  has  affirmatively  solic- 
ited from  each  county  society  suggestions  for  legislation. 
The  responses  are  received  by  us  and  analyzed.  We 
make  preliminary  determinations  concerning  which 
problems  are  capable  of  legislative  remedy.  Because  we 
believe  that  there  must  be  a maximum  placed  on  the 
number  of  hills  actually  introduced  as  a part  of  our 
program  (otherwise  the  effort  becomes  too  diluted),  we 
help  make  value  judgments  involving  the  seriousness  of 
the  problem,  the  availability  of  alternative  remedies  and 
the  feasibility  of  precise  legislative  remedy.  Obviously, 
the  political  viability  of  specific  proposals  must  be  as- 
sessed. We  consider,  quite  frankly,  dimensions  of  public 
interest  and  professional  image,  as  well  as  professional 
needs.  In  addition  to  suggestions  and  problems  brought 
to  us  by  county  societies,  we  obviously  address! issues 
and  situations  which,  at  the  State  Society’s  level  are 
known  to  be  of  concern  and  of  importance  through  out 
familiarity  with  the  health  delivery  system  and  its 


problems.  By  the  time  of  the  meeting  in  Syracuse  we 
have  assisted  in  making  preliminary  determinations  as 
to  what  will  be  a part  of  the  Medical  Society’s  legislative 
program.  At  the  Syracuse  meeting,  “draft  bills”  and 
memos,  which  we  have  drawn,  are  discussed,  modified, 
and  preliminarily  finalized. 

During  the  day  following  this  meeting,  we  meet  with 
representatives  of  every  county  society  to  advise  them 
of  our  preliminary  program.  We  also  take  this  oppor- 
tunity to  advise  those  in  attendance  of  the  general  issues 
with  which  the  program  is  expected  to  be  confronted 
legislatively.  Also,  generally  two  legislators,  with  in- 
volvement in  the  issues  of  health,  are  invited  to  speak  to 
the  group.  Suggestions  are  again  received  from  the 
county  society  representatives. 

Following  the  annual  Syracuse  meetings  we  prepare 
for  the  House  of  Delegates. 

We  attend  the  House  of  Delegates  meeting  in  New 
York  City,  where  our  work  is  primarily  involved  with  the 
Legislation  Committee,  which  almost  always  meets  at 
that  time  and,  of  course,  with  the  appropriate  reference 
committees  which  consider  resolutions  dealing  with  the 
issues  with  which  we  are  involved.  We  are  available 
throughout  the  entire  Delegates’  meeting  to  discuss  not 
only  the  legislative  program  but  the  many  other  issues 
deriving  from  government’s  increasing  involvement  with 
the  profession.  Of  course,  the  House  receives  a Legis- 
lative Committee  Report  concerning  the  entire  prior 
year’s  activities  and  we  are  directly  involved  in  the 
preparation  of  that  report. 

Following  the  House  of  Delegates’  meeting  we  draft 
all  bills  in  final  form  for  introduction,  write  supporting 
memoranda,  and  prepare  for  the  process  of  securing 
sponsorship.  Obviously,  the  selection  of  a sponsor  is  an 
important  and  delicate  enterprise.  A legislator’s  po- 
litical party,  committee  assignment,  individual  stature, 
personal  philosophy  and  a variety  of  other  consider- 
ations determine  our  choice  of  sponsorship. 

Personal  appointments  with  our  selected  sponsors  are 
individually  arranged  and  meetings  are  held  to  present 
the  particular  bill  to  the  prospective  sponsor,  explain  its 
impact  and  the  objective  it  seeks  to  obtain.  In  the  event 
that  for  some  reason  sponsorship  is  refused,  we  pursue 
a similar  course  with  alternatively  selected  legislators. 

When  the  program  has  been  finally  introduced,  we 
write  to  all  members  of  the  committees  to  which  par- 
ticular bills  have  been  assigned  to  explain  the  bill  and 
secure  support.  If  necessary,  we  meet  with  individual 
committee  members  to  attempt  to  gain  their  support, 
alter  their  views,  or  minimize  opposition.  When  suffi- 
cient support  is  gained  in  our  committee  canvass,  we 
request  the  sponsor  to  request  formally  that  the  bill  be 
consided  by  the  full  committee  in  formal  session.  We 
attend  the  committee  meeting  personally  and  generally 
prepare  data  and  information  in  order  to  insure  that 
before  committee  debate,  our  sponsor  is  equipped  to 
handle  all  questions  which  might  come  up. 

In  the  meantime,  we  communicate  with  other  groups 
which  might  have  an  interest  in  the  particular  bill  in- 
volved to  enlist  their  support.  This  contact  may  be  by 
mail  or,  as  more  frequently,  personal.  Also,  we  attempt 
to  secure  the  support  of  governmental  agencies  (Health 
Department,  Insurance  Department,  etc.),  as  well  as  the 
support  of  the  Executive  Chamber.  We  generally  send 
individual  copies  of  the  proposals  to  these  Departments 
and  groups  and  frequently  personally  meet  with 
them. 
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If  the  bill  is  reported  out  of  committee,  we  begin  to 
assemble,  with  varying  specificity,  the  projected  vote  of 
the  full  house,  Senate  or  Assembly.  Memos  are  sent  to 
all  members  prior  to  the  vote  and  personal  meetings  with 
key  members  are  held.  Obviously,  frequent  meetings 
with  the  counsels  of  t(ie  leadership  figures  are  held  to 
secure  leadership  support. 

If  a bill  succeeds  in  either  the  Assembly  or  the  Senate 
the  above  process  in  its  entirety  is  essentially  duplicated 
in  the  remaining  house  and,  ultimately,  with  those  in  the 
Governor’s  office  charged  with  advising  the  Chief  Ex- 
ecutive. 

Concurrently,  with  these  efforts  concerning  our  af- 
firmative program,  we  monitor  the  introduction  of  all 
legislation.  Last  year,  alone,  we  dealt  with  in  excess  of 
15,000  bills.  The  complete  text  of  all  bills  which  impact 
the  profession  is  obtained  and  analyzed  and,  if  necessary, 
distributed  to  physicians  having  expertise  jn  the  area 
involved  for  advice.  Position  papers  either  for  or  against 
these  bills  are  drafted  and  distributed  to  the  appropriate 
committees  and  ultimately,  if  necessary,  to  the  entire 
house  membership.  Also,  we  again  contact  other  groups 
who  might  share  our  views  to  enlist  their  aid.  We  often 
advise  the  appropriate  administrative  department  to 
alert  them  to  a particular  bill  and  secure  their  assistance 
on  it. 

Again,  on  issues  of  significance,  we  correspond  with 
and  meet  personally  with  key  legislative  leaders  to  secure 
their  support  or  help.  The  importance  of  this  aspect  of 
our  efforts  cannot  be  overemphasized.  If  any  of  these 
bills  are  approved  by  both  houses,  we  again  follow  a 
similar  course  with  respect  to  the  Governor’s  office. 

Both  wjth  respect  to  our  own  program  bills  and  other 
legislation  effecting  the  profession,  we  become  involved 
in  regular  negotiating  sessions  to  address  the  many 
problems  w hich  arise  during  the  course  of  a bill’s  legis- 
lative progress.  These  meetings  involve  compromises 
and  modifications  and  we  are  constantly  in  touch  with 
the  appropriate  Medical  Society  committees  relative  to 
position  modification  which  can  be  made. 

Aside  from  the  “external”  dimension  of  our  activi- 
ties— those  involving  legislators,  legislative  committees, 
legislative  leaders,  the  Governor,  the  administrative, 
departments^  other  professional  societies,  groups  or  or- 
ganizations— there  is  a substantial  amount  of  work 
within  the  Society  internally. 

As  you  know,  during  the  session,  we  are  in  daily  con- 
tact with  Marty  Tracey.  Indeed,  he  is  an  intimate  and 
vital  part  of  much  of  what  I have  described.  Addition- 
ally, vve  are  in  regular  mail,  telephone,  and  personal 
contact  with  specialty  societies,  county  societies,  and 
individual  physicians  throughout  the  State.  I speak 
each  year  to  formal  meetings  of  some  of  these  groups. 

We  review,  modify,  and  approve  each  Capitol  News 
issue  before  publication  of  mailing. 

We  consult  on  the  frequently  prepared  or  contribute 
to  the  preparation  of  “Hotlines”  and  other  emergency 
communications.  If  necessary,  we  participate  in  Council 
meetings  when  governmental  issues  are  being  discussed 
to  give  those  with  the  responsibility  of  deciding  these 
issues  the  benefit  of  our  thought  and  expertise. 

Increasingly,  we  have  become  involved  with  the  reg- 
ulatprv  activities  of  administrative  agencies  and  the 
Board  of  Regents.  This  involvement  included  prepa- 
ration of  written  material,  as  well  as  personal  meetings. 
At  the  moment,  for  example,  we  are  consulting  on  the 


feasibility  of  seeking  judicial  relief  with  respect  to  the 
no-fault  law  and  the  Regents  newly  promulgated  rule  on 
patients’  records. 

With  respect  to  our  individual  responsibility  at  De- 
Graff,  Foy,  Conway  and  Holt-Harris,  1 am  the  attorney 
charged  with  the  chief  responsibility  with  respect  to  the 
above  activities.  On  an  annual  basis,  approximately  75% 
of  my  time  is  devoted  to  Medical  Society  matters.  Jack 
Rice,  of  course,  works  closely  with  me  and  John  Holt- 
Harris  is  frequently  and  directly  involved.  In  addition, 
a law  assistant  was  employed  this  year,  whose  primary 
responsibility  involves  the  work  of  the  State  Society.  Of 
course,  all  of  my  remaining  partners  and  our  associates 
are  available  for  consultation  on  any  matter  within  any 
of  their  particular  areas  or  expertise. 

Mr.  Conway  devotes  75%  of  his  time  to  MSSNY  busi- 
ness. John  C.  Rice,  Esq.,  works  closely  with  him.  John 
E.  Holt  Harris,  Jr.,  Esq.,  is  frequently  and  directly  in- 
volved. In  their  particular  field  of  expertise  all  partners 
and  associates  in  the  firm  act  as  consultants.  For  the  past 
two  years,  a law  assistant  is  assigned  the  business  of 
MSSNY  as  a primary  responsibility. 

A retainer  agreement  commencing  January  1,  1974, 
provided  for  payment  of  $60,000  annually,  payable  at 
$5,000  per  month,  plus  disbursements.  Memoranda  ite- 
mizing disbursements  were  prepared,  presented,  and  dis- 
cussed by  the  committee  with  Mr.  Conway,  Henry  I. 
Fineberg,  M.D.,  Executive  Vice-President;  Carl  Goldmark, 
Jr.,  M.D.,  President;  and  Edward  Siegel,  M.D.,  Deputy 
Executive  Vice-President.  Recommendations  for  pay- 
ment were  presented  to  the  Council  and  received  for  in- 
formation. ^ formal  memorandum  of  understanding  and 
agreement,  prepared  under  the  direction  of  the  committee 
by  DeGraff,  Foy,  Conway  and  Holt-Harris  and  Henry  I. 
Fineberg,  M.D..  Executive  Vice-President,  is  spelled  out 
below  and  is  presented  to  the  House  of  Delegates  for  ac- 
tion. 

MEMORANDUM  OK  UNDERSTANDING  RELATIVE 
TO  RETAINER  AGREEMENT  BETWEEN  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK  AND  DE  GRAFF,  FOY,  CONWAY  AND  HOLT- 
HARRIS 

DeGraff.  Foy,  Conway  and  Holt-Harris,  hereinafter  “the  Firm," 
agrees  to  act  as  legislative  counsel  for  the  Medical  Society  of  the 
State  of  New  York,  hereinafter  “the  Society,”  and  the  Society 
agrees  to  retain  the  Firm  for  such  legislative  representation  ac- 
cording to  the  following  terms  and  conditions: 

1.  The  Firm  shall  advise  the  Society  concerning  legislative 
solutions  to  matters  of  concern  to  the  Society  and  its  members 
and  shall  prepare  legislative  proposals  implementing  such  leg- 
islative solutions  together  with  supporting  memoranda  there- 
for. 

2.  The  Firm  shall  supervise  the  introduction  of  such  legislative 
proposals,  as  well  as  any  proposals  authorized  or  approved  by 
the  Society  or  its  authorized  committees,  and  the  movement 
thereof  through  the  Legislature. 

3.  The  Firm  shall  review  all  other  bills  introduced  before  the 
New  York  State  Legislature  in  order  to  ascertain  those  which 
impact  the  members  of  the  Society  and  the  extent  of  such  im- 
pact. 

4.  The  Firm  shall  prepare  legislative  memoranda  setting  forth 
the  position  of  the  Society  on  all  such  legislative  proposals. 

5.  The  Firm  shall  arrange  meetings  with  all  legislators  and 
government  representatives  for  the  purpose  of  presenting  the 
position  of  organized  medicine  relative  to  any  matter  involving 
government  relationships  with  the  profession. 

6.  The  Firm  shall  regplarly  consult  with  the  Society  for  the 
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purpose  of  informing  and  advising  the  Society  concerning  all 
matters  within  the  scope  of  the  Firm’s  representational  func- 
tion. 

7.  The  Society  for  all  of  the  above  services  shall  pay  a retainer 
fee  to  the  Firm  in  the  amount  of  $60,000  annually,  payable 
monthly. 

8.  The  Society  shall  pay  all  expenses  and  disbursements  in- 
curred by  the  Firm  in  connection  with  the  representation  de- 
scribed above  to  a maximum  of  $5,000  annually. 

9.  Any  expenses  or  disbursements  in  excess  of  such  said  $5,000 
shall  be  specifically  submitted  to  the  appropriate  representa- 
tives of  the  Society  and  shall  not  be  incurred  unless  specifically 
approved. 

DE  GRAFF,  ROY,  CONWAY  AND  HOLT  HARRIS 


THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK 

By 


At  the  suggestion  of  several  members  of  the  committee 
that  feedback  is  most  important,  a questionnaire  was 
prepared  by  the  chairman  and  Edward  Siegel,  M.D.,  and 
sent  to  all  members  of  the  New  York  State  Legislature. 
Analysis  of  the  replies  was  made  by  Mart  in  J.  Tracey,  J.D., 
Director  of  the  Division  of  Governmental  Affairs.  The 
report  follows: 

ANALYSIS  OF  REPLIES 
LEGISLATOR  QUESTIONNAIRE 
A memorandum  dated  August  31,  1978,  was  sent  to  all 
members  of  the  New  York  State  Legislature  by  Joseph  J. 
Kaufman,  M.D.,  Chairman,  Ad  Hoc  Committee  to  Review 
Legislative  Activities,  Medical  Society  of  the  State  of  New 
York.  The  memorandum  stated  that  the  subject  was 
“Improving  Communications”  and  contained  the  fol- 
lowing request: 

In  an  effort  to  ascertain  the  effectiveness  of  our  leg- 
islative activities,  our  committee  asks  your  kind  indul- 
gence and  cooperation.  We  are  well  aware  of  the  im- 
position on  your  time  but  in  the  best  interests  of  the 
health  care  of  the  people  of  New  York  State,  wre  ask  your 
help.  Could  you  take  a few  moments  off  and  answer  the 
following  questions?  You  may  remain  anonymous  or 
make  yourself  known  if  you  so  desire.  Thanks  again  for 
your  interest  and  cooperation. 

Five  questions  were  asked.  (A  copy  of  the  memorandum 
follows  as  Appendix  “A”.) 

Out  of  approximately  210  State  legislators  (150  Assem- 
bly; 60  Senate  — 2 vacancies),  72  members  or  slightly  more 
than  1/3  of  the  normal  full  complement  had  responded  as 
of  early  October  20  of  the  72  legislators  identified 
themselves  (28%).  The  following  is  an  analysis  of  the  re- 
sponses received. 

The  first  question  asked  whether  MSSNY  was  effec- 
tive in  bringing  to  each  legislator  pertinent  health  in- 
formation Fifty-eight  (81%)  of  the  72  legislators  who 
responded  answered  “yes.”  Four  (5.6%)  of  the  legisla- 
tors answered  “no.”  One  legislator  did  not  answer  this 
question.  The  remaining  answers  (9)  contained  a 
brief  statement  such  as  “on  most  occasions,”  “some- 
times,” or  “good  to  excellent.”  Two  legislators  indi- 
cated a greater  reliance  on  information  received  from 
their  own  physician  constituents.  One  legislator  indi- 
cated that  he  felt  that  the  information  received  was  oc- 
casionally “too  lengthy.” 

The  second  question  asked  the  legislators  whether 


they  received  the  Capitol  News  and  whether  this  bul- 
letin was  helpful  to  them.  Every  legislator  (100%)  re- 
sponding to  the  survey  indicated  that  he  did  receive  the 
Capitol  News.  Fifty-three  legislators  (74%)  indicated 
that  this  bulletin  was  very  helpful  to  them.  Eight  leg- 
islators (11%)  indicated  that  the  Capitol  News  was 
“somewhat”  or  “occasionally"  helptul  to  them.  Eleven 
legislators  did  not  answer  this  part  of  the  question.  In 
sum,  85%  found  it  helpful. 

The  third  question  asked  the  legislators  if  they  were 
aw'are  that  MSSNY  has  Albany-based  representatives 
available  for  their  assistance. 

Sixty-two  legislators  (86%)  answered  “yes.”  Of 
those  who  answered  in  the  affirmative,  6 legislators 
also  commented  that  our  representatives  were  “excel- 
lent” or  very  helpful,  while  2 legislators  remarked  that 
they  would  like  to  see  more  of  our  representatives. 
Nine  legislators  (13%)  answered  “no.”  One  legislator 
did  not  answer  the  question. 

Four  key  legislators  were  among  identified  members 
commenting  favorably  on  Albany  representatives, 
namely,  the  Speaker,  Assembly;  Chairman,  Assembly 
Ways  & Means  Committee;  Chairman,  Senate  Insurance 
Committee;  and  Chairman,  Senate  Consumer  Protection 
Committee. 

The  fourth  question  asked  whether  position  state- 
ments on  legislat  ion  have  been  reaching  the  legislators. 
Sixty-eight  (94%)  of  the  legislators  who  responded  to 
the  survey  answered  “yes.”  Two  (2.8%)  of  the  legisla- 
tors answered  “no.”  One  legislator  stated  that  posi- 
tion statements  “have  been  included  with  my  daily  cal 
endar.”  Another  legislator  indicated  while  he  did  re- 
ceive our  position  statements,  “this  does  not  mean  that 
they  are  read.”  Still  another  legislator  indicated  that 
he  “sometimes”  received  our  position  statements. 

The  fifth  question  asked  for  any  further  comments 
(good  or  bad).  Twenty-six  legislators  did  have  further 
comments  to  make.  Several  legislators  simply  com- 
mented “Keep  up  the  good  work”  while  many  others 
indicated  appreciation  for  the  information  and  assis- 
tance received,  i.e.,  “I  do  appreciate  very  much  your 
cooperation  and  effectiveness  in  keeping  me  informed 
of  your  legislative  interests.”  Five  of  the  comments, 
which  were  specifically  about  the  Capitol  News,  indi- 
cated appreciation  for  its  information  and  content,  i.e., 
“ Capitol  News  is  one  of  the  best  newsletters  distributed 
in  Albany."  A few  legislators  felt  that  our  representa- 
tives should  devote  more  attention  to  broader  health 
issues  rather  than  concentrating  on  the  special  interests 
of  the  profession.  Three  legislators  expressed  a desire 
to  have  more  personal  contact  with  our  representatives, 
part  icularly  on  major  issues.  One  legislator  felt  that  he 
was  not,  always  acquainted  with  our  position  on  bills 
which  have  been  amended,  while  another  legislator  felt 
that  we  should  take  positions  on  fewer  bills  and  con- 
centrate on  those  which  we  really  like  or  dislike.  One 
legislator  commented  that  our  representatives  are 
“tough”  and  stated  that  he  “would  hate  to  have  them 
against  me!” 

An  overall  analysis  of  the  replies  to  t he  first  4 questions, 
which  are  specific  in  nature,  indicates  that  almost  90%  of 
the  total  responses  received  contained  favorable  comments. 
The  26  responses  received  to  t he  general  request  for  further 
comments,  “good  or  bad,"  can  be  classified  as  predomi 
nantely  “good.”  10/5/78 

The  committee  wishes  to  express  its  deep  appreciation 
to  Henry  I Fineberg,  M l).,  Executive  Vice-President; 
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Edward  Siegel,  M.D.,  Deputy  Executive  Vice  President; 
Martin  J.  Tracey,  J.D.;  and  staff  for  their  outstanding 
tireless  effort  and  support  in  all  phases  of  its  review  ac- 
tivities. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M l).,  Chairman 


APPENDIX  A” 

August  31,  1978 

TO:  Members,  New  York  State  Legislature 

FROM:  Joseph  J.  Kaufman,  M l).,  Chairman,  Ad 

Hoc  Committee  to  Review  Legislative  Ac- 
tivities, Medical  Society  of  the  State  of  New 
York 

SUBJECT:  Improving  Communications 

In  an  effort  to  ascertain  the  effectiveness  of  our  legisla- 
tive activities,  our  committee  asks  your  kind  indulgence 
and  cooperation.  We  are  well  aware  of  the  imposition  on 
your  time  but  in  the  best  interests  of  the  health  care  of  the 
people  of  New  York  State,  we  ask  your  help.  Could  you 
take  a few  moments  off  and  answer  the  following  ques- 
tions? You  may  remain  anonymous  or  make  yourself 
known  if  you  so  desire.  Thanks  again  for  your  interest  and 
cooperation.  A self  addressed  stamped  envelope  is  en 
closed  for  your  convenience. 

1 Have  we  been  effective  in  bringing  you  pertinent  health 
information?. 


2.  Do  you  receive  our  legislative  bulletin,  CAPITOL 

NEWS?  Yes No 

If  yes,  has  it  been  helpful  to  you? 


3.  Are  you  aware  that  we  have  Albany-based  represen- 
tatives available  for  your  help? 


4.  Have  our  position  statements  on  legislation  been 
reaching  you? 


5.  Any  further  comments  (good  or  bad)  you  care  to 
make? 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

The  annual  report  of  the  Ad  Hoc  Committee  to  Review- 
Legislative  Activities  is  a comprehensive  study  of  the  re- 
sponsibilities and  duties  of  the  firm  of  DeGraff,  Foy, 
Conway  & Holt-Harris,  our  Legislative  Counsel.  It  also 
details  the  steps  necessary  to  prepare  bills  and  to  carry 
them  through  the  legislative  process.  A Memorandum  of 
Understanding  between  the  firm  and  the  Medical  Society 
of  the  State  of  New  York  indicating  the  firm’s  responsi- 
bilities and  the  cost  to  the  Society  is  included  in  the  re- 
port. 

Your  reference  committee  recommends  that  the  report 
of  the  Ad  Hoc  Committee  to  Review  Legislative  Activities 
be  filed. 

. . . The  report  of  the  Ad  Hoc  Committee  to  Review 

Legislative  Activities  was  FILED . . . 


In  its  report  the  committee  presented  the  Memorandum 
of  Understanding  between  the  firm  and  the  Medical  So 
ciety  of  the  State  of  New  York,  setting  forth  the  firm’s  re 
sponsibilities  and  the  cost  to  t he  Society,  to  the  House  of 
Delegates  for  action.  The  reference  committee  believes 
that  this  contractual  matter  should  be  referred  to  tbe 
Council  for  examination  and  proper  action.  Your  refer 
ence  committee,  therefore,  recommends  that  the  Memo- 
randum of  Understanding  be  referred  to  the  Council. 

Your  reference  committee  recommends  adoption  of  this 
portion  of  the  report. 

. . . The  House  voted  to  REFER  the  Memorandum  of 
Understanding  to  the  Council  for  examination  and 
appropriate  action 

Resolution  7S-  IS  Repeal  of  Chapters  IS  I and  485  of 
the  New  York  State  Laws  of  1978 

Introduced  by  Section  on  Obstetrics  and  Gynecology 
Whereas,  The  Legislature  of  New  York  State  enacted 
Chapter  484  and  Chapter  485,  Laws  of  1978,  which  re 
quire  that  the  physician  or  nurse  midwife  in  attendance 
shall  inform  the  expectant  mother  of  the  drugs  that  they 
expect  to  employ  during  pregnancy,  of  the  obstetrical 
and  other  drugs  that  can  be  used  at  birth,  and  of  the 
possible  effects  of  such  drugs  on  the  child  and  mother; 
and 

Whereas,  In  the  information  necessary  to  fully  apprise 
the  expectant  mother  at  the  earliest  and  most  useful 
time  for  informing  her,  there  are  variables  that  require 
independent  judgment  not  susceptible  to  legislative 
regulation;  and 

Whereas,  This  information  must  be  left  to  profes- 
sional and  ethical  guidance  in  the  patient  physician 
relationship;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  steps  to  repeal  Chapters  484  and  485  of 
the  New  York  State  Laws  of  1978  which  require  that  the 
physician  or  nurse-midwife  in  attendance  shall  inform 
the  expectant  mother  of  the  drugs  that  they  expect  to 
employ  during  pregnancy,  and  of  the  obstetrical  and 
other  drugs  that  can  be  used  at  birth,  and  of  the  possible 
effects  of  such  drugs  on  the  child  and  mother. 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

Your  reference  committee  recognizes  that  there  may  be 
difficulties  in  complying  with  the  law  as  written.  The 
principle  of  informed  consent  is  not  new.  However,  these 
statutes  merely  codify  an  obligation  which  has  become 
recognized  by  the  professions  and  the  courts  as  a necessary 
and  intelligent  way  to  practice. 

Your  reference  committee  recommends  that  Resolution 
78-18  be  not  adopted. 

. . . The  House  after  considerable  discussion  voted  to 
ADOPT  Resolution  78-18  . . . 

Resolution  78-19  Immunity  of  Peer  Review  Com- 
mittees 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  Chapter  6527  of  the  Education  Law  spe- 
cifically grants  immunity  from  disclosure  under  Article 
thirty-one  of  the  Civil  Practice  Law-  and  Rules,  of  all 
records  relating  to  peer  review  committees  of  the  medical 
society  and  medical  staff  committees;  and 
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Whereas,  The  Attorney  General  of  the  State  of  New 
York  issued  an  opinion  on  March  1,  1978,  that  the 
Commissioner  of  Health  is  not  prevented  from  the  dis- 
covery of  this  privileged  information,  pursuant  to  his 
duties  and  authority  under  the  New  York  Public  Health 
Law  and  its  Sections  12-A,  206,  and  230;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York,  through  its  legal  fund,  grant  all  financial  and 
legal  aid  to  any  countyanedical  society  or  medical  staff 
who  wish  to  quash  a subpoena  from  the  Board  for  Pro- 
fessional Medical  Conduct  for  any  records  relating  to 
peer  review  committees. 

Report  of  Reference  Commi  ttee  on  Government  Affairs 
and  Legal  Matters:  The  following  report  was  presented 
by  William  P.  Clark,  M.D.,  Chairman. 

Your  reference  committee  feels  that  this  matter  involves 
an  extremely  thorny  problem  of  confidentiality  of  peer 
review  records,  which  has  not  as  yet  been  resolved.  In  the 
light  of  this  fact,  your  reference  committee  recommends 
that  Resolution  78-19  be  referred  to  the  Council. 

. . . The  House  voted  to  ADOPT  Resolution  78-19  . . . 


Resolution  78-20,  Mandatory  Helmet  Law  for  Mo- 
torcycle Operators 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Section  on 
Orthopedic  Surgery 

Whereas,  The  New  York  State  Assembly  has  voted 
to  modify  the  Protective  Helmet  Law  to  require  only 
persons  under  the  age  of  eighteen  to  wear  protective 
helmets;  and 

Whereas,  Increasing  evidence  demonstrates  that 
repeal  of  the  helmet  safety  laws  has  resulted  in  an  in- 
creasing number  of  motorcycle  accidental  deaths;  and 

Whereas,  There  is  no  scientific  evidence  to  prove  that 
helmets  are  hazardous  to  the  safety  of  motorcycle  op- 
erators; and 

Whereas,  Young,  poorly  skilled  operators  of  trail  bikes 
have  added  to  the  increasing  morbidity  and  mortality 
of  motorcycle  operators;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Legislature  to 
make  the  wearing  of  helmets  mandatory  for  motor- 
cycle operators  on  New  York  State  highways;  and  be  it 
further 

Resolved,  Th-  t all  motorcycle  operators,  including 
operators  of  trail  bikes,  meet  State  regulations  con- 
cerning the  age  of  the  operator,  operational  skills,  and 
safety  standards,  including  helmet  provisions. 

and 

Resolution  78-48,  Protective  Helmet  Safety  Laws 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  New  York  State  Assembly  voted  to 
modify  the  Motorcycle  Protective  Helmet  Law  to  require 
only  persons  under  the  age  of  eighteen  to  wear  protective 
helmets;  and 

Whereas,  There  is  no  scientific  evidence  to  demon- 
strate that  helmets  are  detrimental  to  the  safety  of  mo- 
torcycle operators;  and 

Whereas,  There  is  increasing  evidence  to  show  that 
repeal  of  helmet  safety  laws  has  resulted  in  an  increase 
in  the  number  of  motorcycle  accidental  deaths;  and 

Whereas,  There  is  a very  serious  problem  of  young, 


poorly  skilled  operators  of  so-called  “trail  bikes”  which 
has  added  to  the  increasing  morbidity  and  mortality  of 
motorcycle  operators;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  continuation  of  the  Motorcycle 
Protective  Helmet  Safety  Law  and  urge  the  extension 
of  this  law  to  cover  operators  of  trail  bikes,  mini  bikes, 
mopeds,  and  all  motorcycles  both  on  and  off  the  high- 
ways of  the  State  of  New  York;  and  be  it  further 

Resolved,  That  all  motorcycle  operators,  trail  bike 
operators,  mini  bike  operators,  and  moped  operators 
meet  State  regulat  ions  as  to  age  of  operator,  operational 
skills,  and  safety  standards,  including  helmet  provi- 
sions. 


and 

Resolution  78-50,  Protective  Helmet  Law 
Introduced  by  Fifth  District  Branch 

Whereas,  The  New  York  State  Assembly  voted  to 
modify  the  Motorcycle  Protective  Helmet  Law  to  require 
only  persons  under  the  age  of  eighteen  to  wear  protective 
helmets;  and 

Whereas,  There  is  no  scientific  evidence  to  demon- 
strate that  helmets  are  detrimental  to  the  safety  of  mo- 
torcycle operators;  and 

Whereas,  There  is  increasing  evidence  to  show  that 
repeal  of  helmet  safety  laws  has  resulted  in  an  increase 
in  the  number  of  motorcycle  accidental  deaths;  and 
Whereas,  There  is  a very  serious  problem  of  young, 
poorly  skilled  operators  of  so-called  “trail  bikes”  which 
has  added  to  the  increasing  morbidity  and  mortality  of 
motorcycle  operators;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  continuation  of  the  present  hel- 
met safety  law  for  all  motorcycle  operators  on  the  high- 
ways of  the  State  of  New  York;  and  be  it  further 

Resolved,  That  all  motorcycle  operators,  including 
operators  of  so-called  “trail  bikes,”  meet  State  regula- 
tions as  to  age  of  operator,  operational  skills,  and  safety 
standards,  including  helmet  provisions. 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

Your  reference  committee  combined  consideration  of 
Resolutions  78-20,  78-48,  and  78-50  insofar  as  they  all 
dealt  with  the  same  subject,  namely  the  mandatory  helmet 
law,  and  recommends  that  the  following  substitute  reso- 
lution be  adopted  in  lieu  of  the  above  resolutions. 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Legislature  to  make 
the  wearing  of  helmets  mandatory  for  operators  of  mo- 
torcycles, trail  bikes,  mopeds,  and  similar  motorized 
vehicles  on  New  York  State  highways;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Legislature  to  take 
action  to  require  that  all  motorcycle  operators,  including 
operators  of  trail  bikes,  mopeds,  and  similar  motorized 
vehicles,  meet  State  regulations  concerning  the  age  of 
the  operator,  operational  skills,  and  safety  standards, 
including  helmet  provisions. 
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Your  reference  committee  recommends  that  the  sub- 
stitute resolution  be  adopted  in  lieu  of  Resolutions  78-20, 
78-48,  and  78-50. 

The  House  amended  the  first  Resolved  by  the  deletion 
of  the  phrase  “on  New  York  State  highways.”  The  first 
Resolved  of  the  substitute  resolution  would  then  read  as 
follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Legislature  to  make 
t he  wearing  of  helmets  mandatory  for  operators  of  mo- 
torcycles, trail  hikes,  mopeds,  and  similar  motorized 
vehicles;  and  be  it  further 

. . . The  House  voted  to  ADOPT  the  substitute  resolu- 
tion as  AMENDED  for  Resolutions  78-20,  78-48,  and 
78-50 . . . 


Resolution  78-21,  Establishment  of  an  Independent 
L’nion  Organization  to  Negotiate  with  Government 

Introduced  by  Richmond  County  Medical  Society 

Whereas,  Health  care  is  the  responsibility  of  physi- 
cians; and 

Whereas,  Government  is  constantly  and  increasingly 
pressing  to  usurp  this  responsibility;  and 

Whereas,  Efforts  by  the  medical  profession  to  frus- 
trate this  design  have  been  unsuccessful,  mainly  because 
present  medical  organizations  have  no  power  base  from 
which  they  can  truly  negotiate  with  government,  but 
rather  have  to  rely  on  the  good  will  of  legislators;  and 
Whereas,  There  is  no  evidence  that  such  good  will 
exists;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  immediate  steps,  after  advisement  by 
legal  and  labor  organizing  authorities,  to  establish  a 
parallel  and  independent  union  organization,  in  the  same 
fashion  that  they  established  the  Medical  Liability 
Mutual  Insurance  Company,  that  would  be  able  to 
properly  negotiate  with  government;  and  be  it  further 
Resolved,  That  his  be  dealt  with  as  a matter  of  ex- 
treme urgency. 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

The  bulk  of  the  testimony  heard  by  the  reference  com- 
mittee indicated  that  the  major  activities  implied  in  this 
resolution  are  already  being  performed  by  the  Medical 
Society  of  the  State  of  New  York. 

Your  reference  committee  recommends  that  Resolution 
78-21  be  not  adopted. 

. . . The  House,  after  considerable  discussion,  voted  to 

NOT  ADOPT  Resolution  78-21  . . . 


Resolution  78-23,  New  York  State  Legislation  on 
License  Reregistration 

Introduced  by  Robert  M.  Kohn,  M.D.,  Delegate  Section 
on  Internal  Medicine 

Whereas,  Assembly  Bill  12258-A  (An  Act  to  Amend 
the  Education  Law  in  Relation  to  the  Requiring  of 
Continuing  Professional  Education  for  Reregistration 
of  Licensed  Physicians  and  Making  an  Appropriation 
therefor)  contains  provisions  for  reregistration  of  phy- 
sicians/ licenses;  therefore  be  it 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  shall  adopt  the  policy  that: 

(a)  Physician  reregistration  is  appropriate  only 
within  the  context  of  relicensure  of  all  profes- 
sions (viz.  lawyers,  architects,  pharmacists, 
etc.);  and 

(b)  Physician  reregist  ration  procedures  must  rec- 
ognize that  only  physicians  themselves  possess 
the  capability  to  evaluate  physician  compe- 
tence; and 

(c)  Physician  reregistration  should  be  accom- 
plished by  utilization  of  appropriate  medical 
societies  to  draft  and  supervise  physician 
competence  regulations  as  they  deem  proper, 
in  consultation  and  cooperation  with  appro- 
priate State  authorities. 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

The  adoption  of  this  resolution  is  unnecessary  since  the 
sponsor  of  this  bill  amended  his  measure  to  specifically 
provide  that  satisfactory  completion  of  a continuing 
medical  education  program  required  by  the  Medical  So- 
ciety of  the  State  of  New  York  for  membership,  as  ap- 
proved by  the  Commissioner  of  Education,  shall  constitute 
compliance  with  the  proposed  statutory  requirements. 

Your  reference  committee  recommends  that  Resolution 
78-28  be  not  adopted. 

. . . The  House  voted  to  NOT  ADOPT  part  (a)  of  the 

Resolved  portion  of  the  resolution  . . . 

. . . The  House  voted  to  ADOPT  parts  (6)  & (c)  of  the 

Resolved  portion  of  the  resolution  . . . 

The  amended  Resolved  portion  would  then  read  as  fol- 
lows: 

Resolved,  That  the  Medical  Society  of  the  State  of 

New  York  shall  adopt  the  policy  that: 

1.  Physician  reregistration  procedures  must  rec- 
ognize that  only  physicians  themselves  possess 
the  capability  to  evaluate  physician  compe- 
tence; and 

2.  Physician  reregistration  should  be  accom- 
plished by  utilization  of  appropriate  medical 
societies  to  draft  and  supervise  physician 
competence  regulations  as  they  deem  proper, 
in  consultation  and  cooperation  with  appro- 
priate State  authorities. 

. . . The  House  voted  to  ADOPT  Resolution  78-23  as 

AMENDED . . . 


Resolution  78-24,  Brain  Death  Legislation 

Introduced  by  Robert  M.  Kohn,  M.D.,  Delegate,  Section 
on  Internal  Medicine 

Whereas,  Recognized  medical,  religious,  and  legal 
authorities  have  agreed  on  the  definition  of  death  by 
cessation  of  cerebral  function,  and  have  precisely  stated 
the  criteria  which  must  be  fulfilled  to  be  sure  that  no 
cerebral  function  is  present;  and 

Whereas,  The  continuation  of  artificial  means  to 
maintain  cardiovascular  and  pulmonary  function  after 
brain  death  has  occurred  is  useless  and  only  results  in 
needless  cruelty  and  hardship  to  the  patient’s  family; 
and 
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Whereas,  The  collection  of  organs  for  transplantation 
from  a patient  dead  from  cessation  of  cerebral  function 
has  been  inhibited  by  legal  ambiguities;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Legislature  of  the  State  of  New 
York  to  enact  legislation  wherein  the  legal  definition  of 
death  includes  brain  death  as  defined  by  accepted  cri 
teria  such  as  those  formulated  by  the  Ad  Hod  Commit 
tee  of  the  Harvard  Medical  School  (Ref.  JAMA  205: 
337-340,  1968). 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman  . 

Your  reference  committee  considered  this  resolution  and 
feels  that  it  reaffirms  the  position  already  adopted  by  the 
Council  in  December,  1975,  and  the  1977  House  in  respect 
to  this  matter. 

Your  reference  committee  recommends  that  Resolution 
78-24  be  adopted. 

. . . The  House  voted  to  ADOPT  Resolution  78-24 


Resolution  78-25,  Qualifications  for  Coroner 

Introduced  by  Tioga  County  Medical  Society 

Whereas,  Existing  statutes  permit  any  member  of  the 
public  to  be  elected  or  appointed,  as  the  case  may  be,  to 
the  office  of  coroner;  and 

Whereas,  There  is  need  for  the  person  serving  as 
coroner  to  have  complete  medical  training;  and 

Whereas,  Only  licensed  physicians  have  such  training 
and  experience  as  evidenced  by  possession  of  a license 
to  practice  medicine  and  surgery;  and 

Whereas,  There  are  many  instances  of  non-physicians 
serving  as  county  coroners;  and 

Whereas,  Existing  law  requires  a non  physician  cor- 
oner to  function  only  in  conjunction  with  a coroner’s 
physician;  and 

Whereas,  Non-physician  coroners  are  proposing  a 
change  in  statute  that  would  allow  a non  physician  to 
serve  as  coroner  without  the  requirement  of  a coroner’s 
physician;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  act  to  prevent  the  passage  of  any  legislation 
that  would  permit  anyone  other  than  a physician  to  serve 
as  coroner,  unless  such  person  exercises  the  office  of 
coroner  in  conjunction  with  a coroner’s  physician;  and 
be  it  further 

Resolved,  That  any  physician  serving  as  coroner,  or 
coroner’s  physician,  shall  be  licensed  to  practice  medi 
cine  and  surgery  in  the  State  of  New  York. 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre 
sented  by  William  P.  ('lark.  M.D.,  Chairman. 

Your  reference  committee  is  in  complete  agreement  with 
this  resolut  ion  and  on  t he  basis  of  testimony  presented  at 
its  meeting  amended  resolution  78-25  to  add  an  additional 
resolution  as  follows: 

Resolved,  That  any  physician  serving  as  coroner,  or 
coroner’s  physician,  shall  be,  where  possible,  a physician 
trained  in  forensic  medicine  and  pathology. 


Your  reference  committee  recommends  that  Resolution 
78-25  be  adopted  as  amended. 

. . . The  House  voted  to  ADOPT  Resolution  78-25  as 

AMENDED 


Resolution  78-25,  Physician’s  Liability  in  Pre- 
scribing Generic  Drugs 

Introduced  by  Medical  Society  of  the  County  of  Kings 

Whereas,  There  is  a public  clamor  for  doctors  to 
prescribe  generic  drugs  with  the  thought  of  reducing  the 
cost  of  drugs;  and 

Whereas,  The  New  York  State  Legislature  has  passed 
a law  wherein  prescriptions  will  be  filled,  “generieally 
unless  the  physicians  sign  on  the  line  stating  ‘Dispense 
as  written’  ”;  and 

Whereas,  New  York  State  law  does  not  exempt  doc- 
tors from  potential  liability  if  drug  substitution  leads  to 
poor  results,  and  a malpractice  claim;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Legislature  to  enact 
a law  rendering  immunity  to  physicians  from  potential 
liability  if  drug  substitution  of  poorly  manufactured 
generic  drugs  leads  to  poor  results  and  a malpractice 
claim;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  send  this  resolution  to  our  New  York  State 
legislators,  requesting  action  as  soon  as  possible. 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

Testimony  indicated  that  the  new  law  allowing  drugs  to 
he  prescribed  generieally  creates  no  additional  liability. 
Further,  physicians  presently  have  the  choice  of  avoiding 
generic  substitution  by  writing,  “Dispense  as  Written.” 

Your  reference  committee  recommends  that  Resolution 
78-26  be  not  adopted. 

. . . The  House  voted  to  NOT  ADOPT  Resolution  78-26 


Resolution  78-64,  Amendment  of  the  Generic  Drug 
Substitution  Law 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  New  York  State  has  recently  enacted  a 
Generic  Drug  Substitution  Law;  and 

Whereas,  The  basis  of  the  legislation  is  a belief  that 
all  chemically  equivalent  drugs  are  equal;  and 

Whereas,  There  is  an  increasing  body  of  scientific 
knowledge  showing  that  chemical  equivalence  and  bio 
equivalence  are  NOT  equal;  and 

Whereas,  The  primary  generating  force  in  this  legis- 
lation was  cost  control,  and  not  patient  welfare;  and 
Whereas,  Patients  can  be  harmed  by  the  adminis- 
tration of  nonbioequivalent  drugs;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  the  Generic  I )rug  Substitution  Law 
be  amended  by  removing  from  t he  drug  subst itut ion  list 
any  compound  found  not  to  be  bioequivalent,  whether 
that  compound  be  brand  or  generic;  and  be  it  further 
Resolved,  That  the  substitution  list  he  modified  on 
a continuing  basis  as  information  on  bioequivalency 
becomes  available  to  the  scientific  community. 
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Report  of  Reference  Committee  on  Governmental  Af 
fairs  and  Legal  Matters  The  following  report  was  pre 
sented  by  William  P.  Clark,  M I).,  Chairman 

Your  reference  committee  heard  testimony  that  the 
proof  of  hioequivalency  of  drugs  is  the  responsibility  of  the 
Health  Department  which  uses  the  FDA  list  of  approved 
drugs,  which  is  modified  on  a continuing  basis. 

Your  reference  committee  recommends  that  Resolution 
78-64  be  not  adopted. 

The  House  voted  to  NOT  ADOPT  Resolution 
78-64 

Resolution  78-27,  Responsibility  of  Charter  Hus 
Lines  for  Discharge  of  Passengers 
Introduced  by  Queens  County  Medical  Society 

Whereas,  Charter  buses,  without  prior  notice,  can 
drop  hundreds  of  passengers  in  residential  beach  areas, 
without  prior  preparation  for  adequate  lifeguards,  sail 
itary  facilities,  first-aid  or  hospital  back-up;  and 

Whereas,  Charter  bus  lines  (functioning  under  the 
State  Department  of  Transportation)  are  not  held  re 
sponsible  in  the  matter  of  loading  and  unloading  of  I he 
buses;  the  location;  notification  of  area  police,  parks 
departments,  and  public  health  authorities;  and 

Whereas,  Sanitary,  police,  and  health  facilities  are 
mandatory  for  the  accommodation  of  large  numbers  of 
chartered  bus  passengers,  transported  to  and  concern 
trated  in  local  areas;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  New  York  State  Legislature  to  enact 
legislation,  in  the  interest  of  public  health  and  safety, 
placing  responsibility  upon  the  operators  of  charter  bus 
lines  for  notification  of  involved  officials  police,  parks 
departments,  and  public  health  aut horities,  in  order  t<> 
assure  adequate  facilities  for  the  accommodation  of  large 
numbers  of  chartered  bus  passengers  transported  to,  and 
concentrated  in  local  areas,  as  well  as  the  responsibility 
for  the  selection  of  the  location  for  loading  and  discharge 
of  passengers  to  an  area. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman 

Your  reference  committee  recommends  that  Resolution 
78-27  be  referred  to  the  Council  for  referral  to  the  proper 
committee. 

. . . The  House  after  discussion  voted  to  ADOPT  and 
REFER  Resolution  78-27  to  the  Council  for  referral  to 
the  proper  committee  . . . 

Resolution  78-30.  Patients’  Free  Choice  of  Physi- 
cians 

Introduced  by  Medical  Society  of  the  County  of  Queens 
Whereas,  All  sick  persons  are  entitled  to  free  choice 
of  physicians  under  the  equal  protection  clauses  of  the 
law;  and 

Whereas,  Any  plans  which  deny  free  choice  of  phy 
sicians  by  using  discriminatory  methods  of  reimburse 
ment  to  nonparticipating  physicians  are  clearly  combi 
nations  in  restraint  of  trade;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  legislation  to  disapprove  any  plans  which 
deny  free  choice  of  physicians  by  using  discriminatory 
methods  of  reimbursement  to  nonparticipating  physi- 
cians since  they  are  clearly  combinations  in  restraint  of 
trade;  and  be  it  further 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  commence  litigation  immediately  to  void  the 
discriminatory  provisions  of  such  contracts. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  l egal  Matters  The  following  report  was  pre- 
senter) by  William  P Clark,  M l)  , Chairman 

The  , losition  of  the  Medical  Society  of  the  State  of  New 
York  in  support  of  this  stand  was  clearly  expressed  in 
amended  Resolution  77-48  adopted  by  the  1977  House  of 
1 )elegates. 

A test  case  has  already  been  instituted  by  the  Monroe 
County  Medical  Society  in  regard  to  this  matter.  This 
litigation  has  not  yet  been  resolved. 

Your  reference  committee  recommends  that  Resolution 
78-90  be  referred  to  the  Council  for  consideration  pending 
the  outcome  of  this  litigation. 

The  House  voted  to  REFER  Resolution  78-30  to  the 
Council  for  consideration  pending  outcome  of  litigation 
instituted  by  the  Monroe  County  Medical  Society 

Resolution  78-17.  Malpractice  Panels 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  three-man  malpractice  panels  have 
been  in  operation  for  some  time;  and 

Whereas  There  presently  exists  a situation  whereby 
physicians  who  serve  on  these  panels  are  being  called  as 
expert  witnesses  in  subsequent  trials,  not  to  testify  as  to 
the  findings  of  the  panel,  but  as  experts  to  the  facts  of 
the  case  involved;  and 

Whereas,  This  situation  results  from  the  personal 
decisions  of  certain  Supreme  Court  Judges  and  the  Ad- 
ministration  Judge  for  the  panels  Statewide;  and 
Whereas,  This  situation  is  not  a result  of  the  language 
specific  in  the  law  itself,  nor  was  this  procedure  intended 
when  the  law  was  passed;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  further  clarification  via  a change  in  the 
law,  or  from  the  judiciary,  in  regard  to  the  specific  lan- 
guage of  the  law  covering  physicians  who  serve  on  mal- 
practice panels  and  are  called  as  expert  witnesses  in 
subsequent  trials;  and  be  it  further 

Resolved,  That,  failing  such  clarification,  physicians 
withdraw  their  participation  from  the  malpractice  panel 
program. 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters  The  following  report  was  pre- 
sented by  William  P Clark,  M.D.,  Chairman. 

Testimony  given  indicated  that  continued  participation 
in  malpractice  panels  is  vital  to  all  physicians.  Your  ref- 
erence committee  invites  the  attention  of  the  House  to  the 
MSSNY  1979  State  Legislation  Program  which  recom- 
mends that  the  Judiciary  Law  be  amended  to  prevent  a 
physician  panelist  of  a medical  malpractice  panel  from 
being  cross-examined  as  a witness  at  the  trial  of  the  same 
malpractice  case.  Therefore,  your  reference  committee 
recommends  deletion  or  the  second  Resolved. 

Your  reference  committee  recommends  that  Resolution 
78-47  be  adopted  as  amended  by  the  deletion  of  the  second 
resolved. 

. . . The  House  voted  to  ADOPT  Resolution  78-47  as 

AMENDED 
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Resolution  78-49,  New  York  Medical  Political  Ac- 
tion Committee  { NYMPAC ) 

Introduced  by  Fifth  District  Branch 

Whereas,  The  untiring  efforts  of  the  Committee  on 
State  Legislation  of  the  Medical  Society  of  the  State  of 
New  York  have  not  been  able  to  obtain  the  desired  ob- 
jectives at  the  State  Legislature  in  Albany;  and 

Whereas,  The  voluntary,  part-time  efforts  of  the 
Committee  on  State  Legislation  deserve  the  appreciation 
of  the  membership;  and 

Whereas,  Our  Albany  efforts  have  been  hampered 
appreciably  by  lack  of  a PAC  movement;  and 

Whereas,  The  formation  of  the  New  York  Medical 
Political  Action  Committee  (NYMPAC)  presents 
promising  avenues  for  the  adoption  of  our  legislative 
aims;  and 

Whereas,  An  operation  with  the  size  and  potential  for 
the  future  success  of  NYMPAC  requires  a full-time  ef- 
fort; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  to  the^Iew  York  Medical  Polit- 
ical Action  Committee  (NYMPAC)  organization  that 
consideration  be  given  to  the  advisability  of  adminis- 
tration by  a full-time  staff,  knowledgeable  in  political 
matters  in  the  State  of  New  York. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

The  above  matter  has  been  considered  by  the  New  York 
Medical  Political  Action  Committee  and  will  be  imple- 
mented when  considered  feasible  by  this  organization. 

Your  reference  committee  recommends  that  Resolution 
78-49  be  adopted. 

. . . The  House  voted  to  ADOPT  Resolution  78-49  . . . 

Resolution  78-63,  Political  Action  Committee 

1)  Amalgamation  of  both  State  and  Federal  Polit- 
ical Action  Committees  ( PACs ) 

2)  Full-Time  Executive  Director  of  New  Political 

Action  Committee  ( NYMPAC ) 

Introduced  by  Medical  Societies  of  the  Counties  of  Gen- 
esee, Niagara,  and  Orleans. 

Whereas,  During  the  past  year  it  has  been  demon- 
strated that  political  action  for  physicians  in  New  York 
State  is  on  a sound  financial  basis  as  long  as  the  Medical 
Society  of  the  State  of  New  York  continues  to  add  the 
line,  “Voluntary  Contribution  to  Political  Action”  on 
their  billings;  and 

Whereas,  This  sound  financial  basis  allows  the  PACs 
to  be  completely  independent  of  MSSNY,  which  pre- 
cludes the  need  for  two  separate  and  distinct  political 
action  committees  — one  for  State  and  one  for  Federal 
complaints;  and 

Whereas,  This  independence  eliminates  the  danger 
of  any  entanglement  of  MSSNY,  either  illegal  or  un- 
ethical, due  to  the  complexities  of  State  and  Federal 
election  laws;  and 

Whereas,  There  is  need  for  full-time  staff,  as  with  any 
volunteer  organization  with  annual  receipts  in  excess  of 
$200,000.,  and  the  potential  for  considerably  more; 
and 

Whereas,  There  is  need  for  continuing  membership 
solicitation  which  could  be  more  effectively  implemented 
by  full-time  staff;  and 


Whereas,  There  is  great  need  for  continuing  political 
education  so  that  contributing  members  can  become 
more  effective  political  activists;  and 

Whereas,  There  is  a great  need  for  public  relations 
and  dissemination  of  information  to  PAC  members, 
which  function  can  only  be  properly  accomplished  with 
the  assistance  of  full-time  staff;  therefore  be  it 

Resolved,  That  for  cont  inuing  inclusion  of  the  line, 
“Voluntary  Contribution  to  Political  Action”  on 
MSSNY  billings,  this  house  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  mandate  the  fol- 
lowing: 

1)  Amalgamation  of  both  the  New  York  Medical 
Political  Action  Committee  (NYMPAC)  and  the 
Empire  Medical  Political  Action  Committee 
(EMPAC)  into  one  political  action  committee. 

2)  The  new  PAC  (NYMPAC)  initially  employ  a 
full-time  Executive  Director  with  a secretary 
who  will  implement  the  premises  enumerated 
in  the  above  5th,  6th,  and  7th  whereases;  and  be 
it  further 

Resolved,  That  the  House  of  Delegates  annually 
evaluate  the  effectiveness  of  the  Political  Action  Com- 
mittee before  approving  inclusion  of  the  line,  “Voluntary 
Contribution  to  Political  Action”  on  MSSNY  billings. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

While  your  reference  committee  was  in  agreement  with 
many  of  the  ideas  expressed  in  this  resolution  as  being 
eventually  desirable,  it  was  felt  that  to  mandate  this  action 
at  this  time  would  be  both  premature  and  unwise. 

Your  reference  committee  recommends  that  Resolution 
78-63  be  not  adopted. 

. . . The  House  voted  to  NOT  ADOPT  Resolution 
78-63  . . . 

Resolution  78-55,  Review  of  Hospital  and  Nursing 
Home  Regulations 

Introduced  by  Broome  County  Medical  Society 

Whereas,  Hospitals  and  nursing  homes  are  subject 
to  conflicting  duplicative,  nonproductive  regulations 
from  a variety  of  regulatory  agencies;  and 

Whereas,  Medical  care  costs  are  significantly  in- 
creased by  these  regulations;  and 

Whereas,  Physicians  are  consistently  the  target  of 
blame  by  these  agencies  for  increasing  medical  care  costs; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  through  appropriate  legislative  proposals 
and/or  executive  action  provide  for: 

a.  review  of  present  hospital  and  nursing  home 
regulations  in  regard  to  consistency,  cost  impact, 
and  effectiveness, 

b.  encouragement  of  corrective  legislative  action 
when  discovering  costly,  duplicative,  and  non- 
productive regulations; 

and  be  it  further 

Resolved,  That  regarding  future  regulations,  any 
legislative  proposal  should  also  include: 

a.  that  an  Economic  Impact  Statement  should  be 
a part  of  any  regulation  promulgated  by  any 
regulatory  agency, 

b.  that  all  regulatory  agencies  be  required  to  pub- 
lish their  proposed  regulations  with  adequate 
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time  for  review  and  comment  by  those  af- 
fected, 

c.  that  a mechanism  he  established  for  prompt 
corrective  action  when  it  is  found  that  proposed 
regulations  w ill  have  a serious  adverse  effect  on 
those  who  myst  comply. 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters  The  following  report  was  pre- 
sented by  William  1\  Clark,  M l).,  Chairman. 

Your  reference  committee  recognizes  that  physicians  are 
constantly  the  target  of  blame  for  increasing  medical  costs, 
where  in  fact  a host  of  conflicting  duplicative  and  non- 
productive regulations  from  a variety  of  regulatory  agen- 
cies, especially  regarding  hospitals  and  nursing  homes,  are 
mainly  responsible.  While  recognizing  the  importance  of 
cost  containment  to  the  entire  medical  profession,  the 
specific  methods  of  achieving  these  ends  should  be  care- 
fully worked  out. 

Your  reference  committee  recommends  that  Resolution 
78-55  be  referred  to  the  Council  for  referral  to  the  proper 
committee. 

. . . The  House  voted  to  ADOPT  Resolution  78-55 

Resolution  78-56,  Identification  of  Unit  Medications 
(pills,  capsules,  etc.)  by  a Uniform  National  Drug 
Code  Number 

Introduced  by  Medical  Society  of  the  County  of  Kings 

Whereas,  The  present  Federal  Drug  Listing  Law  of 
1972  requests  but  does  not  require  that  the  National 
Drug  Code  Number  (NDC  # ) be  placed  on  the  bottles 
containing  pills  and  capsules,  etc.,  of  prescription 
drugs,  but  not  on  the  unit  of  medication  itself;  and 
Whereas,  The  proliferation  of  generic  drugs  by  various 
manufacturers  without  uniform  identification  charac- 
teristics such  as  color,  shape,  size,  etc.,  of  the  unit 
medications  has  not  permitted  direct  identification  of 
the  contents  of  such  pills,  capsules,  etc.;  and 

Whereas,  Ready  identification  of  such  unit  medica- 
tions would  assist  the  physician  in  the  treatment  of  pa- 
tients with  prescription  drug  overdosages;  with  patiept 
difficulties  in  following  prescribed  medication  schedules; 
and  with  patient  compliance,  and  would  further  reduce 
the  probability  of  drug  administration  errors;  and 
Whereas,  Imprinting  of  the  National  Drug  Code 
Number  (NDC  #)  on  each  pill  or  pill  capsule,  etc., 
would  not  significantly  add  to  manufacturing  costs, 
nor  to  the  cost  of  the  medication  to  the  patient,  and 
would  be  in  the  public  interest;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  Federal  legislators  and  admin- 
istrators enact  legislation  requiring  that  all  unit  medi- 
cations such  as  pills,  capsules,  ampules,  etc.,  manufac- 
tured and  sold  for  human  consumption,  be  required  to 
have  clearly  imprinted  upon  each,  the  uniform  National 
Drug  Code  Number  (NDC  # ) for  easy  and  ready  iden- 
tification of  the  drug  contents  of  such  medication  units; 
and  be  it  further 

Resolved,  That  this  resolution  be  presented  at  the 
next  meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  for  proper  implementation. 

The  reference  committee  amended  the  first  Resolved  of 
Resolution  78-56  by  the  deletion  of  the  words  “request 
that”  and  insertion  of  the  word  "seek”  by  substituting  the 


word  "legislation”  for  the  word  "legislators;”  and  by  the 
deletion  of  the  words  “and  administrators  enact  legisla- 
tion.” The  first  Resolved  would  then  read  as  follows: 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  seek  Federal  legislation  requiring  that  all  unit 
medications  such  as  pills,  capsules,  ampules,  etc.,  man- 
ufactured and  sold  for  human  consumption,  be  required 
to  have  clearly  imprinted  upon  each,  the  uniform  Na- 
tional Drug  Code  Number  (NIX'  # ) for  easy  and  ready 
identification  of  the  drug  contents  of  such  medication 
units;  and  be  it  further 


Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters  The  following  report  was  pre- 
sented by  William  P.  Clark,  M l).,  Chairman . 

Your  reference  committee  recommends  that  Resolution 
78-56  be  adopted  as  amended. 

. . . The  House  voted  to  ADOPT  Resolution  78-56  as 

AMENDED 


Resolution  78-57,  Equitable  Risk  Classifications  in 
Medical  Liability  Premiums 

Introduced  by  Medical  Society  of  the  County  of  Kings 
Whereas,  The  risk  of  medical  malpractice  action  to 
any  particular  category  of  physicians  is  a variable  and 
dynamic  situation  requiring  frequent  study  and 
updating  of  loss  experience  data;  and 

Whereas,  There  is  general  agreement  that  medical 
liability  insurance  premiums  should  reflect  the  actual 
cost  and  risk  of  providing  insurance  to  any  particular 
category  or  group;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  concept  that  premium  schedules 
for  medical  liability  insurance  be  based  on  the  actual  cost 
and  risk  of  providing  that  insurance  to  each  individual 
group  or  category;  and  be  it  further 

Resolved,  That  this  resolution  be  presented  at  the 
next  meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  for  adoption. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

Because  the  principles  embodied  in  this  resolution  have 
been  and  are  being  carried  out  in  the  State  of  New  York, 
this  resolution  is  unnecessary. 

Your  reference  committee  recommends  that  Resolution 
78-57  be  not  adopted. 

. . . The  House  voted  to  allow  the  introducer  of  the  res- 
olution to  WITHDRAW  Resolution  78-57 . . 


Resolution  78-58,  Provision  of  Information  on  the 
Vote  of  State  Legislators  and  Action  of  the  Governor 
on  Health  Care  Legislation 

Introduced  by  Medical  Society  of  the  County  of  Kings 
Whereas,  It  is  imperative  for  physicians  to  know  the 
position  of  the  Medical  Society  of  the  State  of  New-  York 
on  important  matters  pertaining  to  health  legislation 
acted  on  by  the  State  Legislature  and  the  Governor; 
and 

Whereas,  It  is  equally  important  for  physicians  in  all 
State  Senate  and  Assembly  districts  to  be  aware,  at 
election  time,  of  the  records  of  their  representatives  in 
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the  Assembly  and  Senate,  as  well  as  the  action  of  the 
Governor  on  these  important  issues;  therefore  be  it 
Resolved,  That  the  Committee  on  State  Legislation 
of  the  Medical  Society  of  the  State  of  New  York  which 
is  charged  with  the  responsibility  of  making  known  the 
position  of  the  Medical  Society  of  the  State  of  New  York 
regarding  such  health  legislation,  also  collect  details  of 
the  votes  of  each  State  Assemblyman  and  Senator,  as 
well  as  the  actions  of  the  Governor,  and  publish  and 
distribute  this  list  to  the  membership  at  least  two 
months  before  scheduled  elections  of  these  public  offi- 
cials. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

The  provisions  of  this  resolution  are  already  being  car- 
ried out  in  New  York  State,  and  testimony  heard  indicated 
to  the  reference  committee  that  a voting  record  alone  is  an 
insufficient  means  of  assessing  a legislator’s  work  with 
respect  to  matters  that  concern  the  Medical  Society  of  the 
State  of  New  York. 

Your  reference  committee  recommends  that  Resolution 
78-58  be  not  adopted. 

. . . The  House  after  discussion  voted  to  NOT  ADOPT 
Resolution  78-58  . 


Resolution  78-61,  Automobile  Child  Restraint  Sys- 
tem Usage  La  w 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Section  on 
Orthopedic  Surgery 

Whereas,  Fifteen  hundred  children  under  the  age  of 


five  are  killed  each  year  in  the  United  States;  and 
Whereas , The  majority  of  deaths  of  small  children  can 
be  prevented  by  the  use  of  suitable  child  restraint  sys- 
tems; and 

Whereas,  The  State  of  Tennessee  enacted  a child  re- 
straint law  which  became  effective  on  January  1 , 1978; 
and 

Whereas,  Senator  John  Caemmerer  and  the  staff  of 
the  New  York  State  Senate  Committee  on  Transporta- 
tion are  preparing  a hill  which  will  require  that  infants 
and  young  children  be  protected  with  suitable  restraint 
systems  while  riding  in  automobiles;  and 

Whereas,  A child  restraint  law  might  demonstrate  the 
value  of  restraint  systems  to  adults,  making  possible 
enactment  of  an  automobile  adult  safety  belt  law  in  New 
York  State;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  and  support  Senator  John  Caem- 
merer and  his  staff  in  their  efforts  to  enact  an  automobile 
child  restraint  system  usage  law. 

Report  of  Reference  Committee  on  Governmental  Af- 
fairs and  Legal  Matters:  The  following  report  was  pre- 
sented by  William  P.  Clark,  M.D.,  Chairman. 

Your  reference  committee  was  in  agreement  with  the 
intent  of  this  resolution  since  it  is  clearly  important  to  the 
health  and  safety  of  children  who  are  at  considerable 
risk. 

Your  reference  committee  recommends  that  Resolution 
78-61  be  adopted. 

. . . The  House  voted  to  ADOPT  Resolution  78-61  . . . 

. The  House  voted  to  ADOPT  the  reference  com- 
mittee report  as  acted  upon  by  the  House  . . . 
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PROPOSED  AMENDMENTS  TO 
THE  BYLAWS 

Proposed  amendments  to  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  were  referred  to  the 
House  Committee  on  Bylaws  and  will  be  acted  upon  at  the 
1979  Annual  Meeting  of  the  House  of  Delegates. 

The  proposed  amendments  to  the  Bylaws  are  as  fol- 
lows: 

Resolution  7S-I.  Direct  Flection  of  Councilors  by 
District  Branches 

Introduced  by  Eighth  District  Branch 

Whereas,  An  ad  hoc  committee  of  the  House  of  Del- 
egates in  1975  studied  the  matter  of  direct  election  of 
councilors  by  members  of  the  District  Branches,  and 
recommended  that  they  be  so  elected;  and 

Whereas,  The  ad  hoc  committee  to  that  end  recom- 
mended that  the  Council  be  increased  to  16  members, 
allocated  as  follows: 

District  1 New  York  and  Richmond  9.  Kings  1, 
Queens  1,  Bronx  1 
District  2 Nassau  1,  Suffolk  1 
District  3 8 1 councilor  each 

District  9 - 2 councilors 

therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  l,  paragraph  I of 
the  Bylaws  to  effect  direct  election  of  councilors  by 
District  Branches  by  deleting  the  number  “12”  and  in- 
serting the  number  “16”;  deleting  the  words  “elected 
by  the  House  of  Delegates”  and  inserting  the  following: 
“nominated  and  elected  by  the  members  of  the  Dis- 
trict Branches  which  they  are  to  represent.  The  16 
councilors  shall  be  allocated  to  the  District  Branches 
as  follows: 

District  1 - New  York  and  Richmond  3,  Kings  1, 

Queens  1,  Bronx  1 
District  2 - Nassau  1,  Suffolk  1 

District  3-8  - 1 councilor  each 
District  9 - 2 councilors 

Article  IV,  Section  1,  paragraph  1 would  then  read  as 
follows: 

The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
assistant  treasurer,  speaker,  vice-speaker,  chairman 
of  the  Board  of  Trustees,  and  16  councilors  nominat- 
ed and  elected  by  the  members  of  the  District 
Branches  which  they  are  to  represent.  The  16  coun- 
cilors shall  be  allocated  to  the  District  Branches  as 
follows: 

District  1 - New  York  and  Richmond  3,  Kings  1. 

Queens  1.  Bronx  1 
District  2 - Nassau  1,  Suffolk  1 

District  3-8  - 1 councilor  each 
District  9 - 2 councilors 

and  be  it  further 

Resolved.  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  III,  Section  2,  paragraph  2 of 
the  Bylaws  by  deleting  the  word  “councilors.”  Article 
III.  Section  2,  paragraph  2 would  then  read  as  follows: 


“It  shall  elect  the  officers  and  trustees  of  the  State 

Society  and  the  delegates  to  the  American  Medical 

Association.” 
and  be  it  further 

Resolved.  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  bv  deleting 
paragraph  3 of  the  Bylaws  which  reads  as  follows: 
“Four  councilors  shall  e elected  annually  by  the 
House  of  I )elegates,  each  for  a term  of  t hree  years.  I n 
the  event  of  a vacancy,  a councilor  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the 
House  of  Delegates,  at  which  time  the  House  of  Dele- 
gates shall  elect  a councilor  to  (ill  the  unexpired 
term.” 

and  be  it  further 

Resolved.  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1 by  deleting 
paragraph  6 of  the  Bylaws  which  reads  as  follows: 
"Councilors  shall  be  assigned  to  specific  county  so- 
cieties as  liaison  for  the  Council  in  accordance  with  the 
provisions  of  Article  V,  Section  2.  Councilors  shall  be 
required  to  disseminate  information  of  Council  activi- 
ty as  well  as  returning  information  to  the  Council,  and 
shall  report  regularly  to  the  Council  on  their  activity.” 
and  be  it  further 

Resolved.  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV.  Section  2 by  deleting 
paragraph  8 of  the  Bylaws  which  reads  as  follows: 
“The  Council  shall,  by  written  notice,  inform  the  com- 
ponent county  medical  societies  of  the  specific  Coun- 
cilor assigned  to  it  as  liaison  with  the  Council.” 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  V,  Section  2 by  deleting  para- 
graph 8 of  the  Bylaws  which  reads  as  follows:  “He 
shall  assign  Councilors  as  liaison  between  the  Council 
and  specific  county  medical  societies  for  the  purpose  of 
the  dissemination  of  information  to  such  societies.” 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  VIII.  paragraph  1 of  the  By- 
laws by  deleting  the  word  “councilors.”  Article  VIII 
paragraph  1 would  then  read  as  follows: 

"As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- 
cers and  trustees  of  the  Medical  Society  of  the  State  of 
New  York,  and  the  delegates  to  the  American  Medical 
Association  shall  be  nominated  and  elected.” 
and  be  it  further 

Resolved,  That  the  changes  affected  by  this  resolu- 
tion shall  take  effect  for  the  election  of  councilors  to 
the  Medical  Society  of  the  State  of  New  York  which  is 
held  in  the  year  1979,  but  that  as  to  incumbents  it  shall 
take  effect  as  their  terms  expire  until  all  16  councilors 
allocated  to  the  District  Branches  shall  have  been 
elected  by  the  members  of  the  District  Branches  they 
are  to  represent, 
and  be  it  further 

Resolved,  That  the  Council  shall  establish,  after 
consultation  with  the  president  of  each  District 
Branch,  standing  rules  governing  the  method  and  pro- 
cedures to  be  followed  by  each  District  Branch  in  nom- 
inating and  electing  the  councilor  or  councilors  to 
which  it  is  entitled. 
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Resolution  7S-2,  Annual  Remuneration  for  Presi- 
dent and  President-Elect  of  MSSNY 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  demands  on  the  time  and  the  person- 
al financial  resources  of  the  president  and  president- 
elect of  MSSNY  are  enormous;  and 

Whereas,  The  current  per  diem  paid  to  the  presi- 
dent and  president-elect  is  inadequate;  and 

Whereas,  This  financial  sacrifice  to  the  president 
and  president-elect  should  not  serve  as  a deterrent  to  a 
physician  who  wishes  to  seek  these  offices;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  should  be  amended  to  accommo- 
date this  change;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  by  deleting  para- 
graph 2 of  Article  XVI,  “Expenses,”  which  reads  as  fol- 
lows: “The  president  and  the  president-elect  shall  be 
allowed  a per  diem  and  expenses  when  engaged  on  offi- 
cial business.  The  amount  of  the  per  diem  shall  be  set 
by  the  House  of  Delegates.”  and  substituting  the  fol- 
lowing new  paragraph: 

The  president  and  president-elect  shall  be  paid  an 
annual  remuneration  of  $50,000  and  $25,000  respec- 
tively, and  expenses  when  engaged  on  official  busi- 
ness. Any  change  in  the  amount  of  their  annual 
remuneration  shall  be  established  by  the  House  of 
Delegates. 


Resolution  78-3,  Lowering  of  Dues  and  Assess- 
ments Levied  for  Active  Members  of  the  Medical  So- 
ciety of  the  State  of  New  York  in  Residency 
Training 

Introduced  by  Medical  Society  of  the  County  of  Erie 

Whereas,  Physicians  in  residency  training  are  re- 
quired to  pay  the  same  dues  that  are  paid  by  physi- 
cians in  private  practice  who  have  been  graduated 
from  medical  school  not  more  than  five  calendar  years; 
and 

Whereas,  A reduction  in  dues  payable  by  physicians 
in  residency  training  would  in  all  probability  make  it 
financially  possible  for  them  to  become  members  of 
the  Medical  Society  of  the  State  of  New  York;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  XV,  paragraph  3 of  the  By- 
laws by  deleting  the  phrase  “or  who  have  not  com- 
pleted their  continuous  residency  training”  and  insert- 
ing the  phrase  “The  dues  and  assessments  of  those  ac- 
tive members  who  have  not  completed  their  continu- 
ous residency  training  shall  be  one-tenth  the  amount 
levied  on  all  other  active  members.”  Article  XV,  para- 
graph 3 would  then  read  as  follows: 

The  dues  and  assessments  of  those  active  mem- 
bers who  have  been  graduated  from  medical  or  os- 
teopathic college  not  more  than  five  calendar  years, 
not  counting  active  service  in  the  armed  forces  of  the 
United  States  or  in  the  United  States  Public  Health 
Service,  shall  be  one-third  the  amount  levied  on  all 
other  active  members.  The  dues  and  assessments  of 
those  active  members  who  have  not  completed  their 
continuous  residency  training  shall  he  one-tenth  the 
amount  levied  on  all  other  active  members.  In  nq 
case  may  an  active  physician  continue  to  pay  such 
reduced  dues  more  than  seven  years  after  the  date  of 
graduation  from  medical  or  osteopathic  school.” 


Resolution  78-4.  Nominations  of  Candidates  for 
Elective  Offices  of  the  Medical  Society  of  the  State  of 
New  York 

Introduced  by  Medical  Society  of  the  County  of  Kings 
Whereas,  Each  year  county  medical  societies  are  re- 
quested to  submit  names  of  candidates  for  various 
elective  offices  in  the  Medical  Society  of  the  State  of 
New  York;  and 

Whereas,  County  medical  societies  are  best  able  to 
recommend  those  physicians  whom  they  consider  best 
qualified  to  represent  them  in  said  positions;  and 
Whereas,  The  Nominating  Committee  of  the  Medi- 
cal Society  of  the  State  of  New  York  is  constitutionally 
the  only  body  which  makes  judgments  and  recommen- 
dations for  offices;  and 

Whereas,  In  the  past  the  Nominating  Committee  of 
the  Medical  Society  of  the  State  of  New  York  has,  at 
times,  disregarded  the  recommendations  of  the  county 
medical  societies,  therefore  making  their  request  for 
candidates  a sham;  therefore  be  it 

Resolved,  That  Article  XI,  Section  2,  paragraph  2 
of  the  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  be  amended  by  inserting  the  phrase  “When 
the  Nominating  Committee  of  the  Medical  Society  of 
the  State  of  New  York  selects  candidates  from  a par- 
ticular county  medical  society  for  an  elective  office, 
such  selection  shall  be  limited  to  the  names  submitted 
by  the  county  medical  society  for  that  position.”  Arti- 
cle XI,  Section  2,  paragraph  2 would  then  read  as  fol- 
lows: 

In  the  event  that  a member  of  the  Nominating 
Committee  who  has  been  selected  as  the  representa- 
tive of  a particular  district  branch  (or  his  alternate) 
shall  be  unable  to  attend  the  meeting  of  this  com- 
mittee, the  president  shall  appoint  an  at  large  mem- 
ber, from  the  district  branch  whose  representative  is 
absent,  to  represent  the  interests  of  that  district  on 
the  Nominating  Committee.  It  shall  be  the  duty  of 
this  committee  to  propose  and  nominate  members  of 
the  Medical  Society  of  the  State  of  New  York  for  all 
vacancies  to  be  filled  at  the  ensuing  annual  meeting 
of  the  House  of  Delegates.  When  the  Nominating 
Committee  of  the  Medical  Society  of  the  State  of 
New  York  selects  candidates  from  a particular  coun- 
ty medical  society  for  an  elective  office,  such  selec- 
tion shall  be  limited  to  the  names  submitted  by  the 
county  medical  society  for  that  position.  These  rec- 
ommendations shail  be  made  to  the  House  of  Dele- 
gates in  the  same  manner  as  prescribed  in  Article  X, 
Section  1,  paragraph  2.” 


Resolution  78-5,  Further  Clarification  of  the 
Function  of  the  Council  of  the  Medical  Society  of  the 
State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  Pursuant  to  Article  IV  of  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York,  the 
Council  is  designated  as  the  policy  making  body  of  the 
Society  when  the  House  of  Delegates  is  not  in  session; 
and 

Whereas,  Although  all  of  its  actions  between  meet- 
ings of  the  House  of  Delegates  are  decisive  and  final, 
these  are  subject  to  review  by  the  House  of  Delegates 
which  has  the  authority  to  rescind  any  and  all  actions 
of  the  Council;  and 
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Whereas,  The  Not-For-Profit  Corporation  Law  is 
the  New  York  State  statute  which  governs  the  actions 
of  corporations  such  as  medical  societies,  and  this  stat- 
ute makes  reference  throughout  to  executive  com- 
mittees and  their  functions;  and 

Whereas,  The  Council  does  in  fact  act  as  the  execu- 
tive committee  of  the  House  of  Delegates;  therefore  he 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  introductory  paragraph  of  Arti- 
cle IV,  “Council”  of  the  Bylaws  by  the  insertion  of  the 
following  sentence:  "The  Council,  therefore,  is  in  fact 
the  executive  committee  of  the  House  of  Delegates.” 
The  introductory  paragraph  of  Art  icle  IV,  “Council"  of 
the  Bylaws  would  then  read  as  follows: 

There  shall  be  a Council  which  shall  exercise  all 
the  rights  and  duties  of  the  House  of  Delegates,  con- 
sistent with  the  Bylaws  of  the  State  Society,  when 
the  House  of  Delegates  is  not  in  session.  The  Coun- 
cil, therefore,  is  in  fact  the  executive  committee  of 
the  House  of  Delegates. 


Resolution  7H-7,  Retirement 

Introduced  by  Fifth  District  Branch 

Whereas,  The  current  retirement  age  for  active 
members  of  the  Medical  Society  of  the  State  of  New 
York  is  70  or  75  years;  and 

Whereas,  The  number  of  physicians  retiring  at  age 
65  is  increasing;  and 

Whereas,  These  physicians  retiring  from  practice  at 
age  65  should  not  be  required  to  pay  dues  for  an  addi- 
tional five  or  ten  years;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  I,  paragraph  6 of 
the  Bylaws  by  the  deletion  of  the  following:  “who  has 
completely  withdrawn  from  the  active  practice  of  med- 
icine and  who  has  been  a member  in  good  standing  for 
the  ten  consecutive  years  prior  to  the  attainment  of  the 
age  of  70  years  or  an  active  member  in  good  standing 
who  continues  the  active  practice  of  medicine  and  who 
has  been  a member  in  good  standing  for  the  ten  consec- 
utive years  prior  to  the  attainment  of  the  age  of  75 
years  or  an  active  member  in  good  standing  for  ten 
consecutive  years  or  more  who  is  permanently  dis- 
abled, may  apply  for  life  membership.  The  House  of 
Delegates  or  the  Council  may  waive  the  requirements 
in  a proper  case  where  there  appear  to  be  extenuating 
circumstance.”;  and  inserting  the  following:  “for  the 
five  consecutive  years  before  reaching  the  age  of  65 
years  and  fully  retired  from  all  professional  income 
produced  activities,  unless  there  are  extenuating  rea- 
sons such  as  illness,  or  an  active  member  in  good  stand- 
ing for  five  consecutive  years  or  more  who  is  perma- 
nently disabled,  may  apply  for  life  membership.” 
Article  II,  Section  I,  paragraph  6 of  the  Bylaws 
would  then  read  as  follows: 

An  active  member  in  good  standing  for  the  five 
consecutive  years  before  reaching  the  age  of  65  years 
and  fully  retired  from  all  professional  income  pro- 
ducing activities,  unless  there  are  extenuating  rea- 
sons such  as  illness,  or  an  active  member  in  good 
standing  for  five  consecutive  years  or  more  who  is 
permanently  disabled,  may  apply  for  life  member- 
ship. He  shall  apply  for  such  life  membership  to  the 


component  county  medical  society  of  which  he  is  a 
member.  His  application  shall  be  governed  by  the 
constitution  and  bylaws  of  the  component  county 
medical  society  relative  to  active  membership. 


Resolution  7H-H,  Election  of  Councilors  of  the 
Medical  Society  of  the  State  of  New  York  by  Dis- 
tricts 

Introduced  by  Fifth  District  Branch 

Whereas,  More  direct  responsibility  and  represen- 
tation to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  is  important;  and 

Whereas,  This  would  improve  two-way  communica- 
tion and  responsiveness  between  the  State  and  county 
medical  societies;  and 

Whereas,  This  would  strengthen  and  improve  the 
importance  of  the  individual  districts  of  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  principle  that  the  members  of 
the  Council  be  elected  by  each  district;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  1 of 
the  Bylaws  by  the  insertion  of  the  phrase  “elected  by 
the  House  of  Delegates”;  the  deletion  of  the  words 
"House  of  Delegates”  and  the  insertion  of  the  words 
“District  Branches.”  Article  IV,  Section  1,  paragraph 
1 of  the  Bylaws  would  then  read  as  follows: 

The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
assistant  treasurer,  speaker,  vice-speaker,  and  chair- 
man of  the  Board  of  Trustees  elected  by  the  House 
of  Delegates  and  twelve  councilors  elected  by  the 
District  Branches.”;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  3 of 
the  Bylaw's  by  deletion  of  the  words  “House  of  Dele- 
gates”; insertion  of  the  words  “District  Branches”;  de- 
letion of  the  word  “Council”;  insertion  of  the  phrase 
“District  Branch  to  fill  the  unexpired  term”  and  the 
deletion  of  the  phrase  “to  serve  until  the  next  meeting 
of  the  House  of  Delegates,  at  which  time  the  House  of 
Delegates  shall  elect  a councilor  to  fill  the  unexpired 
term.”  Article  IV,  Section  1,  paragraph  3 of  the  By- 
laws would  then  read  as  follows: 

Four  councilors  shall  be  elected  annually  by  the 
District  Branches,  each  for  a term  of  three  years.  In 
the  event  of  a vacancy,  a councilor  shall  be  elected 
by  the  District  Branch  to  fill  the  unexpired  term; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  VIII,  paragraph  1 of  the  By- 
laws by  the  deletion  of  the  word  “councilors.”  Article 
VIII,  paragraph  1 of  the  Bylaws  would  then  read  as  fol- 
lows: 

As  the  first  business  of  the  last  scheduled  session 
of  the  annual  meeting  of  the  House  of  Delegates,  the 
officers  and  trustees  of  the  Medical  Society  of  the 
State  of  New  York,  and  the  delegates  to  the  Ameri- 
can Medical  Association  shall  be  nominated  and 
elected;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
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New  York  amend  Article  VIII,  paragraph  2 of  the  By- 
laws by  the  deletion  of  the  words  “the  Council’’  and 
“councilor.”  Article  VIII,  paragraph  2 of  the  Bylaws 
would  then  read  as  follows: 

A member  of  the  Medical  Society  of  the  State  of 
New  York  who  is  in  arrears  for  component  county 
medical  society  dues  or  State  Society  dues  or  assess- 
ments shall  not  be  eligible  for  nomination  to  any  of- 
fice, the  Board  of  trustees,  or  as  a delegate  to  the 
American  Medical  Association,  or  entitled  to  vote 
for  any  officer,  trustee,  or  delegate. 


Resolution  78-f),  AMA  Membership  Requirements 
for  Delegates  to  the  Medical  Society  of  the  State  of 
New  York 

Introduced  by  Seventh  and  Eighth  District  Branches 
Whereas,  The  Medical  Society  of  the  State  of  New 
York  is  a constit  uent  association  of  the  American  Med- 
ical Association;  and 

Whereas,  The  apportionment  of  delegates  of  the 
AMA  from  each  state  association  is  one  delegate  for 
each  one  thousand  (1000)  or  fraction  thereof  of  Regu- 
lar Members  of  the  American  Medical  Association  . . . ; 
and 

Whereas,  In  order  to  be  eligible  for  membership  in 
the  AMA  House  of  Delegates,  a physician  must  have 
been  a Regular  or  Direct  Member  of  the  American 
Medical  Association  for  at  least  the  two  years  immedi- 
ately preceding  the  meeting  of  the  House  in  which  he  is 
to  serve;  and 

Whereas,  Matters  pertaining  to  policy  of  the  Ameri- 
can Medical  Association  come  before  the  Medical  Soci- 
ety of  the  State  of  New  York  House  of  Delegates  for 
adoption  and  referral  to  the  AMA  House  of  Delegates; 
and 

Whereas,  It  would  therefore  be  logical  and  desirable 
that  delegates  to  the  Medical  Society  of  the  State  of 
New  York  be  members  of  the  American  Medical  Asso- 
ciation; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  III,  Section  I,  paragraph  5 of 
the  Bylaws  by  inserting  the  phrase  “the  American 
Medical  Association.”  Article  III,  Section  I,  paragraph 
5 would  then  read  as  follows: 

A delegate  to  the  House  of  Delegates  shall  not  be 
considered  in  good  standing  or  entitled  to  vote  in  the 
House  of  Delegates  if  the  component  county  medical 
society  by  which  he  was  elected  is  in  default  of  the 
payment  of  any  dues  or  assessments  imposed  by  the 
House  of  Delegates,  and  said  component  county 
medical  society  has  been  duly  notified  of  such  de- 
fault, or  if  such  component  county  medical  society 
shall  at  the  time  be  under  sentence  of  suspension 
imposed  by  the  House  of  Delegates,  or  if  such  dele- 
gate is  not  in  good  standing  in  the  American  Medical 
Association,  the  Medical  Society  of  the  State  of  New 
York,  or  in  the  component  county  medical  society  to 
which  he  belongs.” 


Resolution  78- W,  Interspecialty  Committee  to  be 
Represented  as  a Voting  Member  of  the  Council 

Introduced  by  John  I).  States,  Ml).,  Delegate,  Section  on 
Orthopedic  Surgery 

Whereas,  Representatives  of  various  medical 
specialties  do  not  have  a voice  in  proceedings  of  the 


Council  of  the  Medical  Society  of  the  State  of  New 
York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  provide  that  the  Inter- 
specialty  Committee  be  represented  as  a voting  mem 
ber  of  the  Council  of  the  Medical  Society  of  the  State 
of  New  York. 


It  was  determined  that  the  following  resolution  did  not 
require  a change  in  the  Bylaws.  It  was,  therefore,  referred 
to  the  Council. 

Resolution,  78- 6,  Appointment  of  a Reference 
Committee  on  Bylaws 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  According  to  present  rules  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New 
York,  amendments  to  the  Medical  Society  of  the  State 
of  New  York  Bylaws  are  referred  directly  to  the  House 
Committee  on  Bylaws  without  any  input  or  reaction 
from  the  House  of  Delegates;  and 

Whereas,  The  House  Committee  on  Bylaws  has  in- 
vited input  by  members  of  the  House  during  their  de- 
liberations, and  prior  to  submitting  their  report,  this 
custom  is  not  the  same  as  having  an  adequate  debate 
and  vote  by  the  House  prior  to  submission  to  the 
House  Committee  on  Bylaws;  and 

Whereas,  In  1975,  the  Hughes  Report  was  submit 
ted  to  the  House,  referred  to  a reference  committee, 
amended,  and  the  House  finally  voted  on  the  amended 
recommendations,  prior  to  it  being  referred  to  the 
House  Committee  on  Bylaws;  and 

Whereas,  the  AMA  House  of  Delegates  has  a refer 
ence  committee  on  Constitution  and  Bylaws  to  whom 
all  resolutions  concerning  possible  changes  in  the  By- 
laws are  referred  for  reference  committee  hearings  and 
report  to  the  House;  only  those  resolut  ions  approved 
by  a majority  of  the  House  are  referred  to  the  Council 
on  Constitution  and  Bylaws  for  further  study  and 
drafting  of  the  amendment  in  proper  language  before 
being  resubmitted  to  the  next  meeting  of  the  AMA 
House  of  Delegates,  at  which  time  the  Report  of  the 
Council  on  Constitution  and  Bylaws  is  submitted  di- 
rectly to  the  House,  still  requiring  a two  thirds  vote  by 
the  House  for  adoption;  and 

Whereas,  Creation  of  a similar  reference  committee 
by  the  Medical  Society  of  the  State  of  New  York  House 
of  Delegates  would  not  alter  any  portion  of  Article  X, 
Section  2,  “Committee  on  Bylaws,”  of  our  present  By- 
laws, but  is  intended  to  facilitate  its  function;  and 
Whereas,  A reference  committee  on  Bylaws  would 
be  appointed  and  function  under  the  provisions  of  Ar- 
ticle X,  Section  1,  “Reference  Committees,”  as  do  all 
other  reference  committees;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  appoint  a reference  committee  on  Bylaws 
which  would  function  as  provided  by  Article  X,  Sec- 
tion 1,  “Reference  Committees,”  and  to  which  all  reso- 
lutions concerning  amendments  to  the  MSSNY  By- 
laws would  be  referred.  The  reference  committee  re- 
port would  be  submitted  to  the  House  of  Delegates  in 
the  usual  manner,  but  only  those  resolutions  so  voted 
by  the  House  shall  be  referred  to  the  House  Committee 
on  Bylaws  for  subsequent  act  ion  by  that  Committee  as 
provided  in  Article  X,  Section  2,  “Committee  on  By 
laws.” 
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Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York 


. . . The  Speaker  adjourned  the  House  of  Delegates  on 
Thursday,  October  26,  1 07H,  and  President  Goldmark 
called  the  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  to  order  . . . 

. . . President  Goldmark  introduced  President -Elect 
George  T.  ('.  Way,  who  addressed  the  House  (see  Ad 
dresses  to  the  House,  page  452)  . . . 

. . . President  Goldmark  adjourned  the  annual  meeting 


ELECTIONS 


Tellers 

Tellers  were  the  following: 

Norman  S.  Blackman,  Kings,  Chairman 
Fred  C.  Dalton,  Nassau 
Joseph  Theobald  Doyle,  Albany 
Joseph  R.  Fontanetta,  Kings 
William  C.  Stein,  Niagara 


Nominations 

. . . Speaker  Shanaphy  introduced  George  I..  Collins,  Jr., 
M.D.,  Chairman,  who  presented  the  report  of  the  Nomi- 
nating Committee.  Nominations  from  the  floor  are  indi- 
cated bv  a double  asterisk  . . . 

President 

George  T.  C.  Way,  Dutchess 
President-Elect 

G.  Rehmi  Denton,  Albany 
Vice-President 
Ralph  M.  Schwartz,  Kings 
Secretary 

Bernard  J.  Pisani,  New  York 
Assistant  Secretary 

Victor  J.  Tofany,  Monroe 
Treasurer 

Warren  A.  Lapp,  Kings 
Assistant  Treasurer 

John  A.  Finkbeiner,  New  York 
Speaker 

Joseph  F.  Shanaphy.  Richmond 
Vice-Speaker 

Richard  D.  Eberle,  Onondaga 


Trustees  ( two  for  five  years ) 
George  L.  Collins,  Jr.,  Krie 
Arthur  H.  Diedrick,  Westchester 


Councilors  ( four  for  three  years ) 
Edgar  P.  Berry,  New  York 
Joseph  R.  Fontanetta,  Kings 
George  Lim,  Oneida 
Charles  D.  Sherman,  Jr.,  Monroe 


[ )elef>ates  to  the  AM  A 
Ralph  J.  Argen,  Erie 
Charles  N.  Aswad,  Broome 
Edgar  P.  Berry,  New  York 
John  L.  Clowe,  Schenectady 
Carl  Goldmark,  Jr.,  New  York 
Leonard  L.  Heimoff,  Bronx 
Frederic  W.  Holcomb,  Jr.,  Ulster 
Joseph  J.  Kauf  man,  Wayne 
Robert  A.  Mayers,  Westchester 
Richard  N.  Pierson,  Jr.,  New  York 
Milton  Rosenberg,  Suffolk 
Ralph  M.  Schwartz,  Kings 
Joseph  F.  Shanaphy,  Richmond 
William  C.  Stein,  Niagara** 
George  T.  C.  Way,  Dutchess 


. . . The  nominees  for  president-elect,  vice-president,  secretary,  assistant  secretary,  treasurer,  assistant  treasurer,  speaker, 
vice-speaker,  councilors  (four  for  three  years),  and  trustees  (two  for  five  years)  were  unopposed  and  were  elected  by  a 
single  ballot,  cast  by  the  secretary. 

* ‘Nomination  from  the  tloor 
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Balloting 


. . . Assistant  Secretary  Tofany  called  the  roll  of  members 
of  the  House  who  had  registered  to  vote  as  follows: 

OFFICERS,  COUNCILORS,  TRUSTEES 


Carl  Goldmark,  Jr 
George  T.  C.  Way 
G.  Rehmi  Denton 
Bernard  J.  Pisani 
Victor  J.  Tofany 
Warren  A.  Lapp 
John  A.  Finkheiner 
Joseph  F.  Shanaphv 
Richard  D.  Eberle 


Edgar  P.  Berry 
George  Lim 
Ralph  M.  Schwartz 
Charles  D.  Sherman,  Jr. 
Charles  N.  Aswad 
Kenneth  H.  Eckhert 
Sears  E.  Edwards 
Daniel  F.  O’Keeffe 
John  H.  Carter 

PAST  PRESIDENTS 


Morton  M.  Kurtz 
Allison  B.  Landolt 
Milton  Rosenberg 
Walter  Scott  Walls 
Arthur  H.  Diedrick 
Ralph  S.  Emerson 
David  Kershner 
Paul  M.  DeLuca 


Henry  I.  Fineberg 
James  M.  Blake 
Walter  T.  Heldmann 
Edward  Siegel 
George  L.  Collins,  Jr. 


COMMISSIONER,  NEW  YORK  STATE  DEPARTMENT  OF  HEALTH 


DISTRICT  DELEGATES 


SECTION  DELEGATES 


Clement  J.  Boccalini 
Thomas  W.  Greenlees 
Bernard  J.  Hartnett 
Richard  A.  Hughes 
David  L.  Koch 
Vincent  I.  Maddi 
Robert  J.  O’Connor 
Paul  W.  Sum 
Leonard  S.  Weiss 


Robert  J.  Campbell,  III 
Gordon  A.  Eadie 
Gerald  L.  Haines 
Donald  W.  Hall 
Herman  J.  Halperin 
Norman  B.  Kanof 
Robert  Katz 
Joseph  J.  Kaufman* 
Robert  M.  Kohn 
Harry  Leibowitz 


Samuel  H.  Madell 
Theodore  C.  Max 
James  R.  Nunn 
Stuart  H.  Q.  Quan 
Charles  R.  Salamone 
Edward  C.  Sinnott 
Perrin  B.  Snyder* 
John  D.  States 
Howard  G.  Thistle 


DELEGATES  FROM  COMPONENT  COUNTY  SOCIETIES 


Albany  ( 4 ) 

John  W.  Abbuhl 
Robert  H.  Randles* 
Anthony  P.  Tartaglia 
Nicholas  P.  Teresi 

Allegany  ( 7 ) 

Paul  DeRyckere  Kolisch 

Bronx  (12) 

John  P.  Albanese 
Anthony  J.  Altieri 
Philip  C.  Cea 
Marcos  A.  Charles 
William  G.  Chorba* 
Lenoard  L.  Heimoff 
Manuel  F.  Kirschtein 
Dattatraya  G.  Lanjewar 
Michael  N.  Lavacca 
Charles  Laverdi 

Broome  (4) 

George  F.  Gitlitz 
John  A.  Kalb 
Lloyd  C.  Peters* 

John  F.  Spring 

Cattaraugus  (1) 

William  C.  MacFarland 


Cayuga  ( 7 ) 

Thomas  E.  Donnelly 

Chautauqua  (2) 

William  T.  Ellis 
Lewis  F.  Kibler 

Chemung  (2) 

Edward  F.  Steele 

Chenango  (7) 

Thomas  M.  Flanagan 

Clinton  (7) 

David  B.  McDowell 

Columbia  (7 ) 

Cortland  (7 ) 

Delaware  (7) 

Dutchess  (3) 

Henry  Sherman  Hirst 
Eleanor  C.  Kane 
Seymour  R.  Stall 

Erie  (9) 

Frank  J.  Bolgan 
James  H.  Cosgriff,  Jr. 
Anthony  J.  Federico 


George  W.  Fugitt 
John  J.  Giardino 
Joseph  A.  Prezio 
Charles  E.  Wiles 
Jane  B.  Wiles* 

Essex  ( 7 ) 

Franklin  (7) 

Alfred  A.  Hartmann,  Sr. 

Fulton  (7) 

Genesee  (7 ) 

Alfred  L.  George 

Greene  ( 7 ) 

Herkimer  (7 ) 

John  R.  Anderson* 

Jefferson  (2) 

Frederic  A.  Stone 

Kings  (22) 

Grace  A.  Altenau* 
Lawrence  Ames 
Norman  S.  Blackman 
Joseph  R.  Brennan 
Matthew  Brody 


*See  summary  for  substitution  for  delegates  (page  662) 
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Vernal  (!.  Cave 
Duncan  W.  Clark 
Paul  Finkelstein 
Joseph  H.  Fontanetta 
Vincent  J.  Geraci 
Robert  E.  Gordon 
Hyman  A.  Hauptman* 
Irving  G.  Kroop 
Nicholas  T.  Leone 
David  R.  Levine 
A.  W.  Martin  Marino,  Jr. 
\,l;lrtin  Markowitz 
Bentley  I).  Merrim 
Bernard  S.  Post 
Get»rge  H.  Stechel 
Leo  J.  Swirsky 
M.  Theodore  Tanenhaus 

Lewis  ( / ) 

.John  C.  Herman 

Livingston  ( 1 ) 

John  W.  Stoll 

Madison  ( I ) 

Theodore  J.  Prowda 

Monroe  (7) 

Thomas  E.  Cardillo 
Charles  C.  Heck 
William  A.  Kern,  Jr. 

Eli  A.  Leven* 

David  Sewall  Miller 
Donald  S.  Raines 
Robert  E.  Steinkraus 

Montgomery  (1) 

Nassau  (12) 

Harry  F.  Abe 
Norman  S.  Amer 
Arnold  M.  Behrer.  Jr. 
Fred  C.  Dalton 
Samuel  M.  Gelfand 
Waldemar  F.  Hermann 
Lawrence  S.  Kryle 
Joseph  P.  Mahoney 
Sidney  Mishkin 
Lawrence  Ravich 
Patricia  G.  Squillace 
Richard  H.  Walden 

New  York  (23) 

Melvin  H.  Becker 
David  M.  Benford 
Hugh  C.  Davidson,  Jr. 
Gerald  D.  Dorman 
Edgar  P.  Fleischmann 
Elizabeth  A.  Goessel 
Charles  S.  LaMonte* 
Vance  Lauderdale,  Jr. 
Albert  S.  Lyons 
Klaus  Mayer* 

Aaron  G.  Meislin 
George  W.  Melcher,  Jr. 
William  F.  Mitty,  Jr. 
Richard  B.  Nolan 
James  E.  C.  Norris 
Andrew  H.  Patterson 


Richard  N.  Pierson,  Jr. 
William  B.  Rawls 
Wilfred  Reguero* 

Francis  Z.  Reinus 
Albert  M.  Schwartz 
Clifford  L.  Spingarn 
Meyer  Texon 

Niagara  (3) 

Edward  A.  Dunlap,  Jr. 
James.).  Kropelin 
William  (’.  Stein,  Jr. 

Oneida  (3) 

Gerald  C.  Gant  * 

Robert  M.  George 
Robert  B.  Wallace 

Onondaga  (.5) 

Robert  B.  Bryant 
Carl  E.  Marlow 
David  L.  Poushter 
John  T.  Prior 
Martin  C.  Ushkovv 

( tntario  (2) 

Verne  M.  Marshall 
Robert  M.  Price 

Orange  (/) 

Jack  Manpel 
Harold  L.  Mamelok* 
Albert  A.  Mazzeo 
W.  Brewster  Wolfe 

Orleans  ( / ) 

Antoine  A.  Nassar 

Oswego  ( 1 ) 

Milton  W.  Kogan 

Otsego  (I  I 

Rodman  D.  Carter 

Putnam  (1) 

Queens  (16) 

Lester  J Candela 
Alexander  M.  De  la  Garza 
Bernard  Edelstein 
Fred  N.  Flatau 
Irving  G.  Frohman 
Edith  Gutmann 
William  M.  Hewlett 
Joseph  Elements 
Nicetas  H.  Kuo 
Felix  R.  Rosenhain 
Paul  B.  Ross 
Ralph  E.  Schlossman 
Lester  R.  Tuchman 
Ezra  A.  Wolff* 

Rensselaer  (2) 

Thomas  D.  Pemrick 
William  A.  Whyland 

Richmond  (.3) 

Basil  Hyman 
Gerald  J.  Lustig 
William  A.  Schwarz 

Rockland  (4) 


Ralph  J.  Greenberg 
Roy  H.  Lieberman 
Boris  A.  Vanadzin 

St.  Lawrence  (1 ) 

Maurice  J.  Elder 

Saratoga  (1) 

Schenectady  (3) 

John  L.  CloWe 
Milton  F.  Gipstein 

Schoharie  ( 1 ) 

Frederick  J.  Michel 

Schuyler  ( 1 ) 

Seneca  ( 1 ) 

Paul  C. Jenks 

Steuben  (2) 

Dallas  E.  Hillman 
Wayne  C.  Templer 

Suffolk  (10) 

Valentino  J.  Biahchini* 
William  H.  Bloom 
Frank  R.  Collier 
John  G.  Egner 
Nathaniel  B.  Messinger 
Frank  Ft.  Russell,  Jr.* 
Herman  P.  Saltz 
Melvin  Shuter 
Stanely  A.  Steckler 
Leonard  Weitzman 

Sullivan  (1) 

Tioga  (1) 

John  R.  Scott 

Tompkins  (2) 

Stephen  W.  Blatchly 
Philip  M.  Iorio 

I lister  (2) 

John  A.  Cooke,  Jr. 
Frederic  W.  Holcomb,  Jr. 

Warren  (1) 

Betty  L.  Voelker  Hughes 

Washington  (1) 

John  E.  Glennon 

Wayne  ( 7 ) 

James  M.  Flanagan 

Westchester  (9) 

William  P.  Clark 
Armond  V.  Mascia 
Robert  A.  Mayers 
Bertram  J.  Oppenheimer* 
Richard  L.  Petrillo 
John  A.  Ramsdell 
Thomas  Dignan  Rizzo 
Michael  Sierp 
Charles  Weller 

Wyoming  (1) 

Yates  (1) 


MEDICAL  SCHOOL  DELEGATES  (12)  MEDICAL  STUDENT  DELEGATE  (1) 

Alfred  A.  Angrist  Douglas  Murphy-Chutorian 

Arthur  R.  Beil,  Jr. 

Joseph  Theobald  Doyle 
David  A.  Dreiling 

Richard  A.  Konys*  *See  summary  for  substitution  for  delegates  (page  662) 
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SUMMARY  OF  SUBSTITUTION  FOR  DELEGATES 


SECTION  Joseph  J.  Kaufman 

Voted  for  David  N.  Kluge 
Perrin  B Snyder 

Voted  tor  Abraham  T K Cockett 


COUN'I'IES 

Albany 

Bronx 

Broome 

Erie 

Herkimer 

Hint's 


Monroe 
Neie  York 


Oneida 
< irange 
Queens 
Suffolk 


Westchester 


Robert  H.  Randles 

Voted  for  William  O’Dwyer 
Williafn  C>.  Chorba 
Served  for  John  M.  Patrissi 

- Lloyd  C.  Peters 

Voted  for  David  G.  Storrs 

- Jane  B Wiles 

Voted  for  Ralph  J.  Argen 

— John  R.  Anderson 

Served  for  Harold  T.  Golden 

- Grace  A.  Altenau 

Voted  for  Philip  Cohen 
Hyman  A.  Hauptman 

Voted  for  George  Liberman 

- Eli  A.  Leven 

Served  for  Ronald  C Bruce 
Charles  S.  LaMonte 

Served  lor  George  Hyams 
Klaus  Mayer 

Served  for  Gerald  D.  Dorman  and 
Voted  for  Irwin  J.  Cohen 
Wilfred  Reguero 

Voted  for  Shepard  G.  Aronson 
Gerald  C.  Gant 

Voted  for  Clarke  T.  Case 

--  Harold  L.  Mamelok 

Served  for  Orin  A.  Wahl 
Ezra  A.  Wolff 

Served  for  Leo  Arthur  Green 

- Valentino  J.  Bianchini 

Served  for  Robert  E.  Fear  and 
Voted  for  Stephen  I.  Braitman 
F'rank  H.  Russell,  Jr. 

Voted  for  Robert  E.  Fear 
Bertram  J.  Oppenheimer 

Served  for  Edwin  1 Cleveland 


MEDICAL  Richard  A.  Konys 

SCHOOLS  Served  for  Henry  W.  Shoeneck,  Jr. 


Report  of  Tellers 

. . . Speaker  Shanaphy  recognized  Norman  S.  Blackman, 
M l).,  Chairman,  who  presented  the  following  report: 


Delegates  to  the  American  Medical  Association 


SCHWARTZ,  RALPH  M 237 

BERRY,  EDGAR  P 230 

KAUFMAN,  JOSEPH  J 226 

CLOWE,  JOHN  L 220 

GOLDMARK,  CARL,  JR ...220 

WAY,  GEORGE  T.  C 164 

ROSENBERG,  MILTON  158 


These  seven  were  declared  elected  delegates  to  the 
American  Medical  Association,  their  two-years  terms 
of  office  to  start  on  -January  I,  1979. 


ASWAD,  CHARLES  N.  100 

STEIN,  WILLIAM  C 48 

HEIMOFF,  LEONARD  L 47 

PIERSON,  RICHARD  N.,  JR 19 

SHANAPHY.  JOSEPH  F 19 

MAYERS,  ROBERT  A 15 

ARGEN,  RALPH  J 6 


HOLCOMB,  FREDERIC  W„  JR. 


The  first  seven  were  declared  alternate  delegates 
to  the  American  Medical  Association,  their  two-year 
terms  of  office  to  start  on  January  l,  1979. 
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Closing  Proceedings 

Thunks  tu  Committees  and  Stuff 

...  Speaker  Shanaphy  thanked  the  convention  com- 
mittees and  the  members  of  the  staff  w ho  worked  so  hard 
at  the  convention,  as  follows: 

Henry  1.  Kineberg,  M l)  , executive  vice-president;  Ed- 
ward  Siegel,  M l) , deputy  executive  vice  president;  Kugene 
S.  Dombrowski,  convention  manager  and  director.  Division 
of  Finance;  J.  Richard  Burns,  J.D.,  general  counsel;  (ieorge 
W.  Forrest,  -Jr.,  dinner  dance  coordinator  and  director, 
Division  of  Management  Services;  All  reel  A.  Angrist,  M D., 
editor,  New  York  State  Journal  ot  Medicine,  and  director, 
Division  of  Scientific  Publications;  (luy  D.  Beaumont, 
director,  Division  of  Communications;  Max  N Howard, 
M.D.,  director,  Division  ol  Medical  Services;  Bernard  M. 
Jackson,  director,  Division  of  Insurance  and  Membership 
Benefits;  George  Lawrence,  M.D.,  director.  Division  of 
Scientific  Activities;  Ernest  T.  Mattison,  director.  Division 
of  Computer  Systems  and  Services;  Martin  J.  Tracey.  J.D.. 
director.  Division  of  Governmental  Relations;  VV  illiam  1). 
Brainin,  associate  director.  Division  of  Medical  Serenes; 
Philip  G.  Keating,  assistant  to  convention  manager;  Pau- 
line Nodar,  executive  associate;  Paul  A Tagliaferro,  J.D., 
staff  attorney;  Donald  Moy,  J.D.,  staff  attorney; 
Marion  Lee.  special  assistant  to  the  House  of  Delegates. 

House  of  Delegates:  Irma  A.  Erickson,  executive  as 
sistant;  Imelda  Morrissey,  coordinator;  Elizabeth  Bernardi, 
recorder  Reference  Committee  Secretaries  Vita  Chil- 
leme,  Tina  Koty,  Pauline  Loscalzo,  Theresa  Mason.  Cecilia 
Scafuro,  Alice  Wheeler.  Gladys  Wunsch,  and  Dorothy 
Zoltowski.  Carol  Raimondi,  workroom  secretary;  Frances 
Casey,  workroom  aide.  Registration — Mary  Singer,  co- 
ordinator; Judith  Chiauzzi,  Jane  Porchenick,  Joan 
Rosenberg,  Janet  Saporiti.  and  Victoria  Yicari  Infor- 
mation Desk  Sandy  Scimeca,  coordinator;  Angela 
Genavola,  and  Cindy  Luberto.  Production — Charles 
Struzinski,  coordinator;  John  Brady,  Jacques  Charlier. 
Fred  Mcllrov.  Theodore  White.  Supplies  and  Equip- 
ment Florence  Bambek.  coordinator. 


Press  Hoorn  Michael  Reichgut,  supervisor;  James 
McCloskey,  editor.  News  of  New  York;  Katherine  Rapp, 
Eunice  Skelly,  and  Florence  Walsleben. 

General  Registration  Robert  Miller,  coordinator; 
Marie  Cramer,  and  Jeanette  Palucci. 

Scientific  Program  Mollie  Pesikoff,  coordinator; 
Elizabeth  Daepp,  CM E;  Janice  Campo,  Katherine  Heschl, 
Florence  Lynch,  Sara  Porchenick.  and  Margaret  Ryan 

Technical  Exhibits  Camille  Cunningham,  coordinator; 
Judith  Chiauzzi,  Irene  Cordomeyer,  and  Alice  Cowley. 

MSSN  V Exhibit  Jack  O'Brien,  coordinator;  ( leorgianna 
Deliberto,  Harry  Dexter,  William  Egan,  John  Mucci, 
Joanne  Pignato,  Gerald  Sullivan 

Spouse  Program  Diane  Petrowski 

Convention  Committee  Joseph  G.  Zimring,  M l)., 
convention  chairman;  Arthur  H Diedrick,  Ml).,  dinner- 
dance  chairman; Stephen  Nordlicht,  M l)  , scientific  pro- 
gram chairman;  Edward  A Graber,  M I).,  scientific  awards 
chairman;  Thomas  S Bumbalo,  M l)  , scientific  exhibits 
chairman. 

Staff  of  the  Americana  Michael  Lee,  Frank  Marino, 
Nick  Orfanopoulos.  and  Edward  P Kane 

American  Medical  Assistants  Association,  Neu  York 
State  Society  The  speaker  expressed  his  thanks  to 
members  of  AMAA,  N YSS,  who  gave  so  generously  of  their 
time. 

Medical  School  Delegates:  Speaker  Shanaphy  thanked 
the  medical  school  delegates  and  the  medical  school 
membership  for  their  active  participation  in  reference 
committees  and  in  the  House. 


Thanks  to  the  Speaker  and  Vice-Speaker 

. The  House  gave  a rising  vote  of  thanks  to  Speaker 
Shanaphy  and  Vice  Speaker  Eberle  for  their  just  and 
excellent  handling  of  the  meeting  . . . 

Adjournment 

. . . Speaker  Shanaphy  adjourned  the  House  at  10:30  a m. 
on  Thursday,  October  26.  1978.  sine  die  . . . 
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Medical  Society 

Guthrie,  Keith,  O . Jr.,  M.D.:  Memorial  Resolution  (78- 
1 1),  pages  448,  527 

Harassment  of  Medicaid  and  Medicare  Providers  (78-66), 
page  620 

Health  Care  Legislation.  Provision  of  Information  on  the 
Vote  of  State  Legislators  and  Action  of  the  Governor  on 
(78-58),  page  653 

Health  Manpower:  Report,  page  614 
Health  Systems  Agency  Coordinating  Committee:  Report, 
page  615 
Helmet  Law 

Mandatory  for  Motorcycle  Operators  (78-20),  page 
648 

Protective  Safety  (78-48).  page  651 
Protective  (78-50),  page  648 

Heroin,  Availability  of,  for  Medically  Supervised  Treat- 
ment of  Intractable  Pain  (78-14),  page  574 
HMOs,  Use  of  Government  Funds  by  (78-35),  page  616 
Home  Health  Care:  Report,  page  560 
Hospital  and  Nursing  Home  Regulations,  Review  of  (78- 
55),  page  652 

Hospital  and  Professional  Relations 
Report,  page  589 

Resolutions,  1977,  Action  on.  page  589 
Hospitals 

Ad  Hoc  Committee  to  Meet  with  HANYS  re  Staff  Ap- 
pointments for  Physician  Members  in  Hospital  Ser- 
vices that  are  Discontinued:  Report,  page  592 
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Cost  Containment  and  Hospital  Regulations  (78-62), 
page  613 

Efficiency  and  Cost  Containment  as  a Function  of  the 
Hospital  Medical  Staff  (78-59),  page  613 
Medical  Malpractice  Insurance  Coverage  as  a Manda- 
tory Requirement  for  Medical  Staff  Appointment  in 
(78-33)  and  (78-60),  page  593 
Staff  Appointments  for  Physician  Members  Guidelines, 
page  592 

House  of  Delegates 

An  Improved  System  of  Reference  for  Action  and  Report 
Thereon  by  (78-54),  page  529 
Closing  Proceedings,  page  663 
Introduction  of  New  Delegates,  page  448 
Meetings,  Scheduling  of,  Upstate  New  York,  page  540 
Minutes,  1977,  Approval  of,  page  448 
Opening  Proceedings,  page  447 
Past-Presidents,  Introduction  of,  page  462 
Reference  Committees,  page  449 
Student  Representation  in  (77-58),  page  468 
Hunter,  Robert  B.,  M.D.:  Address,  page  450 

Impaired  Drivers  - Research  and  Legislation,  pages  549, 
550 

Immunity  of  Peer  Review  Committees  (78-19),  page  647 
Information  Technology  in  Medicine:  Report,  page  561 
Insurance 

Claim  Forms  - Right  of  Physician  to  Refuse  to  Complete, 
Section  29.2  - General  Provisions  for  Health  Profes- 
sions, pages  617,  619 

Differential  Payments  or  Reimbursements  to  Patients 
by  the  Participating  and  Nonparticipating  Physician, 
pages  617,  619 

IX-C  Carriers  Exemptions,  pages  617,  619 
Medical  Malpractice  as  a Mandatory  Requirement  for 
Hospital  Medical  Staff  Appointment  (78-33)  and 
(78-60),  page  593 
Psychiatric  Rider,  page  618 
Universal  Health  Claim  Form,  page  618 
Interspecialty 

Reports,  pages  594,  600 

Resolutions,  1977,  Actions  on,  pages  594,  600 

•Janerich,  Dwight  T.,  D.D.S.,  see  Awards 
Judicial  Council:  Reports,  page  637 

Legal  Activities,  Ad  Hoc  Committee  to  Review:  Report, 
page  643 
Legal  Fund 

Change  from  Litigation  Fund,  see  Resolution  78-53,  page 
530 

Legislation 

Federal 

Annual  Legislation  Conference,  page  626 
National  Health  Insurance,  Position  Statement  on, 
pages  625 
Reports,  page  623 

Selected  Health  Legislation,  page  623 
State 

Annual  Legislation  Conference,  page  635 

Brain  Death  (78-24),  page  649 

Continuing  Medical  Education,  pages  630,  634 

General  Health  Issues,  page  630 

No-Fault,  page  629 

Legislation  Program 

1978,  page  628 

1 979,  page  635 


License  Reregistration  (78-23),  page  649 
Malpractice,  pages  630,  633 
Medical  Practice  Task  Force,  page  631 
New  York  State  Association  of  the  Professions,  pages 
633, 642 

Provision  of  Information  on  the  Vote  of  State  Legis- 
lators and  Action  of  the  Governor  on  Health  Care 
Legislation  (78-58),  page  653 
Regents,  Legislative  Conference,  page  635 
Reports:  pages  627 

Resolutions,  (1977)  Referred  to,  pages  627 
Legislative  Activities 

Ad  Hoc  Committee  to  Review:  Report,  page  644 
DeGraff,  Foy,  Conway  and  Holt-Harris  - Memorandum 
of  Understanding,  page  645 
Liability  Coverage  for 

Commercial  Emergency  Ambulance  Personnel,  pages 
558, 559 

Emergency  Room  Physicians,  pages  558,  559 
Liability  Premiums,  Equitable  Risk  Classifications  in 
(78-57),  page  653 

Library  Committee:  Report,  page  534 
License  Reregistration,  New  York  State  Legislation  on 
(78-23),  page  649 

Life  Members.  Lists  of,  pages  478,  481 
Life  Membership,  Status,  Eligibility  Requirement  for 
(76-56),  page  464 
Litigation  Fund 
(78-53),  page  530 

Return  to  County  Medical  Societies  of  Portion  of  (78- 
44),  page  531 

Lobbying  Expenditures  (78-22),  page  530 

Malpractice  Panels,  (78-47),  page  651 
Maternal  and  Child  Health:  Report,  page  652 
McPeak,  Charles  J.,  M.D.:  Address,  page  454 
Medicaid  and  Medicare  Providers,  Harassment  of  (78-66), 
page  620 

Medical  Aspects  of  Sports:  Report,  page  563 
Medical  Care  Insurance: 

Report,  page  617 

Resolutions,  1977,  Actions  on,  page  618 
Medical  Data,  Confidentiality  of  (78-65),  page  575 
Medical  Liability  Premiums,  Equitable  Risk  Classification 
in  (78-57),  page  653 
Medical  Records 

Access  to  Patients  and  Advocates,  pages  550,  551 
Surrender  of  to  Patients  - see  Executive  Vice-President 
Reports 

Medical  School  Relationships  Subcommittee  of  the 
Membership  Committee:  Report,  page  536 
Medical  Services:  Report,  page  576 
Medical  Students  in  the  State  of  New  York  - Annual 
Mailing  of  Applications  for  Membership  in  MSSNY 
(78-41 ),  page  548 

Medicare,  Reduction  by  Part  B Carriers  of  the  Usual  and 
Customary  Fees  of  Private  and  Nonsalaried  Physicians 
When  Their  Patients  are  Admitted  to  the  “Teaching 
Service”  (78-36),  page  619 
Membership 

Annual  Mailing  of  Applications  for  Membership  in 
MSSNY  to  Junior  and  Senior  Medical  Students 
(78-41),  page  548 
Reports:  pages  535,  536 
Membership  Benefits:  Reports,  pages  537,  538 
Membership  Resolutions 
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Requirement  of  Licensure  for  Membership  in  MSSNY 
(77-5),  page  465 

Requirement  of  New  York  State  Licensure  for  Mem- 
bership in  MSSNY  (77-6),  page  466 
Retired  Membership  (77-7),  page  466 
Unified  Membership  in  MSSNY,  County  Medical  So- 
cieties and  the  AMA  (77-8),  page  467 
Unified  Membership  with  the  AMA  (77-9),  page  467 
Unified  Membership  (77-10),  page  467 
Memorial  Resolutions,  pages  448,  526 
Memorial  Tribute,  page  447 
Mental  Health:  Report,  page  566 

Mentally  111  Patients  - Programs  for  Out-Patient  Conva- 
lescence and  Rehabilitation,  pages  566,  567 
Metabolic  Diseases:  Report,  page  567 
Minutes,  1977,  Approval  of,  page  448 

National  Health  Insurance,  Position  Statement  on,  page 
625 

Nasca,  Philip  C.,  M.S.,  see  Awards 
New  York  Medical  Political  Action  Committee  (NYM- 
PAC)  (78-49),  page  652 
Chairman,  Address,  page  456 
New  York  State  Association  of  the  Professions:  Report, 
pages  633, 642 

No-Fault,  Litigation,  pages  476,  579,  585,  619 
Nominations,  page  659 

Nurse  Practitioners  - School  - Robert  Wood  Johnson 
Foundation  Program,  pages  571,  572 

Opening  Proceedings,  page  447 

Past- Presidents,  Introduction  of,  page  462 
Patients’  Free  Choice  of  Physicians  (78-30).  page  651 
Peer  Review  Committees,  Immunity  of  (78-19),  page  647 
Physical  Medicine  and  Rehabilitation:  Report,  page 

567 

Physicians 

Patients'  Free  Choice  of  (78-30),  page  651 
Pilot  Demographic  Survey  of  Health  Care,  page  614 
Home:  Presidents'  Address,  page  454 
Political  Action  Committee 

1)  Amalgamation  of  both  State  and  Federal  Political 
Action  Committees  (PACS), 

2)  Full-Time  Executive  Director  of  New  Political  Action 
Committee  (NYMPAC)  (78-63),  page  652 

President 

Reports,  pages  472,  475 

Continuing  Medical  Education,  pages,  475,  477 

Legislation,  pages  473.  476 

Malpractice,  page  476 

Membership,  page  476 

No-Fault  Insurance,  page  476 

NYMPAC,  page  477 

Regents,  page  477 

Workers'  Compensation  Board,  page  472 
President-Elect:  Address,  page  452 
Preventive  Medicine:  Report,  page  569 
Professional  Medical  Liability  Insurance,  see  Insurance 
Professional  Medical  Liability  Insurance  and  Defense 
Board 

Report,  page  638 

Countersuits  Subcommittee:  Reports,  pages  639.  640 
PSRO 

Memoranda  of  Understanding,  page  604 
Reports,  pages  603,  604 
Psychiatric  Patients 

Chronic  - Long  Term  Institutional  Care  for  (78-12),  page 
573 


National  Health  Insurance  - Inclusion  of  Treatment, 
page  625 

Program  for  Out-Patient  Convalescence  and  Rehabili- 
tation, pages  566, 567 
Publications:  Report,  page  539 
Public  Health  and  Education:  Report,  page  549 

Reference  Committees,  page  449 

Reference  Committee  on  Bylaws,  Appointment  of  (78-6), 
page  658 

Reference  System  - Improved,  for  Actions  and  Report 
Thereon  by  the  House  of  Delegates  (78-54),  page  529 
Regulations,  Hospital  and  Nursing  Home-Review  of 
(78-55),  page  652 

Report  of  Officers:  Report,  page  472 
Reports,  Supplementary,  and  Resolutions  - Referral  of, 
page  449 

Research  and  Development:  Report,  page  539 
Rural  Medical  Services:  Report,  page  570 
Rusk,  Howard  A.,  M.D.,sec  Awards 

School  Health:  Report,  page  571 

Scientific  Activities,  Publications,  and  Miscellaneous: 
Report,  page  532 
Scientific  Meetings,  page  541 
Search  Committee 
Report,  page  527 
Resolution  (78-51),  page  528 
Secretary:  Reports,  pages  478,  481 
Socioeconomics:  Report,  page  606 
Staff  Appointments  for  Physician  Members  of  Hospitals 
in  Hospital  Services  that  are  Discontinued,  Ad  Hoc 
Committee  to  Meet  with  HANYs:  Report,  page  592 
State  Legislation,  see  Legislation 
Stein,  William  C.,  M.D.:  Address,  page  456 
Survey  - Pilot  Demographic  - of  Health  Care  Physicians 
(78-31 ),  page  614 

Tellers:  Report,  page  662 
Thanatology:  Report,  page  572 
Treasurer:  Report,  page  482 
Trustees,  Board  of:  Reports,  pages  483,  492 

Union  Organization,  Establishment  of  an  Independent  to 
Negotiate  with  Government  (78-21),  page  649 
Unit  Medication.  Identification  of  (Pills,  Capsules,  etc.) 
by  a Uniform  National  Drug  Code  Number  (78-56), 
pages  653 

Uretsky,  Stanley  Charles,  M.D.,  see  Awards 

War  Memorial  Fund  (78-45),  page  529 
Warren.  Ms.  Lorraine:  Address,  page  455 
Way,  George  T.  C.,  M.D.:  Address,  page  452 
Workers’  Compensation 

Advisory  Committee  on  Medical  Fee  Schedule  and  Al- 
lied Problems  of  the  Workers’  Compensation  Board, 
page  583 

Authorization  Numbers,  Elimination  of  (78-37),  page 
588 

Board,  Negotiations  with.  MSSNY  to  Represent  the 
Profession  as  a Whole  (78-28),  page  587 
Disability  Benefits  Law  Claims,  page  584 
Enforced  Payment  in  Improperly  Controverted  Work- 
ers’ Compensation  Cases  - Form  MR-54,  page  586 
Fee 

Regionalization  of  (78-40),  page  588 
Schedule 

Elimination  of  for  Treatment  of  Workers’  Com- 
pensation Cases  (78-39),  page  588 
Fixed  Profession  (78-32),  page  587 
Increase  in.  page  578 
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Regionalization,  pages  578,  581 
Hearings,  page  578 
No-Fault 

Arbitration  Panels,  pages  579,  585 
Automobile  Insurance  Reform  Act,  page  579 
Litigation,  pages  579,  585,  619 
Penalty  for  Delayed  or  Nonpayment  of  Medical  Bills  in 
(78-29),  page  587  / 


Program 

Resignation  of  Physicians  from  Program,  pages  579, 
583 

Resolutions,  1977,  Actions  on,  pages  576,  584 
Specialty  Coding,  page  585 

Workers’  Compensation  and  Occupational  Health:  Re- 
ports, pages  576, 581 

Workmens’  Compensation,  see  Workers’  Compensation 
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Dr.  Belden  of  New  York  City.  c. 
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A reminder 

ZYLOPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim"  (allopurinol)  is  intended  for: 

1 . treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy: 

2,  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout: 

3,  treatment  of  patients  with  recurrent  uric  acid  stone 
formation: 

4.  propnylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels, 

CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  Irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis, 

in  patients  receiving  PurinethoT'  (mercapto 
purine)  or  Imuran7  (azathioprine),  the  concomitant 
administration  of  300  600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one  third  to  one  fourth  of  the  usual  dose  of  mercap 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age. 
Zyloprim®  (aflopurinolj  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy 

ADVERSE  REACTIONS: 

Dermatologic  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastiointestinal  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported 
Vascular  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions 
Neurologic:  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  Zyloprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy  'Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent,  again,  the  time 
of  onset  is  unknown  In  a group  ot  patients  followed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500,  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML 
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Abstracts 


Deibol,  R.,  and  Flanagan,  T.  D.:  Central  nervous  system 
infections;  etiologic  and  epidemiologic  observations  in  New 
York  State,  1976-1977,  New  York  State  J.  Med.  79:  689 
(Apr.)  1979. 

The  viral  etiology  of  CNS  (central  nervous  sytem)  in- 
fections during  1976-1977  was  investigated  in  1,366  resi- 
dents of  New  York  State  exclusive  of  New  York  City. 
Diagnostic  findings  were  obtained  in  334  of  these  patients. 
All  three  prevalent  influenza  viruses  showed  neuropatho- 
genicity. Enterovirus  71  caused  the  first  confirmed  out- 
break of  meningitis  and  encephalitis  in  infants  since  its 
initial  detection  in  1972.  It  was  one  of  the  six  most  fre- 
quently encountered  types  of  enteroviruses.  The  resur- 
gence of  measles  continued.  The  incidence  of  Reye’s 
syndrome,  1.3  percent  of  the  studied  patients,  was  lower 
than  the  preceding  years  3.3  percent  in  1975  and  3.1  per- 
cent in  1974.  However,  patients  with  a diagnosis  of  Reye’s 
syndrome  continued  to  have  a high  mortality  rate,  33 
percent.  Dengue  fever  was  implicated  in  two  patients  who 
had  returned  from  an  epidemic  area  shortly  before  be- 
coming ill.  St.  Louis  encephalitis  virus,  first  observed  in 
1975  in  our  State,  did  not  reappear. 

Felman,  Y.  M.,  and  Snyder,  R.:  Penicillinase-producing 
Neisseria  gonorrhoeae;  New  York  City,  1976-1978,  New 
York  State  J.  Med.  79:  697  (Apr.)  1979. 

Shortly  after  the  first  cases  of  PPNG  (penicillinase- 
producing  Neisseria  gonorrhoeae)  were  identified  in  the 
United  States  in  1976,  the  Center  for  Disease  Control  in 
Atlanta,  Georgia,  issued  guidelines  for  the  prospective 
surveillance  of  gonorrhea  cases  caused  by  PPNG.  Health 
departments  were  requested  to  implement  a method  of 
testing  all  positive  post-treatment  cultures  for  resistance 
to  gonorrhea.  The  New  York  City  Health  Department 
tests  all  positive  cultures  for  PPNG  isolates,  thus  screening 
approximately  1,500  cultures  each  month.  Since  this 
initial  monitoring  procedure  was  established  in  September, 
1976,  through  August,  1978,  there  were  8 sporadic  ap- 
pearances of  PPNG  in  New  York  City  which  on  epidemi- 
ologic investigation  revealed  14  confirmed  cases  of  PPNG 
infections. 

Kestler,  O.  C.:  Spondylolysis  and  spondylolisthesis; 

updated  review,  New  York  State  J.  Med.  79:  700  (Apr.) 
1979. 

Recent,  extensive  research  work  has  challenged  the 
etiologic  factors  of  spondylolysis  and  spondylolisthesis. 
The  congenital  and  traumatic  viewpoints  are  analyzed  as 
set  forth  by  the  large  number  of  renowned  authorities  in 
the  field.  Each  theory  appears  to  have  its  own  merit  and 
it  is  quite  possible  that  further  etiologic  classification  will 
have  to  be  accepted.  Degenerative  spondylolisthesis  or 
pseudospondylolithesis  is  now  clearly  defined  and  accepted 
as  a separate  entity.  It  follows  from  recent  research  that 
traumatic  factors  must  be  given  more  consideration.  The 
individual  weakness  of  the  partes  interarticulares  should 


be  given  more  attention.  The  legal  implications  of  all  these 
factors  is  entertained  since  it  is  of  practical  importance. 

Rothman,  C.  B.,  Chusid,  A.,  and  Giannini,  M.  J.: 

Mental  retardation;  behavior  problems  and  psychotropic 
drugs,  New  York  State  J.  Med.  79:  709  (Apr.)  1979. 

This  article  updates  the  treatment  of  behavior  problems 
in  the  mentally  retarded  with  particular  emphasis  on  the 
use  of  psychotropic  drugs.  The  implementation  of  the 
Willowbrook  Decree,  requiring  the  placement  of  the  re- 
tarded in  small  group  homes  in  residential  areas,  has  led 
to  expansion  of  community  support  services,  including 
sheltered  workshops,  special  schools,  and  recreational  and 
treatment  facilities.  Behavior  problems  are  a prime  con- 
cern of  those  who  come  into  contact  with  the  mentally  re- 
tarded. The  methods  used  by  pediatricians  to  treat  un- 
satisfactory behavior  in  the  inpatient  and  outpatient  de- 
partments of  the  Mental  Retardation  Institute,  New  York 
Medical  College,  are  detailed.  In  addition,  a brief  litera- 
ture survey  is  presented  together  with  current  recom- 
mendations for  pharmacotherapy  of  behavior  problems  in 
these  patients. 

Morphy,  M.,  and  Platman,  S.:  Clinical  assistant  in  pri- 
vate psychiatry;  alternative  for  New  York,  New  York 
State  J.  Med.  79:  716  (Apr.)  1979. 

In  this  report  the  authors  address  the  issue  of  mental 
health  service  delivery  from  the  standpoint  of  the  provider, 
predominantly  in  the  private  sector.  Since  the  variation 
in  the  training  and  experience  of  these  providers  has  in- 
creased beyond  the  disciplines  of  psychiatry  and  clinical 
psychology,  the  need  has  arisen  to  offer  guidelines  and 
regulations  that  will  insure  standards  for  quality  of  care 
and  cost  effectiveness  that  are,  at  least,  comparable  to  those 
attainable  in  the  public  sector  of  psychiatry.  Recom- 
mendations are  offered  concerning  minimal  standards  for 
training  and  supervision  of  these  providers,  here  collec- 
tively defined  as  “clinical  assistants.”  An  overall  goal  of 
such  changes  is  the  closer  integration  of  the  public  and 
private  sectors  into  a unified  system  of  mental  health  care 
delivery. 

Falvo,  C.  E.,  and  Flanigan,  J.  M.:  CHAP,  study  in  du- 
plication and  fragmentation,  New  York  State  J.  Med.  79: 
721  (Apr.)  1979. 

The  intent  of  the  EPSDT  (early  and  periodic  screening, 
diagnosis,  and  treatment)  program,  CHAP  (child  health 
assurance  program)  in  New  York  State  is  to  guarantee 
access  to  preventive,  diagnostic  and  therapeutic  medical 
and  dental  services  to  all  Medicaid  elegible  children  and 
youth.  A 21-month  experience  with  CHAP  in  an  urban 
comprehensive  pediatric  clinic  was  reviewed  to  evaluate 
whether  or  not  these  goals  are  being  achieved.  Of  the  1,745 
patients  referred  by  CHAP,  55  percent  were  documented 
to  have  had  the  mandated  care  within  the  preceding  12 
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Medical  Meetings 


> 

The  International  Society 
for  Artificial  Organs 

The  International  Society  for  Artificial  Organs  is  pre- 
senting a program  at  St.  Luke’s  Hospital  Center,  Amster- 
dam Avenue  at  114th  Street  on  April  18.  Registration  will 
be  at  the  main  entrance  on  113th  street.  The  program 
starts  at  8 a.m. 

Three-day  educational  program 

The  “International  Symposium  on  Exercise  in  Cardiac 
and  Pulmonary  Rehabilitation”  sponsored  by  the  Ameri- 
can College  of  Chest  Physicians  will  be  held  at  the  Hyatt 
Regency  in  Cambridge,  Massachusetts.  This  three-day 
educational  program  will  be  held  April  17  to  19,  1979,  in 
conjunction  with  the  Boston  Marathon. 

This  educational  program  has  been  accredited  for  I6V2 
hours  in  Category  1 of  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association.  For  credit  from 
local,  state  or  other  associations,  please  contact  those  or- 
ganizations. 

For  further  information,  please  contact:  Dale  E. 

Braddy,  Director  of  Education,  American  College  of  Chest 
Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois 
60068. 

32nd  National  conference 
on  rural  health 

The  32nd  national  conference  on  rural  health  will  be  held 
April  18  to  21,  Radisson-St.  Paul,  Minnesota.  The  con- 
ference will  convene  at  1:30  p.m.  on  Wednesday,  April  18 
and  will  conclude  at  11:30  a.m.  on  Saturday,  April  21. 

Registration  will  begin  at  7:00  a.m.  on  Wednesday,  April 
18. 

Workshop  in  soft  tissue  surgery 

The  Section  of  Otolarnygology  and  Maxillofacial  Surgery 
of  the  New  Jersey  Medical  School  and  the  American 
Academy  of  Facial  Plastic  and  Reconstructive  Surgery  are 
presenting  a “Workshop  in  Soft  Tissue  Surgery”  at  the 
New  Jersey  Medical  School,  Medical  Sciences  Building  on 
April  21  and  22. 

Fourteen  hours  of  category  I CME  credits  have  been 
authorized. 

Annual  spring  meeting 

The  American  Academy  of  Pediatrics  will  hold  its  annual 
spring  meeting  April  21  to  26  at  The  Sheraton  Centre 
Hotel,  Toronto,  Canada. 

Postgraduate  course  for  pathologists 
and  practicing  chest  physicians 

An  intense  three  and  one-half  day  postgraduate  course 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date 


designed  for  pathologists  and  practicing  chest  physicians 
will  be  held  at  the  Playboy  Towers  in  Chicago,  Illinois, 
April  25  to  28,  1979.  This  program  is  sponsored  by  the 
American  College  of  Chest  Physicians.  William  M. 
Thurlbeck,  M.D.,  F.C.C.P.,  professor  of  medicine  and  head 
of  the  Department  of  Pathology  at  the  University  of 
Manitoba  in  Winnipeg,  Canada,  is  course  director. 

The  American  College  of  Chest  Physicians  certifies  that 
this  program  meets  the  criteria  for  25%  credit  hours  in 
Category  1 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association.  For  credit  hours  from 
state,  local,  or  other  organizations,  please  contact  those 
organizations. 

For  further  information,  please  contact:  Dale  E. 

Braddy,  Director  of  Education,  American  College  of  Chest 
Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois 
60068. 

AMA  schedules  workshop 
on  chronic  mentally  ill 

The  American  Medical  Association  will  sponsor  a 
Workshop  on  “Physicians  and  Chronic  Mental  Patients: 
Potentials  for  Community  Based  Care,”  slated  for  May 
10-11,  1979,  at  the  Palmer  House  in  Chicago.  Participants 
will  focus  on  identifying  priorities  in  medical  education  as 
they  relate  to  the  physician’s  role  in  providing  compre- 
hensive care  to  patients  with  long-term  or  severe  mental 
disabilities. 

For  additional  information,  contact  Ms.  Suellen  Mul- 
doon,  Associate  Director,  Department  of  Mental  Health, 
American  Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

First  New  York  State 
conjoined  surgical  symposium 

The  first  New  York  State  conjoined  surgical  symposium 
will  be  held  May  10  to  13  at  Grossinger’s,  Grossinger,  New 
York  12734. 

Cosponsored  by  the  Central  New  York  Academy  of 
Medicine,  Inc.,  the  total  program  is  acceptable  for  22  hours 
Category  I continuing  Medical  Education  Credit  for  the 
Physicians’  Recognition  Award  of  the  American  Medical 
Association. 

Medical  School  of  New  Jersey 

The  annual  meeting  of  the  Medical  School  of  New  Jersey 
will  be  held  in  Convention  Hall,  Atlantic  City,  New  Jersey, 
May  12  to  15. 

Women  in  crisis 

The  first  annual  conference  on  women  in  crisis  will  be 
held  at  The  Sheraton  Centre  (formerly  the  Americana), 
New  York  City,  May  17  to  19. 

Sponsored  by  Project  Return  Foundation,  Inc.,  and  co- 
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months;  appointments  were  made  for  the  remaining  792 
patients,  75  percent  of  whom  kept  their  initial  appoint- 
ments. A random  sample  of  98  patients’  charts  were  re- 
viewed. There  were  93  percent  over  five  years  of  age,  and 
88  percent  had  some  health  problem  identified  during  this 
assessment.  Only  43  percent  of  the  patients  kept  follow-up 
appointments.  Neither  proximity  of  residence  to  the 
health  facility  nor  family  size  seemed  to  influence  patient’s 
returning  for  further  care.  Of  these  patients,  40  percent 
had  had  a health  assessment  in  the  preceding  12  months 
by  another  provider,  and  an  additional  22  percent  named 
other  sources  of  care.  These  results  support  the  posit  ion 
that  the  CHAP  program  is  contributing  to  some  degree  to 
unnecessary  duplication  and  fragmentation  of  child  health 
services. 

Nininger,  J.  E.:  Inhibition  of  ejaculation  at  orgasm,  New 
York  State  J.  Med.  79:  725  (Apr.)  1979. 

Failure  of  ejaculation  at  orgasm  may  occur  as  a symptom 
of  disease  or,  iatrogenically,  as  a side-effect  of  medication 
or  a complication  of  surgical  treatment.  Physiologic 
mechanisms  involved  are  described,  and  the  various  clinical 
situations  in  which  the  disturbance  may  be  found  are  dis- 


cussed. A need  for  the  physician  to  question  the  patient 
directly  about  this  dysfunction  and  to  provide  him  with 
adequate  reassurance  and  an  explanation  is  emphasized. 

Cherubin,  C.  E„  Marr,  J.  S.,  and  Sapira,  J.:  Medical 
indices  of  narcotics  addiction;  rise  and  fall  in  New  York 
City,  1963-1977,  New  York  State  J.  Med.  79:  727  (Apr.) 
1979. 

The  easily  obtained  indices  of  the  four  widely  known 
medical  complications  of  narcotic  addiction  can  serve  as 
indicators  of  changes  in  relative  size  of  the  addicted  pop- 
ulation. Annual  numbers  of  reported  cases  of  hepatitis 
and  tetanus,  as  well  as  deaths  ascribed  to  endocarditis  and 
drug  dependence  “overdose,”  were  compiled  for  the  period 
1963  to  1977  for  New  York  City.  All  indices  rose  and  fell 
nearly  synchronously  within  the  same  period  of  time. 
From  1963  to  1967  there  was  a slow  twofold  rise,  from  1968 
to  1971  a rapid  increase  to  peak  at  more  than  twofold,  from 
1972  to  1974  a rapid  decline  of  about  30  to  60  percent  in  the 
several  indices,  and  from  1975  to  1977  a slower  increase 
back  to  about  the  1967  level.  These  data  paralleled  the 
more  difficult-to-gather  figures  on  newly  reported  cases 
of  drug  dependence  obtained  from  social  agencies  by  means 
of  a “narcotics  register.” 


Abstracts  in  Interlingua 


Deibel,  R.,  e Flanagan,  T.  D.:  Infectiones  del  systema 
nervose  central;  observationes  etiologic  e epidiomologic  in 
le  Stato  de  Nove  York,  1976-1977,  New  York  State  J. 
Med.  79:  689  (April)  1979. 

Le  etiologia  viral  de  iste  infectiones  del  systema  nervose 
central  (SNC)  de  1976  a 1977  esseva  investigate  in  1366 
residentes  del  Stato  de  Nove  York,  excludente  le  Citate  de 
Nove  York.  Trovatos  diagnostic  esseva  obtenite  in  334  de 
iste  patientes.  Le  3 typos  prevalente  de  virus  del  influenza 
demonstrate  neuropathogenicitate.  Le  enterovirus  7 
causate  le  prime  e confirmate  epidemia  de  meningitis  e 
encephalitis  in  infantes  desde  su  detection  initial  in  1972. 
Iste  enterovirus  esseva  un  del  6 typos  de  virus  plus  fre- 
quentemente  trovate.  Le  resurgentia  del  rubeola 
(“Measles” — Sarampion)  continuava.  Le  frequentia  del 
syndrome  de  Reye,  1.3  pro  cento  in  le  patientes  studiate, 
esseva  plus  basse  que  in  le  annos  precedente,  3.3  pro  cento 
in  1977,  e 3.1  pro  cento  in  1974.  Nonobstante  le  patientes 
con  diagnose  de  syndrome  de  Reye  continuava  con  elevate 
mortalitate  (33  pro  cento).  Le  febre  dengue  esseva  im- 
plicate in  2 patientes  que  retornava  de  un  area  epidemic 
pauc  ante  de  esser  malate.  Le  virus  St.  Louis  del  en- 
cephalitis, primemente  observate  in  1975  in  nostre  Stato, 
non  ha  reapparite. 

Felman,  Y.  M.,  e Snyder,  R.:  Neisseria  gonorrhoeae 
productor  de  penicillinase,  New  York  State  J.  Med.  79: 
697  (April)  1979. 

Pauc  depost  le  identification  del  prime  casos  de  N.  go- 


norrhoeae productor  de  penicillinase  (“NGPP”)  in  1976, 
le  Centro  pro  le  Controllo  de  Morbos  Infectiose,  in  Atlanta, 
Georgia,  dictava  guidas  per  le  observation  futur  del  pa- 
tientes con  gonorrhea  causate  per  le  NGPP.  Le  Depar- 
tamentos  de  Sanitate  esseva  requerite  de  implementar  un 
methodo  pro  studiar  le  gonococos  resistente  trovate  in 
culturas  depost  tractamento.  Le  Departamento  de  Sani- 
tate del  Citate  de  Nove  York  studiate  omne  culturas  pos- 
itive de  NGPP;  de  iste  modo,  iste  Departamento  studiava 
selectivemente  circa  de  1500  culturas  cata  mense.  Desde 
iste  procedimento  seriate  initial,  establite  de  Septembre, 
1976  a Augusto,  1978,  ha  essite  trovate  8 culturas,  sporadic, 
de  NGPP  in  le  Citate  de  Nove  York  que,  epidemiologic- 
mente,  correspondeva  a 14  casos  confirmate  de  infectiones 
per  NGPP. 

Kestler,  O.  C.:  Spondylolysis  e spondylolisthesis;  revision 
actual,  New  York  State  J.  Med.  79:  700  (April)  1979. 

Recentemente,  un  extense  investigation  ha  defiate  le 
factores  etiologic  del  spondylolysis  e spondylolisthesis.  Le 
approches  congenital  e traumatic,  como  ha  essite  establite 
per  authoritates  famose,  ha  essite  acceptate.  Cata  theoria 
ha  su  proper  merito  e es  possibile  que  altere  classification 
etiologic  sia  acceptate.  Le  spondylolisthesis  degenerative 
o pseudospondylolisthesis  es,  actualmente,  un  entitate 
separate,  claremente  definite  e acceptate.  Investigations 
recente  ha  demonstrate  que  le  factores  traumatic  debe 
haber  plus  consideration.  Debe  dar  se  plus  importantia 
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The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


romp 


Motrin  400  fm 

ibuprofen,Upphn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


J-6857-d 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 

Mohin400rra 

ibuprofen,  Upjohn 

Indications  and  Usage:  Treatment  ot  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color- 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*  epigastric  pain* 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence;  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic; 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day. 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 

Caution:  Federal  law  prohibits  dispensing  without  prescription 
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sponsored  by  School  of  Social  Welfare,  SUNY  at  Stony 
Brook,  information  can  be  obtained  by  writing  to:  Women 
in  Crisis,  444  Park  Avenue  South,  New  York,  N.Y.  10016; 
telephone  (212)  686-1942. 

Human  endocrinology 

A course  on  “Human  Endocrinology”  will  be  held  May 
31  to  June  2 at  Lenox  Hill  Hospital,  New  York  City.  For 
more  information,  contact:  Diane  H.  Holuk,  Department 
of  Public  Relations,  telephone  (212)  794-4500. 

The  eleventh  annual 
Ophthalmology  Alumni  Day 

The  Eleventh  Annual  Ophthalmology  Alumni  Day  of  the 
State  University-Kings  County  Hospital  of  Brooklyn,  New 
York,  will  be  held  on  Thursday,  June  7,  1979,  at  the 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brook- 
lyn, New  York. 

For  further  information  write  to  Mrs.  Rita  Belsky,  State 
University  of  New  York,  Downstate  Medical  Center,  Box 
58,  450  Clarkson  Avenue,  Brooklyn,  New  York  11203. 

Two  and  one-half  day 
postgraduate  course 

A two  and  one-half  day  postgraduate  course,  “Asthma,” 
will  be  held  at  the  New  York  Sheraton  in  New  York  City, 
June  6 to  8,  1979.  This  continuing  medical  education 
program  is  sponsored  by  the  American  College  of  Chest 
Physicians  and  the  Albert  Einstein  College  of  Medicine. 

The  American  College  of  Chest  Physicians  certifies  that 
this  continuing  medical  education  program  meets  the  cri- 
teria for  15  credit  hours  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Associa- 
tion. 

For  further  information,  please  contact:  Dale  E. 

Braddy,  Director  of  Education,  American  College  of  Chest 
Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois 
60068. 

First  international  tinnitus  seminar 

The  first  International  Tinnitus  Seminar  will  be  held  at 
The  Sheraton  Centre  Hotel  (formerly  the  Americana), 
52nd  Street  and  Seventh  Avenue,  New  York,  N.Y.,  on 
Friday  June  8 and  Saturday,  June  9. 

For  information,  write  to  M.  Barrie  Jacobs,  Director  of 
Public  Affairs,  450  Clarkson  Avenue,  Brooklyn,  N.Y.  11203 
or  telephone:  (212)  270-1176  or  (212)  OR9-2820 

(home). 

Second  annual 
pediatrics  seminar 

“Pediatric  Emergencies,”  the  second  annual  pediatrics 
seminar  will  be  held  on  Thursday,  June  14,  8:30  a.m.  to  5 
p.m.,  at  Good  Samaritan  Hospital,  Suffern,  N.Y.  Seven 
CME  credits  have  been  applied  for  from  New  York  Medical 
College  and  the  American  Academy  of  Family  Practi- 
tioners. 

Pacemakers  in  1979 
and  beyond 

Discussion  of  cardiac  pacemakers  and  patients  with 
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pacemakers  will  be  presented  .June  28  to  80  at  the  Focono 
Hershey  Resort  in  White  Haven,  Pennsylvania.  For  ad- 
ditional information  please  contact:  Dale  E.  Braddy,  Di- 
rector of  Education,  American  College  of  Chest  Physicians, 
911  Busse  Highway,  Park  Ridge,  Illinois  60068.  The 
program  is  sponsored  by  the  American  College  of  Chest 
Physicians. 

Workshop  on  bioethics 
and  public  policy 

The  Institute  of  Society,  Ethics  and  the  Life  Sciences  will 
sponsor  a workshop  this  summer  on  “Bioethics  and  Public 
Policy”  which  will  be  held  at  the  University  of  Colorado  in 
Boulder,  Colorado,  from  July  15  through  22,  1979.  The 
workshop  will  examine  health  policy  alternatives:  national 
health  insurance,  the  current  cost  containment  effort,  and 
health  planning  techniques. 

A brochure  is  available  from  The  Hastings  Center,  360 
Broadway,  Hastings-on-Hudson,  New  York  10706  or 
telephone:  (914)  478-0500. 


Heart  attacks  from  strenuous  activity  can  be 
avoided,  JAMA  editorial  says 

Heart  attacks  precipitated  by  strenuous  physical  activity 
such  as  snow  shoveling  can  be  avoided,  says  an  editorial  in 
the  October  13  Journal  of  the  American  Medical  Associ- 
ation. 

Heart  patients  may  simply  avoid  strenuous  physical 
activity  to  which  they  were  not  conditioned  by  long-term 
training. 

And  everyone  can  get  into  better  physical  condition  by 
progressive  training  and  gradual  adjustment  to  physical 
stress,  so  that  the  need  to  push  a stalled  auto  need  not  re- 
sult in  death. 

Sudden  deaths  in  connection  with  sporting  activities  or 
regular  daily  routine  are  rare,  the  editorial  points  out. 
Most  who  die  during  or  following  stressful  physical  activity 
had  serious  heart  trouble  that  they  already  knew  of,  or 
could  have  been  diagnosed  by  period  checkups. 

Sauna  baths  can  be  dangerous  to  your  health,  if  you  have 
a weak  heart.  In  one  study,  67  individuals  died  following 
saunas.  Pushing  a car  and  shoveling  snow  are  blamed  for 
sudden  deaths  frequently. 

Strenuous  physical  exertion  may  lead  to  sudden  death, 
and  these  deaths  are  preventable  in  at  least  a number  of 
cases,  the  editorial  concludes. 

Author  is  Zenonas  Danilevicius,  M.D.,  a senior  editor  of 
the  Journal. 
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are  original,  have  never  before  been  published  nor 
submitted  elsewhere,  and  are  contributed  solely  to 
the  New  York  State  Journal  of  Medicine. 
Original,  a copy,  ancj  abstract  must  be  included. 
Address  manuscripts  to  Editor,  New  York  State 
Journal  of  Medicine,  420  Lakeville  Road,  Lake 
Success,  New  York  11042. 

Rejected  manuscripts  are  returned  by  regular  mail. 
Accepted  manuscripts  become  the  permanent 
property  of  the  JOURNAL  and  may  not  be  published 
elsewhere  without  written  permission  from  both  the 
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text. 

Permissions:  When  material  is  reproduced  from 
other  sources,  full  credit  must  be  given  to  both  author 
and  publisher  and  written  permission  from  these 
sources  included.  Where  work  is  reported  from  a 


governmental  service  or  institution,  clearance  by 
requisite  authority  should  accompany  the  manu- 
script. 
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those  citations  noted  in  the  text.  A complete  review 
of  the  literature  is  rarely  desirable.  The  references 
must  be  typed  double-spaced  and  are  to  be  numbered 
as  they  appear  consecutively  in  text,  with  their  po- 
sitions in  the  text  indicated.  An  alphabetized  bib- 
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publication,  volume,  first  page  of  article,  and  date. 
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be  included  with  all  references  that  have  appeared 
within  the  last  three  years.  Include  with  book  ref- 
erences name  of  author(s)  and/or  editor(s)  with  ini- 
tials, title  of  book,  edition,  location,  publisher,  year, 
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when  possible.  Drawings  and  charts  should  always 
be  done  in  black  ink  on  white  paper.  Clear,  glossy 
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for  excessive  illustrations  or  color  plates. 
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Editorials 


Care  of  high  blood  pressure 

High  blood  pressure  is  one  of  the  major  reasons 
why  adults  seek  medical  care.  Establishing  the  di- 
agnosis of  hypertension,  stabilizing  therapy,  and 
maintaining  periodic  follow-up  have  been  shown  to 
comprise  more  than  7 percent  of  the  office  visits  of 
physicians.  Presumably  the  work  load  in  hospitals 
and  other  ambulatory  care  clinics  is  comparable. 

In  an  effort  to  evaluate  certain  aspects  of  the  op- 
eration of  a clinic  for  control  of  hypertension,  the 
New  York  Heart  Association  in  1976  conducted  a 
mail  survey  of  175  facilities  in  New  York  City,  in- 
cluding 94  which  provided  treatment  services.  The 
study  demonstrated  how  a voluntary  health  agency 
can  conduct  a fact-finding  process  in  order  to  focus 
attention  on  improved  practices  in  the  care  of  the 
hypertensive  patient. 

A significant  finding  of  this  survey  is  that  more 
than  80  percent  of  all  facilities  providing  treatment 
for  hypertension  use  nurses  and  other  para-profes- 
sionals for  ongoing  patient  management.  The  use 
of  nurses  and  para-professionals  is  strongly  corre- 
lated with  the  availability  of  treatment  protocols. 
The  development  of  written  guidelines  for  treatment 
has  been  shown  to  insure  greater  uniformity  in  pa- 
tient care. 

The  use  of  a protocol  makes  it  practical  and  safe 
for  the  supervising  physician  to  delegate  responsi- 
bility for  ongoing  patient  visits. 


Risk  factor  counseling  should  be  an  important 
aspect  of  each  hypertensive  patient’s  visit.  This 
study  suggests  that  such  counseling  occurs  more 
frequently  in  clinic  studies  that  utilize  nurses  and 
para-professionals,  presumably  because  they  have 
the  added  time  to  devote  to  this  activity. 

The  treatment  of  hypertension  represents  an  ex- 
panding area  of  medical  care,  but  even  today  as  many 
as  15  percent  of  all  hypertensives  have  not  been 
identified,  and  at  least  30  percent  of  known  hyper- 
tensives are  not  currently  receiving  treatment.  Thus 
the  establishment  of  conveniently  located  sites  for 
treatment  and  the  availability  of  service  at  night  or 
on  weekends  merits  consideration.  This  is  a feasible 
alternative  to  the  usual  care  of  patients  by  physicians 
if  the  physicians  are  not  available. 

Thus  we  believe  that  the  New  York  Heart  Asso- 
ciation study  is  valuable;  first,  because  it  calls  at- 
tention to  ways  in  which  medical  care  can  be  pro- 
vided more  efficiently.  This  study  also  serves  to 
demonstrate  a new  and  innovative  role  for  heart  as- 
sociations seeking  to  evaluate  services  available  for 
the  treatment  of  hypertension. 

ARTHUR  G.  BAKER,  M.D. 

Bureau  of  Disease  Control 
State  of  New  York  Department  of  Health 
Office  of  Public  Health 
Tower  Building,  Empire  State  Plaza 
Albany,  N.Y.  12237 
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The  AMA  and  chiropractors 

In  1978  the  AMA  was  besieged  by  a number  of 
disturbing  lawsuits  including  one  filed  by  the  Federal 
Trade  Commission.  The  chiropractors,  having  won 
licensing  privileges  flom  50  state  legislatures,  picked 
the  same  year  to  launch  three  antitrust  suits  against 
the  Association  in  Illinois,  New  Jersey,  and  Penn- 
sylvania. 

The  AMA’s  Board  of  Trustees  decided  to  settle  the 
Pennsylvania  (Slavek)  suit  in  spite  of  strong  oppo- 
sition from  one  defendant,  the  radiologists,  who  were 
joined  by  three  other  specialty  societies.  The  latter 
were  not  parties  to  the  original  litigation. 

In  this  issue  one  of  the  participants  outlines  in  an 
over-simplified  manner  the  chronology  of  events 
related  to  the  dispute;  this  ended  after  the  meeting 
of  the  House  of  Delegates  in  December  of  1978. 

Perhaps  the  AMA  underestimated  the  vulnera- 
bility of  the  chiropractors  in  the  State  of  Pennsyl- 
vania: In  1964,*  in  the  action  of  Howe  vs.  Com- 
monwealth Department  of  State:  A chiropractor 
sought  the  right  to  do  physical  examinations  on 
persons  seeking  permits  to  drive  certain  types  of 
motor  vehicles.  He  lost.  The  decision  included  the 
statement  “Chiropractors  are  not  licensed  under  law 
to  diagnose  diseases  or  conduct  general  physical  ex- 

* Atlantic  Second,  1964,  Legal  Recorder,  vol.  199,  p.  521. 


animations.” 

In  1977,+  in  another  test  case  involving  the  Com- 
monwealth Department  of  State  vs.  Schatzburg,  the 
issue  was  whether  or  not  the  State  could  forbid  chi- 
ropractors from  doing  acupuncture.  The  chiro- 
practors contended  that  they  were  being  discrimi- 
nated against,  since  M.D.s  were  not  forbidden  to  use 
acupuncture.  The  decision  stated  that  the  ruling 
was  not  discriminating  because  chiropractors  are  not 
authorized  “to  engage  in  the  general  practice  of  the 
healing  arts.” 

The  reader  should  be  aware  of  the  facts  and  make 
up  his  or  her  own  mind  regarding  the  merits  of  the 
actions  of  each  party  to  the  dispute.  The  author, 
having  been  a participant,  has  found  it  difficult  to 
avoid  bias. 

The  special  article  in  this  issue  will  have  served  a 
good  purpose  if  it  stimulates  the  apathetic  physicians 
and  laymen  and  alerts  them  to  the  dangers  involved, 
when  unscientifically  trained  individuals  gain  the 
sacred  right  to  administer  to  the  sick  by  appealing  to 
the  courts. 

JULIUS  E.  STOLFI,  MD„  F.A.C.P. 

Associate  Editor 

f Atlantic  Second,  1977,  Legal  Recorder,  vol.  371,  p.  544. 
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tration with  certain  antibiotics.  i.e.,  clindamycin,  erythro- 
mycin. rroleondomycin,  may  result  in  higher  serum  levels 
of  theophylline  Plosma  prothrombin  and  factor  V may 
increose,  bur  any  clinical  effect  is  likely  to  be  small.  Metab- 
olites of  guaifenesin  may  contribute  to  increased  urinary 
5-hydroxyindoleaceric  acid  readings,  when  determined 
with  nitrosonophrhol  reagent.  Safe  use  in  pregnancy  has 
nor  been  established  Use  in  case  of  pregnancy  only  when 
dearly  needed. 

Adverse  Reoctions:  Theophylline  may  exert  some  stimu- 
lating effect  on  rhe  central  nervous  system.  Its  administra- 
tion may  cause  local  irritation  of  the  gosrric  mucosa,  with 
possible  gastric  discomfort,  nausea,  and  vomiting.  The 
frequency  of  adverse  reactions  is  reloted  to  rhe  serum 
theophylline  level  ond  is  not  usually  a problem  or  serum 
theophylline  levels  below  20  mcg/ml 
How  Supplied:  Capsules  in  bottles  of  100  and  1000  and 
unit-dose  packs  of  100,  Liquid  in  bottles  of  1 pint  and  1 
gallon. 

See  package  insert  for  complete  prescribing  information. 
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During  1976  and  1977  data  were  gathered  from 
1,366  patients  with  CNS  (central  nervous  system) 
infections  in  a cooperative  effort  by  the  State  of  New 
York  Department  of  Health  virus  laboratory,  in- 
volving 1,177  patients,  and  the  Erie  County  Virology 
Laboratory,  involving  189  patients.  This  study  is 
part  of  an  ongoing  effort  by  the  State  of  New  York 
Department  of  Health  to  elucidate  the  etiology  and 
epidemiology  of  viral  CNS  infections.1  5 

Consistent  with  past  experience,  aseptic  menin- 
gitis, encephalitis,  and  meningoencephalitis  were  the 
most  common  diagnoses,  and  enteroviruses  were  the 
most  frequently  isolated  agents.  The  major  new 
observations  were: 

The  increased  incidence  of  measles  virus,  first  ob- 
served in  1975,°  continued  throughout  1976  and  1977. 

Influenza  A6-8  and  B9  viruses  caused  Statewide  out- 
breaks. During  these  periods  they  were  the  etiologic 
agents  in  a substantial  number  of  cases  with  signs  of 
CNS  infection. 

Enterovirus  type  71.  a new  viral  agent  first  observed 
in  1972  in  our  State,10  reappeared  in  1977. 

Herpes  simplex  virus  was  the  most  frequently  impli- 
cated agent  in  infections  with  fatal  outcome. 

The  techniques  for  virus  isolation  and  identifica- 
tion and  for  the  assay  of  antibody  followed  the 
standard  protocols  of  the  surveillance  of  viral  CNS 
infections  in  previous  years.5 


The  viral  etiology  of  ('NS  (central  nervous  system ) 
infections  during  1976  1977  leas  investigated  in  1,366 
residents  of  New  York  State  exclusive  of  New  York 
City.  Diagnostic  findings  were  obtained  in  334  of 
these  patients.  All  three  prevalent  influenza  viruses 
showed  neuropathogenicity.  Enterovirus  71  caused 
the  first  confirmed  outbreak  of  meningitis  and  en- 
cephalitis in  infants  since  its  initial  detection  in  1972. 
It  was  one  of  the  six  most  frequently  encountered 
types  of  enteroviruses.  The  resurgence  of  measles 
continued.  The  incidence  of  Reye’s  syndrome,  1.3 
percent  of  the  studied  patients,  was  lower  than  in  the 
preceding  years,  3.3  percent  in  1975  and  3. 1 percent 
in  1974.  However,  patients  with  a diagnosis  of  Reye’s 
syndrome  continued  to  have  a high  mortality  rate,  33 
percent.  Dengue  fever  was  implicated  in  two  pa- 
tients who  had  returned  from  an  epidemic  area 
shortly  before  becoming  ill.  St.  Louis  encephalitis 
virus,  first  observed  in  1975  in  our  State,  did  not 
reappear. 


Findings 

Laboratory  studies  yielded  diagnostic  findings  in 
334  patients,  9 of  whom  had  dual  infections  (Table 
I).  A current  infection  was  indicated  in  about  40 
percent  of  the  patients,  with  diagnostic  findings  by 
significant  antibody  rises  or  by  isolation  from  cere- 
brospinal fluid  and/or  tissue  or  throat  swabs.  A 
presumptive  diagnosis  was  supported  in  the  re- 
maining patients  by  unusual  types  or  levels  of  anti- 
body or  by  isolation  of  virus  from  stool  and/or  throat 
swabs;  such  findings  are  compatible  with  current  or 
recent  infections. 

The  highest  incidence  of  CNS  disease  was  ob- 
served in  late  summer,  as  in  July  to  October,  1976, 
and  August  to  September,  1977  (Table  II).  The 
prevalent  enteroviruses  were  Coxsackie  B2  and  Echo 
4 in  1976,  from  May  to  October,  and  Echo  6 in  1977, 
from  July  to  November.  All  influenza  findings  were 
obtained  in  the  winter  and  spring,  with  influenza  A 
appearing  in  18  cases  in  1976  and  influenza  B in  10 
cases  in  1977.  Herpes  simplex  and  measles  viruses 
showed  no  marked  seasonal  prevalence. 

In  1977,  arbovirus  findings  were  observed  in  11 
patients:  8 cases  were  observed  with  California  en- 
cephalitis, with  onsets  of  illness  occurring  from  July 
to  September;  1 case  with  Powassan  encephalitis  was 
observed,  having  occurred  in  September,  and  2 with 
arbovirus  group  B infection  were  reported,  having 
occurred  in  August  and  September. 
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TABLE  i.  Laboratory  diagnostic  findings  in  patients  with  central  nervous  system  disease,  1976-1977,  New  York 

State  exclusive  of  New  York  City* 


Laboratory  Diagnostic  Category 

Number  of 
Patients 

Agents  Indicated  (Number  of  Cases) 

Confirmed  diagnoses 

Fourfold  or  greater  ant  ibody  rise 

80 

Coxsackie  B1  (1),  Coxsackie  B4  (1),  influenza  A (11),  influenza 
B (5),  parainfluenza  3(1),  mumps  (4),  respiratory  syncytial  (1), 
measles  (8),  California  encephalitis  (2).  Powassan  (1),  Group 
B arbovirus  (1),  adeno  untyped  (5),  herpes  simplex  (27), 
varicella  zoster  (6),  cytomegalo  (3),  rabies  (1),  Mycoplasma 
pneumoniae  (2) 

Virus  isolation  from 

CSF*  and/or  tissue 

30 

Coxsackie  A9  (1 ),  Coxsackie  B1  (1),  Coxsackie  B2  (14),  Coxsackie 

CSF  and  stool  or  throat  swab 

20 

B3  (2),  Coxsackie  B4  (3),  Coxsackie  B6  (1),  Echo  3(1),  Echo 
4 (5),  Echo  6 (7),  Echo  9 (2),  Echo  15(1),  Echo  17  (1),  Echo  30 
( 1 ),  Echo  31  (1),  entero  71  (1 ),  herpes  simplex  (8) 

Total  confirmed  diagnoses 

130 

Presumptive  diagnoses 

Fourfold  or  greater  CF  antibody  decline  or 

85 

Influenza  A (7),  influenza  B (5),  measles  (17),  California 

unusual  antibody 

encephalitis  (7),  group  B arbo  (1),  adeno  untyped  (3),  herpes 
simplex  (27),  varicella  zoster  (9),  cytomegalo  (3),  M. 
pneumoniae  (6) 

Virus  isolation  from  stool  or  throat  swab 

113 

Polio  1 (3),  polio  2 (3),  polio  3 (1),  Coxsackie  A2  (1),  Coxsackie 
A5  (1),  Coxsackie  A6  (1),  Coxsackie  A9  (7),  Coxsackie  A10  (1), 
Coxsackie  B1  (1),  Coxsackie  B2  (12),  Coxsackie  B3  (2), 
Coxsackie  B4  (6),  Coxsackie  B5  (1 ),  Echo  3(1),  Echo  4 (8), 
Echo  6 (14),  Echo  9 (3),  Echo  11  (1),  Echo  14  (4),  Echo  16  (2), 
Echo  21  (4),  Echo  22  (2),  Echo  25  (1),  Echo  30  (11),  Echo  31 
(1),  entero  71  (3),  entero  C/Albany/74  (1),  influenza  A/ 
Victoria/75  (3),  influenza  A/Texas/77  (2),  parainfluenza  1 (1), 
parainfluenza  3(1),  rubella  (1),  adeno  14  (2),  adeno  untyped 
(1),  herpes  simplex  (5),  unidentified  (1) 

Virus  isolations  from  stool  and  throat  swab 

15 

Coxsackie  A10  (1),  Coxsackie  B1  (1),  Coxsackie  B2  (8),  Coxsackie 
B4  (1),  Echo  4 (1),  Echo  30  (1),  entero  71  (2) 

Total  presumptive  diagnoses 

213 

Total  Diagnoses 

343 

Total  patients 

334** 

* Data  from  New  York  State  and  Erie  County  laboratories. 

* CSF  = cerebrospinal  fluid. 

**  Nine  patients  had  dual  infections. 


Forty-two  percent  of  the  CNS  infections  occurred 
in  children  15  years  of  age  or  under  (Table  III). 
There  were  no  significant  differences  in  diagnostic 
rates  between  sexes.  An  age  dependence,  however, 
was  apparent  for  the  major  viral  pathogens;  62  per- 
cent of  all  enterovirus  isolates  were  from  children  15 
years  or  younger,  although  this  group  had  only  24 
percent  of  the  measles  and  19  percent  of  the  herpes 
simplex  virus  findings. 

Aseptic  meningitis  was  the  clinical  diagnosis  for 
50  percent  of  the  334  patients  with  diagnostic  find- 
ings, encephalitis  for  22  percent,  and  meningoence- 
phalitis for  9 percent  (Table  IV).  The  main  etiologic 
agents  were  nonenteroviruses  for  patients  with  en  - 
cephalitis and  meningoencephalitis,  occurring  67 
percent  of  the  time,  and  enteroviruses  for  patients 
with  abacterial  meningitis,  occurring  in  60  percent 
of  cases. 

Guillain-Barre  syndrome  was  diagnosed  in  30  pa- 
tients. Five  of  these  had  diagnostic  findings:  pol- 
iovirus type  3 in  1 case;  adenovirus  in  1 case,  herpes 
simplex  in  2 cases,  and  Mycoplasma  pneumoniae  in 
1 case.  Of  the  8 patients  who  contracted  this  disease 
in  1976,  4 had  had  swine  flu  vaccinations,  hut  none 


of  these  had  serodiagnostic  findings  for  influenza 
A. 

Reye’s  syndrome  was  diagnosed  in  18  patients. 
Two  had  serum  conversions  for  influenza  A or  vari- 
cella zoster;  a third  had  evidence  of  recent  adenovirus 
infection,  that  is,  a fourfold  antibody  decline. 

In  31,  or  2.3  percent,  of  the  1,366  studied  patients, 
the  disease  took  a fatal  course.  These  included  6 of 
18  patients  with  Reye’s  syndrome,  18  of  446  patients 
with  encephalitis  and  meningoencephalitis,  and  4 of 
665  patients  with  abacterial  meningitis.  Viruses 
were  isolated  from  5 of  these  31  patients:  herpes 
simplex  virus  from  the  brains  of  two  women,  59  and 
55  years  old,  with  encephalitis  and  from  the  brain  of 
a 52-year-old  man  with  meningitis;  Coxsackie  B2 
virus  from  the  brain  of  a six-day-old  girl  with  me- 
ningoencephalitis; and  Echo  6 virus  from  the  cere- 
brospinal fluid  of  a 29-year-old  woman  with  menin- 
gitis. Serum  conversions  for  herpes  simplex  virus 
were  found  in  a five-year-old  girl  and  a woman,  age 
not  given,  with  diagnoses  of  encephalitis.  High  levels 
of  CF  (complement-fixing)  antibody  were  detected 
in  3 patients:  antiherpes  simplex  in  a 42-year-old 
man  with  encephalitis;  anti-influenza  B in  a 67- 
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TABLE  II.  Seasonal  distribution  of  patients  with  central  nervous  system  disease  and  of  diagnostic  findings,  1976- 

1977,  New  York  State  exclusive  of  New  York  City* 


Year  and  Month 
of  Onset 
of  Illness 

Number  of  (’NS1 
Patients  with 
Virologic 
and/or 

Serologic  Studies 

Total  Number 
of  Laboratory 
Diagnostic 
Findings 

Agents  Indicated  (Number  of  Cases) 

1976 

January 

41 

6 

Echo  9(1),  influenza  A (3),  adeno  untyped  (1)  herpes  simplex  (1) 

February 

40 

9 

Influenza  A (7),  varicella  ( 1 ).  M pneumoniae  ( 1 ) 

March 

39 

13 

Influenza  A (6),  measles  (2),  herpes  simplex  (4),  cytomegalo  (1) 

April 

44 

7 

Influenza  A (2),  measles  (2),  herpes  simplex  (2),  varicella  (1) 

May 

36 

7 

Echo  4 (2),  Echo  22  (1),  adeno  untyped  ( 1 ),  herpes  simplex  (1), 
varicella  (2) 

June 

60 

15 

Coxsackie  B2  (2),  Coxsackie  B4  (2).  Echo  4 (3),  Echo  30  ( 1 ),  mumps 
(2),  measles  (2),  varicella  (1),  A/,  pneumoniae  (2) 

July 

68 

21 

Coxsackie  B2  (6),  Coxsackie  B4  ( 1 ),  Echo  4 (3),  Echo  21  ( 1 ),  California 
encephalitis  (1),  adeno  untyped  (1),  herpes  simplex  (6),  varicella 
(2) 

Coxsackie  A2  ( 1 ),  Coxsackie  A6  ( 1 ),  Coxsackie  A9  (2),  Coxsackie  B2 
(11),  Coxsackie  B3  (3),  Coxsackie  B4  (3),  Coxsackie  B6  ( 1 ),  Echo 
'4  (4),  Echo  6 (2),  Echo  14  ( 1 ),  Echo  16  (2),  Echo  30  (2),  mumps  (2), 
measles  (1),  herpes  simplex  (1) 

August 

114 

37 

September 

90 

27 

Coxsackie  A9  (1),  Coxsackie  A 10  (2),  Coxsackie  B2  (8),  Coxsackie  B4 
(3),  Echo  9 (2),  Echo  21  (2),  Echo  25  ( 1 ),  Echo  30  (2),  measles  (2), 
adeno  untyped  (1),  herpes  simplex  (2),  A/  pneumoniae  (1) 

October 

79 

20 

Polio  1(1),  polio  2(1),  Coxsackie  Bl  (1),  Coxsackie  B2  (4),  Coxsackie 
B3  ( 1 ),  Coxsackie  B4  ( 1 ),  Echo  4(1),  Echo  11  ( 1 ),  Echo  21  (1),  Echo 
30  ( 1),  measles  (3),  herpes  simplex  (2),  M.  pneumoniae  (1), 
unidentified  ( 1 ) 

November 

44 

5 

Echo  14  ( 1 ),  Echo  30  ( 1 ),  herpes  simplex  (2),  measles  (1) 

December 

50 

4 

Polio  2(1),  adeno  untyped  ( 1 ),  herpes  simplex  (2) 

1976  Totals 

1977 

January 

705 

171 

Herpes  simplex  (23),  Coxsackie  B2  (31),  influenza  A (18),  measles  (13), 
Echo  4 (13),  other  (73) 

60 

13 

Coxsackie  B4  (1),  influenza  B (5),  herpes  simplex  (5),  varicella  zoster 
(1),  M.  pneumoniae  (1) 

February 

37 

7 

Influenza  B (2),  measles  (2),  rubella  (1),  adeno  14  (1),  adeno  untyped 
(1) 

Influenza  A (2),  influenza  B (2),  respiratory  syncytial  (1 ),  adeno  14 
(1),  herpes  simplex  (5) 

March 

57 

u 

April 

39 

10 

Polio  2 (1),  influenza  A (1),  influenza  B (1),  measles  (2),  herpes 
simplex  (3),  varicella  zoster  (1),  rabies  (1) 

May 

45 

13 

Polio  1 (2),  polio  3 (1),  measles  (1),  herpes  simplex  (6),  varicella  zoster 
(1),  cytomegalo  (2) 

June 

50 

9 

Coxsackie  A9  (1 ),  parainfluenza  3(1),  measles  (1),  herpes  simplex  (3), 
varicella  zoster  (2),  cytomegalo  (1) 

July 

48 

13 

Echo  6 (2),  Echo  14  (1),  Echo  17  (1),  Echo  30  (1 ),  measles  (2), 

California  encephalitis  (1),  herpes  simplex  (4),  varicella  zoster  (1) 

August 

141 

45 

Coxsackie  A9  (3),  Coxsackie  Bl  (2),  Coxsackie  B2  (2),  Coxsackie  B5 
(1),  Echo  3(1),  Echo  6 (13),  Echo  9 (2),  Echo  15  (1),  Echo  22  (1), 
Echo  30  (2),  Echo  31  (1 ),  entero  71  (2),  measles  (2),  California 
encephalitis  (4),  arbo  group  B (1),  adeno  untyped  (1),  herpes 
simplex  (5),  varicella  zoster  (1) 

September 

82 

28 

Coxsackie  A5  (1),  Coxsackie  Bl  (1),  Coxsackie  B2  (1),  Echo  3(1),  Echo 
4(1),  Echo  6(2),  Echo  30  (1 ),  Echo  31  ( 1 ),  entero  71  (4),  measles  (1), 
California  encephalitis  (3),  Powassan  ( 1 ),  arbo  group  B ( 1),  herpes 
simplex  (7),  cytomegalo  (1),  M pneumoniae  (1) 

October 

48 

5 

Echo  14  (1),  Echo  30  (1),  entero  C/Albany/74  (1),  herpes  simplex  (2) 

November 

26 

7 

Echo  6 (2),  Echo  30  (1),  parainfluenza  1(1),  adeno  untyped  (1),  herpes 
simplex  (1),  varicella  zoster  (1) 

December 

28 

ii 

Coxsackie  A9  (1),  influenza  A (2),  parainfluenza  3 (1),  measles  (1), 
adeno  untyped  (1),  herpes  simplex  (3),  cytomegalo  (1),  M. 

pneumoniae  (1) 

1977  Totals 

661 

172 

Herpes  simplex  (44),  Echo  6 (19).  influenza  B (10),  measles  (12), 
California  encephalitis  (8),  varicella  zoster  (8),  Echo  30  (6),  entero 
71  (6),  adeno  (6),  other  (53) 

* Data  from  New  York  State  and  Erie  County  laboratories. 
f CNS  = central  nervous  system. 
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TABLE  III.  Laboratory  diagnostic  findings  by  age  and  sex  of  patient,  1976-1977,  New  York  State  exclusive  of  New 

York  City* 


Patient 

Group 

(Years 

and 

Sex) 

Number 

of 

Patients 

with 

Labora- 

tory 

Diag- 

nostic 

Studies 

Total 

Number 

of 

Labora- 

tory 

Diag- 

nostic 

Findings 

Enteroviruses  Nonenteric  Viruses 

0 to  5 

F 

109 

41 

Polio  2 (3),  Coxsackie  A9  (1),  Coxsackie 
A10  (1),  Coxsackie  B2  (10),  Coxsackie 
B3  (1),  Coxsackie  B4  (2),  Echo  6 (3), 
Entero  71  (2),  unidentified  (1) 

Influenza  A (1),  parainfluenza  3 (1),  mumps  (1), 
measles  (1),  California  encephalitis  (1),  arbo 
group  B (1),  adeno  14  (1),  adeno  untyped  (5), 
herpes  simplex  (3),  varicella  zoster  (1),  A/. 
pneumoniae  (1) 

M 

187 

48 

Coxsackie  A2  (1),  Coxsackie  A5  (1), 
Coxsackie  A6  (1),  Coxsackie  A10  ( 1 ), 
Coxsackie  Bl  (1),  Coxsackie  B2  (10), 
Coxsackie  B3  (2),  Coxsackie  B4  (2), 
Coxsackie  B6  (1),  Echo  3 (2),  Echo 
4(1),  Echo  6(1),  Echo  14  (3),  Echo 
15  (1 ),  Echo  17  (1),  Echo  22  (2),  Echo 
25  (1),  Echo  30  (1),  entero  71  (2), 
entero  C/Albany  74  (1) 

Influenza  A (1),  parainfluenza  1 (1),  respiratory 
syncytial  (1),  California  encephalitis  (2), 
adeno  untyped  ( 1 ),  herpes  simplex  (5), 
cytomegalo  (1) 

Unknown 

1 

1 

Coxsackie  Bl  (1) 

6 to  15 

F 

115 

34 

Polio  1(1),  Polio  (1),  Coxsackie  B5  (1), 
Echo  4 (2),  Echo  6 (3),  Echo  14  (1), 
Echo  21  (1)  Echo  30  (1),  Echo  31  (1), 
entero  71(1) 

Influenza  A (4),  influenza  B (3),  measles  (5), 
Powassan  (1),  arbo  group  B (1),  adeno 
untyped  (1),  herpes  simplex  (3),  varicella 
zoster  (2),  cytomegalo  (1),  M.  pneumoniae 
(1) 

Influenza  A (4),  influenza  B (2),  measles  (2), 
California  encephalitis  (2),  herpes  simplex 
(2),  varicella  zoster  (1),  M.  pneumoniae  (1) 

M 

158 

38 

Coxsackie  A9  (3),  Coxsackie  Bl  (1), 
Coxsackie  B2  (3),  Coxsackie  B3  (1), 
Coxsackie  B4  (3),  Echo  4(1),  Echo 
6 (5),  Echo  9(1),  Echo  11  (1),  Echo 
21  (1),  Echo  30  (3),  entero  71  (1) 

16  to  30 

F 

194 

57 

Coxsackie  A9  (1),  Coxsackie  B2  (2), 
Coxsackie  B4  (1),  Echo  4 (4),  Echo 
6 (4),  Echo  9 (2),  Echo  16  (1),  Echo 
30(2),  Echo  31  (1) 

Influenza  A (3),  mumps  (1),  measles  (8),  rubella 

(1) ,  California  encephalitis  (1),  adeno 
untyped  (1),  herpes  simplex  (18),  varicella 
zoster  (3),  cytomegalo  (1),  M.  pneumoniae 

(2) 

Influenza  A (7),  parainfluenza  3 (1),  mumps  (1), 
measles  (6),  adeno  14  (1),  herpes  simplex  (5), 
varicella  zoster  (2),  M.  pneumoniae  (1) 

M 

181 

43 

Polio  3(1),  Coxsackie  B 1 ( 1 ),  Coxsackie 
B2  (2),  Coxsackie  B4  ( 1 ),  Echo  4(1), 
Echo  6 (4),  Echo  9 (2),  Echo  16(1), 
Echo  21  (1),  Echo  30(5) 

31  to  60 

M 

138 

28 

Polio  1 (2),  Coxsackie  A9  ( 1 ),  Coxsackie 
B2  ( 1 ),  Echo  4(3),  Echo  6(1),  Echo 
30(1) 

Influenza  A ( 1 ),  measles  (2),  California 
encephalitis  (2),  herpes  simplex  (10), 
varicella  zoster  (1),  cytomegalo  (2),  M. 
pneumoniae  (1) 

>60  F 

114 

22 

Coxsackie  A9  (2),  Coxsackie  B2  (3), 
Coxsackie  B4  (2),  Echo  4 (2) 

Adeno  untyped  (1).  herpes  simplex  (10),  rabies 
(1),  M.  pneumoniae  (1) 

F 

54 

11 

Influenza  A (2),  influenza  B (4),  measles  (1), 
herpes  simplex  (2),  varicella  zoster  (2) 

M 

39 

9 

Mumps  (1 ),  herpes  simplex  (4),  varicella  zoster 
(3),  cytomegalo  (1) 

Unknown 

F 

32 

4 

Coxsackie  B2  ( 1 ) 

Influenza  B ( 1 ),  herpes  simplex  (2) 

M 

41 

7 

Coxsackie  B2  (2),  Echo  21  (1) 

California  encephalitis  ( 1 ),  herpes  simplex  (3) 

Unknown 

3 

Summary 

F 

642 

175 

M 

720 

167 

Unknown 

4 

1 

Totals 

1 ,366 

343 

* Data  from  New  York  State  and  Krie  County  laboratories. 


year-old  woman  with  unspecified  CNS  infection  and 
diabetes;  and  antimeasles  in  a 26-year-old  woman 
with  meningoencephalitis. 

Dual  infections,  either  simultaneous  or  closely 


spaced,  were  indicated  in  nine  patients.  An  assess- 
ment of  the  role  of  each  virus  is  not  possible  when 
both  are  potentially  neuropathogenic.  The  nine 
cases  were:  ( 1 ) isolation  of  Coxsackie  A5  virus  from 


TABLE  IV.  Laboratory  diagnostic  findings  by  diagnosis 
of  patient,  1976-1977,  New  York  State  exclusive  of  New 
York  City* 

. Diagnosis  of  Patient* . 

To- 

Agent  Indicated  E ME  M P C1B  K NS  tal 


Poliovirus 

1 

2 

3 

Coxsackie 

A2 

A5 

A6 

A9 

A10 

Coxsackie 

B1 

B2 

B3 

B4 

B5 

B6 

Echo 

3 

4 
6 
9 
11 

14 

15 

16 
17 
21 
22 
25 

30 

31 

Entero  71 

Entero  C/Albany/74 
Influenza 
A 
B 

Parainfluenza 

1 

3 

Mumps 

Respiratory  syncytial 
Measles 
Rubella 
California 
encephalitis 
Powassan 
Arbo  group  B 
Adeno 
14 

Untyped 
Herpes  simplex 
Varicella  zoster 
Cytomegalo 
Rabies 

M.  pneumoniae 
Unidentified 
Total 
Laboratory 
Diagnostic 
Findings 
Summary 

Patients  with  dual 
findings 


1 ...  2 3 

. 3 3 

1 1 


1 1 


1 

1 

8 

1 

1 

8 

2 

2 

4 

4 

5 

6 

19 

4 

34 

1 

2 

1 

4 

5 

1 

4 

1 

11 

1 

1 

1 

1 

2 

2 

2 

12 

14 

5 

14 

2 

21 

5 

5 

i 

1 

4 

4 

1 

1 

2 

2 

i 

i 

2 

2 

4 

i 

1 

2 

i 

i 

12 

13 

i 

1 

2 

2 

3 

1 

6 

i 

1 

3 

15 

1 

4 

23 

1 

2 

7 

10 

i 

1 

1 

i 

2 

2 

2 

4. 

i 

1 

9 

11 

5 

25 

1 

1 

i 

i 

1 

9 

1 

1 

2 

2 

1 

i 

2 

1 

i 

3 

1 

1 

1 

i 

9 

25 

6 

23 

3 

2 

8 

67 

5 

2 

4 

1 

3 

15 

2 

1 

1 

2 

6 

1 

1 

1 

3 

1 

1 

2 

8 

1 

1 

76 

"34 

170 

11 

5 

3 

44 

343 

2 

3 

3 

1 

9 

( continued ) 


Patients  with 
diagnostic 
findings 

74  31  167 

11 

5 

3 43  334 

Total  patients 
studied 

357  89  665 

59 

30 

18  148  1,366 

Percentage  with 

20.7  34.8  25.1 

18.6 

16.7 

16.7  29.0  24.5 

diagnostic 

findings 

* Data  from  New  York  State  and  Erie  County  laboratories. 

* E = encephalitis;  ME  = meningoencephalitis;  M = aseptic  meningitis, 
including  abacterial  meningitis;  I*  = paralytic  disease;  GB  = Guillain-Barre 
syndrome;  R = Reye's  syndrome;  NS  = neurological  symptoms  and  oth- 
ers. 


stool  and  antibody  findings  for  California  encepha- 
litis in  a 4-year-old  boy  with  meningoencephalitis;  (2) 
serum  conversions  for  adenoviruses  and  parain- 
fluenza 3 virus  in  a 5-year-old  girl  with  encephalitis; 
(3)  serum  conversions  for  influenza  B antibody  and 
high  levels  of  M.  pneumoniae  CF  antibody  in  a 13- 
year-old  girl  with  an  unspecified  CNS  infection;  (4) 
California  encephalitis  antibody  and  high  levels  of 
herpes  simplex  CF  antibody  in  a 17-year-old  girl  with 
meningitis;  (5)  serum  conversion  for  cytomegalovirus 
and  high  levels  of  herpes  CF  antibody  in  a 20-year- 
old  woman  with  meningoencephalitis;  (6)  serum 
conversion  for  measles  antibody  and  high  levels  of 
herpes  simplex  CF  antibody  in  a 21-year-old  woman 
with  meningitis;  (7)  serum  conversions  for  mumps 
and  herpes  simplex  in  a 26-year-old  man  with  men- 
ingitis and  infectious  mononucleosis;  (8)  serum 
conversion  for  herpes  simplex  and  high  levels  of  in- 
fluenza CF  antibody  in  a 53-year-old  woman  with 
encephalitis  and  asthma;  and  (9)  high  levels  of  CF 
antibody  to  herpes  simplex  and  varicella  zoster  in  a 
69-year-old  man  with  encephalitis. 

Comment 

As  in  the  preceding  years,  a viral  etiology  was  in- 
dicated by  the  laboratory  data  in  approximately  25 
percent  of  the  patients  with  signs  of  CNS  infection. 
The  highest  diagnostic  rate,  34.8  percent,  was  for 
patients  with  meningoencephalitis. 

The  resurgence  of  measles  continued  in  patients 
with  CNS  infections,  13  cases  in  1976  and  12  cases  in 
1977,  as  well  as  in  patients  without  CNS  complica- 
tions, observed  in  the  State  of  New  York  Department 
of  Health  virus  diagnostic  service,  with  14  cases  in 
1974,  65  in  1975,  100  in  1976,  and  126  in  1977.  Si- 
multaneously, the  number  of  measles  cases  reported 
in  Upstate  New  York  rose  from  1,056  in  1975  to  3,959 
in  1977. 11  12  As  in  1975,  most  patients  with  measles 
diagnostic  findings,  21  of  25  cases,  were  children  and 
adolescents  who  either  had  received  the  early  measles 
vaccine  or  were  not  vaccinated.  The  25  patients 
included  9 with  diagnoses  of  encephalitis  (Table  IV); 
2 of  these  were  men,  16  and  17  years  old,  with  sub- 
acute sclerosing  panencephalitis. 

Rubella,  like  measles,  became  more  prevalent 
during  the  period  of  the  study.  The  number  of  re- 
ported cases  jumped  from  359  in  1975, 13  to  3,399  in 
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1977, 12  while  diagnostic  findings  in  patients  without 
CNS  involvement  increased  in  the  State  of  New  York 
Department  of  Health  virus  laboratory  from  38  to 
183.  Rubella  morbidity  was  higher  in  1977  than  in 
any  other  year  smce  the  epidemic  of  1964,  although 
rubella  virus  was  incriminated  in  only  1 patient  with 
meningitis.  This  observation  is  consistent  with  the 
low  neuropathogenicity  of  rubella  virus  in  acquired 
infections. 

The  incidence  and  number  of  patients  with  Reye’s 
syndrome  were  lower  in  1976  to  1977,  involving  18  of 
1,366  patients,  than  in  1974.  when  it  affected  25  of 
815  patients,  and  1975,  when  27  of  818  patients  had 
the  syndrome.  Only  3 of  the  18  patients  had  diag- 
nostic findings:  influenza  A,  adenovirus,  and  vari- 
cella zoster  virus  were  observed  in  1 case  each.  Five 
other  patients  had  low-level  CF  antibody,  with  a titer 
of  16  or  32,  to  influenza  B,  found  in  2 cases,  and  var- 
icella zoster,  observed  in  3 cases,  the  viruses  most 
frequently  associated  with  Reye’s  syndrome.14,15 
The  significance  of  these  findings  is  difficult  to  assess, 
but  in  cases  with  fatal  outcome  death  may  have  oc- 
curred before  antibody  could  develop  to  a significant 
level. 

Three  different  influenza  viruses  were  widespread 
in  1976  and  1977:  influenza  A/Victoria/75  in  Janu- 
ary to  April,  1976,  and  March  to  April,  1977, 6,7  in- 
fluenza A/Texas/77  in  December,  1977, 8 and  in- 
fluenza B/Hongkong/72  in  January  to  April,  1977. 9 
All  three  strains  showed  a potential  for  neuropath- 
ogenicity: encephalitis  or  meningitis  ensued  in  21 
of  the  33  patients  with  diagnostic  findings  for  in- 
fluenza A or  B.  One  case  of  influenza  A was  associ- 
ated with  Reye’s  syndrome. 

Enteroviruses  continued  to  be  the  most  frequently 
encountered  neuropathogenic  group  of  viruses,  but 
changes  were  noted  in  the  prevalence  of  the  indi- 
vidual serologic  types.  Although  21  different  sero- 
logic types  were  detected  each  year,  approximately 
one  half  of  each  year’s  findings  were  due  to  only  3 
serotypes:  Coxsackie  B2,  Coxsackie  B4,  and  Echo 
in  1976,  and  Echo  6,  Echo  30,  and  enterovirus  type 
71  in  1977. 

Enterovirus  71  was  responsible  for  an  outbreak  of 
encephalitis  and  meningitis  in  infants  in  Monroe 
County  in  1977.  This  was  the  first  confirmed  out- 
break in  New  York  State  since  this  agent  was  de- 
tected here  in  1972. 10 

Viruses  of  the  herpes  group,  herpes  simplex,  var- 
icella zoster,  and  cytomegalovirus,  were  responsible 
for  88,  or  26  percent,  of  the  334  diagnostic  findings. 
As  in  the  past,  herpes  simplex  virus  was  the  most 
common  herpesvirus  and  the  most  frequently  im- 
plicated viral  agent  in  diseases  with  fatal  outcome. 

All  but  one  of  the  human  arbovirus  infections, 
especially  with  California  encephalitis  virus,  were 
observed  only  in  1977.  All  patients  with  California 
encephalitis  findings  came  from  regions  where  sim- 
ilar infections  had  occurred  in  previous  years:  the 
greater  Capitol  District  area  and  the  southern  tier  of 
the  State.  Rowassan  virus  also  remained  active. 


The  10-year-old  girl  with  Powassan  encephalitis  re- 
sided in  Fulton  County,  which  is  in  the  vicinity  of 
Herkimer,  Warren,  Oneida,  and  Otsego  counties, 
where  six  patients  contracted  Powassan  virus  infec- 
tions in  1972  to  1975.  This  girl  showed  an  unusual 
complication.  Four  weeks  after  the  onset  of  illness 
she  developed  a quasipsychotic  clinical  picture, 
which  resolved  four  months  later  without  apparent 
sequels. 

There  was  no  recurrence  of  St.  Louis  encephalitis, 
which  had  occurred  in  1975  in  the  western  part  of  the 
State.5  Two  patients  with  meningitis,  however,  had 
significant  rises  of  HI  (hemagglutination-inhibiting) 
antibody  to  this  virus  without  corresponding  neu- 
tralizing antibody.  Sera  from  one  of  them  also 
showed  low-level  reactivity  by  HI  with  the  Powassan 
virus  antigen.  St.  Louis  encephalitis  and  Powassan 
virus  are  flaviviruses  and  belong  to  arbovirus  group 
B,  which  cross-react  to  some  extent  by  HI.  Our  data 
therefore  indicate  a group  B arbovirus  infection. 
Both  patients  became  ill  shortly  after  a visit  to 
Puerto  Rico,  where  dengue  fever  virus,  another  fla- 
vivirus,  was  widespread  at  that  time.16  The  findings 
most  likely  reflect  a dengue  fever  virus  infection  ac- 
quired during  the  stay  in  an  epidemic  area.  There 
is  no  evidence  of  secondary  spread  of  dengue  fever 
virus  in  New  York  State. 

Poliovirus  type  1,  2,  or  3 was  isolated  from  seven 
patients.  Strain  characterization  studies  were  per- 
formed on  five  of  the  seven  isolates  at  the  Center  for 
Disease  Control,  Atlanta,  Georgia.  Vaccine-like 
characteristics  were  found  in  four  of  these  isolates. 
Two  were  from  patients  with  meningoencephalitis 
or  Guillain-Barre  syndrome  who  had  no  record  of 
recent  immunization  with  oral  poliomyelitis  vaccine 
or  of  contact  with  recipients  of  such  vaccine.  One 
poliovirus  type  1 did  not  resemble  the  vaccine.  It 
was  isolated  from  a 47-year-old  woman  with  paralytic 
poliomyelitis,  who  recovered  with  residual  paralysis 
and  who  had  never  received  poliomyelitis  vaccine. 

One  man  with  slowly  developing  signs  of  enceph- 
alitis showed  negative  results  by  all  standard  isola- 
tion and  serology  tests.  Neutralization  tests  per- 
formed by  John  G.  Debbie,  D.V.M.,  at  this  division’s 
rabies  laboratory  showed  significant  rises  of  rabies 
antibody.17  This  patient  w'as  a laboratory  worker 
who  had  received  a series  of  rabies  vaccinations. 
Although  antibody  studies  had  indicated  that  he  was 
protected,  he  is  presumed  to  have  contracted  rabies 
by  inhalation  during  an  occupational  exposure  to  an 
attenuated  rabies  virus  strain.1 ' 
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Prophylactic  doxycycline 
for  travelers’  diarrhea 

In  a double-blind  trial  to  determine  the  efficacy  of 
doxycycline  (100  mg.  daily)  in  preventing  travelers’  diar- 
rhea, Sack  et  al.  concluded  that  most  episodes  of  the  dis- 
ease were  prevented  by  the  treatment.  The  subjects  were 
39  Peace  Corps  volunteers  during  their  first  week  in  Kenya. 
They  took  either  the  drug  or  placebo  for  three  weeks  and 
were  observed  for  an  additional  two  weeks.  Of  21  taking 


the  placebo,  9 had  travelers’  diarrhea  during  the  treatment 
period  as  against  1 of  those  who  took  the  doxycycline  (P  = 
0.012).  The  protection  seemed  to  persist  at  least  a week 
after  the  drug  was  stopped.  Enterotoxigenic  Escherichia 
coli  was  the  only  pathogen  isolated  from  the  placebo  group; 
in  the  treated  group,  it  was  not  found.  Not  one  of  these 
organisms  was  resistant  to  doxycycline,  whereas  resistance 
to  tetracyclines  and  other  antibiotics  was  common  among 
the  nonenterotoxigenic  E.  coli.  New  England  J.  Med.  298: 
758  (Apr.  6)  1978. 
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0.333  mg,  representing  a total  of  1 mg. 

An  improvement 
that’s  easy  to  swallow 

• No  waiting  for  tablets  to  dissolve  under  the  tongue. 

• Easier  dose  administration  for  increased  patient  compliance- 
less  need  for  supervision. 

• Human  bioavailability  demonstrated. 
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How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500  Hydergine  sublingual 
tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg,  dihydroergocristine  mesylate  0.333  mg, 
and  dihydroergocryptine  (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine  in  the  proportion  of  2 1) 
mesylate  0.333  mg.  representing  a total  of  1 mg,  packages  of  100.  500  and  1000  Hydergine  sublingual 
tablets  0.5  mg,  containing  dihydroergocornine  mesylate  0 167  mg,  dihydroergocristine  mesylate  0 167  mg 
and  dihydroergocryptine  (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine  in  the  proportion  of  2 1) 
mesylate  0 167  mg,  representing  a total  of  0 5 mg  packages  of  100  and  1000 
Before  prescribing , see  package  insert  for  full  product  information. 
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In  the  spring  and  summer  of  1976,  the  CDC 

(Center  for  Disease  Control)  in  Atlanta,  Georgia, 
identified  the  first  cases  of  PPNG  (penicillinase- 
producing  Neisseria  gonorrhoeae)  in  the  United 
States.1  In  August,  1976,  the  CDC  issued  guidelines 
for  the  prospective  surveillance  of  cases  of  gonorrhea 
caused  by  PPNG.-  They  recommended  that  all 
patients  with  gonorrhea  receive  test-of-cure  cultures 
7 to  14  days  after  completion  of  therapy.  All  patients 
with  positive  test-of-cure  cultures  were  to  be  treated 
with  2 Gm.  of  spectinomycin  administered  intra- 
muscularly. In  addition,  state  health  departments 
were  requested  to  implement  a method  of  testing  all 
positive  post-treatment  cultures  for  resistance  to 
penicillin.3 

To  assess  the  prevalence  of  PPNG  in  the  New 
York  City  area,  the  New  York  City  Health  Depart- 
ment Bureau  of  Laboratories  began  PPNG  surveil- 
lance in  September,  1976.  Although  the  CDC 
guidelines  recommended  screening  only  positive 
post-treatment  cultures,  the  Bureau  of  Laboratories 
chose  to  screen  all  positive  cultures  for  PPNG  iso- 
lates. These  cultures  are  submitted  to  the  Bureau 
of  Laboratories  from  public  venereal  disease  clinics, 
gonorrhea  screening  facilities,  and  some  select  private 
physicians.4  Approximately  1,500  positive  cultures 
have  been  screened  for  PPNG  each  month. 

Screening  for  PPNG  is  accomplished  by  mixing  a 


suspect  colony  on  filter  paper  saturated  with  chro- 
mogenic  cephalosporin.  If  positive,  a color  change 
from  yellow  to  red  will  take  place  within  10  minutes. 
The  colony  is  then  plated  on  NYC  medium  con- 
taining penicillin.  Growth  on  NYC  medium  with 
penicillin  confirms  PPNG  organisms.5  Bach  PPNG 
positive  result  is  reported  immediately  to  the  field 
services  section  of  the  Bureau  of  Venereal  Disease 
Control  for  epidemiologic  follow-up  and  contact 
tracing. 

Since  these  initial  monitoring  procedures  were 
established  through  August,  1978,  there  have  been 
8 sporadic  appearances  of  PPNG  in  New  York  City 
resulting  in  14  confirmed  cases  of  PPNG  infections. 
The  observation  and  subsequent  epidemiologic  in- 
vestigations of  these  cases  are  presented  in  the  fol- 
lowing case  reports. 

Case  reports 

Case  I.  On  August  15,  1976,  a man  came  to  New  York 
University  Hospital  with  a profuse  urethral  discharge. 
During  the  history  taking,  it  was  discovered  that  he  had 
recently  been  treated  for  gonorrhea  with  parenterally  ad- 
ministered penicillin  while  in  Hong  Kong;  he  was  enroute 
to  Europe,  with  a brief  stay  in  New  York  City.  Because  of 
his  history  of  treatment  failure  with  penicillin,  this  patient 
was  treated  with  2 Gm.  spectinomycin  and  given  a urethral 
culture.  For  additional  confirmation,  this  culture  was 
forwarded  to  the  Center  for  Disease  Control  where  it  was 
positive  for  PPNG.  The  New  York  City  Bureau  of  Vene- 
real Disease  Control  was  notified  and  initiated  follow-up 
to  ascertain  sexual  contacts.  On  interview,  this  man  de- 
nied any  sexual  exposure  in  the  United  States.  He  stated 
that  his  recent  sexual  exposures  were  in  the  Far  East  with 
anonymous  sex  contacts.  No  further  follow-up  was  pos- 
sible. 

Case  2.  On  July  6,  1977,  a male  presented  himself  to  the 
Jamaica  Health  Center  VD  (venereal  disease)  Clinic  with 
a profuse  urethral  discharge.  On  smear  examination  of 
this  discharge,  this  man  was  diagnosed  as  having  uncom- 
plicated urethral  gonorrhea  and  was  treated  with  3.5  Gm. 
of  ampicillin  and  1 Gm.  of  probenecid  orally,  one  of  the 
regimens  recommended  by  the  Center  for  Disease  Control 
for  acute  uncomplicated  gonorrhea.  On  July  13, 1977,  he 
returned  to  Jamaica  Health  Center  with  his  discharge 
unabated.  At  this  time,  he  was  treated  with  2 Gm.  of 
spectinomycin,  and  a urethral  culture  was  performed  and 
submitted  to  the  New  York  City  Bureau  of  Laboratories. 
On  July  18,  1977,  the  Bureau  of  Laboratories  notified  the 
New  York  City  Bureau  of  Venereal  Disease  Control  that 
this  culture  had  tested  positive  for  PPNG.  This  patient 
had  been  interviewed  on  July  13,  1977.  During  this  in- 
terview it  was  determined  that  he  had  recently  returned 
from  the  Philippines.  In  fact,  he  had  first  noticed  his 
discharge  on  the  plane  ride  back  from  the  Philippines. 
When  evidence  of  the  PPNG  infection  was  noted,  it  was 
necessary  to  contact  this  man  again.  He  had  departed  the 
city  to  start  a job  in  Newport  News,  Virginia.  The  Virginia 
Department  of  Health  was  notified  and  interviewed  him 
again.  He  denied  any  sexual  reexposure,  including  contact 
with  his  wife,  since  returning  to  the  United  States.  His 
wife  was  cultured  and  her  test  showed  negative  findings. 
Several  contacts  were  initiated  to  the  Philippines  but  were 
never  located. 


April  1979/New  York  State  Journal  of  Medicine  697 


Case  3.  On  April  5,  1978,  a 16-year-old  female  and  a 
19-year-old  male  came  to  the  Morrisania  Social  Hygiene 
Clinic.  She  was  diagnosed  on  the  basis  of  a positive  cer- 
vical smear  and  treated  with  3.5  Gm.  of  ampicillin  and  1 
Gm.  of  probenecid.  A cervical  culture  was  taken  on  this 
examination.  On  interview  this  female  patient  named  the 
19-year-old  as  her  only  sexual  contact.  This  male  patient 
had  accompanied  her  to  the  health  center  and  presented 
a profuse  urethral  discharge  which  showed  positive  findings 
on  Gram-stain  examination.  He  was  treated  with  3.5  Gm. 
of  ampicillin  and  1 Gm.  of  probenecid.  No  culture  was 
done  on  the  male.  On  April  12, 1978,  the  culture  submitted 
on  the  female  was  reported  as  positive  for  PPNG.  She  was 
returned  to  clinic  and  treated  with  500  mg.  of  erythromycin 
four  times  a day  for  seven  days.  On  April  13, 1978,  the  man 
voluntarily  entered  Misericordia  Hospital  with  extreme 
pain  in  his  right  wrist.  He  was  admitted  with  a tentative 
diagnosis  of  gonococcal  arthritis  and  started  on  tetracycline 
therapy.  A urethral  culture  performed  on  admission  was 
positive  for  PPNG  at  the  Misericordia  Hospital  Labora- 
tory. On  interview,  he  named  the  aforementioned  16- 
year-old  and  also  named  another  woman  as  well  as  a third, 
unknown  female  contact.  The  second  identified  woman 
was  prophylactically  treated  with  4 Gm.  of  spectinomycin 
on  April  20,  1978.  The  unknown  female  contact  could  not 
be  located  after  extensive  field  investigation. 

Case  4.  A 25-year-old  presented  himself  at  Central 
Harlem  Health  Center  on  April  17,  1978,  with  a urethral 
discharge  and  was  diagnosed  as  having  gonorrhea  after  a 
Gram  stain  of  the  exudate  gave  positive  test  findings.  This 
man  was  treated  with  2 Gm.  of  spectinomycin  because  of 
a history  of  treatment  with  ampicillin  one  week  before  at 
a private  physician’s  office.  The  patient’s  culture  was 
positive  for  PPNG,  and  he  was  returned  to  the  clinic  on 
April  21,  1978,  and  retreated  with  tetracycline.  On  in- 
terview, he  named  only  one  contact  during  the  critical  pe- 
riod. The  identified  female  was  treated  with  4 Gm.  of 
spectinomycin  on  April  26,  1978.  She  had  a positive  cul- 
ture for  gonorrhea,  but  the  culture  was  negative  for  PPNG 
organisms.  This  woman  is  a Filipino  who  has  been  in  the 
United  States  since  1974,  she  works  as  a barmaid  for  the 
patient.  She  was  visited  by  her  husband  in  December, 
1977,  and  February,  1978;  her  husband  resides  in  the 
Philippines.  She  denied  sexual  contact  with  her  hus- 
band. 

Case  5.  A 29-year-old  female  came  to  Morrisania 
Health  Center  on  May  19,  1978,  and  was  diagnosed  as 
having  gonorrhea  on  the  basis  of  positive  cervical  smear, 
and  treated  with  3.5  Gm.  of  ampicillin  and  1 Gm.  of  pro- 
benecid. A culture  was  submitted  and  proved  positive  for 
PPNG.  This  patient  had  originally  come  to  the  clinic 
voluntarily  because  she  was  a contact  to  a man  who  had 
presented  himself  to  the  clinic  on  May  16,  1978,  was  diag- 
nosed as  having  uncomplicated  urethra!  gonorrhea  on  the 
basis  of  a positive  smear,  and  had  been  treated  with  am- 
picillin. On  May  31,  1978,  the  woman  had  a negative 
test-of-cure.  She  did  not  return  for  adequate  treatment, 
since  she  had  left  this  country  for  Kngland,  and  no  ade- 
quate follow-up  address  was  available.  The  man  returned 
to  the  clinic  on  May  24,  1978,  and  was  treated  prophylac- 
tically with  2 Gm.  of  spectinomycin.  On  interview  he  de- 
nied other  sexual  contacts  and  could  not  give  additional 
locating  information  on  this  female  contact. 

Case  fi.  A 24-year-old  man  came  to  the  Chelsea  Health 


Shortly  after  the  first  cases  of  PPNG  (penicillinase- 
producing  Neisseria  gonorrhoeae)  were  identified  in 
the  United  States  in  1976,  the  Center  for  Disease 
Control  in  Atlanta,  Georgia,  issued  guidelines  for  the 
prospective  surveillance  of  gonorrhea  cases  caused 
by  PPNG.  Health  departments  were  requested  to 
implement  a method  of  testing  all  positive  post- 
treatment cultures  for  resistance  to  gonorrhea.  The 
New  York  City  Health  Department  tests  all  positive 
cultures  for  PPNG  isolates,  thus  screening  approxi- 
mately 1 ,500  cultures  each  month.  Since  this  initial 
monitoring  procedure  was  established  in  September, 
1976,  through  August,  1978,  there  were  8 sporadic 
appearances  of  PPNG  in  New  York  City  which  on 
epidemiologic  investigation  revealed  14  confirmed 
cases  of  PPNG  infections. 


Center  on  July  25,  1978,  with  a urethral  discharge  which 
was  a smear-positive  for  gonorrhea.  He  was  treated  with 
ampicillin,  3.5  Gm.,  and  1 Gm.  of  probenecid.  On  July  27, 
1978,  he  returned  to  the  clinic  because  his  discharge  had 
not  abated.  He  again  had  a positive  urethral  smear  finding 
for  gonorrhea.  No  urethral  culture  was  performed.  At  the 
patient’s  request,  he  was  given  a pharyngeal  culture  be- 
cause of  a sore  throat.  Also  on  this  visit  he  was  treated 
with  tetracycline.  The  pharyngeal  culture  tested  positive 
for  PPNG.  He  was  given  additional  tetracycline  therapy 
on  August  3, 1978,  when  negative  test-of-cure  cultures  were 
obtained  from  both  throat  and  urethral  sites.  The  man 
named  one  contact  when  interviewed  on  August  3,  1978, 
a woman  who  had  a positive  cervical  smear  finding  for 
gonorrhea  and  was  treated  with  tetracycline.  The  culture 
tested  on  her  visit  was  positive  for  PPNG  at  the  cervical 
site.  When  interviewed,  the  woman  named  four  contacts: 
the  subject  of  Case  6,  and  three  other  men,  aged  22,  30,  and 
25  years.  In  addition  an  unknown  man  was  named  but 
never  located.  On  August  10,  the  22-year-old  was  pro- 
phylactically treated.  On  August  25,  the  30-  and  25- 
year-old  were  prophylactically  treated.  All  three  contacts 
were  seen  at  the  Morrisania  Health  Center.  This  female 
resides  in  the  same  house  as  the  man  mentioned  in  Case  5. 
She  knows  him  but  denies  sexual  contact.  This  man  has 
refused  to  return  for  a reculture. 

Case  7.  On  August  14, 1978,  a 21-year-old  female  came 
to  the  Fort  Greene  Health  Center  and  was  diagnosed  as 
having  uncomplicated  cervical  gonorrhea  on  the  basis  of 
a positive  cervical  smear.  She  was  cultured  and  then 
treated  with  3.5  Gm.  of  ampicillin  and  1 Gm.  of  probenecid. 
On  August  17,  1978,  the  cervical  culture  was  tested  and 
proved  positive  for  PPNG.  She  was  referred  back  into  the 
clinic  and  treated  with  erythromycin  because  she  was 
pregnant.  On  this  same  day,  the  woman  was  interviewed 
and  named  three  contacts:  a 22-year-old  man;  a 21 -year 
old;  and  another  man  age  22.  The  21  -year  old  was  referred 
into  clinic  on  August  17,  1978,  and  diagnosed  on  the  basis 
of  a positive  urethral  smear  and  treated  with  2 Gm.  of 
spectinomycin.  The  urethral  culture  was  reported  as 
positive  for  PPNG.  On  interview,  this  man  named  back 
this  female  as  well  as  three  contacts  in  the  Philippines 
during  June,  1978.  He  is  currently  in  the  Navy.  The  in- 
formation on  these  three  contacts  was  transmitted  to  the 
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Philippines.  As  of  this  date  one  woman  has  been  located 
and  reported  as  not  infected.  On  August  17,  1978,  the 
second  ‘22-year-old  contact  to  the  female  was  referred  into 
the  clinic  and  was  treated  prophylactically  with  2 Gm.  of 
spectinomycin.  His  culture  subsequently  was  reported  as 
negative.  On  August  21,  1978,  the  first  22-year-old  was 
referred  to  the  clinic.  He  was  diagnosed  as  having  un- 
complicated urethral  gonorrhea  on  the  basis  of  a positive 
smear  finding  and  treated  with  2 Gm.  of  spectinomycin. 
His  urethral  culture  was  reported  as  positive  for  l'PNG. 
An  interview  was  done  on  August  21,  1978,  and  he  named 
four  contacts  and  one  suspect.  He  named  back  the  original 
female  patient  as  well  as  a 20-year-old  woman,  a 30-year- 
old  man,  and  a 22-year-old  female.  The  suspect  was  an 
alleged  sex  contact  to  this  22-year-old.  All  three  contacts 
were  referred  into  the  clinic  on  the  same  day  as  the  inter- 
view, August  21,  1978.  The  man  and  the  20-year  old  were 
preventively  treated  with  2 Gm.  of  spectinomycin  and  had 
negative  cultures.  The  22-year-old  contact  was  also 
treated  on  August  21,  1978,  with  2 Gm.  of  spectinomycin 
and  had  a positive  culture  for  PPNG.  She  was  interviewed 
on  her  original  visit  of  August  21,  1978,  and  named  only  the 
22-year-old  male.  She  denied  other  sexual  contacts; 
consequently,  we  were  unable  to  get  locating  information 
on  the  alleged  sex  contact,  and  he  was  not  found. 

Case  8.  On  September  3,  1978,  a man  presented  himself 
to  the  Chelsea  Health  Center  with  a urethral  discharge.  A 
Gram-stain  result  was  positive.  He  gave  a history  of  recent 
previous  treatment  in  Las  Vegas,  Nevada,  which  had  not 
abated  his  symptoms;  therefore,  he  was  cultured  and 
treated  with  2 Gm.  of  spectinomycin.  On  September  8, 
1978,  his  culture  was  tested  as  positive  for  PPNG.  The 
clinic  nearest  his  place  of  residence  was  notified  to  contact 
him  for  interview.  On  attempting  to  contact  this  man,  we 
were  informed  that  he  was  currently  in  England  en  route 
to  Israel  via  Switzerland.  His  father  cabled  England,  and 
the  patient  contacted  our  program  coordinator  by  phone 
from  Switzerland  on  September  10,  1978.  During  the 
phone  conversation,  he  gave  the  coordinator  the  particulars 
concerning  his  interview  by  the  Las  Vegas  Health  De- 
partment. Las  Vegas  was  contacted  on  September  11, 
1978.  They  indicated  that  on  August  9,  the  man  named 
one  contact  in  San  Francisco,  California,  and  this  infor- 
mation had  been  forwarded  to  California  for  follow-up.  On 
the  next  day,  September  12,  1978,  San  Francisco  verified 
that  his  contact  had  been  located  at  a massage  parlor, 
where  she  was  employed.  She  was  referred  to  the  clinic  in 
San  Francisco  on  September  12,  1978,  and  was  subse- 
quently cultured  and  treated.  A pharyngeal  culture  was 
tested  as  positive  for  PPNG,  and  San  Francisco  has  con- 
tinued the  follow-up.  The  man  denied  other  sexual  con- 
tacts. 


Comment 

Fortunately,  PPNG  has  not  become  as  widespread 
a problem  in  the  United  States  as  was  initially 
feared.6  Plasmid-mediated  resistance  has  been 
demonstrated  to  he  the  cause  of  penicillin-resistant 
gonococci.7  However,  contacts  to  patients  infected 
with  PPNG  organisms  do  not  always  harbor  this 
penicillin-resistant  form  of  gonorrhea.  This  suggests 
that  the  "promiscuous  plasmid,”  as  it  has  been 
called,8  does  not  bond  stably.  At  the  present  time, 
the  Bureau  of  Venereal  Disease  Control  does  not 
recommend  the  treatment  of  non-PPNG  with  spec- 
tinomycin because  of  the  possibility  of  developing 
spectinomycin-resistant  strains  of  gonorrhea. 

New  York  City’s  effective  screening  program  al- 
lowed for  the  rapid  identification  and  follow-up  of  all 
patients  infected  with  PPNG.  The  testing  of  all 
positive  cultures  for  PPNG  will  continue.  When  this 
is  not  feasible,  the  careful  monitoring  of  all  positive 
post-treatment  cultures  remains  the  most  efficient 
method  of  controlling  PPNG.  This,  coupled  with 
the  rapid  investigation,  examination,  and  treatment 
of  all  contacts  to  PPNG,  appears  to  have  successfully 
halted  the  spread  of  PPNG  among  our  at-risk  pop- 
ulations. 

bureau  of  Veneral  Disease  Control 
93  Worth  Street-Room  806 
New  York,  N.Y.  10013 
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Spondylolysis  is  a bony  defect,  usually  a fracture, 
in  one  or  both  sides  of  the  neural  arch  of  the  vertebral 
body.  Neural  arch  and  pedicle  are  synonyms  and 
refer  to  the  narrow  bony  structure  of  the  vertebral 
body  called  pars  interarticularis  (Figs.  1 and  2).  The 
fifth  lumbar  vertebra  is  the  most  commonly  af- 
fected. 

Spondylolisthesis  is  characterized  by  bilateral 
defects  in  the  partes  interarticulares  usually  of  the 


FIGURE  1.  Defects  in  pars  interarticularis. 


Recent,  extensive  research  work  has  challenged  the 
etiologic  factors  of  spondylolysis  and  spondylo- 
listhesis. The  congenital  and  traumatic  viewpoints 
are  analyzed  as  set  forth  by  the  large  number  of  re- 
nowned authorities  in  the  field.  Each  theory  appears 
to  have  its  own  merit  and  it  is  quite  possible  that 
further  etiologic  classification  will  have  to  be  ac- 
cepted. Degenerative  spondylolisthesis  or  pseu- 
dospondylolisthesis is  now  clearly  defined  and  ac- 
cepted as  a separate  entity.  It  follows  from  recent 
research  that  traumatic  factors  must  be  given  more 
consideration.  The  individual  weakness  of  the 
partes  interarticulares  should  be  given  more  atten- 
tion. The  legal  implications  of  all  these  factors  is 
entertained  since  it  is  of  practical  importance. 


fifth  lumbar  vertebra  and  the  resultant  anterior 
displacement  of  the  body  of  this  vertebra  on  the  sa- 
crum (Fig.  3).  Depending  on  the  degree  of  dis- 
placement of  this  fifth  lumbar  vertebra,  a classifi- 
cation is  in  force  grading  the  amount  of  displacement 
by  25  percent  or  less  of  the  anterior  posterior  diam- 
eter of  the  first  sacral  segment.  Grade  II  falls  be- 
tween 25  and  50  percent,  Grade  III  between  50  and 
75  percent,  and  Grade  IV  greater  than  75  percent. 
True  spondylolisthesis  usually  affects  the  fifth 
lumbar  vertebra.  Since  not  infrequently  a dis- 
placement appears  at  a higher  level,  usually  the 
fourth  lumbar,  we  must  differentiate  between  true 
spondylolisthesis  and  so-called  pseudospondylo- 
listhesis. Pseudospondylolisthesis  usually  occurs  at 
the  level  of  the  fourth  lumbar  vertebra  to  be  dis- 
placed over  the  fifth.  This  is  not  a true  spondylo- 
listhesis because  there  actually  is  no  defect  or  break 
in  the  pedicle  or  neural  arch,  also  called  pars  inter- 
articularis (Figs.  4 and  5).  Pseudospondylolisthesis 
was  first  described  by  Junghanns  in  1930. 1 This 
condition  is  more  frequently  seen  in  females  and  al- 
ways over  the  age  of  40.  The  neural  arch  in  these 
cases  remains  intact,  the  degree  of  slippage  seldom 
exceeding  one  quarter  of  the  diameter  of  the  verte- 
bral body.  Junghanns  called  this  condition 
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FIGURE  3.  Spondylolithesis.  (A)  Grade  I,  in  64-year-old 
female,  20  years  ago.  (B)  Causing  spinal  stenosis  (courtesy 
of  W.  H.  Kirkaldy-Willis,  M.D.,  F.R.C.S.). 


“pseudo-spondylolisthesis”  because  there  was  no 
break  in  the  neural  arch.1  McNab  described  this 
condition  in  1950  and  called  it  spondylolisthesis  with 
intact  neural  arch  (Figs.  4 and  5). 2 

Etiology 

Although  spondylolysis  is  not  considered  to  be  of 
congenital  origin,1  genetic  factors  may  predispose  the 
individual  to  it.3  There  are  also  racial  differences 
with,  for  example,  Eskimos  having  an  usually  high 
incidence  of  the  defect.  At  present,  the  most  gen- 


erally favored  theory  is  that  spondylolysis  is  a frac- 
ture caused  by  mechanical  stress,  and  the  mode  of 
failure  is  fatigue.  This  theory  was  supported  by 
experiments  to  determine  the  bending  strength  of  the 
lumbar  neural  arch.  The  same  preferred  t heory  wit  h 
reference  to  the  etiology  of  spondylolisthesis  is  gen- 
erally accepted  at  the  present  time.  Recently,  defi- 
nite support  for  the  traumatic  etiology  of  spondylo- 
listhesis has  been  given  by  many  authors  who  indi- 
cated that  the  trauma  involved  is  fatigue  fracture. 
The  present  concept  is  that  the  defect  in  the  pars 
interarticularis  in  spondylolisthesis  is  most  often  the 
result  of  repeated  trauma,  stress,  and  factors  other 
than  acute  fracture.  Instead  of  acute  fracture,  we  are 
dealing  here  with  fatigue  fracture  which  develops 
early  in  life.  There  may  !>e  a strong  hereditary  basis, 
and  most  often  there  are  incidental  roentgenographic 
findings.  It  is  felt  that  attention  should  be  given  to 
the  youngster  or  adolescent  with  low-back  pain  and 
paraspinal  muscle  spasm.  It  has  been  documented 
that  if  such  patients  are  followed  closely,  the  inci- 
dence of  pars  interarticularis  defect  will  be  highly 
appreciated.  A fatigue  fracture  in  these  individuals 
may  progress  to  significant  vertebral  slipping.  If 
such  a developing  defect  is  recognized  early,  treat- 
ment can  be  quite  satisfactory. 

History 

A historical  overview  is  now  presented  to  explain 
more  clearly  and  justify  the  fairly  recent  departure 
from  the  congenital  etiology  of  spondylolysis. 

The  true  etiology  of  the  defect  in  the  neural  arch, 
“spondylolysis,”  has  been  contested  for  the  last  100 
years,  and  the  debate,  in  modified  form,  continues 
even  today.  Those  who  were  the  proponents  of  the 
theory  of  a congenital  origin  of  spondylolysis  have 
tried  to  explain  that  the  two  sides  of  the  neural  arch 
arise  from  two  different  ossification  centers. 
Schwegel,  in  1859,  and  Rambaud  and  Renault,  in 
1964,  were  the  proponents  of  such  theory.1  However, 
a critical  review  of  the  literature  does  not  seem  to 
confirm  a single  instance  of  a bona  fide  case  of  con- 
genital spondylolysis.  There  were  those  who  ad- 
vanced the  theory  of  weakness  in  the  pars  interarti- 
cularis, namely,  Capener,  Holsworth,  Newman, 
Roche,  Simurda,  Sullivan,  and  Bickell.1  While  they 
have  reported  a number  of  such  cases,  they  also  in- 
dicated that  trauma  of  various  forms  has  produced 
fractures  through  the  lamina,  usually  the  pars  in- 
terarticularis. Hitchcock4  indicated  in  a compre- 
hensive study  that  congenital  weakness  of  the  pars 
interarticularis  could  not  be  easily  recognized. 
Nevertheless,  he  felt  that  congenital  defects  or  failure 
of  fusion  of  the  pedicle,  isthmus,  or  the  laminae  are 
lesions  capable  of  producing  definite  symptoms.  He 
could  not  exclude  that  some  of  these  lesions  may  be 
of  traumatic  origin  or  congenital  origin.  His  concept, 
in  1940,  was  that  the  trauma  occurred  at  the  time  of 
delivery  or  in  infancy.  He  based  his  opinion  on  a 
thorough  study  of  such  lesions  in  infants  and  new- 
borns. 
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FIGURE  4.  Pseudospondylolisthesis  at  age  69.  (A)  Observe  degenerative  changes  in  other  area.  (B)  Anteroposterior  view 
of  same  patient. 


In  recent  years,  the  opinion  that  isthmic  changes, 
which  may  consist  of  cleft  or  fissure  formation  or  in 
elongation  and  diminution,  are  acquired  after  birth 
during  growth  of  the  skeletal  system  has  found  in- 
creasing support.  Taillard:’  has  explained  the 
“dysplastic  theory”  in  detail.  His  theory  was  actu- 
ally based  on  the  roentgenologic  description  by 
Brocher.  He  also  points  out  the  simultaneous  ap- 
pearance of  cleft  hypoplasias  as  well  as  hypoplasias 
and  dysplasias  of  the  corresponding  articulating 
processes.  The  dysplastic  theory  has  found  in- 
creasing support  by  Newman2  even  more  recently. 
Taillard  describes  spondylolysis  as  a “still  poorly 
defined  ossification  disturbance  of  the  vertebral 
arch”  and  accepts  the  influence  of  the  developmental 
factor.  Furthermore,  the  dysplasia  of  the  vertebral 
arch  seems  to  be  closely  connected  to  the  upright  gait 
and  the  lumbar  lordosis,  since  these  changes  have 
been  observed  to  date  in  man  only.  Next  to  the 
dysplastic  theory,  a trophostatic  theory  has  also  been 
developed  and  ascribes  the  cause  of  the  cleft  in  the 
pars  interarticularis  to  a “creeping  fracture,”  stress 
damage,  and  the  existence  of  umbau  zones.  Hol- 
itsch,  Jaeger,  and  others  have  pointed  out  that  the 
pars  interarticularis  is  subject  to  mechanical  condi- 
tions and  difficulties  in  nutrition  if  the  nutrient  ar- 
teries of  the  isthmus  are  exposed  to  pressure  from  the 
adjacent  tips  of  the  articulating  process.1  This  may 
lead  finally  to  an  aseptic  osseous  necrosis  and  cleft 
formation.  Turner  and  others  have  postulated  that 
interuterine  stress  may  have  a deforming  influence 
on  the  pars  interarticularis  so  that  in  all  these  cases 
the  trophostatic  theory  would  apply.1 


The  foregoing  supports  the  feeling  of  many  or- 
thopedic surgeons  that  there  is  a significant  role  of 
congenital  pars  interarticularis  defect  as  a major 
contibuting  cause  regardless  of  whether  or  not  there 
is  a later  traumatic  episode.6’7  The  controversies 
over  the  etiology  of  spondylolisthesis  have  resulted 
in  a voluminous  literature  represented  by  work  of 
Burckhardt,  Colomna,  lies,  Liechdi,  W.  Mueller, 
Orth,  Rathke,  Schanz,  Wallgren,  Willis,  and  Wiltse.1 
In  contrast  to  the  proponents  and  those  who  insist 
on  the  aforementioned  theories,  is  an  even  more  re- 
cent theory  advanced  by  Sullivan  and  Farfan.3  They 
feel  that  the  possible  existence  of  an  area  of  reduced 
bone  development  in  the  pars  interarticularis,  as  in 
cases  of  bone  dysplasia  elsewhere  in  the  skeleton,  has 
prompted  some  authors  to  consider  the  fractures 
through  the  pars  as  fatigue  or  stress  fractures. 
However,  they  state  that  there  appears  to  be  no 
substantial  evidence  at  present  to  suggest  that  the 
pars  interarticularis  is  deficient  by  virtue  of  improper 
ossification.  Furthermore,  experiments  prior  to  the 
more  recent  ones  performed  and  reported  by  Sullivan 
and  Farfan3  and  by  Lamy  et  al.8  have  shown  that 
despite  the  application  of  extensive  force  on  spines 
of  autopsy  specimens,  a symmetric  fracture  of  the 
vertebral  arch  within  the  pars  interarticularis  was  not 
possible.  Turner  and  Markallow  were  able  to  pro- 
duce fractures  of  the  pars  interarticularis  in  autop- 
sied  spines  only  after  the  pars  interarticularis  had 
been  exposed  to  previous  damaging  influence.1 
Sullivan  and  Farfan3  reported  in  1975  that  if  proper 
force  was  applied  to  the  facet  articular  surfaces  of 
autopsy  specimens,  the  normal  neural  arch  was  found 
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FIGURE  5.  Degenerative  or  pseudospondylolisthesis. 


to  fail  suddenly  by  fracture  in  57  instances  out  of  60. 
Lamy  and  associates8  indicated  that  spondylolysis 
is  caused  by  excessive  forward  flexion.  They  con- 
clude that  the  neural  arch  is  remarkably  strong. 
They  were  able,  with  their  experiments,  to  calculate 
the  bending  strength  of  the  pedicle.  They  feel  that 
the  pedicle  is  proportionally  as  strong  in  bending  as 
the  femur.  As  expected,  with  age  the  bones  become 
weaker.  Lamy  and  associates  emphasize  that  it  is 
not  possible  to  produce  a fracture  through  the  pars 
except  in  the  presence  of  high  degrees  of  tension  in 
the  posterior  ligaments  and  muscles.  The  lumbar 
spine  must  be  flexed  for  this  injury  to  occur.  They 
recall  that  Stewart,9  commenting  on  the  high  inci- 
dence of  neural  arch  defects  in  Alaskan  natives, 
suggested  that  this  was  due  to  the  habitual  flexed 
working  posture.  The  football  lineman  in  the  flexed 
position  suddenly  encountering  the  weight  of  his 
opponent  may  represent  another  instance  in  which 
great  stresses  can  be  expected  to  develop  in  the  pars 
interarticularis  because  of  the  flexed  position  and 
also  because  of  the  element  of  added  rotation.  In 
addition,  they  conclude  that  although  it  is  not  pos- 
sible to  rule  out  bone  fatigue  as  the  cause  of  spon- 
dylolysis, their  experiments  suggest  that  a traumatic 
episode  and  subsequent  nonunion  are  at  least  a more 
likely  prospect. 


Incident 

Statistics,  based  on  roentgen  or  skeletal  exami- 
nations, show  the  incidence  of  spondylolysis  in  the 
adult  to  be  5 to  6 percent  , and  of  spondylolisthesis  4 
percent.  During  the  first  10  years  of  life  the  figures 
are  lower.  The  number  of  cases  of  spondylolysis 
appearing  in  early  childhood  is  smaller  and  increases 
steadily  up  to  the  tenth  year  of  life.  From  there  on 
the  average  number  is  5 to  7 percent,  which  applies 
also  in  the  adult  population  of  Europe.  In  the 
United  States,  Moreton  evaluated  roentgenograms 
of  32,600  healthy  men  with  an  average  age  of  25  years 
and  found  a 7.2  percent  incidence  of  spondylolysis.1 
Willis  expressed  the  opinion  that  5.19  percent  of  all 
skeletons  have  a “cleft  in  the  pars  interarticularis.” 
He  calculated  for  the  white  man  6.6,  the  white  woman 
3.7,  for  the  nonwhite  man  8.5,  and  for  the  nonwhite 
woman  10.3  percent  clefts  in  the  pars  interarticu- 
laris.1 Wide  racial  differences  have  been  quoted  by 
Stewart.9  He  found  spondylolysis  in  white  Ameri- 
cans in  6.4  percent,  the  American  Negro  2.8  percent, 
in  the  Bantu  8.9  percent,  and  in  the  Alaskan  Eskimo 
27.4  percent.  These  figures  vary  for  different  rea- 
sons, one  of  them  being  that  some  of  this  research  was 
based  on  roentgenograms  of  the  living  and  others  on 
the  examination  of  skeletons. 

Pathology 

In  spondylolysis,  we  are  dealing  with  an  undis- 
placed defect  or  fracture  at  the  pars  interarticularis. 
It  is  believed  that  this  defect  is  due  to  fatigue  frac- 
ture. While  it  is  not  always  possible  to  prove  this 
fatigue  fracture,  there  are  certainly  cases  when  the 
fracture  of  the  pars  interarticularis  shows  a fluffy 
callus  formation.  Incidentally,  these  are  the  cases 
that  respond  to  immobilization  if  detected  early.10 
In  true  spondylolisthesis,  the  following  pathologic 
condition  is  encountered.  Normally,  the  inferior 
articular  facets  of  the  fifth  lumbar  vertebra  prevent 
the  body  of  this  vertebra  from  being  displaced  an- 
teriorly on  the  sacrum.  But  in  spondylolisthesis,  a 
bilateral  defect  in  the  partes  interarticulares  make 
the  neural  arch  a loose  fragment,  causing  a loss  in 
osseous  continuity  between  the  inferior  articular 
facets  and  the  body  of  the  fifth  lumbar  vertebra. 
The  result  will  be  a gradual  displacement  anteriorly 
of  the  vertebral  body.  It  has  been  reported  that  fi- 
brocartilaginous masses  were  found  at  the  defective 
pedicles.  It  is  believed  that  these  masses  cause 
pressure  on  the  nerve  roots.  Some  surgeons  found 
these  masses  at  the  time  of  surgery.  Others  did  not. 
It  should  be  mentioned  that  spina  bifida  occulta  is 
present  in  about  20  percent  of  patients  with  spon- 
dylolisthesis. The  defect  in  the  pars  interarticularis 
may  be  unilateral  or  bilateral.  When  it  is  bilateral, 
the  fifth  lumbar  vertebra  may  slip  forward  anteri- 
orly. 

In  pseudospondylolisthesis,  also  called  degenera- 
tive spondylolisthesis,  as  well  as  spondylolisthesis 
with  intact  neural  arch,  the  usually  small  anterior  slip 
which  almost  always  affects  the  fourth  lumbar  ver- 
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tebra,  is  due  to  progressive  erosion  of  the  superior 
articular  processes.  Due  to  the  erosion  of  the  supe- 
rior articular  process,  the  inferior  articular  process 
of  the  fourth  lumbar  slips  forward.  This  way,  the 
inferior  articular  process  is  almost  in  contact  with  the 
posterior  aspect  of  the  body  of  the  fifth  lumbar  (Fig. 
5).  Pseudospondylolisthesis  occurs  seldom,  if  ever, 
below  the  age  of  40.  The  condition  more  frequently 
affects  females.  There  are  usually  other  degenera- 
tive changes  seen,  not  only  in  the  affected  vertebral 
body  and  its  appendices,  but  also  in  the  rest  of  the 
dorsal  as  well  as  the  lumbar  and  lumbosacral  spine 
(Fig.  4B).  There  are  authors  who  speak  of  the  pos- 
sible existence  of  an  area  of  dysplasia  of  the  pars  in- 
terarticularis.  However,  at  the  present  time,  there 
appears  to  be  no  substantial  evidence  to  suggest  that 
the  pars  interarticularis  is  deficient  by  virtue  of  im- 
proper ossification. 

Biomechanics 

As  a result  of  repeated  and  more  exact  biome- 
chanical experiments,  as  well  as  accumulated  clinical 
experience,  the  traumatic  origin  of  spondylolysis  and 
spondylolisthesis  has  been  accepted  by  the  majority 
of  workers.  While  severe,  violent,  multidirectional 
trauma  such  as  automobile  accidents,  hyperflexion 
injury,  severe  hyperextension  injury,  and  football 
injuries  can  explain  the  mechanism  of  a fracture  of 
the  pars  interarticularis  or  pedicle,  repeated  lateral 
movements  on  an  extended  spine  as  in  running,  a 
combination  of  an  erect  stance  and  exaggerated 
lumbar  lordosis,  and  episodes  of  repeated  lifting, 
particularly  in  heavy  labor,  may  cause  a fracture  of 
these  areas.  It  has  been  shown  that  when  a static 
force  acts  on  a material,  stress  is  generated  within  the 
material.  As  the  applied  force  increases,  the  material 
will  eventually  fail  when  the  stress  reaches  a certain 
value,  called  the  ultimate  stress.  However,  the  ma- 
terial will  also  fail  when  it  is  subjected  to  cyclic  re- 
petitive stress  which  does  not  reach  the  ultimate 
stress.  Actually,  this  mode  of  failure  is  known  as 
fatigue  fracture.  “The  fatigue  life,  defined  as  the 
number  of  cycles  to  failure,  is  dependent  on  the  am- 
plitude of  the  cyclic  stresses  and  the  method  by  which 
they  are  imposed.”11  Walking  with  a heavy  pack  on 
the  back  and  working  in  the  fully  flexed  posture  are 
activities  that  produce  cyclic  stresses  within  the 
partes  articulares  of  lumbar  vertebrae.  If  the  stress 
generated  during  these  activities  reaches  a critical 
value  and  a sufficient  number  of  cycles  have  accu- 
mulated, the  neural  arch  may  fracture.  This  has 
been  considered  as  a likely  explanation  of  the  oc- 
currence of  spondylolysis.  Experimental  work  has 
been  carried  out  on  cadaveric  lumbar  vertebrae  to 
determine  the  fatigue  life  of  the  lumbar  neural  arch 
when  subjected  to  forces  comparable  with  those  en- 
countered in  vivo.  It  has  been  shown  that  mechan- 
ical fatigue  can  cause  the  neural  arch  to  fracture. 
This  can  occur  during  any  strenuous  activity,  such 
as  walking  with  a heavy  load  or  working  for  long  pe- 
riods in  the  Hexed  position,  provided  a high  enough 


stress  reaches  the  neural  arch  and  persists  for  a long 
enough  time.  Young  people  are  more  likely  to  de- 
velop spondylolysis  since  they  frequently  engage  in 
strenuous  activities  at  a time  when  their  interverte- 
bral disks  are  more  elastic  and  their  neural  arch  may 
not  be  completely  ossified.  It  has  been  shown  re- 
cently that  when  cadaveric  lumbar  spines  were 
subjected  to  detailed  strains,  compressive  and  tensile 
strains  have  increased  on  both  surfaces  of  the  pars 
interarticularis.  This  was  demonstrated  by  gauge 
analysis  under  conditions  of  controlled  loading. 
Such  posterior  offset  loads  simulating  extension  in 
the  lumbar  spine  would  suggest  that  hyperextension 
may  lead  to  stress  fractures  and  spondylolisthesis.11 
Before  this  recent  laboratory  work,  however,  there 
were  workers  who  felt  that  spondylolysis  was  caused 
by  excessive  forward  flexion.2  On  the  other  hand, 
lumbar  spondylolisthesis  has  been  the  result  of  in- 
creased force  in  extension.8 

Clinical  picture 

It  is  usually  gradually  increasing  backache  that 
brings  patients  to  a clinician.  In  cases  of  spondylo- 
lysis as  well  as  spondylolisthesis,  the  onset  of  pain  is 
usually  gradual.  Spondylolysis  may  develop  in  age 
groups  starting  at  age  eight  or  nine  and  can  involve 
adolescent  years  up  to  the  twentieth.  While  most 
frequently  the  pain  is  confined  to  the  lower  back  area 
and  centered  in  the  lumbosacral  region,  unilateral  or 
bilateral  radiation  into  both  lower  extremities  can 
also  be  seen.  The  clinical  picture  is  not  that  of  the 
picture  seen  in  lumbar  disk  herniations.  Spondy- 
lolysis and  true  spondylolisthesis  are  frequently  seen 
after  accidental  injuries  such  as  automobile  and  in- 
dustrial accidents,  particularly  in  workers  whose  jobs 
require  frequent  lifting  of  objects  of  various  weights. 
Many  times  a lifting  episode  is  the  result  of  a very 
excessive  weight  lifting.  Frequently,  complaints 
consist  of  a worker  lifting  an  unusually  heavy  object 
with  the  help  of  one  or  more  co-workers,  and  then  one 
or  another  suddenly  lets  go  leaving  the  burden  of  the 
weight  to  one  individual.  Occasionally,  the  x-ray 
film  findings  in  these  cases  indicate  either  spondy- 
lolysis or  spondylolisthesis.  It  can  be  a most  difficult 
task  for  the  examining  physician  and  radiologist  to 
decide  whether  the  defect  in  the  pars  interarticularis 
is  due  to  this  recent  accident  or  was  already  present 
prior  to  the  accident.  In  such  cases,  the  development 
of  callus  formation  two  to  three  months  later  will  help 
establish  the  correct  diagnosis  by  comparing  the 
x-ray  films.  Age  groups  demonstrating  such  defects 
can  vary  from  5 to  22. 10  A correct  diagnosis  can  be 
established  also  when  in  a certain  case  the  initial 
x-ray  film  findings  were  negative  and  subsequent 
x-ray  films,  after  a few  weeks,  show  the  defect  in  the 
pars  interarticularis.  It  should  be  pointed  out  that 
to  establish  the  correct  diagnosis,  oblique  x-ray  films 
are  indispensable  and  must  always  be  taken,  and,  of 
course,  repeat  x-ray  films  must  be  taken. 

It  has  been  reported  that  young  Army  recruits, 
often  only  17  or  18  years  of  age,  and  especially  during 


704  New  York  State  Journal  of  Medicine/April  1979 


66  62  30 

M M 


defect  in  pars  interarticularis,  left  side,  same  patient  as  in  (A), 
pars  interarticularis,  left  side,  same  patient  as  in  (C).12'13 


FIGURE  6.  Sclerotic  pedicle.  (A)  Of  second  lumbar,  right 
side,  in  19-year-old  ballet  dancer.  (B)  Tomogram  showing 
(C)  Of  fifth  lumbar,  right  side,  in  young  adult.  (D)  Defect  in 
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wartime,  have  been  observed  to  have  a relatively  high 
incidence  of  pars  interarticularis  fractures.  Often 
in  these  cases,  a white  shadow  on  the  roentgenogram, 
around  the  pars  interarticularis,  has  been  found 
suggesting  callus  formation.  Another  diagnostic- 
phenomenon  reported  is  the  so-called  sclerotic 
pedicle  in  the  age  group  15  to  21-':  12  such  cases  were 
reported  in  the  literature  involving  this  age  group. 
Hypertrophy  of  the  pedicle  opposite  the  defect  of  the 
pars  has  been  demonstrated  Tig.  6). 12  Surgery  was 
performed,  and  it  was  demonstrated  at  surgery  that 
there  was  an  instability  of  the  neural  arch  and  a 
contralateral  defect  in  the  pars  interarticularis  which 
seemed  to  be  the  primary  pathologic  condition.  The 
increase  in  bone  density  in  the  opposite  area  was 
described  as  hypertrophy  to  buttress  the  unstable 
ring  of  the  neural  arch.  The  conclusion  was  that  the 
pars  defect  represented  a stress  fracture.  In  some 
cases  with  unilateral  sclerosis  and  constant  pain,  the 
possibility  of  osteoid  osteoma  was  entertained  and 
eventually  ruled  out.  Eleven  additional  cases  were 
reported  by  the  same  authors. 1 ' They  reported  this 
reactive  sclerosis  and  hypertrophy  of  one  pedicle  and 
lamina  of  the  lumbar  vertebra  and  a contralateral 
spondylolysis  in  the  same  vertebral  segment.  They 
felt  that  the  differentiation  of  the  reactive  sclerosis 
from  that  associated  with  osteoid  osteoma  is  neces- 
sary since  excision  of  a sclerotic  pedicle  with  con- 
tralateral spondylolysis  will  cause  painful  instability. 
The  amount  of  slippage  does  not  correlate  with  the 
severity  of  symptoms.  The  fact  remains  that  at  the 
third  lumbar  level,  slipping  often  produces  symptoms 
reflecting  how  small  the  tolerance  is  between  the 
neural  elements  and  the  spinal  canal  at  this  level. 

The  majority  of  cases  of  degenerative  spondylo- 
listhesis show  evidence  of  degenerative  disk  disease 
in  the  form  of  disk-space  narrowing  and  plate  scle- 
rosis, vertebral  body  spurring,  or  a combination  of 
these  (Tigs.  4B  and  5). 

It  is  significant  that  in  a large  number  of  cases  of 
degenerative  spondylolisthesis  studied  by  Rosen- 
berg,14 there  wras  no  incident  of  spina  bifida.  The 
same  observation  is  made  by  Newman19  in  a fairly 
recent  study. 

On  the  other  hand,  in  spondylolisthesis  with  defect 
in  the  posterior  neural  arch,  there  is  a high  incidence 
of  spina  bifida. 

Differential  diagnosis 

A careful  history  is  indispensable.  The  diagnosis 
will  also  depend  on  the  age  group  involved;  this 
particularly  applies  to  adolescents  and  people  in  their 
20s  who  are  exposed  to  various  sports,  particularly 
football.  The  differential  diagnostic  problem,  of 
course,  markedly  involved  the  working  population 
involved  in  various  types  of  industry,  usually  heavy 
construction.  The  most  important  factor  in  differ- 
ential diagnosis,  of  course,  is  the  radiologic  exami- 
nation, that  is,  the  correct  evaluation  of  the  x-ray  film 
findings.  It  is  not  difficult  to  diagnose  pseudo- 
spondylolisthesis  because  there  will  be  no  defect  in 


the  isthmus  or  pars  interarticularis  invoicing  specific 
age  groups  as  mentioned  previously  Tigs.  4 and  5). 

There  are  cases  of  isthmic  spondylolisthesis  in 
which  an  additional  disk  protrusion  may  be  present 
due  to  both  the  spondylolisthesis  as  well  as  disk 
protrusion  or  herniation.  In  this  situation  we  find 
the  typical  symptoms  of  nerve  root  entrapment. 
Roentgenograms  will  disclose  the  isthmic  spondy- 
lolisthesis. We  also  have  the  CAT  (computed  axial 
tomographic)  scan  available  now  which  will  show  the 
space  occupation  at  the  proper  level.  What  we 
usually  find  is  that  the  bony  structure  of  the  pars 
interarticularis,  just  above  the  fracture,  is  displaced 
forward  to  narrow  the  lateral  recess  (Fig.  7A  and 
B). 

Treatment 

Therapeutic  measures  in  spondylolysis  will  depend 
on  the  clinical  signs  of  the  patient.  Surgical  inter- 
vention may  be  used  if  the  individual's  progressive 
symptoms  fail  to  respond  to  conservative  manage- 
ment such  as  proper  rest,  properly  selected  back 
support,  and  modalities  of  physical  therapy  including 
a well-planned,  careful  exercise  program.  The  ap- 
proach will,  of  course,  vary  with  the  individual  sur- 
geon and  the  patient.  An  adolescent  who  partici- 
pates in  sports  and  desires  to  maintain  his  or  her 
sport  activities,  but  develops  recurrences  each  time 
he  or  she  resumes  such  activities,  may  require  spinal 
fusion.  Surgery  for  lumbar  disk  protrusion  or  her- 
niation may  be  indicated  if  present,  and  there  are 
cases  in  which  lumbar  disk  protrusion,  herniation, 
and  spondylolysis  are  present.  In  such  instances,  the 
excision  of  the  herniated  disk  is  simultaneously  fol- 
lowed by  arthrodesis.  At  the  present  time,  pos- 
terolateral or  lateral  fusions  are  favored  by  the  or- 
thopedic profession.  True,  or  isthmic,  spondylo- 
listhesis can  be  treated  conservatively  depending  on 
the  clinical  symptoms  and  their  severity.  There  are 
many  cases  that  respond  to  conservative  manage- 
ment such  as  bed  rest,  properly  selected  back  sup- 
port, and  modalities  of  physical  therapy  including  a 
well-planned  exercise  program.  One  has  observed 
a fairly  large  number  of  cases  who  for  decades  could 
carry  on  with  their  occupations  with  the  proper 
conservative  management  (Figs.  3A  and  8).  The 
mere  fact  that  somebody  has  spondylolisthesis  does 
not  necessarily  mean  that  surgery  must  be  per- 
formed. Of  course,  if  there  is  evidence  of  continuous 
slipping  in  the  presence  of  characteristic  clinical 
signs,  particularly  neurologic  involvement,  then  ex- 
ploration and  spinal  surgery  are  the  proper  man- 
agement. Again,  it  must  be  mentioned  that  the 
majority  of  orthopedists  will  perform  posterolateral 
or  bilateral  lateral  fusions.  However,  there  are  or- 
thopedists and  neurosurgeons  who  perform  decom- 
pression surgery  by  removing  the  posterior  neural 
arch  of  the  involved  vertebral  segment.  It  is  in  this 
procedure  that  the  aforementioned  fibrocartilaginous 
tissue  may  be  present  and  has  to  be  removed  at  the 
same  time.  Both  procedures,  arthrodesis  as  well  as 
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FIGURE  7.  CAT  scans.  (A)  Normal  neural  canal.  (B) 
Normal  lateral  recesses  and  foraminae.  (C)  Obliterated 
lateral  recesses.  (Courtesy  of  X.  X Kirkaldy-Willis,  M D ). 


the  removal  of  the  posterior  neural  arch,  have  given 
satisfactory  results  in  the  greater  proportion  of 
cases. 

Pseudo-spondylolisthesis,  or  degenerative  spon- 
dylolisthesis, usually  responds  to  conservative 
management  with  the  use  of  the  proper  back  support, 
antiarthritic  medication,  and  modalities  of  well- 
selected  physiotherapy  program,  including  very 
carefully  administered  exercises.  Not  infrequently, 
in  this  type  of  spondylolisthesis,  we  also  find  evidence 
of  osteoporosis.  In  such  instances,  of  course,  proper 
treatment  of  osteoporosis  has  to  be  included  in  the 
management.  Surgical  intervention  may  become 
indicated  in  severe  cases  of  pseudospondylolisthesis 
when  a space-occupying  lesion  is  maintaining  and 
even  worsening  the  clinical  signs  for  such  a period  of 
time  as  is  no  longer  acceptable  to  the  patient  and  the 
treating  physician.  In  such  cases  we  are  dealing  with 
spinal  stenosis,  meaning  that  the  spinal  canal  is 
narrowed  by  a space-occupying  lesion.  In  such  cases, 
CAT  scan  is  extremely  useful  in  addition  to  the 
routine  examination,  because  it  will  show  the 
space-occupying  lesion.  It  is  important  to  note  that 
with  the  CAT  scan  we  are  able  to  measure  with  rel- 
ative exactness  the  size  of  the  spinal  canal  (Fig.  7). 
The  surgical  procedure  in  pseudospondylolisthesis, 
however,  is  never  arthrodesis.  To  the  contrary,  we 
have  to  relieve  the  compression  caused  by  the 
space-occupying  lesion,  and  therefore,  we  perform 
an  operation  which  is  called  decompression.  This 
operation  deals  with  the  complete  removal  of  the 
spinous  processes  and  laminae,  usually  involving  at 
least  three  segments,  one  vertebra  above  and  one 
vertebra  below,  since  in  pseudospondylolisthesis  we 
practically  always  see  the  forward  slipping  at  the 


fourth  lumbar.  The  decompression  operation  is  in 
most  cases  very  beneficial  to  the  patient. 


Medicolegal  aspects 

Medicolegally,  the  problem  is  the  so-called 
preexisting  lesion,  if  and  when  it  antedates  the  ac- 
cident. These  lesions  are  usually  found  after  an  in- 
dustrial accident  or  accidental  injury  of  any  kind.  In 
the  past,  and  even  the  present  time,  spondylolysis  or 
spondylolisthesis  was  considered  by  some  workers 
to  be  either  congenital  or  developmental.  The  rou- 
tine concept  of  medical  and  legal  experts  was  that  the 
accident  actually  did  not  produce  the  lesion  of 
spondylolysis  and  spondylolisthesis,  but  was  rather 
superimposed  on  it.  At  the  present  time,  when  the 
traumatic  origin  of  spondylolysis  and  spondylo- 
listhesis is  widely  recognized  and  accepted,  the  pos- 
sibility of  a preexisting  lesion  is  also  given  due  con- 
sideration. The  congenital  or  developmental  aspect 
must  be  substantiated  beyond  doubt  if  it  is  to  be 
given  consideration.  It  is  now  recognized  that  the 
trauma  that  caused  the  spondylolysis  or  spondylo- 
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FIGURE  8.  (Upper)  Through  spondylolisthesis  20  years  later 
indicating  spontaneous  ankylosis.  (Lower)  Same  patient  20 
years  before. 


listhesis  could  have  been  an  old  one  antedating  the 
recent  accident  by  months  or  years.  This,  of  course, 
will  necessitate  the  careful  analysis  of  all  available 
x-ray  films.  It  is  for  this  reason  that  x-ray  films 
taken  immediately  at  the  time  of  the  accident  are 
indispensable.  Repeat  x-ray  films  must  be  taken 
then  at  intervals  of  3,  6,  9,  and  12  weeks.  Oblique 
views  must  always  be  included.  Furthermore,  it  is 
extremely  desirable  that  similar  techniques  such  as 
radiography  be  applied  as  much  as  possible.  Even 
so,  in  many  instances,  correct  diagnosis  can  be  diffi- 
cult. The  medicolegal  concept  with  reference  to 
spondylolysis,  true  spondylolisthesis,  and  degener- 
ative spondylolisthesis  has  to  be  changed,  and  it  is  in 
the  early  process  of  changing.  The  recent  develop- 
ments and  the  tremendous  work  in  research  of  the 
aforementioned  condition  and  the  conclusions  that 
were  arrived  at  have  not  reached  all  levels  of  the 
medical  and  legal  professions  since  they  are  relatively 
recent. 

Pseudospondylolisthesis  is  widely  accepted  and 
recognized,  and  therefore,  in  these  cases,  we  have  no 
problem  anymore.  This  means  that  when  a judge 


and  jury  are  presented  with  x-ray  films  at  a trial, 
showing  the  slipping  of  the  fourth  vertebral  body  or 
the  third  vertebral  body  without  any  defect  in  the 
neural  arch,  there  can  be  no  doubt  and  there  cannot 
be  any  argument  that  the  industrial  accident  or  ac- 
cidental injury  was  not  responsible  for  it.  The 
statement  that  a relatively  minor  industrial  injury 
was  superimposed  on  a preexisting  condition  must 
receive  very  careful  screening  and  study.  The  type 
of  defect  in  the  posterior  neural  arch  has  to  be  clearly 
demonstrated  with  reference  to  the  age  of  its  occur- 
rence. Each  case  must  be  subject  to  very  careful 
analysis.  The  attitude  still  found  that  “every  defect 
in  the  neural  arch  of  a lumbar  vertebra  is  due  to 
congenital  anomaly  or  developmental  changes”  has 
to  be  evaluated  with  the  utmost  scrutiny.  On  the 
other  hand,  in  degenerative  spondylolisthesis,  the 
main  etiologic  feature  is  degenerative  arthritis  in  the 
form  of  lumbar  disk  degeneration,  as  well  as  degen- 
erative osteoarthritic  changes  in  the  articular  facets 
and  therefore,  this  has  to  be  properly  applied  to  the 
medicolegal  approach  of  such  cases.  It  is  a well- 
known  fact  that  in  the  majority  of  cases  the  afore- 
mentioned illustrated  defects  were  present  prior  to 
an  accident.  A distinction  has  to  be  made  to  per- 
suade the  presiding  judge  and  jury,  as  well  as  the 
Compensation  Board,  since  it  is  always  the  conten- 
tion of  the  opposing  side  that  the  patient  was  com- 
pletely free  of  symptoms  prior  to  the  date  of  acci- 
dent. 

515  Madison  Avenue 
New  York,  N.Y.  10022 
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This  is  a review  of  the  current  management  of  be- 
havior problems  in  MR  (mental  retardation)  from 
the  pediatric  point  of  view.  The  modalities  em- 
ployed in  the  treatment  of  children  and  adults  in  the 
inpatient  and  outpatient  departments  of  the  Mental 
Retardation  Institute,  New  York  Medical  College, 
are  detailed  with  particular  emphasis  on  the  use  of 
psychotropic  drugs. 

Definitions  and  scope 
of  behavior  problems 

Mental  retardation,  as  defined  by  the  American 
Association  on  Mental  Deficiency,  refers  to  “signif- 
icantly subaverage  general  intellectual  functioning 
existing  concurrently  with  deficits  in  adaptive  be- 
havior and  manifested  during  the  developmental 
period."1  This  usually  corresponds  with  an  IQ  (in- 
telligence quotient)  of  70  or  less.  Using  this  stan- 
dard, it  is  estimated  that  3 percent  of  the  population 
is  mentally  retarded  and  that  75  to  90  percent  of 
these  fall  into  the  mild  category,  with  IQs  between 
50  and  70.  Most  are  not  stigmatized  at  birth,  and  an 
awareness  of  their  limitations  first  surfaces  as  they 
enter  the  school  system  where  they  are  often  labeled 
as  retarded  and  placed  in  special  classes.  Many 
become  high  school  dropouts.  Later,  most  function 
in  society,  albeit  frequently  marginally,  and  do  not 
receive  services  which  are  specifically  designated  for 
the  mentally  retarded.  Two  good  reviews  of  mental 
retardation  are  those  of  Cytryn  and  Lourie2  and 
Mental  Retardation,  published  by  the  A.M.A. 


(American  Medical  Association).2 

In  most  instances  the  basic  cerebral  pathologic 
condition  of  MR  cannot  be  treated  directly,  and  so 
the  emphasis  is  on  enabling  the  retardate  to  use  those 
capacities  he  does  possess  optimally.  Disturbed 
behavior,  particularly  if  hostile  or  aggressive,  can 
impair  learning,  work,  and  social  relationships.  The 
mentally  retarded  have  high  anxiety  levels  stemming 
from  feelings  of  frustration,  recurrent  failure,  and  a 
sense  of  rejection  which  may  lead  to  mood  and  be- 
havior disorders.  In  the  past,  inability  to  cope  with 
behavior  problems  has  been  an  important  factor 
leading  to  the  removal  of  the  mentally  retarded  from 
their  homes,  schools,  and  local  communities  and  has 
led  to  their  institutionalization. 

Present  efforts  in  the  field  of  MR  are  directed  at 
enabling  the  retardate  to  live  at  home  with  his  family 
and  in  providing  comprehensive  support  facilities 
within  the  local  community.  These  include  special 
schools,  workshops,  day  programs  with  recreational 
outlets,  evaluation  and  treatment  centers,  and  social 
services.  These  also  provide  daily  respite  and  en- 
vironmental variation  for  both  the  patient  and  his 
parents.  In  addition,  small  group  homes  are  being 
set  up  as  mandated  by  the  Willowbrook  Consent 
Decree  of  1975,  which  requires  the  resettlement  by 
1981  of  the  retarded  residents  of  large  institutions 
into  supervised  single-family  homes  in  local  com- 
munities. In  order  that  this  plan  succeed  and  be 
accepted,  satisfactory  standards  of  social  behavior 
must  be  maintained  by  the  residents  of  these  homes. 
The  support  services  provide  counseling,  psycho- 
therapy where  the  patient  has  the  cognitive  abilities 
to  benefit,  behavior  modification,  and  psychophar- 
macologic  therapy  to  attain  this  goal.  In  addition, 
medical  facilities  will  be  provided  for  diagnostic 
work-ups,  ongoing  testing,  and  necessary  treatment 
including  monitoring  of  diets  of  patients  with  ami- 
noacidopathies  and  other  biochemical  diseases.4 
Psychotherapy  per  se  is  seldom  of  use  in  the  severely 
retarded  but  may  be  effective  in  the  mildly  retarded. 
Behavior  modification  can  be  directed  at  encouraging 
or  extinguishing  specific  behaviors  or  actions  but  not 
for  global  solutions.  Both  of  these  methods  require 
considerable  personnel  and  time  which  is  often  not 
available  because  of  priorities  and  financial  con- 
straints set  by  society.  Because  of  this,  psychotropic 
drugs  are  widely  employed  to  modify  behavior,  and 
their  impact  on  the  practice  of  psychiatry  in  the 
1950s  and  1960s  has  been  compared  to  that  of  the 
antibiotics  in  medicine  in  the  1940s.  “They  have 
eliminated  much  of  the  need  for  locked  doors,  barred 
windows,  and  other  physical  restraints  both  in  psy- 
chiatric institutions  and  in  those  for  the  mentally 
retarded.’’5 

Despite  the  benefits  made  possible  by  drug  ther- 
apy in  MR  in  dealing  with  disturbed  and  psychotic 
behavior,  serious  problems  remain,  particularly 
limitations  in  drug  efficacy  and  toxicity.  Reluctance 
to  take  or  give  medication  may  further  complicate 
therapy.  The  antipsychotic  drugs  are  among  the 
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safest  available  in  medicine.  This  safety  accounts 
in  large  measure  for  their  enormous  popularity  and 
widespread  use.5 

Psychotropic  drugs 

Psychotropic  drugs  are  defined  as  prescription 
medications  given  for  the  purpose  of  producing 
beneficial  changes  in  behavior,  mood,  or  thought 
processes.6  The  drugs  to  be  presented  in  depth  are 
the  antipsychotics,  that  is,  the  major  tranquilizers. 
Brief  mention  will  be  made  of  the  antianxiety  drugs, 
or  minor  tranquilizers,  the  stimulants,  and  the  an- 
tidepressants. These  medications  are  needed,  in 
part,  because  of  the  lack  of  adequate  staff  in  state  and 
other  institutions.  This  makes  the  management  of 
psychiatric  disorders  difficult,  and  the  promise  of 
chemical  tranquilization,  if  not  enhanced  learning, 
afforded  by  drugs,  is  naturally  received  with  enthu- 
siasm. Insofar  as  possible,  drugs  should  not  be  used 
as  a substitute  for  human  relationships,  but  rather 
to  facilitate  work,  learning,  and  meaningful  social 
interactions. 

Psychotropic  drugs  given  in  adequate  dosage  have 
clinically  observable  specific  pharmacologic  actions, 
but  are  therapeutically  nonspecific.  Efficacy  de- 
pends on  the  patient’s  psychodynamic  constitution, 
his  personal  situation  at  the  moment,  his  individual 
biochemistry,  the  physiologic  effect  of  the  drug,  and 
his  relationship  with  his  physician  and  caretakers 
and  the  overall  support  they  provide. 

Pharmacology  of 
antipsychotic  drugs 

Chlorpromazine  (Thorazine)  is  the  prototype  of 
this  class,  the  first  of  the  phenothiazines  to  be  in- 
troduced, and  is  still  in  wide  use.  It  produces  con- 
siderable sedation  when  given  initially,  accompanied 
by  a fall  in  blood  pressure,  tachycardia,  a slight  de- 
crease in  respiratory  rate,  decreased  salivary  secre- 
tion, miosis,  and  decreased  motor  activity.  Within 
a few  days  the  patient  becomes  indifferent  to  much 
that  is  happening  around  him,  and  with  this  there  is 
a reduction  in  anxiety,  agitation,  hostility,  hyperac- 
tivity, and  combativeness.  Clinically,  this  is  trans- 
lated into  psychomotor  slowing,  emotional  quieting, 
and  affective  indifference.  The  initial  sedative  ef- 
fect, seen  within  a few  days,  is  useful  in  the  treatment 
of  anxious  and  agitated  patients  and  differs  from  the 
antipsychotic  effect,  which  involves  amelioration  of 
delusions,  hallucinations,  disordered  thought,  and 
perceptions,  which  often  require  several  weeks  to 
occur.  Tolerance  often  develops  rapidly  to  the 
sedative  effect  but  not  to  the  antipsychotic  action. 
There  is  little  ataxia  or  incoordination,  and  the  pa- 
tient may  be  easily  aroused.7 

Thioridazine  (Mellaril)  is  the  most  commonly  used 
of  the  major  psychotropic  agents,  and  its  efficacy  is 
similar  to  chlorpromazine  at  the  same  dose.  It  does 
not  increase  the  seizure  threshold  and  so  is  the  pre- 
ferred drug  for  patients  with  convulsions.  It  is  the 


This  article  updates  the  treatment  of  behavior 
problems  in  the  mentally  retarded  with  particular 
emphasis  on  the  use  of  psychotropic  drugs.  The 
implementation  of  the  Willowbrook  Decree,  requiring 
the  placement  of  the  retarded  in  small  group  homes 
in  residential  areas,  has  led  to  expansion  of  commu- 
nity support  services,  including  sheltered  workshops, 
special  schools,  and  recreational  and  treatment  fa- 
cilities. Behavior  problems  are  a prime  concern  of 
those  who  come  into  contact  with  the  mentally  re- 
tarded. The  methods  used  by  pediatricians  to  treat 
unsatisfactory  behavior  in  the  inpatient  and  outpa- 
tient departments  of  the  Mental  Retardation  Insti- 
tute, New  York  Medical  College,  are  detailed.  In 
addition,  a brief  literature  survey  is  presented  to- 
gether with  current  recommendations  for  pharma- 
cotherapy of  behavior  problems  in  these  patients. 


least  likely  of  the  major  tranquilizers  to  produce  ex- 
trapyramidal  reactions,  and  this  makes  it  most  at- 
tractive for  use  in  outpatients.  It  is  generally  used 
in  adults  in  doses  under  300  mg.  per  day  to  avoid  ar- 
rhythmias and  almost  always  at  a level  under  800  mg. 
per  day  to  prevent  serious  pigmentary  retinopathy 
with  permanent  loss  of  vision.8 

Haloperidol  (Haldol)  is  a butyrophenone  with 
therapeutic  effects  similar  to  the  phenothiazines.  It 
is  50  times  more  potent  on  a milligram  basis  than 
chlorpromazine  but  less  sedating.  It  produces  more 
frequent  extrapyramidal  side-effects,  particularly  in 
younger  patients.  It  is  the  drug  of  choice  for  Gilles 
de  la  Tourette’s  syndrome,  a disorder  which  can 
masquerade  as  an  organic  brain  syndrome  or  a psy- 
chiatric disorder.8 

Peak  blood  levels  of  antipsychotic  drugs  follow  oral 
intake  in  two  to  three  hours,  with  90  percent  bound 
to  protein.  They  are  metabolized  in  the  liver  and 
excreted  in  the  urine  and  feces.  Excretion  is  slow 
because  they  are  converted  to  many  metabolites, 
some  of  which  may  require  six  months  or  longer  to  be 
excreted.  Their  half-life  varies  from  two  to  five  days. 
The  most  dangerous  toxic  effects  of  the  major  tran- 
quilizers is  the  production  of  blood  dyscrasias  which 
occur  in  0.01  percent  of  patients,  usually  in  the  first 
six  weeks  of  use,  and  which  are  manifested  by  fatigue, 
sore  throat,  and  fever.  Blood  counts  can  show 
granulocytopenia  but  are  not  of  much  value  in  pre- 
dicting this  in  advance.  Cholestatic  jaundice  can 
occur  most  commonly  during  the  first  month  of 
therapy,  in  0.5  percent  of  patients,  with  bile  in  the 
urine  and  elevated  plasma  bilirubin  and  alkaline 
phosphatase.  This  is  felt  to  be  a hypersensitivity 
phenomenon  and  is  usually  accompanied  by  blood 
eosinophilia.  It  clears  rapidly  on  discontinuation  of 
the  medication.  About  2 percent  of  patients  develop 
a drug  dermatitis,  often  more  marked  when  the  skin 


710  New  York  State  Journal  of  Medicine/April  1979 


is  exposed  to  the  sun,  usually  in  the  early  weeks  after 
the  onset  of  treatment.  Deposition  of  particulate 
matter  in  the  cornea,  lens,  and  retina  of  the  eye  can 
occur  after  prolonged  use  but  rarely  affects  vision. 
Good  treatment  response  to  behavior  problems  and 
reduction  in  anxiety  in  MR  can  often  be  obtained 
with  thioridazine  or  chlorpromazine  in  doses  of  25  to 
50  mg.  three  times  a day  or  haloperidol  in  doses  of  1 
to  2 mg.  three  times  a day. 

Extrapyramidal  side-effects  of  these  drugs  can  be 
manifested  in  several  ways,  tardive  dyskinesia,  often 
irreversible,  being  the  most  serious.  The  earliest 
symptom  is  often  an  acute  dystonic  reaction  with 
facial  grimaces,  torticollis,  and  oculogyric  crises.  The 
most  commonly  observed  effect  is  the  parkinson-like 
syndrome  with  slowing  of  volitional  movement  (ak- 
inesia), a mask-like  facies,  a reduction  in  associated 
arm  movements,  and  rigidity  and  tremors  at  rest, 
usually  of  the  upper  extremities.  Another  frequent 
form  is  akathisia  with  its  motor  restlessness  and 
constant  movement.  All  of  the  aforementioned  re- 
spond to  a decrease  in  dosage  or  stopping  of  the 
medication.  The  use  of  antiparkinsonism  agents 
such  as  benztropine  mesylate  (Cogentin)  or  trihex- 
yphenidyl hydrochloride  (Artane)  can  control  these 
manifestations.9 

Tardive  dyskinesia  occurs  in  patients  on  antipsy- 
chotic drugs  for  a long  time,  is  more  common  in  older 
and  institutionalized  patients,  and  possibly  in  those 
with  a history  of  brain  damage.  It  may  persist  for  an 
indefinite  period  after  the  drug  is  discontinued  and 
is  manifested  by  stereotyped  involuntary  movements 
consisting  of  sucking  and  smacking  of  the  lips,  lateral 
jaw  movements,  and  darting  of  the  tongue.  In  ad- 
dition, there  may  be  choreiform  and  other  purpose- 
less movements  of  the  extremities  and  axial  skeleton. 
All  of  these  motions  disappear  in  sleep.  A recent 
study  by  Paulson,  Rizvi,  and  Crane10  reported  a 20 
percent  incidence  of  mild  to  moderate  tardive  dys- 
kinesia in  a large  institution  for  MR  in  those  receiving 
phenothiazines  “for  a long  time.”  Evidence  is  be- 
ginning to  accumulate  that  tardive  dyskinesia  can  be 
reversed  by  increasing  the  level  of  choline  in  the  brain 
and  that  this  is  best  accomplished  with  oral  admin- 
istration of  lecithin. 

About  one  third  of  patients  on  antipsychotic  drugs 
have  side-effects  requiring  antiparkinsonism  medi- 
cation. These  latter  agents  can  cause  dry  mouth, 
blurred  vision,  and,  occasionally,  urinary  retention. 
They  should  be  used  only  when  symptoms  are 
present  and  not  for  prophylactic  purposes.  Benz- 
tropine mesylate  in  doses  of  1 to  2 mg.  once  or  twice 
a day  or  trihexyphenidyl  hydrochloride  at  2 to  5 mg. 
one  to  three  times  per  day  are  effective.  These 
should  be  gradually  stopped  within  three  months 
because  in  most  cases  the  parkinsonsim  symptoms 
remit.  In  a Veterans  Administration  study,  only  7 
percent  of  those  treated  with  antiparkinson  medi- 
cation for  three  months  required  that  it  be  contin- 
ued. 1 1 Acute  dystonic  symptoms  can  be  treated  with 
parenteral  diphenhydramine  hydrochloride  (Bena- 


TABLE  I.  Use  of  specific  psychotropic  drugs  based  on 
side-effects8 


Effects 

Drugs  of  Choice 

Desired: 
Sedation 
To  be  avoided: 

Chlorpromazine,  thioridazine 

Hypotension 

Haloperidol,  fluphenazine  (avoid 
chlorpromazine,  thioridazine) 

Sedation 

Haloperidol,  fluphenazine 

Arrhythmia 

Haloperidol  (avoid  thioridazine) 

Hepatitis 

Haloperidol,  thioridazine 
(avoid  chlorpromazine) 

Agranulocytosis 

Haloperidol,  thioridazine 
(avoid  chlorpromazine) 

Anticholinergic 

Haloperidol 

Extrapyramidal 

Thioridazine  (avoid 

haloperidol,  fluphenazine) 

Seizures 

Thioridazine 

dryl)  with  dramatic  results.  The  antiparkinson 
drugs  are  also  effective. 

Guideline  for  use 
of  specific  drugs 

Many  comparative  studies  have  failed  to  differ- 
entiate between  antipsychotic  drugs  in  terms  of 
overall  efficacy  or  to  identify  patient  subgroups  or 
target  symptoms  that  respond  differently  to  various 
agents.  However,  there  is  evidence  that  they  pro- 
duce distinct  side-effects  and  that  this  can  be  the 
basis  of  their  selection  for  use  in  MR.  When  certain 
effects  may  be  desired,  sedation  for  example,  and 
others  avoided,  such  as  hypotension  or  extrapyra- 
midal effects,  the  choice  of  medication  may  be  made 
accordingly.  These  are  listed  in  Table  I.  Hollister12 
state  “The  usual  dictum  is  to  learn  to  use  a few 
drugs  well  rather  than  all  poorly.” 

Failure  to  respond  to  one  drug  does  not  mean  the 
patient  will  fail  to  respond  to  others.  Further,  it  is 
noted  that  those  who  develop  side-effects  with  low 
dosage  of  one  medication  may  be  able  to  tolerate 
quite  high  doses  of  another.  Since  one  of  the  most 
reliable  guides  in  selecting  a drug  for  the  individual 
patient  is  his  previous  response  to  the  same  of  similar 
medication,  a comprehensive  detailed  history  should 
be  obtained  which  should  include  daily  dosage, 
clinical  value,  and  side-effects.13 

In  clinical  practice  it  is  important  that  specific 
behaviors,  to  be  modified  or  extinguished,  be  targeted 
so  the  response  may  be  gauged  objectively.13  Rec- 
ommended dosage  of  the  antipsychotic  drugs  are 
available  from  the  A.M.A.  Drug  Evaluations,8  the 
Hospital  Formulary, 14  and  the  Physicians’  Desk 
Reference . 15  The  dose  ranges  from  the  Hospital 
Formulary  appear  in  Table  II: 8-14-16  The  extremely 
agitated  or  excited  patient  may  require  large  doses 
of  intramuscular  drug.  The  effect  of  this  parenteral 
medication  may  be  two  or  three  times  more  potent 
than  via  the  oral  route.  Haloperidol  may  be  partic- 
ularly useful  because  it  causes  little  or  no  sedation  or 
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TABLE  II.  Dose  ranges8-1416* 


Generic 

Name 

Trade 

Name 

Usual 

Initial  Dose 

Total 

Daily 

Dose 

(mg.) 

Equiv- 

alent 

Dose 

(mg.) 

Chlorpro- 

mazine 

Thorazine 

25  to  100 
mg.  po,r 
25  to  50 
mg.  IM** 

50  to  1,000 

100 

Thiorida- 

zine 

Mellaril 

25  to  100 
mg.  po+ 

50  to  500 

100 

Fluphen- 

azine 

Prolixin 

2.5  to  5 mg. 
po,1  (12.5 
to  50  mg. 
IM**  in  oil 
every  2 to 
6 weeks) 

2.5  to  10 

2 

Halo- 

peridol 

Haldol 

2.5  to  5 mg. 

2 to  15 

2 

* A complete  table  of  drugs,  dosage,  and  so  forth,  is  available  from  the 
authors.  We  emphasize  that  the  use  of  drugs  is  only  to  be  considered  after 
other  methods  of  behavior  control  have  been  exhausted. 

f Orally. 

**  Intramuscularly. 

hypotension.  It  has  been  used  successfully  in  se- 
verely mentally  retarded  hyperactive  patients  to 
improve  social  behavior,  concentration,  and  diminish 
agitation,  but  no  improvement  in  speech  or  com- 
munication was  noted.  It  can  be  used  in  severe  cases 
where  long-term  therapy  with  large  doses  is  neces- 
sary. In  treating  the  mentally  retarded  adult  with 
hyperkinesis,  5 mg.  intramuscularly  in  divided  dos- 
age may  be  used,  and  this  can  be  increased  to  10  mg. 
if  needed  in  an  acute  episode.  Once  the  patient  is 
stabilized,  oral  dosage  may  be  substituted.  The 
usual  daily  dose  for  a psychotic  adult  patient  is  2 to 
8 mg.  daily.  In  unusual  circumstances,  larger  doses 
may  be  used.8 

Initiation  of  treatment 
with  psychotropic  drugs 

Prior  to  treatment  with  antipsychotic  medications, 
certain  baseline  studies  should  be  obtained.  This 
includes  a cardiac  and  hepatic  history,  a psychotropic 
drug  history,  and  a history  of  seizures  because  the 
antipsychotic  drugs  can  lower  the  seizure  threshold. 
The  blood  pressure  should  be  recorded  both  standing 
and  reclining.  Laboratory  studies  required  include 
a complete  blood  count,  liver  function  tests,  urinal- 
ysis, and  in  older  patients  an  electrocardiogram.  It 
is  important  to  discover  the  patient’s  and  his  care- 
taker’s attitudes  toward  psychoactive  drugs,  to  win 
their  cooperation,  and  warn  of  possible  side-effects 
where  necessary. 

When  considering  the  form  of  pharmaceutical 
preparation  to  use,  it  is  to  be  noted  that  liquids  are 
absorbed  more  completely  than  tablets  and  that 
time-released  capsule  absorption  is  erratic.  In  ad- 
dition, time-released  capsules  should  not  be  used 
because  the  long  half-life  of  these  drugs  makes  them 
unnecessary,  and  they  are  an  expensive  dosage  form. 
When  using  the  intramuscular  route,  administer  one 
half  of  the  oral  dose  and  observe  for  postural  hypo- 


tension. When  it  is  not  possible  to  give  oral  medi- 
cation on  a daily  basis,  such  as  when  the  patient  lives 
at  home  alone  or  with  an  unreliable  caretaker,  flu- 
phenazine  enanthate  (Prolixin)  can  be  given  intra- 
muscularly every  one  to  three  weeks  in  a dosage  of  25 
to  100  mg.  If  possible,  stabilize  on  an  oral  dose  of 
fluphenazine  hydrochloride  first  before  switching  to 
the  intramuscular  route  to  avoid  serious  side-ef- 
fects.11 

Weight  gain  is  a frequent  consequence  of  drug 
treatment  and  difficult  to  prevent.  Menstrual  ir- 
regularities occur  as  does  gynecomastia  in  males  and 
galactorrhea  in  either  sex.  The  development  of 
electrocardiographic  abnormalities  with  arrhythmias 
and  sudden  death  in  older  patients  is  a rare  event. 
Dizziness,  strange  feelings,  and  diminished  alertness 
are  often  perceived  by  patients. 

Tricyclic  antidepressants.  There  are  no  studies 
attesting  to  the  effectiveness  of  tricyclic  antide- 
pressants in  modifying  disturbed  behavior  in  MR, 
except  in  Down’s  syndrome.17  They  may  be  used  for 
treating  endogenous  depression  in  full  therapeutic 
dose  or  in  treating  enuresis  in  smaller  dosage.  The 
most  serious  toxic  effect  is  cardiac  arrhythmia,  and 
this  can  occur  in  doses  only  slightly  in  excess  of  those 
recommended.  It  takes  approximately  three  weeks 
to  observe  a distinct  beneficial  effect  when  psychotic 
depressions  are  treated.  Imipramine  hydrochloride 
(Tofranil)  and  amitriptyline  hydrochloride  (Elavil) 
are  the  two  most  widely  used  preparations.  They 
can  be  started  at  10  to  25  mg.  three  times  a day  with 
weekly  increases  of  10  to  75  mg.  daily  to  a maximum 
of  150  to  300  mg.  daily  in  divided  doses.  Once  the 
maintenance  dose  is  reached,  a single  bedtime  dose 
may  be  given.  This  is  particularly  desirable  if  the 
sedative  effect  at  bedtime  is  desired.  These  drugs 
are  rapidly  absorbed,  and  their  half-life  is  over  24 
hours. 

Antianxiety  drugs.  The  antianxiety  drugs  are 
the  most  widely  used  psychoactive  drugs  in  medical 
practice  and  are  valuable  in  the  treatment  of  mild 
anxiety  for  short  periods  of  time  in  MR.  Their  mild 
sedative  properties  may  be  desired.  The  dosage  of 
diazepam  (Valium)  is  2 to  5 mg.  three  times  a day. 
Peak  blood  levels  occur  within  two  hours,  and  the 
half-life  is  three  days.  This  is  a very  safe  drug  with 
a high  therapeutic  ratio. 

Stimulant  drugs.  Methylphenidate  (Ritalin)  is 
used  to  increase  attention  span  and  thus  permit  im- 
proved learning  in  the  child  with  minimal  brain 
dysfunction,  who  by  definition  has  normal  or  above 
average  intelligence.  The  average  dose  is  10  to  20 
mg.  two  or  three  times  a day,  particularly  before 
breakfast  and  lunch  on  school  days.  Rarely,  meth- 
ylphenidate may  cause  insomnia,  weight  loss,  and 
failure  of  linear  growth.  Dextroamphetamine  sul- 
fate (Dexedrine)  has  been  reported  to  lessen  hyper- 
activity in  some  schizoid  mentally  retarded  chil- 
dren. 

Good  clinical  reviews  of  the  psychoactive  drugs, 
their  use,  and  toxicity  appear  in  the  Medical  Letter ,9 
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TABLE  III.  Behaviors  requiring  therapeutic  intervention 
in  mental  retardation 

Behavior  (Target  Symptom)  Treatment 


Hostile,  aggressive,  violent, 
destructive,  acting  out, 
fighting 


Hyperactivity,  impulsiveness, 
irritability,  poor 
concentration  and  work 
interest 


Depression 


Self-destructive  behavior, 
self-mutilation 


Anxiety,  agitation,  motor 
restlessness,  stereotyped 
repetitive  behavior 


Phobias 


Quiet  environment  with 

minimal  stimuli,  one-to-one 
supervision  with  gentle 
restraints,  rewards  for 
acceptable  behavior, 
psychotherapy,  major 
tranquilizers,  sedatives 
Behavior  modification  with 
rewards  for  desired  behavior, 
special  education  with 
frequent  built-in  successes, 
work  with  successes,  praise, 
psychotherapy, 
methylphenidate, 
amphetamine,  major 
tranquilizer 

Psychotherapy,  praise,  work  or 
school  situation  with 
frequent  success,  social  and 
recreational  successes,  a 
feeling  of  being  valued, 
antidepressant  drugs 
Behavior  modification,  one-to- 
one  supervision,  gentle 
physical  restraints, 
psychotherapy  (if  not 
profoundly  retarded),  major 
tranquilizers 

Supervised  social,  work,  and 
recreational  programs 
permitting  frequent 
successes,  psychotherapy, 
major  or  minor  tranquilizers, 
diazepam  for  mild  anxiety 
Psychotherapy,  behavior 
modification,  careful 
stepwise  desensitization, 
imipramine 


the  Third  Psychoactive  Drug  Usage  Guide,™  and  in 
Guidelines  for  Antipsychotic  Drug  Usage. 11 

Usage  of  psychotherapeutic  medication 
at  Mental  Retardation  Institute, 

New  York  Medical  College 

When  a patient  with  a behavior  disorder,  ap- 
proximately 20  percent  of  over  500  yearly  admissions, 
is  admitted  to  the  In-Patient  Unit  of  the  Mental 
Retardation  Institute,  New  York  Medical  College, 
he  is  observed  to  determine  the  nature  of  his  behavior 
within  our  unit.  Most  of  these  patients  are  moder- 
ately or  severely  retarded,  with  IQs  ranging  from  20 
to  50.  Frequently,  no  behavior  problem  is  evident, 
and  the  psychotherapeutic  medication,  if  any,  is 
slowly  discontinued.  The  patient  has  been  separated 
from  the  situation  causing  his  maladaptive  behavior. 
Thus,  when  placed  in  an  environment  with  minimal 
intrusive  stimuli,  in  spacious  well-run  surroundings 
with  adequate  empathetic  personnel  for  nursing, 
recreational,  and  housekeeping  duties,  the  need  for 
medication  often  disappears.  Return  to  the  previous 


environment  with  its  more  intense  and  conflictual 
stimuli  may  bring  about  a recurrence  of  the  behavior 
problems. 

Where  disturbed  behavior  continues  we  employ 
psychotherapy  if  possible,  behavior  modification, 
one-to-one  supervision,  and  drug  therapy.  Dosage 
varies  from  10  to  25  mg.  three  times  a day  initially  of 
i thioridazine  or  chlorpromazine  when  mild  sedation 
is  desired,  to  full  antipsychotic  dosage  when  neces- 
sary. Antipsychotic  drugs  are  tried  in  increasing 
amounts  until  it  is  certain  that  they  are  of  no  effect 
or  untoward  reactions  supervene.  If  one  drug  does 
not  work  another  may,  and  this  can  only  be  deter- 
mined bv  trial.  Thioridazine  is  at  present  the  most 
frequently  used  agent.  It  is  effective  because  of  its 
moderate  sedative  effect  and  low  incidence  of  hy- 
potension, compared  to  chlorpromazine,  and  extra- 
pyramidal  side-effects  often  seen  with  haloperidol. 

In  treatment  of  the  severely  retarded  and  older 
patient  with  drugs  there  is  frequently  an  increased 
lability  of  physiologic  responses,  such  as  hypotension 
or  cardiac  arrhythmia,  and  a decreased  ability  to 
metabolize  and  excrete  the  medication.  Therefore, 
a smaller  dose  is  used  in  these  groups,  and  that  is 
usually  adequate.  Haloperidol  is  safer  than  the 
phenothiazines  in  this  situation.5-8 

About  10  percent  of  our  outpatients,  in  a total 
clinic  population  of  2,500  per  year,  have  behavior 
disorders  which  require  management.  Most  of  these 
patients  are  moderately  retarded,  with  an  IQ  between 
35  and  50,  and  their  behavior  problems  fit  into  the 
categories  listed  in  Table  III.  We  intervene  at  the 
point  at  which  the  disturbed  behavior  is  harmful  to 
the  functioning  of  the  individual  or  those  with  whom 
he  is  in  contact.  After  appropriate  pediatric  and/or 
psychiatric  screening,  some  patients  are  referred  to 
our  psychotropic  medication  clinic  which  manages 
approximately  100  individuals. 

At  the  clinic,  the  pediatrician  first  develops  a 
therapeutic  relationship  with  both  the  patient  and 
his  accompanying  caretaker,  emphasizing  a sup- 
portive approach  and  evaluating  the  need  for  medi- 
cation. A detailed  drug  history  is  taken,  and  a 
baseline  physical  examination  is  performed  with 
careful  attention  to  the  neurologic  status.  The  evi- 
dence of  interest  and  emotional  support  offered  by 
the  physician  enhances  the  placebo  effect  of  any 
prescribed  psychotropic  medication,  and  this  plays 
an  important  role  in  the  success  of  the  drug  treat- 
ment of  behavior  problems.18  In  addition,  the  pe- 
diatrician is  available  for  phone  consultation  between 
visits  should  the  need  arise.  This  service  is  utilized 
particularly  between  the  first  and  second  visits,  when 
modification  of  drug  dosage  and  side-effects  are  most 
frequent.  When  new  medications  are  started  or 
changes  made,  detailed  information  and  instructions 
are  provided  about  what  to  expect  and  possible 
side-effects,  to  the  patient  as  cognition  permits,  and 
to  his  caretaker.  Follow-up  forms  are  supplied  on 
which  to  record  the  effect  of  the  medication  on  be- 
havior, on  school  or  work  program,  and  compliance 
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FIGURE  1.  Psychotropic  medication  clinic  record. 


with  dosage  and  possible  toxicity.  These  are  com- 
pleted for  each  patient  in  advance  of  his  return  visit. 
The  psychotropic  medication  clinic  record  permits 
the  pediatrician  to  monitor  the  patient’s  medication 
and  dosage,  signs  or  symptoms,  and  both  beneficial 
and  adverse  effects,  as  well  as  to  set  a date  for  fol- 
low-up (Fig.  1). 

Routine  laboratory  studies,  including  complete 
blood  count,  urinalysis,  and  liver  function  studies,  are 
performed  initially  and  weekly  for  four  weeks,  then 
monthly  for  the  first  six  months,  quarterly  for  the 
balance  of  the  first  year,  and  then  on  a semiannual 
basis.  The  value  of  laboratory  work  beyond  the 
baseline  studies  is  questionable8;  however,  it  has 
occasionally  yielded  useful  information  in  the  five 
years  we  have  been  following  this  routine.  We  have 
found  neutropenia  under  2,000  white  cells  per  cubic 
millimeter  on  two  occasions  when  no  clinical  signs  or 
symptoms  were  present. 

The  expectation  of  success  imparted  to  the  par- 
ents, teachers,  or  institutional  personnel,  who  often 
initiate  the  request  for  drug  therapy,  together  with 
the  degree  of  empathy  and  closeness  of  follow-up, 
play  an  important  role  in  management  of  behavior 
problems.  Keeping  lines  of  communication  open 
between  the  physicians  and  the  patient’s  caretaker 
gains  cooperation  and  allows  close  clinical  monitor- 
ing. This  is  most  important  during  the  first  four  to 
six  weeks  of  therapy  when  the  incidence  of  toxic  ef- 
fects is  greatest.  It  also  permits  ready  modification 
of  dose  when  behavioral  response  dictates.  Because 
these  drugs  tend  to  be  used  for  long  periods  of  time, 
the  likelihood  of  tardive  dyskinesia  is  increased.  We 
use  drug  holidays  to  determine  if  the  medication  is 
still  needed  and  to  unmask  tardive  dyskinesia  at  an 
earlier  stage  when  it  still  might  be  reversible.11  We 
have  found  that  asking  the  patient  to  protrude  his 
tongue  may  reveal  dystonic  or  vermicular  movements 
which  may  be  an  early  sign  of  tardive  dyskinesia. 

Survey  of  pertinent  literature 

Sprague  and  Werry,19  in  an  outstanding  compre- 
hensive recent  review  of  180  MR  studies,  concluded, 
as  did  Freeman,6  that  some  of  the  major  tranquilizers 
were  probably  helpful  in  treating  severe  behavior 
disorders  but  might  decrease  cognitive  learning  and 


performance.  They  felt  that  the  stimulants  probably 
enhance  the  ability  to  learn  by  increasing  attention 
span  and  that  the  antianxiety  ('rugs  probably  did  not 
produce  any  clear-cut  therapeutic  effects.  They 
caution  against  the  use  of  medication  to  induce 
“pseudo”  appropriate  social  behavior,  that  is,  a 
general  reduction  of  behavior  to  meet  the  demands 
of  the  institutional  environment.20  Due  to  the  pos- 
sible learning  suppression  and  the  induction  of  tar- 
dive, or  late,  dyskinesia  with  long-term  use,  they 
advocate  careful  monitoring  with  drug  holidays  and 
the  avoidance  of  polypharmacy,  that  is,  the  use  of 
more  than  one  drug  at  the  same  time  in  the  absence 
of  a clear-cut  indication.21 

A 1966  survey  of  drug  usage  in  173  MR  institutions 
revealed  that  51  percent  of  the  residents  were  re- 
ceiving psychotropic  drugs,  chiefly  phenothiazines, 
frequently  for  periods  of  several  years.22  More  re- 
cently, reviews  of  treatment  practices  at  several  large 
institutions  by  Sprague,  Marker,  and  DiMascio  in- 
dicated that  the  majority  of  the  residents  were  re- 
ceiving psychotropic  drugs,  the  most  commonly 
prescribed  being  thioridazine.23 

Lipman  et  al.,23  in  their  1978  summary  entitled 
“Psychotropic  Drugs  and  Mentally  Retarded  Chil- 
dren,” conclude  that  “the  major  tranquilizers  are 
effective  in  reducing  such  behaviors  as  hostile  ag- 
gressive outbursts,  self-mutilation,  and  stereotyped 
movement.  The  efficacy  of  thioridazine  is  most 
firmly  established,  followed  by  chlorpromazine  and 
more  questionably  by  fluphenazine  hydrochloride 
and  haloperidol.”  However,  they  also  feel  that  the 
major  tranquilizers,  particularly  in  high  dosage  for 
prolonged  periods  of  time,  are  capable  of  interfering 
with  aspects  of  learning,  cognition,  and  performance. 
They  further  caution  about  the  possibility  of  tardive 
dyskinesia.  In  addition,  they  find  there  is  no  evi- 
dence favoring  the  use  of  the  minor  tranquilizers  or 
the  antidepressants.  They  state  that  the  stimulants, 
especially  methylphenidate,  may  improve  attentional 
processes.  The  overwhelming  majority  of  studies  in 
the  literature  are  on  institutionalized  patients,  with 
very  few  on  outpatients.  In  prescribing,  they  suggest 
that  serious  consideration  be  given  to  the  benefit  to 
risk  ratio  inherent  in  the  use  of  psychotropic  medi- 
cations versus  that  of  the  nonsomatic  therapies,  such 
as  behavior  modification,  psychotherapy,  and  special 
education. 
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clinical  features  included  constipation,  vomiting,  intestinal 
colic,  growth  retardation,  and  psychological  disturbances 
as  well  as  eczema  and  asthma.  All  were  reversible  on  milk 
withdrawal,  suggesting  that  the  allergic  basis  of  such 
symptoms  may  have  been  underestimated.  In  most  cases, 
one  or  both  parents  were  atopic  and  the  child  had  been 
bottle-fed  from  birth.  There  were  no  breast-fed  children 
of  nonatopic  parents  in  this  series.  Buisseret,  P.  D.: 
Lancet  1:  304  (Feb.  11)  1978. 
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With  the  expansion  of  the  number  of  individuals 
delivering  private  outpatient  mental  health  services 
beyond  the  ranks  of  psychiatrists  or  clinical  psy- 
chologists in  many  areas  of  the  country,  and  espe- 
cially New  York  State,  a number  of  problems  have 
arisen  for  which  there  are  no  current  solutions.  We 
propose  here  to  address  these  problems  as  they  have 
developed  locally  in  the  Western  New  York  State 
area,  with  the  expectation  that  these  suggestions  may 
have  applicability  well  beyond  the  confines  of  our 
own  geographic  region.  Our  vantage  point  in  un- 
dertaking such  a task  is  that  of  psychiatric  profes- 
sionals primarily  involved  in  and  committed  to  the 
public  sector  of  mental  health  care.  We  would  hope 
in  fact  that  a gradual  merging  of  the  private  and 
public  sectors  into  a unified  system  of  mental  health 
and  ultimately  general  health  services  is  achievable. 
It  would  be  very  satisfying  if  any  of  the  ideas  con- 
tained in  this  report  should  prove  at  all  helpful  in  this 
regard. 

Current  situation 

Mechanisms  exist  in  New  York  State  for  the 
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diction, Department  of  Health  and  Mental  Hygiene,  State  of 
Maryland,  and  Associate,  Department  of  Mental  Hygiene,  School 
of  Hygiene  and  Public  Health,  .Johns  Hopkins  University. 


In  this  report  the  authors  address  the  issue  of  mental 
health  service  delivery  from  the  standpoint  of  the 
provider,  predominantly  in  the  private  sector.  Since 
the  variation  in  the  training  and  experience  of  these 
providers  has  increased  beyond  the  disciplines  of 
psychiatry  and  clinical  psychology,  the  need  has 
arisen  to  offer  guidelines  and  regulations  that  will 
insure  standards  for  quality  of  care  and  cost  effec- 
tiveness that  are,  at  least,  comparable  to  those  at- 
tainable in  the  public  sector  of  psychiatry.  Recom- 
mendations are  offered  concerning  minimal  stan- 
dards for  training  and  supervision  of  these  providers, 
here  collectively  defined  as  “clinical  assistants.”  An 
overall  goal  of  such  changes  is  the  closer  integration 
of  the  public  and  private  sectors  into  a unified  system 
of  mental  health  care  delivery. 


identification,  evaluation,  and  reimbursement  of 
psychiatric  outpatient  services  rendered  publicly  in 
licensed  outpatient  clinics  and  privately  by  psychi- 
atrists and  qualified  clinical  psychologists.1  The 
current  concern  is  with  mental  health  services  pro- 
vided privately  by  individuals  from  disciplines  other 
than  these  two.  These  individuals  have  been  var- 
iously referred  to  as  “psychotherapists,”  or  perhaps 
more  commonly,  as  “clinical  assistants,”  and  locally, 
at  least,  have  operated  in  association  with  or  under 
the  supervision  of  the  private  psychiatrist  or  clinical 
psychologist.  Currently  such  a person  might  have 
a background  in  nursing,  pastoral  counseling,  social 
work,  or,  in  fact,  almost  any  other  field  that  concerns 
itself  in  some  part  with  mental  health.  The  term 
“clinical  assistant,”  which  will  be  utilized  throughout 
the  remainder  of  this  report,  is  thus  a generic  one, 
and  by  definition  would  exclude  in  any  given  area 
those  individuals  already  licensed  and  regulated  for 
independent  practice. 

Qualifications  in  terms  of  training  and/or  experi- 
ence of  those  individuals  who  constitute  the  clinical 
assistant  group  remain  unspecified,  and  while  psy- 
chotherapy is  assumed  to  be  the  principal  service 
provided,  there  is  also  an  absence  of  any  functional 
definition  for  the  clinical  assistant  group.  There  are 
no  guidelines  or  regulations  regarding  the  standards 
of  supervision  and  other  relationships  bet  ween  psy- 
chiatrists or  clinical  psychologists  and  the  clinical 
assistants  working  as  their  associates  or  employees. 
The  issue  of  the  supervisor’s  liability  for  the  practice 
of  these  individuals  in  his  employ  has  also  not  been 
clearly  addressed.  A final  difficulty  is  the  fact  that 
while  third-party  reimbursement  for  all  private 
psychiatric  services  relates  to  reimbursement  of  the 
psychiatrist  or  qualified  clinical  psychologist,  there 
is  no  satisfactory  reimbursement  plan  currently  in 
existence  for  services  provided  by  the  clinical  assis- 
tant. 

In  the  past,  the  provision  of  psychiatric  services  in 
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the  hospital  and  public  clinic  settings  has  been 
gradually  expanded  through  the  utilization  of  per- 
sonnel other  than  those  with  specific  training  in 
psychiatry  or  clinical  psychology.  The  increasing  use 
of  these  individuals,  generally  including  nurse  clin- 
icians, psychiatric  social  workers,  occupational  and 
recreational  therapists,  and  psychiatric  aides,  has 
been  legislatively  recognized  with  the  setting  of 
guidelines  for  the  types  and  quality  of  services  to  be 
rendered  and  means  for  their  reimbursement.  Such 
regulations  for  New  York  can  be  found  in  the  New 
York  State  Medical  Handbook,  in  Title  18  of  the 
Social  Services  Department  Regulations,  in  Article 
13  of  the  New  York  State  Mental  Hygiene  Law,  and 
in  Article  28  of  the  New  York  State  Public  Health 
Law.1  1 It  is  the  nonexistence  of  such  guidelines  for 
utilization  of  the  clinical  assistant  in  the  private 
sector  that  has  generated  the  aforementioned  prob- 
lems. 

Examination  of  issues 

Input.  In  January  of  1975  the  Western  New  York 
regional  office  of  the  Department  of  Mental  Hygiene 
received  a request  from  the  Niagara  County  De- 
partment of  Health  to  evaluate,  “the  role  of  psychi- 
atrists and  use  of  allied  personnel  by  them  in  their 
private  offices.”  From  this  initial  stimulus  it  w'as 
decided  to  pursue  these  issues  through  contacts  with 
all  the  individuals  and  agencies  actively  involved  in 
this  area  as  providers,  consumers,  or  third-party 
payers.  The  input  from  these  various  sources  suc- 
ceeded in  clarifying  the  immediate  task  to  which  this 
current  proposal  is  largely  addressed.  Essentially 
a need  was  felt  to  define  the  clinical  assistant  through 
the  creation  of  minimal  standards  of  training  and/or 
experience,  to  offer  suggestions  regarding  standards 
of  supervision  for  these  individuals,  to  create  a means 
for  identifying  the  actual  provider  of  these  services 
for  the  purposes  of  third-party  reimbursement,  and 
to  consider  the  possibility  of  a sliding  fee  scale 
matched  to  both  the  type  of  treatment  and  the  pro- 
vider. 

Models  of  practice.  While  the  public  and  private 
models  of  psychiatric  practice  have  many  features  in 
common,  there  are  a number  of  notable  differences 
relevant  to  the  current  proposal.  In  the  private 
sector,  for  example,  the  initial  contact  would  usually 
be  with  the  psychiatrist  or  clinical  psychologist,  al- 
though in  the  public  clinic  a large  variety  of  staff 
members  are  often  involved  in  initial  contact  and 
assessment.  Supervision  in  the  public  clinic  from  the 
psychiatrist  or  qualified  psychologist  then  follow's  as 
necessary  or  when  legally  or  medically  mandated. 
Regulations  dealing  writh  this  process  in  New  York 
State  are  comprehensive,  and  any  serious  violations 
would  expose  the  clinic  to  the  potential  loss  of  li- 
censure. In  the  private  sector,  the  clinical  assistant 
may  assume  virtually  all  treatment  responsibility  for 
a patient,  and  subsequent  contact  with  or  supervision 
by  the  psychiatrist  or  clinical  psychologist  may  be 


nonexistent,  (liven  the  current  absence  of  regula- 
tions, in  fact,  there  is  of  course  no  guarantee  that  even 
the  initial  assessment  would  be  completed  by  a psy- 
chiatrist or  clinical  psychologist  in  the  private  setting. 
This  raises  the  issue  of  liability,  which  in  the  case  of 
the  public  facility  clearly  rests  with  the  governing 
body  of  the  “not  for  profit”  corporation.  Within  the 
private  sector,  however,  this  issue  remains  rather 
vague,  with  only  a tacit  assumption  that  ultimate 
liability  will  indeed  rest  with  the  psychiatrist  or 
clinical  psychologist,  since  in  New  York  State  these 
are  the  only  two  groups  currently  licensed  for  fully 
independent  practice. 

Comment  and  recommendations.  The  issue  of 
the  delivery  of  mental  health  services  is  a complex 
one  in  both  the  public  and  private  spheres.  Neces- 
sarily only  a part  of  this  area  can  be  explored  with  the 
private  practice  of  outpatient  psychiatry  particularly 
as  it  relates  to  third-party  reimbursement,  and  we  are 
attempting  to  offer  suggestions  that  may  help  to 
coordinate  the  efforts  of  various  individuals,  groups, 
and  agencies  actively  interested  in  this  field  at  both 
a local  and  State  level.  In  this  regard,  the  following 
series  of  recommendations  are  now  offered  as  a 
starting  point  for  the  deliberations  that  ultimately 
must  lead  to  legislative  change  in  this  area. 

Training  qualifications  recommended  as  minimal 
standards  for  individuals  to  be  considered  in  the 
clinical  assistant  group  include: 

1.  A social  worker  with  an  MSW  (Master  of  Social 
Work)  in  psychiatric  social  work. 

2.  A nurse  clinician  with  RN  (Registered  Nurse) 
and  MS  (Master  of  Science)  degrees  in  psychiatric 
nursing. 

3.  An  individual  with  an  MS  or  an  MA  (Master  of 
Arts)  degree  in  psychology  or  a closely  related  counsel- 
ing field,  for  example,  counselor  education. 

In  addition  to  these  training  qualifications,  it  is 
recommended  that  all  individuals  possess  a mini- 
mum of  two  years  of  clinical  experience  in  a public 
psychiatric  setting  at  the  level  of  their  specialty 
training.  The  advantages  of  restricting  qualifica- 
tions of  the  clinical  assistant  to  the  aforementioned 
groups  are  that  the  training  programs  in  each  of  these 
areas  are  well  established,  and  their  graduates  can  be 
readily  identified  and  reasonably  well  evaluated.  It 
should  be  kept  in  mind  that  the  term  clinical  assis- 
tant is  a generic  one  and  actually  refers  to  several 
different  professional  groups.  If  and  when  the  de- 
livery of  private  mental  health  services  is  approved 
for  any  of  these  groups,  they  would  of  course  then  be 
subject  to  the  same  regulations  currently  applied  to 
psychiatrists  or  clinical  psychologists  rather  than 
those  proposed  for  the  clinical  assistant. 

While  functional  definition  of  the  clinical  assistant 
beyond  “providing  psychotherapy”  is  perhaps  of  even 
greater  importance,  this  task  has  proved  considerably 
more  difficult  and  is  being  deferred  to  a future  re- 
port. 
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The  supervision  of  the  clinical  assistant  should  in 
all  cases  be  provided  by  at  least  board-eligible  psy- 
chiatrists or  clinical  psychologists.  A documented 
initial  evaluation  by  the  supervising  individual 
should  be  completed  prior  to  assignment  of  the  case 
to  the  clinical  assistant.  At  this  time  a treatment 
plan  should  be  created  which  would  include  in  those 
cases  referred  to  the  clinical  assistant  a rationale  for 
such  an  assignment.  In  an  emergency  situation 
where  initial  contact  would  be  of  necessity  with  the 
clinical  assistant,  reevaluation  by  the  psychiatrist  or 
clinical  psychologist  should  occur  at  the  earliest  op- 
portunity and  in  no  case  less  than  24  hours  later. 
Written  evidence  should  be  available  for  review, 
perhaps  in  the  form  of  a supervisory  log  signed  by 
both  parties,  to  document  face-to-face  supervision. 
The  frequency  of  supervisory  contact,  that  is,  contact 
of  the  psychiatrist  or  psychologist  and  clinical  as- 
sistant, should  equal  the  frequency  of  the  case  con- 
tact, or  contact  of  the  clinical  assistant  and  patient, 
while  its  extent  should  reflect  in  at  least  a general  way 
the  complexity  of  a particular  case.  To  facilitate 
adherence  to  the  previously  mentioned  recommen- 
dations, it  would  seem  essential  that  any  one  full- 
time supervisor  be  limited  to  two  full-time  clinical 
assistants  or  their  equivalent.  Such  a limitation 
would  follow  the  current  model  existing  in  most 
states  for  supervision  of  the  “physicians  assistant” 
in  other  areas  of  medicine. 

The  aforementioned  recommendations  regarding 
supervision  essentially  support  and  are  compatible 
with  traditional  private  psychiatric  practice.  The 
psychiatrist  or  clinical  psychologist  retains  full  re- 
sponsibility and  liability  for  any  service  provided  no 
matter  who  the  actual  provider  is.  Each  phase  of  the 
treatment  process  from  assessment  through  to  dis- 
charge must,  under  these  guidelines,  intimately  in- 
volve the  supervisor,  even  when  the  direct  service 
provider  is  in  fact  the  clinical  assistant.  It  is  in  this 
matter  that  we  believe  high  quality  of  care  for  all 
patients  will  best  be  assured.  It  can  be  said  that  such 
recommendations  are  also  compatible  with  the  usual 
professional  activities  in  the  public  mental  health 
sector. 

When  third-party  payment  is  sought,  the  actual 
service  provider  should  be  identified  and  a separate 
fee  provided  for  this  type  of  service.  This  fee  would 
reflect  overhead  expenses  and  the  cost  of  supervision 
but  ordinarily  would  be  less,  most  probably  b.V  at 
least  25  percent,  than  that  currently  charged  for  the 
direct  services  of  psychiatrists  and  clinical  psychol- 
ogists. If  the  quantity  or  units  of  service  provided 


were  to  remain  the  same  there  would,  therefore,  be 
a reduction  in  the  total  cost  of  private  mental  health 
care.  On  the  other  hand,  it  is  certainly  clear  that  the 
existence  of  such  a mechanism  might  well  act  to  en- 
courage an  increase  in  the  number  of  practicing 
clinical  assistants  with  an  overall  increase  in  mental 
health  care  costs.  This  increase  will  materialize, 
however,  only  if  there  is  a significant  increase  in  the 
quantity  of  service  being  delivered. 

An  alternative  to  the  aforementioned  recommen- 
dations would  be  the  establishment  of  totally  inde- 
pendent practice  for  such  professionals  as  those  in- 
cluded here  in  the  clinical  assistant  group,  such  as 
psychiatric  social  workers  and  nurse  clinicians.  This 
would  include  independent  billing  and  assumption 
of  all  responsibility  and  liability  for  the  services 
provided,  and  is,  in  point  of  fact,  more  in  line  with  the 
desires  of  these  various  professional  groups.  Pend- 
ing the  ultimate  outcome  of  legislative  efforts  in  this 
direction,  the  contents  of  this  report  might  well  serve 
as  guidelines  for  an  interim  solution. 

Conclusion 

A number  of  proposals  for  bringing  clarification 
to  certain  aspects  of  the  private  outpatient  practice 
of  psychiatry  as  it  currently  exists  in  New  York  State 
has  been  offered.  These  recommendations  offer  a 
framework  for  delivering  mental  health  services  that 
is  compatible  with  the  realistic  limitations  that  exist 
in  everyday  practice.  They  can  help  as  well  in  re- 
ducing the  gaps  between  the  private  and  public 
spheres  of  mental  health  care,  moving  us  closer  to  a 
unified  system  that  can  maximize  our  response  for 
the  very  large  need  that  exists.  If  they  are  to  prove 
useful  in  this  sense  they  will,  of  course,  require 
translation  into  legislative  proposals  on  a Statewide 
basis.  The  issues  of  quality  of  care,  professional 
accountability  and  privilege,  and  cost  effectiveness 
are  necessarily  complex  ones  in  psychiatry,  and  in 
fact,  throughout  medicine,  but  the  authors  believe 
that  the  aforementioned  proposals  would  represent 
a significant  step  toward  insuring  greater  satisfaction 
for  providers,  third-party  payers,  and  consumers 
alike  in  the  broad  field  of  mental  health  care. 
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Assurance  Program 
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CATHEY  E.  FALVO,  M.D.,  M.P.H.a* 

New  York  City 

JOAN  M.  FLANIGAN,  M.D.b 

New  York  City 

From  the  Child  and  Youth  Project,  The  Roosevelt  Hospital. 
“ Assistant,  Pediatrics. 
b Assistant,  Pediatrics. 


The  United  States  has  recognized  the  special 
health-care  needs  of  children,  particularly  poor 
children,  for  many  years.  Experience  indicated  that 
having  Medicaid  and  maternal-child  health  funds 
available  through  Titles  V and  XIX  of  the  Social 
Security  Act  was  not  sufficient  to  assure  that  children 
received  health  care.  Thus,  in  1967,  the  Social  Se- 
curity Act  was  amended;  it  requires  Title  XIX  pro- 
grams to  identify  all  Medicaid-eligible  children  in 
need  of  health  care  and  enjoined  Title  V programs  to 
make  available  treatment  for  any  problems  found. 

This  program,  known  as  EPSDT  (Early  and  Pe- 
riodic Screening,  Diagnosis,  and  Treatment),  was 
beset  with  problems.  How  two  authorities,  one 
under  welfare  and  the  other  under  health  care,  were 
to  achieve  rapport  and  provide  services,  as  well  as 
which  agency  was  to  be  responsible  for  coordinating 
the  overall  program,  was  not  defined  by  Congress.  A 
period  of  confusion  and  inaction  followed,  which  has 
been  well  described.1 

In  New  York  State,  impending  legal  action  to  en- 
force the  implementation  of  EPSDT  was  instigatory 
in  the  promulgation  of  the  CHAP  (Child  Health 
Assurance  Program)  guidelines  of  1974.  In  New 
York  City,  the  DSS  (Department  of  Social  Services) 
established  a CHAP  office.  It  is  responsible  for 
finding  CHAP-eligible  Medicaid  patients,  for  con- 
tracting with  health-care  facilities  to  provide  CHAP 
services,  and  for  referring  the  Medicaid  clients  to 
providers.  The  CHAP  providers  are  under  contract 
to  provide  care  to  all  eligible  clients  requesting  ser- 
vices, but  the  clients  are  under  no  obligation  to  follow 

* Present  address:  Ossining  Open  Door  Neighborhood  Health 
Center,  Ossining,  New  York  10562. 


through  with  the  plan.  Realistic  provision  for  out- 
reach workers  has  not  been  made. 

The  CHAP  guidelines  require,  but  are  not  limited 
to,  the  following  for  infants  and  preschool  children: 
complete  medical  history,  complete  physical  exam- 
ination, assessment  of  mental  development,  immu- 
nizations where  indicated,  urinalysis,  vision  screen- 
ing, auditory  screening,  and  summary  diagnosis  and 
plan  for  follow-up.  Requirements  for  school-age 
children  and  adolescents  to  age  21  are  similar.  Each 
provider  agency  devises  its  own  plan  for  fulfilling  the 
requirements,  and  reaches  a contractual  agreement 
with  DSS. 

T'he  Roosevelt  Hospital  Pediatric  Service  saw  its 
first  CHAP  patient  on  August  15, 1975.  This  study 
was  undertaken  to  elucidate  our  first  21  -months’ 
experience  with  the  CHAP  program. 

Materials  and  Methods 

The  CHAP  program  at  The  Roosevelt  Hospital 
was  integrated  into  the  pediatric  clinic.  The  clinic 
is  partially  funded  by  a C&Y  (Children  and  Youth 
Project)  grant  (Title  V program)  from  the  Federal 
government.  This  grant  mandates  provision  of 
comprehensive  screening,  as  well  as  diagnostic  and 
treatment  services  for  patients  in  a defined  catch- 
ment area.  The  clinic  had  23,81 1 patients  registered+ 
who  ranged  in  age  from  birth  to  21  years;  13,733  of 
these  children  (57.6  percent)  were  enrolled  in  the 
C&Y  program.  Medicaid  clients  accounted  for  36 
percent  of  clinic  patients.  Patients  are  assigned  to 
one  of  four  primary  pediatric-care  teams  according 
to  their  area  of  residence.  They  are  further  catego- 
rized by  whether  or  not  they  live  in  the  C&Y  catch- 
ment area. 

The  CHAP  patients  were  assigned  to  teams  in  the 
same  manner  as  were  other  patients.  One  team  (D) 
elected  to  see  their  CHAP  patients  during  the  same 
session  each  week  to  facilitate  the  collection  of  pro- 
spective data  on  utilization. 

As  patients  were  referred  to  the  pediatric  clinic,  a 
secretary  assigned  to  the  CHAP  program  contacted 
each  family  to  make  an  appointment,  preferably  by 
telephone,  otherwise  by  letter.  Lists  were  kept  of  all 
CHAP  patients  given  appointments  and  of  those  who 
actually  kept  appointments. 

A group  of  50  in-C&Y  area  and  50  out-of-C&Y  area 
CHAP  patients  were  selected  at  random  from  the  list 
of  patients  who  kept  their  appointments  between 
August  15,  1975,  and  May  20,  1977.  Their  charts 
were  reviewed  to  determine  the  outcome  of  the 
EPSDT  process.  The  number  and  type  of  problems 
found,  and  whether  or  not  the  problems  were  re- 
solved, were  tabulated.  Evidence  of  other  sources 
of  care,  and  whether  or  not  some  elements  of 
CHAP-mandated  care  had  been  received  by  the  pa- 
tient already,  was  noted. 

Prospective  data  were  collected  by  team  D be- 
tween July  1,  1976,  and  May  31,  1977,  to  document 

t As  of  January  1, 1978. 
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TABLE  I.  Health-related  problems  found  at  initial  CHAP 
assessment  of  98  patients  reviewed 


Patients’ 

Problems 

In-Area 

(percent) 

Out-of-Area 

(percent) 

Total 

(percent) 

Medical  or  dental 

38  (79.1) 

34  (68) 

72  (73.4) 

More  than  one 

21  (43.7) 

20  (40) 

41  (41.8) 

medical 

Social* 

9 (18.7) 

4(8) 

13(13.2) 

None 

8(16.6) 

14  (28) 

22  (22.4) 

* School,  behavioral,  or  financial  problems. 

TABLE  II.  Types  of  problems  identified  during  the  CHAP 
assessment 

Problem 

Number  of 
Patients 

Caries 

30 

Failed  vision  screening 

30 

Immunizations  incomplete 

19 

Poor  nutrition 

10 

Behavior/school  problems 

8 

Anemia 

7 

Abnormal  urinalysis 

7 

Failed  audio  screening 

4 

Heart  murmur 

3 

Positive  tuberculin  test 

3 

Positive  sickle  screening 

3 

Dermatitis 

3 

Upper-respiratory  infection 

2 

Other  diagnosis 

17 

other  sources  of  health  care  and  types  of  services 
received  hy  their  group  of  CHAP  patients.  Their 
patients  were  asked  whether  or  not  they  had  had  a 
physical  examination,  a dental  examination,  hearing 
screening,  vision  screening,  or  a tine  test  within  the 
preceding  12  months.  The  staff  inquired  about  other 
sources  of  care  and  obtained  permission  to  write  for 
health  records  from  the  other  medical  facilities.  The 
team  D patients  were  not  excluded  from  the  chart 
survey. 

Results 

Between  August  15,  1975,  and  May  20,  1977, 
CHAP  referred  1,745  clients  who  had  requested 
evaluation  at  The  Roosevelt  Hospital.  By  reviewing 
charts  we  found  that  953  (54.6  percent)  were  already 
known  to  us  and  had  received  care  equivalent  to  that 
required  by  CHAP  within  the  preceding  12  months. 
Appointments  were  scheduled  for  792  clients;  592 
(74.7  percent)  of  the  patients  kept  their  appoint- 
ments, of  whom  103  (17.3  percent)  lived  in  the  C&Y 
catchment  area. 

Unless  otherwise  noted,  the  data  presented  are 
based  on  a chart  review  of  48  CHAP  patients  from 
within  the  C&Y  area  and  50  patients  from  outside  the 
area  (two  charts  could  not  be  located).  The  in-area 
sample  contained  nine  sibships;  the  out-of-area 
sample  contained  five.  Elementary  school-age 
children  comprised  37  percent,  and  adolescents  56 
percent.  There  were  one  or  two  siblings  among  41 


The  intent  of  the  EPSDT  ( Early  and  Periodic 
Screening,  Diagnosis,  and  Treatment)  program, 
known  as  CHAP  ( Child  Health  Assurance  Program) 
in  New  York  State,  is  to  guarantee  access  to  preven- 
tive, diagnostic,  and  therapeutic  medical  and  dental 
services  to  all  Medicaid-eligible  children  and  youth. 
A 21 -month  experience  with  CHAP  in  an  urban 
comprehensive  pediatric  clinic  was  reviewed  to 
evaluate  whether  or  not  these  goals  are  being 
achieved.  Of  the  1,745  patients  referred  by  CHAP, 
55  percent  were  documented  to  have  had  the  man- 
dated care  within  the  preceding  12  months;  ap- 
pointments were  made  for  the  remaining  792  pa- 
tients, 75  percent  of  whom  kept  their  initial  ap- 
pointments. A random  sample  of  98  patients’  charts 
were  reviewed.  There  were  93  percent  over  five  years 
of  age,  and  88  percent  had  some  health  problem 
identified  during  this  assessment.  Only  43  percent 
of  the  patients  kept  follow-up  appointments.  Nei- 
ther proximity  of  residence  to  the  health  facility  nor 
family  size  seemed  to  influence  a patient’s  returning 
for  further  care.  Of  these  patients,  40  percent  had 
had  a health  assessment  in  the  preceding  12  months 
by  another  provider,  and  an  additional  22  percent 
named  other  sources  of  care.  These  results  support 
the  position  that  the  CHAP  program  is  contributing 
to  some  degree  to  unnecessary  duplication  and 
fragmentation  of  child  health  services. 


percent  of  the  children,  and  35  percent  had  three  or 
more  siblings.  The  range  of  family  size  was  from  1 
to  10  children. 

Between  July  1,  1976,  and  May  31,  1977,  team  D 
saw  181  CHAP  patients.  By  history,  73  (40.3  per- 
cent) had  had  a physical  assessment,  87  (48  percent) 
a dental  assessment,  60  (33.1  percent)  vision 
screening,  and  20  (11  percent)  hearing  screening 
within  the  preceding  12  months.  A total  of  106  other 
health-care  providers  were  indicated  by  the  patients, 
87  by  name  or  address. 

As  part  of  the  chart-review  portion  of  the  study, 
we  looked  for  evidence  of  prior  care.  Except  for  the 
tine  test,  information  for  which  was  specifically  asked 
on  the  CHAP  history  form,  only  team  D charts  noted 
components  of  previous  health  care.  In  the  98  charts 
reviewed,  18  (18.4  percent)  indicated  a tine  test  had 
been  performed,  and  54  (55.1  percent)  had  not  had 
a tine  test  performed.  There  was  no  mention  of 
tine-test  performance  on  26  (26.5  percent)  charts;  61 
patients  (62.4  percent)  indicated  seeing  another 
health-care  provider,  and  15  (15.3  percent)  more  than 
one. 

Among  patients  surveyed,  8 in-area  and  14  out- 
of-area  patients  were  free  of  medical,  school,  or  be- 
havioral problems  (Table  I).  Of  72  (67  percent) 
patients  naming  another  health-care  provider,  48  had 
some  medical  problems.  In  all,  30  different  types  of 
problems  were  identified  (Table  II).  Except  for  one 
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TABLE  III.  Follow-up  care  for  medical  problems  of  CHAP 
patients 


Return 

Appointment 

In-Area 

(percent) 

Out-of-Area 

(percent) 

Total 

(percent) 

Kept 

48(48) 

32  (38.1) 

80  (43.5) 

Not  kept 

44  (44) 

49  (58.3) 

93  (50.6) 

Future 

8(8) 

3 (3.6) 

11  (5.9) 

Totals 

100 (100) 

84  (100) 

184  (100)* 

* Includes  patients  given  appointments  for  routine  preventive  health  care 
and  patients  given  more  than  one  appointment  as  part  of  evaluation  of 
problem. 


patient  with  an  elevated  blood  pressure,  one  with 
evidence  of  chronic  otitis  media,  and  one  with 
“fainting  spells,”  none  of  the  problems  in  the  “other" 
category  (such  as  colds)  seemed  likely  to  have  long- 
term health  consequences. 

Among  patients  with  the  three  most  common 
problems  found,  14  of  the  30  (44.4  percent)  who  failed 
vision  screening,  13  of  the  30  (43.3  percent)  with 
dental  caries,  and  5 of  9 (55.5  percent)  needing  im- 
munizations returned  for  further  care.  Overall,  43.5 
percent  of  the  patients  with  medical  and  15.4  percent 
(2  of  13)  of  those  with  school  and  behavior  problems 
returned  for  further  care  (Table  III).  Three  patients 
with  medical  problems  and  two  with  social  problems 
were  referred  to  other  facilities  for  follow-up.  The 
outcome  of  their  problems  is  unknown  to  us. 

Appointments  (195)  were  set  up  for  88  patients  for 
further  care.  This  included  appointments  to  eval- 
uate problems  found,  as  well  as  appointments  for 
routine  assessment  according  to  the  CHAP  schedule, 
if  the  appointments  were  to  be  within  12  months.  Of 
the  88  patients  requesting  further  care  at  our  clinic, 
50  had  been  going  to  other  providers;  within  this 
group,  29  failed  to  keep  their  tollow-up  appoint- 
ments. The  return  visit  rate  was  not  affected  by 
family  size  or  by  residential  proximity  to  the  clinic 
(Table  IV).  Overall,  82  of  184  (44.5  percent)  of  the 
follow-up  appointments  within  the  study  period  were 
kept:  49  of  99  (49.4  percent)  among  in-area  patients 
and  33  of  85  (38.8  percent)  among  out-of-area  pa- 
tients. 

Comment 

Several  problems  with  the  EPSDT  program,  at 
least  as  it  is  set  up  in  New  York  City,  are  highlighted 


by  our  study.  Seven  years  after  EPSDT  legislation 
was  enacted,  ABC-TV  did  a special  news  close-up  on 
children,  which  indicated  that  12  million  children  in 
the  United  States  still  receive  no  health  care:  two 
thirds  of  poor  children  never  see  a dentist,  one  fourt  h 
have  uncorrected  visual  problems,  and  one  fifth  to 
one  half  have  a hearing  deficit.2  Correction  of  the 
latter  two  problems  is  essential  for  optimal  success 
in  school.  Two  to  three  years  after  this  situation  was 
so  vividly  revealed,  data  published  from  the  EPSDT 
program  in  Michigan  and  from  our  own  program 
show  that  these  same  problems  still  exist. 

Our  study  indicates  that  duplication  of  care  is  a 
problem  of  considerable  magnitude.  Through  chart 
review,  we  eliminated  from  the  CHAP  screening  over 
half  the  patients  referred  to  us  by  DSS.  Among  the 
patients  finally  screened,  half  reported  seeing  an- 
other health-care  provider,  and  40  percent  had  had 
a physical  and  dental  examination  within  a year. 
Fewer  had  had  vision  and  audiometric  screening,  but 
most  should  have  had  it  done  during  the  year  in 
school. 

Perhaps  the  greatest  problem  facing  EPSDT 
programs  is  carrying  out  the  diagnosis  and  treatment 
areas  of  the  mandate.  Among  our  patient  sample, 
fewer  than  one  half  returned  for  continuing  care.  In 
the  Michigan  study,  approximately  38  percent  of  the 
patients  returned  for  follow-up  care.3  We  do  not 
know  whether  or  not  the  48  children  in  whom  we 
found  medical  problems,  and  who  had  named  other 
health-care  providers,  had  received  inadequate 
evaluations  by  another  facility  or  had  not  completed 
the  evaluation  process  there.  Under  current  fiscal 
and  personnel  constraints,  we  cannot  determine 
whether  children  who  did  not  return  for  scheduled 
care  at  The  Roosevelt  Hospital  in  fact  received  no 
further  care  or  whether  they  went  to  another  facility 
for  reevaluation  and  therapy.  Either  way,  valuable 
resources  have  been  wasted. 

The  CHAP  program  addresses  only  the  problem 
of  health  care  for  those  eligible  for  Medicaid;  there 
is  a population  of  poor  children  who  do  not  receive 
Medicaid.  We  do  not  know  either  the  numbers  of 
this  group  or  their  health-care  status.  Also,  there  is 
a growing  impression  that  many  middle-class  chil- 
dren do  not  receive  full  preventive  services.  Ways 
to  meet  the  health-care  needs  of  all  children  must  be 
sought. 


TABLE  IV.  Appointment  keeping  by  CHAP  patients  related  to  family  size 


In- Area x ^ Out-of-Area  — 


Number  of 
Children 
in  Family 

Number  in  Family 
Given 

Appointments* 

Number 

Showed 

(percent) 

Number  in  Family 
Given 

Appointments 

Number 

Showed 

(percent) 

1 

11 

5 (45.4) 

10 

7(70) 

2 

10 

6 (60) 

8 

4 (50 

3 

5 

3 (60) 

4 

2(50) 

4 or  more 

7 

3 (42.8) 

16 

6 (37.5) 

Totals 

33 

17  (51.5) 

38 

19  (50) 

* Excludes  future  appointments. 
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Conclusion 

From  our  experience  with  CHAP  over  almost  two 
years,  it  appears  that  in  an  urban  setting,  designating 
a few  specific  CHAP  providers  does  not  solve  the 
problems  of  finding  children  needing  health  care  or 
in  correcting  the  health-care  problems  of  those 
seeking  care.  For  a first  step,  we  would  suggest  that 
already  established  neighborhood  health-care  pro- 
viders be  equipped  as  needed  to  give  their  patients 
comprehensive  care.  Providers  seeing  new  patients 
should  explore  past  care  the  patients  have  received 
and  should  encourage  them  to  continue  care  with  a 
single  primary  provider.  More  community  health 
workers  are  needed  to  reach  out  to  families  failing  to 
come  for  regular  care  and  to  find  families  not  re- 
ceiving care.  The  feasibility  of  using  nontraditional 
facilities,  such  as  schools,  to  render  medical  care 


Antacid  titration  in  the  prevention 
of  acute  gastrointestinal  bleeding 

In  critically  ill  patients  there  is  a known  association  be- 
tween gastrointestinal  ulceration  and  bleeding  on  the  one 
hand  and  such  factors,  on  the  other,  as  extra-abdominal 
sepsis,  peritonitis,  hypotension,  renal  failure,  respiratory 
failure,  jaundice,  operations  and  trauma,  and  burns.  A 
controlled  study  involving  100  patients  indicates  that  acute 
bleeding  in  critically  ill  patients  can  be  reduced  by  antacid 


should  be  explored.  Finally,  a national  program  to 
assure  all  children  comprehensive  health-care  ser- 
vices needs  to  be  formulated. 

10  Marianna  Drive 
Hastings,  New  York  10706 
(DR.  FALVO) 
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Ejaculatory  disturbances  have  been  found  to  occur 
as  side-effects  of  various  medications,  symptoms  of 
certain  physical  diseases,  and  components  of  purely 
functional  disorders.  This  article  concerns  the 
particular  disturbance  of  failure  of  ejaculation  at 
orgasm,  and  describes  the  physiologic  mechanisms 
involved  and  various  clinical  situations  in  which  it 
may  be  found. 

Methods 

Normal  ejaculation  involves  two  physical  pro- 
cesses: emission  and  true  ejaculation.  Emission 
involves  peristalsis  of  the  smooth  muscles  of  the  vasa 
deferentia,  seminal  vesicles,  and  prostate,  and  is 
mediated  through  the  second  to  fourth  lumbar 
sympathetic  ganglia.  True  ejaculation  involves  the 
tonic-clonic  contraction  of  the  bulbocavernosus  and 
ischiocavernosus  muscles,  and  is  controlled  by  the 
nervi  erigentes  (pelvic  nerves)  from  the  sacral  para- 
sympathetic outflow.  In  addition,  in  normal  or  an- 
tegrade ejaculation,  the  internal  sphincter  at  the  base 
of  the  bladder  which  is  under  sympathetic  control, 
closes,  and  the  external  sphincter  which  is  under 
parasympathetic  control,  opens.1  Retrograde  ejac- 
ulation is  the  discharge  of  semen  into  the  bladder 
rather  than  through  the  urethra  due  to  failure  in 
adequate  closing  of  the  internal  sphincter.2  Patients 
experiencing  failure  of  ejaculation  sometimes  report 
“white"  urine  on  urination  following  orgasm,  seem- 
ingly due  to  the  presence  of  the  ejaculate  in  the 
bladder.2  The  diagnosis  can  be  confirmed  by  ex- 
amining a centrifugal  urine  specimen  voided  shortly 
after  intercourse  or  masturbation.  If  retrograde 
ejaculation  has  occurred,  spermatazoa  in  great 
numbers  may  be  found.2 

Failure  of  ejaculation  at  orgasm  can  be  seen  in 
association  with  a number  of  physical  conditions. 


Failure  of  ejaculation  at  orgasm  may  occur  as  a 
symptom  of  disease  or,  iatrogenically,  as  a side-effect 
of  medication  or  a complication  of  surgical  treatment. 
Physiologic  mechanisms  involved  are  described,  and 
the  various  clinical  situations  in  which  the  distur- 
bance may  be  found  are  discussed.  A need  for  the 
physician  to  question  the  patient  directly  about  this 
dysfunction  and  to  provide  him  with  adequate  reas- 
surance and  an  explanation  is  emphasized. 


Diabetics  often  have  a failure  in  the  reflex  closing  of 
the  internal  sphincter  as  part  of  an  autonomic  neu- 
ropathy. This  may  precede  impotence  and  usually 
is  not  reversed  by  control  of  the  underlying  disease. 
Patients  who  have  undergone  surgery  involving  the 
lumbar  sympathetic  ganglia,  including  aside  from 
sympathectomy,  deep  pelvic  dissection  (colectomy), 
and  retroperitoneal  lymph  node  dissection  (some 
testicular  tumors),  can  show  impairment  of  emission 
and/or  the  closing  of  the  intestinal  sphincter.  Pa- 
t ients  who  have  had  various  types  of  surgery  involv- 
ing the  bladder  neck,  most  commonly  prostatectomy, 
also  afterwards  often  fail  to  ejaculate  in  the  normal 
antegrade  manner.  Trauma  to  the  pelvis  or  peri- 
neum with  injury  to  the  bladder  neck  may  cause 
retrograde  ejaculation.  In  addition,  spinal  cord- 
damaged  patients  and  hypertensive  patients  on 
ganglionic  blockers  such  as  guanethidine  sulphate, 
can  have  resulting  retrograde  ejaculation.2 

One  report  estimated  that  one  third  of  patients  on 
antipsychotic  medication  showed  changes  in  ejacu- 
lation in  the  form  of  decreased  semen  volume  and/or 
sperm  count.4  In  1961,  Singh5  reported  a case  of 
complete  failure  of  ejaculation  at  orgasm  as  a side- 
effect  of  thioridazine.  Numerous  similar  reports 
have  since  been  published,  and  thioridazine  has  come 
to  be  the  psychotropic  drug  most  often  associated 
with  this  difficulty.  Approximately  one  half  of  male 
patients  on  thioridazine  experience  changes  in  ejac- 
ulation, and  about  a third  have  complete  inhibition 
of  ejaculation  at  orgasm.3  Green6  has  attributed  the 
failure  of  ejaculation  seen  with  thioridazine  to  the 
sympatholytic  properties  of  the  drug,  leading  to 
varying  degrees  of  inhibition  of  emission  together 
with  failure  of  closure  of  the  internal  sphincter.  Case 
reports  of  failure  to  ejaculate  at  orgasm  while  on 
chlorpromazine  and  chlorprothixene  have  been 
published,  and  reports  to  drug  companies  have  im- 
plicated several  other  phenothiazines  with  occasional 
inhibition  of  ejaculation.  Of  the  benzodiazepines, 
a case  of  chlordiazepoxide-induced  ejaculatory  fail- 
ure has  been  documented.3  The  butyrophenones 
have  been  shown  to  occasionally  alter  semen  volume 
and/or  sperm  count  but,  to  my  knowledge,  have  not 
been  reported  as  totally  inhibiting  ejaculation.4 
Interestingly,  the  monoamine  oxidase  inhibitors, 
which  can  cause  various  side-effects  in  sexual  func- 
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tion,  and  with  isocarboxazid,  inhibit  ejaculation. 
Allegedly,  some  can  increase  spermatogenesis.7’8 
Regarding  the  tricyclic  antidepressants,  delay  in 
ejaculation,  with  or  without  increased  or  decreased 
libido  and  difficulty  in  achieving  and  maintaining 
erection,  has  been  reported  as  a side-effect.  Total 
inhibition  of  ejaculation  at  orgasm  has  been  reported 
with  the  use  of  amitryptyline.9 

Drugs  known  to  inhibit  cholinergic-mediated 
systems,  thus  having  some  antiparasympathetic 
properties,  can  be  seen,  in  certain  individuals,  to  in- 
terfere with  antegrade  ejaculation.  This  situation 
is  described  by  Kaplan10  as  “partial  ejaculatory  in- 
competence,” an  unusual  condition  where  emission 
is  unimpaired  but  the  true  ejaculatory  phase  seems 
to  be  absent.  Such  a patient  perceives  the  sensations 
of  ejaculatory  inevitability  which  signal  the  con- 
tractions of  the  internal  reproductive  viscera,  but 
fails  to  feel  true  orgastic  ejaculatory  sensations  be- 
cause the  contractions  of  the  bulbocavernosus  and 
ischiocavernosus  muscles  fail  to  occur.  Such  a pa- 
tient only  emits  semen  and  experiences  a seepage  of 
seminal  fluid  without  true  orgastic  sensations.10 

To  my  knowledge,  complete  lack  of  ejaculate  at 
orgasm  has  not  been  reported  as  a symptom  of  a 
purely  functional  disorder. 

Patients  often  do  not  report  ejaculatory  failure  to 
the  physician  probably  out  of  embarrassment  rather 
than  lack  of  concern.  The  disturbance  can  occa- 


Rocky Mountain  spotted  fever  in  childhood 

Records  reviewed  covering  a period  of  39  years  of  chil- 
dren 15  years  old  or  younger  revealed  138  Rocky  Mountain 
spotted  fever  cases  meeting  criteria  for  inclusion  in  this 
study.  The  major  clinical  features  helpful  in  recognizing 
the  disease  are  characteristic  fever,  rash,  tick  bite,  low 
serum  concentration  of  sodium,  and  thrombocytopenia. 
Any  child  seen  in  the  North  Carolina-Virginia  region  with 


sionally  be  accompanied  by  a tearing,  suprapubic 
pain,  and  the  sudden  loss  of  ejaculate  can  be  ex- 
tremely frightening.3  More  frequent  direct  ques- 
tioning of  patients  at  risk  for  this  dysfunction  might 
show  that  it  occurs  more  frequently  than  previously 
realized.  Patients  could  then  be  reassured  as  to  the 
nature  and,  in  some  cases,  reversibility  of  the  dis- 
order. 

56  Tuttle  Road 
Briarcliff  Manor,  New  York  10510 
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During  the  past  10  years  many  measures  of  the 
narcotic  addict  population  have  been  used,  or  sug- 
gested for  use,  either  to  assess  changes  in  the  size  of 
this  group  or  for  case-finding  purposes.  Variously, 
they  have  been  police  arrests,  the  records  of  social 
agency  contacts,  hospital  admissions,  a registry 
combing  the  reports  of  all  three  sources,  or  the 
medical  complications  of  narcotic  use  such  as  hepa- 
titis, tetanus,  endocarditis,  or  death  due  to  narcotic 
overdose.1-4  Most  of  these  measures  have  been 
difficult  to  obtain  and  expensive  to  process.  None 
of  these  indices  have  been  used  in  a systematic  or 
long-term  fashion,  but  rather  have  been  given  in  the 
form  of  a simple  comparison  of  one  year  to  another 
to  justify  the  demand  for  a particular  program  or 
prove  the  results  of  that  program. 

It  was  our  general  impression,  based  on  clinical 
observation  of  addicts  admitted  to  municipal  hos- 
pitals, that  the  number  of  cases  of  addiction-related 
disease  increased  sharply  from  1963  to  1971,  then 
dropped  very  abruptly  to  very  low  levels  during  1972 
through  1974,  only  to  rise  again  to  prepeak  levels  in 
1975  through  1977. 

To  evaluate  the  accuracy  of  these  impressions,  we 
obtained  the  figures  for  the  annual  totals  of  reported 
cases  of  hepatitis  and  tetanus  and  the  annual  mor- 
tality figures  for  endocarditis  and  narcotic  overdose. 
Previous  work  has  shown  that  the  large  majority  of 
tetanus  cases  in  the  United  States  are  addicts,5’6  and 


The  easily  obtained  indices  of  the  four  widely  known 
medical  complications  of  narcotic  addiction  can  serve 
as  indicators  of  changes  in  relative  size  of  the  ad- 
dicted population.  Annual  numbers  of  reported 
cases  of  hepatitis  and  tetanus,  as  well  as  deaths  as- 
cribed to  endocarditis  and  drug  dependence  “over- 
dose," were  compiled  for  the  period  1963  to  1977  for 
New  York  City.  All  indices  rose  and  fell  nearly 
synchronously  within  the  same  period  of  time.  From 
1963  to  1967  there  was  a slow  twofold  rise,  from  1968 
to  1971  a rapid  increase  to  peak  at  more  than  twofold, 
from  1972  to  1971  a rapid  decline  of  about  30  to  60 
percent  in  the  several  indices,  and  from  1975  to  1977 
a slower  increase  back  to  about  the  1967  level.  These 
data  paralleled  the  more  difficult-to-gather  figures 
on  newly  reported  cases  of  drug  dependence  obtained 
from  social  agencies  by  means  of  a “narcotics  reg- 
ister.” 


that  this  was  probably  true  for  a substantial  pro- 
portion of  the  cases  of  endocarditis  and  hepatitis 
also.7,8 

Materials  and  methods 

Yearly  case  reports  of  tetanus  were  obtained  from 
records  in  the  Bureau  of  Preventable  Diseases,  City 
of  New  York  Department  of  Health.  Yearly  statis- 
tics on  viral  hepatitis  were  obtained  from  both  this 
bureau  and  the  Bureau  of  Health  Statistics  and 
Analysis.  Although  data  were  available  on  the 
number  of  cases  of  infectious  and  serum  hepatitis, 
later  reclassified  as  hepatitis  A,  hepatitis  non-B,  and 
hepatitis  B,  no  attempt  was  made  to  distinguish  the 
type  of  hepatitis.  Similarly,  although  notations  were 
made  by  epidemiologists  during  their  investigation 
of  hepatitis  cases  as  to  whether  an  individual  was  an 
addict,  all  cases,  addict  and  nonaddict,  were  used.  It 
was  felt  that  recent  changes  in  hepatitis  nomencla- 
ture and  recent  advances  in  diagnostic  technology  as 
well  as  the  lack  of  reliability  in  ascertaining  drug 
addiction  history  precluded  an  accurate  estimate, 
over  a long  period  of  time,  of  type  of  hepatitis  and 
history  of  addiction,  respectively. 

Data  on  deaths  due  to  acute  and  subacute  bacterial 
endocarditis  were  obtained  from  the  Bureau  of 
Health  Statistics  and  Analysis.  Information  on 
cause  of  death  was  based  on  the  classification  schema 
outlined  in  the  Eighth  Revision  of  the  International 
Classification  of  Diseases,  U.S.  Department  of 
Health,  Education,  and  Welfare.  Item  421.0  in- 
cludes all  deaths  due  to  acute  and  subacute  bacterial 
endocarditis  listed  on  death  certificates.  This  item 
excludes  deaths  due  to  other  infectious  and  nonin- 
fectious  endocarditis  and  rheumatic  endocarditis. 
Similarly,  deaths  due  to  drug  dependence  were  based 
on  item  304.0,  which  includes  all  addictive  and 
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FIGURE  1.  Medical  complications  of  drug  addiction  in  New 
York  City,  1963-1977. 


nonaddictive  drug  deaths  listed  on  death  certifi- 
cates. 

Data  on  new  case  reports  of  narcotics  addiction 
were  obtained  from  the  Narcotics  Register,  New 
York  City  Department  of  Health.  The  Register  was 
established  in  1963  and  discontinued  after  1975. 
During  this  time  over  500  agencies  reported  contacts 
with  known  or  suspected  drug  abusers  as  mandated 
by  the  New  York  City  Health  Code. 

Results 

Tetanus.  Between  the  years  1963  and  1966,  the 
total  number  of  tetanus  cases  reported  to  the  New 
York  City  health  department  ranged  between  three 
and  six  cases  per  year,  the  majority  associated  with 
drug  abuse  (Fig.  1).  In  1969  the  number  of  cases 
peaked  at  19,  the  greatest  number  of  tetanus  cases 
reported  in  New  York  City  since  1956.5  In  the  four 
succeeding  years,  1970  to  1973,  the  cases  dropped  to 
13, 9, 6,  and  3 per  year,  respectively.  In  1977  only  one 
case  was  reported,  the  lowest  number  ever  reported 
in  the  city,  involving  a nurse  who  was  a meperidine 
hydrochloride  (Demerol)  user.  The  number  of  cases 
was  small  enough  to  be  susceptible  to  case-checking 
the  hospital  records  to  determine  the  actual  number 
of  addict  cases.  However,  in  a few  instances  the 
records  were  unavailable,  and  so  the  total  number  of 
reported  cases  is  used  instead. 

Hepatitis.  Between  the  years  1963  and  1965, 
reported  cases  of  viral  hepatitis  in  New  York  City 
ranged  between  1,200  and  1,300  in  the  four  successive 
years  the  number  of  yearly  reported  cases  continued 
to  rise.  In  1970  over  4,500  cases  were  reported,  the 
greatest  number  of  hepatitis  cases  ever  reported  to 
the  New  York  City  health  department.  In  the  four 
succeeding  years,  1971  to  1974,  the  number  of  re- 
ported cases  rapidly  decreased.  From  1974  through 
1977  the  yearly  totals  ranged  between  1 ,100  and  1,900 
cases. 

Endocarditis  deaths.  Between  the  years  1963 
and  1965,  total  deaths  due  to  acute  and  subacute 


FIGURE  2.  Individuals  first  reported  to  New  York  City  Nar- 
cotics Register,  1964  to  1974. 


bacterial  endocarditis  ranged  between  9 and  14 
deaths  per  year.  Between  the  years  1966  and  1969 
the  number  of  deaths  rose.  In  1970,  deaths  sharply 
increased  to  57,  and  peaked  the  following  year,  1971, 
when  a total  of  66  deaths  due  to  bacterial  endocar- 
ditis were  reported.  Deaths  dropped  in  the  suc- 
ceeding three  years  but  rose  again  to  a plateau  for  the 
years  1975  to  1977. 

Drug-dependence  deaths.  Between  the  years 
1963  and  1966,  drug-dependence  deaths  ranged  be- 
tween a high  of  342  in  1963  to  a low  of  195  in  1965. 
After  1966  total  deaths  rose  sharply,  until  in  1971 
over  870  deaths  were  recorded,  a nearly  threefold  rise. 
After  1971  deaths  dropped  off  sharply  for  two  years, 
peaked  again  in  1974,  then  continued  to  fall  until  in 
1977  when  248  deaths  were  reported. 

Narcotics  Register.  Between  the  years  1964  and 
1966,  approximately  13,400  persons  were  reported 
for  the  first  time  to  the  Narcotics  Register,  or  6,700 
per  year  (Fig.  2).  In  1967  the  number  of  newly  reg- 
istered addicts  rose  slightly  to  over  9,500.  In  the 
succeeding  four  years,  the  total  number  of  newly 
registered  addicts  rose  steadily  until  in  1971  there 
were  over  43,000  newly  registered  addicts.  In  1972 
the  number  dropped  slightly,  and  in  the  years  1973 
to  1974  the  number  dropped  to  approximately  29,500 
per  year.  The  Narcotics  Register  was  terminated  in 
1975. 

Comment 

Hepatitis  is  certainly  the  most  common  medically 
reportable  disease  of  needle-using  drug  addicts. 
Since  it  occurs  mainly  very  soon  after  starting  to  use 
injectable  drugs, 8>9  these  cases  should  reflect  the  size 
of  the  younger,  newly  addicted  population.  The 
impression  gained  by  service  in  New  York  City  mu- 
nicipal hospitals  is  that  the  majority  of  cases  of 
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hepatitis  seen  are  in  young  addicts.  Whether  they 
constitute  a majority  of  the  cases  for  the  city  as  a 
whole  or  just  a substantial  minority,  the  fluctuations 
observed  in  the  number  of  reported  cases  of  hepatitis 
is  most  probably  due  to  variations  in  the  number  of 
the  addict  cases,  since  there  is  no  reason  to  believe 
that  there  are  any  large  yearly  changes  in  the  fre- 
quency of  this  disease  in  the  nonaddict  population. 
The  only  group  recently  identified  as  having  a very 
high  incidence  of  hepatitis  in  New  York  City  is  ho- 
mosexuals, where  the  disease  is  endemic  in  this 
population  without  broad  annual  variations. 

Addict  endocarditis  does  appear,  by  personal  ob- 
servation, to  outnumber  the  nonaddict  cases  in  mu- 
nicipal and  in  many  voluntary  hospitals.  Since  they 
are  characteristically  in  the  category  of  acute  bacte- 
rial endocarditis  and  often  run  a fulminating  course, 
it  is  probable  that  they  contribute  substantially  to  the 
number  of  annual  death  totals  for  this  disease.  Since 
the  death  certificates  do  not  indicate  addiction  sta- 
tus, there  is  no  way  in  which  the  addict  cases  can  be 
selectively  retrieved.  However,  similar  to  what  we 
have  said  previously  about  hepatitis,  there  is  no 
reason  to  anticipate  that  the  nonaddict  mortality  rate 
would  change  greatly  from  year  to  year.  Addicts 
with  endocarditis  are  older  than  those  with  hepatitis 
and  slightly  older  than  the  mean  of  addicts  reported 
to  the  Narcotic  Register.10  Obviously,  a better  index 
would  be  the  number  of  staphylococcal  endocarditis 
cases,  since  this  is  the  major  form  of  the  disease  in 
addicts.  Unfortunately,  the  municipal  hospital 
records  rooms  have  been  unable  to  bring  their 
cross-indexing  of  the  medical  records  up  to  date,  and 
this  information  is  simply  unavailable. 

We  used  the  total  of  tetanus  cases  reported;  if  the 
medical  records  were  more  adequate  we  could  have 
used  the  addict  cases  themselves  as  an  index.  In  any 
case,  the  vast  majority  of  cases  of  tetanus  seen  in  this 
city  is  in  addicts.  These  are  older  individuals,  who 
in  their  career  of  drug  use  have  exhausted  their  veins 
and  gone  on  the  “skin  popping.”5  The  deficiency  of 
this  index  is  that  the  numbers  of  cases  are  small,  al- 
though the  disease  is  certainly  dramatic  and  very 
likely  to  be  accurately  reported.  Additionally,  the 
disease  is,  fortunately  for  everyone,  likely  to  disap- 
pear in  the  next  few  years  as  the  cohort  of  New  York 
City  addicts  born  here  after  1954,  who  received 
DPT  (diphtheria,  pertussis,  tetanus)  immunization 
as  children  in  the  Department  of  Health’s  well-baby 
clinics,  enter  then  into  this  age  range. 

Drug-dependence  deaths  ascribed  to  overdose  are 
the  major  cause  of  death  in  narcotic  addicts.1011  The 
diagnosis  is  based  on  relatively  simple  criteria,  which 
would  not  be  expected  to  be  altered  greatly  from  year 
to  year,  although  interest  in  addiction-related  deaths 
among  medical  and  social  groups  may  wax  and  wane. 
Sudden  death  or  respiratory  collapse  following  an 
intravenous  injection,  as  evidenced  by  a syringe 
present  at  the  scene  of  death  or  a recent  vein  punc- 
ture, usually  accompanied,  although  not  always,  by 


pulmonary  edema  without  other  discernible  causes 
of  death,  makes  a fairly  clear-cut  clinical  entity  which 
ought  to  be  expected  to  be  accurately  reflected  on 
death  certificates.  Previous  investigations  have 
suggested  that  the  overdose  deaths  are  a fairly  rep- 
resentative sample  of  the  narcotic  addict  popula- 
tion.10’11 

Each  of  the  described  deficiencies  of  each  measure 
of  the  addict  population  should  potentially  produce 
individual  biases.  These  variations  from  a general 
trend  should  then  be  apparent.  Surprisingly,  all 
indicators  rose  and  fell  in  near  unison.  This  suggests 
that  they  are  all  reflecting  large-scale  changes  in  the 
same  group.  Although  the  relative  changes  in  the 
hepatitis  and  endocarditis  indices  were  not  as  large 
as  the  municipal  hospital  physicians  believe  occurred 
during  this  time,  this  may  be  the  effect  of  dilution  of 
the  index  by  the  nonaddict  cases  included.  In  par- 
ticular, addict  cases  of  endocarditis  were  felt  to  peak 
in  1971,  with  a phenomenal  number  of  cases  seen, 
then  fall  in  the  next  two  years  to  unanticipatedly  low 
levels,  thereafter  to  have  rebounded  to  nearly  peak 
levels  within  the  past  two  years. 

We  are  not  dealing  in  this  examination  of  trends 
with  estimates  of  the  total  population  of  drug  users 
since  that  is  beyond  the  scope  of  our  investigations. 
Suffice  it  to  say  that  previously  various  investigators 
have  used  an  estimate  of  one  addict  death  per  100 
addicts  per  year.10  If  so,  the  number  of  narcotic- 
using addicts  in  New  York  City  has  varied  from 
20,000  to  100,000  and  back  to  50,000  again. 

The  curve  of  the  newly  reported  addicts  from  the 
now  defunct  Narcotics  Register  differs  from  that  of 
the  four  indices  in  that  it  shows  a continuing  rise  from 
1964  to  1971.  This  is  probably  because  1964  to  1968 
was  a period  of  formation  for  the  Register  during 
which  it  vastly  improved  the  rate  of  reporting.  Un- 
fortunately, it  did  not  last  long  enough  to  exploit  a 
stable  data  base.  The  time,  money,  and  effort  seem 
to  have  gone  for  very  little  because  in  its  last  phase 
all  contact  with  outside  researchers  was  refused  be- 
cause of  questions  of  “confidentiality.” 

Whatever  the  merits  of  using  one  or  another  index 
of  the  size  of  the  addicted  population,  it  is  obvious 
that  considerable  variation  has  occurred,  and  all 
without  adequate  explanation;  neither  the  rate  of 
unemployment,  the  end  of  the  Vietnam  war,  Wa- 
tergate, or  methadone  clinics  would  appear  to  have 
any  temporal  association  with  the  changes.  Most 
important,  we  don’t  have  any  more  than  anecdotal 
data  on  heroin  availability.  The  rapid  rises  of  1968 
through  1971,  the  fall,  and  then  the  leveling  out  again 
at  what  appear  to  be  prepeak  numbers  indicate  that 
imagined  catastrophic  or  epidemic  models12’13  do  not 
fit  the  experience  of  an  endemic  problem  of  narcotic 
abuse  with  widespread  fluctuations.  Our  results 
generally  confirm  the  Washington,  D.C.,  data  on  the 
number  of  addicts  admitted  to  the  treatment  pro- 
grams and  narcotic  overdose  deaths  in  so  much  as 
1969  and  1971  are  respectively  the  peak  years  in  that 
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city.14  However,  our  subsequent  degree  of  change 
has  been  much  less  than  the  nearly  90  percent  decline 
noted  by  these  authors.  Also  we  would  object  to 
constant  use  of  the  “epidemic”  metaphor  which  is  not 
really  supported  by  their  data  or  ours. 

Despite  loss  of  public  interest,  10  years  later  we 
seem  to  have  an  addict  population  of  generally  about 
the  same  magnitude  as  it  was  in  1967.  Whether 
fluctuations  in  the  amount  of  heroin  available  or  the 
availability  of  substitutes  influence  the  size  of  the 
population  is  impossible  to  determine,  since  we  have 
no  way  to  measure  any  of  these  factors. 

One  area  in  which  these  indices  cannot  replace  a 
narcotics  register  is  in  forming  an  estimate  of  the 
entire  addicted  population  by  the  capture-recapture 
technique  described  by  Wittes,  Colton,  and  Sidel,15 
in  which  independent  lists  from  a variety  of  inde- 
pendent sources  are  integrated  to  give  a measure  of 
the  size  of  the  population  from  which  these  lists  are 
drawn. 

The  question,  never  to  be  resolved  now,  is  whether 
this  would  be  worth  the  money  and  effort. 

Although  much  effort  has  been  made  to  find  a 
measure  of  the  size  of  the  addicted  population,  and 
much  more  money  expended,  it  appears  that  four 
simple,  easily  obtainable  indices  do  work  quite  well 
for  New  York  City  and  should  be  considered  for  a 
trial  of  use  in  other  large  cities  around  the  country. 


Legionnaires’  disease 

The  author  recapitulates  the  history  of  the  1976  Phila- 
delphia outbreak  of  “legionnaires’  disease”  which,  after 
intensive  investigation,  appears  to  be  due  to  gram-negative 
rods  isolated  by  special  stains  and  electron  microscopy 
technics.  Through  fluorescent  labels  on  antibody  obtained 
from  persons  who  survived  the  infection  and  from  guinea 
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Apprehension  and  reaction  to 
pain  make  up  the  other  very 
important  half.  And  Synalgos-DC 
is  the  analgesic  that  treats  both 
halves  of  the  pain  problem: 
Promethazine  helps  relieve  ap- 
prehension and  reaction  to  pain, 
while  the  analgesic  components 
help  relieve  moderate  to  mod- 
erately severe  pa  inf 
Synalgos-DC  contains  dihydro- 
codeine, a semi-synthetic 
narcotic  analgesic  related  to 
codeine,  with  multiple  actions 
qualitatively  similar  to  codeine, 
(u?  status  permits  telephone 
prescriptions  and  authorized 
refills  up  to  5 times  in  6 months 
(unless  restricted  by  state  law). 


1 Drocode  (di hydrocodeine)  bitartrate  16.0  mg.  (Warning:  May 
III  be  habit-forming);  Promethazine  hydrochloride  6 25  mg.; 
L.  v Aspirin  194.4  mg.;  Phenacetin  162.0  mg.;  Caffeine  30.0  mg. 


’Indications:  Based  on  a review  of  this 
drug  by  the  National  Academy  of 
Sciences— National  Research  Council 
and/or  other  information,  FDA  has 
classif  ied  the  i nd  icat  ions  as  fol  lows : 
Possibly"  effective  for  the  relief  of 
moderate  to  moderately  severe  pain  in 
those  situations  where  the  physician 
wishes  to  adda  mild  sedative  effect . 
Fmol  classification  of  the  less-than- 
effective  indications  requires  further 
investigation. 


Contraindications:  Hypersensitivity  to 
dihydrocodeine,  promethazine,  aspirin, 
phenacetin. 

Warnings:  Salicylates  should  be  used  with 
extreme  caution  in  the  presence  of  peptic 
ulcer  or  coagulation  abnormalities  Drug 
Dependence:  Dihydrocodeinecan  produce 
drug  dependence  of  the  codeine  type  and 
therefore  has  the  potential  of  being 
abused.  Psychic  dependence,  physical  de- 
pendence and  tolerance  may  develop  upon 


repeated  administration  of  dihydroco- 
deine,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of 
caution  appropriate  to  the  use  of  other 
oral  narcotic-containing  medications. 

Like  other  narcot containing  medica- 
tions, dihydrocodeme  is  subject  to  the 
provisions  of  the  Federal  Controlled 
Substances  Ad  Usage  in  Ambulatory 
Patients:  Dihydrocodeme  and  prometho- 
zine  may  impair  the  mental  and/or  physi- 
cal abilities  required  for  the  performance 
of  potentially  nazordous  tasks  such  as 
driving  a car  or  operating  machinery.  The 
patient  using  Synalgos-DC  should  be  cau- 
tionedaccordingly  Interactions  with  other 
Central  Nervous  System  Depressants:  Pa- 
tients receiving  other  narcotic  analgesics, 
general  anesthetics,  other  phenoth  lazmes, 
tranquilizers,  sedative-hypnotics  or  other 
CNS  depressants  (including  alcohol)  con- 
comitantly with  Synalgos-DC  may  exhibit 
an  additive  CNS  depression.  When  such 
combined  therapy  is  contemplated,  the 


dose  of  one  or  both  agents  should  be  re- 
duced Patients  who  hove  demonstrated 
a hypersensitivity  reaction  (eg  blood 
dyscrasia,  |aundice)  with  a phenothiazine 
should  not  be  re-exposed  to  ony  pheno- 
thiazine, including  Synalgos-DC,  unless  in 
the  judgment  of  the  physician  the  poten- 
tial benefits  of  the  treatment  outweigh 
thepossible  hazards  Usage  in  Pregnancy: 
Reproduction  studies  hove  not  been  per- 
formed in  animals.  There  is  no  adequate 
information  on  whether  this  drug  may 
off ectfertility  in  human  males  and  females 
or  hos  a teratogenic  potential  or  other 
adverse  effect  on  the  fetus.  Usage  in 
Children:  Since  there  is  no  experience  in 
children  who  have  received  this  drug, 
safety  and  efficacy  in  children  have  not 
been  established  Precautions:  Phenacetin 
hos  been  reported  to  damage  kidneys 
when  taken  in  large  amounts  for  a long 
time  Promethazine  should  be  adminis- 
tered cautiously  to  patients  with  cardio- 
vascular or  liver  disease.  Synalgos-DC 


should  be  given  with  caution  to  certain 
patients  such  as  the  elderly  or  debilitated, 
and  those  with  hypothyroidism,  Addison's 
disease  and  prostatic  hypertrophy  and 
urethcl  stricture.  Adverse  Reactions:  The 
mostfrequentlyobservedreactions  include 
lightheadedness,  dizziness,  drowsiness, 
sedation,  nausea,  vomiting,  constipation, 
pruritus,  skin  reactions,  and  rarely,  hypo- 
tension Drug  Interactions:  The  CNS  de- 
pressant effects  of  Synalgos-DC  may  be 
additive  with  that  of  other  CNS  depres- 
sants . See  Wa  r n i ngs . Asp  i r i n may  enhance 
the  effects  of  anticoagulants  and  inhibit 
the  uricosuric  effects  of  uricosuric  agents. 
Consult  direction  circular  before 
prescribing. 
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In  Part  I of  this  review,  which  appeared  in  the 
March  issue  of  the  Journal,  the  authors  surveyed 
information  regarding  the  rationale,  indications  and 
contraindications,  surgical  anatomy,  and  techniques 
of  SVC  (subclavian  vein  catheterization). 

Special  considerations 

Percutaneous  cannulation  of  the  subclavian  vein 
should  not  be  done  brusquely  or  impatiently.  The 
keystone  technical  maneuvers  for  avoidance  of  in- 
correct orientation  or  depth  of  insertion  are:  (1) 

never  deviating  widely  or  exploring  new  tacks  at 
variance  with  standard  anatomic  criteria;  (2)  always 
keeping  the  needle  shaft  as  parallel  as  possible  to  the 
thoracic  cage;  (3)  never  redirecting  the  needle  while 
it  is  embedded  in  the  tissues,  but  only  after  it  is 
brought  back  nearly  to  the  skin  surface;  and  (4) 
desisting  altogether  from  the  procedure  if  it  is  un- 
successful after  two  or  three  attempts,  or  becomes 
arduous  to  patient  and  operator  alike. 

The  needle  must  be  withdrawn  and  aimed  differ- 
ently when  it  hits  bone,  that  is,  the  first  rib,  or  when 
there  is  egress  of  air  bubbles,  arterial  blood,  or  lymph 
into  the  syringe.  Sometimes  blood  does  not  emanate 
although  the  needle  is  in  the  vein,  but  will  do  so  when 
the  needle  is  rotated  or  is  pushed  in  or  pulled  back  a 


couple  of  millimeters  in  the  same  line. 

Correct  insertion  of  the  catheter  into  the  subcla- 
vian vein  is  chiefly  appraised  by  the  presence  of  dark 
blood  streaming  through  it.  But  this  alone  does  not 
vouchsafe  accurate  placement  of  the  catheter  tip  at 
the  superior  vena  cava.  Adjunctive  evidence 
therefore  must  be  obtained: 

1.  A bedside  chest  roentgenogram  should  show  the 
catheter  tip  to  be  at  the  level  of  the  third  chondroster- 
nal  line  or  the  fifth  or  sixth  thoracic  vertebral  inter- 
space. 

2.  Since  a plain  x-ray  film  study  cannot  prove  un- 
equivocally that  the  catheter  tip  is  in  the  lumen  rather 
than  alongside  the  outer  wall  of  the  vein,  injection  of  a 
few  milliliters  of  contrast  medium,  such  as  meglumine 
diatrizoate,  is  valuable  for  verification. 

3.  A handy  check  can  be  made  by  passing  a spring- 
wire  stylet  down  to  the  catheter  tip  and  obtaining  elec- 
trograph inscriptions  of  P-wave  complexes.28 

4.  Since  reflux  of  blood  in  the  catheter  actually 
may  be  from  a large  hematoma  rather  than  from  with- 
in the  venous  system  per  se,  aspiration  should  be  done 
after  trial  infusion  of  clear  fluid.  A simple  way  to  ef- 
fect this  is  by  lowering  and  raising  the  clysis  flask 
above  heart  level  to  display  unhindered  to-and-fro 
blood  excursions. 

5.  Manometric  determinations  are  an  expedient 
way  of  ascertaining  catheter  locations.  Nonpulsatile 
oscillations  denoting  central  venous  pressure  differen- 
tials during  respiration  can  be  gauged.  Normal  fluctu- 
ations span  2 to  4 cm.;  slow  fluctuations  of  from  0.5  to  1 
cm.  suggest  that  the  catheter  abuts  against  the  vein  or 
is  distorted;  and  rapid  fluctuations  of  from  7 to  10  cm. 
indicate  that  the  catheter  tip  is  intracardiac.  Normal 
manometric  fluctuations  synchronous  with  respiration 
do  not,  however,  exclude  the  possibility  of  the  catheter 
being  in  the  pleural  space. 

6.  Graphic  recording  of  venous  pressure  wave 
forms  is  useful  for  attesting  that  the  catheter  is  not  in- 
tracardiac, but  does  not  preclude  malposition  in  veins 
other  than  the  cava. 

Aftercare 

The  utility,  dependability,  and  safety  of  the 
catheter  all  pivot  around  an  impeccable  maintenance 
program.  Aftercare  can  never  be  abdicated  to  per- 
sonnel who  are  unversed  in  its  subtleties.  Once  in- 
stalled, the  catheterization  assembly  must  remain 
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inviolate  to  all  personnel  but  those  expert  in  its 
handling.  In  other  words,  it  is  banned  to  the  “I.V. 
team”  and  other  technicians.  It  must  he  the  object 
of  assiduous  surveillance  inasmuch  as  its  unblem- 
ished performance  at  inception  is  no  hedge  against 
things  going  awry  at  a future  date. 

Blood  sampling  and  injections  extraneous  to  the 
primary  purpose  of  the  system  are  done  elsewhere, 
preferably  the  contralateral  wrist  or  antecubital 
fossa.  Neither  cardiodepressant  drugs  nor  cold 
blood  are  ever  to  be  administered  through  the  central 
venous  line. 

Auscultation  of  the  chest  and  aspiration  of  blood 
through  the  catheter  are  done  after  each  change  of 
position  and  before  injection  of  any  drug.  Periodic 
testing  for  frank  reflux  of  blood  by  raising  and  low- 
ering the  infusion  container  is  an  important  routine. 
If  fluid  can  he  injected  readily  but  blood  not  aspi- 
rated, either  the  catheter  is  extraluminal,  or  there  is 
a one-way  valve  mechanism  at  the  tip  due  to  clot, 
bacterial  vegetations,  or  impingement  against  the 
vein  lining. 

By  tradition,  antibiotics  and  heparin  are  instilled 
periodically  through  the  tube  in  the  expectation  that 
sepsis  and  clotting,  respectively,  will  be  aborted.  But 
heparin  may  be  interdicted  in  hypocoagulable  states, 
and  extended  antibiotic  prophylaxis  may  instead 
foster  proliferation  of  nosocomial  superinfec- 
tions.29,30 Hydrocortisone  added  to  the  infusate 
appears  to  halve  the  incidence  rate  of  thrombo- 
phlebitis,31 hut  that  drug  may  be  also  unwelcome 
when  infection  exists  already. 

Stringent  asepsis  vigilance  adhered  to  during  SVC 
is  persevered  in  afterward  by  curtailing  the  frequency 
of  blood  sampling,  dressing  changes,  and  other  acts 
that  are  liable  to  disrupt  the  integrity  of  the  assem- 
bly. No  amount  of  topical  or  systemic  antibiotic 
prophylaxis  is  a substitute  for  that  policy.9,30,32-34 
Empirically  alternating  the  side  of  SVC  every  two  or 
three  days  as  a means  of  forestalling  infection  is  quite 
unwarranted,  except  perhaps  in  burn  victims,  since 
needless  manipulations  enhance  the  chances  of 
damage  to  the  endothelium,  thrombosis,  and  the 
shedding  of  friable  young  clot.34,35  On  the  other 
hand,  daily  replacement  of  external  intravenous 
tubing,  infusion  equipment,  and  so  forth,  definitely 
is  worthwhile,  as  is  also  the  use  of  a millipore  filter 
interpolated  between  the  infusate  and  the  pa- 
tient.30,32,34 

The  catheter  assembly  must  be  checked  at  the 
earliest  sign  or  suspicion  that  something  is  amiss.  If 
for  any  reason  the  system  does  not  work  as  it  is  sup- 
posed to,  the  fault  is  sought  first  in  every  one  of  its 
components  outside  the  body.  Very  often,  a minor 
twist  in  the  catheter  hidden  under  the  dressings  can 
spoil  the  whole  enterprise.  Second,  x-ray  film 
studies  are  done.  Plain  films  may  pinpoint  the  cul- 
prit right  away.  Otherwise,  venography  almost  al- 
ways is  a revelatory  test. 

When  circumstantial  evidence  infers  that  blockage 


somewhere  in  the  catheter  is  to  blame  for  malfunc- 
tion and  the  source  of  the  problem  is  not  brought  to 
light  by  roentgenography,  the  catheter  must  be  re- 
moved. To  strive  to  desobstruct  a catheter  by 
probing  with  a wire  or  “blowing  it  open”  by  forcible 
rinsing  is  a grievous  error. 

The  distal  portion  of  the  catheter  is  the  Achilles’ 
heel  responsible  for  the  plurality  of  SVC  failures. 
Even  when  initial  catheter  placement  has  been  per- 
formed accurately,  dislocation  of  the  catheter  tip  may 
still  take  place,  especially  if  mooring  at  the  skin  is 
tenuous.  The  aftermaths  of  either  original  mis- 
placement or  delayed  displacement  may  be  incon- 
spicuous for  awhile,  and  belated  recognition  thereof 
occurs  only  when  tragedy  strikes.  Whenever  a 
catheter-related  complication  is  suspected,  there 
should  never  be  any  hesitation  nor  any  effort  spared 
to  institute  a determined  search  for  its  identity  and 
ferret  out  its  genesis.  In  this  connection,  the  abso- 
lute necessity  for  serial  roentgenographic  checks, 
preferably  with  venography,  is  reiterated. 

Radiographs  are  taken  best  with  the  patient’s  arm 
abducted  so  that  the  catheter  is  not  obscured  by  su- 
perimposition of  the  clavicle.36  The  conventional 
frontal  view,  although  adequate  in  the  vast  majority 
of  cases,  is  not  infallible  since  it  cannot  detect  cath- 
eter malposition  in  the  anteroposterior  projection.37 
Unfortunately,  the  more  informative  lateral  and 
oblique  orientations  usually  have  to  be  relinquished 
because  most  patients  who  require  SVC  are  too  sick 
to  endure  even  being  turned  on  the  side  for  cross- 
table lateral  films,  let  alone  tolerate  a fatiguing  trip 
to  the  x-ray  department  for  study  while  standing. 

Finally,  it  is  axiomatic  that  catheterization  should 
be  discontinued  at  the  earliest  date  that  it  outlives 
its  usefulness,  that  is,  when:  (1)  it  is  no  longer 

needed  for  the  purpose  that  it  was  undertaken  orig- 
inally; (2)  its  upkeep  presents  recurring  or  worsening 
difficulties;  (3)  it  requires  frequent  overhaul;  (4)  there 
is  an  obvious  nexus  between  its  presence  and  a suc- 
cession of  hazards  which  threaten  the  life  of  the  pa- 
tient it  is  designed  to  aid;  or  (5)  hitherto  unavailable 
alternative  methods  become  feasible. 

The  dismantled  catheter  should  be  measured  and 
a piece  of  its  tip  submitted  for  microbiologic  analy- 
sis. 

SVC  complications 

Practically  all  adverse  sequels  of  SVC  are  pre- 
ventable. Some  announce  themselves  instantly, 
others  late;  yet  more  lurk  so  insidiously  in  the  back- 
ground that  they  may  be  neglected  until  havoc  has 
been  wreaked.  By  and  large,  most  can  be  remedied 
by  straightforward  means;  at  other  times,  drastic 
measures  are  called  for. 

Blood  vessels.  Vascular  damage  usually  derives 
from  traumatic  needling  and  intubation,  as  well  as 
from  misplacement  or  displacement  of  the  catheter 
tip. 
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Thrombophlebitis,  either  septic  or  nonseptic,  oc- 
curs less  often  with  the  subclavian  than  with  other 
peripheral  veins,  doubtless  because  not  as  much 
length  of  tubing  is  intravasal.  Infective  dermato- 
cellulitis  often  is  a companion  or  originator  of  sup- 
purative thrombophlebitis.  Chemical  phlebitis  most 
likely  arises  from  incessant  infusion  of  irritating  so- 
lutions, for  example,  diverse  constituents  of  hy- 
perosmolar or  acid  solutions,  potassium  salts,  caustic 
antibiotics,  and  so  forth,  which  are  not  washed  away 
fast  enough  in  the  region  where  they  trickle  into  the 
blood.  Mechanical  phlebitis  is  likely  to  be  produced 
from  scraping  of  the  endovein  by  catheter  tips  which 
have  been  injudiciously  changed  by  the  operator  from 
smooth-rounded  to  tangential-stiletto  shapes. 

Besides  fever,  local  tenderness  and  redness,  and 
limb  edema,  phlebitis  is  hinted  at  by  the  appearance 
of  swollen  collateral  veins  over  the  pectoral  region. 

In  addition  to  local  discomfitures,  thrombophle- 
bitis may  progress  to  phlebothrombosis  or  phlebo- 
sclerosis.  Suppurative  thrombophlebitis  tends  to 
become  disseminated  as  systemic  bacteremia  or 
fungemia.  Sometimes  it  creates  abscesses  which 
bore  into  the  clavicle,  with  ensuing  osteomyelitis  and 
septic  arthritis.38,39 

A catheter  pressing  against  a vein  wall  weakened 
by  phlebitis  may  breach  it.  Infusate  amassing  in  the 
soft  tissues  of  the  neck  may  then  trigger  cardiac 
syncope  from  bradycardia  due  to  incitement  of  a 
carotid  sinus  reflex.40 

Iterative  needle  pricks  predispose  to  subclavian 
vein  laceration,  which  may  be  discrete  or  through- 
and-through.  Either  of  these  lesions  may  cause  ec- 
chymosis,  subcutaneous  hematoma,  hemomedias- 
tinum,  or  hemothorax.  Laceration  of  the  subclavian 
artery  or  its  branches  can  occur  without  injury  to  the 
vein  when  the  needle  misses  that  vessel,  and  also  may 
result  in  local,  pleural,  or  mediastinal  collections  of 
blood.41'42  These  may  be  small  or  so  huge  as  to  en- 
cumber breathing  and  necessitate  surgical  evacuation 
of  the  hematomas  for  relief.  Often,  transcutaneous 
oozing  of  blood  from  vein  or  artery  can  be  stilled  by 
firm  compression  of  the  vessels  against  the  first  rib. 
Occasionally,  bleeding  continues  unabated  and  has 
to  be  stanched  by  expeditious  repair  of  the  lacerated 
vessel  under  direct  vision.42-43 

Sometimes  calcified  hematomas  or  false  aneu- 
rysms eventuate  after  arterial  injury.18-44  Both  are 
diagnosed  radiographically.  The  former  do  not  re- 
quire treatment,  whereas  the  latter  are  managed  by 
surgical  ablation. 

Needle  transfixion  of  both  subclavian  artery  and 
vein  may  result  in  arteriovenous  fistula.  The  lesion 
is  announced  by  unilateral  distension  of  neck  veins 
with  an  overlying  continuous  “machinery”  murmur 
and  thrill.  It  usually  closes  spontaneously,18-44-45  but 
sometimes  has  to  be  surmounted  surgically.46 

Oddities  in  the  catalog  of  complications  are  carotid 
artery  laceration,  which  may  precipitate  cerebral 
infarction  from  thromboembolism  or  atheromatous 
plaque  dislodgment,34-47  and  pulmonary  artery  lac- 


eration from  needling  of  adherent  lung  parenchyma, 
with  profuse  hemorrhage  into  the  pleural  cavity.48 

Delayed  perforation  of  the  great  veins,  without 
concomitant  major  bleeding,  may  occur  from  unre- 
lenting friction  of  the  catheter  tip  against  the  vessel 
wall.  The  infusate  enters  the  cervical  subcutaneous 
tissues,  mediastinum,  pleural  cavity,  or  pericardial 
sac.49  Erosive  perforation  of  the  innominate  vein 
which  causes  hemomediastinum  or  hydromedias- 
tinum that  throttles  the  superior  vena  cava  may  be 
lethal  in  a short  time.5-6-22-34  Pericardial  effusion  and 
cardiac  constriction  from  perforation  of  the  superior 
vena  cava  may  progress  so  swiftly  as  to  be  literally 
irreversible.50-51  When  its  evolution  is  slow,  the 
complication  is  betrayed  by  the  discordance  of  con- 
spicuously distended  superficial  neck  veins  which  are 
not  mirrored  by  noteworthy  central  venous  pressure 
elevation.  Venography  is  the  only  certain  means  for 
diagnosis  since  the  plain  chest  roentgenogram  may 
show  an  apparently  proper  catheter  location,  fluc- 
tuations of  the  manometer  fluid  column  may  seem 
appropriate,  and  retrograde  flow  of  blood  through  the 
catheter  may  be  elicitable  as  though  nothing  is 
wrong. 

Cervical  lymphedema,  and/or  cutaneous  lymph 
fistula  occurring  on  the  right  side,  and  sometimes 
mistaken  for  leakage  of  infusion  fluid,  is  usually 
suppressed  by  stitching  the  sinus  shut.18-44-52  Tho- 
racic duct  laceration,  on  the  left,  is  a much  more 
important  complication  since  it  is  compounded  by 
chylothorax  which  has  to  be  managed  by  tube  thor- 
acentesis and  sometimes  thoracotomy.53-55 

Mediastinum.  Injury  to  the  subclavian  vein  or 
to  neighboring  vessels  in  the  thoracic  inlet  may  result 
in  cervicomediastinal  extravasation.5-6-56  Depending 
on  the  composition  and  volume  of  fluid  in  question, 
the  consequent  hemomediastinum,  hydromedias- 
tinum, chylomediastinum,  and  so  forth,  may  produce 
few  symptoms  and  resolve  spontaneously,  or  instead 
may  ingravesce  to  disabling  problems.  These  in- 
clude conditions  such  as  fibrosing  mediastinitis  with 
phlebosclerosis.57  Negative  pressure  transmitted 
to  the  mediastinum  during  inspiration  encourages 
continuous  leakage. 

If  a very  large  amount  of  venoclysis  fluid  suffuses 
into  the  mediastinum,  the  mediastinal  pressure  rises, 
compresses  the  great  veins  and  atria,  and  produces 
an  extrapericardial  cardiac  tamponade  plummeting 
venous  return  and  cardiac  output  to  near  zero.49-58 
Unlike  tamponade  from  intrapericardial  inundation 
hy  the  infusate,  attempted  decompression  by  suction 
on  the  catheter  is  futile;  instead,  pericardiocentesis 
must  be  undertaken  at  once. 

Tracheobronchial  tree  and  pleura.  Simple 
pneumothorax  of  varying  degree  is  a common  com- 
plication. Whether  solitary  or  escorted  by  subcu- 
taneous emphysema,  it  is  caused  by  needling  of  the 
pleural  dome  beneath  or  above  the  first  rib.  Bilat- 
eral simple  pneumothorax  is  the  outcome  of  incau- 
tious SVC  attempts  on  both  sides,  without  interval 
roentgenographic  examination.8-43-59  It  frequently 
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FIGURE  1.  Massive  hemothorax  from  perforation  of  supe- 
rior vena  cava  (large  arrow)  with  end  of  catheter  (small  ar- 
rows) hanging  in  pleural  cavity. 


is  fatal.60  Simple  pneumothorax  may  be  trans- 
formed into  tension  pneumothorax  should  the  rent 
in  the  visceral  pleura  be  augmented  by  positive 
pressure  insufflation  into  the  airways  from  a me- 
chanical ventilator.61-62 

Depending  on  its  dimensions,  simple  pneumo- 
thorax may  provoke  trivial  symptoms  or  instigate 
respiratory  failure.  It  is  managed  accordingly  by 
needle  or  tube  thoracentesis,  and  the  subclavian 
catheter  is  removed.  Obviously,  contralateral  SVC 
must  never  be  done  until  absence  of  contralateral 
pneumothorax  is  proved.  Subcutaneous  emphysema 
ordinarily  needs  no  surgical  intervention  unless  it 
seriously  interferes  with  breathing,  whereupon  tra- 
cheostomy is  advisable.6-1 

Hydrothorax  occurs  when  the  catheter  hangs  in 
the  pleural  cavity  and  the  clysis  fluid  dribbles  into 
the  latter.6-22-64  The  accumulation  of  fluid  may  be 
so  great  and  so  swift  as  to  cause  tension  hydrothorax, 
with  mediastinal  shift  and  embarassment  of  respi- 
ration and  of  cardiovascular  dynamics.65  In  indi- 
viduals with  congestive  heart  failure  it  may  be  diffi- 
cult to  decide  whether  hydrothorax  is  due  to  the 
disease  or  to  infusate  leaking  into  the  pleural  cavity 
from  a malpositioned  catheter.  The  true  state  of 
affairs  can  be  ascertained  by  chemical  analysis  of 
thoracentesis  fluid,  by  venography,  or  by  recovering 
in  pleural  fluid  methylene  blue  which  has  been 
squirted  into  the  catheter. 

Hemothorax  is  produced  by  laceration  of  the 
subclavian  vein  or  artery  or  any  of  the  other  vessels 
in  the  trajectory  of  the  needle  or  catheter  (Fig.  1).  In 
all  cases  of  iatrogenic  hemothorax,  as  in  all  of  those 
of  iatrogenic  hydrothorax,  removal  of  the  catheter 
and  thoracentesis  are  necessary. 

A combination  of  respiratory  tract  infection, 
pneumothorax,  and  hydrothorax  provides  a terrain 
for  microbial  colonization  resulting  in  pyothorax, 


FIGURE  2.  Misdirected  catheter.  Tip  is  in  transverse  jug- 
ular sinus. 


pleural  empyema,66-67  or  chest  wall  abscess.37  These 
misfortunes  necessitate  rib  resection,  pleural 
decorticatioi  , and  open  drainage. 

Chylothorax  is  the  aftermath  of  thoracic  duct 
transection  by  the  needle  and/or  catheter.  Besides 
manifestations  of  pulmonary  compression,  pleural 
fluid  accumulation,  and  so  forth,  a clue  to  this  com- 
plication, and  also  to  those  of  hydrothorax  and  he- 
mothorax, is  the  patient’s  otherwise  inexplicable 
unresponsiveness  to  pharmacologic  ingredients  in  the 
clysis  fluid.  Chylothorax  fluid  may  look  similar  to 
some  hyperalimentation  solutions,  but  chemical 
analysis  settles  the  distinction  in  most  instances.  As 
mentioned  before,  in  all  cases  of  chylothorax  the 
catheter  must  be  retracted  and  tube  thoracentesis 
instituted;  often,  the  thoracic  duct  must  be  ligat- 
ed. 

Abrupt  collapse  of  an  endotracheal  tube  cuff  from 
transgression  of  the  trachea  by  the  needle  is  not  hard 
to  recognize.  It  is  dealt  with  by  clamping  the  endo- 
tracheal tube  and  letting  the  tracheal  tear  coapt  of 
its  own  accord.68-69 

Unique  in  the  inventory  of  SVC  complications  is 
venobronchial  fistula.70  The  patient  reported  had 
pneumonitis  without  fever  or  hemoptysis.  She  ex- 
pectorated sweet-tasting  sputum,  explained  by  sugar 
in  the  infusate  mixture  being  administered.  The 
diagnosis  was  confirmed  by  bronchography. 

Catheter,  Proper  initial  placement  nowise  ab- 
solutely guarantees  against  eventual  catheter  dis- 
placement, which  in  fact  occurs  in  about  one  third  of 
cases,  being  the  premier  untoward  accompaniment 
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FIGURE  3.  Misplaced  catheter.  (A)  Distal  portion  curved 
alongside  tricuspid  valve.  (B)  Distal  segment  coiled  in  right 
ventricular  outflow  tract  (small  arrows)  and  tip  (large  arrow) 
lies  free  in  chamber. 


of  SVC.6*14’18’22’35-37’71-74  More  catheter  displace- 
ments occur  with  the  right  infraclavicular  route  than 
others.  Fairly  commonplace  is  detour  of  the  catheter 
tip  into  the  venous  system.  Contiguous  veins,  that 
is,  the  innominate,  internal,  and  external  jugular,  on 
the  same  side  are  those  primarily  involved,  but 
crossover  to  the  contralateral  ones  takes  place  too 
(Fig.  2).  More  rarely,  transgression  is  to  the  internal 
mammary,  inferior  thyroid,  scapular,  or  axillary 
veins,  or  to  the  inferior  vena  cava. 

This  vexatious  incident  defeats  what  we  have 
emphasized  already  to  be  the  key  objective  of  SVC, 
namely,  catheterization  of  the  superior  cava. 
Moreover,  should  the  catheter  tip  point  to  smaller 
venous  pathways  with  slow  blood  flow,  they  may 
become  obliterated  from  infusion  of  irritant  or  con- 
centrated solutions. 

Catheter  displacement  generally  is  engendered  by 
deficient  anchoring  or  excessive  pliability  of  the  tube. 
It  is  heralded  by  inconsistent  or  incongruous  mano- 
metric  readings,  or  by  erratic  flow  of  the  infusion. 


On  occasion  a tender,  nonerythematous  fluctuation 
may  show  in  the  neck;  at  other  times  there  may  be 
edema  of  the  face,  neck,  pharynx,  and  upper  regions 
of  the  trunk.  The  test  for  confirming  line  placement 
by  aspiration  of  venous  blood  gives  an  appropriate 
result,  hence  is  deceptive.  The  existence  of  dis- 
placement is  best  demonstrated  radiographically. 

Aseptic  manipulation  under  fluoroscopic  control 
of  the  proximal  section  of  the  catheter  ordinarily 
suffices  to  coax  its  other  extremity  back  into  the  cava. 
After  pulling  the  catheter  back  into  the  subclavian, 
the  patient’s  chin  is  turned  ipsilateral  so  as  to  make 
the  subclavian-internal  jugular  angle  more  acute, 
gentle  digital  pressure  is  applied  over  the  supracla- 
vicular fossa,  and  then  the  stem  of  the  catheter  is 
turned  slightly  clockwise  or  counter-clockwise  to 
reroute  the  tip  downward.36  If  the  tip  is  sharply 
doubled  upward  on  itself,  the  bend  can  be  dipped 
caudad  by  means  of  a hooked  stiff  obturator  inserted 
via  a groin  vein.75 

Migration  of  intact  catheter  into  right  heart 
cavities.  Migration  ordinarily  is  a sequel  of  grossly 
inadequate  fixation  to  the  skin.6’76  The  atrium  is 
usually  affected.  The  catheter  may  remain  in  that 
chamber,  or  there  may  be  mural  perforation  of  the 
atrium  resulting  in  hemopericardium  or  hydroperi- 
cardium with  cardiac  tamponade  (Fig.  3A).77>78 
Hydropericardium  can  make  short  shrift  of  the  pa- 
tient’s life  because  the  infusion  fluid  entering  the 
pericardial  sac  is  usually  sustained,  concentrated,  and 
under  the  force  of  gravity. 

The  clinical  tableau  is  that  of  dyspnea,  retrosternal 
pain,  hypotension,  tachycardia,  peripheral  cyanosis, 
turgescent  neck  veins,  distant  heart  sounds,  para- 
doxical pulse,  and  so  forth.  Chest  x-ray  film  exam- 
ination reveals  a widened  heart  silhouette,  and  the 
electrocardiogram  shows  low  voltage  and  a variety 
of  dysrhythmias.  Echocardiography,  if  one  has  time 
to  do  it,  is  corroborative. 

Treatment  consists  of  First  aspirating  back  through 
the  catheter  as  much  fluid  as  possible,  then  removing 
the  catheter.  If  warranted,  needle  pericardiocentesis 
may  be  done  simultaneously  to  hasten  emptying  the 
sac.  When  a pericardial  effusion  reforms  soon  after 
decompression  and  is  bloody,  there  is  likelihood  that 
the  myocardial  tear  is  not  self-sealing  and  requires 
operative  repair. 

The  catheter  may  snake  into  the  right  ventricle, 
causing  tricuspid  valve  tears,  endocarditis,  and, 
rarely,  ventricular  mural  necrosis  (Fig.  3B).76’79 
Especially  in  someone  with  myocardial  irritability 
the  catheter  may  trigger  dysrhythmias  from  contact 
stimulation  of  the  region  of  the  tricuspid  valve  or  of 
the  ventricular  endocardium.80  When  inexplicable 
dysrhythmias  arise  in  a patient  with  a central  venous 
catheter,  the  latter  must  immediately  be  withdrawn 
a few  centimeters  without  even  stopping  to  ascertain 
whether  pressure  measurements  connote  an  endo- 
cameral  location  or  awaiting  radiographic  confir- 
mation of  displacement. 

Kinking  of  the  catheter  is  another  common  corn- 
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FIGURE  4.  Catheter  fragment  retrieved  from  superior  vena 
cava.  Buckling  is  mute  evidence  of  forcible  insertion. 


plication  which  brings  about  cessation  of  flow  in  the 
system  and  promotes  thrombosis.  The  bend  most 
often  is  in  the  extracorporeal  portion  of  the  catheter 
and  so  is  readily  displayed  when  the  dressings  are 
lifted.  Intravasal  kinking  is  usually  associated  with 
catheter  displacement.  A quite  unwonted  form  of 
kinking  is  knotting  of  the  catheter  while  in  the 
bloodstream.5’81-83 

Catheter  severance  ordinarily  is  a sequel  of  ag- 
gressive technique,  namely,  forcible  pushing  of  the 
tube  against  resistance  or  withdrawal  against  the 
needle.  It  may  be  due  at  other  times  to  improper 
immobilization  at  the  skin,  sutures  cutting  through 
the  plastic,  or  excessive  movements  of  the  shoulder 
girdle  which  crimp  the  catheter.  Breaking  during 
insertion,  before  the  catheter  tip  has  reached  the 
vena  cava,  results  in  the  amputated  piece  becoming 
wedged  into  mediastinal  tissues,  ipsilateral  or  con- 
tralateral cervical  veins,  or  falling  into  the  pleural 
cavity  (Fig.  4).84  Catheter  embolism  usually  occurs 
after  seemingly  satisfactory  intracaval  placement  of 
the  tip.  The  fractured  fragment  may  be  carried  by 
the  blood  stream  and  become  impacted  at  a variety 
of  sites:  right  atrium,  right  ventricle,  right  atrial 
appendage,  tricuspid  valve,  branches  of  the  pulmo- 
nary artery,  or  inferior  vena  cava  (Fig.  5). "2, 74.84-87 

Catheter  fragments  adrift  in  the  circulation  invite 
septicemia,  abscesses,  thrombosis,  embolization 
farther  downstream,  dysrhythmias,  endocarditis,  and 
cardiovascular  perforation.  Since  survival  after 
embolization  is  the  exception  rather  than  the  rule, 
removal  is  a matter  of  dire  necessity  and  urgency. 
Surgical  strategy  is  guided  by  precise  radiographic 
localization,  through  plain  films,  venography,  and 
fluoroscopy  with  image  intensification.  Many 
catheter  emboli  are  extractable  by  “closed”  perv- 
enous  manipulations  utilizing  flexible  endoscopic 
snare  devices,  ureteral  stone-catcher  forceps,  Fogarty 
balloon  catheters,  and  the  like.84*86’88-89  A few  re- 
quire formal  thoracotomy  for  their  retrieval. 

Catheter  sepsis  is  a very  ominous  complication.  It 
takes  place  usually  in  patients  who  have  infection 
already,  but  supervenes  also  in  noninfected  hosts 
whose  defenses  are  vitiated  from  their  underlying 


FIGURE  5.  Embolization  of  broken  piece  of  catheter  from 
subclavian  vein  (large  arrow)  to  lobar  pulmonary  artery  (small 
arrows). 


disease,  malnutrition,  radiotherapy,  steroids,  im- 
munosuppressant drugs,  and  nonspecific  antibi- 
otics.34,90 

Most  catheters  become  infected  while  they  lie  in 
situ,  germs  having  been  inoculated  inadvertently 
from  the  skin  during  improper  performance  of  SVC 
or  subsequent  mishandling  of  the  catheter.  Other 
fountainheads  of  contamination  are  intravenous 
tubing,  infusion  fluids,  and  hematogenous  spread 
from  remote  loci  in  the  body.9  29  34,90,91  • The  bacte- 
rial flora  ranges  widely  from  the  common  sapro- 
phytes and  autochthonous  commensals  to  highly 
virulent  pathogens.  The  worst  offenders  are  fungi. 
Venoclysis  concoctions  which  contain  sugars  and 
analogous  substances  that  are  lush  pabulum  for 
microorganisms  heighten  the  risks  of  infection. 
There  is  no  absolute  correlation  between  the  duration 
that  a catheter  remains  in  the  vein  and  the  develop- 
ment of  sepsis.9,34,35  Clot  around  the  catheter  per- 
petuates infection  and  its  propagation. 

When  manifestations  of  infection  arise,  the  caus- 
ative agents  may  be  identified  from  blood  cultures. 
However,  blood  cultures  often  are  unrevealing,  and 
only  cultures  from  the  catheter  tip  nidus  prove  to  be 
informative.9,35,92 

Ordinarily,  once  catheter  sepsis  is  entrenched  it 
cannot  be  eradicated  by  parenterally  administered 
antibiotics  or  by  antibiotic  “flushes”  through  the 
catheter.  Only  by  abandonment  of  catheterization 
can  there  be  hope  of  abolishing  infection. 

Blood  stream.  The  cylinder  of  fibrin  which  en- 
cases the  catheter  probably  is  not  as  much  a pro- 
genitor agency  of  thrombosis  as  is  coagulum  creeping 
over  damaged  endothelium.  Therefore,  thrombosis 
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is  related  to  traumatism  from  repeated  venipunc- 
tures and  to  the  duration  of  catheterization.35 
Thrombus  formation  on  the  vessel  lining  is  twice 
more  frequent  than  that  around  the  catheter.16 
Thrombosis  is  fostered  by  kinking  of  the  catheter  or 
by  its  displacement  into  cervical  veins.93  The  risk 
of  thrombosis  is  greater  in  certain  conditions,  such 
as  circulatory  stagnation  in  dehydration,  or  the  hy- 
percoagulable  state  associated  with  increased  plasma 
fibrinogen  following  burns.94 

Bland  thrombus  may  be  transformed  to  a septic 
one  from  microbial  excrescences  sprouting  on  the 
catheter.  Whether  suppurative  or  nonsuppurative, 
thrombosis  tends  to  accrete  and  cause  obstruction 
or  occlusion  of  the  subclavian,  jugular,  innominate, 
or  superior  vena  cava.35’72’87’93’95’96  About  four  fifths 
of  thrombi  are  in  the  subclavian  vein  or  proximal  to 
the  cava.16  Clot  extending  or  detached  from  those 
locales  can  produce  pulmonary  embolization  and 
infarction. 

The  clinical  unfolding  of  venous  thrombosis  usu- 
ally is  indolent,  without  localizing  signs,  but  some- 
times it  is  abrupt  and  dramatic.  Occasionally,  the 
soonest  warnings  are  edema  or  induration  of  the  face, 
neck,  or  an  upper  limb,  and  cervical  surface  vein 
engorgement  which  is  unilateral  or  bilateral. 
Catheter  impermeability  from  clotting  may  occur 
late,  when  thrombus  clogs  the  veins  but  does  not 
overlap  onto  the  tip  itself.  At  the  opposite  extreme 
are  signs  of  septicemia,  with  embolization  of  bacterial 
and/or  fungal  vegetations  to  the  heart  or  lungs,  and 
manifest  by  the  gamut  of  fever,  dyspnea,  hemoptysis, 
tachycardia,  pleural  friction  rub,  cardiac  murmurs, 
and  characteristic  roentgenographic,  electrocardio- 
graphic, and  enzymatic  stigmata. 

Owing  to  its  location  and  surreptitious  nature, 
central  venous  thrombosis  may  long  escape  detection. 
Diagnosis  is  aided  by  thermography,  ultrasonic 
flowmetry,  and  venography.  Besides  catheter 
withdrawal,  treatment  is  with  heparin  to  enhance 
dissolution  of  clot  and  limit  its  propagation,  and  with 
massive  parenteral  chemotherapy  to  overpower 
bacteremia  and/or  fungemia.  Occasionally,  recan- 
alization may  occur  after  a few  weeks  in  complete 
occlusion  of  the  veins,  particularly  after  thrombolytic 
therapy  with  heparin  and  streptokinase.16’72’96  At 
other  times  clotting  progresses  to  venous  obliterative 
fibrosis.95 

Suspicion  of  clotted  catheter  is  heightened  when 
there  is  no  evidence  of  kinking,  and  plain  x-ray  films 
do  not  show  malposition  or  displacement.  As 
stressed  before,  flushing  with  irrigation  fluids  or 
probing  with  a stylet  are  proscribed.  Venography 
can  be  employed  for  confirmation,  but  the  possibility 
of  the  contrast  medium  bolus  dislodging  frail  fresh 
coagulum  is  worrisome.  Some  authors  have  man- 
aged to  lyse  intralumenal  thrombi  with  streptoki- 
nase-heparin mixtures.97  The  safest  course  is  re- 
moval of  the  catheter:  this  must  be  done  very  care- 
fully to  avoid  chipping  off  pieces  of  clot  or  seeding 
bacteria  from  the  catheter  tip.98 


Air  embolism  is  the  most  feared  complication  of 
SVC.  To  recapitulate,  the  usual  entrances  of  air  are: 
(1)  during  needle  or  catheter  insertion;  (2)  through 
an  ill-fitting  junction  in  the  extravascular  assembly 
or  a fissure  in  the  tubing;  (3)  from  accidental  sepa- 
ration of  adapters  or  connectors;  (4)  from  infusion 
containers  that  have  been  allowed  to  empty;  and  (5) 
through  the  catheter  track  after  removal  of  the 
catheter.5’54’93’99-109  An  uncommon  pathway  which 
may  explain  the  occasional  sudden  deaths  observed 
during  catheter  introduction  is  communication  of  a 
ripped  subclavian  vein  with  a perforated  pleural  bleb 
held  taut  by  adhesions.  Positive  pressure  from  a 
mechanical  ventilator  pushes  air  from  the  lung  into 
the  bleb  and  from  thence  into  the  subclavian  vein  and 
right  heart  chambers.105 

Air  entering  through  the  subclavian  vein  collects 
as  froth  in  the  right  ventricle  and  pulmonary  capil- 
lary bed,  without  crossing  into  the  systemic  circuit. 
Either  of  two  mechanisms  may  be  inducive  to  arterial 
aeroembolism.  In  one,  the  presence  of  a patent 
foramen  ovale  is  responsible.106  In  the  second,  air 
may  enter  a pulmonary  vein  radicle,  either  through 
a pleural  adhesion  or  direct  puncture  of  the  lung. 

Depending  on  the  amount  of  trapped  air,  and 
whether  the  coronary  or  cerebral  vessels  are  affected, 
clinical  manifestations  are  mild  to  severe:  syncope, 
arterial  hypotension,  venous  hypertension,  cyanosis, 
blindness,  convulsions,  hemiplegia,  air  hunger,  apnea, 
diffuse  expiratory  wheezing,  coma,  dysrhythmias, 
cardiac  arrest,  and  so  forth.  A pathognomonic 
“mill-wheel”  or  churning  sound  may  be  audible  over 
the  precordium.  The  central  venous  pressure 
soars. 

To  release  the  air  lock  in  the  right  heart  chambers 
and  outflow  tracts:  (1)  suction  is  applied  to  the 

catheter;  (2)  the  patient  is  placed  in  steep  Tren- 
delenburg, left  lateral  decubitus  position;  and  (3) 
standard  cardiopulmonary  resuscitation  maneuvers 
are  carried  out. 

Nerves.  Because  the  only  nerve  structures  of  any 
moment  lie  to  the  rear  of  the  subclavian  vein,  their 
wounding  is  ascribable  to  deeper  and  more  lateral 
needling  than  is  warranted.  In  persons  who  are  very 
thin-necked,  normally  or  from  cachexia,  the  relative 
depth  of  appropriate  needle  penetration  must 
therefore  be  taken  into  account. 

Brachial  plexus  palsy  is  manifest  by  motor  and/or 
sensory  deficits  in  parts  of  the  shoulder  and  upper 
limb.34’53’63  While  faulty  instrumentation  is  its  chief 
cause,  it  may  also  result  from  compression  by  an  oc- 
cult retroclavicular  hematoma.  Dysesthesias  and 
pareses  may  resolve  spontaneously  or  linger  indefi- 
nitely. 

Phrenic  nerve  injury  seldom  is  suspected  on  clin- 
ical grounds  until  elevation  of  the  respective  hemi- 
diaphragm  is  exhibited  radiographically.110-112 
Fluoroscopy  combined  with  the  familiar  “sniff  test” 
reveals  paradoxic  movements  of  the  muscle.  If  the 
diagnosis  is  in  doubt  because  of  concomitant  pleural 
effusion  or  basilar  atelectasis,  electromyography  of 
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the  diaphragm  furnishes  conclusive  data.  Interval 
electromyography  may  also  serve  to  indicate  whether 
paralysis  is  transient  or  irreversible.111 

Vagus  nerve  trauma  is  more  apt  to  occur  on  the  left 
side,  where  the  recurrent  laryngeal  branch  arises  in 
the  superior  mediastinum.  Telltale  hoarseness 
points  to  the  diagnosis.  The  disability  usually  remits 
spontaneously. 

Addendum 

Since  preparation  of  this  report,  several  cases  have 
been  documented  of  complications  after  subclavian 
vein  catheterization.  The  majority  pertained  to 
retrieval  of  fractured  tubing  from  diverse  intravas- 
cular sites. 

In  connection  with  malposition  or  dislodgement 
of  catheter  tips  to  the  internal  jugular  vein,  attention 
is  directed  to  consequences  of  accidental  cephalad 
infusions.  Some  patients  have  experienced  dis- 
agreeable “ear-gurgling”  sensations.113  A woman 
who  was  given  norepinehprine  solution  suffered 
sudden  excruciating  headache.114  Incidents  of  that 
sort  underscore  the  necessity  of  confirming  proper 
catheter  location  by  roentgenography  before  phar- 
macologic agents  are  administered. 

767  Fifth  Avenue 
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2.  CATAPRES"  (clonidine  hydrochloride): 
because  it  works,  and  people  stay  with  it.2 

Counsel... and  Catapres.  They  can  help 
change  the  odds  against  your  patient's  future. 


In  essential  hypertension,  the  first  20  days  are 
decisive. 

The  sad  fact  is.  half  of  America’s  hyper- 
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Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension.  As  an  antihypertensive  drug,  Catapres 
(clonidine  hydrochloride)  is  mild  to  moderate  in  potency. 
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Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy 
Usage  in  Pregnancy  In  view  of  embryotoxic  findings  in 
animals,  and  since  information  on  possible  adverse 
effects  in  pregnant  women  is  limited  to  uncontrolled 
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ness, agitation,  and  headache.  Patients  should  be 
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their  physician  Rare  instances  of  hypertensive  encepha- 
lopathy and  death  have  been  recorded  after  cessation 

of  clonidine  hydrochloride  therapy.  A causal  relation- 
ship has  not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise  in  blood  pres- 
sure, should  it  occur,  can  be  reversed  by  resumption 
of  clonidine  hydrochloride  therapy  or  by  intrave- 
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or  driving,  should  be  advised  of  the  sedative  effect. 

This  drug  may  enhance  the  CNS-depressive  effects  of 
alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride 
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10  mg  at  30-minute  intervals  usually  abolishes  all  ef- 
fects of  Catapres  (clonidine  hydrochloride)  overdosage. 

How  Supplied:  Catapres.  brand  of  clonidine  hydro- 
chloride, is  available  as  0 1 mg  (tan)  and  0.2  mg 
(orange)  oval,  single-scored  tablets  in  bottles  of  100 
and  1000 

For  complete  details  please  see  full  prescribing 
information 

Under  license  from  Boehringer  Ingelheim  GmbH 


Boehringer  Ingelheim  Ltd. 
Ridgefield,  CT  06877 


744 


Sexually  Transmitted  Disease 


Epidemiologic  Approach  to 
Control  of  Sexually 
Transmitted  Disease* 

YEHUDI  M.  FELMAN,  M.D.,  M.A.,  M.Phil., 
F.A.C.P.3 

New  York  City 

JAMES  A.  NIKITAS,  M.A.,  F.R.S.H.b 

New  York  City 

From  the  city  of  New  York  Department  of  Health. 

8 Director,  Bureau  of  Venereal  Disease  Control;  Associate 
Clinical  Professor  of  Dermatology,  State  University  of  New 
York  Downstate  Medical  Center,  Brooklyn. 
b Assistant  Director,  Bureau  of  Venereal  Disease  Control; 
Chief  Microbiologist,  Department  of  Dermatology, 
Metropolitan  Hospital  Center,  New  York  Medical  College. 


When  a physician,  as  required  by  law,  reports  a case 
of  infectious  syphilis  to  the  City  of  New  York  De- 
partment of  Health,  a public  health  advisor  is  as- 
signed by  the  Bureau  of  Venereal  Disease  Control  to 
interview  the  patient  for  sex  contacts  after  obtaining 
permission  from  the  reporting  physician  to  conduct 
this  interview.  Unfortunately,  many  physicians  in 
the  community  refuse  to  grant  permission  to  the 
Bureau  to  interview  their  patients  with  infectious 
syphilis,  usually  citing  fears  concerning  confidenti- 
ality and  the  privileged  communication  of  the  phy- 
sician-patient relationship.  This  resulted  in  the 
Bureau  being  granted  permission  to  interview  only 
57.8  percent  of  these  patients  in  fiscal  1977. 

This  Newsletter  is  devoted  to  a comprehensive 
discussion  of  the  specialized  personnel  and  epide- 
miologic control  techniques  uniquely  characteristic 
of  venereal  disease  control  programs  since  the  co- 
operation of  the  physician  in  the  community  is  ab- 
solutely indispensable  for  their  success. 

Public  health  advisor 

The  role  of  the  public  health  advisor  is  a unique 
and  integral  part  of  the  public  health  approach  to  the 
control  of  venereal  diseases.  Over  the  past  28  years, 
this  small  but  mobile  group  of  skilled  and  competent 
epidemiologists  has  demonstrated  how  invaluable 
they  are.  Their  job,  simply  stated,  is  to  interrupt  the 
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transmission  of  disease.  In  the  field  of  sexually 
transmitted  diseases  this  means  identification  and 
treatment  of  all  recent  sex  contacts  of  the  patient, 
while  maintaining  absolute  confidentiality  for  all 
concerned. 

In  the  control  of  an  infectious  disease,  some  impact 
must  be  made  on  the  host,  the  agent,  the  vector, 
and/or  the  reservoir  before  success  can  be  attained. 
Despite  the  fact  that  any  individual  with  syphilis  or 
gonorrhea  can  be  cured,  the  control  of  these  diseases 
in  the  population  as  a whole  has  been  stymied  be- 
cause man  is  the  host,  reservoir,  and  vector.  Only  by 
finding  and  treating  the  sex  contacts  of  infected  in- 
dividuals can  control  be  achieved. 

One  of  the  main  tools  available  for  this  purpose  is 
the  interview  of  infected  patients  by  the  public  health 
advisor  with  subsequent  investigative  follow-up. 
This  interview  is  an  analytic,  problem-solving,  and 
time-consuming  endeavor,  lasting  one  to  two  hours, 
which  is  divided  into  two  parts.  During  the  First  half 
of  this  interview,  the  public  health  advisor  establishes 
personal  contact  and  tries  to  put  the  patient  at  ease. 
This  is  followed  by  an  explanation  of  the  signs, 
symptoms,  and  natural  history  of  the  disease,  in- 
cluding such  concepts  as  the  incubation  period, 
preventive  treatment,  and  the  possibility  of  an 
asymptomatic  infection.  The  public  health  advisor 
also  establishes  a period  of  time  during  which  the 
patient  may  have  contracted  and  possibly  spread  the 
infection,  and  finally  demonstrates  to  the  patient 
that  for  the  infection  to  be  controlled,  all  his/her  re- 
cent contacts  must  be  found  and  treated. 

The  second  part  of  the  interview  is  an  attempt  by 
the  public  health  advisor  to  persuade  the  patient  to 
name  these  recent  contacts.  This  can  be  very  diffi- 
cult, since  a discussion  of  the  people  with  whom  the 
patient  has  had  sexual  relations  leads  to  a plethora 
of  problems.  Some  of  the  questions  asked  relative 
to  these  problems  include:  “How  will  I get  my  lover 
checked  out?”;  “Who  else  will  find  out  what  I am 
telling  you?”;  and  “How  will  this  affect  my  job?” 
The  public  health  advisor  must  gain  the  trust  of  the 
patient  and  successfully  show  him  how  these  prob- 
lems can  be  dealt  with.  It  is  most  important  to  as- 
sure and  convince  the  patient  that  any  information 
given  will  be  held  in  the  strictest  confidence.  The 
public  health  advisor  often  describes  confidentiality 
in  terms  of  a physician-patient  relationship.  His 
function  is  an  extension  of  this  relationship  since  he 
is  the  one  who  makes  possible  the  extension  of 
medical  care  to  the  other  potential  patients  involved 
in  this  chain  of  infection.  His  concern  is  no  longer 
only  with  the  infected  patients,  who  have  since  re- 
ceived therapy,  but  with  those  who  are  now  at  risk 
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and  those  who  may  be  carriers.  It  is  illegal,  unethi- 
cal, and  unnecessary  to  divulge  any  patient’s  name 
to  anyone  else.  When  an  advisor  contacts  someone, 
he  speaks  only  of  the  specific  infection  and  an  “in- 
dividual,” that  is,  “An  individual  with  infectious 
syphilis  has  named  you  as  a sex  partner.”  This  in- 
dividual is  not  described  in  any  way,  not  by  sex  des- 
ignation, area,  or  residence,  nor  even  the  specific 
treatment  location.  All  of  this  is  explained  to  the 
patient  during  the  interview  along  with  the  benefits 
of  assuring  adequate  follow-up  for  sexual  contacts, 
namely,  decreased  risk  of  spread  and  reinfection  and 
avoiding  possible  late  complications. 

Once  the  public  health  advisor  has  the  information 
concerning  a patient’s  sexual  partners,  he  proceeds 
to  locate  them  and  assures  that  they  are  brought  or 
referred  to  a health  facility  or  a private  physician. 
This  task  also  is  a problem-riddled  and  time-con- 
suming job.  These  “contacts,”  even  with  very  little 
locating  information,  are  often  found  as  a result  of 
knocking  on  many  doors,  walking  extensively 
through  varied  neighborhoods,  and  knowing  how  to 
discreetly  ask  the  right  questions  without  com- 
promising anyone.  When  found,  the  contact  must 
be  told  of  the  situation  in  a tactful,  calm,  confidential, 
and  convincing  manner  especially  if  there  is  no  ap- 
parent infection,  since  there  is  still  the  possibility 
that  an  infection  may  be  incubating.  In  this  situa- 
tion, the  motivational  problem-solving  techniques 
in  which  the  public  health  advisor  is  trained  must 
come  into  play,  for  the  contact  will  then  be  referred 
to  a private  physician  or  a health  clinic  for  an  exam- 
ination, a blood  test  and/or  culture,  and,  depending 
on  recency  of  exposure,  epidemiologic  treatment. 

Epidemiologic  treatment 

Just  as  confidentiality  is  crucial  to  the  interview/ 
investigative  process,  so  the  issue  of  prophylactic 
treatment  is  crucial  to  the  control  of  venereal  disease. 
Over  the  years,  the  emphasis  of  venereal  disease 
control  has  shifted  from  case  finding  to  case  pre- 
vention. If  a person  is  known  to  have  been  sexually 
exposed  to  an  infectious  disease,  especially  syphilis 
or  gonorrhea,  it  is  unwise  to  wait  for  the  disease  to 
manifest  itself  before  administering  treatment,  since 
during  that  time  the  untreated  patient  may  infect 
several  others  and  the  entire  chain  would  begin  again. 
Therefore,  the  full  therapeutic  dose  of  whatever  an- 
tibiotic is  used  for  that  particular  active  infection  is 
strongly  recommended,  even  if  the  patient  shows  no 
signs  or  symptoms  of  the  disease.  This  is  called  ep- 
idemiologic or  “epi”  treatment. 

During  fiscal  year  1976,  for  example,  the  syphilis 
interview  procedure  was  applied  to  24,932  primary 
and  secondary  syphilis  patients  in  the  United  States 
and  to  19,244  patients  with  early  latent  syphilis,  that 
is,  of  less  than  one  year’s  duration.  Of  the  98,132 


contacts  and  28,549  cluster  suspects  and  associates* 
examined,  12,127  new  cases  of  syphilis  were  found 
and  treated.  Epidemiologic  treatment  was  given  to 
40,971  contacts  exposed  within  30  days  of  treatment. 
Studies  have  shown  that  30  percent  of  contacts  ex- 
posed during  this  period  will  develop  disease. 
Consequently,  all  recent  contacts  of  infected  patients 
are  “epi”  treated.  By  this  simple  procedure,  an  es- 
timated 3,200  additional  cases  of  infectious  syphilis 
were  prevented.  In  gonorrhea  epidemiology  during 
the  same  period,  101,514  persons  received  epidemi- 
ologic treatment.  Since  the  population  is  a mobile 
one,  the  Bureau’s  control  effort  depends  on  coordi- 
nated cooperation  with  communities  and  between 
states  and  even  nations.  Epidemiologic  systems  are 
in  effect  to  expedite  such  information. 

Specialized  follow-up 

As  contacts  are  examined,  the  public  health  advi- 
sor must  monitor  the  entire  chain  of  cases,  plotting 
serologies,  symptoms,  and  confirming  treatment. 
Often  he  will  return  to  the  original  patient  for  a 
reinterview.  Experience  has  shown  that  these 
reinterviews  often  yield  additional  valuable  infor- 
mation. Interviewing  infected  patients  is  a service 
available  for  the  benefit  of  the  community  and  is 
offered  by  the  Bureau  of  Venereal  Disease  Control 
to  aid  private  physicians,  who,  unfortunately,  rarely 
have  the  time  to  assure  thorough  follow-up.  Many 
physicians,  in  fact,  are  often  not  aware  of  this  service 
or  how  the  public  health  advisor  functions.  At  the 
present  time,  the  Bureau  applies  this  interview 
technique  to  patients  with  primary,  secondary,  and 
early  latent  syphilis,  gonococcal  pelvic  inflammatory 
disease,  and  gonorrhea  repeaters.  To  obtain  the 
services  of  a public  health  advisor  to  conduct  this 
specialized  interview  with  such  a patient,  contact  the 
office  of  Yehudi  M.  Felman,  M.D.,  Director  of  the 
Bureau  of  Venereal  Disease  Control,  New  York  City 
Health  Department,  at  566-7685. 

In  addition  to  interviewing  and  investigating,  the 
public  health  advisor  finds  himself  involved  in  a va- 
riety of  other  areas:  in  liaison  activities  with  local 
high-provider  physicians,  hospitals,  and  laboratories; 
in  community  projects  to  educate  the  public  about 
the  sexually  transmitted  diseases;  in  public  speaking 
engagements;  and  in  training  instructors  to  dissem- 
inate information  in  the  schools. 

Bureau  of  Venereal  Disease  Control 
93  Worth  Street-Room  806 
New  York,  N.Y.  10013 

* The  cluster  procedure  is  an  extension  of  contact  tracing  and 
is  based  on  the  principle  that  sexual  behavior  within  groups  of 
acquaintances  follow  similar  patterns.  Therefore,  patients  are 
asked  to  provide  information  concerning  not  only  contacts,  but 
also  persons  who  they  think  might  benefit  from  an  examination. 
Cluster  suspects  are  individuals  named  by  infected  patients. 
Cluster  associates  are  individuals  named  by  sexual  contacts  of 
infected  patients. 
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Head,  Department  of  Electrocardiography 
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QUESTION  265.  The  tracings  were  taken  from  a monitor.  The  patient  was  a 56-year-old  woman  with  congestive  fail- 
ure due  to  rheumatic  heart  disease.  She  was  receiving  diuretics  and  digoxin.  The  bottom  strip  was  taken  while  carotid 
massage  was  applied.  What  is  the  interpretation? 


I 


QUESTION  266.  The  electrocardiogram  was  obtained  from  a 68-year-old  male  admitted  to  the  hospital  for  abdominal 
surgery.  What  is  the  interpretation? 
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cardiograms 
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ELUCIDATION 


Question  265.  The  top  strip  reveals  tachycardia 
with  a regular  irregularity.  The  R-R  interval  is  al- 
ternately 380  and  320  msec.  The  QRS  complexes  are 
normal. 

In  the  bottom  strip  following  carotid  massage, 
regular  P waves  are  seen  at  an  interval  of  350  msec. 
(170  beats  per  minute).  This  is  an  atrial  tachycardia. 
Atrioventricular  conduction  has  changed  from  1:1  to 
4:1  and  then  2:1. 

This  type  of  response  of  atrial  tachycardia  to  ca- 
rotid sinus  massage,  increasing  the  atrioventricular 


block  without  converting  the  atrial  tachycardia, 
suggests  digitalis  toxicity. 

The  regular  irregularity  of  the  top  strip  suggests 
alternating  conduction  time  through  the  atrioven- 
tricular junction. 

Question  266.  The  rhythm  is  regular  at  a rate  of 
120  beats  per  minute.  Regular  P waves  precede  each 
QRS  at  a fixed  P-R  interval  of  0.16  second.  The 
rhythm  is  sinus  tachycardia. 

Alternate  QRS  complexes  have  a different  width. 
One  measures  0.08  second,  the  other  0.12  second. 
The  wider  QRS  complex  has  RBBB  (right  bundle 
branch  block)  configuration  (note  rSR'  in  lead  Vi  and 
slurred  S in  leads  I,  aVl,  and  V6).  The  patient  has 
alternating  RBBB. 

In  addition  note  the  abnormal  inverted  T waves 
in  the  normally  conducted  beats  present  in  leads  I, 
II,  aVl,  V5,  and  V6.  These  T-wave  abnormalities  are 
nonspecific. 


Saturnine  gout:  lead-induced  formation 
of  guanine  crystals 

Recognition  of  the  association  between  lead  intoxication 
and  gout  is  100  years  old;  a couple  of  papers  published  in 
the  last  century  differentiate  between  saturnine  gout  and 
typical  gout.  In  this  paper  the  authors  report  on  a study 
of  the  etiology  of  saturnine  gout,  which  still  exists.  Sat- 
urnine gout  differs  from  typical  gout  in  that  (1)  it  occurs 
earlier  in  life  and  is  not  hereditary;  (2)  more  women  are 
afflicted,  often  before  menopause;  (3)  acute  attacks  are  less 
frequent;  and  (4)  often  there  is  a history  of  lead  intoxication 


in  childhood.  In  a study  of  the  etiology,  intravenous  in- 
jection of  a sublethal  dose  of  lead  acetate  into  a domestic 
pig  resulted  in  a 4.5-fold  increase  of  guanine  in  the  urine, 
indicating  an  impairment  of  the  conversion  of  guanine  into 
xanthine.  This  probably  is  due  to  the  inhil  ition  of  guanine 
aminohydrolase  (guanase)  since  the  activity  of  this  enzyme 
is  probably  inhibited  by  Pb2+.  Postmortem  histological 
examination  showed  accretions  of  crystalline  material  in 
the  epiphyseal  plate  of  the  femoral  head;  these  were  proved 
to  be  guanine.  Relation  of  these  findings  to  saturnine  gout 
is  discussed.  Farkas,  W.  R.,  and  Stanawitz,  T.:  Science 
199:  786  (Feb.  17)  1978. 
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Lifesaving  Partnership... 
Against  Cancer  Quackery 


The  anguish  associated  with  cancer  is  compounded 
by  the  cancer  quack.  False  hopes— harmful  delays— 
devastating  expenses— deceptive  diagnoses— loss  of 
life— these  are  hazards  facing  the  cancer  patient 
desperate  enough  to  seek  a cancer  quack. 

The  problem:  how  to  divert  the  patient 
from  this  tragic  encounter. 

As  medical  guide,  family  counselor,  trusted 
friend— you,  doctor,  play  a major  role  in  the 
fight  against  cancer  quackery. 

We  are  here  to  serve  as  your  partner. 

Our  National  Office  maintains  an  up-to-date  central 
clearinghouse  for  materials  on  unproven  methods  of 
cancer  diagnosis  and  treatment.  This  is  a unique  operation 
and  the  principal  source  of  such  information  in  the 
country.  Its  services  are  widely  used.  Hundreds  of 
inquiries  are  received  and  answered  from  all 
segments  of  the  community,  from  coast  to  coast. 

To  trigger  grass-roots  action,  we  have 
formulated  a model  State  Cancer  Remedy . 

Act  designed  to  control  the  promotion  and 
sale  of  unproven  methods  of  cancer 
management.  This  has  helped  to  inspire 
some  20  states  to  enact  or  consider 
legislation  against  cancer  quackery— with 
active  support  from  the  medical 
community.  Copies  of  the  model  act,  as 
well  as  copies  of  laws  in  effect,  are  available 
through  our  National  and  Division  offices. 

In  these  actions  against  cancer  quackery, 
as  in  all  our  efforts  against  cancer,  ours 
is  a lifesaving  partnership. 

American  Cancer  Society 

New  York  State  Division,  Inc. 

6725  Lyons  St.,  P.O.  Box  7 
East  Syracuse,  N.Y.  13057 
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Letters  to  the  Editor 


Recurrent  unwarranted  accusations 

To  the  Editor:  Recent  New  York  Times  investigational 
stories  and  WINS  radio  editorials  have  damningly  painted 
the  medical  profession  with  a broad  brush.  They  imply 
that  the  purchase  of  positions  in  medical  schools  is  wide- 
spread, that  there  are  4,000  applicants  for  each  150  seats 
in  medical  schools,  and  that  physicians  are  motivated  only 
by  monetary  gains,  not  the  community  or  the  patient. 
Over  the  air  it  was  also  claimed  that  the  average  physician 
earns  $100,000  yearly,  which  is  the  motive  for  the  AMA 
keeping  a “closed  shop.” 

First,  despite  the  implications,  the  overwhelming  ma- 
jority of  students  are  extremely  well  qualified,  motivated, 
and  dedicated  to  serving  their  fellow  man.  It  is  probably 
true  that  a few  positions  are,  although  reprehensible,  ob- 
tained through  political  influence  or  following  a large 
donation  to  a professional  school;  but  it  is  the  exception, 
not  the  rule — and,  I might  add,  the  modus  operandi  of  the 
world.  The  submitted  statistics  are  either  malicious  or 
naive  and  incorrect.  Although  an  individual  school  may 
have  4,000  applicants  for  some  200  positions,  each  appli- 
cant applies  to  an  average  of  15  schools  so  that  the  actual 
number  vying  for  each  seat  is,  although  still  high,  much  less 
than  stated. 

Regarding  the  mean  income  of  physicians,  $47,000  to 
62,000  per  annum  is  much  closer  to  the  mean  than  the 
$100,000  quoted.  (Reference:  Medical  Economics,  No- 
vember 14,  1977,  pp.  162-171.)  When  compared  to  the 
$20,000+  for  a New  York  City  Sanitation  collector,  this  is 
hardly  munificent. 

The  young  physicians  with  whom  I come  in  contact  at 
Metropolitan  and  Flower  Hospitals,  and  those  I meet  at 
Montefiore  and  Lenox  Hill  Hospitals,  all  are  extremely 
dedicated  to  the  patients  of  their  community  and  extend 
top  notch  medical  care  to  the  indigent  and  rich  alike.  The 
welfare  of  the  sick  and  especially  the  indigent  sick  is  fore- 
most in  their  motivation. 

Regarding  the  “closed  shop”  issue — increasing  the 
number  of  physicians  will  not  solve  the  problems  of — 
Appalachia,  Bedford-Stuyvesant,  Harlem,  and  Indian 
Reservations.  Compulsory  service  at  clinics  established 
in  said  areas  with  backup  hospitals  are  the  cue  to  the 
cure. 

VICTOR  TCHERTKOFF,  M.D. 

Director  of  Laboratories  and  Professor  of  Pathology 
Metropolitan  Hospital  Center 
Department  of  Pathology 
1901  First  Avenue 
New  York,  N.Y.  10029 


An  apology 

To  the  Editor:  The  article  “Panoperative  Safeguards 
for  Carotid  Kndarterectomy;  Parts  I and  II”  which  ap- 

continued  on  page  809 
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Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as  fol- 
lows: 

'Possibly1'  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 

Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign  blad- 
der neck  obstruction,  hypersensitivity  to  chlordiazepoxide  HCI 
and;or  clidinium  Br 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occupa- 
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cially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also  encountered 
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regularities, nausea  and  constipation,  extrapyramidal  symptoms,  in- 
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with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment:  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide  HCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i.e. , dryness  of  mouth 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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Geriatrics 


IRVING  S.  WRIGHT  M.D.,  Editor 


Sexual  Problems 
of  Geriatric  Patient 
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Long  Beach,  New  York 

Director  Emeritus,  Department  of  Family  Practice,  and  Director, 
Komanoff  Pavilion,  Long  Beach  Memorial  Hospital 


Give  me  a young  man  in  whom  there  is  something 
of  the  old  and  an  old  man  with  something  of  the 
young:  guided  so  a man  may  grow  old  in  body,  but 
never  in  mind. — Cicero 

A patient  asks  his  or  her  physician  “Is  sex  after  60 
unnatural?”  This  feeling  of  uncertainty  is  common. 
The  absence  of  sex  interest  and  activity  in  the  aging 
population  is  truly  a myth.  Many  medical  studies 
have  proved  conclusively  that  there  is  no  biologic 
reason  why  older  men  and  women  should  not  have  an 
active  and  rewarding  sex  life.1  Sexual  desire  and 
sexual  activity  do  exist  in  a significant  number  of  the 
elderly,  even  though  at  times  modified  forms  of 
sexual  activity  are  substituted  when  necessary  to 
meet  individual  capabilities.  Masters  and  Johnson2 
have  pointed  out:  “Human  sexual  response  may  be 
slowed  by  the  aging  process,  but  it  is  certainly  not 
terminated.” 

The  younger-age  groups  have  the  absurd  idea  that 
the  elderly  are  sexually  inactive,  and  if  sex  does  occur, 
they  feel  it  is  not  normal,  and  at  times  they  believe 
that  it  is  not  nice  for  a senior  citizen  to  be  indulging 
in  it.  In  the  eyes  of  the  elderly,  sexual  activity  of  any 
kind  is  the  mutual  expression  of  love  and  not  just  a 
self-satisfying  exercise.  They  have  a consistent 
feeling  that  sex  and  love  go  together  and  that  without 
this  union,  neither  sex  nor  love  can  be  truly  grati- 
fying. The  lack  of  such  feeling  may  account  for  some 
of  the  inadequate  sexual  experiences  of  younger 
people  and  the  lack  of  understanding  of  the  necessity 
in  the  elderly.  It  also  may  account  for  the  increase 
of  the  present-day  number  of  divorces  in  the  younger 
generation.3 

Physical  love  and  sexual  activity  in  one  form  or 
another  will  continue  to  play  a significant  role  in  the 
life  of  the  elderly  person,  and  recognition  of  the  im- 


portance of  this  fact  is  long  overdue.  Sexual  activity 
may  also  be  considered  a major  psychologic  factor  in 
later  life  and  therefore  is  closely  linked  to  the  older 
person’s  esteem.  The  successfully  aging  person  not 
only  stays  in  training  sexually,  but  stays  in  training 
physically,  socially,  emotionally,  and  intellectually 
to  improve  the  quality  of  life  in  later  years. 

Men  past  60  years  of  age  are  usually  slower  to  be 
aroused  sexually;  penile  erection  and  ejaculation  are 
achieved  more  slowly  and  less  forcefully  than  earlier 
in  life.  Women  more  than  60  years  of  age  also  show 
diminished  physiologic  response  to  sexual  stimula- 
tion, but  the  capacity  to  achieve  orgasm  is  not  lim- 
ited, particularly  among  those  who  have  regular 
sexual  stimulation.4  The  many  factors  which  may 
be  the  cause  of  the  slowing  down  of  the  sexual  re- 
sponse in  the  aging  group  can  be  discussed  under  two 
headings:  psychologic  and  physiologic. 

Psychologic  factors 

In  discussing  psychologic  factors,  one  must  also 
consider  both  emotional  and  social  factors  which 
occur  as  one  grows  older.  The  natural  alterations  in 
sexual  response  which  occur  as  a result  of  aging  may 
be  misinterpreted  as  a threat  to  one’s  sexual  perfor- 
mance. Both  partners  should  understand  these 
normal  changes  so  that  neither  one  should  mistake 
such  changes  for  loss  of  sexuality.5 

In  males,  a longer  period  of  achieving  full  erection 
may  result  in  an  increasing  fear  of  one’s  performance 
during  intercourse  and  may  therefore  result  in 
varying  degrees  of  impotence.  If  the  male  would 
realize  that  all  physical  responses  are  slowed  by  the 
aging  process,  he  would  then  simply  acknowledge  the 
fact  that  a slowed  erective  process  is  inevitable.  The 
natural  response  patterns  that  lead  up  to  effective 
sexual  stimulation  would  eventually  come  into  play 
with  full  erection  following  soon  after.2 

In  females,  the  unconscious  perception  of  being 
mutilated  after  undergoing  a hysterectomy  or  mas- 
tectomy may  adversely  affect  their  sexuality.  This 
inability  to  function  normally  is  usually  related  to 
damage  to  one’s  self-esteem  or  one’s  self-image.  In 
this  situation,  tender  loving  partners  can  make  the 
difference  between  permanent  depression  and  a 
continued  feeling  of  being  an  admired,  valuable 
person. 

Depression,  which  is  often  seen  in  the  elderly, 
especially  those  who  have  undergone  recent  medical 
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or  surgical  illnesses,  is  a large  factor  which  causes  a 
decrease  in  sexual  activity.  Depression  may  also 
result  in  the  aged  because  of  the  loss  of  one’s  self- 
esteem that  they  experience  from  losing  a job  and 
income,  the  loss  of  youthful  attractiveness,  the  loss 
of  strength,  or  the  lack  of  a suitable  partner. 

The  lack  of  privacy  is  another  major  difficulty  in 
the  maintaining  of  sexual  activity,  particularly  for 
those  older  persons  living  with  family  or  in  institu- 
tions for  the  aged.  Some  arrangement  should  he 
made  in  nursing  homes  or  other  institutions  for  the 
aged  that  would  allow  some  privacy  for  expression  of 
individual  sex  needs  and  to  develop  closer  human 
relationships  between  two  lonely  elderly  persons 
attracted  to  each  other. 

Physiologic  factors 

The  physiologic  or  health  factors  can  temporarily 
lead  to  a decrease  and  at  times  even  a disappearance 
of  sexual  expression  or  activity.  Hysterectomy  per 
se,  which  is  more  common  in  the  older  woman,  has 
no  effect  physically  on  sexual  desire  or  performance.6 
The  delayed  vaginal  lubrication  in  postmenopausal 
women  and/or  localized  pain  in  the  vaginal  area  due 
to  loss  of  elasticity  of  the  vaginal  wall  may  cause  a loss 
of  sexual  activity: 

About  70  percent  of  older  men  who  have  had  a 
prostatectomy  retain  their  sexual  functioning  abili- 
ties; however,  impotency  will  be  produced  in  those 
who  have  had  total  prostatectomies,  which  involve 
cutting  the  nerves  controlling  penile  erection. 

Diabetes  mellitus  is  a major  cause  in  the  loss  of 
sexual  activity.  The  ability  to  engage  in  intercourse 
depends  on  the  integrity  of  the  autonomic  nervous 
system,  which  is  often  impaired  in  diabetics  because 
of  a common  complication,  diabetic  neuropathy.  A 
large  percentage  of  diabetic  males  are  unfortunately 
in  this  class. 

Heart  disease  is  another  major  cause  to  be  con- 
sidered both  physiologically  and  psychologically  in 
the  disturbance  of  sexual  activity.  In  the  treatment 
of  the  elderly,  one  of  the  most  important  questions 
is  the  relationship  of  sexual  intercourse  to  heart 
disease.  After  a myocardial  infarct,  a physician  may 
advise  the  patient  to  resume  sexual  relations  in  about 
8 to  16  weeks,  assuming  that  the  patient  is  symp- 
tom-free during  such  activity.  The  oxygen  cost  in 
sexual  intercourse  is  equivalent  to  that  in  climbing 
a flight  of  stairs  or  walking  briskly;  the  heart  rate  is 
usually  between  90  and  150  per  minute.  Patients 
w ith  heart  disease  have  a fear  of  dying  during  sexual 
intercourse  or  having  another  heart  attack.  Various 
estimates  of  coronary  deaths  during  sexual  inter- 
course have  been  about  1 per  cent,  mostly  during 
extramarital  relations.  Anxiety  and  stress  are  im- 
portant factors  accompanying  illicit  sexual  rela- 
tions.6 

Arthritis,  with  its  problems  of  immobile  and 
painful  joints,  may  interfere  with  or  complicate 
sexual  intercourse  or  decrease  a person’s  desire  for 


sex.  Stroke,  in  itself,  usually  does  not  cause  any 
impairment  in  sexual  activity.  Antihypertensive 
drugs  prescribed  after  the  stroke  or  the  fear  of  caus- 
ing another  stroke  contribute  to  the  reluctance  of 
either  partner  to  engage  in  sexual  activity.  In  both 
arthritis  and  stroke,  the  partner’s  insensitivity  and 
lack  of  desire  for  sex  may  be  important  factors  in  the 
partner’s  reluctance  to  engage  in  sexual  activity. 

Many  drugs  have  impotence  and  sexual  dysfunc- 
tion as  side-effects.  Antihistamines,  antihyper- 
tensives, antipsychotics,  antidepressants,  cardiac 
drugs,  some  diuretics,  and  many  others  have  these 
effects.  Diazepam  (Valium),  10  mg.  a day,  may  cause 
enough  muscle  relaxation  to  interfere  with  orgasm 
in  both  sexes.  Hypnotics  are  especial  enemies  to 
potency  and  sexual  arousal.1 

Comment 

Because  one  of  the  aforementioned  factors  may  be 
present,  the  aged  person  is  quite  willing  to  substitute 
modified  forms  of  sexual  activity  when  necessary. 
Touching,  caressing,  closeness,  companionship,  and 
caring  for  someone  else  are  lifelong  needs  that  may 
be  substituted  for  sexual  activity,  and  they  should 
not  be  neglected  or  prevented  through  misguided 
shame  or  lack  of  information. 

The  physician’s  role  in  treating  the  involved  person 
is  to  minimize  the  physiologic  and  psychologic  im- 
pediments in  order  that  the  aged  have  the  opportu- 
nity for  the  pursuit  of  pleasure  via  sexuality  in  its 
various  guises.  We  must  show  the  elderly  that  the 
idea  that  people  become  too  old  to  be  helped,  or  are 
too  far  gone  to  be  worth  the  trouble,  is  completely 
unfounded  and  fictional.  A sympathetic  physician 
listening  attentively  to  a sexually  troubled  patient 
and  then  providing  reassurance  by  giving  accurate 
nonjudgmental  information  on  the  range  of  normal 
sexual  function  at  any  age  will  do  much  to  reinstate 
the  patient’s  sagging  self-esteem. 

In  conclusion,  although  medical,  emotional,  and 
social  factors  sometimes  interfere  with  sexual  func- 
tion in  old  age,  the  geriatric  patient  can  and  should 
enjoy  a satisfying  sex  life.6  Sexual  activity  in  the 
aged  is  not  exceptional  and  may  give  serenity  to 
aging.7 

Is  it  not  strange  that  desire  should  so  many  years 

out  Hue  performance!  — Shakespeare,  Henry  IV 
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The  New  York  Heart  Association  surveyed  high 
blood  pressure  treatment  facilities  in  the  spring  and 
summer  of  1976  to  determine  the  distribution  and 
characteristics  of  programs  concerned  with  the  de- 
tection and  treatment  of  high  blood  pressure  in  the 
five  boroughs  of  New  York  City.  The  survey  was 
intended  to  provide  salient  information  for  the 
planning  efforts  of  the  New  York  Heart  Association 
and  other  agencies  in  the  community  concerned  with 
high  blood  pressure  control. 

This  report  describes  the  results  of  the  survey  with 
respect  to  criteria  for  treatment  of  high  blood  pres- 
sure as  well  as  organizational  and  personnel  issues. 

Some  differences  between  treatment  settings  with 
respect  to  these  issues  are  discussed. 

Methods 

A list  of  facilities  believed  to  include  all  those 
which  provide  diagnostic  and/or  treatment  services 
was  compiled.  Surveys  were  mailed  to  175  and  re- 
turned by  169,  or  97  percent,  of  industrial  settings, 
hospital  clinics,  City  of  New  York  Board  of  Health 
District  Centers,  HIP  (Health  Insurance  Plan)  of- 


TABLE  I.  Characteristics  of  respondent  institutions  to 
hypertension  treatment  facilities  survey 


Category 

Number 

Percent 
of  All 

Respondents 

Facility  type 
Hospitals 

50 

53.2 

Industry 

9 

9.6 

HIP 

6 

6.4 

Treatment  and 

29 

30.8 

diagnostic  centers 
Type  of  clinic  or 
treatment  site 
General  medical  clinic 

48 

51.1 

or  ambulatory  services 
Hypertension  or  cardiac 

29 

30.8 

clinic 

Other  (including  em- 

17 

18.1 

ployee  health  and 
group  practice) 

Type  of  care  provided  by  facility 
Comprehensive 

84 

89.4 

Hypertension  only 

10 

10.6 

Medicaid  patients  accepted 
Yes 

68 

72.3 

No 

22 

24.4 

No  answer 

4 

4.3 

fices,  treatment  and  diagnostic  centers  licensed  by 
the  State  of  New  York,  and  private  diagnostic  clinics; 
94  of  these  169  facilities  provide  treatment. 

An  intensive  follow-up  by  telephone  was  carried 
out  by  a volunteer,  resulting  in  a 100  percent  response 
of  high  blood  pressure  treatment  services:  50  hos- 
pitals, 9 industrial  settings,  29  free-standing  treat- 
ment and  diagnostic  centers,  and  6 HIP  groups 
completed  the  survey. 

Results 

Response  to  survey.  Table  I portrays  relevant 
aspects  of  the  responding  institutions. 

When  the  geographic  distribution  of  the  facilities 
was  mapped,  heavily  populated  areas  of  Queens, 
southern  Brooklyn,  Staten  Island,  and  the  sout  heast 
Bronx  were  found  to  be  devoid  of  both  screening  and 
treatment  programs. 

Criteria  for  initiation  of  treatment  of  high 
hlood  pressure.  Treatment  policies.  To  deter- 
mine if  t here  was  uniformity  within  the  institutions 
surveyed  in  the  approach  to  treating  hypertension, 


754  New  York  State  Journal  of  Medicine/April  1979 


TABLE  II.  Criteria  for  initiation  of  treatment  of  high  blood  pressure:  percent  of  respondents  in  each  category 

reporting  stated  criteria 


Criteria 

Facility  Type \ / Clinic  or  Treatment  Site \ 

General  Hyper- 

Other  Medical  tension 

Treatment  or  Ambulatory  Specialty 

Hospital  Facilities*  Total  Care  Clinics  Clinics  Other* 

Medical  criteria  to  initiate  antihypertensive  treatment 

Number  responding  to  question 

49 

42 

91 

31 

25 

36 

Standard  protocol 

26.5 

26.2 

26.4 

12.9 

48.0 

22.2 

Generally-adhered -to  policy 

18.4 

11.9 

15.4 

12.9 

20.0 

13.9 

Physician’s  decision 

40.8 

50.0 

45.1 

61.3 

20.0 

47.2 

Other  (combination  of  aforementioned) 

14.8 

11.9 

13.2 

12.9 

12.0 

16.7 

Blood  pressure  elevations  required  to  begin  therapy 

Number  responding  to  question 

48 

40 

88 

30 

25 

34 

Age-dependent 

22.9 

22.5 

22.7 

16.7 

24.0 

26.5 

Diastolic  blood  pressure  >90  mm.  Hg 

41.7 

32.5 

37.5 

53.3 

32.0 

29.4 

Diastolic  blood  pressure  >95  mm.  Hg 

16.7 

30.0 

22.7 

13.3 

24.0 

29.4 

Diastolic  blood  pressure  >100  mm.  Hg 

18.8 

15.0 

17.0 

16.7 

20.0 

14.7 

Number  of  occasions  of  blood  pressure  elevation  in  initial 

treatment 

Number  responding  to  question 

48 

36 

84 

29 

25 

31 

Two 

33.3 

33.3 

33.3 

48.3 

24.0 

25.8 

Three  or  more 

66.7 

66.7 

66.7 

51.7 

76.0 

74.2 

* Including  free-standing  treatment  and  diagnostic  center.  H 1 1*  groups,  industry. 
1 Including  group  practice  and  employee  health  settings. 


the  question  was  asked:  “Does  your  facility  have 
standard  medical  criteria  which  must  be  met  before 
treatment  is  begun?”  Twenty-six  percent  of  the 
respondents  indicated  there  was  an  established 
protocol  in  their  facility;  15  percent  stated  that  there 
was  a generally  adhered  to  policy;  and  45  percent 
indicated  that  criteria  for  treatment  of  high  blood 
pressure  were  the  treating  physician’s  decision  (Table 

ID. 

Although  modest  variations  in  policy  were  re- 
ported between  hospitals  and  other  types  of  facilities, 
there  were  greater  differences  between  general 
medical  and  hypertension  specialty  clinics.  For 
example,  while  in  61  percent  of  the  general  medical 
or  ambulatory  care  clinics  the  treating  physician’s 
decision  determined  medical  criteria  for  initiation 
of  therapy,  this  was  the  case  in  only  20  percent  of  the 
hypertension  clinics.  Most  specialty  clinics  had  a 
standard  protocol  or  generally  adhered-to  policy. 

Blood  pressure  elevations  to  begin  therapy. 
While  it  was  noted  in  the  questionnaire  that  many 
factors  enter  into  a decision  to  begin  treatment  of  a 
hypertensive  patient,  respondents  were  asked  to 
indicate  their  general  policy  with  respect  to  the  levels 
of  blood  pressure  at  which  they  would  usually  begin 
therapy  and  to  note  whether  their  criteria  were  age- 
dependent. 

Approximately  one  fifth  of  the  respondents  indi- 
cated their  criteria  were  age-dependent,  and  38 
percent  indicated  that  they  would  begin  therapy  for 
individuals  w'ith  diastolic  blood  pressures  of  90  mm. 
Hg  or  more,  while  17  percent  indicated  treatment 
would  begin  for  those  with  diastolic  of  100  mm.  Hg 
or  more  (Table  II).  To  determine  whether  the  de- 


cision to  initiate  treatment  appeared  to  relate  to  the 
type  of  facility  involved,  an  examination  of  the 
policies  of  different  treatment  facilities  was  under- 
taken. Approximately  the  same  percentage  of  hos- 
pitals. industrial  settings,  treatment  and  diagnostic 
facilities,  and  HIP  of  Greater  New  York  groups  in- 
dicated they  had  age-dependent  criteria.  Of  those 
facilities  which  indicated  that  their  criteria  were  not 
age-dependent,  among  hospitals,  54  percent  stated 
they  generally  began  to  treat  hypertensive  individ- 
uals with  diastolic  pressures  of  90  mm.  Hg  or  above, 
in  comparision  to  42  percent  of  other  facility  types. 
These  differences  are  not  statistically  significant. 
Comparisons  between  the  stated  policies  of  general 
medical  clinics  and  specialty  hypertension  clinics 
indicate  that  24  percent  of  the  hypertension  clinics 
compared  to  17  percent  of  the  general  medical  clinics 
state  their  criteria  are  age-dependent;  among  those 
respondents  whose  criteria  were  not  age-dependent, 
64  percent  of  the  medical  clinics  stated  they  initiated 
treatment  at  diastolic  levels  of  90  mm.  Hg  or  above, 
compared  with  only  42  percent  of  the  hypertension 
specialty  clinics  which  stated  they  use  this  level. 

In  facilities  where  a protocol  or  general  policy  ex- 
isted, 32.4  percent  stated  their  criteria  are  age-de- 
pendent compared  with  13.2  percent  of  those  where 
the  physician's  decision  was  the  determining  factor. 
Among  those  whose  criteria  were  not  age-dependent, 
38  percent  of  the  institutions  using  protocol  or  gen- 
eral policy  indicated  that  they  treat  at  diastolic  blood 
pressure  of  90  mm.  Hg  or  above,  versus  61  percent  of 
those  indicating  the  decision  rests  with  the  treating 
physician.  These  comparisons  are  not  statistically 
significant,  perhaps  because  of  the  relatively  small 
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TABLE  III.  Responses  to  questions  relating  to  personnel 
and  health  care  delivery  issues  by  New  York  City 
hypertension  treatment  facilities* 


Service 

Percent 

Using  each  type  of  personnel  for  ongoing 

management  of  hypertension 

Physicians 

95.0 

Nurses 

53.7 

Paraprofessionals 

27.2 

Providing  risk-factor  counseling 

54.0 

Providing  continuing  education  programs  in 

48.0 

hypertension  for  practicing  physicians 

Having  clinic  hours 

On  weekends 

19.1 

In  the  evenings 

36.2 

* N = 94. 


numbers  of  respondents.  It  is  of  course  possible  that 
those  institutional  respondents  who  said  that  it  is  the 
treating  physician’s  decision  regarding  when  to  treat, 
cannot  accurately  report  the  physician’s  actual  cri- 
teria. 

Confirmation  of  blood  pressure  elevations.  Re- 
spondents were  asked  to  indicate  the  number  of 
separate  determinations  of  blood  pressure  elevations 
required  before  therapy  was  initiated.  All  respon- 
dents indicated  that  they  required  that  elevated 
blood  pressure  levels  be  found  on  two  or  more  occa- 
sions (Table  II). 

One  half  of  the  general  medical  clinics  stated  that 
they  required  blood  pressure  elevations  on  at  least 
three  occasions  to  confirm  hypertension,  while  three 
quarters  of  the  hypertension  specialty  clinics  re- 
quired such  confirmation. 

Personnel  and  health  care  delivery.  Type  of 
personnel.  Respondents  were  asked  what  type  of 
personnel  follow  patients  for  ongoing  management 
of  hypertension.  Physicians  provided  ongoing 
management  of  hypertension  in  virtually  all,  95 
percent,  of  the  facilities  responding;  nurses  were  used 
in  one  half  of  the  facilities,  that  is,  54  percent,  and 
paraprofessionals  were  used  in  about  one  quarter  of 
the  facilities,  that  is,  27  percent.  Hospitals  were  no 
more  likely  to  use  nurses  or  paraprofessionals  than 
other  facilities,  and  medical  clinics  were  no  more 
likely  to  do  so  than  hypertension  clinics.  However, 
nurses  were  used  in  83  percent  of  institutions  using 
protocols  compared  with  39  percent  of  institutions 
relying  on  physicians’  individual  decisions  or  general 
policies.  Paraprofessionals  were  used  in  42  percent 
of  protocol-guided  institutions  compared  with  17 
percent  of  nonprotocol  facilities.  Roth  these  com- 
parisons are  significant  (’Fable  III). 

Risk-factor  counseling.  Fifty-four  percent  of  the 
respondents  stated  that  t hey  provided  risk  counsel- 
ing on  nutrition  and  smoking. 

No  significant  differences  were  found  among  types 
of  treatment  settings,  but  in  those  facilities  where 
decision  to  initiate  therapy  was  up  to  the  individual 
physician,  a smaller  percentage,  36  percent,  reported 


having  risk  counseling  than  in  other  types  of  settings, 
with  an  incidence  of  71  percent. 

Continuing  medical  education  for  physicians.  In 
response  to  the  question  regarding  the  existence  of 
continuing  education  programs  in  the  area  of  hy- 
pertension for  practicing  physicians,  approximately 
one  half,  48  percent,  of  the  respondents  reported 
having  such  programs.  Hospital  facilities  were  the 
most  likely  to  offer  these  programs,  with  an  incidence 
of  65  percent. 

Clinic  hours.  The  New  York  Heart  Facilities 
Survey  found  that  only  19  percent  of  the  treatment 
facilities  had  weekend  hours,  and  36  percent  had 
evening  hours. 

Conclusion 

In  view  of  the  expressed  uncertainty  concerning 
treatment  of  patients  with  mild  hypertension,  that 
is,  with  diastolic  blood  pressure  ranging  from  90  to 
104  mm.  Hg,1  3 it  is  noteworthy  that  most  facilities 
surveyed  here  reported  treating  patients  at  these 
levels. 

A consistent  approach  to  the  initiation  of  treat- 
ment for  this  disease  is  not  evident;  only  about  one 
half  the  facilities  report  the  use  of  a standard  protocol 
or  generally  adhered-to  policy  with  regard  to  initia- 
tion of  treatment.  A difference  does  emerge  between 
general  medical  clinics  and  hypertension  specialty 
clinics;  it  would  appear  that  the  hypertension  clinics 
are  more  systematic  and  perhaps  more  conservative 
in  their  approach.  They  are  more  likely  to  operate 
under  a protocol  or  generally  adhered-to  policy,  are 
more  likely  to  require  at  least  three  elevations  of 
blood  pressure  for  confirmation  of  hypertension,  and 
are  more  likely  to  init  iate  treatment  at  diastolic  levels 
of  95  mm.  Hg  or  more. 

Although  it  has  been  demonstrated  that  nurses 
and  even  paraprofessionals  can  be  effective  in  the 
ongoing  management  of  hypertension,  only  one  half 
of  the  facilities  reported  so  using  nurses. 

Since  previous  studies  have  found  that  men  are 
less  likely  to  have  their  hypertension  detected  and 
to  be  under  treatment  for  it  than  women,4  it  has  been 
postulated  that  one  reason  for  this  discrepancy  might 
be  the  lack  of  availability  of  medical  care  at  hours 
convenient  to  men.  The  survey  indicated  that  most 
facilities  in  New  York  do  not  have  weekend  or  eve- 
ning hours.  The  practical  implications  of  such  ar- 
rangements may  be  relevant  to  the  status  of  hyper- 
tension control,  and  modifications  in  clinic  hours  may 
suggest  a reasonable  approach  to  encouraging  more 
hypertensive  persons  to  seek  continuing  medical 
management. 

Only  one  half  of  the  facilities  provide  risk  coun- 
seling, and  only  about  one  half  of  the  facilities  report 
having  programs  of  continuing  education  which 
would  inform  t he  pract  icing  physicians  of  the  latest 
available  data  on  t he  risk-benefit  issues  of  hyper- 
tensive therapy. 

There  are  many  gaps  in  the  data  presented  here. 
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There  is  no  information  about  the  specific  methods 
of  therapy  and  pharmacologic  agents,  and  there  is  no 
information  about  the  practices  of  private  physicians 
who  undoubtedly  are  responsible  for  the  care  of  more 
hypertensive  individuals  than  the  facilities  surveyed. 
This  survey  does,  however,  identify  specific  questions 
about  the  delivery  of  antihypertensive  therapy  that, 
at  the  very  least,  merit  reevaluation  by  individual 
institutions.  It  also  suggests  the  potential  for  crea- 
tive use  of  nursing  and  paraprofessional  personnel 
and  the  need  to  reexamine  the  availability  of  treat- 
ment services. 

The  results  of  this  survey  support  the  contention 
that  examination  of  medical  care  facilities  is  feasible 
and  may  yield  information  that  can  assist  community 
health  care  planning. 


Coronary  bypass  operation 
costs  an  average  of  $10,930 

The  coronary  bypass  operation  is  being  used  with  in- 
creasing frequency  in  the  1970s  for  patients  with  disease 
and  damage  in  the  arteries  around  the  heart. 

Relative  benefits  of  this  procedure — length  and  quality 
of  life  and  working  status — are  still  being  debated.  But 
there  is  no  debate  on  a major  aspect  of  coronary  bypass 
surgery:  it  is  expensive. 

In  the  November  17  -Journal  of  the  American  Medical 
Association  a group  of  Tennessee  physicians  report  on  a 
study  of  the  financial  records  of  200  patients  having  coro- 
nary bypass  surgery  in  the  first  three  months  of  1976  in  St. 
Thomas  Hospital,  Nashville. 


Committee  on  High  Blood  Pressure 
New  York  Heart  Association 
20.7  Hast  42nd  Street 
New  York,  N Y.  10017 
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Total  average  hospital  and  physician  cost:  $10,930. 

Average  hospital  bill  was  $7,690  and  average  length  of 
stay  was  18  days.  The  highest  bill  was  $28,300  (79  days) 
and  the  lowest  was  $5,550  (11  days).  Average  total  phy- 
sician charge  to  the  patient  was  $4,240.  Two  thirds  of  this 
went  to  the  surgeons,  with  the  remainder  being  the  charges 
of  anesthesiologists,  cardiologists,  radiologists,  and  pa- 
thologists. 

William  S.  Stoney,  M.D.,  and  colleagues  conclude: 

“This  report  has  reviewed  only  the  hospital  and  physi- 
cian costs  of  coronary  bypass  for  the  period  immediately 
before  and  after  the  operative  procedure.  The  overall 
social  cost  to  the  patient  and  to  the  patient's  family,  em- 
ployer, and  community  also  must  eventually  be  considered 
before  a true  total  cost-benefit  ratio  can  be  computed  for 
this  procedure.” 
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Terminal  acute  leukemia  in  patients  with  poly- 
cythemia vera  was  described  more  then  60  years  ago 
by  -Jung1;  however,  controversy  continues  to  sur- 
round this  relationship  which  remains  a hotly  de- 
bated issue.2  Modan  and  Lilienfeld3  were  among  the 
first  authors  to  recognize  the  high  incidence  of  leu- 
kemic transformation  in  patients  with  polycythemia 
vera  treated  with  radiation,  particularly  32P  (radio- 
active isotope  of  phosphorus).  Another  article 
coauthored  with  Lilienfeld4  reported  almost  no  oc- 
currence of  acute  leukemia  in  nonirradiated  patients 
with  polycythemia  vera.  Perkins,  Israels,  and 
Wilkinson5  reported  a series  of  127  patients  treated 
with  various  chemotherapeutic  agents;  none  showed 
leukemic  transformation. 

In  the  following,  the  development  of  acute 
myelomonoblastic  leukemia  is  reported  in  a patient 
with  polycythemia  vera  who  did  not  receive  radio- 
therapy but  was  treated  with  busulfan  and  phlebo- 
tomies. 

Case  report 

This  patient  was  seen  for  the  first  time  in  Decem- 
ber of  1974,  when  she  appeared  for  control  of  her 
polycythemia  vera  which  was  diagnosed  in  1965.  For 
eight  years  her  polycythemia  was  controlled  with 
busulfan  (Myleran)  in  doses  varying  between  2 and 
6 mg.  per  week. 

In  November,  1974,  her  hematocrit  started  to  rise, 
and  for  the  first  time  two  phlebotomies  became 
necessary.  She  gradually  developed  a moderate  in- 
crease in  her  hepatomegaly,  and  splenomegaly  had 
developed. 


The  past  history  revealed  an  episode  of  hepatitis 
at  the  age  of  17.  There  was  a history  of  ulcer  disease 
dating  back  to  her  early  youth.  The  patient  under- 
went a hysterectomy  at  the  age  of  57,  complicated  by 
peritonitis,  and  a hemorrhoidectomy  at  age  58. 

Physical  examination.  When  seen  on  December 
18,  1974,  the  patient  presented  a somewhat  ruddy 
complexion.  Her  weight  was  62  Kg.,  height  155  cm., 
blood  pressure  160/90  mm.  Hg  in  both  arms,  pulse 
rate  92  and  regular,  and  respirations  24.  There  was 
slight  cyanosis  of  the  lips.  There  was  no  significant 
lymphadenopathy.  Both  breasts  were  slightly  cystic. 
The  chest  was  clear.  Examination  of  the  heart  re- 
vealed a regular  sinus  rhythm  with  a grade  2/6  sys- 
tolic murmur  at  the  apex.  Her  abdomen  revealed  a 
lower  abdominal  scar  from  the  previous  hysterecto- 
my. The  liver  was  felt  5 cm.  below  the  right  costal 
margin  and  the  spleen  2 to  3 cm.  below  the  left  costal 
margin.  The  remainder  of  her  physical  examination 
was  unremarkable. 

Laboratory  data  revealed:  a hemoglobin  of  16.3 
Gm.  per  100  ml.;  hematocrit  of  51;  and  red  blood 
count  6,000,000,  white  blood  count  22,300,  and 
platelets  594,000  per  cubic  millimeter.  The  differ- 
ential showed  the  following:  nonsegmented  neu- 

trophils, 2;  segmented  neutrophils,  93;  eososinophils, 
1;  basophils,  1;  lymphocytes,  2;  and  myelocytes,  1 
percent.  Sedimentation  rate  was  2 mm.  per  hour.  A 
urinalysis  result  was  normal;  stools  were  negative  for 
occult  blood.  Chemistries  were  normal  except  for  a 
slightly  elevated  alkaline  phosphatase  of  160  U.  and 
an  LDH  (lactic  dehydrogenase)  of  350  U. 

Radiologic  findings  obtained  shortly  before  her 
initial  visit  included  a normal  barium  enema,  normal 
chest  x-ray  film,  and  a normal  gallbladder  series. 
Several  gastrointestinal  series  in  the  past  had  re- 
vealed a markedly  deformed  duodenal  bulb  and  du- 
odenal ulceration. 

It  became  apparent  shortly  after  the  initial  ex- 
amination that  her  disease  was  not  as  easily  con- 
trolled as  before  since  she  required  increasing  doses 
of  busulfan,  4 mg.  per  day,  and  occasional  phlebo- 
tomies for  control  of  her  disease.  White  counts  and 
platelet  counts  remained  elevated.  In  March  of 
1975,  the  patient  complained  of  increased  abdominal 
pain.  On  physical  examination,  considerable  ten- 
derness over  the  area  of  the  liver  was  noted.  A gas- 
trointestinal series  showed  a spastic  duodenal  bulb 
but  no  active  ulcer.  Her  busulfan  had  to  he  stopped 
temporarily  in  May  of  1975  because  of  her  severe 
gastrointestinal  symptoms.  Her  disease  was  fairly 
well  controlled  for  the  next  few  months  with  the  need 
for  phlebotomies  decreasing.  During  the  summer 
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of  1975,  hepatosplenomegaly  decreased.  The  white 
count  continued  in  the  range  of  25,000.  Numerous 
differentials  showed  approximately  90  percent 
granulocytes  with  no  immature  white  cells  seen.  In 
September  of  1975,  the  liver  again  enlarged;  the 
platelet  count  rose  to  about  1 million.  Occasional 
metamyelocytes  and  myelocytes  were  seen  in  the 
peripheral  blood  in  October,  1975.  On  December  5, 
1975,  the  patient’s  husulfan  was  increased  to  6 mg. 
per  day.  In  early  January,  1976,  the  patient  com- 
plained of  dizziness  which  was  relieved  after  another 
phlebotomy.  Her  count  then  seemed  to  stabilize,  as 
did  her  general  condition  and  physical  findings. 

Two  weeks  later  the  patient  complained  of  fever 
for  four  days,  swelling  of  the  left  ankle,  weakness,  loss 
of  balance,  cough,  headaches,  and  loss  of  appetite. 
She  was  found  to  have  a temperature  of  1()2°F. 
Kales  were  present  in  the  left  side  of  the  chest,  and 
a few  rales  were  heard  at  the  right.  There  was  2-plus 
peripheral  edema.  The  spleen  extended  8 cm.  below 
the  left  costal  margin;  the  liver  edge  was  felt  4 cm. 
below  the  right  costal  margin.  The  white  blood 
count  had  risen  to  80,000  with  20  percent  blasts.  The 
platelet  count  had  fallen  to  152,000. 

Hospital  course.  On  admission  to  North  Shore 
University  Hospital,  physical  findings  were  essen- 
tially unchanged.  Significant  laboratory  abnor- 
malities included  a chest  x-ray  film  with  a question 
of  a right  pleural  effusion,  and  abnormal  liver 
chemistries  with  an  LDH  of  2,740  U.,  an  alkaline 
phosphatase  of  540  U.,  and  an  SOOT  (serum  glu- 
tamic oxaloacetic  transaminase)  of  103  U.  The  pa- 
tient was  started  on  cephalothin  sodium  (Keflin)  and 
gentamycin  after  blood  cultures  were  obtained  but 
did  not  respond,  with  temperatures  ranging  between 
39.2°  and  41.5°C.  Within  two  to  three  days,  the 
platelet  count  fell  to  39,000.  The  number  of  blasts 
in  the  peripheral  blood  increased  rapidly.  A bone 
marrow  biopsy  and  aspiration  were  done.  The  as- 
pirate was  slightly  hypocellular.  Adequate  numbers 
of  megakaryocytes  were  seen;  however,  most  of  them 
appeared  immature.  There  was  a marked  increase 
in  the  number  of  blast  cells,  with  many  bizarre  forms 
with  folded  nuclei  and  vacuolization.  The  bone 
marrow  differential  showed  41  percent  blasts,  8 
percent  promyelocytes,  1 1 percent  myelocytes,  2 
percent  metamyelocytes,  6 percent  bands,  17  percent 
segmented  neutrophils,  2 percent  lymphocytes,  and 
13  percent  erythroid  elements.  The  bone  marrow 
was  consistent  with  myelomonoblastic  transforma- 
tion of  polycythemia  vera.  The  biopsy  showed  hy- 
percellular  marrow  containing  large  numbers  of 
megakaryocytes,  neoplastic  myeloid  cells,  and  a focal 
increase  in  connective  tissue. 

On  the  third  day  of  her  hospitalization,  the  patient 
suddenly  developed  shortness  of  breath,  tachycardia, 
and  marked  hypoxia.  It  was  thought  that  she  pos- 
sibly suffered  a pulmonary  embolism;  the  usual 
therapeutic  measures  failed  to  bring  any  improve- 
ment, and  the  patient  expired  on  the  fourth  day  of 
her  hospital  admission. 


An  autopsy  revealed  acute  myeloblastic  leukemia, 
bronchopneumonia,  chronic  penetrating  duodenal 
ulcer,  and  gastric  erosion  with  gastrointestinal 
hemorrhage. 

Review  of  literature 

Leukemia  in  patients  treated  with  32P.  The 

incidence  of  acute  leukemia  has  been  reported  as 
approximately  15  percent  of  polycythemic  patients 
with  ’-p.4fr  14  Modan  and  Lilienfeld4  think  that  the 
incidence  of  leukemic  transformation  is  related  to  the 
total  32P  dosage,  a view  not  shared  by  Lawrence, 
Winchell,  and  Donald14  or  Osgood.15  Silverstein, 
Brown,  and  Linman1617  reported  that  about  one  half 
their  patients  developed  myeloid  metaplasia  before 
developing  acute  leukemia.  Lawrence,  Winchell, 
and  Donald14  made  a similar  observation  and  com- 
mented on  the  prevalence  of  male  patients.  Many 
hematologists  are  now  reluctant  to  employ  this  form 
of  treatment,  although  it  offers  many  advantages.15 
Therefore,  one  can  expect  an  increase  in  the  number 
of  patients  treated  either  with  phlebotomies  alone 
or  with  the  combination  of  phlebotomies  and  che- 
motherapy. 'I’he  definition  of  a causal  relationship 
between  chemotherapy  and  polycythemia  vera 
therefore  gains  increasing  importance. 

Leukemia  in  patients  not  treated  with  :J2P. 
There  is  no  evidence  that  diagnostic  radiation  is 
leukemogenic  in  adults.18  There  are  relatively  few 
reports  on  the  development  of  acute  leukemia  in 
patients  with  polycythemia  vera  not  treated  with  32P. 
Vidabaek19  mentions  one  patient  in  a series  of  76. 
Chievitz  and  Thiede20  saw  none  in  a group  of  111 
patients.  Perkins,  Israels,  and  Wilkinson5  and 
Modan  and  Lilienfeld4  similarly  report  only  a single 
case  each  in  series  of  44  and  69  patients.  Lawrence, 
Winchell  and  Donald14  found  a total  of  seven  cases 
in  the  literature  in  1969  to  w'hich  they  added  one  of 
their  own.  These  studies  would  indicate  an  overall 
incidence  of  leukemic  transformation  in  non-32P 
treated  patients  with  polycythemia  of  less  than  1 
percent.  Landaw21  reports  the  results  of  a ques- 
tionnaire sent  out  by  Louis  R.  Wasserman,  M.D., 
chairman  of  the  PVSG  (Polycythemia  Vera  Study 
Group).  Thirty  additional  cases  of  acute  leukemia 
in  patients  with  polycythemia  vera  not  treated  with 
:12P  were  reported  by  hematologists  throughout  the 
country,  most  of  which  have  not  been  reported  in  the 
literature.  Using  the  questionnaire  and  review  of  the 
literature  for  compilation  of  his  data  he  found  21 
patients  treated  with  phlebotomies  alone  who  de- 
veloped acute  leukemia;  81  percent  of  these  patients 
w-ere  males.  In  the  group  treated  with  chemotherapy 
he  found  a total  of  32  patients.  The  ratio  of  males 
to  females  was  about  equal.  Sixteen  of  these  patients 
were  treated  with  busulfan  alone. 

Possible  relationship  between  chemotherapy 
and  acute  leukemia.  After  melphalan  (Alkeran) 
came  into  widespread  use  as  a chemotherapeutic 
agent  for  multiple  myeloma,  it  became  apparent  that 
a number  of  patients  developed  acute  myelomo- 


April  1979/New  York  State  Journal  of  Medicine  759 


noblastic  leukemia  which  was  usually  resistant  to 
treatment.  Holland22  speaks  of  “epidemic  acute 
leukemia.”  Rosner  and  Grunwald23  reported  12 
cases  from  the  acute  leukemia  group  B and  found  58 
more  in  the  literature.  None  of  these  patients  re- 
ceived any  radiotherapy.  A fairly  large  number  of 
cases  of  acute  leukemia  in  patients  with  Hodgkin’s 
disease  treated  with  multiple  chemotherapeutic 
agents  have  been  reported  by  the  same  authors.24 
Greenspan  and  Tung25  observed  3 cases  of  acute 
myeloid  leukemia  in  a group  of  14  patients  surviving 
five  years  or  more  after  control  of  Stage  III  ovarian 
cancer.  Landaw21  mentions  occasional  cases  of  acute 
leukemia  in  patients  treated  with  cytotoxic  drugs  for 
nonmalignant  diseases. 

Comment 

The  question  of  a causal  relationship  between 
treatment  and  the  development  of  acute  leukemia  is 
raised  by  this  description  of  a typical  case  of  poly- 
cythemia vera,  terminating  in  acute  myeloblastic 
leukemia.  The  patient’s  clinical  course  was  rela- 
tively uncomplicated  for  the  first  eight  years  of  her 
disease,  requiring  relatively  low  doses  of  busulfan  for 
control.  She  developed  increasing  problems  with  her 
disease  over  the  year-and-a-half  that  she  was  under 
my  care.  She  required  high  doses,  up  to  6 mg.  per 
day,  of  busulfan  as  well  as  occasional  phlebotomies 
for  the  control  of  her  disease.  The  terminal  events 
were  preceded  by  a febrile  illness  with  a marked 
change  of  the  hematologic  picture.  The  develop- 
ment of  acute  blastic  crisis  was  confirmed  by  bone- 
marrow  aspiration  as  well  as  numerous  peripheral 
counts. 

The  diagnosis  of  acute  myelomonoblastic  leukemia 
in  this  patient  was  based  on  morphologic  observa- 
tions which  developed  in  a matter  of  days.  The 
presence  of  a small  number  of  blasts  in  the  peripheral 
blood  or  bone  marrow  is  not  sufficient  to  establish 
clearly  a diagnosis  of  acute  blastic  leukemia  in  a pa- 
tient with  a myeloproliferative  disorder.26  Occa- 
sional blasts  may  be  seen  in  patients  with  polycy- 
themia; they  are  common  in  patients  with  chronic 
myelogenous  leukemia.  In  most  cases  the  number 
of  blasts  is  small,  representing  less  than  5 percent  of 
the  total  leukocyte  count,  and  changes  little  over  a 
period  of  months  or  years.  On  occasion,  patients 
with  polycythemia  vera  will  enter  a burnt-out  stage 
of  their  disease,  with  a predominantly  myelofibrotic 
picture  complicated  by  hypersplenism  from  a very 
large  spleen.  If  splenectomy  is  performed  in  such 
patients,  a rather  marked  increase  in  the  total  white 
count  as  well  as  an  increase  in  immature  white  cells 
may  be  seen.  In  our  patient  the  total  white  blood 
count  had  varied  only  in  a relatively  narrow  range 
over  a period  of  10  years.  Numerous  personal  ob- 
servations of  her  peripheral  count  failed  to  reveal  any 
blasts.  Significantly,  a count  taken  two  weeks  prior 
to  her  terminal  hospitalization  revealed  no  change 
in  the  total  number  of  white  cells  present  or  the  dis- 


tribution of  white  cells.  The  presence  of  20  percent 
blasts  in  the  peripheral  blood  on  the  day  of  admission 
as  well  as  a fall  in  the  previously  elevated  platelet 
count  were  therefore  thought  to  be  highly  signifi- 
cant. 

To  determine  the  possibility  that  acute  leukemia 
develops  as  a natural  progression  of  polycythemia 
vera  as  part  of  the  myeloproliferative  syndrome,  one 
would  require  observation  of  a number  of  untreated 
patients.  This  is  not  possible,  since  the  life  expec- 
tancy in  untreated  polycythemia  vera  is  short,19’20’27 
while  treated  patients  may  expect  to  live  10  to  15 
years.28  With  the  obvious  benefit  of  treatment  one 
cannot  justify  withholding  treatment  in  any  patient. 
The  life  expectancy  of  patients  treated  with  32P  or 
with  phlebotomies  plus  chemotherapy  is  about 
equal.5-27 

Treatment  of  the  acute  blastic  transformation  in 
the  myeloproliferative  disorders  has  notoriously  been 
unsuccessful.  The  response  to  chemotherapy  in 
these  patients  is  much  poorer  than  in  patients  who 
present  with  primary  acute  myeloblastic  leukemia. 
Only  recently  have  limited  successes  been  reported 
with  the  use  of  some  of  the  newer  chemotherapeutic 
agents.  Neu,  Shuman,  and  Brown  in  197529  reported 
one  such  patient  who  developed  acute  myelomo- 
noblastic leukemia  after  chlorambucil  treatment. 
The  patient  entered  a remission  after  treatment  with 
cytosine  arabinoside  and  thioguanine,  but  returned 
to  her  polycythemic  stage.  She  relapsed  within  a 
year  and  expired. 

Most  of  the  responses  to  treatment  have  been  in 
patients  who  were  stabilized  prior  to  chemotherapy 
with  adequate  renal  functions,  hepatic  function, 
control  of  hyperuricemia,  and  control  of  infection. 
Unfortunately,  we  were  unahle  to  control  this  pa- 
tient's septic  course  even  with  massive  doses  of  an- 
tibiotics as  well  as  other  supportive  measures,  and  she 
expired  before  any  form  of  chemotherapy  could  have 
been  tried. 

Conclusion 

Modern  methods  of  treatment  have  resulted  in  an 
increased  life  expectancy  and  improved  quality  of  life 
for  patients  with  polycythemia  vera.  Undoubtedly 
there  has  been  an  increase  of  acute  leukemia  in  pa- 
tients with  polycythemia  vera,  particularly  in  pa- 
tients treated  with  :,2P,  suggesting  a causal  rela- 
tionship between  treatment  and  terminal  acute 
leukemia.  However,  the  occasional  occurrence  of 
this  same  complication  in  patients  untreated  or 
treated  with  phlebotomies  alone  would  lead  one  to 
believe  that  acute  leukemia  may  be  a nat  ural  devel- 
opment in  many  patients  with  polycythemia  if  they 
live  long  enough.  The  possibility  of  a causal  rela- 
tionship between  busulfan  therapy  and  the  terminal 
development  of  acute  leukemia  cannot  be  dis- 
missed. 

Hopefully,  prospective  cooperative  studies,  such 
as  the  one  undertaken  by  the  PVSG,  will  ultimately 
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resolve  some  of  these  difficult  questions  and  help  the 
physician  in  choosing  the  right  and  most  effective 
treatment  for  the  patient  with  polycythemia  vera. 

.'S.'i.'S  Plandome  Hoad 
Manhasset,  New  York  1 1030 
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•Jakoh  disease  have  been  transmitted  to  a variety  of  lower 
animals.  The  period  between  inoculation  and  onset  of 
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Chronic  Brain  disease,  an  overview.  Am.  -J.  Psychiat.  135: 
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Post-Tonsillectomy 
Anaerobic  Septicemia 

NERI  J.  HOLZER,  M.D. 

The  Bronx,  New  York 

From  the  Department  of  Otorhinolaryngology,  Albert  Einstein 
College  of  Medicine 

This  is  a report  on  a ten-vear-old  girl  who  developed 
septicemia  secondary  to  a Peptostreptococcus  ana- 
erobius  organism  following  routine  tonsillectomy. 
This  complication  is  rare  and  should  he  suspected  in 
patients  who  develop  a prolonged  postoperative  fe- 
brile illness.  A search  through  the  world  literature 
showed  no  reference  to  such  a complication. 

Case  report 

The  patient,  a 10-year-old  girl,  was  admitted  in 
May,  1976,  to  the  otorhinolaryngology  service  at 
Bronx  Municipal  Hospital  for  elective  tonsillec- 
tomy. 

The  patient  was  successfully  treated  for  a right 
peritonsillar  abscess  with  intravenous  antibiotics 
eight  weeks  earlier  at  another  institution.  She  had 
a three-year  history  of  recurrent  tonsillitis,  and  cer- 
vical lymphadenopathy.  At  the  time  of  this  admis- 
sion she  was  asymptomatic. 

Past  medical  and  surgical  history  was  negative. 

On  admission  her  temperature  was  37°  C.;  vital 
signs  w'ere  normal.  Physical  examination  was  nor- 
mal except  for  bilateral  shotty  anterior  cervical 
lymphadenopathy.  The  tonsils  were  not  enlarged 
or  erythematous,  and  the  pharynx  appeared  nor- 
mal. 

The  patient  underwent  an  uneventful  tonsillec- 
tomy. On  the  first  postoperative  day  she  developed 
a fever  of  40°  C.  Physical  examination  was  unre- 
markable, and  chest  x-ray  films  and  urinalysis  re- 
vealed normal  results.  Over  the  next  five  days  she 
continued  to  spike  regularly  to  39°  to  40°  C.  Blood 
cultures  were  drawn  on  the  third,  fourth,  fifth,  and 
seventh  postoperative  days.  The  culture  media  used 
were  for  aerobic  organisms  (TrypSoy  broth)  and  for 
anaerobic  organisms  (thioglycolate  medium). 

On  the  sixth  postoperative  day  the  patient  was 
started  empirically  on  9 Gm.  of  ampicillin,  and  9 Gm. 
of  methicillin  daily.  Spiking  fevers  continued  for 
another  two  days,  whereupon,  in  view  of  negative 
aerobic  blood  cultures,  the  ampicillin  dose  was  raised 
to  12  Gm.  daily,  and  the  methicillin  was  discontin- 
ued. 

She  became  afebrile  on  the  tenth  postoperative 
day  and  remained  so.  Blood  cultures  taken  on  the 
third,  fourth,  fifth,  and  seventh  days,  were  all  positive 
for  P.  anaerobinus.  Interestingly  her  antistrep- 
tolysin titers  were  consistently  elevated  from  1:853 
to  1:1,250. 

The  patient  was  discharged  after  a 10-day  course 
of  intravenous  ampicillin.  She  has  been  followed  in 


our  clinic,  and  has  returned  to  a normal  state  of 
health. 

Comment 

It  has  been  estimated  that  16  percent  of  patients 
who  undergo  tonsillectomy  develop  postoperative 
fever  of  38°  to  39°  C.1,2  Efforts  to  culture  offending 
bacteria  or  viruses  from  the  bloodstream  have  in- 
variably been  unsuccessful.1  The  role  of  dehydration 
in  the  etiology  has  been  debated  with  conflicting 
evidence.1’’  The  roles  of  pyrogens  and  anesthesia 
have  also  remained  unresolved. 

In  10  percent  of  these  patients  the  fever  can  he 
attributed  to  a distant  site  of  metastatic  infection, 
such  as  otitis  media,  sinusitis,  or  pulmonary  infec- 
tion.- 

Isofort 1 reports  64  patients  with  brain  abscesses, 
of  whom  6 developed  the  abscess  after  tonsillectomy. 
Cavernous  sinus  thrombosis,  meningitis,  and  Can- 
dida empyema  are  other  rare  complications  of  ton- 
sillectomy.5,6 

This  may  be  the  first  report  in  the  English  litera- 
ture of  documented  septicemia  following  tonsillec- 
tomy, and  the  first  report  of  an  anaerobic  septice- 
mia. 

The  offending  organism  in  this  patient,  Pepto- 
streptococcus, is  an  obligate  anaerobic  coccus  which 
is  part  of  the  normal  flora  of  the  mouth  and  throat.7 
It  has  been  shown  that  70  percent  of  normal  throat 
and  48  percent  of  normal  tonsillar  cultures  will  yield 
the  gram-positive  P.  anaerobius.H 

There  is  a strong  possibility  that  the  septicemia 
that  afllicted  this  patient  was  due  to  seeding  into  the 
blood  stream  of  these  normal  members  of  the  oral 
flora  at  time  of  surgery. 

It  is  apparent  from  this  case  report  that  patients 
who  develop  a febrile  illness  after  tonsillectomy 
should  be  carefully  evaluated  for  possible  sites  of 
distant  infection.  The  possibility  of  septicemia 
should  be  suspected,  and  routine  blood  cultures  for 
aerobic  and  anaerobic  organisms  should  be  ob- 
tained. 

Department  of  Otorhinolaryngology 
Albert  Einstein  College  of  Medicine 
1300  Morris  Park  Avenue 
The  Bronx,  N.Y.  10461 
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Myoglobinemia  and  myoglobinuria  occur  in 
acute  polymyositis.  Although  a variety  of  mvoglo- 
binuric  states  are  complicated  by  acute  renal  failure, 
this  association  with  myositis  is  rare.1'8  We  wish 
here  to  describe  a patient  with  polymyositis  in  whom 
myoglobinemia  and  myoglobinuria  were  complicated 
hv  transient  acute  renal  failure.  To  our  knowledge, 
this  is  the  first  reported  case  of  polymyositis  and 
acute  renal  failure  studied  by  both  renal  biopsy  and 
quantitative  assessment  of  myoglobin. 

Case  report 

A 33-year-old  black  woman  was  admitted  to  the 
City  Hospital  Center  at  Elmhurst  because  of  proxi- 
mal muscle  weakness  of  three-weeks’  duration.  Six 
weeks  previously  she  had  been  given  ampicillin  and 
an  antihistamine  preparat  ion  for  a dry  cough.  Four 
weeks  prior  to  admission,  she  had  developed  pain  in 
the  small  joints  of  both  hands  and  later  swelling  and 
limitation  of  motion  in  these  joints  as  well  as  in  the 
ankles,  knees,  elbows,  and  shoulders.  Her  temper- 
ature rose  to  102°  F.  orally  almost  daily  without 
chills.  Two  weeks  later,  weakness  of  the  proximal 
muscles  of  the  extremities  began  and  progressed  so 
that,  when  seen,  she  was  unable  to  rise  from  a lying 
or  sitting  position  without  help. 

Her  past  medical  history  revealed  an  uncompli- 
cated obstetric  delivery  nine  months  prior  to  her 
admission  and  surgical  removal  of  rectal  hemorrhoids 
two  years  previously.  There  was  no  history  of 
rheumatic  or  renal  diseases,  and  the  pat  ient  denied 


drug  or  alcohol  abuse.  Oral  contraceptives  were  used 
for  the  last  three  years.  The  family  history  was  un- 
remarkable. 

On  physical  examination,  blood  pressure  was 
120/80  mm.  Hg,  temperature  99°  F.,  pulse  76  per 
minute,  and  respiration  16  per  minute.  There  were 
no  skin  lesions,  rash,  or  lymphadenopathy,  and 
conditions  of  the  eyes,  ears,  nose,  and  throat  were 
unremarkable  except  for  a single  red  papular  lesion, 
1 .5  mm.  in  diameter,  on  the  hard  palate.  Examina- 
tion of  the  chest,  heart,  and  abdomen  disclosed 
nothing  abnormal.  There  was  tenderness  to  palpa- 
tion, with  marked  weakness  of  the  proximal  muscles 
of  all  extremities.  Deep-tendon  reflexes  were  sym- 
metrically active.  The  patient  was  unable  to  sit  or 
stand  up  from  a prone  position  without  help.  Ex- 
amination of  the  peripheral  joints  revealed  no 
swelling  or  limitation  of  motion. 

Hemoglobin  was  10.7  Cm.  per  100  ml.,  the  he- 
matocrit 35,  the  white  cell  count  13,200  per  milliliter 
(92  percent  segmented  neutrophils,  2 percent  bands, 
6 percent  lymphocytes).  Erythrocyte  sedimentation 
rate  (Westergren)  was  1 15  mm.  at  one  hour.  Blood 
urea  nitrogen  was  61  mg.  per  100  ml.,  creatinine  3.8 
mg.  per  100  ml.,  potassium  4.4  mEq.  per  liter,  sodium 
133  mEq.  per  liter,  chlorine  107  mEq.  per  liter,  car- 
bon dioxide  content  15  millimoles  per  liter,  calcium 
7.8  mg.  per  100  ml.,  phosphorus  5.5  mg.  per  100  ml., 
and  uric  acid  1 1.8  mg.  per  100  ml.  Findings  for  glu- 
cose, cholesterol,  bilirubin,  alkaline  phosphatase, 
amylase,  third  thoracic  resin  uptake,  fourth  thoracic 
serum  level,  serum  electrophoresis,  and  immuno- 
electrophoresis  were  all  normal.  Ant  ithyroid  anti- 
bodies were  absent  . Lactic  acid  dehydrogenase  was 
765  mil.  per  milliliter  (normal  90  to  200),  SGOT 
(serum  glutamic  oxaloacetic  transaminase)  greater 
than  750  mU.  per  milliliter  ( 10  to  50),  SGPT  (serum 
glutamic  pyruvic  transaminase)  141  I.U.  (0  to  20), 
creatinine  phosphokinase  greater  than  300  sigmoid 
units  per  milliliter  (0  to  12),  and  aldolase  146  mU.  per 
milliliter  (1.2  to  7.6). 

The  color  of  the  urine  was  brownish;  it  showed  a 
3-plus  reaction  for  both  blood  and  protein.  The 
24-hour  urine  contained  0.7  Gm.  of  protein.  The 
urinary  sediment  revealed  20  to  30  red  blood  cells  and 
40  to  50  white  blood  cells  per  high-power  field,  few 
granular  casts,  and  few  bacteria.  Urinary  sodium 
content  was  52,  potassium  29,  and  chlorine  41  mEq. 
per  liter,  and  the  osmolality  was  266  osmoles  per 
kilogram.  The  ammonium  sulfate  precipitation  test 
findings  for  urinary  myoglobin  were  normal,  as  were 
findings  of  a chest  x-ray  film  and  electrocardiogram. 
A plain  abdominal  film  showed  normal-size  kidneys 
and  radiopaque  stones  in  the  gallbladder.  Sym- 
metrical opacification  of  the  collecting  systems  was 
found  without  renal  mass,  nor  was  there  any  evidence 
of  obstruction  on  nephrotomographic  examination. 
Blood  cultures  were  negative  for  bacteria,  antinuclear 
antibodies  were  absent,  and  no  lupus  erythematosus 
cells  were  found.  Throat  cultures  were  negative  for 
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beta-hemolytic  streptococci,  the  antistreptolysin  titer 
was  40  Todd  units,  and  the  serum  C3  complement 
was  185  mg.  per  100  ml.  (120  to  185).  The  VDRL  test 
findings  were  normal,  and  the  latex  fixation  test 
findings  weakly  reactive.  The  patient’s  hospital 
course  was  characterized  by  a rapid  recovery  from 
renal  failure  that  started  five  days  after  admission 
when  the  blood  urea  nitrogen  level  was  at  its  maxi- 
mum of  1 12  mg.  per  100  ml.  Treatment  with  pred- 
nisone (60  mg.  per  day)  was  begun  two  days  after 
admission.  Urine  volumes  averaged  1,500  to  2,000 
ml.  during  the  period  of  recovery.  Minimal  volume 
was  620  ml.  on  the  second  hospital  day.  Moderate 
ankle  edema  developed  that  persisted  throughout  the 
period  of  hospitalization.  A specific  immunoassay 
was  performed  by  Kagen,4  on  two  occasions  8 and  10 
days  after  admission,  and  revealed  the  presence  of 
myoglobinemia,  30  and  10  micrograms  per  milliliter 
respectively.  Myoglobin  was  also  demonstrable  in 
the  urine  sample  tested  10  days  after  admission,  at 
an  amount  of  25  micrograms  per  milliliter. 

Electromyography  showed  increased  insert ional 
activity  at  rest  in  the  form  of  showers  and  fibrillations 
and  positive  sharp  waves,  easily  obtainable  inter- 
ference, narrow  motor  units  with  low  amplitude,  and 
complete  interference  pattern  on  maximal  volition, 
findings  felt  to  be  compatible  with  acute  polymyo- 
sitis. Seven  days  after  admission  a muscle  biopsy 
obtained  from  the  right  quadriceps  muscle  showed 
isolated  fiber  atrophy  and  changes  of  perimysial 
proliferation.  A renal  biopsy  was  performed  15  days 
after  admission,  when  the  blood  urea  nitrogen  was 
17  mg.  per  100  ml.,  the  creatinine  0.9  mg.  per  100  ml., 
the  proteinuria  0.7  Gm.  per  24  hours.  Light  mi- 
croscopy revealed  mild  mesangial  widening  and  mild 
increase  in  mesangial  cells  (Fig.  1).  The  tubules 
showed  mild  focal  vacuolization  and  one  hyaline  cast. 
Immunofluorescence  studies  of  the  glomeruli  were 
negative  for  immunoglobulin  A,  G,  and  M and  for 
complement. 

Some  four  weeks  after  admission,  the  patient’s 
muscle  strength  had  improved,  and  muscular  ten- 
derness had  disappeared.  Seven  weeks  after  ad- 
mission, creatinine  phosphokinase  was  121  sigmoid 
units  per  milliliter,  lactic  acid  dehydrogenase  680 
mU.  per  milliliter,  SGOT  253  mU.  per  milliliter, 
SGPT  90  I.U.,  and  the  proteinuria  had  decreased  to 
100  to  300  mg.  per  24  hours.  Six  months  after  dis- 
charge, the  patient  had  completely  regained  mus- 
cular strength  and  was  fully  active. 

Comment 

Nontraumatic  rhabdomyolysis  has  been  found  to 
be  the  cause  of  acute  renal  failure  in  up  to  five  to 
seven  percent  of  all  cases  of  acute  renal  failure  and 
is  most  commonly  encountered  in  patients  with  a 
history  of  overdose  of  heroin  or  alcohol.1,2  Its  clinical 
manifestations  have  been  emphasized  in  two  recent 
reviews.1,2  A disproportionate  rise  in  serum  creati- 
nine concentration,  as  compared  with  serum  urea 


FIGURE  1 Renal  biopsy  showing  representative  glomerulus 
with  mild  mesangial  widening  and  increase  in  mesangial  cells 
(periodic  acid,  Schiff  stain,  original  magnification  X 330). 


nitrogen  concentration,  profound  hyperuricemia,  and 
transient  hypercalcemia  developing  during  the  di- 
uretic phase,  are  its  most  prominent  features. 

Renal  failure  has  been  recognized  rarely  in  patients 
with  polymyositis.  Although  immunologic  mecha- 
nisms of  renal  injury  associated  with  lymphocyte 
dysfunction  have  recently  been  postulated,  renal 
damage  is  generally  considered  to  be  related  to  my- 
oglobinuria.8 We  were  able  to  find  only  a few  case 
reports  of  patients  with  well-documented  polymy- 
ositis and  acute  renal  failure.  Walton  and  Adams5 
described  two  patients  with  polymyositis  who  died 
early  in  the  course  of  their  disease  in  acute  renal 
failure.  Examination  of  the  kidneys  at  autopsy  re- 
vealed findings  believed  to  be  compatible  with  acute 
tubular  necrosis.  Kagen5  studied  23  patients  with 
dermato-  and  polymyositis  for  the  occurrence  of 
myoglobin  in  urine  and  serum  by  means  of  a specific, 
quantitative  immunologic  assay.3  Myoglobin  was 
demonstrated  in  the  serum  or  urine  of  12  patients  in 
concentrations  of  0.005  to  3.280  mg.  per  milliliter. 
No  relation  to  age  or  sex  was  found,  but  myoglo- 
binuria appeared  to  be  more  common  in  patients 
with  dermatomyositis  than  with  polymyositis.  In  5 
out  of  the  23  patients  with  documented  myoglo- 
binemia, myoglobin  was  not  detectable  in  the  urine. 
In  two  of  the  patients,  myoglobinemia  persisted  for 
approximately  six  weeks  along  with  little  or  no  re- 
sponse to  therapy.  These  two  patients  developed 
transient  acute  renal  failure;  anatomic  studies  were 
not  done.  In  1972,  Kessler,  Weinberger,  and  Ros- 
enfeld5  described  a woman  with  dermatomyositis 
who  died  of  respiratory  failure  two  months  after  re- 
covery from  renal  failure.  Urinary  myoglobin  was 
detected  by  spectrophotometry.  Renal  biopsy  two 
months  before  her  death  demonstrated  acute  tubular 
necrosis  with  myoglobin  casts  and  “virtually  normal” 
glomeruli.  At  autopsy,  the  kidneys  appeared  nor- 
mal. In  another  patient  with  dermatomyositis  re- 
ported by  Skrabal,  Balogh,  and  Dittrich,7  renal  fail- 
ure occurred  three  weeks  after  onset  of  muscle 
weakness.  Myoglobinuria  was  found  by  paper 
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TABLE  I.  Review  of  the  literature:  myositis  and  ARF  (acute  renal  failure) 


Author 

Diagnosis 

Age 

(Sex) 

Outcome 

BUN 
(mg.  per 
100  ml.) 

Proteinuria 

Method 

Determination 

Myoglobin 

Pathologic  Findings  in 
Kidneys  (A  or  B) 

Walton 

and 

Adams5 

P 

27  (F) 

Death  from  ARF 

200 

Not  done 

Pyknotic  nuclei  tubular 
epithelium 

Walton 

and 

Adams5 

P 

47  (F) 

Death  from  ARF 
and  respiratory 
failure 

Not  done 

Tubular  cells  with  mitotic  figures 
“material  believed  to  be 
myohemoglobin”  in  collecting 
tubules  (both  A) 

Kagen3 

D 

47  (F) 

Transient  ARF 
with  recovery 

141 

3 plus 

Immunodiffusion 

(quantitative) 

No  biopsy 

Kagen3 

D 

47  (M)  Transient  ARF 
with  recovery 

Serum  and  urine 

No  biopsy 

Kessler  et 
al.6 

D 

30(F) 

Transient  ARF, 
death  from 
respiratory 
failure 

88 

1.12  Gm.  per  24 
hours 

Spectrophotometry  Degenerative  and  necrotic 
(qualitative)  tubular  changes.  Myoglobin 

urine  casts.  Glomeruli  “virtually 

normal"  (B) 

Skrabal  et 
al.7 

D 

27  (F) 

Transient  ARF 
with  recovery 

110 

2 plus 

Paper 

chromatography 

(qualitative) 

urine 

No  biopsy 

Johnson8 

P 

Present 

Generalized  mild  segmental 
increase  in  mesangial  cells  and 
matrix.  Immunofluorescence 
negative  (B) 

This  report 

P 

33(F) 

Transient  ARF 
with  recovery 

112 

0.7  Gm.  per  24 
hours 

Immunodiffusion 
(quantitative) 
Serum  and  urine 

Mild  mesangial  widening  with 
mild  increase  in  mesangial 
cells.  Immunofluorescence 
negative  (B) 

P = polymyositis;  D = dermatomyositis;  A = autopsy;  B = biopsy. 


chromatography.  The  patient’s  renal  function  re- 
turned to  normal  after  a short  course  of  hemodialysis, 
and  renal  biopsy  was  not  performed.”  Johnson  et  al. 
in  19758  reported  two  patients  with  renal  biopsy 
findings  described  as  “glomerulonephritis  associated 
with  myoglobinuria.” 

One  patient  had  polymyositis  with  proteinuria  and 
hemegranular  casts  in  the  urinary  sediment.  The 
renal  tissue  in  this  patient  was  very  similar  to  the 
patient  in  this  report  and  consisted  of  a generalized 
mild  segmental  increase  in  mesangial  cells  and  ma- 
trix.9 The  second  patient  developed  acute  renal 
failure  with  similar  biopsy  findings  following  recur- 
rent grand-mal  seizures.  In  both  patients,  renal 
failure  was  transient  (Table  I). 

The  pathogenesis  of  myoglobinuric  acute  renal 
failure  remains  controversial.  Traditional  theories 
have  advocated  mechanical  blockage  of  renal  tubules 
by  precipitated  pigment  in  the  presence  of  predis- 
posing factors  such  as  renal  ischemia,  acidosis,  and 
dehydration.10-12  In  more  recent  years,  renal  mi- 
cropuncture studies  have  shown  that  myoglobinuric 
acute  renal  failure  reflects  mainly  a failure  of  glo- 
merular filtration.  The  marked  depression  of  fil- 
tration is  generally  attributed  to  altered  intrarenal 
blood  flow  secondary  to  changes  in  cortical  vascular 
resistance. 1:1,14  In  our  patient,  evidence  for  other 
factors  affecting  renal  function  along  with  myoglo- 
binuria was  lacking.  Renal  biopsy  performed  while 
the  patient  had  active  myositis  and  proteinuria 
shortly  after  recovery  from  renal  failure  revealed 


primarily  glomerular  changes  of  increased  mesangial 
matrix  and  cells.  Tubular  and  interstitial  changes 
which  might  be  expected  following  acute  tubular 
necrosis  were  almost  completely  absent.  Although 
the  glomerular  changes  seen  in  our  patient  were 
rather  mild,  it  is  of  interest  that  they  have  been  ob- 
served as  well  in  two  other  patients  with  myoglo- 
binuria and  acute  renal  failure.8 

Myoglobin  and/or  other  products  of  muscular 
breakdown  may  lead,  perhaps  preferentially  in  the 
setting  of  acute  polymyositis,  to  glomerular  damage 
and  renal  failure.  More  supporting  data,  however, 
are  needed  to  establish  an  etiologic  relationship. 
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Association. 

Total  deaths  showed  no  association  with  coffee  usage  in 
Evans  County,  Georgia,  says  Siegfried  Heyden,  M.D.,  of 
Duke  University  Medical  Center,  Durham,  N.C.,  and  col- 
leagues. 

Deaths  from  coronary  heart  disease  showed  no  statisti- 
cally significant  difference  between  high  and  low  coffee 
consumers,  Dr.  Heyden  reports. 
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“In  an  area  that  has  been  designated  as  the  ‘Stroke  Belt,’ 
neither  coronary  heart  disease  nor  stroke  death  rates  seem 
related  to  coffee-drinking  habits.” 

In  an  accompanying  editorial,  Samuel  Vaisrub,  M.D., 
a senior  editor  of  the  Journal  of  the  American  Medical 
Association  declares: 

“Medicine’s  accusing  finger,  habitually  wagging  at  life’s 
pleasures,  has  not  bypassed  the  coffee  cup.  These  reas- 
suring statistics  will  cheer  the  coffee  drinker  as  well  as  the 
abstainer.  After  all,  coffee  is  no  ordinary  drink.  It  is  a way 
of  life.  Where,  indeed,  would  modern  society  be  without 
the  coffee  shop,  the  coffee  house,  and  the  congenial  coffee 
klatch?  And  how  would  our  workaday  world  fare  without 
the  coffee  break?” 
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In  1975,  Derosena,  Koss,  and  Pirani,1  using  elec- 
tron microscopy,  demonstrated  the  presence  of  am- 
yloid fibrils  in  the  urine  of  a patient  with  renal  am- 
yloidosis. Similar  findings  were  reported  by 
Neale.2 

Studies  performed  on  our  patient,  a heroin  addict 
with  renal  amyloidosis,  confirm  the  diagnostic  value 
of  electron  microscopic  demonstration  of  amyloid  in 
urine  in  this  disease. 

Case  report 

A 36-year-old  black  man  was  admitted  to  the 
Hospital  for  Joint  Diseases  and  Medical  Center  on 
December  26,  1975,  with  generalized  edema.  The 
symptoms  began  with  swelling  of  the  right  hand, 
which  extended  throughout  the  entire  body  during 
the  following  week.  Three  days  before  admission, 
he  complained  of  dysphagia  and  swelling  of  the  neck. 
He  had  been  a heroin  addict  for  20  years,  a “skin- 
popper”  for  4 to  5 years,  and  had  been  in  a metha- 
done program  (70  mg.  per  day)  during  the  previous 
two  months.  He  had  had  frequent,  recurrent  skin 
infections  for  five  years,  largely  involving  the  right 
forearm.  Three  years  before,  he  had  suffered  severe 


burns  of  both  hands.  Ten  weeks  prior  to  admission, 
he  had  been  hospitalized  elsewhere  for  cellulitis  and 
lymphangitis  of  the  entire  right  arm.  At  that  time, 
4-plus  albuminuria  was  noted. 

He  gave  no  history  of  tuberculosis,  diabetes  mel- 
litus,  rheumatoid  arthritis,  syphilis,  and  cardiovas- 
cular or  hepatic  disease. 

Physical  examination  revealed  a blood  pressure  of 
140/70  mm.  Hg,  respiratory  rate  of  18  per  minute, 
pulse  rate  of  60  per  minute  and  regular,  and  a fever 
of  98°  F.  Generalized  anasarca  and  lymphedema  of 
all  extremities  were  present.  There  were  multiple 
skin  “tracks,”  and  several  small,  infected  ulcers  on 
all  extremities.  The  remainder  of  the  physical  ex- 
amination was  unremarkable. 

His  hemoglobin  was  10.4  Gm.  per  deciliter  and  the 
hematocrit  30;  the  erythrocytes  were  normocytic  and 
normochromic.  The  white  blood-cell  count  was 
7,300  per  cubic  millimeter,  with  a normal  differential 
count.  The  platelet  count  was  within  normal  limits. 
The  patient  refused  to  permit  bone-marrow  bi- 
opsy. 

Urinalysis  showed  specific  gravity  of  1.020  with 
4-plus  proteinuria,  a white-blood-cell  count  of  5 to 
7,  a red  blood-cell  count  of  10  to  12,  and  a few  gran- 
ular casts.  Glucose  and  acetone  were  absent.  Blood 
urea  nitrogen  was  22,  calcium  7,  phosphorus  3.9,  and 
cholesterol  275  mg.  per  deciliter.  Total  serum  pro- 
tein was  5.5  and  albumin  1 .5  Gm.  per  deciliter.  The 
renal  creatinine  clearance  was  54  ml.  per  minute. 
Urinary  protein  excretion  was  16.2  Gm.  per  day. 
Bence  Jones  protein  was  absent.  VDRL  was  non- 
reactive,  the  serum  complement  was  normal.  The 
LE  (lupus  erythematosus)  cell  test  findings  were 
negative.  Quantitative  immunoglobulin  estimation 
and  immunoelectrophoresis  of  the  serum  showed  an 
increased  level  of  Ig  (immunoglobulin)  M (1,100  mg. 
per  deciliter)  and  of  IgG  (2,300  mg.  per  deciliter). 
The  ratio  of  kappa  to  lambda  light  chains  in  the 
samples  studied  was  normal.  No  Bence  Jones  pro- 
tein was  found  in  the  serum.  IgG,  IgA,  and  IgM  were 
present  in  the  urine,  and  the  ratio  of  kappa  to  lambda 
light  chains  was  normal.  Purified  protein  derivative 
(PPD)  skin  test  findings  were  strongly  positive. 
Serum  was  positive  for  hepatitis  B surface  antigen. 
Antinuclear  antibodies  in  the  serum  (titer  1:40)  were 
present;  antismooth-muscle  antibodies  tested  were 
weakly  positive.  Urine  cultures  were  persistently 
negative  for  bacteria.  Culture  of  the  leg  ulcers 
yielded  Staphylococcus  aureus  and  beta  hemolytic 
streptococcus,  group  A.  The  findings  on  electro- 
cardiogram and  x-ray  films  of  the  chest,  lungs, 
abdomen,  bones  and  skull,  and  intravenous  pyelo- 
gram  were  normal. 

Initially,  the  patient  was  treated  with  a low-salt, 
high-protein  diet  and  furosemide,  40  mg.  daily. 
Shortly  thereafter,  this  was  changed  to  furosemide 
and  spironolactone  (Aldactone)  on  alternate  days. 
Urinary  output  ranged  from  1,500  to  3,000  ml.  per 
day.  His  body  weight  decreased  from  195  to  170 
pounds.  However,  alt  hough  the  generalized  edema 
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FIGURE  1 . Glomerulus  with  extensive  deposits  of  amyloid 
material  (hematoxylin  and  eosin  stain,  original  magnification 
X320). 


gradually  subsided,  lymphedema  of  the  upper  ex- 
tremities persisted.  Proteinuria  fell  from  16.2  to  9 
Gm.  per  day.  Serum  albumin  increased  from  1.5  to 
2 Gm.  per  deciliter.  As  the  edema  lessened,  the  liver 
span  was  found  to  be  16.5  cm.,  and  the  edge  was 
palpable  4 cm.  below  the  costal  margin.  A percuta- 
neous renal  biopsy  revealed  amyloidosis.  The  pa- 
tient was  discharged  considerably  improved. 

Methods  and  material 

The  renal  biopsy  sample  was  divided  into  three 
portions,  for  light,  electron,  and  immunofluorescent 
microscopy,  using  conventional  techniques.  The 
urine  was  processed  for  amyloid  determination  ac- 
cording to  Derosena,  Koss,  and  Pirani1;  250  ml.  of 
urine  were  centrifuged  at  10,000  times  gravity  for  one 
hour.  The  sediment  was  fixed  in  3 percent  glutar- 
aldehvde  and  processed  for  electron  microscopy. 
Sections  of  urinary  sediment  were  stained  with 
crystal  violet  and  thioflavine,  respectively,  and 


viewed  by  light  microscopy.  Paraffin  sections  of 
kidney  were  stained  with  hematoxylin  and  eosin  and 
with  crystal  violet.  Cryostat  sections  of  kidney  bi- 
opsy specimens  were  incubated  with  fluoresceinated 
antisera  to  human  IgG,  IgM,  IgA,  and  beta  1C,  and 
viewed  by  fluorescence  microscopy. 

Results 

On  microscopic  examination,  most  glomeruli 
contained  acidophilic  material  with  partial  obliter- 
ation of  the  capillaries  (Fig.  1);  this  material  was 
metachromatic  when  stained  with  crystal  violet. 
Metachromatic  material  was  also  present  in  the  in- 
terstitial spaces  and  in  the  walls  of  the  small  arteries. 
Immunofluorescence  studies  showed  granular  or 
globular  deposits  on  the  glomeruli  consisting  of  IgG 
or  IgM  (“lumpy”  appearance  of  glomerular  tufts) 
(Fig.  2). 

Electron  micrographs  of  the  kidney  demonstrated 
the  presence  of  fine  fibrils  in  the  mesangial  matrix 
and  glomerular  basement  membrane  which  con- 
formed to  the  morphologic  findings  of  amvloid  (Fig. 
3A). 

Sections  of  the  urinary  sediment  examined  with 
the  electron  microscope  demonstrated  the  presence 
of  delicate  fibrils,  the  f indings  of  which  were  similar 
to  those  observed  in  the  kidney  (Fig.  3R).  Amyloid 
could  not  be  discerned  in  urine  sediment  sections  on 
light  microscopy. 

Comment 

Using  electron  microscopy,  we  were  able  to  dem- 
onstrate amyloid  fibrils  in  the  urinary  sediment  of  a 
patient  with  proved  renal  amyloidosis.  This  tech- 
nique promises  to  be  of  great  value  in  the  diagnosis 
of  renal  amyloidosis.  It  is  relatively  simple,  and  can 
be  employed  either  as  a screening  test,  or  when,  for 
any  reason,  renal  biopsy  is  contraindicated.  How- 
ever, amyloid  could  not  be  demonstrated  in  urinary 
sediment  by  light  microscopy  using  conventional 
staining. 


FIGURE  2.  Glomerulus  stain.  (A)  With  fluorescein-labeled  antihuman  IgG.  (B)  With  fluorescein-labeled  antihuman  IgM. 
(Original  magnification  X400) 
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FIGURE  3.  Electron  micrographic  findings  showing  amyloid  fibrils.  (A)  In  the  kidney.  (B)  In  the  urinary  sediment.  (Original 
magnification  X38.000) 


Our  patient  had  biopsy-proved  renal  amyloidosis 
and  anemia.  However,  there  was  no  M component 
in  serum  or  urine,  and  no  free  light  chains  were  found. 
There  was  no  evidence  of  the  overt  bony  changes 
often  seen  in  plasma-cell  dyscrasia.  However,  since 
bone-marrow  biopsy  was  not  obtained  then,  amy- 
loidosis associated  with  plasma-cell  dyscrasia,  al- 
though unlikely,  cannot  be  completely  dismissed. 

Our  patient,  similar  to  the  one  described  by  Der- 
osena,  Koss,  and  Pirani,1  had  had  a long  history  of 
heroin  usage  and  frequent  infections.  In  recent 
years,  the  nephropathy  associated  with  heroin  ad- 
diction has  received  increasing  attention, 1,3-9  but  its 
mechanism  and  pathogenesis  are  not  understood. 
Sterile  morphine  sulfate  injection  in  rats  produces 
renal  lesions  limited  to  nonglomerular  areas.10 
However,  heroin  is  usually  administered  in  impure 
mixtures  containing  bacterial  and  chemical  con- 
taminants that  may  be  responsible  for  immunologi- 
cally  induced  or  other  types  of  injury.  Viral  infec- 
tion, and  especially  hepatitis  B surface  antigen  an- 
tigenemia,  is  viewed  by  some  as  contributing  to  the 
renal  lesions.11-13  Our  patient  had  hepatitis  B sur- 
face antigen  antigenemia  and  glomerular  deposition 
of  IgM,  the  globulin  fraction  known  to  contain  anti- 
body to  hepatitis  B virus. 

Those  factors  that  produce  renal  disease  in  heroin 
addicts  may  also  contribute  to  amyloid  deposition; 
however,  amyloidosis  in  heroin  addicts  is  rare.  The 
incidence  of  this  condition  may  be  related  to  the 


length  of  exposure  and  the  purity  of  the  drug. 
Chronic  infections,  known  to  be  forerunners  of  sec- 
ondary amyloidosis,  merit  special  consideration. 
Many  addicts,  including  our  patient,  exhibit  long- 
standing local  infection. 

Recent  experiments  in  murine  amyloidosis  suggest 
that  the  immune  mechanisms  may  play  an  important 
role  in  pathogenesis  of  the  disease.  Marked  dimi- 
nution of  T-cell  numbers  and  function  has  been 
found  in  amyloid  mice.14,15  Of  great  interest  are 
preliminary  experiments  of  Scheinberg,  Goldstein, 
and  Cathcart,16  indicating  that  thymosin,  a hormone 
isolated  from  bovine  thymus,  not  only  prevents  ca- 
sein-induced murine  amyloidosis,  but  that  it  also 
reduces  the  severity  of  the  disease. 

We  feel  that  amyloidosis  should  be  sought  in  all 
heroin-associated  nephropathies.  The  more  easily 
demonstrated  findings  on  electron  microscopy  of 
urinary  sediment  may  permit  diagnosis  before  the 
distinct  clinical  picture  of  the  nephrotic  syndrome 
appears,  not  only  in  heroin-associated  nephropathy, 
but  in  other  cases  where  it  may  be  anticipated. 
However,  additional  studies  are  needed  to  ascertain 
the  specificity  of  these  electron  microscopical  find- 
ings in  the  urinary  sediment. 
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Diagnosis  and  treatment 
of  nongonococcal  urethritis 

Treatment  of  chlamydial  urethritis  can  be  highly  ef- 
fective. Success  implies  eradication  of  chlamydiae  and 
reversal  of  signs  of  urethritis;  that  is,  absence  of  leukocytes 
in  urine  and  urethral  scrapings.  Partners  must  be  treated 
along  with  the  patient.  That  about  70  percent  of  female 
partners  of  patients  have  chlamydial  infection  of  the  cervix 
is  generally  agreed.  Studies  have  shown  reinfection;  delay 
in  treating  these  women  may  lead  to  reinfection  of  the 
patient  terminating  a short  course  of  therapy  while  the 
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consort  is  just  starting  and  still  potentially  infective.  That 
is  one  of  the  reasons  for  a full  21 -day  course  of  tetracycline, 
even  though  some  studies  have  shown  a seven-day  course 
adequate  in  the  male.  It  may  not  be  as  effective  in  females. 
Failure  to  treat  nongonococcal  urethritis  as  a venereal 
disease  is  a major  reason  for  its  reputation  for  difficulty. 
In  this  connection,  the  author  suggests  discouraging  the 
use  of  the  term  “nonspecific”  urethritis;  currently  it  is 
known  that  chlamydiae  are  a major  cause,  that  the  disease 
is  sexually  transmitted,  and  that  it  can  be  treated. 
Schachter,  J.:  Chlamvdial  infections.  Pt.  2,  New  England 
J.  Med.  298:  490  (Mar.  2)  1978. 
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As  the  national  rates  of  perinatal  mortality  and 
morbidity  continue  to  fall,  rare  causes  of  perinatal 
asphyxia  assume  increased  relative  importance.1 

Vasa  previa,  a rare  cause  of  third-trimester 
bleeding,  is  associated  with  very  high  perinatal 
mortality  and  morbidity  rates,  thus  contributing 
disproportionately  to  perinatal  loss.  Two  cases  of 
vasa  previa,  diagnosed  and  managed  at  the  Nassau 
County  Medical  Center,  are  the  subject  of  this  re- 
port. 

Case  reports 

Case  1.  A 24-year-old,  black,  gravida  2,  para  1, 
with  a normal  prenatal  course,  was  admitted  in  labor 
at  term  with  a history  of  moderate  vaginal  bleeding 
before  admission.  The  baseline  fetal  heart  rate  was 
found  to  be  84  heats  per  minute.  Abruptio  placenta 
was  suspected.  Under  double  setup,  the  cervix  was 
found  4 cm.  dilated  and  50  percent  effaced.  No 
placenta  was  present.  Membranes  which  were  intact 
were  ruptured  so  as  to  allow  direct  fetal  monitoring 
while  preparations  for  cesarean  section  were  in 
progress.  The  fetal  heart  was  noted  to  be  40  beats 
per  minute.  An  immediate  cesarean  section  resulted 
in  the  birth  of  a neonate  with  an  Apgar  score  of  0 at 
one  and  1 at  five  minutes,  with  neonatal  demise  20 
minutes  later.  Examination  of  the  placenta  showed 
a velamentous  insertion  of  the  cord  with  the  area  of 


FIGURE  1.  Velamentous  insertion  of  cord  with  amniotic 
membranes  showing  torn  fetal  vessels. 


FIGURE  2.  Pushing  efforts  with  fully  dilated  cervix  and 
vertex  at  plus-3  station.  Severe  variable  decelerations  seen. 
Immediate  delivery  of  newborn  by  low  forceps. 


membrane  rupture  involving  and  tearing  several  fetal 
vessels  at  the  margin  of  the  placenta  (Fig.  1). 

Case  2.  A 21-year-old,  black,  para  0,  was  being 
followed  for  being  past  her  delivery  time  at  42  weeks. 
Result  of  oxytocin  challenge  test  was  negative,  and 
on  amnioscopy  no  meconium  or  any  other  abnor- 
mality of  the  membranes  could  be  observed.  At  42V2 
weeks,  the  patient  was  admitted  in  active  labor  and 
rapidly  progressed  with  intact  membranes  to  a rim 
and  plus-1  station.  At  this  point  membranes  were 
ruptured  and  meconium-stained  amniotic  fluid 
noted.  No  bleeding  was  seen.  Severe  variable  de- 
celerations were  recorded  (Fig.  2).  At  this  time,  the 
cervix  was  fully  dilated,  the  vertex  was  at  plus-3 
station,  and  a low  forceps  delivery,  under  general 
anesthesia,  was  performed.  The  neonate  had  an 
Apgar  score  of  1 at  one  minute  and  2 at  five  minutes. 
A velamentous  insertion  of  the  umbilical  cord  was 
found.  A tear  of  the  placental  attachment  of  the 
vessels  at  the  site  of  membrane  rupture  had  been 
observed  on  placental  examination  (Fig.  3).  The 
neonate  was  resuscitated  with  suction,  intratracheal 
tubation,  and  positive  pressure  ventilation,  intra- 
venous sodium  bicarbonate,  and  30  cc.  of  packed 
cells.  At  10  minutes  after  birth  the  Apgar  score  had 
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FIGURE  3.  Velamentous  insertion  of  cord  with  spontaneous 
rupture  at  placental  end. 


improved  to  a score  of  8.  Generalized  seizure  activity 
was  noted  in  the  first  two  weeks  of  life  with  electro- 
encephalogram showing  abnormal,  independent, 
slow  waves,  with  periodic  spike  activity.  At  six 
weeks,  and  then  again  at  three  months,  motor  and 
mental  development  was  noted  to  he  retarded. 

Comments 

Of  1,234  live  hirths  in  1976  at  the  Nassau  County 
Medical  Center,  8 perinatal  deaths  with  a birth 
weight  exceeding  2,500  Gm.  were  observed.  Case  1, 
therefore,  represents  one-eighth  of  this  group.  Case 
2 represents  severe  morbidity,  and  would,  in  all 
likelihood,  have  succumbed  in  the  intrapartum  or 
immediate  neonatal  period  if  emergency  delivery  and 
vigorous  resuscitation  had  not  been  applied.  The  use 
of  electronic  fetal  heart  rate  monitoring  has  played 
an  important  role  in  the  intrapartum  diagnosis  of 
fetal  asphyxia  and  has  helped  reduce  intrapartum 
and  neonatal  loss.2  The  two  cases  presented  here 
were  identified  relatively  early  by  the  severe  changes 
in  fetal  heart  rate  pattern,  yet  the  outcome  was 
poor. 

The  rupture  of  a major  fetal  vessel  that  occurs  with 
vasa  previa  may  exsanguinate  the  fetus  rapidly  and 
allow  little  time  for  action.  Neither  one  of  the  cases 
presented  here  had  a correct  diagnosis  made  prior  to 
the  postpartum  examination  of  the  placenta.  Most 
authors  agree  that  this  is  an  extremely  difficult  di- 
agnosis to  make.  Quek  and  Tan3  have  reported, 
however,  antepartum  diagnosis  in  five  of  their  seven 
cases.  Before  membrane  rupture,  diagnosis  is  made 
by  palpation  of  velamentous  vessels  as  thickened 
ridges  in  the  membranes  at  the  time  of  vaginal  ex- 
amination, or  direct  visualization  of  these  through 
the  amnioscope.  Amnioscopy  was  used  in  Case  2, 
hut  no  vessels  were  seen.  This  could  be  owing  to 
inexperience  at  recognizing  fetal  vessels  within  the 
membranes,  compression  of  the  vessels  with  the 
amnioscope,  or  examination  of  a limited  area  of 
membranes  seen  through  the  1-cm.  amnioscope.  It 
has  been  stressed  by  Saling4  that  the  amnioscope 
should  be  swept  to  the  limits  of  the  field  in  making 


an  accurate  differentiation  between  meconium- 
stained  or  clear  amniotic  fluid.  The  likelihood  of 
seeing  fetal  vessels  would  also  increase  if  this  point 
of  technique  were  observed.  After  rupture  of 
membranes,  if  fetal  heart  irregularities  in  the  pres- 
ence of  vaginal  bleeding  are  noted,  vasa  previa  should 
be  suspected.6  The  type  of  fetal  heart  irregularity 
most  likely  to  be  seen  is  severe  variable  decelerations 
secondary  to  interference  with  umbilical  blood  flow 
(Case  2).  The  diagnosis  is  confirmed  by  determining 
the  origin  of  blood  to  be  fetal  by  the  Apt  (fetal  he- 
moglobin) test.  This,  however,  is  rarely  performed, 
and  it  is  suggested  that  reagents  for  the  Apt  test  be 
kept  in  every  labor  delivery  suite  for  immediate 
bedside  use  in  all  cases  of  third-trimester  bleeding. 

Management  consists  of  prompt  delivery  once 
diagnosis  is  made.  Before  rupture  of  membranes 
and  trauma  to  fetal  vessels,  cesarean  section  is  the 
proper  mode  of  delivery.  If  the  diagnosis  is  made 
after  rupture  of  membranes  and  prompt  atraumatic 
vaginal  delivery  is  not  feasible,  cesarean  section 
should  be  performed.6  A team  of  neonatal  experts 
should  be  on  hand,  fully  prepared  to  treat  neonatal 
hemorrhagic  shock  and  asphyxia. 

In  conclusion,  overall  diminution  in  intrapartum 
perinatal  morbidity  and  mortality  rates  has  brought 
to  significance  unusual  causes  of  perinatal  asphyxia 
such  as  vasa  previa.  The  diagnosis  can  only  be  made 
if  the  condition  is  kept  in  mind  as  an  incidental 
finding  during  amnioscopy,  when  severe  variable 
decelerations  are  seen  with  descent  of  the  presenting 
part,  or  ominous  fetal  heart  rate  changes  are  seen  at 
the  time  of  membrane  rupture,  especially  in  the 
presence  of  vaginal  bleeding.  An  Apt  test  would 
quickly  confirm  the  diagnosis,  and  prompt  delivery 
by  the  route  least  likely  to  further  traumatize  fetal 
vessels  is  indicated. 

Summary 

Two  cases  of  vasa  previa  occurring  within  a year 
are  described.  The  disastrous  perinatal  outcome  of 
these  cases  prompted  a brief  literature  review  to 
implement  early  intrapartum  recognition  and  man- 
agement. 

Perinatal  Medicine 
Nassau  County  Medical  Center 
2201  Hempstead  Turnpike 
East  Meadow,  N.Y.  11554 
(DR.  N.  TEJAND 
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The  Fifth  Pathway-Supervised  Clinical  Clerk- 
ship Program  serves  as  one  of  the  major  means  for 
Americans  who  have  studied  medicine  abroad  to 
enter  the  mainstream  of  American  medicine.  There 
is  considerable  controversy  about  the  quality  and 
performance  of  the  foreign  medical  graduate.  A 
recent  study  reports  that  the  performance  of  grad- 
uates of  foreign  medical  schools  on  the  1975  and  1976 
certification  examinations  of  the  American  Board  of 
Internal  Medicine  was  much  lower  than  that  of 
graduates  of  U.S.  medical  schools.1  U.S.  citizens  who 
studied  medicine  abroad  performed  no  better  than 
alien  graduates  from  medical  schools.  There  are  few 
hard  data  about  Americans  studying  medicine 
abroad  since  little  has  been  published  about  the  ef- 
ficacy and  results  of  Fifth  Pathway  programs.  This 
article  describes  six  years’  experience  with  a com- 
bined F'ifth  Pathway-Supervised  Clinical  Clerkship 
program  which  has  graduated  140  students  to  date. 
We  believe  that  carefully  selected,  highly  motivated 
students  receiving  an  intense  closely  supervised  ac- 
ademic experience,  both  clinical  and  didactic,  can 

* This  study  was  supported  in  part  by  a grant  from  research 
fund  3-711  from  the  Long  Island  Jewish-Hillside  Medical 
Center. 


perform  equally  well  with  their  American  counter- 
parts who  studied  in  United  States  or  Canadian 
medical  schools. 

A “Supervised  Clinical  Clerkship”  is  a program 
which  enables  U.S.  citizens  who  obtain  their  medical 
school  training  in  such  countries  as  Italy,  Belgium, 
Mexico,  and  the  Philippines  to  substitute  an  aca- 
demic year  of  clinical  training  under  the  supervision 
of  a U.S.  medical  school  in  lieu  of  completing  their 
final  year  of  clinical  training  and  their  licensure  re- 
quirements in  a foreign  country  from  which  they 
received  their  medical  diplomas.  Participants  in 
such  programs  have  completed  the  full  curriculum 
and  hold  a full  medical  degree  from  the  foreign 
schools. 

A “Fifth  Pathway”  is  a medical  training  program 
offered  under  the  aegis  of  the  American  Medical 
Association  Council  of  Medical  Education  to  Amer- 
icans studying  medicine  in  Mexico  who  complete  a 
basic  didactic  course  of  medicine.  This  program 
substitutes  for  a required  period  of  social  service  that 
is  a basic  element  in  awarding  a full  medical  degree 
in  that  country.  The  semantic  difference  between 
the  Supervised  Clinical  Clerkship  and  the  Fifth 
Pathway  has  recently  been  emphasized.2 

Americans  studying  medicine  abroad  should  not 
be  confused  with  foreign  medical  graduates,  who  are 
nationals  of  foreign  countries  and  who  now  comprise 
about  22  percent  of  all  the  physicians  in  the  United 
States.2 

Description  of  program 

In  1971,  under  the  auspices  of  the  State  University 
of  New  York  School  of  Medicine  at  Stony  Brook,  the 
Long  Island  Jewish-Hillside  Medical  Center,  and  the 
Catholic  Medical  Center  at  their  Queens  Hospital 
Center  Affiliations  began  a year-long  program  of 
supervised  clinical  education  and  training  with  seven 
students  who  were  attending  medical  school  in  Bo- 
logna and  Rome,  Italy.  The  main  goal  behind  this 
undertaking  was  to  enhance  the  preparation  for  in- 
ternship and  residency  positions  in  the  United  States 
for  American  citizens  studying  medicine  abroad. 
This  goal  has  remained  the  major  purpose  behind  the 
continuation  of  the  program,4  and  the  class  size  has 
increased  to  its  present  40. 

The  selection  process  for  prospective  candidates 
for  our  Supervised  Clinical  Clerkship  program  in- 
cludes an  assessment  of  intellectual  abilities, 
knowledge,  motivation,  and  personal  qualities.  The 
college  and  medical  school  records  are  reviewed,  as 
are  the  MCAT  (Medical  College  Admission  Test), 
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TABLE  !.  Applicants  for  supervised  clinical  clerkship 
program 


Year 

Number  of 
Inquiries 

Number  of 
Completed 
Applications 

Number  of 
Acceptances 

1971  to  1972 

18 

12 

7 

1972  to  1973 

117 

64 

15 

1973  to  1974 

225 

109 

20 

1974  to  1975 

336 

152 

29 

1975  to  1976 

444 

179 

38 

1976  to  1977 

375 

153 

31 

Totals 

1,515 

669 

140 

ECFMG  (Educational  Council  for  Foreign  Medical 
Graduates),  and  National  Board  Part  1 scores.  At 
least  two  letters  of  recommendation  from  physicians 
who  have  directly  supervised  the  applicants  are  re- 
quired, as  is  a personal  interview.  The  admissions 
committee  includes  two  students  of  the  incumbent 
class  and  six  senior  faculty  members.  During  the 
six-year  period  1971  to  1977,  1,515  inquiries  were 
received  concerning  our  Supervised  Clinical  Clerk- 
ship program;  669  completed  applications  were  re- 
ceived, and  approximately  one  fifth  of  the  applicants 
were  accepted  into  the  program  (Table  I). 

The  program  curriculum  emphasizes  education  in 
clinical  theory  and  practice  and  is  supplemented  with 
a core  lecture  series  on  the  pathophysiology  of  dis- 
ease. In  the  supervised  clinical  experience,  the 
student  gradually  assumes  increased  responsibility 
for  patient  evaluation,  diagnosis,  and  treatment. 
The  10-month  program  begins  with  a six-day  inten- 
sive “Introduction  to  the  Patient”  course,  where 
medical  history-taking  and  physical  examination 
skills  are  reviewed.  There  are  obligatory  clinical 
clerkships  in  the  major  disciplines  including  internal 
medicine  for  12  weeks,  general  surgery  for  8 weeks, 
obstetrics  and  gynecology  for  4 weeks,  pediatrics  for 
4 weeks,  and  psychiatry  for  4 weeks.  The  general 
medicine  clerkship  includes  a rotation  through  an 
affiliated  geriatric  center  and  the  medical  intensive 
care  unit,  and  the  general  surgery  clerkship  includes 
assignment  to  the  emergency  room.  Four  to  eight 
weeks  are  available  for  elective  clinical  clerkships  in 
any  of  the  major  disciplines  or  subspecialties.  The 
final  four  weeks  are  for  vacation  and  interviews  for 
postgraduate  positions. 

Throughout  the  academic  year  of  the  Supervised 
Clinical  Clerkship  program,  a lecture  course  in  the 
pathophysiology  of  disease  is  provided.  These  lec- 
tures, totaling  112  hours,  are  intended  to  review  the 
basic  pathophysiology  of  disease  processes  and  to 
supplement  the  students’  knowledge  in  these  areas. 
Monthly  written  evaluations  of  each  student  are 
performed  by  the  clinical  service  to  which  the  student 
is  assigned  for  that  month.  Conversely,  the  students 
submit  monthly  written  evaluations  of  the  clerkship 
rotations  they  have  completed. 

Since  1974,  the  NBME  (National  Board  of  Medical 
Examiners)  Test,  Part  II,  or  its  equivalent,  has  been 


TABLE  II.  Slate  of  residence  of  applicants  to 
supervised  clinical  clerkship  program 


State 

Number  of 
Students 

California 

9 

Connecticut 

1 

Florida 

1 

Georgia 

3 

Illinois 

3 

Maine 

1 

Minnesota 

1 

New  Hampshire 

1 

New  .Jersey 

12 

New  York 

87 

North  Dakota 

1 

Ohio 

3 

Pennsylvania 

4 

Rhode  Island 

2 

Texas 

2 

Virginia 

1 

Washington 

1 

Wisconsin 

2 

Puerto  Rico 

1 

Unknown 

i 

Total 

140 

TABLE  III.  Grade  point  averages  of  supervised  clinical 
clerks 

Year 

Number  of 
Students  in 
Program 

Number  of 
Candidates 
Whose  GPA* 
is 

Available 

Mean  GPA 
± SDf 

1971  to  1972 

7 

5 

2.87  ± 0.12 

1972  to  1973 

15 

14 

2.82  ± 0.28 

1973  to  1974 

20 

20 

2.62  ± 0.31 

1974  to  1975 

29 

28 

2.69  ± 0.40 

1975  to  1976 

38 

38 

2.67  ± 0.36 

1976  to  1977 

31 

31 

2.76  ± 0.36 

Totals 

140 

136 

2.72  ± 0.33 

1 Grade  point  average. 
1 Standard  deviation. 


administered  to  our  students  at  the  beginning  and 
at  the  end  of  the  program  as  one  method  of  assessing 
the  effectiveness  of  the  educational  experience. 

Background  of  supervised 
clinical  clerks 

Between  1971  and  1977,  140  students  completed 
our  Supervised  Clinical  Clerkship  program.  Ten 
were  women  and  130  were  men;  4 were  from  minori- 
ties underrepresented  in  medicine.  The  mean  age 
of  the  students  when  entering  the  program  was  27.5 
years;  87  students  were  residents  of  New  York  State 
(Table  II). 

Undergraduate  medical  education.  Seventy- 
three  of  the  140  students  attended  undergraduate 
colleges  in  New  York  State,  mostly  in  the  New  York 
City  area.  New  Jersey,  Pennsylvania,  California, 
and  Ohio  accounted  for  the  colleges  of  another  29 
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TABLE  IV.  Medical  college  admission  test  scores  of  supervised  clinical  clerks 


Year 

Number  of 
Candidates 
Whose  MCAT 
Scores  are 
Available 

Verbal 
Ability 
Mean 
± SD 

Quantitative 

Ability 

Mean 

± sn 

General 
Information 
Mean 
± SD 

Science 
Mean 
± SD 

1971  to  1972 

2 

450  ± 191 

515  ± 14 

535  ± 42 

410  ±35 

1972  to  1973 

13 

490  ± 103 

486  ± 71 

533  ± 91 

460  ± 85 

1973  to  1974 

16 

464  ± 91 

514  ± 64 

513  ± 77 

482  ± 95 

1974  to  1975 

25 

51 1 ± 78 

539  ± 67 

553  ± 67 

501  ± 96 

1975  to  1976 

35 

523  ± 80 

534  ± 66 

548  ± 75 

516  ± 71 

1976  to  1977 

30 

513  ± 82 

530  ± 90 

532  ± 74 

518  ±77 

Totals 

121 

505  ± 85 

526  ± 72 

539  ± 75 

501  ± 82 

TABLE  V.  Medical  schools  attended  by  supervised 
clinical  clerks 


Country 

Number  of 
Students 

Medical  School 

Number  of 
Students 

Austria 

2 

University  of 
Vienna 

2 

Belgium 

17 

University  of 
Brussels; 
University  of 
Liege; 

University  of 
Louvain 

13;  2;  2 

France 

4 

University  of 
Marseille; 
University  of 
Montpellier; 
University  of 
Paris 

1;  2;  1 

Italy 

14 

University  of 
Bologna; 
University  of 
Rome 

13;  1 

Mexico 

101 

Llniversity  of 
Guadalajara; 
Llniversity  of 
Mexico; 
University  of 
Michoacana; 
University  of 
Nuevo  Leon 

98;  1;  1;  1 

Philippines 

2 

Far  Eastern 
Llniversity; 
University  of 
Santo  Tomas 

l;  1 

Total 

140 

students.  The  remaining  38  students  attended 
various  colleges  in  19  other  states  and  the  District  of 
Columbia. 

Grade  point  average.  The  grade  point  averages 
on  a scale  of  4.0  of  136  of  the  140  supervised  clinical 
clerks  in  each  of  the  past  six  years  are  indicated  in 
Table  III.  The  means  ranged  between  2.62  plus  or 
minus  0.31  and  2.87  plus  or  minus  0.12  with  an  overall 
mean  of  2.72  plus  or  minus  0.33. 

MCAT  scores.  MCAT  scores  were  available  for 
121  of  the  140  students  and  are  listed  in  Table  IV. 
The  mean  score  for  verbal  ability  was  505  plus  or 
minus  85,  which  is  slightly  below  the  fiftieth  per- 
centile for  all  examinees  for  the  years  indicated/’ 


TABLE  VI.  ECFMG  scores  of  supervised  clinical  clerks 


Year 

Number 

of 

Candidates 

Number 

Passed 

Number  Mean  Score 
Failed  ± SD 

1971  to  1972 

7 

7 

0 

79  ± 5.3 

1972  to  1973 

15 

14 

1 

76  ± 2.3 

1973  to  1974 

19 

15 

4 

75  ± 4.1 

1974  to  1975 

29 

25 

4 

77  ± 3.9 

1975  to  1976 

38 

37 

1 

77  ± 2.2 

1976  to  1977 

31 

30 

1 

77  ± 1.9 

Totals 

139 

127 (91 
percent) 

12 

77  ± 2.4 

TABLE  VII. 

Results  of  National  Intern  Resident 
Matching  Program 

Year 

Number  of 
Candidates 

Matched 

Did  Not 
Match 

1971  to  1972 

7 

7 

0 

1972  to  1973 

15 

13 

2 

1973  to  1974 

20 

17 

3 

1974  to  1975 

29 

28 

1 

1975  to  1976 

38 

36 

2 

1976  to  1977 

30 

28 

2 

Totals 

139 

129  (92  percent) 

10 

The  mean  score  for  quantitative  ability  was  526  plus 
or  minus  72,  which  is  also  slightly  below  the  fiftieth 
percentile.  The  mean  score  for  general  information 
of  539  plus  or  minus  75  is  slightly  above  the  fiftieth 
percentile,  and  the  mean  science  score  of  501  plus  or 
minus  82  is  slightly  below  the  fiftieth  percentile. 

Medical  school  attended.  The  vast  majority  of 
the  students,  98  out  of  1 40  or  70  percent,  have  studied 
at  a single  medical  school  in  Mexico,  the  Autonomous 
University  of  Guadalajara  (Table  V);  17  students 
went  to  Belgium  for  their  medical  school  education, 
14  to  Italy,  4 to  France,  and  2 each  to  Austria  and  the 
Philippines.  This  distribution  generally  parallels 
the  distribution  of  all  U.S.  citizens  studying  medicine 
abroad,  that  is,  the  vast  majority  attend  medical 
schools  in  Mexico,  Italy,  Spain,  and  Belgium.6 

ECFMG  examination.  ECFMG  scores  are 
available  for  139  of  the  140  students.  The  mean 
ECF'MG  score  for  the  139  students  was  77  plus  or 
minus  2.4  (Table  VI).  Passing  score  on  the  ECFMG 
is  75.  This  passing  rate  of  91  percent,  or  1 27  of  1 39 
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TABLE  VIII.  Hospitals  where  internships  were  obtained  by  supervised  clinical  clerks 


Year 

University 

Hospital 

Major 

Teaching 

Affiliate 

Minor 

Teaching 

Affiliate 

No 

University 

Affiliation 

Totals 

1971  to  1972 

0 

4 

3 

0 

7 

1972  to  1973 

2 

12 

1 

0 

15 

1973  to  1974 

1 

17 

2 

0 

20 

1974  to  1975 

4 

23 

2 

0 

29 

1975  to  1976 

7 

30 

1 

0 

38 

1976  to  1977 

JL 

19 

1 

2 

30 

Totals 

22 

105 

10 

2 

139 

TABLE  IX.  Medical  specialties  chosen  by  supervised  clinical  clerks 

Specialty 

Obstet- 

rics 

and 

Anesthe-  Family  Mcdi-  Gynecol-Ophthal-  Ortho-  Pathol-  Pediat-  Psychi- Kadiol-  Sur-  Urol- 


Year 

siology 

Practice 

cine 

ogy 

mology 

pedics 

«g> 

rics 

atry 

ogy 

gery 

ogy 

Totals 

1971  to 

0 

0 

4 

0 

0 

1 

0 

1 

0 

0 

0 

0 

6 

1972 
1972  to 

0 

0 

7 

2 

1 

1 

l 

2 

0 

0 

0 

1 

15 

1973 
1973  to 

0 

1 

7 

5 

2 

0 

0 

3 

0 

0 

2 

0 

20 

1974 
1974  to 

1 

1 

13 

1 

0 

2 

0 

2 

2 

1 

5 

1 

29 

1975 
1 975  to 

0 

2 

16 

4 

0 

0 

0 

4 

4 

2 

4 

2 

38 

1976 
1976  to 

1 

8 

11 

4 

1 

1 

0 

1 

0 

1 

4 

0 

32 

1977 











_ 

— 

— 

— 

— 

Totals 

2 

12 

58 

16 

4 

5 

1 

13 

6 

4 

15 

4 

140 

students,  is  far  superior  to  the  performance  of  all 
candidates  who  are  citizens  of  the  United  States  at 
the  time  of  entry  into  a medical  school  outside  of  the 
United  States  or  Canada,  only  35.7  percent  of  whom, 
for  example,  passed  the  January,  1974,  ECFMG  ex- 
amination.6 Only  12  of  the  139  students  failed  to 
pass  the  ECFMG  examination  on  their  first  at- 
tempt. 

Graduate  medical  education.  All  but  1 of  the 
140  students  entered  the  N1RMP  (National  Intern 
and  Resident  Matching  Program);  129  students,  or 
92  percent,  matched  initially  (Table  VII).  This 
figure  compares  favorably  with  medical  students 
from  U.S.  schools  and  is  far  superior  to  the  matching 
achieved  by  foreign  nationals  attending  foreign 
medical  schools.'  The  10  students  who  did  not 
match  initially  were  subsequently  placed  in  vacancies 
in  NIRMP  participating  hospitals.  One  student 
elected  to  return  to  Mexico  to  fulfill  his  social  service 
obligation. 

Internships  were  acquired  in  university  or  uni- 
versity-affiliated teaching  hospitals  by  127  of  the  139 
students,  or  91  percent  (Table  V 1 1 1 ) ; 92  of  the  139 
students,  that  is,  66  percent,  interned  (Post-Grad- 
uate Year-1)  in  New  York  State.  Of  the  remaining 
47  students,  7 chose  internships  in  Ohio;  5 chose 
Pennsylvania;  New  Jersey,  Florida,  and  Rhode  Island 


TABLE  X.  National  Board  Examination,  Part  I,  Scores 
of  Supervised  Clinical  Clerks 


Number  of 
Year  Candidates 

Number 

Passed 

Number 

Failed 

Mean 
Score 
± SD 

1975  to  1976  23 

14 

9 

398  ± 69 

1976  to  1977  12 

7 

5 

385  ± 58 

Totals  35 

21 

14 

394  ± 65 

were  chosen  by  4 students  each;  Connecticut,  Mas- 
sachusetts, Hawaii,  California,  and  Louisiana  were 
chosen  by  3 students  each;  Illinois,  Michigan,  and  the 
District  of  Columbia  were  chosen  by  2 students  each; 
and  Delaware  and  Texas  were  chosen  by  1 student 
each. 

The  distribution  of  residencies  in  terms  of  geo- 
graphic location  and  type  of  hospital  is  similar  to  the 
internships  described  previously.  The  medical 
specialties  chosen  by  the  Supervised  Clinical  Clerk- 
ship-Fifth Pathway  students  are  indicated  in  Table 
IX.  There  is  a trend  toward  our  students’  entering 
careers  in  the  primary  care  specialties  of  family 
practice,  internal  medicine,  and  pediatrics,  with  83 
of  140  or  59  percent  selecting  such  careers.  Only  a 
small  fraction  of  these  students  will  enter  surgery  and 
the  surgical  subspecialties. 
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TABLE  XI.  National  Board  Examination,  Part  II, 
administered  before  and  after  completion  of  supervised 
clinical  clerkship  (mean  scores  ± SD) 


Year  and 
Measurement 

Medicine 

Surgery 

1974  to  1975 

Before 

328  ± 88 

341  ± 98 

After 

400  ± 146 

420  ± 110 

p value 

<0.03 

<0.01 

1975  to  1976 

Before 

346  ± 78 

348  ± 89 

After 

426  ± 57 

397  ± 95 

p value 

<0.0001 

<0.03 

TABLE  XII.  FLEX  scores  of  supervised  clinical  clerks 


Year 

Number 

of 

Candidates 

Number 

Passed 

Number 

Failed 

Mean 
Score 
± SD 

1971  to  1972 

5 

5 

0 

78  ± 3.9 

1972  to  1973 

12 

12 

0 

77  ± 2.1 

1973  to  1974 

10 

7 

3 

76  ± 1.5 

1974  to  1975 

9 

9 

0 

82  ± 1.2 

1975  to  1976 

20 

19 

1 

80  ± 3.3 

1976  to  1977 

22 

17 

5 

77  ± 3.7 

Totals 

78 

69  (88 
percent) 

9 

78  ± 2.4 

MEDICINE  SURGERY  MEDICINE  SURGERY 


CLASS  OF  CLASS  OF 

1974  - 1975  1975  - 1976 

FIGURE  1.  National  Board  Examination,  Part  II,  administered 
before  and  after  the  completion  of  supervised  clinical 
clerkship  (mean  scores  ± SD). 


NBME.  During  the  past  two  years,  35  students 
have  taken  Part  I of  the  NBME  test  prior  to  enroll- 
ment in  the  program,  in  addition  to  the  ECFMG 
examination  (Table  X);  21  of  the  35,  or  60  percent, 
passed  the  test.  This  figure  is  similar  to  the  57  per- 
cent of  U.S.  citizens  attending  foreign  medical 
schools  who  passed  the  NBME  examination  in  1975 
as  reported  by  the  Association  of  American  Medical 
Colleges.8 

As  part  of  our  Supervised  Clinical  Clerkship  pro- 
gram, since  1974,  Part  II  of  theNBME  examination 
or  its  equivalent  has  been  administered  to  all  the 
students  at  the  beginning  and  again  at  the  end  of  the 
program.  There  has  been  no  special  preparation  of 
the  students  for  the  examination,  and  the  pre-  and 
post-tests  were  identical,  hut  the  students  were  not 
informed  of  this  in  advance.  A marked  improvement 
in  individual  and  mean  scores  was  consistently  noted 
every  year  and  in  all  disciplines  tested.  Figure  1 and 
Table  XI  illustrate  the  pre-  and  postscores  for  the 
medicine  and  surgery  examinations  for  the  1974- 
1975  and  1975-1976  classes.  The  differences  are 
statistically  significant.  Similar  hut  less  dramatic 


improvement  was  observed  in  the  pediatrics,  psy- 
chiatry, obstetrics/gynecology,  and  preventive 
medicine/public  health  examinations. 

FLEX  (Federated  Licensing  Examination). 
The  FLEX  licensing  examination  given  by  the  Fed- 
eration of  State  Medical  Boards  is  standard  and  ac- 
cepted nationwide.  One  sixth  of  the  grade  on  the 
three-day  examination  is  derived  from  basic  science 
subjects,  one  third  from  clinical  science  subjects,  and 
one  half  from  the  area  of  clinical  competence.9  A 
grade  of  75  in  this  FLEX-weighted  average  is  ac- 
cepted as  passing  by  most  states  for  licensing  pur- 
poses. To  our  knowledge,  69  of  78  of  our  students 
who  have  so  far  taken  the  FLEX  passed  on  their  first 
attempt  (Table  XII).  The  data  are  incomplete,  since 
many  students  have  not  yet  taken  the  examination 
or  may  have  failed  but  not  reported  the  results  to 
us. 

Comment 

In  recent  years,  foreign  medical  graduates  have 
become  a source  of  controversy  within  the  growing 
general  debate  about  medical  manpower,  in  terms  of 
both  numbers  and  distribution,  in  the  United  States. 
The  performance  of  foreign  medical  graduates  has 
been  considerably  lower  than  that  expected  of 
graduates  of  United  States  or  Canadian  medical 
schools  on  a wide  variety  of  medical  examinations.1 
Recent  legislation  by  the  U.S.  Congress  signed  into 
law  by  the  President  will  greatly  reduce  the  flow  of 
foreign  medical  graduates  who  are  nationals  of  for- 
eign countries. 

The  same  legislation,  the  HPEAA  (Health  Pro- 
fessions Educational  Assistance  Act)  of  1976,  also 
encourages  transfer  of  Americans  studying  medicine 
abroad  hack  to  U.S.  medical  schools  via  the  CO- 
TRANS  program  for  their  clinical  training  by  re- 
quiring U.S.  medical  schools  that  desire  to  receive 
capitation  assistance  under  the  HPEAA  to  admit  an 
undetermined  number  of  such  Americans  who  have 
successfully  completed  two  years  of  study  in  a foreign 
medical  school  and  passed  Part  I of  the  NBME  ex- 
amination. At  the  American  Association  of  Medical 
Colleges  meeting  in  San  Francisco  in  November, 
1976,  a resolution  was  unanimously  adopted  on  this 
provision  “deploring  the  intrusion  into  academic 
prerogat  ives  of  the  university.” 


778  New  York  State  Journal  of  Medicine/April  1979 


Aside  from  generalized  resistance  to  the  govern- 
ment’s interference  in  medical  school  admissions  and 
academic  prerogatives,  it  is  claimed  hy  some  that 
U.S.  citizens  studying  medicine  abroad  fail  to  meet 
the  standards  necessary  for  admission  to  U.S.  med- 
ical schools.10  This  opinion  is  disputed  by  oth- 
ers,11-12 who  claim  that  these  students,  although  fully 
qualified,  failed  to  gain  admission  to  a U.S.  medical 
school.  A recent  Bureau  of  Health  Manpower  study 
found  that  one  half  of  the  U.S.  foreign  medical  stu- 
dents originally  denied  admission  to  U.S.  medical 
schools  passed  Bart  I of  the  National  Board  of 
Medical  Examiners  test  after  participating  in  the 
COTRANS  program  in  1975.”  However,  the  typical 
successful  COTRANS  examinee  had  a total  score  14 
points  below  the  U.S.  mean  of  503. 

Are  all  Americans  studying  medicine  abroad  aca- 
demically inferior  to  U.S.  medical  students?  Are 
their  qualifications  for  admission  to  a U.S.  medical 
school  inadequate?  Or  are  some  qualified  hut  de- 
nied admission  to  a U.S.  medical  school  because  of 
an  insufficient  number  of  positions  available?  Is  the 
recently  reported  inferior  performance  on  the 
American  Board  of  Internal  Medicine  examinations 
of  U.S.  foreign  medical  graduates  compared  to 
graduates  of  United  States  or  Canadian  medical 
schools  due  to  the  medical  education  received  by  the 
former  group  or  to  their  poorer  ability  to  perform  on 
objective  examinations?1  In  the  opinion  of  an  edi- 
torial writer,1-*  the  Board’s  revelations  will  add  fuel 
to  the  current  debate  over  American  students  who 
study  medicine  abroad.  Critics  of  the  previously 
described  health  manpower  law  requirements  may 
now  argue  that  the  policy  of  requiring  U.S.  schools, 
as  a condition  of  Federal  capitation  support,  to  ac- 
cept such  students  in  transfer  "puts  unwarranted, 
and  perhaps  unconstitutional  constraints  on  the 
admissions  policy  of  U.S.  schools,”  and  also  “forces 
them  to  accept  students  who,  on  the  average,  will  not 
be  able  to  meet  accepted  standards  of  compe- 
tence.”13 

The  same  editorial  writer  continues:  “What  does 
poor  examination  performance  mean?  Do  written 
examinations  really  provide  a valid  assessment  of  a 
physician’s  quality?  There  are  no  simple  answers.”13 
The  analysis  of  the  background  and  progress  of  140 
Supervised  Clinical  Clerkship-Fifth  Pathway  stu- 
dents described  in  this  report  sheds  some  light  on 
these  questions.  The  undergraduate  grade  point 
averages  and  MCAT  scores  of  the  students  did  not 
match  the  high  standard  of  the  traditional  U.S. 
medical  student.  However,  this  observation  should 
not  necessarily  lead  to  the  conclusion  that  Fifth 
Pathway  students  will  be  less  competent  physicians 
on  completion  of  their  entire  medical  training  than 
their  American  counterparts  studying  in  U.S.  schools. 
Our  objective  data  tend  to  support  the  opposite  view. 
Our  Supervised  Clinical  Clerkship-Fifth  Pathway 
students  matched  for  internship  with  a frequency 
and  distribution  paralleling  students  from  U.S. 
medical  schools.  In  addition,  the  vast  majority  of  our 


students  passed  the  ECFMG,  FLEX,  and  NBME 
Part  1 examinations. 

Affirmative  action  programs  of  medical  education 
seeking  minority  applicants  have  also  shown  that 
such  students  who  are  admitted  to  U.S.  medical 
schools  with  low  MCAT  scores,  low  college  rating 
scores,  and  low  grade  point  averages  may  emerge  as 
perfectly  competent  physicians  after  four  years  of 
medical  education.1415  An  elegant  study  compared 
23  minority  medical  students  who  were  granted  ad- 
mission to  the  University  of  California,  San  Diego, 
School  of  Medicine  with  21  regularly  admitted  stu- 
dents.16 The  usual  screen  would  have  precluded 
admission  of  all  but  one  of  the  students  granted 
variances.  However,  this  group  of  students  achieved 
passing  scores  on  Part  I of  the  NBME  examination 
and  completed  clinical  clerkships  with  performance 
rating  of  “average”  compared  to  the  “slightly  above 
average”  rating  for  the  regularly  admitted  stu- 
dents. 

Our  Supervised  Clinical  Clerkship-Fifth  Pathway 
students  are  a heterogeneous  group  of  physicians- 
in-training.  Some  were  fully  qualified  for  admission 
to  an  U.S.  medical  school;  others  may  not  have  been. 
Even  the  latter  group,  however,  following  completion 
of  medical  training,  seem  to  have  emerged  as  com- 
petent physicians  as  measured  by  their  performance 
by  the  traditional  standards  of  licensing  examina- 
tions, that  is,  the  NBME  and  FLEX,  success  in  the 
NIRMP,  and  subsequent  residency  placement,  many 
in  excellent  programs  associated  with  universities 
who  do  not  have  Fifth  Pathway  programs.  A recent 
study  concluded  that  the  majority  of  Americans 
studying  at  the  University  of  Guadalajara,  Mexico, 
showed  promise  of  success  in  Fifth  Pathway  pro- 
grams.1' The  results  of  Part  II  of  the  NBME  are  also 
considered  to  be  acceptable  objective  measures  of 
basic  and  clinical  medical  knowledge  and  its  appli- 
cation.18 With  increasing  numbers  of  U.S.  students 
studying  medicine  abroad  transferring  back  to  the 
U.S.  medical  schools  or  entering  the  mainstream  of 
American  medicine  via  the  Supervised  Clinical 
Clerkship  or  Fifth  Pathway  program,  it  is  desirable 
that  additional  studies  be  undertaken  on  the  aca- 
demic performance  of  such  students  in  comparison 
with  U.S.  medical  students  who  study  in  a U.S.  school 
for  their  complete  academic  program.19 

What  other  goals  has  our  program  achieved?  We 
believe  our  program  has  contributed  toward  the 
correction  of  the  specialty  maldistribution  of  physi- 
cians. The  1977  NIRMP  matched  12,760  United 
States-  and  foreign-trained  physicians  into  their  First 
year  of  postdoctoral  training.20  Of  all  the  students 
who  were  matched,  60  percent  chose  the  primary  care 
specialties,  namely,  family  medicine,  internal  med- 
icine, and  pediatrics,  and  16  percent  chose  surgery 
and  the  surgical  subspecialties.  The  majority,  59 
percent,  of  our  Supervised  Clinical  Clerkship-Fifth 
Pathway  graduates  will  also  practice  primary  care 
medicine,  helping  to  correct  the  need  for  more  phy- 
sicians to  provide  primary  medical  services.  This 
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trend  is  also  true  of  other  Fifth  Pathway  programs,21 
although  one  study  from  New  York  State  reports  that 
the  proportion  of  Fifth  Pathway  students  selecting 
primary  care  specialties  was  significantly  smaller 
than  that  of  their  American-trained  counterparts.22 
It  is  too  early  to  assess  the  effect,  if  any,  of  our  Su- 
pervised Clinical  Clerkship-Fifth  Pathway  program 
in  correcting  the  geographic  maldistribution  of 
physicians,  although  it  is  clear  that  many  of  the 
students  have  pursued  their  graduate  education  in 
medical  school  affiliated  hospitals  that  traditionally 
have  relied  on  foreign-born  foreign  medical  graduates 
to  fill  some  of  their  places. 

Our  experience  with  the  Fifth  Pathway  program 
has  indicated  to  us  that  carefully  selected  and 
properly  motivated  U.S.  students  who  have  studied 
medicine  abroad  can  be  brought  into  the  mainstream 
of  U.S.  medical  education  through  a well-organized, 
intense,  and  closely  supervised  year  of  clinical 
clerkship  education.  Such  students  generally  can 
become  productive  and  responsible  members  of  the 
medical  profession.  In  view  of  the  currently  inade- 
quate number  of  places  in  medical  school  for  all 
qualified  applicants,  some  consideration  should  be 
given  to  providing  the  opportunity  for  some  of  these 
students  to  erase  their  educational  deficits  through 
a year  of  supervised  clinical  training  after  completion 
of  the  foreign  medical  school  program  and  before  the 
beginning  of  graduate  medical  education. 
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1979  Albion  O.  Bernstein,  M.D.  Award 


The  Medical  Society  of  the  State  of  New  York  is  accepting  nominations  for  the  1979  ALBION  0.  BERNSTEIN, 
M.D.  AWARD  until  August  1,  1979. 


This  national  award  is  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  the  prevention  of  disease.  Recent  winners  include  Rosalyn  S. 
Yalow,  Ph.D.,  Solomon  A.  Berson,  M.D.,  Baruch  S.  Blumberg,  M.D.,  Ph  D.,  Manfred  M.  Mayer,  Ph  D.,  Joseph 
L.  Goldstein.  M.D  and  Michael  S.  Brown,  M.D. 


The  $2,000  award  and  appropriate  scroll,  will  be  presented  at  the  annual  convention  of  the  Medical  Society 
of  the  State  of  New  York,  September  16-20,  1979.  The  award  was  endowed  by  the  late  Morris  J.  Bernstein 
in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a hospital  call  in  November 
1940. 


Nominators  must  complete  and  submit  an  official  nomination  form  with  additional  support  information  which 
must  include  the  nominee's  curriculum  vitae,  a brief  synopsis  of  the  significance  of  the  achievement  and  a 
list  of  publications,  if  any.  Please  submit  by  August  1,  1979  to: 

BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11042 

K r 


Albion  O.  Bernstein,  M.D.  Award 


1 979  Nomination  Form 


( Please  print/  type) 
Name(s)  of  Nominee- 
Professional  Address 


Telephone  ( ) 

Title  of  Achievement 

The  above  is  nominated  for  the  1979  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial  scientific  discovery 
in  medicine,  surgery  or  the  prevention  of  disease. 

Nominator 

Title 

Organization 

Address 

Telephone  ( ) 

Signed Date 


AMA  Surrenders  to 
Chiropractors 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Brooklyn,  New  York 

Secretary  General,  American  College  of  Physicians;  and  Vice 
President  of  Hospital  Affairs  and  Associate  Di.an,  State 
University  of  New  York  Downstate  Medical  Center 


In  May  of  1975,  the  AMA  and  all  other  defendants, 
except  for  the  radiologists,  submitted  a settlement 
agreement  to  a judge  in  a court  in  Philadelphia  to 
terminate  an  antitrust  action  brought  against  them 
by  chiropractors.  The  North  Penn  Suit,  or  Slavek 
Suit  as  it  is  called,  was  filed  in  the  Federal  District 
Court  in  Philadelphia  on  June  7,  1977,  by  one  chi- 
ropractor, together  with  the  Pennsylvania  Chiro- 
practic Society,  against  the  AMA,  American  Hospital 
Association,  Joint  Commission  on  Accreditation  of 
Hospitals,  Pennsylvania  Medical  Society,  Pennsyl- 
vania Hospital  Association,  Pennsylvania  Association 
of  Clinical  Pathologists,  Pennsylvania  Society  of 
Radiologists,  and  the  North  Penn  Hospital.  The 
submission  of  the  settlement  agreement  caused  the 
American  College  of  Physicians,  the  American  Col- 
lege of  Surgeons,  the  American  Academy  of  Ortho- 
pedic Surgeons,  and  the  American  College  of  Radi- 
ology to  file  suit  against  the  AMA  in  an  attempt  to 
delay  or  block  the  settlement.  The  action  was  taken 
on  the  advice  of  legal  counsel,  for  the  four  societies, 
to  the  effect  that  the  settlement  of  the  North  Penn 
Suit  would  make  it  more  difficult  to  defend  the  two 
other  suits  filed  by  the  chiropractors  against  the 
AMA  and  others  in  New  Jersey  and  Illinois.  It  was 
done  reluctantly,  and  only  after  all  other  attempts 
failed  to  convince  the  AMA  to  withdraw  the  settle- 
ment. The  four  specialty  societies  were  aware  of  the 
fact  that  the  AMA  had  been  advised  by  its  counsel 
that  a settlement  in  Philadelphia  would  not  have  a 
detrimental  effect  on  the  other  suits. 

A second  reason  for  seeking  a postponement  of  the 
settlement  was  the  view  held  by  the  four  societies 
that  the  AMA’s  Board  of  Trustees  had  acted  im- 
properly when  they  decided  to  settle  the  litigation 
without  the  approval  of  the  House  of  Delegates. 

The  suit  to  block  the  settlement  was  filed  on  behalf 
of  the  four  specialty  societies  against  the  AMA  in  the 
same  Philadelphia  court  hearing  the  North  Penn  Suit 
in  the  names  of  two  individuals— one  a delegate 
representing  the  American  College  of  Radiology  and 


the  other  an  alternate  delegate  representing  the 
American  College  of  Physicians  in  the  House  of 
Delegates. 

The  House  of  Delegates  in  Chicago  in  December, 
1978,  after  considerable  debate  before  two  reference 
committees,  as  well  as  on  the  floor  of  the  House, 
voted  overwhelmingly  to  support  the  action  of  the 
Trustees.  At  that  time,  the  delegate  from  the 
American  College  of  Radiology  publicly  announced 
that  he  would  withdraw  his  suit  against  the  AMA. 
The  alternate  delegate  representing  the  American 
College  of  Physicians,  puzzled  by  the  unusual  cir- 
cumstances that  occurred  during  the  floor  debate  and 
for  reasons  to  be  explained  later,  decided  to  await  the 
advice  of  counsel  and  authorization  from  his  board 
of  regents  before  withdrawing  his  suit.  A public 
announcement  of  the  second  withdrawal  was  made 
by  the  American  College  of  Physicians  on  December 
11,  1978. 

These  events,  described  here  in  capsule  form,  were 
actually  quite  complex  and  raised  several  questions 
concerning  this  “family  feud,”  which  deserve  ex- 
planation and  clarification.  They  are: 

1.  What  caused  the  family  dispute? 

2.  When  did  the  chiropractors  file  the  three  suits 
against  the  AMA?  Who  were  the  plaintiffs  and  the 
defendants? 

3.  Are  the  suits  similar? 

4.  When  and  why  did  the  AMA’s  Judicial  Council 
formulate  the  opinions  that  led  some  physicians  to  in- 
terpret them  as  a change  in  the  Code  of  Ethics? 

5.  If  the  settlement  of  the  North  Penn  Suit  is  ac- 
cepted by  the  judge  in  the  Philadelphia  Court,  what  ef- 
fect would  it  have  on  the  two  remaining  suits  in  New 
Jersey  and  Illinois? 

6.  Why  did  the  four  specialty  societies  oppose  the 
settlement  of  the  North  Penn  Suit? 

7.  What  happened  in  the  debates  before  the  ref- 
erence committees  and  on  the  floor  of  the  House  of 
Delegates  in  December  in  Chicago? 

8.  Why  were  the  suits  withdrawn? 

9.  What  does  the  settlement  in  Pennsylvania  give 
the  chiropractors? 

10.  Will  the  four  specialty  societies  abandon  the 
AMA? 

The  views  expressed  herein  are  those  of  the  au- 
thor and  are  in  no  way  to  be  interpreted  as  official 
views  of  the  specialty  societies,  the  AMA,  or  the 
Medical  Society  of  the  State  of  New  York. 

Background 

In  the  1971  edition  of  Opinions  and  Reports  of  the 
Judicial  Council1  of  the  AMA,  pages  14  to  17,  section 
3,  states: 

Standard,  Usefulness,  Non-Sectarianism — In 

order  that  a physician  may  best  serve  his  patients  he  is 
expected  to  exalt  the  standards  of  his  profession  and  to 
extend  its  sphere  of  usefulness.  To  the  same  end,  he 
should  not  base  his  practice  on  an  exclusive  dogma,  or 
a sectarian  system,  for  “sects  are  implacable  despots; 
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to  accept  their  thralldom  is  to  take  away  all  liberty 
from  one’s  action  and  thought.”  A sectarian  or  cultist 
as  applied  to  medicine  is  one  who  alleges  to  follow  or  in 
his  practice  follows  a dogma,  tenet,  or  principle  based 
on  the  authority  of  its  promulgator  to  the  exclusion  of 
demonstration  and  scientific  experience.  All  volun- 
tarily associated  activities  with  cultist  is  a futile  ges- 
ture if  the  cultist  is  assumed  to  have  the  same  high 
grade  of  knowledge,  training,  and  experience  as  is  pos- 
sessed by  the  doctor  of  medicine.  Such  consultation 
lowers  the  honor  and  dignity  of  the  profession  in  the 
same  degree  in  which  it  elevates  the  honor  and  dignity 
of  those  who  are  irregular  in  training  and  practice. 

In  the  same  document,  section  3,  number  five, 
reads: 

Cult  Practitioners — The  importance  of  maintaining 
the  dignity  of  medicine  and  of  upholding  the  sound- 
ness of  the  teachings  of  scientific  medicine  as  opposed 
to  the  fallacies  of  sectarianism  must  be  emphasized. 
Either  the  theories  and  practices  of  scientific  medicine 
are  right  and  those  of  the  cultists  are  wrong,  or  the  the- 
ories and  practices  of  the  cultists  are  right  and  those  of 
scientific  medicine  are  wrong.  The  physician  who 
maintains  professional  relations  with  cult  practition- 
ers would  seem  to  exhibit  a lack  of  faith  in  the  correct- 
ness and  efficacy  of  scientific  medicine  and  to  admit 
that  there  is  merit  in  the  methods  of  the  cult  practi- 
tioners. 

And,  finally,  section  3,  numbers  7 and  8 state: 

Association  with  Cultists — ' The  profession  of  medi- 
cine is  the  custodian  of  the  accumulated  knowledge  in 
medicine  which  should  be  used  for  the  benefits  of  hu- 
manity. This  knowledge,  technical  in  nature  and  de- 
veloped by  experience,  can  be  interpreted  to  the  body 
of  the  people  only  by  persons  educated  to  understand 
it  and  trained  to  apply  it.  Of  all  those  professing  to 
heal  the  sick  only  the  doctor  of  medicine  has  sufficient 
education  and  training  to  make  use  of  the  information 
already  accumulated  and  keep  abreast  of  that  being 
developed  continuously.  We  grant  that  even  though 
this  is  true  no  one  is  compelled  to  choose  only  from  this 
group  in  selecting  his  medical  attendants.  The  indi- 
vidual may  elect  to  receive  his  medical  care  from  him- 
self, his  neighbor,  chiropractic,  naturopathy,  or  Chris- 
tian Science,  but  he  is  not  entitled  while  under  the  care 
of  such  irregulars  to  demand  that  the  man  educated  in 
scientific  medicine  furnish  opinion  and  advice  to  one 
so  far  deficient  in  education  that  he  cannot  so  under- 
stand and  apply  that  opinion  and  advice  as  to  be  able 
to  make  satisfactory  use  of  it. 

Chiropratic — It  is  the  position  of  the  medical  pro- 
fession that  chiropractic  is  an  unscientific  cult  whose 
practitioners  lack  the  necessary  training  and  back- 
ground to  diagnose  and  treat  human  disease.  Chiro- 
practic constitutes  a hazard  to  rational  health  care  in 
the  United  States  because  of  the  substandard  and  un- 
scientific education  of  its  practitioners  and  their  rigid 
adherence  to  an  irrational,  unscientific  approach  to 
disease  causation. 

In  a memorandum  distributed  to  delegates  and 
alternates  on  October  14,  1978,  by  the  speaker  and 
vice  speaker  of  the  House  of  Delegates,  Rial  and 
Rogers,2  the  AMA  reported  that  in  September,  1976, 


“the  Judicial  Council  considered  a first  draft  of  an 
opinion  on  the  relationships  of  physicians  and  un- 
scientific practitioners  and  deferred  act  ion  until  its 
next  meeting.” 

In  October,  1976,  in  the  Federal  District  Court  in 
Chicago,  five  chiropractors  brought  an  anti-trust  ac- 
tion against  the  AMA,  American  Hospital  Association, 
American  College  of  Physicians,  American  College  of 
Surgeons,  The  Joint  Commission  on  Accreditation  of 
Hospitals,  American  College  of  Radiology,  American 
Academy  of  Orthopedic  Surgeons,  American  Academy 
of  Physical  Medicine  and  Rehabilitation,  American 
Osteopathic  Association,  Illinois  State  Medical  Soci- 
ety, Chicago  Medical  Society,  Medical  Society  of  Cook 
County,  as  well  as  I)rs.  Sabatier,  Ballantine,  Sammons 
and  Taylor.  Henceforth,  this  will  be  referred  to  as  the 
Illinois  (Wilk)  Suit. 

In  January,  1977,  in  New  Jersey,  a second  anti- 
trust suit  was  filed  against  the  AMA  by  three  chiro- 
practic patients,  seven  chiropractors,  and  the  New 
Jersey  Chiropractic  Society.  Other  defendants  were: 
The  American  College  of  Radiology,  New  Jersey 
Chapter  of  Radiologists,  seven  hospitals,  and  four 
radiology  groups. 

Finally,  in  June,  1977,  in  the  Federal  District  Court 
in  Philadelphia  one  chiropractor  (Slavek),  together 
with  the  Pennsylvania  Chiropractic  Society,  filed  an 
antitrust  suit  against  the  AMA,  American  Hospital 
Association,  Joint  Commission  on  Accreditation  of 
Hospitals,  Pennsylvania  Medical  Society,  Pennsyl- 
vania Hospital  Association,  Pennsylvania  Association 
of  Clinical  Pathologists,  Pennsylvania  Society  of 
Radiology,  and  North  Penn  Hospital. 

The  Rial  and  Rogers2  memorandum  also  reported 
that  after  the  first  suit  was  Filed,  the  Judicial  Council 
continued  its  work  and  in  December,  1976,  adopted 
the  section  numbered  3.50  in  the  1977  edition  of 
Opinions  and  Reports  ' at  a meeting  attended  by 
representatives  of  the  American  College  of  Radiology, 
which  reads  as  follows: 

Nonscientific  Practitioners  and  Physicians— Sec- 
tion 3 of  the  Principles  of  Medical  Ethics  provides  that 
a physician  should  not  use  unscientific  methods  of 
treatment  nor  should  he  voluntarily  associate  profes- 
sionally with  any  one  who  does.  It  is  wrong  to  engage 
in  or  to  aid  and  abet  in  treatment  which  has  no  scien- 
tific basis  and  is  dangerous,  is  calculated  to  deceive  the 
patient  by  giving  him  false  hope,  or  which  may  cause 
the  patient  to  delay  in  seeking  proper  care  until  his 
condition  becomes  irreversible. 

A physician  is  deemed  to  be  associating  “profession- 
ally” when  he  serves  as  a consultant  or  shares  responsi- 
bility jointly  in  treating  a patient.  The  mere  accep- 
tance of  a patient  sent  to  a physician  by  another  person 
does  not  create  a “professional”  relationship  with  that 
person.  As  provided  in  section  5 of  the  Principles  of 
Medical  Ethics,  a physician  is  free  to  accept  or  decline 
to  serve  anyone  who  seeks  his  services,  regardless  of 
who  has  recommended  the  individual  to  him. 

Physicians  should  also  be  mindful  of  state  laws 
which  prohibit  a physician  from  aiding  and  abetting  an 
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unlicensed  person  in  the  practice  of  medicine,  aiding  or 
abetting  a person  with  a limited  license  in  providing 
services  “beyond  the  scope  of  his  license,”  or  undertak- 
ing the  joint  medical  treatment  of  patients  under  the 
foregoing  circumstances. 

In  March,  1977,  the  Judical  Council  approved 
the  opinions  numbered  3.60  and  3.70.  They  read  as 
follows3: 

Referral  of  Patients — A physician  may  refer  a pa- 
tient for  diagnostic  or  therapeutic  services  to  another 
physician,  a limited  practitioner,  or  any  other  provider 
of  health  care  services  permitted  by  law  to  furnish  such 
services,  whenever  he  believes  that  this  may  benefit 
the  patient.  As  in  the  case  of  referrals  to  physician- 
specialists,  referrals  to  limited  practitioners  should  be 
based  on  their  individual  competence  and  ability  to 
perform  the  services  needed  by  the  patient.  A physi- 
cian should  not  so  refer  a patient  unless  he  is  confident 
that  the  services  provided  on  referral  will  be  performed 
competently  and  in  accordance  with  accepted  scientif- 
ic standards  and  legal  requirements. 

Specialists — A physician  may  choose  to  limit  his 
practice  to  a specialty  or  to  certain  specialized  services. 
He  may  also  choose  to  provide  services  as  a consultant 
to  other  physicians,  or  to  patients  sent  to  him  by  other 
physicians,  or  to  patients  at  a hospital  with  which  he 
has  a contractual  arrangement.  He  may,  as  well, 
choose  to  accept  or  decline  patients  sent  to  him  by  li- 
censed limited  practitioners  or  by  laymen. 

The  specialists  or  other  physician  in  charge  of  the 
case,  if  any,  should  keep  the  patient  or  his  lawful  repre- 
sentative informed  about  the  diagnosis  and  treatment 
of  the  patient’s  ailment.  Where  the  specialist  pro- 
vides diagnostic  services  to  a patient  recommended  to 
him  by  a licensed  limited  practitioner  or  by  a layman 
and  the  results  indicate  the  possible  need  for  surgical 
or  drug  treatment  the  specialist  has  a professional  re- 
sponsibility to  so  inform  the  patient.  A physician-pa- 
tient relationship  exists. 

The  four  specialty  societies  involved  in  the  suit 
filed  against  the  AMA  in  Philadelphia  considered 
these  statements  before  opposing  the  AMA: 

In  1965,  a United  States  District  Court,  in  upholding 
a state’s  constitutional  right  to  refuse  to  license  chiro- 
practors, said  that  “since  chiropractic  claims  to  be  a 
complete  and  independent  healing  art  capable  of  cur- 
ing almost  all  kinds  of  disease  the  state  Legislature 
may  have  felt  that  the  requirement  of  a foundation  in 
materia  medica  and  surgery  . . . would  be  a protection 
to  the  public.”  Without  dissent,  the  United  State  Su- 
preme Court  affirmed  the  decision. 

The  wisdom  of  these  decisions  by  the  nation’s  high- 
est courts  justifies  the  medical  profession’s  education- 
al program  of  alerting  the  nation  to  the  public  health 
threat  posed  by  the  cult  of  chiropractic. 

Patients  should  entrust  their  health  care  only  to 
those  who  have  a broad  scientific  knowledge  of  diseas- 
es and  ailments  of  all  kinds,  and  who  are  capable  of 
diagnosing  and  treating  them  with  all  the  resources  of 
modern  medicine.  The  delay  of  proper  medical  care 
caused  by  chiropractic  and  their  opposition  to  (he 
many  scientific  advances  in  modern  medicine,  such  as 
life-saving  vaccines,  often  ends  with  tragic  results. 

The  AMA  publicized  well  the  actions  taken  by 


the  Judicial  Council  in  1976  and  1977,  and  all  inter- 
ested individuals  should  read  the  document  sent  out 
on  October  14,  1978,  to  the  delegates  and  alternate 
delegates.2  It  clearly  states  the  AMA’s  position  on 
the  “issues  involved”  and  their  reasons  for  the  actions 
taken  in  Philadelphia  which  precipitated  the  oppo- 
sition by  the  specialty  societies.  The  dispute  began 
in  the  Philadelphia  court  and  continued  at  the  an- 
nual session  in  Chicago  in  1978. 

Chiropractic  suits 

Prior  to  the  filing  of  the  three  suits,  the  chiro- 
practors had  succeeded  in  obtaining  licensing  privi- 
leges from  all  50  of  the  state  legislatures.  In  some, 
such  as  New  York,4  they  were  limited  in  a specific 
manner,  for  example: 

A license  to  practice  as  a chiropractor  shall  not  per- 
mit the  holder  thereof  to  use  radio-therapy,  fluoros- 
copy, or  any  form  of  ionizing  radiation  except  x-ray 
which  may  be  used  only  as  follows:  (1)  x-ray  shall  only 
be  used  for  the  purposes  of  chiropractic  analysis,  (2) 
such  use  of  x-ray  shall  be  confined  to  persons  over  the 
age  of  18,  and  (3)  the  area  of  such  x-ray  exposure  shall 
not  extend  below  the  level  of  the  top  of  the  first  lumbar 
vertebra. 

In  New  York,  also, 

A license  to  practice  chiropractic  shall  not  permit 
the  holder  thereof  to  treat  for  any  infectious  diseases 
such  as  pneumonia,  any  communicable  diseases  listed 
in  the  sanitary  code  of  the  State  of  New  York,  any  of 
the  cardio-vascular-renal  or  cardio-pulmonary  diseas- 
es, any  surgical  condition  of  the  abdomen  such  as  acute 
appendicitis  or  diabetes,  or  any  benign  or  malignant 
neoplasms;  to  operate;  to  reduce  fractures  or  disloca- 
tions; to  prescribe,  administer,  dispense  or  use  in  his 
practice  drugs  or  medicines;  or  to  use  diagnostic  or 
therapeutic  methods  involving  chemical  or  biological 
means;  or  to  utilize  therapeutic  devices  except  electri- 
cal devices  approved  by  the  board  as  being  essential  to 
the  practice  of  chiropractic.4 

Although  the  scope  of  the  privileges  in  many 
states  varied,  chiropractors  were  licensed  only  to 
practice  chiropractic.  The  words  “licensed  limited 
practitioner”  is  a way  of  describing  the  fact  that  the 
licenses  limited  their  activities  within  the  field  of 
chiropractic.  It  is  important  to  understand  the  se- 
mantics because  the  glib  use  of  the  words  “licensed 
limited  practitioner”  can  confuse  the  unwary. 
Chiropractic  should  not  be  equated  with  the  license 
of  limited  practitioners  of  dentistry,  optometry,  po- 
diatry, and  so  forth.  To  do  so  places  them  among  the 
group  of  recognized  health  professionals  whose  ac- 
tivities may  supplement  those  of  physicians  who  still 
remain  the  only  professionals  with  the  training  and 
competence  to  administer  medical  care. 

The  chiropractic  campaign  for  recognition  as 
health  professionals  started  when  they  won  licensing 
privileges  and  has  now  entered  a second  phase 
marked  by  the  filing  of  the  three  suits  described 
herein: 
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1.  The  Illinois  (VVilk)  Suit. 

2.  The  New  Jersey  Suit. 

3.  1'he  North  Penn  (Slavek)  Suit. 

Similarity  of  suits 

The  suits  are  similar  in  most  respects5: 

1.  All  are  antitrust  actions. 

2.  All  involve  allegations  of  conspiracy  and  re- 
straint of  trade  against  chiropractors. 

3.  All  include  allegations  of  competition  between 
physicians  and  chiropractors  as  well  as  monopolization 
of  health  services  by  physicians  or  attempts  to  do  so. 

4.  All  contain  injunctions  declaring  that  our  prin 
ciples  of  medical  ethics  proscribing  voluntary  profes- 
sional association  between  medical  physicians  and  chi- 
ropractors are  null,  void,  and  unlawful. 

5.  All  include  injunctions  restraining  defendants 
from  refusing  to  provide  x-ray  service  and  reports  to 
chiropractors  or  encouraging  numbers  of  physicians  to 
so  refuse. 

6.  All  three  if  successful  would  require  the  defen- 
dants to  pay  court  costs  and  attorney  fees  as  part  of  the 
award  to  the  plaintiff. 

The  suits  differ  primarily  in  that  the  North  Penn 
Suit  does  not  seek  relief  in  damages;  the  other  two 
seek  triple  damages.  The  Chicago  suit  asks  for  an 
additional  $10  million  to  “promote  interprofessional 
research  and  education  between  chiropractors  and 
medical  doctors.” 

The  final  important  issue,  which  is  an  integral  part 
of  the  Illinois  (VVilk)  Suit,  requires  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  to  amend  its 
standards  to  permit  chiropractors  to  have  hospital 
privileges  and  access  to  hospital  services.  This  was 
not  included  in  the  New  -Jersey  Suit,  and  it  was  the 
opinion  of  some  that  it  was  obtained  by  implication 
in  the  settlement  agreement  in  the  Slavek  Suit.6  All 
parties  agree  that  the  Illinois  (VVilk)  Suit  is  the  most 
far-reaching  and  important. 

Judicial  Council's  actions 

During  a meeting  called  in  an  attempt  to  reconcile 
all  differences  before  the  House  of  Delegates  met, 
representatives  of  the  four  specialty  societies  asked 
when  and  why  did  the  Judicial  Council  of  the  AMA 
decide  to  change  the  interpretations  of  the  Code  of 
Ethics  as  published  in  the  1977  edition  of  their 
Opinions  and  Reports ?:i  An  official  of  the  AMA 
reported  that  they  were  looking  at  the  code  “when 
the  three  chiropractic  suits  hit  the  table.”  The  four 
specialty  societies  believed  that  the  1971  code,  as  well 
as  the  Judicial  Council’s  Opinions  and  Reports1  of 
that  year  (see  background  information)'were  excel- 
lent and  acceptable  to  all  physicians;  they  questioned 
the  need  for  newr  interpretations.  In  their  view,  the 
changes  by  the  Judicial  Council  actually  changed  the 
Code  of  Ethics  and  elevated  the  chiropractors  to  the 
status  of  “licensed  limited  practitioners,”  like  den- 
tists, podiatrists,  and  optometrists.  * It  seemed  ap- 
parent that  the  revisions  were  prompted  by  concerns 


over  the  actions  of  the  Federal  Trade  Commission 
and  litigation  that  may  result.  This  saddened  many 
physicians  who  feel  that  the  medical  profession 
should  never  change  the  principles  related  to  prac- 
titioners whose  unscientific  treatment  would 
endanger  the  health  and  the  lives  of  the  sick  and  in- 
jured. 

Actions  of  four  specialty  societies 

The  American  Academy  of  Orthopedic  Surgeons, 
The  American  College  of  Physicians,  American 
College  of  Surgeons,  and  the  American  College  of 
Radiology  brought  suit  against  the  AMA  in  the  fall 
of  1978  in  an  attempt  to  block  or  delay  the  settlement 
of  the  North  Penn  (Slavek)  Suit.  The  prime  reason 
was  the  fact  that  these  four  organizations,  on  the 
advice  of  counsel,  felt  that  the  settlement  of  the 
Pennsylvania  suit  would  make  the  defense  of  the 
New  -Jersey  and  Illinois  (VVilk)  Suits  much  more 
difficult.  Counsel  for  the  AMA  supported  the  op- 
posite view.  One  high  official  in  the  AMA  “thought 
that  the  settlement  would  be  beneficial,”  and  this  was 
the  core  of  the  dispute.  Both  parties  were  certain 
that  their  position  was  the  correct  one. 

It  is  difficult  to  understand  why  the  move  to  settle 
by  one  party  to  a lawsuit  isn’t  a victory  for  the  other 
party.  The  terms  of  the  settlement  permit  chiro- 
practors to  refer  patients  into  Pennsylvania  hospitals 
for  diagnostic  procedures  and  to  receive  reports  and 
interpretations  of  the  tests  when  the  patient  returns 
to  their  care.6  The  AMA  does  not  consider  this  a 
professional  relationship.  Obviously,  referrals  from 
lay  people  differ  completely  from  a referral  from  a 
chiropractor.  A physician  is  not  obligated  to  return 
a patient  to  a lay  person,  but  he  would  have  to  return 
the  patient  to  the  referring  chiropractor  for  contin- 
ued treatment.  Leaving  it  to  the  physician  to  accept 
or  refuse  such  a referral  places  an  additional  re- 
sponsibility on  him  as  the  consultant  or  the  con- 
sulting service.  It  is  not  always  easy  to  determine 
whether  or  not  the  referral  is  from  a chiropractor. 
Many  of  them  use  “Dr.”  before  their  names  and  omit 
the  “D.C.”  If  a consultant  serves  the  chiropractor, 
wittingly  or  unwittingly  he  is  obligated  by  the  terms 
of  the  North  Penn  settlement  to  advise  the  patient 
as  to  the  diagnosis  and  the  need  for  a specific  type  of 
medical  or  surgical  treatment.  This  definitely  in- 
volves the  radiologists,  clinical  pathologists,  cardi- 
ologists, or  any  other  consultants  in  the  actual  care 
of  the  patient  and  establishes  joint  liability  for  the 
quality  of  that  care.  Thus,  chiropractors  would  be 
elevated  in  status  equal  to  that  of  other  health  pro- 
fessionals. The  second  reason  for  filing  the  suits  was 
the  belief  that  the  AMA  Board  of  Trustees  had  acted 
improperly  or  illegally  by  failing  to  submit  the  set- 
tlement question  to  the  House  of  Delegates  before 
making  the  decision.  At  the  end  of  the  annual 
meeting  held  in  December  in  Chicago,  after  the  del- 
egates had  voted  to  support  the  trustees,  this  became 
a moot  point,  and  both  physician  plaintiffs  ultimately 
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withdrew  their  suits. 

Debates 

During  the  December,  1978,  annual  meeting  of  the 
House  of  Delegates  of  the  AMA,  the  chiropractic 
question  was  debated  before  two  reference  com- 
mittees and  on  the  floor  of  the  House.  The  oppo- 
nents of  the  decision  to  settle  the  North  Penn  Suit 
took  the  position  that  the  settlement  was  actually  an 
accommodation  to  chiropractic  and  would  make  the 
remaining  two  suits  more  difficult  to  defend.  They 
alleged  that  the  changes  in  the  Opinions  and  Reports 
of  the  Judicial  Council’s  1977  edition3  actually 
changed  the  Code  of  Ethics  in  favor  of  chiropractors, 
and  the  language  in  their  view  was  “unacceptable.” 
The  opponents  were  also  of  the  opinion  that  the 
Board  of  Trustees  of  the  AMA  should  have  presented 
the  chiropractic  issue  to  the  House  before  approving 
the  settlement  because  they  believed  that  the  House 
is  the  only  body  that  can  “set  policy.”  Therefore,  the 
trustees  “acted  improperly  and  probably  illegally.” 

The  proponents  held  that  the  Board  of  Trustees 
did  indeed  have  the  power  to  approve  the  settlement 
during  the  interim  period  between  the  meetings  of 
the  House  of  Delegates.  They  took  the  opposite  view 
and  were  of  the  opinion,  also  on  the  advice  of  counsel, 
that  the  North  Penn  Suit  would  not  affect  the  de- 
fense of  the  New  Jersey  and  Illinois  (Wilk)  Suits,  and, 
if  anything,  would  be  “beneficial.”  Some  of  the 
speakers  condemned  the  suits  brought  by  the  two 
individuals  on  behalf  of  the  four  specialty  societies 
as  divisive.  One  AMA  official  used  the  words 
“nuisance  and  harrassment”  in  describing  their  ac- 
tions.7 Other  proponents  thought  the  issue  too 
“minor”  to  take  up  so  much  of  the  delegates’  time 
before  the  reference  committees  and  the  House.  The 
Code  of  Ethics,  they  claimed,  was  not  changed  by  the 
actions  of  the  Judicial  Council.  The  status  of  the 
chiropractors  was  the  “same  as  always.”  “We  lost 
in  the  State  Legislatures,”  said  one,  “and  this  is  no 
place  to  make  a stand.”  These  were  the  major  points 
made  by  those  favoring  the  AMA’s  position. 

It  is  interesting  to  note  that  on  one  basic  premise 
there  was  total  agreement  by  everyone  who  partici- 
pated in  the  debates.  Time  and  again  one  heard  the 
statement  that  “chiropractors  practice  unscientifi- 
cally.” “Their  training  is  such  that  they  cannot 
diagnose  disease  nor  interpret  tests  including  x-ray 
reports.”  They  concurred  in  that  “chiropractic 
treatment  could  be  dangerous  and  patients  should 
not  be  exposed  to  it.”  An  elderly  debater  before  one 
reference  committee  stated  that  he  had  been 
“fighting  chiropractors  all  his  life.”  “I  wrote  two 
books  on  the  subject,”  he  said,  “and  their  unscientific 
training  is  more  dangerous  than ^nyone  has  stated 
so  far.”  He,  however,  as  did  over  90  percent  of  the 
proponents,  concluded  that  the  action  of  the  trustees 
must  be  supported. 

On  the  f irst  morning  of  the  meeting  of  the  House, 
the  chairman  of  one  of  the  reference  committees,  who 


had  held  hearings  on  the  chiropractic  issue,  reported 
that  the  word  “unacceptable”  should  be  included  in 
describing  the  controversial  section  3.70  of  the  Ju- 
dicial Council’s  Opinions  and  Reports  (1977  edi- 
tion)3 and  that  the  issue  should  be  referred  back  to 
the  Council  for  reconsideration. 

At  that  time,  the  tone  of  the  House  was  obviously 
conciliatory.  Therefore,  the  delegate  representing 
radiology  immediately  declared  that  he  was  with- 
drawing his  suit.  He  had  only  wanted  the  issue  to  be 
brought  to  the  floor  of  the  House,  and  that  was  sat- 
isfied. A second  spokesman  for  radiology  indicated 
his  acceptance  of  the  report  and  his  great  pleasure  at 
the  action  being  taken.  The  alternate  delegate 
representing  the  American  College  of  Physicians 
informed  his  delegate  that  he,  too,  would  withdraw 
his  suit  against  the  AMA  if  the  reference  committee’s 
report  was  accepted.  Then  the  chairman  of  the 
Board  of  Trustees  of  the  AMA,  followed  by  the 
president,  spoke  to  the  House,  indicating  that  the 
acceptance  of  the  amended  version  would  jeopardize 
the  AMA’s  decision  to  settle  the  North  Penn  Suit. 
The  executive  vice  president  of  the  AMA  essentially 
stifled  debate  by  informing  the  House  that  legal 
counsel  advised  against  changing  any  of  the  wording 
of  the  resolution  under  discussion.  The  sudden 
change  of  events  caused  the  alternate  delegate  from 
the  American  College  of  Physicians  to  pause  and 
reflect.  He  decided  to  make  no  comment  without 
the  advice  of  counsel  and  only  after  discussing  the 
matter  with  his  board  of  regents.  Finally,  the  House 
of  Delegates  voted  overwhelmingly  in  favor  of  the 
unaltered  reference  committee  report,  which  sup- 
ported the  Board  of  Trustees’  action  in  the  settle- 
ment of  the  North  Penn  Suit. 

The  undecided  alternate  delegate  then  left  the  city. 
Newspaper  reports  erroneously  indicated  that  he  had 
withdrawn  his  suit  on  the  floor  of  the  House  of  Del- 
egates. The  decision  to  withdraw  was  officially  an- 
nounced by  the  American  College  of  Physicians’ 
headquarters  in  Philadelphia  on  December  11, 
1978. 

Settlement  and  chiropractors’  view 

In  the  settlement  agreement,  the  parties  agreed 
that  the  action  may  be  designated  as  a class  action  for 
the  purpose  of  the  settlement  only:  the  classes  are 
described  as  “all  persons  who,  at  any  time  from 
January  1,  1960,  to  the  present  held  or  now  hold  a 
license  as  Doctor  of  Chiropractic  in  the  Common- 
wealth of  Pennsylvania.”  6 It  directs  the  plaintiffs 
and  defendants,  except  the  Pennsylvania  Radiolog- 
ical Society,  to  send  a notice  of  the  settlement  terms 
to  all  chiropractors,  and  states  that  all  parties  in  the 
suit  are  to  share  the  cost. 

It  also  directs  the  AMA  to  affirm  that  the  term 
“licensed  limited  practit  ioners”  in  section  3.70  of  the 
AMA’s  Judicial  Council’s  Opinions  and  Reports 
(1977  edition)  “included  doctors  of  chiropractic.”  1 
The  AMA  further  affirmed  that  under  it  “such  sec- 
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tion  specialists  including  those  in  radiology  or  clinical 
pathology  ethically  may  choose  either  to  accept  or  to 
decline  patients  sent  to  them  by  licensed  limited 
practitioners,  including  doctors  of  chiropractic 
subject  to  the  provisions  thereof.” 

The  North  Penn  Hospital  in  the  settlement  agrees 
that 

not  later  than  30  days  after  the  effective  date  it 
would  consider  a motion  to  prov  ide:  (1)  That  its  staff 
pathologist(s)  shall  accept  laboratory  specimens  or  re- 
quests for  the  results  of  previously  taken  laboratory 
tests  from  chiropractors  and/or  their  patients  and  pro- 
vide laboratory  tests  or  the  results  of  previously  taken 
laboratory  tests  so  requested  to  chiropractors  and/or 
their  patients,  and  (2)  that  its  staff  radiologist(s)  shall 
accept  referrals  from  chiropractors  to  take,  process,  or 
produce  x-rays  and  x-ray  reports,  make  previously 
taken  x-ray  and/or  x-ray  reports  available  to  chiro- 
practors and/or  their  patients  upon  request,  and  ac- 
cept such  referrals  and  make  such  results  available  to 
chiropractors  and/or  their  patients. 

It  also  contains  the  settlement  provisions  re- 
quired of  each  of  the  other  defendants  and  contains 
the  disclaimer  that  either  party  is  not  bound  by  the 
settlement  agreement  accepted  by  the  others.  The 
chiropractors  agree  not  to  sue  if  the  settlement  is 
approved  and  releases  the  defendants  from  all  other 
obligations. 

This  makes  it  difficult  to  understand  how  the 
chiropractors,  as  some  claimed,  won  “nothing”  in  the 
suit  and  how  it  could  be  "beneficial”  rather  than 
harmful  to  the  defense  of  the  other  two  suits.  If  they 
won  nothing,  one  wonders  why  the  chiropractors 
accepted  the  settlement.  They  may  not  have  won 
money,  but  they  gained  status,  and  that  apparently 
was  their  primary  goal  in  Pennsylvania. 

The  Future,  the  AM  A,  and  the  specialty 
societies 

The  four  specialty  societies  are  also  defendents  in 
the  Illinois  (Wilk)  Suit  and  have  no  intention  of 
abandoning  the  AMA.  'l'his  controversy,  as  with  any 
other  “family  fight,”  created  hard  feelings,  and  ill- 
advised  statements  were  made  by  both  sides.  But 


the  profession  stands  firmly  behind  the  basic  prin- 
ciple that  all  patients  deserve  the  best  of  medical  care 
and  should  continue  to  oppose  cultists,  quacks,  and 
all  others  whose  treatment  has  no  scientific  basis. 
Especially  does  this  apply  to  those  whose  care  may 
actually  jeopardize  the  health  of  the  public.  Al- 
though the  defense  of  some  of  these  principles  may 
have  been  weakened  in  Pennsylvania,  they  will  most 
certainly  be  defended  agressively  in  New  Jersey,  and 
even  more  so  in  Illinois,  by  all  parties.  The  motive 
of  the  four  specialty  societies  was  altruistic,  and  solely 
in  the  public  interest;  their  actions  were  prompted 
by  a deep  concern  for  the  health  and  welfare  of  the 
people.  The  AMA’s  thrust  is  identical  and  differed 
only  as  to  where  the  stand  should  be  made. 

It  would  be  very  helpful  if  an  impartial  prestigious 
national  scientific  organization  would  select  a group 
of  equally  impartial  outstanding  scientists  to  study 
the  training  and  qualifications  of  chiropractors. 
Medicine  has  always  welcomed  such  a review  of  its 
schools  by  any  outside  agency.  The  study  group  may 
or  may  not  include  either  a representative  from 
medicine  or  chiropractic.  The  recommendations 
from  such  a blue-ribbon  panel  of  scientists  and  lay 
people  would  do  much  to  clear  the  air  and  would  ei- 
ther establish  chiropractic  as  a bona  fide  form  of 
health  care,  or  discredit  it.  Appropriate  legislative 
action  could  be  guided  by  the  outcome. 

450  Clarkson  Street 
Brooklyn,  New  York  11203 
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The  study  of  early  photographic  history  has  recently 
and  with  good  reason  become  popular.  Many  in- 
stitutions have  begun  specialized  collections  of 
photographs  of  interest  to  them.  Study  of  early 
images  for  documentary,  historic,  social,  and  scien- 
tific implications  has  become  intense.  However,  no 
significant  articles  or  research  studies  in  the  field  of 
early  medical  photography  have  appeared  since  that 
by  an  English  photohistorian  in  1962.1  Although  a 
much-welcomed  addition  to  the  literature,  it  did  not 
accurately  represent  America’s  important  role  and, 
in  fact,  dominance  in  early  medical  photography,  nor 
did  it  describe  correctly  the  beginnings  of  clinical 
medical  photography. 

It  is  the  purpose  of  this  article  to  fill  the  void  and 
present  a study  of  early  medical  photography  in 
America.  This  will  be  done  in  four  parts.  First,  a 
brief  history  of  early  photography  and  photographic- 
processes  popular  in  America  is  presented  in  this 
issue,  to  help  archivists  and  researchers  in  identifi- 
cation of  early  photographs.  In  the  second  part,  the 
significant  contributions  of  some  physicians  and 
medical  scientists^  the  progress  of  photography  will 
he  highlighted.  In  part  III,  a history  of  early  medical 
photography  is  to  be  presented  and  for  the  first  time, 
evidence  that  American  physicians  used  photography 
before  anyone  else  to  record  and  document  disease 
and  to  show  surgical  results.  Americans  were  also 
the  first  to  use  photography  for  the  purpose  of 
treatment  in  psychiatry.  Thus  in  the  area  of  medical 
photography,  nineteenth  century  American  physi- 

* Presented  in  part  to  the  Medical  Archivists  of  New  York  and 
the  ( 'ommittee  on  Archives,  Medical  Society  of  the  State  of  New 
York,  joint  annual  meeting,  at  the  Cabrini  Health  Care  Center, 
Tuesday,  November  I,  1977. 

f All  illustrations,  unless  otherwise  indicated,  are  the  personal 
property  of  l)r.  Burns. 


cians  were  ahead  of  their  European  colleagues.  Part 
IV  will  cover  the  post-daguerrean  era  to  1883,  in- 
cluding Civil  War  medical  photography. 


/.  History  of  photographic  processes 

Photography  is  the  process  of  forming  and  fixing 
an  image  of  an  object  on  a photosensitized  surface  by 
the  chemical  action  of  light.  The  basic  scientific 
chemical  discoveries  leading  to  the  development  of 
photography  were  those  of  Schulze  and  Wedgewood. 
In  1727,  Johann  Heinrich  Schulze  (1687-1744), 
professor  of  medicine  at  the  University  of  Altdorf, 
Germany,  scientifically  showed  the  light  sensitivity 
of  the  halide  salts  of  silver.2  At  the  end  of  the  eigh- 
teenth century,  Thomas  Wedgewood  (1771-1805) 
produced  “sun  prints,”  prints  formed  by  shadows  of 
objects  thrown  against  a white  surface  coated  with 
silver  nitrate.  However,  since  Wedgewood  had  no 
way  to  desensitize  the  unexposed  parts  of  the  image, 
only  by  keeping  the  print  in  darkness  could  he  pre- 
vent it  from  turning  black.3 

As  with  some  other  important  scientific  develop- 
ments, several  experimenters,  working  indepen- 
dently, made  similar  discoveries  almost  at  the  same 
time.  Five  men,  Daguerre,  Niepce,  and  Bayard**  in 
France  and  Talbot  and  Herschel  in  England  can  be 
given  credit  for  discovering  basic  photographic  pro- 
cesses. Credit  for  taking  the  first  photograph, 
however,  belongs  to  Joseph  Nicephore  Niepce 
(1765-1833)  who  in  1826  used  a polished  pewter  plate 
dipped  in  a bitumen  oil  mixture  to  photograph  the 
view  from  his  window  at  Gras  with  an  exposure  time 
of  about  eight  hours.4  He  called  his  process  heliog- 
raphv.  However,  the  announcement  of  a practical 
means  of  photography  did  not  take  place  until 
1839. 

Development  of  camera 

The  term  “camera”  is  a shortened  version  of 
“camera  obscura”  or  darkened  room.  The  basic- 
optical  principle  was  described  by  the  ancient 
Greeks,  and  vague  descriptions  of  the  camera  obscura 
appear  sporadically  in  literature  from  then  until  the 
fifteenth  century  when  Leonardo  Da  Vinci  (1452- 
1519)  accurately  described  the  modern  concept  of  the 
camera.5  He  stated  that  if  a small  hole  was  made  in 
one  wall  of  an  entirely  dark  room,  an  inverted  and 
reversed  image  of  whatever  was  outside  that  wall  was 
projected  onto  the  opposite  wall.2,5  In  1558  it  was 

**  Bayard’s  process  was  a direct  positive  paper  photograph 
rarely  used  and  of  no  concern  in  our  present  discussion. 
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noted  by  Giovanni  Baptista  della  Porta  (1538  1615) 
that  it  a lens  was  substituted  for  the  small  hole,  a 
more  brilliant  and  easily  focused  image  resulted.2 
Bv  the  eighteenth  century,  the  camera  obscura  had 
evolved  into  a small  box  with  a lens  in  front  and  a 
ground  glass  screen  attached  so  that  the  image  pro- 
jected on  it  could  be  seen  and  traced  directly  by  art- 
ists who  used  this  device,  not  only  for  portraiture,  but 
also  to  copy  outdoor  scenes.  The  next  and  essential 
step  in  the  development  of  photography  was  to  re- 
place the  screen  with  a light-sensitive  plate  to  record 
the  image. 

The  daguerreotype 

It  is  from  Daguerre’s  announcement  to  the  world 
on  January  7,  18.19,  that  photography  as  we  know  it 
started.  Louis  Jacques  Mande  Daguerre  (1787 
1851 ) was  a professional  painter  and  inventor  of  the 
then-popular  “diorama.”  The  diorama  was  a series 
of  transparent  painted  scenes  on  a moving  stage,  lit 
from  behind,  which  gave  the  viewer  a sense  of  actu- 
ally being  in  the  scene.  Daguerre  turned  to  pho- 
tography to  permanently  fix  the  image  of  his  diora- 
ma. The  famed  optician  and  lens  maker  Charles 
Chevalier  introduced  Daguerre  and  Niepce.  Niepce, 
by  this  time,  had  discovered  the  use  of  iodine  in 
photography  not  only  as  a light-sensitive  material, 
but  also  as  an  after  treatment  to  help  darken  images.*’ 
Daguerre  and  Niepce  formed  a 10-year  partnership 
in  1829.  However,  in  1833  Niepce  died,  and  Dag- 
uerre was  left  to  continue  the  experiments  alone. 

Daguerre  had  learned  that  it  was  not  necessary  to 
see  an  image  on  an  exposed  plate,  but  recognized  that 
it  was  necessary  to  convert  the  invisible  latent  image 
into  a positive  visible  picture;  in  1835,  he  found  the 
needed  ingredient  to  do  this:  mercury  vapor.6 

The  next  and  the  most  essential  step  in  the  in- 
vention of  photography  was  to  find  a way  to  make  the 
image  permanent.  In  May  of  1837,  Daguerre  found 
that  a hot  solution  of  common  salt  dissolved  the  silver 
iodide  not  affected  by  light  and  thus  “fixed”  the 
image.6  After  Daguerre  further  improved  his  tech- 
nique and  convinced  the  scientists  of  the  day  of  his 
discovery,  the  noted  scientist  Francois  Arago 
(1786-1853)  presented  Daguerre's  discovery  at  a 
meeting  of  the  Aeademie  des  Sciences  on  January  7, 
1839.  A most  unusual  agreement  was  then  reached 
between  Daguerre  and  the  French  Government:  the 
process  would  be  revealed  and  would  be  given  tree  to 
the  entire  world,  and,  in  return  for  this.  Daguerre  and 
the  heirs  of  Niepce  would  receive  a moderate  annuity. 
The  actual  details  of  Daguerre’s  process  of  making 
a photograph  were  revealed  to  the  world  on  August 
19,  1839.  after  much  fanfare  and  publicity  the  w'orld 
over.  For  the  first  time  in  history  the  whole  world 
was  informed  of  a major  discovery  and  was  then  given 
it  to  use  free  and  clear!*  It  is  also  unique  that 
prompt  national  recognition  and  reward  were  given 

* A hope  not  entirely  realized  since  Daguerre  managed  to  patent 
his  invention  in  England,  August  14,  1839. 


to  an  important  discovery. 

Description  of  daguerreotype.  The  daguerre- 
otype is  like  no  other  photograph  and  is  easily  iden- 
tified by  its  mirror-like  surface.  It  has  some  qualities 
that  make  it  better  than  any  other  type  of  photo- 
graphic print  to  this  day:  brilliance,  detail,  and  also 
a special  highlighting  and  three-dimensional  effect 
not  achieved  in  any  other  type  of  picture.  Occa- 
sionally the  three-dimensional  effect  was  aided  by 
some  photographers  who  put  curved  covered  glass 
over  the  picture.  A daguerreotype  could  be  tinted 
and  colored  so  that  full-color  photographs  were 
produced,  the  quality  of  which  was  unequaled  until 
the  advent  of  modern  color  photography.  The  image 
itself  is  relatively  permanent,  and  although  it  may 
tarnish,  it  can  be  cleaned  by  experts. 

Disadvantages.  The  daguerreotype  has  several 
disadvantages,  one  of  which  is  its  mirror-like  surface, 
inasmuch  as  the  image  can  be  seen  only  when  held  at 
a certain  angle.  Looking  straight  at  the  image  re- 
flects light  back  at  the  viewer.  If  the  viewer  tilts  the 
image  back  and  forth  the  positive  and  then  the  neg- 
ative effect  of  reflected  light  will  be  seen.  Another 
major  drawback  of  the  daguerreotype  is  that  each 
image  is  unique,  for  only  one  image  can  be  made  from 
each  exposure  of  the  camera,  and  only  by  rephoto- 
graphing the  original  plate  can  a copy  of  the  image 
be  made.1  '1'hese  copy  daguerreotypes,  however,  do 
not  have  the  brilliance,  detail,  or  clarity  of  the  original 
and  can  be  recognized  as  copies. 

Another,  although  minor,  disadvantage  of  the 
daguerreotype  was  that  the  image  was  reversed  from 
right  to  left.  This  was  compensated  for,  at  times,  by 
some  photographers  who  used  a prism  in  front  of  the 
lens  to  reverse  the  image  received.  However,  doing 
this  increased  exposure  time  thereby  increasing  the 
chance  of  the  subject’s  moving. 

The  major  disadvantage  of  the  daguerreotype  is 
that  the  image  surface  itself  is  extremely  fragile  and 
the  slightest  touch  will  permanently  destroy  or  mark 
the  image.  Because  of  this  fragility,  daguerreotypes 
must  be  kept  in  their  cases  and  not  removed  except 
by  experienced  hands. 

Popularity.  'The  daguerreotype  produced  be- 
tween 1839  to  I860  was  more  popular  in  America 
than  anywhere  else  in  the  world,  for  Americans  took 
the  daguerreotype  and  made  it  an  industry  as  well  as 
an  important  part  of  its  culture  and  way  of  life  ( Fig. 
1).  At  its  peak  in  the  early  1850s,  an  estimated  3 
million  were  produced  yearly. 

Daguerreotypes  were  produced  in  the  following 
sizes: 


(1/9) 

(1/6) 

(1/4) 

(1/2) 

(4/4) 


Ninth  plate  2"  X 27z" 

Sixth  plate  I'h"  X 37i" 
Quarter  plate  3*4 " X 474" 

Hall  plate  474"  X r>%" 

Whole  plate  67z"  X 87z" 

Mammoth  plate  larger  than 


50  mm.  X 63  mm. 
70  mm.  X 82  mm. 
82  mm.  X 108  mm. 
108  mm.  X 140  mm. 
165  mm.  X 215  mm. 

67a"  X 87z" 


Daguerreotypes  by  the  better  photographers  were 


+ Ambrotypes  and  tintypes  are  similarly  unique. 
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FIGURE  1.  William  Beaumont,  M.D.  (1785-1853),  pioneer 
physiologist,  first  to  study  action  of  gastric  juices  and  physi- 
ology of  digestion.  Daguerreotype,  unpublished  (courtesy. 
New  York  Academy  of  Medicine). 

relatively  expensive.  At  a time  when  the  average 
daily  wage  for  a skilled  laborer  was  $2.00  the  average 
sixth  plate  cost  between  $2.00  and  $5. 00. 7-9 

Early  paper  photography — calotypes 

About  the  same  time  as  Daguerre’s  discovery,  two 
scientists  working  independently  of  each  other  in 
England  discovered  photographic  processes.  The 
first  and  most  important  discovery  was  that  of  Henry 
Fox  Talbot  (1800-1877)  who  described  his  process 
at  a meeting  of  the  Royal  Society  of  London  on  Jan- 
uary 31,  1839.10  He  made  a paper  photograph  from 
a paper  negative.  Each  photographer  had  to  prepare 
his  own  paper  negatives  by  alternately  dipping  the 
paper  in  salt  and  silver  nitrate  solutions  and  then 
drying  it  until  “proper”  sensitivity  was  achieved. 
Each  paper’s  sensitivity  varied,  however,  and  expo- 
sure times  were  long.  Talbot’s  original  paper  pho- 
tograph was  a negative,  the  light  areas  dark  and  the 
dark  areas  light.  Sir  John  Herschel  (1792-1871) 
reported  on  March  14,  1839,  his  similar  method  of 
photography.  He  was  the  first  to  call  the  process 
“photography”  and  also  described  the  terms  “nega- 
tive” and  “positive”  in  1840. 

The  perfected  paper  photographic  process,  pat- 
ented in  1841  by  Talbot,  was  called  calotypy.  Their 
main  disadvantage  was  long  exposure  time,  as  well 


as  a lack  of  clarity  and  detail  and  a quality  of  misti- 
ness. The  mistiness,  though,  gave  the  calotype  an 
artistic  touch.  Calotypes  also  have  a tendency  to 
fade  with  time.  The  obvious  great  advantage  of  the 
calotype  process  was  that  numerous  prints  could  be 
made  inexpensively  from  one  negative;  thus  by 
pasting  photos  onto  pages,  photographically  illus- 
trated books  could  now  be  produced.  These  are 
called  “tipped  in”  photos. 

Because  of  the  poor  properties  of  paper  as  a sup- 
port backing  for  the  sensitized  emulsions  required 
by  the  calotype  negative,  other  substances  were 
sought  to  replace  this  medium.  Glass  had  been 
suggested  and  experimented  with  for  years,  but  its 
use  was  not  practical  until  1847,  when  Claude  Felix 
Abel  Niepce  de  St.  Victor  (1805-1870)  invented  the 
albumen-covered  glass  plate.10  The  use  of  egg  white 
to  hold  the  light-sensitized  chemicals  on  glass  plates 
resulted  in  pictures  of  finer  detail  and  brilliance  than 
had  been  achieved  with  the  calotype.  It  should  be 
emphasized  that  the  calotype  remained  a European 
technique  and  was  not  popular  nor  used  to  any  great 
extent  in  the  United  States,  except  as  a photographic 
curiosity. 

‘ Wet  plate” — collodion  photography 

A new  and  important  medical  discovery  changed 
the  nature  of  photography  and  eventually  dealt  a 
death  blow  to  the  daguerreotype  and  calotype:  the 
discovery  of  collodion  in  1847.  Used  to  protect 
wounds  to  the  present  day,  collodion  is  a mixture  of 
guncotton  in  alcohol  and  ether.  It  is  spread  as  a 
viscous  fluid  over  a wound  and  when  it  dries  forms 
a tough,  transparent,  skin-like  membrane. 

In  photography  the  collodion  was  used  as  a base  to 
hold  the  photosensitive  chemicals  on  a glass  plate. 
The  sensitized  collodion-coated  plate  was  exposed 
in  the  camera  while  wet  and  then  developed  while 
still  wet,  hence  the  name  “wet-plate”  process.  After 
the  plate  was  developed  the  collodion  negative  could 
he  stripped  from  the  glass,  preserved,  and  used  to 
make  paper  prints.  More  commonly  the  entire  glass 
plate  became  the  negative,  or  a unique  positive 
photograph  itself — an  ambrotype. 

The  collodion  negative  process  was  described  in 
The  Chemist  by  an  Englishman,  Frederick  Scott 
Archer  (1813-1857),  in  March,  1851. 5 As  originally 
described,  it  was  a method  for  saving  glass  and  re- 
ducing the  weight  a photographer  had  to  carry,  for 
it  required  only  one  piece  of  glass  to  produce  mult  iple 
negatives.  Although  Archer  has  historically  been 
given  credit  for  the  invention,  evidence  recently 
brought  to  light  indicates  that  collodion  was  first 
used  to  make  a photograph  on  glass  in  1847. ! J. 
Milton  Sanders,  M.D.,  of  the  chemistry  department 
of  the  Eclectic  Medical  Institute  of  Cincinnat  i,  Ohio, 
suggested  the  use  of  collodion  and  glass  to  photog- 
rapher Ezekiel  Hawkins,  and  it  was  Hawkins,  with 
the  assistance  of  John  Locke,  M.D.,  who  prepared  the 
first  photograph  on  glass. 
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FIGURE  2.  Rare  clinical  ambrotype  showing  resection  of 
upper  humerus  or  of  shoulder  joint,  unpublished,  half  plate, 
about  1860s.  Probably  Civil  War  soldier. 


Ambrotype.  In  America,  the  ambrotype*  was  the 
next  popular  form  of  photograph,  produced  from 
about  1854  to  the  mid  1860s.  The  ambrotype  or 
photograph  on  glass  was  developed  from  Archer’s 
perfected  collodion  process.  Instead  of  using  the 
glass  as  a negative  to  make  paper  prints,  the  glass 
negative  itself  was  used  as  a positive  picture  by 
placing  it  on  a black  background  and  then  mounting 
it  in  a case  as  had  been  done  with  daguerreotypes. 

James  Ambrose  Cutting  of  Boston  in  1854  pat- 
ented the  method  of  producing  and  sealing  an  am- 
brotype.7 He  sealed  another  piece  of  glass  over  the 
image  side  of  the  plate  for  protection. 

The  ambrotype  was  largely  free  of  the  glare  of  the 
daguerreotype.  In  addition,  the  image  of  the  am- 
brotype was  not  necessarily  reversed  from  right  to 
left  because  inasmuch  as  the  picture  was  on  trans- 
parent glass,  one  could  correct  the  direction  by  sim- 
ply reversing  the  side  on  which  it  was  mounted. 
Each  ambrotype  was  also  unique  and  had  to  be  cop- 
ied by  photograph.  Good  quality  ambrotypes  were 
made  by  the  better  photographers  and  could  be 
tinted.  However,  most  ambrotypes  were  of  poor 
quality,  without  the  detail  and  depth  of  a daguerre- 
otype, and  also  had  a grey  overcast.  They  were  much 

* Derived  from  the  Greek  "ambrotos”  signifying  "immortal” 
or  "imperishable.” 


FIGURE  3.  Tintype  of  man  with  rhinophyma,  unpublished, 
circa  1860  (courtesy,  New  York  Academy  of  Medicine). 

cheaper  to  produce,  however,  and  had  largely  re- 
placed the  daquerreotype  by  1856  (Fig.  2).  Its  as- 
cendancy did  not  last  long  owing  to  the  development 
of  the  tintype  and  cheap  paper  photographs. 

Tintype.  The  tintype  was  invented  about  the 
same  time  as  the  ambrotype  by  Hamilton  L.  Smith, 
professor  of  natural  science,  Kenyon  College,  Gam- 
bier.  Ohio.7  It  was  patented  in  1856  and  came  into 
use  soon  afterward.  The  name  tintype  is  a misno- 
mer, since  it  contains  no  tin.  but  is  made  from  thin 
iron  sheets.  The  name  came  from  the  fact  that  tin 
snip  scissors  w'ere  used  to  cut  the  photographs  out  of 
the  iron  sheets.  The  sheet  of  iron  wras  blackened 
creating  a “jappaned  surface”  and  then  coated  with 
a thin  film  of  sensitized  collodion.  Since  most  pho- 
tographs were  made  with  the  new  multilens  camera, 
several  pictures  appeared  on  one  plate,  and  they  were 
cut  separately  from  the  plate  as  mentioned.  Initially 
the  individual  images  were  encased,  as  had  been  done 
with  the  daguerreotype,  but  eventually  they  were 
given  over  to  the  subject  unprotected. 

The  tintype  was  a simple  and  inexpensive  process 
of  photography,  and  its  great  photographic  advan- 
tage was  that  it  was  not  fragile.  The  surface  could 
not  be  rubbed  off  as  in  a daguerreotype  or  ambro- 
type. It  could  be  sent  through  the  mail,  carried  in 
pockets,  or  put  in  albums.  Every  tintype  is  also  a 
unique  photograph. 

The  tintype  was  made  in  more  sizes  than  any  other 
photographic  process  of  its  era.  Although  the  pres- 
idential campaign  button  of  1860  gave  the  tintype  its 
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FIGURE  4.  Western  physician  posing  with  patient,  taking 
pulse,  unpublished,  circa  1860,  half-plate  tintype. 


first  real  impetus  and  wide  appearance,  the  tintype 
galleries  and  itinerant  Civil  War  camp  photographers 
made  the  tintype  known  to  every  village  and  hamlet 
in  the  country.  It  is  to  be  noted  that  the  large  pres- 
tigious metropolitan  galleries  were  not  associated 
with  tintype  production  in  any  way. 

Photographically,  the  tintype  has  poor  contrast, 
and  the  whites  are  grey,  giving  the  picture  a cold  dull 
appearance.  The  best  tintypes  were  taken  on 
“brown  jappaned  iron”  introduced  in  1870,  for  the 
brown  gave  a richer  warmer  background  than  the 
black.  Its  early  years,  until  the  1870s,  the  tintype 
was  an  American  style  of  photograph  hardly  known 
in  Europe.  Tintypes  were  produced  from  1856  down 
to  the  1 930s.  They  were  used  to  portray  a variety  of 
subjects  (Figs.  3 and  4).  There  were  several  names 
for  the  variants  of  the  process:  ferrotype,  ferrograph, 
and  melainotype,  to  name  a few. 

Cartes  de  visite.  The  demise  of  the  daguerre- 
otype came  not  as  a result  of  the  ambrotype  nor  the 
tintype,  hut  from  another  form  of  collodion  photog- 
raphy, albumen-paper  photography,  known  as  the 
“carte  de  visite.”  Introduced  in  France  in  1854  by 
Adolphe-Fugene  Disderi  (1819-1890),  they  quickly 
became  the  rage  of  Europe  and  soon  after  of  Ameri- 
ca. As  the  name  suggests,  they  were  calling-card 
si/e  photographs  (Fig.  5).  The  photographic  print, 
about  2V2  by  3V2  inches  in  si/e,  was  pasted  on  a 
mounting  card  2V2  by  4 inches. 


FIGURE  5.  Carte  de  visite  of  a Dr.  Winthrop  of  New  York 
City,  occupational  pose,  circa  1860. 

This  photograph  was  cheap  to  produce,  and  dozens 
could  be  bought  for  the  price  of  a daguerreotype. 
They  were  often  used  as  calling  cards,  and  as  time 
passed  each  family  acquired  large  numbers  of  them, 
resulting  in  the  need  to  store  them,  thus  culminating 
in  the  development  of  the  family  portrait  album  (Fig. 
6).  In  the  1860s  it  was  said  that  nearly  every  home 
in  America  had  two  things:  a family  Bible  and  a 
family  album. 

The  printing  of  cartes  de  visite  soon  became  a 
booming  business  worldwide.  Not  only  could  one 
have  pictures  of  relatives  and  friends,  but  for  the  first 
time  in  history  photographs  of  notables  as  well — 
kings,  queens,  politicians,  and  actors — could  be  mass 
produced:  indeed  they  were  produced  by  the  mil- 
lions and  sold  to  the  public.  For  example,  the  An- 
thony Company  of  New  York  produced  daily  about 
4,000  cartes  de  visite  of  notables  for  sale.  They  were 
even  used  by  the  Army  to  record  clinical  details  (Figs. 
7 and  8).  The  carte  de  visite  was  most  popular  in  the 
1860s  to  1870s  and  died  out  with  the  end  of  the  col- 
lodion wet-plate  process  about  1880. 

Cabinet  card.  A larger-size  popular  photograph 
was  sought  by  professional  photographers  because 
of  the  limited  portraiture  applications  of  the  carte  de 
visite.  In  1866,  the  cabinet  card,  a photograph  4 by 
5V2  inches  mounted  on  a cardboard  41/*  by  6V2  inches, 
was  introduced. 

The  cabinet  card  gave  photographers  greater  lee- 
way in  posing,  lighting,  and  background  ( Fig.  9). 
Retouching  of  the  negatives  began  in  1867  to  hide 
flaws,  which  were  more  easily  seen  in  this  larger 
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FIGURE  6.  Carte  de  visite  of  Valentine  Mott,  M.D.,  distin- 
guished New  York  surgeon  and  educator,  circa  1860. 


photograph.  Most  cabinet  cards  were  signed  in  front 
with  the  photographer’s  name,  but  some  had  elabo- 
rate designs  and  signatures  printed  on  the  back.  The 
cabinet  card  was  the  most  popular  photographic  size 
for  the  next  30  years  (1870  to  1900). 

Advantages.  The  great  advantage  of  the  wet- 
plate  glass  negative  process  was  that  unlimited 
numbers  of  photographs  could  be  produced  from  one 
negative.  Most  large  metropolitan  galleries  and 
professional  photographers  used  this  method  from 
1856  on.  Brady,  Sullivan,  Anthony,  Barnard,  and 
so  on,  photographed  notables  and  the  Civil  War, 
producing  pictures  in  10  by  14-inches  format  and 
larger  during  this  period. 

Drawbacks.  A drawback  of  the  wet-plate  process 
was  that  each  photographer  had  to  prepare  and,  after 
taking,  immediately  develop  his  plates.  Dry  plates 
had  been  envisioned  for  years,  a method  which  would 
free  the  photographer  from  these  tasks. 

Dry  plate 

Medicine  changed  the  nature  of  photography  with 
the  development  of  collodion;  and  in  1871,  a physi- 
cian was  to  have  as  profound  an  influence  on  pho- 
tography with  the  development  of  the  “dry-plate” 
process. 


FIGURE  7.  Clinical  carte  de  visite.  Civil  War  soldier  with 
primary  amputation  of  left  arm  at  upper  third  of  humerus. 


Gelatin  base.  Richard  Leach  Maddox,  M.D. 
(1816-1902)  published  a letter  in  the  British  Journal 
of  Photography  for  September,  1871,  describing  his 
dry  process.11  Dr.  Maddox  had  found  the  long 
searched-for  vehicle:  he  used  a gelatinobromide  base 
as  the  sensitized  medium  instead  of  collodion.  This 
gelatin  emulsion  mixture  was  allowed  to  dry  after 
being  spread  on  a glass  plate,  which  was  then  ready 
to  be  used  at  any  time. 

Dr.  Maddox  was  a well-known  British  photomi- 
crographer  and  had  contributed  the  section  on  pho- 
tography to  Lionel  Beale,  M.D.’s  How  to  Work  With 
the  Microscope  (1868)  as  well  as  the  tipped  in  pho- 
tomicrographic frontispiece.  This  was  the  first  use 
of  a photomicrograph  in  a textbook.  Dr.  Maddox 
had  been  led  to  develop  a dry-plate  method  because 
the  vapor  of  the  chemicals  in  the  small  room  where 
he  was  doing  photomicrographic  work  was  making 
him  sick.11 

By  1878,  the  dry  plate  was  perfected  so  that  pic- 
tures could  be  taken  in  one  twenty-fifth  of  a second. 
Dr.  Maddox’s  gelatin  changed  the  entire  nature  of 
photography;  stop-action  instantaneous  pictures  and 
movies  were  now  possible.  In  January,  1881,  the 
American  Photographers’  Association  recommended 
that  the  dry  plate  be  taken  up  by  the  industry  as  a 
whole. 

The  dry  plate  allowed  the  photographer  greater 
mobility,  for  he  no  longer  had  to  carry  the  bulky 
wet-plate  outfit.  Since  the  photographer  no  longer 
had  to  make,  take,  and  then  immediately  develop  his 
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FIGURE  8 


Rare  clinical  carte  de  visite  showing  Civil  War 


soldier  with  diarrhea,  dysentery  A,  who  died  at  Andersonville 
prison  July  21,  1864,  unpublished.  Photo  taken  while  under 
treatment  at  U S.  Army  hospital  prior  to  capture  by  Confed- 
erate forces.  Taken  for  Army  Medical  Museum.  Used  for 
book,  Medical  and  Surgical  History  of  the  War  of  the  Rebel- 
lion. 


FIGURE  9.  Cabinet  card  showing  neurologic  examination, 
unpublished.  One  of  series  of  eight  cards  showing  various 
aspects  of  neurologic  examinations  in  1880s. 


own  plates,  hosts  of  amateurs  could  easily  join  the 
photographers’  ranks  because  now  they  could  buy 
plates  and  have  them  developed  by  others. 

Stereography 

One  of  the  most  popular  forms  of  photography  in 
the  nineteenth  century  and  a form  that  encompasses 
all  the  different  processes  of  photography  was  the 
stereograph.  'The  stereoscope,  an  instrument  for 
viewing  objects  three  dimensionally  in  space,  was 
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invented  in  1 8.‘i8  by  (he  English  physicist  Charles 
Wheatstone  (1802  1875). 7 Wheatstone’s  original 
stereoscope  had  limited  appreciation  since  each 
picture  had  to  be  hand  drawn,  and  thus  remained  a 
scientific  curiosity.  With  the  invention  of  photog- 
raphy, photographic  prints  could  be  used  as  the 
viewed  medium.  The  stereograph  gave  the  viewer 
the  illusion  that  he  was  actually  in  or  viewing  the 
scene  pictured.  A photograph  condenses  fore- 
ground, middleground,  and  background  all  in  one 
plane,  completely  destroying  the  sense  of  distance 
and  spatial  relationships.  Our  sense  of  stereopsis 
rests  on  the  fact  that  the  two  eyes  being  separated  in 
space  see  slightly  different  (disparic)  images  when 
directed  at  a given  object.  The  images  are  fused  in 
the  brain  to  produce  the  three-dimensional  effect.  A 
stereophotograph  is  taken  by  using  a twin-lens 
camera  or,  as  originally  done,  by  taking  two  views  a 
few  inches  apart.  The  pictures  were  then  placed 
next  to  each  other  on  a matting  (Fig.  10).  When  put 
in  a stereoscope,  the  illusion  of  space  is  recreated.  In 
1850  stereopictures  were  commercially  introduced 
in  this  country  by  the  Langenheims  of  Philadelphia. 
Stereographs  can  thus  he  found  as  daguerreotypes, 
calotypes,  ambrotypes,  or  any  of  the  other  processes 
of  photography.  They  remained  popular  in  this 
country  until  about  1980  and  are  still  made  in  one 
form  or  another. 

Further  developments  in  still  photography 

After  the  discovery  of  the  dry  plate,  the  next  most 
important  development  in  photographic  history  was 
the  invention  by  George  Eastman  in  1885  of  a flexible 
film  to  he  used  in  a roll  holder.  The  final  stage  of 
modern  day  type  photographic  film  was  the  inven- 
tion of  the  transparent,  nitrocellulose,  flexible  film 
by  Hannibal  Goodwin  of  Newark,  New  Jersey,  who 
applied  for  a patent  on  May  2,  1887. 7 Eastman 
started  producing  this  film  for  the  public  in  1889,  a 
patent  infringement  that  cost  the  company  5 million 
dollars  in  1914,  hut  by  that  time  they  had  monopo- 
lized the  market.  Eastman  also  in  1889  introduced 
the  Kodak  camera  to  use  with  this  new  roll  of  film. 


By  1900  cheap  cameras  and  film  were  available  to  the 
general  public,  and  modern  still  photography,  ama- 
teur and  professional,  was  established. 

Most  subsequent  developments  in  still  photogra- 
phy have  been  refinements  of  the  technologic  state 
of  the  art  at  the  turn  of  the  century. 

By  the  end  of  the  nineteenth  century  medical  in- 
volvement with  both  the  development  of  photo- 
graphic technology  and  the  use  of  photographs  as 
clinical  records  and  for  study  had  been  firmly  es- 
tablished. 

Forthcoming 

In  part  1 1 of  this  article  we  shall  see  the  early  con- 
tributions of  physicians  and  medical  scientists  to  the 
development  of  photography  in  America.  Part  III 
will  consider  the  origins  of  physicians’  awareness  of 
the  importance  of  photographs  as  clinical  records. 
Part  IV  will  describe  post-daguerrean  era  develop- 
ments. 

40  East  60th  Street, 
New  York,  New  York  10022 
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Her  suitors  never  were  in  abundance;  the  few 
who  sought  her  hand  she  found  unattractive.  Time 
proceeded  on,  and  not  until  the  patient  reached  her 
late  thirties  did  she  enter  into  marriage.  Eighteen 
months  a part  of  the  union  and  she  conceived  a child. 
Sad  to  relate,  mother  and  conceptus  would  die  in  the 
early  months  of  this  pregnancy.  A large  part  of  the 
abnormality  in  her  illness  can  be  traced  to  certain 
defects  in  the  patient’s  personality.  The  circum- 
stances in  this  case  are  exceptional,  and  the  patient 
should  be  studied  in  the  light  of  influences  exerted 
on  her  by  her  mother,  father,  sisters,  and  brother. 

Mother 

The  patient’s  mother  was  notable  in  terms  of  ob- 
stetric performance.  Unlike  her  daughter,  the 
woman  had  been  remarkably  prolific.  Over  a 
seven-year  span,  on  six  occasions,  she  had  labored 
and  brought  forth  a child.  The  grand  sum  totaled 
five  daughters  with  one  son  commingled.  Following 
the  birth  of  her  last  child,  the  exhausted  creature 
took  to  her  bed  and  remained  there.  A servant  of  the 
family  observed: 

She  was  not  very  anxious  to  see  much  of  her  chil- 
dren, probably  because  the  sight  to  them,  knowing  how 
soon  they  were  to  be  left  motherless,  would  have  agi- 
tated her  too  much.  So  the  little  things  clung  quietly 
together,  for  their  father  was  busy  in  his  study  and  in 
his  parish,  or  with  their  mother,  and  they  took  their 
meals  alone;  sat  reading,  or  whispering  low  in  the  "chil- 
dren’s study,”  or  wandered  out  on  the  hillside,  hand  in 
hand.1 


Bedridden,  disabled  from  childbearing,  the 
mother  of  the  brood  lingered  on.  The  invalid  re- 
mained in  her  room,  remote  from  her  children.  From 
the  seclusion,  the  shadowy  presence  of  the  suffering 
woman  pervaded  the  household.  When  the  progeny 
were  admitted  to  visit  their  ailing  parent,  the  chil- 
dren’s hour  ended  in  minutes.  Their  father  clarified 
the  situation  when  he  explained:  “Tread  softly. 
Mother  is  ill.  Keep  your  voices  down.  She  is  tiring. 
It  is  time  to  go.”  One  parent  grave.  The  other  one 
gravely  sick.  Grim  nurses.  Bright,  perceptive 
children  immersed  in  the  enormity.  And  after  a 
time,  an  unoccupied  room. 

It  had  been  assumed  the  deceased  suffered  from 
stomach  cancer.  Rhodes,2  who  studied  the  evidence, 
has  excluded  this  diagnosis.  More  likely,  Rhodes 
contended,  the  woman  died  as  the  result  of  some 
long-standing  disorder  consequent  on  her  rapid 
childbearing,  probably  chronic  pelvic  sepsis  together 
with  an  increasing  anemia. 

The  course  of  the  mother’s  sickness  and  death  left 
its  mark  on  her  children.  From  the  exposure,  one 
daughter,  the  patient  in  this  study,  carried  away  a 
lifelong  fear  of  childbearing.  Interestingly  enough, 
even  though  she  involved  herself  in  a voluminous 
exchange  with  many  correspondents,  this  girl  wrote 
only  once  of  her  late  mother.  This  fact  does  not 
support  the  notion  that  the  recollection  of  her  par- 
ent’s death  and  dying  was  so  insignificant  it  could  be 
passed  over.  On  the  contrary,  the  experience  of  her 
mother's  death  had  been  so  traumatic,  the  daughter 
chose  to  repress  the  horrors  of  the  calamity. 

Remaining  family 

No  sooner  had  one  tragedy  ended  than  the  family 
was  subjected  to  further  trials.  Two  of  the  children 
were  to  become  sick  and  die.  The  first  to  fall  ill  was 
the  oldest  child,  Maria,  who  had  taken  her  mother’s 
place  in  the  household.  Maria  was  described  as  the 
"best”  of  the  "good,  quiet  children”:  intellectually 
gifted,  humane,  and  kind;  a saint  in  the  judgement 
of  her  brothers  and  sisters,  adored  by  her  father.2  In 
early  childhood,  Maria  and  her  sister,  Elizabeth,  had 
been  sent  away  to  boarding  school.  Subject  to  an 
intolerable  discipline,  fed  on  an  inadequate  diet, 
Maria  contracted  tuberculosis.  She  returned  home 
and  died  at  the  age  of  12.  The  family  had  lost  their 
“second  mother.”  Soon  thereafter,  Elizabeth  came 
down  with  typhoid  fever.  Discharged  from  school, 
placed  in  the  care  other  family,  despite  a physician’s 
ministrations,  the  girl  expired  from  the  infection. 

Together  with  her  remaining  sisters,  Emily  and 
Anne,  along  with  her  brother,  Branwell,  the  patient 
shared  a common  att  itude.  United  in  one  sentiment, 
the  children  faced  a world  which  they  viewed  as  alien 
and  hostile.  Agonizingly  shy  in  temperament, 
withdrawn,  they  clung  together.  The  ramparts  of 
their  citadel  were  impregnable.  The  barriers  ex- 
cluded an  aunt  who  came  to  live  with  them.  The 
affectionate  nature  of  their  servant,  Tabby,  was  not 
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of  sufficient  quality  to  allow  her  admission  to  their 
cloister.  It  was  their  father  who  influenced  them. 

It  was  said  of  the  father  that  he  bound  his  children 
to  him  by  the  strength  of  a fiercely  dominating  per- 
sonality balanced  by  an  undeniable  capacity  for  love.4 
As  loving  and  as  kind  as  the  parent  was  with  his 
daughters,  the  son  was  his  father’s  prize  and  hope. 
The  girls  of  the  family  concurred  in  a high  estimation 
of  their  brother. 

Brother 

Her  brother’s  conduct  determined,  in  part,  the 
course  of  the  patient’s  development.  This  stemmed 
from  the  nature  of  their  relationship.  A writer  de- 
scribed the  rapport. 

...  he  was  then  a very  dear  brother,  as  dear  to  her 
as  her  own  soul;  they  were  in  perfect  accord  of  taste 
and  feeling  . . . Happy,  indeed,  she  then  was,  in  Him- 
self, for  she,  with  her  own  enthusiasm,  looked  forward 
to  what  her  brother’s  great  promise  and  talent  might 
effect.5 

Endowed  with  funds  supplied  bv  his  aunt,  his 
pockets  lined  with  sums  contributed  from  the  pa- 
tient’s small  salary  as  teacher-governess,  the  young 
man  left  home  to  attend  school.  It  was  his  intention 
to  study  art.  The  gifted  son  fell  victim  to  the  dis- 
tractions of  the  city.  He  squandered  his  money  on 
drink;  his  studies  were  neglected.  Shamefacedly,  he 
went  back  home,  full  of  confabulations  about  his 
misadventures.  There  were  further  depths  for  the 
young  man  to  plumb:  the  would-be-sculptor  func- 
tioned ineffectively  as  a tutor.  The  teaching  as- 
signment botched,  the  prodigal  son  became  a railway 
worker.  He  lost  this  job  when  there  were  dis- 
crepancies in  his  accounts.  His  final  employment  as 
tutor  ended  when  he  had  an  adulterous  affair  with 
the  student’s  mother.  A cuckolded  husband  sent 
him  packing.  The  son  continued  to  afflict  his  family 
with  a series  of  abominations.  The  boy’s  mind  be- 
came deranged;  he  was  addicted  to  opium  and  alco- 
hol; his  health  suffered  severely.  In  an  alcoholic’s 
dependency,  he  relied  on  his  sisters  to  nurse  him. 
Dutiful  they  were,  not  only  in  attending  to  his  needs, 
but  in  addition  they  paid  any  debts  he  had  incurred. 
Most  of  all  the  son  depended  on  his  father.  An  au- 
thor told  of  the  young  man. 

For  some  time  before  his  death  he  had  attacks  of 
delerium  tremens  of  the  most  frightful  character:  he 
slept  in  his  father's  room,  and  he  would  sometimes  de- 
clare that  either  he  or  his  father  would  be  dead  before 
morning.  The  trembling  sisters,  sick  with  fright, 
would  implore  their  father  not  to  expose  himself  to  this 
danger;  but  their  father  was  no  timid  man  . . . The  sis- 
ters often  listened  for  the  report  of  a pistol  in  the  dead 
of  night ...  In  the  morning  the  young  man  would  saun- 
ter out,  saying  with  a drunkard's  incontinence  of 
speech,  "The  poor  old  man  and  I have  had  a terrible 
night  of  it;  he  does  his  best — the  poor  old  man:  but  it’s 
all  over  with  me  ...”  1 


Sense  of  duty 

The  patient  had  been  educated  to  believe  males 
were  all  important.  This  doctrine  was  ingrained  in 
her  philosophy.  Her  lather  dominated  her  life.  In 
the  brighter  hours  of  her  brother’s  existence,  there 
were  all  the  glowing  prospects  for  his  future.  In  what 
she  regarded  as  a proper  disposition,  the  patient  cast 
herself  in  a subordinate  role.  Patience,  under- 
standing, tolerance,  duty:  these  virtues  character- 
ized the  estimable  self-denying  female.  She  adopted 
these  qualities,  exercising  them. 

The  patient’s  friends  remarked  on  her  extraordi- 
nary "sense  of  duty.”  At  school  she  devoted  herself 
to  her  studies.  Generally,  she  refused  to  participate 
in  children’s  games.  Her  fellow  students  observed 
that  she  shunned  competitive  activity,  and  it  was 
noted  that  she  was  ever  thoughtful  of  the  expenses 
of  her  education.  When  she  returned  to  school  as  a 
teacher-governess  at  the  age  of  19,  the  patient  ad- 
mitted to  an  associate  in  July,  18115:  l,I  am  sad — very 
sad  at  the  thoughts  of  leaving  home;  but  duty — 
necessity-  these  are  stern  mistresses,  who  will  not 
be  disobeyed.”  1 

Her  mental  turmoil  had  somatic  implications. 
The  mounting  anxieties  were  responsible  for  a de- 
cline in  the  patient’s  well-being.  The  day-by-day 
rigors  of  her  school  duties  depressed  her.  She  ex- 
pressed her  displeasure. 

Stupidity  the  atmosphere,  schoolbooks  the  em- 
ployment, asses  the  society:  What  in  all  this  is  there 
to  remind  me  of  the  divine,  unseen  land  of  thought, 
dim  now,  and  indefinite  as  the  dream,  the  shadow  of  a 
shade.6 

In  her  position  of  teacher-governess,  she  existed 
in  a zone  intermediate  between  the  family  proper  and 
the  domestic  help.  Her  father’s  limited  resources 
compelled  her  to  be  self-supporting.  There  were  few 
alternatives  for  a young  woman  in  her  capacity. 
Were  she  to  acquire  a husband,  she  could  escape  from 
a difficult  situation.  At  one  point  she  had  turned 
down  her  first  proposal  of  marriage.  With  her 
judgement  clouded  in  a heroine’s  romantic  dream  of 
love,  she  rejected  another  offer  from  a different 
plaintiff.  She  mused: 

I had  a kindly  leaning  towards  him,  because  he  is 
an  amiable  and  well-disposed  man.  Yet  I had  not,  and 
could  not  have,  that  intense  attachment  which  would 
make  me  willing  to  die  for  him;  and  if  1 ever  marry,  it 
must  be  in  that  light  of  adoration  that  I will  regard  my 
husband.' 

Breaking  away 

Now  26  years  old,  the  patient  had  wearied  of  the 
strictures  of  her  existence.  She  had  the  compulsion 
to  burst  forth  intellectually,  emotionally,  psycho- 
logically, and  sexually  from  the  limited  sphere  that 
imprisoned  her.  She  fled  the  cocoon,  taking  a posi- 
tion in  a foreign  school. 
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Despite  the  renaissance,  her  vulnerability  re- 
mained the  same.  She  became  infatuated,  head  over 
heels  in  love,  with  the  married  headmaster  of  the 
school;  this  despite  the  fact  the  gentleman  did  not 
conform  with  her  romantic  illusions.  The  lover  she 
anticipated  was  a phlegmatic  man,  made  so  by  the 
death  of  his  first  wife  and  child  in  a cholera  epidemic. 
He  was  said  to  be  a domineering  man,  possessing  a 
quick  temper,  who  used  his  position  and  personality 
as  weapons.8  The  schoolmaster’s  observing  second 
wife  resolved  the  issue  for  the  love-struck  school- 
mistress. She  made  it  clear  her  husband’s  arrange- 
ment with  the  young  lady  was  not  an  affair  of  the 
heart.  Nothing  of  any  consequence  happened  be- 
tween the  master  and  the  young  schoolteacher. 
However,  the  encounter  did  allow  the  patient  to  move 
beyond  her  father  and  brother  to  a more  mature  type 
of  heterosexual  interaction. 

She  was  learning;  our  subject  was  growing  in  the 
knowledge  that  life  was  not  all  self-denial.  Some- 
where in  the  universe  there  was  room  for  a select, 
judicious,  self-indulgence. 

This  young  woman  suffered  from  a recurrent 
dream.  In  the  nightmare  she  carried  a weeping, 
suffering  child  who  would  not  be  comforted.  The 
nature  of  this  nocturnal  intrusion,  its  repetitiveness, 
has  been  interpreted  as  indicating  the  patient’s  fear 
of  dependence,  pointing  to  her  dread  of  sexual  initi- 
ation, revealing  her  reluctance  to  attain  the  maturity 
associated  with  childbearing. 

Again,  tragedy  visited  the  clan.  In  the  short  space 
of  nine  months  three  members  of  the  household  died. 
Anne,  the  youngest  of  them  all,  had  been  put  to  rest. 
Emily  and  her  brother  had  been  buried  some  months 
before.  The  only  boy  in  the  family  had  died  in  his 
father’s  arms. 

Return  home 

The  patient  and  her  father  were  one  in  a shared 
grief  and  bound  by  the  last  strand  existing  between 
a surviving  parent  and  sole  offspring.  In  the  pa- 
tient’s opinion,  she  was  an  inadequate  person;  she 
remarked:  “Papa  has  now  me  only  the  weakest, 
puniest,  least  promising  of  his  six  children.”  9 
Two  later  suitors,  a James  Taylor  and  a George 
Smith,  never  had  the  opportunity  to  make  their 
proposals  known  to  her,  inasmuch  as  the  gentlemen 
were  not  to  her  liking.  Whether  or  not  she  consid- 
ered herself  a foolish  virgin  is  a subject  for  specula- 
tion. It  was  evident  that  no  man  had  as  yet  met  her 
specifications  for  a husband.  She  did  not  consider 
the  single  state  a blessed  one;  she  complained: 

The  evils  that  now  and  then  wring  a groan  from 
my  heart,  lie  in  my  position,  not  that  1 am  a single 
woman  and  likely  to  remain  a single  woman,  hut  be- 
cause 1 am  a lonely  woman  and  likely  to  he  lonely.10 

Marriage 

But  the  time  had  come  for  the  patient  to  adapt  her 


romantic  notions  to  a more  practical  reality.  The 
man  she  became  involved  with,  and  who,  in  fact,  fell 
in  love  with  her,  had  been  her  father’s  curate  for  more 
than  seven  years.  For  more  than  seven  years  she  had 
paid  no  heed  to  the  gentleman.  When  she  admitted 
him  to  her  world,  when  he  had  been  endowed  with  a 
concrete  reality,  she  proclaimed  him  as  “decent,  de- 
corous, and  conscientious;  diligent  and  charitable.” 
Fine  adjectival  phrases  on  her  part,  hardly  the  lan- 
guage of  love.  None  found  Arthur  Bell  Nicholls,  her 
husband-to-be,  charming  or  attractive.  To  others 
he  appeared  bigoted  and  stern. 

There  are  those  who  feel  the  patient  had  shown 
considerable  acuity  of  judgement  when  she  rejected 
Mr.  Nicholl’s  first  proposal  of  marriage.  What  made 
her  accept  Mr.  Nicholl’s  second  offer?  An  individ- 
ual, knowledgeable  of  the  couple,  gave  one  inter- 
pretation. 

1 am  sure  she  could  never  have  borne  not  to  be 
well  ruled  and  ordered  . . . She  would  never  have  been 
happy  hut  with  an  exacting,  rigid,  lawgiving,  passion- 
ate man.1 1 

After  obtaining  her  father’s  permission,  the  pa- 
tient agreed  to  become  “what  people  call  engaged.” 
In  the  phrase  was  the  indecision  and  ambivalence 
which  characterized  her  position.  She  gave  herself 
away  reluctantly.  What  she  had  learned  of  Nicholls, 
the  patient  said,  inclined  her  to  esteem,  and  if  not 
love,  at  least  affection. 

A few  months  after  the  wedding  the  patient’s 
physical  and  mental  status  had  taken  a turn  for  the 
better.  She  indicated: 

It  is  long  since  I have  known  such  comparative  im- 
munity from  headache,  sickness,  and  indigestion,  as 
during  the  last  three  months. 

My  life  is  different  from  what  it  used  to  be.  May 
God  make  me  thankful  for  it.12 

The  appended  plea,  “May  God  make  me  thank- 
ful for  it,”  raised  some  doubts  about  the  perfectibil- 
ity of  the  union.  Nevertheless,  there  was  about  her 
an  air  of  well-being,  no  matter  the  source.  In  her 
letters,  there  were  freshets  of  humor  and  tolerance 
that  had  not  flowed  in  her  previous  correspon- 
dence. 

An  apparently  happy  marriage,  one  entered  into 
38  years  late  in  life,  could  not  erase  the  consequences 
of  her  years  of  humiliation  and  self-doubt.  Her 
friends  and  associates  saw  her  differently:  by  all 

standards  she  was  a woman  of  no  small  accomplish- 
ments. Marriage  had  not  altered  her  attitude  toward 
childbearing  and  children.  Her  mother’s  experience 
had  taught  her  that  death  could  follow  as  a conse- 
quence of  parturition,  and  once  the  children  were 
born,  as  in  her  family,  the  issue  were  not  necessarily 
long-lived.  The  patient  wrote  fondly  to  a friend 
concerning  the  woman’s  children.  She  confessed: 

Whenever  1 see  Florence  and  Julia  again,  I shall 
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feel  like  a bashful  suitor,  who  views  at  a distance  the 
fair  personage  to  whom,  in  his  clownish  awe,  he  dare 
not  risk  an  approach.  Such  is  the  clearest  idea  I can 
give  you  of  my  feeling  toward  children  1 like,  hut  to 
whom  I am  a stranger:  and  to  what  children  am  1 not  a 
stranger?1 

A year  and  a half  after  her  marriage,  the  patient 
conceived  a child.  Concomitant  with  the  conception 
the  primigravida  developed  a distaste  for  food. 
Quickly  and  insidiously  nausea  and  emesis  were 
added  to  anorexia:  the  regurgitated  fluid  hitter  in 
the  throat,  pouring  out  in  spasms,  uncontrollable, 
debilitating. 

At  39  years  of  age,  in  the  early  months  of  preg- 
nancy, the  patient  died  of  hyperemesis  gravidarum. 
It  was  her  last  neurotic  confrontation. 

The  obituaries  listed  the  patient  as  the  wife  of  Mr. 
Arthur  Bell  Nicholls.  Other  lines  in  print  indicated 
she  had  been  born  Charlotte  Bronte.  Her  principal 
works  included:  Jane  Eyre,  Shirley,  Villette,  and 
The  Professor. 

The  patient  passed  on  to  her  Maker  at  the  begin- 
ning of  the  season  of  rebirth.  Her  death  took  place 
on  Easter  Eve,  March  31,  1855. 


Chlamydial  infections  of  the  newborn 

Right  now,  inclusion  conjunctivitis  is  the  most  common 
form  of  neonatal  conjunctivitis,  with  an  estimated  inci- 
dence of  1.1  to  4.4  cases  per  1,000  live  births,  although  these 
are  thought  to  be  gross  underestimates,  since  most  diag- 
nosed chlamydial  infections  are  referred  to  ophthalmolo- 
gists. The  infection  is  acquired  by  the  neonate  during 
passage  through  the  birth  canal.  Considering  the  high 
prevalence  of  chlamydiae  in  genital  tracts  of  most  sexually 
active  women  so  far  tested,  a substantial  proportion  of  the 
neonates  are  at  risk.  The  incubation  period  is  usually  14 
days.  Sometimes  conjunctivitis  observed  since  the  first 


References 

1.  (laskell,  E.:  The  Life  of  Charlotte  Bronte,  1857;  New 
York,  E.  P.  Dutton  Inc.,  1971,  pp.  89,  197,  343. 

2.  Rhodes,  P.:  A medical  appraisal  of  the  Brontes,  Bronte 
Soc.  Tr.  It>:  102  (1971). 

3.  Charlotte  Bronte  to  W.  S.  Williams,  July  3,  1849,  in  Wise, 
'I'.  J.,  and  Symington,  J.  A.,  Eds.:  The  Brontes,  Their  Lives, 
Friendships,  and  Correspondence  in  Four  Volumes,  New  York, 
Oxford  University  Press,  1922,  vol.  3,  p.  21. 

4.  Moglen,  H.:  Charlotte  Bronte,  The  Self  Conceived,  New 
York,  W VV  Norton  and  Co.,  1976,  p.  24. 

5.  Reminiscences  of  Charlotte  Bronte  by  “E,”  in  Wise,  T.  J., 
and  Symington,  J.  A.,  Eds.:  The  Brontes,  Their  Lives,  Friend- 
ships, and  Correspondence,  New  York,  Oxford  University  Press, 
1922,  vol.  1,  p.  106. 

6.  Roe  Head  Journal,  unpublished,  Bonnell  Collection, 
Bronte  Parsonage  Museum. 

7.  Charlotte  Bronte  to  W.  S.  Williams,  March  12,  1839,  in 
Wise,  4'.  J.,  and  Symington,  J.  A.,  Eds.:  The  Brontes,  Their  Lives, 
Friendships,  and  Correspondence,  New  York,  Oxford  University 
Press,  vol.  1,  p.  174. 

8.  Moglen,  H.:  Charlotte  Bronte,  The  Self  Conceived,  New 
York,  W.  \Y  Norton  and  Co.,  1976,  p.  63. 

9.  To  W.  S.  Williams,  June  4,  1849,  in  Wise  T.  J.,  and  Sym- 
ington. J.  A.,  Eds.:  The  Brontes,  Their  Lives,  Friendships,  and 
Correspondence,  New  York,  Oxford  University  Press,  1922,  vol. 
3,  pp.  74,  192. 

10.  Reminiscences  of  Charlotte  Bronte  by  “E,”  August  25, 
1852,  in  ibid.,  vol.  4,  p.  6. 

1 1.  To  John  Foster,  April  23,  1854,  in  ibid.,  vol.  4,  p.  1 17. 

12.  To  Margaret  Wooler,  November  15,  1854,  in  ibid.,  vol.  4, 

p.  160. 


day  of  life  is  later  diagnosed  as  inclusion  conjunctivitis, 
likely  reflecting  an  earlier  conjunctivitis,  such  as  chemical 
preceding  development  of  inclusion  conjunctivitis.  Crede 
prophylaxis  has  no  known  preventive  effect  on  the 
chlamydiae.  Although  it  has  always  been  assumed  that 
chlamydial  infections  in  the  newborn  are  restricted  to  the 
eye  or  genital  tract,  there  is  retrospective  evidence  in  the 
literature  that  these  agents  might  be  involved  also  in  res- 
piratory disease  and  otitis  media.  Schachter,  J.: 
Chlamydial  infections,  Pt.  3,  New  England  J.  Med.  298:  540 
(Mar.  9)  1978. 
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Obituaries 


Luis  Henrique  Angulo,  M.D.,  of  Flushing,  died  on  Jan- 
uary 10  at  the  age  of  42.  Dr.  Angulo  received  his  medical 
degree  from  the  University  of  Cartagena  in  1963.  He  was 
an  associate  physician  at  City  Hospital  Center  at  Elmhurst 
and  a clinical  assistant  in  internal  medicine  at  Flushing 
Hospital  and  Medical  Center.  Dr.  Angulo  was  a member 
of  the  Medical  Society  of  the  County  of  Queens,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  Bordley,  III,  M.D.,  of  Cooperstown,  died  on  Jan- 
uary 6 at  the  age  of  78.  Dr.  Bordley  graduated  in  1927  from 
Johns  Hopkins  University  School  of  Medicine.  He  was  an 
emeritus  staff  member  at  Mary  Imogene  Bassett  Hospital. 
Dr.  Bordley  was  a member  of  the  American  Society  for 
Clinical  Investigation,  the  American  Clinical  and  Clima- 
tological Association,  the  Otsego  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  A.  Braunstein,  M.D.,  of  Jamaica  and  Roslyn, 
died  on  January  4 at  the  age  of  55.  Dr.  Braunstein  grad- 
uated in  1946  from  New  York  University  School  of  Medi- 
cine. He  was  chief  of  thoracic  surgery  at  Mary  Immaculate 
Hospital,  a thoracic  surgeon  at  St.  John’s  Queens  Hospital, 
a staff  thoracic  surgeon  at  Long  Island  Jewish-Hillside 
Medical  Center,  a thoracic  surgeon  at  Queens  Hospital 
Center,  and  acting  director  of  cardiovascular  and  thoracic 
surgery  at  St.  Francis  Hospital  (Roslyn).  Dr.  Braunstein 
was  a Diplomate  of  the  American  Board  of  Surgery,  a Dip- 
lomate  of  the  American  Board  of  Thoracic  Surgery  (Af- 
filiate of  the  American  Board  of  Surgery),  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the  American 
College  of  Chest  Physicians,  and  a member  of  the  New 
York  Society  for  Thoracic  Surgery,  the  New  York  Car- 
diological Society,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Caspar  Greene  Burn,  M.D.,  of  Gwynedd,  Pennsylvania, 
formerly  of  Troy,  died  on  June  29,  1976,  at  the  age  of  79. 
Dr.  Burn  graduated  in  1930  from  Yale  University  School 
of  Medicine.  He  was  a Diplomate  of  the  American  Board 
of  Pathology  (Pathologic  Anatomy  and  Clinical  Pathology), 
a Fellow  of  the  College  of  American  Pathologists,  and  a 
member  of  the  American  Association  of  Pathologists  and 
Bacteriologists,  the  American  Association  for  Cancer  Re- 
search, the  American  Society  of  Clinical  Pathologists,  the 
Troy  Academy  of  Medicine,  the  New  York  Pathological 
Society,  the  Rensselaer  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Benjamin  Cohen,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 23,  1978,  at  the  age  of  51.  Dr.  Cohen  graduated  in 
1 955  from  Chicago  Medical  College.  He  was  a member  of 
the  American  Occupational  Medicine  Association,  the  New 
York  State  Society  of  Industrial  Medicine,  the  New  York 


County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Raymond  Lesher  Disch,  M.D.,  of  Lynbrook,  died  on 
December  17  at  the  age  of  74.  Dr.  Disch  graduated  in  1929 
from  Albany  Medical  College.  He  was  a member  of  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Durward  M.  Doane,  M.D.,  of  The  Bronx,  died  on  De- 
cember 23  at  the  age  of  55.  Dr.  Doane  graduated  in  1947 
from  Syracuse  University  College  of  Medicine.  He  was  a 
senior  attending  in  medicine  at  St.  John’s  Riverside  Hos- 
pital. Dr.  Doane  was  a member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Theodore  Findaro,  M.D.,  of  Flushing  and  Man- 
hasset,  died  on  January  5 at  the  age  of  51.  Dr.  Findaro 
graduated  in  1951  from  Chicago  Medical  College.  He  was 
an  attending  pediatrician  at  Flushing  Hospital  and  Medical 
Center,  a staff  pediatrician  at  Booth  Memorial  Medical 
Center,  and  an  attending  pediatrician  at  North  Shore 
University  Hospital.  Dr.  Findaro  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Katharine  L.  Friedmann,  M.D.,  of  Ardsley,  died  on 
January  9 at  the  age  of  52.  Dr.  Friedmann  graduated  in 
1952  from  Woman’s  Medical  College  of  Pennsylvania.  She 
was  an  attending  physician  in  general  practice  at  Dobbs 
Ferry  Hospital,  an  associate  physician  in  pulmonary  dis- 
ease at  Westchester  County  Medical  Center,  and  an  as- 
sistant physician  in  medicine  at  St.  John’s  Riverside 
Hospital.  Dr.  Friedmann  was  a Diplomate  of  the  Ameri- 
can Board  of  Family  Physicians  and  a member  of  the 
American  Academy  of  Family  Physicians,  the  Westchester 
Academy  of  Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Arthur  L.  Green,  M.D.,  of  Mount  Kisco,  died  on  August 
10  at  the  age  of  50.  Dr.  Green  graduated  in  1956  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  an  attending  physician  at  Northern  Westchester 
Hospital  Center  and  an  assistant  physician  at  Bronx  Mu- 
nicipal Hospital  Center.  Dr.  Green  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a member  of 
Westchester  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

James  Matthew  Greer,  M.D.,  of  White  Plains  and  Ar- 
monk,  died  on  December  29.  Dr.  Greer  graduated  in  1941 
from  New  York  University  School  of  Medicine.  He  was 
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an  obstetrician  and  gynecologist  at  White  Plains  Hospital. 
Dr.  Greer  was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  and  a Fellow  of  the 
American  College  of  Surgeons. 

Richard  Berry  Hadley,  M.I).,  of  Rye,  died  in  September. 
Dr.  Hadley  graduated  in  194:1  from  the  University  of  Ver- 
mont College  of  Medicine.  He  was  chief  of  otorhinolar- 
yngology at  United  Hospital,  an  honorary  consultant  in 
head  and  neck  surgery  at  St.  Vincent’s  Hospital  of  the  City 
of  New  York,  and  a consultant  in  eye,  nose,  and  throat  at 
New  York  Eye  and  Ear  Infirmary.  Dr.  Hadley  was  a 
Diplomate  of  the  American  Board  of  Otolaryngology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Ophthalmology  and  Otolar- 
yngology, the  American  Academy  of  Facial  Plastic  and 
Reconstruction  Surgery,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Thomas  Irving  Hoen,  M.D.,  of  Cedarhurst,  died  on  De- 
cember 20  at  the  age  of  75.  Dr.  Hoen  graduated  in  1928 
from  Johns  Hopkins  University  School  of  Medicine.  He 
was  a consulting  neurosurgeon  at  University  Hospital  and 
an  honorary  neurosurgeon  at  the  Hospital  for  Special 
Surgery.  Dr.  Hoen  was  a Diplomate  of  the  American 
Board  of  Neurological  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Association  for 
Research  in  Nervous  and  Mental  Disease,  the  American 
Association  of  Neurological  Surgeons,  the  Society  for  Ex- 
perimental Biology  and  Medicine,  the  New  York  Neuro- 
logical Society,  the  New  York  Society  of  Neurosurgery,  the 
New  York  Surgical  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Murray  Israel,  M.D.,  of  Roslyn  Heights  and  Williston 
Park,  died  on  January  12  at  the  age  of  72.  Dr  Israel 
graduated  in  1932  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Lanzkron,  M.D.,  of  Albany,  died  on  December  18 
at  the  age  of  72.  Dr.  Lanzkron  received  his  medical  degree 
from  the  University  of  Hamburg  in  1932.  He  was  a clinical 
assistant  psychiatrist  at  Albany  Medical  Center.  Dr. 
Lanzkron  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychiatric  Association,  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sonia  Dianna  Lindo,  M.D.,  of  New  York  City,  died  on 
December  24  at  the  age  of  38.  Dr.  Lindo  graduated  in  1965 
from  the  University  of  Edinburgh  Faculty  of  Medicine. 
She  was  an  assistant  physician  at  The  New  York  Hospital. 
Dr.  Lindo  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Janet  Irene  Lipski,  M.D.,  of  New  York  City,  died  on 
December  10  at  the  age  of  41.  Dr.  Lipski  graduated  in  1963 
from  Seton  Hall  College  of  Medicine  and  Dentistry.  She 
was  a member  of  the  New  York  County  Medical  Society, 


the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Vyasa  James  Lopez,  M.I).,  of  Canandaigua,  died 
on  September  26  at  the  age  of  84.  Dr.  Lopez  graduated  in 
1915  from  Tulane  University  School  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  and  a member  of  the  American  Psychiatric- 
Association,  the  Ontario  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Benjamin  LoPresto,  M.I).,  of  Smithtown,  Centereach, 
and  Stony  Brook,  died  on  January  17  at  the  age  of  56.  Dr. 
LoPresto  graduated  in  1954  from  Downstate  University 
Medical  School.  He  was  an  attending  obstetrician  and 
gynecologist  at  St.  John’s  Smithtown  and  Smithtown 
General  Hospitals.  Dr.  LoPresto  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Robert  Barr  McKittrick,  M.D.,  of  Yonkers,  died  on 
November  6 at  the  age  of  69.  Dr.  McKittrick  graduated 
in  1934  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  honorary  physician  in  medicine 
at  St.  John’s  Riverside  Hospital.  Dr.  McKittrick  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Chest  Physicians,  and 
a member  of  the  American  Geriatrics  Society,  the  West- 
chester Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

H.  Houston  Merritt,  M.I).,  of  New  York  City,  died  in 
January  in  his  77th  year.  Dr.  Merritt  graduated  in  1926 
from  Johns  Hopkins  University  School  of  Medicine.  He 
was  a consulting  neurologist  at  The  Presbyterian  Hospital. 
Dr.  Merritt  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  and  a member  of  the  American 
Society  for  Clinical  Investigation,  the  American  Neuro- 
logical Association,  the  American  Academy  of  Neurology, 
the  American  Psychiatric  Association,  the  American  As- 
sociation of  Neuropathologists,  the  Association  for  Re- 
search in  Nervous  and  Mental  Disease,  the  New  York 
Academy  of  Medicine,  the  New  York  Neurological  Society, 
the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Isidore  Miller,  M.D.,  of  New  York  City,  died  on  January 
14  at  the  age  of  76.  Dr.  Miller  graduated  in  1929  from  the 
University  of  Kansas  School  of  Medicine.  He  was  a senior 
associate  physician  in  thoracic  disease  at  St.  Clare’s  Hos- 
pital and  Health  Center,  Dr.  Miller  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Chest  Physicians,  and  a member  of 
the  American  Thoracic  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Albert  Amendes  Morrone,  M.D.,  of  Yonkers,  died  on 
October  29  at  the  age  of  79.  Dr.  Morrone  graduated  in 


April  1979/New  York  State  Journal  of  Medicine  801 


1925  from  Georgetown  University  School  of  Medicine.  He 
was  an  honorary  obstetrician  and  gynecologist  at  Yonkers 
Professional  and  Yonkers  General  Hospitals  and  a con- 
sulting obstetrician  at  St.  John’s  Riverside  Hospital.  Dr. 
Morrone  was  a Fellow  of  the  International  College  of 
Surgeons,  a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  and  a member  of  the  Westchester 
Academy  of  Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Sidney  Morse,  M.D.,  of  New  Rochelle,  died  on  January 
13  at  the  age  of  71.  Dr.  Morse  graduated  in  1931  from 
Long  Island  College  of  Medicine.  He  was  an  emeritus 
physician  in  medicine  at  New  Rochelle  Hospital  Medical 
Center.  Dr.  Morse  was  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Henry  Frederick  Preische,  M.D.,  of  Yonkers,  died  on 
February  8,  1978,  at  the  age  of  74.  Dr.  Preische  graduated 
in  1933  from  the  University  of  Rochester  School  of  Medi- 
cine. He  v/as  an  honorary  physician  in  medicine  at  St. 
John’s  Riverside  Hospital.  Dr.  Preische  was  a member  of 
the  Westchester  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Angelo  Michael  Sala,  M.D.,  of  New  York  City,  died  on 
January  8 at  the  age  of  82.  Dr.  Sala  graduated  in  1921  from 
St.  Louis  University  School  of  Medicine.  He  was  a con- 
sultant in  pathologic  anatomy  at  Beth  Israel  Medical 
Center.  Dr.  Sala  was  a Diplomate  of  the  American  Board 
of  Pathology  (Pathologic  Anatomy),  a Fellow  of  the  College 
of  American  Pathologists,  and  a member  of  the  American 
Association  for  Cancer  Research,  the  American  Society  of 
Clinical  Pathologists,  the  New  York  Academy  of  Medicine, 
the  New  York  Pathological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sanford  Sail,  M.D.,  of  New  York  City,  died  in  December 
at  the  age  of  44.  Dr.  Sail  graduated  in  1959  from  New  York 
Medical  College.  He  was  an  obstetrician  and  gynecologist 
at  Flower  and  Fifth  Avenue  and  Metropolitan  Hospitals, 
and  a consulting  gynecologist  at  Veterans  Administration 
Hospital,  Montrose.  Dr.  Sail  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Fertility  Society,  the  Pan 
American  Medical  Association,  the  New  York  Obstetrical 
Society,  the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  Silver,  M.D.,  of  New  York  City,  died  on  December 
17  at  the  age  of  82.  Dr.  Silver  received  his  medical  degree 


from  the  University  of  Vienna  in  1921.  He  was  a con- 
sulting dermatologist  at  The  Bronx-Lebanon  Hospital 
Center.  Dr.  Silver  was  a member  of  the  American  Acad- 
emy of  Dermatology,  the  Society  for  Investigative  Der- 
matology, the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Richard  Stephen  Swerdlow,  M.D.,  of  White  Plains,  died 
on  October  9 at  the  age  of  37.  Dr.  Swerdlow  graduated  in 
1966  from  Temple  University  School  of  Medicine.  He  was 
a clinical  assistant  otolaryngologist  at  The  Mount  Sinai 
Hospital  and  an  assistant  otolaryngologist  at  St.  Agnes  and 
White  Plains  Hospital.  Dr.  Swerdlow  was  a Diplomate  of 
the  American  Board  of  Otolaryngology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
Westchester  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

William  Francis  Teskey,  M.D.,  of  Port  Chester,  died  in 
October.  Dr.  Teskey  graduated  in  1944  from  Boston 
University  School  of  Medicine.  He  was  a member  of  the 
Westchester  Academy  of  Medicine. 

Charles  Edward  Umhey,  M.D.,  of  Warwick,  died  on 
November  30  at  the  age  of  74.  Dr.  Umhey  graduated  in 
1932  from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  an  attending  physician  in  general 
medicine  at  St.  Anthony  Community  Hospital.  Dr. 
Umhey  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Orange  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Joseph  L.  Watnick,  M.D.,  of  Miami  Beach,  Florida,  for- 
merly of  The  Bronx,  died  on  January  2 at  the  age  of  87.  Dr. 
Watnick  graduated  in  1923  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
the  New  York  County  Medical  Society,  The  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

John  Pettit  West,  M.D.,  of  New  York  City,  died  on  De- 
cember 1 at  the  age  of  73.  Dr.  West  graduated  in  1932  from 
Cornell  University  Medical  College.  He  was  a consulting 
surgeon  at  St.  Luke’s  Hospital  Center,  a consulting  vascular 
surgeon  at  St.  John’s  Riverside  Hospital,  and  a consulting 
surgeon  at  The  New  York  Hospital.  Dr.  West  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member  of  the 
American  Surgical  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  Surgical  Society,  the  New  York 
Society  for  Cardiovascular  Surgery,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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al  debilitate  individual  del  partes  interarticulari.  Le  im- 
plication legal  de  omne  iste  factores  es  considerate  debite 
a su  importantia  practic. 

Rothman,  C.  B.,  C'husid,  A.,  e Giannini,  M.  J.:  Retardo 
mental;  problemas  de  conducta  e drogas  psychotropic, 
New  York  State  J.  Med.  79:  709  (April)  1979. 

In  iste  studio  pone  se  al  die  le  tractamento  del  problemas 
de  conducta  del  retardate  mental,  con  emphasis  particulari 
in  le  uso  de  drogas  psychotropic.  Le  implementation  del 
Decreto  Willowbrook,  que  require  le  location  del  retardatos 
in  parve  gruppos  de  casos  in  areas  residential,  ha  deter- 
minate un  expansion  del  servicios  communitari  de  sup- 
porto,  includente  sessiones  de  travalio,  scholas  speciales 
e sitos  recreative  e therapeutic.  Le  problemas  de  corn- 
portamento  es  le  prime  preocupation  per  omne  individuos 
in  contacto  con  retardatos  mental.  Le  methodos  usate  per 
le  pediatricos  pro  tractar  le  conducta  insatisfactori  in  le 
departamentos  hospitalari  e ambulatori  del  Instituto  pro 
le  Retardation  Mental — New  York  Medical  College 
(“Mental  Retardation  Institute”)  es  discutite.  In  plus,  es 
presentate  un  breve  investigation  del  literatura  juncto  con 
recommendationes  actual  per  le  pharmacotherapia  del 
problemas  del  conducta  in  iste  patientes  retardate 
mental. 

Morphy,  M.,  e Platman,  S.:  Assistentes  clinic  in  psy- 
chiatria  private;  alternativa  per  Nove  York,  New  York 
State  J.  Med.  79:  716  (April)  1979. 

In  iste  reporto  le  autores  preocupa  se  del  servicio  de 
sanitate  mental  desde  le  puncto  de  vista  del  persona  trac- 
tate, predominantemente  in  le  sector  private.  Desde  que 
le  variabilitate  del  enseignamento  e experientia  del  indi- 
viduos tractante  ha  crecite  supra  le  disciplinas  psychiatric 
e le  psychologia  clinic,  ha  surgite  le  necessitate  de  offerer 
guidas  e regulationes  que  pota  assecurar  standards  per  le 
qualitate  del  attention,  costo  e effectivitate  que,  al  minus, 
pota  esser  comparabile  con  ille  offerite  in  le  sector  public 
del  psychiatria.  Recommendationes  es  offerite  supra 
standards  minimal  per  le  enseignamento  e supervision  del 
personal  tractante,  nominate  qui,  collectivemente,  como 
“assistentes  clinic”.  Le  objectivo  integral  de  tal  cambios 
es  le  integration  plus  intime  del  sectores  public  e private 
de  modo  de  formar  un  systema  unite  de  attention  del 
sanitate  mental. 

Falvo,  C.  E.,  e Flanigan,  J.  M.:  ’’CHAP”;  studio  in  du- 
plication e fragmentation.  New  York  State  J.  Med.  79: 
721  (April)  1979. 

Le  intention  del  “CHAP”  (“Child  Health  Association 
Program” — Programma  de  Attention  Sanitari  al  Pueros), 
in  su  servicio  de  “EPSDT"  (“Early  and  Periodic  Screening, 
Diagnosis  e Treatment” — Selection  Temprane  e Periodic, 
Diagnose  e Tractamento)  de  Nove  York,  es  garantir  le  ac- 
cesso  al  attention  preventive,  diagnostic  e therapeutic 
medic  e dental  a omne  pueros  e juvenes  eligibile  pro  adjucta 
medic  ("Medicaid”).  Un  experientia  de  21  menses  del 


CHAP  in  un  clinic  pediatric  integral  urban  esseva  revistite 
pro  evalutar  si  su  objectivos  esseva  obtenite.  Del  1745 
patientes  referite  per  CHAP,  55  pro  cento  habeva  le  at- 
tention requerite  intra  le  12  menses  precedente;  appunc- 
tamentos  esseva  facite  per  le  792  patientes  restante.  Le 
75  pro  cento  habeva  su  appunctamentos  initial.  Un  revi- 
sion al  hasardo  del  historias  clinic  del  98  pro  cento  del  casos 
esseva  facite:  le  95  pro  cento  correspondeva  a pueros  de 
plus  que  5 annos,  e le  88  pro  cento  habeva  problemas  san- 
itari identificate  durante  iste  evalutation.  Solmente  4 pro 
cento  del  patientes  habeva  appunctamentos  ulterior.  Ni 
le  proximitate  del  residentia  al  centro  sanitari  ni  le  grandor 
del  familias  pareva  influentiar  le  retornos  del  patientes  per 
attention  posteriori.  De  iste  patientes,  le  40  pro  cento 
habeva  un  evalutation  sanitari  in  le  12  menses  precedente 
mediante  altere  providente  de  attention  sanitari;  un  22  pro 
cento  additional  habeva  altere  fontes  de  attention  sanitari. 
Iste  resultatos  supporta  le  position  que  le  programma  de 
CHAP  es  contribuente,  in  certe  modo,  a un  duplication  e 
fragmentation  non  necessari  del  servicios  de  attention  sa- 
nitari al  pueros. 

Nininger,  »J.  E.:  Inhibition  del  ejaculation  durante  le 
orgasmo,  New  York  State  J.  Med.  79:  725  (April)  1979. 

Le  ausentia  de  ejaculation  durante  le  orgasmo  pote  oc- 
currer  como  un  symptoma  morbose  o iatrogenic  consecu- 
tive a un  effecto  secondari  de  alicun  medication  o como 
complication  de  un  tractamento  chirurgic.  Le  mechanis- 
mos  physiologic  implicate  es  describite,  e diverse  situa- 
tiones  clinic  in  le  qual  le  disturbamentos  pote  esser  trovate, 
es  discutite.  Le  necessitate  del  medico  per  questionar  su 
patiente  in  forma  directe  supra  su  dysfunction,  e propor- 
tionar  un  explication  e reassecurar  le,  es  emphatisate. 

Cherubin,  C.  E.,  Marr,  J.  S.,  e Sapira,  J.:  Indices  medic 
del  addiction  a narcoticos;  augmento  e disminution  in  le 
Citate  de  Nove  York,  de  1963  a 1977,  New  York  State  J. 
Med.  79:  727  (April)  1979. 

Le  indices  facilemente  obtenite  del  quatro  (4)  ben  cog- 
noscite  compiicationes  del  addiction  a narcoticos  pote 
servir  como  indicatores  del  magnitude  relative  del  popu- 
lation addicte.  Le  numero  annual  del  casos  reportate  de 
hepatitis  e tetanus,  e etiam  de  mortes  atributate  a endo- 
carditis e a “superdosification”  dependente  del  drogas, 
esseva  compilate  durante  le  periodo  1963-1977  in  le  Citate 
de  Nove  York.  Omne  indices  augmentava  e descendeva 
quasi  synchronicmente  durante  le  mesme  periodo.  De 
1963  a 1967  habeva  un  augmento  duple  e lente;  de  1968  a 
1971  habeva  un  augmento  rapide  e acute  del  duple  de  casos; 
de  1972  a 1974  habeva  un  declination  de  circa  de  30  a 60  pro 
cento  de  varie  indices,  e de  1975  a 1977  habeva  un  aug- 
mento plus  lente,  circa  del  nivello  de  1967.  Iste  informa- 
tion parallelava  le  major  difficultate  de  compilar  ciphras 
correspondente  al  casos  recentemente  reportate  de  de- 
pendents de  drogas  obtenite  de  agentias  social  mediante 
un  “registro  de  narcoticos”. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Gaboon  vipers 

Recently,  the  New  York  City  Department  of  Health 
received  an  anonymous  telephone  call,  informing  them  that 
a Manhattan  pet  shop  had  two  Gaboon  vipers  on  the 
premises.  Gaboon  vipers  usually  reside  in  Africa  and  are 
large  and  extremely  poisonous  snakes;  and  they  are  quite 
capable  of  killing  a human  being. 

In  no  time,  personnel  from  the  Health  Department’s 
Bureau  of  Animal  Affairs  were  hot  on  the  trail  of  the  city’s 
latest,  though  unwelcome,  visitors. 

According  to  New  York  City  Health  Commissioner 
Reinaldo  A.  Ferrer,  M.D.:  “The  selling  of  venomous 

snakes,  or  any  other  wild  creatures,  is  not  permitted  by  the 
Health  Code.  Such  animals  pose  a threat  to  the  owner  and 
the  general  public.” 

And  that’s  good  policy. 

Dr.  Alan  M.  Beck,  Director  of  the  Bureau  of  Animal 
Affairs,  reports  that  “last  year,  there  were  two  different 
incidents  of  poisonous  snake  bites  in  the  city.  One  in- 
volved a pet  rattlesnake  and  the  other,  a pet  cottonmouth 
snake.  The  snake  bites,  while  not  fatal  (though  such  bites 
can  be),  did  result  in  the  hospitalization  of  their 
owners.” 

The  snakes  had  already  been  shipped  to  new  owners 
outside  of  the  city,  before  the  Bureau  of  Animal  Affairs 
veterinarian,  Dr.  Howard  Levin,  could  seize  them.  Dr. 
Levin  did  convince  the  owner  of  the  pet  shop  either  to  have 
the  Gaboon  vipers  returned  or  comfortably  accommodated 
at  a reputable  zoo.  Tragically,  both  snakes  died  on  the 
journey  to  their  new  owners  and  were  returned  to  the  pet 
shop  dead. 

“This  incident  points  to  yet  another  problem  associated 
with  the  keeping  of  exotic  animals,”  noted  Dr.  Beck. 
“These  animals,  themselves,  are  often  the  victims  of  the 
illicit  animal  business.” 

Health  Commissioner  Ferrer  reminds  New  York  City 
residents  that,  “they  should  make  complaints  regarding 
illegal  animals  by  calling  the  Health  Department’s  Central 
Complaint  phone.  All  calls  will  be  discreetly  and  quickly 
investigated.” 

The  Health  Department’s  Central  Complaint  telephone 
number  is:  964-0812. 

VA  sponsors  cooperative 
geriatric  training  program 

The  Veterans  Administration  Medical  Center,  Buffalo, 
has  been  chosen  as  the  site  of  a cooperative  program  be- 
tween the  VA,  the  State  University  at  Buffalo,  and  the 
University  of  Rochester  to  train  physicians  who  wish  to 
specialize  in  treating  the  elderly. 

The  selection  was  announced  by  James  Crutcher,  M.D., 
chief  medical  director  of  the  VA. 

Dr.  Daphne  Hare,  associate  chief  of  staff  for  education 
at  the  Buffalo  VAMC,  says  the  fellowship  program  is  one 
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of  only  six  of  its  type  in  the  nation  funded  this  year  by  the 
VA.  Two  physicians  will  be  appointed  as  Fellows  in  July, 
with  another  two  to  be  named  a year  later. 

The  program  will  be  conducted  at  the  Buffalo  VAMC 
and  Monroe  Community  Hospital,  Rochester. 

Other  facilities  to  be  utilized  as  training  areas  will  be 
U/B’s  Multidisciplinary  Center  for  the  Study  of  Aging  and 
VA  Medical  Centers  at  Batavia,  Bath,  and  Canandaigua. 

Tenth  anniversary 

of  Family  Practice  as  Medical  Specialty 

The  medical  specialty  of  Family  Practice,  which  evolved 
from  general  practice  and  whose  professional  ancestor  was 
the  time-honored  family  doctor,  was  10  years  old  on  Feb- 
ruary 8,  1979. 

During  the  decade,  more  than  19,000  family  physicians 
have  been  certified  in  this  specialty  by  virtue  of  taking  a 
special  two-day  examination  to  prove  their  competence. 
More  than  6,000  young  physicians  are  undergoing  family 
practice  training  in  three-year  residency  programs.  Over 
1 ,800  graduates  of  these  approved  training  programs  now 
are  in  practice  throughout  the  United  States,  a large  per- 
centage in  towns  with  a population  under  30,000. 

Appendicitis:  still  a problem 

Failure  of  parents  and  physicians  to  recognize  appen- 
dicitis in  its  early  stages  had  led  to  an  increase  in  the  inci- 
dence of  ruptured  appendixes  in  children,  according  to  two 
pediatric  surgeons  at  Children’s  Hospital,  Columbus,  Ohio. 
The  report  appeared  in  the  January  issue  of  Pediatrics,  the 
scientific  journal  of  the  American  Academy  of  Pediat- 
rics. 

According  to  the  physicians,  morbidity  is  increased  when 
appendicitis  is  allowed  to  progress  to  the  point  of  rupture, 
due  to  increased  postoperative  complications. 

“Responsibility  for  early  recognit  ion  and  prompt  surgical 
treatment  is  borne  by  both  parents  and  physicians,”  said 
the  surgeons. 

Parents  should  be  familiar  with  the  early  signs  of  ap- 
pendicitis including:  cramping  abdominal  pain,  abdom- 
inal tenderness  (not  necessarily  on  the  lower  right  side), 
loss  of  appetite,  nausea,  vomiting,  and  a slight  to  moderate 
fever. 

“Parents  must  be  made  acutely  aware  of  the  symptoms 
of  appendicitis  and  encouraged  to  seek  medical  attention,” 
said  the  physicians. 

“And  it  is  the  primary  physician  who  must  be  pain- 
stakingly t horough  in  the  evaluation  of  the  child  with  ab- 
dominal pain  and  must  be  encouraged  to  seek  surgical 
consultation  when  indicated,”  they  remarked. 

“Although  the  quality  of  medical  care  in  the  United 
States  has  been  improving,  management  of  appendicitis 
in  children  has  not  kept  pace.  The  mortality  of  this  com- 
mon surgical  disease  has  remained  relatively  unchanged 
since  the  1940s,  when  antibiotics  were  introduced  in  the 

continued  on  page  809 
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Angina 

freedom 

fighter... 


Cardilate’  (erythrltyl  tetranitrate) 

INDICATIONS:  For  the  prophylaxis  and  long-term  treatment  ot  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris rather  than  for  the  treatment  of  the  acufe  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin 

PRECAUTIONS  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
with  large  doses 

Caution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
cent cerebral  hemorrhage  because  of  the  vasodilation  which  occurs  in  the  area 
Although  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
misinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions 
SIDE  EFFECTS  No  serious  side  effects  have  been  reported  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
tablet  contact  with  the  mucous  membrane  If  objectionable,  this  may  be  mitigated  by 
placing  the  tablet  in  the  buccal  pouch  As  with  nitroglycerin  or  other  effective  nitrates, 
temporary  vascular  headache  may  occur  during  the  first  few  days  of  therapy  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  of  the 
cerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
usually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
administration  of  analgesics 

Mild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily 

DOSAGE  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  for  patients  subject  to  nocturnal  attacks 
The  dose  may  be  increased  or  decreased  as  needed 

HOW  SUPPLIED  10  mg  chewable  scored  tablets,  bottle  of  100  Also  5.  10  and  15  mg 
oral/sublingual  scored  tablets  in  bottles  of  100  10  mg  oral / sublingual  scored  tablets 
also  supplied  in  bottle  of  i .000. 

Also  available  Cardilate*-P  (Erythrityl  Tetranitrate  with  Phenobarbital)*  Tablets 
(Scored) 

(•Warning — may  be  habit-forming.) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate) 
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USES  AND  MISUSES 

OF  RECOMMENDED  DIETARY  ALLOWANCES 


Alfred  E.  Harper,  Ph.D. 

Chairman,  Department  of 

Nutritional  Sciences 
Professor  of  Biochemistry 
University  of  Wisconsin 
Madison,  Wisconsin 

The  starting  point  for  discussion  of 
appropriate  and  potential  uses  and 
misuses  of  Recommended  Dietary 
Allowances  (RDA)  must  be  the 
definition  of  the  RDA  of  the  Food  and 
Nutrition  Board  (1).  The  RDA  are 
estimates  of  the  amounts  of  essential 
nutrients  per  day  that  will  meet  the 
physiological  needs  of  healthy 
persons.  They  are  based  on  available 
scientific  knowledge  of  human 
requirements  They  are  amounts  that, 
if  consumed  by  each  person  in  a 
population,  should  meet  the  needs  of 
all  or  at  least  almost  all  RDA  are 
public  health  recommendations  for 
the  prevention  of  nutritional 
inadequacy,  they  are  standards  for 
nutrient  intakes  of  population  groups 

RDA  for  essential  nutrients  are  not 
average  requirements  To  allow  for 
variability  in  nutritional  requirements 
among  individuals  owing  to  genetic 
and  other  differences,  RDA  are  set 
high  enough  to  cover  the  needs  of 
those  with  the  highest  requirements 
They,  therefore,  exceed  the  needs  of 
most  people 

Above  all,  RDA  are  not 
recommended”  intakes  in  the  sense 
that  they  are  guidelines  for  the  most 
appropriate  intake  of  each  essential 
nutrient  There  is  no  “ideal”  intake 
Concepts  such  as  "ideal"  intake  or 
ideal"  diet  are  theoretical  concepts 
that  are  unattainable  RDA  are 
recommendations  for  satisfactory 
levels  of  intake  for  population  groups 
They  represent  adequate  intakes  of 
essential  nutrients 

RDA  are  established  for  a wide 
range  of  age-weight-sex  groups 
They  serve  as  dietary  or  nutritional 
standards  The  U S.  Recommended 
Daily  Allowances  (U  S RDA)  used 
by  the  Food  and  Drug  Administration 
as  standards  for  nutrient  labeling  are 
based  on  the  RDA  However,  they 
consist  of  single  values  for  each 
nutrient,  usually  the  highest  RDA 


value  for  any  age  group  They  are  not 
designed  as  standards  for  nutrient 
intake  but  as  standards  for  comparing 
foods  for  nutrient  content. 

It  is  important  in  considering  uses 
and  misuses  of  the  RDA  to  remember 
that  energy  (calorie)  allowances  are 
dealt  with  differently  from  allowances 
for  essential  nutrients  Energy 
allowances  are  estimates  of  the 
requirements  of  persons  with  average 
energy  expenditure  in  each  age-sex 
group  for  which  such  allowances 
have  been  established  If  energy 
allowances  were  set  to  meet  the 
needs  of  those  with  the  highest 
requirements,  for  most  people  they 
would  be  recommendations  for 
creating  obesity 

Uncertainty  about  appropriate  uses 
of  the  RDA  arises  mainly  from 
differences  of  opinion  about  what  the 
term  "recommended  allowances" 
implies  and  from  expecting  the  RDA 
to  serve  purposes  forwhich  they  were 
not  designed  rather  than  from 
misunderstanding  of  what  the  RDA 
are  The  dietary  standard"  of 
Canada,  the  "recommended  intakes" 
of  the  United  Kingdom,  the  "safe 
levels  of  intake"  of  the  United  Nations 
organizations  and  the  RDA  are 
defined  almost  identically,  yet  each  of 
these  terms  carries  a somewhat 
different  connotation  In  my  opinion, 
if  we  referred  to  all  of  them  as 
adequate"  or  "acceptable"  intakes  of 
nutrients  much  of  the  confusion 
about  their  appropriate  uses  would  be 
avoided  (2,3) 

The  most  appropriate  use  of  RDA. 
the  one  for  which  they  were  originally 
established  is  for  guides  in  the 
planning  and  procurement  of  food 
supplies  for  population  groups  They 
are  used  for  planning  menus  for  the 
armed  services,  for  hospitals,  mental 
and  penal  institutions,  for  school 
lunches  and  by  a variety  of  public  and 
private  organizations  concerned  with 
feeding  large  groups  of  people  For 
this  use.  the  RDA  for  energy  must  be 
set  to  meet  average  needs  Although 
some  persons  require  much  more  or 
much  less  energy  than  the  average, 
the  RDA  is  an  appropriate  guide  for 
estimating  the  total  caloric  need  of 


the  population  Also.  RDA  are 
standards  for  the  amounts  of 
nutrients  that  should  be  consumed. 
Therefore,  when  RDA  are  used  as 
guides  for  planning  and  procurement 
of  food  supplies,  further  allowance 
must  be  made  for  losses  of  nutrients 
that  occur  during  preparation  of  food 

The  RDA  for  energy  are  not 
designed  as  guides  for  individual 
calorie  needs  These  depend  upon 
the  age.  body  size  and  physical 
activity  of  each  person  For  the  most 
part,  the  amount  of  food  a person 
consumes  is  well-controlled  by  the 
body  to  balance  expenditure  Since 
the  amounts  of  essential  nutrients 
required  depend  mainly  on  body  size, 
those  who  are  highly  active  will  have  a 
high  caloric  requirement  and  a high 
food  intake  In  all  probability,  they  will 
consume  amounts  of  most  nutrients 
in  excess  of  their  needs  For  those 
who  are  inactive,  such  as  many  of  the 
elderly,  and  those  who  are  ill  or  are 
purposefully  restricting  food 
consumption  in  order  to  lose  body 
weight,  intakes  of  essential  nutrients 
may  be  low  as  a result  of  their  low 
food  intakes  For  these  groups,  it  is 
important  that  consumption  of  foods 
having  a high  caloric  content  and  a 
low  content  of  essential  nutrients  be 
limited  and  that  their  diets  contain  a 
high  proportion  of  foods  that  are  rich 
in  essential  nutrients 

The  other  maior  use  of  the  RDA  is 
for  standards  against  which  to 
evaluate  food  consumption  records 
as  a means  of  assessing  the 
nutritional  value  of  diets  and  the 
probability  that  some  members  of  the 
population  may  be  consuming 
nutritionally  inadequate  diets  This  is 
an  appropriate  use  of  the  RDA  but 
great  caution  is  required  in 
interpreting  the  results  of  dietary 
surveys  of  populations  in  relation  to 
RDA 

What  information  can  be  obtained 
from  comparisons  of  nutrient  intakes 
with  the  RDA?  For  population  groups, 
if  average  energy  consumption  meets 
the  RDA  and  food  is  readily  available 
to  all  segments  of  the  population  the 
energy  needs  of  most  individuals  are 
probably  being  met  If  average  energy 
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comsumption  exceeds  the  RDA,  it  is 
likely  that  many  people  have 
excessive  caloric  intakes  If  average 
energy  consumption  is  well  below  the 
RDA.  it  is  likely  that  the  energy  needs 
of  part  of  the  population  are  not 
being  met  However,  foran  individual, 
an  energy  intake  that  deviates  from 
the  RDA  can  be  assessed  for 
adequacy  only  in  relation  to  the  age, 
body  size  and  activity  of  that 
individual 

Efforts  to  assess  nutritional  status 
from  information  about  intakes  of 
essential  nutrients  in  relation  to  the 
RDA  pose  serious  problems  Even  if 
the  average  intake  of  a population 
exceeds  the  RDA,  this  does  not 
assure  that  all  members  of  the 
population  have  adequate  intakes  of 
essential  nutrients  Individual  intakes 
of  nutrients  may  vary  over  a wide 
range  The  only  types  of  conclusions 
that  can  be  justified  from 
comparisons  of  this  kind  are  1)  the 
farther  the  average  intake  is  above  the 
RDA.  the  less  likelihood  there  is  of  a 
nutritional  inadequacy  within  the 
population,  and  2)  the  farther  the 
average  intake  falls  below  the  RDA. 
the  greater  is  the  likelihood  of 
nutritional  inadequacy  within  the 
population  It  is  not  possible  from 
dietary  surveys  to  estimate  accurately 
the  probability  of  nutritional 
inadequacy  occurring  in  a population 
(4.5) 

In  evaluating  diets  of  individuals 
against  the  RDA  there  is  little 
probability  of  a diet  that  provides 
nutrients  m amounts  that  equal  or 
exceed  the  RDA  being  inadequate 
This  is  one  conclusion  that  can  be 
drawn  with  confidence  Otherwise. 
RDA  are  not  appropriate  standards 
for  assessing  the  nutritional  status  of 
individuals  from  knowledge  of  their 
nutrient  intakes  Since  RDA  exceed 
the  requirements  of  most  people, 
consumption  of  a diet  that  provides 
less  than  the  RDA  for  an  essential 
nutrient  is  not  evidence  that  the  diet  is 
nutritionally  inadequate  As  with 
population  groups,  all  that  can  be 
concluded  is  that  the  farther  the 
intake  of  a essential  nutrient  falls 
below  the  RDA.  the  greater  is  the 
probability  of  nutritional  inadequacy 
(5)  Assuming  that  the  diet  of  an 
individual  is  not  adequate  because  it 
provides  less  than  the  RDA  for  an 
essential  nutrient  .s  perhaps  the  most 
serious  misuse  of  the  RDA  as  dietary 


standards  Reliable  information 
about  the  nutritional  status  of 
persons  whose  nutrient  intakes  are 
less  than  the  RDA  can  be  obtained 
only  through  clinical  and  biochemical 
evaluations 

Most  other  uses  of  the  RDA  are 
based  on  the  primary  uses  described 
above  When  the  RDA  are  used  as 
standards  for  nutritional  labeling,  as 
guides  for  establishing  standards  for 
public  assistance,  as  the  basis  for 
regulatory  standards  for  the 
nutritional  quality  of  foods  or  as 
guidelines  for  product  development, 
all  of  the  precautions  that  must  be 
considered  in  using  them  for 
planning  food  supplies  or  evaluating 
diets  must  be  kept  clearly  in  mind  It  is 
evident  that  RDA  have  limitations  as 
nutritional  standards  Although  RDA 
provide  guidelines  for  ensuring  that 
diets  are  nutritionally  adequate,  they 
do  not  provide  guidelines  for 
establishing  the  point  at  which  diets 
become  inadequate 

Although  RDA  can  be  used  as  the 
basis  for  comparing  food  supplies  for 
nutritional  adequacy  and  indicating 
potential  nutritional  problems,  they 
do  not  enable  us  to  make  definitive 
statements  about  the  nutritional  sta- 
tus of  individuals  who  consume  less 
than  the  RDA  Nevertheless,  the 
limitations  of  the  RDA  should  not  be 
exaggerated,  they  are  not  limitations 
of  the  standard  It  is  just  that  we 
cannot  estimate  the  nutritional 
requirements  of  an  individual 
accurately 

The  RDA  are  also  criticized 
frequently  because  they  cannot  be 
used  as  guidelines  for  formulating 
diets  They  were  never  meant  to  be 
guidelines  for  formulating  diets  Diets 
are  composed  of  foods,  not  nutrients 
— foods  are  the  carriers  of  nutrients 
The  first  requisite  of  a satisfactory 
diet  is  that  it  be  composed  of 
acceptable  and  palatable  foods  based 
on  personal  food  preferences, 
availability  of  different  foods  and  a 
variety  of  other  factors  The  second  is 
that  it  be  composed  of  as  wide  a 
variety  of  foods  as  is  possible  in  order  to 
ensure  that  deficits  of  some  nutrients 
in  one  food  will  be  compensated  for 
by  surpluses  of  those  nutrients  in 
another  Usually  some  nutrients  are 
present  in  excess  of  the  RDA  in  diets 
composed  of  a variety  of  foods  A 
satisfactory  diet  would  probably 


provide  12%  or  more  of  the  calories 
from  protein,  not  in  order  to  meet  pro- 
tein needs  which  can  be  met  with 
much  less,  but  because  high  protein 
foods  make  a diet  palatable  and  are 
important  sources  of  essential 
nutrients  other  than  protein  (6)  Once 
an  acceptable  and  varied  diet  has 
been  devised,  its  nutrient 
composition  can  then  be  evaluated 
using  the  RDA  If  some  nutrients  are 
not  provided  in  adequate  amounts  in 
the  diet,  the  RDA  provide  guidelines 
for  modifying  it  to  improve  its 
nutritional  value 

RDA  are  guidelines  for  planning 
food  supplies  that  are  nutritionally 
adequate  and  for  assessing  the 
nutritional  adequacy  of  diets  of 
population  groups  They  are  not 
guidelines  for  formulating  diets  nor 
for  assessing  the  nutritional  status  of 
individuals  They  are  recommenda- 
tions for  maintaining  health  through 
avoiding  nutritional  inadequacy 
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Few  blame  the  Blizzard  of  “Seventy-Nine”  or  the 
farmers’  tractor  parades  at  the  height  of  Washington’s 
rush-hour  traffic  for  the  abnormal  delay  in  the  organization 
of  the  96th  Congress.  But  it  was  late  in  the  month  before 
the  new  Congress  was  ready  for  business. 

The  leadership  of  the  key  House  health  subcommittees 
took  a more  liberal  cast  as  Rep.  Henry  Waxman  (D.,  Calif.) 
was  elected  to  the  chairmanship  of  the  crucial  House 
Commerce  Health  Subcommittee  to  fill  the  position  long 
held  by  Rep.  Paul  Rogers  (D.,  Fla.)  who  retired  last 
year. 

Waxman  edged  out  Rep.  Richardson  Preyer  (D.,  N.C.) 
by  a 15  to  12  vote  in  an  unusually  tense  fight  that  was 
generally  pictured  as  a race  between  a moderate  in  the 
veteran  Preyer  and  a liberal  in  Waxman.  The  latter  told 
reporters  after  his  victory  that  he  would  press  for  liberal 
legislation,  but  said  he  doubted  a national  health  insurance 
measure  would  win  Congressional  enactment  in  this  ses- 
sion. “And  the  Administration’s  Hospital  cost  contain- 
ment proposal  will  have  a very  difficult  time,”  he  added. 

In  another  important  shift,  Rep.  Dan  Rostenkowski  (D., 
111.)  gave  up  the  chairmanship  of  the  House  Ways  and 
Means  Subcommittee  on  Health  to  assume  the  leadership 
of  the  expanded  taxation  panel.  Rep.  Charles  Rangel  (D., 
N.Y.)  was  elected  chairman  of  the  healt  h unit.  Rangel  is 
considered  a liberal,  while  Rostenkowski  was  a middle- 
of-the-roader  on  healt  h legislation  and  the  instigator  of  the 
VE  (Voluntary  Effort)  to  contain  hospital  expenditures. 

The  House  Commerce  Subcommittee  on  Oversight 
headed  last  year  by  Rep.  John  Moss  (D.,  Calif.)  will  be 
chaired  this  year  by  Rep.  Bob  Eckhardt  (D.,  Texas),  a 
champion  of  consumer  causes.  Moss,  who  retired  this  year, 
was  a bitter  critic  of  the  medical  profession.  He  held 
controversial  hearings  on  unnecessary  surgery.  Eckhardt, 
who  defeated  Rep.  John  Murphy  (D.,  N.Y.)  for  the  slot, 
said  he  plans  to  concentrate  the  Subcommittee’s  investi- 
gations on  housing,  energy,  and  food. 

* * * 

The  Carter  Administration’s  health  budget  encountered 
a cry  of  “niggardly”  from  health  groups  and  Senators  upset 
at  economies. 

Sen.  Edward  Kennedy  (D.,  Mass.)  opened  his  Senate 
Health  Subcommittee  to  testimony  from  interested  groups 
and  to  Health,  Education,  and  Welfare  Secretary  Joseph 
Califano  as  the  lawmaker  continued  his  hammering  at  the 
Administration’s  health  policies.  Kennedy  asserted  that 
Carter’s  budget  would  produce  the  “intolerable  result”  of 
undermining  the  health  care  system.  He  said  it  would 
“jeopardize”  the  quality  of  medical  schools  and  “seriously 
damage”  health  research  and  other  programs. 

The  AAMC  (Association  of  American  Medical  Colleges), 
the  coalition  for  health  funding,  and  the  ANA  (American 
Nurses  Association)  argued  against  proposed  cutbacks. 
The  American  Medical  Association  submitted  a statement 
criticizing  some  of  the  reductions. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


Defending  the  budget,  Califano  said  some  important 
programs  will  receive  increases.  The  budget  “must  be  seen 
from  a national,  not  just  a health  perspective,”  he  testified. 
“Both  you  and  I can  identify  serious  unmet  health  needs 
that  require  additional  Federal  dollars,  but  we  have  had 
to  make  some  difficult  decisions.” 

John  Cooper,  M.D.,  President  of  the  AAMC,  said  pro- 
posed cuts  in  capitation  and  student  aid  could  force  higher 
tuition  and  leave  only  the  wealthy  able  to  afford  a medical 
education. 

The  AMA  said  that  “within  the  restraints  suggested  by 
President  Carter,  we  do  have  reservations  about  certain  of 
the  shifts  in  funding  allocations  for  some  programs.” 

The  recommended  reduction  of  about  $5.5  million  for 
the  Maternal  and  Child  Health  Care  program  hits  a key 
service  program  such  as  this  one  that  has  “been  badly 
eroded  by  inflation.  . . adequate  funding  must  be  main- 
tained,” the  AMA  said. 

“We  must  also  question  the  substantial  reduction  in 
funds  for  child  immunization  programs.  This  program  has 
contributed  substantially  to  improved  health  in  this 
country  and  any  reduction  in  effort  must  be  carefully 
scrutinized.” 

There  is  no  evidence  that  Federal  health  research  dollars 
have  been  redirected  to  basic  biomedical  research,  as  the 
AMA  has  argued  so  often  in  the  past,  the  statement 
said. 

“We  are  also  concerned  about  the  drastic  and  immediate 
cuts  in  support  for  health  professions  education.  Reducing 
Federal  support  to  health  professions  schools  will  put  in- 
creased pressures  on  the  finances  of  students  and  their 
families  as  tuitions  can  be  expected  to  rise  to  compensate 
for  the  loss  of  funds.” 

The  substantial  increase  for  the  community  health 
centers  program  was  questioned.  “Were  the  efficacy  of 
this  program  free  of  debate,  we  might  not  question  the 
increase.  However,  the  General  Accounting  Office  has 
been  critical  of  this  activity  recently.  Until  such  time  as 
these  questions  are  resolved,  increased  funding  should  not 
be  authorized.” 

The  AMA  said,  “We  do  not  wish  to  leave  the  impression 
that  all  the  President’s  health  funding  choices  are  ques- 
tionable. The  AMA  believes  that  increases  suggested  for 
several  programs  are  commendable  and  necessary.  For 
example,  the  expansion  of  the  National  Health  Service 
Corps  continues  the  fine  efforts  of  that  program  to  place 
needed  health  professionals  in  communities  having  short- 
ages of  medical  personnel. 

“We  also  applaud  the  proposed  new  funding  for  Mental 
Health  Research.  Much  needs  to  be  done  in  this  area.” 

* * * 

Catastrophic  national  health  insurance,  once  a dark 
horse  in  the  NH1  sweepstakes,  hut  now  one  of  the  favorites, 
has  been  introduced  in  the  new  Congress  by  Chairman 

continued  on  page  812 
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treatment  of  ruptured  appendix,”  the  surgeons  con- 
cluded. 

Authors  of  the  report  are:  Ronald  A.  Savrin,  M.D.,  and 
H.  William  Clatworthy,  -Jr.,  M.D.,  Department  of  Surgery, 
Ohio  State  University  Division  of  Pediatric  Surgery,  The 
Children’s  Hospital,  Columbus,  Ohio. 

Here  and  there 

Appointed:  Dr.  Jorge  J.  Fernandez,  former  Chancellor 
of  the  University  of  Puerto  Rico  Medical  Sciences  Campus, 
appointed  Assistant  to  the  President  of  New  York  Medical 
College  . . . David  Paul  Kelsen,  M.D.,  clinical  assistant 
physician,  Memorial  Hospital  for  Cancer  and  Allied  Dis- 
eases, chosen  first  Landrum- Karnofsky  Scholar.  The 
Landrum -Karnofsky  Fund,  established  at  Memorial  by 
Mr.  and  Mrs.  James  Landrum,  Dallas,  Texas,  stipulates 
that  the  scholarship  go  to  an  outstanding  young  doctor 
involved  in  both  laboratory  and  clinical  study  of  anticancer 
drugs  . . . William  J.  Ledger,  M.D.,  appointed  obstetrician 
and  gynecologist  in  chief.  The  New  York  Hospital,  and 
head.  Department  of  Obstetrics  and  Gynecology,  Cornell 
University  Medical  College  . . . Marc  J.  Straus,  M.D.,  ap- 
pointed chief,  Neoplastic  Disease  Division  at  New  York 
Medical  College,  chief  of  oncology  at  Westchester  County 
Medical  Center,  and  professor  of  medicine,  New  York 
Medical  College. 

Awarded:  Kenneth  A.  Deitcher,  M.D.,  of  Albany,  and 
William  C.  Miller,  M.D.,  Syosset,  two  recipients  of  certif- 
icates of  merit  awarded  by  Kodak  International  Newspaper 
Snapshot  Awards  (KINSA)  in  the  1978  contest. 


continued  from  page  750 

peared  on  page  54,  January,  1979,  and  page  217,  February, 
1979,  by  David  Chas.  Schechter,  M.D.,  F.A.C.S.,  and  An- 
thony J.  Acinapura,  M.D.,  F.A.C.S.,  bore  the  credit  line 
"Division  of  Cardiovascular  and  Thoracic  Surgery  at  St. 
Vincent’s  Hospital  and  Medical  Center.” 

Would  you  kindly  print  the  following  statement  on  my 
behalf. 

The  article  pertained  to  work  performed  at  Flower-Fifth 
Avenue  Hospitals  and  Doctors  Hospital.  The  undersigned 
did  not  intend  the  opinions  expressed  to  reflect  either  the 
thinking  or  practice  of  the  Vascular  Surgical  Service  at  St. 
Vincent’s  Hospital  and  Medical  Center,  and  earnestly 
apologizes  for  any  inadvertent  misapprehension  in  this 
connection. 


DAVID  CHAS.  SCHECHTER,  M.D. 

General  Motors  Building 
767  Fifth  Avenue 
New  York.  N.  Y.  10022 
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Recent  Advances  in  Endocrinology  and  Metabolism. 
Number  One.  Edited  by  J.  L.  H.  O’Riordan,  D.M., 
F.R.C.P.  New  York,  Churchill  Livingstone,  1978. 
Hardcover,  $27.50. 

The  editor  of  this  fine  book  undertakes  and  succeeds 
remarkably  well  in  producing  a concise,  easily  read,  well- 
written,  and  well-illustrated  look  at  endocrinology  and 
metabolism  in  1978.  The  authors  of  individual  chapters, 
all  of  whom  are  British,  have  generally  faced  the  challenge 
of  brevity  without  loss  of  substance  or  of  style.  In  addition, 
they  have  given  more  than  the  title  would  imply.  Many 
of  the  chapters  are  state-of-the-art  expositions  of  value  to 
students,  housestaff,  practicing  internists,  and  endocri- 
nologists. Highly  recommended.  Eleanor  Z.  Wallace, 
M.D. 

The  Macula:  a Comprehensive  Text  and  Atlas.  By 

Lawrence  A.  Yannuzzi,  M.D.,  Kurt  A.  Gitter,  M.D.,  and 
Howard  Schatz,  M.D.  Baltimore,  The  Williams  & Wilkins 
Company,  1979.  Illustrated,  412  pages.  Cloth,  $75. 

In  the  ever-expanding  world  of  ophthalmology  this  is  a 
very  useful  textbook.  Of  all  the  specialties,  ophthalmology 
is  a leader  in  new  techniques.  The  text  has  summarized 
well  the  extended  use  of  angiography  and  will  serve  the 
resident  and  be  useful  for  continuing  medical  education 
for  the  practising  ophthalmologists. 

The  one  defect  in  the  text  is  the  minimal  use  of  colored 
pictures  of  the  fundus.  There  are  only  25  colored  photo- 
graphs in  the  entire  text.  The  text  is  a welcome  addition 
for  the  ophthalmologist.  Edward  Siegel,  M.D. 

Pyschotherapeutics  in  Medicine.  Edited  by  Toksoz  B. 
Karasu,  M.D.,  and  Robert  I.  Steinmuller,  M.D.  New  York, 
Grune  & Stratton,  1978.  Cloth,  351  pages.  Price, 
$24.50. 

We  appear  to  be  entering  a period  of  increasing  rap- 
prochement between  psychiatry  and  the  rest  of  medicine. 
Among  other  manifestations,  interest  in  the  neurobio- 
psychological  aspects  of  medical  illness  particularly  the 
integrative  role  of  the  neuroendocrine  system  is  flourishing. 
Health  service  delivery  policy  appears  to  favor  the  instal- 
lation of  psychiatric  units  in  general  hospitals.  In  the  clinic 
and  laboratory  the  separation  between  the  psychiatrist  and 
internist  is  reduced. 

Proximity  has  not  in  itself  proved  to  be  a sufficient  factor 
in  forging  this  new  partnership  however.  All  too  often 
general  hospital  units  have  contact  with  the  psychiatry 
service  in  only  limited  ways.  Psychiatrists  may  be  con- 
sulted in  relation  to  acute  crises  in  medical  management. 
Increasingly  in  more  sophisticated  centers,  they  are  en- 
listed to  aid  the  staff  to  understand  its  own  work  processes 
better.  Many  excellent  volumes  concerning  this  sort  of 
transaction  have  been  published  in  the  last  few  years. 
Ironically,  however,  treatment  issues  which  form  the  major 
concerns  in  the  training  and  practice  of  most  psychiatrists 
may  receive  little  emphasis.  By  focusing  on  therapeutics 


in  an  area  in  which  it  has  been  long  neglected,  Drs.  Karasu 
and  Steinmuller  have  made  an  important  contribution. 

Their  title  is  somewhat  misleading  since  psychotherapy 
in  its  unmodified  form  usually  connotes  some  sort  of  dyadic 
talk  therapy.  A major  organizing  principle  of  the  present 
volume  is  that  there  already  exists  a broader  range  of 
therapies  for  psychological  treatment  of  the  medically  ill 
(including  individual,  group,  family  and  behavioral 
therapies,  biofeedback,  and  hypnosis)  and  that  a sub- 
stantial body  of  clinical  or  experimental  data  exists  by 
which  the  clinician  may  evaluate  their  effectiveness.  In- 
deed, as  most  of  their  contributors  make  clear,  circum- 
scribing the  population  treated  as  “medically  ill”  is 
somewhat  arbitrary  since  the  medically  ill  patient  presents 
issues  both  specifically  related  and  unrelated  to  his  medical 
problem  for  psychiatric  treatment.  Thus  the  authors  of 
the  several  chapters  are  not  consistent  in  their  approach 
to  the  task  the  editors  provided.  This  is  probably  because 
if  one  approaches  the  topic  from  the  point  of  separate 
treatment  modalities  they  differ  in  the  extent  to  which 
relevant  data  are  available  and  the  extent  to  which  a gen- 
eral reader  may  be  expected  to  be  familiar  with  their 
subject  matter.  Dr.  Fordyce’s  discussion  of  behavior 
therapy  and  the  discussion  by  Drs.  Shader,  Weinberger, 
and  Greenblatt  on  pharmacotherapy  are,  perhaps,  the 
fullest  and  most  relevant  to  the  topic,  perhaps  because  the 
action  orientation  of  a medical  ward  is  most  hospitable  to 
these  disciplines.  All  the  papers  are  worth  reading  how- 
ever and  the  range  of  treatments  that  they  present  would 
undoubtedly  be  surprising  to  physicians  accustomed  to  a 
more  narrow  view  of  psychotherapy. 

The  book  is  divided  into  15  chapters.  After  an  intro- 
duction by  the  editors,  there  is  an  historical  overview  of  the 
topic  by  Dr.  Peter  Buckley,  a discussion  of  psychiatric 
history  taking  by  Dr.  Charles  Kimball,  a general  discussion 
by  Dr.  Steinmuller  on  the  planning  of  psychotherapeutic 
treatment  in  the  medically  ill  patient.  Since  there  is  no 
separate  literature  on  these  topics,  the  authors  have  exer- 
cised considerable  ingenuity  in  demonstrating  the  per- 
tinence of  general  psychiatric  principles  in  the  field  they 
have  chosen  to  emphasize.  The  chapters  on  the  individual 
modalities  of  treatment  are  particularly  good.  Besides 
those  singled  out  above,  one  should  mention  the  chapter 
by  Dr.  Stuart  Waltzman  on  the  treatment  of  the  dying 
patient  and  his  family  which  successfully  avoids  some  of 
the  oversimplifications  that  treatments  of  this  topic  are 
usually  accorded.  A final  chapter  on  research  issues  by 
Drs.  Karasu  and  Plutchik  is  excellent  and  might  serve  some 
readers  as  a fine  introduction  to  methodological  issues  in 
this  field  with  which  the  preceding  chapters  might  be 
critically  resurveyed. 

I doubt  that  many  readers  will  wish  to  change  their  ways 
of  working  with  patients  as  a result  of  reading  this  book. 
Nonetheless,  it  is  quite  likely  to  have  a salutatory  effect  on 
them.  It  places  a strong  emphasis  on  the  accountability 
of  psychiatrists  to  attend  to  careful,  symptom-oriented 
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evaluations  of  their  treatment  results.  In  this  respect  we 
have  lagged  behind  the  rest  of  medicine.  It  displays  a high 
level  of  scholarship  which  other  contributors  to  the  liter- 
ature in  this  field  would  do  well  to  emulate.  Finally,  it 
presents  a strong,  persuasive  plea  for  the  extension  of  the 
multidisciplinary  treatment  team  concept  from  the  psy- 
chiatric wards  to  the  medical  and  surgical  wards. 

Only  20  years  ago  psychosomatic  medicine  was  domi- 
nated by  a handful  of  major  figures  whose  influence  was 
epitomized  in  a series  of  bold  but  ultimately  overly  ambi- 
tious hypotheses  about  just  how  mind  and  body  affected 
eath  other.  Without  their  influence  it  is  unlikely  that 
many  would  have  had  the  courage  to  attempt  to  deal  with 
a set  of  problems  for  which  our  clinical  understanding  was 
so  limited  and  the  results  of  treatment  so  unsatisfying. 
Extensive  experience  with  care  of  medically  ill  patients  has 
fostered  the  development  of  an  approach  which  incorpo- 
rates the  insights  of  these  earlier  workers  but  views  closely 
to  the  data  and  needs  of  the  clinic.  As  such  it  may  serve 
as  an  appropriate  model  for  more  specialized  psychiatric 
units  as  well.  It  is  to  this  approach  to  patient  care  that  the 
present  volume  serves  as  an  excellent  introduction. 
Martin  S.  Kesselman,  M.I). 


CORRECTION 

The  cover  caption  for  the  March  Journal  should 
have  spelled  the  name  of  the  publisher  Teredo  Books 
Ltd.,  Brighton,  Sussex,  England.  The  book,  Anton 
Otto  Fischer — Marine  Artist,  is  by  Katrina  Sigsbee 
Fischer  in  collaboration  with  Alex  A.  Hurst. 
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Russell  Long  (D.,  La.)  of  the  Senate  Finance  Committee. 
Ten  Senators  were  cosponsors. 

The  measure,  identical  to  the  one  Long  has  been  pushing 
for  the  last  six  years,  “is  a common  sense,  bipartisan  pro- 
posal” that  represents  “a  major  step  toward  the  provision 
of  adequate  protection  against  the  high  costs  of  health 
care,”  Long  told  the  Senate. 

He  said  the  bill  “may  be  about  as  much  as  we  can  afford 
to  enact  in  this  Congress,  perhaps  as  much  as  can  be  af- 
forded for  the  next  several  years.”  The  catastrophic 
benefit  cost  was  estimated  at  $5  to  7 billion  annually. 

The  other  two  thrusts  of  the  bill  are  to  federalize  and 
expand  Medicaid  and  standardize  private  health  insurance 
plans.  The  Medicaid  expansion  to  cover  many  not  now 
eligible  and  to  broaden  benefits  would  cost  some  $12  to  $14 
billion  yearly.  Long  arranged  the  introduction  so  that 
senators  favoring  the  catastrophic  plan  but  hesitant  about 
the  Medicaid  proposal  could  back  the  catastrophic  as  a 
separate  measure. 

“Time  after  time  we  hear  of  the  ruinous  costs  of  pro- 
longed illness,”  Long  told  the  Senate.  “We  believe  that 
it  is  time  to  stop  talking  about  these  problems  and  start 
doing  something  about  them.”  Neither  the  Administra- 
tion, nor  any  outside  group  has  developed  such  an  ap- 
proach, he  declared — “It  is  a plan  ‘developed  by  Con- 
gress.’” 

Hearings  will  be  held  by  the  Finance  Committee  in  late 
March.  Cosponsors  were  Sens.  Herman  Talmadge  (D., 
Ga.),  Chairman  of  the  Finance  Subcommittee  on  Health; 
Milton  Young  (R.,  N.D.);  John  Melcher  (D.,  Mont.); 
Howard  Cannon  (D.,  Nev.);  Daniel  Inouye  (D.,  Hawaii); 
Robert  Stafford  (R.,  Vt.);  Charles  Percy  (R.,  111.);  Richard 
Stone  (D.,  Fla.);  Mark  Hatfield  (R.,  Ore.);  and  Charles 
Mathias  (R.,  Md.). 

* * * 

Medicare  beneficiaries  in  areas  of  the  country  served  by 
PSROs  (Professional  Standard  Review  Organizations)  are 
spending  fewer  days  in  the  hospital  than  beneficiaries  in 
areas  without  PSROs. 

An  evaluation  report  prepared  by  HEW  says  the  PSRO 
program,  under  attack  a year  ago  by  the  Administration, 
has  become  “an  effective  partner.  . .in  the  HEW  campaign 
to  reduce  unnecessary  costs  while  assuring  high  quality 
care,”  according  to  HEW  Secretary  Califano. 

In  the  93  areas  served  by  PSROs,  Medicare  beneficiaries 
used  1.5  percent  fewer  days  of  hospital  care  than  they 
would  have  used  without  PSROs,  a savings  of  about  55  days 
of  care  per  1,000  beneficiaries,  according  to  the  report. 

HEW  estimated  that  PSROs  saved  $50  million  in  1977 
by  eliminating  unnecessary  days  in  the  hospital.  The  96 
PSROs  spent  $45  million  that  year  to  review  hospital  care, 
producing  a net  savings  of  $5  million. 

* * * 

Rep.  Tennyson  Guyer  (R.,  Ohio)  has  introduced  leg- 
islation to  require  economic  impact  analyses  for  all  rules 
and  regulations  required  to  be  published  in  the  Federal 
Register. 

The  bill  is  identical  in  effect  to  an  AMA  proposal  which 
received  wide  Congressional  support  in  the  last  Congress. 
The  economic  analyses  required  by  the  new  hill  (H.R.  383) 
would  include  a detailed  analysis  and  discussion  of  the 
impact  the  regulation  would  have  on  the  economy  and  in- 
clude such  factors  as: 


— the  cost  of  the  rule  on  consumers,  business  markets, 
and  Federal,  state  and  local  governments; 

— the  effect  on  employment,  productivity,  competition, 
and  on  supplies  of  important  products  and  services; 
— the  unavoidable  adverse  impacts  of  the  rule,  and  al- 
ternatives to  the  rule  that  were  considered; 

— the  estimated  cost  of  direct  compliance  with  the  rule 
by  those  required  to  comply  with  the  rule; 

— the  estimated  cost  of  implementing,  monitoring,  and 
enforcing  the  rule. 

The  House  Judiciary  Committee  handles  the  legislation. 

* * * 

Wage  and  Price  Stability  Council  Director  Barry  Bos- 
worth,  who  has  been  sympathetic  to  the  Voluntary  Effort 
in  contrast  to  the  hostility  of  HEW  Secretary  Joseph  Cal- 
ifano, told  the  annual  meeting  of  the  American  Hospital 
Association  in  Washington  that  the  Administration’s 
“trigger”  program  would  not  be  inconsistent  with  the 
voluntary  approach  “which  would  be  preferable.” 

“I  personally  believe  it  can  be  done  voluntarily,”  Bos- 
worth  said.  But  “we  cannot  continue,  decade  after  decade, 
to  have  an  increasing  proportion  of  the  nation’s  Gross 
National  Product  going  for  hospital  care.” 

Last  year,  Bosworth  generally  steered  clear  of  the  fight 
over  controls.  He  often  praised  the  voluntary,  cooperative 
program  launched  by  the  AHA,  the  AMA,  and  the  FAH 
(Federation  of  American  Hospitals). 

The  Administration  has  abandoned  its  mandatory 
Federal  control  plan  of  last  year,  which  collapsed  in  the 
past  Congress,  in  favor  of  standby  Federal  controls  if  hos- 
pitals fail  to  achieve  a reduction  in  the  rate  of  expenditures 
increase  to  9.7  percent,  a level  termed  impossible  to  meet 
by  AHA  President  J.  Alexander  McMahon.  McMahon 
said  he  cannot  understand  how  the  Administration  can 
take  the  position  that  standby  controls  for  the  economy  as 
a whole  are  unnecessary  and  unworkable,  but  insist  they 
be  imposed  on  hospitals  alone. 

Declaring  that  hospitals  and  physicians  have  become 
“one  large  profession  now”  under  the  threat  of  controls, 
AMA  executive  vice  president  James  Sammons,  M.D., 
pointed  out  to  the  assembled  AHA  delegates  that  none 
of  the  government  speakers  has  “said  a word  about 
quality.” 

“Quality  comes  first,”  Dr.  Sammons  said,  “and  needs  to 
be  protected  and  preserved  against  the  political  whims  of 
the  moment.” 

Health  is  now  the  second  or  third  largest  segment  of  the 
economy,  employing  millions  of  people,  “and  you  can’t  play 
political  games  with  it  unless  you  are  prepared  to  suffer  the 
consequences”  to  the  economy  if  the  course  is  wrong,  he 
warned. 

“The  threat  of  imposing  standby  controls  runs  the  risk 
of  escalating  expenditures  by  hospitals  in  anticipation  of 
the  threat  coming  true,”  Dr.  Sammons  said.  Furthermore, 
a standby  program  could  damage  voluntary  efforts  by 
making  controls  appear  inevitable. 

The  AMA  official  noted  that  the  Voluntary  Effort  was 
hailed  by  Bosworth  last  year  as  the  only  major  successful 
restraint  program  by  any  part  of  the  economy.  But  now 
the  Administration  seeks  controls  on  grounds  the  program 
hasn’t  been  working  well. 

Dr.  Sammons  said  that  the  control  issue  has  drawn 
hospitals  and  physicians  close  together  in  a “totally  coop- 
erative” effort.  “We  have  come  a long  way  in  doing  what 
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we  should  have  done  at  the  very  beginning,”  he  said.  “We 
are  one  large  profession.” 

* * * 

The  Military  Surgeons  General  told  Congress  the  Armed 
Forces  suffer  a physician  shortage. 

Air  Force  Lt.  Gen.  Paul  Myers,  M.D.,  said  a shortage  of 
specialists  is  the  major  concern.  The  overall  shortage  of 
physicians  in  the  Air  Force  is  running  about  10  percent.  Dr. 
Myers  said. 

The  military  cannot  compete  for  physicians  in  the  ci- 
vilian health  care  market,  largely  because  military  pay  is 
well  below  what  civilian  doctors  receive,  according  to  the 
physician. 

“In  spite  of  extensive  recruiting,  we  have  never  met  our 
required  goal  in  any  fiscal  year,”  Dr.  Myers  said.  "Re- 
cruiting in  some  specialties  has  been  almost  nil.” 

Almost  16  percent  of  the  Air  Force’s  physicians  are  for- 
eign medical  graduates. 

Navy  Vice  Admiral  Willard  Arentzen,  M.D.,  said  a recent 
Navy  exercise  “demonstrated  that  not  only  are  the  num- 
bers of  medical  reserves  insufficient  to  meet  contingency 
requirements,  but  that  reserve  personnel  will  not  be 
available  soon  enough  to  be  used  in  fulfilling  overseas  de- 
ployment commitments.” 

Army  Lt.  Gen.  Charles  Pixley,  M.D..  said  that  since  the 
end  of  the  draft  the  number  of  physicians  willing  to  join  the 
Army  has  steadily  dwindled.  He  urged  Congress  to  pro- 
vide an  improved  scholarship  program  and  pay  that  is 


competitive  with  civilian  medical  practice,  plus  “facilities 
and  equipment”  comparable  to  what  civilian  physicians 
have. 

* * * 

The  American  Chiropractic  Association  said  the  Ad- 
ministration’s opposition  to  chiropractic  benefits  would 
be  counterproductive  to  the  health  of  the  aged  and  aggra- 
vate the  problem  of  inflation  in  health  care  costs. 

In  a full  page  “open  letter  to  the  President”  advertise- 
ment in  the  Washington  Post,  the  Association  said  the 
President  acted  on  “poor  advice”  in  asking  “that  a vital 
service  be  eliminated.” 

The  Administration  in  its  budget  request  to  Congress 
recommended  that  chiropractic  benefits  in  Medicare  and 
Medicaid  be  eliminated.  “In  the  absence  of  scientific  ev- 
idence that  chiropractic  services  either  improve  or  main- 
tain health  status;  HEW  believes  that  chiropractors  should 
be  removed  from  the  list  of  eligible  providers,”  the  Ad- 
ministration said,  claiming  this  would  save  the  government 
programs  $35  million  next  fiscal  year. 

The  Chiropractic  Association  said  226  senators  and 
representatives  in  the  last  Congress  supported  legislation 
seeking  an  expansion  of  chiropractic  benefits. 

The  Administration’s  stand  “would  unfairly  discrimi- 
nate against  millions  of  Americans  who  depend  on  doctors 
of  chiropractic  as  their  primary  health  care  providers,”  said 
the  Association.  Noting  that  chiropractic  is  licensed  in  all 
50  states,  the  ad  said  that  as  an  outpatient  method  of 
treatment  it  “saves  the  cost  of  hospitalization.” 
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Lightning  kills  150 
in  U.S.  each  year 

Some  150  people  are  killed  by  lightning  in  the  United 
States  each  year,  and  some  300  are  injured,  says  a report 
in  the  December  15  - Journal  of  the  American  Medical 
Association. 

Death  usually  is  due  to  stopping  breat  hing  or  to  heart 
failure,  says  Drs.  John  P.  Kleiner  and  James  H.  Wilkin  of 
Fort  Gordon,  Ga. 

The  lightning  bolt  may  kill,  but  it  seldom  does  serious 
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M.  Sherman,  M.D.  Boston,  Houghton  Mifflin  Profes- 
sional Publishers,  1978.  Softcover,  276  pages.  Price, 
$14. 

An  organized  approach  to  the  array  of  sophisticated  tests 
used  in  diagnosing  endocrine  diseases. 

MEDICINE  IN  LITERATURE 

Julius  Preuss’  Biblical  and  Talmudic  Medicine. 

Translated  and  edited  by  Fred  Rosner,  M.D.  New  York, 
Sanhedrin  Press,  1978.  Hardcover,  652  pages.  Price, 
$30. 

The  English  translation  of  the  original  German  classic, 
Biblisch-Talmudische  Medizin,  first  published  in  1911. 

BIOLOGY 

A Companion  to  the  Life  Sciences.  Edited  by  Stacey 
B.  Day,  M.D.,  Ph.D.,  D.Sc.  New  York,  Van  Nostrand 
Reinhold  Company,  1979.  Illustrated,  455  pages.  Cloth, 
$24.50. 

An  interdisciplinary  presentation  of  generalized  but 
important  and  updated  information  on  the  biosciences — a 
new  educational  approach  and  reference  source. 


damage  to  the  heart  of  a survivor,  the  physicians  report. 

Three  young  soldiers  asleep  in  their  tent  during  field 
maneuvers  were  struck  by  lightning.  All  were  stunned  and 
suffered  minor  burns.  None  lost  consciousness.  In  the 
emergency  room  all  were  alert  and  in  no  special  distress. 
One  had  some  heart  damage,  but  recovered  satisfacto- 
rily. 

Life-threatening  effects  of  lightning  injury  generally 
occur  immediately,  and  persons  apparently  well  immedi- 
ately after  t he  blow  usually  recover  completely.  Aggressive 
cardiopulmonary  resuscitation  is  important. 


814  New  York  State  Journal  of  Medicine/April  1979 


Effects  of  leg  exercise 

on  insulin  absorption  in  diabetic  patients 

Studies  carried  out  in  11  young  adult  diabetics  indicate 
that  when  the  leg  is  used  as  an  injection  site,  leg  exercise 
speeds  up  insulin  absorption.  Arm  or  abdominal  injection 
avoid  this  acceleration  of  absorption  and  reduces  exer- 
cise-induced hypoglycemia.  Kovisto,  V.  A.,  and  Felig,  P.: 
Effects  of  leg  exercise  on  insulin  absorption  in  diabetic 
patients,  New  England  J.  Med.  298:  79  (Jan.  12)  1978. 
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Army  Medicine 
wants  more  doctors 
who  specialize* 

If  you’re*  a physician  specializing  in  pediatrics,  anesthesiology,  radiology,  or 
internal  medicine,  we’ve  got  a full  range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from  non- 
medical  distractions  as  it’s  possible  for  a practice  to  be.  If  you’re  a doctor  who’s 
more  interested  in  practicing  medicine  than  the  running  of  a practice,  Army 
Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical  Counselor 
and  he  will  discuss  specific  assignment  opportunities  with  you. 

Counselor/  Phone  Number 

Captain  Kenneth  Ledford  (315)  423-5447 
or 

Captain  David  Stanton  (516)  538-7066 

Army  Medicine.  The  practice  that’s  practically  all  medicine. 


POSITIONS  WANTED 


You 


\ , i 

GIVE, 

TO  HELP  OTHERS. 

CARE-  New  York.  N Y.  10016  or  regional  offices 


KMC  WITH  ECFMG  (MEDICAL  SECTION)  and  FLEX  (FWA-77-2)  with  Con- 
necticut license.  Seeks  position  as  house  physician  or  rotating  internship  or 
PGY-1  residency.  Write:  Dr.  Kardani,  133-52  Avery  Ave.,  Flushing,  N.Y.  11355, 
or  call  (212)  939-7979. 


ANhS  j'HESIOLOGIST,  BOARD  ELIGIBLE,  university  trained.  Presently 
working  in  university  hospital  in  all  fields  of  anesthesiology,  including  open  heart 
and  OB.  Wishes  to  relocate.  Seeks  group  or  fee  for  service.  Write:  J.  Patel, 
M.D..  133-52  Avery  Ave..  Flushing,  N.Y.  11355.  Call  days  (212)  430-2872;  eves 
(212)939-7979. 


BOARD  CERTIFIED  INTERNIST,  pulmonary  physician,  30  yrs,  desires  full-time 
position,  association  or  group  practice.  Available  from  July  1979.  Dept.  719, 
c/o  NYSJM. 


RADIOLOGIST.  AGE  41.  ABR  CERTIFIED,  experienced  in  ultrasound,  general 
diagnosis,  angiography,  nuclear  medicine  and  CAT  scanning  of  the  head;  available 
July  1979.  Prefer  Metropolitan  New  York  area.  Dept.  718,  c/o  NYSJM. 


ACTICES  WANTED 


•1NERAL  INTERNIST,  American  graduate,  age  29.  AB1M.  seeking  to  purchase 
or  associate  with  practice  in  New  York  City  or  suburbs.  Available  immediately. 
Happy  to  consider  any  offer.  Dept.  715,  c/o  NYSJM. 


r 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 


"\ 


V 


EMERGENCY  MEDICINE  POSITIONS  available  with  emergency 
physician  group  throughout  Pa..  N Y . N J , Mich,  and  Southeastern 
U S.  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
service  with  minimum  guarantee  provided  Malpractice  paid  Practice 
credits  towards  board  certification  Physician  department  directors 
also  desired  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste 
400.  399  Market  St  Phila  . PA  19106  or  phone  215-925-3511. 


J 
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Clinical  Physicians 

Harlem  Valley  Psychiatric  Center,  a N Y.  State  psychiatric  facility,  is 
seeking  qualified  physicians  for  its  inpatient  services.  3 years  med  exp. 
$32,608.  5 years  med  exp  (with  150  hours  academy  acceptable  con- 
tinuing ed  in  last  3 years)  $36,050.  N Y S medical  license  or  license 
in  other  state  and  N.Y.S.  limited  permit  required  (permit  with  no  license: 
assistant  clinical  physician  $25,503-$27,338,  depending  on  experi- 
ence). 

Campus  localed  75  miles  north  of  N Y.C.  Country  setting,  easy  access 
to  metro  area.  Excellent  Civil  Service  fringe  benefits,  continuing  ed 
programs,  affiliated  with  N Y Medical  College. 

Forward  CV  to  Clinical  Deputy  Director 

HARLEM  VALLEY  PSYCHIATRIC  CENTER 

Station  A Wingdale,  New  York  12594 

An  equal  opportunity  employer 


PRACTICES  AVAILABLE 


HUNTINGTON,  N.Y.  Retiring.  Office  equipment  and  practice  for  sale.  Sep- 
arate residence  overlooking  Huntington  Harbor.  Wooded  one  acre.  Four 
bedrooms,  3V2  baths.  Call  evenings  (516)  421-4402. 

GENERAL  PRACTICE,  (F.Ph.),  very  active,  long  established,  well  equipped,  ex- 
cellent office  staff,  Rochester,  N.Y.  Over  average  income  first  month.  Rent  or 
buy.  Curriculum  and  intentions  first  letter.  Write  Dept.  700,  c/o  NYSJM. 

NY/INT/FP  FOR  SALE:  Incorporated  solo  practice,  suburban  New  York  City. 
Well  established;  well  equipped.  Attractive,  diversified  community.  Office  has 
6 rooms,  X-ray;  2-bedroom  apartment;  2-car  garage.  Dept.  717,  c/o  NYSJM. 


MISCELLANEOUS 


CAMPERS!  ROUGH  IT!  (GENTLY).  Savor  peaceful,  wooded  island  (no 
phones!),  Eastern  Ontario,  Canada.  Housekeeping  cottages,  $80-$100  weekly. 
Boat  and  motor  rentals,  D.  C.  Barnes,  1331A  Mansfield  Rd.,  Tavares,  Florida 
32778. 


DOCTOR!  ACQUIRING?  TRANSFERRING?  APPRAISING  a medical 
practice?  We  offer  the  largest  selection  of  medical  practices  (all  specialties)  on 
the  East  Coast.  We  help  finance  the  purchase,  structure  the  transaction  for 
maximum  tax  benefits  and  help  transfer  the  patients  from  one  doctor  to  another 
and  from  location  to  another.  Free  appraisals  for  the  practices  listed  with  us. 
Free  consultations  in  our  offices.  Call  (212)  445-9797;  (212)  793-3597,  or  write: 
Frederic  Katz,  Ph.D.  Associates  Agency  Inc.,  42-27  Union  St.,  Flushing,  N.Y. 
1 1355. 


LOANS  TO  PROFESSIONALS:  Loans  now  available  to  physicians  and  physicians 
in-training.  Easy  payments.  Loans  to  $50,000  and  more;  unsecured;  no  collateral 
necessary.  Consolidate  all  debts  or  any  purpose  loans.  For  full  information  call 
A.  Clayton  Rieder,  Financial  Consultant  (516)  935-1234  or  write  Dept.  711,  c/o 
NYSJM. 


WE  COLLECT  YOUR  OVERDUE  BILLS  without  charging  collection  agency  lees. 
Satisfaction  guaranteed.  Free  sample  kit.  F.  Howard  Distributors,  Dept.  087-2, 
Box  401  -AC,  Irvington,  New  Jersey  07111. 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT- -TACTFUL  YET  Suc- 
cessful 40  years  of  top  service  to  doctors  and  hospitals  Mail  billhead  for 
details  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10086. 
(212) 730-0069 


ONE  DAY  SEMINAR:  HIGH  BLOOD  PRESSURE:  A Challenge  to  the  Com- 
munity. May  24,  1979 — The  Marriott  Inn,  Syracuse,  New  York.  A one  day 
seminar  for  physicians  and  other  health  professionals.  Subjects  to  be  discussed 
include:  Impact  of  hypertension  and  other  risk  factors;  Genes,  fat,  salt;  Man 
agement  problems;  compliance,  drug  resistance,  complications.  For  further 
information,  write  to:  Hypertension  Control  Program,  Civic  Center,  421 

Montgomery  St,.,  Syracuse,  N.Y.  13202  or  call  (315)  425-3265. 


MISCELLANEOUS— CONT’D 


$25,000,000  LOAN  FUND  TO  PROFESSIONALS  made  available  by  A.  Clayton 
Reider.  Unsecured  loan,*  borrow  $15,000,  $30,000,  $50,000.  * Subject  to  credit 
approval.  A service  designed  for  responsible  professional  men  and  executives 
as  a convenient  supplementary  source  of  credit  without  disturbing  your  present 
banking  affiliations.  For  more  information  call:  A.  Clayton  Reider  (516) 

935-1234  or  write  Dept.  720,  c/o  NYSJM. 


EQUIPMENT 


FOR  SALE:  CLAY-ADAMS  HA4.  Does  WBC,  RBC,  HGB,  & HCT.  Three  years 
old;  original  cost  $7,500.  In  good  working  condition.  Call  (212)  298-3322. 

FOR  SALE:  EKTAMATIC  PROCESSOR,  model  214-K.  Unit  produces  fast  print 
from  processed  negative.  Never  used;  in  original  carton.  $400.  Dept.  716,  c/o 
NYSJM. 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York,  New  Jersey,  Connecticut/permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrey  Associates,  agencv  for  Execu-Med,  23-25  East  26th  St.,  New  York, 
N.Y.  10010.  Telephone:  (212)  532-7625. 

STATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  and  is  located  near  S.  I.  Ferry,  all  transportation,  schools,  city  buildings 
and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otolaryn- 
gologist, general  practitioner,  internist,  pediatrician  and  ophthalmologist.  For 
further  information  contact  Paul  (212)  447-8001. 

EMERGENCY  ROOM  PHYSICIANS.  American  trained,  licensed  M.D.’s  (3) 
wanted  to  join  group  for  emergency  room  coverage.  Positions  available  July  1st. 
Must  give  1-year  contract;  prefer  general  practice  residency  exposure.  Small 
community  hospital  located  90  miles  from  N.Y.C.  114-beds;  light  case  load; 
approximately  44  hours  per  week.  Excellent  salary,  plus  vacation/educational 
benefits  and  health  insurance  package.  Excellent  working  conditions.  Contact: 
Karen  M.  Campbell,  Director  of  Personnel  Services,  Northern  Dutchess  Hospital, 
Rhinebeck,  N.Y.  12572. 


NEW  SOLUTION  FOR  OVERWORKED  GENERAL  PRACTITIONER  (F.Ph.), 
or  internist  or  pediatrician.  Join  my  very  active,  best  equipped  modern  office 
practice.  Rochester,  N.Y.  Work  alone  about  25  hours  weekly  as  I.  No  night 
or  holiday  calls,  no  obstetrics,  10%  small  surgery.  Vacation  replacement  p.r.n. 
Excellent  office  staff.  Or  alternate  with  me  two  months  on,  two  months  off. 
Excellent  earnings.  Longer  lasting  arrangement  only.  Short  curriculum  in  first 
letter.  Write  Dept.  699,  c/o  NYSJM. 

DEPUTY  COUNTY  HEALTH  DIRECTOR,  Monroe  County,  Rochester,  N.Y. 

To  design/supervise  epidemiologically  sound  planning  and  evaluation  studies. 
Review/supervise  255  physicians,  nurses,  and  other  staff  in  personal  health  ser- 
vices programming.  Physician  with  MPH  or  one  year  public  health  experience. 
Curriculum  vita  to  Joel  Nitzkin.  M.D.,  Monrue  County  Health  Department,  111 
Westfall  Rd.,  Caller  632,  Rochester,  N.Y.  14692. 

PHYSICIAN  DURING  JULY  AND  AUGUST  1979  for  children’s  camp  located  |)| 
at  Beach  Lake,  Pa.,  accommodates  350  campers  ages  6-16;  complete  modern 
Health  Center; '!  R.N.’s  in  attendance;  will  accept  one  M.D.  for  each  month;  no 
children  accepted  who  are  of  camp  age.  Camp  opens  June  29  and  closes  August 
23.  Private  room  and  facilities.  Write,  and  include  your  phone  number,  to 
Trail's  End  Cam]),  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brooklyn,  N.Y. 

1 1201. 


LOCUMS,  EMERGENCY  ROOM  PHYSICIANS  from  May  through  September. 
Must  have  N.Y.  license  and  D.E.A.  certificate.  Send  letter  and  C.V.  to:  James 
F.  Stehli,  Physician  Service  Associates,  33  Mitchell  Ave.,  Binghamton,  N.Y.  _ 
13903 

OCCUPATIONAL  PHYSICIAN  for  full  time  career  position  in  Remington  Arms 
Company,  Inc.,  Ilion,  New  York  Plant.  Excellent  opportunity.  General  practice 
background  acceptable.  Excellent  salary  and  outstanding  company  paid  benefit 
program.  Equal  Opportunity  Employer  M/F.  Call  or  write  R.  A.  Morris,  Em- 
ployee Relations  Superintendent,  Remington  Arms  Co.,  Inc.,  Ilion,  N.Y.  13357. 
(315)894-9961  ft 

! t 
1 

PHYSICIAN  NEEDED,  regardless  of  specialty,  for  general  practice  in  office  during  p 
summer  months.  Resort  area.  Write  to:  Ellenville  Medical  Group,  60  Center 
St.,  Ellenville,  N.Y.  12428. 
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PHYSICIANS  WANTED  — CONT  D 


WAN  I’El):  FAMILY  PRACTICE  PHYSICIAN  to  occupy  h brand  new  facility 
in  a suburban  type  practice  7 miles  from  a 304  bed,  acute  care  hospital  in  the 
beautiful  Finger  Lakes  area  of  New  York  State.  Write  C.  D.  Hicks,  157  Ross  St., 
Auburn,  N Y.  13021  or  call  (315)  253-3388. 

SURGEON:  Our  voluntary  Manhattan  medical  center  with  a very  active  medical 
school  affiliation  is  seeking  a full  time  N.Y.S.  licensed,  Board  eligible/certified 
surgeon.  This  position  requires  a dynamic  individual  who  wants  to  be  actively 
involved  in  all  aspects  of  a well  coordinated  department  of  surgery.  We  offer 
an  excellent  salary  and  comprehensive  benefit  package.  An  ecjual  opportunity 
employer  M/F.  Send  c.v.  in  confidence  to:  Dept.  707,  c/o  NYSJM. 

PHYSICIANS  NEEDED  SOUTHEAST:  Family  physicians,  general  surgeons, 
internists,  Ob/Gyn.  Private  practice  opportunities  near  hospitals  with  attractive 
monthly  guarantee  and  free  office  space.  Warm  climate,  good  schools  and  out 
door  recreation.  Send  curriculum  vitae  in  confidence  to:  Mr.  William  Anderson, 
Search  Director,  4470  Chainblee-Dunwoodv  Rd.,  Suite  350,  Atlanta.  Georgia 
30338. 

HOUSE  PHYSICIANS:  Excellent  opportunity  for  licensed  physicians  and  foreign 
medical  graduates.  Positions  available  06-01 -79  in  194  acute  care  and  in-patient 
hospital  located  in  suburb  of  upstate  New  York  State  city.  Will  be  responsible 
to  the  Director  of  Medicine.  For  foreign  medical  graduates,  ECFMG  and  two 
years  of  approved  training  is  required.  Out  salary  and  benefits  packages  are 
excellent.  Send  C.V.  and  request  application  to  Dept.  706,  c/o  NYSJM 


ANESTHESIOLOGIST:  Preferably  Board  certified  to  join  group  of  anesthesi 
ologists  practicing  on  Long  Island.  Send  curriculum  vitae.  Dept.  713,  c/o 
NYSJM. 


ATTENTION  PHYSICIANS:  ALL  SPECIALTIES  & G.P.  Insurance  companies 
and  other  third  parties  need  physicians  to  represent  them  in  court,  submit  ex- 
amination reports,  etc.  Remuneration  is  excellent.  Curriculum  vitae.  Dept. 
710,  c/o  NYSJM. 


LOCUM  TENENS,  GENERAL  OPHTHALMOLOGIST  OFFICE,  easy  pace, 
Eastern  Long  Island.  N.Y.,  near  State  University.  A.  ,J.  Bradley.  M.D.,  P.O.  Box 
JJ,  East  Setauket,  N.Y.  11733. 


UNEXPECTED  OPENINGS:  SECOND  & THIRD  YEAR  UROLOGY  residents 
needed  in  a four  year,  approved  urology  residency  program.  Must  have  at  least 
one  year  of  urologic  residency  experience.  This  is  a resident  oriented  service 
located  in  the  New  York  suburbs.  For  information  or  application  call  or  write: 
Stephen  Hirsch,  M.D.,  Associate  Director,  Nassau  County  Medical  Center,  Div. 
of  Urology,  2201  Hemp.  Tpke.,  East  Meadow,  N.Y.  11554.  Call  (516)  542- 
3267. 


FAMILY  PRACTITIONER  urgently  needed  for  established  practice,  rural  com- 
munity, southern  Rensselaer  County.  Equipped  offices  available  on  rental  basis. 
For  information  contact  office  of  Vija  Matisone.  M.D.,  17  Church  St.,  Nassau 
N.Y. 12123.  (518)  766-3211,  or (518) 766-3954. 


ANESTHESIOLOGIST  to  join  8 man  group  in  390-bed  hospital.  Nassau  County. 
Long  Island.  N.Y.  Salary  to  full  partnership  within  3 years.  Send  full  C.V.  w ith 
first  response  to  Dept.  709,  c/o  NYSJM. 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  7 
courses  in  the 
growing 

health  care  field: 

Med.  Asst.,  Dental  Asst.. 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide  (Nurse’s  Assts  ), 
Med.  & Dent.  Secy., 
EKG  Technician. 

Legal  Assistant. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 
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CORRECTIONAL  MEDICINE 

Challenging  opportunities  in  primary  health  care — available  in  a most  effi- 
ciently designed  prison  health  care  system  Excellent  climate — competitive 
salaries  Employment  available  in  the  Spring  of  1979  (April-June).  93 
positions  available  for  Physicians,  Dentists,  Psychiatrists,  Physician’s 
Assistants,  Nurses.  Armed  Forces  Trained  Paramedics,  Dental  Technicians, 
Psychologists.  Health  Administrators  Must  be  eligible  for  Oklahoma  li- 
censure Contact  Armond  H Start.  M D , M P H.  Medical  Director, 
Oklahoma  Department  of  Corrections,  3400  North  Eastern,  Oklahoma  City, 
Oklahoma  73111 


0B-GY  N:  EXCELI.EN  I'  OPPORTUNIT  Y for  young,  well  trained  Ob/Gyn  to 
min  well  established,  three-man  group;  older  associate  retiring.  Located  New 
York  City  area.  One  year  salary  then  partnership  agreement.  Dept.  721  c/o 
NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 

I' 

(SIX  ROOM  PROFESSIONAL  SUIT  E FOR  RENT  in  prestige  medical  building 
in  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos 
pitals.  Call  (212)  297-4140. 


FREEPORT,  NEW  YORK:  HOME/OFFICE.  Bilingual  area.  Nine  panelled 
rooms,  oversized,  fireplace,  2*/2  baths.  Suitable  for  home  and  office.  Built  in 
air  conditioners,  full  cellar,  cast  iron  hot  water,  oil,  baseboard  heating.  Copper 
plumbing;  16  X 32  ft.  inground  swimming  pool;  screened  outside  living  room; 
corner  plot  approx.  144  X 150  ft.;  one-car  garage,  many  extras.  Principals  onlv. 
(516)623-3613. 


f ^ 

Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year’s  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

New  York  Hempstead,  LI 

254  West  54  Street  1 75  Fulton  Avenue 

(212)247-3434  (516)481-2774 

y 
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DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  1 1552 

516-483-0577 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


REAL  ESTATE  FOR  SALE  OR  RENT  -CONT'D 


BRIGHTWATERS,  SUFFOLK  COUNTY,  N.Y.  Custom-built  home-office.  Award 
winning  architect’s  design.  Adjacent  to  two  large  hospitals.  Best  quality  con- 1 
struction,  immaculately  maintained,  innumerable  refinements.  An  acre  site  if 
bounded  by  3 streets  and  a park  assure  privacy  and  full  separation  of  1200  sq.  9 
ft.  office  from  four  bedroom  home.  (516)  665-0027. 


POUGHKEEPSIE,  N.Y.  Physician’s  residence  and  office.  Country  living  on  a i 
city  thoroughfare.  Quiet,  spacious  ground  floor  home  with  office  attached. 
Excellent  area  for  practice.  Ample  parking.  Rent  the  residence  and  office,  or 
purchase  the  complex,  including  3 rented  apartments  over  office.  Outstanding 
appearance,  inside  and  out.  Sound  investment.  Dept.  708,  c/o  NYSJM. 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFK  IENT  SERVICE 
in  renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  buy.  sell 
or  appraise  a co-op.  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbons 
& Ives.  Inc..  745  Fifth  Ave..  N Y..  N.Y'  (212)  832-5571. 

MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST..  N.Y.C.  LEXINGTON 
Professional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric- 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


DOCTOR’S  OFFICES  FOR  RENT  by  the  hour  or  full  time.  Modern  medical 
building  equipped  for  out-patient  diagnostic  work-up  and  ambulatory  surgery. 
Ideal  for  medical  and  surgical  specialists.  42-78  Main  St.,  Flushing,  N.Y.  (212) 
539-8800. 


MEDICAL  SUITE,  WHITE  PLAINS,  N.Y.  New  professional  building  near  White 
Plains  Hospital.  Prime  space,  footage  flexible.  (914)  949-0555,  or  946-3737. 


FOR  SALE  OR  RENT:  GREEN  HILL  BEACH,  RHODE  ISLAND.  125  ft.  beach 
front,  6 year  old  home;  new,  white  cedar  shake  shingels;  three  full  baths,  three ■ 
bedrooms,  living  room,  dining  room,  finished  playroom,  cathedral  ceilings. ! 4 
Contemporary  year-round  home,  10  miles  from  Connecticut  border.  $135,000. 
Rent:  $350/wk  and  security  deposit.  Call  (607)  729-0931. 

-JAMAICA  ESTATES,  QUEENS,  N.Y.  Ideal  professional  office  and  home  for  sale  1 j 
Perfect  layout  for  any  type  practice.  Separate  entrances.  Five  room  air  con 
ditioned  office.  Prominent  corner  location  on  Union  Turnpike.  3-bedrooni 
Tudor  home  in  excellent  neighborhood  near  hospitals,  schools,  shopping  anc  ■ ; 
transportation.  Burgular  alarm  system  any  many  extras.  Owner  (212)  454  It 
2053. 


SAN  DIEGO  RADIOLOGY  OFFICE  FOR  SALE.  Excellent  opportunity  anc 
growth  potential.  Inquiries  to:  Radiology,  6421  Dwane,  San  Diego,  Californu 
92120. 


I WISH  TO  RENT  OFFICE  SPACE  to  a physician  or  to  a group.  The  new  building 
will  be  erected  at  7 Pulaski  Road  in  East  Northport,  L.I.  I will  alter  the  premises 
based  upon  their  desires.  Tax  advantages  can  be  arranged.  Robert  Smirnow, 
D.D.S.,  7 Pulaski  Rd.,  East  Northport,  N.Y.  11731.  (516)  261-1068. 


WHITE  PLAINS,  NEW  YORK.  SURGICAL  SUBSPECIALTIES  needed. 
Space  available  new  professional  building  near  hospitals.  F ully  furnished  with 
all  new  diagnostic  equipment.  By  month,  week,  day  or  hour;  secretary /technician 
provided  if  desired.  Lab  and  X-ray  facility  in  building.  (914)  946-3737. 


BROOKLYN,  AT  KINGS  PLAZA:  Medical  building  now  renting.  $10.50  per 
square  foot.  Exposed  to  ten  million  people  annually.  All  details  available.  Call 
(212)  287-5013. 


NEW  YORK:  OFFICE/HOME  of  retired  GP,  southern  Hudson  Valley,  for  sale. 
No  GP  or  FP  left  in  town.  Dept.  698,  c/o  NYSJM. 


WHITESTONE,  QUEENS,  N.Y.  FOR  RENT.  Lovely,  large  office  formerly 
occupied  by  family  practitioner/internist.  Excellent  neighborhood  needs  re- 
placement. Near  all  conveniences.  Share  with  another  professional;  reasonable 
rent.  Available  July  1,  1979.  Call  Mon. /Wed.  3 p.m.-8  p.m.;  Sat.  9 a.m.  -2  p.m., 
or  leave  message  on  tape  (212)  746-3456. 


SCARSDALE  VICINITY-NEW  ROCHELLE,  N.Y.  Home-office  (separate  en- 
trance), suitable  any  profession.  Three  bedrooms,  2]/>  baths,  den,  playroom, 
many  extras.  4 -room  office.  All  central  air  conditioned.  $135,000.  Call  (914) 
237-6847,  or  (914)  633-8438. 


OFFICE  TO  SUBLEASE  IN  PART  OR  WHOLE  Includes  room  for  minor  sur- 
gery. Ideal  for  dermatologist,  psychiatrist,  Ob/Gyn,  internist.  Location: 
Northern  Westchester  County.  Call  (914)  241-0484. 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surgery 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referring 
physician  Call  or  write  for  further  details. 


MEDICAL  OFFICE,  NEW  JERSEY,  BERGEN  COUNTY:  Podiatrist  has  9 roon 
office  w/furnished  waiting  room  to  share  with  physician  or  dental  specialist.  Bus;  l< 
shopping  center,  ample  parking.  Immediate  occupancy.  Reasonable  rent 
Larrv  Price,  D.P.M.,  636  Westwood  Ave.,  River  Vale,  New  Jersey  07675.  (201 

666-5115. 


KINGSTON,  N.Y.  FOR  SALE:  Restored  Victorian  house,  5 room  office  suite 
with  street  level  entrance;  4 bedrooms,  2Va  baths,  living  room,  dining  room,  den 
eat-in  kitchen,  2 car  garage.  Screened  patio,  20  X 40  ft.  in-ground  swimming 
pool.  Large,  active  general  practice.  Will  introduce.  Retiring.  Asking  $75,000 
Call  (914)  338-7520. 


FOR  SALE:  Excelllently  located,  private  medical  building  and  home,  30  mile; 
from  New  York  City.  Located  in  the  center  of  a shopping  center.  Very  gooc 
for  single  or  group  practice.  Very  reasonable.  Dept.  712,  c/o  NYSJM. 


OLD  WESTBURY,  NASS  A l CO.,  N.Y.  FOR  SALE:  Physician’s  office  and  rancf 
house.  Complete  office  wing:  7 rooms  plus  2 half  baths;  waiting  room,  secretary’s 
room,  4 examination  rooms,  2 with  sinks.  Main  residence  of  8 rooms;  entrance 
foyer,  large  1 living  room  with  stone  front,  wood  burning  fireplace,  formal  dining 
room,  large  eat-in  kitchen,  den,  4 large  bedrooms,  3 full  baths.  Full  panellec 
basement  with  divided  areas;  live-in  quarters  includes  living  room,  2 bedrooms 
large  closets,  full  bath,  eat-in  kitchen.  Three  storage  rooms  plus  laundry  room 
work  beach  area,  large  closets.  Three-car  garage.  One  acre  landscaped  anc 
fenced  with  semi  above-ground  pool,  large  patio.  Separate  private  6-car  prof 
essional  parking  area.  Wheatley  School  District.  $225,000.  Principals  only 
Call  from  3-5  p.m.  and  7-9  p.m.  (516)  626-0220. 


GARDEN  CITY,  L.I.,  N.Y..  OFFICE/HOME  FOR  SALE.  A-l  location.  Suitabh 
for  specialist  or  as  second  office.  Also  selling  complete  examining  room  & miseell 
office  furniture  & equipment.  Retiring  G.P.  Call  4-7  p.m.  (516)  747-3060. 


FLUSHING/WHITESTONE,  N.Y'.  Physician’s  home/office  for  sale.  House  ha 
3 bedrooms,  2V2  baths.  Office  has  separate  entrance,  5 rooms,  V2  bath,  centra 
air  conditioning.  Good  neighborhood  and  schools,  close  to  transportation 
$82,000.  Principals  only.  Call  evenings  (212)  961  -1046. 


MASSAPEQUA  NOR  TH,  LONG  ISLAND:  Prime  location  for  professional  o 
doctor  seeking  practice  in  home;  12  room,  aluminum  sided,  multi  luxury  split 
5 bedrooms,  2Vy  baths.  Separate  street-level  complex,  impressive,  stucco,  richl; 
panelled  reception,  plus  3 rooms,  V2  bath,  finished  basement  can  also  be  utilized 
$53,990.  For  information  call  Atlas  Realtors  (516)  731-2800. 


ST.  CROIX,  UNITED  STATES  VIRGIN  ISLANDS:  Two  bedroom  condomininn 
on  golf  course  and  beach,  with  tennis  and  swimming  pool.  Write  J.  Nowoslawski 
M l)  , 20  Lodges  Lane,  Bala  Cynwyd,  PA  19004,  or  call  days  (215)  925-351 1, 01 
eves  (215)  664-3296. 
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WGO-1 


NEW  YORK  CITY 


New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 
’Classroom  B 
April  23-May  4 

A REVIEW  OF  REHABILITATION  MEDICINE 
Howard  A.  Rusk,  M.D.,  Joseph  Goodgold,  M.D., 

Howard  G.  Thistle,  M.D, 

FEE:  $500.  CREDIT:  AMA  Cat.  1 (80  hrs.) 

$375.  former  residents  & fellows 
‘Classroom  B 
April  30-May  4 

RADIATION  PHYSICS  AND  BIOLOGY 
Donald  J.  Pizzarello,  Ph.D. 

FEE:  $335.  CREDIT:  AMA  Cat.  1 (35  hrs.) 

$250.  former  residents  & fellows 
‘Alumni  Hall 
May  10- 1 1 

INTERNATIONAL  SYMPOSIUM 
ERGOT  ALKALOIDS  IN  NEUROLOGIC, 
NEUROPSYCHIATRIC  AND  ENDOCRINE  DISORDERS 
Menek  Goldstein,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 ( 1 3 V4  hrs.) 

$75.  former  residents  & fellows 
‘Auditorium 

Goldwater  Memorial  Hospital 
Roosevelt  Island 
May  17-18 

SPECIALIZED  APPROACHES  TO  WHEELCHAIR 
PRESCRIPTION  AND  TRAINING 
Mathew  H.  M.  Lee,  M.D.,  Herbert  H.  Zaretsky,  Ph.D. 
‘Schwartz  Lecture  Hall 
401  East  30th  Street 
May  18- 19 

REVIEW  OF  BASIC  SCIENCES  IN  UROLOGY 
Salah  Al-Askari,  M.D.,  Mirceau  Golimbu,  M.D. 

FEE:  $175.  CREDIT:  AMA  Cat.  1 

$131.  former  residents  & fellows 
For  further  information  contact  Registration  Office,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New  York 
10017.  Tel:  212/679-8745. 


Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Ave. 

Bronx 

4:00-5:30  p.m.,  Wednesdays 
May  2 

UPDATE  ON  HEART  DISEASE 
Ralph  Silverman,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

AAFP  2 hrs. 

May  16 

CLINICAL  IMMUNOLOGY  FOR  THE  FAMILY  DOCTOR 
Arye  Rubinstein,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

AAFP  2 hrs. 


Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

May  2-3,  8:30  a m. -5:00  p.m.,  Friday  May  4,  8:30  a.m.-12  noon 
URORADIOLOGY:  CLINICAL  CORRELATIONS 
Harold  A.  Mitty,  M.D.,  Jack  Rabinowitz,  M.D. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (15  hrs.) 

$100.  residents 
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May  5,  9:00  a. m. -2:00  p.m.,  Saturday 

REHABILITATION  METHODS  IN  ARTHRITIS— AN  UPDATE 
Lawrence  H.  Wisham,  M.D.,  Frances  F.  Dworecka,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 (5  hrs.) 

May  5,  9:00  a. m. -5:00  p.m.,  Saturday 

RECENT  ADVANCES  IN  ANORECTAL  SURGERY 
Changyul  Oh,  M.D.,  David  Moss,  M.D., 

Robert  Paradny,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

May  9-10,  9:00  a. m. -4:00  p.m.,  Wednesday  and  Thursday 
May  11,  9:00  a. m. -3:00  p.m. 

NEUROMUSCULAR  ELECTRODIAGNOSIS 
Beatrice  Kaplan,  M.D.,  Jerry  Weisman,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (1 1 hrs.) 

May  10-11,  9:00  a. m. -5:00  p.m.,  Thursday  and  Friday 
PEDIATRIC  AND  ADOLESCENT  GYNECOLOGY 
Albert  Altcheck,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

25.  House  Staff 

May  1 1,  9:00  a. m. -5:00  p.m.,  Friday 
May  12,  9:00  a. m. -1:00  p.m. 

INDIRECT  OPHTHALMOSCOPY  AND  PERIPHERAL 
RETINAL  DISORDERS 
Keith  M.  Zinn,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 ( 1 0 V2  hrs.) 

May  15-17,  9:00  a m. -5:00  p.m.,  Tuesday,  Wednesday, 
Thursday 

May  18,  9:00  a m. -4:00  p.m.,  Friday 

NEW  APPROACHES  TO  OLD  PROBLEMS  IN  INTERNAL 
MEDICINE 

FEE:  $300.  CREDIT:  AMA  Cat.  1 (24  hrs.) 

May  21-25,  Monday-Friday 

BASIC  CLINICAL  PEDIATRICS 

Stanley  C.  Uretsky,  M.D.,  Kurt  Hirschhorn,  M.D. 

FEE:  $350.  CREDIT:  AMA  Cat.  1 (33  V2  hrs.) 


Research  Institute  for  Hearing  and  Balance 
Disorders,  LTD 

1 1 1 East  77  Street 
(1  part  of  4 series) 

May  4,  9:00  a. m. -5:00  p.m.,  Friday 
May  5,  9:00  a.m.-l  1:00  a.m.,  Saturday 

BASIC  ELECTRONYSTAGMOGRAPHY  SEMINARS 
For  further  information  contact  Research  Institute  for  Hearing 
and  Balance  Disorders,  Ltd.,  P.O.  Box  478,  Lenox  Hill  Station, 
New  York  10021. 


Jewish  Hospital  and  Medical  Center  of 
Brooklyn  with  the  American  Cancer  Society, 
Brooklyn  Unit  and  SUNY  Downstate  Medical 
Center 

555  Prospect  Place 
Brooklyn 

1:00-2:00  p.m.,  Fridays 
CREDIT:  AMA  cat.  1 & AAFP 

May  4 

ROLE  OF  RADIATION  THERAPY  IN  THE  TREATMENT  OF 
BREAST  CANCER 
Florence  Chu,  M.D. 

May  11 

NEW  THOUGHTS  ON  THE  TREATMENT  OF  CHRONIC 
MYELOID  LEUKEMIA 
Richard  Silver,  M.D. 

May  18 

PHARMACOLOGY  & ANTI-TUMOR  ACTIVITY  OF  CIS- 
PLATINUM  COMPLEXES 
Stephen  Davis,  M.D. 

May  25 

PHARMACOLOGY  OF  NITROSOUREA  ANTI-CANCER 
AGENT 

Philip  Schein,  M.D. 

For  further  information  contact  Jewish  Hospital  & Medical 
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Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn,  1 1238.  of  Anesthesiologists,  Inc.,  30  East  42nd  Street,  New  York 

Tel:  212/240-1211.  10017.  Tel:  2 12/TN  7-7140 


The  New  York  Hospital-Cornell  University 
Medical  Center 

525  E 68th  Street 

March  19-May  21,  6:30-8:00  p.m.,  Mondays 
COURSE  IN  DANCE/MOVEMENT  THERAPY 
May  5.  9:00  a m -5:00  p.m..  Saturday 

SEMINAR  IN  PSYCHOPATHOLOGY  AND  PREJUDICE 
For  further  information  contact  Office  of  Continuing 
Education,  P-163,  525  East  68th  Street,  New  York  10021. 


Beth  Israel  Medical  Center  cosponsored  by  The 
Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

10  Nathan  D.  Perlman  Place 
May  7-10.  1:00-5:00  p.m. 

REFRESHER  COURSE  IN  THE  PHYSICS  OF  RADIOLOGY 
AND  NUCLEAR  MEDICINE 
Gerald  Shapiro,  M S. 

NO  FEE  CREDIT:  AMA  Cat.  1 

May  7- 10,  1:00  p m. -5:00  p.m. 

REFRESHER  COURSE  IN  THE  PHYSICS  OF  RADIOLOGY 
AND  NUCLEAR  MEDICINE 
Gerald  Shapiro.  M.S. 

For  further  information  contact  Post-Graduate  Medical 
Education  Office,  Beth  Israel  Medical  Center,  10  Nathan  D. 
Perlman  Place.  New  York  10003.  Tel:  212/420-2000. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 

Bronx 

May  6 

A SYMPOSIUM  FOR  RECOVERY  ROOM  NURSES 
FEE:  $25. 

For  further  information  contact  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University,  1300  Morris  Park  Avenue, 
Bronx  10461.  Tel:  212/430-2822. 

May  9- 1 1 
MELANOMA 
H.  Volk.  M.D. 

May  23-25 

CASE  DISCUSSIONS 

B.  Kaplan,  M.D.  & Staff 

NO  FEE  CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Office  of  Program  Director, 

Dr.  H.  Volk,  212/430-8001-2;  or  Dr.  S.  Kossak,  212/OL  5- 

8274. 


The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

May  10-11,  Thursday  and  Friday 

COST  CONTAINMENT  AND  RESOURCE  ALLOCATION  IN 
HEALTH  CARE 
Cyril  J.  Jones,  M.D. 


The  New  York  State  Society  of 
Anesthesiologists,  Inc. 

30  East  42nd  Street 
'Ellis  Hospital  Auditorium 
Schenectady 
May  12 

SCHENECTADY  ANESTHESIA  CONFERENCE 
CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  The  New  York  State  Society 


Union  Hospital  of  the  Bronx  cosponsored  by 
Albert  Einstein  College  of  Medicine 

260  East  188th  Street 

Bronx 

May  15 

ADVANCES  IN  ENDOCRINOLOGY 
Martin  Surks,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  please  write  or  phone  Mr.  Daniel  S. 
Fruchter,  Union  Hospital,  260  East  188th  Street,  Bronx 
10458  Tel:  212/295-1100. 


The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue.  Box  #37 
May  16 

THE  UPDATE  YOUR  MEDICINE  1978-79. 

NO  FEE 

For  further  information  contact  Dr.  Lila  A.  Wallis.  Tel: 
212/737-4444. 


The  Presbyterian  Hospital  in  the  City  of  New 
York  at  Columbia-Presbyterian  Medical  Center 

622  West  168  Street 
'Biltmore  Hotel 

43rd  Street  and  Madison  Avenue 
May  18-20 

CLINICAL  PROBLEMS  IN  RADIOLOGY— 1979 
David  H Baker.  M.D.,  William  J.  Casarella,  M.D 
CREDIT:  AMA  Cat.  1 (20  hrs.) 


Doctors  Hospital 

170  East  End  Avenue 
May  3,  4: 15  p.m.,  Thursday 
DRUG  ADDICTION 
Barry  Stimmel,  M.D. 

May  19.  9:00  a m. -1:00  p.m.,  Saturday 

ANTIMICROBIAL  DRUG  THERAPY— 1979 
Edward  J.  Bottone,  Ph  D.,  Donald  B.  Louria,  M.D., 

James  J.  Rahal,  Jr.,  M.D. 

CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  contact  Chairman,  Committee  on 
Continuing  Medical  Education.  Doctors  Hospital,  170  East 
End  Avenue,  New  York  10028. 


St.  Vincent’s  Hospital  and  Medical  Center  of 
New  York 

153  West  1 1th  Street 
May  21,  6:00  p.m. 

CLINICAL  PROBLEMS  FOR  THE  PRACTICING  INTERNIST 
LATEST  DEVELOPMENTS  IN  Gl  HORMONES 
C.  A.  Bonanno 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  St.  Vincent's  Hospital  and 
Medical  Center  of  New  York,  153  West  1 1th  Street,  New 
York  10011.  Tel:  212/790-8300. 


Veterans  Administration  Hospital 

Brooklyn 

'Downstate  Medical  Center 
Basic  Science  Bldg. 

May  21,  3:30-5:00  p.m. 

SEX  HORMONE  METABOLISM  IN  OBESITY 
Marvin  A.  Kirschner,  M.D. 
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For  further  information  contact  Veterans  Administration 
Hospital,  Brooklyn  11209. 


Beth  Abraham  Hospital  cosponsored  by  Albert 
Einstein  College  of  Medicine,  Montefiore 
Hospital  and  Medical  Center,  and  The 
American  Geriatrics  Society 

612  Allerton  Avenue 
Bronx 

May  23,  12:00  noon-5:00  p.m. 

CURRENT  CONCEPTS  OF  PARKINSONISM 
Melvin  D.  Yahr,  M.D. 

NEW  PHARMACOLOGICAL  APPROACHES  TO  THE 
TREATMENT  OF  MOVEMENT  DISORDERS 
Melvin  H.  Van  Woert,  M.D. 

RHEUMATIC  DISEASES  IN  THE  ELDERLY 
Gerald  P.  Rodnan,  M.D. 

A RATIONAL  APPROACH  TO  ANTIOBIOTIC  THERAPY 
Gerald  L.  Mandel,  M.D. 

DIABETES  MELLITUS  IN  THE  ELDERLY 
Philip  Felig,  M.D. 

CREDIT:  AMA  Cat.  1 (5  hrs.) 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.,  Beth 
Abraham  Hospital,  612  Allerton  Avenue,  Bronx  10467.  Tel: 
212/920-6013. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center 

329  East  62nd  Street 
'Carnegie  International  Center 
345  East  46  Street 
May  23,  8:30  p.m.,  Wednesday 

TREATMENT  OF  THE  MARRIED  HOMOSEXUAL 
Harry  Gershman,  M.D. 

For  further  information  contact  Association  for  the 
Advancement  of  Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center,  329  East  62  Street,  New 
York  10021. 


St.  Luke’s  Hospital  Center 

Amsterdam  Ave.  & 1 14th  Street 
'Bellevue  Hospital 
May  25 

QUALITY  CONTROL  AND  COST  CONTAINMENT 
For  further  information  contact  V.  Bokkenheuser,  M.D.,  St. 
Luke's  Hospital  Center,  Amsterdam  Ave.  & 114th  Street, 
New  York  10025. 

Memorial  Sloan-Kettering  Cancer  Center 

1275  York  Avenue 
May  31 -June  1 

COMPUTER-AIDED  RADIATION  TREATMENT  PLANNING 
Laughlin  Mohan,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Memorial  Sloan-Kettering 
Cancer  Center,  1275  York  Avenue,  New  York  10021. 


QUEENS  COUNTY 


Queens  Academy  of  Medicine  sponsored  by  L. 
I.  Jewish  Medical  Center  and  N.Y.U.  Graduate 
Medical  Center 

1 12-25  Queens  Boulevard 
Forest  Hills 

May  2,  8:30  a m.- 10:00  a m. 

ANTI-COAGULANTS— USES  AND  ABUSES 
Lewis  J.  Cuni,  M.D. 
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FEE:  $75.  CREDIT:  AMA  Cat.  1 

$100.  non-members 

For  further  information  contact  Queens  Academy  of 
Medicine,  112-25  Queens  Blvd.,  Forest  Hills,  N.Y.  11375. 
Tel:  212/268-7300. 


Deepdale  General  Hospital  cosponsored  by 
School  of  Medicine,  (SUNY)  Stony  Brook 

55-15  Little  Neck  Parkway 
Little  Neck,  N.Y. 

9:00-10:00  a. m.,  Thursdays 
May  3 

COMPUTERIZED  TOMOGRAPHY  OF  THE  ABDOMEN 
William  Rubinstein,  M.D. 

May  10 

ULTRASOUND  DIAGNOSIS  OF  HEPATOBILIARY  DISEASE 
Sheila  Kumari,  M.D. 

May  17 

RECENT  ADVANCES  IN  THE  DIAGNOSIS  AND 
TREATMENT  OF  THE  JAUNDICED  PATIENT 
Robert  Lowy,  M.D. 

May  24 

ACUTE  AND  CHRONIC  PANCREATITIS 
Robert  Lowy,  M.D. 

May  31 

SELF-ASSESSMENT  QUIZ 
Robert  Lowy,  M.D. 

For  further  information  contact  Ms.  Marilyn  D.  Mclndoo, 
Deepdale  General  Hospital,  Tel:  212/HA  8-3000 — 516/IV 
5-6265. 

Astoria  General  Hospital 

25-10  30th  Avenue 
Long  Island  City 

9:00  a m.- 1 1:00  a m.,  Saturdays 
May  12 

GALACTORRHEA-HOW  TO  EVALUATE,  PROLACTIN; 
APPROACH  TO  DIAGNOSIS  OF  PITUITARY  DISEASE 
Ulrich  Schubart,  M.D. 

May  19 

DISEASES  OF  THE  PARATHYROID 
Uriel  Barzel,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Astoria  General  Hospital, 
25-10  30th  Avenue,  Long  Island  City,  1 1 102.  Tel:  212/ 
932-1000. 


Long  Island  Jewish-Hillside  Medical  Center  & 
SUNY,  Stony  Brook 

‘Queens  Hospital  Center  Affiliation/Long  Island 
Jewish-Hillside  Medical  Center 
82-68  164th  Street 
Jamaica 

May  30,  9:00  a. m. -5:00  p.m.,  Wednesday 

NONINVASIVE  METHODS  IN  CARDIOLOGY,  1979 
Samuel  Zoneraich,  M.D. 

CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Dr.  Samuel  Zoneraich, 
Department  of  Medicine,  Queens  Hospital  Center  Affiliation/ 
Long  Island  Jewish-Hillside  Medical  Center,  212/470-21 14  or 
Continuing  Education  Coordinator,  Office  of  the  Dean  of  the 
Clinical  Campus,  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park  11042.  Tel:  212/470-2114. 


NASSAU  COUNTY 


Nassau  Hospital 

259  First  Street 
Mineola 

May  2,  1 1:00  a m. 
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FIBRINOLYSIS  AND  BLEEDING  PROBLEMS: 
PATHOPHYSIOLOGICAL.  DIAGNOSTIC  AND 
THERAPEUTIC  ASPECTS 
Sol  Sherry,  M.D. 


PRIMARY  CARE— Mondays  11:00am 
May  7 

The  MENOPAUSE 
Patrick  Vetere,  M.D. 

May  14 

DIAGNOSIS  OF  DERMATOLOGIC  NEOPLASMS 
Robert  Feinstein,  M.D. 

May  21 

NUTRITION  IN  ENDOCRINOLOGY  AND  METABOLISM 
James  Yeh,  M.D 


CRITICAL  CARE— Tuesdays  11:00  a m 
May  1 

DISSEMINATED  INTRAVASCULAR  COAGULATION 
Norbert  Felber,  M.D. 

May  8 

NEWER  CARDIAC  DRUGS 
Thomas  Delaney.  M.D. 

May  15 

HYPERCALCEMIC  AND  HYPOCALCEMIC  CRISES 
John  Aloia,  M.D. 

May  22 

NEW  CONCEPTS  IN  MANAGEMENT  OF  CONGESTIVE 
HEART  FAILURE 
Mark  Goodman,  M.D. 

May  29 

PULMONARY  EMBOLISM 
Irvin  Besman,  M.D. 


GRAND  ROUNDS— Wednesdays  10:00  a.m. 

May  2 

FIBRINOLYSIS  AND  BLEEDING  PROBLEMS: 
PATHOPHYSIOLOGICAL,  DIAGNOSTIC  AND 
THERAPEUTIC  ASPECTS 
Sol  Sherry,  M.D. 

May  9 

EFFECT  OF  ALCOHOL  ON  THE  HEART 
Howard  Friedman,  M.D. 

May  16 

COMPLICATIONS  OF  DIABETES 
Harold  Rifkin,  M.D. 

May  23 

AMYLOIDOSIS 
Edward  Franklin,  M.D. 

May  30 

CURRENT  CONCEPTS  AND  MANAGEMENT  OF 

TUBERCULOSIS 

John  A.  Crocco,  M.D. 


PROBLEM  SOL  VING— Fridays  1 1:00  a m. 

May  4 

MANAGEMENT  OF  ACUTE  LEUKEMIA  IN  ADULTS 
Saiyid  Zaidi,  M.D. 

May  11 

MANAGEMENT  OF  VARICOSE  VEINS 
Lawrence  Kryle,  M.D. 

May  18 

THE  THYROID  NODULE 
William  C.  Hollis,  M.D. 

May  25 

HLA  ANTIGENS  AND  RHEUMATOID  VARIANTS 
Emanuel  LaMotta.  M.D. 

For  further  information  contact  Nassau  Hospital,  259  First 
Street,  Mineola  11500.  Tel:  516/663-2382. 


Long  Beach  Memorial  Hospital  in  affiliation 
with  The  Page  & William  Black  Post  Graduate 
School  of  Medicine 

P O Box  300 
Long  Beach 

"Long  Beach  Memorial  Hospital 

455  East  Bay  Drive 

Long  Beach 

May  1,  4:00-6:00  p.m. 

USE  AND  ABUSE  OF  ANTIOBIOTICS 
Burt  R Meyers,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Long  Beach  Memorial 
Hospital,  P O Box  300,  Long  Beach  1 1361.  Tel:  516/432- 
8000,  ext  363. 

Nassau  County  Medical  Center 

2201  Hempstead  Tpk 
East  Meadow 
May  3 

INFLUENCE  OF  IMMUNOLOGICAL  DAMAGE  IN 
INFECTION  AND  HOST  RESPONSE 
J.  Kelly  Smith,  M.D. 

May  10 

MANAGEMENT  OF  CHILDHOOD  HEPATITIDES 
Mervin  Silverberg,  M.D. 

May  17 

THALASSEMIA:  DIAGNOSIS,  MANAGEMENT  AND 

TREATMENT 

James  Wolf,  M.D. 

May  24 

RADIOLOGICAL  DIAGNOSIS  OF  DISEASES  OF  THE 
CHEST  IN  CHILDREN 
Dvorah  Balsam,  M.D. 

For  further  information  contact  Nassau  County  Medical 
Center,  2201  Hempstead  Tpk.,  East  Meadow  11554.  Tel: 
516/542-0123. 

January  thru  June.  Thursdays  10:00-1 1:00  a m. 

MEDICAL  GRAND  ROUNDS 

UPDATE  OF  ALL  ASPECTS  OF  INTERNAL  MEDICINE 
CREDIT:  AMA  Cat.  1 (24  hrs.) 

For  further  information  contact  Dr.  Westring.  Tel:  516/ 
542-3713. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

'Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 
(1  part  of  36  sessions) 

4:00-5:00  p.m.,  Monday 
May  7 

MYOCARDIAL  PROTECTION  DURING  CARDIAC  ISCHEMIA 
William  A.  Gay,  M.D. 

May  14 

PHYSIOLOGY  AND  MANAGEMENT  OF  LOW  CARDIAC 
OUTPUT  STATES 
Lawrence  Cohen,  M.D. 

May  21 

SUBENDOCARDIAL  INFARCTION— NATURAL  HISTORY 
AND  UPDATE  ON  MANAGEMENT 
Agop  Aintablian,  M.D. 


North  Shore  University  Hospital,  Cornell 
University  Medical  College 

400  Community  Drive 
Manhasset 

3:45-5:45  p.m.,  Tuesdays 
May  8 

HEALTH:  THE  NUTRITIONAL  PERSPECTIVES 
Carolyn  L.  Abitol,  M.D. 
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May  22 

CANCER  IN  CHILDREN 
Joseph  A.  Kochen,  M.D. 

For  further  information  contact  North  Shore  University 
Hospital,  400  Community  Drive,  Manhasset  11030.  Tel: 
516/562-3045. 


North  Shore  University  Hospital 

300  Community  Drive 

Manhasset 

May  1 

CONSERVATIVE  MANAGEMENT  OF  VITREOUS 

HEMORRHAGE 

Y.  S.  Hahn,  M.D. 

May  8 

NEURO-OPHTHALMOLOGY 
Robert  Malkin,  M.D. 

May  15 

PRESENT  DAY  TECHNIQUES  IN  VITREOUS  SURGERY 
Keith  Zinn,  M.D. 

May  22 

CLINICAL  PATHOLOGIC  CONFERENCE 
Ellen  Kahn,  M.D. 

For  further  information  contact  North  Shore  University 
Hospital.  300  Community  Drive,  Manhasset  11030. 

Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  State  U.  of  NY  (Stony 
Brook) 

Teaching  Center  Auditorium 

Long  Island  Jewish-Hillside  Medical  Center 

New  Hyde  Park 

May  18,  8:00  a. m. -4:00  p.m. 

HYPERTENSION:  PROGRESS  IN  PATIENT  CARE 
Edward  Meilman,  M.D. 

FEE:  $25.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

May  23,  9:00  a. m. -5:00  p.m. 

THE  ENDOCRINOLOGY  OF  PREGNANCY 
Bernard  L.  Lieberman,  M.D. 

CREDIT:  AMA  Cat.  1 (7  hrs.) 

May  3 1,  8:00  a. m. -4:00  p.m. 

LEGIONNAIRES’  DISEASE  SEMINAR 
Henry  D.  Isenberg,  M.D 
CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park  11042.  Tel:  212/470-2114. 


SUFFOLK  COUNTY 


Brookhaven  Memorial  Hospital 

101  Brookhaven  Hospital  Road 

Patchogue 

(1  part  of  35  series) 

May  4 

PERSONALITY,  CHRONIC  ILLNESS  & CANCER 

DISPOSITION 

Martin  Hayman,  M.D. 

May  11 

NEWER  TECHNIQUES  IN  OPTHALMOLOGIC  SURGERY 
Herbert  Schmidt,  M.D. 

May  25 

FUNDUS  EVALUATION  AND  FLUORESCEIN 

ANGIOGRAPHY 

Kanwal  Gupta,  M.D. 

For  further  information  contact  Brookhaven  Memorial 
Hospital,  101  Brookhaven  Hospital  Road,  Patchogue  11772. 
Tel:  516/654-7095. 


SUNY  at  Stony  Brook  cosponsored  by  Nassau 
and  Suffolk  Academies  of  Family  Practice 
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"Health  Sciences  Center 
Stony  Brook 
May  19 

INTRA-ABDOMINAL  INFECTIONS 

FEE:  $75.  CREDIT:  AMA  PRA  Cat.  1 (6  hrs.) 

For  further  information  contact  Tamarath  K.  Yolles,  M.D., 
Assoc.  Dean  for  Continuing  Medical  Education.  Tel:  516/ 
444-2094/2135. 


South  Nassau  Communities  Hospital 
cosponsored  by  SUNY  at  Stony  Brook 

May  21,  Noon  to  1:00  p.m. 

CURRENT  TREATMENT  REGIMENS  FOR  METASTATIC 
BREAST  CARCINOMA 
Sanford  Pariser,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  call  Department  of  Surgery  office, 
516/764-2600,  ext.  237. 


WESTCHESTER  COUNTY 


St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

May  10,  9:00  a.m. 

OMBUDSMEN  (MEDICAL-PSYCHIATRIC)  ROUNDS— 

AN  APPROACH  TO  MEETING  PATIENT-STAFF  NEEDS 
James  J.  Strain,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph's  Hospital,  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700. 


New  York  Medical  College 

Westchester  County  Medical  Center 

Elmsford 

May  16- 19 

SEMI-ANNUAL  OCULOPLASTIC  SURGICAL  DISSECTION 
COURSE 

An  in  depth  symposium  to  provide  the  practicing  and  resident 
surgeon  with  an  Oculoplastic  Course  employing  Live  Surgery 
Video  Tapes,  Films,  Lectures  and  Participant’s  Cadaver 
Surgery. 

FEE:  $600.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

May  20-22 

SEMI-ANNUAL  VII  NERVE  SURGICAL  DISSECTION 
COURSE 

A unique  and  practical  surgical  course,  presented  by  Multiple 
disciplines,  covering  the  management  of  facial  spasm  and 
facial  palsy  and  featuring  participant’s  Cadaver  Surgery. 

FEE:  $500.  CREDIT:  AMA  Cat.  1 (25  hrs.) 

For  further  information  contact  Mrs.  P.  Tamkin,  c/o  Dr.  P. 
Guibor,  630  Park  Avenue,  New  York  10021.  Tel:  212/ 

734-1010. 


JOHNSON  CITY 


Wilson  Memorial  Hospital  co-sponsored  by 
Upstate  Medical  Center  (SUNY) 

33-57  Harrison  Street 
Johnson  City 

11:00  a.m.,  Tuesdays 

CLINICAL  PEDIATRIC  SEMINARS 
May  1 

THROMBOCYTOPENIA  AND  RELATED  DISORDERS 
James  Stockman,  M.D. 

May  8 

ANEMIA  IN  THE  PREMATURE  AND  TERM  INFANT 
Frank  Oski,  M.D. 
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May  15 

AMBIGUOUS  GENITALIA 
Robert  Richman.  M D. 

May  22 

EVALUATION  OF  THE  ALLERGIC  CHILD 
Richard  Sheehan,  M.D, 

CLINICAL  SEMINARS 
1 1:00  a m.,  Thursdays 
May  3 

G.  I.  HORMONES 
Sheldon  E.  Schwartz,  M.D, 

May  10 

HYPEREOSINOPHILIC  SYNDROMES 
Arlan  Gottlieb,  M.D. 

May  17 

SERIOUS  HOSPITAL  INFECTIONS— MANAGEMENT 
Donald  Bornstein,  M.D. 

May  24 

HYPONATREMIA 
Arnold  Moses,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

CLINICAL  SURGICAL  SEMINARS 
9:00  a.m.,  Wednesdays 
March  14-May  23 

TOPICS  WILL  BE  ANNOUNCED 
CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Wilson  Memorial  Hospital, 
33-57  Harrison  Street,  Johnson  City  13790.  Tel:  607/773- 
6391. 


NEW  HARTFORD 


Upstate  New  York  Chapter  American  College 
of  Surgeons  co-sponsored  by  the  Central  New 
York  Academy  of  Medicine,  Inc. 

210  Clinton  Road 
New  Hartford 
'Grossinger's 
Grossinger,  New  York 
May  10-  13 

FIRST  NEW  YORK  STATE  CONJOINED  SURGICAL 
SYMPOSIUM 

CREDIT:  AMA  Cat.  1 (22  hrs.) 

For  further  information  contact  Upstate  New  York  Chapter 
American  College  of  Surgeons,  Inc.,  210  Clinton  Road,  New 
Hartford  13413.  Tel:  315/735-2203. 


ONEONTA 


The  Mary  Imogene  Bassett  Hospital,  A.O.  Fox 
Memorial  Hospital  and  Otsego  County  Medical 
Society 

’Hartwick  College  Anderson  Auditorium 
Oneonta 

May  17,  12:00  noon-4:00  p.m„  Thursday 
INFECTIOUS  DISEASE  FOR  CLINICIANS 
Carl  W.  Norden,  M.D.,  Alan  J.  Kozak,  M.D.,  Richard  E.  Reese, 
M.D. 

FEE:  $10.  CREDIT:  AMA  Cat.  1 (3  hrs.)  AAFP 

Prescribed  3 hrs. 

For  further  information  contact 
The  Mary  Imogene  Bassett  Hospital,  Cooperstown  13326. 

Tel:  607/547-6270. 


BUFFALO 


Roswell  Park  Memorial  Institute  and  American 
Cancer  Society 


666  Elm  Street 
Buffalo 

"Hilleboe  Auditorium 
May  10 

IMMUNOTHERAPY  OF  CANCER:  SUCCESS  OR  FAILURE? 
E.  Douglas  Holyoke,  M.D. 

FEE:  $25.  CREDIT:  AMA,  AAFP  & AOA 

For  further  information  contact  Cancer  Control  Office,  RPMI, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo 
14263. 


SYRACUSE 


State  University  of  New  York  Upstate  Medical 
Center 

750  East  Adams  Street 
Syracuse 

'New  Basic  Science  Building 
Upstate  Medical  Center 
766  Irving  Ave. 

Syracuse 
May  17-18 

UPSTATE  OTOLARYNGOLOGY  ANNUAL  MEETING 
Richard  R Gacek,  M.D. 

FEE:  $120. 

'Holiday  Inn,  Downtown 
701  East  Genesee  Street 
Syracuse 
May  22 

THE  FIFTH  DECADE 
Raja  W.  Abdul-Karim,  M.D. 

FEE:  $65. 

For  further  information  contact  Office  of  Graduate  and 
Continuing  Education,  State  University  of  New  York,  Upstate 
Medical  Center,  750  East  Adams  Street,  Syracuse  13210. 
Tel:  315/473-4607. 


Onondaga  County  Health  Department  and 
American  Heart  Association-Upstate  New  York 
Chapter,  Inc. 

421  Montgomery  Street 

Syracuse 

'The  Marriott  Inn 

Syracuse 

May  24 

HIGH  BLOOD  PRESSURE:  A CHALLENGE  TO  THE 

COMMUNITY 

For  further  information  write  Hypertension  Control  Program, 
Civic  Center,  421  Montgomery  Street,  Syracuse  13202. 


FUTURE  EVENT 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

August  4-  14 

NON-INVASIVE  CARDIOLOGIC  TECHNIQUES  1979 
A review  of  Echocardiographic  Nuclear  Imagery 
Techniques  and  Phonoelectrocardiography 
For  further  information  contact  Office  of  Continuing  Medical 
Education.  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx  10461 . Tel:  212/430-2822. 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11042 
Telephone  516-488-6100. 
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AUBURN,  N.Y.,  Cayuga  County  needs  a ENT  Physician  and  Family 
Physician.  Contact  Mr.  Charles  Hicks,  Director  Physician's 
Procurement  Committee,  157  Ross  Street,  Auburn,  N Y.  13021. 
Tel:  315/252-3388. 

ONEIDA,  N Y..  Madison  County  needs  a ENT  Physician  and  Family 
Physician  Contact  Frances  B Carlson,  577  Stoneleigh  Road, 
Oneida  13421.  Tel:  315/363-8905. 

POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M D„  53  South  Main  Street,  Norwood 
13668.  Tel:  315/353-9922. 

FAMILY  PHYSICIAN 

ALBION,  NY,  Orleans  County  needs  a Family  Physican  and  General 
Surgeon.  Contact  Edward  A.  Barrett.  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street.  Albion  1441 1.  Tel:  716/285-4789 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician  and  ENT 
Physician.  Contact  Mr  Charles  Hicks,  Director  Physician's 
Procurement  Committee,  157  Ross  Street,  Aubrun  13021.  Tel: 
315/252-3388. 

HOLCOMB,  N.Y.,  Ontario  Country  needs  a Family  Physician. 
Contact  Dr  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469 
Tel:  1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician, 
Internist,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle.  M.D.,  41  West  125th  Street,  New  York  10027. 

NEW  YORK,  N.Y.,  needs  a part-time  Family  Physician.  Contact  F. 
P.  Guidotti.  M.D.,  Health  Center  Family  Medical  Office,  321  W. 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741  or  Dae-Seok  Kim,  M.D.,  9 Forest  Avenue,  Oak- 
field 14125.  Tel:  716/948-5333. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician  and  ENT 
physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road, 
Oneida  13421.  Tel:  315/363-8905. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gyn  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine.  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue  1 1772.  Tel:  516/654-7095. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm..  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Pediatrician,  Ob/Gyn  and  Surgeon.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pedatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

INTERNISTS 

LITTLE  FALLS,  N.Y.,  Herkimer  Country  needs  an  Internist,  Family 
Physician,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823/1000,  ext.  261  or 
262. 

HANCOCK,  N.Y  , Delaware  Country  needs  an  Internist  and  General 
Surgeon.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 


SODUS,  N Y.,  Wayne  Country  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

WOODSIDE,  N Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue,  Woodside  11377.  Tel: 
212/278-0440. 

GENERAL  SURGEON 

ALBION,  N.Y.,  Orleans  County  needs  a General  Surgeon  and  Family 
Physician.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital.  243  South 
Main  Street,  Albion  1441 1.  Tel:  716/285-4789. 

ELMHURST,  N.Y.,  Queens  County  needs  a general  and  vascular 
Surgeon.  Contact  Leon  Bluestone,  M.D.,  86-35  Queens  Blvd., 
Elmhurst,  N.Y.  11373.  Tel:  212/779-3333. 

HANCOCK,  N.Y.,  Delaware  Country  needs  a General  Surgeon  and 
Internist.  Contact  Osias  M Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783  Tel:  607/637-4941. 

LITTLE  FALLS,  N.Y..  Herkimer  Country  needs  a General  Surgeon, 
Orthopedic  Surgeon,  Internist  and  Family  Physician.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street.  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon. 
Contact  Miss  B J . Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Pediatrician  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WEBSTER,  N.Y.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
Contact  Eastside  Medical  Group,  P.C.,  193  W.  Main  Street, 
Webster,  14580. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

ORTHOPEDIC  SURGEON 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray.  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

PATHOLOGIST 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  a Pathologist. 
Contact  George  Skomsky,  Acm.,  Massena  Memorial  Hospital, 
Messena  13662.  Tel:  Call  collect  315/769-9991. 

PEDIATRICIAN 

DANSVILLE,  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita.  M.  Gungon,  M.D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296. 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223 

SHIRLEY,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact  Ta- 
tiana S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  11967. 
Tel:  516/281-4070. 
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PEDIATRICIAN 


TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  OB/Gyn 
Physician,  Family  Physician  and  General  Surgeion.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 1 5 E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 

RADIOLOGIST 

NEWBURGH,  N.Y.,  Orange  County  needs  a Radiologist.  Contact 
Gerald  J.  Jerry,  M.D.,  Director  Radiology,  St.  Luke’s  Hospital, 
Newburgh  12550. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist'. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 

WELLSVILLE,  N.Y.,  Alleghany  County  needs  a Radiologist.  Contact 
Robert  Harris,  Adm.,  Jones  Memorial  Hospital,  191  North  Main 
Street,  Wellsville,  N.Y.  14895. 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  NEXT 
PAGE 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11042 
Telephone  516-488-6100. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


The  Medical  Society  of  the  State  of  New  York  is  gathering  schedules 
of  CME  programs  for  the  purpose  of  publishing  the  information 
in  "What  Goes  On  In  CME",  and  also  we  are  trying  to  set  up  a 
Register  of  programs  which  would  be  published  annually. 

In  order  to  make  the  publication  of  a Register  possible,  the  Editor 
must  receive  a copy  of  the  institution’s  annual  CME  program  by 
August  1,  1979.  If  we  haven't  received  enough  annual  programs 
to  make  a Register  worthwhile  we  will  aim  for  another  deadline 
date  which  will  be  publicized. 

Please  contact  the  Editor  if  you  have  any  questions. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 

$3  00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  

Address  

City.  State  

(zip) 
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QUESTIONNAIRE  TOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Address 


Date 


(Zip  code  number) 

Date  of  Birth  Place  of  Birth 


(Telephone  Number) 


Citizenship  Status_ 
Medical  School 


_Marltal  Statu* 
Yaar  Graduated 


Internship_ 


Ho8pitals_ 


Datea 


Residency 


Hospitals_ 


Datea 


Specialty_ 


Licensed  in  what  Statea?_ 
Applied  for 


American  Board  Certificates  held?_ 
Eligible 


Certified 


Do  you  have  a New  York  State  License?_ 
Military  Status 


Date  of  Certificate 


Professional  Organization  Memberships 

Arc  you  in  practice  at  present? What  type  of  practice  are  you  interested  in? 

Associate Industrial Group Inat  itutional 


Solo 


Other 


Dice  you  will  be  available  for  practice_ 

practiced  


Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used?_ 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO 


If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician  ______ 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians' 

of  New  York,  420  Lakeville  Road,  Lake  Success, 


Placement  Bureau,  Medical  Society  of  the  State 
N.Y.  11042.  Telephone:  (516)  488-6100. 
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Lake 

of  the 

Ozarks 

JUNE  1-3 


Jan  12 14 


Dallas 


Mey  2 6 


Savannah 

May  19  20  j 


MINNEAPOIIS-, 

mm 

July  21  - 22 


Choose  Your 
CME  WEEKENDERS 
for  1979  Now! 


'Birmingham 

/IL/IBAMk  Feb. 3 4 


tion  meetings  in  cities  and  resorts  across  the  U.S. 

Each  features  a wide  variety  of  high  quality,  well  designed 
Category  1 courses  (each  with  syllabus)  of  interest  to  most 
specialists. 

CME  WEEKENDERS  are  either  two-day  (Saturday  to  Sunday) 
or  three-day  (Friday  to  Sunday)  meetings  That  way  you  can 
get  in  your  CME  with  little  or  no  disruption  to  your  practice. 

Choose  your  CME  WEEKENDERS  now! 

Write  to:  AMA,  Department  of  Meeting  Services 
535  North  Dearborn  Street,  Chicago,  Illinois  60610, 

\ (312)  751-6503.  / 

V / 


CAFERGOTP-i 

tablets  do  more  than 
ergotamine  alone 


...because  they  also 
contain  caffeine 

• with  caffeine  detectable  plasma  levels  of 
ingested  ergotamine  reached  twice  as  fast 
and  higher  peak  plasma  levels  achieved1 

• more  complete,  efficient  absorption  of 
ingested  ergotamine12 

• synergistic  vasoconstriction23 


mm 


References: 

1 . Schmidt  R,  Fanchamps  A:  Effect  of  caffeine  on  intestinal 
absorption  of  ergotamine  in  man.  Eur  J Clin  Pharmacol 
7:213, 1974 

2 Friedman  AP  Chronic  recurring  headache:  Principles  of 
management  and  specific  treatment  "Primary  Care  7:487, 

Sept  1974 

3 Brazeau  P:  Oxytocics:  Oxytocin,  prostaglandins,  and  ergot 
alkaloiris,  in  Goodman  LS,  Gilman  A (edsj:  The  Pharmaco- 
logical Basis  of  Therapeutics,  ed  5,  New  York,  Macmillan 
Publishing  Co,  Inc,  1975,  pp  867-880 

4 Ryan  RE:  Cafergot-PB:  A new  oral  preparation  tofcbort 
migraine  attacks  Clin  Med  3:831,  Sept  1956 
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...as  well  as 
belladonna  alkaloids 
and  pentobarbital 

» belladonna  alkaloids  help  control  the  nausea 
and  vomiting  common  in  migraine2’3 
• pentobarbital  relieves  the  tension  found  in 
most  migraine  patients4 


in  migraine  complicated  by 
tension  and  Gl  disturbances 

CAFERGOTP-B 

TABLETS:  Gynergen®  (ergotamine  tartrate,  USP)  1 mg:  caffeine, 
USP,  100  mg;  Bellafoline®  (levorotatory  alkaloids  of  belladonna, 
as  malates)  0 125  mg;  sodium  pentobarbital.  USP  Warning:  May 
be  habit  forming)  30  mg. 

SUPPOSITORIES:  Gynergen®  (ergotamine  tartrate,  USP)  2 mg; 
caffeine,  USP,  100  mg;  Bellafoline®  (levorotatory  alkaloids  of 
belladonna,  as  malates)  0 25  mg,  pentobarbital,  NF  [Warning:  May 
be  habit  forming)  60  mg;  inactive  ingredients:  tartaric  acid,  NF, 
malic  acid,  lactose.  USP,  and  theobroma  oil,  USP 


Contraindications:  Peripheral  vascular  disease,  coronary  heart  disease,  hyper- 
tension, impaired  hepatic  or  renal  function,  sepsis,  and  pregnancy.  Hypersensi- 
tivity to  any  of  the  components. 
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Abstracts 


Bcrken,  A.:  Cytophilic  antibody  and  cancer  therapy; 
review  and  postulate,  New  York  State  J.  Med.  79:  849 
(May)  1979. 

This  report  postulates,  from  a review  of  reports  related 
to  tumor  immunotherapy  and  recent  data  on  bacterial 
immunity,  that  antibodies  with  cytophilic  properties  will 
enhance  tumor  cell  destruction  and  antibodies  without 
cytophilic  properties  will  interfere  with  this  process.  It 
proposes  that  successful  immunotherapy  requires  an  Ig 
(immunoglobulin)  response  limited  to  optimal  concen- 
trations of  specific  IgG  subfractions  and  that  subjects  now 
being  immunized  against  tumor  should  be  investigated  for 
the  identity  and  quantity  of  antitumor  Ig  fractions  and  IgG 
subtractions. 

Pillari,  G.,  Fulco,  J.  D.,  and  Lee,  W.  J.:  Hypernephroma 
and  hypertension;  observations.  New  York  State  J.  Med. 
79:  865  (May)  1979. 

An  analysis  of  56  consecutive  patients  with  surgically 
proved  hypernephroma  reveals  7 patients  (12.5  percent) 
with  the  singular  physical  sign  “hypertension.”  These 
tumors  were  found  “incidentally”  in  the  course  of  the  ra- 
diologic evaluation  for  hypertension.  The  characteristics 
of  tumors  in  this  group  of  patients  include:  small  tumor 
size,  contained  cortical  location,  lack  of  metastasis,  and 
absence  of  identifiable  tumor  necrosis.  Discovery  of  occult 
hypernephromas  during  the  radiologic  work-up  for  hy- 
pertension is  largely  a function  of  attentive  sequential 
urography,  nephrotomography,  and  selective  renal  angi- 
ography. This  report  also  notes  that  hypertension  is  a 
surprisingly  common  “associated”  finding  in  patients  with 
hypernephroma. 

D’Angelo,  R.  J.,  Benda,  R.  L.,  Haroon,  V.  S.,  and 
Quirke,  B.:  Serum  enzyme  levels  after  traumatic  ortho- 
pedic fractures,  New  York  State  J.  Med.  79:  868  (May) 
1979. 

Serum  enzyme  levels  were  followed  in  41  patients  who 
suffered  traumatic  fractures  in  an  attempt  to  determine 
whether  or  not  the  LDH  and  SGOT  rose  progressively  or 
at  all.  Some  enzyme  levels  were  obtained  after  pinning  a 
fractured  hip  and  some  were  obtained  after  a total  hip  re- 
placement. Much  to  the  author’s  surprise,  serum  enzyme 
levels  rarely  went  up  in  these  situations  and  certainly  did 
not  rise  in  a progressive  fashion.  Thus,  these  enzyme  levels 
appear  to  remain  a reliable  diagnostic  aid  in  evaluating 
patients  with  fractures  for  evidence  of  acute  myocardial 
infarctions. 

Echeverria,  T.,  and  Lockwood,  R.  C.:  Lumbar  spinal 
stenosis;  experience  at  a community  hospital,  New  York 
State  J.  Med.  79:  872  (May)  1979. 

A review  of  27  cases  of  lumbar  spinal  stenosis  operated 
on  between  1966  and  1976  is  presented.  The  patients 
tended  to  be  middle-aged  (average  57.5  years),  and  10  pa- 
tients had  undergone  previous  procedures.  The  results 
of  surgery  were  assessed  by  questionnaire  and  correlated 
with  the  etiology  of  the  stenosis,  and  whether  or  not  the 


patient  had  undergone  previous  surgery.  Acceptable  re- 
sults were  obtained  in  88  percent  of  patients  without  pre- 
vious operations,  and  50  percent  of  patients  with  previous 
operations. 

Shimaoka,  K.,  Getaz,  E.  P.,  and  Rao,  U.:  Anaplastic 
carcinoma  of  thyroid;  radiation-associated,  New  York 
State  J.  Med.  79:  874  (May)  1979. 

Radiation  therapy  to  the  head  and  neck  areas  has  been 
shown  to  cause  thyroid  carcinoma  many  years  later.  Most 
thyroid  cancer  thus  induced  is  well-differentiated  carci- 
noma. Patients  (316)  with  the  diagnosis  of  thyroid  carci- 
noma were  admitted  to  a cancer  research  institute  during 
a 20-year  period.  A diagnosis  of  anaplastic  carcinoma  was 
confirmed  in  41  patients  (13  percent).  There  were  3 pa- 
tients with  a previous  history  of  radiation  therapy  to  the 
head  and  neck  areas.  A search  of  the  literature  yielded  12 
additional  cases  of  anaplastic  carcinoma  associated  with 
previous  radiation  exposure. 

Preisler,  H.  D.,  and  Higby,  D.  J.:  Therapy  of  acute 
nonlymphocytie  leukemia;  I.  clinical  aspects,  New  York 
State  J.  Med.  79:  879  (May)  1979. 

There  have  been  significant  advances  in  the  treatment 
of  acute  nonlymphocytie  leukemia  in  recent  years.  At  the 
present  time  the  vast  majority  of  previously  untreated 
patients  who  are  less  than  or  equal  to  50  years  of  age  will 
enter  complete  remission.  More  than  50  percent  of  the 
patients  between  50  and  70  years  of  age  will  also  enter  re- 
mission. Treatment  remains,  however,  quite  difficult,  with 
platelet  and  granulocyte  transfusions  being  required  for 
optimal  patient  management.  Unfortunately,  most  pa- 
tients who  enter  complete  remission  eventually  relapse, 
and  remission  induction  for  these  patients  is  quite  difficult. 
We  have  begun  a program  of  autologous  bone  marrow 
transplantation  to  rescue  relapsed  patients  from  the  often 
prohibitive  toxicity  of  remission  reinduction  therapy. 

Preisler,  H.  D.,  Rustum,  Y.  M.,  and  Epstein,  J.:  Ther- 
apy of  acute  nonlymphocytie  leukemia;  II.  biologic  char- 
acteristics and  prediction  of  response,  New  York  State 
J.  Med.  79:  885  (May)  1979. 

The  treatment  of  acute  nonlymphocytie  leukemia  is 
based  on  the  empiric  use  of  chemotherapeutic  agents.  A 
definition  of  the  biologic  and  biochemical  properties  of 
leukemic  cells  and  their  progenitors  would  permit  a greater 
understanding  of  those  factors  which  determine  patient 
response  to  therapy.  Studies  of  pretreatment  retention 
of  cytosine  arabinoside  by  leukemic  myeloblasts  has 
demonstrated  that  there  is  a direct  correlation  between 
remission  duration  and  drug  retention  for  patients  treated 
with  a chemotherapeutic  regimen  which  places  heavy 
emphasis  on  the  antileukemic  effect  of  cytosine  arabino- 
side. The  leukemic  cells  of  patients  are  being  assessed  for 
cell  kinetic  properties,  drug  metabolism,  and  effects  prior 
to  and  during  chemotherapy  so  that  assays  predictive  of 
chemotherapeutic  response  can  be  incorporated  into  de- 
termining chemotherapeutic  regimens  for  individual  pa- 
tients. 
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Medical  Meetings 


Pan  Pacific  conference 

The  1979  Annual  Meeting  and  Pan  Pacific  Conference 
of  the  American  College  of  Sports  Medicine  will  be  held  in 
Honolulu,  Hawaii,  May  24  to  26  at  the  Sheraton-Waikiki 
Hotel.  The  three-day  meeting  will  attract  participants 
from  the  United  States,  Canada,  Australia,  New  Zealand, 
Japan,  Mexico,  Finland,  Denmark,  the  USSR,  and  many 
other  countries. 

The  scientific  program  includes  14  symposia,  50  poster 
presentations,  and  234  free  communications  papers.  Other 
scheduled  activities  include  15  evening  meet-the-expert 
mini-sessions,  the  Joseph  B.  Wolffe  Memorial  Lecture 
presented  by  Erling  Asmussen,  exhibits,  a spouse  program, 
and  the  opportunity  to  participate  in  the  Primo  Relays  and 
Ultra-Marathons. 

The  meeting  is  acceptable  for  21  hours  of  Category  1 
credits  for  the  AMA  Physician’s  Recognition  Award. 
Twenty-one  elective  credits  for  the  American  Academy  of 
Family  Physicians  have  been  applied  for. 

Registration  materials  may  be  obtained  by  writing  to  the 
American  College  of  Sports  Medicine,  1440  Monroe  St., 
Madison,  Wisconson  53706. 

Otolaryngology  seminar 

A seminar  on  “Otolaryngology  for  Primary  Physicians” 
will  be  held  June  8 to  10  at  the  Playboy  Resort  and  Country 
Club,  Great  Gorge,  New  Jersey.  Acceptable  for  10  hours 
of  Category  1,  AMA  Physician’s  Recognition  Award,  and 
by  the  American  Academy  of  Family  Physicians,  the  pro- 
gram is  sponsored  by  The  New  Jersey  Medical  School  of 
the  College  of  Medicine  and  Dentistry  of  New  Jersey,  the 
Newark  Eye  and  Ear  Infirmary  of  the  United  Hospitals 
Medical  Center,  and  the  New  Jersey  Academy  of  Family 
Physicians,  any  questions  can  be  answered  by  Dr.  K.  Han, 
15  South  9th  Street,  Newark,  New  Jersey  07107;  telephone: 
(201)  268-8130,  268-8682. 

Program  on  hospital  accreditation 
standards 

This  year  the  Hospital  Association  of  New  York  State 
will  cosponsor  a series  of  programs  with  the  JCAH  (Joint 
Commission  on  Accreditation  of  Hospitals).  Many  of 
these  programs  are  of  particular  interest  to  physicians. 

On  July  17  to  18,  1979,  JCAH  will  sponsor  the  JCAH/ 
Audit  Clinic  at  the  Americana  Inn  in  Albany.  A brochure 
is  not  yet  available  for  the  Audit  Clinic,  but  the  program 
has  been  approved  for  12  hours  toward  the  American 
Medical  Association’s  Physician’s  Recognition  Award 
Category  1. 

For  additional  information,  please  write  Bonnie  Pihl- 
crantz,  Institute  Coordinator,  Hospital  Association  of  New 
York  State,  Incorporated,  15  Computer  Drive  West,  Al- 
bany, New  York  12205;  telephone  (518)-458-7940. 

Educational  seminar 

The  American  Medical  Association  has  recognized  that 

Material  for  inclusion  in  the  Medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 
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being  a member  of  an  organized  hospital  medical  staff  and 
working  within  the  organizational  framework  of  today’s 
hospital  pose  some  challenges  for  which  physcians  may 
have  little  or  no  formal  training. 

To  assist  the  medical  staff  in  performing  its  function  as 
an  important  element  of  the  hospital  team,  the  American 
Medical  Association  has  developed  a series  of  educational 
seminars  designed  to  address  such  topics  as  the  medical 
staff’s  role  in  hospital  cost  containment,  the  responsibili- 
ties, and  the  essential  elements  of  a medical  staff  in  today’s 
hospital,  and  many  others. 

Two  of  the  seminars  to  be  held  are:  “Medical  Staff 
Leadership  Seminar”  (advanced),  October  12  to  13,  Resorts 
International  Hotel,  Atlantic  City,  New  Jersey,  telephone: 
(609)  344-6000;  and  “Patient  Safety/Risk  Control  Semi- 
nar,” November  9 to  10,  The  Breakers,  Palm  Beach,  Flor- 
ida; telephone  655-6611,  area  code  (305).  For  additional 
information,  write:  AMA  Department  of  Hospitals  & 

Health  Facilities,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 

Residents’  day 

Residents’  Day,  sponsored  by  the  American  College  of 
Physicians  (Queens  Chapter),  will  be  held  December  5 at 
7:30  p.m.,  at  Queens  County  Medical  Society,  112-25 
Queens  Boulevard,  Forest  Hills,  New  York.  Nonsurgical 
house  staff  affiliated  with  a hospital  in  the  County  of 
Queens  between  January  1,  1979,  and  December  31,  1979 
are  eligible  to  participate. 

Articles  entered  for  presentation  may  concern  clinical 
investigation,  basic  research,  case  presentations  with  re- 
view of  literature,  or  be  of  the  general  character  contained 
in  the  various  national  journals  in  the  field  of  internal 
medicine.  They  should  not  have  been  previously  pre- 
sented at  a national  medical  meeting  or  have  been  pub- 
lished in  whole  or  abstract  form. 

Each  author,  or  group  of  authors,  will  be  allowed  a 
maximum  of  15  minutes  for  a presentation  to  be  followed 
by  a 5 minute  question  and  answer  period. 

The  paper  must  be  written  entirely  by  the  author,  or 
authors,  although  members  of  the  full  time  or  attending 
staff  may  have  offered  suggestions  or  aided  in  the  work 
discussed  in  the  paper.  However,  only  house  staff  names 
are  to  be  included  in  the  authorship  of  the  article. 

The  due  date  for  manuscripts  is  no  later  than  November 
10,  1979,  to:  Dr.  William  D.  Franklin,  Chairman,  Resi- 
dents’ Day  Committee,  A.C.P.  (Queens),  73-03  Bell  Bou- 
levard, Bayside,  N.Y.  11364. 

The  format  should  be  similar  to  that  of  articles  in  the 
national  journals  of  internal  medicine  with  references 
noted  and  bibliography  included  together  with  illustrative 
material. 

Awards  are:  1st  prize — $250,  2nd  prize — $150,  and  3rd 
prize — $100. 

In  addition,  Award  Certificates  will  be  issued  to  the 
above  winners  and  other  articles  presented  will  receive 
Honorable  Mention  Certificates.  All  entries  will  be  noted 
by  title  and  author  in  the  program.  Program  will  appear 
in  the  New  York  State  Journal  of  Medicine.  Manuscripts 
submitted  will  be  considered  for  publication  in  the  same 
journal. 
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Annotations  of  Books  Received* 


WILLIAM  W.  HERRICK,  M.D. 

Dr.  William  W.  Herrick:  A Measure  of  the  Man.  By 

Eunice  Herrick  Trowbridge.  The  Stinehour  Press,  1978. 
Illustrated,  68  pages.  A limited  edition  of  500  copies. 

A memorial  volume  by  the  daughter  of  Dr.  Herrick,  a 
past  president  of  the  New  York  Academy  of  Medicine. 


HEPATIC  COMA— DRUG  THERAPY 

The  Hepatic  Coma  Syndromes  and  Lactulose.  By 
Harold  O.  Conn,  M.D.,  and  Milton  M.  Lieberthal,  M.D., 
F.A.C.P.  Baltimore,  Md.,  The  Williams  & Wilkins  Co., 
1979.  Illustrated,  419  pages.  Cloth,  $42. 

An  overview  of  the  field  of  portal-systemic  encepha- 
lopathy and  lactulose. 

MEDICAL  HISTORY  TAKING— HANDBOOKS 


The  Complete  Patient  History.  By  Maurice  Kraytman, 
M.D.  New  York,  McGraw-Hill  Book  Co.,  1979.  Paper- 
back, 594  pages.  Price,  $9.95. 

An  aid  to  all  medical  personnel  in  the  important  and 
difficult  task  of  taking  a patient’s  history. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 

Excerpt  from  remarks  of  Newton  Minow 

Before  I give  my  report,  however,  I believe  you  will  see 
a theme  in  it,  and  that  is  that  some  government  officials  do 
not  see  the  practice  of  medicine  as  eit  her  a science  or  an  art, 
which  reminds  me  of  a story — It  seems  that  a company 
chairman  had  been  given  a ticket  for  a symphony  perfor- 
mance of  Schubert’s  Unfinished  Symphony.  He  could  not 
go  that  evening  and  passed  the  ticket  on  to  his  management 
consultant.  The  next  morning  the  Chairman  asked  how 
he  enjoyed  the  performance.  Instead  of  a few  plausible 
observations,  he  was  handed  a memorandum  which  read 
as  follows: 

For  a considerable  period,  the  four  oboe  players  had 
nothing  to  do.  The  number  should  be  reduced  and  the 
work  spread  over  the  whole  orchestra,  thus  eliminating 
peaks  of  activity. 

All  twelve  violins  were  playing  identical  notes.  This 


DIET,  REDUCING 

Dr.  Cooper’s  Fabulous  Fructose  Diet.  By  J.  T.  Cooper, 
M.D.  New  York,  M.  Evans  and  Co.  Inc.,  1979.  Hard 
cover,  214  pages.  Price,  $8.95. 

Sustained  weight  control,  accomplished  with  fructose 
as  the  key  ingredient. 

OFFICE  MANAGEMENT— HANDBOOKS 

Webster’s  Medical  Office  Handbook.  By  Anne  H. 
Soukhanov,  General  Editor,  and  John  Rhodes  Haverty, 
M.D.,  F.A.A.P.,  Consulting  Editor.  Springfield,  Mass.,  G. 
& C.  Merriam  Company,  Publishers,  1979.  Illustrated,  596 
pages.  Cloth,  $10.95. 

A reference  tool  for  the  administrator  of  the  modern 
medical  office. 

NEOPLASMS 

Cancer  Research  Since  1900:  An  Evaluation.  BySi- 
gismund  Peller,  M.D.  New  York,  Philosophical  Library, 
1979.  Cloth,  394  pages.  Price,  $15. 

A survey  of  the  developments  and  changes  in  cancer 
concepts  during  the  century. 

SOCIAL  CONTROL,  INFORMAL 

Forgive  and  Remember:  Managing  Medical  Failure. 

By  Charles  L.  Bosk.  Chicago,  The  University  of  Chicago 
Press,  1979.  Cloth,  236  pages.  Price,  $15. 

Social  controls  in  the  medical  profession:  how  surgeons 
recognize,  categorize,  and  punish  medical  errors. 

seems  unnecessary  duplication  and  the  staff  of  this 
section  should  be  drastically  cut.  If  a large  volume  of 
sound  is  really  required,  this  could  be  obtained 
through  an  electric  amplifier. 

Much  effort  was  observed  in  the  playing  of  demi-semi- 
quavers  of  eighth  notes.  This  seems  an  expensive  re- 
finement and  it  is  recommended  that  all  notes  should 
be  rounded  up  to  the  nearest  demi-semi-quaver.  If 
this  were  done,  it  should  be  possible  to  use  trainees  and 
lower  grade  operators. 

Further,  no  useful  purpose  is  served  by  repeating  the 
passage  that  has  been  played  by  the  horns  with  the 
strings.  If  all  such  redundant  passages  were  eliminat- 
ed the  concert  could  be  reduced  from  two  hours  to  two 
minutes. 

In  fact,  if  Schubert  had  paid  attention  to  these  small 
matters,  he  probably  would  have  been  able  to  finish 
the  symphony.  (Presented  before  AMA  House  of  Del- 
egates, December  3,  1978) 
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Berken,  A.:  Anticorpores  cytophilic  e therapia  del  cancer; 
revision  e postulatos,  New  York  State  J.  Med.  79:  849 
(Maio)  1979. 

In  iste  reporto  es  postulate,  basate  in  un  revision  de 
reportos  previe  relationate  a immunotherapia  tumoral  e 
informationes  recente  supra  immunitate  bacterian,  que  le 
anticorpores  con  propietates  cytophilic  refortia  le  de- 
struction del  cellulas  tumoral,  e que  le  anticorpores  sin  iste 
propietates  interfere  con  le  processo  destructive.  Es 
proponite  que  le  immunotherapia  successosse  require  un 
responsa  immunoglobulinic  (“Ig”)  de  limitate  a optime 
concentrationes  de  subfractiones  de  IgG  specific,  e que  le 
patientes  actualmente  immunisate  contra  tumores  debe 
esser  investigate  supra  le  identification  e magnitude  del 
fractiones  Ig  antitumoral  e le  subfractiones  IgG. 

Pillari,  G.,  Fulco,  J.  D.,  e Lee,  W.  J.:  Hypernephroma 
e hypertension;  observationes,  New  York  State  J.  Med. 
79:  865  (Maio)  1979. 

Un  analyse  de  56  patientes  consecutive  con  hyperne- 
phromas confirmate  chirurgicmente  monstrava  que  7 pa- 
tientes (12.5  pro  cento)  habeva  hypertension  como  signo 
clinic  unic.  Iste  tumores  esseva  trovate  “incidentalmente” 
durante  le  evalutation  radiologic  del  hypertension.  Le 
characteristicas  del  tumores  in  iste  gruppo  de  patientes 
esseva:  tumor  de  parve  magnitute;  localisation  cortical  e 
absentia  de  metastasis  e necrosis.  Le  discoperta  de  hy- 
pernephromas occulte  durante  le  estudio  radiologic  del 
hypertension  es,  in  grande  parte,  le  resultato  de  un  studio 
attento  e seriate  con  urographias  nephrotomographias  e 
angiographias  renal  selective.  In  iste  reporto  es  etiam 
notate  que  le  hypertension  es  un  trovato  “associate”  sur- 
prendentemente  frequente  in  patientes  con  hyperne- 
phroma. 

D’Angelo,  R.  J.,  Benda,  R.  L.,  Haroon,  V.  S.,  e Quirke, 

B.:  Nivellos  de  amylasa  seric  depost  fracturas  traumatic 
orthopedic,  New  York  State  J.  Med.  79:  868  (Maio) 
1979. 

Le  nivellos  del  enzymas  seric  esseva  seguite  in  41  pa- 
tientes con  fracturas  traumatic  pro  determinar  si  le  “LDH” 
(lactodehydrogenasa)  e le  “SGOT”  (transaminasa  seric 
glutamic  oxaloacetic)  esseva  elevate  progressivemente. 
Alicun  del  nivellos  enzymatic  esseva  obtenite  depost  le 
clavilemento  (“pinning”)  de  un  fractura  del  coxa,  e altere 
esseva  obtenite  depost  del  replaciamento  total  del  coxa.  A1 
surprisa  del  autores,  le  nivellos  enzymatic  in  le  sera  rare 
vices  esseva  elevate  in  iste  morbos,  e certemente  le  eleva- 
tion non  esseva  progressive.  De  iste  modo,  le  nivellos  en- 
zymatic pare  elementos  diagnostic  de  confidentia  pro  ev- 
alutar  le  patientes  con  fracturas  e ansi  poter  determinar 
le  existentia  de  un  infarcto  myocardial  acute. 

Echeverria,  T.,  e Lockwood,  R.  C.:  Stenosis  lumbos- 
pinal;  experientia  in  un  hospital  communitari,  New  York 
State  J.  Med.  79:  872  (Maio)  1979. 

Un  revision  de  27  casos  de  stenosis  lumbospinal  operate 


inter  1966  e 1976  es  presentate.  Le  patientes  esseva  in  le 
etate  medie  del  vita  (promedie  57.7  annos).  De  iste  pa- 
tientes, 10  esseva  operate  previemente.  Le  resultatos 
chirurgic  esseva  evalutate  mediante  un  questionario  e 
correlate  con  le  etiologia  del  stenosis,  e si  le  patientes  esseva 
operate  previemente.  Resultatos  acceptabile  esseva  ob- 
tenite in  88  pro  cento  del  patientes  que  non  habeva  essite 
operate  previemente,  e in  50  pro  cento  del  patientes  operate 
previemente. 

Shimaoka,  K.,  Getaz,  E.  P.,  e Rao,  U.:  Carcinoma  ana- 
plastic del  thyroide;  radiation  associate,  New  York  State 
J.  Med.  79:  874  (Maio)  1979. 

Ha  essite  demonstrate  que  le  radiotherapia  del  capita 
e collo  produce  carcinoma  del  thyroide  multe  annos  depost 
le  radiation.  Le  plus  parte  del  carcinoma  thyroide  ansi 
inducite  es  un  tumor  ben  differentiate.  Durante  un  per- 
iodo  de  20  annos,  316  patientes  con  carcinoma  del  thyroide 
esseva  hospitalisate  in  un  Instituto  de  Investigationes  del 
Cancer.  Le  diagnose  del  cancer  anaplastic  esseva  confir- 
mate in  41  patientes  (13  pro  cento).  Habeva  3 patientes 
con  historia  previe  de  radiotherapia  del  capita  e collo.  Un 
studio  del  litteratura  permiteva  discoperir  12  altere  casos 
de  carcinoma  anaplastic  associate  a exposition  radiante 
previe. 

Preisler,  H.  D.,  e Higby,  D.  J.:  Therapia  del  leukemia 
nonlymphocytic  acute;  I.  Aspectos  clinic,  New  York 
State  J.  Med.  79:  879  (Maio)  1979. 

In  le  ultime  annos  ha  essite  observate  progressos  signi- 
ficative in  le  tractamento  del  leukemia  nonlymphocytic 
acute.  Actualmente,  le  grand  majoritate  del  patientes  de 
minus  50  annos  e non  tractate  previemente,  habeva  un 
remission  complete.  Plus  que  le  50  pro  cento  del  patientes 
inter  50  e 70  annos,  etiam  habeva  remission.  Nonobstante, 
le  tractamento  totavia  es  difficile;  le  transfussion  de  pla- 
quetas  (thrombocytos)  e granulocytos  ha  essite  necessari 
per  le  tractamento  optime  del  patientes.  Desafortuna- 
temente,  le  plus  parte  del  patientes  con  remission  complete 
eventualmente  recade  (recidive)  e le  induction  de  altere 
remission  es  ben  difficile.  Nos  ha  commenciate  un  pro- 
gramma  de  transplantation  autologue  de  medulla  ossee  pro 
evitar  al  patientes  con  recadite  le  toxicitate,  frequente- 
mente  prohibitive,  del  therapia  re-inducente  de  remis- 
siones. 

Preisler,  H.  D.,  Rustum,  Y.  M.,  e Epstein,  J.:  Therapia 
del  leukemia  nonlymphocytic  acute;  II.  Characteristicas 
biologic  e prediction  del  responsa,  New  York  State  J. 
Med.  79:  885  (Maio)  1979. 

Le  tractamento  del  leukemia  nonlymphocytic  acute  es 
basate  in  le  uso  empiric  del  agentes  chimiotherapeutic.  Un 
definition  del  propietates  biologic  e biochimic  del  cellulas 
leukemic  e de  su  progenitoies  poteva  permitir  un  melior 
comprension  de  iste  factores  que  determina  le  responsa 
therapeutic  del  patientes.  Le  studio  del  retention  pre- 

amtinued  on  page  843 
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continued  from  pane  842 

therapeutic  del  cytosina-arabinosida  per  le  myeloblastos 
leukemic  ha  demonstrate  que  existe  un  correlation  directe 
inter  le  duration  del  remission  e le  retention  del  droga  per 
le  patientes  tractate  con  agentes  chimiotherapeutic  que 
pone  grand  emphasis  in  le  effecto  antileukemic  del  cytos- 
ina-arabinosida. Le  cellulas  leukemic  del  patientes  ha 
essite  evalutate  con  respecto  al  propietates  kinetic,  le  me- 
tabolismo  del  droga  e le  effectos  ante  e durante  le  chi- 
miotherapia;  de  iste  modo,  le  essaios  predictive  del  res- 
ponsa  therapeutic  pote  esser  incorporate  in  le  determina- 
tion del  regimenes  chimiotherapeutic  per  cata  patiente 
individualmente. 

Translated  by  Eduardo  I.  Juliet,  M.I). 


Index  to  Advertisers 


Boehringer  Ingelheim  907.  908,  909,  910 

Breon  Laboratories  864 

Burroughs  Wellcome  Company  2nd  cover,  878 

Geriatric  Pharmaceutical  Corp 871 

Jobst  Institute  918 

Eli  Lilly  & Company  928 

Mead  Johnson,  Pharmaceutical  Div 848 

Merck  Sharp  & Dohme  953 

Paine  Webber  841 

Pharmaceutical  Manufacturers  Assn 890,  891 

Roche  Laboratories 936,  3rd  & 4th  covers 

Sandoz  Pharmaceuticals 853 


Smith  Kline  & French  Laboratories  835,  847 

Upjohn  Company 839 


An  Apology 

The  JOURNAL  apologizes  to  John  J.  McCormick, 
M.D.,  of  Great  Neck,  for  the  error  of  publishing  the 
obituary  on  page  409,  of  the  March,  1979,  JOUR- 
NAL. Unfortunately  this  mistake  was  given  to  the 
JOURNAL.  The  JOURNAL  regrets  that  such 
misinformation  was  published  and  regrets  the  fact 
that  it  can  only  print  an  apology  to  compensate  for 
such  error. 


FRONT  COVER:  The  medical  faculty  of  the 
University  of  New  York,  and  the  founders  of  the 
medical  department,  clockwise  from  top  right: 
Granville  Sharp  Pattison,  M.D.,  Martyn  Paine, 
M.D.,  John  William  Draper,  M.D.,  Gunning  S. 
Bedford,  M.D.,  John  Revere,  M.D.,  Valentine  Mott, 
M.D.,  and  Senator  Theodore  Frelinghusen. 
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Editorial 


Why  not  use  closed  hospital  beds  to  fulfill 
the  need  for  health  related  facilities? 

Lack  of  planning  means  waste 


As  I daily  pass  a hospital  recently  closed  because 
of  the  curtailed  reimbursement  formulas  and  the 
baneful  PSRO  regulations  superimposed  by  Utili- 
zation Review  Committees,  it  seems  a pity.  As  sure 
as  fate,  if  this  building  is  allowed  to  lie  fallow  it  will 
further  deteriorate  and  suffer  from  the  usual  van- 
dalism and  become  an  eyesore  in  the  neighborhood. 
Important,  too,  is  the  fact  that  we  have  here,  in  a 
well-kept  neighborhood  which  is  well  maintained  by 
all  in  the  vicinity  with  pride,  the  focus  for  a new  slum 
area. 

Once  the  Utilization  Committee  has  determined 
that  a patient  no  longer  needs  the  care  of  an  acute 
hospital,  payment  will  cease  unless  the  hospital 
shows  diligent  effort  to  place  the  patient  in  a less 
costly  health  care  facility.  Then  the  hospital  will  still 
get  the  full  hospital  care  rate;  this,  of  course,  may  be 
changed  in  the  future,  and  probably  will.  Then,  with 
the  decreased  income  it  will  be  quite  impossible  for 
any  institution  giving  full  care  hospital  service  to  such 
patients  to  remain  open.  At  present  the  hospital  is 
not  suffering  very  much,  but  it  will  in  the  future.  It 
is  the  taxpayer  who  is  enduring  the  extra  cost  because 
the  cost  is  $180  a day  for  something  we  can  get  for 
$50.  The  taxpayer  is  losing  $120  to  $130  per  day 
unnecessarily. 

Such  patients  very  often  remain  in  the  institution 
simply  because  there  are  no  other  appropriate  facil- 
ities available  for  their  transfer.  Surely  the  partic- 
ular hospital  is  not  responsible  for  this  situation,  and 
yet  they  are  the  ones  who  are  penalized  and  suffer, 
and  finally  must  give  up  the  ghost,  for  the  hospital 


is  ultimately  closed. 

The  question  is  the  obvious  one  but  remains  as  to 
why  this  facility  cannot  be  transformed  into  a Health 
Related  Facility  to  meet  the  growing  need  that  exists 
for  such  care.  Why  cannot  appropriate  preparation 
and  needed  changes  be  made  in  the  hospital  so  that 
it  will  not  be  allowed  to  deteriorate?  Why  not  have 
the  health  authorities,  the  medical  associations,  the 
local  physicians,  and  the  hospitals  in  the  vicinity  that 
need  space  for  transfer  of  patients  to  Health  Related 
Facilities  all  cooperate  to  have  such  a need  met? 
This  would  represent  a very  important  constructive 
transformation  of  such  an  institution  and  would 
benefit  all  concerned,  including  the  sick  patients  in 
the  vicinity  and  their  families  and  the  physicians  of 
the  community. 

This  entire. subject  was  presented  and  discussed 
at  the  last  meeting  of  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  on  March  22, 1979. 
Morton  Kurtz,  M.D.,  noted  the  gravity  of  the  situa- 
tion and  the  destructive  effect  on  hospitals  and 
medical  care  too.  It  is  a pity  this  problem  did  not 
receive  the  attention  it  deserved  and  a general  con- 
sensus determined  for  action  to  be  taken  then  and 
there. 

Our  appeal  is  to  do  something  to  achieve  such  an 
objective  of  meeting  the  needs  of  our  patients  and  do 
it  now.  With  5,000  beds  to  be  eliminated  ultimately, 
this  is  getting  to  be  a very  practical  solution  to  a very 
serious  problem.  Let’s  do  something  about  it 
now! 

A.A.A. 
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In  Ldema  or  Hypertension  when 
potassium  balance  is  a concern... 

Potassium-Sparing 

DYAZIDE 

Each  capsule  contains  50  mg  of  Oyrenlum®  (brand  o(  triamterene) 
and  25  mg  of  hydrochlorothiazide 

Makes  Sense 

In  Edema 

The  triamterene  in  'Dyazide'  limits  potassium  loss  and  provides  an 
additive  diuretic  effect  to  that  of  the  hydrochlorothiazide  component. 

In  Hypertension 

As  the  hydrochlorothiazide  in  Dyazide’  lowers  blood  pressure,  the 
triamterene  component  limits  potassium  loss. 

Serum  K + and  BUN  should  be  checked  periodically 

particularly  in  the  elderly,  diabetics,  and  those  with  suspected  or  confirmed 
renal  insufficiency  (see  Warnings).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone. 


Before  prescribing,  im  complete  prescribing 
Information  In  SKAF  Co.  literature  or  PDR.  A 
brief  summary  follows: 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitiv- 
ity to  either  component  or  other  sulfonamide-derived 
drugs. 

Warnings:  Do  not  uso  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  mark- 
edly impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with  car- 
diac irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and 
diabetics  with  suspected  or  confirmed  renal  insuffi- 
ciency. Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide 
alone,  restrict  K + intake  Associated  widened  QRS 
complex  or  arrhythmia  requires  prompt  addi- 
tional therapy.  Thiazides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in  breast 
milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is 
not  available. 

Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those  with 
suspected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K+  frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes 
were  not  properly  monitored)  Observe  regularly  for 
possible  blood  dyscrasias,  liver  damage,  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  thiazides. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be  al 
tered),  hyperuricemia  and  gout,  digitalis  intoxication 
(in  hypokalemia),  decreasing  alkali  reserve  with  possi- 
ble metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth , anaphylaxis,  rash,  ur- 
ticaria, photosensitivity,  purpura,  other  dermatological 
conditions;  nausea  and  vomiting,  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis,  xanthop- 
sia and.  rarely,  allergic  pneumonitis  have  occurred 
with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 

Unit  Packages  of  100  (intended  for  institution 
only). 
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Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


•indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other' information,  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease 
Final  classification  of  the  less  than  effective  indications  requires  further  in- 
vestigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI.  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular  5 to  10  mg  ( 1 or  2 ml ) two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  ! 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  snould  be  discontinued 
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Scientific  Articles 


Cytophilic  Antibody 
and  Cancer  Therapy 

Review  and  postulate 


This  report  postulates,  from  a review  of  reports  re- 
lated to  tumor  immunotherapy  and  recent  data  on 
bacterial  immunity,  that  antibodies  with  cytophilic 
properties  will  enhance  tumor  cell  destruction  and 
antibodies  without  cytophilic  properties  will  interfere 
with  this  process.  It  proposes  that  successful  im- 
munotherapy requires  an  I ft  (immunoglobulin)  re- 
sponse limited  to  optimal  concentrations  of  specific 
IgG  subfractions  and  that  subjects  now  being  im- 
munized against  tumor  should  be  investigated  for  the 
identity  and  quantity  of  antitumor  Ig  fractions  and 
IgG  subfractions. 


ARTHUR  BERKEN,  M.D. 

Stony  Brook,  New  York 

Associate  Professor  of  Clinical  Medicine,  State  University  of 
New  York  at  Stony  Brook 


Twelve  years  ago  I was  a fellow  in  the  laboratory 
of  Baruj  Benacerraf,  M.D.  We  published  a number 
of  observations  on  the  physical  and  biologic  proper- 
ties of  antibodies  which  were  able  to  bind  to  macro- 
phages by  a site  which  we  identified  on  the  Fc  portion 
of  the  antibody.1-2  We  proved  that  this  cytophilic 
property  was  possessed  by  a substantial  fraction  but 
by  no  means  all  of  7 S animal  immunoglobulins. 
These  observations  were  later  extended  by  others  to 
7 S human  immunoglobulins.3  Further  investigation 
on  human  as  well  as  animal  leukocytes  revealed  that 
Fc  receptors  for  those  cytophilic  antibodies  were  also 
present  on  thvmus-independent  lymphocytes.4  7 
When  such  nonsensitized  lymphocytes  were  coated 
by  antitarget-cell  antibodies  bound  to  the  Fc  recep- 
tors the  lymphocytes  were  shown  to  be  specifically 
cytotoxic  for  the  target  cell.5'6-8  Most  of  this  work 
was  done  with  in  vitro  animal  studies,  but  the  cyto- 
toxicity of  human  thymus-independent  lymphocytes 
for  human  tumor  cells  has  been  demonstrated.9 
Contemplation  of  these  observations  suggests  that 
antibodies  with  cytophilic  properties  would  be 
helpful  in  mediating  tumor-cell  destruction.  In 
contrast,  antibodies  lacking  these  Fc  binding  sites 
would  serve  as  blocking  antibodies,  interfering  with 
the  cytotoxicity  of  both  the  specifically  sensitized 
thymus-dependent  lymphocytes  and  the  antibody- 
coated  nonsensitized  thvmus-independent  lym- 
phocytes. The  intent  of  this  report  is  to  develop  the 
hypothesis  that  successful  tumor  immunotherapy 
requires  a circumscribed  immune  response  and  to 
stimulate  physicians  now  engaged  in  the  active  im- 
munization of  patients  with  cancer  to  identify  the 
exact  components  of  the  immunoglobulin  response 
in  these  patients. 


Cytophilic  antibodies 

The  heavy  chains  of  the  Fc  portions  of  the  various 
immunoglobulin  classes  may  be  differentiated  by  a 
variety  of  physical  and  biologic  properties  resulting 
from  the  differences  in  polypeptide  structure  coded 
for  by  the  heavy  chain  genes.3  Within  the  7 S,  Ig 
(immunoglobulin)  G classes  of  human  and  guinea  pig 
immunoglobulins  there  have  been  differentiated 
subclasses  whose  Fc  portions  bear  binding  sites  for 
specific  cell  membrane  receptors.2’3  These  are  IgGl 
and  IgG3  but  not  IgG2  or  IgG4  in  man,  and  7 S 
gamma  2 but  not  7 S gamma  1 in  the  guinea  pig. 
These  data  were  derived  from  inhibition  experiments 
using  native,  not  aggregated,  immunoglobulins3’10; 
19  S antibodies  do  not  bear  these  binding  sites.2-5  In 
the  guinea  pig,  synthesis  of  a high  concentration  of 
cytophilic  antibody  can  he  stimulated  by  immuni- 
zation with  antigens  emulsified  with  complete 
Freund's  adjuvant,  whereas  immunization  with  an- 
tigens in  saline  or  in  Freund’s  adjuvant  without 
mycobacteria  will  result  in  predominantly  noncyto- 
philic antibody  production.111  It  is  possible  in  man 
that  the  nature  of  the  immunostimulation  may 
similarly  influence  the  production  of  antibody  sub- 
classes. Anti-Rh  D antisera  consist  mainly  of  IgGl 
and  IgG3  and  are  highly  cytophilic.12  Antibodies 
induced  by  immunization  of  human  subjects  with 
dextran,  levan,  or  teichoic  acid  are  found  only  in  the 
noncytophilic  IgG2  subclass.13  Recently  a hemolytic 
anemia  secondary  to  antibodies  of  unknown  speci- 
ficity was  reported  to  have  revealed  the  cytophilic 
IgG3  and  the  noncytophilic  IgG4  on  the  involved  red 
cells.14 

Cell  membrane  receptors 

Receptors  for  the  Fc  portion  binding  sites  of  cy- 
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tophilic  antibodies  have  been  identified  on  human 
and  animal  leukocytes  including  macrophages,2 
monocytes,3  thymus-independent  lymphocytes,4’6*14 
and  some  noncirculating  thymus-dependent  lym- 
phocytes.15 The  kinetics  of  binding,  initially  ob- 
served in  the  guinea  pig  antibody-macrophage  sys- 
tem,2 seem  to  apply  as  well  to  other  experimental 
animals  and  to  man.3’5  Antibody  binding  is  easily 
reversible  at  physiologic  temperatures  indicating 
that,  under  ordinary  circumstances,  cell  receptors  are 
saturated  with  a variety  of  cytophilic  antibodies  of 
varying  specificities  in  equilibrium  with  cytophilic 
antibodies  in  circulation.  However,  when  antigen 
is  complexed  to  the  cytophilic  antibody,  the  binding 
to  the  Fc  receptor  is  stabilized.1  Under  this  cir- 
cumstance the  receptors  of  the  cell  may  become 
saturated  with  antibodies  of  a single  specificity  fol- 
lowing displacement  of  the  less  securely  bound,  un- 
complexed  antibodies. 

A number  of  in  vitro  experiments  have  established 
that  a population  of  thymus-independent  lympho- 
cytes bearing  both  Fc  receptors  and  complement 
receptors  can  destroy  antibody-coated  target  cells.5’6 
Following  such  a cytolytic  reaction,  these  lymphocyte 
effector  cells  can  be  shown  to  have  retained  antibody 
complexed  with  target-cell  antigens.5,8  The  lym- 
phocytes, now  coated  with  antibody-antigen  com- 
plexes, remain  cytotoxic,  although  at  a somewhat 
reduced  level  possibly  secondary  to  the  reduction  in 
available  antigen-binding  sites.5,8  In  this  manner 
nonsensitized  lymphocytes  may  be  converted  to  cy- 
totoxic cells  of  a particular  specificity.  In  analogous 
fashion  cytophilic  antibodies  combined  with  optimal 
concentration  of  isolated  target-cell  antigen  will  bind 
tightly  to  Fc  receptor  bearing  lymphocytes  which 
would  then  become  cytotoxic  for  the  target  cell. 
Complement  is  not  required  for  cytotoxicity  and 
cannot  induce  lymphocyte-mediated  target-cell  de- 
struction unless  the  Fc  receptor  of  the  lymphocyte 
is  bound  to  the  target  cell  by  the  appropriate  anti- 
body.16 Thus,  if  19  S or  noncytophilic  7 S antibodies 
react  with  the  target  cell,  they  can  only  interfere  with 
cytotoxicity  and  cannot  enhance  it. 

Although  investigators  agree  that  effector  cells  do 
not  include  circulating  thymus-dependent  lympho- 
cytes, that  is,  T cells,5’6,15’17  it  is  not  agreed  whether 
they  represent  most  of  the  B-lymphocyte  or  B-cell 
population,5’15  some  of  the  B-cell  population,6  or  a 
non-T,  non-B  lymphocyte  population.17 

Antigen  recognition 

Patients  who  bear  malignant  tumors  appear  to 
have  a high  incidence  of  deficiencies  of  cellular  im- 
munity.18’19 Low  concentrations  of  T cells  have  also 
been  demonstrated.20,21  These  deficiencies  may  he 
inherent,  due  to  environmental  factors,22,23  or  may 
be  due  to  the  presence  of  the  tumor  itself. 

Fxperiments  in  guinea  pigs  congenitally  unable  to 
respond  to  certain  antigens  revealed  that  modifica- 
tion of  these  antigens  with  carrier  proteins  will  per- 


mit them  to  evoke  humoral  antibody  response  but 
not  a cellular  immune  response.24  When  guinea  pigs 
are  immunized  against  target  cells  in  a manner  which 
does  not  produce  cellular  immunity,  the  response  is 
deficient  in  cytophilic  antibodies  as  well.1,1 1 These 
observations  suggest  that  in  the  presence  of  T-cell 
dysfunction,  even  when  an  immune  response  can  be 
induced,  it  may  be  deficient  in  cytophilic  antibody 
and  cytotoxic  T-cell  production.  However,  more 
recent  observations  by  Benacerraf25  indicate  that 
elimination  of  the  initiator  T-Cell  suppressor  pop- 
ulation can  result  in  a reduction  in  the  growth  rate 
of  a mouse  sarcoma.  The  specific  immunogenicity 
of  human  cancers  and,  indeed,  the  universal  existence 
of  human  tumor-specific  antigens  have  not  yet  been 
established.26  However,  Shiku  et  al.,27  using  so- 
phisticated serologic  techniques,  have  demonstrated 
melanoma-specific  antigens.  Levine28  has  reported 
the  presence  of  blood  group  substance  neoantigens 
on  human  cancer  cells.  These  illegitimate  antigens 
often  vary  simply  by  a single  sugar  from  the  patient’s 
legitimate,  pervasive  blood  group  substance  struc- 
ture. 

Among  these  are  gastric  cancer  bearing  PP  antigen 
in  a patient  with  pp  blood  group  and  breast  cancer 
bearing  T antigen,29  the  precursor  of  the  common 
MN  antigens.  These  neoantigens  seem  to  be  unique 
to  the  tumor  cells  of  the  patient  and  may  thus  pro- 
vide strongly  immunogenic  tumor-specific  antigens. 
Studies  of  the  effectiveness  of  such  blood  group 
substance  antigens  in  tumor  immunotherapy  are  now 
under  way  in  the  laboratories  of  Levine,28  Springer, 
Desai,  and  Scanlon,29  and  Hakamori,  Wang,  and 
Young.30 

Therapeutic  implications 

Enhancement  of  the  immune  response  by  non- 
specific immunization  with  substances  such  as  BCG 
(Bacillus  Calmette-Guerin),  Corynebacterium  par- 
vum , or  lipopolysaccharide  may  be  of  limited  help- 
fulness in  tumor  immunotherapy  because  of  induc- 
tion of  the  full  range  of  immune  responses  to  the  in- 
jected substances  themselves  and  possibly  to  such 
bystander  antigens  as  viruses  or  bacteria  which  may 
be  present.  This  could  result  in  large  numbers  of 
cytophilic  antibodies  of  various  specificities  com- 
plexed with  various  antigens.  These  complexes  then 
could  be  firmly  bound  to  lymphocyte  cell  membrane 
Fc  receptors,  thereby  reducing  the  number  of  re- 
ceptors available  to  antitumor  cytophilic  antibodies. 
The  value  of  these  substances  in  antitumor  therapy 
may  be  due  solely  to  their  effects  on  macrophage 
activation. 

Modification  of  the  immune  response  by  specific 
immunization  with  isogenic  or  allogenic  tumor  cells 
in  an  individual  with  T-cell  dysfunction  may  have  an 
enhancing  effect  on  the  production  of  immune  fac- 
tors. However,  this  effect  may  simply  be  one  of 
amplification  of  a qualitatively  deficient  response 
and  may  result  only  in  the  augmentation  of  noncy- 
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tophilic  antibody  production  without  significant 
increase  in  cytotoxic  T-cell  production  or  cytophilic 
antibody  production.  Even  individuals  capable  of 
mounting  a normal  immune  response  may  produce 
sufficiently  large  concentrations  of  noncytophilic 
antibody  to  cover  tumor-cell  antigens  and  to  protect 
those  tumor  cells  from  the  cytolytic  effect  of  the 
specifically  sensitized  T cells  or  cytophilic  anti- 
body-coated lymphocytes.  It  is  important  to  he  able 
to  control  the  qualitative  results  of  any  antitumor 
immunization  procedure.  Ideally,  the  procedure 
should  be  one  which  produces  large  numbers  of 
specifically  sensitized  cytotoxic  T cells,  high  titers  of 
the  cytophilic  antibodies  needed  to  convert  non- 
sensitized  thymus-independent  cells  to  cytotoxic 
effector  lymphocytes,  and  minimal  titers  of  noncy- 
tophilic antibodies. 

The  quantitative  aspects  of  the  immunization  may 
also  he  of  crucial  importance.  It  has  been  demon- 
strated in  vitro  when  excessive  amounts  of  cytophilic 
antibodies  are  added  to  a system  of  target  cells  and 
lymphocytes  previously  made  cytotoxic  by  bound 
antibody-antigen  complexes  that  target-cell  de- 
struction was  markedly  diminished.  Although  it  is 
known  that  the  major  portions  of  IgG  are  cytophilic, 
IgG  1 with  64  to  70  percent  and  IgG3  with  4 to  7 per- 
cent, while  only  IgG2,  with  23  to  28  percent,  and 
IgG4,  with  3 to  4 percent,  are  noncytophilic,31  it  has 
also  been  shown  that  antibodies  to  certain  antigens 
will  include  only  noncytophilic  IgG.13,32  The  factors 
that  determine  which  antibody  subgroups  are  syn- 
thesized may  depend  on  the  chemical  nature  of  the 
antigen,  the  complexity  of  the  antigen,  or  individual 
immune  response  genetic  determinants.  The 
method  of  immunization  is  certainly  important; 
witness  the  striking  difference  in  responses  evoked 
by  the  same  antigen  w'ith  different  adjuvants  in  an- 
imals,1,11 as  well  as  the  irrefutable  contention  that 
parenteral  clinical  immunization  must  differ  from 
natural  immunization.  Therefore,  the  exact  results 
of  the  immunization  of  an  individual  with  a specific 
antigen  can  be  expected  to  vary. 

It  may  be  asked  why  there  is  a need  to  limit  the 
response  to  tumor  immunization  to  certain  immu- 
noglobulin fractions  when  such  restraints  have  not 
been  required  for  successful  antimicrobial  immuni- 
zation. Should  not  the  immune  system  work  in  the 
same  way  to  control  tumor  cells  as  it  does  to  control 
microbial  cells?  Two  replies  are  pertinent:  (1) 

historically,  immunization  has  been  shown  effective 
only  in  disease  prevention,  not  treatment;  and  (2) 
recent  observations  indicate  that  a selective  immu- 
noglobulin response  may,  indeed,  be  required  for 
successful  immunologic  control  of  microbial  infec- 
tion.33 Army  recruits  contracting  meningococcal 
infections  were  found  to  have  sera  deficient  in  bac- 
tericidal activity.  IgA  antimeningococcal  antibodies 
present  in  the  sera  blocked  bacteriolysis  by  IgG  and 
especially  IgM  antibodies.  The  sera  became  bacte- 
ricidal after  removal  of  the  IgA  antibodies. 


The  heterogeneity  of  the  immune  response  to 
tumor  antigen  has  been  demonstrated  by  the  Hell- 
stroms,34  who  have  shown  enhancement  of  tumor 
growth  by  serum  blocking  factors  and  the  counter- 
action of  this  effect  hy  serum  unblocking  factors. 

Conclusion 

The  hypothesis  that  the  response  in  antitumor 
immunotherapy  must  be  circumscribed  to  be  helpful 
appears  to  have  sufficient  merit  to  warrant  investi- 
gation. Exclusion  of  antibodies  without  cytophilic 
properties  should  prevent  impairment  of  the  cyto- 
toxic effects  of  specifically  sensitized  T lymphocytes. 
Limitation  of  the  immunoglobulin  response  pri- 
marily to  antibodies  with  cytophilic  properties  should 
enhance  cytotoxicity  by  providing  antibody-depen- 
dent cytotoxic  lymphocytes. 

The  role  of  passive  immunization  also  is  worthy  of 
evaluation.  Cytophilic  antitumor  antibodies  may 
be  isolated  following  allogenic  or  xenogeneic  immu- 
nization or,  in  certain  pure-strain  animal  models,35 
following  isogenic  immunization.  These  antibodies 
could  be  trans/erred  directly  into  the  tumor-bearing 
host  or  could  be  used  to  create  cytotoxic  lymphocytes 
by  in  vitro  sensitization  of  isologous  lymphocytes 
which  would  then  be  reinfused.  It  will  be  recalled 
that  cytophilic  antibody  binding  to  leukocyte  re- 
ceptors is  easily  reversible  at  physiologic  tempera- 
tures, but  is  stabilized  when  antigen  is  complexed  to 
antibody.  In  this  circumstance  the  antibody-antigen 
complex  will  displace  uncomplexed  antibody  from 
the  lymphocyte  membrane  Fc  receptor  and  will 
produce  a lymphocyte  with  specific  cytotoxic  po- 
tential. Adverse  immunologic  reactions  to  foreign 
proteins  might  be  limited  by  the  concomitant  use  of 
chemotherapeutic  agents.  It  is  even  possible  that 
antiforeign  protein  immunologic  reactions  might  be 
helpful  in  promoting  tumor  destruction.  These 
approaches  seem  feasible  in  animal  models  such  as 
the  T antigen-bearing  mouse  breast  cancer  of 
Springer,  Desai,  and  Scanlon29  and  the  hepatocel- 
lular ascites  guinea  pig  cancer  of  Zbar,  Bernstein,  and 
Rapp.35 

In  the  clinical  setting  it  would  be  profitable  to 
measure  the  response  to  immunotherapy  not  only  by 
survival  time  or  degree  of  tumor  regression  but  also 
by  exact  identification  of  the  products  of  immuno- 
stimulation.  The  concentration  of  cytophilic  and 
noncytophilic  IgG  fractions  can  be  determined  by 
appropriate  antisera  and  by  functional  tests  such  as 
cytotoxicity  or  rosette  formation.  These  studies 
might  most  reasonably  be  pursued  in  patients  under 
treatment  for  leukemia. 

When  the  subfractions  of  the  IgG  response  have 
been  identified  and  quantitated,  it  may  be  possible 
to  correlate  these  data  with  the  course  of  the  treated 
tumor-bearing  host.  Such  information  may  permit 
the  immunotherapist  to  manipulate  the  immune 
system  to  effect  more  beneficial  antitumor  immu- 
notherapy. 


May  1979/New  York  State  Journal  of  Medicine  851 


4277  Hempstead  Turnpike 
Bethpage,  New  York  11714 

References 

1.  Berken,  A.,  and  Benacerraf,  B.:  Properties  of  antibodies 
cytophilic  for  macrophages,  J.  Exper.  Med.  123:  119  (1966). 

2.  Idem:  Sedimentation  properties  of  antibody  cytophilic 
for  macrophages,  J.  Immunol.  100:  1219  (1968). 

3.  Huber,  H.,  and  Fudenberg,  H.  H.:  Receptor  sites  of 

human  monocytes  for  IgG,  Internat.  Arch.  Allergy  34:  18 
(1968). 

4.  Basten,  A.,  Miller,  J.  F.,  Sprent,  J.,  and  Pye,  J.:  A receptor 
for  antibody  on  B lymphocytes.  1.  Method  of  detection  and 
functional  significance,  J.  Exper.  Med.  135:  610  (1972). 

5.  Perlmann,  P.,  Perlmann,  H.,  and  Wigzell,  H.:  Lympho- 
cyte mediated  cytotoxicity  in  vitro.  Induction  and  inhibition  by 
humoral  antibody  and  nature  of  effector  cells.  Transplant  Rev. 
13:91  (1972). 

6.  Van  Boxel,  J.  A.,  Paul,  W.  E..  Frank,  M.  M.,  and  Green, 

I.:  Antibody-dependent  lymphoid  cell-mediated  cytotoxicity: 

role  of  lymphocytes  bearing  a receptor  for  complement,  J.  Im- 
munol. 1 10:  1027  (1973). 

7.  Warner,  N.  L.:  Membrane  immunoglobulins  and  antigen 
receptors  on  B and  T lymphocytes.  Advances  Immunol.  19:  67 
(1974). 

8.  Perlmann,  P.,  Perlmann,  H.,  and  Biberfeld,  P.:  Specifi- 
cally cytotoxic  lymphocytes  produced  by  preincubation  with 
antibody-complexed  target  cells,  J.  Immunol.  108:  558  (1972). 

9.  O’Toole,  C.,  Stejskal,  V.,  Perlmann,  P.,  and  Karlsson,  M.: 
Lymphoid  cells  mediating  tumor-specific  cytotoxicity  to  carci- 
noma of  the  urinary  bladder.  Separation  of  the  effector  popula- 
tion using  a surface  marker,  J.  Exper.  Med.  139:  457  (1974). 

10.  Wisloff,  F.,  Michaelsen,  T.  E.,  and  Froland,  S.  S.:  Inhi- 
bition of  antibody-dependent  human  lymphocyte-mediated 
cytotoxicity  by  immunoglobulin  classes,  IgG  subclasses,  and  IgG 
fragments,  Scandinav.  J.  Immunol.  3:  29  (1974). 

1 1.  Boyden,  S.  V.:  Cytophilic  antibody  in  guinea-pigs  with 
delaved-type  hypersensitivity,  Immunology  7:  474  (1964). 

1 2.  Abramson,  M.,  Lo  Buglio,  A.  F.,  Jandl,  J.  H.,  and  Cotran, 
R.  S.:  The  interaction  between  human  monocytes  and  red  cells. 
Binding  characteristics,  J.  Exper.  Med.  132: 1191  (1970). 

13.  Yount,  W.  J.,  Dorner,  M.  M.,  Kunkel,  H.  G.,  and  Rabat, 
E.  A.:  Studies  on  human  antibodies.  VI.  Selective  variations 
in  subgroup  composition  and  genetic  markers,  ibid.  127:  633 
(1968). 

14.  Moake,  J.  L.,  and  Schultz,  D.  R.:  Hemolytic  anemia  as- 
sociated with  multiple  autoantibodies  and  low  serum  complement, 
Am.  J.  Med.  58:  431  (1975). 

15.  Basten,  A.,  et  al.:  A subpopulation  of  T cells  bearing  Fc 
receptors,  J.  Immunol.  115:  1159  (1975). 

16.  Perlmann,  P.,  Perlmann,  H.,  and  Muller-Eberhard,  H.  J.: 
Cytolytic  lymphocytic  cells  with  complement  receptor  in  human 
blood.  Induction  of  cytolysis  by  IgG  antibody  but  not  by  target 
cell-bound  C3,  J.  Exper.  Med.  141:  287  (1975). 

17.  Greenberg,  A.  H.,  Hudson,  L.,  Shen,  L.,  and  Roitt,  I.  M.: 
Antibody-dependent  cell-mediated  cytotoxicity  due  to  a “Null” 


lymphoid  cell,  Nature  [New  Biol.]  242:  111  (1973). 

18.  Glasgow,  A.  H.,  et  al.:  Association  of  anergy  with  an  im- 
munosuppressive peptic  fraction  in  the  serum  of  patients  with 
cancer,  New  England  J.  Med.  291: 1263  (1974). 

19.  Morton,  D.  L.,  Holmes,  E.  C.,  Eilber,  F.  R.,  and  Wood,  W. 
C.:  Immunological  aspects  of  neoplasia:  A.  Rational  basis  for 
immunotherapy,  Ann.  Int.  Med.  74:  587  (1971). 

20.  Gross,  R.  L.,  Latty,  A.,  Williams,  E.  A.,  and  Newberne,  P. 
M.:  Abnormal  spontaneous  rosette  formation  and  rosette  inhi- 
bition in  lung  carcinoma,  New  England  J.  Med.  292:  169  (1975). 

21.  Wvbran,  J.,  and  Fudenberg,  H.  H.:  Thymus-derived  ro- 
sette-forming cells  in  various  human  disease  states:  cancer, 

lymphoma,  bacterial  and  viral  infections,  and  other  diseases,  J. 
Clin.  Invest.  52:1026  (1973). 

22.  Berenyi,  M.  R.,  Straus,  B.,  and  Avila,  L.:  T rosettes  in 
alcoholic  cirrhosis  of  the  liver,  J.A.M.A.  232:  44  (1975). 

23.  Gupta,  S.,  Grieco,  M.  H.,  and  Cushman,  P.,  Jr.:  Impair- 
ment of  rosette-forming  T lymphocytes  in  chronic  marihuana 
smokers,  New  England  J.  Med.  291:  874  (1974). 

24.  Green,  I.,  Paul,  W.  E.,  and  Benacerraf,  B.:  Hapten  carrier 
relationships  in  the  DNP-PLL  foreign  albumin  complex  system: 
induction  of  tolerance  and  stimulation  of  cells  in  vitro,  J.  Exper. 
Med.  127:  43  (1968). 

25.  Benacerraf,  B.:  Suppressor  T cells  and  suppressor  factor, 
Hospital  Pract.  13:  65  (Apr.)  1978. 

26.  Alexander,  P.:  Back  to  the  drawing  board — the  need  for 
more  realistic  model  systems  for  immunotherapy,  Cancer  (supp. 
1)  40:  467  (July)  1977. 

27.  Shiku,  H.,  et  al.:  Cell  surface  antigens  of  human  malignant 
melanoma.  III.  Recognition  of  autoantibodies  with  unusual 
characteristics,  J.  Exper.  Med.  145:  784  (Mar.)  1977. 

28.  Levine,  P.:  Blood  group  and  tissue  genetic  markers  in 

familial  adenocarcinoma:  potential  specific  immunotherapy, 

Seminars  Oncol.  5:  25  (Mar.)  1978. 

29.  Springer,  G.  F.,  Desai,  P.  R.,  and  Scanlon,  E.  F.:  Blood 
group  MN  precursors  as  human  breast  carcinoma — associated 
antigens  and  “naturally”  occurring  human  cytotoxins  against 
them,  Cancer  37:  169  (1976). 

30.  Hakamori,  S.,  Wang,  S.  M.,  and  Young,  W.  W.,  Jr.:  Iso- 
antigenic  expression  of  Forssman  glvcolipid  in  human  gastric  and 
colonic  mucosa:  its  possible  identity  with  “A  like  antigen”  in 
human  cancer,  Proc.  Nat.  Acad.  Sc.  U.S.A.  74:  3023  (July)  1977. 

31.  Schur,  P.  H.:  Human  gamma  G subclasses,  Clin.  Immu- 
nol. 1:  71  (1972). 

32.  Spiegelberg,  H.  L.:  Biological  activities  of  immunoglob- 
ulins of  different  classes  and  subclasses,  Advances  Immunol.  19: 
259  (1974). 

33.  Griffiss,  J.  M.,  and  Bertram,  M.  A.:  Immunoepidemiology 
of  meningococcal  disease  in  military  recruits.  II.  Blocking  of 
serum  bactericidal  activity  by  circulating  IgA  early  in  the  course 
of  invasive  disease,  J.  Infect.  Dis.  136:  733  (Dec.)  i977. 

34.  Hellstrom,  I.,  and  Hellstrom,  K.  E.:  Cell-mediated  im- 
mune reactions  to  tumor  antigens  with  particular  emphasis  on 
immunity  to  human  neoplasms,  Cancer  (supp.  4)  34:  1461 
(1974). 

35.  Zbar,  B.,  Bernstein.  I.  D.,  and  Rapp,  H.  J.:  Suppression 
of  tumor  growth  at  the  site  of  infection  with  living  Bacillus  Cal- 
mette-Guerin,  J.  Nat.  Cancer  Inst.  46:  831  (1971). 


852  New  York  State  Journal  of  Medicine/May  1979 


TABLETS,  1 mg 


Each  1 mg  Hydergine  tablet  contains  dihydroergocornme  mesylate  0 333  mg, 
dihydroergocristme  mesylate  0 333  mg  and  dihydroergocryptme  (dihydro-alpha- 
ergocryptineand  dihydro-beta-ergocryptme  in  the  proportion  of  2:1)  mesylate 
0 333  mg  representing  a total  of  1 mg 


an  improvement  that’s 
easy  to  swallow 


• no  waiting  for  tablets  to  dissolve  under  the  tongue 

• easier  dose  administration  for  increased  patient 
compliance  - less  need  for  supervision 

• human  bioavailability  demonstrated 


for  many 
elderly  patients 
with  selected 
symptoms 
such  as... 


•confusion 

•mood-depression 

•dizziness 


Contraindications:  Hypersensitivity  to  the  drug 
Precautions:  Because  the  target  symptoms  are  of  unknown  etiology 
careful  diagnosis  should  be  attempted  before  prescribing  Hydergine 
tablets  and  sublingual  tablets 

Adverse  Reactions:  Serious  side  effects  have  not  been  found  Some 
sublingual  irritation,  transient  nausea  and  gastric  disturbances  have  been 
reported  Hydergine  tablets  and  sublingual  tablets  do  not  possess  the 
vasoconstrictor  properties  of  natural  ergot  alkaloids 
Dosage  and  Administration:  1 mg  three  times  daily  Alleviation  of  symp- 
toms is  usually  gradua:  and  results  may  not  be  observed  for  3-4  weeks 
How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg.  packages  of  100 
and  500  Hydergine  sublingual  tablets  1 mg,  containing  dihydro- 
ergocornme  mesylate  0 333  mg.  dihydroergocristme  mesylate  0 333  mg 
and  dihydroergocryptme  (dihydro-alpha-ergocryptine  and  dihydro-beta- 
ergocryptine  in  the  proportion  of  2:1)  mesylate  0 333  mg,  representing  a 
total  of  1 mg.  packages  of  100.  500.  and  1000  Hydergine  sublingual 
tablets  0.5  mg,  containing  dihydroergocornme  mesylate  0.167  mg. 
dihydroergocristme  mesylate  0 167  mg,  and  dihydroergocryptme 
;dihydro-alpha-ergocryptme  and  dihydro-beta-ergocryptme  in  the 
proportion  of  2:1)  mesylate  0.167  mg,  representing  a total  of  0 5 mg: 
packages  of  100  and  1000 

Before  prescribing,  see  package  insert  for  full  product  information 


SPECIFY  "ORAL" 
HYDERGINE1  TABLETS.  I mg 

(1  tab.  t.i.d.) 

SANDOZ  PHARMACEUTICALS.  EAST  HANOVER  N J 07936 


SANDOZ 


SDZ 9 357 


SYMPOSIUM 


Complement-Mediated 
Factors  in  Cellular 
Lysis 

MARGARET  POLLEY,  M.D.* 

New  York  City 

Associate  Professor  of  Immunology  in  Medicine,  Cornell 
University  Medical  College;  Adjunct  Associate  Professor  of 
Immunology,  The  Rockefeller  University 


Close  to  a century  ago  it  was  recognized  that  there 
was  a factor  in  serum  which  complemented  antibody 
in  inducing  lysis  of  bacteria  and  red  cells.  This  factor 
differed  from  antibody  in  that  it  was  heat  labile  and 
was  not  increased  by  immunologic  stimulation.  It 
was  soon  found  that  this  factor,  termed  complement, 
was  not  a single  factor,  but  was  in  fact  composed  of 
two  factors  which  reacted  sequentially.  Now  it  is 
known  that  complement  is  a multifactor  system  and 
each  of  the  components  of  the  system  reacts  in  a se- 
quential manner. 

Pathways  of  activation 

In  addition  to  many  factors,  it  is  now  known  that 
there  are  two  pathways  of  activation  of  the  comple- 
ment system.  The  first  pathway  to  be  described  was 
termed  the  classic  pathway.  There  are  11  compo- 
nents of  this  system  named,  numerically,  Cl  to  C9. 
This  mechanism  of  activation  is  triggered  by  anti- 
body. Clq  is  the  recognition  unit.  This  component 
interacts  with  an  antibody-antigen  complex,  and 
subsequently  the  remaining  10  components  become 
activated  in  a sequential  manner  according  to  the 
following  scheme: 

RA  -f^Clq,  Ir,  Is  — *•  EACl  Activation 

EAC1  + C4  — EACl, 4 + C2  — EACl, 4, 2 ) 

)Assembly 

EACl, 4, 2 + C3  — EACl, 4, 2, 3 ) 
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Immunologically- 
Activated 
Processes  in  Cell 
Killing  and  Cancer 

EACl, 4^3  + C5,C6,C7  — EACl, 4, 2, 3, 5, 6, 7 ) 

) Attack 

EACl,4,2,3,5,6,7+C8,C9-*EACl,4,2,3,5,6,7,8,9— E*) 

E = erythrocyte;  A = antibody;  superscript  bar,  for 

example,  Cl  denotes  enzymatic  activity;  and  E*  = 

lysed  red  cell. 

As  shown  in  this  scheme,  during  the  activation 
process,  three  distinct  enzymatic  activities  are  pro- 
duced. These  enzymes  are  highly  specific  and  only 
react  with  the  designated  substrate.  The  reaction 
can  be  divided  into  three  phases,  namely,  activation, 
that  is,  Clq,Clr,Cls  — - Cl;  assembly,  or  formation 
of  the  active  enzyme  C4,2,3;  and  attack,  that  is,  ac- 
tivation of  the  terminal  components  C5,C6,C7,C8, 
and  C9,  leading  to  membrane  perturbation  and  cell 
death. 

When  the  complement  sequence  has  been  acti- 
vated on  the  surface  of  the  cell,  the  components  of  the 
system  can  be  demonstrated  on  the  surface  of  the  cell 
by  various  methods.  The  Coombs’  test  can  be  em- 
ployed, using  an  antiglobulin  serum  to  the  individual 
components  such  as  anti-C3,  anti-C4,  using  fluo- 
rescein conjugated  to  the  specific  antibody,  or  using 
ferritin  conjugated  to  the  specific  activity  and  elec- 
tron microscopy. 

In  addition,  ultrastructural  lesions  can  be  visual- 
ized on  the  surface  membrane  of  the  cell  on  which 
complement  has  been  activated.  These  lesions  have 
a characteristic  shape  and  size.  They  are  shaped  like 
doughnuts  and  are  visualized  as  a white  circle  sur- 
rounding a black  central  area.  They  are  approxi- 
mately 100  A in  diameter. 

More  recently,  a second  pathway  of  activation  of 
the  complement  system  has  been  described.  It  is 
termed  the  alternative  pathway  and  differs  from  the 
classic  pathway  in  that  it  does  not  require  antibody 
for  its  activation.  As  in  the  classic  pathway,  com- 
ponents become  activated  in  a sequential  manner, 
and  new  enzymatic  activities  are  produced.  The 
components  of  this  pathway  are  C3,  factor  B,  factor 
D,  and  properdin.  These  interact  according  to  the 
following  scheme: 

C3  + factor  B + factor  D -*■  Si  C3b  Activation 

51  C3b  + factor  B + factor  D — *■  S2  C3b,B,D  ) 

)Assembly 

52  C3b,B,D  + properdin  — *•  S2  C3b,B,D,P  ) 
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S2  C3b,B,D,P  + C5,C6,C7  — S2  C3  - C7  ) 

S2  C3  — C7  + C8,C9  — S2  C3  - C9  )Attack 

rI’he  C3b,H,I)  is  an  unstable  enzyme  and  decays 
rapidly.  Properdin  is  a stabilizing  factor.  Once  it 
has  interacted  with  the  complex,  a stable  enzyme 
C3h,B,D,P  is  formed.  Si  and  S2  are  sites  on  the 
membrane  surface  to  which  the  complement  proteins 
become  bound. 

The  scheme  outlined  is  an  oversimplification  of  the 
activation  mechanism.  There  is  in  addition  an  active 
feedback  mechanism.  As  C3b  is  produced,  it  is  fed 
back  into  the  system  and  participates  in  the  reaction. 
There  are  two  major  inhibitors  present.  One  of 
these,  C3b  inactivator,  cleaves  C3b,  thereby  pre- 
venting it  from  feeding  back  into  the  system.  A 
second  inhibitor,  HlH,  cleaves  the  membrane-bound 
C3b,  thus  preventing  it  from  participating  further  in 
the  reaction  sequence. 

As  mentioned  earlier,  antibody  is  not  required  for 
activation  of  the  alternative  mechanism.  Known 
activators  are:  gamma  A;  polysaccharides  such  as 
yeast  cell  walls,  zymosan,  inulin,  and  endotoxins  from 
gram-negative  bacteria.  The  method  of  activation 
is  not  clear  at  present. 

Activation  of  both  pathways  leads  to  the  produc- 
tion of  various  enzymatic  activities.  Thus,  control 
mechanisms  must  exist.  There  are  two  major 
mechanisms  of  control.  First,  present  in  serum  are 
proteins  which  are  highly  specific  inhibitors  to  the 
various  enzymes.  Inhibitors  to  most  of  the  com- 
plement proteins  have  already  been  described.  The 
two  which  have  been  studied  in  most  detail  are  the 
Cl  inhibitor  and  C3b  inactivator.  When  individuals 
lack  these  inhibitors,  in  vivo  activation  of  the  com- 
plement system  can  occur.  Patients  with  hereditary 
angioedema  have  been  shown  to  lack  the  Cl  inhibi- 
tor. The  C3b  inactivator  is  one  of  the  major  control 


mechanisms  of  the  alternative  pathway.  A patient 
has  been  described  who  lacked  this  protein.  As  a 
result,  the  alternative  mechanism  was  activated  with 
a resultant  consumption  of  C3  w hich  resulted  in  re- 
peated serious  infections  in  this  subject. 

The  second  control  mechanism  of  the  complement 
pathways  is  that  of  the  component  protein  offered 
to  the  active  enzyme  less  than  10  percent  becomes 
activated  and  incorporated  into  the  active  complex. 
The  remaining  90  percent  decays  and  remains  as 
inactive  protein  in  the  fluid  phase. 

Comment 

So  far  in  this  presentation,  the  only  biologic  ac- 
tivity of  complement  which  has  been  referred  to  is 
cell  lysis.  This  is  by  far  the  most  widely  studied  of 
the  functional  activities  of  complement.  This  ac- 
tivity requires  all  components  of  the  system.  Of  the 
other  known  activities  associated  with  activation  of 
complement,  not  all  require  all  components  of  the 
system.  Other  biologic  activities  which  have  been 
demonstrated  in  vitro  to  be  associated  with  activa- 
tion of  complement  are  immune  adherence,  opsoni- 
zation, anaphvlatoxin,  leukocyte  ehemotaxis,  hista- 
mine release  from  platelets  and  mast  cells,  virus 
neutralization,  kinin  activity,  promotion  of  blood 
coagulation,  and  blood  clot  lysis. 
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The  concept  of  immune  surveillance,  whereby  a 
host  mounts  an  immunologic  response  against  the 
antigen(s)  expressed  by  a tumor,  was  initially  pro- 
posed by  Ehrlich  and  later  modified  and  developed 
by  Burnet.1  This  suggests  that  a mutant  cell  which 
has  the  potential  to  develop  an  overt  tumor  has  at 
least  one  antigen  which  is  different  from  that  nor- 
mally found  in  the  host.  As  a result  of  immune  re- 
sponse against  this  antigen,  a clone  of  immunocom- 
petent cells  appears  and  eliminates  the  abnormal 
mutants.  This  concept  of  immunologic  surveillance 
is  accepted  by  many,  but  it  has  recently  been  chal- 
lenged by  others.  The  failure  to  demonstrate  tumor 
antigen(s)  may  be  an  evidence  against  surveillance; 
however,  the  lack  of  immunogenicity  may  be  the 
reason  for  the  clinical  occurrence  of  tumor. 

In  patients  receiving  immunosuppressive  drugs 
following  renal  transplantation,  there  is  an  increased 
incidence  of  tumor.2  Similarly,  in  patients  with 
certain  primary  immunodeficiencies,  such  as  Wis- 
kott-Aldrich syndrome  and  ataxia-telangiectasia,  in 
which  there  is  a defect  in  cell-mediated  immunity, 
there  is  an  increased  incidence  of  cancer.3 

There  is  disagreement  regarding  the  relative  roles 
of  the  separate  components  of  the  immunologic  ap- 
paratus in  the  mechanism(s)  of  tumor  destruction. 
Both  cell-mediated  and  antibody-mediated  mecha- 
nisms may  be  involved.  In  this  review  I shall  refer 
to  them  as  T cell-mediated  and  B cell-mediated  im- 
munity because  antibody-mediated  functions,  for 
example,  antibody-dependent  cellular  cytotoxicity, 
can  be  performed  by  T cells.  The  in  vitro  technology 
currently  available  is  complex  and  far  from  ideal, 
depending  largely  on  subjective  interpretation  and 
an  often  temperamental  biologic  assay  system.  Is 
the  cancer  patient  from  an  immunologic  standpoint 
different  from  a normal  tumor-free  individual  of 
similar  age  and  sex?  The  abnormalities  could  be  of 
general  immunologic  competence  and  reactivity,  and 

Presented  at  the  172nd  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Section  on  Allergy  and 
Immunology,  Sunday,  October  22,  1978. 

* Supported  in  part  by  grants  CA-08472,  AG-00541,  CA-17267, 
CA -23766,  CA- 17904,  AI  - 1 1843,  and  NS-1 1457  CB-84228  from  the 
National  Institutes  of  Health. 

f By  invitation. 


TABLE  I.  Markers  of  lymphocyte  subpopulations 


Lineage 

Markers 

B cells 

Pre-B 

Intracytoplasmic  IgM;  7MRBC  (mouse  red  blood 
cell)  receptors;  ?TdT  (terminal  deoxynucleo- 
tidyl  transferase) 

B 

Surface  Ig;  MRBC  receptors;  EBV  (Epstein-Barr 
virus)  receptor;  IgG  Fc  receptors;  complement 
component  receptors;  IgM  Fc  receptors;  B cell 
alloantigens  (“Ia”-like) 

T cell 

Pre-T 

TdT;  HTLA  (human  T lymphocyte  antigen); 
Peanut  agglutinin 

T 

HTLA;  SRBC  (sheep  red  blood  cells)  receptors; 
acid  alpha-naphthyl  acetate  esterase;  IgA  Fc 
(T  alpha)  IgG  Fc  receptors  (T  gamma);  IgM  Fc 
receptors  (T  mu);  TH1,  TH2  antigen;  hista- 
mine receptors 

Third-popula- 

IgG  Fc  receptors;  complement  component  re- 

tion 

ceptors;  receptors  for  EBV;  “Ia”-like  an- 

“unclassified 

tigen 

lymphoid 

cells” 

if  they  are  detectable,  they  may  be  a guide  to  natural 
prognosis  or  to  the  possibility  of  a favorable  response 
to  chemotherapy  or  immunotherapy. 

There  is  an  abundance  of  data  in  the  literature 
dealing  with  various  aspects  of  immunologic  func- 
tions in  cancer  patients.  Immunocompetence  has 
been  evaluated  by  a variety  of  techniques  measuring 
various  aspects  of  T cell-  and  B cell-mediated  im- 
munity, such  as  serum  Ig  (immunoglobulin)  levels, 
lymphocyte  responses  to  mitogens  and  antigens, 
mixed  lymphocyte  culture  reaction,  delayed  cuta- 
neous hypersensitivity  to  recall  antigens,  cutaneous 
hypersensitivity  to  skin  sensitizing  agents,  mea- 
surement of  specific  antibody  responses;  complement 
components;  and  macrophage-neutrophil  systems. 
Although  these  approaches  can  be  useful  in  evalu- 
ating the  status  of  the  immune  system,  they  do  not 
measure  specific  responses  to  tumor-associated  an- 
tigens. 

This  article  will  review  briefly  the  components  of 
immunologic  apparatus  and  in  vitro  functions  of 
lymphoid  cell  populations,  with  particular  reference 
to  cancer. 

Components  of  immunologic  apparatus 

Animal  experiments  and  experiments  of  nature  in 
human  beings  have  led  to  the  definition  of  two  cell 
components  of  immunity,  namely,  T-cell  immunity 
and  B-cell  immunity.4  Both  lymphocytes  develop 
from  common  progenitor  cells  in  the  yolk  sac. 
During  maturation  of  fetus,  precursor  cells  migrate 
to  fetal  liver  and  bone  marrow.  These  precursor 
stem  cells  follow  two  different  routes  to  mature  into 
T or  B lymphocytes.  One  population  of  stem  cells 
migrates  into  the  thymus  that  develops  from  third 
and  fourth  pharyngeal  pouches  around  eight  to  nine 
weeks  of  gestational  age,  and  under  the  influence  of 
thymic  microenvironment,  differentiates  and  ma- 
tures into  post-thymic  T cells.  By  an  alternative 
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TABLE  II.  Functional  properties  of  human  lymphocyte 
subpopulations 


Properties 

T 

Cells 

Third- 

B Population 

Proliferative  responses 

Antigen 

+ 

— 

— 

Allogeneic  cells  (R)* 

+ 

— 

Allogeneic  cells  (S)f 

± 

+ 

+ 

Cytotoxic  responses 

Cell-mediated  cytotoxicity 

+ 

- 

9 

Antibody-dependent  cytotoxicity 

+ ** 

- 

+ 

Natural  killer  activity 

- 

+ 

Mitogen-induced  cytotoxicity 

+ 

+ 

+ 

I.ymphokine  production 

LM1F  (leukocyte  migration 

+ 

+ 

+ 

inhibition  factor) 

MMIF  (macrophage  migration 

+ 

+ 

+ 

inhibition  factor) 

Blastogenic  factor 

+ 

+ 

+ 

Lymphotoxin  (alpha) 

+ 

+ 

+ 

Receptors  for  EBV 

- 

+ 

+•* 

Immunoglobulin  synthesis 

- 

+ 

Miscellaneous 

Precursors  of  B cells 

- 

- 

+ 

Precursors  of  T cells 

- 

- 

+ 

Precursors  of  granulocytes 

- 

- 

+ 

Precursors  of  erythrocytes 

- 

- 

+ 

* R = Responder. 

♦ S = Stimulator. 
**  Subpopulation. 


route,  stem  cells  are  processed  in  a bursa-equivalent 
organ,  likely  fetal  liver  and  bone  marrow,  and  dif- 
ferentiate and  mature  into  B cells,  the  precursors  of 
immunoglobulin-synthesizing  and  -secreting  plasma 
cells.  During  the  process  of  differentiation  and 
maturation,  both  T and  B lymphocytes  develop 
certain  surface  receptors/antigens  and  acquire  a 
variety  of  functions  to  subserve  the  functions  of  T 
cell-mediated  or  B cell-mediated  immunity.  There 
is  a minor  population  of  lymphocyte-appearing  cells 
that  lack  characteristics  of  either  T or  B lymphocytes 
and  are  termed  “K”  or  “third-population”  cells. 
Although  these  cells  by  morphologic  and  histo- 
chemical  criteria  resemble  lymphocytes,  they  appear 
to  be  precursors  of  hematopoietic  cell  lines.  A list 
of  markers  and  functions  of  these  populations  is 
given  in  Tables  I and  II. 

In  the  following  discussion,  in  vitro  T and  B cell 
immunity,  both  tumor-specific  and  nonspecific,  will 
be  reviewed. 

Lymphocyte  counts 

A simple  approach  to  lymphocyte  count  is  to  assess 
the  numbers  and  proportions  of  lymphocytes  as  a 
part  of  total  and  differential  white  blood  cell  count. 
A gross  reduction  in  lymphocyte  numbers  following 
radiotherapy  and  chemotherapy  has  been  reported.5,6 
However,  there  is  no  convincing  evidence  to  suggest 
that  patients  with  cancer  may  be  separated  from 
control  groups  on  the  basis  of  lymphocyte  propor- 
tions or  numbers.  Neither  could  it  distinguish  the 
patients  with  primary  disease  from  those  with  met- 


astatic disease.  Cochran  et  al.,7  in  a recent  study, 
reported  no  significant  difference  in  absolute  lym- 
phocyte count  between  control  donors  and  cancer 
patients.  Therefore,  simple  lymphocyte  count  has 
a limited  place  in  immunologic  assessment;  never- 
theless it  should  be  a part  of  immunologic  work-up 
in  any  patient  with  suspected  or  overt  malignant 
condition. 

T cell-mediated  immunity 

Quantification  of  T cells.  Human  T lympho- 
cytes form  spontaneous  rosettes  with  SRBC,  com- 
prise a major  population  of  circulating  lymphocytes, 
80  percent,  and  are  located  in  the  deep  cortical  area 
of  lymph  nodes  and  in  the  white  pulp  of  the  spleen. 
T lymphocytes,  when  stimulated  by  mitogen,  anti- 
gen, or  allogeneic  cells,  undergo  blastogenesis,  pro- 
duce biochemical  soluble  mediators,  the  lympho- 
kines,  and  acquire  cytotoxic  properties,  all  of  which 
individually  or  in  concert  subserve  the  functions  of 
cell-mediated  immunity.  The  proportions  and 
numbers  of  T lymphocytes  can  be  enumerated  by 
their  rosette  formation  with  SRBC  and  by  the  pres- 
ence of  HTLA,  using  a heterologous  antiserum.8,9 
Spontaneous  SRBC  rosette  formation  with  T cells 
is  a simple  procedure,  and  the  technique  is  poten- 
tially useful  for  diagnosing  and  monitoring  patients 
receiving  immunopotentiators  or  immunosuppres- 
sive drugs.  However,  striking  discrepancies  in  the 
nutnber  of  T cells  have  been  reported,  using  rosette 
formation  with  SRBC.  There  are  a number  of  re- 
ports of  subpopulations  of  T cells  which  include 
“active  rosette”  T cells,10  “autorosetting”  T cells,11,12 
and  “giant  rosette”  T cells.15  Wybran  and  Fuden- 
berg14  and  Claudy  et  al.15  reported  a decrease  in  ac- 
tive T cells  in  patients  with  melanoma.  In  contrast, 
Cochran  et  al.7  reported  an  increase  in  active  T cells, 
autorosetting  T cells,  and  giant  rosette  T cells  in 
patients  with  melanoma.  The  difference  between 
these  groups  appears  to  be  due  to  difference  in 
techniques  employed  by  the  latter  investigators. 
Recently  Djeu  et  al.16  did  an  extensive  study  on  a 
variety  of  factors  which  could  effect  rosette  formation 
of  SRBC  with  T cells.  They  observed  highly  repro- 
ducible results,  although  detecting  a subpopulation 
of  T cells,  when  lymphoctyes  were  incubated  with 
SRBC  at  29°C.  They  observed  significantly  lower 
proportions  of  T cells  by  this  assay  in  patients  with 
solid  tumors,  such  as  those  of  the  breast  and  lung, 
melanoma,  and  Ewing’s  sarcoma,  when  compared 
with  controls.  The  degree  of  depression  of  rosette- 
forming cells  at  29°C.  appeared  to  correlate  with  the 
extent  of  disease. 

Lymphocyte  blastogenesis.  The  earlier  phases 
of  the  initiation  of  immune  response  to  tumors  in- 
volve the  interaction  between  lymphoid  cells  and 
tumor  antigens.  The  most  convenient  in  vitro 
method  for  the  study  of  recognition  of  tumor  antigens 
by  lymphoid  cells  is  the  blastogenic  assay.  The 
blastogenic  responses  to  mitogens,  concanavalin  A, 
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and  phytohemagglutinin  demonstrate  a nonspecific 
immune  response  and  represent  one  of  the  parame- 
ters of  state  of  immunocompetence  of  an  individual. 
However,  to  test  the  specific  immune  responsiveness 
to  tumor-associated  antigen(s),  lymphocytes  are 
co-cultured  in  the  presence  of  tumor  antigen(s)  in  the 
form  of  either  intact  tumor  cells  or  tumor  cell  ex- 
tracts, and  DNA  (deoxyribonucleic  acid)  synthesis 
is  measured.  This  test  has  been  especially  useful  in 
the  study  of  immune  responses  to  the  tumors  of  the 
lymphoid  system.  Leukemic  cells  and  cultured 
lymphoblastoid  cells  from  patients  with  leukemia 
and  lymphoma  have  been  shown  to  have  strong 
stimulatory  capacity  when  tested  against  responder 
lymphocytes  from  the  same  donor.  The  blastogenic 
response  by  remission  lymphocytes  to  leukemic 
blasts  has  been  reported  to  have  clinical  significance. 
Antibodies  in  the  serum  of  a leukemic  patient  have 
been  shown  to  inhibit  blastogenesis  and  have  been 
found  to  be  a good  prognostic  sign.17  Recently 
Gersten  et  al.18  also  reported  the  presence  of  serum 
inhibitor  in  certain  patients  with  malignant  mela- 
noma that  suppressed  the  proliferative  response  of 
normal  lymphocytes  to  a suboptimal  concentration 
of  phytohemagglutinin.  In  the  blastogenic  assay  it 
is,  however,  difficult  to  determine  the  nature  and 
specificity  of  stimulating  antigen  and  immune 
functions  involved.  This  problem  was  addressed  to 
a great  extent  by  correlating  blastogenesis  to  the 
cytotoxic  activity  of  lymphocytes  using  lymphocytes 
from  patients  with  Burkitt’s  lymphoma.19  In  these 
experiments  the  lymphocytes,  stimulated  by  blas- 
togenesis with  lymphoblastoid  cells  derived  from 
autochthonous  tumors,  were  recovered  and  tested  for 
cytotoxicity  in  a colony  inhibition  assay.  This  study 
demonstrated  that  Burkitt’s  tumor-derived  target 
cells  were  lysed  by  responder  lymphocytes,  but 
control  target  cells  were  not  killed.  This  type  of  in 
vitro  technique  permits  the  determination  of  speci- 
ficity of  the  antigen  involved  in  the  blastogenic  assay. 
Marligit  et  al.,20  Nagel  et  al.,21  and  Vanky  et  al.22 
examined  the  immune  reponses  to  malignant  mela- 
noma and  sarcoma.  They  demonstrated  that  lym- 
phoctyes  from  patients  bearing  tumor  or  from  pa- 
tients who  had  no  evidence  of  disease  following  sur- 
gical resection  of  tumor  responded,  by  blastogenesis, 
when  exposed  to  tumor  cells  or  tumor  antigens.  The 
degree  of  lymphocyte  proliferation  appears  to  cor- 
relate with  prognosis  and/or  extent  of  disease. 
Vanky  et  al.22  found  inhibitor  in  the  sera  from  some 
patients  that  inhibited  lymphocyte  stimulation  by 
autochthonous  human  tumor. 

The  MLC  (mixed  lymphocyte  reaction)  falls  into 
the  same  group  of  tests,  measuring  the  capacity  of 
lymphocytes  to  recognize  antigens  as  foreign  and  to 
respond  in  a manner  similar  to  that  induced  by  the 
mitogens.  Golub,  O’Connell,  and  Morbon23  found 
dissociation  among  t he  abnormalities  of  MLC  and 
between  mitogen-induced  blastogenesis  in  patients 
with  cancer.  Based  on  their  observations,  they 
suggested  separate  deficiencies  of  recognition  and 


proliferative  capacity.  MLC  is  thus  a useful  parallel 
of  mitogen-induced  blastogenesis  and  not  merely  one 
variant  of  the  other. 

Mediator  production.  T,  B,  and  third  popula- 
tion cells,  when  stimulated  in  vitro  with  mitogens, 
respond  by  production  of  nonimmunoglobulin  sol- 
uble mediators,  collectively  called  lymphokines. 
When  sensitized  lymphocytes  are  stimulated  by  an- 
tigens it  is  predominantly  T lymphocytes  and, 
probably  to  a lesser  extent  and  in  special  circum- 
stances, B lymphocytes  that  also  produce  lympho- 
kines.24 To  date,  more  than  20  different  lympho- 
kines have  been  identified  and  named  pragmatically 
for  the  effects  they  produce  in  various  in  vitro  sys- 
tems used  to  identify  them.  The  precise  relationship 
of  these  different  factors  and  their  biologic  role  re- 
main to  be  elucidated,  but  their  production  seems 
likely  to  be  an  important  index  of  the  functional  in- 
tegrity of  lymphocytes.  Two  of  these  lymphokines 
have  been  utilized  for  detection  of  cellular  immune 
reactivity  to  tumor-associated  antigens.  The  first 
of  these  is  MIF  (migration  inhibition  factor(s)),  and 
the  other  is  lymphotoxin. 

MIF.  MIF  from  stimulated  lymphocytes  have 
been  shown  to  inhibit  in  vitro  migration  inhibition 
of  macrophages  (MMIF),  or  leukocytes  (LMIF).25 
These  two  lymphokines  are  distinct  with  regard  to 
molecular  weight  and  inhibit  the  migration  of  either 
macrophages  or  leukocytes.26  The  MMIF  has  been 
one  of  the  best  in  vitro  correlates  of  delayed  hyper- 
sensitivity. It  should  be  emphasized,  however,  that 
the  production  of  lymphokine  is  independent  of 
proliferative  response  of  lymphocytes.  In  the  usual 
MIF  assay,  antigen  and  putative  sensitized  lym- 
phocytes are  allowed  to  interact,  and  the  superna- 
tants containing  MIF  are  tested  on  macrophages, 
usually  guinea  pig  peritoneal  exudate  cells,  or  human 
peripheral  blood  leukocytes  for  the  inhibition  of 
migration.  Hilberg,  Balcerzak,  and  LoBuglio27  and 
Wolberg  and  Goelzer28  have  demonstrated  the  pro- 
duction of  MMIF  using  an  “indirect”  assay,  in  re- 
sponse to  tumor-associated  antigens.  However,  a 
number  of  other  investigators  have  failed  to  dem- 
onstrate the  MMIF  production  in  indirect  assay. 

Anderson  et  al.29  examined  LMIF  production  in 
patients  with  breast  carcinoma  in  response  to  breast 
carcinoma  antigens.  Cochran  et  al.30  studied  the 
immune  responses  to  malignant  melanoma.  These 
authors  could  demonstrate  the  correlation  of  LMIF 
activity  with  the  clinical  stage  of  the  disease. 

The  consensus  from  very  extensive  literature  is 
that  a majority  of  cancer  patients  react  with  extracts 
of  their  own  tumor  and  with  extracts  of  some  histo- 
genetically  similar  allogeneic  tumors.  There  is  some 
evidence  that  reactivity  declines  with  both  advancing 
disease  and  in  patients  who  had  prolonged  periods 
of  tumor-free  state.  However,  there  is  little  agree- 
ment as  to  what  constitutes  the  best  antigenic 
preparation. 

It  is  clear  that  LMIF  activity  and  blastogenesis 
assay  both  combined  may  be  useful  for  the  analysis 
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of  antigenic  extracts  of  a tumor  and  may  prove  useful 
for  the  analysis  of  T cell-mediated  immunity  in  pa- 
tients with  cancer. 

Lymphotoxin.  The  lymphotoxin,  like  M1K,  is  also 
elaborated  by  sensitized  lymphocytes  on  exposure 
to  antigens  or  from  unsensitized  lymphocytes  when 
stimulated  with  mitogens.31,32  In  either  case,  the 
cytotoxic  effect  is  on  a third-party  cell  and  is  non- 
specific. Lymphotoxin  production  in  response  to 
tumor-associated  antigens  probably  follows  the  same 
mechanism,  which  is  consistent  with  a two-step 
phenomenon  involved  in  cytotoxicity,  the  first  stage 
being  immunologically  specific  activation  by  antigen 
and  the  other  being  a nonspecific  cytotoxicity  against 
target  cells.33 

LAI  (leukocyte  adherence  inhibition)  assay.  In 
the  LAI  assay,  glass-adherent  mouse  leukocytes 
could  be  shown  to  lose  their  glass  adherence  in  the 
presence  of  tumor  extracts  in  an  apparently  immu- 
nologically specific  manner.34  The  use  of  this  tech- 
nique has  been  demonstrated  for  the  immunodiag- 
nosis  of  hepatocellular  carcinoma,35  and  its  speci- 
ficity in  the  study  of  colorectal  carcinoma,  breast 
carcinoma,  and  malignant  melanoma  has  been  re- 
ported.36,37 It  was  originally  believed  that  the 
mechanism  of  LAI  was  similar  to  that  of  MIF  assay; 
however,  Marti,  Grossner,  and  Thomson,38  using  a 
modified  tube  LAI  technique,  have  demonstrated 
that  LAI  may  be  due  to  the  interaction  of  cytophilic 
IgG  antibody  with  leukocytes.  Mazuran  et  al.39  have 
recently  described  a technique  in  which  the  capacity 
of  monocytes  to  spread  on  a glass  surface  is  inhibited 
by  tumor  extract. 

MEM  (macrophage  electrophoretic  mobility)  test. 
The  MEM  test  was  first  described  by  Field  and 
Caspary.40  It  is  believed  to  depend  on  reaction  of 
sensitized  peripheral  blood  leukocytes  in  vitro  with 
an  appropriate  antigen  to  produce  or  release  a soluble 
principle  which  retards  the  electrophoretic  migration 
of  guinea  pig  peritoneal  macrophages.  The  proce- 
dure has  been  modified  to  increase  its  sensitivity.41 
MEM  and  modified  MEM  are  considered  tests  which 
measure  an  immune  response  to  plasma  membrane 
basic  protein  absent  from  normal  adult  tissues  but 
present  in  all  human  malignant  tumors.  This  basic 
protein  may  be  structurally  related  to  an  encepha- 
logenic  factor  to  which  sensitization  was  first  de- 
tected in  patients  with  cancer.  Positive  test  results 
have  been  reported  in  patients  with  malignant  tu- 
mors, irrespective  of  site,  histology,  or  clinical  or 
histologic  staging  as  well  as  in  patients  who  had 
surgical  removal  of  tumors  and  are  now  free  of  dis- 
ease.42 45  MEM  test  is  no  longer  considered  specific 
for  cancer  because  it  may  be  positive  in  other  non- 
malignant  conditions. 

Lymphocyte-mediated  cytotoxicity.  The  test 
of  lymphocyte-mediated  cytotoxicity  is  the  most 
common  technique  employed  to  study  the  cell- 
mediated  immunity  against  tumor-associated  anti- 
gens. This  assay  is  based  on  the  ability  of  lympho- 
cytes to  lyse  target  tumor  cells.  Hellstrom46  first 


reported  that  lymphocytes  from  patients  with  cancer 
could  inhibit  colony  formation  by  tumor  cells.  Since 
colony  inhibition  is  a time-consuming  assay,  most 
laboratories  have  abandoned  this  test.  Now  in  the 
microcytotoxicity  assay,  target  cells  are  either  labeled 
with  ’*Cr  (radioactive  isotope  of  chromium)  or 
l25Iododeoxyuridine  and  3H  (tritium)  thymidine. 
How  in  vitro  assay  of  lymphocyte-mediated  cyto- 
toxicity relates  to  tumor  immunity  in  vivo  remains 
an  unanswered  question.  In  human  solid  tumors, 
the  nearly  universal  finding  has  been  that  lympho- 
cytes from  patients  with  cancer  demonstrate  evi- 
dence of  cytotoxicity  against  tumor  cells  of  the  same 
histologic  type  as  the  lymphocyte  donor.  Recent 
studies  in  patients  with  malignant  melanoma  have 
suggested  that  the  magnitude  of  the  cytotoxic  re- 
sponse bears  some  relationship  to  the  clinical  course 
of  the  disease.47,48  Thus  it  could  provide  some  in- 
direct strong  evidence  that  lymphocyte-mediated 
cytotoxicity  is  not  simply  an  in  vitro  phenomenon, 
but  has  an  important  role  in  tumor-host  interactions. 
The  problem  of  lymphocyte-mediated  cytotoxicity 
is  further  complicated  by  the  role  of  different  effector 
cells  in  lymphocyte  populations  to  mediate  cyto- 
toxicity. It  is  evident  that  T cells  mediate  cytotox- 
icity against  tumor  cells  to  which  they  are  sensitized; 
however,  recently  two  other  lymphocyte  mediated- 
cytotoxic  mechanisms  have  been  investigated.  One 
is  termed  SLMC  (spontaneous  lymphocyte-mediated 
cytotoxicity)  or  natural  killer  activity,  in  which 
lymphocytes  will  cause  target-cell  destruction,  usu- 
ally a tumor  cell  line,  in  the  absence  of  any  stimulus 
with  tumor  antigen(s)  or  the  presence  of  target  cell- 
specific  antibody.49  The  second  is  ADCC  (anti- 
body-dependent  lymphocyte  mediated  cytotoxicity), 
in  which  lymphocytes  will  lyse  the  tumor  target  cells 
in  the  presence  of  tumor  cell-specific  IgG  antibody.50 
In  SLMC  there  is  no  specificity  directed  against 
target  cells;  that  is,  prior  in  vivo  sensitization  of 
lymphocytes  to  tumor-associated  antigen  is  not  re- 
quired. This  functional  activity  is  extensively 
studied  in  malignant  disorders.51-54  What  role  it  has 
in  vivo  in  immune  surveillance  is  not  clear.  In 
ADCC,  lymphocytes  need  not  be  sensitized  to 
tumor-associated  antigen;  however,  antibodies  spe- 
cific against  tumor-specific  antigen(s)  are  required. 
The  effector  cell  population  mediating  both  ADCC 
and  SLMC  has  long  been  considered  a non-T,  non-B, 
“third-population”  or  "K”  cells,  cell  which  is  non- 
phagocytic  and  bears  high-affinitv  Fc  receptors.55,56 
However,  recently  it  has  become  apparent  that  a 
subpopulation  of  T cells  with  IgG  Fc  receptors,  or  T 
gamma  cells,  is  capable  of  mediating  both  ADCC  and 
SLMC.57  It  has  also  been  reported  that  a subpop- 
ulation of  “third-population”  cells  could  differentiate 
to  mature  T cells.  It  seems  likely  that  ADCC  and 
SLMC  in  third-population  cells  could  be  due  to  a 
subpopulation  that  is  capable  of  differentiating  into 
mature  T cells.  Therefore,  it  is  reasonable  to  propose 
that  the  entire  ADCC  and  SLMC  in  lymphocyte 
population  is  mediated  by  T cells  and  their  precur- 
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sors.  Studies  are  in  progress  in  our  laboratories  to 
assess  the  numbers  and  functions  of  T-cell  subpop- 
ulation in  patients  with  cancer. 

Delayed  cutaneous  hypersensitivity.  Delayed 
cutaneous  hypersensitivity  response  is  perhaps  the 
most  extensively  studied  immune  parameter  to  test 
the  immunocompetence  in  patients  with  cancer.  It 
is  a simple,  safe,  and  reproducible  test.  In  most  of 
the  reported  studies,  nonspecific  antigens,  unrelated 
to  tumor  antigens,  are  employed.  Two  general 
groups  of  ant  igens  have  been  used.  The  first  group 
is  comprised  of  common  “recall”  antigens,  the  anti- 
gens to  which  most  of  the  adults  are  expected  to  have 
been  sensitized.  These  include  PPD  (purified  pro- 
tein derivative)  Candida,  mumps,  Trichophyton, 
and  streptokinase-st.reptodornase.  The  second 
group  consists  of  haptens  which  are  potent  sensitiz- 
ing agents  when  applied  to  skin.  These  haptens  do 
not  exist  in  nature.  Sensitization  occurs  when 
haptens  combine  with  proteins  in  the  skin.  When 
skin  site  is  challenged  with  the  same  hapten  two 
weeks  following  sensitization,  a delayed  cutaneous 
hypersensitivity  reaction  is  elicited  in  most  immu- 
nocompetent individuals.  The  most  widely  used 
haptenic  agent  has  been  DNCB  (dinitrochloroben- 
zene).  The  delayed  cutaneous  hypersensitivity  to 
recall  antigen  and  DNCB  has  been  correlated  with 
the  prognosis  and/or  the  extent  of  disease  in  a variety 
of  human  cancers.58"61  Extracts  of  human  tumor 
cells  have  also  been  used  to  elicit  delayed  cutaneous 
hypersensitivity  response  in  patients  with  cancer  in 
the  hope  that  such  responses  may  reflect  tumor- 
specific  cell-mediated  immunity.  Two  types  of 
tumor  antigens  have  been  used  with  great  promise. 
One  is  an  extract  of  tumor  cell  membrane,62  which 
has  been  used  to  elicit  delayed-type  cutaneous  hy- 
persensitivity in  patients  with  mammary  carcinoma, 
malignant  melanoma,  cervical  carcinoma,  and 
Burkitt’s  lymphoma.63"66  The  second  antigen  is  a 
solubilized  antigen  of  tumor  cells  extracted  with  3M 
potassium  chloride,20  and  has  been  used  in  patients 
with  melanoma  and  leukemia. 

Immunoregulatory  T cells.  Recently,  there  has 
been  a great  interest  regarding  the  role  of  “helper” 
and  “suppressor”  T cells  in  various  immune  response. 
Human  T lymphocytes  have  been  subdivided  into  at 
least  two  distinct  subpopulations:  a major  propor- 
tion of  T cells  with  receptors  for  IgM,  T mu,  and  a 
small  proportion  with  receptors  for  IgG,  T gamma. 
T mu  subpopulations  have  been  shown  to  contain 
cells  capable  of  “helping”  the  differentiation  of  B 
cells  to  plasma  cells.  T gamma  cells,  when  activated 
with  immune  complex,  contain  cells  capable  of 
“suppressing”  B cell  differentiation  to  plasma  cells.67 
They  have  also  been  shown  to  have  both  SLMC  and 
ADCC  activities.57  These  two  subpopulations  have 
been  the  subject  of  recent  reviews.68-72  The  alter- 
ations of  T mu  and  T gamma  cells  have  been  ob- 
served in  patients  with  primary  immunodeficiency 
and  malignant  disorders.73  76  The  study  of  the  role 
of  these  subsets  in  regulating  T-  and  B-cell  responses 


in  patients  with  carcinoma  are  urgently  needed. 
Mitchell,77  in  animal  systems,  demonstrated  that 
both  antigen  and  antibody  are  required  to  produce 
inhibition  of  macrophages,  through  two  related 
mechanisms  which  appear  to  involve  an  intermediary 
thymus-dependent  suppressor  cell.  This  effect 
could  be  through  the  release  of  an  excess  of  activators 
or  arming  substances  rather  than  through  unique 
suppressor  factors. 

B cell-mediated  immunity 

Quantitation  of  B lymphocytes.  The  quanti- 
tation of  B lymphocytes  is  an  important  prognostic 
factor  in  a number  of  human  carcinomas.  Hersch  et 
al.61  evaluated  B lymphocytes  in  40  patients  with 
primary  solid  tumors,  42  with  metastatic  solid  tu- 
mors, and  41  with  acute  myelogenous  leukemia. 
Values  in  all  patient  groups  were  below  that  of  con- 
trols, and  patients  with  metastatic  solid  tumors  had 
a lower  number  of  B cells  when  compared  with  pa- 
tients with  primary  solid  tumors.  Both  the  pro- 
portions and  absolute  numbers  of  B lymphocytes  are 
related  to  prognosis  both  for  remission  duration  and 
survival.  Patients  with  low  B lymphocyte  counts 
carry  a poor  prognosis  and  a short  remission  duration 
and  survival,  whereas  patients  with  higher  levels,  that 
is,  toward  normal,  have  a significantly  longer  remis- 
sion duration  and  survival. 

Serum  immunoglobulins.  The  alterations  in  the 
levels  of  serum  immunoglobulins  have  been  de- 
scribed in  cancer  patients.  These  included  increase 
in  IgA  in  oral  carcinoma,  prostatic  carcinoma,  cer- 
vical carcinoma,  and  nasopharyngeal  carcinoma.78-81 
Cochran  et  al.7  found  significantly  elevated  levels  of 
serum  IgG  and  IgA  in  cancer  patients  but  did  not  find 
any  difference  between  primary  and  metastatic 
cancer.  This  observation  is  in  contrast  to  the  find- 
ings of  Smith82  and  Waldmann,  Strober,  and  Blaese83 
who  found  that  circulating  immunoglobulins  decline 
in  patients  with  advanced  cancer.  Gersten  et  al.18 
found  no  difference  in  the  levels  of  any  serum  im- 
munoglobulin in  patients  with  malignant  melanoma 
when  compared  with  controls.  The  problem  in  in- 
terpreting the  abnormalities  of  serum  immuno- 
globulins include  their  alterations  secondary  to  im- 
munosuppressive therapy  used,  specific  antibody 
content,  and  malnutrition  because  of  inability  to  eat. 
Therefore,  it  is  difficult  to  assess  the  usefulness  of 
estimation  of  serum  immunoglobulin  levels  in  the 
assessment  and  monitoring  of  cancer  patients. 

Antitumor  antibodies  and  and  antiantibodies. 
Lewis  et  al.84  demonstrated  the  presence  of  anti- 
bodies in  the  sera  of  patients  with  malignant  mela- 
noma directed  against  the  tumor  cells.  These  anti- 
bodies react  with  a number  of  tumor  antigens.  In 
some  cases  antibody  is  directed  against  surface 
membrane  of  autologous  tumor  and  demonstrates 
individual  specificity.85  Antimembrane  antibodies 
are  measured  by  immunofluorescence  or  comple- 
ment-dependent cytotoxicity  and  have  been  shown 
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to  correlate  with  stage  of  the  disease.  They  are  most 
commonly  seen  in  the  early  or  localized  stage  of  tu- 
mors and  become  undetectable  prior  to  the  appear- 
ance of  widespread  dissemination  of  malignant 
condition.86  The  anticytoplasmic  antibodies,  how- 
ever, had  a less  clear  stage  relationship  and  have 
often  been  seen  in  more  advanced  stages  of  carcino- 
ma and  late  into  the  metastatic  phase  of  the  dis- 
ease. 

Antibody  directed  against  tumor-specific  anti- 
bodies with  individual  specificity  was  demonstrated 
by  Lewis  et  al.87  This  perhaps  explains  the  fall  in 
individually  specific  membrane  antibody.  This 
antibody  was  suggested  to  have  features  of  anti-idi- 
otype  antibody,  that  is,  an  antibody  directed  against 
the  variable  region  of  the  tumor-specific  antibody.8* 
Anti-Flab')*  anticytoplasmic  antibodies  have  been 
demonstrated  to  be  present  spontaneously  in  sera 
from  some  patients  with  myeloma  lymphoid  tumors 
and  malignant  melanoma.89  92  Sequential  studies 
of  anti-F(ab')2  antibodies  along  with  intracyto- 
plasmic  and  antimembrane  antibodies  in  a series  of 
patients  showed  an  inverse  relationship  between  the 
intracytoplasmic  antibody  and  the  anti-F(ab')2  an- 
tibodies. 

The  role  and  significance  of  antiantibody  in  pa- 
tients with  cancer  is  unclear.  It  may  be  either  ben- 
eficial or  adverse.  Individuals  with  early,  localized, 
or  stable  disease  have  high  levels  of  anti-F(ab')2 
antibody  and  low  levels  of  anticytoplasmic  antibody, 
whereas  the  patients  with  rapidly  progressing  or 
metastasis  disease  demonstrate  a fall  in  anti-F(ab')2 
antibody  and  rising  or  higher  levels  of  anticyto- 
plasmic antibody. 

Serum  “blocking”  factors.  Sera  from  certain 
patients  with  cancer  have  been  shown  to  contain 
“blocking”  factors  which  would  inhibit  lympho- 
cyte-mediated cytotoxicity  against  tumor  cells.  The 
blocking  could  affect  the  efferent  limb  of  the  immune 
response  by  the  masking  of  antigenic  determinants 
on  the  target  tumor  cells  by  immunoglobulins,  which 
could  prevent  recognition  of  tumor  cells  by  immune 
lymphocytes.  A strong  correlation  has  been  ob- 
served between  the  presence  of  blocking  factors  in 
the  sera  of  patients  and  the  clinical  status  of  their 
disease.  Patients  who  bad  progressive  disease  had 
a much  higher  incidence  and  much  higher  levels  of 
serum  factor.  Since  blocking  activity  could  be  ab- 
sorbed with  tumor  cells  and  was  present  in  immu- 
noglobulin fraction  of  the  serum,  it  was  assumed  to 
represent  tumor-specific  antibody.  However,  Sjo- 
gren and  associates93  suggested  that  the  blocking 
activity  was  due  to  antigen-antibody,  immune  com- 
plexes rather  than  to  antibody  alone.  These  anti- 
gen-antibody complexes  could  either  block  efferent 
cytotoxic  activity  at  the  level  of  the  tumor  cell  by 
masking  the  antigenic  sites  on  the  surface  of  tumor 
cells  or  by  reacting  with  receptors  for  tumor  antigen 
on  the  surface  of  immune  effector  cells.  Under  both 
circumstances  tumor  cells  are  prevented  from  cyto- 
toxic effects  of  lymphocytes. 


Serum  enhancing  factors.  Two  types  of  serum 
factors  which  facilitate  cytotoxicity  have  been  de- 
scribed: (1)  “unblocking”  factor  and  (2)  serum 

antibody,  which  facilitates  ADCC.  Hellstrom  et  al.94 
found  almost  no  blocking  activity  in  the  sera  from 
pat ients  who  were  disease-free.  However,  when  such 
sera  were  mixed  with  serum  samples  from  patients 
with  progressive  disease  which  manifest  blocking 
activity,  the  blocking  activity  was  abrogated.  Bansal 
and  Sjogren9 ‘ have  demonstrated  a good  correlation 
between  in  vitro  “unblocking”  activity  and  increased 
tumor  immunity  in  vivo.  The  mechanism(s)  of  the 
unblocking  activity  of  serum  is  not  known. 

Summary 

Immune  responses  to  tumor  involve  a multicom- 
ponent system,  which  includes  lymphoctyes  and  their 
products,  components  of  serum  complement,  im- 
mune complexes,  and  macrophages.  Lymphocyte 
funtions  in  evaluation  of  cancer  patients  should  in- 
clude tests  to  assess  the  integrity  of  both  the  immu- 
nologic apparatus  and  tumor-directed  immune  re- 
actions. These  parameters  would  provide  a guide- 
line for  the  staging  of  tumors,  prognosis  in  terms  of 
duration  of  remission  and  survival,  and  possible  re- 
sponse to  the  treatment. 
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Hypernephroma  and 
Hypertension 

Observations 


An  analysis  of  56  consecutive  patients  with  surgically 
proved  hypernephroma  reveals  7 patients  (12.5 
percent)  with  the  singular  physical  sign  “hyperten- 
sion.” These  tumors  were  found  “incidentally”  in 
the  course  of  the  radiologic  evaluation  for  hyper- 
tension. The  characteristics  of  tumors  in  this  group 
of  patients  include:  small  tumor  size,  contained 
cortical  location,  lack  of  metastasis,  and  absence  of 
identifiable  tumor  necrosis.  Discovery  of  occult 
hypernephromas  during  the  radiologic  work-up  for 
hypertension  is  largely  a function  of  attentive  se- 
quential urography,  nephrotomography,  and  selec- 
tive renal  angiography.  This  report  also  notes  that 
hypertension  is  a surprisingly  common  “associated” 
finding  in  patients  with  hypernephroma. 
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The  “incidental”  finding  of  hypernephroma  in 
patients  undergoing  a radiologic  hypertensive  eval- 
uation may  not  be  so  incidental,  but  rather  may  be 
a function  of  disciplined  imaging  inclusive  of  ade- 
quate urography — nephrotomography  and  selective 
angiography  recommended  by  the  consulting  radi- 
ologist. 

Hypernephroma  may  present  to  the  practicing 
physician  the  singular  physical  sign  of  hypertension.1 
This  report  describes  observations  in  a consecutive 
series  of  hypernephromas  with  specific  attention  to 
the  incidence  of  significant  associated  hypertension, 
presenting  signs  and/or  symptoms,2  1 and,  more 
specifically,  a radiographic  description  of  those  ne- 
oplasms discovered  fortuitously  during  routine 
urography  in  the  evaluation  of  hypertension. 

Materials  and  methods 

There  were  56  consecutive,  surgically  proved  cases 
of  hypernephromas  reviewed,  with  special  attention 
given  the  patient’s  preoperative  blood-pressure 
readings.  The  patients  were  qualified  as  “hyper- 
tensive” only  in  the  presence  of  a blood-pressure 
reading  of  140/90  mm.  Hg  or  greater  in  patients  55 
years  of  age  or  younger;  patients  above  the  age  of  55 
required  blood-pressure  reading  of  150/100  mm.  Hg 
or  greater  to  qualify  as  hypertensive  for  the  purposes 
of  this  study.  Patients  with  aortic  valvular  disease, 
nephropathy,  or  other  systemic  disease  primarily 
responsible  for  their  hypertension  were  disqualified 
as  hypertensive  in  the  context  of  this  analysis. 

Radiographic  evaluation  included  timed-sequen- 
tial intravenous  urography  in  which  filming  is  per- 
formed at  one-,  two-,  and  three-minute  intervals 

* At  present:  Department  of  Diagnostic  Radiology,  Tut'ts-New 
England  Medical  Center,  Boston,  Massachusetts. 


following  the  rapid  bolus  injection  of  50  cc.  of  con- 
trast sodium  diatrizoate  (Hypaque  sodium  50,  iodine 
content  15  Gm.).  Additional  films  are  taken  at  5-, 
10-,  15-,  and  30-minute  intervals. 

Examination  also  included: 

1.  Nephrotomography  in  all  patients  above  the  age 
of  40. 

2.  Sonography  in  the  presence  of  a space-occupy- 
ing lesion. 

3.  Selective  biplane  renal  angiography  in  the  pres- 
ence of  a solid  mass,  suspect  lesions,  or  equivocal  find- 
ings.5 

Presenting  chief  complaint  and/or  physical  signs 
and  symptoms  were  isolated  in  each  case  and  tabu- 
lated. The  lack  of  satisfactory  postoperative 
blood-pressure  recordings  precluded  any  reliable 
statement  regarding  the  effect  of  tumor  removal  and 
blood  pressure. 

Results 

In  each  case,  the  history  of  present  illness  was 
searched  carefully  in  regard  to  presenting  signs  and 
symptoms,  and  these  included  in  decreasing  order  of 
frequency  the  following: 

1.  Flank  pain  and/or  back  pain  (16  cases) 

2.  Hematuria  (gross  and  microscopic)  (10  cases) 

3 Hypertension  (7  cases) 

4.  Weight  loss  (6  cases) 

5.  In  17  cases  preseniing  signs  and  symptoms  were 
mixed  and  included  the  following:  palpable  abdomi- 
nal mass,  anemia,  seizures,  pathologic  fracture,  and 
fever  of  unknown  origin.  Also  included  in  the  17 
mixed  presentations  are  a significant  number  of  neo- 
plasms (four)  discovered  during  routine  urography  for 
possible  obstructive  nephropathy  secondary  to  calcu- 
lous disease,  prostatic  hypertrophy,  pelvic  masses,  and 
pelvic  inflammatory  disease. 

Of  the  56  cases  reviewed,  28  patients  were  found 
to  have  had  significant  hypertension  preoperatively 
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FIGURE  1.  Selective  renal  angiography  describes  small 
cortical  hypernephromas.  Three  different  patients  under 
evaluation  for  hypertension  found  to  have  contained  and 
well-marginated  tumors.  Noteworthy  is  lack  of  significant 
intraparenchymal  irregular  extension  or  pericapsular  vascular 
supply;  tumor  necrosis  not  evident  on  angiography.  Pre- 
senting sign  in  all  three  patients:  hypertension  and  neoplasm 
found  incidentally  in  radiologic  evaluation.  (A)  Patient  1.  (B) 
Patient  2.  (C)  Patient  3. 


(incidence  50  percent).  Of  the  28  hypertensive 
preoperative  patients,  7 presented  the  singular 
physical  sign  of  hypertension. 

The  seven  patients  under  evaluation  for  hyper- 
tension in  whom  hypernephroma  was  discovered 
“incidentally”  represent  12.5  percent  of  the  56  con- 
secutive hypernephroma  cases  in  this  analysis. 
Urine  study  results  were  negative  for  microscopic  or 
gross  hematuria.  Cytologic  and  enzyme  examina- 
tions were  not  performed.  At  the  time  of  surgery, 
there  was  no  evidence  of  metastatic  disease  in  any  of 
these  seven  patients. 

Tumor  size  and  cortical  configuration  are  perhaps 
the  most  significant  findings  in  this  group  of  seven 
patients.  In  three  patients  the  neoplasm  did  not 
exceed  3 cm.  in  size  (Fig.  1).  In  a fourth  patient  the 
tumor  size  was  4 cm.  in  its  greatest  dimension. 
Cortical  location,  clearly  contained  and  well-margi- 
nated configuration  in  the  absence  of  intraparen- 
chymal irregular  extension,  or  pericapsular  vascular 
supply  characterized  these  four  tumors.  Figure  1 
describes  three  of  the  four  small  neoplasms  that  were 
studied  by  means  of  selective  angiography.  Note- 
worthy is  the  contained,  well-marginated  configu- 
ration angiographically.  The  three  other  patients 
with  hypertension  had  bulky  tumors  exceeding  6 cm. 
in  size.  The  largest  tumors  encountered  in  this  series 
were  in  those  patients  with  Hank  pain,  and  Figure  2 
illustrates  a patient  with  (lank  pain  and  weight  loss. 
This  patient  had  widespread  metastasis  at  the  time 
of  diagnosis  in  contradistinction  to  the  small  lesions 


with  hypertension  in  which  there  was  no  evidence  of 
metastasis  (Fig.  1). 

It  is  of  interest  to  note  that  of  the  7 patients  pre- 
senting primarily  hypertension,  remarkable  poly- 
cythemia was  present  in  2;  in  only  one  other  patient 
of  the  entire  56  in  the  series  was  polycythemia  note- 
worthy. 

Comment 

Observations  in  this  report  record  a relationship 
of  renal-cell  carcinoma  and  hypertension,  a rela- 
tionship that  remains  somewhat  obscure  and  only 
tangentially  explored  in  previous  reports.610 

A broad  overview  of  neoplasms  of  renal  and  su- 
prarenal origin  associated  with  hypertension 
suggests,  of  course,  that  these  tumors  represent  the 
etiologic  factors  of  hypertension  in  a small  percentage 
of  the  hypertensive  patients  at  large.  However,  early 
diagnosis  by  means  of  appropriate  and  disciplined 
radiographic  studies  including  nephrotomography, 
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FIGURE  2.  Biplane  selective  study  describing  large,  bulky 
hypernephroma  in  patient  with  flank  pain  and  weight  loss. 
Extra  renal  vascular  supply,  extension  of  tumor,  and  frank 
tumor  necrosis  noted  on  angiography.  (A)  Frontal  view.  (B) 
Lateral  view. 


and  particularly  selective  renal  angiography,  provides 
the  base  for  definite  surgical  treatment  and  improved 
prognoses. 

This  investigation  suggests  at  least  an  empiric  re- 
lationship of  neoplasm  in  hypertension;  further 
studies  are  clearly  necessary  to  clarify  any  possible 
etiologic  relationship  of  neoplasm  to  hypertension 
or  the  obvious  corollary  hypertension  to  neoplasm. 
However,  results  of  this  report  do  suggest  the  fol- 
lowing conclusions: 


1.  Absolute  inclusion  of  neoplasm  in  the  differen- 
tial diagnosis  in  the  hypertensive  patient. 

2.  Appropriate  radiology  consultation  and  utiliza- 
tion of  selective  angiography,  when  indicated,  is  im- 
perative in  seeking  out  this  less-than-obvious  possible 
etiologic  factor,  or,  at  least,  this  associated  ominous 
finding  of  neoplasm  in  hypertension. 


Tumor  characteristics  on  angiography,  particu- 
larly small  tumor  size,  are  described,  and  further  a 
note  is  made  on  the  necessity  for  good  imaging  in 
discovering  the  occult  neoplasm  in  the  patient  whose 
hypertension  indicates  radiologic  evaluation.  It  is 
suggested  that  neoplasm  be  included  in  the  differ- 
ential diagnosis  in  the  hypertensive  patient,  directing 
a more  disciplined  urographic  imaging  work-up.  A 
statement  is  made  regarding  the  association  of  hy- 
pertension and  hypernephroma;  however,  the  etio- 
logic relationship  of  one  to  the  other  requires  further 
investigation. 
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Summary 

Of  56  consecutive  hypernephromas  studied,  7 pa- 
tients presented  a radiologic  evaluation  of  hyper- 
tension (12.5  percent).  Neoplasms  were  discovered 
“incidentally”  by  the  use  of  timed-sequential 
urography,  nephrotomography,  sonography,  and 
selective  renal  angiography,  when  indicated.  Those 
patients  with  the  singular  physical  sign  “hyperten- 
sion” were  found  to  have  the  smallest  tumors  in  the 
entire  series;  four  of  these  neoplasms  were  well  con- 
tained and  less  than  4 cm.  in  size.  Presenting  signs 
and  symptoms  included: 

1.  Flank  pain  and/or  back  pain  (16  cases). 

2.  Hematuria  (10  cases). 

3.  Hypertension  (7  cases). 

4.  Weight  loss  (6  cases). 

5.  Mixed  presenting  signs  and  symptoms  (17 
cases). 
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Serum  enzyme  levels  were  followed  in  41  patients  who 
suffered  traumatic  fractures  in  an  attempt  to  deter- 
mine whether  or  not  the  LDH  and  SGOT  rose  pro- 
gressively or  at  all.  Some  enzyme  levels  were  ob- 
tained after  pinning  a fractured  hip  and  some  were 
obtained  after  a total  hip  replacement.  Much  to  the 
author’s  surprise,  serum  enzyme  levels  rarely  went 
up  in  these  situations  and  certainly  did  not  rise  in  a 
progressive  fashion.  Thus,  these  enzyme  levels  ap- 
pear to  remain  a reliable  diagnostic  aid  in  evaluating 
patients  with  fractures  for  evidence  of  acute  myo- 
cardial infarctions. 
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The  differential  diagnosis  of  chest  pain  after  or- 
thopedic trauma  is  complicated  by  the  fact  that  those 
serum  enzymes  which  are  characteristically  elevated 
after  myocardial  infarction  are  presumed  to  be  ele- 
vated also  secondary  to  orthopedic  trauma  primarily 
from  muscle  contusion.  One  confusing  problem  that 
all  physicians  will  probably  encounter  soon  enough 
is  the  evaluation  of  the  patient  who  is  in  the  emer- 
gency room  for  bodily  trauma  and  an  abnormal 
finding  on  electrocardiogram.  The  problem  becomes 
more  complex  in  the  patient  who  is  brought  in  with 
a history  of  fainting  or  collapsing,  and  then  is  found 
to  have  sustained  an  injury.  Very  often  there  is  no 
previous  electrocardiogram  to  make  a comparison 
with,  and  the  physician  then  has  the  dilemma  of  de- 
ciding whether  the  electrocardiographic  findings  are 
old  or  new. 

Material  and  methods 

The  present  study  was  undertaken  to  follow  serial 
SMA  12s  (sequential  multiple  analyzer,  test  12)  in 
patients  who  had  sustained  orthopedic  fractures. 
Some  of  the  enzyme  data  were  collected  in  the  first 
three  to  five  days  after  initial  injury,  and  some  were 
collected  postoperatively  for  three  to  five  days.  The 
data  presented  will  evaluate  only  the  SGOT  (serum 
glutamic  oxaloacetic  transaminase)  and  LDH  (lactic 
dehydrogenase)  levels  since  creatinine  phosphoki- 
nase  tests  were  not  part  of  the  routine  SMA  12  in  our 
hospital  and  were  more  costly  to  perform.  The  pa- 
t ients  were  divided  into  two  groups;  20  patients  had 
sustained  hip  fractures  and  21  other  patients  had 


multiple  trauma  resulting  in  various  fractures,  but 
no  hip  fractures.  Three  patients  in  the  second  group 
had  a fracture  of  the  radius;  two  patients  had  a 
fractured  humerus;  four  patients  had  multiple  rib 
fractures,  one  of  whom  also  had  a fractured  humerus; 
three  patients  had  a fracture  of  the  pelvis;  one  patient 
had  fractured  the  distal  end  of  the  femur;  one  patient 
fractured  the  right  knee  joint  and  had  a hemoarth- 
rosis  of  the  right  knee;  six  patients  had  fractured 
ankles  or  lower  end  of  the  tibia  fractures,  and  one 
patient  sustained  multiple  trauma  and  was  admitted 
without  any  obvious  fractures.  With  the  cooperation 
of  the  orthopedic  physicians  on  each  case,  SMA  12s 
were  ordered  at  the  time  of  admission  and  serially  for 
the  next  four  days.  Occasionally  there  was  a break 
in  the  continuity  of  laboratory  testing,  and  an  SMA 
12  may  not  have  been  tested  on  one  given  day  or  an- 
other during  the  period  of  observation. 

When  we  analyze  the  data,  we  see  that  there  were 
20  patients  who  had  sustained  hip  fractures  (Fig.  1, 
top).  Six  of  these  patients  had  elevated  LDH  and 
SGOT  on  at  least  one  occasion  throughout  the  days 
studied.  We  then  made  a retrospective  review  of  the 
charts  and  found  the  following:  Patient  1 developed 
chest  pain  on  the  evening  of  admission  for  1 hour,  and 
48  hours  later  was  found  to  have  frequent  premature 
ventricular  contractions  and  the  development  of 
nonspecific  ST-T  wave  abnormality  on  the  electro- 
cardiogram. This  patient  was  presumed  to  have 
sustained  a myocardial  infarction  at  or  near  the  time 
of  admission. 

Patient  2 showed  sustained  elevation  of  LDH 
throughout  the  first  five  days  in  the  hospital.  The 
patient  had  chronic  renal  disease  with  the  blood  urea 
nitrogen  averaging  50  to  70  mg.  per  100  ml.  and  a 
markedly  elevated  uric  acid.  However,  the  LDH 
level  remained  constant,  and  this  was  felt  to  be  sec- 
ondary to  the  patient’s  chronic  renal  disease. 

Patient  5 had  a minimal  elevation  of  SGOT  and  of 
LDH  on  the  last  day  of  the  study.  The  electrocar- 
diogram taken  on  admission  showed  some  minor 
nonspecific  ST-T  wave  abnormality.  An  incidental 
finding  was  that  the  bilirubin,  which  was  initially  0.7 
mg.  per  100  ml.  went  up  to  1.3  mg.  per  100  ml.  by  day 
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FIGURE  1.  Enzyme  levels. 


five.  We  feel  that  the  minimal  elevation  in  enzymes 
was  secondary  to  muscle  contusion  in  this  patient. 

Patient  10  had  a progressive  rise  in  both  enzymes 
from  day  two  to  day  five.  When  this  patient  was 
initially  admitted,  the  finding  on  electrocardiogram 
was  normal;  48  hours  later  there  were  deep  sym- 
metrical T-wave  inversions  in  the  precordial  leads, 
and  this  pattern  remained  thereafter  throughout  the 
hospital  course.  The  impression  here  was  acute 
myocardial  infarction. 

Patient  14  had  a progressive  rise  in  SGOT  and 
fluctuating  elevation  of  LDH  throughout  the  first 
four  days  of  the  study.  During  surgery  this  patient 
developed  sinus  arrhythmia,  and  48  hours  after 
surgery,  the  patient  became  comatose.  Electrocar- 
diograms were  only  obtained  the  first  two  days  of  the 
hospital  course.  By  the  second  day  there  were  fre- 
quent premature  ventricular  contractions.  This 
patient  remained  in  coma  and  expired.  The  cause 
of  the  elevated  enzymes  was  never  accurately  deter- 
mined. 

When  we  evaluate  Figure  1,  lower,  we  see  that 
there  were  four  patients  in  this  group  who  had  an 
elevation  of  LDH  and  SGOT  at  some  point  during 
the  study.  Patient  5 had  abnormal  electrocardio- 
graphic findings  on  admission,  with  T-wave  inversion 
in  V4  and  V6,  which  eventually  reverted  to  normal  by 
hospital  day  four.  This  patient  was  presumed  to 
have  had  a subendocardial  myocardial  infarction. 
Patient  12  had  sustained  multiple  rib  fractures, 


multiple  facial  fractures,  a fractured  clavicle,  a he- 
mothorax, and  had  an  eventual  thoracotomy  on  the 
day  of  admission.  This  patient  was  also  presumed 
to  have  sustained  myocardial  contusion  and  had 
developed  nonspecific  ST-T-wave  abnormalities 
during  the  first  three  days  in  the  hospital.  The  bil- 
irubin level  was  initially  normal,  and  went  up  to  2.4 
mg.  per  100  ml.  by  day  four.  The  elevated  enzymes 
in  this  patient  were  presumed  to  be  secondary  to  a 
combination  of  myocardial  and  skeletal  muscle 
contusion.  Patient  16  had  a progressive  decrease  in 
LDH  and  SGOT,  but  an  increase  in  bilirubin  to  2 mg. 
per  100  ml.  by  day  two.  The  enzyme  elevations  in 
this  patient  were  presumed  to  be  elevated  secondary 
to  skeletal  muscle  contusion.  Patient  17  was  ad- 
mitted with  a pelvic  fracture.  Later  that  evening  the 
patient  went  into  shock  secondary  to  pelvic  bleeding 
with  the  formation  of  large  hematoma.  The  biliru- 
bin fluctuated  between  1 and  1.5  mg.  per  100  ml.,  and 
an  electrocardiogram  showed  nonspecific  T-wave 
changes  on  the  second  day. 

Summary 

We  have  reviewed  post-traumatic  and  post-sur- 
gical serum  levels  of  LDH  and  SGOT  in  41  patients. 
(Note:  column  labeled  22  in  the  nonhip  fracture  il- 
lustration, Figure  1,  lower,  actually  represents  the 
post-surgical  serum  enzyme  levels  of  patient  21  after 
the  patient  underwent  open  reduction  of  a compound 
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fracture  of  the  ankle).  After  investigating  the  charts 
on  all  patients  who  had  an  elevation  of  both  LDH  and 
SGOT  enzyme  levels,  we  feel  we  have  demonstrated 
that  it  is  unusual  to  find  progressive  rise  in  both  en- 
zymes after  an  orthopedic  fracture.  After  elimi- 
nating from  final  analysis  those  patients  who  sus- 
tained an  acute  myocardial  infarction,  we  had  very 
few  patients  with  enzyme  elevations  secondary  to 
trauma  alone.  Those  few  patients  who  had  a mini- 
mal rise  in  both  enzymes  also  developed  slight  ele- 
vations in  serum  bilirubin  levels,  which  became 
helpful  in  the  differential  diagnosis. 

Although  other  investigators  have  found  elevations 
of  serum  enzymes  after  surgical  procedures  on  the 
thorax  and  abdomen,1  and  still  others  have  found 
enzyme  elevations  after  ballistic  injuries  to  the  ex- 


Indoor gun  target  ranges 
can  cause  lead  poisoning 

Firearms  instructors  on  indoor  target  ranges  are  subject 
to  lead  poisoning  from  the  flying  microscopic  fragments 
of  lead  in  the  air,  says  a research  report  in  the  March  16 
Journal  of  the  American  Medical  Association. 

Alf  Fischbein,  M.D.,  of  the  Environmental  Sciences 
Laboratory,  Mount  Sinai  Medical  Center,  New  York  City, 
reports  on  a study  of  81  individuals  working  in  indoor  po- 
lice target  ranges  in  the  New  York  metropolitan  area. 

Many  of  the  instructors  displayed  physical  symptoms 
of  lead  poisoning,  and  many  showed  blood  levels  of  lead 
that  were  considered  too  high  for  good  health,  Dr.  Fisch- 
bein says. 

The  lead  gets  into  the  air  in  the  firing  ranges  by  friction 
of  the  bullets  against  the  gun  barrel  and  by  fragmentation 
of  lead-containing  bullets  striking  the  target  or  backstop. 


tremities,2  we  feel  we  have  demonstrated  that  serum 
enzyme  levels  of  LDH  and  SGOT  remain  a reliable 
diagnostic  tool  in  evaluating  fracture  patients  for 
evidence  of  acute  myocardial  infarctions. 

Department  of  Cardiology 
Lawrence  Hospital 
Bronxville,  New  York  10708 
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If  the  ventilating  fans  aren’t  pulling  the  air  out  quickly 
enough,  the  lead  builds  up  in  the  air.  Air  lead  concentra- 
tions of  up  to  4.5  times  the  current  government  safety 
standard  were  found  in  the  target  ranges,  he  says. 

Central  nervous  system  symptoms  of  the  instructors 
included  headache,  dizziness,  fatigue,  weakness,  hyperir- 
ritability, and  insomnia.  Gastrointestinal  symptoms  in- 
cluded loss  of  appetite,  weight  loss  and  stomach  pain. 

Dr.  Fischbein  urged  supervisors  of  indoor  target  ranges 
to  be  aware  of  the  potential  of  too  much  lead  in  the  air,  and 
to  make  certain  that  the  range  is  properly  ventilated.  One 
standard  requires  that  170  cubic  meters  of  air  should  be 
exhausted  from  the  range  each  minute,  which  requires  a 
large  suction  fan,  or  fans. 

Others  participating  in  the  study  included  Irving  Seli- 
koff,  M.I).,  of  the  same  Environmental  Sciences  Labora- 
tory, and  Clarence  G.  Robinson,  M.D.,  chief  police  surgeon 
of  the  New  York  City  Police  Department. 
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The  syndrome  of  lumbar  stenosis  is  well  described 
in  both  orthopedic  and  neurosurgical  literature. 
Verbiest1  in  the  Netherlands,  and  Epstein,  Epstein, 
and  Lavine2  in  the  United  States  were  prominent 
among  the  early  authors  who  called  attention  to 
compression  of  the  cauda  equina  by  a narrow  lumbar 
canal.  Evans3  described  this  syndrome  as  neuro- 
genic intermittent  claudication. 

This  review  of  cases  of  lumbar  stenosis  was  un- 
dertaken to  assess  the  spectrum  of  patients  pre- 
senting this  syndrome,  and  to  evaluate  the  results  of 
operative  treatment  and  the  possible  influence  of 
associated  abnormalities  on  these  results. 

Lumbar  stenosis  is  a localized  narrowing  of  the 
lumbar  spinal  canal  and/or  the  spinal  root  canal  due 
to  structural  abnormality.  The  canal  may  be  nar- 
rowed by  hypertrophied  apophyseal  joints,  shortened 
pedicles,  thickened  and  lax  ligamentum  flavum, 
posterior  marginal  osteophytes,  or  any  combination 
of  these.  A bulging  annulus  associated  with  such 
structural  abnormalities  can  cause  further  narrowing. 
Compression  of  the  cauda  equina,  or  parts  thereof, 
is  characterized  by  pain,  paresthesia,  and  weakness 
in  the  lower  extremities  initiated  by  specific  posture 
or  activity.  Symptoms  may  be  unilateral  or  bilateral. 
Results  of  examination  of  the  patient  before  and  after 
exercise  can  be  markedly  different. 

Lumbar  stenosis  can  be  categorized  according  to 
the  etiology  of  the  narrowing4:  congenital  (devel- 
opmental), degenerative,  combined  (congenital  or 
degenerated  with  herniated  nucleus  pulposis), 
spondylolisthetic,  iatrogenic,  post-traumatic,  and 
miscellaneous. 

The  symptom  complex  of  lumbar  stenosis  must  be 
differentiated  from  vascular  insufficiency  and  in- 
tervertebral disk  disease.  This  may  be  difficult  in 
some  cases.  Myelography  has  traditionally  been  the 


A review  of  27  cases  of  lumbar  spinal  stenosis  oper- 
ated on  between  1966  and  1976  is  presented.  The 
patients  tended  to  be  middle-aged  (average  57.5 
years),  and  10  patients  had  undergone  previous 
procedures.  The  results  of  surgery  were  assessed  by 
questionnaire  and  correlated  with  the  etiology  of  the 
stenosis,  and  whether  or  not  the  patient  had  under- 
gone previous  surgery.  Acceptable  results  were  ob- 
tained in  88  percent  of  patients  without  previous 
operations,  and  50  percent  of  patients  with  previous 
operations. 


single,  most-revealing  diagnostic  study  for  estab- 
lishing spinal  stenosis.  The  lumbar  canal  is  pentag- 
onal in  cross-section  with  the  greatest  dimension 
between  the  pedicles.  Behind  the  pedicles,  the  width 
is  determined  by  the  distance  between  the  articular 
processes  and  also,  to  a lesser  degree,  by  the  inter- 
laminar angle.  The  distance  between  the  pedicles 
can  be  determined  by  plain  anterior-posterior  films, 
but  the  distance  between  facets  and  the  interlaminar 
angle  cannot  be  assessed  by  routine  studies.  My- 
elography can  show  the  net  anterior-posterior  di- 
ameter of  the  canal  (lower  limit  14  to  15  mm.),  but  is 
poor  in  assessing  the  adequacy  of  the  root  canal,  en- 
croachment between  articular  processes,  or  the  in- 
terlaminar angle.  Transverse  axial  tomography  and, 
more  recently,  vertical  reconstruction  have  proved 
to  be  valuable  means  of  more  accurately  discerning 
the  dimension  of  the  lumbar  canal. 

Two  basic  theories  exist  to  explain  the  pathogen- 
esis of  the  lumbar  stenosis  syndrome.  Some  authors 
hold  that  ischemia  of  the  active  roots  during  exercise 
results  in  the  symptoms  complex,  while  others  feel 
that  epidural  vascular  compression  is  a more  im- 
portant factor.  There  is  no  consensus  in  the  litera- 
ture. 

Surgical  treatment  of  lumbar  stenosis  should  be 
considered  only  after  failure  of  an  adequate  trial  of 
conservative  therapy  which  consists  of  exercises, 
elastic  supports,  anti-inflammatory  medications, 
and,  occasionally,  manipulation.  Conservative 
therapy  should  be  continued  indefinitely  as  long  as 
the  pain  is  tolerable.  Neurologic  changes  alone  are 
rarely  indications  for  surgery  according  to  Wiltsie, 
Kirkaldy-Willis,  and  Mclvor.5 

The  aim  of  surgical  treatment  is  to  relieve  the 
pressure  caused  by  the  bony  elements,  whether  in  the 
central  canal  or  in  the  neural  foramen.  Description 
of  specific  surgical  techniques  can  be  found  in  the 
literature.5 

Clinical  material 

The  charts,  plain  films,  and  myelograms  of  35  pa- 
tients with  lumbar  stenosis  operated  on  between  1966 
and  1976  at  Community  General  Hospital  in  Syra- 
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TABLE  I.  Results  correlated  with  etiology  and  previous 
surgery* 


Etiology 

Excellent 

Good 

Fair 

Poor 

Total 

Iatrogenic 

0 

(5) 

(2) 

(1) 

8 

Degenerative 

1 

4 

0 

(1) 

6 

Spondylolytic 

4 

1 

0 

1 

6 

Combined 

1 

1 

3 

0 

5 

Miscellaneous 

1 

0 

0 

(1) 

2 

Totals 

7 

6(5) 

3(2) 

1 (3) 

27 

‘Numbers  in  parentheses  indicate  patients  with  previous  surgery. 


cuse,  New  York,  were  reviewed.  Historical  data 
concerning  duration  of  symptoms,  previous  opera- 
tions, occupation,  and  possible  etiologic  factors  were 
extracted.  The  results  of  surgical  treatment  were 
assessed  by  questionnaire  separately  completed  by 
the  patients  and  the  operating  surgeons  (six  in  all). 
Level  of  activity,  present  symptoms,  and  present 
occupation  were  evaluated  and  compared  to  the  same 
parameters  preoperatively.  The  final  results  were 
graded  as  follows:  excellent,  complete  resolution  and 
return  to  normal  activities  and  occupation;  good, 
some  residual  disability  and  reduced  level  of  activity; 
fair,  only  slight  improvement;  and  poor,  no  im- 
provement or  worsened. 

Of  the  35  patients  operated  on,  sufficient  pre-  and 
postoperative  data  were  available  on  27.  Each  of  the 

27  patients  was  placed  into  one  of  the  following 
categories  according  to  the  etiology  of  the  stenosis: 
iatrogenic,  8;  degenerative,  6;  associated  with  spon- 
dylolisthesis, 6;  combined,  5;  or  miscellaneous,  2. 
The  miscellaneous  cases  included  one  case  of  giant- 
cell tumor  and  one  case  of  Charcot  spine.  Note  that 
no  cases  of  true  developmental  stenosis  were  en- 
countered. 

The  average  age  of  patients  was  57.5  years  (range 

28  to  82),  and  average  follow-up  was  3.8  years  (range 
1 to  14).  Duration  of  symptoms  ranged  from  1 to  20 
years  with  an  average  of  3 years.  Ten  patients  had 
previous  surgery,  and  78  percent  of  the  patients  were 
male. 

Operative  procedures  performed  varied  according 
to  the  etiology  and  extent  of  the  stenosis.  In  all 
cases,  attempts  at  wide  and  thorough  decompression, 


including  foraminotomies  when  indicated,  were 
made.  No  attempted  fusion  was  performed  simul- 
taneously with  decompression. 

Results 

The  results  of  surgery  are  tabulated  in  Table  I. 
Patients  with  stenosis  secondary  to  spondylolisthesis 
had  the  best  results,  followed  by  those  with  degen- 
erative stenosis.  Excellent  and  good  results  were 
considered  acceptable,  while  fair  and  poor  results 
were  unacceptable.  Only  50  percent  (5  of  10)  pa- 
tients with  previous  surgery  had  acceptable  results, 
while  the  results  were  graded  acceptable  in  16  per- 
cent (13  of  17)  of  patients  without  previous  sur- 
gery. 

Conclusion 

The  experience  with  lumbar  stenosis  at  a com- 
munity hospital  over  a 10-year  period  is  discussed. 
Our  experience,  which  is  similar  to  other  such  series, 
indicates  that  lumbar  spinal  stenosis  is  not  a rare 
problem;  the  exact  incidence  remains  undetermined.6 
It  can  be  encountered  by  any  physician  dealing  with 
middle-aged  and  elderly  patients,  and,  at  times,  it 
may  be  difficult  to  differentiate  from  other,  perhaps 
more  common  problems  seen  in  this  age  group,  such 
as  degenerative  disk  disease  or  peripheral  vascular 
disease.  Early  recognition  and  proper  treatment  can 
lead  to  very  satisfactory  results. 
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Anaplastic  Carcinoma 
of  Thyroid 

Ra  dia  tion-associa  ted 


Radiation  therapy  to  the  head  and  neck  areas  has 
been  shown  to  cause  thyroid  carcinoma  many  years 
later.  Most  thyroid  cancer  thus  induced  is  well- 
differentiated  carcinoma.  Patients  (316)  with  the 
diagnosis  of  thyroid  carcinoma  were  admitted  to  a 
cancer  research  institute  during  a 20-year  period.  A 
diagnosis  of  anaplastic  carcinoma  was  confirmed  in 
41  patients  (13  percent).  There  were  3 patients 
with  a previous  history  of  radiation  therapy  to  the 
head  and  neck  areas.  A search  of  the  literature 
yielded  12  additional  cases  of  anaplastic  carcinoma 
associated  with  previous  radiation  exposure. 
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To  answer  the  question  of  the  possibility  of  late 
radiation  changes  leading  to  development  of  thyroid 
cancer,  Quimby  and  Werner1  sent  out  a question- 
naire to  radiologists  and  thyroidologists  and  collected 
information  on  10  cases  of  thyroid  cancer  with  a 
previous  history  of  x-ray  therapy  for  hyperthyroid- 
ism. The  following  year,  Duffy  and  Fitzgerald2  re- 
ported their  experience  of  pediatric  thyroid  carci- 
noma in  28  patients.  They  found  a history  of  thymic 
irradiation  in  10  of  these  patients,  and  suggested  that 
thymic  irradiation  may  result  in  development  of 
thyroid  cancer  many  years  later.  Since  then,  nu- 
merous studies  have  been  undertaken  to  confirm  an 
association  between  radiation  therapy  to  the  head 
and  neck  areas  and  later  development  of  both  benign 
and  malignant  thyroid  diseases.3"8  They  indicated 
that  most  thyroid  cancer  thus  induced  is  predomi- 
nantly well-differentiated  carcinoma,  either  papil- 
lary, follicular,  or  mixed  varieties.2-8 

We  have  recently  reviewed  our  anaplastic  thyroid 
carcinoma  cases  at  RPMI  (Roswell  Park  Memoiial 
Institute)  and  found  some  of  them  with  previous 
radiation  exposure,  which  prompted  us  to  report  our 
own  experiences. 

Materials  and  methods 

During  a 20-year  period  between  1956  and  1975, 
816  patients  with  diagnoses  of  thyroid  carcinoma 
were  admitted  to  RPMI.  A diagnosis  of  anaplastic 
or  poorly  differentiated  thyroid  carcinoma  was  con- 


firmed in  41  patients  (13  percent)  on  pathologic  re- 
view, and  their  clinical  materials  were  reviewed  for 
previous  radiation  exposure. 

Results 

Three  patients  were  found  to  have  had  a radiation 
history.  Following  are  brief  resumes  of  these  three 
patients. 

Case  reports 

Case  1.  This  white  male  with  Hodgkin’s  disease  was 
first  seen  at  RPMI  at  age  five  years,  with  a history  of  some 
12  x-ray  treatments  to  the  left  side  of  his  neck  six  months 
previously.  He  received  a further  290  rads  to  the  neck  as 
well  as  irradiation  to  both  axillary  and  inguinal  regions. 
Forty-four  years  later  he  developed  respiratory  symptoms, 
and  a mass  on  the  right  upper  lobe  was  disclosed  on  chest 
x-ray  film.  There  was  a small  nodule  palpable  in  the  right 
side  of  the  neck,  a biopsy  of  which  revealed  the  presence 
of  thyroid  carcinoma.  The  thyroidectomy  was  followed 
by  a right  upper  lobectomy,  and  the  histologic  picture  in 
both  sections  was  a spindle-cell  carcinoma  of  the  thyroid. 
He  died  from  anaplastic  carcinoma  of  the  thyroid  three 
years  later. 

Case  2.  A 54-year  old  white  male  was  first  seen  at  RPMI 
with  a history  that  19  years  previously  he  had  received  ir- 
radiation to  the  left  side  of  the  neck  for  a clinical  diagnosis 
of  Hodgkin’s  disease;  this  was  followed  by  four  further 
courses  of  radiotherapy  at  three-  to  four-year  intervals. 
Details  available  for  the  last  two  of  these  indicated  that  he 
had  received  1,000  rads.  On  presentation  here,  he  had 
recurrent  Hodgkin’s  disease  of  the  left  side  of  his  neck,  and 
a Coombs’  test  result  was  positive  for  hemolytic  anemia. 
He  received  3,600  rads  to  the  neck,  two  injections  of  tri- 
ethylene melamine,  and  oral  cortisone.  Thereafter,  the 
lymphadenopathy  disappeared  and  his  major  problem  was 
the  hemolytic  anemia,  which  required  splenic  irradiation 
and  intermittent  courses  of  oral  steroids.  In  July,  1966, 
12  years  after  admission  to  RPMI,  he  complained  of  pain 
in  the  right  side  of  his  face  and  neck.  There  was  no  ob- 
jective cause  for  this,  but  within  one  month  a 6 by  6-cm. 
mass  was  palpable  in  the  painful  area,  displacing  the  thy- 
roid and  trachea  to  the  left  and  producing  dysphagia  and 
a choking  sensation.  Biopsy  showed  an  undifferentiated 
tumor,  and  irradiation  was  started.  His  course  was  rapidly 
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TABLE  I.  Histologic  types  of  radiation-associated 
thyroid  cancer:  follow-up  and  screening  of  subjects  at 
risk 

Differen- 


Numberof  tiated  Anaplastic 
Subjects  Carci-  Carci- 


Authors 

at  Risk 

noma 

noma 

Saenger  et  al.4 

1,644 

u 

0 

Hanford  et  al.9 

458 

8 

0 

l’ifer  et  al.5 

932 

1 

0 

Sagerman  et  al.10 

243 

2 

0 

Janower  and  Miettinen6 

466 

2 

0 

Modan  et  al.7 

10,902 

12 

0 

Hempelmann  et  al.8 

2,872 

24 

1 

Conard11 

267 

7 

0 

Swelstad  et  al.1- 

530 

42 

0 

Carroll  et  al.13 

1,637 

14 

0 

Cerlettv  et  al.14 

1,825 

32 

0 

DiGuilio  et  al.15 

857 

12 

0 

Hamburger  and  Stoffer16 

814 

16 

0 

Schneider  et  al.17 

1,476 

97 

0 

Totals 

24,923 

280 

1 

(0.36  percent) 


downhill,  and  he  died  six  weeks  after  the  appearance  of  the 
cervical  mass. 

Autopsy  revealed  anaplastic  carcinoma  of  the  thyroid, 
with  metastases  to  lungs  and  cervical  and  mediastinal 
lymph  nodes,  and  active  Hodgkin’s  disease  of  the  liver  and 
periaortic  and  hepatic  lymph  nodes. 

Case  3.  A 64-year-old  white  male  was  first  seen  at 
RPMI  five  weeks  after  total  thyroidectomy  elsewhere  for 
a mass  on  the  right  side  of  the  neck  which  had  enlarged 
progressively  over  a six-months’  period.  Surgical  specimen 
showed  giant-cell  carcinoma.  Past  history  revealed  ra- 
diation therapy  for  chromophobe  adenoma  of  the  pituitary 
for  a total  dose  of  4,542  rads,  five  years  previously.  The 
dose  to  the  thyroid  was  estimated  to  be  20  rads.  Because 
of  multiple  pulmonary  metastases,  he  was  treated  with 
several  courses  of  chemotherapy  without  response,  and 
died  elsewhere  four  months  after  admission  to  RPMI. 

Comments 

In  general,  anaplastic  carcinoma  constitutes  10  to 
20  percent  of  total  thyroid  carcinoma  cases  in  this 
country.  However,  occurrence  of  anaplastic  thyroid 
carcinoma  in  association  with  irradiation  appears  to 
be  rare.  Various  follow-up  studies  and  screening 
data  of  the  subjects  who  are  at  risk  of  developing 
thyroid  cancer,  due  to  the  previous  radiation  therapy 
for  benign  conditions  in  the  head  and  neck  areas,  are 
shown  in  Table  I;  among  25,000  subjects  who  were 
thought  to  be  at  risk,  281  were  found  to  have  thyroid 
carcinoma  and  only  one  (0.36  percent)  had  anaplastic 
carcinoma.  However,  when  reports  of  thyroid  cancer 
series  are  examined  for  radiation  exposure  as  shown 
in  Table  II,  four  cases  of  anaplastic  carcinoma  (1 
percent)  were  found  among  398  cases  of  radiation- 
associated  thyroid  cancer.  In  addition  to  four  ana- 
plastic carcinomas,  there  was  one  squamous-cell 
carcinoma  and  two  medullary  carcinomas.  Volpe33 
also  observed  a case  of  squamous-cell  carcinoma 


TABLE  II.  Histologic  types  of  radiation-associated 
thyroid  cancer  in  reported  series 


Authors 

Num- 

ber 

Studied 

Num- 

ber 

With 

RT 

Diff- 

eren- 

tiated 

Carci- 

noma 

Ana- 

plastic 

Carci- 

noma 

Duffy  and 

28 

10 

10 

0 

Fitzgerald2 

Buckwalter18 

8 

3 

2 

1 

Fetterman19 

10 

8 

8 

0 

Wilson  et  al.20 

7 

7 

6 

1 

Crile21 

18 

11 

11 

0 

Rooney  and  Powell22 

10 

7 

7 

0 

Wilson  and  Asper23 

37 

16* 

15 

0 

Raventos  et  al.24 

22 

11 

11 

0 

Hagler  et  al.25 

15 

14 

14 

0 

McKenzie26 

54 

19 

19 

0 

Harness  et  al.27 

58 

29 

29 

0 

Block28 

359 

52f 

49 

1 

Greenspan29 

116 

46 

46 

0 

Roudebush  and 

179 

107 

107 

0 

DeGroot30 

Southwick  et  al.31 

32 

32 

32 

0 

Stein32 

26 

26 

25 

1 

Totals 

979 

398 

391 

4 

(1  percent) 

* One  case  with  squamous-cell  carcinoma. 
4 Two  cases  with  medullary  carcinoma. 


which  developed  32  years  after  irradiation  to  the 
thyroid  for  hyperthyroidism. 

Further  search  for  radiation-associated  anaplastic 
carcinoma  of  the  thyroid  yielded  additional  cases, 
which  are  shown  in  Table  III,  together  with  the  five 
previously  mentioned  cases.  Five  cases  were  treated 
for  thyroid  conditions,  and  seven  for  various  non- 
thyroid conditions.  Radioiodine  has  been  shown  to 
be  carcinogenic,  but  is  believed  to  be  considerably 
less  effective  in  causing  human  thyroid  cancer  than 
is  external  irradiation.39’40  Development  of  well- 
differentiated  carcinoma  has  been  reviewed  by 
McDougall.41  However,  there  are  several  reports 
indicating  the  occurrence  of  anaplastic  thyroid  car- 
cinoma following  the  radioiodine  therapy  of  thyro- 
toxicosis.42-45 

Among  15  cases  shown  in  Table  III,  all  5 patients 
who  were  treated  for  the  thyroid  condition  probably 
received  more  than  2,000  rads,  which  was  considered 
to  be  an  optimal  dose  for  hyperthyroidism  and  other 
thyroid  diseases.21’34  Of  the  remaining  10  patients 
treated  for  various  nonthyroid  conditions,  it  is  of 
interest  to  note  that  4 were  treated  for  malignant 
lymphoma,  and  at  least  3 of  these  received  rather 
high  doses.  One  of  our  cases,  who  was  treated  for 
chromophobe  adenoma,  received  only  a small  dose 
to  the  thyroid.  However,  radiation  dose  in  the  other 
six  cases  is  not  known.  The  latent  period  for  these 
15  cases  varied  from  5 to  52  years,  with  a mean  of  27.2 
plus  or  minus  4.1  years,  which  appears  to  be  equal  to 
that  for  radiation-associated,  well-differentiated 
carcinoma. 

Only  four  cases  were  below  age  40  at  the  time  of 
diagnosis  of  anaplastic  thyroid  carcinoma.  With  the 
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TABLE  III.  Anaplastic  carcinoma  of  the  thyroid  after  irradiation 


Authors 

Age  at 
Radiation 
Therapy 

Age  at 
Diagnosis 

Latent 

Period 

Conditions 

Treated 

Radiation 
Dose  (rads) 

Quimby  and  Werner1 

68  to  70 

78 

10 

Goiter 

NA 

Wilson  et  al.20 

25  to  29 

63 

38 

Thyrotoxicosis 

2,000 

Willis34 

63 

79 

16 

Thyrotoxicosis 

NA 

Willis34 

29 

59 

30 

Thyrotoxicosis 

NA 

Jao  and  Gould35 

22 

74 

52 

Thyrotoxicosis 

NA 

Buckwalter  and  Meredith36 

0 

8 

8 

Thymus 

NA 

Hempelmann  et  al.8 

0,  1 

30 

30 

Thymus,  Hodgkin’s 

531,  2,400 

Voisin  et  al.37 

50 

56 

6 

Lymphoma 

4,000 

Levene  and  Vickery38 

3 

32 

29 

Eosinophilic 

granuloma 

NA 

Block'28 

20s 

62 

ca40 

Lymphadenitis 

NA 

Stein32 

Child 

24 

ca20 

Tonsils 

NA 

Volpe33 

10, 15 

49 

39 

Tonsils,  Acne 

NA,  NA 

This  report 

5 

49 

44 

Hodgkin’s 

290+ 

This  report 

35  to  54 

66 

31 

Hodgkin’s 

5,600+ 

This  report 

59 

64 

5 

Chromophobe 

adenoma 

4,542  to 
pituitary 

NA  = not  available. 


exception  of  several  cases,  many  patients  have  re- 
ceived or  were  assumed  to  have  received  a relatively 
high  radiation  dose  to  the  thyroid.  At  around  or 
above  2,000  rads,  there  appears  to  be  a gradual  de- 
crease in  risk  of  developing  thyroid  carcinoma.40 
However,  this  may  be  due  largely  to  the  decrease  of 
well-differentiated  thyroid  carcinoma,  and  the  risk 
of  developing  anaplastic  carcinoma  may  actually 
increase  at  higher  radiation  doses. 
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Device  aids  cerebral  palsy  patients 
in  controlling  head  movements 

Exercising  with  an  automated  head  stabilizing  apparatus 
has  enabled  a small  group  of  cerebral  palsy  patients  to 
virtually  eliminate  the  constant  involuntary  head  move- 
ments that  often  characterize  cerebral  palsy. 

Frederick  A.  Harris,  Ph.D.,  a neurophysiologist  at  the 
University  of  Washington  School  of  Medicine,  Seattle, 
originator  of  the  apparatus,  told  the  Medical  News  Section 
of  the  February  9 Journal  of  the  American  Medical  As- 
sociation that  the  same  principle  may  also  enable  cerebral 
palsy  patients  to  gain  voluntary  control  over  arm  and  leg 
movements. 

The  device  consists  of  a frame  that  restrains  the  shoul- 
ders and  a manipulator  that  supports  and  acts  on  the  head. 
It  was  originally  developed  by  Dr.  Harris  as  a passive  re- 
straint for  holding  a patient’s  head  still  enough  for  dental 
work  to  be  done.  The  restraint  also  can  allow  self-feeding 
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for  a cerebral  palsy  patient  with  severe  head  movement 
problems. 

The  apparatus  was  tested  on  Five  patients,  ranging  in  age 
from  7 to  31  years.  At  the  start  each  exercised  for  one  hour 
each  week,  and  sessions  were  extended  as  strength  per- 
mitted. After  eight  months  or  less  of  regular  training,  all 
five  subjects  had  gained  the  ability  to  hold  their  heads  al- 
most completely  on  center  without  any  mechanical  help. 
Continued  practice  is  necessary  to  maintain  this  ability. 

His  results  with  the  stabilizer  were  greeted  with  surprise 
by  his  colleagues.  One  reason  for  this,  Dr.  Harris  suggests, 
is  that  “there  is  a tendency  to  give  up  on  cerebral  palsy 
patients,”  in  part  due  to  the  long-standing  idea  that  the 
condition  is  due  to  diffuse  and  irreversible  brain 
damage. 

If  Dr.  Harris’  results  are  borne  out  in  tests  with  larger 
numbers  of  people,  they  will  support  the  contention  that 
whatever  brain  damage  is  involved  in  cerebral  palsy,  it  is 
at  least  partly  remediable,  the  JAMA  article  says. 
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Therapy  of  Acute 

Nonlymphocytic 

Leukemia 

I.  Clinical  aspects* 


There  have  been  significant  advances  in  the  treat- 
ment of  acute  nonlymphocytic  leukemia  in  recent 
years.  At  the  present  time  the  vast  majority  of  pre- 
viously untreated  patients  who  are  less  than  or  equal 
to  50  years  of  age  will  enter  complete  remission. 
More  than  50  percent  of  the  patients  between  50  and 
70  years  of  age  will  also  enter  remission.  Treatment 
remains,  however,  quite  difficult,  with  platelet  and 
granulocyte  transfusions  being  required  for  optimal 
patient  management.  Unfortunately,  most  patients 
who  enter  complete  remission  eventually  relapse,  and 
remission  induction  for  these  patients  is  quite  diffi- 
cult. We  have  begun  a program  of  autologous  bone 
marrow  transplantation  to  rescue  relapsed  patients 
from  the  often  prohibitive  toxicity  of  remission 
reinduction  therapy. 
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Buffalo,  New  York 

DONALD  J.  HIGBY,  M.D. 

Buffalo,  New  York 

From  the  Department  of  Medicine  A,  Roswell  Park  Memorial 
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Significant  advances  have  been  made  in  recent 
years  in  the  treatment  of  acute  leukemia.  In  acute 
lymphocytic  leukemia  of  childhood,  five-year  sur- 
vival can  be  expected  for  at  least  one  half  of  the 
treated  patients,  with  perhaps  one  half  of  these  going 
on  to  cure.1-3  While  the  most  dramatic  advances 
have  been  made  in  the  treatment  of  this  variety  of 
leukemia,  substantial  progress  is  also  apparent  in  the 
treatment  of  ANLL  (acute  nonlymphocytic  leuke- 
mia). With  the  introduction  of  cytosine  arabinoside 
and  the  anthracycline  antibiotics,  AdR  (adriamycin) 
and  DNR  (daunorubicin),  remission  rates  have  risen 
in  the  last  six  years  from  less  than  20  percent  to  the 
point  where  now  more  than  one  half  of  the  patients 
with  this  disease  will  enter  complete  remission  status 
and  as  many  as  80  percent  of  patients  under  50  to  60 
years  of  age  attain  complete  remissions.4-8  This 
increase  in  remission  rate  is  accompanied  by  sub- 
stantial increases  in  survival  time  as  well. 

For  virtually  all  patients,  adequate  therapy  re- 
quires the  ablation  of  bone  marrow  with  attendant 
severe  pancytopenia  and  increased  susceptibility  to 
infection  and  an  increase  in  the  risk  of  hemorrhage. 
These  two  significant  clinical  problems  necessitate 
a supportive  care  treatment  program  providing 
careful  surveillance,  immediate  and  appropriate 
action  if  patients  change  acutely,  and  ready  access 
to  platelet  and  granulocyte  transfusions. 

This  communication  describes  the  evolution  of  our 
programs  for  treating  this  neoplastic  disease.  The 
following  article  will  describe  the  biology  and  bio- 
chemistry of  acute  nonlymphocytic  leukemia  cells 
and  our  attempts  to  develop  assays  for  predicting  the 
therapeutic  efficacy  of  the  currently  available  che- 
motherapeutic agents. 

* Supported  by  U.S.  Public  Health  Service  Grants  CA-5834  and 
CA-24162. 


Materials  and  methods 

Protocol  950501.  Introduction.  Protocol  950501 
was  designed  to  ask:  (1)  whether  AdR  at  a dose  of 
30  mg.  per  square  meter  is  equal  to  DNR  at  45  mg. 
per  square  meter  with  respect  to  remission  induction, 
and  (2)  whether  there  is  a difference  between  a 
maintenance  regimen  in  which  chemotherapeutic 
agents  are  administered  at  relatively  high  doses  every 
6 weeks  and  a regimen  in  which  low  doses  of  the  same 
drugs  are  administered  daily,  with  intensive  rein- 
duction therapy  every  12  weeks  (Fig.  1).  The  first 
question  was  predicated  on  the  fact  that  while  the 
administration  of  the  combination  of  seven  days  of 
ara  C (cytosine  arabinoside)  and  three  days  of  DNR 
was  a highly  effective  induction  regimen,  the  cumu- 
lative myocardial  toxicity  of  DNR  limited  the  use  of 
this  anthracycline  antibiotic  in  maintenance  therapy. 
It  was  hoped  that  the  use  of  a lower  dose  of  adri- 
amycin would  permit  the  administration  of  an  an- 
thracycline for  a longer  period  of  time  during  main- 
tenance therapy. 

The  second  question  was  based  on  the  fact  that  the 
commonly  employed  schedule  of  intensive  reinduc- 
tions every  four  to  six  weeks  committed  one  half  of 
a patient’s  time  in  remission  to  either  receiving  or 
recovering  from  chemotherapy.  It  was  hoped  that 
by  stretching  the  interval  between  intensive  rein- 
ductions to  every  12  weeks,  combined  with  interval 
low-dose  therapy  of  little  toxicity,  an  equivalently 
effective  regimen  would  be  obtained  but  one  which 
would  be  much  less  toxic. 

Treatment  results.  Comparison  of  the  efficacies 
of  the  ara  C-AdR  and  ara  C-DNR  induction  regimen 
is  given  in  Table  I.  The  asymmetry  in  patient 
numbers  in  each  group  arose  from  the  fact  that  the 
DNR  arm  was  discontinued  as  soon  as  it  became 
apparent  that  the  remission  induction  rate  with  the 
AdR-ara  C arm  was  sufficiently  high  to  preclude  our 
demonstrating  a significant  difference  between  the 
two  induction  arms,  given  our  patient  base.  Note 
that  for  patients  under  50  years  of  age,  the  remission 
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FIGURE  1.  Chemotherapy  schema  for  protocol  950501.  (A)  Induction  and  consolidation.  (B)  Maintenance. 


TABLE  I.  Efficacy  of  Adriamycin  and  DNR  for 
remission  induction  therapy  in  combination  with  ara  C 


Category 

AdR 

DNR 

Gender 

Age 

Mean  ± standard 

11  male;  15  female 

7 male;  3 female 

error 

48.9  ± 5 

43  ± 4 

Median 

Complete 

remission/total 
number  of 

51 

33 

patients 

17/26 

7/10 

induction  rate  is  80  percent,  a number  not  different 
from  the  remission  induction  rate  for  childhood  ALL 
(acute  lymphocytic  leukemia). 

The  median  survival  for  all  patients  treated  was 
13  months.  All  patients  70  years  old  or  less  were 
treated  except  two:  one  patient  who  expired  less 
than  2 hours  after  admission;  and  a 70-year-old 
patient  with  acute  promyelocytic  leukemia  who  en- 
tered the  hospital  with  disseminated  intravascular 
coagulation  and  subarachnoid  hemorrhage  who  ex- 
pired 24  hours  after  admission  to  the  hospital.  The 
remission  duration  for  all  patients  is  given  in  Figure 
2A,  and  the  remission  duration  for  patients  treated 
with  intermittent  or  continuous  maintenance  ther- 
apy is  given  in  Figure  2B.  The  several  early  relapses 
in  the  entire  patient  population  are  not  reflected  in 
the  curves  for  both  maintenance  arms;  two  early  re- 
lapses occurred  during  consolidation  therapy  before 
the  patients  could  he  randomized  to  one  of  the 
maintenance  arms.  It  is  clear  that  the  durations  of 
remission  for  patients  treated  with  either  mainte- 
nance regimen  are  not  different. 

Virtually  every  patient  became  febrile  during  re- 
mission induction  therapy,  necessitating  the  ad- 
ministration of  systemic  antibiotics.  Most  patients 
received  granulocyte  transfusions  as  well.  Hence, 
while  being  highly  effective,  the  remission  induction 
regimen  was  quite  toxic  as  well. 

Protocol  970701.  Introduction.  In  designing 
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FIGURE  2.  Remission  duration  for  previously  untreated 
patients  treated  with  protocol  950501.  (A)  Composite  life 
table  projection  for  all  patients  who  entered  remission.  (B) 
Life  table  comparison  of  remission  durations  for  patients 
treated  with  daily  continuous  (A)  or  intermittent  chemotherapy 
(B). 

protocol  970701,  the  successor  protocol  to  P950501, 
we  made  use  of  several  observations  made  during  and 
subsequent  to  the  conduct  of  P950501.  While  the 
remission  induction  rate  was  quite  good,  30  percent 
of  the  patients  required  two  courses  of  therapy  to 
attain  complete  remission  status.  Intercurrent 
diseases,  such  as  infection  and  its  complications,  were 
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FIGURE  3.  Chemoimmunotherapy  regimen  for  protocol 
970701. 

the  primary  causes  for  failure  to  attain  complete  re- 
mission status  with  only  a single  previously  untreated 
patient  found  to  have  leukemic  cells  which  mani- 
fested clear-cut  resistance  to  ara  C-anthracycline 
therapy.9  Since  infection  is  directly  related  to  the 
duration  of  leukopenia,10  we  increased  the  in- 
tensity of  remission-induction  therapy  in  an  attempt 
to  induce  most  patients  into  complete  remission  with 
a single  course  of  therapy.  This  was  accomplished 
by  prolonging  the  ara  C infusion  to  10  days,  instead 
of  7,  for  those  patients  in  whom  a marrow  biopsy  on 
day  6 of  t herapy  revealed  a cellularity  of  5 percent  or 
more.  Patients  with  severely  hvpocellular  marrow 
on  day  6 received  only  7 days  of  ara  C (Kig.  3). 

Inspection  of  the  remission  duration  data  for 
patients  treated  on  protocol  950501  demonstrates  a 
significant  relapse  rate  during  the  first  eight  months 
of  remission  (Fig.  2).  In  an  attempt  to  deal  with  this 
problem,  we  intensified  consolidation  therapy  by 
increasing  the  number  of  courses  and  the  amount  of 
drug  administered.  As  a result  of  both  patient  and 
physician  preference,  we  decided  to  use  arm  A of 
P950501  as  the  basis  for  our  new'  maintenance  regi- 
men. We  decided,  however,  to  increase  the  intensity 
of  therapy  without  sacrificing  the  three-month  in- 
terval of  low-intensity  therapy.  To  accomplish  this, 
the  maintenance  schedule  was  changed  in  two  ways: 
(l)a  short  five-day  course  of  high-dose  prednisone 
and  two  doses  of  vincristine  were  added  to  the  6- 
TG-MeGAG  (methyl  glyoxal  bis  guanyl  hydrazine) 
therapy  at  the  midway  point  in  the  three-month 
continuous  phase  of  therapy;  and  (2)  the  three- 
month  reinductions  were  intensified  by  increasing 
the  duration  of  therapy  and  amount  of  drug  admin- 
istered. 

While  attempting  to  increase  the  duration  of  re- 
mission by  intensifying  chemotherapy,  we  are  also 
exploring  the  possible  role  of  immunotherapy  in 
prolonging  remission  time.  Once  complete  remission 
is  achieved,  patients  are  being  randomized  to  receive 
or  not  to  receive  periodic  immunizations  with  neur- 
aminidase-treated allogeneic  leukemic  myeloblasts. 
Vibrio  cholera  neuraminidase  removes  sialic  acid 
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TABLE  II.  Comparison  of  remission  induction  regimens 
used  in  protocols  950501  and  970701 


Category 

P970701 

P950501 

Number  of  patients 

36 

36 

Gender 

Age 

Mean  ± standard 

18  male;  18  female 

18  male;  18  female 

error 

45.3  ± 3.2 

44.9  ± 3 

Median 
Number  of 
complete 
remissions 

54 

46 

(percent) 

25  (69) 

24  (66) 

<50 

13/15  (87) 

16/20  (80) 

>50  < 70 

Number  of  patients 
in  complete 
remission  after 
one  course  of 

12/21 (57) 

8/16  (50) 

therapy 

23 

17 

residues  from  cell  membranes,  thus  making  the  cells 
more  antigenic.  Preliminary  studies  have  suggested 
that  periodic  immunization  with  neuraminidase- 
treated  leukemic  cells  prolong  remission  dura- 
tions.11 

Initial  results.  The  complete  remission  rate  for 
the  initial  36  patients  treated  on  this  protocol  is  69 
percent.  While  this  rate  of  remission  is  not  signifi- 
cantly different  from  that  achieved  with  P950501, 
several  points  are  worthy  of  note.  Of  the  25  complete 
remissions  on  P970701,  all  but  two  were  achieved 
with  a single  course  of  therapy.  A comparison  of 
these  two  induction  regimens  is  given  in  Table  II.  It 
should  be  pointed  out  that  during  a 10-day  period, 
we  unexpectedly  lost  three  patients  to  a miniepi- 
demic characterized  by  a gastrointestinal  syndrome 
associated  with  severe  diarrhea  and  ileus.  Patients 
were  then  routinely  receiving  an  oral  antibiotic 
combination  of  erythromycin-neomycin-nystatin  in 
an  attempt  to  decrease  infection.  The  relationship 
between  this  oral  antibiotic  regimen  and  the  gas- 
trointestinal syndrome  is  now  known,  but  the  regi- 
men was  discontinued.  The  impact  of  these  three 
deaths  on  the  remission  rate  is  substantial  consid- 
ering the  number  of  patients  studied.  Despite  the 
increase  in  cytosine  arabinoside  administration  from 
7 to  10  days,  there  was  no  apparent  increase  in  he- 
matopoietic toxicity,  since  time  to  complete  remis- 
sion was  28  days  which  is  exactly  that  for  patients 
who  entered  complete  remission  after  a single  course 
of  7-plus-3  therapy. 

Figure  4 compares  the  remission  durations  for 
three  groups  of  patients:  patients  treated  on  pro- 
tocol 950501;  patients  on  P970701;  and  patients  in- 
duced with  the  P970701  regimen  but  who  did  not  go 
through  the  entire  consolidation  regimen  and  who 
were  given  a maintenance  regimen  consisting  of 
monthly  administration  of  cytosine  arabinoside  and 
6-thioguanine.  These  seven  patients  were  not 
treated  accordingly  to  P970701  because  their  local 
physicians  did  not  want  to  administer  intensive 
therapy  to  patients  who  were  already  in  remission. 
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FIGURE  4.  Comparison  by  life  table  projection  of  remission 
durations  for  patients  treated  with  P950501,  P970701,  and 
for  seven  patients  induced  into  remission  on  P970701  but 
who  did  not  receive  P970701  maintenance  therapy. 

There  were  no  discernible  medical  or  biologic  dif- 
ferences between  these  patients  and  those  treated  on 
P970701,  and  so  they  were  not  patients  who  had  an 
inherently  poor  prognosis.  At  this  preliminary  stage 
in  our  current  studies  there  appears  to  be  an  advan- 
tage for  those  patients  treated  on  the  complete 
P970701  regimen.  It  is  interesting  to  note  that  the 
two  relapses  on  the  complete  P970701  regimen  were 
in  patients  not  receiving  immunizations  with  neur- 
aminidase-treated cells.  The  patient  induced  with 
P970701  but  not  treated  on  our  maintenance  regimen 
who  has  to  date  had  the  longest  remission,  more  than 
52  weeks,  for  this  group  of  seven  patients,  received 
two  consolidation  courses  and  was  immunized  prior 
to  being  removed  from  the  protocol.  Thus,  while  it 
is  too  early  to  reach  a firm  conclusion,  the  prelimi- 
nary results  are  encouraging  with  respect  to  a pro- 
longation of  remission  time  using  this  maintenance 
regimen. 

Supportive  care  of  pancytopenic  leukemic 
patients.  Since  the  best  currently  available  remis- 
sion induction  treatment  for  acute  nonlymphocytic 
leukemia  involves  the  ablation  of  bone  marrow, 
pancytopenia  for  periods  of  two  to  four  weeks  is  the 
rule.  During  this  phase,  intensive  transfusion  sup- 
port is  necessary  for  the  patient  to  survive.  Hemo- 
globin levels  are  kept  in  the  range  of  10  Gm.  by  red 
blood  cell  transfusions.  Prophylactic  platelet 
transfusions  are  administered  when  the  platelet 
count  falls  to  20,000  per  cubic  millimeter  or  to  30,000 
if  the  patient  is  febrile.  Additional  therapeutic 
transfusions  are  administered  in  the  face  of  bleeding. 
While  bleeding  still  occasionally  occurs  despite  this 
intensive  supportive  approach,  it  is  not  usually  of 
such  severity  as  to  result  in  the  patient’s  death. 

Neutropenia,  however,  is  much  more  difficult  to 
deal  with.  Infections  otherwise  easily  contained  and 
controlled  by  host  defenses  can  rapidly  result  in  fatal 
septicemia  or  pneumonia  despite  what  in  other  cir- 
cumstances would  be  adequate  antibiotic  therapy. 
As  will  be  described  here,  effective  therapy  for  in- 
fection is  usually  not  curative  in  this  setting  hut 
rather  will  permit  the  patient  to  survive  until  com- 
plete remission  is  attained  with  the  attendant 
reconstitution  of  host  defenses.  Hence,  the  best  way 
to  deal  with  this  problem  is  to  prevent  infection  from 
occurring. 


Prevention  of  infection.  Several  studies  have 
demonstrated  the  efficacy  of  barrier  protection  fa- 
cilities, such  as  life  islands  or  laminar  air  flow  rooms, 
combined  with  the  suppression  of  host  flora  in  de- 
creasing infections  in  leukemic  patients.12  Treat- 
ment within  these  facilities  significantly  decreases 
a patient’s  exposure  to  potentially  pathogenic  or- 
ganisms. Thus,  the  use  of  these  facilities,  in  com- 
bination with  the  suppression  of  the  patient’s  own 
bacterial  flora,  significantly  reduces  the  patient’s 
exposure  to  potential  pathogens,  both  within  and 
without.  The  use  of  barrier  facilities  has  the  disad- 
vantage of  requiring  confinement  of  the  patient,  and 
the  usually  employed  oral  antibiotic  regimens  are 
expensive,  distasteful  to  the  patient,  and  often  cause 
diarrhea.  Several  studies  have  demonstrated  that 
the  administration  of  cotrimoxazole  (Septra-Bac- 
trim)  to  neutropenic  patients  reduced  the  incidence 
of  severe  bacterial  infection. 13-15  All  patients  re- 
ceiving induction  chemotherapy  receive  a combina- 
tion of  cotrimoxazole  and  nystatin  by  mouth.  This 
regimen  is  well  tolerated  and  is  inexpensive.  Older 
patients  are  treated  with  this  antibacterial-antifungal 
regimen  within  a laminar  air  flow  facility  during 
remission  induction  so  as  to  provide  additional  pro- 
tection against  airborne  microorganisms.  All  pa- 
tients eat  conventional  diets.  While  we  have  only 
recently  instituted  this  approach,  it  is  clear  that  the 
cotrimoxazole  given  is  well  tolerated  by  both  hospi- 
talized pat  ients  and  patients  being  treated  at  home. 
The  incidence  of  severe  infection  also  appears  to  be 
reduced,  and  there  is  no  evidence  of  delayed  hema- 
tologic recovery  resulting  from  the  administration  of 
cotrimoxazole. 

The  three  intensive  courses  of  consolidation  che- 
motherapy as  well  as  the  intensive  reinduction 
courses  of  t herapy  every  three  months  produce  severe 
pancytopenia.  In  the  early  part  of  these  studies, 
virtually  every  patient  receiving  these  intensive 
courses  of  therapy  became  infected  and  required 
hospitalization.  Recently  we  have  begun  to 
administer  oral  cotrimoxazole  to  these  patients  while 
they  are  granulocytopenic.  Since  initiating  this 
program  of  prophylaxis,  we  have  not  seen  any  sig- 
nificant infectious  complications  during  intensive 
therapy  in  patients  in  remission.  All  patients  require 
platelet  transfusions  for  approximately  seven  days 
after  each  course  of  intensive  therapy.  The  high- 
dose  prednisone-vincristine  segment,  which  is  well 
tolerated  with  a few  patients  complaining  of  eupho- 
ria, does  on  occasion  produce  severe  pancytopenia. 
Because  of  the  use  of  cotrimoxazole  and  the  avail- 
ability of  platelet  transfusions,  patients  are  hospi- 
talized only  during  the  initial  remission-induction 
therapy.  For  all  other  courses  of  drug  administration 
as  well  as  for  the  periods  of  pancytopenia,  all  patients 
are  treated  in  our  outpatient  department. 

Treatment  of  infection.  Fever  in  the  severely 
neutropenic  patient,  with  less  than  500  granulocytes 
per  cubic  millimeter,  is  a clinical  emergency.  The 
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classic  approach  to  treatment  of  the  febrile  patient 
involving  repeated  cultures  and  the  selection  of  a 
single  antibiotic  for  therapy  once  a documentation 
of  a microbial  infection  is  made  is  not  appropriate  for 
the  therapy  of  these  patients.  Very  commonly  fever 
is  the  only  sign  of  infection,  with  the  source  of  in- 
fection often  not  being  discernible  even  at  postmor- 
tem examination.  Even  when  an  organism  is  iso- 
lated, it  cannot  be  assumed  that  it  is  the  only  path- 
ogen involved  in  the  infection. 

Delay  in  adequate  treatment  is  frequently  ac- 
companied by  rapid  deterioration,  septic  shock,  and 
death.  Hence,  it  must  never  be  assumed  that  fever 
is  secondary  to  the  leukemia  but  rather  that  infection 
is  the  cause.  The  appropriate  approach  to  the  febrile 
neutropenic  leukemic  patient  is  to  take  blood,  urine, 
sputum,  and  other  indicated  cultures  as  rapidly  as 
possible  and  then  immediately  initiate  antibiotic 
therapy.  Our  current  approach  is  to  administer  the 
combination  of  tobramycin,  5 mg.  per  kilogram  in 
three  divided  doses  per  day,  and  carbenicillin,  5 Gm. 
every  four  hours,  with  careful  monitoring  of  renal 
function,  serum  electrolytes,  and  serum  tobramycin 
levels.  This  combination  provides  adequate  cover- 
age for  both  aerobic  and  anaerobic  bacteria. 

For  more  than  two  thirds  of  the  patients,  fever  and 
infection  persist  despite  the  administration  of  anti- 
biotics. A difficult  clinical  decision  must  be  made 
as  to  whether  the  patients’  condition  has  remained 
the  same  or  is  deteriorating.  In  the  former  situation 
the  antibiotic  therapy  may  simply  be  continued.  If 
clinical  deterioration  has  occurred  or  if  the  patients’ 
initial  clinical  condition  was  poor,  a decision  is  made 
to  provide  the  patients  with  granulocyte  transfu- 
sions. 

Granulocyte  transfusions.  There  is  increasing 
evidence  that  granulocyte  transfusions  improve  the 
management  of  infection  in  patients  receiving  anti- 
biotics and  in  some  cases  rescue  patients  who  might 
otherwise  die.16-18  Under  optimal  conditions,  about 
5 times  1010  granulocytes  can  be  obtained  from  an 
adult  donor.  From  an  analysis  of  the  literature  it  can 
be  stated  that  a dose  of  cells  which  is  less  than  1010 
granulocytes  is  probably  ineffective,  except  for 
pediatric  patients.  Once  granulocyte  transfusions 
are  initiated,  a patient  should  receive  such  therapy 
for  at  least  seven  consecutive  days  before  a decision 
is  made  to  discontinue  such  transfusions.  In  adults, 
it  is  seldom  that  a single  transfusion  produces  an 
obvious  clinical  result.  It  should  be  remembered 
that  whatever  the  source  of  the  granulocyte  trans- 
fusions, the  clinician  using  these  transfusions  should 
be  sure  that  the  number  of  granulocytes  being 
transfused  is  adequate,  that  the  granulocytes  were 
obtained  on  the  same  day  as  use,  and  that  the  gran- 
ulocytes are  functionally  intact. 

Granulocyte  transfusions  should  be  used  under 
supervision  by  individuals  experienced  in  their  use. 
Acute  reactions,  such  as  fever  and  chills,  are  not  un- 
common. Patients  with  such  reactions  should  be 
adequately  premedicated  with  antihistamines, 


steroids,  and,  in  some  cases,  meperidine. 

Granulocyte  transfusions  given  to  a patient  with 
a severe  life-threatening  pulmonary  infection  may 
produce  an  increase  in  dyspnea  as  a result  of  intra- 
vascular stasis  in  the  lungs  or  as  a result  of  the  gran- 
ulocytes localizing  in  the  lungs  and  producing  pul- 
monary infiltrates  at  the  site  of  infection.  This  does 
not  mean  that  granulocyte  transfusions  should  not 
be  administered  in  such  situations,  but  rather  that 
they  should  be  administered  with  a great  deal  of 
caution  by  an  experienced  individual. 

Treatment  of  relapsed  patients.  While  one  can 
be  optimistic  with  respect  to  the  therapy  of  pre- 
viously untreated  leukemic  patients,  such  optimism 
cannot  be  readily  extended  to  the  treatment  of  re- 
lapsed patients.  Since  the  leukemia  cells  of  such 
patients  are  often  resistant  to  the  standard  doses  of 
chemotherapeutic  agents,  their  remission  rate  is  less 
than  50  percent,  and  when  remissions  are  obtained 
they  are  short-lived.  For  those  patients  whose  leu- 
kemic cells  remain  sensitive  to  chemotherapy,  often 
their  normal  bone  marrow  reserve  is  poor  so  that  even 
if  the  leukemic  cells  are  ablated,  the  regeneration  of 
normal  marrow  either  does  not  occur  or  is  markedly 
delayed,  resulting  in  patient  death  due  to  intercur- 
rent infection  or  bleeding.  Both  problems  could  be 
circumvented  if  one  could  administer  larger  than 
conventional  doses  of  drugs  followed  by  rescue  of  the 
patient  from  the  ensuing  marrow  toxicity. 

We  have  recently  initiated  a program  of  autologous 
marrow  transplantation  for  the  treatment  of  relapsed 
leukemic  patients.  Several  studies  have  demon- 
strated the  feasibility  of  removing  marrow  from  a 
patient,  freezing  the  marrow,  and  then  using  the 
marrow  to  rescue  a patient  from  what  otherwise 
would  be  lethal  marrow  aplasia  produced  by  in- 
tensive chemotherapy.19-21  Early  during  the  first 
remission  we  anesthetize  the  patient  and  remove  by 
multiple  aspirations  approximately  1,000  ml.  of 
marrow.  Cells  with  the  potential  to  repopulate  a 
marrow  are  frozen  for  later  use.  When  patients  re- 
lapse, they  receive  extremely  intensive  chemotherapy 
followed  by  the  infusion  of  their  stored  remission 
marrow.  We  expect  to  be  able  to  increase  our  ability 
to  ablate  leukemia  by  this  increase  in  chemothera- 
peutic dosage  while  avoiding  lethal  aplasia  through 
the  use  of  an  autologous  marrow  transplant.  Clearly 
at  the  present  time  such  therapy  is  not  likely  to  be 
curative,  since  the  remission  marrow  cells  which  are 
infused  in  all  likelihood  include  residual  leukemic 
cells.  However,  we  expect  that  we  will  be  able  to 
provide  the  patient  with  a longer  second  remission 
than  if  he  were  treated  otherwise.  In  addition, 
studies  are  currently  underway  in  our  laboratories 
to  develop  a method  for  removal  of  residual  leukemia 
from  the  remission  marrow.  If  this  could  be 
achieved,  then  such  autologous  transplantation  could 
conceivably  be  a curative  procedure. 

A special  note  should  be  made  regarding  the 
management  of  blastic  crisis  in  patients  with  chronic 
myelocytic  leukemia.  Goldman  and  his  colleagues,22 
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at  the  Hammersmith  Hospital  in  London,  have  now 
successfully  treated  several  patients  in  blastic 
transformation  with  marrow-ablative  chemotherapy, 
followed  by  reconstitution  of  their  marrow  using 
cryopreserved  buffy  coats  obtained  from  the  patients’ 
own  peripheral  blood  by  leukapheresis  early  in  their 
course.  The  result  is  that  the  patient  reenters  the 
chronic  phase  of  the  disease.  One  such  patient  has 
been  in  a second  “chronic  phase”  for  over  a year  and 
regained  his  sensitivity  to  busulfan  (Myleran).22 

Since  the  patient  who  enters  the  blastic  phase  of 
chronic  myelogenous  leukemia  has  a much  poorer 
prognosis  than  a similar  patient  with  acute  myelo- 
cytic leukemia  and  remissions  are  extremely  rare,  we 
currently  leukapherese  and  store  peripheral  white- 
blood  cells  in  every  patient  with  chronic  myelocytic 
leukemia  made  available  to  us  prior  to  the  initiation 
of  therapy. 

Conclusion 

It  is  clear  that  there  has  been  substantial  im- 
provement in  the  treatment  of  ANLL.  This  applies 
to  childhood  ANLL  as  well.  Five  children  have  been 
treated  with  protocols  950501  and  970701,  with  all 
five  having  achieved  complete  remission.  Of  these 
five  patients,  one  expired  as  a result  of  hepatitis,  one 
patient  relapsed  at  22  weeks,  and  the  three  remaining 
patients  continue  in  complete  remission  at  1 and 
two-thirds  years,  one  and  one-half  years,  and  three 
months,  respectively.  This  is  especially  significant, 
since  the  responsiveness  of  ANLL  in  children  has 
long  been  felt  to  be  quite  poor.  The  treatment  of 
older  adults  continues  to  be  a problem  in  that  re- 
mission-induction failure  due  to  intercurrent  disease 
remains  a serious  obstacle  to  therapy.  Once  remis- 
sion is  achieved,  however,  older  patients  experience 
remissions  which  are  as  long  as  those  experienced  by 
younger  counterparts. 

It  is  clear  that  the  most  effective  therapeutic 
regimens  expose  the  patient  to  significant  risk  as  a 
result  of  severe  pancytopenia.  Appropriate  man- 
agement of  such  complications  requires  the  avail- 
ability of  specialized,  complicated,  and  expensive 
procedures  as  well  as  the  functioning  of  a house  staff 
with  extensive  experience  in  the  treatment  of  such 
complications.  The  possibility  of  the  salvage  of  re- 
lapsed patients  through  the  use  of  autologous  bone- 
marrow  transplants  also  mandates  treatment  in  a 
major  cancer  center.  On  the  other  hand,  many 
patients  live  some  distance  from  a cancer  research 
center,  and  still  others  who  live  nearby  prefer  to  be 
treated  by  their  family  physician.  In  addition,  there 
are  simply  too  many  patients  to  be  treated  exclu- 
sively by  such  research  centers.  We  have  attempted 
to  deal  with  these  realities  in  the  following  way. 
During  periods  of  intensive  therapy  we  try  to  treat 
all  patients  at  Roswell  Park.  Subsequent  to  the 
remission-induction  therapy  and  the  intensive  con- 


solidation phases,  the  patients  are  treated  by  their 
local  physicians  using  our  treatment  protocol.  The 
patient  is  seen  at  Roswell  Park  every  six  weeks  for 
follow-up  examination  and  study,  and  there  is  fre- 
quent consultation  between  us  and  the  primary 
physician.  In  this  way,  the  patient  is  able  to  receive 
optimal  care,  and  at  the  same  time,  studies  are  being 
conducted  which  will  provide  the  basis  for  future 
therapeutic  protocols. 
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The  treatment  of  acute  nonlymphocytic  leukemia  is 
based  on  the  empiric  use  of  chemotherapeutic  agents. 
A definition  of  the  biologic  and  biochemical  proper- 
ties of  leukemic  cells  and  their  progenitors  would 
permit  a greater  understanding  of  those  factors  which 
determine  patient  response  to  therapy.  Studies  of 
pretreatment  retention  of  cytosine  arabinoside  by 
leukemic  myeloblasts  has  demonstrated  that  there 
is  a direct  correlation  between  remission  duration 
and  drug  retention  for  patients  treated  with  a che- 
motherapeutic regimen  which  places  heavy  emphasis 
on  the  antileukemic  effect  of  cytosine  arabinoside. 
The  leukemic  cells  of  patients  are  being  assessed  for 
cell  kinetic  properties,  drug  metabolism,  and  effects 
prior  to  and  during  chemotherapy  so  that  assays 
predictive  of  chemotherapeutic  response  can  be  in- 
corporated into  determining  chemotherapeutic  reg- 
imens for  individual  patients. 
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The  fundamental  issue  in  the  treatment  of  ANLL 
(acute  nonlymphocytic  leukemia)  is  similar  to  that 
which  plagued  the  infectious  disease  specialist  100 
years  ago:  how  can  one  select  and  deliver  chemo- 
therapy which  is  lethal  for  the  unwanted  cells,  leu- 
kemic or  microbial  as  it  were,  while  being  nontoxic 
or  relatively  nontoxic  to  the  patient?  The  isolation 
of  antibiotics  went  a long  way  toward  solving  this 
problem,  but  almost  equally  important  was  the  de- 
velopment of  in  vitro  assays  of  the  antibiotic  sensi- 
tivity of  microorganisms  responsible  for  disease.  If 
such  assays  were  not  available  for  the  prediction  of 
the  efficacy  of  such  agents  and  for  the  selection  of 
drugs  suitable  for  the  therapy  of  each  individual 
patient,  the  management  of  infectious  disease  would 
still  be  complicated  and  frustrating. 

Currently  there  are  a variety  of  chemotherapeutic 
agents  of  varying  degrees  of  antileukemic  activity. 
While  no  agents  exist  which  are  selectively  toxic  for 
leukemic  cells,  it  is  clear  that  some  of  the  drugs  must 
be  somewhat  selectively  toxic,  since  otherwise  re- 
missions would  not  occur.  The  optimal  use  of  these 
antileukemic  agents  is  hampered,  since  the  selection 
of  appropriate  agents  to  be  used  to  treat  an  individual 
patient  is  based  on  empiric  data  derived  from  pop- 
ulation studies;  that  is,  a regimen  is  employed  if  in  the 
past  it  gave  a high  response  rate  in  a group  of  patients 
with  a similar  disease.  Since  no  regimen  produces 
successful  responses  in  all  patients,  it  is  clear  that  the 
empiric  approach  invariably  leads  to  the  use  of  a 
regimen  which  will  be  inappropriate  and  ineffective 
for  some  patients.  Clearly  the  ability  to  tailor  a 
regimen  for  the  individual  patient  prior  to  initiating 
therapy  would  have  great  benefit.  This  report  will 
discuss  the  theoretic  determinants  of  response  to 
therapy  and  describe  our  initial  attempts  to  develop 
such  assays. 

Clinical  response 

General  considerations  of  factors.  As  de- 
scribed in  part  I,  the  current  chemotherapeutic  reg- 
imens used  to  treat  ANLL  produce  major  toxicity  to 
the  hematopoietic  system,  resulting  in  prolonged 
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periods  of  pancytopenia.  Clearly  the  ability  to 
withstand  the  stress  of  therapy  while  not  succumbing 
to  the  disease  process  is  an  essential  determinant  of 
clinical  response.  Advanced  age  and  the  presence 
of  serious  infection  at  the  time  of  diagnosis  clearly 
prejudice  a patient’s  chances  for  survival.1’2 

Given  the  ability  to  survive  for  several  weeks,  the 
next  consideration  is  the  delivery  of  adequate 
amounts  of  chemotherapeutic  agents  to  the  malig- 
nant cells.  Three  factors  are  relevant  to  this  issue: 
the  administration  of  adequate  doses  of  drugs;  the 
rate  of  metabolism  of  the  drugs;  and  the  accessibility 
of  the  leukemic  cells  to  the  drugs.  This  accessibility 
or  inaccessibility  of  leukemic  cells  to  drugs  can  be 
quite  significant  in  determining  therapeutic  response 
as  evidenced  by  the  dramatic  effect  that  the  delivery 
of  therapy,  cranial  irradiation,  to  acute  lymphocytic 
leukemic  cells  situated  in  the  central  nervous  system 
has  had  on  the  curability  of  that  leukemia.3 

If  the  leukemic  cells  are  exposed  to  the  chemo- 
therapeutic agent,  then  a variety  of  cellular  factors 
will  determine  the  effects  of  the  drugs.  For  the 
agents  in  use  today,  it  is  safe  to  assume  that  these 
agents  must  gain  entry  into  the  cells  and  in  some 
cases  be  metabolically  altered  to  an  active  form.  At 
this  point,  the  ultimate  determinant  of  response  is 
the  presence  of  a critical  metabolic  pathway  with 
which  the  drug(s)  must  interfere  and  produce  irre- 
versible cell  damage  and  death.  It  should  be  noted, 
however,  that  there  are  at  least  two  additional  con- 
siderations: (1)  for  some  drugs  to  produce  a lethal 
effect  the  cell  must  be  in  a specific  phase  of  the  cell 
cycle  in  which  the  target  metabolic  pathway  is  active; 
and  (2)  in  some  cases  the  intracellular  levels  of  nor- 
mal metabolites  must  be  sufficiently  low  so  as  not  to 
compete  with  and  thereby  prevent  the  drug  from 
killing  the  target  cell. 

Finally,  a patient’s  bone  marrow  must  contain 
sufficient  numbers  of  normal  stem  cells  to  permit 
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regeneration  of  normal  marrow  elements  once  the 
leukemic  cells  are  destroyed. 

These  factors  are  listed  in  the  following  outline. 

I.  Biological  aspects  of  patient 

A.  Age 

B.  Presence  of  infection 

C.  Persistence  of  normal  hematopoietic  stem 
cells 

D.  ? Immunologic  consideration 

II.  Pharmacologic  considerations 

A.  Administration  of  adequate  doses  of  drugs 

B.  Metabolism  of  drugs 

C.  Leukemic  cell  accessibility  to  drugs 

III.  Cellular  factors 

A.  Entry  of  drug  into  cell 

B.  Activation  of  drug,  where  relevant 

C.  Presence  of  sensitive  metabolic  pathway 

D.  Cell  cycle  status 

E.  Presence  of  competing  molecules  or  metabo- 
lites 

Biology  of  ANLL.  Acute  leukemia  cells  exhibit 
a block  in  the  normal  maturation  sequence  so  that 
their  development  is  arrested  at  the  myeloblast  or 
promyelocyte  stage.  This  block  has  two  effects. 
The  first  is  that  the  leukemic  cell  clone  does  not 
produce  mature  cells  capable  of  carrying  out  the 
functions  associated  with  cells  of  the  granulocytic 
series.  Secondly,  since  one  aspect  of  the  normal 
maturation  sequence  is  associated  with  loss  of  re- 
productive ability  together  with  senescence  and 
death,  the  lack  of  mat  uration  of  leukemic  cells  results 
in  an  increase  in  the  life  span  and  in  the  reproductive 
lifetime  of  the  leukemic  cell.  The  presence  of  leu- 
kemic cells  also  results  in  a marked  impairment  in  the 
ability  of  normal  residual  marrow  elements  to  pro- 
duce adequate  numbers  of  functioning  mature  cells 
of  all  the  myeloid  cell  lines.  Thus,  as  a result  of  these 
factors,  leukemic  patients  are  pancytopenic  with 
respect  to  normal  hematopoietic  elements. 

Intuitively  one  might  expect  that  acute  leukemia 
would  be  a disease  characterized  by  rapid  cell  pro- 
liferation. However,  initial  studies  using  :!HTdR 
(tritiated  thymidine)  labeling  indices  and  mitotic 
indices  suggested  in  fact  that  leukemic  cells  pro- 
liferated less  rapidly  than  their  normal  counter- 
parts.4 6 In  fact,  the  labeling  and  mitotic  indices  of 
leukemic  myeloblasts  were  only  one  fifth  to  one  third 
that  of  normal  myeloblasts.  Given  this  information, 
the  observed  growth  rates  and  transit  times  of  leu- 
kemic cells  could  not  be  accounted  for."  It  was  then 
observed  that  there  were  marked  differences  in  the 
labeling  indices  of  different  sized  leukemic  cells.  In 
fact,  the  labeling  indices  of  small  myeloblasts  was 
zero  while  that  of  large  myeloblasts  was  comparable 
to  normal  myeloblasts,  that  is,  approximately  50 
percent.5 * * 8  Thus  there  appears  to  be  a pool  of  pro- 
liferating myeloblasts  which  sustain  the  larger  in 
number  but  smaller  in  size  quiescent  leukemic 
myeloblast  population.  The  relatively  small  number 
of  actively  proliferating  myeloblasts  could  not  ac- 
count for  maintenance  of  the  leukemic  cell  popula- 
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FIGURE  1.  3H-TdR  labeling  index  and  suicide  index  of  leu- 
kemic cells.  (A)  Method  for  determination.  (B)  Comparison 
of  normal  mouse  marrow,  normal  human  marrow,  and  human 
myeloid  leukemia  cells.  (O  = mean  of  6 determinations;  3 
= mean  of  6 determinations;  and  #,*  = individual  patient 
leukemia  cell  values). 


tion,  so  it  was  concluded  that  either  there  were  cells 
entering  the  leukemic  cell  compartment  from  an 
unrecognized  compartment  or  the  small  nonpro- 
liferating leukemic  cells  had  the  ability  to  enlarge  in 
size  and  resume  proliferation.  Evidence  for  the 
latter  has  been  found.9'10  This  observation  is  of  ut- 
most potential  importance,  since  if  these  noncycling 
cells  can  in  fact  resume  proliferation  they  could 
repopulate  a patient  after  the  cycling  and  chemo- 
therapy-sensitive cells  are  destroyed.  On  the  other 
hand,  if  these  cells  cannot  repopulate  a patient,  then 
their  clinical  significance  would  be  much  reduced. 
Consistent  with  the  concept  of  reentry  of  quiescent 
leukemic  cells  into  cycle  is  the  report  that  an  increase 
in  thymidine  labeling  index  in  leukemic  cells  subse- 
quent to  the  initiation  of  chemotherapy  is  associated 
with  increased  responsiveness  to  therapy.11 

The  concept  of  a slowly  proliferat  ing  leukemic  cell 
populat  ion  is  in  some  ways  not  consistent  with  the 
clinical  observations  that  the  administration  of  hy- 
droxyurea, an  S (synthesis  of  DNA)  phase-specific 
drug,  results  in  a dramatic  and  rapid  decrease  in  the 

number  of  leukemic  cells  in  the  peripheral  blood. 
Such  a decline  is  not  compatible  with  a slowly 
growing  leukemic  cell  population.  Recently  we  have 
found  that  the  progenitor  of  the  recognizable  leuke- 

mic cell,  the  leukemic  cluster-forming  unit,  has  a very 

high  :!HTdR  suicide  index  which  is  three  to  five  times 
higher  than  the  labeling  index.12  The  presence  of 
such  a rapidly  proliferating  leukemic  progenitor  cell 
not  only  makes  leukemic  cell  kinetics  more  under- 
standable but  also  raises  a question  regarding  the 
significance  of  reentry  of  the  small  quiescent  leuke- 
mic cell  back  into  active  mitotic  cycling.  Figure  1 A 
describes  the  method  for  :,HTdR  suicide  studies,  and 
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FIGURE  2.  Correlation  between  retention  of  ara  C and  du- 
ration of  complete  remission. 

Figure  1 B provides  data  comparing  the  labeling  index 
of  the  recognizable  leukemic  cells  and  the  suicide 
index  of  their  immediate  progenitors.  The  respec- 
tive roles  played  by  reentry  of  quiescent  cells  into 
cycle  and  the  rapidly  proliferating  leukemic  pro- 
genitor pool  in  maintenance  of  the  leukemic  cell 
population  size  and  in  determining  the  clinical  re- 
sponse to  therapy  is  unclear  at  the  present  time. 

Effects  of  cytosine  arabinoside  and  adriamy- 
cin.  Ara  C (cytosine  arabinoside)  is  one  of  the  two 
most  potent  drugs  used  in  the  treatment  of  ANLL. 
The  mechanism  by  which  this  drug  acts  is  unclear, 
with  evidence  being  presented  for  an  inhibiting  effect 
on  DNA  (deoxyribonucleic  acid)  polymerase  and  on 
DNA-dependent  RNA  (ribonucleic  acid)  polymer- 
ase.1314 In  any  event,  this  antimetabolite  kills  only 
cells  which  are  synthesizing  DNA.15  To  be  effective, 
the  drug  must  be  activated  to  the  triphosphate  form. 
The  normal  intracellular  metabolite  deoxycytidine 
is  a reversible  inhibitor  of  the  effects  of  ara  C.  Figure 
2 highlights  the  metabolic  transformation  and  effects 
of  ara  C.  For  previously  untreated  patients  there 
appears  to  be  a good  correlation  between  the  amount 
of  ara  CTP  (cytidine  triphosphate)  formed  by  leu- 
kemic cells  and  the  response  of  patients  to  a thera- 
peutic regimen  which  includes  cytosine  arabinoside 
and  adriamycin.16  In  fact,  the  duration  of  remission 
for  patients  whose  leukemic  cells  retained  ara  CTP 
w'ell  is  substantially  longer  than  that  of  patients 
whose  leukemic  cell  ara  CTP  retention  was  low  (Fig. 
3). 

The  effects  of  adriamycin.  an  anthracycline  anti- 
biotic, are  more  distributed  around  the  cell  cycle 
including  cells  in  Gi  (gap  1),  S,  and  G9  (gap  2). 17,18 
The  anthracycline  antibiotics  intercalate  into 
DNA19,20  and  block  the  synthesis  of  DNA  and 
RNA.21 

Prediction  of  response  to  therapy.  Previous 
attempts  to  predict  the  response  of  patients  to  che- 
motherapy have  been  unsuccessful.  An  analysis  of 
these  reports  reveals  that  each  of  these  studies  failed 
to  take  into  account  certain  critical  considerations. 


For  example,  several  investigators  have  attempted 
to  correlate  pretherapy  thymidine  labeling  indices 
with  subsequent  response  to  chemotherapy.22  24 
Most  investigators  have  failed  to  demonstrate  any 
apparent  correlation.  It  would  have  been  most  ex- 
traordinary if  such  a correlation  has  been  found,  since 
cell  cycle  characteristics  are  only  one  potential  de- 
terminant of  response.  In  the  absence  of  studies 
which  could  identify  patients  whose  leukemic  cells 
were  metabolically  sensitive  to  the  chemotherapeutic 
agents  employed,  studies  cannot  succeed  unless  the 
vast  majority  of  leukemic  cells  were  uniformly 
metabolically  sensitive  to  the  drugs  employed.  This 
clearly  was  not  the  case.  Another  potential  problem 
relates  to  the  fact  that  the  relevant  kinetic  parame- 
ters may  be  those  of  the  leukemic  progenitor  cells  and 
not  those  of  the  cells  on  which  labeling  indices  are 
determined. 

Some  studies  have  attempted  to  correlate  uptake 
and  activation  of  cytosine  arabinoside  and  response 
to  therapy.25,26  These  studies  have  also  had  draw- 
backs similar  to  those  described  here  for  kinetics.  In 
addition,  however,  these  investigators  failed  to  make 
a distinction  between  clinical  resistance  to  therapy, 
that  is,  failure  of  remission  induction  regimens,  and 
leukemic  cell  resistance  to  the  drugs  employed. 
Patients  whose  leukemic  cells  are  kinetically  and 
metabolically  sensitive  may  not  attain  remission 
status  because  they  die  prematurely  as  a result  of  an 
intercurrent  disease.  This  is  in  fact  the  case  for  the 
majority  of  previously  untreated  patients,  while 
leukemic  cell  resistance  to  therapy  is  not  uncommon 
in  relapsed  patients. 

While  response  to  initial  therapy  with  adriamj'- 
cin-ara  C appears  to  correlate  well  with  ara  C uptake 
and  phosphorylation,  this  correlation  is  much  less  for 
previously  treated  patients  who  in  fact  may  be  re- 
fractory to  therapy,  that  is,  have  leukemic  cell  re- 
sistance, despite  the  fact  that  their  leukemia  cells 
take  up  and  phosphorylate  ara  C quite  well.  The 
reason  for  this  dissociation  is  not  clear  but  may  be 
due  to  one  or  more  of  the  following;  ( 1 ) a dissociation 
between  ara  CTP  formation  in  the  recognizable 
leukemic  cells  and  that  by  leukemic  progenitor  cells 
much  like  the  dissociation  between  labeling  index 
and  suicide  index;  (2)  the  absence  of  a sensitive 
metabolic  pathway  in  the  cells  of  relapsed  patients; 
and  (3)  inadequate  adriamycin  effects  in  the  presence 
of  adequate  ara  C effects. 
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Approach  to  characterization  of  biology 
of  ANL  ( acute  nonlymphocytic  leukemia) 
and  factors  which  determine  response  to 
therapy 

Clinical  parameters.  Our  program  is  designed 
to  integrate  all  of  the  measurable  parameters  de- 
scribed previously  to  develop  an  understanding  of  the 
factors  which  determine  the  response  of  an  individual 
patient  to  therapy.  To  accomplish  this  end  we 
gather  the  following  clinical  data  on  each  patient: 
age;  leukocyte  differential  count  at  diagnosis;  marrow 
cellularity  and  percentage  of  leukemic  cells;  presence 
or  absence  of  infection;  karyotypes  of  leukemic  cells; 
and  prior  history  of  therapy  for  another  malignant 
condition.  All  of  these  factors  play  a significant  role 
in  determining  the  ability  of  a patient  to  survive  the 
combined  assaults  of  chemotherapy  and  disease. 

Kinetic  parameters.  Several  approaches  are 
being  simultaneously  employed  to  kinetically  char- 
acterize leukemic  cells.  For  the  recognizable  leu- 
kemic cells  we  obtain  a 3HTdR  labeling  index  to  es- 
timate the  percent  of  leukemic  cells  synthesizing 
DNA.  We  also  obtain  a DNA  histogram  to  deter- 
mine the  distribution  of  DNA  contents  of  the  leu- 
kemic cell  population.27  As  illustrated  in  Figure  4, 
this  method  can  be  used  to  derive  an  estimate  of  the 
proportion  of  cells  in  the  Gi,  S,  and  G2  M (mitosis) 
phases  of  the  cell  cycle.  By  comparing  the  labeling 
index  and  the  percent  of  cells  in  S phase  as  estimated 
by  the  DNA  histogram,  we  hope  to  determine 
whether  or  not  there  is  a dissociation  between  the 
cells  which  are  truly  synthesizing  DNA  and  those 
which  are  not  synthesizing  DNA  but  which  contain 
between  2 and  4 times  normal  DNA  levels.  The 
possible  importance  of  such  a dissociation  is  de- 
scribed below.  The  :,HTdR  suicide  index  as  de- 
scribed elsewhere  in  this  article  is  used  to  estimate 
the  percent  of  leukemic  progenitor  cells  synthesizing 
DNA. 

We  carry  out  these  kinetic  studies  before  and  24 
hours  after  the  initiation  of  therapy.  In  this  way  we 
are  attempting  to  determine  both  the  preclinical  ki- 
netic parameters  which  may  influence  therapeutic 
response  as  well  as  any  perturbation  produced  by  24 
hours  of  therapy  which  may  not  only  play  a role  in 
predicting  response  to  an  entire  course  of  therapy  but 
which  may  also  increase  our  understanding  of  the 
biology  of  response.  For  example,  does  effective 
therapy  recruit  leukemic  cells  into  cycle  so  that  they 
become  sensitive  to  therapy?  Alternatively,  at  24 
hours  after  the  initiation  of  therapy  will  there  be  a 
dissociation  between  the  percent  of  leukemic  cells  in 
S phase  as  determined  by  thymidine  labeling  index 
and  DNA  histogram?  If  so,  will  the  presence  of 
significant  numbers  of  cells  arrested  in  S phase  in- 
dicate irreversible  leukemic  cell  damage  and  thus 
predict  for  a good  therapeut  ic  response? 


Pharmacologic-biologic  parameters 

The  pretherapy  leukemic  cells  of  patients  are 


CHANNEL  NUMBER 

FIGURE  4.  DNA  histogram.  Area  of  curve  under  Gt  or  G2 
+ M = number  of  cells  in  Gt  or  G2  + M.  Area  of  curve 
under lines  equals  number  of  cells  in  S phase. 

characterized  with  respect  to  the  uptake  and  phos- 
phorylation of  ara  C as  well  as  the  effect  of  ara  C on 
DNA  synthesis  by  these  cells.  We  have  added  this 
latter  parameter  as  one  potential  measurement  of  the 
presence  or  absence  of  a sensitive  metabolic  pathway 
in  these  cells.  We  also  measure  the  interaction  of 
adriamycin  with  the  leukemic  cells  using  a sensitive 
competitive  fluorometric  assay.28 

We  are  also  determining  the  sensitivity  of  the 
leukemic  progenitor  cells  to  cytosine  arabinoside  and 
adriamycin.  Pretherapy  marrow  is  incubated  with 
various  concentrations  of  ara  C and  adriamycin  fol- 
lowed by  cloning  in  vitro  (Fig.  5).  The  clonogenicity 
of  the  drug-treated  marrow  relative  to  untreated 
controls  reflects  the  resistance  of  the  progenitor  cells 
to  t he  treatment.  We  hope  to  develop  this  technique 
into  a predictive  assay  for  the  responsiveness  of 
leukemic  patients  to  chemotherapy.  The  sensitivity 
of  the  leukemic  progenitor  cells  to  ara  C may  be  sig- 
nificantly different  despite  similarities  in  the  uptake, 
activation,  and  retention  of  ara  C.  This  is  illustrated 
in  F'igure  6.  While  the  leukemic  cells  of  this  patient 
took  up  and  phosphorylated  ara  C,  this  drug  had 
little  effect  on  the  clonogenic  leukemic  progenitor 
cells.  Despite  receiving  a three-day  course  of  adri- 
amycin and  a 10-day  infusion  of  ara  C,  the  number 
of  leukemic  cells  in  the  blood  and  hone  marrow  of  this 
patient  was  not  decreased. 

Twenty-four  hours  after  the  initiation  of  chemo- 
therapy, we  obtain  a second  marrow  specimen  and 
measure  the  clonogenicity  in  vitro.  ;,HTdR  suicide 
index  of  leukemic  progenitor  cells,  the  colony- 
forming potential,  and  the  interaction  in  vivo  of 
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FIGURE  5.  Method  for  measurement  of  sensitivity  of  leu- 
kemic progenitor  cells  to  ara  C and/or  adriamycin. 

adriamycin  with  the  leukemic  cells  are  also  deter- 
mined. In  this  manner  we  hope  to  derive  an  estimate 
of  the  effects  of  exposure  of  leukemic  cells  to  che- 
motherapeutic agents  in  vivo. 

Analysis  of  data 

We  are  attempting  to  characterize  individual 
leukemic  patients  in  terms  of  their  clinical  charac- 
teristics as  well  as  the  kinetic,  biologic,  and  phar- 
macologic characteristics  of  their  leukemic  cells. 
Using  the  information  derived  from  these  studies,  we 
expect  to  he  able  to  increase  significantly  our  un- 
derstanding of  the  factors  which  determine  treat- 
ment success  or  failure.  It  is  hoped  that  such  an  in- 
tegrated approach  will  avoid  the  pitfalls  of  previous 
studies  and  will  permit  us  to  characterize  a patient’s 
leukemic  cells  prior  to  the  initiation  of  therapy  so 
that  drugs  with  the  greatest  chance  of  producing  the 
desired  clinical  effects  for  an  individual  patient  can 
be  utilized. 
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The  ‘Maker 


Examining  a Few  Myths 
About  Prescribing. 


Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  exheme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 


MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollar}>  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a fewr 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HC1  capsules 
w hich  met  official  mono- 
graph requirements  w ere 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracy  cline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “ expensive ” brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 
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MYTH:  Generic  options  al- 
most always  exist. 

FACT:  About  53  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
only  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


AATH:  Generic 
prescriptions  are  filled  with 
i nexpens i\ >e  generics , th  us 
saving  consumers  large 
sums  of  money. 

FACT:  Market  data  show 
that  you  invariably' 
prescribe — and  pharma- 
cists dispense — both 
brand  and  genericallv 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  die  patient  receives 
a proven  brand  product. 
Saiings  from  voluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
w as  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  Anti  y ou  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  anti  keep  patients 
on  the job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  alw  ay  s cost  the 
taxpay  er  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  phy  si- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  vour  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise, your  prescribing  pre- 
rogatives and  vour  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter \ As 
always,  vour  best  guide  to 
drug  therapy  for  vour  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  vou 
have  come  to  respect. 
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The  details  of  insulated  cases  of  surgery  seldom 
are  sufficient  to  afford  a student  a perfect  insight  into 
the  nature  of  disease;  but  when  the  general  principles 
on  which  professional  knowledge  should  rest  are  im- 
planted in  the  mind,  then  those  details  become  emi- 
nently valuable  in  illustration  of  facts,  and  in  confir- 
mation of  opinions  previously  entertained. — Prof. 
William  H.  Porter  (Dublin  Hosp.  Rep.  5:196  (1830)). 

The  majority  of  carotid  aneurysms  are  endo- 
cranial.  Seldom  does  aneurysmal  transformation 
overtake  the  cervical  components  of  the  carotid  tree, 
notwithstanding  their  liability,  like  that  of  other 
structures  in  the  neck,  to  all  manner  of  trauma,  in- 
flammation, infection,  and  neoplasia.  And  yet,  ex- 
tracranial carotid  aneurysms  are  of  much  interest. 
First,  in  contrast  to  the  waning  frequency  rates  of 
many  peripheral  aneurysms,  a recent  flurry  of  pub- 
lications about  carotid  ones  connotes  that  their  in- 
cidence may  be  on  the  ascendancy.  Second,  whereas 
the  exocranial  variety  is  nowise  as  innately  lethal  as 
its  endocranial  counterpart,  it  may  exact  a heavy  toll 
nonetheless  through  problems  of  misdiagnosis  and 
mismanagement. 

Kvidently,  the  clinical  implications  of  most  exo- 
cranial carotid  aneurysms  are  so  grave  as  to  confer 
on  those  uncommon  lesions  a special  importance 
which  is  inadequately  conveyed  by  the  isolated  ac- 
counts that  constitute  the  hulk  of  published  infor- 
mation about  them.  The  few  such  aneurysms  which 


we  encountered  in  the  course  of  a fairly  substantial 
vascular  surgical  experience  exhibited  enough  etio- 
logic  and  semeiologic  diversity  that  we  were  led  to 
consult  all  available  reports  on  the  subject.  That 
survey  yielded  a body  of  data  which,  besides  being 
heretofore  undocumented,  shed  somewhat  different 
perspectives  on  the  lesions  than  have  been  generally 
attributed  to  them  in  most  articles. 

This  communication  is  intended  to  share  both  the 
lessons  acquired  from  a small  personal  series  of  five 
cases  and  the  insights  garnered  from  review  and 
analysis  of  the  world  literature  from  the  years  1687 
through  1977. 

Case  reports 

Case  1.  Nontraumatic  common  carotid  aneurysm. 

A 58-year-old  white  Puerto  Rican  woman  gave  a three- 
month  history  of  intermittent  spells  of  dizziness,  ataxia, 
diplopia,  and  frontal  headaches  varying  in  frequency,  se- 
verity, and  duration.  Physical  examination  findings  were 
entirely  within  normal  limits.  No  cervical  pulsating  mass, 
thrill,  or  bruit  was  evident.  All  studies  were  unremarkable 
except  for  arch  aortography  which  uncovered  a fusiform 
aneurysm  of  the  distal  portion  of  the  right  common  carotid 
artery. 

Two  months  later,  the  aneurysm  was  exposed  through 
a longitudinal  cervical  incision  (Fig.  1).  It  was  2.7  cm.  in 
maximum  width  and  involved  1.2  cm.  of  the  distal  common 
carotid  and  0.5  cm.  of  internal  carotid.  The  external  ca- 
rotid was  atretic.  With  the  aid  of  induced  hypercarbia  and 
hypertension  the  lesion  was  excised,  the  external  carotid 
was  divided,  and  the  stumps  of  common  and  internal  ca- 
rotids were  anastomosed  end-to-end. 

The  postoperative  course  was  uneventful.  The  patient 
has  been  symptom-free  for  nearly  five  years.  Arteriogra- 
phy done  recently  showed  the  zone  of  anastomosis  to  be 
normal  in  caliber. 

The  thin-walled  aneurysm  had  histologic  features  that 
were  typically  arteriosclerotic.  It  did  not  contain  clot,  but 
the  mouth  of  the  internal  carotid  was  appreciably  narrowed 
by  a large  atheroma. 

Case  2.  Nontraumatic  common  carotid  aneurysm; 
coexistent  traumatic  fistula  between  external  carotid 
artery  and  internal  jugular  vein;  atheromatous  ob- 
struction of  internal  carotid.  A 62-year-old  Negress  was 
referred  for  recurrent  episodes  of  dizziness,  ataxia,  and 
right  tinnitus.  About  1 5 years  ago,  surgery  for  scrofula  had 
left  her  with  a permanent  right  Horner’s  syndrome,  and, 
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FIGURE  1.  Case  1.  Nontraumatic  CC  aneurysm  revealed  angiographically  (left)  and  at  operation  (right). 


after  a few  weeks,  with  noticeable  throbbing  of  the  ipsila- 
teral  external  jugular  vein.  A “fullness”  of  the  whole  right 
side  of  the  neck  evolved  gradually,  and  the  superficial  veins 
of  the  face  and  scalp  became  pulsatile  too.  Ten  years  later 
the  patient  began  to  experience  occasional  “lightheaded- 
ness” allied  with  gait  imbalance  and  humming  in  the  right 
ear.  These  disturbances  became  salient  a fortnight  prior 
to  hospitalization.  The  fullness  in  the  neck  had  become 
converted  in  the  preceding  couple  of  years  to  a circum- 
scribed oval  protrusion. 

There  was  a bulge,  4 cm.  in  diameter  and  3 cm.  above 
skin  level,  at  the  anterior  triangle  of  the  right  side  of  the 
neck.  It  was  partly  elastic,  exhibited  expansile  systolic 
pulsations,  and  was  crowned  with  an  ectatic  external  jug- 
ular vein.  A to-and-fro  thrill  and  bruit  were  discerned 
below  the  ramus  of  the  mandible.  Needle  centesis  of  the 
jugular  vein  yielded  bright  red  blood.  Cardiomegaly  was 
present,  without  murmurs  or  signs  of  congestive  failure. 

Arch  aortography  disclosed  a fistula  from  the  right  ex- 
ternal carotid  to  the  internal  jugular  vein,  as  well  as  marked 
proliferation  and  tortuosity  of  many  superficial  vessels  of 
the  head  and  neck  (Fig.  2).  An  ovoid  aneurysm  was  located 
in  the  midcommon  carotid. 

Through  a cervical  incision  the  main  trunk  of  the  fistula 
was  exposed  and  interrupted.  Fragments  of  silk  suture 
were  discovered  in  the  track.  Numerous  serpentine 
channels  constituting  satellite  fistulous  communications 
were  divided.  The  machinery  thrill  was  abolished  thereby. 
At  the  midportion  of  the  common  carotid  was  a fusiform 
aneurysm,  3.6  cm.  maxium  width  and  2.5  cm.  long,  with  a 
systolic  thrill  directly  over  it.  The  internal  carotid  was 
collapsed  and  pulseless.  With  the  aid  of  induced  hvper- 
carbia  and  hypertension  the  aneurysm  was  ablated.  Paltry 
backflow  from  the  cephalad  segment,  found  to  be  due  to 
near-occlusion  of  the  internal  carotid  orifice  by  an  ath- 
erosclerotic plaque,  was  rectified  by  endarterectomy. 


Terminoterminal  restoration  of  continuity  of  the  common 
carotid  was  achieved. 

The  postoperative  course  was  uneventful.  The  pulsa- 
tions, thrill,  and  bruit,  and  dilated  superficial  veins  all 
vanished.  There  were  no  symptoms  in  the  following  four 
and  three-quarter  years. 

The  aneurysm  enclosed  lamellated  thrombus.  It  showed 
severe  calcific  atherosclerosis. 

Case  3.  Traumatic  aneurysm  of  external  carotid. 

A 38-year-old  white  Puerto  Rican  woman  was  struck  in  the 
right  cheek  by  a 32-caliber  bullet.  A hematoma  which 
formed  over  the  malar  and  mandibular  areas  became  in- 
durated and  tender.  Three  weeks  after  injury,  blood- 
tinged  fluid  started  to  exude  from  Stensen’s  duct  during 
mastication  or  by  gently  pressing  on  the  brawny  swelling. 
This  had  spread  across  the  angle  of  the  jaw  to  the  retro- 
maxillary  region  by  now  and  measured  6 by  5 by  5 cm. 
Supervention  of  low-grade  fever  despite  antibiotics  made 
traumatic  parotitis  suspect.  As  another  three  weeks  went 
by  with  persistent  discomfort  and  no  change  in  the  di- 
mensions of  the  mass,  an  otolaryngologist  made  a small 
incision  at  its  apex  for  the  purpose  of  drainage.  Old  clots 
extruded,  then  a spurt  of  bright  red  blood  which  was 
overcome  by  firm  compression.  With  expulsion  of  the 
covering  thrombus,  the  swelling  was  noted  for  the  first  time 
to  impart  expansile  pulsations  and  a systolic  bruit,  but  no 
thrill. 

Arteriography  by  the  retrograde  brachial  route  disclosed 
a saccular  aneurysm  arising  from  the  midportion  of  the 
external  carotid  in  the  neck. 

Operation  two  months  after  injury  consisted  of  aneu- 
rysmectomy, ligation  of  the  external  carotid  and  its 
branches,  and  evacuat  ion  of  the  deep-seated  hematoma. 

The  postoperative  course  was  uncomplicated.  The 
patient  was  reported  to  be  well  seven  years  later. 
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FIGURE  2.  Case  2.  Nontraumatic  CC  aneurysm  with  coexistent  traumatic  fistula  between  EC  and  internal  jugular  vein.  (Left) 
Angiographic  view  of  aneurysm  (arrow).  Numerous  tortuous  dilated  vessels  above  lesion  represent  arteriovenous  channels. 
Vertebral  artery  (v)  very  ectatic,  as  are  other  cervical  arterial  vessels.  (Right)  Slightly  later  phase  of  angiogram  showing 
opacification  of  huge  internal  jugular  vein  (j)  while  contrast  medium  still  visible  in  common  carotid  artery  (c). 


Case  4.  Nontraumatic  internal  carotid  aneurysm. 

An  82-year-old  white  man  of  Greek  origin  had  a back- 
ground of  well-managed  arterial  hypertension  for  a decade. 
Over  the  preceding  three  years  he  had  fainted  four  times, 
each  spell  ushered  by  brief  “lightheadedness.”  The  week 
before,  following  the  latest  syncopal  episode,  he  was  subject 
to  intermittent  attacks  of  dizziness  and  ataxia. 

Physical  examination  was  unremarkable  except  that  the 
left  carotid  pulsations  were  more  prominent  than  those  on 
the  right.  A mass,  pulsations,  bruit,  and  thrill  were  absent. 
The  only  significant  finding  yielded  by  detailed  investi- 
gation was  angiographic  depiction  of  a small  globular  an- 
eurysm at  the  origin  of  the  left  internal  carotid. 

The  patient  refused  operation.  Hife  internist  placed  him 
on  a regimen  of  antivertigo  drugs,  aspirin,  and  dipyrida- 
mole. Ataxia  worsened  steadily.  Three  months  later, 
sudden  hemiplegia  carried  him  off. 

Case  5.  Nontraumatic  common  carotid  aneurysm 
and  dolichocarotid  stenosis.  A 73-year-old  obese  Ne- 
gress described  intermittent  attacks  of  vertigo,  ataxia,  and 
amnesia  during  the  preceding  year,  with  intensification  in 
the  past  month.  The  symptoms  were  said  to  be  precipi- 
tated sometimes  when  she  turned  her  face  to  the  right  or 
looked  upward.  Diabetes  mellitus  and  arterial  hyper- 
tension were  managed  satisfactorily  by  medication  and  diet 
for  five  years. 

Physical  examination  disclosed  blood  pressure  to  be 
180/100  mm.  Hg  in  both  arms.  The  Adson  test  result  was 
negative.  A pulsatile  bulge,  smooth  and  5 cm.  in  diameter, 


filled  the  right  supraclavicular  fossa.  Neither  a thrill  nor 
bruit  was  present. 

Arch  aortography  revealed  a fusiform,  aneurysmatic 
proximal  segment  of  the  right  common  carotid,  pronounced 
elongation  and  tortuosity  of  the  rest  of  the  vessel,  and 
constriction  at  the  bottom  arc  of  the  Z-shaped  dolicho- 
carotid (Fig.  3).  The  left  common  carotid  arose  anoma- 
lously from  the  innominate  artery. 

Access  to  the  lesion  was  through  a combined  cervical  and 
upper  sternum  splitting  incision  which  enabled  control  of 
the  innominate  artery.  The  aneurysm  was  resected,  to- 
gether with  just  enough  redundant  common  carotid  to 
allow  end-to-end  anastomosis  in  a straight  line  with  a 
proximal  cuff  of  the  vessel. 

Microscopically  and  macroscopically  the  aneurysm  and 
dolichocarotid  were  atherosclerotic. 

The  postoperative  course  was  wholly  uneventful,  and  the 
patient  was  symptom-free  until  one  and  one-half  years 
later,  when  slie  began  once  again  to  experience  occasional 
mild  attacks  of  dizziness,  with  superimposed  frontal 
headaches.  Nothing  unusual  was  found  except  for  arterial 
hypertension.  Medication  for  the  latter  was  changed,  and 
the  “giddiness”  abated,  only  to  return  one  year  later,  with 
ataxia  and  worse  headaches.  A diffuse,  expansile,  pulsatile 
swelling  was  noted  underneath  the  scar,  without  a thrill  or 
bruit. 

Retrograde  brachial  arteriography  showed  marked 
fusiform  ectasia,  5 cm.  in  largest  diameter,  of  the  proximal 
common  carotid,  with  encroachment  onto  the  subclavian 
artery. 


894  New  York  Stale  Journal  of  Medicine/May  1979 


FIGURE  3.  Case  5.  Nontraumatic  proximal  CC  aneurysm.  (Left)  Angiographic  depiction  of  large  fusiform  lesion  arising 
just  above  innominate  trunk  (i).  Contralateral  carotid  originates  anomalously  from  same  vessel.  (Right)  Postoperative  an- 
giogram. Aneurysm  excised  and  replaced  with  prosthesis  (large  arrows),  from  which  bypass  (small  arrows)  constructed 
to  axillary  artery. 


At  reoperation  the  thin  aneurysm  was  excised  and  re- 
placed with  a tubular  Dacron  prosthesis  from  the  distal 
innominate  to  sound  carotid.  Owing  to  its  extreme  fria- 
bility the  subclavian  artery  was  suture-ligated,  and  a T- 
limb  side-extension  was  fashioned  from  the  common  ca- 
rotid prosthesis  to  the  ipsilateral  axillary  artery. 

The  patient  was  symptom-free  for  the  following  three 
years.  Retrograde  brachial  arteriography  done  one  year 
postoperatively  showed  no  recurrence  and  good  filling  of 
the  prostheses. 

The  aneurysm  was  arteriosclerotic.  Microscopic  study 
with  special  stains  showed  marked  disruption  and  focal 
lack  of  elastic  fibers. 

Anatomic  relationships 

The  components  of  the  exocranial  carotid  arterial 
system  comprise: 

1.  The  CC  (common  carotid)  or  “primitive”  trunk, 
from  its  commencement  at  the  innominate  or  at  the 
aortic  arch,  up  to  and  including  the  bifurcation.  In 
sundry  articles  the  appellation  “bifurcation  aneu- 
rysm” is  meant  to  infer  involvement  of  the  terminal 
portion  of  the  CC  as  well  as  of  both  its  branches  in  con- 
tinuity, whereas  in  fact  accompanying  illustrations 
often  show  forking  just  to  one  side.  In  this  report  that 
designation  is  reserved  for  a lesion  situated  in  the  dis- 
tal CC,  and  any  extension  beyond  that  region  is  de- 
scribed. 


2.  The  1C  (internal  carotid),  from  its  origin,  the 
“sinus”  or  “bulb,”  at  the  CC  bifurcation  up  to  the  ori- 
fice of  the  petrous  canal. 

3.  The  EC  (external  carotid),  from  the  main  stem 
starting  at  the  CC  bifurcation  up  to  its  entrance  into 
the  parotid  gland.  All  of  the  subparotid  ramifications 
are  included,  but  none  of  the  intraglandular  ones,  nor 
their  terminal  outposts  to  the  face  or  scalp;  for  exam- 
ple, the  superficial  temporal,  posterior  auricular,  and 
so  forth. 

As  will  become  apparent  later  from  this  report, 
the  clinical  behavior  of  cervical  carotid  aneurysms 
at  different  locations  is  significantly  dependent  on 
the  various  anatomic  relationships  of  individual 
segments  of  the  parent  vessels.  It  is  pertinent, 
therefore,  to  cite  those  relationships. 

On  the  left  side  the  proximal  one  third  of  the  CC 
is  mostly  intrathoracic.  On  both  sides  much  of  this 
segment  is  shielded  behind  fascia,  the  sternocleido- 
mastoid and  infrahyoid  muscles,  and  the  sterno- 
clavicular articulations. 

Adjacent  to  the  middle  and  distal  thirds  of  the  CC 
are:  anteromedially,  the  trachea,  esophagus,  and 
thyroid  gland;  posteriorly,  the  cervical  sympathetic 
and  vagus  nerves,  the  anterior  scalene,  longus  colli, 
and  longus  capitis  musdes,  and  the  transverse  pro- 
cesses of  vertebrae;  and  anterolaterally,  the  internal 


May  1979/New  York  State  Journal  of  Medicine  895 


jugular  vein,  fibroareolar  tissue,  platysma,  and  a 
slanted  partial  overhang  of  sternocleidomastoid 
muscle. 

Depending  on  the  level  of  the  carotid  bifurcation, 
the  proximal  and  middle  thirds  of  the  IC  have  ana- 
tomic relationships  which  approximate  those  of  the 
distal  CC. 

The  uppermost  third  of  the  IC  is  sheltered  within 
a sort  of  inverted  pyramid  with  rigid  boundaries  on 
all  sides  save  the  medial  panel.  Above  are  the  base 
of  the  skull,  parotid  gland,  and  temporomandibular 
joint;  in  front  are  the  internal  pterygoid  muscle  and 
mandibular  ramus;  behind  are  the  longus  capitis 
muscle,  mastoid  and  styloid  processes,  prevertebral 
fascia,  and  spinal  column;  inferiorly  are  laminae  of 
thick  fibrous  fascia  converging  to  the  superior  me- 
diastinum; and  anterolaterally  are  the  stylohyoid 
ligament,  the  posterior  belly  of  the  digastric,  and  the 
stylopharyngeus  and  styloglossus  muscles.  These 
muscles  split  into  an  anterior  or  pterygoid  chamber 
tenanting  the  tonsil  and  a posterior  chamber  con- 
taining in  its  hindermost  section  the  IC. 

Medially,  the  distal  IC  is  in  close  apposition  to  the 
aerodigestive  inlets,  separated  from  them  by  just  a 
thin  partition  made  up  of  filmy  areolar  tissue  of  the 
parapharyngeal  (that  is,  pharyngomaxillary  and  re- 
tropharyngeal) spaces,  twigs  of  the  superior  laryngeal 
nerve,  buccopharyngeal  fascia,  superior  constrictor 
muscle,  pharyngeal  aponeurosis,  and  mucosa.  Dol- 
ichocarotid,  that  is,  elongation  of  the  artery,  which 
develops  especially  in  elderly  people,  tends  to  bring 
the  IC  even  closer  to  the  pharynx. 

Unlike  the  CC,  which  has  just  the  internal  jugular 
vein,  vagus  nerve,  and  sympathetic  chain  close  to  it, 
the  IC  is  escorted  and/or  crisscrossed  by  numerous 
important  structures;  namely,  the  carotid  sinus  nerve 
and  body,  internal  jugular  vein,  superior  cervical 
ganglion,  and  nerves  nine  through  twelve. 

The  EC  is  blanketed  by  platysma,  stylohyoid 
muscle,  and  posterior  belly  of  the  digastric  before 
becoming  embedded  in  the  parotid  gland.  Through 
most  of  its  course  the  artery  is  in  intimate  contact 
with  nerves — the  superior  laryngeal,  facial,  hypo- 
glossal, glossopharyngeal,  and  pharyngeal  branch  of 
the  vagus. 

Classification 

A uniform  nomenclature  for  cervical  carotid  an- 
eurysms is  nonexistent.  Formerly,  they  were  cate- 
gorized on  the  basis  of  purported  distinctive  traits 
under  general  headings  pertaining  to  etiopathoge- 
netic  factors.  Exemplifying  such  a classification  isone 
at  the  turn  of  this  century  which  referred  to  sponta- 
neous, erosive,  traumatic,  and  arteriovenous  types. 
That  sort  of  nosologic  breakdown  is  unsatisfactory, 
however,  being  a fundamental  reason  for  many  sta- 
tistical inexactitudes  found  in  other  reports. 

The  present  survey  of  collated  case  reports  indi- 
cated that  a meaningful  portrayal  of  evolution  and 
semeiology  began  to  surface  only  when  the  aneu- 


rysms were  viewed  in  the  light  of  a composite  classi- 
fication. According  to  that  simple  scheme,  which  is 
used  here,  the  primary  categorization  is  founded  on 
the  topographic  source  of  the  lesions,  and  a secondary 
subdivision  is  made  in  terms  of  whether  trauma 
participated  in  their  genesis.  That  is  to  say,  the 
aneurysms  are  considered  according  to:  first, 

whether  they  arise  from  the  CC,  IC,  or  EC;  and  sec- 
ond, whether  they  have  traumatogenic  or  nontrau- 
matogenic  antecedents. 

Incidence 

There  was  culled,  from  the  years  1687  through 
1977,  a grand  total  of  853  cervical  carotid  aneurysms 
in  820  persons,  with  the  disparity  in  numbers  due  to 
33  bilateral  aneurysms.1  Multiple  unilateral  aneu- 
rysms of  the  same  vessel  occurred  with  extreme 
rareness  as  congenital  or  developmental  anomalies,2-3 
and  are  counted  as  single  aneurysms  for  statistical 
purposes. 

The  relative  upsurge  of  interest  in  those  lesions, 
their  increasing  incidence,  or  possibly  greater 
awareness  of  them  may  be  gauged  by  arbitrarily 
choosing  the  year  1940  as  temporal  dividing  line,  for 
by  then  arteriography,  anticoagulants,  and  codifi- 
cation of  vascular  reconstructive  techniques  were 
established.  Of  the  627  articles  which  were  exam- 
ined for  this  survey,  42.1  percent  were  published  after 
1940  and  reported  on  54.4  percent  of  the  820  pa- 
tients. 

Gender.  As  pertains  to  virtually  all  aneurysms 
elsewhere  in  the  body,  males  exceeded  females  in 
every  category  of  exocranial  carotid  aneurysm  save 
the  IC  nontraumatic  subset,  in  which  they  were 
slightly  fewer.  No  ready  opinion  can  be  tendered  for 
this  observed  reversal  of  the  customary  sex  ratio. 

Age.  Age  distribution  trends  differed  according 
to  what  factors  were  selected  for  analysis.  Overall, 
while  cervical  carotid  aneurysms  arose  in  every  age 
fron  infants  to  nonagenarians,  they  predominated  in 
the  middle-aged.  This  pertained  especially  to  non- 
traumatic CC  aneurysms.  Traumatic  aneurysms  of 
either  CC  or  IC  being  very  often  aftermaths  of  war 
wounds,  they  were  found  chiefly  in  young  male 
adults.  Noteworthy  was  the  prominent  quota  of 
nontraumatic  IC  aneurysms  in  children,  doubtless 
because  of  a higher  proportion  of  congenital,  devel- 
opmental, and  septic  pharyngeal  processes. 

Topographic  distribution.  A mere  2.2  percent 
of  the  aneurysms  affected  primarily  the  EC,  and  the 
remainder  were  almost  equally  divided  between  the 
CC  and  the  IC — 48.1  percent  CC  and  49.7  percent 
IC. 

The  expanse  of  aneurysms  varied  considerably. 
Only  in  a minority  of  cases  was  any  vessel  involved 
throughout  its  entire  length. 

Most  aneurysms  were  confined  to  a single  carotid 
artery.  A few  encroached  on  other  branches  or  were 
associated  with  aneurysms  elsewhere. 

Etiology.  From  an  etiologic  standpoint,  62.4 
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percent  of  all  the  aneurysms  were  nontraumatic,  and 
the  biggest  group,  59.8  percent,  of  that  category  were 
IC  aneurysms. 

Among  the  traumatic  aneurysms  the  majority,  63.2 
percent,  affected  the  CC.  This  is  as  would  be  ex- 
pected because  of  the  vulnerability  of  the  vessel  by 
virtue  of  its  being  covered  through  much  of  its  course 
just  by  soft  tissues.  Likewise,  owing  to  their  super- 
ficial situation,  the  EC  branches  were  proportion- 
ately more  prone  to  aneurysmogenic  injuries. 

Laterality.  Regardless  of  etiology,  and  except  for 
small,  nonsignificant  variations  within  subsets, 
practically  the  same  number  of  carotid  aneurysms 
were  seated  on  the  right  as  on  the  left  side  of  the  neck. 
Bilateral  aneurysms  were  seen  in  7.8  percent  of  CC 
nontraumatic  and  3.6  percent  of  IC  nontraumatic, 
with  fewer  in  the  other  groups.  Bilateral  aneurysms, 
whether  CC  or  IC,  were  chiefly  atherosclerotic. 

Miscellaneous.  Data  were  inadequate  to  ascer- 
tain whether  or  not  different  aneurysms  were  sig- 
nificantly associated  with  racial,  occupational,  or 
other  demographic  characteristics. 

Documentation  was  obtained  in  only  two  patients 
of  blood  relatives  who  were  also  bearers  of  carotid 
aneurysms.4,5 

Etiology 

Nontraumatic  aneurysms.  Nontraumatic  an- 
eurysms arise  from  either  endogenous  or  exogenous 
processes. 

Degenerative  arteriopathy  unquestionably  is  the 
premier  endogenous  instigator  of  nontraumatic  an- 
eurysms. However,  the  seeming  ubiquity  of  ath- 
erosclerosis in  this  regard  probably  is  overrated. 
Aneurysms  ofttimes  do  not  receive  as  thorough  mi- 
croscopic scrutiny  as  they  ought  to,  and  are  empiri- 
cally assigned  an  arteriosclerosis  label  on  the  cir- 
cumstantial evidence  of  atheromas  in  nearby  arteries 
or  because  the  patient  happens  to  be  old. 

The  principal  exogenous  factor  relevant  to  non- 
traumatic aneurysms  is  sepsis.  In  this  respect  there 
are  some  noteworthy  differences  between  the  CC  and 
IC.  Especially  conspicuous  is  the  preponderance  of 
suppurative  infection  in  relation  to  the  IC,  doubtless 
accountable  by  proximity  of  that  vessel  to  the  phar- 
ynx. Hence  most  bacteriogenic  IC  aneurysms  come 
about  by  microbial  colonization  derived  from  ton- 
sillitis, mastoiditis,  pharyngitis,  or  dental  caries  with 
pyorrhea  alveolaris.  On  the  other  hand,  CC  mycotic 
aneurysms  are  associated  more  frequently  with 
nonpyogenic  bacterial  inflammation.  When  sup- 
purative infection  strikes  the  CC,  it  arrives  not  across 
the  pharynx  but  from  adjacent  lymph  nodes  or  from 
hematogenous  metastasis. 

The  microorganisms  cultured  from  nontraumatic 
purulent  aneurysms  are  mainly  hemolytic  strepto- 
cocci, diplococci,  pneumococci,  and  kindred  flora. 
Rarely  responsible,  too,  are  hemophilus  influenza  and 
coliform  strains.  In  three  known  instances  bacterial 
intrusion  was  metastatic:  once  each  from  chole- 


cystitis, shoulder  and  hip  arthritis,  and  ulcerative, 
vegetative  endocarditis.6  " 

In  none  of  the  aneurysms  ascribed  to  lues  was  the 
treponema  seen  in  the  tissues,  but  rather  the  diag- 
nosis leaned  on  a positive  serologic  reaction  or  other 
stigmata  of  syphilis. 

Nowadays,  sepsis  uncommonly  engenders  carotid 
aneurysms  unless  it  is  an  accomplice  of  trauma. 
Then  the  contaminants  are  apt  to  be  virulent  sta- 
phylococci, Pseudomonas,  or  salmonella.  Likewise, 
effective  chemotherapy  has  all  but  eliminated 
syphilis  and  tuberculosis  as  causes.  Of  all  infective 
aneurysms  in  this  series,  68.9  percent  were  reported 
before  the  year  1940.  The  IC  was  affected  in  76.8 
percent  of  pre-1940  aneurysms  and  59.4  percent  of 
post- 1940  ones,  but  most  of  the  latter  were  sequels 
of  infection  introduced  by  traumatic  events  rather 
than  from  pharyngeal  sources. 

Developmental,  dysplastic,  or  idiopathic  aneu- 
rysms are  so  named  on  the  basis  of  derangements  in 
connective  tissue,  perchance  exacerbated  by  non- 
microbial  inflammatory  mechanisms,  the  prime 
target  being  the  muscular  medial  layer  of  the  arterial 
wall.  They  range  from  authentically  congenital  lack 
of  elastic  fibers  to  disruption,  distortion,  or  thinning 
of  the  mural  supporting  framework  by  entities  such 
as  Marfan’s  syndrome,  cystic  medial  necrosis,  fi- 
bromuscular  hyperplasia,  polyarteritis  nodosa, 
granulomatous  or  giant-cell  arteritis,  idiopathic 
dissection,  and  so  forth.  Sometimes  aneurysms  of 
obscure  histologic  background  are  called  develop- 
mental because  the  patient  is  young  or  has  coexistent 
congenital  malformations  or  endocranial  aneurysms.2 
The  majority  of  developmental  aneurysms  affect  the 
IC. 

Traumatic  aneurysms.  The  lethality  of  carotid 
wounding  is  so  overwhelming  that  in  former  eras 
people  who  survived  long  enough  to  develop  aneu- 
rysms were  looked  on  as  oddities.  The  incidence  of 
traumatic  carotid  aneurysms  has  risen  steeply  during 
the  past  century.  This  phenomenon  is  mostly  an 
outcome  of  firearms  having  superseded  combat  at 
close  quarters  with  slashing  or  stabbing  weapons. 
Indeed,  bullets  and  shrapnel  rank  highest  among  the 
instruments  of  violence. 

More  disconcerting  by  far,  however,  is  the  revela- 
tion that  approximately  three  tenths  of  all  carotid 
aneurysms  stem  from  iatrogenic  manipulations. 
Foremost  among  the  latter  is  percutaneous  puncture 
for  arteriography,  followed  closely  by  carotid  end- 
arterectomy. 

Most  traumatic  carotid  aneurysms  are  aftermaths 
of  penetrating  wounds.  Besides  projectiles  in  war- 
fare and  cutting  or  piercing  weapons  in  civilian  as- 
sault, the  vessels  have  been  hurt  by  a strange  array 
of  agents  and  agencies:  across  the  throat  by  a swal- 
lowed fishbone,  needle,  “safety”  pin,  and  pipe  stem; 
through  “mainlining”  narcotics  in  the  neck;  by  nitric 
acid  poured  into  the  ear;  and  by  slivers  of  metal  or 
wood. 
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In  addition  to  percutaneous  needling  and  endar- 
terectomy, iatrogenic  injury  to  the  carotids  respon- 
sible for  aneurysm  formation  has  taken  place  in 
conjunction  with:  tonsillectomy,  dental  extraction, 
lymph  node  excision,  cannulation  of  the  internal 
jugular  vein,  ionizing  radiation  to  the  neck,  and 
clamping  or  ligation  of  the  CC. 

Blunt  trauma  ending  in  carotid  aneurysm  has  in- 
cluded: extreme  strain  while  coughing  or  playing  the 
trumpet  or  other  wind  instruments;  and  twists, 
concussions,  or  contusions  to  the  head  or  hyperex- 
tended  neck  from  falls,  karate  “chops,”  boxing 
punches,  accidental  garrot,  homicidal  throttling, 
crushing  objects,  and  “whiplash”  or  decelerative 
vehicular  accidents  which  smash  the  artery  against 
the  transverse  apophysis  of  the  atlas. 

Perforation  of  the  carotids  and  subsequent  aneu- 
rysm formation  has  been  begotten  on  occasion  by 
nonpenetrating  trauma,  as  for  example  impalement 
by  bony  spicules  from  closed  skull  fractures. 

Pathogenesis 

Aneurysmogenesis  in  the  carotid  tree  is  not  dif- 
ferent from  anywhere  else  in  the  body.  A basic 
prerequisite  is  either  inherent  or  acquired  deficiency 
of  the  artery  wall.  The  rapidity  of  evolution,  even- 
tual configuration,  and  sundry  other  morphologic 
properties  depend  on  a host  of  influences  within  and 
without  the  vessel — whether  the  structural  defect  is 
circumferential  or  discrete,  the  state  of  lipid  me- 
tabolism, the  function  of  the  coagulation  system,  and 
so  forth.  Ultimately,  though,  they  depend  on  a 
rheologic  equation,  namely,  the  dynamic  interplay 
between  mural  tensile  strength  and  local  flow  char- 
acteristics. 

Nontraumatic  aneurysms.  The  locus  of  for- 
mation of  nontraumatic  aneurysms  is  usually  the 
muscular  media;  sometimes  the  intima  too  is  involved 
initially,  but  alterations  in  the  adventitia  are  secon- 
dary for  the  most  part. 

In  congenital  aneurysms  the  absent  or  flawed 
elastin  lamellae  are  replaced  by  mucopolysaccharide 
elements  which  give  scant  support  to  the  wall.  The 
internal  elastic  membrane  is  disorganized  and  frayed 
in  developmental  and  dysplastic  disorders,  such  as 
fibromuscular  hyperplasia,  cystic  medial  necrosis, 
polyarteritis  nodosa,  and  Marfan’s  syndrome. 

Infectious  aneurysms  may  incept  at  any  of  the 
vessel  tunics.  Thus,  syphilis  attacks  media  first, 
caseating  tuberculous  lymph  nodes  ulcerate  adven- 
titia, and  septic  emboli  nidate  on  intima. 

Atherosclerosis  has  a variegated  role  in  aneurys- 
mogenesis beside  being  innately  the  dominant  of- 
fending cause.  The  cycle  of  degenerative  changes  is 
facilitated  whenever  the  vessel  texture  is  unsound 
already,  as  from  congenital  and  developmental  ab- 
errations. Alternatively,  by  itself  demolishing  vas- 
cular integrity,  atherosclerosis  may  he  a permissive 
factor  for  bacteria  to  gain  entrance  and  secure  a 
foothold  on  propitious  terrain  for  their  multiplication 


and  the  creation  of  a so-called  cryptogenic  aneu- 
rysm. 

The  majority  of  nontraumatic  aneurysms  have 
enclosures  composed  of  two  or  three  of  the  coats  of 
the  parent  vessel,  and  hence  are  denominated  “true” 
aneurysms.  “False”  nontraumatic  aneurysms  are 
mainly  those  resulting  from  perivascular  infection, 
especially  roundabout  the  IC.  The  progenitor 
phlegmon,  which  is  bounded  by  reactive  fibrosis 
within  surrounding  fascial  planes,  vitiates  the  vessel 
wall  either  by  directly  burrowing  into  it,  or  by  oblit- 
erating the  vasa  vasorum  which  in  turn  results  in 
localized  parietal  malacia  permitting  ingress  of  mi- 
crobes. Blood  exists  through  the  breach  into  the 
sequestered  pocket,  and  the  admixture  of  pus  and 
deteriorated  blood  constitutes  what  is  referred  to  by 
some  pathologists  as  a “hematopostema.”  As  more 
blood  under  systemic  pressure  wends  into  the  sac,  the 
buildup  of  tension  is  aimed  chiefly  at  the  flimsy 
pharyngeal  partition  on  the  medial  aspect  of  the  IC 
since  all  the  other  sides  consist  of  unyielding  tissues. 
The  fragile  partition  eventually  founders,  and  the 
ensuing  torrential  hemorrhage  can  seldom  be  halted 
save  by  immediate  tamponment  of  the  area  and  by 
deliberate  occlusion  of  the  IC  or  CC. 

The  precursor  of  most  septic  erosive  aneurysms  is 
phagedenic  invasion  of  the  IC  from  a spreading 
parapharyngeal  abscess.  The  primary  source  may 
be  pharyngitis,  parotitis,  otitis  media,  gingivitis, 
mandibular  osteomyelitis,  aural  or  nasopharyngeal 
lymphadenitis,  or  periamygdalian  abscess. 

Traumatic  aneurysms.  Practically  all  traumatic 
aneurysms  are  sequels  of  transmural  disruption  from 
either  penetrating  or  blunt  injury.  The  effluent 
blood  either  is  enshrouded  by  contiguous  structures, 
or  it  extravasates  soft  tissues.  The  periphery  of  the 
incipient  “pulsating  hematoma”  then  hardens  with 
collagen,  while  its  matrix  cavitates  and  liquefies. 
Either  mechanism  terminates  in  a false  or  pseu- 
doaneurysm, with  no  vestige  of  regular  arterial  coats 
except  maybe  adventitia. 

Most  traumatic  pseudoaneurysms  are  the  outcome 
of  penetrating  wounds,  and  the  few  which  are  pro- 
duced from  blunt  injuries  actually  are  often  due  to 
laceration  of  the  vessel  by  crushed  bones,  and  so 
forth. 

Infrequently,  sharp  injury  to  the  vessel  wall  does 
not  result  in  the  production  of  a false  sac.  Exem- 
plifying this  situation  are  instances  of  percutaneous 
carotid  needling  for  arteriography  resulting  in  dis- 
secting aneurysms  or  in  minute  self-sealed  out- 
pouchings  constructed  of  all  the  vessel  tunics.8 

One  relatively  common  kind  of  traumatic  carotid 
aneurysm  used  to  be  that  found  after  endarterec- 
tomy, from  sloughing  and  leakage  at  the  suture  line, 
sometimes  complicated  by  sepsis.  The  incidence  of 
this  etiology  has  dropped  since  the  advent  of  mono- 
filament sutures  being  substituted  for  silk  and 
avoidance  of  patch  angioplasty  with  fabrics. 

Configuration.  The  ultimate  shape  of  a carotid 
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aneurysm  depends  principally  on  the  composition  of 
its  walls.  In  general,  fusiform,  that  is,  ovoid  and 
cvlindric,  aneurysms  are  true  aneurysms,  hence 
nontraumatic  in  origin,  whereas  sacciform  or  saccular 
ones  are  pseudoaneurysms,  hence  post-traumatic. 

Nonpenetrating  trauma  may  induce  either  fusi- 
form or  sacciform  aneurysms  depending  on  the  de- 
gree of  devitalization  from  bruising,  or  whether  the 
injury  is  expressed  by  rucking  up  or  dissection  of 
endothelium.  A rare  form  of  hlunt  trauma  leading 
to  carotid  aneurysm  is  x-irradiation  to  the  neck.9,10 
Microscopic  analysis  has  shown  the  pathogenesis  to 
involve  fragmentation  of  elastic  fibers  of  the  media 
with  deposition  of  foam-cell  plaques  in  the  suhinti- 
ma. 

Often,  when  just  a small  portion  of  the  artery  is 
aneurysmal,  the  rest  of  the  vessel  becomes  elongated 
and  tortuous.  Sacciform  aneurysms,  frequently 
being  expressions  of  noncircumferential  mural  in- 
volvement, are  especially  liable  to  be  accompanied 
by  dolichodeformity  of  the  parent  artery,  as  in  Case 
5 reported  here.11-15  Kinking  associated  with  the 
redundant  parts  of  the  vessel  may  exacerbate  hin- 
drance to  cerebral  blood  flow  from  the  disposition  of 
the  aneurysm  itself.16-18 

Semeiology 

The  symptoms  and  signs  produced  by  individual 
carotid  aneurysms  are  contingent  on  many  factors, 
such  as  location,  etiology,  rate  of  growth,  configura- 
tion, contents,  and  superimposed  trauma  or  infec- 
tion. The  foremost  determinant  is  location.  Al- 
though admittedly  all  carotid  aneurysms,  indepen- 
dent of  where  they  are  situated,  have  several 
semeiotic  similarities,  their  dissimilarities  are  suffi- 
ciently striking  to  justify  subdividing  the  lesions  on 
topographic  grounds. 

Relationship  between  segmental  location  and 
semeiologic  behavior.  As  discussed  earlier,  it  is  the 
anatomic  relationships  of  the  various  carotid  seg- 
ments which  partly  condition  the  mode  of  clinical 
presentation.  Thus,  whereas  aneurysms  of  the 
proximal  one  third  of  the  CC  may  elude  detection  for 
a long  time  owing  to  that  segment’s  being  screened 
by  tough  tissues,  those  of  the  middle  and  distal  thirds 
of  the  vessel  become  visible  sooner,  even  when  small. 
The  stretchable  covering  on  the  anterolateral  aspect 
of  the  neck  affords  a “natural”  avenue  for  the  masses 
to  pursue  and  accounts  for  their  rostral  advance  to 
the  outside  of  the  body.  Also  because  there  is  hardly 
any  structure  of  importance  in  the  immediate  vicinity 
of  the  CC,  except  for  the  vagus,  internal  jugular  vein, 
and  cervical  sympathetic  trunk,  aneurysms  here  may 
grow  insidiously  to  considerable  size  without  being 
conducive  to  physiologic  derangements. 

By  and  large,  nontraumatic  CC  aneurysms  cause 
minimal  symptoms  unless  they  house  embolizable 
coagulum,  curtail  perfusion  to  the  brain  through  local 
stenoses,  or  until  finally  from  sheer  bulk  they  molest 
the  function  of  adjacent  organs. 


The  behavior  of  IC  aneurysms  similarly  is  in- 
fluenced to  some  extent  by  location.  Variations  in 
the  level  of  the  carotid  bifurcation  notwithstanding, 
the  proximal  and  middle  thirds  of  the  IC  are  lodged 
under  soft  tissues  so  that  ectasias  of  these  parts  tend 
to  migrate  outward  to  the  surface  of  the  neck,  as  do 
aneurysms  of  the  middle  and  distal  CC. 

Conversely,  being  encased  within  stiff  structures 
all  around  except  its  medial  environs,  a gradually 
dilating  aneurysm  of  the  upper  IC  is  crowded  against 
that  natural  locus  minoris  resistentiae  and  gravitates 
into  the  pharynx.  The  identical  unrestricted  pas- 
sage, but  reversed,  is  how  an  infective  process  dis- 
charges into  the  curtilage  of  the  intact  IC.  Inasmuch 
as  the  parapharyngeal  spaces  merge  with  cognate 
potential  spaces,  such  as  the  peritonsillar  and  re- 
troesophageal, pus  from  any  of  these  foci  does  not 
need  to  peregrinate  far  before  violating  the  IC  pa- 
rietes. 

Some  mycotic  erosive  IC  aneurysms  cause  otor- 
rhagia via  an  analogous  pathway.  Blood  accumu- 
lating in  the  parapharyngeal  spaces  percolates  across 
the  parotid  sheath  into  the  parotid  space,  and  from 
thence  sweeps  through  the  fissures  of  Santorini  or 
Eustachian  tube  in  the  external  auditory  meatus. 

Since  the  IC  throughout  its  course  is  entwined  by 
nerves,  aneurysms  at  any  level  of  the  vessel  and  even 
of  small  size  are  apt  to  be  heralded  by  functional 
upsets  through  a variety  of  palsies.  Lesions  of  the 
proximal  and  middle  IC  may  become  visible  early; 
but  owing  to  their  penchant  for  protruding  into  the 
pharynx,  those  at  high  localities  may  long  remain 
hidden  from  view  if  the  examiner  checks  the  neck 
only.  This  fact  serves  to  emphasize  the  dictum  that 
meticulous  scrutiny  of  the  throat  is  an  integral  and 
mandatory  feature  of  a diligent  search  for  carotid 
aneurysm. 

Symptom  patterns.  Physiologic  derangements 
incited  by  aneurysms  may  be  broadly  translated  into 
two  symptom  tableaus:  (1)  encephalic  and  (2)  cer- 
vical. 

Encephalic  symptoms  attest  to  cerebrovascular 
insufficiency.  This  is  due  either  to:  (1)  throm- 

boembolic occlusion;  or  (2)  carotid  hemodynamic 
obstacles  from  meager  endoaneurysmal  blood  flow 
or  from  relative  stenosis  of  the  IC  by  a CC  aneurysm 
impinging  against  it.  Central  neurologic  repercus- 
sions comprise:  vestibular  or  ophthalmic  distur- 

bances; dysphasia  or  other  speech  impairment;  syn- 
cope, drowsiness,  and  stupor;  cephalalgia;  convul- 
sions; paralyses;  and  other  myoneural  deficits. 

Cervical  functional  symptoms  are  essentially  ex- 
pressions of  pressure,  traction,  or  irritation  of  the 
larynx,  pharynx,  or  local  nerves.  Hence  the  spec- 
trum: superficially  located  pain,  involving  the  cer- 
vical cutaneous  nerves;  radicular  facial  pain,  in- 
volving the  branches  of  trigeminal  and  facial  nerves; 
Claude  Bernard-Horner  syndrome,  affecting  the 
sympathetic  plexus;  dyspnea  and  dysphonia,  in- 
volving the  trachea  and  superior  laryngeal  nerve; 
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dysphagia,  affecting  the  pharynx  and  glossophar- 
yngeal nerve;  weakness  or  atrophy  of  one  half  of  the 
tongue,  involving  the  hypoglossal  nerve;  earache, 
which  affects  the  auriculotemporal  nerve;  muscle  loss 
or  paresthesias  of  shoulder  and  upper  limb,  involving 
both  the  spinal  accessory  nerve  and  cervical  sympa- 
thetic plexus;  and  trismus  or  pain  with  mastication 
from  the  bulk  of  the  tumor  abutting  against  the  angle 
of  the  jaw  or  blocking  the  fauces. 

It  should  be  recognized,  of  course,  that  some  of 
these  symptoms  also  may  come  indirectly  from  in- 
terference with  regional  circulation,  as  when  a volu- 
minous aneurysm  of  one  branch  overlaps  another 
vessel.19  This  explains  why  some  patients  who  are 
seemingly  undisturbed  under  certain  circumstances 
become  markedly  symptomatic  when  they  adopt 
certain  positions  or  perform  particular  maneuvers, 
such  as  flexing  or  extending  the  neck.20 

Curiously,  regardless  of  etiology  or  size,  no  aneu- 
rysm of  any  carotid  vessel  has  ever  been  reported  to 
have  caused  cervical  osteomyelitis  or  vertebral  ero- 
sion. In  only  one  case,  with  discrete  destruction  of 
the  ramus  by  a traumatic  EC  aneurysm,  was  bone 
affected.21 

Incidence  of  diverse  clinical  manifestation. 

For  the  most  part,  carotid  aneurysms  provoke  little 
mischief  initially  in  their  development,  which  is  why 
so  many  are  able  to  attain  fairly  vast  proportions 
before  medical  help  is  sought.  Indeed,  sometimes 
symptoms  are  so  banal  that  they  are  neglected,  and 
their  causation  remains  occult  unless  by  happen- 
stance the  manifestations  are  those  of  intermittent 
cerebral  ischemia  and  arteriography  is  done  to  rule 
out  carotid  stenosis. 

Aneurysms  may  stay  stationary  for  long  periods, 
then  mysteriously  become  animated  and  dilate  rap- 
idly, accentuating  prior  symptoms  and  introducing 
new  ones.  Trouble  is  inaugurated  by:  (1)  expansion 
of  the  mass,  with  respiratory  distress  from  upper 
airway  obstruction  or  with  hampered  deglutition;  (2) 
rupture,  with  either  interstitial  or  external  hemor- 
rhage; or  (3)  clot  breaking  off  and  infarcting  the 
brain. 

The  surveyed  case  reports  indicated  that  the  ma- 
jority of  nontraumatic  IC  aneurysms  became  symp- 
tomatic sooner  than  their  CC  counterparts  and  that 
traumatic  aneurysms  generally  caused  problems 
earlier  than  nontraumatic  ones. 

Likewise,  statistical  analysis  of  reported  cases 
disclosed  that  certain  axioms  can  be  enunciated 
concerning  cervical  carotid  aneurysms: 

1.  Nontraumatic  aneurysms  may  be  true  or  false, 
the  vast  majority  being  the  former. 

2.  Most  nontraumatic  pseudoaneurysms  are  infec- 
tive in  cause. 

3.  True  aneurysms  do  not  have  a proclivity  for 
spontaneous  rupture. 

4.  Nontraumatic  noninfective  aneurysms  do  not 
rupture  of  their  own  accord.  They  will  rupture,  how- 
ever, if  molested  physically  or  if  they  become  infected 


secondarily.  Only  a solitary  case  of  a developmental 
IC  aneurysm  is  on  record  as  having  ruptured  sponta- 
neously.22 

5.  Nontraumatic  nonseptic  aneurysms  produce 
symptoms  through  thromboembolism,  pressure  phe- 
nomena, and  dissection. 

6.  False  aneurysms  are  predisposed  to  spontane- 
ous rupture. 

7.  Nontraumatic  septic  aneurysms,  being  almost 
invariably  pseudoaneurysms,  tend  to  rupture  sponta- 
neously. 

8.  Traumatic  aneurysms  may  be  true  or  false,  the 
vast  majority  being  the  latter. 

9.  Traumatic  aneurysms  consequent  to  blunt  inju- 
ry which  have  a true  sac  almost  never  rupture,  whereas 
those  with  a false  sac  frequently  rupture. 

10.  Traumatic  aneurysms  due  to  penetrating  inju- 
ry are  practically  always  pseudoaneurysms  and  so  are 
very  liable  to  rupture. 

All  carotid  aneurysms,  irrespective  of  location  or 
cause,  produce  almost  twice  as  many  cervical  or  local 
functional  derangements  as  encephalic  ones. 

For  all  carotid  aneurysms  taken  collectively,  irre- 
spective of  location  or  cause,  the  more  prevalent  in- 
dividual symptoms  in  decreasing  order  of  frequency 
are:  cerebral  ischemia  manifestations;  local,  that  is, 
cervical  or  facial,  pain;  headache;  disturbed  masti- 
cation or  deglutition;  ororrhagia,  that  is,  bleeding 
from  the  mouth;  tinnitus;  and  dyspnea. 

From  the  standpoint  of  topographic  distribution, 
the  clinical  profile  with  IC  aneurysms  is  sufficiently 
different  from  that  with  CC  aneurysms  to  allow  an 
educated  guess  about  which  exists.  In  essence, 
symptoms  referrable  to  the  throat,  nose,  or  ear  are 
hallmarks  of  IC  aneurysms.  Symptoms  exclusively 
related  to  IC  aneurysms  are:  otorrhea;  otorrhagia; 
trismus;  sore  throat;  hematemesis;  and  epistaxis. 
Symptoms  reported  with  EC  aneurysms  are  non- 
specific. 

Both  encephalic  and  local  physiologic  derange- 
ments are  more  common  with  IC  than  CC  aneurysms. 
However,  the  incidence  rate  of  encephalic  symptoms 
is  especially  striking  with  IC  lesions,  being  almost 
threefold  that  of  the  CC.  Within  segmental  subsets, 
cerebral  disturbances  are  more  frequent  with  aneu- 
rysms of  the  entire  IC,  CC  bifurcation,  and  proximal 
IC. 

From  the  standpoint  of  etiology,  only  bleeding 
through  the  neck  and  stridor  are  exclusive  to  trau- 
matic aneurysms.  Every  other  symptom,  either 
encephalic  or  local,  preponderates  with  nontraumatic 
aneurysms. 

Hemorrhage.  The  most  strident  symptom,  and 
the  one  with  the  greatest  likelihood  of  culminating 
in  death,  is  hemorrhage.  It  therefore  deserves  special 
comment. 

As  noted  earlier,  nontraumatic  aneurysms  do  not 
bleed  through  the  neck  unless  they  have  been  cut 
into,  that  is  to  say,  not  unless  they  have  been  trau- 
matized secondarily.  Bleeding,  whether  profuse  or 
trifling,  through  the  mouth,  nose,  or  ear,  is  pathog- 
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nomonic  of  IC  aneurysm.  Of  reported  instances  of 
external  bleeding  in  the  series,  almost  as  many  were 
provoked  by  manipulation  as  occurred  sponta- 
neously. 

The  first  hemorrhage  may  be  terrifying,  but  sel- 
dom is  deadly.  Often  bleeding  waxes  and  wanes, 
each  repetition  on  a grander  scale  than  the  preceding 
bout.  Most  fatalities  usually  are  ushered  by  re- 
peated bleeds  that  were  attended  to  belatedly  or 
wrongly  by  temporizing  measures  or  because  of 
misdiagnosis. 

Oozing  from  the  nose  or  ear  is,  in  a sense,  a favor- 
able prognostic  indicator,  albeit  an  alarming  one.  It 
implies  that,  for  the  time  being  at  least,  resistance  at 
the  pharyngeal  wall  exceeds  resistance  at  the  alter- 
nate channel,  which  therefore  acts  as  an  escape  valve. 
This  beneficial  state  of  affairs  does  not  last  indefi- 
nitely, however,  and  the  incident  which  kills  is  in- 
variably fulminating  hematorrhea  through  a pha- 
ryngeal dehiscence.  Unless  this  mechanism  is  un- 
derstood, valuable  time  may  be  wasted  in  surgical 
inaction. 

As  discussed  before,  bleeding  from  the  nose  or  ear 
in  connection  with  IC  aneurysms  often  presages  a 
later  overwhelming  hemorrhage  across  the  pharynx 
proper  into  the  mouth.  Dilatory  attempts  to  stanch 
comparatively  inconsequential  bleeds  from  the 
aforementioned  organs  are  tantamount  to  “first  aid” 
at  best  and  must  not  lull  the  physician  into  believing 
that  the  problem  has  been  resolved,  for  tampons 
block  escape  routes,  and  buildup  of  pressure  then 
hastens  vicarious  hemorrhage  from  the  pharynx.  On 
the  contrary,  during  prodromal  episodes  of  rhinor- 
rhagia  or  otorrhagia  the  opportunity  should  be  seized 
to  apprehend  bleeding  conclusively  at  its  fountain- 
head, namely,  the  fistula  between  the  IC  and  phar- 
ynx. 

Physical  signs.  The  plurality  of  carotid  aneu- 
rysms advertises  their  presence  by  a protruberance. 
It  appears  to  the  exterior  of  the  neck  in  all  types,  but 
intrabuccal  bulging  occurs  almost  exclusively  with 
IC  aneurysms.  All  aneurysms  of  the  CC  and  proxi- 
mal IC  ordinarily  are  inferior  to  the  angle  of  the  jaw; 
those  superior  to  it  are  nearly  always  those  of  the 
distal  IC. 

Practically  every  swelling  exhibits  visible  and 
tactile  expansile  pulsations,  but  a significant  per- 
centage of  the  IC  ones  are  nonpulsatile.  A systolic 
noise  or  bellows  sound  is  heard  over  many  of  the 
outpouchings,  but  a thrill  or  fremitus  is  palpable  in 
a minority.  In  a few  instances  the  pulsatory  motions, 
bruit,  and  thrill  may  be  noticeable  at  one  stage  and 
not  another,  according  to  how  big  the  aneurysm  is, 
how  much  clot  is  in  it,  what  the  systemic  arterial 


blood  pressure  is,  the  position  of  the  neck,  and  so 
forth. 

Fever  and  cerevical  lymphadenitis  are  most 
prevalent  with  nontraumatic  infective  IC  aneurysms, 
as  well  as  with  traumatic  aneurysms  of  any  vessel. 

Arterial  hypertension,  although  fairly  common,  is 
not  a specific  concomitant  of  any  class  of  carotid 
aneurysm. 
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Arthropod-Borne 
Viral  Encephalitides 

Illusion  or  reality  in  Suffolk  County? 


During  1975,  4 ,308  cases  of  encephalitis  resulting 
in  340  deaths  were  reported  to  the  Center  for  Disease 
Control  in  Atlanta,  Georgia.  Not  only  did  that  year 
show  the  record  incidence  of  encephalitis  cases  in  the 
United  States  since  reporting  began  in  1960,  but  it 
also  included  a high  percentage  of  cases  with  deter- 
mined etiology.  Of  the  latter,  arthropod-borne  viral 
encephalitis  accounted  for  49  percent  of  cases,  of 
which  St.  Louis  encephalitis  was  the  most  prominent, 
occurring  in  42  percent  of  all  cases.  Extensive  out- 
breaks occurred  in  the  states  of  Ohio,  Illinois,  Indi- 
ana, Mississippi,  and  Tennessee. 

During  the  same  year,  several  areas  in  the 
northeastern  section  of  the  United  States  experi- 
enced heavy  mosquito  infestation,  and  the  occur- 
rence of  serious  outbreaks  was  considered  a possi- 
bility. Intensive  close  surveillance  and  control 
measures  were  instituted,  especially  in  those  counties 
where  mosquito  infestation  represented  a serious 
threat. 

Disease  transmission 

From  an  epidemiologic  point  of  view,  arthropods 
play  an  important  role  in  disease  transmission  if  the 
following  prerequisites  are  satisfied:  (1)  abundance 
of  vectors  capable  of  transmission;  (2)  preference  of 
the  vector's  for  the  human  host;  (3)  environmental 
conditions  conducive  to  breeding  of  vectors;  (4)  ex- 
istence of  the  etiologic  agents  in  the  area;  and  (5) 
availability  of  susceptible  reservoirs  and  hosts. 
Suffolk  County,  by  virtue  of  its  topography,  being 
surrounded  by  water  on  three  sides,  and  the  abun- 
dance of  marshes,  wetlands,  and  water  ditches,  pro- 
vides an  excellent  opportunity  for  mosquito  breeding 
and  the  concomitant  threat  for  disease  transmission. 
Thirty-seven  mosquito  species  have  been  identified 
in  the  county.  Of  these,  18  can  transmit  several  ar- 
boviruses, more  specifically  those  producing  eastern 
equine,  western  equine,  California,  and  St.  Louis 
encephalitis. 


TABLE  I.  Mosquitoes  encountered  in  Suffolk  County 


Mosquito 

Habitat 

Viruses 

Involved 

Culex  species 

pi  pie  ns 

Freshwater 

SLE,*  EEE,* 
WEE** 

restuans 

Fresh  water 

SLE,  EEE,  WEE 

salinarius 

Fresh  and  salt 
water 

EEE 

Aedes  species 

cantator 

Brackish  water 

CE+t 

sollicitans 

Salt  water 

EEE,  WEE 

uexans 

Freshwater 

EEE,  WEE,  SLE, 
CE 

taeniorhynchus 

Salt  water 

SLE,  EEE,  WEE 

triseriatus 

Freshwater 

EEE,  SLE,  CE 

Culiseta  melanura 

Freshwater 

EEE,  WEE,  CE 

Anopheles 

Freshwater 

SLE 

quadrimaculatus 

* Si.E  = St.  Louis  encephalitis 
f EEE  = Eastern  equine  encephalitis 
**  WEE  = Western  equine  encephalitis 
ft  CE  = California  encephalitis 

Table  I shows  the  most  frequently  encountered 
mosquitoes  in  Suffolk  County,  their  habitats,  and  the 
arboviruses  which  they  can  transmit. 

Many  of  these  species  have  predilection  for  human 
blood,  while  others  feed  on  human  beings  and  other 
vertebrates.  The  opportunities  for  their  breeding 
in  the  county  are  more  than  adequate.  Some  species, 
such  as  Aedes  triseriatus,  can  breed  in  very  small 
collections  of  water  such  as  what  could  be  found  in 
a tree  or  stump  hole,  an  empty  can,  or  an  abandoned 
tire. 

Surveillance  for  arthropod-borne  viral  encepha- 
litides includes  the  following  measures: 

1 . Prompt  reporting  of  all  cases  of  aseptic  meningi- 
tis and  encephalitis  by  physicians  and  hospitals. 

2.  Examination  of  stools  and  cerebrospjnal  fluid 
specimens  for  virus  isolation  and  acute  and  convales- 
cent sera  for  antibody  determinations. 

3.  Surveillance  of  encephalitis  outbreaks  in  the 
equine  population. 

4.  Examination  of  mosquito  pools  for  virus  isola- 
tion. In  this  respect,  the  Suffolk  County  Bureau  of 
Vector  Control  operates  20  light  traps  in  selected  areas 
to  study  the  seasonal  prevalence  of  the  various  mos- 
quito species,  to  collect  mosquito  pools  for  arboviral 
examination,  and  also  to  evaluate  control  measures. 
For  several  years,  the  Bureau,  in  addition,  monitored 
two  flocks  of  pheasant,  a well-recognized  reservoir  of 
arboviruses. 
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TABLE  II.  Isolated  viruses,  1970  to  1978 


Year  Y'irus 


1970 

EEE 

1972 

EEE 

1973 

EEE 

1973 

WEE 

1973 

CE 

1974 

CE 

1975 

CE 

1977 

CE 

1978 

CE 

1978 

EEE 

1978 

WEE 

Isolated  From 

Yellow  shafted  flicker 

Several  isolations  from  the  brains  of  dead  and 
sacrificed  pheasant  flocks  in  Southaven 
County  Park  and  Yaphank 
Culex  pipiens 

Brain  and  liver  of  a yellow  throat  warbler  in 
Montauk;  Culiseta  melanura  from  Montauk 
Aedes  cantator  in  Heckscher  Park 
Aedes  cantator  from  Manorville  and  Montauk 
Aedes  sollicitans  from  Montauk.  Mixed 
species  from  Napeague  and  Heckscher  Park 
Coquillettidia  perturbans  from  Sears  Bellows 
Aedes  cantator  from  William  Floyd  estate  in 
Mastic;  Aedes  cantator  from  Heckscher 
Park 

Culiseta  melanura  from  Montauk 
Culiseta  melanura  from  Montauk 


The  isolations  made  during  the  past  nine  years 
are  shown  in  Table  II.  These  isolations  indicate  the 
endemicity  of  the  encephalitis  viruses  in  the  re- 
gion. 

Several  birds  act  as  hosts  as  well  as  reservoirs  for 
the  encephalitis  viruses.  Horses  and  man  are  con- 
sidered to  be  hosts  rather  than  reservoirs  on  account 
of  the  short  period  of  viremia  which  occurs  during 
infection. 

In  the  case  of  eastern  equine  encephalitis,  the 
principal  vector,  Culiseta  melanura , breeds  and  re- 
mains in  swampy  areas  and  wetlands  away  from 
human  habitation  and  feeds  on  small  passerine  birds 
in  these  areas.  Transmission  from  wild  birds  to 
larger  hosts  is  accomplished  by  various  Aedes  species 
which  are  known  to  feed  on  both.  This  may  explain 
the  occasional  movement  of  the  virus  from  the  bird 
population  to  horses  and  man. 

The  main  vector  responsible  for  transmission  of 
California  encephalitis  is  A.  triseriatus,  the  tree-hole 
breeding  mosquito.  Small  animals  and  birds  act  as 
reservoirs  in  wooded  areas.  Recent  studies  have 
shown  that  infection  can  be  transmitted  transovar- 
ially  in  the  mosquito  population.  This  fact  can  help 
explain  the  survival  and  endemicity  of  the  virus  in 
the  northeastern  section  of  the  United  States. 

Although  the  western  equine  encephalitis  virus  has 
been  rarely  isolated  in  the  northeast,  transmission 
among  human  populations  can  occur  by  Culex  tar- 
salis,  which  serves  to  transmit  the  virus  among  wild 
birds  and  larger  mammals  as  well. 


St.  Louis  encephalitis  outbreaks  have  been  re- 
ported mostly  from  the  central,  southern,  and  west- 
ern states.  Cases  have  been  reported  as  far  north  as 
New  York  State  and  New  Jersey.  The  virus  is 
prevalent  in  wild  birds  in  endemic  areas.  Several 
Culex  species  are  responsible  for  transmission  and 
have  always  been  associated  with  irrigation  practices 
and  poor  drainage  in  rural  or  semirural  areas. 

Comment 

A question  is  often  raised:  In  spite  of  the  existence 
of  the  virus  in  the  region  and  the  abundance  of  res- 
ervoirs and  vectors  capable  of  transmission,  how  and 
why  have  there  been  no  documented  cases  of  ar- 
thropod-borne viral  encephalitis  in  the  county  during 
the  past  several  years?  The  lack  of  documented 
cases  does  not  exclude  the  existence  of  inapparent 
infections.  Experience  gleaned  from  serologic  sur- 
veys have  shown  that  a certain  proportion  of  infec- 
tions with  arboviruses  are  inapparent.  This  is 
especially  true  in  the  case  of  western  equine,  St. 
Louis,  and  California  encephalitis.  Relatively  high 
antibody  titers,  indicating  past  or  present  infection, 
against  California  encephalitis  virus  have  been  re- 
ported to  the  Suffolk  County  Department  of  Health 
services  in  patients  who  had  not  experienced  any 
meningoencephalitic  manifestations. 

In  addition,  a significant  number  of  the  encepha- 
litis cases  which  occur  annually  on  a national  basis 
are  finally  diagnosed  as  “encephalitis  of  unknown 
etiology.”  The  epidemic  curve  of  these  cases  usually 
shows  a peak  in  September,  which  coincides  with  that 
of  arboviral  encephalitis.  One  would  not  be  sur- 
prised if  some  of  these  cases  with  unknown  etiology 
were,  in  fact,  arthropod-borne.  Whether  or  not  this 
applies  to  the  cases  discharged  in  Suffolk  County 
with  diagnoses  of  “undetermined  etiology”  is  purely 
conjectural. 

This  brief  review  of  the  epidemiologic  determi- 
nants of  arthropod-borne  viral  encephalitides  indi- 
cates that  human  infection  can  be  acquired  on  Long 
Island,  can  be  maintained  among  reservoirs,  and  that 
epidemics  can  occur. 
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There  are  two  distinct  types  of  urethritis:  gono- 
coccal and  nongonococcal.  The  gonococcal  type,  as 
the  name  implies,  is  associated  with  Neisseria  go- 
norrhoeae,  while  the  nongonococcal  type  comprises 
cases  in  which  there  is  urethral  inflammation  that  is 
not  caused  by  the  gonococcus. 

Although  NGU  is  not  a reportable  disease  in  the 
United  States,  there  is  increasing  evidence  that  it 
may  be  as  prevalent  if  not  more  prevalent  than  gon- 
orrhea. The  Center  for  Disease  Control  estimates 
that  approximately  2.5  million  cases  of  NGU  oc- 
curred last  year,  while  999,500  cases  of  gonorrhea 
were  provisionally  reported  for  1977. 1 In  Great 
Britain,  the  reported  incidence  of  NGU  exceeds  that 
of  gonorrhea  in  men  by  nearly  twofold.2  Demo- 
graphic data  from  several  studies  in  the  United 
States  indicate  that  NGU  is  more  prevalent  than 
gonorrhea  among  university  students  and  higher 
socioeconomic  groups.3-4  The  City  of  New  York 
Department  of  Health  has  been  tabulating  NGU 
since  1951  and  has  reported  nearly  a threefold  in- 
crease over  the  last  decade  (Table  I).  Tabulations 
from  the  social  hygiene  clinics  in  New  York  City  for 
1977  have  shown  that  38  percent  of  the  cases  of  ure- 
thritis reported  among  male  patients  were  nongo- 
nococcal. 

Despite  the  face  that  the  incidence  of  NGU  is  in- 
creasing, many  physicians  are  of  the  opinion  that  it 
is  a mild,  insignificant  infection  without  any  serious 
complications.  Often  penicillin,  which  is  ineffective 
in  this  disease,  is  prescribed.  If  an  effective  drug  is 
administered,  the  physician  usually  does  not  consider 
treatment  of  the  sexual  contacts  essential.  However, 
recent  reports  in  the  literature  indicate  that  NGU 
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TABLE  I.  Reported  cases  of  gonorrhea  and  NGU  for 
New  York  City,  calendar  years  1940  to  1977 


Year 

Gonorrhea* 

NGU* 

1940 

14,639 

1941 

12,297 

1942 

12,022 

1943 

12,957 

1944 

14,489 

1945 

18,009 

1946 

24,350 

1947 

22,746 

1948 

23,422 

1949 

20,309 

1950 

16,784 

1951 

14,114 

149** 

1952 

12,105 

191 

1953 

12,505 

847 

1954 

12,379 

1,237 

1955 

11,239 

1,185 

1956 

10,482 

1,039 

1957 

11,479 

1,104 

1958 

13,341 

1,172 

1959 

14,370 

1,120 

1960 

16,677 

1,193 

1961 

18,285 

1,311 

1962 

18,901 

1,437 

1963 

22,915 

1,852 

1964 

25,896 

2,110 

1965 

29,032 

3,046 

1966 

29,679 

3,347 

1967 

27,371 

4,105 

1968 

32,637 

4,500 

1969 

36,729 

3,905 

1970 

36,783 

4,690 

1971 

38,398 

6,835 

1972 

48,414 

8,011 

1973 

45,467 

7,235 

1974 

42,071 

5,757 

1975 

39,981 

8,494 

1976 

40,859 

11,920 

1977 

39,302 

12,050 

* Cases  include  uncomplicated  and  complicated  forms  of  gonorrhea  in 
males  and  females. 

t Cases  include  NGU  in  males  and  females. 

**New  York  City  began  to  tabulate  NGU  cases  in  1951. 


can  be  transmitted  to  sexual  contacts  and  that 
complications  often  develop  from  inadequately 
treated  or  undiagnosed  NGU  infection.  Proctitis  can 
be  caused  by  Chlamydia  trachomatis,  one  of  the 
etiologic  agents  of  NGU,  in  individuals  who  engage 
in  rectal  intercourse  with  NGU-infected  sexual 
partners.5  Hypertrophic  erosion  of  the  cervix  has 
been  reported  in  female  contacts  of  men  with  NGU.6 
Complications  in  males  include  prostatitis  and  epi- 
didymitis. In  the  female,  salpingitis  with  sequelae 
leading  to  pelvic  inflammatory  disease  may  occur. 
Arthritis  in  venereally  acquired  Reiter’s  syndrome 
is  associated  with  a primary  NGU  infection  in  5 


percent  of  all  cases.7  Neonates  may  become  infected 
during  passage  through  the  birth  canal  of  infected 
mothers,  with  ensuing  inclusion  conjunctivitis  and/or 
nasopharyngeal  carriage  that  may  lead  to  pneumo- 
nia. The  nature  and  extent  of  morbidity  of  NGU 
makes  awareness  of  the  etiology,  diagnosis,  and 
management  of  NGU  of  prime  medical  impor- 
tance. 

Etiology 

Until  recently,  the  term  "nonspecific  urethritis” 
was  used  to  describe  NGU  because  a specific  cause 
of  the  disease  was  not  identified.  However,  with 
evidence  accumulating  that  a specific  agent  or  agents 
may  be  responsible,  the  term  nongonococcal  ure- 
thritis is  more  appropriate. 

Although  several  organisms  have  been  implicated 
as  etiologic  agents  of  NGU,  the  only  one  with  proved 
causal  relationship  is  C.  trachomatis.  The  chlam- 
ydia are  obligate  intracellular  organisms  that  mul- 
tiply by  binary  fission  in  the  cytoplasm  of  their  host 
cells,  are  susceptible  to  certain  antimicrobial  agents, 
contain  RNA  (ribonucleic  acid)  and  DNA  (deoxyri- 
bonucleic acid),  and  possess  ribosomes  and  cell  walls 
resembling  gram-negative  bacteria.  The  application 
of  a microimmunofiuorescent  antibody  typing  test 
has  demonstrated  separate  serotypes  within  C.  tra- 
chomatis: types  A,  B,  Ba,  and  C mainly  associated 
with  trachoma;  types  D,  E,  F,  G,  H,  I,  J,  and  K asso- 
ciated with  urethral,  cervical,  and  ocular  infections; 
and  three  clearly  defined  types,  Ll,  L2,  and  L3,  which 
cause  lymphogranuloma  venereum.  Evidence  to 
support  the  etiologic  role  of  C.  trachomatis  in  NGU 
is  based  on  studies  in  which  the  organism  was  isolated 
from  the  urethra  from  30  to  50  percent  of  men  with 
NGU  and  infrequently  from  sexually  active  men 
without  urethritis.  Additional  supporting  evidence, 
that  C.  trachomatis  is  the  agent  in  a large  number  of 
NGU  infections  is  provided  by  IgM  immunofluo- 
rescent  antibody  data,  the  isolation  of  the  organism 
from  sexual  contacts,  and  response  to  therapy.8 

The  etiology  of  NGU  in  50  to  70  percent  of  the 
cases  in  which  C.  trachomatis  cannot  be  demon- 
strated has  not  been  definitely  established.  One  of 
the  organisms  that  has  been  implicated  is  Urea- 
plasma  urealyticum,  also  known  as  T-mycoplasma. 
U.  urealyticum  are  minute,  gram-negative,  cocco- 
bacillary  organisms  often  found  within  the  cytoplasm 
of  epithelial  cells.  These  organisms  have  distinctive 
cultural  characteristics,  colony  morphology,  and 
staining  reactions  differentiating  them  from  the 
classic  mycoplasmas.  Although  U.  urealyticum  can 
be  isolated  from  healthy  individuals,  it  has  been  re- 
covered more  often  from  men  with  chlamydia-neg- 
ative NGU  than  from  either  chlamydia-positive 
NGU  or  from  men  with  no  urethritis.8 

Therapeutic  response  to  antimicrobial  agents  also 
lends  support  for  separate  etiologic  roles  of  C.  tra- 
chomatis and  U.  urealyticum  in  NGU.  Specti- 
nomycin,  which  in  vitro  inhibits  U.  urealyticum  but 


not  C.  trachomatis,  was  found  to  be  significantly 
more  effective  for  the  treatment  of  ureaplasma- 
positive, chlamydia-negative  NGU  than  for  urea- 
plasma-negative,  chlamydia-positive  NGU.  Ther- 
apeutic trials  with  sulfisoxazole,  which  is  active 
against  C.  trachomatis  and  not  U.  urealyticum, 
demonstrated  that  this  drug  was  effective  in  eradi- 
cating C.  trachomatis ,8 

C.  trachomatis  causes  about  50  percent  of  the 
cases  of  NGU.  The  percentage  of  NGU  cases  in 
which  U.  urealyticum  is  implicated  is  unknown. 
There  is  still  another  group  of  NGU  cases  that  are 
nonchlamydial  and  nonureaplasmic,  whose  etiology 
cannot  be  identified  by  current  methods. 

Clinical  course 

Generally,  the  incubation  period  is  considered  to 
be  one  to  three  weeks,  and  in  some  cases  the  symp- 
toms may  not  be  noticed  for  several  months.  It  may 
be  difficult  to  determine  the  incubation  period  in 
asymptomatic  or  subclinical  cases. 

Symptomatic  patients  usually  present  with  dysuria 
and/or  scanty  or  moderate  mucopurulent  urethral 
discharge  that  is  clear  or  white  in  color.  The  dis- 
charge may  be  observed  after  penile  stripping,  on 
awakening,  or  following  a long  period  without  uri- 
nation. Other  urinary  symptoms  may  include  uri- 
nary frequency  and  meatal  or  urethral  irritation  or 
itching.  In  contrast,  the  symptomatology  of  gono- 
coccal urethritis,  whose  incubation  period  is  two  to 
seven  days,  tends  to  be  more  acute  and  severe  and  is 
associated  with  dysuria  and  urethral  discharge,  which 
is  often  more  profuse,  purulent,  and  spontaneous. 

“Postgonococcal  urethritis,”  which  is  really  non- 
gonococcal urethritis,  may  occur  in  patients  after 
treatment  for  gonococcal  urethritis.  These  patients 
have  a good  clinical  response  but  become  symptom- 
atic without  evidence  of  N.  gonorrhoeae  shortly  after 
therapy.  Approximately  70  percent  of  the  cases  of 
postgonococcal  urethritis  are  due  to  C.  trachomatis 
infections.9  Since  the  incubation  period  of  gonor- 
rhea is  shorter  and  the  drug  of  choice  for  gonorrhea 
is  ineffective  in  NGU,  it  is  likely  that  a simultaneous 
infection  with  C.  trachomatis  was  contracted  at  the 
same  exposure,  thus  resulting  in  postgonococcal 
urethritis. 

Diagnosis 

Since  facilities  for  isolating  chlamydial  and  urea- 
plasmal  organisms  are  usually  not  available,  the  di- 
agnosis of  NGU  is  made  by  establishing  the  presence 
of  a significant  degree  of  urethritis  and  by  excluding 
gonococcal  infection.  The  diagnostic  procedure 
should  include  a culture  specimen  for  N.  gonorrhoeae 
and  microscopic  examination  of  a Gram-stained 
smear  of  the  urethral  discharge  or  the  sediment  of  a 
centrifuged  urine  specimen,  first  10  ml.,  collected  at 
least  two  hours  after  the  last  micturition.  In 
asymptomatic  patients,  first-void  overnight  urine 
specimens  are  preferable.  The  presence  of  15  or 
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more  polymorphonuclear  leukocytes  in  one  or  more 
of  five  random  high-dry  fields  with  magnification 
X400  in  the  urinary  sediment  or  a mean  of  five  or 
more  polymorphonuclear  leukocytes  per  field  in  five 
high-power  fields,  X1000  is  indicative  of  urethral 
inflammation. 

Gonorrhea  is  excluded  by  culture  and  by  checking 
Gram-stained  smears  for  the  absence  of  gram-nega- 
tive diplococci.  If  gram-negative  diplococci  are  not 
seen  in  the  direct  smear  and  there  is  urethral  in- 
flammation or  pyuria  present  microscopically,  the 
patient  is  assumed  to  have  NGU.  A urethral  speci- 
men inoculated  onto  a selective  medium  such  as 
modified  Thayer-Martin  (MTM)  or  New  York  City 
(NYC)  and  found  to  be  negative  for  N.  gonorrhoeae 
excludes  gonorrhea  and  with  evidence  of  urethritis 
establishes  a diagnosis  of  NGU. 

Therapy 

Since  most  facilities  do  not  culture  for  C.  tracho- 
matis or  U.  urealyticum,  treatment  for  NGU  is 
usually  empirical.  Tetracycline  and  minocycline, 
which  have  been  demonstrated  to  be  effective  for  the 
treatment  of  NGU,  have  also  been  shown  to  be  active 
against  these  two  organisms  and  are  considered  the 
drugs  of  choice.  However,  there  will  be  a certain 
percentage  of  cases  that  will  fail  to  respond  to  these 
drugs  probably  because  chlamydia  and  ureaplasma 
are  not  causing  the  condition. 

There  is  no  general  consensus  as  to  duration  of 
treatment.  Treatment  schedules  of  one  to  three 
weeks  have  been  recommended.  Some  investigators 
were  able  to  eradicate  the  infection  on  a seven-day 
course  of  tetracycline  therapy  at  0.5  Gm.  four  times 
a day,  while  others  recommend  0.25  Gm.  four  times 
a day  for  two  to  three  weeks.  Minocycline  at  100  mg. 
twice  a day  for  one  to  three  weeks  has  also  been  rec- 
ommended. Since  10  percent  of  male  patients  pre- 
senting a urethral  discharge  who  are  smear-negative 
for  N.  gonorrhoeae  and  are  treated  with  a tetracy- 
cline regimen  later  turn  out  to  be  culture-positive  for 
gonorrhea,  the  Bureau  of  Venereal  Disease  Control 
recommends  the  following  approach.  To  prevent 
inadequately  treated  gonorrhea  in  cases  of  gonococcal 
urethritis  with  negative  initial  smears,  all  diagnosed 
cases  of  NGU  are  treated  with  500  mg.  of  tetracycline 
four  times  a day  for  the  first  week  followed  by  250  mg. 
of  tetracycline  four  times  a day  for  an  additional  two 
weeks,  for  a total  dosage  of  28  Gm.  given  over  a period 
of  three  weeks.  If  the  culture  results  are  positive  for 
N.  gonorrhoeae,  no  further  treatment  after  the  first 
week  is  necessary.  The  diagnosis  in  such  cases  is 
changed  to  gonococcal  urethritis. 

In  patients  who  do  not  respond  or  are  allergic  to 
tetracycline,  or  minocycline,  if  this  drug  is  used, 
erythromycin  given  orally  in  the  same  regimen  as 
tetracycline  may  be  substituted.  Cure  is  achieved 
when  the  patient  is  asymptomatic  and  shows  no  ev- 
idence of  urethritis  as  defined  by  microscopy  of  a 
Gram-stained  smear  or  by  determination  of 
pyuria. 


Control 

It  is  important  to  treat  not  only  the  patient  but  also 
his  sexual  contacts.  Most  female  contacts  of  heter- 
osexual men  with  NGU  and  male  contacts  of  homo- 
sexual men  with  NGU  are  asymptomatic.  Exami- 
nation of  the  contacts  may  reveal  a proctitis  in  the 
male  or  female  or  a cervicitis  in  the  female.  Several 
investigators  report  that  anywhere  from  37  to  70 
percent  of  the  female  contacts  of  men  with  NGU  are 
infected  by  C.  trachomatis.  Clinical  relapses  or  so- 
called  treatment  failures  in  a large  number  of  cases 
are  probably  due  to  reinfection  from  the  original  sex 
partner,  male  or  female,  who  was  never  treated.  The 
contact  is  given  the  same  course  of  therapy,  except 
in  the  case  of  the  pregnant  female,  where  erythro- 
mycin is  substituted.  Both  partners  should  be 
treated  simultaneously  to  prevent  a ping-pong  in- 
fection. Additionally,  the  female  contact  should  be 
evaluated  so  as  to  exclude  gonorrhea,  trichomoniasis, 
and  candidiasis,  the  latter  which  may  be  activated  as 
a result  of  tetracycline  therapy. 

Patients  should  be  reexamined  weekly  for  one 
month.  In  addition  to  the  clinical  examination,  the 
urethra  or  urine  should  be  evaluated  for  urethral 
inflammation.  If  there  is  no  response  to  medication 
either  clinically  or  microscopically,  the  patient  should 
be  reassessed  in  terms  of  new  sexual  contacts  and 
presence  of  other  organisms,  thought  to  be  respon- 
sible for  some  cases  of  urethritis.  If  one  week  of 
therapy  was  prescribed  initially,  a longer  course  for 
three  weeks  may  prove  more  efficacious.  In  very 
resistant  cases,  urologic  consultation  should  be 
considered  to  rule  out  anatomic  abnormalities, 
prostatitis,  or  other  urogenital  diseases. 

Bureau  of  Venereal  Disease  Control 
93  Worth  Street-Room  806 
New  York,  N.Y.  10013 

References 

1 . Evaluations  & Statistical  Services  Section,  Venereal  Disease 
Control  Division,  Atlanta,  Georgia,  Center  for  Disease  Control, 
March,  1978. 

2.  Willcox,  R.  R.:  How  suitable  are  available  pharmaceuticals 
for  the  treatment  of  sexually  transmitted  diseases?  1:  Conditions 
presenting  as  genital  discharges,  Brit.  J.  Ven.  Dis.  53:  314  (Oct.) 
1977 

3.  Wiesner,  P.  J.:  Selected  aspects  of  the  epidemiology  of 
nongonococcal  urethritis,  in  Hobson,  D.,  and  Holmes,  K.  K.,  Eds.: 
Nongonococcal  Urethritis  and  Related  Infections,  Washington, 
D.C.,  Society  of  American  Microbiologists,  1977,  p.  9. 

4.  McCormack,  W.  M.:  Etiology  of  nongonococcal  urethri- 
tis— one  piece  in  the  puzzle,  New  England  J.  Med.  292:  1238 
(1975). 

5.  Goldmeier,  D.,  and  Darougar,  S:  Isolation  of  Chlamydia 
trachomatis  from  throat  and  rectum  of  homosexual  men,  Brit.  J. 
Ven.  Dis.  53:  184  (June)  1977. 

6.  Rees,  E.,  Tait,  A.,  Hobson,  D.,  and  Johnson,  F.  W.: 
Chlamydia  in  relation  to  cervical  infection  and  pelvic  inflamma- 
tory disease,  in  Hobson,  D.,  and  Holmes,  K.  K.,  Eds.:  Nongono- 
coccal Urethritis  and  Related  Infections,  Washington,  D.C.,  So- 
ciety of  American  Microbiologists,  1977,  p.  67. 

7.  Simmons,  P.:  Personal  communication,  Senior  Registrar, 
St.  Bartholomew’s  Hospital,  London,  England,  March,  1978. 

8.  Bowie,  W.  R.,  et  al.:  Etiology  of  nongonococcal  urethritis. 
Evidence  for  Chlamydia  trachomatis  and  Ureaplasma  urealyti- 
cum. J.  Clin.  Invest.  59:  735  (May)  1977. 

9.  Schachter,  J.:  Chlamydial  infections  (First  of  three  parts), 
New  England  J.  Med.  298:  428  (Feb.  23)  1978. 


906  New  York  State  Journal  of  Medicine/May  1979 


20  days  to  shape  his  world 


In  essential  hypertension,  the  first  20  days  are 
decisive. 

The  sad  fact  is,  half  of  America’s  hyper- 
tensives drop  out  of  treatment.1 

You  can  improve  those  odds.  Here's  how: 

1.  COUNSEL:  Talk  to  your  patient  about  the 
disease  and  its  consequences — about 
strokes,  heart  attacks,  and  kidney  failure.  Tell 
him  he  must  take  medication  daily,  and  for  the 
rest  of  his  life. 


2.  CATAPRES*  (clonidine  hydrochloride): 
because  it  works,  and  people  stay  with  it.2 

Counsel... and  Catapres.  They  can  help 
change  the  odds  against  your  patient’s  future. 


Please  see  brief  summary  of  prescribing 
information  on  last  page  of  this  advertisement 
for  warnings,  precautions,  and  adverse 
reactions. 


'JmM 


Tablets  of  0 1 and  0 2 mg 


(clonidine  HCI) 


can  help  you 
shape  nis  world 


1.  smooth  lowering  of  blood  pressure 

2.  effective  for  all  degrees  of  hypertension  (mild  to 
moderate  in  potency) 

3.  brain,  heart,  and  kidney  blood  flow  preserved 

Ask  for  more  of  Catapres 

1.  no  contraindications 

2.  normal  hemodynamics 

3.  low  incidence  of  depression  and  orthostatic 
hypotension 

4.  no  fatal  hepatotoxicity 

5.  excellent  record  of  compliance 

Most  common  side  effects  are  dry  mouth,  drowsi- 
ness and  sedation,  which  generally  tend  to  diminish 
with  time. 

Please  see  brief  summary  of  prescribing  information  on 
last  page  of  this  advertisement  for  warnings,  precautions 
and  adverse  reactions. 


■ Tablets  of  0.1  and  0.2  mg 

CdtdpreS  (clonidine  HCI) 

can  help  you 
shape  nis  world 

Counsel... and  Catapres.  They  can  help  change 
the  odds  against  your  patient’s  future.  And  to 
change  them  even  more,  ask  us  for  these  from 
your  Boehringer  representative: 

— A major  new  film  “Compliance:  State  of  the  Art” 

— A compliance  monograph 

— Patient  Aid  Booklet 

— Patient  Worksheets 

— Patient  Reminder  Postcards 

— Other  effective  compliance  enhancers 
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1.  Wilber  JA,  Barrow  JS:  Am  J Med,  52:653-663, 1972. 
2 Data  on  file  at  Boehringer  Ingelheim  Ltd. 
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Catapres” 

(clonidine  hydrochloride) 

tablets  of  0 1 mg  and  0.2  mg 
Indication:  The  drug  is  indicated  in  the  treatment  of 
hypertension.  As  an  antihypertensive  drug,  Catapres 
(clonidine  hydrochloride)  is  mild  to  moderate  in  potency 
It  may  be  employed  in  a general  treatment  program 
with  a diuretic  and/or  other  antihypertensive  agents 
as  needed  for  proper  patient  response 

Warnings:  Tolerance  may  develop  in  some  patients 
necessitating  a reevaluation  of  therapy 
Usage  in  Pregnancy  In  view  of  embryotoxic  findings  in 
animals,  and  since  information  on  possible  adverse 
effects  in  pregnant  women  is  limited  to  uncontrolled 
clinical  data,  the  drug  is  not  recommended  in  women 
who  are  or  may  become  pregnant  unless  the  potential 
benefits  outweigh  the  potential  risk  to  mother  and  fetus. 
Usage  in  Children.  No  clinical  experience  is  available 
with  the  use  of  Catapres  (clonidine  hydrochloride)  in 
children 

Precautions:  When  discontinuing  Catapres  (clonidine 
hydrochloride),  reduce  the  dose  gradually  over  2 to 

4 days  to  avoid  a possible  rapid  rise  in  blood  pressure 
and  associated  subjective  symptoms  such  as  nervous- 
ness, agitation,  and  headache  Patients  should  be 
instructed  not  to  discontinue  therapy  without  consulting 
their  physician  Rare  instances  of  hypertensive  encepha- 
lopathy and  death  have  been  recorded  after  cessation 
of  clonidine  hydrochloride  therapy  A causal  relation- 
ship has  not  been  established  in  these  cases.  It  has 
been  demonstrated  that  an  excessive  rise  in  blood  pres- 
sure, should  it  occur,  can  be  reversed  by  resumption 

of  clonidine  hydrochloride  therapy  or  by  intrave- 
nous phentolamine  Patients  who  engage  in  poten- 
tially hazardous  activities,  such  as  operating  machinery 
or  driving,  should  be  advised  of  the  sedative  effect 
This  drug  may  enhance  the  CNS-depressive  effects  of 
alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
agent  lowering  blood  pressure,  clonidine  hydrochloride 
should  be  used  with  caution  in  patients  with  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure 

As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Catapres  (clonidine  hydrochloride) 
should  receive  periodic  eye  examinations  While, 
except  for  some  dryness  of  the  eyes,  no  drug-related 
abnormal  ophthalmologic  findings  have  been  recorded 
with  Catapres  (clonidine  hydrochloride),  in  several 
studies  the  drug  produced  a dose-dependent  increase 
in  the  incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  in  albino  rats  treated  for 
6 months  or  longer. 

Adverse  Reactions:  The  most  common  reactions  are 
dry  mouth,  drowsiness  and  sedation  Constipation, 
dizziness,  headache,  and  fatigue  have  been  reported 
Generally  these  effects  tend  to  dimmish  with  continued 
therapy  The  following  reactions  have  been  associated 
with  the  drug,  some  of  them  rarely.  (In  some  instances 
an  exact  causal  relationship  has  not  been  established  ) 
These  include  Anorexia,  malaise,  nausea,  vomiting, 
parotid  pain,  mild  transient  abnormalities  in  liver  func- 
tion tests;  one  report  of  possible  drug-induced  hepa- 
titis without  icterus  and  hyperbilirubinemia  in  a patient 
receiving  clonidine  hydrochloride,  chlorthalidone  and 
papaverine  hydrochloride  Weight  gam,  transient  eleva- 
tion of  blood  glucose,  or  serum  creatine  phosphokinase 
congestive  heart  failure.  Raynaud's  phenomenon:  vivid 
dreams  or  nightmares,  insomnia,  other  behavioral 
changes,  nervousness,  restlessness,  anxiety  and  mental 
depression.  Also  rash,  angioneurotic  edema,  hives, 
urticaria,  thinning  of  the  hair,  pruritus  not  associated 
with  a rash,  impotence,  urinary  retention,  increased 
sensitivity  to  alcohol  dryness,  itching  or  burning  of  the 
eyes,  dryness  of  the  nasal  mucosa,  pallor,  gyneco- 
mastia, weakly  positive  Coombs'  test,  asymptomatic 
electrocardiographic  abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy 

Overdosage:  Profound  hypotension,  weakness,  somno- 
lence. diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  ingestion  of  Catapres  (clonidine 
hydrochloride)  by  several  children  from  19  months  to 

5 years  of  age  Gastric  lavage  and  administration  of  an 
analeptic  and  vasopressor  led  to  complete  recovery 
within  24  hours.  Tolazoline  in  intravenous  doses  of 

10  mg  at  30-minute  intervals  usually  abolishes  all  ef- 
fects of  Catapres  (clonidine  hydrochloride)  overdosage 

How  Supplied:  Catapres,  brand  of  clonidine  hydro- 
chloride, is  available  as  0 1 mg  (tan)  and  0 2 mg 
(orange)  oval,  single-scored  tablets  in  bottles  of  100 
and  1000 

For  complete  details,  please  see  full  prescribing 
information 
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ELUCIDATION 


Question  267.  Vi  shows  a regular  sinus  rhythm 
with  a rate  of  66  beats  per  minute.  The  QRS  dura- 
tion is  0.16  second,  and  the  pattern  is  that  of  left 
bundle  branch  block.  Beat  5 is  premature  and  ab- 
errant and  is  not  preceded  by  a P wave.  It  is  a VPD 
(ventricular  premature  depolarization),  and  is  fol- 
lowed by  a long  compensatory  pause.  The  beat  fol- 
lowing the  compensatory  pause  shows  normal  ven- 
tricular conduction.  This  same  phenomenon  is  seen 
in  lead  V5. 

The  sinus  beat  occurring  at  a regular  rate  of  66 
beats  per  minute  shows  left  bundle  branch  block. 
When  there  is  a pause  following  a VPD,  the  left 


bundle  branch  block  is  no  longer  present,  and  con- 
duction pathways  are  normal.  This  is  an  example 
of  a rate-related  left  bundle  branch  block. 

Question  268.  Strip  1 shows  regular  sinus  rhythm 
with  an  atrial  rate  of  80.  QRS  complexes  1 and  2 are 
conducted  with  a P-R  interval  of  0.34  second.  Beats 
3 and  4 demonstrate  progressive  prolongation  of  the 
P-R  interval.  The  P wave  following  beat  4 is  non- 
conducted,  and  the  cycle  then  resumes.  The  rhythm 
is  second-degree  heart  block  with  Wenckebach  pe- 
riods. Note  that  following  beats  1 and  5,  the  R wave 
gets  progressively  smaller  indicating  changing  ven- 
tricular depolarization.  Strip  2 shows  an  atrial  rate 
of  78  and  ventricular  rate  75.  The  P-R  interval 
progressively  shortens.  The  final  2 beats  show  such 
short  P-R  intervals  that  they  are  obviously  noncon- 
ducted.  The  fact  that  the  R-R  interval  is  constant 
and  the  P-R  shortens  indicates  that  the  rhythm  is 
sinus  with  atrioventricular  dissociation,  or  complete 
heart  block.  The  ventricular  rhythm  is  junctional 
in  origin. 


Physicians  today  tell  patients 
when  they  have  cancer 

Physicians  no  longer  try  to  conceal  from  their  patients 
the  knowledge  that  the  individual  has  cancer,  says  a report 
in  the  March  2 Journal  of  the  American  Medical  Associ- 
ation. 

In  a 1961  survey  90  percent  of  responding  physicians 
indicated  a preference  for  not  telling  a cancer  patient  his 
diagnosis.  But  when  the  same  questionnaire  was  sub- 
mitted in  1977  to  a comparable  group  of  physicians,  97 
percent  indicated  a preference  for  telling  a cancer  patient 
his  diagnosis — a complete  reversal  of  attitude. 

Perhaps  patients  have  changed  as  much  as  physicians. 
In  both  surveys  the  physicians  cited  their  experience  in 
patients’  reaction  to  the  diagnosis  as  reason  for  their  atti- 
tude. The  1977  population  of  physicians  emphasized  also 
the  influence  of  medical  school  and  hospital  training. 

Says  researcher  Dennis  H.  Novack,  M.D.: 

“Physicians  still  are  basing  their  policies  on  emotion- 
laden personal  conviction  rather  than  the  outcome  of 
properly  designed  scientific  studies.” 

Dr.  Novack  and  colleagues  surveyed  physicians  prac- 
ticing at  Strong  Memorial  Hospital,  Rochester,  N.Y.  The 
questionnaire  used  was  virtually  identical  to  one  used 


among  physicians  at  Michael  Reese  Hospital,  Chicago,  in 
1961,  in  which  90  percent  said  they  did  not  generally  inform 
the  patient  of  cancer. 

Physicians  cited  as  the  four  most  frequent  factors  con- 
sidered in  the  decision  to  tell  the  patient  was  his  or  her 
age,  intelligence,  relative’s  wish  about  telling  the  patient, 
and  emotional  stability. 

A major  factor  in  the  change  in  attitude  through  the 
years,  says  Dr.  Novack,  is  the  knowledge  on  part  of  patients 
and  physicians  alike  that  advances  in  therapy  have  brought 
longer  survival,  improved  quality  of  life,  and,  in  many  cases, 
permanent  cure.  Physicians  now  believe  they  can  offer 
their  cancer  patients  more  hope.  No  longer  is  a diagnosis 
of  cancer  equated  with  certain  death. 

The  rise  in  the  consumerism  movement  and  increasing 
public  scrutiny  of  the  medical  profession  have  altered  the 
physician-patient  relationship,  he  says. 

“In  this  era  of  Patients  Rights,  an  attitude  of  frankness 
feels  right  and,  indeed,  given  the  current  disputations  at- 
mosphere of  medical  practice,  may  be  the  safest  one  to 
adopt.” 
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Spontaneous  aortovenous  fistulae  are  uncommon,1 
and  those  occurring  between  the  iliac  vessels  are  even 
more  rare.  Although  the  majority  of  iliac  vessel 
fistulae  result  from  operations  for  herniated  inter- 
vertebral disks,2  several  of  a spontaneous  nature  have 
been  reported  recently.  Kazmier  and  Harrison3 
recently  reported  a series  of  patients  in  whom  acute 
renal  failure  was  a prominent  manifestation,  al- 
though no  definitive  explanation  for  the  development 
of  oligoanuria  was  suggested.  We  wish  to  report  a 
case  of  spontaneous  iliac  arteriovenous  fistula  with 
anuria,  the  clinical  course  of  which  might  explain  the 
pathogenesis  of  renal  failure  in  this  syndrome. 

Case  report 

A 62-year-old  white  male  was  admitted  because  of 
anuria  of  five  days’  duration.  He  had  been  hyper- 
tensive for  many  years,  although  he  was  not  under 
therapy  for  the  six  weeks  prior  to  admission.  Three 
years  earlier  he  had  experienced  partial  left  retinal 
artery  occlusion.  He  had  had  degenerative  and 
gouty  arthritis  and  had  undergone  total  replacement 
of  the  right  hip  three  years  previously.  Five  days 
prior  to  admission  he  had  noted  the  onset  of  anuria; 
he  denied  any  associated  or  preceding  urinary 
symptoms,  back  pain,  trauma,  or  exposure  to  ne- 
phrotoxic agents.  On  initial  examination  his  blood 
pressure  was  130/60,  and  pulse  was  80  and  regular; 
there  was  evidence  of  left  temporal  retinal  artery 
occlusion;  the  lungs  had  scattered  wheezes  and 
rhonchi.  There  were  no  murmurs,  gallops,  or  rubs. 
The  abdomen  was  distended  with  a right  lower 
quadrant  bruit,  but  no  masses  or  thrills  were  appre- 


ciated. There  was  pitting  edema  of  the  left  leg  with 
bilaterally  equal  pulses.  The  stool  guaiac  test  and 
neurologic  examination  were  normal. 

Laboratory  data  on  admission  were  as  follows: 
sodium  138,  chloride  99,  bicarbonate  23,  potassium 
7.3,  urea  nitrogen  100,  and  creatinine  16.5;  the  uric 
acid  was  18,  calcium  9.2,  and  phosphate  7.8  mg.  per 
100  ml.  Alkaline  phosphatase,  liver  function  tests, 
serum  protein  electrophoresis,  and  prothrombin  time 
tested  out  normal.  The  hematocrit  was  37,  hemo- 
globin 12.6  Gm.  per  100  ml.;  the  white  blood  cell 
count  was  7,100  with  a normal  differential.  VDRL, 
latex  fixation,  and  antinuclear  antibody  test  findings 
were  all  normal,  as  were  antistreptolysin  titer  O and 
complement. 

No  urine  was  obtained  on  initial  and  subsequent 
bladder  catheterizations  during  the  first  nine  days 
of  hospitalization.  Because  of  hyperkalemia  and 
azotemia,  peritoneal  dialysis  was  instituted  for  three 
days.  To  elucidate  the  etiologic  factors  of  the  acute 
renal  failure,  the  following  procedures  were  per- 
formed: (1)  infusion  nephrotomography  revealed 

poorly  visualizing  normal-sized  kidneys  with  some 
fullness  of  the  upper  ureter  and  collecting  system,  (2) 
retrograde  pyelography  of  the  right  side  revealed 
compression  of  the  right  ureter  at  the  pelvic  brim,  but 
there  was  free  flow  of  the  retrogradely  injected  con- 
trast material.  The  left  ureteral  orifice  was  visual- 
ized, but  could  not  be  catheterized.  No  urine  flow 
was  obtained  from  either  ureter,  and  (3)  on  the  fifth 
day  of  hospitalization,  in  the  presence  of  persistent 
anuria,  angiography  via  the  right  femoral  artery  was 
performed  revealing  an  A-V  (atrioventricular)  fistula 
with  pseudoaneurysm  formation  between  the  right 
common  iliac  artery  and  vein  (Fig.  1).  A large  he- 
matoma compressing  both  common  iliac  veins  was 
appreciated.  Selective  arteriogram  of  the  left  kidney 
demonstrated  pruning  and  decreased  visualization 
of  small  peripheral  and  cortical  vessels.  (4)  Percu- 
taneous renal  biopsy  during  angiography  showed 
only  some  arterionephrosclerosis. 

Anuria  persisted  until  the  tenth  day  of  hospitali- 
zation when  100  cc.  urine  were  produced,  although 
on  the  two  previous  days  30  ml.  of  urine  were  col- 
lected, with  a sodium  concentration  of  17  and  a po- 
tassium of  94  mEq.  per  liter.  From  that  point, 
stepwise  improvement  in  urine  output  and  renal 
function  ensued.  Because  of  gross  hematuria,  an 
intravenous  pyelogram  was  performed  on  the  thir- 
teenth hospital  day,  which  revealed  prompt  bilateral 
excretion  into  dilated  pelvicaliceal  systems  and 
marked  ureteral  narrowing  at  the  pelvic  brim;  a 
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FIGURE  1.  (A)  Arterial  injection  demonstrates  both  common  iliac  arteries  and  their  bifurcation  with  catheter  in  right  iliac  artery. 

Single  arrow  is  in  middle  of  large  irregular  pseudoaneurysm  coming  off  right  common  iliac  artery.  Large  hematoma  is 
compressing  and  indenting  pseudoaneurysm  (double  arrow).  Triple  arrows  overlie  segment  of  large  intestine  filled  by  vicariously 
excreted  contrast  medium  from  infusion  pyelogram  two  days  earlier.  (B)  Exposure  three  seconds  later  demonstrates  premature 
filling  of  vena  cava  (upper  arrow),  and  dilated  venous  collaterals  (lower  arrow)  bypassing  left  iliac  vein,  which  is  occluded 
by  aneurysm  and  hematoma. 


cystogram  showed  the  bladder  to  be  deviated  ante- 
riorly and  to  the  right  by  the  previously  demon- 
strated hematoma.  Hematuria  abated  sponta- 
neously, and  renal  function  returned  to  normal  by  the 
fifteenth  day  of  hospitalization. 

On  the  twenty-seventh  day  of  hospitalization, 
surgical  exploration  revealed  an  aneurysm  of  the 
right  common  iliac  artery  with  fistulous  communi- 
cation to  the  right  iliac  vein  and  aneurysmal  occlu- 
sion of  the  left  iliac  vein,  with  lateral  displacement 
and  part  ial  compression  of  ureters.  The  aneurysm 
was  ligated,  the  ureters  were  freed  of  periureteral 
adhesions,  and  right  aorto-common  iliac  and  left 
aortofemoral  artery  bypass  grafts  were  performed. 
One  month  after  surgery,  the  patient  was  discharged 
with  a creatinine  clearance  of  1 14  ml.  per  minute. 

Comment 

Acute  renal  failure  with  sudden  onset  of  complete 
anuria  is  unusual  and  caused  by  relatively  few  con- 
ditions. These  include  bilateral  renovascular  oc- 
clusion, acute  cortical  necrosis,  bilateral  obstructive 
uropathy,  an  occasional  case  of  glomerulonephritis 
or  vasculitis,  and  occasional  cases  of  acute  tubular 
necrosis. 

Anuria  secondary  to  obstructive  uropathy  can  be 
ruled  out  in  our  case  by  the  demonstration  of  free 
drainage  and  patency  of  the  right  kidney  and  ureter 
on  retrograde  pyelography.  It  is  also  unlikely  that 
spontaneous  relief  of  obstruction  would  have  oc- 
curred simultaneously  bilaterally  as  demonstrated 
on  the  second  intravenous  pyelogram.  Also,  the 
gradual  stepwise  increase  of  urine  flow  is  not  typical 
of  obstructive  uropathy. 

Vascular  occlusion  by  aneurysmal  involvement 
and  thrombosis  of  the  renal  arteries  or  by  retroperi- 
toneal compression  with  hematoma  of  renal  veins 


were  excluded  as  causes  of  anuria  by  angiographic 
demonstration  of  vascular  patency.  There  was 
likewise  no  evidence  for  atheromatous  embolization 
on  angiogram  or  biopsy. 

An  acute  vasculitis  or  glomerulonephritis  is  un- 
likely in  the  absence  of  hypertension,  diagnostic 
urinary  sediment,  concomitant  multisystem  disease, 
and  characteristic  renal  biopsy  findings.  The  renal 
biopsy  and  subsequent  clinical  course  also  exclude 
acute  cortical  necrosis. 

The  hemodynamic  effect  of  an  A-V  fistula,  by 
shunting  a fraction  of  the  cardiac  output,  might  have 
produced  a sufficient  decrease  in  renal  perfusion  to 
precipitate  anuria  and  renal  failure.  Frank  et  al.4 
demonstrated  pooling  of  blood  in  the  capacitance 
system  with  progressively  larger  A-V  fistulae  in 
anesthetized  dogs.  Where  cardiac  output  was  in- 
adequate relative  to  fistula  flow,  TPR  (total  pe- 
ripheral resistance)  increased.  Despite  the  elevated 
TPR,  the  mean  arterial  pressures  decreased  in  the 
presence  of  large  fistulae.  Holman5  and  Epstein6 
have  similarly  demonstrated  increases  in  venous 
capacitance  and  total  blood  volume.  The  normo- 
tensive  levels  in  our  patient  might  reflect  an  increase 
in  venous  capacitance,  masking  his  known  underlying 
hypertensive  condition.  This  mechanism  might  also 
explain  the  visualization  of  the  renal-collecting  sys- 
tem by  high-dose  intravenous  pyelography  at  a time 
when  no  urine  flow  was  obtained  on  retrograde 
catheterization,  since  Shipley  and  Study7  have  shown 
that  urine  How  ceases  before  GFR  (glomerular  fil- 
tration rate),  with  graded  reduction  in  perfusion 
pressure.  Graded  reduction  of  blood  pressure  in 
rabbits  has  been  associated  with  a nephrographic 
effect  without  ureteral  filling.8 

Senning  et  al.9  observed  diminished  RPF  (renal 
plasma  flow),  GFR,  and  electrolyte  excretion  during 
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experimental  extracorporeal  circulation.  Hilton  et 
al.10  measured  lower  RPF,  GFR,  and  urinary  sodium 
in  experimental  acute  A-V  fistula,  related  to  renal 
vasoconstriction.  Davis  et  al.11  demonstrated  ele- 
vated aldosterone  levels  in  dogs  with  A-V  fistulae, 
while  measuring  decreases  in  mean  renal  perfusion 
pressure,  GFR,  and  renal  blood  blow.  On  clamping 
of  A-V  fistulae,  renal  electrolyte  excretion  in- 
creases.12 

Although  the  urinary  sodium/urinary  potassium 
ratio  of  1:5  during  the  recovery  phase  suggests  a 
marked  aldosterone  effect  and  favors  a hemodynamic 
mechanism  of  anuria,  this  is  not  likely  in  our  patient. 
These  values  occurred  during  the  recovery  phase,  and 
it  is  difficult  to  ascertain  their  diagnostic  relevance 
to  the  initial  anuric  episode.  Furthermore,  in  none 
of  the  above  studies  did  urine  How  cease.  It  has  been 
experimentally  shown  that  urine  flow  persists  until 
renal  arterial  pressure  drops  below  60  mm.  Hg.' 
That  level  of  renal  perfusion  is  not  likely  in  our  pa- 
tient, since  he  maintained  a normal  blood  pressure 
and  did  not  manifest  evidence  of  peripheral  hypo- 
perfusion. Furthermore,  urine  formation  returned 
spontaneously,  unassociated  with  any  change  in 
measured  blood  pressure,  and  prior  to  closure  of  the 
A-V  fistula. 

Acute  tubular  necrosis  secondary  to  undiagnosed 
and  asymptomatic  hypotension  caused  by  acute 
rupture  of  an  atherosclerotic  common  iliac  aneurysm 
seems  the  most  tenable  explanation  of  our  patient’s 
acute  renal  failure.  It  would  explain  the  spontaneous 
recovery  of  renal  function,  the  gradual  stepwise  in- 
crease in  urine  flow,  and  the  subsequent  bland  uri- 
nary sediment. 

We,  therefore,  believe  that  renal  failure  reported 
with  acute  arteriovenous  fistula  formation  might  be 
due  to  acute  tubular  necrosis.  We  cannot  completely 
exclude  a more  direct  and  persistent  hemodynamic 
effect  of  the  A-V  fistula.  This  will  require  the  actual 
measurement  of  renal  blood  flow  and  renal  artery 
presssures  in  future  cases. 

Summary 

A case  of  anuric  renal  failure  associated  with  a 


spontaneous  iliac  artery-vein  fistula  has  been  pre- 
sented. On  the  basis  of  the  clinical  course  and  rele- 
vant laboratory  data,  together  with  previously 
demonstrated  renal  hemodynamic  and  physiologic 
effects  of  arteriovenous  fistula,  it  is  suggested  that 
the  renal  failure  in  these  situations  is  due  to  acute 
tubular  necrosis  (vasomotor  nephropathy). 

Alternative  mechanisms  for  the  acute  renal  failure 
with  which  these  patients  occasionally  present  have 
been  discussed. 


1874  Pelham  Parkway  South 
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Melanosis  oculi  or  ocular  melanocytosis  is  that 
condition  where  there  is  diffuse  increase  in  uveal 
pigment  with  increased  pigmentation  of  the  sclera, 
which  may  be  marbled  or  flecked,  the  color  depend- 
ing on  the  depth  at  which  the  pigment  lies.  The 
fundus  has  a dark  appearance,  but  there  is  usually 
normal  function  of  the  eye  with  normal  visual  acuity, 
light  sense,  and  color  sense. 

The  condition  is  congenital  and  is  unilateral  in  90 
percent  of  the  cases.  The  amount  of  pigment,  how- 
ever, may  increase  during  pregnancy  or  with  aging. 
An  hereditary  tendency  is  unusual.  Heterochromia 
is  frequently  present  with  the  darker  eye  being 
pathologic.  In  heterochromia  irides  the  lighter  eye 
is  the  pathologic  eye.  The  conjunctiva  is  sometimes 
also  pigmented.1 

This  ocular  condition  may  be  accompanied  by  a 
nevus  in  the  periorbital  skin  area  innervated  by  the 
first  and  second  division  of  the  trigeminal  nerve. 
This  entity  is  more  common  in  Negroes  and  Orien- 
tals, and  women  are  affected  more  than  men.  These 
cases  have  been  given  the  name  nevus  of  Ota.2 

Previous  reports  have  stated  that  patients  with 
melanosis  oculi  are  more  prone  to  develop  malignant 
melanoma.8-6  Reese7  claimed  that  in  approximately 
25  percent  of  the  reported  cases  of  melanosis  oculi, 
extraocular  or  intraocular  malignant  melanomas 
developed.  We  would  like  to  present  a recent  case 
of  melanosis  oculi  that  developed  a malignant  mel- 
anoma and  then  briefly  review  some  of  the  literature 
on  this  entity. 

Case  report 

The  patient  is  a 63-year-old  man  whose  initial 
complaint  was  loss  of  temporal  field  of  vision  in  the 
left  eye  several  weeks  prior  to  his  examination.  The 
visual  acuity  was  20/30  in  the  right  eye  and  20/40  in 
the  left  eye.  Result  of  examination  of  the  right  eye 


FIGURE  1.  External  photograph  of  left  eye  showing  scleral 
pigmentation. 


was  normal.  The  left  eye  had  increased  pigmenta- 
tion of  the  sclera  which  was  said  to  be  present  since 
birth  (Fig.  1).  There  was  a large  mass  underlying  the 
nasal  retina  with  an  overlying  retinal  detachment. 

A medical  workup  was  negative  for  metastasis.  A 
phosphorus  32  tumor  identification  test  was  per- 
formed using  500  microcuries  of  radioactive  phos- 
phorous (sodium  phosphate).8  This  was  markedly 
positive  at  458  percent,  and  enucleation  was  per- 
formed. 

The  pathology  specimen  showed  a highly  pig- 
mented uveal  tract.  There  were  even  areas  of  nevus 
formation  in  the  choroid  temporally  and  in  the  iris 
(Fig.  2).  The  superficial  sclera,  episclera,  and  optic 
nerve  were  also  heavily  pigmented  (Fig.  3).  A serous 
retinal  detachment  was  present  over  a large  choroidal 
melanoma.  This  was  noted  to  be  spindle  B-type 
melanoma. 

We  reviewed  all  cases  of  malignant  melanoma  in 
the  files  of  the  ophthalmic  pathology  laboratory  at 
Mount  Sinai  Hospital  for  cases  of  melanosis  oculi. 
There  were  2 (2.3  percent)  definite  cases  of  melanosis 
oculi  out  of  86  malignant  melanoma  cases.  At 
Montefiore  Hospital  there  were  no  cases  of  melanosis 
oculi  out  of  49  cases  of  malignant  melanoma  in  their 
ophthalmic  pathology  files.9  Blodi10  reported  three 
(0.7  percent)  cases  of  melanosis  oculi  out  of  418  cases 
of  eyes  with  choroidal  melanoma.  Therefore,  at  least 
looking  at  it  from  this  point  of  view,  the  number  of 
cases  of  melanosis  oculi  in  any  large  series  of  malig- 
nant melanomas  is  quite  small. 

As  mentioned  before,  there  are  many  authors  who 
feel  that  there  is  a strong  relationship  between  these 
two  entities:  melanosis  oculi  and  malignant  mela- 
noma. In  1925  Reese8  found  8 of  27  cases  of  mela- 
nosis oculi  developed  malignant  melanoma.  Yanoff 
and  Zimmerman11  reviewed  the  files  at  the  Armed 
Forces  Institute  of  Pathology  and  found  that  12  of  18 
eyes  with  melanosis  oculi  had  associated  malignant 
melanoma  of  the  uvea.  They  therefore  felt  that  the 
origin  of  malignant  melanoma  in  the  affected  uveal 
tract  is  more  than  a chance  occurrence.  If  it  were 
chance,  then  one  half  of  the  tumors  should  arise  in 
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FIGURE  2.  (A)  Section  of  whole  eye  showing  large  choroidal  tumor  nasally.  (B)  Enlargement  of  area  of  choroid  distant  from 

tumor  indicated  by  arrow  demonstrating  nevus  formation  (hematoxylin  and  eosin  stain). 


' ... 


FIGURE  3.  Anterior  sclera  showing  heavy  pigmentation 
of  superficial  sclera  and  episclera  (hematoxylin  and  eosin 
stain,  original  magnification  X 160). 


the  uninvolved  eye  and  one  half  in  the  hyperpig- 
mented  eye.  Also,  each  case  they  reviewed  had  be: 
nign-appearing  atypical  melanocytes  (nevus  cells). 
They  stated  that  the  uveal  component  may  be  con- 
sidered a diffuse  nevus  composed  of  plump  polyhe- 
dral nevus  cells.  Since  malignant  melanoma  arises 
in  the  eyes  containing  nevoid  elements,  oculosis 
melani  may  be  considered  a potentially  premalignant 
condition. 

Countering  this  hypothesis  that  oculosis  melani 
is  a precancerous  condition  is  Blodi’s10  article.  He 
makes  four  specific  points: 

1.  The  incidence  of  malignant  tumors  in  cases  of  mel- 
anosis oculi  is  unknown  and  is  overreported. 

2.  Bilateral  melanomas  would  occasionally  occur  in 
patients  with  bilateral  melanosis.  No  such  cases 
have  been  reported. 

3.  In  a patient  with  unilateral  melanosis  the  blue  or 
unaffected  eye  was  the  one  that  developed  a mela- 
noma. 

4.  Among  the  patients  with  choroidal  melanoma  only 


a very  few  have  an  underlying  congenital  mela- 
nosis. 


Summary 

Although  histologically,  as  pointed  out  by  Yanoff 
and  Zimmerman,11  there  appears  to  be  some  rela- 
tionship between  nevus  cells  and  malignant  mela- 
noma and  between  the  existence  of  nevus  cells  and 
ocular  melanocytosis,  this  hypothesis  is  hard  to 
substantiate  clinically.  Only  a prospective  study 
following  a large  number  of  patients  with  ocular 
melanocytosis  will  determine  how  many  of  them  will 
develop  malignant  melanoma  and  whether  melanosis 
oculi  is  truly  a precancerous  condition.  Such  a study 
has  yet  to  be  performed. 

Acknowledgment.  The  authors  wish  to  express  their  appre- 
ciation to  Andrew  P.  Ferry,  M.D.,  who  prepared  the  histologic 
specimens  and  the  photomicrographs. 
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This  is  the  description  of  a patient  who  endured 
a severe  form  of  COPD  (chronic  obstructive  pulmo- 
nary disease)  for  several  years.  He  demonstrated 
remarkable  improvement  after  tracheostomy,  only 
to  die  shortly  thereafter  of  a pulmonary  embolus. 
He  illustrates  many  common  features  of  the  patho- 
genesis, pathophysiology,  and  natural  history  of 
COPD  and  some  features  that  are  less  common.  The 
response  to  tracheostomy  demonstrates  the  impor- 
tant role  of  upper-airway  obstruction  in  some  pa- 
tients and,  in  addition,  promotes  speculation  about 
the  role  of  the  respiratory  center  in  this  condition. 

Pathogenesis  and  natural  history 

During  childhood,  the  patient  experienced  two 
types  of  illness  which  may  have  contributed  to  the 
COPD  which  developed  in  his  forties.  He  had  mild 
asthma,  never  requiring  hospitalization  and  disap- 
pearing in  his  teens.  It  is  known  that  most  patients 
with  asthma  do  not  develop  emphysema,  but  many 
adults  with  asthma  do  have  relatively  chronic  airway 
obstruction,  and  an  asthmatic  component  is  often 
present  in  patients  with  COPD.  It  is  also  known  that 
most  patients  with  asthma  do  not  smoke  cigarettes, 
but  the  patient  began  smoking  very  heavily  in  his 
youth,  two  to  three  packs  a day  right  up  to  near  the 
end  of  his  life.  It  is  possible  that  his  self-indulgence, 
in  contrast  to  the  meticulous  avoidance  of  all  pollu- 
tion characteristic  of  most  patients  with  asthma, 
represents  the  rather  unusual  complication  of  con- 
stant irritation  from  cigarette  smoke  to  abnormally 
reactive  airways  and,  hence,  the  eventual  COPD.  In 
addition,  he  had  pneumonia  three  times  as  a child, 
and  there  is  evidence  that  in  many  patients,  COPD 
is  the  result  of  bronchiolitis,  perhaps  occurring  as  one 
or  more  discreet  events,  and  that  the  injury  is  present 
long  before  the  symptoms  become  evident  or  dis- 
abling. It  appears  that  the  combination  of  wide- 
spread small-airways  injury  from  acute  infection,  the 
abnormally  reactive  airways  of  asthma,  and  the 
constant  irritation  from  cigarette  smoke,  set  the  stage 
for  w'hat  was  to  come. 

When  he  was  42  years  old,  the  patient  began  de- 
veloping shortness  of  breath  and  wheeze  which  soon 
became  so  severe  that  he  gave  up  his  job  as  a con- 
struction worker  and  went  to  work  as  a chauffeur. 
The  symptoms  worsened,  and  six  years  later,  when 
he  was  48,  he  had  to  give  up  this  job  and  spend  his 
days  at  home.  This  was  very  difficult  because  he  was 
an  active  man,  proud  of  his  strength  and  ability  to 
support  his  family.  His  main  joy  was  derived  from 


his  work  and  from  sociability.  He  enjoyed  parties 
and  all  that  was  left  now  was  the  continuing  cigarette 
habit.  During  the  next  two  years  he  was  admitted 
three  times  to  a veterans’  hospital  for  severe  CO2 
(carbon  dioxide)  retention  and,  on  each  occasion,  he 
required  endotracheal  intubation,  an  event  that  was 
to  occur  repeatedly  thereafter  in  our  own  hospital. 

In  1973,  when  he  as  50  years  old,  he  was  first 
brought  to  the  emergency  room  of  the  Bronx  Mu- 
nicipal Hospital  Center  unresponsive  and  cyanotic, 
with  signs  of  congestive  heart  failure.  His  arterial 
PCO2  (carbon  dioxide  pressure)  was  90  mm.Hg,  his 
PO2  (oxygen  pressure)  was  36  mm.  Hg,  and  his  oxy- 
gen saturation  was  67  percent.  He  quickly  became 
comatose  and  was  intubated,  placed  on  a ventilator 
and,  after  a few  days,  the  endotracheal  tube  was  re- 
moved and  he  was  sufficiently  improved  so  as  to  be 
able  to  go  home.  This  was  the  first  of  29  admissions 
to  the  Bronx  Municipal  Hospital  Center,  monoto- 
nously similar  in  nature,  with  initial  presentations 
of  varying  degrees  of  somnolence  and  asterixis  re- 
sponding to  therapy  with  or  without  intubation. 

Pulmonary  function  studies  were  first  performed 
in  1973  and  revealed  severe  airway  obstruction  with 
fairly  substantial  response  to  bronchodilators,  con- 
firming the  historical  data  suggesting  an  asthmatic 
component  to  the  condition  (Table  1).  Total  lung 
capacity  w-as  normal;  the  reduced  diffusing  capacity 
and  Pmax  (pleural  pressure)  both  suggested  the 
presence  of  emphysema.  Subsequent  measurements 
of  vital  capacity  and  FEVi  (forced  expiratory  vol- 
ume) obtained  during  hospitalizations  all  revealed 
values  less  than  those  obtained  as  an  outpatient  in 
the  pulmonary  function  laboratory,  and,  at  least  on 
one  occasion.  December,  1973,  there  was  substantial 
improvement  of  the  obstruction  during  hospital 
treatment.  It  is  noteworthy  that  exacerbations  and 
worsening  of  ventilatory  failure  were  not  associated 
with  marked  reduction  of  FEVi,  a common  finding 
in  patients  with  COPD  in  whom  worsening  is  not 
readily  explained  by  increased  airway  obstruction, 
but  rather  is  the  culmination  of  a series  of  vicious 
cycles  involving  airway  obstruction,  hypercapnia  and 
hypoxemia,  polycythemia,  pulmonary  vasocon- 
striction, salt  and  water  retention,  and  pulmonary 
congestion.  In  March,  1975,  the  airway  obstruction 
was  a little  worse,  but  noteworthy  is  the  fairly  marked 
drop  of  diffusing  capacity  and  Pmax.  This  suggests 
progression  of  pulmonary  emphysema,  subsequently 
confirmed  to  be  extensive  at  postmortem  examina- 
tion. It  is  interesting  that  the  worsening  emphysema 
was  not  associated  with  much  decrease  of  expiratory 
flow  rate,  emphasizing  the  relative  unimportance  of 
emphysema  as  a cause  of  airway  obstruction.  It  is 
now  known  that  extensive  emphysema  can  be  present 
with  only  trivial  airway  obstruction,  and  the  ob- 
struction in  COPD  is  much  more  the  result  of 
changes  in  the  airways:  inflammation,  scarring,  and 
particularly,  secretions.  It  is  also  interesting  that, 
in  this  patient,  the  emphysema  worsened  over  a 2- 
year  period,  whereas  many  of  the  patients  we  have 
followed  showed  no  such  change  over  up  to  10  years 
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TABLE  I.  Pulmonary  function  studies 


Tests 

V.  Cap.* 
(liters) 

FEVU 

(liters) 

TLC** 

(liters) 

Dco++ 
(Centimeters 
per  minute, 
mm.  Hg) 

Pmax*** 
(cm.  H20) 

Normal 

4.3 

3.3 

6.4 

31 

21 

September,  1973 

1.7/2. 6 

0.4/0.7 

6.6 

16 

16 

December,  1973 

0.9-1. 5 

0.4-0. 6 

January,  1974 

0.7 

0.3 

September,  1974 

0.6 

0.3 

October,  1974 

0.8 

0.3 

March,  1975 

1.5/1. 8 

0.4/0. 4 

6.6 

6 

11 

December,  1975 

0.5 

0.3 

April,  1976 

0.9 

0.4 

November,  1976 

1.3 

0.3 

* Measurements  of  vital  capacity. 

+ First  forced  expiratory  volume  in  one  second. 

**  Total  lung  capacity;  is  before/after  bronchodilator. 

++  Diffusing  capacity  for  carbon  monoxide 

Negative  intrapleural  pressure  at  total  lung  capacity. 

Other  measurements  of  V.  Cap.  and  FEV ! were  obtained  on  the  ward  during  hospitalization,  and  the  values  noted  on  December,  1973,  represent  the  range 
from  admission  to  discharge. 


of  follow-up.  Progression  is  more  the  exception  than 
the  rule.  Patients  and  their  physicians  should  un- 
derstand quite  clearly  that  COPD  and  emphysema 
are  not  necessarily  inexorably  progressive. 

Ventilatory  failure  and  response  to 
tracheostomy 

The  patient’s  29  admissions  to  the  Bronx  Munic- 
ipal Hospital  Center  are  sketched  in  Figure  1 which 
is  a plot  of  the  highest  arterial  PCO2  and  the  PCO2 
at  the  time  of  discharge  on  each  occasion.  These 
represent  a fraction  of  the  blood  gas  measurements 
obtained  during  this  time,  and  the  arterial  PCO2  was 
usually  well  over  50  mm.  Hg.  Noteworthy  is  the  fact 
that  a great  many  episodes  of  ventilatory  failure  were 
successfully  managed  without  intubation,  and  on 
many  occasions  medical  therapy  was  effective  when 
the  arterial  PCO2  was  over  100  mm.  Hg.  Therapy 
over  these  years  consisted  of  oral  bronchodilators, 
theophylline  (Elixophyllin),  inhalation  of  isoprote- 
renol, and  intensive  efforts  to  help  the  patient  raise 
the  copious,  thick  secretions  which  were  present  most 
of  the  time.  Needless  to  say  he  was  constantly  urged 
to  stop  smoking.  Because  some  patients  with  COPD 
respond  to  corticosteroids,  particularly  if  they  have 
sputum  eosinophilia,  the  patient  received  prednisone 
for  several  months,  but  there  was  no  definite  evidence 
of  improvement.  Likewise,  some  patients  with  al- 
veolar hypoventilation,  particularly  if  they  are  obese, 
may  experience  increase  of  alveolar  ventilation  when 
treated  with  progesterone.  A trial  of  this  drug  was 
also  ineffective,  in  1974,  we  talked  to-the  patient 
about  performing  a tracheostomy.  We  felt  that  this 
was  indicated  to  obviate  the  need  for  recurrent  in- 
tubation, that  it  might  make  it  possible  for  him  to 
aspirate  secretions  more  effectively,  and  that  it  might 
also  make  him  stop  smoking.  This  was  suggested  at 
each  admission;  each  time  he  gave  it  thought,  but 
always  decided  that  he  would  go  home  to  try  once 
more.  The  usual  pattern  was  that  he  would  return 
home  with  a PCO2  in  the  50s,  remain  well  for  a few 


days  to  a few  weeks,  and  then  start  smoking  heavily 
out  of  aggravation,  boredom,  and  despair.  Eventu- 
ally, however,  the  patient  did  stop  smoking  in  March, 
1975,  and  he  stopped  for  good.  Noteworthy  is  the 
fact  that  for  several  months  he  no  longer  had  to  come 
into  the  hospital  and  managed  to  fend  for  himself  at 
home.  This  is  a dramatic  illustration  of  the  role 
cigarettes  played  even  at  this  late  stage  of  the  disease. 
Nonetheless,  the  effect  was  short  lived,  and  he  finally 
returned  again  in  the  usual  fashion. 

These  admissions  illustrated  another  dramatic  but 
common  adaptation.  Frequently  the  arterial  PO2 
was  20  mm.  Hg  and  this,  in  the  face  of  a concentra- 
tion of  carboxyhemoglobin  of  from  10  to  20  percent 
from  the  heavy  smoking,  represents  a lethal  degree 
of  hypoxia  when  experienced  acutely.  In  patients 
with  COPD,  chronic  hypoxia  is  associated  with 
polycythemia,  increase  of  cardiac  output,  possibly 
rightward  shift  of  the  oxyhemoglobin  dissociation 
curve  to  promote  oxygen  release  to  the  tissues  and, 
most  importantly,  increased  tissue  capillarity  so  that 
oxygen  can  reach  the  cells  even  when  present  at  a 
very  low  partial  pressure  in  the  blood.  The  patient 
was  well  acclimatized  to  chronic  hypoxia. 

During  these  admissions  another  component  of  his 
illness  became  evident.  Asterixis  and  somnolence 
were  a prominent  feature  of  his  course,  but  the 
somnolence  did  not  always  correlate  with  the  degree 
of  C02  retention.  During  the  past  few  years  it  has 
been  noted  that,  in  obese  patients,  somnolence  and 
hypercapnia  do  not  correlate,  and  that  upper-airway 
obstruction  is  a major  problem.  Upper-airway  ob- 
struction develops  during  sleep,  leading  to  prompt 
and  frequent  arousal.  Sleep  deprivation  is  the  major 
cause  of  the  somnolence.  Upper-airway  obstruction 
has  also  been  noted  in  nonobese  patients  and  is  not 
an  uncommon  complication  of  intubation-induced 
damage  to  the  large  airways.  It  was  noted  that  the 
patient  developed  stridorous  respiration  during 
sleep,  that  respiration  became  very  shallow  or  even 
ceased,  and  that  sleep  was  punctuated  by  periods  of 
arousal  with  restoration  of  normal  breathing.  We 
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FIGURE  1.  Highest  and  final  arterial  PC02  recorded  during 
admissions;  small  arrows  signify  endotracheal  intubation 
performed.  P + S signifies  recurrent  pneumothorax  leading 
to  thoracic  surgery;  D represents  arterial  PC02  following  use 
of  Drinker  respirator,  and  T indicates  tracheostomy. 

considered  the  possibility  that  abnormality  of  the 
respiratory  center  was  playing  a role  in  the  hypo- 
ventilation, and  for  three  nights  he  slept  in  a Drinker 
respirator.  This  resulted  in  sleep  at  night  and,  the 
next  morning,  an  arterial  PC02  far  below  that  which 
it  had  been  in  the  past  (Fig.  1),  but  the  respirator  was 
so  uncomfortable  that  he  soon  gave  it  up. 

The  dominant  features  of  somnolence  and  asterixis 
coupled  with  the  evidence  of  upper-airway  obstruc- 
tion during  sleep  added  new  impetus  to  the  consid- 
eration for  tracheostomy.  Thus,  in  addition  to 
treating  secretions,  we  might  remove  a major  con- 
tributor to  the  hypercapnia  by  establishing  a patent 
upper  airway.  Finally,  in  September,  1976,  the  pa- 
tient consented.  Tracheostomy  was  performed  and 
after  a few  days  the  respirator  was  removed  and,  for 
the  first  time  in  over  three  years,  the  arterial  PC02 
became  normal  and  remained  so.  Figure  1 illustrates 
this  correction  of  hypercapnia  but  underestimates 
the  phenomenon.  Actually,  multiple  blood  gas  de- 
terminations were  in  the  normal  range  with  a PC02 
usually  36  to  42  mm.  Hg.  Coincident  with  this,  there 
was  a dramatic  change.  The  patient  became  bright, 
alert,  and  enthusiastic.  He  was  ambulatory,  and  his 
newly  found  enjoyment  in  life  was  evident  to  all.  For 
two  weeks  he  still  demonstrated  irregular  respiration 
during  sleep,  but  a month  after  the  tracheostomy  his 
respiration  was  normal  and  regular  at  all  times.  This 
leads  to  the  speculation  that  the  chronic  hypercapnia 
had  some  effect  on  the  respiratory  center  so  as  to 
produce  diminished  and  irregular  respiration,  par- 
ticularly during  sleep,  which  only  disappeared  after 
several  days  to  weeks  of  eucapnia.  This  might  be 


similar  to  the  reversible  loss  of  chemoreceptor  re- 
sponse in  patients  with  chronic  hypoxia  who  regain 
their  hypoxic  stimulus  to  breathing  after  correction 
of  hypoxemia.  Noteworthy  is  the  fact  that  C02 
breathing  two  weeks  after  the  tracheostomy  did  not 
produce  any  increase  of  ventilation,  indicative  of  an 
abnormal  respiratory  center.  We  believe  that  tra- 
cheostomy produced  an  immediate  improvement  hy 
by-passing  upper  airway  obstruction,  but  that  con- 
tinuing improvement  of  respiration  was  related  to  a 
gradual  return  of  respiratory  center  function  to 
normal  after  the  hypercapnia  was  corrected. 

The  final  irony 

With  his  return  to  health,  the  patient  was  ready  to 
go  home  and  he  was  discharged  only  to  face  a new 
series  of  problems.  His  returning  strength  and  ac- 
tivity led  to  new  expectat  ions  from  both  himself  and 
his  wife,  and  this  apparently  resulted  in  such  anxiety 
that  he  returned  to  the  hospital  once  again  with 
shortness  of  breath.  But  this  time  his  blood  gases 
were  normal  and,  with  reassurance,  his  symptoms 
disappeared.  We  decided  that  we  would  help  him 
gradually  return  to  a normal  life  hy  discharging  him 
for  short  periods  and  enable  him  to  make  the  tran- 
sition back  to  health  gradually.  This  was  not  to  be. 
In  November,  1976,  he  suffered  the  first  of  three 
spontaneous  pneumothoraces.  Is  it  possible  that  the 
increased  expansion  of  the  emphysematous  lung 
during  normal  respiration,  made  possible  by  the 
tracheostomy,  resulted  in  increased  stress  and  strain 
so  as  to  cause  alveolar  rupture?  Noteworthy  is  the 
fact  that,  despite  almost  total  collapse  of  the  right 
lung,  he  remained  free  of  hypercapnia  and  on  no  oc- 
casion did  the  PC02  rise  over  45  mm.  Hg.  The 
pneumothoraces  were  treated  by  chest  tube,  and, 
finally,  when  collapse  persisted  and  it  became  evident 
that  the  lung  would  not  expand,  he  had  a thoracot- 
omy with  successful  resection  of  an  emphysematous 
bulla,  insertion  of  chest  tube,  and  expansion  of  the 
right  lung.  Once  again  he  improved,  remained  eu- 
capnic  off  the  respirator,  but  suddenly  on  the  seventh 
postoperative  day  he  was  found  dead  in  bed.  In 
addition  to  severe  emphysema,  autopsy  revealed  a 
massive  pulmonary  embolism. 

During  the  final  hospitalization,  there  was  a sense 
of  inevitability  and  irony  in  that  this  patient,  who  was 
disabled  at  a relatively  young  age  with  severe  respi- 
ratory insufficiency,  was  on  the  road  to  restoration 
of  health,  only  to  experience  new  disability  from 
pneumothorax  and,  when  that  was  successfully 
treated,  a fatal  embolus.  It  is  as  if  the  outcome  were 
written  in  advance  and  resolution  of  one  problem  was 
inevitably  followed  by  another,  perhaps  in  some  way 
a result  of  the  previous  success. 

Pulmonary  Division,  Department  of  Medicine 
Van  Etten  Hospital 
Pelham  Parkway  and  Eastchester  Road 
Bronx,  New  York  10461 
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In  the  antibiotic  era,  tuberculosis  and  its  various 
manifestations  are  usually  mentioned  in  the  differ- 
ential of  fever  of  unknown  origin,  weight  loss,  non- 
resolving pneumonitis,  sterile  pyuria,  and  meningitis. 
Little  has  been  written  about  tuberculous  peritonitis 
in  the  United  States  in  these  last  10  years;  indeed,  its 
place  in  the  newer  medical  and  gastroenterology 
textbooks  has  been  relegated  to  a single  page  or 
less. 

In  the  usual  haste  to  house  all  symptoms  and  signs 
within  one  diagnosis,  the  consideration  of  tubercu- 
losis is  often  abandoned  when  the  PPD  (purified 
protein  derivative)  findings  are  normal  and  another 
more  common  diagnosis  presents  itself.  The  authors 
have  had  the  opportunity  to  diagnose  three  cases  of 
tuberculous  peritonitis  in  rapid  succession  over  the 
course  of  five  months.  The  importance  of  suspecting 
the  diagnosis  of  this  devastating  but  thoroughly 
treatable  disease  cannot  be  understated;  mortality 
rates  have  fallen  from  49  percent  in  the  preantibiotic 
era  to  about  7 percent  with  adequate  therapy. 

Case  reports 

Case  1.  A 40-year-old  black  female  with  a chronic 
alcoholic  consumption  of  one  half  of  a pint  of  whiskey 
daily  was  admitted  to  the  Buffalo  General  Hospital 
on  June  8,  1976,  with  a several  months’  history  of 
fever,  sweats,  weight  loss,  and  increasing  abdominal 
girth.  Past  medical  history  was  significant  in  that 
her  ex-husband  was  currently  hospitalized  elsewhere 
for  treatment  of  pulmonary  tuberculosis.  She  claims 
to  have  been  skin  tested  at  that  time,  and  had  not 
reacted  to  PPD  5 and  250  TU  (tuberculin  units). 

On  physical  examination,  the  patient  was  found 
to  be  a markedly  cachectic  female  with  a rectal 


temperature  of  104. 5°F.,  bibasilar  rales,  and  a tense, 
distended,  slightly  tender  abdomen  with  a positive 
fluid  wave.  Admission  laboratory  test  findings  in- 
cluded a white  blood-cell  count  of  9,200  with  slight 
left  shift,  hematocrit  25.8  (normochromic,  normo- 
cytic),  SGOT  (serum  glutamic  oxaloacetic  transmi- 
nase)  52  (normal  5 to  50),  alkaline  phosphatase  258 
(normal  30  to  105),  bilirubin  2.8  (normal  0.1  to  1), 
albumen  2.5,  and  an  erythrocyte  sedimentation  rate 
of  12.  Chest  x-ray  film  findings  revealed  bilateral 
calcified  hilar  nodes.  Hepatitis  associated  antigen, 
alphafetoprotein,  relative  flow  antinuclear  anti- 
bodies, and  carcino-embryonic  test  findings  were  all 
reported  as  normal.  An  upper  gastrointestinal  series, 
barium  enema,  and  intravenous  pyelogram  all  dis- 
closed normal  findings,  as  did  skin  testing  to  SKSD 
(streptokinase-streptodornase),  PPD  5,  and  250 
TU. 

On  the  second  hospital  day,  paracentesis  was 
performed,  yielding  turbid  yellow  fluid  with  a specific 
gravity  of  1.031,  a red  blood-cell  count  of  220,  a white 
blood-cell  count  of  1,180,  with  a differential  of  58 
percent  polymorphonuclear  leukocytes,  19  percent 
lymphocytes,  and  23  percent  macrophages.  Protein 
determination  was  5.7  mg.  per  100  ml.  Fifty  cc.  were 
sent  for  culture;  Ziehl-Neelsen  stain  was  negative  for 
bacteria.  A Cope’s  needle  peritoneal  biopsy  was 
reported  as  showing  no  abnormalities.  A second 
biopsy,  however,  revealed  caseating  granulomas 
without  the  presence  of  tubercle  bacilli.  The  patient 
was  treated  with  INH  (isoniazid),  periodic  acid- 
Schiff,  streptomycin,  and  prednisone,  the  latter  to 
decrease  the  incidence  of  fibrous  adhesions.  At 
seven  weeks,  both  peritoneal  fluid  and  sputum  grew 
out  Myobacterium  tuberculosis. 

Although  he  remained  febrile  for  10  weeks,  the 
patient  has  subsequently  done  well  with  weight  gain, 
loss  of  ascites,  and  symptomatic  improvement. 

Case  2.  A 52-year-old  black  male  laborer  had 
been  consuming  a pint  of  whiskey  daily  for  30  years. 
He  was  admitted  July  29,  1976,  with  a six  months’ 
history  of  35-pound  weight  loss,  diarrhea,  and  jaun- 
dice. 

On  physical  examination,  the  pat  ient  was  acutely 
ill  and  cachectic  with  a rectal  temperature  of  102.6°F. 
and  mild  scleral  icterus.  He  had  gross  ascites  and 
moderate  hepatomegaly  with  punch  tenderness,  but 
without  guarding  or  rebound.  Admission  laboratory 
studies  revealed  a white  blood-cell  count  of  9,400, 
with  a normal  differential,  hematocrit  30.6  (normo- 
chromic, normocytic),  protime  14.7,  SGOT  128,  al- 
kaline phosphatase  229,  bilirubin  5.9,  and  albumen 
2.2.  A chest  x-ray  film  revealed  discoid  atelectasis 
of  the  right  base. 

Sputum,  urine,  and  blood  cultures  disclosed  no 
bacteria.  The  patient  did  not  react  to  PPD  5 TU  of 
polysorbate  80  (Tween  80).  He  developed  symptoms 
of  hepatic  encephalopathy  and  was  treated  briefly 
with  lactulose.  He  remained  febrile,  and  on  the 
ninth  hospital  day  paracentesis  was  performed, 
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yielding  straw-colored  fluid  with  a white  blood-cell 
count  of  3,800  with  76  percent  lymphocytes,  4 percent 
polymorphonuclear  leukocytes  and  20  percent 
macrophages.  Protein  content  was  2.7  mg.  per  100 
ml.  Routine  culture  and  Ziehl-Neelsen  staining  were 
negative  for  bacteria.  A peritoneal  biopsy  with  the 
Cope’s  needle  was  reported  as  normal.  A second 
biopsy  was  done,  revealing  a single  granuloma  with- 
out evidence  of  tubercle  bacilli.  He  was  treated  with 
INH,  ethambutol,  streptomycin,  and  prednisone. 
When  liver  enzymes  began  to  rise,  the  INH  was  held 
and  then  restarted.  At  nine  weeks,  50  cc.  of  perito- 
neal fluid  grew  M.  tuberculosis. 

The  patient  was  discharged  on  September  13, 
1976,  only  to  be  readmitted  one  month  later  with 
worsening  ascites  and  hepatic  encephalopathy  de- 
spite abstinence  from  ethanol.  His  course  was 
stormy,  complicated  by  both  streptomycin-induced 
renal  failure  and  two  episodes  of  upper  gastrointes- 
tinal bleeding,  diagnosed  at  endoscopy  as  Mallory  - 
Weiss  syndrome.  He  was  taken  to  surgery,  at  which 
time  no  peritoneal  adhesions  or  granulomas  were 
found.  He  continued  to  bleed  from  his  gastrointes- 
tinal tract,  and  despite  intensive  medical  therapy  the 
patient  expired  December  23,  1976.  Autopsy  re- 
vealed micronodular  cirrhosis,  a healed  Ghon  com- 
plex in  the  right  lower  lobe,  and  healed  peritonitis 
with  serosal  thickening  with  few  adhesions. 

Case  3.  A 48-year-old  black  female,  on  November 
15,  1976,  complained  of  several  days  of  right  upper 
quadrant  pain,  scleral  icterus,  and  increasing  ab- 
dominal girth,  with  melena  and  coffee-ground  emesis 
on  the  day  of  admission.  She  claimed  to  have  had 
biopsy-proved  cirrhosis  at  a Chicago  hospital  in  1958 
and  admitted  to  one  quart  of  wine  consumption  daily 
for  more  than  25  years.  She  had  been  seen  at  this 
hospital  10  years  earlier  for  treatment  of  pulmonary 
tuberculosis  but  never  completed  adequate  therapy 
as  an  outpatient. 

Physical  examination  revealed  a wasted  black  fe- 
male with  a rectal  temperature  of  102.4°  F.,  with 
stigmata  of  chronic  liver  disease,  including  moderate 
ascites,  but  without  guarding,  tenderness,  or  re- 
bound. Admission  laboratory  test  findings  included 
a white  blood-cell  count  of  9,400  with  a left  shift, 
hematocrit  27.7  (normochromic,  normocytic),  SGOT 
240,  alkaline  phosphatase  304,  bilirubin  4.6,  pro- 
thrombin time  18  seconds,  and  an  erythrocyte  sedi- 
mentation rate  of  50.  Chest  x-ray  film  findings  re- 
vealed old  granulomatous  disease. 

Endoscopy  showed  erosive  gastritis  with  esopha- 
gitis which  responded  to  conservative  medical 
management.  Cultures  of  sputum,  throat,  cervix, 
urine,  and  blood  revealed  only  a coliform  infection 
of  the  urinary  tract  system,  and  despite  treatment 
with  intravenous  ampicillin  the  patient  remained 
febrile  with  worsening  ascites.  Skin  testing  to  SKSD 
and  PPD  5 TU  was  negative  for  bacteria. 

Paracentesis  was  performed  on  the  fourth  hospital 


day  after  correction  of  the  prothrombin  time  with 
fresh-frozen  plasma,  and  revealed  straw-colored  fluid 
with  a white  blood-cell  count  of  1,700,  consisting  of 
8 percent  polymorphonuclear  leukocytes,  75  percent 
lymphocytes,  and  17  percent  macrophages.  There 
were  33  red  blood  cells.  Protein  content  was  4 mg. 
per  100  ml.,  and  Ziehl-Neelsen  staining  and  routine 
cultures  were  negative  for  bacteria.  On  the  eighth 
hospital  day,  a peritoneal  biopsy  with  the  Cope’s 
needle  was  performed,  revealing  caseating  granulo- 
mas without  evidence  of  tubercle  bacilli. 

The  patient  is  at  present  undergoing  therapy  with 
INH,  ethambutol,  streptomycin,  and  prednisone. 
She  has  improved  both  clinically  and  symptomati- 
cally. At  seven  weeks,  culture  of  50  cc.  peritoneal 
fluid  has  grown  M.  tuberculosis,  and  sputums  remain 
negative  for  bacteria. 

Comment 

Following  the  diagnosis  in  the  first  case,  the 
heightened  suspicions  of  the  medical  staff  resulted 
in  the  diagnosis  of  two  additional  cases.  In  each  of 
the  three  cases,  the  initial  diagnostic  impression  was 
ascites  secondary  to  alcoholic  liver  disease.  The 
presence  of  high  fever  and  inanition,  the  indolence 
of  presentation,  the  paucity  of  peritoneal  signs,  and 
the  exudative  nature  of  the  ascitic  fluid  all  suggested 
tuberculous  peritonitis. 

Granted  the  small  population  of  our  report,  we 
make  the  following  observations: 

All  our  patients  were  anergic  when  skin  tested  to 
PPD,  Candida,  and  SKSD,  in  contradistinction  to 
most  reports  in  the  literature;  they  were  also  poorly 
nourished  and  hypoalbuminemic.  However,  when 
skin  tests  were  repeated  in  two  of  the  patients,  after 
one  to  two  months  on  therapy  with  high-protein 
diets,  no  change  in  reactivity  was  noted.  Rooney  et 
al.1  reported  that  of  sputum-positive  PPD  nonreac- 
tors, the  majority  regained  PPD  positivity  with  diet 
alone.  This  was  not  our  experience  with  peritoneal 
disease. 

Singh  et  al.2  recommended  obtaining  1 L.  of  fluid 
for  culture,  but  in  our  three  cases  only  50  cc.  were 
adequate.  In  view  of  the  hypotension  often  associ- 
ated with  the  removal  of  large  volumes  of  fluid,  the 
smaller  sample  is  recommended. 

The  Cope’s  needle  procedure  as  described  by 
Levine3  provided  a diagnostic  answer  weeks  in  ad- 
vance of  culture  positivity.  This  is  a benign  bedside 
procedure  which  historically  yields  64  percent  posi- 
tivity. Two  of  our  patients  with  negative  results  on 
this  first  try  had  classic  caseating  granulomata  on  the 
second  biopsy. 

The  use  of  INH  in  patients  with  already  compro- 
mised hepatic  tissue  proved  to  be  a problem  in  one 
patient.  Unfortunately,  most  reports  on  INH 
hepatitis  exclude  such  patients,  from  the  study  pre- 
ferring to  comment  on  “virgin”  livers.1,4  The  need 
for  data  in  patients  as  we  have  described  is  obvious 
since  it  is  known  that  a liver  damaged  by  one  agent 
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is  more  susceptible  to  damage  by  a second  hepato- 
toxin.5  The  risk  of  further  liver  damage  from  INH 

must  be  weighed  against  its  value  in  this  disorder.6- 

11 

The  presence  of  fever  and  ascites  in  the  patient 
with  alcoholic  liver  disease  requires  an  aggressive 
diagnostic  approach,  including  pericentesis  with 
culture  for  mycobacteria  and  peritoneal  biopsy  with 
a repeat  procedure,  if  necessary.  The  single  most 
helpful  clue  in  our  patients  was  the  presence  of  ex- 
udative ascites. 

Summary 

Three  cases  of  tuberculous  peritonitis  are  reported. 
In  all  three,  the  initial  diagnosis  impression  was  al- 
coholic liver  disease  with  ascites.  The  cases  had  in 
common:  long  history  of  ethanol  abuse,  insidious 
onset  with  fever  and  inanition,  presence  of  exudative 
ascites;  positive  culture  for  M.  tuberculosis  with  a 
small  amount  of  fluid  (50  cc.)  and  tuberculin  nega- 
tivity to  5 TU  of  polysorbate  80  (Tween-80)  stabilized 
PPD  preparation. 

The  diagnosis  was  made  by  demonstrating  gran- 
ulomata  in  peritoneal  tissue  obtained  by  Cope’s 
needle  biopsy.  Repeat  biopsies  were  performed  in 
two  patients. 

The  authors  reviewed  the  literature  and  point  out 


the  extent  to  which  their  findings  are  at  variance  with 
previous  reports. 

Buffalo  General  Hospital 
100  High  Street 
Buffalo,  New  York  14203 
(DR.  McMILLEN) 
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Drug-resistant  Malaria 
Reaches  U.S.  from  Africa 

A drug-resistant  strain  of  malaria  from  Africa  is  now 
present  in  the  United  States,  says  a report  in  the  January 
26  Journal  of  the  American  Medical  Association. 

What  was  almost  an  ideal  drug  for  malaria — chloroquine 
phosphate — is  becoming  of  limited  value,  says  B.  H.  Kean, 
M.D.,  of  the  Tropical  Medicine  Unit  of  New  York  Hospi- 
tal-Cornell  Medical  Center,  New  York  City. 

“All  malariologists  have  dreaded  the  day  when  chloro- 
quine-resistant  malaria  from  Africa  would  he  described. 
Alas,  evidence  presented  in  two  case  reports  would  indicate 
that  the  day  is  here,”  says  Dr.  Kean. 


He  relates  the  cases  of  two  Americans  who  had  traveled 
separately  in  Africa  and  became  ill  after  returning,  despite 
regular  prevent  ive  doses  of  chloroquine.  In  the  hospital 
in  the  United  States,  chloroquine  failed  to  cure  the  dis- 
ease. 

Drug-resistant  malaria  already  had  been  known  in 
Southeast  Asia,  especially  in  Vietnam,  and  in  South 
America. 

Dr.  Kean  counseled  physicians  to  continue  for  the 
present  t he  advice  given  to  persons  going  to  Africa,  espe- 
cially Hast  Africa,  to  take  prophylactic  doses  of  chloro- 
quine. But  physicians  should  he  alert  to  the  possibility 
that  even  those  who  have  adhered  to  the  recommended 
regimen  may  not  escape  malaria,  he  says. 
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Teflon  Pacemaker  Introducer 
Embolization 

Technique  of  successful  retrieval 
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There  have  been  numerous  reports  of  iatrogenic 
embolization  into  the  central  circulation.1’2  The 
materials  which  have  embolized  have  included 
fragments  of  polyethylene  catheters,  broken  spring 
guide  wires  at  cardiac  catheterization,  and  severed 
or  fractured  transvenous  pacing  catheters.  This  case 
may  represent  the  first  report  in  the  literature  of 
Teflon  sheath  embolization  from  a percutaneous 
temporary  transvenous  pacemaker  introducer. 

Case  report 

An  81 -year-old  white  male  was  admitted  to  the 
Brooklyn  Veterans  Administration  Hospital  on  De- 
cember 16, 1976,  because  of  dizziness  and  shortness 
of  breath.  His  past  history  included  syncopal  epi- 
sodes of  three  years’  duration.  The  patient  had 
suffered  10  such  syncopal  episodes  within  the  last 
year.  He  had  a history  of  hypertension  for  three 
years,  and  he  complained  of  dyspnea  on  exertion  for 
the  past  year.  He  denied  chest  pain  or  myocardial 
infarction. 

On  physical  examination  he  was  a well-nourished, 
well-developed  white  male  in  no  acute  distress.  His 
blood  pressure  was  150/90,  pulse  50  beats  per  minute. 
Examination  of  the  heart  revealed  that  the  point  of 
maximal  impulse  was  in  the  fifth  intercostal  space 
just  outside  the  midclavicular  line.  The  first  heart 
sound  was  widely  split,  and  the  second  heart  sound 
was  also  widely  split.  No  third  or  fourth  heart 
sounds  were  audible. 


FIGURE  1.  Admission  electrocardiogram  showing  regular 
sinus  rhythm,  ventricular  rate  63  beats  per  minute,  and  right 
bundle  branch  block. 


FIGURE  2.  Rhythm  strip  from  electrocardiogram  telemetry 
shows  2:1  atrioventricular  conduction,  with  effective  ven- 
tricular response  33  beats  per  minute. 


The  pertinent  laboratory  data  included  normal 
results  on  blood  urea  nitrogen  and  electrolytes  tests. 
The  electrocardiogram  showed  regular  sinus  rhythm 
with  a ventricular  response  of  63  beats  per  minute, 
a P-R  interval  of  0.20  second  and  right  bundle  branch 
block  with  a QRS  interval  of  0.12  second  (Fig.  1). 
The  chest  x-ray  film  showed  an  enlarged  heart  with 
Kerley  B lines  and  pulmonary  redistribution  pattern, 
consistent  with  moderate  congestive  heart  failure. 

Soon  after  admission  the  patient  developed  2:1 
atrioventricular  conduction,  with  an  effective  ven- 
tricular response  of  33  beats  per  minute  (Fig.  2).  A 
temporary  transvenous  pacemaker  was  inserted  by 
means  of  a left  subclavian  vein  puncture.  A percu- 
taneous catheter  introducer,*  to  accommodate  a 6-F. 
pacemaker  catheter,  was  used.  The  introducer  is  a 
Teflon  radiopaque  sheath  5 inches  in  length  (12.5 
cm.)  with  a female  Luer  lock.  There  was  some  dif- 
ficulty encountered  in  passing  the  pacemaker  cath- 
eter before  a 5-F.  catheter  was  satisfactorily  posi- 
tioned in  the  right  ventricle  and  1:1  capture  of  the 
ventricle  was  achieved. 

When  the  catheter  introducer  was  removed,  the 
introducer  was  found  to  be  severed  at  the  Luer  lock. 
Fluoroscopy  demonstrated  the  sheath  to  be  in  the  left 
innominate-superior  vena  caval  system,  with  the 

* USCI  Desilets- Hoffman,  Cat.  007164,  USC1  Division  of  C.  R.  Bard,  Inc., 
Billerica,  Massachusetts. 
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FIGURE  3.  Portable  chest  x-ray  film  demonstrates  severed 
introducer  sheath  (white  arrow)  lying  in  uppermost  portion 
of  inferior  vena  cava,  extending  partially  beyond  pacemaker 
catheter  (black  arrow)  at  level  of  left  innominate  vein. 

pacemaker  satisfactorily  positioned  in  the  right 
ventricle. 

The  temporary  pacemaker  impulse  generator  ac- 
cidentally was  dislodged,  and  the  pacing  catheter 
withdrew  to  the  confluence  of  the  left  innominate 
vein  and  superior  vena  cava.  The  severed  introducer 
sheath  extended  beyond  the  tip  of  the  pacemaker 
wire  (Fig.  3). 

The  sheath  was  successfully  removed  by  a 
transvenous  surgical  approach  which  did  not  neces- 
sitate thoracotomy.  The  right  internal  jugular  vein 
was  exposed  through  an  anterior  cervical  incision. 
An  endoscopic  forceps  was  then  introduced  through 


a small  venotomy,  and  bleeding  was  controlled  with 
a purse-string  suture  (Fig  4A).  The  endoscopic 
forceps  was  fluoroscopically  guided  to  the  introducer 
sheath,  and  the  sheath  was  pulled  free  of  the  pace- 
maker catheter.  The  temporary  pacing  catheter  was 
removed  via  the  left  subclavian  point  of  insertion;  the 
severed  introducer  sheath  was  then  removed  with  the 
withdrawal  of  the  forceps  through  the  venotomy  in 
the  internal  jugular  vein  (Fig.  4B).  The  permanent 
pacing  catheter  was  introduced  through  the  same 
venotomy  in  the  internal  jugular  vein  and  was  con- 
nected to  the  impulse  generator,  which  was  placed 
in  a small  pocket  just  inferior  to  the  clavicle. 

Comment 

The  urgency  of  removal  of  foreign  bodies  from  the 
central  circulation  has  been  emphasized  by  several 
authors.  Wellmann,  Reinhard,  and  Salazar1  cited 
37  cases  of  catheter  embolization.  In  many  of  these 
cases,  the  catheter  emboli  had  been  promptly  re- 
moved. In  their  series  there  were  13  cases  of  catheter 
embolization  followed  by  death.  In  6 of  these  13 
cases  catheter  embolization  was  a major  factor  in  the 
demise  of  the  patient.  The  major  complications  of 
central  circulation  iatrogenic  emboli  reported  in  the 
literature  have  been  sepsis,  intracardiac  thrombosis 
around  the  embolus,  arrhythmia,  pulmonary  emboli, 
endocarditis,  and  perforation  of  the  heart  with  car- 
diac tamponade.  The  early  literature  reported 
several  cases  of  catheter  emboli  retrieved  by  thora- 
cotomy, but  more  recently,  several  reports  have 
documented  retrieval  of  these  objects  from  the  cen- 
tral circulation  with  endoscopic  forceps,  and  more 
distally  in  the  right  heart  or  pulmonary  artery  with 
the  wire  snare.3-5 

The  use  of  an  endoscopic  forceps  or  snare  for  re- 
moval of  foreign  bodies  from  the  central  circulation 
obviates  a thoracotomy.  This  is  an  advantage  in 
patients  who  often  have  concomitant  medical  con- 
ditions which  make  them  poor  surgical  risks. 


FIGURE  4.  Recovery  of  severed  introducer  sheath:  (A)  19-inch  endoscopic  forceps  used;  (B)  two  parts  of  introducer  sheath, 
Luer  lock,  and  severed  sheath  after  recovery. 


926  New  York  State  Journal  of  Medicine/May  1979 


On  December  23,  1976,  USCI  recalled  all  6-F.  in- 
troducer sheaths,  and  on  December  29,  1976,  recalled 
all  sizes  of  USCI  introducer  sheaths.  The  company 
stated,  “we  are  advised  certain  of  the  introducer 
sheaths  have  separated  from  the  Luer  lock  fitting” 
(mailgrams  December  23  and  December  29,  1976). 
The  manufacturer  assured  that  any  replacement 
product  furnished  will  be  safe  to  use. 

This  report  emphasizes  that  embolization  can 
occur  with  any  device  introduced  into  the  vascula- 
ture, and  that  physicians  using  these  devices  should 
be  constantly  aware  of  this  possibility. 

Summary 

A case  of  embolization  of  a severed  pacemaker 
introducer  sheath  to  the  superior  vena  cava  is  re- 
ported, its  manner  of  prompt  retrieval  described,  and 
the  complications  of  embolization  to  the  central 


AMA  prepares  guidelines 
for  examining  pilots 

A document  for  the  guidance  of  physicians  in  examining 
airplane  pilots  with  possible  brain  disease  or  injuries  has 
been  prepared  by  the  American  Medical  Association  for 
the  Federal  Aviation  Administration. 

The  225-page  book  was  developed  by  th  AMA  in  col- 
laboration with  experts  of  the  American  Academy  of 
Neurology  and  the  American  Association  of  Neurological 
Surgeons. 

The  guidelines  are  not  official  policy  for  the  AMA, 
American  Academy  of  Neurology,  or  American  Association 
of  Neurological  Surgeons,  but  are  intended  only  to  serve 
as  aids  to  physicians  in  examining  pilots.  The  examining 
physician  neither  issues  nor  denies  license.  Authority  to 
issue  or  deny  civil  medical  certifications  to  pilots  rests  with 
the  FAA. 

“In  1976  there  were  744,246  persons  in  the  U.S.  with 
airmen’s  certificates,  of  which  45,072  were  for  air  transports 
and  187,801  were  for  commercial  flying,”  points  out 
Theodore  C.  Doege,  M.D.,  AMA  Director  of  Environ- 
mental, Public  and  Occupational  Health  and  project  di- 
rector for  the  document. 

Many  American  physicians  are  actively  involved  in 
aviation  medicine,  Dr.  Doege  says.  They  examine  airline 
pilots  twice  yearly  and  commercial  pilots  once  yearly.  In 
1976  these  physicians  sent  to  the  F AA  reports  on  more  than 


circulation  re-emphasized. 

Brooklyn  Veterans  Administration  Hospital 
800  Poly  Place 
Brooklyn,  New  York  1 1209 

(DR.  WEINSAFT) 
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450,000  medical  examinations. 

“We  of  AMA  believe  this  study  will  be  valuable  in  future 
years  as  a benchmark  to  be  used  by  the  FAA,  and  by  tens 
of  thousands  of  the  nation’s  physicians.  It  will  contribute 
not  only  to  the  health  of  the  nation’s  pilots,  but  also  to  the 
safety  and  welfare  of  millions  of  its  other  citizens.” 

Specialists  in  various  aspects  of  the  brain  and  its  prob- 
lems developed  eight  chapters  in  the  book,  dealing  with 
stroke,  brain  tumors,  head  injuries,  diseases  such  as  mul- 
tiple sclerosis,  neuromuscular  disorders,  epilepsy,  severe 
headache  and  dizziness.  Each  is  examined  to  determine 
at  what  point  the  individual  pilot  is  no  longer  safe  in  the 
cockpit. 

Throughout,  the  emphasis  is  on  helping  pilots  to  keep 
flying  rather  than  merely  grounding  everyone  with  a 
physical  problem.  An  individual  with  a history  of  a suc- 
cession of  small  strokes,  however,  would  be  ruled  out  from 
flying,  for  he  or  she  might  have  another  stroke  in  the  air. 
A history  of  brain  tumor  does  not  in  itself  disqualify  a pilot. 
It  is  his  or  her  present  condition  that  should  be  evaluated. 
Pilots  who  have  sustained  moderate  or  severe  head  injury 
should  be  required  to  undergo  simulator  or  flight  testing 
before  being  returned  to  flight  status. 

Men  and  women  who  suffer  from  migraine  headache  in 
adolescence  and  early  adult  life  are  poor  risks  for  aviation, 
the  guide  declares.  Under  the  stress  of  flying,  the  migraine 
tendency  is  likely  to  become  more  of  a problem.  The  pa- 
tient with  classic  migraine  is  always  at  high  risk  and  should 
not  be  a pilot  or  member  of  a crew. 
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V-Cillin  K* 

penicillin  V potassium 


is  the  most 


widely  prescribed 


V-Cillin  K* 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  11021751 

‘Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Trisomy  21  Down’s  syndrome  has  been  associated 
with  a variety  of  inheritance  mechanisms.  Maternal 
mosaicism  has  been  described  by  Smith  et  al.  in  19621 
with  subsequent  cases  reviewed  by  Aarskog  in  1969. 2 
Furthermore,  paternal  mosaicism  (Hsu  et  al.  in  19713; 
Mehes  in  19734)  has  resulted  in  children  born  with 
Down’s  syndrome.  We  have  recently  detected  a 
phenotypically  normal  mother  without  mosaicism 
or  translocation  whose  three  children  had  trisomy  21 
Down’s  syndrome.  Implications  for  genetic  coun- 
seling and  recurrence  risks  are  discussed. 

Case  report 

The  26-year-old  mother  was  the  elder  of  two  sib- 
lings; and  her  mother  had  been  25  years  old  at  the 
time  of  her  birth.  Our  proband’s  mother  had  no 
history  of  miscarriages  or  abortions.  At  age  15  years, 
our  proband  had  had  a spontaneous  first-trimester 
abortion;  two  years  later  she  had  given  birth  to  a 
daughter  with  the  typical  clinical  features  of  Down’s 
syndrome.  At  age  19,  a son  had  been  born,  also  with 
typical  clinical  features  of  Down’s  syndrome.  At  age 
21,  she  had  had  one  healthy  son  followed  in  two  years 
by  a first-trimester  spontaneous  abortion.  A sixth 
pregnancy  resulting  from  a second  marriage  had 
produced  a son  with  Down’s  syndrome.  At  that  time 
she  was  25  and  her  husband  38  years  old.  Finally, 
our  proband’s  seventh  pregnancy  was  electively 
terminated  in  the  first  trimester. 


All  the  affected  children  had  the  classic  features 
of  Down’s  syndrome  such  as:  epicanthic  folds,  flat 
occiput,  mongoloid  slants  of  palpebral  fissures,  hy- 
pontonia,  and  typical  dermatoglyphics;  parental 
dermatoglyphics  were  normal. 

Cytogenetics 

Chromosome  analysis  from  peripheral  lymphocyte 
cultures  of  the  three  affected  children  demonstrated 
trisomy  21  in  all  30  cells  analyzed.  Chromosome 
analysis  from  peripheral  lymphocyte  cultures  of  the 
mother  and  her  second  husband  showed  normal 
karyotypes  in  all  50  cells  analyzed.  Skin  biopsy  and 
culture  of  fibroblasts  from  the  mother  demonstrated 
46  XX  chromosomes  in  200  cells  examined. 

Comment 

Cytogenetic  studies  for  both  maternal  and  paternal 
mosaicism  are  essential  in  couples  who  have  children 
with  Dowm’s  syndrome,  since  the  risk  of  recurrence 
is  considerably  greater  than  that  of  nonmosaic  par- 
ents. The  mosaic  parent  may,  but  need  not,  show 
clinical  signs  of  mongolism,  and/or  an  altered  dermal 
pattern.  Cytogenetic  studies  should  include  analyses 
of  different  tissues  of  the  parents  when  peripheral 
lymphocyte  cultures  fail  to  demonstrate  mosaicism. 
According  to  Penrose  and  Smith  in  1966, 5 the  tri- 
somic  cells  appear  to  occur  about  twice  as  frequently 
in  the  cultured  skin  fibroblasts  as  in  the  leukocytes 
of  mosaic  individuals.  Somatic  tissue  mosaicism 
usually  indicates  mosaicism  in  gonadal  tissue,  but  it 
may  or  may  not  indicate  abnormal  sperm  or  eggs  in 
the  same  proportion.  Failure  to  demonstrate 
mosaicism  in  somatic  tissue  is  not  sufficient  evidence 
to  rule  out  gonadal  mosaicism.  Meiotic  preparations 
from  testicular  biopsies  of  mosaic  fathers,  and  from 
the  ova  of  mosaic  mothers,  may  in  the  future  be 
helpful  in  the  assessment  of  gonadal  mosaicism. 

There  are  two  mechanisms  postulated  for  the 
cause  of  mosaic  trisomy.  The  first  is  mitotic  non- 
disjunction  after  the  first  cleavage  division  of  an 
originally  normal  zygote,  forming  three  types  of  cell 
lines.  These  cell  lines  would  be  45,  —21;  46  (normal) 
and  47,  +21.  It  is  presumed  that  the  cell  line  with  45 
chromosomes  is  not  viable  due  to  the  monosomy; 
thus,  the  resulting  fetus  would  be  a 46/47  + 21  mo- 
saic. The  second  possibility  is  meiotic  nondisjunc- 
tion during  parental  gametogenesis.  The  result  of 
this  error  would  be  a trisomic  zygote,  which  would 
then  lose  one  of  the  extra  chromosomes  after  first 
mitotic  divisions. 

Parental  mosaicism  is  only  one  of  the  possible 
causes  of  familial  mongolism;  others  are  transloca- 
tions or  genes  that  increase  nondisjunction.  Iden- 
tification of  a translocation  chromosome,  whether  it 
be  a G/G  or  D/G,  in  a patient  with  Down’s  syndrome, 
should  necessitate  analysis  of  the  parent’s  chromo- 
somes to  establish  whether  the  translocation  is  “de 
novo”  in  the  patient  or  inherited  from  one  of  the 
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parents.  Identification  of  a balanced  translocation 
carrier  parent  will  allow  the  physician  to  give  more 
precise  recurrence  risks  for  subsequent  pregnancies. 
The  risk  of  having  a subsequent  child  affected  with 
translocation  Down’s  syndrome  can  be  eliminated 
with  diagnostic  amniocentesis. 

However  rare,  Down’s  syndrome  without  mosai- 
cism may  also  be  due  to  a primary  gene  defect  leading 
to  meiotic  nondisjunction.  Whether  or  not  this 
primary  gene  defect  exists,  studies  of  the  hetero- 
morphic  fluorescence  pattern  of  the  satellite  region 
of  chromosome  21  may  be  useful  in  establishing 
maternal  or  paternal  origin  of  this  chromosome,  ac- 
cording to  Licznerski  and  Lindsten  in  1972. 6 

Summary 

In  summary,  cytogenetic  studies  of  the  parents  of 
a child  with  Down’s  syndrome  can  more  precisely 
delineate  recurrence  risks  than  can  predictions  based 
on  recurrence  statistics  for  parents  of  a particular  age 
group.  When  evidence  of  parental  mosaicism  is 
found,  a high  recurrence  risk  can  be  presumed. 
However,  our  case,  in  which  a woman  with  a normal 
karyotype  mothered  three  children  with  trisomy  21 


Down’s  syndrome,  demonstrated  that  a normal  pa- 
rental karyotype  does  not  guarantee  a low  recurrence 
risk.  Whether  the  cause  of  Down’s  syndrome  in  a 
particular  family  is  a translocation,  mosaicism,  or 
some  other  factor,  at  present  amniocentesis  with 
prenatal  chromosome  analysis  of  the  fetus  is  the  only 
sure  way  to  predict  the  chromosome  complement  of 
the  fetus.  With  amniocentesis,  no  matter  how  high 
the  recurrence  risk,  the  tragedy  of  having  a second 
child  with  Down’s  syndrome  can  be  effectively  pre- 
vented. 
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Although  our  Continuing  Medical  Education  pro- 
grams will  not  achieve  the  attention  or  obtain  the 
headlines  of  the  Space  programs,  they  are  just  as 
dramatic  and  possibly  more  significant.  In  this  pe- 
riod we  are  witnessing  changes  reminiscent  of  those 
which  occurred  at  the  beginning  of  our  century,  fol- 
lowing the  publication  of  the  historic  Flexner1  report. 
Future  physicians,  I hope,  may  look  back  and  view 
our  age  as  one  which  ushered  in  a still  more  advanced 
and  even  more  enlightened  era  of  medicine. 

Heretofore  our  scientific  programs  were  presented 
annually  and  held  as  a joint  meeting  with  the  House 
of  Delegates.  This  procedure,  as  many  of  you  are 
aware,  will  cease  after  1979,  at  which  time  our  plans 
are  to  arrange  for  periodic  meetings  throughout  the 
year  and  throughout  the  State.  There  will  be  many 
things  to  consider  and  carefully  study,  as  we  begin  the 
future  structuring  of  our  programs.  Primarily  our 
goal  is  to  enable  the  physician  to  continue  his  medical 
education  as  well  as  to  qualify  for  the  necessary  ac- 
creditation. As  our  guideline  we  have  adopted  the 
definition  of  continuing  medical  education  by  the 
AMA  Liaison  Committee  on  Continuing  Medical 
Education,2  which  states  “. . . this  encompasses  all 
educational  activities  engaged  in  by  individuals 
possessing  a degree  of  Doctor  of  Medicine,  which  are 
primarily  designed  to  keep  them  abreast  of  their  own 
particular  field  in  medicine.” 

Program  plans 

In  the  future  our  plans  are  to  arrange  programs 
only  with  Category  1 credits.  I would  like  to  point 
out  the  very  specific  requirements  which  have  to  be 
met  for  this  certification.  The  program  must  have 
sufficient  scope  and  depth  of  coverage  of  a subject 

Presented  at  the  Symposium  on  Continuing  Medical  Education, 
sponsored  by  the  Medical  Society  of  the  State  of  New  York,  Lake 
Success,  on  September  27,  1978. 


area  or  theme  to  form  an  educational  unit,  which  is 
planned  and  administered  in  terms  of  specific  edu- 
cational objectives.  It  should  give  the  participating 
physician  a defined  level  of  knowledge  or  a specific 
performance  skill.  As  we  initiate  what  will  be  a 
long-range  undertaking,  we  are  reminded  of  the  tale 
of  a Chinese  sage,  who  more  than  two  thousand  years 
ago  wrote,  “When  planning  for  a year,  plant  corn. 
When  planning  for  a decade,  plant  trees.  When 
planning  for  life,  train  and  educate.”  1 We  are 
committed  to  doing  exactly  that  and  feel  confident 
that  the  members  of  our  Society  and  the  community 
will  benefit  greatly  by  our  continuing  medical  edu- 
cation programs. 

In  the  planning  of  these  programs,  we  have  also 
been  concerned  with  the  contemporary  technological 
advances  and  their  impact  on  us.4  Is  there  validity 
in  the  concept  that  technology  as  it  grows  becomes 
indifferent  to  all  traditional  human  needs  and  values 
by  becoming  an  end  in  itself?  Are  not  the  criticisms, 
accusations,  and  indictments  being  leveled  against 
us,  stating  that  our  profession  has  become  uncaring 
and  unfeeling,  unjustified?  These  are  painful  words 
for  us  to  hear;  although  they  are  not  justified,  it  be- 
hooves us  to  attempt  to  understand  the  basis  for  such 
complaints. 

Human  needs 

If  we  go  back  and  read  some  of  Seneca’s5  writings, 
it  may  help  us  to  understand  that  our  esteemed  po- 
sition in  history  involves  more  than  merely  technical 
skill.  In  his  forthright  style,  he  tells  us  “We  are 
under  an  obligation  to  physicians,  not  because  of 
their  skill,  which  they  sell,  but  because  of  their  kind 
and  friendly  goodwill;  for  whom  no  service  is  too 
burdensome,  none  too  distasteful  to  perform,  and 
who  is  not  indifferent  to  our  moans.”  These  needs 
which  patients  experienced  centuries  ago,  are  no 
different  today;  and  the  attentiveness  and  concern 
which  was  appreciated  then  will  also  be  esteemed  in 
our  own  twentieth  century.  It  is  not  our  advanced 
skills,  nor  is  it  our  sophisticated  medical  equipment, 
which  constitutes  the  problem.  Quite  the  contrary, 
for  these  new  modalities  are  sought  and  gratefully 
accepted.  It  is  only  when  we  overlook  the  humane 
aspects  that  there  will  be  criticism. 

Within  our  programs  it  may  also  be  important  to 
emphasize  the  qualitative  values  of  life,  for  this  is 
what  is  meant  when  we  speak  of  humanism  in  med- 
icine. It  connotes  compassion,  benevolence,  and 
charity.  It  implies  human  understanding,  a social 
conscience,  and  a sympaihetic  attitude  toward  those 
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in  distress.  Sir  William  Osier,6  who  probably  was 
a perfect  example  of  the  union  of  science  and  the 
humanities,  continued  to  emphasize  these  qualities 
in  his  bedside  teachings.  “As  you  undertake  the 
examination  and  treatment  of  a case,  put  yourself  in 
his  place.  Realize  so  far  as  you  can  the  mental  state 
of  the  patient  and  scan  gently  his  faults.  The  kindly 
word,  the  cheerful  greeting,  the  sympathetic  look — 
these  the  patient  understands.”  His  words  of  guid- 
ance can  never  be  repeated  too  frequently,  nor  must 
they  ever  be  forgotten. 

Probably  as  we  reflect  on  his  philosophy  we  will 
observe  that  it  is  no  different  from  that  expressed  in 
the  writings  of  Hippocrates.7  When  the  latter  refers 
to  “philanthropia”  or  “philotechnia,”  he  is  expressing 
what  at  that  time  represented  the  love  of  man  and  the 
love  of  the  art  of  healing.  In  today’s  physician,  these 
qualities  would  be  described  as  warm,  friendly,  sin- 
cere concern  for  the  patient  and  a skilled  and  quali- 
fied competency  in  the  treatment. 


Resuscitation  training 
said  quickly  forgotten 

Some  12  million  adults  in  the  United  States  have  been 
trained  in  CPR — cardiopulmonary  resuscitation — to  help 
save  lives  of  individuals  suffering  heart  attacks. 

And  six  months  after  completing  the  training,  many  of 
these  certified  in  CPR  have  forgotten  most  of  their 
training. 

This  is  the  finding  of  a research  report  in  the  March  2 
Journal  of  the  American  Medical  Association.  Frank  J. 
Weaver  of  Baylor  College  of  Medicine,  Houston,  and  col- 
leagues retested  a group  of  nonmedical  persons  trained  in 
cardiopulmonary  resuscitation  six  months  after  they  had 
completed  the  four-hour  course. 

The  conclusion: 

“The  data  disclosed  a significant  decrease  in  the  resus- 
citators’  retention  of  CPR  knowledge  and  skills.” 

Mr.  Weaver  suggests  that  the  training  course  be  made 


Conclusion 

These  briefly  are  our  objectives  which  we  look 
forward  to  achieving  by  means  of  our  continuing 
education  programs  which  the  Scientific  Program 
Committee  is  at  present  engaged  in  developing. 

200  East  74th  Street 
New  York,  New  York  10021 
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more  thorough,  especially  in  heart  compression  and 
breathing. 

And  there  must  be  follow-up  review  and  brush-up 
training  to  ensure  retention  of  skills.  This  might  be  done 
partially  by  mail,  he  says. 

Perhaps  the  recommended  standards  are  too  stringent 
for  the  average  person  to  master  and  retain,  Mr.  Weaver 
speculates.  Either  the  standards  should  be  reexamined 
to  determine  the  minimum  needed  skills,  or  better  teaching 
methods  must  be  developed. 

However,  CPR  training,  even  in  its  imperfect  form,  still 
is  worthwhile,  says  an  accompanying  editorial  in  the 
Journal.  Even  if  the  lifesaving  first  aid  is  ineptly  applied 
sometimes,  it  still  may  be  sufficient  to  save  lives,  writes 
Edward  B.  -J.  Winslow,  M.D.,  of  Illinois  Masonic  Medical 
Center,  Chicago. 

But,  “Those  trained  in  CPR  should  assume  responsi- 
bility to  refresh  and  maintain  their  skills,”  Dr.  Winslow 
declares. 
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Dr. — well,  let’s  call  him  Dr.  Blank,  may  be  a family 
practitioner,  gastroenterologist,  gynecologist,  ob- 
stetrician, pediatrician,  cardiologist,  neurologist, 
orthopod,  and  so  forth.  He  may  be  the  physician  you 
see  for  your  annual  checkup,  the  surgeon  you  may  see 
only  two  or  three  times,  but  at  what  critical  times,  in 
your  life.  He  may  be  any  physician.  To  one  degree 
or  another,  he  is  every  physician. 

Professional  duties 

He  leads  a secret  life  that  his  patients  seldom,  if 
ever,  see:  a life  of  attending  meetings,  taking  part 
in  conferences,  reading,  sharing  his  expertise  with 
volunteer  health  organizations,  appearing  as  a wit- 
ness in  legal  cases,  handling  a never-ending  avalanche 
of  paperwork;  perhaps  carrying  on  a research  project 
or  two,  writing  papers  for  medical  journals,  lecturing, 
or  instructing  young  physicians. 

It  is  a life  of  service:  service  to  his  patients,  to  the 
hospitals  on  whose  medical  staffs  he  serves,  to  his 
profession  and  to  his  community. 

Dr.  Blank  makes  no  particular  effort  to  conceal  his 
secret  life  from  his  patients  and  certainly  none  to 
reveal  it.  To  him,  it’s  so  much  a part  of  being  a 
physician  that  it  doesn't  call  for  discussion.  With  his 
colleagues,  yes;  with  his  patients,  no. 

Meetings.  Being  on  the  medical  staff  of  a major 
hospital  like  St.  Joseph’s,  Dr.  Blank  will  typically 
spend  as  much  as  six  to  eight  hours  a week  in  meet- 
ings. At  least  an  hour  or  two,  perhaps  as  many  as 
three  or  four  hours  or  more,  in  regularly  scheduled 
weekly  or  semi-weekly  meetings  of  his  department: 
possibly  one  or  two  special  meetings  of  the  same 
group  sometime  during  the  week.  If  he’s  a member 
of  one  of  the  staff  s 44  standing  committees,  another 
meeting  to  attend  each  month;  in  some  cases,  each 
week.  More  meetings  if  he’s  been  appointed  to  an 
ad  hoc  group  like  St.  Joseph’s  planning  committee 
to  provide  physician  input  into  the  hospital’s  current 
expansion  and  modernization  program.  And 

* Reprinted  from  New  Horizons,  published  by  St.  Joseph’s 
Hospital  and  Medical  Center,  Phoenix,  Arizona.  Fall,  1977,  p. 
18. 


scheduled  once  a month  is  a general  meeting  of  all  the 
active  members  of  the  staff. 

They  are  no  social  affairs,  these  meetings.  De- 
partment meetings  constitute  a form  of  peer  review 
(one  of  several)  as  cases  are  reviewed  and  studied, 
their  handling  analyzed  and  sharply  criticized,  if 
criticism  is  warranted.  In  these  meetings,  in  com- 
mittee meetings,  and  at  the  monthly  general  staff 
meeting,  Dr.  Blank  has  the  responsibility  of  helping 
in  the  formulation  of  policies  that  touch  on  every 
aspect  of  the  hospital’s  functioning  as  a medical  in- 
stitution. While  attendance  at  most  meetings  is  not 
obligatory,  Dr.  Blank  attends  his  share  of  them. 
Staff  bylaws  oblige  him  to  attend  at  least  half  of  his 
department’s  meetings.  This  is  a brief  look  at  some 
of  the  staff  meetings  in  only  one  hospital.  Dr.  Blank 
is  probably  on  the  active  staff  of  two  or  three  hospi- 
tals, so  double  or  triple  the  time  for  this  part  of  his 
secret  life. 

Education.  Education  takes  up  another  big 
chunk  of  Dr.  Blank’s  secret  life:  continuing  educa- 
tion of  himself  (for  in  medicine,  learning  is  a never- 
ending  process);  education  of  young  physicians  in 
training  if  he’s  a member  of  his  hospital’s  teaching 
staff.  In  few  areas  of  science,  perhaps  only  in  physics 
and  space  exploration,  is  it  more  true  than  in  medi- 
cine that  more  advances  have  been  made  in  the  past 
few  years  than  in  all  the  6,000  previous  years  of  his- 
tory, and  the  pace  of  progress  accelerates  with  each 
passing  year. 

To  keep  up  with  these  advances,  or  at  least  be 
aware  of  them,  for  no  one  man  can  possess  all 
knowledge  in  a field  as  vast  as  medicine,  Dr.  Blank 
reads  his  medical  journals  and  other  medical  litera- 
ture. He  attends,  and  very  likely  plays  an  active  part 
in,  lectures,  seminars,  conventions,  and  medical 
meetings  of  many  types  in  this  country  and  abroad. 
He  compares  notes  with  his  colleagues  on  “inter- 
esting” cases  in  departmental  meetings  and  in  im- 
promptu discussions. 

Long  gone  is  the  day,  if  it  ever  existed,  when  what 
a physician  learned  in  medical  school  stood  him  in 
good  and  sufficient  stead  for  the  rest  of  his  profes- 
sional career.  Today,  Dr.  Blank  is  required  to  log  at 
least  150  hours  every  three  years  in  his  continuing 
education  by  participation  in  formally  structured 
educational  programs.  Failure  to  do  so  can  bring 
severe  penalties:  loss  of  his  license  to  practice,  loss 
of  membership  in  medical  societies,  and  loss  of  mal- 
practice insurance.  Little  chance  that  Dr  Blank  will 
suffer  ony  of  these  dire  penalties.  As  he  might  well 
remark,  “I  rack  up  so  many  more  hours  than  I have 
to  on  this  sort  of  thing  that  it’s  just  a matter  of 
bookkeeping;  keeping  track  of  all  the  hours.” 

Teaching.  If  he  is  a member  of  his  hospital’s 
teaching  staff,  Dr.  Blank  spends  an  even  bigger  part 
of  his  secret  life  training  the  young  physicians  who 
will  one  day  take  over  for  him  and  his  colleagues.  At 
any  one  time,  a teaching  hospital  like  St.  Joseph’s  will 
have  some  85  residents,  interns,  and  fellows  in 
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training,  in  a program  for  which  the  hospital  budgets 
approximately  $2  million  per  year.  Dr.  Blank  in- 
structs these  young  men  and  women  in  formal 
training  sessions.  He  gives  them  what,  in  the  busi- 
ness world,  would  be  called  on-the-job  training  as 
they  accompany  him  on  patient  rounds.  He  gives  his 
interns  and  residents,  all  M.D.s  in  their  own  right, 
more  and  more  responsibility  as  they  progress 
through  three,  four,  or  even  five  years  of  residency. 

In  addition,  Dr.  Blank  may  participate  in  educa- 
tional programs  for  nurses,  medical  technologists, 
paramedics,  and  so  forth,  all  of  which  are  in  the  cur- 
riculum of  a teaching  hospital  like  St.  Joseph’s. 

Serving  as  an  instructor  is  not  without  its  benefits 
to  Dr.  Blank.  He  must  organize  and  sharpen  his  own 
knowledge  to  impart  it  effectively  to  others;  must  not 
only  know  what  to  do  in  a given  situation,  which, 
through  the  years,  might  have  become  almost  rou- 
tine, but  also  be  able  to  explain  why  he  does  it.  He 
has  the  stimulation  of  dealing  with  challenging  young 
minds,  and  must  make  doubly  sure  that  he  is  up  on 
the  latest  advances  in  his  specialty.  (“Nothing  keeps 
you  on  your  toes,”  as  Dr.  Blank  might  say,  “like 
having  a bunch  of  these  young  residents  snapping  at 
your  heels!”) 

There  are  side  benefits  to  the  patient  in  this  edu- 
cational system:  it  not  only  makes  Dr.  Blank  a better 
physician,  it  also  gives  the  hospitalized  patient  an 
alter  ego  to  him,  in  the  person  of  one  of  his  residents, 
on  call  and  available  24  hours  a day. 

How  important  to  the  community  is  this  part  of 
Dr.  Blank’s  secret  life?  Consider  just  two  statistics 
on  St.  Joseph’s  residency  program:  8 percent  of  all 
the  physicians  and  surgeons  currently  practicing  in 
Arizona  received  their  postgraduate  training  at  St. 
Joseph’s;  over  35  percent  of  all  the  residents  trained 
at  St.  Joseph’s  have  remained  in  Arizona.  (The  other 
65  percent  we’ve  traded  to  other  states  for  the  phy- 
sicians, trained  in  their  hospitals,  who’ve  opted  to 
move  to  Arizona;  a fair  exchange!) 

Other  activities.  More  activities  that  may  be 
part  of  Dr.  Blank’s  secret  life:  supervising  proce- 
dures of  physicians  newly  admitted  to  the  hospital’s 
medical  staff;  appearing  as  a witness  in  hearings  and 
court  cases;  serving  on  committees  of  county,  state, 
and  national  medical  associations;  caring  for  patients 
in  free  medical  clinics;  serving  on  medically  related 
committees  and  boards  of  public  and  quasi-public 
bodies;  serving  as  the  required  physician-in-atten- 
dance  for  amateur  athletic  teams;  and  serving  as  a 
member  of  and  frequently  as  an  unpaid  consultant 
to  such  volunteer  organizations  as  the  American 
Cancer  Society,  the  Heart  Association,  the  Barrow 
Neurological  Foundation,  Ambulance  Transport 
Corps.,  and  scores  of  other  groups  in  which  concerned 
persons  join  together  to  combat  disease. 

Paperwork.  Finally,  there  is  paperwork. 
Businessmen  who  complain  long  and  loud  about  it, 
and  what  businessman  doesn’t,  should  see  Dr. 
Blank’s.  On  a good  day,  writing  or  dictating  the 
records  of  all  patients  seen  that  day,  in  the  office  and 


in  the  hospital;  filling  out,  or  at  least  reviewing  and 
signing,  a multitude  of  insurance  claim  forms  for 
patients,  compensation,  lawyers,  third-party  payers 
(no  two  of  which  ever  seem  to  be  alike);  the  routine 
paperwork  of  any  professional  or  businessman  with 
an  office  to  maintain  and  employees,  secretary,  nurse 
or  nurses,  perhaps  a medical  technician  or  two,  or 
three,  to  be  responsible  for,  and  so  forth. 

On  a bad  day,  of  which  there  seem  to  be  more  than 
the  good,  all  this,  plus  letters  to  insurance  companies 
defending  patients’  claims  to  benefits,  each  of  which 
requires  a detailed  review  of  the  case;  a reply  to  a 
letter,  it’s  typical,  that  reads,  “Dear  Dr.  Blank,  to  help 
me  support  my  claim  for  disability,  would  you  please 
send  me  a complete  record  of  my  case,  including  all 
treatments  and  medications  prescribed,  from  my  first 
visit  in  1968  to  the  present  date”;  more  correspon- 
dence to  handle,  and  minutes  to  write,  for  a com- 
mittee of  which  he  happens  to  be  the  secretary. 

Shared  duties.  Dr.  Blank  has  his  days  off,  of 
course:  days  to  relax,  to  be  with  his  family,  to  attend 
to  his  personal  affairs.  But  he  pays  for  them  when 
it’s  his  turn  to  take  the  “on  call”  duty  for  his  group, 
which,  typically,  is  every  fourth  or  fifth  time  around. 
It  can  mean  as  many  as  15  or  20  phone  calls  in  the 
evening  and  during  the  night;  in  case  of  an  emer- 
gency, a quick  trip  to  the  hospital  to  take  care  of  a 
patient  for  whom  he  has  assumed  the  responsibility 
while  the  patient’s  regular  physician  is  on  vacation 
or  out  of  town  attending  a medical  meeting. 

Understandably,  when  Dr.  Blank  is  taking  the  calls 
for  his  group  on  an  otherwise  pleasant  Saturday  night 
in  the  fall,  he’s  not  likely  to  be  attending  a football 
game  in  the  local  or  distant  stadium. 

Conclusion 

Little,  if  any,  of  Dr.  Blank’s  secret  life  adds  to  his 
income.  He  may  be  compensated  for  serving  as  a 
witness  in  a legal  case,  but  the  fee  he’s  paid  for  his 
time  is  modest,  especially  if  the  lawyer  for  the  op- 
position keeps  him  on  the  stand  for  hours  trying  to 
break  down  his  testimony. 

“But,”  some  might  say,  and  many  do  say,  “Dr. 
Blank  must  make  a pretty  good  income,  the  kind  of 
fees  he  charges.  He  can  surely  afford  whatever  extra 
time  it  takes  to  do  all  these  things.”  Perhaps. 
Certainly  Dr.  Blank  accepts  the  obligation  he  has  to 
do  them.  And  certainly,  too,  a well-established 
physician  makes  a good  living.  But  he  has  paid  his 
dues  for  it,  and  he  keeps  on  paying  them  every  year 
he’s  in  practice. 

He  paid  them  in  what  he,  or  his  parents,  if  he  was 
one  of  the  few  lucky  ones,  paid  for  his  medical  edu- 
cation, the  cost  of  which  today  runs  from  $50,000  to 
$75,000,  not  counting  four  years  as  an  undergraduate 
“pre-med.” 

He  paid  them  in  the  seven  to  nine  years  he  spent 
as  a medical  student  and  resident,  years  in  which 
those  of  his  contemporaries  who  elected  to  enter  the 
business  world  after  graduation  were  earning  good 
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salaries  and  getting  themselves  solidly  established 
in  their  careers. 

He  paid  them  in  his  50-  to  60-hour  weeks  of  study 
as  a medical  student,  his  60-  to  80-hour  weeks  of 
study  and  work  as  a resident,  his  60-  to  80-hour  weeks 
as  a practicing  physician. 

And  he’s  still  paying  his  dues  in  the  35  to  45  per- 
cent of  his  gross  income  that  it  costs  him  to  maintain 
his  office,  or  his  share  of  an  office  he  maintains  with 
others;  in  the  ever-skyrocketing  amounts  he  pays  for 
his  malpractice  insurance  (an  orthopedist  paid 
$36,000  last  year,  it  will  continue  to  go  higher  and 
higher);  in  the  heavy  responsibility  he  carries  for 
patients’  lives;  in  the  strain  on  his  family  life  that  is 
evidenced  by  the  fact  that  physicians  have  one  of  the 
highest  divorce  rates  of  all  professional  people;  in  the 


Physicians  puzzled  over 
demand  for  home  deliveries 

Most  physicians  are  puzzled  over  the  trend  in  recent 
years  among  certain  social  groups  to  demand  that  their 
babies  be  born  at  home  rather  than  in  the  hospital. 

Warren  H.  Pearse,  M.D.,  executive  director  of  the 
American  College  of  Obstetricians  and  Gynecologists, 
Chicago,  comments  on  the  trend  in  a guest  editorial  in  the 
March  9 Journal  of  the  American  Medical  Association. 

Writes  Dr.  Pearse: 

“Of  course,  of  the  mothers  who  are  screened  carefully, 
some  of  their  infants  can  be  delivered  at  home,  and  not  too 
many  additional  babies  will  die.  Only  some  mothers  will 
have  to  be  rushed  through  an  emergency  room  to  the  care 
of  newly  telephoned  physicians  who  have  never  seen  the 
patient.  Since  only  one  mother  in  8,000  now  dies  in 
childbirth  in  the  United  States,  these  mothers  and  most 
of  their  babies  will  be  rescued. 

“What  baffles  me  is  why  this  is  considered  by  some  to 
be  a great  leap  forward  in  birth  care.” 

Statistics  have  indicated  a two  to  five  times  higher  fetal 


concern,  ever  present  in  the  mind  of  a surgeon,  that 
a physical  impairment  that  would  be  a minor  matter 
for  a businessman  could  put  a sudden  end  to  his  ca- 
reer; in  the  worries  he  has  for  the  future  of  his  pro- 
fession, as  he  feels  the  increasing  effects  of  Big  Gov- 
ernment’s involvement  in  health  care  and  medical 
care  by  regulation. 

And  Dr.  Blank  is  paying  his  dues  with  every  hour 
he  spends  in  his  secret  life,  that  life  of  service  for 
which  the  only  compensation  he  receives  is  the  per- 
sonal satisfaction  it  gives  him  and  the  respect  it  wins 
from  his  colleagues  and  the  few  others  who  recognize 
the  value  of  his  work. 

It  is  compensation  enough  for  Dr.  Blank,  and  lucky 
for  him  it  is,  for  there’s  little  he  can  do  to  lighten  the 
load  of  his  secret  life. 


or  newborn  death  rate  for  out-of-hospital  delivery,  Dr. 
Pearse  declares. 

“In  the  category  of  deliberately  elected  out-of-hospital 
delivery,  results  reported  to  national  meetings  and  in  case 
reports  range  from  worrisome  to  disastrous.”  One  study 
found  that,  even  after  screening  out  the  higher  risk  ex- 
pectant mothers,  12  percent  of  those  electing  home  birth 
had  to  be  rushed  to  a hospital  during  labor  or  immediately 
after  delivery,  he  says. 

Against  the  supposed  benefits  of  home  surroundings — 
noninterference,  and  the  presence  of  fathers,  family,  and 
friends  at  birth — the  risks  of  problem  deliveries  must  be 
weighed,  Dr.  Pearse  points  out. 

Until  the  1920s,  he  recalls,  the  great  majority  of  babies 
born  in  the  United  States  were  born  at  home,  and  it  was 
only  about  1940  that  hospital  deliveries  passed  the  50 
percent  mark.  For  the  past  20  years,  more  than  98  percent 
of  deliveries  have  been  in  hospitals. 

The  greatly  expanded  information  about  maternal  and 
fetal  physiology  together  with  new  technology  leads  not 
only  to  major  decreases  in  maternal  mortality  but  also  to 
major  improvement  in  infant  survival,  he  says. 
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The  four  well-preserved  works  of  Flavius  Josephus 
provide  us  with  a valuable  opportunity  to  study  the 
manner  in  which  this  first-century  A.D.  historian 
coped  with  the  many  challenges  in  his  life.*  The  war 
between  the  Jews  and  the  Romans  from  67  to  70  A.D. 
carried  Josephus,  a Judean  commander,  into  a 
maelstrom  of  death  and  suicide  from  which  he 
emerged  first  as  a Roman  collaborator  and  eventually 
as  a Roman  citizen  and  imperial  patron.  Josephus 
made  considerable  effort  in  his  writings  to  explain  his 
various  roles.  He  claimed  that  he  had  received  di- 
vine guidance  and  had  perceived  the  Romans  as  an 
invincible  force  challenged  by  a suicidal  Jewish  will 
in  a holocaust  of  lives  that  leveled  Jerusalem.  Jo- 
sephus carefully  described  suicidal  incidents  in  his 
comprehensive  history  of  the  Jews,  including  a re- 
vealing and  portentous  account  of  a suicide  pact  from 
which  he  slyly  withdrew  in  a cave  in  the  conquered 
city  of  Jotapata.2 

This  article  will  focus  on  the  life  transition  of  Jo- 
sephus. Evidence  will  be  reviewed  concerning  re- 
birth imagery  in  the  Jotapata  cave  incident  and  the 
psychologically  axial  position  that  this  incident  ap- 
pears to  have  occupied  in  his  life. 

An  active  writer,  soldier,  and  politician,  Flavius 
Josephus  (37  to  circa  100  A.D.),  has  been  the  subject 
of  much  scholarly  attention.  The  man  who  was 
destined  to  provide  the  eyewitness  account  of  a tu- 
multuous age  and  near  total  destruction  of  the  Jewish 

*The  writings  of  Josephus  in  the  form  of  approximately  1,000 
printed  pages  were  most  likely  written  in  the  following  chronologic 
order:  JW  ( The  Jewish  War),  AJ  ( Antiquities  of  the  Jews),  L (his 
Life),  and  AA  ( Against  Apion).  The  abbreviations  are  used  in 
parentheses  throughout  the  references  to  the  works  of  Josephus, 
together  with  the  numbers  corresponding  to  the  volume  and  line 
of  the  work.  The  translation  is  usually  that  of  Thackeray  et  al.1 
of  the  Loeb  Classical  Library. 


people  was  born  Joseph  ben  Matthias,  a member  of 
the  priestly  class  as  well  as  a descendant  of  the  royal 
line  of  the  Hasmonaeans  or  Maccabees  (L2);  his  early 
years  were  spent  in  the  capital  of  Judea,  Jerusalem. 
In  64  A.D.,  at  age  26,  he  made  a memorable  visit  to 
Rome  which  presaged  the  half  of  his  life  that  was  to 
be  largely  spent  there. 

Judean  transition 

It  is  no  accident  that  the  period  in  which  the  life 
course  of  Josephus  changed  radically  was  a time  of 
great  transition  for  the  Jews.  Roman  rule  had  come 
to  Judea  with  the  fall  of  Jerusalem  to  the  army  of 
Pompey  in  63  B.C.  Thereafter,  Judea  was  a scene 
of  uneasy  quiet,  punctuated  with  frequent  violent 
outbursts  against  Roman  rule  by  the  inhabitants. 
When  the  policies  and  actions  of  the  successive 
Roman  procurators  in  the  middle  of  the  first  century 
A.D.  became  particularly  oppressive,  matters  dete- 
riorated, and  Jewish  hatred  of  the  Romans  reached 
the  flash  point.  In  66  A.D.  the  last  procurator 
Gessius  Florus  outraged  the  population  of  Caesarea, 
and  open  warfare  flamed  up.  When  the  Jews  re- 
volted, the  force  of  Roman  arms  coming  from  outside 
to  crush  the  nation  w'as  aided  by  the  internal  fac- 
tional strife  that  weakened  the  ability  to  resist.  Jo- 
sephus, as  well  as  others,  at  the  time  felt  that  Rome 
was  invincible  and  that  in  challenging  it  the  Jews 
were  embarked  on  a disastrous  course  (L  17  to  20). 
Josephus,  however,  was  ultimately  drawn  into  the 
fight  against  the  Romans  and  achieved  notoriety  in 
the  events  connected  with  the  siege  of  Jotapata,  a city 
in  the  Galilee.  Josephus  commanded  the  Jewish 
defense  of  Jotapata,  but  with  its  fall  became  a col- 
laborator of  the  Romans.  In  effect,  Josephus  lived 
a life  that  William  James  might  have  termed  that  of 
the  “twice-born.” 

As  will  be  discussed  in  more  detail  further  on,  the 
writings  of  Josephus  suggest  a preoccupation  or 
perhaps  obsession  with  suicide  as  evidenced  by  his 
frequent  references  to  suicidal  acts,  attempts,  and 
ideations.2  The  historic  accounts  of  Josephus  con- 
tain separate  incidents  involving  24  fatal  and  4 at- 
tempted suicides;  10  of  the  suicidal  incidents  oc- 
curred during  his  lifetime,  4 of  which  he  could  have 
witnessed.  An  act  of  suicide  as  described  by  Jose- 
phus was  most  usually  carried  out  by  a man  in  a time 
of  strife.  Nine  incidents  involved  the  deaths  of  large 
families  or  masses  of  people  and  combined  suicide 
with  homicide.  In  his  descriptions,  death  was  often 
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imminent  from  outside  sources  for  the  individuals 
committing  suicide.  The  accounts  suggest  that  in 
open  warfare,  a readiness  for  dying  and  an  impetu- 
osity prevailed,  which  made  the  defeated  person 
prepared  equally  for  suicide  or  death  in  battle.  The 
weapon  of  war,  the  sword,  is  most  often  cited  as  the 
means  of  suicide,  although  a variety  of  painful 
methods  were  used. 

In  addition  to  his  historian’s  narrative,  Josephus 
often  gives  his  opinion  on  the  suicide,  some  indication 
of  the  motives,  and  a value  judgment  placed  on  the 
suicide  and  even  its  impact.  Usually,  when  the  sui- 
cide was  deliberate,  defiant,  public,  and/or  re- 
vengeful, it  was  considered  most  praiseworthy  by 
Josephus. 

Suicide  and  martyrdom  in  war  with  Romans 

During  the  devastating  war  with  the  Romans,  the 
Judeans  often  showed  their  readiness  to  die  for  their 
cause.  Many  episodes  in  the  works  of  Josephus  de- 
pict the  Jews  as  fighting  to  the  death  or  as  being 
martyred  rather  than  submitting  to  the  hated  enemy. 
Eight  wartime  suicidal  incidents  are  described  by 
Josephus,  three  of  which  are  given  in  rich  detail  and 
are  of  particular  importance  to  our  understanding  of 
Josephus  the  man.  These  are  the  mass  suicides  of 
the  Jotapata  cave,  Masada,  and  Scythopolis. 

The  incident  that  involved  Josephus  personally 
occurred  at  Jotapata  (modern  Yodefat)  in  67  A.D. 
early  in  the  war.  The  historic  events  of  Jotapata  are 
not  obscure,  and  the  account  by  Josephus  is  reliable 
in  overall  outline  although  the  details  obviously  are 
in  his  hands.  As  Josephus  describes  it,  the  Roman 
siege  of  Jotapata  was  resisted  with  daring  and  inge- 
nuity for  47  days  by  the  Judeans  under  his  command 
(JW  3.316,  407).  When  the  city  fell  to  the  army  of 
Vespasian,  Josephus,  seeking  shelter  in  the  carnage, 
found  a cave  at  the  bottom  of  a deep  pit.  Inside  the 
cave  Josephus  discovered  that  he  had  the  company 
of  40  eminent  men  of  Jotapata  also  hiding  from  the 
Romans  (JW  3.342);  they  had  a large  quantity  of  food 
and  were  capable  of  holding  out  for  many  days. 
Vespasian  meanwhile  had  sent  out  searchers  for  the 
famous  Judean  commander,  but  failed  in  the  effort 
until  the  hiding  place  was  betrayed  by  a woman 
captive  of  the  Romans.  At  the  cave  mouth,  the  Ro- 
mans spoke  with  the  resistive  Jotapatans,  and  an 
emissary  of  Vespasian  and  old  friend  of  Josephus,  a 
tribune  Nicanor,  was  sent  to  persuade  Josephus  to 
surrender.  During  the  negotiating  the  Roman  sol- 
diers clamored  to  smoke  out  the  quarry  while  the  40 
eminent  Jews  pressed  Josephus  to  join  them  in  a 
suicide  pact.  A lengthy  and  dramatic  dialogue  in  the 
cave  setting  provides  a catalogue  of  arguments  pro 
and  con  pertaining  to  suicide,  from  which  Josephus 
tried  to  dissuade  them,  hut  they  were  obstinate.  At 
his  suggestion  they  drew  lots  to  determine  the  order 
of  death.  Each  man  killed  one  man,  and  then  offered 
himself  in  turn,  leaving  Josephus  and  one  other  for 
the  very  last.  In  describing  how  he  was  left  for  last, 


Josephus  states  “Shall  we  put  it  down  to  Divine 
Providence  or  just  to  luck?”  (JW  3.391).  In  the 
Slavonic  manuscript  version  of  Josephus,*  the 
wording  is  more  direct  in  explaining  his  success: 
“After  saying  this  he  counted  the  numbers  cunningly 
and  so  deceived  them  all.”4  With  all  men  dead  but 
one  other,  Josephus  easily  persuaded  his  partner  to 
drop  the  idea  of  suicide,  surrendered  to  Nicanor,  and 
was  taken  to  Vespasian  where  his  career  with  the 
Romans  began.  No  mention  of  his  fellow  survivor 
is  again  made.  When  Josephus  surrendered  to  the 
Romans  and  became  a friend  of  Vespasian  he  also  left 
behind  his  suicidal  Jewish  compatriots.  He  thus 
separated  himself  from  that  course  of  self-destruc- 
tion which  in  his  view  was  being  followed  by  so  many 
individual  Jews  as  well  as  the  Jewish  nation  in  its 
revolt  against  mighty  Rome. 

Josephus  tells  us  that  his  dreams  foretold  the 
Roman  victory  and  that  he  was  to  serve  as  God’s 
messenger  (JW  3.351,400).  Josephus  as  a prisoner 
of  the  Romans  gained  quick  attention  by  eloquently 
hailing  Vespasian  and  his  son  Titus  as  future  Caesars 
(JW  3.402).  For  the  next  two  years,  Josephus,  in 
chains,  accompanied  the  Roman  army  as  it  subdued 
Judea  district  by  district.  When  Vespasian  was 
proclaimed  emperor,  he  recalled  the  prophecy  and 
freed  Josephus  (JW  4.629).  Now,  only  the  capital 
Jerusalem  remained  to  be  crushed,  and  Titus  was 
charged  with  this  mission.  Josephus  acted  as  in- 
terpreter for  the  Romans,  vigorously  pursued  a role 
as  trucemaker,  and,  circling  the  walls,  repeatedly 
urged  the  Jews  to  surrender  and  avoid  further 
bloodshed.  The  siege  ended  in  70  A.D.  with  the  total 
destruction  of  the  city  and  a loss  estimated  by  Jose- 
phus at  1.1  million  lives  (JW  6.420). 

A dramatic  aftermath  to  the  fall  of  Jerusalem  was 
the  defense  of  the  rocky  fortress  of  Masada  in  74  A.D. 
by  a group  of  diehard  Sicarii  against  a Roman  siege.4 
The  Sicarii  were  one  of  the  several  Judean  factions 
that  fought  each  other  and  the  Romans  during  the 
war.5  They  were  so  named  because  of  their  free  and 
expert  use  of  the  sica,  the  Latin  name  for  a small 
curved  dagger.  Josephus  regarded  them  as  bandits, 
and  the  name  Sicarii  might  be  loosely  translated  as 
“assassins.”  His  account  is  the  only  detailed  con- 
temporary writing  of  the  events,  and  even  he  was  not 
an  eyewitness.  Hopelessly  surrounded,  its  960  de- 
fenders were  led  to  mass  suicide  by  their  zealous 
leader  Eleazar;  he  tells  them  that  God  has  con- 

*The  Slavonic  Josephus 3 is  a controversial  version  differing 
considerably  from  the  standard  Greek  one.  Although  it  has  been 
shown  that  much  of  the  Slavonic  variations  is  attributable  to  later 
Christian  interpolations, :l’4  it  has  been  argued  that  the  Slavonic 
version  may  have  been  based  originally  on  a Greek  edition  by  Jo- 
sephus written  prior  to  the  one  used  as  a basis  for  the  standard 
version.  Multiple  editions  were  common  for  ancient  authors. 
Eisler4  argues  that  the  particular  reference  to  the  lots  may  stem 
from  this  earlier  (or  earliest)  Greek  edition  by  Josephus  at  a time 
when  he  was  more  honest  about  his  deceit.  The  later  standard 
version  perhaps  reflects  Josephus  seeking  a more  respectable 
public  image  and  rewriting  the  account  accordingly. 

Teldman5  has  concluded  that  the  long-accepted  date  of  73  is 
refuted  by  recent  findings  and  that  the  military  action  at  Masada 
continued  into  the  year  74  A.D. 
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demned  the  Jews  to  destruction  and  bids  them  em- 
ulate the  Indians  who  joyfully  seek  release  from  their 
bodies  to  enter  the  afterlife  (J W 7.323  to  336,  34 1 to 
388).  The  Masadans  eagerly  comply,  according  to 
the  narrative  of  Josephus;  when  the  Romans  enter 
the  fortress  they  are  greeted  by  silence  and  a mass  of 
corpses.  The  battle-hardened  Roman  veterans  were 
awed  by  “the  nobility  of  their  resolve  and  the  con- 
tempt of  death”  shown  by  the  men,  women,  and 
children  of  Masada  (JW  7.406). 

Another  mass  suicide,  that  centering  around 
Simon  of  Scythopolis,  may  have  had  a particular 
message  for  Josephus.  This  incident  occurred  in  the 
year  66  A.D.,  about  one  year  before  the  suicide  pact 
of  Jotapata  (JW  2.469).  Simon,  son  of  a distin- 
guished Jewish  leader,  Saul,  had  joined  the  Syrian 
majority  in  attacking  his  fellow  Jews  in  the  battle  of 
Scythopolis  (modern  Beit  Shean).  Subsequently, 
Simon  and  his  men  were  deceived  by  the  Syrians, 
surrounded,  and  faced  with  annihilation.  Foreseeing 
his  ultimate  fate,  Simon  stopped  fighting,  delivered 
a fine  speech,  and  proceeded  to  kill  his  father, 
mother,  wife,  children,  and,  finally,  “with  right  hand 
uplifted  to  attract  all  eyes  plunged  the  whole  length 
of  the  blade  into  his  own  throat  ...  so  perished  a 
youth  by  reason  of  his  trust  in  alients”  (JW  2.476). 
Had  Josephus  fallen  into  a similar  trap,  a contem- 
porary historian  might  very  well  have  written  this 
curtain  scene  and  speech  for  him.  Zeitlin6  has 
pointed  out  that  Josephus  was  not  at  Scythopolis  at 
the  time,  and  that  the  speech  is  his  invention. 

There  is  much  in  the  Scythopolis  incident  that 
touched  on  the  narrator’s  own  inner  life:  the  ex- 
pressed ambivalence  of  both  Simon  and  Josephus 
toward  suicide,  viewing  it  as  a death  of  disgrace  as 
well  as  a proof  of  courage;  and  their  conflict  ing  alle- 
giances. Both  Josephus  and  Simon  shared  a turn- 
coat role  and  were  a link  in  the  death  of  the  trapped 
groups.  Even  the  theatricality  of  Simon  (“to  attract 
all  eyes”)  is  suggestive  of  Josephus,  who  seems  to 
expose  so  much  of  his  own  daring,  cunning,  and  du- 
plicity. The  final  lines  in  Simon’s  story — that  trust 
in  aliens  led  to  his  downfall — is  a warning  as  apt  for 
Josephus  as  for  anyone. 

Herod  The  Great  and  Josephus 

Although  born  a full  40  years  after  the  life  of  Herod 
the  Great  (73  to  4 B.C.),  Josephus  was  greatly  in- 
fluenced by  him  as  was  all  of  Judea.  It  was  Herod’s 
Temple  that  was  the  center  of  the  war.  Masada  was 
one  of  his  palace  fortresses.  The  significance  of 
Herod  in  the  world  view  of  Josephus  is  attested  by 
the  fact  that  the  life  of  Herod  occupies  one  sixth  of 
each  of  the  two  major  historical  works  of  Josephus, 
The  Jewish  War  and  Antiquities  of  the  Jews. 7 

The  theme  of  suicide  runs  through  the  life  of 
Herod.  As  narrated  by  Josephus,  Herod  attempted 
suicide  twice,  provoked  an  attempt  by  a sister-in-law, 
had  a brother  Phasael  who  died  by  suicide,  and  wit- 
nessed the  suicide  of  an  old  bandit.  It  is  this  latter 


incident  that  is  of  particular  interest  in  relation  to 
Josephus.  Herod,  about  35  years  old,  in  the  year  38 
B.C.,  had  undertaken  to  clean  out  nests  of  robbers 
living  in  caves  in  the  mountains  of  Judea.  He  used 
his  ingenuity  to  attack  them,  lowering  his  soldiers  on 
ropes  in  baskets,  who  were  able  then  to  fight  and 
smoke  out  the  bandits.  The  bandits  fought  stub- 
bornly, and  the  demise  of  one  old  man  and  his  family 
is  described  in  detail.  Herod  was  situated  where  he 
could  see  the  aerial  warfare,  and  called  to  the  old 
bandit  whose  wife  and  seven  children  were  in  the 
cave.  The  old  bandit  resisted  all  entreaties  from  his 
loved  ones,  as  well  as  an  offer  from  Herod  himself,  of 
complete  security  for  his  life.  The  old  man  sneered 
at  Herod  and  reproached  him  on  the  meanness  of  his 
origins  (JW  1.312;  AJ  14.430).  He  then  killed  the 
children  one  by  one,  next  his  wife,  and  finally  leaped 
off  the  precipice  himself. 

Herod  played  a role  in  the  serious  suicide  attempt 
by  the  widow  of  his  brother  Bheroras.  During  her 
interrogation  by  Herod  regarding  a conspiracy,  she 
revealed  a plot  to  poison  Herod.  Sent  to  fetch  the 
evidence,  she  went  instead  to  the  roof  and  jumped 
off,  but  survived  the  fall.  Pheroras  had  planned  to 
poison  Herod,  but  repented  on  his  death  bed  and 
asked  his  wife  to  burn  the  poison  they  had  set  aside 
for  Herod.  She  did  as  Pheroras  requested  but  kept 
a small  amount  for  herself,  she  said,  for  the  uncer- 
tainties of  the  future  and  to  escape  the  torture  of 
Herod  if  the  need  arose  (JW  1.597;  AJ  17.76).  Thus, 
her  rooftop  lead  was  not  a completely  spontaneous 
suicidal  impulse,  but  was  already  preceded  by  a sui- 
cidal readiness  on  her  part  to  escape  torture. 

A comparison  of  the  biographies  of  Josephus  and 
Herod  reveals  marked  contrasts:  priestly  versus 

proselyte  status,  royal  versus  commoner  lineage, 
writer  versus  warrior,  and  follower  versus  leader.  On 
the  other  hand,  their  relationships  to  Rome  bore  in- 
teresting parallels;  the  careers  and  fates  of  each  fre- 
quently depended  on  Roman  power  and  favor.  In 
early  manhood  both  Herod  and  Josephus  undertook 
voyages  to  Rome  to  seek  support  for  their  causes.  En 
route,  the  ships  of  each  were  imperiled  at  sea.  Her- 
od’s ship  had  to  jettison  its  cargo  to  survive  a storm 
(JW  1.280;  AJ  14.377);  that  of  Josephus  sank.  After 
swimming  all  night,  Josephus  was  picked  up  by  a 
passing  ship  (L  15).  Once  in  Rome,  each  accom- 
plished his  mission  with  dispatch,  with  Herod  ob- 
taining the  support  of  Rome  in  his  military  efforts  at 
home,  and  Josephus  obtaining  the  release  of  some 
imprisoned  priests  (L  16).  Josephus  holds  up  Her- 
od’s mission  as  the  very  model  of  success  in  manip- 
ulating Roman  influence.  In  seven  days,  he  notes, 
Herod  achieved  the  requested  favors  and  was  elected 
king  of  Judea  by  the  senate  on  the  recommendation 
of  Mark  Antony  and  Augustus  Caesar  (JA  14.386  to 
388). 

Suicide  as  drama 

Josephus  could  tell  a story  well,  and  an  incident 
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involving  suicide  lent  itself  particularly  well  to  dra- 
matic presentation.  Of  the  nine  suicidal  incidents 
involving  mass  fatalities,  four  show  a similarity  in 
their  dramatic  construction,  much  as  if  they  were 
drawn  from  a standardized  plot  that  was  adapted  to 
differing  settings  and  casts  of  characters.  This 
“standard  plot”  is  to  be  found  in  the  descriptions  by 
Josephus  of  the  suicides  at  Scythopolis  (66  A.D.),  the 
Jotapata  cave  (67  A.D.),  Masada  (73  A.D.),  and  the 
Judean  mountain  hideout  attacked  by  Herod  (38 
B.C.);  all  but  the  last  occurred  during  the  lifetime  of 
Josephus.  In  each  of  the  four  incidents  a group  of 
people  are  brought  together  by  a special  need  or  re- 
lationship. Safe  for  awhile,  the  sheltered  group  is 
then  trapped  by  the  enemy  and  faced  with  a choice 
of  death  in  battle,  surrender,  or  suicide;  a three-way 
tension  develops.  The  leadership  of  the  group  opts 
for  suicide  and  resists  the  pleas  of  the  followers 
and/or  the  offers  of  mercy  by  the  enemy.  The  killing 
of  group  members  is  directed  or  carried  out  by  the 
leaders  who  finally  commit  suicide.  As  will  be  seen, 
the  issue  of  suicidal  leadership  was  significant  in  the 
thought  of  Josephus  and  it  is  possible  that  this 
standard  plot  contains  elements  based  on  projections 
by  Josephus. 

At  the  outset,  the  standard  plot  casts  the  partici- 
pants in  three  characteristic  roles.  The  besieging 
enemy  is  portrayed  as  implacable  and  powerful  (the 
Scythopolitans,  the  Romans,  and  Herod).  The 
leadership  of  the  besieged  is  fanatic,  idealistic,  tra- 
ditional, and  authoritarian  (Simon,  the  eminent  men 
of  Jotapata,  Eleazar,  and  the  old  bandit).  The  fol- 
lowers among  the  besieged  take  an  anguished  role, 
experiencing  the  conflict  intensely,  but  committed 
to  their  leadership  and  accepting  a tragic  fate  (Si- 
mon’s family,  the  Jotapatans,  the  Masadans,  and  the 
bandit’s  family). 

The  drama  of  the  plot  is  heightened  by  the  devel- 
opment of  alternative  outcomes  for  the  besieged  in- 
dividuals, particularly  the  possibility  of  escaping 
alive.  Josephus,  of  course,  makes  good  his  escape  by 
his  cunning.  The  old  bandit  spurns  Herod’s  offer  of 
clemency.  Simon  and  his  family  are  an  exception  to 
this  plot  element  since  they  apparently  had  no 
chance  for  escape.  At  Masada,  however,  we  learn 
that  seven  escaped  alive.  A woman,  described  as  a 
relative  of  Eleazar  and  “superior  in  sagacity  and 
education  to  most  of  her  sex,”  along  with  an  old 
woman  and  five  children,  escaped  by  hiding  in  the 
aqueducts  beneath  the  floor  of  the  mountain  fortress 
(JW  7.399).  Thus,  a fourth  role  is  potential  in  the 
cast  of  characters,  that  of  the  escapee  from  the  dread 
fate  awaiting  the  others. 

The  four  suicide  incidents  that  share  the  standard 
plots  are  cross-linked  in  various  ways.  Both  the 
Masada  and  Jotapata  cave  incidents  have  the  order 
of  death  determined  hy  the  drawing  of  lots  (JW  3.388, 
7.395).  According  to  the  lots,  the  men  die  in  suc- 
cession, each  killing  one  and  then  being  killed 
themselves.  Josephus,  as  mentioned,  was  the  last 


drawn,  and  ended  this  slaughter  when  it  reached  him. 
It  has  been  suggested  (and  debated)  that  the  ar- 
chaeologic  findings  at  Masada  support  the  account 
of  the  use  of  lots  in  the  final  scene  of  the  death  of  the 
Sicarii.5’8’9  Did  Josephus  select  an  element  from  the 
Masada  tragedy  as  an  embellishment  for  his  personal 
incident  in  the  cave? 

Another  interesting  resemblance  is  found  in  the 
physical  setting  and  action  in  the  Jotapata  cave  in- 
cident and  in  that  of  the  old  bandit  who  defied 
Herod.  At  Jotapata,  Josephus  and  the  40  men  were 
situated  in  a cave  at  the  bottom  of  a pit;  the  Judean 
bandit  and  family  were  secreted  in  a cave  that  could 
be  reached  only  by  soldiers  descending  on  ropes. 
Descent  preceded  penetration  by  the  aggressors. 

The  bias  of  Josephus  is  suggested  in  some  details 
of  the  old  bandit  episode.  We  are  given  an  unusually 
benign  and  generous  picture  of  Herod  who  had  un- 
dertaken the  campaign  against  the  mountain  bandits 
with  characteristic  aggressiveness  and  alacrity;  we 
know  also  that  Josephus  sometimes  put  Herod  in  a 
more  favorable  light  than  did  the  Jews  of  the  time. 
Furthermore,  it  has  been  pointed  out  that  the  defiant 
men  in  the  caves  were  not  brigands  as  labeled  by 
Josephus  but  Judean  patriots  resisting  Roman 
domination  in  the  form  of  Herod  who,  but  a year  or 
two  before,  had  been  made  their  king  by  an  act  of  the 
senate  in  Rome.10’11 

In  these  two  incidents,  the  older  generation,  the  old 
bandit  and  the  Jotapata  men  of  eminence,  is  in  favor 
of  suicide  and  prevail  over  the  entreaties  of  the 
younger  generation,  the  children  of  the  bandit,  and 
Josephus;  the  benign,  powerful,  masculine,  and  for- 
eign authority.  Herod  and  Vespasian,  looks  on. 

Suicide  and  transition 

Joseph  ben  Matthias  entered  the  cave  of  Jotapata 
a desperate  Judean  soldier  fugitive  and  emerged  on 
the  course  that  eventually  produced  Flavius  Jose- 
phus, Roman  citizen  and  the  friend  of  emperors. 
The  transition  to  a new  status  for  him  was  marked 
by  the  very  real  destruction  of  his  people  and  nation, 
as  well  as  his  own  loss  of  community  and  social  roles. 
We  know  from  the  study  of  disasters  that  victims 
may  be  physically  unscathed,  yet  may  suffer  con- 
siderable psychologic  trauma  from  the  damage  to 
their  communities  and  social  ties.12 

The  success  of  Josephus  at  self-renewal  after  the 
disaster  is  impressive.  He  writes  of  his  excellent  new 
status,  the  great  respect  accorded  him  by  three  dif- 
ferent Roman  emperors,  the  bestowal  of  Roman 
citizenship,  the  granting  of  tax-exempt  land,  and 
other  forms  of  security  offered  him  (L  422  to  423).  In 
response,  Josephus  in  his  histories  extolled  his  em- 
peror friends  Vespasian,  Titus,  and  Domitian. 

Josephus  regarded  the  dominance  of  the  Romans 
as  an  opportunity  for  progress  and,  according  to  his 
dreams,  a heaven-ordained  course  that  could  not  be 
changed  (L  208,  209;  JW  3.351,  352,  400  to  403). 
Eleazar  at  Masada  prophesied  victory  for  the  Ro- 
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mans  over  the  Jews.  For  Josephus,  the  Roman 
conquest  of  Judea  started  the  sequence  of  events  that 
led  to  his  rebirth  as  a Roman  citizen.  The  hope  for 
a new  life,  either  in  this  life  or  in  a world  to  come,  was 
one  of  the  pervasive  themes  of  the  first  century  A.D. 
It  was  an  era  of  messianic  hopes  and  claims,  com- 
peting sects  and  eschatologies,  and  a flourishing  of 
initiation  rites  and  practices.13 

The  transition  for  Josephus  and  the  renewed  life 
that  followed  was  initiated  by  the  Jotapata  cave  in- 
cident. It  is  of  interest,  therefore,  that  rebirth  im- 
agery and  symbolism  pervade  the  narrative  account 
of  Josephus.  The  initiatory  rites  of  primitive  and 
ancient  man  often  contained  an  enactment  of  ritual 
death  and  rebirth.  In  such  rituals,  the  individual 
being  initiated  encountered  the  gods,  was  swallowed, 
mutilated,  and  then  disgorged.14  16 

Resurrected  from  the  terror  and  darkness  of  a 
mythical  maw,  the  initiate  was  now  prepared  for  a 
new  and  privileged  status.  In  his  ordeal  Josephus 
faced  the  elders  in  a debate  over  suicide  in  the  setting 
of  a cave,  replete  with  food  and  water.  This  cave  of 
life  and  death  could  only  be  reached  by  a long  narrow 
passage  downward,  which  the  aggressive  Roman 
soldiers  clamored  to  penetrate.  The  ordeal  of  rebirth 
in  the  two  cave  incidents  was  a perilous  one,  with 
many  dying  in  the  cave  or  thrust  out  and  killed  by  the 
(sic)  bandit  father.  Only  Josephus,  the  one  elected 
by  God,  achieved  a new  life.  The  cave  bears  impor- 
tant religious  symbolic  associations.  In  the  initiatory 
rites  of  primitive  man,  the  cave  is  sometimes  used  as 
the  setting  for  the  tribal  ritual  since  it  is  the  place 
where  the  spirits  dwell.16  Such  a setting  provides  a 
symbol  of  the  womb  of  mother  earth  in  which  the 
initiatory  ritual  drama  may  fittingly  be  enacted.15  In 
the  ancient  Semitic  religions  that  preceded  Judaism 
in  the  Near  East,  caves  and  grottoes  were  regular  sites 
of  worship;  chthonic  demons  were  believed  to  dwell 
in  them  and  sometimes  issue  forth.17  Among  the 
Jews  in  the  time  of  Josephus  it  is  likely  that  certain 
cave  sites  carried  significant  religious  associations, 
such  as  the  cave  of  Machpelah,  the  cave  of  Elijah,  and 
so  forth,  and  pointed  back  to  a dim  past  of  rebirth 
symbolism  and  ritual. 

Josephus  has  given  as  40  the  number  of  eminent 
men  involved  in  the  Jotapata  cave.  The  number  40 
is  rich  in  symbolism  pertaining  to  renewal  and  re- 
birth. The  number  40  occurs  64  times  in  the  Old 
Testament  and  16  in  the  New  Testament,  and  addi- 
tionally in  combination  with  other  numbers.  In  the 
Bible  the  number  40  is  used  as  an  approximation  of 
maturity  or  a completed  period  of  life.18'19  I suggest 
that  the  use  by  Josephus  of  the  number  40  for  the 
group  of  suicidal  elders  was  an  unconsciously  selected 
metaphoric  reflection  of  the  momentous  transitional 
nature  of  the  cave  incident  in  his  own  life. 

The  eminent  persons  who  had  lived  out  their  life 
cycles  and  chose  death  numbered  40.  What  of  the 
children  of  Herod’s  bandit  who,  like  Josephus,  pre- 
ferred life?  It  does  not  seem  accidental  that  Jose- 
phus numbered  them  seven  as  well  as  the  number  of 


individuals  who  escaped  Masada  (JW  7.399).  Seven 
is  a number  that  recurs  in  accounts  of  martyrdom,10 
but  more  important,  is  to  be  found  in  every  aspect  of 
Jewish  religious  practice.20,21 

In  addition  to  reflecting  the  symbolism  of  the 
events  in  the  life  of  Josephus,  the  significant  numbers 
7 and  40  may  relate  to  a miscalculation  in  his  his- 
torical records.  Josephus  twice  mentions  the  fateful 
siege  of  Jotapata  as  lasting  47  days  (JW  3.316,  407), 
by  coincidence  the  sum  of  the  two  symbolically  sig- 
nificant numbers.  It  is  not  unusual  in  biblical  writ- 
ings for  the  number  seven  to  be  tacked  on  to  other 
numbers  to  indicate  simply  that  a large  number  ex- 
isted.21 However,  Josephus  is  quite  explicit  re- 
garding the  duration  of  the  Jotapata  siege,  giving 
Roman  calendar  dates  for  key  events,  and  even  in- 
forming his  Roman  captors  that  he  had  foretold  to 
the  Jotapata  citizens  that  their  city  would  be  cap- 
tured after  47  days  (JW  3.407).  The  curious  fact 
appears  that  Josephus  seems  to  have  made  a simple 
arithmetic  error,  and  that  the  actual  siege  could  not 
have  been  47  days,  but  probably  some  4 or  5 days  less 
in  duration  (JW  3.142, 145, 149,  316,  339).  I suggest 
that  his  prophecy  (or  his  story  of  it)  utilized  numerals 
of  symbolic  value  and  reflected  a psychic  reality  for 
Josephus  that  did  not  precisely  correspond  to  ex- 
ternal reality. 

Character  and  crisis 

Is  there  anything  in  the  earlier  life  of  Josephus  that 
augured  the  change  to  come?  He  writes  that  at  age 
16  he  embarked  on  an  ambitious  program  of  study  to 
master  the  three  Jewish  religious  philosophies  of  his 
time,  those  of  the  Pharisees,  Sadducees,  and  Essenes 
(L  9).  He  next  devoted  three  years  to  live  as  the 
disciple  of  an  ascetic  in  the  wilderness,  returning  to 
Jerusalem  at  age  19  to  follow  the  rules  of  the  Phar- 
isees. As  an  adolescent,  Josephus  appears  not  only 
to  have  studied  religious  philosophies  but  the  art  of 
changing  them  as  well.  There  is  nothing  particularly 
opportunistic  or  mercenary  in  his  second-decade 
experiment  in  religious  commitment,  but  it  is  note- 
worthy that  he  consciously  undertook  to  survey  the 
entire  spectrum  and  successively  to  immerse  himself 
with  thoroughness  in  each  philosophy. 

Josephus  passed  through  the  stressful  period  with 
resilience,  and  achieved  a new  psychologic  adjust- 
ment in  the  changed  world  for  Jews  that  existed  after 
the  war.  Had  Josephus  fortuitously  prepared  him- 
self for  a massive  transition  by  way  of  his  adolescent 
experimentation  with  religion?  Might  the  many 
prophetic  dreams  and  the  lessons  from  Herod’s  life 
have  provided  him  with  vicarious  experiences  and 
preparation  for  living  a new  role  under  Roman 
domination?  Josephus  was  aware  that  his  cunning 
and  inventiveness  had  high  survival  value  and  knew 
that  more  than  once  he  had  used  his  intelligence  to 
save  his  life.  Can  we  simply  (as  has  been  done)  write 
him  off  as  a hypocrite,  opportunist,  and  deceiver? 
There  were  others  who  used  cleverness  to  escape 
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suicidal  martyrdom  during  the  holocaust  of  his  era. 
One  was  the  relative  of  Eleazar  with  her  companions 
at  Masada  (JW  7.399),  and  Josephus  takes  note  of 
her  sagacity  and  education.  These  were  traits  on 
which  he  prided  himself  (JW  3.144;  L 11),  and  it  is 
likely  that  he  felt  it  a compliment  to  her  that  she 
made  good  her  escape  from  martyrdom. 

The  transition  of  Josephus  into  the  role  of  one  of 
the  great  historians  of  Rome  is  not  explainable  sim- 
ply in  terms  of  a renegade’s  successful  adjustment  in 
an  enemy  camp.  He  was  an  enormously  talented 
man  who  applied  his  intellectual  gifts  with  great  vigor 
in  his  new  milieu.  He  maintained  favor  with  three 
successive  emperors,  experienced  a deep  commit- 
ment to  Rome,  yet  never  surrendered  his  Jewish 
faith.  His  was  a deft  performance. 

We  know  that  massive  ideologic  shifts  and  changes 
in  commitment  are  not  rare  among  those  caught  up 
in  the  momentum  of  historic  change,  and  such  were 
the  times  of  Josephus.  In  our  own  century,  such 
ideologic  shifts  have  been  seen  frequently;  Lifton22 
has  proposed  the  term  protean  man  for  the  phe- 
nomenon of  the  individual  who  shifts  commitments 
as  the  tides  of  social  change  sweep  over  him.  He  has 
pointed  to  several  features  in  the  genesis  and  dy- 
namics of  protean  man  that  may  bear  on  Josephus. 
He  cites  a sense  of  “historical  dislocation,”  that  is,  a 
loss  of  links  with  past  cultural  traditions,  as  a major 
factor  in  the  creation  of  protean  man.  Another  in- 
fluence is  “the  flooding  of  imagery”  based  on  undi- 
gested cultural  elements  and  a wide  variety  of  alter- 
natives in  every  sphere  of  life  confronting  twenti- 
eth-century man.  Judea  in  the  first  century  A.D.  was 
characterized  by  such  shifting  cultural  influences  and 
ideologies.  In  the  area  of  language  alone,  for  exam- 
ple, Josephus  probably  had  to  deal  in  at  least  four 
different  ones  (Greek,  Latin,  Aramaic,  and  Hebrew) 
in  the  management  of  his  political  and  even  domestic 
affairs.  Lifton22  further  mentions  protean  man’s 
style  as  characterized  by  a series  of  explorations  and 
experiments,  by  ideologic  hunger,  and  a quest  for  the 
imagery  of  rebirth.  All  these  are  elements  discern- 
ible in  the  life  and  thought  of  Josephus. 

In  pointing  to  protean  cultural  and  social  changes 
in  individuals,  it  appears  that  Lifton22  has  probably 
overstated  the  uniqueness  of  our  era  with  respect  to 
this  phenomenon.  It  is  more  likely  that  “passing” 
from  one  subgroup  to  another  and  related  forms  of 
behavior  are  as  old  as  the  existence  of  the  great  urban 
crossroads  in  human  history.  In  particular,  under 
the  impact  of  severe  stress,  the  crisis  or  transitional 
state  is  entered  into  from  which  new  roles  in  life  often 
emerge.23 

The  response  to  a personal  crisis  as  well  as  any 
resolution  that  may  follow  depends  on  a number  of 
elements:  the  nature  of  the  stress,  the  individual’s 
character  structure  and  defenses,  and  the  other 
participants  in  the  total  situation.  The  confluence 
of  elements  in  the  case  of  Josephus  in  the  war  with 


the  Romans  may  account  for  his  particular  resolution 
and  his  subsequent  self-assigned  role  as  recorder  of 
the  unhappy  history  of  his  people  in  his  lifetime. 
Josephus  would  probably  have  considered  at  least 
two  other  explanatory  concepts  as  accounting  for  his 
resolution  of  his  crisis  state:  “Shall  we  put  it  down  to 
Divine  Providence  or  just  to  luck?” 
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College  of  Medicine  of  Yeshiva  University;  and  President,  Medical 
Archivists  of  New  York 


Part  I of  this  article  appeared  in  the  April  Journal 
and  dealt  with  the  “History  of  Photographic  Pro- 
cesses.” The  development  of  the  camera  was  de- 
scribed, as  well  as  of  the  daguerreotype,  wet-plate 
collodion  photography,  ambrotype,  tintype,  cartes 
de  visite,  cabinet  card,  dry  plate,  and  stere- 
ography. 

For  most  of  the  nineteenth  century  American 
science  and  technology  were  indistinguishable  from 
each  other;  the  distinction  between  natural  scientists 
and  physicians  was  not  as  great  then  as  it  is  now. 
During  the  infancy  of  the  American  sciences,  most 
natural  scientists  and  physicians  had  to  make  their 
own  instruments.  On  rare  occasions,  a buying  trip 
to  Europe  allowed  the  American  scientist  or  physi- 
cian to  purchase  necessary  equipment.  Natural 
scientists  and  physicians,  accustomed  to  building 
their  own  apparatus,  also,  by  necessity,  became  in- 
ventors. 

Because  of  the  limited  breadth  of  knowledge,  many 
practitioners  were  “generalists,”  being  knowledge- 
able in  diverse  fields  and  making  great  contributions 
to  them.  At  teaching  institutions,  often  the  physi- 
cian had  appointments  in  various  unrelated  fields. 
In  America,  medical  scientists  and  physicians  were 
among  the  first  to  study  and  advance  photographic 
art  and  science. + These  physicians  produced  some 

* All  illustrations,  unless  otherwise  indicated,  are  the  personal 
property  of  Dr.  Burns. 

* Two  dentists  were  also  associated  with  early  photography.  Dr. 
Samuel  Bemis  of  Boston  took  views  of  King’s  Chapel  burying 
ground  and  of  Crawford  Notch,  New  Hampshire,  in  1840.  Also 
in  1840,  Dr.  Joseph  E.  Parker  of  Philadelphia  worked  with  Paul 
B.  Goddard,  M.D.,  photographing  views  of  Philadelphia. 
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FIGURE  1.  John  William  Draper,  M.D.  (181 1-1882),  chemist 
and  physician.  Albumen  print. 


of  the  earliest  daguerreotypes  known,  and  many  be- 
came full-time  daguerreotypists.  Others  brought  the 
study  of  photographic  science  into  medical  school 
laboratories,  and  studied  ways  to  improve  photo- 
graphic technique  by  means  of  chemistry  and 
physics. 

The  work  of  physicians  who  made  the  most  sig- 
nificant achievements  in  photography  will  be  de- 
scribed. A more  detailed  study,  however,  will  be 
offered  in  a forthcoming  book  on  early  medical 
photography. 

John  William  Draper,  M.D.  ( 1811-1882) 

Considered  one  of  the  fathers  of  American  pho- 
tography, John  William  Draper,  M.D.,  is  certainly  the 
most  famous  of  the  early  physician-photographers 
(Fig.  1).  Born  in  England,  Draper  studied  chemistry 
in  London  under  Edward  Turner,  who  first  inter- 
ested him  in  the  chemical  effects  of  light.1  Draper 
immigrated  to  the  United  States  in  1832,  and  soon 
began  medical  studies  at  the  University  of  Pennsyl- 
vania, where  he  received  his  M.D.  degree  in  1836. 
Here  he  came  under  the  influence  of  the  eminent 
pioneer  chemist  Robert  Hare,  M.D.  (1781-1858), 
Harvard  1818.  Dr.  Draper  become  involved  in 
photochemistry  and  photographic  studies  in  1836, 
repeating  Wedgewood’s  work,  and  was  already  one 
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of  the  leading  American  photochemists  at  the  time 
of  Daguerre’s  announcement. 

By  1839,  Dr.  Draper  was  professor  of  chemistry, 
natural  philosophy,  and  physiology  at  the  City  Uni- 
versity of  New  York,  where  he  conducted  experi- 
ments in  optics  and  photochemistry.  Also  on  that 
staff  was  Samuel  F.  B.  Morse,  the  inventor  and 
painter.  It  should  be  noted  that  Morse  was  the  first 
American  to  see  a daguerreotype,  and  it  was  he  who 
had  sent  news  of  its  discovery  to  America. 

In  1839,  Draper  and  Morse  became  partners  in 
photographic  endeavors.  Draper  also  worked  with 
fellow  New  York  physician,  chemist,  and  photogra- 
pher James  R.  Chilton,  M.D.  (1810-1863),  at  whose 
laboratory  photographic  exhibits  by  early  daguerrean 
photographers  were  held.  Dr.  Draper,  himself,  is 
credited  with  taking  some  of  the  earliest  portraits 
known  (1839);  he  and  Morse  opened  one  of  the  first 
photographic  galleries  in  America  in  the  spring  of 
1840.  This  venture  lasted  until  1841  when  Draper 
returned  to  full-time  medical  teaching  and  scientific 
studies,  for  in  that  year  he  and  five  fellow  physicians 
founded  the  New  York  University  Medical  College 
where  he  assumed  the  chair  of  chemistry  and  by  1850 
was  its  president  (cover  illustration).2* 

Scientific  applications.  Turning  to  scientific 
applications  of  the  deguerreotype,  Dr.  Draper  used 
it  for  microscopic  studies  and  as  a pure  research  tool 
in  photometric  and  spectroscopic  research.  He  was 
the  first  to  photograph  the  solar  spectrum,  on  July 
27,  1842,  and  demonstrated  its  extension  beyond 
visible  light  at  both  ends.  Dr.  Draper  was  also  the 
first  to  describe  the  three  great  Fraunhofer  lines  and 
in  1842  photographed  them  in  the  infra-red  region. 
His  photometric  studies  subsequently  provided  the 
basis  for  infrared  photography.3  Among  his  other 
firsts  are:  taking  a successful  picture  of  the  moon, 
offering  a process  of  photographic  enlargement,  and 
using  the  daguerreotype  as  a teaching  aid,  that  is,  as 
a source  of  illustration  to  supplant  real  objects.  In 
1846,  in  a chemistry  textbook,  he  stated  the  basic 
principle  that  light  energy  is  absorbed  in  the  process 
of  photochemical  reaction  (Draper’s  law).  In  1847, 
working  in  the  field  of  radiant  energy,  he  proved  that 
incandescent  solids  produce  a continuous  spectrum, 
a fundamental  propostion  of  astrophysics.  As  a re- 
sult of  his  research  and  accomplishments  in  the  field 
of  chemical  effects  of  radiant  energy,  Draper  was  one 
of  the  most  important  contributors  to  basic  science 
in  the  United  States  before  1870.  At  a time  when 
American  science  was  not  well  advanced,  he  was 
considered,  by  his  European  colleagues,  to  be  a 
leading  authority.  When  the  prestigious  American 
Photographical  Society  was  started  in  1859,  he  was 
elected  its  first  president.4 

Publications.  Among  Draper’s  many  medical 
publications  is  Human  Physiology,  published  in  1856 

* 'this  evolved  into  the  present  New  York  University  Medical 
Center. 

1 When  the  American  Chemical  Society  was  established  in  1876, 
he  was  also  elected  its  first  president. 


FIGURE  2.  Paul  Beck  Goddard,  M.D.  (1811-1866),  Phila- 
delphia physician  and  discoverer  of  the  use  of  bromine  as  an 
accelerator  in  photography.  Lithograph  from  a daguerre- 
otype (courtesy,  National  Library  of  Medicine,  Bethesda, 
Maryland). 

and  probably  the  first  American  book  with  medical 
illustration  taken  from  photographs.  Dr.  Draper 
took  ordinary  photographs  of  medical  subjects  as  well 
as  photomicrographs  for  this  book.  Although  this 
work  has  been  cited  before,4  there  has  been  no  men- 
tion of  the  type  of  photograph  used,  nor  has  the  ex- 
istence of  any  of  these  photographs  been  docu- 
mented. On  permanent  exhibition  at  the  Smithso- 
nian Institution’s  Museum  of  History  and  Technol- 
ogy, as  part  of  the  exhibit  on  the  history  of  photog- 
raphy are  12  of  Draper’s  daguerrean  photomicro- 
graphs.** No  clinical  daguerreotypes  are  extant  in 
their  collection  however. 

Draper  was  a prolific  writer;  among  his  nonscien- 
tific  works  are  a three-volume  History  of  the  Civil 
War  (1867-1870)  and  his  most  popular  book,  History 
of  the  Conflict  Between  Religion  and  Science  (1874), 
a discourse  on  religion’s  persecution  of  scientists. 

Paul  Beck  Goddard,  M.D.  ( 1811-1866 ) 

An  early  pioneer  in  photography,  Paul  B.  Goddard, 
M.D.,  who  graduated  from  the  University  of  Penn- 
sylvania in  1832,  is  credited  with  discovering  in  1839 
the  use  of  bromine  as  an  “accelerator”  (Fig.  2). 5 

**  Albumen  prints  of  Draper’s  microdaguerreotypes  were  put 
on  display  at  the  Philadelphia  Centennial  Exhibition  in  1876. 
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FIGURE  3.  One  of  the  earliest  surviving  daguerreotype 
scenes:  “View  from  the  roof  of  the  University  of  Pennsyl- 
vania,” by  Paul  B.  Goddard,  M.D.  (Courtesy  of  the  Archives 
of  the  Franklin  Institute  of  Philadelphia) 

Portraiture  was  not  practical  until  exposure  time  was 
reduced  from  minutes  to  seconds,  and  by  using  bro- 
mine to  sensitize  plates  after  Daguerre’s  iodine  sen- 
sitization step,  the  desired  reduction  in  exposure  time 
was  accomplished.  This  achievement  was  consid- 
ered one  of  the  major  breakthroughs  in  early  photo- 
graphic science  and  led  directly  to  the  establishment 
of  portrait  galleries.  Dr.  Goddard  was  assisted  in  his 
experiments  at  the  University  of  Pennsylvania  by  Dr. 
Robert  Hare,  and  by  Prof.  Martin  Boye.  Goddard 
was  also  associated  with  Robert  Cornelius,  whose 
self-portrait  in  November,  1839,  is  probably  the 
earliest  extant  photograph  of  a human  being.  Dr. 
Goddard’s  view  of  Philadelphia,  taken  in  1839  and 
preserved  at  the  Franklin  Institute,  is  one  of  the 
earliest  surviving  American  daguerreotype  scenes 
(Fig.  3).  Curiously,  John  F.  Goddard,  no  relation  to 
Paul  Goddard,  working  independently  in  England 
in  1840,  also  described  the  use  of  bromine  as  an  ac- 
celerator; consequently  there  has  been  some  confu- 
sion in  photographic  historical  articles  in  designating 
the  actual  discoverer.  Paul  Goddard  was  the  first, 
having  made  his  discovery  in  1839.6 

Dr.  Goddard  was  a prolific  medical  editor  and 
author,  publishing  more  than  10  major  volumes 
during  his  lifetime.  He  was  the  preceptor  of  Joseph 
Leidy,  M.D.  (1823-1891),  University  of  Pennsylvania 
1844,  the  eminent  Philadelphia  physician,  who  also 
lived  in  Goddard’s  home.7 

John  Locke,  M.D.  ( 1792-1856) 

John  Locke,  M.D.,  graduate  of  Yale  in  1819,  and 
professor  of  chemistry  and  pharmacology  at  the 
Medical  College  of  Ohio  in  Cincinnati,  has  been  best 
remembered  as  inventor  of  the  electric  chronograph. 
Recent  evidence  has  been  brought  to  light  that  in- 
dicates that  Dr.  Locke  is  associated  with  three  firsts 


in  American  photography.8  In  1839,  after  learning 
of  Henry  Fox  Talbot’s  primitive  “photogenic  draw- 
ing” or  paper  photograph  method,  he  made  similar 
pictures  and  exhibited  them  publicly.  These  were 
the  First  American  photographs,  and  the  presentation 
was  the  first  American  photographic  exhibit.  The 
same  issue  of  the  New  York  Observer  (May  18, 1839) 
which  carried  Morse’s  description  of  the  daguerre- 
otype to  America  also  reported  Locke’s  photographic- 
experiments  and  exhibit. 

In  1847  Dr.  Locke  was  associated  with  another 
first.  As  described  in  part  I of  this  history,  in  the 
section  on  collodion  photography,  he  assisted  Ezekiel 
Hawkins  in  preparing  the  first  photograph  on  glass.9 
Dr.  Locke’s  accomplishments  covered  many  fields, 
and  he  exemplifies  the  nineteenth-century  physi- 
cian-scientist-technologist. Besides  his  world- 
famous  “electric  chronograph”  (magnetic  clock)  for 
which  he  received  a congressional  grant  and  inter- 
national honors,  Locke  also  invented  numerous  other 
instruments  including  a much-heralded  microscopic 
compass.  He  was  also  greatly  interested  in  geology, 
a field  in  which  he  lectured  and  wrote  various  papers. 
Dr.  Locke’s  medical  works  included  several  books  on 
medical  botany. 

James  Mill  Bush , M.D.  ( 1808-1875),  and 
Robert  Peter,  M.D.  ( 1805-1894) 

James  Mill  Bush,  M.D.,  professor  of  anatomy  and 
surgery  and  Robert  Peter,  M.D.,  professor  of  medi- 
cine (later  dean  of  faculty)  at  the  Transylvania 
University  Medical  School,  where  each  had  gradu- 
ated in  1833  and  1834  respectively,  in  the  summer  of 
1839  examined  complete  daguerrean  equipment 
while  on  an  apparatus-buying  trip  for  the  newly  or- 
ganized medical  school.10  In  the  fall  of  1839  Dr. 
Peters  constructed  a daguerrean  camera  and  with  it 
took  the  first  daguerreotypes  in  the  west.11  At  the 
Transylvania  University  Museum  in  Lexington, 
Kentucky,  the  daguerreotype  camera  used  by  Dr. 
Peter  and  his  first  daguerreotype  are  preserved.12 

It  is  interesting  to  note  that  Dr.  Bush  and  Dr.  Peter 
returned  from  Europe  in  September,  1839,  on  the 
British  Queen,  which  was  the  ship  which  carried  to 
America  the  pamphlets  describing  Daguerre’s  actual 
process. 

Dr.  Bush’s  principal  Fields  of  interest  were  surgical 
anatomy  and  operative  surgery,  specifically  lithoto- 
my. In  1850  he  established  the  Kentucky  School  of 
Medicine. 

Dr.  Peter’s  scientific  publications  were  diverse;  his 
interests  included,  zoology,  mineralogy,  botany,  ge- 
ology, toxicology,  and  chemistry,  and  in  these  fields 
he  enjoyed  a well-deserved  reputation. 

Oliver  Wendell  Holmes,  M.D.  ( 1809-1884) 

Famous  as  an  author,  poet,  and  discoverer  of  the 
contagiousness  of  puerperal  fever,  Oliver  Wendell 
Holmes,  M.D.,  graduate  of  Harvard  Medical  School 
in  1836,  made  significant  contributions  to  photog- 
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FIGURE  4.  Oliver  Wendell  Holmes,  M.D.  (1809-1884), 
physician,  author,  poet,  and  inventor  of  the  hand-held  ste- 
reoscope. Albumen  print. 

raphy  (Fig.  4).  Holmes  was  a proponent  of  stereo- 
photography and  invented  the  hand-held  stereoscope 
in  1859.  This  stereoscope  became  the  most  popular 
and  widely  used  of  all  stereoscopes  and  can  still  be 
purchased.  Holmes’s  first  of  many  articles  on  pho- 
tography, “The  Stereoscope  and  Stereography,’’ 
appeared  in  the  Atlantic  Monthly  for  June,  1859. 
Holmes  also  recommended  the  establishment  of 
national  or  city  stereophotographic  libraries. 

During  the  Civil  War,  Holmes  became  interested 
in  stop-action  or  “instantaneous”  photography  as  an 
aid  in  designing  artificial  limbs  for  wounded  veterans. 
While  studying  how  man  walks,  trying  to  break  down 
the  complex  movements  of  that  act,  Dr.  Holmes  re- 
alized photography  could  help.  In  an  article  on 
human  locomotion  in  the  Atlantic  Monthly  for  May, 
1863,  he  illustrated  people  in  various  walking  posi- 
tions taken  from  photographs  to  demonstrate  his 
viewpoint  that  through  studying  photographs  the 
complex  motions  of  walking  could  he  understood. 
He  noted  that  the  positions  of  stride  “were  startlingly 
different  from  the  conventions  which  had  been  used 
for  centuries.”  1:i  Because  of  the  slow  speed  of  col- 
lodion photography  his  dream  of  stopping  motion 
was  not  entirely  realized.  It  was  not  until  the  in- 
vention of  dry-plate  photography  that  Edward 
Muybridge  (1830-1904)  in  Philadelphia  and  Etienne 
J.  Marey  ( 1830-1904)  in  France  solved  the  problem 
of  motion. 


FIGURE  5.  John  Towler,  M.D.  (1811-1889),  prolific  writer 
on  photography,  author  of  the  most  popular  manual  in  the 
wet-plate  era.  Albumen  print  (courtesy  Warren  Hunting 
Smith  Library,  Hobart  and  William  Smith  Colleges). 

John  Towler,  M.D.  ( 1811-1889) 

Professor  of  chemistry,  pharmacy,  and  toxicology, 
and  dean  of  faculty  at  Geneva  Medical  College  in 
New  York,  (now  the  State  University  of  New  York 
at  Syracuse),  where  he  received  his  M.D.  in  1855,  Dr. 
Towler,  an  English  emigrant,  was  a prolific  and 
perhaps  the  foremost  writer  in  early  photography 
(Fig.  5).  In  1862  Dr.  Towler  was  elected  editor  of 
Humphreys’  Journal  of  Photography,  which  was 
founded  in  1850  as  the  Daguerrean  Journal  and  was 
the  first  photographic  periodical  in  the  world.  He 
was  also  editor  of  the  yearly  American  Photographic  | 
Almanac  from  1864  to  1868  and  was  the  author  of 
several  other  smaller  hooks  on  photography14:  Dry  II 
Plate  Process  or  the  Tanin  Process  (97  pp.  1865);  >' 
The  Magic  Photograph  (10  pp.  1866);  The  Negative  ij 
and  The  Print  (150  pp.  1866,  1870);  and  The  Porce-  j 
lain  Picture  (47  pp.  1865). 

In  1864  he  published  the  Silver  Sunbeam,  a text-  ] 
hook  describing  all  the  known  methods  of  photo-  J 
graphic  processes  and  advancements  in  photographic 
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science.  From  the  time  of  its  publication  until  the 
era  of  collodion  photography  ended,  it  was  by  far  the 
best  manual  in  the  country  for  amateur  and  profes- 
sional alike.15  It  went  through  nine  editions  and  was 
translated  into  at  least  three  languages. 

Towler  was  also  one  of  the  First  to  experiment  with 
and  use  burning  magnesium  wire  as  a source  of  light 
for  taking  indoor  photographs. 

Dr.  Towler’s  medical  writings  varied.  He  pub- 
lished articles  on  physiology  of  the  retina,  toxicology, 
and  medical  jurisprudence.  His  only  medical  book 
was  in  the  basic  sciences  and  was  published  in  1871 
entitled  Guide  to  a Course  of  Quantitative  Chemical 
Analysis. 16 

Dr.  Towler  resigned  from  the  College  of  Physicians 
and  Surgeons  at  Syracuse  in  1873,  only  one  year  after 
he  had  brought  his  medical  school  to  Syracuse.  He 
did  not  have  any  faith  in  the  reforms  in  medical  ed- 
ucation that  were  sweeping  the  country  and  “was  a 
sincere  apostle  of  the  belief  that  a six-weeks  course 
of  lectures  was  sufficient  for  thorough  instruction  in 
any  branch  of  medicine.”  17 

European  physicians 

Among  English  physicians  the  contributions  of 
Jabez  Hogg,  M.D.  (1800-1800)  merit  particular  at- 
tention. A noted  microscopist  and  ophthalmologist, 
with  many  published  works,  Hogg  was  also  a British 
pioneer  daguerreotypist.  He  worked  for  a time  in 
Richard  Beard’s  studio,*  and  later  wrote  a manual 
on  photography  that  ran  into  several  editions.  A 
number  of  Hogg’s  daguerreotypes  have  survived. 
Daguerreotypes  of  Hogg  himself  in  unusual  poses  and 
settings  have  brought  the  highest  auction  prices  to 
date  for  daguerrean  art.  The  most  famous  and  most 
costly  picture  is  the  daguerreotype  of  Dr.  Hogg  taking 
a daguerreotype  of  Mr.  William  Johnson;  this  is  the 
earliest  surviving  picture  of  a photographer  at  work 
(circa  1843). 

W7hen  the  daguerreotype  was  invented  it  was 
hoped  that  these  unique  copper-plate  images  could 
be  etched  and  then  used  as  press  plates  for  redupli- 
cation in  periodicals  and  books.  Two  physicians  are 
associated  with  early  attempts  to  do  this.  Alfred 
Donne,  M.D.  (1801-1878)  head  of  the  Charity  Clinic 
in  Paris  and  the  inventor,  in  1840,  of  an  apparatus  to 
take  microdaguerreotypes,  used  nitric  acid  in  an  at- 
tempt to  etch  the  microdaguerrotypes  that  he 
planned  to  publish  in  his  Cours  de  Microscopic 
(1845).  He  was  able  to  get  40  faint  but  unsatisfactory 
images  from  his  plates  and  had  to  hire  an  engraver 
to  copy  the  86  images  for  this  book,  the  first  medical 
book  with  illustrations  copied  from  photographs.18 

Josef  Berres,  M.D.  (1796-1844)  professor  of 
anatomy  of  Vienna,  was  slightly  more  successful  with 
his  daguerrean  etching  process.  He  used  nitric  acid 
with  electric  current.  By  this  method  he  was  able  to 
produce  200  faint  prints  from  his  images  and  was  able 
to  publish  a booklet  in  August  of  1840  with  five  il- 

Beard  opened  the  first  daguerrean  studio  in  England,  after 
securing  a license  from  Daguerre  in  1840. 

Part  III  of  this  article,  ‘‘The  Daguerrean 


lustrations  taken  directly  from  daguerreotypes.19 
All  of  the  various  attempts  to  etch  daguerreotype 
plates  for  mass  reproduction  purposes  failed.  Only 
by  making  an  engraving  or  woodcut  from  the  image 
could  daguerreotypes  be  successfully  reproduced  for 
publication.' t 

Forthcoming 

Part  III  will  describe  the  origins  of  clinical  pho- 
tography. Evidence  will  be  presented  showing  that 
the  daguerreotype  was  used  throughout  the  United 
States  by  physicians,  not  only  as  a medical  tool  but 
also  in  related  scientific  studies,  and  that  American 
physicians  were  the  first  to  use  photography  to  record 
and  document  disease  and  show  surgical  results.  All 
but  one  of  the  daguerreotypes  illustrated  in  this  part 
will  be  published  for  the  first  time. 

Part  IV  will  describe  postdaguerrean-era  medical 
photography  developments. 

30  East  60th  Street 
New  York,  New  York  10022 
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Obituaries 


Thomas  Morris  Aldrich,  M.D.,  of  Rensselaer,  died  on 
February  22  at  the  age  of  69.  Dr.  Aldrich  graduated  in 
1935  from  Albany  Medical  College.  He  was  a clinical  as- 
sistant physician  at  Albany  Medical  Center  and  an  at- 
tending physician  at  The  Child’s  Hospital.  Dr.  Aldrich 
was  a member  of  the  Albany  Country  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Walter  Joseph  Alexander,  M.D.,  of  Binghamton,  died 
on  January  23  at  the  age  of  63.  Dr.  Alexander  graduated 
in  1942  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  associate  obstetrician  and  gynecologist  at  Our 
Lady  of  Lourdes  Memorial  Hospital  and  an  attending 
obstetrician  and  gynecologist  at  Binghamton  Psychiatric 
Center.  Dr.  Alexander  was  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists  and  a member 
of  the  American  Geriatrics  Society,  the  Binghamton 
Academy  of  Medicine,  the  Broome  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Word  has  been  received  from  the  Monroe  County  Medical 
Society  of  the  death  of  Walter  Charles  Allen,  M.D.,  of 
Rochester.  Dr.  Allen  graduated  in  1915  from  Harvard 
Medical  School.  He  was  a consulting  pediatrician  at 
Rochester  General  Hospital.  Dr.  Allen  had  been  a member 
of  the  American  Academy  of  Family  Physicians,  the 
Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Clinton  Andrews,  M.D.,  of  New  York  City,  died 
on  December  9 at  the  age  of  87.  Dr.  Andrews  graduated 
in  1918  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a Diplomate  of  the  American  Board 
of  Dermatology,  Inc.,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  American  Dermatological 
Association,  the  American  Academy  of  Dermatology,  the 
Society  for  Investigative  Dermatology,  the  American  Ra- 
dium Society,  the  New  York  Academy  of  Medicine,  the 
New  York  State  Society  of  Dermatology,  the  New  York 
Roentgen  Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  Blum,  M.D.,  of  Buffalo,  died  on  January  28  at  the 
age  of  67.  Dr.  Blum  graduated  in  1942  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an  attending 
physician  in  internal  medicine  at  Buffalo  General  Hospital. 
I )r.  Blum  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a member  of  the  Rrie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Leonard  Cammcr,  M.I).,  of  New  York  City,  died  on 
January  19  at  the  age  of  65.  Dr.  Cammer  graduated  in 


1939  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  a consulting  psychiatrist  at  The  Methodist  Hos- 
pital, Brooklyn.  Dr.  Cammer  was  a Diplomate  of  the 
American  Board  of  Psychiatry  (Psychiatry)  and  a member 
of  the  American  Psychiatric  Association,  the  Academy  of 
Psychosomatic  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Arthur  Frederick  Chung,  M.D.,  of  New  York  City,  died 
on  December  16  at  the  age  of  36.  Dr.  Chung  graduated  in 
1967  from  the  University  of  Aberdeen  Faculty  of  Medicine. 
He  was  an  assistant  obstetrician  and  gynecologist  at  The 
Roosevelt  Hospital.  Dr.  Chung  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology  and  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Frank  Joseph  Clarke,  M.D.,  of  Forest  Hills,  died  on 
February  25  at  the  age  of  69.  Dr.  Clarke  graduate  in  1933 
from  Georgetown  University  School  of  Medicine.  He  was 
a consulting  obstetrician  and  gynecologist  at  St.  John’s 
Queens  Hospital  and  at  Mercy  Hospital,  Rockville  Centre. 
Dr.  Clarke  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  J.  Cohen,  M.D.,  of  Albany,  died  on  February  10 
at  the  age  of  76.  Dr.  Cohen  received  his  medical  degree 
from  the  University  of  Bern  in  1935.  He  was  an  attending 
pediatrician  at  St.  Peter’s  Hospital.  Dr.  Cohen  was  a 
member  of  the  American  Academy  of  Pediatrics,  the  Al- 
bany County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  Elison  Dalton,  M.D.,  of  New  York  City,  died  in 
November  at  the  age  of  66.  Dr.  Dalton  graduated  in  1937 
from  the  University  of  McGill  Faculty  of  Medicine.  He 
was  an  associate  gynecologist  at  St.  Barnabas  Hospital  for 
Chronic  Diseases.  Dr.  Dalton  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecologists  and  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Edward  Joseph  Delmonico,  M.D.,  of  Fayetteville,  died 
on  January  1 8 at  the  age  of  74.  Dr.  Delmonico  graduated 
in  1930  from  Syracuse  University  College  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of  Anesthesiology, 
a Fellow  of  the  American  College  of  Anesthesiologists,  and 
a member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  Onondaga  County  Medical  Society,  the  Medical 
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Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Benjamin  M.  Eis,  M.D.,  of  Brooklyn,  died  on  August  21 
in  his  82nd  year.  Dr.  Eis  graduated  in  1918  from  Univer- 
sity and  Bellevue  Hospital  Medical  College.  He  was  a 
consulting  physician  in  medicine  at  -Jewish  Hospital  and 
Medical  Center  of  Brooklyn.  Dr.  Eis  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
American  Geriatrics  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Jacob  Fierstein,  M.D.,  of  New  York  City,  died  on  January 
7 at  the  age  of  81.  Dr.  Fierstein  graduated  in  1920  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  a staff  radiologist  at  New  York  City  Veterans  Ad- 
ministration Hospital.  Dr.  Fierstein  was  a Diplomate  of 
the  American  Board  of  Radiology  (Diagnostic  Radiology 
and  Therapeutic  Radiology)  and  a member  of  the  Radio- 
logical Society  of  New  York  State,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leo  Thomas  Flood,  M.D.,  of  Hempstead,  died  on  Feb- 
ruary 2 at  the  age  of  76.  Dr.  Flood  graduated  in  1926  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  a 
consulting  physician  in  medicine  at  Nassau  and  Mercy 
Hospitals  (Rockville  Centre).  Dr.  Flood  was  a member  of 
the  American  Geriatrics  Society,  the  Nassau  Academy  of 
Medicine,  the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Louis  Freimark,  M.D.,  of  Brooklyn,  died  on  December 
30  at  the  age  of  85.  Dr.  Freimark  graduated  in  1918  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
an  adjunct  ophthalmologist  at  Brooklyn  Eye  and  Ear 
Hospital.  Dr.  Freimark  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  M.  Gianquinto,  M.D.,  of  Rockville  Centre,  died 
on  February  22  at  the  age  of  65.  Dr.  Gianquinto  graduated 
in  1940  from  Middlesex  University  School  of  Medicine. 
He  was  a member  of  the  family  practice  staff  at  Mercy 
Hospital  (Rockville  Centre)  and  a general  practitioner  on 
the  medical  staff  at  South  Nassau  Communities  Hospital. 
Dr.  Gianquinto  was  a member  of  the  American  Academy 
of  Family  Physicians,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henry  Peter  Goldberg,  M.D.,  of  New  York  City,  died  on 
February  6 at  the  age  of  68.  Dr.  Goldberg  graduated  in 
1936  from  Johns  Hopkins  School  of  Medicine.  He  was  a 
consulting  pediatrician  at  Booth  Memorial  Medical  Center, 
Good  Samaritan  Hospital  (West  Islip),  and  an  attending 
pediatrician  at  St.  Vincent’s  Hospital  and  Medical  Center 
of  New  York.  Dr.  Goldberg  was  a Diplomate  of  the 
American  Board  of  Pediatrics  (Cardiology)  and  a member 
of  the  American  Academy  of  Pediatrics,  the  New  York 


Academy  of  Medicine,  the  New  York  Pediatric  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Harold  T.  Golden,  M.D.,  of  Herkimer,  died  on  February 
16  at  the  age  of  67.  Dr.  Golden  graduated  in  1936  from 
New  York  Medical  College.  He  was  head  and  attending 
pediatrician  at  Herkimer  Memorial  Hospital.  Dr.  Golden 
was  a Diplomate  of  the  American  Board  of  Family  Practice 
and  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Academy  of  Medicine,  the  Herkimer  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Kurt  F.  Grainer,  M.D.,  of  Phelps,  died  on  January  15  at 
the  age  of  78.  Dr.  Grainer  received  his  medical  degree  from 
the  University  of  Konigsberg  in  1923.  He  was  a member 
of  the  American  Academy  of  Family  Physicians,  the 
Academy  of  Medicine,  the  Ontario  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Siegmund  Emanuel  Hadda,  M.D.,  of  Jamaica  and 
Richmond  Hill,  died  on  December  5 at  the  age  of  96.  Dr. 
Hadda  received  his  medical  degree  from  the  University  of 
Breslau  in  1906.  He  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Gibson  Hill,  M.D.,  of  Flushing  and  Jackson  Heights, 
died  on  January  14  at  the  age  of  80.  Dr.  Hill  graduated  in 
1927  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  obstetrician  and  gynecologist 
at  St.  Luke’s  Hospital  Center.  Dr.  Hill  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  New  York  Academy  of  Medicine,  the  Medical  Soci- 
ety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Franklin  K.  Holzwarth,  M.D.,  of  Rochester,  died  on 
January  3 at  the  age  of  81.  Dr.  Holzwarth  graduated  in 
1922  from  Syracuse  University  College  of  Medicine.  He 
was  an  honorary  orthopedic  surgeon  at  Highland  Hospital 
of  Rochester  and  a consulting  orthopedic  surgeon  at  Park 
Avenue  Hospital  (now  Park  Ridge  Hospital).  Dr. 
Holzwarth  was  a Fellow  of  the  International  College  of 
Surgeons  and  a member  of  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Chester  Samuel  Howard,  M.D.,  of  New  York  City,  died 
on  December  9 at  the  age  of  57.  Dr.  Howard  graduated  in 
1946  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  a member  of  the  American  Occupational  Medicine 
Association,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Pasquale  Isabella,  M.D.,  of  Malba  and  Whitestone,  died 
on  January  4 at  the  age  of  55.  Dr.  Isabella  received  his 
medical  degree  from  the  University  of  Naples  in  1950.  He 
was  an  associate  chief  of  radiology  at  Greenpoint  Hospital. 
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Dr.  Isabella  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Milton  E.  Johnston,  M.D.,  of  Osterville,  Massachusetts, 
formerly  of  Tarrytown,  died  on  February  2 at  the  age  of  80. 
Dr.  Johnston  graduated  in  1927  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a Fellow  of 
the  American  College  of  Obstetricians  and  Gynecologists 
and  a member  of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Donald  Joseph  Kearney,  M.D.,  of  Bay  Shore,  died  on 
February  7 at  the  age  of  37.  Dr.  Kearney  graduated  in  1966 
from  Jefferson  Medical  College  of  Philadelphia.  He  was 
a Diplomate  of  the  American  Board  of  Internal  Medicine 
(Cardiovascular  Diseases)  and  a member  of  the  Suffolk 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Walter  R.  Kessler,  M.D.,  of  New  York  City,  died  on  De- 
cember 12  at  the  age  of  65.  Dr.  Kessler  graduated  in  1945 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a pediatric  allergist  and  chief  of  pedi- 
atric allergy  at  The  Roosevelt  Hospital  and  an  associate 
attending  pediatrician  at  The  Presbyterian  Hospital.  Dr. 
Kessler  was  a Diplomate  of  the  American  Board  of  Pedi- 
atrics (Pediatric  Allergy)  and  a member  of  the  American 
Academy  of  Pediatrics,  the  American  Academy  of  Allergy, 
the  New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Emil  Kimaid,  M.D.,  of  Le  Roy,  has  died.  Dr.  Kimaid 
graduated  in  1943  from  Stritch  School  of  Medicine  of 
Loyola  University.  He  had  been  a physician  in  general 
practice  at  St.  Jerome  Hospital  and  a staff  general  practi- 
tioner at  Genesee  Memorial  Hospital.  Dr.  Kimaid  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Genesee  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Putnam  C.  Lloyd,  M.D.,  of  New  York  City,  died  on  No- 
vember 21  at  the  age  of  79.  Dr.  Lloyd  graduated  in  1924 
from  the  University  of  Michigan  Medical  School.  He  was 
a consulting  physician  at  St.  Barnabas  Hospital  for  Chronic 
Diseases.  Dr.  Lloyd  was  a Fellow  of  the  American  College 
of  Physicians  and  Surgeons  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Jerome  Harold  Lebowitz,  M.D.,  of  The  Bronx,  died  on 
January  1 at  the  age  of  65.  Dr.  Lebowitz  graduated  from 
t he  University  of  Dalhousie  Faculty  of  Medicine  in  1939. 
He  was  a surgeon  on  the  medical  staff  at  the  Westchester 
Square  Hospital.  Dr.  Lebowitz  was  a Fellow  of  the  In- 
ternational College  of  Surgeons  and  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Jack  London,  M.I).,  of  Forest  Hills,  died  on  January  25 
at  the  age  of  70.  Dr.  London  graduated  in  1934  from  Long 
Island  College  of  Medicine.  He  was  a neurosurgeon  at 
Deepdale  General  Hospital  and  a neurologist  and  psychi- 


atrist at  Whitestone  General  Hospital.  Dr.  London  was 
a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Academy  of  Neurology,  the  Association  for  Research  in 
Nervous  and  Mental  Disease,  the  New  York  Neurological 
Society,  the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Joseph  William  Madden,  M.D.,  of  Buffalo,  died  on  Jan- 
uary 5 at  the  age  of  75.  Dr.  Madden  graduated  in  1931 
from  Georgetown  University  School  of  Medicine.  He  was 
an  emeritus  member  of  the  medical  staff  at  Millard  Fill- 
more Hospital.  Dr.  Madden  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Thomas  Memmoli,  M.D.,  of  Flushing,  died  on  January  27 
at  the  age  of  71.  Dr.  Memmoli  received  his  medical  degree 
from  the  University  of  Bologna  in  1936.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Queens,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Anthony  Miseo,  M.D.,  of  The  Bronx,  died  on  January  29 
at  the  age  of  84.  Dr.  Miseo  graduated  in  1921  from  Ford- 
ham  University  School  of  Medicine.  He  was  a Fellow  of 
the  American  College  of  Obstetricians  and  Gynecologists, 
a Fellow  of  the  International  College  of  Surgeons,  and  a 
member  of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

H.  Miller  Mitchell,  M.D.,  of  Schenectady,  died  on  Jan- 
uary 12.  Dr.  Mitchell  graduated  in  1913  from  Syracuse 
LTniversity  College  of  Medicine.  He  was  a member  of  the 
Schenectady  Academy  of  Medicine. 

Philip  Ollstein,  M.D.,  of  New  York  City,  died  on  January 
31  at  the  age  of  74.  Dr.  Ollstein  graduated  in  1927  from 
Long  Island  College  Hospital.  He  was  a member  of  the 
American  Public  Health  Association,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Jakob  James  Polakow,  M.D.,  of  New  York  City,  died  on 
August  20  at  the  age  of  83.  Dr.  Polakow  received  his 
medical  degree  from  the  University  of  Warsaw  in  1923.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Gerald  Hilary  Pratt,  M.D.,  of  New  York  City,  died  on 
January  31  at  the  age  of  75.  Dr.  Pratt  graduated  in  1928 
from  the  State  University  of  Iowa  College  of  Medicine.  He 
was  senior  attending  surgeon  at  St.  Clare’s  Hospital  and 
Health  Center  and  an  honorary  senior  surgeon  at  St.  Vin- 
cent’s Hospital  and  Medical  Center  of  New  York.  Dr. 
Pratt  was  a Diplomate  of  the  American  Board  of  Surgery,  I 
a Fellow  of  the  American  College  of  Surgeons,  a Fellow  of 
the  American  College  of  Chest  Physicians,  a Fellow  of  the  , 
International  College  of  Surgeons,  and  a member  of  the  i 
American  Academy  of  Compensation  Medicine,  Inc.,  the  ' 
Pan  American  Medical  Association,  the  American  Geri- 
atrics Society,  the  New  York  Academy  of  Medicine,  the 
New  York  Society  for  Cardiovascular  Surgery,  the  New 
York  Surgical  Society,  the  New  York  County  Medical  So-  | 
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ciety,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  Howard  Kadetsky,  M.D.,  of  New  York  City,  died 
on  December  14  at  the  age  of  78.  Dr.  Kadetsky  graduated 
in  1923  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  Radiological  Society  of 
North  America,  Inc.,  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Nathan  N.  Root,  M.D.,  of  New  York  City,  died  on  January 
20  at  the  age  of  66.  Dr.  Root  graduated  in  1936  from  New 
York  University  School  of  Medicine.  He  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology  and 
a member  of  the  American  Psychoanalytic  Association,  the 
American  Psychiatric  Association,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Martin  August  Sander,  M.D.,  of  Rochester,  died  on  De- 
cember 15  at  the  age  of  70.  Dr.  Sander  graduated  in  1939 
from  George  Washington  University  School  of  Medicine. 
He  was  an  associate  psychiatrist  at  Strong  Memorial 
Hospital.  Dr.  Sander  was  a member  of  the  American 
Psychiatric  Association,  the  Rochester  Academy  of  Med- 
icine, the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Herman  M.  Scheps,  M.D.,  of  Port  Chester,  died  on  No- 
vember 14  at  the  age  of  65.  Dr.  Scheps  graduated  in  1939 
from  New  York  Medical  College.  He  was  director  of 
emergency  services  at  United  Hospital.  Dr.  Scheps  was 
a Diplomate  of  the  American  Board  of  Family  Practice  and 
a member  of  the  American  Academy  of  Family  Physicians, 
the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Irving  E.  Scheinblum,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 27,  1977.  Dr.  Scheinblum  graduated  in  1939  from 
New  York  University  School  of  Medicine.  He  was  a gen- 
eral practitioner  on  the  medical  staff  at  Kings  Highway  and 
Unity  Hospitals. 

Samuel  Schindelheim,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 14  at  the  age  of  78.  Dr.  Schindelheim  graduated 
in  1923  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Neurology)  and  a member  of 
the  American  Academy  of  Neurology,  the  American  Psy- 
chiatric Association,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alfred  Schwarz,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 6 at  the  age  of  70.  Dr.  Schwarz  received  his  medical 
degree  from  the  University  of  Vienna  in  1932.  He  was 
director  of  pathology  at  Jewish  Memorial  Hospital.  Dr. 
Schwarz  was  a Diplomate  of  the  American  Board  Pathol- 
ogy (Clinical  Pathology  and  Pathologic  Anatomy),  a Fellow 
of  the  College  of  American  Pathologists,  and  a member  of 
the  International  Academy  of  Pathology,  the  American 
Society  of  Clinical  Pathologists,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 


York,  and  the  American  Medical  Association. 

Maximilian  Silbermann,  M.D.,  of  New  York  City,  died 
on  October  21  at  the  age  of  75.  Dr.  Silbermann  received 
his  medical  degree  from  the  University  of  Vienna  in  1930. 
He  was  an  associate,  inactive,  neurologist  at  The  Presby- 
terian Hospital  and  an  honorary  senior  neurologist  and 
psychiatrist  at  St.  Vincent’s  Hospital  and  Medical  Center 
of  New  York.  Dr.  Silbermann  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  American  Neurological  Association,  the 
American  Psychiatric  Association,  the  Association  for 
Research  in  Nervous  and  Mental  Disease,  the  New  York 
Academy  of  Medicine,  the  New  York  Neurological  Society, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Max  M.  Stcrman,  M.D.,  of  New  York  City,  died  on  De- 
cember 30  at  the  age  of  84.  Dr.  Sterman  graduated  in  1919 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  American  Public 
Health  Association,  the  American  Society  of  Tropical 
Medicine  and  Hygiene,  the  New  York  Society  of  Tropical 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Bostic  Wade,  M.D.,  of  Jamaica,  died  on  March  1 at 
the  age  of  53.  Dr.  Wade  graduated  in  1 952  from  Meharry 
Medical  College.  He  was  an  associate  orthopedist  at 
Queens  Hospital  Center  and  Jamaica  Hospital  and  an  as- 
sistant orthopedist  at  Mary  Immaculate  Hospital.  Dr. 
Wade  was  a Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alfred  E.  Wallis,  M.D.,  of  Jamaica  and  South  Ozone  Park, 
died  on  January  31  at  the  age  of  72.  Dr.  Wallis  received 
his  medical  degree  from  the  University  of  Bern  in  1935. 
He  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hudson  Jennings  Wilson,  Jr.,  M.D.,  of  New  York  City, 
died  on  February  7 at  the  age  of  58.  Dr.  Wilson  graduated 
in  1946  from  Cornell  University  Medical  College.  He  was 
an  orthopedic  surgeon  at  St.  Luke’s  Hospital  Center,  as- 
sistant chief  of  orthopedic  surgery  at  the  House  of  St.  Giles 
the  Cripple,  and  an  orthopedic  surgeon  at  St.  Barnabas 
Hospital  for  Chronic  Diseases.  Dr.  Wilson  was  a Diplo- 
mate of  the  American  Board  of  Orthopedic  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Orthopaedic  Surgeons,  the 
American  Orthopaedic  Association,  the  New  York  Acad- 
emy of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ira  C.  Wollen,  M.D.,  of  Buffalo,  has  died.  Dr.  Wollen 
graduated  in  1929  from  the  University  of  Buffalo  School 
of  Medicine.  He  had  been  a member  of  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Journal  to  sponsor  ’’Most  useful”  books  and  Journals 

$1,200  middle  manager  award  for  internists  are  listed  in  Annals  article 


.John  Watkins,  publisher  of  The  Journal  of  Nursing 
Administration,  announced  on  March  1 that  the  Journal 
will  make  a $1,200  award  for  creative  nursing  management 
on  the  middle  level.  “The  contest,  a first  in  the  Journal’s 
eight-year  history,  will  be  a nationwide  talent  search  for 
the  Creative  Middle  Manager  of  1979,”  Watkins  explained. 
“We  are  asking  every  director  of  nursing  who  subscribes 
to  the  Journal  to  nominate  one  middle-management  staff 
member  for  the  award.  Nominations  should  focus  on  in- 
novation in  solving  managerial  or  administrative  problems 
that  commonly  occur  in  nursing  department  opera- 
tions.” 

A panel  of  top  nursing  administrators  will  judge  the 
contest.  Deadline  for  entries  is  June  30.  The  $1,200 
award,  to  be  used  for  nursing  staff  development  at  the 
winner’s  employing  institution,  will  be  announced  in  the 
October  issue  of  The  Journal  of  Nursing  Administra- 
tion. 

Applications  for  1980 

Judith  Graham  Pool  Research  Fellowships 

being  accepted 

The  National  Hemophilia  Foundation  is  now  accepting 
applications  for  its  1980  Judith  Graham  Pool  Research 
Fellowships.  This  competitive  grant  program  has  funded 
hemophilia-related  research  at  the  postgraduate  level  for 
14  individuals  since  1971. 

Fellowship  awards  are  granted  for  studies  in  clinical 
and/or  basic  science  which  are  aimed  at  furthering  un- 
derstanding, or  improving  management,  of  the  hemophilias 
and  von  Willebrand’s  disease.  Proposed  research  may 
concern  biochemical,  genetic,  hematologic,  orthopedic, 
psychiatric,  or  dental  aspects  of  these  disorders,  or  may 
focus  on  rehabilitation,  therapeutic  modalities,  or  social 
features  of  the  hemophilias. 

NHF’s  program  is  named  in  honor  of  the  late  Dr.  Judit  h 
Graham  Pool,  who  discovered  cryoprecipitate,  the  con- 
centration of  clotting  factor  in  the  blood  which  has  become 
the  basis  for  current  hemophilia  treatment.  The  Pool 
Fellowship  program  is  designed  to  stimulate  hemophilia- 
related  research  by  supporting  the  work  of  younger  in- 
vestigators. Fellowships  are  offered  through  medical  and 
graduate  schools  on  an  annual  basis  with  grants  usually  in 
the  amount  of  $15,000.  Grants  may  he  renewed  for  a sec- 
ond year  if  the  research  is  found  to  merit  it. 

Further  information,  and  application  forms  for  the  1980 
Pool  Fellowship  Awards,  are  available  from  The  National 
Hemophilia  Foundation,  25  West  39  Street,  New  York, 
N.Y.  10018.  Deadline  for  application  is  October  1,  1979. 
Awards  will  be  announced  by  December  31. 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceiver! eight  weeks  prior  to  publication  date. 


A compilation  of  books  and  journals  judged  to  be  most 
useful  for  practicing  internists  appears  in  the  March,  1979, 
issue  of  the  Annals  of  Internal  Medicine,  official  journal 
of  the  American  College  of  Physicians. 

The  listing,  a new  version  of  “A  Library  for  Internists  II” 
published  in  March,  1976,  is  the  result  of  recommendations 
made  by  specialists  in  70  areas  which  include  internal 
medicine,  the  subspecialties  of  internal  medicine,  disci- 
plines closely  related  to  internal  medicine,  and  other  fields 
of  interest  to  the  internist.  A total  of  518  books  and  364 
journals  are  on  the  list. 

In  an  accompanying  introduction,  Richard  Allyn,  M.D., 
F.A.C.P.,  Springfield,  Illinois,  indicated  that  “this  new  list 
is  one  from  which  an  internist  or  a small  hospital  library 
may  select  a few  ‘core’  texts  or  journals;  or  a large  hospital 
or  medical  school  library  may  use  it  to  select  a compre- 
hensive set  of  reference  texts  and  journals.” 

The  1979  Library  includes  several  new  reference 
fields — such  as  adolescent  medicine,  biomathematics  and 
statistics,  and  sports  medicine,  and  work  physiology. 

The  books  and  journals  are  listed  in  order  of  preference, 
based  on  a point-ranking  system  used  by  the  consul- 
tants. 

CARE-MEDICO  seeks  personnel 
to  carry  on  overseas  work 

MEDICO,  a service  of  CARE,  the  international  aid  and 
development  agency,  urgently  needs  physicians,  registered 
nurses,  and  other  personnel  for  long-term  work  overseas. 
Below  contains  a list  of  the  personnel  required,  the 
countries,  specialties  and  date  needed: 


BANGLADESH  (Dacca) 


Plastic  surgeon 

Physician  (with  teaching  and  public 
health  experience) 

Registered  nurse  (with  public  health 
experience) 

Nutritionist 

Health  educator 

Educationalist  (with  training 
experience) 

Nutrition  educator 

Registered  nurse  midwife 


DATE 

NEEDED 

Immediately 
To  be 

determined 
To  be 
determined 
To  be 
determined 
To  be 
determined 
To  be 
determined 
To  be 

determined 
To  be 
determined 


continued  on  page  953 
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DOMINICAN  REPUBLIC 

( Santiago ) 

Radiologist 

Registered  nurse  (C.C.U.) 
Registered  nurse  (I.C.U.) 

X-ray  technologist 

(Command  of  Spanish  language 
imperative) 

TUNISIA  (Sousse) 

Public  health  physician 
Obstetrician -gynecologist 
Registered  nurse  midwife 
Internist  (with  nephrology) 

(Command  of  French  language 
imperative) 


Immediately 

Immediately 

Immediately 

Immediately 


Immediately 
Immediately 
Immediately 
•July  1979 


Those  hired  will  serve  on  medical  teams  in  developing 
countries  and  will  train  local  counterparts  to  care  for  their 
nation’s  impoverished  ill.  CARE-MEDICO  provides 
medical,  surgical,  and  health  care  training  as  well  as 
treatment  in  the  countries  it  serves.  Skilled  physicians, 
surgeons,  registered  nurses,  and  other  health  services 
personnel  are  employed  by  CARE-MEDICO  under  two- 
year  contracts.  They  work  in  environments  ranging  from 
a new  550-bed  hospital  in  Latin  America  to  a remote 
kingdom  in  the  Himalayas.  These  are  primarily  teaching 
assignments  and  a second  language  is  mandatory  for  cer- 
tain posts. 

Applicants  should  have  received  at  least  part  of  their 
training  in  the  United  States  or  Canada  and/or  be  licensed 
or  registered  there  or  have  equivalent  license  or  registration 
in  their  country  of  origin  or  residence. 

For  details  on  salary,  benefits,  and  other  information, 
write  to:  Leondard  J.  Coppold,  Director  of  Contract 

Personnel,  CARE-MEDICO,  660  First  Ave.,  New  York, 
N.Y.  10016,  or  telephone  him  at  (212)  686-3110.  CARE- 
MEDICO  is  an  equal  opportunity/affirmative  action  em- 
ployer (f/m). 

Another  phase  of  CARE-MEDICO  operations  is  the 
short-term  volunteer  visiting  specialist  program.  Donating 
a month  or  more  of  their  time  and  skills,  physicians  help 
train  young  men  and  women  in  their  particular  branch  of 
medicine  or  surgery.  Volunteer  specialists  are  urgently 
needed  in  Afghanistan,  Bangladesh,  the  Dominican  Re- 
public, Honduras,  Nicaragua,  and  Tunisia.  Doctors  pay 
their  own  travel  expenses  and  maintenance  which  may  be 
tax  deductible. 

For  further  information  on  short-term  volunteer  work, 
telephone  (202)  223-2277  or  write:  George  B.  Mathues, 
Director,  MEDICO  Volunteer  Specialists,  2007  Eye  Street, 
N.W.,  Washington,  D.C.  20006. 

Here  and  there 

Appointed:  John  S.  Marr,  M.D.,  M.P.H.,  has  been  ap- 
pointed assistant  commissioner  for  Preventable  Diseases, 
Department  of  Health,  The  City  of  New  York  . . . Guy  D. 
Potter,  M.D.,  has  been  appointed  director,  Department  of 
Radiology,  Lenox  Hill  Hospital. 
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Books  Reviewed 


William  W.  Herrick,  M.D.  A Measure  of  the  Man.  By 

Eunice  Herrick  Trowbridge.  The  Steinhour  Press,  1978. 
A Limited  Edition  of  500  copies. 

Although  Dr.  Herrick’s  daughter  calls  this  book  a col- 
lection of  letters,  addresses,  and  tributes  “for  family  and 
friends,”  it  is  certainly  of  interest  to  the  members  of  the 
medical  profession,  many  of  whom  knew  or  knew  of  Dr. 
Herrick  and  to  strangers  too.  The  contents  have  been 
lovingly  culled  from  a vast  material.  Beautiful,  personal 
family  photographs  and  copies  of  correspondence  complete 
this  charming  little  volume. 

Dr.  Herrick’s  parents  met  while  both  were  teaching  at 
a New  Haven  mission  school  and  while  his  father  was 
studying  at  the  Yale  Divinity  School.  After  their  marriage 
and  his  ordination  in  Connecticut,  he  became  a missionary 
in  Mexico.  The  account  of  their  journey  under  very  dan- 
gerous circumstances  as  pioneers  with  small  children  is 
most  impressive;  just  as  is  the  moving  account  of  the  tragic 
deaths,  back  in  New  England,  of  all  three  of  their  children 
of  diphtheria,  all  within  a ten-day  period. 

Dr.  Herrick  was  the  second  of  four  later  children  born 
to  the  couple  whose  homes  shifted  from  Connecticut  to 
Florida  and  thence  to  Cuba.  Such  events,  while  inter- 
rupting education,  had  a profound  broadening  influence. 
William,  early  in  life,  showed  great  diversity  of  interests 
in  art,  music,  and  especially  in  science,  and  was  outstanding 
in  each  field.  Even  though  he  worked  while  attending 
Yale,  he  received  his  M.D.  degree  cum  laude  in  1905.  His 
career  in  medicine  won  him  well-earned  recognition  and 
respect,  particularly  in  private  practice  in  New  York  City 
where  he  became  clinical  professor  of  medicine  at  the 
College  of  Physicians  and  Surgeons.  He  later  became 
president  of  the  New  York  Academy  of  Medicine. 

A man  of  many  extracurricular  interests  and  hobbies, 
he  was  a champion  golfer  and  an  excellent  fisherman  and 
woodsman.  The  log  cabin  he  built  in  Sharon,  Connecticut, 
the  furniture,  and  the  beautiful  chest  he  designed,  con- 
structed, and  carved  are  works  of  art. 

A devoted  son,  husband,  and  father,  he  expressed  his 
deep  love  and  concern  for  his  family  in  the  many  letters 
included  in  this  precious  little  volume. 

One  would  have  enjoyed  more  than  the  casual  reference 
to  his  son,  William,  Jr.  He  would  have  had  some  pertinent 
advice  for  him  in  a letter  of  congratulations  on  his  gradu- 
ation as  a physician  from  his  own  alma  mater  as  a fourth 
generation  Yale  alumnus. 

His  after-dinner  talk  on  the  occasion  of  the  two  hun- 
dredth anniversary  of  the  founding  of  the  Sherman  Church 
in  1943  and  his  presidential  address  to  the  New  York 
Academy  of  Medicine  in  1945  grace  this  volume  and  make 
very  informative  and  fascinating  reading.  They  are  the 
high  points  of  this  compilation  and  are  well  worth  reading 
and  rereading.  We  recommend  this  book;  it  can  be  found 
in  many  carefully  selected  collections  and  in  the  Albion 
Bernstein  Library  at  the  Medical  Society  of  the  State  of 
New  York  in  Lake  Success.  S.  K.  A. 

MGH  Textbook  of  Emergency  Medicine:  Emergency 


Care  as  Practices  at  the  Massachusetts  General 
Hospital.  Earl  W.  Wilkens,  Jr.,  M.D.,  Editor.  Baltimore, 
Maryland,  The  Williams  and  Wilkins  Co.  Illustrated,  279 
pages.  Cloth,  $49.50. 

Earl  W.  Wilkens,  Jr.,  M.D.,  is  the  editor,  with  an  im- 
pressive group  of  contributors  in  a compilation  better  de- 
scribed by  the  subtitle  of  this  volume  “Emergency  Care  as 
Practiced  at  the  Massachusetts  General  Hospital.”  Indeed 
the  management  of  individual  disease  and  trauma  entities, 
as  well  as  illustrative  techniques  in  the  fifth  chapter,  usu- 
ally is  specific,  including  the  designation  of  proprietary 
equipment,  without  mention  of  divergent  patterns  of  care. 
This  is  not  to  denigrate  such  an  approach  since  the  editors 
have  clearly  stated  their  intention  in  the  subtitle  but  it 
somewhat  belies  the  usual  intent  of  a textbook. 

The  arrangement  of  the  chapters  is  quite  logical,  pro- 
ceeding from  life  support  which  begins  with  a basic  and  not 
too  detailed  description  of  pathophysiologic  principles, 
through  a superbly  illustrated  and  described  section  on 
cardiopulmonary  resuscitation,  then  on  to  the  diagnosis 
and  therapy  of  shock.  Two  comprehensive  sections  follow: 
one  encompassing  surgical  and  the  other  nonsurgical 
emergency  entities,  the  latter  including  medical,  neuro- 
logic, psychiatric,  and  pediatric  subjects.  The  authors,  in 
general,  avoid  the  problem  of  detailing  specific,  long-range, 
definitive  care,  concentrating  the  thrust  of  their  chapters 
on  diagnosis  and  that  treatment  appropriate  to  an  emer- 
gency ward.  This  permits  an  encyclopedic  compendium 
which  otherwise  might  require  two  or  possibly  three  vol- 
umes. 

Finally,  there  is  an  unusually  informative  section  on 
emergency  department  administration,  including  details 
of  architectural  planning  and  staffing  of  an  emergency 
department,  details  of  triage  operation  and  nursing,  and 
most  particularly  a chapter  on  medico-legal  considerations. 
This  latter  contribution  includes  an  excellent  page  on 
physician-patient  relationship  and  avoiding  malpractice 
claims,  as  well  as  a discussion  of  informed  consent. 
Throughout  the  book  there  is  evident  scholarship  and  or- 
ganization befitting  the  Massachusetts  General  Hospital’s 
recognized  position  as  one  of  the  premier  medical  care  in- 
stitutions in  the  United  States.  This  book  certainly  will 
take  its  place  on  the  library  shelf  of  every  well-equipped 
emergency  department.  Gerald  W.  Shaftan,  M.D. 

Real  Time  Ophthalmic  Ultrasonography.  By  S.  N. 

Hassani,  M.D.,  in  collaboration  with  R.  L.  Bard,  M.D. 
New  York,  Springer-Verlag,  1978.  Illustrated,  214  pages. 
Cloth,  $34.50. 

The  purpose  of  this  book  is  to  present  the  essential 
principles  of  ultrasound  in  the  practical  aspect  of  real  time 
scanning  of  the  eye  and  orbit.  It  accomplishes  its  purpose 
successfully.  The  ultrasound  physics  and  instrumentation 
are  handled  with  an  honest  critique  of  advantages  and 
limitations  of  the  present-day,  real  time  equipment.  An- 
atomic considerations,  their  ultrasound  properties,  clinical 
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This  insurance  claim  form 
is  the  most  widely  used 

and  accepted  in  America. 


Are  you  using  it? 


If  you’re  not  using  the  Official  AMA  Uniform 
Health  Insurance  Claim  Form,  chances  are  you 
should  be.  It  is  accepted  by  all  states  for 
Medicare,  many  states  for  Medicaid,  and  almost 
all  commercial  carriers  and  Blue  Shield  Plans. 

Developed  by  the  AMA  in  cooperation  with 
carriers,  government  agencies,  and  other  groups,  it 
is  the  most  current  and  universally  used  reporting 
form  available. 

And  it  can  save  you  and  your  staff  a lot  of  time. 
You  use  just  one  form — one  format — for  most  of 
your  reporting  instead  of  having  to  decipher  a 
bunch  of  different  ones. 

Be  sure  you  get  the  Official  AMA  Health 
Insurance  Claim  Form;  mail  this  order  form  with 
your  payment  today. 


ORDERING  INFORMATION 
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1,000-25,000 

$32.20 

(Original  and  carbon) 
Continuous  Computer  Form, 

1,000-25,000 

$33.10 

OP-409 

(Original  and  one  carbon) 

•NOTE:  Larger  quantities  available  at  special  rates.  Write  to: 

Order  Handling,  AMA,  535  N.  Dearborn,  Chicago  IL  60610 

To  order:  Indicate  type  of  form  and  quantity  desired, 
compute  total  cost,  and  send  order,  accompanied  by 
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Association),  to  the  address  below: 

Order  Department 
American  Medical  Association 
P.  O.  Box  821 
Monroe,  Wisconsin  53566 
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history,  and  examination  are  presented  concisely  with 
sufficient  information  to  inform  the  nonophthalmologist 
and  with  sufficient  brevity  not  to  tax  the  ophthalmologist. 
In  addition,  there  is  a glossary  of  ophthalmologic  terms. 
The  book  is  structured  by  dealing  with  pathology  by  ana- 
tomic site  as  well  as  separate  chapters  on  trauma,  tumors, 
systemic  disease,  and  artifacts.  In  the  section  on  orbital 
tumors  mention  of  the  complementary  role  of  computed 
tomography  is  not  given  Computed  tomography  has 
proved,  however,  to  be  of  great  value  particularly  where 
sonic  penetration  of  the  orbital  apex  or  bony  structures  is 
limited.  There  are  minor  typographical  errors  which  are 
usually  no  more  than  a nuisance  as  where  the  length  of  the 
intracanalicular  portion  of  the  optic  nerve  is  given  as  .5 
mm.,  rather  then  5 mm.  Michael  S.  Tenner,  M.D. 

Medicine  in  the  Bible  and  the  Talmud:  Selections  for 
Classical  Jewish  Sources.  By  Fred  Rosner,  M.D. 
KTAV  Publishing  House,  Inc.,  New  York,  1977.  Cloth, 
147  pages.  Price,  $12.50. 

The  Bible  and  the  Talmud,  the  sources  of  Jewish  laws, 
morals,  and  customs,  stimulate  discussion  and  provide 
insight  into  medically  related  topics.  They  set  down  moral 
guidelines  defining  the  interrelationships  between  physi- 
cian and  patient.  In  addition,  these  ancient  writings  refer 
to  common  diseases,  discuss  various  organ  systems  and 
their  afflictions,  and  give  examples  of  artificial  respiration 
and  anesthesia.  The  myriad  references  to  medicine  in  the 
religious  Jewish  literature  are  organized  in  this  concise, 
well-annotated  text. 

The  first  of  six  parts  are  devoted  to  a general  introduc- 
tion. The  opening  chapter,  written  by  the  late  scholar  of 
the  history  of  medicine  at  the  Hebrew  University,  Israel, 
Professor  Suessman  Muntner,  is  a historical  overview  of 
health-related  topics  in  ancient  Israel.  This  is  followed 
by  a treatise  entitled  “Julius  Preuss  and  his  classic  Bib- 
lisch-Talmudische  Medizin,”  one  of  the  earliest  scholarly 
works  by  a Semitic  scholar  and  physician. 

This  reader  found  parts  II,  III,  and  VI  most  enjoyable. 
Various  specific  diseases,  organs,  and  general  medical 
topics  discussed  in  the  Bible  and  Talmud  are  organized  by 
the  author  and  explained  with  the  help  of  many  bible 
commentators  and  frequent  references  to  modern  medical 
ideas.  There  is  an  excellent  chapter  on  hemophilia  in 
which  Dr.  Rosner  combines  his  expertise  as  a practicing 


hematologist  with  his  vast  knowledge  of  Jewish  thought 
to  discuss  this  inherited  disorder.  He  cites  its  earliest 
descriptions  in  the  modern  medical  literature  and  in  the 
ancient  writings.  He  then  explains  how  Jewish  thought 
took  into  account  a genetic  bleeding  disorder  in  ihe  laws 
of  circumcision. 

A superb  chapter  on  the  origin  of  the  “Physician’s 
Prayer”  that  is  usually  attributed  to  Moses  Maimonides 
is  found  in  part  IV,  “Ethics  and  Prayers  for  the  Jewish 
Physician.”  Part  V deals  with  “Famous  Physicians  in  the 
Talmud.”  Mar  Samuel,  one  of  the  most  renowned  phy- 
sicians referred  to  in  the  Talmud,  is  discussed  in  the  second 
chapter. 

Dr.  Rosner  provides  an  extensive  list  of  references  after 
every  chapter.  A glossary  of  rabbinic  authorities  and 
commentators,  as  well  as  indices  arranged  by  biblical 
sources  and  subjects,  are  provided  for  those  wishing  to 
delve  further  into  the  literature  or  those  who  have  specific 
areas  of  interest. 

Medicine  in  the  Bible  and  the  Talmud  seemed  at  times 
to  be  a collection  of  essays  related  only  in  that  they  dealt 
with  some  aspect  of  Jewish  thought  and  medicine.  But  it 
is  perhaps  this  combination  of  scholarly  dissertations 
combined  with  light  discourse  which  makes  the  book  so 
enjoyable  to  scholars  and  laymen  alike.  Abraham  I. 
Sinnreich 

Corscaden’s  Gynecologic  Cancer.  Fifth  edition.  By 
S.  B.  Gusberg,  M.D.,  and  H.  C.  Frick,  II,  M.D.  Baltimore, 
The  Williams  & Wilkins  Company,  1978.  Illustrated,  494 
pages.  Cloth,  $45. 

In  the  update  and  revision  of  Corscaden’s  Gynecologic 
Cancer , Dr.  Gusberg  and  Dr.  Frick,  with  the  assistance  of 
14  other  experts,  have  produced  the  most  comprehensive 
and  authoritative  volume  presently  available  in  the  field 
of  gynecologic  oncology. 

Rarely  has  a book  brought  into  such  clear  focus  its  mis- 
sion— namely,  the  dissemination  of  information  calculated 
to  reduce  mortality  from  gynecologic  malignancy — and 
rarely  has  a book  offered  so  much  information  for  the 
clinician  with  which  to  accomplish  this  mission. 

The  acquisition  of  Corscaden’s  Gynecologic  Cancer  is 
a must:  for  institutions,  for  the  oncologist,  for  the  obste- 
trician/gvnecologist,  and  for  the  house  officer.  V.  Triconi, 
M.D. 
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Letters  to  the  Editor 


More  on  Mary  Walker 

To  the  Editor:  Alter  reading  that  interesting  article  on 
early  women  doctors  in  the  Journal  a year  and  a half  ago 
(June,  1977,  page  1 150),  it  was  of  more  than  ordinary  in- 
terest to  me  to  see  and  copy  the  original  medical  diploma 
of  Mary  E.  Walker,  M.I).  This  diploma  is  on  display  at  the 
Richardson- Bates  House,  owned  by  the  Oswego  County 
Historical  Society  on  East  Third  Street  here  in  Oswego. 
The  diploma  reads: 

THE  ALUMNI  OF  SYRACUSE  MEDICAL 
COLLEGE 

Our  Basis  is  Investigation 

Know  all  men  by  these  presents  that  MARY  E. 
WALKER  has  sustained  an  Honorable  Examination  be- 
fore the  Officers  of  this  Association  and  is  found  competent 


to  practice  Medicine  and  Surgery  in  all  its  departments. 
Therefore  by  the  authority  vested  in  us  by  the  liberality  of 
this  Society  we  do  award  to  her  the  Degree  of  DOCTOR  OK 
MEDICINE,  with  all  the  rights  and  immunities  pertaining 
to  Professional  Duties  both  here  and  elsewhere.  In  Ac- 
cordance with  which  we  have  affixed  the  Seal  of  this  As- 
sociation this  10th  day  of  February,  1854. 

S.  Hollister  Potter,  M.D.  Riley  L.  Hamilton,  President 
Censors 

A.  De  Wolfe,  M.D.  C.  C.  Stevens,  M.D.,  Secretary 

Johnson  W.  Marsh,  M.D.  Charles  S.  Goff,  M.D., 

Treasurer 

(Seal  of  Syracuse  Medical  College 
Incorporated  1850) 

February  2, 1979 

In  response  to  the  telephone  request,  I have  been  over 
to  the  Oswego  County  Historical  Society  to  inspect  Mary 
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FIGURE  1.  Photograph  of  medical  degree  awarded  to  Mary  E.  Walker,  M.D.,  in  1855. 
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MSSNY 

The  Medical  Society  of  the  State  of  New  York  (MSSNY),  one 
of  the  largest  medical  societies  in  the  world,  was  formed  more 
than  170  years  ago  to  federate  the  members  of  the  medical 
profession  in  New  York  State  into  one  organization.  Its 
purpose  is  to  extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine,  to  enhance  the  delivery  of  high 
quality  medical  care  for  all  people  in  the  most  economical 
manner,  to  further  scientific,  social  and  cultural  interests,  to 
promote  the  betterment  of  community  health  and  to  en- 
lighten and  dired  public  opinion  in  regard  to  the  problems 
of  medicine  and  health  in  the  best  interest  of  the  public. 
The  MSSNY  works  to  preserve  the  integrity  of  the  physi- 
cian/patient relationship.  It  maintains  vigilance  against 
federal  and  state  interference  in  the  practice  of  medicine. 
The  individual  freedoms  of  both  physician  and  patient  are 
maintained  with  the  individual  physician  exercising  his  own 
best  judgment  as  to  medical  care  and  treatment  needed  for 
his  patient. 

MSSNY— 

provides  numerous  services  for  its  members,  the  public  and 
the  news  media.  Assistance  or  information  regarding  the 
subjects  listed  below  is  available  by  telephoning  MSSNY  at 
(516)  488-6100  and  asking  for  the  extension  listed  at  the 
conclusion  of  the  appropriate  paragraph. 

MEMBERSHIP— 

New  York  State  law  recognizes  MSSNY  with  its  component 
county  medical  societies  as  the  official  representative  of 
physicians  in  New  York  State.  Membership  is  available  to 
physicians  living  and/or  practicing  in  New  York  State  through 
application  to  their  respective  county  medical  society.  Ext. 
254 

COMMITTEES— 

A vital  part  of  the  framework  of  the  MSSNY  is  its  committee 
system.  There  are  almost  one  hundred  committees, 
manned  by  physicians  from  all  parts  of  New  York  State. 
MSSNY  action  and  policy  is  mainly  based  upon  recom- 
mendations from  these  committees.  Ext.  297 

CONTINUING  MEDICAL  EDUCATION— 

Continuing  Medical  Education  is  mandatory  for  membership 
in  MSSNY  as  of  March  1,  1981.  The  Society  promoted  the 
organization  of  the  New  York  State  Council  on  Continuing 
Medical  Education  with  the  goal  of  improving  the  quality  of 
medical  care.  It  will  determine  the  medical  education  needs, 
encourage  the  development  of  related  programs  of  educa- 


tion, maintain  a program  registry,  and  establish  procedures 
of  documenting  physician  participation.  Ext.  208 

MEDICAL  OFFICE  MANAGEMENT  WORKSHOPS— 

During  the  past  several  years  MSSNY  has  been  sponsoring 
an  increasing  number  of  specialized  Medical  Practice 
Management  workshops  for  physicians,  both  starting  and 
for  those  already  in  practice.  It  sponsors  “Establishing 
Yourself  in  Medical  Practice”  workshops,  “Financial  Control 
of  Your  Medical  Practice”  workshops,  and  “Medical  Practice 
Management”  workshops  at  various  locations  throughout 
New  York  State.  Ext.  286 
SOCIOECONOMICS— 

MSSNY  negotiates  for  the  worker’s  compensation  medical 
fee  schedule;  seeks  legislative  modification  of  the  law  and 
changes  in  the  rules  and  regulations  to  improve  their  im- 
plementation; and  concerns  itself  with  the  arbitration  of 
disputed  physician  bills.  Assistance  is  given  to  physicians 
in  their  disagreements  with  third  party  payors.  Close  liaison 
is  maintained  with  Blue  Shield,  Medicare,  Medicaid  and  other 
third  parties  to  deal  with  and  resolve  physicians’  prob- 
lems. 

The  Society  also  is  involved  in  hospital-professional  staff 
relations.  It  monitors  developments  in  Health  Service 
Agencies  and  keeps  the  membership  advised  of  develop- 
ments. MSSNY  provides  an  opportunity  for  inter-relation- 
ship and  liaison  with  the  specialty  societies.  The  PSRO 
committee  serves  as  a forum  for  the  exchange  of  ideas  and 
information.  Cost  Containment  activities  are  conducted 
through  this  division.  Ext.  206 

LEGISLATION— 

Proposed  legislation  and  regulations  having  an  influence  on 
the  practice  of  medicine  and  the  health  of  the  public  are 
carefully  analyzed  by  MSSNY.  Following  action  by  the 
Council,  MSSNY  informs  legislators  of  its  opinions.  MSSNY 
coordinates  with  AMA  regarding  federal  legislation.  Any 
member  can  recommend  constructive  legislation  to  MSSNY 
through  his  or  her  County  Legislative  Committee.  While 
governmental  control  of  the  practice  of  medicine  is  strongly 
resisted,  bills  to  improve  the  standards  of  medical  care  are 
generally  supported.  Information  on  medical  legislation  is 
readily  available  from  MSSNY.  Ext.  221 

COMMUNICATIONS— 

MSSNY  conducts  a continuous  statewide  program  dis- 
seminating information  internally  to  members  and  externally 
to  the  public.  Timely  information  is  channeled  to  news 
media.  Physicians  are  interviewed  by  representatives  of  all 
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media  and  thus  an  avenue  is  open  to  hundreds  of  news 
writers,  editors,  producers  and  reporters  for  accurate  facts 
on  the  medical  profession.  Ext.  205 

JOURNAL  OF  MEDICINE— 

The  monthly  New  York  State  Journal  of  Medicine  is  dedi- 
cated to  the  continuing  medical  education  of  the  physician. 
It  concentrates  on  original  scientific  subjects,  and  clinical 
studies.  Editorial  matter  consists  of  feature  articles,  reviews, 
clinocopathologic  conferences,  and  case  reports.  The 
Journal  also  serves  to  keep  the  membership  aware  of  the 
social,  economic  and  organizational  aspects  of  medical  care. 
The  special  section,  “What  Goes  on  in  Continuing  Medical 
Education,"  (Ext.  241)  includes  an  indexed  listing  of  CME 
programs  throughout  the  State,  and  also  includes  a special 
section  on  "Physician  Placement  Opportunities.”  As  the 
official  organ  of  the  MSSNY,  the  Journal  reflects  the  activities 
of  the  Society,  including  the  minutes  of  the  House  of  Dele- 
gates. Editorial — Ext.  219.  Advertising — Ext.  232 

NEWS  OF  NEW  YORK  — 

The  semi-monthly  bulletin  provides  news  on  socio-economic, 
legislative  and  general  aspects  of  medical  and  MSSNY  ac- 
tivities, services  and  policy.  Ext.  284 

AD  REM— 

is  a concise  bulletin  for  fast  breaking  news  which  is  displayed 
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E.  Walker’s  medical  diploma  (Fig.  1).  I have  asked  the 
Curator  to  inspect  the  signatures  with  me,  and  she  agrees 
that  one  is  illegible,  and  the  second  has  a curlicue  on  it 
which  may  be  interpreted  as  a flourish,  an  “s”  or  an  “e.” 
The  signatories  in  the  right  hand  column  are  these: 
Lucius  M.  Frisbie  President. 

Charles  Ausinger*  Secretary 
P.  Emory  Voakt  Treasurer 

The  * indicates  that  the  signature  is  so  illegible  it  has  to 
estimated;  there  is  no  medical  school  catalogue  to  check 
with.  The  t indicates  the  curlicue  at  the  foot  of  the  k. 
The  signatories  of  the  left  hand  column  are  these: 

F.  W.  Walton,  M.D. 

T.  T.  Hubbard.  M.D.  Censors 

J.  Harvey  Stebbins,  M.D. 

The  historical  Society  also  owns  the  second  Doctor  of 
Medicine  diploma  of  Mary  E.  Walker.  This  was  conferred 
by  the  New  York  Hvgeio-Therapeutic  College  on  March 
31,  1862. 

February  13,  1979 

Re:  the  THREE  Doctor  of  Medicine  Diplomas  of  Mary 
E.  Walker. 

In  my  first  communication,  I copied  exactly  the  diploma 
in  the  glass  case  at  the  Oswego  County  Historical  Society. 
This  was  dated  February  10, 1854,  and  bore  the  signatures 
of  Drs.  Potter.  De  Wolfe,  Marsh,  Stevens  and  Goff,  and 
President  Riley  L.  Hamilton. 

When  requested,  I was  able  to  obtain  a photograph  of  a 
diploma  (Fig.  1). 

As  a result  of  checking  with  the  Society  today,  and  noting 
my  notes  had  two  sets  of  signatories,  I can  now  state  that 
Dr.  Walker  received  TWO  M.D.  degrees  from  Syracuse — 
the  first  dated  and  signed  as  above;  the  second,  which  was 
photographed,  bears  the  date  February  20,  1855,  and 
signed  by  Frisbie,  Ausinger,  Voak,  Walton,  Hubbard  and 
Stebbins  (Fig.  1). 

This,  I hope  will  clarify  the  apparent  discrepancies.  I 
have  seen  both  diplomas  side  by  side,  and  the  original  is 
clearer  to  read  than  the  second  one.  The  third  is  quite  a 
long  document  , bearing  many  more  signatures,  and  if  there 
should  be  any  furt  her  interest,  1 shall  be  glad  to  copy  that 
one  also. 

W.  GILBERT-FOGLAND,  M.D.,  F.A.A.O.O. 

Suite  133,  Pontiac  Hotel 
225  West  First  Street 
Oswego,  N.  Y.  13126 

Sigmoidoscopy 

To  the  Editor:  Sigmoidoscopy  is  a key  investigative  tool 
in  the  diagnosis  of  pseudomembraneous  colitis,  revealing 
the  characteristic  pseudomembrane  as  a gray,  white,  or 
yellow  raised  film  or  plaque,  with  the  surrounding  mucosa 
being  normal  or  showing  edema,  hyperemia,  or  contact 
bleeding.  Sometimes,  sigmoidoscopy  may  only  show 
nonspecific  changes.  Occasionally,  sigmoidoscopy  may 
be  normal  as  in  the  following  case: 

A 46-year-old  male  recently  discharged  from  the 
hospital  on  oral  ampicillin  for  pyelonephritis  and  ne- 
phrolithiasis, presented  with  crampy  lower  abdominal 
pain  and  watery  diarrhea,  with  bright  red  blood  of  24 
hours’  duration.  This  occurred  seven  days  after  he 
was  started  on  the  antibiotic  and  was  still  taking  it. 
Physical  examination  revealed  the  patient  to  be  afe- 
brile, and  to  have  lower  abdominal  tenderness  without 


guarding,  and  with  normal  bowel  sounds.  Rectal 
exam  was  negative,  and  no  stool  was  present.  The 
blood  count  showed  a leukocytosis  of  16,800  per  cu. 
mm.  Ampicillin  was  discontinued  and  the  patient  was 
given  supportive  care.  The  following  day  the  diarrhea 
ceased. 

On  admission,  the  patient  was  sigmoidoscoped  to  16 
centimeters  with  normal  mucosa,  but  bright  red  blood 
was  noted  coming  from  above.  Stool  for  culture  and 
sensitivity,  ameba,  ova,  and  parasites,  was  negative. 
Barium  revealed  an  abnormal  mucosal  pattern  in  the 
lower  descending  colon,  and  possibly  in  the  upper  as- 
cending colon  and  proximal  transverse  colon.  Colon- 
oscopy revealed  acute  colitis  involving  the  entire  colon, 
sparing  the  rectum,  but  no  pseudomembranes  were 
seen.  A repeat  barium  enema  one  month  later  was 
completely  normal. 

Kappas  et  al.a  in  a recent  review  of  diagnostic  find- 
ings in  histologically  proved  pseudomembraneous  coli- 
tis found  two  patients  to  have  negative  sigmoidoscopic 
studies  due  to  sparing  of  lower  bowel.  Physicians 
should  be  aware  that  although  sigmoidoscopy  is  impor- 
tant in  the  diagnosis  of  pseudomembraneous  colitis,  a 
negative  study  is  not  completely  exclusive. 

RICHARD  J.  GERSTEIN,  M.D. 

MICHAEL  M.  SLOANE,  M.D. 

10-16  162nd  St.,  Suite  505 
Whitestone,  N.Y.  11357 
a Kappas,  et.  al.:  Diagnosis  of  pseudomembraneous  colitis,  Brit. 
M.  J.  1:675  (Mar.  18)  1978. 

Physician  maldistribution 

To  the  Editor:  Your  comments  in  the  January,  1979,  issue 
of  the  New  York  State  Journal  of  Medicine*  historically 
outlined  the  past  and  present  attempts  to  cut  the  costs  of 
medical  care  by  increasing  the  number  of  physicians. 
Strategies  and  funding  methods  were  employed  but  as  the 
graduates  increased,  the  oversupply  continued  to  settle  in 
areas  with  well  established  medical  facilities  and  practices. 
The  ensuing  competition  led  to  a rising  increase  in  medical 
costs.  You  deduced  that  this  strategy  did  not  reach  the 
core  of  the  medical  problem,  which  is  the  maldistribution 
of  physicians,  especially  in  the  rural  and  ghetto  areas.  You 
suggested  that  the  practice  of  medicine  in  these  areas 
should  be  more  rewarding,  stimulating,  and  attractive  to 
the  graduates. 

1 agree  with  most  of  your  observations.  The  “Want  Ad” 
sections  of  the  current  medical  journals  give  credence  to 
your  claims.  Most  of  these  ads  solicit  physicians  into  the 
rural  areas  and  a very  few  into  the  ghettoes.  Poverty  area 
residents  require  more  health  care  but  they  are  the  least 
attractive  to  prospective  physicians.  Lower  wage  earning 
opportunities,  less  prestige,  and  natural  incompatibilities 
of  the  graduates  with  the  cultures  of  the  residents  are  the 
prime  factors  which  discourage  an  adequate  supply  in  these 
locales. 

Perhaps  the  basic  error  is  made  in  training  and  educating 
all  of  the  students  for  the  same  goals  and  life  styles.  I 
would  like  to  offer  the  following  suggestions: 

1 . A students  funding  program,  which  would  entail 
a proviso  requiring  service  in  these  areas  for  a stipulat- 
ed number  of  years. 

2.  Educational  programs  which  would  acquaint 

* A. A. A.:  Now,  too  many  physicians!,  New  York  State  J.  Med. 
79:  15  (Jan.)  1979. 
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President  Carter  used  the  White  House  as  the  setting 
to  launch  the  Administration’s  attempt  in  the  new  Con- 
gress to  gain  legislative  curbs  on  hospital  costs. 

According  to  the  President  the  bill  “will  be  one  of  the 
clearest  tests  of  the  Congress’  seriousness  in  dealing  with 
the  problem  of  inflation,”  and  . . Hospital  inflation  is 
uniquely  severe  and  uniquely  controllable.” 

Standing  alongside  the  President  as  he  spoke  were 
Senators  Edward  Kennedy  (D.,  Mass.),  Herman  Talmadge 
(D.,  Ga.),  Harrison  Williams  ( D.,  N.J.),  Jacob  Javits  (R., 
N.Y.),  Representatives  Harley  Staggers  (D.,  W.Va.),  Henry 
Waxman  (D.,  Cal.),  Charles  Rangle  (D.,  N.Y.),  Health, 
Education,  and  Welfare  Secretary  Joseph  Califano,  and 
inflation  fighter  Alfred  Kahn. 

All  expressed,  support  for  the  bill  except  for  Talmadge 
who  has  favored  his  own  approach  and  did  not  commit 
himself. 

The  measure  proposes  that  Federal  controls  be  imposed 
on  hospital  expenditures  only  if  hospital  spending  exceeds 
a 9.7  percent  rate  of  increase  this  year,  a retreat  from  last 
year’s  call  for  mandatory  controls  at  once.  In  outline  the 
bill  resembles  the  compromise  legislation  by  Senator 
Gaylord  Nelson  that  won  Senate  approval  at  the  end  of  the 
last  session  of  Congress,  but  was  not  acted  on  by  the 
House. 

The  9.7  percent  limit  on  hospitals  rate  of  increase  was 
arrived  at  by  adding  three  components: 

— an  inflation  allowance  based  on  the  increase  in  the  cost 
of  goods  and  services  purchased  by  hospitals  during 
1979.  This  so-called  “market  basket”  was  estimated  to 
be  7.9  percent  in  1979.  But  if  the  market  basket  rate  of' 
inflation  during  the  year  actually  changes,  corresponding 
changes  would  be  made  in  this  component  of  the  na- 
tional voluntary  limit.  For  example,  if  actual  inflation 
caused  the  hospital  market  basket  to  rise  from  7.9  per- 
cent to  8.2  percent  during  the  course  of  the  year,  then  the 
national  voluntary  limit  would  rise  correspondingly  from 
9.7  to  10  percent,  the  government  said. 

— an  allowance  for  population  growth  would  be  0.8 
percent. 

— an  allowance  for  net  new  services:  the  cost  of  addi- 
tional services  (for  example,  new  technology  or  more 
laboratory  tests)  minus  savings  from  increased  pro- 
ductivity and  efficiency.  This  net  new  services  allow- 
ance would  be  1.0  percent. 

If  the  rate  of  increase  in  total  hospital  costs  in  any  state 
during  1979  is  within  the  national  voluntary  limit,  all 
hospitals  in  that  state  would  be  exempt  from  mandatory 
controls  in  1980. 

Even  if  total  hospital  costs  in  a state  do  not  meet  the 
limit,  individual  hospitals  would  be  exempt  in  1980  if  their 
rates  of  increase  were  at  or  below  the  ceiling. 

Small  nonmetropolitan  hospitals  (under  4,000  admis- 
sions), new  hospitals  (less  than  3 years  old)  and  HMO 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


hospitals  (with  75  percent  of  patients  enrolled  in  qualified 
HMOs)  would  be  exempt  from  the  mandatory  program 
regardless  of  their  rate  of  increase  in  1979. 

Hospitals  in  states  with  mandatory  cost  containment 
programs  of  their  own  could  be  exempt  if  the  state  program 
met  performance  standards. 

Hospitals  not  exempted  would  be  given  an  allowable  rate 
of  increase  in  total  inpatient  revenues  per  admission  for 
1980.  This  mandatory  limit  would  include  a basic 
limit — comprised  of  an  allowance  for  inflation  and  an  al- 
lowance for  efficiency  or  inefficiency — and  adjustment  for 
exceptional  circumstances. 

Each  hospital  would  be  granted  an  inflation  allowance 
to  cover  its  own  market  basket  price  increases  (increases 
in  the  cost  of  goods  and  services  purchased).  This  would 
include  an  allowance  for  the  actual  rate  of  increase  in 
nonsupervisory  wage  rates  experienced  by  that  hospital. 

Each  hospital  would  be  given  an  allowance  based  on  its 
efficiency  or  inefficiency.  Efficiency  would  be  measured 
by  comparing  the  hospitals  previous  actual  costs  with  those 
of  other  hospitals  of  similar  size  and  location.  Efficient 
hospitals  would  be  given  a bonus.  Inefficient  hospitals 
would  be  penalized. 

Hospitals  with  unusual  circumstances,  such  as  changes 
in  admissions  would  have  their  basic  limit  adjusted. 

Once  the  mandatory  limit  on  the  allowable  rate  of  in- 
crease on  total  inpatient  revenues  per  admission  is  estab- 
lished, it  would  be  enforced  in  two  ways: 

— the  refusal  by  Medicare,  Medicaid,  and  Blue  Cross  to 
pay  costs  in  excess  of  the  hospital’s  mandatory  limit; 
and, 

— a 150  percent  tax  on  excess  revenues  collected  by  the 
hospital  from  other  payers,  unless  these  excess  revenues 
are  set  aside  in  a special  account  and  used  to  reduce 
prices  to  private  patients  in  future  years. 

* * * 

The  nation’s  health  organizations  immediately  went  on 
the  attack  against  the  Administration’s  proposed  bill  in 
hearings  before  the  various  committees  of  the  House  and 
Senate  with  jurisdiction  over  health  matters. 

Spokesmen  for  the  American  Medical  Association  told 
Senator  Herman  E.  Talmadge’s  Health  Subcommittee  of 
Senate  Finance  that  the  problem  of  rising  hospital  costs 
is  best  solved  by  the  private  sector. 

But  there  are  two  other  approaches,  said  Robert  B. 
Hunter,  M.D.,  Chairman  of  the  AMA  Board  of  Trust- 
ees— Senator  Talmadge’s  Medicare-Medicaid  Reform 
measure  (S.  505),  which  “is  of  national  scope  and  provides 
for  sufficient  flexibility”;  and  the  Administration  bill, 
which  would  impose  a mandatory  9.7  percent  ceiling  on 
annual  hospital  cost  increases. 

Calling  Senator  Talmadge’s  measure  a “more  positive 
and  equitable  legislative  approach,”  Dr.  Hunter  nontheless 
warned  that  the  AMA  was  “uncertain  of  the  impact.”  He 

continued  on  page  964 
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ANOREXIA  NERVOSA 


Alexander  R.  Lucas,  M.O. 

Head  of  the  Section  of  Child  and 
Adolescent  Psychiatry,  Mayo 
Clinic 

Professor  in  Psychiatry,  Mayo 
Medical  School 
Rochester,  Minnesota 


Anorexia  nervosa  is  an  illness  ap- 
pearing chiefly  in  adolescent  girls 
shortly  after  the  onset  of  puberty  It 
occurs  approximately  ten  times  more 
frequently  in  girls  than  in  boys.  While 
it  may  begin  just  before  puberty  or 
later  in  adolescence,  it  seldom  begins 
after  the  age  of  20  Associated  with  re- 
duced gonadotropin  production,  pu- 
bertal changes  are  delayed  or  revers- 
ed. In  girls,  it  invariably  results  in 
amenorrhea.  The  cardinal  sign  is  pre- 
cipitous weight  loss  in  an  individual 
whose  growth  has  previously  been 
satisfactory.  Growth  in  stature  gener- 
ally continues  despite  weight  loss  of 
six  months,  a year  or  more  The 
weight  loss  is  the  result  of  zealous 
self-imposed  dieting  and  continues  in 
the  face  of  hunger,  admonitions  and 
threats. 

After  the  description  of  the  syn- 
drome by  Sir  William  Gull  in  1868, 
anorexia  nervosa  was  long  consider- 
ed a medical  rarity.  Few  professionals 
took  serious  interest  in  it  until  the 
1930’s  when  John  Berkman  of  the 
Mayo  Clinic  undertook  the  intensive 
study  of  these  patients  and  developed 
a rational  approach  to  treatment  bas- 
ed on  dietary  principles.  Prior  to  that 
time,  patients  with  anorexia  nervosa 
were  often  misdiagnosed  as  having 
primary  pituitary  disease. 

There  has  been  much  popular  in- 
terest in  the  disorder  of  late  with  spec- 
ulation about  its  prevalence  and 
cause  and  discussion  about  diagno- 
sis, treatment  and  the  dietary  prin- 
ciples that  apply  Controversial  opin- 
ions continue  to  be  expressed. 

Prevalence 

It  is  widely  held  that  anorexia  ner- 
vosa is  becoming  more  prevalent.  It  is 
more  often  reported  in  affluent  so- 
cieties than  in  underdeveloped  coun- 
tries and  is  said  to  occur  rriore  com- 
monly in  upper  and  middle  than  in 


lower  class  families.  However,  reli- 
able epidemiologic  surveys  are  not 
available  Data  accumulated  at  the 
Mayo  Clinic  over  the  32-year  period 
from  1944  to  1975  indicate  that  from 
40  to  80  patients  per  year  consistently 
have  been  diagnosed  as  having  ano- 
rexia nervosa  This  represents  a total 
of  1,781  patients  of  whom  91%  were 
female  and  9%  male  (1). 

Cause 

Is  the  disorder  a psychologic  or  a 
physiologic  illness?  Two  points  of 
view  exist.  One  view  holds  that  dis- 
urbed  patterns  of  family  relation- 
ships adversely  influence  the  child 
who  will  develop  anorexia  nervosa 
and  that  the  child  never  develops  an 
adequate  sense  of  autonomy  and  ef- 
fectiveness (2).  The  other  view  holds 
that  an  immature  pattern  of  hypothal- 
amic functioning  interferes  with  the 
normal  maturational  process  at  pu- 
berty (3).  Study  of  the  neuroendo- 
crine mechanisms  is  an  active  area 
of  research  (4).  The  weight  of  evid- 
ence suggests  that  anorexia  nervosa 
is  a bio-psychosocial  phenomenon 
with  influences  from  several  spheres. 
The  importance  of  one  or  another  of 
these  influences  varies  for  individual 
patients.  Some  individuals  may  have 
the  metabolic  predisposition  to  devel- 
op the  disorders.  An  hereditary  influ- 
ence is  possible,  as  some  twins,  other 
sibling  pairs  and  parent-child  pairs 
both  with  the  disorder  have  been  re- 
ported Early  feeding  patterns  and 
later  attitudes  in  the  family  around 
food  may  further  set  the  stage  for  the 
illness.  Finally,  societal  influences 
play  an  important  role  with  the  wide- 
spread emphasis  on  diets  and  on  the 
desirability  of  being  thin 

Diagnosis 

Once  the  weight  loss  is  well  ad- 
vanced, the  diagnosis  is  not  difficult 
to  make.  Emaciation  is  far  more  se- 
vere than  other  physical  findings 
would  justify.  With  a few  exceptions, 
the  signs  are  essentially  those  of  a 
healthy  person  subjected  to  starva- 
tion (5)  Bruch  identified  psychologi- 
cal characteristics  associated  with 
the  illness  as  disturbance  of  body 
image,  misperception  of  internal  phy- 
siologic stimuli,  a sense  of  ineffec- 


tiveness, hyperactivity  and  denial  of 
fatigue.  She  identified  a primary  form 
of  anorexia  nervosa  in  which  relent- 
less pursuit  of  thinness  is  the  driving 
motivation  and  atypical  forms,  in- 
cluding other  types  of  psychogenic 
malnutrition,  depressive  illness  and 
schizophrenia  (2).  The  physiologic 
changes  depend  on  the  patient's  age, 
the  stage  of  illness,  the  degree  of  mal- 
nutrition as  well  as  on  the  particular 
dietary  habits  established.  In  addition 
to  marked  loss  of  weight,  somatic 
changes  regularly  include  pallor,  dry- 
ness of  the  skin  and  hair,  lanugo  hair, 
cold  hands  and  feet,  bradycardia,  hy- 
potension, marked  cold  intolerance, 
diminished  sweating,  and  amenorr- 
hea in  females  (1).  Some  patients 
have  episodic  overeating  and  self- 
induced  vomiting  leading  to  erosion 
of  tooth  enamel  In  others,  laxative 
and  diuretic  abuse  may  result  in  elec- 
trolyte imbalance  When  the  illness 
is  far  advanced,  body  fat  tissues  have 
been  depleted  and  there  may  be 
muscle  wasting  as  in  other  forms  of 
protein-calorie  malnutrition  Hyper- 
activity gives  way  to  weakness, 
apathy  and  depression 

Early  identification  is  important  to 
effective  treatment  and  to  the  preven- 
tion of  physiologic  and  psychologic 
complications.  Failure  to  continue  to 
gain  weight  during  the  active  pre- 
adolescent growth  phase  or  the  sud- 
den loss  of  weight  in  adolescence 
should  alert  the  physician.  Associat- 
ed with  personality  changes  such  as 
irritability,  increased  compulsive- 
ness, striving  for  perfection,  physical 
overactivity  and  withdrawal  of  social 
interests  it  may  signal  the  onset  of 
anorexia  nervosa 

There  is  no  diagnostic  laboratory 
test  and  no  typical  laboratory  profile 
for  anorexia  nervosa  The  laboratory 
findings  reflect  the  severity  of  mal- 
nutrition and  are  of  greatest  help  in 
documenting  the  degree  of  physio- 
logic reaction  to  under-nourishment. 
Basal  metabolic  rate  is  diminished. 
Endocrine  status  reflects  chiefly  the 
state  of  the  body’s  adaptation  to 
stress.  Until  the  illness  is  far  advanc- 
ed, the  protective  mechanisms  of  the 
body  maintain  relatively  normal 
hematologic,  urinary  and  blood 
chemistry  values  (1). 
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Treatment 

The  difficult  personality  features 
of  these  patients,  the  complicated 
treatment  and  the  long  course  of  ill- 
ness leading  sometimes  to  death, 
have  made  these  patients  anathema 
to  general  physicians  and  psychia- 
trists alike 

Treatment  approaches  have  rang- 
ed from  those  focusing  purely  on  re- 
feedmg  or  behavior  modification  aim- 
ed at  gaining  weight  to  psychother- 
apeutic approaches  ignoring  the  mal- 
nutrition Coercive  methods  may  re- 
store weight  but  they  are  never  indi- 
cated (6,  7)  Psychotherapy  alone 
may  be  sufficient  if  malnutrition  is 
mild  Once  malnutrition  is  advanced, 
it  becomes  a significant  disease  in 
itself  and  its  effects  supervene  on  the 
psychologic  picture  It  needs  then  to 
be  dealt  with  but  this  is  only  the 
beginning  — not  the  end  — of  treat- 
ment Ideally,  treatment  involves  at- 
tention to  both  the  physiologic  and 
psychologic  needs  of  the  patient 

Principles  involve 

1 Educational  discussion  of  the 
illness 

2 Setting  of  realistic  goals  with 
the  patient 

3 Treatment  for  malnutrition 

4 Treatment  of  the  emotional 
disorder 

Treatment  may  be  administered  by 
a general  physician  or  psychiatrist  in- 
dependently orconiointly  and  may  be 
planned  on  an  outpatient  basis  or  in  a 
hospital  depending  on  the  severity  of 
the  illness 


Dietary  Principles 

An  aspect  of  treatment  is  the  ap- 
proach to  diet  This  may  involve  a 
dietician  working  closely  with  the 
physician  In  mild  cases  with  clear 
problems  within  the  family  dynamics, 
it  is  often  best  to  ignore  the  diet  alto- 
gether and  focus  on  the  psychologic 
aspects  of  treatment  Many  such  pa- 
tients. whose  illness  is  not  far  advanc- 
ed. will  begin  eating  normally  once 
the  focus  of  conflicts  is  removed  from 
the  eating  arena  Other  patients,  how- 
ever, with  primary  anorexia  nervosa 


and  an  advanced  stage  of  malnutri- 
tion will  be  unable  to  begin  eating  on 
their  own  They  can  profit  from  diet 
instruction  as  part  of  the  educational 
process  Normal  nutritional  needs 
and  the  importance  of  consistent 
daily  intake  are  presented  in  a flex- 
ible manner  With  the  most  severely 
ill.  physically  and  psychiatrically. 
hospitalization  will  be  needed  to  pro- 
vide clear  but  non-coercive  structure 
and  expectations  for  eating  associat- 
ed with  individualized  psychother- 
apy 

The  principles  of  dietary  treatment 
involve  beginning  with  the  basal 
caloric  requirement  and  adding  a 
small  increment  for  activity  calculat- 
ed to  maintain  weight  initially  To 
takethe  example  of  a 15-year-old  girl, 
64  inches  in  height,  weighing  80 
pounds,  who  had  weighed  110 
pounds  at  age  14  her  basal  energy 
requirement  would  be  1000  calories 
considering  a diminished  basal  meta- 
bolic rate  of  -20%  at  that  stage  of  mal- 
nutrition Adding  25%  for  activity 
would  yield  a total  daily  diet  of  1250 
calories,  a reasonable  starting  point 
As  tolerated,  the  caloric  content  of 
the  diet  is  gradually  increased  over 
some  weeks  until  a normal  level  is 
reached  The  average  15  to  16-year- 
old  girl,  who  weighs  120  pounds,  has 
a basal  requirement  of  1500  calories 
and  a total  requirement  of  approxi- 
mately 2200-2600  calories,  depend- 
ing on  the  amount  of  activity  (8) 
Thus,  it  can  be  seen  that  starting  the 
patient  on  a "normal"  teen-age  diet  of 
2600  calories  would  be  wrong;  this 
amount  cannot  be  tolerated  in  the 
starved  hypometabolic  state 

Water  is  retained  initially  as  the 
patient  becomes  rehydrated  and 
some  edema  often  results  Liver  and 
muscle  glycogen  is  then  restored  and 
finally  fat  is  deposited  If  the  physi- 
cian prescribes  a diet  knowledgeably 
and  if  the  patient  follows  it  truthfully, 
there  will  be  daily  fluctuations  in  the 
weight  Following  initial  weight  gain, 
there  is  often  a plateau  or  drop  in 
weight  as  edema  fluid  is  lost  and  final- 
ly a steady,  continuous  rise  in  weight 
occurs. 

Summary 

Anorexia  nervosa  is  a disorder 
which  has  both  physiologic  and  psy- 


chologic determinants  and  manifes- 
tations A specific  cause  is  not  known 
nor  are  there  reliable  statistics  on  its 
prevalence  Early  diagnosis  is  impor- 
tant to  effective  treatment  The  treat- 
ment should  consider  both  the  phy- 
siologic and  psychologic  needs  of  the 
patient  Dietary  management  re- 
quires the  knowledge  that  the  body  s 
caloric  needs  are  diminished  in  the 
emaciated  hypometabolic  state 
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suggested  that  if  enacted,  the  bill  “be  implemented  on  an 
experimental  basis  and  demonstrated  in  a limited  geo- 
graphic area  before  being  considered  for  nationwide  ap- 
plication.” 

The  Administration  approach,  Dr.  Hunter  said,  is  one 
of  “arm-twisting,”  is  not  voluntary,  and  dictates  that  “you 
will  either  reach  a 9.7  percent  limit\‘voluntarily’|oryou.will 
reach  9.7  percent  under  heavy  penalty  as  imposed  in  the 
bill.” 

Dr.  Hunter  called  the  Administration  measure  expensive 
to  administer,  certain  to  create  new  bureaucracy,  imposing 
“almost  limitless  regulation,”  quickly  resulting  in  a re- 
duction in  the  availability  of  care  and  bringing  about  “a 
rationing  of  care  according  to  the  financial  whims  of  the 
Secretary  of  HEW.” 

“Our  bottom  line  here,”  Dr.  Hunter  said,  “is  the  interest 
of  patients.” 

He  pointed  to  the  success  with  which  the  AMA,  the 
American  Hospital  Association,  and  the  Federation  of 
American  Hospitals,  through  their  organization  of  the  VE 
(Voluntary  Effort),  had  slowed  increases  in  hospital  ex- 
penses by  2.8  percentage  points  in  1978.  “The  VE’s  suc- 
cess can  be  measured  as  a savings  of  $1.5  billion  in  the  first 
year  alone,”  Dr.  Hunter  said. 

Yet  the  President  denounces  mandatory  controls  for  the 
rest  of  the  economy,  Dr.  Hunter  said,  and  calls  for  volun- 
tary wage  and  price  guidelines  “for  everyone  but  the  hos- 
pital industry.” 

James  H.  Sammons,  M.D.,  Executive  Vice  President  of 
the  AMA,  also  appeared  before  the  Subcommittee.  He 
urged  that  insufficient  reimbursement  rates  and  delays 
under  Medicare  be  corrected  and  that  Senator  Talmadge 
also  examine  the  problem  of  simplifying  billing  and  claims 
processing  procedures,  perhaps  “even  without  legisla- 
tion.” 

A few  days  later  the  same  AMA  spokesman  appeared 
before  Senator  Kennedy’s  Subcommittee  on  Health  and 
Scientific  Research  of  the  Labor  and  Human  Resources 
Committee  and  charged  the  Administration  with  looking 
“for  a scapegoat  for  its  failing  monetary  and  economic 
policies  generally”  instead  of  dealing  with  the  underlying 
causes  of  inflation. 

Addressing  the  Administration’s  hospital  cost  contain- 
ment bill  (S.  570),  which  is  sponsored  by  Senator  Kennedy, 
Dr.  Hunter  said: 

“Department  of  Health,  Education,  and  Welfare  Sec- 
retary Califano  has  told  this  Committee  that  the  Admin- 
istration’s proposal  ‘is  the  most  important  piece  of  anti- 
inflation  legislation  the  96th  Congress  will  consider.’ 

“But  the  bill  does  not  attack  the  major  problems  of  in- 
flation. Hospital  costs  are  important  but  they  represent 
about  two  percent  of  the  total  components  included  in  the 
CPI  (Consumer  Price  Index).  In  other  words,  the  Ad- 
ministration is  saying  that  this  Congress  will  not  consider 
more  important  anti-inflation  legislation  affecting  the 
balance — or  98  percent  of  the  elements  in  the  CPI. 

“Ninety-eight  percent  of  the  economy  would  not  be 
subject  to  controls.” 

Dr.  Hunter  cited  food  and  housing,  “which  alone  rep- 
resent about  50  percent  of  the  CPI,”  as  a sector  of  the 
economy  left  to  voluntary  guidelines  “notwithstanding 
their  hefty  CPI  increases  for  1978.” 

The  preference  for  voluntary  guidelines  over  mandatory 
controls  has,  except  for  this  hill,  been  the  policy  of  this 
Administration,  Dr.  Hunter  pointed  out. 


“Our  Association  has  called  upon  all  physicians  to  ex- 
ercise restraint  in  fee  increases.  In  the  hospital  sector  we 
joined  with  the  American  Hospital  Association  and  the 
Federation  of  American  Hospitals  to  form  the  VE  without 
lowering  quality  or  the  availability  of  care  to  the  American 
people. 

“The  goal  of  VE  was  to  reduce  the  rate  of  increase  in 
hospital  costs  by  two  percentage  points  per  year  during 
1978  and  1979.  In  1978,  the  hoped  for  result  would  have 
reduced  the  rate  of  increase  to  13.6  percent.  However,  by 
the  end  of  1978  the  VE  had  exceeded  its  goal  for  that  year 
with  a reduction  (of  2.8  percent)  from  15.16  percent  to  12.8 
percent.” 

The  success  of  the  VE,  Dr.  Hunter  said,  makes  “the  irony 
(of  mandatory  controls)  even  greater ...  . The  VE  is  the 

most  effective  and  responsible  action  of  any  portion  of  the 
private  sector  addressing  costs.  This  is  not  our  charac- 
terization alone,  but  the  Director  of  the  Council  on  Wage 
and  Price  Stability  has  also  so  indicated.” 

“It  is  clear  that  hospitals  would  have  to  sacrifice  quality 
were  this  bill  to  pass,”  Dr.  Sammons  told  the  Subcom- 
mittee. “Only  a reduction  in  quality  and  rationing  of  care 
can  result  from  these  controls.” 

“We  do  not  believe  the  place  to  scrimp  is  in  the  area  of 
health  care,”  Dr.  Sammons  said.  “Nor  will  patients — nor 
should  they — be  satisfied  with  equipment  that  does  not 
provide  the  latest  technology  and  advanced  state  of  med- 
ical treatment  and  practice.” 

As  to  projected  cost  savings,  Dr.  Sammons  said,  “Sec- 
retary Califano  has  projected  savings  of  $53  billion  over  the 
period  of  1980-1984.  Our  preliminary  calculations  . . . 
show  gross  error  in  those  figures.  We  understand  that  the 
Congressional  Budget  Office  has  also  taken  strong  issue 
with  the  Administration’s  figures.” 

Concluding  his  testimony,  Dr.  Sammons  stated  that  the 
entire  regulatory  process  has  added  tens  of  billions  of 
dollars  to  the  cost  of  medical  care. 

“The  costs  of  regulations  are  particularly  onerous  now,” 
Dr.  Sammons  said,  “with  the  health  care  dollar  becoming 
limited.  Regulatory  costs  alone  under  these  present  cir- 
cumstances may  lead  to  rationing  of  health  care.” 

* * * 

Most  spokesmen  for  other  national  health  organizations 
in  testifying  before  the  various  committees  in  the  House 
and  Senate  took  much  the  same  line  as  the  AMA. 

The  bill  “is  unnecessary,  conceptually  flawed,  and  would 
lead  to  serious  disruption  in  the  delivery  of  hospital  care 
to  patients,”  warned  John  Alexander  McMahon,  President 
of  the  American  Hospital  Association. 

“This  legislation  assigns  to  hospitals  the  job  of  rationing 
without  any  standards  being  set  to  govern  who  shall  get 
what  care  . . . any  effort  to  regulate  the  quantity  and  quality 
of  treatment  without  the  physician  being  involved  and 
without  standards  being  set  by  society  raises  moral  and 
ethical  questions  of  the  first  order,”  declared  Michael 
Bromberg,  Executive  Director  of  the  Federation  of 
American  Hospitals. 

The  bill  could  “result  in  a bureaucratic  takeover  of  the 
health  care  field,  said  John  Horty,  President  of  the  Na- 
tional Council  of  Community  Hospitals.  “This  can  only 
result  in  a freezing  of  innovation  and  flexibility.” 

At  the  opening  hearing  on  the  bill  before  the  Senate 
Human  Resources  Subcommittee  on  Health,  a significant 
development  was  the  hammer  and  tongs  attack  on  the 
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the  students  with  the  cultures  of  the  people  in  these 
areas. 

3.  Forums  of  exchange  with  physicians  located  in 
the  well  established  areas,  which  would  create  a system 
of  prestige  development  for  rural  and  ghetto  physi- 
cians. 

Kdward  B.  Tylor,  an  anthropologist,  wrote  ‘‘Unity  is 
pleasant  to  mankind.  But  perhaps  after  all,  the  world  may 
not  have  been  constructed  for  the  purposes  of  providing 
the  human  just  what  he  is  pleased  to  ask  for.”  Not  all 
physicians  can  enjoy  affluent,  interesting  practices  but 
some  attempt  to  correct  inadequacies  for  the  physicians 
and  patients,  with  diversified  training  and  goals,  might  be 
a step  toward  alleviating  the  rise  of  medical  care. 

FRANCES  M.  ALLEN 
Medical  Secretary 
% Dougherty 
10  Guilfoy  Street 
Glen  Cove , N Y.  11542 

Valproic  acid  and  mental  retardation 

To  the  Editor:  The  purpose  of  this  brief  letter  is  to  share 
the  experience  we  had  at  the  Mental  Retardation  Institute 
In-Patient  Unit.  Recently  valproic  acid  (Depabene)  was 
added  to  the  other  anticonvulsants  given  to  a severely  re- 
tarded seizure  patient.  We  have  noted  a markedly  in- 
creased phenobarbital  level  causing  toxicity  to  this  patient. 
This  can  occur  insidiously  in  mentally  retarded  patients. 

Case:  G.  M.  is  a 23-year-old,  severely,  mentally  re- 
tarded white  male  with  uncontrolled  mixed  type  of  sei- 
zures followed  in  an  outpatient  department  elsewhere. 
His  seizures  had  been  poorly  controlled  on  diphenyl- 
hydantoin  (Dilantin),  100  mg.  twice  a day  and  primi- 
done (Mysoline),  250  mg.  three  times  a day.  Then,  in 
hope  of  better  seizure  control,  valproic  acid,  250  mg., 
three  times  a day  was  introduced.  Immediately  there- 
after, he  began  to  vomit  intermittently  with  no  im- . 
provement  in  seizure  control.  The  valproic  acid  was 
further  increased  over  a six-week  period  to  250  mg., 
five  times  daily,  with  improvement  in  seizure  control. 
Vomiting  increased  in  frequency  with  result  in  devel- 
oping mild  dehydration  and  drowsiness.  On  the  basis 
of  these  symptoms  he  was  hospitalized. 

On  admission  to  the  Mental  Retardation  Institute, 
his  blood  phenobarbital  was  87  pg.  per  ml.  of  serum 
(normal  10  to  40),  primidone  7.1  pg.  per  1 ml.  (normal 
8 to  12).  Shallow  respiration  with  a respiratory  rate  of 
4 to  6 per  minute  and  blood  pressure  70/50  mm.  Hg 
were  noted.  Intravenous  fluid  was  started  for  hydra- 
tion and  valproic  acid  and  primidone  were  discontin- 
ued. Respiration  and  blood  pressure  improved  rapid- 
ly and  vomiting  stopped  but  seizures  reoccurred. 

One  week  later  phenobarbital,  30  mg.,  twice  a day, 
was  started  and  three  days  after  that  the  serum  diphe- 
nylhydantoin  level  was  4 pg.  per  ml.  (normal  10  to  20), 
phenobarbital  32  pg.  per  ml.  and  primidone  0 pg.  per 
ml.  with  continued  clinical  improvement. 

It  is  well  known  that  primidone  is  metabolized  in  part 
to  phenobarbital  and,  accordingly,  phenobarbital  levels 
have  to  be  measured  if  valproic  acid  is  used  in  conjunction 
with  primidone.  Diuretics  and/or  vomiting  add  further 
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legislation  by  Senator  Richard  Schweiker  (R.,  Pa.),  new 
ranking  GOP  member  of  the  Subcommittee. 

The  Administration,  Schweiker  said,  is  more  intent  on 
regulating  hospitals  than  on  doing  anything  about  infla- 
tion. “Overregulation  is  a cause  of  inflation,  not  a cure  for 
it,”  the  Senator  said,  displaying  a marketing  cart  loaded 
with  Federal  regulatory  rules  for  hospitals.  “The  industry 
already  is  drowning  in  regulations,”  said  Schweiker. 

Schweiker  contended  that  a crushing  amount  of  paper- 
work would  be  needed  just  to  handle  the  exemptions  in  the 
bill.  After  listing  the  powers  granted  the  HEW  Secretary 
in  the  bill,  he  asked  if  they  did  not  represent  a “rather  large 
grant  of  power?”  Health,  Education,  and  Welfare  Sec- 
retary Califano  replied  by  noting  that  an  advisory  com- 
mission would  oversee  the  program. 

But  Schweiker  countered  by  reading  the  bill’s  proviso 
that  the  HEW  Secretary  could  override  the  commission’s 
recommendations  any  time  he  chose.  This  stirred  ap- 
plause in  the  auditorium  of  Washington’s  Children’s 
Hospital  where  Kennedy  held  the  first  hearing. 

After  the  applause  quieted,  Califano  said  he  thought  the 
American  people  would  rather  have  the  power  over  hos- 
pitals in  the  hands  of  “publicly  responsible  people”  than 
in  the  hands  of  “a  noncompetitive  industry.” 

Schweiker,  who  became  ranking  Republican  on  the 
Health  Subcommittee  this  year  because  Senator  Jacob 
Javits  (R.,  N.Y.),  was  elevated  on  another  committee,  said 
the  VE  to  curb  hospital  expenditures  has  been  “one  of  the 
very  few  creditable  private  efforts”  to  stem  inflation.  The 
Administration,  he  said,  consistently  “has  thrown  cold 
water”  on  the  VE  rather  than  encourage  it. 

* * * 

Voluntary  health  care  cost  containment  actions  by 
hospitals,  physicans,  insurers,  and  various  others  across 
the  country  saved  $1.48  billion  in  1978,  according  to  leaders 
of  the  VE  to  Contain  Health  Care  Cost.  “This  $1.48  billion 
saving  was  accomplished  through  voluntary  action,”  said 
Paul  W.  Earle,  Executive  Director  of  the  VE,  in  a Wash- 
ington news  conference.  “And  most  importantly,  the  de- 
celeration in  hospital  spending  is  being  accomplished 
without  sacrificing  the  quality  of  care  provided  to  the 
American  people.” 

Earle  referred  to  the  latest  hospital  trend  data,  which 
show  that  the  rate  of  increase  in  hospital  expenses  is  down 
by  nearly  three  percentage  points,  to  12.8  percent  for  1978, 
compared  with  15.6  percent  for  1977.  The  rate  of  increase 
in  hospital  expenses  reflects  total  economic  growth  in 
hospital  spending,  including  general  inflation  and  growth 
in  services  due  to  more  people  being  served,  a more  aged 
population,  and  new  technology. 

The  VE  statement  was  confirmed  in  part  by  a report 
issued  last  week  by  the  CBO  (Congressional  Budget  Of- 
fice). The  CBO  report  finds  “A  preliminary  assessment 
of  vyhether  the  VE  has  reduced  the  growth  in  costs  suggests 
that  the  rate  of  increase  in  hospital  expenditures  is  lower 
than  it  would  have  been  in  the  absence  of  the  VE.”  The 
report  states  that  without  the  VE,  total  hospital  expenses 
would  have  increased  at  a rate  of  14.5  percent  in  1978. 

However,  the  CBO  report  also  notes  that  there  is  a sub- 
stantial level  of  uncertainty  in  the  VE  figures  on  hospital 
expenditures.  “There  is  a 25  percent  chance  that  the  VE 
did  not  reduce  hospital  expenditures,”  says  the  report. 

In  addition,  the  CBO  predicts  that  the  VE  goal  of  hold- 
ing hospital  cost  increases  in  1979  to  just  1 1.6  percent  will 


be  very  difficult.  “The  1979  goal  is  not  likely  to  be  met  for 
two  reasons,”  says  the  CBO  report.  “First,  although  the 
program  appears  to  be  effective,  it  is  not  powerful  enough 
to  reduce  the  rate  of  increase  of  hospital  expenditures  by 
a full  4 percentage  points.  Second,  inflation  will  be  much 
higher  in  1979  than  was  expected  in  December,  1977,  when 
the  VE  was  formulated.” 

“Our  goal  of  limiting  hospital  expenditure  increases  to 
just  1 1.6  percent  in  1979  will  be  tough  to  meet,”  Earle  told 
reporters,  “but  we  are  committed  to  success.” 

* * * 

President  Carter’s  cost-containing  HEW  Secretary  Cai- 
ifano  has  announced  that  the  Administration  will  ask 
Congress  to  approve  the  first  phase  of  a National  Health 
Insurance  Plan  that  will  cost  an  estimated  $10  billion  to  $15 
billion,  starting  in  1983. 

In  a vaguely-worded  speech  in  New  York,  Califano  said 
the  long  awaited  Administration  plan  “will  provide  sig- 
nificant improvements  in  health  care  benefits  for  the  aged, 
the  poor,  for  employed  people,  and  for  others  who  do  not 
have  adequate  health  care  coverage.” 

The  additional  cost  would  be  paid  in  part  by  the  gov- 
ernment, Califano  said,  as  well  as  by  employers  under 
federally  mandated  programs. 

The  Secretary  described  the  plan  as  a “sensible,” 
“moderate,”  and  not  over-costly  first  step  toward  Carter’s 
ultimate  goal,  “universal,  comprehensive”  national  health 
insurance  coverage  for  everyone. 

In  his  speech,  Califano  offered  only  a few  brief  sentences 
describing  the  actual  Administration  plan.  HEW  officials 
said  that  details  of  the  plan  and  a bill  would  not  be  ready 
for  60  to  90  days. 

* * * 

Three  Republican  Senators  are  the  latest  entrants  in  the 
national  health  sweepstakes  with  the  introduction  of  an 
alternative  NHI  bill  that  would  rely  heavily  on  private 
insurers  to  provide  coverage. 

Senators  Robert  Dole  (R.,  Kans.),  Peter  Domenici  (R., 
N.M.),  and  John  Danforth  (R.,  Mo.)  described  their  leg- 
islation as  an  alternative  to  the  newly  announced  Carter 
Administration  bill  and  one  expected  soon  from  Senator 
Edward  Kennedy  (D.,  Mass.). 

The  Dole,  Domenici  and  Danforth  bill  would: 

— expand  coverage  for  those  already  covered  by  Medi- 
care. 

— ensure  that  the  larger  majority  of  those  employed  will 
have  private  catastrophic  insurance  made  available  to 
them. 

— provide  for  the  unemployed  or  partly  employed  a 
voluntary  plan  whereby  they  could  designate  the  Federal 
government  to  financially  assist  them  in  contracting  with 
private  insurers. 

“This  proposal  will  create  a health  insurance  program 
providing  a means  for  all  Americans  to  protect  themselves 
and  their  families  from  financial  bankruptcy  caused  by 
catastrophic  illness  or  medical  expense,”  said  Dole. 

A key  feature  of  the  legislation  proposed  that  all  em- 
ployers would  be  required  to  offer  their  employees  group 
health  insurance  with  minimal  catastrophic  benefits. 

Employees,  however,  would  be  free  to  choose  to  partic- 
ipate or  not.  “This  is  not  a break  the  bank  proposal,”  said 
Danforth. 

continued  on  page  968 
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1979  Albion  O.  Bernstein,  M.D.  Award 


The  Medical  Society  of  the  State  of  New  York  is  accepting  nominations  for  the  1979  ALBION  0.  BERNSTEIN, 
M.D.  AWARD  until  August  1,  1979. 


This  national  award  is  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  the  prevention  of  disease.  Recent  winners  include  Rosalyn  S. 
Yalow,  Ph.D.,  Solomon  A.  Berson,  M.D.,  Baruch  S.  Blumberg,  M.D.,  Ph.D.,  Manfred  M.  Mayer,  Ph.D.,  Joseph 
L.  Goldstein,  M.D.  and  Michael  S.  Brown,  M.D. 


The  $2,000  award  and  appropriate  scroll,  will  be  presented  at  the  annual  convention  of  the  Medical  Society 
of  the  State  of  New  York,  September  16-20,  1979.  The  award  was  endowed  by  the  late  Morris  J.  Bernstein 
in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a hospital  call  in  November 
1940. 


Nominators  must  complete  and  submit  an  official  nomination  form  with  additional  support  information  which 
must  include  the  nominee's  curriculum  vitae,  a brief  synopsis  of  the  significance  of  the  achievement  and  a 
list  of  publications,  if  any.  Please  submit  by  August  1,  1979  to: 

BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11042 

\ r 


Albion  O.  Bernstein,  M.D.  Award 

1979  Nomination  Form 


(Please  print/ type) 
Name(s)  of  Nominee. 
Professional  Address 


Telephone  ( ) 

Title  of  Achievement 

The  above  is  nominated  for  the  1 979  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial  scientific  discovery 
in  medicine,  surgery  or  the  prevention  of  disease. 

Nominator 

Title 

Drganization 

Address 

’elephone  ( ) 

Signed Date 


As  they 
grow*  so 
grows  the 
nation. 


The  green  thumb  of 
the  financial  world.  U.S. 
Savings  Bonds. 

With  every  Bond 
you  buy,  you  plant  the 
seed  for  your  own 
future.  And  you  help 
keep  America  strong. 

Bonds  are  an  easy 
way  to  save  for  most 
anything.  Whether  it’s  a 
college  education  or  a 
memorable  family 
vacation.  Even  a down 
payment  on  a new 
house.  Savings  Bonds 
will  help  you  harvest 
the  future. 

And  while  they’re 
growing  for  you,  your 
Bonds  are  helping  the 
U.S.A.  ’Cause  every 
time  you  buy  a Bond, 
you  take  stock  in 
America. 

So  buy  Bonds  today 
through  the  Payroll 
Savings  Plan  at  work. 
They’re  the  automatic 
way  to  makeyour  money 
grow  and  keep  America 
growing  too. 

E Bonds  pay  6%  interest  when  held 
to  maturity  of  5 years  (4l/2%  the  first 
year) . Interest  is  not  subject  to  state  or 
local  income  taxes,  and  federal  tax  may 
be  deferred  until  redemption. 


continued  from  page  966 

The  three  lawmakers  estimated  their  proposal  would 
cost  $500  million  in  fiscal  year  1981,  then  $3  billion  in  fiscal 
1982.  The  accumulated  cost  in  the  private  sector  would 
run  from  $3  to  $5  billion  annually. 

* * * 

AMA  spokesmen  testifying  before  the  Senate  Finance 
Committee  on  the  Long-Ribicoff  proposal  for  national 
catastrophic  health  insurance  and  another  proposal  for 
federalization  of  Medicaid  urged  the  Senators  to  approach 
the  problem  via  the  private  sector  rather  than  through  the 
proposed  legislation. 

AMA  spokesmen  Joseph  Boyle,  M.D.,  Los  Angeles,  Cal., 
and  Alan  R.  Nelson,  M.D.,  Salt  Lake  City,  Utah,  said  that 
the  AMA  believes  “.  . . that  the  solutions  to  the  problems 
that  have  been  identified  and  addressed  in  S.  350  and  S. 
351  should  be  concentrated  in  the  main  in  the  private 
sector,  building  on  a system  that  is  providing  the  highest 
quality  of  health  care  in  the  world. 

“The  private  sector  can  meet  the  need  of  insurance 
coverage  for  all  Americans.  The  success  of  the  private 
sector  in  supplying  coverage  is  well  documented  by  the 
tremendous  growth  of  private  health  insurance  coverage, 
both  basic  and  catastrophic,  over  the  past  25  years.  This 
success  must  be  compared  with  the  problems  that  large 
scale  governmental  programs  engender,  including  excess 
rigidity,  red  tape,  waste,  and  abuse.  We  believe  that 
governmental  support  should  be  provided  to  finance,  as 
necessary,  adequate  levels  of  insurance  protection  for  those 
unable  to  afford  coverage. 

“Mr.  Chairman,  there  is  a need  to  fill  gaps  in  health  in- 
surance coverage.  We  agree  that  expansion  of  the  avail- 
ability of  catastrophic  coverage  is  necessary.  Low  income 
individuals  should  be  brought  into  the  mainstream  of 
health  care.  We  believe  that  the  public  should  have 
available  and  be  informed  of  policies  that  meet  minimum 
standards.  However,  it  is  our  belief  that  these  matters  can 
be  adequately  addressed  in  the  private  sector  with  proper 
Federal  encouragement.  We  urge  this  Committee  to  ac- 
cept these  principles  and  not  adopt  S.  350  and  S.  351.” 


continued  from  page  965 

to  increased  serum  phenobarhital  level  and  therefore  toxic 
manifestations. 


TAESUN  CHUNG,  M.D. 
ELIZABETH  MONTALBAN,  M.D. 
REHANA  SAYEED,  M.D. 
EMANUEL  CHUSID,  M.D. 
MARGARET  J.  GIANNINI,  M.D. 
Mental  Retardation  Institute 
New  York  Medical  College 
Valhalla,  N.Y.  10595 
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THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  7 
courses  in  the 
growing 

health  care  field: 

Med.  Asst.,  Dental  Asst., 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide  (Nurse’s  Assts  ), 
Med.  & Dent.  Secy., 

EKG  Technician, 

Legal  Assistant. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


- -±4i 


^Westdiestef School 

I OH  PARAPROI  1 SMOWI  I RAINING  — 


l.'SO  ( )nt(iri<i  Si  . Album;.  N Y.  12206  * < S 1 H ) 462-6621 
1 N Broadway.  White  Plains.  N Y 10601  ■ (914)  428-1960 
275  Broudhnllou  Rd  (Rte  1 10).  Melv  ilk-.  N 5 1 1746  • (516)  752-1060 


The  Department  of  Anesthesiology 
at 

New  York  University  Medical  Center 

is  pleased  to  announce  the  initiation  of  a 


PAIN  CONSULTATION  SERVICE 

Faculty  Practice  Offices 
530  First  Ave.,  Suite  3E 
New  York,  New  York  10016 

By  Referral  212-340-7316 

J 


CORRECTIONAL  MEDICINE 

Challenging  opportunities  in  primary  health  care — available  in  a most  effi- 
ciently designed  prison  health  care  system.  Excellent  climate — competitive 
salaries.  Employment  available  in  the  Spring  of  1979  (April— June).  93 
positions  available  for:  Physicians,  Dentists,  Psychiatrists,  Physician’s 
Assistants,  Nurses,  Armed  Forces  Trained  Paramedics,  Dental  Technicians, 
Psychologists,  Health  Administrators.  Must  be  eligible  for  Oklahoma  li- 
censure. Contact  Armond  H.  Start,  M.D.,  M.P.H.,  Medical  Director, 
Oklahoma  Department  of  Corrections,  3400  North  Eastern,  Oklahoma  City, 
Oklahoma  731 1 1. 


Research  Project  in: 

THE  TREATMENT  OF  TRIGEMINAL  NEURALGIA  WITH 
CHINESE  ACUPUNCTURE  TECHNIQUES 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom  medications  or  surg« 
have  brought  no  significant  improvement,  please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  SI.,  New  York,  N.Y.  10021 
(212)  472-3000 

Treatments  will  be  free  of  charge,  and  patients  will  remain  under  the  care  of  the  referr 
physician  Call  or  write  for  further  details. 


MISCELLANEOUS 


DOCTOR!  ACQUIRING?  TRANSFERRING?  APPRAISING  a med 
practice?  We  offer  the  largest  selection  of  medical  practices  (all  specialties 
the  East  Coast.  We  help  finance  the  purchase,  structure  the  transaction 
maximum  tax  benefits  and  help  transfer  the  patients  from  one  doctor  to  ano 
and  from  location  to  another.  Free  appraisals  for  the  practices  listed  witl 
Free  consultations  in  our  offices.  Call  (212)  445-9797;  (212)  793-3597,  or  w 
Frederic  Katz,  Ph.D.  Associates  Agency  Inc.,  42-27  Union  St.,  Flushing,  I 
11355. 


if 


LOANS  TO  PROFESSIONALS:  Loans  now  available  to  physicians  and  physir  is 
in-training.  Easy  payments.  Loans  to  $50,000  and  more;  unsecured;  no  colla  H 
necessary.  Consolidate  all  debts  or  any  purpose  loans.  For  full  informatioi  II 
A.  Clayton  Rieder,  Financial  Consultant  (516)  935-1234  or  write  Dept.  711  (oi 
NYSJM. 


r 


WE  COLLECT  YOUR  OVERDUE  BILLS  without  charging  collection  agency  if 
Satisfaction  guaranteed.  Free  sample  kit.  F.  Howard  Distributors,  Dept.  ( ■ 
Box  401-AC,  Irvington,  New  Jersey  07111. 

wsw 
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BILLS  COLLECTED  ABUSE  IS  RULED  OUT— TACTFUL  YET 
cessful — 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhea  til 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  P ■ 
(212)  730-0069  . 


CAMPERS!  ROUGH  IT! 
phones!),  Eastern  Ontario,  Canada.  Housekeeping  cottages,  $80-$100  w< 
Boat  and  motor  rentals.  D.  C.  Barnes,  Ompah,  Ontario  KOH2JO. 


I 


(GENTLY).  Savor  peaceful,  wooded  islan- ffl 


INSURE  YOUR  FAMILY  TODAY.  Invest  in  Sam  Andy  emergency  and  su  l 
foods.  For  details,  write:  Valley  Food  Reserves,  P.O.  Box  211,  Scio,  0 f* 
97374. 


PRACTICES  AVAILABLE 


MEDINA,  N.Y.  PHYSICIAN  RETIRING:  Office  building  and  practice  foil 
Established  43  years.  Moderate  4 room,  furnished  and  equipped  for  out  p 
and  diagnostic,  and  ambulatory  surgery.  On  ground  floor,  1400  sq.  ft.  avi 
space.  Central  air  conditioning.  Apartment  on  second  floor  rented  witl 
income.  Two-car  garage  attached.  Excellent  area.  Hospital  nearby. 
$45,000.  Will  consider  taking  mortgage.  Call  (716)  798-4272. 


NEW  JERSEY:  MODERN  SPLIT  LEVEL  HOME/OKKICE  w/private  ent 
in  affluent  area  of  Union  County,  N.J.  Equipped  office  w/X-ray.  High  m 
chiefly  internal  medicine.  Retiring.  Near  seashore,  N.Y.C.  Good  sc| 
Hospital  10  min.  Dept.  724,  c/o  NYSJM. 
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| EQUIPMENT 


I FOR  SALE:  CLAY-ADAMS  HA4  Does  WBC,  RHC,  HGB,  & HCT.  Three  years 
I old;  original  cost  $7,500.  In  good  working  condition.  Call  (212)  298-3322. 


I FOR  SALE.  EKTAMATIC  PROCESSOR,  model  214  K.  Unit  produces  fast  print 
I from  processed  negative.  Never  used;  in  original  carton.  $400.  Dept.  716,  c/o 
\ NYSJM 


hPHTHALMOLOGICAL  INSTRUMENTS  AND  EQUIPMENT  for  sale 
I Lensometer,  perimeter,  lens  set  and  cabinet,  prisms,  tables,  office  chairs,  etc. 
Available  6/18/79.  Call  (212)  436-7546. 


'OSITIONS  WANTED 


SYCHIATRIST,  BOARD  CERTIFIED  in  adult  and  child  psychiatry,  experi- 
enced, wants  to  join  medical  group,  preferably  in  Brooklyn,  N.V.  Available  20-25 
hours  a week.  Dept.  725,  c/o  NYSJM. 


HYSICIANS  WANTED 


[HYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

, York.  New  Jersey,  Connecticut  permanent  full-half  time  as  well  as  temporary 
■ and  per  diem  basis.  Client  inquiries  invited  For  further  info  contact: 
Karrey  Associates,  agencv  for  Execu-Nled,  23-25  East  26th  St.,  New  York. 
N.Y.  10010.  Telephone:  (212)  532-7625. 

TATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
Island's  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  and  is  located  near  S.  I.  Ferry',  all  transportation,  schools,  city  buildings 
and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otolaryn- 
gologist. general  practitioner,  internist,  pediatrician  and  ophthalmologist.  For 
further  information  contact  Paul  (212)  447-8001. 


FAMILY  PRACTITIONERS: 


Family  Health  Program  of 
Utah,  a prepaid  group  practice 
may  have  something  to  offer 
you.  Continue  an  active 
practice  yet  have  time  to 
enjoy  a preferred  lifestyle  in 
America. 


5PUTY  COUNTY  HEALTH  DIRECTOR.  Monroe  County,  Rochester,  N.Y. 
To  design/supervise  epidemiologically  sound  planning  and  evaluation  studies. 
Review/supervise  255  physicians,  nurses,  and  other  staff  in  personal  health  ser- 
, vices  programming.  Physician  with  MPH  or  one  year  public  health  experience. 
1 Curriculum  vita  to  Joel  Nitzkin,  M.D..  Monrue  County  Health  Department,  111' 
i Westfall  Rd.,  Caller  632,  Rochester,  N.Y.  14692. 

IYSIC1AN  DURING  JULY  AND  AUGUST  1979  for  children's  camp  located 
it  Beach  Lake,  Pa.,  accommodates  350  campers  ages  6-16;  complete  modern 
Health  Center;  2 R.N.’s  in  attendance;  w ill  accept  one  M.D.  for  each  month:  no 
. hildren  accepted  who  are  of  camp  age.  Camp  opens  June  29  and  closes  August 
23.  Private  room  and  facilities.  Write,  and  include  your  phone  number,  to 
Trail's  End  Camp,  c/o  Beach  Lake,  Inc..  215  Adams  St..  Brooklyn.  N.Y. 
11201. 

CL  MS,  EMERGENCY  ROOM  PHYSICIANS  from  May  through  September, 
'lust  have  N.Y.  license  and  D.E.A.  certificate.  Send  letter  and  C.V.  to:  James 
?.  Stehli,  Physician  Service  Associates,  33  Mitchell  Ave.,  Binghamton.  N.Y. 

1 3903 

'iNTED:  FAMILY  PRACTICE  PHYSICIAN  to  occupy  a brand  new  facility 
. — ’ft  a suburban  type  practice  7 miles  from  a 304-bed,  acute  care  hospital  in  the 
eautiful  Finger  Lakes  area  of  New  York  State.  Write  C.  D.  Hicks,  157  Ross  St., 
mburn,  N.Y.  13021  or  call  (315)  253-3388. 

— • 

1 ESTHESIOLOGIST:  Preferably  Board  certified  to  join  group  of  anesthesi- 
logists  practicing  on  Long  Island.  Send  curriculum  vitae.  Dept.  713,  c/o 
JYSJM. 

I -UM  TENENS,  GENERAL  OPHTHALMOLOGIST  OFFICE,  easy  pace, 
astern  Long  Island,  N.Y.,  near  State  University.  A.  J.  Bradley,  M.D.,  P.O.  Box 
J,  East  Setauket,  N.Y.  11733. 


PHYSICIANS  WANTED— CONT  D 


STUDENT  HEALTH  PHYSICIAN  for  co-ed  liberal  arts  college  of  1600  students 
in  upstate  New  York.  Full  in-  and  out-patient  facilities  with  ample  nursing 
coverage.  X-ray  and  lab;  rotate  with  other  physician  who  also  serves  as  Medical 
Director.  Sensitivity  to  medical  problems  of  young  men  and  women  essential; 
interest  in  sports  and  dance  injuries  helpful.  An  Equal  Employment  Opportunity 
Employer  Send  credentials  to  Director,  Rudd  Health  Center,  Hamilton  College, 
Clinton,  N.Y.  13323. 

J ^ 

X-Ray  Equipment 

FOR  SALE 

Profex  Jupiter  500  MA  with  150  KV 
Generator.  Profex  Image  Intensifier  and 
Table.  Picker  Overhead  Crane.  Ex- 
cellent Condition. 


GYN:  EXCELLENT  OPPORTUNITY’  for  young,  well  trained  Ob/Gyn  to 
in  well  established,  three-man  group;  older  associate  retiring.  Located  New 
ork  City  area.  One  year  salary  then  partnership  agreement.  Dept.  721,  c/o 


203-797-7190 
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SOUTH  PACIFIC 

A TROPICAL  ADVENTURE 

Family  Health  Program,  a leading  Southern 
California  based  HMO,  is  seeking  a Board-certi- 
fied Obstetrician /Gynecologist  for  its  Guam 
medical  facility. 

Family  Health  Program  offers  a challenging 
future  in  a progressive  medical  climate,  with  ex- 
cellent salary,  six  weeks  paid  vacation,  malprac- 
tice coverage,  automobile,  life  & disability 
insurance,  and  a comprehensive  retirement  pro- 
gram. 

The  tropical  blue  waters  of  this  South  Pacific 
island  and  its  natural  beauty  offer  unlimited  op- 
portunity for  fishing,  scuba,  sailing,  or  just  the 
enjoyment  of  nature  at  its  best. 

For  more  information  about  this  exciting  oppor- 
tunity, call  or  write; 

George  Weeman  (213)  421-4512 
Phyllis  Cohen  (213)  429-8358 

FAMILY  HEALTH  PROGRAM,  INC. 
2925  North  Palo  Verde  Avenue 
HUH  Long  Beach,  California  90815 

PHYSICIANS  WANTED— CONT  D 


PHYSICIANS  WANTED— CONT  D 


CALEDONIA,  NEW  YORK.  Livingston  County  needs  a family  physicia 
Contact:  William  S.  Andaloro,  M.D.  3144  Church  St.,  Caledonia  14423.  T 
(716)  538-6250. 


PHYSICIAN  IN  STUDENT  HEALTH  SERVICE.  Share  clinical  responsibili 
with  another  M.D.  for  5,500  students.  Favorable  hours.  Seventeen-bed  inf 
mary.  Nearby  hospitals  help  with  more  serious  problems.  Excellent  month 
salary,  summer  negotiable.  Located  in  very  attractive  upstate  village,  30  mil 
from  major  city;  near  skiing,  boating,  and  other  recreation  in  Finger  Lakes  regie 
Affirmative  Action/Equal  Opportunity  Employer.  Send  resume  by  May  18, 19 
to  Dr.  James  MacCallum,  Chief  Medical  Officer,  State  University  of  New  Yoi 
Geneseo,  N.Y.  14454. 


WANTED:  FAMILY  PHYSICIAN  OR  G.P.  Home/office  for  rent  or  lea 
Active  practice,  will  introduce,  etc.  No  strings  attached.  Relatively  new  hospi 
'4  mile.  Fine  place  to  live  and  practice.  Elmira-Corning-Ithaca  20  miles  d 
tance.  Call  (607)  535-7551  or  (607)  546-2450. 


UROLOGIST,  PART-TIME,  for  private  multi-specialty  group  on  the  Gra 
Concourse  in  Bronx,  N.Y.  to  do  GU  procedures  in  Bronx  hospitals.  Neurolog 
3 hours  per  week,  to  do  office  workups.  No  Medicaid.  Send  name,  address  a 
phone  number  to  Dept.  726,  c/o  NYSJM. 


COLLEGE  HEALTH  PHYSICIAN:  Full-time  position,  provide  primary  care 
student  population  of  15,000.  Fringe  benefits  include  malpractice,  tuit: 
benefits  for  self,  spouse  and  children.  One  month  summer  vacation.  Limi' 
call.  Complete  staff  of  5 GP’s,  total  staff  of  40.  NYS  license  required.  G( 
salary.  EO/AA  Employer.  Send  detailed  CV  and  three  letters  of  professio 
recommendation  by  June  15,  1979  to:  Vincent  J.  Lamparella,  M.D.,  Syrac 
University  Health  Service,  111  Waverly  Ave.,  Syracuse,  N.Y.  13210. 


RETIRED  OR  SEMI  RETIRED  GYNECOLOGIST  wanted  for  Brooklyn  Med 
Center.  (212)  834-5853. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SIX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  built ; 
in  Lvnbrook,  L.I.  Available  immediately.  Centrally  located  near  major  I • 
pitats.  Call  (212)  297-4140. 


EMERGENCY  PHYSICIAN  FOR  MID-ATLANTIC  STATE  community. 
Background  in  emergency  care,  family  practice,  medicine,  pediatrics  or  surgery. 
Modern  emergency  department.  Metropolitan  population  270,000;  clean  en- 
vironment; good  schools,  local  colleges;  cultural  advantages.  Year  round  outdoor 
sports.  Fortv  hour  week;  one  month  off;  salary  competitive.  Send  C.V.  to  Dept. 
722,  c/o  NYSJM. 


MODERN  STATE  FACILITY  OPENED  1975,  in  Rochester,  New  York  wants 
physicians  for  primary  medical  care  of  multiple  handicapped  and  retarded  pa- 
tients, average  ages  20  to  30  years.  35  hours  per  week  with  adjustment  for  on-call 
time;  starting  pay  varies  depending  on  qualifications;  all  diagnostic  possibilities 
and  educational  opportunities  through  nearby  University  Hospital  and  School 
of  Medicine.  Stimulating  interprofessional  exchange  in  multidisciplinary 
treatment  and  approach.  Generous  fringe  benefits,  pension  plan.  Extramural 
activities  permitted.  Apply  to:  E.  H.  Frangenberg,  M.D.,  Medical  Director, 
Monroe  Developmental  Center,  620  Westfall  Rd.,  Rochester,  N.Y.  14620.  Phone 
(716)  461-2800. 


FREEPORT,  NEW  YORK:  HOME/OFFICE.  Bilingual  area.  Nine  pane  1 
rooms,  oversized,  fireplace,  2V2  baths.  Suitable  for  home  and  office.  Buil  1 
air  conditioners,  full  cellar,  cast  iron  hot  water,  oil,  baseboard  heating.  Cop  r 
plumbing;  16  X 32  ft.  inground  swimming  pool;  screened  outside  living  rc  ; 
corner  plot  approx.  144  X 150  ft.;  one-car  garage,  many  extras.  Principals  0 . 
(516)  623-3613. 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SKR'  K 

in  renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  bu\  ill? 
or  appraise  a co-op,  contact  Nat  ban  H.  Friedman  of  Douglas  Elliman-Gil'  pfj 
& Ives.  Inc..  745  Fifth  Ave..  N Y..  N Y.  1212)832-5571. 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.  NYC.  LEX  INC.  3 
Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychi 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptii  tn 
Mail  service,  cleaning.  X-rav  & clinical  laboratory  on  premises.  No  ft* 
necessary  Rent  by  the  hour  or  full-time.  (212)861-9000. 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS;  available  with  emergency 
physician  group  throughout  Pa.,  N.Y.,  N J . Mich,  and  Southeastern 
US.  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
service  with  minimum  guarantee  provided  Malpractice  paid.  Practice 
credits  towards  board  certification  Physician  department  directors 
also  desired  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste 
400,  399  Market  St  , Phila.,  PA  19106  or  phone  215-925-3511. 


DOCTOR’S  OFFICES  FOR  RENT  by  the  hour  or  full  time.  Modern  me  d 
building  equipped  for  out-patient  diagnostic  work-up  and  ambulatory  sur;  i. 
Ideal  for  medical  and  surgical  specialists.  42-78  Main  St.,  Flushing,  N.Y.  I !) 
539-8800. 


MEDICAL  SUITE,  WHITE  PLAINS,  N.Y.  New  professional  building  nea'  W < 
Plains  Hospital.  Prime  space,  footage  flexible.  (914)  949-0555,  or  946  37 1 


I WISH  TO  RENT  OFFICE  SPACE  to  a physician  or  to  a group.  The  new  bui  18 
will  be  erected  at  7 Pulaski  Road  in  East  Northport,  L.I.  I will  alter  the  pret  * 
based  upon  their  desires.  Tax  advantages  can  be  arranged.  Robert  Smir  *. 
D.D.S.,  7 Pulaski  Rd.,  East  Northport,  N.Y.  1 1731.  (516)  261-1068. 
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HEAL  ESTATE  FOR  SALE  OR  RENT  -CONT'D 


BROOKLYN,  AT  KINGS  I'l.A/A;  Medical  building  now  renting.  *10,50  per 
square  foot,  Exposed  to  ten  million  people  annually.  All  detail*  «v«ll«hle  Call 

I (glS)  MMOia. 


URIGHTWATKRH,  SUFFOLK  COUNTY,  N.Y.  Custom  built  home  office.  Awttr.l 
[ winning  architect's  design.  Adjacent  to  two  Urge  hospital*.  Rest  quality  eon 
I struellon,  immai'olately  maintained,  innumerable  refinement*  An  arre  site 
| bounded  by  3 streets  and  a park  assure  privacy  anti  full  separation  of  1 UOti  sq. 
j ft,  office  from  four  bedroom  home,  (516)  ltd, 5 0027, 


'OUGHKEKPHIK,  N.Y.  Physlelan's  residence  and  office.  Country  living  on  a 
I city  thoroughfare.  quiet,  spacious  ground  floor  home  with  office  attached. 

(Excellent  area  for  practice.  Ample  parking.  Kent  the  residence  and  office,  or 
purchase  the  complex,  including  :t  rented  apartment*  over  office.  Outstanding 
appearance,  inside  and  out.  Sound  Investment,  Dept.  70S,  e/o  NYS.IM 


i )LD  WKSTHURY,  NASSAU  CO,,  N.Y.  FORHALK:  Physician's  offlee  and  ranch 
f house.  Complete  office  wing:  7 rooms  plus  2 halt  baths,  waiting  nsim,  secretary's 
l rotmi,  -l  examination  rooms,  3 with  sinks.  Main  residence  of  8 rooms;  entrance 
5 foyer,  large  l living  room  with  stone  front,  wood  burning  fireplace,  formal  dining 
room,  large  eat-in  kitchen,  den,  4 large  bedrooms,  It  full  baths,  Pull  panelled 
basement  with  divided  areas;  live  in  quarters  includes  living  room,  2 bedrooms, 
large  closets,  full  bath,  eat  in  kitchen.  Three  storage  rooms  plus  laundry  room, 
work  beach  area,  large  closets,  Three  car  garage  One  acre  landscaped  and 
' fenced  with  semi  above-ground  pool,  large  patio,  Separate  private  8-car  prof- 
essional parking  area.  Wheatley  School  District,  *225,000.  Principals  only 
Call  from  3-6  p.m.  and  7-0  p,m,  (616)  626*0280. 


I',  t'KOIX,  UNITED  STATUS  VIRGIN  ISLANDS:  Two  bedroom  condominium 
i on  soil  course  and  beach,  with  tennis  and  swimming  pool,  Write  ,1,  Nowoslawski, 
M B,.  20  Lodges  Lane,  Hala  Cynwyd,  PA  1 01)04,  or  call  days  (216)  026-361 1,  or 
•eves  (216)  004-321)11 


)N(i  ISLAND:  TWO  OFFICES  FOR  RENT,  in  modern  professional  building, 
one  block  from  Good  Samaritan  Hospital,  West  Islip,  N.Y,  Immediate  occu- 
pancy; reasonable;  utilities  included,  Call  (616)  687.2037, 


• 'RING  VALLEY,  N.Y.  PRESTIGIOUS  MEDICAL  BLDG,  1,400  sq.  ft.,  in 
dudes  partitions,  electric,  plumbing,  etc.  Ideal  for  pediatric  or  any  specialty. 
Available  July  1st,  Call  (014)  366  3840. 


IIVATK  ADIRONDACK  RETREAT:  Elegant,  brick  ranch  (3,600 sq.  ft,),  guest 
tOnuse,  4-car  garage,  170+or-acres,  ponds,  inground  pool,  Use  your  imagination, 
Wou  can't  exaggerate  its  qualities.  A realistic  *226,000,  Arlene  M.  Sitterlv,  Inc,, 
-160  N,  Perry  St„  Johnstown,  N.Y.  12096,  Call  (618)  762-9886,  or  762-7019, 

YCHIATRIST'S  OFFICE  SPACE  AVAILABLE:  Large  office  with  waiting 
•oum,  secretary's  office,  bathroom  and  kitchen/examination  room,  In  Mineola 
Professional  Building.  Rent  approx,  8350/mo,  (618)  742=2731)  or  (616)  021 
1333, 


"PICE  FOR  SALE,  MONROE,  NEW  YORK;  60  min.  N,  Geo,  W Bridge. 

'hysician's  home/oftice,  16  years.  3 bedrooms  + 2 eave-bedrwims,  D/g  baths, 
I i room  professional  suite.  Perfect  location,  Ample  parking  867,900.  L Krivit, 
d,D„  (914)  713=2080, 


' SHARE;  LUXURIOUS.  DECORATOR  DESIGNED  OFFICE  in  new  medical 
. uilding,  New  Hyde  Park,  Nassau  County,  N.Y.  Part  or  full  time  available  with 
sparate  consultation  rooms,  operating  and  recovery  rooms  part  of  total  office 
iimplex,  Dept,  723,  e/o  NYSJM, 


H PPAUGE,  LONG  ISLAND,  NEW  YORK:  Ideal  for  home-office  use.  Eight 
mm  Colonial,  centrally  located  on  Veterans  Memorial  Highway,  near  two  major 
: capitals  Asking  *39,990.  (618)2654600, 


h .t  TACULAR  WATERFRONT  HOUSE  on  Long  Island  Sound  in  Nissequogue 
'Wlthtnwn,  Long  Island,  New  York),  Featured  in  newspaper  and  magazine 
tides  Ten  moms,  four  baths,  four  decks,  two  hundred  foot  private  beach  with 
uee  and  one  half  treed  acres,  Asking  *226,000,  Furnishings  available-  (516) 
11154  800  or  (616)  584=7611= 


Equa-Lease 

$16500 

Per  Month  x 36  Months 

CHEVROLET  BUICK 

MONTE  CARLO  REGAL 

FORD  OLDSMOBILE 

T’BIRD  Equipmeni  CUTLASS 
V-6  Automatic  PS  PB 
R Del  Air  T <3 
AM  FM  WW  Radiais 
B 3 Mldg  Wheel  Covers 

nnil’T  Just  pay  rent, 
UUP|  I build  equity  at  the 
same  time 

You  have  the  option  to  buy  thecar  at 
the  end  of  the  lease  at  10%  over 
current  wholesale  used  car  value, 

It  s Your  Option  - Not  Ours 

Call  Don  Kaler 
Peter  Biolsi 
At  516-222-9041 

CARANN  LEASING 

An  approved  MSSNY  Membership  Benefit 

Roosevelt  Raceway  Westbury  New  York 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


FOR  SALE:  MAGNIFICIENT  RESIDENTIAL  ESTATE  in  the  incomparable 
Round  Hill  Section  of  the  Town  of  Greenwich,  Conn.,  in  suburban  New  York: 
19  room  stately  mansion  commanding  a glorious  hill  top  view,  approximately 
six  acres  of  rolling  landscaped  grounds,  5-car  garage,  deluxe  chauffeur's  apart- 
ment, heated,  custom-designed  swimming  pool,  all-weather  tennis  court,  pavll- 
lion,  private  gasoline  station,  etc.  Price  reduced  to  *485,000,  K.  Mustafa,  M.D, 
Days  1212)  579-5213/4;  evenings/weekends  (203)  869-8719/8427, 


HUNTINGTON  VILLAGE,  NEW  YORK:  Home/office  for  sale.  Older,  large 
Colonial  home,  4 bedrooms,  plus  extensive  attic  with  studio  apartment.  First 
llixir  office  addition  (32"  x 16 ; consultation,  waiting,  and  file  rooms  with  !/a  bath). 
Cmdd  include  takeover  of  psychiatric  practice.  Pool  and  many  extras.  Under 
*100,000,  (516)  427-2645, 


ROSLYN,  LONG  ISLAND,  HOME/OFFICE  in  prime  area,  Doctor  relocating. 
1 1 rooms,  3 full  baths,  5 bedrooms,  2 dens,  recently  decorated;  2-car  garage;  ad- 
joins country  club;  over  V2  acre;  3 room  professional  office;  spacious.  Call  (516) 

621-7435, 


NEW  HOMES  FOR  SALE,  on  2 acre  sites,  in  Lloyd  Ha  -bor  Estate  area,  Long 
Island-  Surprisingly  affordable.  To  see  model,  call  Mr.  Friedman  (516)  626- 
1311= 


CONTEMPORARY  HOME  & POND,  ULSTER  COUNTY,  N.Y.  Across  from 
Ashokan  Reservoir,  5,35  panoramic  acres,  meadow,  fruit  trees,  large  mountain-fed 
and  underground  spring-fed  pond,  11  ft,  deep  for  swimming,  5 bedrooms,  2 
baths,  cathedral  ceiling,  heamed  living  room,  brick  fireplace,  modern  equipped 
kitchen,  hot  water  oil  heat.  Furnishings  and  a cabin,  Many  extras,  Very  low 
taxes.  30  min  to  Hunter  Mountain,  Short  walk  to  the  Esopus  River,  fishing, 
tennis  and  a running  track-  *85,000,  Call  eves  (212)  739=6655, 


FOR  SALE;  PRIME  LOCATION:  INSTANT  PRACTICE.  Mt.  Pleasant,  New 
5 ork  (7  miles  north  of  White  Plains)  located  15  minutes  from  each  of  5 hospitals, 
Custom-built  4-bedroom  home  with  professional  office,  Write  p.O.  Box  52, 
Hawthorne,  N,Y,  10532, 
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173rd  ANNUAL 
CONVENTION 


Medical  Society  OF  THE 

State  of  New  York 


ShoKiton  Centre 

New  York 

(FORMiRLY  THI  AMIRIGANA  HQTIL) 

September  15=20,  1979  New  York  City 


Highlights.  . , Qintral  Siasloni:  The  Kldn©y= 
1979  Update;  The  Violence  of  Youth  • 26  Selentifle  Sections 
• Symposia  • Panel  Discussions  • Annual  Meeting  of  House 
of  Delegates  • President's  Reception  & Dinner  Dance  • 
Selentifle  ft  Technical  Exhibits  • Hospitality  Center 


Reservation  Manager 

Sheraton  Centre  New  York 


7th  Ave,  ft  62  St.,  New  York,  N.Y,  10011 


Phone:  212.581-1000 


Name(s)- 


Addreai- 

Glty= 


-!tate_ 


Your  Organization 

Arrival 

Data 


Medical  Society  of  the  State  of  N.Y. 


-Hour-. 


.-No.  Peraons- 


Peparture 

Date 


One  eard  per  room,  please 


Residential  □ 
Offioe  □ 


7ip 


-Phone  #_ 


D Single  Room 

□ Twln/Deuble 

O One  Bedroom  Suite 

□ Two  Bedroom  Suite 


A limited  number  of  rooms  are  available  aeross  the 
street  at  the  Sheraton  City  Squire  Inn 

0 Single  Room  $60 

0 Twin/Double  $70 


RESERVATIONS  MU8T  BE  RECEIVED  BY  HOTEL  NO  LATER  THAN  AUGUST  25.  IF  RATES  REQUESTED  ARE 
NOT  AVAILABLE,  NEXT  AVAILABLE  RATE  WILL  APPLY.  RESERVATIONS  RECEIVED  AFTER  SPECIFIED  DATE 
WILL  BE  ACCOMMODATED  ON  A RATE  AND  SPACE  AVAILABILITY  BASIS  ONLY. 


Hesarvabons  will  be,  helel  until  6 00  pm  New  Yoik  time  (Eastern  Standard  Time|  A deposit  or  guarnalee  by  Credit  Card  lor  one  night  s rate  is  required  lor  arrivals  atler  S 
pm  EST  Check  out  lime  is  I Of)  pm  CREDIT  INEQRMATIQN  WII-E  BE  REQUESTER  AT  TIME  QE  CHECK  IN  Credit  Cards  honored  are  Diners  Club  • Sank  Ameneard 
(VISA)  • Carte  Slanche  • American  Enpress  • Master  Charge 
II  guaranteeing  Reservation  tor  t ale  Arrival  by  Credit  Card,  Please  list  below 

Credit  Card  if  E“P  Date, ■ -----  — .-Type . ....... 
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what  goes  on 

CONTINUING  MEDICAL 
EDUCATION 


NEW  YORK  STATE 


JUNE  1979 


CONTENTS 


New  York  City  2 

Nassau  County  4 

Suffolk  County  5 

Westchester  County 5 

Poughkeepsie 5 


Physicians’  Placement 

Opportunities  7 


Community  Application  for 

Physicians  10 


Physicians’  Placement 

Application 9 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1042 
Telephone  516-488-6100. 

Compiled  by  the  Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 
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Pediatrics  3,4,5 

Surgery 2,  3,  4 
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NEW  YORK  CITY 


New  York  University  Post-Graduate 
Medical  School 

550  First  Avenue 

June  2-3,  Saturday  and  Sunday 

1.  FLUID  AND  ELECTROLYTE  MANAGEMENT 

2.  NEUROLOGIC  DISORDERS 

3.  DEVELOPMENTAL  ABNORMALITIES 
Joseph  Dancis,  M.D.,  Alfred  L.  Florman,  M.D. 

FEE:  $195.  CREDIT:  AMA  Cat.  1 (16  hrs.) 

AAFP  16  prescribed  hours 
June  4-8,  Monday  to  Friday 
SURGERY  OF  THE  HAND 
Robert  W.  Beasley,  M.D. 

FEE:  $385.  CREDIT:  AMA  Cat.  1 (33  hrs.) 

June  7-9,  Thursday  to  Saturday 
PERINATAL  MEDICINE  TODAY 
FEE:  $140.  Nurses  and  physicians  in  training 

$185.  Physicians  CREDIT:  AMA  Cat.  1(17 

hrs.) 

June  11-22 

ENVIRONMENTAL  HEALTH 

FEE:  $685.  CREDIT:  AMA  Cat.  1 (70  hrs.) 

June  13-15,  Wednesday  to  Friday 
MANAGEMENT  OF  TRAUMA 
FEE:  $240.  CREDIT:  AMA  Cat.  1 (20  hrs.) 

AAFP  prescribed  & ACEP  Cat.  1 
June  27-29,  Wednesday  to  Friday 
FORENSIC  SCIENCES  SYMPOSIUM 
Michael  M.  Baden,  M.D. 

FEE:  $185.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

June  27-29,  Wednesday  to  Friday 

SUMMER  INSTITUTE  IN  ADOLESCENT  MEDICINE 
Adele  Hofmann,  M.D. 

FEE:  $240.  CREDIT:  AMA  Cat.  1 (21  hrs.) 

AAFP  21  prescribed  hours 

For  further  information  or  course  brochure,  call  or  write:  NYU 
Post-Graduate  School,  550  First  Avenue,  New  York  10016.  Tel: 
212/679-8745. 


Cornell  University  Medical  College  and  the 
Association  of  Practicing  Physicians  of  The 
New  York  Hospital 

525  East  68th  Street 
June  4-8 

UPDATE  YOUR  MEDICINE  1979 

Lila  A.  Wallis,  M.D.,  Stephen  Scheidt,  M.D. 

For  further  information  contact  Office  of 
Continuing  Medical  Education,  Cornell  University 
Medical  College,  F-436,  525  East  68th  Street, 

New  York  10021.  Tel:  212/472-5600. 

The  New  York  State  Society  of 
Anesthesiologists,  Inc. 

30  East  42nd  Street 

June  4-8,  8:30  a. m. -5:00  p.m. 

16th  ANNUAL  BASIC  SCIENCE  SYMPOSIUM  ON 
ANESTHESIOLOGY  AND  CRITICAL  CARE  MEDICINE 
FEE:  $100.  Parti  CREDIT:  AMA  Cat.  1 (35  hrs.) 

$150.  Part  II 
$200.  Both  Parts 

For  further  information  contact  Deryck  Duncalf,  M.D., 
Chairman,  Department  of  Anesthesiology,  Montefiore 
Hospital  and  Medical  Center,  1 1 1 East  210th  Street,  Bronx. 

*The  Buffalo  General  Hospital 

Department  of  Anesthesia 
Buffalo 

June  1 1-12,  3:30-8:45  p.m. 


1.  THE  EFFECT  OF  PH  ON  THE  IONIZATION  OF 
DRUGS  USED  IN  ANESTHESIA 

2.  DISTRIBUTION  AND  EXCRETION  OF  IONIZABLE 
DRUGS  THROUGH  MANIPULATION  OF  PH 

3.  HOW  DIFFERENCES  IN  DISTRIBUTION  EFFECT  THE 
PHARMACOLOGY  OF  ANTICHOLINERGIC  DRUGS 

June  12,  12:00  noon-1:00  p.m. 

COMBINED  CONFERENCE 

CASE  PRESENTATION  AND  DISCUSSION  RELATED  TO 
UPDATE  AND  DISTRIBUTION  OF  DRUGS  AND 
ELECTROLYTES 
CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  contact  The  New  York 
State  Society  of  Anesthesiologists,  Inc.,  30  East 
42nd  Street,  New  York  10017.  Tel:  212/TN  7-7140. 


Beth  Israel  Medical  Center 

Podell  Auditorium 
10  N.D.  Perlman  Place 
June  5,  8:00  a. m. -5:00  p.m.,  Tuesday 
INFECTIONS  OF  THE  HEART 
Emanuel  Goldberg,  M.D.,  Donna  Mildvan,  M.D. 

FEE:  $75.  Physicians  CREDIT:  AMA  Cat.  1 & AAFP 

$25.  House  Staff 

For  further  information  contact  Beth  Israel  Medical  Center, 

10  N.D.  Perlman  Place,  New  York  10003. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

June  6 

AMENORRHEA 
Irwin  Kaiser,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

AAFP  2 hrs. 

June  20 

BLOOD  GASES  IN  LUNG  DISEASE 
Mark  Schiff,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

AAFP  2 hrs. 


The  New  York  Academy  of  Medicine 

2 East  1 03rd  Street 

June  6,  2:00  p.m.,  Wednesday 

Section  on  Geriatric  Medicine  with  the 
American  Geriatrics  Society 

FOURTH  SYMPOSIUM  ON  AGING 
INFECTIONS  IN  THE  ELDERLY: 

CHARACTERISTICS  AND  TREATMENT 
Irving  S.  Wright,  M.D. 

PNEUMONIA  IN  THE  ELDERLY: 

APPROACHES  TO  CONTROL  BY  VACCINATION 
Edwin  D.  Kilbourne,  M.D. 

THE  USE  OF  ANTIBIOTICS  IN  THE  ELDERLY: 

ESPECIAL  PRECAUTIONS 
Michael  H.  Grieco,  M.D. 

ENDOCARDITIS:  CHANGING  PATTERN  OF  INCIDENCE, 
PROPHYLAXIS  AND  TREATMENT 
Richard  Roberts,  M.D. 

URINARY  TRACT  INFECTIONS 
Donald  Kaye,  M.D. 

INFECTIOUS  COMPLICATIONS  OF  SURGICAL 
PROCEDURES: 

THERAPY  AND  PROPHYLAXIS 
Barry  Brause,  M.D. 

CREDIT:  AMA  Cat.  1 (3  hrs.) 

June  7-9,  Thursday-Saturday 

Section  on  Obstetrics  and  Gynecology  with  the 
New  York  University  Post-Graduate  Medical 
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School 

PERINATAL  MEDICINE  TODAY 

Rody  P.  Cox,  M.D.,  Joseph  Dancis,  M.D.,  Anne  Gershon, 

M.D.,  Louis  Gluck,  M.D.,  John  W.  Greene,  Jr.,  M.D.,  John  C. 
Hobbins,  M.D.,  James  N.  Maori,  Ph  D.,  Roy  Petrie,  M.D., 
Harold  Schulman,  M.D.,  Richard  Schwartz,  M.D. 

FEE:  $185.  CREDIT:  AMA  Cat.  1 (17  hrs.) 

$139.  former  residents 

For  further  information  contact  NYU  Post-Graduate  Medical 
School.  Room  4-20-0,  LHB,  550  First  Avenue,  New  York 
10016. 

Section  on  Occupational  Medicine  with  the 
Occupational  Medical  Association  of  New  York 
and  the  Greater  New  York  Association  of 
Occupational  Health  Nurses 

June  14,  5:00  p.m. 

ALTERNATE  METHODS  IN  THE  TREATMENT  OF 
CORONARY  ARTERY  DISEASE-1979  (THERAPEUTIC 
ALTERNATIVES:  SURGICAL-MEDICAL-CORONARY 
ANGIOPLASTY) 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  6:30  p.m. — Subscription  Dinner  7:00  p.m. 


American  Medical  Women’s  Association  Inc. 

1740  Broadway 

"New  York  University  Medical  Center 
550  First  Avenue 
June  6 

PHYSICIANS:  STRESS— COPING 
FEE:  $25.  Includes  box  lunch 

CREDIT:  AMA  Cat.  1 (4  hrs.) 

For  further  information  call  212/586-8683. 


Beth  Abraham  Hospital  cosponsored  by 
Montefiore  Hospital  and  Medical  Center 
The  Albert  Einstein  College  of  Medicine 

612  Allerton  Avenue 

Bronx 

June  7 

DYSPROTEINEMIAS  IN  THE  ELDERLY 
Barry  Wenz,  M.D. 

June  14 

RESPIRATORY  DYSFUNCTION  IN  THE  ELDERLY 
Kenneth  Pinsker,  M.D. 

June  2 1 

USE  OF  NON-STEROIDAL  ANTI-INFLAMMATORY 
AGENTS  IN  GERIATRIC  PATIENTS 
Thomas  Kantor,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Harvey  C.  Shapiro,  M.D., 
Beth  Abraham  Hospital,  612  Allerton  Avenue,  Bronx  10467. 
Tel:  212/920-6013. 


Doctors  Hospital 

170  East  End  Avenue 
June  7 

DRUGS  FOR  CARDIAC  DISORDER 
Simon  Dack,  M.D. 

CREDIT:  AMA  Cat.  1 (15  hrs.) 

For  further  information  contact  Chairman,  Committee  on 
CME.  Doctors  Hospital,  170  East  End  Avenue,  New  York 
10028.  Tel:  212/535-3000. 


Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 


June  7-8,  Thursday  and  Friday 

PEDIATRIC  AND  ADOLESCENT  GYNECOLOGY 
Albert  Altcheck,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

•Riklis  Auditorium 
June  8 

FIFTH  ANNUAL  OPHTHALMOLOGY  SYMPOSIUM  AND 
THE  GEORGE  N.  WISE  MEMORIAL  LECTURE 
Guest  lecturer:  Dr.  Arnall  Patz 
LECTURE:  CLINICAL  AND  EXPERIMENTAL 
OBSERVATIONS  ON  RETINAL  NEOVASCULARIZATION 
For  further  information  contact  Office  of  Continuing 
Medical  Education,  Albert  Einstein  College  of  Medicine, 
1300  Morris  Park  Avenue,  Bronx  10461.  Tel:  212/430- 
2822. 


Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

'The  Sheraton  Centre  Hotel  (Formerly  the  Americana  Hotel) 
52nd  Street  and  Seventh  Avenue 
June  8-9,  8:30  a m. -5:30  p.m.,  Friday  and  Saturday 
FIRST  INTERNATIONAL  TINNITUS  SEMINAR 

1.  BASIC  SCIENCE  CONSIDERATIONS 

2.  AUDIOLOGIC  CONSIDERATIONS 

3.  OTOLOGIC  EVALUATION  AND  DIAGNOSIS 

4.  TREATMENT 

5.  STATE  OF  THE  ART/PAST-PRESENT-FUTURE 

For  further  information  contact  Downstate  Medical  Center,  M. 
Barrie  Jacobs,  Director  of  Public  Affairs,  450  Clarkson 
Avenue,  Brooklyn  1 1203.  Tel:  212/270-1 176  or  212/OR 
9-2820. 


The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

'The  Mount  Sinai  Medical  Center 
June  10-14,  Sunday-Thursday  9:00  a.m. -6:00  p.m. 
THINOPLASTY  AND  OTOPLASTY 
Sidney  Feurestein,  M.D. 

FEE:  $600.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

June  15-16,  Friday  and  Saturday,  9:00  a.m. -5:00  p.m. 
COSMETIC  SURGERY  OF  THE  AGING  EYE 
Morris  Feldstein,  M.D. 

FEE:  $300.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

June  18-19,  Monday  and  Tuesday,  9:00  a.m. -6:00  p.m. 
FACIAL  PLASTIC  SURGERY 
William  Lawson,  M.D. 

FEE:  $300.  CREDIT:  AMA  Cat.  1 (16  hrs.) 


Union  Hospital  of  the  Bronx  cosponsored  by 
Albert  Einstein  College  of  Medicine 

260  East  188th  Street 
Bronx 

June  12,  8:00-10:00  p.m.,  Tuesday 

CLINICAL  APPROACH  TO  SODIUM  AND  POTASSIUM 

ABNORMALITIES 

Chaim  Charyton,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  please  write  or  phone:  Mr.  Daniel  S. 
Fruchter,  Union  Hospital,  260  East  188th  Street,  Bronx 
10458.  Tel:  212/295-1 10C. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
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University 

1300  Morris  Park  Avenue 

Bronx 

June  13-15 

PULMONARY  NODULE 
G.  Santos,  M.D.,  M Zelefsk,  M.D. 

June  27-29 

CASE  DISCUSSIONS 

B.  Kaplan,  M.D.  and  Staff 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  office  of  Program  Director, 

Dr.  H.  Volk,  212/430-8001-2;  3063  or  Dr.  S.  Kossak  212/OL 

5-8274. 


Manhattan  Eye,  Ear  and  Throat  Hospital  in 
conjunction  with  New  York  University  Medical 
Center,  the  Institute  of  Reconstructive  Plastic 
Surgery,  and  Cornell  University  Medical 
College 

210  East  64th  Street 
* Plaza  Hotel 

June  18-21,  Wednesday-Saturday 

THE  THIRD  INTERNATIONAL  SYMPOSIUM  ON  PLASTIC 
AND  RECONSTRUCTIVE  SURGERY  OF  THE  EYE  AND- 
ADNEXA 

For  further  information  contact  Manhattan  Eye,  Ear  and 
Throat  Hospital,  210  East  64th  Street,  New  York  10021. 

Tel:  212/838-9266. 


NASSAU 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

'Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 
June  1-2 

COLPOSCOPY:  A REVIEW— 1979 
Burton  Krumholz,  M.D. 

CREDIT:  AMA  Cat.  1 (10  hrs.) 

For  further  information  contact  Office  of  the  Dean,  Long 
Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park  11042. 
Tel:  212/470-2114. 


(1  part  of  36  sessions) 

4:00-5:00  p.m.,  Monday 
June  4 

COARCTATION  OF  THE  AORTA-FROM  BIRTH  TO  DEATH 
Dov  Nudel,  M.D. 

June  11 

THE  IMPACT  OF  CARDIAC  SURGERY  ON  BLOOD 
Herbert  Wallace,  M.D. 

June  18 

AN  UPDATE  ON  BACTERIAL  ENDOCARDITIS 
Samuel  Zoneraich,  M.D. 

June  25 

BUSINESS  MEETING 
Robert  I.  Hamby,  M.D. 


Nassau  Hospital 

259  First  Street 
Mineola 

PRIMARY  CARE— Mondays  11:00  a.m. 

June  4 

ARMAMENTARIUM  OF  PREVENTION 
Steven  Jonas,  M.D. 

June  1 1 

CUTANEOUS  MANIFESTATIONS  OF  SYSTEMIC  DISEASE 
Frank  De  Mento,  M.D. 


June  18 

CONCEPTS  AND  TREATMENT  OF  SCHIZOPHRENIA 
Harvey,  Goldey,  M.D. 


CRITICAL  CARE — Tuesdays  1 1:00  a.m. 

June  5 

HYPOPHOSPHATEMIA  AND  HYPOMAGNESEMIA 
Edgar  Mendizabal,  M.D. 

June  12 

HYPERTENSIVE  EMERGENCIES 
Vincent  Alaimo,  M.D. 

June  19 

HEPATIC  SUPPURATION 
George  Graham,  M.D. 


GRAND  ROUNDS — Wednesdays  10:00  a.m. 

June  6 

PROLACTIN  AND  GALACTORRHEA 
David  L.  Kleinberg,  M.D. 

June  13 

BARTTER’S  SYNDROME 
George  Kaloyanides,  M.D. 

June  20 

PROBLEMS  OF  NOSOCOMIAL  INFECTIONS  IN  1979 
Dennis  G.  Mackie,  M.D. 


PROBLEM  SOLVING— Fridays  1 1:00  a.m. 

June  1 

EVALUATION  OF  HYPOXEMIA 
John  Rooney,  M.D. 

June  8 

HYPOGLYCEMIA 
Edmund  Fallon,  M.D. 

June  15 

HYPONATREMIA  AND  HYPERNATREMIA 
Edward  Kowalski,  M.D. 

June  22 

PULMONARY  INFILTRATES 
Salvatore  Scoma,  M.D. 

For  further  information  contact  Nassau  Hospital,  259  First 
Street,  Mineola  11500.  Tel:  516/663-2382. 


Nassau  County  Medical  Center 

2201  Hempstead  Tpk. 

East  Meadow 

January  thru  June,  Thursdays  10:00-1 1:00  a.m. 

MEDICAL  GRAND  ROUNDS 

UPDATE  OF  ALL  ASPECTS  OF  INTERNAL  MEDICINE 
CREDIT:  AMA  Cat.  1 (24  hrs.) 

For  further  information  contact  Dr.  Westring. 

Tel:  516/542-2501. 


North  Shore  University  Hospital 

400  Community  Drive 

Manhasset 

June  5 

MOVEMENT  DISORDERS  IN  CHILDREN 
Madelyn  E.  Olson,  M.D. 

For  further  information  contact  North 

Shore  University  Hospital,  400  Community  Drive, 

Manhasset.  Tel:  516/562-3045. 


North  Shore  University  Hospital 

300  Community  Drive 

Manhasset 

June  5,  8:00  a.m. 

CLINICAL 

For  further  information  contact  North  Shore 

University  Hospital,  300  Community  Drive,  Manhasset  11030. 
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SUFFOLK 


Brookhaven  Memorial  Hospital 

101  Brookhaven  Hospital  Road 

Patchogue 

(1  part  of  35  series) 

June  1 

ANORECTAL  DISORDERS 
Stephen  Green,  M.D. 

June  8 

CHOLELITHIASIS  1979 
Richard  Berman,  M.D. 

June  15 

HEPATITIS  UPDATE 
Richard  Berman,  M.D. 

June  22 

UPDATE  ON  CLOTTING  AND  PLATELET  DISORDERS 
Barry  Coller,  M.D. 

June  29 

COMMUNITY  RESOURCES  FOR  CHRONIC  CARE 

Pat  Connolly,  M.S.W.  and  panel 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Brookhaven  Memorial 

Hospital,  101  Brookhaven  Hospital  Road,  Patchogue  11772. 

Tel:  516/654-7095. 


Kings  Park  Psychiatric  Center 

Kings  Park 

‘Auditorium,  Day  Treatment  Center 
Bldg.  23 

June  6,  10:30  a.m.- 12:00  noon 

CURRENT  DIAGNOSIS  AND  TREATMENT  OF  EPILEPSY 
Joan  Cracco,  M.D. 


SUNY  at  Stony  Brook 

'Health  Sciences  Center 
June  22 

REPAIR  AND  REPLACEMENT  OF  THE  JOINTS  OF  THE 
UPPER  LIMB 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Tamarath  K.  Yolles,  M.D., 
Associate  Dean  for  Continuing  Medical  Education,  516/444- 
2094/2135. 

South  Nassau  Communities  Hospital 
cosponsored  by  SUNY  at  Stony  Brook 

June  25,  Noon  to  1:00  p.m. 

PLASMA  CELL  DYCRASIAS 
Ronald  Primis,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  call  Department  of  Surgery  Office, 
516/764-2600,  ext.  237. 


WESTCHESTER  COUNTY 


St.  Joseph’s  Hospital  Nursing  Home 

127  South  Broadway 
Yonkers 

' Rehabilitation  Therapy  Dept. 

June  6,  9:00  a.m. -7:00  p.m. 

CONFUSIONAL  STATES  IN  THE  ELDERLY 
Gilbert  Holtzman,  M.D.,  Thomas  Kalchthaler,  D.O., 

Robert  Katzman,  M.D.,  Leslie  S.  Libow,  M.D., 

Kalidas  Nandy,  M.D.,  Martin  F.  Stein,  Jr.,  M.D., 

Robert  D.  Terry,  M.D. 

FEE:  $30. 

For  further  information  contact  St.  Joseph's  Hospital  Nursing 
Home,  127  South  Broadway,  Yonkers  10701.  Tel:  914/ 
965-6400  ext.  212. 


St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

June  14,  9:00  a m. 

NEWER  TECHNIQUES  FOR  THE  DIAGNOSIS  AND 
MANAGEMENT  OF  CORONARY  ARTERY  DISEASE 
Michael  V.  Herman,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.)  & AAFP 
For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph's  Hospital,  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700. 


BUFFALO 


State  University  of  New  York  at  Buffalo,  School 
of  Medicine 

840  Humboldt  Parkway 
Buffalo 

'Grand  Island  Holiday  Inn 
Grand  Island,  New  York 
June  3-8 

INTENSIVE  REVIEW  COURSE  FOR  CERTIFICATION  AND 
RE-CERTIFICATION  IN  FAMILY  PRACTICE  AND  FLEX 
V.  Bhushan  Bhardwaj,  M B. 

For  further  information  call  716/897-2700  ext.  473  or  454. 


Roswell  Park  Memorial  Institute  and  American 
Cancer  Society 

666  Elm  Street 
Buffalo 

'Hilleboe  Auditorium 
June  9 

CANCER  OF  THE  COLON-RECTUM- 1979 

FEE:  $25.  CREDIT:  AMA,  AAFP  & AOA 

For  further  information  contact  Cancer  Control  Office,  RPMI, 

Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo 

14263. 


State  University  of  New  York  at  Buffalo  and 
The  Children’s  Hospital  of  Buffalo 

'Niagara  Falls 
June  2 1-23 

ANNUAL  ADVANCES  IN  PEDIATRICS  COURSE 
For  further  information  write  CME  Division,  Children’s 
Hospital,  Buffalo,  New  York  14222. 


POUGHKEEPSIE 


The  New  York  Intraocular  Lens  Seminar,  Inc.  is 
cosponsored  by  The  American  Society  of 
Contemporary  Ophthalmology 

9 Fulton  Avenue 
Poughkeepsie 
June  1 

NEW  YORK  INTRAOCULAR  LENS  SEMINAR 

FEE:  $750.  CREDIT:  AMA  Cat.  1 (33  hrs.) 

$500.  Resident  Fee 

For  further  information  and  Program  Contact  Mrs.  Terri  Rose, 
R.N.,  c/o  Donald  L.  Praeger,  M.D.,  9 Fulton  Avenue, 
Poughkeepsie  12603.  Tel:  914/454-2510. 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  NEXT 
PAGE 
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DERMATOLOGIST 

AUBURN,  NY.,  Cayuga  County  needs  a Dermatologist.  ENT  Phy- 
sician, Family  Physician  and  Neurologist.  Contact  Mr  Charles 
D.  Hicks,  Director,  Physicians'  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/253-3388. 

ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  a ENT  Physician,  Family 
Physician,  Dermatologist  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director.  Physician's  Procurement  Committee,  157 
Ross  Street,  Auburn,  N Y.  13021.  Tel:  315/252-3388. 

ONEIDA,  N.Y.,  Madison  County  needs  a ENT  Physician  and  Family 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road, 
Oneida  13421.  Tel:  315/363-8905. 


FAMILY  PHYSICIAN 

ALBION,  N Y.,  Orleans  County  needs  a Family  Physician  and  General 
Surgeon.  Contact  Edward  A.  Barrett.  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street.  Albion  14411.  Tel:  716/285-4789. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  ENT 
Physician,  Dermatologist  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks.  Director,  Physician's  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 

BEAVER  FALLS,  N.Y.,  Lewis  County  needs  a Family  Physician. 
Contact  Beaver  River  Health  Services  Council  Beaver  Falls, 
13305.  Tel:  315/346-1111. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 
HOLCOMB,  N.Y.,  Ontario  Country  needs  a Family  Physician. 
Contact  Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469. 
Tel:  1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician, 
Internist,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 
NEW  YORK,  N.Y.,  needs  a part-time  Family  Physician.  Contact  F. 
P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office,  321  W. 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 
NIAGARA  FALLS,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Biagio  Mansueto,  M.D.,  Physician  Recruitment  Com- 
mittee, Medical  Society  County  of  Genesee.  P.O.  Box  488,  Ni- 
agara Falls  14302.  Tel:  716/285-5789. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
_ 716/948-5741  or  Dae-Seok  Kim,  M.D.,  9 Forest  Avenue,  Oak- 

field 14125.  Tel:  716/948-5333. 

I ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician  and  ENT 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road., 
Oneida  13421.  Tel:  315/363-8905. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gyn  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 

5 Dept,  of  Community  Medicine,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue  1 1772.  Tel:  516/654-7095. 
POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Sftreet,  Norwood 
13668.  Tel:  315/353-9922. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 


STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Pediatrician.  Ob/Gyn  and  Surgeon.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pediatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

GENERAL  SURGEON 

ALBION,  NY,  Orleans  County  needs  a General  Surgeon  and  Family 
Physician.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  14411.  Tel:  716/285-4789. 

ELMHURST,  N.Y.,  Queens  County  needs  a general  and  vascular 
Surgeon.  Contact  Leon  Bluestone,  M.D.,  86-35  Queens  Blvd., 
Elmhurst,  N Y.  11373.  Tel:  212/779-3333. 

HANCOCK.  N.Y.,  Delaware  Country  needs  a General  Surgeon  and 
Internist.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon. 
Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

INTERNISTS 

LITTLE  FALLS,  N.Y.,  Herkimer  Country  needs  an  Internist,  Family 
Physician,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street.  Little  Falls  13365.  Tel:  315/823/1000,  ext.  261  or 
262. 

HANCOCK,  N.Y  , Delaware  Country  needs  an  Internist  and  General 
Surgeon.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue,  Woodside  11377.  Tel: 
212/278-0440. 

NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Dermatologist, 
ENT  Physician,  and  Family  Physician.  Contact  Mr.  Charles  D. 
Hicks.  Director,  Physicians'  Procurement  Committee,  157  Ross 
Street  Auburn  13021.  Tel:  315/253-3388. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D  , Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Pediatrician  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WEBSTER,  N.Y.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
Contact  Eastside  Medical  Group,  P.C.,  193  W.  Main  Street, 
Webster,  14580. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 
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ORTHOPEDIC  SURGEON 

FULTON,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon. 
Contact  Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S. 
Fourth  Street,  Fulton  13069.  Tel:  315/592-2224. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

PATHOLOGIST 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  a Pathologist. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Messena  13662.  Tel:  Call  collect  315/769-9991. 

PEDIATRICIAN 

DANSVILLE,  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita.  M.  Gungon,  M.D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296. 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223. 

SHIRLEY,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact  Ta- 
tiana S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  11967. 
Tel:  516/281-4070. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  OB/Gyn 
Physician,  Family  Physician  and  General  Surgeon.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J.  Arida,  M.D.,  Director,  Department  of  Radiology, 
Luthern  Medical  Center,  150  55th  Street,  Brooklyn.  Tel: 
212/630-7415. 


NEWBURGH,  N.Y.,  Orange  County  needs  a Radiologist.  Contact 
Gerald  J.  Jerry,  M.D.,  Director  Radiology,  St.  Luke’s  Hospital, 
Newburgh  12550. 

ROME.  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 

WELLSVILLE,  N.Y.,  Alleghany  County  needs  a Radiologist.  Contact 
Robert  Harris,  Adm.,  Jones  Memorial  Hospital,  191  North  Main 
Street,  Wellsville,  N.Y.  14895. 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1042 
Telephone  516-488-6100. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 

$3  00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  

Address  

City.  State . 

(zip) 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Ploaaa  print  In  blaek) 


N a m>  D« t e 

Addreas 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth  Piece  of  Birth  

CitUenehlp  Statue  Marital  Statue 

Mod  leal  School  Year  Graduated 

Intornahlo 

Hoaoltala 

Roaldencv 

Hoaoltala 

Specialty 

Llcenaed  In  what  Stataa? 

Applied  for 

American  Board  Certificates  held? 

Eligible  Certified  

Do  you  have  a New  York  State  Licenae? Date  of  Certificate 

Military  Status 

i’rofcesional  Organisation  Membership* 

Arc  you  in  practice  at  present?  What  type  of  practice  are  you  Interested  In? 

Solo  Associate Industrial Group Institutional __ 

Other  _____ 

Date  you  will  be  available  for  practice Former  locatlona  In  which  you  have 

praet  lead  

(Cive  daces) 


tfhen  completed,  please  return  toi  Physicians'  Placeaient  Bureau,  Medical  Society  of  the 
State  of  New  York,  420  Lakeville  Road,  Lake  Succeaa,  N.Y.  11042.  Tel.  516/  488-6100, 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date_ 

Name  of  Town  County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

if  this  is  a replacements,  why  did  former  physician  leave? 

When  will  position  be  available? 


Please  list  special  requirements;  a)  Residency  tra ining? 

b)  Board  eligible?  _ _ Board  certified? Age? 

Please  describe  type  of  practice;  a)  Solo?  b)  Association?  please  describe  the 

reason  for  assoeiateshlp  ^ 

e)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 
group  was  commenced 


Please  show  what  type  of  financial  agreement  Is  acceptable;  a)  Straight  salary? 

b)  Percentage  basts?  c)  Will  investment  be  necessary? 

d)  If  partnership  basis  ig  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 


Office  space  available?  Yes No  If  yes,  describe  briefly. 


Living  quarters  available?  Yes  NO If  yes,  describe  briefly. 


Is  there  a hospital  in  the  town?  Ye§ No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  he  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N,Y,  11042.  Telephone:  (516)  488=6100. 
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Librium 

chlordiazepoxide  HO /Roche 

□ Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states.  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies 
Periodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren. and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect.  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates. have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  rf  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six.  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six  Though  generally  not  recom- 
mended. if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e^g_  excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment. but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion. extrapyramidal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion. 5 or  1 0 mg  t.  i.d.  or  q.  i.d. ; severe  states.  20  or  25  mg 
t.i.d.  or  q. i.d.  Geriatric  patients;  5 mg  b. i.d.  to  q. i.d.  (See 
Precautions.) 

Supplied:  Libnum  ® (chlordiazepoxide  HC1)  Capsules.  5 
mg.  10  mg  and  25  mg-bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-number- 
ed boxes  of  25,  and  in  boxes  containing  1 0 strips  of  1 0; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ®(chlordiazepoxide)  Tablets,  5 mg. 

10  mg  and  25  mg— bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable 


synonymous 
with  relief  of  anxiety 


Roche  Products  Inc. 
Manati.  Puerto  Rico  00701 


Please  see  following  page. 


^ synonymou. 

with  relief  of anxiet) 


Please  see  preceding  page  for  a summary  of  product  informatio 
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• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


A reminder 

ZYLOPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim®  (allopurinol)  is  intended  for: 

1 . treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CONTRAINDICATIONS;  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens- Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis 

In  patients  receiving  Purlnethol*  (mercapto- 
purlne)  or  Imuran®  (azathloprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  In  dose  to  approximately 
one  third  to  one  fourth  of  the  usual  dose  of  mercap 
topurine  or  azathioprlne.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age: 
Zyloprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients 
As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol]  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  Zyloprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy  Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent,  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting. 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B W. 
Co  Representative  or  from  Professional  Services  Depart- 
ment PML 
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Abstracts 


Tamm,  I.:  Antiviral  agents;  prophylactic  and  therapeutic, 
New  York  State  J.  Med.  79:  1001  (June)  1979. 

The  nucleic  acid  species  and  the  proteins  of  a replicating 
virus  provide  targets  for  selective  inhibition.  Chemical 
inhibitors  have  been  found  which  selectively  block  differ- 
ent processes  in  viral  replication,  including  establishment 
of  influenza  type  A virus  infection,  synthesis  of  enterovirus 
RNA  (ribonucleic  acid),  synthesis  of  poxvirus  proteins 
made  late  in  infection,  and  synthesis  of  herpesvirus  DNA 
(deoxyribonucleic  acid).  Interferons  are  glycoproteins  that 
are  produced  by  cells  in  response  to  viral  infection  and 
exposure  to  double-stranded  RNA.  Interferons  have 
complex  effects  which  include  inhibition  of  cellular  pro- 
liferation and  of  viral  protein  synthesis.  They  have  shown 
therapeutic  activity  in  a number  of  neoplastic  and  viral 
diseases  in  man.  Three  drugs  have  been  licensed  so  far  for 
clinical  use  against  viral  infections:  amantadine  for  pro- 
phylaxis of  influenza  caused  by  type  A virus;  IDU  (5- 
iodo-2'-deoxyuridine)  and  (Ara-A)  (9-beta-D-arabino- 
furanosyladenine)  for  therapy  of  ocular  herpes;  and  Ara-A 
for  therapy  of  herpes  simplex  encephalitis.  Additional 
drugs  are  under  investigation. 

Kadohama,  N.,  Kirdani,  R.  Y.,  Madajewicz,  S.,  Mur- 
phy, G.  P.,  and  Sandberg,  A.  A.:  Estramustine;  meta- 
bolic pattern  and  possible  mechanisms  for  action  in  pros- 
tate cancer,  New  York  State  J.  Med.  79:  1005  (June) 
(1979). 

The  metabolic  pattern  of  estramustine,  a nitrogen 
mustard  of  estradiol-17-beta  (Leo  275)  in  human  blood  and 
prostatic  tissue  was  investigated  by  separation  and  quan- 
tification of  the  individual  metabolites.  In  patients  re- 
ceiving oral  doses  of  estramustine,  the  principal  metabo- 
lites were  271  estrone-mustard  (Leo  271)  and  unchanged 
estramustine.  Organ  culture  of  prostatic  tissue  has  shown 
that  there  is  selective  retention  of  estramustine  and  its 
oxidative  form,  and  hydrolysis  of  these  metabolic  deriva- 
tives of  estramustine  phosphate  is  readily  accomplished, 
as  evidenced  by  the  release  of  the  free  steroids.  These 
data,  taken  together  with  those  in  the  literature,  have  been 
used  in  presenting  a hypothesis  regarding  the  possible 
mechanisms  of  action  of  estramustine  phosphate  in  pros- 
tatic cancer. 

Siegel,  D.,  Chalon,  J.,  Brown,  A.,  Amirdivani,  M.,  and 
Turndorf,  H.:  Raised  oxygen  tension  in  mice;  effect  of 
prolonged  exposure  on  hemopoietic  system.  New  York 
State  J.  Med.  79: 1010  (June)  1979. 

Eighteen  albino  mice  were  divided  into  three  equal 


groups.  One  group  breathed  air  at  two  ATA  (atmo- 
spheres absolute)  for  28  to  32  days,  the  second  group  in- 
haled 42  percent  oxygen  in  nitrogen  at  ambient  atmo- 
spheric pressure  for  the  same  period,  and  the  third  group 
constituted  controls.  Exposure  to  equivalently  high 
oxygen  partial  pressure  at  normal  or  elevated  ambient 
pressure  significantly  depressed  their  ability  to  sustain 
hypobaric  atmospheres.  Mice  exposed  to  high  oxygen 
tensions,  that  is,  hyperbaric  or  enriched  atmosphere,  could 
only  tolerate  minimal  ambient  pressures  of  271  plus  or 
minus  4.6  torr  and  281  plus  or  minus  2.3  torr,  respectively, 
before  losing  consciousness.  This  was  significantly  higher 
than  the  lowest  pressures  tolerated  by  controls:  205  plus 
or  minus  4.6  torr,  P < 0.0005.  Mice  subjected  to  high 
oxygen  tensions  had  significantly  depressed  blood  counts. 
Total  erythrocytic  and  leukocytic  counts  were  respectively 
lowered  by  22  and  44  percent,  from  control  counts.  He- 
moglobin was  33  percent  lower,  but  differential  leukocytic 
counts  were  unaltered.  Examination  of  lung  sections  re- 
vealed no  morphologic  differences  between  experimental 
and  control  mice.  The  depression  of  the  total  erythrocytic 
and  leukocytic  counts,  together  with  the  reduced  hemo- 
globin content  of  the  red  blood  cells,  strongly  suggest  the 
development  of  an  iron  deficiency  anemia  caused  by  hy- 
peroxia.  It  is  this  anemia  which  is,  no  doubt,  responsible 
for  the  lower  tolerance  to  rarefied  atmospheres  by  the  ex- 
perimental groups. 

Post,  E.  M.,  Sondheimer,  H.  M.,  Kavey,  R.  W.,  and 
Blackman,  M.  S.:  Referral  patterns  in  pediatric  cardi- 
ology, New  York  State  J.  Med.  79:  1015  (June)  1979. 

Retrospective  analysis  of  all  new  patients  seen  in  the 
pediatric  cardiology  clinic,  Upstate  Medical  Center,  Syr- 
acuse, during  1975,  was  performed  at  the  end  of  1977.  Of 
478  children,  a third  (158)  were  less  than  one  year  of  age. 
Twenty-one  percent  were  one  to  four  and  46  percent  were 
five  and  older.  Two  hundred  seventy-seven  (58  percent) 
were  felt  to  have  significant  heart  disease,  and  201  had 
innocent  murmurs  or  insignificant  heart  disease.  Of  those 
seen  first  under  a year  of  age,  however,  87  percent  had 
significant  heart  disease.  Innocent  murmurs  were  seen 
more  frequently  in  the  school  age  children.  Although  there 
were  277  patients  with  significant  heart  disease,  only  7 died 
within  the  two  year  study  period  and  172  have  needed 
neither  cardiac  catheterization  nor  cardiac  surgery  during 
this  time.  Evaluation  of  the  place  of  origin  of  the  referred 
patients  suggests  that  physicians  in  medium  sized  towns 
(Utica.  Rome,  Auburn,  Ithaca,  and  Binghamton)  had  the 
highest  frequency  of  referring  children  with  significant 
disease,  surpassing  Syracuse  physicians  or  those  from 
smaller  towns  more  than  50  miles  distant. 
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Medical  Meetings 


Mission  to  study 

organization  and  financing  of  health  services 

George  Reader,  M.D.,  Chairman  of  the  Department  of 
Public  Health,  Cornell  University  Medical  College,  will 
lead  a two-week  mission  to  study  the  Organization  and 
Financing  of  Health  Services  in  Japan  during  September 
5-20,  1979. 

The  study  group  will  meet  with  officials  of  the  Japanese 
Ministry  of  Health,  the  Japan  Medical  Association,  and 
health  care  administrators.  There  will  be  a one-day 
seminar  on  The  Health  Care  System  in  Japan  as  well  as 
visits  to  a variety  of  health  facilities. 

The  trip  has  been  organized  by  the  staff  of  the  Health 
Studies  Program  of  the  Cornell  University  New  York  State 
School  of  Industrial  and  Labor  Relations  and  the  De- 
partment of  Public  Health  of  Cornell  University  Medical 
College  in  cooperation  with  the  Technology  Transfer  In- 
stitute of  Tokyo  and  New  York  City. 

The  study  mission  will  be  limited  to  20  health-care 
providers  and  their  spouses.  For  further  information, 
contact  Cynthia  K.  Hosay,  Cornell-NYSSILR,  3 East  43rd 
St.,  New  York,  N.Y.  10017;  phone  (212)  697-2247,  or  Rak 
Hun  Choi,  Technology  Transfer  Institute  (New  York),  60 
East  42nd  St.,  Suite  1043,  New  York,  N.Y.  10017;  phone 
(212)  682-0052. 

TTI,  with  offices  in  New  York,  Tokyo,  Los  Angeles,  and 
London,  has  sponsored  more  than  500  fact-finding  trips 
abroad  in  the  past  ten  years. 

Seventh  annual 

weekend  seminar  with  workshop 
demonstrations 

The  Center  for  the  Study  of  Aging,  Inc.,  presents:  The 
seventh  annual  “Fitness  After  Fifty — Fitness  and  Your 
Heart,”  a weekend  seminar  with  workshop  demonstrations 
and  national  leaders.  This  seminar  on  improving  the 
quality  of  life  through  exercise,  rehabilitation,  physical  and 
mental  fitness,  and  health  will  be  held  October  5,  6,  and 
7th,  1979,  at  the  Institute  on  Man  and  Science,  Rensse- 
laerville,  New  York. 

Cooperating  agencies  include  the  President’s  Council 
on  Physical  Fitness  and  Sports,  and  American  Geriatric 
Society,  the  National  Graduate  University,  the  Institute 
on  Man  and  Science,  and  the  National  Council  on  Aging. 
Faculty  includes  Herman  K.  Hellerstein,  M.D.,  John  A. 
Friedrich,  Ph.D.,  Carl  Eisdorffer,  M.D.,  Raymond  Harris, 
M.D.,  and  others. 

Continuing  medical  education  credits  will  be  given  for 
physicians,  nursing  home  administrators,  physical  thera- 
pists, and  others. 

Registration  is  limited  and  inquiries  should  be  addressed 
to:  Sara  Harris,  Executive  Secretary,  Center  for  the  Study 
of  Aging,  Inc.,  706  Madison  Avenue,  Albany,  New  York 
12208;  Telephone:  (518)  465-6927  or  462-1331. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


The  1979  interdisciplinary 
scientific  assembly 

The  Southern  Medical  Association  is  holding  The  1979 
Interdisciplinary  Scientific  Assembly  in  Las  Vegas,  No- 
vember 4 to  7. 

State  focus  on  medical 
education  legislation 

During  the  past  few  years  a number  of  states  have  at- 
tempted to  come  to  grips  with  the  vexing  problems  sur- 
rounding undergraduate  medical  education  within  their 
respective  jurisdictions.  Two  of  the  major  legislative 
thrusts  in  this  area  revolve  around  mechanisms  for  fi- 
nancing medical  education  and  retention  of  medical  school 
graduates  within  the  state  after  graduation.  Another  di- 
mension and  a greater  sense  of  urgency  to  this  situation 
have  been  added  by  actions  of  the  Carter  Administration 
to  end  Federal  capitation  funding  for  undergraduate 
medical  education. 

One  of  the  more  ambitious  proposals  is  Oregon  Senate 
Bill  366,  which  would  require  all  fulltime  medical  students 
at  the  University  of  Oregon  Health  Science  Center  to 
“assume  obligation  for  the  actual,  total  cost  to  the  state  of 
providing  instruction  to  the  student  in  the  program  in 
which  the  student  is  enrolled.”  The  cost  does  not  include 
capital  outlay  or  research  component  or  other  costs  not 
directly  related  to  instruction. 

The  bill  would  also  provide  that  the  portion  of  such  cost 
above  tuition  and  fees  “shall  be  considered  a loan  to  the 
student  from  the  State  of  Oregon”  evidenced  by  a prom- 
issory note  executed  by  the  student. 

Payment  on  the  note  would  be  forgiven  in  an  amount 
equal  to  one  half  that  year’s  scheduled  payment  for  each 
year  the  graduate  practices  medicine  in  the  state.  The 
entire  amount  due  for  that  year  would  be  forgiven  for  each 
year  of  practice  in  a designated  shortage  area  in  the 
state. 

The  bill  would  also  provide  that  selection  of  applicants 
to  the  medical  school  “shall  be  based  upon  a drawing  of 
applicant  names  from  a list  of  applicants  who  meet  the 
minimum  qualifications  set  by  the  State  Board  of  Higher 
Education  by  rule.”  Separate  drawings  would  be  held  for 
residents  and  nonresidents. 

continued  on  page  1140 


FRONT  COVER:  We  find  this  subject  material 

timely  for  two  reasons— To  celebrate  the  “International 
Year  of  the  Child,”  and  as  a tribute  to  Norman  Rockwell 
who  was  one  of  America’s  foremost  illustrators.  With 
his  brush,  he  had  an  uncanny  way  of  capturing  the 
humor,  pathos,  love,  and  understanding  in  the  daily 
lives  of  people  around  him. 
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Medical  News 


Diagnostic  research  encouraged 
by  major  new  award 

A major  new,  annual  award  of  $40,000  has  been  an- 
nounced by  The  University  of  Miami  School  of  Medicine 
for  the  best  paper  on  a new  diagnostic  test  that  will  aid  in 
early  detection  of  disease. 

The  award,  funded  by  the  Adolph  Rosenberg  Founda- 
tion, is  offered  to  encourage  medical  researchers  and  to 
provide  broader  recognition  for  research  in  diagnostics.  It 
is  an  area  of  vital  concern  to  the  medical  community  at 
large;  one  that  has  seen  tremendous  advances  in  the  past 
decade. 

The  competition  is  open  to  researchers  throughout  the 
world,  and  the  paper  must  have  been  previously  published, 
or  accepted  to  be  published. 

The  award  will  be  based  on  the  significance  of  the  diag- 
nostic discovery,  excellence  of  scientific  technique  em- 
ployed, and  the  ability  to  reproduce  the  procedure  and 
replicate  the  results  from  the  data  submitted.  The  papers 
submitted  will  be  judged  by  a distinguished  Scientific 
Review  Panel,  active  in  biomedical  fields  relevant  to  the 
subject  of  this  award. 

Announcement  of  the  winner  will  be  made  in  October, 
1979,  at  the  awards  dinner  coinciding  with  The  University 
of  Miami’s  Symposium  on  Medical  Diagnosis. 

Application  form  requests  may  be  made  by  writing  to: 
Adolph  Rosenberg  Foundation,  University  of  Miami 
School  of  Medicine,  P.0.  Box  342122,  Coral  Gables,  Florida 
33134. 

If  direct  submission  of  papers  is  made,  the  following 
information  must  be  included  on  a separate  piece  of  paper: 
1.  Full  name  of  applicant;  2.  Address  of  applicant;  3. 
Telephone  number  of  applicant;  4.  Brief  description  of 
research  paper  submitted;  and  5.  Institutional  affilia-' 
tion. 

Final  submission  of  research  papers  must  be  postmarked 
no  later  than  July  15,  1979. 

New  publications 

The  National  Cancer  Institute  announces  the  avail- 
ability of  two  new  public  information  booklets  written 
especially  for  Black  and  Hispanic  Americans.  They  are: 
“What  Black  Americans  Should  Know  About  Cancer,”  and 
“Usted  Debe  Saber  Sobre  El  Cancer”  (What  You  Should 
Know  About  Cancer),  in  Spanish  and  English. 

These  two  booklets  are  co-sponsored  by  the  National 
Medical  Association,  the  National  Association  of  Com- 
munity Health  Centers,  and  the  National  Coalition  of 
Hispanic  Mental  Health  and  Human  Services  Organiza- 
tions, and  were  produced  by  the  National  Cancer  Institute. 
To  aid  in  the  booklet  distribution,  two  posters  have  been 
developed  featuring  a “take-one”  pocket  from  which  people 
may  take  free  copies. 

To  order  posters  and  copies  of  either  or  both  booklets, 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 

continued  on  page  1133 


As  a Doctor, 
you  shouldn’t  have 
to  leave  your  office 
to  get  a s15, 000  loan. 

The  National  Bank  of  North  America  now  offers 
you  this  unique  and  personal  service: 

• A loan  for  up  to  $15,000 

• Al  competitively  low  bank  rates 

• With  flexible  terms  to  meet  your  individual  needs 

• Applications,  approvals  and  payments  by  mail 

• You  can  even  ^ct  approval  now  and  have  funds 
sol  aside  for  up  to  0 months. 

Applications  will  be  handled  promptly  and 
confidentially.  For  more  information  call 
Jim  McGrath  collect  at  (510)  752-2101  or  write: 

Mr.  James  McGrath 
Executive  Loan  Service 
National  Bank  of  North  America 
3 Huntington  Quadrangle 
Melville,  New  York  11747 


National  Bank  of  North  America 
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173rd  ANNUAL 

CONVENTION 


Medical  Society  OF  THE 

State  of  New  York 


SI  u 'talon  Centre 

NewYbrk 

(FORMERLY  THE  AMERICANA  HOTEL) 


September  15-20,  1979  New  York  City 


Highlights.  . . General  Sessions:  The  Kidney — 
1979  Update:  The  Violence  of  Youth  • 25  Scientific  Sections 
• Symposia  • Panel  Discussions  • Annual  Meeting  of  House 
of  Delegates  • President's  Reception  & Dinner  Dance  • 
Scientific  & Technical  Exhibits  • Hospitality  Center 


Reservation  Manager 

Sheraton  Centre  New  York 


7th  Ave.  & 52  St.,  New  York,  N Y 10019 


Phone: 212-581-1000 


Name(s). 


Address. 


Residential  □ 
Office  □ 


City 

Your  Organization 
Arrival 

Date 


-State- 


Medical  Society  of  the  State  of  N.Y. 


_Hour_ 


-No  Persons- 


Departure 
-Date 


Zip. 

-Phone 


One  card  per  room,  please 


□ Single  Room 

$60 

□ Twin/Double 

$70 

□ One  Bedroom  Suite 

$150 

□ Two  Bedroom  Suite 

$175 

A limited  number  of  rooms  are  available  across  the 
street  at  the  Sheraton  City  Squire  Inn 


□ Single  Room 

□ Twin/Double 


$60 

$70 


RESERVATIONS  MUST  BE  RECEIVED  BY  HOTEL  NO  LATER  THAN  AUGUST  25.  RESERVATIONS  RECEIVED 
AFTER  SPECIFIED  DATE  WILL  BE  ACCOMMODATED  ON  A RATE  AND  SPACE  AVAILABILITY  BASIS  ONLY. 


Reservations  will  be  held  until  6 00  pm  New  York  time  (Eastern  Standard  Time)  A deposit  or  guarnatee  by  Credit  Card  for  one  night  s rate  is  required  for  arrivals  after  6 
pm  EST  Check  out  time  is  1 00  pm  CREDIT  INFORMATION  WILL  BE  REQUESTED  AT  TIME  OF  CHECK  IN  Credit  Cards  honored  are  Diners  Club  • Bank  Americard 
(VISA)  • Carte  Blanche  • American  Express  • Master  Charge 
If  guaranteeing  Reservation  for  Late  Arrival  by  Credit  Card,  Please  list  below 


Credit  Card  # 


E xp  Date. 


-Type- 


._l 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1979  Annual  Convention 
Medical  Society  of  the  State  of  New  York 

Sheraton  Centre  New  York 

SATURDAY,  SEPTEMBER  15 

9 a.m.  ALCOHOLISM,  Committee  on,  Princess  Room,  (all  day) 


2 p.m. 

CANCER  GENERAL  SESSION,  Royal  Ballroom  A (all  day).  (Joint  meeting  with  Family  & 
Gen.  Practice;  Radiology) 

CARDIOVASCULAR  DISEASES,  Versailles  Terrace 
OTOLARYNGOLOGY,  Versailles  Ballroom 

PLASTIC,  RECONSTRUCTIVE,  & MAXILLO.  SURGERY,  Royal  Ballroom  B 

ALCOHOLISM,  Princess  Room  (cont'd) 

CANCER  GENERAL  SESSION,  Royal  Ballroom  A (cont’d) 

EMERGENCY  MEDICINE,  Versailles  Terrace  (Joint  meeting  with  Preventive  Medicine  & 
Pub.  Health) 

NEUROSURGERY,  Versailles  Ballroom 

PATHOLOGY,  CLIN.  PATHOLOGY  & BLOOD  BANKING,  Royal  Ballroom  B 

SUNDAY,  SEPTEMBER  16 


9 a.m. 

ALLERGY  & IMMUNOLOGY,  Royal  Ballroom  A.  (Joint  meeting  with  Gastroenterology; 
General  Practice) 

OBSTETRICS  & GYNECOLOGY,  Versailles  Terrace  (all  day).  (Joint  meeting  with  Uro- 
logy) 

OPHTHALMOLOGY,  Versailles  Ballroom  (all  day) 

PSYCHIATRY,  Princess  Room 

SURGERY,  Royal  Ballroom  B (Joint  Meeting  with  Anesthesiology;  Emergency  Medicine) 

2 p.m. 

GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Royal  Ballroom  B.  (Joint  meeting 
with  Family  & General  Practice) 

GENERAL  SESSION  ON  VIOLENCE,  Royal  Ballroom  A 
OPHTHALMOLOGY,  Versailles  Ballroom  (cont'd) 

UROLOGY,  Versailles  Terrace  (cont'd).  (Joint  meeting  with  Obstetrics  & Gynecology) 

MONDAY,  SEPTEMBER  17 

9 a.m.  CHEST  DISEASES,  Versailles  Ballroom 


2 p.m. 

DERMATOLOGY,  Versailles  Terrace,  (Joint  meeting  with  Pediatrics;  School  Health) 
GENERAL  SESSION  ON  THE  KIDNEY,  Royal  Ballroom  A.  (Joint  meeting  with  Internal 
Medicine).  All  day 

NUCLEAR  MEDICINE,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY,  Princess  Room 

GENERAL  SESSION  ON  THE  KIDNEY,  Royal  Ballroom  A (cont’d).  (Joint  meeting  with  Internal 
Medicine) 

NEUROLOGY,  Versailles  Terrace 

OCCUPATIONAL  MEDICINE,  Versailles  Ballroom.  (Joint  meeting  with  Medical  Legal  & 
W.C.) 

PHYSICAL  MEDICINE  & REHABILITATION,  Royal  Ballroom  B 
DIAGLOGUE,  Princess  Ballroom 

A 

w 

SCIENTIFIC  MEETING  ROOMS— Second  Floor 

SCIENTIFIC  & TECHNICAL  EXHIBITS 

Saturday  through  Monday,  9 a.m.  to  5 p.m. 
Albert  Hall,  Lower  Lobby 

CME  CREDITS:  American  Medical  Association  Physician’s  Recognition  Award.  All  of  our  scientific 
meeting  offerings  carry  CME  Category  1 Credit. 


Abstracts  in  Interlingua 


Tamm,  I.:  Agentes  antiviral;  prophylactic  e therapeutic, 
New  York  State  J.  Med.  79:  1001  (Junio)  1979. 

Le  componentes  acido  nucleic  e proteinas  del  virus 
multiplicante  proportiona  scopos  pro  inhibition  selective. 
Ha  essite  trovate  inhibitores  clinic  que,  selectivemente, 
bloque  differente  processos  del  multiplication  (“replica- 
tion”) del  virus  includente  in  le  infection  per  le  virus  del 
influenza  typo  A,  le  synthesis  del  “RNA”  (acido  ribonu- 
cleic) in  le  enterovirus,  le  synthesis  del  proteinas  del  virus 
“pox”  que  es  formate  tardivemente  in  le  infection  per  iste 
virus,  e le  synthesis  del  “DNA”  (acido  deoxyribonucleic) 
del  virus  del  herpes.  Le  interferones  es  glycoproteinas  que 
es  producite  per  le  cellulas  in  responsa  al  infection  viral  e 
al  exposition  al  RNA.  Le  interferones  produce  effectos 
complexe  includente  le  inhibition  del  proliferation  cellulari 
e le  synthesis  del  proteinas  viral;  iste  compostos  ha  dem- 
onstrate un  activitate  therapeutic  in  varie  casos  de  morbos 
neoplastic  e viral  in  le  homine.  Tres  (3)  drogas  ha  essite 
approvate  per  su  uso  clinic  contra  infectiones  per  virus: 
amantadina  per  le  prophylaxis  del  influenza  causate  per 
le  virus  del  typo  A,  15  iodo-2'-deoxyuridina,  e le  9-beta- 
8D-arabinofuranosyladenina  (“Ara-A”)  per  le  tractamento 
del  herpes  oculari,  e del  encephalitis  causate  per  le  virus 
del  herpes  simplex.  Altere  drogas  es  infra  investigation. 

Kadohama,  N.,  Kirdani,  R.  Y.,  Madajewicz,  S.,  Mur- 
phy, G.  P.,  e Sandberg,  A.  A.:  Estramustina;  metabol- 
ismo  e su  mechanismo  possibile  de  actuar  in  le  cancer  del 
prostata,  New  York  State  J.  Med.  79:  1005  (Junio) 
1979. 

Le  typo  metabolic  del  estramustina,  un  mustarda  ni- 
trogenate  del  17-beta-estradiol  (“Leo  275”),  in  le  sanguine 
human  e le  texito  prostatic  esseva  investigate  mediante 
separation  e quantification  del  metabolitos  individual- 
mente.  In  le  patientes  tractate  con  doses  oral  de  es- 
tramustina (Leo  275),  le  metabolitos  principal  esseva  le 
mustarda-estrona  271  (Leo  271)  e le  estramustina  non  al- 
terate.  Le  culturas  del  texito  prostatic  ha  permitite  de- 
monstrar  un  retention  selective  de  estramustina  e de  su 
forma  oxidative;  le  hydrolysis  del  derivative  metabolic  del 
phosphato  de  estramustina  es  rapidemente  facite,  segun 
demonstrate  per  le  liberation  del  steroides  libere.  Iste 
information,  juncto  con  ille  del  litteratura,  ha  essite  usate 
pro  presentar  le  hypothesis  supra  le  possibile  mechanismos 
de  action  del  phosphato  de  estramustina  in  le  carcinoma 
prostatic. 

Siegel,  D.,  Chalon,  J.,  Brown,  A.,  Amirdivani,  M.,  e 
Turndorf,  H.:  T ension  elevate  del  oxygeno  in  rattos 
(muses);  effecto  del  exposition  prolongate  supra  le  systema 
hemopoietic,  New  York  State  J.  Med.  79:  1010  (Junio) 
1979. 

Dece-octo  ( 18)  rattos  albine  esseva  dividite  in  3 gruppos 
equal.  Le  animales  de  un  gruppo  respirava  aer  a 2 at- 
mospheras  absolute  durante  28  a 32  dies;  illes  del  secundo 


gruppo  inhalava  oxygeno  al  42  pro  cento  in  nitrogeno  al 
pression  atmospheric  ambiente  durante  le  mesme  periodo, 
e le  gruppo  tertio  del  animales  actuava  de  controllos.  Le 
exposition  a pressiones  partialmente  elevate  de  oxygeno 
mais  equivalente  a pressiones  ambiental  normal  o elevate 
reduceva  significativemente  su  capacitate  de  mantener  un 
atmosphera  hypobaric.  Le  rattos  exposite  a tensiones 
elevate  de  oxygeno,  es  dicer,  a atmospheras  hyperbaric  o 
enrichecite,  poteva  solmente  tolerar  pressiones  ambiental 
minime  de  271  (±4.6  “torr”)  e 281  (±2.3  “torr”),  respecti- 
vemente,  ante  de  perder  le  conscientia.  Iste  observation 
esseva  significativemente  plus  elevate  que  le  pressiones 
plus  basse  tolerate  per  le  controllos:  205  (±4.6  “torr”),  P 
<0.0005.  Le  rattos  sometite  a tensiones  elevate  de  oxygeno 
habeva  un  significative  reduction  del  conto  sanguine.  Le 
contos  erythrocytic  e leukocytic  esseva,  respectivemente, 
reducite  22  e 44  pro  cento  comparate  con  le  contos  in  le 
controllos.  Le  hemoglobina  esseva  33  pro  cento  plus  basse, 
mais  le  contos  differential  leukocytic  non  esseva  alterate. 
Le  examinationes  del  sectiones  pulmonari  non  revelava 
differente  morphologias  inter  le  animales  experimental  e 
le  controllos.  Le  depression  del  contos  total  erythrocytic 
e leukocytic,  juncto  con  le  reduction  del  contenite  de 
hemoglobina  del  erythrocytos  fortiemente  suggere  le 
disveloppamento  de  un  anemia  deficiente  in  ferro  causate 
per  le  hyperoxia.  Es  iste  anemia,  sin  dubita,  le  que  es 
responsabile  per  le  tolerantia  plus  basse  del  animales  ex- 
perimental sometite  a atmospheras  rareficate. 

Post,  E.  M.,  Sondheimer,  H.  M.,  Kavey,  R.  W.,  e 
Blackman,  M.  S.:  Typos  de  referentias  in  cardiologia 
pediatric,  New  York  State  J.  Med.  79:  1015  (Junio) 

1979. 

Un  analyse  retrospective  de  omne  patientes  viste  in  le 
Clinica  de  Cardiologia  Pediatric,  “Upstate  Medical  Cen- 
ter”, Syracuse,  N.Y.,  durante  1975  esseva  facite  al  final  de 
1977.  De  478  pueros,  un  tertio  (158)  esseva  minor  que  1 
anno  de  etate.  Vinti-un  (21)  pro  cento  esseva  de  1 a 4 
annos,  e 46  pro  cento  esseva  de  5 annos  e plus.  Duo- 
cento-septenta-septe  (277)  (58  pro  cento)  suffreva  de 
morbo  cardiac  significative,  e 20  habeva  murmures  inno- 
cente  (functional)  o morbo  cardiac  minime.  Nonobstante, 
del  pueros  minor  que  1 anno,  viste  primemente,  87  pro 
cento  habeva  morbo  cardiac  de  importantia.  Le  murmures 
functional  esseva  audite  plus  frequentemente  in  pueros 
attendente  al  scola.  Ben  que  habeva  277  patientes  con 
morbo  cardiac  importante,  solmente  7 moreva  intra  le 
periodo  de  studio  de  2 annos,  e 172  non  requireva  cathet- 
erisation o chirurgia  cardiac  durante  iste  tempore.  Le 
studio  del  sito  de  nascentia  del  patiente  referite  suggereva 
que  le  medicos  de  citate  de  magnitude  medie  (como  Utica, 
Rome,  Auburn,  Ithaca  e Binghamton)  habeva  le  plus  ele 
vate  f'requentia  de  pueros  referite  que  habeva  morbos 
cardiac  significative,  surpasante  le  medicos  de  Syracuse  e 
illes  de  citates  plus  parve  e distante  plus  que  50  millias. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Editorial 


Consent  and  medical  treatment  of  minors 


Physicians  should  be  knowledgeable  concerning 
the  rights  of  minors  [to  request  and]  to  consent  to 
medical  or  surgical  treatment,  and  the  prerogative 
of  the  physician  or  surgeon  to  provide  these  services 
in  the  State  of  New  York.  Accessibility  to  health 
services  is  a basic  right  for  all.  If  they  are  denied  or 
made  unavailable  to  minors,  this  may  be  construed 
as  child  neglect  and  conceivably  be  subject  to  legal 
action. 

In  the  State  of  New  York  a minor  is  defined  as 
a person  under  18  years  of  age.  The  fundamental 
statute  regulating  the  ability  to  consent  to  medical 
care  is  section  2504  of  the  Public  Health  Law.  This 
law  states  that  any  person  18  years  of  age  or  older,  or 
any  younger  person  who  is  the  parent  of  a child,  or 
has  married,  may  give  effective  consent  for  medical 
treatment.  The  law  also  declares  that  medical  ser- 
vices may  be  provided  to  individuals  of  any  age 
without  the  consent  of  a parent  or  legal  guardian 
when,  in  the  physician’s  opinion,  a medical  emer- 
gency exists  that  could  result  in  harm  to  the  minor 
if  not  treated  promptly. 

“Emancipated  minors”  are  those  persons  under  18 
years  of  age  who  are  living  away  from  home  and  who 
are  managing  their  own  finances,  whether  as  full 
earners  or  supported  by  parents.  These  also,  by 
common  law,  are  allowed  to  give  effective  consent  for 
medical  or  surgical  treatment. 

In  addition  to  general  medical  and  surgical  treat- 
ment, a very  important  aspect  of  the  issue  of  consent 
of  minors  is  sex-related  health  care.  Statutes,  reg- 
ulations, and  court  decisions  have  declared  that 
mentally  competent  minors  are  legally  permitted  to 
consent  for  treatment  of  venereal  diseases,  for  family 
planning  information,  and  for  contraceptive  devices 
and  methods.  Parental  consent  is  not  required  for 
this  type  of  health  care. 

The  United  States  Supreme  Court  has  ruled  that 


an  unemancipated  minor  may  give  consent  for 
abortion  of  her  pregnancy  without  parental  consent 
or  knowledge. 

The  importance  of  accessibility  to  contraceptive 
information,  devices,  and  methods,  and  even  to 
carefully  evaluated  abortion  can  be  measured  in 
terms  of  avoidance  of  unplanned  children  being 
horn. 

Drug  or  alcohol  abuse  by  minors  is  not  a matter 
involving  their  consent  for  treatment  by  a practicing 
physician  or  a general  clinic.  These  conditions,  when 
they  have  existed  long  enough  or  are  severe  enough 
to  require  medical  treatment,  should  be  managed  in 
inpatient  facilities  or  in  supervised,  government 
approved,  special  clinics. 

With  all  due  respect  and  concern  for  the  rights  of 
minors,  there  are  certain  other  important  consider- 
ations that  deserve  attention.  The  most  important 
of  these  are  the  rights  of  parents  to  protect  their 
children  and  to  promote  their  health  and  welfare. 
There  must  be  very  cogent  reasons  on  the  part  of  a 
minor  for  his  or  her  confidentiality  to  be  respected 
and  maintained.  A physician  must  make  every  effort 
to  convince  the  minor  to  inform  or  to  allow  the  phy- 
sician to  inform  the  parents  of  the  medical  or  surgical 
condition  that  exists.  Another  concern  not  related 
to  health  but  nevertheless  important  is  that  a minor 
treated  with  his  or  her  own  consent  in  accordance 
with  legal  statute  is  responsible  himself  or  herself  for 
payment  of  incurred  fees.  The  parents  cannot  be 
held  liable  if  the  minor  defaults.  Also,  the  same 
issues  involved  with  malpractice  prevail  for  treat- 
ment of  minors  as  with  any  other  patients. 

MARVIN  L.  BLUMBERG,  M.D.,  Chairman 
Committee  on  Child  Abuse 
of  the  Medical  Society  of  the  State  of  New  York 
and 

the  Committee  on  Youth  of  District  II, 
Chapter  2,  American  Academy  of  Pediatrics 
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Isocult® 

The  inexpensive,  in-office  culture  tests  for  Trichomonas  vaginalis,  Candida  (Monilia),  N.  gonorrhoeae 


It's  as  simple  as  swabbing  a specimen  on  the  culture 
media,  inserting  the  color-coded  tube  into  a slot  of  an 
office  incubator  and  reading  results  against  an  identifi- 
cation chart  24  to  48  hours  later. 

All  three  tests  contain  highly  selective  media  that 
give  you  the  right  results,  right  in  your  office.  And 
there  are  also  two  combination  tests  that  let  you  check 
for  N.  gonorrhoeae  and  Candida  or  T.  vaginalis  and 
Candida  simultaneously. 

You  save  time.  You  save  space— the  incubator  is 
no  bigger  than  your  PDR.  And  you  save  money.  You 


can  cover  the  low  cost  of  the  Isocult’  system  and  your 
professional  time  and  still  charge  your  patient  less  than 
the  cost  of  a standard  laboratory  culture. 

There's  an  Isocult'  culture  test  for  Bacteriuria  too. 
It's  reliable,  rapid,  inexpensive  and  easy  to  interpret 
(results  are  available  within  18  to  24  hours). 

'Isocult'  is  available  through  local  distributors, 
nationwide.  To  order  or  for  more  information  call  toll 
free:  (800)  538-1581.  (In  California  call  the  number 
below,  collect.) 
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Antiviral  Agents 

Prophylactic  and  therapeutic 

IGOR  TAMM,  M.D.* 

New  York  City 

Professor  of  Virology,  The  Rockefeller  University;  Senior 
Physician,  The  Rockefeller  University  Hospital 

Viruses  are  essentially  small  packets  of  genes  which 
can  be  transported  from  one  host  organism  to  an- 
other. A virus  may  contain  from  a few  to  over  100 
genes  which  code  for  virus-specific  proteins.  The 
genetic  material  of  viruses  is  DNA  (deoxyribonucleic- 
acid)  or  RNA  (ribonucleic  acid).  In  some  viruses,  the 
nucleic  acid  is  single  stranded,  whereas  in  others  it 
is  double  stranded.  The  genetic  material  is  sur- 
rounded by  a protective  viral  coat  which  serves  as  an 
entry  vehicle  when  the  virus  invades  its  particular 
host  cells.  The  proteins  of  the  viral  coat  can  evoke 
an  immune  response  on  the  part  of  the  host  organism. 
More  than  400  different  antigenic  type*?  of  viruses  are 
known  to  infect  man.  These  agents  fall  into  at  least 
17  major  groups  of  viruses  with  distinctive  structural 
features  and  chemical  properties. 

In  the  course  of  viral  multiplication  the  viral  nu- 
cleic acid  is  freed  of  its  coat,  is  replicated,  and  directs 
the  host  cell  to  make  viral  proteins.  Depending  on 
the  structure  and  functional  properties  of  the  viral 
nucleic  acid,  different  viruses  use  different  molecular 
I strategies  for  reproduction,  as  is  summarized  in 
Figure  1.  Of  special  interest  is  the  fact  that  several 
viruses  have  genes  which  direct  the  synthesis  of 
virus-specific  enzymes  that  function  in  the  tran- 
i scription  or  replication  of  viral  nucleic  acid. 

Although  the  viral  genes  and  viral  proteins  are 
generally  foreign  to  cells,  the  genes  of  some  viruses 
are  incorporated  in  the  chromosomes  of  the  host  cell, 

1 thus  becoming  part  of  the  genetic  apparatus  of  the 
cell. 

Selective  chemical  inhibition 
of  viral  multiplication 

The  nucleic  acid  species  and  the  proteins  of  a 

Presented  at  the  172nd  Annual  Meeting  of  the  Medical  Society 
i of  the  State  of  New  York,  New  York  City,  General  Sessions, 
Wednesday,  October  25,  1978. 
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The  nucleic  acid  species  and  the  proteins  of  a repli- 
cating virus  provide  targets  for  selective  inhibition. 
Chemical  inhibitors  have  been  found  which  selec- 
tively block  different  processes  in  viral  replication, 
including  establishment  of  influenza  type  A virus 
infection,  synthesis  of  enterovirus  RNA  ( ribonucleic 
acid),  synthesis  of  poxvirus  proteins  made  late  in 
infection,  and  synthesis  of  herpesvirus  DNA  {deox- 
yribonucleic acid).  Interferons  are  glycoproteins 
that  are  produced  by  cells  in  response  to  viral  infec- 
tion and  exposure  to  double-stranded  RNA.  Inter- 
ferons have  complex  effects  which  include  inhibition 
of  cellular  proliferation  and  of  viral  protein  synthesis. 
They  have  shown  therapeutic  activity  in  a number 
of  neoplastic  and  viral  diseases  in  man.  Three  drugs 
have  been  licensed  so  far  for  clinical  use  against  viral 
infections:  amantadine  for  prophylaxis  of  influenza 
caused  by  type  A virus;  IDU  (o-iodo-2' -deoxyuridine) 
and  Ara-A  (9-beta-D-arabinofuranosyladenine)  for 
therapy  of  ocular  herpes;  and  Ara-A  for  therapy  of 
herpes  simplex  encephalitis.  Additional  drugs  are 
under  investigation. 


replicating  virus  are  virus-specific  and  therefore 
provide  targets  for  selective  inhibition.  Once  these 
virus-specific  macromolecules  have  been  isolated  and 
their  structures  completely  characterized,  it  may  be 
possible  to  design  and  synthesize  small-molecular 
inhibitors  that  would  recognize  specific  reactive  sites 
on  such  target  molecules.  The  advances  that  have 
recently  occurred  in  studies  of  nucleic  acid  and  pro- 
tein structure  have  great  potential  significance  for 
the  development  of  antiviral  drugs.  So  far,  however, 
discoveries  of  selective  viral  inhibitors  have  come 
about  mainly  through  educated  guesses  as  to  the 
types  of  compounds  that  might  have  virus-inhibitory 
activity,  followed  by  improvements  through  analysis 
of  structure-activity  relationships.  Some  selective 
inhibitors  have  been  discovered  through  large-scale 
screening  of  diverse  compounds. 

It  is  noteworthy  that  a number  of  the  known  se- 
lective virus  inhibitors  are  6-membered-5-membered 
bicyclic  structures,  such  as  2-(alpha-hydroxyben- 
zyl) -benzimidazole,  an  inhibitor  of  picornaviruses, 
and  isatin  beta-thiosemicarbazone,  an  inhibitor  of 
poxviruses.  Certain  very  simple  compounds  also 
possess  selective  virus-inhibitory  activity,  including 
guanidine  hydrochloride,  which  inhibits  picornavi- 
ruses, and  phosphonoacetic  acid,  which  inhibits 
herpesviruses.  Nucleoside  analogs  very  clearly 
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Virus  adsorption  to  cells 
Penetration 
Uncoating 

Transcription  of  the  viral  genome  (DNA  or  RNA)  into 
VIRAL  mRNA  BY  VIRUS-ASSOCIATED  OR  HOST  CELL  RNA  POLYMERASE;  OR 

TRANSCRIPTION  OF  THE  VIRAL  GENOME  (RNA)  INTO  DNA  BY 
VIRUS-ASSOCIATED  DNA  POLYMERASE;  INTEGRATION  OF  THE  DNA  INTO 
THE  HOST  CELL  GENOME  AND  TRANSCRIPTION  INTO  VIRAL  mRNA;  OR 

VIRAL  GENOME  RNA  CAN  ITSELF  FUNCTION  AS  mRNA. 

Translation  of  viral  mRNA  into  virus-specified  proteins. 

Replication  of  the  viral  genome  by  viral  and  in  some 

CASES  HOST  CELL  ENZYMES. 

Additional  viral  transcription  and  translation. 

Viral  morphogenesis 
Release  from  cells 

Note:  The  presumed  hepatitis  B virus  particle  contains  DNA  (two-thirds 

double-stranded  and  one-third  single-stranded)  and  a DNA  polymerase 
which  apparently  converts  the  single-stranded  regions  of  DNA  to 
double-stranded  DNA. 

FIGURE  1.  Steps  in  viral  replication. 

constitute  an  important  class  of  compounds  among 
which  selective  inhibitors  can  be  found  such  as  9- 
beta-D-arabinofuranosyladenine  and  9-(2-hydrox- 
yethoxymethyl) -guanine,  both  of  which  inhibit 
herpesviruses. 

Virus-selective  action  is  characterized  by  two  main 
features:  (1)  the  multiplication  of  only  certain  vi- 
ruses is  affected;  and  (2)  cellular  biosynthesis, 
structure,  growth,  and  division  are  not  affected  at 
virus-inhibitory  concentrations.  If  drug-resistant 
or  drug-dependent  mutants  can  be  found,  that  con- 
stitutes strong  evidence  that  the  target  for  the  in- 
hibitor may  be  a virus-specific  molecule.  Selective 
inhibitors  of  viral  multiplication  do  not  inactivate 
virus  particles.  They  affect  specific  steps  or  pro- 
cesses in  viral  multiplication,  and  their  action  is 
commonly  reversible. 

1-Adamantanamine,  or  amantadine.  The  ac- 
tion of  amantadine,  a tricyclic  symmetric  amine,  is 
to  block  the  penetration  and  possibly  uncoating  of 
influenza  type  A viruses.  Once  viral  biosynthesis  has 
started,  the  compound  has  no  effect  on  viral  multi- 
plication. Amantadine  sensitivity  appears  to  reside 
in  the  M (membrane)  protein  of  the  virus,  as  deter- 
mined by  genetic  analysis. 

HBB  (2-(alpha-hydroxy benzyl) -benzimid- 
azole) and  guanidine  hydrochloride.  HBB  and 
guanidine  inhibit  the  replication  of  the  RNA  of  many 
but  not  all  picornaviruses  without  inhibiting  the 
synthesis  of  viral  proteins.  In  the  course  of  the 
replication  of  the  single-stranded  viral  RNA  there  is 
first  transcribed  a complementary  minus-strand 
RNA  from  the  viral  plus-strand  RNA.  The  com- 
plementary minus-strand  RNA  in  turn  functions  as 
a template  in  the  synthesis  of  new  plus-strand  viral 
RNA.  HBB  and  guanidine  specifically  inhibit  the 
synthesis  of  the  plus-strand  viral  RNA.  Genetic 
evidence,  obtained  with  poliovirus  mutants,  shows 


that  the  guanidine  locus  is  in  the  coat  protein  region 
of  the  viral  genome.  Biochemical  changes  due  to  a 
direct  action  of  guanidine  have  been  detected  in  the 
large  precursor  protein  from  which  viral  coat  poly- 
peptides are  derived  through  cleavages.  Thus,  the 
possibility  arises  that  viral  RNA  replication  is  de- 
pendent on  the  functional  integrity  of  the  coat  pro- 
tein precursor.  The  continued  initiation  of  new  viral 
RNA  chains  may  require  that  the  chains  which  have 
reached  full  length  interact  with  capsid  precursor 
protein  and  thereby  gain  release  from  the  replication 
complex. 

IBT  (isatin  beta-thiosemicarbazone).  IBT  has 

no  effect  on  the  transcription  of  viral  mRNA  (mes-  j 
senger  RNA)  species  from  the  poxvirus  DNA  tem- 
plate or  on  the  replication  of  viral  DNA.  Its  action 
is  restricted  to  the  process  of  translation  of  a class  of 
viral  mRNAs  which  are  translated  late  in  infection, 
that  is,  after  viral  DNA  replication.  In  drug-treated 
cells  the  synthesis  of  the  late  proteins  begins  at  the 
normal  time,  but  then  declines  rapidly  as  the  func- 
tional half-life  of  late  viral  mRNA  is  markedly  re- 
duced and  the  polysomes  containing  late  viral  mRNA 
dissociate.  The  occurrence  of  viral  mutants  with 
altered  response  strongly  suggests  that  the  effect  of 
IBT  is  mediated  through  a virus-coded  macromole- 
cule, probably  a polypeptide;  however,  this  molecule 
has  not  been  identified. 

Ara-A  (9-beta-D-arabinofuranosyladenine). 

Ara-A  inhibits  the  multiplication  of  herpesviruses, 
but  has  little  or  no  effect  on  adeno-  or  papovaviruses 
or  on  most  of  the  RNA-containing  viruses.  Treat- 
ment of  cells  with  ara-A  reveals  that  herpesvirus 
DNA  replication  is  much  more  sensitive  to  inhibition 
than  is  cellular  DNA  replication.  However,  even  at 
relatively  low  concentrations  of  ara-A  there  is  a delay 
in  the  replication  of  cellular  DNA.  The  extent  to 
which  ara-A  is  phosphorylated  and  incorporated  into 
polynucleotides  in  mammalian  cells  is  open  to 
question.  Under  conditions  of  in  vitro  assay,  the 
herpesvirus  DNA  polymerase  is  much  more  sensitive 
to  inhibition  by  the  phosphorylated  form,  ara-ATP 
(adenine  arabinoside  triphosphate)  of  ara-A  than  are 
the  cellular  DNA  polymerases  alpha  and  beta. 

Cells  rapidly  deaminate  ara-A  to  ara-hypoxan- 
thine,  which  is  much  less  active  than  the  parent 
compound  in  inhibiting  herpesvirus  multiplication.  < 
The  antiviral  activity  of  ara-A  can  be  enhanced  sev- 
eralfold with  deaminase  inhibitors,  such  as  co-  i 
formycin  and  covidarabine,  which  block  this  con- 
version. 

AIU  or  AldUrd  (5-iodo-5'-amino-2',5'-di- 
deoxyuridine)  and  acyloguanosine  or  acyclo-Guo 
(9-(2-hydroxyethoxymethyl)guanine).  AIU  and 
acycloguanosine  inhibit  herpesvirus  multiplication 
only  after  phosphorylation  in  the  infected  cells  by  j 
herpesvirus  thymidine  kinase.  Cellular  kinases  do 
not  phosphorylate  these  compounds,  and  thus  they 
do  not  occur  in  active  form  in  uninfected  cells.  The 
inhibition  of  DNA  synthesis  in  infected  cells  is  based 
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on  the  fact  that  the  phosphorylated  form  of  acyclo- 
guanosine  has  a selective  inhibitory  effect  on  her- 
pesvirus DNA  polymerase  and  that  AIU  in  the 
phosphorylated  form  is  incorporated  into  DNA. 
These  compounds  provide  examples  of  a novel  ap- 
proach to  achieving  selective  inhibition  of  herpesvi- 
rus multiplication.  Of  the  two  drugs,  acyclogua- 
nosine  offers  particular  promise  because  of  high  ac- 
tivity. 

Interferons 

Interferons  are  cellular  glycoproteins  which  are 
produced  in  response  to  virus  infection  as  well  as  in 
response  to  exposure  to  double-stranded  RNA  and 
other  agents.  Interferons  play  a role  in  the  defense 
of  the  host  against  a wide  variety  of  viral  infections. 
However,  interferons  inhibit  not  only  viral  multi- 
plication but  also  cell  proliferation.  They  have 
complex  effects  on  the  plasma  membrane  of  cells  and 
on  cytoplasmic  fibers.  Interferons  are  capable  of 
inducing  the  production  of  specific  enzymes  in  cells 
and  of  modulating  the  immune  response.  The 
translation  of  viral  mRNAs  is  markedly  inhibited  in 
interferon-treated  cells.  There  is  also  evidence  that 
certain  tumor  cells  are  more  sensitive  to  the  an- 
tiproliferative action  of  interferons  than  normal 
cells. 

Interferons  show  species  specificity  in  their  anti- 
viral and  anticellular  effects.  This  means  that  in- 
terferons for  use  in  human  beings  must  he  produced 
in  human  cells.  This  can  be  done  in  leukocytes  ob- 
tained from  blood  donors  and  in  cultures  of  human 
fibroblasts  and  lymphoblastoid  cell  lines. 

Chemoprophylaxis  and  chemotherapy 
of  viral  infections 

Licensed  drugs.  So  far  only  three  drugs  have 
been  licensed  for  clinical  use:  amantadine  for  pro- 
phylaxis of  influenza  caused  by  type  A virus;  IDU 
(idoxuridine)  and  ara-A  for  therapy  of  ocular  herpes; 
and  ara-A  for  therapy  of  herpes  simplex  encepha- 
litis. 

In  double-blind  studies  in  man,  amantadine  has 
afforded  at  least  50  percent  protection  against  in- 
fluenza A attacks,  whether  naturally  acquired  or 
through  intranasal  challenge.  However,  in  clinical 
practice  amantadine  has  to  be  given  to  a rather  large 
number  of  people  for  a substantial  period  to  signifi- 
i cantly  reduce  the  incidence  of  influenza  because  of 
the  difficulty  in  predicting  the  occurrence  of  cases. 
This  has  drawbacks.  Amantadine  may  bejaseful  in 
well-defined  outbreaks,  especially  for  high-risk 
populations.  It  could  be  highly  important  in  case  of 
an  outbreak  of  influenza  against  which  the  popula- 
tion lacks  immunity. 

IDU  is  useful  in  the  treatment  of  ocular  herpes,  but 
it  has  a low  therapeutic  index  since  it  is  not  a selective 
inhibitor  of  herpesvirus  multiplication.  IDU  causes 
marked  inhibition  of  cellular  DNA  replication  at 
concentrations  that  are  inhibitory  for  the  virus.  Its 


effectiveness  in  the  local  treatment  of  herpes  keratitis 
is  conditioned  on  the  fact  that  in  the  infected  corneal 
cells  there  is  rapid  and  sustained  synthesis  of  viral 
DNA,  whereas  the  corneal  cells  themselves  constitute 
a population  of  largely  nondividing  cells.  IDU  is 
totally  unsuited  for  systemic  administration. 

Ara-A  causes  less  toxicity  locally  than  IDU,  and 
ara-A  is  suited  for  systemic  administration  as  well. 
Ara-A  has  been  used  in  a clinical  trial  for  treatment 
of  herpes  encephalitis  and  has  shown  clear  thera- 
peutic effectiveness.  In  the  randomized  double- 
blind controlled  study  of  proved  cases  of  herpes  en- 
cephalitis, ara-A  treatment  reduced  the  mortality 
rate  from  70  percent,  7 of  10,  in  placebo  recipients  to 
28  percent,  5 of  18,  in  drug  recipients  (P  = 0.03).  In 
an  expanded  study,  in  which  for  ethical  reasons  the 
blind  study  was  abandoned,  the  mortality  rate  re- 
mained 28  percent,  that  is,  7 of  25.  The  level  of 
consciousness  at  the  time  of  institution  of  therapy 
was  the  major  determinant  of  outcome. 

Clinical  trials  of  interferons  in  viral 
infections  and  neoplastic  diseases 

Interferons  are  generally  well  tolerated,  and  no 
serious  irreversible  complications  have  ensued  from 
long-term  administration.  Largest  experience  has 
so  far  been  obtained  with  interferon  prepared  in 
leukocytes.  Interferon  can  be  administered  subcu- 
taneously or  intramuscularly  as  well  as  used  locally, 
such  as  in  the  eye  or  the  respiratory  tract.  So  far  no 
evidence  has  been  obtained  that  human  interferon 
is  immunogenic  in  man.  On  systemic  administration 
of  purified  interferon  preparations  at  high  dose  lev- 
els, 500,000  units  per  kilogram  per  day,  some  side- 
effects  are  observed,  including  fever,  malaise,  and 
fatigue.  Reversible  depression  of  bone  marrow  has 
also  been  observed,  particularly  in  patients  with 
chronic  active  hepatitis  and  in  cancer  patients  re- 
ceiving immunosuppressive  treatment.  It  is  not 
known  whether  these  side-effects  are  due  to  the  in- 
terferon molecule  itself  or  to  impurities  in  the  in- 
terferon preparations. 

Chronic  active  hepatitis  due  to  hepatitis  B 
virus.  Clinical  investigation  of  the  efficacy  of  in- 
terferon in  the  treatment  of  chronic  active  hepatitis 
B virus  infection  is  greatly  aided  by  the  availability 
of  chemical  and  immunologic  indices  of  infection. 
Parenteral  administration  of  human  leukocyte  or 
fibroblast  interferon  at  a dosage  level  of  0.5  to  10 
million  units  per  patient  per  day  causes  a rapid  and 
reproducible  fall  in  all  Dane-particle  markers  in 
serum.  Following  interferon  administration,  there 
is  a decrease  in  the  levels  of  Dane-particle-associated 
DNA  polymerase  and  DNA  as  well  as  HBc  (hepatitis 
B core)  antigen  and  HBc  antibody.  If  treatment  is 
stopped  in  10  days  or  less,  the  virologic  markers  re- 
turn to  their  original  high  levels.  Long-term  therapy 
results  in  a fall  of  HBs  (heoatitis  B surface)  antigen 
level  in  the  serum  of  some,  but  not  all  patients.  The 
patients  who  respond  best  show'  complete  elimination 
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of  all  virologic  markers  after  four  to  five  months  of 
therapy,  and  the  markers  remain  undetectable  after 
termination  of  treatment. 

Herpes  zoster  in  immunosuppressed  patients 
with  cancer.  Interferon  treatment  begun  at  the 
earliest  opportunity  after  appearance  of  herpes  zoster 
reduces  cutaneous  dissemination.  Patients  treated 
at  the  dose  level  of  30  million  units  per  day  show  a 
reduction  in  the  number  of  days  during  which  new 
vesicles  are  formed,  a trend  toward  less  acute  pain, 
diminished  severity  of  postherpetic  neuralgia,  and 
a reduced  incidence  of  visceral  complications. 

Osteosarcoma.  Leukocyte  interferon  has  shown 
a promising  effect  in  the  treatment  of  osteosarcoma 
when  given  at  a dose  level  of  3 million  units  per  day 
for  18  months,  and  when  an  operation,  that  is,  exar- 
ticulation, amputation,  or  resection,  is  performed 
during  the  first  month  of  treatment.  In  the  series  of 
28  patients  treated  at  the  Karolinska  Hospital  in 
Stockholm,  64  percent  were  free  of  metastases  and 
73  percent  were  surviving  after  2.5  years,  compared 
with  30  and  35  percent,  respectively,  in  the  concur- 
rent control  group  collected  from  other  Swedish 
hospitals.  This  study  is  being  expanded.  As  a by- 
product of  this  and  related  studies  it  has  been  ob- 
served that  interferon-treated  patients  with  neo- 
plastic disease  rarely  contract  acute  viral  infec- 
tions. 

Conclusion 

Work  in  the  field  of  antiviral  agents  has  progressed 
through  several  phases:  first,  the  realization  that 
selective  inhibition  of  viruses  is  possible;  then,  the 
discovery  of  selective  inhibitors  and  the  demon- 


stration of  selective  inhibition  of  virus  multiplication 
in  cell  culture  systems;  and  finally,  the  establishment 
of  the  prophylactic  and  therapeutic  effectiveness  of 
a number  of  agents  in  man. 

The  search  for  additional  virus  inhibitors  should 
be  helped  by  expanding  knowledge  of  the  structure 
and  reactive  properties  of  viral  nucleic  acids  and 
proteins,  as  well  as  by  understanding  the  molecular 
mechanisms  of  action  of  selective  inhibitors. 

In  the  development  of  new  drugs,  it  is  essential  to 
subject  any  agents  that  show  promise  to  extensive 
studies  of  efficacy  and  safety  in  animal  models  of 
disease.  Pharmacologic  factors  are  as  important  as 
intrinsic  antiviral  activity  in  determining  the  ulti-  j 
mate  usefulness  of  a drug. 
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Estramustine 

Metabolic  pattern  and  possible 
mechanisms  for  its  action  in 
prostate  cancer* 


The  metabolic  pattern  of  estramustine,  a nitrogen 
mustard  of  estradiol- 17-beta  (Leo  275),  in  human 
blood  and  prostatic  tissue  was  investigated  by  sepa- 
ration and  quantification  of  the  individual  metabo- 
lites. In  patients  receiving  oral  doses  of  estramust- 
ine, the  principal  metabolites  were  271  estrone- 
mustard  (Leo  271)  and  unchanged  estramustine. 
Organ  culture  of  prostatic  tissue  has  shown  that  there 
is  selective  retention  of  estramustine  and  its  oxida- 
tive form,  and  hydrolysis  of  these  metabolic  deriva- 
tives of  estramustine  phosphate  is  readily  accom- 
plished, as  evidenced  by  the  release  of  the  free  ste- 
roids. 'These  data,  taken  together  with  those  in  the 
literature,  have  been  used  in  presenting  a hypothesis 
regarding  the  possible  mechanisms  of  action  of  es- 
tramustine phosphate  in  prostatic  cancer. 
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Estramustine  phosphate  (Estracyt),  a nitrogen 
mustard  derivative  of  E2  (estradiol-  17-beta),  as  a 
form  of  therapy  for  cancer  of  the  prostate,  has  re- 
ceived both  encouraging1-4  and  suspended  judg- 
ments.5 Others  have  acknowledged  the  efficacy  of 
the  drug,  but  questioned  its  selective  cytostatic  action 
distinct  from  a hormonal  effect  resulting  from  its  E2 
moiety.6 

Metabolic  studies  in  human  beings  have  demon- 
strated that  most  of  the  estramustine  phosphate  in 
general  circulation  is  in  the  form  of  its  dephosphor- 
ylated  derivative,  estramustine,7  indicating  that 
there  w'as  an  insignificant  amount  of  hydrolysis  of  the 
steroid-carbamate  ester  bond.  Human  prostate, 
including  cancerous  tissue,  was  shown  to  be  capable 
of  splitting  the  estramustine  molecule  into  free  E2 
and  the  alkylating  mustard,  thus  explaining,  in  part, 
the  effectiveness  of  the  drug  in  the  treatment  of 
prostatic  cancer.8 

The  present  report  is  concerned  with  the  question 
as  to  why  there  are  relatively  minimal  estrogenic 
and/or  toxic  effects  produced  in  the  human  being  by 
estramustine  phosphate.  In  addition,  we  present 
results  of  some  organ  culture  experiments  with 
human  prostatic  tissue  that  are  strongly  compatible 
with  a cytotoxic  action  of  the  drug  in  prostatic  car- 

* Supported  in  part  by  Grant  CA- 15436,  awarded  by  the  Na- 
tional Cancer  Institute,  U.S.  Department  of  Health,  Education, 
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cinoma.  Furthermore,  we  would  like  to  present  our 
concepts  regarding  the  possible  mechanisms  by 
which  estramustine  phosphate  operates  in  cancer  of 
the  prostate. 

Materials  and  methods 

The  investigation  of  in  vivo  metabolites  was  per- 
formed on  two  patients  with  prostatic  carcinoma: 
one  62  years  of  age  who  was  on  estramustine  phos- 
phate therapy  for  two  months,  and  another  who  had 
not  received  estramustine  phosphate  but  was 
undergoing  treatment  with  a platinum  compound. 
The  former  was  receiving  1,260  mg.  per  day  of  es- 
tramustine phosphate,  that  is,  420-mg.  capsules  three 
times  a day  orally.  He  was  given  1 mCi.  of  es- 
tramustine (3Leo-275),  with  the  label  at  six  and  seven 
positions  of  the  E2  molecule,  specific  activity  59  Ci. 
per  millimole.  The  latter  received  250  microcuries 
of  :!H  (tritium),  14C  (radioactive  isotope  of  carbon)- 
estramustine:  3H  at  2, 4, 6,  7, 16,  and  17  positions  of 
E2,  specific  activity  44  microcuries  per  millimole;  14C 
in  the  carbamate  C atom,  specific  activity  7 micro- 
curies per  millimole,  by  intravenous  injection  in  one 
experiment  and  orally  in  another  a week  later.  The 
doubly  labeled  estramustine  was  synthesized  and 
made  available  to  us  by  AB  Leo,  Helsingborg,  Swe- 
den. The  singly-labeled  drug  was  obtained  through 
the  courtesy  of  Hoffmann-LaRoche,  Nutley,  New 
Jersey. 

Blood  samples  were  drawn  from  each  patient  at 
one-half  hour  and  five  hours  after  administration  of 
the  radioactive  estramustine.  Plasma  samples  were 
diluted  five  times  with  saline,  and  the  metabolites 
were  extracted  with  ethyl  acetate  and  analyzed  by 
TLC  (thin  layer  chromatography).  The  methods 
used  were  similar  to  those  previously  described.7-9 
Cells  and  protein  precipitates  from  plasma  contained 
insignificant  amounts  of  radioactivity,  0.2  to  0.3  and 
1.5  to  3.3  percent,  respectively.  Four  extractions 
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FIGURE  1.  TLC.  (A)  Separation  of  plasma  extracts  from 
second  patient  following  intravenous  and  oral  administrations 
of  3H,  14C-estramustine;  3H  was  in  steroid  molecule  and  14C 
in  carbamate.  Open  bar  represents  3H  radioactivity;  closed 
bar  is  14C.  (B)  Profiles  of  metabolites  of  3H-estramustine 
extracted  from  explant  tissues  and  media  removed  from 
organ  culture  at  4,  1 2,  and  30  hours.  Fraction  3,  E2;  fraction 
4,  estramustine;  fraction  5,  E^  fraction  6,  oxidative  es- 
tramustine. 


with  5 volumes  of  ethyl  acetate  yielded  radioactivity 
in  the  organic  phase  ranging  from  36  to  49  percent  of 
the  radioactivity  in  the  plasma.  The  extractions 
were  performed  at  neutral  pH  (hydrogen  ion  con- 
centration). Even  though  adjustment  to  pH  3 gave 
slightly  higher  recoveries,  samples  extracted  at 
neutral  pH  contained  less  extraneous  materials 
which  interfered  with  the  chromatographic  separa- 
tions. 

TLC  on  silica  gel  GF,  250  microns,*  using  meth- 
ylene chloride-ether,  6:1,  as  the  solvent  phase  gave 
separation  with  the  following  Rf  values:  E2-0.63, 
estramustine-0.74,  Ei  (estrone)-0.83,  and  oxidative 
estramustine  (Leo  271)-0.93.  The  identity  of  each 
metabolite  was  verified  by  successive  recrystalliza- 
tions to  constant  specific  activity  after  addition  of 
authentic  “cold”  material. 

In  vitro  metabolism  in  prostatic  tissue  was  studied 
using  organ  culture  as  described  previously.8  BPH 
(benign  prostatic  hypertrophic)  tissue  for  this  ex- 
periment was  a piece  of  normal  prostate  obtained 
from  a patient  aged  65  who  underwent  surgery  for 
cancer  of  the  bladder.  From  45  to  50  explants,  1.5 
to  2 mm.3  in  size,  on  siliconized  lens  paper  rafts  were 
exposed  to  Medium  199  containing  0.5  micromole 
testosterone  and  23.7  micromoles  3H-estramustine. 
Two  such  dishes  were  prepared  for  duplicate  deter- 
minations. From  each  dish,  15  or  16  explants  with 
a combined  weight  of  26  to  29  mg.  were  removed  after 
4,  12,  and  30  hours  for  extraction  and  quantitation 
of  the  labeled  metabolites.  At  the  same  time,  5 ml. 
of  the  medium  were  removed  from  each  dish  and 
processed  in  the  same  manner.  One  dish  contained 
tissueless  medium  and  was  incubated  for  30  hours  as 
a control.  Other  conditions  and  procedures,  in- 
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eluding  the  extraction  of  the  steroids  from  the  tissues 
and  media,  were  as  reported  previously.8 

Results 

Analyses  of  plasma.  Because  of  differences  in 
the  rate  of  absorption  and  initial  circulating  levels  of 
estramustine  phosphate  following  intravenous  and 
oral  administrations,  possible  differences  in  the  blood 
levels  of  the  individual  metabolites  were  investigated. 
Figure  1A  shows  TLC  analyses  of  plasma  extracts 
from  the  second  patient  mentioned,  who  received 
doubly  labeled  estramustine  by  intravenous  and  oral 
routes,  that  is,  two  experiments  one  week  apart. 
Blood  samples  were  obtained  after  one-half  hour  and 
five  hours.  After  intravenous  administration,  the 
plasma  levels  of  radioactivity  were  relatively  high  and 
fell  to  about  40  percent  by  five  hours.  There  were 
roughly  equal  amounts,  on  a molar  basis,  of  un- 
changed estramustine  and  free  E2,  as  well  as  their 
respective  oxidation  products,  oxidative  estramust- 
ine and  Ei.  In  contrast,  there  was  little  difference 
in  the  levels  of  total  radioactivity  at  one-half  hour 
and  five  hours  after  oral  administration,  and  the 
predominant  metabolite  was  oxidative  estramustine. 
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TABLE  I.  Metabolites  of  estramustine  in  blood  following 
intravenous  and  oral  administration* 

f — Nanograms  per  100  ml.  Blood — \ 
^Intravenous  f Oral ■>, 


One- 

Five 

One- 

Five 

Metabolite 

half  Hour 

Hours 

half  Houi 

r Hours 

E> 

28.5 

10.9 

12.4 

8.4 

Estramustine 

46.2 

18.7 

20 

17.4 

E, 

17.8 

10.5 

13.6 

11.5 

Oxidative  estramustine 

32.5 

12. s 

64.1 

72.5 

* Alter  administration  of  1.17  mg.  of  3H.  l4C-estramustine  to  second 
patient  via  intravenous  or  oral  route. 


A more  detailed  analysis  of  the  metabolites  is  pre- 
sented in  Table  I.  Oxidative  estramustine  accounted 
for  51  percent  of  the  total  molar  concentration  of  the 
metabolites  at  one-half  hour  after  oral  administration 
and  59  percent  at  five  hours.  Corresponding  values 
for  Ej  were  15  percent,  that  is,  12.4  ng.  per  100  ml. 
blood,  and  11  percent,  that  is,  8.4  ng.  per  100  ml. 
After  intravenous  administration,  E2  comprised  30 
percent,  or  28.5  ng.  per  100  ml.,  and  26  percent,  or 
10.9  ng.  per  100  ml.  of  the  total  molar  concentration 
of  the  metabolites  at  one-half  hour  and  five  hours, 
respectively. 

Since  the  aforementioned  data  were  obtained  from 
a patient  who  was  not  on  estramustine  phosphate 
therapy,  a similar  determination  was  done  on  the  first 
patient  mentioned,  who  was  receiving  420  mg.  of  es- 
tramustine phosphate  three  times  a day.  The  results 
are  presented  in  Table  II.  Again,  the  oxidative  es- 
tramustine was  present  in  the  highest  concentration, 
2.29  micrograms  per  100  ml.  blood  at  one-half  hour 
and  2.17  micrograms  per  100  ml.  at  five  hours.  The 
combined  molar  concentration  of  oxidative  es- 
tramustine and  unchanged  estramustine  accounted 
for  83  and  64  percent  of  the  total  metabolites  at 
one-half  hour  and  five  hours,  respectively.  The  E2 
concentration  was  53  ng.  per  100  ml.  at  one-half  hour 
and  131  ng.  per  100  ml.  at  five  hours.  These  values 
corresponded  to  2.5  percent  of  the  total  metabolite 
concentration  at  one-half  hour  and  4.5  percent  at  five 
hours.  On  the  other  hand,  the  E!  concentration  was 
14  percent  of  the  total  molar  concentration  at  one- 
half  hour  and  rose  to  31  percent  at  five  hours. 

In  vitro  metabolism.  As  a follow-up  to  our  pre- 
vious demonstration  of  the  capacity  of  the  human 
prostate  to  split  the  estramustine  phosphate  mole- 
cule into  its  constituents,  E2  and  nitrogen  mustard 
or  carbamate,  a time  course  of  hydrolysis  of  es- 
tramustine, initially  the  major  circulating  metabolite 
after  dephosphorylation  of  estramustine  phosphate, 
was  investigated. 

Explants  derived  from  human  prostate  were 
maintained  in  organ  culture  in  the  presence  of  3H- 
labeled  estramustine.  The  tissues  and  their  media 
were  separately  extracted  and  analyzed  by  TLC  (Fig. 
IB).  The  labeled  estramustine  added  to  just  organ 
culture  medium,  that  is,  tissueless  medium  which 
served  as  a control,  remained  unchanged;  these  data 


TABLE  II.  Blood  levels  of  metabolites  of  estramustine  in 
patient  undergoing  estramustine  phosphate  treatment* 


Metabolite 

f Nanograms  per  100  ml.  Bloody 
One-half  Hour  Five  Hours 

E*2 

53 

171 

Estramustine 

423 

880 

E, 

288 

911 

Oxidative  estramustine 

2,295 

2,177 

' After  oral  administration  of  8.8  micrograms  of 'H  estramustine  to  first 
patient  on  estramustine  phosphate  therapy,  420  mg.  of  estramustine 
phosphate  three  times  a day;  he  received  his  last  dose  about  12  hours  prior 
to  experiment  with  labeled  drug.  Values  have  been  corrected  for  specific 
activity  with  respect  to  therapeutic  dose  of  estramustine  phosphate  given 
to  patient. 

are  not  shown.  The  amount  of  uptake  of  radioac- 
tivity by  the  explants  were  4.4  to  9.2  percent  at  4 
hours,  14.4  to  24.5  percent  at  12  hours,  and  20.3  to 
31.3  percent  at  30  hours.  The  averages  of  these 
values  were  equivalent  to  91  pg.  per  30  mg.  tissue  at 
4 hours,  196  pg.  per  30  mg.  at  12  hours,  and  338  pg. 
per  30  mg.  at  30  hours. 

Only  unchanged  estramustine  and  free  E2,  along 
with  a trace  of  free  Ej,  were  present  in  the  media  in 
detectable  amounts.  There  was  a progressive  in- 
crease in  the  amount  of  E2:  9.6  percent  of  the  ra- 
dioactivity at  4 hours;  1 1.4  percent  at  12  hours;  and 
15.5  percent  at  30  hours.  On  the  other  hand,  the 
explant  tissues  showed  a corresponding  decrease  in 
E2  content  with  time.  A similar  relationship  was 
seen  for  Ej.  In  addition  to  the  predominantly  un- 
changed estramustine  taken  up  by  the  explants, 
noteworthy  was  the  progressive  increase  in  the 
amount  of  oxidative  estramustine  in  the  tissues,  that 
is,  3 percent  at  4 hours,  4.4  percent  at  12  hours,  and 
13.1  percent  at  30  hours,  which  was  not  released  into 
the  media. 

Comment 

Estramustine  phosphate  has  been  used  in  the 
treatment  of  cancer  of  the  prostate  with  varying  de- 
grees of  success.  In  patients  who  fail  or  cease  to  re- 
spond to  conventional  endocrine  therapy,  the  efficacy 
of  the  drug  is  undeniable.2-4 

While  there  was  little  difference  in  the  clinical  ef- 
fectiveness of  estramustine  phosphate  administered 
by  the  intravenous  or  oral  routes,10  metabolic  studies 
showed  that  estramustine  phosphate  given  to  pa- 
tients intravenously  is  rapidly  eliminated  whereas  the 
drug  taken  in  oral  doses,  while  absorbed  more  slowly, 
remained  longer  in  circulation  at  a more  constant 
level.7 

Results  of  the  present  investigation  have  revealed 
differences  in  the  metabolic  rate  and  pattern  of  es- 
tramustine as  indicated  by  the  differential  levels  of 
the  individual  metabolites  after  intravenous  and  oral 
administrations.  Hydrolysis  of  the  E2-carbamate 
ester  bond,  that  is,  production  of  E2,  and  oxidation 
of  the  steroid  17-beta-OH  (hydroxyl)  group  to  oxi- 
dative estramustine  both  contributed  to  the  rela- 
tively rapid  metabolism  of  estramustine  given  in- 
travenously. Oxidation  of  E2  to  E1(  either  before  or 
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after  hydrolysis  of  estramustine,  was  also  prominent. 
In  contrast,  metabolism  of  estramustine  taken  orally 
was  more  gradual,  probably  due  to  slower  rates  of 
absorption  and  entry  into  the  general  circulation. 
Most  significant  was  the  marked  prevalence  of 
compounds  resulting  from  the  oxidative  reaction,  as 
evidenced  by  the  accumulation  of  oxidative  es- 
tramustine as  the  principal  metabolite,  over  those 
resulting  from  the  hydrolytic  reaction.  In  fact,  oxi- 
dative estramustine  and  unchanged  estramustine 
together  accounted  for  83  percent  at  one-half  hour 
and  64  percent  at  five  hours  of  the  total  metabolites. 
E2  made  up  only  2.5  at  one-half  hour  and  4.5  percent 
at  five  hours  of  the  estrogens  in  circulation.  The  lack 
of  profound  systemic  effects  and  no  evidence  of 
mustard  toxicity  in  patients  undergoing  estramustine 
phosphate  treatment  may  thus  be  related  to  the  re- 
tention of  the  ester  linkage  between  E2  or  Ei  and  the 
carbamate  moiety  in  the  estramustine  and  oxidative 
estramustine  molecules. 

Plasma  analysis  in  the  patients  receiving  1,260  mg. 
daily  of  oral  estramustine  phosphate  indicated  a slow 
rate  of  hydrolysis  of  the  estrogen-mustard  complex 
of  the  estramustine  molecule.  Thus,  E2  concentra- 
tion was  53  ng.  per  100  ml.  blood  at  one-half  hour  and 
131  ng.  per  100  ml.  at  five  hours.  While  these  values 
are  25  to  65  times  the  physiologic  levels,  they  are 
probably  within  the  normal  capacity  of  the  liver  to 
handle  by  metabolism  and  conjugation  into  excretion 
products.  It  is  also  possible  that  a preponderant  part 
of  the  circulating  E2  is  made  physiologically  inactive 
by  TeBG  (sex  hormone  binding  globulin).  In  fact, 
increased  estrogen  levels  have  been  reported  to  cause 
elevation  of  TeBG  concentration,  similar  to  that  seen 
for  transcortin.11  Estramustine  phosphate  regimen 
has  also  been  shown  to  cause  marked  suppression  of 
blood  levels  of  testosterone.12  In  unpublished  results 
we  have  shown  greatly  elevated  levels  of  TeBG  and 
markedly  decreased  levels  of  testosterone  in  patients 
taking  estramustine  phosphate.  The  result  of  such 
an  effect  may  be  an  availability  of  binding  sites  in 
amounts  that  can  readily  neutralize  pharmacologic 
concentrations  of  E2  in  circulation.  A direct  antag- 
onism by  the  estramustine  molecule  at  E2-specific 
target  cell  sites  may  be  another  factor  in  minimizing 
estrogenic  effect.  The  expression  of  E2  effects  could 
be  blocked  by  the  interference  of  E2  uptake  or 
binding  at  the  level  of  the  target  cell  receptor  pro- 
teins. 

Estramustine  phosphate  is  readily  dephosphor- 
ylated  in  the  blood.7,13  Present  studies  have  shown 
that  estramustine  and  its  oxidative  product  are  the 
major  circulating  estramustine  phosphate  metabo- 
lites. Presumably,  it  is  in  these  forms  that  the  drug 
interacts  with  the  target  tissues,  such  as  the  pros- 
tate. 

Explants  prepared  from  human  prostate  and  ex- 
posed to  labeled  estramustine  in  organ  culture  media 
took  up  the  drug.  The  presence  of  E2  in  significant 
amount,  1 0.9  percent  of  the  radioactive  metabolites 
at  four  hours,  suggests  that  the  tissue  hydrolyzes  the 
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FIGURE  2.  Schematic  presentation  of  mechanisms  of  action 
of  estramustine  phosphate  in  cancer  of  prostate.  By  pro- 
ceeding from  top  to  bottom  of  figure,  following  five  important 
events  relative  to  estramustine  phosphate  should  be  noted. 
First,  dephosphorylation  of  estramustine  phosphate,  that  is, 
removal  of  phosphate  group  at  position- 17,  is  readily  ac- 
complished in  all  body  tissues  and  fluids,  yielding  es- 
tramustine. Second,  three  different  fates  may  then  occur 
to  estramustine:  (1)  hydrolysis  into  its  two  constituents,  that 
is,  E2  and  N-nitrogen  mustard,  left  side  of  figure;  (2)  oxidation 
of  E2  moiety  of  estramustine  to  E^  leading  to  oxidative  es- 
tramustine, center  of  figure;  (3)  direct  access  of  estramustine 
to  tissues,  including  prostate,  right  side  of  figure;  and  (4)  three 
events  in  (1)  to  (3)  can  all  take  place  in  prostate.  Third, 
systematically  liberated  E2  leads  to  following:  (1)  Elevation 
of  plasma  TeBG  which  binds  bulk  of  circulating  E2  and  T and 
then  possibly  preventing  excessive  estrogenic  effects;  (2) 
elevation  of  plasma  transcortin  and  cortisol  concentrations 
due  to  binding  of  latter  to  former;  (3)  decrease  in  circulating 
LH,  probably  through  effect  at  pituitary-hypothalamic  level, 
leading  to  decreased  T production;  and  (4)  possible  direct 
effect  on  prostate.  Fourth,  liberated  N-nitrogen  mustard  may 
have  effect  directly  on  prostate.  Fifth,  intact  estramustine 
and  possibly  the  oxidative  form  may  physiologically  compete 
with  androgens  and/or  estrogens  in  prostate,  effect  de- 
pending on  concentration  of  compound  in  tissue.14  Also, 
estramustine  may  have  direct  effect  on  cancerous  cells  of 
prostate. 


estramustine  molecule  into  E2  and  the  alkylating 
moiety.  By  30  hours,  15.5  percent  of  the  radioac- 
tivity in  the  medium  was  in  the  form  of  hydrolyzed 
E2.  Radioactivity  due  to  Ei  amounted  to  1.2  percent 
at  30  hours.  Besides  the  unchanged  estramustine, 
the  major  metabolite  retained  by  the  tissues  was 
oxidative  estramustine,  which  comprised  13.1  per- 
cent of  all  metabolites  at  30  hours.  It  is  interesting 
to  note  that  the  oxidative  form  was  not  detectable  in 
the  media  even  after  30  hours. 

The  data  presented,  taken  together  with  those 
previously  published,7-11  allow  a somewhat  com- 
prehensive evaluation  of  the  possible  mechanisms  by 
which  estramustine  phosphate  acts  in  cancer  of  the 
prostate.  The  possible  pathways  for  these  mecha- 
nisms are  shown  in  Figure  2.  These  pathways  indi- 
cate that  estramustine  phosphate  may  act  by  all  or 
a combination  of  these  pathways:  (1)  a possible  di- 
rect effect  of  estramustine  on  the  prostatic  cancer 
tissue  through  an  antiestrogenic  and/or  antiandro- 
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genic  effect,  not  necessarily  involving  competition  for 
receptor  sites;  (2)  an  effect  produced  through  hy- 
drolysis by  the  prostatic  tissue  of  estramustine 
phosphate  into  its  constituents,  E2  and  nitrogen 
mustard,  which  then  may  act  on  the  cancerous  cells; 
and  (3)  through  a mechanism  involving  the  freed  E2, 
resulting  from  extraprostatic  hydrolysis  of  es- 
tramustine phosphate.  This  systemically  available 
E>  moiety  could  affect  the  hypothalamic-pituitary 
system  responsible  for  LH  (luteinizing  hormone) 
production  and  release,  leading  ultimately  to  a re- 
duced T (testosterone)  secretion  by  the  testes.  In 
fact,  very  low  levels  of  T in  nonorchiectomized  pa- 
tients on  estramustine  phosphate  therapy  have  been 
described,1'2  and  have  been  confirmed  by  us  in  un- 
published observations.  The  free  E2  could  also 
produce  effects  on  prostatic  cancer  directly.  Fur- 
thermore, the  greatly  increased  serum  TeBG  levels 
found  in  patients  on  estramustine  phosphate  therapy 
in  unpublished  observations  would  by  the  law  of  mass 
action  bind  the  bulk  of  circulatory  E2,  particularly 
in  the  presence  of  very  low  T levels,  rendering  it 
physiologically  inactive.11  The  latter  may  account 
for  the  lack  of  more  intense  and  unusual  estrogenic 
effects  observed  in  patients  on  prolonged  estramus- 
tine phosphate  therapy.  Thus,  it  is  our  hypothesis 
that  estramustine  phosphate  may  affect  prostatic 
cancer  through  a number  of  mechanisms,  particularly 
in  those  patients  who  have  failed  to  respond  to  es- 
trogen therapy.1-6  These  mechanisms  include  a 
direct  effect  of  the  drug  on  prostatic  cancer,  effects 
of  intraprostatically  split  products  of  estramustine 
phosphate,  and  a direct  action  of  systemically  re- 
leased E2,  either  directly  on  the  gland  or  through  the 
hypothalamic-pituitary  system. 
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There  has  been  continual  interest  in  the  use  of 

hyperbaric  oxygenation.1-15  Pathologic  effects  of 
severe  hyperoxia,  that  is,  an  inspired  oxygen  con- 
centration (FIO2)  of  0.6  to  1,  have  been  described  in 
the  central  nervous  system,8-9  the  lung,10  and  the 
eye. 1 1 Other  studies  have  also  shown  that  inhalation 
of  100  percent  oxygen  could  cause  hemolysis.12-15 
Based  on  our  review  of  the  literature  and  a recent 
Medlar  study,16  we  have  been  unable  to  find  a ref- 
erence on  the  depression  of  the  bone  marrow  caused 
by  breathing  air  at  approximately  1,520  torr.  We 
were  interested  to  see  what  effect  an  inspired  oxygen 
tension  of  around  300  torr  could  have  on  the  blood 
count  of  mice,  when  administered  for  28  to  32  days, 
taking  note  of  total  erythrocytic  and  leukocytic 
counts,  differential  leukocytic  counts,  and  hemo- 
globin estimation.  After  this  period,  their  resistance 
to  syncope  in  hypobaric  atmospheres  was  also  mea- 
sured. Lung  sections  from  animals  exposed  to  high 
oxygen  tensions  were  compared  with  control  sections. 
Details  of  our  investigation  and  an  explanation  of  our 
findings  are  described  and  discussed. 

* Presented  at  the  Annual  Meeting  of  the  Association  of  Uni- 
versity Anesthetists,  Chapel  Hill,  North  Carolina,  April  7,  1979. 
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Eighteen  albino  mice  were  divided  into  three  equal 
groups.  One  group  breathed  air  at  two  Ata  ( atmo- 
spheres absolute ) for  28  to  32  days,  the  second  group 
inhaled  42  percent  oxygen  in  nitrogen  at  ambient 
atmospheric  pressure  for  the  same  period,  and  the 
third  group  constituted  controls.  Exposure  to 
equivalently  high  oxygen  partial  pressure  at  normal 
or  elevated  ambient  pressure  significantly  depressed 
their  ability  to  sustain  hypobaric  atmospheres.  Mice 
exposed  to  high  oxygen  tensions,  that  is,  hyperbaric 
or  enriched  atmosphere,  could  only  tolerate  minimal 
ambient  pressures  of  271  plus  or  minus  4.6  torr  and 
281  plus  or  minus  2.3  torr,  respectively,  before  losing 
consciousness.  This  was  significantly  higher  than 
the  lowest  pressures  tolerated  by  controls:  205  plus 
or  minus  4.6  torr,  P < 0.0005.  Mice  subjected  to  high 
oxygen  tensions  had  significantly  depressed  blood 
counts.  Total  erythrocytic  and  leukocytic  counts 
were  respectively  lovered  by  22  and  44  percent,  from 
control  counts.  Hemoglobin  was  33  percent  lower, 
but  different  leukocytic  counts  were  unaltered. 
Examination  of  lung  sections  revealed  no  morpho- 
logic differences  between  experimental  and  control 
mice.  The  depression  of  the  total  erythrocytic  and 
leukocytic  counts,  together  with  the  reduced  hemo- 
globin content  of  the  red  blood  cells,  strongly  suggest 
the  development  of  an  iron  deficiency  anemia  caused 
by  hyperoxia.  It  is  this  anemia  which  is,  no  doubt, 
responsible  for  the  lower  tolerance  to  rarefied  atmo- 
spheres by  the  experimental  groups. 


Methodology 

Eighteen  white  male  albino  mice  were  divided  into 
three  groups.  Six  mice,  Group  A,  were  placed  in  a 
hyperbaric  chamber  containing  room  air  at  two  Ata 
(atmospheres  absolute).  Sufficient  air  exchange  was 
ensured  by  a tight  spring-loaded  pressure  release 
valve  to  prevent  significant  build-up  of  carbon 
dioxide  (Fig.  1).  Soda  lime,  placed  under  a perfo- 
rated plate  at  the  bottom  of  the  chamber,  absorbed 
any  residual  carbon  dioxide.  Oxygen  tension  within 
the  chamber  was  computed  at  300  torr.  Chamber 
pressure  was  measured  on  a glass,  mercury-filled  U 
tube.  Two  pairs  of  electrodes  were  placed  in  the 
tube.  The  first  pair  was  inserted  at  the  bottom  of  the 
limb  connected  to  the  chamber,  and  the  second  pair, 
765  mm.  above  the  first,  in  the  other  limb.  Both  sets 
of  electrodes  were  connected  to  a bidirectional  air- 
cooled transformer  which  activated  a direct  current 
motor.  The  motor  was  connected  by  means  of  a gear 
system,  with  a 1 in  20  ratio,  to  the  pin  valve  of  the 
flow  meter  which  regulated  air  entry  into  the  cham- 
ber. A feedback  system  was  thus  created  by  the 
column  of  mercury  which  made  contact  with  either 
set  of  electrodes.  If  it  joined  the  lower  set  electri- 
cally, it  activated  the  motor  counterclockwise  and 
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FIGURE  1.  Hyperbaric  chamber.  DRV  = valve  used  to 
drain  gas  from  chamber  to  ensure  air  exchange. 
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FIGURE  2.  42  percent  oxygen  chamber.  Pressure  in 

chamber  equals  measured  atmospheric  pressure  less  height 
of  mercury  in  vertical  tube. 
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thus  increased  airflow  into  the  chamber.  The  reverse 
was  obtained  when  the  upper  set  was  connected. 

Another  six  mice,  Group  B,  were  kept  in  a chamber 
containing  42  percent  oxygen  in  nitrogen  at  ambient 
pressure.  The  gas  ratio  in  the  chamber  was  main- 
tained by  introducing  oxygen  and  air  through  a 
Venturi  tube  (Fig.  2).  Gas  flow  was  regulated  to 
maintain  oxygen  concentration  at  42  plus  or  minus 
1 percent,  read  on  a paramagnetic  analyzer.  Oxygen 
tension  within  the  chamber  was  computed  at  300 
torr.  Excess  gas  was  vented  through  an  exhaust  tube 
which  also  vented  exhaled  carbon  dioxide.  Soda 
lime  was  added  below  the  floor  of  the  chamber  to 
neutralize  residual  traces  of  that  gas.  Group  C,  mice 
maintained  at  room  air,  constituted  controls.  All 
animals  were  fed  identical  diets  of  LAB-BLOX*  and 
water,  and  their  cages  or  containers  were  cleaned 
daily. 

After  28  to  32  days,  mice  were  removed  from  their 
respective  quarters  and  subjected  to  gradually  di- 
minishing ambient  pressures  in  a hypobaric  chamber 
(Fig.  3).  It  consisted  of  a transparent  acrylic  cylinder 
closed  at  the  bottom,  and  had  a lid  bearing  a rubber 
gasket.  Three  tubes  were  inserted  in  the  wall  of  the 
cylinder.  The  first  was  connected  to  a suction  pump; 
the  second,  90  cm.  long,  dipped  vertically  into  a 
mercury  container;  and  the  third  was  attached  to  a 
rubber  tube  bearing  an  adjustable  clamp.  The  rate 
of  rise  of  the  mercury  in  the  vertical  tube,  during 

* Wayne  LAB-BLOX,  8604-00,  Allied  Mills  Inc.,  Chicago,  Illi- 
nois 60606. 
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FIGURE  3.  Negative  pressure  chamber. 


suction,  was  kept  constant  at  1 cm.  per  minute  by 
adjusting  the  clamp.  This  system  ensured  air  ex- 
change in  the  chamber  and  venting  of  carbon  dioxide. 
Mice  were  observed  constantly,  and  the  pressure  at 
which  they  lost  consciousness,  atmospheric  less 
height  of  mercury  in  the  vertical  tube,  was  noted.  It 
was  assessed  by  repeatedly  hitting  the  cylinder  with 
a ruler  to  see  when  this  ceased  to  elicit  movement 
among  the  mice. 

After  exposure  to  hypobaric  atmospheres,  the  mice 
were  sacrificed  in  33  percent  halothane.  The  thorax 
was  opened;  the  lungs  were  removed,  fixed  in  5 per- 
cent formalin,  embedded  in  paraffin,  sectioned,  and 
stained  with  hematoxylin  and  eosin.  Lung  sections 
from  experimental  and  control  mice  were  examined 
to  determine  possible  pulmonary  changes  caused  by 
increased  oxygen  tension.  Morphologic  and  histo- 
logic changes  previously  reported  in  connection  with 
oxygen  toxicity  were  specifically  sought:  atelectasis; 
pulmonary  capillary  congestion;  interstitial  and  al- 
veolar edema;  capillary  degeneration;  cellular  infil- 
tration; hemorrhage;  alveolar  epithelial  damage;  and 
desquamation.6’10’17  The  heart  was  also  removed, 
and  the  blood  which  accumulated  in  the  thoracic 
cavity  was  used  for  the  estimation  of  total  erythro- 
cytic and  leukocytic  counts  in  a Neubauer  chamber, 
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FIGURE  4.  Relationship  between  atmospheric  pressure, 
altitude,  and  PIO2. 


at  dilutions  of  1 in  200  and  1 in  20,  respectively. 
Hemoglobin  estimation  was  also  performed,  the 
mean  value  obtained  by  the  Sahli  and  Gower  meth- 
ods, together  with  blood  films  stained  by  the 
Wright-Leishman  method.  Blood  films  were  used 
to  compute  differential  white  counts  and  to  assess  the 
morphology  of  the  red  cells.  Residual  blood  from 
experimental  and  control  mice  was  centrifuged  and 
supernatant  sera  compared  colorimetrically. 

Results 

The  total  white  blood  cell  count  for  Group  C,  6,283 
plus  or  minus  818,  was  significantly  elevated  above 
the  figure  obtained  from  Group  A,  which  was  3,560 
plus  or  minus  741,  and  that  for  Group  B,  which  was 
3,406  plus  or  minus  762,  P less  than  0.025.  No  sta- 
tistical difference  between  Groups  A and  B was 
found.  The  total  red  blood  cell  count  for  Group  C 
was  11  plus  or  minus  0.3  million,  which  was  signifi- 
cantly elevated  above  the  figure  obtained  from  Group 

A,  8.23  plus  or  minus  0.42  million,  and  that  for  Group 

B,  6.8  plus  or  minus  0.71  million,  P less  than  0.0005. 
There  was  no  statistical  difference  between  Groups 
A and  B.  Hemoglobin  was  depressed  to  10.2  plus  or 
minus  0.5  Gm.  and  10.3  plus  or  minus  0.4  Gm.  for 
Groups  A and  B,  respectively,  a significant  decrease 
from  the  control  values,  which  were  15.4  plus  or 
minus  0.3  Gm.,  P less  than  0.0005.  When  observed 
in  films  stained  by  the  Wright-Leishman  method,  red 
cells  were  found  to  be  abnormal  in  shape  and  had 


filling  defects,  in  both  experimental  series.  There 
was  no  significant  variation  in  the  differential  blood 
counts  of  all  groups  studied.  The  sera  of  control  and 
experimental  mice  were  the  same  color. 

Syncope  occurred  in  all  mice.  In  Group  A,  it  oc- 
curred at  271  plus  or  minus  4.2  torr,  and  in  Group  B 
it  occurred  at  281  plus  or  minus  2.3  torr  (Fig.  4). 
Both  of  these  groups  underwent  syncope  at  a sub- 
stantially higher  pressure  than  the  control  group: 
206  plus  or  minus  4.6  torr,  P less  than  0.0005.  The 
altitude  at  which  these  tensions  are  found  in  nature 
are  shown  in  Figure  4. 

Examination  of  lung  sections  revealed  no  mor- 
phologic differences  between  control  and  experi- 
mental mice. 

Comment 

Hematologic  findings  in  our  control  group  concur 
with  those  noted  by  the  staff  of  the  Roscoe  B.  Jack- 
son  Memorial  Laboratory.18  Prolonged  exposure  to 
a pressure  of  inspired  oxygen  (PIO2)  of  300  torr  has 
a profound  effect.  The  depression  of  the  total 
erythrocytic  and  leukocytic  counts,  coupled  with 
morphologic  changes  and  reduced  hemoglobin  con- 
tent of  the  erythrocytes,  strongly  suggest  the  devel- 
opment of  an  iron-deficiency  anemia.  Since  exper- 
imental and  control  groups  were  fed  the  same  diet, 
it  seems  reasonable  to  assume  that  the  high  oxygen 
tension  may  have  produced  a marrow  depression  or 
decreased  intestinal  absorption  of  iron.  The  pan- 
leukopenia suggests  marrow  involvement. 

Centrifugation  of  blood  samples  showed  no  evi- 
dence of  hemolysis  as  was  found  in  the  studies  of 
Danon,12  Goldstein  and  Mengel,13  Mengel  et  al., 14 
and  Larkin,  Kimzey,  and  Siler,15  who  employed 
higher  oxygen  tensions. 

Halothane  was  used  to  sacrifice  mice  because  of  its 
rapid  action.  It  induced  sleep  within  10  seconds  and 
respiratory  arrest  and  ventricular  fibrillation  within 
20  seconds.  This  caused  minor  degrees  of  pulmonary 
edema  both  in  the  experimental  and  control  groups. 
Erythrocytic  infiltration  of  pulmonary  tissue  was, 
t herefore,  found  in  all  subjects.  Mild  degrees  of  at- 
electasis were  also  seen  in  all  lung  sections.  This  is 
because  the  lungs  were  not  fixed  before  the  chest  was 
opened.  This  would  have  prevented  hematologic 
examination  and  was,  therefore,  not  used.  However, 
damage  to  the  pulmonary  epithelium,  capillary  de- 
generation, leukocytic  or  histiocytic  infiltration,  and 
desquamation  were  absent  in  all  specimens.  The 
lung  sections  of  an  extra  control  mouse,  killed  by 
cervical  dislocation,  were  identical  to  those  obtained 
from  subjects  killed  with  halothane. 

It  is  a well-known  fact  that  human  populations 
that  live  at  high  altitudes  develop  secondary  poly- 
cythemia. We  have  shown  that  prolonged  exposure 
to  a high  PIO2  had  the  reverse  effect.  This  suggested 
that  inverse  mechanisms  probably  operated  in  this 
case,  including  interference  by  hyperoxia  in  the 
production  of  hemopoietin.19 
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AMA drafts  model  law 
clarifying  brain  death 

Currently  accepted  medical  standards  permit  the  phy- 
sician to  determine  that  the  patient  is  dead  when  his  brain 
is  dead.  But  statutory  or  judicial  law  in  many  states  has 
not  yet  caught  up  with  actuality. 

Thus,  in  those  states  that  have  not  passed  laws,  the 
physician  may  be  reluctant  to  issue  a declaration  of  death 
based  on  brain  death,  because  of  legal  uncertainties  and 
possible  litigation.  This  can  cause  serious  delay  in  ob- 
taining human  organs  for  transplant. 

For  the  guidance  of  states  wishing  to  consider  such  leg- 
islation. the  American  Medical  Association  this  spring  has 
drafted  a model  state  bill  which  iterates  the  prerogative  of 
the  physician  to  declare  an  individual  dead  in  accordance 
with  accepted  medical  standards,  one  of  which  is  irre- 
versible cessation  of  brain  function. 

Copies  of  the  model  law  have  been  transmitted  to  state 
medical  societies  for  possible  consideration  by  legislatures. 
Some  21  states  already  have  adopted  legislation  on  this 
issue. 

The  model  bill  recognizes  advances  in  medical  technol- 


istry: The  Chemistry  of  Brain  and  Nerve,  2nd  ed.,  Springfield, 
Illinois,  Charles  C Thomas  Publishing  Company,  1962,  p.  851. 

9.  Bean.J.W.:  Alterations  in  CNS  associated  with  chronic 
motor  disabilities  induced  by  O2  at  high  pressure,  Proc.  Soc.  Exper. 
Biol.  & Med.  58:  20(1945). 

10.  Clark,  J.  M.,  and  Lambertsen,  C.  J.:  Pulmonary  oxygen 
toxicity:  A review,  Pharmacol.  Rev.  23:  37  (1971). 

11.  Margolis,  G.,  and  Brown,  1.  W.,  Jr.:  Hyperbaric  oxygen- 
ation: the  eye  as  a limiting  factor,  Science  151:466(1966). 

12.  Danon,  D.:  Influence  of  oxygen  toxicity  on  the  rate  of  red 
cell  aging,  Aerospace  Medicine  Research  Laboratory  Technical 
Report,  AMRL-TR  66-168,  1967. 

13.  Goldstein,  J.  R.,  and  Mengel,  C.  E.:  Hemolysis  in  mice 
exposed  to  varying  levels  of  hvperoxia.  Aerospace  Med.  40:  12 
(1969). 

14.  Mengel,  C.  E.,  Kann,  H.  E.,  Jr.,  Heyman,  A.,  and  Meta,  E.: 
Effects  of  in  vivo  hyperoxia  on  erythrocytes.  II.  Hemolysis  in  a 
human  after  exposure  to  oxygen  under  high  pressure,  Blood  25: 
822(1965). 

15.  Larkin,  E.  C.,  Kimzey,  S.  L.,  and  Siler,  K.:  Response  of 
the  iron-deficient  erythrocyte  in  the  rat  to  hyperoxia,  J.  Appl. 
Physiol.  44:  710  (May)  1978. 

16.  Mice,  Oxygen,  Hemopoietic  System  and  Lungs,  Medlar 
Study  629,  New  York  University  Medical  Center. 

17.  Smith,  J.  L.:  The  pathologic  effects  due  to  decrease  of 
oxygen  tension  in  the  air  breathed,  J.  Physiol.  24:  19  (1899). 

18.  Staff  of  the  Roscoe  B.  Jackson  Memorial  Hospital: 
Biology  of  the  Laboratory  Mouse,  New  York,  Dover  Publishing 
Company,  1956,  p.  93. 

19.  Gurney,  C.  W.:  Erythropoietin  and  erythropoiesis,  Ann. 
Int.  Med.  65:377  (1966). 


ogy  which  have  made  it  medically  acceptable  to  declare 
death  on  bases  other  than  the  traditional  heart  and  lung 
failure,  the  AMA  points  out.  The  model  bill  also  provides 
immunity  from  liability  for  persons  acting  in  accordance 
with  a declaration  of  brain  death. 

Passage  of  the  bill  is  important  to  permit  physicians  to 
determine  that  the  individual’s  brain  has  ceased  func- 
tioning and  he  or  she  thus  becomes  available  as  an  organ 
donor  for  kidney  and  other  transplants.  Frequently 
modern  technology  can  keep  the  heart  beating  and  the 
lungs  functioning  even  after  the  brain  has  ceased  func- 
tioning. It  is  during  this  stage  that  the  organs  are  in  ex- 
cellent shape  for  transplant.  A statutory  recognition  of 
brain  death  would  facilitate  appropriate  kidney  removal 
and  transplantation. 

States  already  providing  a statutory  definition  of  death 
are  Alaska,  Arkansas,  California,  Georgia,  Hawaii,  Idaho, 
Illinois,  Iowa,  Kansas,  Louisiana,  Maryland,  Michigan, 
Montana,  New  Mexico,  North  Carolina,  Oklahoma,  Ore- 
gon, Tennessee,  Virginia,  West  Virginia,  and  Wyoming  the 
AMA  reports.  Several  other  states  have  had  court  deci- 
sions relating  to  the  acceptance  of  brain  death,  including 
Massachusetts,  New  York,  and  Minnesota. 
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san  do: 


Restrospective  analysis  of  all  new  patients  seen  in  the 
pediatric  cardiology  clinic.  Upstate  Medical  Center, 
Syracuse,  during  1975,  was  performed  at  the  end  of 
1977.  Of  178  children,  a third  U58)  were  less  than 
one  year  of  age.  Twenty-one  percent  were  one  to  four 
and  46  percent  were  five  and  older.  Two  hundred 
severity-seven  (58  percent ) were  felt  to  have  signifi- 
cant heart  disease,  and  201  had  innocent  murmurs 
or  insignificant  heart  disease.  Of  those  seen  first 
under  a year  of  age,  however,  87  percent  had  signifi- 
cant heart  disease.  Innocent  murmurs  were  seen 
more  frequently  in  the  school  age  children.  Although 
there  were  277 patients  with  significant  heart  disease, 
only  7 died  within  the  two  year  study  period  and  1 72 
have  needed  neither  cardiac  catheterization  nor 
cardiac  surgery  during  this  time.  Evaluation  of  the 
place  of  origin  of  the  referred  patients  suggests  that 
physicians  in  medium  sized  towns  (Utica,  Rome, 
Auburn,  Ithaca,  and  Binghamton ) had  the  highest 
frequency  of  referred  children  with  significant  dis- 
ease, surpassing  Syracuse  physicians  or  those  from 
smaller  towns  more  than  50  miles  distant. 
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Although  many  children  have  heart  murmurs, 
only  a small  percentage  of  these  children  are  referred 
to  a pediatric  cardiologist.  Such  a referral  is  anxiety 
provoking  for  the  child  and  family  since  a heart 
murmur  implies  illness  that  may  not  even  be  present, 
or  that  may  be  less  severe  than  anticipated.  A pre- 
vious study  showed  that  two  thirds  of  the  children 
referred  to  a pediatric  cardiology  clinic  had  no  car- 
diovascular disease.1  If  this  continues  to  be  true,  we 
would  be  seeing  a large  number  of  well  children  un- 
necessarily. We  reviewed  the  course  of  all  new  pa- 
tients seen  in  a referral  pediatric  cardiology  clinic  in 
a one-year  period  to  assess  the  frequency  of  heart 
disease  and  to  determine  the  prognosis  for  those  with 
disease.  We  also  tried  to  establish  whether  or  not 
patients  referred  from  some  geographic  areas  were 
more  likely  to  have  heart  disease  than  those  referred 
from  other  areas. 

Methods 

A retrospective  analysis  of  all  patients  first  seen 
in  the  pediatric  cardiology  clinic,  Upstate  Medical 
Center,  during  1975,  was  undertaken.  The  age  at 
referral,  initial  diagnosis,  diagnosis  at  the  last  visit 
before  December  31,  1977,  referring  physician,  and 
patient’s  home  town  were  noted.  The  severity  of 
cardiac  disease  was  gauged  by  the  case  outcome,  the 
need  for  cardiac  catheterization  and  angiocardi- 
ography, and  the  need  for  cardiac  surgery.  The  data 
were  entered  into  a Digital  Equipment  Corporation 
PDP  11  computer  for  analysis.  The  study  period 
closed  at  the  end  of  1977  so  that  all  patients  were 


followed  for  from  24  to  36  months.  By  allowing  at 
least  two  years  from  the  first  clinic  visit,  we  hoped  to 
maximize  the  reliability  of  the  cardiac  diagnosis. 
Patients  initially  seen  in  the  hospital,  who  then  came 
to  the  clinic,  were  included  in  the  study;  those  who 
were  seen  only  in  the  hospital  were  excluded. 

The  diagnoses  were  divided  into  six  severity 
groups:  grade  0,  those  without  heart  disease;  grade 
1,  those  with  minimal  cardiac  findings,  including 
labile  hypertension  and  left  ventricular  hypertrophy; 
grade  2,  those  felt  to  have  definite  cardiac  disease  but 
not  needing  catheterization  or  cardiac  surgery  during 
the  study  period;  grade  3,  children  requiring  cathe- 
terization but  no  surgery;  grade  4,  children  who  un- 
derwent successful  surgery;  and  grade  5,  those  chil- 
dren who  died  during  the  study  period.  Diagnosis 
was  based  at  least  on  history,  physical  examination, 
12-lead  electrocardiography,  and  barium  swallow 
with  four-view  roentgenography.  When  the  initial 
and  final  diagnoses  were  in  conflict,  the  more  severe 
one  was  chosen  to  assign  the  severity  grade. 

Each  child’s  home  town  was  assigned  into  one  of 
five  zones.  Zone  1 was  Syracuse,  zone  2 was  towns 
less  than  10  miles  from  the  clinic,  zone  3 was  towns 
10  to  25  miles  away,  zone  4 was  towns  25  to  50  miles 
away,  and  zone  5 was  towns  more  than  50  miles  from 
the  clinic. 

Results 

There  were  478  new  patients  evaluated  in  the 
one-year  period;  255  were  boys  and  223  were  girls. 
The  age  at  first  visit  ranged  from  birth  to  27  years 
(Fig.  1).  Of  these  children,  158  (33  percent)  were 
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AGE 

FIGURE  1.  Age  (years)  at  first  visit. 


TABLE  I.  Types  of  heart  disease  in  grades  2 through  5 


j 

Diagnosis 

f 

2 

3 4 

>> 

5 

Total 

Ventricular  septal  defect 

83 

4 

5 

92 

Patent  ductus  arteriosus 

10 

2 

17 

29 

Pulmonic  stenosis 

23 

2 

2 

27 

Atrial  septal  defect 

11 

5 

8 

24 

Aortic  stenosis 

14 

5 

1 

20 

Endocardial  cushion 

3 

3 

6 

12 

defect 

Rheumatic  heart  disease 

8 

1 

9 

D transposition 

7 

i 

8 

Prolapsed  mitral  valve 

6 

2 

8 

Coarctation 

2 

4 

i 

7 

Tetralogy  of  Fallot 

1 

5 

6 

Mitral  regurgitation 

3 

2 

5 

Total  anomalous 

1 

2 

3 

pulmonary  venous 
return 

Truncus  arteriosus 

1 

1 

2 

Tricuspid  stenosis 

2 

2 

Myocarditis 

2 

2 

Supraventricular 

2 

2 

tachycardia 

Miscellaneous — one  each 

5 

6 

1 

3 

15 

Innocent  murmur 

4 

4 

Totals 

172 

40 

58 

7 

277 

under  1 year  of  age;  99  (21  percent)  were  1 to  4 years 
old;  112  were  4 to  9 (23  percent);  and  109  (23  percent) 
were  10  and  over.  Beyond  the  first  year,  secondary 
peaks  of  referral  were  reached  at  5 and  13  years  of 
age. 

There  was  no  heart  disease  (grade  0)  in  154  pa- 
tients (Fig.  2).  Minor  abnormalities  (grade  1)  were 
found  in  47  patients,  including  20  with  electrocar- 
diographic findings  of  left  ventricular  hypertrophy 
unsupported  by  roentgenography  or  echocardiog- 
raphy, 7 with  sinus  arrhythmias  or  premature  ven- 
tricular contractions,  6 with  labile  systemic  hyper- 
tension, and  3 with  chest  deformities.  There  were 
172  patients  with  clinical  congenital  or  rheumatic 
heart  disease  who  did  not  require  cardiac  catheter- 
ization or  surgery  during  the  study  period  (grade  2). 
The  diagnoses  in  these  patients  are  seen  in  Table  I: 
48  patients  required  catheterization  but  did  not  need 
surgery  (grade  3);  58  patients  needed  surgery  and  are 
alive  (grade  4);  and  7 children  have  died  (grade  5). 


GRADE 

FIGURE  2.  Patients  in  each  diagnostic  category. 


TABLE  II.  Children  who  died  during  the  study  period 


Age  at 
Referral 

Diagnosis 

Surgery 

Age  at 
Death 

1 day 

Rhabdomyosar- 
coma of  heart 

Myocardial 

biopsy 

13  months 

1 day 

Polysplenia. 

Total  anomalous 
pulmonary 
venous  return 

Pulmonary 

artery  banding 

4 months 

1 day 

D Transposition 
of  great  arteries, 
ventricular 
septal  defect, 
pulmonic 
stenosis 

Mustard  pro- 
cedure, 
ventricu- 
lar septal 
defect  closure 

15  months 

9 davs 

Coarctation 

Coarctectomy 

5 months 

1 month 

Hypoplastic  left 
heart  syndrome 

2 months 

2 months 

Total  anomalous 
pulmonary 
venous  return 

Correction  of 
total 

anomalous 
pulmonary 
venous  return 

3 months 

5 years 

Hurler’s  syndrome 

7 years 

Five  of  those  who  died  had  had  cardiac  surgery;  one 
had  hypoplastic  left  heart  syndrome,  but  was  first  4 
seen  in  the  clinic  rather  than  the  nursery;  and  one  * 
died  in  severe  congestive  heart  failure  with  Hurler’s  * 
syndrome  (Table  II). 

Including  patients  in  grades  2 through  5,  ventric-  | 
ular  septal  defect  was  the  most  common  heart  defect  \ 
comprising  34  percent  of  the  disease  patients  (Table  I 
I).  This  was  followed  by  patent  ductus  arteriosus,  11 
pulmonic  valve  stenosis,  atrial  septal  defect,  and  ji 
aortic  valve  stenosis.  Transposition  of  the  great  | 
arteries  and  tetralogy  of  Fallot  were  the  commonest  i 
causes  of  cyanotic  congenital  heart  disease.  Only  b 
nine  new  patients  with  rheumatic  heart  disease  were  4 
seen  during  the  year. 
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FIGURE  3.  Percent  of  patients  in  grades  2 to  5. 


Of  the  478  patients,  277  (over  58  percent)  were  in 
grades  2 through  5,  but  the  frequency  of  finding  heart 
disease  varied  greatly  with  the  age  at  the  patient’s 
first  visit  (Fig.  3).  In  the  first  year  of  life,  nearly  87 
percent  of  the  referrals  (137  of  158)  had  disease,  but 
the  frequency  fell  to  81  percent  in  the  next  year,  63 
percent  at  age  two,  and  below  50  percent  from  age 
three  onwards.  It  is  above  50  percent  again  at  ages 
12, 13,  and  for  those  over  16  years  of  age.  Clearly,  the 
infant  with  a heart  murmur  has  a high  chance  of 
having  congenital  heart  disease,  whereas  school-age 
children  are  less  likely  to  have  true  disease. 

The  pediatric  cardiology  clinic  studied  serves  a 
large  geographic  area  covering  portions  of  17 
counties.  Dividing  the  patients  by  home  addresses, 
122  (26  percent)  had  Syracuse  addresses,  97  were 
from  less  than  10  miles  away  (zone  2),  86  from  10  to 
25  miles  (zone  3),  107  from  25  to  50  miles  (zone  4), 
and  66  from  more  than  50  miles  away  (zone  5)  (Table 
III).  Overall,  58  percent  of  the  patients  were  felt  to 
have  significant  heart  disease  (grades  2 through  5). 
The  local  referrals  were  56  percent  grades  2 through 
5.  The  highest  percent  of  disease  was  65  and  66 
percent  for  children  from  10  to  50  miles  away. 

Comment 

Retrospective  evaluation  of  new  patients  seen  in 
a pediatric  cardiology  clinic  during  a one  year  period 
shows  several  clear  patterns.  One  third  of  the  pa- 
tients were  less  than  a year  of  age,  and  87  percent  of 
these  children  were  found  to  have  some  fqrm  of  heart 
disease.  As  the  age  rises,  the  likelihood  of  true  heart 
disease  falls  to  a low  of  25  to  33  percent  for  six-  to 
eight-year-olds.  Then  it  rises  again  for  teenagers  and 
older  patients.  It  is  notable  that  the  incidence  of 
heart  disease  is  58  percent  as  compared  with  only  34 
percent  in  a study  from  Ruffalo  on  referrals  in  1969. 1 
This  may  represent  improved  case  selection  by  re- 
ferring physicians.  Such  an  improvement  in  case 
selection  is  desirable  because  most  parents  are  ap- 
prehensive about  taking  their  child  to  a pediatric 


TABLE  III.  Distance  from  home  to  Syracuse  versus 
likelihood  of  disease 


Disease  Grades 

Zones  (Percent) 

(Percent) 

1 

2 

3 

4 

5 

Oto  1 (42) 

44 

49 

35 

34 

50 

2 to  5 (58) 

56 

51 

65 

66 

50 

cardiologist.  A recent  study  from  New  Zealand 
showed  a 66.5  percent  incidence  of  disease  in  pedi- 
atric cardiology  referrals  there.2 

The  diseases  seen  during  the  one-year  period 
showed  ventricular  septal  defects  to  be  the  most 
common  (Table  I).  The  disease  distribution  was 
similar  to  those  in  standard  pediatric  cardiology 
texts.3,4  Distance  traveled  to  the  clinic  played  a 
small  role  in  referral  patients.  However,  greater 
screening  of  innocent  murmurs  may  be  going  on  in 
medium-sized  towns  with  populations  of  20,500  to 
85,000  where  there  are  several  pediatricians  in  group 
practices  who  can  screen  out  innocent  murmurs  be- 
fore referral.  These  medium-sized  towns  are  found 
in  zones  3 and  4 in  our  geographic  area  (Table  III). 

At  the  end  of  the  study  period,  only  7 of  478  chil- 
dren referred  as  outpatients  had  died  (1.5  percent). 
Fifty-eight  (12  percent)  had  had  successful  surgery; 
40  (8.4  percent)  had  had  cardiac  catheterization,  but 
had  not  required  surgery;  and  172  were  diagnosed  as 
having  congenital  or  rheumatic  heart  disease,  but  had 
not  even  needed  catheterization.  Therefore,  the 
prognosis  for  children  referred  to  a pediatric  cardi- 
ology clinic  is  good.  Forty-two  percent  of  those  seen 
had  no,  or  minor,  heart  disease  not  requiring  long- 
term follow-up.  Although  58  percent  of  the  patients 
were  found  to  have  heart  disease,  the  mortality  rate 
during  the  study  was  only  1 .5  percent.  Even  if  car- 
diac surgery  was  required,  the  prognosis  was  excel- 
lent. 

725  Irving  Avenue 
Syracuse,  New  York  13210 
(DR.  SONDHEIMER) 
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Medicine’s  mission  throughout  history  has  been  the 
care  of  the  sick  and  disabled.  Physicians  have  en- 
joyed the  prestige  and  respect  of  others  for  their  care 
and  advice.  Traditionally  this  advice  has  been 
sought  and  wanted;  physicians  are  not  generally  fa- 
miliar with  nor  comfortable  in  personal  conflict  sit- 
uations. As  a result,  while  believing  that  we  should 
care  for  and  police  our  owm,  there  have  been  instances 
where  this  has  not  occurred  because  of  not  having 
formal  organizational  systems  or  the  personal  will- 
ingness to  confront  a colleague,  who  perceives  our 
attempt  to  help  as  an  attack.  Among  both  physi- 
cians and  the  general  public  there  is  greater  aware- 
ness and  dissatisfaction  now  than  ever  before  of  our 
less-than-perfect  ability  to  deal  with  these  mat- 
ters. 

Presented  at  the  172nd  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Committee  on  Alco- 
holism, Tuesday,  October  24,  1978. 


As  we  look  at  the  problem,  we  are  aware  of  two 
areas  of  concern:  the  safety  of  patients  and  concern 
for  our  colleagues  who  may  be  ill  and  in  need  of 
treatment  or  other  rehabilitative  efforts.  The 
MSSNY  (Medical  Society  of  the  State  of  New  York) 
has  long  been  interested  in  both  of  these  issues.  In 
1974,  the  Council  of  MSSNY  approved  a plan  for 
establishing  a way  of  dealing  with  the  sick  physician, 
recommending  a two-part  plan  composed  of  volun- 
tary and  coercive  portions.*  Out  of  this  came  the 
concept  of  the  MSSNY  Physicians’  Committee, 
which  will  be  discussed  later. 

We  are  aware  of  the  many  problems  to  be  faced 
concerning  medical  discipline.  In  this  symposium 
we  have  divided  physicians  needing  medical  disci- 
pline into  three  categories— the  unscrupulous,  the 
disabled,  and  the  incompetent — a format  that  lends 
itself  to  discussion  and  planning  corrective  action 
specific  to  each.  The  unscrupulous  physician  needs 
to  he  dealt  with  through  legal  channels,  since  his 
actions  are  iljegal  and  immoral.  The  disabled  phy- 
sician, and  this  generally  means  disabled  because  of 
alcoholism,  drug  abuse,  or  mental  illness,  needs  to  be 
identified  and  treated.  This  frequently  is  a problem 
for  medical  discipline  since  denial  is  so  often  a 
prominent  part  of  these  illnesses.  Treatment  is  so 
important  because  rehabilitation  from  these  condi- 
tions with  appropriate  therapy  is  very  attainable. 
The  incompetent  or  unknowledgeable  physician  may 
not  be  aware  of  his  deficiencies,  may  not  enjoy  having 
it  pointed  out,  and  may  not  voluntarily  choose  to 
correct  this  substandard  condition. 

* Physician’s  Committee;  special  report,  New  York  State  J. 
Med.  75:420(1975). 
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Welcome  to  our  session  on  medical  discipline.  We 
found  ourselves  in  a very  unenviable  position  about 
the  turn  of  this  particular  decade  or  a little  thereafter. 

1 am  certainly  bringing  no  information  to  you  who 
have  practiced  here  for  some  time  to  tell  you  that  our 
public  image  suffered  considerably  during  the  last 
25  to  30  years — at  least  in  this  State,  and  probably 
nationwide.  Issues  of  medical  discipline  were  one 
of  the  major  ways  in  which  this  public  image  had 
been  tarnished. 

To  go  back,  you  must  recall  that  it  has  been  many 
decades  since  the  physicians  in  the  State  of  New  York 
had  the  opportunity  to  carry  out  their  own  medical 
discipline.  In  fact,  the  medical  societies  have  been 
particularly  handicapped,  since  the  actual  powers  of 
medical  discipline  lay  within  the  hands  of  the  Co- 
operative Education  Division  of  Professional  Ac- 
tivities of  the  Department  of  Education,  and  ulti- 
mately in  the  hands  of  the  Board  of  Regents.  With 
that  in  mind,  and  in  conjunction  with  the  fact  that 
remarkably  sparse  funding  was  provided  for  that 
division  during  the  last  10  years,  we  found  that  the 
average  case  of  medical  discipline  for  the  unscrupu- 
lous physician  took  an  overwhelming  amount  of  time 
and  was  extremely  difficult  to  conclude  prior  to  the 
change  in  the  law  about  three  years  ago.  Most  of  our 
time  at  this  meeting  will  be  spent  discussing  what  has 
transpired  since  1975,  because  Title  II-A  has  changed 
a great  deal  of  what  we’re  faced  with  in  the  State. 

Recent  developments 

But  again  let  me  draw  your  attention  to  where  we 
were  at  the  time  of  the  Marcus  case,  which  was  like 
a political  dividing  line  that  occurred  some  three  or 
four  years  ago.  At  that  particular  time,  the  Medical 
Society  of  this  State  had  already  become  involved  in 
issues  of  medical  discipline,  especially  in  regard  to  the 
disabled  physician,  and  had  initiated  the  Physicians’ 
Committee,  which  will  be  discussed  by  Dr.  Block. 
The  press  was  astounded  to  find  that  we  had  even 
gotten  involved  in  these  issues  prior  to  the  “Marcus 
scandal.”  I think  that  it  would  be  fair  to  say  that  the 
press  was  looking  for  scalps,  and  perhaps  not  without 
good  reason;  but  the  fact  of  the  matter  was  they  came 
on  this  failure  of  medical  discipline  and  wanted  to 
know  what  the  physicians  of  the  State  were  doing 
about  it.  For  those  of  you  unacquainted  with  it,  this 
was  the  case  of  the  twin  sedative  addicts  on  the  staff 
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at  New  York  Hospital.  They  came  to  public  atten- 
tion when  they  committed  suicide.  We  should  stress 
that,  as  in  this  instance,  the  addicted  physicians  often 
die  of  their  illness,  whereas  direct  injury  to  patients 
is  not  common.  The  circumstances  were  deadly  for 
the  Marcus  brothers  although  not  so  for  their  pa- 
tients. Nonetheless,  the  risks  to  the  patients  are 
intolerable  and  led  directly  to  the  formulation  of 
Title  II- A.  This  change  in  the  Public  Health  Law 
established  the  Board  for  Professional  Medical 
Conduct  under  the  Department  of  Health  rather 
than  the  Department  of  Education.  It  came  into 
being  about  three  years  ago.  This  Board  was  set  up, 
at  a ratio  of  approximately  four  physicians  to  one  lay 
person,  with  members  appointed  by  the  governor. 
The  physicians  on  the  Board  were  recommended  by 
the  County  Medical  Societies,  the  State  Medical 
Society,  and  the  Academy  of  Medicine.  After  con- 
sultation with  the  commissioner  of  health,  the  gov- 
ernor appointed  this  group.  The  experiences  of  this 
Board  will  be  reviewed  by  Dr.  Murawski. 

Now  I must  confess  that  there  were  certain  prob- 
lems that  appeared  very  promptly.  To  understand 
them,  we  must  be  aware  of  the  fact  that  disciplinary 
problems  in  the  State  are  divided  into  three  catego- 
ries. First,  you  have  the  unscrupulous.  That’s  the 
person  who  is,  let’s  say,  selling  narcotic  prescriptions. 
More  often  than  not,  a gun  or  blackjack  rests  where 
most  of  us  might  keep  a stethoscope.  This  physician 
differs  little  from  the  other  felons  in  our  society. 

Second  come  the  disabled.  The  “disabled”  always 
alludes  to  psychiatrically  disabled,  because  if  an  in- 
dividual has  a broken  hand  and  is  a surgeon,  and  if 
he  appreciates  that  the  broken  hand  interferes  with 
his  surgery,  he  won’t  do  his  surgery.  So  we  have  no 
problem  with  the  broken  hand  unless  he  fails  to  ap- 
preciate reality. 

Under  those  circumstances  we  are  always  talking 
about  the  disabled  physician  as  being  psychiatrically 
disabled — meaning  senile,  alcoholic,  psychotic,  or 
addicted,  and  so  forth.  Of  course  there  can  be 
physical  disability,  but  only  to  the  degree  that  that 
physical  disability  remains  unappreciated  does  it 
become  a disciplinary  problem. 

The  third  category  concerns  issues  of  physician 
competence.  It  should  be  stressed  that  the  Board 
did  not  choose  these  particular  areas  of  involvement 
but  rather  was  assigned  them  by  law.  Physician 
competency  was  an  area  that  was  extremely  murky. 
Very  little  had  been  accomplished  in  that  area.  My 
own  rather  strong  conviction  is  that,  despite  the  law, 
the  courtroom  or  the  administrative  hearing  is  not 
the  place  to  establish  the  competence  or  incompe- 
tence of  a physician.  It’s  a perfectly  good  place  to 
establish  individual  acts  of  negligence  but  it’s  the 
worst  place  in  the  world  to  try  to  establish  compe- 
tency. 

Comment 

In  medicine,  which  is  only  partly  a science  and 
partly  still  an  art,  there  is  a great  division  of  opinion 
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about  what  constitutes  an  adequate  type  of  diag- 
nostic and  therapeutic  effort.  It’s  extremely  difficult 
under  those  circumstances,  in  an  adversary  pro- 
ceeding, to  establish  incompetence,  and  I’m  not  sure 
that  any  of  us  should  even  want  to  establish  it  that 
way. 

Rather  there  are  other  techniques  that  might  be 
used  to  establish  physician’s  competence  and  thereby 
protect  the  public.  We  will  look  at  some  of  these 
other  techniques. 

In  the  first  lecture,  Dr.  Murawski  is  going  to  review 
the  efforts  of  the  Board  over  the  last  three  years.  He 
will  review  what’s  been  accomplished,  where  we’ve 
been,  and  where  we’re  likely  to  be  going.  Prior  to  his 
comments,  however,  I would  like  to  highlight  some 
of  the  difficulties  faced  by  the  Board. 

There  is  no  problem  with  its  aims,  which  are  pro- 
tection of  the  public  and,  within  such  limits,  pro- 
tection of  the  constitutional  rights  of  the  physician. 
Maintaining  such  “due  process”  is  a responsibility 
which,  although  advocated  by  the  Board,  results  in 
substantive  unavoidable  delay  in  adjudication.  On 
the  other  hand,  delays  which  are  avoidable  may  result 
from  the  system  under  which  disciplinary  boards 
function.  Some  states  have  an  extremely  stream- 
lined technique,  and  others  have  a very  personal  one. 
I can  name  Georgia,  Texas,  and  a number  of  others 
where  the  methods  of  dealing  with  the  physicians  in 
need  of  discipline  are  much  more  informal  and  per- 
chance much  more  direct  than  they  are  in  this 
State. 

In  New  York,  we  find  ourselves  with  a fragmented 
and  reduplicative  system.  The  Board  for  Profes- 
sional Medical  Conduct  conducts  a screening  to  see 
if  charges  for  disciplinary  reasons  are  warranted.  It 
then  conducts  a hearing  at  which  time  the  charges 
will  be  heard.  The  attorney  general  prosecutes,  and 
the  respondent  and  his  attorney  are  the  adversaries. 
Five  members  of  the  Board,  four  physicians  and  one 
lay  member,  sit  in  judgment  of  this  adversary  pro- 
ceeding. It  is  an  administrative  type  of  hearing 
sometimes  taking  many,  many  hours,  days,  or  weeks, 
just  for  the  hearing.  The  protections  for  the  re- 
spondent, the  investigations,  and  efforts  by  the  at- 
torney general’s  staff  commonly  require  many 
months  for  completion  of  such  a hearing. 

At  the  conclusion,  the  attorney  general  writes  a 
report  and  sends  it,  after  Board  approval,  to  the 
commissioner  of  health.  The  commissioner  of  health 
reviews  it.  Until  now,  he  has  agreed  with  the  find- 
ings. It  is  then  forwarded  on  to  the  Board  of  Regents 
who,  in  their  wisdom,  reexamine  the  entire  transcript 
and  may  agree  or  not  with  it.  Until  now,  in  issues  of 
fact,  they  have  uniformly  agreed  with  it;  in  issues  of 
degree  of  punishment  they  have  almost  uniformly 
disagreed  with  it. 

This  “Monday  morning  quarterbacking”  by  those 
privy  to  neither  the  intimate  details  and  physical 
presence  of  the  hearing  itself  nor  the  medical  expe- 
rience so  valuable  in  such  adjudication  would  be  of 


relatively  little  concern  if  no  more  than  degree  of 
punishment  were  hanging  in  the  balance.  Unfor- 
tunately, such  is  not  the  case.  Because  of  that  second 
guessing,  consent  arrangements  between  the  Board 
and  attorney  general  on  the  one  hand  and  the  re- 
spondent on  the  other  can  rarely,  if  ever,  be  made. 
The  Board  is  hamstrung  from  developing  or  nego- 
tiating any  means  of  immediately  resolving  a disci- 
plinary problem  since  the  respondent’s  attorney 
recognizes  the  inability  of  the  Board  to  guarantee  any 
final  decisions.  Thus,  every  case  must  pass  through 
the  entire  costly  and  time-consuming  formal  hearing 
process.  Now  this  kind  of  fragmentation  in  proce- 
dure and  authority  is  such  as  to  enormously  prolong 
and  make  more  difficult  the  entire  problem  of  med- 
ical discipline. 

Precisely  where  would  justice  in  this  State  stand 
today  if  every  legal  action  were  forced  to  a full  trial 
and  no  negotiated  settlements  were  to  ever  be  de- 
veloped? “Justice  delayed  is  justice  denied.”  Such 
denial,  painful  and  inconvenient  for  the  physician, 
is  dangerous  for  the  public.  The  rights  of  recovery, 
due  process,  and  ultimately  the  appellate  judiciary 
are  more  than  adequate  to  protect  the  individual 
respondent. 

On  the  other  hand,  when  the  entire  system  bogs 
down  in  unnecessary  reduplicative  efforts,  the  re- 
sulting delays  elicit  prolonged  exposure  of  the  public 
to  the  dangers  of  the  disabled  or  unscrupulous  phy- 
sician and  simultaneously  frustrates  the  public  and 
the  media  with  what  appears  to  be  “whitewashing.” 
The  medical  profession  loses  credibility,  a loss  not 
only  costly  to  us  but  in  the  long  run  to  our  patients 
as  well. 

The  tragedy  of  these  circumstances  rests  in  the 
simplicity  with  which  they  could  be  rectified.  The 
physicians  of  this  State  are  highly  motivated  to 
perform  the  required  disciplinary  tasks.  We  require 
only  streamlined  procedures  with  which  to  accom- 
plish them.  A system  of  balances  whereby  the  ad- 
judication by  the  medical  profession  of  its  errant 
members  required  lay  review,  in  the  form  of  the 
Board  of  Regents,  became  obsolete  when  Title  II- A 
established  the  new  Board  for  Professional  Medical 
Conduct,  membership  in  which  included  prestigious 
lay  persons  whose  appointments  were  in  no  way  in- 
fluenced by  organized  medicine. 

In  fact,  the  uniform  agreement  between  the  lay  and 
professional  members  of  this  Board  has  served  only 
to  substantiate  my  conviction  of  the  objectivity  and 
fairness  with  which  the  Board  carries  out  its  duties. 
Were  it  able  to  carry  forth  the  negotiations  required 
to  achieve  hona  fide  consent  agreements,  there  is 
little  doubt  but  that  the  entire  disciplinary  process 
could  he  enormously  expedited. 

At  this  point,  I’ll  turn  this  meeting  over  to  Dr. 
Murawski  so  he  may  tell  you  what  has  indeed  been 
accomplished  thus  far.  Ted  Murawski  is  the  Exec- 
utive Secretary  of  the  Board  for  Professional  Medical 
Conduct  of  the  Department  of  Health.  He  has  been 
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not  only  a strong  right  arm  of  this  Board  for  the  past 
three  years;  I couldn’t  give  you  a better  individual  to 
describe  the  accomplishments,  the  success,  and 

Unscrupulous 

Physician 

Our  success  and  failure 


THADDEUS  J.  MURAWSKI,  M.D.* 

Albany,  New  York 

Executive  Secretary,  Board  for  Professional  Medical 
Conduct,  State  of  New  York  Department  of  Health 

A little  more  than  three  years  ago.  Title  1 1 -A  of 
the  Public  Health  Law  was  enacted.  This  new  law 
established:  (1)  the  State  Board  for  Professional 
Medical  Conduct,  which  assumed  responsibility  from 
the  Board  of  Regents  for  conducting  disciplinary 
proceedings  involving  physician  and  physician’s  as- 
sistants; and  (2)  the  Office  of  Professional  Medical 
Conduct,  which  receives  and  investigates  all  com- 
plaints for  the  Board. 

The  Board  for  Professional  Medical  Conduct 
consisted  initially  of  31  members:  22  physicians  and 
9 lay  members.  Because  of  the  growing  work  load 
placed  on  the  Board,  with  time  the  Board  member- 
ship was  increased  to  38  members  in  late  1976  and 
again  increased  to  56  members,  47  physicians  and  9 
lay  members.  The  present  size  of  the  Board  appears 
adequate  to  carry  out  its  disciplinary  responsibili- 
ties. 

The  Office  of  Professional  Medical  Conduct  was 
established  within  the  State  Department  of  Health. 
Medical  conduct  investigators  have  been  assigned  to 
the  central  office  and  to  each  of  the  regional  offices 
throughout  the  State:  (1)  Office  of  New»York  City 
Affairs;  (2)  White  Plains;  (3)  Albany;  (4)  Syracuse; 
(5)  Rochester;  and  (6)  Buffalo. 

At  present,  there  are  19  senior  medical  conduct 
investigators  who  receive  and  investigate  all  com- 
plaints. Complaints  that  contain  allegations  of 
professional  misconduct  are  all  referred  to  the  Board 
for  further  action. 

Board  procedures 

The  Board  as  a whole  meets  only  once  or  twice 
yearly,  primarily  to  discuss  general  policy  matters. 

Presented  at  the  172nd  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Committee  on  Alco- 
holism. Tuesday,  October  24,  1978. 

* By  invitation. 


failures  of  our  medical  disciplinary  system  right 

now-  1 136  Fifth  Avenue 

New  York,  N.Y.  10028 


Recently  a weekend  retreat  was  held  in  Saratoga 
Springs,  New  York,  for  the  sole  purpose  of  discussing 
disciplinary  procedures  and  due  process  and  to  re- 
view’ selected  cases  that  had  been  completed,  in- 
cluding the  final  determination  by  the  Board  of  Re- 
gents. The  actual  disciplinary  functions  and  re- 
sponsibilities of  the  Board  are  carried  out  by  com- 
mittees of  five,  four  physicians  and  one  lay  person, 
which  are  selected  randomly  from  the  Board. 

The  initial  committee  which  reviews  the  files  on 
a completed  investigation  is  called  the  screening 
committee.  At  this  level  and  after  the  committee’s 
review  of  all  available  information  as  presented  by 
a medical  conduct  investigator,  the  following  deci- 
sions can  be  made:  (1)  dismiss  the  complaint  be- 
cause of  lack  of  evidence  to  support  professional 
misconduct;  (2)  continue  the  investigation  because 
the  committee  cannot  make  a determination  on  the 
available  information;  (3)  direct  the  executive  sec- 
retary to  discuss  the  matter  personally  with  the  in- 
volved physician  and  at  the  conclusion  of  this  con- 
ference the  file  is  closed;  or  (4)  to  vote  charges  of 
unprofessional  conduct  so  that  an  administrative 
hearing  can  take  place. 

If  a hearing  is  warranted,  a different  five-member 
committee,  four  physicians  and  one  lay  person,  is 
selected  from  the  Board.  This  committee  is  called 
the  hearing  committee,  and  they  sit  to  hear  the  case. 
The  attorney  general  or  his  designee  represent  the 
State  at  these  hearings,  and  the  accused  physician  is 
strongly  urged  to  have  an  attorney  representing  him. 
At  the  conclusion  of  the  hearing,  the  hearing  com- 
mittee makes  a determination  of  guilt  or  no  guilt.  If 
the  charges  are  sustained,  the  hearing  committee 
then  makes  a recommendation  for  sanctions  and 
forwards  the  recommendation  to  the  commissioner 
of  health.  On  his  review,  the  commissioner  of  health 
sends  his  recommendation  and  the  complete  record 
to  the  Board  of  Regents  for  final  determination. 

Board  accomplishments 

From  September  1,  1975,  when  the  Board  for 
Professional  Medical  Conduct  came  into  existence, 
through  September  30,  1978,  a total  of  3,084  com- 
plaints have  been  received.  The  complaints  have 
varied,  ranging  from  allegations  of  serious  miscon- 
duct, such  as  sexual  abuses,  drug  dependency,  in- 
discriminate prescribing  habits  for  controlled  sub- 
stances, fraud,  incompetency,  and  negligence,  to 
disagreement  over  fees,  record  transfers,  dissatis- 
faction with  outcome,  and  the  like.  The  Office  of 
Professional  Medical  Conduct  endeavors  to  resolve 
minor  complaints  at  the  onset.  Complaints  alleging 
misconduct  receive  priority  attention,  and  more  se- 
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TABLE  I.  Office  of  Professional  Medical  Conduct:  complaints  received 

Period 


Nature  of 
Complaint 

I* 

IP 

III 

** 

Number 

Percent 

Number 

Percent 

Number 

Percent. 

Number 

1 Uldl 

Percent 

No  allegations  of  professional 
misconduct 

563 

47.3*** 

461 

43.7*** 

303 

36.2*** 

1,327 

43.0*** 

Closed 

348 

29.2 

322 

30.5 

314 

37.5 

984 

31.9 

Open 

215 

18.1 

139 

13.2 

-11 

-1.3 

343 

11.1 

Allegations  of  professional 
misconduct 

628 

52.7*** 

595 

56.3*** 

534 

63.8*** 

1,757 

57.0*** 

Closed 

234 

19.6 

371 

35.1 

332 

39.7 

937 

30.4 

Open 

275 

23.1 

135 

12.8 

42 

5.0 

452 

14.7 

For  Board  action 

119 

10.0 

89 

8.4 

160 

19.0 

368 

11.9 

Total  complaints 

1,191 

100 

1,056 

100 

837 

100 

3,084 

100 

* Period  I:  September  1,  1975,  to  December  31,  1976,  16  months,  74.4 
complaints  per  month. 

+ Period  II:  January  1,  1977,  to  December  31,  1977,  12  months,  88.0 
complaints  per  month  ( 18.3  percent  increase  over  Period  I). 

**  Period  III:  January  1,  1978,  to  September  30,  1978,  9 months,  93.0 
complaints  per  month  (6  percent  increase  over  Period  II  and  25  percent 
increase  over  Period  I). 

++  September  1,  1975,  to  September  30,  1978,  37  months. 

***  Percent  of  total  cases. 

rious  allegations  are  immediately  investigated. 

In  this  regard,  1,327  complaints,  that  is,  43  percent 
of  the  numbers  received,  did  not  involve  allegations 
or  issues  of  professional  misconduct  on  initial  review 
(Table  I).  Of  this  number,  984  have  been  closed, 
while  efforts  continue  to  resolve  the  remaining 
number.  Of  the  1,757  complaints  alleging  profes- 
sional misconduct,  937  could  not  be  confirmed  or 
substantiated  through  investigation  and  were  sub- 
sequently closed.  Staff  has  completed  368  investi- 
gations, and  these  have  been  referred  for  screening 
committee  action  with  311  having  been  already  acted 
on.  Table  II  and  Table  III  represent  the  actions 
taken,  and  Table  IV  demonstrates  the  type  of  ac- 
tivities completed  by  the  Board  for  Professional 
Medical  Conduct. 

Members  of  the  Board  have  been  most  generous 
in  giving  their  time.  Except  for  three  occasions 
during  the  first  three  years  of  the  Board’s  existence, 
no  screening  committee  or  hearing  committee 
meeting  had  to  be  postponed  because  of  the  un- 
availability of  Board  members. 


TABLE  II.  Actions  taken  by  Board  for  Professional 
Medical  Conduct,  September  1,  1975,  to  September  30, 
1978 


Status 

Number  of  Cases 

Total  number  of  complaints 

3,084 

For  Board  action 

368 

Action  taken  by  Board 

311 

Dismissals 

103 

Continue  investigations 

35 

Administrative  conferences 

44 

Referrals 

2 

Request  for  subpoenas 

12 

Voted  to  hearing 

115  (107  individuals) 

Actions  completed  by  Board 

55  (53  individuals) 

Resignations 

1 

Department  of  Education 

3 

jurisdiction 

Reconsideration-dismissed 

1 

Descreened 

3 

Death  before  completion 

1 

Hearings  completed 

46  (44  individuals) 

Final  action  by  Board  of 

30  (28  individuals) 

Regents 

With  Regents 

7 

Recommendations  in 

9 

preparation 

Consent  orders  in  process 

4 (3  individuals) 

Insufficient  evidence  to  proceed 

5 (4  individuals) 

Federal  jurisdiction 

1 

Hearings  in  process 

1 1 (9  individuals) 

Hearings  scheduled 

13  (11  individuals) 

Subtotal 

89  (81  individuals) 

To  be  scheduled 

11 

Charges  recently  voted 

15 

TABLE  III.  Actions  taken  by  State  Board  for  Professional  Medical  Conduct,  September  1,  1975,  to 

September  30,  1978 


Sept.  1,  1975, 
to 

Dec.  31,  1976 
(16  months) 

Jan.  1 
to 

Dec.  31,  1977 
(12  months) 

Jan.  1 
to 

Sept.  30,  1978 
(9  months) 

Grand  Total: 
Sept.  1,  1975, 
to 

Sept.  30,  1978 
(37  months) 

Actions  Taken 

Number  Percent 

Number  Percent 

Number  Percent 

Number  Percent 

Dismissals 

1 1 

12.4 

37 

37 

55 

45.1 

103 

33.1 

Continue  investigation 

12 

13.5 

12 

12 

11 

9.0 

35 

11.3 

Administrative  conference 

15 

16.9 

17 

17 

12 

9.8 

44 

14.1 

Referrals 

1 

1.1 

1 

1 

0 

0.0 

2 

0.6 

Request  for  subpoenas 

N.A.* 

0.0 

1 

1 

11 

9.0 

12 

3.9 

Voted  to  hearing 

50 

56.2 

32 

32 

33 

27.0 

115 

37.0 

Totals 

89 

100 

122 

311 

* Not  available. 
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TABLE  IV.  Activities  of  Board  for  Professional  Medical 
Conduct,  September  1,  1975,  to  September  30,  1978* 


Event 

Frequency 

Board  meetings 

5 

Special  committee  meetings 

6 

Retreat  weekend 

1 

Screening  committees 

26 

Hearing  dates  (19  in  conjunction  with 

105 

screenings) 

Total  number  of  Board  activities 

143 

Number  of  weeks  into  program 

160 

Board  activity  on  average 

Every  8 days 

* Screening  committees  and  hearing  committees  constitute  92  percent 
of  Board's  activities. 


Table  V represents  the  types  of  sentences  that 
have  been  imposed  on  the  physicians  and  the  one 
physician’s  assistant.  In  addition,  there  has  been  one 
direct  surrender  of  license  because  of  senility  without 
a hearing  and  screening.  There  also  has  been  one 
temporary  surrender  of  a license  because  of  a phy- 
sician’s dependence  on  drugs. 

Although  the  majority  of  complaints  originate 
from  patients  and  patients’  families,  there  are  other 
sources  of  serious  complaints.  Of  311  complaints 
acted  on  bv  screening  committees  following  investi- 
gation, the  source  of  complaint  and  action  taken  are 
shown  in  Table  VI. 

Tables  VI  and  VII  show  details  of  the  results  of 
action  by  screening  committees  by  source  of  com- 
plaints. 

Table  VIII  exhibits  the  source  of  all  complaints  as 
received  by  the  Office  of  Professional  Medical  Con- 
duct. It  will  be  readily  noted  that  the  number  of 
complaints  originating  from  the  State  and  local 
health  departments  dropped  markedly  in  1978.  This 
can  he  accounted  for  by  the  fact  the  Department  of 
Health  is  no  longer  involved  in  Medicaid  fraud  and 
abuse.  Therefore,  the  number  of  complaints  alleging 
Medicaid  abuses  are  no  longer  referred  to  us  from 
this  source.  Also,  the  number  of  anonymous  com- 
plaints has  shown  a marked  drop  in  1978.  There  is 
no  easily  available  explanation  for  this. 

There  has  been  considerable  interest  concerning 
physician  reporting,  and  in  particular  sinpe  the  pas- 
sage of  the  Medical  Practices  Act  of  1977,  which  re- 
quires physicians  to  report  instances  of  professional 
misconduct.  Table  IX  exhibits  the  number  of 


TABLE  V.  Completed  actions.  Board  lor  Professional 
Medical  Conduct,  September  1,  1975,  to  September  30, 
1978 


Event 

Number  of  Times 

Surrendered 

1 

license 
(waived  right 
to  hearing) 

Revocations 

10  (3  drug  pushers;  2 drug  users;  1 mental 
incompetence;  1 surgical  incompetence:  1 
medical  incompetence;  1 unproved  meth- 
ods of  treating  cancer;  1 sexual  abuse) 

Suspension 

1 drug  pusher 

RSP 

1 ( 1 unprofessional  conduct,  poor  office 

(revocation. 

manager;  1 drug  user;  1 income  tax  con- 

stay. 

viction;  1 land  fraud  scheme) 

probation) 

RSP  and  fine 

6 (5  Medicaid  fraud  convictions;  1 drug 
pusher) 

(’  & R (censure 

3 ( 1 physician’s  assistant  exceeding  scope 

and 

of  practice;  1 income  tax  conviction; 

reprimand) 

1 Medicaid  fraud) 

Dismissal 

2 (1  allegation  of  improper  prescription 
habits;  1 allegation  of  sexual  abuses) 

Physician  died 

1 allegation  of  medical  incompetence 

before  hearing 
completed 

complaints  received  by  this  office  both  from  physi- 
cians and  medical  societ  ies.  Medical  societies  have 
been  included  because  physician  complaints  may 
come  via  the  medical  society  route.  It  appears  that 
the  reporting  from  the  profession  itself  began  with 
the  start  of  the  program  and  continues  at  about  the 
same  level.  In  the  period  from  January  1,  1978, 
through  September  30,  1978,  there  appears  to  be  a 
slight  increase  in  the  number  of  complaints  from  this 
source.  This  is  difficult  to  interpret  at  this  time, 
since  these  numbers  are  relatively  small,  and  a few 
numbers  either  way  can  change  the  percentage  sub- 
stantially. 

Comment 

The  complexities  associated  with  defining  and 
proving  professional  misconduct,  coupled  with  the 
due  process  provisions  of  the  law,  contribute  to  an 
unavoidable,  time-consuming  process.  This  in  itself 
creates  a sense  of  frustration  and  impatience  on  the 
part  of  the  public  as  well  as  the  profession.  The 
language  in  this  office  that  follows  notification  that 


TABLE  VI.  Board  for  Professional  Medical  Conduct,  results  of  actions  by  screening  committees  by  source  of 

complaint,  September  1,  1975,  to  September  30,  1978 


Source  of  Complaint 

Refer- 

rals 

Dismis- 

sals 

Continued 

Investigation 

Administrative 

Conference 

Voted  to 
Hearing 

Grand  Total 

Patient  or  patient’s  relative(s) 

1 

86 

20 

24 

30 

161 

State  and  local  health 

0 

6 

11 

9 

35 

61 

departments 

Medical  profession 

0 

7 

10 

3 

22 

42 

Other  state  agencies 

0 

i 

1 

2 

8 

12 

Law  enforcement  agencies 

1 

2 

2 

4 

11 

20 

Other 

0 

1 

3 

2 

9 

15 

Totals 

2 

103 

47 

44 

115 

311 
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TABLE  VII.  Board  for  Professional  Medical  Conduct,  results  of  actions  by  screening  committees  by  source  of 

complaint 


Refer- 

Dismis- 

Continued 

Administrative 

Voted  to 

Grand 

Source  of  Complaint 

rals 

sals 

Investigation 

Conference 

Hearing 

Total 

September  1,  1975,  to  December  31, 

1976 

Patient  or  patient’s  relative(s) 

0 

9 

5 

10 

9 

33 

State  and  local  health  departments 

0 

1 

2 

2 

14 

19 

Medical  profession 

0 

0 

4 

0 

14 

18 

Other  state  agencies 

0 

0 

0 

0 

6 

6 

Law  enforcement  agencies 

1 

1 

1 

2 

7 

12 

Other 

0 

0 

0 

1 

0 

1 

Totals 

1 

11 

12 

15 

50 

89 

January  1,  1977,  to  December  31, 

1977 

Patient  or  patient’s  relative(s) 

1 

33 

6 

10 

10 

60 

State  and  local  health  departments 

0 

0 

4 

4 

9 

17 

Medical  profession 

0 

1 

1 

3 

5 

10 

Other  state  agencies 

0 

1 

1 

0 

2 

4 

Law  enforcement  agencies 

0 

1 

0 

0 

3 

4 

Other 

1 

1 

1 

0 

3 

5 

Totals 

2 

37 

13 

17 

32 

100 

January  1,  1978,  to  September  30, 

1978 

Patient  or  patient’s  relative(s) 

0 

44 

9 

4 

11 

68 

State  and  local  health  departments 

0 

5 

5 

3 

12 

25 

Medical  profession 

0 

6 

5 

0 

3 

14 

Other  state  agencies 

0 

0 

0 

2 

0 

2 

Law  enforcement  agencies 

0 

0 

1 

1 

2 

4 

Other 

0 

0 

2 

2 

5 

9 

Totals 

0 

55 

22* 

12 

33 

122 

* This  category  contains  1 1 requests  for  subpoena  powers. 

TABLE  VIII. 

Office  of  Professional  Medical  Conduct:  sources  of  complaints 

Sept.  1,  1975, 

Jan.  1 

Jan.  1 

Sept.  1,  1975, 

to 

to 

to 

to 

Dec.  31,  1976 

Dec.  31,  1977 

Sept.  30,  1978 

Sept.  30,  1978 

(16  months) 

(12  months) 

(9  months) 

(37  months) 

Source  Number 

Percent 

Number  Percent  Number  Percent  Number  Percent 

Patients  807 

67.8 

749  70.9 

646  77.2 

2,202  71.4 

State  and  local  health  179 

15.0 

173  16.4 

60  7.2 

412  13.4 

departments 

Medical  profession  68 

5.7 

56  5.3 

61  7.3 

185  6.0 

Other  health  professions  20 

1.7 

5 0.5 

12  1.4 

37  1.2 

Other  state  agencies  8 

0.7 

19  1.8 

19  2.3 

46  1.5 

Enforcement  agencies  28 

2.4 

8 0.8 

2 0.2 

38  1.2 

Anonymous  26 

2.2 

28  2.7 

8 1.0 

62  2.0 

Others  55 

4.6 

18  1.7 

29  3.5 

102  3.3 

Total  Number  of  1,191 

1 ,056 

837 

3,084 

Complaints 


TABLE  IX.  Office  of  Professional  Medical  Conduct:  number  of  complaints  reported  by  physicians  and  medical 

societies,  September  1,  1975,  to  September  30,  1978 


Source 

Sept.  1 
to 

Dec.  31, 
1975 

Jan.  1 
to 

Apr.  30, 
1976 

May  1 
to 

Aug.  31, 
1976 

Sept.  1 
to 

Dec.  31, 
1976 

Jan.  1 
to 

Apr.  30, 
1977 

May  1 
to 

Aug.  31, 
1977 

Sept.  1 
to 

Dec.  31, 
1977 

Jan.  1 
to 

Sept.  30, 
1978 

Grand 
Total 
(Sept.  1, 
1975, 
to 

Sept.  .30, 
1978) 

Physicians 

3 

11 

9 

8 

10 

8 

10 

38 

97 

Medical  societies 

11 

10 

13 

3 

4 

14 

10 

23 

Total 

14 

21 

22 

11 

14 

22 

20 

61 

L . 

Number  of  complaints  (all 

203 

316 

328 

344 

409 

323 

324 

837 

3,084 

sources) 

Percent  reported  by 

6.9 

6.6 

6.7 

3.2 

3.4 

6.8 

6.2 

7.3 

6.0 

physicians  and  medical 
societies 
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hearings  are  being  delayed  or  adjourned  would  make 
Mark  Twain  blush.  To  abate  my  impatience  and 
frustrations,  I frequently  reread  a passage  from  Peter 
Drucker’s  book,  The  Future  of  Industrial  Man:* 

If  the  government  is  not  bound  to  formal  rules  of 
procedure,  there  would  be  no  barrier  against  arbitrari- 
ness. Hence  one  of  the  greatest  safeguards  of  freedom 
has  been  the  judicial  review  of  administrative  acts  in 
Anglo-American  constitutional  law  and  practice. 
That  administrative  officers  and  administrative  agen- 
cies are  accountable  and  responsible  to  the  law  courts 
for  their  official  acts  is  perhaps  the  most  successful  in- 
stitutional limitation  on  bureaucratic  omnipotence. 


* Drucker,  P.  F.:  The  Future  of  Industrial  Man — A Conser- 
vative Approach,  Bergenfield,  New. Jersey,  New  American  Library, 
1970,  p.  124. 
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If  ever  a group  of  people  has  felt  the  responsibility 
for  answering  the  question,  “Am  I my  brother’s 
keeper?,”  it  must  be  the  medical  profession.  Years 
of  training  and  more  years  of  treating  have  imbued 
our  profession  with  the  motivation  for  caring  for  our 
sick  fellow  beings.  If  that  holds  true  of  the  physician 
and  his  practice  with  lay  patients,  it  should  be  more 
true  of  him  with  his  sick  medical  colleagues. 

Since  most  people  are  reluctant  to  seek  help  unless 
help  is  absolutely  necessary,  it  is  understandable  that 
physicians  with  their  knowledge  of  medicine  are  more 
likely  than  not  to  treat  themselves  for  minor  ailments 
and  hope  that  recovery  will  ensue  with  a minimum 
of  care.  They  are  hesitant  to  annoy  colleagues  with 
minor  ailments  and,  as  with  too  many  other  patients, 
deny  the  existence  of  anything  serious  until  forced 
to  face  the  facts.  Quite  unlike  laymen,  however, 
physicians  often  do  not  recognize  in  others  that  which 
they  deny  in  themselves. 

Alcoholism,  drug  dependency,  and  mental  illness 
exist  in  our  society  to  an  alarming  extent.  They  are 
often  masked  advertently  or  inadvertently,  by  the 
deliberate  efforts  of  the  patients  suffering  from  these 

Presented  at  the  172nd  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Committee  on  Alco- 
holism, Tuesday,  October  24,  1978. 


However,  recent  changes  in  the  law  have  provid- 
ed a better  mechanism  for  investigating  allegations 
of  professional  misconduct  and  for  taking  appro- 
priate action  on  a timely  basis.  Further,  citizens  with 
complaints  against  physicians  have  access  to  a large, 
geographically  accessible  investigation  staff. 

There  is  room,  however,  for  improvement.  A 
greater  effort  must  and  will  be  made  to  promote 
awareness  of  the  complaint  mechanism  across  the 
State,  and  to  keep  encouraging  the  individual  phy- 
sician, medical  societies,  and  hospitals  to  participate 
more  fully  in  the  disciplinary  process  to  expedite  the 
conduct  of  the  hearings  within  the  framework  of  the 
law. 

Empire  State  Plaza 
Tower  Building 
Room  723 
Albany,  New  York  12237 


illnesses.  Denial  is  more  common  in  such  cases  than 
with  cancer,  heart  problems,  tuberculosis,  hyper- 
tension, diabetes,  and  others. 

With  alcoholism,  drug  dependency,  and  mental 
illness,  the  signs  and  symptoms  are  ignored  more 
often  because  of  the  prevalence  of  alcohol  and  other 
drug  use,  unawareness  of  the  condition  and  the 
stigma  attached,  and  a sense  of  shame  which  is 
completely  unwarranted. 

With  most  illnesses,  as  the  condition  progresses, 
help  is  sought  because  of  the  need  for  relief.  With 
these  three  illnesses,  however,  the  more  intense  the 
suffering,  the  less  likely  is  help  to  be  sought.  The 
victim  seeks  relief  from  the  very  agent  which  has 
contributed  to  the  occurrence  of  the  disease:  in  the 
first  two  by  drugs,  and  the  latter  by  refuge  in  unre- 
ality. 

Work  of  Physicians  ’ Committee 

It  became  necessary,  therefore,  for  the  organized 
medical  profession  to  take  some  practical  steps  to 
induce  such  sick  physicians  to  seek  help.  The  Phy- 
sicians’ Committee  was  formed  for  that  purpose  and 
that  purpose  alone.  That  purpose  is  to  bring  to  the 
attention  of  the  physicians  who  suffer  from  these 
illnesses  the  necessity  for  seeking  treatment,  when 
they  have  not  as  yet  responded  properly  in  the  in- 
terest of  their  own  health. 

In  explaining  the  functions  and  activities  of  the 
Physicians’  Committee  of  our  State  Society,  it  is 
unfortunate  that  I must  report  that  such  activity  has 
been  suspended  temporarily. 

By  this  time  all  of  us  are  aware  of  the  so-called 
“Snitch  Law”  in  New  York  State.  This  law  requires 
that  any  physician  who  is  aware  of  misconduct  on  the 
part  of  another  physician  shall  disclose  such  mis- 
conduct to  the  proper  authorities.  A physician  with 
such  knowledge  who  does  not  make  such  disclosure 
is  by  this  law  himself  guilty  of  misconduct. 

Although  our  committee  has  been  in  existence 
since  the  autumn  of  1974,  this  comparatively  recent 
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TABLE  I.  Incidence  of  physicians'  problems 


Time  Period 

Nature  of  problem 

22  Months, 
Fall,  1974, 
through 
June,  1976 

1 1.5  Months, 
July  1,  1976, 
through 
June  10,  1977 

Total 

to 

Date 

Alcoholism  only 

20 

4 

24 

Drug  abuse  only 

12 

13 

25 

Mental  illness  only 

15 

10 

25 

Combined  alcoholism 

4 

4 

and  drug  abuse 

Combined  alcoholism 

2 

1 

3 

and  mental  health 

Totals 

53 

28 

81 

legislation  has  stymied  our  work  to  such  an  extent 
that  we  have  been  unable  to  function  as  originally 
intended.  We  do  not  wish  to  be  vigilantes.  We  do 
not  wish  to  punish  a colleague  for  possible  miscon- 
duct which  might  result  from  an  illness  which  may 
befall  him.  We  are  physicians  interested  in  our  fel- 
low practitioners  and  wish  only  to  help  them  recover 
from  an  illness.  We  do  not  want  to  be  in  the  position 
of  aggravating  a situation  which  may  occur  through 
no  fault  of  the  sick  person. 

Although  we  have  had  reports  of  ill  physicians  and 
have  attempted  to  help  them  seek  treatment,  the 
number  of  such  reports  has  been  lower  than  antici- 
pated. From  all  available  information,  the  incidence 
of  alcoholism,  drug  addiction,  and  mental  illness  in 
the  physician  population  is  supposedly  not  less 
prevalent  than  in  the  general  population.  Some 
contend  that  in  the  matter  of  drug  dependence, 
physicians  are  more  prone  than  lay  people.  The 
numbers  reported  to  us  from  September,  1974,  to 
June,  1977,  are  shown  on  Table  I. 

In  considering  the  possible  reasons  for  the  com- 
parative paucity  in  the  number  of  cases  reported,  we 
find  that  the  function  of  our  committee  is  too  often 
misunderstood  by  the  ill  physician  himself,  by  his 
family  and  others  associated  with  him,  by  other 
physicians  generally,  and  by  medical  organizations 
as  well;  this  is  true  despite  the  fact  that  brochures 
explaining  the  functions  of  the  committee  have  been 
available  free  of  charge  from  the  headquarters  of  the 
Medical  Society  of  the  State  of  New  York. 

I am  reminded  of  a story  I read  some  time  ago  that 
referred  to  an  illness  which  at  that  time  carried  a 
stigma,  much  as  alcoholism,  drug  dependency,  and 
mental  illness  carry  today.  We  now  know  that  there 
is  never  any  justification  for  such  stigmatization, 
particularly  by  physicians. 

Case  report 

A physician  in  a comparatively  small  city  felt  ill.  He 
consulted  one  of  his  physician  friends  for  advice.  After  the 
examination,  the  latter  suggested  to  his  friend  that  he  take 
a long  rest.  “You  have  worked  very  hard  and  are  no  longer 
a youngster,  so  why  not  take  it  easy?,”  he  said.  “I’m  sure 
that  everything  will  clear  up,  if  you  just  take  things  more 
easily  and  get  plenty  of  rest.” 

The  ailing  physician  left  and  tried  to  do  as  he  was  di- 


rected, but  he  became  worse  as  time  went  on.  Feeling  that 
he  should  get  another  opinion,  he  went  to  another  one  of 
his  physician  friends  and  presented  the  same  problem. 
The  second  physician  examined  him  and  after  some  time 
suggested  that  it  would  be  wise  to  give  up  some  of  his  work 
and  get  more  rest.  “Travel  a bit  and  get  whatever  you  can 
in  the  way  of  diversion,”  he  advised,  “and  in  a short  time 
you  should  feel  better.”  Again  there  was  no  improvement 
after  a passage  of  several  months.  And  again  the  same  sort 
of  advice  was  received  after  a third  consultation  with  an- 
other of  the  ailing  physician’s  medical  friends. 

His  three  friends  who  apparently  had  given  him  no 
definite  information  must  have  recognized  his  problem  as 
one  that  at  that  time  did  carry  some  hint  of  opprobrium. 
Having  gained  nothing  from  their  advice,  the  ailing  phy- 
sician finally  decided  to  use  another  approach.  As  he  had 
done  on  previous  occasions  with  his  own  patients,  he  wrote 
to  a well-known  clinic  some  distance  from  his  home  town. 
He  requested  an  appointment  for  a patient,  using  a ficti- 
tious name,  “Mr.  Smith,”  and  asked  for  a report  from  the 
clinic  as  to  his  patient’s  condition. 

On  receiving  the  appointment,  the  physician,  posing  as 
his  fictitious  patient,  presented  himself  at  the  clinic.  After 
remaining  there  for  several  days,  he  was  told  that  he  had 
a problem.  “Mr.  Smith,”  the  clinic  examiner  said,  “we  will 
send  a report  to  your  doctor  back  home  and  he  will  give  you 
instructions  and  continue  to  treat  you.”-  The  patient  left 
and  went  home.  Two  weeks  later  he  received  a report  from 
the  clinic  stating  that  his  patient,  “Mr.  Smith,”  was  found 
to  have  a terminal  condition  and  that  nothing  could  be 
done  about  it  at  this  late  time.  The  clinic  report  added, 
“It  is  unfortunate  that  your  patient  did  not  consult  you 
earlier.  We  might  have  been  able  to  do  something  for 
him.” 

Comment 

I cite  this  story  only  because  at  the  time  it  was 
published,  there  were  other  illnesses  which  also  car- 
ried stigmata.  The  physician’s  professional  friends 
had  shied  away  from  telling  their  colleague  that  he 
had  a disease  which  was  so  stigmatized.  At  that 
time,  they  also  felt  that  little  could  be  done  in  such 
cases.  Looking  back  on  those  days  when  diseases 
such  as  cancer  and  tuberculosis  were  cause  for  shame, 
we  are  appalled  at  such  unjustified  prejudice. 
Today,  unfortunately,  the  same  sort  of  attitude  is 
attached  to  alcoholism,  drug  dependency,  and  mental 
illness,  even  among  physicians  who  should  know 
better.  If  physicians  as  well  as  lay  people  continue 
this  prejudice,  future  generations  of  physicians  will 
look  back  on  such  ignorance  as  inexcusable  in  the 
light  of  the  knowledge  which  we  already  possess 
today  and  which  by  then  will  have  been  universally 
accepted. 

As  physicians,  we  owe  all  of  our  patients  the  best 
we  can  offer  in  the  way  of  diagnosis  and  treatment. 
Certainly  we  owe  as  much  to  our  colleagues  who  are 
not  immune  to  illnesses  suffered  by  other  people. 
We  must  then  extend  ourselves  to  see  that  they  are 
given  the  care  required,  even  though  they  themselves 
may  deny  the  existence  of  the  disease.  Denial  is  not 
unusual  in  the  case  of  many  illnesses.  As  human 
beings,  physicians  will  often  succumb  to  that  corn- 
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mon  dodge.  It  is  up  to  their  colleagues  to  convince 
them  of  the  existence  of  an  illness  and  to  urge  them 
to  seek  treatment. 

What  must  be  understood  is  that  the  Physicians’ 
Committee  exists  solely  to  help  physicians.  We  are 
not  a vigilante  committee.  We  do  not  wish  to  punish 
the  patient.  We  do  not  wish  to  discipline  the  patient. 
If  such  procedures  are  necessary,  there  are  other 
avenues  which  can  he  followed,  but  they  are  not  the 
function  of  the  Physicians’  Committee.  Once  this 
is  understood  by  physicians  generally,  and  particu- 
larly by  those  close  to  sick  physicians,  more  families 
and  colleagues  will  report  them  to  us,  so  that  they  can 
be  helped  before  their  illnesses  progress  to  irrevers- 
ible stages. 

With  the  exception  of  the  chairmen,  both  present 
and  past,  the  members  of  the  Physicians’  Committee 
are  anonymous.  They  are  known  only  to  themselves. 
The  reason  for  excepting  the  chairmen  is  to  provide 
speakers  for  medical  organizations,  for  consultation 
with  other  committees,  and  for  contact  with  the 
media.  No  record  is  kept  of  the  reported  ill  physi- 
cian. All  of  the  procedures  are  clearly  outlined  in  the 
brochures  which  are  available  from  the  Medical  So- 
ciety headquarters.  There  is  also  protection  for  the 
person  who  reports  the  sick  physician.  Coercion  is 
not  involved,  and  the  reported  physician  can  refuse 
to  communicate  with  any  member  of  the  committee 
if  he  so  wishes. 

The  committee  has  come  under  some  criticism  for 
not  following  through  on  these  matters,  particularly 
if  the  reported  physician  has  not  cooperated.  It  must 
be  clearly  understood  that  coercion  is  not  the  func- 
tion of  our  committee.  If  such  a measure  is  deemed 
necessary,  there  are  other  routes  to  follow  but  not  via 
the  Physicians’  Committee.  By  adhering  to  this  rule, 
we  are  able  to  carry  on  our  function  in  an  objective 
way,  without  obligating  either  the  physician  who  is 
reported,  the  individual  who  reports  him,  or  the 
members  of  the  committee  who  are  acting  on  behalf 
of  both  the  informer  and  the  reported  physician.  All 
committee  members  who  interview  the  physician 
patient  are  chosen  from  an  area  of  the  State  outside 
of  the  patient’s  geographic  sphere  and  are  as  un- 
known to  him  as  he  is  to  them. 

The  functions  of  this  committee  must  be  distinctly 
understood,  and  the  limitations  of  its  functions  must 
be  clear.  The  do’s  and  don’ts  of  the  committee’s 
functions  are  as  follows. 

When  a physician  is  reported  as  being  ill 

We  do  have  two  committee  physicians,  from  out- 
side his  area  and  unknown  to  him,  interview  him  with 
his  permission,  and  by  appointment  with  him. 

We  don’t  force  him  to  see  us  if  he  does  not  wish  to 
do  so. 

We  do  advise  him  of  the  report,  but  not  the  re- 
porter. He  may  accept  or  deny  the  illness  reported. 
If  he  accepts,  we  advise  him  to  seek  treatment.  If  he 
denies  it,  our  functions  cease. 


We  don’t  make  a diagnosis  or  insist  that  he  do 
anything  that  he  does  not  wish  to  do. 

We  do  recommend  persons  or  places  for  treat  ment 
if  he  requests  such  recommendations. 

We  don’t  tell  him  where  to  go;  the  interviewing 
physicians  are  expressly  prohibited  from  accepting 
him  as  a patient.  Treatment  must  be  sought  else- 
where. 

We  do  share  with  the  interviewers  their  experi- 
ences with  physician  patients  as  a way  to  improve  our 
techniques,  but  we  do  not  name  names  or  gossip 
about  individuals  with  one  another. 

We  don’t  tell  them  the  details  of  the  interview,  and 
no  records  are  kept. 

We  do  try  to  make  a physician  patient  understand 
that  there  is  complete  confidentiality. 

We  don’t  try  to  follow  up  what  the  physician  pa- 
tient does. 

We  do  ask  the  reporting  physician,  after  a rea- 
sonable length  of  time,  to  determine  if  he  has  noted 
any  change  in  the  physician  patient,  if  he  is  willing 
to  do  so. 

We  do  sometimes  call  the  physician  patient  back 
again,  but  we  do  not  harass  him.  He  may  call  us  if 
he  wishes. 

We  do  show  interest  in  a fellow  physician  who  is 

ill. 

We  don’t  report  the  case  to  anyone  outside  of  the 
committee. 

The  interviewing  physicians  are  chosen  from 
among  committee  members  for  their  special  inter- 
ests: alcoholism,  drug  dependency,  or  mental  health. 
Each  is  qualified  in  the  area  which  involves  the  par- 
ticular physician  pat  ient  . The  value  of  these  inter- 
views lies  in  the  absence  of  coercion  or  punitive  ap- 
proach. Ours  is  a medical  approach.  If  a situation 
which  may  require  a different  approach  should  arise, 
names  of  the  proper  committees  for  these  procedures 
can  be  obtained  from  the  Medical  Society. 

Any  physician  may  be  vulnerable  to  charges  of 
misconduct  as  a result  of  any  of  the  illnesses  in  which 
we  are  primarily  interested.  It  is  our  desire  to  pre- 
vent any  possible  misconduct  by  urging  the  sick 
physician  to  seek  treatment  before  this  happens.  We 
ask  everyone  to  help  us  to  carry  out  our  mission. 

It  is  important  to  understand  that  our  committee 
does  not  pass  judgment  on  the  conduct  of  the  indi- 
vidual, but  only  attempts  to  insure  his  physical  and 
mental  health.  As  far  as  this  committee  is  con- 
cerned, all  the  interviews  are  conducted  with  the 
objective  of  helping  the  sick  physician  regain  his 
health.  All  matters  are  confidential.  If  misconduct 
is  included,  as  the  result  of  his  illness,  this  is  a matter 
for  other  committees  to  handle  and  for  other  indi- 
viduals to  report.  Such  a report  will  not  be  made  by 
our  committee,  and  we  do  not  wish  to  be  responsible 
for  such  reporting.  All  the  matters  discussed  are 
completely  confidential.  It  is  for  this  reason  that  we 
have  been  unable  to  function  since  the  passage  of  the 
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new  law.  We  are  attempting  to  have  the  law 
amended  so  that  the  members  of  our  committee  will 
be  exempt  from  its  reporting  provisions. 

Once  the  functions  of  this  committee  and  its  atti- 
tudes are  completely  understood  by  physicians  and 
others  throughout  the  State,  there  should  be  no 
hesitancy  in  reporting  a colleague  who  is  ill.  No 
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In  1965,  the  Judicial  Council  of  the  AMA  (Ameri- 
can Medical  Association)  commissioned  me  to  write 
an  article  entitled,  “What  Should  the  Profession  Do 
About  the  Incompetent  Physician?.”1  The  article, 
which  appeared  in  the  Journal  of  the  American 
Medical  Association,  was  essentially  a critical  study 
of  the  three  most  important  agencies  that  might  be 
able  to  control  the  incompetent  physician:  the  state 
and  local  medical  societies,  the  hospitals,  and  the 
licensing  boards.  All  were  found  wanting.  The  re- 
port included  seven  recommendations  for  solving  the 
problem. 

As  often  happens  these  days,  the  members  of  the 
public  press  had  access  to  the  article  before  I even 
knew  it  had  been  published.  To  my  dismay,  I was 
besieged  by  telephone  calls  from  reporters,  fellow 
physicians,  and  members  of  the  public.  The  AMA 
received  many  calls  from  outraged  physicians,  most 
of  whom  asked,  “Why  did  you  allow  this  article  to  be 
published?  Who  is  this  person  to  criticize  the  pro- 
fession?” I received  poison  pen  letters  from  physi- 
cians which  continued  the  refrain.  Furthermore,  I 
soon  found  my  name  on  the  front  pages  of  most  of  the 
important  newspapers  in  the  United  States.  This 
did  not  endear  me  to  my  colleagues,  who  seemed 
about  to  nominate  me  for  membership  in  the  Hall  of 
Infamy. 

In  1973,  undaunted  by  the  vitriolic  attacks  of  my 
fellow  physicians,  I accepted  another  invitation  from 
the  Judicial  Council,  this  time  to  present  a paper 
entitled  “Medical  Ethics  and  Discipline”  before  the 

Presented  at  the  172nd  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Committee  on  Alco- 
holism, Tuesday,  October  24,  1978. 

* By  inuitation. 


harm  can  come  to  him  through  our  committee,  and 
the  benefits  which  may  be  derived  from  reporting 
such  cases  can  be  tremendous.  Do  not  hesitate  to 
call  the  State  Society  for  any  further  information 
which  is  required. 

371  Linwood  Avenue 
Buffalo,  New  York  14209 


National  Congress  on  Medical  Ethics  in  Washington, 
D.C.2  My  presentation  included  a consideration  of 
the  problem  of  professional  incompetence.  Although 
some  of  my  statements  were  much  stronger  than 
those  in  the  first  article,  they  caused  scarcely  a ripple 
among  members  of  the  medical  profession.  How  can 
we  explain  this  marked  change  in  the  reaction  of  the 
profession  to  criticism?  The  answer,  while  not 
simple,  is  that  due  to  various  factors  such  as  legisla- 
tive and  consumer  pressure  and  the  malpractice 
crisis,  the  profession  has  at  least  recognized  that 
physician  incompetence  is  a real  problem  that  it  must 
face  squarely.  But  are  physicians  really  facing  it? 
No,  but  they  have  made  a beginning. 

Before  addressing  the  problem  of  physician  in- 
competence, we  must  arrive  at  a definition  of  com- 
petence. While  most  people  think  they  know  what 
is  meant  by  the  term,  a simple  dictionary  definition 
is  insufficient.  Moreover,  there  is  not  universal 
agreement  as  to  the  proper  definition  as  applied  to 
physicians.  For  example,  the  American  Board  of 
Medical  Specialties  has  asked  all  of  its  member 
boards  to  define  competence  as  applied  to  their 
particular  fields.  The  results,  while  incomplete, 
show  great  variations.  In  1974  the  Coordinating 
Council  on  Medical  Education  appointed  a Com- 
mittee on  Continuing  Competence  of  Physicians.3 
The  members  realized  that  their  first  task  must  be 
to  define  competence.  The  committee  concluded 
that  “Physician  competence  is  the  function  of  an 
array  of  attributes  which  compose  a pattern  of  ef- 
fective activity  directed  toward  the  health  and 
well-being  of  people  as  individuals  or  as  groups.” 
The  committee  identified  three  essential  dimensions 
encompassing  knowledge,  abilities,  and  clinical 
judgment.  Under  abilities  are  included  communi- 
cations skills,  technical  skills,  self-discipline,  work 
habits,  and  professional  attitudes.  Clinical  judgment 
is  defined  in  part  as  the  “capacity  to  apply  the  ap- 
propriate knowledge  and  skills  at  the  right  time.” 

If  we  agree  with  the  aforementioned  definition,  is 
a physician  incompetent  because  he  lacks  one  or 
more  of  these  attributes?  It  all  depends  on  the  ones 
that  he  lacks  and  how  they  apply  to  his  specialty. 
Certainly  a physician  deficient  in  knowledge  is  in- 
competent despite  the  contempt  for  examinations  in 
some  quarters.  Technical  skills  are  indeed  impor- 
tant, especially  in  the  surgical  specialties.  One  can 
brand  a physician  as  incompetent  if  he  attempts  to 
work  in  a field  in  which  he  is  unqualified;  for  exam- 
ple, a physician  may  be  an  excellent  family  practi- 
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tioner  but  a poor  surgeon.  Therefore,  he  is  profes- 
sionally incompetent  if  he  performs  operations  for 
which  he  is  unqualified  because  of  lack  of  training 
and  technical  skill.  On  the  other  hand,  is  a pathol- 
ogist who  is  deficient  in  communications  skills  in- 
competent? Hardly. 

Granted  that  medical  competence  depends  on 
several  factors,  from  the  practical  standpoint  1 
suggest  that  there  are  at  least  four  common  varieties 
of  incompetence.  In  order  of  frequency,  they  are: 
mental,  professional,  physical,  and  the  kind  due  to 
ignorance  or  stupidity.  Regardless  of  the  factors 
involved,  professional  incompetence  prevents  the 
physician  from  rendering  safe  and  up-to-date  care 
to  his  patients. 

What  is  the  problem? 

Even  though  we  have  arrived  at  a working  defini- 
tion of  incompetence,  there  are  practical  consider- 
ations that  cause  difficulty  in  dealing  with  it.  Rel- 
atively simple  is  the  actual  case  of  the  surgeon  who 
ligated  three  common  ducts  in  four  months,  his 
blunders  being  compounded  by  his  failure  to  face  his 
mistakes  and  deal  with  them.  The  result?  A mor- 
tality rate  of  100  percent.  Obviously  he  has  violated 
all  of  the  rules  contained  in  the  definition.  More 
complicated  is  the  case  of  the  physician  whose  mis- 
takes are  less  dramatic  so  that  one  can  only  suspect 
his  incompetence  until  he  has  accumulated  a series 
of  poor  results,  each  of  which  he  tries  to  rationalize. 
Although  his  colleagues  finally  become  concerned, 
they  are  reluctant  to  testify  against  him  or  her. 
Moreover,  if  they  can  be  induced  to  testify  they  are 
likely  to  equivocate.  They  might  say,  “This  was  a 
matter  of  judgment.  I might  not  have  done  it  that 
way  but  there  are  several  methods  of  treating  such 
a condition  and  his  was  acceptable  according  to  some 
authorities.” 

Another  form  of  incompetence,  also  difficult  to 
deal  with,  falls  under  the  subheading,  “self-discipline 
and  work  habits.”  If  a physician’s  work  habits  are 
so  chaotic  that  his  record-keeping  is  all  but  nonex- 
istent and  he  utterly  fails  to  keep  appointments,  he 
may  constitute  a danger  to  his  patients.  If  his  habits 
have  recently  deteriorated,  he  may  be  suffering  from 
mental  illness.  In  other  words,  dependability  is  an 
element  of  competence. 

What  is  the  extent  of  the  problem? 

Several  years  ago,  when  asked  this  question  by  a 
New  York  Times  reporter,  my  answer  was  that  5 
percent  of  physicians  in  this  country  are  incompe- 
tent. This  was  merely  an  estimate  based  on  certain 
facts.  For  example,  among  the  physician  population 
the  incidence  of  drug  addiction  has  been  estimated 
to  be  as  high  as  1 in  100.4  In  addition,  there  are  many 
cases  of  alcohol  addiction  both  detected  and  unde- 
tected. And  then  there  are  the  countless  physicians 
who  lapse  into  senescence  or  complete  obsolescence 
each  year.  My  figure  was  widely  quoted,  sometimes 


to  my  embarrassment.  Significant  was  the  fact  that, 
at  about  the  same  time,  Roger  O.  Egeburg,  M.D., 
independently  arrived  at  the  same  estimate.  Sur- 
prisingly, some  three  years  later  the  American 
Medical  Association,  in  a press  release,  estimated 
that  4 to  5 percent  of  physicians  were  incompetent. 
Following  the  appearance  of  the  New  York  Times 
article  there  was  an  appreciable  increase  in  the  vol- 
ume of  my  mail;  however,  most  of  the  physicians  who 
wrote  to  me  said  that  they  considered  my  estimate 
entirely  too  low. 

While  the  5 percent  figure  may  represent  only  a 
small  minority  of  the  profession,  consider  this. 
Today  there  are  some  400,000  physicians  in  the 
United  States.  If  we  can  believe  the  5 percent  figure, 
20,000  of  them  are  incompetent.  By  conservative 
estimate,  each  of  these  will  treat  500  new  patients  a 
year,  making  a total  of  10  million  people  who  will  fall 
into  the  hands  of  incompetent  physicians  annually. 
However,  this  does  not  mean  that  there  will  be 
wholesale  deaths  due  to  the  blundering  of  these 
physicians.  We  must  consider  the  large  number  of 
patients  without  organic  diseases  who  visit  physicians 
regularly.  But  even  these  can  be  endangered  by  ig- 
norant physicians  who  indiscriminately  prescribe 
strong  drugs  for  them. 

Despite  the  fact  that  the  medical  profession  has 
now  recognized  that  incompetence  is  a serious 
problem,  the  state  legislatures  are  lagging  behind;  the 
laws  of  only  26  states  specify  this  as  a cause  for  dis- 
ciplinary action.  However,  this  is  an  improvement 
over  the  situation  in  1965,  when  there  were  only  18 
states  with  such  laws.  Noteworthy  is  the  wording  of 
some  of  these  in  which  there  is  a recurring  reference 
to  gross  malpractice  or  gross  carelessness,  which  leads 
one  to  believe  that  disciplinary  bodies  can  take  action 
only  after  the  incompetent  physician  has  caused  ir- 
reparable damage  to  a patient. 

Although  the  laws  of  26  states  name  incompetence 
as  a cause  for  disciplinary  action,  this  is  invoked  in 
only  a small  number  of  cases  due  mainly  to  the  dif- 
ficulty of  proving  the  charges.  During  the  period 
from  1974  through  1977,  out  of  1,768  disciplinary 
actions  reported  to  the  Federation  of  State  Medical 
Boards  of  the  United  States,  only  48,  or  2.7  percent, 
were  for  incompetence. 

From  my  own  experience  I can  vouch  for  the  dif- 
ficulty that  licensing  boards  have  in  acting  against 
incompetent  physicians.  Daring  the  26  years  that 
I have  been  a member  of  the  New  Mexico  Board  of 
Medical  Examiners,  the  board  has  revoked  the  li- 
censes of  only  three  physicians  for  professional  in- 
competence. Moreover,  in  two  of  these  cases  the 
board  had  to  base  its  action  on  technicalities  because 
of  the  difficulty  of  obtaining  expert  testimony  from 
physicians. 

In  regard  to  incompetence  based  on  mental  or 
physical  reasons,  the  picture  is  somewhat  different. 
In  1969,  a landmark  statute  was  passed  by  the  legis- 
lature of  Florida.  Known  as  the  Sick  Doctor  Law,  it 
introduced  an  entirely  new  concept  into  disciplinary 
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TABLE  I.  Summary  of  impaired  physicians’  actions  in 
four  states 


Action 

Number  of  Cases 

Revocation  of  licenses 

12 

Suspensions 

24 

Voluntary  surrender 

13 

Action  pending 

6 

Probation 

55 

Reinstatement 

28 

Examination  did  not  substantiate 

6 

Total  number  of  actions 

144 

procedures.5  It  defines  a sick  physician  as  one  who 
is  unable  to  practice  medicine  with  reasonable  skill 
and  safety  to  his  patients  by  reason  of  illness, 
drunkenness,  excessive  use  of  drugs,  or  as  a result  of 
any  mental  or  physical  condition.  The  law  further 
provides  that  if  the  board  has  reasonable  cause  to 
believe  that  the  physician  is  impaired,  it  shall  have 
the  authority  to  compel  him  or  her  to  submit  to  a 
mental  or  physical  examination  by  physicians  des- 
ignated by  the  board.  The  examining  committee 
reports  its  findings  to  the  board,  which  is  not  bound 
to  follow  its  recommendations.  However,  based  on 
these  findings,  the  board  can  impose  a variety  of 
penalties  ranging  from  revocation  of  a license  to  re- 
striction of  practice. 

The  Florida  law  has  been  used  as  a model  by  24 
states  that  have  passed  their  own  impaired  physi- 
cian’s laws.6  Most  of  them  provide  for  a restriction 
on  a physician’s  practice  so  that  the  board  can  require 
the  physician  to  confine  his  or  her  practice  to  a pro- 
tected environment  such  as  a state  hospital  or  other 
institution. 

What  are  the  results  of  the  passage  of  impaired 
physician’s  laws  to  date?  In  most  states  they  are  of 
such  recent  origin  that  adequate  statistics  are  not 
available.  However,  four  states,  Florida,  Michigan, 
Virginia,  and  Colorado  have  had  sufficient  experience 
to  warrant  consideration  of  their  results. 

Table  I represents  a composite  picture  of  actions 
taken  under  the  laws  in  these  four  states.  To  date, 
144  actions  have  been  taken  against  125  physicians. 
Important  is  the  number  of  licenses — 28 — that  have 
been  reinstated  without  restrictions.  In  these  cases 
the  boards  apparently  believed  that  the  physicians 
had  been  rehabilitated.  While  so  far  the  incidence 
of  rehabilitation  has  been  only  22  percent,  the  effort 
is  worthwhile.  Moreover,  we  can  hope  that  many  of 
the  55  physicians  at  present  on  probation  will  even- 
tually be  rehabilitated.  On  the  other  hand,  it  is  too 
early  to  determine  the  rate  of  recidivism. 

What  are  the  answers? 

Obviously,  the  best  treatment  of  physician  in- 
competence is  prevention.  Furthermore,  the  pre- 
ventive measures  should  extend  all  t he  way  back  to 
the  medical  school.  Many  incompetent  physicians 
should  never  have  been  admitted  in  the  first  place. 
No  matter  how  sound  the  judgment  of  members  of 


admissions  committees,  their  decisions  are  of  ne- 
cessity based  on  general  impressions  rather  than  on 
scientific  methods.  Considerable  research  is  now  in 
progress  in  an  effort  to  predict  success  or  failure  of 
students  who  later  enter  the  practice  of  medicine. 
Particularly  important  is  the  work  of  Thomas,7  who 
carried  out  a precursor  study  on  a cohort  of  1,337 
Johns  Hopkins  medical  students  from  which  she  was 
able  to  identify  certain  traits  that  can  be  predictive 
of  later  trouble.  Although  she  is  extremely  cautious 
in  interpreting  her  results,  her  methods  point  to 
further  fields  of  investigation. 

Another  preventive  measure  is  firmness  of  the 
medical  school  authorities  in  dealing  with  troubled 
students.  All  too  familiar  is  the  impaired  physician 
who,  as  a medical  student,  had  constant  psychiatric 
problems.  He  is  nursed  through  school  only  to  dis- 
cover, all  too  late,  that  he  is  not  fit  to  be  a physician 
and  that  he  is  facing  serious  disciplinary  problems. 
Of  course  the  psychiatrist  is  reluctant  to  label  his 
patient  as  a hopeless  case  and  recommend  that  he  be 
dropped  from  school.  On  the  other  hand,  if  the 
hopeless  cases  can  be  detected  early,  much  grief  can 
be  avoided.  Perhaps  committees  should  deal  with 
such  students  so  that  the  psychiatrist  will  not  be  in 
the  impossible  position  of  acting  both  as  therapist 
and  judge. 

Having  touched  on  the  prevention  of  physician 
incompetence,  let  us  now  turn  to  treatment  and  at- 
tempt to  analyze  the  institutions  that  might  be  of 
help  and  determine  how  well  they  are  doing  their 
jobs.  The  hospitals  are  in  an  ideal  position  to  detect 
incompetence.  In  all  institutions  approved  by  the 
Joint  Commission  on  the  Accreditation  of  Hospitals, 
medical  staff  appointments  are  made  on  an  annual 
basis  only  and  may  be  renewed  every  year.  Sup- 
posedly this  gives  the  authorities  an  opportunity  to 
review  the  work  of  each  staff  member  before  renewal 
of  his  or  her  privileges.  How  many  hospitals  seri- 
ously review  every  staff  member  annually?  Very 
few,  I am  afraid.  Furthermore,  only  a small  number 
of  hospitals  require  annual  physical  and  mental  ex- 
aminations of  their  aging  physicians.  This  may  be 
corrected,  since  the  Joint  Commission  has  recom- 
mended that  such  a procedure  be  followed  by  1979, 
which  is  by  no  means  too  early. 

The  local  medical  societies  could  also  help  to  solve 
the  problem  of  incompetence,  but  most  fail  in  this 
duty  since  they  are  inactive  and  show  little  interest 
despite  the  statement  in  the  AMA  Principles  of 
Medical  Ethics  that,  “The  medical  profession  should 
safeguard  the  public  and  itself  against  physicians 
deficient  in  moral  character  or  professional  compe- 
tence.” 8 

The  state  legislatures  can  also  play  an  important 
part  in  dealing  with  the  problem  by  strengthening  the 
medical  practice  acts.  Some  of  them  are  already 
taking  steps  in  this  direction.  For  example,  because 
of  the  reluctance  of  physicians  to  testify  against  their 
colleagues,  the  legislature  of  Arizona,  in  1974,  passed 
a law  to  compel  physicians  and  medical  societies  to 
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report  malefactors  to  the  licensing  board.9  The  part 
pertaining  to  incompetence  reads  as  follows:  “Any 
doctor  of  medicine  or  any  of  the  component  medical 
societies  shall . . . report  to  the  board  under  oath  any 
information  such  doctor,  association,  or  society  may 
have  which  appears  to  show  that  a doctor  of  medicine 
may  be  medically  incompetent  or  physically  unable 
to  engage  in  the  practice  of  medicine.”  The  law  also 
provides  for  immunity  against  suit.  Since  the  pas- 
sage of  this  law  the  incidence  of  reporting  has 
quadrupled.  To  date,  nine  other  states  have  fol- 
lowed Arizona’s  lead  in  making  reporting  compul- 
sory. 

The  liability  insurance  companies  can  also  play  an 
important  part  in  protecting  the  public  against  in- 
competence. In  the  18  states  in  which  the  medical 
associations  have  formed  their  own  insurance  com- 
panies, the  insurers  screen  their  applicants  much 
more  carefully  than  did  the  commercial  companies. 
They  obtain  complete  information  concerning  the 
applicants’  qualifications  from  licensing  boards  and 
other  sources.  In  this  way  they  can  eliminate  phy- 
sicians who  are  not  competent  to  carry  out  certain 
procedures.  For  instance,  if  a general  surgeon  de- 
cides to  obtain  on-the-job  training  in  vascular  sur- 
gery, he  does  so  at  his  own  peril  as  far  as  insurance 
against  malpractice  is  concerned. 

The  PSROs  (Professional  Service  Review  Orga- 
nizations) have  great  potential  for  detecting  signs  of 
incompetent  practices.  Unfortunately  in  most  parts 
of  the  country  they  are  so  preoccupied  with  cost 
control  that  quality  control  is  a secondary  consider- 
ation. Let  us  hope  that  this  situation  will  eventually 
improve. 

A threat  to  continuing  competence  of  physicians 
is  the  long-established  policy  of  lifelong  licensure. 
Prior  to  1971,  provided  a physician  did  not  commit 
any  offenses  calling  for  disciplinary  action,  his  license 
belonged  to  him  for  life.  Regardless  of  how  obso- 
lescent his  practice,  his  license  remained  in  good 
standing.  Today  this  is  no  longer  true  in  the  23 
states  that  require  continuing  education  linked  to 
reregistration.  While  this  does  not  guarantee  con- 
tinuing competence,  it  is  a step  in  the  right  direction. 
A far  superior  assurance  of  competence  is  the  pro- 
gram of  specialty  board  recertification  that  is  being 


adopted  by  all  of  the  boards.  Whereas  the  state  re- 
quirements are  minimal,  recertification  aims  at  ex- 
cellence. To  date  the  law  of  only  one  state  permits 
the  licensing  board  to  require  examination  for  reli- 
censure; there  is  no  indication  that  this  will  be  im- 
plemented in  the  foreseeable  future.  In  comparing 
relicensure  with  recertification,  Richards10  com- 
mented, “Recertification  attempts  to  improve  the 
excellence  of  the  upper  half  of  practicing  physicians 
while  relicensure  tries  to  weed  out  and  deal  with  the 
incompetent  or  marginal  practitioner,  the  lower  five 
percent.  Both  efforts  are  needed.” 

1 believe  that  eventually  legislatures  and  the  public 
will  demand  much  more  rigorous  standards  for  con- 
tinued practice  than  merely  requiring  the  physician 
to  attend  continuing  education  courses. 

Conclusion 

Physician  incompetence  is  a continuing  problem. 
Although  it  is  estimated  that  only  a small  minority 
of  5 percent  of  the  physicians  in  the  United  States  are 
incompetent,  the  figure  is  entirely  too  high  in  view 
of  the  harm  they  can  cause.  There  are  at  least  eight 
agencies  that  are  in  a position  to  help  solve  the 
problem.  The  efforts  of  some  are  commendable  if 
not  yet  fully  effective,  while  those  of  others  rate  from 
poor  to  zero. 

227  East  Palace  Avenue 
Santa  Fe,  New  Mexico  87501 
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There  is  plenty  of  room  for  improvement,  even 
though  we  have  a fine  medical  education  system  and 
excellent  medical  care.  But  decisions  about  alloca- 
tion of  resources  will  force  a choice.  In  the  current 
crusade  to  assure  medical  competence  in  some  visible 
way,  there  are  two  dissimilar  alternatives.  These 
choices  are  to  consume  available  resources  in  an  ex- 
panded bureaucracy  for  further  regulation,  or  to 
build  an  innovative  statewide  CME  (continuing 
medical  education)  information  system  which  would 
revolutionize  medical  care. 

There  has  been  much  talk  about  regulations  for 
relicensure  or  recertification,  but  very  little  about 
educational  support  for  competence.  It  seems  there 
is  tacit  acceptance  that  physicians  have  all  relevant 
informat  ion  necessary  and  are  therefore  accountable 
to  apply  everything  known  in  medical  care.  This  is 
not  true  either  for  the  academic  clinician  or  for  the 
country  physician. 

Maintaining  competence 

Owing  to  the  high  quality  of  medical  education  in 
the  United  States,  an  unprecedented  level  of  pro- 
fessional competence  has  been  achieved.  Ever  since 
the  benchmark  Flexner  Report  of  1911,  there  has 
been  steady  progress  in  medical  school  and  graduate 
education.  What  is  needed  now  is  a kind  of  Flex- 
ner-quantum  leap  for  CME,  whose  responsibility  is 
to  maintain  competence.  Accordingly,  the  CME 
process  must  be  refined  and  expanded  to  a new 
benchmark  of  excellence  and  general  acceptance. 
This  is  what  deserves  the  serious  attention  of  the 
profession,  not  more  regulations  or  a competence 
crusade  which  is  concerned  really  with  incompetence. 
Burgeoning  information,  changing  constantly  and 
unmanageable  for  any  individual  physician,  has  be- 
come the  major  challenge  to  maintaining  medical 
competence.  In  New  York  State,  a revised  Statewide 
CME  system  has  been  proposed  which  could  so  fa- 
cilitate access  to  information  that  there  could  be  no 
excuse  for  failure  to  apply  it  in  the  care  of  each  pa- 
tient. Only  after  that  time  removed,  after  such  a 
system  would  have  been  in  operation,  would  it  be 
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appropriate  to  evaluate  competence  based  on  clinical 
application  of  the  best  relevant  information. 

A problem  about  competence  is  how  best  to  orga- 
nize and  provide  the  information  to  maintain  com- 
petence. The  Medical  Society  of  the  State  of  New 
York  has  offered  the  most  viable  answer:  a consid- 
erably refined  CME  process  accessible  to  all  physi- 
cians, headed  by  a Statewide  council,  the  CME 
Council  of  the  State  of  New  York.  In  1978,  this 
council  was  accepted  and  chartered  by  the  Regents. 
It  represents  the  medical  schools,  the  professional 
specialty  societies,  the  Department  of  Health,  the 
Department  of  Education,  and  the  MSSNY  (Medical 
Society  of  the  State  of  New  York).  It  doesn’t  require 
legislation.  Associated  directly  with  the  national 
LCCME  (Liaison  Committee  for  Continuing  Medical 
Education  of  the  Coordinating  Council  on  Medical 
Education),  it  would  be  a model  for  other  states. 
The  MSSNY  has  instituted  a CME  requirement  for 
membership  and  has  opened  its  CME  resources  to  all 
physicians. 

In  brief,  the  CME  Council  would  foster  a Statewide 
educational  program  which  would  be  revolutionary 
in  the  sense  that  it  would  be  based  on  identified  ed- 
ucational needs  and  continuing  evaluation  of  its 
methods. 

In  general,  the  educational  needs  would  be  recog- 
nized by  expert  annual  analysis  of  health  care  quality; 
detecting  successes  and  failures  in  applications  of 
available  information  to  clinical  care;  and  sensing  the 
emergence  of  valuable  new  approaches  to  diagnosis 
and  treatment.  These  illuminations  of  what  should 
be  learned  each  year,  in  each  kind  of  clinical  practice, 
would  be  communicated  to  all  physicians  so  they 
could  organize  their  own  studies,  and  to  all  CME 
sponsors  for  the  design  of  their  programs. 

Furthermore,  the  CME  Council  would  establish 
and  maintain  a central  information-resource  office 
which  could  be  consulted  for  immediate  data  appli- 
cable to  current  clinical  problems. 

It  would  be  planned  that  operations  of  the  council 
would  be  supported  by  those  who  would  use  its  re- 
sources and  services:  communications,  study  ma- 
terials, information  retrieval  for  immediate  clinical 
use,  clinical  consultation,  accreditation,  documen- 
tation of  CME  participation,  and  program  evalua- 
tion. 

The  council  would  provide  a forum  for  discussion 
of  CME  progress,  innovative  educational  methods, 
and  controversy.  There  would  be  both  public  and 
professional  accountability,  which  would  be  receptive 
to  inquiry  and  expressed  in  periodic  reports. 

Regulating  competence 

Currently,  there  is  another  and  dangerous  di- 
mension in  consideration  about  competence:  the 
threat  of  overregulation.  It  is  always  more  com- 
fortable to  blame  external  scapegoats,  but  the  main 
challenge  for  the  medical  profession  comes  from 
within  its  own  ranks;  except,  perhaps,  as  the  edito- 


1032  New  York  Stale  Journal  of  Medicine/June  1979 


rialist  says  . . Government  reform  . . . (as  opposed 
to  government  reform  of  government)  . . . marches 
ahead  inexorably,  even  in  areas  where  public  demand 
for  reform  is  all  hut  indiscernible  ...  .”  1 

It  would  he  very  wise  if  physicians  would  recognize 
the  peril  to  themselves,  and  to  medical  care,  of  the 
current  competence  crusade  and  its  professional  in- 
quisitors, before  medicine  is  induced  to  overregulate 
itself.  Examples  of  this  trend  would  he  the  surge 
toward  recertification  and  relicensure  examinations; 
compulsory  legislation  in  24  states;  and  impending 
Federal  maneuvers  with  quiet  planning  at  the  Na- 
tional Institutes  of  Health. 

But  even  when  threatened  regulation  appears 
under  the  guise  of  external  intervention,  its  origins 
can  be  traced  back  to  sources  within  the  profession 
itself.  Today’s  symposium  reflects  a serious  con- 
troversy, and  public  discussion  about  physician 
competence  connotes  prelude  to  regulatory  action. 
History  teaches  that  crusades  are  as  hard  to  stop  as 
lemmings  to  the  sea.  Speaking  of  recertification 
recently  before  the  AMA  (American  Medical  Asso- 
ciation) Interspecialty  Advisory  Board,  Knox-  said, 
“. . . to  my  knowledge,  no  innovation  of  such  magni- 
tude has  ever  progressed  so  rapidly  with  such  limited 
open  discussion  and  practically  no  opportunities  for 
debate  ...  .”  He  went  on  to  speak  about  the  boo- 
merang and  counterproductive  consequences  of 
recertification:  “. . . for  those  of  us  who  love  medi- 
cine, the  real  question  becomes  one  of  how  recertifi- 
cation relates  to  patient  care — will  recertification 
elevate  the  quality  of  patient  care — or  just  add  to  the 
cost  of  medical  care?  ...  .” 

In  medicine,  competence  is  hard-won  through 
rigorous  education  and  is  increasingly  difficult  to 
maintain  because  of  unmanageably  expanding  in- 
formation. Information  is  expanding  far  more  rap- 
idly than  the  development  of  systems  to  select,  digest, 
summarize,  and  communicate  it  to  physicians  in  a 
way  which  would  be  useful  clinically.  And  yet  ev- 
erything is  available  to  accomplish  this,  andwe  have 
new  CME  methods  which  could  assure  immediate 
availability  of  all  pertinent  data  for  patient  care. 
This  would  be  a giant  step  to  buttress  and  maintain 
competence. 

One  of  the  answers  to  the  problem  of  competence 
in  medicine  is  to  discard  the  pleasant  laissez-faire  of 
present  CME  and  yet  preserve  a democratic  design. 
Under  the  council,  each  specialty  would  identify  its 
own  educational  needs.  To  fulfill  these  needs  would 
be  the  goal  of  innovative  programs:  arranging  ac- 
credited CME  to  take  place  during  regular  clinical 
work,  utilizing  the  consultation  process,  and  so  forth; 
and  providing,  by  telephone,  for  example,  immediate 
pertinent  data  to  help  clinical  decisions  from  a cen- 
tral source. 

The  Flexner  Report  of  1911  inaugurated  a golden 
time  in  American  medicine  by  stimulating  needed 
reforms  in  medical  education.  Another  boost  to 
assuring  competence  came  with  the  arrangements  for 


graduate  medical  education  and  the  specialty  Boards. 
The  logical  and  obvious  next  goal  is  to  achieve  a 
similar  level  of  competence  and  acceptance  for  CME, 
thereby  assuring  availability  of  the  best  information 
for  clinical  care.  At  the  same  time,  the  existence  of 
the  council  and  a new  ( 'ME  system  would  be  the  best 
possible  shield  against  overregulation. 

Recertification  and  specialization 

In  listening  to  those  who  counsel  more  regulations, 
the  profession  should  remember  that  it  has  taken  bad 
advice  in  the  recent  past.  One  benchmark  error  was 
the  recommendation  to  eliminate  the  rotating  in- 
ternship which,  de  facto,  obstructed  the  training  of 
primary  physicians,  favoring  programs  for  specialists 
and  subspecialists.  Another  benchmark  overreac- 
tion was  the  vast  expansion  of  medical  school  places, 
9,000  graduates  in  1976  and  now  nearly  16,000.  Now 
we  are  advised  that  we  must  accelerate  training  pri- 
mary physicians;  cut  back  on  training  specialists  and 
subspecialists;  discourage  establishment  of  new 
schools  already  planned;  and  lower  the  number  of 
medical  school  admissions.  At  precisely  the  same 
moment,  a “certificate  of  special  competence”  has 
been  invented  to  get  around  the  injunction  against 
certifying  more  subspecialists.  I quote  from  the 
October,  1978,  executive  report  from  the  Council  of 
Medical  Specialty  Societies: 

The  American  Board  of  Medical  Specialties  meeting 
on  September  21-22, 1978,  voted  to  appoint  a commit- 
tee to  meet  with  the  NBME  committee  on  continuing 
physician  [evaluation]  to  explore  the  impact  of  its  in- 
vestigation of  the  possible  usage  of  test  results  by  state 
licensing  boards  for  reregistration  of  physicians  who 
are  not  eligible  for  specialty  board  recertification. 

The  ABMS  committee  on  certification,  subcertifica- 
tion and  recertification  (COC'ERT)  reported  that  rep- 
resentatives of  Boards  of  Internal  Medicine,  Surgery, 
Anesthesiology  and  Pediatrics  met  with  the  Society  of 
Critical  Care  Medicine  on  May  18,  1978,  as  a step 
toward  the  development  proposed  for  the  recognition 
of  qualified  practitioners  of  critical  care  medicine  by 
means  of  a Certificate  of  Special  Competence  provided 
by  one  or  several  of  the  primary  specialty  board  ...  . 

Nevertheless,  there  are  some  encouraging  signs 
of  a realization  that  training  and  certification  of 
specialists  and  subspecialists  have  gone  too  far  and 
that  there  must  be  a painful  retrenchment.  In  his 
recent  article,  “The  Doctor’s  Dilemma,”  Petersdorf3 
has  made  a very  powerful  statement  along  this  line. 
Succinctly,  he  says  we  must  train  more  primary 
physicians  and  “. . . eliminate  too  many  specialty  and 
subspecialty  programs  ...  . Even  with  my  great 
personal  loyalties  to  infectious  disease,  I cannot 
conceive  a need  for  309  (the  number  who  took  certi- 
fying examinations  in  June,  1978)  more  infectious 
disease  experts,  unless  they  spend  their  time  cul- 
turing each  other  ... 

Specialization  has  been  a good  thing  in  medicine, 
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contributing  to  competent  care.  But  overspeciali- 
zation and  subspecialization  are  a liability,  unnec- 
essarily adding  to  costs  of  medical  care  and  actually 
interfering  with  primary  physicians’  prerogatives  by 
denying  accountable  clinical  experience.  To  main- 
tain competence  requires  daily  involvement  in  clin- 
ical decision-taking.  To  deny  responsibility  and 
accountability  for  decision-taking  is  to  mitigate 
competence. 

Every  hospital  staff  member  must  make  an  annual 
statement  delimiting  his  zone  of  competence.  By 
having  to  fix  the  limits  of  his  expertise,  he  is  in- 
creasing his  potential  malpractice  culpability  unless 
in  any  given  case  he  utilizes  every  conceivable  con- 
sultation available.  If  every  decision  about  antibi- 
otics, coronary  care,  transfusions,  pulmonary  care, 
electrolyte  control,  emergency  measures,  biliary  tract 
disease,  migraine  headache,  or  whatever  must  be 
sanctioned  by  subspecialists,  it  is  easy  to  see  why 
health  costs  are  going  up  and  how  physicians  lose 
competence.  Obviously,  this  is  not  to  say  that  we 
must  eliminate  specialists  or  subspecialists  or  con- 
sultations. There  is  a proper  role  for  consultants — 
not  to  take  over  large  areas  of  medicine,  but  rather 
to  advise  and  educate.  The  proliferation  of  dedi- 
cated units  in  hospitals  should  be  questioned  in  the 
same  light.  When  they  exclude  primary  physicians 
from  the  team  directing  care,  they  prevent  learning. 
In  medicine,  to  do  is  to  know. 

Comment 

Curiously,  one  sees  two  diverse  approaches  to 
CME  in  the  competence  debate:  one  approach 

would  put  CME  to  good  use  serving  medical  care,  and 
the  other  would  use  CME  as  a regulatory  device. 
Long  before  the  crusade  for  competence  hit  its  cur- 
rent stride,  CME  emerged  as  the  most  important  way 
to  improve  availability  of  pertinent  information  to 
improve  medical  care.  In  our  present  concept,  the 
council  of  CME  of  New  York  State  would  organize 
and  coordinate  a Statewide  system.  The  other  di- 
mension, using  CME  as  a regulatory  device,  is  mainly 
a negative  one.  It  is  concerned  mainly  with  incom- 
petence and  in  constructing  punitive  regulations 
while,  at  the  same  time,  blessing  CME  more  for  its 
potential  accountability  than  for  its  potential  to 
improve  medical  care.  But  this  polite  obeisance  to 
CME  doesn’t  represent  serious  acceptance,  con- 
trasted with  new  boards,  certificates  of  special  com- 
petence, recertification  examinations,  relicensure 
examination,  or  the  like. 

The  goal  should  he  to  illuminate  relevant  medical 
data  and  to  make  it  so  readily  accessible  that  there 
could  be  no  excuse  for  failure  to  apply  the  best 
method  or  medication  or  procedure.  Emphasis 
should  be  on  education  and  on  providing  up-to-date 
information,  and  not  on  regulations  or  examinations. 
The  usual  response  to  this,  by  would-be  or  profes- 
sional regulators,  is  usually,  “hut  what  about  the 
physicians  who  don’t  comply  with  CME?.”  Atten- 


dance figures  neither  indicate  lack  of  compliance  nor 
competence  nor  incompetence.  And  competence 
itself  can  be  tested  properly  only  through  actual  ob- 
servations of  case-by-case  patient  care. 

Until  that  time,  when  CME  and  access  to  infor- 
mation become  more  effective  than  they  are  now, 
daily  medical  care  will  continue  to  be  handicapped 
by  the  lack  of  really  up-to-the-minute  knowledge 
required  for  every  patient.  This  need  is  in  the  mind 
of  every  clinician,  every  day,  as  he  reaches  for  current 
reference  texts  and  finds  them  wanting.  No  matter 
what  he  does  or  where  he  works,  every  physician 
serves  both  as  a physician  and  as  a consultant,  and 
he  needs  access  to  precise  information  which  does 
exist  somewhere  but  is  too  inaccessible  for  clinical 
utility.  Information  which  exists  but  cannot  be  re- 
trieved as  needed  is  of  no  help  in  medical  care.  This 
is  what  we  are  concerned  to  do  something  about  in 
refining  CME  methods. 

The  problem  is  to  regulate,  without  overregulation; 
to  seek  to  improve  competence  without  killing  the 
patient;  to  avoid  overreaction;  and  to  make  it  possible 
to  apply  the  best  of  what  is  known  to  each  patient. 

We  have  been  counseled  to  impose  more  severe 
self-regulation  “before  they  do  something  worse.”  In 
this  way  we  have  been  led  into  the  delusion  that  ex- 
aminations can  attest  to  competence  and  that  phy- 
sicians must  pass  muster  periodically  by  submitting 
to  one  sort  of  inquisition  or  another. 

But  considering  the  current  climate,  physicians 
shouldn’t  complain.  Questioning  the  competence 
of  professionals  has  become  part  of  our  culture,  and 
we  shouldn’t  begrudge  what  has  become  a major 
source  of  conversation.  After  all,  lawyers  may  have 
to  take  the  Bar  examination  every  three  years;  as- 
piring senators  and  representatives  may  have  to  pass 
competence  examinations  to  qualify  for  nomination; 
and  newspaper/television  reporters  may  have  to  pass 
the  Board  of  Journalism  every  three  years!  Even 
patients  may  have  to  prove  their  “competence”  as 
patients.  In  an  article  entitled  “Why  Should  We  Pay 
for  Medical  Criminals?,”  Schwartz4  says  there  is  a 
“growing  concern  . . . that  a good  deal  of  illness  is  the 
customer’s  fault  ...  . The  conclusion  of  this  rea- 
soning is  the  recommendation  that  every  hospital 
have  health  judges  available  daily,  judges  who  will 
examine  all  newly  hospitalized  patients  and  separate 
out  the  health  sheep — who  will  be  eligible  for  private 
or  government  insurance  benefits  because  they  lead 
blameless  lives — from  the  health  goats  who  brought 
their  misfortune  on  themselves  and  are  to  be  pun- 
ished by  being  required  to  pay  their  own  bills  ...  . 
The  mind  reels  at  the  bureaucratic  empires  that 
could  be  built  to  support  any  effort  to  carry  out  such 
a program.” 

Dr.  Schwartz  mentions  several  “benefits”  which 
could  result:  putting  all  surplus  lawyers  to  work  in 
the  inevitable  appeals’  process;  and  spawning  a new 
agency  of  government,  the  FBHI  (Federal  Bureau  of 
Health  Investigation),  which  would  control  a vast 
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national  network  of  health  spies! 

Given  the  imprimatur  of  the  LCCME,  plus  sup- 
port and  authority  from  the  Regents,  the  statewide 
council  of  CME  could  do  more  to  assure  public  con- 
fidence than  any  regulatory  device.  In  its  repre- 
sentative character,  the  council  includes  forces  so 
diverse  as  to  discourage  allegations  of  self-service  or 
reactionary  protectionism.  The  council  could  he 
made  accountable  to  see  that  the  primary  CME 
purpose,  to  improve  medical  care,  would  be  served. 
As  for  public  assurance  about  professional  compe- 
tence, much  can  be  done.  It  would  be  fair  to  say  that 
there  is  public  confidence  that  American  medical 
schools  produce  competent  graduates  and  that 
physicians  are  competent.  We  must  now  gain  rec- 
ognition of  CME  at  that  same  high  level  of  public 
acceptance.  This  could  be  accomplished  by  the 
CME  Council  which  would  provide  visible  and  ac- 
countable leadership. 

Analogous  to  Flexner’s  analysis  and  recommen- 
dations about  medical  education,  CME  needs  to  be 
critical  about  what  it  has  been  doing  and  to  refine  its 
role  in  medical  care.  To  gain  serious  acceptance  of 
CME,  it  must  be  made  something  more  than  random 
course-taking.  It  must  be  transformed  into  a regular 
visible  activity  contributing  to  daily  professional  life 
with  precise  goals  that  are  constantly  adjusted  to 
needs  identified  from  analysis  of  medical  care. 
Adoption  of  such  goals  would  mean  that  CME  ac- 
complishment or  failure  could  be  measured,  thereby 
resulting  in  better  methods  and  better  programs. 
Many  innovative  ways  are  available  to  be  tested  in 
the  effort  to  make  medical  knowledge  and  pertinent 
data  more  accessible  to  physicians  for  daily  diagnosis 
and  treatment.  Reliance  on  classroom  lectures  is  an 
impediment  to  progress. 

As  for  incompetence,  its  detection  and  correction 
could  be  improved  by  recognizing  and  publicizing 
orderly  protocols  to  be  followed  whenever  there 
would  be  allegations. 

Medicine  will  have  to  unite  to  take  a stand  against 
misguided  competence  crusaders  and  inquisitors. 
Otherwise,  very  soon,  the  profession  will  be  so  af- 
flicted with  overregulation  as  to  be  obstructed  in  its 


work  and  peace  of  mind. 

The  council  st  ructure  is  the  key  to  success  because 
of  its  representative  character.  Once  medicine  has 
transformed  CME  and  incorporated  it  as  a central 
indispensable  part  of  daily  professional  life,  it  will  be 
able  to  deal  with  those  who  would  argue  that  com- 
petence can  be  assured  through  examinations  or 
legislated  compliance.  By  joining  with  the  medical 
schools,  the  professional  specialty  societies,  the  De- 
partment of  Health,  and  the  Department  of  Educa- 
tion to  create  a new  kind  of  CME,  the  MSSNY  has 
provided  a better  way  to  maintain  competence  than 
the  counterproductive  stress  of  periodic  examina- 
tions or  compulsory  attendance  at  classroom  lec- 
tures. 

If  we  really  want  to  promote  competence,  we  must 
have  the  courage  and  determination  to  make  CME 
truly  meaningful.  However  painfully,  we  must  re- 
trench overspecialization  and  withdraw  from  recer- 
tification or  similar  self-harassments. 

Dr.  Derbyshire’s  approach  represents  his  carefully 
considered  and  sincere  belief  that  regulation  can 
assure  competence  and  will  either  jack  up  or  elimi- 
nate incompetence.  There  has  been  a lot  more  talk, 
indeed  expectation,  about  the  line  of  action  he  pro- 
poses than  about  my  own,  which  stresses  improved 
education  and  information  to  maintain  competence 
without  government  regulation.  And  I have  tried  to 
alert  attention  about  dangers  to  competence,  in- 
cluding the  current  competence  crusade  and  over- 
specialization. As  Petersdorf3  says:  “. . . in  contrast 
to  most  businesses,  in  health  care — supply  begets 
demand  ...  .” 

50  High  Street 
Buffalo,  New  York  14203 
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Panel  Discussion 


Dr.  Gitlow:  I’d  like  to  take  the  chairman’s  pre- 
rogative, and  comment  on  some  of  the  issues  that 
have  been  raised.  One  issue  is  that  lawyers  can  de- 
fend not  only  penicillin  for  lice  but  they  can  defend 
almost  anything  else,  too.  And  that  is  the  very  rea- 
son why  the  issue  of  competence  as  administered  by 
disciplinary  means  is  so  very  poor.  It  is  an  almost 
impossible  method  of  approaching  what  I believe  to 
be  a real  problem  and  what  I think  the  entire  panel 
also  believes  to  be  a real  problem. 

I am  struck  by  Dr.  Bloom’s  cogent  argument 
which,  in  essence,  says:  Give  us  the  information 
readily  available  and  we’ll  do  the  job.  Certainly  no 
one  can  have  any  complaint  about  that,  and  any  such 
scheme  could  only  make  the  practice  of  medicine 
better.  There  is  no  way  of  punching  holes  in  that 
kind  of  concept. 

On  the  other  hand,  I am  afraid  of  what  would 
happen,  not  to  the  majority  of  physicians  who  want 
such  information  and  realize  their  own  personal  need 
for  it,  but  to  the  minority  who  don’t  want  the  infor- 
mation and  don’t  realize  that  they  need  it.  And  that, 
I believe,  is  the  small  group  of  incompetents  with 
whom  we’re  really  concerned. 

I would  agree  with  Dr.  Bloom  that  they  are  cer- 
tainly a minority  in  our  profession.  I believe  most 
physicians  want  to  do  the  job,  do  it  properly,  and  do 
it  well,  and  in  that  effort  they  will  utilize  whatever 
assistance  they  are  given.  But  there  is  a group,  small 
though  it  may  be,  that  will  not  utilize  this.  What  do 
we  do  about  them?  Do  we  leave  them  to  the  Board 
for  Professional  Medical  Conduct  for  an  adversary 
legal  proceeding  that  takes  months  or  years?  Or  do 
we,  somehow  or  other,  deal  with  them  in  another 
way?  That’s  a very  real  issue. 

Dr.  Derbyshire  alluded  to  a way,  a popular  way 
nowadays,  perhaps  not  the  best  way,  and  that  is 
CME. 

There  is  another  way  that  doesn’t  necessarily  in- 
volve CME.  It  involves  recertification  by  exami- 
nation which  could  be  done  with  or  without  CME. 
This  has  been  one  of  the  most  unpopular  schemes  in 
medicine  today. 

I am  reminded  of  another  group,  pilots  of  general 
aviation,  numbering  roughly  about  one  million  li- 
censed individuals.  This  group  far  exceeds  in  size 
that  of  the  medical  profession.  Until  a few  years  ago, 
such  licensure  was  good  for  life  without  recertifica- 
tion. This  circumstance  differed  little  from  that 
which  most  operators  of  motor  vehicles  enjoyed. 
The  Federal  Aviation  Administration,  realizing  the 
need  to  guarantee  proficiency  to  provide  for  safe 
operation  of  aircraft,  demanded  a rule  change  re- 
quiring biennial  recertification  to  continue  to  enjoy 
the  privileges  of  aircraft  operation. 

The  licensed  pilots  in  the  United  States  responded 
with  outrage,  but  within  the  ensuing  handful  of  years 


it  became  apparent  that  the  recertification  mecha- 
nism was  nonpunitive  and  even  beneficial.  Today 
there  is  no  longer  any  active  desire  by  aircraft  oper- 
ators to  modify  this  rule.  It  may  be  of  importance 
that  the  recertification  procedure  involves  only  a 
practical,  applied  evaluation;  no  written  examination 
is  used.  We  might  also  emphasize  that  there  has 
been  no  difficulty  in  conducting  such  testing  for  an 
even  larger  number  of  applicants  than  there  are 
physicians. 

Now  I know  this  is  an  enormously  unpopular  issue 
but  it  is  at  least  an  alternative  method  of  dealing  with 
issues  of  competence.  So  we  have  three  possibilities 
before  us.  One  is  availability  of  information  to  help 
the  physician  to  perform  his  work  satisfactorily.  The 
second  is  formal  CME  in  the  sense  of  earning  brownie 
points.  The  third  is  recertification,  that  is,  actual 
examinations.  The  last  opens  up  the  entire  issue  of 
the  competence  of  examinations  to  judge  compe- 
tency. Can  written  examinations  possibly  determine 
how  well  you  treat  a patient  in  your  office?  In  a 
practical  examination,  can  one  of  your  peers  every 
two  years  manage  to  judge  whether  or  not  you’re 
working  competently?  These  are  the  issues  that  are 
open  to  this  panel. 

Dr.  Bloom:  In  the  first  place,  as  I believe  you 
know,  the  kind  of  CME  I am  talking  about  is  not 
what  we  are  doing  now.  It  is  not  brownie  points  for 
classroom  lectures.  It’s  a completely  new  system 
where  one  kind  of  physician,  let’s  take  a surgeon,  will 
tell  his  fellow  surgeons  what  is  most  important  to 
know  this  year  and  how  to  go  about  learning  it.  And 
then  there  was  a catch  in  what  I said  which  answers 
your  question.  You  asked  what  are  we  going  to  do 
about  the  small  fraction  who  don’t  pay  attention  to 
the  fine  system  of  continuing  medical  education  that 
we  have?  The  catch  in  what  I said  was  the  goal 
should  be  to  illuminate  relevant  medical  data  and  to 
make  it  so  readily  accessible  that  there  could  be  no 
excuse  for  failure  to  apply  the  best  method  or  medi- 
cation or  procedure.  Thereby,  if  an  individual  were 
to  ignore  the  system  and  were  to  ignore  the  advice 
that  he  is  given  by  his  colleagues  in  his  own  special 
type  of  practice,  he  would  be  at  risk  in  what  he  is 
doing  if  he  fails  to  apply  what  his  fellows  have  put 
down  on  paper  as  being,  let’s  say,  the  most  important 
procedure  to  do  or  to  avoid  that  year.  And,  there- 
fore, in  any  review  of  what  he  is  doing,  if  you’re  going 
to  set  out  like  the  airline  pilots,  examine  what  each 
physician  does,  during  such  examination  you  will  be 
at  risk  if  you’ve  not  paid  attention  to  what  has  been 
put  on  the  table  for  you.  I doubt  that  there  are  very 
many  people  who  would  be  willing  to  take  that 
risk. 

Dr.  Derbyshire:  I think  the  program  that  Dr. 
Bloom  has  outlined  certainly  has  great  merit.  I’d 
like  to  get  back  to  the  question  of  lifelong  licensure 
which  Dr.  Gitlow  brought  up.  One  of  the  reasons  for 
the  requirement  of  continuing  education  for  reli- 
censure was  to  get  away  from  lifelong  licensure.  Now 
it  is  accomplishing  this.  I don’t  say  that  the  acqui- 
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sit  ion  of  brownie  points  you  mentioned  before  is  the 
answer  to  everything,  but  this  is  a step  along  the  way. 
Why  should  a physician  be  licensed  for  life? 

I’d  like  to  tell  a little  bit  of  a story.  Just  after 
World  War  II,  a physician  graduated  from  one  of  the 
outstanding  medical  schools  in  the  United  States. 
He  was  then  called  into  military  service  and,  on  get- 
ting out  of  the  service,  he  went  into  private  practice. 
Apparently,  he  did  not  like  practicing  medicine,  so 
he  moved  to  a southwestern  state  where  he  became 
a bulldozer  operator,  and  he  followed  this  profession 
for  some  25  years.  He  then  developed  gout  and 
couldn’t  operate  his  bulldozer  very  well,  so  he  decided 
to  go  back  to  his  original  profession.  Now  I think 
that  bulldozer  operators  are  probably  valuable 
members  of  society,  but  running  a bulldozer  for  25 
years  does  not  qualify  a person  to  practice  medicine 
or  to  continue  to  practice  medicine.  But  this  man 
then  wanted  to  get  a license  to  practice  on  the  basis 
of  a license  that  he  had  in  another  state  for  some  25 
or  30  years,  and  all  he  had  done  was  to  pay  his  five 
dollar  fee  every  year.  Now  this  is  the  thing  that  we’re 
looking  for  right  now. 

I'd  like  to  say  a bit  more  about  recertification  be- 
cause I’m  very  much  in  favor  of  that.  I’m  active  on 
the  American  Board  of  Medical  Specialties,  and,  of 
course,  recertification  I think  is  far  superior  to 
brownie  points  or  to  the  continuing  education  pro- 
grams because  recertification,  especially  Board 
recertification,  is  certainly  aimed  for  high  quality 
whereas  the  requirements  of  the  state  are  very  min- 
imal. 

I would  like  to  correct  something  you  said,  Dr. 
Bloom.  I think  you  misnamed  the  agency  that’s 
pushing  this  examination.  It  is  the  National  Board 
of  Medical  Examiners  and  the  chairman  of  that 
committee  is  John  Morton,  M.D.,  of  the  New'  York 
Board  of  Medical  Examiners.  If  we’re  going  to  ac- 
cept specialty  board  recertification,  we  feel  that  we 
ought  to  offer,  at  least  offer,  an  examination  for  the 
non-Board-certified  physician. 

Dr.  Gitlow:  Before  we  go  on  to  further  discussion 
among  the  panel  members,  let’s  start  in  with  the 
audience. 

Audience:  What  role  should  PSRO  (Professional 
Standards  Review  Organization)  play  in  maintaining 
competence  and  discipline  among  physicians  in  the 
medical  profession? 

Dr.  Murawski:  Regardless  of  what  setting  you 
are  in — PSRO  or  any  four  letters  of  the  alphabet  you 
want  to  put  together — if  you  find  you  have  a physi- 
cian who  may  be  incompetent  or  who  fulfills  the 
definitions  of  professional  misconduct,  eventually 
he’d  be  referred  to  the  Board  for  a look  at  and  in- 
vestigation either  in  conjunction  with  or  after- 
wards. 

Audience:  Most  times  we’re  dealing  with  issues 
that  are  somewhat  more  minor  than  one  would  want 
to  deal  with  in  terms  of  reports  to  the  Board  for 
Professional  Medical  Conduct,  such  as  questions  of 


professional  judgment  and  other  areas  of  compe- 
tence. 

I)r.  Murawski:  One  thing  you  have  to  realize  is 
that  you  only  see  the  physician  in  your  particular 
setting.  You  may  not  be  seeing  this  man  operating 
in  his  office  or  in  a clinic  or  in  a part-time  industrial 
setting.  So  you’re  only  seeing  him  in  a very  limited 
aspect.  So  what  I would  ask  you  to  do  is  to  report  it 
to  us.  If  this  is  all  we  can  find,  fine,  so  we  haven’t 
overlooked  anything.  But  you  see  we  have  access  to 
a much  larger  area  where  the  physician  may  be 
practicing. 

Dr.  Bloom:  As  I think  I have  indicated,  I am 
much  more  interested  in  education  and  in  supplying 
proper  information  than  I am  in  disciplinary  mea- 
sures. When  we  talk  about  PSRO,  we’re  talking 
about  a system  whose  motivation  is  basically  eco- 
nomic. It  is  not  basically  to  improve  competence  or 
anything  of  the  kind.  Nevertheless,  it  has  been 
studied  with  respect  to  continuing  medical  education 
and,  as  PSRO  operates,  it  is  in  a very  good  position 
to  identify  what  is  needed  to  improve  the  practice  of 
medicine.  And  there  are  some  of  the  programs 
throughout  this  State  which  regularly  utilize  their 
own  PSRO  in  the  region  to  discover  what  their  pro- 
grams of  continuing  medical  education  should  con- 
tain. And,  from  that  standpoint,  what  you  find 
would  be  very  important. 

Dr.  Derbyshire:  I agree  with  Dr.  Bloom. 

Briefly,  my  opinion  of  the  PSROs  is  that  they  are  so 
preoccupied  with  cost  control  that  they  haven’t 
gotten  around  to  quality  control.  Maybe  that  isn’t 
the  case  in  New  York;  I don’t  know.  As  far  as  I know, 
the  Utah  group  has  done  more  than  any  in  the 
country  to  apply  this  to  quality  control.  And  this  is 
a mixture  of  continuing  education  and  discipline. 

Audience:  How  do  we  deal  with  individuals  who 
are  practicing  medicine  in  this  State  whose  associa- 
tion with  formal  institutions  is  minimal,  if  any. 
These  physicians  don’t  have  easy  access  to  up-to-date 
information. 

Dr.  Bloom:  There  are  many  of  these  physicians 
in  the  State.  There  are  many  rural  areas  that  are 
way  out  of  touch  with  hospital  clinical  care.  For  such 
individuals,  and  for  those  who  work  in  the  hospitals 
for  that  matter,  we  must  make  this  matter  of  getting 
information  possible.  It  is  not  possible  to  read  ev- 
erything. We  need  a system  that  will  identify  what 
is  needed  to  practice  better  medicine.  And  we  need 
to  put  that  into  a form  where  it  can  be  digested  and 
absorbed.  This  is  the  essence  of  the  statewide  sys- 
tem that  I’m  talking  about.  It’s  already  been  done 
to  some  extent.  We  need  to  identify  what  is  neces- 
sary for,  say,  the  ophthalmologist,  the  family  physi- 
cian, or  the  urologist  to  know,  this  year,  what  is  new 
that  should  be  paid  attention  to  and  what  is  old  that 
is  not  being  utilized  properly,  and  identify  this  in 
outline  on  a piece  of  paper.  We  would  help  the 
physician  by  indicating  that  these  are  zones  for  study 
which  would  be  very  helpful,  supply  the  sources  for 
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study  very  easily,  and  give  him  a telephone  number 
where  he  can  apply  to  a central  resource  in  the  State 
24  hours  a day  to  get  needed  information,  instead  of 
his  having  to  call  a consultant  to  find  out  what  the 
best  medicine  for  leprosy  is  this  year.  All  this  would 
do  a great  deal  toward  helping  that  man  to  practice 
better  medicine.  But  this  type  of  help  doesn’t  apply 
only  to  the  rural  physician;  it  applies  also  to  the 
hemotologist  in  a university  hospital  who  cannot 
keep  up  with  the  literature,  with  the  changes,  and 
what  is  known  about  what  to  do  that  is  best  for  every 
patient.  The  questions  about  incompetence  are  not 
reserved  to  those  in  the  rural  area.  It’s  easy  to  tear 
them  down.  I know  many  such  people  who  do  refer 
patients  to  me,  and  they  are  very  knowledgeable  in- 
dividuals. And  people  in  high  places  may  not  be  as 
respected  as  being  so  knowledgeable.  As  someone 
in  the  audience  remarked,  “Who  examines  the  ex- 
aminers?” When  I was  a research  fellow  a few  years 
ago  at  a distant  medical  school  that  I won’t  identify, 
I was  impressed  by  the  following  experience.  There 
was  a very  famous  professor  of  surgery  there.  The 
name  is  known  to  all  of  you.  And  in  the  course  of 
being  in  that  place  for  several  months  I got  to  know 
some  of  the  staff  members  well.  One  of  the  senior 
internists  mentioned  that  his  wife  had  had  surgery, 
and  I said,  “Oh,  did  Dr.  X do  the  surgery?.”  And  he 
looked  at  me  in  amazement  and  turned  pale.  He 
said,  “Do  you  think  I would  have  that  doctor  operate 
on  my  wife?” 

So  we  have  to  be  very  careful  about  stigmatizing 
incompetency  in  medicine,  and  I certainly  wouldn’t 
say  that  20,000  would  be  anything  we  can  talk  about 
because  it  cannot  be  substantiated. 

Audience:  My  question  did  not  refer  to  rural 
physicians.  I was  speaking  of  physicians  who  are  not 
affiliated  with  hospitals,  who  are  not  in  the  main- 
stream, so  to  speak. 

Dr.  Derbyshire:  The  figure  that  I keep  seeing  is 
that  5,000  physicians  in  Manhattan  have  no  hospital 
affiliation. 

Dr.  Gitlow:  Certainly,  many  physicians  in  the 
urban  communities  have  no  hospital  connections  and 
very,  very  little  opportunity  in  that  sense  for  con- 
tinuing medical  education  in  that  formal  way.  But 
there  are  other  ways,  of  course,  of  getting  continuing 
medical  education. 

Dr.  Derbyshire:  That’s  one  reason  for  passing 
the  law:  to  get  at  these  people  who  fall  between  the 
cracks. 

Dr.  Block:  The  field  that  I represent  here  is 
rather  limited  compared  with  other  fields  that  have 
been  mentioned.  Although  the  American  Medical 
Association  declared  alcoholism  a disease  22  years 
ago,  we  find  that  very  few  physicians  are  interested 
in  the  problem  at  all.  Although  a minimum  of  10 
percent  of  the  patients  they  see  in  their  offices  or  in 
the  hospitals,  regardless  of  the  specialties  they 
practice,  are  suffering  from  alcoholism  or  other  drug 
dependencies,  very  few  physicians  are  interested  in 
finding  out  more  about  these  illnesses.  The  con- 


tinuing medical  education  sessions  which  we’ve  had 
all  over  the  country  are  sparsely  attended  by  the 
people  who  should  know  more  about  these  problems. 
And  when  one  considers  that  such  a tremendous 
number  of  people  are  suffering  from  these  illnesses 
and  the  diagnosis  is  never  made  until  the  disease  is 
well  advanced,  I think  that  there  is  something  wrong 
with  the  approach  of  all  physicians  to  one  of  the  most 
important  problems  in  the  health  field. 

Dr.  Gitlow:  The  issue  that  you  raise  is  whether 
or  not  physicians  should  be  forced  to  learn  specific 
topics;  all  of  us  have  very  strong  reservations  about 
such  a technique.  There  have  been  states,  including 
this  one,  where  at  one  time  or  another  the  legislature 
was  faced  with  the  duty  of  acting  on  such  an  issue.  In 
general,  organized  medicine  has  looked  with  dismay 
at  such  an  approach.  And  yet  we  all  know  there  are 
major  illnesses  today  in  our  society  that  are  given 
really  somewhat  short  shrift  in  medical  school  and 
postgraduate  education. 

Dr.  Derbyshire:  I’d  like  to  hear  some  opinions 
about  the  Impaired  Physician’s  Act  as  it  relates  to 
alcoholism.  If  the  Board  has  due  cause  to  believe 
that  a physician  is  impaired  because  of  alcoholism, 
drug  addiction,  or  mental  deterioration,  but  not 
confined  to  those,  the  Board  can  appoint  a committee 
of  physicians  to  examine  this  person  and  make  rec- 
ommendations to  the  Board.  How  does  this  work  in 
alcoholism? 

Dr.  Murawski:  At  present  in  the  law  there  is  a 
temporary  surrender  of  license,  particularly  if  there’s 
been  no  third-party  harm.  In  other  words,  if  the 
physician  himself  comes  to  the  attention  of  the  Board 
as  an  habitual  user  of  alcohol  or  drugs,  there  is  a 
provision  now  of  temporary  surrender  which  means 
that  he  may  temporarily  surrender  his  license  to  our 
Board  in  lieu  of  certain  conditions,  such  as  his 
undergoing  treatment.  When  he  feels  that  he  is 
rehabilitated,  he  can  come  back  to  the  Board  and 
petition  to  have  his  license  restored.  Now  the  beauty 
of  this  is  that  this  is  completely  out  of  the  hands  of 
the  Regents.  This  is  new,  we’ve  only  tried  it  in  one 
case,  and,  hopefully,  this  can  be  a mechanism  for 
dealing  with  these  people  without  the  punitive  as- 
pect. Unfortunately,  when  you’re  saddled  with  a 
law,  everybody  looks  at  you  as  the  big  super  cop. 

Audience:  Is  that  voluntary? 

Dr.  Gitlow:  No,  that’s  not  voluntary  except  in- 
sofar as  it  has  to  be  volitional  on  the  part  of  the  re- 
spondent. The  hearing  panel  of  the  Board  for  Pro- 
fessional Conduct  can  recommend  this.  It’s  volun- 
tary only  to  the  extent  that  it  must  have  the  consent 
of  the  respondent. 

Dr.  Block:  The  point  I was  trying  to  make  is  that 
because  drinking  is  so  prevalent  in  our  society  and 
excessive  drinking  is  tolerated  by  our  society,  the 
early  alcoholic  patient,  whether  he’s  a physician  or 
not,  goes  on  believing  his  drinking  habits  are  no  dif- 
ferent Irom  the  rest  of  his  colleagues  or  his  friends. 
And  there  is  no  way  of  differentiating  the  alcoholic 
from  the  nonalcoholic  drinker  if  one  accepts  drunken 
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behavior  as  normal  behavior.  The  courses  which  are 
given  to  physicians  to  teach  (hem  to  recognize  early 
alcoholic  patients  are  so  sparse  that  they  cannot 
recognize  these  people  in  their  own  practice.  I think 
most  of  you  are  awrare  that  histories  taken  of  drink- 
ing, or  smoking  for  that  matter,  are  very  cursory, 
probably  only  one  or  two  quest  ions.  So  one  is  unable 
with  that  kind  of  training  to  uncover  the  early  alco- 
holic and  prevent  the  sort  of  thing  that  we’re  talking 
about,  particularly  in  physicians.  In  other  words,  our 
committee  is  formed  so  as  to  operate  in  such  a way  as 
to  prevent  misconduct  on  the  part  of  an  individual 
who’s  suffering  from  one  of  these  illnesses.  If  we  get 
him  early  enough,  by  his  being  reported  by  one  of  his 
colleagues,  we  can  take  him  in  hand  and  advise  him 
to  take  care  of  his  problem. 

Dr.  Gitlow:  I think  we  must  again  stress  at  this 
point  that  one  of  our  areas  of  special  concern  here  is 
not  only  public  accountability  but  professional 
credibility.  The  legislators  are  responsive  to  public 
opinion.  Does  the  public  think  that  our  physicians 
are  practicing  a brand  of  medicine  that  is  satisfactory 
in  all  ways  and  at  all  times?  Our  methods  for  dealing 
with  our  problems  must  in  themselves  appear,  and 
indeed  be,  adequate  and  likely  to  resolve  them.  We 
must  end  up  dealing  with  issues  of  incompetence  well 
enough  to  be  credible  to  the  public. 

Audience:  I have  been  practicing  in  a university 
city  and  for  years  attended  all  the  usual  grand  rounds 
and  visits  of  professors  when  we  had  teaching  days, 
and  then  the  idea  of  continuing  medical  education 
brought  commercial  operators  into  this  field,  re- 
sulting in  excessive  costs  for  education. 

Dr.  Gitlow:  I’d  like  to  hear  Dr.  Derbyshire  re- 
spond to  this  because  there  have  been  some  news- 
paper articles  recently  concerning  the  big-business 
aspect  of  continuing  medical  education — people  who 
are  making  up  courses  designed  to  not  only  teach  the 
physician  but  also  to  empty  his  pockets  simulta- 
neously. 

Dr.  Derbyshire:  It  is  big  business.  Your  mail- 
box is  choked  every  day  wdth  all  these  invitations  to 
attend  various  continuing  education  courses  with  fees 
varying  from  $50  an  hour  down  to  $10  an  hour,  which 
seems  to  be  standard  these  days  with  the  American 
College  of  Surgeons.  I don’t  know  about  the  Amer- 
ican College  of  Physicians;  they’re  probably  more 
expensive.  The  AMA  has  come  to  about  $10  an  hour. 
There  are  people  who  are  now  capitalizing  on  this, 
and  they  don’t  know  anything  about  continuing  ed- 
ucation at  all.  They’re  just  in  the  business  as  you 
say.  Some  of  their  programs  are  good;  some  of  their 
programs  are  no  good  at  all.  Also  I would  like  to  say 
that  we  cannot  be  inflexible  in  regard  to  methods  that 
we  employ.  So  far  we’ve  only  been  talking  about 
cushion  time  and  brownie  points,  but  there  are  many 
other  ways.  People  learn  in  different  ways.  I think 
that  the  requirements  of  the  Physician’s  Recognition 
Award  are  very  flexible — too  flexible,  in  my  opinion. 
But  that’s  just  a surgeon  speaking  from  his  viewpoint 
of  inflexibility. 


Dr.  Bloom:  Concerning  the  problem  of  physicians 
having  difficulty  with  expensive  programs,  we  have 
an  answer  in  this  State,  but  it’s  a matter  of  imple- 
menting that  answer.  There  are  those  of  us  in  the 
Medical  Society  of  the  State  of  New  York  who  an- 
ticipated problems  of  that  kind.  And,  therefore,  very 
painfully,  over  a period  of  about  10  years,  the  Council 
for  Continuing  Medical  Education  of  New  York  State 
was  created  and  chartered  in  1978.  This  includes  an 
historic  partnership  between  the  Medical  Society,  the 
professional  specialty  societies,  the  medical  schools, 
the  Department  of  Health,  and  the  Department  of 
Education.  But  unless  the  physicians  of  the  State, 
the  Regents,  and  everybody  concerned  gives  this 
council  the  power  to  do  something,  it  is  not  going  to 
do  anything.  Its  existence  doesn’t  promise  action. 
It  must  be  recognized  and  given  the  power  to  proceed 
about  the  job;  otherwise,  we  will  not  be  able  to  do  the 
job.  This  is  the  only  State  in  the  union  that  has  such 
a council  in  existence,  and  we  are  way  ahead,  I be- 
lieve. But  we  must  give  this  council  the  power  to 
proceed. 

Audience:  There  seems  to  be  an  apparently  di- 
verse public  trend  toward,  on  the  one  hand,  licensing 
non-M.D.  personnel  for  doing  certain  types  of  ex- 
aminations and,  on  the  other  hand,  wishing  the  M.D.s 
to  have  their  competency  levels  increased. 

Dr.  Gitlow:  I think  it  should  be  added  right  away 
that  these  other  licensed  individuals  are  also  under, 
hopefully,  substantive  control;  certainly  in  this  State 
they’re  under  control.  It  may  not  be  the  same  sort 
of  control  or  have  the  same  kind  of  prerequisites  for 
training  and  for  excellence  that  the  medical  profes- 
sion may  have.  I can’t  even  comment  on  that.  I 
don’t  know  what  the  issue  is,  but  certainly  it’s  under 
some  degree  of  control.  Does  anybody  on  the  panel 
want  to  make  any  comment  on  this? 

Dr.  Murawski:  The  buck  is  passed  to  me.  First 
of  all  I’m  not  so  sure  that  the  public  wants  you  to  be 
more  competent  from  a competency  standpoint,  that 
they  want  you  to  be  a 100-percent  better  physician 
than  you  are  today.  I think  the  problem  has  to  do 
with  a lot  of  unhappiness.  Physicians  aren’t  talking 
to  people.  They’re  not  explaining  things  to  them.  I 
think  if  you  told  people  what  you  were  doing,  in  many 
instances  I think  this  competency  issue  would  be  out 
of  the  question.  If,  daresay,  I ask  people  what  they 
would  consider  a competent  physician,  it’s  not  skills 
that  they’re  talking  about;  it  is  availability,  a clean 
office,  a polite  office  staff,  and  the  willingness  to  talk 
to  patients  once  in  awhile  particularly  if  they  have  a 
serious  disease.  So  they  may  be  putting  the  question 
or  taking  their  wrath  out  on  the  medical  profession 
in  the  wrong  way.  From  where  I sit,  again  I’ll  say 
that  most  of  the  complaints  that  we  have  are  un- 
happiness complaints;  they  don’t  have  anything  to 
do  with  whether  you  know  how  to  give  digitalis  or  not. 
I think  what  the  public  perceives  as  competency  is 
availability,  a clean  office,  a polite  office  staff,  and  at 
least  an  opportunity  to  sit  down  and  talk  to  you, 
rather  than  to  have  you  just  go  through  the  techni- 
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calities  of  explaining  the  laboratory  report  which  they 
don’t  understand  and  they  don’t  listen  to. 

The  other  health  professionals  are  under  licensure 
control.  They  are  controlled  by  the  Department  of 
Education  which  has  a disciplinary  board  for  each 
particular  licensure.  The  ones  that  we  get  involved 
with  are  the  physician’s  assistants.  It  isn’t  the 
physician’s  assistant  who  is  the  problem;  many  times 
it’s  the  physician  who  wants  an  extra  pair  of  hands 
but  doesn’t  care  to  supervise.  I think  this  is  where 
you  get  into  problems.  Then  also  it  is  very  difficult 
to  determine  what  is  the  practice  of  medicine.  In 
this  State  dentists  were  prohibited  from  measuring 
blood  pressure  on  a screening  procedure  because  it 
was  considered  by  people  in  the  Department  of  Ed- 
ucation that,  this  was  the  practice  of  medicine  and  not 
the  practice  of  dentistry.  But  when  I went  to  med- 
ical school  the  dentists  and  the  physicians  took  the 
same  courses  for  two  years.  We  all  knew  how  to  take 
blood  pressure,  and  at  least  we  knew  what  was  high 
and  what  was  normal.  So  it  becomes  a matter  of 
semantics.  You  get  into  turf  wars,  empire  building, 
and  all  this  sort  of  thing.  But  again  I’d  just  like  to 
stress  that  I’m  not  so  sure  the  public  is  saying  that 
you’re  totally  incompetent.  It’s  the  fact  that  you’re 
maybe  getting  too  inaccessible  to  talk  to.  That’s  an 
opinion. 

Dr.  Gitlow:  Dr.  Derbyshire,  did  you  want  to 

make  a comment  on  this? 

Dr.  Derbyshire:  Yes,  I’d  like  to  comment  on  the 
original  question  regarding  physician’s  assistants, 
social  workers,  and  so  forth.  I am  impelled  to  say 
something  unpleasant,  if  you’ll  forgive  me.  Every- 
body wants  to  practice  medicine  now  without  going 
to  medical  school.  I think  this  is  a wave  that’s 
sweeping  the  country.  Now  physician’s  assistants 
play  a very  important  part,  particularly  in  the  inner 
cities  and  rural  areas.  There’s  no  doubt  about  that. 
But,  I agree  with  Dr.  Murawski  that  the  physicians 
frequently  are  derelict  in  their  duties;  they  allow 
these  people  to  do  too  much.  But  I will  put  in  a very 
good  plug  for  the  physician’s  assistants.  They  are 
way  ahead  of  the  other  professions  in  continuing 
education.  The  American  Association  of  Physician’s 
Assistants  requires  100  hours  every  two  years,  and  if 
they  don’t  get  that,  they  are  out  of  their  organization. 
And  also,  more  and  more  states  are  passing  con- 
tinuing education  laws  for  the  so-called  paramedical 
people. 

Dr.  Block:  Most  of  the  discussion  has  focused  on 
incompetency  and  treatment.  I think  there’s  an 
enormous  area  here  of  what  I call  competency  and 
diagnosis,  and  in  prevention.  This  is  the  part  that 
I want  to  emphasize:  that  if  the  patient  comes  to  a 
physician,  and  he  has  an  incipient  disease  or  an  early 
stage  of  a disease,  it’s  just  as  much  the  responsibility 
of  the  physician  to  detect  that  and  t reat  it,  even  if  the 
patient  didn’t  come  to  him  for  that,  as  it  is  for  him  to 
treat  the  patient  once  the  original  diagnosis  is 
made. 


In  five  surveys  that  I made  of  a county  society  with 
1,400  members,  I found  that  physicians  in  all  spe- 
cialities saw  patients  with  alcoholism  and  drug 
problems,  and  they  never  mentioned  such  to  the 
patient.  And  I’ve  often  asked  these  physicians:  if, 
during  an  examination,  your  patient  coughed  up 
blood,  although  he  came  to  see  you  for  an  ingrown 
toenail,  would  you  not  mention  that  he  ought  to  do 
something  about  this  hematemesis?  “Well,  that’s 
different,”  they  say.  But  in  taking  a history  of  a 
patient  who  comes  into  the  office  with  alcohol  on  his 
breath,  or  overtly  drunk,  the  physician  doesn’t  say 
a word  about  that.  And  I think  that  diagnosis  and 
continuing  medical  education  in  early  case  detection 
is  just  as  important  as  treatment. 

Dr.  Bloom:  I was  agreeing  with  Dr.  Derbyshire 
completely  until  he  mentioned  100  hours  for  the 
physician’s  assistant,  which  epitomizes  the  difference 
between  his  approach  and  mine.  He  is  concerned 
about  the  number  of  hours  that  a physician  would  be 
required  to  attend.  I’m  much  less  interested  in  re- 
quirements than  I am  in  the  quality  of  the  education 
that  he’s  exposed  to  and  how  it  is  decided  just  what 
would  be  taught.  And  this  I think  is  the  important 
matter  that  is  much  underestimated  in  clinical 
medicine  today.  There’s  too  much  information;  we 
need  help  in  locating  what’s  important,  and  then  we 
have  tb  hurry  to  apply  it  very  quickly. 

Audience:  Dr.  Gitlow,  what  is  the  mechanism  for 
recertification  or  proficiency  to  which  you  referred 
earlier? 

Dr.  Gitlow:  A possible  mechanism  for  demon- 
strated proficiency  may  be  loosely  patterned  after 
that  which  occurs  in  aviation.  Every  second  year,  the 
physician  would  require  that  his  re-registration  slip 
be  accompanied  by  certification  that  he  completed 
a demonstrated  proficiency  evaluation.  He  could 
accomplish  this  by  choosing  any  one  individual  from 
a listed  group  of  clinicians  of  known  repute  and 
ability.  He  could  have  this  done  locally  or  at  some 
distance  from  his  home.  In  the  case  of  an  internist, 
he  might  be  requested  to  examine  two  patients  fol- 
lowing which  the  evaluation  would  review  the  diag- 
nostic, physiologic,  biochemical,  and  therapeutic 
aspects  of  the  case  with  the  applicant.  Obviously  the 
entire  field  of  medicine  cannot  be  covered  with  two 
cases.  The  nature  of  the  applicant’s  professional 
activity,  his  area  of  expertness,  and  his  awareness  of 
precisely  when  to  call  for  extra  assistance  would  all 
enter  into  the  evaluation.  The  applicant  could  re- 
quest evaluation  at  any  time  prior  to  completion  of 
his  two-year  registration,  thereby  giving  leeway  in  the 
event  that  the  examiner  found  need  for  remedial 
assistance.  The  applicant  could  attain  the  needed 
certification  or  not,  but  no  “flunk”  would  be  possible. 
In  the  absence  of  certification,  that  is,  passing,  the 
examiner  would  be  responsible  for  outlining  the 
needed  remedial  work  required,  after  which  he  could 
reexamine  the  applicant,  or  the  latter  could  disagree 
with  the  evaluation  and  simply  seek  out  a different 
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examiner  and  start  from  scratch.  Although  the  ex- 
aminers would  he  part  of  a closed  panel,  they  could 
he  numerous  and  widely  distributed  geographically. 
Although  they  might  well  include  medical  school 
teachers,  they  should  not  he  so  limited.  Full-time, 
part-time,  and  respected  practicing  physicians  might 
so  serve.  Continuing  medical  education,  as  well  as 
other  techniques,  might  well  he  utilized  in  remedial 
efforts.  Only  when  the  two-year  registration  period 
is  nearing  its  end  and  repeated  efforts  to  certify  have 
failed  would  the  applicant  he  forced  to  accept  the 
training  suggestions  of  any  one  of  the  examiners 
should  continued  professional  activities  he  desired. 
Perhaps  a written  examination  as  an  alternative 
method  for  certification  should  he  available  on  the 
request  of  the  applicant. 

'Phis  general  technique  now  in  use  to  demonstrate 
proficiency  among  aviators  has  had  acceptance  but 
must  yet  demonstrate  the  degree  to  which  it  can 
improve  the  level  of  competence.  Certainly,  a judi- 
cial, adversary  proceeding  cannot  hope  to  raise  our 
proficiency  at  this  time.  This  technique  may  well 
deserve  our  attention — perhaps  even  an  evalua- 
tion. 

Audience:  Isn’t  your  scheme  very  much  like  the 
former  second  part,  that  is,  the  orals,  of  the  American 
Board  examinations,  with  bedside  review  and  chart 
evaluations? 

Dr.  Gitlow:  No,  there  are  two  new  things. 

You’re  not  assigned  your  examiners.  You  pick  your 
examiner.  Very  different.  Unfortunately,  of  course, 
we  have  all  seen  what  has  transpired  through  PSRO, 
what  happens  when  we  evaluate  performance  by  way 
of  the  written  record  alone.  Whether  it’s  in  your 
office  or  elsewhere,  charts  end  up  being  very  well 
treated,  perhaps  even  better  than  the  patients  are 
treated.  I myself  would  certainly  prefer  being 
evaluated  by  my  peer  group  at  the  bedside  as  op- 
posed to  how  many  notes  I’ve  written,  how  many 
days,  how  complete,  or  what-have-you.  Again,  there 
are  differences  of  opinion,  but  we’re  aiming  at  the 
same  thing.  What  we’re  aiming  for  is  a technique  to 
determine  which  individuals  do  not  have  self-moti- 
vation to  go  ahead  and  utilize  the  scheme  that  Dr. 
Bloom  laid  out.  In  other  words,  it’s  fine  for  those 
who  are  self-starters  and  will  go  ahead  and  continue 
their  education  and  continue  to  apply  these  things. 
And  we  should  make  every  effort  to  give  them  any 
kind  of  assistance  we  can,  data  retrieval  and  so  on,  to 
assist  them  to  be  better  physicians.  What  of  that 
other  small  group?  What  of  the  few  who  have  re- 
peatedly demonstrated  they  are  not  self-starters? 
These  are  the  physicians  for  whom  we  need  a means 
of  supporting  at  least  a minimal  level  of  profi- 
ciency. 


Audience:  Medicine  is  more  complex  than  flying, 
and  a biennial  review  of  a few  patients  could  not 
cover  enough  of  the  required  subject  matter. 

I)r.  Gitlow:  Unfortunately,  what  that  would 

imply  would  he  a written  examination.  And  there 
are  many  of  us  who  feel  that  written  examinations 
have  been  demonstrated  over  and  over  again  to  have 
as  many  deficits.  In  preparation  for  this  particular 
session,  last  summer  I went  ahead  and  got  recertified; 
I took  my  American  Boards  again.  I found  it  to  be 
a good  experience.  I did  learn  something,  and  I en- 
joyed the  experience.  It  was  long  and  it  was  detailed, 
but  I enjoyed  myself.  On  the  other  hand,  there’s  no 
question  in  my  mind  but  that  was  not  really  a good 
measure  of  professional  competency.  Similarly,  if 
one  were  to  look  at  a practical,  oral  examination  at 
a single  sitting  without  looking  at  it  longitudinally, 
not  much  could  be  covered.  At  the  same  time,  if 
people  were  to  he  examined  every  two  years  repeat- 
edly during  their  professional  lifetime,  you  would 
cover  enough  things  so  that  you  might  see  what  they 
could  or  could  not  do.  And  after  all,  all  we’re  really 
looking  for  is  their  own  insight  into  when  they’re  over 
their  heads  and  need  help.  If  a physician  can  do 
that,  then  there’s  no  reason  to  remove  him  from 
practice  ever,  that  is,  as  long  as  he  knows  when  his  art 
and  his  knowledge  stop  and  somebody  else’s  has  to 
begin. 

Dr.  Derbyshire:  To  get  back  to  the  subject  of 
reexamination  for  relicensure,  I don’t  think  that 
that’s  going  to  come  about  in  the  foreseeable  future 
by  any  means.  Out  of  these  laws  there  are  23  states 
now  that  require  continuing  education  for  relicen- 
sure. There’s  only  one,  Delaware,  that  contains 
reference  to  examination.  And  the  secretary  of  the 
Delaware  Board  assured  me  that  he  saw  no  chance 
of  this  being  put  into  effect.  Now,  if  we  get  back  to 
pilots  again,  I should  think  that  Secretary  Califano 
would  he  very  pleased  with  the  way  pilots  are  treated 
because  you  can  get  a second  opinion. 

Dr.  Bloom:  I can’t  help  coming  back  at  Dr.  Der- 
byshire. I wouldn’t  feel  assured  at  all  that  exami- 
nations are  in  the  unforeseeable  future.  I quoted 
from  a meeting  of  the  American  Board  of  Medical 
Specialities  held  in  September,  1978,  where  they  were 
looking  over,  very  carefully  with  the  national  boards, 
how  they  were  going  to  use  current  data  by  state  li- 
censing boards  to  evaluate  physicians  through  ex- 
aminations. This  was  very  recently.  They  are  very 
serious  about  it.  These  competence  crusaders  and 
these  inquisitors  are  serious.  They  may  be  few  but 
they’re  powerful,  and  it’s  very  hard  to  stop  them. 

Dr.  Gitlow:  And  on  that  note  we  will  end  our 
panel. 
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In  Part  I of  this  review,  which  appeared  in  the  May 
issue  of  the  Journal,  the  aut  hor  surveyed  informat  ion 
regarding  the  anatomic  relationships,  classification, 
incidence,  etiology,  pathogenesis,  and  semeiology  of 
cervical  carotid  aneurysms,  as  well  as  presenting  five 
illustrative  case  reports. 

Diagnosis 

'Carotid  aneurysms  are  recognizable  chiefly  by 
physical  findings  and  angiography.  Also  useful  for 
diagnosis  are,  inter  alia:  the  CC  compression  test, 
needle  centesis,  and  occasionally  plain  x-ray  films  of 
the  chest  and  neck. 

The  characteristic  finding  on  physical  examination 
is  a smooth,  elastic,  spherical,  or  ovoid  tumefaction 
corresponding  to  the  axis  of  the  vessel,  alongside  or 
below  the  angle  of  the  jaw.  It  evinces  expansile 
pulsations,  a thrill,  and  a bruit  which  are  isochronous 
with  the  heartbeat. 

As  stated  in  the  preceding  part,  one  or  more  of 
these  properties  may  he  missing  or  missed.  For  ex- 
ample, pulsations  may  be  markedly  attenuated  in  a 
saccular  aneurysm  that  is  calcified,  full  of  thrombus, 
or  that  communicates  via  a long  stalk  or  narrow  ori- 
fice with  the  parent  vessel.  At  times  the  thrill  or 
bruit  are  brought  forth  by  maneuvering  the  head  or 
neck  sideways,  backwards,  or  forwards,  or  when  the 
patient  is  supine  instead  of  erect. 

The  mass  is  readily  reducible  unless  thrombosed 
and  refills  promptly  after  the  fingers  are  released. 
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With  endocameral  clot  the  dome  of  the  aneurysm 
may  have  a cystic  or  fluctuant  feel,  and  the  rest  of  it 
may  have  a doughy  consistency.  Neither  tegumen- 
tary cellulitis  nor  tenderness  is  exhibited  unless  the 
skin  is  taut  and  irritated  because  the  mass  is  big,  in- 
fected, or  has  burst. 

A fusiform  aneurysm  is  movable  from  side  to  side, 
but  almost  not  at  all  up  and  down;  the  opposite  mo- 
bility often  is  exhibited  by  a sacciform  aneurysm. 
Aneurysms  of  any  kind  which  are  tethered  by  adhe- 
sions ordinarily  are  immovable. 

Aneurysms  of  the  IC  are  liable  to  be  overlooked  or 
misdiagnosed  as  CC  aneurysms  if  cursory  attent  ion 
is  paid  just  to  the  neck  without  simultaneous  in- 
traoral examination.  Inspection  has  to  be  conducted 
with  good  lighting.  The  patient  must  be  relaxed. 
Topical  anesthetization  forestalls  gagging.  Heavy 
sedation  may  be  necessary  for  children  and  unruly 
patients,  or  when  there  is  trismus. 

The  pharyngeal  projection  of  the  aneurysm  may 
range  from  minimal  puffiness  and  discoloration  of 
the  mucosa,  appreciated  only  when  both  paraton- 
sillar regions  are  compared,  to  gross  faucial  distortion 
by  a huge,  quivering  tumor  which  spans  from  the 
choanae  to  the  esophageal  inlet.  The  abnormal  area 
is  palpated  gingerly,  one  finger  on  the  pharyngeal 
lump  while  the  fingertips  of  the  other  hand  push 
gently  against  the  outside  of  the  neck.  No  massaging 
is  done,  for  fear  of  unleashing  clot,  simulating  baro- 
receptor  reflexes,  or  exciting  furious  hemorrhage. 
Auscultation  is  performed  through  a pediatric-size 
stethoscope  bell. 

During  the  immediate  prerupture  phase,  blood 
sometimes  may  be  seen  dribbling  slowly  from  a 
punctate  crevice  on  the  roof  of  the  pharynx  and 
welling  up  on  the  floor  of  the  mouth.  Here  the  di- 
agnosis is  made  just  by  looking.  The  next  step  is  to 
institute  emergency  therapy  under  the  guise  of  ipsi- 
lateral  CC  compression,  combined  if  possible  with 
tamponment  of  the  bleeding  site  by  means  of  gauze 
packs,  en  route  to  the  operating  theater  to  abort  the 
impending  “blowout”  into  t he  pharynx. 

The  CC  compression  maneuver  purports  to  dem- 
onstrate whether  the  lesion  communicates  with  the 
carotid  tree  and  to  assess  the  adequacy  of  transce- 
phalic  circulation  from  the  contralateral  to  the  ipsi- 
lateral  hemisphere.  The  mass  and  the  temporal 
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artery  on  the  side  are  palpated  while  gradually 
squeezing  the  CC  at  the  root  of  the  nec  k.  When  the 
mass  collapses  and  both  it  and  the  temporal  artery 
cease  to  beat,  the  supposition  is  that  the  current  of 
blood  is  entirely  antegrade  from  theCC.  When  the 
mass  empties  partially,  and  throbbings  persist  al- 
though less  forcefully,  it  is  assumed  that  there  is 
retrograde  streaming  of  blood.  Whether  this  is  in 
fact  so  may  be  ascertained  by  a corollary  maneuver 
in  which  the  artery  is  digitally  occluded  above  the 
aneurysm.  A positive  test  result  is  denoted  by  pul- 
sations disappearing  during  compression  and  re- 
turning when  compression  is  relieved. 

Whether  pulsations  are  indeed  expansile  often  is 
difficult  to  determine,  and  they  may  be  from  the  ar- 
tery itself  rather  than  autochtonous  to  the  aneurysm. 
More  sensitive  is  monitoring  of  a bruit  or  thrill  when 
these  are  present. 

Generally  speaking,  digital  compression  tests  are 
inexact  and  unreliable,  particularly  when  applied  to 
big  lesions,  and  are  intolerable  to  some  patients. 

Needle  centesis  is  a valuable  tactic  which  quickly 
confirms  whether  or  not  the  mass  is  arterial.  This 
diagnostic  touchstone  does  not  enjoy  the  usage  which 
it  deserves,  possibly  because  of  undue  anxiety  about 
uncontrollable  bleeding  from  the  needle  track  or 
because  of  a fairly  high  ratio  of  false  negative  results 
from  “dry  taps”  when  the  needle  enters  clot  or  a he- 
matopostema. 

Ideally,  centesis  should  be  done  in  the  operating 
room  or  a well-equipped  treatment  room.  For  op- 
timal performance  of  the  test,  the  patient  is  sedated, 
the  tissues  over  the  mass  are  anesthetized,  fine  nee- 
dles and  not  trocars  are  employed,  and  aspiration  is 
from  a region  that  feels  soft  and  distensible.  A bi- 
opsy should  not  be  taken,  repeated  punctures  should 
not  be  done,  the  needle  should  not  be  moved  about 
in  the  mass,  and  self-sealing  of  the  skin  hole  should 
be  facilitated  by  direct  pressure  with  a cotton  pledget 
and  not  by  massage. 

The  diagnostic  worth  of  plain  x-ray  films  is  limited 
to  aneurysm  sacs  which  are  calcified.23 

Angiography  is  the  sine  qua  non  of  diagnosis, 
furnishing  details  unattainable  by  any  other  method. 
It  is  indispensable  especially  w ith  regard  to  traumatic 
and  septic  aneurysms  wherein  gross  tissue  distortion 
often  precludes  good  physical  examination. 

Thoroughness  mandates  that  the  study  consist  of 
arch  aortography,  selective  carotid  arteriography, 
and  cerebral  arteriography  in  frontal  and  lateral 
views.  This  provides  fundamental  information 
concerning  the  site,  magnitude,  and  shape  of  the 
principal  aneurysm,  and  the  competence  of  cross- 
cerebral collateral  circulation.  Furthermore,  it  may 
bring  to  light  coincidental  stenoses  of  the  artery  or 
of  other  vessels,  contralateral  extracranial  carotid 
aneurysms,  or  intracranial  vascular  malformations. 
All  these  items  have  much  bearing  on  surgical 
strategy  and  prognosis. 

Angiography  should  be  done  via  retrograde 


transfemoral  catheterization.  Percutaneous  carotid 
puncture  is  to  he  shunned  because  it  both  fails  to 
delineate  all  pertinent  vessels  and  carries  a real 
hazard  of  dissection,  thrombosis,  embolization,  and 
pseudoaneurysm  formation.  Retrograde  brachial 
angiography  is  suitable  for  defining  cervical  aneu- 
rysms of  the  right  side,  but  often  gives  inadequate 
information  about  intracranial  circulation,  possible 
aneurysms  at  the  other  side  of  the  neck,  and  so  forth. 
It  is  a useful  study  to  employ  after  operation  to  de- 
termine the  adequacy  of  the  procedure. 

The  principal  shortcoming  of  the  angiogram  is  that 
it  usually  undermeasures  size,  especially  when  there 
is  clot  in  the  aneurysm.  Very  rarely,  angiography 
will  fail  to  display  an  aneurysm  unless  oblique  pic- 
tures are  filmed. 1,5,24,25  When  intracranial  blood 
vessels  are  not  well  mapped  out  by  standard  injec- 
tion, it  should  not  be  assumed  that  crossover  perfu- 
sion is  poor.  Frequently,  directing  the  radiopaque 
medium  into  the  contralateral  carotid  tree  while  the 
ipsilateral  CC  is  compressed  momentarily  will  un- 
mask filling  of  the  ipsilateral  anterior  and  middle 
cerebral  arteries  from  the  other  side. 

Review  of  the  literature  indicates  that  although 
carotid  aneurysm  frequently  may  have  been  sus- 
pected from  the  history  and  physical  examination 
alone,  the  initial  diagnosis  or  its  corroboration  was 
made  by  other  means  in  the  great  majority  of  them. 
In  fact,  the  real  identity  of  most  lesions  was  con- 
firmed either  by  angiography  or  at  operation. 

The  protocols  of  many  articles  imply  that  diag- 
nostic successes  by  nonoperative  method  probably 
would  have  risen  severalfold  through:  (1)  better 

physical  examination  in  the  instance  of  IC  aneu- 
rysms; and  (2)  practicing  needle  centesis  and  angi- 
ography more  frequently  in  the  instance  of  all  an- 
eurysms. Oversights  in  these  respects  are  partly  to 
blame  for  tardy  recognition  of  lesions  and  for  the 
catastrophes  entrained  by  the  unwitting  blunder  of 
incising  aneurysms  under  the  naive  notion  that  they 
were  abscesses  requiring  debridement  or  drainage. 

The  contribution  of  angiography  to  diagnostic 
accuracy  is  reflected  in  the  increasing  reliance  on  that 
modality.  If  1940  is  chosen  arbitrarily  as  the  year 
when  angiography  was  already  practiced  in  most 
medical  centers,  then  the  survey  indicates  that  this 
investigation  was  applied  for  the  diagnostic  appraisal 
of  nearly  two  thirds  of  all  aneurysms  reported  sub- 
sequently. 

Differential  diagnosis 

The  more  anatomically  exposed  and  the  larger  an 
aneurysm,  the  less  likely  it  is  to  be  mistaken  for 
something  else.  The  chief  diagnostic  difficulty  is 
when  expansile  pulsation,  the  cardial  badge  of  an- 
eurysm, is  lacking  or  indefinite.  The  expansile 
quality  may  be  inhibited  by  clot  or  calcium.  And 
pulsation  may  not  be  really  innate  to  the  mass,  since 
solid  or  cystic  tumors  can  relay  impulses  from  a 
perfectly  healthy  juxtaposed  artery  (Fig.  4). 
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Developmental  Anomalies 
Branchial  cleft  cyst 
Hygroma 

I /-oscular  Masses 

Redundant  (dolicho-)  carotid  artery 
Hemangioma 

Aneurysms  (vertebral;  innominate  ; arteriovenous) 

Internal  jugular  phlebectasia 
Right- sided  cervical  aortic  arch 

Inflammatory  / Infective  Processes 
Parotitis 

Peritonsillar/  Parapharyngeal  abscesses 
Neoplasms 

Carotid  (chemodectoma ) 

Tonsillar  (adenoma;  sarcoma  ; carcinoma) 

Pharyngeal  (myxoma;  leiomyoma;  mixed;  diverticulum) 
Lymphatic  (metastases;  lymphoma) 

Parotid  ( mixed ; carcinoma  ) 

Cutaneous  (dermoid;  lipoma;  fibroma) 

Laryngeal  (diverticulum) 

Thyroid  (adenoma;  carcinoma) 

FIGURE  4.  Differential  diagnosis.  Lesions  most  apt  to 
confuse  are  those  that  impart  pulsations.  Pharyngeal  in- 
flammatory or  infective  processes  may  conceal  1C  aneurysms 
or  be  concurrent. 

The  absence  of  a bruit  or  thrill  may  be  deluding, 
as  may  too  a dry  tap  when  needle  centesis  is  prac- 
ticed, but  neither  negative  finding  should  be  con- 
sidered to  debar  the  possibility  of  aneurysm. 

Most  diagnostic  dilemmas  are  posed  by  IC  aneu- 
rysms. There  is  little  excuse  for  confounding  an 
ordinary  nonmycotic  IC  aneurysm  with  an  abscess. 

- The  pitfall  in  an  aneurysm  of  the  septic  erosive  kind 
is  that  the  signs  proper  to  the  aneurysmal  moiety  are 
often  eclipsed  by  those  of  inflammation  and  infec- 
tion, that  is,  fever,  visible  pus,  brawny  cellulitis, 
nonpulsatile  tumefaction,  regional  lymphadenitis, 
and  so  forth.  Under  those  circumstances  the 
temptation  to  lance  the  lesion  is  understandable,  its 
inopportuneness  realized  soon  enough  when  evacu- 
ation of  pus  is  trailed  by  a cataclysmic  gush  of  blood. 
In  4 percent  of  cases  in  this  review  the  vascular  na- 
ture of  the  lesion  was  realized  only  after  its  impru- 
dent lancing.  This  figure,  being  based  on  published 
cases,  doubtless  is  an  underestimate  of  the  real  in- 
cidence rate,  since  probably  several  other  similar 
misadventures  have  been  passed  over  in  silence. 

Also  featuring  in  the  differential  diagnosis  of  IC 
aneurysms  are  other  aneurysmal  masses  which  bal- 
loon the  lateropharyngeal  region.  These  extremely 
uncommon  entities  may  arise  from  the  vertebral  ar- 
tery or  from  the  ascending  pharyngeal  or  inferior 
palatine  branches  of  the  EC. 

So  many  conditions  may  he  mimicked  by  carotid 
aneurysms  that  recourse  to  angiography  is  imperative 
to  arrive  at  the  definitive  diagnosis. 


Treatment 

On  sporadic  occasions  carotid  aneurysms  disap- 
pear without  any  therapeutic  intervention  what- 
soever. Such  “self-cure”  ordinarily  takes  place  by 
either  of  two  mechanisms: 

1.  Complete  intralumenal  thrombosis,  with  even- 
tual solidification  and  shrinkage  to  the  vanishing 
point.26  This  is  the  probable  course  of  some  traumatic 
aneurysms  whose  sacs  are  joined  to  the  parent  vessels 
by  very  narrow  stems.27-31 

2.  Resorption  of  clot  and  restoration  of  near-nor- 
mal lumen.  This  is  the  course  evinced  by  some  idio- 
pathic dissecting  aneurysms.15’32 

Undoubtedly,  some  carotid  aneurysms  which  are 
clinically  docile  may  remain  so  for  months  or  years. 
However,  a policy  of  “watchful  expectation”  carries 
decided  risks  inasmuch  as  a hitherto  untroubled 
period  may  be  brutally  upset  by  major,  irremediable 
tragedy— a fixed  stroke  or  exsanguination,  for  ex- 
ample. There  is  no  way,  unfortunately,  of  predicting 
with  any  degree  of  confidence  which  dormant  aneu- 
rysms will  continue  to  be  immutable  indefinitely. 

Electing  to  merely  observe  clinically  animated 
aneurysms  is  downright  perilous,  since  the  natural 
history  of  such  lesions  almost  always  ends  in  some 
calamity.  Especially  treacherous  are  traumatogenic 
and  septic  aneurysms,  but  no  less  nefarious  are  those 
which  all  of  a sudden  enlarge  rapidly  or  incite  re- 
petitive attacks  of  cerebral  ischemia.  Anticipat  ing 
the  rare  eventuality  of  spontaneous  resolution  or 
utilizing  medicinal  management  under  those  cir- 
cumstances are  exercises  in  futility. 

The  worst  offenders  of  all  are  septic  IC  aneurysms, 
because  so  often  they  afflict  children  and  have  a 
propensity  for  life-threatening  manifestations  such 
as  hemorrhage,  stroke,  or  encroachment  on  the  air- 
ways. Those  aneurysms  therefore  must  receive  ur- 
gent surgical  attention  even  before  realization  of  the 
full  benefits  of  “saturation”  doses  of  antibiotics. 

The  author’s  fourth  case  exemplifies  how  sinister 
are  symptomatic  aneurysms  which  are  not  disposed 
of  surgically.  And  in  broader  perspective,  of  the 
persons  in  the  survey  who  for  some  excuse  or  other 
were  nonoperated,  long-term  follow-up  revealed  that 
more  than  one  half  of  that  original  population  had 
died  and  that  a fair  number  of  the  survivors  were 
valetudinarians. 

Although  fatalities  were  fewer  in  the  post- 1940  era, 
the  corollary  net  gain  in  survival  rate  fell  appreciably 
short  of  what  would  be  expected  relative  to  corre- 
sponding advances  in  diagnostic  and  medicinal 
means. 

The  implication,  therefore,  is  that  while  some 
features  such  as  infection  may  he  combated  effec- 
tively by  newer  modalit  ies,  a vict  im  of  carotid  aneu- 
rysm remains  susceptible  to  mechanical  liabilities 
which  are  not  dispelled  save  by  eradication  of  the 
aneurysm  itself. 

The  forlorn  inventory  of  nonoperated  cases  amply 
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FIGURE  5.  Representative  operations.  (A)  For  aneurysms  of  proximal  CC.  Safest  approach  is  to  install  bypass  before 
aneurysmectomy.  Crossover  bridge  (e)  obviates  sternotomy  or  thoracotomy.  (B)  For  CC  bifurcation  aneurysms.  Bypass 
may  be  established  (f)  prior  to  aneurysmectomy.  (C)  For  fusiform  and  sacciform  aneurysms  of  mid-CC.  Various  grafts 
fashioned  end-to-end,  side-to-side.  or  side-to-end.  Bypass  may  be  established  (c)  prior  to  aneurysmectomy.  Depending 
on  whether  sacciform  lesion  involves  artery  wall  discretely  or  circumferentially,  orifice  may  be  closed  by  endoaneurysmectomy 
(i)  or  with  outlay  patch  graft  (j).  In  instance  of  septic  aneurysms,  proximal  CC  may  be  interrupted  and  circulation  to  1C  established 
with  crossover  EC-to-EC  bridge  (m).  (D)  For  proximal  1C  aneurysms.  Reestablishment  of  continuity  from  CC  preferred. 
EC  may  be  interrupted  and  used  for  direct  anastomosis  (d)  or  as  free  graft  (e). 


justifies  surgical  remedy  and  is  testimony  that  the 
handful  of  carotid  aneurysms  cured  medicinally  or 
spontaneously  should  be  regarded  as  a matter  of  good 
luck.  Surgery  is  unrivaled  in  offering  the  surest  and 
quickest  prospect  of  securing  permanent  relief  from 
the  disease. 

Types  of  surgical  procedures.  Numerous  kinds 
of  operative  intervention  have  been  employed  to 
tackle  carotid  aneurysms. 

Prior  to  the  advent  of  anticoagulant  drugs,  angi- 
ography, refined  suture  material,  and  modern  re- 
vascularization techniques,  the  methods  most  com- 
monly used  were  meant  to  reduce  the  bulk  of  an  an- 
eurysm and  promote  clotting  within  it.  This  was 
done  by  external  compression,  by  tying  the  vessel  fore 
and  aft  the  aneurysm,  or  by  plication.  In  some  in- 
stances operation  was  done  in  stages,  preliminary 
ligature  of  the  vessel  being  followed  at  the  same 
session  or  later  by  debridement  of  the  aneurysm 
pouch  and  its  contents. 

In  contemporary  practice  these  methods  still  may 
be  applicable  for  specific  situations,  but  they  are 
obsolete  for  the  most  part. 

The  consummate  way  of  coping  with  any  aneu- 
rysm, whether  of  the  carotid  or  somewhere  else,  is 
ablation  of  the  lesion  allied  with  restoration  of  direct 
continuity  in  the  native  arteries.  Although  most 
cervical  carotid  aneurysms  are  amenable  to  this  ap- 
proach, many  others  are  not  because  of  limitations 


imposed  by  dimensions  or  location  of  the  mass,  loss 
of  substance  in  the  vessels,  and  the  emphatic  neces- 
sity of  sustaining  adequate  cerebral  blood  flow  during 
interruption  of  the  local  circulation.  Owing  to  these 
and  other  reasons  there  can  be  no  preconceived  no- 
tions nor  single  remedial  surgical  method  for  all  ca- 
rotid aneurysms.  Instead,  strategy  must  be  indi- 
vidualized according  to  what  seems  to  be  feasible 
from  angiographic  benchmarks  and  what  is  actually 
demonstrated  at  the  operating  table. 

The  capital  problem  in  any  carotid  surgery  is  that 
the  grim  vision  of  a neurologic  complication  hovers 
constantly  over  the  operation.  Certain  safeguards 
which  we  have  described  elsewhere  help  to  banish 
that  specter.33  Our  aversion  to  the  employment  of 
intralumenal  shunts  for  preserving  cerebral  perfusion 
during  carotid  endarterectomy  is  redoubled  with 
regard  to  interventions  on  carotid  aneurysms,  where 
the  risks  of  rupture,  clot  dislodgment,  and  vessel 
stricture  are  accentuated  by  the  very  small  confines 
of  the  operative  field. 

The  ideal  lesions  for  aneurysmectomy  and  direct 
vascular  reconstruction  are  noninfected  ones  limited 
to  the  middle  third  of  the  CC.  A fusiform  aneurysm 
in  that  region  simply  is  excised,  and  the  healthy  cuffs 
of  the  artery  are  joined.  A sacciform  aneurysm  can 
be  managed  in  the  same  way.  Or,  if  the  opening  is 
discrete,  a circumferential  piece  of  the  vessel  need  not 
be  removed,  but  instead  the  sac  is  amputated  and  its 
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collar  is  closed  by  lateral  arteriorrhaphy,  or  en- 
doaneurysmorrhaphy,  or  arterioplasty,  that  is,  onlay 
patch  graft. 

When  the  gap  between  the  vessel  ends  precludes 
direct  anastomosis,  an  interposed  graft  or  prosthesis 
can  be  used,  either  before  or  after  excision  of  the 
aneurysm,  and  either  CC-to-CC,  CC-to-IC,  or  CC- 
to-EC  bridging  instituted. 

Preplacement  of  a bypass  before  aneurysmectomy 
is  indicated  chiefly  in  situations  when  there  are  ex- 
traordinary misgivings  about  the  state  of  collateral 
circulation  to  the  brain  (Fig.  5A).  It  is  also  useful  as 
a temporizing  procedure,  when  infection  or  some 
other  circumstance  prevents  direct  attack  on  the 
aneurysm  and  there  is  need  meanwhile  to  overcome 
cerebral  ischemic  manifestations. 

Generally,  interposition  or  bypass  conduits  are 
constructed  best  with  autogenous  veins  rather  than 
autogenous  arteries  or  fabric  prostheses.  Although 
its  proximity  makes  it  inviting,  the  external  jugular 
vein  is  not  as  strong  a graft  as  the  saphenous  vein  and 
itself  tends  to  become  ectatic  with  the  passage  of 
time. 

The  principal  situation  when  one  may  have  to 
contemplate  relinquishing  total  exeresis  of  an  an- 
eurysm and  bypass  it  instead  is  when  adhesions  to  its 
walls  are  so  dense  that  persistence  in  trying  to  dissect 
them  off  may  harm  important  nerves  or  precipitate 
rupture  of  the  sac.  These  events  have  been  reported 
on  a number  of  occasions  and  constitute  avoidable 
complications.  Depending  on  whether  the  vessel 
above  and  below  the  aneurysm  is  transected  or  left 
attached  and  transfixed,  the  bypass  is  made  end- 
to-end  or  side-to-side.  The  contents  of  the  aneurysm 
then  may  be  evacuated  through  an  unroofing  incision 
to  eliminate  the  discomfort  and  ungainly  appearance 
occasioned  by  its  bulk. 

Less  favorable  lesions  of  the  CC  are  those  at  its 
origin  or  at  the  bifurcation,  or  those  which  span  over 
long  stretches  of  the  vessel  (Fig.  5B).  These  usually 
entail  broader  dissection,  and  revascularization  often 
hinges  on  the  placement  of  a bridging  tubular  pros- 
thesis or  graft.  For  proximal  CC  lesions  on  the  right 
the  bypass  is  from  either  subclavian  or  innominate 
artery  to  the  CC  stump.  For  proximal  CC  lesions  on 
the  left  the  bypass  is  from  the  ipsilateral  subclavian 
or  contralateral  CC,  or  from  the  aorta.  For  bifur- 
cation lesions  the  bypass  may  be  established  latero- 
lateral  before  aneurysmectomy.  Not  favored,  but 
sometimes  necessary,  is  EC-to-IC  anastomosis  re- 
linquishing communication  with  the  CC. 

Aneurysms  of  the  proximal  and  mid-IC  often  can 
be  resected  quite  readily  (Fig.  5C).  Flow  to  the  brain 
is  restored  by  uniting  what  channels  are  at  hand — 
IC-to-IC,  EC-to-IC,  or  CC-to-IC,  with  or  without 
interposed  conduits.  The  EC  proper  may  be  used 
either  on-line  or  as  an  in-series  free  graft.  Anasto- 
mosis of  the  distal  end  of  the  EC  to  the  distal  end  of 
the  IC  preferably  is  avoided,  since  it  might  conceiv- 
ably pave  the  way  for  a “steal”  phenomenon  from 
refluent  flow  down  the  IC.  Sometimes  the  IC  is 


sufficiently  redundant  that  it  may  lend  itself  as  a free 
graft  or  for  direct  anastomosis  to  the  residual  sleeve 
of  IC.  However,  caution  is  warranted  with  such 
dolichocarotids  because  they  are  apt  to  be  friable 
from  paucity  of  muscle  fibers  in  their  wall,  or  an 
atheromatous  plaque  may  hide  within  them  and 
impede  flow. 

Whatever  technical  problems  may  be  posed  by 
aneurysms  at  the  aforementioned  locations,  ordi- 
narily they  are  surmountable,  and  aneurysmectomy 
is  feasible.  Conversely,  the  lesions  least  likely  to  be 
circumcised  in  toto,  if  at  all,  are  those  which  encom- 
pass the  distal  IC  and  whose  upper  pole  is  buried 
immediately  beneath  the  skull.  Some  writers  have 
strived  for  enhanced  exposure  and  accessibility  by: 
(1)  intralumenal  balloon  occlusion;  (2)  division  of  the 
jaw  or  styloid  process;  (3)  resection  of  the  tail  of  the 
parotid  gland;  or  (4)  detachment  of  the  sternoclei- 
domastoid muscle  from  the  mastoid  pro- 
cess.11'12’24’34-37 However,  these  maneuvers  are 
fraught  with  danger,  trailed  by  much  morbidity,  and 
seldom  achieve  their  avowed  aim  of  obtaining  a rim 
of  normal  vessel  beyond  the  mass  on  which  a secure 
anastomosis  can  be  fashioned  (Fig.  5D). 

The  prevailing  consensus  is  that  trying  to  extirpate 
an  aneurysm  thus  situated  right  under  the  base  of  the 
skull  without  any  readily  accessible  normal  artery 
distal  to  it  is  tantamount  to  temerity  and  invites  grief. 
Risky  though  it  may  be  from  the  standpoint  of  pos- 
sible lingering  cerebral  ischemia,  exclusion  of  the 
aneurysm  without  simultaneous  reestablishment  of 
ipsilateral  carotid  perfusion  is  a sensible  alternative 
whereby  the  circulatory  vis  a tergo  through  the  lesion 
can  be  braked.  For  that  purpose  the  IC  segment 
proximal  to  the  aneurysm  is  ligated. 

Some  surgeons  advocate  total  “trapping”  of  high 
IC  aneurysms  by  supplementing  cervical  IC  inter- 
ruption with  clips  placed  on  the  intracranial  IC  below 
the  ophthalmic  artery.712  There  is  no  proof,  how- 
ever, that  such  an  extended  procedure  is  any  more 
beneficial  than  straightforward  cervical  IC  ligation 
alone. 

Permanent  carotid  interruption.  In  epochs 
past,  there  was  precious  little  that  could  be  done  by 
way  of  surgery  to  treat  aneurysms  except  to  try  to 
halt  the  flow  of  blood  through  them  by  permanent 
occlusion  of  feeder  arteries.  Of  all  the  surgical  pro- 
cedures done  to  treat  carotid  aneurysms,  59.4  percent 
involved  some  mode  of  permanent  arterial  inter- 
ruption, and  nearly  three  fourths  of  these  were  done 
before  the  year  1940. 

Currently,  specific  situations  that  may  make  one 
retreat  from  aneurysmectomy  with  concomitant 
restoration  of  vascular  continuity  and  fall  back  in- 
stead on  the  lesser  procedure  of  interrupting  circu- 
lation through  the  aneurysm  include:  (1)  when  there 
is  gross  soiling  of  tissues  with  bacteria  and/or  pus;  (2) 
when  protracted  carotid  compression  has  been  done 
as  a life-saving  measure  to  thwart  exsanguinating 
hemorrhage  from  a ruptured  aneurysm;  and  (3)  when 
distal  control  is  frustrated,  as  in  the  instance  of  high 
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IC  aneurysms  without  visible  or  exposable  upper 
boundaries. 

Formerly,  deliberate  interruption  of  blood  How  to 
both  CC  and  IC  aneurysms,  regardless  of  cause, 
usually  was  accomplished  by  tying  the  CC.  Direct 
ligature  of  the  IC  was  done  in  just  13.9  percent  of  the 
IC  aneurysms  treated  by  arterial  interruption  prior 
to  1940.  The  principal  reasons  for  tying  the  CC  in- 
stead of  the  IC  were,  besides  easier  exposure  and 
celerity  of  operation,  that  the  practice  of  carotid  in- 
terruption used  to  be  entrained  by  numerous  epi- 
sodes of  cerebral  infarction,  sepsis,  and  delayed 
hemorrhage  from  ligatures  cutting  through  arteries 
or  slipping  off.  Yet  another  reason  was  the  belief 
entertained  by  some  surgeons  that,  with  regard  to  IC' 
aneurysms,  it  was  safer  to  tie  the  CC  rather  than  the 
IC,  thereby  curbing  the  thrust  of  systemic  pressure 
from  the  CC  while  allowing  a modicum  of  retrograde 
flow  via  the  EC  to  irrigate  the  brain  through  the  in- 
tact IC. 

These  rationales  aside,  surgeons  evidently  have 
become  more  emboldened  with  regard  to  IC  arterial 
interruption.  Of  all  CC  ligations,  79.7  percent  were 
done  pre-1940;  in  contrast,  of  all  IC  ligations,  71.4 
percent  were  done  post- 1940. 

Statistical  scrutiny  of  incidence  rates  of  cures,  fatal 
and  nonfatal  strokes,  and  deaths  attendant  on  per- 
manent carotid  interruption  for  cervical  aneurysms 
yielded  most  interesting  data  which  are  somewhat  at 
variance  from  other  published  speculation.  It  dis- 
closed, for  example,  that  the  mortality  rates  following 
either  CC  or  IC  ligation  dropped  markedly  from  the 
pre-1940  to  the  post- 1940  eras,  the  steeper  drop  being 
the  IC  ligation  cohorts.  It  disclosed,  too,  regarding 
operation-related  strokes:  an  appreciable  reduction, 
from  18.8  to  2.9  percent,  of  that  complication  fol- 
lowing CC  ligation  for  CC  aneurysms;  no  significant 
reduction,  from  12.6  to  12.5  percent,  following  CC 
ligation  for  IC  aneurysms;  and  fair  reduction,  from 
50  to  34.3  percent,  following  IC  ligation  for  IC  aneu- 
rysms. When  it  is  remembered  that  virtually  all  IC 
ligations  for  IC  aneurysms  done  after  1940  have  been 
for  lesions  at  the  base  of  the  skull  without  accessible 
or  manageable  arterial  margins  at  the  upper  pole,  the 
incidence  rates  of  fatal  and  nonfatal  strokes  do  not 
loom  as  objectionably  as  they  might  otherwise. 

It  must  be  conceded  that,  owing  to  the  notorious 
unpredictability  of  brain  tolerance  to  acute  depri- 
vation of  blood,  permanent  carotid  interruption  can 
never  be  wholly  indemnified  against  the  latent  peril 
of  neurologic  damage.  While  logically,  ablation  of 
the  aneurysm  and  restitution  of  arterial  continuity 
are  to  be  aimed  for,  and  permanent  carotid  inter- 
ruption sanctioned  only  as  a last  resort,  perseverance 
in  the  former  design  may  prove  reckless  in  certain 
situations  already  alluded  to.  When  life  is  in  the 
balance  the  propriety  of  carotid  interruption  is  un- 
arguable, and  the  procedure  can  be  conducted  with 
fairly  sanguine  expectations  of  success. 

The  exercise  of  a few  critical  precautions  may  help 


materially  to  stave  off  some  potential  evil  after- 
maths: 

1.  When  permanent  carotid  interruption  is  coun- 
tenanced, slippage  or  cutting  through  of  ties  can  be 
averted  by  transecting  the  vessel,  oversewing  the 
stumps,  and  intercalating  some  nearby  tissue  between 
them.  If  this  is  not  practicable,  double  ties  or  trans- 
fixion ligatures  of  nonabsorbable  suture  should  be 
placed  on  the  vessel,  preferably  at  both  ends  of  the  an- 
eurysm. If  this  too  is  not  feasible,  then  the  vessel 
should  be  encircled  with  cloth  ribbons  or  heavy-gauge 
suture  material. 

2.  With  the  lone  exceptions  of  contaminated 
wounds  or  uncontrollable  hemorrhage,  the  CC  should 
not  be  interrupted  indiscriminantly  for  both  CC  and 
IC  aneurysms,  but  reserved  instead  only  for  the  former 
and  the  IC  for  the  latter.  This  dictum  is  based  on  the 
observation  that  CC  ligation  in  the  presence  of  a pat- 
ent IC  is  accompanied  by  fewer  neurologic  upheavals 
than  it  is  when  the  IC  is  impermeable.  The  underly- 
ing premise,  substantiated  by  experimental  studies,  is 
that  the  EC  can  function  as  an  important,  albeit  circui- 
tous pathway  for  blood  to  the  brain.  Therefore  this 
channel  should  be  preserved  whenever  possible,  and 
interrupting  the  IC  for  IC  aneurysms  achieves  the  goal 
of  not  excluding  the  EC  from  the  CC  flow.  The  same 
policy  dictates  that  the  EC  should  not  be  sacrificed 
wantonly  when  coping  with  any  other  carotid  aneu- 
rysm. 

3.  Cases  of  hematopostema,  that  is,  aneurysmatic 
abscess,  whether  traumatogenic  or  from  extension  of 
pharyngeal  or  cervical  sepsis,  merit  vigilant  surveil- 
lance in  a hospital  setting  during  intensive  broad-spec- 
trum antibiotic  therapy  and  angiographic  investiga- 
tion. Should  hemorrhage  occur,  then  regardless  of  in 
which  carotid  segment  the  aneurysm  originates,  the 
CC  must  be  tied  low  in  the  neck  without  penetrating 
the  abscess.  This  uniformly  stills  bleeding,  circum- 
vents dissemination  of  pus,  and  grants  a period  of  re- 
spite during  which  cellulitis  can  abate.  After  a suit- 
able interval,  the  vessel  distal  to  the  aneurysm  and  all 
feeder  tributaries  are  divided,  and  the  hematoma  is 
emptied.  The  field  is  soaked  with  copious  quantities 
of  a germicidal  solution,  for  example,  povidone-iodine, 
suture  lines  are  buttressed  by  wrapping  with  pedicle 
grafts  of  muscle,  and  the  wound  is  drained. 

A person  with  a bleeding  infected  CC  aneurysm  who 
is  experiencing  intermittent  cerebral  ischemia  or 
whose  angiogram  does  not  show  crossover  collaterals  is 
likely  to  be  jeopardized  irreparably  by  carotid  inter- 
ruption. This  dilemma  can  be  solved  by  preliminarily 
linking  the  two  ECs  or  ICs  with  a crossover  prosthesis, 
thereby  rerouting  some  blood  from  the  contralateral 
carotid  system  to  the  hemisphere  on  the  side  of  the 
projected  CC  interruption. 

Another  surgical  exigency  occurs  when  a suppura- 
tive aneurysm  of  the  IC  presenting  itself  in  the  phar- 
ynx causes  respiratory  distress  because  of  its  size,  with 
or  without  concomitant  bleeding.  The  safest  plan,  in 
our  opinion,  would  involve  three  steps  to  preclude 
blind  groping  inside  the  mouth  and  spare  the  patient 
the  baneful  prospect  of  suffocation  from  aspirated 
blood  and  necrotic  matter:  first,  tracheostomy;  sec- 

ond, low  CC  ligation;  and  third,  evacuation  of  pus  not 
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via  the  pharynx  but  rather  through  a counterincision 
in  the  neck. 

4.  There  is  no  disputing  that,  particularly  in  the 
context  of  juvenile  or  traumatic  aneurysms,  interrup- 
tion of  the  CC  or  IC  causes  cerebral  accidents  as  a di- 
rect consequence  of  paltry  collateral  circulation. 
However,  this  mechanism  cannot  be  invoked  for  inci- 
dents of  stroke  occurring  hours  or  days  later,  and 
where  the  existence  of  adequate  crossover  collaterals 
have  been  demonstrated  angiographically.  Often,  au- 
topsy in  some  of  these  cases  has  revealed  coagulum  in 
the  segment  above  the  tie  which  has  been  attributed  to 
further  stagnation  of  blood  in  the  aneurysm,  with 
death  a consequence  of  encephalomalacia  from  exten- 
sion of  thrombosis. 

Without  repudiating  this  viewpoint,  which  perhaps 
has  validity  in  a few  instances,  one  may  espouse  an  al- 
ternative explanation  which  is  equally  plausible, 
namely,  that  cerebral  infarction  more  usually  is  caused 
by  thromboembolism  from  incautious  mishandling  of 
the  aneurysm,  or  from  the  propagation  of  clot  in  the 
cul-de-sac  above  the  ligature. 

Prevention  requires  first,  that  the  aneurysm  not  be 
manipulated  until  the  vessel  distal  to  it  has  been  oc- 
cluded, and  second,  that  heparin  or  low  molecular- 
weight  dextran  be  administered  prophylactically  for  a 
few  days  in  all  cases  of  permanent  carotid  interruption, 
irrespective  of  its  level. 
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‘Well,  I see  my  time  is  about  up  ...  !” 
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Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator? 


Vasodilan-compatible  with  coexisting  diseases 
(e.g.,  glaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

Vasodilan-compatible  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  is  compatible  with  such  drugs  as  hypoglycemicsand  miotics. 

Vasodilan-compatible  with  your  total  regimen  for 
vascular  insufficiency 

Vasodilan  can  bea  valuableadjunct  in  planninga  total  therapeutic  program  for 
vascular  insufficiency. 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FuA  has 
classified  the  indications  as  follows 
Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular-  5 to  10  mg.(  1 or  2 ml.)  two  or  three  times  daily  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed 

Supplied:  Tablets,  10  mg.,  bottles  of  100, 1000.  5000  and  Unit  Dose;  Tablets, 

20  mg„  bottles  of  100,  500.  1000,  5000  and  Unit  Dose.  Injection,  10  mg  per 
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Abdominal  Pain  and 
Renal  Mass 

Case  history 

Chester  R.  Jarmolowski,  M.D.*:  A 20-year-old 
white  female,  who  was  three  months  postpartum, 
came  to  a neighboring  hospital  emergency  room 
complaining  of  right  upper  quadrant  abdominal  pain 
of  acute  onset.  She  described  the  pain  as  initially 
severe  and  colicky  in  nature.  It  then  became  dull 
and  continuous  wdth  radiation  to  the  back.  She  de- 
nied previous  episodes  of  abdominal  pain,  fever, 
hematuria,  or  unexplained  weight  loss.  A huge  ab- 
dominal mass  on  the  right  side  was  palpable.  An 
excretory  urogram  showed  this  probably  to  be  of 
renal  origin,  and  she  was  transferred  to  the  Upstate 
Medical  Center  for  further  evaluation. 

On  physical  examination  the  patient  was  noted  to 
he  an  ill-appearing,  obese  female  in  no  acute  distress. 
A large  abdominal  mass  was  present  which  extended 
from  the  right  costal  margin  to  the  right  iliac  fossa 
with  some  extension  across  the  midline.  There  was 
no  adenopathy  noted.  The  results  of  her  laboratory 
examinations  were  normal.  In  addition  to  an  ex- 
cretory urogram,  an  ultrasound  examination,  a 
computed  tomographic  scan,  and  a renal  angiogram 
were  then  performed. 

Mohammad  M.  Omar,  M.D.+:  A scout  film  from 
the  intravenous  pyelogram  shows  a large  mass  in  the 
right  upper  quadrant  displacing  the  flank  stripe 
laterally  (Fig.  1).  The  right  renal  outline  is  not  well 
seen.  Following  contrast  injection,  the  mass  is  seen 
to  arise  from  the  lower  pole  of  the  right  kidney,  dis- 
torting the  collecting  system  (Fig.  2).  The  ureter  is 
stretched  and  partially  obstructed  by  this  mass. 

An  abdominal  sonogram  shows  the  mass  to  be 
renal  in  origin  and  to  contain  solid  and  cystic  com- 
ponents (Fig.  3).  A computed  tomographic  study  of 
the  abdomen  demonstrates  this  to  be  thick-walled 
with  central  lucency  likely  representing  central  ne- 
crosis (Fig.  4).  Lateral  and  anterior  calyceal  dis- 

* Guest  Editor,  Assistant  Professor,  Department  of  Radi- 
ology. 

f Assistant  Professor.  Department  of  Radiology. 


FIGURE  1.  Plain  film  of  abdomen  shows  large  soft-tissue 
mass  in  right  flank.  No  definite  renal  shadow  visualized. 


placement  by  the  mass  is  noted.  Intrahepatic  ex- 
tension cannot  be  ruled  out.  The  left  kidney  appears 
normal. 

A selective  right  renal  angiogram  demonstrates  the 
right  renal  artery  and  its  branches  to  be  elevated  and 
stretched  by  a lower  pole  mass  (Fig.  5A).  Scattered 
areas  of  neovascularity  are  present.  No  evidence  of 
a tumor  blush  is  seen  although  faint  areas  of  staining 
or  puddling  are  seen  in  portions  of  the  mass  (Fig.  5B). 
An  inferior  vena  cavagram  demonstrated  marked 
medial  displacement  and  narrowing  of  the  inferior 
vena  cava.  Reflux  of  contrast  into  the  right  renal 
vein  without  washout  suggests  venous  occlusion  by 
either  thrombus  or  tumor  embolus  (Fig.  6). 

The  presence  of  a renal  mass  containing  areas  of 
necrosis  and  neovascularity  suggests  neoplasm. 
Although  this  patient  is  somewhat  young  for  a hy- 
pernephroma, this  occasionally  occurs.  A hamar- 
toma or  an  angiomyolipoma  containing  focal  areas 
of  hemorrhage  should  be  considered  as  well.  The  CT 
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FIGURE  2.  Excretory  urogram.  Mass  arises  from  lower 
pole  of  the  right  kidney,  stretching  and  displacing  calyces. 


(computed  tomographic)  scan  showing  absence  of 
fatty  tissue  and  the  angiographic  appearance  showing 
absence  of  the  multiple  microaneurysms  do  not 
support  this  diagnosis,  however. 

Although  this  patient  is  somewhat  old  for  Wilms’ 
tumor,  this  lesion  can  occasionally  occur  in  an  adult. 
The  focal  areas  of  necrosis  and  hypovascularity  are 
consistent  with  this  diagnosis.  The  overall  radio- 
graphic  appearance  suggests  this  lesion  to  be  a pri- 
mary malignant  renal  neoplasm.  In  this  age  group 
a Wilms’  tumor  or  a hypovascular  hypernephroma 
are  the  most  likely  diagnoses. 

Dr.  Omar’s  diagnosis 

Primary  malignant  renal  neoplasm 

Dr.  Jarmolowski:  A metastatic  work-up  was 
unremarkable,  and  the  patient  was  taken  to  the  op- 
erating room  where  a right  radical  nephrectomy  was 
performed. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  The  specimen  con- 
sisted of  a 20-  by  16-  by  8-cm.  lobulated  radical  ne- 
phrectomy. A small  portion  of  adrenal  was  included 
in  the  specimen.  On  cut  section,  at  one  pole  was  a 
7-cm.  firm,  tan  mass  with  focal  cystic  and  hemor- 

* Associate  Professor,  Department  of  Pathology. 


FIGURE  3.  Longitudinal  sonogram.  Large  renal  mass 
present.  Multiple  echoes  within  mass  indicate  it  to  be  solid 
lesion.  Relatively  sonolucent  center  suggests  necrosis. 


FIGURE  4.  Computed  tomogram.  Contrast  material 
present  within  displaced  collecting  system.  Curser  (0) 
overlies  center  of  mass  which  shows  decreased  attenuation 
suggesting  necrosis. 

rhagic  areas  replacing  most  of  the  renal  substance 
(Fig.  7). 

Microscopic  examination  of  the  lesion  demon- 
strated an  anaplastic  small  round-cell  tumor  without 
any  tubular  or  glomerular  differentiation  (Fig.  8). 
This  histologic  appearance  most  likely  represented 
a poorly  differentiated  nephroblastoma,  that  is, 
Wilms’  tumor,  of  the  kidney.  There  was  evidence  of 
invasion  of  the  hilar  soft  tissue,  lymphatic  spread, 
and  also  metastasis  to  the  adrenal  gland.  The 
presence  of  invasion  through  the  renal  capsule  and 
the  poor  histologic  differentiation  would  lead  one  to 
predict  an  ominous  course  for  this  tumor.1’2 

Our  diagnosis  in  this  case  was  nephroblastoma 
with  invasion  of  hilar  soft  tissue,  lymphatics,  and 
with  metastasis  to  the  adrenal  gland. 

Comment 

Dr.  Jarmolowski:  The  mesodermal  origin  of 
nephroblastoma  was  first  described  by  Wilms  in 
1899, 3 and  this  tumor  has  since  borne  his  name. 
Wilms’  tumor  is  the  most  common  renal  tumor  of 
childhood  and  the  second  most  common  abdominal 
tumor.  Ninety  percent  ot  these  tumors  are  said  to 
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FIGURE  5.  Selective  right  renal  angiogram.  (A)  Early  arterial  phase.  Main  renal  artery  stretched  by  mass.  Numerous  fine 
irregular  vessels  seen  to  extend  from  renal  artery  showing  extent  of  tumor  above  and  below  normal-appearing  parenchyma. 
(B)  Late  arterial  phase.  Absence  of  tumor  "staining''  apparent  in  contrast  to  otherwise  normal  nephrogram.  Renal  vein 
not  seen. 


FIGURE  6.  Inferior  vena  cavagram.  Tumor  displaces  in- 
ferior vena  cava  to  left.  No  "washout”  seen  in  region  of  right 
renal  vein.  No  tumor  present  in  inferior  vena  cava  itself. 


FIGURE  7.  Gross  photograph  of  cut  section  of  surgical 
specimen  demonstrating  cystic  changes  with  almost  total 
replacement  of  renal  substance. 


occur  under  the  age  of  eight  years,4  but  they  can 
occur  in  the  adult.  By  1959,  108  cases  of  adult 
Wilms’  tumor  had  been  reported  in  the  world’s  lit- 
erature,5 with  the  oldest  reported  patient  being  83 
years  old.6 

This  case  is  of  particular  interest  since  it  represents 


1 
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FIGURE  8.  Low-power  photomicrograph  of  tumor  with 
adjacent  atrophic  renal  substance.  Note  lack  of  clear  cap- 
sular definition  of  tumor  and  sheetlike  pleomorphic  pattern 
of  tumor  cells  (hematoxylin  and  eosin  stain). 

the  second  case  of  adult  Wilms’  tumor  to  be  seen  in 
this  institution  within  one  year.  Both  of  them  were 
referred  from  the  same  small  Upstate  New  York 
community.7  Both  patients  were  20-year-old  fe- 
males, one  diagnosed  during  pregnancy  and  the  other 
in  the  immediate  postpartum  period. 

A large  series  of  patients  with  Wilms’  tumor  from 
Lemerle  et  al.8  shows  that  a palpable  mass  was 
present  in  94  percent  of  their  cases.  Ackerman  and 
del  Regato  report  that  71  percent  of  their  large  series 
of  patients  presented  only  a palpable  mass  with 
pain.9  Hematuria  is  not  a common  feature,  ap- 
pearing in  less  than  25  percent  of  cases.10  Fever, 
hypertension,  and  generalized  constitutional  symp- 
toms are  even  less  frequent. 

Metastases  are  rarely  symptomatic  but  are  present 
in  approximately  20  percent  of  cases  at  the  time  of 
diagnosis.6  Wilms’  tumor  most  commonly  invades 
locally  to  the  renal  fossa  and  the  liver.  Hematoge- 
nous spread  to  the  lungs  is  also  frequent  because  of 
its  avidity  for  invasion  of  the  renal  vein.  Hematog- 
enous spread  to  bone  or  brain  is  rare. 

Plain-film  radiographic  findings  are  those  of  mass 
lesion.  Bulging  of  the  flank,  psoas  obliteration,  and 
displacement  of  the  bowel  may  be  seen.  Calcifica- 
tion is  usually  subtle  when  present  and  appears  in  10 
to  15  percent  of  cases.11  Excretory  urography  rep- 
resents the  major  diagnostic  step  in  further  evalua- 
tion. Wilms’  tumor  is  generally  a well-encapsulated 
intrarenal  mass,4  and,  as  such,  produces  distortion 
and  displacement  of  the  pelvocalyceal  system.  In- 
jection of  contrast  through  the  lower  extremity  has 
been  advocated  as  a means  of  preliminary  evaluation 
of  the  inferior  vena  cava,  since  renal  vein  involvement 
and  caval  invasion  occur  commonly.  It  is  an  im- 
portant diagnostic  and  prognostic  feature.12 

Angiography  may  he  of  great  value  in  evaluation 
of  suspected  Wilms’  tumor.  While  the  angiographic 
findings  are  not  pathognomonic,  abnormal  vessels 
are  present  in  over  90  percent  of  patients.10  Most 
frequently  these  are  fine,  thin  vessels,  descriptively 


called  “spidery,”  “creeping  vein,”  or  “spaghetti-like” 
in  their  appearance.11’13’14  Other  features  include 
aortic  deviation  and  the  lack  of  tumor  stain.15  Ar- 
terio-venous shunting,  contrast  puddling,  and  tumor 
staining  have  been  described,  but  are  extremely 
rare.14’15  Evaluation  of  hepatic  metastases  was  felt 
initially  to  be  a strong  indication  for  angiography,  but 
current  diagnostic  modalities  such  as  heptic  scin- 
tigraphy, ultrasound,  and  CT  scanning,  are  probably 
more  effective.  Even  if  the  angiogram  is  not  diag- 
nostic, it  can  provide  important  information  as  to  the 
extent  of  tumor  involvement,  the  incorporation  of 
other  vessels  into  the  tumor,  patency  of  the  renal 
veins  and  the  inferior  vena  cava,  and,  most  impor- 
tant, whether  the  other  kidney  is  involved,  since  the 
incidence  of  bilaterality  has  been  reported  to  be  ap- 
proximately 4 percent.16 

This  case  represents  a fairly  “typical”  radiographic 
appearance  of  Wilms’  tumor  at  any  age,  presenting 
characteristically  a large  renal  mass  and  pain.  Ra- 
diographic features  are  those  of  an  intrinsic  renal 
mass  displacing  the  normal  architecture,  with  thin, 
spidery  neovascularity  and  absence  of  parenchymal 
staining.  The  renal  vein  is  thrombosed  and  the  vena 
cava  markedly  displaced  by  the  tumor. 

Final  diagnosis 

Nephroblastoma  (Wilms'  tumor) 
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The  dose  may  be  increased  or  decreased  as  needed 
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School  Health 


A series  of  practical  articles 
by  and  for  physicians  concerned  with 
care  of  school-age  children 


NORMAN  B.  SCHELL,  M.D.,  M.P.H.,  Editor 


Editor’s  Note.  It  is  vitally  important  for  the  school  physician  in  each  school  to  develop  and  dis- 
tribute for  posting  a written  protocol  of  first  aid  procedures  and  emergency  care  plans.  Drills  for 
handling  and  evacuation  of  accident  victims  should  be  practiced  periodically,  and  specific  instruc- 
tions should  be  understood  by  all  physical  educators,  coaches,  and  athletes  about  procedures  to  be 
followed  in  gymnasiums,  athletic  fields,  swimming  pools,  showers,  and  locker  rooms.  For  example, 
before  each  swim  season  begins,  swimming  team  members  should  be  instructed  how  to  handle  pos- 
sible neck  injury  in  a diver  who  is  floundering  in  the  water  after  a traumatic  fall  from  the  diving 
board. 
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Athletic  events  and  contests  demand  a high  level 
of  performance  and  energy  release  which  is  likely  to 
bring  about  a number  of  potential  injuries.  It  is 
impossible  to  prevent  all  of  these  injuries  from  oc- 
curring, hut  school  health  personnel  can  and  should 
prevent  them  from  causing  further  disability  or 
death.  Whether  the  injured  person  will  recover 
promptly  and  completely  or  will  suffer  permanent 
disability  or  even  death  depends  not  only  on  the 
nature  of  his  injuries  but  also  on  the  nature  of  the 
emergency  care  and  definitive  treatment  he  or  she 
receives. 

School  physicians,  nurses,  emergency  medical 
technicians,  adult  school  personnel,  and  selected 
students  should  be  able  to  provide  first  aid  man- 
agement for  these  emergencies  and  should  have 
knowledge,  training,  and  competence  in  AV  (assisted 
ventilation)  and  ECC  (external  cardiac  compression). 
Carefully  written  records  should  he  prepared  on  (he 
athletic  field  by  the  physician  immediately  after  first 
aid  has  been  rendered. 


TABLE  I.  Indications  for  immediate  removal  from  play 


Area  of 
Injury 

Indications  for  Immediate 
Removal  from  Play 

Eye 

Blunt  trauma;  visual  difficulty;  pain;  laceration; 
obvious  deformity 

Head 

Loss  of  consciousness;  disturbed  sensorium; 
seeing  stars  or  colors;  dizziness;  auditory 
hallucinations;  nausea;  vomiting;  lethargy; 
severe  headache;  rising  blood  pressure; 
disturbed  smell;  diminishing  pulse;  amnesia; 
hyperirritability;  large  contusion;  open  wounds; 
unequal  pupils;  leakage  of  CSF*or  blood  from 
ears  or  nose;  numbness  of  one  side  of  body 

Neck  or 
spine 

Obvious  deformity;  restricted  motion;  weakness 
of  extremity;  pain  on  movement;  localized 
tenderness;  numbness  of  extremity; 
paresthesias 

Shoulders 

or 

extrem- 

ities 

Obvious  deformity;  crepitus;  loss  of  range  of 
motion;  loss  of  sensation;  effusion;  pain  on  use; 
unstable  joint;  open  wounds;  significant 
tenderness;  significant  swelling 

Abdomen 

Dizziness  or  syncope;  nausea;  persisting  pallor; 
vomiting;  history  of  infectious  mononucleosis; 
abnormal  thirst;  muscle  guarding;  localized 
tenderness;  shoulder  pain;  distention;  rapid 
pulse;  clamminess  and  sweating 

* CSF  = cerebrospinal  fluid. 


This  article  will  review  the  basic  first  aid  measures 
and  principles  of  CPR  (cardiopulmonary  resuscita- 
tion), which  are  essential  for  the  proper  care  of  the 
injured  school  victim  until  arrival  at  a medical  fa- 
cility. The  indications  for  immediate  removal  of  an 
athlete  from  play  and  the  need  for  further  observa- 
tion and  medical  evaluation  are  reviewed  in  Table 
I. 

First  aid  measures 

Contusions  and  lacerations.  Contusions  and 
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lacerations  are  the  most  frequently  encountered  in- 
juries in  school  athletics.  The  victim  should  be 
evaluated  for  other  occult  injuries.  Blunt  trauma 
can  often  be  associated  with  visceral  or  skeletal  in- 
juries requiring  careful  observation  and/or  hospi- 
talization. The  basic  principles  of  treatment  of 
traumatic  injury  are  remembered  with  the  mnemonic 
acronym  ICE:  I = immobilize,  that  is,  do  not  use  or 
move  the  injured  area;  C = compress,  that  is,  apply 
pressure  to  stop  bleeding  and  cool  compresses  to  re- 
duce swelling;  and  E = elevate,  which  means  raise  the 
injured  area  to  reduce  bleeding  and  swelling. 

Care  of  an  open  wound  is  based  on  controlling  the 
hemorrhage,  diminishing  the  bacterial  contamina- 
tion, and  determining  the  extent  of  damage  until 
definitive  care  can  be  administered  under  optimal 
conditions  at  a medical  facility.  The  wound  should 
be  cleansed,  an  antiseptic  applied,  and  then  the 
wound  should  be  covered  with  a sterile  dressing.  If 
on  initial  examination  there  is  a vascular  injury, 
primary  treatment  to  stop  the  bleeding  is  imperative 
and  can  usually  be  achieved  by  direct  external  pres- 
sure over  the  bleeding  site  with  a sterile  dressing. 

Fractures  and  sprains.  A diagnosis  of  neuro- 
musculoskeletal  injury  should  be  considered  when 
the  athlete  has  pain  at  the  site  of  injury,  an  obvious 
deformity  of  an  extremity,  loss  of  range  of  motion,  or 
lack  of  sensation.  The  goal  in  these  injuries  is  to 
immobilize  the  injured  part  in  position  of  injury, 
reduce  pain,  and  prevent  further  damage  during 
transport.  No  attempt  should  be  made  to  straighten 
or  retract  a protruding  bone;  splint  them  where  they 
lie.  If  a sprain  is  suspected,  elevate  the  injured  part, 
and  apply  cold  compresses  for  30  minutes.  If  the 
swelling  is  severe  do  not  allow  weight  bearing  until 
the  condition  is  medically  evaluated. 

General  principles  for  splinting.  General  prin- 
ciples for  splinting  are  listed  in  the  following. 

1.  Splint  before  victim  is  moved. 

2.  Include  joint  above  and  below  injury. 

3.  Do  not  attempt  to  reduce  dislocations. 

4.  Check  peripheral  pulses  before  and  after 

splinting. 

5.  Cover  all  open  wounds  with  a sterile  dressing. 

6.  Transport  as  soon  as  possible. 

Abdominal  injury.  Abdominal  injury  is  the 

third  leading  cause  of  accidental  death  following  head 
trauma  and  burns. 

Any  penetrating  injury  of  the  abdomen  requires 
prompt  surgical  care.  Blunt  injuries  are  more  dif- 
ficult to  evaluate.  Relatively  trivial  trauma  may 
result  in  major  intestinal  or  pancreatic  injury.  Oc- 
cult splenic  rupture  has  been  reported  in  teenagers 
with  infectious  mononucleosis.  Knowing  the  forces 
of  the  injury  is  vital.  Acute  compressing  or  crushing 
forces  resulting  from  falls,  sledding,  or  decelerating, 
or  whipping  forces  delivered  to  an  unprotected  por- 
tion of  the  abdomen  as  by  a fist  or  kick,  may  cause 
rupture  of  a solid  viscus  or  blowout  of  a distended 
hollow  viscus.  Vehicular  injuries  on  the  handlebars 
of  a bicycle  or  motorcycle  are  frequent  causes.  The 


athlete  who  has  suffered  an  abdominal  injury  de- 
serves: (1)  inspection  of  his  abdomen  for  bruises, 
ecchymosis,  and  distention;  (2)  palpation  of  his 
abdomen  for  tenderness  or  muscle  guarding;  and  (3) 
questioning  about  shoulder  pain,  difficulty  in 
breathing,  possibly  caused  by  fractured  ribs,  and 
nausea. 

If  any  of  these  symptoms  or  signs  are  present, 
immediate  medical  work-up  is  in  order. 

Eye  trauma.  Eye  injuries  and  periorbital  trauma 
are  frequent  occurrences.  It  is  imperative  that 
proper  first  aid  measures  be  used.  Although  the 
trauma  may  seem  insignificant,  there  is  always  the 
possibility  of  intracranial  penetration  of  the  orbit, 
microscopic  penetration  of  the  globe,  or  foreign 
bodies.  It  is  important  not  to  force  the  lids  open  or 
attempt  to  explore  t he  extent  of  damage  on  the  field. 
Cold  compresses  for  15-minute  intervals  hourly  can 
be  applied  if  the  injury  is  the  result  of  a blow  to  the 
eye.  If  visual  difficulty  is  present,  keep  the  player 
lying  flat  and  quiet.  A foreign  body  can  be  removed 
by  pulling  the  upper  lid  down  over  the  lower  lid  or  by 
pouring  warm  water  over  the  eyeball.  The  eye 
should  never  be  rubbed.  Eye  pain  from  foreign 
bodies,  scrapes,  scratches,  and  so  forth,  can  be  alle- 
viated by  bandaging  the  lids  shut. 

Head  trauma.  Head  trauma  is  difficult  to  assess 
at  the  moment  of  occurrence.  Any  impairment  of 
the  conscious  state  should  be  noted  and  the  athlete’s 
sensorium  carefully  monitored.  The  dazed,  som- 
nolent, or  drowsy  victim  does  not  respond  appro- 
priately to  spoken  commands  and/or  is  not  well  ori- 
ented in  time  or  space.  The  semicomatose  victim 
does  not  respond  to  commands  but  will  respond  to 
painful  stimuli  with  autonomic  reflexes.  The  co- 
matose patient  will  not  even  respond  to  painful 
stimuli. 

The  dazed  athlete,  or  one  who  has  had  loss  of 
consciousness  for  more  than  a few  seconds,  should  be 
thoroughly  evaluated  after  the  trauma  and  at  15- 
minute  intervals  until  stable.  Evaluation  should 
include  determining  the  orientation  of  the  athlete  as 
to  time,  place,  person,  home  address,  telephone 
number,  and  inquiring  about  retrograde  or  post- 
traumatic  amnesia,  as  well  as  determining  the  vital 
signs.  It  is  important  to  palpate  the  skull  for  lacer- 
ations, tenderness,  and  depressed  skull  fractures. 
The  ears  and  nose  should  be  examined  for  signs  of 
fluid  leakage.  The  eyes  should  be  checked  fre- 
quently for  pupil  reactivity  and  equality,  this  may 
give  the  first  sign  of  a localizing  central  nervous  sys- 
tem lesion.  The  mouth  should  be  examined  for  anv 
loose  teeth  or  dentures  since  they  may  later  be  a po- 
tential source  for  airway  obstruction. 

Swelling  at  the  site  of  injury  can  be  treated  by 
application  of  cold  compresses  for  30  minutes,  but  ice 
should  never  be  applied  directly  to  the  skin.  Simple 
lacerations  with  bleeding  require  a sterile  gauze 
pressure  dressing  until  definitive  suturing  can  be 
done  at  a medical  facility. 
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Normal  activity  within  a few  minutes  after  the 
injury  is  a good  sign  that  the  injury  was  not  serious, 
but  all  head-injured  athletes  should  be  kept  on  the 
bench  until  completely  asymptomatic.  Uncon- 
sciousness for  10  seconds  or  longer  requires  removal 
from  the  game  and  hospital  evaluation  immedi- 
ately. 

General  criteria  for  hospital  evaluation.  The 
general  criteria  for  hospital  evaluation  are  listed 
following: 

1.  Loss  of  consciousness,  10  seconds  or  longer. 

2.  Drowsy  or  stuporous  state. 

3.  Disorientation;  retrograde  amnesia. 

4.  Persistent  vomiting. 

5.  Unequal  pupils. 

6.  Battle’s  sign,  ecchymosis  over  mastoid  bone. 

7.  Leakage  of  cerebrospinal  fluid  from  nose  or 

ears. 

8.  Hemorrhage  in  retina  or  behind  tympanic 

membrane. 

9.  Skull  fracture. 

10.  Seizure. 

Skull  x-ray  films.  Skull  x-ray  films  are  not  a 
routine  recommendation  for  all  head  injuries.  The 
Food  and  Drug  Administration  has  recommended 
limiting  skull  x-rays  to  the  following  situations: 

A.  Historic  data 

1.  An  established  history  of  unconsciousness. 

2.  Gunshot  wound  or  skull  penetration. 

3.  Previous  craniotomy  with  shunting  tube  in 
place. 

B.  Physical  examination  criteria 

1.  Skull  depression  palpable  or  identified  by  probe 
in  scalp  laceration. 

2.  Discharge  from  ear. 

3.  Cerebrospinal  fluid  discharge  from  nose. 

4.  Blood  in  the  middle  ear  cavity. 

5.  Battle’s  sign. 

6.  Raccoon’s  eyes. 

7.  Presence  of  coma  or  stupor. 

8.  Focal  neurologic  signs. 

Heat-related  disorders.  Heat-related  disor- 
ders should  be  considered  during  summer  sports 
activities. 

Heat  exhaustion.  Heat  exhaustion  is  due  to  loss 
of  salt  and/or  water.  The  victim  is  cool,  moist,  and 
pale,  but  he  has  a normal  temperature.  Treatment 
consists  of  loosening  the  clothing  and  keeping  the 
victim  cool.  The  conscious  victim  should  be  given 
a salt  solution  made  with  one  teaspoon  of  salt  to  one 
quart  of  water. 

Heat  stroke.  Heat  stroke  results  from  a distur- 
bance in  the  heat  regulatory  mechanism.  The  victim 
is  hot,  dry,  red,  and  has  a markedly  elevated  tem- 
perature. Treatment  consists  of  rapid  cooling  by 
wrapping  in  cold  towels,  using  a fan,  or  immersing  in 
cold  or  ice  water. 

Cold  injuries.  Frostbite  may  be  seen  during  the 
winter  sports  season  when  temperatures  drop  to  10 
to  25°F.  or  lower,  depending  on  the  wind-chill  factor, 
and  can  be  divided  into  three  stages: 


First  stage — freezing. 

Second  stage — freezing  with  blistering  and  peeling. 

Third  stage — freezing  with  tissue  death. 

Superficial,  minor  frostbite  can  be  treated  by 
rewarming  the  part  in  a heated  room  or  in  a water 
bath  with  a controlled  temperature  of  103°  to  107°F., 
that  is,  40  to  42°C.  for  20  minutes.  The  victim 
should  avoid  trauma  to  the  affected  part  and  avoid 
refreezing.  Dry  heat  can  be  dangerous  because 
temperature  is  difficult  to  control.  Do  not  allow 
walking  on  cold-injured  limbs. 

Moderate  or  severe  frostbite  can  be  complicated 
by  infection  and/or  secondary  thrombosis  and  re- 
quires medical  evaluation  and  follow-up. 

Spine  injuries.  Recognition  of  a possible  spinal 
injury  is  a major  responsibility  in  caring  for  an  acci- 
dent victim.  Fractures  and  dislocations  of  the  spine 
are  of  great  importance  because  they  can  be  associ- 
ated with  damage  to  the  spinal  cord  or  nerve  roots, 
and  movement  can  cause  a shift  of  bony  fragments, 
causing  further  compression  and  severe  damage. 

The  types  of  trauma  most  likely  to  produce  spinal 
injury  are  automobile  and  motorcycle  accidents, 
diving  mishaps,  contact  sport  injuries,  falls  from  a 
height,  and  direct  trauma  to  the  spine. 

Before  making  any  attempt  to  reposition  or  move 
an  injured  person,  it  is  important  to  consider  that  a 
spinal  injury  may  be  present.  A conscious  victim  can 
generally  direct  attention  to  the  area  of  injury.  Local 
tenderness  over  a portion  of  the  spine  and  pain  on 
movement  by  the  patient  should  arouse  suspicion  of 
an  injury.  Loss  of  muscle  function,  areas  of  numb- 
ness in  the  extremities,  and  priapism  are  probably 
indications  of  spinal  injury. 

The  unconscious  patient  who  has  been  involved  in 
an  accident  capable  of  producing  a spinal  injury 
should  be  handled  as  if  he  has  one. 

Proper  initial  care  may  prevent  paralysis  or  even 
death.  Emergency  care  should  aim  to  assure  satis- 
factory breathing  and,  most  important,  splinting  the 
victim  before  moving. 

The  head  and  neck  should  be  immobilized  by  a 
collar  or  heavy  rolled  cloth  about  the  neck  or  by 
sandbags  placed  on  either  side  to  hold  the  head  in  a 
neutral  position.  It  is  best  to  splint  a deformed  neck 
or  back  in  the  original  position  of  deformity. 

Two  specific  problems  can  develop  in  the  victim 
with  a neck  and  spine  injury  which  may  require  at- 
tention before  transport  to  a medical  facility. 

Impaired  respirations  from  paralysis  of  the  chest 
muscles  may  require  oxygen-enriched  air  and/or 
assisted  ventilation. 

Neurogenic  shock  from  paralysis  of  the  nerves 
controlling  the  blood  vessels  may  result  in  impaired 
return  of  blood  to  the  heart  from  the  lower  extremi- 
ties. Treatment  of  this  condition  consists  of  ele- 
vating the  legs  by  raising  the  lower  end  of  the 
stretcher  or  board  about  12  inches. 

Diving  injuries  deserve  special  attention.  If  the 
spinal  cord  is  not  damaged  when  the  injury  occurs 
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there  is  an  excellent  chance  that  the  victim  may  live 
a normal  life.  The  spinal  cord  must  be  protected 
while  resuscitation  from  immersion  is  being  per- 
formed. Improper  handling  can  convert  an  un- 
complicated injury  to  one  with  cord  damage.  Hy- 
perextension, severe  flexion,  bending,  or  twisting 
must  be  avoided.  Removal  from  the  water  should 
only  be  done  after  the  cervical  spine  has  been 
splinted  properly  or  can  be  held  immobile  at  all 
times. 

As  a general  rule,  nothing  should  he  given  to  an 
injured  person  to  drink  or  eat  until  complete  evalu- 
ation at  a medical  facility  has  determined  that  no 
anesthesia  will  he  necessary. 

Cardiopulmonary  resuscitation 

The  principles  of  CPR  are  similar  for  all  age  groups 
but  the  techniques  used  in  children  differ,  depending 
on  age. 

The  severely  injured  or  unconscious  athlete  should 
be  evaluated  for  effective  breathing  and  circula- 
tion. 

Apnea  is  the  lack  of  effective  breathing.  It  is  ap- 
parent by  lack  of  thoracoabdominal  movement  or  of 
breath  sounds. 

Cardiac  arrest  is  the  absence  of  effective  circula- 
tion as  evidenced  by  absent  pulsation  in  a major  ar- 
tery. In  older  children  and  adults  the  pulsation  of 
the  carotid  artery  is  easily  felt  between  the  trachea 
and  neck  muscles.  In  younger  children  the  femoral 
pulse  is  easier  to  palpate. 

Cardiopulmonary  arrest  is  present  when  there  is 
failure  of  both  effective  breathing  and  circulation. 

The  basic  principle  of  CPR  is  to  swiftly  substitute 
for  the  failure  of  effective  breathing  and  circulation 
by  establishing  an  open  airway,  giving  assisted  ven- 
tilation and  external  cardiac  compression  (Fig.  1). 

Applying  CPR  to  children.  The  principles  of 
applying  CPR  to  children  are  listed  in  the  fol- 
lowing. 

1.  The  victim  should  be  placed  on  his  or  her  back 
on  a firm  surface. 

2.  The  head  should  be  tilted  back  to  a “sniffing  po- 
sition." but  this  should  not  be  exaggerated  in  young 
children  since  the  larynx  is  pliable  and  may  be  occlud- 
ed in  full  extension.  Caution  must  be  used  in  accident 
victims  with  a possible  neck  fracture.  In  these  cases 
keep  the  head  in  a neutral  position,  and  use  a cervical 
collar,  if  available. 

3.  The  mandible  should  be  jutted  forward  by  lift- 
ing the  angle  of  the  jaw.  This  will  keep  the  tongue  out 
of  the  airway. 

4.  An  oropharyngeal  airway  interferes  with  an  ef- 
fective seal  and  can  induce  vomiting  and  spasm  in  the 
semicomatose  patient.  It  should  be  used  only  in  the 
deeply  unconscious  patient  if  at  all. 

Although  AV  and  ECC  are  discussed  separately, 
they  are  carried  out  simultaneously. 

AV.  Principles  for  administering  AV  are  listed 
following.  If  breathing  is  absent  or  ineffective  after 


_B.:  Breathing 


_C:  Circulation 


_D:  Definitive 

trea tment 


FIGURE  1.  ABCD  of  cardiopulmonary  resuscitation. 


opening  the  airway,  the  victim  should  receive  four 
rapid  ventilations  without  waiting  for  the  thorax  to 
deflate. 


1.  Cover  the  victim’s  mouth  with  your  mouth,  and 
breathe  out  with  a smooth  steady  breath  until  the  vic- 
tim’s chest  is  seen  to  rise. 

2.  The  depth  of  respiration  used  in  children  over 
18  months  should  be  from  the  full  lungs. 

3.  The  rate  of  resuscitation  with  a single  resuscita- 
tor  is  2 AVs  without  waiting  for  deflation  every  15 
ECCs. 

4.  The  rate  with  two  resuscitators  is  once  every  five 
seconds  in  a child  over  the  age  of  10  years,  12  times  per 
minute. 

5.  Remove  your  mouth  after  each  breath  to  allow 
the  lungs  to  empty. 

6.  The  volume  of  the  respiration,  as  gauged  by  the 
movement  of  the  chest  wall,  is  more  important  than 
the  timing  or  rhythm. 

7.  If  the  chest  does  not  rise,  recheck  the  head  and 
jaw  position,  and  try  again.  If  air  remains  blocked, 
turn  the  victim  on  one  side,  and  give  several  sharp 
blows  between  the  shoulder  blades  to  jar  any  foreign 
matter  free.  Sweep  the  victim’s  mouth  clean  with  a 
finger,  and  resume  ventilation. 

8.  To  prevent  gastric  distention  and  associated 
vomiting  during  AV,  gentle  pressure  can  be  applied  be- 
tween the  umbilicus  and  rib  cage.  This  pressure 
should  not  be  applied  during  the  ECC  phase  to  avoid 
damaging  the  liver. 

ECC.  Guidelines  for  ECC  are  listed  as  follows: 


1.  Begin  ECC  if  a major  artery  pulsation  is  absent. 

2.  The  precordial  thump  is  not  recommended  on  a 
victim  under  10  years  of  age.  It  is  not  useful  in  the  hy- 
poxic situations  frequently  found  in  children  and  is 
probably  no  more  effective  than  the  first  ECC. 

3.  In  children  over  six  years  of  age,  ECC  may  be 
applied  to  the  lower  third  of  the  sternum  as  in  adults. 
Tight  belts  should  be  loosened  to  avoid  restricting  the 
abdominal  viscera  from  moving.  Compression  dura- 
tion is  important  and  should  be  80  percent  of  the 
cycle. 
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4.  The  rate  of  ECC  is  60  per  minute,  once  per  sec- 
ond, over  the  age  of  six  years. 

5.  The  depth  and  pressure  of  compression  differs 
in  children.  In  children  under  10  years  of  age,  the  heel 
of  one  hand  is  used  to  compress  the  sternum  to  a depth 
of  2 to  4 cm.,  and  it  should  be  applied  by  the  pressure 
of  the  arm.  In  the  victim  over  10  years  of  age,  two 
hands  with  the  pressure  of  the  body’s  weight  is  applied 
to  compress  the  sternum  to  a depth  of  4 to  6 cm.  as  in 
the  adult. 

6.  The  effectiveness  of  ECC  is  demonstrated  by 
pulsation  in  a major  artery.  If  a pulse  cannot  be  felt, 
the  technique  should  be  reevaluated,  and  the  presence 
of  a cardie  tamponade  should  be  considered.  Do  not 
accept  a normal  electrocardiogram  finding  as  evidence 
of  effective  circulation. 

7.  AV  and  ECC  should  be  continued  until  the  vic- 
tim can  be  evaluated  by  a physician. 


4.  No  release  of  pressure  between  compressions. 

5.  Jabs  rather  than  a smooth  action  compression. 

Physicians  involved  in  school  health  should  as- 
sume a leadership  role  in  establishing  a cadre  of 
school  personnel,  including  nurses,  teachers,  coaches, 
and  students  who  have  been  properly  trained  in  first 
aid  measures  and  certified  by  an  approved  CPR 
course  such  as  that  offered  by  the  American  National 
Red  Cross  and  American  Heart  Association.  There 
should  always  be  someone  present  at  athletic  events 
who  can  respond  competently  to  the  emergency  sit- 
uations outlined  here. 

Nassau  Hospital 
Mineola,  New  York  11501 
(DR.  GREENSHER) 
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Along  with  the  gonorrhea  epidemic  presently 
being  seen  in  adults,  there  has  been  a parallel  increase 
of  gonococcal  infections  in  infants  and  children. 
This  month  we  will  review  the  important  epidemio- 
logic and  medical  considerations  of  gonococcal  in- 
fections in  infants  and  children.  The  various  clinical 
syndromes  in  this  population  are  closely  dependent 
on  the  age  of  the  infant  or  child. 

Neonatal  gonococcal  infections 

Gonococcal  infections  in  the  neonate  are  most 
commonly  transmitted  from  the  infected  mother 
either  in  utero  or  during  passage  through  the  birth 
canal.  Infants  with  GC-ON  (gonococcal  ophthalmia 
neonatorum)  usually  present,  two  to  four  days 
postpartum,  with  a watery  or  serosanguineous  dis- 
charge that  rapidly  progresses  to  a purulent,  edem- 
atous, hyperemic  conjunctivitis.  If  there  has  been 
premature  rupture  of  the  membranes,  the  infection 
may  be  evident  at  birth.  All  purulent  eye  discharges, 
as  well  as  any  conjunctivitis  lasting  longer  than  three 
days,  requires  careful  evaluation  for  gonococcal  in- 
fection. Without  treatment,  GC-ON  progresses 
rapidly  to  corneal  dullness,  ulcerations,  iridocyclitis, 
and  blindness.1  Diagnosis  is  made  by  Gram  stain 
and  confirmed  by  cultures.  Treatment  with  par- 
enteral penicillin  and  topical  antibiotics  must  be 


instituted  early  to  prevent  irreversible  damage. 
GC-ON  should  be  differentiated  from  other  forms  of 
ophthalmia  neonatorum  including  chlamydial, 
staphylococcal,  and  other  infections. 

GC-ON  is  a disease  best  controlled  by  prevention. 
The  importance  of  prenatal  cultures  cannot  be 
overestimated.  The  Crede  method  of  1 percent  sil- 
ver nitrate  instillation  in  the  eyes  of  the  neonate  has 
been  used  for  over  100  years  and  is  over  98  percent 
effective  in  preventing  GC-ON.  The  instilled  silver 
nitrate  must  not  be  irrigated  with  either  saline  or 
sterile  water.'2  The  rare  occurrence  of  GC-ON  in 
spite  of  silver  nitrate  prophylaxis  probably  represents 
either  improper  application,  irrigation,  or  in  utero 
infection  secondary  to  premature  rupture  of  mem- 
branes. Occasionally,  neonatal  infection  may  occur 
after  birth,  when  an  infected  mother  inadvertently 
transmits  her  disease  to  the  infant  after  delivery. 

The  common  chemical  conjunctivitis  caused  by 
silver  nitrate  drops  is  a self-limited  condition  re- 
solving within  24  to  48  hours  and  is  readily  differ- 
entiated from  an  infectious  conjunctivitis. 

In  addition  to  GC-ON,  transmission  of  gonorrhea 
from  the  birth  canal  can  result  in  infection  of  the 
oropharynx,  anogenital  orifices,  or  umbilical  stump. 
Rarely,  these  localized  infections  are  associated  with 
dissemination  causing  bacteremia,  arthritis,  men- 
ingitis, or  endocarditis.  Disseminated  complications 
are  most  likely  to  occur  one  to  three  weeks  after  birth. 
Diagnosis  can  be  made  by  culturing  all  of  the  po- 
tentially infected  sites. 

Gonococcal  infections  in 
infants  and  children 

In  infants  age  one  month  to  one  year,  gonococcal 
infections  most  often  result  from  nonvenereal  contact 
with  an  infected  adult.  Often,  the  freshly  contami- 
nated hands  of  the  mother  are  the  source  of  infection. 
In  poor  and  overcrowded  living  conditions,  nonve- 
nereal transmission  of  gonorrhea  to  infants  and 
young  children  is  not  uncommon. 

In  the  1-  to  10-year  age  group,  instances  of  invol- 
untary infection  by  household  relatives  become  more 
common.  Female  children  especially  often  contract 
vulvovaginal  and  cervical  gonorrhea  from  sleeping 
with  an  infected  mother  in  the  same  bed.  Evaluation 
of  household  contacts  often  reveals  an  infected  adult 
or  older  sibling  as  a source  of  the  child’s  infection. 

Gonorrhea  in  preteens 

The  incidence  of  gonorrhea  rises  drastically  in 
children  over  the  age  of  10.  Most  infections  result 
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from  voluntary  sexual  activity  among  the  child’s 
peers.  Not  infrequently  these  sexually  precocious 
children  have  multiple  exposure  histories.3  Cluster 
evaluation  of  the  child’s  peer  group  usually  reveals 
additional  unsuspected  cases  and  will  prevent  rein- 
fection.4 Child  molestation  and  rape,  although  less 
commonly,  may  also  occur  in  this  age  group.  Ho- 
mosexual peer  encounters  also  occur,  and  rectal 
cultures  should  be  obtained  when  suspected. 

Unlike  gonorrhea  in  adult  women,  prepubescent 
girls  develop  a true  gonococcal  vaginitis.  The  thin, 
alkaline,  prepubertal  vaginal  epithelium  provides  an 
ideal  environment  for  the  gonococcus.  Vaginal 
discharge,  labial  irritation,  and  dysuria  may  or  may 
not  be  present.  As  in  women,  a gonorrhea  culture  is 
necessary  for  diagnosis  since  a Gram  stain  is  insuf- 
ficiently sensitive  to  rule  out  an  infection. 

Gonococcal  urethritis  in  boys  usually  presents  a 
frank  purulent  discharge  and  dysuria.  A presump- 
tive diagnosis  can  be  made  by  Gram  stain.  Negative 
smears  should  always  have  a gonococcal  culture  to 
rule  out  a false-negative  smear. 

Even  more  than  with  adults,  children  with  gonor- 
rhea must  always  have  a complete  and  thorough  ep- 
idemiologic investigation  for  sex  contacts.  Child 
abuse  or  molestation,  especially  in  the  1-  to  10- 
year-old  age  group,  should  be  considered.  In  the 
older  children,  cultures  of  playmates,  boyfriends,  and 
girlfriends  should  be  sought.  The  public  health 
advisors  of  the  Bureau  of  Venereal  Disease  Control 
may  be  especially  helpful  in  assisting  in  this  work. 
For  their  assistance,  please  call  (212)  966-6300. 

Treatment 

Pediatric  patients  encompass  those  from  birth  to 
adolescence.  When  a child  is  postpubertal  and/or 
over  100  pounds,  he  or  she  should  be  treated  with 
dosage  regimens  as  defined  for  adults. 

The  following  represents  the  treatment  schedule 
recommended  by  the  Bureau  of  Venereal  Disease 
Control  of  the  New  York  City  Health  Department  for 
children  with  gonorrhea. 

Prevention  of  neonatal  infection.  To  prevent 
neonatal  infection,  all  pregnant  women  should  have 
endocervical  cultures  examined  for  gonococci  as  an 
integral  part  of  prenatal  care. 

Prevention  of  gonococcal  ophthalmia.  Gono- 
coccal ophthalmia  can  be  prevented  with  one  percent 
silver  nitrate.  Do  not  irrigate  with  saline,  since  this 
may  reduce  efficacy.  Not  recommended  are:  bac- 
itracin ointment,  which  is  not  effective;  penicillin 
drops,  which  are  sensitizing;  and  tetracycline  or 
erythromycin  eyedrops,  which  are  of  questionable 
effectiveness. 

Management  of  infants  born  to  mothers  with 
gonococcal  infection.  Orogastric  and  rectal  cul- 
tures should  he  taken  from  all  infants  born  to 
mothers  with  gonococcal  infection.  Blood  cultures 
should  be  taken  if  septicemia  is  suspected.  Aqueous 
crystalline  penicillin  G,  50,000  units  per  kilogram  per 


day,  should  be  administered  in  two  daily  doses  in- 
travenously if  cultures  or  Gram-stained  smears  reveal 
gonococci.  The  duration  of  therapy  should  be  de- 
termined by  clinical  response.  In  suspected  septi- 
cemia, an  aminoglycoside,  such  as  gentamycin, 
should  also  be  administered. 

Neonatal  disease.  Gonococcal  ophthalmia. 
The  patient  should  be  hospitalized.  The  antimi- 
crobial agents  are  aqueous  crystalline  penicillin  G, 

50.000  units  per  kilogram  per  day,  in  two  or  three 
doses  intravenously  for  seven  days  plus  frequent 
saline  irrigations  and  instillation  of  penicillin,  tet- 
racycline, or  chloramphenicol  eyedrops. 

Complicated  infection.  Arthritis  and  septicemia 
should  be  treated  by  hospitalization  and  adminis- 
tration of  aqueous  crystalline  penicillin  G,  75,000  to 

100.000  units  per  kilogram  per  day  in  four  doses,  or 
procaine  penicillin  G,  75,000  to  100,000  units  per 
kilogram  per  day,  in  two  doses  for  seven  days. 
Meningitis  should  be  treated  with  aqueous  crystal- 
line penicillin  G,  100,000  units  per  kilogram  per  day, 
divided  into  two  or  three  intravenous  doses  a day  and 
continued  for  at  least  10  days. 

Childhood  disease.  Gonococcal  ophthalmia 
should  be  treated  with  hospitalization  and  by  the 
administration  of  aqueous  crystalline  penicillin  G 
intravenously,  75,000  to  100,000  units  per  kilogram 
per  day  in  four  doses,  or  procaine  penicillin  G intra- 
muscularly, 75,000  to  100,000  units  per  kilogram  per 
day,  in  two  doses  for  seven  days,  plus  saline  irriga- 
tions and  instillation  of  penicillin,  tetracycline,  or 
chloramphenicol  eyedrops.  Topical  antibiotics  alone 
are  not  recommended  in  therapy  of  gonococcal 
ophthalmia.  The  source  of  the  infection  must  be 
identified. 

Uncomplicated  vulvovaginitis  and  urethritis 
usually  do  not  require  hospitalization.  Both  may  be 
treated  at  one  visit  with  aqueous  procaine  penicillin 
G,  75,000  to  100,000  units  per  kilogram  intramus- 
cularly, and  probenecid,  25  mg.  per  kilogram  by 
mouth.  Topical  and  systemic  estrogen  therapy  are 
of  no  benefit  in  vulvovaginitis.  All  patients  should 
have  follow-up  cultures,  and  the  source  of  infection 
should  be  identified,  examined,  and  treated. 

Infection  complicated  by  peritonitis  or  arthritis 
should  be  treated  by  hospitalization  and  adminis- 
tration of  aqueous  crystalline  pencillin  G intrave- 
nously, 75,000  to  100,000  units  per  kilogram  per  day 
in  four  doses,  or  procaine  penicillin  G,  75,000  to 

100,000  units  per  kilogram  per  day  intramuscularly 
in  two  doses  for  seven  days. 

Patients  under  six  years  of  age  who  are  allergic  to 
penicillin  should  be  treated  with  erythromycin  40  mg. 
per  kilogram  per  day  in  four  doses  by  mouth  for  seven 
days  for  uncomplicated  disease.  Complicated  dis- 
ease should  be  treated  with  cephalothin,  60  to  80  mg. 
per  kilogram  per  day  in  four  doses  intravenously  for 
seven  days.  Patients  older  than  six  may  be  treated 
with  an  oral  regimen  of  tetracycline,  25  mg.  per 
kilogram  as  an  initial  dose,  followed  by  40  to  60  mg. 
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per  kilogram  per  day  in  four  doses  for  seven  days  or 
an  intravenous  regimen  of  tetracycline,  If)  to  20  mg. 
per  kilogram  per  day  in  four  doses  for  seven  days. 
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New  helmets  blamed  for  increase 
in  broken  necks  in  football  players 

Deaths  from  organized  football  have  declined  in  recent 
years,  but  there  has  been  a marked  increase  in  broken 
necks  resulting  in  complete  paralysis. 

The  protective  helmet-facemask  system  has  effectively 
protected  the  head,  and  by  so  doing  has  allowed  it  to  be 
used  as  a battering  ram  in  tackling  and  blocking,  thus 
causing  more  broken  necks. 

This  is  the  finding  of  a study  by  the  National  Football 
Head  and  Neck  Injury  Registry,  to  be  published  in  the 
April  6 Journal  of  the  American  Medical  Association. 

The  Registry  has  documented  1,129  serious  football 
injuries,  mostly  among  high  school  and  college  players, 
since  1971.  Of  these,  550  were  broken  necks,  of  which  176 
resulted  in  permanent  paralysis  from  the  neck  down,  says 
Joseph  S.  Torg,  M.D.,  of  the  University  of  Pennsylvania 
Sports  Medicine  Center,  which  handled  the  tabulation. 

During  the  last  20  years  there  has  been  a decrease  in  fatal 
injuries  and  in  serious  brain  injuries,  Dr.  Torg  declared. 

Despite  the  contact  nature  of  tackle  football,  the  fatality 
and  catastrophic  injury  rates  have  remained  low,  he  points 
out.  There  are  relatively  few  serious  injuries  in  relation 
to  the  total  number  of  players  involved  during  a given 
season. 

Evolution  of  protective  coverings  for  the  head  has  oc- 
curred during  the  past  70  years.  As  recently  as  1905, 
protection  was  afforded  by  nothing  more  than  a full  head 
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of  hair.  Current  helmet-facemask  systems  provide  an 
extraordinary  degree  of  protection  to  the  head  and  face, 
he  declares. 

“As  a result,  coaches  have  developed  playing  techniques 
that  use  the  head  and  helmet  as  a battering  ram  in  block- 
ing, tackling,  and  butting.  Such  techniques  fail  to  account 
for  the  potential  danger  of  injury  to  the  cervical  spine  when 
the  head  is  the  primary  point  of  contact  in  a high-impact 
situation.” 

In  a five-year  period  1959-1963,  during  which  time 
820,000  youths  played  football  each  year,  there  were  86 
deaths  as  a direct  result  of  football,  the  Registry  found. 
During  the  five-year  period  of  1971-1975,  which  1,275,000 
players  in  the  games  each  year,  77  deaths  occurred.  The 
deaths  had  been  primarily  from  head  injuries,  and  the 
modern  helmets  reduced  the  risk  of  death  considerably. 

Among  high  schoolers  paralyzed  from  broken  necks,  78 
percent  of  the  injuries  occurred  when  making  tackles.  At 
the  college  level  73  percent  of  those  paralyzed  by  neck  in- 
juries were  defensive  backs,  Dr.  Torg  says. 

“On  the  basis  of  observations  and  data  offered  by  our 
study,  we  firmly  believe  that  the  increase  in  verified  cer- 
vical spine  injuries  and  permanent  paralysis  is  due  to  the 
implementation  of  playing  techniques  that  use  the  top  or 
crown  of  the  helmet  as  the  primary  point  of  contact  in  a 
high-impact  situation.” 

The  Registry  was  established  in  Philadelphia  by  the 
National  Athletic  Trainers  Association  and  the  Sports 
Medicine  Center  of  the  University  of  Pennsylvania. 
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In  Edema  or  Hypertension*  when 
potassium  balance  is  a concern... 

Potassium-Sparing 

DYAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 

Makes  Sense 

In  Edema 

The  triamterene  in  ‘Dyazide’  limits  potassium  ioss  and  provides  an 
additive  diuretic  effect  to  that  of  the  hydrochlorothiazide  component. 

In  Hypertension 

As  the  hydrochlorothiazide  in  ‘Dyazide’  lowers  blood  pressure,  the 
triamterene  component  limits  potassium  loss. 

Serum  K+  and  BUN  should  be  checked  periodically 

particularly  in  the  elderly,  diabetics,  and  those  with  suspected  or  confirmed 
renal  insufficiency  (see  Warnings).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone. 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  FOR.  A 
brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitiv- 
ity to  either  component  or  other  sulfonamide-derived 
drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  mark- 
edly impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with  car- 
diac irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day.  the  elderly  and 
diabetics  with  suspected  or  confirmed  renal  insuffi- 
ciency. Periodically,  serum  KH'  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide 
alone,  restrict  K+  intake.  Associated  widened  QRS 
complex  or  arrhythmia  requires  prompt  addi- 
tional therapy.  Thiazides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in  breast 
milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is 
not  available. 


Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those  with 
suspected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K+  frequently;  both  can  cause  K+  retention  and  . 
elevated  serum  K+.  Two  deaths  have  been  reported  I 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes  i 
were  not  properly  monitored).  Observe  regularly  for  r 
possible  blood  dyscrasias,  liver  damage,  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been  i 
reported  in  patients  receiving  triamterene,  and  < 
leukopenia,  thrombocytopenia,  agranulocytosis,  and  j 
aplastic  anemia  have  been  reported  with  thiazides.  ; 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  \ 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti-  I 
hypertensive  effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical  J 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be  al-  i 
tered),  hyperuricemia  and  gout,  digitalis  intoxication 
(in  hypokalemia),  decreasing  alkali  reserve  with  possi-  i 
ble  metabolic  acidosis.  Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash,  ur- 
ticaria, photosensitivity,  purpura,  other  dermatological 
conditions;  nausea  and  vomiting,  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis,  xanthop- 
sia and,  rarely,  allergic  pneumonitis  have  occurred 
with  thiazides  alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only). 
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QUESTION  269.  The  patient  was  an  89-year-old  man  admitted  to  the  hospital  following  an  episode  of  syncope. 
What  is  the  diagnosis? 


QUESTION  270.  Lead  II:  what  is  the  rhythm? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  269.  The  rhythm  is  sinus  with  a rate 
of  53  beats  per  minute.  On  first  observation  it  ap- 
pears that  the  patient  is  in  complete  heart  block. 
However,  close  scrutiny  demonstrates  atrial  activity 
in  leads  II,  III,  and  aVf  and  Vi  following  the  terminal 
portion  of  the  T wave.  The  P wave  is  upright  in  leads 
II,  III,  and  aVf,  indicating  it  originates  in  the  sino- 
atrial node  and  is  not  retrograde.  The  patient  has 
first-degree  heart  block  with  a P-R  interval  of  0.64 
second.  There  is  marked  left  axis  deviation  of  the 
initial  0.08  second  of  the  QRS,  indicating  left  anterior 
fascicular  block,  and  right  bundle  branch  block. 


There  are  T-wave  abnormalities  in  leads  I,  aVl,  and 
Vj  to  V4  consistent  with  myocardial  disease. 

The  first-degree  heart  block  in  conjunction  with 
left  anterior  hemiblock  and  right  bundle  branch 
block  is  strongly  suggestive  of  trifascicular  block. 
With  a history  of  syncope,  a permanent  cardiac 
pacemaker  was  indicated. 

Question  270.  The  basic  rhythm  is  sinus  at  a rate 
of  100.  Beats  7 and  8 are  sinus  with  a P-R  interval 
of  0.16  second. 

Most  of  the  other  QRS  complexes  are  wide  (0.14 
second)  owing  to  a ventricular  tachycardia  at  a rate 
of  133  beats  per  minute.  Some  of  the  QRS  com- 
plexes are  intermediate  in  form  between  the  sinus 
beats  and  ventricular  beats  (12,  16,  and  20).  These 
complexes  are  fusion  beats.  The  presence  of  fusion 
beats  confirm  that  the  wide  QRS  complexes  are  from 
an  ectopic  ventricular  focus. 


Schoolboy  wrestler  suffers 
from  too  rapid  weight  loss 

Sports  medicine  experts  have  long  been  aware  of  po- 
tential health  hazards  to  the  schoolboy  boxer  or  wrestler 
who  must  “make  the  weight”  for  a match  by  losing  pounds 
rapidly. 

The  contestant  who  has  grown  several  pounds  above  his 
weight  class  must  either  lose  the  extra  weight  or  compete 
in  the  next  higher  class  with  athletes  who  may  be  consid- 
erably larger. 

Sweating  is  the  most  prevalent  means,  and  food  and  fluid 
restriction  are  used.  Diuretics  to  rid  the  body  of  fluids  by 
excessive  urination  also  are  utilized.  Several  important 
changes  occur  in  the  body.  There  is  a decrease  in  muscle 
strength,  plasma  volume,  heart  output,  blood  flow  through 
the  kidneys,  and  other  body  functions. 

The  athlete  may  suffer  fever,  nausea,  weakness,  and 
most  likely  will  not  perform  at  his  maximum  capability. 
Usually  the  physical  damage  is  not  permanent  and  body 
strength  is  restored  with  the  regaining  of  the  pounds. 

But  sometimes  there  are  more  serious,  even  life- 
threatening,  hazards. 


Philip  H.  Croyle,  M.D.,  of  St.  Joseph  Hospital,  Denver, 
and  colleagues,  report  in  the  February  23  Journal  of  the 
American  Medical  Association  on  a 16-year-old  high 
school  wrestler  who  suffered  a massive  blood  clot  in  the 
lung  as  a result  of  excessive  rapid  weight  loss.  Bypass  chest 
surgery  saved  his  life. 

The  athlete,  who  weighed  109  pounds,  underwent  rapid 
dehydration  twice  in  one  week,  losing  a total  of  13  pounds, 
or  12  percent  of  his  entire  body  weight.  This  brought  on 
a condition  in  which  a minor  bruise  suffered  during  the 
wrestling  bout  triggered  a sizeable  blood  clot.  The  clot 
blocked  a lung.  Postoperative  recovery  was  smooth  and 
the  wrestler  was  well  18  months  later,  Dr.  Croyle  says. 

The  patient’s  youth  and  good  physical  condition  sus- 
tained him  for  some  time,  but  his  condition  finally  dete- 
riorated to  such  a precarious  state  that  surgery  was  nec- 
essary. 

Dr.  Croyle  concludes: 

"Athletes  must  avoid  rapid  weight  loss  before  competi- 
tion.” 

And,  to  make  matters  even  worse,  he  was  defeated  in  his 
match  by  an  opponent  he  had  handily  beaten  before.  In 
weakened  condition,  his  strength  and  skill  were  drastically 
reduced. 
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The  emergence  of  the  PA  (physician’s  assistant) 
opened  up  new  dimensions  in  medical  practice  in  this 
country.  By  far  the  most  important  setting  for  the 
utilization  of  the  skills  of  these  paraprofessionals  is 
in  areas  where  the  demand  for  health  manpower  is 
highest:  the  rural  areas,  primary  care,  preventive 

medicine,  emergency  medicine,  inner  city,  and  pov- 
erty areas.  Current  statistics,  however,  show  that 
large  numbers  of  PAs  are  settling  down  in  metro- 
politan areas,  being  absorbed  by  hospitals,  clinics. 
Health  Maintenance  Organizations  (HMO),  and 
specialty  practice.1’2  This  article  reviews  a relatively 
new  area  of  medical  practice,  where  PAs  have  been 
found  to  be  highly  effective:  nursing  homes  and 

skilled  nursing  facilities. 

Methods  for  utilizing  PA ’s  skill 

One  of  the  most  pressing  concerns  for  the  physi- 
cian who  attends  to  patients  in  a geriatric  center  is 
the  issue  of  monthly  physical  examination.  This  is 
required  by  law  in  the  State  of  New  York,  not  only  as 
part  of  the  accreditation  and  licensure  process  but 
also  for  assuring  quality  health  care  to  the  residents 
of  such  a facility.  Most  practitioners  are  only  able 
to  visit  a geriatric  center  once  or  at  most  twice  weekly. 
Often,  they  can  only  spend  short  periods  of  time  at 
the  facility,  because  of  their  busy  schedules.  During 
such  a short  visit,  however,  they  not  only  have  to 
make  routine  rounds,  but  also  must  see  and  evaluate 
patients  with  acute  problems  such  as  fever,  diarrhea, 
bronchitis,  and  dehydration.  The  PA,  by  training, 
is  quite  capable  of  doing  a relatively  good  and  com- 


plete physical  examination.  Consequently,  by 
deploying  or  engaging  his  skill  in  this  area,  the  phy- 
sician is  relieved  of  some  of  his  burdens  so  that  he  can 
concentrate  his  effort  on  the  problem  cases  which  call 
for  more  sophisticated  skills,  judgment,  and  inves- 
tigation. Also,  since  the  diagnosis  is  usually  firmly 
established  before  the  geriatric  patient  is  committed 
to  a nursing  home,  monthly  physical  examinations 
should  not  pose  a major  diagnostic  challenge  to  the 
PA.  All  that  is  required  is  monthly  evaluation  of  the 
patient,  with  special  emphasis  on  the  established 
disease  processes,  to  determine  their  rate  of  resolu- 
tion, stabilization,  or  deterioration.  At  the  same 
time,  attention  should  be  paid  to  the  emergence  of 
new  problems.  A well-trained  PA  is  quite  capable 
of  doing  this  type  of  evaluation. 

The  PA  can  also  do  some  preventive  work  in  the 
geriatric  center.  Since  he  is  not  pressed  for  time  as 
is  the  physician,  he  can  spend  more  time  with  each 
patient,  examining  each  organ  system  thoroughly. 
By  so  doing,  he  may  be  able  to  pick  up  clues  of  po- 
tential future  problems.  For  example,  the  detection 
of  areas  of  redness  around  the  heels  and  the  coccyx 
in  a patient  who  lies  in  bed  most  of  the  time  could 
lead  to  the  institution  of  prompt  medical  and  nursing 
therapeutic  procedures,  which  may  avert  the  subse- 
quent development  of  ischemic  ulcers:  disease  states 
which  are  notoriously  hard  to  treat  in  the  geriatric 
population. 

The  PA  can  be  very  helpful  in  the  evaluation  of 
new  admissions  to  the  nursing  home.  For  the  most 
part,  these  patients  are  transfers  from  nearby  com- 
munity hospitals,  where  they  have  undergone  long 
and  thorough  diagnostic  and  therapeutic  procedures. 
Thus,  the  nature  of  their  illness  is  clear,  and  no  un- 
usual diagnostic  skills  will  be  required  of  the  PA  in 
evaluating  these  persons.  Perhaps  what  is  most 
important  in  the  initial  evaluation  of  such  patients 
is  a thorough  and  complete  history,  as  well  as  a good 
examination,  documenting  those  diagnoses  that  had 
been  established,  updating  their  stages  of  resolution, 
and  making  note  of  other  minor  items  which  may 
become  serious  problems  in  the  future.  The  physi- 
cian can  then  go  over  each  problem  of  the  new  ad- 
mission with  the  PA,  explaining  each  procedure  and 
treatment  plan.  Such  a set-up  can  serve  as  teaching 
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sessions  for  the  PA,  thus  further  strengthening  his 
skills.  Sullivan,3  Estes,4  and  Duttera  and  Harlan5 
have  utilized  this  system  for  their  physician  ex- 
tenders and  have  concluded  that  if  promptly  man- 
aged, this  can  result  in  very  competent  medical 
care. 

In  view  of  the  physician’s  tight  schedule,  it  is  not 
unusual  to  see  occasional  hurriedly  written  orders, 
which  were  not  signed.  Also,  the  practitioner  may 
sometimes  forget  to  cosign  telephone  orders  that  he 
or  his  colleagues  had  given  earlier.  Although  these 
may  look  simple  and  even  trivial,  they  assume  dif- 
ferent dimensions  when  a state  or  Federal  agency 
comes  to  audit  some  of  the  charts  of  a nursing  home. 
Such  omissions  contribute  to  the  volume  of  incom- 
plete charts  detected  in  the  course  of  an  agency  ex- 
amination of  geriatric  facilities.  The  PA  can  be  very 
useful  in  this  area  by  being  delegated  to  review  a 
certain  number  of  charts  per  week  and  to  indicate  to 
the  physician  those  areas  needing  attention  such  as 
unsigned  medical  orders,  unsigned  telephone  orders, 
incomplete  forms  for  physiotherapy,  occupational 
therapy,  speech  therapy  and  other  patient’s  activi- 
ties, consultations,  unsigned  discharge  summaries, 
and  all  other  multiple  paperwork  that  helps  to  make 
patient  care  in  a geriatric  center  quite  cumber- 
some. 

Since  the  physician  may  not  be  able  to  visit  the 
geriatric  facility  daily,  a system  could  be  devised 
which  would  ensure  daily  examination  of  laboratory 
results  that  become  available.  The  PA  could  be 
easily  trained  to  do  this,  to  go  over  all  available  lab- 
oratory results  at  the  end  of  each  day  and  separate 
the  normal  from  the  abnormal  findings  for  evaluation 
during  the  physician’s  next  visit.  The  physician 
should  be  notified  by  phone  of  any  grossly  abnormal 
values  that  may  require  prompt  attention,  for  ex- 
ample, serious  hyper-  or  hypocalcemia,  hyper-  or 
hypoglycemia,  hyper-  or  hypokalemia,  abnormal 
chest  x-ray  film  findings,  and  abnormal  electrocar- 
diogram results. 

The  PA  can  also  counsel  patients  and  their  rela- 
tives, keeping  them  calm  until  the  physician  arrives, 
and  can  give  advice  on  simple  uncomplicated  mat- 
ters, such  as  minor  upper  respiratory  infection, 
without  overstepping  limits  or  playing  the  role  of  an 
M.D.  In  a primary  care  setting,  Silver  reported  that 
his  trained  pediatric  nurse  practitioner  was  able  to: 

( 1 ) perform  a total  work-up  of  a well  child;  (2)  assist 
in  the  evaluation  of  a sick  patient;  (3)  counsel 
mothers  on  a large  range  of  subjects;  (4)  coordinate 
the  activities  of  social  workers  and  paramedical 
personnel;  and  (5)  give  telephone  advice  to  patients 
and  decide  when  the  physician  is  needed.1-6 

Possible  problems 

Questions  may  be  raised  as  to  how  the  PA  and  the 
nurse  will  get  along  in  such  a setting.  During  the 
early  days  of  the  PA  program,  this  posed  a valid 
problem,  because  nursing  felt  threatened  in  some 


way.  However,  following  years  of  clarification  and 
cooperation,  the  American  Nursing  Association  has 
come  to  recognize  physician’s  assistants  as  para- 
professionals  who  are  not  out  to  usurp  their  role.  It 
should  be  pointed  out  that  the  roles  of  these  two 
professions  are  complementary,  not  competing. 
Each  group  can  contribute  significantly  toward 
quality  patient  care,  and  each  is  part  of  the  patient 
management  team,  which  is  headed  by  the  physician. 
PAs  have  also  been  widely  accepted  by  patients. 

An  important  issue  which  may  not  have  been  to- 
tally resolved  is  the  concern  that  malpractice  suits 
may  increase  with  the  introduction  of  PAs.  In  to- 
day’s “suit-conscious”  society,  this  point  is  not  to  be 
disregarded.  While  we  recommend  caution  in  del- 
egating responsibilities  to  the  PA,  we  believe  that  if 
adequate  supervision  is  provided  and  frequent 
checks  made,  a malpractice  suit  is  very  unlikely  to 
result,  for  the  following  reasons: 

1.  Review  of  the  literature  shows  that  up  to  this 
day,  no  malpractice  suit  has  been  brought  against  a 
PA.2-7 

2.  The  PA  is  usually  under  the  direction  and  su- 
pervision of  the  M.D.  and  executes  only  those  duties 
assigned  to  him.  Indeed  most  PAs  are  so  conscious  of 
their  limitations  that  they  usually  underdo  rather  than 
overdo. 

3.  By  taking  care  of  less  important  items,  the  PA 
relieves  the  physician  so  that  he  can  better  concentrate 
his  efforts  on  more  delicate  and  complex  cases  where 
expert  judgment  and  skill  are  needed.  It  is  usually 
such  complex  cases  that  may  invite  malpractice  suits  if 
not  properly  managed. 

4.  In  most  cases  studied  so  far,  most  malpractice 
suits  have  stemmed  from  poor  professional  rapport, 
and  not  so  much  from  negligence.1 

5.  Finally,  for  a very  small  amount,  the  physician 
or  the  employing  facility  can  obtain  malpractice  cover- 
age for  the  PA. 

It  should  be  pointed  out  that  in  today’s  rapidly 
escalating  cost  of  health  care,  the  use  of  physician’s 
assistants,  in  areas  where  the  physician  is  not  im- 
mediately needed,  is  not  only  appropriate  but  also 
cost-effective  and  should  be  encouraged.1-7-8 

Summary 

In  summary,  a PA  can  be  very  effective  in  patient 
management  and  care  in  a geriatric  facility,  con- 
tributing to  quality  care  by  allowing  the  physician  to 
see  more  patients  under  optimal  conditions  and  by 
relieving  the  physician  of  distracting  unnecessary 
minutiae.  This  also  makes  it  possible  for  the  phy- 
sician to  concentrate  effort  on  more  complex  cases, 
thus  leading  to  faster  diagnosis  and  treatment. 
Relieved  of  less  pressing  problems,  the  physician  can 
spend  more  teaching  time  with  the  PA  and  can  also 
attend  local  continuing  medical  education  courses, 
thus  upgrading  and  updating  the  physician’s  own 
knowledge. 
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Training  in  what  things  cost 
urged  for  young  physicians 

A plea  for  better  training  of  young  physicians  in 
knowledge  of  the  cost  of  the  medical  tests  and  procedures 
they  order  for  their  patients  is  voiced  in  the  April  13 
Journal  of  the  American  Medical  Association. 

The  Journal  publishes  a report  of  another  study  which 
shows  that  many  physicians  do  not  know  how  much  their 
patients  are  charged  for  medical  tests  and  hospital  rooms 
and  procedures. 

In  an  accompanying  editorial,  JAMA  Editor  William  R. 
Barclay,  M.D..  declares: 

“Teaching  hospitals  would  be  well  advised  to  turn  out 
a new  generation  of  cost-conscious  physicians.  Every 
hospital  staff  should  make  a study  of  their  own  cost 
awareness  and  cost-control  behavior  and  then  take  im- 
mediate steps  to  provide  the  most  economical  care  that  is 
consistent  with  high  quality.” 

Rising  costs  must  be  scrutinized,  analyzed  and  weighed, 
Dr.  Barclay  writes. 

“Cost  containment  in  medical  care  should  not  evolve 
from  arbitrarily  imposed  ceilings,  but  from  well-conducted 
studies.” 

Federal  proposals  are  now  under  consideration  to  impose 
Federal  price  controls  on  hospital  costs. 

William  I.  Roth,  M.D.,  of  Jackson  Memorial  Hospital, 
Miami,  Florida,  and  colleagues,  report  on  a survey  of  70 
medical  students,  316  interns  and  residents  (young  phy- 
sicians in  postgraduate  training),  and  41  faculty  members 
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at  the  University  of  Miami  School  of  Medicine  to  deter- 
mine their  knowledge  of  frequently  ordered  hospital  billing 
items. 

The  Miami  study  is  cited  by  Dr.  Barclay  as  an  example 
of  how  a hospital  can  go  about  improving  knowledge  of  its 
staff  about  costs,  leading  to  substantial  savings  in  the  cost 
of  hospital  care. 

"Before  a physician  can  act  in  a fully  responsible  man- 
ner. he  must  be  aware  of  the  dollar  costs  as  well  as  the 
medical  risks  and  benefits  to  which  he  is  exposing  a pa- 
tient,” the  JAMA  editor  says. 

Jackson  Hospital  has  conducted  a continuing  effort  at 
cost  control.  Posters  have  been  placed  in  the  hospital  to 
remind  physicians  constantly  to  consider  cost.  A mockup 
of  a bed  patient  receiving  treatment  by  procedures  com- 
monly prescribed  has  been  placed  in  the  hospital  lobby. 
Charges  made  for  each  element  in  the  treatment  program 
are  shown  on  placards  attached  to  various  pieces  of 
equipment.  The  exhibit  dramatically  emphasized  why 
modern  hospital  care  is  expensive,  Dr.  Barclay  points 
out. 

Dr.  Barclay  calls  for  a more  rational  approach  to  the 
problem  of  rising  health  care  costs. 

“Ringing  denunciation  of  the  high  cost  of  medical  care 
is  splendid  grist  for  the  political  mill  but  provides  nothing 
beneficial  to  the  public  or  to  their  health,”  he  writes. 

The  money  spent  on  health  care  does  not  simply  vanish: 
it  purchases  patient  satisfaction  and  control  of  illness,  and 
it  then  circulates  back  into  the  economy  as  salaries,  wages, 
useful  products,  technological  skills,  and  new  knowledge, 
the  editor  declares. 
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The  occurrence  of  acute  leukemia  in  patients  with 
chronic  lymphocytic  leukemia  is  being  reported  with 
increasing  frequency,  and  the  subject  has  recently 
been  reviewed.1  We  have  encountered  two  such 
patients  with  conflicting  cytologic  and  cytochemical 
findings  and  present  their  case  histories. 

Case  reports 

Case  1.  The  patient,  a 67-year-old  white  woman, 
was  diagnosed  as  having  chronic  lymphocytic  leu- 
kemia in  September,  1968,  when  she  presented  her- 
self with  weakness,  anorexia,  weight  loss,  generalized 
lymphadenopathy,  and  massive  hepatosplenomegaly 
(liver  14  cm.,  and  spleen  20  cm.).  The  hemoglobin 
was  8.5  Gm.  per  100  ml.,  hematocrit  28,  and  leukocyte 
count  44,000  per  cubic  millimeter  with  89  percent 
mature  lymphocytes.  The  platelet  count  was 
150,000  per  cubic  millimeter,  and  reticulocyte  count 
was  9.6  percent.  Bone  marrow  aspirate  revealed  94 
percent  mature  lymphocytes.  The  blood  urea  ni- 
trogen was  15  mg.,  per  100  ml.,  uric  acid  was  5.5  mg., 

’Supported  in  part  by  the  National  Leukemia  Association  and 
Grant  2 RIO  CA II 028-07  from  the  National  Cancer  Institute. 

f At  present,  Hematologist,  Veterans  Administration  Hospital, 
Northport,  New  York. 


per  100  ml.,  and  serum  electrophoresis  showed  a 
markedly  increased  gamma  globulin.  Result  of  an- 
tiglobulin test  on  serum  and  erythrocytes  was  nega- 
tive. 

Radiation  to  the  spleen  (900  rad)  produced  leu- 
kopenia (1,700  per  cubic  millimeter)  and  thrombo- 
cytopenia (62,000  per  cubic  millimeter).  Prednisone, 
40  mg.  daily,  and  blood  transfusions  were  adminis- 
tered. Two  months  later  prednisone  dosage  was 
decreased  to  15  mg.  daily  and  chlorambucil,  2 to  4 mg. 
daily,  was  added  to  the  therapy.  The  spleen  and 
liver  decreased  in  size;  the  lymphadenopathy  dis- 
appeared, and  the  blood  count  became  normal,  leu- 
kocytes 5,900  per  cubic  millimeter  with  normal  dif- 
ferential, hemoglobin  14  Gm.  per  100  ml.,  and 
platelet  count  148,000  per  cubic  millimeter. 

In  August,  1969,  the  spleen  again  became  enlarged, 
and  the  platelet  count  decreased  to  51,000  per  cubic 
millimeter.  Chemotherapy  was  stopped,  and  ra- 
diation to  the  spleen  was  administered  on  four  sep- 
arate occasions  over  the  next  five  months,  total  dose, 
3,050  rad,  with  partial  responses.  In  June,  1970, 
radiation  to  the  neck  was  given,  500  rad,  because  of 
cervical  and  supraclavicular  adenopathy.  Massive 
recurrent  splenomegaly  in  September,  1970,  resulted 
in  the  administration  of  another  1,000  rad  to  the 
spleen. 

One  month  later,  two  “blast”  cells  were  seen  on  the 
peripheral  blood  smear.  The  leukocyte  count  was 
10,500  per  cubic  millimeter  with  28  percent  seg- 
mented neutrophils,  66  percent  lymphocytes,  4 per- 
cent monocytes,  and  2 percent  blasts.  The  hemo- 
globin was  7.7  Gm.  per  100  ml.,  platelet  count  24,000 
per  cubic  millimeter,  and  reticulocyte  count  1.1 
percent.  Bone  marrow  aspirate  contained  49.6 
percent  undifferentiated  blast  cells  morphologically 
resembling  myeloblasts.  Treatment  with  cytosine 
arabinoside  and  thioguanine  resulted  in  hypocellu- 
larity  of  the  bone  marrow  and  disappearance  of  the 
blast  cells.  Remission  was  maintained  with  the  same 
two  drugs  for  several  months.  In  March,  1971,  the 
patient  was  hospitalized  because  of  fever,  weakness, 
left  upper  quadrant  pain,  and  lumps  on  the  arms. 
On  physical  examination,  the  patient  had  multiple 
confluent  mucocutaneous  petechiae  and  papulo- 
vesicular lesions  on  her  arm  and  trunk,  generalized 
lymphadenopathy,  moderate  splenomegaly,  16  cm., 
hepatomegaly,  5 cm.,  and  signs  suggestive  of  bron- 
chopneumonia in  the  right  lung. 

The  hemoglobin  was  7.9  Gm.  per  100  ml.,  hemat- 
ocrit 23,  reticulocytes  4.4  percent,  platelets  20,000  per 
cubic  millimeter,  leukocytes  27,300  per  cubic  milli- 
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meter,  with  88  percent  lymphocytes  of  varying  ma- 
turity and  7 percent  undifferentiated  blast  forms. 
There  were  2 nucleated  erythrocytes  per  100  leuko- 
cytes. Bone  marrow  aspirate  showed  “chronic 
lymphocytic  leukemia  with  some  immature  cells.” 
Serum  uric  acid  was  17.5  mg.  per  100  ml.,  blood  urea 
nitrogen  32  mg.  per  100  ml.,  and  creatinine  1.5  mg. 
per  100  ml.  There  was  a trace  of  proteinuria  and 
marked  bacteriuria.  Chest  radiograph  showed  a 
nodular  infiltrate  in  the  right  midlung  field.  Serum 
immunodiffusion  revealed  a normal  Ig  (immuno- 
globulin) G but  decreased  IgA  and  IgM. 

A diagnosis  of  herpes  zoster  was  made.  Support- 
ive treatment  included  fluids,  blood  transfusions,  and 
antibiotics,  and  another  course  of  radiation  was  given 
to  the  spleen.  The  patient  died  on  April  3,  1971. 

Postmortem  examination  showed  an  enlarged 
liver,  1,950  Gm.,  enlarged  spleen  1,440  Gm.,  gener- 
alized lymphadenopathy,  disseminated  mucosal 
herpes  zoster,  right  pleural  effusion,  patchy  pneu- 
monia, and  partial  atelectasis  of  the  right  lower  lobe. 
Microscopically,  the  skin  lesions  had  acantholysis 
and  necrotic  layers  of  cells,  some  of  the  latter  with 
inclusions.  There  were  very  few  lymphocytes. 
There  was  infiltration  of  all  organs,  including  lymph 
nodes  and  bone  marrow,  by  lymphocytic  leukemia. 
Most  of  the  cells  were  mature  lymphocytes,  but  many 
were  blasts,  morphologically  and  histologically  re- 
sembling lymphoblasts. 

Case  2.  The  patient,  a 51-year-old  black  man,  was 
diagnosed  as  having  chronic  lymphocytic  leukemia 
in  June,  1970,  based  on  a peripheral  blood  leukocyte 
count  of  90,000  per  cubic  millimeter  of  which  93 
percent  were  small  mature  lymphocytes,  a marrow 
aspirate  showing  87  percent  lymphocytes,  and  gen- 
eralized lymphadenopathy.  Four  months  later, 
treatment  with  small  doses  of  chlorambucil  was  in- 
stituted because  intravenous  pyelogram  and  gas- 
trointestinal radiographs  demonstrated  retroperi- 
toneal masses  with  dilatation  of  both  ureters  and 
hydronephrosis  of  the  right  kidney.  In  March,  1971, 
generalized  lymphadenopathy  and  epigastric  dis- 
comfort developed,  and  treatment  was  changed  to  a 
combination  of  vincristine  sulfate,  cyclophospham- 
ide, and  prednisone.  There  was  improvement  of 
pain  and  marked  decrease  in  the  size  of  lymph  nodes, 
and  chemotherapy  was  stopped  after  a few  months. 
One  year  later,  the  patient  had  pain  in  the  left 
shoulder,  neck,  axilla,  and  left  thorax,  and  was  given 
local  radiation,  total  dose  3,200  rad.  In  January, 
1973,  the  patient  developed  shortness  of  breath  and 
increasing  abdominal  girth  with  recurrent  epigastric 
discomfort  for  which  he  was  hospitalized  two  months 
later.  A huge,  nontender,  firm,  smooth  mass,  16  by 
18  cm.  in  size,  was  felt  in  the  midepigastrium.  There 
were  no  other  significant  physical  findings. 

Hemoglobin  was  13.6  Gm.  per  100  ml.,  hematocrit 
50  percent,  and  leukocyte  count  6,600  per  cubic 
millimeter  with  73  percent  mature  lymphocytes. 
The  Coombs’ test  result  was  negative,  direct  and  in- 


direct. Immunoglobulin  levels  in  serum  were  mea- 
sured: IgG  was  750  mg.  per  100  ml.  (normal:  900  to 
1,500);  IgA  was  75  mg.  per  100  ml.  (normal:  140  to 
260),  and  IgM  was  72  mg.  per  100  ml.  (normal:  70  to 
130).  No  paraprotein  was  found  in  serum  or  urine. 
Results  of  urinalysis,  blood  urea  nitrogen,  liver  and 
spleen  scans,  chest  radiograph,  and  electrocardio- 
gram were  all  normal.  Lateral  deviation  of  the  ure- 
ters and  upward  displacement  of  the  kidneys  were 
seen  on  intravenous  pyelographic  study. 

The  patient  was  given  300  rad  to  the  upper  epi- 
gastrium with  marked  regression  (80  percent)  in  size 
of  the  mass.  Three  months  later,  the  patient  de- 
veloped headache,  profuse  sweating,  anorexia,  gen- 
eralized lymphadenopathy,  and  epigastric  pain.  An 
epigastric  and  right  subcostal  mass  was  again  pal- 
pable. Chlorambucil,  2 mg.  daily,  and  prednisone, 
60  mg.  daily  for  seven  days  every  month,  were  given, 
and  monthly  vincristine  sulphate,  single  intravenous 
injection  of  2 mg.,  was  administered.  After  three 
months,  chemotherapy  was  discontinued  because  of 
leukopenia,  1,700  per  cubic  millimeter.  Bone  mar- 
row aspirate  was  typical  of  chronic  lymphocytic 
leukemia  with  predominance  of  mature  lymphocytes 
( Fig.  1A).  Prednisone  therapy  was  reinstituted  at 
100  mg.,  daily  orally,  but  without  response.  Six 
weeks  later,  the  leukocyte  count  was  90,000  per  cubic 
millimeter,  of  which  50  percent  were  blast  cells  re- 
sembling myeloblasts  and  monoblasts  but  without 
Auer  rods  (Fig.  IB).  The  platelet  count  was  140,000 
per  cubic  millimeter.  Bone  marrow  aspiration  at  this 
time  revealed  hypercellularity,  mostly  blast  cells,  and 
decreased  megakaryocytes  (Fig.  1C).  A large  pro- 
portion of  the  blasts  contained  PAS  (periodic  acid- 
Schiff) -positive  “chunky”  coarse  granules.  The  blast 
cells  gave  negative  reactions  to  peroxidase  and  Sudan 
black.  Electron  microscopy  of  the  blast  cells  sug- 
gested a lymphoid  origin  of  these  cells.*  Serum 
immunoelectrophoresis  showed  a decrease  in  all 
immunoglobulins.  E rosette  formation  and  surface 
markers  were  studied  on  the  patient’s  lymphocytes: 
there  were  6 percent  “B”  cells  and  8 percent  “T”  cells. 
The  blast  cells  had  no  surface  immunoglobulin  nor 
did  they  form  rosettes  with  sheep  erythrocytes. 

The  patient  died  48  hours  after  hospitalization. 
Autopsy  was  not  performed. 

Literature  review 

We  have  recently  reviewed  the  subject  of  chronic 
lymphocytic  leukemia  terminating  in  acute  leuke- 
mia.1 We  pointed  out  that  this  association  is  seen 
in  both  sexes,  that  the  mean  age  of  the  patients  when 
chronic  lymphocytic  leukemia  was  diagnosed  is  65 
years,  and  the  mean  interval  to  the  occurrence  of 
acute  leukemia  is  five  and  one-half  years.  The  acute 
leukemia  can  be  either  lymphoblastic  or  myeloblas- 
tic,  contrary  to  the  acute  leukemia  which  occurs  fol- 
lowing Hodgkin’s  disease  and  multiple  myeloma 
which  is  predominantly  myeloblastic.2’3  Most  pa- 

* Interpreted  by  Steven  D.  Douglas,  M.D. 
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FIGURE  1.  Case  2.  (A)  Bone  marrow  aspirate  showing 
predominance  of  lymphocytes.  (B)  Peripheral  blood  smear 
showing  blast  cells  resembling  myeloblasts.  (C)  Bone 
marrow  aspirate  showing  numerous  blast  cells  resembling 
myeloblasts  or  monoblasts  (Wright-Giemsa  stain,  original 
magnification  X500). 


tients  had  received  radiotherapy  and/or  chemo- 
therapy. T wo  patients  received  no  therapy  at  all  and 
developed  acute  leukemia  15  and  20  years  after  the 
original  diagnosis  of  chronic  lymphocytic  leukemia, 
suggesting  that  the  natural  history  of  the  latter  may 
be  to  terminate  in  “blast”  crisis.4  5 These  two  pa- 
tients are  important  because  they  emphasize  that 
previous  therapy  is  not  necessarily  responsible  for  the 
acute  end  result. 

The  major  problem  in  both  our  patients  was  the 
precise  classification  of  the  acute  leukemia.  It  seems 
possible  that  the  blasts,  whose  morphology  appears 
clearly  monocytoid  or  even  myeloblastoid  on  Ro- 
manowsky  stained  slides,  are,  in  reality,  lymphoid  in 
origin  in  a great  majority  of  cases.  In  favor  of  this 
hypothesis  are  the  morphologic  disparity  described 
in  Case  1,  (myeloblastic  initially,  lymphoblastic 
subsequently),  the  myeloblastic  morphology  on 
Wright  stains  in  Case  2 (abundant  cytoplasm  with 
granules),  yet  classical  lymphoblastic  cytochemistry 
(PAS-positive  cytoplasmic  “chunks,”  Sudan  black, 
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and  peroxidase  negativity),  and  electron  microscopic 
findings  suggesting  lymphoid  origin  of  these  cells. 
However,  the  validity  of  the  specificity  of  the  PAS- 
positive  cytoplasmic  material  for  lymphoid  origin  as 
proposed  by  Hayhoe,  Quaglino,  and  Doll6  has  re- 
cently been  questioned  with  the  demonstrated 
presence  of  PAS-positive  cytoplasmic  granularity  in 
cells  of  unquestionable  granulocytic  origin.7  The 
recently  demonstrated  lymphoblastic  marker  (ter- 
minal transferase)  in  the  cells  of  patients  with  the 
blast  crisis  of  chronic  granulocytic  leukemia  further 
adds  to  the  problems  of  trying  to  separate  lymphoid 
from  myeloid  origin  of  cells  in  these  terminal 
phases.89 


Summary 

Two  patients  with  chronic  lymphocytic  leukemia 
developing  terminal  acute  leukemia  in  whom  the 
morphology  of  the  blasts  suggested  a myeloid  origin 
are  described.  The  causal  relationship  of  the  blast 
crisis  to  the  chronic  leukemia  and  possible  explana- 
tions for  the  morphologic  disparity  are  briefly  dis- 
cussed. 


Prolonged  use  of  ginseng 
may  cause  health  problems 

There  are  now  five  to  six  million  ginseng  users  in  the 
United  States,  even  though  its  only  recognized  medical  use 
is  as  a bland  soothing  ingredient  in  skin  ointments,  says  a 
report  in  the  April  13  Journal  of  the  American  Medical 
Association. 

Prolonged  use  of  large  amounts  of  ginseng,  the  ancient 
Oriental  herb,  can  cause  high  blood  pressure  and  other 
health  problems,  Dr.  Ronald  K.  Siegel  of  the  University  of 
California  at  Los  Angeles  School  of  Medicine  declares.  Dr. 
Siegel  studied  133  ginseng  users  to  determine  its  effect  and 
possible  health  hazard. 

Ginseng  has  been  used  by  man  for  thousands  of  years. 
Recently  there  has  been  increased  Western  interest,  and 
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it  is  readily  available  in  health  food  stores,  markets,  and 
drugstores.  It  is  promoted  as  a healthful  tonic,  stimulant, 
and  aphrodisiac.  The  five  to  six  million  users  in  the  United 
States  make  it  one  of  the  most  popular  herbs  in  general 
nonmedical  use,  Dr.  Siegel  says. 

Studies  have  confirmed  that  ginseng  is  a stimulant,  he 
says.  Users  sometimes  suffer  nervousness  and  sleepless- 
ness, enhanced  when  they  also  are  coffee  drinkers.  On  the 
other  hand,  some  users  report  an  opposite  effect,  tran- 
quilizing  and  lower  blood  pressure.  Skin  eruptions,  bodily 
retention  of  fluids,  and  menstrual  disturbances  sometimes 
are  associated  with  use  of  the  herb. 

These  effects  are  neither  uniformly  negative  nor  uni- 
formly predictable,  Dr.  Siegel  reports. 

“Nevertheless,  long-term  ingestion  of  ginseng  should  be 
avoided,  as  even  a panacea  can  cause  problems  when  ab- 
used. 
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The  following  report  concerns  a patient  whose 
heart  demonstrated  an  unusual  coronary  sinus  orifice 
which  opened  into  the  left  atrium  in  addition  to  its 
usual  termination  into  the  right  atrium.  This  finding 
was  only  discovered  at  autopsy  since  the  patient 
presented  no  symptoms  or  complaints  directly  re- 
lated to  this  unusual  venous  return  to  the  atrial 
chambers. 

Case  report 

This  56-year-old  black  woman  was  admitted  to 
Kings  County  Hospital  Center  with  a six-month 
history  of  epigastric  pain  and  discomfort,  and  an 
80-pound  weight  loss.  Work-up  led  to  the  diagnosis 
of  carcinoma  of  the  pancreas.  The  heart  examina- 
tion revealed  atrial  fibrillation  and  no  other  abnor- 
malities. She  was  treated  symptomatically  but  ex- 
pired after  a 47-day  hospital  course. 

Pathology 

At  autopsy  the  heart  weighed  480  Gm.  Both  atria 
were  markedly  dilated,  the  left  more  than  the  right. 
The  superior  and  inferior  venae  cavae  entered  the 
right  atrium  in  a normal  fashion;  there  was  no  per- 
sistent left  superior  vena  cava;  the  coronary  sinus  and 
its  valve  were  of  normal  configuration  and  in  the 
usual  location;  the  fossa  ovalis  was  unremarkable;  the 
right  ventricle  had  a normal  configuration  and  its 
wall  measured  0.5  cm.  in  thickness;  and  the  pulmo- 
nary artery  and  valve  and  the  tricuspid  valve  were 
unremarkable.  In  the  left  atrial  wall  immediately 
below  the  normally  fused  fossa  ovalis  and  directed 


FIGURE  1.  Overall  view  of  left  atrium  and  left  ventricle. 
Abnormal  coronary  sinus  orifice  seen  lying  directly  inferior 
to  normal  fossa  ovalis  and  superior  to  mitral  valve. 


FIGURE  2.  Arrow  points  to  normal  termination  of  coronary 
sinus  in  right  atrium.  Patent  orifice  had  normally  placed  valve 
of  coronary  sinus. 


toward  the  posterior  wall,  a large  orifice  measuring 
2.2  cm.  in  diameter  was  seen  (Fig.  1).  This  orifice  led 
to  a thin-walled  endothelialized  channel  which 
communicated  directly  with  the  coronary  sinus.  The 
sinus  itself  was  normal  in  size  and  position  and 
emptied  into  its  usual  location  in  the  right  atrium  via 
an  ostium  measuring  0.7  cm.  in  diameter  (Fig.  2).  A 
probe,  introduced  into  the  coronary  sinus  from 
without,  confirmed  its  continuous  communication 
with  both  the  right  and  left  atria.  The  left  ventricle 
was  of  normal  configuration,  and  its  wail  measured 
1.8  cm.  in  thickness;  the  mitral  valve  showed  fibrous 
thickening;  the  aorta  and  aortic  valve  were  unre- 
markable; the  coronary  arteries  were  patent;  and  the 
myocardium,  endocardium,  and  pericardium  were 
within  normal  limits. 

Comment 

Communication  of  the  coronary  sinus  with  the  left 
atrium  is  a rare  malformation.  It  appears  useful  to 
subdivide  these  cases  into  those  in  which  there  is 
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atresia  of  the  right  coronary  sinus  orifice  (type  1),  and 
those  in  which  the  right  coronary  sinus  orifice  is 
patent  (type  2),  of  which  our  case  is  an  example.  Of 
the  total  of  26  cases  which  we  found  in  a review  of  the 
world  literature,  18  are  of  type  l,1-12  and  8 of  type 

2 6,11,13-17 

Type  1 cases.  In  type  1 cases  the  coronary  sinus 
drains  into  the  left  atrium  either  directly  by  a single 
channel  or  by  multiple  dilated  vessels.  Of  the  14 
cases  in  the  literature  in  which  the  ages  were  given, 
13  were  adult  and  1 was  an  infant.  Seven  out  of  18 
cases  (39  percent)  had  associated  cardiac  anomalies, 
some  of  them  multiple.  These  included  persistent 
left  superior  vena  cava  (4  cases),  atrial  septal  defect 
(3  cases),  ventricular  septal  defect  (2  cases),  partial 
arteriovenous  canal  (1  case),  and  tricuspid  atresia  (1 
case).  In  only  one  of  the  cases  was  the  patient  said 
to  be  symptomatic  as  a result  of  the  coronary  sinus 
anomaly,  although  the  clinical  data  are  not  available 
in  many  cases. 

Type  2 cases.  The  type  2 anomaly  is  extremely 
rare.  The  coronary  venous  return  in  these  cases  is 
always  through  two  orifices,  one  emptying  into  the 
right  and  one  into  the  left  atrium.  Seven  of  the  nine 
cases  (present  case  included)  were  adults;  one  was  a 
5-month-old  infant  and  one  a 12-year-old  child.  In 
all  but  one  of  these  cases  the  anomaly  was  discovered 
at  autopsy.  In  two  cases  the  patients  were  symp- 
tomatic from  the  coronary  sinus  anomaly.  In  three 
cases  there  was  evidence  of  left-to-right  shunt. 
Three  cases  showed  associated  cardiac  malforma- 
tions, two  of  which  had  cardiac  symptoms  or  signs 
related  to  these  malformations.  Only  two  cases  were 
free  of  cardiac  signs  and  symptoms,  left-to-right 
shunt,  and  associated  anomalies.  In  two  cases,  no 
clinical  information  was  furnished. 

Pathogenesis 

Anomalous  openings  into  the  left  atrium  may,  in 
some  instances,  represent  dilatation  of  thebesian 
veins.  This  possibility  should  be  seriously  enter- 
tained when  the  openings  are  multiple,  when  their 
diameters  are  less  than  0.4  cm.,  and  when  they  occur 
in  a setting  of  increased  pressure  in  the  coronary 
venous  system. 

In  type  1 cases  the  dimensions  of  the  orifices  are 
given  in  only  two  cases,  the  largest  being  0.6  cm.:ul 
Four  cases  had  multiple  orifices  in  the  left  atrium. 12 
Since  all  of  these  cases  have  atresia  of  the  right  cor- 
onary sinus  orifice,  increased  pressure  in  the  coronary 
venous  system  would  he  expected.  It  seems  likely 
that  the  abnormal  orifices  in  these  cases  do  represent 
dilated  thebesian  veins. 

In  the  type  2 cases,  the  sizes  of  the  orifices  were 
given  in  five  cases.  They  were  0.5, 0.8, 1.5, 2,  and  2.2 
cm.  respectively.  With  the  exception  of  one,  all  sizes 
of  the  orifices  were  far  in  excess  of  what  might  be 
expected  with  dilated  thebesian  veins.  None  of  the 
cases  showed  multiple  orifices  in  the  left  atrium. 
Finally,  since  the  right  coronary  sinus  orifice  was 


patent  in  all  of  these  cases,  there  was  no  evidence  of 
increased  pressure  in  the  coronary  venous  system. 
We  therefore  believe  that  the  defect  in  the  type  2 
cases  represent  a true  malformation,  and  not  dilated 
thebesian  veins. 

In  the  normal  embryologic  development  of  the 
coronary  sinus,  the  right  horn  of  the  sinus  venosus  is 
absorbed  into  the  wall  of  the  right  atrium;  the  left 
sinus  horn  remains  as  the  coronary  sinus  in  the  pos- 
terior aspect  of  the  coronary  sulcus.  The  orifice  of 
the  coronary  sinus  is  directed  into  the  inferior  part 
of  the  right  atrium,  where  a portion  of  the  right  si- 
noatrial valve  remains  as  the  valve  of  the  coronary 
sinus.  The  left  sinoatrial  valve  fuses  with  the  dorsal 
part  of  the  septum  secundum  and  is  incorporated 
into  the  interatrial  septum.  Thus  the  usual  termi- 
nation of  the  coronary  sinus  is  totally  within  the 
confines  of  the  right  atrium. 

Abnormalities  in  the  development  of  the  right  si- 
noatrial valve  might  be  the  origin  of  the  type  1 defect, 
in  which  there  is  atresia  of  the  normal  orifice  of  the 
coronary  sinus  in  the  right  atrium.  In  this  instance 
the  opening(s)  of  the  coronary  sinus  into  the  left 
atrium  would  likely  represent  enlargement  of  the- 
besian vein(s)  responding  to  pressure  changes  created 
by  the  atretic  orifice. 

The  origin  of  the  type  2 defect  may  be  related  to 
disturbed  development  of  the  left  sinoatrial  valve, 
result  ing  in  defective  formation  of  the  posteroinferior 
aspect  of  the  interatrial  septum.  Alternatively,  the 
anomalous  formation  may  represent  an  abnormal 
absorption  of  a portion  of  the  left  sinus  horn  into  the 
right  atrium.  In  either  instance,  the  result  would  be 
two  patent  orifices  of  the  coronary  sinus,  one  entering 
into  the  right  atrium  and  the  other  into  the  left 
atrium. 

Summary 

We  report  the  case  of  a 56-year-old  woman  with 
anomalous  coronary  sinus  return  to  the  left  atrium. 
The  coronary  sinus  in  this  case  emptied  into  both  the 
right  and  left  atria,  the  left  atrial  orifice  being  more 
than  three  times  the  diameter  of  the  right  atrial  ori- 
fice. This  anomalous  condition  was  most  likely  the 
result  of  an  embryologic  malformation  of  the  pos- 
teroinferior aspect  of  the  interatrial  septum  and/or 
an  abnormal  absorption  of  a portion  of  the  left  sinus 
horn  into  the  right  atrium.  A review  of  the  literature 
is  presented,  and  a classification  of  the  defect  into 
two  types  is  offered,  based  on  the  presence  or  absence 
of  atresia  of  the  right  coronary  orifice. 
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Americans  traveling  abroad 
may  bring  back  measles,  polio 

Physicians  are  alerted  to  the  fact  that  young  adults  re- 
turning from  trips  abroad  just  might  have  measles  or 
polio. 

About  one  in  ten  young  adults  in  the  U.S.  is  susceptible 
to  measles,  says  James  D.  Cherry,  M.D.,  in  a report  in  the 
April  20  Journal  of  the  American  Medical  Association.  It 
is  also  probable,  because  of  incomplete  routine  childhood 
immunization,  that  a similar  number  of  young  adults  are 
susceptible  to  polio  as  well  as  other  preventable  diseases, 
Dr.  Cherry  says. 

There  is  almost  no  polio  and  relatively  little  measles  left 
in  the  U.S.  because  of  immunization  programs,  but  both 
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of  these  diseases  are  still  common  in  many  other  parts  of 
the  world. 

Dr.  Cherry  and  colleagues,  of  Los  Angeles,  report  on  two 
cases  of  measles  in  young  adult  sisters  on  return  from  a 
vacation  trip  to  Central  Europe  and  England.  Both  were 
quite  ill,  but  recovered  with  treatment.  Other  members 
of  the  family  escaped  infection. 

Both  of  the  young  women  had  been  vaccinated  with  both 
live  and  killed  virus  measles  vaccines  as  children. 

Both  contracted  what  physicians  term  “atypical  mea- 
sles,” an  illness  that  in  almost  all  instances  occurs  in  per- 
sons who  initially  received  killed  virus  measles  vaccine,  he 
says. 

The  illness  includes  fever  and  a rash  and  is  often  mis- 
taken for  Rocky  Mountain  spotted  fever,  Dr.  Cherry  re- 
ports. 
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It  is  a commonplace  that  travel  has  made  the  world 
smaller  and  that,  as  a result,  physicians  are  being 
called  on  to  recognize  and  treat  diseases  that  formerly 
occurred  only  in  distant  places.  We  recently  had 
such  an  experience.  Four  patients  came  to  our  at- 
tention who  had  acquired  a type  of  fish  poisoning, 
ciguatera,  while  vacationing  in  the  Caribbean,  and 
who,  on  returning  to  New  York,  presented  charac- 
teristic gastrointestinal  and  neurologic  symptoms. 
Although  this  type  of  fish  poisoning  is  relatively  well 
known  by  natives  and  physicians  in  certain  parts  of 
the  tropics  where  the  disease  is  often  encountered, 
it  is  unfamiliar  to  many  physicians  in  temperate  cli- 
mates. Since  our  experience  is  likely  to  be  dupli- 
cated, we  present  the  following  report. 

Case  report 

While  vacationing  in  Port-au-Prince,  Haiti,  four 
New  Yorkers  had  dinner  together  on  January  2, 1977; 
they  shared  a large  red  snapper  with  an  estimated 
length  of  about  two  feet.  Approximately  four  hours 
later,  all  four  patients  developed  severe,  watery, 
nonbloody  diarrhea,  abdominal  cramps,  nausea, 
vomiting,  malaise,  and  myalgia.  These  gastroin- 
testinal symptoms  subsided,  with  the  use  of  di- 
phenoxylate hydrochloride  with  atropine  sulfate 
(Lomotil),  over  a five-day  period,  although  complete 
resolution  did  not  occur  until  several  weeks  later.  In 
addition,  within  the  first  few  days,  each  of  the  indi- 
viduals developed  severe,  generalized  pruritus,  par- 
ticularly on  the  palms  and  soles,  without  a rash.  The 
skin  felt  “as  if  it  were  burning”;  there  was  a peculiar 
“tickling  sensation  of  the  lips”;  the  arms  felt  as  if  they 
were  “freezing  on  the  surface  but  burning  inside.” 
All  four  reported  a reversal  of  temperature  sensation; 
touching  something  cold  produced  a sensation  of 
burning.  One  patient  noted  that  the  hotter  her  bath, 
the  colder  her  arms  and  legs  felt. 

Physical  examination  in  two  patients  revealed  no 
abnormalities.  In  the  first  patient,  laboratory  test 
results  showed  a white  blood-cell  count  of  11,400; 


stool  culture  and  examination  for  ova  and  parasites 
were  negative. 

Distressing  symptoms  persisted  for  three  to  four 
weeks  in  all  four  patients,  subsiding  gradually.  Six 
weeks  after  the  onset  of  the  illness,  the  patients  re- 
ported that  fatigue  was  still  present;  paresthesias 
were  mild  and  intermittent. 

After  26  days  of  illness,  one  patient  began  taking 
large  doses  of  vitamin  B complex,  Bi2,  and  C orally, 
and  also  received  an  injection  of  B12.  She  reported 
marked  improvement  after  beginning  this  therapy. 

Comment 

Although  fish  poisoning  has  been  recognized  since 
biblical  times,  the  earliest  published  reference  to 
ciguatera  dates  from  1555  and  is  attributed  to  Peter 
Martyr,  first  historian  of  the  West  Indies.1  The 
name  is  derived  from  the  Spanish  “cigua,”  a poi- 
sonous snail.2  Although  through  the  years  there 
have  been  many  subsequent  reports  classifying  poi- 
sonous fish  and  their  distribution,  there  are  still 
many  questions  unanswered  regarding  the  origin  of 
the  poisons  and  their  chemical  and  pharmacologic 
properties. 

Ciguatera  is  one  of  the  most  common  of  fish-re- 
lated poisonings.  Fish  contaminated  with  ciguatoxin 
are  classified  as  ichthyosarcotoxic,  since  these  fish 
contain  the  poison  within  their  flesh,  in  the  muscle, 
viscera,  skin,  and  mucus.3  They  are  to  be  differen- 
tiated from  fish  in  which  the  poison  is  restricted  to 
the  gonads,  blood,  or  specialized  glandular  struc- 
tures. 

Although  over  400  fish  species  may  be  responsible 
for  ciguatera  poisoning,  the  most  common  are  the 
barracuda,  red  snapper,  amberjack,  and  grouper.3 
The  poisonous  fish  exist  in  a broad  circumglobal  belt 
from  35°  North  to  34°  South  latitude,1  and  they  are 
most  common  in  the  tropical  Pacific  and  the  Carib- 
bean. The  fish  are  usually  bottom-dwelling,  shore 
fish,  near  reefs.2  The  occurrence  of  the  disease  is 
generally  not  seasonal,  although  the  great  barracuda 
may  be  more  toxic  during  the  reproductive 
season.1 

The  onset  of  the  disease  is  usually  1 to  6 hours  after 
ingestion  of  the  poisonous  fish,  but  may  be  from  a few 
minutes  to  30  hours  after  ingestion.4  The  acute 
symptoms,  which  usually  last  a few  days,  include 
abdominal  cramps,  nausea,  vomiting,  and  watery 
diarrhea.  Sometimes  there  is  numbness  and  tingling 
of  the  lips,  tongue,  and  throat,  and  later  of  the  ex- 
tremities. Other  symptoms  include  malaise,  dry 
mouth,  myalgia,  arthralgia,  blurred  vision,  photo- 
phobia, transient  blindness,  metallic  taste,  shooting 
pains  in  the  extremities,  and  a sensation  of  looseness 
and  pain  in  the  teeth.  In  severe  cases,  as  in  our  pa- 
tients, there  is  a characteristic  reversal  of  hot  and 
cold  temperature  sensation.  Sinus  bradycardia, 
hypotension,  and  cranial  nerve  palsy  may  occur.  In 
the  most  extreme  form,  there  may  be  respiratory 
paralysis  that  can  lead  to  death.  A fatality  rate  as 
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high  as  12  percent  has  been  reported;  however,  in  184 
cases  reported  to  the  Center  for  Disease  Control, 
Atlanta,  Georgia,  during  the  period  1970  to  1974, 
there  were  no  deaths. - 

The  disease  is  caused  by  the  substance  “cigua- 
toxin.”  Large  fish  are  more  likely  to  be  toxic  and  to 
have  a higher  concentration  of  this  substance.1  In 
the  Pacific  red  snapper,  69  percent  of  fish  over  2.8 
Kg.,  but  only  18  percent  of  fish  under  2.8  Kg.,  were 
toxic.  The  existence  of  ciguatoxin  in  a particular  fish 
seems  to  be  related  to  some  factor  in  the  environ- 
ment. The  most  likely  explanation  has  to  do  with 
the  feeding  pattern  of  the  fish.5  Certain  benthic 
blue-green  algae,  which  are  the  source  of  the  toxin, 
are  eaten  by  herbivorous  fish.  They,  in  turn,  are 
eaten  by  large  carnivorous  fish.  Only  the  larger 
carnivors  are  capable  of  ingesting  the  herbivorous 
fish.  This  theory  is  supported  by  the  observations 
that  a number  of  herbivorous  fish  are  toxic,  and  that 
these  fish  are  found  in  the  stomach  of  larger  carni- 
vors. An  experimental  study  of  usually  nontoxic  fish 
that  were  fed  toxic  red  snapper  indicated  that  fish 
can  acquire  toxin  in  their  diet,  that  the  toxin  can  be 
eaten  by  fish  without  detrimental  effects,  and  that 
the  toxin  can  be  stored  in  a pharmacologic  unchanged 
condition.5  Ciguatoxin  is  heat  stable,  resistant  to 
gastric  acid,  and  has  no  odor  or  taste,  nor  does  it 
impart  odor  or  taste  to  the  toxic  fish.6 

Measurement  of  toxin  is  by  bioassay  in  the  mon- 
goose, mouse,  and  kitten.1  In  1965,  Li7  reported  the 
toxin  was  an  anticholinesterase  and  caused  death  in 
rats,  mice,  and  rabbits  by  asphyxiation.  The  oxime 
pralidoxime  chloride  (Protopam  chloride),  a cho- 
linesterase activator,  given  together  with  atropine, 
was  an  effective  antidote.  However,  in  1968  Rayner, 
Kasaki,  and  Fellmeth8  reported  on  the  failure  of  at- 
ropine alone  to  prevent  toxin-mediated  asphyxia  in 
rats,  and  postulated  a more  complex  mechanism  of 
toxin  action  than  that  of  an  anticholinesterase 
alone. 

Scheuer  et  al.9  reported  on  the  isolation  and 
chemical  nature  of  the  ciguatoxin.  They  were  able 
to  isolate  a light  yellow  viscous  oil,  which  they  were 
unable  to  crystallize.  Whether  it  is  a single  sub- 
stance or  several  closely  related  compounds  is  not 
clear.  The  formula  is  CaoHesNOg  containing  a 
quaternary  nitrogen,  one  or  more  hydroxyl  groups, 
and  a cyclopentanone  moiety. 

Treatment  is  still  problematic.  Gastric  lavage  and 
catharsis  soon  after  ingestion  may  be  helpful,  but  it 
is  often  unnecessary  because  of  the  vomiting  induced 
by  the  toxin.4  Ten  percent  calcium  gluconate  in- 
travenously has  provided  relief  in  some  cases,  but  has 
failed  in  others.4  Opiates  are  used  for  pain  and  di- 
arrhea, and  oxygen  and  mechanical  ventilation  for 
respiratory  distress.  Atropine  appears  to  relieve  the 
gastrointestinal  and  cardiovascular  signs  and 
symptoms.10  It  has  no  effect  on  the  skeletal  muscle 
symptoms,  and  produces  only  a questionable  im- 
provement in  the  neurologic  manifestations.  Oximes 
such  as  pyridine-2-aldoxime,  which  are  cholinester- 


ase activators,  have  not  been  shown  to  be  of  help,  but 
the  question  of  their  potential  benefit,  if  given  very 
early,  is  as  yet  unresolved.10  Steroids  are  ineffec- 
tive.10 There  are  anecdotal  reports  that  intravenous 
electrolyte  solutions,  calcium  gluconate,  vitamin  B 
complex  (as  in  one  of  our  cases),  a high-protein  diet, 
and  vitamin  C are  of  value  after  the  acute  period,  by 
lessening  the  total  duration  of  illness.4,10  Diazepam 
has  been  used  for  insomnia;  analgesic  creams  and 
cold  showers  are  reported  to  be  of  value  for  pru- 
ritus. 

In  this  report,  the  diagnosis  was  based  on  the 
classic  symptom  complex  that  developed  in  all  four 
individuals  four  hours  after  a common-source  ex- 
posure, the  shared  dinner  of  a single  large  red  snap- 
per. Ciguatera  poisoning  may  be  distinguished  from 
other  forms  of  fish  and  seafood  poisoning — as 
scombroid,  paralytic  shellfish,  and  neurotoxic 
shellfish  poisoning,  as  well  as  other  food  poison- 
ings— on  clinical  and  historic  grounds. 

Summary 

Ciguatera  fish  poisoning  occurred  in  four  patients 
on  a holiday  in  Port-au-Prince,  Haiti.  The  symp- 
toms, consisting  of  severe  gastrointestinal  and  neu- 
rologic manifestations,  developed  within  hours  after 
the  ingestion  of  a large  red  snapper.  Diagnosis  was 
made  after  they  returned  to  New  York.  Ciguatera 
fish  poisoning  is  a disease  with  which  many  physi- 
cians in  temperate  climates  are  unfamiliar.  Its  epi- 
demiologic, clinical,  pharmacologic,  and  chemical 
characteristics  are  presented.  Since  international 
travel  is  becoming  increasingly  common,  physicians 
may  expect  to  see  more  of  this  type  of  fish  poisoning 
in  the  future. 
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Mucocutaneous  lymph-node  syndrome  is  an  acute 
febrile  illness  associated  with  cervical  lymphadenitis 
and  mucocutaneous  involvement.  It  was  first  de- 
scribed by  Kawasaki1  in  50  Japanese  children.  Since 
1976,  sporadic  cases  have  been  reported  in  the  United 
States.2-8  In  this  report,  a child  from  New  York 
State  is  described  with  the  clinical  criteria  of  MLNS 
(mucocutaneous  lymph-node  syndrome). 

Case  report 

A previously  well  26-month-old  white  female  was 
seen  on  December  3,  1976,  because  of  a stuffy  nose 
and  fever  of  one  day’s  duration.  An  injected  pharynx 
and  temperature  of  100.8° F.  were  noted.  A throat 
culture  was  obtained  and  the  patient  placed  on  po- 
tassium penicillin  V,  125  mg.  four  times  a day. 

On  December  4,  the  patient  was  seen  again  because 
of  a swelling  in  the  neck,  and  fever.  A large  right 
postcervical  swelling  was  noted.  Left  posterior 
cervical  lymph  nodes  were  also  palpable.  The  throat 
culture  from  the  previous  day  did  not  yield  hemolytic 
streptococci.  Two  days  later,  the  patient  returned 
because  of  continuing  fever,  and  the  right  posterior 
cervical  swelling  was  measured  to  have  a diameter  of 
5 cm.  A mononucleosis  spot  test  result  was  negative. 
A white  blood  cell  count  was  12,250  per  cubic  milli- 
meter with  85  percent  neutrophils,  13  percent  lym- 
phocytes, 1 percent  monocytes,  and  1 percent  eo- 
sinophils. Hemoglobin  level  was  10.2  Gm.  per  100 
ml.,  and  hematocrit  was  32.8.  The  patient  was  then 
placed  on  oral  cloxacillin  sodium  1 25  mg.  four  times 
a day.  The  patient  was  admitted  to  the  hospital  on 
December  7,  1976,  with  a temperature  of  105° F.  She 
was  oriented  and  cooperative.  The  right  posterior 
cervical  lymph  node  measured  4 by  5 cm.  and  was 
slightly  tender  and  nonfluctuant. 

Bilateral  conjunctival  hyperemia  was  noted  on  the 


following  day  and  resolved  after  three  days.  A ma- 
culopapular  rash  was  present  on  the  feet,  arms,  and 
legs  from  admission  through  the  tenth  day  of  illness. 
Erythema  of  the  lips  and  oropharynx  and  fissuring 
of  the  lips  were  present  for  three  days.  Desquama- 
tion of  the  fingertips  and  palms  of  both  hands  be- 
came apparent  on  day  15.  Abdominal  distention  was 
present  from  day  10  through  day  16.  The  patient 
was  discharged  16  days  after  the  onset  of  the  illness. 
The  only  physical  finding  at  that  time  was  the  des- 
quamation of  the  palms.  She  was  afebrile  and  in 
apparent  good  health. 

Laboratory  data  obtained  during  the  hospitaliza- 
tion included:  sedimentation  rate  65  mm.  per  hour; 
urinalysis  specific  gravity  1.032;  pH  5;  albumin  2 plus; 
white  blood  count  10  to  15  per  high-powered  field; 
urine  culture  no  growth;  normal  cerebrospinal  fluid; 
blood  cultures  no  growth;  immunoglobulins  normal; 
febrile  agglutinins  negative;  antistreptolysin  O 
screening  negative;  C-reactive  protein  negative; 
serum  glutamic  pyruvic  transaminase  101  micro- 
grams per  milliliter;  lactic  dehydrogenase  239  mi- 
crograms per  milliliter;  total  protein  6 Gm.  per  100 
ml.;  albumin  3.2  Gm.  per  100  ml.;  findings  on  chest 
and  abdominal  x-ray  films  normal;  and  electrocar- 
diographic findings  normal. 

Comment 

Without  the  establishment  of  strict  diagnostic 
criteria,  diagnosis  of  mucocutaneous  lymph-node 
syndrome  rests  on  a combination  of  clinical  signs  and 
symptoms  and  associated  laboratory  data.  The  child 
described  herein  fits  the  description  of  a typical  case 
of  MLNS  as  described  by  Fetterman  and  Hashida.9 
The  patient  underwent  an  acute  febrile  illness,  un- 
responsive to  antibiotics,  associated  with  cervical 
lymphadenitis,  conjunctival  erythema,  maculopap- 
ular  rash,  erythema  of  the  oropharynx,  fissuring  of 
the  lips,  and  finally  desquamation  of  the  fingertips 
and  palms.  Laboratory  data  which  have  been  re- 
ported before  include  leukocytosis  with  shift  to  left, 
mild  anemia,  increased  sedimentation  rate,  pro- 
teinuria, and  increase  of  leukocytes  in  urine  sedi- 
ment, negative  antistreptolysin  O,  and  slight  increase 
of  serum  transaminase.10  This  patient  did  not 
progress  to  have  carditis  which  has  been  reported  as 
a fatal  complication  of  MLNS. 

The  etiology  of  MLNS  has  not  yet  been  elucidated. 
Rickettsia-like  bodies  have  been  found  by  electron 
microscopy  on  skin  and  lymph-node  biopsies.11 
Elevated  levels  of  immunoglobulin  E have  been 
noted,12  and  this  would  raise  the  possibility  of  an 
immunologic  etiology  for  MLNS. 

Summary 

A child  residing  in  New  York  State  with  mucocu- 
taneous lymph-node  syndrome  has  been  reported. 
'This  acute  febrile  illness,  which  does  not  respond  to 
antibiotic  therapy,  will  probably  appear  with  in- 
creasing frequency  in  this  area.  Supportive  therapy 
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should  be  given  to  any  child  who  is  suspected  of 
having  this  syndrome.  Signs  of  carditis  should  alert 
the  clinician  to  a potentially  lethal  complication  of 
the  disease. 
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Americans  are  changing  to  better  health  habits 

Americans  can  be  persuaded  to  change  habits  that  are 
injurious  to  their  health.  In  fact,  many  already  are  doing 
so  on  the  urging  of  their  physicians. 

This  was  the  finding  of  a survey  of  physicians  taken  by 
the  American  Medical  Association.  Results  are  published 
in  the  Impact  section  of  the  February  23  American  Medical 
News,  the  weekly  newspaper  for  physicians  of  the  Ameri- 
can Medical  Association. 

A majority  of  physicians  responding  to  the  poll — 56.6 
percent — were  fairly  optimistic  that  with  proper  instruc- 
tion the  average  adult  will  adopt  a healthier  lifestyle.  More 
than  half  the  physicians — 52.6  percent — reported  that 
patients  do  make  major  changes  in  their  lifestyle  on  their 
physician’s  advice. 

Just  how  permanent  are  these  changes  is  something  else. 
Almost  half  of  those  polled  said  the  changes  usually  are 
temporary  and  only  a third  say  they  are  long  lasting. 
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Apparently  it  is  easier  for  the  physician  to  persuade  a 
patient  to  lose  weight  or  cut  down  on  drinking  than  to  give 
up  smoking. 

Physicians  said  they  are  successful  or  moderately  so  in 
encouraging  patients  to  take  medications,  exercise  more, 
lose  weight,  and  drink  less.  They  termed  themselves  least 
successful  in  persuading  patients  to  reduce  stress  in  their 
lives  and  to  stop  smoking. 

Most  physicians  agreed  that  the  medical  profession  has 
responsibility  for  health  education  of  their  patients.  Most 
said  they  take  at  least  a little  time  to  provide  health  in- 
formation. But  some  pointed  out  that  it  is  extremely 
time-consuming,  and  that  currently  there  is  no  efficient 
way  to  get  the  job  done  in  the  physician’s  office. 

The  main  theme  running  through  physicians’  comments 
was  that,  in  the  last  analysis,  it’s  up  to  the  patient  whether 
he  or  she  will  change  established  life  patterns  for  health’s 
sake.  It’s  a matter  of  personal  motivation,  physicians  said, 
and  some  patients  can’t  be  motivated. 
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V-Cillin  K* 

penicillin  V potassium 


V-Cillin  K K 

penicillin  V potassium 

Description:  V-Ciilin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  11021751 

‘Equivalent  to  penicillin  V. 

Additional  infonnation  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


1084 


Localized  Bullous 
Pemphigoid  Resembling 
Fixed-Drug  Eruption* 

MICHAEL  J.  FELLNER,  M.D.» 

New  York  City 

PETER  ENGBER,  M.D.b 

New  York  City 

From  the  Departments  of  Dermatology,  Bird  S.  Coler  Memorial 
Hospital,  Roosevelt  Island,  and  Metropolitan  Hospital  Center. 

a Director  of  Dermatology;  Attending,  Bird  S.  Coler  Memorial 
Hospital. 


Localized  bullous  pemphigoid  is  a rare  disease.1 
Although  bullous  pemphigoid  may  begin  in  one  area, 
it  usually  becomes  generalized.  We  report  the  oc- 
currence of  a case  of  bullous  pemphigoid  in  which  the 
lesions  remained  localized  to  the  pretibial  area  of  one 
leg  over  a prolonged  period  of  time,  with  remissions 
and  exacerbations  of  bullae  occurring  in  the  same 
area.  The  recurrence  of  bullae  on  t he  leg  prompted 
considering  a diagnosis  of  bullous  fixed-drug  erup- 
tion. The  following  illustrates  the  features  of  lo- 
calized bullous  pemphigoid  and  how  it  was  distin- 
guished from  bullous  fixed-drug  eruption  in  a dia- 
betic patient  taking  insulin,  phenformin  hydro- 
chloride (DBI),  and  chlorpropamide  (Diabinese). 

Case  report 

A 50-year-old  Puerto  Rican  man  was  seen  in  the 
dermatology  outpatient  clinic  of  New  York  Medical 
College,  Metropolitan  Hospital  Center,  in  Septem- 
ber, 1975.  He  complained  of  groups  of  blisters  on  the 
right  pretibial  area  that  recurred  periodically. 
Groups  of  three  to  four  tense  blisters  occurred, 
measuring  3 to  8 cm.  in  diameter.  New  bullae  ap- 
peared within  three  to  five  weeks  after  the  previously 
existing  bullae  had  ruptured.  The  blisters  had  been 
recurring  for  approximately  one  year  (Fig.  1).  The 
patient  had  been  treated  for  diabetes  mellitus  for 
approximately  two  and  one-half  years  prior  to  com- 
ing to  the  clinic.  During  the  first  year  of  diabetic 
therapy  the  diabetes  was  controlled  with  diet  and  40 
units  of  regular  insulin  given  subcutaneously  daily. 
There  were  no  bullae  present  during  this  period. 
During  the  second  year  of  diabetic  therapy  the  bullae 
appeared  and  always  recurred  in  the  same  areas  on 

* Supported  by  a grant  from  The  John  A.  Hartford  Foundation, 
Inc. 


FIGURE  1.  Large  tense  bullous  lesions  on  pretibial  area  of 
leg  on  noninflamed  base. 


the  leg  while  the  patient  remained  on  insulin  therapy. 
Insulin  was  discontinued  because  it  was  suspected 
the  insulin  might  be  provoking  the  bullous  eruption. 
Oral  hypoglycemics  were  given  consisting  of 
phenethylbiguanide  (phenformin)  twice  daily  and 
chlorpropamide,  and  the  bullae  continued  to  recur. 
The  patient’s  only  other  medications  consisted  of 
occasional  aspirin  for  “pmns  in  the  knees,”  and  sub- 
lingual nitroglycerin  tablets  for  angina  pectoris.  He 
never  complained  of  or  demonstrated  lesions  in  the 
mouth. 

During  hospitalization  for  a mental  illness,  oral 
hypoglycemics  were  discontinued.  Later,  he  was 
rechallenged  with  insulin  and  oral  hypoglycemic 
drugs  on  separate  occasions  without  recurrence  of 
bullae.  There  has  been  no  recurrence  of  lesions. 

On  initial  physical  examination  there  were  two 
tense  bullae  measuring  6 cm.  located  on  the  right 
pretibial  area.  Findings  on  the  remainder  of  the 
physical  examination  were  within  normal  limits. 
Hemoglobin,  hematocrit,  white  blood  count,  and 
urinalysis  test  results  were  within  normal  limits. 
Test  result  for  antinuclear  antibodies  was  negative, 
and  a blood  chemistry  profile  using  an  automated 
multiple  analysis  system  was  within  normal  limits. 
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FIGURE  2.  Subepidermal  bulla  with  cellular  infiltrate  in- 
cluding eosinophils  (hematoxylin  and  eosin  stain). 


Treatment  consisted  of  triamcinolone  acetonide 
cream  0.5  percent  under  plastic  occlusion.  At  this 
time  no  new  bullae  have  recurred  despite  continuing 
previous  oral  hypoglycemics  for  a period  of  10  weeks. 
Rechallenge  with  insulin  was  done,  and  no  bullae 
were  noted. 

Laboratory  findings 

Biopsies  were  taken  from  the  margins  of  the  bullae. 
Figure  2 reveals  the  findings  observed  by  histology: 
a subepidermal  bulla  with  a dense  cellular  infiltrate 
containing  eosinophils,  polymorphonuclear  leuko- 
cytes, and  mononuclear  cells.  This  was  interpreted 
as  bullous  pemphigoid.  Direct  and  indirect  staining 
for  fluorescence  was  done  by  standard  methods.2  A 
biopsy  was  taken  from  the  edge  of  a fresh  bulla  and 
showed  a linear  band  with  Ig  (immunoglobulin)  G 
and  the  third  component  of  complement  (C3)  at  the 
dermoepidermal  junction.  An  indirect  Coombs’  test 
on  the  patient’s  serum  showed  negative  findings. 
Figure  3 shows  the  band  at  the  dermoepidermal 
junction  with  IgG. 

Comment 

This  case  poses  the  question  of  differential  diag- 
nosis of  localized  bullous  pemphigoid  and  fixed 
bullous  drug  eruption.  The  initial  diagnosis  for  this 
patient  was  bullous  fixed-drug  eruption  because  of 
the  recurrence  of  the  bullous  lesions  in  the  same  site 
over  the  pretibial  area  while  he  was  taking  insulin  and 
oral  antidiabetic  agents.  Drugs  previously  reported 
and  most  often  incriminated  as  producing  fixed-drug 
eruptions  include  barbiturates,  phenolphthalein, 
sulfonamides,  dapsone,  quinine,  tetracyclines,  and 
antipyrine.3 

Table  I shows  some  distinguishing  features  of  these 
two  disorders.  Although  immunofluorescence  has 
been  reported  to  show  positive  results  in  fixed-drug 
eruptions,  it  has  involved  intercellular  or  cytoplasmic 
areas,  and  not  the  basement  membrane  zone.4,5 
Shelley,  Schlappner,  and  Heiss5  reported  on  a case 
of  bullous  fixed-drug  eruption  in  which  both  phen- 
olphthalein and  phenethicillin  were  incriminated  and 


FIGURE  3.  Direct  stain  of  skin  showing  IgG  in  linear  band 
at  dermoepidermal  junction  (fluorescein  conjugated  anti- 
human IgG,  original  magnification  X 160). 


TABLE  I.  Some  comparisons  of  bullous  pemphigoid 


and  fixed-drug  eruption 

Localized 

Bullous 

Bullous 

Fixed 

Factors 

Pemphigoid 

Pemphigoid 

Drug 

Age 

Elderly 

Elderly 

Variable 

Wide- 

spread 

No 

Usually 

No 

Localized 

Yes 

No 

Yes 

Histology 

Subepider- 
mal bulla 

Subepider- 
mal bulla 

Intraepider- 
mal  or 
subepider- 
mal bullae 

Fluorescent 

Basement 

Basement 

Basement 

antibody 

membrane 

membrane 

membrane 

test 

staining 

(+) 

staining 

(+) 

(— ),  inter- 
cellular, or 
cytoplasmic 
( + ) 

Sites 

Limbs 

Cutaneous 

general- 

ized 

Periorificial 

C3  and  IgG  were  found.  They  speculated  that  an- 
tibodies may  be  involved  in  the  pathogenesis  of 
fixed-drug  eruption.  This  suggests  a type  2 or  3 
mechanism  similar  to  the  current  thinking  on 
pathogenesis  of  bullous  pemphigoid.  Drug-induced 
bullous  pemphigoid  has  been  recorded  in  the  medical 
literature  occurring  after  furosemide,2  sulfonamides,6 
and  topically  applied  5-fluorouracil.7 

Waddington8  studied  a series  of  38  patients  with 
bullous  pemphigoid.  In  two  patients  the  bullae  re- 
main localized  at  the  sites  initially  involved 
throughout  the  course  of  the  eruption.  The  lesions 
remained  localized,  usually  on  the  extremities,  for 
periods  of  two  to  three  months.  This  is  similar  to  the 
events  in  our  patient  except  for  the  one  and  one-half 
year  duration  of  lesions,  which  was  longer  than  that 
previously  described.  In  this  series  the  buccal  mu- 
cosa was  ultimately  involved  in  13.5  percent  of  pa- 
tients, in  contrast  to  the  case  here  reported. 

Bullous  pemphigoid  is  a disease  of  the  elderly. 
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Although  our  patient  was  50  years  old,  it  is  inter- 
esting to  note  that  77  percent  of  patients  in  one  series 
were  70  years  old  or  older.9 

Differentiation  of  the  usual  type  of  bullous  pem- 
phigoid from  fixed-drug  eruption  is  ordinarily  simple 
because  the  fixed-drug  eruption  is  localized,  while 
bullous  pemphigoid  spreads.  In  the  localized  form 
of  bullous  pemphigoid,  the  single  most  reliable  dis- 
tinguishing feature  is  the  immunofluorescence  at  the 
dermoepidermal  junction  demonstrating  IgG  and  C3 
in  most  instances.  However,  other  factors  sometimes 
need  to  be  considered  since  fluorescence  can  occur 
in  drug  eruptions.410  Other  possibilities  in  the  dif- 
ferential diagnosis  include  the  idiopathic  bullous 
disease  of  diabetic  patients.  The  interpretation  of 
the  histogenesis  of  diabetic  bullous  disease  favors  an 
intraepidermal  location  of  the  bulla,  although  there 
is  a report  of  subepidermal  location.1112  Immu- 
nofluorescence results  are  negative  in  diabetic  bul- 
lous disease. 

MacVicar  and  Graham13  reported  a case  of  local- 
ized bullous  pemphigoid  consisting  of  vesicles  and 
bullae  in  an  unusual  location,  the  scalp,  face,  and 
neck.  The  lesions  were  subepidermal  bullae  with 
inflammatory  cells  and  collections  of  eosinophils  and 
neutrophils  at  the  margins  of  the  bullae.  Immu- 
nofluorescence testing  was  not  done. 

The  typical  lesions  of  pemphigus  vulgaris  are  often 
distinguishable  from  bullous  pemphigoid  on  clinical 
grounds  alone.  Pemphigus  vulgaris,  like  bullous 
pemphigoid,  tends  to  show  extensive  spreading  of 
lesions  in  most  cases.  A review  of  85  cases  of  pem- 
phigus vulgaris,  followed  over  20  years,  showed  that 
the  lesions  remained  localized  for  variable  periods.14 
In  every  case  the  lesions  progressed  beyond  the  site 
of  onset.  Drug-induced  pemphigus  and  pemphigoid 
are  exceptions. 

In  a recent  analysis  by  Ahmed,  Maize,  and  Pro- 
vost15 of  36  cases  of  bullous  pemphigoid,  all  had 
positive  direct  immunofluorescence  findings  at  the 
basement  membrane  zone.  Approximately  20  per- 
cent of  these  cases  had  localized  disease  that  cleared 
spontaneously.  These  data  further  differentiate  our 
case  which  was  characterized  by  many  recurrences. 

Review  of  the  foregoing  data  indicates  there  are  at 
least  three  types  of  bullous  pemphigoid:  (1)  local- 
ized, self-healing,  and  evanescent;  (2)  localized  and 
chronic;  and  (3)  generalized.  Our  case  falls  some- 
where between  the  first  two. 

Summary 

A 50-year-old  diabetic  male  presented  himself  with 


recurrent  tense  bullous  lesions  on  the  right  pretibial 
area.  The  clinical  impression  was  that  a bullous 
fixed-drug  eruption  due  to  insulin,  chlorpropamide, 
or  phenethylbiguanide  was  most  likely.  Immu- 
nofluorescence testing  was  done  to  exclude  other 
bullous  diseases.  A positive  direct  test  for  IgG  and 
C3  at  the  dermoepidermal  junction  indicated  that  we 
were  dealing  with  localized  bullous  pemphigoid.  The 
case  is  presented  to  illustrate  the  similarities  and 
differences  between  fixed-drug  eruption  and  local- 
ized bullous  pemphigoid. 

Director  of  Dermatology 
Bird  S.  Coler  Memorial  Hospital 
Roosevelt  Island,  New  York  10044 
(DR.  FELLNER) 
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The  subject  of  multiple  colorectal  carcinomas 
continues  to  generate  interest  among  abdominal 
surgeons.  The  first  surgical  documentation  of 
multiple  tumors  presenting  synchronously  in  the 
colon  was  made  by  Czerny  in  1880. 1 Not  long 
thereafter,  Billroth2  wrote  on  this  subject  and  in- 
troduced a protocol  of  very  restrictive  criteria  for  the 
interpretation  of  carcinomas  presenting  synchro- 
nously in  the  large  bowel  and  rectum.  Subsequently, 
these  restrictive  criteria  were  modified  realistically 
by  Warren  and  Gates3  and  later  by  Long  et  al.4  In 
summary,  the  criteria  of  synchronicity  are  that  the 
lesions  be  proved  malignant,  that  each  cancer  be  a 
distinct  entity,  and  that  one  cancer  not  represent  a 
metastasis  of  another  in  the  organ.  A transition 
microscopically  between  normal  mucous  membrane 
and  tumor  epithelium  by  definition  is  considered  a 
distinctive  quality,  distinguishing  between  a meta- 
static lesion  and  a synchronous  tumor.  We  might 
add  to  these  criteria  the  implicit  consideration  that 
the  tumor  offering  a different  histopathologic  local 
pattern,  as  was  actually  the  situation  in  the  four  le- 
sions of  the  patient  presented  here,  is  a distinctly 
helpful  marker  in  cataloging  synchronous  carcinomas 
of  the  colon. 

It  is  difficult  to  ascertain  from  the  literature  what 
the  incidence  is,  in  fact,  of  four  carcinomas  occurring 
in  the  colorectal  bowel  synchronously.  Traviesco, 
Knoepp,  and  Hanley5  note  one  such  in  their  rela- 
tively recent  series.  Diamante  and  Bacon6  describe 
“three  to  six  tumors”  occurring  synchronously  in  14 
percent  of  the  colorectal  cancers  they  encountered. 
Moertel,  Bargen,  and  Dockerty7  note  12  such  lesions, 
that  is,  each  of  four  synchronous  cancers;  but  their 
series  of  patients  includes  those  who  had  metachro- 
nous bowel  cancers  as  well. 


FIGURE  1.  Barium  enema  x-ray  study  illustrating  three 
“apple  core”  carcinomas  of  colon.  Largest  of  the  tumors, 
namely  villous  adenoma,  incorporating  excavating  cancer, 
is  obscured  by  barium  in  rectum  and  is  outlined  on  film  in 
black. 


Case  report 

A 70-year-old  female  was  admitted  to  the  Lenox 
Hill  Hospital  on  June  12,  1974,  having  been  under 
fulguration  treatment  elsewhere  of  a villous  tumor 
of  the  rectum  for  a period  of  two  months.  After  this 
time,  the  tumor  size  had  been  reduced  sufficiently  to 
permit  a barium  enema.  The  x-ray  film  studies  re- 
vealed three  additional  “apple  core”  lesions  of  the 
colon,  one  in  the  transverse  colon,  one  in  the  splenic 
flexure,  and  one  in  the  descending  colon  (Fig.  1). 
While  she  had  been  under  treatment  by  fulguration 
for  the  rectal  lesion,  multiple  biopsies  had  been  re- 
ported as  having  been  benign.  On  admission  ex- 
amination to  our  institution,  the  villous  tumor  was 
high  in  the  rectal  ampulla  and  was  palpated  as  a 
sessile  lesion,  clinically  highly  suspicious  of  carci- 
noma. However,  biopsies  from  the  surfaces  revealed 
a villous  adenoma  with  “focal  atypical  changes.” 

At  exploration,  the  four  separate  malignant 
growths  of  the  bowel  were  identified.  There  was  no 
evidence  of  metastatic  conduct  in  the  liver,  on  the 
peritoneal  surfaces,  in  the  mesenteries,  or  in  the 
pelvis.  Conventional  mobilization  of  the  entire  colon 
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FIGURE  2.  Photograph  of  gross  specimen  with  arrows  il- 
lustrating four  cancers  of  colon  and  rectum:  in  transverse 
colon,  splenic  flexure,  descending  colon,  and  upper  rectal 
ampulla,  respectively. 


including  the  rectum  was  done  (as  for  an  abdomi- 
noperineal resection).  The  rectum  and  colon  were 
removed  in  continuity  from  the  hepatic  flexure  to  the 
mid-rectum  4 cm.  below  the  lower-most  palpable 
edge  of  the  villous  rectal  tumor.  Because  of  the  pa- 
tient’s age,  her  frail  structure,  and  poor  nutritional 
status,  it  was  decided  to  preserve  the  right  segment 
of  the  colon,  and  this  was  anastomosed  to  the  rectal 
stump  following  the  colorectal  resection.  It  was  not 
necessary  to  thread  the  right  side  of  the  colon 
through  the  small  bowel  mesentery.  The  postoper- 
ative course  was  punctuated  on  the  second  postop- 
erative day  by  lethargy  and  then  by  progressive  coma 
without  evidence  of  neurologic  localizing  signs. 
Laboratory  data,  particularly  a sodium  value  of  119 
mEq.  and  a chloride  of  86  mEq.  per  liter,  in  addition 
to  a blood  gas  pH  determination  of  7.6,  elaborated 
this  situation  as  reflective  of  hyponatremie  coma  with 
metabolic  alkalosis  and  water  overload.  She  re- 
sponded rapidly  to  conventional  treatment. 
Thereafter,  diarrhea  and  nutritional  deficit  remained 
problems  which  were  managed  readily,  and  she  was 
discharged  two  weeks  postoperatively. 

Pathology 

The  specimen  of  colon  and  rectum  measured  75 
cm.  in  length  and  included  a 15-by-13-cm.  segment 
of  omentum.  Noteworthy  were  four  distinct  ma- 
lignant neoplastic  lesions  in  addition  to  several  hy- 
perplastic and  adenomatous  colon  polyps,  the  largest 
measuring  seven  tenths  of  a centimeter  in  diameter 
(Fig.  2).  The  first  tumor  measured  5 by  4.8  cm.  in 
diameter.  This  was  a well  differentiated  adeno- 
carcinoma of  the  descending  colon  with  extension 
into  the  muscularis  (Duke’s  A).  The  fourth  tumor, 


that  is,  the  villous  lesion  of  the  rectum,  measured  7 
by  4.4  cm.  This  lesion  was  an  adenocarcinoma 
arising  in  a villous  adenoma  of  the  rectosigmoid 
colon,  and  there  were  metastases  to  two  area  lymph 
nodes  (Duke’s  C).  Serially,  the  four  lesions  were 
separated  one  from  the  other  by  intact  mucous 
membrane  for  respective  distances  of  27,  8,  and  20 
cm.  Nineteen  negative  lymph  nodes  were  reported 
from  the  colon  flexures  and  their  mesenteries.  The 
pathologist  documented  a remarkable  dissimilarity 
in  the  cellular,  glandular,  and  tumor  patterns  of  each 
of  the  four  colorectal  cancers  in  the  sense  that  each 
offered  an  independent  cytohistologic  structure  and 
architectural  growth  presentation. 

Six  months  postresection,  the  patient  developed 
a “claw  hand”  due  to  significant  brachial  plexus  pa- 
ralysis caused  by  a 6-cm. -sized  mass  in  the  right  su- 
praclavicular space.  This  mass  was  biopsied,  and 
was  found  to  be  an  undifferentiated  carcinoma  with 
a cellular  pattern  similar  to  that  of  the  original 
splenic  flexure  lesion.  X-ray  therapy  was  adminis- 
tered to  the  supraclavicular  area,  a total  dose  of  3,000 
rads  being  given.  At  this  time,  the  patient  was 
started  on  intravenous  and  oral  5-fluorouracil  ther- 
apy with  a priming  dose  of  4,000  mg.  being  given  in- 
travenously over  a 10-day  period.  Within  a few 
months  the  mass  in  the  neck  had  regressed  and  on 
examination  no  lesion  was  perceptible.  The  arm  and 
hand  paralysis  was  reversed  entirely.  The  patient 
was  continued  on  5-fluorouracil  maintenance  ther- 
apy, and  there  was  no  evidence  of  tumor  disease. 

A year  and  one-half  postresection,  the  patient  was 
admitted  to  another  hospital  acutely  ill  and  with  a 
dramatic  drop  in  her  hemogram  to  4.1  Gm.  per  100 
ml.  of  hemoglobin  and  a hematocrit  of  14.6.  There 
was  no  evidence  of  active  bleeding.  The  white 
blood-cell  count  was  800  cells  per  cubic  centimeter. 
The  patient  was  thrombocytopenic,  and  the  serum 
bilirubin  was  6.8  mg.  per  cubic  centimeter.  The 
hematology  consultant’s  comment  on  the  bone- 
marrow  sample  taken  at  that  time  was:  “Findings 
are  more  consistent  with  marrow  suppression  from 
therapy  than  with  myelophthisis  from  the  disease.” 
The  severe  pancytopenia  regressed  following  red-cell 
transfusions,  and  the  patient  was  discharged  after 
three  weeks  with  a hemoglobin  of  14.2  Gm.  per  100 
cc.  and  a white  blood-cell  count  of  10,000,  with  a 
normal  differential  and  with  a platelet  count  of  over 
55,000  per  cubic  centimeter.  Three  weeks  thereafter, 
weekly  maintenance  5-fluorouracil  was  resumed 
since  the  peripheral  blood  pattern  had  returned  to 
normal.  However,  three  months  following  this  last 
hospitalization,  she  was  readmitted,  desperately  ill, 
to  the  Lenox  Hill  Hospital.  A similar  picture  of 
sudden  severe  weakness  and  of  anemia  associated 
with  a precipitous  drop  in  the  hemoglobin  to  7.2  Gm. 
per  100  cc.  and  a corresponding  hematocrit  of  20.7 
was  evident.  She  was  tachypneic  and  soon  oliguric. 
The  chest  x-ray  film  findings  exhibited  a mass  den- 
sity in  the  left  upper  lung  field  and  interstitial  bi- 
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lateral  infiltrations.  It  was  the  suspicion  clinically 
that  she  had  disseminated  carcinomatosis.  She  died 
after  a rapid  downhill  course  of  acute  respiratory 
insufficiency  syndrome  and  shock. 

At  the  time  of  her  death,  the  patient  had  received 
over  a 14-month  period,  a total  of  44  Gm.  of  5-fluo- 
rouracil,  15.5  Gm.  of  which  had  been  administered 
orally. 

Autopsy  was  performed  on  the  day  of  death. 
There  was  no  evidence  of  residual  carcinoma  in  any 
of  the  organs.  The  bone  marrow  was  completely 
innocent.  Neck  nodes  were  not  dissected;  the  gross 
description  of  the  neck  was:  “The  neck  is  free  of 
discrete  masses,  unremarkable.”  The  blood  culture 
taken  at  autopsy  was  positive  for  Escherichia  coli. 
The  comment  of  the  prosector  in  summing  up  the 
findings  of  the  autopsy  was  as  follows:  “This  patient 
died  of  pulmonary  insufficiency  due  to  pulmonary 
infection  and  hemorrhage  with  early  micro-abscess 
formation  due  to  Staphylococcus  aureus  and  E.  Coli. 
It  is  suspected  that  the  anemic  episode  was  due  to 
hemolysis.  Thrombocytopenia  suggests  the  possi- 
bility of  disseminated  intravascular  coagulation  al- 
though thrombotic  evidence  was  not  seen  histologi- 
cally at  autopsy.” 

Comment 

There  is  no  general  agreement  in  assessing  the 
frequency  with  which  synchronous  rectal  cancers  are 
encountered.  The  figures  in  the  literature  vary  from 
2.1  to  7.5  percent.  Patients  with  a background  of 
ulcerative  colitis  or  of  familial  polyposis  are  excluded. 
However,  some  investigators  include  carcinoid  tu- 
mors of  the  appendix  and/or  squamous  tumors  of  the 
anus  among  the  synchronous  malignant  growths.  In 
particular,  the  figures  sometimes  are  slanted  by  the 
inclusion  of  the  in-situ  cancer  lesion  associated  with 
the  otherwise  benign  adenomatous  or  villous  polyp. 
Finally,  there  is  cross-sampling  in  the  sense  that  some 
patients  with  metachronous  lesions  are  included  in 
the  synchronous  groups.  One  is  led  to  the  conclusion 
that  probably  over  4 percent  of  all  patients  with 
cancer  of  the  colon  and  rectum  have  associated  syn- 
chronous lesions.8 

As  far  as  the  biologic  conduct  of  these  tumors  is 
concerned,  the  feature  of  synchronicity  in  patients 
with  colorectal  cancers  is  unequivocally  associated 
with  the  presence  of  benign  tumor  or  tumors  of  the 
bowel,  that  is,  of  hyperplastic  or  adenomatous  polyps 
or  villous  tumors.  In  the  group  under  advisement, 
the  concomitant  presence  of  benign  tumors  is  in  the 
neighborhood  of  40  to  75  percent,  in  contrast  to  an 
incidence  of  15  to  40  percent  in  large  groupings  of 
patients  with  bowel  cancer  with  a solitary  malignant 
lesion.9-10  In  the  context  of  the  case  reported  here, 
it  is  interesting  and  sobering  to  observe  that  the 
rectal  cancer  matured  in  a benign  lesion,  that  is,  in 
a large  villous  polyp.  And,  indeed,  it  was  this  tumor 
that  was  the  only  one  associated  with  metastases  in 
adjacent  lymph  nodes. 


The  prognosis  after  surgical  management  is  indeed 
not  discouraging.  In  the  large  series  from  St.  Mark’s 
Hospital  reported  by  Heald  and  Bussey,11  it  is 
demonstrated  that  survival  of  the  subject  with  syn- 
chronous tumors  probably  approximates  that  of  the 
patient  operated  on  for  a solitary  bowel  cancer  even 
when  the  Duke’s  B lesions  are  compared.  These 
authors  also  note  the  fact  that  metachronous  growths 
developed  subsequently  in  3.5  percent  of  the  patients 
resected  for  a solitary  cancer,  but  in  8 percent  of  the 
patients  who  had  undergone  resection  for  synchro- 
nous cancers.11  Since  the  time  interval  between 
original  resection  and  reappearance  of  tumor  aver- 
aged 13  years,  these  authors  conclude  that  this 
justifies  the  surgical  practice  of  performing  a more 
localized  type  of  resection  with  colon  preservation 
when  possible,  and  thereafter  of  very  close  patient 
observation  and  study.11  It  is  certainly  true  that  in 
this  country  we  are  more  inclined  to  look  on  the 
mucous  membrane  of  colon  with  multiple  benign 
tumors  or  with  synchronous  bowel  carcinomas  as  not 
to  be  trusted,  and  in  general  we  are  inclined  to  do  a 
total  colectomy  with  preservation  of  a rectal  stump 
and  the  construction  of  an  ileoproctostomy.  Addi- 
tionally, in  this  context  usually  we  have  not  found 
that  our  patients  are  irreversibly  incapacitated  with 
residual  diarrhea. 

Recent  years  have  been  witness  to  the  gratifying 
progress  made  in  the  application  of  other  modalities 
in  therapy  for  recurrent  gastrointestinal  cancer. 
These  include  extension  of  radiation  techniques, 
chemotherapeutic  advances,  and  the  newer  immu- 
nologic approaches.  We  are  very  fortunate  now  to 
have  something  constructive  and  hopeful  to  offer 
patient  and  family  when  confronted  with  the  disaster 
of  recurrence.  However,  the  guidelines  to  the  sur- 
geon are  not  entirely  clear.  Perhaps  we  are  not  un- 
just in  occasionally  retreating  into  a corner  and 
conjecturing  as  to  whether  or  not  a lethal  event  is  the 
consequence  of  drug  therapy.  This  is  suspected  in 
the  patient  herein  reported,  with  pulmonary  sepsis 
furnishing  the  coup  de  grace  to  an  aplastic  bone 
marrow.  As  a sequel  to  the  nagging  question  as  to 
which  is  the  more  dangerous,  drug  or  tumor,  we  must 
attempt  to  fully  elaborate  as  clearly  as  possible  the 
question  of  priorities  and  of  possible  consequences 
in  a particular  tumor  setting.  When  chemotherapy 
is  initiated,  what  other  organs  are  affected?  To  what 
extent  is  the  immune  process  depressed,  and  how  is 
it  reversed  or  accentuated  by  X-drug  or  a combina- 
tion of  drugs?  Conceivably,  is  the  groundwork  being 
laid  for  the  nurturing  of  other  neoplasms?  In  con- 
clusion, in  these  and  in  allied  areas  we  must  place  our 
confidence  in  the  advice  and  guidance  of  our  col- 
leagues, the  medical  oncologists. 

Summary 

Attention  has  been  directed  to  multicentric  syn- 
chronous carcinomas  of  the  colon  and  rectum  by 
presentation  of  a patient  with  four  such  individual 
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lesions  recently  managed. 

Comment  is  made  of  the  over  4-percent  incidence 
of  synchronous  colorectal  cancers,  of  the  relatively 
unaltered  surgical  prognosis  when  compared  with 
resections  done  for  solitary  cancer,  and  of  the  rarity 
of  four  invasive  cancers  in  a colorectal  segment  when 
patients  with  ulcerative  colitis  or  familial  polyposis 
are  excluded.  Finally,  the  sensitive  question  of  the 
balance  between  adjuvant  tumor-growth  suppression 
by  a chemotherapeutic  agent  and  the  possible  lethal 
potential  of  said  drug  is  raised. 

855  Park  Avenue 
New  York,  New  York  10021 
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Vegetarians  must  plan  meals 
carefully  to  avoid  malnutrition 

It  is  possible  to  provide  an  adequate  diet  for  most  people 
by  vegetarianism,  but  it  is  much  more  difficult  and  requires 
more  planning  than  for  those  who  include  meat  and  animal 
products  in  their  diets. 

An  American  Medical  Association  publication,  Ameri- 
can Journal  of  Diseases  of  Children,  in  its  February  issue 
includes  two  research  reports  and  an  editorial  on  the 
nutritional  problems  of  vegetarians. 

A study  of  52  preschool  children  in  the  Boston  area 
whose  parents  provided  only  vegetarian  diets  revealed  that 
the  children  were  getting  at  best  only  marginal  amounts 
of  some  essential  elements,  including  vitamin  D,  calcium, 
and  phosphorus.  Two  of  the  children  showed  direct  evi- 
dence of  rickets,  a vitamin  deficiency  disease  which  is  vir- 
tually eliminated  among  the  population  at  large. 

Another  study  among  infants  in  a "Black  Hebrew” 
community  in  Israel  revealed  severe  nutritional  deficiencies 
from  a vegetarian  diet.  All  of  the  infants  in  the  community 
of  American  blacks  who  had  migrated  to  Israel  had  pro- 
found protein-caloric  malnutrition,  severe  rickets,  bone 
problems,  and  vitamin  B 12  and  other  deficiencies.  One 
infant  died. 
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Montefiore  Medical  Center,  Bronx,  N.  Y.,  points  out  that 
"No  single  vegetable  protein,  unlike  those  from  many  an- 
imal sources,  is  capable  of  providing  both  a sufficiency  and 
an  appropriate  balance  of  amino  acids  for  long-term  human 
nutrition.” 

At  least  two  different  vegetable  proteins  with  off-setting 
deficits  must  be  eaten.  This  can  happen  with  combina- 
tions such  as  rice  and  beans  or  corn  and  beans,  Dr.  Finberg 
says.  Certain  vitamins  are  in  small  supply  or  lacking  in 
most  vegetarian  diets,  and  vitamin  supplements  may  be 
required,  particularly  vitamin  D. 

The  Boston  study  is  by  Dr.  Johanna  T.  Dwyer  of  the 
New  England  Medical  Center,  and  colleagues.  The  Israel 
study  is  by  Ehud  Zmora,  M.D.,  of  Ben-Gurion  University 
of  the  Negev,  Beer-Sheba,  and  colleagues. 

“Since  the  dawn  of  mankind,  there  have  probably  always 
been  people  who  ingested  a largely  vegetarian  diet,”  Dr. 
Finberg  points  out. 

The  custom  is  growing  in  the  United  States  in  recent 
years,  he  says. 

Some  vegetarians  will  drink  milk,  or  use  milk  and  eggs, 
and  some  even  will  eat  fish.  But  some  avoid  all  products 
of  animal  origin.  This  latter  group  is  at  greatest  risk  of 
nutritional  diseases. 

Dr.  Finberg  urges  a minimum  education  in  nutrition  for 
vegetarians  to  enable  them  to  obtain  adequate  nutrition 
without  violating  their  precepts. 
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Examining  a Few  Myths 
About  Prescribing. " 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 

universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

ATYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary’  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy>,  quality-conscious, 
research-based  companies 
and  those  made  by 
commodi  ty-  type  s u pp  l iers . 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  w ere 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracy  cline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 
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MYTH:  Generic  options  al- 
most always  exist. 

FACT:  About  53  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
only  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


MYTH:  Generic 
prescriptions  air  filled  with 
inexpensive  generics,  th us 
saving  consumers  large 
sums  of  money. 

FACT:  Market  data  show 
that  you  invariably 
prescribe — and  pharma- 
cists dispense — both 
brand  and  generically 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a proven  brand  product. 
Savings  from  v oluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


A TYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  1 2 cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  worse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise, your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
alway  s, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 
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North  American  Indian 
Rock  Art 

Medical  connotations 
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KLAUS  F.  WELLMANN,  M.D. 

New  York  City 

Attending  Pathologist  and  Associate  Director  of  Laboratories, 
Beekman-Downtown  Hospital;  and  Clinical  Professor  of 
Pathology,  State  University  of  New  York  Downstate  Medical 
Center,  Brooklyn,  New  York 


Although  there  is  no  dearth  of  scholarly  publi- 
cations on  the  art  and  archaeology  of  the  North 
American  Indian,  his  most  abundant  artistic  docu- 
ment— the  large  body  of  ancient  carvings  and 
paintings  found  drawn  on  rock  surfaces  and  shelter 
walls  in  many  parts  of  the  United  States  and  of 
Canada — has  become  a topic  for  serious  scientific 
concern  only  in  the  recent  past.  Since  there  are  more 
than  15,000  rock  art  sites,1  with  several  million  in- 
dividual drawings,  in  the  northern  half  of  the 
American  continent,  it  is  hardly  surprising  that,  in 
them,  over  the  centuries  many  different  aspects  of 
Indian  life  and  thought  have  found  their  pictorial 
expression.  On  occasion,  rock  drawings  with  medical 
or  paramedical  connotations  can  be  identified. 
These  will  be  the  subject  of  this  report  which  is,  in 
part,  based  on  an  earlier  and  shorter  version  of  this 
topic  published  in  another  language,2  and  has  been 
adapted  from  a forthcoming  comprehensive  survey 
of  the  whole  field  of  North  American  Indian  rupestral 
art.3 

Ritter  and  Ritter4  have  recently  dealt  with  the 
same  topic.  They  have  emphasized  that  the  concept 
of  “medicine”  as  held  by  prehistoric  man  “included 
not  only  health  and  the  cure  or  prevention  of  illness, 
but  also  direction  of  good  or  bad  fortune,  success  or 
failure  in  the  hunt,  war,  love,  or  revenge,  the  attain- 
ment of  the  desirable,  prevention  of  the  undesirable, 
and  influence  over  fellow  men,  animals,  nature, 
spirits,  and  gods.”4 

Finger  mutilation  and  polydactylism 

Malformation  and  disease  are  infrequently  rep- 
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FIGURE  1.  Imprint  of  left  hand  in  rock  shelter  near  Abo,  New 
Mexico;  Rio  Grande  style  pictograph  of  Pueblo  Indians,  made 
before  A.D.  1671.  Part  of  middle  finger  missing;  remaining 
stump  shows  bulbous  thickening.7 


resented  in  the  rock  art  of  North  America.  Un- 
equivocal examples  of  this  nature  include  polydac- 
tylism of  hands  or  feet  and  some  handprints  with 
missing  phalanges.  Jackson5  listed  and  partially 
illustrated  several  instances  of  finger  mutilation  in 
six  Texas  counties,  and  I6'7  have  described  another 
pertinent  occurrence  from  New  Mexico  (Fig.  1). 
Usually,  one  finger,  or  a part  thereof,  is  missing;  oc- 
casionally, the  thumb  or  two  fingers  are  absent. 

Outside  of  North  America,  hands  with  missing 
fingers  have  been  portrayed  in  the  Pleistocene  caves 
of  France  and  Spain,8  in  Patagonia  and  New  Guinea,9 
and  in  Australia.10  The  interpretation  of  such  im- 
ages has  remained  controversial.11  While  Sahly8 
attempted  to  find  a medical  explanation  for  the 
paintings  in  France  and  Spain,  Brothwell 12  opted  for 
a culturally  determined  motivation  for  this  phe- 
nomenon. Yet  another  point  of  view  has  been  in- 
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troduced  by  Jackson5  who  related  that  a present-day 
Indian  “laughed  at  the  idea  and  demonstrated  to  the 
writer  how  such  prints  might  be  made  by  holding  up 
a finger,  so  it  would  not  touch  a rock.”  Hut  even 
earlier,  Sollas13  had  already  argued  that  if  the  ap- 
pearance of  amputation  had  only  been  simulated  in 
the  described  manner,  it  would  still  be  sufficient 
proof  to  show  that  the  very  concept  of  mutilation  was 
already  firmly  entrenched  in  the  minds  of  the  ancient 
artists.  He  writes:  “Primitive  people  are  sometimes 
primitive  enough  to  think  that  they  can  deceive  their 
gods.  What  more  admirable  deception  than  this! 
'Behold,  Atoa!  my  veritable  sign  manual  on  the  wall! 
and  you  can  see  for  yourself  that  1 have  not  been 
sparing,  for  all  the  fingers  are  missing!’  ”l:! 

The  theory  that  attributes  finger  amputation  to 
cultural  causes  receives  its  strongest  support  from 
ethnologic  data.  That  ritual  mutilation  of  fingers 
was  still  widely  practiced  throughout  much  of  the 
world  in  very  recent  times  is  evident  from  two  com- 
prehensive reviews  written  by  Swedish  scholars,  one 
covering  Africa,14  the  other  one,  Australia  and 
Oceania.15  In  both  regions,  the  custom,  which  seems 
to  have  come  from  India,  apparently  originated  with 
recently  widowed  wives  who  cut  off  parts  of  a finger 
to  placate  the  death-bringing  supernatural  forces  by 
sacrificing  a dispensable  portion  of  their  own  bodies 
so  that  they  might  not  suffer  a fate  similar  to  that  of 
their  departed  husbands.  Later,  fingers  were  re- 
moved also  when  other  close  relatives  had  died  or  had 
been  seriously  ill,  or  when  a child  failed  to  thrive,  for 
in  many  tribes  the  disease  was  thought  to  leave  the 
body  with  the  blood  that  was  shed  in  the  act.  Finger 
mutilation  was  also  resorted  to  in  certain  initiation 
or  marriage  rites,  as  a form  of  punishment,  or  for  still 
other  reasons.14,15  How  prevalent  the  habit  must 
still  have  been  among  certain  African  tribes  at  the 
turn  of  the  last  century  is  evident  from  an  account 
written  by  Virchow16  who,  in  Berlin  in  1886.  carefully 
examined  four  young  Bushmen  (two  males  and  tw'o 
females)  with  missing  phalanges.  The  eminent  pa- 
thologist seems  to  have  known  nothing  about  muti- 
lation as  a ritual  device,  for  his  description,  w hich  is 
accompanied  by  illustrations,  is  purely  anatomic.16 

There  is  evidence  that  the  custom  flourished  in  the 
New  World,  too.  Sollas,13  Dembo  and  Imbelloni,17 
Karsten,18  and  Preuss19  list  a fair  number  of  abori- 
ginal American  tribes  that  observed  the  habit. 
These  include  the  Tlingit,  Tsimshian,  Haida,  and 
Beaver  Indians  of  Alaska  and  northwestern  Canada; 
the  Crow,  Blackfeet,  Dakota,  Mandan,  Hidatsa,  Ar- 
ikawa,  Assiniboin,  and  Kiowa  in  the  Great  Plains; 
various  tribes  in  California  and  Baja  California;  and 
the  Charrua,  Minuan,  and  Timbu  in  South 
America. 

As  in  other  regions  of  the  world,  fingers  were  am- 
putated in  North  and  South  America  most  often 
during  mourning  ceremonies  and  initiation  rites,20 
or,  as  with  the  Cheyenne21  and  other  tribes,  in  sac- 
rifice for  the  recovery  of  sick  husbands  or  children. 


FIGURE  2.  Finger  sacrifice  during  initial  rites  of  young 
Mandan  warriors  in  North  Dakota;  portion  of  drawing  made 
by  George  Catlin  in  1832  (permission  New  York  Public  Li- 
brary). (permission,  Wellmann,  K.  F.:  Muzzinabikon,  1974, 
p.  ID 

“Hundreds  of  fingers”  were  once  chopped  off  after 
the  death  of  a much  venerated  chief  of  the 
Crows.19 

Catlin,20  who  has  left  us  excellent  descriptions  and 
drawings  of  Prairie  Indians  from  the  first  half  of  the 
nineteenth  century,  recorded  the  initiation  rites  of 
young  Mandan  warriors  who  were  subjected  to  pro- 
longed tests  of  endurance  and  self-torture.  His 
narrative  includes  the  following  passage:  “As  soon 
as  (the  initiate)  is  seen  to  get  strength  enough  to  rise 
on  his  hands  and  feet,  and  drag  his  body  around  the 
lodge,  he  crawls  with  the  weights  still  hanging  to  his 
body,  to  another  part  of  the  lodge,  where  there  is 
another  Indian  sitting  with  a hatchet  in  his  hand,  and 
a dried  buffalo  skull  before  him;  and  here,  in  the  most 
earnest  and  humble  manner,  by  holding  up  the  little 
finger  of  his  left  hand  to  the  Great  Spirit,  he  ex- 
presses to  Him,  in  a speech  of  a few  words,  his  will- 
ingness to  give  it  as  a sacrifice;  when  he  lays  it  on  the 
dried  buffalo  skull,  where  the  other  chops  it  off  near 
the  hand,  with  a blow  of  the  hatchet!”  (Fig.  2). 
Catlin20  continues:  “Nearly  all  of  the  young  men 
whom  I saw  passing  this  horrid  ordeal,  gave  in  the 
above  manner,  the  little  finger  of  the  left  hand;  and 
I saw  also  several,  who  immediately  afterwards  (and 
apparently  with  very  little  concern  or  emotion),  with 
a similar  speech,  extended  in  the  same  way,  the 
fore-finger  of  the  same  hand,  and  that  too  was  struck 
off;  leaving  on  the  left  hand  only  the  two  middle 
fingers  and  the  thumb;  all  which  they  deem  abso- 
lutely essential  for  holding  the  bow,  the  only  weapon 
for  the  left  hand.” 

The  Abo  pictograph  (Fig.  1),  and  other  rock 
drawings  at  the  same  site,  were  probably  made  by 
Piro  Pueblo  Indians  some  time  before  the  final  aban- 
donment of  Abo  Pueblo  in  1671  A.D.  This  assig- 
nation poses  some  difficulties  for  interpretation, 
however,  for  there  are  apparently  no  records  of  ritual 
finger  mutilation  among  any  of  the  Pueblo  tribes. 
Benedict,22  for  instance,  asserts  that  “the  Pueblos  do 
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FIGURE  3.  Two  arms,  each  with  six-fingered  hand.  Jornada 
Style  rock  carving  of  Mogollon  Indians,  made  between  950 
and  1300  A.D.;  Three  Rivers,  New  Mexico. 


not  understand  self-torture,”  and  she  explicitly  adds, 
“every  man’s  hand  has  its  five  fingers.”  Yet,  the 
Puehlo  people  were  probably  aware  of  the  custom 
because  of  their  frequent  contacts  with  Indians  from 
the  Plains.  It  is  also  possible  that  the  practice  was 
once  observed  among  them,  but  later  abandoned. 
Whatever  the  explanation,  the  mere  fact  that  the 
mutilated  hand  was  placed  on  the  ceiling  of  the 
shelter  suggests  that  the  image  was  imbued  with 
ritual  significance. 

Catlin20  expressed  surprise  that  “no  bandages  are 
applied  to  the  fingers  which  have  been  amputated, 
nor  any  arteries  taken  up;  nor  is  any  attention 
whatever,  paid  to  them  or  the  other  wounds  . . . ,”  and 
he  reported  that  the  wounds  healed  quickly,  with  hut 


little  bleeding  and  without  inflammation.  That, 
however,  does  not  appear  to  have  been  the  case  with 
the  hand  portrayed  near  Abo,  since  the  remaining 
stump  reveals  considerable  bulbous  thickening 
suggesting  excessive  callus  formation  such  as  may 
occur  after  infection  and  suppuration  (Fig.  1). 

In  contrast  to  the  rarity  of  images  of  mutilated 
hands  in  North  American  Indian  rupestral  art,  ex- 
amples of  polydactylism  are  more  frequently  en- 
countered. Jackson5  lists  two  occurrences  of  six- 
fingered hands,  one  in  Chihuahua,  Mexico,  and  one 
in  Texas,  and  there  are  others  (including  occasional 
six-toed  feet)  in  Utah,  New  Mexico,6’7  Arizona,23 
Montana,24  Kansas,25  Michigan,26  and  Missouri.27 
Hands  with  supernumerary  digits  are  particularly 
prevalent  at  the  large  Mogollon  Indian  petroglyph 
site  near  Three  Rivers,  New  Mexico  (Fig.  3). 

Adams  and  Niswander28  recorded  46  cases  of 
polydactyly  among  18,811  Indian  and  Alaskan  native 
infants  born  between  1964  and  1966;  this  incidence 
of  0.24  percent  was  about  twice  that  encountered 
among  416,695  racially  diverse  infants  (0.11  percent) 
born  in  24  hospitals  in  16  different  countries.29  In 
an  updated  study  among  44,269  native  American 
infants,  the  same  incidence  (2.4  per  1,000  live  births) 
and  ratio  (twice  the  incidence  of  Caucasians)  were 
recorded.30  Polydactylism  must  have  been  present 
to  a comparable  extent  among  the  prehistoric  North 
American  Indian  populations,  so  that  it  should  come 
as  no  great  surprise  to  find  the  marks  of  a few  six- 
fingered Kilroys,  along  with  the  much  more  numer- 
ous normal  handprints  on  the  rocks  and  cave  walls 
of  this  continent. 

Nevertheless,  it  is  likely  that  the  depiction  of  a 
hand  or  foot  with  supernumerary  digits  was  more 
than  the  simple  record  of  a certain  individual. 
Rather,  such  specially  endowed  limbs  may  have  been 
symbols  of  extraordinary  strength  and  dexterity, 
qualities  of  surpassing  practical  significance  for  any 
stone-age  man.  After  a short  analysis  of  this  phe- 
nomenon, Heinemann,31  too,  concluded  that  the 
portrayal  of  polydactylism  in  pre-Columbian 
American  art  suggests  “man’s  veneration  for  the 
unusual  in  the  human  body.” 

Hunchbacked  figures 

Another  type  of  malformation  encountered  in 
pre-Columbian  Indian  art  is  the  hunchback.32  Rock 
art  manifestations  of  such  figures  are  virtually  con- 
fined to  one  type,  the  unmistakable  apparition  of  the 
hunchbacked  flute  player  of  the  American  southwest 
(Fig.  4).  Even  though  decades  ago  he  was  purported 
to  suffer  from  spinal  tuberculosis,33  and  more  re- 
cently was  said  to  be  an  achondroplastic  dwarf,34 
there  can  be  no  question  that  the  hump  and  all  other 
appurtenances  of  the  Kokopelli  figure  (as  he  is  known 
among  the  Hopi)  are  culturally,  and  not  medically, 
determined.35,36  This  conclusion  derives,  in  part, 
from  the  great  variability  with  which  the  hump- 
backed flute  player  has  been  depicted  in  several 
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FIGURE  4.  Ithyphallic,  hunchbacked  flute  player  wooing 
female  figure  (note  "squash-blossom  hairdo"'  and  vulva  on 
latter).  Rio  Grande  Style  petroglyph  of  Pueblo  Indians,  made 
after  1300  A.D.;  Cienaguilla  near  Santa  Fe,  New  Mexico, 
(permission,  Southwestern  Lore  40:  1 [1974]) 

media  (on  ceramics,  in  ceremonial  caves  and  kivas, 
in  form  of  kachina  dolls,  and  on  countless  rock  sur- 
faces in  Arizona,  New  Mexico,  Utah,  Colorado, 
western  Texas,  and  the  Mexican  state  of  Chihuahua). 
Thus,  although  a hump  is  usually  present,  this  is  not 
invariably  the  case.  Also,  here  and  there  Kokopelli 
has  undergone  a metamorphosis  from  his  familiar 
anthropomorphic  shape  into  that  of  an  insect  or  of 
a rabbit.*5-36  More  often  than  not,  the  figure  is 
phallic  or  ithyphallic. 

The  earliest,  as  well  as  some  of  the  later,  depictions 
of  the  flute  player  lack  hump  and  phallus,  and  some 
authors37,38  reject  the  notion  that  all  of  them  (and 
even  some  phallic  and  hunchbacked  ones)  stand  in 
a direct  evolutionary  line  with  Kokopelli,  the 
present-day  Hopi  kachina  who  is  phallic  and  does 
display  a hump.39-40  Instead,  they  prefer  to  see  in 
them  images  of  burden-carrying  migrants  or  traders, 
as  did  Cutler.41  It  is  safe  to  say,  however,  that  “the 
prehistoric  representations  of  the  Humpbacked  Flute 
Player  span  a continuum  of  iconographic  depictions, 
and  there  can  be  little  question  but  that  the  erotic 
Kokopelli  derives  from  a pan-Southwestern  perso- 
nage that  predates  the  Kachina  Cult  at  the  Hopi 
Mesas.”42  An  essentially  identical  conclusion  was 
reached  by  von  Berckefeldt43  in  a recently  completed 
thesis  devoted  to  this  very  complex.  Inasmuch  as  the 
flute  player  does  represent  Kokopelli,  his  functions 
are  those  of  a rain  maker,  a hunting  magician,  and  a 
fertility  symbol.35’36’44-46 

Beyond  that,  however,  the  Kokopelli  figure  may 
justifiably  be  looked  on  as  merely  the  southwestern 
manifestation  of  a more  nearly  universal  archetype, 
that  of  the  trickster  as  characterized  so  well  by 
Radin.47  To  wit:  both  Kokopelli  and  Wakdjunkaga, 
the  Winnebago  trickster  chosen  by  Radin  to  exem- 
plify this  archetype,  are  notorious  for  their  unbridled 
sexuality  epitomized  in  each  case  by  an  enormously 
elongated  phallus.  Wakdjunkaga  tricks  the  chiefs 
daughter  into  having  intercourse  with  him,47  and 


Kokopelli  adroitly  and  mischievously  succeeds  in 
impregnating  the  best-looking  girl  in  the  village.46 
Wakdjunkaga  carries  his  coiled-up  penis  in  a box  on 
his  hack47;  Kokopelli’s  hump  contains  seeds48  49  or 
babies,50  also  accouterments  of  fertility.  On  another 
occasion,  Wakdjunkaga ’s  backpack  is  said  to  be  filled 
with  songs,47  and  so  is  Kokopelli’s  hump  at  San  II- 
defonso  Pueblo.51  The  Winnebago  trickster  is  ca- 
pable of  changing  into  a woman  who  then  marries  the 
chief’s  son  and  bears  children47;  according  to  Hopi 
beliefs,  “Kokopelli  is  a katcina  who  appears  some- 
times as  a masculine  character  called  Kokopeltiyo, 
and  sometimes  as  a female  known  as  Kokopelma- 
na.”46  Wakdjunkaga  finally  loses  parts  of  his  over- 
grown phallus,  and  these  turn  into  useful  plants47; 
the  fertility  connotations  of  Kokopelli  are  too  well 
known  to  merit  repetition.  But  more  significantly, 
with  this  last  metamorphosis  both  Wakdjunkaga  and 
Kokopelli  each  change  from  an  amoral,  unprincipled 
force  lacking  in  social  and  ethical  responsibility  into 
a creator,  a culture  hero,  a transformer,  a “forerunner 
of  the  saviour.”52 

One  could  go  on  and  cite  additional  parallels,  but 
it  should  have  become  evident  by  now  that  the 
hunchbacked  flute  player  of  the  Pueblo  Indians  can 
and  must  be  looked  on  as  merely  a regional  variant 
of  a much  more  comprehensive  principle,  namely,  of 
the  universal  trickster  archetype.  He  thus  joins 
ranks  not  only  with  Wakdjunkaga  and  Hare,  the 
traditional  buffoon  and  culture  hero  representatives 
of  the  Winnebago  tribe,  but  also  with  such  other 
trickster-transformers  as  Wisaka  of  the  Fox  Indians, 
Sitconski  of  the  Assiniboin,  Ishtinike  of  the  Ponca, 
Nixant  of  the  Gros  Ventre,  Iktomi  (spider)  of  the 
Oglala-Sioux,  Nanabozho  or  Glooscap  of  the  Al- 
gonkians,  and  Raven  or  Nankilstlas  of  the  northwest 
coast  tribes.  These  tricksters  often  appear  in  animal 
disguises  (raven,  hare,  coyote,  spider),  and  so  does 
Kokopelli  who  may  assume  the  shape  of  an  insect  but 
has  at  least  once  been  depicted  as  a rabbit  or 
hare.35’36 

In  their  illuminating  commentaries  on  Radin’s 
study,  Kerenyi53  and  Jung52  have  both  related  the 
North  American  Indian  trickster  figure  to  the  nu- 
merous Old  World  manifestations  of  this  theme. 
Kerenyi  compares  him  with  Reynard  the  fox,  to  Ra- 
belaisian and  picaresque  characters,  to  the  phylakes, 
Hermes,  Pro-  and  Epirr.etheus,  Herakles,  and 
Thomas  Mann’s  Felix  Krull.  Jung52  draws  parallels 
with  carnival,  the  saturnalia  and  the  festum  asinar- 
ium,  with  Mercurius,  Hanswurst  and  the  poltergeists, 
and  even  with  certain  manifestations  of  Yaweh’s 
personality.  According  to  both,  the  trickster  figure 
antedates  the  origin  of  the  shaman,  and  the  shaman, 
in  turn,  has  adopted  some  of  the  behavioral  traits  of 
the  former.  As  an  outlet  for  voicing  protest  against 
the  onerous  obligations  of  social  order,  religion,  and 
ritual,47  as  well  as  in  his  eventual  transformation  into 
a responsible  creator  of  culture,  the  trickster  figure 
survives  as  an  archetype  from  an  earlier  stage  of 
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human  consciousness.  That  such  archetypes  still 
come  to  the  fore  in  our  computerized  days  has  been 
shown  by  McGlashen54  in  an  amusing  and  pene- 
trating, if  brief,  analysis  of  comicstrip  characters. 

In  Kokopelli,  at  any  rate,  the  trickster  has  found 
one  of  his  most  original  expressions  anywhere.55  His 
figure  does  not  represent  a physical  deformity; 
rather,  it  signifies  the  survival  of  an  early  and  par- 
ticularly illuminating  phase  in  the  development  of 
the  human  mind. 

Other  malformations  and  diseases 

Not  long  ago,  McCollough56  described  and  illus- 
trated the  petroglyph  of  an  anthropomorphic  figure 
from  the  Santa  Cruz  River  valley  in  southern  Arizo- 
na. One  of  its  legs  appears  shortened  and  internally 
rotated  and,  according  to  the  author,  lacks  the  great 
toe  (or  medial)  ray.  McCollough56  believes  that  this 
deformity  represents  a complete  paraxial  tibial 
hemimelia.  But  many  petroglyphs  of  the  prehistoric 
Hohokam  Indians,  including  the  one  discussed  here, 
are  characterized  by  a less  than  optimal  degree  of 
technical  and  artistic  perfection,  and  I suspect  that 
the  apparent  limb  deformity  is  due  to  a lack  in  skill 
rather  than  to  the  artist’s  intention.  It  does  take  a 
good  deal  of  effort  and  proficiency  to  create  a 
petroglyphic  image  faithful  to  the  original,  with 
stone-age  tools  at  that,  and  it  seems  only  prudent  to 
refrain  from  overemphasizing  minor  anatomic  de- 
viations or  inaccuracies  as  they  occasionally  occur. 

Similar  thoughts  may  apply  to  a peculiar  phallic 
figure  carved  into  the  horizontal  surface  of  a rock  in 
Harewood  Plain  near  Nanaimo  on  Vancouver  Island, 
British  Columbia.  Its  skull  displays  a central  de- 
pression which  is  continuous  with  the  nasal  contour. 
The  right  half  of  the  head  shows  a few  hairs  or  an 
ornament,  perhaps  of  feathers;  a breast-like  struc- 
ture, apparently  supported  by  the  bent  arm  and 
hand,  is  present  on  the  right  side  of  the  chest. 
Meade57  has  recently  interpreted  this  figure  as  that 
of  a hermaphrodite,  and  he  suggests  that  it  was 
carved  by  a person  who,  because  of  this  malforma- 
tion, had  been  exiled  from  his  tribe  to  this  remote 
inland  spot.  But  this  hypothesis  is  open  to  several 
objections.2-58’59  First,  it  is  not  at  all  to  be  taken  for 
granted  that  hermaphrodites  and  other  abnormally 
constituted  individuals  are  always  being  proscribed 
by  their  tribal  peers;  at  times,  in  fact,  the  exact  op- 
posite applies.  Among  the  Navahos,  for  instance, 
transvestites  and  hermaphrodites  enjoy  special  es- 
teem since  they  combine  male  and  female  attributes 
and  thus  surpass  the  ordinary  person  in  their  sexual 
potentialities.60  62  I do  not  know,  however,  how  the 
Coast  Salish — the  tribe  in  whose  territory  the 
petroglyph  is  located — look  on  this  matter.  Also,  the 
device  on  the  right  side  of  the  torso  may  be  an  orna- 
ment, a piece  of  apparel,  or  something  still  different, 
instead  of  indicating  a breast. 

The  left  half  of  Figure  5 shows  the  sketch  of  a rock 
carving  from  the  vicinity  of  Springfield  in  south- 


FIGURE  5.  Two  depictions  of  smallpox.  Left:  petroglyph 
near  Springfield,  Colorado,  made  by  Comanche  Indians  and 
redrawn  from  Renaud,64  plate  13.  Right:  illustration  for 
1 779  to  1780  from  Dakota  Winter  Count  of  Battiste  Good  (with 
pain  symbol  above  figure),  redrawn  from  Mallery,65  figure  336 
(drawings  by  Ursula  Arndt,  Brooklyn,  New  York).7 


eastern  Colorado.  It  was  probably  carved  by  Co- 
manches  and  has  been  recorded  some  decades  ago  by 
Renaud.63,64  The  body  of  this  nude  female  figure  is 
covered  with  19  ring-shaped  symbols  which  have 
small  superior  apertures  and,  according  to  Ren- 
aud,6'3,64 indicate  smallpox.  Nearby  are  carvings  of 
zoomorphic  designs,  including  horses,  so  that  these 
petroglyphs  are  certainly  of  historic  origin.  A post- 
contact date  would  favor  Renaud’s  interpretation, 
especially  since  the  winter  counts  of  the  Dakota  In- 
dians from  the  eighteenth  and  nineteenth  centuries 
contain  very  similar  depictions.65  There  are  several 
such  calendrical  chronicles  that  display  paintings  on 
hide.  For  each  winter,  a symbol  that  calls  attention 
to  the  year’s  main  event  is  listed.  Smallpox  epi- 
demics, indicated  by  a human  figure  covered  with 
dots  or  strokes,  have  been  recorded  for  1779  to  1780, 
1780  to  1781,  1801  to  1802,  1818  to  1819,  and  1850  to 
1851  (Fig.  5,  right).  An  epidemic  of  measles,  simi- 
larly depicted,  has  also  been  listed  for  1818  to  1819, 
and  an  unidentified  exanthematous  affliction  ap- 
pears in  1860  to  1861.  Quite  generally,  disease  and 
death  play  a major  role  in  the  Dakota  winter  counts. 
In  addition  to  smallpox  and  measles,  there  are  illus- 
trations of  whooping  cough,  abdominal  discomfort 
of  various  types,  death  in  childbed,  bone  fractures, 
edema,  starvation,  drowning,  freezing,  and  burning: 
a whole  litany  of  suffering  to  which  the  native  pop- 
ulation of  the  Great  Plains  was  subjected  after  con- 
tact with  the  invading  white  race  had  been  estab- 
lished. As  far  as  I know,  however,  Renaud’s  figure 
from  Colorado  is  the  only  image  that  documents  this 
fate  in  the  form  of  a rock  drawing. 

At  first  glance,  a petroglyph  from  Comanche  Gap, 
Galisteo  Basin,  New  Mexico,  appears  to  belong  to  the 
same  category,  for  it  shows  a human  figure  totally 
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FIGURE  6.  The  Pueblo  "Fire  God,"  Shulawitsi;  Rio  Grande 
style  petroglyph  of  Pueblo  Indians  at  Comanche  Gap  near 
Galisteo,  New  Mexico,  made  after  1300  A.D.7 


covered  with  dots,  except  for  the  head  mask  (Fig.  6). 
However,  a closer  look  reveals  that  what  was  said 
about  Kokopelli’s  hump  applies  here,  too:  appear- 
ances deceive.  For  we  are  not  dealing  with  the  image 
of  a diseased  person  suffering  from  a skin  rash,  but 
with  a portrait  of  the  Pueblo  Indian  “Fire  God,” 
Shulawitsi  (Tcolawitze,  Cholawitze),  as  was  earlier 
noted  bv  Sims.66  This  personage  frequently  holds 
a branch  in  one  hand  and  a torch  in  the  other,  and  is 
well  known  both  from  the  Pueblo  IV  kiva  murals  of 
Kuaua,  New  Mexico,  and  from  more  recent  kachina 
impersonations67;  body  and  mask  of  the  Shulawitsi 
kachina  dancer  are  covered  with  colored  dots.39  68  A 
comparison  of  the  two  rock  carvings  shows  that  pre- 
and  protohistoric  depictions  that  look  similar  may, 
nevertheless,  mean  different  things  (Figs.  5 and  6). 
If  pertinent  archaeologic,  ethnologic,  or  historic  data, 
such  as  the  location,  the  time  of  origin,  and  the  cul- 
tural context  of  the  scene,  are  disregarded,  erroneous 
interpretations  are  apt  to  occur. 

Split  personalities? 

There  are  occasional  rock  carvings  and  paintings 
of  human  figures  whose  body  halves,  or  faces,  or 
masks,  appear  longitudinally  subdivided.  Such 
renditions  occur  in  Baja  California,69  among  the 


FIGURE  7.  Round  mask  with  head  ornament  and  divided 
face;  Rio  Grande  Style  rock  carving  of  Pueblo  Indians  at 
Comanche  Gap  near  Galisteo,  New  Mexico,  made  after  1300 
A.D. 
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FIGURE  8.  Hand-holding  couple,  with  upside-down  figure 
in  abdomen  of  female  partner.  Rosa  style  petroglyph  of 
Basketmaker  or  early  Pueblo  Indians,  made  before  950  A.D.; 
Gobernador  Wash  near  Farmington,  New  Mexico,  (permis- 
sion, Wellmann,  K.  F.:  Deutsche  med.  Wchnschr.  97:  1670 
(1972)) 

Pueblo  Indians  of  the  southwest  (Fig.  7),  and  in  the 
eighteenth-century  rock  art  of  the  Navahos.70  It  is 
likely,  as  Muller71  has  documented  from  ethno- 
graphic sources,  that  these  renditions  reflect  a 
dualistic  world  view,  a mythologic  concept  widely 
dispersed  in  North  America  (as  elsewhere),  especially 
among  agricultural  tribes.  These  images  encompass 
pairs  of  basically  incompatible  and  opposing  traits, 
such  as  male  and  female,  hot  and  cold,  good  and  evil, 
black  and  red,  smart  and  foolish — pre-Columbian 
shades  of  the  schizophrenic  mind,  premonitions  of 
Dr.  Jekyll  and  Mr.  Hyde.  The  hermaphroditic 
personality  belongs  in  this  group,  as  do  the  trick- 
ster-transformers of  Kokopelli’s  and  Wakdjunkaga’s 
ilk.  Many  other  examples  from  various  Indian 
groups  have  been  described  and  analyzed  by 
Muller.71 

Fertility  symbolism 

Pregnancy  and  birth  must  have  ranked  as  impor- 
tant events  for  mankind  throughout  all  of  human 
history.  It  is  therefore  not  surprising  to  find  that 
both  have  been  portrayed  in  works  of  art  of  many 
peoples.  For  the  New  World,  this  applies  especially 
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FIGURE  9.  Female  figure  connected  to  infant  by  “umbilical 
cord.”  Rio  Grande  Style  petroglyph  of  Pueblo  Indians,  made 
after  1300  A.D.;  Cochiti,  New  Mexico  (courtesy,  Curt  and  Poly 
Schaafsma,  Arroyo  Hondo,  New  Mexico),  (permission, 
Wellmann,  K.  F.:  Deutsche  med.  Wchnschr.  97:  1670 
(1972)) 

to  the  cultures  of  Central  and  South  America,  which 
have  produced  numerous  pertinent  artifacts.72-7 ' It 
is  less  well  known  that  similar  finds  from  the  past 
have  been  recorded  in  the  northern  half  of  this  con- 
tinent as  well;  these  include  ceramics  with  birth 
scenes78  and  clay  figurines  of  pregnant  women.79-81 
There  also  exist  occasional  rock  drawings  of  this 
kind. 

The  petroglyph  of  the  hand -holding  couple  of 
Figure  8,  attributable  to  the  Basketmaker  stage  of  the 
Anasazi  culture,  is  located  in  Gobernador  Wash  near 
Farmington,  New  Mexico.  The  woman’s  body  har- 
bors a small  anthropomorphic  figure,  upside  down 
in  accordance  with  the  usual  position  of  an  infant  at 
term.  Below  this  apparent  pregnancy  scene  there 
is  a “family  group”  (not  depicted  here),  consisting  of 
two  adults  and  two  children,  a rock  art  motif  that  was 
obviously  quite  popular  during  the  Basketmaker  and 
subsequent  early  Pueblo  period.82  The  red  Eskimo 
painting  of  a pregnant  woman  has  been  recorded  at 
Cook  Inlet,  Alaska.88 

Rock  drawings  of  pregnant  animals  appear  to 
occur  more  frequently  than  do  those  of  their  human 
counterparts.  Grant,  Baird,  and  Pringle84  have 
portrayed  pregnant  bighorn  sheep  carved  into  the 
volcanic  basalt  of  California’s  Coso  Range  more  than 
a millennium  ago  by  Shoshonean  hunters,  and  I know 
of  a similar  depiction  in  Capitol  Reef  National  Park, 
Utah,  stemming  from  the  Fremont  Culture  (about 
A. I).  950  to  1200).  A pregnant,  long-tailed  quadru- 


FIGURE  10.  Tall  female  figure  and  other  designs.  Rock 
carving  of  Algonkian  Indians,  made  between  900  and  1400 
A.D.;  Peterborough,  Ontario,  (permission,  Wellmann,  K.  F.: 
Deutsche  med.  Wchnschr.  97:  1670  (1972)) 

ped  of  indeterminate  nature,  attributable  to  the 
Mogollon  Indians,  has  been  noted  on  a rock  near 
Three  Rivers,  New  Mexico.85 

It  is  possible  that  Figure  9 portrays  a human  birth 
just  completed.  This  charming  petroglyph  of  a 
mother  and  child,  connected  by  a straight  line  that 
suggests  the  umbilical  cord,  stems  from  the  later 
stages  of  the  Pueblo  culture.  But  it  and  hundreds 
of  other  rock  drawings  are  now  submerged  in  the 
flood  waters  behind  the  Cochiti  Dam  in  the  Rio 
Grande  Valley  between  Albuquerque  and  Santa  Fe, 
New  Mexico.  That  the  larger  figure  is  female  is 
documented  by  her  “squash-blossom  hairdo,”  which 
also  characterizes  other  petroglyphs  (Fig.  4)  and 
figures  on  pottery  specimens  of  the  Pueblo  period 
and  was  still  worn  by  Hopi  maidens  during  the 
present  century.86  A similar  coiffure  has  been  noted 
on  the  head  of  a female  skeleton  discovered  in  a 
Pueblo  I cave  in  northeastern  Arizona.87 

The  described  birth  scene  is  flanked  on  both  sides 
by  snake  symbols  (Fig.  9).  This  is  probably  not 
merely  coincidental,  since  the  snake  or  serpent  plays 
a role  in  Pueblo  culture  within  the  context  of  fer- 
tility.85-86 

More  numerous  than  pregnancy  and  birth  scenes 
are  anthropomorphic  renditions  with  an  emphasis 
on  their  genital  features.88,89  The  Kokopelli  figure, 
frequently  phallic  or  ithyphallic,  has  already  been 
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discussed  (Fig.  4).  Many  phallic  images  of  human 
beings  and  animals  exist,  as  do  some  female  figures 
with  prominent  vulvae  (Fig.  4). 

Figure  10  depicts  the  petroglyph  of  a woman,  one 
of  many  motifs  carved  into  the  horizontal  face  of  a 
large  limestone  slab  near  Peterborough,  Ontario. 
'Phis  figure,  visually  one  of  the  most  dominating  at 
the  site,  measures  some  five  feet  in  length.  Her  main 
axis  coincides  with  a natural  fissure  in  the  rock,  and 
the  woman’s  genital  region  is  represented  by  a fusi- 
form enlargement  of  this  crevice.  The  suspicion  that 
the  ancient  artist  deliberately  modeled  his  figure 
around  this  “natural  vagina”  is  strengthened  by  the 
presence  of  iron  oxide  compounds  along  the  edges  of 
the  fissure.  The  resulting  reddish-brown  discolor- 
ation of  the  rock  is  particularly  striking  in  the  genital 
region.  "The  rendering  of  this  image  was  no  doubt 
directly  inspired  by  the  crevices  and  the  red  ream 
and,  perhaps,  the  female  was  seen  as  pre-existent  at 
the  site.”90  Several  other  female  figures,  phallic 
males,  and  vulvaform  symbols,  as  well  as  two  in- 
stances of  “symbolic  copulation,”  have  been  recorded 
at  Peterborough.90  These  glyphs,  which  betray  a 
strong  concern  for  human  fertility  and  procreation, 
were  made  by  Algonkians,  probably  between  A.D. 
900  and  1400. 

Vulvaform  designs(U-  or  horseshoe-shaped  sym- 
bols engulfing  a groove,  the  latter  sometimes  ending 
in  a cup-like  depression)  have  been  encountered  in 
several  regions,  including  California89,91  and  Mis- 
souri.92,98 Their  significance  as  female  sexual  sym- 
bols has  been  well  established  since  they  occur  not 
only  by  themselves  but  also  on  human  figures  in  the 
genital  area.91 

Rock  art  images  portraying  explicit  sexual  inter- 
course scenes  are  uncommon,  hut  they  do  exist, 
especially  in  the  Anasazi  southwest89,94  and  in  the 
northern  Great  Plains.95 

The  range  of  North  American  rupestral  renditions 
related  to  fertility  and  procreation  has  not  been  ex- 
hausted with  the  various  types  and  examples  ad- 
duced. It  is  known  from  ethnographic  accounts  that 
certain  cupule  (pit  and  groove)  sculptures  in  northern 
California  served  as  “baby  rocks”  for  women  desirous 
of  conceiving  children,96,97  and  that  among  several 
tribes  in  southern  California,  especially  the  Luiseno, 
the  making  of  rock  paintings  was  part  of  the  puberty 
rituals  to  which  young  girls  were  subjected.98  Other 
rock  art  designs  (for  instance,  turtles,  serpents, 
aquatic  animals,  or  rain  clouds)  carry  hidden  fertility 
connotations  that  are  less  easily  demonstrable,  but 
just  as  real.  It  is  obvious,  then,  that  the  concept  of 
fert  ility  and  reproduction  was  very  much  a part  of  the 
imagery  of  ancient  North  America. 

Recently,  Hunger94  has  espoused  the  view  that 
during  the  hunting  and  gathering  stage  of  human 
prehistory,  sexual  intercourse  (between  human 
beings  as  well  as  between  man  and  beast)  served  a 
ritual  function  within  the  general  context  of  hunting 
magic,  by  maintaining  the  benevolence  of  the  gods 
and  by  ensuring  the  perpetual  replenishment  of  the 


hunted  species.  It  is  of  interest  in  this  connection 
that  earlier,  and  independently,  Thomas99  ascribed 
an  exactly  identical  role  to  the  vulvaform  designs 
encountered  in  the  central  Great  Basin. 

It  should  also  be  pointed  out  that  the  world 
view  of  the  North  American  shaman  (medicine 
man),90,100-102  as  that  of  shamans  in  general,103  is 
replete  with  sexual  meaning.  In  regard  to  the  Pe- 
terborough petroglyphs  (Fig.  10),  the  Vastokases90 
concluded:  “The  site  itself,  a pierced  and  perforated 
rock,  may  be  read  as  an  ideal  feminine  symbol;  it  is 
a symbolic  uterus  and  a means  of  access  for  the  sha- 
man to  the  hidden  power  or  sexual  energy  of  nature 
upon  which  he  can  draw  for  the  benefit  of  man- 
kind.” 

X-ray  drawings 

The  best  known  native  drawings  executed  in  x-ray 
fashion  are  the  cave  and  hark  paintings  from  the 
western  part  of  Arnhemland  in  northern  Australia. 
Most  concern  animals  in  whom  the  vertebral  column, 
the  digestive  tract,  and  often  other  viscera  as  well 
appear  as  though  the  body  were  transparent.  Ac- 
cording to  McCarthy,104  such  “x-ray  paintings”  were 
designed  by  their  creators  to  ensure  them  of  a magical 
hold  over  game  animals  and  fish. 

Rock  carvings  done  in  x-ray  fashion  also  occur  in 
North  America.  In  1955,  Norona105  published  the 
first  survey,  and  since  then  other  authors,  too,  have 
begun  to  speak  of  “x-ray  petroglyphs.”  However, 
none  of  the  American  examples  of  this  genre  can 
match,  even  remotely,  the  complexity  of  the  interior 
designs  that  characterize  those  recorded  in  Aus- 
tralia. 

With  few  exceptions,  the  American  x-ray  drawings 
fall  into  one  of  two  basic  categories.  In  the  first  type, 
which  concerns  mainly  animals  (for  instance,  bison, 
deer  or  elk,  bighorn  sheep,  bear,  and  mountain  lion, 
and  sometimes  birds  or  fish)  and  rarely  human 
beings,  a solitary  or  duplicate  line  connects  the 
mouth  or  neck  with  a triangular  or  more  nearly 
pear-shaped  device  in  the  cardiac  region  (Fig.  11). 
Such  depictions  are  widely  distributed,  especially 
throughout  the  vast  eastern  and  northern  woodland 
and  in  the  Great  Plains,  but  they  occur  also,  at  a 
somewhat  later  time,  in  the  rock  art  of  the  Pueblo 
and  Navaho  Indians.2,106,107  Although  Norona105 
interpreted  the  indicated  internal  structures  as 
esophagus  and  stomach,  most  other  observers  refer 
to  them  (rightly  or  wrongly)  as  “heart  lines.” 
Schoolcraft108  and  Mallery65  relate  that  the  Ojibwa 
Indians  attribute  supernatural  power  to  creatures 
endowed  with  heart  lines.  Some  such  designs  de- 
picted on  birchbark  scrolls  of  the  Ojibwa  Midewiwin 
(Grand  Medicine)  society  have  hunting  magic  im- 
plications similar  to  those  found  in  Australia.108,109 
But  other  such  figures,  especially  if  they  occur  in 
human  beings,  were  said  by  the  Ojibwa  to  indicate 
the  route  by  which  knowledge  and  magic  power  enter 
the  heart.109 

The  second  type  of  North  American  x-ray  draw- 
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FIGURE  11.  Bison  with  heart  line,  and  other  designs.  Red 
painting,  probably  made  by  Shoshoneans  in  late  prehistoric 
times;  Birch  Creek  near  Blue  Dome,  Idaho.7 


ings  concerns  predominantly  anthropomorphs  in 
whom  the  ribs  (generally  from  three  to  six  pairs)  have 
been  indicated.  Such  designs  are  particularly 
prevalent  on  the  northwest  coast  ( Fig.  12),  but  also 
occur  in  other  regions  including  southern  California 
and  Wyoming.2’106’107’110  Strong111  has  linked  the 
death  symbol  of  exposed  ribs  to  a postulated  cult  of 
the  dead  as  it  may  have  developed  in  the  northwest 
in  response  to  the  rapid  decimation  of  the  population 
by  disease  shortly  before  and  during  the  initial  period 
of  contact  with  the  white  race.  That  a preoccupation 
with  the  dead  had  a significant  place  in  northwest- 
coast  culture  has  also  been  emphasized  by  Wike.112 
But  a much  more  generalized  and  basic  significance 
appears  to  underlie  these  depictions,  for  the  image 
of  the  skeleton  is  deeply  anchored  in  ancient 
shamanic  beliefs  and  practices103:  the  bones  sym- 
bolize the  shaman’s  rebirth  and  reactualize  the 
drama  of  his  initiation.  The  shamanic  roots  of 
northwest-coast  art  and  culture  have  repeatedly  been 
reaffirmed,113,114  and  it  would  seem  appropriate  to 
view  the  “x-ray  petroglyphs”  of  the  region  in  a similar 
light.  The  shamanistic  connotations  of  the  x-ray 
drawings  of  sout  hern  California  have  been  discussed 
by  Hedges.100,1 15 

Rock  art  and  hallucinogenic  drugs 

Finally,  the  possibility  of  rock  art  induced  or  in- 
fluenced by  plant-derived  hallucinogenic  drugs  will 
be  discussed.  This  applies  to  two  areas  in  North 
America:  southern  California  and  the  lower  Pecos 
River  region  of  Texas  and  neighboring  Coahuila. 
Since  this  topic  has  been  the  subject  of  a recently 
published  comprehensive  report,116  a brief  outline 
only  will  be  supplied  here. 

Among  the  most  beautiful  creations  of  native 
American  art  are  the  intricately  stylized  polychrome 
cave  paintings  of  the  Chumash  Indians  in  the  poorly 
accessible  interior  of  the  coastal  mountains  near 
Santa  Barbara,  California.  Their  full  wealth  has 


FIGURE  12.  X-ray  type  petroglyph  of  anthropomorphic 
figure,  with  sternum  and  ribs;  Classic  Coast  conventionalized 
style.  Monsell  site  near  Nanaimo,  Vancouver  Island,  British 
Columbia.7 

only  recently  been  brought  to  light  by  the  endeavors 
of  Grant.117  Kroeber118  suggested  as  early  as  1925 
that  the  art  of  the  Chumash  Indians,  including  their 
cave  paintings,  might  have  been  related  to  the  jim- 
sonweed  or  toloache  cult,  once  widespread  in  south- 
ern and  central  California.  The  leaves,  stems,  or 
roots  of  jimsonweed  ( Datura  stramonium,  D.  mete- 
loides,  and  so  forth),  a member  of  the  Solanaceae 
(nightshade)  family,  were  utilized  by  the  Chumash 
Indians  and  other  tribes  in  the  region  in  the  prepa- 
ration of  a drink  with  hallucinogenic  properties,  de- 
rived from  certain  alkaloids  such  as  scopolamine  and 
atropine;  when  taken  in  larger  quantities,  an  anes- 
thetic effect  ensues.  The  jimsonweed  decoction  was 
imbibed  only  during  certain  rites  that  formed  the 
core  of  the  Chungichnish  religion  prevailing  in  this 
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area.1 13  Ethnographic  evidence  serves  to  strengthen 
the  hypothesis  of  a connection  between  the  toloache 
cult  and  the  cave  paintings,  and  it  is  easily  conceiv- 
able that  at  least  some  of  the  bizarre  and  strange 
creatures  that  characterize  the  rock  art  of  the  Chu- 
mash  Indians  were  derived,  directly  or  indirectly, 
from  visions  induced  by  the  Datura  halluci- 
nosis.1111  Ml 

A relationship  between  mind-expanding  phar- 
macologic agents  and  rock  art  has  also  been  sus- 
pected for  the  lower  Pecos  River  region  of  Texas. 
This  area  contains  pictographs  of  stylized  shamanic 
figures  and  of  animals  from  the  Archaic  period  (be- 
fore A. I).  600). 122  In  1958,  Campbell12,1  first  sug- 
gested that  psychomimetically  active  alkaloids  de- 
rived from  the  mescal  bean  (Texas  mountain  laurel; 
Sophora  secundiflora),  an  evergreen  shrub,  and 
perhaps  also  from  the  peyote  cactus  ( Lophophora 
williamsii),  may  have  played  a role  in  the  origination 
of  these  shelter  paintings.  In  contrast  to  California, 
however,  these  depictions  do  not  reveal  images  of 
visions,  but,  apparently,  portray  the  ceremonial  act 
itself,  for  they  show  shamans  together  with  ritual 
objects  similar  to  those  used  for  the  mescal-bean  cult 
of  the  historic  period.12,1  In  addition,  seeds  of  both 
plants  mentioned  have  been  found  at  archaeologic 
sites  of  the  Pecos  River  Focus,  once  even  in  connec- 
tion with  clumps  of  red  dye,  the  major  pigment  of  the 
ancient  paintings.123  Newcomb,122  who  has  de- 
scribed and  analyzed  the  Archaic  Pecos  River  pic- 
tographs, has  also  postulated  a connection  between 
psychotropic  drugs  and  these  rock  art  manifestations, 
even  though  the  evidence  is  merely  circumstantial 
and  far  from  definitive. 

Conclusion 

This,  then,  concludes  our  survey  of  North  Ameri- 
can Indian  rock  drawings  with  medical  and  para- 
medical connotations.  It  must  have  become  evident 
that  in  this  art  there  are  rather  few  depictions  of  a 
medical  nature,  pure  and  simple.  Time  and  again, 
an  investigation  of  the  subject  matter  reveals  that  the 
latter  transcends  the  narrow  confines  to  which  w'e  are 
tempted  to  consign  it.  The  Indian,  of  course,  never 
thought  in  terms  of  rigid  categories,  as  we  are  wont 
to  do,  and  for  him  the  boundaries  between  medicine 
and  the  larger  aspects  of  his  culture  have  always  re- 
mained ill-defined  and  hazy.  In  the  last  analysis,  all 
native  Indian  art  is  religious  art,  designed  to  propi- 
tiate the  threatening  forces  of  the  supernatural 
sphere  and  to  safeguard  the  continued  prosperity  of 
the  individual  and  of  the  group.  This  quest  for  a 
preservation  of  the  spiritual  equilibrium  took  a 
number  of  specific  forms,  many  of  which  are  reflected 
in  the  numerous  rock  drawings  of  this  continent. 
The  great  wealth  of  information  on  the  life,  iconog- 
raphy, and  ideology  of  ancient  American  that  these 
witnesses  of  bygone  centuries  contain  is  well  worth 
extracting  and  preserving,  as  I hope  I have  been  able 
to  show  for  a limited  topic. 


Summary 

Medical  and  paramedical  connotations  in  North 
American  Indian  rock  art  are  briefly  reviewed  and 
illustrated.  Hands  with  missing  fingers  suggest  the 
ritual  sacrifice  of  a dispensable  part  of  the  body,  a 
common  practice  among  many  early  populations, 
especially  in  connection  with  death  and  disease. 
Polydactylism  may  reflect  man’s  veneration  for  the 
unusual,  a symbol  of  strength  and  dexterity.  The 
dorsal  hump  of  Kokopelli,  the  phallic  flutist  of  the 
Southwest,  is  culturally,  not  medically,  determined; 
as  one  of  the  trickster-transformers  of  ancient 
America,  this  figure  signifies  the  survival  of  an  earlier 
phase  in  the  development  of  the  human  mind.  An 
alleged  hermaphroditic  individual  and  the  image  of 
a woman  with  smallpox  are  discussed.  Subdivided 
human  figures  or  faces  probably  retlect  a dualistic 
world  view,  a culturally  defined  equivalent  of  the 
schizophrenic  disposition.  The  concept  of  fertility 
and  procreation,  betraying  a concern  for  the  con- 
tinuous replenishment  of  the  species,  expresses  itself 
in  numerous  pertinent  rock  carvings  and  paintings. 
North  American  Indian  x-ray  drawings  include 
depictions  with  “heart  lines,”  to  which  supernatural 
power  is  attributed,  and  also  include  those  with 
skeletal  configurations  which  probably  originate  from 
shamanistic  roots.  Last,  there  is  circumstantial 
evidence  that  in  two  areas  of  North  America 
(southern  California  and  the  Pecos  River  region  of 
Texas)  functional  connections  exist  between  certain 
rock  paintings  and  plant-derived  hallucinogenic 
drugs. 
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Obituaries 


Paul  Barber,  M.D.,  of  Flushing,  died  on  February  27  at 
the  age  of  70.  Dr.  Barber  received  his  medical  degree  from 
the  University  of  Vienna  in  1932.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Neil  Douglas  Black,  M.D.,  of  Syracuse,  died  on  March 
4 at  the  age  of  85.  Dr.  Black  graduated  in  1917  from 
Queens  University  Faculty  of  Medicine.  He  was  a Diplo- 
mate  of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American  Psychiatric 
Association,  the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Martin  Harold  Bloxberg,  M.D.,  of  New  York  City,  died 
on  March  3 at  the  age  of  73.  Dr.  Bloxberg  graduated  in 
1930  from  Long  Island  College  Hospital.  He  was  an  as- 
sociate physician  at  St.  Elizabeth’s  Hospital.  Dr.  Bloxberg 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Keeve  Brodman,  M.D.,  of  New  York  City,  died  on  March 
18  at  the  age  of  73.  Dr.  Brodman  graduated  in  1931  from 
Cornell  University  Medical  College.  He  was  a member  of 
the  American  Psychiatric  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Theodore  H.  Bullard,  Jr.,  M.D.,  of  New  York  City,  died 
on  February  20  at  the  age  of  60.  Dr.  Bullard  graduated  in 
1946  from  Meharry  Medical  College.  He  was  an  assistant 
gynecologist  at  Harlem  Hospital  Center,  an  assistant  at- 
tending obstetrician  and  gynecologist  at  Flower  and  Fifth 
Avenue  Hospitals,  and  an  assistant  obstetrician  and  gy- 
necologist at  Metropolitan  Hospital  Center.  Dr.  Bullard 
was  a Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  and  a member  of  the  American 
Geriatrics  Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Carp,  M.D.,  of  New  York  City,  died  on  March  14  at 
the  age  of  85.  Dr.  Carp  graduated  in  1915  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a consulting,  emeritus,  surgeon  at  Goldwater  Memorial 
Hospital  and  a consulting  surgeon  at  Nyack  Hospital.  Dr. 
Carp  was  a Diplomate  of  the  American  Board  of  Surgery, 
a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Geriatrics  Society,  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical  Society,  the 
New  York  Society  for  Thoracic  Surgery,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 


Matthew  J.  Coppola,  M.D.,  of  The  Bronx,  died  on  Feb- 
ruary 10  at  the  age  of  75.  Dr.  Coppola  graduated  in  1930 
from  the  University  of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons.  He  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

E.  Hoyt  DeKleine,  M.D.,  of  Buffalo  and  Snyder,  died  on 
February  25  at  the  age  of  69.  Dr.  DeKleine  graduated  in 
1934  from  the  University  of  Pennsylvania  School  of  Med- 
icine. He  was  a plastic  surgeon  at  Children’s  Hospital.  Dr. 
DeKleine  was  a Diplomate  of  the  American  Board  of 
Plastic  Surgery,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Society  of  Plastic 
and  Reconstructive  Surgery,  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Anthony  N.  Domonkos,  M.D.,  of  New  York  City,  died  on 
February  19  at  the  age  of  66.  Dr.  Domonkos  received  his 
medical  degree  from  the  University  of  Budapest  in  1939. 
He  was  an  attending  dermatologist  at  The  Presbyterian 
Hospital.  Dr.  Domonkos  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  American 
Dermatological  Association,  the  American  Academy  of 
Dermatology,  the  Society  for  Investigative  Dermatology, 
the  New  York  Academy  of  Medicine,  the  New  York  State 
Society  of  Dermatology,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Richard  Anthony  Downey,  M.D.,  of  Buffalo,  died  on 
March  7 at  the  age  of  73.  Dr.  Downey  graduated  in  1929 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a consulting  pediatrician  at  Children’s  Hospital.  Dr. 
Downey  was  a Diplomate  of  the  American  Board  of  Pedi- 
atrics and  a member  of  the  American  Academy  of  Pediat- 
rics, the  Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Moses  Henry  Edelman,  M.D.,  of  New  York  City,  died  on 
February  18  at  the  age  of  96.  Dr.  Edelman  graduated  in 
1906  from  Long  Island  College  Hospital.  He  was  a con- 
sulting pediatrician  at  Sydenham  Hospital.  Dr.  Edelman 
was  a Diplomate  of  the  American  Board  of  Pediatrics  and 
a member  of  the  American  Academy  of  Pediat  rics,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Emil  Endreny,  M.D.,  of  New  York  City  and  Pelham 
Manor,  died  on  March  25  at  the  age  of  80.  Dr.  Endreny 
received  his  medical  degree  from  the  University  of  Buda- 
pest in  1923.  He  was  a clinical  assistant  obstetrician  and 
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gynecologist  at  Bellevue  Hospital  and  an  emeritus  obste- 
trician and  gynecologist  at  Lenox  Hill  Hospital.  Dr.  En- 
dreny  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Wilfrid  H.  Ferguson,  M.D.,  of  Brockport,  died  on  Feb- 
ruary 18  at  the  age  of  69.  Dr.  Ferguson  graduated  in  1933 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
an  anesthesiologist  at  Lakeside  Memorial  Hospital.  Dr. 
Ferguson  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Lucile  C.  Flood,  M.D.,  of  Highland  Falls,  died  on  De- 
cember 18  at  the  age  of  90.  Dr.  Flood  graduated  in  1915 
from  Woman’s  Medical  College  of  Pennsylvania.  She  was 
a member  of  the  Orange  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Louis  Friedfeld,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 13  at  the  age  of  72.  Dr.  Friedfeld  graduated  in  1930 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a consultant  in  internal  medicine  at  Beth  Israel 
Medical  Center.  Dr.  Friedfeld  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
American  Geriatrics  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

James  F.  Gallo,  M.D.,  of  Herkimer,  died  on  March  16  at 
the  age  of  82.  Dr.  Gallo  graduated  in  1924  from  Harvard 
Medical  School.  He  was  a member  of  the  medical  staff  at 
Herkimer  Memorial  Hospital.  Dr.  Gallo  was  a member  of 
the  Academy  of  Medicine,  the  Herkimer  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Marta  Garret,  M.D.,  of  Brooklyn,  died  on  March  4 at  the 
age  of  62.  Dr.  Garret  received  her  medical  degree  from  the 
University  of  Cracow  in  1940.  She  was  an  attending  pa- 
thologist at  Downstate  University  Medical  Center.  Dr. 
Garret  was  a Diplomate  of  the  American  Board  of  Pa- 
thology (Pathologic  Anatomy),  a Fellow  of  the  College  of 
American  Pathologists,  and  a member  of  the  American 
Society  of  Clinical  Pathologists,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sidney  Leon  Gottlieb,  M.D.,  of  The  Bronx,  died  on  De- 
cember 22,  1977,  at  the  age  of  70.  Dr.  Gottlieb  graduated 
in  1933  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a clinical  assistant  physician  at  The 
Bronx-Lebanon  Hospital  Center  and  a physician  in  general 
practice  at  University  Heights  Hospital.  Dr.  Gottlieb  was 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Irving  Graef,  M.D.,  of  New  York  City,  died  on  April  5 at 
the  age  of  77.  Dr.  Graef  graduated  in  1926  from  Cornell 
University  Medical  College.  He  was  an  attending  physi- 


cian at  Bellevue  and  University  Hospitals  and  a consulting 
physician  at  Lenox  Hill  Hospital.  Dr.  Graef  was  a Diplo- 
mate of  the  American  Board  of  Pathology  (Pathologic 
Anatomy),  a Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  Society  lor  Experimental  Biology  and 
Medicine,  the  Endocrine  Society,  the  American  Association 
of  Pathologists  and  Bacteriologists,  the  New  York  Acad- 
emy of  Medicine,  the  Clinical  Society,  New  York  Diabetes 
Association,  the  New  York  Pathological  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Eric  Steel  Green,  M.I).,  of  Rush,  died  on  March  5 at  the 
age  of  87.  Dr.  Green  graduated  in  1915  from  George 
Washington  University  School  of  Medicine.  He  was  a 
member  of  the  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Marczel  Haas,  M.I).,  of  Montrose,  died  on  March  4 at  the 
age  of  78.  Dr.  Haas  received  his  medical  degree  from  the 
University  of  Vienna  in  1924.  He  was  a staff  member  on 
the  medical  service  at  the  Montrose  Veterans  Adminis- 
tration Hospital.  Dr.  Haas  was  a Fellow  of  the  Interna- 
tional College  of  Surgeons  and  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Lawrence  Page  Hawkes,  M.I).,  of  Pearl  River,  died  on 
March  30  at  the  age  of  67.  Dr.  Hawkes  graduated  in  1935 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  surgeon  at  Nyack  Hospital, 
Letchworth  Village,  Summit  Park  Hospital,  and  Rockland 
Psychiatric  Center,  and  an  attending  surgeon  at  Helen 
Hayes  Hospital.  Dr.  Hawkes  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Academy  of 
Medicine,  the  Rockland  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Reginald  Axford  Higgons,  M.D.,  of  Deerfield  Beach, 
Florida,  formerly  of  Port  Chester,  died  on  November  10  at 
the  age  of  77.  Dr.  Higgons  graduated  in  1925  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
was  a Diplomate  of  the  American  Board  of  Pediatrics  and 
a member  of  the  American  Academy  of  Pediatrics,  the  New 
York  Academy  of  Medicine,  the  Westchester  Academy  of 
Medicine,  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Y’olande  Holdereque  Huber,  M.D.,  of  New  York  City, 
died  on  July  15  at  the  age  of  88.  Dr.  Huber  graduated  in 
1927  from  Columbia  University  College  of  Physicians  and 
Surgeons.  She  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harry  G.  Jacobi,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 10  at  the  age  of  80.  Dr.  Jacobi  graduated  in  1921 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  physician  at  Lenox  Hill 
Hospital.  Dr.  Jacobi  was  a member  of  the  New  York 
Academy  of  Medicine,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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W.  Yerby  Jones,  M.D.,  of  Buffalo,  died  on  March  14  at  the 
age  of  78.  Dr.  Jones  graduated  in  1924  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an  attending 
ophthalmologist  at  Edward  J.  Meyer  Memorial  Hospital 
and  a consulting  ophthalmologist  at  Deaconess,  Emer- 
gency, and  Lafayette  General  Hospitals.  Dr.  Jones  was  a 
Diplomate  of  the  American  Board  of  Ophthalmology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Ophthalmology  and  Otolar- 
yngology, the  Buffalo  Academy  of  Medicine,  the  P]rie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

John  A.  Kelly,  P*f.D.,  of  New  York  City,  died  on  Maich  16 
at  the  age  of  76.  Dr.  Kelly  graduated  in  1927  from  the 
University  of  Toronto  Faculty  of  Medicine.  He  was  a se- 
nior attending  obstetrician  and  gynecologist  at  St.  Clare’s 
Hospital  and  Health  Center,  an  emeritus  member  of  the 
medical  staff  at  Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  director,  emeritus,  of  obstetrics  and  gynecology 
at  Misericordia  Hospital  Medical  Center,  and  a consulting 
obstetrician  and  gynecologist  at  Mount  Vernon  Hospital. 
Dr.  Kelly  was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American  Radium  So- 
ciety, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Victor  Alberto  Kessler,  M.D.,  of  Kings  Park,  died  on 
March  19  at  the  age  of  44.  Dr.  Kessler  received  his  medical 
degree  from  the  University  of  Buenos  Aires.  He  was  an 
attending  psychiatrist  at  Kings  Park  Psychiatric  Center. 
Dr.  Kessler  was  a member  of  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Horace  Kinnaman,  M.D.,  of  Greenville,  North 
Carolina,  formerly  of  Farmingdale,  died  on  April  6 at  the 
age  of  78.  Dr.  Kinnaman  graduated  in  1925  from  the 
University  of  Iowa  Medical  Department.  He  was  a con- 
sultant in  Public  Health  at  Nassau  Hospital,  a consulting 
pediatrician  at  Meadowbrook  Hospital,  and  a consulting 
physician  at  North  Shore  University  Hospital.  Dr.  Kin- 
naman was  a Diplomate  of  the  American  Board  of  Pre- 
ventive Medicine,  Inc.  (Public  Health),  a Fellow  of  the 
American  College  of  Preventive  Medicine,  and  a member 
of  the  Nassau  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Arnold  Koffler,  M.D.,  of  New  York  City,  died  on  March 
7 at  the  age  of  84.  Dr.  Koffler  graduated  in  1917  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
a consultant  in  medicine  at  Bellevue  Hospital.  Dr.  Koffler 
was  a member  of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Hans  Peter  Laqueur,  M.D.,  of  Waterbury,  Vermont, 
formerly  of  New  York  City,  died  on  March  15  at  the  age  of 
69.  Dr.  Laqueur  graduated  from  the  University  of  Am- 
sterdam in  1935. 

Emanuel  Lascarides,  M.D.,  of  Flushing,  died  on  March 
14  at  the  age  of  47.  Dr.  Lascarides  received  his  medical 


degree  from  the  University  of  Geneva  in  1961.  He  was  a 
staff  obstetrician  and  gynecologist  at  Booth  Memorial 
Medical  Center.  Dr.  Lascarides  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Solomon  Levine,  M.D.,  of  Brooklyn,  died  on  March  13  at 
the  age  of  89.  Dr.  Levine  graduated  in  1913  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Sidney  Licht,  M.D.,  of  Groton,  Massachusetts,  formerly 
of  New  York  City,  died  on  March  18  at  the  age  of  71.  Dr. 
Licht  graduated  in  1931  from  University  and  Bellevue 
Hospital  Medical  College. 

Frederick  J.  Loomis,  M.D.,  of  New  York  City,  died  on 
January  30  at  the  age  of  58.  Dr.  Loomis  graduated  in  1943 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a member  of  the  American  Psychiatric  Association,  the 
American  Academy  of  Psychoanalysis,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

John  J.  McCormack,  M.D.,  of  Massapequa,  died  on  De- 
cember 28  at  the  age  of  60.  Dr.  McCormack  graduated  in 
1951  from  New  York  Medical  College.  He  was  an  associate 
psychiatrist  at  Nassau  County  Medical  Center.  Dr. 
McCormack  was  a member  of  the  American  Psychiatric 
Association. 

Melchor  H.  Magbitang,  M.D.,  of  Troy,  died  on  February 
3 at  the  age  of  46.  Dr.  Magbitang  received  his  medical 
degree  from  the  University  of  the  Philippines  in  1956.  He 
was  chief  of  and  an  associate  in  physical  medicine  and  re- 
habilitation at  Samaritan  Hospital  and  a consultant  in 
physical  medicine  and  rehabilitation  at  The  Leonard  and 
Cohoes  Memorial  Hospitals.  Dr.  Magbitang  was  a Dip- 
lomate of  the  American  Board  of  Physical  Medicine  and 
Rehabilitation  and  a member  of  the  Rensselaer  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Elmer  Milch,  M.D.,  of  Buffalo,  died  on  March  20  at  the 
age  of  69.  Dr.  Milch  graduated  in  1933  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  a consulting  sur- 
geon at  Buffalo  General  Hospital  and  Roswell  Park  Me- 
morial Institute.  Dr.  Milch  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American  Gas- 
tro-Enterological  Association,  the  Buffalo  Academy  of 
Medicine,  the  New  York  State  Society  for  Medical  Re- 
search, the  Erie  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Patchin  Oderr,  M.D.,  of  New  York  City  and 
Westfield,  New  Jersey,  died  on  January  28, 1978,  at  the  age 
of  69.  Dr.  Oderr  graduated  in  1933  from  Washington 
University  School  of  Medicine. 
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Alvin  Howard  Polatin,  M.D.,  of  New  York  City,  died  on 
February  3 at  the  age  of  55.  Dr.  Polatin  graduated  in  1948 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  associate  psychiatrist  at  The  Pres- 
byterian Hospital  and  at  the  New  York  State  Psychiatric 
Institute.  Dr.  Polatin  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association,  the 
American  Academy  of  Psychoanalysis,  the  American 
Psychoanalytic  Association,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Walter  Felix  Rosenberg,  M.D.,  of  Chevy  Chase,  Mary- 
land, formerly  of  Hempstead,  died  on  March  5 at  the  age 
of  82.  Dr.  Rosenberg  received  his  medical  degree  from  the 
University  of  Heidelberg  in  1923.  He  was  a Diplomate  of 
the  American  Board  of  Dermatology,  Inc.,  and  a member 
of  the  American  Academy  of  Dermatology,  the  Nassau 
Academy  of  Medicine,  the  Nassau  C ounty  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Anthony  Jerome  Rossi,  M.D.,  of  The  Bronx,  died  on 
January  1 at  the  age  of  77.  Dr.  Rossi  graduated  in  1932 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  an  attending  urologist  at  Westchester  Square 
Hospital  and  an  active  consulting  urologist  at  Pelham  Bay 
General  Hospital.  Dr.  Rossi  was  a Fellow  of  the  Interna- 
tional College  of  Surgeons  and  a member  of  the  American 
Urological  Association,  the  American  Geriatrics  Society, 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Raffaele  A.  Santini,  M.D.,  of  Yonkers,  died  on  January 
16  at  the  age  of  54.  Dr.  Santini  received  his  medical  degree 
from  the  University  of  Rome  in  1950.  He  was  chief  and  an 
attending  surgeon  at  Yonkers  General  Hospital  and  di- 
rector of  surgery  at  St.  Joseph's  Hospital.  Dr.  Santini  was 
a Diplomate  of  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of  the 
Pan  American  Medical  Association,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

John  Henry  Scharf,  M.D.,  of  New  York  City  and  Flush- 
ing, died  on  February  26  at  the  age  of  78.  Dr.  Scharf 
graduated  in  1925  from  Long  Island  College  Hospital.  He 
was  an  attending  neuropsychiatrist  at  Manhattan  Eye,  Ear 
and  Throat  Hospital.  Dr.  Scharf  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  American  Academy  of  Neurology,  the 
American  Psychiatric  Association,  the  Association  for 
Research  in  Nervous  and  Mental  Disease,  the  New  York 
Neurological  Society,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 


the  American  Medical  Association. 

Isaac  Schlam,  M.D.,  of  Lindenhurst,  died  on  March  21 
at  the  age  of  68.  Dr.  Schlam  received  his  medical  degree 
from  the  University  of  Vienna  in  1935.  He  was  a member 
of  the  American  Geriatrics  Society,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Fedor  L.  Senger,  M.D.,  of  Lloyd  Harbor  and  Huntington, 
died  on  April  6,  1978,  at  the  age  of  88.  Dr.  Senger  gradu- 
ated in  1912  from  Long  Island  College  Hospital.  He  was 
a Diplomate  of  the  American  Board  of  Urology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of  the 
American  Association  of  Genito-Urinary  Surgeons,  the 
American  Urological  Association,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Jacob  Sirkin,  M.D.,  of  Newark,  died  on  March  1 1 at  the 
age  of  68.  Dr.  Sirkin  graduated  in  1934  from  Syracuse 
University  College  of  Medicine.  He  was  an  associate 
psychiatrist  at  Clifton  Springs  Hospital  and  Clinic,  a 
consulting  psychiatrist  at  Newark-Wayne  Community 
Hospital,  Inc.,  a consulting  member  of  the  medical  staff  at 
Geneva  General  Hospital,  and  a consulting  psychiatrist  at 
t he  Frederick  Ferris  Thompson  Hospital.  Dr.  Sirkin  was 
a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  and  a member  of  the  American  Psychiatric 
Association,  the  Wayne  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Otto  Sommer,  M.D.,  of  Mount  Vernon,  died  on  February 
24  at  the  age  of  83.  Dr.  Sommer  received  his  medical  de- 
gree from  the  University  of  Munich  in  1920.  He  was  a 
member  of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Albert  North  Stevenson,  Jr.,  M.D.,  formerly  of  Port 
Washington,  died  on  February  25  at  the  age  of  73.  Dr. 
Stevenson  graduated  in  1932  from  Cornell  University 
Medical  College. 

Louis  John  Tedesco,  M.D.,  of  Garden  City,  died  on 
March  14  at  the  age  of  62.  Dr.  Tedesco  graduated  in  1941 
from  New  York  Medical  College.  He  was  a member  of  the 
Nassau  Academy  of  Medicine,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harry  S.  Weiss,  M.D.,  of  New  York  City,  died  on  February 
2 at  the  age  of  87.  Dr.  Weiss  received  his  medical  degree 
from  the  University  of  Bonn  in  1919.  He  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Lifesaving  Partnership... 
Against  Cancer  Quackery 


The  anguish  associated  with  cancer  is  compoanded 
by  the  cancer  quack.  False  hopes— harmful  delays— 
devastating  expenses— deceptive  diagnoses— loss  of 
life— these  are  hazards  facing  the  cancer  patient 
desperate  enough  to  seek  a cancer  quack. 

The  problem : how  to  divert  the  patient 
from  this  tragic  encounter. 

As  medical  guide,  family  counselor,  trusted 
friend— you,  doctor,  play  a major  role  in  the 
fight  against  cancer  quackery. 

We  are  here  to  serve  as  your  partner. 

Our  National  Office  maintains  an  up-to-date  central 
clearinghouse  for  materials  on  unproven  methods  of 
cancer  diagnosis  and  treatment.  This  is  a unique  operation 
and  the  principal  source  of  such  information  in  the 
country.  Its  services  are  widely  used.  Hundreds  of 
inquiries  are  received  and  answered  from  all 
segments  of  the  community,  from  coast  to  coast. 

To  trigger  grass-roots  action,  we  have 
formulated  a model  State  Cancer  Remedy 
Act  designed  to  control  the  promotion  and 
sale  of  unproven  methods  of  cancer 
management.  This  has  helped  to  inspire 
some  20  states  to  enact  or  consider 
legislation  against  cancer  quackery— with 
active  support  from  the  medical 
community.  Copies  of  the  model  act,  as 
well  as  copies  of  laws  in  effect,  are  available 
through  our  National  and  Division  offices. 

In  these  actions  against  cancer  quackery, 
as  in  all  our  efforts  against  cancer,  ours 
is  a lifesaving  partnership. 

American  Cancer  Society 

New  York  State  Division,  Inc. 

6725  Lyons  St.,  P.O.  Box  7 
East  Syracuse,  N.Y.  13057 
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Neoplastic  Nature  (Bashey  and  Nochumson),  29 
Cardiology,  pediatric,  referral  patterns  in,  1015 
Cardiology:  transesophageal  echocardiography;  for  assessing 
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ventricular  performance,  19 

Cardioplegia:  aortic  valve  replacement,  apparent  superiority  of 
potassium  plus  hypothermia  arrest  over  hypothermia  arrest 
alone,  196 

Carotid  aneurysms,  cervical;  part  I [Recent  Advances  in  Medicine 
and  Surgery],  892 

Carotid  aneurysms,  cervical;  part  11  [Recent  Advances  in  Medicine 
and  Surgery],  1042 

Carotid  endarterectomy,  panoperative  safeguards  for;  part  I 
[Recent  Advances  in  Medicine  and  Surgery),  54 
Carotid  endarterectomy,  panoperative  safeguards  for;  part  II 
[Recent  Advances  in  Medicine  and  Surgery],  217 
Cartes  de  visite:  early  medical  photography  in  America  (1839- 
1883)  [History  of  Medicine],  788 
Catheter:  Teflon  pacemaker  introducer  embolization;  technique 
of  successful  retrieval,  925 

Catheterization,  subclavian  vein;  part  I (Recent  Advances  in 
Medicine  and  Surgery],  346 

Catheterization,  subclavian  vein;  part  II  | Recent  Advances  in 
Medicine  and  Surgery],  732 

Cell-mediated  immunity:  lymphocyte  functions  in  cancer  [Im- 
munologically-Activated  Processes  in  Cell  Killing  and  Cancer] 
(Symposium),  856 

Cells:  therapy  of  acute  nonlymphocytic  leukemia;  II.  biologic 
characteristics  and  prediction  of  response,  885 
Cellular  lysis,  complement-mediated  factors  in  [Immunologi- 
cally- Act  ivated  Processes  in  Cell  Killing  and  Cancer]  (Sympo- 
sium), 854 

Central  Nervous  System  Infections;  Etiologic  and  Epidemiologic 
Observations  in  New  York  State,  1976-1977  (Deibel  and  Flan- 
agan), 689 

Cerebrovascular  insufficiency:  panoperative  safeguards  for  ca- 
rotid endarterectomy;  part  I |Recent  Advances  in  Medicine  and 
Surgery],  54 

Cervical  Carotid  Aneurysms;  Part  I (Schechter)  [Recent  Advances 
in  Medicine  and  Surgery],  892 

Cervical  Carotid  Aneurysms;  Part  II  (Schechter)  |Recent  Ad- 
vances in  Medicine  and  Surgery],  1042 
Cervical  infection:  herpes  simplex  virus  infections,  179 
Charles  Dickens  (1757-1827),  novelist,  William  Blake  ( 1757-1827), 
poet,  and;  defenders  of  human  welfare  (History  of  Medicine], 
112 

Charlotte  Bronte;  death  of  elderly  primigravida  in  early  pregnancy 
(History  of  Medicine],  796 
Chemotherapy- 

acute  myeloblastic  leukemia  with  polycythemia  vera;  treated 
with  busulfan  and  phlebotomy,  758 
soft-tissue  sarcoma;  trends  in  treatment,  328 
therapy  of  acute  nonlymphocytic  leukemia;  I.  clinical  aspects, 
879 

therapy  of  acute  nonlymphocytic  leukemia;  II.  biologic  char- 
acteristics and  prediction  of  response,  885 
Chest  pain 

prolapsed  mitral  valve  syndrome  [What's  New  in  Specialties?], 
238 

serum  enzyme  levels  after  traumatic  orthopedic  fractures, 
868 

Chiba  needle:  percutaneous  transhepatic  cholangiography  and 
“skinny”  needle;  tentative  appraisal,  204 
Child  Health  Assurance  Program;  Study  in  Duplication  and 
Fragmentation  (Falvo  and  Flanigan),  721 
Children,  infants  and,  gonococcal  infections  in;  medical  and  epi- 
demiologic considerations  [Sexually  Transmitted  Diseases], 
1063 

Children’s  stomachs,  foreign  body  in,  application  in  removal  of; 

pediatric  fiberoptic  instruments,  384 
Chiropractors,  AMA  surrenders  to,  782 

Chlamydia  trachomatis:  nongonococcal  urethritis  [Sexually 

Transmitted  Diseases],  904 
Chlorpromazine 

mental  retardation;  behavior  problems  and  psychotropic  drugs, 
709 

questions  and  answers  [Drug  Information],  77 
Cholangiography,  percutaneous  transhepatic,  and  “skinny”  nee- 


dle; tentative  appraisal,  204 
Cholecystitis,  acute;  with  situs  inversus,  253 
Cholestatic  jaundice:  erythromycin  estolate-induced  hepatitis; 
ultrastructural  study  of  liver,  87 

Chondroblastic  osteosarcoma:  calcified  thigh  mass  [Correlation 
Conferences  in  Radiology  and  Pathology],  354 
Chromosome:  trisomy  21  Down’s  syndrome;  in  three  siblings, 
929 

Chronic  Lymphocytic  Leukemia  Terminating  in  Acute  Leukemia 
(Zarrabi,  Rosner,  Grunwald,  and  Levy),  1072 
Chronic  Obstructive  Pulmonary  Disease  (Williams),  919 
Chronic  Use  of  Anticoagulants;  Psychosocial  Adaptation  (Griffith 
and  Hero),  90 

Chylothorax:  pulmonary  retroperitoneal  lymphangiomyomatosis; 

clinical  and  radiographic  features,  250 
Ciguatera  Fish  Poisoning  (Gelb  and  Mildvan),  1080 
Circulating  histiocytes,  splenic  rupture  in  infectious  mononucle- 
osis with,  96 

Cirrhosis:  L-dopa  and  hepatic  encephalopathy,  364 
City,  inner,  adolescents,  immunity  among;  rubella  and  measles, 
37 

Claudication:  vitamin  E [Contemporary  Nutrition],  418 
Cleft  lip:  cleft  palate  patient;  otologic  management,  333 
Cleft  Palate  Patient;  Otologic  Management  (Mattucci),  333 
Clinic:  child  health  assurance  program;  study  in  duplication  and 
fragmentation,  721 

Clinic  project,  demonstration  satellite,  community  approach  to 
delivery  by;  genetic  health  care,  199 
Clinical  and  radiographic  features;  pulmonary  and  retroperitoneal 
lymphangiomyomatosis,  250 

Clinical  aspects,  I.;  therapy  of  acute  nonlymphocytic  leukemia, 
879 

Clinical  Assistant  in  Private  Psychiatry;  Alternative  for  New  York 
(Morphy  and  Platman),  716 
Clinical  Clues  (Series),  16,  21,  24,  36,  65,  74,  76,  100,  106 
Clinical  Pharmacology  of  Vasodilators  (Lowenthal)  [Hyperten- 
sion: Current  Concepts],  66 

Clinical  year  of  training  (“Fifth  Pathway”),  supervised,  six  years’ 
experience  with;  Americans  studying  medicine  abroad,  774 
Clostridium  perfringens:  food-borne  disease  I [Contemporary 
Nutrition],  146 

Cold  injuries:  first  aid  for  school  athletic  emergencies  [School 
Health],  1058 

Collodion:  early  medical  photography  in  America  (1839-1883) 
[History  of  Medicine],  788 

Colonic  obstruction,  uremia  presenting;  uremic  ileus,  248 
Colorectal  carcinomas,  multiple;  management  and  biologic  con- 
siderations, 1088 

Coma:  L-dopa  and  hepatic  encephalopathy,  364 
Communication  of  Coronary  Sinus  with  Left  Atrium  (Sutton, 
Miranda,  Sherman,  and  Rosenberg).  1077 
Commuqjty  approach  to  delivery  by  demonstration  satellite  clinic 
project;  genetic  health  care,  199 

Community  hospital,  experience  at  a;  lumbar  spinal  stenosis, 
872 

Competence,  physician;  to  maintain  or  to  regulate?  [Medical 
Discipline:  Dealing  with  Physicians  Who  Are  Unscrupulous, 
Disabled,  and/or  Incompetent]  (Symposium),  1032 
Competence,  physician;  what  is  the  problem?  what  are  the  an- 
swers? [Medical  Discipline:  Dealing  with  Physicians  Who  Are 
Unscrupulous,  Disabled,  and/or  Incompetent]  Symposium), 
1028 

Complement-Mediated  Factors  in  Cellular  Lysis  (Polley)  [Im- 
munologically-Activated  Processes  in  Cell  Killing  and  Cancer] 
(Symposium),  854 

Conduct,  unprofessional,  defining  rules  of  the  Board  of  Regents 
State  of  New  York;  October  1978  amendments,  264 
Congenital  abnormalities:  fluid  therapy  in  pediatric  urologic 

surgery,  34 

Congenital  anomalies:  mitral  valve  duplication  associated  with 
membranous  septum  aneurysm;  emhryogenesis  of  atrioven 
tricular  valve  duplication,  260 

Congestive  heart  failure:  questions  and  answers  [Drug  Infor- 
mation], 77 
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Conjunctivitis:  gonococcal  infections  in  infants  and  children; 
medical  and  epidemiologic  considerations  [Sexually  Trans- 
mitted Diseases],  1063 

Contemporary  Nutrition  (Series),  146,  278,  418,  806,  962,  1142 
Continuing  Medical  Education  (Nordlicht),  931 
Continuing  medical  education:  physician  competence;  to  main- 
tain or  to  regulate?  [Medical  Discipline:  Dealing  with  Physi- 
cians Who  Are  Unscrupulous,  Disabled,  and/or  Incompetent] 
(Symposium),  1032 

Contraceptives,  oral,  association  with;  primary  malignant  liver 
tumors,  321 

Contusions:  first  aid  for  school  athletic  emergencies  [School 

Health],  1058 

Coronary  care:  thromboembolic  aspects  of  myocardial  infarction, 
317 

Coronary  perfusion:  aortic  valve  replacement;  apparent  superi- 
ority of  potassium  plus  hypothermia  arrest  over  hypothermia 
arrest  alone,  196 

Coronary  sinus  with  left  atrium,  communication  of,  1077 
Correlation  Conferences  in  Radiologv  and  Pathology  (Series),  354, 
1053 

Corticosteroids,  intra-articular,  repeated,  Candida  arthritis  sec- 
ondary to,  392 

Cranberry  juice:  questions  and  answers  [Drug  Information), 

77 

Craniofacial  resection,  treatment  by  combined;  esthesioneuro- 
blastoma,  84 

Cushing’s  syndrome:  endocrinology  [What’s  New  in  Specialties?], 
357 

Cyst:  subdural  empyema  secondary  to  ventriculo-peritoneal 
shunt,  375 

Cytogenics:  trisomv  21  Down’s  syndrome;  in  three  siblings, 

929 

Cvtophilic  Antibody  and  Cancer  Therapy;  Review  and  Postulate 
(Berken),  849 

Cytosine  arabinoside:  therapy  of  acute  nonlymphocytic  leukemia; 
I.  clinical  aspects,  879 

da  Vinci,  Leonardo,  urogenital  drawings  bv  [History  of  Medicine], 
402 

Daguerreotype:  early  medical  photography  in  America  (1839- 
1883)  [History  of  Medicine),  788 
Daunorubicin:  therapy  of  acute  nonlymphocytic  leukemia;  I. 
clinical  aspects,  879 

Death  of  Elderly  Primigravida  in  Early  Pregnancy;  Charlotte 
Bronte  (Fitzgerald)  [History  of  Medicine],  796 
Deaths,  maternal,  due  to  rupture  of  uterus  [Maternal  Mortality 
Study]  (Symposium),  46 

Deep  Soft-Tissue  Hemangioma  of  Infancy;  Kasabach-Merritt 
Syndrome  (Wind  and  Pillari),  373 
Defenders  of  Human  Welfare'  William  Blake  (1757-1827),  Poet, 
and  Charles  Dickens  (1812  1870),  Novelist  (Bloch)  [History  of 
Medicine),  1 12 
Depression 

chronic  use  of  anticoagulants;  psychosocial  adaptation,  90 
sexual  problems  of  geriatric  patient  [Geriatrics],  752 
Dextrocardia:  acute  cholecystitis;  with  situs  inversus,  253 
I liabetes  mellitus 

sexual  problems  of  geriatric  patient  [Geriat  rics],  752 
vascular  problems  [Rehabilit  ation  and  Treatment  of  Diabetic 
Foot]  (Symposium),  190 

Diabetic  control,  measure  of,  hemoglobin  Aic  as  | What’s  New  in 
Specialties?],  63 

Diabetic  lower  extremity,  neurologic  problems  of  [Rehabilitation 
and  Treatment  of  Diabetic  Foot]  (Symposium),  188 
Diarrhea:  questions  and  answers  [Drug  Information],  77 
Diazoxide:  clinical  pharmacology  of  vasodilators  [Hypertension: 
Current  Concepts],  66 

Dickens,  Charles'  (1812  1870),  novelist,  William  Blake  (1757- 
1827),  poet,  and;  defenders  of  human  welfare  | History  of 
Medicine|,  1 1 2 

Diet:  anorexia  nervosa  [Contemporary  Nutrition],  962 
Dietary  allowances,  recommended,  uses  and  misuses  of  [Con- 
temporary Nutrition],  806 


Dilator,  esophageal;  improved  screw  type,  25 
Disabled  Physician;  Rehabilitation  versus  Punishment  (Block) 
[Medical  Discipline:  Dealing  with  Physicians  Who  Are  Un- 
scrupulous, Disabled,  and/or  Incompetent]  (Symposium), 
1025 

Disease,  food-borne,  I [Contemporary  Nutrition],  146 
Disturbed  behavior:  mental  retardation;  behavior  problems  and 
psychotropic  drugs,  709 

Diuretics:  questions  and  answers  [Drug  Information],  77 
Dobutamine:  questions  and  answers  [Drug  Information],  77 
Doctor  Blank,  the  secret  life  of,  933 

Dopamine:  questions  and  answers  [Drug  Information],  77 
Down’s  syndrome,  trisomy  21;  in  three  siblings,  929 
Doxycycline:  questions  and  answers  [Drug  Information],  77 
Draper,  John  William:  early  medical  photography  in  America 
(1839-1883);  II.  physicians  and  early  photography  [History 
of  Medicine],  943 

Drawings,  urogenital,  by  Leonardo  da  Vinci  [History  of  Medicine], 
402 

Drug  dependency:  disabled  physician;  rehabilitation  versus 

punishment  [Medical  Discipline:  Dealing  with  Physicians  W’ho 
Are  Unscrupulous,  Disabled,  and/or  Incompetent]  (Sympo- 
sium), 1025 

Drqg  eruption,  fixed-,  localized  bullous  pemphigoid  resembling, 
1085 

Drug  Information  (Series),  77 

Drugs,  psychotropic,  behavior  problems  and;  mental  retardation, 
709 

Dry-plate  process:  early  medical  photography  in  America 

(1839-1883)  [History  of  Medicine],  788 
“Dying  with  dignity,”  problem  of,  101 
Dyskinesia,  tardive,  193 

Dystrophy:  vitamin  E [Contemporary  Nutrition],  418 

E,  vitamin  [Contemporary  Nutrition],  418 
Ear:  cleft  palate  patient;  otologic  management,  333 
Early  Medical  Photography  in  America  (1839-1883)  (Burns) 
(History  of  Medicine],  788 

Early  Medical  Photography  in  America  (1839-1883);  II.  Physi- 
cians and  Earlv  Photography  (Burns)  [History  of  Medicine], 

943 

Echocardiography,  transesophageal;  for  assessing  ventricular 
performance,  19 

Eclampsia:  annual  report;  1970-1976  [Maternal  Mortality  Study] 
(Symposium),  39 

Education:  Americans  studying  medicine  abroad;  six  years’  ex- 
perience with  supervised  clinical  year  of  training  (“Fifth 
Pathway”),  774 

Education,  continuing  medical,  931 

Effects  of  Stress  on  the  Police  Officer  and  Family  (Nordlicht), 
400 

Ejaculation,  inhibition  of,  at  orgasm,  725 
Elderly,  mitral  and  aortic  valvular  disease  in,  378 
Elderly  primigravida,  death  of,  in  early  pregnancy;  Charlotte 
Bronte  (History  of  Medicine],  796 
Electrocardiogram:  serum  enzyme  levels  after  traumatic  ortho- 
pedic fractures,  868 

Electrocardiograms  of  the  Month  (Series),  75,  239,  361, 747,  911, 
1067 

Electrolyte  disturbances:  uremic  ileus;  uremia  presenting  colonic 
obstruction,  248 

Electrolyte:  fluid  therapy  in  pediatric  urologie  surgery,  34 
Electromyography:  neurogenic  bladder;  reversal  by  stimulation 
of  thoracic  spinal  cord,  255 
Embolism 

annual  report;  1970-1976  [Maternal  Mortality  Study]  (Sym- 
posium), 39 

subclavian  vein  catheterization;  part  I [Recent  Advances  in 
Medicine  and  Surgery],  346 

Embolization,  Teflon  pacemaker  introducer;  technique  of  suc- 
cessful retrieval,  925 

Embryogenesis  of  atrioventricular  valve  duplication;  mitral  valve 
duplication  associated  with  membranous  septum  aneurysm, 
260 
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Emergencies,  school  athletic,  first  aid  for  [School  Health],  1058 
Empyema,  subdural,  secondary  to  ventriculo-peritoneal  shunt, 
375 

Encephalitides,  arthropod -borne  viral;  illusion  or  reality  in  Suffolk 
County?  [Public  Health  News],  902 
Encephalopathy,  hepatic,  L-dopa  and,  364 
Endarterectomy,  carotid,  panoperative  safeguards  for;  part  I 
[Recent  Advances  in  Medicine  and  Surgery),  54 
Endarterectomy,  carotid,  panoperative  safeguards  for;  part  II 
[Recent  Advances  in  Medicine  and  Surgery],  217 
Endocarditis:  medical  indices  of  narcotics  addiction;  rise  and  fall 
in  New  York  City,  1963-1977,  727 
Endocrinology  (Hollis)  (What’s  New  in  Specialties?],  357 
Endometriosis  with.  Ureteric  Involvement;  Preoperative  Sono- 
graphic Evaluation  (Dallemand,  Kutcher,  McPherson, 
Schneider,  and  Farman),  382 

Endoscopy:  pediatric  fiberoptic  instruments;  application  in  re- 
moval of  foreign  body  in  children's  stomachs,  384 
Enterovirus:  central  nervous  system  infections;  etiologic  and 
epidemiologic  observations,  1976  1977,  689 
Enzyme  levels,  serum,  after  traumatic  orthopedic  fractures,  868 
Epidemiologic  and  clinical  features;  Rocky  Mountain  spotted  fever 
[Public  Health  News],  64 

Epidemiologic  Approach  to  Control  of  Sexually  Transmitted 
Disease  (Felman  and  Nikitas)  (Sexually  Transmitted  Disease], 
745 

Epidemiologic  considerations,  medical  and;  gonococcal  infections 
in  infants  and  children  [Sexually  Transmitted  Diseases), 
1063 

Epidemiologic,  etiologic  and,  observations  in  New  York  State, 
1976-1977;  central  nervous  system  infections,  689 
Epidemiology:  herpes  simplex  virus  infections,  179 
Eruption,  fixed-drug,  localized  bullous  pemphigoid  resembling, 
1085 

Erythrocyte:  G-6-PD  deficiency  and  hyperbilirubinemia;  in  black 
American  full-term  infants,  22 

Erythrocytes:  raised  oxygen  tension  in  mice;  effect  of  prolonged 
exposure  on  hemopoietic  system,  1010 
Erythromycin  Estolate-Induced  Hepatitis;  Ultrastructural  Study 
of  Liver  (Gafter,  Mandel,  Weiss,  and  Djaldetti),  87 
Esophageal  Dilator;  Improved  Screw’  Type  (Ciaglia  and  Ent- 
whistle),  25 

Esthesioneuroblastoma;  Treatment  by  Combined  Craniofacial 
Resection  (Shah  and  Galicich).  84 
Estolate-,  erythromycin,  induced  hepatitis;  ultrastructural  study 
of  liver,  87 

Estramustine;  Metabolic  Pattern  and  Possible  Mechanisms  for 
its  Action  in  Prostate  Cancer  ( Kadohama,  Kirdani,  Madajewicz, 
Murphy,  and  Sandberg),  1005 

Ethanol:  alcohol-nutrition  interaction  (Contemporary  Nutrition], 
1142 

Ethmoid  mucosa:  esthesioneuroblastoma;  treatment  by  com- 
bined craniofacial  resection,  84 

Etiologic  and  epidemiologic  observations  in  New  York  State, 
1976-1977;  central  nervous  system  infections,  689 
Euthanasia:  problem  of  “dying  with  dignity,”  101 
Extremity,  lower,  diabetic,  neurologic  problems  of  [Rehabilitation 
and  Treatment  of  Diabetic  Foot]  (Symposium),  188 
Eye  discharges:  gonococcal  infections  in  infants  and  children; 
medical  and  epidemiologic  considerations  [Sexually  Trans- 
mitted Diseases],  1063 

Eye:  ocular  melanocytosis  and  malignant  melanoma,  916 
Eye  trauma:  first  aid  for  school  athletic  emergencies  [School 
Health],  1058 

False  Aneurysm  of  Ascending  Aorta  (Hines,  Epstein,  and  Moh- 
tashemi),  388 

Family,  police  officer  and,  effects  of  stress  on  the,  400 
Fats;  vitamin  E [Contemporary  Nutrition],  418 
Femur:  calcified  thigh  mass  [Correlation  Conferences  in  Radi- 
ology and  Pathology],  354 
Fertility 

maternal  mortality  study;  teenage  pregnancy  and  maternal 
mortality  in  New  York  State,  226 


North  American  Indian  rock  art;  medical  connotations  [History 
of  Medicine|,  1094 

Fetal  death:  maternal  mortality  study;  teenage  pregnancy  and 
maternal  mortality  in  New  York  State,  226 
Fetus:  acardius  myelacephalus;  two  monsters  in  triplet  preg- 
nancy, 245 

Fever:  mucocutaneous  lymph-node  syndrome  in  New  York  State, 
1082 

Fever,  Rocky  Mountain  spotted;  epidemiologic  and  clinical  fea- 
tures [Public  Health  News|,  64 

Fiberoptic  instruments,  pediatric;  application  in  removal  of  foreign 
body  in  children’s  stomachs,  384 
Fibrils,  amyloid,  in  urinary  sediment;  heroin  addiction  with  renal 
amyloidosis,  768 

("Filth  Pathway”),  six  years’  experience  with  supervised  clinical 
year  of  training;  Americans  studying  medicine  abroad,  774 
Fingers:  North  American  Indian  rock  art;  medical  connotations 
|History  of  Medicine],  1094 

First  Aid  for  School  Athletic  Emergencies  (Greensher,  Mofenson, 
and  Merlis)  [School  Health),  1058 
Fish  poisoning,  ciguatera,  1080 

Fistula,  arteriovenous,  spontaneous,  with;  acute  renal  failure, 
913 

Flavius  Josephus;  Suicide  and  Transition  (Hankoff)  [Medical  Arts 
and  Letters],  937 

Fluid  Therapy  in  Pediatric  Urologic  Surgery  (Drago  and  Drago), 
34 

Food  intoxication:  food-borne  disease  I [Contemporary  Nutri- 
tion], 146 
Food  poisoning 

food-borne  disease  I (Contemporary  Nutrition],  146 
foodborne  infections;  extensive,  underestimated,  poorly  re- 
ported public  health  problem  [Public  Health  News],  359 
Food  Horne  Disease  I (Zottola)  [Contemporary  Nutrition),  146 
Foodborne  Infections;  Extensive,  Underestimated,  Poorly  Re- 
ported Public  Health  Problem  (Public  Health  News),  359 
Foot 

neurologic  problems  of  diabetic  lower  extremity  [Rehabilitation 
and  Treatment  of  Diabetic  Foot]  (Symposium),  188 
vascular  problems  [Rehabilitation  and  Treatment  of  Diabetic 
Foot]  (Symposium),  190 

Foreign  body  in  children’s  stomachs,  application  in  removal  of; 

pediatric  fiberoptic  instruments,  384 
Foreign  medical  schools:  Americans  studying  medicine  abroad; 
six  years’  experience  with  supervised  clinical  year  of  training 
(“Fifth  Pathway”),  774 

Fractures:  first  aid  for  school  athletic  emergencies  [School 

Health],  1058 

Fractures,  traumatic  orthopedic,  serum  enzyme  levels  after,  868 
Frontier  Genetics;  Model  for  Providing  Genetic  Services  in  Urban 
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Granulocyte:  therapy  of  acute  nonlymphocytic  leukemia;  I. 

clinical  aspects,  879 

Guidelines  for  Individual  Hospitals  and  Medical  Staffs;  Deter- 
mination of  Medical  Staff  Membership  and  Hospital  Privileges 
(Medical  Society  of  the  State  of  New  York  and  Hospital  Asso- 
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connotations  [History  of  Medicine],  1094 
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Infants,  black  American  full-term,  in;  G-6-PD  deficiency  and 
hyperbilirubinemia,  22 
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Infections,  gonococcal,  in  infants  and  children;  medical  and  epi- 
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part  I |Recent  Advances  in  Medicine  and  Surgery],  54 
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tion, 1085 

Leonardo  da  Vinci,  urogenital  drawings  by  [History  of  Medicine], 
402 
Lesion 

atypical  appendiceal  carcinoid,  98 
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Mortality  in  New  York  State  (McLean,  Mattison,  Cochrane, 
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miologic observations  in  New  York  State,  1976  1977,  689 
Measles,  rubella  and;  immunity  among  inner  city  adolescents, 
37 

Mediastinum:  subclavian  vein  catheterization;  part  II  [Recent 


Advances  in  Medicine  and  Surgery],  732 
Medicaid:  child  health  assurance  program;  study  in  duplication 
and  fragmentation,  721 
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Current  Concepts],  66 
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Cope’s  Early  Diagnosis  of  the  Acute  Abdomen.  Fif- 
teenth edition.  Revised  by  William  Silen,  M.D.  New 
York,  Oxford  University  Press,  1979.  Illustrated,  280 
pages.  Cloth,  $13.95.  Paper,  $6.95. 

A revised  and  updated  edition  of  the  classical  work. 

FAMILY  PRACTICE 

Psychiatry  for  the  Primary  Care  Physician.  Edited 
by  Arthur  M.  Freeman,  III,  M.D.,  Robert  L.  Sack,  M.D., 
and  Philip  A.  Berger,  M.D.  Baltimore,  Md.,  The  Williams 
& Wilkins  Company,  1979.  Soft  cover,  422  pages.  Price, 
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Contemporary  psychiatric  approach  to  clinical  problems 
in  general  practice. 
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winning  author. 
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trated, 309  pages.  Hardcover,  $1 1 .95. 

Post  mortem  of  the  trial  of  Dr.  Mario  Jascalevich. 

PROSTATIC  NEOPLASM 

Prostatic  Cancer.  Edited  by  Gerald  P.  Murphy,  M.D. 
Littleton,  Massachusetts,  PSG  Publishing  Company,  Inc., 
1979.  Illustrated,  238  pages.  Hardcover,  $25. 

A comprehensive  presentation  of  tjie  most  current 
management  techniques. 
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Hospital-Associated  Infections.)  New  York,  Marcel 
Dekker,  Inc.,  1979.  Illustrated,  263  pages.  Hardcover, 
$32.75. 

A comprehensive  account  of  this  area  of  infection  con- 
trol, for  the  hospital  personnel. 


TOMOGRAPHY,  COMPUTERIZED  AXIAL 

Data  Supplement/Computerized  Tomography  in 
Clinical  Medicine.  By  Patricia  Davison  Laffey,  M.D., 
Wilbur  W.  Oaks,  M.D.,  F.A.C.P.,  R.  Kumar  Swami,  M.D., 
et  al.  Philadelphia,  Penna.,  Medical  Directions,  Inc.,  1978. 
Hardcover,  57  pages.  Price,  $16. 

Clinical  criteria  for  “need”  for  a CT  brain  scan. 


HISTORY  OF  MEDICINE 

Medicine.  An  Illustrated  History.  By  Albert  S.  Lyons, 
M.D.,  F.A.C.S.,  and  R.  Joseph  Petrucelli,  II,  M.D.  New 
York,  Harry  N.  Abrams,  Inc.,  Publishers,  1978.  Illus- 
trated, 616  pages.  Cloth,  $75. 

A magnificent  volume  of  the  story  of  human  achieve- 
ment in  the  healing  arts,  through  words  and  pictures. 


PANCREATITIS 

Pancreatitis.  By  Peter  A.  Banks,  M.D.  (Volume  1 in  the 
Series:  Topics  in  Gastroenterology.)  New  York, 

Plenum  Medical  Book  Company,  1979.  Illustrated,  236 
pages.  Cloth,  $22.50. 

A text  book  on  the  clinical  aspects  of  acute  and  chronic 
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* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  (he  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 
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continued  from  pane  991 

write:  J.  Paul  Van  Nevel,  Associate  Director  for  Cancer 
Communications,  National  Cancer  Institute,  U.S.  De- 
partment of  Health,  Education,  and  Welfare,  Bethesda, 
Maryland  20014. 

From  the  Department  of  Health,  Education,  and  Wel- 
fare, Alcohol,  Drug  Abuse,  and  Mental  Health  Adminis- 
tration is: 

New  Views  on  Older  Lives,  a popularized  review  of 
federally  funded  mental  health  research  and  service  de- 
velopment activities  directed  toward  the  needs  of  aged 
adults,  issued  by  HEW’s  National  Institute  of  Mental 
Health. 

Gerontology — the  study  of  human  aging — is  somewhat 
of  a newcomer  to  the  broad  field  of  biomedical  and  be- 
havioral sciences.  Thus  the  Introduction  to  the  mono- 
graph advises  the  reader  that  what  follows  is  “. . . not  a 
recital  of  achievements,  but  a glimpse  into  the  working 
world  of  research  scientists  ... 

Arranged  in  five  substantive  chapters,  the  181 -page 
monograph  leads  with  “Healthy  Aging,”  a description  of 
the  NIMH  Human  Aging  Study.  Designed  to  shed  light 
on  the  processes  and  risks  of  aging,  the  study  was  begun  in 
1955  and  entailed  a follow-up  phase  1 1 years  later  when  the 
average  age  of  the  volunteer  subjects  was  82  years. 
“Lifestyles,  Satisfaction,  and  Quality  of  Life”  describes 
research  that  is  being  conducted  with  diverse  groups  of 
older  Americans — one  message  of  the  chapter  is  that  "the 
aged"  are  not  a homogeneous  group. 

Given  the  universe  of  elderly  persons’  needs  identified 
t hrough  research,  service  programs  must  be  responsive  to 
a variety  of  populat  ions.  “Community  Services:  How  Can 
We  Help?”  describes  a number  of  programs  geared  to  the 
community  dwelling  elderly — who  represent  95  percent 
of  all  persons  over  65.  The  following  chapter,  “Aging  and 
Institutionalization,”  focuses  on  research  addressing  the 
needs  of  the  remaining  5 percent,  or  1 million  older 
Americans,  who  reside  in  nursing  homes  and  hospitals.  Of 
particular  concern  to  researchers  is  the  development  of 
programs  that  meet  the  mental  health  as  well  as  physical 
care  needs  of  aged  persons. 

“Depression  and  Senility:  The  Twin  Frontiers,”  notes 
the  end  of  an  era  of  “therapeutic  nihilism”  regarding 
treatment  of  the  two  most  prevalent  mental  disorders  as- 
sociated with  aging,  estimated  to  afflict  as  many  as  two 
million  persons.  Promising,  and  disproved,  theories  and 
therapies  are  discussed.  A final  chapter  provides  refer- 
ences on  all  NIMH  research  projects  cited  in  the  mono- 
graph and  citations  to  the  literature. 

New  Views  on  Older  Lives  was  prepared  by  the  NIMH 
Mental  Health  Science  Reports  Branch.  Copies  may  be 
purchased  for  $3.00  from  the  Superintendent  of  Docu- 
ments, U.S.  Government  Printing  Office,  Washington,  D.C. 
20402,  using  title  and  GPO  Stock  No.  017-024-00796-0. 

Maximum  research  grant  award 

An  increase  in  the  maximum  research  grant  award 
available  through  the  Small  Grant  Program  of  HEW’s 
ADAMHA  (Alcohol,  Drug  Abuse,  and  Mental  Health 
Administration)  has  been  announced  by  the  Agency. 

The  new  ceiling  raises  the  direct  cost  limit  for  grant  ap- 
plications to  $10,000  and  applies  to  grants  that  will  begin 
after  October  1,  1979.  As  has  been  the  case  previously, 
Small  Grant  support  is  limited  to  one  year  and  is  nonre- 
newable. 
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Thalassemia  minor 

To  the  Editor:  I wish  to  point  out  some  serious  problems 
with  the  article  on  “Thalassemia  Minor:  Cause  of  com- 
plications in  pregnant  black  and  Hispanic  woman.”* 

1 . The  statement  that  “hemoglobin  A2  is  a commonly 
found  abnormal  hemoglobin”  is,  of  course,  incorrect. 
Hemoglobin  A2,  one  of  two  normal  minor  hemoglobins,  is 
found  in  everyone,  with  the  except  ion  of  certain  extremely 
rare  forms  of  thalassemia.  (The  other  is  hemoglobin  F,  or 
fetal  hemoglobin).  Hemoglobin  A2  is  elevated  in  beta 
thalassemia,  but  is  normal  or  low  in  alpha  thalassemia. 

2.  It  is  misleading  to  state  that  a mean  corpuscular 
volume  of  less  than  78  is  “suggestive  of  elevated  hemoglo- 
bin A 2 levels,”  because  by  far  the  most  common  cause  of 
microcytosis  is  simple  iron  deficiency  rather  than  thalas- 
semia. Furthermore,  coexistent  iron  deficiency  can  lower 
hemoglobin  A2  levels  to  the  normal  range  in  beta  thalas- 
semics,  and  iron  deficiency  is  as  frequent  in  beta  thalas- 
semia minor  as  it  is  in  nonthalassemics. 

3.  The  presence  of  elevated  hemoglobin  A2  levels  in  1 7 
percent  of  the  authors’  black  population  is  alarming  and 
incorrect.  The  usual  frequency  of  beta  thalassemia  in 
American  blacks  is  given  at  about  1 percent.1’2  Almost 
certainly  the  densitometric  technique  used  by  the  authors 
in  quantitating  hemoglobin  A2  is  at  fault  here.  Densi- 
tometry is  not  considered  the  technique  of  choice  for  he- 
moglobin A 2 quantitation,3-4  although  the  usual  degree  of 
error  is  not  nearly  as  great  as  that  which  produced  the  au- 
thors’ results. 

4.  Finally,  sickle  hemoglobin  is  not  abnormal.  It  is, 
instead,  a common  variant,  just  as  are  blue  eyes,  red  hair, 
and  so  forth.  It  is  inappropriate  to  consider  8 percent  of 
the  American  black  population  with  sickle  cell  trait  as 
“abnormal”  because,  for  all  intents  and  purposes,  they  have 
no  significant  increase  in  disease  over  the  general  popula- 
tion. 

It  is  not  clear  that  thalassemia  minor  is  associated  with 
increased  morbidity  in  pregnancy  except  for  a variable 
worsening  of  anemia.5,6  Any  evidence  to  the  contrary  is 
of  obvious  importance.  Taken  overall,  however,  the  clin- 
ical interpretation  of  the  authors’  data  should  be  ignored 
until  their  study  can  be  repeated  with  accurate  tech- 
niques. 

WILLIAM  H.  ADAMS,  M.D. 

Assistant  Professor  of  Medicine 
Boston  University  School  of  Medicine 
818  Harrison  Avenue  FtlHI 
Boston,  Massachusetts  02118 
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Dr.  Sicuranza’s  reply 

To  the  Editor:  1.  In  response  to  Dr.  Adam’s  letter,  we 
should  like  to  note  the  following:  Hemoglobin  A2  is  a 

variant  characterized  by  a defective  synthesis  of  the  beta 
chain  with  a relative  excess  of  alpha  chain,  as  compared  to 
normal  hemoglobin.1  Red  cells  that  contain  it  have  been 
found  to  be  associated  with  other  cellular  abnormalities, 
as  well  in  thalassemia.2  HbA2  is  operative  in  Cooley’s 
anemia  and  perhaps  defective  variant  should  be  the  ap- 
propriate label. 

2.  Dr.  Adams  assertion  that  microcytic  hypochromic 
anemia  due  to  iron  deficiency  is  the  most  common  micro- 
cytic anemia  is  an  irrelevant  comment.  Lowered  mean 
corpuscular  volume  has  been  used  as  a screening  test  for 
thalassemia,  since  the  early  40s,  by  numerous  investigators 
in  their  quest  for  the  ideal  screen.3’4  In  point  of  fact  it  did 
not  seem  to  be  of  value  for  screening  in  pregnant  women, 
possibly  because  of  pregnancy  change.3 

3.  No  claim  for  the  accuracy  of  the  levels  obtained  was 
made.  In  fact,  we  support  Dr.  England’s  and  Dr.  Fraser’s3 
findings  that  results  obtained  during  pregnancy  may  be 
misleading  due  to  pregnancy  changes.  However,  when  the 
densimetric  technique  is  used  as  a screening  procedure,  it 
does  identify  abnormal  hemoglobins  relatively  easily  and 
at  a low  cost.  It  is  reported  also  to  be  superior  to  the 
sickling  tests  when  screening  for  sickle  hemoglobin.5  Our 
incidence  of  1 7 percent  was  for  black  pregnant  women  and 
included  all  values  of  3.5  percent  and  above.  If  a level  of 
5 percent  is  chosen  our  incidence  for  pregnant  black  women 
is  8.5  percent  and  a 6 percent  incidence  for  pregnant 
Hispanic  women.  This  is  not  too  different  from  the  6.4 
percent  found  by  Dr.  Ibbotson5  in  pregnant  Greek  immi- 
grant women.  Incidences  of  20  percent  are  not  uncommon 
in  some  areas  of  the  world.7  We  never  claimed  it  was 
present  in  17  percent  of  the  black  population  as  a whole, 
but  it  very  well  might  be  if  other  screening  methods  are 
used.8 

Our  article  dealt  only  with  pregnant  black  and  Hispanic 
women. 

4.  We,  of  course,  do  not  agree  with  Dr.  Adams  that 
sickle  hemoglobin  is  not  abnormal.  It  is  listed  as  an  ab- 
normal hemoglobin  in  standard  hemot.ology  texts. I’5,7 

Sickle  trait  is  associated  with  increased  morbidity  such 
as:  hematuria1”5'7’8  papillary  necrosis;  nephrotic  syndrome; 
renal  infarction;  aseptic  necrosis  of  the  femoral  head;  and 
splenic  infarcts. 
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This  is  the  heterozygous  state.  The  authors  have  not 
been  able  to  discover  any  reference  to  morbidity  or  mor- 
tality for  the  homozygous  state  associated  with  blue  eyes 
as  suggested  by  Dr.  Adams. 

Sickle  trait  in  pregnant  black  women  from  Bedford- 
Stuyvesant  was  associated  with  an  increased  incidence  of: 
hematuria;  hyposthenuria;  pyelonephritis;  premature 
rupture  of  membranes;  and  toxemia. 

In  pregnant  black  women  from  Charleston,  North  Car- 
olina,9 it  is  associated  with  an  increased  incidence  of  py- 
elonephritis, premature  rupture  of  membranes,  and  pre- 
maturity. 

In  Dr.  Adam’s  reference,10  12  the  pregnant  black  women 
from  Dallas  showed  an  increased  incidence  of;  bacturia, 
pyelonephritis,  and  a perinatal  mortality  rate  of  33  per 
1,000. 

That  thalassemia  minor  is  associated  with  increased 
morbidity  in  pregnancy  has  been  documented  by  Dr. 
Smith1 1 et  al.  Dr.  Ibbotson6  and  our  own  series;  even  Dr. 
Adams  strongest  reference12,13  merely  claims  that:  “ Most 
often  the  outcome  for  mothers  and  fetus  is  satisfactory.” 
Despite  a perinatal  mortality  of  48  per  1,000  in  their  se- 
ries.14 

BKKNARD  .).  SCIURANZA,  M l). 

Saint  Mary’s  Hospital  of  Brooklyn 
1298  St  Mark's  Auenue 
Brooklyn,  N.Y.  11213 
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Kidney  transplants 

To  the  Editor:  It  is  becoming  evident  that  kidney  trans- 
plants stand  a better  chance  of  survival  if  the  recipients 
receive  many  transfusions  prior  to  operation.  Recent 
publications1  2 reinforce  the  observation  of  Burleson  and 
coworkers.3 
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Unexpected  Congressional  pirouetting  has  made  the 
chances  of  some  form  of  a national  catastrophic  health 
insurance  plan  a distinct  possibility  in  the  immediate  fu- 
ture— a possibility  ruled  out  by  most  lawmakers  earlier  in 
the  session. 

The  first  domino  to  fall  was  the  decision  of  President 
Carter  to  go  with  a first-stage  catastrophic  national  health 
insurance  plan  in  the  face  of  strong  opposition  from  orga- 
nized labor  and  Senator  Edward  Kennedy  (D.,  Mass.)  who 
seek  a more  comprehensive  plan. 

Then,  Chairman  Russell  Long  (D.,  La.)  of  the  Senate 
Finance  Committee  introduced  a significant  modification 
of  his  long-standing  catastrophic  measure  that  gives  private 
health  insurance  a much  larger  role  and  eliminates  the 
controversial  payroll  tax  feature. 

At  the  same  time,  leading  Republican  Senators — Robert 
Dole  (Kansas),  John  Danforth  (Mo.),  and  Pete  Domenici 
(N.M.), — offered  their  own,  more  limited  catastrophic 
benefit  approach. 

As  if  a house  of  cards  were  falling,  though  the  timing  was 
coincidental,  the  Kennedy-Labor  forces  leaked  their  new 
NHI  proposal,  a sharply  scaled-back  plan  whose  First  phase 
looks  a lot  like  catastrophic. 

Many  differences  separate  the  various  plans,  especially 
in  the  area  of  controls,  but  the  coalescing  around  the  broad 
general  theme  of  catastrophic  of  such  divergent  and 
once-hostile  factions  signals  a new  ball  game  on  NHI  and 
makes  Congressional  passage  of  a NHI  plan  by  1980  a 
possibility. 

The  great  attraction  of  catastrophic  is  the  low  price  tag, 
as  little  as  $5  billion  compared  with  the  $30  billion  and 
more  cost  of  even  the  most  modest  comprehensive  ap- 
proach. And,  from  the  political  standpoint,  there  is  un- 
deniable voter  appeal  in  the  idea  of  protection  against  the 
costs  of  severe,  prolonged  illness  or  accident. 

The  dominant  Congressional  figure  on  catastrophic 
through  the  years  has  been  Senator  Long,  who  with  a few 
committee  cohorts  such  as  Senators  Herman  Talmadge 
(D.,  Ga.)  and  Abraham  Ribicoff  (D.,  Conn.),  appeared  to 
be  waging  a lonely  battle  against  comprehensive  plans 
backed  by  previous  administrations  and  by  Labor. 

Everything  is  going  Long’s  way  this  year.  Carter’s  de- 
cision was  a victory  for  him  and  a bitter  pill  for  Kennedy. 
The  support  of  Long’s  three  republican  members  on  his 
Finance  Committee  for  the  catastrophic  concept  might 
forestall  a party-line  fight.  The  powerful  lawmaker  acts 
as  if  he’s  scenting  a legislative  triumph. 

Long’s  new  bill  requires  that  employers  provide  cata- 
strophic coverage.  Wiped  out  is  the  provision  in  his  pre- 
vious bill — still  before  the  Finance  Committee — that  would 
have  financed  this  coverage  through  a one  percent  payroll 
tax.  The  change  pulls  Federal  involvement  several  steps 
back  and  makes  the  measure  far  more  palatable  to  private 
health  insurers.  Small  businesses  would  receive  tax  breaks 
for  providing  this  coverage,  and  the  self-employed  would 
be  entitled  to  a tax  reduction. 

Prepared  by  the  Washington,  I office  of  the  American 
Medical  Association. 


Benefits  in  Long’s  plan  would  begin  after  $2,000  of 
physicians’  bills  and  60  days  of  hospitalization  have  been 
accrued.  Long  says  he  is  considering  lowering  these 
levels. 

The  Dole-Danforth-Domenici  bill  also  requires  em- 
ployers to  offer  catastrophic  benefits  through  private 
health  insurance  with  a “deductible”  of  $5,000  and  60  days 
of  hospitalization.  Employees  would  be  free  to  choose 
whether  to  participate.  The  self-employed  could  purchase 
catastrophic  policies  that  insurers  would  have  to  provide 
under  agreements  with  the  government.  Medicare’s 
coverage  would  be  extended  and  liberalized.  States  would 
be  required  to  provide  catastrophic  Medicaid  benefits. 

Long  congratulated  Dole  for  introducing  the  measure. 
He  said  “I  hope  we  can  agree  on  something  that  would 
overwhelmingly  muster  votes  on  both  sides  of  the  aisle.” 
Replied  Dole:  “I  believe  we  have,  along  with  the  distin- 
guished Senator’s  proposal,  the  basis  of  some  agreement 
that  might  pass  the  Congress  and  that  might  help  the 
American  people.” 

The  NHI  proposal  slated  to  be  unveiled  soon  by  the 
Carter  Administration  is  expected  to  call  for  a first  phase 
program  leaning  heavily  on  the  catastrophic  benefit 
side. 

Though  many  other  features  are  contained  in  the  Ad- 
ministration’s plan,  the  initial  key  element  is  catastrophic. 
As  a result,  President  Carter’s  plan  will  be  viewed  as  part 
of  a catastrophic  triumvirate  of  bills  on  Capitol  Hill,  joining 
those  by  Senator  Long  and  Senator  Dole. 

Not  clear  yet  is  whether  the  Administration  will  ask 
Congress  to  approve  each  of  the  projected  five  phases  as 
a separate  piece  of  legislation,  or  to  enact  the  entire  plan 
in  one  package. 

At  any  rate,  the  first  phase  would  mandate  that  em- 
ployers provide  workers  with  catastrophic  coverage  in- 
surance with  a $2,500  ceiling  on  out-of-pocket  costs  for  an 
illness.  The  limit  on  Medicare  hospital  day  coverage 
would  be  lifted  and  physicians  would  be  required  to  accept 
assignment  for  Medicare  patients.  The  Federal  govern- 
ment would  pick  up  the  tab  for  adding  low-income  preg- 
nant women  and  children  to  Medicaid  where  assignment 
also  would  be  mandatory. 

New  hospital  and  physician  cost  control  features  are 
envisaged,  and  Health  Maintenance  Organizations  would 
be  encouraged. 

In  the  next  phase,  a federally-established  health  insur- 
ance program  called  Healthcare  would  come  into  operation. 
This  is  designed  to  eventually  supersede  Medicare  and 
Medicaid  and  to  stand  as  a back-up  health  insurance  plan 
to  cover  all  not  under  private  plans. 

Under  the  plan,  no  Federal  expenditures  would  occur 
until  1983.  This  would  provide  time  for  Administrative 
planning;  give  initial  cost  controls  and  system  reform  in- 
centives an  opportunity  to  slow  increases  in  health  care 
costs  prior  to  the  expansion  of  coverage;  and  give  employers 
an  opportunity  to  plan  for  proposed  standards  on  health 
insurance  coverage  for  employees. 
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The  paradox  is  less  jarring  if  one  considers  Rh  sensiti- 
zation. Sensitization  of  the  Rh  mother  by  the  Rh  fetus  is 
more  severe  and  more  frequent  in  cases  of  ABO  compati- 
bility than  in  cases  of  incompatibility.4  We  have  been 
aware  of  this  for  at  least  35  years.  Further,  this  applies  to 
the  stimulation  of  Rh  antibodies  in  Rh  individuals;  the 
yield  is  much  better  when  the  RBC  administered  are  ABO 
compatible.5 

The  explanation  offered  is  that  complement  is  depleted 
by  the  ABO  incompatible  cells.  It  is  well  known  that 
complement  is  often  significantly  reduced  in  individuals 
suffering  from  fulminant  infections.  Once  this  is  recog- 
nized. the  parallel  in  the  case  of  Rh  sensitization  becomes 
quite  obvious. 

It  seems  to  apply  as  well  to  the  frequently  transfused 
kidney  recipient;  while  we  cannot  get  away  with  transfusing 
ABO  incompatible  blood,  it  is  obvious  that  (with  the  ex- 
ception of  monovular  twins)  the  “perfect  crossmatch”  is 
hypothetical. 

The  multiplicity  of  factors  other  than  the  ABO  and 
HrRh  systems  is  too  great  to  begin  to  analyze  here.  It  very 
well  may  be  that  any  and  all  of  them  play  a role  in  com- 
plement depletion.  It  could  prove  highly  profitable  to 
investigate  the  relative  value  of  these  factors  as  comple- 
ment depletors. 

Of  further  interest  is  the  observation  of  Nerl  and  co- 
workers.6 They  found  an  association  between  low'  C2  and 
C4  serum  levels  and  the  HLA-DW2  allele  in  healthy  indi- 
viduals. Since  this  factor  is  identified  in  kidney  donor- 
recipient  matching,  one  could  expect  the  HLA-DW2  pos- 
itive recipient  who  has  received  a number  of  transfusions 
to  handle  his  transplant  better  than  his  HLA-DW2  nega- 
tive counterpart.  This  is  based  on  the  assumption  of 
complement  depletion  by  preceding  transfusions.  The 
HLA-DW2  positive  individual  is  more  likely  to  have  low 
C 2 and  C4  levels  than  is  the  HLA-DW2  negative  individual. 
The  importance  of  C9  and  C4  in  the  “complement  cascade” 
is  well  recognized  and  any  quantitative  reduction  should 
dramatically  alter  the  immune  mechanism. 

The  HLA-DW2  status  of  the  recipients  in  Burleson  and 
coworkers’3  series  (and  in  those  of  others)  should  indicate 
whether  this  supposition  is  correct. 

PAUL  deR  KOLISCH.  M.D. 

Friendship,  N.Y.  14739 
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Physicians  in  all  phases  of  the  plan  would  be  required 
to  accept  assignment  for  Medicare,  Medicaid,  as  well  as 
Healthcare  beneficiaries.  A consolidated  fee  schedule 
would  be  established  for  all  plans. 

The  Administration’s  hospital  cost  containment  plan 
would  be  implemented  in  the  first  phase  of  the  plan.  After 
the  completion  of  the  last  phase,  alternative  reimburse- 
ment plans  linked  to  Gross  National  Product  growth  would 
take  effect.  A total  expenditure  limit  system  would  be 
imposed. 

* * * 

Senator  Edward  Kennedy  and  his  Labor  allies  have 
formally  given  up  their  long  and  vociferous  battle  for  a 
federally-financed  NHI  program,  bowing  to  the  exigencies 
of  budget-cutting  and  inflation. 

Instead,  Kennedy  is  preparing  to  offer  “a  totally  new 
approach”  retaining  private  health  insurance  and  financed 
largely  by  the  private  sector.  The  as  yet  unveiled  plan  is 
rumored  to  bristle  with  stringent  Federal  controls — but 
is  still  a long  way  from  the  federally-run,  federally-financed 
idea  Kennedy  launched  10  years  ago. 

The  plan  starts  with  the  central  concept  first  advanced 
by  President  Nixon  on  mandating  employers  to  provide 
comprehensive  health  care  insurance  for  their  workers.  A 
new  and  very  controversial  wrinkle  is  relating  premiums 
to  wages  with  the  higher  income  people  subsidizing  the 
premium  of  lower  income  workers.  Federal  premium  aid 
would  be  provided  poor  people  and  assistance  would  be 
given  small  companies  financially  hard  hit  by  the  man- 
date. 

The  second  key  idea,  left  over  from  the  previous  Ken- 
nedy-Labor plans,  calls  for  a national  health  spending 
ceiling  and  establishment  of  Federal  and  state  budgeting 
and  negotiating  mechanisms  for  setting  physicians’  fees 
and  regulating  hospital  costs. 

There  would  be  no  cost  sharing  by  patients  and  no  limits 
on  hospital  or  physician  care. 

All  health  insurers  would  be  organized  into  four  con- 
sortia which  would  bargain  on  a state-  or  area-wide  basis 
with  health  providers  on  prices. 

Although  the  measure  is  designed  to  be  approved  as  one 
package  it  could  be  phased  in  over  a period  of  years.  A 
likely  first  phase  would  be  a catastrophic  benefit. 

* * * 

Hospitals  reported  costs  in  January  were  14.4  percent 
higher  than  a year  earlier  due  to  general  inflation,  a higher 
birth  rate,  and  more  surgery. 

Paul  Earle,  Director  of  the  Voluntary  Effort,  said  dou- 
ble-digit inflation  was  making  it  difficult  for  hospitals  to 
meet  their  voluntary  goal  of  holding  cost  increases  to  1 1 .6 
percent  this  year. 

“Approximately  two  thirds  of  the  increase  in  expenses 
was  a result  of  tremendous  increases  in  general  inflation, 
especially  the  cost  of  food  and  fuel,”  Earle  said  in  a state- 
ment. In  addition,  he  said,  “The  increase  in  births  and 
surgical  procedures  was  the  greatest  of  any  January  in- 
crease in  16  years.” 

John  Alexander  McMahon,  President  of  the  American 
Hospital  Association,  told  the  House  Commerce  Health 
Subcommittee  the  Administration’s  hospital  cost  con- 
tainment bill  “would  create  a dilemma  for  hospitals  be- 
cause it  would  limit  hospital  spending  while  ignoring  the 
causes  of  increasing  costs.” 


Earle  called  the  January  figure  “an  interruption”  in  the 
general  slowing  of  hospital  expenses. 

“Clearly  hospitals  are  doing  a good  job  controlling  the 
expenditures  they  can,”  he  said,  “but  they  can’t  control  the 
cost  of  food  and  fuel  nor  the  number  of  people  who  get  sick 
nor  the  number  of  births.” 

Meanwhile,  the  AMA  warned  Congress  that  the  conse- 
quences of  error  in  the  Administration’s  hospital  cost 
containment  policy  “will  be  far  greater  than  higher  prices 
at  the  gas  pump  or  the  department  store.” 

“We  are  gambling  with  a medical  care  system  that  is 
unsurpassed  in  the  world,”  declared  Robert  Hunter,  M.D., 
Chairman  of  the  AMA’s  Board  of  Trustees.  “The  price  of 
failure  will  be  paid  in  terms  of  the  health  and  welfare  of  all 
Americans.” 

Dr.  Hunter  told  the  House  Commerce  Subcommittee  on 
Health  that  hospitals  have  been  selected  as  a target.  The 
Administration  policy  is  difficult  to  understand  because 
the  hospital  industry,  “having  voluntarily  and  effectively 
responded  to  the  President’s  call  for  restraint,  is  now  being 
singled  out  for  rigid,  discriminatory  and  complex  manda- 
tory controls,”  said  Dr.  Hunter.  “The  equities  and  eco- 
nomics of  the  situation  certainly  don’t  make  sense.” 

He  said  that  “the  Administration  is  trying  to  dfeal  with 
a problem,  caused  by  government,  with  more  government. 
We  submit  that  the  better  response  to  hospital  cost  con- 
tainment problems  can  be  provided  by  the  voluntary  ef- 
forts of  the  private  sector.” 

William  Felch,  M.D.,  Chairman  of  AMA’s  Council  on 
Legislation,  said  “We  do  not  believe  the  place  to  scrimp  is 
in  the  area  of  health  care.” 

Dr.  Felch  urged  the  lawmakers  to  reject  the  Adminis- 
tration bill  “and  thus  give  assurance  to  the  total  private 
sector  of  government’s  genuine  commitment  to  truly  vol- 
untary controls  as  called  for  by  the  Administration.  To 
do  otherwise  would  constitute  a declaration  by  the  Com- 
mittee that  the  Administration’s  commitment  to  a volun- 
tary program  for  the  nation  is  a sham.” 

He  also  said  Congress  should  scrutinize  the  entire  reg- 
ulatory process  “which  has  added  tens  of  billions  of  dollars 
to  the  cost  of  medical  care.”  Regulatory  costs  alone,  under 
the  present  circumstances,  may  lead  to  the  rationing  of 
health  care.” 

* * * 

The  AMA  has  urged  Congress  to  reject  extension  of  CON 
(certificate-of-need)  requirements  to  equipment  purchased 
for  physicians’  offices  and  to  eliminate  the  “unfair  ad- 
vantages” for  Health  Maintenance  Organizations  con- 
tained in  health  planning  legislation. 

In  a statement  submitted  to  the  House  Commerce 
Subcommittee  on  Health,  the  AMA  criticized  a proposal 
to  require  approval  of  purchases  by  physicans  of  equipment 
determined  to  be  used  for  inpatient  care  in  hospitals.  The 
language  in  the  bill  “is  such  that  any  single  use  of  the 
equipment  for  inpatients  could  subject  it  to  the  CON  re- 
quirement,” the  AMA  noted. 

The  states  should  be  allowed  to  decide  whether  or  not 
to  carry  out  CON  programs  rather  than  be  forced  into  them 
by  the  Federal  government,  the  AMA  said. 

The  special  criteria  state  agencies  must  follow  in  eval- 
uating Health  Maintenance  Organizations  creates  artificial 
standards  that  “could  be  very  disruptive  of  comprehensive 
health  planning  as  it  ties  the  hands  of  local  agencies  by 
allowing  them  to  plan  for  only  part  of  the  health  sector  in 
their  community.” 

continued  on  page  1141 
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Intrarenal  neuroblastoma  mimicking 
Wilms’  tumor 

To  the  Editor:  We  read  with  interest  the  recent  report  by 
Shende,  Wind,  and  Lanzkowsky,  January,  1979,  “Intra- 
renal neuroblastoma  mimicking  Wilms’  tumor,”  page  93, 
New  York  State  J.  Med. 

The  documentation  of  this  tumor  as  a neuroblastoma 
seems  incomplete  in  this  case:  neither  biochemical  nor 
histologic  data  are  presented.  1'he  histology  of  the  lesion 
is  neither  illustrated  nor  described.  It  is  a well -recognized 
problem  in  pathology  that  poorly  differentiated  small  cell 
tumors  of  childhood  can  he  distinguished  with  great  dif- 
ficulty, if  at  all,  by  routine  histopathologic  means.  Indeed, 
special  techniques  such  as  electron  microscopy  and  tissue 
culture  may  he  necessary  to  establish  the  exact  nature  of 
such  a tumor.1  Wilms’  tumor  and  neuroblastoma  form  the 
major  lesions  of  the  pediatric  small  cell  tumor  group,  others 
include  embryonal  rhabdomyosarcoma,  Ewing’s  sarcoma, 
and  malignant  lymphoma.2 

In  the  case  reported  by  Shende,  et  al.,  therefore,  which 
radiologically  and  surgically  suggested  a Wilms’  tumor,  the 
diagnosis  of  primary  renal  neuroblastoma  seems  doubtful 
without  more  concrete  documentation  of  neural  origin. 

MARIA  J.  MERINO.  M l). 
VIRGINIA  A.  LIVOLSI,  M I). 

School  of  Medicine,  Depart  merit  of  Pathology 

Yale  l University 
310  Cedar  Street 
Neic  Haven.  Connecticut  06150 


FIGURE  1.  Catecholamines  in  formalin  fixed  material. 
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Reply 

To  the  Editor:  Re:  “Intrarenal  neuroblastoma  mimicking 
Wilms’  Tumor” 

In  response  to  the  letter  by  Merino  and  LiVolsi,  we  wish 
to  indicate  that  the  diagnosis  of  primary  renal  neuroblas- 
toma was  made  on  classical  light  and  electron  microscopic 
features  as  well  as  on  elevated  catecholamine  levels.  Dense 
cytoplasm  secretory  granules  representing  catecholamines 
are  clearly  evident  in  formalin  fixed  material  (Fig.  1).  The 

continued  from  page  990 

Similarly,  a Colorado  bill  would  provide  that  admission 
to  the  School  of  Medicine  of  the  University  of  Colorado  be 
determined  by  lot  drawn  from  a pool  of  qualified,  in-state 
applicants. 

Most  of  the  bills  on  this  issue  have  as  their  primary  focus 
the  retention  of  graduates  of  their  medical  schools.  In  this 
regard,  Texas  House  Bill  67  copes  with  the  situation  di- 
rectly, providing  that  medical  school  admission  policies 
must  “require  at  least  20  percent  of  the  students  admitted 
in  1979  and  each  year  thereafter  to  be  obligated  by  contract 
to  the  State  of  Texas  to  engage  in  a family  medical  practice 
for  at  least  four  years  after  licensing  and  residency  in  a rural 
or  underserved  urban  area  in  the  state  as  defined  by  the 
Texas  Department  of  Health.” 

A California  bill  would  condition  an  increase  in  appro- 
priation to  the  University  of  California  on  a 20  percent 
increase  in  the  number  of  people  admitted  to  health  pro  - 
fessional training  programs  “who  are  likely  to  serve  in  areas 
with  a critical  shortage.” 

Colorado  Assembly  Bill  1079  would  create  a state  rural 
medical  practice  program.  At  least  10  applicants  who 
otherwise  meet  the  admission  requirements  and  who  agree 
to  participate  in  the  program  following  graduation  would 
be  admitted  to  the  University  of  Colorado  medical  school 
in  the  program  which  would  require  at  least  2 years  of 
practice  in  a rural  area  in  the  state  following  graduation. 

A number  of  states  are  considering  various  aspects  of 
medical  student  loan  forgiveness  programs.  Bills  intro- 
duced in  Massachusetts  (S.  786)  and  Mississippi  (H.  377 
and  H.  710)  would  permit  the  governing  boards  of  counties 
to  enter  into  agreements  with  medical  students  to  finance 
all  or  part  of  a student’s  medical  education  in  exchange  for 
a specified  service  commitment  in  that  county  by  the  stu- 
dent following  graduation. 

A Michigan  proposal  (H.  4085)  would  establish  the 
Michigan  State  Service  Corps,  which  would  identify 
shortage  areas  and  assist  providers  in  establishing  practices 
in  rural  areas.  The  Corps  would  also  be  authorized  to  enter 
into  service  agreements,  whereby  a student  would  agree  to 
practice  in  a shortage  area  for  the  longer  of  two  years  or  the 
number  of  years  for  which  the  loan  was  accepted,  or  to 
repay  three  times  the  amount  of  the  loan  within  three  years 
of  graduation.  The  Corps  would  also  be  authorized  to 
repay  other  medical  education  loans  taken  by  a student 
who  performs  the  conditions  of  a Service  Corps  agreement. 
A California  hill  would  create  a similar  Health  Service 
Corps  in  that  state. 


24-hour  urinary  VMA  (vanillylmandelic  acid)  excretion 
was  46.3  me.  per  milligram  of  creatinine  (normal  for  an 
infant  of  one  to  two  years  is  1.25  to  8 me.  per  milligram). 

The  diagnosis  of  primary  renal  neuroblastoma  was, 
therefore,  well  documented  histologically  and  biochemi- 
cally but  the  pathology  was  not  fully  described  in  the 
manuscript  in  the  interest  of  brevity  and  because  the  major 
thrust  of  the  paper  was  to  describe  the  clinical  and  radio- 
graphic  problem. 

Incidentally,  Dr.  E.  Valderrama  of  our  Pathology  De- 
partment will  be  detailing  the  history  of  this  lesion  in  a 
future  publication. 

PHILIP  LANZKOWSKY,  M.D. 

ASHOK  SHENDE,  M.D. 

Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park,  N.  Y.  11040 


An  Arkansas  bill  (H.  314)  would  authorize  a grant  of 
$6,000  per  year  for  up  to  5 years  for  a physician  who  locates 
in  and  carries  on  a fulltime  family  practice  in  a community 
smaller  than  6,000  people. 

A Pennsylvania  proposal  would  guarantee  student  loans 
up  to  $4,000  per  year  paying  to  lending  banks  an  amount 
equal  to  5 percent  for  each  year  the  loan  recipient  engages 
in  primary  care  practice  in  an  undersferved  area  of  the  state. 
The  bill  would  permit  residents  to  convert  up  to  $4,000  in 
loans  to  the  program,  with  the  same  payment  provisions 
as  for  students.  Primary  care  practitioners  currently  in 
practice  would  be  eligible  for  the  5 percent  guarantee 
payment  if  they  move  their  practice  to  an  underserved  area 
in  the  state. 

Several  other  legislative  proposals  focus  primarily  on 
assuring  that  state  residents  be  able  to  attend  medical 
school.  Massachusetts  House  Bill  3934  would  provide 
that  “No  person  shall  be  admitted  as  a student  to  the 
University  of  Massachusetts  medical  school  unless  he  has 
resided  in  the  Commonwealth  for  a period  of  two  years  next 
prior  to  the  contemplated  date  of  admission.”  Two  New 
York  bills  (S.  56  and  S.  815)  would  require  admission  of 
qualified  New  York  residents  to  state  medical  schools  be- 
fore qualified  nonresidents  may  be  admitted.  A Rhode 
Island  proposal  (H.  5513)  would  condition  appropriations 
to  a medical  school  upon  certification  that  out  of  each 
freshman  class  “thirty  (30)  percent  are  persons  who  shall 
have  been  residents  of  the  state  and  who  shall  have  been 
a resident  within  the  state  at  least  ten  (10)  years  prior  to 
acceptance ...  .” 

Finally,  several  proposals  would  permit  the  state  to 
purchase  places  for  state  residents  at  out-of-state  medical 
schools.  A New  York  bill  (A.  185)  would  permit  the  com- 
missioner of  education  to  purchase  between  20  and  40 
places  in  the  University  of  Puerto  Rico  Medical  School  per 
year.  The  purchase  price  per  student  would  be  the  cost 
of  instruction  less  tuition  and  Federal  capitation. 

Similarly,  bills  in  New  Hampshire  (H.B.  158)  and 
Washington  (S.B.  2588)  would  permit  the  purchase  of 
places  for  state  residents  in  out-of-state  medical  schools. 
Under  all  the  proposals,  students  so  placed  would  pay 
tuition  fees,  and  be  obligated  to  practice  in  their  home  state 
after  graduation.  If  the  student  fails  to  so  practice  in  his 
home  state  he  would  have  to  repay  the  cost  of  instruction 
(the  “purchase  price”)  paid  by  the  state. 

LR  Legislation  Roundup,  April  26,  1979,  Vol.  XX-LR 
12,  pp  4 and  5. 
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In  addition,  the  provision  permits  opportunities  for 
unlimited  expansion  of  HMOs  while  other  forms  of  delivery 
are  restricted  through  CON  review,  the  AMA  said. 

This  is  “inimical  to  freedom  of  medical  choice  and  very 
destructive  of  a pluralistic  health  care  delivery  system.” 

The  present  planning  law  places  insufficient  authority 
at  the  local  level  and  is  too  inflexible,  the  AMA  said.  Un- 
less major  changes  are  made,  the  law  should  be  repealed, 
the  AMA  declared. 

* * * 

President  Carter  has  sent  Congress  a Privacy  of  Medical 
Information  bill  limiting  Federal  access  to  medical  records 
and  allowing  individuals  the  right  to  check  their  records. 

The  measure  also  makes  it  a crime  to  obtain  medical 
record  information  under  false  pretenses  and  sets  up  other 
privacy  safeguards  for  information  obtained  by  hospitals 
and  other  facilities. 

The  Administration  bill  provides  that  if  direct  access  to 
records  may  harm  the  patient,  access  may  be  provided 
through  an  intermediary.  Carter  said  that  "this  legislation 
allows  the  individual  to  ensure  that  the  information 
maintained  as  part  of  his  medical  care  relationship  is  ac- 
curate, timely  and  relevant  to  that  care.  Such  accuracy  is 
of  increasing  importance  because  medical  information  is 
used  to  affect  employment  and  collection  of  insurance  and 
other  social  benefits.” 

The  bill  allows  disclosure  when  it  is  needed  for  medical 
care  and  other  legitimate  purposes,  such  as  verifying  in- 
surance claims,  and  for  research  and  epidemiological 
studies.  In  such  cases,  redjsclosure  is  restricted. 

The  House  Subcommittee  on  Government  Information 
and  Individual  Rights  has  been  holding  hearings  on 
medical  records,  chaired  by  Representative  Richardson 
Prever  (D.,  N.Y.),  including  the  long-awaiting  Adminis- 
tration privacy  package  released  by  President  Carter. 

Alfred  Freedman,  M.D.,  President  of  the  National 
Commission  on  Confidentiality  of  Health  Records,  told  the 
Subcommittee  there  is  a particularly  urgent  need  for  health 
privacy  legislation  at  this  time,  because  a “revolution  in 
record-keeping  has  vastly  increased  the  availability  of 
private  medical  information  to  insurance  companies, 
government  agencies,  employers,  and  research  data 
banks. 

However,  Dr.  Freedman  said  the  proposed  legislation 
may  not  set  strict  enough  limits  on  law  enforcement  access 
to  medical  records. 

Dr.  Freedman  said  the  Commission  on  Confidentiality 
seeks  a fair  balance  between  the  patient’s  right  to  privacy 
and  society’s  legitimate  needs  for  personal  health  infor- 
mation, but  added  that  “we  have  been  distressed  in  recent 


years  at  the  continuing  erosion  of  practitioner-patient 
confidentiality.” 

* * * 

Medical  residents  have  won  a crucial  court  decision  in 
their  fight  to  organize  formally  and  engage  in  collective 
bargaining  with  hospitals. 

The  upshot  of  a 2 to  1 decision  by  the  U.S.  Court  of  Ap- 
peals in  Washington,  D.C.,  was  to  give  the  residents  the 
right  under  Federal  law  to  form  labor  unions.  However, 
the  National  Labor  Relations  Board  (NLRB)  may  appeal 
the  decision  to  the  Supreme  Court. 

The  Appellate  Court  reversed  a decision  by  a U.S.  Dis- 
trict Court  judge  in  Washington  that  he  lacked  jurisdiction 
to  hear  the  residents’  appeal  from  an  NLRB  decision  in 
1976  that  residents  were  not  covered  by  a 1974  law  per- 
mitting private,  nonprofit  hospitals  to  organize  under  the 
NLRB  Act. 

Since  the  District  Court  could  have  accepted  jurisdiction 
only  on  a finding  of  serious  error  in  interpreting  the  law  by 
the  NLRB,  the  effect  of  the  Appeals  Court  decision  was  to 
uphold  the  residents’  case. 

The  Physicians  National  House  Staff  Association,  the 
national  representative  of  the  residents,  has  more  than 
13,000  members.  More  than  30,000  residents  would  be 
affected  by  the  decision.  The  Association  of  American 
Medical  Colleges  brought  suit  before  the  NLRB  to  deny 
the  residents  collective  bargaining  powers  under  the  NLRB 
Act. 

* * * 

Donald  Kennedy,  head  of  the  Food  and  Drug  Adminis- 
tration since  April,  1977,  has  unexpectedly  resigned  his 
post  in  order  to  return  to  Stanford  University  as  Provost 
and  Vice  President  for  Academic  Affairs. 

Kennedy,  47,  was  the  first  nonphysician  FDA  Commis- 
sioner in  more  than  a decade.  His  resignation  leaves  sev- 
eral key  issues  unsettled,  including  the  fate  of  the  Drug 
Regulation  Reform  Act,  a ban  on  saccharin,  and  a proposal 
for  a complete  overhaul  of  the  nation’s  food  safety  laws. 

In  accepting  Kennedy’s  resignation,  HEW  Secretary 
Califano  expressed  his  “great  regret,”  adding  that  Kennedy 
had  given  “a  remarkable  demonstration  of  the  effect  that 
an  individual  with  great  talent  and  commitment  can  have 
on  an  organization.” 

Commissioner  Kennedy  was  generally  recognized  as  one 
of  the  stronger  personalities  within  HEW,  establishing 
himself  as  an  articulate  and  vigorous  advocate  for  his 
agency  even  when  his  positions  conflicted  with  Califano’s 
office. 
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Alcohol  and  nutrition  interact  at 
many  levels  Ethanol  may  directly 
alter  the  level  of  nutrient  intake 
through  its  effect  on  appetite,  its 
displacement  of  food  in  the  diet  or 
its  effect  on  the  gastrointestinal 
tract  resulting  in  disturbances  of 
digestion  and  absorption 
Through  its  effect  on  various  or- 
gans, especially  the  liver,  ethanol 
may  alter  the  transport,  activa- 
tion. catabolism,  utilization  and 
storage  of  nutrients.  As  a result, 
alcoholism  remains  one  of  the 
major  causes  of  nutritional  defi- 
ciencies in  our  society  Ethanol  is 
directly  toxic  to  many  body  tis- 
sues and  this  effect  may  be  wors- 
ened by  existing  nutritional  defi- 
ciencies Thus,  because  of  its 
widespread  use  and  multiple  ef- 
fects, ethanol  has  a major  impact 
on  overall  nutritional  status. 

Alcohol,  Malnutrition  and  Liver 
Injury 

The  question  of  the  respective 
roles  of  alcohol  and  malnutrition 
in  the  pathogenesis  of  liver  dis- 
ease seen  in  the  alcoholic  (fatty 
liver,  alcoholic  hepatitis  and 
cirrhosis)  is  of  utmost  importance 
for  the  prevention  and  treatment 
of  the  disease  Due  to  the  unreli- 
ability of  accurate  nutritional 
evaluation  and  the  long  time 
course  of  pathogenesis,  resolving 
this  question  has  been  exceed- 
ingly difficult 

Malnutrition  has  been  propos- 
ed as  the  predominant  factor  in 
liver  injury  for  several  reasons 
First,  each  gram  of  ethanol  pro- 
vides 7.1  calories,  which  means 
that  20  ounces  (or  586  ml)  of  an  86 
proof  (43%  v/v) 'beverage  repre- 
sents about  1500  calories  or  1/2  to 
2/3  of  the  normal  daily  caloric  re- 
quirement Therefore,  the  alco- 
holic has  a much  reduced  de- 
mand for  food  to  fulfill  his  caloric 


needs  Since  alcoholic  beverages 
do  not  contain  significant 
amounts  of  protein,  vitamins  and 
minerals,  the  intake  of  these  nutri- 
ents may  readily  become  border- 
line or  insufficient 

Economic  factors  may  also  re- 
duce the  consumption  of  nutri- 
ent-rich food  by  the  alcoholic  In 
addition  to  acting  as  "empty"  cal- 
ories, alcohol  can  result  in  malnu- 
trition by  interfering  with  the  nor- 
mal processes  of  food  digestion 
and  absorption  (1) 

Studies  with  rodents  show  that 
they  develop  liver  disease  when 
fed  severely  deficient  diets  even 
in  the  absence  of  alcohol  Re- 
searchers extrapolated  this  to 
humans  and  postulated  that  1 ) liv- 
er disease  is  due  solely  to  nutri- 
tional deficiencies;  therefore,  in 
an  adequate  diet,  alcohol  adds 
only  calories  and  2)  alcohol  is  no 
more  toxic  than  a similar  caloric 
load  provided  by  starch  or  fat  (2) 

This  opinion  prevailed  despite 
statistical  evidence  gathered  both 
in  France  (3)  and  Germany  (4), 
which  indicated  that  the  inci- 
dence of  liver  disease  correlated 
with  the  amount  of  alcohol  con- 
sumed rather  than  with  deficien- 
cies in  the  diet 

A major  challenge  to  the  con- 
cept of  the  exclusively  nutritional 
origin  of  alcoholic  liver  disease 
arose  from  an  improvement  of  the 
method  of  alcohol  feeding  to  ex- 
perimental animals  When  the 
conventional  alcohol  feeding  pro- 
cedure is  used  — ethanol  given  as 
part  of  the  drinking  water  — rats 
usually  refuse  to  take  a sufficient 
amount  of  ethanol  to  develop  liver 
injury  if  the  diet  is  adequate. 

This  was  counteracted  by  the 
introduction  of  the  new  technique 
of  feeding  ethanol  as  part  of  a nu- 
tritionally adequate,  totally  liquid 
diet  (5,  6,  7).  With  this  procedure, 
ethanol  intake  was  sufficient  to 
produce  a fatty  liver  despite  an 
adequate  diet  This  technique  is 
now  widely  adopted  for  the  study 
of  the  pathogenesis  of  the  fatty 


liver  in  the  rat  In  addition  to  the 
fatty  liver,  ethanol  dependence 
developed  in  these  rats  as  witnes- 
sed by  typical  withdrawal  sei- 
zures after  cessation  of  alcohol 
intake  (8). 

Having  established  an  etiologic 
role  for  ethanol  in  the  pathogene- 
sis of  the  experimental  fatty  liver, 
the  question  of  its  importance  for 
human  pathology  remained  To 
determine  whether  ingestion  of 
alcohol  in  amounts  corpparable 
to  those  consumed  by  chronic  al- 
coholics is  capable  of  injuring  the 
liver  even  in  the  absence  of  diet- 
ary deficiencies,  volunteers  (with 
or  without  a history  of  alcohol- 
ism) were  given  a variety  of  non- 
deficient  diets  under  metabolic 
ward  conditions  with  ethanol 
either  as  a supplement  to  the  diet 
or  as  an  isocaloric  substitution  for 
carbohydrates  (5.  6)  In  all  these 
individuals,  ethanol  administra- 
tion resulted  in  fatty  liver  devel- 
opment This  was  evident  by  both 
morphologic  examination  and  di- 
rect measurement  of  the  lipid 
content  of  the  liver  biopsies, 
which  revealed  a rise  in  triglycer- 
ide concentration  up  to  15  fold 

The  etiological  role  of  alcohol 
per  se  (in  the  absence  of  dietary 
deficiency)  in  the  pathogenesis 
of  alcoholic  liver  injury  has  now 
been  extended  from  the  fatty  liver 
to  the  full  spectrum  of  liver  dis- 
ease including  cirrhosis  This 
was  achieved  by  using  an  experi- 
mental model  developed  in  the 
baboon  (9)  In  these  experimen- 
tal animals,  the  sequential  devel- 
opment of  all  the  liver  lesions 
seen  in  the  human  alcoholic  was 
reproduced:  23  baboons  fed- 

ethanol  all  developed  fatty  livers, 

5 progressed  to  mild  hepatitis  and 

6 had  cirrhosis.  Maintenance  of  a 
nutritionally  adequate  regimen 
despite  the  intake  of  ethanol  (50% 
of  total  calories)  was  achieved  by 
incorporation  of  the  ethanol  in  a 
totally  liquid  diet.  On  ethanol 
withdrawal,  signs  of  physical  de- 
pendence, such  as  seizures  and 
tremors,  developed. 
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Ultra-structural  changes  of  mi- 
tochondria and  the  endoplasmic 
reticulum  were  already  present  at 
the  fatty  liver  stage  and  persisted 
throughout  the  cirrhosis  The  le- 
sions were  similar  to  those  ob- 
served in  alcoholics  and  differed 
from  the  alterations  produced  by 
choline  and  protein  deficiencies 
At  the  fatty  liver  stage  some 
adaptive"  increases  in  the  activ- 
ity of  microsomal  enzymes  were 
observed  but  these  tended  to  dis- 
appear with  the  development  of 
hepatitis  and  cirrhosis  Fat  ac- 
cumulation was  also  much  more 
pronounced  in  the  animals  with 
hepatitis  as  compared  with  those 
with  simple  fatty  liver  (an  18  fold 
compared  to  3-4  fold,  increase  in 
liver  triglycerides) 

The  demonstration  that  these 
lesions  can  develop  despite  an 
adequate  diet  indicates  that  in  ad- 
dition to  correcting  nutritional 
status,  controlling  alcohol  intake 
is  mandatory  for  the  management 
of  patients  with  alcoholic  liver 
injury  Ethanol  per  se  must  be 
considered  a direct  etiological 
agent  in  the  pathogenesis  of  alco- 
holic liver  injury  independent  ot 
dietary  factors  1 10)  However  this 
does  not  mean  that  dietary  factors 
may  not  contribute  to  or  worsen 
the  alcohol  effect  No  related  hu- 
mar  studies  are  available 

The  Nutritional  Value  of 
Alcoholic  Beverages 

Ethanol  liberates  7 1 Kcal./ 
gram  when  combusted  but  does 
not  provide  equivalent  caloric 
food  value  when  compared  to  car- 
bohydrate Gam  in  body  weight  is 
significantly  lower  with  ethanol 
than  with  isocaloric  amounts  of 
carbohydrate  (11)  Also,  isocalor- 
ic  substitution  of  ethanol  for  car- 
bohydrate as  50%  of  total  calories 
m a balanced  diet  results  in  a 
weight  loss  (11).  A possible  rea- 
son for  this  is  that  chronic  al- 
cohol intake  increases  the  energy 
requirements  of  the  body  If  this 
were  the  case,  it  should  be  reflect- 
ed in  a higher  rate  of  oxygen  con- 
sumption It  was,  indeed,  found  in 
rats  fed  alcohol  as  part  of  their  to- 
tally liquid  diet  that  oxygen  con- 
sumption was  slightly  but  signif- 


icantly higher  than  that  of  animals 
pair-fed  the  isocalonc  diet  sub- 
stituting carbohydrate  for  ethanol 

(12) 

A possible  mechanism  that 
could  account  for  an  inefficient 
use  of  ethanol  calories  involves 
the  energy  wastage  secondary  to 
an  induction  of  liver  microsomal 
pathways 

Another  theory  is  an  increased 
utilization  of  ATP  by  the  sodium- 
potassium  activated  ATPase  after 
chronic  ethanol  feeding  Israel  et 
al  (13)  reported  that  in  liver 
slices  ouabain,  an  inhibitor  of  the 
sodium-potassium  activated 
ATPase  completely  blocked  the 
extra  ethanol  metabolism  elicit- 
ed by  chronic  ethanol  treatment 

The  theory  that  increased  uti- 
lization of  ATP  by  the  sodium-po- 
tassium activated  ATPase  (and 
the  resulting  lowering  of  the 
phosphorylation  potential)  is  re- 
sponsible for  the  metabolic  adap- 
tion that  occurs  in  rats  after 
chronic  ethanol  treatment  and 
that  a situation  develops  that  is 
very  similar  to  that  found  after  ad- 
ministration of  thyroid  hormones 
or  epinephrine  is  intriguing  Cer- 
tainly. the  influence  of  ethanol 
consumption  on  hormonal  ac- 
tions deserves  further  investiga- 
tion To  date,  there  have  been  few 
studies  performed  to  confirm 
these  observations 

Under  the  conditions  used  by 
Israel  et  al  (13)  ethanol  consump- 
tion did  not  result  in  liver  changes 
comparable  to  those  seen  in  hu- 
man alcoholic  liver  injury  For  in- 
stance. no  fatty  liver  was  observ- 
ed Under  condtions  that  mimic 
the  clinical  situation  with  devel- 
opment of  fatty  liver,  chronic 
ethanol  consumption  was  not 
found  to  be  associated  with  in- 
creased ATPase  activity  (14)  and 
the  increase  in  the  rates  of  etha- 
nol metabolism  after  chronic 
ethanol  consumption  could  not 
be  abolished  by  ouabain  (45) 
This  indicates  that  the  theory  of 
enhanced  ATPase  activity  may 
not  be  applicable  to  the  situation 
that  normally  prevails  after  chron- 
ic alcohol  consumption 
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continued  from  page  1133 

The  Small  Grant  Program  provides  relatively  rapid  fi- 
nancial support,  and  is  intended  principally  for  newer,  less 
experienced  investigators,  those  at  small  colleges,  and 
others  who  do  not  have  regular  research  grant  resources 
available  from  their  institutions.  Small  grants  may  be 
used  to  carry  out  exploratory  or  pilot  studies,  to  develop 
and  test  a new  technique,  or  method,  or  to  analyze  data 
previously  collected.  The  grants  are  not  available  for 
thesis  or  dissertation  research  or  for  interim  or  supple- 
mental support  of  projects  being  reviewed  or  funded  by  the 
Public  Health  Service. 

Proposals  submitted  to  ADAMHA  must  be  relevant  to 
the  missions  of  the  National  Institute  of  Mental  Health, 
the  National  Institute  on  Drug  Abuse,  or  the  National  In- 
stitute on  Alcohol  Abuse  and  Alcoholism.  All  applications 
are  reviewed  by  the  Mental  Health  Small  Grants  Review 
Committee,  which  meets  five  times  annually,  and  by  the 
statutory  Advisory  Councils  of  the  three  Institutes.  Ap- 
plications are  processed  as  they  are  received;  however, 
approximately  five  months  should  be  allowed  between 
submission  of  applications  and  desired  start  dates. 

For  additional  information  and  guidelines,  contact  Dr. 
Ellen  Simon  Stover,  Small  Grant  Program,  NIMH,  5600 
Fishers  Lane,  Rockville,  MD  20857. 

Med  schools  accepting 
Americans  from  abroad 

Americans  who  go  abroad  to  study  medicine  can  suc- 
cessfully enter  a U.S.  medical  school  at  the  start  of  the  ju- 
nior year,  says  a report  in  the  January  12  Journal  of  the 
American  Medical  Association. 

Despite  a doubling  of  places  in  first-year  classes  in  U.S. 
schools  in  the  past  dozen  years,  many  well  qualified  ap- 
plicants have  been  unable  to  gain  admittance.  Many  of 
these  disappointed  students  have  enrolled  in  foreign 
medical  schools.  American  medical  educators  have  sought 
to  assist  them  to  return  to  the  U.S.  as  soon  as  possible  to 
pursue  their  careers. 

Mount  Sinai  School  of  Medicine,  New  York  City,  ob- 
served the  performance  of  33  students  who  returned  from 
foreign  schools  in  the  junior  year.  Their  performance  as 
junior  students  was  comparable  to  that  of  the  American 
students. 

“Carefully  selected  students  completing  the  first  two 
years  of  basic  science  in  a foreign  medical  school  can  suc- 
cessfully compete  with  students  enrolled  in  the  American 
medical  curriculum,”  says  Barry  Stimmel,  M.D.,  of  the 
Office  of  Academic  Affairs,  Mount  Sinai  Medical 
Center. 

State  representative  named 

by  the  American  College  of  Cardiology 

Goffredo  G.  Gensini,  M.D.,  Syracuse,  has  been  named 
by  the  College  for  a three-year  term  on  the  ACC  Board  of 
Governors.  Dr.  Gensini  has  announced  that  the  following 
specialist  in  his  geographic  area  (Upstate)  has  achieved  the 
ACC’s  membership  rank  of  Fellowship:  Eric  D.  Foster, 
M.D.,  Albany. 

Harvey  G.  Kemp,  Jr.,  M.D.,  New  York  City,  American 
College  of  Cardiology  Governor  for  the  State  of  New  York 
(Metropolitan),  announced  that  the  following  cardiovas- 
cular specialists  in  his  geographic  area  have  achieved  the 
ACC’s  membership  rank  of  Fellowship:  George  Bear, 


M.D.,  and  Paul  J.  Cannon,  M.D.,  New  York  City;  Steven 

H.  Charno,  M.D.,  Great  Neck;  Marvin  E.  Cramer,  M.D., 
Manhasset;  Dominic  M.  De  Palma,  M.D.,  The  Bronx; 
Robert  J.  Dresdale,  M.D.,  Manhasset;  Peter  J.  Epstein, 
M.D.,  Brooklyn;  Frederick  S.  Fein,  M.D.,  Sylvia  P.  Grif- 
fiths, M.D.,  and  Will  Grossman,  M.D.,  New  York  City; 
Robert  J.  Kramer,  M.D.,  New  Hyde  Park;  Dorothy  Kun- 
stadt,  M.D.,  New  York  City;  Michael  A.  La  Corte,  M.D., 
Brooklyn;  Alfred  S.  Lowenstein,  M.D.,  Cedarhurst;  George 

I.  Mallis,  M.D.,  Northport;  Anthony  J.  Marano,  M.D., 
White  Plains;  Masayuki  Matsumoto,  M.D.,  Ph.D.,  The 
Bronx;  David  M.  McCarthy,  M.D.,  and  Sydney  J.  Mehl, 
M.D.,  New  York  City;  Lester  L.  Merritts,  M.D.,  Mineola; 
Elizabeth  C.  Muss,  M.D.,  New  York  City;  Roy  A.  Pizzarello, 
M.D.,  Manhasset;  George  E.  Reed,  M.D.,  Valhalla;  William 
Ruberman,  M.D.,  Brooklyn;  and  Frank  M.  Weiser,  M.D., 
New  York  City. 

FDA  warning 

The  Food  and  Drug  Administration,  March  30,  warned 
patients  who  are  taking  the  prescription  diuretic  furo- 
semide  that  three  manufacturers  have  illegally  marketed 
tablets  that  may  be  ineffective  and  therefore  harmful  to 
patients  who  need  the  drug. 

FDA  advises  patients  taking  furosemide  to  be  sure  the 
name  Hoechst  is  on  the  tablets.  Hoechst,  the  only  man- 
ufacturer with  FDA  approval  to  market  furosemide,  sells 
it  under  the  trade  name  Lasix. 

Patients  taking  furosemide  tablets  that  do  not  have  the 
Hoechst  name  on  them  should  ask  their  pharmacist  for  a 
replacement.  Patients  who  are  unsure  whether  they  have 
the  Hoechst  product  should  contact  their  pharmacists. 

The  three  manufacturers  that  illegally  marketed  unap- 
proved versions  of  the  drug  are  Pharmadyne  Laboratories, 
Hackensack,  New  Jersey;  Camall  Company,  Washington, 
Michigan;  and  Superpharm  Corporation,  Central  Islip, 
New  York.  All  have  suspended  marketing,  but  patients 
and  pharmacies  may  still  have  these  illegal  tablets  in  their 
possession. 

Eighth  annual  children’s 
science  book  awards 

The  Eight  annual  children’s  science  book  awards  pre- 
sented by  the  New  York  Academy  of  Sciences  are:  “The 
Smallest  Life  Around  Us”  by  Lucia  Anderson  with  illus- 
trations by  Leigh  Grant  (Crown  Publishers,  Inc.)  and 
“Laser  Light”  by  Herman  Schneider  with  illustrations  by 
Radu  Vero  (McGraw-Hill  Book  Company)  are  the  two  best 
books  on  science  for  children  published  last  year,  according 
to  a panel  of  distinguished  judges  for  The  New  York 
Academy  of  Sciences’  Eighth  Annual  Children’s  Science 
Book  Award  Program.  “The  Smallest  Life  Around  Us” 
won  the  award  for  the  Younger  Category  and  “Laser  Light” 
won  the  award  for  the  Older  Category. 

Here  and  there 

Appointed:  Bernard  Jaffe,  M.D.,  as  new  chairman  of 
surgery  at  Downstate  . . . Leonard  E.  Meiselas,  M.D.,  as 
dean,  City  College’s  Sophie  Davis  School  for  Biomedical 
Education  and  vice  president,  Health  Affairs  at  The  City 
University  of  New  York. 

Awarded:  Jose  Jalife,  M.D.,  Utica,  first  place  winner  of 
the  Young  Investigator’s  Competition  for  scientific  paper 
on  research  activity. 
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MISCELLANEOUS 


Equa-Lease 

$16500 

Per  Month  x 36  Months 

CHEVROLET  BUICK 

MONTE  CARLO  REGAL 

FORD  OLDSMOBILE 

T-BIRD  Equipment  CUTLASS 

V-6  Automatic  PS  PB 
R/Def  . Air,  T/G 
AM-FM  W W Radials 
B S Mldg  Wheel  Covers 

nnil’T  Just  pay  rent, 
UUN  I build  equity  at  the 
same  time. 

You  have  the  option  to  buy  the  car  at 
the  end  of  the  lease  at  10%  over 
current  wholesale  used  car  value. 


FREE  LANCE  EDITING,  RESEARCHING  and/or  translating  (French-English, 
English-French).  $7  an  hour;  psychiatric  topics  a specialty.  Experienced. 
References  supplied.  Call  any  time,  Green  (212)  737-4890. 


LOANS  TO  PROFESSIONALS:  Loans  now  available  to  physicians  and  physicians 
in-training.  Easy  payments.  Loans  to  $50,000  and  more;  unsecured;  no  collateral 
necessary.  Consolidate  all  debts  or  any  purpose  loans.  For  full  information  call 
A.  Clayton  Rieder,  Financial  Consultant  (516)  935-1234  or  write  Dept.  711,  c/o 
NYSJM. 


RILLS  COLLECTED-  ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212)  730-0069  . 


DOCTOR!  ACQUIRING?  TRANSFERRING?  APPRAISING  a medical 
practice?  We  offer  the  largest  selection  of  medical  practices  (all  specialties)  on 
the  East  Coast.  We  help  finance  the  purchase,  structure  the  transaction  for 
maximum  tax  benefits  and  help  transfer  the  patients  from  one  doctor  to  another 
and  from  location  to  another.  Free  appraisals  for  the  practices  listed  with  us. 
Free  consultations  in  our  offices.  Call  (212)  445-9797;  (212)  793-3597,  or  write: 
Frederic  Katz,  Ph.D.  Associates  Agency  Inc.,  42-27  Union  St.,  Flushing,  N.Y. 
11355. 


It's  Your  Option  - Not  Ours 

Call  Don  Kaler 
Peter  Biolsi 
At  516-222-9041 

CARANN  LEASING 

An  approved  MSSNY  Membership  Benefit 

Roosevelt  Raceway.  Westbury  New  York 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead.  N Y 11552 

516-483-0577 


1979  ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 
Sheraton  Centre  New  York 

HOUSE  OF  DELEGATES: 

Sunday,  Sept.  16-Thursday,  Sept.  20 

SCIENTIFIC  MEETINGS  & EXHIBITS: 

Saturday,  Sept.  15-Monday,  Sept.  17 


WE  COLLECT  YOUR  OVERDUE  BILLS  without  charging  collection  agency  fees. 
Satisfaction  guaranteed.  Free  sample  kit.  F.  Howard  Distributors,  Dept.  087-2, 
Box  401-AC,  Irvington,  New  Jersey  07111. 


How  CPR  training 
helps  business. 

CPR— cardiopulmonary 
resuscitation  training  is  one 
of  the  valuable  assets  an 
employee  can  have. 

If  even  one  employee  has 
this  training,  (which  is  avail- 
able from  Red  Cross),  every 
other  co-worker  benefits. 
Everybody  can  breathe  easier 
knowing  that  in  the  event  of 
a cardiac  arrest,  help  is 
immediately  available. 

Why  not  set  up  a goal 
for  your  company. . . so  many 
employees  with  CPR  training 
per  floor— or  area? 

It’s  easy  to  do.  Call  your 
Red  Cross  Chapter. . . they’ll 
be  glad  to  help  you  do  it. 

CPR  training  from 
Red  Cross  is  one  way  you  can 
help  your  company  be  ready. 

And  a way  you  can  help  keep 
Red  Cross  ready,  too. 
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Keep  Red  Cross  ready. 

nn  A Public  Service  of  This  Magazine 
uxnc.  & The  Advertising  Council 
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PRACTICES  AVAILABLE 


MKDINA.  N Y.  PHYSICIAN  RETIRING:  Office  building  and  practice  for  sale. 
Established  411  years.  Moderate  4 room,  furnished  and  equipped  for  out  patient 
and  diagnostic,  and  ambulatory  surgery.  On  ground  floor,  1400  sq.  ft.  available 
space.  Central  air  conditioning.  Apartment  on  second  floor  rented  with  good 
income.  Two-car  garage  attached.  Excellent  area.  Hospital  nearby.  Priced 
$45,000.  Will  consider  taking  mortgage.  Call  (716)  798-4272. 


FOR  SALE  (RETIRING):  RANCH  HOUSE/OFFICE  combination.  Suburban 
family  practice.  Delightful  rural  setting.  Cities,  hospitals  15  miles.  Albany 
area  Dept.  727,  c/o  NYSJM. 


CARDIOLOGY:  EXCELLENT  OPPORTUNITY  for  young  cardiologist  to  take 
over  established  practice  in  Queens.  Write  Dept.  720,  c/o  NYSJM. 


WILLISTON  PARK,  N.Y.  INT.  MED./F.P.  Fully  equipped  office  and  practice 
for  sale  in  prof,  building.  Active  practice  of  20  yrs.  with  excellent  income.  Near 
hospitals,  excellent  schools;  one  hour  from  Manhattan.  Will  introduce.  Call 
(516) 747-8780. 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE,  NEW 
York,  New  .Jersey,  Connecticut  permanent  full-halt  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrev  Associates,  agency  for  Execu-Med.  23-25  East  26th  St..  New  York, 
N.Y.  10010.  Telephone:  (212)  532-7625. 


DEPUTY  COUNTY  HEALTH  DIRECTOR.  Monroe  County,  Rochester.  N.Y. 
To  design/supervise  epidemiologicallv  sound  planning  and  evaluation  studies. 
Review/supervise  255  physicians,  nurses,  and  other  staff  in  personal  health  ser 
vices  programming.  Physician  with  MPH  or  one  year  public  health  experience. 
Curriculum  vita  to  Joel  Nitzkin,  M.D.,  Monrue  County  Health  Department,  111 
Westfall  Rd.,  Caller  632,  Rochester,  N.Y.  14692. 


LOCLIMS,  EMERGENCY  ROOM  PHYSICIANS  from  May  through  September. 
Must  have  N.Y.  license  and  D.E.A.  certificate.  Send  letter  and  C.Y.  to:  James 
F.  Stehli,  Phvsician  Service  Associates,  33  Mitchell  Ave.,  Binghamton.  N.Y 
13903 


WANTED:  FAMILY  PRACTICE  PHY  SICIAN  to  occupy  a brand  new  facility 
in  a suburban  type  practice  7 miles  from  a 304-bed,  acute  care  hospital  in  the 
beautiful  Finger  Lakes  area  of  New  York  State.  Write  C.  D.  Hicks,  157  Ross  St., 
Auburn.  N.Y.  13021  or  call  (315)  253-3388. 


LOCUM  TENENS.  GENERAL  OPHTHALMOLOGIST  OFFICE,  easy  pace, 
Eastern  Long  Island,  N.Y'.,  near  State  University.  A.  J.  Bradley,  M.D.,  P.O.  Box 
JJ,  East  Setauket,  N.Y’.  11733. 


STUDENT  HEALTH  PHY  SICIAN  for  co-ed  liberal  arts  college  of  1600  students 
in  upstate  New  York.  Full  in-  and  out-patient  facilities  with  ample  nursing 
coverage.  X-ray  and  lab;  rotate  with  other  physician  who  also  serves  as  Medical 
Director.  Sensitivity  to  medical  problems  of  young  men  and  women  essential: 
interest  in  sports  and  dance  injuries  helpful.  An  Equal  Employment  Opportunity 
Employer.  Send  credentials  to  Director.  Rudd  Health  Center,  Hamilton  College, 
Clinton.  N.Y.  13323. 


'ALEDONIA,  NEW  Y’ORK.  Livingston  County  needs  a family  physician. 
Contact:  William  S.  Andaloro,  M.D.  3144  Church  St.,  Caledonia  14423.  Tel: 
(716)  538-6250. 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  7 
courses  in  the 
growing 

health  care  field: 

Mod.  Asst.,  Dental  Asst., 
Mod.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide  (Nurse’s  Assts  ), 
Med.  & Dent.  Secy., 
F.KG  Technician. 

Legal  Assistant. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


l^ie  cWestdjester~ Sctjool 

I OR  PARAPROI  I SSIONAI  I RAINING  - 
l td  ( hu.irio  Si  Albany.  N Y 12206  ■ (518)  462  6621 
I \ Bro.ulu.ic.  While  Plains.  N.Y  10601  1911)  128-196(1 
275  Bro.tdhollou  ltd  iRte  110).  Melville.  N Y 11746  <516)752-1060 


PHYSICIANS  WANTED— CONT  D 


WANTED:  ASSOCIATE  OR  PARTNER  in  general  practice,  downtown  Sche- 
nectady, N.Y’.  Excellent  opportunity  to  expand  established  solo  practice  into 
small  group  practice.  Write  Dept.  731 , c/o  NY’SJM. 


BOARD  QUALIFIED  PEDIATRICIAN  wanted  to  join  3-man  partnership.  Finger 
Lakes  area,  central  New  Y’ork.  Serving  80,000-100,000.  Excellent  recreational 
facilities.  H.  Romano,  M.D..  187  Genesee  St.,  Auburn,  N.Y’.  13021.  (315) 
252-5520. 


UROLOGIST,  PART-TIME,  for  private  multi-specialty  group  on  the  Grand 
Concourse  in  Bronx,  N.Y  . to  do  GU  procedures  in  Bronx  hospitals.  No  Medicaid. 
Send  name,  address  and  phone  number  to  Dept.  726,  c/o  NYSJM. 


NEPHROLOGY  FELLOWSHIPS  AVAILABLE  JULY  1,  1979.  Strong  clinical 
emphasis,  acute  and  chronic  dialysis.  Acid-base-electrolytes,  biopsy,  and 
transplantation.  Contact:  Godfrey  C.  Burns,  M.D..  St.  Vincent’s  Hospital  and 
Medical  Center,  New  Y’ork,  N.Y.  10011.  (212)  790-8322. 


1MERGENCY  PHYSICIAN  FOR  MID-ATLANTIC  STATE  community. 
Background  in  emergency  care,  family  practice,  medicine,  pediatrics  or  surgery. 
Modern  emergency  department.  Metropolitan  population  270,000;  clean  en- 
vironment: good  schools,  local  colleges;  cultural  advantages.  Y’ear  round  outdoor 
sports.  Forty  hour  week;  one  month  off;  salary  competitive.  Send  C.Y.  to  Dept. 
722,  c/o  NYSJM. 


nEUROLOGIST,  3 HOURS  PER  WEEK  for  private  multi-specialty  group  on  the 
Grand  Concourse,  Bronx,  to  do  office  work-ups.  No  Medicaid.  Send  name,  ad- 
dress and  phone  number  to  Dept.  729,  c/o  NYSJM. 


f NEEMA  EMERGENCY  MEDICAL  'N 


V 


— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency 
physician  group  throughout  Pa  , N.Y..  N.J.,  Mich,  and  Southeastern 
U.S.  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
servicewith  minimum  guarantee  provided.  Malpractice  paid  Practice 
credits  towards  board  certification.  Physician  department  directors 
also  desired  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste 
400,  399  Market  St..  Phila  . PA  19106  or  phone  215-925-3511. 
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Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year’s  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

New  York  Hempstead,  LI 

254  West  54  Street  175  Fulton  Avenue 

(212)247-3434  (516)481-2774 

V / 


POSITIONS  WANTED 


PSYCHIATRIST,  BOARD  CERTIFIED  in  adult  and  child  psychiatry,  experi- 
enced, wants  to  join  medical  group,  preferably  in  Brooklyn,  N. Y.  Available  20-25 
hours  a week.  Dept.  725,  c/o  NYSJM. 


EQUIPMENT 


FOR  SALE:  EKTAMATIC  PROCESSOR,  model  214-K.  Unit  produces  fast  print 
from  processed  negative.  Never  used;  in  original  carton.  $400.  Dept.  716,  c/o 
NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SIX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lynbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos- 
pitals. Call  (212)  297-4140. 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell 
or  appraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  ElUman-Gibbons 
& Ives.  Inc.,  745  Fifth  Ave..  N.Y.,  N.Y.  (212)  832-5571. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


DOCTOR’S  OFFICES  FOR  RENT  by  the  hour  or  full  time.  Modern  medical  f 
building  equipped  for  out-patient  diagnostic  work-up  and  ambulatory  surgery,  i 
Ideal  for  medical  and  surgical  specialists.  42-78  Main  St.,  Flushing,  N.Y.  (212)1 
539-8800. 


MEDICAL  SUITE,  WHITE  PLAINS,  N.Y.  New  professional  building  near  White 
Plains  Hospital.  Prime  space,  footage  flexible.  (914)  949-0555,  or  946-3737. 


I WISH  TO  RENT  OFFICE  SPACE  to  a physician  or  to  a group.  The  new  building 
will  be  erected  at  7 Pulaski  Road  in  East  Northport,  L.I.  I will  alter  the  premises 
based  upon  their  desires.  Tax  advantages  can  be  arranged.  Robert  Smirnow, 
D.D.S.,  7 Pulaski  Rd.,  East  Northport,  N.Y.  11731.  (516)  261-1068. 


OFFICE  FOR  SALE,  MONROE,  NEW  YORK:  50  min.  N.  Geo.  W.  Bridge,  i 
Physician’s  home/office,  15  years.  3 bedrooms  + 2 eave-bedrooms,  D/2  baths, 

5 room  professional  suite.  Perfect  location.  Ample  parking.  $67,900.  L.  Krivit,  | 
M.D.,  (914)  783-2080. 


FOR  SALE:  PRIME  LOCATION:  INSTANT  PRACTICE.  Mt.  Pleasant,  New 
York  (7  miles  north  of  White  Plains)  located  15  minutes  from  each  of  5 hospitals. 
Custom-built  4-bedroom  home  with  professional  office.  Write  P.O.  Box  52, 
Hawthorne,  N.Y.  10532. 


STATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  and  is  located  near  S.  I.  Ferry,  all  transportation,  schools,  city  buildings 
and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otolaryn- 
gologist, general  practitioner,  internist,  pediatrician  and  ophthalmologist.  For 
further  information  contact  Paul  (212)  447-8001. 


WHITE  PLAINS,  NEW  YORK.  MEDICAL  SPACE,  1300  sq.  ft.  $800  per  month. 
Private  entrance  1st  floor,  carpeted,  a/c,  office  in  excellent  building.  Call  Sal 
Panico  (914)  761-4359  or  Saul  Gluckman  (914)  245-1100. 


PEEKSKILL,  NEW  YORK:  PROFESSIONAL  OFFICE  SPACE.  3 separate 
spaces  available  approx.  1,000  sq.  ft.  each,  in  modern,  attractive  bldg,  with  Main 
Street  location.  Ideal  for  medical  office.  Good  traffic,  municipal  parking.  For 
information  call  Mr.  S.  Gluckman  (914)  245-1100,  or  Mr.  Gilles  Jean  (914) 
739-0080. 


SOUTH  SHORE,  LONG  ISLAND,  FREEPORT:  Modern  ground  floor  suite  foi 
rent  in  active  medical  building;  1,300  sq.  ft.  suitable  for  any  type  practice.  Lead 
lined  X-ray  room  and  dark  room.  Referrals.  Reasonable.  (516)  378-1414  01 
379-5005.  ' 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEXINGTON 
Professional  Center.  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


Research  Project  in 

The  Treatment  of  Trigeminal  Neuralgia 
With  Chinese  Acupuncture  Techniques 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom 
medications  and  surgery  have  brought  no  significant  improve- 
ment, please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Acupuncture  treatments  will  be  free  of  charge  to  the  patient  if 
pafient  brings  letter  from  referring  physician  that:  1)  Contains 

patient’s  medical  records.  2)  Stating  that:  a)  Referring  phy- 
sician agrees  to  participate  in  project,  by  evaluating  the  effects 
of  the  treatment  on  patient,  b)  Patient  will  remain  under  re- 
ferring physician's  care.  Call  or  write  for  further  details. 


HOME/OFFICE  FOR  SALE:  South  Shore,  L.I.  Dental  practice  established  28 
years.  Charming  colonial  home,  adjacent  office,  custom  brick  buildings,  excellent 
condition;  separate  entrances,  central  air,  2-car  garage,  7-room  house,  6-roorr 
office,  100  X 100.  Prominent  corner,  main  street,  church  and  school  across  street 
Ideal  for  physician.  Dept.  732,  c/o  NYSJM. 


BRICK  COLONIAL  HOME,  on  approximately  1 acre  of  land;  4 bedrooms,  den  & 
deck,  plus  existing  3 room  office  for  physician.  Beautifully  landscaped;  plenty 
of  parking.  In  rapidly  expanding  area  of  beautiful  homes  in  northern  New  Ro- 
chelle, N.Y.  where  professional  services  are  greatly  needed.  Call  after  6 p.m 
(914)  632-1779. 


LARCHMONT,  NEW  YORK:  HOME/OFFICE.  Air  conditioned,  split-level, 
built  in  1962,  on  almost  an  acre.  LR;  DR;  eat-in  kitchen;  den/fireplace;  3 hed 
rooms;  2 baths;  powder  room.  Plus  6 room  professional  suite  w/powder  room. 
Broker:  (914)  834-8180. 


MERRICK,  LONG  ISLAND:  Corner  plot  approx.  18,500  sq.  ft.  with  large,  2-story 
Colonial  dwelling.  Ideal  for  a starter  location  or  an  expanding  practice.  Assu- 
mable low  interest  rate  mortgage.  Existing  or  convenient  terms  available.  Low, 
low  taxes.  Asking  $84,500.  Call  owner  (516)  378-5715. 


CAPITOL  DISTRICT,  N.Y.  STATE:  8-room,  newly  redecorated,  furnished 
professional  office  for  rent;  large  private  parking  lot.  Attached  to  restored  and 
modernized  colonial  home.  Renter  may  have  option  to  buy.  Several  open 
hospitals  in  vicinity.  Reply  to  Dept.  733,  c/o  NYSJM. 
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NEW  YORK  CITY 


Beth  Abraham  Hospital 

612  Allerton  Avenue 
Bronx 

11:00  a.m.,  Thursdays 
July  12 

AGING  OF  THE  HUMAN  BRAIN 
Robert  Terry,  M.D. 

July  19 

PANCREATIC  TRANSPLANTATION  IN  DIABETES 
Harold  Rifkin,  M.D. 

July  26 

PHYSIOLOGY  OF  HUMAN  AGING 
Harvey  C.  Shapiro 

CREDIT:  AMA  Cat.  1 (one  credit  per  hour) 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.,  Beth 
Abraham  Hospital,  612  Allerton  Avenue,  Bronx  10467.  Tel: 
212/920-6013. 


SUFFOLK  COUNTY 


South  Nassau  Communities  Hospital 
cosponsored  by  SUNY  at  Stony  Brook 

July  16,  Noon  to  1:00  p.m. 

ROLE  OF  PREOPERATIVE  AND  POSTOPERATIVE 
RADIATION  TREATMENT  FOR  MALIGNANT  DISEASE 
Bong  Kim,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  call  Department  of  Surgery  office, 
516/764-2600,  ext.  237. 


BUFFALO 


State  University  of  New  York  at  Buffalo  and 
The  Children’s  Hospital  of  Buffalo 

Niagara  Falls 
July  19-21 

SECOND  ANNUAL  BUFFALO  CONFERENCE  ON 
PEDIATRIC/ADULT  ALLERGY  AND  CLINICAL 
IMMUNOLOGY 

For  further  information  contact  CME  Division,  Children’s 
Hospital,  Buffalo  14222.  Tel  716/878-7355. 


FUTURE  EVENTS 


American  Cancer  Society,  Inc. 

777  Third  Avenue 
New  York 

* Waldorf-Astoria  Hotel 
New  York 

September  6,  9:00  a. m. -5:30  p.m. 

INTRODUCTION:  CHANGING  CONCEPTS 

Edward  F.  Lewison,  M.D. 

EPIDEMIOLOGY  AND  PATHOLOGY 
Benjamin  F.  Byrd,  Jr.,  M.D. 

OVERVIEW:  MAGNITUDE  & EPIDEMIOLOGY 

Phillip  Cole,  M.D. 

RADIATION:  A CAUSATIVE  FACTOR? 

Charles  E.  Land,  Ph.D. 


HORMONES:  A CAUSATIVE  FACTOR? 

Stanley  G.  Korenman,  M.D. 

VIRUSES:  A CAUSATIVE  FACTOR? 

Sol  Spiegelman,  Ph.D. 

IMMUNOLOGIC  MECHANISMS 
Loren  Humphrey,  M.D. 

DIETARY  FACTORS 
Ernst  L.  Wynder,  M.D. 

DEVELOPMENTAL  PATHOLOGY 
H.  Stephen  Gallager,  M.D. 

PREDICTORS  OF  PROGNOSIS 
Edwin  R.  Fisher,  M.D. 

LONG-TERM  FOLLOW-UP  OF  UNTREATED 
NONINVASIVE  BREAST  CANCER 
Paul  P.  Rosen,  M.D. 

DETECTION  AND  DIAGNOSIS 
Robert  V.  P.  Hutter,  M.D. 

MOTIVATION  FOR  DETECTION 
Philip  Strax,  M.D. 

SELF  EXAMINATION  & CLINICAL  EXAMINATION 
Louis  Venet,  M.D. 

RADIOGRAPHIC  DETECTION  & DIAGNOSIS 
Gerald  D.  Dodd,  M.D. 

THERMOGRAPHY  & ULTRASOUND 
Marc  S.  Lapayowker,  M.D. 

COMPUTER  TOMOGRAPHY 
C.  H.  Joseph  Chang,  M.D. 

BIOLOGICAL  MARKERS 
Douglas  C.  Tormey,  M.D. 

ASPIRATION  BIOPSY  & FROZEN  SECTION 
Donald  E.  Bauermeister,  M.D. 

PREOPERATIVE  LOCALIZATION  & SPECIMEN 

RADIOGRAPHY 

Ruth  E.  Snyder,  M.D. 

SCREENING— DOES  IT  APPLY  TO  BREAST  CANCER? 
William  Haenszel 

ACS/NCI  BREAST  CANCER  DETECTION 
DEMONSTRATION  PROJECTS 
Benjamin  F.  Byrd,  Jr.,  M.D. 

September  7,  8:30  a. m. -5:00  p.m.,  Friday 

MANAGEMENT  OF  CLINICALLY  EARLY  BREAST  CANCER 
George  P.  Rosemond,  M.D. 

PATHOLOGIC  FACTORS 
Robert  V.  P.  Hutter,  M.D. 

PREOPERATIVE  WORK-UP  & FOLLOW-UP 
Edward  F.  Scanlon,  M.D. 

SURGERY:  NON-PALPABLE  BREAST  CANCER 

A.  Hamblin  Letton,  M.D. 

SURGERY:  PALPABLE  BREAST  CANCER 

Jerome  A.  Urban,  M.D. 

PRIMARY  RADIATION  THERAPY 
Samuel  Heilman,  M.D. 

ADJUVANT  RADIATION  THERAPY 
Willis  J.  Taylor,  M.D. 

ADJUVANT  CHEMOTHERAPY 
Vincent  T.  DeVita,  Jr.,  M.D. 

CLINICAL  TRIALS 
Bernard  Fisher,  M.D. 

MANAGING  THE  REMAINING  BREAST 
Henry  P.  Leis,  Jr.,  M.D. 

PATIENTS,  ETHICS  AND  RE-ADAPTATION 
Virginia  Kay  Conkling,  M.S.W. 

ETHICAL  CONSIDER ATIONS-DECISION  MAKING 
William  W.  Shingleton,  M.D. 

PATIENTS  ROLE  IN  DECISION  MAKING 
Wendy  S.  Schain,  Ed.D. 

"INFORMED  CONSENT"— A LEGAL  EVALUATION 
Victor  Herbert,  M.D. 

PSYCHOLOGICAL  IMPACT 
Rene  C.  Mastrovito,  M.D. 

RECONSTRUCTIVE  SURGERY 
Reuven  K.  Snyderman,  M.D. 

ACS  REACH  TO  RECOVERY  PROGRAM 
Francine  E.  Timothy 


1150  New  York  State  Journal  of  Medicine/June  1979 


WGO-2 


RE-ADAPTATION-PSYCHOSOCIAL  ASPECTS 
Jimmie  Holland.  M D. 

THE  MEDIA  & BREAST  CANCER 
Jane  E.  Broady 

September  8.  8:30  a m. -12:00  noon.  Saturday 
MANAGEMENT  OF  LOCALLY  ADVANCED  & 
DISSEMINATED  BREAST  CANCER 
Charles  R.  Smart.  M.D. 

ESTROGENS  & PROGESTERONE  RECEPTORS 
Elwood  V Jensen,  Ph  D 
ADDITIVE  HORMONE  THERAPY 
Richard  J.  Kaufman,  M.D. 

OOPHORECTOMY  AND  ADRENALECTOMY 
Robert  J.  Schweitzer,  M.D. 

HYPOPHYSECTOMY 
Donald  E.  Richardson,  M.D. 

ANTI-ESTROGENS  & ABLATIVE  ENDOCRINE 
MEDICAL  THERAPY 
Samuel  A Wells,  M.D. 

RADIATION  THERAPY 
Florence  C.  H.  Chu,  M.D. 

CHEMOTHERAPY 
Harry  F.  Bisel,  M.D. 

IMMUNOTHERAPY 
Jordan  U.  Gutterman,  M.D. 

ACUTE  MEDICAL  EMERGENCIES 
Louis  A.  Leone,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (16  hrs  ) 

AAFP  16  hrs. 

16  Cognates 
CME  Cat.  2-D  AOA 
Advance  Registration  Requested 

For  further  information  write:  Breast  Cancer  Conference, 

American  Cancer  Society,  777  Third  Avenue,  New  York 
10017. 

“WHAT  GOES  ON  IN  CME" 

WILL  RESUME  ITS  REGULAR 
SCHEDULE  WHEN  THE  FALL 
COURSES  BEGIN. 


The  New  York  State  Society  of 
Anesthesiologists,  Inc.  sponsored  by  The 
Department  of  Anesthesiology,  School  of 
Medicine,  State  University  of  New  York  at 
Buffalo  in  conjunction  with  District  7,  New  York 
State  Society  of  Anesthesiologists 

September  28,  6:00  p m..  Friday  Reception  and  Dinner 
' Sheraton  Inn-East 
Walden  Avenue 
Cheektowaga,  N.Y. 

DEVELOPMENT  OF  SUBSPECIALTIES  IN  ANESTHESIA 
Frederick  A.  Berry,  M.D. 

September  29.  8:00  a m. -4: 15  p.m. 

HYPOTENSIVE  ANESTHESIA 
Frederick  A.  Berry,  M.D. 

PEDIATRIC  OUTPATIENT  ANESTHESIA 
David  J.  Steward,  M.D. 

ANESTHESIA  FOR  PEDIATRIC  ENDOSCOPY 
A.  Michael  Broennle,  M.D. 

COMMENTARY— GENERAL  DISCUSSION 

Drs.  Berry,  Steward  and  Broennle 

PHARMACOGENETICS  AND  ANESTHESIA— AN 

OVERVIEW 

Judith  II  Donegan,  M.D. 

MALIGNANT  HYPERTHERMIA 
Judith  II  Donegan,  M.D. 

PSEUDOCHOLINESTERASE  ABNORMALITIES 
A.  H.  Anton,  Ph  D. 

THE  PROPHYRIAS 
A.  H.  Anton,  Ph  D. 

COMMENTARY— GENERAL  DISCUSSION 
Drs.  Donegan  and  Anton 
CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Kurt  G.  Becker, 

Administrative  Assistant,  The  New  York  State  Society  of 
Anesthesiologists,  Inc.,  30  East  42nd  Street,  New  York 
10017.  Tel:  2 12/TN  7-7140. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  15TH  OF  THE  MONTH, 
THREE  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 


S3  00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  

Address  

City.  State 

(zip) 
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DERMATOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Dermatologist,  ENT  Phy- 
sician, Family  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physicians'  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/253-3388. 

ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  a ENT  Physician,  Family 
Physician,  Dermatologist  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee,  157 
Ross  Street,  Auburn.  N Y.  13021.  Tel:  315/252-3388, 

ONEIDA.  N.Y.,  Madison  County  needs  a ENT  Physician  and  Family 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road, 
Oneida  13421.  Tel:  315/363-8905. 

FAMILY  PHYSICIAN 

ALBION,  N.Y.,  Orleans  County  needs  a Family  Physician  and  General 
Surgeon.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  1441 1.  Tel:  716/285-4789. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  ENT 
Physician,  Dermatologist  and  Neurologist.  Contact  Mr  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 

BEAVER  FALLS,  N.Y.,  Lewis  County  needs  a Family  Physician. 
Contact  Beaver  River  Health  Services  Council  Beaver  Falls, 
13305.  Tel:  315/346-1111. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P C..  201  E.  First  Street,  Corning  14830. 

HOLCOMB,  N.Y.,  Ontario  Country  needs  a Family  Physician. 
Contact  Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469. 
Tel:  1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician, 
Internist,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls.  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NEWFANE,  N.Y.,  Niagara  County  needs  a Family  Physician.  Con- 
tact V.  J.  Singh,  M.D.,  2596  William  St.,  Newfane  14108.  Tel: 
716/778-9600. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NEW  YORK,  N.Y.,  needs  a part-time  Family  Physician.  Contact  F. 
P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office,  321  W. 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 

NIAGARA  FALLS,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Biagio  Mansueto,  M.D.,  Physician  Recruitment  Com- 
mittee, Medical  Society  County  of  Genesee,  P.O.  Box  488,  Ni- 
agara Falls  14302.  Tel:  716/285-5789. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741  or  Dae-Seok  Kim,  M.B.,  9 Forest  Avenue,  Oak- 
field 14125.  Tel:  716/948-5333. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician  and  ENT 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road., 
Oneida  13421.  Tel:  315/363-8905. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gny  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue  11772.  Tel:  516/654-7095. 

POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Street,  Norwood 
13668.  Tel:  315/353-9922. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 


Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305,  Tel:  212/447- 

2525. 

TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Pediatrician,  Ob/Gyn  and  Surgeon.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pediatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

GENERAL  SURGEON 

ALBION,  N.Y.,  Orleans  County  needs  a General  Surgeon  and  Family 
Physician.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  14411.  Tel:  716/285-4789. 

HANCOCK,  N.Y.,  Delaware  County  needs  a General  Surgeon  and 
Internist.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941, 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon. 
Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

INTERNISTS 

LITTLE  FALLS,  N.Y.,  Herkimer  Country  needs  an  Internist,  Family 
Physician,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823/1000,  ext.  261  or 
262. 

HANCOCK,  N.Y.,  Delaware  Country  needs  an  Internist  and  General 
Surgeon.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  J.  P. 
Bonin,  M.D.,  Gelder  Medical  Group,  44  Pearl  Street,  Sidney 
13838.  Tel:  607/563-9961. 

SODUS,  N Y.,  Wayne  County  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue,  Woodside  11377.  Tel: 
212/278-0440. 

NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Dermatologist, 
ENT  Physician,  and  Family  Physician.  Contact  Mr.  Charles  D. 
Hicks,  Director,  Physicians'  Procurement  Committee,  157  Ross 
Street,  Auburn  13021.  Tel:  315/253-3388. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

NORWICH,  N.Y.,  Chenango  County  needs  a Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  697/334-2756. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Pediatrician  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WEBSTER,  N.Y.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
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Contact  Eastside  Medical  Group,  P.C.,  193  W.  Main  Street, 
Webster,  14580. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

FULTON,  N.Y.,  Oswego  County  needs  an  Ophthalmologist.  Contact 
Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S.  Fourth  St., 
Fulton  13069.  Tel:  315/592-2224. 

ORTHOPEDIC  SURGEON 

FULTON,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon. 
Contact  Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S. 
Fourth  Street,  Fulton  13069.  Tel:  315/592-2224. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

PATHOLOGIST 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  a Pathologist. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Messena  13662.  Tel:  Call  collect  315/769-9991. 

PEDIATRICIAN 

DANSVILLE,  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita.  M.  Gungon,  M.D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296. 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223. 

SHIRLEY,  N.Y.,  Suffolk  County  needs  a Pediatrician.  Contact  Ta- 
tiana S.  Erdely,  M.D.,  91 1C  Montauk  Highway,  Shirley  11967. 
Tel:  516/281-4070. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  OB/Gyn 
Physician,  Family  Physician  and  General  Surgeon.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 


RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J.  Arida,  M.D.,  Director,  Department  of  Radiology, 
Luthern  Medical  Center,  150  55th  Street,  Brooklyn.  Tel: 
212/630-7415. 

NEWBURGH,  N.Y.,  Orange  County  needs  a Radiologist.  Contact 
Gerald  J.  Jerry,  M,D.,  Director  Radiology,  St.  Luke’s  Hospital, 
Newburgh  12550. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 

WELLSVILLE,  N.Y.,  Alleghany  County  needs  a Radiologist.  Contact 
Robert  Harris,  Adm.,  Jones  Memorial  Hospital,  191  North  Main 
Street,  Wellsville,  N.Y.  14895. 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 

420  Lakeville  Road,  Lake  Success,  New  York  1 1040. 

Telephone  516-488-6100. 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES  ON 
IN  CONTINUING  MEDICAL  EDUCATION”  ALL 
CONTINUING  MEDICAL  EDUCATION 
ANNOUNCEMENTS  MUST  BE  RECEIVED  THE 
15th  OF  THE  MONTH,  THREE  MONTHS  PRIOR 
TO  THE  DATE  OF  THE  EVENT. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 

$3  00  one  year 

12  issues  (Published  the 
1 5th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 


□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  

Address  

City.  State  

(zip) 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name  Date 

Address 


(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth 

Citizenship  Status Marital  Status 

Medical  School Year  Graduated 

Internship 

Hosp  itals Dates 

Residency  

Hosp  it  a Is Da  tea 

Specia  lty  ______ 

Licensed  in  what  States? 

Applied  for  

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships  

Are  you  in  practice  at  present? What  type  of  practice  are  you  interested  in? 

Sol  o A s s o c ia  t e Industrie  1 Gr  o up Institution  1 

Other___ _______ 

Dote  you  will  be  available  for  practice Former  locations  in  which  you  have 

pre  ct  iced 

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N„Y.  11042.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  phys ician  

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave ?_ 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  cer  t if  ied?__ Age?  

Please  describe  type  of  practice:  a)  Solo? Jd)  Association? Please  describe  the 

reason  for  associate  ship  

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  br ie fly  


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Telephone:  (516)  488-6100. 
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1979  Albion  O.  Bernstein,  M.D.  Award 


J 


The  Medical  Society  of  the  State  of  New  York  is  accepting  nominations  for  the  1979  ALBION  0.  BERNSTEIN, 
M.D.  AWARD  until  August  1,  1979. 


This  national  award  is  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  the  prevention  of  disease.  Recent  winners  include  Rosalyn  S. 
Yalow,  Ph.D.,  Solomon  A.  Berson,  M.D.,  Baruch  S.  Blumberg,  M.D.,  Ph.D.,  Manfred  M.  Mayer,  Ph.D.,  Joseph 
L.  Goldstein,  M.D.  and  Michael  S.  Brown,  M.D. 


The  $2,000  award  and  appropriate  scroll,  will  be  presented  at  the  annual  convention  of  the  Medical  Society 
of  the  State  of  New  York,  September  16-20,  1979.  The  award  was  endowed  by  the  late  Morris  J.  Bernstein 
in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a hospital  call  in  November 
1940. 


Nominators  must  complete  and  submit  an  official  nomination  form  with  additional  support  information  which 
must  include  the  nominee's  curriculum  vitae,  a brief  synopsis  of  the  significance  of  the  achievement  and  a 
list  of  publications,  if  any.  Please  submit  by  August  1,  1979  to: 

BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11042 

K . r 


Albion  O. 


Bernstein,  M.D.  Award 

1979  Nomination  Form 


(Please  print/ type) 
Name(s)  of  Nominee- 
Professional  Address 


Telephone  ( ) 

Title  of  Achievement 

The  above  is  nominated  for  the  1979  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial  scientific  discovery 
in  medicine,  surgery  or  the  prevention  of  disease. 

Nominator 

Title 

Organization 

Address 

Telephone  ( ) 

Signed Date 


1.  tight,  steady 
head  pain 

2.  cramp-like 
aches  in  neck 

3.  tenderness  in 
neck  area 

4.  neck  rigidity 

5.  elevation  of 
shoulders 

6.  limited  or 
painful  motion 
of  jaws 

7.  soreness  on 
combing  hair 


analgesic  plus  sedative 

FIORINAI® 

TABLETS/CAPSULES  containing  Sandoptal"  (butalbital)  (Warning:  May  be  habit  forming) 
50  mg;  aspirin,  U.S  P,  200  mg,  phenacetin,  130  mg;  caffeine,  U S P,  40  mg, 

helps  relax  the  patient 
as  it  relieves  the  pain 

Tension  headache  usually  results  from  prolonged  contraction  of  the  neck  and  head 
muscles  in  response  to  continuous  stress.  Usually  these  headaches  begin  in  the 
posterior  neck  area  and  radiate  to  adjacent  parts  of  the  head.  Sustained  muscle  con- 
traction brings  pain,  tenderness,  and  other  localized  sensations.  Arteries  of  the  scalp 
muscles  constrict  in  response  to  noxious  stimuli.  The  resulting  ischemia  also  appears 
to  be  a source  of  pain.  Such  changes  stimulate  nearby  end-organs,  initiating  nerve 
impulses  to  the  central  nervous  system.  Fiorinal  tablets  or  capsules,  with  their  com- 
bination of  effective  analgesics  and  short-  to  intermediate-acting  barbiturate,  often 
help  relieve  the  pain  of  tension  headache. 


Contraindications:  Hypersensitivity  to  aspirin,  phenacetin,  caffeine,  or 
barbiturates;  porphyria 

Warnings:  Drug  Dependency— Prolonged  use  of  barbiturates  can 
produce  drug  dependence,  characterized  by  psychic  dependence,  and 
less  frequently,  physical  dependence  and  tolerance.  The  abuse  liability  of 
F lorinal  is  similar  to  that  of  other  barbiturate-containing  drug  combina- 
tions Prescribe  cautiously  for  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs,  not  uncommon  in  patients  with  chronic 
tension  headache 

Use  in  Ambulatory  Patients—  May  impair  mental  and/or  physical 
abilities  required  for  performance  of  potentially  hazardous  tasks,  such  as 
driving  a car  or  operating  machinery;  caution  patient  accordingly.  Central 
nervous  system  depressant  effects  of  butalbital  may  be  additive  with 
those  of  other  CNS  depressants  Concurrent  use  with  other  sedative- 
hypnotics  or  alcohol  should  be  avoided;  when  such  combined  therapy  is 
necessary,  the  dose  of  one  or  more  agents  may  need  to  be  reduced 
Use  in  Pregnancy—  Although  there  is  no  positive  evidence  of  adverse 
effects  on  the  fetus,  the  possibility  of  infrequent  or  subtle  damage  to  the 
human  fetus  cannot  be  excluded,  use  in  pregnant  women  only  when 
clearly  needed 

Nursing  Mothers—  Salicylates  and  barbiturates  are  excreted  in  breast 
milk,  serum  levels  in  infants  of  nursing  mothers  receiving  therapeutic 
doses  are  believed  to  be  insignificant 

Precautions:  Salicylates  should  be  used  with  extreme  caution  in  pres- 
ence of  peptic  ulcer  or  coagulation  abnormalities.  Phenacetin  has  been 
reported  damaging  to  kidneys  when  taken  in  large  amounts  for  a long 
time  and  should  be  used  with  caution  in  patients  with  renal  disease 
Pediatric  toe— Safety  and  effectiveness  in  children  below  age  12  have 
not  been  established. 

Adverse  Reactions:  Most  frequently,  drowsiness  and  dizziness;  less 
frequently,  lightheadedness  and  gastrointestinal  disturbances  including 
nausea,  vomiting,  and  flatulence 

Dosage  and  Administration:  One  or  two  tablets  or  capsules  every  four 
hours  Total  daily  dose  should  not  exceed  six  tablets  or  capsules 
Overdosage:  Toxic  effects  of  acute  overdosage  are  attributable  mainly  to 
its  barbiturate  component,  and,  to  a lesser  extent,  aspirin;  toxic  effects 
of  phenacetin,  which  may  be  masked  by  the  barbiturate,  may  also  occur 
and  should  not  be  overlooked  Treatment  consists  primarily  of  manage- 
ment of  barbiturate  intoxication  and  correction  of  acid- 
base  imbalance  due  to  salicylism 
Before  prescribing,  see  package  insert  for  full  product 
information  sozsios 
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\\  Each  gram 

contains  Aerosporin11 
(Polymyxin  B Sultate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base|,  special  white  petrolatum  qs,  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx  ) foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa,  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia),  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis), traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection  Prophylaclically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended 

When  using  neomycin-containing  products  to  control 


w>eC°- 

secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching,  it  may  be  manifest  simply  as  failure 
to  heal  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept  PML. 


The  f amily  )!  Man  by  Roberto  Mozettl, 
a stalua'/  in  crystal  symbolizing  the  broad  range  ot 
hypertensive  patients  eligible  tor  therapy  with  Catapres 


The  Alpha 
Advantage: 


It’s  for  all  kinds  of  hypertensives 

• Unlike  beta  blockers,  Catapres ' has  no  contraindications. 

• Catapres  can  be  useful  even  in  these  patients  with: 

Congestive  heart  failure  Allergic  rhinitis 
Ventricular  hypertrophy  Hepatic  disease 
Hyperglycemia  Hyperuricemia 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 

Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

WOrk/play— normal  hemodynamic  responses  to  exercise  maintained. 


love  — low  incidence  of  impotence  and/or  loss  of  libido: 


2.8%  in  1,923  patients  studied.1 

Cardiac  output— tends  to  return  to  control  values  during  long-term  therapy. 

blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 

The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
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Medical  Meetings 


AMA  House  of  Delegates 

The  AMA  annual  meeting,  July  22-26, 1979,  in  Chicago, 
will  consist  only  of  House  of  Delegates  sessions.  Post- 
graduate courses,  symposia,  exhibits,  and  other  events  will 
be  presented  at  the  AMA  Winter  Scientific  Meeting  in  San 
Antonio,  Texas,  January  12-15,  1980.  The  annual  con- 
vention of  1978  was  the  last  to  combine  a meeting  of  the 
House  of  Delegates  and  the  Scientific  Program. 

Neuro-oncology  course 

The  Department  of  Neurology  at  Memorial  Sloan- 
Kettering  Cancer  Center  is  offering  a course  in  neuro- 
oncology October  18,  19,  and  20,  1979. 

The  course,  which  qualifies  for  20  hours  of  Category  I 
AMA  credit,  is  designed  for  neurologists,  neurosurgeons, 
oncologists,  radiotherapists,  and  pediatricians  who  treat 
patients  with  cancer. 

A comprehensive  review  will  be  provided  of  conventional 
and  experimental  methods  used  to  diagnose  and  treat  pa- 
tients with  cancer  involving  the  nervous  system.  Metastatic 
neurological  complications,  including  pain,  and  primary 
nervous  system  tumors  will  be  discussed. 

For  information  contact:  Jerome  B.  Posner,  M.D., 

Memorial  Sloan-Kettering  Cancer  Center,  1275  York  Av- 
enue, New  York,  N.Y.  10021. 

First  U.S.  medical  games 
and  sports  medicine  conference 

We  are  pleased  to  announce  the  first  U.S.  Medical 
Games  and  Sports  Medicine  Conference  which  will  be  held 
this  summer  at  the  University  of  Southern  California, 
August  19-25.  Physicians,  dentists,  podiatrists,  physical 
therapists,  pharmacists,  and  veterinarians  will  compete  in 
Olympic-style  and  non-Olympic-style  events,  and  will  at- 
tend comprehensive  seminars  on  sports  medicine. 

The  U.S.  Medical  Games,  sponsored  by  The  Physician 
and  Sportsmedicine,  a McGraw-Hill  publication,  are  of- 
fering allied  health  professionals  the  chance  to  compete  in 
sports  that  they  practice  regularly  (such  as  tennis,  golf,  and 
running),  and  to  learn  specific,  practical  information  in  the 
rapidly  growing  field  of  sports  medicine.  The  event  will 
also  provide  an  opportunity  for  medical  professionals  in 
the  six  disciplines  to  discuss  the  roles  they  play  in  the 
provision  of  health  services  so  that  they  can  work  together 
more  efficiently. 

The  romance  of  sports  and  medicine  comes  together  at 
this  one  week  event — the  U.S.  Medical  Games  and  Sports 
Medicine  Conference,  August  19-25,  at  the  University  of 
Southern  California,  Los  Angeles.  For  more  information 
in  participating,  doctors  can  contact  McGraw-Hill  Con- 
ference and  Exposition  Center,  1221  Avenue  of  the 
Americas,  New  York,  New  York,  10020  or  by  calling  (212) 
997-3610. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


Postgraduate  course 
in  orthopedic  medicine 

The  University  of  Rochester  Medical  Center  Depart- 
ment of  Orthopaedics  will  be  hosting  A Postgraduate 
Course  in  Orthopaedic  Medicine  in  September  of  1979. 

The  course  will  be  held  on  Wednesday  through  Sunday, 
September,  19-23,  1979,  at  the  University  of  Rochester’s 
Medical  Center.  James  H.  Cyriax,  M.D.,  M.R.C.P.,  Vis- 
iting Professor  of  Orthopaedic  Medicine  from  London, 
England,  will  be  the  principal  lecturer.  The  course  has 
been  accredited  by  the  American  Medical  Association 
through  the  Office  of  Continuing  Professional  Education. 
Application  for  credit  has  been  applied  for  from  the 
American  Academy  of  Family  Physicians,  the  College  of 
Family  Physicians  of  Canada,  and  the  American  Physical 
Therapy  Association. 

Questions  or  requests  for  flyers  should  be  directed  to: 
Office  of  Continuing  Professional  Education,  University 
of  Rochester  Medical  Center,  601  Elmwood  Avenue — Box 
601,  Rochester,  New  York  14642;  Telephone  # (716) 
275-4392. 

External  fixation — 
postgraduate  course 

From  November  1-4,  1979,  The  Johns  Hopkins  Uni- 
versity School  of  Medicine  is  presenting  a postgraduate 
course,  “External  Fixation:  The  Current  State  of  the  Art,” 
at  Paradise  Island,  The  Bahamas.  With  a faculty  com- 
posed entirely  of  American  Orthopaedic  Surgeons  involved 
in  the  use  of  external  fixation,  this  course  will  provide  the 
participants  with  the  indications,  techniques,  and  results 
of  external  devices  in  treating  not  only  difficult  fractures 
but  problems  such  as  failed  total  joints,  nonunions,  and  leg 
length  discrepancies.  The  course  is  approved  for  15  Cat- 
egory I AMA  credits.  For  further  information,  contact  the 
Office  of  Continuing  Education,  Turner  Room  22,  720 
Rutland  Avenue,  Baltimore,  Maryland  21205;  Telephone 
(301)  955-5880. 

American  physicians  art  association 

Are  your  an  artist  as  well  as  a physician?  And  if  so,  did 
you  know  there  is  an  annual  art  exhibit,  of  national  calibre, 
strictly  for  doctors  who  are  artists? 

It’s  the  American  Physician’s  Art  Association,  an  orga- 
nization now  in  its  42nd  year.  This  year  it  will  meet  with 
The  Southern  Medical  Association  and  present  its  yearly 
exhibit.  The  APAA  has  nearly  500  members  across  the 
country. 

In  1979  the  SMA  meets  in  Las  Vegas,  Nevada,  from 
November  4-7. 

All  physicians  who  work  in  the  fields  of  painting, 
sculpture,  photography,  graphic  arts,  design,  and  creative 
crafts  are  encouraged  to  join  the  APAA  to  submit  entries 
for  the  November  exhibit. 

continued  on  page  1167 
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The  annual  exhibit  is  always  of  top  rank  quality  with 
professional  arranging  and  hanging  of  the  art  works. 
Qualified  judges  each  year  award  prizes  in  the  following 
categories: 

Oil  and  acrylics  (classical  and  modern),  water  color, 
sculpture,  arts  and  crafts,  photography,  and  graphics. 
Each  category  has  a first,  second,  and  third  prize.  In  ad- 
dition, special  masters  awards,  honorable  mention,  and 
best  of  show  are  also  given.  There  is  consideration  for 
advanced  and  beginning  artists. 

Membership  is  open  to  all  physicians.  Southern  Med- 
ical Association  membership  is  not  required.  Those  in- 
terested write  to:  Milton  S.  Good,  M.D.,  Treasurer,  APAA, 
610  Highlawn  Avenue,  Elizabethtown,  Pa.  17022. 

President  of  the  Association  is  Stephen  Nordlicht,  M.D., 
200  East  74th  Street,  New  York,  New  York  10021. 


Symposium:  the  biology 

and  management  of  surgical  wounds 

November  8 and  9,  1979,  a symposium  on  The  Biology 
and  Management  of  Surgical  Wounds  will  be  presented  at 
The  New  York  Hospital-Cornell  Medical  Center,  New 
York,  N.Y.  Presented  under  the  auspices  of  The  New 
York-Brooklyn  Committee  on  Trauma  of  the  American 
College  of  Surgeons  and  The  New  York  Hospital-Cornell 
Medical  Center. 

For  further  information,  contact:  Peter  Dineen,  M.D., 
Department  of  Surgery,  The  New  York  Hospital-Cornell 
Medical  Center,  1300  York  Ave.,  New  York,  N.Y.  10021. 


Regional  scientific  meetings 
to  be  held 

In  addition  to  13  regional  scientific  meetings  to  be  held 
throughout  the  country  during  1980.  the  AMA  will  begin 
a program  of  special  "Theme  Meetings.”  The  first  of  these 
meetings,  on  cardiovascular  disease,  will  be  in  Los  Angeles 
April  10-23,  1980.  The  second,  on  the  theme  of  thera- 
peutics, will  be  in  Kansas  City,  Mo.,  September  27-30, 
1980.  The  Theme  Meetings  will  include  a variety  of  other 
postgraduate  courses. 


The  Treatment  of  gonococcal  proctitis: 

173  Patients  treated  with  spectinomycin 

Of  173  homosexual  males  with  positive  gonococcal  rectal 
cultures  treated  with  4 grams  of  spectinomycin  (intra- 
muscularly administered)  127  returned  for  follow  up  and 
all  had  negative  cultures.  Fiumara,  N.  J.:  J.A.M.A.  239: 
735  (Feb.  20)  1978. 
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Editorials 


The  effect  of  the  elimination  of  hospital  beds  on  the  practice  of 
medicine 


The  practice  of  medicine  by  physicians  with  no 
hospital  beds  available  for  their  patients  is  all  hut 
impossible.  This  applies  not  only  for  acute  illness 
and  emergency  care  but  also  for  prolonged  care  of 
chronic  illness,  when  the  patient  no  longer  needs 
specialized  skills  and  complex  equipment  of  an  acute 
hospital  facility.  When  appropriate  care  at  home 
does  not  exist  or  cannot  be  provided,  then  some  other 
equivalent  health-related  facility  is  essential. 

Meeting  these  changing  needs  cannot  be  made  the 
sole  responsibility  of  the  physician,  nor  of  the  family 
in  the  modern  social  setting.  This  is  a social  obli- 
gation of  the  community  and  of  the  government  and 
requires  cooperation  of  the  health  department,  the 
government,  social  agencies,  community,  consumer 
groups,  and  the  family.  All  must  plan  for  the  orderly 
transition  of  care.  This  means  the  proper  number 
of  beds  in  each  category  of  need.  Without  proper 
planning  we  can  only  repeat  the  present  debacle  of 
too  many  and  too  expensive  acute  hospital  beds,  and 
the  disrupting  consequences  that  must  follow  their 
sudden  elimination. 

Planning  should  include  keeping  open  a sufficient 
number  of  voluntary  and  municipal  beds,  and  pro- 
prietary beds  too,  to  meet  the  needs  of  the  physicians 
of  the  community;  each  type  of  hospital  should  be 
integrated  to  obtain  an  appropriate  regional  overall 
system  of  good  medical  care.  Ideally  all  the  different 
types  of  facilities  should  be  made  available  to  all 
physicians  for  the  care  of  their  patients  and  this  re- 
quires the  creation  of  an  effective  administrative 
setup.  Provision  for  some  full-time  hospital  staff  can 
be  included,  but  all  the  staff  should  not  be  full  time, 
to  the  exclusion  of  all  part-time  and  private  care 


physicians.  The  proprietary  hospitals  and  the 
part-time  physician  can  be  utilized.  Let  all  compete 
in  giving  good  medical  care.  The  real  issue  is  good 
medical  care,  and  the  future  of  medicine  rests  on 
finding  the  right  formula  of  facilities  for  good  ser- 
vice. 

When  Ray  E.  Trussed,  M.I).,  affiliated  the  city 
hospitals  with  voluntary  institutions,  we  lost  an  op- 
portunity to  try  different  types  of  experimental 
hospital  organization.  Views  were  expressed  then, 
and  a plea  was  made,  for  a continuation  of  some  of 
the  original  voluntary  type  of  organization  in  at  least 
one  hospital;  the  one  chosen  was  The  City  Hospital 
in  Elmhurst,  which  was  the  only  unaffiliated  unit  at 
the  time.  The  chance  then  existed  to  run  parallel 
experiments  with  this  different  arrangement  from 
that  of  the  affiliation  program,  to  obtain  a compari- 
son— again  on  the  basis  of  competition.  Only  thus 
could  we  find  what  arrangements  were  worth  con- 
tinuing. We  can  now  say  with  certainty  that  the 
affiliation  program  between  the  voluntary  and  city 
hospitals,  recommended  by  the  original  Task  Force, 
as  implemented  by  Dr.  Trussed,  has  failed  miserably, 
despite  the  many  millions  poured  into  it.  Just  look 
at  the  city  hospitals  today!  Even  our  voluntary 
hospitals  have  suffered  from  this  program.  Above 
all,  the  patients  and  the  physicians  have  lost  out. 

We  may  have,  with  the  closing  of  so  many  beds,  one 
last  opportunity  to  promote  a more  complete  regional 
medical  care  program,  with  proper  and  sufficient 
facilities  in  each  category  of  need.  The  alternative 
is  government  medicine,  ultimately  total  and  com- 
plete. 

A.A.A. 


— the  key  to  prevention 


Health  education 

There  is  a definite  limit  to  the  effectiveness  of 
physicians  in  the  prevention  of  physical  disability. 
The  boundaries  are  determined  by  two  factors:  the 
willingness  of  patients  to  accept  counsel  and  com- 
pliance. Unfortunately,  our  ability  to  influence 
adults,  who  are  already  deeply  entrenched  in  bad 
habits,  is  difficult  and  often  impossible. 


Not  many  of  us  realize  that  the  leading  cause  of 
death  in  the  four-  to  forty-year  age  group  is  trauma, 
and  almost  all  are  preventable,  w'ith  alcohol  and 
drugs  often  major  contributing  factors. 

Smoking  (cigarettes  specifically  and  less  so  pipes 
and  cigars),  as  far  as  our  profession  is  concerned,  is 
a proved  cause  of  cancer  of  the  lungs  as  well  as  the 
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upper  respiratory  tract.  It  is  a major  aggravating 
cause  in  peripheral  vascular  disease,  heart  disease, 
chronic  lung  disease,  and,  perhaps,  birth  defects. 

Obesity  produced  by  over-indulgence  or  an  ad- 
diction to  food  is  directly  related  to  diabetes  and 
hypertension  and  indirectly  to  cardiovascular  and 
pulmonary  dysfunction.  In  a few  it  produces  the 
symptom  complex  known  as  the  “Pickwickian  syn- 
drome” and  in  most  a serious  psychological 
problem. 

Poor  diet,  the  neglected  villain,  not  only  impairs 
physical  activity  but  also  the  mental  processes  in  the 
young.  It,  too,  has  been  implicated  as  a possible 
cause  of  birth  defects. 

The  effect  of  ecology  began,  relatively  recently,  to 
receive  the  attention  it  deserves.  Toxic  substance 
in  the  air  we  breathe,  the  water  we  drink,  and  the 
food  we  eat  must  be  avoided.  Harmful  exposure  to 
all  types  of  radiation  must  be  reduced  to  a min- 
imum. 

Prevention  of  the  above  can  be  accomplished  best 
in  the  young  and,  ideally,  by  using  the  present  edu- 
cational system.  Health  education  in  our  elementary 
and  secondary  schools  is  woefully  inadequate  in 
many  states  and  counties.  Recently,  Congress  joined 
medicine  in  an  awareness  of  the  value  of  prevention 
and  has  indicated  a willingness  to  fund  educational 
programs.  However,  only  a few  voices  have  recom- 
mended mandatory  courses  in  our  schools  and  this 
must  be  done  to  make  the  program  effective. 

In  New  York  City,  during  the  last  eight  years,  at- 
tempts to  incorporate  a proved  life  saving  procedure, 
CPR  (cardiopulmonary  resuscitation),  in  elementary 
and  high  schools,  met  with  little  or  no  success.  Only 
within  the  last  few  months  has  there  been  evidence 
of  interest  in  introducing  such  courses.  The  poten- 
tial dividend  of  a drive  to  teach  every  able-bodied 
individual  over  the  age  of  ten  to  do  CPR  is  tremen- 
dous. Statistics  from  Ireland  indicate  that  even  if 
inefficiently  performed,  8 to  10  percent  of  the  esti- 
mated 350,000  who  die  of  cardiac  arrest  can  be  saved. 


This  alone  would  reduce  the  mortality  from  this 
nondiscriminating  killer  by  35,000  lives  annually. 

Well-planned  and  organized  health  education 
courses  given  by  specially  trained  instructors  on  a 
regular  basis  (1  hour  per  week)  in  the  upper  grades 
of  our  elementary  schools  and  early  years  of  high 
school  could  save  an  incalculable  number  of  lives  and 
markedly  reduce  the  total  cost  of  health  care  in  the 
United  States. 

For  example,  the  adverse  effects  of  alcohol  and 
drugs  (both  “uppers”  and  “downers”)  smoking,  ex- 
cessive eating,  and  poor  dietary  habits  as  well  as  CPR 
can  be  taught  easily  and  impressively  by  using  au- 
diovisual techniques.  By  using  movies  and  T.V.  a 
demonstration  of  the  impairment  of  equilibrium  and 
judgment  in  those  who  use  barbituates,  alcohol, 
marijuana,  cocaine,  as  well  as  the  street  named  sub- 
stances, LSD  and  Angel  Dust,  to  name  a few,  on 
driving  bicycles,  motorcycles  and  automobiles  would 
have  a tremendous  impact  on  our  youth.  The  more 
sophisticated  study  of  the  effects  on  the  human  body 
produced  by  environmental  poisons  and  other  factors 
could  be  added  to  courses  in  the  secondary 
schools. 

Health  education  courses  in  our  schools  supple- 
mented by  the  use  of  the  media  must  be  implemented 
and  the  sooner  the  better.  Although  physical  fitness 
classes  are  important,  and  ought  to  be  continued,  few 
would  object  to  the  use  of  one  hour  a week  taken  from 
a gym  class  for  health  education.  It  is  obvious  to 
many  educators  that  these  programs  are  the  keys 
to  open  the  doors  to  the  treasures  of  a sound  and 
healthier  life  by  promoting  prevention. 

As  is  true  for  many  of  the  needs  of  society,  the 
medical  profession  working  alone  is  doomed  to  fail- 
ure. Success  will  more  likely  reward  the  cooperative 
efforts  of  the  media,  clergy,  politicians,  and,  most 
important  of  all,  those  who  control  our  educational 
system. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 
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Vasodilan-compatible  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
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Anastomotic  aneurysms,  as  a complication  of  ar- 
terial grafting  procedures,  has  been  the  subject  of 
reports  during  the  past  two  decades.  The  number 
of  reports  has  decreased  more  recently.1-2  Early 
reports  attributed  this  complication  to  failures  of 
suture  and  graft  materials.  Even  since  the  intro- 
duction of  newer  prosthetic  grafts  and  suture  mate- 
rial the  problem  persists.  The  complication,  of  far 
less  incidence,  also  expressed  by  Christensen  and 
Bernatz1  and  Knox,3  still  offers  a significant  chal- 
lenge to  the  surgeon  doing  vascular  surgery.  Prob- 
ably the  greatest  recent  contribution  to  the  literature 
and  enunciation  of  the  pathogenesis  of  anastomotic 
aneurysms  was  the  report  of  Szilagyi  et  al.2  From 
their  extensive  experiences  in  the  vascular  field,  a 
group  of  205  such  lesions  offered  numerous  facets  for 
analysis.  These  authors  cited  an  incidence  of  this 
complication  of  1.7  percent  for  total  anastomoses  and 
4.8  percent  for  patients.  Previously,  West,  Lattes, 
and  Knox4  had  estimated  an  incidence  of  from  4 to 
6 percent. 

There  are  other  factors,  in  addition  to  the  suture 
and  graft  material,  which  have  an  interplay  and 

* Submitted  August,  1977. 


The  authors  feel  that  arterial  reconstruction  has 
become  so  widely  practiced  by  general  and  vascular 
surgeons  that  this  unusual  but  challenging  compli- 
cation of  grafting  deserves  attention.  This  small 
series  of  anastomotic  aneurysms,  21 , represents  a 
general  incidence  of  0.9  percent.  The  authors  feel 
that  this  is  a respectable  figure.  Although  the  inci- 
dence has  diminished,  there  are  important  technical 
points  which  must  be  followed  to  minimize  develop- 
ment of  the  complication. 


contribute  to  the  formation  of  such  aneurysms. 
Often  at  secondary  operation  the  precise  cause  of  the 
lesion  may  not  be  clear.  Classifications  as  to  the 
causative  factors  have  been  somewhat  arbitrary. 

A review  of  the  literature  stimulated  this  analysis 
of  our  experience.  Twenty-one  anastomotic  aneu- 
rysms occurred  in  20  patients.  Since  our  grafting 
experience  began  in  1954,  a total  of  921  operations 
were  carried  out  for  805  patients  for  both  occlusive 
and  primary  aneurysmal  arterial  disease.  There  was 
a patient  incidence  of  2.6  percent.  There  were  2,247 
anastomoses  of  which  1,266  were  considered  high, 
both  aortic  and  iliac;  676  femoral;  and  305  popli- 
teal. 

Prosthetic  materials  used  in  early  years  were  nylon 
and  Teflon.  Since  1957  we  have  employed  Dacron 
material.  This  woven  straight  and  bifurcation  graft 
contains  halenca,  that  is,  stretch  fibers  in  the  longi- 
tudinal dimension  but  not  in  the  “woof.”  Autoge- 
nous vein  grafts  have  been  utilized  more  often  during 
recent  years. 

Patients  excluded  from  the  analysis  were  those 
who  developed  true  aneurysmal  dilatation  of  the 
artery  near  the  anastomosis;  those  having  grafting 
procedures  in  the  upper  extremities,  neck,  and  renal 
arteries;  and  those  suffering  death  following  the 
original  operation. 

Table  I indicates  the  incidence  of  the  anastomotic 
aneurysms  by  site  of  graft  insertion. 

These  lesions  have  occurred  at  variable  lengths  of 
time  after  the  initial  operation  in  a rather  even  spread 
since  1954.  No  more  than  three  were  accounted  for 
in  any  one  year. 

Most  of  the  aneurysms,  17  of  21,  were  detected  by 
routine  follow-up  observation.  Few  patients  had 
developed  symptoms  of  pain.  It  was  necessary  oc- 
casionally to  confirm  the  presence  of  the  high  aneu- 
rysms by  angiography. 

Nine  aneurysms  appeared  in  less  than  six  months 
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TABLE  I.  Incidence  of  anastomotic  aneurysms  by  graft 
site  of  insertion 


Site 

Number  of 
Anastomoses 

Number  of 
Aneurysms 

Percent 
' Incidence 

Aortic 

1,266 

2 

0.3 

Iliac 

2 

Femoral 

676 

16 

2.3 

Popliteal 

305 

1 

0.3 

Totals 

2,247 

21 

0.9 

after  the  initial  grafting  procedure,  while  12  devel- 
oped after  one  year.  Four  became  evident  more  than 
five  years  following  the  original  arterial  reconstruc- 
tion. 

Wound  infection  associated  with  the  initial  graft 
had  been  found  of  importance  in  the  early,  six-month 
group.  Suture  line  defects  occurred  in  six  instances 
in  this  same  group. 

Three  graft  defects  were  present  in  both  groups. 
One  defect  was  discovered  in  nylon  taffeta  material 
seven  years  after  placement  in  our  first  case  of  re- 
section for  abdominal  aneurysm. 

Three  aneurysms  thrombosed  without  compro- 
mise of  circulation  to  the  extremity.  Two  were  re- 
vised, and  the  patients  survived  years  afterward. 
Surgery  was  not  performed  on  one. 

Table  II  represents  the  occurrence  and  frequency 
of  anastomotic  aneurysms  after  primary  operations 
with  factors  considered  responsible  for  the  sequence 
of  events. 

Seven  patients  had  extensive  endarterectomy  done 
at  the  time  of  grafting.  All  but  one  involved  the 
femoral  site  of  insertion.  In  five,  the  aneurysm  de- 
veloped within  the  six-month  follow-up  period. 

Hypertension  existed  in  1 1 patients,  an  incidence 
of  55  percent.  This  incidence  was  much  higher  than 
in  patients  who  had  not  developed  aneurysms. 

Management 

During  the  early  years  of  our  experience,  patient 
follow-up  appointments  extended  over  longer  in- 
tervals. Patients  who  developed  aneurysmal  defects 
experienced  a greater  incidence  of  pain  and  even 
rupture.  Treatment  was  delayed  too  often  until  this 
evidence  of  advanced  expansion  occurred. 

More  recently  our  patients  have  been  observed  at 
more  frequent  intervals,  particularly  if  wound  in- 
fection or  anastomotic  bleeding  had  occurred  after 
the  initial  grafting  procedure.  Complaints  of  ab- 
dominal, back,  pelvic,  or  gluteal  pain  have  alerted  us 
to  subject  patients  to  angiographic  study.  Confir- 
mation of  an  anastomotic  aneurysm  has  demanded 
prompt  operative  intervention. 

In  the  event  of  thrombosis  of  the  aneurysm  ac- 
companied by  minimal  compromise  of  circulation, 
no  operation  was  undertaken.  If  ischemia  resulted, 
this  was  cause  for  immediate  reconstruct  ion. 

At  surgery,  aerobic  and  anaerobic  cultures  were 
obtained  to  ascertain  residual  infection.  If  infection 
was  suspected  or  proved,  an  extra-anatomic  bypass 


TABLE  II.  Occurrence  and  frequency  of  anastomotic 
aneurysms  after  primary  operations  with  factors 
considered  responsible  for  sequence  of  events 


' Time  After  Operation 

6 1 to  2 2 to  3 3 to  5 5 to  12 

Factor  Months  Years  Years  Years  Years 


Previous 

wound 

4 

0 

0 

0 

infection 

Thrombosis 

1 

1 

1 

Graft 

1 

2 

defects 

Suture  line 

Disruption 

6 

2 

1 

1 

Vessel 

1 

2 

1 

1 

2 

defect 

Endarterec- 

5 

1 

1 

tomy 

Totals 

9 

4 

2 

2 

4 

TABLE  III.  Outcome  of  patients  treated  by  various 
types  of  operation  to  revise  vascular  anastomoses 


/ Outcome 

Died  of 
Failure  Other 

Number  with  Cause  Living 


Type  of  Operation 

of 

Patients 

Amputa- 

tion 

One 

Year 

One 

Year 

Resuture  of 
anastomosis 

4 

0 

2 

2 

Resection  with 
regraft 

12 

1 

3 

9 

Bypass  with  excision  or 
ligation 

3 

2 

1 

2 

reconstruction  was  carried  out.  The  infected  field 
was  avoided  except  to  remove  infected  material  after 
peripheral  circulation  was  established. 


Results  of  management 

One  patient  died  of  hemorrhage  without  operative 
correction  of  his  infected  aortic  anastomosis.  Only 
on  one  other  patient  was  no  surgery  performed  be- 
cause the  femoral  aneurysm  had  thrombosed  with 
minimal  ischemia  of  the  lower  extremity.  There 
were  no  deaths  among  the  19  operated  patients. 

Table  III  shows  the  outcome  of  patients  treated  by 
the  various  types  of  operation  to  revise  the  vascular 
anastomoses. 

The  three  patients  in  category  C were  infected. 
Two  had  axillopopliteal  bypass  grafts  which  oc- 
cluded. One  amputation  followed.  The  other  pa- 
tient had  an  iliac-to-popliteal,  via  obturator  foramen, 
bypass  which  remained  patent  five  years  with  per- 
sistent infection  at  the  femoral  site.  This  latter  pa- 
tient  had  subsequent  resection  of  an  abdominal  an- 
eurysm. Thereafter  the  leg  graft  occluded  requiring 
amputation. 

We  are  not  aware  of  any  recurrence  of  anastomotic 
aneurysms  in  those  patients  surviving  longer  than 
one  year. 

Comment 

Failure  of  arterial  anastomoses  with  the  develop- 
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merit  of  anastomotic  aneurysms  is  attributed  to 
multiple  factors.  Improvements  in  graft  materials 
and  vascular  sutures  have  been  responsible  for  low- 
ered incidence  of  these  aneurysms.  Further  reduc- 
tion of  occurrence  will  relate  to  more  extensive  use 
of  autogenous  vein  grafts  and  the  newer  allografts. 

Infection  of  primary  operative  wounds  continues 
to  he  significant,  with  the  highest  incidence  at  the 
femoral  site.  If  one  is  aware  of  previous  wound  in- 
fection, he  should  be  aware  of  the  persistence  of  in- 
fection in  anastomotic  aneurysms,  especially  when 
the  latter  appears  within  six  months  after  the  pri- 
mary procedure.  The  majority  of  these  aneurysms 
in  this  series  were  not  infected,  which  is  consistent 
with  other  recent  reports.  Efforts  to  minimize  this 
factor  are  concerned  with  special  attention  to  proper 
skin  preparation  before  grafting. 

Other  factors  which  have  been  cited  refer  to 
“stress”  on  grafts:  turbulence  at  sites  of  graft  insert, 
motion  of  grafts  at  the  inguinal  ligament,  longitudi- 
nal tension  on  suture  lines,  and  so  forth.  Actually, 
these  are  of  secondary  importance.  Hypertension 
can  be  an  additional  contributing  factor  and  should 
be  controlled  postoperatively. 

Certain  technical  factors  deserve  greater  emphasis 
which,  if  ignored  at  operation,  lead  to  initial  loss  of 
integrity  of  vessel,  graft,  or  suture  line.  The  fol- 
lowing brief  points  should  be  made  regarding  the 
construction  of  a good  arterial  anastomosis. 

Endarterectomy  technique,  if  not  precise,  can  re- 
sult in  attenuation  of  the  arterial  wall.  Sutures  may 
tear  the  thin  wall.  When  the  integrity  of  the 
endarterectomized  vessel  is  doubtful,  further  re- 
construction should  be  devised  at  the  time. 

Too  many  hemostatic  sutures  at  the  point  of  insert 
can  compromise  lumen  size  as  well  as  vasculature  of 
vessel  wall.  If  hemostatic  sutures  are  required,  they 
should  be  placed  without  full  head  of  pressure  within 
the  artery  and/or  graft. 


The  cut  edge  of  woven  Dacron  material  requires 
cauterization.  This  charred  beaded  edge  prevents 
ripping  out  of  the  sutures.  Too  thick  a bead  may 
crack  if  mishandled  and  contribute  to  disruption. 

Summary 

The  incidence  of  anastomotic  aneurysms  following 
arterial  reconstruction  has  diminished. 

The  challenge  of  this  complication  continues  be- 
cause of  the  threat  of  life  and  limb. 

Factors  responsible  for  the  development  of  the 
lesions  include  defective  graft  and  suture  material, 
wound  infection,  technical  errors,  and  mechanical 
stresses,  which  contribute  to  disruption  of  the 
anastomosis  of  poor  integrity. 

Not  all  such  aneurysms,  once  considered  to  be  in- 
fected, are  found  to  be  so.  Anastomotic  aneurysms 
can  be  repaired  successfully,  with  low  amputation 
and  mortality  rates.  Preventive  measures  include 
attention  to  technique  of  reconstructive  procedures 
as  well  as  control  of  stress  factors. 

Frequent  periodic  and  prolonged  follow-up  ob- 
servation by  the  surgeon  is  important  for  early  rec- 
ognition of  anastomotic  aneurysms.  Early  t reatment 
prevents  catastrophe. 

Physicians  Office  Building 
Community  General  Hospital 
Broad  Road 
Syracuse,  New  York  13215 
(DR.  CHAMBERLAIN) 
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Disease  is  ancient,  and  nothing  about  it  has 
changed.  It  is  we  who  change,  as  we  learn  to  recog- 
nize what  was  formerly  imperceptible. — Jean- 
Martin  Charcot,  M.D.  (i879) 

The  possibility  that  some  arterial  embolization  in- 
cidents might  he  engendered  from  shedding  of  indi- 
vidual atheromatous  fragments,  rather  than  from 
superimposed  clot,  was  entertained  more  than  one 
century  ago.1  However,  only  in  the  past  three  dec- 
ades has  this  category  of  embolism  been  demon- 
strated to  possess  clinicopathologic  implications 
surpassing  mere  academic  interest. 

Ah]  (atheromatous  embolization),  the  obstruction 
or  occlusion  of  arteries  by  atheromatous  or  choles- 
terol-containing material,  can  affect  virtually  every 
organ  in  the  body  and  inflict  variegated  adversities. 
A broad  assort  ment  of  clinical  havocs  has  been  doc- 
umented, according  to  nidation  sites  of  the  emboli211: 
(1)  focal  central  neurologic  disorders,  such  as  am- 
aurosis fugax,  permanent  blindness,  encephaloma- 
lacia,  or  outright  stroke;  (2)  nonoligurie  renal  failure, 
alone  or  coupled  with  transient  or  fixed  arterial  hy- 
pertension; (3)  coronary  insufficiency,  with  or  with- 
out concomitant  myocardial  infarction;  (4)  peripheral 
palsies  consequent  to  regional  circulatory  deficits  of 
the  spinal  cord;  (5)  abdominal  pain,  nausea,  vomiting, 
bleeding,  and  kindred  symptoms  variously  accom- 
panying gastrointestinal  mucosal  ulceration,  bowel 
obstruction,  pancreatitis,  splenic  infarction,  and  so 
forth;  and  (6)  ischemic  disturbances  in  various  por- 
tions of  the  legs  or  feet,  pertaining  to  which  this  ar- 
ticle is  specifically  germane. 

Curiously,  despite  the  prevalence  of  lower-limb 
arterial  insufficiency,  references  in  the  literature  to 
AE  of  those  extremities  are  somewhat  sparse.  In- 
deed, many  standard  textbooks  on  vascular  diseases 


AE  (atheromatous  embolization)  to  the  lower  limbs 
is  due  to  spontaneous  or  traumatic  release  of  cho- 
lesterol-containing debris  from  the  abdominal  aorta 
or  its  ma jor  branches.  Minute  fragments  lodge  in  the 
leg  or  foot  and  incite  an  obliterative  necrotizing  an- 
giitis. Characteristically,  AE  occurs  abruptly,  with 
repeated  attacks  of  pain  and  cutaneous  ischemia, 
that  is,  livedo  reticularis,  being  manifest  in  spite  of 
intact  pedal  pulses.  Arteriography  localizes  the 
aneurysm  or  ulcerated  plaques  responsible  for  the 
embolism.  The  diagnosis  may  be  corroborated  by 
skin  and  muscle  biopsy  specimens  showing  choles- 
terol crystal  deposits  in  small  arteries.  Treatment 
is  directed  at  removing  the  source  of  AE,  and  embol- 
ectomy,  when  feasible,  and  appropriate  revascular- 
ization procedures  to  halt  progression  of  necrosis  in 
the  foot. 


as  well  as  published  reviews  on  arterial  embolism 
hardly  allude  to  it,  if  at  all. 

This  article  surveys  the  subject  in  the  context  of 
a personal  series  of  cases.  Its  objectives  are:  (l)to 
reiterate  the  view  that,  in  all  likelihood,  the  actual 
incidence  of  lower-limb  AE  far  exceeds  that  pur- 
ported from  most  accounts  in  publications;  and  (2) 
to  emphasize  that  the  clinician’s  heightened  aware- 
ness of  the  condition  and  timely  referral  for  curative 
surgical  therapy  should  contribute  materially  to 
salvaging  extremities  otherwise  doomed  with  cer- 
tainty to  amputation. 

Clinical  material 

Particulars  about  17  patients  with  AE  in  the  series 
are  as  follows. 

Age  and  gender.  The  age  range  was  from  52  to 
74  years,  with  a mean  of  61  years;  there  were  15  men 
and  2 women. 

Concurrent  illnesses.  Arterial  hypertension  was 
detected  in  14  patients;  diabetes  mellitus,  in  12;  gout, 

2;  angina  pectoris,  4;  myocardial  infarct(s)  in  the  past, 

5;  cardiac  dysrhythmias,  0;  varicose  veins,  8;  previous 
intermittent  calf  claudication,  4;  history  of  cigarette 
smoking,  14;  former  contralateral  hemiparesis,  2;  and 
lues,  0. 

Symptoms.  Sudden  pain  in  the  leg,  foot,  or  toe(s) 
was  reported  in  17  cases;  numbness  of  affected  part, 
in  13;  and  cool  sensations  in  foot,  6.  The  durat  ion  of 
symptoms  ranged  from  one  day  to  seven  weeks,  with 
a mean  of  five  days.  Repetitive  bouts  were  reported 
in  11  instances,  with  intervals  between  attacks' 
ranging  from  a few  hours  to  three  weeks;  the  mean 
was  three  days.  Patient  procrastination  in  seeking 
medical  evaluat  ion  after  onset  of  symptoms  ranged 
from  2 to  16  days,  with  a mean  of  6 days.  Physician 
delay  from  initial  visit  to  vascular  diagnostic  con- 
sultation ranged  from  4 days  to  5 weeks,  with  a mean  | 
of  18  days.  Four  patients  who  originally  sought  the 


1180  New  York  State  Journal  of  Medicine/July  1979 


help  of  podiatrists  and  two  who  sought  dermatologic 
expertise  had  been  given  reassurance  that  pedal 
pulses  were  present;  hence,  their  problem  “could  not 
be  of  a circulatory  nature.” 

Signs.  Patches  of  dusky  skin  discoloration  at 
outset  was  present  in  all  17  patients.  Pedal  pulses 
were  present  at  initial  examination  also  in  all  17 
cases,  with  subsequent  disappearance  reported  in  8. 
Ischemic  dusky  areas  at  a lone  toe  of  one  foot  was 
noted  in  four  patients;  at  two  toes  of  one  foot,  in  two; 
at  all  toes  on  one  foot,  in  two;  at  one  or  more  toes  of 
both  feet,  in  two;  at  all  toes  and  heel  of  one  foot,  in 
one;  at  sole  of  one  foot,  in  one;  and  at  lateral  part  of 
leg,  in  one  case.  The  remaining  four  patients  were 
seen  when  there  was  overt  gangrene,  of  single  toes  in 
three  and  of  all  toes  of  one  foot  in  the  other.  Ten- 
derness at  the  sites  of  duskiness  was  elicitable  in  all 
cases. 

Arteriography.  Biplane  arteriograms  showed 
abdominal  aortic  aneurysm  in  three  cases;  aortic  ul- 


FIGURE  1.  Arteriosclerotic  plaque.  (A)  Ulcerated  ather- 
omatous plaques  in  aorta  with  normal  arterial  tree  beyond. 
(B)  Atheromatous  embolization  to  popliteal  artery  (small 
arrow)  from  iliac  ulcerated  plaque  (large  arrow). 

ceration  in  five  cases,  with  atheroma(s)  projecting 
intralumenally  in  three  of  them;  common  iliac  ul- 
ceration in  one  case;  common  and  external  iliac  ul- 
ceration in  four  cases;  and  common  femoral  ulcer- 
ation in  four  cases.  There  was  coexistent  obliterative 
arteriosclerosis  in  1 2 instances,  with  stenoses  at  iliac, 
superficial  femoral,  or  proximal  popliteal  levels,  with 
runoff  in  one,  two,  or  all  three  branches  in  the  leg.  In 
no  case  was  the  “dye  cutoff”  sign  of  thromboembo- 
lism evident  in  any  vessel. 

Treatment.  Bv  the  time  they  were  referred  to  the 
author,  all  patients  had  received  combinations  of 
vasodilators,  aspirin,  dipyridamole,  antibiotics,  or 
medication  against  gout  or  arthritis.  Several  had 
used  antibiotic  or  steroidal  foot  ointments.  After 
arteriography  they  were  given  heparin  or  warfarin, 
low  molecular-weight  dextran,  and  nvlidrin  or  cy- 
clandelate.  This  regimen  usually  was  continued  for 
a few  days  postoperatively.  Surgery  consisted  of 
abdominal  aneurysmectomy  in  three;  aortic  seg- 
mental resection  and  prosthetic  replacement  in  two; 
aortoiliac  endarterectomy  in  two;  iliac  endarterec- 
tomy and  popliteal  embolectomy  in  two:  iliac  end- 
arterectomy and  tibial  embolectomy  in  one;  ilio- 
femoral endarterectomy  in  two;  iliofemoral  endart- 
erectomy and  femoropopliteal  bypass  in  one;  ilio- 
femoral endarterectomy  and  axillofemoral  bypass  in 
one;  and  femoral  resection  with  synthetic  graft  in- 
terposition and  femoropopliteal  bypass  in  one  case. 
Preliminary  or  simultaneous  lumbar  sympathectomy 
was  joined  to  five  of  the  procedures. 

An  elderly  man  who  was  too  sick  from  renal  and 
myocardial  disease  to  be  a candidate  for  aortic  re- 
section eventually  lost  all  of  the  toes  of  one  foot;  so 
did  another  patient  who  refused  operation.  In  ad- 
dition to  these  two,  another  three  patients  underwent 
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FIGURE  2.  Unsuspected  aneurysms.  (A)  Aneurysmal  iliac 
artery  with  ulcerated  atheroma;  other  vessels  essentially 
unremarkable.  (B)  Aortic  and  iliac  aneurysms  harboring 
atheromas  responsible  for  lower-limb  embolization. 

transmetatarsal  amputation,  and  gangrenous  toes 
were  excised  in  three  others.  Complete  resolution 
of  the  pedal  ischemia  eventuated  in  the  remaining 
nine. 

Comment 

Etiopathogenesis.  Collectively,  the  majority  of 
AE  incidents  derive  from  dislodgment  of  atheroma- 
tous dehris  at  the  infradiaphragmatic  aorta.  Other 
large-  or  medium-caliber  arteries,  notably  the  iliac, 
femoral,  and  carotid,  often  are  the  fountainhead  as 
well.  In  extremely  rare  cases  the  source  has  been 
traced  to  postrheumatic  aortic  or  mitral  valves  with 
severe  calcareous  ulceration,  or  to  thoracic  aortas 
with  badly  roughened  interiors  in  connection  with 
syphilis  or  gout.  Generally,  therefore,  except  for  the 
special  entity  of  carotid  AE,  predilection  is  to  the 
lower  half  of  the  body,  that  is,  to  the  kidneys,  viscera 
supplied  by  the  celiac  axis,  and  the  lower  limbs. 

Almost  invariably,  the  impaction  of  macroscopic, 
amorphous  granules  enclosing  cholesterol  is  at  artery 
bifurcations  of  leg  musculature.  But  microscopic 
cholesterol  particles  themselves  may  voyage  further 
downstream,  their  final  destination  being  minuscule 
end-arteries  or  even  arterioles  in  the  foot  and  pedal 
digits. 

AE  develops  under  either  of  two  guises:  sponta- 
neous or  traumatogenic.  Spontaneous  AE,  which 
takes  place  wit  bout  any  seeming  provocation,  is  more 
apt  to  be  misunderstood  or  misdiagnosed.  The 
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embolus  is  launched  from  a nidus  of  denuded  endo- 
thelium. Frequently,  this  arises  from  a jagged  ar- 
teriosclerotic plaque  which  has  breached  the  intima 
(Fig.  1).  Either  a shower  of  cholesterol-rich  pulp 
from  its  soft  core  is  disgorged,  or  razor-sharp  scales 
of  the  degraded  plaque  per  se  are  scattered  into  the 
bloodstream.  Alternately,  the  source  may  be  an 
unsuspected  aneurysm,  mostly  devoid  of  lamellated 
thrombus,  from  which  is  swept  out  fatty  and  hyaline 
detritus,  likened  to  "gruel”  or  “corn  meal,”  carrying 
crystals  of  cholesterol  and  its  esters  (Fig.  2). 

In  the  main,  post-traumatic  AE  is  largely  iatro- 
genic and  hence  more  liable  to  he  recognized  right 
away.  The  chief  offending  acts  are  manipulations 
in  the  course  of  arteriography  or  of  intra-abdominal 
surgical  procedures  which  accidentally  wound  the 
aorta  1 H The  latter  situation  eventuates  when  the 
brittle  atheroma-laden  endothelium  is  pulverized 
from  incautious  placement  of  clamps  during,  ironi- 
cally, vascular  reconstructive  operations,  or  from 
undue  retraction  against  the  aorta.  With  regard  to 
arteriographic  mishaps,  the  inciting  mechanisms  are 
catheter  or  guide-wire  maneuvers  which  scrape 
against  splintered  atheroma  or  ruck  it  up  by  inad- 
vertent extravasation  of  contrast  medium  through 
cracks  in  the  vessel  lining. 

Other  implicated  traumatogenic  agencies  have 
been  abdominal  contusions,7  hip  fracture,8  external 
cardiac  massage, and  allegedly  even  more  mundane 


ones  such  as  tenesmus,  forceful  coughing,  or  vom- 
iting.'2 

Histologic  changes.  The  pathocellular  after- 
maths entrained  hy  AE  depend  on  embolus  mor 
phology  and  constituents,  the  tissue  involved,  and 
what  auxiliary  circulatory  avenues  are  recruitable  for 
sustaining  viability  in  the  zone  of  partial  or  absolute 
blood  flow  deprivation. 

Necropsy  specimens  and  experimental  simulation 
of  human  lesions  hy  intravascular  injection  of  ath- 
eroma scrapings  or  of  concentrated  cholesterol  breis 
into  lower  animals  have  disclosed  that  AE  instigates 
an  intense,  local,  necrotizing  panarteritis  in  hitherto 
intrinsically  normal  vessels.10-1 1 The  vasculitis  spans 
a spectrum  of  exudative,  granulomatous,  and  scle- 
rosing phases. 

The  histologic  response  incited  by  AE  at  the  out- 
set, while  some  semblance  of  blood  flow  still  perco- 
lates through  excentric  slit -like  passages  next  to  the 
embolus,  is  that  of  acute  perivascular  inflammation: 
namely,  intimal  hyperplasia,  abundant  infiltration 
of  media  and  adventitia  with  polymorphonuclear 
leukocytes,  margination  with  spindle  cells,  and.  less 
often,  attenuation  or  disintegration  of  the  internal 
elastic  membrane  and  spotty  fibrinoid  mural  ne- 
crosis. But  soon  after,  in  keeping  with  a pattern  of 
foreign-body  arteritic  reaction,  it  becomes  enveloped 
by  macrophages,  fibroblasts,  and  polynuclear  giant 
cells,  while  intima  develops  great  acellular  thicken- 
ing. Mononuclear  cells  supersede  the  polymor- 
phonuclear elements. 

Whereas  the  noncholesterol  pultaceous  and 
phospholipid  ingredients  of  the  embolus  are  con- 
sumed by  phagocytosis  and  enzymatic  action,  the 
rhomboid  crystalline  cholesterol  plates  remain  as 
permanent  sequestrations  wrapped  in  collagen. 
Ultimately,  these  cicatricial  plugs,  in  conjunction 
with  concentric  intimal  proliferation  and  with  inev- 
itable fibrin-platelet  conglomerates  from  sluggish 
microcirculation,  foster  lumenal  obliteration. 

In  standard  paraffin-embedded  sections,  the  lo- 
cation of  the  acicular  cholesterol  residues,  which  are 
dissolved  by  processing  fluids,  is  outlined  by  biconvex 
optically  clear  spaces,  single  or  in  tightly  packed 
groups  jammed  against  the  scarred  vessel  wall. 
Perhaps  attesting  to  companion  spasm  from  the  ir- 
ritant action  of  the  crystals  during  the  acute  stage, 
these  clefts  sometimes  are  seen  traversing  the  vessel 
tunics  partway  or  even  extruding  beyond  them. 

The  lenticular-shaped  inclusions  are  the  cardinal 
histologic  proof  relied  on  for  indicting  AE  and  endure 
even  in  those  unusual  instances  when  recanalization 
occurs. 

Semeiology.  Sundry  variables  determine  how  AE 
announces  itself  clinically:  (1)  embolus  size,  con- 
figuration, and  makeup;  (2)  extent  and  distribution 
of  existing  obliterative  arteriosclerosis;  (3)  which 
artery  is  compromised;  and  (4)  availability  of  col- 
lateral circulatory  pathways. 

Fairly  large  detached  atheromatous  chunks,  in 
general,  wedge  at  the  femoral  or  popliteal  level. 


FIGURE  3.  Magnification  of  atheromatous  embolus  re- 
trieved from  tibial  artery. 


Their  clinical  sequels  are,  for  all  practical  purposes, 
identical  to  those  associated  with  thromboembolism 
affecting  the  same  vessels,  and  therefore  do  not 
warrant  recounting  here.  Of  greater  pertinence  is 
sloughed  atheromatous  gravel,  1 mm.  or  smaller, 
trapped  below  the  popliteal  trifurcation  within  ar- 
terial rami  400  microns  or  less  in  diameter  (Fig.  3). 

The  archetypal  picture  comprises:  (1)  sudden 

inception;  (2)  sharp,  unrelenting  pain  at  the  foot  or 
distal  part  of  the  leg  in  someone  without  antecedent 
intermittent  calf  claudication  or  atrial  fibrillation; 
(3)  violaceous,  netlike  mottling,  that  is,  livedo  reti- 
cularis,12 at  the  undersurface  or  tip  of  a solitary  toe 
or  several  toes,  unilateral  or  bilateral,  asymmetric  if 
on  both  sides;  (4)  pedal  pulses  present  and  of  full 
amplitude;  (5)  foot  temperature  unaltered  or  slightly 
diminished,  due  to  coincidental  transient  vasospasm, 
but  affected  toe(s)  cool;  and  (6)  preserved  motor 
function,  and  variable  sensory  reaction,  in  the 
stricken  extremity. 

The  crisis  may  be  unique,  or  it  may  be  prodromal 
of  episodic  bouts  of  thQ  previously  enumerated 
symptoms  ensuing  at  intervals  of  from  a few  hours 
to  several  days,  each  recurrence  involving  the  same 
toe  or  different  toes.  Prior  to  or  during  one  of  those 
paroxysms,  the  initially  discerned  ankle  pulses  may 
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FIGURE  4.  Alternative  progress  of  macules.  (A)  Resolution 
of  maculae  of  toes  after  operation.  (B)  Gangrene  of  all  toes 
of  one  foot  and  of  skin  of  tip  of  big  toe  of  other.  All  pulses 
present. 

disappear  altogether.  On  most  occasions  pulsations 
remain,  digital  infarction  notwithstanding. 

The  cutaneous  macular  discoloration,  a distinctive 
feature,  has  inspired  the  nonspecific  appellation 
“blue  toe  syndrome”  used  by  some  authors.13  This 
designation,  although  graphic,  is  ill-conceived,  in- 
asmuch as  it  may  be  misapprehended  for  the  “purple 
toe  syndrome”  which  has  been  witnessed  on  rare 
occasions  during  coumarin  drug  administration.14 
The  hue  is  accentuated  strikingly  when  the  limb  is 
held  dependent.  It  does  not  resemble  true  ischemic 
rubor.  Ordinarily  confined  to  the  toes,  the  bluish 
macules  likewise  may  appear  sporadically  in  crops 
as  irregularly  confluent  streaks  or  blotches  over  the 
foreleg,  instep,  or  sole.  They  bear  no  constant  rela- 
tionship to  joints  or  pressure  points.  Occasionally, 
discrete  subcutaneous  induration,  exquisitely  tender, 
is  noticeable  at  those  regions.  The  duskiness  may 
fade  gradually,  or  instead  darken,  and  then  in  a 
matter  of  a few  days  the  skin  blisters  or  necroses. 

The  reticular  lividity  is  conspicuous  and  quite 
unlike  petechial,  purpuric,  or  ecchymotic  lesions. 
Probably  it  reflects  regional  stagnant  hypoxemia  or 
cyanosis  escorting  subtotal  small  artery  or  arteriolar 
blockage,  which  allows  a modicum  of  hemodynamic 
adequacy  to  continue  awhile.  If  perfusion  is  fortu- 
itously substituted  through  other  channels,  the 
mottling  is  evanescent  and  ebbs  with  healing  (Fig. 
4A).  Otherwise,  with  progression  of  stasis  and  lu- 
menal  narrowing,  complete  ischemia  supervenes  and 
proceeds  to  tissue  death  (Fig.  4B). 

The  leg  pain  may  be  sensed  at  different  depths, 
depending  on  whether  AE  is  to  nutrient  vessels  of 
skin,  muscle,  or  bone.  It  is  aggravated  by  motion, 
but  may  also  arise  unpredictably  at  rest.  Rarely,  it 
may  be  indistinguishable  from  the  discomfort  in 
“restless  leg  syndrome,”  of  which  it  is  apparently  an 
occasional  cause.15  Contrary  to  the  sequence  typical 
with  obliterative  arteriosclerosis,  pain  is  greatly 
amplified  by  limb  dependency.  Relentless  pain  is 
more  liable  to  be  osteogenic,  whereas  fluctuating  pain 
usually  is  myalgic  or  tegumentary. 

The  aforementioned  firm  lumps  subjacent  to 
dusky  areas  are  elongated,  differing  from  the  cir- 
cumscribed, raised  nubbins  of  polyarteritis  nodosa. 
They  represent,  according  to  the  st  ratum  of  vascular 
involvement,  fibrous  consolidation  encasing  the 
impacted  embolic  remnants,  atrophic  muscle,  and/or 


dermis.  In  time,  they  progress  to  indolent  gangre- 
nous ulcers  covered  by  a black  carapace. 

A few  supplementary  physical  signs  may  intimate 
AE,  although  by  no  means  are  they  strictly  limited 
to  it  alone.  They  are  expansile  pulsations,  thrills,  or 
bruits  situated  over  the  abdominal  aorta  and  iliac  or 
femoral  arteries. 

Under  circumstances  of  widely  disseminated  AE, 
numerous  physiologic  upheavals  stemming  from  the 
kidneys,  alimentary  tract,  or  other  viscera  struck  by 
the  emboli  introduce  far-ranging  constitutional  de- 
rangements expressed  by  fever,  tachycardia,  arterial 
hypertension,  anemia,  leukocytosis,  markedly  aug- 
mented sedimentation  rate,  and  biochemical  im- 
balances. Then  lower-limb  involvement  is  part  and 
parcel  of  an  enigmatic  disease  process  with  protean 
systemic  overtones. 

Diagnosis.  The  triad  of  abrupt  onset  of  leg  or  foot 
pain,  cutaneous  reticular  lividity,  and  intact  pulses 
is  pathognomonic.  Ancillary  factors  are  repetitive 
attacks,  and  absence  of  prior  intermittent  claudica- 
tion or  cardiac  dysrhythmias.  A background  of  ini- 
tiation of  the  syndrome  by  provocative  happenings 
such  as  arteriography  or  aortic  surgery  furnishes 
additional  corroborative  evidence,  as  does  also  the 
finding  on  physical  examination  of  an  abdominal 
aneurysm. 

When  overt,  these  stigmata  are  sufficiently  salient 
t hat  the  condition  should  be  readily  recognizable  for 
what  it  truly  is. 

As  mentioned  already,  when  lower-limb  hallmarks 
are  just  one  facet  of  multisystem  AE,  there  is  a jus- 
tifiable tendency  for  attention  to  be  diverted  to  the 
elucidation  of  more  pressingly  serious  parenchymal 
malfunctions.  Nevertheless,  it  is  precisely  by  or- 
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ienting  study  toward  the  limb  lesions  that  clues  can 
he  grasped  regarding  the  etiology  of  coincidental 
baffling  symptoms  related  to  more  deep-seated  or- 
gans. 

For  all  of  its  typicality,  AK  may  be  confused  with 
any  of  myriad  entities  which  trouble  the  lower  ex- 
tremities. Discussing  all  of  them  and  their  differ- 
ential aspects  is  beyond  the  scope  of  this  dissertation. 
Suffice  it  to  cite,  from  among  the  long  list  of  ailments 
which  may  mimic  lower-limb  AK  or  have  some  fea- 
ture(s)  analogous  to  it:  obliterative  arteriosclerosis 
itself;  subacute  bacterial  endocarditis;  thrombo- 
phlebitis; polycythemia  vera;  Raynaud’s  phenome- 
non; Buerger’s  disease;  polyarteritis  nodosa  or  other 
connective  tissue  angiitides;  polymyositis;  allergic 
arteritis;  microembolism  from  intracardiac  clot 
or  tumor;  diabetic  vasculitis  or  neuropathy;  cryo- 
globulinemia; symmetric  peripheral  gangrene  ema- 
nating from  sepsis,  low  cardiac  output,  or  dissemi- 
nated intravascular  coagulation;  and  leg  muscle 
hernia.  Also  similar  are:  mononeuritis  multiplex; 
remittent  necrotizing  acrocyanosis;  angiodyskinesia; 
and  a host  of  other  nebulous  maladies  of  obscure 
etiopathogenesis. 

Diagnostic  adjuncts.  Most  laboratory  tests  are 
uninformative,  save  to  exclude  other  states  itemized 
in  differential  diagnosis.  The  lupus  erythematosus 
preparation,  antinuclear  antibodies  level,  cold 
agglutinin  titer,  serum  protein  electrophoresis  pro- 
file, and  so  forth,  all  are  within  limits  of  normalcy. 

“Noninvasive”  studies  likewise  are  noncontribu- 
tory. Doppler  flow  velocity  waveforms  may  or  may 
not  be  abnormal,  subject  to  concomitant  arterio- 
sclerosis obliterans.  By  exhibiting  action  potential 
and  fibrillary  patterns  which  connote  polymyositis, 
electromyography  may  be  misleading.16 

Angiography  is  pivotal  to  diagnosis.  It  points  to 
the  progenitor  aneurysm,  gross  endothelial  ulcer- 
ation, or  plaques  jutting  into  the  vessel  lumen.  For 
the  sake  of  thoroughness,  abdominal  aortography 
and  lower-limb  arteriography  must  be  conducted  in 
both  frontal  and  lateral  or  oblique  projections. 
When  AE  is  suspected  with  good  reason  beforehand, 
the  retrograde  femoral  catheterization  route  should 
be  shunned  for  fear  of  unleashing  renewed  embolism. 
Translumbar  aortography  therefore  is  more  satis- 
factory, although  it  too  shares  responsibility  in  the 
genesis  of  some  cases  of  AE.5  The  safest  approach, 
presumably,  is  the  transaxillary,  employing  soft 
catheters.  Ideally,  the  arteriogram  should  encom- 
pass the  pedal  arteries. 

Whenever  the  diagnosis  is  in  question,  recourse  can 
be  had  to  muscle  and/or  skin  biopsy.  While  there  is 
understandable  aversion  to  biopsying  the  foot  or  toes, 
it  has  been  amply  confirmed  that  random  biopsies 
of  gastrocnemius  or  quadriceps  are  productive  of  an 
equally  high  correlation  index.  16~18  Specimens 
should  be  full-thickness,  and  are  examined  best  in 
the  fresh  state  for  categoric  identification  of  choles- 
terol. 

Polarized  light  exhibits  the  doubly  refractile 


crystals  in  sections  of  frozen  or  wet  formalin-fixed 
tissue.  With  the  Schultz  histochemical  technique 
for  detecting  sterols  the  anisotropic  crystals  are 
stained  blue-green.  The  birefringent  crystals  vanish 
in  paraffin  sections,  and  in  their  stead  negative  im- 
ages or  “ghosts”  are  displayed  by  needle-like  clefts. 
Allied  with  angiography,  muscle  biopsy  can  prove  to 
be  a most  valuable  and  decisive  diagnostic  aid. 

The  timing  of  biopsy  is  important.  If  the  caus- 
ative AK  incident  is  temporally  remote,  enough  in- 
volution and  scarring  will  have  taken  place  so  that  the 
residual  fibrosing  angiitis  will  look  like  any  other 
chronic  occlusive  process  unless  subserial  sections  are 
assiduously  searched  for  the  telltale  cholesterol 
clefts. 

Occasionally,  AE  is  ushered  by  authentic  throm- 
boembolism due  to  blood  clot  coating  plaques.  An 
inkling  of  that  variant  pathogenesis  is  given  from 
meticulous  pathologic  examination  of  embolectomy 
specimens,  particularly  when  these  are  made  up  of 
bland  thrombus  or  are  retrieved  from  someone  with 
a sequence  of  recrudescent  embolization  after  an 
apparently  satisfactory  thromboembolectomy. 

Management.  The  twin  aims  of  treatment  are: 
( 1 ) reversal  or  arrest  of  ischemic  changes  in  the  limb; 
and  (2)  prevention  of  future  attacks  of  AE. 18-20 

Once  the  inroads  of  ischemia  become  ingravescent, 
there  are  few  options  available  for  surmounting  them. 
If  encountered  early,  however,  they  may  be  reined  at 
least  partially  by  any  measures  which  augment  cir- 
culation to  the  foot  and  keep  occlusion  in  abeyance. 
This  is  the  rationale  for  anticoagulant,  vasodilator, 
corticosteroid,  and  antisludging  drugs.  In  practice 
they  confer,  admittedly,  equivocal  benefit.  Some 
authors  have  voiced  criticism  of  anticoagulant  ther- 
apy, accusing  it  of  paradoxically  abetting  AE  by  im- 
peding the  walling-off  of  atheromata  by  thrombus3; 
but  the  validity  of  this  premise  is  in  doubt. 

The  deterrence  of  cutaneous  breakdown  and  pro- 
motion of  healing  by  pharmacologic  means  may  be 
further  strived  for  by  peripheral  nerve  blockade  or 
by  formal  lumbar  sympathectomy.  Again,  the  merit 
of  these  adjunctive  modalities  is  avowedly  anecdotal 
rather  than  verified  by  statistical  analysis. 

Tibial  or  digital  emboli  should  be  amenable,  in 
theory,  to  extirpation  by  microsurgical  techniques; 
but,  except  for  the  solitary  case  in  this  series  of  suc- 
cessful tibial  artery  exploration  and  removal  of  an 
atheromatous  embolus,  there  is  no  previous  record 
of  an  operation  of  that  sort  having  been  endeavored 
for  AE. 

Regrettably,  all  that  can  be  done  with  regard  to 
established  necrosis  in  the  foot  is  phalangeal  or 
transmetatarsal  amputation  after  the  scope  of  irre- 
vocable tissue  loss  is  plainly  demarcated  by  mum- 
mification. Hard  eschars  from  infarcted  skin  and/or 
muscle  on  the  leg  are  excised  primarily  if  peripheral 
circulation  is  present;  if  not,  cephalad  amputation 
may  be  the  only  way  to  brake  the  advance  of  as- 
cending gangrene. 

Of  necessity,  the  principal  therapeutic  effort  is 


July  1979/New  York  State  Journal  of  Medicine  1185 


oriented  to  removal  of  the  precipitating  cause  of  AE, 
thereby  eliminating  repetition  and  intensification  of 
tissue  damage.  Arterial  bypass  procedures  obviously 
are  inappropriate  for  that  purpose  unless  intended 
to  relieve  a coexistent  arteriosclerotic  stenosis, 
whereupon  they  are  combined  with  whatever  method 
ablates  the  source  which  releases  atheromatous 
material,  be  it  at  the  trunk  of  the  aorta  or  at  its 
branches.  For  fairly  well-localized  lesions,  corre- 
sponding aneurysmectomy  or  endarterectomy  are 
adequate.  More  diffuse  involvement  requires  re- 
section of  the  diseased  segment  and  replacement  with 
a prosthetic  bridge. 

Cases  have  been  described  of  aortofemoral  bypass 
done  in  conjunction  with  aortic  ligation.  Besides 
being  objectionable  in  principle,  except  when  sepsis 
exists,  such  an  operation  is  ineffectual  for  conferring 
meaningful  protection  against  recurrence  of  AE  from 
the  artifically  created  cul-de-sac  via  the  aortofemoral 
conduit.21 

Conclusion 

There  is  mounting  evidence  that  the  role  of  AE 
both  as  primary  and  contributing  agency  in  lower- 
limb  ischemia  has  heretofore  been  vastly  underesti- 
mated. The  reasons  for  former  oversight  are  sever- 
alfold: 

1.  Premonitory  symptoms  frequently  are  neglect- 
ed by  patients  or  dismissed  by  physicians  as  minor  or 
suggestive  of  other  conditions,  when  in  fact  the  clinical 
picture  is  rather  characteristic  and  even  unique  in 
some  respects. 

2.  Arteriography  often  is  delayed  unduly,  and 
when  done  may  not  depict  the  derivation  of  AE  unless 
two  projections  are  taken,  preferably  with  the  arterial 
ramifications  of  the  foot  outlined  too.  Or,  because  ob- 
literative arteriosclerosis  is  outstanding,  the  nexus  be- 
tween ulcerated  plaques,  AE,  and  pedal  ischemia  is 
lost  sight  of. 

3.  Leg  muscle  and  skin  biopsy  rarely  are  resorted 
to,  although  sufficient  data  have  accrued  by  now  to  in- 
dicate that  such  sampling  is  rewarded  by  a high  pro- 
portion of  diagnostic  yield. 

4.  Lack  of  appreciation  of  the  prevalence  of  AE  is 
due  partly  to  inadequacies  of  pathologic  investigation. 
This  is  because  of  either  technical  difficulties  atten- 
dant on  selection  of  suitable  tissues  after  gangrene  has 
become  entrenched,  or  failure  to  scrutinize  with  any, 
regularity  subserial  histologic  sections  when  inspec- 
tion is  focused  on  obvious  thromboembolism  or  com- 
monplace kinds  of  degenerative  vascular  diseases.  At 
times,  even  histologic  examination  of  amputation 
specimens  may  not  settle  conclusively  the  clinical  im- 
pression of  AE  if  perchance  they  have  been  removed 
distal  to  the  level  at  which  the  emboli  became  lodged. 

One  of  the  cases  in  the  present  series  showed  the 
feasibility  of  tibial  embolectomy  in  effectively  re- 
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storing  peripheral  circulation  and  thwarting  tissue 
necrosis.  Although  contemporary  ways  of  managing 
pedal  or  digital  gangrene  unfortunately  are  of  little 
or  no  avail  in  terms  of  net  salvage,  maybe  in  the  fu- 
ture early  application  of  microsurgical  techniques 
and  better  grafts  of  small  caliber  will  signal  a new  era 
in  reconstructive  vascular  surgery.  Until  then, 
prevention  of  the  calamity  of  amputation  in  most 
instances  of  AE  rests  on  recognition  of  the  condition 
at  its  incipience  and  prompt  surgical  steps  to  halt  its 
progression. 

767  Fifth  Avenue 
New  York,  N.Y.  10022 

References 

1 . Panum,  P.  L.:  Experimented  Beitrage  zur  Lehre  von  der 
Embolie,  Arch.  path.  Anat.  25:  308  (1862). 

2.  Eliot,  R.  S.,  Kanjuh,  V.  I.,  and  Edwards,  J.  E.:  Ather- 
omatous embolism,  Circulation  30:  611  (1964). 

3.  Carvajal,  J.  A.,  et  at:  Atheroembolism.  An  etiologic 
factor  in  renal  insufficiency,  gastrointestinal  hemorrhages,  and 
peripheral  vascular  diseases,  Arch.  Int.  Med.  1 19:  593  (1967). 

4.  Harrington,  D.,  and  Amplatz,  K.:  Cholesterol  emboliza- 
tion and  spinal  infarction  following  aortic  catheterization,  Am. 

J.  Roentgenol.  115:  171  (1972). 

5.  Pollitt,  J.,  and  Lee,  B.  M.:  Renal  failure  from  atheroem- 
bolism after  translumbar  aortography,  J.  Am.  Geriatrics  Soc.  19: 
989  (1971). 

6.  Reich,  M.  P.:  Paraplegia  following  resection  of  an  ab- 
dominal aortic  aneurysm.  Vase.  Surg.  2:  230  (1968). 

7.  Hertzer,  N.  R.:  Peripheral  atheromatous  embolization 
following  blunt  abdominal  trauma,  Surgery  82:  244  (Aug.)  1977. 

8.  Kaplan,  K.,  Millar,  J.  D.,  and  Cancilla,  P.  A.:  “Sponta- 
neous” atheroembolic  renal  failure.  Arch.  Int.  Med.  110:  218 
(1962). 

9.  Schinella,  R.  A.,  and  Porensky,  R.:  Atheromatous  emboli 
associated  with  external  cardiac  massage.  Arch.  Path.  97:  319 
(1974). 

10.  Gore,  I.,  McCombs,  H.  L.,  and  Lindquist,  R.  L.:  Obser- 
vations on  the  fate  of  cholesterol  emboli,  J.  Atheroscler.  Res.  4: 527 
(1964). 

11.  Warren,  B.  A.,  and  Lytton,  D.  G.:  The  effects  and  mor- 
phology of  atheroembolism  in  limb  arteries:  an  experimental 
study,  Pathology  8:  231  (1976). 

12.  Kazmier,  F.  J.,  Sheps,  S.  G.,  Bernatz,  P.  E.,  and  Sayre,  G. 
P.:  Livedo  reticularis  and  digital  infarcts:  a syndrome  due  to 
cholesterol  emboli  arising  from  atheromatous  abdominal  aortic 
aneurysms,  Vase.  Dis.  3:  12  (1966). 

13.  Karmodv,  A.  M.,  Powers,  S.  R.,  Monaco,  V.  J.,  and  Leather, 

R.  P.:  "Blue  toe”  syndrome.  An  indication  for  limb  salvage 
surgery,  Arch.  Surg.  ill:  1263  ( 1976). 

14.  Feder,  W.,  and  Auerbach.  R.:  Purple  toes,  Ann.  Int.  Med. 
55:911  (1961). 

15.  Harvey,  J.  C.:  Cholesterol  crystal  microembolization:  a 
cause  of  the  restless  leg  syndrome,  South.  M.  J.  69:  269  (1976). 

16.  Haygood,  T.  A.,  Fessel,  W'.  J.,  and  Strange,  D.  A.:  Ath- 
eromatous microembolism  simulating  polymyositis,  -J.A.M.A.  203: 
423  (1968). 

17.  Anderson,  W.  R.,  and  Richards,  A.  M.:  Evaluation  of  j 
lower  extremity  muscle  biopsies  in  the  diagnosis  of  atheroembo- 
lism, Arch.  Path.  86:  535  (1968). 

18.  Kwaan,  -J.  H.,  and  Connolly,  J.  E.:  Peripheral  ath-  j 

eroembolism:  an  enigma.  Arch.  Surg.  1 12:  987  (Aug.)  1977. 

19.  Brenowitz,  J.  B.,  and  Edwards,  W.  S.:  The  management  I 
of  atheromatous  emboli  to  the  lower  extremities,  Surg.  Gvnec.  & 
Obst.  143:941  (1976). 

20.  Kempczinski,  R.  F.:  Lower-extremity  arterial  emboli  from  ) 
ulcerating  atherosclerotic  plaques,  J.A.M.A.  241:  807  (Feb.  23) 
1979. 

21.  Stout,  C.,  Hartsuck,  J.  M.,  Howe,  J.,  and  Richardson,  J. 

L.:  Atheromatous  embolism  after  aortofemoral  bypass  and  aortic  I 
ligation,  Arch.  Path.  93:  271  (1972). 


only 

BRONKODYL 

brand  of 

theophylline,  USP  (anhydrous) 


is  100%  micro-pulverized, 
anhydrous  theophylline,  in  capsules 


REON 


Bioavailability  equal  to  an  elixir1 
Achieves  blood  levels  rapidly1 

1 Tmkelman,  D G . Carroll.  M S , Vanderpool.  G . Jones.  M.  The 
bioavailability  of  theophylline  in  elixir  and  micro-pulverized  forms 
Medical  Challenge  10  24-26.  1978 


BREON  LABORATORIES  INC. 

90  Park  Avenue.  New  York.  N Y 10016 


BRAND  OF  THEOPHYLLINE,  USP  (ANHYDROUS) 

Before  prescribing,  please 
consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

For  relief  and/or  prevention  of 
bronchospasm  associated  with  bronchial  asthma, 
chronic  bronchitis  and  emphysema 

Hypersensitivity  to  any  of 

its  components 

Theophylline  should  be  used  with 
caution  in  children  and  in  others  who  are  currently 
taking  bronchodilator  products,  especially  in  rectal 
dosage  form,  which  may  contain  theophylline  or 
related  drugs 

Status  asthmaticus  is  a medical  emergency  Addi- 
tion of  corticosteroids  and  other  medications  to 
bronchodilator  therapy  may  be  required 
Serum  theophylline  levels  should  be  monitored  at 
appropriate  intervals  for  dosage  adjustment  High 
serum  levels  of  theopnylline  and  resultant  toxicity 
may  occur  with  conventional  doses  in  patients  with 
decreased  theophylline  clearance  as  found  with 
cardiac  failure,  liver  disease,  chronic  obstructive 
pulmonary  disease,  and  in  geriatric  patients 
Early  signs  of  theophylline  toxicity,  such  as  nausea 
ana  restlessness  may  not  occur  prior  to  convul- 
sions or  ventricular  arrhythmias  Pre-existing 


arrhythmias  may  be  worsened  by  theophylline 

Theophylline  safety  in  preg- 
nancy has  not  been  established  Use  of  Bronkodyl 
during  lactation  or  in  women  of  childbearing  poten- 
tial requires  that  possible  benefits  of  the  drug  be 
weighed  against  possible  hazards  to  fetus  or  child 
Smokers  may  require  larger 
doses  of  theophylline  because  of  a shorter  half-life 
in  these  patients 

Theophylline  should  not  be  administered  con- 
currently with  other  xanthines. 

Caution  should  be  observed  in  patients  with 
cardiac  disease,  severe  hypoxemia  hypertension, 
hyperthyroidism,  acute  myocardial  injury,  cor 
pulmonale,  congestive  heart  failure,  liver  disease, 
peptic  ulcer,  and  in  the  elderly  and  neonates  Pa- 
tients with  congestive  heart  failure  in  particular 
may  have  markedly  prolonged  serum  half-lives  of 
theophylline 

ADVERSE  - t ACT  ._  Most  adverse  reactions 
to  theophylline  are  seen  with  serum  levels  exceed- 
ing the  therapeutic  range  Gastrointestinal:  nausea, 
vomiting,  epigastric  pain,  hematemesis.  diarrhea 
CNS:  headache  irritability,  restlessness,  insomnia, 
reflex  hyperexcitability,  muscle  twitching  clonic 
and  tonic  generalizedconvulsions  Cardiovascular: 
palpitations,  tachycardia,  extrasystoles,  flushing, 
hypotension,  circulatory  failure,  ventricular 
arrhythmias  which  may  be  life-threatening  Respir- 
atory: tachypnea  Renal:  diuresis,  albuminuria 
Other:  hyperglycemia,  inappropriate  ADH 


secretion 

Toxic  synergism  with  ephedrine 
and  other  sympathomimetic  bronchodilators  may 
occur 

OVERDOSAGE  Treatir  : 

A If  potential  oral  overdose  is  established  and 
seizure  has  not  occurred  1)  Induce  vomiting 

2)  Administer  a cathartic  3)  Administer  ac- 
tivated charcoal 

B If  patient  is  having  a seizure:  1)  Establish  an 
airway  2)  Administer  O2  3)  Treat  the  seizure  with 
intravenous  diazepam.  0 1 to  0 3 mg/kg  up  to  10 
mg  4)  Monitor  vital  signs,  maintain  blood  pres- 
sure and  provide  adequate  hydration 
C Post-seizure  coma  1)  Maintain  airway  and  oxy- 
genation 2)  If  a result  of  oral  medication,  follow 
above  recommendations  to  prevent  absorption 
of  drug,  but  intubation  and  lavage  will  have  to 
be  performed  instead  of  inducing  emesis,  and 
the  cathartic  and  charcoal  will  need  to  be  intro- 
duced via  a large  bore  gastric  lavage  tube 

3)  Continue  to  provide  full  supportive  care  and 
adequate  hydration  while  waiting  for  drug  to  be 
metabolized  In  general,  the  drug  is  metabolized 
sufficiently  rapidly  so  as  to  not  warrant  consider- 
ation of  dialysis 

HOW  SUPPLIED: 

Bronkodyl  100  mg, 

brown  and  white  capsules  in  100's  Code  1831 
Bronkodyl  200  mg, 
green  and  white  capsules  in  100s 


Code  1833 


Huntington’s 

Disease 

ABRAHAM  LIEBERMAN,  M.D.a 
ANDREAS  NEOPHYTIDES,  M.D.b 
IRA  CASSON,  M.D.C 
RAYMOND  DURSO,  M.D.C 
SUN  HOO  FOO,  M.D.C 
MOHAMED  KHAYALI,  M.D.d 
THOMAS  TARTARO,  M.D.C 
New  York  City 

From  the  Department  of  Neurology,  New  York  University  School 
of  Medicine. 

a Associate  Professor. 
b Assistant  Professc  . 
c Chief  Resident. 
d Resident. 


Huntington’s  chorea,  more  properly  known  as  HD 
(Huntington’s  disease),  is  a degenerative  disorder 
characterized  by  dementia  and  chorea,  and  is  in- 
herited as  an  autosomal  dominant  trait.1-2  The  de- 
mentia consists  of  an  impairment  of  HIF  (higher 
intellectual  functions)  characterized  by  defects  in 
orientation,  abstraction,  memory,  judgment,  and 
academic  skills  including  calculation,  reading,  writ- 
ing, and  spelling.  The  impairment  of  HIF  is  asso- 
ciated with  neuropsychiatric  symptoms  including 
defects  in  behavior,  personality,  affect,  and  thought 
processes.  The  neuropsychiatric  symptoms  may 
precede  the  impairment  of  HIF  by  several  years  and 
at  such  time  may  not  be  recognized  as  part  of  a de- 
mentia and  may  be  diagnosed  as  a primary  distur- 
bance in  either  behavior,  that  is,  character  or  per- 
sonality disorders;  affect,  that  is,  depression;  or 
thought,  that  is,  schizophrenia.  There  are  conflicting 
reports  as  to  the  initial  manifestations  of  the  disease, 
with  some  stating  t hat  chorea  usually  comes  first,  and 
ot  hers,  dementia.1  ’ However,  many  of  these  reports 
recognize  the  dementia  only  when  it  consists  of  an 
impairment  in  HIF  and  do  not  appreciate  that  the 
init  ial  manifestations  of  the  demenita  may  be  neu- 
ropsychiatric. Since  the  earliest  symptoms  may 
provide  the  best  clue  to  the  pathogenesis  of  a disease, 
we  thought  it  pertinent  to  review  our  own  experience 
with  HI),  stressing  the  initial  manifestations  of  the 
disease,  taking  care  to  recognize  the  early  neuro- 
psychiatric symptoms. 


Dementia,  consisting  of  an  impairment  in  higher 
intellectual  functioning  and  neuropsychiatric 
symptoms  such  as  disturbances  in  personality,  affect, 
or  thought,  preceded  the  onset  of  chorea  in  25  of  50 
patients  with  HD  ( Huntington’s  disease ) and  fol- 
lowed t'rte  onset  of  chorea  in  15  patients.  Dementia 
and  chorea  occurred  at  approximately  the  same  time 
in  10  patients.  The  mean  age  of  onset  of  dementia 
was  43.5  years,  and  the  mean  age  of  onset  of  chorea 
was  41.3  years.  These  differences  were  not  signifi- 
cant. It  is  suggested  that  such  similarity  in  onset 
between  dementia  or  chorea  implies  an  interrela- 
tionship between  the  pathology  and  probably  the 
pathogenesis  of  these  manifestations. 


Between  1971  and  1978,  50  patients  with  HD  were 
seen;  28  of  the  patients,  56  percent,  were  followed  for 
more  than  four  years.  In  all  patients,  the  diagnosis 
of  HD  was  made  only  if  chorea  was  associated  with 
a dementia  in  the  presence  of  a reliable  family  history 
of  at  least  three  generations.  Postmortem  verifica- 
tion of  diagnosis  was  obtained  in  8 of  50  patients,  an 
incidence  of  16  percent. 

All  patients  underwent  a standard  psychiatric 
interview.  Patients  and  families  were  questioned  as 
to  the  occurrence  of  depression;  anxiety;  mania; 
disturbances  in  thought  processes  including  illusions, 
delusions,  paranoid  ideations,  and  hallucinations; 
and  of  unusual  personality  traits.  Based  on  the 
aforementioned,  a determination  was  made  as  to 
whether  the  patient  had  an  affective,  schizophreni- 
form, or  personality  disorder.  All  patients  under- 
went an  evaluation  of  HIF,  including  tests  of  recent 
and  remote  memory,  orientation,  general  informa- 
tion, spelling,  digit  span  backwards,  word  definitions, 
arithmetic,  interpretation  of  similarities,  and  prov- 
erbs. Responses  to  specific  questions  were  inter- 
preted in  relation  to  the  patient’s  occupation,  edu- 
cation, and  assessment  of  prior  intellectual  function. 
Patients  who  displayed  intact  mentation  under  most 
circumstances  were  considered  as  having  no  de- 
mentia. Patients  with  nonincapacitating  impair- 
ment of  mentation  were  considered  as  having  a mild 
dementia.  Patients  with  inability  to  recognize  fa- 
miliar places  and  persons  and  act  or  speak  coherently 
were  considered  as  having  a marked  dementia.  Pa- 
tients  wit  h a dementia  that  could  be  reasonably  as- 
cribed to  alcoholism,  drug  ingestion,  craniocerebral 
trauma,  venereal  disease,  multiple  cerebral  infarcts, 
or  an  illness  other  than  HD  were  excluded.  Where 
indicated,  electroencephalogram,  pneumoenceph- 
alogram, computerized  tomography,  and  lumbar 
puncture  were  performed.  The  limitations  in  such 
exclusions  and  the  reasonable  specificity  of  the  de- 
mentia so  diagnosed  have  been  reviewed.15  8 

In  all  patients  a clearly  defined  event  was  sought 


Methods 
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as  the  date  of  onset  of  the  dementia.  Although  in 
most  patients  dementia  antedated  the  defined  event 
by  several  months,  the  advantages  of  a clearly  de- 
fined event  as  the  date  of  onset  were  considered  as 
superior  to  t hose  of  using  the  vague  but  true  date  of 
onset.  Such  events  included  psychiatric  consulta- 
tion; initiation  of  antidepressant  or  neuroleptic 
medication;  referral  to  a social  agency  for  counseling; 
job  loss,  school  expulsion  or  military  discharge  for 
deliquency,  or  assaultive  or  antisocial  behavior;  and 
arrest  for  criminal  behavior.  Careful  attention  was 
directed  to  ascertaining  whether  or  not  impairment 
of  HIF  was  also  present.  Psychiatric  notes,  social 
referrals,  employment,  school,  military,  and  police 
records  were  reviewed,  and  relatives  and  friends  were 
questioned.  Because  of  the  difficulty  in  some  pa- 
tients in  clearly  distinguishing  the  date  of  onset  of 
dementia,  the  following  rules  were  adopted:  only 
those  symptoms  which  antedated  other  symptoms 
by  at  least  two  years  were  considered  as  having  begun 
earlier;  symptoms  which  did  not  antedate  other 
symptoms  by  at  least  two  years  were  considered  as 
having  begun  at  the  same  time. 

All  patients  underwent  a standardized  neurologic 
examination.  Patients  were  examined  for  chorea 
while  at  rest,  during  stress,  and  during  activity.  A 
rating  scale  similar  to  that  described  for  patients  with 
levodopa- induced  IMs  (involuntary  movements)  was 
utilized.9  In  general,  chorea  perceptible  only  to  the 
examiner  and  not  interfering  with  ongoing  activity 
was  rated  mild.  Chorea  not  seriously  interfering 
with  ongoing  activity  was  rated  moderate.  Chorea 
interfering  seriously  with  ongoing  activities  was  rated 
marked.  Two  of  the  50  patients,  4 percent,  pre- 
sented a predominantly  parkinsonian  picture,  the 
Westphal  variant.1  In  all  patients  a clearly  defined 
date  was  sought  as  the  time  of  onset  of  chorea.  In 
patients  from  families  who  knew  about  HD’s  occur- 
rence among  their  members,  accurate  information 
about  onset  of  chorea  could  usually  be  obtained.  In 
other  patients,  the  date  chorea  was  first  diagnosed 
by  a physician  was  used  as  the  date  of  onset. 

Results 

All  patients  had  chorea  and  dementia.  The  mean 
age  of  onset  of  dementia  was  earlier  than  chorea,  but 
these  differences  were  not  significant  (Table  I).  In 
15  patients  chorea  was  the  first  manifestation,  in  25 
dementia  was  the  first  manifestation,  and  in  10 
chorea  and  dementia  began  at  approximately  the 
same  time.  Among  the  15  patients  in  whom  chorea 
was  the  first  manifestation,  the  mean  age  was  42.2 
years  with  a standard  deviation  of  10.8  years. 
Among  the  25  patients  in  whom  dementia  was  the 
first  manifestation,  the  mean  age  was  39.4  years  w ith 
a standard  deviation  of  10.2  years.  Although  de- 
mentia occurred  earlier  than  chorea,  the  differences 
were  not  significant. 

Distinctive  neuropsvchiatric  symptoms  preceded 
impairment  of  HIF  in  34  patients.  Among  these  34 
patients,  the  neuropsychiatric  symptoms  were  pre- 


TABLE  I.  Comparison  of  onset  of  chorea  and  dementia 
in  Huntington’s  disease* 


r 

Onset 

Statistic' 

Chorea 

Dementia 

Number  of  patients 

50 

50 

Aye  in  years,  mean 

43.5 

41.3 

Standard  deviation 

±10.7 

±11.5 

Range 

18  to  66 

18  to  65 

* Differences  are  not  significant. 


dominantly  affective,  that  is,  involving  depression, 
in  18,  for  an  incidence  of  53  percent;  they  were  pre- 
dominantly schizophreniform  in  9 patients,  for  an 
incidence  of  26  percent;  and  personality  disorders 
were  predominant  in  7 patients,  for  an  incidence  of 
21  percent.  In  the  remaining  16  patients,  impair- 
ment of  HIF  and  neuropsychiatric  symptoms  oc- 
curred at  approximately  the  same  time. 

There  was  not  relationship  of  the  severity  of  de- 
mentia to  the  severity  of  chorea. 

Comment 

The  pathology  of  HD  is  well  described.1  310  13 
The  striatum  and  the  cortex  shrinks.  Microscopi- 
cally, there  is  extensive  loss  of  small  and,  to  a lesser 
degree,  large  neurons  in  the  striatum.  The  neuronal 
degeneration  is  accompanied  by  a variable  degree  of 
astrocytes.  Cortical  changes  are  less  marked  than 
those  in  the  striatum.  Although  there  have  been 
reports  of  marked  cortical  accompanied  by  mild 
striatal  changes,12  the  most  severe  changes  occur  in 
the  striatum.  It  is  reasonable  to  assume  that  the 
striatal  changes  are  necessary  for  the  development 
of  chorea  and  the  cortical  changes  for  the  develop- 
ment of  dementia.  These  distinctions  are  relative, 
since  there  are  instances  of  dementia  without  cortical 
change,1415  and  chorea  without  striatal  changes.12 

In  our  patients,  although  dementia  occurred  more 
often  as  the  initial  manifestation  of  HD  than  chorea 
and  dementia  occurred  at  an  earlier  age  than  chorea, 
these  differences  were  not  significant.  Although 
several  authors  stress  the  early  impairment  in  func- 
tioning that  occurs  in  HD.1617  and  w hile  biopsy  and 
computerized  tomography  studies  reveal  cortical 
changes  occurring  earlier  than  anticipated  from 
postmortem  studies,1819  it  remains  unclear  as  to 
where  the  disease  begins.  It  is  likely  that  the  initial 
site  or  severity  of  a particular  change  in  striatum  or 
cortex  will  be  less  important  for  understanding  the 
disease  than  previously  thought.  Recent  work  has 
demonstrated  the  interrelationship  between  striatum 
and  cortex.  Thus,  relatively  specific  biochemical 
abnormalities  in  HD,  consisting  of  a decrease  in  the 
neurotransmitter  gamma-aminobutyric  acid  (GABA) 
and  in  its  synthesizing  enzyme  glutamic  acid  decar- 
boxylase,20’21 have  been  duplicated  in  animal  models 
by  the  injection  of  kainic  acid,  an  analogue  of  gluta- 
mate and  a potent  neuroexcitant  in  the  striatum.22,23 
Not  only  may  such  an  injection  result  in  degeneration 
of  the  striatum,  but  also  in  degenerat  ion  of  the  ipsi- 
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lateral  cortex.24  It  has  been  postulated  that  an  en- 
dogenous substance,  a metabolite  of  glutamate,  akin 
to  kainic  acid,  may  be  formed  in  the  striatum  or  the 
cortex  and  act  as  an  autostimulant,  resulting  in  both 
striatal  and  cortical  degeneration. 

New  York  University  Medical  Center 
566  First  Avenue,  Suite  ‘2B 
New  York,  N.Y.  10016 
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Diabetes  boosts  risk 
of  heart  disease 

Twenty  years  of  study  have  confirmed  that  diabetics 
are  much  more  prone  to  heart  disease  than  are  the  general 
population. 

The  risk  of  heart  disease  among  diabetics  is  much  higher 
lor  women  than  for  men,  says  another  report  from  the 
Framingham  Study,  published  in  the  May  1 1 Journal  of 
the  American  Medical  Association. 

The  Framingham  Study  has  been  in  continuous  opera- 
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in  Framingham,  Mass.,  to  learn  more  about  heart  dis- 
ease. 

A twofold  to  threefold  increase  in  heart  disease  is  ap- 
parent among  diabetics,  says  William  B.  Kannel,  M.D.,  of 
the  National  Institutes  of  Health,  National  Heart,  Lung 
and  Blood  Institute’s  Framingham  study. 

The  role  of  diabetes  as  a cont  ributor  to  cardiovascular 
disease  (CVD)  has  been  uncertain,  and  only  lately  have 
prospective  population  data  become  available.  Dr.  Kannel 
says.  The  present  report  updates  earlier  findings  and 
clears  up  uncertainties  about  the  increased  risk  of  heart 
disease  among  diabetics,  he  says. 
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They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They're  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That's  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 
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The  still-functioning  geriatric  can  benefit 
from  Hydergine  treatment 

It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded— the 
ability  to  function  can  be  maintained. 

Oral  Hydergine  tablets  promote 
better  patient  compliance 

Compared  with  the  sublingual  form,  dosage  administra- 
tion is  easier,  with  less  need  for  supervision. 
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Impairment  in  the  excretion  of  bilirubin  into  the 
intestine  can  be  caused  either  by  intrahepatic  disease 
or  by  obstruction  to  bile  flow  anywhere  along  the 
biliary  tree.  The  characteristic  initial  findings  in 
obstructive  jaundice  are  an  increase  in  the  serum 
direct  bilirubin,  so  that  it  represents  more  than  20 
percent  of  the  total  bilirubin;  the  presence  of  biliru- 
bin in  the  urine;  and  decreased  or  absent  pigmenta- 
tion of  the  stool,  if  obstruction  is  complete,  and  urine 
urobilinogen.  Other  findings  are  increases  in  serum 
alkaline  phosphatase,  total  cholesterol,  and  bile  acids. 
Common  clinical  findings  are  pruritus,  weight  loss, 
and  steatorrhea. 

Differential  diagnosis 

The  clinical  evaluation  of  obstructive  jaundice  is 
aimed  principally  at  differentiating  intrahepatic  from 
extrahepatic  causes.  The  importance  of  this  dif- 
ferentiation is  obvious,  since  the  causes  of  extrahe- 
patic obstruction  require  surgical  intervention,  while 
anesthesia  and  surgery  in  patients  with  active  liver 
disease  are  associated  with  a significant  incidence  of 
morbidity  and  mortality.  However,  it  should  be 
emphasized  that  the  need  for  making  this  differen- 
tiation  rarely  represents  an  emergency  unless  there 
is  suspicion  or  evidence  of  cholangitis.  On  occasion 
il  is  best  to  observe  the  patient  over  a period  of  time, 
since  the  obstruction  may  resolve,  revealing  the 
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correct  diagnosis.  It  should  he  emphasized  that  most 
types  of  acute  liver  disease  such  as  viral  hepatitis  and 
fatty  infiltration  of  the  liver  have  an  early  phase  in 
which  intrahepatic  obstruction  is  intense,  but  it  is 
uncommon  for  this  phase  to  last  more  than  two 
weeks.  Also,  in  some  instances  extrahepatic  ob- 
struction may  resolve,  as  in  the  case  of  obstruction 
due  to  acute  pancreatitis  or  to  choledocholithiasis 
following  spontaneous  passage  of  the  stone  into  the 
duodenum. 

The  clinical  features  and  liver  tests  are  often 
helpful  in  differentiating  between  intrahepatic  and 
extrahepatic  causes  of  obstructive  jaundice.  A his- 
tory of  malaise  and  anorexia  is  common  in  viral 
hepatitis,  while  abdominal  pain  preceding  the  onset 
of  jaundice  is  more  common  in  extrahepatic  ob- 
struction. The  history  of  drug  intake  or  alcohol 
abuse  may  give  a clue  to  intrahepatic  disease.  Fever 
is  common  in  extrahepatic  obstruction,  but  rare  in 
intrahepatic  cholestasis  other  than  that  due  to  al- 
coholic hepatitis.  Prolonged  intrahepatic  obstruc- 
tion, that  is,  of  more  than  two  to  three  weeks’  dura- 
tion, produces  marked  hepatomegaly  with  a tender 
edge,  while  the  liver  in  most  intrahepatic  disease  is 
only  slightly  enlarged.  Splenomegaly  is  compatible 
with  portal  hypertension  due  to  intrahepatic  disease, 
while  an  enlarged  gallbladder  indicates  extrahepatic 
disease. 

As  regards  routine  laboratory  determinations, 
leukocytosis  is  more  common  in  extrahepatic  ob- 
struction, the  exception  again  being  in  patients  with 
alcoholic  hepatitis.  It  is  unusual  to  have  serum 
transaminases  elevations  above  10  times  the  normal 
value  in  extrahepatic  obstruction.  The  albumin  is 
normal  in  extrahepatic  obstruction,  and  the  pro- 
thrombin time,  if  abnormal,  is  more  likely  to  be  re- 
sponsive to  vitamin  K injection.  The  presence  of 
hepatitis-associated  antigen  or  antimitochondrial 
antibody  support  the  specific  diagnosis  of  type  B 
viral  hepatitis  and  primary  biliary  cirrhosis,  respec- 
tively. The  amount  of  elevation  of  the  serum  bili- 
rubin or  alkaline  phosphatase  is  not  helpful  in  the 
differential  diagnosis  between  intrahepatic  and  ex 
trahepatic  obstruction.  A plain  film  of  the  abdomen 
will  reveal  those  gallstones  which  are  calcified,  about 
20  percent. 

If  critical  evaluation  of  the  clinical  findings  and 
laboratory  determinations  does  not  lead  to  dil'fer- 
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entiation  between  intrahepatic  and  extrahepatic 
obstruction,  which  is  often  the  case,  then  the  next 
steps  are  procedures  to  visualize  the  biliary  tree. 

Visualizing  biliary  tree 

Grey-scale  ultrasonography  is  the  best  initial 
procedure  to  determine  whether  or  not  there  is  di- 
latation of  the  hile  ducts.1  A good  correlation  has 
been  found  for  common  duct  diameter  determined 
by  sonography  as  compared  with  cholangiography. 
The  success  of  sonography  in  differentiating  intra- 
hepatic from  extrahepatic  causes  of  obstructive 
jaundice  is  of  the  order  of  95  percent  in  most  pub- 
lished studies.  'There  seem  to  he  no  false-positive 
results  by  sonography;  that  is,  normal-sized  ducts  are 
never  reported  as  dilated.  'The  false-negative  rate 
varies  between  3 and  13  percent.  Most  false-nega- 
tive results  are  in  biliary  obstruction  of  short  dura- 
tion, most  often  due  to  choledocholithiasis,  in  which 
case  the  ducts  have  not  yet  been  dilated.  In  some 
cases  sonography  can  provide  a specific  diagnosis 
such  as  in  the  demonstration  of  a mass  in  the  head  of 
the  pancreas  or  of  stones  in  the  biliary  tree. 

CT  (computed  tomography)  scanning  is  an  alter- 
native to  sonography  for  initial  visualization  of  the 
anatomy  of  the  biliary  tree.  'The  relative  accuracy 
of  grey-scale  sonography  versus  CT  scan  in  the  di- 
agnosis of  obstructive  jaundice  is  being  evaluated  in 
prospective  studies  in  a number  of  university  centers, 
including  our  own.  At  present  CT  scanning,  unlike 
sonography,  is  associated  with  a false-positive  rate 
of  5 to  15  percent,  is  more  expensive,  and  is  not  as 
readily  available. 

Barium  studies  of  the  upper  gastrointestinal  tract 
have  been  displaced  by  the  newer  procedures  of  so- 
nography, CT  scanning,  and  cholangiography  in  the 
initial  evaluation  of  obstructive  jaundice.  Also,  the 
presence  of  barium  in  the  gastrointestinal  tract  in- 
terferes with  all  of  these  new  procedures.  However, 
if  an  upper  gastrointestinal  series  has  been  done 
before  the  diagnosis  of  osbtructive  jaundice  was  ap- 
preciated, it  may  be  helpful.  The  detection  of 
esophageal  varices  indices  intrahepatic  diseases, 
while  distortion  of  the  first  portion  of  the  duodenum, 
due  to  a dilated  common  bile  duct  as  it  transverses 
behind  ;t,  or  of  the  duodenal  loop,  secondary  to  a 
mass,  is  consistent  with  extrahepatic  obstruction. 

If  either  sonography  or  CT  scanning  demonstrates 
dilatation  of  the  biliary  tree  or  an  upper  gastroin- 
testinal series  suggests  an  extrahepatic  mass,  then  the 
biliary  tree  should  be  further  visualized  by  one  of  the 
cholangiographic  procedures  to  determine  the  exact 
site  of  obstruction.  An  intravenous  cholangiogram 
is  not  worthwhile  unless  the  serum  bilirubin  is  falling 
rapidly  or  is  below  3 mg.  per  100  ml.,  which  is  rarely 
the  case. 

The  best  way  to  visualize  the  biliary  tree  and  the 
site  of  obstruction  is  by  transhepatic  cholangiogra- 
phy, using  the  new  skinny,  Okuda,  needle  of  0.7  mm. 
in  external  diameter.  Although  this  needle  has 


minimized  the  risk  of  leakage  of  bile  after  the  pro- 
cedure, it  is  best  that  this  procedure  he  performed 
when  the  patient  is  prepared  for  immediate  surgical 
relief  of  the  obstruction,  if  found.  An  experienced 
operator  is  able  to  obtain  visualization  of  dilated 
ducts  and  normal  ducts  in  95  and  80  percent  of  cases, 
respectively.-  One  or  two  passes  of  the  needle  is 
usually  all  that  is  required  to  visualize  dilated  ducts, 
while  numerous  passes  may  be  necessary  to  visualize 
normal  ducts.  If  the  biliary  ducts  are  normal  in  size 
and  not  obstructed  or  if  no  biliary  ducts  are  visual- 
ized, then  a percutaneous  liver  biopsy  should  be  done 
in  an  attempt  to  obtain  a diagnosis  of  intrahepatic 
disease. 

ERGP  (endoscopic  retrograde  cholangiopancrea- 
tography) is  an  alternate  procedure  to  visualize  the 
biliary  tree.  It  is  the  procedure  of  choice  when 
transhepatic  cholangiography:  ( 1 ) is  contraindicated 
because  of  abnormal  clotting  tests;  (2)  is  unsuccess- 
ful; or  (3)  when  pancreatic  disease  is  suspected,  since 
it  provides  better  visualization  of  the  distal  common 
bile  duct  and  also  visualizes  the  pancreatic  duct. 
ERCP  requires  much  greater  skill  than  percutaneous 
transhepatic  cholangiography.  In  centers  where 
there  is  a great  experience  with  ERCP,  this  may  be 
the  preferred  initial  procedure  to  visualize  the  biliary 
tree. 

Liver  biopsy  by  the  percutaneous  route  is  con- 
traindicated as  an  initial  step  in  the  differential  di- 
agnosis between  intrahepatic  and  extrahepatic  ob- 
structive jaundice,  because  of  the  danger  of  causing 
a biliary  leak  with  biliary  peritonitis.  However,  liver 
biopsy  obtained  by  direct  vision  through  a perito- 
neoscope or  a small  abdominal  incision,  that  is, 
minilaparotomy,  may  be  considered  in  cases  in  which 
cholangiography  by  the  transhepatic  or  endoscopic 
retrograde  routes  is  either  contraindicated  or  un- 
successful. It  is  important  to  realize,  however,  that 
pathologic  examination  of  liver  tissue  obtained  leads 
to  a definitive  diagnosis  in  only  about  one  half  of  the 
cases.  The  liver  biopsy  in  intrahepatic  diseases  is 
more  likely  to  demonstrate  focal  or  diffuse  hepato- 
cellular necrosis,  mononuclear  inflammation,  and 
diffuse  fibrosis,  while  in  extrahepatic  obstruction 
necrosis  is  absent  or  mild,  and  bile  duct  changes  and 
neutrophilic  infiltrate  may  be  found  in  the  portal 
triads.  If  there  is  cholangitis,  neutrophils  may  be 
seen  inside  the  bile  ducts.3  Bile  lakes  which  occur 
in  prolonged  extrahepatic  obstruction  are  diagnostic. 
Fibrosis  w-hich  occurs  only  after  prolonged  obstruc- 
tion is  located  in  the  portal  areas. 

Summary 

In  summary,  the  evaluation  of  obstructive  jaundice 
starts  w'ith  clinical  and  routine  laboratory  tests  which 
establish  the  presence  of  obstructive  jaundice,  and 
in  a few  cases  resolve  the  differential  diagnosis.  It 
is  followed  by  sonography  or  computed  tomography 
scanning.  If  either  of  these  procedures  shows  dilated 
ducts,  the  next  step  is  visualization  of  the  obstruction 
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by  transhepatic  cholangiography  or  endoscopic  ret- 
rograde cholangiopancreatography,  followed  by 
laparotomy  to  relieve  the  obstruction.  If  the  trans- 
hepatic cholangiogram  reveals  normal  ducts,  one 
proceeds  to  diagnosis  of  the  intrahepatic  disease  by 
liver  biopsy  followed  by  medical  therapy.  If  sonog- 
raphy fails  to  visualize  the  duct  or  shows  no  dilated 
ducts,  it  is  my  recommendat  ion  to  go  to  transhepatic 
cholangiography  and  to  proceed  along  the  lines  de- 
scribed here.  An  alternate  route,  if  all  data  point 
toward  intrahepatic  disease,  is  to  proceed  directly  to 
liver  biopsy  for  diagnosis. 

Percutaneous 

Transhepatic 

Cholangiography 

Using  thin  flexible  needle 


EUGENE  R.  SCHIFF,  M.D.* 

Miami,  Florida 

Professor  of  Medicine,  University  of  Miami  School  of  Medicine; 
Chief,  Hepatology  Section,  Veterans  Administration  Hospital 

The  differential  diagnosis  of  obstructive  jaundice 
remains  a frequent  challenge  for  the  physician. 
Newer  techniques  to  visualize  the  biliary  tree  have 
greatly  facilitated  the  work-up  of  such  patients.  The 
distinction  between  “nonsurgical”  and  “surgical” 
causes  of  obstructive  jaundice  is  critical  to  enable  the 
administration  of  the  appropriate  medical  or  surgical 
therapy.  Clinical,  biochemical,  and  histologic 
evaluation  frequently  fail  to  differentiate  the  cause 
of  obstructive  jaundice.  Alt  hough  liver  biopsy  is  a 
relatively  safe  technique  even  in  the  presence  of  ex- 
f rahepatic  obstruction,  it  is  not  the  initial  procedure 
of  choice  in  the  differentiation  of  surgical  from 
nonsurgical  obstructive  jaundice  and  is  best  reserved 
for  those  cases  where  mechanical  obstruction  of  the 
biliary  tree  has  already  been  ruled  out.  Visualization 
of  the  biliary  tree  in  its  entirety  is  highly  desirable  to 
determine  whether  or  not  there  is  a mechanical  ob- 
struction and,  if  so,  to  accurately  delineate  the  lesion 
f or  the  surgeons.  The  two  most  popular  methods  for 
accomplishing  this  are  PTC  (percutaneous  trans- 
hepatic cholangiography),  using  a thin  flexible  nee- 
dle, and  KRC  (endoscopic  retrograde  cholangiog- 
raphy). 

IV  on  ted  at  the  1 72nd  Annual  Meeting  of  the  Medical  Society 
ol  the  State  of  New  York,  New  York  City,  Section  on  Gastroen- 
terology and  Colon  and  Kec  tal  Surgery,  Wednesday,  October  25, 
I97H. 

* Hy  invitation. 
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PTC 

“Skinny”  needle  PTC  is  a relatively  simple  inex- 
pensive technique  that  is  readily  available  in  most 
community  hospitals.  A 22-gauge  thin  needle  with 
a length  of  15  cm.  is  generally  utilized.  The  needle 
is  quite  flexible  and  has  a short  30-degree  bevel  which 
permits  entry  into  small  nondilated  ducts.  After 
adequate  sterilization  of  the  skin  and  the  adminis- 
tration of  local  anesthesia,  the  needle  is  introduced 
through  a right-flank  approach  and  in  a site  slightly 
anterior  to  the  inidaxillary  line  and  as  high  as  possi- 
ble, avoiding  the  right  costophrenic  angle.  The 
needle  is  aimed  at  a landmark  placed  over  the 
abdomen  equidistant  between  the  dome  of  the  dia- 
phragm and  the  duodenal  bulb  which  is  outlined  by 
air  and  inserted  parallel  to  the  table.  With  this  ap- 
proach one  attempts  to  enter  a duct  slightly  over  the 
confluence  of  the  common  hepat  ic  duct.  The  stylet 
is  then  removed,  and  normal  respiration  is  permitted. 
Diatrizoate  meglumine  and  diatrizoate  sodium 
(Renografin),  60  percent,  is  injected  through  a 
polyethylene  tube  attached  to  the  needle  which  is 
then  slowly  withdrawn  under  fluoroscopic  monitor- 
ing. The  main  points  of  this  technique,  in  reducing 
the  incidence  of  complications  and  increasing  the 
success  rate  of  duct  visualization  are: 

1 . Direct  needle  toward  a point  just  above  the  con- 
fluence of  the  left  and  right  hepatic  ducts. 

2.  Inject  dye  while  slowly  withdrawing  the  needle 
and  monitoring  fluoroscopically. 

3.  Attempt  to  aspirate  bile  once  a dilated  biliary 
tree  is  recognized.  Alternate  dye  injection  with  aspi- 
ration. 

4.  Attempt  to  delineate  the  entire  biliary  tree,  if 
possible,  to  characterize  the  site  and  nature  of  mechan- 
ical obstruction. 

5.  Multiple  passes  are  generally  required  to  visual- 
ize the  nondilated  biliary  tree. 

6.  Prophylactic  antibiotics. 

Visualization  of  a dilated  biliary  tree  is  readily 
accomplished  in  greater  than  95  percent  of  cases, 
even  by  the  relatively  inexperienced  individual. 
However,  even  in  the  absence  of  a dilated  biliary  tree, 
mechanical  obstruction  secondary  to  choledocholi- 
thiasis,  recurrent  cholangitis,  or  sclerosing  cholangitis 


may  be  present.  Thus,  the  common  duct  should  be 
adequately  visualized  in  the  patient  with  obstructive 
jaundice,  even  if  it  is  not  dilated.  Visualizing  non- 
dilated  ducts  with  PTC  can  be  difficult  for  the  novice 
who  may  anticipate  a success  rate  of  from  25  to  65 
percent.  The  skills  of  an  accomplished  radiologist 
who  will  make  multiple  passes  with  a thin  needle  are 
generally  required  to  visualize  greater  than  90  per- 
cent of  nondilated  biliary  trees.1 

Cholangitis  and  sepsis  are  complications  of  both 
PTC  and  ERC,  generally  occurring  in  less  than  5 
percent  of  cases,  but  more  commonly  associated  with 
PTC  particularly  in  patients  with  a previous  history 
of  cholangitis.  When  bile  is  aspirated  at  the  time  of 
PTC,  a sample  should  be  sent  for  culture.  Prophy- 
lactic antibiotic  therapy  is  recommended.  Some  bile 
leakage  following  PTC  with  a thin  needle  is  not  un- 
commonly noted  at  the  time  of  surgery,  but  clinically 
apparent  bile  peritonitis  is  rare. 

Successful  visualization  of  the  biliary  tree  with 
ERC  is  dependent  on  the  ability  of  the  endoscopist 
to  cannulate  the  ampulla  and  is  not  related  to  dila- 
tation of  the  biliary  tree.-  A skilled  endoscopist  will 
successfully  visualize  70  to  85  percent  of  the  common 
ducts  that  are  probed. 

Skinny  needle  cholangiography  is  the  procedure 
of  choice  in  the  study  of  most  patients  in  whom  the 
question  of  medical  versus  surgical  jaundice  cannot 
be  resolved.  However,  in  centers  where  both  meth- 
ods are  available  to  maximize  the  rate  of  successful 
visualization  of  biliary  trees,  initial  screening  with 
ultrasound  or  CAT  (computed  axial  tomographic) 
scanning  is  desirable.  If  either  of  these  noninvasive 
techniques  demonstrate  evidence  indicative  of  a di- 
lated biliary  tree,  PTC  would  be  the  invasive  method 
of  choice.  If  the  findings  are  consistent  with  a non- 
dilated biliary  tree,  ERC  would  be  the  method  of 
choice. 


PTC  is  particularly  useful  in  the  following  situa- 
tions. First,  it  is  helpful  in  demonstrating  the 
presence  of  a bile  duct  tumor  at  the  bifurcation  or 
other  disease  high  in  the  biliary  tree  not  readily  found 
by  retrograde  techniques  and  often  missed  during 
exploratory  laparotomy.  Second,  PTC  is  useful  in 
mechanical  obstruction  of  the  biliary  tree  when 
surgery  cannot  be  electively  scheduled  within  24 
hours  of  the  procedure.  Third,  PTC  is  useful  in  cases 
of  obstructive  jaundice  associated  with  acute  pan- 
creatitis where  a retrograde  endoscopic  technique  is 
contraindicated.  Finally,  PTC  is  helpful  in  patients 
in  whom  the  normal  anatomy  of  the  gastrointestinal 
tract  has  been  altered  by  previous  surgical  procedures 
preventing  the  use  of  the  retrograde  technique. 

Summary 

One  can  resolve  the  differential  diagnosis  of  me- 
chanical versus  nonmechanical  obstruction  of  the 
biliary  tree  with  a high  degree  of  accuracy  utilizing 
percutaneous  transhepatic  cholangiography  with  a 
thin  needle.  To  visualize  the  biliary  tree  endoscop- 
ically  requires  a skillful  and  experienced  endoscopist. 
PTC  has  been  shown  to  be  a safe,  inexpensive,  and 
highly  accurate  diagnostic  maneuver  requiring  rel- 
atively little  expertise. 

Veterans  Administration  Hospital 
1201  N.W.  16th  Street 
Maimi,  Florida  33125 
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Childhood  Ovarian 
Cancers 

\cyv  advances  in  treatment 


From  1968  to  1978,  30  patients,  ages  4 to  20,  with 
ovarian  malignant  growths  were  admitted  to  Roswell 
Park  Memorial  Institute.  Recent  advances  in  the 
treatment  of  childhood  ovarian  cancers  have  led  to 
a significant  improvement  in  survival  rates.  These 
therapeutic  modalities  include  whole  abdominal  ir- 
radiation with  or  without  mediastinal  and  left  su- 
praclavicular irradiation  in  children  with  ovarian 
dysgerminoma,  the  use  of  vincristine  sulfate,  acti- 
nomycin-D,  and  cyclophosphamide  as  adjunctive 
therapy  in  children  with  stage  I A immature  teratoma 
or  endodermal  sinus  tumor,  and  high-dose  metho- 
trexate plus  cyclophosphamide  in  metastatic  epi- 
thelial ovarian  cancer.  In  children  with  a unilateral 
ovarian  stromal  tumor,  conservative  surgery  with 
preservation  of  future  child-bearing  potential  should 
be  carried  out. 


M.  STEVEN  PIVER,  M.D.a 

Buffalo,  New  York 

JOHN  LURAIN,  M.D.b 

Buffalo,  New  York 

From  the  Department  of  Gynecologic  Oncology,  Roswell  Park 
Memorial  Institute. 

a Associate  Chief,  Gynecology;  Clinical  Professor. 
b Senior  Fellow. 


Gynecologic  malignant  conditions  account  for 
approximately  2 percent  of  all  childhood  cancers,  60 
to  70  percent  of  which  are  ovarian.  New  therapeutic 
modalities  have  resulted  in  a significant  increase  in 
survival  rates  for  these  young  patients.  The  purpose 
of  this  report  is  to  review  our  experience  at  RPMI 
(Roswell  Park  Memorial  Institute)  in  treating 
childhood  ovarian  malignant  growths  and  to  discuss 
the  changes  in  management  that  have  led  to  a sig- 
nificant improvement  in  survival  rates. 

Materials  and  methods 

From  1968  to  1978,  30  patients,  aged  4 to  20,  were 
admitted  to  RPMI,  with  ovarian  cancers,  the  ma- 
jority of  which  were  germ-cell  tumors.  Histologic 
findings  consisted  of  dysgerminoma,  endodermal 
sinus  tumor,  immature  (malignant)  teratoma,  stro- 
mal tumors  (granulosa  and  Sertoli-Leydig,  epit  helial 
tumors  (adenocarcinoma),  choriocarcinoma,  and 
gonadoblastoma. 

The  FIGO  (International  Federation  of  Gynecol- 
ogists and  Obstetricians)  staging  system  was  utilized 
as  follows: 

Stage  I.  Growth  limited  to  the  ovaries 

Stage  IA.  Growth  limited  to  one  ovary;  no  ascites 

1.  No  tumor  on  the  external  surface;  capsule  in- 
tact 

2.  Tumor  present  on  the  external  surface  and/or 
capsule  ruptured 

Stage  IB.  Growth  limited  to  both  ovaries;  no  as- 
cites 
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1.  No  tumor  on  the  external  surface;  capsule  in- 
tact 

2.  Tumor  present  on  the  external  surface  and/or 
capsule  ruptured 

Stage  IC.  Tumor  either  stage  I A or  stage  IB,  but 
with  ascites*  present  or  positive  perito- 
neal washings 

Stage  II.  Growth  involving  one  or  both  ovaries  with 
pelvic  extension 

Stage  IIA.  Extension  and/or  metastases  to  the 
uterus  and/or  tubes 

Stage  I IB.  Ext  ension  to  other  pelvic  tissues 
Stage  IIC.  Tumor  either  stage  IIA  or  stage  IIB,  but 
with  ascites*  present  or  positive  perito- 
neal washings 

Stage  III.  Growth  involving  one  or  both  ovaries  with 
intraperitoneal  metastases 

A.  Metastases  outside  the  pelvis  and/or  positive 
retroperitoneal  nodes 

B.  Tumor  limited  to  the  true  pelvis  with  histologi- 
cally proved  malignant  extension  to  small  bowel 
or  omentum 

Stage  IV.  Growth  involving  one  or  both  ovaries  with 
distant  metastases 

A.  If  pleural  effusion  present,  positive  cytology 
necessary  to  allot  case  to  stage  IV 

B.  Parenchymal  liver  metastases  equals  stage  IV 
Special  category.  Unexplored  cases  which  are 

t hought  to  be  ovarian  carcinoma 

Results 

Dysgerminoma.  All  five  patients  with  dysger- 
minoma had  stage  I cancers;  their  ages  ranged  from 
1 0 to  1 7 years.  As  seen  in  Table  I,  two  of  the  patients 
received  adjunctive  whole-abdominal  and  pelvic 
radiation  and  neither  developed  a recurrence. 
However,  of  the  three  patients  who  did  not  receive 
initial  adjuvant  radiation  therapy,  two  developed 

* Ascites  is  peritoneal  effusion  which  in  the  opinion  of  the  sur- 
geon is  pathologic  and/or  clearly  exceeds  normal  amounts. 


TABLE  I.  Ovarian  dysgerminoma  in  10-  to  17-year-old 
patients 


Stage 

Primary 

Adjunctive 

Treatment 

Number  of 
Patients 
Recurrence 
(months) 

Number  of 
Patients 
Treatment  of 
Recurrence 

NED 

Status 

(months) 

IA 

Pelvic  and 
abdominal  K.T. 

None 

48 

IA 

Pelvic  and 
abdominal  R.T. 

None 

8 

IA 

None 

1 Pelvis  and 
abdomen  (41 ) 
2 Liver  (76) 

1 Pelvic  and 
abdominal  R.T. 
2 Liver  R I 

103 

IB 

None 

None 

127 

IC 

None 

Pelvis,  abdomen, 
aortic  nodes,  and 
lungs  (.34) 

Pelvic,  Abdominal, 
and  Lung  K.T. 

92 

K.T.  = Radiation  therapy;  NRD  = No  evidence  of  disease. 


TABLE  II.  Ovarian  immature  (malignant)  teratoma  in 
11-  to  17-year-old  patients 


Number  of 

Primary  Patients- 


Stage 

Adjunctive 

Treatment 

Recurrence 

(months) 

Treatment  of 
Recurrence 

Response 

(months) 

Status 

(months) 

IA 

None 

2 

VAC 

CR 

NED  (120) 

IA 

None 

6 

VAC 

CR 

NED  (601 

IA 

None 

10 

1-VAC 

P 

IA 

None 

10 

2-Isophos- 

phamide 

CR  (42) 

DOD  (78) 

IA 

None 

2 

VAC 

P 

DOD  (7) 

IA 

None 

9 

VAC 

P 

DOD  (11) 

III 

Radiation  therapy, 
nitrogen  mustard 
(intraperitoneal) 

P 

DOD  (3) 

VAC  = Vincristine,  actinomvcin  = D,  cyclophosphamide;  CR  = complete 
response;  P = progression;  NKI)  = no  evidence  of  disease;  DOD  = dead  of 
disease. 


recurrences.  Both  of  these  patients  received  radia- 
tion therapy  to  the  sites  of  recurrence  and  continued 
to  live  without  evidence  of  disease  9 2 and  103  months 
respectively;  all  five  patients  were  without  evidence 
of  disease  from  8 to  127  months. 

Immature  teratoma.  Six  patients  ranging  in  age 
from  11  to  17  years  had  immature  teratoma  of  the 
ovary,  five  of  whom  had  stage  IA  disease  at  the  time 
of  their  initial  surgery.  None  of  these  five  patients 
received  adjuvant  treatment,  and  all  five  developed 
recurrent  tumor  from  two  to  five  months  after  the 
initial  surgery.  All  five  patients  subsequently  re- 
ceived VAC  (vincristine,  actinomycin-D  and  cyclo- 
phosphamide) chemotherapy  for  their  recurrences, 
and  two  of  the  five  had  complete  response  and  lived 
with  NED  (no  evidence  of  disease)  for  5 and  10  years 
after  treatment.  Three  of  the  five  patients  did  not 
respond  to  VAC  and  died  of  their  disease  7 to  78 
months  after  diagnosis.  The  patient  who  survived 
78  months  had  a complete  response  to  isophospha- 
mide,  lasting  42  months  (Table  II). 

Endodermal  sinus  tumor.  Endodermal  sinus 
tumor  of  the  ovary  with  or  without  other  mixed 
germ-cell  elements  was  the  most  common  malignant 
tumor  seen.  The  ages  ranged  from  4 to  20  years,  and 
all  received  VAC  chemotherapy.  Of  the  two  patients 
with  stage  IA  disease,  both  had  NED  46  and  75 
months  after  diagnosis.  One  of  the  three  patients 


TABLE  III.  Ovarian  endodermal  sinus  tumor  in  4-  to 
18-year-old  patients* 


Stage 

Response 

(months) 

Status 

(months) 

IA 

NED  (75) 

IA 

NED  (46) 

MB 

CR  (23) 

NED  (23) 

he 

F 

DOD  (4) 

IIB 

S (3) 

DOD  (6) 

III 

S (13) 

DOD 

III 

S (17) 

DOD  (24) 

III 

F 

DOD  (7) 

IV 

P 

DOD  (10) 

’ All  treated  with  VAC  = Vincristine,  actinomycin  = D,  cyclophos- 
phamide. 

CR  — complete  response;  S - stationary  disease;  P = progression;  DOD 
= dead  of  disease. 


receiving  VAC  chemotherapy  for  stage  I IB  disease 
had  a complete  response  with  NED  at  24  months;  the 
other  two  patients  with  stage  1 1 B disease  were  dead 
of  their  disease  four  and  six  months  after  diagnosis. 
None  of  the  four  patients  with  stages  III  or  V disease 
who  received  VAC  responded,  and  all  were  dead  of 
their  disease  from  7 to  24  months  after  diagnosis 
(Table  III). 

Adenocarcinoma.  There  were  two  patients  with 
stages  IC  and  IIC  disease  who  had  no  residual  gross 
tumor  after  surgery.  They  were  treated  with  15  me. 
of  chromic  phosphate  (P32)  because  of  the  malignant 
cytologic  w'ashings  and  are  NED  33  and  8 months, 
respectively.  Two  patients  with  stage  III  cystade- 
nocarcinoma  of  the  ovary  had  complete  responses  to 
multiple  drug  chemotherapy.  An  11-year-old  pa- 
tient had  a complete  response  to  high-dose  metho- 
trexate, folinic  acid  (Leucovorin  rescue),  and  cyclo- 
phosphamide, and  had  no  evidence  of  disease  at 
second-look  peritoneoscopy;  she  was  continued  on 
treatment  and  was  NED  at  14  months.  The  second 
patient,  age  four,  had  a complete  initial  response  to 
high  dose  methotrexate,  folinic  acid,  and  cyclo- 
phosphamide plus  cis-platinum.  She  had  no  evi- 
dence of  residual  tumor  at  the  time  of  second-look 
laparotomv  and  was  alive  NED  at  16  months  (Table 
IV).1 

Stromal  tumors.  Four  patients  were  seen  with 
stage  III  granulosa  cell  and  Sertoli-Leydig  ceil  tumors 
of  the  ovary.  Their  ages  ranged  from  13  to  20  years. 
Two  patients  with  granulosa-cell  tumor  were  treated 
with  adriamycin,  and  one  had  complete  response  but 
died  of  disease  at  17  months;  the  other  patient  did 
not  respond  to  adriamycin  and  died  of  disease  at 
three  months.  Of  the  two  patients  with  Sertoli- 
Leydig  cell  tumors,  one  did  not  respond  to  whole- 
abdominal  radiation  plus  adriamycin  and  died  of 
disease  at  10  months;  the  other  patient  had  a com- 
plete response  to  whole-abdominal  and  pelvic  ra- 
diation plus  two  years  of  V AC  chemotherapy  and  had 
no  evidence  of  disease  at  second-look  laparotomy. 
She  was  NED  at  39  months  (Table  V). 

Choriocarcinoma.  One  patient  had  stage  IC 
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TABLE  IV.  Ovarian  Adenocarcinoma  in  4-  to  20-year- 
old  patients* 


Stage 

Adjunctive 

treatment 

Response 

NED 

status 

(months) 

IC 

p32 

33 

IIC 

p32 

8 

III 

HDM  plus  CTX 

CR 

14 

III 

HDM  plus  CTX 
CP 

CR 

16 

* No  recurrences. 

HDM  = high  dose  methotrexate;  CTX  = cyclophosphamide;  CP  = 
CIS-pIatinum;  NED  = no  evidence  oSdisease;  CR  = complete  response;  P32 
= chromic  phosphate. 


choriocarcinoma  of  the  ovary,  with  positive  findings 
on  cytologic  washings  and  elevated  human  chorionic 
gonadotropin  serum  and  urine  titers.  She  had  a 
complete  response  to  sequential  methotrexate  and 
actinomycin-D  and  was  NED  eight  months  after 
stopping  chemotherapy. 

Gonadoblastoma.  One  patient,  age  17,  had  stage 
IA  gonadoblastoma  of  the  ovary  treated  by  unilateral 
salpingo-oophorectomy  with  no  adjuvant  therapy. 
She  was  NED  at  21  months. 

Comment 

Of  the  30  ovarian  cancers  seen  at  RPMI  during  the 
period  from  1968  to  1978,  70  percent  (21)  were 
germ-cell  tumors.  Although  classified  under  the 
general  heading  of  germ-cell  tumors,  the  majority  of 
the  tumors  necessitated  different  types  of  therapy. 
Dysgerminoma  is  a very  radiosensitive  gynecologic 
malignant  growth  requiring  doses  in  the  range  of  only 
2,500  to  3,000  rads.  Of  our  five  patients  with  stage 
I disease,  two  received  radiation  therapy  and  became 
NED.  Two  of  the  three  patients  who  did  not  receive 
radiation  therapy  developed  recurrences  and  were 
NED  after  subsequent  radiation  to  the  sites  of  re- 
currences. Similarly,  of  46  patients  with  stage  IA 
dysgerminoma  reported  by  the  AFIP  (Armed  Forces 
Institute  of  Pathology)  treated  by  unilateral  sal- 
pingo-oophorectomy, 22  percent  (10)  developed  re- 
currences. The  latter  patients  with  recurrences  were 
subsequently  treated  by  radiation  therapy,  and  the 
overall  survival  rate  was  91  percent  for  the  46  pa- 
tients.2 

If  the  localized  dysgerminoma  is  small  (<8  cm.)  • 
and  careful  staging  laparotomy  has  been  performed, 
conservative  management  (unilateral  salpingo- 
oophorectomy)  may  be  carried  out.  All  other  pa- 
tients with  stages  I A to  III  disease  should  receive 
pelvic  and  abdominal  radiation.  If  the  aortic  nodes 
are  known  to  contain  metastases,  an  additional  2,500 
to  3,000  rads  of  radiation  to  the  mediastinal  and  left 
supraclavicular  nodes  should  be  employed. 

The  survival  rate  for  stage  IA  immature  ovarian 
teratoma  is  proportional  to  the  grade  of  the  tumor. 
Of  14  patients  reported  by  the  AFIP  with  stage  I, 
grade  1 tumors,  100  percent  were  alive  NED,  as 


TABLE  V.  Ovarian  stromal  tumors  in  13-  to  20-year-old 
patients 


Stage 

Histologic 

Condition 

Adjunctive 

Treatment 

Response 

(months) 

Status 

(months) 

III  < 

Granulosa 

ADR 

CR  (8) 

DOD  (17) 

III 

Granulosa 

ADR 

P 

DOD  (3) 

III 

Sertoli-Leydig 

RT  plus 
ADR 

P 

DOD  (10) 

III 

Sertoli-Leydig 

RT  plus 
VAC 

CR  (39  plus) 

NED  (39) 

ADR  = adriamycin;  R.T.  = radiation  therapy;  VAC  = vincristine,  acti- 
nomycin-D; cyclophosphamide;  CR  = complete  response;  P = progression; 
DOD  = dead  of  disease;  NED  = no  evidence  of  disease. 


compared  with  55  percent  of  20  patients  with  grade 
2 lesions  and  33  percent  of  6 patients  with  grade  3 
lesions.3  Resection  of  a unilateral  stage  I A immature 
teratoma  is  not  definitive  therapy  as  evidenced  by  all 
five  patients  with  stage  IA  disease  in  this  series  de- 
veloping recurrences,  none  of  whom  received  initial 
adjuvant  therapy.  All  subsequently  received  VAC 
chemotherapy,  and  two  were  apparently  cured  of 
their  disease  and  were  alive  NED  5 and  10  years  after 
the  initial  diagnosis.  Therefore,  all  patients  with 
unilateral  immature  teratoma  of  the  ovary  should 
receive  adjuvant  VAC  chemotherapy  for  a total  of 
two  years. 

Endodermal  sinus  tumors  of  the  ovary  are  the  most 
lethal  ovarian  malignant  tumors.  Of  27  patients 
reported  by  the  AFIP  with  stage  I endometrial  sinus 
tumor,  only  18  percent  (5)  were  alive  NED.4  None 
of  the  12  patients  who  received  surgery  and  radiation 
therapy  survived.  However,  of  10  patients  who  re- 
ceived chemotherapy,  30  percent  were  alive  NED. 
More  specifically,  60  percent  (3  out  of  5)  who  received 
triple-drug  chemotherapy  were  alive  NED  as  com- 
pared with  0 out  of  4 who  received  single-agent  che- 
motherapy and  0 out  of  1 who  received  double-drug 
chemotherapy.  Both  our  patients  who  received  VAC 
chemotherapy  for  stage  IA  disease  were  alive  NED 
46  and  75  months,  and  one  of  three  patients  receiving 
VAC  for  stage  I IB  disease  was  alive  NED  at  23 
months.  Therefore,  patients  with  localized  endo- 
dermal sinus  tumor  should  receive  two  years  of  VAC 
chemotherapy.  It  is  not  clear  why  none  of  the  pa- 
tients with  stages  III  and  IV  disease  responded,  even 
transiently,  to  VAC  chemotherapy. 

Unlike  the  germ-cell  ovarian  tumors  which  occur 
in  the  very  young  patient,  stromal  tumors  occur 
primarily  between  the  ages  of  40  and  60.  Moreover, 
these  are  the  only  ovarian  tumors  that  histologically 
cannot  he  classified  with  certainty  as  benign  or  ma- 
lignant when  localized  to  the  ovary. 

Moreover,  the  actuarial  survival  for  stage  I ovarian 
granulosa-cell  tumor  is  reported  as  high  as  97  per- 
cent.5 Similarly,  of  132  stage  IA  masculinizing  tu- 
mors of  the  ovary,  only  5 percent  had  tumor-related 
deaths.6  Therefore,  in  a young  patient  with  a uni- 
lateral stromal  tumor  of  the  ovary,  a unilateral  sal- 
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pingo-oophorectomy  should  he  carried  out.  How- 
ever, if  there  is  advanced  disease,  then  total  abdom- 
inal hysterectomy  and  bilateral  salpingo-oophorec- 
tomy  followed  by  VAC  chemotherapy  with  or  with- 
out whole  abdominal  radiation  should  he  the  treat- 
ment of  choice.  Of  our  four  patients  with  stromal 
tumors,  all  of  which  were  metastatic,  three  received 
adriamycin  and  all  died  of  their  disease.  One  patient 
with  stage  III  disease  treated  with  whole-abdominal 
radiation  plus  VAC  chemotherapy  was  alive  at  39 
months.  Similarly,  Schwartz  and  Smith'  reported 
successful  treatment  of  two  patients  with  metastatic 
Sertoli -Leydig  cell  tumors.  One  patient  with  stage 

III  disease  received  localized  radiation  to  the  tumor 
site  plus  VAC  chemotherapy  and  was  NED  at  sec- 
ond-look laparotomy.  The  second  patient  with  stage 

IV  disease  was  NED  after  18  months  of  VAC  che- 
motherapy. Two  patients  with  stage  III  granulosa- 
cell  tumor  received  actinomycin-D,  5-fluorouracil, 
and  cyclophosphamide,  and  were  alive  NED  35  and 
27  months,  respectively. 

Our  one  patient  with  stage  IC  ovarian  choriocar- 
cinoma had  a complete  response  to  alternating 
courses  of  methotrexate  and  actinomycin-D.  As  in 
treating  uterine  choriocarcinoma,  therapy  was  con- 
tinued until  three  consecutive  weekly  serum  and 
urine  human  chorionic  gonadotropin  titers  tested  out 
normal.  Others  have  treated  ovarian  choriocarci- 
noma with  triple-drug  chemotherapy — Methotrex- 
ate, actinomycin-D  and  cyclophosphamide — for  this 
disease.8 

Conservative  management  in  gonadoblastoma  is 
the  treatment  of  choice,  since  it  is  almost  never  ma- 
lignant.9 

Our  most  efficacious  treatment  for  adults  with 
metastatic  ovarian  adenocarcinoma  has  been  high-  . 
dose  methotrexate  with  folinic  acid  and  cyclophos- 
phamide.10 Because  of  this,  two  young  children  with 
similar  disease  were  treated,  one  with  high-dose 
methotrexate  and  cyclophosphamide,  and  the  other 
initially  with  high-dose  methotrexate  and  cyclo- 
phosphamide. plus  the  addition  of  another  active 
agent  in  ovarian  carcinoma,  cis-platinum.  Both  had 
complete  responses  as  evidenced  by  second-look 
peritoneoscopv  or  second-look  laparotomv  and  both 
lived  NED. 


Summary 

Malignant  ovarian  tumors  are  the  most  common 
malignant  tumors  seen  in  children  with  gynecologic 
cancers.  Most  children  with  ovarian  dysgerminoma 
can  be  cured  by  pelvic  and  whole-abdominal  radia- 
tion. with  additional  mediastinal  and  left-supracla- 
vicular  radiation  if  the  aortic  lymph  nodes  are  known 
to  be  involved.  Children  with  stage  IA  immature 
teratoma  and  endodermal  sinus  tumor  should  be 
treated  with  adjuvant  VAC  chemotherapy  because 
of  the  low  survival  rate  by  surgery  alone.  Young 
patients  with  unilateral  stromal  tumors  should  be 
treated  conservatively  by  unilateral  salpingo-ooph- 
orectomy,  whereas  patients  with  metastatic  stro- 
mal tumors  probably  should  be  treated  by  whole- 
abdominal  and  pelvic  radiation,  with  the  addition  of 
VAC  chemotherapy. 

Our  best  treatment  for  epit helial  ovarian  cancer 
continues  to  be  high-dose  methotrexate  with  cyclo- 
phosphamide. 

Department  of  Gynecology 
Roswell  Park  Memorial  Institute 
666  Kim  Street 
Buffalo,  New  York  14263 
(DR.  PIVER) 
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Diagnostic  radiology  over  this  time  span,  has  made 
significant  contributions  to  the  health  and  welfare 
of  the  individual.  Yet,  despite  this  progress,  there 
is  concern  over  the  exposure  of  the  patient  and  the 
population  as  a whole,  to  a significant  dose  of  medical 
radiation.  It  is  the  purpose  of  this  report  to  re- 
emphasize what  is  currently  known  about  the  dan- 
gers of  low-dose  ionizing  radiation  in  the  medical 
setting.  In  addition,  it  can  serve  as  a reminder  to  the 
physician  of  his  role,  not  only  as  a scientist,  but  also 
as  a practitioner,  in  controlling  medical  radiation  and 
its  detrimental  effects,  and  in  helping  to  restore  the 
"art”  to  medicine. 


Ionizing  Radiation 

Effect  on  patient  and  physician-patient 
relationship* 

ROBERT  Y.  PICK,  M.D.,  M.P.H. 

Jackson  Heights,  New  York 

Graduate  Student,  School  of  Public  Health,  Harvard  University, 
Boston,  Massachusetts 


As  is  happening  to  many  other  specialties,  diag- 
nostic radiology  is  an  expanding  segment  in  medi- 
cine. Progress  and  modern  advances  in  medicine 
and  technology  necessitate  a constant  acceleration 
to  maintain  the  overall  pace  and  direction  of  the 
healing  arts.  Yet,  part  of  this  rapid  expansion  can 
also  be  attributed,  to  a degree,  to  the  nature  and 
composition  of  an  affluent  society. 

There  is  a definite  consensus  that  diagnostic  ra- 
diology has  contributed  significantly  to  the  ad- 
vancement of  medicine  over  the  past  decades.1  2 
This  is  supported  both  by  the  fact  that  there  are 
many  radiologists-in-training  to  cope  with  the  con-, 
sistently  increasing  demand  for  more  comprehensive 
diagnostic  radiologic  services,  and  by  the  experience 
and  attitude  of  physicians  in  their  style  and  mode  of 
health-care  delivery.3-5 

The  constant  growth  and  expansion  of  diagnostic 
radiology,  along  with  its  ancillary  and  supporting 
industries,  have  been  estimated  to  account  for  ap- 
proximately 6 percent  of  the  total  health  expenditure 
in  the  United  States.3-5  This  amount  is  quite  a large 
percentage  of  a total  health-care  package,  and  the 
prominence  of  diagnostic  radiology  within  the  fields 
of  medicine  and  dentistry  is  very  obvious.  Fur- 
thermore, it  is  well  documented  that  the  use  of  ra- 
diation in  the  delivery  of  health  care  today  is  by  far 
the  largest  man-made  component  of  ionizing  radia- 
tion exposure  to  the  United  States  population.6 

If  we  now  focus  on  the  patient,  as  the  recipient  of 
all  these  advances  and  services  in  diagnostic  radiol- 
ogy, we  may  ask:  Is  he  getting  only  the  necessary, 
and  thus  the  minimal,  exposure  to  ionizing  radiation, 
or  is  he  receiving  greater  exposure  than  is  necessary 
to  obtain  the  optimal  diagnostic  information?  Such 
excess  exposure  may  be  related  to  the  unnecessary 

* Prepared  under  an  NIOSH  traineeship.  Occupational  Health  Program. 
School  of  Public  Health,  Harvard  University,  Boston.  Massachusetts. 


use  of  diagnostic  radiologic  procedures,  from  fre- 
quent, repetitive  roentgenograms,  often  in  settings 
that  almost  beg  the  physician  to  take  another  x-ray 
film  since  it,  apparently,  "does  not  cost  anything”  (a 
fallacy  of  major  consequences  in  the  cost  of  health 
care),  to  those  patients  who  go  on  a “multiple-phy- 
sician shopping  spree”  to  satisfy  some  internal  de- 
sires. The  former  case  is  very  aptly  described  by 
Hall3  as  "The  number  of  such  studies  too  often  re- 
flects the  intensiveness  of  the  patient’s  care  rather 
than  the  necessity  of  the  examination.” 

Background 

The  earliest  application  of  today’s  diagnostic  ra- 
diology was  limited  to  natural  contrasts  in  the  body, 
mainly  the  bones  and  joints.  Obviously  this  area 
became  very  popular  in  diagnostic  radiology,  and  has 
since  remained  a major  component  of  roentgen  di- 
agnosis, especially  with  the  prevalence  of  trauma  and 
the  growth  of  orthopedic  surgery.  Although  some 
of  the  early  observers  thought  that  roentgenography 
would  never  expand  beyond  this  area,  varying  ap- 
plications were  found  for  this  fledgling  discipline,  and 
progress  was  extremely  rapid;  within  a very  short 
time  the  densest  parts  of  the  body  became  accessible 
to  study.  With  the  refinement  of  technique  and 
improvement  in  apparatus,  definition  of  the  ana- 
tomic structures  grew  progressively  better.  Chest 
roentgenography,  which  may  be  categorized  as  the 
hallmark  of  diagnostic  radiology,  came  to  prominence 
within  a decade  of  Wilhelm  Conrad  Roentgen’s  dis- 
covery of  “a  new  kind  of  rays”  in  1895. 2 

But  along  w'ith  the  multitude  of  benefits  that  were 
derived  from  this  medical  innovation,  there  were 
concomitant  hazards.  Although  recognition  of  the 
deleterious  effects  of  x-rays  was  prompt — as  early  as 
1896 — the  enthusiasm  surrounding  roentgenography 
dismissed  these  injuries,  which  included  skin  injuries 
and  even  epilation,  as  quite  trivial  and  certainly 
curable.2,7  When  the  iate  complications  and  cu- 
mulative damage  of  exposure  to  radiation  became 
more  evident,  this  care-free  attitude  changed.  The 
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early  lack  of  appreciation  for  the  severe  pathologic 
consequences  of  radiation  exposure  is  vividly  illus- 
trated by  the  fact  that  the  fluoroscopic  “hand  test” 
for  determining  the  penetration  of  the  x-ray  beam 
was  common  practice  and  was  not  modified  or  elim- 
inated for  a long  time.2 

Current  medical  practice 

The  present  sophistication  of  medical  technology, 
coupled  with  a universal  trend  toward  automation 
(an  aspect  of  “science”  that  impinges  on  the  “art”  of 
medicine),  is  a significant  reason  for  the  increasing 
use  of  and  reliance  on  roentgenography.  The  phy- 
sician of  yesteryear,  relying  mostly  on  his  medical 
skills  and  acumen,  experience,  and  expertise,  is  being 
replaced  by  younger  colleagues  (the  latter  having 
been  raised  with,  and  exposed  to,  this  massive  tech- 
nologic explosion)  who  are  relegating  to  a secondary 
position  the  traditional  medical  process  of  the 
“laying-on-of-hands”  on  the  patient.  This  conse- 
quence of  progress  has  been  already  voiced  by  Fried- 
rich Midler  in  the  earlier  part  of  this  century: 
“Many  physicians  have  the  idea  that  the  art  of  per- 
cussion and  auscultation  is  antiquated  because  they 
have  been  replaced  by  examination  with  the  roentgen 
rays  and  the  tuberculin  test.”8  In  a lecture  to  med- 
ical students  half  a century  ago,  Peabody9  conveyed 
the  opinion  of  his  medical  peers:  “The  most  com- 
mon criticism  ...  is  that  young  graduates  have  been 
taught  a great  deal  about  the  mechanism  of  disease, 
but  very  little  about  the  practice  of  medicine — or,  to 
put  it  more  bluntly,  they  are  too  ‘scientific’  and  do 
not  know  how  to  take  care  of  patients.” 

These  still  valid  assertions,  coupled  with  the  fact 
that  “Some  overworked  physicians  use  the  radiology 
department  in  lieu  of  more  detailed  and  time-con- 
suming history  [taking]  or  physical  examination”3 
are  very  thought  provoking.  In  addition,  it  is  prob- 
ably quite  disconcerting  to  the  intelligent  observer 
to  note  that  physicians  request  diagnostic  radiologic 
procedures  simply  because  they  are  “curious”  about 
the  results,  having  “gotten  into  the  habit  of”  ordering 
a specific  x-ray  or  diagnostic  procedure  with  no  rel- 
evance to  the  clinical  problem  at  hand.5 

The  current  litigation  atmosphere  is  another  major 
contributor  to  an  unnecessary  and  large  portion  of 
today’s  frequent  use  of  low-dose  ionizing  radiation 
in  medicine.  By  definition,  defensive  medicine  is 
“.  . . the  use  of  a diagnostic  test  by  the  physician 
[that)  is  not  intended  to  help  him  in  making  a diag- 
nosis and  determining  a course  of  therapy;  rather,  it 
is  an  effort  to  protect  himself  from  his  perceived  legal 
responsibilities  or  potential  incrimination.”5  Fur- 
thermore, changes  in  the  law  have  increased  the 
physician’s  potential  to  and  frequency  of  exposure 
to  malpractice  liability.  The  steep  rise  in  malprac- 
tice costs  can  he  attributed  to  the  prevalence  of  new 
legal  causes  of  action  and  new  methods  of  malprac- 
tice award  computation.10  And  the  physician’s  fear 
of  malpractice  liability  has  a primary  impact  on  the 
medical  diagnostic  process  by  the  reliance  on  de- 


fensive medicine,  with  a vast  financial  effect  that  is 
directly  related  to  diagnostic  radiology.  A survey  of 
surgeons  revealed  that  almost  three  out  of  four  ad- 
mitted to  the  use  of  some  radiologic  procedure  with 
the  “primary  motivation  of  defense.”5  This  is  simply 
because  “the  objectivity  and  permanence  of  the  ra- 
diograph lend  disproportionate  weight  to  it  in  legal 
judgments.”3 

A third  contributor  to  the  proliferation  of  medical 
radiation  may  be  grouped  under  the  heading  of  “free 
medical  care.”  The  universality  of  prepaid  medical 
health  plans,  Medicare,  and  Medicaid  expose  larger 
and  larger  segments  of  the  population  to  medical 
radiation,  so  that  frequently  the  participants  in  these 
programs  exhibit  a lack  of  concern  for  the  costs 
generated,  regardless  of  efficacy  or  benefit.3  And  the 
future  has  more  in  store,  since  it  has  been  estimated 
that  a 20  percent  increase  in  the  radiologic  caseload 
could  occur  should  national  health  insurance  be  en- 
acted.11 

As  a consequence  of  today’s  highly  mobile  society, 
an  individual  may  have  several,  and  in  many  in- 
stances numerous,  medical  charts  and  their  con- 
comitant x-ray  folders  in  various  medical  institu- 
tions. This,  as  a result,  leads  to  a significantly  higher 
exposure  to  ionizing  radiation  than  is  medically  in- 
dicated or  practically  necessary.  By  looking  at  the 
figures  for  the  years  1964  through  1970,  a significant 
discrepancy  is  noted  between  a 20-percent  increase 
in  the  annual  number  of  medical  x-ray  visits  and  a 
7-percent  increase  in  the  population.12 

Detrimental  effects  of  radiation  exposure 

The  basic  reason  for  concern  over  the  use  of  low- 
dose  ionizing  radiation  can  be  subdivided  into  two 
major  categories  of  potential  risk  to  the  individual, 
genetic  and  somatic.  The  former  consists  of  inher- 
ited effects  that  are  manifested  in  subsequent  gen- 
erations, and  the  latter  are  manifested  in  the  exposed 
individuals  themselves.  Large-scale  concern  for  this 
potential  hazard  is  relatively  recent  in  terms  of  the 
evolution  and  development  of  radiation  physics  in 
general,  and  diagnostic  radiology  in  particular.  Al- 
though the  mutagenic  effect  of  radiation  was  re- 
ported in  1927,  it  was  not  until  20  years  later  that  the 
genetic  risk  to  mankind  became  important  in  deter- 
mining maximum  permissible  doses.6 

When  considering  the  risk  of  the  detrimental  effect 
of  radiation,  it  is  known  that  the  development  of 
different  types  of  cancer  and  the  induction  of  he- 
reditary defects  are  dependent  on  the  sex  or  age  of 
the  individual.  Yet,  in  fact,  there  is  no  conclusive 
evidence  for  a significant  deviation  from  the  mean 
for  all  ages  and  both  sexes  when  assessing  this  risk.13 
Furthermore,  it  is  generally  accepted  that  radiation 
damage  has  no  threshold,  that  regardless  of  how 
small  the  dose  may  he,  there  is  some  deleterious  ef- 
fect.6,71'1 Consequently,  the  import  of  the  genetic 
and  somatic  effects  of  radiation  is  very  evident. 

In  assessing  the  genetic  effect  of  radiation,  the 
consequence  of  gene  mutations  on  the  well-being  of 


1202  New  York  State  Journal  of  Medicine/July  1979 


future  generations  is  fundamental.  Although  these 
mutations  occur  spontaneously,  the  effect  of  radia- 
tion on  these  occurrences  is  additive,  with  a subse- 
quent increase  in  the  deleterious-trait  frequency  with 
which  mankind  is  beset.  And  the  range  of  these 
mutational  effects  is  infinite,  since  virtually  every 
aspect  of  the  living  organism’s  function  is  determined 
to  a certain  extent  by  its  genes.  These  mutational 
manifestations  are  many  and  varied:  from  the  im- 
mediate to  the  delayed,  from  the  conspicuous  to  the 
imperceptible,  from  the  tragic  to  the  trivial.6 

The  somatic  effects  of  radiation  are  of  a more  acute 
temporal  significance  when  compared  with  the  ge- 
netic effects,  because  the  individual  himself  is  af- 
fected. Even  so,  these  somatic  effects  may  manifest 
themselves  only  after  years  or  decades  following  ir- 
radiation. These  somatic  manifestations  may  he 
indistinguishable  from  naturally  occurring  lesions, 
and  consequently  bear  only  a statistical  relationship 
to  irradiation.  Nevertheless,  there  is  sufficient  evi- 
dence to  point  to  the  carcinogenic  and  leukemogenic 
effect  of  low-dose  ionizing  radiation  on  human  pop- 
ulations. The  current  epidemiologic  evidence  for 
malignancy  induction  in  man  from  ionizing  radiation 
is  unequivocal.6  '’13 

In  contrast  to  these  somatic  effects,  there  is  no 
direct  evidence  in  human  beings  for  the  genetic  effect 
of  irradiation,  even  at  high  doses.  But  due  to  the 
evidence  for  these  effects  in  animals,  there  is  no 
doubt  of  a similar  mechanism  in  man.  And,  in  con- 
tradistinction to  the  limited  impact  of  somatic  ef- 
fects, the  spectrum  of  the  genetic  effect  on  future 
generations  is  limitless.6 

Recommendations 

The  Advisory  Committee  on  the  Biological  Effects  • 
of  Ionizing  Radiation  to  the  National  Research 
Council  of  the  National  Academy  of  Sciences  re- 
ported that  the  major  source  of  radiation  exposure 
to  the  population,  in  the  foreseeable  future,  will 
continue  to  be  natural  background  (cosmic  radiation, 
terrestrial  sources,  and  radioactive  materials  de- 
posited within  the  body)  with  a currently  comparable 
contribution  from  medical  irradiation.6  The  com- 
mittee report  emphasized  the  relevance  and  impor- 
tance of  ionizing  radiation  in  medicine,  but  it  un- 
derscored the  fact  that  at  present  these  medical  ra- 
diation exposures  are  not  under  the  guidance  or 
control  of  any  law  or  regulation. 

Furthermore,  the  importance  of  exposure  reduc- 
tion is  essential  since  this  is  feasible  at  a relatively  low 
cost  and  without  any  loss  in  benefits.  This  aim  for 
radiation  control  is  geared  toward  the  individual 
exposed,  with  an  ultimate  goal  of  maximal  efficacy 
and  optimal  benefit  at  a minimal  radiation  exposure 
level.'1  In  addition,  the  immediate  relevance  of  the 
effects  of  radiation  on  the  population  is  seen  in  the 
recent  recommendations  made  by  the  Second  Task 
Force  for  Research  Planning  in  Environmental 
Health  Science.  These  were  listed  as  basic  studies 
to  define  the  f undamental  mechanisms  of  radiation 


effects,  epidemiologic  studies  on  the  effects  of  ion- 
izing radiation  in  population  groups,  and  additional 
research  to  determine  how  mutagenic  and  carcino- 
genic effects  are  produced  by  the  interaction  of  ra- 
diation with  other  environmental  agents.14 

The  Federal  government  has  already  implemented 
certain  guidelines  for  its  various  agencies  in  their  use 
of  x-rays  in  the  healing  arts.15  On  an  even  wider 
scale,  encompassing  even  the  non -Federal  sector,  the 
recent  recommendations  and  criteria  that  are  being 
formulated  for  the  proper  indications  for  skull  x-rays, 
are  the  start  of  an  acceptable  control  of  irradiation 
in  one  area.16  18 

To  reduce  the  patient’s  exposure  to  medical  ra- 
diation, the  so-called  “minimum  exposure  radiog- 
raphy”19 should  be  practiced,  with  emphasis  on  beam 
filtration  and  collimation,  lead  shielding  of  gonads, 
the  use  of  films  and  intensifying  screens  having  as 
high  a speed  as  is  consistent  with  good  quality  radi- 
ography, optimal  film  processing,  highest  practical 
kilovoltage,  and  caref  ul  technique  to  avoid  unnec- 
essary re-examinations.  And  in  women  of  child- 
hearing age,  abdominal  radiography  should  be  un- 
dertaken only  during  the  ten  days  following  the  onset 
of  the  last  menses.7'111'19 

Additional  recommendations  to  control  and  limit 
patient  exposure  to  medical  radiation  are  the  possible 
implementation  of  centralized  depositories  for  pa- 
tient radiographs,  with  easy,  rapid  retrieval.  Pro- 
viding a radiation  monitoring  device  to  patients  with 
high  radiation  exposure  will  control  excessive  medical 
irradiation. 

Finally,  with  the  development  and  introduction 
of  advanced  techniques  and  sophisticated  systems 
for  the  recording  and  replay  of  radiographic  images, 
the  reduction  in  procedure  time  and  radiation  dose 
with  a concomitant  increase  in  diagnostic  informa- 
tion is  very  promising.20 

It  is  only  through  a prudent  reassessment  by  the 
medical  profession  of  the  current  practice  of  medical 
irradiation  that  the  implementation  of  review  com- 
mittees and  strict  guidelines  to  limit  these  exposures 
will  be  obviated. 

Comment 

By  returning  to  “the  practice  of  medicine,”  as  de- 
scribed by  Peabody,9  that  “whole  relationship  of  the 
physician  with  his  patient,”  the  classic  physician- 
patient  relationship  can  be  re-established,  removed 
from  the  sterile,  remote,  and  detached  aura  of  today’s 
medical  practice.  Foregoing  the  many  hours  that  the 
patient  spends  in  diagnostic  laboratory  waiting 
rooms,  excluding  fleeting,  anxiety-laden  comments 
to  an  already  apprehensive  patient  without  the  “time, 
sympathy,  and  understanding  [that]  must  be  lavishly 
dispensed,”9  we,  the  physicians,  can  restore  a pres- 
ently faltering  and  tarnished  image.  We  can 
strengthen  that  shaky  confidence  that  is  extended 
to  us  by  the  public,  we  can  lessen  the  malpractice 
onslaught,  and  we  can  counter  the  rising  costs  of 
health  care.  By  showing  a sophisticated  public  that 
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we  are  working  on  its  behalf  in  trying  to  control  and 
contain  its  exposure  to  a potential  harm— low-dose 
ionizing  radiation — we  can,  perhaps,  effect  a 
change. 

“When  a patient  goes  to  a physician  he  usually  has 
confidence  that  the  physician  is  the  best,  or  at  least 
the  best  available  person  to  help  him  in  what  is,  for 
the  time  being,  his  most  important  trouble.”9  Let 
us  hope  that  we  are,  and  always  shall  be,  able  to 
sustain  this  expectation. 

35-08  95th  Street 
Jackson  Heights,  New  York  11372 
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Cancer patients  can  be 
kept  free  of  pain 

With  care  and  patience,  the  physician  can  render  prac- 
tically any  cancer  patient  pain-free,  says  a report  in  the 
June  1 - Journal  of  the  American  Medical  Association. 

In  a report  to  physicians  on  the  latest  methods  for 
medical  management  of  chronic  cancer  pain,  a medical 
team  from  Duke  University  Medical  Center  and  the  Dur- 
ham Veterans  Administration  Medical  Center  in  North 
Carolina  points  out  that  management  of  the  chronic  pain 
of  cancer  is  a common  and  difficult  medical  problem. 

In  addition  to  a medical  examination  of  the  patient,  it 
is  necessary  to  perform  a psychological  assessment  of  the 
patient’s  personality,  current  mental  status,  and  coping 
mechanisms  to  devise  an  individualized  approach  to  pain 
control,  the  group  says. 

The  mainstays  of  cancer  pain  cont  rol  are  the  narcotics. 
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The  physician  must  continue  to  try  various  drugs  until  the 
optimum  combination  and  schedule  is  determined. 

For  mild  to  moderate  pain,  start  with  aspirin  or  acet- 
aminophen, they  recommend.  If  this  doesn’t  work,  add 
codeine.  If  aspirin  and  codeine  fail  to  relieve  pain,  the 
physician  then  proceeds  to  stronger  drug  combinations. 

Antipsychotic  drugs  are  useful  as  tranquilizers  and  to 
control  nausea.  Antidepressants  and  hypnotics  permit  the 
patient  a more  normal  life-style.  Stimulants  such  as  co- 
caine and  amphetamines  add  to  the  effect  of  the  narcotics 
and  also  reduce  drowsiness  and  breathing  problems 
brought  on  by  strong  narcotics. 

Marijuana  offers  no  advantage  over  traditional  pain 
relievers,  the  group  declares. 

“Most  patients  can  be  made  relatively  pain-free  provided 
their  pain  is  managed  with  patience  in  an  individualized 
fashion,”  the  report  concludes. 
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socult* 

'he  inexpensive,  in-office  culture  tests  for  Trichomonas  vaginalis,  Candida  (Monilia),  N.  gonorrhoeae 


t's  as  simple  as  swabbing  a specimen  on  the  culture 
ledia,  inserting  the  color-coded  tube  into  a slot  of  an 
•ffice  incubator  and  reading  results  against  an  identifi- 
ation  chart  24  to  48  hours  later. 

All  three  tests  contain  highly  selective  media  that 
live  you  the  right  results,  right  in  your  office.  And 
nere  are  also  two  combination  tests  that  let  you  check 
or  N.  gonorrhoeae  and  Candida  or  T.  vaginalis  and 
Candida  simultaneously. 

You  save  time  You  save  space— the  incubator  is 
io  bigger  than  your  PDR.  And  you  save  money.  You 


can  cover  the  low  cost  of  the  ‘Isocult’  system  and  your 
professional  time  and  still  charge  your  patient  less  than 
the  cost  of  a standard  laboratory  culture. 

There's  an  'Isocult'  culture  test  for  Bacteriuria  too. 
It’s  reliable,  rapid,  inexpensive  and  easy  to  interpret 
(results  are  available  within  18  to  24  hours). 

'Isocult'  is  available  through  local  distributors, 
nationwide.  To  order  or  for  more  information  call  toll 
free:  (800)  538-1581  (In  California  call  the  number 
below,  collect.) 
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Even  though  Legionnaires’  disease  surfaced  in 
the  medical  literature  only  in  1976, 1 a vast  array  of 
articles  have  appeared  in  the  last  two  years,2"4  adding 
not  only  to  its  notoriety,  hut  also  to  the  immense 
complexity  of  problems  involved  in  the  assessment 
of  its  etiology,  diagnosis,  and,  to  a degree,  manage- 
ment. For  while  it  gained  prominence  in  Philadel- 
phia among  the  veterans  attending  an  American 
Legion  convention,  it  fairly  rapidly  turned  out  to  be 
an  ailment  that  occurs  not  only  in  Pennsylvania  but 
in  other  states  of  the  Union  from  Maine  to  California, 
and,  as  it  became  obvious  recently,  on  the  other  side 
of  the  Atlantic  from  Spain  to  Great  Britain.1  We 
have  good  reason  to  believe  that  it  is  of  much  more 
ecumenical  distribution,  hut  because  of  its  wide 
spectrum  of  manifestations,  it  is  probably  much  more 
frequently  overlooked  than  diagnosed.  In  fact,  it 
would  seem  that  the  broad  manifestations  extend 
from  severe  pneumonia  with  high  mortality  rates, 
even  in  t he  face  of  aggressive  treat  ment,  to  mild  oli- 
gosymptomat ic  “cold-like”  disease,  usually  attrib- 
uted to  a minor  “virus.”1 

Etiology  and  clinical  manifestations 

Etiology.  Even  the  etiologic  aspect  of  the  disease 
is  extremely  complex.  It  is  generally  accepted  that 


The  present  clinical  and  pathologic  aspects  of  Le- 
gionnaires’ disease  are  reviewed.  One  of  two  illus- 
trative cases  in  one  family,  with  CDC  ( Center  for 
Disease  Control ) confirmation  and  autopsy  findings, 
is  presented. 


the  disease  is  caused  by  a gram-negative  coccoba- 
cillus,  “a  fascinating  yet  horrible”  organism  that  so 
far  has  defied  an  exact  classification  but  can  be 
identified  by  electron  microscopy  or  immunofluo- 
rescent  microscopy  or  by  Dieterle’s  staining  of  lung 
tissue.5  Growing  this  organism  in  culture  is  ex- 
tremely difficult  both  in  vitro  and  in  vivo.  Futher- 
more,  and  to  complicate  matters,  it  seems  that  new 
serotypes  of  the  disease  are  not  rare.  In  fact,  Edel- 
stein,  Meyer,  and  Finegoldfi  have  just  drawn  our  at- 
tention to  the  discovery  of  a new  serotype.  These 
authors  very  rightly  insist  on  the  importance  of  ef- 
forts being  made  to  establish  the  identity  of  the  dis- 
ease by  isolating  the  organism  in  every  single  case,  a 
formidable  task.  In  most  of  the  cases  transtracheal 
aspirate  may  be  necessary.' 

A few  things,  however,  appear  to  be  established. 
First,  that  the  disease  is  usually  not  transmitted  from 
person  to  person1;  rather  it  is  a disease  acquired  from 
the  environment;  thus  the  air  conditioning  systems, 
watercourses,  dust,  or  even  sheep  or  insect  vectors 
have  all  been  incriminated.8  However,  an  occasional 
case-to-case  transmission  has  been  suggested.9 

Clinical  manifestations.  The  manifestations, 
as  already  mentioned,  are  extremely  varied  and  cover 
a very  wide  spectrum  of  signs  and  symptoms. 
However,  as  several  authors  state,2"4  the  index  of 
suspicion  has  to  be  high,  particularly  in  middle-aged 
or  elderly  patients.  The  latter,  often  a smoker  and 
quite  often  also  an  immunosuppressed  patient,  pre- 
sents malaise,  muscular  aches,  headaches,  and  rapid 
rise  in  temperature,  up  to  106°  F.  A moderate  cough, 
either  productive  or  nonproductive,  is  a frequent 
manifestation.  Chest  pain  often  pleuritic,  abdomi- 
nal pain  with  or  without  vomiting,  and  diarrhea  may 
also  appear.  Confusion  and  delirium  have  also  been 
described,  usually  as  a later  manifestation.3  Relative 
bradycardia  has  been  mentioned  by  several  authors. 
Perhaps  one  could  say  that  a pneumonia  with  or 
without  hemoptysis  is  the  most  striking  clinical 
feature  in  these  patients.  While  acute  renal  failure 
has  been  described,  its  relation  to  the  disease  per  se 
is  to  our  mind  not  well  established;  in  fact,  in  at  least 
one  case  it  was  caused  by  an  interstitial  nephritis  very 
likely  due  to  the  antibiotics  used  in  the  treatment  of 
the  disease.10 

As  for  the  laboratory  manifestations,3  there  is 
usually  leukocytosis,  mostly  mild  with  a shift  to  the 
left,  a markedly  elevated  sedimentation  rate,  mildly 
abnormal  liver  function  findings,  hypoxemia,  hypo- 
capnia, microhematuria,  and  mild  proteinuria.  The 
syndrome  of  inappropriate  secretion  of  ADH  (anti- 
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FIGURE  1 . Chest  x-ray  films.  (A)  Admission,  showing  right 
parahilar  infiltrate.  (B)  On  fifth  day,  showing  extension  of 
infiltrate  to  cover  most  of  right  lung.  (C)  On  seventh  day, 
showing  extension  of  process  to  left  lung. 


diuretic  hormone)  has  been  repeatedly  observed  in 
this  disease,4  thus  adding  to  its  complexity. 

The  diagnostic  features  of  the  disease  have  been 
enriched  by  the  allegedly  almost  typical  x-ray  find- 
ings of  the  lungs.  In  fact,  the  radiologic  progression 
of  the  pulmonary  involvement  appears  to  be  very 
suggestive.  Fraser  described  the  typical  findings  as 
a patchy  infiltrate  with  an  early  interstitial  or  con- 
solidated appearance.11  Later  on.  progression  to 
unilateral  or  bilateral  consolidation  has  been  ob- 
served by  several  authors,  mainly  in  Vermont.12,13 
Nevertheless,  none  of  these  findings  can  be  consid- 
ered as  pathognomonic.  For  obviously,  and  espe- 
cially in  the  elderly  or  immunosuppressed  patient, 
the  diversity  of  radiologic  manifestations  of  pulmo- 
nary involvement  is  vast. 

In  this  country  the  isolation  of  two  serologically 
different  strains  has  come  from  the  Atlanta  CDC 
(Center  for  Disease  Control),  and  the  so-called  CDC 
antigen  has  become  the  mainstay  in  the  diagnosis  of 
the  disease  in  the  United  States.  The  serologic  di- 
agnosis is  based  mainly  on  the  finding  of  an  antibody 
titer  of  256  or  greater  or  on  a fourfold  or  more  in- 
crease in  the  antibody  to  the  specific  antigen.  But 
this  reliance  on  the  serologic  diagnosis  is  complicated 
by  many  factors.  First,  while  the  incubation  period 
of  the  disease  appears  to  be  relatively  short,  usually 


2 to  10  days,  the  increase,  or  the  very  appearance  of 
the  antibody  to  the  antigen,  may  take  weeks,1  thus 
leaving  the  physician  with  no  well-established  basis 
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for  action.  Furthermore,  the  aforementioned  ap- 
pearance of  a new  serotype  adds  to  the  complexity  of 
interpretation.  What  is  more,  the  problem  arises  as 
to  which  antigen  to  consider  the  main  culprit:  the 
CDC,  which  gives  some  false-positive  diagnoses,  or, 
at  least  in  the  Old  World,  the  indigenously  produced 
antigens.  But  even  if  we  limit  ourselves  to  the 
American  cases,  the  complexities  of  serologic  diag- 
noses are  by  no  means  minor,  and  indeed  Edelstein, 
Meyer,  and  Finegold6  discuss  this  quite  compre- 
hensively. We  can  only  applaud  their  suggestion  to 
the  effect  that  isolation  of  the  organism  should  be  the 
main  goal  of  every  physician  interested  in  estab- 
lishing a firm  diagnosis. 

Farshy,  Klein,  and  Feeley14  have  developed  a mi- 
croagglutination and  micro-ELISA  (enzyme-linked 
immunosorbent  assay)  which  detected  elevated  titers 
in  97.2  percent  of  sera  of  patients  with  known  Le- 
gionnaires’ disease.  This  test  may  meet  the  need  for 
a relatively  simple,  fast,  and  safe  test  to  detect  anti- 
bodies to  Legionnaires’  disease  organism.  The  fu- 
ture role  of  ELISA  in  facilitating  the  diagnosis  of  this 
disease  is  still  under  study.1-14 

Case  report 

A 31  year-old  black  male  was  admitted  to  St.  John’s 
Episcopal  Hospital  on  August  18,  1978,  complaining  of 
pleuritic  chest  pain  on  the  right  side,  fever,  chills,  a dry 
cough  of  one  week’s  duration,  and,  more  recently,  of  sei- 
zures, He  worked  as  a dress  delivery  man  in  the  garment 
district. 

On  examination,  the  patient’s  temperature  was  104°  F., 
with  pulse  100,  blood  pressure  130/90  mm.  Hg,  and  respi- 
ration 26  per  minute.  There  was  slight  splinting  of  the 
right  chest  with  associated  fine  rales  at  the  right  midaxilla 
and  base.  Liver,  kidney,  and  spleen  were  not  enlarged. 
Admission  chest  x-ray  films  showed  a right  parahilar  in- 
filtrate (Fig.  1A).  The  admitting  diagnosis  was  right  lobar 
pneumonia. 

The  patient  was  placed  on  penicillin,  and  a chest  x-ray 
film  two  days  after  admission  showed  an  increase  in  the 
right  midlung  field  infiltrate.  Five  days  after  admission 
the  whole  right  lung  field  was  involved,  as  shown  in  Figure 
1 B,  and  on  the  seventh  day  the  process  had  extended  to  the 
left  lung  (Fig.  1C). 

Pertinent  laboratory  values.  CBC  (complete  blood 
count)  on  admission  was  13,900,  with  81  neutrophils,  11 
hands,  and  8 lymphocytes.  Although  normal  on  admis- 
sion, BUN  (blood  urea  nitrogen)  rose  to  35  mg.  per  100  ml. 
and  creatine  to  1.3  mg.  per  100  ml.  prior  to  death. 

Course.  On  the  fifth  hospital  day,  in  the  face  of  lack  of 
response  to  penicillin,  triple  therapy  with  cephalothin  so- 
dium (Keflin),  gentamycin,  and  clindamycin  (Cleocin)  was 
instituted.  Because  of  increasing  hypoxemia  he  was  placed 
on  a MAI  respirator.  Despite  80  percent  oxygen,  pCL 
(oxygen  pressure)  could  barely  he  maintained  at  60  per- 
cent, and  he  expired  on  August  25,  1978,  one  week  after 
admission.  Two  days  prior,  on  August  23,  his  brother 
presented  himself  in  the  emergency  room  with  similar 
complaints  and  x-ray  film  findings.  The  diagnosis  of  Le- 
gionnaires’ disease  was  now  entertained,  and  the  Kings 
County  Hospital,  where  he  went  for  hospitalization,  was 
alerted  and  the  patient  placed  on  erythromycin  therapy. 
Blood  drawn  from  our  patient  on  the  fifth  and  seventh  days 


FIGURE  2.  Alveolus  showing  fibrinous  exudate  and  out- 
pouring of  mononuclear  cells  and  macrophages  with  pres- 
ervation of  alveolar  septae  (hematoxylin  and  eosin  stain, 
original  magnification  X250). 

for  antibodies  to  the  Legionnaires’  organism  were  1:256  and 
1:512,  respectively. 

Postmortem  gross  examination  revealed  pulmonary 
consolidation  and  multiple  lung  abscesses. 

Pathology 

The  gross  and  microscopic  pathology  of  the  lungs 
in  Legionnaires’  disease  has  been  discussed  previ- 
ously by  several  authors. 5-15-16  The  present  case 
showed  morphologic  similarities  as  well  as  certain 
features  not  reported  previously. 

Grossly,  the  lungs  contained  patchy  to  confluent 
areas  of  consolidation,  with  occasional  abscess  for- 
mation. Pleural  effusions  of  small  volumes  were 
present,  and  a fibrinous  pleural  exudate  was 
noted. 

Microscopically,  the  pneumonitis  was  present  in 
various  stages.  Some  areas  showed  alveoli  packed 
and  distended  with  eosinophilic  proteinaceous  and 
fibrinous  material,  with  very  little  cellular  exudate. 
On  the  other  hand,  areas  of  consolidation  were  seen 
packed  with  an  outpouring  of  cells,  predominantly  : 
mononuclear  cells  and  macrophages,  but  also  with 
a fair  number  of  lymphocytes,  plasma  cells,  and 
polymorphonuclear  leukocytes,  the  latter  predomi- 
nantly in  areas  of  microabscess  formation  (Fig.  2).  | 
Prominent  macrophage  phagocytic  activity  was 
noted,  and  an  unusual  feature  was  the  presence  of 
erythrophagocytosis  and  lymphophagocytosis,  fea- 
tures not  generally  seen  in  the  usual  pneumonias,  t 
except  those  due  to  rickettsial  or  chlamydial  organ- 
isms. In  fact,  the  microscopic  features  of  the  pul- 
monary involvement  in  Legionnaires’  disease  re- 
semble, to  a fair  extent,  the  pneumonitis  associated  ' 
with  these  two  conditions;  these  causes  have  appar- 
ently been  ruled  out  in  cases  of  serologically  con- 
firmed Legionnaires’  disease.15  The  alveolar  septa 
were  by  and  large  preserved,  except  in  areas  of  frank 
microabscess  formation.  Septal  edema  and  shedding  ! 
of  lining  cells  were  noted,  but  an  interstitial  cellular 
infiltrate  was  unusual.  Occasional  large  multinu- 
cleated  cells  were  noted  in  the  alveolar  septae,  these 
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FIGURE  3.  Causative  organism  as  demonstrated  by  Diet- 
erle's  stain:  Legionella  hemophilus  or  pneumonophila. 

Would  appear  as  brown  to  black  against  yellow  orange 
background  (arrows)  (original  magnification  X630). 

cells  having  large  moulded  nuclei  and  being  located 
apparently  in  endothelial  linings  of  the  septal  cap- 
illaries. The  significance  of  these  cells  is  at  present 
undetermined.  A vasculitis  of  any  significant  degree 
was  not  noted;  however,  a few  small  vessels  showed 
fibrin  thrombi.  Routine  special  stains,  such  as  PAS 
(periodic  acid-Schiff),  trichrome,  and  Gomori 
methenamine  silver,  showed  negative  findings  for  a 
causative  organism.  However,  using  the  Dieterle1 ' 
stain,  coccobacilli  from  3 to  20u  (micra)  were  found 
in  the  exudate  and  intracellularly  in  fairly  large 
numbers  (Fig.  3). 

Treatment 

Perhaps  instead  of  the  term  treatment,  manage- 
ment would  be  the  right  word  to  use.  Although  the 
disease  is  usually  very  serious,  there  was  an  outbreak 
in  Pontiac,  Michigan,  of  144  cases  in  which  no 
pneumonias  and  no  deaths  were  described.2  Death, 
even  with  appropriate  treatment,  is  not  uncommon, 
and  respiratory  failure  and  shock  threaten  especially 
the  weakened,  the  elderly,  and  the  immunosup- 
pressed.  Therefore,  the  respiratory  failure  has  to  be 
managed,  as  well  as  the  occasional  acute  renal 
failure. 

As  to  the  “specific”  antibiotic:  erythromycin 

appears  to  be  far  superior  to  all  other  antibiotics  and 
has  been  found  to  be  effective  in  the  vast  majority  of 
cases  where  it  has  been  used.4  Yet,  the  British  ex- 
perience with  erythromycin  has  been  much  less  sat- 
isfactory than  in  our  country.1  How  to  account  for 
this  is  difficult  to  explain.  A priori  one  could  invoke 
either  the  possibility  of  a different  serotype  resistant 
to  erythromycin  or  the  rather  precarious  state  of 
health  of  the  British  patient  who  contracted  the 
disease.  It  is  also  possible  that  environmental  dif- 
ferences may  account  for  the  different  reaction  to 
treatment.  Only  time  and  further  experience  will 
settle  this  problem.  The  dose  of  erythromycin  has 


been  decided,  on  an  empiric  basis,  from  0.5  to  1 Gm. 
every  six  hours.  The  treatment  should  continue  for 
about  three  weeks.  Even  so,  as  mentioned  before, 
the  mortality  rate  in  some  epidemics  ranged  from  6 
to  8 percent  and  even  higher.2 

One  final  note  seems  in  order.  The  causative  or- 
ganism is  still  nameless.  Its  discoverer,  I)r.  Joseph 
E.  McDade  of  the  CDG  rightly  mentions  that  no 
matter  what  suggestion  will  he  made,  somehow  the 
term  Legionnaires'  will  he  considered  evocative  as  the 
name.1  ' Perhaps,  the  name  Legionella  pneumophila 
would  he  the  most  appropriate  term,  since  it  pays 
justice  both  to  the  Legionnaires  in  Philadelphia  who 
paid  such  a high  price  for  its  emergence  as  a noso- 
graphic  entity  and  to  the  organ  predilection  of  the 
bacterium. 

Department  of  Pathology 
Metropolitan  Hospital  Center 
1901  First  Avenue 
New  York,  N.Y.  10029 
(DR.  TCHERTKOFF) 

Acknowledgments.  We  thank  Ms.  Virginia  Robins  for  her 
help  with  the  manuscript  and  Mr.  Baillie  and  Mr.  Carpenter  for 
the  photography. 

References 

1.  Legionnaire's  disease,  Brit.  M.  4.  4:  lH19(Nov.  11)  1978. 

2.  When  to  look  to  the  Legionnaires,  editorial.  Emergency 
Med.  11: 176  (Oct.)  1978. 

3.  Lattimer,  G.  L.,  and  Rhodes,  L.  V.,  Ill:  Legionnaires’ 
disease.  Clinical  findings  and  one-year  follow-up,  J.A.M.A.  240: 

1 169  (Sept.  8)  1978. 

4.  Kirby.  B.  I).,  Snyder,  -J.  M.,  Meyer,  R.  D.,  and  Finegold,  S. 
M.:  Legionnaires’ disease:  clinical  features  of  24  cases,  Ann.  Int. 
Med.  HI):  297  (Sept.)  1978. 

5.  Chandler,  F.  W.,  Hicklin,  M.  D.,  and  Blackmon,  -I.  A.: 
Demonstration  of  the  agent  of  Legionnaires’  disease  in  tissue,  New 
England  -I.  Med.  297:  1218  (Dec.  1 ) 1977. 

6.  Edelstein,  P.  H.,  Meyer,  R.  D.,  and  Finegold,  S.  M.:  Iso- 
lation of  a new  serotype  of  Legionnaires’  disease  bacterium,  Lancet 
2:  1172  (Dec.  2)  1978. 

7.  Lattimer.  G.  L..  McCrone,  C.,  and  Galgon,  J.:  Diagnosis 
of  Legionnaires'  disease  from  transtracheal  aspirate  by  direct 
tluorescent -antibody  staining  and  isolation  of  the  bacterium.  New 
England  -J.  Med.  299:  1 172  (Nov.  23)  1978. 

8.  Callan,  J.:  'Creature  comfort’  culprit  in  Legionnaires’ 
disease.  Medical  News. -J. A. M. A.  241:  124  (-Ian.  12)  1979. 

9.  Love,  W.  C.,  Chaudhuri,  A.  K.,  Chin,  K.  C.,  and  Fallon,  R.: 
Possible  case-to-case  transmission  of  Legionnaires’  disease,  letter 
to  the  editor.  Lancet  2:  1249  (Dec.  9)  1978. 

10.  Reiman,  A.  S.,  and  McCluskey,  R.  T.:  Case  Records  of  the 
Massachusetts  General  Hospital.  Acute  renal  failure  and  he- 
moptysis  in  a 44-vear-old  man,  New  England  -J.  Med.  298:  1014 
(May  4)  1978. 

1 1.  Legionnaires’  disease  diagnosis  and  management,  Center 
for  Disease  Control,  Ann.  Int.  Med.  88:  363  (1978). 

12.  Friedman.  H.  M.:  Legionnaires’  disease  in  non-Legion- 
naires.  A report  of  five  cases,  ibid.  88:  294  (Mar.)  1978. 

13.  Dietrich,  P.  A.,  Johnson,  R.  D.,  Fairbank,  J.  T , and  Walke, 
•I.  S.:  The  chest  radiograph  in  Legionnaires'  disease.  Radiology 
127:577  (June)  1978. 

14.  Farshy,  C.  E.,  Klein,  G.  C.,  and  Feeley.  J.  C.:  Detection 
of  antibodies  to  Legionnaires’  disease  organism  by  microaggluti- 
nation and  micro-enzyme-linked  immunoabsorhent  assay  tests, 
•I.  Clin.  Microbiol.  7:  327  (Apr.)  1978. 

15.  Fraser.  D.  W.,  et  al.:  Legionnaires’ disease:  description 
of  an  epidemic  of  pneumonia,  New  England  -J.  Med.  297:  1189 
(Dec.  1)  1977. 

16.  Pathology  of  Legionnaires’  pneumonia,  editorial.  Lancet 
2:  928  (Oct.  28)  1978. 

17.  Dieterle.  R.  R.:  Method  for  demonstration  of  Spirochaeta 
pallidum  in  single  microscopic  sections,  Arch.  Neurol.  & Psvchiat. 
18:  73  (1927). 


July  1979/New  York  State  Journal  of  Medicine  1209 


Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 

Recurrent 

Gastrointestinal 
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Case  presentation 

Sudhir  Amaram,  M.D.:  A 24-year-old  Chinese 
female  college  student  was  first  admitted  with  a 
complaint  of  dizziness,  weakness,  and  a nonspecific 
epigastric  discomfort  associated  with  the  passage  of 
tarry  stools  over  the  previous  seven  days. 

The  patient  had  had  one  episode  of  GI  (gastroin- 
testinal) bleeding  about  four  years  previously  while 
in  China,  and  was  told  at  that  time  that  she  had  a 
gastric  ulcer.  She  denied  the  ingestion  of  aspirin  or 
other  medications,  did  not  drink  alcohol,  and  had  no 
other  GI  complaints  or  weight  loss. 

The  findings  from  family  history  and  review  of 
systems  were  not  remarkable. 

Physical  examination  on  the  first  admission  did 
not  yield  remarkable  results  except  for  a tachycardia 
of  120  per  minute;  mild  epigastric  tenderness  without 
hepatosplenomegaly  or  other  masses;  and  a Hematest 
4-plus  positive  on  black  stool  on  the  rectal  exami- 
nation. 

The  hemoglobin  on  admission  was  12.2  Gm.  per 
100  ml.;  the  hematocrit  was  36.  The  initial  pro- 
thrombin time  was  20.8  seconds,  with  a control  of  12 
seconds;  a repeat  study  showed  normal  findings. 
The  partial  thromboplastin  time  was  45  seconds,  with 
a control  of  40  seconds.  Chest  x-ray  films  and  flat 
plate  of  the  abdomen  yielded  negative  findings. 

The  patient'continued  to  bleed  actively  from  the 
GI  tract  with  the  passage  of  black  tarry  stools;  the 
returns  from  the  neogastric  tube  were  negative  to 
guaiac  test.  GI  series,  small  bowel  series,  scan  for 
Meckel’s  diverticulum,  esophagogastroduodenos- 
copy,  and  proctoscopy  did  not  show  remarkable 
findings.  The  patient  received  nine  whole-blood 
transfusions;  the  bleeding  subsided,  and  she  was 
discharged  on  antacids  and  anticholinergics  20  days 
after  admission. 

Three  days  following  discharge  the  patient  re- 
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turned  to  the  emergency  department  complaining  of 
severe  epigastric  pain  associated  with  inability  to 
pass  urine.  Foley  catheter  produced  400  ml.  of  urine, 
which  contained  few  white  blood  cells  but  many  red 
blood  cells.  Thereafter  the  patient  was  able  to  uri- 
nate spontaneously,  and  she  was  discharged  from  the 
emergency  department. 

Six  days  after  leaving  the  emergency  department, 
the  patient  was  readmitted  complaining  of  epigastric 
pain  and  tarry  stools.  Again  the  physical  examina- 
tion was  not  remarkable  except  for  dark  stool  on 
rectal  examination  which  was  heme-positive.  Rou- 
tine laboratory  studies  yielded  normal  findings  ex- 
cept for  persistently  abnormal  coagulation  studies, 
characterized  by  a normal  prothrombin  time  and 
elevated  partial  thromboplastin  time,  that  is,  65 
seconds,  compared  with  a control  of  46  seconds.  The 
fibrinogen  level  was  persistently  low,  varying  between 
115  and  185  mg.  per  deciliter,  the  normal  ranging 
from  200  to  500  mg.  per  deciliter.  The  platelet 
counts  were  normal,  as  were  the  bleeding  times. 
Factor  VIII  assay  was  found  to  be  30  percent  of 
normal. 

During  hospitalization,  the  patient  passed  melenic 
stools  repeatedly  and  required  multiple  transfusions. 
During  this  time  an  ecchymotic  lesion  was  noted  on 
the  right  thigh.  A Cantor  tube  was  passed  and  as- 
pirates checked  for  presence  of  blood;  the  test  result 
became  positive  at  and  beyond  six-feet  insertion  of 
the  Cantor  tube.  Multiple  barium  studies  through 
the  tube  were  reported  as  yielding  negative  find-  I 
ings. 

Because  of  persistent  bleeding,  the  patient  was  , 
taken  to  the  operating  room,  following  adequate  re-  I 
placement  of  factor  VIII. 

Case  discussion 

John  J.  Daly,  M.D.:  Th  is  24-year-old  Chinese  j 
female  patient  had  two  medical  problems:  recurrent 
severe  GI  bleeding  and  coagulopathy.  The  patient 
had  an  initial  GI  hemorrhage  several  years  ago  in 
Hong  Kong,  possibly  due  to  a gastric  ulcer;  she  was  I 
subsequently  admitted  here  on  two  occasions  with 
severe  melena  requiring  multiple  transfusions.  At 
no  time  did  the  patient  vomit  blood,  and  the  returns 
from  nasogastric  aspirations  were  always  free  of 
blood.  An  upper  GI  series  and  esophagogastroduo- 1 
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FIGURE  1.  Head  of  barium  meal  in  jejunum,  distorted  by 
external  compression  due  to  tumor  mass. 


denoscopy  showed  completely  normal  findings.  1 
would  suspect  that  this  patient’s  bleeding  was  from 
a site  located  distally  to  the  ligament  of  Treitz  and 
proximally  to  the  hepatic  flexure  of  the  large  bowel. 
This  is  supported  by  the  fact  that  the  returns  from 
the  Cantor  tube  became  positive  for  blood  at  about 
six  feet. 

I feel  that  the  small-bowel  x-ray  film  series  result 
is  definitely  abnormal,  showing  evidence  for  the 
presence  of  a tumor.  First,  we  see  on  a spot  film  of 
the  jejunum  a very  irregular  indentation  within  its 
wall,  suggestive  of  an  intramural  lesion.  Second, 
there  is  evidence  of  extraintestinal  involvement  be- 
cause of  the  peculiar  angulation  or  fixation  of  the 
small  bowel  at  this  point  (Fig.  1).  Finally  we  see  a 
persistent  collection  of  barium  within  the  mass  le- 
sion, suggestive  of  mucosal  ulceration  (Fig.  2).  With 
lesions  of  the  small  bowel,  the  x-ray  film  findings  can 
be  minimal,  and  yet  the  patient  can  have  an  extensive 
lesion.  The  major  portion  can  be  located  outside  of 
the  bowel,  within  the  abdominal  cavity. 

Among  the  possible  causes  of  bleeding  originating 
in  the  small  bowel,  many  can  be  eliminated  by  means 
ot  the  patient’s  family  history,  history,  physical 
findings,  and  x-ray  film  studies.  We  can  eliminate 
inflammatory  bowel  disease  of  infectious  and  non- 
intectious  nature;  vasculitis  with  intestinal  involve- 
ment; small-bowel  diverticula  exclusive  of  Meckel’s 
diverticulum;  amyloidosis;  Peutz-Jegher’s  and 


Gardner’s  syndromes;  pseudoxanthoma  elasticum 
and  Ehler-Danlos  syndrome,  scurvy;  malignant 
atrophic  papulosis;  and  various  hematologic  distur- 
bances such  as  Henoch-Schbnlein  purpura  and 
conditions  associated  with  thrombocytopenia.  Also 
easily  eliminated  is  hematobilia,  that  is,  bleeding 
originating  within  the  biliary  tract. 

A Meckel’s  diverticulum  must  always  be  consid- 
ered in  every  patient  with  obscure  (II  bleeding  orig- 
inating distally  to  the  ligament  of  Treitz.  Meckel’s 
diverticulum  represents  the  persistence  of  the 
intra-abdominal  portion  of  the  vitelline  duct.  It 
usually  arises  about  60  cm.  but  sometimes  up  to  130 
cm.  from  the  ileocecal  junction.  It  is  about  5 cm.  long 
but  can  range  from  1 to  1 1 cm.,  and  in  about  50  per- 
cent of  cases  it  contains  ectopic  tissue,  usually  gastric 
mucosa.  This  gastric  tissue  accounts  for  the  occur- 
rence of  bleeding  from  peptic  ulceration  either  within 
the  diverticulum  or  in  the  adjacent  small  bowel.  The 
gastric  tissue  may  also  take  up  technetium  pertech- 
netate.  This  is  the  basis  of  the  Meckel’s  scan,  which 
shows  negative  findings  in  this  case. 

True  Meckel’s  diverticulum  occurs  in  approxi- 
mately 2 percent  of  the  population,  of  whom  the  vast 
majority  are  asymptomatic.  The  most  common 
complication  in  adults  is  not  the  bleeding  but  in- 
flammation. Statistically  this  would  be  an  uncom- 
mon cause  of  bleeding  in  our  patient.  Also  the  lo- 
cation of  the  lesion  on  the  small-bowel  x-ray  film  in 
our  case  would  not  favor  such  a diagnosis.  The 
changes  seen  on  the  small-bowel  x-ray  film  would 
have  to  be  associated  with  extensive  inflammation 
for  which  there  was  no  clinical  evidence.  Finally  the 
presence  of  a Meckel’s  diverticulum  could  not  ac- 
count for  the  coagulation  changes  seen  in  this  patient, 
if  indeed  the  small-bowel  lesions  and  the  abnormal 
clotting  studies  are  related,  as  I believe  them  to  be. 

I also  do  not  favor  the  diagnosis  of  intestinal  du- 
plication for  many  of  the  same  reasons  which  negate 
the  likelihood  of  a Meckel’s  diverticulum. 

A neoplastic  lesion,  either  benign  or  malignant,  is 
the  most  common  cause  of  hemorrhage  originating 
within  the  small  bowel.  I feel  that  this  category 
applied  to  our  patient’s  condition  because  of  the 
findings  on  the  small-bowel  series  and  because  of  the 
peculiar  coagulation  disturbances  present.  Before 
assuming  that  a neoplastic  process  is  primary  within 
the  small  bow^el,  we  must  consider  involvement  of  the 
small  bowel  by  a neoplastic  process  in  an  adjacent 
organ  or  involvement  by  metastatic  spread  from 
another  primary  source.  The  most  frequent  sites  of 
origin  of  metastatic  disease  to  the  small  bowel  include 
ovary,  pancreas,  stomach,  colon,  breast,  lungs,  and 
uterus.  Also  to  be  considered  is  the  diagnosis  of 
metastatic  malignant  melanoma.  I feel  that  these 
possibilities  can  be  eliminated  because  we  have  no 
evidence  of  another  neoplastic  process  originating 
outside  of  the  small  bowel  in  this  patient.  Although 
I could  not  find  the  results  of  a pelvic  examination  in 
the  chart,  I will  assume  that  the  patient  had  no  cer- 
vical or  ovarian  neoplastic  disease  because  she  had 
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FIGURE  2.  Mass  lesion.  (A)  Displacement  of  barium-filled  loops 
(arrow  at  left). 

no  symptoms  of  abnormal  vaginal  bleeding,  men- 
strual irregularities,  or  abnormalities  of  secondary 
sexual  characteristics.  I will  also  eliminate  the 
possibility  of  a tumor  originating  in  the  mesentery 
and  involving  the  small  bowel  secondarily  because 
such  tumors  frequently  grow  to  a very  large  size  and 
are  easily  palpable  on  physical  examination.  Also 
they  produce  symptoms  of  abdominal  pain  of  varying 
degrees  associated  with  feelings  of  fullness  and  hea- 
viness within  the  abdomen.  When  the  small  bowel 
is  involved,  the  symptom  is  usually  that  of  obstruc- 
tion as  opposed  to  hemorrhage.  It  is  for  these  rea- 
sons that  I doubt  this  diagnosis. 

We  are  now  left  to  consider  tumors  which  are  pri- 
mary wit  hin  the  small  bowel.  This  includes  a list  of 
no  less  than  35  types  of  lesions.  At  this  point  1 would 
like  to  consider  the  patient’s  coagulation  distur- 
bances since  this  may  shed  some  light  on  the  nature 
of  the  disease  process  involved  in  the  small  bowel. 

This  patient’s  coagulopathy  consisted  of  a slightly 
elevated  partial  thromboplastin  time  associated  with 
a low  factor  VIII  level,  approximately  30  percent  of 
normal.  Also  present  was  hypofibrinogenemia  in  I he 
range  of  about  1 15  to  185  mg.  per  deciliter.  The 
prothrombin  l ime,  bleeding  time,  and  platelet  counts 
were  all  within  normal  limits.  The  possible  causes 


of  small  intestine.  (B)  Outline  of  tumor  mass,  with  ulceration 


of  combined  factor  VIII  deficiency  and  hypofibrin- 
ogenemia include  congenital  deficiencies  or  coinci- 
dental acquired  deficiencies. 

Von  Willebrand’s  disease  is  the  most  common 
cause  of  a congenital  deficiency  of  factor  VIII,  par- 
ticularly in  a female.  Such  patients  usually  have  a 
family  history  of  a bleeding  disorder  or  have  a per- 
sonal history  of  previous  bleeding,  mainly  from  the 
skin  and  mucous  membrane.  Early  in  life,  epistaxis 
is  the  most  common  symptom.  Bleeding  from  the 
gums  is  prominent,  and  menorrhagia  occurs  regu- 
larly. The  bleeding  time  is  very  frequently  abnormal 
hut  not  necessarily  so.  Our  patient  had  none  of  these 
symptoms  or  findings.  Although  GI  bleeding  can 
occur  in  the  more  severe  forms  of  this  disease,  it  is 
uncommon  and  would  he  unlikely  with  the  factor 
VI 11  level  of  about  30  percent  of  normal.  It  is  for 
these  reasons  that  I doubt  the  diagnosis  of  von  Wil- 
lehrand’s  disease  associated  with  hypofibrinogene- 
mia. Also  a deficiency  of  two  or  more  clotting  factors  j 
is  suggestive  of  an  acquired  defect  rather  than  a 1 
congenital  one. 

Although  classic  hemophilia  A has  been  reported 
in  females,  I feel  it  can  he  easily  ruled  out  because  of  i 
the  absence  of  significant  family  or  personal  history  , 
of  bleeding.  It  should  be  stressed  at  this  point,  I 
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however,  that  whenever  (II  bleeding  occurs  in  the 
patient  with  hemophilia  or  von  Willebrand’s  disease, 
a structural  lesion  must  always  he  looked  for  within 
the  ( 1 1 tract.  Recently  several  patients  with  von 
Willebrand’s  disease  were  reported  with  severe  (II 
bleeding  secondary  to  arteriovenous  malformat ions 
of  the  (II  tract. 

Could  this  patient  have  circulating  anticoagulants 
to  factor  VIII  and  fibrinogen?  This  can  easily  he 
ruled  out  for  several  reasons.  The  patient  had  no 
underlying  disease  associated  with  their  development 
such  as  systemic  lupus.  Two  distinct  anticoagulants 
would  have  to  he  postulated.  Finally,  the  fact  that 
this  patient’s  factor  VIII  level  could  he  rather  easily 
restored  to  100  percent  of  normal  with  crvoprecipi- 
tates  very  strongly  speaks  against  the  presence  of  a 
circulating  anticoagulant. 

Could  this  patient  have  primary  fibrinolysis? 
Primary  fibrinolysis  as  an  entity  is  extremely  rare. 
The  vast  majority  of  cases  is  secondary  to  DIG  (dis- 
seminated intravascular  coagulation).  This  brings 
us  to  a chronic  compensated  I)IC. 

DIC  occurs  in  two  forms:  acute  and  chronic.  The 
acute  form  was  clearly  not  present  in  this  case,  hut 
the  chronic  compensated  form  of  DIG  could  easily 
account  for  this  patient’s  coagulopathy.  The  normal 
platelet  count  and  the  normal  prothrombin  time  do 
not  detract  from  this  diagnosis,  since  the  levels  of 
fibrinogen  and  platelets  in  the  blood  can  he  normal, 
high,  or  low,  depending  on  the  compensatory  capa- 
bilities of  the  liver  and  the  hone  marrow.  Chronic 
compensated  DIG  is  of  multiple  etiology,  including 
liver  disease  and  hematologic  disorders  for  which 
there  is  no  evidence  in  this  patient.  Giant  heman- 
gioma, that  is,  the  Kasabach-Merritt  syndrome,  and 
neoplasms,  that  is,  the  Trousseau  syndrome,  should 
be  considered  in  this  patient. 

Many  neoplasms  are  commonly  associated  with 
DIG  in  a compensated  form.  This  patient  did  have 
a lesion  in  the  small  bowel.  Carcinoid,  lymphoma, 
Hodgkin’s  disease,  melanoma,  rhabdomyosarcoma, 
and  leiomyosarcoma  may  all  involve  the  small  bowel 
and  lead  to  a coagulation  disturbance  similar  to  the 
one  in  this  patient. 

We  are  going  to  consider  primary  small-bowel  tu- 
mors. The  most  common  of  the  malignant  lesions 
primary  within  the  small  bowel  is  adenocarcinoma, 
followed  by  carcinoid  and  lymphoma.  Leiomyoma 
is  the  most  common  benign  tumor.  Angiodysplastic 
lesions  in  the  GI  tract  are  associated  with  either  ar- 
teriovenous malformations,  telangiectasia,  or  a 
tumorous  growth  of  vascular  tissue.  The  angiodys- 
plastic lesions  that  I would  consider  in  this  case 
would  be  cavernous  hemangioma  and  its  malignant 
counterparts  excluding  Kaposi’s  sarcoma,  since  this 
young  woman  had  no  skin  lesions  characteristic  of 
this  disorder.  Given  the  large  number  of  neoplasms 
capable  of  originating  in  the  small  bowel,  how  can  we 
reduce  the  range  of  possibilities  in  this  patient? 

Malignant  lesions  of  the  small  bowel,  exclusive  of 
lymphosarcoma  and  Hodgkin’s  disease,  are  ex- 


tremely rare  in  patients  less  than  30  years  of  age. 
The  most  common  of  the  small-bowel  tumors  present 
in  children  and  young  adults,  exclusive  of  lympho- 
sarcoma and  Hodgkin’s  disease,  are  vascular. 
Bleeding  is  most  common  with  the  vascular  tumors, 
leiomyomas,  and  leiomyosarcomas.  It  is  in  this  latter 
group  that  I feel  our  patient’s  diagnosis  lies.  The 
absence  of  fever,  weight  loss,  palpable  mass,  and 
obstructive  symptoms  would  lead  me  away  from  the 
diagnosis  of  lymphoma,  lymphosarcoma,  Hodgkin’s 
disease,  and  even  adenocarcinoma.  The  x-ray  film 
studies  do  not  show  the  very  common  kinking  of  the 
small  bowel  usually  associated  with  carcinoid  tumors 
which  results  from  the  localized  mesenteric  desmo- 
plastic reactions  due  to  localized  release  of  serotonin. 
Also,  carcinoid  tumors  very  rarely  manifest  them- 
selves as  acute  massive  GI  hemorrhage  unassociated 
with  obstructive  symptoms.  The  large  irregular 
ulceration  often  found  with  such  large  lesions  as 
leiomyosarcoma,  fibromyosarcoma,  or  lymphosar- 
coma was  not  seen  on  x-ray  films.  It  is  interesting 
that  this  patient  was  seen  in  the  emergency  room 
between  her  two  admissions,  complaining  of  hypo- 
gastric pain.  She  was  found  to  have  microscopic 
hematuria.  The  urine  culture  was  negative,  and  an 
intravenous  pyelogram  was  not  done.  I wondered 
whether  or  not  the  lesion  of  the  small  bowel  may  not 
also  have  involved  the  bladder  extrinsieally.  One  of 
the  very  common  characteristics  of  small-bowel  tu- 
mors is  that  they  can  have  extensive  development 
submucosally,  leading  to  the  formation  of  a pedun- 
culated growth  which  can  reach  an  extremely  large 
size. 

We  are  told  that  the  patient  underwent  an  opera- 
tive procedure,  which  I feel  was  a partial  small-bowel 
resection. 

In  conclusion,  I feel  that  this  patient  was  bleeding 
from  a neoplastic  lesion,  probably  of  a highly  vascular 
nature,  involving  the  small  bowel,  with  extensive 
extraluminal  growth.  I also  feel  that  this  lesion  ac- 
counted for  the  patient’s  coagulopathy,  that  is, 
compensated  DIC,  rather  than  that  the  coagulopathy 
was  the  cause  of  the  hemorrhage. 

John  T.  Flynn,  M.D.:  We  gave  Dr.  Daly  an  im- 
possible task,  of  course,  because  the  range  of  lesions 
that  can  be  found  in  the  small  intestine  is  so  exten- 
sive, as  he  indicated. 

Henry  A.  Sampson,  M.D.:  Dr.  Daly,  I wonder 
where  did  you  place,  in  your  enumeration  of  possible 
lesions,  the  polyps  of  the  small  intestine?  Such 
polyps  are  quite  rare,  but  they  do  occur.  They  tend 
to  be  sessile,  and  very  often  no  lesion  is  seen  on  x-ray 
film,  because  they  don’t  really  produce  any  dis- 
placement of  barium.  They  bleed  readily  and  are 
quite  common  in  younger  people.  I w'ould  think  that 
this  case  would  fit  into  the  category  of  a benign  lesion 
of  the  small  intestine.  It  is  surprising  that  this  young 
woman  had  three  major  gastrointestinal  hemorrhages 
in  about  six  or  seven  years  and  did  not  undergo  sur- 
gery in  that  interval. 

Dr.  Daly:  I didn’t  include  small  intestinal  polyps 
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FIGURE  3.  Portion  of  resected  jejunum  with  attached  large 
tumor  mass  (leiomyosarcoma).  Dark  areas  of  tumor  rep- 
resent extensive  interstitial  hemorrhage. 

in  the  differential  diagnosis  because  of  the  findings 
on  the  small-bowel  x-ray  films.  Such  polyps  in  the 
small  bowel  are  always  intraluminal  and  do  not 
present  evidence  of  intramural  involvement  or  any 
distortion  of  the  lumen  of  the  bowel,  such  as  this  le- 
sion showed.  These  x-ray  films  were  read  initially 
as  normal,  but  I feel  that  they  showed  the  abnor- 
malities which  1 mentioned. 

Dr.  Flynn:  Dr.  Daly,  you  showed  us  only  four 
films,  and  yet  you  know  the  small-bowel  formations 
vary  greatly  and  can  be  confusing.  I must  assume 
that  all  the  rest  of  the  films  appeared  normal  to  our 
radiologists,  who  were  influenced  by  the  fact  that 
only  a small  number  of  the  x-ray  films  even  suggested 
a mass  lesion.  I wonder  if  it’s  fair  to  say  that  you  are 
placing  too  great  an  emphasis  on  four  preselected 
films. 

Dr.  Daly:  No,  because  all  you  need  is  one  such 
film. 

Dr.  Flynn:  I’m  sorry  that  Kenneth  Sze,  M.D., 
isn’t  here  today,  so  that  he  could  give  us  a firsthand 
account  of  the  findings  at  operation.  He  found  on 
entering  the  abdomen  a highly  vascular  tumor  mea- 
suring about  10  by  12  cm.,  arising  in  the  jejunum 
about  six  inches  from  the  ligament  of  Treitz  (Fig.  3). 
It  was  cystic  with  some  nodulation  and  was  adherent 
to  the  mesentery  of  the  descending  colon.  There 
were  small  lymph  nodes  in  the  area  draining  the 
tumor  and  the  mesentery  of  the  small  bowel;  none  of 
these  nodes  were  perhaps  more  than  0.5  cm.  in 
greatest  dimension.  The  resected  specimen  of  bowel, 
when  opened,  showed  an  ulcerated  area  of  the  lumen 
in  the  center  of  the  tumor.  This  appeared  to  he  a 
reasonable  location  for  the  site  of  bleeding.  The 
other  organs  within  the  abdomen  were  normal,  and 
there  were  no  palpable  nodes  in  the  area  of  the  celiac 
axis.  An  end-to-end  anastamosis  of  the  small  bowel 
was  completed,  and  the  young  woman  recovered 
without  serious  incident.  Since  that  time,  almost 
four  years  ago,  she  appears  to  be  in  continuing  good 
health. 

Dr.  Daly:  It  would  he  extremely  interesting  to 


determine,  now  that  the  tumor  has  been  removed,  if 
her  factor  VIII  level  and  fibrinogen  are  within  normal 
limits. 

Clinical  diagnosis 

Small-bowel  hemorrhage,  secondary  to  neoplasm, 
possibly  leiomyosarcoma 

Dr.  Daly’s  diagnosis 

Small-bowel  neoplasm,  type  undetermined,  with 
gastrointestinal  hemorrhage  associated  with  ac- 
quired factor  VIII  deficiency 

Pathologic  discussion 

Basil  Moumgis,  M.D.:  The  first  specimen  which 
we  received  was  a small  lymph  node  submitted  for 
frozen  section;  it  did  not  show  any  neoplasm.  The 
principal  surgical  specimen  was  a segment  of  small 
bowel  about  11  cm.  long,  which  showed  a 3-cm.  lesion 
on  the  luminal  surface.  The  mucosa  over  the  lesion 
was  smooth  and  intact  except  for  a central  area  of 
ulceration.  The  main  body  of  the  tumor  was  outside 
the  bowel  and  was  10  by  8 by  6 cm.  in  dimension,  and 
so  it  was  a quite  large  tumor  (Fig.  3).  The  external 
surface  of  the  mass  was  somewhat  nodular  and  pre- 
sented an  intense  red  color  indicating  extensive 
hemorrhage  into  the  tumor.  The  tumor  had  not 
invaded  the  mesentery  or  the  adjacent  fat  to  which 
it  was  adherent.  A probe  could  be  passed  readily 
through  the  area  of  ulceration  into  the  hemorrhagic 
mass. 

Microscopically  this  proved  to  be  a tumor  arising 
in  smooth  muscle.  This  tumor  essentially  was 
growing  in  the  wall  of  the  bowel,  its  deeper  portions 
penetrating  through  the  muscularis.  The  mucosa 
was  intact  over  most  of  the  tumor,  which  was  not 
encapsulated.  Higher-power  microscopic  exami- 
nation of  this  tumor  showed  cells  in  a spindle  pattern, 
with  elongated  nuclei  (Fig.  4A).  With  special  stains, 
we  showed  that  it  was  a smooth-muscle  tumor. 

The  question  arises  as  to  whether  such  tumors  are 
benign  or  malignant.  Histologically  it  is  sometimes 
quite  difficult  to  determine  whether  the  tumor  has 
to  he  considered  a leiomyoma  or  a leiomyosarco- 
ma. The  pleomorphism  and  the  number  of  mitoses 
in  this  case  were  enough  to  warrant  the  diagnosis  of 
malignant  condition  (Fig.  4B).  Leiomyosarcomas 
have  varying  patterns  of  growth.  They  are  all  very 
rare,  but  the  most  common  type  is  the  extraluminal. 
The  so-called  “dumbbell”  lesions,  such  as  we  have 
here,  are  the  most  frequent,  with  a relatively  small 
or  intraluminal  component  and  a large  extraluminal 
component. 

This  tumor  has  quite  a good  prognosis;  in  general 
the  longer  the  patient  survives,  the  better  the  prog- 
nosis. The  trouble  is  ( hat  the  lesions  are  hard  to 
diagnose  early  in  their  course,  and  many  of  them  have 
already  metastasized  by  the  time  they  come  to  sur- 
gery. In  that  context,  they  may  have  a poor  prog- 
nosis. In  surgical  series,  most  deaths  occur  within 
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FIGURE  4.  Microscopic  examination  of  tumor.  (A)  Cells  in  spindle  pattern  with  elongated  nuclei.  (B)  Pleomorphic  and  mitotic 
cells  indicating  malignant  change.  (Hematoxylin  and  Eosin  Stain) 


the  first  year  or  two,  mostly  in  patients  who  have 
been  known  to  have  metastases  at  the  time  of  sur- 
gery.1 Beyond  two  years  after  resection,  the  prog- 
nosis is  excellent. 

The  incidence  of  these  tumors  is  somewhat  less 
than  1 percent,  if  we  consider  all  malignant  condi- 
tions of  the  GI  tract.  Of  15,463  gastrointestinal 
carcinomas,  only  168  were  located  in  the  small  bowel; 
and  of  these,  only  13  were  leiomyosarcomas.2  It 
would  seem  that  the  more  distal  locations  in  the  small 
intestine  are  the  more  likely  sites  for  these  tumors  to 
be  malignant1:  in  the  duodenum,  smooth-muscle 
tumors  tend  to  be  benign;  in  the  jejunum,  the  pro- 
portion is  half-and-half;  and  in  the  ileum  there  is  a 
slight  preponderance  of  malignant  change.  This 
impression  of  course  is  based  on  a very  small  series 
of  cases. 

These  tumors  are  known  frequently  to  become 
cystic  and  hemorrhagic.  In  our  particular  case, 
possible  outstripping  of  the  blood  supply  was  com- 
pounded by  a defect  in  the  clotting  mechanism.  All 
of  the  hemorrhage  was  within  the  tumor.  This 
tumor  may  well  have  been  present  for  a long  time, 
since  there  was  a small  focus  of  calcification  in  it;  such 
findings  are  often  the  end  result  of  hemorrhage  with 
organization  and  subsequent  late  calcification. 

Dr.  Daly:  I would  assume  also  that  this  lesion  was 
malignant  because  of  its  size;  the  lesion  could  reap- 
pear with  metastases  again  at  any  time.  The  usual 
route  of  spread  is  not  via  lymph  nodes  but  hematog- 
enously,  so  that  it  would  be  unlikely  that  any  en- 
larged abdominal  nodes  were  involved. 

Seymour  A.  Fink,  M.D.:  We  have  difficulty, 
from  an  x-ray  standpoint,  in  differentiating  leiomy- 


oma from  leiomyosarcoma;  in  addition,  the  pathol- 
ogist has  his  own  problems  with  deciding  how  much 
spindle  shape  and  how  much  mitosis  make  it  a my- 
osarcoma. As  a rule  myosarcomas  have  an  irregular 
ulceration  on  x-ray  film.  In  this  case,  the  ulceration 
was  smooth,  which  suggests  a simple  leiomyoma.  On 
the  other  hand,  it  had  a large  extraluminal  compo- 
nent, and  as  a rule  the  leiomyomas  that  grow  very 
large  usually  become  myosarcomas  or  leiomyosar- 
comas. And  so  the  size  of  the  lesion  and  the 
spreading  of  the  small  intestine  with  a mass  in  that 
area  indicated  that  this  was  probably  myosarcoma. 

An  interesting  finding  was  that  in  this  very  thin  girl 
t his  large  mass  could  not  be  palpated  by  anyone,  in- 
cluding me.  As  a follow-up  I re-x-rayed  her  last  year, 
which  was  three  years  postoperatively.  She  has  done 
very  well  clinically,  and  on  that  recent  occasion  her 
small  bowel  was  entirely  normal.  She  had  no  evi- 
dence of  metastasis  from  the  standpoint  of  palpating 
the  liver  or  the  lymph  nodes. 

Final  diagnoses 

1.  Leiomyosarcoma  of  jejunum,  ulcerated,  with 
intraluminal  gastrointestinal  hemorrhage 

2.  Reduction  of  factor  VIII  level,  cause  unde- 
termined 
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Genital  herpesvirus  infections  are  almost  always 
sexually  transmitted  and  have  been  the  source  of 
considerable  concern  during  the  last  decade.  Much 
of  the  concern  is  derived  from  the  recognition  of  the 
risk  of  severe  neonatal  infections  in  infants  born  to 
infected  mothers  as  well  as  the  possible  association 
of  genital  herpesvirus  infections  and  cervical  cancer. 
Whether  or  not  the  true  prevalence  of  these  infec- 
tions has  increased  is  not  known,  but  they  are  prob- 
ably being  recognized  more  frequently  today.  There 
is  a greater  familiarity  with  the  manifestations  of 
genital  herpesvirus  infections,  and  laboratory  pro- 
cedures for  their  diagnosis  are  more  widely  avail- 
able. 

Etiology 

'The  etiologic  agent  is  the  herpes  simplex  virus,  a 
member  of  the  herpes  virus  group.  Man  is  the  nat- 
ural host  to  four  herpesviruses.  These  are  HSV 
(herpes  simplex  virus),  CMV  (cytomegalovirus),  VZV 
(varicella-zoster  virus),  and  the  EBV  (Epstein-Barr 
virus).  All  of  the  herpesviruses  indigenous  to  man 
share  one  important  property:  they  can  become  la- 
tent after  a primary  infection  and  under  certain  cir- 
cumstances be  reactivated,  despite  the  presence  of 
circulating  antibody. 

The  discovery  that  HSV  consisted  of  two  anti- 
genieally  distinct  types,  HSV1  (type  1)  and  HSV2 
(type  2),  was  an  important  advance.1  Although 
clinical  descriptions  of  genital  herpesvirus  infections 
were  recorded  in  the  eighteenth  cent  ury  and  its  viral 
etiology  discovered  in  1920,  it  was  not  until  1961  that 
antigenic  differences  between  the  two  types  of  HSV 


were  shown.  These  differences  were  correlated  with 
site  of  occurrence  in  1967. 2 The  widely  held  belief 
that  HSV  infections  above  the  waist  were  always 
associated  with  HSV  1 and  those  below  the  waist  with 
HSV2  has  proved  to  be  an  oversimplification.  It  is 
apparent  that  genital  herpes  can  be  associated  with 
HSV1.  However,  it  is  true  that  HSVl  and  HSV2  do 
seem  to  show  a predilection  for  different  sites,  and 
to  some  extent,  the  frequency  of  isolation  of  the  two 
types  of  viruses  from  genital  lesions,  correlates  with 
the  age  of  first  exposure.'5  About  30  percent  of  pa- 
tients aged  15  to  24  years  had  HSVl -associated 
genital  lesions,  compared  to  7 percent  of  those  older 
than  25  years.  Overall,  about  16  percent  of  genital 
lesions  are  caused  by  HSV l.4 

Epidemiology 

Man  is  the  only  host  to  and  the  exclusive  reservoir 
of  HSVl  and  HSV2.  No  vectors  have  been  impli- 
cated in  transmission,  which  occurs  only  by  human 
contact.  Serologic  surveys  among  various  popula- 
tions and  age  groups  have  shown  the  widespread 
prevalence  of  HSV  infections.  Prevalence  tends  to 
be  higher  among  lower  socioeconomic  groups,  and 
this  is  undoubtedly  a consequence  of  living  in  close 
quarters. 

About  50  percent  of  newborns  possess  antibody  as 
a result  of  transplacental  transfer.  This  declines  to 
virtually  zero  by  the  age  of  10  months.  HSVl  anti- 
body begins  to  rise  from  the  first  year  and  most 
rapidly  during  the  first  four  years  of  life.  In  the  10 
to  14  year  age  group,  almost  70  percent  of  children  in 
some  populations  will  show  serologic  evidence  of 
exposure  to  HSVl.3 

HSV2  antibodies  appear  after  about  14  years  of 
age,  and  their  frequency  increases  more  than  that  of 
HSVl  antibodies  from  about  this  age.  This,  un- 
doubtedly, is  correlated  with  the  onset  of  sexual  ac- 
tivity. 

By  50  years  of  age,  over  90  percent  of  individuals 
will  show  evidence  of  infection  with  HSV.  It  should 
be  emphasized  that  this  is  an  overall  figure.  Selected 
populations  will  show  marked  differences  in  the 
prevalence  of  HSV  antibodies. 

The  age  differences  in  the  prevalence  of  antibodies 
to  HSV  1 and  HSV2  is  also  reflected  in  age  differences 
in  the  sites  of  infection.  Genital  herpes  is  most 
prevalent  in  the  15  to  30  year  age  group.  This  is  a 
sexually  transmitted  disease  and  would  be  expected 
to  be  more  prevalent  in  a sexually  act  ive  population. 
The  attack  rate  of  sexual  contacts  to  infected  indi- 
viduals has  been  estimated  to  be  about  75  percent. 

Of  great  epidemiologic  importance  is  the  asymp- 
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tomatic  individual  who  sheds  virus.  About  0..r)  per- 
cent of  the  general  population  and  perhaps  as  many 
as  15  percent  of  men  attending  clinics  for  sexually 
transmitted  diseases  excrete  virus  in  genital  secre- 
tions.s,e  However,  the  frequency  with  which 
asymptomatic  men  shed  virus  may  vary  with  geo- 
graphic location  and  socioeconomic  status.  There 
are  also  probably  wide  variations  in  the  duration  of 
virus  shedding. 

Immunology 

Individuals  without  antibody  are  susceptible  to  a 
primary  infection  which  may  be  entirely  asymp- 
tomatic. Antibodies  then  appear,  and  the  virus  en- 
ters a latent  stage  and  may  lie  periodically  reacti- 
vated. The  presence  of  antibody  does  not  prevent 
recurrences  nor  reinfection  with  exogenous  virus. 
However,  in  the  presence  of  antibody  the  illness  as- 
sociated with  reactivation  will  tend  to  be  milder  than 
on  primary  exposure.  There  is  also  some  degree  of 
cross  protection  between  the  two  types  of  HSY.  in 
that  primary  exposure  to  HSV2  in  an  individual  with 
antibody  to  HSYl  will  tend  to  be  associated  with  a 
less  severe  illness.  In  fact,  most  individuals  who 
encounter  HSV2  for  the  first  time  have  already  been 
exposed  to  HSVl.  Following  primary  infection, 
antibody  levels  usually  persist  at  a fairly  constant 
level.  A rise  in  antibody  titer  during  a recurrence  has 
only  occasionally  been  noted. 

The  location  and  state  of  the  virus  during  latency 
is  not  known.  In  the  case  of  genital  herpes  the  most 
probable  site  is  the  neurones  of  the  sacral  ganglia. 
Factors  determining  and  maintaining  the  latent  state 
are  also  not  known.  The  immunologic  state  of  the 
host  is  probably  the  most  significant  factor  under- 
lying the  reactivation  of  latent  virus.  Attention  has 
focused  on  cell-mediated  immunity  because  humoral 
antibody  appears  to  be  ineffective  in  preventing  re- 
currences. 

Clinical 

The  incubation  period  of  primary  HSY  infections 
ranges  from  2 to  12  days.  However,  as  previously 
mentioned,  the  primary  infection  may  be  entirely 
asymptomatic,  and  the  first  clinical  manifestation 
may  represent  a reactivated  infection.  In  general, 
reactivated  infections  tend  to  occur  at  or  near  the  site 
of  the  primary  infection  and  generally  tend  to  be 
milder  than  the  initial  infection. 

In  women,  the  vulva  and  vagina  may  be  affected, 
but  the  cervix  is  the  main  site  of  involvement. 
Painful  ulcers  of  the  vulva  and  the  vagina,  associated 
with  inguinal  adenopathy  and  constitutional  signs 
may  occur.  Involvement  of  the  cervix  is  frequently 
subclinieal. 

In  men,  vesicles  and  ulcers  can  occur  anywhere  on 
the  glans,  the  prepuce,  or  the  shaft  of  the  penis. 
They  may  be  multiple  and  grouped.  Herpetic  ure- 
thritis in  men  can  occur,  and  these  infections  prob- 
ably represent  a small  percentage  of  cases  diagnosed 


as  nongonococcal  urethritis.  Herpetic  cystitis  has 
also  been  described. 

Anorectal  herpes  presents  with  anal  vesicles  and 
ulcers.  Spread  to  the  cleft  and  inguinal  adenopathy 
often  occur.  Pruritis  ani  and  rectal  pain  may  be  se- 
vere. In  most  reports  of  anal  herpes  in  adults  there 
has  been  a history  of  anal  intercourse. 

Genital  herpes  is  typically  a recurrent  disease,  with 
recurrences  tending  to  be  milder  than  primary 
infection.  There  tend  to  be  lew’er  lesions,  less  pain, 
and  a shorter  duration  of  the  lesions  and  of  viral 
shedding. 

Genital  herpes  is  often  associated  with  other  sex- 
ually transmitted  diseases.  Consequently,  all  pa- 
tients with  herpes  genitalis  should  be  screened  for 
syphilis  and  gonorrhea,  and  all  women  with  herpetic 
cervicitis  should  also  be  screened  for  trichomoni- 
asis. 

Neonatal  herpes 

The  most  frequent  source  of  neonatal  infection  is 
from  an  HSV  infection  of  the  hirth  canal.  If  there 
is  evidence  of  cervicovaginal  infection  in  the  mother 
after  the  thirty-second  week  of  gestation,  the  risk  of 
neonatal  infection  is  about  15  percent.  If  the 
mother  is  infected  near  the  time  of  delivery,  the  risk 
of  neonatal  infection  may  be  as  high  as  50  percent.8 
As  many  as  18  to  28  percent  of  neonatal  infections  are 
due  to  HSYl.  Most  are  acquired  from  HSVl  infec- 
tions of  the  mother,  but  it  is  possible  that  some  could 
result  from  postnatal  infection  transmitted  by  an- 
other individual,  such  as  a family  contact  or  nurse. 
In  the  infant,  the  disease  may  vary  in  severity  from 
a subclinieal  infection  at  one  extreme,  to  a dissemi- 
nated fatal  infection.  Genital  herpes  acquired  earlier 
in  pregnancy  may  be  associated  with  an  increased 
incidence  of  abortion  or  prematurity.7 

Currently,  it  is  considered  that  cesarean  section  be 
advised  if  there  is  evidence  of  cervicovaginal  infection 
in  the  mother  near  term.  However,  if  more  than  six 
hours  have  elapsed  after  rupture  of  the  membranes, 
cesarean  section  is  unlikely  to  protect  the  fetus. 

Carcinogenicity 

The  evidence  for  an  association  of  HSY  with  cer- 
vical cancer  is  circumstantial  but  persuasive.9  A 
greater  incidence  of  cervical  dysplasia,  carcinoma  in 
situ,  and  invasive  carcinoma  of  the  cervix  has  been 
demonstrated  in  women  with  serologic  evidence  of 
HSV2  infection.  However,  as  with  any  virus,  it  is 
difficult  to  definitively  prove  an  etiologic  role  in 
human  malignant  condition.  It  is  certainly  true  that 
most  women  writh  genital  herpes  will  not  develop 
cervical  cancer,  and  that  cervical  cancer  can  occur  in 
women  with  no  evidence  of  HSV  infection.  Despite 
the  lack  of  definite  proof,  the  evidence  is  highly 
suggestive.  Herpesviruses  have  been  shown  to  be 
able  to  transform  cells  in  vitro  and  have  oncogenic 
effects  in  experimental  animals.  The  importance  of 
regular  Papanicolaou  smears  in  all  women  hardly 
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needs  emphasizing.  It  is  of  particular  importance 
in  women  with  evidence  of  prior  genital  herpes,  in 
whom  it  should  probably  be  done  every  six 
months. 

Diagnosis 

In  most  cases,  the  disease  is  diagnosed  clinically, 
particularly  if  the  patient  presents  vesicular  lesions 
and  a history  of  recurrence  at  or  near  the  same  site. 
Laboratory  tests  are  available  for  the  identification 
and  typing  of  HSVl  and  HSV2.  In  addition,  anti- 
bodies to  both  types  of  virus  can  be  identified  and 
quantitated  by  a variety  of  techniques.  However, 
since  herpesvirus  infections  are  so  common,  the  re- 
sults of  laboratory  tests  can  be  difficult  to  interpret. 
Virus  can  be  isolated  from  the  mouth  and  genital 
secretions  of  asymptomatic  individuals,  so  the  di- 
agnostic significance  of  virus  isolation  must  be  con- 
sidered in  conjunction  with  the  clinical  presenta- 
tion. 

With  respect  to  serologic  tests,  there  are  similar 
limitations  to  their  utility  because  of  the  common 
prevalence  of  antibodies  to  HSV.  Recurrences  are 
rarely  associated  with  antibody  increases.  However, 
a fourfold  increase  in  antibody  titer  between  acute 
and  convalescent  sera,  if  found,  is  significant.  The 
various  laboratory  tests  that  may  assist  diagnosis  fall 
into  the  following  categories: 

1.  Demonstration  of  morphologic  changes  in  infected 
cells. 

2.  Detection  of  viral  antigen  in  infected  cells  and 
isolation  of  the  virus. 

3.  Serologic  methods  to  identify  and  quantitate  HSV 
antibodies. 

Morphologic  changes  are  seen  in  the  classic 
Tzanck  smear,  which  demonstrates  characteristic 
multinucleated  giant  cells  in  scrapings  of  lesions 
stained  with  Giemsa,  Wright,  and  other  appropriate 
stains.  Characteristic  intranuclear  inclusions  can 
also  he  seen  on  Papanicolaou  smears.10  The  Papa- 
nicolaou smear  is  valuable  in  detecting  asymptomatic 
cervicitis.  The  histologic  changes  will  not  differen- 
tiate primary  from  recurrent  infections,  nor  will  they 
differentiate  between  HSVl  and  HSV2  infections. 
In  addition,  they  are  not  even  specific  for  HSV  since 
similar  changes  can  be  seen  in  varicella-zoster  in- 
fections. 

Viral  antigen  can  be  demonstrated  by  specific 
immunofluorescent  techniques.  Direct  virus  isola- 
tion by  inoculation  into  tissue  culture  has  replaced 
older  methods  using  the  chick  chorioallantoic 
membrane. 

Antibodies  can  be  detected  by  a number  of  tech- 


niques, and  differentiation  between  type  1 and  2 
HSV  antibody  is  usually  possible. 

treatment 

There  is  no  therapy  that  has  been  unequivocally 
shown  to  arrest  the  course  of  genital  herpes.  The 
fact  that  so  many  different  treatments  are  claimed 
to  be  of  some  use  in  herpes  infections  is  in  itself  evi- 
dence that  none  are  probably  of  much  value. 

Drying  agents  such  as  alcohol,  ketones,  and  ether, 
while  not  curative,  at  least  have  the  advantage  of 
causing  the  lesions  to  dry  up  quickly. 

Treatment  of  the  acute  attack  is,  of  course,  not  the 
same  as  eradicating  the  infection  and  eliminating 
recurrences.  No  form  of  therapy  has  been  shown  to 
be  effective  in  this  respect. 

Prevention 

The  prevention  of  neonatal  herpes  by  performing 
cesarean  section  has  been  discussed. 

With  respect  to  the  transmission  of  genital  herpes, 
avoidance  of  direct  contact  with  active  lesions  is  ad- 
vised. The  use  of  a condom  will  substantially  reduce 
the  risk  of  transmission  and  is  strongly  recom- 
mended. However,  the  most  prudent  course  is  to 
avoid  direct  sexual  contact,  particularly  with  a casual 
partner,  during  recurrences,  which  in  most  cases  will 
he  of  relatively  brief  durat  ion. 

Bureau  of  Venereal  Disease  Control 
93  Worth  Street — Room  806 
New  York,  N.  Y.  10013 
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QUESTION  271.  The  patient  is  a 42-year-old  woman  with  a history  of  palpitations  and  no  other  complaints.  What  is 
the  diagnosis? 


QUESTION  272.  \\  hat  is  the  diagnosis?  The  patient  is  a 66-year-old  man  with  chronic  pulmonary  disease,  lead  VI. 
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ELUCIDATION 


Question  271.  The  rhythm  is  sinus.  The  P-R 
interval  measures  0.09  second.  The  QRS  duration 
is  normal  as  is  the  contour  of  the  tracing.  A short- 
ened P-R  interval  with  a normal  QRS  indicates  ac- 
celerated conduction.  It  is  called  Lown-Ganong- 
Levine  syndrome  when  associated  with  recurrent 


supraventricular  tachycardia. 

Question  272.  The  rhythm  is  atrial  fibrillation 
and  the  ventricular  rate,  as  expected,  is  grossly  ir- 
regular. The  contour  is  that  seen  with  right  bundle 
branch  block.  The  QRS  duration  of  most  beats 
measures  0.16  second.  Beats  which  occur  following 
a long  pause  have  a QRS  duration  which  is  approxi- 
mately 0.12  second.  There  is  an  intermediate  QRS 
duration  of  0.14  second  as  demonstrated  in  the  third 
heat  from  the  end  of  the  record.  The  patient  has 
right  bundle  branch  block  with  varying  degrees  of 
conduction  delay,  depending  on  the  duration  of  the 
preceding  pause. 


4.000  Med  students  aided 
by  AMA  loan  program 

In  1978  more  than  4,000  medical  students  and  young 
physicians-in-training  borrowed  $5.8  million  to  help  meet 
their  expenses  through  the  American  Medical  Association 
Education  and  Research  Foundation  Student  Loan 
Guarantee  Program,  James  H.  Sammons,  M.D.,  AMA  ex- 
ecutive vice  president,  announced  recently. 

At  the  same  time,  Dr.  Sammons  reported  that  a total  of 
$1,336,383  was  channelled  directly  to  the  nation’s  medical 
schools  in  grants  from  AMA-ERF  distributed  in  March, 
1979. 

In  the  Student  Loan  Guarantee  Program,  AMA-ERF 
deposits  funds  with  banks  to  guarantee  the  loans,  in  effect 
co-signing  the  note  with  the  student,  Dr.  Sammons  pointed 
out.  Since  the  program  was  established  in  1962,  more  than 
$90  million  in  loans  have  been  arranged  and  guaranteed  by 
the  AMA-ERF. 

“The  AMA-ERF  Student  Loan  Guarantee  Program’s 
record  of  service  during  1978  does  great  credit  to  t he  pro- 
fession,” Dr.  Sammons  declared. 

“The  program  of  aid  dramatically  affirms  medicine’s 
confidence  and  unselfish  support  for  the  future  of  health 
care  in  America.  The  physician  contributors  and  their 
spouses  of  the  Auxiliary,  whose  dedicated  efforts  and 
generous  gifts  over  the  years  have  provided  the  resources 
and  energy  that  make  the  program  live,  merit  specific 
recognition. 

“The  profession  also  owes  special  recognition  to  the 
banks  who  participate  in  this  program.  Whiie  the  AMA 
guarantees  the  loans,  it  is  these  banks  that  make  their  as- 
sets available  on  a long-term  basis  to  help  our  medical 
students  and  physicians-in-training  meet  the  exploding 
costs  of  medical  education.” 

The  Continental  Illinois  National  Rank,  Chicago,  carries 


by  far  the  greatest  part  of  the  loans,  he  said.  The  Bank  of 
America,  Los  Angeles;  Riggs  National,  Washington,  D.C.; 
City  National,  Columbus,  Ohio,  and  Valley  National, 
Phoenix,  follow.  The  Ranier  National  Bank,  Seattle, 
serves  the  State  of  Washington  and  the  Union  National 
Bank  of  Little  Rock,  Ark.,  and  the  Sun  Bank  of  Miami  also 
participate. 

Some  94  percent  of  all  borrowers  whose  loans  have  ma- 
tured since  1962  have  repaid  or  are  repaying  their  obliga- 
tions with  no  special  prompting,  the  AMA  executive 
said. 

California  led  the  list  in  1978  with  395  loans,  followed  by 
District  of  Columbia,  390;  New  York,  329;  Illinois,  278; 
Pennsylvania  286,  and  Ohio,  Michigan,  and  Massachusetts. 
Largest  number  of  loans  went  to  students  at  Howard 
University,  Washington,  D.C.,  with  153.  Second  was 
Georgetown  Llniversity,  also  in  Washington,  with  138. 
Meharry  Medical  College,  Nashville,  Tenn.,  was  third  with  J 
1 1 3 loans. 

In  the  program  of  direct  grants  to  medical  schools,  the 
sums  varied  considerably,  but  virtually  every  school  in  the  I 
United  States,  plus  most  of  the  Canadian  schools,  received  ' 
some  money,  Dr.  Sammons  declared. 

Much  of  the  money  earmarked  for  direct  grants  to  J 
medical  schools  comes  from  physicians  who  are  graduates  I 
of  those  schools  and  wish  to  support  their  alma  mater.  I 
Thus,  the  older  schools,  with  large  contingents  of  gradu-  j 
ates,  generally  received  the  largest  grants. 

The  grants  are  made  directly  to  the  dean  of  the  school 
without  restriction.  Deans  have  declared  through  the  j 
years  that  the  unrestricted  funds  are  most  welcome,  as  j 
most  of  their  money  is  earmarked  for  specific  programs. 

Large:  t grant,  $52,843,  went  to  the  University  of  Ten-  I 
nessee  College  of  Medicine,  Memphis.  Second  was  Indi- 
ana  University  School  of  Medicine,  Indianapolis,  $41,427,  J 
and  third  was  Northwestern  University  School  of  Medi-  I 
cine,  Chicago,  $35,537. 
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Without  complications  there  is  no  symptom  com- 
plex characteristic  of  MSK  (medullary  sponge  kid- 
ney), and  its  diagnosis  depends  solely  on  its  distinc- 
tive urographic  visualization.1,2  This  varies  from 
promptly  excreted  contrast  material  appearing  as 
linear  pyramidal  streaks  to  the  characteristic 
sponge-like  cysts  clustered  about  the  calyces.  When 
complicated,  MSK  is  usually  detected  in  the  evalu- 
ation of  hematuria  and/or  renal  colic,  or  of  a urinary 
tract  infection  with  or  without  nephrolithiasis.3 
With  medullary  calcifications,  the  diagnosis  of  MSK 
may  he  suggested  in  the  plain  film  of  the  abdomen 
since  their  location  and  clustering  are  quite  distinc- 
tive.2 

The  association  of  MSK  with  CA  (congenital 
asymmetry)  was  first  made  in  1946,  by  Steyn  and 
Logie.4  To  date,  1 7 patients  with  this  combination 
of  anomalies  have  been  documented,  all  older  than 
1 5 years  of  age/’  This  report  records  the  MSK-CA 
association  in  a seven-year-old  child,  who,  addi- 
tionally, has  features  suggestive  of  the  Beckwith- 
Wiedemann  syndrome. 

* Supported  in  part  by  the  National  Foundation-March  of 
Dimes,  and  by  the  Birth  Defects  Institute,  State  of  New  York 
Department  of  Health. 


Case  report 

A 20-month-old  Caucasian  female  was  evaluated 
for  hepatosplenomegaly  and  for  hypertrophy  of  the 
tongue  and  of  the  right  upper  and  left  lower  ex- 
tremities, which  were  first  noted  at  four  months  of 
age.  Her  unrelated  mother  and  father  were  30  and 
47  years  old  respectively  and  in  good  health  at  the 
time  of  this,  their  fourth,  pregnancy.  Two  older 
sisters  were  in  good  health,  but  a brother  had  died 
from  pneumonia.  No  other  abnormalities  were 
elicited  in  the  family  pedigree. 

The  patient  was  born  after  a normal  labor  and 
delivery  following  an  uncomplicated  40-week  gesta- 
tion. The  birthweight  was  5,570  Gm.;  length,  52.5 
cm.;  and  her  neonatal  examination  was  recorded  as 
normal.  At  20  months,  the  height  was  84.4  cm.  (25th 
percentile);  weight,  12.7  kg.  (75th  percentile);  and 
head  circumference,  47.5  cm.  (50th  percentile).  The 
tongue  was  noted  to  protrude  consistently  between 
her  teeth,  with  the  left  side  larger  than  the  right. 
The  right  upper  and  left  lower  extremities  appeared 
larger  than  their  counterparts,  particularly  in  their 
proximal  portions.  No  abnormal  pulsations,  bruits, 
blood  pressure,  hemangiomas,  or  dilated  venous  or 
lymphatic  vessels  were  detected.  The  liver  was 
palpated  4.5  cm.  below  the  right  costal  margin,  and 
the  spleen  1.5  cm.  below  the  left.  No  masses  were  felt 
in  the  abdominal  flanks.  The  remainder  of  the 
physical  examination  findings  were  normal. 

When  examined  at  seven  years  of  age,  the  left  side 
of  the  tongue  still  appeared  larger  than  the  right  but 
no  longer  protruded  between  the  teeth.  The  asym- 
metry of  the  extremities  was  more  apparent,  and  the 
left  suprapubic  area  was  now  visibly  larger  than  the 
right  (Fig.  1).  The  difference  between  right  and  left 
upper  extremities  was  4.1  cm.  in  length  and  1.8  cm. 
in  circumference.  Both  these  measurements  were 
3.7  cm.  greater  in  the  left  as  compared  with  the  right 
lower  extremity.  The  spleen  had  not  been  palpated 
since  three  years  of  age;  the  liver  was  felt  1.5  cm. 
below  the  right  costal  margin.  Since  five  years  of  age, 
a pelvic  tilt  and  functional  scoliosis  had  been  treated 
by  a lift  inserted  into  her  right  shoe. 

The  following  laboratory  data  findings  were  nor- 
mal or  negative:  complete  blood  count,  serum 

electrophoresis  and  immunoglobulins,  prothrombin 
time  and  partial  thromboplastin  time,  sequential 
multiple  analyzer  6 and  12,  fetal  hemoglobin,  protein 
bound  iodine,  electrocardiogram,  antibodies  to 
Toxoplasma  Gondii , qualitative  urinary  screen  for 
abnormal  metabolites,  and  skull  and  chest  x-ray 
films.  The  buccal  smear  was  28  percent  chromatin 
positive,  and  her  karyotype,  46  XX.  There  were  no 
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FIGURE  1.  Patient  seven  years  of  age.  (A)  Anterior  view  showing  enlarged  right  upper  extremity.  (B)  Posterior  view  showing 
enlarged  left  lower  extremity. 


unusual  dermatoglvphic  findings  in  the  patient  or  her 
parents. 

A urogram  had  been  normal  at  20  months,  but  at 
6 years  of  age  it  showed  clusters  of  dye  in  the  preca- 
lyceal  area  of  the  medulla  (Fig.  2).  The  pH  was  5.5 
to  6 and  the  specific  gravity  1.015  to  1.022  in  random 
urine  specimens  with  their  sediments  and  a culture 
normal.  An  Addis  count  showed  red  blood  cells,  5.8; 
white  blood  cells,  3.5;  and  casts,  0.2  million  per  12 
hours.  The  blood  urea  nitrogen  was  20,  creatinine, 
0.4,  and  uric  acid,  3.3  mg.  per  deciliter.  A 24-hour 
urinary  excretion  of  calcium  was  88.2  mg.;  total 
protein,  6.6  mg.;  and  sodium  50,  potassium  42,  and 
chloride,  45  mEq.  per  liter.  The  creatinine  clearance 
was  140  milliliters  per  minute  per  1.73  m2.  Following 
an  oral  ammonium  chloride  load  of  3 Gm.,  the  serum 
pH  was  7.3  and  bicarbonate  radical  17.7  mEq.  per 
liter.  The  preload  urinary  pH  of  6.1  decreased  to  a 
maximum  of  5 after  five  hours. 

Comment 

When  sought  in  the  literature  under  a variety  of 
designations,6  only  16  cases  under  15  years  of  age  (5 
less  than  10  years  of  age)  and  without  associated 
anomalies  met  the  radiologic  criteria  of  MSK.2’3,7-14 
The  presenting  signs  and  symptoms  were  hematuria 
and/or  renal  colic  with  nephrolithiasis  demonstrable 
in  nine,  and  pyuria  in  four  cases.  The  earliest  age  at 


FIGURE  2.  Urogram  at  six  years  of  age.  Clusters  of  dye 
in  precalyceal  areas  of  renal  medulla  (arrows). 


the  time  of  diagnosis  was  three  weeks,2  and  renal 
calculi  were  observed  in  a patient  five  years  of  age.11 
The  male  to  female  propositi  ratio  was  7:6,  but  other 
genetic  and  perinatal  factors  were  not  recorded. 

Infantile  polycystic  kidney  disease,615  medullary 
cystic  disease,6’16  and  adult  polycystic  kidney  dis- 
ease,1117 are  clearly  differentiated  from  MSK  when 
evaluated  by  such  parameters  as  age  of  onset,  clinical 
course,  genetic  transmission,  and  metabolic,  radio- 
logic,  and  pathologic  studies. 
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TABLE  I.  Comparison  of  selected  parameters  in  the  congenital  asymmetry  and  Beckwith-Wiedemann  syndromes,  a 

patient  reported  by  McNamara  et  al.32  and  the  present  case 


Parameters 

Congenital 

Asymmetry 

(Percent) 

- 

McNamara 
et  al. 

Present 

Case 

Beckwith- 

Wiedemann 

Syndrome 

(Percent) 

Birthweight  (Gm.) 

4,000 

5,570 

4,05033 

Without  associated  tumors 

3,232* 

With  associated  tumors 

3,804+ 

Congenital  asymmetry 

+ 

+ 

21/162  (13)30 

Neonatal  macroglossia 

30/129  (23) 26 

+ 

+ 

43/45  (95.5)33 

Neonatal  hepatomegaly 

1/129  (<l)2fi 

+ 

+ 

13/31  (42)33 

Neonatal  nephromegaly 

3/129  (2.3)26 

+ 

- 

15/19  (79)33 

Umbilical  hernia 

5/129  (3.9  )2fi 

+ 

- 

43/46  (93.5)33 

Facial  flame  nevus 

3/129  (2.3)26 

- 

- 

18/22  (82)33 

Associated  tumor,  (number  reported) 
Wilms 

2628 





334 

Adrenocortical 

628 

- 

- 

4:« 

Hepatoblastoma 

428 

- 

- 

134 

*■  Mean  birthweight  of  15  patients  reported  in  the  literature  with  term  deliveries. 
+ Mean  birthweight  of  13  patients  reported  in  the  literature  with  term  deliveries. 


Clinically,  congenital  hepatic  fibrosis  presents 
manifestations  of  portal  hypertension  in  children  and 
young  adults.15  Urographic  studies  in  some  of  these 
patients  are  indistinguishable  from  those  of  MSK.6,1  1 
However,  liver  disease  has  never  been  documented 
in  patients  ascertained  for  MSK. 

Distal  renal  tubular  acidosis  can  cause  renal  cal- 
cifications in  infancy,  which  are,  however,  frequently 
associated  with  osteomalacia  and/or  rickets.18  Di- 
agnostic confusion  exists  when  these  patients  exhibit 
only  nephrolithiasis.  MSK  occurs  without  nephro- 
lithiasis, and  the  ability  to  acidify  the  urine  in  this 
disease  is  unaltered  until  structural  damage  from 
infection  has  taken  place.6  Two  pediatric  patients 
are  reported  to  have  had  both  diseases,  one  associ- 
ated with  hypergammaglobulinemia19  and  the  other 
with  an  autosomal  dominant  form  of  the  Ehlers- 
Danlos  syndrome.20 

The  normal  urogram  observed  in  our  patient  at  20 
months  of  age  does  not  support  a postulated  con- 
genital occurrence  of  MSK.21  However,  it  is  gener- 
ally assumed  that  MSK  is  a developmental  anomaly, 
possibly  limited  to  the  early  branchings  of  the  renal 
tubular  duct  system.8  Such  a pathogenesis  is  sup- 
ported by  its  association  with  diseases  of  unques- 
tionable developmental  origin  such  as  congenital 
hepatic  fibrosis,  Ehlers-Danlos  syndrome,20,22  and 
CA. 

While  its  overall  genet  ic  status  is  not  clearly  de- 
fined since  most  cases  appear  to  be  sporadic,  an  au- 
tosomal dominant  transmission  of  MSK  has  been 
reported  in  several  families,23,24  and  autosomal  re- 
cessive inheritance  seems  possible  wit  h its  repeated 
documentation  in  siblings2  and,  particularly,  in  a 
family  with  parental  consanguinity.25  Detection  of 
MSK  in  such  a variety  of  clinical  settings  makes  it 
likely  that  this  urologie  phenotype  is  heterogenous 
in  its  etiology.22 

CA  is  a well -documented  congenital  anomaly 
whose  etiology  is  likewise  believed  to  be  heteroge- 


nous.26,27 It  has  been  estimated  that  MSK  occurs 
in  5 to  10  percent  of  patients  with  CA,  an  association 
with  a frequency  much  greater  than  that  anticipated 
from  chance  alone.5  Our  patient  was  without  uro- 
logic  symptoms,  as  were  12  percent  of  the  adults. 
However,  the  increased  number  of  red  blood  cells  in 
the  Addis  count  might  indicate  future  problems. 
While  cutaneous  lesions  were  recorded  in  47  percent, 
mental  retardation  in  28  percent,  and  tumors  in  17 
percent  of  patients  with  CA  alone,  these  and  chro- 
mosomal aberrations  have  not  been  observed  in  pa- 
tients with  associated  MSK  and  CA. 26,28,29 

Wiedemann30  reported  CA  in  13  percent  and  tu- 
mors in  7 percent  of  patients  with  the  B-W  (Beck- 
with-Wiedemann) syndrome,  and  the  frequency  of 
tumors  was  36  percent  among  those  with  CA.  Most 
tumors  recorded  in  these  two  syndromes  are  of  the 
same  types  although  occurring  in  somewhat  different 
frequencies  (Table  I).'31-34  The  abdominal  organs 
involved  by  neoplasia  are  the  same  as  those  exhib- 
iting hyperplastic  visceromegaly  in  the  B-W  syn- 
drome. However,  except  for  macroglossia,  the  other 
components  of  the  B-W  syndrome  occur  infrequently 
in  patients  with  CA  alone  (Table  I).  Our  patient  and 
that  of  McNamara  et  al.32  showed  features  of  the 
B-W  syndrome.  Their  birthweights  exceeded  the 
mean  determination  in  CA  patients  without  tumors, 
and  were  comparable  to  the  increased  mean  birth- 
weights  in  both  the  B-W  syndrome  and  CA  patients 
with  tumors.33  Macroglossia  and  hepatomegaly  were 
also  observed  in  our  patient  and,  as  in  the  B-W  syn- 
drome, decreased  as  she  grew  older.  These,  together 
with  nephromegaly  and  a minimal  umbilical  hernia, 
were  recorded  in  the  patient  reported  by  McNamara 
et  al.32  Bot  h patients  lacked  the  neonatal  hypogly- 
cemia, omphalocele,  and  postnatal  gigantism  which 
characterize  most  patients  with  the  B-W  syn- 
drome.31 

Nephromegaly  and,  histologically,  enlarged  col- 
lecting tubules  in  the  medullary  pyramid  (medullary 
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dysplasia)  are  consistent  findings-  at  autopsy  in 
neonates  with  the  B-W  syndrome."  Among  older 
patients  Irving,"  in  her  survey  of  renal  disease  in  the 
B-W  syndrome,  found  only  one  patient  without  CA 
to  have  definitive  radiographic  MSK.  One  other 
patient  with  the  B-W  syndrome  has  since  been  re- 
ported to  have  dense  papillary  opacifications  of  the 
kidneys  associated  with  CA  and  bilateral  adrenal 
adenomas.'-16  It  should  he  noted  that  few  patients 
with  the  B-W  syndrome  over  the  age  of  15  years  have 
been  reported/" 

These  data  suggest  a wider  spectrum  in  the  asso- 
ciation of  CA  with  the  B-W  syndrome,  and  that  the 
increased  birthweight,  macroglossia,  hepatomegaly, 
and  umbilical  hernia  might  serve  as  markers  in 
monitoring  for  MSK  and  tumors  in  patients  with 

CA.36-37 

Summary 

The  association  of  medullary  sponge  kidney  and 
CA  (congenital  asymmetry),  documented  in  adults, 
is  reported  for  the  first  time  in  a child.  Absence  of 
skin  lesions,  mental  retardation,  tumors,  and  chro- 
mosomal aberrations  in  the  association,  contrast  with 
their  appreciable  incidence  in  patients  with  CA  alone. 
The  increased  birthweight,  macroglossia,  and  hep- 
atomegaly in  this  patient  suggest  a wider  spectrum 
in  the  previously  recognized  association  between  CA 
and  the  Beckwith-Wiedemann  syndrome. 

Birth  Defects  Center 
Medical  Genetics  Unit 
Westchester  County  Medical  Center 
Valhalla,  New  York  10595 
(DR.  DUNCAN) 
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Three  elderly  residents  on  long-term  tube  feeding 
were  reviewed  with  particular  attention  to  the  gas- 
trointestinal complications  of  long-term  indwelling 
nasogastric  tubes.1  4 The  study  included  an  evalu- 
ation of  the  clinical  status,  a review  of  the  records, 
laboratory  data,  and  endoscopy. 

Materials  and  methods 

The  patients  were  maintained  on  a complete  liquid 
diet  (Isocal),  prepared  at  the  nursing  home,  and  were 
given  tube  feedings  with  precautions,  four  feedings 
of  250  cc.  per  day  each.  There  were  no  problems  of 
pharyngeal  ulceration  or  chronic  irritation  of  the 
nose. 

Case  reports 

Case  1.  A 98-year-old  white  female  with  right 
hemiplegia,  aphasia,  and  hypertension  was  main- 
tained on  tube  feeding  with  an  indwelling  nasogastric 
tube  for  two  years.  Monthly  electrolytes,  complete 
blood  counts,  weights,  and  clinical  status  were 
monitored. 

An  esophagogastroduodenoscopy  with  panen- 
doscope (Olympus  G-I-7-D-2)  showed  minimal  fri- 
ability of  the  proximal  and  middle  esophagus  without 
exudates,  ulceration,  or  stricture.  The  mucosa  of  the 
stomach  was  atrophic  and  mildly  erythematous. 
The  duodenum  was  normal.  No  free  acid  could  be 
detected  in  gastric  contents. 

Case  2.  An  85-year-old  white  female,  with  left 
hemiplegia  and  paraesophageal  hernia,  was  main- 
tained on  tube,  feedings  for  two  years.  Endoscopy 
showed  that  the  proximal  and  middle  esophagus  was 
normal,  and  the  gastroesophageal  junction  was  32  cm. 
from  the  alveolar  margins.  The  distal  esophagus 
showed  no  exudates,  ulcerations,  or  stricture.  There 
was  minimal  friability,  and  erythema  of  the  distal  5 
cm.  of  the  esophagus  was  present.  The  patient  had 
a paraesophageal  hiatus  hernia  which  was  visualized 
with  the  endoscope  in  the  retroflexed  position. 
There  was  moderate  gastric  atrophy  and  the  duo- 
denum was  found  to  he  normal.  A sufficient  amount 
of  gastric  juice  could  not  he  obtained. 


Case  3.  A 79-year-old  white  female,  with  diabetes 
mellitus,  left  hemiparesis,  and  organic  brain  syn- 
drome, was  maintained  on  gastric  tube  feedings  for 
- eight  months.  The  endoscopy  showed  that  the 
proximal,  middle,  and  distal  esophagus  was  erythe- 
matous but  not  friable.  The  gastroesophageal 
junction  was  at  40  cm.;  it  was  normal  with  no  evi- 
dence of  stricture  or  ulceration.  The  stomach 
showed  normal  rugae,  and  the  duodenal  bulb  was 
found  to  he  normal.  A l/>-  by  ’^-cm.  benign-looking 
sessile  polyp  was  found  45  cm.  from  the  incisors.  A 
sufficient  amount  of  gastric  juice  could  not  be  ob- 
tained. 

Comment 

This  study  was  undertaken  to  evaluate  the  effects 
of  long-term  Levin-tube  feeding  on  the  esophagus. 
This  represents  the  longest  duration  of  gastric  tube 
feeding  reported  in  the  literature  to  date.  Sufficient 
amount  of  gastric  juice  could  be  obtained  in  only  one 
of  the  patients,  and  no  free  acid  was  detected. 
Achlorhydria,  documented  in  one  of  our  patients  and 
strongly  suspected  in  the  other  two,  is  evident  by 
endoscopically  visible  gastric  atrophy  and  is  most 
likely  the  reason  for  the  paucity  of  endoscopic  find- 
ings. The  progressive  decrease  in  secretory  activity 
with  aging  and  the  high  incidence  of  achlorhydria  in 
the  elderly  seem  to  counteract  the  potentially  serious 
effects  of  gastroesophageal  acid  reflux  during  long- 
term feeding/’-8 

Summary 

This  report  focuses  attention  on  the  interesting 
fact  that  elderly  patients  could  he  maintained  on 
long-term  tube  feeding  for  years  without  getting  into 
complications  of  peptic  esophagitis  or  stricture  for- 
mation. All  the  patients  studied  had  Levin-tube 
feedings  for  from  one  to  three  years.  One  of  the  pa-  | 
tients  had  a paraesophageal  hiatus  hernia.  The 
endoscopic  findings  were  surprisingly  minimal,  in- 
dicating that  long-term  tube  feeding  in  elderly  pa- 
tients may  not  lead  to  peptic  esophagitis  or  stricture 
formation  as  is  usually  feared. 

Acknowledgments.  Mv  sincere  thanks  to  all  the  Carmelite  I 
Sisters,  nursing  staff,  and  personnel  who  made  this  zealous  at- 
tempt a success. 
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The  surgical  treatment  of  morbid  obesity  has 
aroused  controversy  since  its  inception.  The  surgical 
approach  utilizes  either  jejunoileal  bypass  or  gastric 
bypass.  Jejunoileal  bypass  induces  a state  of  caloric 


malabsorption,  whereas  gastric  bypass  relies  on  a 
limitation  of  caloric  ingestion.  Gastric  bypass  does 
not  cause  malabsorption,  thus  avoiding  many  related 
problems.  The  more  commonly  used  jejunoileal 
bypass  has  recently  received  a setback  when  at  least 
one  major  institution,  the  Cleveland  Clinic,  decided 
to  abandon  it  because  of  its  high  morbidity  and 
mortality  rates.1  The  complications  include  hepatic 
dysfunction  or  failure,  oxalate  nephrolithiasis,  cho- 
lelithiasis, intussusception  and  intestinal  obstruction, 
electrolyte  derangements,  severe  diarrhea,  and  by- 
pass enteritis  associated  with  pneumatosis  cystoides 
intestinalis.2  9 

Gastric  bypass,  popularized  by  Mason  et  al.10  has 
not  received  the  same  degree  of  acceptance  as  has 
jejunoileal  bypass.  This  is  predominantly  due  to  the 
fear  of  marginal  ulceration  and  because  the  proce- 
dure is  technically  much  more  difficult  and  time 
consuming.  The  former  objection  has  been  shown 
to  be  unfounded  not  only  on  physiologic  grounds,  but 
also  by  the  test  of  time. 

It  would  be  ideal  if  a prospective  randomized 
controlled  study  were  available  to  compare  the  two 
surgical  approaches,  but  to  date,  none  has  been  re- 
ported in  the  literature.  Alternatively,  we  might 
examine  patients  who  undergo  both  procedures  and 


FIGURE  1.  Photographs.  (A)  Preoperative  weight  410  pounds.  Patient  6 feet,  V2  inch  tall.  (B)  Current  weight  260 
pounds. 
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FIGURE  2.  Diagram  of  jejunoileal  bypass  procedure.  Note 
excluded  small  intestine  drained  via  end-to-side  ileosigmoi- 
dostomy. 


who  could  thus  serve  as  their  own  controls.  While, 
obviously,  patients  cannot  be  asked  to  participate  in 
such  a study  voluntarily,  we  recently  had  the  unique 
opportunity  to  treat  a patient  who  was  subjected  to 
both  procedures  by  necessity.  We  have  thus  been 
able  to  compare  them  in  detail  and  this  case  is  now 
presented. 

Case  report 

A 45-year-old  black  male,  weighing  410  pounds 
(Fig.  1 ),  was  considered  for  surgical  treatment  of  his 
morbid  obesity.  He  had  been  addicted  to  heroin  for 
10  years,  but  for  the  past  2 years  his  addiction  had 
been  controlled  by  methadone  maintenance  therapy, 
100  mg.  per  day.  Recently,  diabetes  mellitus  and 
hypertension  had  been  noted.  Numerous  trials  at 
weight  reduction  were  unsuccessful.  Metabolic  in- 
vestigations were  unremarkable,  and  psychiatric 
evaluation  noted  that  he  was  a compulsive  eater.  It 
was  felt  that  the  diabetes  and  hypertension  were 
related  to  his  obesity  and  that  he  would  benefit  from 
surgical  therapy. 

In  March,  1974,  he  underwent  a jejunoileal  bypass, 
according  to  the  technique  of  Scott  et  al. 1 1 utilizing 
12  inches  of  jejunum  and  8 inches  of  ileum.  The 
excluded  small  bowel  was  drained  via  an  end-to-side 
ileosigmoidostomy  (Fig.  2).  The  initial  postoperative 
recovery  was  uneventful.  One  mont  h later  he  began 
to  complain  of  daily  severe  abdominal  cramps,  which 
were  partially  relieved  by  the  passage  of  flatus.  'This 
persisted  and  was  associated  with  abdominal  dis- 
tention, foul-smelling  stools,  severe  diarrhea,  perianal 
discomfort,  and  radiologic  evidence  of  distention  of 
the  excluded  small  bowel  loop. 


FIGURE  3.  Diagram  of  gastric  bypass.  Note  only  10  per- 
cent of  proximal  stomach  anastomosed  to  jejunum. 


His  weight  reduction  was  satisfactory  and  rapid. 
In  six  months  he  lost  140  pounds  and  weighed  270 
pounds.  At  this  time  he  had  severe  abdominal 
cramps,  fever  of  103°F.,  and  signs  of  an  acute  con- 
dition of  the  abdomen  requiring  surgery.  Emergency 
laparotomy  was  performed.  The  entire  excluded 
small  bowel  was  markedly  distended,  and  there  was 
an  18-inch  gangrenous  segment  located  8 inches 
proximal  to  the  patent  ileosigmoidostomy.  The 
necrotic  bowel  was  resected  with  an  end-to-end 
anastomosis,  and  he  made  an  uneventful  recovery. 

However,  his  symptoms  of  chronic  abdominal  pain, 
diarrhea,  and  persistent  distent  ion  of  the  excluded 
bowel  were  unrelenting.  He  complained  bitterly  of 
the  diarrhea,  which  at  times  reached  15  or  more  wa- 
tery stools  per  day  with  attendant  anal  discomfort, 
and  begged  to  have  his  bypass  reversed.  In  April, 
1975,  little  more  than  a year  after  his  original  surgery 
and  at  a weight  of  220  pounds  (a  loss  of  190  pounds), 
his  intestinal  continuity  was  restored.  At  surgery  the 
excluded  small  intestine  was  markedly  distended  and 
showed  pneumatosis  cystoides  intestinalis.  Cho- 
lelithiasis was  also  now  present,  and  a cholecystec- 
tomy was  performed. 

Subsequently,  the  patient  gained  weight  relent- 
lessly. By  August,  1976,  15  months  later,  he  had 
regained  165  pounds  and  weighed  385  pounds.  At 
this  time  he  underwent  a 90  percent  gastric  bypass 
according  to  the  technique  of  Mason  et  al.  (Fig.  3). 10 
Postoperatively  he  has  had  a satisfactory  reduction 
of  weight  to  260  pounds,  losing  125  pounds  in  the 
eight  months  since  surgery,  and  is  still  continuing  to 
lose  weight  steadily.  He  states  he  has  early  satiety 
and  is  totally  asymptomatic.  A postoperative  upper 
gastrointestinal  series  shows  his  small  residual  gastric 
pouch  (Fig.  4). 

Comments 

The  complications  following  jejunoileal  bypass  in 
our  patient  run  the  gamut  of  those  recorded  in  the 
literature:  excluded  loop  obstruction  and  gangrene, 
pneumatosis  cystoides  intestinalis,  cholelithiasis, 
marked  changes  in  liver  function,  and  severe  dis- 
abling diarrhea.  While  the  weight  loss  following  the 
bypass  was  excellent  and  his  physical  appearance 
markedly  improved,  the  severe  diarrhea,  anal  dis- 
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FIGURE  4.  Postoperative  gastrointestinal  series  x-ray  film 
showing  small  gastric  remnant.  Barium  refluxes  into  duo- 
denum to  region  of  pylorus  but  does  not  outline  excluded  part 
of  stomach.  Note  numerous  metallic  clips  used  to  ligate 
vessels  along  greater  curvature  of  stomach. 

comfort,  and  abdominal  cramps,  made  the  quality  of 
his  life  so  poor  that  he  begged  to  have  the  bypass  re- 
versed. 

The  rapid  regaining  of  his  original  weight  was  not 
unexpected.  When  it  began  to  approach  Pickwick- 
ian status,  gastric  bypass  was  considered.  Although 
his  compulsive  eating,  history  of  drug  addiction,  and 
methadone  maintenance  therapy  made  him  a poor 
candidate,  his  strong  desire  for  weight  reduction, 
coupled  with  medical  complications  associated  with 
his  extreme  obesity,  made  gastric  bypass  medically 
desirable,  and  it  was  performed. 

The  end  result  has  been  truly  gratifying.  In  the 
eight  months  since  the  gastric  bypass  he  has  lost  125 
pounds.  His  psychologic  outlook  has  improved  re- 
markably as  has  the  quality  of  his  existence.  He  is 
no  longer  disabled  by  crampy  abdominal  pains,  an 
average  of  10  daily  diarrheal  bowel  movements,  and 
anal  discomfort.  He  eats  whatever  he  wants,  but 
now  has  an  “automatic  brake.”  As  soon  as  he  ingests 
a small  meal  such  as  a standard  hamburger,  he  feels 
full  and  satiated  and  stops  eating.  He  has  no  diar- 
rhea, vomiting,  cramps,  symptoms  of  “dumping,”  or 


evidence  of  marginal  ulceration.  After  eight  months 
lie  continues  to  lose  weight  steadily  at  the  rate  of  1.5 
to  2 pounds  per  week. 

Even  if  he  should  stabilize  at  his  present  weight  of 
260  pounds  and  not  reach  the  220  pounds  he  achieved 
alter  the  jejunoileal  bypass,  his  current  quality  of  life 
is  far  superior  to  that  of  his  prior  existence.  As  is  well 
known,  the  weight  reduction  following  jejunoileal 
bypass  is  directly  related  to  the  amount  of  bowel  left 
in  functioning  continuity;  the  less  bowel,  the  more 
weight  reduction.  However,  the  less  bowel,  the  more 
severe  and  disabling  the  diarrhea,  and  the  higher  the 
incidence  of  associated  complications. 

Several  randomized  controlled  studies  comparing 
gastric  and  intestinal  bypass  are  being  done. 
Hopefully  these  will  help  determine  the  best  proce- 
dure, or  at  least  determine  guidelines  when  each 
should  ideally  be  used.  Certainly  from  this  experi- 
ence we  would  advocate  that  gastric  bypass  be 
strongly  considered  should  uncontrollable  weight 
gain  ensue  following  restoration  of  intestinal  conti- 
nuity for  the  complications  of  jejunoileal  bypass. 

We  have  been  favorably  impressed  with  gastric- 
bvpass  and  believe  that  it  is  worthy  of  a far  greater 
trial  in  the  surgical  management  of  morbid  obesity 
than  it  has  heretofore  been  accorded. 

Addendum 

Since  submission  of  this  report,  the  patient  has 
continued  to  lose  weight , and  as  of  November,  1978, 
27  months  after  gastric  bypass,  was  down  to  220 
pounds,  a loss  of  165  pounds. 
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The 'Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  a re  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications . 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-  t\pe  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality7  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
w hich  met  official  mono- 
graph requirements  w ere 


not  bioequivalent  to  a 
reference  product.  As  y ou 
know',  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracy  cline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality7  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 


1230 


’Matters. 


\ATH:  Generic  options  al- 
Irnosf  always  exist. 

FACT;  About  55  percent 
of  prescription  drug  ex- 
penditure  is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
only  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


iVATH:  Generic 
orescriptions  are  filled  with 
i nexpens h 'e  generics , th  us 
saving  consumers  large 
sums  of  money. 

FACT;  Market  data  show 
that  you  invariably 
prescribe — and  pharma- 
cists dispense — both 
brand  and  genericalh 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a proven  brand  product. 
Sa\ings  from  voluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the job. 


AIYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  alw  ays  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  phvsi- 
cians  and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  ev  en  w orse  guides  to 
retail  prices. 


The  P>IA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise, your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  vou 
have  come  to  respect. 


BWk 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street.  N.W. 

Washington.  D.C.  20005 


Unusual  Cause  of 
Theophylline  Toxicity 

VINCENT  P.  GOTZ,  M.Sc. 

New  York  City 

DENNIS  E.  DRAYER,  Ph.D. 

New  York  City 

ERIC  S.  SCHNED,  M.D. 

New  York  City 

MARCUS  M.  REIDENBERG,  M.D. 

New  York  City 

From  the  Departments  of  Pharmacy,  Pharmacology,  and 
Medicine,  The  New  York  Hospital-Cornell  Medical  Center 


Theophylline,  a drug  proved  effective  in  the  treat- 
ment of  bronchospasm  associated  with  both  asthma 
and  chronic  obstructive  pulmonary  disease,  has 
shown  a resurgence  of  use  as  a result  of  better  un- 
derstanding of  its  pharmacokinetics.1-5  There  is 
evidence  demonstrating  that  the  rate  of  metabolism 
of  theophylline  varies  widely  between  different  in- 
dividuals. At  identical  doses,  different  patients  can 
have  widely  varying  serum  concentrations.  The 
generally  accepted  therapeutic  range  for  serum 
concentrations  of  theophylline  is  between  10  and  20 
micrograms  per  milliliter.1-3’6  With  this  rather  small 
therapeutic  range  for  theophylline,  different  rates  of 
metabolism  may  result  in  subtherapeutic  or  toxic- 
levels  for  patients  receiving  identical  doses. 

This  report  describes  a patient  who  developed 
toxicity  from  probable  abuse  and  slow  elimination 
of  rectally  administered  aminophylline. 

Case  report 

A 60-year-old  female,  weighing  62.5  Kg.,  had  a 
30-year  history  of  asthma,  with  numerous  emergency 
room  visits  and  hospital  admissions  over  the  past  two 
years  for  acute  episodes  and  a long  history  of  psy- 
chiatric illness  described  as  a personality  disorder. 
Two  years  prior  to  admission,  t he  patient  suffered  a 
respiratory  arrest  and  a generalized  tonic-clonic 
seizure.  Four  months  later,  she  suffered  chest  pains 
and  another  tonic-clonic  seizure. 

Her  present  admission  was  prompted  by  nausea, 
vomit  ing,  and  anorexia  of  one  week’s  duration,  and 
a seizure  while  being  examined  in  the  emergency 
room.  Her  medications  on  admission  were  amino- 
phylline, 250-mg.  suppositories,  epinephrine  1:1,000 
in  jection,  and  isoproterenol  aerosol,  all  of  which  she 
had  been  known  to  use  excessively  in  the  past.  He- 


patic function  tests  and  cardiac  examination  results 
were  essentially  normal. 

An  admission  electroencephalogram  was  sugges- 
tive of  a left  parietal  focal  lesion.  The  serum  theo- 
phylline level  on  admission  was  56  micrograms  per 
milliliter.  A diagnosis  of  theophylline  toxicity  was 
made  at  this  time,  and  all  theophylline-containing 
medications  were  withheld. 

Five  days  after  admission,  her  nausea  and  vomiting 
had  ceased.  A repeat  theophylline  level  taken  six 
days  after  admission  was  8.3  micrograms  per  milli- 
liter. Due  to  midexpiratory  scattered  wheezes, 
aminophylline  was  restarted  on  the  eighth  hospital 
day  at  a dose  of  200  mg.  orally  every  six  hours.  Four 
days  later,  the  patient  again  complained  of  nausea, 
vomiting,  and  loss  of  appetite.  On  the  following  day, 
the  serum  theophylline  concentration,  12  hours  after 
a 200-mg.  oral  dose  of  aminophylline,  was  28  micro- 
grams per  milliliter.  Examination  of  the  contents 
of  the  patient’s  bedside  cabinet  revealed  numerous 
aminophylline  suppositories.  Thus,  the  question  of 
slow  theophylline  metabolism  and/or  surreptitious 
use  of  additional  theophylline  was  considered  in 
evaluating  the  cause  of  this  patient’s  high  theo- 
phylline levels  and  toxicity  while  on  relatively  low 
doses  of  aminophylline. 

To  evaluate  theophylline  metabolism,  a study  of 
elimination  of  methylated  xanthines  was  done. 
Medication  was  withheld  and  the  patient  observed 
continuously  for  24  hours,  during  which  time  blood 
samples  were  taken  every  4 hours  for  analysis  of 
theophylline  and  at  midnight,  4:00  A.M.,  and  8:00  A.M. 
for  caffeine  analysis.  No  caffeine-containing  bev- 
erages w'ere  ingested  after  6:00  P.M. 

The  results  of  this  pharmacokinetic  study  revealed 
a theophylline  half-life  of  18  hours  and  a caffeine 
half-life  of  9 hours  (Fig.  1 ).  The  dosage  of  amino- 
phylline was  reduced  to  200  mg.  every  12  hours.  The 
patient’s  apparent  slow  metabolism  of  methylated 
xanthines  was  stressed  to  her,  and  she  was  warned 
repeatedly  about  the  hazards  of  overuse  of  her  pre- 
scribed medications.  She  was  discharged  on  ami- 
nophylline 250-mg.  suppositories  every  eight  hours 
as  needed. 

The  patient  was  readmitted  four  days  later  be- 
cause of  nausea,  vomiting,  anorexia,  multiple  vague 
pains,  and  a questionable  syncopal  episode.  Her 
serum  theophylline  level  on  admission  was  22  mi- 
crograms per  milliliter.  Theophylline  was  stopped, 
her  symptoms  cleared,  and  she  was  discharged  two 
days  later. 

Methods 

Theophylline  and  caffeine  were  measured  in  serum 
as  follows: 

For  theophylline.  To  a 12-ml.  centrifuge  tube, 
100  microliters  serum,  50  microliters  internal  stan- 
dard (beta-hydroxyethyltheophylline,  0.03  mg.  per 
milliliter),  20  microliters  of  0. 1 N.  hydrochloric  acid, 
and  2 ml.  of  chloroform  containing  5 percent  iso- 
propanol were  added.  The  mixture  was  vortexed 
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Hours  after  last  dose 

FIGURE  1.  Caffeine  and  theophylline  elimination  showing 
slow  elimination  of  both  methylated  xanthines. 


and  then  centrifuged.  The  organic  layer  was  trans- 
ferred to  another  test  tube,  reduced  to  dryness  under 
vacuum,  and  then  reconstituted  with  50  microliters 
of  the  mobile  phase  (0.01  M.  sodium  acetate  adjusted 
to  pH  5 with  acetic  acid,  and  acetonitrile  in  a volume 
ratio  of  9:1)  used  in  the  liquid  chromatograph.  A 10 
to  15-microliter  aliquot  was  injected  into  the  liquid 
chromatograph  for  quantitation.  The  liquid  chro- 
; matographic  conditions  used  were  similar  to  those 
used  by  Franconi  et  al,7  except  that  column-effluent 
monitoring  was  at  280  nm.  At  these  conditions,  the 
retention  times  for  theophylline,  internal  standard, 
and  caffeine  were  4,  4.5,  and  6.2  minutes  respec- 
tively. 

For  caffeine.  The  procedure  for  caffeine  is  as  for 
theophylline,  except  that  1 ml.  of  serum,  10  microli- 
ters of  internal  standard  (0.2  mg.  per  milliliter),  0.2 
‘ ml.,  of  0.1  N.  hydrochloric  acid,  and  8 ml.  of  organic- 
phase  were  used. 

Comment 

Theophylline  (1,3-dimethylxanthine)  is  a xanthine 
alkaloid  closely  related  to  caffeine  (1,3,7-tri- 
methylxanthine).  Theophylline  undergoes  bio- 
transformation in  the  liver  by  drug  oxidation  and  is 
excreted  primarily  as  1,3-dimethyluric  acid,  1- 
methyluric  acid,  and  3-methylxanthine.  Approxi- 
mately 10  percent  is  excreted  unchanged  in  the 
urine.8-10  Caffeine  is  also  eliminated  mainly  by  drug 


oxidation.  Predominant  urinary  metabolites  are 
1-methyluric  acid,  1,3-dimethyluric  acid,  and  1- 
methylxanthine.11 

The  plasma  theophylline  half-life  measured  in 
adults  with  obstructive  lung  disease1  or  asthma12 
averaged  5 hours  (range,  3 to  9.5  hours)  and  4.3  hours 
(range,  2.8  to  6 hours)  respectively.  The  average 
plasma  caffeine  half-life  has  been  reported  as  3.1 
hours1 1 and  3.5  hours. 1 The  theophylline  and  caf- 
feine plasma  half-life  values  in  our  patient  were 
considerably  longer  than  these  values.  It  seems 
likely  that  this  patient  was  a true  slow  metabolizer 
of  methylated  xanthines.  Surreptitious  intake  of 
either  drug  during  the  pharmacokinetic  study,  par- 
ticularly of  caffeine-containing  beverages,  with 
concealed  disposal  of  the  containers,  was  unlikely 
since  the  patient  was  under  observation  during  the 
entire  course  of  the  study.  It,  therefore,  appears  that 
in  this  patient,  theophylline  toxicity  was  due  to  a 
combination  of  slow  biotransformation  and  probable 
abuse  of  aminophylline  suppositories.  Other  cases 
of  surreptitious  self-administration  of  prescribed 
medications,  particularly  diuretics  and  laxatives, 
have  been  frequently  reported.14-17 

The  prolongation  of  both  theophylline  and  caffeine 
half-lives  to  about  three  times  the  average  values  in 
this  patient,  suggests  that  if  theophylline  half-life  is 
prolonged  in  a patient,  caffeine  half-life  would  also 
he  proportionately  prolonged.  Further  study  would 
be  of  value  to  confirm  this  analogous  relationship. 
Thus,  if  one  suspected  impaired  theophylline  me- 
tabolism, it  could  then  be  confirmed  by  a phar- 
macokinetic study  of  dietary  caffeine  elimination. 

Summary 

A 60-year-old  female  asthmatic  patient  was  ad- 
mitted with  a diagnosis  of  theophylline  toxicity, 
presumably  from  overuse  of  aminophylline  sup- 
positories. Study  of  the  elimination  rate  of  theo- 
phylline demonstrated  a half-life  of  approximately 
18  hours.  A study  of  the  elimination  rate  of  dietary 
caffeine  demonstrated  a half-life  of  nine  hours. 
Thus,  this  patient’s  slow  metabolism  of  methylated 
xanthines,  in  combination  with  probable  overuse  of 
aminophylline  suppositories,  predisposed  her  to 
theophylline  toxicity. 

Acknowledgment.  The  authors  would  like  to  thank  John  E. 
Franklin,  M.D.,  for  his  comments  and  suggestions  in  this  case. 
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Family  life  no  longer 
always  best  for  children 

No  longer  can  society  he  confident  of  the  “wholesome 
influence”  of  family  life  on  children.  Family  patterns  are 
changing  in  ways  that  spell  trouble  for  children,  including 
the  children  of  so-called  traditional  families. 

In  “The  Physician  and  the  Mental  Health  of  the  Child,” 
a new  guidebook  for  physicians  from  the  American  Medical 
Association,  the  AMA  points  out  that  “Today’s  middle- 
income  family  increasingly  resembles  the  low-income 
family  of  the  early  1960s  in  most  indices  of  social  disorder, 
such  as  school  drop-outs,  drug  abuse,  and  juvenile  delin- 
quency.” 

Physicians  dealing  with  children’s  mental  health  are 
cautioned  that  no  longer  “can  we  assume  a kind  of  homo- 
geneity even  among  families  of  midstream  America. 
( 'ultural  variations  within  any  modern  urbanized  society, 
such  a 1 he  United  States,  are  much  greater  than  the  gen- 
eral differences  between  societies.” 

The  place  of  the  child  in  society  has  changed  markedly 
for  t he  better  in  modern  times,  but  as  a group  children  are 
still  victims  of  discrimination,  the  AMA  hook  indicates. 

“ ‘Uhildism’  has  been  expressed  through  the  ages  bv 
infanticide  in  antiquity,  by  abandonment  in  tin1  Middle 
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Ages,  by  ambivalence  in  the  Renaissance  years,  and  by 
socialization  in  modern  times.  Only  recently  have  adults 
seriously  entertained  the  possibility  of  entering  into  fuller 
and  freer  associations  with  children.” 

The  hook  offers  chapters  counseling  the  physician  on 
assessing  the  capacities  of  the  child  and  the  family,  as- 
sessing development  levels  and  problems,  assessing  the 
capabilities  of  the  family  to  help  with  treatment,  cultural 
characteristics  affecting  patient  care,  and  common  prob- 
lems affecting  mental  health  of  children  in  non-mainstream 
families. 

Editor  of  the  book  is  George  Tarjan,  M.D.,  general 
chairman  of  the  invitational  workshops  that  produced  the 
information  base  for  the  hook.  Dr.  Tarjan  is  member  of 
the  President’s  Commission  on  Mental  Health,  president 
of  t he  American  Academy  of  Child  Psychiatry,  past  pres-l 
ident  of  t he  American  Association  of  Mental  Deficiency, 
member  of  the  former  AMA  Council  on  Mental  Health. 

Editorial  coordinator  is  E.  M.  Steindler,  director  of  the 
AMA’s  Department  of  Mental  Health.  The  hook  was 
produced  on  contract  with  the  National  Institute  of  Mental 
Health,  Department  of  Health,  Education,  and  Welfare 
Copies  may  he  ordered  from  Order  Department,  Americar 
Medical  Association,  P.O.  Box  821.  Monroe,  Wise! 
f)3566. 
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Over  the  past  15  years,  the  carbon  dioxide  laser  has 
been  utilized  for  a variety  of  surgical  procedures. 
The  beam  emitted  by  this  laser  is  a nonionizing 
thermal  radiation  10.6-micron  wavelength  in  the 
infrared  region  which  can  be  focused  to  a fine  point 
by  means  of  a lens.1  It  produces  a clean  line  of  tissue 
destruction  with  maximal  hemostasis  in  a circum- 
scribed area.  Damage  to  surrounding  tissues  and 
postoperative  edema  are  minimal.2  Therefore,  the 
carbon  dioxide  laser  is  ideally  suited  for  laryngeal 
microsurgery. 

Anesthetic  problems  associated  with  operations 
on  an  airway,  shared  by  the  surgeon  and  anesthesi- 
ologist, are  now  complicated  by  the  laser  and  its 
special  potential  problems.  These  include  endo- 
tracheal tube  cuff  perforation  by  the  laser  beam,  in- 
jury to  the  patient  and  operating  room  personnel 
from  stray  beams,3  fire  hazards,  and  unwieldy 
equipment.  In  addition,  ventilation  must  be  main- 
tained through  a specially  prepared  small-bore  en- 
dotracheal tube,  and  the  anesthetic  should  he  easily 
reversible  to  adequately  evaluate  any  immediate 
postoperative  respiratory  difficulty. 

The  following  case  report  is  an  example  of  our 
current  anesthetic  management  for  laryngeal  mi- 
crosurgery and  demonstrates  the  use  of  alphaprodine 
hydrochloride  and  gallamine  triethiodide,  two  old 
drugs  used  in  a new  context. 

Case  report 

A 58-year-old  white  male  was  admitted  for  carbon 
dioxide  laser  surgery  of  the  left  vocal  cord.  He  had 
a long-standing  history  of  leukoplakia  of  the  vocal 
cords  and  was  a two-pack-per-day  smoker  for  40 
years.  The  remainder  of  the  past  medical  history 


was  noncontributory.  Physical  examination  re- 
vealed a 5-foot,  9-inch,  180-pound  male  in  no  acute 
distress,  with  blood  pressure  142/84,  pulse  78  heats 
per  minute  and  respiration  rate  18.  Aside  from  the 
vocal  cord  lesion,  findings  on  physical  examination 
were  unremarkable. 

Premedication  consisted  of  meperidine  hydro- 
chloride 75  mg.,  secobarbital  100  mg.,  and  atropine 
0.4  mg.,  administered  intramuscularly  90  minutes 
prior  to  surgery.  Neuromuscular  function  was 
monitored  during  the  procedure  with  a peripheral 
nerve  stimulator  utilizing  an  NDM  dual  element 
self-adhering  electrode  applied  over  the  left  ulnar 
nerve  at  the  wrist.  A blood-pressure  cuff  was  applied 
to  the  left  arm,  and  the  heart  rate  was  monitored  via 
continuous  electrocardiographic  tracing.  Induction 
was  accomplished  with  250  mg.  of  thiamylal  sodium. 
Alphaprodine,  28  mg.,  was  given  intravenously  as  well 
as  nitrous  oxide:  oxygen  in  a 4:2  L.  per  minute  ratio 
via  mask.  Succinylcholine  chloride,  60  mg.  intra- 
venously, was  administered,  and  the  patient  was 
easily  intubated  with  a 5.5-mm.  cuffed  aluminum 
foil-wrapped  endotracheal  tube  lubricated  with  2 
percent  lidocaine  (Xylocaine)  jelly. 

The  patient’s  eyes  were  covered  with  saline-soaked 
eye  pads  which  were  taped  in  place  to  protect  them 
from  being  inadvertently  hit  by  a stray  laser  beam. 
When  the  nerve  stimulator  showed  a return  of  twitch 
response,  80  mg.  ( 1 mg.  per  kilogram)  of  gallamine 
triethiodide  were  given  intravenously.  An  additional 
20  mg.  of  alphaprodine  hydrochloride  were  added  at 
this  time  to  bring  the  total  dose  to  48  mg.  (0.6  mg.  per 
kilogram).  Protective  clear  or  prescription  eye- 
glasses were  worn  by  all  operating  room  personnel.4 
The  operating  table  was  rotated  counterclockwise  so 
that  all  tubing  and  leads  were  directed  off  from  the 
left  side  of  the  patient,  allowing  the  laser  apparatus 
to  he  placed  at  the  head  of  the  table.  Controlled 
ventilation  was  instituted  with  a Bennett  ventilator, 
set  at  a tidal  volume  of  800  cc.  and  a rate  of  12  breaths 
per  minute. 

The  laryngoscope  was  inserted,  and  saline-soaked 
cotton  pledgets  were  placed  just  below  the  vocal  cords 
to  protect  the  endotracheal  tube  cuff  from  the  laser 
beam.  The  carbon  dioxide  laser  was  positioned  and 
“aimed”  at  the  patient’s  left  vocal  cord.  Surgery  was 
completed  in  approximately  15  minutes,  and  the 
cotton  pledgets  were  removed.  At  this  time  the 
surgeon  noted  that  he  had  missed  a small  area  of  the 
lesion  and  decided  to  coagulate  it.  In  so  doing  he 
inadvertently  perforated  the  cuff  of  the  endotracheal 
tube  with  a misdirected  beam  from  the  laser.  Be- 
cause of  the  resulting  large  airway  leak,  ventilation, 
as  estimated  by  visual  assessment  of  the  chest  ex- 
cursion, was  noted  to  decrease,  but  was  still  consid- 
ered to  be  adequate.  The  nerve  stimulator  now  in- 
dicated some  twitch  response.  Since  the  procedure 
was  completed,  edrophonium  chloride  10  mg.  with 
glycopyrollate  0.2  mg.  was  administered  intrave- 
nously along  with  0.2  mg.  of  naloxone  hydrochloride. 
Within  five  minutes,  the  patient  was  extubated, 
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breathing  spontaneously,  and  able  to  transfer  himself 
to  the  recovery  room  stretcher. 

Comment 

This  case  is  presented  to  illustrate  the  manage- 
ment of  some  of  the  unique  problems  associated  with 
anesthesia  for  carbon  dioxide  laser  surgery  of  the 
larynx,  and  our  particular  use  of  alphaprodine  hy- 
drochloride and  gallamine  triethiodide.  It  should 
be  mentioned  at  this  time  that  occasionally  there  is 
a moderate  increase  in  blood  pressure.  To  correct 
this  we  supplement  the  anesthetic  regimen  with  0.5 
to  0.75  percent  enflurane. 

Alphaprodine  hydrochloride,  a congener  of  me- 
peridine hydrochloride,  has  a one-half  to  one-hour 
duration  of  action  when  administered  intravenously, 
with  an  onset  of  one  to  two  minutes.5  The  dosages 
we  have  used  (25  to  50  mg.)  have  been  adequately 
reversed  with  0.2  mg.  of  naloxone  hydrochloride.  It 
should  be  mentioned  here  that  other  narcotics,  such 
as  fentanyl  citrate  or  meperidine  hydrochloride,  may 
be  substituted  for  alphaprodine  hydrochloride. 

The  use  of  a muscle  relaxant  is  necessary  to  pro- 
vide a paralyzed  patient,  along  with  motionless  vocal 
cords,  enabling  the  surgeon  to  have  a still  target  for 
the  laser  beam.  Gallamine  triethiodide,  having  a 
duration  of  action  of  30  to  40  minutes,  adequately 
satisfies  the  requirements  of  this  procedure.  We 
initially  chose  gallamine  triethiodide  as  our  nonde- 
polarizing relaxant  because  of  its  shorter  duration  of 
action  and  ease  of  reversibility  with  edrophonium 
chloride.  If  other  relaxants,  such  as  pancuronium 
bromide  or  tubocurarine  chloride  are  utilized,  we  do 
not  recommend  their  reversal  with  edrophonium 
chloride.  Edrophonium  chloride  rapidly  and  suffi- 
ciently reversed  the  neuromuscular  blockade  of  gal- 
lamine triethiodide  in  10  to  15-mg.  dosages  without 
any  observed  evidence  of  “recurarization.”  This 
technique  allows  us  to  evaluate  the  airway  for  any 
immediate  postoperative  obstruction  and  to  reintu- 
bate, if  necessary,  in  the  operating  room.  Another 
reason  for  extubation  in  the  operating  room  is  to 
enable  us  to  inspect  the  endotracheal  tube  to  ascer- 
tain if  any  aluminum  foil  has  broken  off  from  the 
tube  during  the  procedure,  possibly  requiring  im- 
mediate measures  to  retrieve  it. 

The  use  of  a 6-mm.  or  smaller  endotracheal  tube 
in  an  adult  affords  the  surgeon  the  ability  to  better 
visualize  the  vocal  cords.  The  tube  is  wrapped  with 
adhesive  aluminum  foil  tape  in  a spiral  overlapping 
fashion  to  reflect  any  stray  radiation.  The  uneven, 


nonplaner  surface  of  this  taped  tube  dissipates  the 
energy  of  the  reflected  beam  and  renders  it  harmless 
to  surrounding  tissue.  We  do  not  use  100  percent 
oxygen  or  flammable  anesthetic  agents  because  of  the 
potential  danger  of  combustion  resulting  from  the 
high  thermal  energy  of  the  beam.6 

Since  ventilation  through  a small-bore  tube  may 
be  inadequate  in  the  event  of  a ruptured  cuff,  addi- 
tional foil-wrapped  tubes  should  be  available  before 
starting  the  procedure  in  case  reintubation  becomes 
necessary. 

Summary 

Over  the  past  15  years  the  carbon  dioxide  laser  has 
been  used  for  a variety  of  surgical  procedures.  It  is 
particularly  suitable  for  microsurgery  of  the  larynx. 
Our  technique  of  anesthesia  for  such  surgery  is  de- 
scribed using  nitrous  oxide,  alphaprodine  hydro- 
chloride, and  gallamine  triethiodide  reversed  with 
naloxone  hydrochloride  and  edrophonium  chlo- 
ride. 

Potential  hazards  are  discussed  such  as  endotra- 
cheal cuff  perforation  by  the  laser  beam,  and  possible 
injury  to  the  patient  or  operating  room  personnel 
from  stray  radiation  and  fire  hazards.  The  patient’s 
eyes  are  protected  with  saline-soaked  cotton  pads. 
Operating  room  personnel  are  instructed  to  wear 
glasses,  and  the  endotracheal  tube  is  wrapped  with 
aluminum  foil  and  surrounded  by  cotton  pledgets. 
Flammable  agents  or  100  percent  oxygen  are  not 
used. 

Department  of  Anesthesiology 
Long  Island  Jewish-Hillside  Medical  Center 
New  Hvde  Park,  N.Y.  11040 
(DR.  OLIVERIO) 
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Although  adolescence  is  a time  of  tremendous 
emotional  upheaval,  psychotic  disturbances  in  this 
age  group  are  uncommon  (3.1  out  of  10, 000). 1 In 
outpatient  psychiatric  clinics,  psychosis  is  diagnosed 
in  only  5 percent  of  adolescents  seen;  thus,  Sider  and 
Kreider2  state  that  primary-care  practitioners  will 
rarely  encounter  psychotic  teenagers  in  clinical 
practice.  In  the  analysis  of  79  pediatric  inpatients 
referred  for  psychiatric  consultation  at  a children’s 
hospital,  none  were  diagnosed  as  psychotic.  5 Be- 
cause of  its  infrequent  occurrence  in  adolescence, 
little  has  been  written  on  the  subject  in  the  pediatric 
literature.  We  recently  had  the  opportunity  to  treat 
two  psychotic  adolescent  males  whose  presenting 
symptoms  were  subtle  to  the  degree  that  their  sig- 
nificance could  have  been  overlooked  by  a primary 
physician. 

Case  reports 

Case  1.  A 17-year-old  black  male  referred  himself 
to  the  Adolescent  Health  Center  for  a routine  phys- 
ical examination.  Past  history  was  unremarkable. 
He  lived  with  his  parents  and  an  eight -year-old  sister. 
The  family  history  was  not  exceptional,  except  for  the 
father’s  excessive  drinking.  The  boy’s  father  had 
removed  him  from  school  in  the  tenth  grade  because, 
as  a consequence  of  chronic  truancy,  expulsion  was 
imminent.  The  patient  stated  his  interest  in  finding 
a job  or  obtaining  a high-school  equivalency  degree. 
Socialization  was  a problem;  he  was  concerned  that 


he  had  no  close  friends  and  that  he  was  particularly 
uncomfortable  with  girls.  He  had  never  been  ar- 
rested, and  a review  of  systems  was  unremarkable. 
His  physical  examination  disclosed  nothing  abnor- 
mal. He  was  somewhat  reticent  in  manner,  but 
otherwise  related  well  to  the  examiner  and  was  ap- 
propriate in  behavior.  On  bis  second  visit,  be  ex-, 
pressed  bis  discomfort  in  seeking  jobs  because  he 
believed  that  people  were  looking  at  him  and  talking 
about  his  appearance  on  the  subway  trains. 

At  this  point,  the  patient  was  referred  for  psychi- 
atric evaluation  which  revealed  that  his  fears  of 
people  had  become  slowly  progressive  over  a period 
of  approximately  one  year.  These  fears  had  been 
crystallized  five  months  prior  to  the  consultation 
when  the  patient  had  been  hit  by  an  unknown  man 
who  was  allegedly  incited  by  the  patient’s  staring  at 
him.  After  this  incident,  the  patient  rarely  went 
outside,  spending  much  time  in  his  room.  A younger 
cousin  and  he  would  talk  about  once  a week  when  the 
cousin  would  visit;  he  had  no  other  peer  relations. 
He  had  trouble  falling  asleep  at  night,  feeling  “par- 
alyzed" and  as  though  “something  like  a UFO"  was 
over  him;  he  was  having  nightmares  of  the  "world 
blowing  up.”  There  was  no  history  of  drug  usage 
other  than  an  occasional  beer. 

The  mental-status  examination  revealed  a nice- 
looking,  pleasant,  neatly  dressed  male  who  was  shy 
but  who  made  good  contact  with  the  interviewer. 
His  mood  was  unremarkable,  but  he  was  anxious,  and 
there  was  moderate  restriction  of  affect;  his  thinking 
was  logical.  The  patient  believed  that  people  were 
watching  him,  talking  about  him,  and  had  intentions 
of  hurting  him.  At  times  he  thought  of  jumping  from 
•a  building,  although  he  had  never  attempted  sui- 
cide. 

Supportive  psychotherapy  and  a low  dose  of  a 
major  tranquilizer  were  initiated.  Over  a period  of 
several  months,  the  paranoid  ideation  gradually 
abated,  and  the  major  tranquilizer  was  discontinued. 
His  lack  of  self-esteem  and  social  awkwardness  per- 
sisted, but  he  returned  to  night  school  and  got  a job 
as  a messenger.  During  the  six  months  of  subse- 
quent treatment  he  made  gradual  movement  toward 
establishing  peer  relationships. 

Case  2.  The  second  patient  was  a 15-year-old 
Hispanic  male  who  had  first  come  to  the  hospital  for 
a physical  examination  for  chest  and  abdominal  pain. 
Past  medical  history  revealed  a possible  concussion 
at  age  nine.  He  lived  with  his  parents  and  eight 
siblings;  occasional  arguments  with  his  parents 
evolved  around  his  truancy.  Having  not  attended 
school  for  three  months,  the  patient  had  had  to  re- 
peat ninth  grade.  He  wanted  to  be  an  artist  and 
liked  to  draw  stars  and  the  visual  imagery  of  his 
dreams.  He  had  no  close  friends  and  was  bothered 
by  not  having  a girl  friend.  A review  of  systems  re- 
vealed suicidal  ideation  and  the  occasional  use  of 
marihuana  and  wine.  Physical  examination  revealed 
nothing  remarkable. 
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The  patient  returned  for  three  follow-up  visits  to 
discuss  his  psychosocial  problems.  He  refused  a 
psychiatric  referral  and  continued  to  have  somatic 
complaints.  After  a four-month  interlude,  the  pa- 
tient returned  to  the  clinic,  looking  disheveled,  thin, 
and  anxious.  With  much  obvious  shame,  he  reported 
that  he  had  been  unable  to  go  out  of  the  house  be- 
cause “everyone  would  catch  V.D.  from  him.”  At 
this  point,  he  readily  accepted  a referral  for  psychi- 
atric evaluation,  which  revealed  the  following. 

The  patient  had  been  somewhat  nervous  and  iso- 
lated for  a number  of  years,  although  he  reported 
having  adequate  relationships  with  his  eight  siblings 
and  having  had  male  friends  at  one  time.  He  had  not 
been  attending  school  for  several  months,  but  had 
previously  been  a good  student. 

He  believed  himself  to  have  venereal  disease,  and 
described  a lesion  which  was,  in  fact,  a normal  urethal 
meatus.  He  had  never  had  sexual  relations  and  had 
stopped  masturbating  three  months  previously  be- 
cause of  concern  over  “bad  effects  on  his  healt  h.”  He 
reported  having  had  an  offensive  odor  for  approxi- 
mately one  year.  Additionally,  there  was  a “growl- 
ing” in  his  abdomen  which  he  described  as  “like 
something  had  leaked  inside  of  me.”  For  approxi- 
mately five  months  he  had  had  insomnia,  going  to 
bed  at  11:00  P.M.  and  not  falling  asleep  until  5:00 
A.M.  There  was  no  anorexia.  The  patient  had 
smoked  marihuana  occasionally  until  three  months 
prior  to  admission,  at  which  time  he  stopped  because 
of  his  belief  that  it  was  contributing  to  his  poor 
health. 

The  impression  given  was  that  of  a neatly  dressed, 
reserved  male  who  was  pleasant  and  coherent  and 
who  appeared  mildly  depressed  and  anxious.  When 
speaking  of  his  anger,  his  affect  was  constricted,  his 
thinking  was  logical.  Somatic  delusions  were  present 
and  there  was  significant  self-deprecatory  thinking. 
He  had  intermittent  suicidal  ideation,  and  on  one 
occasion  had  tried  to  thrust  a knife  into  his  abdomen, 
but  “did  not  have  the  strength  to  do  it.”  His  cogni- 
tive functioning  was  within  normal  limits. 

Psychotherapy  and  a major  tranquilizer  were  ini- 
tiated. Within  the  first  month  of  treatment,  the 
somatic  delusions  disappeared,  and  he  returned  to 
school.  He  then  stopped  coming  for  appointments 
and  did  not  respond  to  letters  and  telephone  calls. 
Two  months  later,  a very  worried  family  brought  the 
patient  to  the  clinic  in  a severe  catatonic  state  and  he 
was  hospitalized. 

Comment 

The  psychotic  adolescent  frequently  demonstrates 
aggressive  behavior,  such  as  sexual  or  personal  as- 
sault, burglary,  and  fire  setting.4  These  youth  are 
both  highly  visible  and  socially  disruptive  and, 
therefore,  quickly  come  to  professional  attention. 
The  two  boys  presented  here  were  inconspicuous  in 


their  behavior  of  truancy  and  social  isolation  so  that 
neither  the  schools  nor  parents  sought  professional 
consultation.  Underlying  this  behavior  was  intense 
' but  covert  anxiety  and  delusional  thinking.  Such 
patients  may  come  to  a primary  physician  for  routine 
physical  examinations  or  somatic  complaints  with 
significant  undiagnosed  psychologic  symptoms. 

In  a seven-year  prospective  study,  Fard,  Hudgens, 
and  Weiner5  demonstrated  that  psychotic  symptoms 
in  adolescents  are  significant  predictors  of  poor 
outcome.  In  such  chronically  disabling  disturbances, 
a simple  social  assessment  in  the  hands  of  a sensitive 
primary  physician  can  afford  the  opportunity  for 
earlier  and  more  effective  intervention. 

Summary 

The  onset  of  de  novo  psychotic  disturbances  in  the 
adolescent  age  group  is  uncommon.  The  psychotic 
adolescent  who  demonstrates  aggressive  behavior, 
such  as  assault,  burglary,  or  fire  setting,  is  both  highly 
visible  and  socially  disruptive,  and  quickly  comes  to 
public  and  professional  attention. 

The  two  cases  reported  here  had  insufficient  overt 
psychopathologic  conditions  to  warrant  psychiatric 
referral  by  either  school  or  family,  although  both  had 
delusional  thinking.  On  consulting  a pediatrician, 
one  boy  for  routine  physical  examination,  the  other 
with  somatic  complaints,  psychologic  symptoms  were 
noted.  Psychiatric  consultation  confirmed  the 
presence  of  psychosis  in  each,  and  treatment  was 
initiated. 

It  is  concluded  that  adolescents  may  come  to  a 
primary  practitioner  for  a variety  of  reasons  with 
significant  undiagnosed  psychologic  symptoms.  A 
simple  psychosocial  assessment  in  the  hands  of  a 
knowledgeable  practitioner  at  the  time  of  an  initial 
interview  can  afford  the  opportunity  for  earlier  and 
more  effective  intervention  in  disturbances  with  the 
potential  of  being  chronically  disabling. 

The  Adolescent  Health  Center 
Mount  Sinai  Hospital 
19  East  101st  Street 
New  York,  New  York  10029 
(I)R.  -JAFFE) 
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V-Cillin  K* 

penicillin  V potassium 


V-Cillin  Kx 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium 
salt  of  penicillin  V.  This  chemically 
improved  form  combines  acid 
stability  with  immediate  solubility 
and  rapid  absorption. 

Indications:  For  the  treatment  of  mild 
to  moderately  severe  pneumococcal 
respiratory  tract  infections  and  mild 
staphylococcal  skin  and  soft-tissue 
infections  that  are  sensitive  to 
penicillin  G.  See  the  package 
literature  for  other  indications. 

Contraindication:  Previous 
hypersensitivity  to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been 
reported.  Some  patients  with 
penicillin  hypersensitivity  have  had 
severe  reactions  to  a cephalosporin; 
inquire  about  penicillin, 
cephalosporin,  or  other  allergies 


before  treatment.  If  an  allergic 
reaction  occurs,  discontinue  the  drug 
and  treat  with  the  usual  agents  (e.g., 
epinephrine  or  other  pressor  amines, 
antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in 
individuals  with  histories  of 
significant  allergies  and/or  asthma. 
Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea, 
vomiting,  gastric  dilatation, 
cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients 
will  not  absorb  therapeutic  amounts 
given  orally.  In  streptococcal 
infections,  treat  until  the  organism  is 
eliminated  (minimum  of  ten  days). 
With  prolonged  use,  nonsusceptible 
organisms,  including  fungi,  may 
overgrow;  treat  superinfection 
appropriately. 


Adverse  Reactions:  Hypersensitivity, 
including  fatal  anaphylaxis.  Nausea, 
vomiting,  epigastric  distress,  diarrhea, 
and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions 
resembling  serum  sickness  (including 
chills,  edema,  arthralgia,  prostration), 
laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic 
anemia,  leukopenia,  thrombocytopenia, 
neuropathy,  and  nephropathy, 
usually  with  high  doses  of  parenteral 
penicillin.  11021751 

‘Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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CME  (Continuing  Medical  Education)  is  a con- 
cept whose  time  appears  to  have  arrived.  In  addition 
to  the  obvious  needs  and  desires  of  physicians  to  keep 
abreast  of  advances,  there  are  now  requirements  in 
some  specialities  and  subspecialties  for  voluntary  or 
mandatory  recertification.  Many  states  now  man- 
date that  a certain  number  of  CME  credit  hours  be 
obtained  by  physicians  before  their  licenses  to 
practice  medicine  and  surgery  are  renewed.*  It  is 
necessary  to  anticipate  and  plan  future  needs  within 
the  community,  and  input  from  the  “consumer”  is 
essential  to  provide  effective  and  progressive  pro- 
grams. It  became  obvious  from  numerous  requests 
to  the  department  of  continuing  medical  education 
that  community  needs  were  not  being  met  in  western 
New  York  State,  and  it  was,  therefore,  considered 
appropriate  that  prior  to  any  planning,  a survey 
should  be  made  to  determine  the  format  in  which 
('ME  programs  should  be  planned  for  the  future. 

The  cont  inuing  medical  education  department  of 
the  State  University  of  New  York  at  Buffalo,  there- 
fore, planned  a postal  questionnaire  that  was  sent  to 
respondents  who  were  practicing  physicians  in  Buf- 
falo and  its  surrounding  counties.  In  this  initial 
study,  12  physicians  were  randomly  selected  from 
each  specialty  and  subspecialty.  There  was  partic- 
ular concern  about  the  unmet  needs  of  physicians 
pract icing  in  hospitals  outside  the  Buffalo  area,  and, 

Report  and  Reeommendat  ion  of  the  ( Committee  on  ( 'ont  inning 
Medical  Education:  The  Status  of  (’ME  in  Connecticut,  Con- 

necticut M.  J.  42:71  (.Jan.)  1978. 


therefore,  these  physicians  comprised  75  percent  of 
the  survey  sample.  The  remaining  25  percent  were 
in  practice  in  the  Buffalo  area. 

Results 

A response  was  obtained  from  60.7  percent  of  the 
145  physicians  surveyed.  Returns  from  retired  or 
other  nonpracticing  physicians  were  deleted.  The 
questionnaire  was  designed  to  survey  the  current 
learning  devices  available  to  physicians  in  Buffalo 
and  the  outlying  areas,  their  preferences  and  dislikes, 
and  their  involvement  with  all  forms  of  CME,  and  in 
particular  AMA-accredited  activities  or  their 
equivalents. 

Renewal  of  licensure.  The  initial  analysis  in- 
dicated that  of  the  physicians  surveyed,  55  percent 
believed  that  renewal  of  licensure  in  New  York  State 
should  be  contingent  on  the  completion  of  a number 
of  hours  (unspecified)  of  CME  activity.  The  re- 
maining 45  percent  disagreed. 

Location.  The  locations  at  which  most  credit 
hours  were  gained  while  attending  CME  activities 
were  specialty  and  local  hospital  meetings.  Self- 
study  and  the  university  setting  were  used  least  fre- 
quently. It  is  interesting  to  note  that  when  asked  to 
which  CME  activity  physicians  devoted  the  major 
portion  of  their  time,  self-instruction  was  designated 
by  the  largest  number  of  respondents  (38  percent). 

Records  and  hours  of  CME  activity.  Sev- 
enty-five percent  of  those  who  returned  their  surveys 
kept  a record  of  their  CME  activities  for  the  previous 
year  (July  1,  1977,  to  June  30,  1978).  Eleven  percent 
of  physicians  attended  0 to  20  hours  of  CME-ac-  I 
credited  programs  (AMA  category  1,  specialty  cog- 
nates, and  so  forth),  27  percent  attended  21  to  40 
hours,  and  68  percent  attended  more  than  41 
hours. 

Respondents  were  also  asked  to  list  the  approxi-  I 
mate  number  of  hours  attended  at  sessions  or  ac-  I 
tivit.ies  that  were  not  part  of  a planned  program  or 
not  sponsored  by  accredited  organizations. 
Ninety-two  percent  of  the  physicians  who  returned 
their  questionnaires  responded  to  this  question. 
Thirty-three  percent  of  those  who  replied  attended 
0 to  20  hours,  22  percent  attended  21  to  40  hours,  and 
45  percent  attended  more  than  41  hours.  The  rea-  j 
sons  for  attendance  at  t hese  nonaccredited  courses  ; 
were  not  ascertained. 

Physicians  were  then  asked  to  determine  the 
greatest  number  of  hours  given  to  specific  accredited 
('ME  activities,  and  a determination  was  made  of  j 
those  ('ME  activities  that  were  most  utilized.  These 
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TABLE  I.  Categories  in  which  the  greatest  number  of 
hours  were  spent  by  physicians  in  each  CME  activity  in 
a one-year  period 


CMK  Activity 

Percent  of 
Physicians 

Self  instruction  (reading,  tapes,  and  so  forth) 

38 

Local  hospital  case  presentations  and  conferences 

16 

Teaching  or  lecturing  health  professionals 

12 

(physicians,  nurses,  physical  therapists,  and  so 
forth) 

Attending  didactic  courses  or  symposia  within  the 

10 

region 

Attending  courses  and  symposia  outside  the 

9 

region 

Educational  meetings  of  state  or  national 

9 

specialty  societies 

Self-assessment  examination 

4 

Attending  courses  and  symposia  outside  the 

1 

United  States 

Patient  care  audit.  PSRO,  peer  review 

1 

Films 

1 

Local  society  scientific  meetings 

0 

are  summarized  in  Table  I. 

Types  of  CME  activity.  When  asked  to  delin- 
eate which  CMK  activities  were  considered  most  and 
which  least  useful,  the  responses  obtained  were  found 
to  be  most  informative  to  the  investigators.  The 
findings  are  summarized  in  Table  II. 

Thirty-eight  percent  of  the  physicians  surveyed 
spent  the  major  portion  of  their  CMK  time  utilizing 
j self-instructional  tapes  or  reading,  but  only  37  per- 
cent of  all  physicians  felt  that  this  was  the  most  ef- 
fective way  of  learning;  16  percent  considered  this  to 
be  the  least  useful.  From  invited  comments  by  the 
physicians  surveyed,  it  seems  probable  that  this 
learning  model  is  utilized  because  it  is  readily  avail- 
able, easy  to  use,  costs  little,  and  is  least  disruptive 
to  practice  patterns. 

Sixteen  percent  of  the  physicians  in  this  survey 
spent  the  major  portion  of  their  CMK  time  at  local 
hospital  case  presentations  and  conferences.  The 
highest  proportion  of  respondents  considered  this 
form  of  educational  activity  to  be  the  least  useful 


modality  for  learning.  It  may  be  surmised  that  this 
activity  is  one  in  which  many  physicians  have  to  take 
part  because  of  the  requirements  associated  with 
their  hospital  appointments. 

Patient  care  audits,  PSRO  (Professional  Stan- 
dards Review  Organization),  and  peer  reviews  were 
specifically  referred  to  by  physicians  replying  to  the 
questionnaire.  Not  one  physician  surveyed  con- 
sidered this  activity  useful  for  CME,  and  6 percent 
of  respondents  specifically  commented  that  it  was  the 
least  usef  ul  CME  activity  in  which  they  took  part.  It 
is  evident  that  the  educational  component  of  these 
forms  of  auditing  and  review  are  not  appreciated. 

Although  10  percent  of  the  physicians  surveyed 
attended  didactic  lectures  within  the  region  as  their 
major  CMK  activity,  only  15  percent  felt  that  it  was 
the  most  useful,  and  9 percent  considered  it  least 
useful.  From  the  comments  returned,  it  was  evident 
that  the  quality  of  the  programs  presented  in  the  area 
was  highly  variable. 

Twelve  percent  of  the  physicians  replying  spent 
a major  portion  of  their  CMK  time  teaching  health 
professionals,  but  only  4 percent  felt  that  the  prep- 
aration for  these  teaching  programs  was  an  effective 
learning  activity,  and  8 percent  considered  this  to  be 
the  least  effective. 

It  is  surprising  to  note  that  both  films  and  local 
society  scientific  meetings  were  utilized  by  none  of 
the  respondents  as  a major  CMK  activity.  Physi- 
cians surveyed  did  not  consider  either  ( 1 ) films  or  (2) 
local  medical  society  scientific  meetings  to  be  the 
most  useful  form  of  CME,  and  both  were  considered 
to  be  the  least  useful  by  2 and  14  percent,  respec- 
tively. 

Evaluation  of  effect  of  CME  activities.  Sev- 
enty-six percent  of  physicians  who  attended  CME- 
accredited  programs  participated  in  some  form  of 
program  evaluation.  Further,  64  percent  felt  that 
their  CME  activities  resulted  in  a change  in  the 
methods  they  used  to  treat  their  patients;  36  percent 
did  not. 

Extramural  activities.  The  questionnaire  in- 


TABLE  II.  CME  activities 


CME  Activities  Considered  Most  Useful 

Percent 

CME  Activities  Considered  Least  Useful 

Percent 

Self-instruction  (reading,  tapes,  and  so  forth) 

37 

Local  hospital  case  presentations  and  conferences 

20 

Educational  meetings  of  state  or  national  specialty 

18 

Self-instruction  (reading,  tapes,  and  so  forth) 

16 

societies 

Attending  didactic  courses,  symposia  within  region 

15 

Local  society  scient  ific  meetings 

14 

Attending  courses  and  symposia  outside  region  in 

12 

Attending  didactic  courses,  symposia  within  region 

9 

United  States 

Local  hospital  case  presentations,  conferences 

10 

Attending  courses  and  symposia  outside  the  region  in 
LInited  States 

9 

Self-assessment  examination 

4 

Educational  meetings  of  state  or  national  specialty 
societies 

8 

Teaching  or  lecturing  health  professionals  (physicians. 

4 

Teaching  or  lecturing  health  professionals 

8 

physical  therapists,  nurses,  and  so  forth) 

Patient  care  audit.  PSRO,  peer  review 

0 

Self-assessment  examination 

6 

Attending  courses  and  symposia  outside  the  United 

0 

Patient  care  audit,  PSRO.  peer  re\  iew 

6 

States 

Local  scientific  meetings 

0 

Films 

2 

Films 

0 

Attending  courses  and  symposia  outside  United 
States 

2 
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eluded  a request  for  information  in  respect  to  recre- 
ational activities.  These  activities  included  spon- 
sored tours,  honorary  memberships  in  clubs  (golf, 
athletics,  and  so  forth),  concerts,  and  sporting  events. 
Respondents  were  asked  ifCME  programs  would  be 
more  attractive  if  they  were  scheduled  to  allow  par- 
ticipants time  to  avail  themselves  of  these  activities. 
Fifty  percent  of  the  respondents  considered  this 
would  enhance  the  program,  12  percent  felt  it  would 
make  the  program  less  attractive,  and  38  percent  felt 
that  it  would  make  no  difference.  However,  when 
asked  if,  under  these  circumstances,  participants 
would  be  inclined  to  bring  their  wives  and/or  families, 
82  percent  replied  in  the  affirmative,  14  percent  in 
the  negative,  and  4 percent  did  not  reply. 

Consensus  of  CME  format.  The  overwhelming 
preference  for  the  format  of  CME  appeared  to  he  for 
didactic  presentations  with  a few  requests  for 
workshops.  Few  physicians  felt  that  round-table 
conferences  or  question-and-answer  periods  were 
useful,  and  no  one  wanted  films. 

Orientation  of  program.  Thirty-two  percent  of 
physicians  surveyed  showed  a preference  for  pro- 
grams that  were  purely  practice  oriented,  but  68 
percent  wanted  a broader  educational  experience. 
Ninety-six  percent  of  the  respondents  were  in  favor 
of  a basic  and  clinical  information  mixture  in  didactic 
presentation. 

Comments.  A number  of  interesting  observations 
emerged  when  physicians  were  invited  to  comment 
on  their  experiences  with  CME  activities.  Forty 
respondents  submitted  detailed  replies: 

1.  'There  was  great  concern  that  programs  should 
be  of  the  highest  quality.  It  was  suggested  that  an  or- 
ganization specify  and  be  responsible  for  ensuring  spe- 
cific quality  criteria  for  CME  programs.  These  crite- 
ria should  he  met  by  all  program  directors  and  speak- 
ers. Program  quality  was  felt  to  be  highly  variable 
with  many  poor  presentations  of  doubtful  value. 

2.  The  majority  opinion  indicated  that  locally 
sponsored  CME  programs  were  preferred  over  pro- 
grams outside  the  region,  including  exotic  cruises,  be- 
cause they  were  much  less  expensive  for  the  partici- 
pants, and  less  time  was  required  away  from  practice. 

3.  There  was  a preference  for  programs  on  one  day 
during  the  week  or  over  a whole  weekend. 

4.  'The  subject  matter  in  CME  programs  should  be 
specific  and  detailed  rather  than  broad  and  superfi- 
cial. 

5.  There  should  be  some  form  of  immediate  and 


long-term  assessment  to  determine  the  benefits  of  the 
program  to  the  participants  in  their  practice.  Sugges- 
tions included  a short,  nonthreatening  pre-  and  post- 
test with  some  system  of  follow-up  assessment  at  a 
later  time. 

6.  Particular  concern  was  exhibited  over  CME  ac- 
tivities in  nonteaching-,  nonuniversity-affiliated  hos- 
pitals. Many  physicians  wanted  these  programs 
upgraded  and  developed  by  a CME-accredited  organi- 
zation. 

It  is  important  for  program  planners  to  be  aware 
that  in  a survey  of  attendees  at  university-sponsored 
CME  programs,  an  average  of  50  percent  of  the  par- 
ticipants  were  allied  health  professionals.  This 
finding  is  surprising  since  almost  all  the  programs 
were  oriented  almost  solely  toward  physician  par- 
ticipation. There  is,  therefore,  a responsibility  on 
the  part  of  program  organizers  to  conform  to  the 
needs  of  this  large  segment  of  their  audiences.  It 
may,  therefore,  be  useful  to  CME  directors  and 
continuing-education  directors  for  allied  health 
professionals  to  survey  nonphysician  participants  to 
determine  why  these  programs  appear  to  meet  their 
needs. 

Summary 

A selective  survey  of  physicians  practicing  in  the 
northwest  region  of  New  York  State  was  carried  out 
to  determine  some  of  their  preferences  and  needs  for 
CME  (Continuing  Medical  Education)  and  for  a 
preferred  format.  The  survey  instrument  used  was 
a postal  questionnaire.  Of  the  145  physicians  sur- 
veyed, 60.7  percent  responded.  A preference  was 
expressed  for  local  CME  programs  of  high  quality. 
Considerable  criticism  was  leveled  at  many  programs 
both  locally  and  nationally  for  the  variability  of 
quality  that  respondents  encountered.  There  was 
support  for  an  association  between  CME  activity  and 
State  licensure.  The  didactic  lecture  format  was 
preferred  for  CME,  and  should  contain  both  basic 
and  clinical  information.  It  is  noted  that  a signifi- 
cant proportion  of  participants  at  many  university- 
sponsored  CME  programs  were  allied  health  pro- 
fessionals. 
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ments. Our  thanks  are  due  to  the  committee  on  continuing 
medical  education  of  the  Connecticut  State  Medical  Society  for 
their  assistance  in  formulating  the  questionnaire. 
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Generic  Drug 
Substitution  Law 

Open  Letter  from  Attorney  Genera! 
Robert  Abrams 

Dear  Doctor: 

As  you  know  the  cost  of  prescription  drugs 
today  is  enormous — over  $8  billion  annually  na- 
tionwide. 

New  York’s  generic  drug  substitution  law  is  a 
vital  consumer  protection  law  designed  to  save 
consumers  money  on  prescription  drugs.  The 
law  requires  a pharmacist  to  substitute  a less  ex- 
pensive drug  when  a physician  has  permitted 
such  substitution  by  signing  his  name  over  the 
preprinted  “substitution  permissible”  signature 
line  on  the  prescription  form. 

Recent  reviews  of  prescriptions  received  by 
pharmacists  show  that  many  physicians  do  not 
sign  the  prescription  form  over  the  “substitution 
permissible”  signature  line  and  thereby  prevent 
pharmacists  from  substituting  a less  expensive 
drug. 

I urge  all  physicians  to  consider  the  cost-sav- 
ing benefits  to  their  patients  when  generic  drugs 
are  prescribed  and  to  sign  the  prescription  form 
over  the  “substitution  permissible”  line  when- 
ever possible. 

Cordially, 

ROBERT  ABRAMS 

Attorney  General 

State  of  New  York  Department  of  Law 

Comment 

The  members  of  the  Medical  Society  of  the  State 
of  New  York  are  very  much  interested  in  eliminating 
unnecessary  costs  in  the  delivery  of  health  care  and 
are  actively  engaged  in  developing  measures  that  will 


lead  to  the  most  effective  use  of  the  dollars  expended 
on  health  care,  provided  that  none  of  these  measures 
result  in  a lowering  of  the  quality  of  medical  care 
available  to  and  afforded  the  public. 

Two  measures  that  could  lead  to  a wider  use  of 
generic  drugs  should  be  considered. 

The  first  is  to  conduct  controlled,  scientifically 
valid  studies  to  establish  conclusively  that  generic 
drug  substitutes  are  equivalent  in  bioavailability  and 
therapeutic  equivalence.  Disturbing  reports  have 
appeared  in  scientific  medical  literature  that  seri- 
ously question  whether  or  not  all  generic  drugs  ap- 
proved by  the  FDA  do,  in  fact,  satisfy  these  criteria. 
In  the  face  of  such  doubts,  it  is  understandable  that 
physicians  will  be  reluctant  to  authorize  drug  sub- 
stitutes for  medications  with  which  they  are  familiar 
by  experience.  The  necessary  studies  do  entail  ex- 
penditure of  money  and  delays,  but  these  are  small 
prices  to  pay  when  one  is  primarily  concerned  with 
providing  the  very  best  available  drug  to  an  ill  pa- 
tient. 

A second  major  deterrent  to  physicians’  readily 
agreeing  to  generic  drug  substitution  is  the  question 
of  their  liability  if  a substitute,  of  which  they  have 
insufficient  knowledge  and  no  control  in  choice, 
should  prove  to  be  ineffective  for  the  purpose  in- 
tended, and  the  patient  suffers  thereby.  Our  Society 
has  had  correspondence  with  both  the  State  and 
Federal  governments  to  determine  the  limitations  of 
a physician’s  liability,  and  the  responses  have  been 
equivocal.  It  is  our  interpretation,  as  the  law  now 
stands,  that  the  physician  may  still  be  liable.  An 
unequivocal  statement  of  acceptance  of  complete 
liability,  by  either  the  Federal  or  State  government, 
in  the  event  of  untoward  effects  developing  solely 
from  the  use  of  a generic  drug  substitute,  such  as  was 
promulgated  for  the  swine  flu  immunization  pro- 
gram. could  remove  this  anxiety  from  the  physician’s 
mind  and  encourage  wider  use  of  generic  substitu- 
tion. 

There  is  a basic  principle  to  be  stressed  in  the 
consideration  of  this  subject,  namely,  that  no  law 
should  curb  the  professional  judgment  of  a physi- 
cian in  the  treatment  of  his  patient.  Years  of  in- 
tensive schooling  and  training  mark  the  education 
of  a physician  and  his  licensure.  It  is  such  training 
that  establishes  the  physician  as  the  one  best  able  to 
determine  the  most  effective  means  of  therapy  for  the 
individual  problems  of  a particular  patient.  It  is  to 
be  hoped  that  no  inadequate  substitute  for  this 
professional  judgment,  based  solely  on  cost,  will  ever 
be  enacted.  A. A. A. 
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Hospice  care  in  the  United  States  represents  a 
revolutionary  approach  in  the  care  and  treatment  of 
the  dying.  States  such  as  California  and  New  York 
have  recognized  the  need  of  establishing  legislation 
to  integrate  and  certify  this  type  of  care  as  a legiti- 
mate form  of  health  care  within  the  states.  On  the 
Federal  level,  interest  in  hospice  care  has  also  been 
manifested.  HEW  (the  Department  of  Health, 
Education,  and  Welfare)  has  set  up  guidelines  for 
those  interested  in  establishing  demonstration 
projects.  To  ease  the  financial  burden  of  organizing 
such  a program,  the  Department’s  HCFA  (Health 
Care  Financing  Administration)  has  waived  certain 
Medicare  requirements.  This  article  will  have  a twin 
focus  on  the  New  York  State  Hospice  Law  and  the 
guidelines  set  forth  by  HEW.  The  second  will  ex- 
amine the  implementation  of  this  program  on  the 
local  level. 

New  York  State  Hospice  Law  and  HEW 
guidelines  for  hospice  demonstration  projects 

On  August  7, 1978,  New  York  State  Gov.  Hugh  L. 
Carey  signed  into  law  a bill,  sponsored  by  Sen.  H.  T. 
Farley,  which  amended  the  Public  Health  Law  for 
the  purpose  of  .establishing  demonstration  programs 
for  hospices.  The  main  objective  of  the  law  is  to  es- 
tablish pilot  hospices  in  New  York  State  with  the 
intent  of  eventual  licensure. 

The  law  amends  Section  2801  of  the  Public  Healt  h 
Law  by  adding  t he  definition  of  hospice.  This  sys- 
tem of  care  for  dying  is  defined  as: 

a coordinated  program  of  home  and  in-patient  care 
which  treats  the  terminally  ill  patient  and  family  as  a 
unit,  employing  an  interdisciplinary  team  act  ing  under 
the  direction  of  an  autonomous  hospice  administra- 


tion. The  program  provides  palliative  and  supportive 
care  to  meet  the  special  needs  arising  out  of  physical, 
psychological,  spiritual,  social,  and  economic  stresses 
which  are  experienced  during  the  final  stages  of  illness, 
and  during  dying  and  bereavement.1 

The  law  goes  on  to  emphasize  the  pivotal  impor- 
tance of  home  care  by  stating  that  “the  hospice 
demonstration  program  shall  consist  of  three  hospice 
models,  one  each  to  evaluate  the  hospice  program  of 
homecare  with  back-up  in-patient  beds  provided: 
(a)  in  a special,  autonomous  unit  of  a general  hospital 
or  of  a nursing  home;  (b)  in  a free-standing  hospice 
facility;  and  (c)  in  whatever  unit  of  a general  hospital 
to  which  the  patient  may  be  admitted.”2 

The  Public  Health  Council  was  charged  with  the 
duty  of  directing,  establishing,  and  choosing  the 
demonstration  pilot  programs  with  the  purpose  of 
evaluating  the  programs  and  aiding  in  the  eventual 
certification  of  these  programs  in  the  State.  These 
programs  will  commence  in  January,  1980,  for  a pe- 
riod of  three  years  ending  in  1983. 3 

To  expedite  the  establishment  of  these  pilot  pro- 
grams, hospices  are  exempted  from  the  certificates 
of  need  which  are  in  Article  28  of  the  Public  Health 
Law.  Other  waivers  regarding  the  provisions  of  the 
Public  Health  Law  are  left  to  the  discretion  of  the 
commissioner  of  health.  Only  hospices  which  are 
part  of  the  pilot  program  will  be  established  prior  to 
June  1,  1983. 2 

The  law  does  not  include  any  monetary  reim- 
bursement. Individuals  or  organizations  wishing  to 
participate  in  the  program  will  have  to  depend  on 
private  funding. 

The  Department  of  Health,  Education,  and  Wel- 
fare has  recognized  the  need  for  total  care  of  the 
dying  which  encompasses  “social,  psychological, 
medical  and  spiritual  services.”4  In  the  guidelines 
formulated  by  HEW,  great  emphasis  is  placed  on 
home  care.  Specialized  services  offered  by  physi- 
cians, nurses,  social  workers,  and  so  forth,  are  given 
in  the  home  setting  “in  order  to  enable  the  terminally 
ill  patient  to  remain  at  home  in  the  company  of 
family  and  friends  as  long  as  possible.”4  Only  when 
the  family  members  need  a respite  from  the  constant 
care  and  pain  and  symptom  control  must  be  moni- 
tored closely  do  inpatient  hospice  settings  prove  to 
be  a necessity.4  HEW  has  set  up  specific  objectives 
for  conducting  demonstration  project  sites.  These 
objectives  are:  ( 1 ) to  identify  the  level  of  care  hos- 
pice services  provided  in  the  home  and  inpatient 
settings;  (2)  to  evaluate  the  various  hospice  settings; 
(3)  to  compare  the  cost  of  hospice  care  among  the 
various  modes;  (4)  to  identify  various  methods  of 
reimbursement;  (5)  to  evaluate  and  compare  the  level 
of  care  within  hospice  with  the  care  provided  in 
hospitals  and  nursing  homes  regarding  the  terminally 
ill;  (6)  to  evaluate  the  effect  hospice  care  will  have  on 
Medicare  and  Medicaid  programs;  and  (7)  to  deter-l 
mine  what  changes  will  he  noticeable  in  the  health 
care  system  due  to  hospice  care.4 
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TABLE  I.  Hospice  services 


To  participate  in  the  demonstration  programs,  the 
following  characteristics  must  he  present:  (1)  the 
family  and  patient  comprise  the  unit  of  care;  (2) 
symptom  control  is  emphasized;  (3)  the  program  is 
physician-directed;  (4)  an  interdisciplinary  team 
provides  round-the-clock  medical  and  nursing  care; 
(5)  bereavement  counseling  is  given  to  the  family 
after  the  patient’s  death;  (6)  home  health  care  must 
he  provided;  (7)  or  in  addition  to  home  care  the  pro- 
gram must  have  the  capability  of  providing  institu- 
tional services  which  may  substitute  for  acute  hos- 
pital care;  (8)  the  program  should  he  certified  as  a 
home  health  agency  and  participate  in  Medicare  or 
have  a contractual  arrangement  with  a participating 
home  health  agency  for  the  purpose  of  providing 
home  health  services  covered  by  Medicare;  and  (9) 
the  hospice  must  provide  services  directly  or  under 
arrangements  with  providers  of  service  participating 
in  the  Medicare/Medicaid  program.4 

The  HEW  guidelines  recognize  the  special  char- 
acter of  hospice  care  in  the  section  on  Medicare 
waivers.  These  waivers  are  divided  into  two  groups: 
in-home  hospice  care  and  inpatient  hospice  care. 
Since  pain  relief  and  symptom  control  are  major 
objectives  of  the  program,  there  is  a waiver  of  the 
exclusion  of  palliative  drugs  “medically  recognized 
and  accepted";  “HCFA  will  determine  on  an  indi- 
vidual hospice  basis  whether  coverage  and  reim- 
bursement will  extend  to  prescription  drugs  such  as 
antiemetics,  antidepressants,  and  steroids.”5  The 
reasons  behind  this  restriction  are  unclear  in  view  of 
the  fact  that  symptom  control  and  pain  relief  may  at 
times  require  routine  use  of  such  drugs.  It  seems  to 
overlook  the  realities  of  comprehensive  terminal 
care.6 

The  other  waivers  more  adequately  take  into  ac- 
count the  special  features  of  hospice  care,  especially 
the  built-in  flexibility.  Flexibility  is  an  essential 
quality  of  any  program  which  cares  for  patient  and 
family  as  a unit.6  It  is  a feature  of  the  hospice  pro- 
gram, which  is  not  always  possible  within  present 
institutional  systems  and  approaches  and  which  is 
not  adequately  recognized  by  reimbursement  poli- 
cies. Primary  focus  on  home  care,  in  itself,  demands 
a readiness  to  meet  the  needs  of  patient  and  family 
when  and  where  they  arise.  Routines  and  schedules 
take  second  place.  This  challenges  the  staff  to  make 
the  transition  from  inpatient  care  to  home  care  as 
smooth  as  possible.  The  objective  is  home  care  with 
inpatient  service  as  a backup.  This  requires  con- 
tinuous availability  of  the  staff  to  provide  support  in 
home  care  whenever  needed  and  also  to  assess  de- 
velopments which  may  indicate  the  need  for  inpa- 
tient service.  When  conditions  demand,  there 
should  be  an  easy  movement  between  inpatient  and 
home  care.  Some  of  the  present  regulations  militate 
against  such  freedom  of  movement.  The  waivers,  as 
well  as  New  York  State  legislation,  recognize  the 
special  nature  and  scope  of  hospice  care  with  their 
emphasis  on  home  care  and  the  autonomy  of  hospice 
vis-a-vis  other  modes  of  care.  Table  I demonstrates 


Type  of 
Service 

and  Goals  Waivers 


In-home 

Flexible  care 


Custodial  home  care — 
volunteers  and  familial 
care 


Services  of  professional 
team  treating  family  and 
patients  as  a unit  of  care 


Pain  relief 


Economic  st  ress  relief 


Inpatient 

Economic  stress 


(Cl 


( 1 ) Regarding  “home-hound” 
requirement  for  home 
health  services;  (2) 
regarding  new  plan  of 
treatment  for  patient 
following  discharge  from 
institutional  setting;  (3) 
regarding  restriction  on 
reimbursements  for  visits 
made  to  patient  by  hospice 
team  after  readmittance; 

(4)  regarding  three-day 
prior  hospital  stay,  and 
other  time  limits  regarding 
hospital  or  nursing  home 
stays. 

( I ) Regarding  skilled  nursing 
requirement  for  custodial 
level  of  care;  (2)  regarding 
utilization  of  home  health 
benefits  without  necessity 
of  skilled  nursing  care, 
physical  therapy,  or  speech 
therapy. 

( 1 ) Regarding  coverage  of  in- 
home  hospice  services 
under  Part  A of  Medicare 
home  health  benefit  with 
no  numerical  limits;  (2) 
regarding  limitations  on 
reimbursement  for  visits  by 
professional  team  to 
hospice  patients  and 
family;  (3)  regarding 
bereavement  counseling  to 
family  by  qualified 
individual. 

Regarding  use  of  palliative 
drugs  and  their 
reimbursement  under 
Medicare. 

Regarding  current  Medicare 
cost-reimbursement 
principles  for  hospice 
service  if  respondent 
proposes  and  HCFA 
accepts  alternative 
reimbursement  system.5 

If  HCFA  accepts 

respondent’s  proposal  for 
alternative  reimbursement 
system,  waivers  regarding 
current  Medicare  cost 
reimbursement  principles 
for  services  provided  in 
acute  care  facility  or 
nursing  home  will  be 
provided;  (2)  regarding 
level  of  care  requirements 
which  must  be  met  before 
patient  receives  covered 
institutionalized  services; 
(3)  regarding  applicable 
coinsurance  and 
deductibles  approved 
during  demonstration. 

i ucd) 
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TABLE  I.  ( continued) 


Flexible  care  Regarding  patient’s  stay  in 

nursing  home  or  hospital, 
transfer,  and  limitations  of 
“benefit  period”  for 
admission  and  coverage  of 
services  provided  by 
inpatient  hospice.5 


how  the  waivers  can  be  aligned  with  the  main  goals 
of  hospice  care. 

Although  the  New  York  State  Law  and  the  HEW 
guidelines  provide  the  opportunity  for  those  inter- 
ested to  formulate  and  establish  these  programs,  they 
do  not  guarantee  the  success  of  such  endeavors. 
Whether  hospices  will  prove  to  be  a successful  mode 
of  health  care  depends  on  its  implementation  within 
the  states.  The  law  per  se  is  not  a panacea  for  instant 
success.  The  fate  of  these  innovations  rests  on  the 
local-level  implementers. 

Implementation  of  hospices 
on  local  level 

The  principles  of  hospice  care  can  be  realized  in 
different  settings,  but  it  is  important  to  note  the 
emphasis  on  home  care  in  the  hospice  program  and 
in  the  writings  of  its  proponents.  This  is  reflected 
in  the  New  York  State  legislation  and  HEW  guide- 
lines. The  models  of  inpatient  service  proposed  by 
the  New  York  law  are  designed  to  serve  as  a support 
to  patient  and  family  whenever  needed.  Whether 
inpatient  service  be  in  a hospital,  St.  Luke’s  Hospice 
in  New  York,  or  in  a freestanding  facility.  New  Haven 
Hospice  in  Connecticut,  or  in  a remodeled  floor  of  the 
Washington  Home  for  Incurables,  planned  by  the 
Lombardi  Cancer  Center  at  Georgetown  University, 
the  programs  are  all  strong  on  home  care.  It  is  the 
primary  concern  from  the  outset.  This  fact  might 
be  overlooked  by  some  administrators  who  might  see 
hospice  care  as  a way  of  utilizing  their  facilities  to  the 
fullest.  It  would  he  unfortunate  if  the  hospice  pro- 
gram is  sidetracked  onto  an  institutional  route.  The 
main  issue  is  not  what  kind  of  inpatient  model  is  used 
but  rather  whether  the  model  embrances  the  features 
and  goals  of  hospice  care.  Home  care,  control  of  pain 
in  a comprehensive  way,  treatment  of  patient  and 
family  as  a unit,  and  bereavement  counseling  are 
significant  features  which  must  be  preserved.  The 
main  goals  are7:  ( I)  to  relieve  the  patients  of  their 
chronic  pain  and  to  ease  their  emotional,  social, 
economic,  and  spiritual  stresses.  Because  the  family 
also  experiences  similar  stresses,  they  too  need  sup- 
port. Although  the  family  members  do  not  suffer 
from  the  same  chronic  pain,  they  do  experience  a 
constant  pain  of  helplessness  and  hopelessness.  This 
can  be  as  devastating  to  their  physical  and  emotional 
well-being  as  the  chronic  pain  is  to  the  patient;  (2)  to 
assist  the  patient  in  retaining  his  or  her  self-dignity 
as  death  approaches,  and  (.‘5)  to  assist  the  family  in 


FIGURE  1.  Hospice,  Inc.,  organization  chart.  (A)  Admin- 
istration. (B)  Medicine  and  nursing. 


overcoming  the  stress  and  emotional  pain  felt  after 
t he  patient’s  death. 

To  accomplish  these  goals,  a qualified  interdisci- 
plinary team  composed  of  physicians,  social  workers, 
nurses,  pharmacist,  psychologists,  and  psychiatrist 
must  be  organized.  A strong  home  care  program 
utilizing  this  professional  team  is  essential  in  aiding 
the  patient  and  family  both  at  home  and  at  the  in- 
patient facility.  Trained  volunteers  also  play  an 
important  role  in  assisting  the  professional  team  and 
in  reducing  the  economic  cost  of  hospice  care. 

Staff  training.  An  educational  program  for  the 
training  of  the  interdisciplinary  team  should  be  one 
of  the  major  objectives  in  organizing  a hospice  pro- 
gram.7 The  extent  to  which  the  staff  is  imbued  with 
the  hospice  concept  will  determine  the  success  of  the 
program.  The  New  Haven  group  has  outlined  seven 
objectives  in  establishing  an  educational  program. 
Each  team  member  should  receive:  (1)  an  under- 
standing of  the  hospice  philosophy,  goals,  and  his- 
toric background;  (2)  a knowledge  of  the  type  of  pain 
control  and  therapeutics  used  and  the  rationale  for 
their  use;  (3)  an  experience  in  working  as  an  inter- 
disciplinary in  patient  and  family  care;  (4)  an  un- 
derstanding of  group  and  behavioral  dynamics;  (5) 
knowledge  of  the  practices  and  regulations  of  the 
particular  hospice;  (6)  an  opportunity  to  observe  and 
participate  in  family/patient  care  skills  in  the  home; 
and  (7)  an  awareness  of  the  community  resources  and 
various  existing  health  programs  within  the  com- 
munity.7 

Organizational  structure  of  hospice  program. 

Figure  1 represents  the  organizational  structure  of 
the  New  Haven  Hospice  Program.7  It  provides  those 
interested  in  developing  a hospice  program  with  an 
excellent  diagram  of  how  one  type  of  hospice  can  be 
organized.  It  also  lends  itself  to  modifications  for 
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establishing  other  types  of  hospice  models. 

Open  communication  with  State  Health  De- 
partment. In  establishing  hospices  within  states, 
it  is  important  to  keep  the  lines  of  communication 
open  between  the  members  of  the  State  Health  De- 
partment and  groups  or  organizations  working  to 
implement  hospices  on  a local  level. 

Once  the  New  York  State  Bill  was  passed  on  the 
legislative  level,  the  Public  Health  Council  was 
charged  with  the  duty  of  setting  up  guidelines  and 
standards  for  the  establishment  of  pilot  programs 
within  the  State.  Members  of  the  State  of  New  York 
Health  Systems  and  Management  office  of  the  health 
department  organized  advisory  committees  com- 
posed of  those  individuals  interested  in  forming 
hospices  on  the  local  level.  The  Office  of  Health 
Systems  and  Management  has  used  these  com- 
mittees in  obtaining  valuable  input  for  formulating 
their  guidelines  and  standards.  This  avoids  the 
pitfall  of  the  States  establishing  guidelines  and 
standards  which  are  inconsistent  with  the  hospice 
concept  and  goals. 

Lack  and  Buckingham"  have  identified  two  areas 
of  concern  in  creating  and  staffing  a hospice  program: 
(1)  "the  status  quo  for  terminal  care  in  the  American 
medical  community”;  and  (2)  “the  problem  of  fitting 
hospice  into  the  bureaucratic  maze  of  American 
health  care  without  changing  its  purposes  and  na- 
ture.” 

These  two  aspects  can  become  a stumbling  block 
in  effectively  and  efficiently  implementing  hospice 
programs. 

Fortunately  some  groups  who  have  started  the 
groundwork  of  starting  hospice  programs  in  New 
York  State  have  found  that  these  two  aspects  are  not 
a serious  impediment.  Some  members  of  the  med- 
ical profession  who  deal  on  a daily  basis  in  treating 
terminal  patients  have  applauded  the  hospice  con- 
cept as  a long-awaited  alternative  in  caring  for  the 
dying  and  have,  on  individual  bases,  employed  the 
hospice  concept  of  caring  for  the  dying  in  their 
treatment  of  the  terminal  patient.  The  second  area 
has  been  alleviated  by  the  State  of  New  York  Health 
Department  in  having  their  staff  seek  the  advice  of 
local  hospice  groups  in  formulating  their  standards 
and  guidelines. 


Conclusion 

Hospice  care  has  made  a solid  advance  in  our 
health  care  system.  Whether  hospice  care  is  here  to 
stay  depends  on  two  factors.  First,  the  bureaucratic 
structure  must  be  willing  to  change  some  of  the  cer- 
tification, reimbursement  plans,  and  certain  aspects 
of  Medicare  and  Medicaid  to  accommodate  this  new 
mode  of  care.  Second,  local  implementers  must  be 
diligent  in  seeing  that  this  hospice  care  represents  a 
high  quality  of  care  encompassing  the  true  hospice 
concept  and  goals.  If  the  aforementioned  two  factors 
are  accomplished,  hospice  care  will  prove  to  be  a 
necessary  and  valuable  component  of  our  health  care 
system: 

The  hospice,  obviously,  is  an  idea  whose  time  has  come 
in  our  culture.  For  this  reason,  it  is  important  that  its 
characteristics  should  he  clearly  understood  by  the 
general  public  as  well  as  the  professionals  involved. 
Here  we  are  not  dealing  with  a casual  fad  on  a matter  of 
fashion.  Instead,  we  are  dealing-quite  literally-with 
matters  of  life  and  death  and  with  moral  issues  that 
will  affect  every  one  of  us,  directly  or  indirectly  as  time 
goes  on.H 

It  is  hoped  that  the  New  York  State  legislature 
and  HEW  guidelines  will  help  to  promote  the  im- 
plementation of  the  principles  of  hospice  and  even- 
tually lead  to  their  integration  into  our  health  care 
system. 

346  N.  Ellicott  Street 
Williamsville,  New  York  14221 
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An  understanding  of  the  oncology  services  in  the 
United  States  should  begin  with  a general  consider- 
ation of  the  principle  of  pluralism  in  the  advance  of 
medicine.  The  initial  National  Cancer  Act  of  1971 
established  in  the  United  States  a national  cancer 
program  committed  to  coordinating  public  and  pri- 
vate cancer  activities  and  promoting  the  application 
of  the  latest  cancer  knowledge  to  the  delivery  of 
services.  The  fact  that  this  national  cancer  program 
was  required  to  pursue  the  integration  of  efforts  and 
the  utilization  of  advances  within  a complex  matrix 
of  independent  participants,  rather  than  through 
designated  sources  of  care  or  mandated  standards  of 
care,  is  very  revealing.  One  contributing  factor  in 
this  approach  in  the  United  States  for  the  present 
time  is  the  national  conviction  that  most  health  af- 
fairs still  favor  private  enterprise.  These  broad 
philosophic  considerations  certainly  shape  the 
framework  of  oncology  services  in  the  United  States, 
but  they  are  beyond  the  scope  of  this  talk  on  ad- 
vances in  medicine. 

Pluralistic  delivery  system 

First  let  us  provide  an  outline,  appearing  in  Table 
I,  of  the  American  medical  system  in  which  oncology 
services  are  framed.  Promotion  of  public  health 
awareness  has  been  largely  voluntary.  The  general 
outline  of  oncology  services  in  the  United  States  fits 
this  medical  management  framework.  Cancer  ed- 
ucation efforts,  for  example,  on  the  early  warning 
signs  of  cancer,  may  expend  far  more  energy  on  de- 
vising means  to  attract  a voluntary  audience  or  to 
reach  a target  group  than  on  substance  of  the  mes- 
sage. The  public  is  under  no  mandate  to  document 
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by  The  Royal  Society  of  Medicine  and  the  Royal  Society  of 
Medicine  Foundation,  Inc.,  London,  Kngland,  Inly  28-28,  1978. 
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TABLE  I.  Elements  contributing  to  pluralistic  health 
delivery  system 


Activity 

Structured 

Diverse* 

Health 

Mandatory; 

Voluntary; 

education 

national 

local  curricula; 

curricula; 

comprehensive 

specific  to  topics 

Detection 

Routine; 

Self-initiated; 

preventive; 

symptomatic; 

subsidized 

uninsured 

Diagnosis 

Family  physicians; 

General  physicians; 

limited 

independent  practices; 

practices; 

diagnostic 

clinics 

emergency  room  visits 

Treatment 

Specialized 

Physician  referral  to 

treatment  centers; 

general 

physician  teams 

hospital; 

physician- initiated 
consult  with  specialists 

Follow-up 

Functional  status 

Utilization  review  of 

registry 

resource 

commitments 

* United  States  delivery  system. 


receipt  of  a Papanicolaou  smear  or  breast  palpation 
in  contrast  to  stipulations  on  inoculations.  For  ex- 
ample, with  regard  to  screening  and  detection,  our 
own  institution  undertook  in  1977  a program  to  en- 
courage individuals  exposed  to  irradiation  of  the  head 
and  neck  region  to  seek  a thyroid  examination  from 
their  family  physician.  Within  one  month  our  in- 
stitution had  received  500  requests  from  the  public 
for  examination  at  our  clinic  in  lieu  of  personal 
physician  contact.  In  fact,  over  50  percent  of  these 
individuals  could  not  designate  a personal  physician 
who  should  receive  a copy  of  clinic  findings.  In  New 
York  State,  any  licensed  physician  can  retain  a cancer 
patient  for  treatment.  In  the  more  typical  case,  a 
referral  of  a cancer  patient  to  a specialist  is  common, 
particularly  in  areas  where  surgical  intervention  is 
contemplated.  Approximately  80  percent  of  all 
cancer  cases,  however,  are  managed  by  members  of 
the  medical  staff  of  community-based  general  hos- 
pitals. 

On  March  28,  1976,  an  article  written  by  Donald 
Robinson  entitled  “Does  Your  Doctor  Know  How  To 
Treat  Cancer?”  appeared  in  the  Sunday  magazine 
section  of  newspapers  t hroughout  the  United  States. ; 
The  story  exploited  the  fundamental  concern  as  to 
whet  her  or  not  recent  advances  in  cancer  research  are 
incorporated  rapidly  into  community  oncology  ser- 
vices. The  art  icle  cited  several  cases  at  cancer  cen-l 
ters,  including  Roswell  Park  Memorial  Institute,  one 
of  20  Federally  designated  comprehensive  cancer 
centers,  as  examples  of  potential  benefit  from 
treatment  by  cancer  specialists.  Within  four  days. 
Roswell  Park  had  received  over  380  letters  and  sev- 
eral thousand  phone  calls  from  individuals  whose 
medical  care,  or  the  care  of  their  family  and  friends  I 
had  never  brought  t hem  into  previous  contact  with 
Roswell  Park. 
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TABLE  II.  Response  lo  Roswell  Park  following 
publication  of  “Does  Your  Doctor  Know  How  To  Treat 
Cancer?” 


Question  and  Response 

Number  (Percent) 

Confidence  in  local  physician 

No 

108  (9) 

Yes 

190(16) 

Seeking  confirmation 

868 (74) 

Request  to  Roswell  Park 

Information 

591  (54) 

Second  medical  opinion 

194  (18) 

Referral 

309  (28) 

This  incident  clearly  indicates  lay  concern  over 
community  oncology  services.  The  material  in  Table 
II  is  also  presented  to  indicate  more  specif  ically  the 
nature  of  this  concern.  We  have  analyzed  the 
eventual  response  of  1.166  contacts  and  found  that 
the  vast  majority  of  concern  arose  from  lay  insecurity 
regarding  cancer  care  rather  than  disillusionment  or 
implication  of  incompetency  in  community  physi- 
cians. Only  9 percent  of  the  responses  made  direct 
reference  to  lay  skepticism  toward  their  physician, 
whereas  16  percent  voluntarily  expressed  confidence 
in  their  physician  and  a willingness  to  have  their 
physician  continue  their  future  care.  The  majority 
of  lay  requests,  74  percent,  simply  sought  confirming 
medical  advice  that  management  decisions  to  date 
were  consistent  with  the  latest  cancer  knowledge. 
Reinforcing  this  interpretation  was  the  additional 
fact  that  72  percent  of  the  responses  with  a clear  re- 
quest for  action  sought  only  information  or  advice 
from  a comprehensive  cancer  center  and  proposed 
continued  patient  care  in  the  community  setting. 
Only  28  percent  requested  an  appointment  at  the 
center.  The  interpretation  of  this  response  is  that 
the  majority  of  American  citizens  prefer  the  contin- 
uation of  oncology  services  in  the  United  States  based 
on  the  present  system  of  delivery  of  patient  care 
through  community  physicians  with  particular 
knowledge  of  the  individual  and  the  local  setting. 
This  reliance  on  a diverse  pluralistic  delivery  system, 
however,  should  be  coupled  with  the  commitment  of 
the  National  Cancer  Act,  noted  earlier,  to  coordinate 
public  and  private  cancer  activities  and  promote  the 
application  of  the  latest  cancer  knowledge. 

History  of  cancer  control  programs 

The  National  Cancer  Act  of  1971  represents  a 
benchmark  in  the  effort  to  control  cancer  in  the 
United  States,  but  one  should  relate  this  emphasis 
to  a notation  of  its  appropriate  place  on  the  historic 
continuum  of  activities.1  In  1898,  Roswell  Park 
Memorial  Institute  received  the  first  government 
support  for  cancer  research  through  a New  York 
State  authorization  for  “the  equipment  and  main- 
r tenance  of  a laboratory  devoted  to  an  investigation 
. into  the  causes,  nature,  mortality  rate,  and  treatment 
• of  cancer.”  In  1913,  a group  of  concerned  private 
citizens  initiated  a public  voluntary  agency  for  the 


FIGURE  1.  Simplified  chart  of  the  National  Cancer  Program 
strategy  submitted  by  the  President  of  the  United  States  to 
Congress  in  October.  1973. 


fight  against  cancer,  the  American  Society  for  the 
Control  of  Cancer.  This  agency  was  instrumental  in 
working  for  the  Federal  establishment  of  the  NCI 
(National  Cancer  Institute),  the  first  of  the  National 
Institutes  of  Health,  in  1937.  A third  major  cancer 
center,  in  addition  to  Memorial  Sloan-Kettering,  the 
M.D.  Anderson  Hospital  for  Cancer  Research,  was 
initiated  in  1941  in  Houston,  Texas.  These  prece- 
dents played  key  roles  in  enactment  of  the  National 
Cancer  Act  of  1971.  The  public  voluntary  agency, 
now  entitled  the  American  Cancer  Society,  led  the 
effort  to  stimulate  a new  Federal  commitment,  and 
the  three  existing  cancer  centers,  Roswell  Park, 
Memorial  Sloan-Kettering,  and  M.D.  Anderson, 
served  as  models  for  formulation  of  new  activities. 

One  of  the  initial  results  of  the  National  Cancer 
Act  of  1971  was  the  formulation  of  a program  plan 
illustrated  in  Figure  1.  The  Cancer  Act  required  the 
director  of  the  National  Cancer  Institute  to  plan  and 
develop  an  expanded,  intensified,  and  coordinated 
cancer  research  program  and  to  submit  to  the  Pres- 
ident each  year  an  updated  five-year  plan.2  It  is 
interesting  to  note  that  this  planning  effort  was  un- 
dertaken through  extensive  participation  of  repre- 
sentatives of  the  professional  community.  Planning 
activities  involved,  from  1971  to  1974,  over  450  rep- 
resentatives of  laboratory  scientists;  research  phy- 
sicians; practicing  physicians,  both  cancer  and  non- 
cancer specialists;  allied  health  professionals;  mem- 
bers of  the  social  sciences;  third-party  insurance 
representatives;  cancer  patients;  and  the  public  at 
large.  The  second  interesting  point  to  note  is  that 
originally  in  1971-1972,  the  cancer  control,  or  service 
intervention,  aspects  of  the  national  cancer  plan  were 
dispersed  among  the  seven  major  cancer  research 
objectives.  In  1974,  however,  a determination  was 
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TABLE  III.  Clinical  advances  in  cancer  knowledge 


Area 

Advances 

Prevention 

Chemical  carcinogenesis;  Ames  test  system; 
less  hazardous  cigarettes;  radiation 
exposure;  diet;  sun  exposure;  genetic 
counseling 

Detection 

Endoscopy;  cytology;  thyroid  screening; 
mammography;  I)ES*  exposure;  oral 
contraception 

Diagnosis 

Biopsy;  CT+  scanning;  ultrasound;  estrogen 
receptor  protein;  biologic  and  radiologic 
markers  (CEA)** 

Treatment 

Chemotherapy 

Drug  development;  high  dose/rescue;  drug 
combinations;  adjuvant  chemotherapy 

Surgery 

Modified  radical  breast  surgery;  bone 
resection;  eliminating  primary  site 

Radiation 

Total  body  irradiation;  hyperthermia; 
photoradiation;  high-energv  particles 

Other 

Immunotherapy;  blood  components; 
hormone  and  enzvme  manipulations 

End-results 

Cures 

Acute  childhood  leukemia;  Hodgkin’s 
disease;  Wilms’  tumor;  histiocytic 
lymphoma;  skin;  testicular  carcinoma; 
embryonal  rhabdomyosarcoma;  Ewing’s 
sarcoma;  Burkitt’s  lymphoma; 
retinoblastoma;  choriocarcinoma 

Prolonged 

Ovarian  carcinoma;  breast  carcinoma;  adult 

survival 

acute  leukemia;  multiple  myeloma; 
endometrial  carcinoma;  prostatic  cancer: 
lymphocytic  lymphomas;  neuroblastoma; 
adrenal  cortical  carcinoma;  malignant 
insulinoma;  osteogenic  sarcoma 

Rehabilitation 

Allied  health  training 

* Diethylstilbestrol. 
f Computed  tomographic. 

**  Carcinoembryonic  antigen. 


made  to  separate  research  and  control  components 
of  the  plan.  It  is  believed  that  this  division  appro- 
priately reflects  two  distinct  elements  of  pursuing  the 
enhancement  of  oncology  services  in  the  United 
States:  (1)  stimulating  the  development  of  new 

cancer  knowledge,  and  (2)  promoting  the  application 
of  recent  findings  to  the  delivery  of  services  in  the 
community.  A review  of  the  development  of  new 
cancer  knowledge  in  the  United  States  is  summarized 
in  Table  III.3 

Time  does  not  permit  a similar  review  of  more  in- 
direct basic  laboratory  accomplishments  that  have 
laid  the  groundwork  for  clinical  advances  in  cancer 
knowledge.  It  is  appropriate  to  summarize  three 
broad  areas  of  research  advances  relevant  to  our  ca- 
pacity to  enhance  oncology  services.4  The  first  area 
is  significant  improvements  in  technologies  available 
to  conduct  research.  Examples  include  test  systems 
of  animals  bearing  human  tumors,  establishment  in 
culture  and  preliminary  characterization  of  cell  lines 
derived  from  human  cancers,  cell  sorting  machines 
lo  separate  cell  subpopulations,  and  recombinant 
research  methodology. 

A second  area  is  epidemiologic  studies  that  identify 
target  regions  or  special  populations  for  more  ex- 
tensive analysis  of  etiology  of  disease. 


Third,  much  research  is  underway  with  direct 
relevance  to  future  preclinical  trials.  These  basic 
laboratory  insights  may  prove  to  be  the  key  step 
toward  the  eventual  formulation  of  new  clinical  ser- 
vices. 

This  material  should  demonstrate  adequately  the 
first  element  in  the  enhancement  of  oncology  services 
in  the  United  States:  that  a diverse  set  of  laboratory 
and  clinical  research  has  led  to  advances  in  medicine 
that  significantly  augment  cancer  knowledge.  This 
review  establishes  the  basis  for  a return  to  the  second 
element,  and  the  basis  for  concern  in  a pluralistic 
health  care  system:  that  the  national  cancer  pro- 
gram must  cut  across  this  delivery  matrix  to  expedite 
the  community  application  of  the  latest  cancer 
findings. 

National  Cancer  Institute 

Reference  has  been  made  already  to  existence  of 
the  NCI,  which  is  accountable  to  the  Federal  gov- 
ernment for  leadership  of  the  effort  to  enhance  on- 
cology services  in  the  United  States,  and  the  presence 
of  a five-year  national  cancer  plan,  which  provides 
a framework  for  coordinating  the  progress  of  the 
national  cancer  program.5  To  assist  the  NCI  in  in- 
tegrating a variety  of  Federal  activities,  an  intera- 
gency coordinating  committee  representing  18  Fed- 
eral agencies  supervises  the  interrelationship  of  all 
Federal  cancer  research  and  demonstration  efforts 
across  the  country.  This  working  group  is  supple- 
mented in  the  area  of  cancer  prevention  and  public 
health  measures  by  an  interagency  Collaborative 
Group  on  Environmental  Carcinogenesis.  Repre- 
sentatives of  20  Federal  agencies  meet  regularly  to 
review  epidemiologic  information  related  to  moni- 
toring and  surveillance,  and  the  NCI  provides  sci- 
entific input  to  these  regulatory  agencies  for  setting 
standards  regarding  protection  from  environmental 
hazards. 

Within  the  NCI,  the  Division  of  Cancer  Research 
Resources  and  Centers  is  devoted  to  encouraging  and 
supporting  the  development  of  comprehensive  cancer 
centers  to  disseminate  cancer  knowledge  quickly 
t hroughout  the  nation.6  The  geographic  distribution 
of  comprehensive  and  specialized  cancer  centers  is 
shown  in  Figure  2.  As  noted  earlier,  3 centers  existed 
at  the  time  of  the  National  Cancer  Act,  and  this 
number  has  grown  recently  to  20.  The  centers  are 
a national  resource  for  interdisciplinary  basic  re- 
search, clinical  research,  training,  demonstration, 
continuing  professional  education,  and  public  in- 
formation. Designation  of  centers  combines  the 
objective  of  reinforcing  existing  research  environ- 
ments that  promote  innovative  investigations  and 
providing  regional  demonstration  points  for  further 
dissemination  of  new  cancer  findings.  Fortunately, 
these  objectives  have  proved  largely  compatible,  and 
64  percent  of  the  United  States  population  lives 
within  100  miles  of  a comprehensive  cancer  center. 

As  an  example  to  provide  more  detail  on  my  own 
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Specialized  Cancer  Centers 
^-Specialized  8 Comprehensive  Cancer  Centers 

FIGURE  2.  Geographic  distribution  of  comprehensive  and  specialized  cancer  centers  in  United  States. 


center,  Roswell  Park  Memorial  Institute  is  di- 
| agrammed  in  Figure  3 to  show  the  capabilities  of 
[ comprehensive  cancer  centers.  The  long  history  of 
Roswell  Park  illustrates  a clear  progression  toward 
a comprehensive  approach  to  control  of  cancer.  By 
| 1911,  the  staff  recognized  the  need  to  develop  a sep- 
I arate  free-standing  hospital  where  laboratory  find- 
I ings  could  be  given  clinical  application.  As  early  as 
1913,  the  benefit  of  an  experimental  farm  was  fore- 
| seen,  and  today  the  Institute  maintains  three  satellite 
i laboratories  for  animal  breeding  and  experimenta- 
I tion  involving  chemical  carcinogens  and  biologically 
hazardous  materials.  In  1946,  the  Institute  em- 
barked on  an  intensive  education  program  for  med- 
ical students  and  local  hospital  residents.  Efforts  in 
clinical  education  were  supplemented  with  graduate 
training  in  basic  sciences  in  1955  through  establish- 
ment of  a division  on  the  Roswell  Park  campus  of  the 
State  University  of  New  York  at  Buffalo  Graduate 
School.  The  concept  of  Roswell  Park  as  a cancer 
research  center  of  major  significance  dates  to  the 
early  1950s.  At  that  time  the  Institute  evolved  from 
a hospital  and  outpatient  clinic  with  incidental  re- 
search interest  to  a great  institution  devoted  pri- 
marily to  research  through  reliance  on  two  principles: 
(1)  the  presence  of  a full-time  scientific  and  clinical 
staff  dedicated  solely  to  cancer  research,  and  (2)  the 
proximity  and  active  interaction  of  diverse  skills  in 
a multidisciplinary  approach  to  investigative  re- 
search. 


Returning  to  the  overall  review  of  Federal  efforts 
to  disseminate  cancer  knowledge,  the  following 
outlines  a selection  of  activities: 

National  Cancer  Institute: 

National  Cancer  Plan 

Interagency  Collaborative  Group  on  Environmental 
Carcinogenesis 

Division  of  Cancer  Research  Resources  and  Centers 
Comprehensive  cancer  centers  (20) 

Specialized  centers 
Organ-site  programs 
Clinical  cooperative  groups 
Division  of  Cancer  Control  and  Rehabilitation 
Center  outreach  programs 
Networks 

Cancer  information  service 
Breast  cancer  detection 
Other  resources 

Radiological  physics  centers 
SEER  program 

Clinical  cancer  education  program 
CANCERLINE 

In  addition  to  comprehensive  centers,  the  NCI 
Division  of  Cancer  Research  Resources  and  Centers 
supports  several  targeted  programs.7  Approxi- 
mately 80  specialized  centers  have  been  designated 
as  resources  carrying  out  a spectrum  of  cancer  re- 
search and  treatment  related  to  particular  fields  such 
as  pediatric  cancer  or  interdepartmental  studies  in 
the  area  of  cancer  immunology  and  immunotherapy.8 
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SCIENCE  DEPARTMENTS 
RESEARCH  SUBSTATIONS 


EDUCATION 

LIBRARY 

COMMUNICATIONS 


SURGICAL  ORGAN  SITE  SPECIALTIES  FISCAL  AFFAIRS 

MEDICAL  SPECIALTIES  PERSONNEL 

RADIOLOGICAL  SPECIALTIES  SUPPORT  SERVICES 

DIAGNOSTIC  SPECIALTIES 
REHABILITATION  & SUPPORT  CARE 


FIGURE  3.  Organizational  chart  of  Roswell  Park  Memorial  Institute. 


Six  organ-site  programs  have  been  designated  to 
concentrate  on  laboratory  and  clinical  aspects  of 
cancers  that  strike  most  Americans:  breast,  lung, 
large  bowel,  bladder,  prostate,  and  pancreas. 
Coordinating  diverse  research  on  detection,  diag- 
nosis, treatment,  and  prevention  by  site  of  disease 
can  result  in  enhancing  research  interaction  and 
clinical  application  findings.  Again,  perhaps  my  own 
experience  as  director  of  the  National  Prostatic 
Cancer  Project  can  provide  an  illustrative  example. 
The  National  Prostatic  Cancer  Project  was  activated 
in  1973  to  provide  scientific  direction  and  manage- 
ment of  comprehensive  grant-supported  research 
efforts  in  etiology  and  epidemiology,  detection  and 
diagnosis,  and  treatment  through  a national  office 
situated  at  Roswell  Park  and  a working  cadre  of  sci- 
entists from  institutions  across  the  country.  The 
headquarters  is  responsible  for  coordinating  planning 
input  from  the  working  cadre,  reviewing  grant  ap- 
plications, exchanging  information,  providing  sta- 
tistical support  services,  and  publicizing  findings. 
The  project  has  succeeded  in  stimulating  research  in 
prostatic  carcinoma,  a relatively  neglected  and  tan- 
gential research  concern  previously,  and  expediting 
the  translation  of  laboratory  insights  into  clinical 
trials  and  subsequent  presentation  to  the  medical 
community  at  large. 

Another  major  project  in  the  United  States  is  the 
support  of  clinical  cooperative  groups.  These  pro- 
grams, in  conjunction  with  the  clinical  treatment 
program  of  NCI,  bring  non-Federal  clinicians  into 
clinical  trials  emphasizing  combined  treatment 
studies  involving  surgical  oncology,  radiation  on- 
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cology,  chemotherapy,  and  immunotherapy.  Par- 
ticipants in  these  clinical  trials  have  expanded  the 
application  of  the  latest  cancer  research  to  over 
280,000  cancer  patients  throughout  the  United  States 
and  have  entered  over  28,000  patients  into  ongoing 
clinical  trial  protocols. 

The  Division  of  Cancer  Control  and  Rehabilitation 
was  established  within  the  organizational  structure 
of  the  National  Cancer  Institute  to  insure  that  a 
planned  and  integrated  effort  would  be  directed 
nationwide  toward  cancer  control.  These  efforts  are 
mandated  in  the  National  Cancer  Act  and  were  re-fl 
emphasized  in  amendments  to  the  Act  in  1974.  One  j 
example  of  these  activities  is  grants  to  comprehensive  j 
cancer  centers  to  conduct  outreach  programs.9  At 
Roswell  Park  we  maintain  a central  cancer  control 
office  with  a staff  devoted  full-time  to  outreach  ac-jj 
tivities,  coordinating  Institute-wide  and  specialized 
community  interactions  and  interventions.  This 
project  has  been  instrumental  in  establishing  a net- 
work of  19  community  hospitals  in  Western  New 
York  that  host  joint  conferences  with  participator 
by  Roswell  Park  Staff  in  the  review  of  cases  managec 
in  the  community.  The  DCCR  (Division  of  Cancel 
Control  and  Rehabilitation)  is  supporting  demon 
stration  projects  in  specific  sites  of  disease  which 
develop  networks  of  community  physicians  anc 
hospitals  linked  to  major  hospitals  to  disseminate  th< 
latest  information  and  techniques.  Current  net 
works  include  12  regional  breast  cancer  networks, r 
head  and  neck  cancer  networks,  and  7 childhooc 
leukemia  and  lymphoma  networks.  Public  educa 
tion  has  been  fostered  through  the  development  o 


telephone  hotlines,  and  cancer  information  services, 
at  each  of  t he  comprehensive  cancer  centers.  These 
toll-free  telephone  services  provide  cancer  informa- 
tion to  health  professionals,  cancer  patients,  and  the 
public  at  large.  At  individual  centers  complemen- 
tary informational  services  have  developed,  such  as 
Roswell  Park’s  Can-Dial,  a telephone  hank  of  pre- 
recorded messages  relevant  to  common  cancer 
questions.  Another  major  DCCR  project  cospon- 
sored with  the  American  Cancer  Society  is  a nation- 
wide breast  cancer  detection  demonstration  program 
encompassing  27  local  facilities  in  25  states.  Over 
284,000  women  have  been  examined,  leading  to  de- 
tection of  3,000  cancer  cases. 

Other  Federal  efforts 

The  Federal  government  has  established  several 
other  central  resources  to  aid  oncology  services 
throughout  the  United  States.  Six  radiologic  physics 
centers  were  established  to  provide  monitoring  and 
standardization  of  the  quantity  and  extent  of  ra- 
diation given  in  medical  practice  in  conjunction  with 
cancer  detection,  diagnosis,  and  treatment.  The 
SKER  (Surveillance,  Epidemiology,  and  End-Results 
Reporting)  program  is  utilizing  1 1 select  data  systems 
to  publicize  trends  in  cancer  incidence,  changes  in 
diagnostic  and  treatment  priorities,  and  associated 
survival  rates  of  cancer  patients.  A new  clinical 
cancer  education  program  supports  the  improvement 
of  cancer  education  in  schools  of  medicine,  dentistry, 

, osteopathy,  and  public  health,  in  major  hospitals 
affiliated  with  medical  schools  and  in  cancer  centers. 
An  occupational  cancer  information  and  alert  pro- 
i gram  was  initiated  through  an  interagency  agreement 
? with  the  Occupational  Safety  and  Health  Adminis- 
j tration  and  the  Department  of  Labor.  This  mech- 
i anism  provides  workers  with  information  and 
ej  training  aimed  at  reducing  the  risk  of  occupational 
exposure  to  cancer  agents.  In  addition,  CANCER- 
e LINE  links  500  locations  in  the  United  States  and  in 
e several  countries  throughout  the  world  with  65,000 
,t  abstracts  of  worldwide  publications  and  information 
on  more  than  16,000  ongoing  cancer  research  projects 
and  clinical  cancer  therapy  protocols.  Researchers 
c and  clinicians  have  on-line  access  to  the  data  base  of 
. the  National  Library  of  Medicine  in  Bethesda. 
tj 

Non-Federal  programs 

These  Federal  efforts  are  complemented  by  several 
multi-institutional  collaborations  committed  to  en- 
: hancement  of  oncology  services  in  the  United  States 
r outlined  below: 

i 

11 1 Association  of  American  Cancer  Institutes 
^ Association  of  Community  Cancer  Centers 
r'*  American  Cancer  Society 
5 American  College  of  Surgeons 
4 Accreditation  surveys 

•j.  Field  liaison  programs 

Cancer  committees 


Patient  care  and  research  surveys 
Affiliated  liaisons  with  other  colleges 
American  Society  of  Clinical  Oncology 
Society  of  Surgical  Oncology 
American  Association  for  Cancer  Research 
USA  National  Committee-UICC 
State  and  local  health  departments 

The  AAC1  (Association  of  American  Cancer  In- 
stitutes) has  the  overall  objective  of  promoting  the 
national  cancer  program  through  improving  the  co- 
operative action  among  cancer  institutes.  The  ob- 
jectives of  the  AACI  are:  to  exchange  ideas,  to  foster 
collaboration,  to  support  cooperative  programs,  and 
to  formulate  advice  for  the  national  cancer  program. 
One  recent  productive  task  was  the  establishment 
and  implementation  of  criteria  to  evaluate  the  overall 
effectiveness,  strengths,  and  weaknesses  of  com- 
prehensive cancer  centers  in  the  United  States.  A 
comparable  organization,  the  Association  of  Com- 
munity Cancer  Centers,  exists  to  promote  the  role  of 
cancer  efforts  based  at  the  community  general  hos- 
pital. The  critical  role  of  the  American  Cancer  So- 
ciety as  a public  voluntary  agency  has  been  men- 
tioned previously.  This  community-based  organi- 
zation has  been  instrumental  in  conducting  public 
and  professional  education  in  the  local  setting  and 
in  assisting  the  service  and  rehabilitation  needs  of 
cancer  patients  within  the  community.10 

There  are  other  important  voluntary  programs. 
The  Commission  on  Cancer  of  the  American  College 
of  Surgeons  has  completed  over  20  years  of  promot- 
ing the  development  of  organized  hospital-based 
cancer  programs  for  the  improved  care  of  cancer 
patients.  One  responsibility  is  the  survey  of  hospital 
cancer  programs  against  established  criteria  for 
necessary  organization,  personnel,  facilities,  and 
documentation  of  a system  for  patient  care  evalua- 
tion. In  1977,  729  cancer  programs  were  designated 
according  to  four  categories  reflecting  the  institu- 
tion’s judged  capabilities.  A second  responsibility 
has  been  enlistment  of  approximately  600  field  liai- 
son Fellows  of  the  Commission  on  Cancer  to  serve  as 
local  consultants  in  promoting  the  development  of 
new  hospital  cancer  programs  and  to  assist  as  needed 
in  the  improvement  of  existing  programs.  Third, 
institutional  participants  in  the  cancer  program  of 
the  Commission  on  Cancer  are  required  to  maintain 
a multidisciplinary  cancer  committee  responsible  for 
supervision  of  a functioning  cancer  registry,  multi- 
disciplinary cancer  conferences,  consultation  ser- 
vices, and  a system  of  quality  of  care  evaluation. 
Finally,  this  network  of  hospitals  has  been  utilized 
by  the  Committee  on  Patient  Care  and  Research  of 
the  Commission  on  Cancer  to  establish  a timely 
mechanism  for  assembling  essential  registry  data  on 
a large  enough  scale  to  permit  a meaningful  estima- 
tion of  the  magnitude  of  national  cancer  concerns. 

Other  interinstitutional  organizations  contributing 
to  the  enhancement  of  oncology  services  in  the 
United  States  include  professional  associations  such 
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as  the  American  Society  of  Clinical  Oncology  (ASCO) 
and  the  American  Association  for  Cancer  Research 
( AACR),  which  sponsor  major  conferences  similar  to 
this  program  today  to  provide  a reassessment  and 
mutual  exchange  of  information  at  the  forefront  of 
advances  in  oncology.  The  USA  National  Com- 
mittee of  the  International  Union  Against  Cancer 
(UICC)  is  an  equally  active  focal  point  for  the  inter- 
face between  activities  within  the  United  States  and 
efforts  on  the  international  scene. 

Another  level  of  involvement  in  oncology  services 
in  the  United  States  is  the  effort  of  state  and  local 
government  health  agencies  committed  to  public 
health  measures.  An  example  of  the  collaboration 
between  these  public  health  commitments  and  the 
national  cancer  program  is  the  uterine  cervical  cancer 
screening  program  underway  in  more  than  35  states. 
Some  550,000  women  have  been  screened  through 
these  health  departments,  and  780  women  were 
found  to  have  cancer  of  the  uterus. 

These  approaches  to  application  of  research  in- 
sights and  improved  services  to  community  cancer 
care  are  activities  specifically  related  to  oncology. 
All  things  are  subject  to  change,  particularly  in  terms 
of  resources  available  for  health  care.  There  are  new 
and  future  factors  for  consideration  in  the  United 
States  of  America. 

The  National  Health  Planning  and  Resources 
Development  Act  of  1974  mandates  regional  health 
planning  to  increase  the  accessibility,  continuity,  and 
efficacy  of  health  services  while  restraining  increases 
in  health  service  costs.  Whether  these  two  objectives 
are  consistent  or  not  is  a critical  question.  In  any 
event,  over  200  local  health  system  agencies  (HSA) 
are  now  in  varying  stages  of:  ( 1)  developing  a health 
systems  plan  that  explicitly  denotes  goals  and  ob- 
jectives for  the  region,  and  (2)  reviewing  the  current 
and  future  commitment  of  resources  to  attain  these 
goals.  The  important  relevance  of  this  nat  ional  ef- 
fort to  oncology  services  is  that  community  repre- 
sentatives are  developing  relative  rankings  and 
trade-offs  between  such  diverse  topics  as  prenatal 
health  care,  drug  abuse,  oncology  services,  mental 
health  care,  and  so  forth.  Decisions  that  formerly 
were  made  by  the  availability  of  services  in  t he  free 
market  and  the  commitment  of  individual  providers 
or  patients  will  he  subject  now  to  the  constraint  that 
the  sum  of  these  parts  not  exceed  a predesignated 
ceiling  on  the  level  of  health  care  expenditures  that 
society  as  a whole  can  afford.  Depending  on  the 
eventual  ceiling  that  is  set,  this  requirement  may  lead 
to  the  mandatory  designation  of  sources  of  care  or 
fixed  standards  of  care  that  was  not  an  element  of  the 
original  national  cancer  program  and  its  reliance  on 
a pluralistic  health  research  and  delivery  system. 

Summary 

This  outline  is  a cursory  survey  of  the  numerous 
mechanisms  established  to  promote  the  rapid 
translation  of  new  cancer  knowledge  into  practice 


within  the  diverse  mix  of  oncology  services  in  the 
United  States.  Some  may  and  do  argue  that  the 
commit  ment  of  the  national  cancer  program  should 
be  weighed  strongly  on  the  latter  of  the  two  aspects 
outlined  earlier:  the  effort  to  disseminate  and  apply 
available  knowledge  rather  than  preclinical  investi- 
gations and  clinical  trials.  This  argument  is  associ- 
ated in  particular  with  individuals  in  government 
accountable  to  the  public  for  visible,  immediate  re- 
turn on  expenditures.  To  reemphasize,  however,  the 
key  step  in  advancing  medicine,  enhancing  oncology 
services,  and  improving  community  health  care 
probably  will  be  those  clinical  and  preclinical  re- 
search findings  that  establish  an  optimal  approach 
to  cancer  control  that  should  supersede  previous 
suboptimal  approaches.  Until  that  time  arises,  the 
most  efficient  approach  to  the  advance  of  medicine 
is  continuation  of  a pluralistic  system  of  research  and 
service  exploring  the  full  possibilities  of  diverse  leads. 
This  environment,  of  course,  will  necessitate  that 
efforts  to  coordinate  a pluralistic  health  delivery 
system  continue  to  evolve.  Conferences  such  as  this 
meeting  on  “the  growing  points  in  medicine  and  their 
interrelationship,”  therefore,  can  permit  us  to  max- 
imize a combination  of  the  exchange  of  new  insights 
with  the  simultaneous,  individual  pursuit  of  inves- 
tigator-initiated leads  appropriate  to  diverse  set- 
tings. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14263 
(DR.  MURPHY) 

References 

1.  Shimkin,  M.  B.:  Contrary  to  Nature,  Department  of 

Health,  Education,  and  Welfare  Publication  (NIH)  76-720, 
Washington,  D.C.,  U.S.  Government  Printing  Office,  1977,  p.  1. 

2.  National  Cancer  Program,  Report  of  the  Director  1975, 
Department  of  Health,  Education,  and  Welfare  Publication  (NIH) 
77-472,  Bethesda,  Maryland,  National  Institutes  of  Health,  1975, 
P-  2- 

3.  National  Cancer  Institute  Accomplishments  of  Benefit 
to  People  Since  1971,  Department  of  Health,  Education,  and 
Welfare  Publication  (NIH)  77-1181,  Bethesda,  Maryland,  Na- 
tional Institutes  of  Health,  1977,  p.  3. 

4.  Good,  R.  A.:  The  conquest  of  cancer,  The  Pharos  (of 
Alpha  Omega  Alpha-honor  medical  society),  October,  1977,  p. 
13. 

5.  Berlin,  N.:  Cancer  and  the  National  Cancer  Institute: 
today  and  tomorrow  (editorial],  J.  Chronic  Dis.  30:  1 (Jan.) 
1977. 

6.  Yale  University  School  of  Medicine  symposium:  Retro- 
spective perspectives-  The  National  Cancer  Act  of  1971,  Yale  J. 
Biol.  & Med.  50:  229  (May-June)  1977. 

7.  Division  of  Cancer  Research  Resources  and  Centers,  Na- 
tional Cancer  Institute  Annual  Report  Fiscal  Year  1977,  Depart- 
ment of  Health,  Education,  and  Welfare  Publication  (NIH) 
720-079-7355,  Washington,  D.C.,  U.S.  Government  Printing  Of- 
fice, 1977,  p.  1. 

8.  National  Cancer  Institute  Fact  Book,  Department  of 
Health,  Education,  and  Welfare  Publication  (NIH)  76-512,  Be- 
thesda, Maryland,  National  Institutes  of  Health,  December,  1975, 

p.  1. 

9.  Grant  Support  Guidelines  to  Cancer  Centers  for  Com- 
munity Outreach  Programs,  Division  of  Cancer  Control  and  Re- 
habilitation, National  Cancer  Institute,  Bethesda,  Maryland, 
National  Institutes  of  Health,  June,  1976,  p.  1. 

10.  Cancer  Facts  and  Figures  1978,  New  York  City,  American 
Cancer  Society,  Inc.,  1977,  p.  I. 


1254  New  York  State  Journal  of  Medicine/July  1979 


Jobst 

Venous  Pressure  Gradient  Supports 

These  measured,  custom-made  therapeutic  elastic  supports  have  carried  the  Jobst 
name  to  the  four  corners  of  the  world.  Prescription  only,  the  supports  can  be 
engineered  with  counterpressures  of  25,  30,  40  or  50  mm.Hg  at  the  ankle,  decreasing 
proximally  along  the  venous  pressure  gradient.  They  are  available  in  knee-length,  full- 
leg,  waist-height  and  lymphedema  sleeve  styles.  The  waist-height  Jobst  Pregnancy 
Leotard  deserves  special  mention  because  each  one  is  custom  made  with  an 
expandable  panel  according  to  the  patient's  own  measurements. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  NEW  YORK  SERVICE  CENTER 


New  York,  New  York  10022 

133  E.  58th  St..  Suite  304 
212/758-4269 

Brooklyn,  New  York  11243 

Williamsburgh  Savings  Bank  Bldg 
One  Hanson  Place,  Suite  1501 
212/789-5100 


Buffalo,  New  York  14203 

Suite  1001,  General  Medical  Towers 

50  High  Street 

716/881-1450 

Mineola,  Long  Island,  New  York,  11501 

Suite  5 15,  222  Station  Plaza  North 
Corner  2nd  St  & 3rd  Ave 
516/746-2442 
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Early  Medical 
Photography  in 
America  (1839-1883)* 

III.  The  daguerrean  era 
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Part  I of  this  article  appeared  in  the  April  Journal 
and  dealt  with  the  “History  of  Photographic  Pro- 
cesses.” The  development  of  the  camera  was  de- 
scribed, as  well  as  of  the  daguerreotype,  wet-plate 
collodion  photography,  ambrotype,  tintype,  carte  de 
visite,  cabinet  card,  dry  plate,  and  stereograph. 
“Physicians  and  Early  Photography”  was  the  subject 
of  Part  II  in  May.  The  work  of  John  William  Draper, 
M.D.,  Paul  Beck  Goddard,  M.D.,  John  Locke,  M.D., 
James  Mill  Bush,  M.D.  and  Robert  Peter,  M.D.,  Ol- 
iver Wendell  Holmes,  M.D.,  John  Towler,  M.D.,  and 
others  was  noted,  comparing  their  findings  with  those 
of  European  physicians. 

Written  histories  of  medical  photography  have 
dealt  in  detail  with  its  beginnings  in  photomi- 
crography covering  the  period  from  1839  to  1845. 
Historians  then  jump  to  the  year  1852,  citing  that 
year  as  the  starting  point  of  clinical  photography. 
These  historians  would  have  us  believe  that  the 
earliest  process  of  photography  was  not  used  for 
clinical  photographs.  However,  it  is  well  docu- 
mented that  the  use  of  the  daguerreotype  was 
reaching  its  peak  in  America  by  the  late  1840s.  Oc- 

Parts  of  this  report  were  presented  at  the  Fifth  Annual  Mid- 
Winter  Assembly,  American  Physicians  Fellowship,  Inc.,  Key 
Biscayne,  Florida,  F<  bruary  26,  1979,  and  parts  at  the  American 
Association  for  the  History  of  Medicine  52nd  Annual  Meeting, 
May  ,'i  and  4,  1979,  Pittsburgh,  Pennsylvania. 

* All  illustrations,  unless  ot  herwise  indicated,  are  the  personal 
property  of  Dr.  Burns.  In  the  cases  of  daguerrean  and  other 
“hard”  images  reproduced  in  this  art  icle,  permission  to  reproduce 
any  of  these  must  be  obtained  in  writing  from  the  institutions  or 
parties  owning  the  images. 


cupational  portraiture  was  not  uncommon,  and,  as 
discussed  in  part  II,  physicians  were  closely  associ- 
ated with  many  aspects  of  the  progress  of  photo- 
graphic science  and  art  (Fig.  1). 

In  the  1840s  and  1850s  America  saw  a wealth  of 
mechanical  ingenuity  sweep  across  the  country  with 
the  invention  of  the  telegraph,  sewing  machine, 
reaper,  gas  lighting,  and  so  on.  The  transition  from 
an  agrarian  to  a technologic  society  was  in  full  prog- 
ress. During  this  time  the  daguerreotype  was  as- 
similated into  national  consciousness  more  quickly 
than  most  inventions  have  ever  been.  The  “mir- 
ror-picture” served  as  an  “instrument  of  cultural 
transition,”  for  it  helped  Americans  adjust,  almost 
instinctively,  from  an  agrarian  to  a technologic  so- 
ciety by  providing  the  means  via  which  machine 
technology  was  accepted  into  everyday  life.1 

By  1853  over  3 million  daguerreotypes  were  being 
produced  yearly.  Portraiture  was  widespread,  with 
over  1,000  professional  photographers  at  work 
bringing  the  daguerreotype  via  galleries,  traveling 
wagons,  or  river  flat  boats  to  every  part  of  our  coun- 
try. + In  America  almost  everyone  expected  to  have 
his  picture  taken  sometime  during  his  life.  To  those 
who  didn’t  get  that  life  portrait  it  became  a uniquely 
American  phenomenon  to  photograph  the  de- 
ceased— either  in  the  home  or  in  the  coffin!  Post- 
mortem portraits  of  children  were  especially  common 
(Fig.  2). 

The  camera  was  a mechanical  “objective  recorder’ 
of  reality  which  left  a permanent  record  “not  subjeci 
to  human  fallibility  of  vision  or  interpretation  . . . 

A common  ground  of  trust  was  soon  establishec 
which  equated  a picture  made  by  the  camera  with  th< 
truth  of  a direct  perception  ...  . Once  an  imagi 
could  be  certified  as  reliable  by  its  origin  in  a da 
guerreotype,  it  was  acceptable  as  definitive  truth  t< 
be  questioned  thereafter  only  on  the  basis  of  a bette 
image  produced  by  the  same  means  ...  . (An)  artis 
usually  softened  the  ugliness  of  reality  . . . (Th 
camera  presented  the)  unpleasant  truth!”  2 

America  produced  more  and  better  daguerreotypt 
and  employed  the  medium  more  widely  and  for 
longer  period  of  time  than  any  other  natioi 
Americans  have  had  and  still  have  a camera-mani; 
photography  is  part  of  our  way  of  life.  It  tin 
seemed  unbelievable  to  me  that  the  medical  work 
did  not  utilize  this  popular  medium  to  documei 
disease  in  the  1840s. 

* In  California,  Robert  Vance,  J.  Wesly  Jones,  Perez  Batcheldi  ! 
Issac  Baker,  and  others  went  to  each  boom  town  to  record  men  ai  | 
events.  Jones  himself  took  over  1,500  daguerreotypes  of  Ca  j ( 
fornia  scenery  and  mining  activities. 
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FIGURE  1.  (A)  Physicians  performing  a dissection  on  a 

cadaver  (occupational  genre  portrait),  an  extremely  rare 
image.  At  present  it  is  the  earliest  extant  American  medical 
photograph  showing  physicians  at  work.  The  original 
daguerreotype,  location  unknown,  was  taken  1844-1845. 
This  photograph  is  from  a full-plate  tintype,  made  of  the 
daguerreotype,  by  Byron  Reed  of  Kokomo,  Indiana,  circa 
1866.  This  is  unusual  subject  matter  since  dissection  was 
1 illegal  in  most  parts  of  the  United  States  in  the  1840s,  and  in 
fact  remained  illegal  in  Indiana,  where  the  copyplate  was 
made,  until  1879.  This  image  was  probably  taken  in  the  East 
' where  documenting  such  an  episode  would  not  have  been 
as  hazardous.  Unpublished.  (B)  Army  surgeon.  This 
t physician  of  the  Mexican  War  era  (1848)  appears  in  his  full 
dress  uniform  including  plumed  hat  and  regulation  medical 
officer’s  sword.  To  show  his  occupation  he  chose  not  the 
typical  skull,  which  would  not  be  appropriate  for  a man  in 
uniform,  but  a field  operating  kit  which  was  placed  on  the 
table  beside  him.  Rare  "occupational  image,”  unpub- 
1 lisned. 

■ 

lj) 

In  this  report,  documentary  evidence  will  prove 
irrefutably  that  clinical  medical  photography  began 
in  the  United  States  in  the  late  1840s  using  the  ear- 
liest photographic  process,  daguerreotypy,  and  that 
its  use  was  widespread. 


FIGURE  2.  Postmortem  daguerreotypy.  Photographing  the 
dead  in  the  home  was  a uniquely  American  nineteenth  cen- 
tury photographic  phenomenon.  Some  daguerreotypists 
even  specialized  in  the  practice,  offering  special  black 
frames  and  mats.  This  poignant  quarter  plate  depicts  a 
distraught  mother  and  her  deceased  daughter.  Some  of 
these  images  are  of  medical  interest  in  that  the  ravages  of 
long-since  conquered  diseases  are  depicted. 

Prior  historic  studies 

The  following  often-quoted  statement  made  by 
Rosen  in  19423  denied  the  existence  of  any  such  early 
medical  pictures.  I would  like  to  clarify  this  state- 
ment and  additionally  prove  its  lack  of  validity  con- 
cerning the  inception  of  clinical  photography.* 

There  are  no  known  photographs  of  morbid  phe- 
nomena, or  of  patients  exhibiting  characteristic  clini- 
cal findings,  which  were  taken  during  the  early  period 
of  photography.  It  is  quite  probable  that  photograph- 
ic reproductions  of  this  type  were  not  made  until  the 
invention  of  anastigmatic  lenses  (1889-90)  and  highly 
sensitive  films. 

The  only  medical  photographs  in  the  strict  sense  of 
the  word,  which  were  produced  during  the  early  period 
of  photography  were  photomicrographs.3 

In  essence  Rosen  said  clinical  photographs  did 
not  exist  during  the  early  period  of  photography,  and 
he  implied  that  they  couldn’t  exist.  He  was  wrong 
on  both  counts.  Rosen’s  statement  was  anachro- 
* Clinical  photography,  most  simply,  photography  of  a patient 
exhibiting  a disease  process  or  an  injury  by  or  under  a physician’s 
direction. 
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nistic,  since  his  definition  of  clinical  photographs  was 
based  on  technical  characteristics  and  modern 
standards  present  since  1890  and  did  not  take  into  . 
consideration  the  standards  of  the  time  in  which  the 
photographs  were  taken,  that  is,  the  1840s.4’5* 
Rosen  acknowledged  1852  as  the  year  in  which 
“Fredrich  Jacob  Behrendt”  photographed  patients, 
pre-  and  postoperatively,  in  his  orthopedic  clinic  in 
Berlin  but  did  not  define  this  as  “true  clinical  pho- 
tography.”4 

In  “Medical  Photography  in  the  Nineteenth 
Century,”  Gernsheim6  introduced  the  section  enti- 
tled “Photographs  of  the  Exterior  of  the  Body”  with 
Rosen’s  statement.**  Gernsheim  then  went  on  to 
write: 

In  case  the  mistaken  opinion  of  Gurtner  (1935)t+ 
and  Rosen  (1942)  is  general  in  the  medical  world,  the 
following  informations  and  accompanying  photo- 
graphs will  prove  otherwise. 

The  first  known  use  of  photography  for  comparative 
medical  records  were  made  in  Germany  and  England 
in  1852.6 

Gernsheim  also  cited  the  work  of  “Behrendt” 
(Berend),  although  she,  like  Rosen,  neglected  to 
mention  what  process  Berend  used.  Gernsheim  then 
presented  the  work  of  Hugh  Welch  Diamond,  M.D., 
medical  superintendent  of  the  Surrey  County  Asy- 
lum in  England,  as  additional  evidence  of  the  true 
beginning  of  clinical  photography.  Starting  in  1852, 
using  the  wet-plate  collodion  process,  Dr.  Diamond 
photographed  his  mental  patients  to  record  typical 
cases  at  various  stages  of  illness.  He  used  the  pho- 
tographs in  diagnosis  and  treatment,  and  Gernsheim 
reproduced  some  of  his  photographs. 

Although  Gernsheim  referred  to  several  books  and 
articles  and  quoted  the  Photographic  Journal,  year 
and  volume  not  identified,  as  stating  that  by  1858 

To  one  of  the  Paris  hospitals  a photographic  artist  is 
attached,  whose  special  duty  is  to  preserve  representa- 
tions of  cases  before  and  after  operat  ion  . . . the  day  is 
not  far  hence  when  (the  museum  of)  every  medical 
school  will  he  furnished  with  photographic  illustra- 
tions . . . ,8 

she  did  not  show  us  any  photos  after  those  of  Dia- 
mond until  the  work  of  G.  B.  Duchenne  in  1861. 

* About  1890  modern  draping,  posing,  and  staging  standards 
for  clinical  photography  were  established-  for  instance  you  could 
no  longer  tell  the  social  class  of  the  patient  by  the  clinical  picture. 
The  disease  became  more  important  than  the  patient. 

t Both  Rosen:i  and  Gernsheim6  cite  “Fredrich  Jacob  Behrendt” 
as  the  Berlin  orthopedist  who  used  photographs  in  1852.  Research 
indicates  that  t he  physician  referred  to  is  actually  Heimann  Wolff 
Berend  (1809  1873).  He  wrote  the  first  article  on  the  use  of 
photography  in  medicine,  and  il  is  translated  for  the  first  time  into 
English  in  this  article. 

**  Gernsheim  ends  her  quoting  of  Rosen  with  “. . . reproductions 
of  this  type  were  not  made  . and  therefore  does  not  need  to  deal 

with  Rosen's  suggestion  of  the  impossibility  of  the  existence  of 
clinical  photographs  taken  by  the  earliest  photographic  pro- 
cesses. 

n Gurtner7  wrote  an  article  on  medical  photography  but  did  not 
discuss  this  topic. 


Gernsheim’s  study  has  contributed  to  medical 
photographic  history  by  cursorily  filling  in  the  years 
1852  to  1889.  However,  all  processes  noted  were 
wet-plate  or  later  photographic  developments. 
Gernsheim  and  Rosen’s  real  error  was  that  clinical 
photographs  were,  in  fact,  taken  even  earlier  than 
1852. 

It  will  be  demonstrated  that  medical  photographs 
were  taken  prior  to  1852  and  these  were  taken  by 
means  of  the  earliest  photographic  process:  the 

daguerreotype. 

Basic  research  into  American  clinical 
daguerreotypy 

Journals.  It  is  reasonable  that  the  existence  of 
early  clinical  images  would  first  be  documented  in 
medical  journals.  Therefore,  I searched  a sampling 
of  American  medical  journals  and  discovered  that 
woodcut  illustrations  drawn  from  clinical  daguerre- 
otypes and  labeled  as  such  appeared  in  print  from 
1849  onward. 

Following  are  the  journals  surveyed  for  illustra- 
tions from  daguerreotypes  (1841-1859): 

American  Journal  of  Dental  Science* 

American  Journal  of  Insanity  (Utica)  N.Y. 

American  Journal  of  Medical  Science* 

Boston  Medical  and  Surgical  Journal 
Bulletin  of  Medical  Science  (Philadelphia) 

Charleston  Medical  Journal  and  Review 
College  Journal  of  Medical  Science  (Ohio)* 

Eclectic  Medical  Journal  (Cincinnati) 

Eclectic  Journal  of  Medicine  (Philadelphia) 

Eclectic  Journal  of  Medicine  (Rochester,  N.Y.) 

Journal  of  Rational  Medicine  (Cleveland)  1860 
Journal  of  Rational  Medicine  (New  York) 

Memphis  (Medical  College)  Recorder,  Memphis.Tenn. 
1854 

Medical  Examiner  (Philadelphia)* 

Medical  Record  (New  York) 

New  Orleans  Medical  Journal 

New  York  Eclectic  Medical  and  Surgical  Journal  (Syr- 
acuse) 

New  York  Journal  of  Medicine  and  the  Collateral  Sci- 
ences* 

New  York  Journal  of  Medicine  and  Surgery 
Ohio  State  Medical  Society  Transactions* 

St.  Louis  Medical  and  Surgical  Journal 
Select  Medical  Library  and  Bulletin  of  Medical 
Science 

Southern  Medical  and  Surgical  Journal 
Transact  ions  of  the  American  Medical  Association 

Woodcuts  from  daguerreotypes,  some  taken  in 
1848,  appeared  in  journals  starting  1849.  By  the  f 
mid-1850s  6 of  the  24  journals  surveyed  had  pub-  I 
lished  illustrations  from  daguerreotypes.  (It  should  I 
be  noted  that  several  of  the  journals  did  not  contain 
illustrations  of  any  kind  during  their  entire  produc-  I 
tion  runs.) 

These  photographs  were  taken  for  the  specific 

* Journals  with  asterisks  contain  woodcuts  from  daguerre-  g 
otypes. 
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TABLE  I.  Some  pre-1852  daguerreotypes  from  medical  journals 


Date 

City 

Number  of 
Daguerreotypes 
Published 

Journal 

Article 

1848 

Columbus,  Ohio 

3 

American  Journal  of  Dental 
Science  10:  172  (Apr.)  1850 

Resection  of  left  superior  maxillary  bone, 
R.  Thompson,  M.D. 

1849 

Philadelphia 

1 

Medical  Examiner  (Phil.) 

Cases  of  plastic  surgery  Clinic  of  Charles 

1850 

Philadelphia 

3 

(Apr.  1)  1851,  p.  238 

Gilbert,  M.D. 

(A)  Case  of  last  nose  from  lupus.  (B) 
Loss  of  part  of  face  from  gunshot. 
Photos  by  Laughlin 

1851 

New  York  City 

1 

The  New  York  Journal  of 
Medicine  (Jan.)  1852,  p.  2 

Amputat  ion  of  the  entire  lower  jaw,  with 
disarticulation  of  both  condyles,  J.  J. 
Carnochan,  M.D.  Daguerreotype  by  P. 
Haas 

1848 

Wheeling,  W.  Va. 

2 

Medical  Examiner  (Phil.)  (Mar.) 
1850,  p.  188 

Case  of  elongation  of  the  under  jaw  and 
distortion  of  the  face  and  neck  caused 
by  a burn.  S.  P.  Hullihen,  M.D. 

1851 

Cincinnati,  Ohio 

i 

Ohio  State  Medical  Society 
Transactions  (June)  1851,  p. 

Anomalous  case  of  abdominal  tumor,  P.  J. 
Buckner,  M.D. 

1851 

Washington,  D.C. 

i 

American  Journal  of  the  Medical 
Sciences  (Oct.)  1851,  p.  313 

1 Cases  of  amputation,  J.  E.  May,  M.D. 

purpose  of  recording  disease  processes.  The  uses  to 
which  these  images  were  put  varied.  They  included 
teaching,  publication,  consultation,  preservation  of 
interesting  and  unusual  cases,  and  documentation 
of  pre-  and  postoperative  results.  Although  1848  is 
the  earliest  year  documented  for  images  that  ap- 
peared in  the  journals  surveyed,  further  detailed 
research  is  necessary  to  establish  how  early,  exactly, 
clinical  daguerreotypes  were  taken  (Table  I).  These 
images  were  taken  all  over  the  United  States,  not  only 
in  medical  centers  but  by  private  practitioners  as 
well.  In  one  instance  in  June  of  1851,  Philip  J. 
Buckner,  M.D.,  of  Cincinnati,  Ohio,  took  a daguer- 
reotypist  220  miles  to  photograph  a woman  with  one 
of  the  largest  tumors  ever  seen,  about  275  pounds 
(Fig.  3). 

Reviewing  the  images  found,  it  was  discovered  that 
head  and  neck  pathology  were  the  most  common  le- 
sions represented.  This  was  probably  because  of  the 
unusual  nature  of  the  pathologic  conditions  and  the 
interest  and  advances  made  in  reconstructive  surgery 
of  the  face  during  this  time  (Fig.  4).*  In  fact  Charles 
Gilbert,  M.D.  (1803-1868)  in  his  plastic  surgery  clinic 
at  the  Pennsylvania  College  of  Medicine  in  Phila- 
delphia appears  to  have  used  the  daguerreotype 
routinely  to  record  pre-  and  postoperative  results 
(Fig.  4A,B,  and  E).  This  is  the  first  such  use  of 
photography  in  the  field  of  reconstructive  plastic 
surgery  and  precedes  by  about  15  years  the  similar 
use  of  photographs  by  the  pioneer  New  York  City 
plastic  surgeon,  Gurdon  Buck,  M.DA 

Medical  museums.  In  the  nineteenth  century  it 
was  the  practice  of  medical  schools,  hospitals,  and 
occasionally  individual  physicians  to  have  a collection 
or  “museum”  of  both  common  and  unusual  speci- 

* Nose  replacement  for  syphilis  (lupus)  and  resection  of  the 
lower  jaw  were  being  investigated. 

+ Dr  Buck’s  work  will  be  discussed  in  the  next  section  of  this 
article. 


FIGURE  3.  Patient  with  one  of  the  largest  tumors  ever  re- 
corded; woodcut  from  a daguerreotype  taken  June,  1851. 
Philip  J.  Bruckner,  M.D.,  took  a daguerreotypist  220  miles  to 
photograph  this  33-year-old  woman  who  had  borne  five 
children,  after  hearing  her  case  history  presented  by  Charles 
Beech,  M.D.,  of  Wellington,  Lorain  County,  Ohio,  at  a medical 
meeting.  The  case  history  and  woodcut  were  published  in 
1851  and  again  in  1859.  Daguerreotype  donated  to  Warren 
Museum,  location  now  unknown  (courtesy  National  Library 
of  Medicine). 
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mowing  cut  is  irorn  daguerreotype  taken 
operation. 


A 

Thi-  frightful  mutilation  was  the  result  of  a gun-shot  wound. 
The  circumstance  occurred  about  13  years  ago,  as  follows.  Re- 


appearance of  the  tumor  is  here  s 
a Daguerreotype  by  Laughlin. 


Fig.  2.  Arw'?i  :rat  front  u cia;;ii*»rreotyp 


REPORT  OF  A CASE  OF  TORTICOLLIS. 


BY  PROF.  W.  SHERWOOD. 


FIGURE  4.  Clinical  images  in  medical  journals.  (A)  Plastic  surgery  clinic  of  Charles  Gilbert,  M.D.  Dr.  Gilbert,  at  the  Penn- 
sylvania College  of  Medicine,  routinely  used  daguerreotypes  to  document  surgical  results,  starting  in  the  late  1840s.  He 
consistently  used  the  same  photographer,  a Mr.  Laughlin,  who  may  have  been  the  first  hospital  medical  photographer  (courtesy 
National  Library  of  Medicine).  (B)  Reconstruction  of  nose  for  gunshot  wound  in  (A).  (C)  Tumor  of  the  jaw,  one  of  the  earlies' 
images  found,  circa  1848,  taken  in  Columbus,  Ohio.  (D)  Depicts  the  results  of  two  operations:  the  first  was  surgical  remova 
of  the  tumor;  the  second  a dental  procedure  to  replace  lost  teeth.  Published  in  American  Journal  of  Dental  Science,  April  : 
1850.  (E)  Daguerreotype  by  Laughlin.  (F)  Torticollis.  When  the  College  Journal  of  Medical  Science,  a new  publicatior 
of  the  Eclectic  Medical  Institute  of  Cincinnati,  Ohio,  was  inaugurated,  they  chose  to  present  this  photograph  on  page  1,  volume 
1,  number  1.  Photography  had  become  quite  important  in  documenting  disease  and  showing  surgical  results  by  1855. 


mens,  and  when  collections  were  large,  catalogues 
were  issued. 

In  J.  B.  Jackson’s  The  Catalogue  of  the  Warren 
Anatomical  Museum  ( 1870 )■*  32  daguerreotype  im- 
ages were  listed.*  However,  the  Warren  at  present 
+ 'this;  book  also  has  a tipped  in  photographic  frontispiece. 


has  extant  in  its  collection  only  11  daguerrean  images 
(Fig.  5).  I found  on  examination  that  an  additiona 
three  images  included  in  the  1870  catalogue  as 
daguerreotypes  were  amhrotypes.  Thus  of  the  32  ; 
daguerreotypes  listed,  at  the  most  29  were  actualh  | 
daguerreotypes  and  of  those,  28  were  taken  for  ant  i 
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FIGURE  5.  (A)  Tumor  of  scalp,  daguerreotype,  sixth  plate.  An  image  from  Warren  Anatomical  Museum's  post-1870  catalogue 

listing,  unpublished.  (B)  Girl  with  probable  parotid  gland  tumor,  quarter-plate  daguerreotype,  unpublished.  (C)  Tumor  of 
neck.  This  daguerreotype  not  recorded  in  the  Warren  catalogue  of  1870,  but  is  given  a “V2”  number  designation  (3026 y2), 
probably  because  it  is  the  same  type  of  lesion  as  that  described  in  3026.  At  least  two  views  are  extant.  This  style  of  numbering, 
found  to  be  common  among  the  extant  images  in  this  collection  at  the  Warren,  indicates  that  originally  more  daguerreotypes 
were  present.  Unpublished.  (D)  Nodules  of  forearm,  quarter-plate  daguerreotype;  probable  neurofibromatosis  (Von  Reck- 
linghausen's disease).  Unpublished.  (E)  Large  fibrocellular  outgrowth  of  skin  from  over  left  buttock;  25-year-old  woman 
operated  on  by  H.  J.  Bigelow,  M.D.,  at  Massachusetts  General  Hospital  in  1857.  Tumor  weighed  13V2  pounds.  By  1865 
it  had  recurred  and  was  noted  to  be  about  one-third  original  size.  Case  report  published  in  Boston  Medical  and  Surgical  Journal 
70:  174,  with  woodcut.  Several  views  of  this  patient,  lying  and  standing,  are  extant  in  the  collection  of  the  Massachusetts 
General  Hospital  and  the  Warren  Anatomical  Museum.  Unpublished.  (All  Images  in  Figure  5 Courtesy  Warren  Anatomical 
Museum) 
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donated  by  the  eminent  Boston  surgeon,  Henry  J. 
Bigelow,  M.D.  (1818-1890)  (Table  II). 

Of  the  28  daguerreotypes  taken  for  Dr.  Bigelow  ' 
and  listed  in  the  1870  catalogue,  only  2 were  used  for 
illustrations  in  a medical  journal.  If  this  is  a correct 
indication  of  the  ratio  of  images  taken  to  images 
published,  then  it  appears  that  a large  number  of 
clinical  daguerreotypes  were  made. 

The  1870  Warren  catalogue  lists  items  to  number 
3681.  The  total  number  of  items  in  the  collection 
during  the  late  nineteenth  century  grew  to  he  6835. 
These  additional  items  are  described  in  volumes  kept 
at  the  museum.*  Among  these  are  many  photo- 
graphs representative  of  all  photographic  processes, 
including  daguerreotypes,  although  an  exact  count 
of  the  daguerreotypes  has  not  as  yet  been  made. 
Many  of  these  images  were  also  from  Dr.  Bigelow. 
Most  of  Dr.  Bigelow’s  images  from  the  Warren  Mu- 
seum were,  until  recently,  at  the  Massachusetts 
General  Hospital  which  has  now  given  them  and  its 
other  daguerrean  images  to  Harvard’s  Fogg  Museum 
on  a long-term  loan  (24  daguerreotypes). 

The  Massachusetts  General  Hospital’s  collection 
at  the  Fogg  has  in  it  three  full -plate  daguerreotypes 
of  operations  under  ether.  These  daguerreotypes, 
to  be  described,  probably  represent  the  first  use  of 
documentary  photography  in  America. 

On  October  16,  1846,  the  first  public  demonstra- 
tion of  the  successful  use  of  sulfuric  ether  as  an  an- 
esthetic in  surgery  occurred.  Although  photographer 
Josiah  J.  Hawes  was  present,  the  sight  of  blood  un- 
nerved him  so  that  the  event  was  not  recorded.10 
During  the  following  year  several  full-plate  daguer- 
reotypes were  taken  of  “pre-op”  etherizations. 
These  daguerreotypes  depict  9 or  10  men  about  the 
operating  table.  Easily  recognized  is  Massachusetts 
General  Hospital’s  surgeon-in-chief,  John  Collins 
Warren,  M.D.  (1778-1856). + Dr.  W.  T.  G.  Morton 
(1819-1868)  the  Boston  dentist  who  first  demon- 
strated the  use  of  ether,  has  not  been  identified  in  any 
of  the  extant  images.  The  identification  of  the 
others  has  been  a matter  of  controversy.11  The 
stances  of  the  men  indicate  they  knew  history  was 
being  made.  Indeed,  in  the  medical  field  few  de- 
velopments have  been  as  important  as  the  discovery 
of  anesthesia  in  surgery. 

The  best-known  image  shows  a young  man  on  the 
operating  table,  taken  by  Southworth  and  Hawes 
(Fig.  6).  It  probably  dates  after  March,  1847,  since 
it  shows  the  use  of  the  sponge  rather  than  the  original 
inhaler.  The  image  portrayed  on  the  cover  of  this 
Journal  shows  a young  woman  and  again  a sponge  for 
the  ether.  It  also  was  taken  by  Southworth  and 
Hawes.  The  final  ether  operation  picture  in  the 

* As  of  1956  there  were  13,251  items  catalogued. 

+ Dr.  Warren  in  1854  published  Remarks  on  Some  Fossil  Im- 
pressions in  the  Sandstone  lioeks  on  Connecticut  River,  Boston, 
54  pages,  'this  work  is  the  first  American  scientific  work  will)  a 
photograph  (tipped  in  albumen  print)  and  may  be  the  first 
American  publication  with  a photograph.  Homes  of  tin  American 
Statesmen,  also  printed  the  same  year,  is  considered  the  first. 


TABLE  II.  Daguerreotypes  listed  in  the  descriptive 
catalogue  of  the  Warren  Anatomical  Museum-18709 


Age 

Specimen  (Years) 

Number  Description  Patient 


Head  and 
neck 
lesions 

1197 

Chronic  inflammation  of  jaw- 
preoperative  (taken  1850) 

14  girl 

1814-15 

Varicose  arterial  tumor  over  right  eye 

35  woman 

2022-23 

Nose  destroyed  by  lupus  (front 
and  side  views) 

19  woman 

2024 

Above  patient  with  new  nose 

19  woman 

2025 

Scrofulous  lupus;  nose,  uvula,  gums 
destroyed 

19  woman 

2026 

Postoperative  result  of  above  case 

19  woman 

2027 

Two  patients  together,  preoperative 
(2025)  postoperative  (2022) 

19  woman 

2032 

Epithelial  cancer  of  lip 

35  female 

2044-5 

Protrusion  of  eyes,  with  enlarged 
thvroid  gland,  front  and  side  views 

21  female 

2944 

Hydrocele  of  neck 

22  man 

2945 

Hydrocele  of  neck 

44  ? 

2946 

Hydrocele  of  neck  (taken  1863) 

6 months 
0 

2947-48 

Oil  cyst  below  the  ear 

45  man 

3004-5 

Tumor  below  lower  jaw  (taken  1851) 

11  boy 

3027 

Tumor  below  ear 

52  woman 

3031 

Cartilaginous  tumor  on  side  of  neck 

20  woman 

3032 

Postoperative  of  above  case 

20  woman 

3043 

Large  encephaloid  tumor  of  the  neck 

“young 

man” 

3044 

Postoperative  view  of  above  case 

“young 

man” 

3056-58 

Disease 
of  rest 
of  body 

Malignant  disease  of  antrum.  Three 
postoperative  views 

63  man 

1837 

Amputated  lower  limb  with  enlarged 
lymphatics  and  veins  (taken  1854) 

22  woman 

2010-11 

Chancre  of  thumb-front  and  side  views 

7 ? 

2986-87 

Large  fibrocellular  outgrowth  of  the 
skin  from  over  left  buttock 

25  woman 

2982 

Woman  with  one  of  the  largest  tumors 

25  woman 

ever  recorded  275  pounds  (taken  1851 
in  Ohio) 

The  above 

1 daguerreotypes  (with  the  exception  of  2982)  were  cases  of  H. 

( 1.  Bigelow,  M.D.,  and  donated  by  him  to  the  Warren  Museum.  All  were 
taken  in  1858  or  prior  except  2946  which  was  taken  in  1863.  (Numbers  2946, 
2010,  and  201 1 are  listed  as  daguerreotypes  hut  are  ambrotypes.) 

collection  portrays  a bearded  young  man  sitting  in 
his  chair  with  the  physicians  standing  around  him. 
The  anesthetist  holds  an  early  glass  flask  ether  in- 
haler. This  image  was  taken  by  St.  Clair  on  March 
28,  1847. 

References  have  been  made  many  times  stating 
that  Figure  6 represents  a “reinactment  of  the  public 
demonstration  of  ether  in  surgery”  and  was  taken  for 
the  purpose  of  influencing  Congress  to  reward  Dr. 
Morton  for  his  discovery.  At  least  one  copy-plate 
exists  of  this  operation  adding  credence  to  the  “re- 
inactment theory.”  It  should  be  emphasized  that 
none  of  these  images  are  reinactments;  they  are  all 
different  operations  under  ether.  If  any  image  re- 
sembles the  October  16,  1846,  operation,  it  would  be 
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FIGURE  6.  Operation  under  anesthesia,  1847,  full-plate 
daguerreotype  taken  by  South  worth  and  Hawes;  one  of  three 
extant  such  views  of  early  ether  operations  and  the  one  most 
widely  published.  Also  one  of  the  earliest  extant  docu- 
mentary photographs  in  America.  John  C.  Warren,  M.D., 
chief  surgeon  of  Massachusetts  General  Hospital  is  looking 
at  the  camera  (courtesy  Arnold  Crane). 


the  one  with  the  young  man  seated,  as  was  George 
Abbott,  the  person  on  whom  the  first  operation  was 
performed. 

Other  images  at  the  Fogg  include  4 full  plates  of  a 
male  patient  showing  lower  torso  and  legs  and  1 1 
other  images  of  patients.  Among  these  are  addi- 
tional photographs  of  Figure  5E,  one  is  another 
view  of  Figure  5C.  Also  in  the  collections  are  two 
daguerreotypes  of  Dr.  Bigelow,  two  of  Dr.  Warren, 
and  one  each  of  Dr.  J.  Jackson  and  Dr.  Morton. 


Medical  consultation  via  photography 

The  medical  museum  of  Valentine  Mott,  M.D. 

! (1783-1865)  was  given  to  the  New  York  Academy  of 
Medicine  in  1909.*  In  this  collection  is  a daguer- 
reotype of  a patient  with  a large  tumor  of  the  fore- 
head and  eyelid  diagnosed  as  “aneurism  by  anasto- 
mosis” (Fig.  7).  Taken  by  E.  A.  Flewellen,  M.D.,  of 
Thomaston,  Georgia,  the  daguerreotype  was  sent  to 
Dr.  Mott  in  June  of  1856  along  with  a letter  re- 
questing his  diagnosis  and  advice  as  to  treatment.  In 
1854,  Dr.  Mott  had  presented  to  the  Royal  Clinical 
Society  of  London  five  similar  cases  of  pendulous 
tumors  of  the  forehead  and  neck  for  which  he  coined 
the  term  “pachydermatocele.”12  Dr.  Mott  was  ob- 
viously the  right  man  with  whom  to  consult,  and 
sending  the  photograph  was  the  easiest  way  to  get  the 
consultation!  This  case  represents  the  first  docu- 
mented use  of  photography  for  case  presentation  and 
consultation  in  America.13 

According  to  “Report  of  the  Medical  Society”  in 
the  Boston  Medical  and  Surgical  Journal  of  I860,14 
on  July  12,  1858,  Dr.  Bigelow  brought  a daguerre- 
otype of  a patient  with  protrusion  of  the  eyes  in 
connection  with  anemia,  palpitation,  and  goiter 
(thyroid  exophthalmos)  to  a meeting  of  the  Boston 

* For  a picture  of  Dr.  Mott  see  part  I,  April,  1979. 


J 


FIGURE  7.  Medical  consultation  by  daguerreotype,  patient 
with  enlarging  congenital  tumor  of  forehead  and  eyelid, 
diagnosed  as  “aneurism  by  anastomosis."  Daguerreotype 
sent  from  Thomaston,  Georgia,  to  New  York  City  in  1856  to 
Valentine  Mott,  M.D.,  for  consultation.  Present-day  diagnosis 
is  classic  eyelid  finding  of  neurofibromatosis  (Von  Reck- 
linghausen’s disease),  (courtesy,  New  York  Academy  of 
Medicine). 


Society  for  Medical  Improvement  for  a grand  rounds 
type  presentation.  (Table  II,  number  2044-5). 

From  these  two  instances,  it  seems  that  the  use  of 
photographic  representation  of  a patient  for  con- 
sultation was  established  in  the  United  States  in  the 
late  1850s. 

Medical  archival  research 

In  addition  to  journal  and  museum  catalogue  re- 
search, I surveyed  over  100  major  medical  archival 
deposits  including  all  U.S.  medical  schools,  major 
medical  libraries,  and  many  county  societies,  re- 
questing knowledge  of  existence  of  any  early  images. 
Only  a handful  knew  of  or  had  daguerrean  or  other 
hard  images.4  It  is  probable  that  daguerrean  images 
are  located  in  specialized  collections  of  physicians’ 
effects,  which  have  been  donated  to  institutions  and 
kept  intact.  Research  has  shown  that,  in  general, 
institutions  do  not  separately  catalogue  these  effects, 
• and  thus  would  not  catalogue  the  images. 

+ Ambrotypes  and  tintypes. 
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The  daguerreotype  in  anatomic  science 

In  1976,  Elinor  Reichlin,  then  a researcher  at. 
Harvard’s  Peabody  Museum  of  Archaeology  and 
Ethnology  in  Cambridge,  Massachusetts,  discovered 
15  daguerreotypes  of  American  slaves  taken  for  Dr. 
Louis  Agassiz  (1807-1883),  a Swiss-born  zoologist 
and  considered  to  be  one  of  the  fathers  of  American 
natural  science.  Agassiz  believed  from  his  study  of 
fossils  that  all  animal  species,  except  man,  had  been 
separately  created  to  suit  its  own  environment.  He 
became  a follower  of  Dr.  Samuel  Morton  ( 1799— 
1851),*  who  hypothesized  that  not  only  animals  but 
all  human  races  were  separate  species,  having  not 
evolved  from  common  ancestors.  Dr.  Agassiz  set  out 
to  conduct  field  research  on  racial  characteristics  to 
support  Morton’s  hypothesis,  and  in  1850,  while  in 
South  Carolina,  he  examined  African-born  slaves  and 
their  first-generation  offspring  to  study  their  ana- 
tomic features.15  + In  addition,  he  arranged  for 
photographic  corroboration  of  his  report  of  those 
examined  to  further  demonstrate  his  theory  of  sep- 
arate species’  creation.  The  actual  photographing 
was  done  in  and  around  Columbia,  South  Carolina, 
by  J.  T.  Zealy  under  the  direction  of  Robert  W. 
Gibbs,  M.D.  (1809-1866),  a noted  ornithologist  and 
collector  of  scientific  specimens  (Fig.  8).**  Charles 
Darwin’s  publication  in  1859  of  his  Origin  of  Species, 
describing  man's  common  ancestry,  eventually  dis- 
credited the  Morton-Agassiz  hypothesis.  These 
daguerreotypes,  however,  remain  important  because 
they  provide  additional  proof  of  American  use  of 
photography  for  scientific  and  medical  work  as  well 
as  being  the  earliest  surviving  images  of  slaves  in 
America. 

Daguerrean  photomicrography 

Medical  photography  in  America  began  with 
daguerrean  photomicrography  just  as  it  had  in  Eu- 
rope. John  William  Draper,  M.D.,  was  the  first 
American  photomicrographer  (1840)  and,  as  men- 
tioned previously  in  part  II,  was  the  first  to  use 
daguerrean  photomicrographs,  as  well  as  daguerre- 
otypes of  real  objects,  as  teaching  aids.  Progress  in 
daguerrean  photomicrography  was  limited  by  the 
nature  of  the  silvered  image  and  the  color  sensit  ivities 
of  the  process. 

Photomicrographs  could  not  be  taken  with  the 
calotype  process,  because  t he  coarseness  of  the  paper 
obscured  microscopic  detail.  In  addition,  the  paper 
negative  could  burn  in  the  solar-microscope-photo- 
graphic apparatus  used.  Advancements  in  pho- 
tomicrography had  to  wait  until  the  development  of 

* A distinguished  Philadelphia  anatomist,  who  after  studying 
hundreds  of  skulls  and  publishing  two  books  on  his  findings, 
Crania  Americana  i 1839),  and  Crania  Aegypticus  (1844),  came 
to  his  doctrine  of  “separate  creations.” 

i In  1851,  Dr.  Agassiz  was  appointed  Professor  of  Anatomy  at 
the  Medical  College  at  Charleston,  South  Carolina,  a post  he  held 
for  only  about  a year.  'Phis  was  his  last  medical  school  appoint- 
ment.1'’ 

* * Dr.  Gibbs  served  as  surgeon  general  of  South  Carolina  during 
the  Civil  War,  and  later  as  mayor  of  Columbia,  South  Carolina, 
and  president  of  the  Medical  Association  of  South  Carolina. 


FIGURE  8.  Daguerreotype  of  slave  taken  for  Dr.  Louis  Ag- 
assiz as  part  of  his  study  in  support  of  the  theory  of  “separate 
creations”  of  the  human  species.  Full-length  male  nude 
slave  “Alfred  Foulah,  who  belonged  to  I.  Lomas,  Columbia, 
S.  C.”  (courtesy  Peabody  Museum,  Flarvard  University). 

the  wet-plate  collodion  process,  when  faster  speeds 
and  more  suitable  photographic  emulsions  became 
available. 

Images  of  the  deformed 

Many  daguerrean  “portrait-images”  are  extant 
that  depict  individuals  v/ith  pathologic  processes  and 
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I FIGURE  9.  Deformity  about  left  eye  in  two  sisters.  This 
I sixth-plate  portrait  depicts  one  young  lady  with  disfigurement 
producing  more  exposed  globe  (ectropion)  and  the  other  with 
disfigurement  almost  entirely  closing  eye.  Unpublished. 

deformities,  the  extent  of  which  are  so  severe  and 
foreign  to  us  in  our  modern  surgical  age  that  most 
'people  today  would  not  allow  such  a photograph  to 
be  taken  of  them.  These  images,  although  not  clin- 
ical photographs,  are  of  some  sociomedical  impor- 
tance because  they  give  us  a view  as  to  how  people 
lived  with  their  diseases  and,  perhaps,  results  of 
treatment.  Thus,  our  medical  visual  heritage  is  en- 
Iriched  (Fig.  9).  These  images  should  be  viewed  not 
(with  the  aesthetic  values  of  1979.  but  as  the  pathos 
bf  an  era  in  which  diseases  maimed  (such  as  syphilis) 
j and  surgical  intervention  was  many  times  rewarded 
« Aith  death,  infection,  or  disfigurement. 

I 

| European  clinical  daguerreotypy 

European  clinical  daguerreotypy  was  neither  done 
t as  early  nor  was  its  use  as  widespread  as  it  was  in 
. \merica.  In  fact,  no  known  clinical  daguerreotypes 
: are  at  present  extant,  although  I am  confident  many 
.vere  taken  by  such  persons  as  Berend,  who  will  be 
discussed. 

The  daguerreotype  had  a unique  place  in  American 
society  that  was  unparalleled  in  any  other  country. 
Tudisill1  in  his  excellent  book,  Mirror  Image:  The 
nfluence  of  the  Daguerreotype  on  American  Soci- 
’ty,  documents  this  fact  in  great  detail.  He  says  that 
\merican  daguerrean  technology  was  ahead  of  the 
est  of  the  world  by  1850  and  was  influential  over 
nuch  of  it  even  before  the  international  victory  given 


American  daguerreotypists  at  the  London  Crystal 
Palace  Exhibition  in  1851.  It  was  here  that  Horace 
Greeley  remarked  “In  Daguerreotypes ...  we  beat  the 
world.17  Even  in  Europe  an  American  often  stood 
as  one  of  the  leading  daguerreotypists  in  a chief 
city  Warren  Thompson  was  a major  operator  in 
Paris  and  John  Mayall  vitalized  the  trade  in 
London.”1 

The  paper  calotype  photograph,  which  was  rarely 
used  in  America,  was  common  in  Europe.*  Thus  in 
Europe,  the  daguerreotype  had  a competing  photo- 
graphic process  which  was  much  cheaper  and  from 
which  inexpensive  copy  prints  could  be  made.  Many 
other  factors,  too  numerous  to  mention  here,  were 
also  at  play  in  defining  the  scope  of  daguerreotypy 
in  Europe.  It  is  unfortunate  that  at  present  no  En- 
glish language  work  exists  that  describes  European 
daguerreotypy  in  sufficient  detail.  It  is  hoped  that 
detailed  research  in  European  journals  and  archives 
will  be  done  by  photohistorians  to  get  a clearer  pic- 
ture of  European  early  medical  photography. 

European  medical  daguerreotypists 

In  1839,  Alfred  Donne,  M.D.  (1801-1878),  head  of 
the  Charite  Clinic  in  Paris,  took  the  world’s  first 
medical  daguerreotypes:  photomicrographs.  By 

February,  1840,  he  had  invented,  with  the  optician, 
Soleil,  an  instrument  to  take  photomicrographs 
which  he  called  a “microscope-daguerreotype.”19  He 
used  as  part  of  this  device  a solar  microscope  of  short 
focus.  In  some  cases  a carbon  arc  lamp  was  used  as 
the  source  of  illumination  so  that  artificial  light 
photomicrography  was  possible.  He  also  attempted 
to  invent  a process  of  engraving  on  the  daguerreotype 
plate  itself  to  reproduce  the  photographs  for  a book 
he  intended  to  publish  on  photomicrography. + He 
failed  at  this  and  had  to  employ  an  engraver  to  copy 
the  86  micro-daguerreotypes  he  had  Leon  Foucoult 
take  for  this  atlas. 

In  1844  Donne19  published  Cours  de  Microscopie, 
Complementaire  des  Etudes  Medicates:  Anatomie 
Microscopique  et  Physiologie  des  Fluides  de 
L'Economie.  This  is  the  first  medical  book  that 
mentions  the  use  of  the  daguerreotype  in  medicine. 
In  the  introduction  Donne  describes  the  use  of  his 
apparatus  and  its  presentation  at  the  Academic  des 
Sciences  February  24,  1840.  In  1845  Donne  and 
Foucoult  published  an  atlas  to  accompany  his  Cours 
de  Microscopie.  This  book,  with  86  engravings  from 
daguerreotypes,  is  the  earliest  medical  book  with  il- 
lustrations copied  from  photographs  of  medical 
specimens.  In  1842,  Donne  discovered  platelets,  the 
third  element  of  the  blood,  and  made  daguerreotypes 

* A calotype  photograph  taken  by  Hill  and  Adamson  of  a woman 
with  a large  goiter  in  Edinburgh,  Scotland.  1846-1847  has  been 
reported  to  be  perhaps  one  of  the  earliest  clinical  photographs. 
Attempts  to  link  it  directly  to  James  Inglis,  M.D.,  who  was  also 
photographed  by  Hill  and  Adamson  in  the  same  period,  have  been 
unsuccessful.  Dr.  Inglis  had  studied  goiter  and  iodide  salts.18 

+ Some  of  Dr.  Donne’s  daguerreotypes  are  extant  and  preserved 
at  La  Societe  Francaise  de  Photographie,  9 Rue  Montalembert, 
75-Paris-7. 
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Figure  10.  Possible  harelip  deformity  repair  in  woman  who 
had  undergone  some  type  of  plastic  surgical  procedure. 
Large  “Z”  plasty  type  scars  cover  most  of  both  cheeks. 
Quarter-plate  daguerreotype  by  Weller  of  New  York  City 
(courtesy  New  York  Academy  of  Medicine). 

of  them  for  his  atlas. 

Joseph  Berres  (1796-1844),  professor  of  anatomy 
in  Vienna,  was  another  pioneer  in  photomicrography 
and  like  Dr.  Donne  succeeded  in  developing  a 
somewhat  successful  daguerrean  etching  process,  as 
described  in  part  II. 

First  report  on  medical  photography 

Hermann  Wolff  Berend,  M.D.  (1809-1873),  the 
orthopedic  surgeon  from  Berlin,  has  been  mistakenly 
described  in  most  articles  on  early  medical  photog- 
raphy as  “Friedrich  Jacob  Behrend”  (Rosen  1942'1 
and  Gernsheim  1962°).  He  has  been  credited  with 
being  the  first  on  the  continent  to  use  photography 
to  document  patients’  operative  results  via  pre-  and 
postoperative  pictures.  In  1852,  after  receiving  from 
Russia  a photograph  of  a patient  with  scoliosis  for 
consultation,  he  started  to  use  photography  in  his 
practice,  and  on  December  9,  1853,  at  a conference 
held  at  his  orthopedic  institute,  he  presented  for  the 
first  time  photographs  of  patients  taken  pre-  and 
postoperatively.20* 

In  1855  he  wrote  the  first  report  describing  the  use 
of  photography  in  medicine*;  a translation  is  of- 
fered**: 

Few  physicians  have  the  ability  to  make  adequate 

* Behrend  H.  W.,  All.  Med.  Center.  ZTg  22,  791,  Berlin, 

1853.  , , , 

t (Jeber  Benutzung  der  Lichtbilder  fur  heilwissenschaftliche 
Zwecke,  Wien.  med.  Wchnschr.  19:  291  (May)  1855. 

+ * .Jules  Landowski,  M.D.,  F.A.C.S.,  is  thanked  for  gracious  help 
in  this  translation. 


representations  of  patients.  Few  take  instruction  in 
this  art  form. 

Physicians  need  professional  artists  to  help  in  this 
endeavor.  However,  sufficient  painters  are  mainly  in 
big  cities,  and  even  those  need  training  under  a physi- 
cian before  they  are  able  to  produce  medical  works  of 
any  value. 

Both  artists  and  physicians  must  work  together  and 
hard  to  get  a good  result.  As  a surgeon  and  orthoped- 
ist— early  in  my  career  I learned  to  draw  interesting 
cases  to  keep  for  a collection,  to  use  for  publication. 
But  I had  difficulties,  in  the  faulty  understanding  of 
artists  who  without  special  knowledge  had  to  train 
their  eye  to  reproduce  adequate  and  competent  draw- 
ings and  to  avoid  idealization  of  what  they  saw  rather 
than  to  copy  nature.  Because  of  these  shortcomings  I 
had  taken  great  pains  to  produce  orthopedic  disease 
forms  ie.,  paralization,  hip  deformities,  scoliosis,  etc. 
In  spite  of  all  tricks  much  was  left  to  be  desired. 

I can’t  describe  sufficiently  the  happiness  I experi- 
enced when  I saw  photographs  being  used  to  record 
pathologic  conditions.**  It  was  soon  after  this  inven- 
tion that  I received  such  pictures  of  a scoliosis  patient 
that  were  sent  to  me  for  consultation  from  Russia.  In 
spite  of  faulty  execution,  I recognized  that  the  means 
existed  to  correct  the  long  resented  faults  of  incom- 
plete and  unnatural  representations.  It  has  already 
been  two  years  that  I have  been  using  photographs  ex- 
clusively for  my  needs  and  a large  number  of  these 
have  been  made,  particularly  in  cases  of  distortion  of 
spine,  paralytic  disease,  as  well  as  plastic  surgical 
cases.  I have  to  say  that  those  photographs  have  left 
way  behind  all  other  previous  representations  of  pa- 
tients that  I used.  I now  only  use  photographs.  Nu- 
merous colleagues  who  saw  my  photographs  agreed 
with  my  judgement  that  there  is  nothing  more  impres- 
sive i.e.,  the  picture  of  crippled  patients  pre  and  post 
treatment.  This  way  all  exaggeration  in  the  old  style 
drawings  are  done  away  with.  I recommend  this  new 
method  strongly  and  allow  myself  to  give  two  practical 
explanation  points: 


1 . The  surgeon  should  always  put  the  patient  in 
a relaxed  position  which  should  express  the  charac- 
teristics of  the  disease  in  the  picture.  It  is  not  im- 
portant if  the  patient  is  presented  facing  or  in  pro- 
file, but  one  should  always  use  the  method  which 
shows  the  deformity  correctly.  In  one  word,  the  ex- 
pert physician  must  decide  in  each  case  the  objects 
to  reproduce. 

2.  One  should  allow  only  with  greatest  circum- 
spection that  the  art  ist  retouch  the  picture.  At  the 
present  time  few  pictures  can  be  produced  without 
little  additional  help.  Otherwise  obviously  the  en- 
tire intention  of  fidelity  to  nature  would  be  lost. 
The  first  act  finds  also  its  application  in  the  daguer- 
reotype which  in  its  entire  character  is  way  behind 
regular  photography. 

The  importance  of  Dr.  Berend’s  description  for 
this  present  work  is  that  it  clearly  indicates  his 
preference  and  use  of  photography,  that  is,  “paper 
photographs,”  and  his  lack  of  interest  in  the  da- 

tt  Wet-plate  process,  paper  prints. 
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FIGURE  11.  Reconstructive  surgery,  possibly  scrofulus 
lupus  (tuberculosis  or  syphilis  of  the  nose).  Later  clinicians 
were  able  to  differentiate  one  from  the  other:  syphilis  in- 
volved the  bone,  tuberculosis  the  cartilage.  Daguerreotype 
sixth  plate,  at  present  earliest  surviving  image  showing  actual 
results  of  plastic  repair,  circa  1858.  “This  girl  of  19  had 
disease  of  10  years'  duration.  The  nose,  uvula,  and  gums 
were  destroyed,  exposing  the  roots  of  a few  remaining  teeth. 
An  upper  lip  was  made  from  the  cheeks,  which  came  to- 
gether with  great  tension.  Some  months  afterward,  and 
when  the  lip  had  become  pliable,  new  nose  made  from 
forehead."  This  case  of  Henry  J.  Bigelow,  M.D.,  was  re- 
ported in  the  Boston  Medical  and  Surgical  Journal,  but  a 
woodcut  was  not  published  with  it  (courtesy  Warren  Ana- 
tomical Museum). 

guerreotype.* 

By  the  late  1850s  the  daguerreotype  in  Europe  had 
been  replaced  largely  by  the  various  paper  photo- 
I graphic  processes  (wet-plate),  while  in  America  the 
daguerreotype  was  still  being  used.  Americans  had 
always  favored  the  daguerreotype  because  of  its  ex- 
treme degree  of  clarity  and  detail,  qualities  also 
i particularly  desirable  in  a medical  photograph.  Note 
the  number  of  daguerreotypes  taken  by  Dr.  Bigelow 
' as  late  as  1858  (Fig.  11).  Even  after  the  decline  of  the 
daguerreotype  in  America,  it  was  not  replaced  by 
paper  photography  but  by  the  ambrotypeA  The 
daguerreotype  was  still  used  in  America,  although 
rarely,  during  the  Civil  War  period,  for  a few  of  the 

* In  1865  Dr.  Berend  prepared  an  atlas  of  about  100  photo- 
graphs of  selected  orthopedic  cases  for  the  University  of  Kiev 
Russia).  However,  recent  researches  there  by  the  medical- 
bhoto-historian  Prof.  Tomaso  Lugli  have  indicated  no  trace  re- 
nains. 

f The  Warren  Museum  has  at  least  nine  clinical  ambrotypes 
jxtant  in  its  collection  and  many  others  are  in  existence  in  various 
rrchives. 


engravings  of  wounded  soldiers  portrayed  in  the 
Medical  and  Surgical  History  of  the  War  of  the 
Rebellion  carry  the  caption  “From  a daguerre- 
otype.” 

Piesent  rarity  of  medical  daguerreotypes 

It  has  been  estimated  that  over  30  million  da- 
guerreotypes were  produced  in  America  in  the  1840s 
and  1850s.  Unfortunately  most  of  this  segment  of 
our  visual  heritage  has  been  lost.  For  example,  there 
were  over  100  daguerrean  galleries  in  New  York  City, 
and  many  daguerreotypes  of  New  York  were  taken, 
yet  not  a single  one  is  known  to  have  survived. 
Daguerreotypes  of  other  cities,  towns,  and  villages, 
although  uncommon,  are  preserved  at  historical  so- 
cieties or  found  in  private  collections.  During  the 
nineteenth  century,  fires  destroyed  almost  all  the 
great  collections  of  daguerreotypes  taken  or  collected 
by  photographers.  Both  the  Brady  and  Anthony 
collect  ions  of  national  figures  and  views  were  lost. 
Millions  of  daguerreotypes  were  also  destroyed  by 
attempts  to  recover  the  small  amount  of  gold  and 
silver  in  them,  carelessness,  or  lack  of  concern  in  their 
preservation.  Additionally  many  daguerreotypes 
may  have  been  thrown  away  after  the  image  was  sent 
to  the  engraver  to  make  woodcuts  for  illustrations 
that  were  to  he  published.  In  recent  years  daguer- 
reotypes were  discarded  by  people  more  interested 
in  the  leather  and  plastic  cases  housing  them  than  the 
images  contained  within.** 

Although  numbers  of  medical  daguerreotypes  were 
taken  all  over  America,  relatively  few  of  them  are 
extant.  The  rarity  of  these  images  today  is  not  out 
of  line  in  proportion  to  the  preservation  of  other 
important  daguerreotypes. 

Because  of  the  renewed  interest  and  increasing 
value  of  daguerreotypes  as  part  of  the  American 
heritage,  it  is  anticipated  that  additional  medical 
daguerreotypes  will  be  unearthed  in  future  years. 
These  images  will  come  not  only  from  known  archival 
deposits  but  from  the  usual  hiding  places  of  the 
daguerreotype  such  as  estates  and  attics. 

Conclusion 

American  physicians  took  and  used  daguerrean 
images  for  clinical  medical  purposes  from  the  late 
1840s  onward,  its  peak  being  reached  in  the  mid 
1850s.  The  American  physician  was  ahead  of  his 
European  counterpart  in  the  use  of  clinical  medical 
photography  even  though  European  medical  centers 
were  the  world’s  leaders. 

In  the  next  section  of  this  report,  the  medical  use 
of  the  later  photographic  processes  will  be  docu- 
mented to  1883. ++  Clinical  ambrotypes  and  tin- 
types will  be  presented,  as  well  as  highlights  of  Civil 

**  In  America  the  thermoplastic  case  to  house  the  daguerre- 
otype was  invented  in  the  mid- 1850s.  These  cases  have  elaborate 
designs  or  figures  and  have  been  quite  desired  by  collectors.  They 
were  not  made  in  Europe.  Leather  cases  or  more  commonly  wall 
frames  were  used  to  house  daguerreotypes  in  Europe. 

+t  See  part  1 April.  1979. 
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War  medical  photography,  the  psychiatric  use  of 
photography,  and  American  medical  books  with  . 
tipped-in  photographs. 
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AMA  drafts  model  law 
to  expand  home  health  care 

Insurance  coverage  for  home  health  care  will  help  to  save 
medical  care  costs  and  will  allow  many  patients  to  recu- 
perate in  their  own  homes  rather  than  in  hospitals. 

To  encourage  home  health  care  the  American  Medical 
Association  has  drafted  model  state  legislat  ion  which  state 
medical  societies  are  being  encouraged  to  offer  to  state 
legislatures. 

The  proposed  law  would  require  health  insurers  in  the 
state  and  nonprofit  hospital  and  medical  service  plans  to 
make  available  home  health  care  benefits  for  services 
rendered  by  a licensed  home  health  agency. 


Seven  states  already  have  enacted  legislation  to  en- 
courage home  health  care.  They  are  Arizona,  California, 
Connecticut,  New  Mexico,  New  York,  Vermont,  and 
Wisconsin. 

Home  health  care  has  demonstrated  that  it  is  an  effective 
and  less  expensive  means  of  providing  health  services  as- 
an  alternative  to  more  costly  institutional  care,  the  AMA 
declared. 

Patients  prefer  care  that  can  he  provided  in  their  owi 
home  environment  . Home-bound  persons  can  be  taugh  I 
to  live  in  a relatively  independent  status.  Many  patien 
days  in  t he  hospitals  can  be  eliminated  t hrough  early  dis 
charge  to  home  care. 
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Obituaries 


Abe  Alper,  M.D.,  of  Hewlett,  formerly  of  Far  Rockaway, 
died  on  May  17  at  the  age  of  66.  Dr.  Alper  graduated  in 
1940  from  the  University  of  Arkansas  School  of  Medicine. 
He  had  been  an  attending  physician  at  Peninsula  Hospital 
Center,  an  associate  gastroenterologist  at  Queens  Hospital 
Center,  and  a staff  physician  at  Long  Island  -Jewish- H ill- 
side  Medical  Center.  Dr.  Alper  was  a Fellow  of  the 
American  College  of  Gastroenterology  and  a member  of  the 
New  York  Academy  of  Gastroenterology,  the  New  York 
State  Society  of  Internal  Medicine,  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Eugenio  R.  Arroyo,  M.D.,  of  Brooklyn,  died  on  February 
26  at  the  age  of  47.  Dr.  Arroyo  received  his  medical  degree 
from  the  University  of  Seville  in  1970.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New'  York,  and  the  American 
Medical  Association. 

Raphael  M.  Baratta,  M.D.,  of  Brooklyn,  died  on  No- 
vember 23  in  his  60th  year.  Dr.  Baratta  graduated  in  1924 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a member  of  the  American  Academy  of  Family  Physicians, 
the  Pan  American  Medical  Association,  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Alan  Herbert  Barnert,  M.D.,  of  New  York  City,  died  on 
April  4 at  the  age  of  64.  Dr.  Barnert  graduated  in  1937 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  active  ophthalmologic  surgeon  at 
Manhattan  Eye,  Ear  and  Throat  Hospital,  an  ophthal- 
mologic surgeon  at  The  New  York  Hospital,  an  associate 
ophthalmologist  at  The  Mount  Sinai  Hospital,  and  a con- 
sulting ophthalmologist  at  Harlem  Hospital  Center.  Dr. 
Barnert  was  a Diplomate  of  the  American  Board  of  Oph- 
thalmology, a Fellow'  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Pan  American  Association  of 
Ophthalmology,  the  New  York  Academy  of  Medicine,  the 
New  York  Society  for  Clinical  Ophthalmology,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
li  State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Alfred  C.  Beck,  M D.,  of  Brooklyn,  died  on  March  22  at 
the  age  of  93.  Dr.  Beck  graduated  in  1910  from  the  Uni- 
versity of  Michigan  Medical  School.  He  was  a consulting 
l obstetrician  and  gynecologist  at  Long  Island  College 
Hospital.  Dr.  Beck  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Gynecological  Society,  the  New  York  Academy 
[of  Medicine,  the  New  York  Obstetrical  Society,  the  Med- 
ical Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 


Martin  R.  Bolti/ar,  M.D.,  of  Flushing,  died  on  May  4 at 
the  age  of  66.  Dr.  Bolt izar  graduated  in  1941  from  Long 
Island  College  ol  Medicine.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  Brown,  M.D.,  of  New  Rochelle,  died  on  April  23 
at  the  age  of  60.  Dr.  Brown  graduated  in  1943  from  New 
York  University  School  of  Medicine.  He  was  a staff  phy- 
sician in  pulmonary  disease  at  the  Bronx  Veterans  Ad- 
ministration Hospital  and  an  attending  physician  at  New 
Rochelle  Hospital  Center.  Dr.  Brown  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  and  a member 
of  the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  Henry  Caiman,  M.D.,  of  Utica,  died  on  April  6 at 
t he  age  of  78.  Dr.  Caiman  received  his  medical  degree  from 
the  University  of  Frankfurt  in  1925.  He  was  an  attending 
general  practitioner  at  St.  Luke’s-Memorial  Hospital 
Center.  Dr.  Caiman  was  a member  of  the  Utica  Academy 
of  Medicine,  the  Medical  Society  of  the  County  of  Oneida, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

-James  Arnone  Carleo,  M.D.,  of  Brooklyn  and  White- 
stone,  died  on  March  19  in  his  76th  year.  Dr.  Carleo 
graduated  in  1932  from  Georgetown  University  School  of 
Medicine.  He  was  a member  of  the  New  York  Cardiolog- 
ical Society,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Alexander  Chester,  M.D.,  of  Brooklyn,  died  on  January 
25  at  the  age  of  67.  Dr.  Chester  received  his  medical  degree 
from  the  University  of  Bonn  in  1938.  He  was  an  associate 
emeritus  allergist  at  Brookdale  Hospital  Medical  Center. 
Dr.  Chester  was  a Fellow  of  the  American  College  of  Al- 
lergists and  a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Martin  Joseph  Clyman,  M.D.,  of  New  York  City,  died  on 
April  29  at  the  age  of  65.  Dr.  Clyman  graduated  in  1938 
from  Temple  University  School  of  Medicine.  He  was  an 
associate,  special  service,  in  obstetrics  and  gynecology  at 
The  Mount  Sinai  Hospital.  Dr.  Clyman  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Surgeons,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists,  and 
a member  of  the  American  Public  Health  Association,  the 
American  Fertility  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  Obstetrical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 
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Alexander  George  Davidson,  M.D.,  of  Brooklyn,  died 
in  December  at  the  age  of  85.  Dr.  Davidson  graduated  in 
1920  from  Cornell  University  College  of  Medicine.  He  was 
a consultant  in  internal  medicine  at  Jewish  Hospital  and 
Medical  Center  of  Brooklyn  and  a consultant  in  pulmonary 
disease  at  Sea  View  Hospital  and  Home.  Dr.  Davidson  was 
a Diplomate  of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Physicians,  a Fellow 
of  the  American  College  of  Chest  Physicians,  and  a member 
of  the  American  Thoracic  Society,  the  New  York  State 
Society  of  Internal  Medicine,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Sidney  Solomon  Epstein,  M.D.,  of  The  Bronx,  died  on 
March  30  at  the  age  of  71.  Dr.  Epstein  graduated  in  1931 
from  the  University  of  Louisville  School  of  Medicine.  He 
was  a consulting  ophthalmologist  at  The  Bronx-Lebanon 
Hospital  Center  and  an  ophthalmologist  at  Montefiore 
Hospital  and  Medical  Center.  Dr.  Epstein  was  a Diplo- 
mate of  the  American  Board  of  Ophthalmology,  a Fellow 
of  the  International  College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Pan  American  Association  of  Ophthalmology, 
the  New  York  Society  for  Clinical  Ophthalmology,  the 
Bronx  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Harris  Feinberg,  M.D.,  of  Surfside,  Florida,  formerly  of 
Brooklyn,  died  on  December  19  at  the  age  of  82.  Dr. 
Feinberg  graduated  in  1920  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Ellen  Deborah  Freeman,  M.D.,  of  New  York  City,  died 
in  April.  Dr.  Freeman  graduated  in  1963  from  Albert 
Einstein  College  of  Medicine.  She  was  an  assistant  psy- 
chiatrist at  Montefiore  Hospital  and  Medical  Center  and 
at  The  New  York  Hospital.  Dr.  Freeman  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology, 
(Psychiatry,  Neurology,  and  Child  Psychiatry)  and  a 
member  of  the  American  Psychiatric  Association  and  the 
American  Academy  of  Child  Psychiatry. 

Edward  Scott  Goodwin,  M.D.,  of  Menands,  died  on  April 
1 1 at  the  age  of  82.  Dr.  Goodwin  graduated  in  1924  from 
Yale  University  School  of  Medicine.  He  was  an  honorary 
pediatrician  at  Albany  Medical  Center.  Dr.  Goodwin  was 
a Diplomate  of  the  American  Board  of  Pediatrics  and  a 
member  of  the  American  Academy  of  Pediatrics,  the  Al- 
bany County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Anthony  Vito  Grella,  M.D.,  of  Manhasset,  died  on  March 
14  at  the  age  of  59.  Dr.  Grella  graduated  in  1944  from 
Stritch  School  of  Medicine  of  Loyola  University.  He  was 
a member  of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Art  hur  Hccht,  M.D.,  of  New  York  City,  died  on  December 


29  at  the  age  of  51.  Dr.  Hecht  graduated  in  1954  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
an  attending  physician  at  the  New  York  Infirmary,  assis- 
tant-in  medicine  at  University  Hospital,  clinical  assistant 
physician  at  Bellevue  Hospital,  and  an  assistant  physician 
at  Cabrini  Health  Care  Center.  Dr.  Hecht  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a member  of  the 
Endocrine  Society,  the  Clinical  Society,  New  York  Dia- 
betes Association,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Morton  Hoberman,  M.D.,  of  Yonkers  and  Riverhead, 
died  on  May  10  at  the  age  of  68.  Dr.  Hoberman  graduated 
in  1936  from  Wayne  State  University  College  of  Medicine. 
He  was  an  associate  attending  in  physical  medicine  and 
rehabilitation  at  The  Presbyterian  Hospital,  chief  of  and 
attending  in  physical  medicine  and  rehabilitation  at 
Yonkers  General  Hospital,  a consulting  physiatrist  at 
Central  Suffolk  Hospital  Association,  and  a consultant  in 
physical  medicine  and  rehabilitation  at  Nyack  Hospital. 
Dr.  Hoberman  was  a Diplomate  of  the  American  Board  of 
Physical  Medicine  and  Rehabilitation  and  a member  of  the 
American  Academy  of  Physical  Medicine  and  Rehabili- 
tation Medicine,  the  Academy  of  Medicine,  the  New  York 
Society  for  Physical  Medicine  and  Rehabilitation,  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  H.  Kalteux,  M.D.,  of  Schenectady,  died  on  March 
25  at  the  age  of  72.  Dr.  Kalteux  graduated  in  1936  from 
New  York  Medical  College.  He  was  a member  of  the 
Schenectady  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Alan  A.  Kane,  M.D.,  of  Brooklyn,  died  on  February  13  at 
the  age  of  70.  Dr.  Kane  graduated  in  1933  from  New  York 
Homeopathic  Medical  College  and  Flower  Hospital.  He 
was  chief  of  and  attending  in  surgery  at  Coney  Island 
Hospital  and  an  attending  and  consultant  in  surgery  at 
Community  Hospital  of  Brooklyn.  Dr.  Kane  was  a Dip- 
lomate of  the  American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Gastroenterology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Dicran  Y.  Kassouny,  M.D.,  of  New  York  City,  died  on 
March  23  at  the  age  of  67.  Dr.  Kassouny  received  his 
medical  degree  from  the  University  of  Beirut  in  1946.  He 
was  chief  of  clinical  pathology  at  the  New  York  City  Vet- 
erans Administration  Hospital.  Dr.  Kassouny  was  a Dip- 
lomate of  the  American  Board  of  Pathology  (Pathologic 
Anatomy  and  Clinical  Pathology),  a Fellow  of  the  College 
of  American  Pathologists,  and  a member  of  the  American 
Society  of  Clinical  Pathologists,  the  Pan  American  Medical 
Association,  the  New  York  State  Society  of  Pathologists,! 
the  New  York  Pathological  Society,  the  New  York  County 
Medical  Society,  t he  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Duncan  G.  Kilgour,  M.D.,  of  New  York  City,  died  on 
January  15  at  the  age  of  79.  Dr,  Kilgour  graduated  in  1923 
from  the  University  of  Toronto  Faculty  of  Medicine.  He 
was  an  honorary  member  of  the  medical  staff  in  medicine 
at  St.  (Mare’s  Hospital  and  Health  Center.  l)r.  Kilgour  was 
a Diplomate  of  the  American  Board  of  Preventive  Medi- 
cine, Inc.  (Occupational  Medicine),  a Fellow  of  the  Amer- 
I ican  College  of  Preventive  Medicine,  and  a member  of  the 
American  Academy  of  Occupational  Medicine,  the 
American  Occupational  Medicine  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
i State  of  New  York,  and  the  American  Medical  Associa- 
I tion. 

Homer  H.  Lewis,  Jr.,  M.D.,  of  Schenectady,  died  on  April 
20  at  the  age  of  67.  Dr.  Lewis  graduated  in  1940  from  the 
University  of  Pittsburgh  School  of  Medicine.  He  was  a 
member  of  the  American  Occupational  Medicine  Associ- 
ation, the  Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


■ Willard  Amos  Loomis,  Jr.,  M.D.,  of  Adams,  died  on  April 
1 1 at  the  age  of  76.  Dr.  Loomis  graduated  in  1929  from 
Syracuse  University  College  of  Medicine.  He  was  a 
member  of  the  Onondaga  County  Medical  Society,  the 
I Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
I ican  Medical  Association. 

William  Victor  Lulow,  M.D.,  ot  New  \ ork  City,  died  on 
I April  25  at  the  age  of  66.  Dr.  Lulow  graduated  in  1937 
I from  Tufts  University  School  of  Medicine.  He  was  an 
I assistant  psychiatrist  at  The  New  York  Hospital.  Dr. 
I Lulow  was  a Diplomate  of  the  American  Board  of  Psychi- 

Iatrv  and  Neurology  (Psychiatry)  and  a member  of  the 
American  Psychiatric  Association,  the  New  York  County 
I Medical  Society,  the  Medical  Society  of  the  State  of  New 
I York,  and  the  American  Medical  Association. 

Donald  G.  MacElroy,  M.D.,  of  Schenectady,  died  on  April 
I1  7 at  the  age  of  69.  Dr.  MacElroy  graduated  in  1938  from 
I the  University  of  Buffalo  School  of  Medicine.  He  was  a 
I consulting  orthopedic  surgeon  at  Ellis  Hospital  and 
i Sunnvview  Hospital  and  Rehabilitation  Center.  Dr. 
||  MacElroy  was  a member  of  the  Schenectady  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Patrick  Mahoney,  M.D.,  of  Manhasset,  died  on 
May  7 at  the  age  of  58.  Dr.  Mahoney  graduated  in  1945 
from  New  York  Medical  College.  He  was  an  obstetrician 
and  gynecologist  at  Nassau  Hospital,  an  associate  obste- 
trician and  gynecologist  at  North  Shore  University  Hos- 
pital, and  an  active  gynecologist  at  Manhasset  Medical 
Center  Hospital.  Dr.  Mahoney  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
[of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Fertility  Society,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
'ot  New  York,  and  the  American  Medical  Association. 

VIelvin  Husted  Manson,  M.D.,  of  Isle  of  Pines,  Cuba, 


formerly  of  New  York  City,  died  on  December  4 at  the  age 
of  76.  Dr.  Manson  graduated  in  1928  from  the  University 
of  Minnesota  College  of  Medicine.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Harry  L.  Margulies,  M.D.,  of  The  Bronx,  died  on  March 
1 1 at  the  age  of  75.  Dr.  Margulies  graduated  in  1930  from 
St.  Louis  University  School  of  Medicine.  He  was  an  as- 
sociate obstetrician  and  gynecologist  at  Lincoln  Hospital, 
a consulting  obstetrician  and  gynecologist  at  Parkchester 
Hospital,  and  an  obstetrician  and  gynecologist  at  West- 
chester Square  Hospital.  Dr.  Margulies  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Frieda  David  Mark,  M.D.,  of  New  York  City,  died  in 
February  at  the  age  of  80.  Dr.  Mark  received  her  medical 
degree  from  the  University  of  Breslau  in  1923.  She  was  a 
senior  clinical  assistant  ophthalmologist  at  The  Mount 
Sinai  Hospital.  Dr.  Mark  was  a member  of  the  New  York 
Society  for  Clinical  Ophthalmology,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Mary  E.  Michael,  M.D.,  of  Forest  Hills,  died  in  July,  1978, 
at  the  age  of  51.  Dr.  Michael  graduated  in  1964  from 
Kentucky  University  Medical  Department. 

Samuel  Millman,  M.D.,  of  Brooklyn,  died  on  August  14 
in  his  79th  year.  Dr.  Millman  graduated  in  1925  from  the 
University  of  Michigan  Medical  School.  He  was  a con- 
sultant in  internal  medicine  at  Kingsbrook  Jewish  Medical 
Center  and  Jewish  Hospital  and  Medical  Center  of 
Brooklyn,  and  a consulting  physician  at  Kings  County 
Hospital  Center.  Dr.  Millman  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Isidor  Moldawsky,  M.D.,  of  New  York  City  and  Long 
Beach,  died  on  April  4 at  the  age  of  83.  Dr.  Moldawsky 
received  his  medical  degree  from  the  University  of  Odessa 
in  1920.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harold  W.  Morgans,  M.D.,  of  Middletown,  died  on  April 
10  at  the  age  of  79.  Dr.  Morgans  graduated  in  1937  from 
Rush  Medical  College.  He  was  a member  of  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

John  F.  Mosher,  M.D.,  of  Albany  and  Guilderland,  died 
on  March  17  at  the  age  of  75.  Dr.  Mosher  graduated  in 
1927  from  Albany  Medical  College.  He  was  an  honorary 
physician  on  the  medical  staff  at  Albany  Medical  Center 
Hospital.  Dr.  Mosher  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  American  Thoracic 


July  1979/New  York  State  Journal  of  Medicine  1271 


Society,  the  Albany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Isidor  Mufson,  M.D.,  of  The  Bronx,  died  on  March  24  at 
the  age  of  82.  Dr.  Mufson  graduated  in  1919  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
was  an  assistant,  inactive,  in  medicine  at  The  Presbyterian 
Hospital  and  a consultant  in  perivascular  disease  at  the 
Hospital  for  Joint  Diseases  and  Medical  Center  and  Mis- 
ericordia  Hospital  Medical  Center.  Dr.  Mufson  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Alfred  Pilz,  M.D.,  of  Ridgewood,  died  on  July 
15,  1978,  at  the  age  of  69.  Dr.  Pilz  graduated  in  1934  from 
Long  Island  College  of  Medicine.  He  was  an  assistant 
family  practitioner  at  Wyckoff  Heights  Hospital.  Dr.  Pilz 
was  a member  of  the  American  Geriatrics  Society,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Alfred  T.  Purificato,  M.D.,  of  Troy,  died  on  October  30, 
1977.  Dr.  Purificato  graduated  in  1925  from  Jefferson 
Medical  College  of  Philadelphia.  He  was  a consulting 
orthopedist  at  St.  Mary’s  Hospital. 

Bernard  Schoenberg,  M.D.,  of  New  York  City,  died  on 
April  25  at  the  age  of  52.  Dr.  Schoenberg  graduated  in 
1954  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  associate  attending  psychiatrist  at 
The  Presbyterian  Hospital.  Dr.  Schoenberg  was  a member 
of  the  American  Psychiatric  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Karl  Schutz,  M.D.,  of  Sarasota,  Florida,  formerly  of 
Woodstock,  died  on  April  28  at  the  age  of  90.  Dr.  Schutz 
received  his  medical  degree  from  the  University  of  Vienna 
in  1917.  He  was  a member  of  the  Ulster  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Paul  Sylvester  Seager,  M.D.,  of  New  York  City,  died  on 
March  17  at  the  age  of  84.  Dr.  Seager  graduated  in  1924 
from  Cornell  University  College  of  Medicine.  He  was  an 
emeritus  otolaryngologist  at  Manhattan  Eye,  Ear  and 
Throat  Hospital.  Dr.  Seager  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Martin  L.  Sebastian,  M.D.,  of  Scarsdale,  died  on  April  7 
at  the  age  of  71.  Dr.  Sebastian  graduated  in  1933  from 
Baylor  University  College  of  Medicine. 

Louis  H.  Sigler,  M.D.,  of  Soul  hampton,  died  on  October 
16  in  his  88th  year.  Dr.  Sigler  graduated  in  1919  from  Long 
Island  College  Hospital.  He  was  a consultant  in  medicine 
at  Coney  Island  and  Long  Beach  Memorial  Hospitals.  Dr. 
Sigler  was  a I liplomate  of  the  American  Board  of  Internal 


Medicine,  a Fellow  of  the  American  College  of  Physicians, 
a Fellow  of  the  American  College  of  Chest  Physicians,  a 
Fellow  of  the  American  College  of  Cardiology,  and  a 
member  of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Charles  Lawrence  Stinson,  M.D.,  of  Buffalo,  died  on 
April  2 at  the  age  of  69.  Dr.  Stinson  graduated  in  1935 
from  the  University  of  Virginia  School  of  Medicine.  He 
was  a clinical  assistant  practitioner  at  Millard  Fillmore 
Hospital.  Dr.  Stinson  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Arthur  Simpson  Strauss,  M.D.,  of  Bedford,  died  on  April 
5 at  the  age  of  75.  Dr.  Strauss  graduated  in  1930  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
an  honorary  physician  in  medicine  at  White  Plains  and  St. 
Agnes  Hospitals  and  at  Westchester  County  Medical 
Center.  Dr.  Strauss  was  a Fellow  of  the  American  College 
of  Angiology  and  a member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Henry  David  Taterka,  M.D.,  of  New  York  City  and 
Valhalla,  died  on  April  15  at  the  age  of  75.  Dr.  Taterka 
graduated  in  1929  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  an  emeritus  otolaryngologist  at 
Manhattan  Eye,  Ear  and  Throat  Hospital,  a consulting 
otolaryngologist  at  Jewish  Memorial  Hospital,  and  an 
otolaryngologist  at  Metropolitan  Hospital  Center.  Dr. 
Taterka  was  a Diplomate  of  the  American  Board  of  Oto- 
laryngology, a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  American  Academy  of  Facial 
Plastic  and  Reconstruction  Surgery,  the  American  Occu- 
pational Association,  the  New  York  Rhino-Otolaryngolo-  I 
gical  Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Samuel  W.  Vernick,  M.D.,  of  New  York  City,  died  or  I 
May  3 at  the  age  of  83.  Dr.  Vernick  graduated  in  1923  fron  I 
Cornell  University  College  of  Medicine.  He  was  an  adjunc  I 
in  gynecology  at  the  Hospital  for  Joint  Diseases  anc 
Medical  Center.  Dr.  Vernick  was  a Fellow  of  the  America)  I 
College  of  Obstetricians  and  Gynecologists  and  a membe 
of  the  American  Geriatrics  Society,  the  New  York  Count;  I 
Medical  Society,  the  Medical  Society  of  the  State  of  Ne\ 
York,  and  the  American  Medical  Association. 

Charles  Weiss,  M.D.,  of  Brooklyn,  died  in  October  in  hi 
86th  year.  Dr.  Weiss  graduated  in  1920  from  Long  Islan 
College  Hospital.  He  was  an  assistant  attending,  emeritus 
pediatrician  at  Maimonides  Medical  Center  Hospital.  D 
Weiss  was  a member  of  the  Medical  Society  of  the  Count  I 
of  Kings,  the  Medical  Society  of  t he  State  of  New  York,  an  i 
the  American  Medical  Association. 

Maynard  C.  Wheeler,  M.D.,  Southbury,  Connecticu 
formerly  of  New  York  City,  died  on  April  24  at  the  age  ( 

76.  Dr.  Wheeler  graduated  in  1929  from  Columbia  Un 
versity  College  of  Physicians  and  Surgeons.  He  was  | 

I liplomate  of  the  American  Board  of  Ophthalmology  an 
a member  of  the  American  Academy  of  Ophthalmology  an  | 


1272  New  York  State  Journal  of  Medicine/July  1979 


M &-ZLSL& 


Otolaryngology,  the  American  Ophthalmological  Society, 
the  New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Maurice  Lewis  Wieselthier,  M.D.,  of  Brooklyn,  died  on 
September  12  in  his  93rd  year.  Dr.  Wieselthier  graduated 
in  1909  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 


of  New  York,  and  the  American  Medical  Association. 

Robert  A.  Wohlfcil,  M.D.,  of  Elba,  died  on  May  1 1 at  the 
age  of  67.  I)r.  Wohlfeil  graduated  in  1935  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was  a chief  of 
anesthesiology  at  Genesee  Memorial  Hospital  and  an  an- 
esthesiologist at  St.  Jerome  Hospital.  Dr.  Wohlfeil  was  a 
member  of  the  New  York  State  Society  of  Anesthesiolo- 
gists, the  Genesee  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Note:  In  the  May,  1979,  issue  of  the  Journal,  a review 
of  the  book  on  William  W.  Herrick,  M.D.;  A Measure  of 
the  Man,  was  published  on  page  954.  Although  a limited 
edition,  the  book  is  available  by  writing  to:  70  Brookside 
Road,  New  Britain,  Connecticut  06052.  The  price  of  each 
copy  is  $12.50. 
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Medical  Society  of  the  State  of  New  York 


COMMITTEES  1978-1979 


President  and  Secretary  are  ex  officio  members  of  all  committees 


COMMISSION  ON  MEDICAL  SERVICES 

Daniel  F.  O’Keeffe,  Glens  Falls,  Chairman 
Committees 

Health  Manpower  and  Rural  Medical  Service 

Donald  Bidwell,  Seneca  Falls,  Chairman 

Stephen  W.  Blatchly,  Groton,  Vice-Chairman 

Edward  A.  Barrett,  Albion 

Frank  A.  Baumann,  Binghamton 

Lester  J.  Candela,  Great  Neck 

Thomas  E.  Cardillo,  Rochester 

Ernest  H.  Carhart,  Syracuse 

John  Carthy,  Star  Lake 

Eusen  Cho,  Dansville 

Russell  C.  Johnson,  Goshen 

David  Kaplan,  Elmira 

Herbert  A.  Laughlin,  Westfield 

Jeffrey  Sneider,  Baldwinsville 

Glenn  W.  Ty meson,  Endwell 

Leonard  Weitzman,  Commack 

Health  Systems  Agency  Coordinating 
Committee 

Charles  Weller,  Larchmont,  Chairman 
Gerald  J.  E.  Apsell,  Binghamton 
Samuel  M.  Gelfand,  Rockville  Centre 
John  C.  Herrman,  Lowville 
David  L.  Koch,  Waterloo 
Bruce  F.  Middendorf,  Buffalo 
Robert  J.  O’Connor,  Staten  Island 
Thomas  I).  Pemrick,  Troy 
Kenneth  H.  Eckhert,  Buffalo,  Advisor 
Morton  Kurtz,  Flushing,  Advisor 

Hospital  and  Professional  Relations 

Jason  K.  Moyer,  Binghamton,  Chairman 

Norman  S.  Blackman,  Brooklyn,  Vice-Chairman 

Charles  Banas,  Buffalo 

Solomon  Ciprut,  Brooklyn 

John  K.  Coyle,  Hornell 

Richard  L.  Fenton,  Tarrytown 

Stanley  I.  Fishman,  Brooklyn 

Marvin  Goldstein,  Poughkeepsie 


William  B.  Rawls,  New  York 
John  W.  Stoll,  Dansville 
Edward  A.  Wolfson,  Binghamton 

Interspecialty 

Donald  W.  Hall,  Buffalo,  Chairman  (Obstetrics  and 
Gynecology) 

Herbert  Lansky,  North  Tonawanda,  Vice-Chairman 
(Pathology) 

Edward  C.  Sinnott,  Old  Westbury  (Anesthesiology) 
Norman  B.  Kanof,  New  York  (Dermatology) 
Norman  R.  Loomis,  Ontario  (Family  Physicians) 
Theodore  C.  Max,  LJtica  (General  Surgery) 

Robert  Kohn,  Buffalo  (Internal  Medicine) 

Stephen  Burstein,  Freeport  (Neurosurgery) 

Robert  Mickatavage,  Rye  (Ophthalmology) 

Bernard  Jacobs,  New  York  (Orthopedic  Surgery) 
Roger  S.  Kaufman,  Syracuse  (Otolaryngology) 

Irwin  Gribetz,  New  York  (Pediatrics) 

Asa  Ruskin,  Brooklyn  (Physical  Medicine  and  Re- 
habilitation ) 

Phdip  C.  Bonanno,  White  Plains  (Plastic  and 
Reconstructive  Surgery) 

Harold  E.  Berson,  Brooklyn  (Psychiatry) 

Victor  A.  Panaro,  Buffalo  ( Radiology ) 

Irwin  N.  Frank,  Rochester  (Urology) 

Medical  Care  Insurance 

H.  Gregory  Thorsell,  Jamestown,  Chairman 
Ronald  A.  Housman,  Bay  Shore 
Richard  A.  Hughes,  Glens  Falls 
Monte  Malach,  Brooklyn 
Daniel  H.  Webster,  Plattsburgh 

PSRO 

Stanley  1.  Fishman,  Brooklyn,  Chairman  (Region 
Id)  ' 

Arthur  Digby  Hengerer,  Delmar,  Vice-Chairman 
(Region  7) 

Irwin  Felsen,  Wellsville  (Region  I) 

William  B.  Forsyth,  Rochester  (Region  2) 

John  T.  Prior,  Syracuse  (Region  3) 

Clarke  T.  Case,  Utica  (Region  4) 

Gerald  Haines,  Schenectady  (Region  6) 
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Allen  I).  Levine,  Middletown  (Region  3) 

Daniel  A.  Sherber,  New  Rochelle  (Region  9) 

Howard  B.  Goldstein,  New  City  (Region  10) 
Elizabeth  Goessel,  New  York  (Region  II) 

William  A.  Schwarz,  Staten  Island  (Region  12) 

Paul  Finkelstein,  Brooklyn  (Region  13) 

Morton  Kurtz,  Flushing  (Region  I I) 

George  Himler,  New  York  (Region  15) 

Anthony  Altieri,  The  Bronx  (Region  10) 

Valentino  J.  Bianchini,  Deer  Park  (Region  17) 
Amjad  R.  Sheikh.  Staten  Island 

Socioeconomics 

John  \V.  Abbuhl.  Albany,  Chairman 

Harold  N.  Schwinger.  Brooklyn,  Vice-Chairman 

Allred  L.  George.  Batavia 

Richard  A.  Hughes,  Glens  Falls 

Charles  S.  LaMonle,  New  York 

Francis  J.  Loperfido,  '1'he  Bronx 

Gerald  I.  Lustig,  Staten  Island 

Charles  Palmer,  Horseheads 

Pellegrino  Joseph  Tozzo,  New  Rochelle 

Christopher  J.  I.uttmann.  Albany* 

Workers’  Compensation  and  Occupational 
Health 

John  H.  Morton.  Rochester,  Chairman 
Frederic  W.  Holcomb,  Jr..  Kingston,  Vice- 
Chairman 

George  W.  Calvosa,  Brooklyn 
Robert  A.  Caputi.  Buffalo 
Thomas  J.  Doyle.  Brooklyn 
Burton  P.  Hoffman,  White  Plains 
Robert  Katz,  New  York 
Paul  C.  Lehmuller.  Levittown 
Joyce  M.  McChesney,  Rochester 
Bernard  Saul  Post.  Manhasset 
Robert  Siliciano,  Elmira 
Nicholas  Teresi,  Albany 
Leonard  Weitzman,  Commack 

Ad  Hoc  Committee  to  Meet  with  the  New  York 
State  Nurses  Association  Re  Physicians'  As- 
sistants 

Bernard  J.  Pisani,  New  York,  Chairman 
John  A.  Finkbeiner,  New  York 

Ad  Hoc  Committee  on  Cost  Containment 

Leonard  S.  Weiss.  Middletown,  Chairman 

Stanley  1.  Fishman,  Brooklyn 

James  M.  Flanagan,  Newark 

Samuel  M.  Gelfand,  Rockville  Centre 

Bernard  Jacobs.  New  York 

Norman  R.  Loomis,  Ontario 

Jason  K.  Moyer,  Binghamton 

John  Alan  Ramsdell,  White  Plains 

Henry  William  Schoeneck,  Jr.,  Syracuse 

Roger  W.  Steinhardt,  New  York 

COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

ohn  H.  Carter.  Albany.  ( Imirman 
Committees 

Federal  Legislation 
W illiam  P.  Clark.  Flast  chester,  Chairman 
Robert  H.  Carrier.  Rochester 
Robert  P.  Coolidge.  Schenectady 

Medical  Student 


Irwin  Felsen,  Wellsville 
Seymour  L.  Halpern,  New  York 
Allen  Reichman,  Roslyn  Harbor 
Joseph  R.  Fontanetta,  Brooklyn,  Advisor 

State  Legislation 

Robert  J.  O'Connor,  Staten  Island,  Chairman 

Robert  B.  Bryant,  Syracuse 

Lester  J.  Candela,  Great  Neck 

James  M.  Flanagan,  Newark 

Robert  Charles  Friedman,  Albany 

Samuel  M.  Gelfand,  Rockville  Centre 

Henry  W.  Kaessler,  Bronxville 

Herbert  Laughljn,  Westfield 

Robert  Mickatavage,  Rye 

Richard  E.  Murphy,  Plattsburgh 

Jules  Musinger,  Rochester 

Wilfred  Reguero,  New  York 

Stanley  A.  Steckler,  Smithtown 

Richard  E.  Sullivan.  Binghamton 

Wayne  C.  Templer,  Corning 

Milton  S.  Weinberg,  Jackson  Heights 

Stephen  N.  Levy,  Albany* 

John  A.  Finkbeiner,  New  York,  Advisor 

New  York  State  Association  of  the  Professions 

Henry  I.  Fineberg.  Lake  Success 
Carl  Goldmark,  Jr.,  New  York 
Martin  J.  Tracey,  Lake  Success 

Ad  Hoc  Committee  on  Mark  A.  Siegel's  liill  for  a 
Consumer  Oriented  Physician  Directory 

John  A.  Finkbeiner,  New  York,  Chairman 
John  H.  Carter,  Albany 
Ralph  M.  Schwartz,  Brooklyn 

COMMISSION  ON  PUBLIC  HEALTH 

Ralph  M.  Schwartz,  Brooklyn,  Chairman 
Committees 

Accident  and  Injury  Prevention 

John  D.  States.  Rochester,  Chairman 
John  0.  Vieta,  New  York,  Vice-Chairman 
Harold  Brandaleone,  New  York 
William  R.  Clark.  Jr.,  Syracuse 
David  R.  Heller,  Putnam  Valley 
Marshall  Lepidus,  Islip 
Bernard  M.  Zazula,  Kew  Gardens  Hills 
Robert  J.  Huszar.  Albany,  Advisor 

Aging  and  Nursing  Homes 

Robert  Collins,  Syracuse,  Chairman 

Ernest  T.  Anderson.  Rochester 

Albert  F.  R.  Andresen,  Jr.,  New  Rochelle 

Eli  A.  Leven,  Rochester 

Edward  J.  Lorenze,  III,  New  York 

Stuart  J.  Miller,  Elmira 

James  A.  Moore,  Albany 

Jack  R.  Muth.  New  York 

Francis  J.  Queally,  Geneseo 

Leon  M.  Rothman,  Brooklyn 

Paul  W.  Sum,  Salamanca 

Garrett  W.  Vink,  Carmel 

James  J.  Turro,  New  York* 

George  M.  Warner.  Albany,  Advisor 

Alcoholism 

Stanley  E.  Gitlow,  New  York,  Chairman 
LeClair  Bissell,  New  York 
Sheila  B.  Blume,  Central  Islip 
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Pasquale  A.  Carone,  Amityville 
Stephen  M.  Clement,  Buffalo 
Luther  A.  Cloud,  New  York 
Sidney  S.  Greenberg,  New  York 
Edward  Hanin,  Harrison 
William  L.  Holt,  -Jr.,  Albany 
Brian  R.  Nagy,  Elmira 
Hans  J.  Nieporent,  Brooklyn 

Cancer 

Charles  E.  Rogers,  Roslyn,  Chairman 

1.  Joseph  Aprile,  Jamaica 

Maurice  Black,  Hewlett  Harbor 

Daniel  Burdick,  Syracuse 

Bernard  Gardner,  Brooklyn 

Thomas  P.  Hamilton,  -Jr.,  Watertown 

Richard  H.  Lange,  Schenectady 

Daniel  G.  Miller,  New  York 

David  L.  Rosen,  White  Plains 

Naveed  Siddiqi,  Horseheads 

William  P.  Simmonds,  Glens  Falls 

Arthur  A.  Stein,  Albany 

Herbert  Volk,  The  Bronx 

John  A.  Finkbeiner,  New  York,  Advisor 

Charles  D.  Sherman,  -Jr.,  Rochester,  Advisor 

Cardiovascular  Disease 

Charles  A.  Bertrand,  White  Plains,  Chairman 

William  -J.  Breen,  Cheektowaga 

Joseph  T.  Doyle,  Albany 

Oscar  Emiro  Fernandez,  Elmhurst 

Abraham  -Jezer,  The  Bronx 

Russell  Knope,  Elmira 

-Jerome  A.  Schack,  New  York 

•Joseph  Schluger,  Brooklyn 

Robert  E.  Wolf,  Brooklyn 

Richard  Rothenherg,  Albany,  Advisor 

Child  Abuse 

Marvin  L.  Blumberg,  -Jamaica,  Chairman 

Eliza  H.  Caldwell,  Pelham 

Dominick  -J.  DiMaio,  Brooklyn 

Joseph  A.  DiPietro,  New  Rochelle 

Vincent  -J.  Fontana,  New  York 

Fedor  A.  Kuritzkes,  Corona 

Donald  Lynn,  Elmira 

Walter  J.  O’Connor,  West  Islip 

Aaron  R.  Rausen,  New  York 

Doris  L.  Wethers,  New  York 

Ricki  Friedman,  New  York* 

Bernard  Pollara,  Albany,  Advisor 
Drug  Abuse 

Leonard  L.  Heimoff,  The  Bronx,  Chairman 
Richard  S.  Blum,  New  Hyde  Park 
Ronald  J.  Dougherty,  Brewerton 
Douglas  C.  Evans,  Rochester 
Sidney  S.  Greenberg,  New  York 
Sanford  A.  Kaplan,  Bronxville 
Philip  Kaufman,  Astoria 
Stephen  Nordlicht,  New  York 
Allison  B.  Landolt,  Bronxville,  Advisor 
Mr.  William  Leavy,  Albany,  Advisor 

Emergency  Health  Services 
David  N.  Kluge,  Rochester,  Chairman 
Stephen  Blatehly,  Groton 
-James  H.  Cosgriff,  -1  r. , Buffalo 

* Medical  Student 


-Julius  P.  Duic,  Scarsdale 

Irving  G.  Frohman,  Rockaway  Beach 

Edward  L.  McNeil,  Mt.  Kisco 

Alexander  E.  Messer,  Oneonta 

Norman  Morris,  Brooklyn 

Walter  F.  Pizzi,  New  York 

Gerald  W.  Shaftan,  Brooklyn 

John  E.  Spoor,  Laurens 

Sheldon  Zuckerman,  Westbury 

Charles  Aswad,  Binghamton,  Advisor 

Robert  -J.  Huszar,  Albany,  Advisor 

Environmental  Quality 

Ronald  Stritzler,  Great  Neck,  Chairman 
Ephraim  -J.  Felderman,  Woodmere 
Stanley  I.  Fishman,  Brooklyn 
Donald  B.  Thomas,  Buffalo 
-Julia  F.  Schlam,  New  York* 

Home  Health  Care 

Charles  Weller,  Larchmont,  Chairman 
Gerald  I).  Dorman,  Orient 
Lawrence  Kryle.  Roslyn  Heights 
Nicetas  M.  Kuo,  Jamaica 
Aftab  Siddiqui,  The  Bronx 
Charles  Sinatra,  Jamestown 
Robert  W.  Speir,  New  York 
-Jane  C.  Brady  Wiles,  Grand  Island 
Michael  McGarvey,  Albany,  Advisor 

Maternal  and  Child  Health 

Roderick  McLean,  Syracuse,  Chairman 
Richard  Harold  Aubry,  Syracuse 
Peter  A.  M.  Ault,  New  York 
Louis  S.  Blancato,  New  York 
Solan  Chao,  New  York 
Myron  Gordon,  New  York 
Rita  Gilman  Harper,  Manhasset 
David  F.  -James,  New  York 
Wayne  L.  Johnson,  Buffalo 
Richard  E.  Murphy,  Plattsburgh 
Morton  A.  Schiffer,  Brooklyn 
Donald  P.  Swartz,  Albany 


REGIONAL  REPRESENTATIVES  IN  OBSTETRICS 
AND  PEDIATRICS 

Region  One:  New  York,  Richmond,  The  Bronx 
Obstetrics — Myron  Gordon,  New  York 
Pediatrics — Donald  S.  Gromisch,  Syosset 
Region  Two:  Kings,  Queens,  Nassau,  Suffolk 
Obstetrics — William  Finn,  Manhasset 
Pediatrics— Rita  Gilman  Harper,  Manhasset 
Region  Three:  Westchester,  Putnam,  Rockland, 
Orange 

Obstetrics— John  R.  Gregory,  Bronxville 
Dutchess,  Ulster 

George  Montgomery,  -Jr.,  Poughkeepsie 
Pediatrics  Westchester,  Putnam,  Rockland,  Orange, 
Dutchess,  Ulster 
Edward  A.  Hardy,  Pelham 
Region  Eour:  Schenectady,  Fulton,  Montgomery, 
Schoharie 

Obstetrics  William  II.  Brown,  Schenectady 
Pediatrics  Stewart  C.  Wagoner,  Schenectady 
Region  Five:  Albany,  Washington,  Columbia, 
Rensselaer,  Greene,  Saratoga,  Warren 
Obstetrics  Lome  F.  Hall,  Albany 
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Pediatrics  Albany,  Washington,  Columbia,  Rens- 
selaer, Greene,  Saratoga,  Warren 
William  A.  Petersen,  Latham 

Region  Six:  Clinton,  Essex,  Franklin 
Obstetrics  Robert  E.  Davis,  Plattsburgh 
Pediatrics — Peter  Pulrang,  Plattsburgh 

Region  Seven:  Jefferson,  Lewis,  St.  Lawrence,  Os- 
wego 

Obstetrics  -Frank  Meyer,  Fulton 
Pediatrics — 

Region  Eight:  Onondaga,  Oneida,  Madison,  Cort- 
land, Cayuga,  Herkimer,  Hamilton 
Obstetrics-  Richard  H.  Aubry,  Syracuse 
Pediatrics — 

Region  Nine:  Broome,  Tioga,  Chenango,  Otsego, 
Delaware,  Sullivan 

Obstetrics-  H.  David  Hearing,  Binghamton 
Pediatrics-  Gary  Preiser,  Walton 

Region  Ten:  Monroe,  Orleans,  Wayne,  Livingston, 
Ontario,  Seneca.  Yates 
Obstetrics-  Jerome  Glazer,  Rochester 
Pediatrics — John  L.  Green,  Rochester 

Region  Eleven:  Chemung,  Schuyler,  Steuben, 
Tompkins,  Allegany 

Obstetrics — Donald  L.  Brooks,  Jr.,  Elmira 
Pediatrics — Aziz  H.  Kureshi,  Corning 

Region  Twelve:  Erie,  Niagara 
Obstetrics— Ronald  Joseph  Foote,  Buffalo 
Chautauqua,  Cattaraugus 
William  T.  Ellis,  Jamestown 
Genesee,  Wyoming 
Laurence  G.  Roth,  Batavia 
Pediatrics — Erie,  Niagara,  Chautauqua,  Cattaraugus, 
Genesee,  Wyoming 
Alan  H.  Reckhow,  Kenmore 

Medical  Aspects  of  Sports 

Donald  T.  Kasprzak,  Plattsburgh,  Chairman 

John  L.  Marshall,  New  York,  Vice-Chairman 

Albert  B.  Accettola.  Staten  Island 

Arthur  Maurice  Bernhang,  Huntington 

Herbert  Bessen,  Carmel 

Richard  B.  Commentucci.  Brooklyn 

Kenneth  E.  DeHaven.  Rochester 

John  Forrest,  Elmira 

Louis  N.  Frankel.  Hempstead 

Michael  C.  Young,  Carmel 

Glenn  Haughie,  Albany,  Advisor 

Mental  Health 

Herbert  S.  Peyser,  New  York,  Chairman 
Arthur  Reese  Abright,  New'  York 
Harvey  J.  Bluestone.  The  Bronx 
Stephen  Burns,  Elmira 
Douglas  C.  Evans,  Rochester 
Morton  M.  Golden,  Brooklyn 
Abraham  Halpern,  Port  Chester 
Edith  Mila  Jurka,  New  York 
Laurence  Loeb,  Hartsdale 
Stephen  Nordlicht,  New  York 
Donald  H.  Schultz,  Kingston 
Aliison  B.  Landolt,  Bronxville,  Advisor 
Medical  Student 


Meta  bo  lie  Diseases 
Arthur  H.  Dube,  Syracuse,  Chairman 
Joseph  Armenia,  Hamburg 
Robert  S.  Bernstein,  New  York 
Marshall  Clinton,  Buffalo 
William  W.  Faloon,  Rochester 
Howard  Kolodny,  New  Hyde  Park 
Joel  J.  Schnure,  Johnson  City 
Edward  L.  Socolow,  Mt.  Kisco 
Harold  Zarowitz,  Brooklyn 

Physical  Medicine  and  Rehabilitation 

William  H.  Georgi,  Buffalo,  Chairman 
James  T.  Demopoulos,  New  York 
Bruce  Gyrnbaum,  New  York 
Edward  J.  Lorenze,  III,  New  York 
Milton  Lowenthal,  New  York 
Ralph  A.  Pici,  White  Plains 
Leon  M.  Rothman,  Brooklyn 
Asa  P.  Ruskin,  Brooklyn 
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Abstracts 


i Chamberlain,  B.  E.,  Gregg,  R.  O.,  and  Meyers,  J.  K.: 

I Anastomotic  aneurysms;  complicating  arterial  recon- 
struction for  lower  extremity,  New  York  State  J.  Med. 
79:  1177  (duly)  1979. 

The  authors  feel  that  arterial  reconstruction  has  become 
i so  widely  practiced  by  general  and  vascular  surgeons  that 
| this  unusual  but  challenging  complication  of  grafting  de- 
serves attention.  This  small  series  of  anastomotic  aneu- 
rysms, 21,  represents  a general  incidence  of  0.9  percent. 
The  authors  feel  that  this  is  a respectable  figure.  Although 
the  incidence  has  diminished,  there  are  important  technical 
I points  which  must  be  followed  to  minimize  development 
I of  the  complication. 

Schecter,  D.  C.:  Atheromatous  embolization  to  lower 
limbs,  New  York  State  J.  Med.  79:  1 180  (July)  1979. 

AE  (atheromatous  embolization)  to  the  lower  limbs  is 
due  to  spontaneous  or  traumatic  release  of  cholesterol- 
| containing  debris  from  the  abdominal  aorta  or  its  major 
branches.  Minute  fragments  lodge  in  the  leg  or  foot  and 
incite  an  obliterative  necrotizing  angiitis.  Characteristi- 
i i cally,  AE  occurs  abruptly,  with  repeated  attacks  of  pain 
and  cutaneous  ischemia,  that  is,  livedo  reticularis,  being 
manifest  in  spite  of  intact  pedal  pulses.  Arteriography 
localizes  the  aneurysm  or  ulcerated  plaques  responsible  for 
the  embolism.  The  diagnosis  may  be  corroborated  by  skin 
and  muscle  biopsy  specimens  showing  cholesterol  crystal 
deposits  in  small  arteries.  Treatment  is  directed  at  re- 
moving the  source  of  AE  and  embolectomy,  when  feasible, 
and  appropriate  revascularization  procedures  to  halt 
progression  of  necrosis  in  the  foot. 

Lieberman,  A.,  Neophvtides,  A.,  Casson,  I.,  Durso,  R„ 
Foo,  S.  H.,  Khayali,  M.,  and  Tartaro,  T.:  Huntington’s 
disease.  New  York  State  J.  Med.  79:  1188  (July)  1979. 

Dementia,  consisting  of  an  impairment  in  higher  intel- 
lectual functioning  and  neuropsychiatric  symptoms  such 
as  disturbances  in  personality,  affect,  or  thought,  preceded 
the  onset  of  chorea  in  25  of  50  patients  with  HD  (Hun- 
tington’s disease)  and  followed  the  onset  of  chorea  in  15 
patients.  Dementia  and  chorea  occurred  at  approximately 
the  same  time  in  10  patients.  The  mean  age  of  onset  of 
dementia  was  43.5  years,  and  the  mean  age  of  onset  of 
chorea  was  41.3  years.  These  differences  were  not  signif- 
icant. It  is  suggested  that  such  similarity  in  onset  between 
dementia  or  chorea  implies  an  interrelationship  between 


the  pathology  and  probably  the  pathogenesis  of  these 
manifestations. 

Fiver,  M.  S.,  and  Lurain,  J.:  Childhood  ovarian  cancers; 
new  advances  in  treatment,  New'  York  State  J.  Med.  79: 
1196  (July)  1979. 

From  1968  to  1978,  30  patients,  ages  4 to  20,  with  ovarian 
malignant  growths  were  admitted  to  Roswell  Park  Me- 
morial Institute.  Recent  advances  in  the  treatment  of 
childhood  ovarian  cancers  have  led  to  a significant  im- 
provement in  survival  rates.  These  therapeutic  modalities 
include  whole  abdominal  irradiation  with  or  without 
mediastinal  and  left  supraclavicular  irradiation  in  children 
with  ovarian  dysgerminoma,  the  use  of  vincristine  sulfate, 
actinomycin-D  and  cyclophosphamide  as  adjunctive 
therapy  in  children  with  stage  IA  immature  teratoma  or 
endodermal  sinus  tumor,  and  high-dose  methotrexate  plus 
cyclophosphamide  in  metastatic  epithelial  ovarian  cancer. 
In  children  with  a unilateral  ovarian  stromal  tumor,  con- 
servative surgery  with  preservation  of  future  child-bearing 
potential  should  be  carried  out. 

Pick,  R.  Y.:  Ionizing  radiation;  effect  on  patient  and 
physician-patient  relationship.  New  York  State  J.  Med. 
79:  1201  (July)  1979. 

Diagnostic  radiology  over  this  time  span,  has  made  sig- 
nificant contributions  to  the  health  and  welfare  of  the  in- 
dividual. Yet,  despite  this  progress,  there  is  concern  over 
the  exposure  of  the  patient  and  the  population  as  a whole, 
to  a significant  dose  of  medical  radiation.  It  is  the  purpose 
of  this  report  to  re-emphasize  what  is  currently  known 
about  the  dangers  of  low-dose  ionizing  radiation  in  the 
medical  setting.  In  addition,  it  can  serve  as  a reminder  to 
the  physician  of  his  role,  not  only  as  a scientist,  but  also  as 
a practitioner,  in  controlling  medical  radiation  and  its 
detrimental  effects,  and  in  helping  to  restore  the  “art”  to 
medicine. 

Salomon,  M.  I.,  Davila,  H.,  Qayum,  I.,  and  Tchertkoff, 

V.:  Legionnaires'  disease(s?);  overview,  New'  York  State 
J.  Med.  79:  1206  (July)  1979. 

The  present  clinical  and  pathologic  aspects  of  Legion- 
naires' disease  are  reviewed.  One  of  two  illustrative  cases 
in  one  family,  with  CDC  (Center  for  Disease  Control) 
confirmation  and  autopsy  findings,  is  presented. 
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ENCYCLOPEDIA.  Two  of  the  foremost  publishers  of  encyclopedias  are  giving  special  prices  to  members. 
AYNSLEY  BONE  CHINA  & LLADRO  PORCELAINS  are  imported  directly  from  Ireland  at  special  low  prices. 
PHYSICIANS’  SPORTS  CLUB.  Offering  a wide  spectrum  of  trips  at  special  membership  rates. 

ELECTRONIC  BLOOD  PRESSURE  MACHINES  and  Flotation  Mattresses  at  specially  negotiated  prices. 
QUALITY  TIRES  at  discounted  prices. 

MAJOR  APPLIANCES  at  wholesale  prices. 

SECURITY  SYSTEMS  for  the  protection  of  home  and  office. 

PORTRAITS  by  an  internationally  known  artist,  at  special  membership  prices. 

REAL  ESTATE  TRANSACTIONS  at  discounted  commissions,  and  special  mortgage  services. 

TELEPHONE  ANSWERING  EQUIPMENT  at  a special  discount 

BUSINESS  MACHINES  & EQUIPMENT  including  dictating  and  transcribing  devices,  discounted  up  to  25%. 

PHYSICIANS  BUYING  CO.  for  office  and  medical  equipment  and  supplies,  including  furniture  at  approximately 
30%  discount. 

TRAVEL  SPORTS  CLUB  for  packaged  trips. 

GROUP  PLAN  INSURANCE  PROTECTION  for  members  and  their  families. 

Designed  to  supplement  county  medical  society  programs  where  identical  programs  exist,  the  following  plans  offer 
more  extensive  coverage  at  much  lower  rates  than  you  could  obtain  on  an  individual  basis, 
a Disability  Income  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  the  age  55  may  add  protection  of  up  to  $500  per  week  payable  if  they  become 
totally  disabled  by  accident  or  sickness.  Guaranteed  coverage  of  $150  a week  under  Plan  5-2  to  new  members 
under  45  who  apply  within  60  days  of  joining  the  Society 

b Disability  Overhead  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  age  60  may  add  up  to  $1500  a month  expense  reimbursement  for  continuing 
practice  expenses  in  the  event  of  disability  The  cost  of  this  protection  is  tax-deductible 

c Hospital  Indemnity  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  supplementary  hospital  protection  up  to  $80  per  day  Spouse  and  children  may 
be  included  optionally  Skilled  nursing  home  benefits  are  available  Plan  may  be  renewed  for  life  of  insured  person 
....  member,  spouse  or  child. 

d Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  protection  up  to  $100,000  Total  amount  is  also  paid  if  the  member  is  permanently 
and  totally  disabled  as  the  result  of  an  accident,  after  12  consecutive  months  of  total  disability 

Continued 


1282  New  York  Slate  Journal  of  Medicine/July  1979 


"\ 


• The  renewal  ol  your  policy  is  guaranteed  so  long  as  (a)  you  are  a member  of  MSSNY.  (b)  you  are  under  age  70, 
(c)  you  remain  actively  engaged  in  medicine  and  (d)  the  Society  sponsors  this  Plan  and  does  not  sponsor  or  endorse 
any  other  similar  program 

Group  Life  Plan  with  Special  Renewal  Guarantee.  Society  members  under  age  65  who  are  medically  insurable 
may  add  up  to  $50,000  term  life  protection  New  MSSNY  members  under  age  65  are  guaranteed  substantial 
amounts  of  the  protection  without  regard  to  medical  history,  if  they  apply  within  60  days  of  joining  MSSNY 
Tax-deductible  coverage  is  available  for  a physician's  employees  or  the  physicians  and  other  employees  in 
a professional  corporation 

Renewal  guarantee  By  special  agreement  with  MSSNY.  the  Company  cannot  cancel  or  refuse  to  renew  your  group 
life  contract  so  long  as  the  Society  sponsors  this  plan  and  no  competing  life  plan 

UNDERWRITERS  OF  INSURANCE  PLANS: 

The  Society  Group  Life  Plan  is  underwritten  by  Bankers  Life  Co  . Des  Moines.  Iowa,  a leader  in  the  professional  association 
life  field  The  other  endorsed  plans  are  written  by  the  Commercial  Insurance  Co's  of  New  York  City  Commercial  Insurance 
has  written  many  of  the  county  and  district  branch  programs  in  New  York  for  many  years 


PUBLICATIONS 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE.  Published  monthly,  the  Journal  provides  continuing  medical  education  through  original 
scientific  articles,  case  reports;  symposia  and  seminar  meeting  dates  throughout  New  York  State  It  also  lists  physician  placement 
opportunities,  classified  advertising  and  the  annual  convention  program 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE.  A biennial  listing  ol  over  35.000  physicians  licensed  in  New  York  State  indicating  their 
office  addresses,  specially  boards  and  colleges  and  official  hospital  staff  appointments,  as  well  as  the  stall  lists  of  hospitals  throughout 

the  state 


MSSNY  MEMBERSHIP  BENEFITS  QUESTIONNAIRE 

Please  send  me  further  information  on  the  following 
□ Supplemental  Insurance  Programs 

( ) Disability  Income  Insurance  ( ) Office  Overhead  Expense  Insurance 

( ) Hospital  Indemnity  Insurance  ( ) Accidental  Death  & Dismemberment  Insurance 


( ) Group  Term  Life  Insurance 

□ Computer  Services 

□ Office  Computer  Software 

□ Encyclopedia 

□ Car  Leasing 

□ Office  Furniture 

□ Britannica  □ Americana 

□ Car  Rental 

□ Blood  Pressure  Machines 

□ Book  of  Knowledge 

□ Car  Purchasing 

□ Aynsley  Bone  China 

□ Quality  Tires 

□ Physicians'  Sports  Club 

Pattern,  Quantity  . . . 

□ Major  Appliances 

□ Concert  Theatre  Club 

□ Lladro  Porcelains 

□ Security  Systems 

□ Financial  Services 

Model/No.  . . . 

□ Portraits 

□ Real  Estate  Transactions 

□ Business  Machines  & Equip. 

□ Travel  Sports  Club 

□ Telephone  Answering  Equip. 

□ Physician  Buying  Co. 

Name 

( ptease  print ) 

Address 

ZIP 

County  Medical  Society 

Tel  # 

(area  code) 

Please  return  questionnaire  to: 

Division  of  Insurance  & Membership  Benefits,  c/o  MSSNY.  420  Lakeville 

Rd  . Lake  Success,  N Y 11042. 

Phone:  (516)  488-6100,  ext.  371/2. 
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Abstracts  in  Interlingua 


Chamberlain,  B.  E.,  Gregg,  R.  (>.,  e Meyers,  J.  K.: 

Aneurysmas  anastomotic  complicante  del  reconstruction 
arterial  in  le  extremitates  inferior,  New  York  State  J. 
Med.  79:  1177  (Julio)  1979. 

Le  autores  crede  que  le  reconstruction  arterial  ha  de- 
venite  ampliamente  practicate  per  le  chirurgos  genera!  e 
vasculari,  e que  le  aneurysmas  anastomotic  es  complication 
pauc  usual  mais  defiante  del  graffar  e que  require  attention. 
Iste  serie  parve  de  aneurysmas  anastomic  comprende  21 
que  representa  un  frequentia  general  de  0.9  pro  cento  e,  in 
le  opinion  del  autores,  iste  cifra  es  respectabile.  Ben  que 
le  frequentia  ha  diminuite,  exite  punctos  technic  impor- 
tante  que  debe  esser  seguite  pro  minimisar  le  disveloppa- 
mento  de  iste  complicationes. 

Schechter,  D.  C.:  Embolisation  atheromatose  del  ex- 

tremitates inferior,  New  York  State  J.  Med.  79:  1180 
(Julio)  1979. 

Le  embolisation  atheromatose  del  extremitates  inferior 
es  debite  al  liberation  spontanee  o traumatic  de  debris 
continente  de  cholesterol  desde  le  aorta  abdominal  o su 
ramas.  Fragmentos  parve  es  localisate  in  le  gamba  o le 
pede,  e conduce  a un  angiitis  obliterative  necrotisante. 
Characteristicmente,  le  embolisation  atheromatose  (“EA") 
es  producite  abruptemente,  con  ataques  repetite  de  dolor 
e ischemia  cutanee  (“livedo  reticularis”),  presente  in  des- 
pecto  de  pulsos  pedal  intacte.  Le  arteriographia  localisa 
le  aneurysma  o placas  ulcerate  responsibile  del  embolismo. 
Le  diagnose  pote  esser  confirmate  mediante  biopsias  del 
pele  e le  musculos  demonstrante  ansi  depositos  de  chris- 
tales  de  cholesterol  in  le  arterias  parve.  Le  traetamento 
es  dirigite  al  extraction  del  fonte  del  EA;  le  embolectomia, 
quando  es  possibile,  e le  appropriate  procedimentos  de 
revascularisation  pro  evitar  le  progresso  del  necroses  del 
pede. 

Licberman,  A.,  Neophytides,  A.,  Casson,  I.,  Durso,  R., 
Foo,  S.  H.,  Khayali,  M.,  e Tartaro,  T.:  Morbo  de  Hun- 

tington, New  York  State  J.  Med.  79:  1 188  (Julio)  1979. 

Dementia,  consistente  in  un  perturbation  del  functiones 
intellectual  plus  importante  e symptomas  neuropsychi- 
atric como  disturbios  del  personalitate,  le  affecto  e le 
pensamento,  precedeva  le  initiation  del  chorea  in  25  de  50 
patientes  con  morbo  de  Huntington,  e etiam  depost  le 
initiation  del  chorea  in  15  patientes.  Le  dementia  e le 
chorea  occurreva  approximemente  al  mesmo  tempore  in 
10  patientes.  Le  promedio  del  elate  in  le  initiation  del 
dementia  esseva  43.5  annos,  e i I le  del  chorea,  41.3  annos. 
Iste  differentia  non  esseva  significative.  Es  suggerite  que 


tul  similaritate  in  le  initiation  del  dementia  e le  chorea 
implica  un  interrelation  inter  le  pathologia  e,  proba- 
bilemente,  le  pathogenesis  de  iste  manifestationes  del 
morbo  de  Huntington. 

Piver,  M.  S.,  e Lurain,  J.:  Cancer  ovarian  in  pueros; 

nove  progressos  in  le  traetamento,  New  York  State  J. 
Med.  79:  1196  (Julio)  1979. 

Inter  1968  e 1978,  30  patientes  de  4 a 20  annos  de  etate, 
con  tumores  maligne  del  ovario,  esseva  hospitalisate  en  le 
Instituto  Roswell  Park  Memorial.  Le  progressos  thera- 
peutic in  pueros  con  cancer  ovarian  ha  eonducite  a un 
melioramento  significative  del  superviventia.  Iste 
modalitate  therapeutic  include:  radiation  abdominal  in- 
tegral, con  o sin  radiation  mediastinal  o supraclaviculari 
sinestre,  in  pueros  con  dysgerminoma  ovarian;  le  uso  del 
sulfato  de  vincristina,  Actinomycina-D  e cyclophospha- 
mida  como  therapia  adjunctive  in  pueros  con  teratomas 
inmature  o tumores  sino-endodermal,  Stadio  IA,  e etiam 
methotrexato  plus  cyclophosphamida  in  doses  elevate  in 
caneeres  ovarian  epithelial  metastatic.  In  pueros  con  tu- 
mores ovarian  stromal  unilateral,  le  chirurgia  conservative 
con  preservation  del  futur  potential  de  haber  pueros,  debe 
esser  facile. 

Pick,  R.  Y.:  Radiation  ionisante;  effectos  in  le  patientes 

e le  relation  medico-patiente,  New  York  State  J.  Med.  79: 
1201  (Julio)  1979. 

Le  diagnose  radiologic,  in  iste  ultime  tempore,  ha  con- 
tribute significativemente  in  le  sanitate  e ben-esser  indi- 
vidual. Nonobstante  iste  progresso  existe  le  preocupation 
supra  le  exposition  del  patientes,  e etiam  le  population  in 
general,  a doses  importante  de  radiation  medic.  In  iste 
reporto  es  emphatisate  le  pericolos  actual  del  radiation 
ionisante  a dose  basse  durante  le  tractamentos  medic.  In 
plus,  trata  se  de  redordar  al  medic  su  rolo,  non  solmente 
como  scientific  mais  como  practicante  pro  controlar  le  ra- 
diation medic  necessari  e su  effectos  detrimentose  in  le 
pat  ientes,  e etiam  pretende  adjutar  al  restoration  del  “arte” 
in  le  medicina. 

Salomon,  M.  I.,  Davila,  H.,  Qayum,  I.,  e Tchcrtkoff,  V.: 

Morbos  o Morbo  Legionari?;  un  revistite,  New  York  State 
J.  Med.  79:  1206  (Julio)  1979. 

Les  aspectos  actual,  clinic  e pathologic,  del  morbo  Leg- 
ionari, es  revistite.  Un  de  due  casos  illustrative  in  un 
familia,  con  confirmation  e trovatos  al  autopsia  in  le 
“('enter  for  Disease  Control”,  es  presentate. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Continuing  Medical  Education  Programs 


Credit:  A M A.  Category  I,  AAFP,  A.C.E  P * 

Faculty:  Conducted  by  nationally-renowned  cardiologists 
Place  2'/?  day  weekend  seminars  held  in  over  thirty  metropolitan 
and  resort  locations  throughout  the  U S. 


w 


■NEC 


Cardiac  Ischemia 
and  Arrhythmias- 
Current  Concepts 


Coronary  Disease,  *ECG  Interpretation  & Cardiac 

Exercise  Testing  & Arrhythmia  Management  Rehabilitation 

Cardiac  Rehabilitation  


August  17-19 
Toronto,  Canada 

August  24-26 
Hilton  Head.  SC 

September  28-30 
Las  Vegas.  NV 

October  26-28 
Pittsburgh.  PA 

November  2-4 
San  Francisco.  CA 


July  27-29 
Lake  Geneva.  Wl 

August  17-19 
Cape  Cod,  MA 

September  28-30 
San  Francisco.  CA 

October  5-7 
Atlanta.  GA 

November  2-4 
New  Orleans.  LA 


July  27-29 
Monterey.  CA 

August  10-12 
Bellaire  Ml 

August  17-19 
Orlando.  FL 

September  28-30 
San  Antonio.  TX 

October  26-28 
Boston,  MA 


August  10-12 

Lake  of  the  Ozarks.  MO 

September  28-30 
Washington,  DC 

October  26-28 
Chicago.  IL 

December  7-9 
Dallas,  TX 


December  7-9 
Atlanta.  GA 


December  7-9 
Las  Vegas.  NV 


November  2-4 
St  Petersburg.  FL 

November  30  - December  2 
Cincinnati.  OH 


■ For  information  on  these  and  other  courses,  contact:  Director  of  CME.  Dept  7,  International  Medical  Education  Corporation 
64  Inverness  Drive  East.  Englewood.  Colorado  80112/Tel  (303)  773-1144  or  Toll  Free  (800)525-8646,  ext  236 


Books  Reviewed 


Family  Medicine:  Principles  and  Practice.  Robert 
B.  Taylor,  M.D.,  Editor.  New  York,  Springer- Verlag,  1978. 
Illustrated,  1,365  pages.  Cloth,  $38.50. 

The  academic  discipline  of  family  medicine  has  now  been 
firmly  established  in  the  majority  of  the  medical  schools 
in  the  United  States.  There  has  continued  to  be  a rapid 
growth  of  family  practice  residencies  both  at  the  university 
level  and  in  many  of  the  major  community  and  teaching 
hospitals  of  the  country.  As  an  appropriate  part  of  this 
development,  there  has  been  an  increase  in  the  literature 
devoted  tc  family  practice  and  to  its  parent  discipline, 
family  medicine. 

There  are  a number  of  journals  now  devoted  to  family 
medicine  and  family  practice  and  this  text  represents  a new 
attempt  to  approach  family  medicine  from  a global 
standpoint.  Of  course,  it  is  impossible  even  in  a text  of 
nearly  1,400  pages  to  cover  the  entire  scope  of  medical 
knowledge,  nor  does  this  tome  report  do  so. 

The  stated  purpose  of  the  chief  editor  has  been  to  com- 
pile the  fundamental  principles  of  family  medicine  and  the 
methods  of  implementation  of  these  principles,  to  describe 
the  approach  of  the  family  physician  to  clinical  problems, 


identifying  the  clinical  content  of  family  medicine,  as  well 
as  exploring  the  history  and  philosophy  of  the  family 
practice  movement.  Within  this  framework,  the  editor 
and  his  co-authors  have  generally  succeeded.  The  most 
significant  contribution  of  this  text  and  the  area  in  which 
it  differs  from  previous  attempts  to  consider  the  totality 
of  family  medicine  is  in  its  discussion  of  competence 
priorities  as  a structuring  wherein  to  delineate  the  “turf” 
of  family  pract  ice. 

It  is  pointed  out  quite  correctly  that  any  physician  can 
gain  competence  in  any  area  of  medicine  merely  by  de- 
voting the  necessary  time  to  the  acquisition  of  the  requisite 
skills.  However,  family  physicians  need  to  establish 
classifications  of  priorities  based  on  their  perceived  needs 
of  the  patient  population.  A triage  approach  is  utilized. 
The  first  priority  classification  consists  of  definitive  care 
problems,  wherein  the  skilled  and  knowledgeable  family 
physician  can  and  should  manage  problems.  The  second 
area,  intermediate  priority,  is  called  the  shared  care  prob- 
lems having  to  do  with  patient  problems  requiring  con- 
sultation and  shared  responsibilities  with  other  physicians 

continued  on  page  1289 
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Medical  News 


Health  commissioner  announces 
nutrition  leaflet 
for  senior  citizens 

New  York  City  Health  Commissioner  Reinaldo  A.  Fer- 
rer, M.D.,  on  May  17  announced  the  publication  of  a leaflet 
by  the  Bureau  of  Nutrition  to  coincide  with  the  observance 
of  the  “Month  of  the  Senior  Citizen”  during  May.  The 
leaflet  is  entitled,  “Food  to  Keep  Fit  as  the  Years  Go  By” 
and  was  specially  prepared  to  include  foods  that  will  not 
be  beyond  the  resources  of  those  on  fixed  incomes. 

Commissioner  Ferrer  supports  the  idea  that,  “putting 
money  into  nutrition  programs  serve  the  cause  of  good 
health,  and  in  the  long  run,  save  on  medical  bills  for  the 
elderly.  There  are  approximately  21  million  people  in  the 
United  States  who  are  65  years  of  age  and  older,  and  in  fact, 
every  day,  4,000  persons  reach  age  65.  By  the  year  2000, 
it  is  expected  that  there  will  be  a total  of  29  million  senior 
citizens  in  the  population.  Providing  health  care  to  the 
elderly  is  a way  to  improve  the  quality  of  life.” 

Are  the  benefits  of  good  nutrition  still  possible  at  age  65? 
Catherine  Cowell,  Director  of  the  Bureau  of  Nutrition 
answers  with  a resounding,  “Yes!  Although  we  are  a long 
way  from  understanding  the  role  that  nutrition  plays  in 
aging,  we  can  be  certain  that  eat  ing  a variety  of  nourishing 
foods  eliminates  nutritional  deficiencies,  increases  resis- 
tance to  infection,  and  may  contribute  to  the  retardation 
of  degenerative  diseases. 

“The  same  nutrients  are  required  for  everyone 
throughout  their  life,”  said  Ms.  Cowell.  “Past  the  age  of 
50,  however,  it  is  wise  to  cut  back  on  calories  since  most 
elderly  persons  are  less  active.  There  are  many  older 
people  who  do  not  eat  enough  food  and  manifest  protein, 
iron,  and  vitamin  deficiencies.  In  either  case,  avoid  foods 
that  are  high  in  sugars,  animal  fats,  and  salt. 

“Select  nourishing  foods  like  vegetables  and  fruits,  whole 
grain  breads  and  cereals,  skimmed  milk  and  its  substitutes, 
proteins  such  as  fish,  poultry,  lean  meat,  occasionally  eggs 
and  dried  beans  as  well  as  small  amounts  of  polyunsatu- 
rated fats,”  suggests  Ms.  Cowell. 

The  leaflet,  “Foods  to  Keep  Fit  as  the  Years  Go  By”  is 
available  to  consumers  by  sending  a postcard  requesting 
a copy  to:  The  New  York  City  Health  Department,  Bu- 
reau of  Nutrition,  96  Worth  Street,  New  York,  N.Y. 
10013. 

First  aid  rules  for  snakebite 
changed  in  new  version  of  AMA  Guide 

The  newly  revised  edition  of  t he  American  Medical  As- 
sociation’s First  Aid  Guide  came  off  the  press  this 
winter. 

'[’here  are  some  changes. 

No  longer  does  the  AMA  book  recommend  that  an  ice 
pack  be  applied  to  the  site  of  a snakebite.  Physicians 
dealing  with  snakebites  discovered  that  cold  applications 

Material  I or  inclusion  in  t he  medical  news  section  must  he  re- 
ceived eight  weeks  prior  to  publication  date. 


sometimes  cause  worse  medical  problems  than  snake 
venom. 

And  discontinued  is  the  recommendation  that  water  or 
milk  he  given  to  persons  suffering  from  severe  burns.  This 
was  not  helpful,  physicians  found,  and  the  new  recom- 
mendation is  to  give  no  fluids  by  mouth. 

Sections  on  how  to  apply  cardiopulmonary  resuscitation 
for  infants  as  well  as  on  impaled  (piercing)  injuries  are 
added  in  the  new  edition.  Use  of  a tourniquet  no  longer 
is  detailed;  instead  the  Guide  states:  “If  a tourniquet  must 
be  applied,  only  those  persons  who  have  special  training 
from  an  advanced  first  aid  course  should  do  so.”  Some  of 
the  illustrations  in  the  Guide  have  been  redrawn  for  greater 
clarity. 

The  First  Aid  Guide  is  available  from  the  American 
Medical  Association  Order  Department,  P.O.  Box  821, 
Monroe,  Wis.  53566.  Individual  copies  are  50  cents. 

The  Guide  was  prepared  by  William  E.  Burnette,  MPH, 
and  Sandra  Malanga  of  the  AMA’s  Department  of  Health 
Education. 

Development  of  a new  test 

Development  of  a new  test  to  detect  carriers  of  the  gene 
for  cystic  fibrosis  was  announced  at  the  joint  annual 
meeting  of  the  American  Lung  Association,  the  Christmas 
Seal  organization,  and  its  medical  section,  the  American 
Thoracic  Society,  at  the  Las  Vegas  Hilton  hotel. 

This  important  new  development  in  the  study  of  cystic 
fibrosis  was  announced  on  May  16  by  Jack  Lieberman, 
M.D.,  of  the  Sepulveda  Veterans  Administration  Medical 
center  and  professor  of  medicine  at  the  U.C.L.A.  School  of 
Medicine,  Los  Angeles. 

Cystic  fibrosis  is  a serious,  inherited  disease  that  affects 
the  lungs  and  digestive  system.  It  frequently  results  in 
death  before  the  age  of  18.  In  order  for  a child  to  be  born 
with  the  disease,  both  parents  must  be  carriers  of  the  ab- 
normal gene.  The  new  test  now  provides  a simple  means 
to  detect  such  carriers  and  provide  genetic  counseling  when 
a couple  contemplating  marriage  are  both  found  to  be 
carriers. 

The  test  involves  the  interaction  of  red  blood  cells  from 
a mouse  and  a small  amount  of  a person’s  blood  serum. 
The  gene  for  cystic  fibrosis  is  associated  with  a factor  in  the 
blood  serum  (called  a lectin)  that  acts  to  agglutinate  (or 
cluster)  the  red  blood  cells  of  the  mouse.  This  factor,  in 
a double  dose  inherited  from  both  parents,  may  be  re- 
sponsible for  causing  the  disease  in  a child. 

The  discovery  of  this  lectin-like  substance  in  the  blood 
serum  of  patients  with  cystic  fibrosis  and  carriers  opens  a 
new  field  for  study  of  the  cause  of  this  disease. 

Before  zeroing  in  on  red  blood  cells  from  t he  mouse,  the 
researchers  tried  red  blood  cells  from  rabbits,  guinea  pigs, 
hamsters,  dogs,  sheep,  and  chickens.  Blood  serum  from 
cystic  fibrosis  patients  and  parents  as  well  as  controls,  was 
tested. 

The  test  is  simple  to  perform,  inexpensive,  and  suitable 
for  large  scale  screening.  Collaborators  in  this  research 
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with  Dr.  Lieberman  were  W.  Kaneshiro,  N.  Costea,  M l)., 
and  the  late  V.  Yakulis. 

Travel  health  tips 
will  enhance  trip; 
jet  lag  hurts  body 

Planning  a trip  abroad  this  summer?  Great!  Have  a 
good  time. 

And  the  American  Medical  Association  offers  some  tips 
that  might  help  you  avoid  spoiling  your  trip  by  illness. 

The  first  problem  of  the  traveler  to  distant  lands  is  "jet 
lag.”  You  have  crossed  several  time  zones  and  your  body’s 
time  clock  is  entirely  out  of  touch  with  the  clocks  of  your 
new  time  zone.  Here’s  what  happens — 

Depart  from  New  York  for  Italy  at  5:30  p.m.,  cross  seven 
! time  zones  during  a seven-hour  flight,  and  arrive  in  Rome 
I at  7:30  a.m.  You  want  to  go  to  bed,  while  Rome  is  just 
I starting  its  working  day. 

Your  doctor  recommends  that,  even  if  you  arrive  in  the 
morning,  go  to  your  hotel,  check  in  and  go  to  bed.  I ,et  your 
body  adjust  to  the  new  time  zone  gradually.  Eat  light, 
i simple  fare  for  the  first  day.  The  traveler  who  arrives  at 
Rome  at  7:30  a.m.  after  an  all-night  flight,  plunges  into  a 
■ day  of  sight-seeing,  then  eats  a heavy  meal,  is  asking  for 
trouble. 

If  you  take  regular  medication,  such  as  a thyroid  sup- 
plement, you  must  he  aware  of  rescheduling  of  times  for 
' dosage  in  the  new  time  area.  Diabetics  who  take  insulin 
I should  consult  with  their  physicians  regarding  changing 
the  schedule  of  medication. 

The  most  important  period  for  jet  lag  is  the  first  24  hours 
| after  landing.  Decision-making  faculties  are  impaired  and 
1 errors  of  judgment  are  likely.  Allow  24  hours  in  the  new 
j city  before  heading  out  for  all-day  tours,  night  club  tours, 
i and  the  like. 

An  American  Medical  Association  manual  on  overseas 
travel  recommends  that  certain  individuals  should  not 
: hoard  long  jet  flights.  These  include  pregnant  women 
I beyond  the  eighth  month,  or  pregnant  women  who  have 
habitually  aborted;  infants  less  than  two  weeks  old;  pa- 
tients  with  contagious  diseases;  people  with  large  unsup- 
ported hernias;  psychotics;  acute  respiratory  patients.  If 
J you  have  a heart  problem,  consult  your  doctor  about  ad- 
visability of  flying. 

Sickle  cell  disease 
found  in  white  children 

Two  cases  of  sickle  cell  anemia  in  American  white  chil- 
dren have  been  reported  at  Children's  Memorial  Hospital 
in  Chicago,  according  to  a recent  report  in  Pediatrics,  the 
scientific  journal  of  the  American  Academy  of  Pediat- 
rics. 

Commonly  thought  of  as  a disorder  occurring  only  in 
blacks,  researchers  from  the  hospital  believe  the  two  pa- 
tients represent  the  only  fully  documented  cases  of  the 
disease  in  white  Americans. 

The  presence  of  sickle  cell  anemia  in  a fair  skinned,  blue 
eyed,  blonde  three  year-old  girl,  led  the  researchers  to  do 
further  studies  with  other  members  of  her  family.  Both 
parents,  of  Sicilian  descent,  as  well  as  two  of  the  girl’s  sib- 
lings were  found  to  carry  the  sickle  cell  trait.  The  parents 
knew  of  no  history  of  the  disease  in  the  family. 

The  second  case  involved  a 10-year  old  white  girl  who 
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was  adopted  at  the  age  of  5 days,  and  no  information  was 
available  on  her  parents.  Special  studies  were  undertaken 
to  confirm  the  presence  of  sickle  cell  anemia. 

The  researchers  noted  that  other  cases  of  sickle  cell 
disease  in  fair  skinned  individuals  have  been  reported  in 
the  Middle  East,  India,  and  from  Mediterranean  countries, 
suggesting  that  sickle  cell  anemia  in  nonblack  populations 
is  not  as  uncommon  as  has  generally  been  believed. 

A survey  was  cited  in  which  four  examples  of  sickle  cell 
trait  were  found  among  7,006  American  white  newborns, 
representing  an  incidence  of  0.06  percent,  and  a similar 
incidence  was  found  in  a study  of  5,000  white  male  military 
recruits. 

“It  seems  apparent  that  the  occurrence  of  sickle  cell 
anemia  in  white  American  children  is  uncommon,”  said  the 
researchers.  “However,  when  tests  reveal  the  possibility 
of  the  disease,  a thorough  examination  is  warranted  to 
assure  the  correct  diagnosis,”  they  concluded. 

Aut  hors  of  the  report  are:  Peter  A.  Noronha,  M.D.,  and 
George  R.  Honig,  M.D.,  Ph.D. 

AMA  urges  increased  Federal  funds 
for  13  major  health  programs 

The  American  Medical  Association  has  urged  Congress 
to  increase  funding  for  13  programs  that  “hold  the  greatest 
promise  for  improving  our  nation’s  health.” 

In  letters  to  the  chairmen  of  key  Congressional  com- 
mittees, the  AMA  said  it  was  limiting  its  recommendations 
for  increased  appropriations  in  fiscal  year  1980  because  of 
inflation  in  the  general  economy  and  the  need  to  control 
deficit  spending. 

“We  are  working  with  Congress  to  develop  legislation 
that  will  focus  on  positive  health  strategies  as  well  as  health 
program  cost  reductions,”  the  AMA  said. 

“The  challenge  is  to  act  with  fiscal  constraint  and  re- 
sponsibility while  making  sure  our  Federal  tax  dollars  are 
spent  in  the  best  possible  way.” 

The  AMA  recommended  that  funding  be  increased  be- 
yond President  Carter’s  budget  request  by  $613.4  million, 
with  the  largest  increase  going  to  the  National  Institutes 
of  Health  ($227.6  million)  and  health  professions  education 
($143.4  million).  More  money  also  was  recommended  for 
maternal  and  child  health,  family  planning,  emergency 
medical  services,  venereal  disease  control,  immunization, 
childhood  lead-based  paint  poisoning  prevention,  health 
education,  mental  health,  alcoholism,  aging,  and  the  Food 
Drug  Administration. 

The  letter  described  AMA  efforts  to  restrain  costs 
through  the  National  Commission  on  the  Cost  of  Medical 
Care  and  the  Voluntary  Effort,  and  called  on  Congress  and 
the  Administration  to  continue  implementation  of  the 
anti-fraud  and  abuse  legislation  and  the  Medicare-Medi- 
caid quality  control  and  management  program  and  to 
support  the  Voluntary  Effort  and  the  PSRO  program. 

The  AMA  also  recommended  that  Congress  and  the 
Administration  support  actions  to  reduce  the  high  costs 
caused  by  excessive  Federal  regulation,  seek  a spending 
reduction  of  at  least  2 percent  annually  in  operating  ex- 
penses of  all  Federal  agencies,  and  support  “sunset”  plans 


that  would  provide  for  periodic  review  of  Federal  spending 
programs. 

Autopsies — Why 
are  they  dying  out? 

It  is  ironic  that  autopsies,  which  help  the  living  so  much 
through  death,  are  themselves  dying  out.  In  1946  the 
number  of  autopsies  done  in  U.S.  hospitals  equaled  about 
half  of  all  hospital  deaths.  By  1970  the  figure  had  fallen 
to  30  percent,  by  1975  to  22  percent.  Today,  in  some 
medical  centers,  fewer  than  20  percent  of  hospital  deaths 
are  given  postmortem  examination.  Autopsies  are  de- 
clining for  several  reasons. 

The  information  can  be  obtained  as  easily  from  labora- 
tory and  radiologic  procedures,  it  is  said,  and  improved 
diagnostic  techniques  have  taken  much  of  the  mystery  out 
of  disease.  Whatever  the  reasons,  the  decline  of  post- 
mortems is  regrettable.  Autopsies  serve  as  a check  on  the 
accuracy  of  diagnosis  and  effectiveness  of  clinical  treat- 
ment. They  provide  organs  and  tissues  for  the  living,  and 
can  help  determine  if  a crime  has  been  committed.  They 
are  also  essential  to  the  training  of  future  pathologists. 
The  decline  of  the  autopsy  is  a curious  development  in  20th 
Century  medicine. 

(Reprinted  with  permission  for  Newsletter,  The  New  York 
County  Medical  Society,  7:  2 (May)  1979) 

Here  and  there 

Appointed:  James  Cottrell,  M.D.,  appointed  professor 
and  chairman  of  anesthesiology,  Downstate  Medical 
Center  . . . Edward  L.  Pinney,  Jr.,  M.D.,  appointed  director 
of  psychiatry,  Department  of  Correction,  City  of  New  York 
. . . to  the  executive  committee  of  the  American  Academy 
of  Allergy,  Robert  E.  Reisman,  M.D.,  president-elect, 
Buffalo. 

Elected:  On  May  21,  at  the  annual  meet  ing  of  the  Board 
of  Directors  of  the  Hospital  Executive  Council,  George  F. 
Reed,  M.D.,  executive  vice  president  and  dean,  College  of 
Medicine,  State  University  of  New  York  Upstate  Medical 
Center,  was  among  those  elected  for  1979  to  1980. 

Honored:  Vincent  J.  Fontana,  M.D.,  medical  director, 
The  New  York  Foundling  Hospital  Center  for  Parent  and 
Child  Development,  honored  by  the  Alumni  Association 
of  the  State  University  of  New  York  Downstate  Medical 
Center,  with  its  highest  award — the  Dr.  Frank  L.  Babbott 
Memorial  Award  in  recognition  of  distinguished  service  to 
the  medical  profession  and  the  community. 

Installed:  Sidney  S.  Feuerstein,  M.D.,  as  president-elect 
of  the  American  Academy  of  Facial  Plastic  and  Recon- 
structive Surgery,  Inc.  . . . Richard  B.  Nolan,  M.D.,  as 
president  of  the  New  York  County  Medical  Society. 

Promoted:  Antonio  E.  Alfonso,  M.D.,  promoted  to  as- 
sociate professor  of  surgery;  Lewis  Glickman,  M.D.,  and 
Sidney  Katz.  M.D.,  promoted  to  clinical  associate  professor 
of  psychiatry;  and  Raymond  Villanueva,  M.D.,  promoted 
to  associate  professor  of  clinical  anesthesiology,  all  at 
Downstate  Medical  Center. 
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more  skilled  in  these  aspects  of  care;  and  the  final  low 
| jriority  classification  of  supportive  care  problems  wherein 
he  family  physician  turns  over  the  management  of  his 
patient  to  a tertiary  care  facility  or  physician,  however 
maintaining  contact  with  the  patient  and  family  and 
serving  in  a supportive  role  and  perhaps  serving  as  the 
patient  advocate  in  interfacing  with  the  delivery  of  care. 
This  classification  and  approach  is  utilized  within  each  of 
he  subspecialties  and  specialties  of  medicine  and  serving 
is  a suggestive  guide  to  the  students  and  resident  of  family 
practice  who  might  he  overwhelmed  at  the  thought  of 
rying  to  encompass  all  the  knowledge  in  medicine.  In  fact, 
his  volume  is  primarily  for  the  student  and  resident  in 
family  medicine  and  would  have  less  use  for  the  practicing 
>hysician,  except  as  a summary  and  organizational  matrix 
for  review  of  the  content  of  family  medicine.  This  text 
epresents  a useful  addition  to  the  growing  learning  of 
jamily  medicine  and  will  undoubtedly  become  one  of  the 
tandard  texts  used  in  this  specialty.  R.  E.  Schlossman, 
vl.D. 

lexual  Consequences  of  Disability.  Edited  by  Alex 
'omfort,  M.B.,  Ph.D.,  D.Sc.  Philadelphia,  George  F. 
>ticklev  Company,  1978.  Paperback,  296  pages.  Price, 

n. 

Dr.  Comfort  attempts  to  bring  an  end  to  the  conspiracy 
f silence  surrounding  human  sexuality  in  various  medical 
nd  surgical  problems,  and  to  ecpiate  the  end  results  with 
in  increase  in  the  quality  of  life. 

He  is  well  qualified  to  do  so,  and  accomplishes  his  pur- 
ose. 

Practically  all  the  chapters  are  well  written  by  competent 
uthorities.  and  each  chapter  can  act  as  a good  source  of 
eference  on  its  particular  subject  matter. 

There  is  a need  for  such  a book  as  specific  answers  to 
arious  sex  problems  in  neurology,  gynecology,  psychiatry, 
rology,  surgery,  and  so  forth  have  not  previously  been  so 
ompletely  brought  together  in  one  volume. 

If  there  is  a criticism,  it  is  that  a moderate  amount  of 
^petition  occurs  in  several  chapters  viz:  physiology  of 
rection,  sex  effects  of  mastectomy,  and  sex  problems  of 
le  arthritic.  These  do  not  affect  the  purpose  of  the  book. 
.Iso.  the  book  itself  needs  some  improvement  in  manu- 
icture.  as  pages  seem  to  come  off  from  the  binding  and  fall 
>ose. 

This  book  is  recommended  to  members  of  all  of  the 
pecific  specialties,  as  listed,  as  a fine  and  complete  source 
f reference  concerning  sex  problems  in  those  diseases  and 
inditions  that  might  occur,  and  need  answering.  Harry 
lergman,  M.D. 

. Companion  to  the  Life  Sciences.  Edited  by  Stacey 
*•  Day.  M.D.,  Ph.D.,  D.Sc.  New  York,  Van  Nostrand 
einhold  Company,  1979.  Illustrated,  455  pages.  Cloth, 
24.50. 

By  her  own  admission.  Dr.  Day  admits  that  her  book  is 
ot  a textbook.  She  clearly  states,  and  rightfully  so,  that 
le  conceptual  size  of  this  volume  alone  would  prohibit  that 
pproach. 

Bearing  that  in  mind,  Dr.  Day  has  successfully  arranged 
volume  which  at  least  makes  the  reader  aware  of  present 
ay  advances  in  multiple  fields  both  scientific  and  socio- 
.'onomic.  She  states  that  “there  is  need  for  a more  refined 
ad  more  constantly  updated  system  for  presenting  in- 
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DIFFICULT  DECISIONS 
IN  INTERNAL  MEDICINE 

THIRD  ANNUAL 
POST-GRADUATE  COURSE 
Sponsored  by 

State  University  of  New  York 
Downstate  Medical  Center 

at 

Harrison  Conference  Center 
Glen  Cove,  New  York 
October  11-13,  1979 

GOALS: 

To  provide  an  up-to-date  comprehensive  re- 
view of  important,  commonly  encountered 
problems  in  Internal  Medicine,  with  an  em- 
phasis on  understanding  the  complex  issues 
which  underlie  the  decision  that  Internists  must 
make. 

TOPICS  WILL  INCLUDE: 

Glomerulonephritis 
Uremia  in  1980 

Hypertension,  Evaluation  and  Treatment 

Analysis  of  Steroid  Withdrawal  Syndromes 

The  Hirsute  Woman 

Coronary  Artery  Disease 

Diabetes  Mellitus 

Anemia 

The  Use  of  the  Needle  in  Rheumatology 
Infectious  Disease  and  the  Homosexual 
Non-Steroidal  inti-inflammatory  treatment 
Neurologic  Complications  of  Cancer 
Diarrhea 

Legionnaires  Disease 

17  HOURS  OF  CATEGORY  I AMA  CREDIT 
Registration  Fee:  $210  per  person  (includes 

syllabus) 

FOR  FURTHER  INFORMATION,  WRITE  TO: 
David  Kaplan,  M.D.,  Program  Chairman,  De- 
partment of  Medicine,  Box  42,  SUNY-Down- 
state  Medical  Center,  450  Clarkson  Ave., 
Brooklyn,  N.Y.  1 1203 


Annotations  of  Books  Received* 


WOUNDS  AND  INJURIES— THERAPY 

Shock  Trauma  Manual.  By  William  Gill,  M.B.,  Ch.B., 
and  William  Broughton  Long,  111.  M.D.  Baltimore,  The 
Williams  & Wilkins  Company,  1979.  Illustrated,  283 
pages.  Paperback,  $18. 

Guidelines  for  the  emergency  and  initial  treatment  of 
major  trauma  victims — a manual. 

SEX  BEHAVIOR 

Human  Sexuality:  A Health  Practitioner’s  Text. 

Second  edition.  Edited  by  Richard  Green,  M.D.,  Balti- 
more, The  Williams  & Wilkins  Company,  1979.  Paper- 
hack,  295  pages.  Price,  $14. 

A textbook  for  medical  students  and  physicians. 

MENTAL  DISORDERS 

Psychiatric  Diagnosis.  Second  edition.  By  Donald  W. 
Goodwin,  M.D.,  and  Samuel  B.  Guze,  M.D.  New  York, 
Oxford  University  Press,  1979.  Paperback  and  cloth,  254 
pages.  Prices,  $6.95;  (cloth)  $12.95. 

A concise  compendium  of  current  knowledge  in  psy- 
chiatry, updated. 

Psychiatry  in  General  Medical  Practice.  Edited  by 
Gene  Usdin,  M.D.,  and  Jerry  M.  Lewis,  M.D.  New  York, 
McGraw-Hill  Book  Company,  1979.  Hard  cover,  771 
pages.  Price,  $19.95. 

A textbook  for  medical  students,  physicians,  and  other 
health  care  professionals. 

SKIN 

Clear  Skin:  A step  by-step  Program  to  Stop  Pimples, 
Blackheads,  Acne.  By  Kenneth  L.  Flandermeyer,  M.D. 
Boston,  Little,  Brown  and  Company,  1979.  Illustrated, 
21  1 pages.  Hardcover,  $8.95;  (paperback)  $5.95. 

An  easy  to  follow  program  to  clear  the  skin. 

CARDIOVASCULAR  DISORDERS 

Stroke:  A Guide  for  Patients  and  Their  Families. 

' Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  tor  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


Revised  edition.  By  John  E.  Sarno,  M.D.,  and  Martha 
Taylor  Sarno,  M.A.  Introduction  by  Howard  A.  Rusk, 
M.D.  New  York,  McGraw-Hill  Book  Company,  1979. 
Paperback,  215  pages.  Price  $4.95. 

A revised  edition  of  the  classic  work  that  includes  the 
latest  information  on  the  causes,  diagnostic  procedures, 
and  rehabilitation  techniques  of  stroke. 

SPINAL  CORD  DISEASES— DIAGNOSIS 

Orthopaedic  Neurology:  A Diagnostic  Guide  to  Neu- 
rologic Levels.  By  Stanley  Hoppenfeld,  M.D.  Philadel- 
phia, J.  B.  Lippincott  Company,  1977.  Illustrated,  131 
pages.  Hardcover,  $16.50. 

An  illustrated  manual  for  the  clearer  understanding  of 
the  clinical  concepts  behind  neurologic  levels. 

CONTRACEPTION . ORAL 

Norethindrone.  Edited  by  Mary  Jean  Pramik.  Palo 
Alto,  Calif.,  Syntex  Laboratories,  1978.  Illustrated,  100 
pages.  Cloth;  Available  free  from  the  Medical  Services 
Dept.,  Syntex  Labs.,  Inc.  3401  Hillview  Ave.,  Palo  Alto, 
Calif.  94304 

The  colorful  history  of  this  drug  over  the  past  30 
years. 

CHILD  ABUSE 

Sexual  Abuse  of  Children.  Community  Council  of 
Greater  New  York,  225  Park  Ave.  South,  New  York,  N.Y. 
10003.  Paperback,  39  pages.  Price,  $3.00  (Available  from 
the  Council). 

Implications  from  the  Sexual  Trauma  Treatment  Pro- 
gram of  Connecticut.  A special  report  of  two  research 
utilization  workshops. 

A VIA  TION  MEDICINE— HIS  TOR  Y 

The  Heritage  of  Aviation  Medicine.  An  Annotated 
I )irectory  of  Early  Artifacts.  Edited  by  Robert  J.  Benford 
M.D.  Aerospace  Medical  Association.  Washington  Na- 
tional Airport,  Washington,  D.C.  20001.  Illustrated,  122 
pages.  Paperback,  $4.50  (Available  from  the  Associa 
tion). 

Medical  participation  in  aviation  from  the  era  of  th< 
aeronauts  to  t he  eve  of  t he  astronauts. 
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Forty-three  percent  respond 
to  lung  cancer  therapy 

Forty-three  percent  of  patients  with  inoperable  lung 
cancer  of  the  most  common  type  benefitted  from  a new 
combination  of  two  potent  anti-cancer  drugs.  Dr.  Ephraim 
S.  Casper,  research  fellow  at  Memorial  Sloan- Kettering 
Cancer  Center,  told  the  members  of  the  American  Society 
for  Clinical  Oncology  at  the  Society’s  fifteenth  annual 
meeting  held  in  May.  “'This  combination  has  given  us  the 
best  response  rate  of  any  we  have  used  at  Memorial  to  treat 
this  common  tumor,”  Dr.  Casper  told  the  group.  "It  is  a 
good  basis  for  the  further  improvement  of  chemotherapy 
for  this  difficult  tumor." 

Eighty-nine  patients  with  lung  cancers  that  were  too 
advanced  for  surgery  were  treated  at  the  New  York  cancer 
center  with  a combination  of  vindesine  and  cis-platinum. 
Both  drugs,  relatively  new  additions  to  the  anti-cancer 
arsenal,  were  partly  developed  at  Memorial. 

Of  the  89  patients  who  began  the  new  protocol,  88  have 
to  date  received  the  entire  treatment.  Thirty-six  patients, 
or  43  percent  of  this  group,  experienced  partial  remissions, 
that  is.  their  tumors  shrank  by  more  than  50  percent. 
Seven  of  the  36  experienced  nearly  complete  disappearance 
of  their  tumors.  Remissions  lasted  from  one  month  to  14 
months,  the  longest  any  of  the  patients  have  been  followed 
so  far. 

Lung  cancer  is  the  most  common  cancer  killer  in  the 
United  States.  In  1979,  some  112,000  cases  will  be  de- 
tected and  97,500  patients  will  die  from  it.  Most  lung 
cancer  is  of  the  type  known  as  “non  small  cell,”  which  is  the 
cell  type  that  all  of  the  patients  in  this  study  had. 

Dr.  Casper  and  his  colleagues,  Drs.  Richard  -J.  Gralla  and 
Robert  B.  Golbey,  gave  all  the  patients,  none  of  whom  had 
received  prior  cancer  chemotherapy,  vindesine  once  a week 
for  seven  weeks  and  then  once  every  other  week  for  as  long 
as  the  patients  continued  to  benefit  from  the  therapy. 
Half  of  the  patients  received  low  doses  of  cis-platinum  on 
the  first  day,  the  29th  day  and  every  six  weeks  thereafter. 
The  other  half  received  high  doses  of  the  platinum  com- 
pound on  those  days.  Response  rates  were  the  same  in 
these  two  groups. 

The  study  was  supported  by  the  National  Cancer  In- 
stitute through  a grant  (CA-05826)  and  a contract  (N01- 
CM57043). 
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VITAMIN  C AND  THE  COMMON  COLD 


Terence  W.  Anderson,  M.D.,  Ph.D. 

Professor  of  Epidemiology 
Dept  of  Preventive  Medicine 

and  Biostatistics 
Faculty  of  Medicine 
University  of  Toronto 
Toronto,  Ontario,  Canada 

The  idea  that  an  increased  intake  of 
vitamin  C may  be  helpful  in  fighting 
the  common  cold  has  been  around 
since  at  least  the  1930's  but  it  was  not 
until  1970  that  the  publication  of  Linus 
Pauling's  best  seller,  "Vitamin  C arid 
the  Common  Cold,"  turned  the  issue 
into  a public  controversy  (1)  Fortu- 
nately, as  a result  of  the  interest 
generated  by  this  controversy,  a 
number  of  scientifically  sound  experi- 
mental studies  have  been  carried  out 
and  although  there  are  still  questions 
that  remain  unanswered,  it  is  now 
clear  that  vitamin  C is,  unfortunately, 
no  panacea  for  colds  or  other  respira- 
tory infections 

However,  even  if  the  promise  of 
virtual  eradication  of  the  common 
cold  (suggested  as  a possibility  at  one 
point  in  Linus  Pauling's  book)  has 
proved  to  be  unrealistic,  there  remains 
enough  intriguing  evidence  of  some 
interaction  between  this  vitamin  and 
the  infectious  process  to  suggest  that 
it  is  worth  investigating  further  and 
that  it  may  have  a role,  however 
limited,  in  reducing  the  burden  of  this 
relatively  trivial  but  annoying  afflic- 
tion 

Prevention  or  Treatment? 

In  trying  to  unravel  some  of  the 
confusion  and  conflicting  evidence 
over  the  use  of  vitamin  C in  upper- 
respiratory  infections,  it  is  helpful  to 
recognize  that  its  use  has  been 
suggested  either  to  prevent  the  dis- 
ease from  occurring  or  to  treat  it  once 
it  has  occurred  These  are  two  quite 
different  approaches  and  carry  with 
them  different  practical  implications 
Thus,  if  vitamin  C is  to  be  used 
prophylactically  in  an  effort  to  pre- 
vent the  common  cold,  not  only  is  one 
faced  with  the  problem  of  compliance 
(many  people  will  not  be  bothered 
with  taking  regular  medication  when 
free  of  symptoms)  but  also  with  an 
increased  possibility  of  side  effects 
since  these  are  more  likely  to  occur 
with  something  that  is  taken  regularly 
for  months  or  years  than  with 
something  that  is  used  only 
occasionally  and  briefly  as  a 
treatment 

Similarly,  two  other  issues  of  which 
individuals  often  lose  sight  in  the 


rhetoric  are  the  questions  of  effective 
dose  and  the  basic  nutritional  status  of 
the  population  Thus,  if  a daily  intake 
of  1000  mg  of  vitamin  C is  found  to 
produce  a beneficial  effect,  it  is 
important  to  establish  whether  the 
same  effect  could  be  achieved  with  a 
much  smaller  dose  since  undesirable 
side  effects  are  more  likely  from  large 
doses  than  small  ones  Further 
whatever  size  dose  is  taken,  it  is  only 
likely  to  show  an  effect  in  a population 
that  has  room  for  improvement  in 
other  words,  well-nourished  individ- 
uals are  likely  to  be  poor  experimen- 
tal subjects  for  demonstrating  an 
effect  of  supplemental  vitamin  C 

So  far,  few  of  the  experimental 
studies  that  have  been  carried  out 
have  shown  much  change  in 
preventive  effect  from  the  regular  in- 
take of  large  doses  of  vitamin  C Even 
where  there  seems  to  have  been  some 
effect,  it  is  probably  maximal  at  in- 
takes producing  "saturation"  In  nor- 
mal healthy  subjects,  this  is  achieved 
at  about  100- 150  mg  of  vitamin  C daily 
but  the  amount  needed  may  be 
considerably  increased  by  acute  or 
chronic  illness  and  at  times  of  environ- 
mental stress.  Examples  of  the  latter 
are  extreme  cold  and  physical 
exertion  and  it  is  of  interest  that  two  of 
the  few  positive  studies  on  regular 
intake  of  vitamin  C have  involved 
people  in  these  circumstances  one 
involving  students  at  a ski  school  in  the 
Swiss  mountains  (2),  the  other 
involving  Canadian  Army  troops  in 
Arctic  exercises  (3). 

In  relatively  affluent  urhansubjects 
it  has  been  difficult  to  demonstrate 
much  benefit  from  the  consumption  of 
gram  quantities  of  vitamin  Ceitheron 
a prophylactic  or  therapeutic  basis 
Recent  studies  have  been  reviewed  by 


Chalmers  (4)  and  Dykes  (5) 

In  our  own  studies  in  Toronto,  we 
found  little  effect  from  the  purely 
prophylactic  regimens  with  no 
evidence  of  a gradient  in  effect  across 
the  dosage  range  of  250.  1000or2000 
mg  per  day  (6)  Indeed,  the  only 
impressive  differences  that  we  have 
seen  in  our  experimental  groups  have 
been  with  a combination  of 
prophylactic  and  therapeutic 
regimens  (6,  7,  8)  Even  in  these 
groups,  there  was  little  or  no  evidence 
of  an  effect  on  the  frequency  of  colds, 
upon  theirtotal  duration  or  upon  local 
(nasal)  symptoms  Rather,  the  effect 
seemed  to  be  restricted  to  the  severity 
of  the  cold  as  measured  by  the  amount 
of  time  spent  off  work  or  confined  to 
the  house  These  results  are 
summarized  in  Figure  1 


Summary  diagram  of  the  results  of 
three  large-scale  trials  of  the  effect  of 
vitamin  C on  the  common  cold  On  the 
vertical  scale,  the  experience  of  the 
vitamin  group  is  expressed  as  a 
percentage  of  placebo  group 

On  the  left-  hand  side  of  the  diagram 
is  seen  the  lack  of  any  consistent  dose- 
response  gradient  when  using  three 
different  dosages  of  regular 
(prophylactic)  intake  only  On  the 
right-hand  side  is  shown  the  results  of 
using  combination  prophylactic  and 
therapeutic  regimens  With  all  three 
combinations,  the  greatest  effect  was 
seen  on  disability  (days  spent 
indoors)  while  the  number  of  episodes 
and  days  of  nasal  symptoms  showed 
little  or  no  effect 

Results  of  1972  study  (7)  shown  by 
crosses,  the  1971  study  (6)  by  squares; 
the  1975  study  (8)  by  circles 
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The  therapeutic  valued  vitamin  Cm 
large  doses  has  received  strong, 
anecdotal  support  Forexample.  Irwin 
Stone  has  claimed  that  over  95%  of 
colds  can  be  aborted  by  the  prompt 
administration  of  approximately  1 5 g 
of  vitamin  C every  half  hour  for  three  or 
four  doses  (9)  If  some  individuals 
have  really  experienced  this  sort  of 
response,  then  one  must  consider  the 
possibility  that  there  is  a subgroup  of 
the  population  for  whom  vitamin  C is 
effective,  whereas,  for  the  remainder, 
it  is  relatively  (or  completely)  ineffec- 
tive since  large-scale  controlled  trials 
have  been  quite  unimpressive  (10. 11) 

In  summary,  one  may  attempt  to 
reconcile  the  conflicting  evidence  by 
suggesting  that  increased  intake  of 
vitamin  C on  a regular  basis  or  at  the 
time  of  illness  may  exert  a slight 
beneficial  effect,  more  marked  when 
the  two  regimens  are  combined  The 
size  of  the  effect  probably  varies 
between  individuals  — with  many 
being  relatively  insensitive  — and  it 
will  also  vary  according  to  basic 
nutritional  status,  general  state  of 
health  and  exposure  toenvironmental 
or  other  stress 

Mechanism 

Some  investigators  haveconcluded 
that  although  there  may  be  a slight 
effect  of  vitamin  C on  the  common 
cold,  it  is  too  small  to  be  of  any 
practical  value  and  the  subject  is. 
therefore,  not  worthpursuing  Butthis 
may  be  somewhat  short-sighted  since 
it  is  possible  that  if  we  fully  understood 
the  mechanism  involved  in  producing 
even  a slight  effect,  we  might  be  able  to 
develop  it  further  and  produce  effects 
that  were  quantitatively  more 
worthwhile  As  it  is,  very  littleisknown 
about  the  mechanisms  that  might  be 
involved  in  interactions  between  vita- 
min C.  the  common  cold  and  a num- 
ber of  other  disease  processes  (12) 

Some  have  suggested  that  there 
may  be  a type  of  antibiotic  effect  in 
which  high  concentrations  of  ascor- 
bic acid  have  a specific  anti-viral  or 
anti-bacterial  effect  Human  experi- 
ments have  not  lent  much  support  to 
this  belief  although  if  it  were  true,  one 
would  expect  to  see  variation  in 
effectiveness  depending  on  the  type 
of  virus  or  bacterium  causing  the 
illness  and  such  variation  might  help 
to  explain  some  of  the  conflicting 
results  obtained  in  vitamin  C trials 

Another  possibility  is  that  vitamin  C 
has  a type  of  antihistamine  effect  and 
although  tnere  is  some  experimental 
evidence  to  support  this  view,  in  our 
studies  we  saw  little  evidence  of  a 


reduction  in  nasal  irritation  or  stuffi- 
ness 

A third  possibility  and  the  one  that  I 
find  the  most  credible  is  that  any  effect 
of  vitamin  C is  via  the  host  resistance 
to  infection  This  would  be  consistent 
with  animal  experiments  thal  have 
shown  an  improved  resistance  to 
stress  and  with  our  own  experience  of 
a reduction  in  general  constitutional 
symptoms  ('  malaise'  ) It  would  also 
be  consistent  with  the  high  concentra- 
tion of  vitamin  C normally  found  in  the 
adrenal  cortex  and  its  depletion  at 
times  of  stress 

Toxicity 

There  have  been  virtually  no  docu- 
mented instances  of  serious  toxic 
reactions  to  vitamin  Ceven  when  used 
in  very  large  doses  This  is  not 
altogether  surprising  since  it  is  a 
substance  essential  for  life  and  one  to 
which  weandourancestorshavebeen 
exposed  for  millions  of  years  How- 
ever. it  is  as  well  to  remember  that 
none  of  our  ancestors  could  have  been 
exposed  to  the  quantities  that  are  now 
easily  available  as  a result  of  the 
production  of  the  puresubstanceand 
although  it  is  a very  simple  molecule 
(similar  to  glucose),  it  is  a strong 
reducing  substance,  an  acid,  and  is 
biologically  very  potent  Therefore,  it 
is  important  to  be  cautious  in  its  use 

There  are  a number  of  different 
ways,  in  theory  at  least,  in  which 
undesirable  effects  might  occur  First, 
as  an  acid,  large  doses  could  precipi- 
tate acid  stones  in  the  urine  and  as  a 
reducing  substance,  vitamin  C could 
interfere  with  some  of  the  common 
diabetic  urine  tests  Second,  in 
susceptible  individuals,  it  could  have 
unusual  metabolic  effects  (a  greatly 
increased  output  of  oxalate  isonethat 
has  been  identified),  which  are 
extremely  difficult  to  detect  since  they 
may  be  too  rare  to  be  recognized  even 
in  large-scale  studies  Third,  a poten- 
tially harmful  reaction  isthewithdraw- 
al  effect  on  blood  levels  when  cutting 
back  after  prolonged  intake  of  large 
doses  Blood  levels  of  the  ascorbate 
ion  reach  a plateau  ("saturation ")  at  an 
intake  of  100-150  mg  per  day  and  the 
intake  of  even  several  thousand 
milligrams  a day  does  not  greatly 
change  this  plateau  level  However  if 
after  a few  weeks  of  high  intake  the 
extra  intake  is  stopped,  blood  levels 
can  drop  well  below  normal  for  several 
days  Whetherthis  hasanyphysiolog 
ical  significance  is  not  known  but  it  is 
possible  that  if  it  occurred  at  thesame 
time  as  a serious  illness  (for  example, 
on  admission  to  a hospital  with  a heart 


attack),  it  could  handicap  the  body's 
attempts  to  deal  with  the  extra  stress 

Summary 

Carefully  controlled  experimental 
studies  have  failed  to  support  claims 
that  the  intake  of  large  doses  of 
vitamin  C will  prevent  or  cure  the 
majority  of  colds  However,  an  in- 
creased regular  intake  or  a large 
therapeutic  dose  at  the  time  of  illness 
may  have  a small  beneficial  effect  and 
this  effect  appears  to  be  on  severity 
rather  than  frequency  or  total  duration 
of  colds  The  magnitude  of  the  effect 
probably  varies  between  individuals, 
in  different  enviornments  arid  possi- 
bly according  to  the  type  of  infecting 
agent  The  use  of  very  high  doses  of 
vitamin  C might  beharmfultosomein- 
dividuals,  particularly  if  the  intake  is 
prolonged  However,  for  most  people, 
a modest  increase  in  the  regular  daily 
intake  or  brief  episodes  of  high  intake 
are  unlikely  to  cause  harm  and  may 
improve  resistance  to  other  types  of 
illness,  not  only  the  common  cold 
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formation  from  the  constantly  increasing  data  pool.”  If 
Dr.  Day  could  devote  her  considerable  talents  toward  this 
end  we  would  all  be  enormously  benefited  and  grateful. 

The  Medusa  and  the  Snail:  More  Notes  of  a Biology 
Watcher.  By  Lewis  Thomas,  M.D.  New  York,  The 
Viking  Press,  1979.  Hardcover,  175  pages.  Price, 
$8.95. 

When  asked  to  review  a book  that  already  has  received 
such  acclaim  as  Lewis  Thomas’s,  the  reviewer  finds  it  al- 
most impossible  to  say  anything  that  has  not  already  been 
said.  This  reviewer  is  thankful  for  the  opportunity  Dr. 
Thomas  gives  the  reader  to  see  “inside  the  works”  of  a keen 
and  inquiring  mind.  The  book  is  a genuine  joy.  Be  sure 
to  read  of  the  “Wonderful  mistake”  of  DNA.  Also  read  the 
essay  on  the  “Health  Care  System”  from  which  comes  the 
following  observations:  “As  a people  we  have  become 
obsessed  with  Health.  There  is  something  fundamentally, 
radically  unhealthy  about  all  this.” 

Dr.  Thomas  has  a way  with  words  and  is  infatuated  with 
them.  Read  this  book.  You’ll  enjoy  it.  And  return  to  it. 
G.J.L. 

Prostatic  Cancer.  Edited  by  Gerald  P.  Murphy,  M.D. 
Littleton,  Massachusetts,  PSG  Publishing  Company,  Inc., 
1979.  Illustrated,  238  pages.  Hardcover,  $25. 

As  Project  Director  of  the  National  Prostate  Cancer 
Project  of  the  National  Cancer  Institute  and  National  In- 
stitutes of  Health,  Dr.  Murphy  is  in  a unique  position  to 
oversee  and  place  in  perspective  all  facets  of  current  in- 
vestigation into  prostatic  cancer.  Twenty-two  acknowl- 
edged experts  have  been  chosen  as  contributing  authors 
for  the  13  chapters.  Areas  of  controversy  and  uncertainty, 
which  endlessly  abound  in  this  disease,  are  clearly  defined. 
Because  of  the  depth  with  which  each  topic  is  treated  and 
the  elucidation  of  laboratory  and  clinical  research  as  well 
as  current  clinical  practice,  this  text  as  a whole,  has  par- 
ticular appeal  to  those  with  a special  interest  in  urologic 
oncology.  It  is  likewise  valuable  for  those  persons  working 
on  one  aspect  of  the  problem  who  wish  to  keep  abreast  of 
new  developments  in  other  areas.  As  a reference  work, 
individual  chapters  serve  as  a concise  review  of  the  state 
of  the  art  for  the  more  casual  reader.  The  chapters  out- 
lining clinical  pathology,  diagnosis,  staging,  and  manage- 
ment give  the  physician  or  surgeon  a thorough  and  prac- 
tical guideline  for  competent  and  up-to-date  clinical 
practice.  Richard  J.  Macchia,  M.D. 

Practical  Diagnosis:  Endocrine  Disease.  By  Stanley 
G.  Korenman,  M.D.,  Daryl  K.  Granner,  M.D.,  and  Barry 
M.  Sherman,  M.D.  Boston,  Houghton  Mifflin  Profes- 
sional Publishers,  1978.  Softcover,  276  pages.  Price, 
$14. 

“Practical  Diagnosis — Endocrine  Disease”  is  a brief, 
softcovered  manual  written  by  authors  at  the  University 
of  Iowa  and  U.C.L.A.  The  major  objective  is  “to  provide 
the  practitioner,  house  officer,  and  student  of  medicine 
with  a rational,  organized  approach  to  endocrine  diagno- 
sis.” The  book  provides  brief  descriptions  and  interpre- 
tations of  a large  number  of  measurements  and  dynamic 
tests.  The  major  clinical  syndromes  are  described  and  an 
attempt  at  relating  diagnostic  maneuvers  to  them  is  made. 
Little,  if  any,  physiological  background  of  disease  states 
is  provided  and  the  clinical  presentation  of  patients  with 
endocrine  problems  is  treated  in  only  a cursory  way.  In 
this  diagnostic  manual,  therapy  is  not  included. 


This  book  cannot  be  used  by  the  student  of  endocrinol- 
ogy as  a text  to  gain  either  insight  or  specific  background 
to  specific  disease  entities.  The  text’s  greatest  usefulness 
is  the  readily  available  and  comprehensive  lists  of  com- 
monly employed  tests  with  brief  descriptions.  However, 
the  tests  are  sometimes  listed  without  indicating  the  point 
at  which  they  should  be  requested.  The  use  of  “flow 
charts”  or  algorithms  would  be  most  welcome  in  a book  of 
this  type.  In  addition,  the  material  is  not  consistently 
presented  in  a way  that  lends  itself  to  designing  an  orderly 
diagnostic  sequence  of  tests. 

The  material  covered  in  this  book  is  presented  in  stan- 
dard textbooks  of  medicine  and  endocrinology.  The  stu- 
dent, house  officer,  and  clinician  are  best  advised  to  turn 
to  these  references  for  background  physiological  material 
and  insight  into  clinical  presentations  of  disease.  A brief 
diagnostic  manual  might  have  a role  in  planning  the  se- 
quence of  a “work-up,”  but  that  is  not  the  emphasis  of  this 
book.  This  book  cannot  be  recommended  to  the  audience 
it  hopes  to  serve.  Richard  S.  Hoffman,  M.D.,  F.A.C.P., 
and  Jeffrey  G.  Rothman,  M.D. 

Beta  Hemolytic  Streptococcal  Diseases.  By  Burtis  B. 
Breese,  M.D.,  and  Caroline  Breese  Hall,  M.D.  Boston, 
Houghton  Mifflin  Professional  Publishers,  1978.  Illus- 
trated, 287  pages.  Hardcover,  $29. 

The  senior  author,  Dr.  Breese,  is  an  eminent  pediatrician 
who  has  pursued  studies  of  the  epidemiology,  diagnosis, 
and  treatment  of  streptococcal  infections  during  more  than 
30  years  devoted  to  private  pediatric  practice. 

Thirteen  of  the  15  chapters  review:  historical  back- 
ground, microbiologic  aspects,  epidemiology  and  diagnosis 
of  pharyngeal  infections,  streptococcal  carriers,  scarlet 
fever,  skin  infections,  suppurative  and  systemic  infections, 
treatment  of  these  problems,  rheumatic  fever,  acute  glo- 
merulonephritis, and  preventive  aspects.  These  chapters 
are  well  organized  and  referenced  with  a lengthy  bibliog- 
raphy at  the  end  of  each  chapter.  There  is  considerable 
data  in  tabular  form  derived  from  the  clinical  studies  car- 
ried out  by  the  author  and  his  colleagues  which  is  compared 
to  other  studies  in  the  literature. 

There  are  many  controversial  subjects  introduced  in  the 
book,  and  usually  it  is  clear  when  opinions  and  facts  di- 
verge. Dr.  Breese  generously  indicates  that  most  experts 
do  not  believe  that  removal  of  the  tonsils  leads  to  a decrease 
in  streptococcal  pharyngeal  infections.  In  Dr  Breese’s 
experience,  the  clinical  diagnosis  of  streptococcal  phar- 
yngitis using  a nine  point  scoring  system  has  correlated 
fairly  well  with  cultures  positive  for  beta  hemolytic  strep- 
tococci. However,  most  experts  prefer  to  start  therapy 
when  the  culture  result  is  known  and  not  on  the  basis  of  a 
tentative  diagnostic  scoring  procedure. 

In  chapter  13  the  discussion  of  guidelines  for  the  dura- 
tion of  antibiotic  prophylaxis  against  recurrences  of 
rheumatic  fever  does  not  include  recent  American  Heart 
Association  recommendations  (Circulation  55:  1 [1977]). 

It  is  not  universally  accepted  that  a “nephritogenic” 
antigen  of  certain  strains  of  group  A streptococci  has  been 
proved  responsible  for  initiating  the  immunologic  assault 
on  the  kidney  which  eventuates  in  acute  glomerulone- 
phritis (see  chapter  14). 

Dr.  Hall,  an  experienced  virologist  and  pediatrician  at 
the  University  of  Rochester  Medical  School,  has  written 
an  excellent  chapter  on  nonstreptococcal  pharyngitis  which 
compares  viral  and  mycoplasma  pharyngitis  with  strep- 
tococcal disease.  She  details  vividly  the  clinical  charac- 
teristics of  disease  due  to  various  groups  of  viruses.  The 
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review  of  herpes  simplex  virus  is  of  particular  interest  . She 
has  also  summarized  well  a staggering  collection  of  data  on 
group  B streptococcal  infections  in  the  newborn  infant  in 
another  chapter. 

Overall,  the  book  is  written  well  with  ample  documen- 
tation. The  authors’  fresh  style,  laced  with  several  per- 
sonal clinical  experiences,  provides  a pleasurable  reading 
experience.  The  color  plates  and  many  black  and  white 
photos  add  immeasurably  to  the  value  of  this  book. 

It  can  be  recommended  for  the  library  of  clinicians  in- 
I volved  in  care  of  children  and  adults  as  well  as  to  students 
I (of  all  ages)  of  the  Streptococcus.  Patricia  Ferriori, 
M.D. 

Julius  Preuss’  Biblical  and  Talmudic  Medicine. 

I Translated  and  edited  by  Fred  Hosner,  M.D.  New  York, 
Sanhedrin  Press,  1978.  Hardcover,  652  pages.  Price. 
$35. 

Dr.  Fred  Rosner  is  well  known  to  the  readers  of  this 
Journal  for  his  contributions  in  hematology.  He  has  also 
1 written  extensively  about  medicine  in  Jewish  law  and 
history,  and  has  made  a major  contribution  to  this  field  by 
translating  Julius  Preuss’  Biblical  and  Talmudic  Medi- 
I cine. 

Preuss  (1861-1913)  was  a German-Jewish  physician 
trained  by  Rudolph  Virchow,  a student  of  Hebrew  litera- 
I ture,  of  Talmud  and  Jewish  law,  and  of  Semitic  philology. 
His  Biblisch-Talmudische  Nledizin  (1911)  has  come  to  be 
regarded  as  the  most  authoritative  text  on  the  subject. 

; Except  for  a few  chapters,  this  trove  of  information  about 
I early  Jewish  medical  beliefs  and  practices  has  been  un- 
I available  to  the  English-speaking  world.  Preuss’  work 
I covers  many  facets  of  medicine  and  their  expression  in 
early  Jewish  tradition,  including  the  function  of  the  phy- 
, sician,  anatomy,  physiology,  pathology,  therapeutics, 
pharmacology,  and  legal  and  preventive  medicine. 
| Sources  drawn  on  are  not  limited  to  the  Bible  and  Talmud 
(the  collection  of  Rabbinical  writings,  the  text  of  which  was 
[ compiled  between  200  B.C.  and  500  A.D.,  which  is  the  basis 
I for  traditional  Jewish  law  and  which  also  reflects  con- 
temporary beliefs  and  medical  practices).  Reference  is 
, also  made  to  the  development  of  laws  and  practices  as  in- 
terpreted by  medieval  Jewish  commentators,  and  com- 
parisons are  drawn  with  other  ancient  Near  Eastern 
i sources  as  well  as  Greek,  Roman,  and  Christian  medical 
. teachings.  The  book  is  organized  by  subject,  but  is  not  a 
series  of  essays.  It  is  rather  a compilation  of  citations 
juxtaposed  one  against  another,  accompanied  by  the  au- 
thor’s observations  and  critical  comments. 

Rosner’s  translation  reads  smoothly,  but  the  book  is 
more  likely  to  be  used  as  a reference  tool  because  of  its 
encyclopedic  nature.  The  text  is  accompanied  by  subject 
and  citation  indices  for  this  purpose.  In  his  preface,  Dr. 
Rosner  points  out  the  need  for  updating  Preuss’  research 
and  adding  a critical  commentary.  It  is  hoped  that  Dr. 
Rosner  will  be  able  to  add  this  to  his  already  substantial 
achievements,  at  which  time  he  might  also  consider 
translating  the  Greek  and  Latin  quotations  which  he  has 
left  untranslated  as  in  the  original  German  edition. 

This  translation  of  a classic  work  should  find  a place  on 
the  shelf  of  anyone  interested  in  legal  medicine,  in  the 
history  of  medicine,  or  in  medical  ethics  and  practices  as 
they  have  developed  in  the  Jewish  tradition.  David  H. 
Wiener,  M.D. 


^ That  cocky  grin  is  typical  Tom.  That’s 
how  he  looked  when  I told  him  he’d  made 
the  varsity  his  first  year  at  Annapolis. 
Then  we  learned  Tom  had  3 months  to  live. 
That  was  5 years  ago.  JJ 

George  Welsh 

Head  Coach,  USNA  Football 


It  was  hard  to  believe  a boy  like 
Tom  Harper  could  be  so  desperately  ill. 

Or  that  anyone  could  fight  so  hard  to  live. 
When  he  was  under  treatment  and  so  weak 
he  could  hardly  walk,  Tom  still  came  to 
practice.  He’d  marked  out  his  own 
program  for  survival.  To  get  back  in  shape 
and  somehow  speed  the  recovery  he  never 
lost  hope  would  come. 

For  Tom  it  wasn’t  too  late.  Some- 
thing new  called  combination  chemother- 
apy was  just  beginning  to  be  used.  There 
are  almost  2 million  Americans  like  Tom 
who’ ve beaten  cancer. 

But  for  many  patients  just  as 
determined  and  hopeful,  the  treatments 
that  could  save  them  have  not  yet  been 
found.  That’s  why  the  American  Cancer 
Society  is  asking  for  your  support. 

Through  research,  rehabilitation  and 
education,  they’re  making  your  contribu- 
tions count. 

American  Cancer  Society  $ 

CANCER 
CAN  BE  BEAT 

Almost  2 million  people  are  living  proof 

your  contributions  count. 

This  space  contributed  by  the  publisher  as  a public  service. 


July  1979/New  York  State  Journal  of  Medicine  1295 


Month  in  Washington 


The  Carter  Administration’s  legislative  proposal  to  place 
an  arbitrary  “cap”  on  hospital  costs  is  floundering  about 
in  the  Congress  despite  extreme  pressure  on  the  part  of 
White  House  and  Health,  Education,  and  Welfare  De- 
partment lobbyists  to  put  it  back  on  the  track.  Top  offi- 
cials have  publicly  conceded  that  the  President’s  bell- 
wether anti-inflation  proposal  aimed  at  the  guts  of  the 
nation’s  health  care  system  may  well  be  doomed. 

The  President  has  said  that  “he  has  not  given  up  as  far 
as  getting  the  hospital  cost  containment  measure  imple- 
mented by  congressional  action,”  admitting,  however,  that 
“ — the  lobbying  pressure  on  the  members  of  Congress  by 
the  hospital  lobby  is  extraordinary  ...  .” 

Five  months  into  the  congressional  session,  the  top  pri- 
ority bill  has  advanced  through  two  subcommittees,  hut 
through  none  of  the  four  full  committees  that  have  juris- 
diction. The  only  committee  “safe”  for  passage  is  the 
Senate  Human  Resources  Committee  where  Senator  Ed- 
ward Kennedy  (D.,  Mass.)  usually  gets  his  way  on  health 
legislation. 

Although  the  Health  Subcommittee  of  the  House  Ways 
and  Means  Committee  has  adopted  the  measure,  the  sit- 
uation in  the  full  Committee  is  “touch  and  go.”  Chairman 
A1  Ullman  (D.,  Ore.),  a supporter  of  the  bill,  wanted  a vote 
but  was  forced  to  postpone  a showdown  indefinitely  be- 
cause there  were  not  enough  votes  to  assure  approval. 

On  the  other  House  Health  Panel — Interstate  and 
Foreign  Commerce — the  Health  Subcommittee  headed  by 
Representative  Henry  Waxman  (I).,  Calif.)  appears  to  be 
stacked  against  the  bill  despite  Waxman’s  support.  The 
situation  in  the  two  committees  caused  House  Speaker 
Thomas  P.  O’Neill  (D.,  Mass.)  to  put  off  his  deadline  for 
floor  action  on  the  measure  from  July  to  September. 

The  Senate  Finance  Committee  is  planning  an  impor- 
tant series  of  meetings  at  which  the  fate  of  the  hospital  bill 
may  be  settled.  The  Committee  tradit  ionally  has  favored 
another  approach  to  hospital  cost  containment,  a hill  by 
Senator  Herman  Talmadge  (1).,  Ga.),  that  would  reshape 
the  way  hospitals  are  reimbursed  for  Medicare  and  Medi- 
caid by  emphasizing  prospective  payments  and  gearing 
payments  to  reward  efficient  institutions.  At  the  same 
time,  the  Committee  may  take  up  the  catastrophic  national 
health  insurance  bills  introduced  by  Chairman  Russell 
Eong  (D.,  La.),  Sen.  Robert  Dole  (R.,  Kans.)  and  others. 
Doth  Long  and  Talmadge  have  been  vehement  in  the  past 
in  their  criticism  of  the  Administration’s  approach  on 
hospital  cost  containment. 

The  only  strong  voice  for  the  Administration’s  hospital 
bill  has  come  from  the  Administration.  Labor  has  been 
lukewarm  in  its  backing.  Countering  White  House  pres- 
sure has  been  the  urgent  protests  of  hospitals  and  physi- 
cians from  every  congressional  district  against  the  Ad- 
ministration plan.  Congress,  long  hostile  to  wage  and  price 
controls,  is  not  convinced  there  would  be  the  price  savings 
the  Administration  claims. 

Phe  bill  approved  7 to  3 by  Senator  Kennedy’s  Health 

Lrep.ired  by  the  Washington,  I office  of  the  American 
Modi'  il  Association. 


Subcommittee  proposes  a new  ceiling  of  10.9  percent,  in- 
stead of  9.7  percent  proposed  originally  for  hospital  reve- 
nue increases. 

* * * 

The  Senate  has  passed  by  voice  vote  the  “Health  Plan- 
ning Amendments  of  1979,”  extending  the  health  planning 
program  for  three  years. 

The  measure  is  similar  to  the  bill  which  passed  the 
Senate  last  year  with  one  exception.  A major  change  drops 
the  old  bill’s  controversial  extension  of  certificate  of  need 
requirement  for  medical  equipment  on  physician’s  offices 
valued  at  more  than  $150,000.  The  new  bill  exempts  major 
medical  equipment  from  health  planning  cert  ificate  of  need 
requirements  if  the  equipment  is  not  to  be  owned  or  located 
in  a health  care  facility.  Notice  of  purchase  of  such 
equipment  to  the  state  planning  agency  would  be  required, 
however,  and  the  exempt  equipment  could  not  be  used  “to 
provide  services  on  a regular  basis  for  inpat  ients  of  a hos- 
pital.” 

The  Senate  bill  authorizes  $256  million  over  three  years 
to  finance  health  planning  activities. 

On  the  House  side  the  bill  has  cleared  committee  but  has 
not  come  to  the  floor. 

* * * 

With  his  usual  three-ring-circus  style,  Senator  Edward 
Kennedy  has  put  forward  a $30  billion  national  health  in- 
surance proposal  that  he  conceded  faces  an  “uphill”  battle 
in  Congress. 

Unable  to  heal  the  policy  breach  with  the  Administration 
after  more  than  a year  of  trying,  Kennedy  and  Labor  were 
forced  to  go  it  alone.  Their  bill,  a drastically  cut-back 
version  of  Labor’s  original  plan  nine  years  ago,  would 
provide  everyone  an  “all  bills  paid”  health  policy  hut  would 
rely  chiefly  on  private  health  insurance  premiums  to  fi- 
nance the  program. 

The  break  with  President  Carter  is  on  the  crucial  stra- 
tegic question  of  whether  Congress  should  he  asked  to 
approve  NH1  as  a complete  package,  or  in  phases.  Ken- 
nedy wants  the  plan  adopted  in  one  great  swoop  though 
there  would  he  a four-year  phase-in.  Carter  insists  on  a 
step-by-step  approach,  seeking  congressional  approval  first 
of  a relat  ively  modest  initial  step. 

'Phe  way  the  NHI  picture  now  shapes  up  in  Congress, 
Kennedy’s  hill  stands  on  the  left  as  by  far  the  most) 
sweeping.  The  Administration’s  still  to  he  introduced 
measure,  looking  toward  a comprehensive  program  down 
the  road,  is  in  the  middle.  A formidable  threat  to  both  isl 
the  much  cheaper  catastrophic  benefit  plan  advanced  from 
t he  stronghold  of  the  Senate  Finance  Committee.  But  an 
even  more  formidable  threat  to  all  plans  is  the  pinch-penny 
sentiment  in  the  Congress. 

Kennedy  disclosed  his  latest  NHI  plan  at  a crowded 
news  conference  in  the  spacious  Caucus  Room  t i lied  with 
newsmen  and  representatives  of  the  64  organizations  that 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1979  Annual  Convention 
Medical  Society  of  the  State  of  New  York 

Sheraton  Centre  New  York 


SATURDAY,  SEPTEMBER  15 

9 a.m.  ALCOHOLISM,  Committee  on,  Princess  Room,  (all  day) 

CANCER  GENERAL  SESSION,  Royal  Ballroom  A (all  day).  (Joint  meeting  with  Family  & 
Gen.  Practice;  Radiology) 

CARDIOVASCULAR  DISEASES,  Versailles  Terrace 
OTOLARYNGOLOGY,  Versailles  Ballroom 

PLASTIC,  RECONSTRUCTIVE,  & MAXILLO.  SURGERY,  Royal  Ballroom  B 

2 p.m.  ALCOHOLISM,  Princess  Room  (cont’d) 

CANCER  GENERAL  SESSION,  Royal  Ballroom  A (cont’d) 

EMERGENCY  MEDICINE,  Versailles  Terrace  (Joint  meeting  with  Preventive  Medicine  & 
Pub.  Health) 

NEUROSURGERY,  Versailles  Ballroom 

PATHOLOGY,  CLIN.  PATHOLOGY  & BLOOD  BANKING,  Royal  Ballroom  B 


SUNDAY,  SEPTEMBER  16 

9 a.m.  ALLERGY  & IMMUNOLOGY,  Versailles  Terrace.  (Joint  meeting  with  Gastroenterology; 
General  Practice) 

OBSTETRICS  & GYNECOLOGY,  Royal  Ballroom  A (all  day).  (Joint  meeting  with  Uro- 
logy) 

OPHTHALMOLOGY,  Versailles  Ballroom  (all  day) 

PSYCHIATRY,  Princess  Room 

SURGERY,  Royal  Ballroom  B (Joint  Meeting  with  Anesthesiology;  Emergency  Medicine) 

1:30  p.m.  OPHTHALMOLOGY,  Versailles  Ballroom  (cont’d) 

UROLOGY,  Royal  Ballroom  A (cont’d).  (Joint  meeting  with  Obstetrics  & Gynecology)) 

2 p.m.  GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Versailles  Terrace.  (Joint  meeting 
with  Family  & General  Practice) 

GENERAL  SESSION  ON  VIOLENCE,  Royal  Ballroom  B 


MONDAY,  SEPTEMBER  17 

8:30  a.m.  GENERAL  SESSION  ON  THE  KIDNEY,  Royal  Ballroom  A.  (Joint  meeting  with  Internal 
Medicine).  All  day 

9 a.m.  CHEST  DISEASES,  Versailles  Ballroom 

DERMATOLOGY,  Versailles  Terrace,  (Joint  meeting  with  Pediatrics;  School  Health) 
NUCLEAR  MEDICINE,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY,  Princess  Room 

2 p.m.  GENERAL  SESSION  ON  THE  KIDNEY,  Royal  Ballroom  A (cont'd).  (Joint  meeting  with  Internal 
Medicine) 

NEUROLOGY,  Versailles  Terrace 

OCCUPATIONAL  MEDICINE,  Versailles  Ballroom.  (Joint  meeting  with  Medical  Legal  & 

W.C.) 

PHYSICAL  MEDICINE  & REHABILITATION,  Royal  Ballroom  B 
DIALOGUE,  Princess  Ballroom 


SCIENTIFIC  MEETING  ROOMS— Second  Floor 

SCIENTIFIC  & TECHNICAL  EXHIBITS 

Saturday  through  Monday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

CME  CREDITS:  American  Medical  Association  Physician’s  Recognition  Award.  All  ot  our  scientific 
meeting  offerings  carry  CME  Category  1 Credit. 


PRELIMINARY  CONVENTION 

SCHEDULE 

173rd  ANNUAL  CONVENTION 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

September  15  through  20,  1979 

THE  SHERATON  CENTRE 
NEW  YORK 


Scientific  Program  1300 

Technical  Exhibits  1314 

Auxiliary  Program 1317 

Spouse  Programs 1318 


House  of  Delegates 

The  annual  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  will  be  called  to 
order  at  2:00  p.m.  on  Sunday,  September  16,  1979,  in  the 
Georgian  Ballroom  of  The  Sheraton  Centre. 

In  accordance  with  Article  III,  Section  3,  of  the  Bylaws,  the 
House  will  assemble  according  to  the  following  schedule: 

Sunday,  September  16,  2:00  p.m. 

Tuesday,  September  18,  2:00  p.m. 

Wednesday,  September  19,  9:00  a.m.  and  2:00  p.m. 

Thursday,  September  20,  9:00  a.m. 

At  the  last  scheduled  session  (Thursday,  September  20, 
9:00  a.m.)  the  election  of  officers,  councilors,  trustees,  and 
delegates  to  the  American  Medical  Association  will  take 
place  in  accordance  with  Article  VIII  of  the  Bylaws. 

Joseph  F.  Shanaphy,  M.D.,  Speaker 
Victor  Tofany,  M.D.,  Secretary 


173rd  Annual  Meeting 

The  173rd  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York  will  be  held  on  Thursday,  September  20, 
1979,  at  10:30  a.m.  in  the  Georgian  Ballroom  of  The  Sheraton 
Centre. 

George  T.  C.  Way,  M.D.,  President 
Victor  Tofany,  M.D.,  Secretary 

Registration — Delegates 

Registration  for  delegates  will  be  held  in  the  Embassy  Suite 
on  the  third  floor  of  The  Sheraton  Centre,  Saturday,  Sep- 
tember 15,  from  8:30  a.m.  to  7:30  p.m.  and  in  the  foyer  of  the 
Georgian  Ballroom,  third  floor,  Sunday  through  Wednesday, 
September  16  through  19,  from  8:30  a.m.  to  5:00  p.m.,  and 
Thursday,  September  20,  from  8:30  a.m.  to  1:00  p.m. 


General  Registration 

General  registration  for  State  Society  members  and  guests 
will  take  place  in  Albert  Hall  of  The  Sheraton  Centre,  Satur- 
day, September  15,  through  Monday,  September  17,  from 
8:00  a.m.  to  5:00  p.m.  There  is  no  registration  fee. 

Out  of  state  physicians  and  members  of  the  allied  pro- 
fessions are  welcome. 

Exhibits 

Scientific  Exhibits  and  Technical  Exhibits  will  be  located 
in  Albert  Hall. 

Exhibits  will  be  on  view  Saturday,  September  15,  through 
Monday,  September  17,  9:00  a.m.  to  5:00  p.m. 


Intermissions 

Each  scientific  session  will  have  a one-half  hour  inter- 
mission in  the  morning  and  afternoon  for  viewing  of  exhibits. 
Exact  times  will  be  posted  in  the  individual  programs  of  each 
session. 


Scientific  Program 

General  Sessions  will  be  held  on  Saturday, Sunday,  and 
Monday,  September  15,  16,  17,  at  9:00  a.m.  and  at  2:00  p.m. 
(unless  otherwise  indicated  in  program). 

Section  Meetings  will  be  held  Saturday,  September  15, 
Sunday,  September  16,  and  Monday,  September  17,  at  9:00 
a.m.  and  2:00  p.m.  (unless  otherwise  indicated  in  program). 


CME  Credits 

The  Medical  Society  of  the  State  of  New  York  Scientific 
Program  Committee  as  an  organization  accredited  for  CME 
designates  this  continuing  medical  education  activity  as 
meeting  the  criteria  for  the  number  of  credit  hours  in  Category 
I of  the  Physician  Recognition  Award  of  the  AMA  as  stated 
for  each  program. 


Dinner  Dance 

The  Annual  Dinner  Dance  will  be  held  in  the  Royal  Ballroom 
of  The  Sheraton  Centre  New  York,  in  honor  of  George  T.  C. 
Way,  M.D.,  President,  on  Wednesday,  September  19,  1979, 
preceded  by  a cocktail  hour  in  the  Versailles  Suite  at  7:00 
p.m.  Tickets  should  be  ordered  in  advance  from  the  Medical 
Society  of  the  State  of  New  York,  420  Lakeville  Road,  Lake 
Success,  New  York  11042.  Subscription  is  $35  per 
person. 


Auxiliary  to  the  MSSNY 

See  page  1317  for  program. 


Spouse  Programs 

See  page  1318  for  program. 
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Committees 


Scientific  Program 


STEPHEN  NORDLICHT,  M.D.,  New  York,  Chairman 
GEORGE  J.  LAWRENCE,  Jr.,  M.D.,  Lake  Success, 
Director,  Division  of  Scientific  Activities 
BERNARD  J.  PISANI,  M.D.,  New  York,  Advisor 
Associate  Chairmen 
THOMAS  S.  BUMBALO,  M.D.,  Alden 
MARTIN  LIPKIN,  M.D.,  New  York  City 
A.  W.  MARTIN  MARINO,  Jr„  M.D.,  Brooklyn 
MAXWELL  SPRING,  M.D.,  The  Bronx 
LEO  J.  SWIRSKY,  M.D.,  Brooklyn 
and 

Chairmen  of  Sections  and  Sessions 

Sections  and  Sessions 


Allergy  and  Immunology 

ABRAHAM  YURKOWSKY,  M.D.,  New  York  City,  Chairman 
WILLIAM  DAVIS,  M.D.,  New  York  City,  Vice-Chairman 
ARLENE  T.  SCHNEIDER,  M.D.,  Brooklyn,  Secretary 
HARRY  LEIBOWITZ,  M.D.,  Brooklyn,  Delegate 

Anesthesiology 

MARILYN  S.  KRITCHMAN,  M.D.,  Great  Neck,  Chairman 
I.  CARY  ANDREWS,  M.D.,  West  Nyack,  Vice-Chairman 
ERWIN  LEAR,  M.D.,  Williston  Park,  Secretary 
EDWARD  SINNOTT,  M.D.,  Old  Westbury,  Delegate 

Cardiovascular  Disease 

CHARLES  A.  BERTRAND,  M.D.,  White  Plains,  Chairman 
WILLIAM  J.  MESSINGER,  M.D.,  Brooklyn,  Vice-Chairman 
JOSEPH  SCHLUGER,  M.D.,  Brooklyn,  Secretary 
CHARLES  A.  BERTRAND,  M.D.,  White  Plains,  Delegate 

Chest  Diseases 

TIMOTHY  M.  HARRIS,  M.D.,  Albany,  Chairman 
EDWARD  J.  BEATTIE,  JR.,  M.D..  New  York  City,  Vice- 
Chairman 

PASQUALE  CIAGLIA,  M.D.,  Utica,  Secretary 
ARTHUR  PENTA,  M.D.,  Schenectady,  Delegate 

Dermatology  and  Syphilology 

NORMAN  B.  KANOF,  M.D.,  New  York  City,  Chairman 
HERBERT  J.  SPOOR,  M.D.,  New  York  City,  Vice-Chairman 
ROBERT  E.  MARTIN,  M.D.,  Rochester,  Secretary 
NORMAN  B.  KANOF,  M.D.,  New  York  City,  Delegate 

Emergency  Medicine 

JULIUS  DUIC,  M.D.,  White  Plains,  Chairman 
TAMARATH  YOLLES,  M.D.,  Stony  Brook,  Vice-Chairman 
ALAN  DAVIDSON,  M.D.,  Binghamton,  Secretary 
DAVID  KLUGE,  M.D.,  Rochester,  Delegate 
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Family  and  General  Practice 

MARGERY  W.  SMITH,  M.D.,  East  Berne,  Chairman 
PHILIP  COHEN,  M.D.,  Brooklyn,  Vice-Chairman 
STEPHEN  W.  BLATCHLY,  M.D.,  Groton,  Secretary 
BENTLEY  D.  MERRIM,  M.D.,  Brooklyn,  Delegate 


Gastroenterology -and  Colon  and  Rectal 
Surgery 

LEON  LITTMAN,  M.D.,  Brooklyn,  Chairman 
JOHN  S.  DAVIS,  M.D.,  Cooperstown,  Vice-Chairman 
THOMAS  H.  DAILEY,  M.D.,  New  York  City,  Secretary 
TAY  S.  KIM,  M.D.,  Brooklyn,  Delegate 


Internal  Medicine 

JOSEPH  N.  SILVERSTEIN,  M.D.,  Flushing,  Chairman 
WILLIAM  P.  NELSON,  M.D.,  Albany,  Vice-Chairman 
CHARLES  RESSLER,  M.D.,  New  York  City,  Secretary 
ROBERT  M.  KOHN,  M.D.,  Buffalo,  Delegate 

Medical-Legal  and  Workers’  Compensation 
Matters 

JACOB  D.  MATIS,  M.D.,  New  York  City,  Chairman 
DALLAS  E.  BILLMAN,  M.D.,  Corning,  Vice-Chairman 
BERNARD  J.  SCHUMAN,  M.D.,  New  York  City,  Secretary 
ROBERT  KATZ,  M.D.,  New  York  City,  Delegate 


Neurology 

RICHARD  SATRAN,  M.D.,  Rochester,  Chairman 
DAVID  GREEN,  M.D.,  Albany,  Vice-Chairman 
BERNARD  H.  SMITH,  M.D.,  Buffalo,  Secretary 
CHARLES  R.  SALOMONE,  M.D.,  Rochester,  Delegate 

Neurosurgery 

LOUIS  R.  NELSON,  M.D.,  Albany,  Chairman 
RICHARD  L.  ROVIT,  M.D.,  New  York  City,  Vice-Chairman 
DAVID  G.  STORRS,  M.D.,  Johnson  City,  Secretary 
RUSSEL  H.  PATTERSON,  Jr.,  M.D.,  New  York  City, 
Delegate 


Obstetrics  and  Gynecology 

STEPHEN  A.  GETTINGER,  M.D.,  Huntington,  Chairman 
GEORGE  C.  TROMBETTA,  M.D.,  Rochester,  Vice- 
Chairman 

SIMON  DUCKMAN,  M.D.,  Brooklyn,  Secretary 
DONALD  W.  HALL,  M.D.,  Buffalo,  Delegate 


Occupational  Medicine 

CHARLES  H.  STEINMETZ,  M.D.,  New  York  City,  Chairmai 
THOMAS  J.  McDONAGH,  M.D.,  New  York  City,  Vice- 
Chairman 

THOMAS  J.  DOYLE,  M.D.,  Brooklyn,  Delegate 


Ophthalmology 

HOBART  A.  LERNER,  M.D.,  Rochester,  Chairman 
FRANK  J.  PIPER,  M.D.,  Syracuse,  Vice-Chairman 
JACK  S.  NAUHEIM,  M.D.,  Merrick,  Secretary 
FRANK  J.  PIPER,  M.D.,  Syracuse,  Delegate 


Orthopedic  Surgery 

| RICHARD  L.  WEISS,  M.D.,  Orchard  Park,  Chairman 
1 ARTHUR  M.  BERNHANG,  M.D..  Huntington.  Secretary 
I JOHN  D.  STATES,  M.D.,  Rochester,  Delegate 

Otolaryngology  and  Maxillofacial  Surgery 

STANLEY  BLAUGRUND,  M.D.,  New  York  City,  Chairman 
JEROME  C.  GOLDSTEIN,  M.D.,  Albany,  Secretary 
WILLIAM  F.  ROBBETT,  M.D.,  New  York  City.  Delegate 

Pathology,  Clinical  Pathology,  and  Blood 
Banking 

HEDWIG  ROSENTHAL-SPITZER,  M.D.,  The  Bronx, 
Chairman 

ALFRED  J.  BRAGOLI,  M.D.,  Cortland,  Vice-Chairman 
LOUIS  G.  JAKOVIC,  M.D.,  Albany,  Secretary 
HERBERT  LANSKY,  M.D.,  Buffalo,  Delegate 

Pediatrics 

DAVID  ANNUNZIATO,  M.D  , East  Meadow,  Chairman 
ROBERT  A.  HOEKELMAN,  M.D.,  Rochester,  Vice- 
Chairman 

GEORGE  S.  STURTZ,  M.D.,  Watertown,  Secretary 
HENRY  W.  KAESSLER,  M.D.,  Bronxville,  Delegate 

Physical  Medicine  and  Rehabilitation 

ERWIN  G.  GONZALEZ,  M.D.,  New  York  City,  Chairman 
BORIS  J.  PAUL,  M.D.,  Albany,  Vice-Chairman 
JAMES  T.  DEMOPOULOS,  M.D.,  New  York  City,  Secretary 
HOWARD  THISTLE,  M.D.,  New  York  City,  Delegate 

Plastic,  Reconstructive,  and  Maxillofacial 
Surgery 

RAY  A.  ELLIOTT,  M.D.,  Albany,  Chairman 
PHILIP  R.  CASSON,  M.D.,  New  York  City,  Vice-Chairman 
AVRON  DANILLER,  M.D.,  The  Bronx,  Secretary 
PHILIP  C.  BONNANO,  M.D.,  White  Plains,  Delegate 

Preventive  Medicine  and  Public  Health 

WILLIAM  FARRELL,  M.D.,  New  York  City,  Chairman 
RUSSELL  JOHNSON,  M.D.,  Goshen,  Vice-Chairman 
JULES  WARREN  TOFF,  M.D.,  New  York  City,  Secretary 
GORDON  EADIE,  M.D.,  Auburn,  Delegate 


Psychiatry 

HENRY  I.  SCHNEER,  M.D.,  Lido  Beach,  Chairman 
HAROLD  E.  BERSON,  Brooklyn,  Vice-Chairman 
ABRAHAM  PERLSTEIN.  M.D.,  Lynbrook,  Secretary 
ROBERT  CAMPBELL,  M.D.,  New  York  City,  Delegate 

Radiology 

JOSHUA  BECKER,  M.D.,  Brooklyn,  Chairman 
VICTOR  A.  PANARO,  M.D.,  Amherst,  Vice-Chairman 
ALBERT  F.  KEEGAN,  M.D.,  Port  Washington,  Secretary 
VICTOR  A.  PANARO,  M.D.,  Amherst,  Delegate 

School  Health 

MARTIN  C.  USHKOW,  M.D.,  Syracuse,  Chairman 
VIOLA  F.  ANDERSON,  M.D.,  Bronxville,  Vice-Chairman 
JUSTIN  W.  MIGNAULT,  M.D.,  Baldwinsville,  Secretary 
ARTHUR  HOWARD,  M.D.,  Johnstown,  Delegate 

Surgery 

RALPH  S.  EMERSON,  M.D.,  Roslyn  Heights,  Chairman 
GERALD  J.  LUSTIG,  M.D.,  Staten  Island,  Vice-Chairman 
THEODORE  C.  MAX,  M.D.,  Utica,  Delegate 

Urology 

ABRAHAM  COCKETT,  M.D.,  Rochester,  Chairman 
LAWRENCE  RAVICH,  M.D.,  Bethpage,  Vice-Chairman 
ANDREW  McGOWAN,  M.D.,  New  York  City,  Secretary 
ABRAHAM  COCKETT,  M.D.,  Rochester,  Delegate 

All  papers  read  before  the  Society  become  the 
property  of  the  Society.  The  original  copy  of  each 
paper  shall  be  left  with  the  Secretary  of  the  Section  or 
Session. 

Discussers  should  have  their  remarks  typed  and 
should  hand  them  to  the  Secretary. 

Section  and  Session  meetings  shall  begin  promptly 
at  the  hour  specified. 

Executive  Session — The  first  order  of  business, 
election  of  officers.  “To  participate  in  the  election  of 
any  section,  a member  of  the  Medical  Society  of  the 
State  of  New  York  must  register  with  such  section.’’ 
— Bylaws,  Article  XII,  Section  1 
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General  Session 


Saturday,  September  15,  1979 


Committee  on  Alcoholism, 

Medical  Society  of  the  State  of  New  York 


Princess  Room,  Second  Floor 

All  Day  Session 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A,  6 
Hours,  Category  1 

Symposium 

DOES  LIFE  STYLE  CAUSE  CANCER? 

Stanley  E.  Gitlow,  M.D.,  New  York  City,  Moderator 

Clinical  Professor  of  Medicine,  Mount  Sinai  School  of  Medi- 
cine of  City  University  of  New  York 

Objective:  The  relationship  of  tobacco  to  malignant  condition 
of  the  respiratory  tract  and  mouth  is  well  known,  but  less  well  ap- 
preciated is  that  of  alcohol  ingestion  to  cancer  of  the  oropharynx, 
larynx,  esophagus,  and  liver.  Similarly,  our  sexual  behavior,  choice 
in  foodstuffs,  and  political  decisions  concerning  our  environment 
may  all  represent  major  determinants  of  oncogenesis.  Can  we 
improve  the  health  or  prolong  the  lives  of  our  patients  by  influencing 
their  personal  tastes  and  behavior? 

Morning 

9:00  Tobacco 

Ernst  L.  Wynder,  M.D.,  New  York  City 
President,  American  Health  Foundation 

9:45  Questions  and  Answers 

10:00  Alcohol 

'Andrew  Keller,  M.D.,  Washington,  D.C. 

Chief  of  Epidemiologic  Research,  Veterans  Ad- 
ministration 

10:45  Questions  and  Answers 

11:00  Sex 

'John  F.  W King,  M.D.,  New  York  City 
Assistant  Vice  President  and  Associate  Medical 
Director,  The  Equitable  Life  Assurance  Society  of 
the  United  States 

1 1:45  Questions  and  Answers 

Afternoon 

2:00  Food 

J.  Lawrence  Werther,  M.D.,  New  York  City 

Principal  Investigator,  Gastric  Cancer  Research 
Project,  National  Cancer  Institute;  Associate  Clini- 
cal Professor  of  Medicine,  Mount  Sinai  School  of 
Medicine  of  City  University  of  New  York 

2:45  Questions  and  Answers 

3:00  Environment  (Work  and  Play) 

'David  B.  Axelrod,  M.D.,  Albany 
Commissioner  of  Health,  State  of  New  York 

3:45  Questions  and  Answers 

4:00  Can  Physicians  Influence  Life  Style? 

Henry  Brill,  M.D.,  Islip 

Professor  of  Clinical  Psychiatry,  State  University 
of  New  York  School  of  Medicine 

4:45  Questions  and  Answers 


Royal  Ballroom  A,  Second  Floor 

All  Day  Session 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A,  6 
Hours,  Category  1 

JOINT  MEETING  WITH 

Section  on  Family  and  General  Practice 
Section  on  Radiology 

Symposium  and  Panel  Discussion: 

EARLY  DETECTION  OF  NEOPLASMS  IN  MEDICAL 
PRACTICE 

Martin  Lipkin,  M.D.,  New  York  City,  Moderator 

Professor  of  Medicine,  Cornell  University  Medical  College; 
Memorial  Sloan-Kettering  Cancer  Center 

Objective:  This  session  will  be  devoted  to  a comprehensive 
presentation  of  current  methods  used  in  the  early  detection  of 
cancer.  Neoplasms  originating  in  childhood  and  those  of  adult  origin 
in  major  organ  sites  will  be  discussed.  Advances  in  CT  (computed 
tomography)  and  ultrasound  scanning  will  be  presented,  together 
with  an  analysis  of  problems  that  arise  in  patient  compliance. 


Morning 

Childhood  and  Adolescent  Neoplasms 
9:00  Early  Detection 

'Lawrence  Helson,  M.D.,  New  York  City 
Head,  Pediatric  Cancer  Research  Laboratory;  Pe- 
diatric Attending  Physician,  Memorial  Sloan-Ket- 
tering Cancer  Center 

9:30  Prognostic  Factors  in  Childhood  Leukemia  and  Solid 
Tumors 

'Denis  F.  Miller,  M.D.,  New  York  City 
Chairman,  Department  of  Pediatrics,  Memorial 
Hospital  for  Cancer  and  Allied  Diseases;  Profes- 
sor of  Pediatrics,  Cornell  University  Medical  Col- 
lege 

10:00  Panel  Discussion 

The  Above  Speakers 

10:15  Breast  Neoplasms 

John  Horton,  M.D.,  Albany 

Head,  Division  of  Oncology,  Department  of  Medi- 
cine, Albany  Medical  College  of  Union  University 

10:45  Gynecological  Neoplasms 

Walter  B.  Jones,  M.D.,  New  York  City 

Associate  Attending  Surgeon,  Gynecological  Ser- 
vice, Memorial  Hospital;  Associate  Professor  of 
Obstetrics  and  Gynecology,  Cornell  University 
Medical  College 

11:15  Prostate  Neoplasms 

'Sunmolu  Beckley,  M.D.,  Buffalo 
Acting  Chief,  Department  of  Urologic  Oncology 
Roswell  Park  Memorial  Institute 

1 1:45  Panel  Discussion 

The  Above  Speakers 

' By  invitation. 
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Afternoon 


1:30  Gastrointestinal  Neoplasms 

Sidney  J.  Winawar,  M.D.,  New  York  City 
Chief  of  Gastroenterology  Service,  Department  of 
Medicine,  Memorial  Sloan-Kettering  Cancer 
Center 

2:00  CT  And  Ultrasound  Scanning 

Joan  Kedziora,  M.D.,  New  York  City 

Chief  of  Ultrasound,  St.  Vincent  s Hospital  and 
Medical  Center  of  New  York 

2:30  High  Risk  Population  Groups 

Martin  Lipkin,  M.D.,  New  York  City 

Professor  of  Medicine,  Cornell  University  Medical 
College;  Memorial  Sloan-Kettering  Cancer 
Center 


2:50  Panel  Discussion 

The  Above  Speakers 


3:15 


3:45 


Dermatologic  Neoplasms 

•Judith  Ann  Mysliborski,  M.D.,  Albany 
Assistant  Professor  of  Medicine,  Division  of  Der- 
matology, Albany  Medical  College  of  Union  Uni- 
versity 

Head  and  Neck  Neoplasms 

Eugene  Warren  Friedman,  M.D.,  New  York  City 
Clinical  Professor  of  Surgery,  Mount  Sinai  School 
of  Medicine  of  City  University  of  New  York;  Chief, 
Division  of  Head  and  Neck  Surgery,  The  Mount 
Sinai  Hospital 


4:15  Problems  of  Compliance 

Stephen  Nordlicht,  M.D.,  New  York  City 

Consultant  in  Psychiatry,  Memorial  Sloan-Ketter- 
ing Cancer  Center;  Roosevelt  Hospital 


4:45  Panel  Discussion 

T he  Above  Speakers 


Cardiovascular  Diseases 


9:45  Stress  Testing  and  Radionuclide  Imaging  in  Angina  Pectoris 
(CAD) 

Richard  N.  Pierson,  Jr.,  M.D.,  New  York  City 
Chief,  Division  of  Nuclear  Medicine,  St.  Luke’s 
Hospital  Center 

10:15  Intermission 

10:30  Medical  Treatment  of  Stable  and  Unstable  Angina 

Leslie  A.  Kuhn,  M.D.,  New  York  City 

Clinical  Professor  of  Medicine,  Mount  Sinai 
School  of  Medicine;  Director,  Ames  Coronary 
Care  Unit,  The  Mount  Sinai  Hospital 

1 1:00  Surgical  Treatment  of  Stable  and  Unstable  Angina 

Frank  Cole  Spencer,  M.D.,  New  York  City 

Chairman,  Department  of  Surgery,  New  York  Uni- 
versity School  of  Medicine;  Chief,  Department  of 
Cardiovascular  Surgery,  University  Hospital 

1 1:30  Panel  Discussion 

The  Above  Speakers 


Otolaryngology  and  Maxillofacial  Surgery 


Versailles  Ballroom,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

Morning 

9:00  Business  Meeting,  Election  of  Officers 

Symposium  and  Panel  Discussion: 


CYSTS  AND  TUMEFACTIONS  OF  THE  HEAD  AND  NECK 

Stanley  M.  Blaugrund,  M.D.,  New  York  City,  Moderator 
Associate  Clinical  Professor  of  Otolaryngology,  Mount  Sinai 
School  of  Medicine;  Surgeon  Director,  New  York  Eye  and 
Ear  Infirmary 


} Versailles  Terrace.  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA.  PRA,  3 
Hours,  Category  1 
JOINT  MEETING  WITH 

New  York  Cardiological  Society 

Morning 

9:00  Business  Meeting,  Election  of  Officers 

Symposium  and  Panel  Discussion: 

MODERN  MANAGEMENT  OF  ANGINA  PECTORIS 

Charles  A.  Bertrand,  M.D.,  White  Plains,  Moderator 

Assistant  Clinical  Professor  of  Medicine,  New  York  Medical 
College 

Objective:  The  program  shall  represent  an  inclusive  and  com- 
orehensive  approach  to  the  patient  with  angina  pectoris  in  1979. 
The  physician  will  be  informed  of  recent  diagnostic  techniques, 
medical  management,  and  surgical  treatment. 

9:15  Natural  History  of  Angina  Pectoris:  A Look  at  Risk  Fac- 
tors 

* William  B.  Kannel,  M.D.,  Boston,  Massachusetts 
Professor  of  Medicine,  Boston  University  School 
of  Medicine,  Former  Director,  Framingham  Heart 
Study 


9:10  Median  and  Paramedian  Cysts 

Jerome  C.  Goldstein,  M.D.,  Albany 

Professor  and  Head,  Division  of  Otolaryngology, 
Albany  Medical  College  of  Union  University 

9:40  Petrous  Apex  Tumors 

Richard  R.  Gacek,  M.D.,  Syracuse 

Professor  and  Chairman,  Department  of  Otorhino- 
laryngology, State  University  of  New  York  Upstate 
Medical  Center 

10:10  Intermission 

10:30  Glomus  Bodies  and  Tumors 

William  Lawson,  M.D.,  New  York  City 

Associate  Professor  of  Otolaryngology,  Mount 
Sinai  School  of  Medicine 

1 1:00  Parathyroid  Neoplasms 

Robert  C.  Eberle,  M.D.,  New  York  City 

Attending  Otolaryngologist,  St.  Vincent’s  Hospital 
and  Medical  Center  of  New  York;  Manhattan  Eye, 
Ear,  & Throat  Hospital 

1 1:30  Panel  Discussion 
* By  invitation. 
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Plastic,  Reconstructive,  and 
Maxillofacial  Surgery 


Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A,  3 
Hours,  Category  1 
JOINT  MEETING  WITH 

New  York  State  Society  of  Plastic, 
Reconstructive,  and  Maxillofacial  Surgery; 

New  York  Regional  Society  of  Plastic  and 
Reconstructive  Surgery; 

Society  of  Plastic  Surgeons 
of  Upstate  New  York 
Morning 

Symposium  and  Panel  Discussion: 

INNOVATIONS  AND  CONTROVERSIES  IN  PLASTIC 
SURGERY 

Ray  A.  Elliott,  Jr.,  M.D.,  Albany,  Moderator 

Associate  Professor  of  Surgery  (Plastic)  and  Orthopedics 
(Hand),  Albany  Medical  College  of  Union  University;  Director, 
Division  of  Plastic  Surgery,  Memorial  Hospital 
Philip  Bonnano,  M.D.,  White  Plains,  Assistant  Moderator 
9:00  Business  Meeting,  Election  of  Officers 

Part  I — Innovations  in  Plastic  Surgery 

9:05  What’s  New  in  Basic  Science  Research? 

* Thomas  J.  Krizek,  M.D.,  New  York  City 
Professor  of  Surgery  (Plastic);  Chief,  Section  of 
Plastic  and  Reconstructive  Surgery,  Columbia 
University  College  of  Physicians  and  Surgeons 

9:20  Recent  Advances  in  Myocutaneous  and  Free  Flaps 

William  W.  Shaw,  M.D.,  New  York  City 

Assistant  Professor  of  Plastic  Surgery,  New  York 
University  School  of  Medicine 

9:50  What’s  New  in  Burns? 

James  E.  C.  Norris,  M.D.,  New  York  City 

Assistant  Professor  of  Clinical  Surgery,  Columbia 
University  College  of  Physicians  and  Surgeons 

10:05  Panel  Discussion 

The  Above  Speakers 


Part  II — Controversies  in  Plastic  Surgery 


Phillip  R.  Casson,  M.D.,  New  York  City,  Moderator 

Associate  Professor  of  Plastic  and  Reconstructive  Surgery, 
New  York  University  School  of  Medicine 

James  G.  Hoehn,  M.D.,  Albany,  Assistant  Moderator 

Clinical  Instructor  in  Surgery  (Plastic),  Albany  Medical  Col- 
lege of  Union  University 
10:20  Subcutaneous  Mastectomy 

•Reuven  K.  Snyderman,  M.D.,  Princeton,  New 
Jersey 

’ By  invitation. 


11:00  Cosmetic  Blepharoplasty 

Edgar  P.  Berry,  M.D.,  New  York  City 

Attending-in-Charge,  Department  of  Plastic  Sur- 
gery, Lenox  Hill  Hospital 

11:30  Breast  Encapsulation 

Sherrell  J.  Aston,  M.D.,  New  York  City 

Assistant  Professor  of  Plastic  Surgery,  New  York 
University  School  of  Medicine 

11:50  Panel  Discussion 

The  Above  Speakers 


Emergency  Medicine 


Versailles  Terrace,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A,  3 
Hours,  Category  1 

JOINT  MEETING  WITH 

Section  on  Preventative  Medicine  and  Public 
Health 

Afternoon 

2:00  Business  Meetings,  Election  of  Officers 
Symposium  and  Panel  Discussion: 

EMERGENCY  MEDICINE  TODAY 

Julius  P.  Duic,  M.D.,  Scarsdale,  Moderator 

Director,  Department  of  Emergency  Medicine,  St.  Agnes 
Hospital,  White  Plains 

Objective:  In  Emergency  Medicine  effective  management 

and  organization  play  as  important  a role  as  individual  professional 
competence.  Whereas  EMSS  are  an  effective  way  to  save  lives 
and  de  facto,  effectively  constitute  hospitals’  ED’s  "outreach  pro- 
gram” to  the  scene,  there  are  misconceptions  and  misunder- 
standings among  different  levels  of  EMSS  personnel.  This  program 
shall  help  in  removing  some  of  these  problems.  Furthermore, 
planning  for  mass  casualty  incidents  in  EMSS  is  the  responsibility 
of  professional  management.  Management  concepts,  principles, 
and  forms  will  be  reviewed. 

2:15  Telecommunications  in  Emergency  Medical  Service 
Systems 

* Mr  William  P.  Dawson,  White  Plains 
President,  Abbey  Richmond  Ambulance  Co., 
White  Plains;  Chairman,  Communication  Commit- 
tee, Westchester  Emergency  Medical  Service 
Council 

3:00  Medicolegal  Considerations  in  EMSS 

James  O.  Page,  J.D.,  Basking  Ridge,  New  Jersey 
President,  ACT  Foundation 

3:45  Manpower  Categories  in  EMSS 

■Robert  Huszer,  M.D.,  Albany 
Director,  Bureau  of  Emergency  Health  Services 
Department  of  Health,  State  of  New  York 

4:30  Disaster  Management 

* Edward  L.  McNeil,  M.D.,  Mount  Kisco 

Panel  Discussion 

The  Above  Speakers 
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Neurosurgery 


Versailles  Ballroom,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 

Hours,  Category  1 

JOINT  MEETING  WITH 

New  York  Neurosurgical  Society 
Section  on  Radiology 

Symposium: 

CEREBRAL  VASCULAR  DISEASE 

Afternoon 

2:00  Computer  Tomography  in  Stroke 

Michael  S.  Tenner,  M.D.,  Brooklyn 

Department  of  Radiology,  State  University  of  New 
York  Downstate  Medical  Center 

2:30  Intercerebral  and  Intraventricular  Hemorrhages  Treated 
Conservatively,  Diagnosed  and  Followed  by  CT  Scans 
of  the  Brain 

A.  Hyman  Kirshenbaum,  M.D..  New  York  City 
Attending  Neurosurgeon,  Beth  Israel  Medical 
Center 

2:45  The  Value  of  the  Noninvasive  Cerebrovascular  Laboratory 
in  the  Diagnosis  of  Extracranial  Carotid  Disease: 
Analysis  of  150  Studies 

Arnold  Goran,  M.D.,  Poughkeepsie 
Neurosurgeon,  St.  Francis  Hospital 

3:00  Cortical  NADH  Metabolism  in  Experimental  Anoxia  and 
Ischemia 

Jack  M.  Fein,  M.D.,  The  Bronx 

Department  of  Neurological  Surgery,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva  University 

3:15  Microsurgical  Anatomy  of  the  Pineal  Region 

' Donald  O.  Quest,  M.D.,  New  York  City 

* Enrique  G.  Kleriga,  M.D.,  New  York  City 
Department  of  Neurological  Surgery,  Neurological 
Institute 

3:30  Amicar  Treatment  of  Aneurysms:  Results  of  a Randomized 
Study  of  100  Patients 

* William  A.  Shucart,  M.D.,  Brooklyn 
Department  of  Neurosurgery,  State  University  of 
New  York  Downstate  Medical  Center 

3:45  Surgical  Treatment  of  intracranial  Aneurysms:  A Changing 
Pattern  in  Mortality  and  Morbidity 

Kumaran  Bahuleyan,  M.D.,  Buffalo 

Associate  Neurosurgeon,  Emergency  Hospital 

Gaspare  A.  Alfano,  M.D.,  Buffalo 

Department  of  Neurology  and  Neurosurgery,  State 
University  of  New  York  at  Buffalo  College  of  Medi- 
cine 

4:00  The  Early  Results  of  Bypass  Surgery  and  Aspirin  in  the 
Treatment  of  Cerebrovascular  Disease 

Jack  M.  Fein,  M.D.,  The  Bronx 

Department  of  Neurological  Surgery,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva  University 

4:15  Report  on  Malpractice  Actions  in  Neurosurgery 

Medical  Liability  Mutual  Insurance  Company, 

New  York 

' By  invitation. 


Pathology,  Clinical  Pathology,  and  Blood 
Banking 


Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours.  Category  1 

JOINT  MEETING  WITH 

New  York  State  Society  of  Pathologists 

Afternoon 

2:00  Business  Meeting,  Election  of  Officers 
Symposium  and  Panel  Discussion: 

PRIMARY  DISEASES  OF  THE  LUNG  PARENCHYMA: 
CURRENT  CONCEPTS 

Yutaka  Kikkawa,  M.D.,  Valhalla,  Moderator 

Chairman  and  Professor,  Department  of  Pathology,  New 
York  Medical  Pollege 

Objective:  Diffuse  lesions  of  the  pulmonary  parenchyma  may 
arise  in  a variety  of  conditions  resulting  in  respiratory  failure.  Each 
of  these  presentations  will  center  on  current  knowledge  of  cellular 
mechanisms  responsible  for  tissue  injury  in  a specific  type  of  diffuse 
lung  disease.  Major  emphasis  will  be  placed  on  the  application  of 
experimental  models.  Selected  material  from  patients  will  serve 
to  illustrate  the  relevance  to  diffuse  lung  disease  in  humans  and  the 
pathologic  examination  of  pulmonary  specimens. 


2:15  Mechanisms  of  Oxygen  Damage  in  the  Lung  Paren 
chyma 

‘Yutaka  Kikkawa,  M.D.,  Valhalla 


2:45  Alveolar  Proteinosis 

Fred  Smith,  M.D.,  New  York  City 

Assistant  Professor  of  Pathology,  New  York  Medi- 
cal College 


3:15  Immunopathology  of  the  Lung 

‘Peter  A.  Ward,  M.D.,  Farmington,  Connecticut 
Professor  and  Chairman,  Department  of  Patholo- 
gy, The  University  of  Connecticut  Health  Center 


3:45  The  Molecular  Pathology  of  Emphysema  in  Cigarette 
Smokers 

‘Aaron  Janoff,  Ph.D.,  Stony  Brook 
Professor  of  Pathology,  State  University  of  New 
York  at  Stony  Brook,  Health  Sciences  Center 


4:15  Diffuse  Fibrotic  Diseases  of  the  Lung 

‘Stephen  F.  Ryan,  M.D.,  New  York  City 
Director  of  Laboratories,  St.  Luke’s  Hospital  Cen- 
ter; Associate  Professor  of  Clinical  Pathology,  Co- 
lumbia University  College  of  Physicians  and  Sur- 
geons 


4:45  Panel  Discussion 

The  Above  Speakers 
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Obstetrics  and  Gynecology 


Sunday,  September  16,  1979 

, 


Allergy  and  Immunology 


Versailles  Terrace,  Second  Floor 


Morning 

9:00  Business  Meeting,  Election  of  Officers 
Symposium  and  Panel  Discussion 

IMMUNOPATHOLOGY  OF  HEPATITIS  B 

Salvatore  J.  Vernace,  M.D.,  New  York  City,  Moderator 
Assistant  Clinical  Professor  of  Medicine,  Mount  Sinai  School 
of  Medicine  of  The  C:ty  University  of  New  York 

Objective:  The  history,  anatomy,  and  clinical  presentation  of 

the  various  markers,  as  well  as  the  immunology  and  pathogenesis 
of  hepatitis  B virus  infection  will  be  presented.  This  will  be  followed 
by  discussion  of  the  diagnosis  and  management  of  fulminant  hepatic 
failure  as  well  as  the  pathology  of  acute  and  chronic  hepatitis  in 
relation  to  the  hepatitis  B viral  markers.  Last  but  not  least,  the 
epidemiology  and  prophylaxis  will  be  discussed  which  will  include 
sporadic  hepatitis,  the  persistence  of  HBsAg  antigenemia,  pre- 
ventative measures  such  as  hepatitis  B vaccines,  and  the  potential 
carcinogenic  potential  of  the  hepatitis  B virus. 

9:05  History  and  Anatomy  of  the  Hepatitis  B Virus 

‘Shalom  Hirschman,  M.D.,  New  York  City 

Professor  of  Medicine  and  Director,  Division  of  In- 
fectious Diseases,  Mount  Sinai  School  of  Medi- 
cine of  The  City  University  of  New  York 

9:25  Hepatitis  B Viral  Markers  in  Acute  and  Chronic  Hepatitis 

Salvatore  J.  Vernace,  M.D.,  New  York  City 

9:45  Immunology  and  Pathogenesis  of  Hepatitis  B Virus  Infec- 
tion 

'Fiorenzo  Paronetto,  M.D.,  Sparkill 
Professor  of  Pathology,  Mount  Sinai  School  of 
Medicine  of  City  University  of  New  York;  Chief  of 
Laboratory  Services,  Veterans  Administration 
Medical  Center,  The  Bronx 

10:05  Panel  Discussion 

The  Above  Speakers 

10:30  Diagnosis  and  Management  of  Fulminant  Hepatic 
Failure 

'Paul  D.  Berk,  M.D  , New  York  City 

Professor  of  Medicine  and  Director,  Division  of 
Hematology,  Mount  Sinai  School  of  Medicine  of 
The  City  University  of  New  York 

10:50  Pathology  of  Acute  and  Chronic  Hepatitis  in  Relation  to 
the  Hepatitis  B Markers 

‘Hans  Popper.  M.D.,  New  York  City 
Gustave  L.  Levy  Distinguished  Service  Professor, 
Mount  Sinai  School  of  Medicine  of  The  City  Uni- 
versity of  New  York 

11:10  Epidemiology  and  Prophylaxis  of  the  Hepatitis  B Virus 

‘Wolf  Szmuness,  M.D.,  New  York  City 
Head  and  Senior  Investigator,  Laboratory  of  Epi- 
demiology, New  York  Blood  Center 

1 1:30  Panel  Discussion 

The  Above  Speakers 

’ B/  invitation. 
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Royal  Ballroom  A,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1;  ACOG  Cognates 

JOINT  MEETING  WITH 

Section  on  Urology 

The  American  College  of  Obstetricians  and 
Gynecologists 

Morning 


9:00  Business  Meeting,  Election  of  Officers 
Symposium  and  Panel  Discussion: 

REPRODUCTIVE  ENDOCRINOLOGY 

Gerson  Weiss,  M.D.,  New  York  City,  Moderator 

Associate  Professor  of  Obstetrics  and  Gynecology,  New 
York  University  School  of  Medicine 

Objective:  The  program  is  designed  to  provide  current  clinica 
information  concerning  evaluation  and  treatment  of  patients  witt 
reproductive  endocrine  abnormalities.  Selected  subjects  will  be 
reviewed  by  the  faculty,  with  time  available  for  questions  anc 
comments. 


9:15  Evaluation  of  Secondary  Amenorrhea 

Gerson  Weiss,  M.D.,  New  York  City 


9:45  Galactorrhea  and  Hyperprolactinemia 

‘John  R.  Quagliarello,  M.D.,  New  York  City 
Assistant  Professor  of  Obstetrics  and  Gynecology 
New  York  University  School  of  Medicine 


10:15  Panel  Discussion 

The  Above  Speakers 


10:30  Recess  to  View  Exhibits 


10:45  Hirsutism 

Lila  E.  Nachtigall,  M.D.,  New  York  City 

Associate  Professor  of  Obstetrics  and  Gynecolo 
gy,  New  York  University  School  of  Medicine 


11:15  Ovulation  Induction 

‘Betty  N.  Szlachter,  M.D.,  New  York  City 
Director,  Reproductive  Endocrinology,  Beth  Israe 
Medical  Center 


1 1:45  Panel  Discussion 

The  Above  Speakers 


Ophthalmology 


Versailles  Ballroom,  Second  Floor 

3 All  Day  Session 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AM  A,  PR  A.  6 

Hours,  Category  1 

Morning 

9:00  Business  Meeting,  Election  of  Officers 
Symposium: 

ASPECTS  OF  RETINAL  AND  ANTERIOR  SEGMENT 
DISEASE 

FIobart  A.  Lerner,  Rochester,  Moderator 

Clinical  Associate  of  Ophthalmology.  University  of  Roches- 
ter School  of  Medicine  and  Dentistry;  Chief  of  Ophthalmolo- 
gy, The  Genesee  Hospital 

Objective:  The  program  offers  a discussion  of  various  aspects 

of  rehabilitation  of  retinal  and  anterior  segment  disorders.  Sug- 
gestions for  diagnosis,  medical,  surgical,  and  photgcoagulation 

treatment  modalities  will  be  offered. 

9:15  Prophylactic  Retinal  Surgery 

Morton  L.  Rosenthal,  M.D.,  New  York  City 

Director  of  Retinal  Service  and  Surgical  Director 
in  Ophthalmology,  New  York  Eye  and  Ear  Infirma- 
ry; Instructor  in  Ophthalmology,  State  University 
of  New  York  Downstate  Medical  Center 

10:00  Management  of  Diabetic  Retinopathy 

Francis  L'Esperance,  M.D.,  New  York  City 

Professor  of  Ophthalmology.  Columbia  University 
College  of  Physicians  and  Surgeons 

iu 

10:45  Intermission 

11:00  Photocoagulation  of  Subretinal  Neovascularization  of  the 
Macula 

Lawrence  Yannuzzi,  M.D.,  New  York  City 

Coordinator  of  Resident  Training  in  Ophthalmolo- 
gy, and  Director  of  Fluorescein  Angiography,  and 
the  Laser  Laboratory,  Manhattan  Eye,  Ear  & Throat 
Hospital 

1 1:45  Why  Do  Implants  Fail? 

Miles  A.  Galin,  M.D.,  New  York  City 

Professor  of  Ophthalmology,  Director  of  Re- 
search, Department  of  Ophthalmology,  New  York 
Medical  College 

Afternoon 

1:30  Visual  Rehabilitation  in  Anterior  Segment  Surgery 

Jorge  N.  Buxton,  M.D.,  New  York  City 

Clinical  Associate  Professor  of  Ophthalmology, 
College  of  Medicine  and  Dentistry  of  New  Jersey; 
Director,  Corneal  Clinic  and  Surgical  Director, 
New  York  Eye  and  Ear  Infirmary 

2:15  Extracapsular  Pseudophakia,  Including  Kelman  Phaco- 
Emulsification:  Technique,  Advantages,  and  Disad- 
vantages 

Donald  L.  Praeger,  M.D.,  Poughkeepsie 

Clinical  Associate  Professor  of  Ophthalmology, 
New  York  Medical  College 

3:00  Intermission 

" By  invitation. 


3:15  Congenital  Nystagmus  and  Retinal  Disease 

Ronald  E.  Carr,  M.D.,  New  York  City 

Professor  of  Ophthalmology,  New  York  University 
School  of  Medicine 

4:00  Ophthalmology  and  the  Legislative  Process 

* Stephen  M.  Cleary,  Esq. 

* B.  J.  Costello,  III,  Eso. 

Legal  Counsels  to  New  York  State  Ophthalmologi- 
cal  Society 

Questions  and  Answers 


Psychiatry 


Princess  Room,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA.  PR  A.  3 

Hours,  Category  1 

Morning 

9:00  Business  Meeting,  Election  of  Officers 

Symposium  and  Panel  Discussion: 
PSYCHOSOMATICS  DURING  STAGES  OF  LIFE 

Henry  I.  Schneer,  M.D.,  Lido  Beach,  Moderator 

Attending  Psychiatrist,  Nassau  County  Medical  Center;  Pro- 
fessor of  Clinical  Psychiatry,  State  University  of  New  York 
Downstate  Medical  Center 

Objective:  Physicians  attending  the  symposium  and  panel  dis- 
cussion will  be  informed  by  psychiatrists,  who  are  experts  in  phase 
developmental  psychodynamics  as  well  as  in  psychosomatic 
medicine,  of  the  psychosomatic  conditions  encountered  during  such 
phases  as  early  childhood,  adolescence,  middle  age,  and  geriat- 
rics. 

9:15  Childhood  and  Psychosomatics 

Paul  Kay,  M.D.,  Great  Neck 

Associate  Clinical  Professor  of  Psychiatry,  State 
University  of  New  York  Downstate  Medical 
Center 

9:45  Psychosomatic  Problems  of  Adolescence 

Henry  I.  Schneer,  M.D.,  Lido  Beach 

Jerome  S.  Silverman,  M.D.,  New  York  City 

Associate  Clinical  Professor  of  Psychiatry,  State 
University  of  New  York  Downstate  Medical 
Center 

10:15  Psychosomatic  Problems  of  Middle  Age 

Stuart  L.  Keill,  M.D.,  East  Meadow 

Professor  and  Chairman,  Department  of  Psychia- 
try, Nassau  County  Medical  Center 

10:45  Dreams  and  Psychosomatic  Disorders  During  Middle 

Age 

*Leon  L.  Altman,  M.D.,  New  York  City 

Clinical  Professor  of  Psychiatry,  State  University 
of  New  York  Downstate  Medical  Center 

11:15  Psychosomatic  Problems  in  Geriatrics 

Fred  B.  Charatan,  M.D..  New  Hyde  Park 

Chief  of  Psychiatry,  Jewish  Institute  for  Geriatric 
Care 

11:45  Panel  Discussion 

Harold  Berson,  M.D.,  Brooklyn 

David  M.  Engelhardt,  M.D.,  Brooklyn 

Morton  M.  Golden,  M.D.,  Brooklyn 

Abraham  P.  Perlstein,  M.D.,  Lynbrook 
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Surgery 


Gastroenterology  and  Colon  and  Rectal  Surgery 


Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 
JOINT  MEETING  WITH 

Section  on  Anesthesiology 
Section  on  Emergency  Medicine 
Section  on  Cardiovascular  Diseases 

Ralph  S.  Emerson,  M.D.,  Roslyn  Heights,  Presiding 

Afternoon 

2:00  Business  Meetings,  Election  of  Officers 

Symposium  and  Panel  Discussion: 

SURGICAL  UPDATE:  MANAGEMENT  AND  PITFALLS  OF 
SURGICAL  CARE 

G.  Thomas  Shires,  M.D.,  New  York  City,  Moderator 

Chairman  and  Professor,  Department  of  Surgery,  Cornell 
University  Medical  College 

A multidisciplinary  approach  is  presented.  The  care  of  the  pa- 
tient is  delineated  from  the  incident  of  accident  or  critical  illness 
outside  of  the  hospital  including  the  transport  to  the  hospital  and 
critical  care  in  the  emergency  room  The  priorities  of  evaluation 
and  support  by  the  anesthesiologist,  cardiologist,  and  surgeon  are 
discussed,  covering  the  preoperative,  operative,  and  postoperative 
periods. 

2:15  Telecommunication  in  Emergency  Medical  Services  System 
(EMSS) 

* W.  D.  Dawson 

Chairman,  Communication  Committee,  West- 
chester County  Emergency  Medical  Services 
Council 

2:30  Multiple  System  Injuries 

Joen  Spoor,  M.D.,  Oneonta 

Director,  Student  Health  Services,  Oneonta  Col- 
lege 

3:00  RAPHAEL  W.  ROBERTAZZI  MEMORIAL  LECTURE:  Phar- 
macological Support  of  the  Circulation  in  the  Surgical 
Patient 

* Evan  L.  Frederickson,  M.D.,  Atlanta,  Georgia 
Professor  of  Anesthesiology,  Emory  University 
School  of  Medicine 

3:30  Cardiological  Evaluation  and  Support  of  the  Surgical  Pa- 
tient 

Charles  A.  Bertrand,  M.D.,  White  Plains 

Physician-Cardiologist,  Roosevelt  Hospital;  At- 
tending in  Charge  of  Cardiology,  St.  Agnes  Hos- 
pital 

4:00  The  Surgeon’s  Responsibility 

G.  Thomas  Shires,  M.D. 

Surgeon-in-Chief,  New  York  Hospital 

4:30  Panel  Discussion 

The  Above  Speakers 

* By  invitation. 


Versailles  Terrace,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

JOINT  MEETING  WITH 

Section  on  Family  and  General  Practice 
Section  on  Radiology 

Afternoon 

2:00  Business  Meeting,  Election  of  Officers 

Symposium  and  Panel  Discussion: 

THE  MANAGEMENT  OF  INFLAMMATORY  BOWEL  DISEASE 

Leon  Littman,  M.D.,  Brooklyn,  Moderator 

Chief  of  Proctology,  Jewish  Hospital  and  Medical  Center; 
Clinical  Associate  Professor  of  Surgery,  State  University  of 
New  York  Downstate  Medical  Center 

Objective:  The  program  will  attempt  to  acquaint  the  generalist 

with  the  pathophysiology,  clinical  and  radiologic  diagnosis,  and 

medical  and  surgical  treatment  of  inflammatory  bowel  disease. 

2:15  THE  ALFRED  F.  R.  ANDRESEN  MEMORIAL  LECTURE: 
Pathophysiolology  of  Chronic  Inflammatory  Bowel 
Disease 

* Joseph  B.  Kirsner,  M.D.,  Chicago,  Illinois 

Louis  Block  Distinguished  Service  Professor  of 
Medicine,  the  Division  of  Biological  Sciences,  and 
the  Pritzker  School  of  Medicine,  The  University  of 
Chicago 

3:00  Clinical  Diagnosis 

Maurice  A.  Cerulli,  M.D.,  Brooklyn 

Chief  of  Gastroenterology,  Brooklyn-Cumberland 
Medical  Center;  Associate  Professor  of  Medicine, 
State  University  of  New  York  Downstate  Medica1 
Center 

3:15  Radiologic  Diagnosis 

Jack  Farman,  M.D.,  Brooklyn 

Professor  of  Radiology,  State  University  of  Nev 
York  Downstate  Medical  Center 

3:30  Medical  Treatment 

* John  A.  Balint,  M.D.,  Albany 

Professor  of  Medicine  and  Head,  Division  of  Gas 
troenterology,  Albany  Medical  College  of  Unioi 
University 

4:00  Surgical  Treatment 

George  W.  Flint,  M.D.,  New  Hyde  Park 

Attending  Surgeon,  Long  Island  Jewish-Hillsid 
Medical  Center;  Clinical  Associate  Professor  cj 
Surgery,  State  University  of  New  York  Downstat 
Medical  Center 

4:15  Panel  Discussion 

John  S.  Davis,  M.D.,  Cooperstown,  Moderator 
Associate  Professor  of  Clinical  Medicine,  Colun 
bia  University  College  of  Physicians  and  Su 
geons;  Attending  in  Medicine,  Mary  Imogene  Ba 
sett  Hospital 

The  Above  Speakers 
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General  Session 


Urology 


Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A,  3 

Hours,  Category  1 

Afternoon 

Symposium  and  Panel  Discussion: 

THE  VIOLENCE  OF  YOUTH:  SOCIAL  AND  MEDICAL 
IMPLICATIONS 

Duncan  W.  Clark,  M.D.,  Brooklyn,  Moderator 

Professor  of  Preventive  Medicine  and  Community  Health, 
State  University  of  New  York  Downstate  Medical  Center 

Objective:  The  increasing  problem  of  violence  in  our  youth 
has  become  a matter  of  grave  concern  for  all  of  us.  A review  of 
the  etiology  and  the  modalities  employed  to  deal  with  these  problems 
will  be  assessed  by  the  multidisciplinary  panel  of  experts.  In  view 
of  the  existing  situation,  other  methods  and  approaches  which  may 
be  more  successful  will  have  to  be  undertaken. 

2:00  Child  Abuse  in  Our  Violent  Society 

Marvin  L.  Blumberg,  M.D.,  Jamaica 

Associate  Professor  of  Clinical  Pediatrics,  State 
University  of  New  York  at  Stony  Brook  Health  Sci- 
ences Center,  School  of  Medicine;  Chairman,  De- 
partment of  Pediatrics,  Jamaica  Hospital 

2:30  Adolescent  Violence  and  the  Law 

* The  Honorable  Joseph  B.  Williams,  New  York 

City 

Administrative  Judge,  The  Family  Court  of  the 
State  of  New  York;  Justice  of  the  Supreme  Court 

3:00  Delayed  Manifestations  of  Trauma 

Alfred  A.  Angrist,  M.D.,  Lake  Success 

Chairman  (Emeritus)  and  Professor,  Department 
of  Pathology,  Albert  Einstein  College  of  Medicine 
of  Yeshiva  University 

3:30  Dynamics  of  Juvenile  Violence 

Stephen  Nordlicht,  M.D.,  New  York  City 

Consulting  Psychiatrist,  Memorial  Sloan-Kettering 
Cancer  Center;  and  Roosevelt  Hospital 

4:00  The  Police  and  the  Violent  Adolescent 

* Patrick  V.  Murphy,  Washington,  D.C. 

President,  Police  Foundation 

4:30  The  Violence  of  Youth  and  the  Values  of  Society 

•James  Finn,  New  York  City 
Editor,  Worldview  Magazine;  Council  on  Religion 
and  International  Affairs 

5:00  Panel  Discussion 

The  Above  Speakers 

* By  invitation. 


Royal  Ballroom  A,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PR  A.  3 
Hours,  Category  1 
JOINT  MEETING  WITH 


Section  on  Obstetrics  and  Gynecology 


Afternoon 


1:45  Business  Meeting,  Election  of  Officers 


Symposium  and  Panel  Discussion: 


CLINICAL  PROBLEMS  OF  INFERTILITY 


Abraham  T.  K.  Cockett,  M.D.,  Rochester,  Moderator 

Professor  and  Chairman,  Division  of  Urology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 


2:00  Recent  Developments  in  Male  Infertility 

•Ronald  L.  Urry,  Ph.D.,  Provo,  Utah 
Associate  Professor  of  Physiology,  Brigham 
Young  University 


2:50  Cervical  Factor  in  Human  Infertility 

David  L.  Rosenfeld,  M.D.,  Manhasset 

Assistant  Professor  of  Obstetrics  and  Gynecology, 
Cornell  University  Medical  College 


3:40  Antisperm  Immunity  and  Infertility 

* Richard  J.  T.  Hancock,  Ph.D.,  Rochester 

Assistant  Professor  of  Urological  Surgery  (Re- 
search), University  of  Rochester  School  of  Medi- 
cine and  Dentistry 


4:30  Panel  Discussion 

The  Above  Speakers 
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Monday,  September  17,  1979 


Chest  Diseases 


Versailles  Ballroom,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 
JOINT  MEETING  WITH 

New  York  State  Chapter  of  the  American 
College  of  Chest  Physicians 

Morning 

8:50  Business  Meeting,  Election  of  Officers 

Symposium  and  Panel  Discussion: 

POLLUTANTS  AND  THE  LUNG 

Timothy  M.  Harris,  M.D.,  Albany,  Moderator 

Associate  Professor  of  Medicine,  Albany  Medical  College  of 
Union  University;  Director,  Respiratory  Care  Department  and 
Pulmonary  Function  Laboratory,  Albany  Medical  Center  Hos- 
pital 

Objectives:  (1)  to  update  the  practicing  physician  on  the  cur- 
rent state  of  pathophysiology  relative  to  inhaled  toxins  and  pollutants; 
(2)  to  provide  the  latest  information  on  the  widespread  exposure  to 
asbestos;  and  (3)  to  provide  the  latest  in  diagnostic  techniques. 

9:00  Industrial  Inhalants  and  Reversible  Airway  Disease 

John  J.  Condemi,  M.D.,  Rochester 

Professor  of  Medicine,  University  of  Rochester 
School  of  Medicine  and  Dentistry;  Director,  Al- 
lergy-Immunology Clinic,  Strong  Memorial  Hos- 
pital 

9:30  Pulmonary  Diagnostic  Invasive  Procedures:  1979 

David  C.  Schechter,  M.D.,  New  York  City 

Attending  Thoracic  and  Cardiovascular  Surgeon, 
St.  Vincent’s  Hospital  and  Medical  Center  of  New 
York;  Clinical  Associate  Professor  of  Cardiovas- 
cular and  Thoracic  Surgery,  New  York  Medical 
College 

Anthony  J.  Acinapura,  M.D.,  New  York  City 

Chief  of  Thoracic  and  Cardiovascular  Surgery,  St. 
Vincent’s  Hospital  and  Medical  Center  of  New 
York;  Assistant  Professor  of  Surgery,  New  York 
University  School  of  Medicine 

10:10  THE  29th  ANNUAL  HOWARD  LILIENTHAL  MEMORIAL 
LECTURE:  The  Present  State  of  Lung  Cancer 

Edward  J.  Beattie,  Jr.,  M.D.,  New  York  City 

Professor  of  Surgery,  Cornell  University  Medical 
College;  Chief  Medical  Officer,  Memo:  lal  Hospital 
for  Cancer  and  Allied  Diseases 

10:50  Recess  to  View  Exhibits 

11:10  Hypersensitivity  Pneumonitis 

John  A.  Poggi,  M.D.,  Albany 

Associate  Professor  of  Medicine  and  Acting  Chief, 
Division  of  Pulmonary  Diseases.  Albany  Medical 
College  of  Union  University 

' By  invitation. 


11:40  Asbestos  Disease:  1979 

* Irving  Selikoff,  M.D.,  New  York  City 
Professor  of  Community  Medicine;  Professor  of 
Medicine;  Director  of  Environmental  Sciences 
Laboratory,  Mount  Sinai  School  of  Medicine  of  the 
City  University  of  New  York 

Panel  Discussion 

The  Above  Speakers 


Dermatology  and  Syphilology 


Versailles  Terrace,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

JOINT  MEETING  WITH 

Section  on  Pediatrics 

Section  on  School  Health 

New  York  State  Society  of  Dermatology 

Morning 

9:00  Business  Meetings,  Election  of  Officers 
Symposium  and  Panel  Discussion: 

PEDIATRIC  DERMATOLOGY  UPDATE 

Samuel  Weinberg,  M.D.,  New  Hyde  Park,  Moderator 

Associate  Professor  of  Clinical  Dermatology,  New  York  Uni- 
versity School  of  Medicine 

Objective:  The  program  will  attempt  to  familiarize  the  physi- 
cian with  the  diagnosis  and  management  of  dermatologic  problems 
encountered  in  the  health  care  of  children. 

9:15  Atypical  Measles:  New  Developments 

David  Annunziato,  M.D.,  East  Meadow 

Associate  Professor  of  Pediatrics,  State  Universi- 
ty of  New  York  Stony  Brook  School  of  Medicine 

9:45  Kawasaki  Disease 

Jerry  C.  Jacobs,  M.D.,  New  York  City 

Associate  Professor  of  Clinical  Pediatrics,  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons 

10:15  Recess  to  View  Exhibits 

10:30  Neonatal  Dermatology 

•Nancy  B.  Esterly,  M.D.,  Chicago,  Illinois 
Professor  of  Pediatrics  and  Dermatology,  North- 
western University  School  of  Medicine 

11:00  Diaper  Dermatitis? 

Samuel  Weinberg,  M.D.,  New  Hyde  Park 

1 1 30  Contact  Dermatitis  in  the  Young 

Alexander  A.  Fisher,  M.D.,  Woodside 

Professor  of  Clinical  Dermatology,  New  York  Uni- 
versity School  of  Medicine 

12:00  Panel  Discussion 

The  Above  Speakers 
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General  Session 


||  Royal  Ballroom  A,  Second  Floor 

All  Day  Session 

CONTINUING  MEDICAL  EDUCA  TION  CREDIT:  AMA,  PRA,  6 
I Hours,  Category  1 
I JOINT  MEETING  WITH 

Section  on  Internal  Medicine 

New  York  State  Society  of  Internal  Medicine 

Morning 

} 8:30  Business  Meeting  ot  Section  of  Internal  Medicine,  Election 
of  Officers 

Symposium  and  Panel  Discussion: 


THE  KIDNEY— UPDATE  1979 


Joseph  N.  Silverstein,  M.D.,  Flushing,  Moderator 

Clinical  Associate  Professor  of  Medicine,  State  University  of 
New  York  Downstate  Medical  Center 

Objective:  This  program  addresses  the  pathophysiology,  di- 

agnosis, and  treatment  of  renal  disease.  The  morning  session  and 
self-assessment  material  cover  disease  processes  leading  to  renal 
failure  and  stress  current  and  prospective  treatment  modalities.  The 
afternoon  session  is  concerned  with  the  advantages  of  ultrasound 
as  a diagnostic  tool  and  the  renal  related  disorders  of  water  and 
mineral  metabolism. 

8:40  Acute  Renal  Failure 

"Donald  Oken.  M.D.,  Richmond,  Virginia 
Professor  of  Medicine  and  Chairman,  Division  of 
Nephrology,  Medical  College  of  Virginia  of  Virgin- 
ia Commonwealth  University 

9: 10  Drugs  and  the  Kidney 

"Marcus  M.  Reidenberg.  M.D.,  New  York  City 
Head,  Division  of  Clinical  Pharmacology  and  Pro- 
fessor of  Pharmacology;  Associate  Professor  of 
Medicine,  New  York  Hospital-Cornell  Medical 
Center 

9:35  Glomerulonephritis:  Immunopathology,  Classification,  and 
Approach  to  Therapy 

David  S.  Baldwin.  M.D.,  New  York  City 

Professor  of  Medicine,  New  York  University 
School  of  Medicine 

10:05  Recess  to  View  Exhibits 

10:35  Renal  Manifestations  of  Systemic  Disease 

‘John  P.  Hayslett,  M.D.,  New  Haven,  Connecticut 
Professor  of  Medicine  and  Pediatrics;  Chief,  Sec- 
tion of  Nephrology,  Yale  University  School  of 
Medicine 

11:00  Diabetic  Nephropathy 

"Jacob  Churg,  M.D.,  New  York  City 
Chief  and  Professor,  Division  of  Renal  Pathology, 
Mount  Sinai  School  of  Medicine  of  City  University 
of  New  York 

1 1:30  Uremia  Therapy  1979  and  Beyond:  Dialysis  and  Trans- 
plant Update 

"Eli  Friedmann.  M.D.,  Brooklyn 
Professor  of  Medicine,  State  University  of  New 
York  Downstate  Medical  Center 

' By  invitation. 


12:10  Panel:  Case  Presentations 

Eli  Friedmann,  M.D.,  Brooklyn,  Moderator 
The  Above  Speakers 


Afternoon 

Symposium  and  Panel  Discussion: 

THE  KIDNEY— UPDATE  1979 

Maxwell  Spring,  M.D.,  The  Bronx.  Moderator 

Associate  Chairman,  Scientific  Program  Committee,  Medi- 
cal Society  of  the  State  of  New  York;  Clinical  Associate  Pro- 
fessor of  Medicine,  College  of  Medicine  and  Dentistry  of 
New  Jersey,  New  Jersey  Medical  School,  Newark 

2:05  Advantages  of  Ultrasonography  over  Intravenous  Urography 
in  Renal  Failure 

Morton  Schneider,  M.D.,  Forest  Hills 

Associate  Professor  of  Radiology,  Division  of  Ul- 
trasound Body  CT,  Cornell  University  Medical  Col- 
lege 

2:30  Clinical  Disorders  of  Water  Metabolism 

"Hugh  J.  Carroll,  M.D.,  Brooklyn 
Professor  of  Medicine,  State  University  of  New 
York  Downstate  Medical  Center 

3:00  Recess  to  View  Exhibits 

3:30  Mineral  Metabolism  and  the  Kidney 

"Stanley  Wallach,  M.D.,  Albany 
Associate  Chairman  and  Professor,  Department 
of  Medicine,  Albany  Medical  College  of  Union  Uni- 
versity; Chief  of  Medical  Service,  Veterans  Ad- 
ministration Hospital 

4:00  Medical  and  Surgical  Management  of  Stone  Disease 

‘Joseph  Seebode,  M.D.,  Newark,  New  Jersey 
Professor  and  Chief,  Section  of  Urology,  College 
of  Medicine  and  Dentistry  of  New  Jersey,  New  Jer- 
sey Medical  School,  Newark 

4:30  Panel:  Case  Presentations 

Stanley  Wallach,  M.D.,  Albany,  Moderator 

The  Above  Speakers 


Nuclear  Medicine 


Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

Morning 

Symposium  and  Panel  Discussion: 


NUCLEAR  MEDICINE  1979:  CLINICAL  PERSPECTIVES 


Ronald  L.  Van  Heertum,  M.D.,  New  York  City,  Moderator 
Chief,  Nuclear  Medicine  Section,  St.  Vincent’s  Hospital  and 
Medical  Center  of  New  York 

9:00  Application  of  Quantitative  Radionuclide  Cardiography  to 
the  Intensive  Care  Unit 

Richard  N.  Pierson,  Jr.,  M.D.,  New  York  City 
Director,  Division  of  Nuclear  Medicine,  St.  Luke’s 
Hospital  Center 
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9:30  Diagnosis  and  Management  of  Thyroid  Disease 

* David  V.  Becker,  M.D.,  New  York  City 
Director,  Division  of  Nuclear  Medicine,  New  York 
Hospital  Cornell  Medical  Center 

10:00  Clinical  Application  of  the  Bone  Scan  in  Malignant  Bone 

Disease 

Philip  Braunstein,  M.D.,  New  York  City 

Director,  Division  of  Nuclear  Medicine,  New  York 
University  Medical  Center;  and  Bellevue  Hospital 
Center 

10:30  Radionuclide  Evaluation  of  Orthopedic  Bone  Disease 

* Robert  Schneider,  M.D.,  New  York  City 

Chief,  Orthopedic  Radiology  Department,  St.  Vin- 
cent’s Hospital  and  Medical  Center  of  New  York 

11:00  Current  Status  of  Radionuclide  Assessment  of  Hepato- 
biliary Tract  Disease 

Ronald  L.  Van  Heertum,  M.D.,  New  York  City 

11:30  Panel  Discussion 

The  Above  Speakers 


Orthopedic  Surgery 


Princess  Room,  Second  Floor 

CONTINUING  MEDICAL  EDUCA  TION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

Morning 

9:00  Business  Meeting,  Election  of  Officers 
Symposium  and  Panel  Discussion 

ORTHOPEDIC  PROBLEMS  INVOLVING  CHILDREN  AND 
ADOLESCENTS 

Richard  L.  Weiss,  M.D.,  Buffalo,  Moderator 

Associate  Professor  of  Orthopedic  Surgery,  State  University 
of  New  York  at  Buffalo  School  of  Medicine 

Objective:  At  the  conclusion  of  the  seminar,  the  physician 

should  be  informed  on  the  various  problems  met  by  the  orthopedic 
surgeon  in  his  care  of  children  and  adolescents.  Diagnostic,  de- 
velopmental, therapeutic,  and  malpractice  aspects  will  be  dis- 
cussed. 

9: 10  Preliminary  Report  on  Equestrian  Injuries 

Arthur  M.  Bernhang,  M.D.,  Huntington 

Orthopedic  Surgeon,  Huntington  Hospital;  Consul- 
tant Orthopedic  Surgeon,  Veterans  Administration 
Medical  Center,  Northport 

9.30  Chiari  Pelvic  Osteotomy 

'John  E.  Handelsman,  M.D.,  Stony  Brook 
Professor  of  Orthopedic  Surgery,  State  University 
of  New  York  at  Stony  Brook  School  of  Medicine; 
Director  of  Pediatric  Orthopedics,  Nassau  County 
Medical  Center 

9:50  Tomographic  Arthrography  of  the  Ankle 

Joseph  F.  Giattini,  M.D.,  New  York  City 

Chief  of  Orthopedic  Service,  Metropolitan  Hos- 
pital 

10. 10  Malpractice  Problems  in  Emergency  Care 

Andrew  H.  Patterson,  M.D.,  New  York  City 
Chief  of  Orthopedic  Surgery,  Roosevelt  Hospital 

' By  invitation. 


10:30  Fractures  of  the  Tibial  Spine  in  Children 

•John  H.  Hedger,  M.D.,  Buffalo 
Clinical  Instructor  in  Orthopedic  Surgery,  Buffalo 
Children’s  Hospital;  Buffalo  General  Hospital 

10:50  Dislocation  of  the  Hip  in  Children 

Thomas  A.  Lombardo,  Jr.,  M.D.,  Buffalo 

Clinical  Instructor  in  Orthopedic  Surgery,  Buffalo 
Children’s  Hospital;  Buffalo  General  Hospital 

11:10  Partial  Versus  Total  Meniscectomy  in  Dogs 

•James  A.  Smith,  M.D.,  Buffalo 
Clinical  Instructor  in  Orthopedic  Surgery,  Buffalo 
Children’s  Hospital;  Buffalo  General  Hospital 

1 1:30  Recent  Developments  of  Elbow  Joint  Replacements 

•Roger  Dee,  M.D.,  Stony  Brook 

Professor  and  Chairman  of  Orthopedic  Surgery, 
State  University  of  New  York  at  Stony  Brook 
School  of  Medicine 

11:50  Panel  Discussion 

The  Above  Speakers 


Neurology 


Versailles  Terrace,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

Afternoon 

2:00  Business  Meeting,  Election  of  Officers 

Symposium  and  Panel  Discussion: 

THE  EVALUATION  AND  TREATMENT  OF  MEMORY  LOSS 

Richard  Satran,  M.D.,  Rochester,  Moderator 

Professor  of  Neurology,  University  of  Rochester  School  of 
Medicine  and  Dentistry 

Objective:  Transient  or  permanent  memory  impairment  may 
occur  at  any  age  and  be  the  consequence  of  diverse  illnesses  which 
primarily  involve  the  brain.  Systemic  as  well  as  metabolic  illnesses 
may  also  cause  memory  loss.  In  the  young,  sustained  impaired 
recall  will  alter  intellectual  maturation  and  personality  development. 

In  later  years  memory  loss  may  be  of  sufficient  severity  to  preclude 
independent  living. 

2:05  The  Neuroanatomic  Basis  for  Memory 

* David  Goldblatt,  M.D.,  Rochester 

Professor  of  Neurology  and  Brain  Research,  Uni- 
versity of  Rochester  School  of  Medicine  and  Den-  I 
tistry 

2:35  Memory  Loss  in  Childhood 

* Richard  J Allen,  M.D.,  Ann  Arbor,  Michigan 
Professor  of  Pediatrics  and  Communicable  Dis- 
eases, University  of  Michigan  Medical  Center 

3:40  A Psychiatrist’s  Perspective  of  Memory  Loss 

Otto  Thaler,  M.D.,  Rochester 

Professor  of  Psychiatry,  University  of  Rochestei 
School  of  Medicine  and  Dentistry 

4:10  The  Investigation  of  Patients  with  Loss  of  Memory 

David  Green,  M.D.,  Albany 

Clinical  Associate  Professor  of  Neurology,  Alban; 
Medical  College  of  Union  University 

4:35  Treatable  Conditions  Associated  with  Memory  Loss 

Bernard  H.  Smith,  M.D.,  Buffalo 

Professor  of  Neurology,  State  University  of  Ne\ 
York  at  Buffalo  College  of  Medicine 
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Occupational  Medicine 


■ Versailles  Ballroom,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA.  PRA,  3 
Hours,  Category  1 
| JOINT  MEETING  WITH 

Section  on  Medical-Legal  and  Workers’ 
Compensation; 

slew  York  Occupational  Medical  Association; 
view  York  State  Chapter,  American  Academy 
; )f  Compensation  Medicine 

Afternoon 

1 2:00  Business  Meeting,  Election  of  Officers 

Symposium  and  Panel  Discussion: 

PREVENTIVE  CARDIOLOGY:  CLINICAL  AND  ECONOMIC 
CONSIDERATIONS 

* Richard  H.  Egdahl,  M.D.,  Boston,  Massachusetts,  Moder- 
ator 

Director,  Center  for  Industry  and  Health  Care,  Boston  Univer- 
sity Health  Policy  Institute 

Objective:  Our  expanding  knowledge  of  the  risk  factors  of 
| :oronary  artery  disease  permits  the  identification  of  individuals  who 
rre  likely  to  benefit  from  specific  preventive  programs.  This  ses- 
> iion  will  examine  three  approaches  to  these  programs  and  compare 
he  overall  costs  and  benefits  of  each. 

>3:15  Hypertension 

* Michael  H.  Alderman,  M.D.,  New  York  City 
Associate  Professor  of  Medicine  and  Public 
Health,  Cornell  University  Medical  College 

3:45  Stress  Electrocardiography 

Richard  A.  Stein,  M.D.,  Brooklyn 

Assistant  Professor  of  Medicine,  State  University 
of  New  York  Downstate  Medical  Center 

3:30  Diet  and  Lipids 

* Robert  H.  Palmer,  M.D.,  New  York  City 
Professor  of  Clinical  Medicine,  Columbia  Universi- 
ty College  of  Physicians  and  Surgeons 

t:15  Panel  Discussion:  Can  These  Programs  Pay  Off? 

The  Above  Speakers 

* By  invitation. 


DIALOGUE:  An  Unstructured  Program  of 
Questions  and  Answers 

Princess  Room,  Second  Floor 

Supported  in  part  by  a grant  from  the  Pfizer  Laboratories 
and  Roerig  Division  of  Pfizer  Inc. 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA,  PRA,  3 
Hours,  Category  1 

Afternoon 

1:30  Drug  Interactions 

John  Romankiewicz,  Pharm.D.,  New  York  City 
Assistant  Apothecary  and  Chief  of  Pharmacy  De- 


Physical  Medicine  and  Rehabilitation 


Royal  Ballroom  B,  Second  Floor 

CONTINUING  MEDICAL  EDUCATION  CREDIT:  AMA.  PRA,  3 

Hours,  Category  1 

Afternoon 

2:00  Business  Meeting,  Election  of  Officers 
Symposium  and  Panel  Discussion: 

EXERCISE  IN  HEALTH  AND  DISEASE 

Erwin  G.  Gonzalez.  M.D.,  New  York  City,  Moderator 

Associate  Professor  of  Clinical  Rehabilitation  Medicine,  Co- 
lumbia University  College  of  Physicians  and  Surgeons 

Objective:  With  selected  controversial  topics,  the  program 

will  introduce  the  physician  to  the  concept  that  therapeutic  exercise 
is  an  established  modality  in  medicine.  The  physician  will  become 
informed  of  the  effects  of  various  types  of  exercises  in  coronary 
artery  and  cardiopulmonary  conditions,  as  well  as  its  use  in  tension 
myositis  and  low  back  syndrome. 

2:15  Overview  of  Exercise 

Erwin  G.  Gonzalez.  M.D.,  New  York  City 

2:45  Isometric,  Isotonic,  Isokinetic:  What’s  Best? 

* Ellington  Darden.  Ph.D.,  De  Land,  Florida 
Director  of  Research,  Nautilus  Sports/Medical  In- 
dustries 

3:15  Cardiopulmonary  Fitness:  Facts  and  Myths 

Jonathan  R.  Moldover.  M.D.,  Tenafly,  New  Jersey 
Associate  in  Clinical  Rehabilitation  Medicine,  Co- 
lumbia University  College  of  Physicians  and  Sur- 
geons 

3:45  Perils  of  Fitness:  Common  Sport  Injuries 

* Russell  F.  Warren.  M.D.,  New  York  City 
Attending  Orthopedic  Surgeon,  Sports  Medicine, 
Hospital  for  Special  Surgery 

4:15  Fatigue 

John  E.  Sarno,  Jr.,  M.D.,  New  York  City 

Attending  Physician  in  Rehabilitation  Medicine, 
University  Hospital 

4:45  Panel  Discussion 

The  Above  Speakers 


partment,  New  York  Hospital;  Instructor  in  Phar- 
macology, Cornell  University  Medical  College 

2:45  Update  in  Antibiotic  Therapy 

James  J.  Rahal,  Jr.,  M.D.,  New  York  City 

Director,  Infectious  Disease  Section,  Veterans 
Administration  Medical  Center;  Associate  Profes- 
sor of  Medicine,  New  York  University  School  of 
Medicine 

4:00  Treatable  Aspects  of  Senility 

Fred  Charatan,  M.D.,  Syosset 

Chief  of  Psychiatry,  Jewish  Institute  for  Geriatric 
Care;  Associate  Professor  of  Clinical  Psychiatry, 
State  University  of  New  York  at  Stony  Brook 
School  of  Medicine 
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1979  ANNUAL  CONVENTION 

TECHNICAL 

EXHIBITS 


ALBERT  HALL 

THE  TECHNICAL  EXHIBITS  will  be  located  in  Albert 
Hall  of  The  Sheraton  Centre  New  York  and  will  officially 
open  at  9:00  A.M.  on  Saturday,  September  15,  1979. 
Exhibit  hours  will  be  from  9:00  A.M.  to  5:00  P.M.  each 
day  from  Saturday  through  Monday,  September  15- 1 7, 
1979. 

Our  exhibitors  look  forward  to  the  pleasure  of 
meeting  and  serving  members  and  guests  of  the  Medical 
Society  of  the  State  of  New  York. 

The  Alkalol  Company  Booth  A 

Taunton,  Massachusetts 

Alkalol,  Alkalol  Nasal  Cup,  Irrigol 

American  Medical  International  Booth  52 

Atlanta,  Georgia 

An  international  Health  Care  Company 
own  and  operate  68  hospitals  in  the  Unit- 
ed States  and  abroad.  Physician  Recruit- 
ment Division. 

American  Meso  Therapy  Equipment  Co.  Booth  57 

New  York  City 

Pistoramatic,  an  FDA  registered  Electron- 
ic Injection  Device 

Ames  Division,  Miles  Labs.,  Inc.  Booth  63 

Elkhart,  Indiana 

Ayerst  Laboratories  Booth  28 

New  York  City 

Blue  Cross/Blue  Shield  of  Greater  New  York  Booth  3 

New  York  City 

Bio-Dynamics  Booth  15 

Indianapolis,  Indiana 

Carann  Leasing  Corporation  Booth  48 

Westbury,  New  York 

Center  for  Laboratory  Medicine  Booth  21 

Trevose,  Pennsylvania 
Reference  Testing 


Chemical  Bank  Booth  1 

New  York  City 

Connecticut  Mutual  Booth  3 

Garden  City,  New  York 

Cooper  Laboratories,  Inc.  Booth  44 

Cedar  Knolls,  New  Jersey 

Quinaglute  Dura-Tabs;  Elixophyllin  SR 
Capsules;  Therapav  Capsules;  Deconam- 
ine  SR  Capsules 

C.  P.  Rehab  Corporation  Booth  11 

New  York  City 

Datamedic  Corporation  Booth  30 

Plainview,  New  York 

The  Devereux  Foundation  Booth  19 

Devon,  Pennsylvania 

Information  and  literature  on  nationwide, 
day,  and  residential  treatment  centers  for 
emotionally  disturbed  and/or  mentally  re- 
tarded children  and  youth. 

Diagnostic  Medical  Equipment  Corp.  Booth  58 

New  Rochelle,  New  York 

Dista  Products  Company  Booth  32 

Indianapolis,  Indiana 

Electropedic  Products  Booth  71 

Burbank,  California 

Sanyo-Electropedic  Health  Aids 

Encyclopaedia  Britannica 

Chicago,  Illinois 

Encyclopaedia  Britannica  3,  and  other  re 
lated  educational  publications 

Endo  Laboratories,  Inc. 

Garden  City,  New  York 

Nubain,  Narcan,  Azene 

Endorsed  Administrators,  Inc.  Booth  41 

Rochester,  New  York 
Disability  Programs 

Donald  Fager  & Associates  Booth  72 

New  York  City 

General  Foods  Corporation  Booths  73-74 

White  Plains,  New  York 

Sanka  brand  decaffeinated  coffee.  Medi- 
cal Sampling  Program. 

Gerber  Products  Company  Booth  37 

Fremont,  Michigan 

Gibraltar  Securities  Company  Booth  29 

Florham  Park,  New  Jersey 


Booth  13 


Booth  43 
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Group  Health  Incorporated  Booth  31 

New  York  City 

Explanation  of  GHI’s  Health  Plans 

Healthco  Medical  Supply  Booths  69-70 

Guilderland,  New  York 

Hoechst-Roussel  Pharmaceuticals,  Inc.  Booth  56 

Somerville.  New  Jersey 

Lasix.  Topicort,  Surfak,  Doxidan 

International  Business  Machines,  Inc.  Booth  24 

New  York  City 

IBM  5110  Computing  System 


Network  for  Continuing  Medical  Education 

New  York  City 

Video  Cassette  Programs  for  Continuing 
Medical  Education  approved  for  Category 
I and  Category  5A  Credit  by  the  AMA. 

Paine  Webber 

New  York  City 


Pfizer  Laboratories 

New  York  City 

Physician  Buying  Company 

New  York  City 


Island  Business  Products,  Inc.  Booth  4 

Port  Jefferson,  New  York 

Johnson  & Johnson,  Dermatological  Division  Booth  35 

New  Brunswick,  New  Jersey 

RETIN-A,  MicaTin,  PURPOSE  Brand  Soap, 

Shampoo,  Dry  Skin  Cream 


The  Procter  & Gamble  Distributing  Company 

Cincinnati,  Ohio 

Didronel;  Topicycline 

Samuel  A.  Ramirez  & Company 

New  York  City 


Frederic  H.  Katz  & Associates  Agency  Booth  51 

Flushing,  New  York 

* I 

Kremers-Urban  Company  Booth  7 

Milwaukee,  Wisconsin 

Nitrol,  Ku-Zyme  and  Kutrase,  Levsin,  Pre-Pen 

Lederle  Laboratories  Booth  26 

Pearl  River,  New  York 

Minocin,  Tuberculine  Tine  Test  PPD 


Reed  & Carnrick  Pharmaceuticals 

Kenilworth,  New  Jersey 

Cortifoam,  Trichotine,  Trichotine-D,  Proc- 
tofoam-HC,  Proctofoam-N/S,  Phazyme, 
Proxigel,  Kwell,  R & C Spray 

A.  H.  Robins  Company 

Richmond,  Virginia 

Roerig  Division,  Pfizer,  Inc. 

New  York  City 


Eli  Lilly  & Company 

Indianapolis,  Indiana 


Booth  5 


Sandoz  Pharmaceuticals 

East  Hanover,  New  Jersey 


MacLevy  Products  Corp.  Booths  76-77 

Elmhurst,  New  York 

Cardio  Testing  Treadmills,  Ergometer 
Testing  Cycles,  Rowing  Machines,  Fitness 
Equipment 

Medical  Plastics  Laboratory,  Inc.  Booth  22 

Gatesville,  Texas  76528 

Authentic  anatomical  reproductions  and 
patient  simulators 

Medigroup,  Inc.  Booth  25 

Massapequa,  New  York 

Merrill  Lynch  Pierce  Fenner  & Smith,  Inc.  Booth  34 

New  York  City 

Investment  Products 

National  Medical  Enterprises,  Inc.  Booth  40 

Los  Angeles,  California 
Physicians  Recruitment 


W.  B.  Saunders  Company 

Philadelphia,  Pennsylvania 
Book  Publishers 

Searle  Laboratories 

Chicago,  Illinois 

Aldactazide,  Aldactone,  Aminophyllin, 
Cu-7,  Demulen,  Diulo,  Dramamine,  Eno- 
vid,  Flagyl,  Lomotil,  Metamucil,  Norpace, 
Ovulen,  Pro-Banthine,  and  other  drugs  of 
interest. 

Charles  J.  Sellers  & Company 

Buffalo,  New  York 

Medical  Society  of  the  State  of  New  York 
endorsed  insurance  plans. 

Shearson  Loeb  Rhoades,  Inc. 

White  Plains,  New  York 

Endorsed  Administrator  MSSNY  Retire- 
ment Program 


Booth  46 


Booth  47 


Booth  6,  38 


Booth  59 


Booth  14 


Booth  10 


Booth  55 


Booth  36 


Booth  42 


Booth  27 


Booth  45 


Booth  8 


Booth  9 


Booth  20 
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Smith  Kline  & French  Laboratories 

Philadelphia,  Pennsylvania 
Selacryn 


E.  R.  Squibb  & Sons,  Inc. 

Princeton,  New  Jersey 


U.S.  Air  Force  Recruiting  Squadron 

Carle  Place,  New  York 


U.S.  Army  Medical  Department 

Washington,  D.C. 


The  Upjohn  Company 

Kalamazoo,  Michigan 


USV  Laboratories 

Tuckahoe,  New  York 


Weight  Watchers  International 

Manhasset,  New  York 


Booth  18 


Booth  23 


Booth  75 


Booth  33 


Booths  16-17 


Booth  12 


Booth  39 


ANNUAL  DINNER  AND  BUSINESS  MEETING 

NEW  YORK  STATE  CHAPTER,  AMERICAN  COLLEGE  OF 

CHEST  PHYSICIANS 

SUNDAY,  SEPTEMBER  16,  1979 

Cocktails — 6:00  P.M.,  AACP  Chapter  Suite 
Dinner — 7:45  P.M.,  Consulate  Suite,  Third  Floor 

The  38th  Annual  Dinner  Meeting  of  the  N.Y.S.  Chapter 
of  the  AACP  will  be  held  in  the  Consulate  Suite,  Sheraton 
Centre  (formerly  Americana)  Sunday,  September  16  at 
7:45  P.M.  Prior  to  the  dinner,  a cocktail  party  will  be  held 
in  the  Chapter  Suite  in  the  hotel,  starting  at  6:00  P.M. 
DINNER  ASSESSMENT  including  cocktail  party  and  dinner 
with  wines  $20  per  person.  It  is  requested  that  dinner  res- 
ervations be  returned  not  later  than  September  7. 

GUEST  SPEAKER 

Respiratory  Mechanism:  The  Function  of  the  Diaphragm 
in  Voice  Control 

Wilbur  J.  Gould,  M.D.,  New  York  City 
Department  of  Otolaryngology,  Lenox  Hill  Hospital 

Please  make  checks  payable  to  New  York  State  Chap- 
ter, ACCP  and  mail  to:  Arthur  Q.  Penta,  M.D.,  1301  Union 
Street,  Schenectady,  N.Y.  12308 

For  location  of  the  Chapter  Suite,  please  contact  the 
hotel  operator  or  Dr.  Penta. 

The  Chapter  officers  hope  you  will  attend  the  dinner  and 
enjoy  a delightful  evening.  Wives  are  cordially  invited  to 

attend. 


Medical  Society  of  the 
State  of  New  York 

Annual  Dinner  Dance 

in  honor  of 

George  T.  C.  Way,  M.D. 
President 

Wednesday, 
September  19,  1979 

Versailles  and  Royal  Ballrooms 

Sheraton  Centre  New  York 

FORMERLY  THE  AMERICANA 

Seventh  Avenue  & 52nd  St. 


Cocktail  Hour 
7 p.m. 

Versailles  Ballroom 


Dinner 

Royal  Ballroo 


Subscription  $35.00  per  person 


Reservation  Form 

Make  check  payable  to: 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York,  1 1042 


Please  send  me 


-tickets  for  the 


Annual  Dinner  Dance  on  September  19,  1979 
Check  enclosed  for  $ 

Name 

Address 


Please  attach  guest  list 


-Zip- 
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Auxiliary  to  MSSNY 


43rd  Annual  Convention  (CARING  IS  CARE) 

The  Sheraton  Centre  New  York 

Sunday,  September  16  through 
Tuesday,  September  18,  1979 

Mrs.  M.  Theodore  Tanenhaus,  President,  Mrs.  Phillip  Ikins, 
President-Elect,  The  Officers,  Mrs.  Clifford  Spingarn,  Convention 
Chairman,  Mrs.  Carl  Goldmark,  Jr.  and  Mrs.  Arthur  Lautkin,  Con- 
vention Co-Chairmen  and  Mrs.  Joseph  Izzo,  Convention  Upstate 
Coordinator,  extend  to  all  members  and  physicians ' spouses  an 
invitation  to  register  and  attend  all  the  general  sessions  and  social 
functions  at  the  43rd  Annual  Convention. 


Sunday,  September  16,  1979 


10:00  A M. 


1:00  P.M.- 
4:00  P.M. 
7:00  P.M.- 
8:00  P.M. 


Board  of  Directors  Meeting 
Senate  Suite 

Registration  and  Information 
Imperial  Ballroom  Foyer 
Reception  in  honor  of  State  Past  Presidents 
Versailles  Terrace 


Tuesday,  September  18,  1979 


8:00  A.M.- 
8:30  A M. 
8:00  A.M.- 
11:30  A M. 
8:30  A.M.- 
Noon 


1:00  P.M.- 
2:30  P.M. 


2:30  P.M.- 
3:00  P.M. 


Coffee 

Imperial  Ballroom  B 
Registration  and  Information 
Imperial  Ballroom  Foyer 
House  of  Delegates  Reconvenes 
Imperial  Ballroom  B 
State  Officers'  Reports 
State  Committee  Transition  Reports 
Report  of  Election  & Tellers  Committee 
Acknowledgments 
Presentation  of  Awards 
Convention  Credentials  Report 
Luncheon  honoring  Mrs.  M Theodore  Tanenhaus, 
President,  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York 

Royal  Ballrooms  A and  B 
Installation  of  Officers  1979-80 
Royal  Ballrooms  A and  B 
Presentation  of  Past  President's  Pin 
Presentation  of  President's  Pin  & Gavel 
Inaugural  Address — Mrs.  Phillip  Ikins 
Forecast 
Adjournment 


Monday,  September  17,  1979 


8:00  A.M.- 
4:00  P.M. 
8:00  A.M.- 
8:30  A M. 
8:30  A.M.- 
12:30  P.M. 


1:30  P.M.- 
4:30  P.M. 


7:30  P.M. 


Registration  and  Information 
Imperial  Ballroom  Foyer 
Coffee 

Imperial  Ballroom  B 
House  of  Delegates  Opening  Session 
Imperial  Ballroom  B 

1.  State-National-Greetings 

2.  Keynote  Speaker:  Mrs.  Ben  Johnson, 

President,  American  Medical  Association 
Auxiliary 

3.  Report  of  1978-79  Nominating  Committee 

4.  Nominations — 1979-80  Nominating  Com- 
mittee 

5.  Nominations — Delegates  to  the  1980  AMAA 
Convention 

6.  Report  of  Bylaws  & Revisions  Committee 

7.  Report  of  the  President 

8.  Memorial  Service 
House  of  Delegates  Reconvenes 

Imperial  Ballroom  B 
County  Reports 

Voting  for  Nominating  Committee  and  Delegates 
to  National  Convention,  July  20-23,  Chicago,  Il- 
linois 

Theatre  Party  Benefit — AMA-ERF  fund 
Reservations:  Mrs.  Charles  Huntington 
950  Forest  Avenue 


Rye,  NY  10580 
(914)967-2363 


Wednesday,  September  19,  1979 

9:00  A.M.  Post-Convention  Board  of  Directors  Meeting  (Or- 
ientation Session  for  Councilors  and  Officers  im- 
mediately following  Board  meeting) 

Meeting  room  to  be  announced 

7:00  P.M.  Reception  and  Dinner  Dance  honoring  George  T. 

C.  Way,  M.D.,  President,  Medical  Society  of  the 
State  of  New  York 

Versailles  and  Royal  Ballrooms 


Officers 

Mrs.  M.  Theodore  Tanenhaus 
President,  Kings 
Mrs.  Phillip  Ikins 

President-Elect,  Onondaga 
Mrs.  Jack  D.  O'Neil 

First  Vice-President,  Steuben 
Mrs.  Edgar  Berry 

Second  Vice-President,  New  York 
Mrs.  Martin  Rabin 

Recording  Secretary,  Suffolk 
Mrs.  Joseph  Fontanetta 

Corresponding  Secretary,  Kings 
Mrs.  Joseph  Shanaphy 
Treasurer,  Richmond 
Mrs.  Thomas  Quigley 

Assistant  Treasurer,  Richmond 


Convention  Committee 


Mrs.  Clifford  Spingarn 
Chairman,  New  York 


Mrs.  Carl  Goldmark,  Jr. 
Co-Chairman,  New  York 


Mrs.  Arthur  Lautkin 
Co-Chairman,  New  York 


Mrs.  Joseph  Izzo 

Upstate  Coordinator,  Monroe 
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Spouse 

by  Pauline  Nodar 


1979  Annual  Convention 

Medical  Society  of  the  State  of  New  York 


The  Sheraton  Centre  New  York 
September  16-20,  1979 


The  Medical  Society  of  the  State  of  New  York 
is  delighted  to  present  a program  of  planned 
activities  for  the  spouses  of  our  doctors  who  are 
attending  the  Convention. 


SUNDAY,  SEPTEMBER  16 

1 1:00  a. m. -3:00  p.m.  MUSEUM  OF  MODERN 
ART.  Tour  will  start  from  hotel.  Enjoy  a tour  of 
this  famous  museum.  See  the  latest  art  collec- 
tion, enjoy  a visit  to  the  Sculpture  Gardens.  Also, 
see  a showing  of  one  of  the  great  film  classics. 
Lunch  will  be  optional.  Museum  admission  at 
door:  $2.50. 

WEDNESDAY,  SEPTEMBER  19 

10:30  a. m. -3:00  p.m.  FUN  SHOPPING  AT 
BLOOMINGDALE’S.  A guided  tour  will  be  con- 
ducted by  Mrs.  Milton  Helpern  and  Mrs.  Pauline 
Nodar  starting  from  the  hotel.  There  will  be  time 
out  for  lunch  at  Bloomingdale’s  Forty  Carrot’s 
Health  Bar  about  1 1:45.  Shopping  will  continue 
thereafter. 


SPOUSE  ACTIVITIES  Please  indicate  your  choice  & mail  to: 

1.  Museum  of  Modern  Art  Pauline  Nodar — Executive  Associate 

2.  Learn  Macrame  Medical  Society  of  the  State  of  New  York 

3.  Money  Management 420  Lakeville  Rd. 

4 Ostaro  Lake  Success,  N.Y.  11042 

5 Bloomingdale’s  Phone:  516-488-6100 

Name 

Address 

Phone 
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HOSPITALITY  CENTER 
Monarch  Suite— Third  Floor 
Open  daily  from  9 a.m.-5  p.m. 

We  will  help  you  plan  your  week  in  the  “Big 
Apple’’:  Beauty  Services  at  nearby  salons, 

Restaurants  of  interest,  all  of  these  at  varied 
prices.  Questions  will  be  answered  and 
sightseeing  highlights  will  also  be  presented. 

MONDAY,  SEPTEMBER  17 

10:30  a.m.  LEARN  MACRAME.  Mrs.  William 
Nightingale  will  give  instructions  on  how  to 
make  Macrame. 

11:30  a.m.  MONEY  MANAGEMENT.  Two 

distinguished  professionals  from  one  of  our 
leading  brokerage  firms  will  be  on  hand  to 
discuss  money  management  and  to  answer 
questions. 

TUESDAY,  SEPTEMBER  18 

3:30  p.m.  OSTARO.  The  Hindu  Astrologer, 
Ostaro,  T.V.  Host,  Publisher,  Producer,  will  be 
on  hand  to  speak  on  Astrology,  and  also  dispel 
many  misconceptions  on  the  subject.  (The 
astrologist  is  the  producer  and  host  of  “THE 
OSTARO  SHOW’’  on  Cable  T.V.).  Appoint- 
ments may  be  made  with  Ostaro  for  private 
consultations. 


Sightseeing  Highlights 
around  Manhattan 

New  York  City  has  much  to  offer  its  1 7,000,000  annual  visitors.  Here  we  suggest  some  of  the  newer 
and  unique  sights,  as  well  as  some  of  the  older  sights.  For  additional  information,  the  Convention 
Bureau  has  provided  brochures  covering  sightseeing  and  other  attractions  around  New  York  City. 
These  are  available  at  the  Medical  Society  Convention  Information  Desk  in  Albert  Hall. 


Washington  Square 
Outdoor  Art  Show 

Greenwich  Village  . . . September  15  & 16. 

Feast  of  San  Gennaro 

Mulberry  St.,  Little  Italy  (Chinatown) . . . Sep- 
tember 13-23. 

Citicorp  Center  Tower 

New  York’s  new  complex  includes  pedestrian 
plazas,  a skylit  atrium  and  urban  food  mall, 
ethnic  restaurants,  cafes  and  markets,  plus  an 
ultra-modern  church.  The  entire  block  between 
53rd  & 54th  Sts.,  Lexington  & Third  Avenues. 

Burlington  Mill 

A moving  walkway  takes  you  through  an  exhibit 
of  America’s  textile  industry.  See  the  world’s 
largest  quilt.  Avenue  of  the  Americas  at  54th 
St.  Open  Tuesday  through  Saturday,  10-7. 

The  New  York  Experience 

A multiscreen  show  that  unfolds  the  spectacular 
story  of  New  York  City,  past  and  present. 
Rockefeller  Center  (McGraw-Hill  Bldg.)  49th  St. 
& Avenue  of  the  Americas.  Open  daily. 

Songwriters  Hall  of 
Fame  Museum 

One  Times  Square  at  42nd  St.  Open  Monday 
through  Saturday,  1 1-3. 

Double-Deck  Buses 

A good  way  to  see  Manhattan.  Find  them  on 
Fifth  Avenue  (going  downtown)  and  Madison 
Avenue  (going  uptown). 

Aerial  Tramway 

To  Roosevelt  Island  and  back.  A breathtaking 
view  high  above  the  East  River.  Board  at 
Second  Avenue  and  59th  Street. 


Lincoln  Center  for  the 
Performing  Arts 

Broadway  & 65th  Street.  Daily  guided  tours. 

Metropolitan  Museum  of  Art 

New  Egyptian  Galleries,  including  the  Temple  of 
Dendur.  Fifth  Avenue  & 82nd  St.  Closed 
Mondays. 

World  Trade  Center 

The  complex  consists  of  1 10  story  twin  towers; 
an  observation  deck  in  one  tower,  and  the 
spectacular  Windows  on  the  World  restaurant 
on  the  107th  floor  of  the  other  tower.  There  are 
8 acres  of  shops  and  services  on  the  concourse, 
and  6 subterranean  levels  accommodating 
trains,  parking,  and  subways.  Located  on 
Church  Street  in  Lower  Manhattan  near  the 
Hudson  River. 

Auctions 

Sotheby  Parke  Bernet,  980  Madison  Ave.  (76th 
St.).  Closed  Sunday  & Monday. 

Christie’s,  502  Park  Ave.  (59th  St.).  Closed 
Sunday  & Monday. 

Phillips,  525  East  72nd  St.  (near  York  Ave.). 


Antiques 

Manhattan  Art  & Antiques  Center,  85  shops  and 
galleries.  Second  Ave.  & 55th  St.  Open 
daily. 


Circle  Line  Boat 

A delightful  3 hour,  conducted,  sightseeing  boat 
ride  around  the  island  of  Manhattan.  Pier  83, 
foot  of  West  43rd  St.  Daily. 


■ — 
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Letters  to  the  Editor 


Sickness  of  Hospitals 
Survival  requires  major 
medical  planning  not  Band-Aid 

To  the  Editor:  The  New  York  State  Department  of 

Health  is  responsible  for  overseeing  hospitals.  It  approves 
and  disapproves  facilities  and  services,  and  it  determines 
fair  rates.  In  actuality,  however,  under  Part  86  of  the 
Public  Health  Law  governing  reimbursement,  the  De- 
partment of  Health  has  conveyed  much  of  the  power  to 
regulate  reimbursement  to  the  Associated  Hospital  Plan 
of  New  York.  The  Associated  Hospital  Plan,  more  fami- 
liarily  known  as  Blue  Cross,  is  the  largest  private  insurer 
in  the  State.  It  also  helps  administer  Medicare  in  many 
areas.  Thus,  Blue  Cross  has  the  power  of  life  and  death 
over  much  of  the  private  hospital  system.  Asking  it  to 
regulate  its  own  payments  and  reimbursements  is  like 
asking  Willie  Sutton  to  stand  guard  over  our  banking 
system. 

The  hospitals  are  not  being  reimbursed  on  the  basis  of 
reasonable  costs  hut  on  a kind  of  mathematical  legerde- 
main that  can  penalize  a hospital.  Reimbursement  is 
based  on  the  facilities  a hospital  has  to  offer,  with  hospitals 
offering  similar  facilities  grouped  together.  Although  there 
are  many  different  groupings,  the  three  examples  cited 
below  show  the  inequality  of  the  system. 

Hospital  A is  a modern  efficient  voluntary  hospital  that 
is  known  among  the  medical  profession  for  accomplishing 
its  function  well.  The  $130  a day  that  Blue  Cross  reim- 
burses it  does  not  cover  the  hospital’s  actual  expenditures. 
It  loses  money,  therefore,  on  every  Blue  Cross  patient  it 
accommodates.  This  loss  can  force  the  hospital  to  take 
further  cost-cutting  measures  that  reduce  staff  and  ser- 
vices, or  forcing  it  to  close  its  doors. 

Hospital  B differs  from  hospital  A in  that  it  operates 
clinics  that  serve  the  surrounding  neighborhood.  As  a 
community-type  hospital,  with  hospital  physicians  in 
training  residencies,  it’s  considered  to  be  entitled  to  higher 
reimbursement. 

Hospital  C is  a major  teaching  hospital  with  a medical 
school  affiliation.  It  is  engaged  in  research,  in  training 
resident  physicians  and  medical  students,  in  operating 
clinics,  and  in  providing  patient  care.  Its  costs,  therefore, 
exceed  that  of  the  other  types  of  hospitals,  with  the  result 
that  the  reimbursement  rate  per  day  is  $180. 

To  put  the  difference  another  way,  reimbursement  at 
hospital  A is  for  care  alone.  At  hospital  B,  it  also  helps  pay 
for  clinics.  At  hospital  C,  the  appendectomy  reimburse- 
ment goes  for  that  arid  for  other  services,  including  delicate 
brain  and  heart  surgery  that  hospitals  A and  B aren’t 
equipped  to  do. 

Just  how  artificial  these  rate  formulas  are  can  be  shown 
by  comparing  them  with  Medicare  and  Medicaid.  At  one 
hospital,  Blue  Cross  (in  round  f igures)  reimburses  $170  a 
flay,  while  Medicaid  reimburses  $132,  and  Medicare,  $205. 
One  re  ason  for  the  difference  is  that  Medicare  reimburses 
according  to  a formula  based  on  retrospective  care,  the 


actual  care  costs  in  the  past  paid  on  an  interim  basis  and  ; 
adjusted  for  the  present  to  reflect  changes  from  the  past 
to  the  present.  Blue  Cross,  on  the  other  hand,  bases  its 
reimbursement  on  prospective  rates.  This  means  that 
rates  for  1978,  for  example,  are  based  on  projecting  what  j 
future  rates  will  be.  Hospitals  then  have  to  live  within  I 
these  rates,  regardless  of  how  actual  costs  may  rise. 

What  should  hospitals  do? 

1.  Asa  start,  some  hospitals  have  brought  suit  against 
Blue  Cross  to  get  fair  reimbursement.  Such  suits  can  take 
years.  In  the  meantime,  some  hospitals  have  already 
closed;  others  may  be  forced  to  do  so. 

2.  Physicians  can  help.  They  have  been  blamed  for 
the  high  costs  of  hospitalization  because  they  kept  patients 
in  hospitals  longer  than  necessary,  increasing  reimburse- 
ment, in  effect,  raising  insurance  rates.  PSROs  (Profes- 
sional Standards  Review  Organizations)  have  discouraged 
such  practices.  These  PSROs,  composed  of  physicians  and 
nurses,  and  so  forth,  investigate  medical  charts  and  ques- 
tion any  stay  considered  prolonged.  This  abuse,  as  ac- 
knowledged by  a recent  Federal  study,  is  not  considered 
a major  factor  any  longer. 

3.  Hospitals  can  do  more,  through  vigilant  and  vigorous 
cost  containment  and  reduction  with  savings  reinvested 
in  improvements  and  updating  facilities.  Since  illnesses 
do  not  know  a 5-day  week,  hospitals  should  be  operating 
on  a 7-day  week,  which  can  be  done  by  a more  efficient 
distribution  of  personnel.  Hospitals  also  must  be  re- 
minded to  restore  humanity  and  a touch  of  kindness  in  our 
computerized  age. 

4.  An  experiment  being  tried  in  some  states  is  to 
reimburse  hospitals  on  the  basis  of  a diagnosis.  For  ex- 
ample, if  the  average  cost  of  an  appendectomy  is  deter- 
mined to  he  $500,  each  and  every  hospital  receives  $500. 
Many  hospitals  favor  this  solution  because  it  repays  actual 
costs  for  actual  services.  Patients  with  complications  or 
requiring  delicate  heart  or  brain  surgery  aren’t  penalized 
Their  reimbursement  is  also  based  on  diagnosis.  At  the 
same  time,  appendectomy  patients  would  not  be  subsi- 1 
dizing  the  more  complicated  care  of  other  illnesses. 

5.  A possible  solution,  worth  a try,  is  to  let  hospitals 
have  a hand  in  determining  their  own  rates.  Their  deter 
ruination  of  reimbursement  rates  then  could  be  approved 
or  adjusted  by  the  Department  of  Health.  The  average  ol  j 
all  hospitals  could  be  considered. 

6.  As  far  as  the  excess  bed  capacity  of  the  municipa  . 
system  is  concerned,  logic  dictates  a severe  pruning  i; 
necessary. 

7.  There  remains  the  question  of  who  is  to  set  reim 
bursement  rates,  as  they  presently  stand.  The  only  rea 
solution  is  to  take  Blue  Cross  out  of  the  regulatory  business 
The  New  York  State  Department  of  Health  should  regulati 
reimbursement  rates  for  the  hospitals,  for  it  is  the  agenc; 

I hat  is  responsible,  either  through  its  own  office  or  througl 
another  agency.  It  should  take  this  responsibility,  givei 

continued  on  page  I32'.\ 
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have  long  formed  a coalition  supporting  his  health  legis- 
lation. 

Attending  the  news  conference  at  Kennedy’s  side  was 
Representative  Henry  Waxman  (I).,  Calif.),  Chairman  of 
the  House  Commerce  Subcommittee  on  Health,  who  has 
agreed  to  sponsor  the  bill  in  the  House. 

Other  lawmakers  lining  up  with  Kennedy  were:  Sena- 
tors Harrison  Williams  (1).,  N.J.),  Claiborne  Pell  ( 1).,  R.I.), 
Howard  Metzenbaum  (1).,  Ohio),  Don  Reigle  (1).,  Mich.), 
Alan  Cranston  (D.,  Calif.),  Jacob  Javits  ( R ..  N.Y.),  and 
Lowell  Weicker  (R.,  Conn.).  Representatives  on  hand 
were  Representatives  William  Brodhead  (D.,  Mich.), 
Mickey  Leland  (I).,  Texas),  Andrew  Maguire  (I).,  N.J.), 
and  James  Shannon  (1).,  Mass). 

Under  the  Kennedy-Labor  plan,  all  people  would  he 
covered  by  health  insurance  plans  with  Federal  financing 
of  coverage  for  the  poor  and  the  aged.  An  health  insurance 
card  would  be  issued  everyone. 

The  benefits  would  cover  virtually  all  hospital  and 
physician  charges  without  deductibles  or  co-insurance. 

Prospective  budgeting  of  hospital  and  negotiated  fee 
schedules  for  physicians  would  he  the  principal  method  of 
cost  control.  Hospitals  and  physicians  would  he  paid  on 
the  basis  of  prenegotiated  amounts  and  there  could  he  no 
added  charges. 

The  program  would  be  administered  by  a National 
Health  Insurance  Board  appointed  by  the  President.  A 
majority  would  he  consumer  representatives. 

Insurers  must  be  a member  of  a consortium  of  insurance 
companies,  Blue  Cross-Blue  Shield  Plans,  Health  Main- 
tenance Organizations,  or  Independent  Practice  Associa- 
tions. 

Medicare  would  be  upgraded.  Prescription  drugs  would 
he  covered  for  the  elderly.  Medicaid  would  he  re- 
formed. 

Employers  would  pay  a premium  related  to  total  wages, 
meaning  employers  paying  high  wages  would  pay  more  for 
health  insurance  than  employers  paying  low  wages. 
Business  would  have  to  pay  at  least  (55  percent  of  the  cost 
of  premiums. 

The  American  Medical  Association  immediately  blasted 
the  Kennedy  plan.  ‘‘Rationing  of  health  care  services,  new 
Federal  regulation,  and  huge  new  costs  would  he  the  in- 
evitable result  of  Senator  Kennedy’s  latest  proposal  on 
health  insurance,”  said  James  H.  Sammons,  M.I).,  Asso- 
ciation Executive  Vice  President.  “The  AMA  continues 
to  believe  that  consumer  choice,  private  insurance,  and 
limited  government  regulation  should  he  at  the  heart  of  our 
health  care  system,”  Sammons  indicated. 

“The  Kennedy  program  while  talking  about  private 
, sector  involvement  continues  to  build  government  regu- 
lation. Under  the  proposal  it  appears  that  the  insurance 
companies  would  be  little  more  than  administrators  for  the 
plan. 

“Senator  Kennedy’s  proposal  ignores  the  current  reali- 
, ties  of  the  U.S.  economy  and  long-range  forecasts  for  con- 
tinuing inflation  by  calling  for  costs  of  nearly  $30  billion 
per  year  eventually. 

“The  AMA  continues  to  support  an  expansion  of  ade- 
quate basic  and  catastrophic  insurance  through  private 
sector  programs.” 

* * * 

The  Federal  Trade  Commission  staff,  carrying  on  its 
Holy  War  against  the  medical  profession,  has  proposed 


that  physician  membership  on  Blue  Shield  boards  be 
slashed  back.  After  a three-year  study,  the  staff  concluded 
that  physician  control  of  local  Blue  Shield  boards  may 
violate  the  antitrust  laws  and  boost  medical  costs. 

A long  legal  and  procedural  process  lies  ahead  before  any 
formal  governmental  action  is  possible.  The  rule-making 
proceeding  recommended  by  the  staff,  which  must  be  ap- 
proved by  the  FTC,  would  be  the  f irst  such  action  by  the 
FTC  in  an  antitrust  issue. 

Walter  McNerney,  President  of  Blue  Cross  and  Blue 
Shield  Associations,  said  the  FTC’s  proposed  regulation 
is  “unnecessarily  costly  to  America’s  taxpayers,  potentially 
harmf  ul  to  Blue  Shield  subscribers,  and  factually  unsup- 
portable.” 

The  FTC  staff  claimed  in  a 409-page  report  that  physi- 
cians control  decision  concerning  payment  to  physicians, 
and  coverage  or  benefits,  in  most  of  the  nation’s  70  Blue 
Shield  plans.  As  of  1978,  physician  organizations  selected 
the  majority  of  members  of  the  governing  boards  of  32 
plans,  and  physician-controlled  committees  supervised  or 
participated  in  decisions  about  payments  and  claims  in  67 
plans. 

The  staff  concluded  that  some  forms  of  medical  partic- 
ipation in  control  of  Blue  Shield  and  other  plans  may  be 
illegal  as  violations  of  the  antitrust  laws  or  as  unfair  con- 
flicts of  interest. 

“Medical  control  of  a plan  means  that  physician  orga- 
nizations set  or  strongly  influence  the  prices  that  their 
members  will  be  paid  by  the  plan,”  the  report  says. 

“The  structural  relationship  that  exists  between  phy- 
sician organizations  and  most  Blue  Shield  plans  raises  in- 
herent antitrust  conflict-of-interest  problems  that  have 
manifested  themselves  in  numerous  specific  instances 
when  the  medical  profession’s  interests  have  prevailed  over 
subscribers’  interests  in  the  making  of  Blue  Shield  policy,” 
the  report  continued. 

The  staff’s  draft  rule  declares  it  an  unfair  method  of 
competition  for  any  physician  organization  directly  or  in- 
directly to  participate  in  controlling  any  open-panel 
medical  prepayment  plan. 

The  proposed  rule  bars  anyone  from  serving  on  the 
governing  body  of  an  open-panel  plan  as  a representat  ive 
of  a physician  organization  and  prohibits  plans  from  per- 
mitting such  representatives  to  serve  on  their  governing 
bodies. 

Individual  physicians  who  compete  in  providing  services 
covered  by  a plan  could  not  compose  more  than  25  percent 
of  the  plan's  governing  body,  regardless  of  whether  they 
represent  a physician  organization. 

“Although  we  cannot  at  this  time  calculate  the  cost 
savings  that  would  result  from  the  rule,  we  believe  that  they 
would  be  substantial,”  the  staff  said. 

♦ * * 

The  Administration  has  opened  an  expanded  attack  on 
alcoholism  with  $22  million  for  training,  prevention,  and 
treatment. 

“The  major  new  Administration  initiative”  was  an- 
nounced by  HEW  Secretary  Joseph  Califano  in  a speech 
before  the  National  Council  on  Alcoholism. 

Expressing  President  Carter’s  commitment,  Califano 
said,  “it  is  time  to  prove  to  the  American  people  that  al- 
coholism is  not  only  a treatable  disease,  but  a beatable 
disease.” 

“The  veil  of  shame  and  denial  that  once  hung  over  the 
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disease  of  alcoholism  is  lifting,”  said  Califano.  ‘‘More  and 
more  courageous  Americans — from  Betty  Ford  to  Wilbur 
Mills  to  Harold  Hughes — are  standing  up  and  saying,  ‘I 
have  suffered  from  this  disease,  and  I am  recovering.’  ” 

HEW  plans  to  focus  special  attention  on  an  alcohol 
problem  of  teenagers,  women,  and  pregnant  women. 

* * * 

Senator  Abraham  Ribicoff  (D.,  Conn.),  a major  power 
in  health  for  almost  two  decades,  has  announced  he  will 
retire  at  the  end  of  the  current  congressional  session. 
Ribicoff  served  as  Secretary  of  the  HEW  Department 
under  President  Kennedy.  As  a member  of  the  Health 
Subcommittee  of  the  Senate  Finance  Committee,  Ribicoff 
has  played  an  active  part  in  shaping  health  legislation.  He 
has  joined  with  Senate  Finance  Committee  Chairman 
Russell  Long  for  several  years  in  sponsoring  a catastrophic 
benefit  approach  to  national  health  insurance. 

* * * 

Hale  Champion  is  resigning  as  number  two  man  at 
HEW.  The  Undersecretary  is  returning  to  Harvard  Uni- 
versity where  he  served  as  financial  vice  president  before 
coming  to  HEW  in  March,  1977.  One  of  the  reasons  be- 
hind Champion’s  departure  is  a new  series  of  government 
regulations  that  might  have  made  it  difficult  for  him  to  take 
a private  post  that  involved  dealing  with  his  old  agency. 

HEW  Secretary  Joseph  Califano  last  year  wanted  to 
make  Champion  Social  Security  Administrator,  hut  the 
White  House  nixed  the  deal.  Current  Social  Security 
Chief  Stanford  Ross,  Califano’s  candidate  at  the  time  for 
the  undersecretaryship,  may  get  it  this  time  around. 

* * * 

Lewis  A.  Engman,  a former  chairman  of  the  Federal 
Trade  Commission,  will  become  president  of  the  PMA 
(Pharmaceutical  Manufacturers  Association)  on  July  1. 
He  succeeds  C.  Joseph  Stetler,  who  retires  after  14  years 
as  head  of  the  PMA. 

Engman,  43,  was  FTC  chairman  from  1973  to  1976. 
Prior  to  that  he  had  served  on  the  President’s  Commission 
on  Consumer  Interests,  the  Office  of  Consumer  Affairs,  and 
the  Domestic  Council. 

A native  of  Grand  Rapids,  Michigan,  Engman  was 
graduated  f rom  the  University  of  Michigan  in  1957.  He 
took  a year  of  postgraduate  study  at  the  London  School  of 
Economics  and  received  his  law  degree  from  Harvard 
University  in  1961. 
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to  it  by  law,  instead  of  abdicating  that  responsibility  to  one 
of  the  very  groups  it  should  be  regulating. 

8.  Inflation  is  a major  cause  of  hospital  problems.  The 
root  cause  of  inflationary  pressure  is  the  cost  of  fuel.  Ef- 
fective political  action  is  needed,  directed  at  high  energy 
costs,  and  not  misdirected  at  the  medical  profession. 

ARTHUR  ANCOWITZ,  M.D. 

898  Park  Avenue 
New  York,  N.Y.  10021 

Arrhythmia 

To  the  Editor:  In  Commenting  on  the  Electrocardiogram 
of  the  Month,  Question  262  [New  York  State  Journal  of 
Medicine  79:  239  (Feb.)  1979],  the  column  editors  describe 
the  arrhythmia  as  a “Wenckebach  phenomenon  of  the 
sinus  node.”  This  is  a rather  confusing  designation  since 
the  term  “Wenckebach  phenomenon”  is  generally  associ- 
ated with  disturbed  impulse  transmission  at  the  AV 
junction  with  progressive  lengthening  of  the  PR  interval 
to  the  point  that  an  atrial  P wave  is  no  longer  con- 
ducted. 

The  confusion  is  compounded  by  the  editors’  comments 
describing  the  tracing  as  a “progressive  shortening  of  the 
PR  interval  followed  by  a pause.”  The  PR  interval  in  this 
tracing  is  fixed  at  0.15  seconds,  and  it  is  not  the  PR  interval 
hut  rather  the  PP  interval  which  is  progressively  shortened 
and  which  culminates  in  a blocked  P wave. 

The  use  of  the  term  “Wenckebach  phenomenon”  in  such 
a dual  context  can  only  serve  to  confuse  the  noncardiologist 
and  underscores  the  need  for  a simple,  unified  nomencla- 
ture (JAMA  240:  868,  [Sept.  1]  1978). 

SEYMOUR  M.  GLUCK,  M.D.,  F.A.C.P. 

1204  Reach  9th  Street 
Far  Rockaway,  N.Y.  11691 

Reply  by  Ira  L.  Rubin,  M.D., 
and  Julian  Frieden,  M.D. 

To  the  Editor:  In  response  to  the  letter  from  Dr.  Gluck, 
he  is  correct.  There  was  a typographical  error  in  the  next 
to  the  last  line  to  question  #262  which  we  failed  to  recog- 
nize on  the  proofs.  The  sentence  should  have  read  “in 
the  sequence  of  progressive  shortening  of  the  P-P  inter- 
val ...  .” 

Many  authorities  use  the  term  Wenckebach  phenome- 
non of  the  S-A  node  to  describe  this  arrhythmia.  It  seems 
a logical  term  as  it  describes  a phenomenon  in  the  S-A  node 
which  closely  resembles  that  occurring  in  the  A-V  node. 

IRA  L.  RUBIN.  M.D. 

JULIAN  FRIEDEN.  M.D. 

Montefiore  Hospital  and  Medical  Center 
111  East  210th  Street 
The  Bronx,  N.  Y.  10461 
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words.  For  replies,  your  name  and  address,  or  tele- 
phone number  should  appear  at  the  end  of  your  copy, 
and  be  included  in  the  total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd. 

Lake  Success,  N.Y.  11042  Date  .... 

Name  

Please  Print 

Address 

I enclose  $ to  include  $15.00  for  the  first  50  words  or  less,  plus  20$  for 

each  additional  word.  Checks  are  made  payable  to:  New  York  State  Journal 
of  Medicine 

Number  of  insertions 

Assign  a Dept,  number  for  replies  (50$  per  insertion) 
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Army  Medicine 
wants  more  doctors 
who  specialize. 

If  you’re  a physician  specializing  in  orthopedics,  anesthesiology,  radiology, 
obstetrics  and  gynecology,  ophthalmology  or  otolaryngology,  we’ve  got  a full 
range  of  career  opportunities  for  you. 

These  opportunities  are  available  in  a setting  that’s  about  as  free  from 
non-medical  distractions  as  it’s  possible  for  a practice  to  be.  If  you’re  a doctor 
who’s  more  interested  in  practicing  medicine  than  the  running  of  a practice, 

Army  Medicine  could  be  perfect  for  you.  Just  call  your  local  Army  Medical 
Counselor,  and  he  or  she  will  discuss  specific  assignment  opportunities  with  you. 

Counselor/ Phone  Number 

Captain  Kenneth  Ledford  (315)  423-5447 
or 

Captain  David  Stanton  (516)  538-7066 

Army  Medicine.  The  practice  that’s  practically  all  medicine. 


LOANS  TO  PROFESSIONALS:  Loans  now  available  to  physicians  and  physic 
in-training.  Easy  payments.  Loans  to  $50,000  and  more;  unsecured;  no  collat 
necessary.  Consolidate  all  debts  or  any  purpose  loans.  For  full  information 
A.  Clayton  Itieder,  Financial  Consultant  (516)  935-1234  or  write  Dept.  711 
NYSJM. 


EQUIPMENT 


FOR  SALE;  EKTAMATIC  PROCESSOR,  model  214-K.  Unit  produces  fast  it 
from  processed  negative.  Never  used;  in  original  carton.  $400.  Dept.  71  » 
NYSJM. 

WANTED:  USED  X-RAY  EQUIPMENT.  Prefer  300  MA.  Picker  or  (IE  4 I 
interested  in  tluoroscopy  features.  Will  consider  other  models  and  specifics  4 
Call  (212)  257-5600  office;  or  (212)  531-8848  home. 


1979  ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 
Sheraton  Centre  New  York 

HOUSE  OF  DELEGATES: 

Sunday,  Sept.  16-Thursday,  Sept.  20 

SCIENTIFIC  MEETINGS  & EXHIBITS: 

Saturday,  Sept.  15-Monday,  Sept.  17 


MISCELLANEOUS 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT-  TACTFUL  YET  SUC 
cessful-  40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212) 730-0069  . 


DOCTOR!  ACQUIRING?  TRANSFERRING?  APPRAISING  a medical 
practice?  We  offer  the  largest  selection  of  medical  practices  (all  specialties)  on 
the  East  Coast.  We  help  finance  the  purchase,  structure  the  transaction  for 
maximum  tax  benefits  and  help  transfer  the  patients  from  one  doctor  to  another 
and  from  location  to  another.  Free  appraisals  for  the  practices  listed  with  us. 
Free  consultations  in  our  offices.  Call  (212)  445-9797;  (212)  793-3597,  or  write: 
Frederic  Katz,  Ph.D.  Associates  Agency  Inc.,  42-27  Union  St.,  Flushing,  N.Y. 
11355. 


\ 

PHYSICIANS  NEEDED 

3 — Family  Practitioners 
1 — Pediatrician 
1 — Ob/Gyn  Physician 

SCHUYLER  HOSPITAL,  INC. 

Montour  Falls,  New  York  14865 
John  J.  McDonald,  Administrator 

607-535-7121 

Y __ J 
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HYSICIANS  WANTED 


1YSIC1ANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York.  Now  Jersey,  Connecticut/ permanent  full-half  time  as  well  as  temporary 
tnd  per  diem  basis  Client  inquiries  invited  For  further  info  contact 
Karrey  Associates,  agency  for  Execu  Med.  23-25  East  26th  St  New  Mirk. 
\ V 10010.  Telephone:  (212)532-7625. 

•'PUTY  COUNT'*'  HEALTH  DIRECTOR.  Monroe  County,  Rochester,  N Y 
\ To  design/supervise  epidemiologically  sound  planning  and  evaluation  studies. 

Review/supervise  255  physicians,  nurses,  and  other  staff  in  personal  health  ser 
, vices  programming.  Physician  with  MPH  or  one  year  public  health  experience. 

I Curriculum  vita  to  Joel  Nitzkin,  M.D.,  Monrue  County  Health  Department,  1 1 1 
Westfall  Rd.,  Caller  632,  Rochester,  N.Y  14692. 

IlCUMS,  EMERGENCY  ROOM  PHYSICIANS  front  May  through  September. 
Must  have  N.Y.  license  and  D.E.A.  certificate  Send  letter  and  ( \ to:  James 
F.  Stehli,  Physician  Service  Associates,  33  Mitchell  Ave.,  Binghamton,  N't 
13903 

II ’UDENT  HEALTH  PHYSICIAN  for  co-ed  liberal  arts  college  of  1600  students 
in  upstate  New  York.  Full  in-  and  out-patient  facilities  with  ample  nursing 
coverage.  X-ray  and  lab;  rotate  with  other  physician  who  also  serves  as  Medical 
Director.  Sensitivity  to  medical  problems  of  young  men  and  women  essential; 
interest  in  sports  and  dance  injuries  helpful.  An  Equal  Employment  Opportunity 
Employer.  Send  credentials  to  Director,  Rudd  Health  Center,  Hamilton  College, 
i Clinton,  N.Y.  13323. 


\LED0N1A,  NEW  YORK.  Livingston  County  needs  a family  physician. 
Contact:  William  S.  Andaloro,  M l).  3144  Church  St.,  Caledonia  14423.  I el: 
j ((716)  538-6250. 

UERGENCY  PHYSICIAN  FOR  MID-ATLANTIC  STATE  community. 
Background  in  emergency  care,  family  practice,  medicine,  pediatrics  or  surgery. 
Modern  emergency  department.  Metropolitan  population  270,000;  clean  en- 
ivironment;  good  schools,  local  colleges;  cultural  advantages.  N ear  round  outdoor 
-ports.  Forty  hour  week;  one  month  off;  salarv  competitive.  Send  C.V.  to  Dept 
722.  c/o  NYSJM. 

/'.UROLOGIST.  3 HOURS  PER  WEEK  for  private  multi  specialty  group  on  the 
1 '.rand  Concourse.  Bronx,  to  do  oflice  work-ups.  No  Medicaid.  Send  name,  ad 
‘Iress  and  phone  number  to  Dept.  729.  c/o  NN  S.JM. 


VvNTED:  ASSOCIATE  OR  PARTNER  in  general  practice,  downtown  Sehe- 
ectadv,  N.Y.  Excellent  opportunity  to  expand  established  solo  practice  into 
mall  group  practice.  Write  Dept.  731 . c/o  NYSJM. 


R0L0G1ST,  PART-TIME,  for  private  multi-specialty  group  on  the  Grand 
Concourse  in  Bronx.  N.Y.  to  do  GU  procedures  in  Bronx  hospitals.  No  Medicaid. 
Send  name,  address  and  phone  number  to  Dept.  726.  c/o  N't  SJM. 


CPORTUNITIES  IN  EMERGENCY  MEDICINE:  Immediate  full-time 

penings  available  in  southeastern  United  States;  excellent  income.  Contact: 
'.obert  Coolidge.  Southeastern  Emergency  Physicians,  304  High  St..  Chatta- 
ooga.  Tennessee  37403.  (615)  756-4187. 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Classes  day  or 
night. 

Licensed  by  N.Y.  Slate 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


Your  choice  of  7 
courses  in  the 


growing 

health  care  field: 

Med.  Asst.,  Dental  Asst.. 
Med.  Lab.  Technician. 
Geriatric  & Pediatric 
Aide  (Nurse's  Assts  ), 
Med.  & Dent.  Secy.. 
EKG  Technician, 

Legal  Assistant. 


'Westchester' Sctiool 


I ( >R  PAR \PR<  >1  I SS|(  >\  M I R MNING  - 
130  Ontario  Si  . \ll), tin.  N.Y  12206  - (5181  162  6621 
1 N Broaduav.  While  Plains  N Y 10601  (9111  128  I960 
275  Broitdliollou  Rd  (Ric  110).  Melville.  N 5 1 1716  . (516)  752  1060 


f NEEMA  EMERGENCY  MEDICAL  ^ 

— a professional  association — 


V 


EMERGENCY  MEDICINE  POSITIONS  available  with  emergency 
physician  group  throughout  Pa.,  N.Y  . N.J..  Mich,  and  Southeastern 
US  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
service  with  minimum  guarantee  provided  Malpractice  paid  Practice 
credits  towards  board  certification.  Physician  department  directors 
also  desired  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste. 
400.  399  Market  St  , Phila  . PA  19106  oi  phone  215-925-3511. 


"E  ERGENCY  ROOM  PHYSICIANS  WANTED:  Finger  Lakes  region  of  New 
ork  State,  a beautiful  area  in  which  to  live.  work,  and  play.  Excellent  schools 
tmpetifive  salary,  40  hour  week.  4 weeks  vacation.  Complete  "back-up"  con- 
dtation  service  available  to  physician.  Write:  Administrator.  Tompkins 
j ounty  Hospital.  Ithaca.  N.Y.  14850. 


• J LLSVILLE.  NEW  YORK.  ALLEGANY  COUNTY  needs  an  Ob-Gyn  specialist 
join  an  established,  active  practice  immediately.  Contact  Jaffer  Hasan.  M I).. 
, diet  Ob-Gyn.,  Jones  Memorial  Hospital.  191  No.  Main  St.,  Wellsville.  N.Y. 

rk 


>I0L0(  .IS  F at  a 275-lted  Smithtown  hospital  seeking  hospital-based  associate 
th  training  in  general  radiology,  specifically  ultrasound  and  echocardiography, 
intact  I)rs.  \\  eber  and/or  Bloom,  between  8 and  4.  (516)  979-4045. 


„ -,RGENC\  ROOM  PHYSICIAN:  Needed  one  emergency  room  physician 
join  6-man  group  in  new  emergency  facility  of  a 360-bed  acute  general  hospital, 
lliated  with  new  medical  school  at  Marshall  University.  40,000  visits  annually, 
xellent  salary  guarantee  against  fee  for  service  plus  fringe  benefits,  including 
dpractice  insurance.  Emergency  resident  graduate  students  preferred.  Send 
x to:  E.  B Santos.  M.D.,  Director  of  Emergency  Department.  Cabell  Hun- 
tgton  Hospital,  1340  Hal  Greer  Blvd.,  Huntington,  West  Virginia  25701. 


PHYSICIANS 

1 Openings  are  available  throughout  the  U.S.  for  physicians  seeking 
choice  positions  with  industry  for  occupational  medicine,  pharma- 
ceutical firms,  and  hospitals,  and  in  solo  and  group  practice.  Absolute  : 
confidentiality  is  assured. 

Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH, 

Director  of  Medical  Placement 

D AVIS-OMEGA  SSTSSfc.  io.3e 

(212)  840-0899 
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Equa-Lease 

$165°° 

Per  Month  x 36  Months 

CHEVROLET  BUICK 

MONTE  CARLO  REGAL 

FORD  OLDSMOBILE 

T-BIRD  Equipment  CUTLASS 

V-6  Automatic  PS  . P B 
R Def  Air  T G 
AM-FM  W W Radials 
B S Mldg  Wheel  Covers 

vmM’T  Just  pay  rent' 

[Jy  P|  | build  equity  at  the 
same  time 

You  have  the  option  to  buy  the  car  at 
the  end  of  the  lease  at  10%  over 
current  wholesale  used  car  value. 

It's  Your  Option  - Not  Ours 

Call  Don  Kaler 
Peter  Biolsi 
At  516-222-9041 

CARANN  LEASING 

An  approved  MSSNV  Membership  Benefit 

Roosevelt  Raceway.  Westbury  New  York 


PHYSICIANS  WANTED— CONT  D 


ORTHOPEDIC  SPECIALIST  NEEDED:  An  upstate  New  York  college  com- 
munity is  in  urgent  need  of  a physician  specializing  in  orthopedics  for  two  modern 
hospitals  servicing  an  area  of  100,000  people.  University  medical  center  located 
in  Syracuse,  nearby.  For  further  information,  call  collect  (315)  349-5526  or  write: 
•J.  Sherwood  Dunham,  Oswego  Hospital,  Oswego,  N.Y.  13126. 


FAMILY  PRACTICE  PHYSICIAN:  An  Upstate  New  York  college  community 
is  in  urgent  need  of  physicians  specializing  in  family  practice  primary  care.  Two 
modern  hospitals  service  an  area  of  100,000  people.  University  medical  center 
in  Syracuse  is  nearby.  For  further  information,  call  collect  (315)  349-5526  or 
write:  J.  Sherwood  Dunham,  Oswego  Hospital,  Oswego.  N.Y.  13126. 


Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year’s  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

Now  York  Hempstead.  LI 

254  West  54  Street  1 75  Fulton  Avenue 

(212)247-3434  (516)481-2774 


PHYSICIANS  WANTED— CONT  D 


NEW  YORK:  BOARD  CERTIFIED/ELIGIBLE  Obs/Gyn  to  join  solo  certifiec 
practitioner  in  high  quality  Obs/Gyn  practice  in  New  York  Metropolitan  area 
Great  opportunity  to  expand.  Salary  negotiable.  Call  (212)  849-8674. 


PRACTICES  AVAILABLE 


MEDINA,  N.Y.  PHYSICIAN  RETIRING:  Office  building  and  practice  for  sale 
Established  43  years.  Moderate  4 room,  furnished  and  equipped  for  out  patien 
and  diagnostic,  and  ambulatory  surgery.  On  ground  floor,  1400  sq.  ft.  availabk 
space.  Central  air  conditioning.  Apartment  on  second  floor  rented  with  goo< 
income.  Two-car  garage  attached.  Excellent  area.  Hospital  nearby.  Pricei 
$45,000.  Will  consider  taking  mortgage.  Call  (716)  798-4272. 


CARDIOLOGY:  EXCELLENT  OPPORTUNITY  for  young  cardiologist  to  ta 
over  established  practice  in  Queens.  Write  Dept.  730,  c/o  NYSJM. 


WILLISTON  PARK,  N.Y.  INT.  MED./F.P.  Fully  equipped  office  and  practi 
for  sale  in  prof,  building.  Active  practice  of  20  vrs.  with  excellent  income.  Ne 
hospitals,  excellent  schools;  one  hour  from  Manhattan.  W’ill  introduce.  C 
(516) 747-8780. 


SEMI  RETIRED  OPHTHALMOLOGIST-OTOLARYNGOLOGIST  wishes 
sell  office-home  combination  in  residential  area  of  Poughkeepsie,  N.Y.  Two  I 
hospitals.  Equipment  and  practice  negotiable.  Office  addition  convertible 
other  practice  or  extended  living  quarters.  (9141  452-1223. 


AVAILABLE  IMMEDIATELY,  DBG  PRACTICE  with  excellent  income,  loca 
Oswego  County,  N.Y.  Marshall  Erdman  building.  Excellent  relations  ; 
coverage  with  four  other  OBG's.  Will  introduce.  Retiring  due  to  age.  I)< 
735,  c/o  NYS.IM, 


INTERNAL  MEDICINE:  Long  established,  well  equipped,  lucrative  pra< 
lor  sale.  North  Shore,  Long  Island,  near  teaching  hospitals.  Will  introc 
Dept.  736,  c/o  NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  FACA,  well  trained,  long experi 
wishes  to  relocate  in  Metropolitan  area.  New  York,  New  Jersey  license, 
offer.  Dept.  737,  c/o  NYSJM. 

BOARD  CERTIFIED.  FAMILY  PRACTICE,  experienced  seeks  locum  tent 
part  time  position  immediately  in  upstate  area  of  New  York  State.  Exct  I 
references.  Reply  Dept.  734,  c/o  NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SIX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  bi 
in  Lynbrook,  L I Available  immediately.  Centrally  located  near  majt 
pitafs.  Call  (212)  297-4140. 


DOCTORS  OFFICE  SPECIALIS  I FOR  PROMPT.  EFFICIENT  SK  I 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  h 
or  appraise  a co-op.  contact  Nathan  H Friedman  of  Douglas  EllimanJ 
& Ives,  Inc.,  745  Fifth  Ave..  N Y . N.Y.  12121  832-5571. 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.  NYC  LEXIN  »* 
Professional  Center.  Inc  Part  time  & full  time  medical,  dental,  psyel 
office  suites.  Furnished  dv  equipped.  24  hour  answering  service;  recep  I 
Mail  service;  cleaning.  X ray  & clinical  laboratory  on  premises.  N> 
necessary  Rent  by  the  hour  or  full-time.  (212)861-9000. 


DOCTOR’S  OFFICES  FOR  RENT  by  the  hour  or  full  time.  Modern 
building  equipped  for  out-patient  diagnostic  work-up  and  ambulatory  i J 
Ideal  for  medical  and  surgical  specialists.  42-78  Main  St.,  Flushing,  N. 
539-8800. 
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IE AL  ESTATE  FOR  SALE  OR  RENT -CONT  D 


IEDICAI.  SUITE,  WHITE  PLAINS.  N.Y  New  professional  building  near  White 
Plains  Hospital.  Prime  space,  footage  flexible.  (914)  949-0555,  or  946-3737. 

•FFICE  FOR  SALE,  MONROE.  NEW  YORK:  50  min.  N.  (leo.  W Bridge. 
Physician’s  home/office.  15  years.  It  bedrooms  + 2 eave-bedrooms,  l1  baths, 
5 r<Him  professional  suite.  Perfect  location.  Ample  parking.  $07,90(1.  L.  Krivit, 
M.l)„  (914)  783-2080. 


TATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  and  is  located  near  S.  I.  Ferry,  all  transportation,  schools,  city  buildings 
and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otolaryn- 
gologist. general  practitioner,  internist,  pediatrician  and  ophthalmologist.  For 
further  information  contact  Paul  (212)  447-8001. 


j IH’TH  SHORE.  LONC!  ISLAND.  FREEPOR  I Modern  ground  floor  suite  lor 

I rent  in  active  medical  building;  I ,3(Ki  sq.  ft.  suitable  lor  any  type  practice.  Lead 
lined  X-rav  room  and  dark  room.  Referrals  Reasonable.  (51(5)  .178-1414  or 
.179-5005. 


ERRICK.  LONC!  ISLAND:  Corner  plot  approx.  I8.50tl.sq  It  with  large.  2-sior\ 

; (Colonial  dwelling.  Ideal  for  a starter  location  or  an  expanding  practice.  Assn 
finable  low  interest  rate  mortgage.  Existing  or  convenient  terms  available.  Low. 
low  taxes.  Asking  $84,500.  Call  ow  ner  (516)  .'178-5715. 


>R  SALE:  MAONIFICIENT  RESIDENTIAL  ESTATE  in  the  incomparable 
Round  Hill  Section  of  the  Town  of  Greenwich,  Conn.,  in  suburban  New  York: 
jl9-room  stately  mansion  commanding  a glorious  hill  top  view,  approximately 
six  acres  of  rolling  landscaped  grounds,  5-car  garage,  deluxe  chauffeur's  apart  - 
nent.  heated,  custom-designed  swimming  pool,  all-weather  tennis  court,  pavil- 
ion. private  gasoline  station,  etc.  Price  reduced  to  $485,000.  K.  Mustafa.  M.D. 
lavs  (212)  579-5213/4;  evenings/weekends  (2011)  869-8719/8427. 


.USHING.  QUEENS:  DOCTOR  S OFFICE  in  luxury  air  conditioned  corner 
| milding.  Approximately  1200  sq.  ft.  Excellent  local  ion  near  hospitals  and  all 
transportation.  Available  September  I.  1979.  142-15  Franklin  Ave„  Corner 
nion  St..  Flushing.  N.Y  (212)  275-8550 


HONE  RIDGE,  ULSTER  COUNTY,  N.Y.  Spacious  contemporary,  cathedral 
leilings,  4 B.R.,  2 baths;  secluded  wooded  23  plus  acres;  many  built-ins;  in-ground 
■ool  & heater:  2 decks;  2-car  garage:  low  maintenance;  many  extras,  steam  bath, 
acuzzi,  Universal  gymnasium,  securitv  system,  etc.  Call  (914)  687-7709  or  (212) 
— 1 86-7886. 


__( ^TEMPORARY  HOME  & POND.  ULSTER  COUNTY.  N.Y.  Across  from 
shokan  Reservoir,  5.35  panoramic  acres,  meadow . fruit  t rees.  large  mountain-fed 
|nd  underground  spring-fed  pond.  11  ft.  deep  lor  swimming.  5 bedrooms,  2 
laths,  cathedral  ceiling,  beamed  living  room,  brick  fireplace,  modern  equipped 
itchen,  hot  water  oil  heat.  Furnishings  and  a cabin.  Many  extras.  Very  low 
txes.  30  min  to  Hunter  Mountain.  Short  walk  to  the  Esopus  River,  fishing, 
•nnis  and  a running  track.  $80,000.  Call  1 91  4 1 679-6013. 

- II 

I /LARYNGOLOGIST  RETIRING  SEPT.  1979.  For  sale:  House  with  office 
id  apartment,  equipment,  etc.  Schenectadv.  New  York  Call  (518)  324 

— - S47. 


Seventh  Official  Postgraduate  Course 
in  Acupuncture  & Pain  Control 
Approved  for 

Catagory  1 CME  Credits — 25  Hours 
OCTOBER  5,  6,  7 

The  AMERICAN  COLLEGE  OF  ACUPUNCTURE,  INC., 
NEW  YORK  SOCIETY  OF  ACUPUNCTURE  FOR  PHY- 
SICIANS & DENTISTS.  INC.,  and  the  AMERICAN 
ACADEMY  OF  ACUPUNCTURE,  INC.  will  give  the 
seventh  Postgraduate  Course  & Workshop  in  Acu- 
puncture & Pain  Control  for  advanced  and  beginner 
students  at  the  Barbizon  Plaza  Hotel,  New  York  City. 
Also  approved  by  the  New  York  State  Boards  for  Med- 
icine & Dentistry  for  25  credit  hours  toward  New  York 
State  acupuncture  registration. 

Among  the  principal  speakers  will  be  Candace  & Agu 
Pert,  Ph.D.'s,  of  the  National  Institute  of  Mental  Health, 
discussing  their  recent  work  with  enorphins  and  pain. 
For  information  & application  contact: 

S.  J.  Yue,  M.D.,  Secretary 
New  York  Society  of  Acupuncture 
for  Physicians  & Dentists,  Inc. 

115  East  61st  St„  New  York,  N.Y.  10021 

(212)  870-6671,  Mon.  to  Fri.,  9 a.m.  to  1 p.m. 


REAL  ESTATE  FOR  SALE  OR  RENT — CONT  D 


GREAT  NECK,  NEW  YORK:  Prime  professional  spate  for  rent,  1,000  sq.  ft. 
Located  near  all  transportation,  and  ample  parking.  Call  weekdays  (516) 
627-7640. 


HOUSE  FOR  SALE:  TOWN  OF  RYE,  N.Y.  4 room  professional  suite  with  bath 
and  storage,  in  this  Colonial  ranch  house  in  prime,  affluent  area  of  Westchester 
County.  10  rooms,  fpl„  central  air  conditioning.  Separate  entrances  and  heating 
zones:  move-in  condition.  Merritt  Associates,  Inc.,  (914)  967-2010. 


! 1DEN  CITY  LINE-WEST  HEMPSTEAD  Cathedral  Gardens.  Gracious 
nter  hall  Tudor,  professionally  landscaped,  near  quarter  acre.  Huge  LR  w/ 
lod-burning  fireplace,  formal  DR,  study  w/built-ins.  EIK  w/custom  cabinets; 
BR.  3*2  baths,  including  MBR  suite  w/private  enclosed  porch.  Slate  roof. 
Cached  2-car  garage:  patio.  $85,500.  (516)  489-7948. 


C 

1979 

HAIR  TRANSPLANT  SYMPOSIUM 


J 1FESS10NAL  OFFICE  BUILDING  FOR  SALE,  Williston  Park,  Long  Island, 
nique  one-story  building,  40  X 40.  full  basement  on  100  X 150  landscaped 
rner  plot.  Cash  required  $70,000  balance  terms.  Excellent  opportunity  for 
gh  income  group  for  whom  instant  parking  is  a good  investment.  For  after 
fice  hours  appointment,  call  owner  (516)  746-7589. 


sponsored  by  the 

AMERICAN  SOCIETY  FOR 
DERMATOLOGIC  SURGERY 


" P TERRACE.  LONG  ISLAND:  Excellent  professional  site,  former  model 
•me:  2.6(H)  sq.  ft.;  L S.  5 bedrooms.  l./R.  D/It.  eat-in  kitchen.  2*/»  baths;  sundeck; 
n w fireplace:  A/C;  WAV;  fire  & burglar  alarms.  Apartment  S/E.  2*/->  rooms; 
X 32  tt.  A G pool,  fenced,  50  ft.  patio.  $63,900.  Owner  (5)6)  277-1709. 


DU  IN,  LONG  ISLAND  PHYSICIANS  HOME.  Exquisite  center  hall  Co- 
‘iaU  2 acre-  extra-large  living  room,  dining  room,  library,  family  room.  T wo 
B fireplaces,  5 bedrooms,  3V2  baths.  Central  air-conditioning;  burglar  alarm; 
car  electric-eye  garage:  automatic  sprinkling  system.  $84,990.  Call  (516) 
1-353 1 . 


PLAZA  HOTEL,  NEW  YORK  CITY 

SEPTEMBER  14-16,  1979 

For  details  write:  George  Popkin,  M.D., 

4277  Hempstead  Tpke.,  Bethpage,  New  York  11714 

S r 
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1979  Albion  O.  Bernstein,  M.D.  Award 


The  Medical  Society  of  the  State  of  New  York  is  accepting  nominations  for  the  1979  ALBION  0.  BERNSTEIN, 
M.D.  AWARD  until  August  1,  1979. 


This  national  award  is  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely  beneficial 
scientific  discovery  in  medicine,  surgery  or  the  prevention  of  disease.  Recent  winners  include  Rosalyn  S. 
Yalow,  Ph.D.,  Solomon  A.  Berson,  M.D.,  Baruch  S.  Blumberg,  M.D.,  Ph.D.,  Manfred  M.  Mayer,  Ph.D.,  Joseph 
L.  Goldstein,  M.D.  and  Michael  S.  Brown,  M.D. 


The  $2,000  award  and  appropriate  scroll,  will  be  presented  at  the  annual  convention  of  the  Medical  Society 
of  the  State  of  New  York,  September  16-20,  1979.  The  award  was  endowed  by  the  late  Morris  J.  Bernstein 
in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a hospital  call  in  November 
1940. 


Nominators  must  complete  and  submit  an  official  nomination  form  with  additional  support  information  which 
must  include  the  nominee’s  curriculum  vitae,  a brief  synopsis  of  the  significance  of  the  achievement  and  a 
list  of  publications,  if  any.  Please  submit  by  August  1,  1979  to: 


BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
420  Lakeville  Road,  Lake  Success,  N.Y.  11042 


r 


Albion  O.  Bernstein,  M.D.  Award 


1979  Nomination  Form 


( Please  print/  type) 
Name(s)  of  Nominee- 


Professional  Address. 


Telephone  ( 


)- 


Title  of  Achievement. 


The  above  is  nominated  for  the  1979  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  beneficial  scientific  discove  f 
in  medicine,  surgery  or  the  prevention  of  disease. 


Nominator. 


Title. 


Organization 

Address 

Telephone 

Signed 


( )- 


Date. 
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NEW  YORK  CITY 


GROSSINGER 


Beth  Abraham  Hospital 

612  Alierton  Avenue 
Bronx 

11:00  a.m.,  Thursdays 
August  2 

ISCHEMIC  OPTIC  NEUROPATHIES  IN  THE  ELDERLY 
Arthur  Wolintz,  M.D. 

August  9 

DRUG  ACTION  IN  THE  ELDERLY 
Marcus  Reidenberg,  M.D. 

August  16 

CUTANEOUS  CHANGES  ASSOCIATED  WITH  AGING  AND 
ASPECTS  OF  TREATMENT 
August  23 

PITUITARY-THYROID  INTERRELATIONSHIPS  IN  AGING 
Martin  I.  Surks,  M.D. 

August  30 

ANTIBODY  DEFICIENCY  DISORDER 
Lazar  Fruchter,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.,  Beth 
Abraham  Hospital,  612  Alierton  Avenue,  Bronx  10467.  Tel: 
212/920-6013. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

August  4-14 

NON-INVASIVE  CARDIOLOGIC  TECHNIQUES  1979— A 
REVIEW  OF  ECHOCARDIOGRAPHIC  NUCLEAR  IMAGERY 
TECHNIQUES  AND  PHONOELECTROCARDIOGRAPHY 
For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx  10461.  Tel:  212/430-2822. 


ROCHESTER 

Park  Ridge  Hospital 

1555  Long  Pond  Rd. 

Rochester 
August  10- 1 1 

CURRENT  CONCEPTS  IN  VITRECTOMY  PEDIATRIC 
OPHTYALMOLOGY  DISEASES  OF  THE  ANTERIOR 
SEGMENT 

For  further  information  contact  Ms.  Katherine  Sgabelloni, 
R.N.,  Coordinator,  Ophthalmic  Services,  Park  Ridge  Hospital, 
1555  Long  Pond  Road,  Rochester  14626.  Tel:  716/225- 
7150,  ext.  4054. 


NEWBURGH 


Medical  Society  of  the  County  of  Orange  co- 
sponsored by  Hahnemann  Medical  College 

465  Route  9W  North 
Newburgh 

‘Horton  Memorial  Hospital 

Middletown 

August  13,  8:15  a.m. 

AN  UPDATE  ON  RENIN  LEVELS  IN  OFFICE  TREATMENT 
OF  HYPERTENSION 

NO  FEE  CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Paul  Chellappa,  M.D.  or  M. 
Mozayeni  M D.,  Orange  County  Medical  Society,  465,  9W 
No  Newburgh  12550.  Tel  914/561-0381. 


Skin  Pathology  Course 

2 Jordan  Drive 
Great  Neck 
‘Grossinger’s 
Grossinger,  N Y. 

August  26-31 

PRACTICAL  SKIN  PATHOLOGY 
CREDIT:  AMA  Cat.  1 (39  hrs.) 

For  further  information  contact  Martin  H.  Brownstein,  M.D.,  2 
Jordan  Drive,  Great  Neck  1 1021.  Tel:  516/829-8578. 


FUTURE  EVENTS 
WESTCHESTER  COUNTY 


The  Royal  Society  of  Medicine  Foundation,  Inc. 

420  Lexington  Avenue,  Suite  1936 
New  York 

'Tarrytown  Hilton  Hotel 
Tarrytown 

September  10,  9:00  a. m. -4:30  p.m. 

THE  HOSPICE  CONCEPT:  THE  BRITISH  VIEWPOINT 
Robert  Goeffrey  Twycross,  M.D. 

TAKING  CARE  OF  THE  DYING:  OUT-PATIENT  AND  IN- 
PATIENT MANAGEMENT 

FEE:  $25.  CREDIT:  AMA  Cat.  1 (4  hrs.)  applied  for 
For  further  information  contact  Royal  Society  of  Medicine 
Foundation,  420  Lexington  Avenue,  Suite  1936,  New  York 
10017.  Tel:  212/986-0566. 


NEW  YORK  CITY 


Beth  Israel  Medical  Center  cosponsored  by  The 
Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

10  Nathan  D.  Perlman  Place 
“Podell  Auditorium,  Dazian  Pavillion 
September  28,  8:30  a m. -4:30  p.m.,  Friday 

ADVANCES  IN  ASTHMA,  ALLERGY  AND  CLINICAL 
IMMUNOLOGY 

James  M.  Rubin,  M.D.,  Stuart  Young,  M.D. 

FEE:  $50.00  CREDIT:  AMA  Cat.  1 
$25.00  Residents  & AHP 

For  further  information  contact  Beth  Israel  Medical  Center, 

10  Nathan  D.  Perlman  Place,  New  York  10003.  Tel:  212/ 
420-2000. 


See  next  page  for  MSSNY’s  CME  convention  pro- 
gram for  September  15-17,  1979. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  15TH  OF  THE  MONTH, 
THREE  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1979  Annual  Convention 
Medical  Society  of  the  State  of  New  York 

Sheraton  Centre  New  York 


SATURDAY,  SEPTEMBER  15 

9 a.m.  ALCOHOLISM,  Committee  on.  Princess  Room,  (all  day) 

CANCER  GENERAL  SESSION,  Royal  Ballroom  A (all  day).  (Joint  meeting  with  Family  & 
Gen.  Practice;  Radiology) 

CARDIOVASCULAR  DISEASES,  Versailles  Terrace 
OTOLARYNGOLOGY,  Versailles  Ballroom 

PLASTIC,  RECONSTRUCTIVE,  & MAXILLO.  SURGERY,  Royal  Ballroom  B 

2 p.m.  ALCOHOLISM,  Princess  Room  (cont’d) 

CANCER  GENERAL  SESSION,  Royal  Ballroom  A (cont’d) 

EMERGENCY  MEDICINE,  Versailles  Terrace  (Joint  meeting  with  Preventive  Medicine  & 
Pub.  Health) 

NEUROSURGERY,  Versailles  Ballroom 

PATHOLOGY,  CLIN.  PATHOLOGY  & BLOOD  BANKING,  Royal  Ballroom  B 


SUNDAY,  SEPTEMBER  16 


9 a.m.  ALLERGY  & IMMUNOLOGY,  Royal  Ballroom  A.  (Joint  meeting  with  Gastroenterology; 
General  Practice) 

OBSTETRICS  & GYNECOLOGY,  Versailles  Terrace  (all  day).  (Joint  meeting  with  Uro- 
logy) 

OPHTHALMOLOGY,  Versailles  Ballroom  (all  day) 

PSYCHIATRY,  Princess  Room 

SURGERY,  Royal  Ballroom  B (Joint  Meeting  with  Anesthesiology;  Emergency  Medicine) 

2 p.m.  GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Royal  Ballroom  B.  (Joint  meeting 
with  Family  & General  Practice)  • 

GENERAL  SESSION  ON  VIOLENCE,  Royal  Ballroom  A 
OPHTHALMOLOGY,  Versailles  Ballroom  (cont'd) 

UROLOGY,  Versailles  Terrace  (cont'd).  (Joint  meeting  with  Obstetrics  & Gynecology) 


2 p.m. 


MONDAY,  SEPTEMBER  17 

9 a.m.  CHEST  DISEASES,  Versailles  Ballroom 

DERMATOLOGY,  Versailles  Terrace,  (Joint  meeting  with  Pediatrics;  School  Health) 
GENERAL  SESSION  ON  THE  KIDNEY,  Royal  Ballroom  A.  (Joint  meeting  with  Internal 
Medicine).  All  day 

NUCLEAR  MEDICINE,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY,  Princess  Room 


GENERAL  SESSION  ON  THE  KIDNEY,  Royal  Ballroom  A (cont’d).  (Joint  meeting  with  Internal 
Medicine) 

NEUROLOGY,  Versailles  Terrace 

OCCUPATIONAL  MEDICINE,  Versailles  Ballroom.  (Joint  meeting  with  Medical  Legal  & 
W.C.) 

PHYSICAL  MEDICINE  & REHABILITATION,  Royal  Ballroom  B 
DIAGLOGUE,  Princess  Ballroom 


SCIENTIFIC  MEETING  ROOMS— Second  Floor 

SCIENTIFIC  & TECHNICAL  EXHIBITS 

Saturday  through  Monday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

CME  CREDITS;  American  Medical  Association  Physician’s  Recognition  Award.  All  of  our  scientific 
meeting  offerings  carry  CME  Category  1 Credit. 


physicians 


Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 


placement 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11042. 
Telephone  516-488-6100. 


opportunities 
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DERMATOLOGIST 

AUBURN.  N.Y.,  Cayuga  County  needs  a Dermatologist.  ENT  Phy- 
sician, Family  Physician  and  Neurologist.  Contact  Mr  Charles 
D.  Hicks,  Director,  Physicians'  Procurement  Committee.  157 
Ross  Street,  Auburn  13021.  Tel:  315/253-3388 

ENT 

AUBURN,  N.Y„  Cayuga  County  needs  a ENT  Physician,  Family 
Physician,  Dermatologist  and  Neurologist.  Contact  Mr  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee,  157 
Ross  Street,  Auburn,  N.Y.  13021.  Tel:  315/252-3388. 

ONEIDA,  N.Y.,  Madison  County  needs  a ENT  Physician  and  Family 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road, 
Oneida  13421.  Tel:  315/363-8905. 

FAMILY  PHYSICIAN 

ALBION.  N Y.,  Orleans  County  needs  a Family  Physician  and  General 
Surgeon  Contact  Edward  A.  Barrett.  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street.  Albion  144 1 1.  Tel:  716/285-4789 

AUBURN,  N Y.,  Cayuga  County  needs  a Family  Physician,  ENT 
Physician,  Dermatologist  and  Neurologist  Contact  Mr  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388, 

BEAVER  FALLS,  N.Y.,  Lewis  County  needs  a Family  Physician 
Contact  Beaver  River  Health  Services  Council  Beaver  Falls, 
13305.  Tel:  315/346-1111. 

CORNING,  N Y.,  Steuben  County  needs  a Family  Physician  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P C.,  201  E.  First  Street,  Corning  14830 

HOLCOMB,  N.Y.,  Ontario  Country  needs  a-  Family  Physician. 
Contact  Dr  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469 
Tel:  1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager.  Karl  Medical  Group,  P C., 
20  Elm  Street.  Hornell,  14843  Tel:  607/324-1571 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P Amatrano,  M.D.,  262  Broadway,  Kingston  12401 
Tel:  914/338-5098 

LITTLE  FALLS,  N Y.,  Herkimer  County  needs  a Family  Physician, 
Internist,  Orthopedic  Surgeon  and  General  Surgeon  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext  261  or 
262. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tl:  914/586-2631. 

NEWFANE,  N.Y.,  Niagara  County  needs  a Family  Physician.  Con- 
tact V.  J.  Singh,  M.D.,  2596  William  St.,  Newfane  14108.  Tel: 
716/778-9600. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NEW  YORK,  N.Y.,  needs  a part-time  Family  Physician.  Contact  F. 
P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office.  321  W. 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 

NIAGARA  FALLS,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Biagio  Mansueto,  M.D.,  Physician  Recruitment  Com- 
mittee, Medical  Society  County  of  Genesee,  P.O.  Box  488,  Ni- 
agara Falls  14302.  Tel:  716/285-5789. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741  or  Dae-Seok  Kim,  M B.,  9 Forest  Avenue,  Oak- 
field 14125.  Tel:  716/948-5333. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician  and  ENT 
Physician  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road., 
Oneida  13421.  Tel:  315/363-8905. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gny  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue  11772.  Tel:  516/654-7095. 

POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Street,  Norwood 
13668.  Tel:  315/353-9922. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 


Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STATEN  ISLAND,  N Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TUPPER  LAKE,  N Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M D..  5 Stetson  Rd  , Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Pediatrician,  Ob/Gyn  and  Surgeon  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N Y.,  Wyoming  County  needs  a Family  Physician  and 
Pediatrician.  Contact  Michael  Smallwood,  M.D  , 408  No  Main 
Street.  Warsaw.  14569  Tel:  716/786-8111. 

GENERAL  SURGEON 

ALBION,  NY,  Orleans  County  needs  a General  Surgeon  and  Family 
Physician.  Contact  Edward  A Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Mam  Street.  Albion  14411.  Tel:  716/285-4789. 

HANCOCK,  N.Y.,  Delaware  County  needs  a General  Surgeon  and 
Internist.  Contact  Osias  M Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783  Tel:  607/637-4941. 

SALAMANCA,  N Y.,  Cattaraugus  County  needs  a General  Surgeon. 
Contact  Miss  B.  J Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

INTERNISTS 

LITTLE  FALLS,  N.Y.,  Herkimer  Country  needs  an  Internist,  Family 
Physician,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823/1000,  ext.  261  or 
262. 

HANCOCK,  N.Y.,  Delaware  Country  needs  an  Internist  and  General 
Surgeon.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783  Tel:  607/637-4941. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  J.  P. 
Bonin,  M.D.,  Gelder  Medical  Group,  44  Pearl  Street,  Sidney 
13838.  Tel:  607/563-9961. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue,  Woodside  11377.  Tel: 
212/278-0440. 

NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Dermatologist, 
ENT  Physician,  and  Family  Physician.  Contact  Mr.  Charles  D. 
Hicks,  Director,  Physicians’  Procurement  Committee,  157  Ross 
Street,  Auburn  13021.  Tel:  315/253-3388. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

NORWICH,  N.Y.,  Chenango  County  needs  a Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  697/334-2756. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Pediatrician  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WATERTOWN,  N.Y.,  Jefferson  County  needs  and  Ob/Gyn  Physician. 
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Contact  James  J.  Finnerty,  M.D.,  104  Paddock  St.,  Watertown 
13601.  Tel:  Office  315/782-6070.  Home  315/788-3644. 

WEBSTER,  N.V.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
Contact  Eastside  Medical  Group,  P C.,  193  W.  Main  Street, 
Webster,  14580. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

FULTON,  N.Y.,  Oswego  County  needs  an  Ophthalmologist.  Contact 
Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S.  Fourth  St., 
Fulton  13069.  Tel:  315/592-2224. 

ORTHOPEDIC  SURGEON 

FULTON,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon. 
Contact  Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S. 
Fourth  Street,  Fulton  13069.  Tel:  315/592-2224. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext  261  or 
262. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

PATHOLOGIST 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  a Pathologist. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Messena  13662.  Tel:  Call  collect  315/769-9991. 

PEDIATRICIAN 

AUBURN,  N.Y.,  Cayuga  County  needs  a Pediatrician.  Contact 
Henry  J.  Romano,  M.D.,  187  Genesee  St.,  Auburn  13021.  Tel: 
315/252-5520. 

DANSVILLE,  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita.  M.  Gungon,  M.D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296. 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  OB/Gyn 
Physician,  Family  Physician  and  General  Surgeon.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 


PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J.  Arida,  M.D.,  Director,  Department  of  Radiology, 
Luthern  Medical  Center,  150  55th  Street,  Brooklyn.  Tel: 

212/630-7415. 

NEWBURGH,  N.Y.,  Orange  County  needs  a Radiologist.  Contact 
Gerald  J.  Jerry,  M.D.,  Director  Radiology,  St.  Luke's  Hospital, 
Newburgh  12550. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1042 
Telephone  516-488-6100. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES  ON 
IN  CONTINUING  MEDICAL  EDUCATION”  ALL 
CONTINUING  MEDICAL  EDUCATION 
ANNOUNCEMENTS  MUST  BE  RECEIVED  THE 
15th  OF  THE  MONTH,  THREE  MONTHS  PRIOR 
TO  THE  DATE  OF  THE  EVENT. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 

$3  00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 


□ I enclose  payment 


Please  enter  my  subscription  for  one  year 

Name 

Address 

City.  State 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEK INC  LOCATIONS 
(Please  print  in  black) 

Name Date 

Address 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth 

Citizenship  Status  Marital  Status 

Medical  School Year  Graduated 

Internship 

Hospitals 

Res  idency_ 

Hospitals  

Specialty__ 

Licensed  in  what  States? 

Applied  for 

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships 

Are  you  in  practice  at  present? 

Solo Associate Industrial 

Other 

Dite  you  will  be  available  for  practice Former  locations  in  which  you  have 

pra  ct  iced  ___ 

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 


What  type  of  practice  are  you  interested  in? 
Group Ins  t itut  iona  1 


Dates 


Dates 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 


What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 


Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 
group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Telephone: 


and 


telephone  number 




T | 

Society  of  the  State 
(516)  488-6100. 
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Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

The  effectiveness  ot  Valium  (diazepam)  in  long-term  use.  that  is, 
more  than  4 months,  has  not  been  assessed  by  systematic  clini- 
cal studies  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Tablets  in  children  under  6 months  of  age 
known  hypersensitivity,  acute  narrow  angle  glaucoma,  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy 

Warnings:  As  with  most  CNS-acting  drugs,  caution  against 
hazardous  occupations  requiring  complete  mental  alertness 
(e  g , operating  machinery,  driving)  Withdrawal  symptoms  (simi- 
lar to  those  with  barbiturates,  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  muscle 
cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
(drug  addicts  or  alcoholics)  under  careful  surveillance  because 
of  predisposition  to  habituation/dependence 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congeni- 
tal malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  pregnancy 
when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol 
and  other  CNS  depressants 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be- 
employed  in  lieu  of  appropriate  treatment  When  using  oral  form 
adiunctively  in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may  require  in- 
crease in  dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  in- 
crease in  frequency  and  or  severity  of  seizures 
injectable  To  reduce  the  possibility  of  venous  thrombosis, 
phlebitis,  local  irritation,  swelling,  and.  rarely,  vascular  impair- 
ment when  used  I V.  inject  slowly,  taking  at  least  one  minute  tor 
each  5 mg  (1  ml)  given  do  not  use  small  veins.  I e , dorsum  of 
hand  or  wnst:  use  extreme  care  to  avoid  intra-arterial  administra- 
tion or  extravasation  Do  not  mix  or  dilute  Valium  with  other  solu- 
tions or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
administer  Valium  directly  I V.  it  may  be  injected  slowly  through 
the  infusion  tubing  as  close  as  possible  to  the  vein  insertion 
Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited 
pulmonary  reserve  because  of  possibility  of  apnea  and/or  car- 
diac arrest;  concomitant  use  of  barbiturates,  alcohol  or  other 
CNS  depressants  increases  depression  with  increased  risk  of 
apnea,  have  resuscitative  facilities  available  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least 
1/3  administer  in  small  increments  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  de- 
pression of  vital  signs 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for 
petit  mal  status  or  petit  mal  variant  status 
Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdommal/muscle  cramps,  vomiting,  sweating)  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of 
predisposition  to  habituation/ dependence  Not  recommended  for 
OB  use 

Efficacy  safety  not  established  in  neonates  (age  30  days  or  less); 
prolonged  CNS  depression  observed  In  children,  give  slowly  (up 
to  0 25  mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged 
somnolence;  can  be  repeated  after  15  to  30  minutes  If  no  relief 
after  third  administration,  appropriate  ad|unctive  therapy  is  rec- 
ommended 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants. carefully  consider  individual  pharmacologic  effects — 
particularly  with  known  compounds  which  may  potentiate  action 
of  Valium  (diazepam),  /.e.,  phenothiazines.  narcotics,  barbi- 
turates. MAO  inhibitors  and  antidepressants  Protective  measures 
indicated  in  highly  anxious  patients  with  accompanying  depres- 
sion who  may  have  suicidal  tendencies  Observe  usual  precau- 
tions in  impaired  hepatic  function,  avoid  accumulation  in  patients 
with  compromised  kidney  function.  Limit  oral  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or 


oversedation  (initially  2 to  2'/2  mg  once  or  twice  daily,  increasing 
gradually  as  needed  or  tolerated) 

injectable  Although  promptly  controlled,  seizures  may  return, 
readminister  if  necessary,  not  recommended  for  long-term  main- 
tenance therapy  Laryngospasm/increased  cough  reflex  are 
possible  during  peroral  endoscopic  procedures,  use  topical 
anesthetic,  have  necessary  countermeasures  available 
Hypotension  or  muscular  weakness  possible,  particularly  when 
used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were 
drowsiness,  fatigue,  ataxia  Infrequently  encountered  were  con- 
fusion. constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  iaundice.  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimu- 
lation have  been  reported:  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice, 
periodic  blood  counts,  liver  function  tests  advisable  during  long- 
term therapy  Minor  changes  in  EEG  patterns,  usually  low-voltage 
fast  activity,  have  been  observed  in  patients  during  and  after 
Valium  (diazepam)  therapy  and  are  of  no  known  significance 
injectable  Venous  thrombosis/phlebitis  at  injection  site,  hypoac- 
tivity,  syncope,  bradycardia,  cardiovascular  collapse,  nystagmus, 
urticaria,  hiccups,  neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respira- 
tion, dyspnea,  hyperventilation,  laryngospasm/pain  in  throat  or 
chest  have  been  reported 

Management  of  Overdosage:  Manifestations  include  somno- 
lence, confusion,  coma,  diminished  reflexes  Monitor  respiration, 
pulse,  blood  pressure,  employ  general  supportive  measures.  I V. 
fluids,  adequate  airway.  Use  levarterenol  or  metaraminol  for 
hypotension,  caffeine  and  sodium  benzoate  for  CNS-depressive 
effects  Dialysis  is  of  limited  value 

Supplied:  Tablets.  2 mg.  5 mg  and  10  mg,  bottles  of  100  and 
500;  Tel-E-Dose®  (unit  dose)  packages  of  100,  available  in  trays 
of  4 reverse-numbered  boxes  of  25.  and  in  boxes  containing 
10  strips  of  10:  Prescription  Paks  of  50.  available  singly  and  in 
trays  of  10  Ampuls.  2 ml,  boxes  of  10;  Vials.  10  ml,  boxes  of  1; 
Tel-E-Ject®  (disposable  syringes).  2 ml.  boxes  of  10  Each  ml 
contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol.  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid 
as  buffers,  and  15%  benzyl  alcohol  as  preservative 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  071 10 


2-MG,  5-MG, 
10-MG  SCORED 
TABLETS 
TEL-E-DOSE  8 
REVERSE- 
NUMBER  PACKS 
2-ML  TEL-E-JECT  5 
DISPOSABLE 
SYRINGES 
2-ML  AMPULS 
10-ML  VIALS 


ONLYVALIUM(diazepam) 

GIVES  YOU  THIS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXIBILFTY 


PSYCHOTHERAPEUTIC 

SKELETAL  MUSCLE 
RELAXANT 


ONLY 


VALIUM 

(diazepam) 


HAS  THESE  TWO 
DISTINCT  EFFECTS 


Please  see  preceding  page  for  a summary  of  product  information.  / ROCHE 
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• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


A reminder 

ZYLOPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim"  (allopurinol)  is  intended  for: 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy: 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout: 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
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Letters  to  the  Editor 


Maternal  mortality 

To  the  Editor:  I read  with  interest  the  "Sympo- 
sium— Maternal  Mortality  Study;  I.  Annual  Report: 
1970-1976,  which  appeared  in  the  January,  1979, 
issue  of  the  New  York  State  Journal  of  Medicine, 
page  39. 

On  page  43  in  Table  III,  titled  . . percent  change 
between  five-year  average  and  current  rate,  per 
10,000  liveborn  infants,”  no  actual  numbers  of  oc- 
currences, only  rates  and  percentage  of  increase  or 
decrease  are  indicated.  For  example,  for  Region  6, 
which  includes  Clinton,  Essex,  and  Franklin 
Counties,  the  rate  dropped  from  an  average  of  4.7  to 
0.0,  a phenomenal  improvement;  in  1975  the  total 
number  of  births  in  these  three  counties  was  2,329,* 
too  small  a sample  to  reach  a significant  conclusion. 
As  the  percentage  increases  or  decreases  the  table 
shows  that  for  most  regions  could  be  due  to  chance 
alone  and  are  of  no  significance  whatsoever. 

This  letter  is  written  to  suggest  that  when  such 
figures  are  presented  the  actual  numbers  from  which 
the  percentages  are  derived  and  not  just  the  per- 
centages be  published  and,  also,  that  no  conclusion 
be  stated  unless  a statistical  test  of  significance  is 
done. 

The  papers  are  misleading  because  the  statement 
that  “with  the  exception  of  three  regions,  all  show  an 
improvement  in  1975  over  their  previous  five-year 
averages”  is  wrong  because  for  most  regions  there  was 
no  statistically  significant  change. 

I certainly  feel  that  to  maintain  its  reputation  the 
New  York  State  Journal  of  Medicine  should  demand 
that  all  papers  submitted  use  statistics  properly  and 
not  call  results  significant  unless  they  are,  and  that 
all  papers  published  should  be  edited  accordingly. 

BERNARD  L.  ALBERT,  M.D. 

150  White  Plains  Road 
Tarrytown,  N.Y.  10591 

* Not  contained  in  report;  number  obtained  from  New  York 
State  Statistical  Year  Book. 

AMA  surrenders 
to  chiropractors 

To  the  Editor:  I write  to  comment  on  the  article  “AMA 
Surrenders  to  Chiropractors,”  (page  782)  and  the  accom- 
panying editorial  “The  AMA  and  chiropractors”  which 
appeared  in  the  April,  1979,  issue  of  the  Journal,  page  686, 
by  Julius  E.  Stolfi,  M.D.,  F.A.C.P. 

It  is  remarkable  that  a carefully  considered  AMA  Board 
of  Trustees  action,  on  advice  of  counsel,  to  settle  the 
Penn-Slavek  suit  because  it  did  not  primarily  address  the 
basic  issue  of  an  unscientific  and  potentially  harmful  cult, 
later  overwhelmingly  approved  by  the  AMA  House  of 
Delegates,  could  be  characterized  by  the  author  as  a “sur- 
render.” 

Are  the  overwhelming  number  of  AMA  delegates  unwise, 


incompetent,  or  easily  duped?  Is  the  leadership  of  the  four 
specialty  societies  more  strongly  opposed  to  the  cult  of 
chiropractic  than  the  rest  of  the  AMA?  The  AMA  has 
decided  to  fight  the  battle  against  chiropractic  on  the  best 
battleground,  in  the  Chicago  suit.  Is  a legitimate  concern 
of  FTC  confrontation  a “surrender”  when  chiropractors 
are  recognized  by  law  in  all  50  states? 

It  is  unfortunate  that  the  Journal  of  one  of  the  largest 
component  societies  of  the  AMA  should  publicize  an  in- 
ternal struggle  which  four  specialty  societies  chose  to  fight 
in  the  court  and  in  public  rather  than  within  the  appro- 
priate channel  of  the  AMA  in  the  House  of  Delegates. 
What  was  the  untold  financial  cost  of  the  legal  interchange 
to  the  specialty  societies  and  the  AMA?  The  image  of 
medicine  need  not  be  tarnished  by  such  would-be  friends 
of  organized  medicine.  The  battle  was  more  truly  one  of 
procedure  and  not  of  defense  against  a cult. 

Finally,  one  must  wonder  about  an  editorial  policy  and 
the  propriety  of  having  an  editor  provide  the  editorial  on 
an  article  which  he  wrote  himself.  This  is  particularly 
apparent  when  the  author-editor  “found  it  difficult  to 
avoid  bias.”  This  is  perhaps  the  birth  of  a term  “The 
Editorial  I.” 

MONTE  MALACH,  M.D.,  F.A.C.P. 

55  Rugby  Road 
Brooklyn,  N.Y.  11226 

Associate  editor's  reply 

To  the  Editor:  Dr.  Malach’s  letter  of  criticism  re  my  ar- 
ticle and  editorial  is  interesting  because  he  is  an  officer  in 
an  organization  that  supported  the  controversial  action 
taken  independently  by  the  AMA  Trustees  in  settling  the 
North  Penn  (Slavek)  suit. 

It  was  indeed  a “surrender.”  The  Webster  dictionary 
definition  of  the  word  is  “to  yield  to  the  power,  control  or 
possession  of  another  upon  compulsion  or  demand.”  No 
one,  least  of  all  the  author,  denied  that  the  AMA  Board  of 
Trustees  action  was  carefully  considered  and  taken  on  the 
advice  of  counsel.  The  article  made  that  clear  and  stated 
that  the  counsels  of  the  four  specialty  societies  didn’t 
agree. 

No  one  accused  the  delegates  of  being  “unwise,  incom- 
petent, or  easily  duped.”  They  approved  the  action  taken 
by  the  trustees  and  once  the  vote  became  official,  the  spe- 
cialty societies  cancelled  the  pending  litigation  against  the 
AMA  because  that  action  previously  taken  without  the 
consent  of  the  delegates  was  the  contested  issue.  The 
specialty  societies  recognized  the  fact  that  the  delegates 
represent  the  membership  and  their  decision  was  re- 
spected. However,  this  in  no  way  altered  the  specialty 
societies’  point  of  view  that  the  settlement  with  the  chi- 
ropractors was  a major  concession  and  would  make  the 
defense  of  the  two  remaining  suits  much  more  difficult. 
The  four  societies  still  believe  that  it  was  poor  strategy  and 
one  specialty  has  obtained  an  opinion  from  renown  legal 
experts  which  supports  that  position. 

Dr.  Malach  knows  full  well  that  a license  to  practice 
chiropractic  does  not  ensure  the  ability  of  those  so  legit- 
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Atkins,  H.  L.:  Emission  tomography,  New  York  State 
J.  Med.  79:  1355  (Aug.)  1979. 

Emission  tomography  is  a method  for  producing  trans- 
axial  planar  images  of  radionuclide  distribution  in  sec- 
tions of  the  body.  Both  “single-photon”  emitting  and 
positron  emitting  methods  have  been  developed.  Coin- 
cidence detection  of  short-lived  positron  emitting  radi- 
onuclides has  the  advantage  of  good  attenuation  correction 
so  that  true  quantitative  determination  of  radioactivity 
concentration  is  possible.  In  addition,  organic  molecules 
of  medical  interest  can  be  labeled  with  radionuclides  such 
as  carbon-11  or  nitrogen- 13,  which  do  not  affect  biologic 
behavior.  The  advantage  of  single-photon  systems  is  that 
conventional  radiopharmaceuticals,  such  as  those  labeled 
with  technetium-99m,  can  be  used.  Unfortunately,  these 
materials  do  not  measure  metabolism.  Both  methods  are 
still  in  an  early  stage  of  development  and  do  not,  as  yet, 
have  a well-defined  clinical  role. 

Bashevkin,  M.  L.,  and  Nawabi,  I.  U.:  Factor  XI  defi- 
ciency in  surgical  patients,  New  York  State  J.  Med.  79: 
1360  (Aug.)  1979. 

Twenty-four  cases  of  factor  XI  deficiency  are  presented. 
Factor  XI  levels  ranged  from  2.5  to  43  percent  with  a mean 
of  14  percent  (normal  65  to  140  percent).  In  general, 
bleeding  manifestations  were  mild.  The  most  common 
initial  findings  included  elevated  preoperative  aPTT  (ac- 
tivated partial  thromboplastin  time),  8 cases;  spontaneous 
bleeding,  4 cases;  and  hematuria  following  prostatectomy, 
4 cases.  Nine  of  25  major  surgical  procedures  were  com- 
plicated by  excessive  bleeding,  with  prostatectomy  and 
tonsillectomy  accounting  for  most  of  them.  Prostatectomy 
proved  the  most  troublesome,  wherein  5 of  6 procedures 
were  complicated  by  postoperative  hematuria,  4,  of  which 
were  difficult  to  control  despite  plasma  therapy.  The  risk 
of  bleeding  after  prostatectomy  in  factor  Xl-deficient  pa- 
tients should  be  appreciated,  and  preparations  for  control 
of  bleeding  and  replacement  of  blood  made  in  advance. 

Bernhang,  A.  M.:  Many  causes  of  tennis  elbow,  New 
York  State  J.  Med.  79:  1363  (Aug.)  1979. 

Two  hundred  and  two  cases  of  tennis  elbow  are  reviewed. 
A conservative  course  of  therapy  gave  complete  or  part  ial 
rebel  in  55  percent.  Seventeen  percent  improved  without 


medical  care;  10  percent  required  surgical  relief.  Con- 
servative and  surgical  techniques  are  described. 

Subbarao,  K.:  Radiology  of  Charnley  hip  arthroplasty, 
New  York  State  J.  Med.  79:  1368  (Aug.)  1979. 

The  frequent  use  of  total  hip  arthroplasty  necessitates 
familiarity  with  the  radiologic  appearances  of  the  normal 
and  abnormal  postoperative  hip  arthroplasty.  The  basic 
principles  of  the  Charnley  type  of  low-friction  total  hip 
replacement  are  the  replacement  of  the  acetabulum  and 
femoral  head  by  prosthetic  devices.  Several  variations  and 
modifications  of  Charnley  hip  replacement  exist.  The 
indications  for  total  hip  replacement  include  chronic  ar- 
thritides,  complications  of  congenital  dislocation  of  the  hip, 
and  slipped  epiphyses  of  femoral  head.  A complicated 
osteonecrosis  of  femoral  head  needs  a replacement  of  the 
hip.  Complications  in  the  immediate  postoperative  period 
are  infection,  hematoma,  or  subluxation  of  prosthetic 
femoral  head,  and  so  forth.  Delayed  complications  com- 
prise dislocation  and  fracture  of  the  femoral  prosthesis; 
infection  and  loosening  of  the  prosthesis;  displacement  of 
the  hat-shaped  device  anchored  to  the  acetabulum;  ex- 
tension of  cement  into  pelvic  cavity;  ectopic  bone  forma- 
tion; and  ankylosis.  Radiologic  manifestations  of  these 
complications  are  described  and  depicted. 

Bruce,  S.  L.,  Petrie,  R.  H.,  Chao,  S.,  Williams,  A.  M.,  and 
Imiazumi,  S.  O.:  Unregistered  obstetric  patients;  factor 
in  perinatal  losses  in  regionalized  perinatal  network,  New 
York  State  J.  Med.  79:  1374  (Aug.)  1979. 

A review  of  pregnancy  outcome  in  unregistered  patients 
was  compared  with  the  outcome  of  the  total  delivering 
population  for  a three-year  interval.  Pregnancy  outcome 
in  the  unregistered  mothers  is  associated  with  an  increased 
perinatal  morbidity  and  mortality  rate,  low  birth  weight 
infants,  increased  incidence  of  meconium-stained  amniotic 
fluid,  preeclampsia,  and  increased  number  of  neonates 
admitted  to  neonatal  intensive  care  unit.  The  unregistered 
mother  is  usually  over  19  years  of  age  and  multigravid. 
The  lack  of  money  or  appropriate  social  assistance  are  the 
main  reasons  for  not  seeking  antepartum  care.  Two 
methods  by  which  a regionalized  perinatal  network  may 
help  implement  greater  antepartum  care  are  discussed. 
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Atkins,  H.  L.:  Emission  tomographic,  New  York  State 
J.  Med.  79:  1355  (Augusto)  1979. 

Le  tomographia  de  emission  es  un  methodo  de  produc- 
tion de  imagenes  planari  transaxial  de  distribution  de  ra- 
dionuclidos  in  sectores  del  corpore.  Ha  essite  disveloppate 
le  methodos  de  emission  de  “photones  unic”  e positrones. 
Le  detection  coincidental  de  positrones  de  periodo  breve 
(“short-lived”)  emittente  de  radionuclidos  ha  le  avantage 
de  un  bon  correction  attenuante  e,  ainsi,  le  determination 
quantitative  ver  del  concentration  del  radioactivitate  es 
possibile.  In  plus,  le  moleculas  organic  de  interes  medic 
pote  esser  marcate  con  radionuclidos  como  Carbon11  o 
Nitrogeno13,  que  non  afecta  le  comportamento  biologic. 
Le  avantage  del  systemas  de  “photones  unic”  consiste  in 
que  le  productos  radiopharmaceutic,  como  dies  marcate 
con  Technetium99'11,  pote  esser  usate.  Desafortunatem- 
ente,  iste  materiales  non  mensura  le  metabolismo.  Ambe 
methodos  etiam  es  in  stadio  temprane  de  disveloppamento 
e su  rolo  clinic  non  es  ben  definite  rotavia. 

Bashevkin,  M.  L.,  e Nawabi,  I.  Lb:  Deficientia  del  Factor 
XI  in  patientes  chirurgic.  New  York  State  J.  Med.  79: 
1360  (Augusto)  1979. 

Es  presentate  24  casos  de  deficientia  del  Factor  XI.  Le 
nivellos  de  iste  Factor  varieva  inter  2.5  e 43  pro  cento 
(promedio  14  pro  cento)  (normal  65  a 140  pro  cento).  Iste 
variation  esseva  leve  in  hemorrhagias  general.  Le  trovato 
initial  plus  commun  esseva  le  elevation  preoperatori  del 
tempore  de  thromboplastina  partial  activate  in  8 casos; 
hemorrhage  spontanee  in  4 casos  e hematuria  post-pros- 
tatectomia  in  4 casos.  Nove  (9)  del  25  casos  de  chirurgia 
major  esseva  complicate  de  hemorrhagia  excessive;  le 
prostatectomia  e le  tonsillectomia  esseva  le  causa  plus 
frequente.  Le  casos  plus  difficile  esseva  i lies  de  prosta- 
tectomia per  que  5 de  6 operationes  esseva  complicate  con 
hematuria  postoperatori.  In  4 casos  esseva  difficile  eon- 
trolar  le  hemorrhagia  nonobstante  le  therapia  con  plasma. 
Le  risco  de  hemorrhagia  post-prostatectomia  in  patientes 
con  deficientia  del  Factor  XI  dehe  esser  evalutate  e le 
preparation  per  le  controllo  del  hemorrhagia  e le  reimpla- 
ciamento  del  sanguine  debe  esser  facite  anticipatem- 
ente. 

Bernhang  A.  M.:  Multe  causas  del  cubito  del  tennis 

(“tennis  elbow”),  New  York  State  J.  Med.  79:  1 363  (Au- 
gusto) 1979. 

Essite  revistite  202  casos  de  cubito  del  tennis.  Le  trac- 
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tamento  conservative  ha  proportionate  relievo  complete 
o partial  in  le  55  pro  cento  del  casos.  Dece-septe  (17)  pro 
cento  meliorate  sin  tractamento  medic;  10  pro  cento  re- 
quireva  relievo  chirurgic.  Le  technicas  conservative  e 
chirurgic  es  describite. 

Subbarao,  K.:  Radiologia  de  la  arthroplastia  Charnley 
del  coxa,  New  York  State  J.  Med.  79:  1368  (Augusto) 
1979. 

Le  frequentia  con  que  le  arthroplastia  total  del  coxa  es 
facite  require  le  cognoscimento  del  aspecto  radiologic  del 
stato  postoperatori  normal  e abnormal  de  iste  operation. 
Le  principio  basic  del  operation  de  Charnley  (reimplaci- 
amento  total  del  coxa  con  friction  minime)  es  le  reimpla- 
ciamento  del  acetabulum  e le  capite  femoral  per  un  dis- 
positivo  prosthetic.  Existe  varie  modificationes  de  iste 
procedimento  e su  indicationes  include  arthritis  chronic, 
complicationes  del  dislocation  congenital  del  coxa,  le  os- 
teonecrose  complicate  e le  glissamento  del  capite  femoral. 
Le  complicationes  postoperatori  immediate  es  infection, 
hematoma  o subluxation  del  prosthesis  femoral;  le  com- 
plicationes tardive  es  le  dislocation  o fractura  de  iste 
prosthesis,  le  infectiones  o laxamento  del  prosthesis,  le 
displaciamento  del  dispositivo  typo  cappello  ancorate  in 
le  acetabulum,  le  extension  del  cemento  al  cavitate  pelvic, 
le  formation  de  osso  ectopic  e le  ankylosis.  Le  aspectos 
radiologic  de  iste  complicationes  es  describite. 

Bruce,  S.  L.,  Petrie,  R.  H.,  Chao,  S.,  Williams,  A.  M.,  e 
Imiazumi,  S.  O.:  Patientes  obstetric  non  registrate;  factor 
in  le  perditas  perinatal  in  retes  perinatal  regionalisate. 
New  York  State  J.  Med.  79:  1374  (Augusto)  1979. 

Un  revista  del  productos  del  gestation  in  patientes  ob- 
stetric non  registrate  esseva  comparate  con  dies  del  pop- 
ulation parturiente  total,  durante  un  periodo  de  3 annos. 
Le  productos  del  gestation  de  matres  non  resgistrate  es 
associate  con  un  augmento  del  morbiditate  e mortalitate 
perinatal,  con  infantes  de  peso  basse  al  nascer,  con  un 
augmento  del  frequentia  de  liquido  amniotic  mixturate  con 
meconium,  con  preeclampsia  e un  augmento  del  numero 
de  neonatos  admittite  al  imitates  de  attention  intensive. 
Le  matres  non  registrate  es,  comunmente,  de  plus  que  19 
annos  e multiparas.  Le  falta  de  moneta  e de  assistentia 
social  appropriate  es  le  rationes  principal  per  non  solicitar 
attention  prepartum.  Duo  methodos  per  le  qual  un  rete 
perinatal  regionalisate  pote  adjutar  a implementar  un  at- 
tention antepartum  plus  ample,  es  discut ite. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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imized  by  the  state  legislators  to  diagnose  and  treat  disease. 
Therefore,  I don’t  understand  what  he  means  by  “chiro- 
practors are  recognized  by  law.”  Barbers,  peddlers,  and 
automobile  drivers  are  also  licensed,  but  they  obviously 
have  no  training  in  the  diagnosis  and  treatment  of  the  sick. 
Do  chiropractors? 

The  article  in  question  addressed  a major  problem 
confronting  organized  medicine  and  a summary  of  the  ac- 
tions from  one  participant’s  point  of  view  was  accepted  by 
the  editor  and  published,  as  was  the  editorial.  Oddly 
enough,  Dr.  Malach’s  letter  was  the  only  dissenting  opinion 
received.  There  must  be  more. 

Regardless  of  the  action  taken  by  the  state  legislators, 
many  physicians  and  others  believe  that  chiropractors 
should  not  be  included  among  those  who  deliver  health 
care.  Acting  in  the  public  interest,  medicine  should  con- 
tinue to  resist  attempts  to  equate  them  with  inappro- 
priately trained  health  professionals. 

Dr.  Malach’s  final  statement  is  best  described  by  an 
oft-repeated  comment  made  by  my  old  pharmacology 
professor  who,  in  describing  the  powers  of  observation 
exhibited  by  students  performing  laboratory  experiments, 
said:  “They  have  eyes,  but  they  do  not  see.”  Our  critic 
apparently  didn’t  read  the  editorial.  It  was  not  only  fac- 
tual and  explanatory,  but,  in  tone,  was  sympathetic  to  the 
problems  facing  the  A.M.A.,  an  organization  the  author  has 
supported  all  of  his  professional  life,  and  will  continue  to 
do  so. 


JULIUS  E.  STOLFI,  M.D. 

Associate  Editor 


Neural  arch 
and  pedicle 

To  the  Editor:  I was  dismayed  to  read  in  the  April  issue, 
on  page  700,  the  updated  review  “Spondylolysis  and 
Spondylolisthesis,”  by  Otto  C.  Kestler,  M.D.,  which  starts 
with  a novel  view  of  spinal  anatomy,  not  shared  by  most 
textbooks  in  existence. 

In  the  second  sentence  of  the  article,  the  author  states 
“neural  arch  and  pedicle  are  synonyms  ...  !”  According 
to  Gray’s  Anatomy,  the  neural,  or  vertebral  arch  consists 
of  the  two  pedicles,  two  laminae,  and  the  processes  they 
support — transverse  and  spinous,  therefore  the  pedicle  is 
part  of  the  arch,  but  they  are  certainly  not  synonyms! 

In  the  same  sentence  the  author  continues:  “.  . . and 
refer  to  the  narrow  bony  structure  of  the  vertebral  body 
called  pars  interarticularis!”  The  pars  is  certainly  a part 
of  the  neural  arch,  but  not  of  the  vertebral  body,  for 
heavens’  sake! 

It  is  hard  to  understand  how  these  anatomical  miscon- 
ceptions could  be  uttered,  and  even  harder  how  they  could 
get  into  your  prestigious  Journal. 

SILVIU  LANDMAN,  M.D. 

2629  Lynnhurst  Drive 
Vestal,  N.  Y.  13850 

Dr.  Kestler’s  reply 

To  the  Editor:  Indeed,  it  was  an  oversight  on  my  part  in 
going  over  the  proof  indicating  that  the  neural  arch  and 
pedicle  are  “synonyms.’’  What  I actually  meant  to  indicate 
was  that  the  pedicle  and  pars  interarticularis  may  be  used 
interchangeably.  Everyone  is  entitled  to  his  own  opinion 
and  I do  not  feel  that  I caused  too  much  confusion  by  de- 

continued  on  page  1346 
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scribing  the  anatomy  as  indicated.  We  know  very  well  that 
the  neural  arch  includes  the  pedicles,  laminae,  and  the 
transverse  and  spinous  processes. 

It  is  my  feeling  that  my  writing  is  not  a misconception 
of  the  anatomy  but  rather  my  own  conception  and  anyone 
has  the  right  to  agree  or  disagree  with  it. 

OTTO  C.  KESTLER,  M.D. 

515  Madison  Avenue 
New  York,  N.  Y.  10022 

Thoughts  of  parent  caring 

for  patient  with  anorexia  nervosa 

To  the  Editor:  Sh.  Look  at  her.  Don’t  talk  ’til  she 
passes.  It’s  called  anorexia  nervosa.  Every  magazine  has 
written  about  it  . . . vomiting,  emaciation,  psychogenic 
aversion  to  food,  gourmet  meals  prepared  but  not  eaten. 

“Frequently  the  parents’  concern  over  the  patient’s 
weight  loss  merely  seems  to  reinforce  or  aggravate  the  ill- 
ness.”1 “Initial  treatment  has  to  be  supportive.  It  is  best 
not  to  nag  the  patient  about  eating;  gentle  persuasion  is 
preferable.”2  The  child  has  to  eat  to  survive,  and  if  parents 
show  interest  that’s  no  good;  if  they  don’t  exhibit  anxiety, 
that’s  not  right  either. 

Is  there  a health  organization  that  offers  emotional 
support  to  families  of  anorectics?  This  is  an  unanswered 
question  about  a teenage  girl  you  love. 

Guilt.  What  did  we  do?  Why  does  she  lack  self-es- 
teem? Could  we  have  prevented  her  over-achieving? 
Why  didn’t  we  see  her  weight  change?  Did  we  give  her  too 
much  or  too  little  affection?  Attention?  Should  her 
childhood  have  been  less  secure?  More  secure? 

Disgust.  In  our  “beautiful  people”  society  where  youth 
means  firm  muscles  and  taut  skin,  an  emaciated  body  is 
unpleasant  to  touch.  Bony  cold  fingers  do  feel  awful; 
thighs  and  hips  minus  muscle  mass  are  ugly.  You  caress 
this  ill  human  but  it  is  distasteful 

This  takes  me  to  another  emotion,  shame. 

Anger.  We  raised  you  by  the  gentle  words  of  Dr.  Spock, 
so  why  are  you  mixed  up?  Look  how  your  mental  state  has 
upset  the  entire  household!  Why  do  I have  to  sneak 
around  to  be  sure  you  haven’t  thrown  up  your  meals?  Why 
are  family  psychiatric  visits  so  draining? 

Resentment.  With  time,  energy,  and  money  invested 
in  psychiatric  and  continued  medical  care,  why  won’t  you 
get  well?  How  can  you  do  this  to  yourself  and  to  Us? 

Fear.  Will  she  ever  get  well?  Will  problems  later  in  life 
cause  her  to  revert  to  anorexia?  Will  she  starve  herself  to 
death?  Might  her  kidneys  cease  to  function?  Will  she 
menstruate  and  someday  be  able  to  reproduce?  Is  there 
enough  energy  left  in  me  to  respond  to  my  other  children? 
Will  her  siblings  always  hate  her  because  she’d  disrupted 
their  childhood  too? 

Helplessness.  I can’t  see  this  as  a wound,  broken  leg, 
and  so  forth,  and  don’t  understand  why  a loved,  bright 
youngster  self-destructs,  so  how  can  I assist  in  healing? 
I’m  there  to  talk  to,  cry  on,  build  morale,  and  encourage, 
but  it’s  futile. 

Each  must  adapt  and  accept  as  he  is  able  to  do  so.  I 
can’t  offer  family  advice  for  coping  with  an  anorectic. 
Being  angry,  guilty,  helpless,  fearful,  and  resentful,  how- 
ever, should  not  negate  the  positive  ways  of  showing  love 
and  caring. 

“It  is  not  upon  you  alone  the  dark  patches  fall, 
The  dark  threw  its  patches  down  upon  me  also.”3 
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Editorial 


Address  by  James  H.  Sammons,  M.D.,  Executive  Vice  President  of  the 
American  Medical  Association  to  the  Council  of  the  Medical  Society 


of  the  State  of  New  York,  March  22 

It  is  a real  pleasure  for  me  to  be  here.  This  is  my 
first  visit  to  the  corporate  headquarters  of  the  Med- 
ical Society  of  the  State  of  New  York.  Now  that  I 
finally  found  out  where  it  is,  I expect  to  come  back. 
As  I look  around  the  room  I see  many  old  friends, 
people  with  whom  I have  served — Jerry  Dorman  and 
George  Lawrence.  Henry  Fineberg  likes  to  tell 
people  that  he  knew  me  when  I was  a pup,  and  that 
is  true.  Henry  has  known  me  since  about  1954,  a 
long  time;  George  Lawrence  has  known  me  very  well 
since  about  1963  and  that’s  been  a long  time  as 
well. 

I’m  delighted  to  be  with  you.  I came  into  New 
York  yesterday.  Part  of  our  activity  is  to  meet  with 
the  editors  of  the  major  newspapers  around  the 
country  on  a periodic  basis.  Early  yesterday  I met 
with  the  editors  of  Fortune  Magazine,  and  later  in 
the  afternoon  with  the  editors  of  the  Wall  Street 
Journal.  On  several  occasions  we  met  with  the  New 
York  Times.  With  all  due  respect,  (addressing  Mr. 
Irving  Rosenthal,  retired  professor  of  journalism) 
there  have  been  times  when  I am  not  sure  that  it  was 
to  your  great  credit  that  all  of  the  editorial  writers  of 
the  New  York  Times  were  your  former  students.  We 
think  that  these  contacts  are  a most  productive  ac- 
tivity; one  which  has  paid  very  good  dividends  over 
the  past  several  years. 

I am  particularly  pleased  to  be  here  today  because 
I am  concerned  about  the  State  of  New  York.  I 
really  did  not  come  to  pass  platitudes  with  you  this 
morning.  In  the  first  place,  you  have  too  much  to  do 
for  me  to  take  up  your  time,  and  so  do  I.  I came  to 
talk  with  you  very  seriously  about  what  I think  is  the 
major  problem  in  this  country,  and  that’s  you. 

When  I first  started  going  to  the  AMA  House  of 
Delegates  back  in  1954,  the  New  York  State  Dele- 
gation filled  up  half  of  one  side  of  the  room.  You 
almost  had  to  have  the  list  in  hand  to  find  out  who 
you  were  talking  to,  there  were  so  many  of  you.  You 
made  great  contributions,  and  you  were  listened  to. 
Today  1 can  almost  place  you  with  my  old  Texas 
Delegation,  and  you’d  almost  come  out  even,  and  I 
think  that’s  had.  I think  that’s  had  for  American 
medicine,  I think  that’s  bad  for  the  AMA,  and  1 think 
that’s  bad  for  the  Medical  Society  of  the  State  of  New 
York. 

My  computers  tell  me  that  there  are  48,240  doctors 
of  medicine  in  the  State  of  New  York.  They  also  tell 
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me  that  you  have  approximately  26,607  members. 
That  turns  out  to  be  about  52.2  percent.  Out  of  that, 
10,274  are  dues  paying  members  of  the  AMA,  which 
gives  you  11  delegates.  Henry,  what  was  the  maxi- 
mum number  that  you  ever  had?  (Dr.  Fineberg  an- 
swered— 29.)  Twenty-nine,  that’s  the  way  I re- 
member it. 

I cannot  travel  around  the  country  and  try  and 
represent  the  doctors  of  this  country  and  make  a 
clear-cut  distinction  between  the  ones  that  are 
members  and  the  ones  that  are  not;  we  wind  up  rep- 
resenting them  all.  Being  a State  Medical  Society 
president,  George  can’t  do  that  either,  because  he’s 
got  to  represent  the  interest  of  the  physician  popu- 
lation of  the  State  of  New  York;  every  county  society 
president  in  this  State;  and  every  other  state  winds 
up  representing  the  interest  of  the  doctors  in  that 
county,  whether  he  likes  it  or  not. 

I’ll  tell  you  very  frankly — I don’t  like  representing 
the  interest  of  nonmembers.  I am  bigoted,  biased, 
and  prejudiced  in  that  regard,  and  I am  proud  of  all 
three,  because  all  three  of  them  say  that  doctors 
ought  to  be  a part  of  the  federation — the  professional 
club  of  medicine — and  we  ought  to  be  damn  proud 
of  it.  Nobody  else  in  this  country  has  lifted  a fingei 
to  protect  the  public  interest  and  the  interest  oi 
physicians  in  this  country  like  the  federation  has,  anc 
we  ought  to  be  proud  of  that.  If  we  can’t  be  prouc 
of  it,  then  we  ought  to  give  up  our  jobs,  let  somebody  I 
else  do  it,  and  go  back  and  do  whatever  it  is  tha  I 
thrills  us  the  most  at  the  moment.  We  can  then  si  I 
back  in  self-righteousness  and  say,  “Let  George  d<  I 
it!”  Well  this  is  not  a job  that  “George”  can  do  b;| 
himself,  there  are  not  that  many  Georges  around  I 
Every  Tom,  Dick,  and  Harry  in  American  medicin  I 
will  have  to  get  off  his  duff,  because  the  problems  ar  I 
getting  worse,  not  better;  more  acute,  not  resolvecl 
and  if  we  in  fact  want  to  protect  this  federation,  if  w l 
want  to  protect  the  public  that  we  serve,  if  we  warl 
to  protect  the  physician  population  in  this  countnl 
then  we  have  to  do  better. 

Let  me  waltz  you  through  some  numbers.  Thei  I 
are  a little  over  400,000  doctors  of  medicine  living  i I 
the  United  States.  392,000  of  them  profess  to  LI 
actively  engaged  in  the  practice  of  medicine.  Of  th;  I 
number  60,000  are  residents  in  this  country  (they  ai  I 
M.D.s  too,  you  know.)  There  are  about  35,000  full 
time  research  physicians,  who  do  not  render  patiei  1 


care.  If  you  add  that  up,  there  remain  about  300,000 
doctors  in  the  country  who  are  delivering  some  form 
of  patient  care  on  a daily  basis.  155,000  of  those 
physicians  were  active  members  of  the  AMA  last 
year.  We  had  another  15,000  resident  members. 
When  we  added  the  dues  exempt  members,  our  total 
number  was  about  202,000.  That  is  not  near  enough. 
If  offends  me  as  a dues  paying  member  of  the  AMA; 
and  I am.  I’m  also  a dues  paying  member  of  the 
Chicago  Medical  Society,  the  Illinois  State  Medical 
Society,  the  American  Academy  of  Family  Physi- 
cians, the  Illinois  Academy  of  Family  Physicians,  and 
the  Chicago  Academy  of  Family  Physicians.  I write 
out  a check  for  $1,150  every  year,  just  as  you  do.  It 
offends  me  that  half  of  the  physician  population  of 
this  country  is  getting  a free  ride.  If  I thought  they 
couldn’t  afford  it,  I might  be  sorry  enough  for  them 
to  say,  “Well,  let’s  give  it  to  them;”  but,  number  one, 
they  can  afford  it;  number  two,  one  of  the  big  prob- 
lems is  we  have  not  asked  them. 

Let  me  tell  you  something  about  the  federation  of 
medicine.  All  of  us  think  we  know  a lot  about  it  until 
we  get  right  up  to  our  eyebrows  in  it.  and  then  we  find 
out  how  much  we  didn't  know  about  it.  Across  this 
country  for  some  30  years  there  has  been  a habit 
pattern  that  if  a doctor  did  not  pay  his  dues  to  the 
county  society  in  any  given  year  he  was  never  invited 
back.  Think  about  that  for  a while.  Nobody  ever 
said,  “Come  on  Henry  put  your  money  up,  get  back 
in  the  club.  You  have  no  business  being  outside.” 
We  just  let  them  go  as  though  we  didn’t  need  them, 
didn’t  want  them,  and  didn’t  care.  60,000  doctors 
in  this  country  belong  to  state  and  county  medical 
societies,  but  do  not  belong  to  the  AMA.  150,000 
doctors  in  this  country  don’t  belong  to  anything.  I 
will  tell  you,  we  can’t  survive  under  that  arrangement 
very  much  longer.  The  cost  of  doing  business  today 
and  give  protection  to  the  public  and  the  profession 
is  much  too  high  for  that  kind  of  attitude. 

I spent  three  days  in  Washington  last  week  testi- 
fying before  two  Senate  committees.  I'm  going  back 
to  Washington  Sunday  to  testify  before  the  House 
Ways  and  Means  Committee.  Tom  Nesbitt  is 
' staying  over  and  will  be  testifying  on  Thursday  be- 
'fore  the  Senate  Finance  Committee.  There  are 
weeks  when  we  literally  commute.  The  legions  of 
people  who  would  like  to  take  over  this  profession  are 
not  decreasing  in  size.  They  are  getting  more  so- 
phisticated in  their  proposals  for  doing  it. 

The  administration  worked  out  a very  neat  little 
arrangement  in  its  hospital  cost  containment  bill.  In 
ane  fell  swoop  it  could  put  52  percent  of  the  hospitals, 
that  have  half  of  the  beds  and  deliver  slightly  over 
half  of  the  care  in  this  country,  right  under  its  thumb. 
They  set  it  up  so  that  everyone  in  Congress  who  had 
• Pa  rural  hospital  could  go  home  and  say,  “But  I got  you 
exempted.”  There  isn’t  a teaching  hospital  in  this 
ountry  that  can  continue  to  operate  if  HEW  really 
mforces  the  original  Social  Security  Law  and  reim- 
bursement in  the  teaching  setting. 

The  secretary  of  HEW  now  says  there  are  too 


many  doctors  in  the  country,  and  that’s  why  we  have 
the  price  increases.  We  will  use  the  power  of  the 
Federal  buck  to  force  medical  schools  to  reduce  their 
enrollment.  Of  course,  the  Chairman  of  the  Federal 
Trade  Commission  says  exactly  the  opposite — there 
are  not  enough  doctors  in  the  country,  and  that  is 
why  we  have  the  escalation  in  the  cost  of  care. 

We  are  fighting  with  the  Federal  Trade  Commis- 
sion on  three  different  fronts  over  your  rights  to 
continue  to  practice  medicine  as  we  know  it  and  think 
best.  One  of  those  fights  revolves  around  the  entire 
certification  system  in  graduate  medical  education. 
Their  expressed  desire  is  to  eliminate  board  certifi- 
cation. 

Now  I’m  dumb  enough  that  I happen  to  think 
those  are  very  serious  problems,  and  I don’t  believe 
they  will  go  away  between  now  and  this  time  next 
week,  or  next  month,  or  next  year,  and  maybe  never. 
The  Federal  Trade  Commission  hired  186  newly- 
graduated  lawyers  last  year  for  the  sole  purpose  of 
pursuing  medicine  and  law  in  all  of  its  forms  as  tar- 
gets for  the  Federal  Trade  Commission.  1 gave  an 
order  before  I left  Chicago,  the  day  before  yesterday, 
to  Newton  Minow  of  Sidley  and  Austin,  our  outside 
counsel,  and  Bernie  Hirsh,  my  general  counsel,  that 
they  are  to  prosecute  Pertschuk  in  the  Federal  courts 
to  force  his  removal  from  the  Federal  Trade  Com- 
mission in  the  hearings  on  the  AMA.  We’re  not 
playing  for  marbles,  we’re  playing  for  keeps,  and 
when  you  play  for  keeps  it  takes  a lot  of  people,  and 
a lot  of  time,  and  a lot  of  money. 

The  AMA  is  the  largest  publisher  of  scientific  in- 
formation in  the  world.  We  publish  38  million  sci- 
entific journals  a year,  in  addition  to  AMA  News.  It 
costs  us  $8  million,  above  and  beyond  the  income 
from  the  publications,  to  do  it. 

We  think  that  a prime  requisite  for  a medical  or- 
ganization should  be  involvement,  and  furtherance 
of  the  art  and  science  of  medicine,  and  the  better- 
ment of  the  public  health.  That  is  what  it  says  in  our 
charter  and  that  is  what  we  will  keep  on  doing.  But 
we  can’t  do  it  by  ourselves,  and  I don’t  think  you  can 
get  along  forever  with  55.2  percent  of  the  total  doctor 
population  in  the  State  of  New  York  as  a member  of 
the  Medical  Society  of  the  State  of  New  York.  I find 
it  difficult  to  believe  that  49  percent  of  the  doctors 
in  the  State  of  New  York  are  unacceptable  as  candi- 
dates for  membership  in  this  Society.  I find  that 
very  difficult  to  believe.  I find  it  difficult  to  believe 
that  there  are  150,000  doctors  in  this  country  that  are 
unacceptable  candidates  for  membership  in  county 
medical  societies. 

I tell  you,  the  time  has  come  w-hen  we  better  re- 
evaluate our  approach  to  these  problems.  If  we 
don’t,  then  we  will  lose  by  default,  because  we  simply 
cannot  build  a big  enough  base  to  continue  to  carry 
the  load.  I suggest  to  you  that,  yes,  the  AMA  has  a 
role  to  play,  and  I am  perfectly  prepared  to  play  it. 
As  a matter  of  fact,  if  I were  left  to  my  own  desires, 
I would  directly  bill  every  doctor  in  America  at  least 
twice  every  single  year  until  I elevated  membership 
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to  a decent  level;  and  if  I were  left  to  my  own  just 
dessert,  I would  do  what  my  lawyers  tell  me  the  AMA 
should  have  been  doing  the  last  135  years,  and  that 
is — it  ought  to  be  an  organization  of  organizations, 
every  state  medical  society  ought  to  be  a member  and 
pay  a yearly  annual  check  to  cover  its  membership. 
You  can  call  that  unified,  mandatory,  anything  you 
want  to,  but  I’ll  tell  you  that  from  the  legal  point  of 
view  as  an  affiliated  federation,  that’s  what  the  AMA 
is.  It  is  an  organization  of  organizations.  We’ve 
never  done  it  that  way. 

There  are  so  many  things  that  we’ve  tried  to  do  in 
the  last  year  that  I could  stand  here  and  talk  to  you 
about,  but  I will  talk  to  you  about  one  more  “George,” 
if  I may.  All  of  you  are  aware  of  the  fact  that  the 
AMA  created  the  National  Commission  on  the  Cost 
of  Medical  Care  in  late  1976.  It  met  for  18  months 
and  it  issued  its  report  in  December,  1977,  48  rec- 
ommendations, not  all  of  which  were  acceptable  to 
the  AMA.  That  didn’t  surprise  anybody,  or 
shouldn’t  have.  It  was  a free  standing  autonomous 
commission;  the  third  one  since  1952  that  the  AMA 
has  produced.  The  first  two  wrote  beautiful  reports 
that  were  promptly  put  on  the  shelf  and  were  for- 
gotten about.  I made  up  my  mind  that  this  one 
wasn’t  going  to  be  forgotten,  because,  as  far  as  I’m 
concerned,  it’s  the  third  most  important  document 
the  AMA  has  ever  caused  to  be  created.  The  first 
one,  the  Flexner  Report;  the  second,  the  Health 
Manpower  Report  in  the  early  60s;  and  the  third,  this 
report  of  the  Commission  on  the  Cost  of  Medical 
Care.  It  was  broken  down  into  8 sections.  At  least 
3 of  those  sections  are  directly  applicable  to  industry 
and  business. 

We  started  in  early  1978,  and  we  approached  the 
top  50  of  the  “Fortune  500”  companies  in  terms  of 
size,  and  we  started  a corporate  visitation  program. 
I believe  I’ve  been  in  every  major  building  in  down- 
town Manhattan  over  60  storys  tall  in  the  last  year 
at  least  twice,  visiting  with  corporate  officials.  We 
spread  it  out  among  our  officers  and  trustees.  At  the 
end  of  1978  we  had  visited  49  of  the  top  50.  We’ve 
started  on  the  second  50  in  1979.  We  went  in  and 
said  to  them  very  frankly:  “I  don’t  know  why  it  has 
been  136  years  since  the  AMA  has  been  created  and 
nobody’s  been  to  see  you,  hut  let’s  not  spend  any  time 
talking  about  it.  The  fact  is,  we  are  here  today. 
Let’s  talk  about  your  problems  as  a major  purchaser 
of  health  care.”  At  one  of  the  meetings  with  the  steel 
industry  I had  five  men  sitting  around  a table  like 
this,  and  those  five  men  were  spending  $2.75  billion 
a year  buying  health  care  benefits  for  their  employ- 


ees— just  to  give  you  an  idea  of  the  magnitude.  They 
have  problems.  They  have  the  same  problems  you 
and  I have;  they  have  the  problems  of  increasing 
costs,  decreasing  productivity,  stabilization  of  wages 
and  salaries  that  are  totally  out  of  hand;  but  they  had 
one  thing  that  we  expected,  and  we’re  glad  to  find, 
and  that  was — they  had  an  appreciation  for  the  need 
to  keep  medicine  free  of  further  government  regu- 
lation and  control. 

As  a result  of  that  series  of  visits,  out  of  our  coop- 
erative efforts  with  the  Washington  Business  Group 
on  Health,  (which  is  an  offshoot  of  the  Business  j 
Round  Table)  out  of  our  conversations  and  deliber- 
ations with  the  Task  Force  on  Health  of  the  Business 
Round  Table,  the  Business  Round  Table  represen- 
tatives cancelled  a meeting  w'ith  the  President  of  the 
United  States,  set  for  Friday,  with  a comment  to  the  I 
White  House  that  there  was  nothing  Mr.  Carter  could  > 
say  to  them  that  would  change  their  minds  relative 
to  the  administration’s  cost  control  bill.  They  were  j 
committed  to  the  voluntary  effort  of  the  American 
Medical  Association  and  the  American  Hospital 
Association.  I think  that  that  is  probably  one  of  the 
greatest  accomplishments  we  will  have  in  our  life- 
time. To  bring  the  business  community,  which 
historically  is  our  ally,  and  should  continue  to  be  our 
ally,  in  the  free  market  place,  in  the  free  economy, 
back  to  the  table,  with  medicine  in  a position  where 
they  are  willing  and  ready  to  stand  up  and  say  to 
anyone,  including  the  President  of  the  United  States, 
“There  isn’t  anything  you  can  say  to  us.  We  will  stay 
with  medicine.” 

That  is  tangible.  We  could  talk  all  day  about  in- 
tangibles, but  that  is  tangible.  A total  of  60  com- 
panies, which  we  have  visited,  know  that  doctors  are 
interested  in  their  problems,  and  in  their  employees’ 
problems.  That  is  tangible.  We  could  stay  here  the 
rest  of  the  day  talking  about  tangible  assets  of  med- 
icine, hut  that  is  a good  illustration. 

There  are  things  you  do  in  this  State  that  I don’t 
know  about  that  are  just  as  tangible  as  that,  of  that 
I’m  sure,  and  you’re  doing  them  for  50  percent  of  the 
doctors  in  New  York  who  do  not  help  pay  for  it,  oi 
work  at  it.  I’m  doing  them  for  slightly  less  than  5C 
percent  of  the  practicing  physicians  in  this  country 
who  do  not  help  pay  for  it,  and  do  not  help  work  at  it 
and  I’m  tired  of  that.  1 hope  you’re  tired  of  that 
Let’s  now  see  if  we  can’t  put  together  a package  tha 
brings  t hose  people  back  to  the  table  with  the  rest  ofl 
us,  not  only  to  help  pay  for  it,  but  to  help  work  afl 
it.  I 

Thank  you  very  mucbM 
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ECT  (emission  computed  tomography)  is  analo- 
gous to  computerized  x-ray  tomography,  or  CAT 
(computed  axial  tomographic)  scanning,  in  that  it 
utilizes  reconstruction  algorithms  for  data  obtained 
in  multiple  projections  to  provide  an  image  of  a 
transaxial  plane  or  “slice”  of  a body  section.  How- 
ever, while  CAT  scanning  is  primarily  a method  for 
visualizing  anatomy  free  of  shadows  of  overlying 
structures,  ECT  has  the  power  of  displaying  regional 
uptake  of  radiopharmaceuticals,  in  turn  providing 
for  the  possibility  of  quantitatively  estimating  con- 
centration of  radioactivity  and  of  measuring  meta- 
bolic rates.  Although  the  use  of  computed  tomog- 
raphy for  radionuclides  preceded  transmission  or 
x-ray  tomography,  CAT  scanning  quickly  became  an 
accepted  procedure  with  rapid  technologic  devel- 
opment. The  mathematical  and  hardware  devel- 
opments in  CAT  scanning  have  served  as  an  impetus 
for  the  more  recent  development  of  ECT  techniques 
which  are  still  in  an  early  phase.  It  is  the  purpose  of 
this  review  to  give  some  idea  to  the  general  reader  of 
the  development  of  ECT,  its  present  utilization,  and 
future  prospects. 

Historic  aspects 

The  possibility  of  obtaining  three-dimensional 
representation  of  in  vivo  radionuclide  distributions 
was  first  suggested  by  Oldendorf  in  1961. 1 This  early 
experimental  work  was  published  in  an  electronics 
engineering  journal  and  was  not  picked  up  by  the 
medical  community  at  that  time.  A scanning  sys- 
tem. developed  by  Kuhl  for  use  with  gamma-emitting 
radionuclides,  was  first  described  in  1963  and  has 
gone  through  several  development  phases.2,3  More 
recently,  commercial  versions  have  been  developed 
utilizing  scanners  or  a combination  of  the  large  field 
[of  view  gamma  camera  with  scanning  for  use  with 


Emission  tomography  is  a method  for  producing 
transaxial  planar  images  of  radionuclide  distribution 
in  sections  of  the  body.  Both  “single-photon’’  emit- 
ting and  positron  emitting  methods  have  been  de- 
veloped. Coincidence  detection  of  short-lived  posi- 
tron emitting  radionuclides  has  the  advantage  of 
good  attenuation  correction  so  that  true  quantitative 
determination  of  radioactivity  concentration  is 
possible.  In  addition,  organic  molecules  of  medical 
interest  can  be  labeled  with  radionuclides  such  as 
carbon-1 1 or  nitrogen-13,  which  do  not  affect  biologic 
behavior.  The  advantage  of  single-photon  systems 
is  that  conventional  radiopharmaceuticals,  such  as 
those  labeled  with  technetium-99m,  can  be  used. 
Unfortunately,  these  materials  do  not  measure  me- 
tabolism. Both  methods  are  still  in  an  early  stage  of 
development  and  do  not,  as  yet,  have  a well-defined 
clinical  role. 


conventional  radiopharmaceuticals,  particularly 
those  labeled  with  technetium-99m.4-6 

The  potential  of  positron  emitters  for  radionuclide 
imaging  was  realized  early  in  the  history  of  nuclear 
imaging.  Positrons  undergo  annihilation  in  matter 
resulting  in  the  production  of  two  photons  of  equal 
energy,  511  kev,  traversing  in  exactly  opposite  di- 
rections, 180  plus  or  minus  0.06  degrees.  Thus  there 
is  the  possibility  of  “electronic  collimation”  by  setting 
the  circuitry  to  record  only  coincident  events,  that 
is,  those  occurring  within  about  10  nsec,  of  each  other, 
in  opposing  detectors.  The  dispensing  of  conven- 
tional collimation  increases  sensitivity,  and  the  use 
of  coincidence  detection  provides  the  possibility  of 
three-dimensional  localization. 

The  early  positron  coincident  detection  devices 
were  developed  at  the  Massachusetts  General  Hos- 
pital in  the  mid  1950s  and  used  a conventional 
scanning  system.1  This  system  used  a coincidence 
circuit  for  brain  tumor  detection  along  with  an  “un- 
balance” circuit  to  define  the  side  of  the  lesion. 
Further  development  resulted  in  a multidetector 
device  of  unique  design  which  permitted  definition 
of  focal  planes  between  the  two  detector  arrays.  This 
was  the  state  of  the  art  in  the  1960s.8  In  the  1970s 
the  device  was  further  refined  to  permit  rotation 
about  the  patient  and  then  reconstruction  of  the  data 
to  produce  multiple  “slices”  or  transaxial  sections.9 
A commercial  version  of  this  device  has  been  devel- 
oped. 
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FIGURE  1.  Diagrammatic  representation  of  positron 
emission  tomographic  device  (PETT  III)  now  in  use  at 
Brookhaven  National  Laboratory.  Constructed  at  Washington 
University,  instrument  consists  of  hexagonal  array  of  48  so- 
dium iodide  crystal  detectors.  Each  detector  is  in  coinci- 
dence with  eight  opposite  crystals.  Each  bank  of  crystals 
moves  5 cm.  in  linear  fashion  in  1-cm.  increments.  Entire 
gantry  rotates  3 degrees,  and  process  is  repeated.  Total  of 
20  rotations  required  to  complete  acquisition  of  data  (From 
Reconstruction  Tomography  in  Diagnostic  Radiology  and 
Nuclear  Medicine,  Edited  by  Ter-Pergossian,  M.  M.,  et  al., 
Copyright  © 1977  by  University  Park  Press,  Baltimore, 
Maryland.  Reprinted  with  permission.).18 

The  gamma  camera  developed  by  Anger  in  195210 
was  early  adapted  to  coincidence  detection  of  anni- 
hilation radiation,11  and  it  went  through  several 
modifications  before  being  offered  in  a commercial 
version.*  While  primarily  intended  for  imaging 
longitudinal  sections,  it  has  been  used  experimentally 
in  a rotational  mode  to  produce  transaxial  sec- 
tions.12 

Current  development  of  positron  coincident 
imaging  devices  is  based  on  the  ring  concept.  Ran- 
kowitz  et  al.13  first  conceived  of  such  a device  at 
Brookhaven  National  Laboratory  in  1960.  It  was 
somewhat  ahead  of  its  time  and  could  not  take  ad- 
vantage of  present-day  algorithms  for  reconstruction 
of  images.  This  device,  considerably  upgraded,  is 
now  in  use  at  the  Montreal  Neurological  Insti- 
tute.14 

More  advanced  systems  have  been  developed  by 
Cho,  Chan,  and  Eriksson,15  DeRenzo,  Zaklad,  and 
Budinger,16  and  Ter-Pogossian  and  colleagues  (Fig. 
I).17’18  The  development  has  proceeded  from  in- 
struments which  acquire  and  reconstruct  data  from 
a single  plane  to  devices  which  can  do  t his  for  mul- 
tiple planes  simultaneously.19  The  use  of  bismuth 
germanate  crystals  promises  to  increase  sensitivity 
considerably.  Commercial  manufacturers  have  now 
become  involved,  and  rapid  advances  are  to  he  ex- 

' By  Nuclear-Chicago  Corporation,  now  Searle  Radiographics, 
Incorporated,  Chicago,  Illinois. 


pected  in  the  near  term.  As  one  might  well  surmise, 
this  equipment  will  be  considerably  more  expensive 
than  conventional  imaging  equipment. 

Quantitative  aspects  of 
positron  emission  imaging 

Because  the  total  path  of  annihilation  photons 
through  tissue  is  the  same  no  matter  the  depth  of  the 
source  of  the  photons,  when  detected  by  use  of 
coincident  methods,  that  is,  detectors  placed  180 
degrees  apart,  the  sensitivity  of  the  system  is  in- 
variant for  any  location  of  the  radioactivity  concen- 
tration. Correction  for  overall  attenuation  of  the 
combined  path  of  the  photons  is  achieved  by  per- 
forming a transmission  scan  of  the  section  of  the  body 
prior  to  the  administration  of  radioactivity  to  the 
patient  using  a positron  emitter  such  as  68Ga  (gal- 
lium) source.  Correction  factors  can  then  be  deter- 
mined for  attenuation  correction  because  of  inho- 
mogeneities in  tissue  density  or  variations  in  thick- 
ness of  tissue  in  each  projection.  At  this  photon 
energy  level,  511  kev,  major  discontinuities  are 
caused  by  air  or  gas  in  such  structures  as  lungs  or 
bowel.  Attenuation  by  bone  is  very  similar  to  at- 
tenuation by  soft  tissues. 

The  possibility  of  performing  attenuation  correc- 
tion and  the  ability  of  the  computer  to  correct  for 
physical  decay  means  that  absolute  quantitation  of 
radioactivity  concentration  is  a reality.  One  can 
determine  microcuries  per  cubic  centimeter,  after 
calibration  of  the  system,  in  volume  elements  less 
than  1 cc.  in  some  of  the  newer  instrumentation. 
This  determination  can  be  performed  regardless  of 
depth  in  tissue.  In  pictorial  terms  it  also  means  that 
differences  in  radioactivity  concentration  can  be  seen 
with  much  greater  contrast  because  the  effects  ol 
attenuation  and  of  overlying  or  deeper-lying  con- 
centrations of  radioactivity  are  no  longer  a problem 
Abnormal  foci  can  be  detected  with  much  smalle) 
differences  in  concentration  from  surrounding 
areas. 

The  ability  to  determine  absolute  concentration, 
of  radioactivity  is  a powerful  tool  in  the  study  o 
metabolism.  The  rates  of  uptake  and  egress  of  ra 
dioactivity  from  a region,  or  the  ability  of  a structur 
or  organ,  in  quantitative  terms,  to  take  up  an  ad 
ministered  radiolabeled  tracer  can  be  very  informa 
tive  concerning  blood  flow  and  metabolic  rates,  no 
only  in  entire  organs  but  also  in  regions  within  oi 
gans.  Changes  in  blood  flow  or  metabolic  rates  ma 
he  the  earliest  indication  of  a disease  process  befor 
the  onset  of  symptoms  or  morphologic  change: 
These  sensitive  indicators  may  also  be  helpful  i 
assessing  efficacy  of  drug  or  other  interventions  i 
restoring  the  organ  to  a normal  state. 

Radiopharmaceuticals 

Single  photon-emitter  emission  tomography  ut 
lizes  available  radiopharmaceuticals,  especially  tho: 
with  technetium-99m  as  a label.  The  need  exists  f 
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TABLE  I.  Physical  characteristics  of  some  short-lived 
positron  emitters 


TABLE  II.  Some  generator  sy stems  for  positron 
emitting  radionuclides 


Nuclide 


Half-life  Beta* 

(minutes)  Abundance  (percent) 


Parent  Daughter 

(Half-life)  (Half-life) 


1 'C  ( carbon- 1 1 ) 

20.3 

99.8 

l:,N  (nitrogen-13) 

10.0 

100 

,sO  (oxygen-15) 

2.07 

100 

l8F  (fluorine-18) 

110 

97 

radionuclides  which  can  provide  high  photon  fluxes 
to  avoid  excessive  time  for  accumulation  of  data  and 
radiation  dose  to  the  patient.  Tomographic  recon- 
structive techniques  require  more  extensive  data 
acquisition  than  conventional  methods  of  imaging, 
and  there  are  very  few  radionuclides  that  are  suitable 
given  the  present  sensitivity  of  emission  tomographic 
devices.  While  the  technetium-99m  label  is  an  ad- 
mirable one  for  conventional  radionuclide  studies, 
the  compounds  now  available,  for  the  most  part,  do 
not  seem  capable  of  answering  the  questions  best 
asked  of  emission  tomography.  As  yet  little  de- 
monstrably significant  advantage  is  seen  for  emission 
tomography  with  the  conventional  radiopharma- 
ceuticals currently  available.  It  must  be  admitted 
that  the  state  of  the  art  is  in  an  early  stage  of  devel- 
opment, and  this  situation  could  readily  change  in 
the  near  future. 

Perhaps  more  intriguing  at  this  time  is  the  po- 
tential for  positron  emission  tomography.  Organic 
compounds  are  largely  composed  of  carbon,  hydro- 
gen, oxygen,  and  nitrogen.  No  suitable  radionuclide 
of  hydrogen  exists  for  imaging,  although  :!H.  or  tri- 
tium, is  suitable  for  autoradiography  and  liquid 
‘scintillation  counting  of  tissue  samples.  Carbon, 
nitrogen,  and  oxygen  do  have  short-lived  positron 
emitting  radionuclides  (Table  I).  The  advantage  of 
using  these  as  labels  is  that  they  do  not  change  the 
' structure  of  the  original  compound  which  could  be 
a natural  substrate  for  metabolism.  Therefore,  the 
use  of  such  compounds  will  not  perturb  the  existing 
pathways,  availability  of  receptors,  or  rates  of  me- 
1 tabolism,  providing  the  efficiency  with  which  labeling 
can  be  performed  is  such  that  an  adequate  level  of 
radioactivity  can  be  introduced  into  the  body  at- 
tached to  a very  small  quantity  of  material  to  be 
traced. 

18F  is  another  useful  radionuclide  that  can  be  in- 
corporated in  place  of  the  hydroxyl  group  in  a num- 
ber of  organic  molecules  without  change  in  biologic 
activity.  It  has  been  most  successfully  used  as  a label 
for  2-fluoro-2-deoxy-D-glucose  as  a tracer  in  the 
study  of  glucose  metabolism  in  the  brain  and  heart. 
Other  positron  emitting  radionuclides  have  also  been 
used  such  as  68Ga,  82Rb  (rubidium),  77Kr  (krypton), 
_'2Fe  (iron),  52mMn  (manganese),  64Cu  (copper),  and 
4As  (arsenic)  among  others. 

The  major  problem  with  UC,  13N,  and  150  is  that 
with  such  short  physical  half-lives  they  can  only  be 
used  close  to  the  site  of  their  production,  which  is  a 


44Ti  (titanium)  (47  years)  44Sc  (scandium)  (3.9  hours) 

52Fe  (iron)  (8.3  hours)  52mMn  (21.1  minutes) 

62Zn  (zinc)  (9.2  hours)  62Cu  (9.73  minutes) 

B*Ge  (germanium)  (288  days)  r,M(la  ((58.1  minutes) 

82Sr  (strontium)  (25  days)  82Rb  (1.25  minutes) 
ll8Te  (tellurium)  (6  days)  ll8Sb  (antimony)  (3.5  minutes) 
122Xe  (xenon)  (20.1  hours)  ,221  (iodine)  (3.6  minutes) 
l34C  (cerium)  (76  hours)  1:44  La  (lanthanum)  (6.67  minutes) 


cyclotron.  1KF  can  he  shipped  modest  distances,  but 
with  loss  of  much  of  its  1.9-hour  half-life  radioac- 
tivity. Cyclotrons  for  medical  use  are  limited  in 
number  and  are  generally  in  a few  major  university 
medical  centers  or  national  laboratories.  There  is 
interest  in  developing  small,  self-shielded  cyclotrons 
of  relatively  simple  specifications  for  medical  use 
whose  cost  would  be  practical  in  a medical  setting. 
Even  with  such  a development,  the  need  for  chemical 
syntheses  and  expensive  imaging  equipment  will 
restrict  the  use  of  procedures  involving  these  radi- 
onuclides to  major  medical  centers. 

A number  of  parent-daughter  situations  exist 
among  positron-emitting  radionuclides  which  permit 
shipping  the  long-lived  parent  radionuclide  from  the 
production  site  to  an  institution  where  the  short- 
lived daughter  product  can  be  separated  out  and  used 
after  minimal  chemical  processing.  This  is  similar 
to  the  currently  widely  used  "Mo-99mTc  (molybde- 
num-technetium) generator  for  conventional  studies. 
The  potential  exists,  therefore,  to  do  positron  emis- 
sion tomography  at  locations  remote  from  a cyclotron 
or  accelerator.  A partial  listing  of  such  generator 
systems  is  given  in  Table  II. 

Present  clinical  stati's 

The  use  of  single  photon  emission  tomography, 
while  possible  with  approvpd  conventional  radio- 
pharmaceuticals, must  be  considered  in  an  evaluative 
phase.  No  consensus  exists  at  this  time  concerning 
the  need  or  efficacy  of  the  method.  No  superiority 
of  the  method  over  conventional  imaging  methods 
has  yet  been  demonstrated.  However,  clinical  ex- 
perience is  limited,  and  instrumentation  is  still  in  an 
early  age  of  development. 

Positron  emission  tomography  must  be  considered 
purely  investigative  at  this  time.  The  research  into 
formulation  of  labeled  compounds  and  their  appli- 
cation is  extremely  difficult  in  this  area.  The  limited 
number  of  institutions  that  can  pursue  this  type  of 
research  restricts  their  general  application. 

The  currently  most  promising  applications  are  the 
study  of  the  brain  and  the  heart.  The  development 
of  18FDG  (18F-labeled  2-fluoro-2-deoxy-D-glucose) 
for  the  study  of  glucose  metabolism  has  been  a tre- 
mendous stimulus  to  pursue  clinical  research  in 
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FIGURE  2.  Serial  tomographic  images  obtained  through 
head  of  normal  volunteer  after  administration  of  18FDG. 
Concentration  of  radioactivity  in  brain  related  to  glucose 
metabolic  rate  (From  Reivich,  M.,  et  al.:  The  (18F)  fluoro- 
deoxyglucose  method  for  the  measurement  of  local  cerebral 
glucose  utilization  in  man,  Circulation  Res.  44:  127  (Jan.) 
1979.  By  permission  of  the  American  Fleart  Association, 
Inc.).20 


normal  physiology  and  in  a variety  of  disorders,  such 
as  stroke,  epilepsy,  schizophrenia,  and  senility,  which 
affect  brain  glucose  utilization  (Fig.  2). 20  A method 
developed  with  14C-deoxyglucose  in  rats  by  Sokoloff 
et  al.21  has  now  been  applied  through  the  use  of 
18FDG  to  the  study  of  regional  brain  metabolism, 
noninvasively,  in  human  beings.  Further  develop- 
ment in  the  study  of  neurotransmitters,  receptor 
blocking  agents,  and  other  neurologically  active 
compounds  is  envisioned  in  the  near  future. 

Several  agents  are  available  for  myocardial  imag- 
ing. These  include  nC-palmitate,22  82RB,23  13NH3 
(ammonia),24  38K  (potassium),25  and  52mMn.26  The 
transaxial  mode  of  imaging  with  any  of  these  agents 
can  delineate  regions  of  myocardial  ischemia  much 
more  clearly  than  conventional  scanning,  thus  per- 
mitting much  better  quantitation  than  before  (Fig. 
3).  The  possibility  of  studying  the  metabolic  activity 
of  myocardial  muscle  also  exists  with  some  of  these 
agents. 

Radioactive  gases  labeled  with  nC  or  150  have 
been  studied  for  many  years  but  are  recently  of  in- 
creasing interest  because  of  the  current  develop- 
ments in  instrumentation.  Labeled  carbon  mon- 
oxide can  be  inhaled  and  will  label  the  blood  by  its 
firm  adherence  to  hemoglobin.27  A recent  intriguing 
application  of  a labeled  gas  has  been  in  the  diagnosis 
of  pulmonary  embolism.28  Carbon  dioxide  labeled 
with  l50,  when  inhaled,  is  readily  absorbed  into  the 
blood  by  the  action  of  carbonic  anhydrase  and  con- 
verted to  bicarbonate.  In  areas  of  stasis  the  radio- 
activity will  persist  while  it  is  rapidly  washed  out  of 
t he  rest  of  the  lung  vascular  system  (Fig.  4). 
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FIGURE  3.  Transmission  scans  and  positron  emission  to- 
mographs at  two  different  levels  through  chest  showing 
distribution  of  13N  as  ammonia  in  myocardium  and  liver  and 
nC  as  carbon  monoxide  in  blood  pool  of  cardiac  chambers 
(From  Reconstruction  Tomography  in  Diagnostic  Radiology 
and  Nuclear  Medicine,  edited  by  Ter-Pergossian,  M.  M.,  et 
al.,  Copyright  © 1977  by  University  Park  Press,  Baltimore, 
Maryland.  Reprinted  with  permission.).18 


FIGURE  4.  Pulmonary  angiogram  (A)  demonstrates  em- 
bolus (arrow)  located  in  branch  of  pulmonary  artery  to  left 
upper  lobe.  "mTc-microsphere  perfusion  image  (C)  dem- 
onstrates defect  in  left  upper  lobe  with  corresponding  region 
on  133Xe  ventilation  image  (D)  demonstrating  good  ventilation 
(V/Q  (ventilation/perfusion)  mismatch),  evidence  of  pulmo- 
nary embolism.  Matched  defects  consistent  with  chronic 
pulmonary  disease  present  in  right  upper  lobe.  C1502 
(carbon  dioxide)  inhalation  image  (B)  demonstrates  "hot" 
region  because  of  delayed  clearance  from  region  involvoc 
with  embolus  (Reprinted,  by  permission.  From  The  Neu 
England  Journal  of  Medicine  (299:  279  (1978). )28 


Conclusion 

Before  application  of  short-lived  positron  emitter: 


in  tomography  can  be  applied  on  a wide  basis  clini- 
cally, considerable  development  work  is  necessary. 
Small  cyclotrons  capable  of  production  of  short -lived 
nuclides  such  as  13N,  150,  and  "C  with  maximal  au- 
tomation of  production  and  labeling  techniques  must 
become  a reality.  Most  important,  there  must  be 
developed  useful  labeled  compounds  which  con- 
tribute significantly  to  patient  care  before  one  can 
justify  the  expenditure  on  a large  scale  of  required 
funds  for  production  and  imaging  equipment. 

Brookhaven  National  Laboratory 
Associated  Universities,  Inc. 

Upton,  New  York,  1 1973 
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An  Apology 

Due  to  some  misinformation,  the  Journal  erroneously  reported  the  death  of  Arthur  Hecht,  M.D.,  New  York  City, 
on  page  1270,  July,  1979,  issue.  The  Journal  sincerely  apologizes  for  this  error. 
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Twenty-four  cases  of  factor  XI  deficiency  are  pre- 
sented. Factor  XI  levels  ranged  from  2.5  to  43  per- 
cent with  a mean  of  14  percent  (normal  65  to  140 
percent).  In  general,  bleeding  manifestations  were 
mild.  The  most  common  initial  findings  included 
elevated  preoperative  aPTT  ( activated  partial 
thromboplastin  time),  8 cases;  spontaneous  bleeding, 

4 cases;  and  hematuria  following  prostatectomy,  4 
cases.  Nine  of  25  major  surgical  procedures  were 
complicated  by  excessive  bleeding,  with  prostatec- 
tomy and  tonsillectomy  accounting  for  most  of  them. 
Prostatectomy  proved  the  most  troublesome,  wherein 

5 of  6 procedures  were  complicated  by  postoperative 
hematuria,  4 of  which  were  difficult  to  control  despite 
plasma  therapy.  The  risk  of  bleeding  after  prosta- 
tectomy in  factor  Xl-deficient  patients  should  be 
appreciated,  and  preparations  for  control  of  bleeding 
and  replacement  of  blood  made  in  advance. 


excessive  bleeding  following  surgery.  Fifteen  pa- 
tients had  a history  of  one  or  more  surgical  proce- 
dures without  bleeding  complications.  Nevertheless, 
some  of  these  patients  bled  following  prostatec- 
tomy. 

Materials  and  Methods 

Twenty-four  patients  ranging  in  age  between  6 and 
87  years,  7 females  and  17  males,  are  described. 
They  are  all  unrelated  except  for  patients  17  and  18 


TABLE  I.  Summary  of  data  in  patients  with  factor  XI  deficiency 


Patient 

Numbers 

Sex 

Age 

Initial  Finding 

aPTT* 

(seconds) 

Factor  XI 
Level 
(percent) 

Uncomplicated1 

Surgery 

1 

F 

54 

Preoperative  aPTT  elevation 

150 

10 

2 

M 

13 

Epistaxis 

67 

17 

3 

F 

27 

Ecchymoses 

203 

4 

19 

4 

F 

21 

Postpartum  bleeding 

103 

10 

5 

M 

64 

Family  history 

174 

2.5 

1,2,19 

6 

M 

67 

Preoperative  aPTT  elevation 

175 

4 

3,4,22 

7 

M 

71 

Preoperative  elevation 

187 

5 

5,6,7,9,19 

8 

M 

87 

Traumatic  hematoma 

107 

16 

1,9,13,14,15 

9 

F 

84 

Gastrointestinal  bleeding 

62 

6.2 

10 

M 

79 

Asymptomatic 

100 

15 

16 

11 

M 

57 

Asymptomatic 

253 

3 

12 

M 

63 

Postprostatectomy  hematuria 

153 

5.5 

1,17,18,19 

13 

M 

48 

Preoperative  aPTT  elevation 

260 

6 

8,19 

14 

M 

72 

Postprostatectomy  hematuria 

84 

29 

8,17,19 

15 

F 

67 

Preoperative  aPTT  elevation 

101 

7 

15,20 

16 

M 

89 

Postprostatectomy  hematuria 

136 

11 

19 

17 

M 

6 

Traumatic  bleeding 

79 

27 

18 

M 

13 

Preoperative  aPTT  elevation 

78 

32 

19 

M 

64 

Family  history 

98 

13 

19,10 

20 

M 

16 

Family  history 

60 

43 

21 

M 

67 

Preoperative  aPTT  elevation 

95 

8.5 

11,12 

22 

F 

45 

Easy  bruisability 

73 

23 

23 

F 

68 

Preoperative  aPTT  elevation 

240 

2.5 

13,19 

24 

M 

74 

Postprostatectomy  hematuria 

61 

34 

12,19,21 

' aPTT:  normal  range  = 30  to  45  seconds. 

' Refers  to  procedure  numbers  listed  in  'Fable  III. 
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Factor  XI  deficiency,  a rare  coagulation  disorder 
affecting  predominantly  Ashkenazi  Jews,  was  first 
described  by  Rosenthal  in  1953. 1 It  is  characterized 
as  a mild  hemorrhagic  disorder,  usually  asymptom- 
atic, until  excessive  bleeding  complicates  a surgical 
procedure  or  follows  an  accidental  trauma.  Inheri- 
tance is  by  an  autosomal  gene  with  an  estimated 
prevalence  of  homozygotes  among  Jews  of  approxi- 
mately 1:12, 000.2  We  describe  24  patients  with 
factor  XI  deficiency  who  were  discovered  as  a result 
of  preoperative  coagulation  tests,  family  history,  or 
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TABLE  II.  Surgical  procedures  and  bleeding 
complications 


Surgical  Procedures 

Patient  Numbers 

Prostatectomy 

5,  12,  14,  16,  24 

Tonsillectomy 

5,  11,  IS 

Tooth  extraction 

5,  15 

Thyroidectomy 

15 

who  are  first  cousins.  The  activated  partial  throm- 
boplastin time  was  performed  according  to  the 
method  of  Proctor  and  Rappaport.3  Blood  for  factor 
XI  determination  was  collected  in  plastic  tubes,  and 
the  tcsl  was  performed  according  to  the  method  de- 
scribed by  Denson.4 

Results 

A summary  of  patient  clinical  and  coagulation  data 

shi  wn  in  Table  I.  The  most  common  clue  was  an 
elevated  preoperative  aPTT  (activated  thrombo- 
plastin tune)  found  in  eight  patients.  Other  initial 
findings  included  hematuria  following  prostatecto- 
my foui  patients;  a family  history  of  bleeding  ex- 
cessively, three  patients;  bleeding  following  trauma, 
two  patients;  and  postpartum  bleeding,  one  patient. 
Four  patients  had  spontaneous  bleeding:  epistaxis, 
ecchymoses  (two  patients),  and  gastrointestinal 
bleeding  associated  with  hiatus  hernia. 

Bleeding  occurred  after  1 1 surgical  procedures  in 
7 patients,  including  prostatectomy,  5 cases;  tonsil- 
lectomy, 3 cases;  dental  extraction,  2 cases;  and 
thyroidectomy,  1 case  (Table  II).  Factor  XI  levels 
in  this  group  ranged  from  2.5  to  34  percent. 

Twenty-five  major  surgical  procedures  were  per- 
fo.med  on  15  patients  without  bleeding  complica- 
tions (Table  III);  in  only  5 of  these  was  preoperative 
plasma  transfusion  given.  In  addition,  seven  pa- 
tients  had  one  or  more  teeth  extracted  without  ex- 
cessive bleeding.  Procedures  in  patients  not  pre- 
treated with  plasma  and  who  did  not  have  a bleeding 
complication  included  vascular  surgery,  patients  7 
and  3;  tonsillectomy,  patients  12  and  14;  hernia  re- 
pan. patients  5 and  12;  appendectomy,  patients  13 
and  14.  cholecystectomy,  patients  8 and  23;  cataract 
surgery  patient  8;  and  thyroidectomy,  patient  6. 
Factor  XI  levels  in  this  group  ranged  from  2.9  to  34 
pci  cent  with  a mean  of  12  percent. 

Bleeding  occurred  in  five  of  six  patients  who  un- 
derwent prostate  surgery;  in  four  of  these,  postop- 
erative bleeding  led  to  the  investigation  and  diagnosis 
ot  coagulation  abnormality.  Five  of  these  patients 
had  a history  of  one  or  more  surgical  operations,  some 
of  which  were  major  procedures  but,  surprisingly, 
were  not  complicated  by  postoperative  bleeding. 

Patient  5 had  pre-  and  postoperative  fresh  frozen 
plasma  infusions  totaling  34  units,  yet  hematuria 
following  a retropubic  prostatectomy  persisted  for 
one  month,  requiring  6 units  of  red  blood-cell 
transfusions.  Bleeding  finally  stopped  six  days  after 
administering  epsilon  amino  caproic  acid. 


TABLE  III.  Uncomplicated  surgical  procedures 


Procedure  Numbers 

Patient  Numbers 

1.  Herniorrhaphy 

5,  8,  12 

2.  Nasal  septum  repair 

5 

3.  Prostatectomy 

6* 

4.  Laparotomy 

6* 

5.  Colectomy 

7* 

6.  Pharyngeal  tumor 

7* 

excision 

7.  Throat  polypectomy 

7 

8.  Appendectomy 

13,  14 

9.  Peripheral  vascular 

7,8 

surgery 

10.  Varicose  vein  stripping 

19 

11.  Bladder  polypectomy 

21 

12.  Colonic  polypectomy 

21,24 

13.  Cholecystectomy 

8,  23 

14.  Cataract  extraction 

8 

15.  Hip  surgery 

8,  15 

16.  Leg  amputation 

10 

17.  Tonsillectomy 

12,  14 

18.  Hemorrhoidectomy 

12 

19.  Tooth  extractions 

3,5,7,  12,  13,  14,  16,  19,  23,  24 

20.  Nephrectomy 

15* 

21.  Stapedectomy 

24 

22.  Thyroidectomy 

6 

■ Preoperative  plasma  given. 


In  patient  6,  administration  of  fresh  frozen  plasma 
before  transurethral  prostatectomy  appeared  to 
prevent  excessive  postoperative  bleeding. 

Patient  12  had  a suprapubic  prostatectomy  fol- 
lowed by  postoperative  hematuria  that  required 
transfusion  of  4 units  of  packed  red  cells  over  a two- 
week  period,  despite  infusion  of  14  units  of  fresh 
frozen  plasma.  Bleeding  subsided  one  day  after 
epsilon  amino  caproic  acid  was  given. 

Hematuria  followed  a prostatectomy  in  patient  14 
which  stopped  after  a five-day  treatment  with  14 
units  of  fresh  frozen  plasma. 

In  patient  16,  hematuria  following  a transurethral 
prostatectomy  stopped  spontaneously  after  two 
weeks. 

Following  a transurethral  prostatectomy,  patient 
24  had  persistent  hematuria  for  11  days  when  the 
coagulation  deficiency  was  recognized.  It  took  an 
additional  seven  days  during  which  a total  of  12  units 
of  fresh  frozen  plasma  were  transfused  before  the 
bleeding  stopped. 

Unlike  the  situation  in  other  coagulation  disorders 
such  as  von  Willebrand’s  disease,  factor  XI  levels 
remained  stable  in  patients  who  were  tested  at  dif- 
ferent times.  Five  patients  had  multiple  factor  XI 
determinations  which  remained  constant  over  a pe- 
riod of  several  years:  patient  3:  4 and  4 percent; 
patient  4:  10,  12,  and  10  percent;  patient  6:  3 and 
4 percent;  patient  7:  6.5  and  5 percent;  and  patient 
16:  11  and  7.5  percent. 

Comment 

The  patients  presented  in  this  report  illustrate  the 
mild  bleeding  diathesis  of  patients  with  factor  XI 
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Surface 


FIGURE  1.  Interaction  between  intrinsic  and  extrinsic 
coagulation  systems.7 


deficiency  described  previously.5’6  Most  of  our  pa- 
tients were  beyond  middle  age.  Only  9 of  25  major 
surgical  procedures  were  complicated  by  excessive 
bleeding.  The  mild  clinical  expression  of  this  dis- 
order may  be  explained  by  a recent  observation 
concerning  the  coagulation  cascade  that  factor  XI, 
in  addition  to  being  activated  by  factor  Xlla  (acti- 
vated), may  also  be  activated  by  factor  Xa  (Fig.  I).7 
Since  factor  Xa  is  a product  of  both  the  intrinsic  and 
extrinsic  coagulation  pathways,  it  may  be  that  the 
interaction  between  the  intrinsic  and  extrinsic  sys- 
tems can  compensate  for  the  factor  XI  deficiency. 

Postoperative  bleeding  was  common  in  surgical 
procedures  of  the  prostate  (five  of  six  patients)  and 
in  tonsillectomy  (three  of  five  patients).  In  the  for- 
mer condition,  bleeding  proved  especially  difficult 
to  control,  requiring  fresh  frozen  plasma  in  four  pa- 
tients and  epsilon  amino  caproic  acid  in  two  patients 
to  control  the  bleeding.  Furthermore,  in  four  pa- 
tients with  an  impressive  history  of  uncomplicated 
surgery  earlier  in  life,  persistent  hematuria  following 
prostatic  surgery  occurred,  which  led  to  the  diagnosis 
of  factor  XI  deficiency.  Prostatic  surgery  is  more 
likely  to  cause  postoperative  bleeding  than  are  other 
procedures  in  patients  with  factor  XI  deficiency. 
Kaufman8  described  four  patients  with  hematuria 
following  prostatectomy,  one  of  whom  bled  heavily 
despite  treatment  with  fresh  frozen  plasma,  and 
another  who  suffered  congestive  heart  failure  as  a 
result  of  therapy  to  replace  blood  loss.  The  contin- 
ued bleeding  following  prostatic  surgery  probably 


results  from  the  combined  effect  of  urokinase  con- 
tained in  the  urine  which  constantly  bathes  the  op- 
erative wound,  and  from  the  intrinsic  fibrinolytic 
activity  of  prostatic  tissue  which  adds  the  problem 
of  fibrinolysis  to  that  of  the  underlying  coagulation 
disorder.9’10 

It  would  seem  prudent  to  screen  all  Ashkenazi 
Jewish  patients  preoperatively  with  an  aPTT, 
especially  if  prostatic  surgery  is  anticipated.  When 
factor  XI  deficiency  is  detected  all  surgical  proce- 
dures should  be  carefully  reevaluated.  Surgery, 
especially  prostatectomy,  should  be  undertaken  after 
the  coagulation  laboratory  is  alerted  and  adequate 
amounts  of  replacement  blood  components  such  as 
fresh  frozen  plasma  and  packed  cells  have  been  made 
available. 
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Two  hundred  and  two  cases  of  “ tennis  elbow”  are 
reviewed.  A conservative  course  of  therapy  gave 
complete  or  partial  relief  in  55  percent.  Seventeen 
percent  improved  without  medical  care;  10  percent 
required  surgical  relief.  Conservative  and  surgical 
techniques  are  described. 
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Runge1  first  described  the  clinical  entity  of  “tennis 
elbow”  in  1873.  Sixty-three  years  later,  in  1936, 
Cyriax2  listed  26  possible  causes  of  tennis  elbow. 
Today,  over  100  years  after  its  first  clinical  report, 
there  is  still  marked  disagreement  both  as  to  the 
cause  of  and  the  pathologic  lesion  in  tennis  elbow. 
The  following  is  a modern  list  of  the  many  causes  of 
tennis  elbow: 

Cervical  radicu- 
lopathy 
Bursitis 
Radiohumeral 
synovitis 
Synovial  fringe 
Periostitis 
Osteitis 
Infection 
Neuritis 
Aseptic  necrosis 
Joint  and  capsular 
lesions 

Presented  at  the  172nd  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Section  on  Orthopedic 
Surgery,  Sunday,  October  22, 1978. 


TABLE  I.  Reported  causes  of  tennis  elbow 


Cause 

Number  of  Times  Reported 

Tennis 

69 

Direct  trauma  (includes  MVA)* 

30 

Carpentry 

13 

Golf 

4 

Paddle  tennis 

3 

Snow  shoveling 

2 

Baseball 

2 

Plumbing 

2 

Lifting 

2 

Chopping  ice 

1 

Pianist 

1 

Darts 

1 

Croquet 

1 

Badminton 

1 

Rowing 

1 

Opening  jar 

1 

Weaving 

1 

Picking  flowers 

1 

* MVA  = motor  vehicle  accident. 


This  report  covers  the  clinical  experience  of  202 
tennis  elbows  in  190  patients,  with  six-month  mini- 
mum follow-up  of  116  patients,  or  61  percent. 
Fifty-six  percent,  or  114,  of  the  group  were  male. 
Forty-four  percent,  or  88,  were  female.  The  average 
age  of  the  male  was  43.5  years  and  ranged  from  21  to 
66  years.  The  female  average  age  was  41.7  years, 
with  the  range  of  28  to  60  years.  The  dominant  arm 
was  involved  in  87.2  percent  of  the  cases,  the  non- 
dominant in  12.7  percent.  There  were  12  cases  of 
bilateral  tennis  elbow,  or  5.8  percent  of  cases. 
Twenty  cases  of  medial  epicondylitis,  9.8  percent  of 
the  total,  were  included.  It  is  to  be  noted  that  medial 
epicondylitis  was  found  to  be  four  times  as  prevalent 
in  males  as  in  females.  There  was  only  one  black 
patient  afflicted  with  tennis  elbow  out  of  190  pa- 
tients, a finding  previously  noted. 

Initial  examination 

When  the  patients  were  asked  for  the  cause  of  their 
tennis  elbows,  one  half  of  all  the  patients  incrimi- 
nated tennis  (Table  I).  In  reporting  on  the  initial 
first  100  cases,  tennis  was  listed  in  only  one  third  of 
the  cases.3  This  change  might  represent  the  in- 
creased interest  and  participation  of  more  people  in 
this  sport,  or  a selectivity  of  the  patients  due  to  my 
interest  in  this  disorder.  The  second  most  common 
cause  of  tennis  elbow  was  either  direct  trauma  to  the 
elbow  or  involvement  in  a motor  vehicle  accident. 

At  the  initial  office  visit,  the  afflicted  arm  showed 
a loss  of  grip  pressure  in  the  males  of  10  percent;  the 
nonaffected  arm  registered  an  average  91.87  pounds, 
the  affected  arm  82.6  pounds.  In  the  females,  a 
21 -percent  loss  of  grip  pressure  was  noted;  the  non- 
affected arm  registered  an  average  59  pounds,  the 
affected  arm  46.6  pounds.  It  is  to  be  remembered 
that  in  the  general  population  the  dominant  grip  is 
10  percent  stronger  than  in  the  nondominant  arm, 
while  in  the  report  by  Priest,  Jones,  and  Nagel4  a 
difference  of  greater  than  20  percent  was  found  in 
tennis  professionals.  Therefore,  the  loss  of  grip 
pressure  noted  in  the  initial  office  visit  is  quite  sig- 
nificant. It  is  probable  that  this  loss  in  grip  pressure 
is  similar  in  cause  to  the  quadriceps  inhibition  found 
after  knee  injuries.  Increased  grip  strength  following 
conservative  treatment  or  surgery  was  considered  a 
good  prognostic  sign,  but  varied  so  widely  with  pa- 
tients as  not  to  be  statistically  significant. 

X-ray  films  of  all  elbows  were  obtained  and  re- 
vealed calcification  about  the  lateral  epicondyle  in 
nine  cases  (Fig.  1).  Osteoarthritic  changes  were 
found  in  eight  cases  (Fig.  2). 


Muscle  rupture 
Fibrositis 
Myofascitis 
Chronic  inflammatory 
reaction 

Subtendinous  tissue 
lesions 
Calcification 
Tendinitis 

Radial  nerve  entrapment 
Arthritis 
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FIGURE  1 . Large  calcific  deposit  about  lateral  epicondyle 
in  32-year-old  female  presenting  as  tennis  elbow. 


The  majority  of  patients  were  treated  in  the  office 
with  injections  of  a corticosteroid  and  lidocaine 
(Xylocaine)  mixed  in  the  same  syringe  and  admin- 
istered through  a 25-gauge  needle.  The  needle  was 
inserted  at  the  point  of  maximum  tenderness,  usually 
the  crypt  on  the  anterior  surface  of  the  lateral  epi- 
condyle, and  injected  under  pressure  into  the  area  of 
tendon  and  ligament  insertion.  Injections  into  the 
subcutaneous  tissue  lead  to  atrophy  of  this  tissue 
with  occasional  skin  depigmentation  and  are  to  be 
avoided.  Relief  in  the  office  was  obtained  or  the  area 
reinfiltrated  until  the  patient  could  lift  a weight  with 
the  hand  pronated.  Injections  were  generally  limited 
to  three,  since  it  was  felt  that  more  were  apt  to  lead 
to  muscle  rupture. 

Clinical  examination  elicited  tenderness  of  the 
lateral  epicondyle  in  88  percent  of  cases  of  tennis 
elbow.  Tenderness  was  found  over  the  radial  neck, 
the  area  of  the  annular  ligament,  in  27  percent  of 
cases.  When  this  radial  neck  tenderness  was  present, 
treatment  of  this  area  by  injections  of  corticosteroids, 
in  addition  to  the  lateral  epicondyle,  was  required  to 
alleviate  symptoms. 

Other  measures  included  wrist  curls  performed  in 
the  pronated  position  with  3-  to  5-pound  weights 


FIGURE  2.  Osteoarthritic  changes  in  38-year-old  male 
tennis  player.  No  known  history  of  elbow  injury.  Presented 
as  tennis  elbow. 


until  the  patient  could  perform  this  asymptomati- 
cally 25  times.  Stretching  exercises,  neoprene  elbow 
band,  change  of  tennis  racket,  and  gut  strings  were 
recommended  for  the  tennis  players;  a hammer  with 
a fiberglass  handle  recommended  for  the  carpenters; 
and  graphite-shafted  clubs  for  golfers.  Patients  were 
advised  to  attempt  to  lift  with  the  palm  up  and  avoid 
those  activities  that  cause  elbow  pain. 

Surgical  procedures 

Cyriax2  believed  that  the  condition  usually  would 
clear  up  in  8 to  12  months.  However,  cases  of  tennis 
elbow  are  encountered  which  prove  resistant  to 
conservative  care  or  the  passage  of  time.  These  pa- 
tients found  that  their  symptoms  had  not  abated 
after  receiving  three  injections  of  corticosteroids,  nor 
were  they  improving  with  active  exercises.  The  pain 
and  grip  weakness  was  interfering  with  their  em- 
ployment, sports,  and  activities  of  daily  life.  These 
patients  were  selected  for  surgical  exploration. 

In  this  series,  21  elbows  were  operated  on,  that  is, 
10  percent  of  all  patients.  Average  durations  of 
symptoms  prior  to  surgery  was  15  months.  One  man 
had  both  elbows  operated  on  with  good  results.  He 
was  able  to  return  to  tennis.  Two  operations  were 
for  medial  epicondylitis,  one  with  transplantation  of 
the  ulna  nerve;  both  had  good  results. 

The  surgical  technique  employed  begins  with  a 
gentle  curving  incision  centered  just  posterior  to  the 
lateral  epicondyle  and  extending  distallv  beyond  the 
palpable  head  of  the  radius  (Fig.  3A).  The  extensor 
insertion  into  the  epicondyle  is  defined  and  devel- 
oped down  through  the  joint  ligaments  and  capsule 
(Fig.  3B).  A V-shaped  incision  is  made.  The  tendon 
and  ligaments  are  skived  off  the  epicondyle  and  re- 
flected distally  to  the  level  of  the  annular  ligament, 
which  is  then  sectioned  longitudinally  distally  on  the 
radial  neck  ( Fig.  3C).  Initially  the  epicondyle  was 
removed  with  an  osteotome,  but  this  led  to  increased 
postoperative  pain  and  possible  extension  restriction. 
Therefore,  the  epicondyle  is  now  thoroughly  curetted 
to  remove  soft  tissue,  as  shown  in  Figure  3D,  but  left 
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TABLE  II.  Results  of  surgery 


Results 

Number  of  Cases 

Return  to  all  activ  ities 

10 

Partial  relief  but  able  to 

9 

resume  tennis/occupation 
Little  relief 

2 

Reoperated 

2 

Partial  relief 

i 

Complete  relief 

i 

TABLE  III.  Surgical  findings 


Finding 

Number  of  Cases 

Synovial  inflammation 

11 

No  significant  findings 

7 

Pathologic  changes  in  radial  head 

5 

or  articulation 

Medial  epicondyle;  no  significant  findings 

2 

Entrapment  radial  nerve 

1 

intact,  resulting  in  less  postoperative  pain  and  no 
extension  restriction. 

The  joint  is  inspected,  and  any  synovial  fringe  is 
removed. 

The  closure  is  effected  by  closing  the  V-shaped 


B ; 

[FIGURE  3.  Surgical  technique.  (A)  Left  elbow  showing  line 
of  incision  "X"  lateral  epicondyle  "U”  tip  of  olecranon.  (B) 
Excisional  outlining  of  common  extensor  origin  from  lateral 
epicondyle.  Note  lack  of  any  macroscopic  tears  of  exposed 
muscles.  (C)  Elbow  joint  exposed.  Scapel  sectioning  an- 
nular ligament.  Note  absence  of  any  gross  pathologic  lesion, 
f (D)  Thorough  curetting  of  lateral  epicondyle.  (E)  "V”  into 
"Y”.  Closure  of  muscular  incision  covering  lateral  epi- 
condyle. Single-layer  closure  cf  synovia  and  muscle  has  not 
led  to  any  sinus  formation. 


FIGURE  4.  Prominent  inflamed  synovial  fringe  prior  to 
excision. 


August  1979/New  York  State  Journal  of  Medicine  1365 


FIGURE  5.  Erosion  of  radial  aspect  of  sigmoid  notch.  Not 
apparent  on  x-ray  film  studies. 


extension;  both  did  well  following  the  second  oper- 
ation. Since  two  additional  patients  early  in  this 
series  lost  terminal  extension,  less  than  10  degrees, 
postoperative  immobilization  has  been  reduced  to  7 
to  10  days  from  the  initial  three  weeks.  No  further 
extension  loss  has  been  observed. 

Conclusion 

The  final  table,  Table  IV,  summarizes  the  findings 
of  the  series.  Fifty-five  percent  of  patients  were 
relieved  completely  or  partially  from  the  conservative 
program  outlined  here.  Eighteen  percent  gradually 
recovered  completely  or  partially  without  the  benefit 
of  modern  medicine.  Possibly  some  of  the  19  pa- 
tients who  responded  to  exercises,  and  so  forth, 


TABLE  IV.  Summary  of  findings 


Finding 

0 

- — Number  of  Injections 

12  3 4 

N 

5 

Total 

Percent 

Complete  relief 

8 

12 

4 

3 

0 

i 

28 

26 

Partial  relief 

11 

10 

3 

3 

3 

i 

31 

29 

Surgery 

0 

1 

0 

12 

2 

6 

21 

20 

Pain  gradually  disappeared 

5 

6 

4 

1 

0 

0 

16 

15 

Pain  partially  disappeared 

0 

1 

1 

0 

0 

0 

2 

2 

No  relief;  no  further  treatment 

2 

0 

1 

1 

0 

0 

4 

4 

Sought  further  treatment 

0 

0 

0 

3 

1 

0 

4 

4 

Totals 

106 

100 

incision  into  a Y with  0 chromic  sutures,  as  illustrated 
in  Figure  3E,  and  the  soft  tissue  is  closed.  A poste- 
rior molded  cast  is  applied  for  7 to  10  days.  Pro- 
gressive exercises  are  instituted  after  the  cast  is  re- 
moved. The  patients  can  usually  return  to  tennis  or 
manual  labor  within  12  weeks  of  the  surgery.  Relief, 
once  obtained,  shows  no  signs  of  deterioration  (Table 
II). 

Findings  at  surgery,  summarized  in  Table  III,  in- 
cluded 11  cases  of  chronic  inflammation  of  synovial 
tissue  or  inflamed  synovial  fringe  (Fig.  4).  Micro- 
scopic examination  of  these  resected  fringes  revealed 
evidence  of  acute  and  chronic  synovitis.  Erosion  of 
the  radial  head  or  of  the  radial  ulna  articulation  was 
found  in  5 cases  (Fig.  5).  All  cases  of  erosion  had 
synovial  inflammation.  In  7 cases,  no  lesion  could 
he  found.  There  was  one  case  of  entrapment  of  the 
superficial  branch  of  the  radial  nerve.  This  had  been 
anticipated  preoperatively  and  confirmed  with 
electromyography  studies.  The  patient’s  pain  was 
dramatically  relieved  by  surgery.  The  two  patients 
with  medial  epicondylitis  were  relieved  by  surgery, 
but  no  pathologic  lesion  could  he  identified. 

A muscle-lifting  operation  exposing  the  extensor 
carpi  radialis  brevis,  as  described  by  Coonrad  and 
Hooper,5  was  abandoned  when  no  muscular  tears 
were  encountered,  even  when  using  a dissecting  mi- 
croscope. The  additional  dissection  did  not  appear 
warranted. 

Two  patients  required  reoperation,  one  for  the 
removal  of  bone  fragments  and  the  second  for  lysis 
f adhesions,  the  latter  leading  to  loss  of  terminal 


without  injections,  belong  to  this  group.  Eight 
percent  received  no  relief  and  sought  various  other 
modalities  including  acupuncture,  chiropractic  ma- 
nipulation, and  physiotherapy,  with  mixed  results.  I 
Twenty  percent  improved  with  surgery.  This  later 
figure  is  out  of  proportion  to  the  10  percent  of  pa- 
tients who  underwent  surgery,  but  is  the  result  of 
contacting  all  surgical  patients  in  the  follow-up  in 
this  series. 

Unfortunately,  none  of  the  parameters  studied  i 
initially,  such  as  joint  laxity,  initial  weakness  of  grip 
pressure,  and  durations  of  symptoms,  has  proved  to 
be  a prognostieally  significant  factor  as  to  which 
elbow  will  get  better,  or  which  will  deteriorate  and 
require  surgery.  The  decision  for  surgical  inter- 
vention, therefore,  remains  one  of  the  patient’s  tol- 
erance of  persistent  pain  weighed  against  the  hazards 
of  surgery.  The  pathologic  lesion  that  causes  this  i 
dilemma,  alas,  still  remains  an  enigma. 
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Huntington,  New  York  11743 

References 

1.  Runge,  F.:  Zur  Genese  und  Behandulg  des  Schreibe- 

framfes,  Bert  klin.  Wchnschr.  21:  245  (1873). 

2.  Cyriax,  4.  H.:  The  pathology  and  treatment  of  tennis  elbow, 

J.  Bone  & Joint  Surg.  18:  921  (1936). 

3.  Bernhang,  A.  M.,  Dehner,  W.,  and  Fogarty,  C.:  Tennis 
elbow:  a biomechanical  approach,  J.  Sports  Med.  2:  235  (1974). 

4.  Priest,  J.  D.,  Jones,  H.  H.,  and  Nagel,  D.  A.:  Elbow  injuries 
in  highly  skilled  tennis  players,  ibid.  2:  137  (1974). 

5.  Coonrad,  R.  W.,  and  Hooper,  W.  R.:  Tennis  elbow:  its 
course,  natural  history,  conservative  and  surgical  management, 

J.  Bone  & Joint  Surg.  [Am.]  55:  1177  (1973). 


'366  New  York  State  Journal  of  Medicine/August  1979 


Freedom 
from  anginal 
fear 


Freedom 
from  anginal 
pain 


Angina 

freedom 

fighter.. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Cardilate*  (erythrityl  tetranltrate) 

INDICATIONS:  For  the  prophylaxis  and  long-term  treatment  of  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris. rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin. 

PRECAUTIONS  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
with  large  doses 
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tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 
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Sir  John  Charnley,  in  the  early  1960s,  devised  and 
perfected  the  total  hip  replacement.1  Since  then, 
thousands  of  individuals  throughout  the  world  have 
undergone  this  procedure.  Incapacitated  by  pain 
and  disability  prior  to  replacement,  such  patients 
generally  are  able  to  walk  and  function  normally 
without  pain  and  significant  disability  subsequent 
to  total  hip  replacement.  The  increasing  use  of  total 
hip  arthroplasty  necessitates  familiarity  with  the 
radiologic  appearances  of  the  normal  and  abnormal 
postoperative  hip. 

The  total  hip  arthroplasty  basically  included  re- 
placement of  the  acetabulum  and  femoral  head  by 
prosthetic  devices.  Minor  variations  and  modifi- 
cations of  the  Charnley  type  of  low-fraction,  total  hip 
replacement  exist.  The  Charnley  procedure  utilizes 
a high  molecular  weight  polyethylene  acetabular 
component,  which  is  radiolucent.  This  is  sur- 
rounded superiorly  by  a wire  which  helps  in  localizing 
the  nonopaque  prosthesis  radiologically.  The  sur- 
face is  grooved  both  longitudinally  and  horizontally 
so  that  there  is  firm  adherence  of  bone  cement  with 
the  prosthetic  device.  The  acrylic  bone  cement, 
FMM  (polymethyl  methacrylate),  is  rendered  radi- 
opaque by  barium  impregnation.  In  many  total  hip 
procedures  other  than  the  Charnley,  the  prosthetic 
components  are  press-fitted  into  the  surrounding 
bone. 

The  effective  anchoring  of  the  acetabular  pros- 
thesis is  achieved  by  drilling  a number  of  keyholes  in 
the  acetabulum,  ilium,  ischium,  and  pubis  for  an- 
choring the  acetabular  prosthesis  in  such  a fashion 
as  will  resist  rotational  torsion  and  loosening.  When 
filled  with  PMM,  these  holes  produce  a greater  sur- 
face area  over  which  stress  can  he  distributed.  A 
small,  hat-shaped  device  is  placed  in  the  central 
keyhole,  where  the  acetabular  bone  is  thinnest,  to 
irevent  the  cement  from  entering  the  pelvic  cavity. 


The  frequent  use  of  total  hip  arthroplasty  necessi- 
tates familiarity  with  the  radiologic  appearances  of 
the  normal  and  abnormal  postoperative  hip  arthro- 
plasty. The  basic  principles  of  the  Charnley  type  of 
low-friction  total  hip  replacement  are  the  replace- 
ment of  the  acetabulum  and  femoral  head  by  pros- 
thetic devices.  Several  variations  and  modifications 
of  Charnley  hip  replacement  exist.  The  indications 
for  total  hip  replacement  include  chronic  arthritides, 
complications  of  congenital  dislocation  of  the  hip, 
and  slipped  epiphyses  of  femoral  head.  A compli- 
cated osteonecrosis  of  femoral  head  needs  a re- 
placement of  the  hip.  Complications  in  the  imme- 
diate postoperative  period  are  infection,  hematoma, 
or  subluxation  of  prosthetic  femoral  head,  and  so 
forth.  Delayed  complications  comprise  dislocation 
and  fracture  of  the  femoral  prosthesis;  infection  and 
loosening  of  the  prosthesis;  displacement  of  the 
hat-shaped  device  anchored  to  the  acetabulum;  ex- 
tension of  cement  into  pelvic  cavity;  ectopic  bone 
formation;  and  ankylosis.  Radiologic  manifestations 
of  these  complications  are  described  and  depicted. 


This  device  resembles  a “gaucho  hat,”  as  shown  in 
Figure  1,  representing  the  metallic  cement  re- 
strictor. 

The  femoral  prosthetic  component  is  a polished, 
stainless  steel  structure  with  a small  head  designed 
to  fit  exactly  into  the  acetabular  prosthesis.  Both 
acetabular  and  femoral  prosthetic  components  are 
held  in  place  by  PMM,  which  interdigitates  with 
bone,  producing  a firm  surface  over  which  stress  is 
evenly  distributed. 

The  indications  for  the  Charnley  hip  replacement 
include  advanced  degenerative  joint  disease;  rheu- 
matoid arthritis  and  other  rheumatoid  variants,  for 
example  psoriasis  and  ankylosing  spondylitis;  old 
healed  septic  arthritis;  complicated  cases  of  con- 
genital dislocation  of  the  hip;  slipped  epiphysis;  and 
ischemic  necrosis  of  the  femoral  head.2  On  occasion, 
a benign  tumor  or  even  a low-grade  malignant  tumor 
may  necessitate  a total  hip  replacement. 

A study  of  the  radiologic  appearance  of  the 
Charnley  total  hip  prosthesis  under  normal  circum- 
stances is  advantageous  to  recognize  the  various 
complications  which  may  develop  (Fig.  1).  Ideally, 
the  acetabular  prosthesis  is  inclined  45  degrees  to  the 
transverse  plane  of  the  pelvis  to  simulate  the  normal 
anatomic  angle  of  the  acetabulum  (Fig.  2).  The  ar- 
ticular surface  should  face  laterally  and  interiorly, 
with  about  5 to  10  degrees  of  anteversion.  The  shaft 
of  the  femoral  component  should  be  in  the  valgus 
position  in  the  medullary  canal,  abutting  the  lateral 
cortex  of  the  femur.  Barium  impregnated  PPM 
defines  radiologically  the  demarcation  between  the 
cement  of  the  hip  socket  and  the  acetabular  bone.  A 
narrow  band  of  lucency  is  normally  present  at  the 
bone-cement  interface  in  the  femoral  shaft  (Fig.  1).  I 
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FIGURE  1.  Normal  Charnley  total  hip  replacement  with 
Harris  modification.  (A)  Peripheral  wire  indicator  of  ace- 
tabular component.  (B)  Metallic  cement  restrictor  "gaucho 
hat."  (C)  Normal  bone  PMM  interface.  (D)  Metallic  femoral 
component.  (E)  Osteotomized  greater  trochanter.  (F)  and 
(G)  Zone  of  tissue  necrosis  and  inadequate  packing  of  cement 
about  femoral  stem. 

This  lucent  line  is  probably  related  to  the  narrow 
zone  of  tissue  necrosis,  produced  by  the  high  heat  of 
polymerization  of  the  methyl  methacrylate  as  it 
solidifies.3 

The  greater  trochanter  is  repositioned  by  wires 
after  it  has  been  osteotomized  during  the  surgical 
procedure  to  permit  a better  exposure  of  the  hip  joint. 
The  trochanteric  osteotomy  also  facilitates  reaming 
of  the  medullary  cavity  for  ease  of  insertion  of  the 
prosthesis.  The  lateral  trochanteric  transposition 
aids  in  greater  biomechanical  advantage  in  hip  ab- 
duction. 

The  single,  major  clinical  sign  of  complication  after 
a total  hip  replacement  is  pain.  Disability  may  ensue 
later  with  restriction  of  movements  at  the  hip  joint. 
The  cause  of  this  pain  should  be  carefully  evaluated, 
and  radiologic  examination  of  the  hip  in  anteropos- 
terior and  lateral  views  usually  will  play  an  essential 
role.  It  must  be  stressed  that  some  of  the  radiolog- 


FIGURE 2.  Charnley  hip  arthroplasty  demonstrating  correct 
lateral  obliquity  of  45  degrees  of  acetabular  component. 


ically  detectable  complications  may  not  give  rise  to 
any  clinical  symptoms  for  a long  time. 

Complications  arising  soon  after  total  hip  re- 
placement must  be  recognized  early.  These  occur 
in  the  immediate  postoperative  period,  common  to 
any  type  of  surgical  procedures,  such  as  wound  in- 
fection or  hematoma.  A rare  occurrence  is  an  un- 
recognized fracture  of  a regional  bone  inadvertently 
produced  during  operation.3 

Late  complications  may  become  manifest  in  the 
period  from  8 to  12  weeks  following  the  operative 
procedure.4  These  include  subluxation  or  disloca- 
tion of  the  prosthetic  femoral  head,  loosening  of  the 
prosthesis,  displacement  of  the  hat-shaped  device 
anchored  to  the  acetabulum,  deep  infection,  tro- 
chanteric disruption  with  breakage  of  the  metallic 
wires,  ectopic  bone  formation,  extravasation  of  ce- 
ment into  the  pelvic  cavity,  and  fracture  of  the  fem- 
oral prosthesis.  Coventry  et  al.4  in  their  review  of 
2,012  total  hip  arthroplasties  encountered  6 percent 
of  complications  in  their  cases.  The  recognition  of 
these  complications  and  the  radiologic  manifesta- 
tions are  addressed  in  detail  in  the  following. 

Complications 

Subluxation  and  dislocations  of  prosthetic 
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FIGURE  3.  Complications  involving  femoral  head.  (A) 
Subluxation.  (B)  Dislocation. 

femoral  head.  Since  the  prosthetic  femoral  head 
i “smaller  than  life  size,”  that  is,  22  mm.  in  diameter, 
rlier  critics  have  predicted  that  the  Charnley  pro- 
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FIGURE  4.  Loosening  of  femoral  component  from  infec- 
tion. 

cedure  would  result  in  a high  incidence  of  subluxation 
and  dislocation.  However,  the  highest  reported 
dislocation  rate  is  4 percent.1  When  the  acetabular 
prosthesis  is  placed  in  a more  vertical  or  horizontal 
position  or  retroverted,  the  likelihood  of  dislocation 
increases.  This  abnormal  geometric  position  of  the 
acetabular  prosthesis,  when  combined  with  a fall  or 
other  unusual  stress,  results  in  subluxation  and 
eventual  dislocation  (Fig.  3).  This  complication  is  I 
due  to  rupture  of  the  pseudocapsule  which  is  usually 
completely  formed  in  the  early  postoperative  period.  : 
The  dislocations  can  be  posterior  or  anterior,  the  ' 
former  being  twice  as  common.  In  addition  to  the 
standard  anteroposterior  view,  a lateral  view  of  the 
hip  should  be  obtained  to  evaluate  the  degree  of 
retroversion.5 

Loosening  of  prosthesis.  Loosening  of  the  ace-  | 
tabular  prosthesis  is  an  infrequent  complication,  i 
resulting  from  marked  protrusio  acetabuli,  a fracture 
through  the  center  of  the  methyl  methacrylate,1  or 
infection  (Fig.  4).  In  the  absence  of  infection,  ther-  J 
mal  damage  to  the  bone,  occurring  at  the  time  of 
polymerization  of  cement  with  subsequent  bone  re- 
sorption, may  be  the  cause.  The  primary  reason  for 
loosening  of  the  prosthesis  is  poor  technique. 

Loosening  of  the  femoral  prosthesis  is  observed 
less  frequently  in  the  Charnley  procedure  when 
compared  with  other  press-fitted  metal-to-metal  hip 
arthroplasties.  Radiologic  distinction  between 
mechanical  and  infective  causes  of  loosening  is  often 
difficult.6  The  appearance  of  the  PMM  bone  in-iU 
terface  is  important  in  the  early  detection  of  loos-  | 
ening  of  the  prosthesis.  Normally,  a thin  radiolucent 
line,  about  1 mm.,  is  noted  at  the  PMM  bone  inter-M 
face  but  not  at  the  PMM  prosthesis  interface  (Fig. 

1 ).  Widening  of  this  cement  bone  interface  or  a ra- 

•.  J 


FIGURE  5.  Displacement  of  metallic  cement  restrictor.  (A) 
Intra-articular  (gaucho  hat).  (B)  Intrapelvic  dislocation  of 
restrictor  and  acetabular  cup. 


diolucent  gap  at  the  cement  prosthesis  interface 
suggests  prosthetic  loosening.  The  application  of 
color  subtraction  arthrography  of  the  hip,  as  shown 
by  Drinker  et  al.,7  has  greatly  increased  the  accuracy 
in  identifying  component  loosening  in  the  painful 
part  of  the  arthroplasty  of  the  hip. 

Displacement  of  metallic  cement  restrictor 
(gaucho  hat).  The  metallic  cement  restrictor,  re- 
sembling a gaucho  hat,  is  placed  in  the  anchoring  hole 
of  the  acetabulum  to  prevent  extrusion  of  PMM  into 
the  pelvis.  On  occasion,  this  hat  may  be  loosened 
and  displaced  (Fig.  5). 

Deep  infection.  The  early  radiologic  manifes- 
tation of  deep  infection  may  be  evidence  of  loosening 
of  the  prosthesis.8,9  In  addition  to  progressive  wid- 
ening of  the  cement  bone  interface,  the  presence  of 
periosteal  reaction,  with  or  without  endosteal  bone 
destruction,  indicates  deep  infection  (Fig.  6A). 
Tomography  may  enhance  the  early  detection  of 
osteolysis  and  periosteal  reaction  (Fig.  6B).  Ar- 
thrography of  an  infected  hip  will  often  demonstrate 
extension  of  opaque  contrast  into  the  widened  ce- 
ment-bone interfaces  and  extravasation  of  medium 
outside  the  hip  joint.9  Subtraction  techniques  allow 
the  differentiation  of  barium-opacified  cement  from 
injected  contrast  agent.10 

In  the  presence  of  a sinus  tract,  a sinusogram  often 
helps  to  delineate  the  communicating  pockets  and 
tentacles  (Fig.  7).  Gallium67  isotope  scanning  may 
prove  to  be  of  some  help  in  detecting  early  infection. 
Aspiration  of  the  joint  fluid  at  the  time  of  arthrog- 
raphy  gives  a clue  to  the  content  of  the  fluid  and 


subsequent  bacteriologic  studies  will  direct  the  mode 
of  therapy.5 

Trochanteric  disruption.  Various  degrees  of 
trochanteric  disruption  may  be  encountered.  Dis- 
ruption of  the  fixation  wires  occurs  commonly,  al- 
though this  complication  in  itself  is  not  significant.11 
However,  broken  wires  may  produce  foreign  body 
reaction  and  occasionally  trochanteric  bursitis.  In 
most  instances,  the  trochanter  unites  with  the  femur 
in  three  to  six  months  by  bony  union.  Separation  of 
the  greater  trochanter  with  nonunion  or  fibrous 
union  may  contribute  to  mechanical  instability,  a 
gluteal  limp,  and  an  increased  tendency  to  develop 
an  adduction  contracture.  Generally,  this  compli- 
cation does  not  require  correction  unless  chronic 
recurrent  dislocation  of  the  hip  develops  due  to  lack 
of  muscle  support  posteriorly  and  laterally. 

Ectopic  bone  formation.  Excessive  new  bone 
formation  and  postsurgical  soft-tissue  mineralization 
may  produce  pain  and  limitation  of  movements  of 
the  joint.  When  ectopic  bone  formation  occurs  to  the 
extent  of  producing  apparent  bony  ankylosis,  it  may 
affect  the  functional  result  of  the  hip.  Minimal  to 
moderate  amounts  of  bone  formation  in  the  vicinity 
of  surgery  is  not  clinically  significant.  Ectopic  bone 
formation  has  been  known  to  migrate  intra-articu- 
larly  at  the  time  of  dislocation  of  the  hip,1-  preventing 
closed  reduction.  Brooker  et  al.13  reported  ectopic 
bone  formation  in  21  percent  of  total  hip  arthro- 
plasty. 
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FIGURE  6.  Infection  complication.  (A)  Infection  and  en- 
dosteal bone  destruction.  (B)  Tomography  of  same  dem- 
onstrating sinus  tract. 


Extension  of  cement  into  pelvic  cavity.  In- 

trapelvic  cement,  when  excessive,  can  produce  ex- 
trinsic pressure  over  the  pelvic  vessels,1  ureter,  and 
bladder,  causing  symptoms.  It  may  also  damage  the 
nerves  along  the  lateral  pelvic  wall.8  In  addition,  at 
least  one  case  of  dyspareunia  has  been  reported 
secondary  to  large  deposits  of  intrapelvic  bone  ce- 
ment.1 

Fracture  of  femoral  prosthesis.  A fracture  of 
the  femoral  prosthesis  may  occur  following  severe 
trauma,  or  it  may  also  result  from  an  imperfection  in 
the  structure  of  the  metallic  prosthesis.11  Recog- 
nition of  the  fracture  of  the  prosthesis  in  routine 
roentgenograms  usually  poses  no  significant  problem 
( Fig.  8).  When  the  distal  segment  of  the  stem  is 
i • >1  orally  placed,  the  varus  position  produces  too 


much  stress  on  the  prosthesis  and  may  lead  to  a 
fracture. 

In  patients  with  total  hip  replacements,  fractures 
may  occur  that  have  no  relation  to  arthroplasty  and 
no  effect  on  it.  Stress  fractures  of  the  pubis  may 
occur  weeks  or  months  following  surgery.3 

The  medical  complications  unrelated  to  the  tech- 
nical aspects  of  surgery  include  those  of  the  cardiac, 
pulmonary,  genitourinary,  and  gastrointestinal  sys- 
tems and  those  complications  which  may  be  related 
to  the  basic  systemic  disorder  which  necessitated  the 
total  hip  prosthesis  to  begin  with. 

Summary 

The  increasing  use  of  the  Charnley  total  hip  ar- 
throplasty necessitates  a thorough  knowledge  of  the 
radiologic  appearances  of  the  normal  and  abnormal 
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FIGURE  7.  Sinusogram  of  hip  demonstrating  tentacles  of 
infection  and  abscesses. 


prosthetic  hip.  The  indications  for  this  procedure 
are  described.  Although  the  persistence  or  devel- 
opment of  pain  postoperatively  is  an  indication  for 
radiologic  investigation,  some  of  the  complications 
are  not  clinically  significant.  The  common  compli- 
cations are  subluxations  and  dislocations  of  the 
prosthetic  femoral  head;  loosening  of  the  prosthesis; 
displacement  of  the  metallic  cement  restrictor;  in- 
fections; trochanteric  disruption;  ectopic  bone  for- 
mation; extension  of  cement  into  pelvic  cavity;  and 
fracture  of  the  femoral  prosthesis. 

Ill  East  210th  Street 
The  Bronx,  New  York  10467 
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During  the  past  four  to  five  years,  the  Sloane 
Hospital  for  Women  at  the  Columbia  Presbyterian 
Medical  Center  has  become  more  community  ori- 
ented. The  organization  of  the  Regional  Perinatal 
Network  of  Western  and  Upper  Manhattan  has 
brought  toget  her  many  of  the  hospitals  in  the  area  in 
an  effort  to  improve  perinatal  outcome.  Each  of  the 
hospitals  in  the  network  has  its  own  problems.  This 
interest  can  be  seen  in  the  massive  effort  being  made 
to  extend  care  to  all  pregnant  women  in  the  com- 
munity. As  the  tertiary  referral  center,  the  Sloane 
Hospital  for  Women,  which  serves  two  major  de- 
pressed areas  of  New  York  City,  has  even  additional 
problems.  In  looking  at  the  perinatal  outcome  at  the 
Sloane  Hospital  for  Women,  the  unregistered  patient 
without  antepartum  care  contributed  a dispropor- 
tionate share  of  the  institution’s  total  morbidity  and 
mortality  rates.  It  is  the  purpose  of  this  report  to 
attempt  to  delineate  reasons  for  patients’  not  seeking 
antepartum  care  and  the  problems  which  the  lack  of 
antepartum  care  causes  in  a regional  network  as  a 
new  concept  in  a health  care  delivery  system. 

It  has  been  known  for  some  time  that  pregnancy 
outcome  is  dependent  on  certain  prenatal  factors. 
These  factors  include:  maternal  age1  3;  parity4;  so- 

‘Supported  in  pari  by  a f'rant  to  the  Regional  Perinatal  Net- 
ork  of  Western  and  Upper  Manhattan  by  the  Robert  Wood 
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A review  of  pregnancy  outcome  in  unregistered  pa- 
tients was  compared  with  the  outcome  of  the  total 
delivering  population  for  a three-year  interval. 
Pregnancy  outcome  in  the  unregistered  mothers  is 
associated  with  an  increased  perinatal  morbidity  and 
mortality  rate,  low  birth  weight  infants,  increased 
incidence  of  meconium-stained  amniotic  fluid, 
preeclampsia,  and  increased  number  of  neonates 
admitted  to  neonatal  intensive  care  unit.  The  un- 
registered mother  is  usually  over  19  years  of  age  and 
multigravid.  The  lack  of  money  or  appropriate  social 
assistance  are  the  main  reasons  for  not  seeking  an- 
tepartum care.  Two  methods  by  which  a regional- 
ized perinatal  network  may  help  implement  greater 
antepartum  care  are  discussed. 


cioeconomic  status5-7;  race2’6-8;  birth  order3;  parental 
education2’6’9;  maternal  nutritional  state10;  parental 
occupation1 1;  maternal  prepregnancy  weight12;  ges- 
tational age  at  first  antepartum  visit13;  number  of 
antepartum  visits;  and  antepartum  care  in  gen- 
eral.6’14-18 Numerous  other  conditions  are  also  in- 
volved in  the  outcome  of  pregnancy.  In  general,  the 
better  the  status  in  the  aforementioned  factors,  the 
better  the  outcome  of  the  pregnancy.  During  the 
past  few  years,  a number  of  programs  have  been  in- 
stituted in  an  attempt  to  reduce  perinatal  morbidity 
and  mortality  rates.  The  purpose  of  these  programs 
is  the  identification  and  intensive  care  of  the  high- 
risk  gravida.  Using  these  programs,  a reduction  in 
perinatal  morbidity  and  mortality  rates  has  been 
achieved  in  many  major  perinatal  centers.  In  our 
own  institution,  the  perinatal  mortality  rate  has 
fallen  from  16.6  in  1974  to  9.3  per  thousand  in  1977. 
Despite  recent  obstetric  advances  and  the  recognition 
of  the  effects  of  antepartum  conditions  on  gestational 
outcome,  there  remains  one  uncontrolled  antepartum 
condition  which  poses  a problem  to  the  obstetrician. 
This  problem  is  the  unregistered  patient  in  labor. 
This  is  a most  frustrating  state  for  the  physician, 
since  the  physician  sees  the  patient  for  the  first  and 
possibly  only  time  during  labor. 

Patients  and  procedures 

The  definition  of  the  unregistered  patient  is  that 
pregnant  patient  who  has  not  received  any  antepar 
turn  care  at  a given  institution  and  is  seen  for  the  firsl 
time  at  that  institution  in  labor.  This  patient  maj 
have  received  some  antepartum  care  elsewhere,  bu 
nothing  is  known  about  this  care,  and  records  are  no 
available.  Included  in  the  study  are  all  patients  whi 
met  the  unregistered  criteria  who  delivered  at  th< 
Sloane  Hospital  for  Women  of  the  Columbia  Pres 
byterian  Medical  Center  between  January  1,  1975 
through  December  31,  1977,  with  a birth  weight  o 
1,000  Cm.  or  greater.  The  charts  of  all  the  unreg 
istered  patients  during  the  three-year  interval  wer 
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TABLE  I.  Outcome,  1975-1977,  birthweights  greater 
than  999  Gm. 


Result 

Total  Patients 

I’nregistered 

Patients 

Statistical 

Significance 

Deliveries 

8.366 

548* 

Stillbirths 

7.1  per  thousand 

16.4  per  thousand 

P < 0.05t 

Neonatal  deaths 

5.7  per  thousand 

3.6  per  thousand 

Not  significant 

Perinatal  mortality 

12.8  per  thousand 

20.0  per  thousand 

Not  significant 

Five-minute  Apgar 
score  £ 6 

2.2  percent 

5.4  percent 

P < 0.05 

•Six  twin  deliveries. 
tChi-square  analysis. 


reviewed  for  maternal  factors,  that  is,  parity  medical 
complications,  obstetric  complications,  postpartum 
problems,  and  the  reason  for  not  seeking  antepartum 
care.  Neonatal  outcome  was  reviewed  and  evaluated 
according  to  birth  weight,  Apgar  score,  presence  of 
meconium,  admission  to  the  neonatal  intensive  care 
unit,  stillbirths,  and  neonatal  deaths.  'The  group  for 
comparison  with  the  unregistered  patients  in  the 
study  was  the  total  delivering  population  for  the 
same  interval.  The  unregistered  patients  were 
considered  as  a whole  and  then  divided  into  two 
groups  for  comparison:  (1)  those  who  had  some 

antepartum  care  elsewhere  but  delivered  at  the 
Sloane  Hospital  for  Women  with  no  records;  and  (2) 
those  patients  who  received  no  antepartum  care  at 
any  time.  The  pregnancy  outcome  of  the  two  groups 
was  compared  to  each  other  and  to  the  total  deliv- 
ering population  during  the  study  period.  The  rea- 
sons for  the  lack  of  antepartum  care  were  also  eval- 
uated. 

Results 

The  perinatal  morbidity  and  mortality  statistics 
of  the  total  patient  population  and  the  unregistered 
patients  are  shown  in  Table  I.  During  the  three-year 
study  period  there  were  8,366  deliveries  at  the  Sloane 
Hospital  for  Women.  There  were  542  patients  who 
met  the  criteria  for  the  unregistered  patients  for  the 
three  years  under  review;  264  patients  acknowledged 
that  they  had  received  no  antepartum  care.  Limited 
antepartum  care  had  been  received  elsewhere  by  278 
patients. 

The  stillbirth  rate  for  the  total  delivering  popu- 
lation was  7.1  per  thousand,  and  the  neonatal  death 
rate  was  5.7  per  thousand.  Thus,  the  perinatal 
mortality  rate  for  the  total  delivering  population  was 
12.8  per  thousand.  For  the  unregistered  patients  the 
stillbirth  rate  was  16.4  per  thousand,  and  the  neo- 
natal death  rate  was  3.6  per  thousand.  The  perinatal 
mortality  rate  for  the  unregistered  patients  was  20 
per  thousand. 

Morbidity  is  defined  as  the  neonate  with  an  Apgar 
score  less  than  or  equal  to  6 at  five  minutes.  During 
the  period  under  review,  approximately  2.2  percent 
of  all  the  deliveries  had  Apgar  scores  less  than  or 
equal  to  6 at  five  minutes.  The  unregistered  group 
as  a whole  had  5.4  percent  neonates  with  an  Apgar 
score  of  less  than  or  equal  to  6 at  five  minutes.  If  the 


group  of  unregistered  patients  with  no  antepartum 
care  is  taken  separately,  the  morbidity  rate  in  this 
group  is  8.3  percent. 

Of  all  8,366  deliveries  during  the  study  period,  9.5 
percent  weighed  less  than  2,500  Gm.  at  birth.  Dur- 
ing that  same  period,  of  the  548  deliveries  in  the  un- 
registered mothers,  22.9  percent  weighed  less  than 
2,500  Gm.  at  birth.  In  the  group  with  no  antepartum 
care,  30  percent  weighed  less  than  2,500  Gm. 

During  the  study  period,  12  percent  of  neonates 
delivered  at  the  Sloane  Hospital  for  Women  were 
admitted  to  the  neonatal  intensive  care  unit.  Ap- 
proximately 1 1.6  percent  of  the  infants  born  to  the 
unregistered  mothers  required  intensive  care  unit 
admissions.  Of  the  infants  from  the  unregistered 
group  of  mothers  with  no  antepartum  care,  21.2 
percent  required  intensive  care  unit  admissions. 

The  incidence  of  meconium  during  the  review 
period  in  the  total  patient  population  and  for  the 
unregistered  mothers  as  a whole  was  13.4  percent. 
The  group  of  unregistered  mothers  with  no  care  had 
a 15.2  percent  incidence  of  meconium-stained  am- 
niotic  fluid  at  delivery. 

The  incidence  of  preeclampsia  for  all  patients  was 
4.9  percent.  The  unregistered  mothers  as  a whole 
had  a 5.9  percent  incidence  of  preeclampsia,  and  of 
the  group  with  no  antepartum  care,  there  was  a 7.6 
percent  incidence  of  preeclampsia. 

A prolonged  hospital  stay  was  defined  as  a stay  of 
more  than  four  days  following  vaginal  delivery  or 
seven  days  following  cesarean  section.  Approxi- 
mately 13.5  percent  of  the  unregistered  mothers  met 
these  criteria.  The  cesarean  section  rate  in  the  total 
delivering  population  during  the  study  period  and 
that  of  the  unregistered  patients  were  12.7  and  7.6 
percent,  respectively. 

Of  the  542  unregistered  patients  during  the  study, 
25  percent  were  in  the  teenage  years;  of  these,  only 
10.1  percent  were  less  than  18  years  of  age.  Thirty- 
one  percent  of  the  unregistered  mothers  were  pri- 
migravidas,  and  69  percent  were  multigravidas. 
There  were  34,  or  6.3  percent,  of  the  unregistered 
mothers  who  gave  histories  of  drug  use.  All  of  these 
patients  were  in  the  group  of  unregistered  mothers 
who  sought  no  antepartum  care.  The  comparison 
of  pregnancy  outcome  for  the  unregistered  patient 
with  some  antepartum  care  and  for  those  patients 
with  no  antepartum  care  is  given  in  Table  II. 

The  overwhelming  reason  given  for  not  seeking 
antepartum  care  was  lack  of  money  or  lack  of  ap- 
propriate social  assistance.  Additional  reasons  for 
not  obtaining  antepartum  care  are  given  in  Table 
III. 

Comment 

A three-year  review  of  pregnancy  outcome  in  542 
unregistered  patients  was  undertaken  at  the  Co- 
lumbia Presbyterian  Medical  Center.  From  this 
review  it  can  be  concluded  that  the  unregistered 
mother  constitutes  a high-risk  group  when  compared 
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TABLE  II.  Pregnancy  complications  in  542 
unregistered  mothers* 


/ Number  of  Patients 

(Percent) 

Limited 

No 

Antepartum 

Antepartum 

Statistical 

Complication 

Care 

Care 

Significance 

Total  number  of  patients 

278 

264 

Cesarean  sections 

25  (8.9) 

16  (6.1) 

Not 

significant! 

Maternal  age  less  than  18 

19(6.8) 

33  (12.5) 

P < 0.05 

Preeclampsia-eclampsia 

12(4.3) 

20  (7.6) 

Not  significant 

Primigravidity 

97  (34.9) 

71  (26.9) 

P < 0.05 

Drug  addiction 

0(0) 

34  (12.9) 

P < 0.05 

Prolonged  postpartum  hospitalization 

36  (12.9) 

37  (14) 

Not  significant 

Birthweight  less  than  2,500  Gm. 

45  (16.2) 

79  (29.9) 

P < 0.05 

Five-minute  Apgar  score  of  6 or  less 

7 (2.5) 

22  (8.3) 

P < 0.05 

Meconium  stained  amniotic  fluid 

32  (11.5) 

40  (15.2) 

Not  significant 

Babies  admitted  to  neonatal  intensive 

7 (2.5) 

56  (21.2) 

P < 0.05 

care  unit 

Mothers  who  were  transfused 

6 (2.2) 

3(1.1) 

Not  significant 

‘Some  patients  have  more  than  one  complication. 
fChi-square  analysis. 


with  the  total  delivery  population.  The  unregistered 
mothers  who  receive  no  antepartum  care  constitute 
an  even  higher-risk  group.  Most  of  the  unregistered 
mothers  are  over  19  years  of  age,  with  teenagers 
representing  only  24  percent  of  the  unregistered 
population.  Unregistered  deliveries  are  associated 
with  low  hirth  weight;  increased  neonatal  intensive 
care  unit  admissions;  increased  incidence  of  meco- 
nium-stained amniotic  fluid  at  delivery;  increased 
stillbirth  rate  and,  therefore,  increased  perinatal 
mortality  rates;  and  increased  perinatal  morbidity. 
There  is  also  an  increase  in  maternal  morbidity.  The 
unregistered  patient  population  is  composed  of  older 
and  multigravid  women. 

One  of  the  contributing  factors  for  not  seeking 
antepartum  care  is  a prior  uncomplicated  pregnancy. 
The  overwhelming  reason  given  for  not  seeking  an- 
tepartum care  was  lack  of  money  or  lack  of  appro- 
priate social  or  public  assistance.  In  fact,  the  lack  of 
public  assistance  is  a moderately  poor  reason  for  not 
seeking  antepartum  care  since  it  is  relatively  easy  to 
obtain  some  public  assistance.  However,  to  do  this, 
the  patient  must  register  with  the  appropriate  agency 
which  is  at  a geographic  location  some  distance  from 
the  hospital.  Unfortunately,  social  assistance  reg- 
istration cannot  be  performed  in  the  hospital;  thus, 
registration  usually  occurs  after  the  crucial  first  tri- 
mester, if  at  all.  It  should  be  noted  that  the  unreg- 
istered mothers  are  also  included  in  the  statistics  of 
the  total  delivering  population.  Obviously,  if  the 
unregistered  mothers  are  excluded  from  the  statistics 
of  the  total  delivering  population,  the  differences 
between  the  two  groups  would  have  been  more  ap- 
parent. Even  if  we  compare  the  two  groups  as  we 
have,  the  outcome  of  pregnancy  in  the  unregistered 
mothers  is  significantly  poorer.  The  cesarean  section 
rate  in  the  total  delivery  group  was  1 2.7  percent,  and 
that  in  the  unregistered  group  was  7.6  percent.  One 
would  expect  the  cesarean  section  rate  in  the  unreg- 
istered mothers  to  be  higher,  since  t hey  constitute  a 
high-risk  group.  In  fact,  the  section  rate  in  the  un- 
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TABLE  III.  Reasons  for  nonregistration  at  Sloane 
Hospital 


Reason 

Number 

Had  antepartum  care  elsewhere 

185 

Giving  no  reason  for  not  seeking  antepartum  care 

141 

Without  Medicaid  and  thus  sought  no 

103 

antepartum  care 

Saw  private  physician  who  works  at  another 

37 

hospital 

Transient  patients 

28 

Saw  no  need  for  antepartum  care 

23 

Denied  pregnancy 

9 

Frightened 

5 

Disliked  pelvic  examinations 

4 

Disliked  hospitals 

2 

Ashamed  of  the  pregnancy 

1 

Took  care  of  herself 

1 

Did  not  want  pregnancy 

1 

Planned  home  delivery 

1 

Desired  abortion  but  her  mother  refused 

1 

Total 

542 

registered  is  lower,  and  this  can  be  explained  by  the 
fact  that  69  percent  of  the  unregistered  mothers  were 
multigravidas  with  proved  pelves. 

The  apparent  difference  in  the  neonatal  death  rate 
in  the  unregistered  population  as  compared  with  the 
total  delivering  population,  3.6  versus  5.7  per  thou- 
sand, is  based  on  neonatal  deaths  greater  than  999 
Gm.  and  may  reflect  a better  reproductive  perfor- 
mance in  multiparas.  Nevertheless,  had  the  calcu- 
lation of  neonatal  death  rate  been  determined  from 
infants  weighing  more  than  499  Gm.,  the  rate  in  the 
unregistered  population  would  have  been  greater 
than  that  for  the  total  delivering  population. 

Careful  evaluation  of  the  unregistered  patient  with 
limited  antepartum  care  often  reveals  a reproductive 
performance  comparable  to  the  total  delivery  pop- 
ulation. In  a number  of  instances  it  is  difficult  to 
separate  the  performance  of  those  patients  with 
limited  care  from  that  of  the  total  delivering  popu- 
lation; nevertheless,  sufficient  instances  of  a poorer 
performance  mandate  that  this  group  be  considered 
as  a separate  entity  of  a greater  than  normal  risk. 


Summary 


In  summary,  as  previously  reported,  perinatal 
losses  and  damage  continue  to  be  caused  by  lack  of 
antepartum  care,  even  with  the  extension  of  care  and 
services  by  a regional  perinatal  network.  There  are 
two  areas  where  the  authors  feel  that  an  impact  can 
be  made.  The  first  is  to  use  the  resources  of  the  re-  i 
gional  perinatal  network  for  education  to  inform 
community  residents  of  the  importance  of  early  an- 
tepartum care  by  visiting  local  community  center,  | 
schools,  churches,  and  so  forth.  The  second  area  is 
by  the  use  of  the  regional  perinatal  network  resources 
to  seek  governmental  authority  to  establish  branch  I 
registration  offices  in  the  hospital  for  early  ante-  I 
partum  registration,  where  the  patients  enter  the  J 
health  care  delivery  system.  This  is  a retrospective  j 
analysis  of  a problem  which  is  especially  important  i 
in  a regional  network  in  a large  urban  setting.  Te  I 


learn  more  about  why  patients  place  themselves  and 
their  unborn  children  at  higher  risk  is  at  present  the 
subject  of  a prospective  study  by  the  regional  peri- 
natal network. 

LAC/USC  Medical  Center 
Room  5K-22  Women’s  Hospital 
1240  North  Mission  Road 
Los  Angeles,  California  90033 
(DR.  BRUCH) 
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would  affect  the  tumors  with  which  the  animals  had  been 
infected. 

In  amygdalin-treated  rats,  there  was  a progressive  in- 
crease in  the  size  of  the  tumors.  And  in  the  three  study 
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Dr.  Khandekar  points  out  that  several  states,  in  response 
to  vigorous  lobbying  efforts,  have  legalized  use  of  laetrile. 
The  U.S.  Supreme  Court  recently  in  effect  refused  to  le- 
galize the  substance  on  a national  level,  and  relatively  little 
is  available  in  the  United  States.  Many  cancer  sufferers 
have  gone  to  clinics  in  Mexico  for  laetrile  treatment. 

The  protagonists  of  amygdalin  use  have  claimed  that  the 
substance  is  “innocuous,”  and  therefore,  patients  with 
“terminal”  cancer  should  not  be  deprived  of  its  use.  The 
Evanston  studies  show  that  the  substance  is  by  no  means 
innocuous,  that  it  can  kill.  Laetrile  is  made  from  the  pits 
of  apricots  and  other  such  fruit.  These  pits  are  known  to 
contain  cyanide.  A number  of  cases  of  deaths  from  cyanide 
poisoning  from  accidental  overdose  of  laetrile  have  been 
reported. 

“These  findings  seriously  question  the  use  of  amygdalin 
in  clinical  medicine  under  any  circumstances,”  he  con- 
cludes. 
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‘INDICATIONS:  Based  on  a review  of  this 
drug  by  the  National  Academy  of  Sci 
ences— National  Research  Council  and/or 
other  information,  FDA  has  classified  the 
indications  as  follows:  "Possibly"  effective 
for  the  relief  of  moderate  to  moderately 
severe  pain  in  those  situations  where  the 
physician  wishes  to  add  a mild  sedative 
effect.  Final  classification  of  the  less- 
than  effective  indications  requires  further 
investigation. 

CONTRAINDICATIONS:  Hypersensitivity  to  dihy 
li 'i'  odeine,  promethazine,  aspirin,  phenacetin. 
WARNINGS:  Salicylates  should  be  used  with 
ez>eme  caution  in  the  presence  of  peptic 
uiccr  or  coagulation  abnormalities. 

Drug  Dependence:  Dihydrocodeine  can  pro 
' i'  dependence  of  the  codeine  type 
and  therefore  ho  the  potential  of  being 
abused  I'syr.hir  dependence,  physical  depen 
dence  and  tolerance  may  develop  upon 
repeated  administration  of  dihydrocodeine, 


...may  be  only 
half  the  problem. 

Apprehension  and  reaction  to 
pain  make  up  the  other  very 
important  half.  And  Synalgos-DC 
is  the  analgesic  that  treats  both 
halves  of  the  pain  problem: 
Promethazine  helps  relieve  ap- 
prehension and  reaction  to  pain, 
t while  the  analgesic  components 

help  relieve  moderate  to  mod- 
erately severe  pain!” 

Synalgos-DC  contains  dihydro- 
codeine, a semisynthetic 
narcotic  analgesic  related  to 
codeine,  with  multiple  actions 
qualitatively  similar  to  codeine, 
{n?  status  permits  telephone 
prescriptions  and  authorized 
refills  up  to  5 times  in  6 months 
(unless  restricted  by  state  law). 
Dual-action  Svnalaos-DC 
takes  pain  off  the  mind  and 
the  mind  off  pain. 


of  the  problem  ••• 

gos-DC 


eDrocode  (dihydrocodeine)  bitartrate,  16.0  mg  (Warning:  May 
be  habit  forming):  promethazine  hydrochloride,  6.25  mg: 
aspirin,  194.4  mg:  phenacetin,  162.0  mg;  caffeine,  30.0  mg. 


and  it  should  be  prescribed  and  administered 
with  the  same  degree  of  caution  appropriate 
to  the  use  of  other  oral  narcotic -containing 
medications.  Like  other  narcotic-containing 
medications,  dihydrocodeine  is  subject  to  the 
provisions  of  the  Federal  Controlled  Sub- 
stances Act.  Usage  in  Ambulatory  Patients: 
Dihydrocodeine  and  promethazine  may  impair 
the  mental  and/or  physical  abilities  required 
for  the  performance  of  potentially  hazardous 
tasks  such  as  driving  a car  or  operating 
machinery.  The  patient  using  Synalgos  DC 
should  be  cautioned  accordingly.  Interactions 
with  other  Central  Nervous  System  Depres- 
sants: Patients  receiving  other  narcotic  anal 
gesics,  general  anesthetics,  other  phe- 
nothiazmes,  tranquilizers,  sedative  hypnotics 
or  other  CNS  depressants  (including  alco 
hoi)  concomitantly  with  Synalgos  DC  may 
exhibit  an  additive  CNS  depression.  When 
such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced. 
Patients  who  have  demonstrated  a hypersen 


sitivity  reaction  (e.g.  blood  dyscrasia,  jaun- 
dice) with  a phenothiazine  should  not  be 
reexposed  to  any  phenothiazine,  including 
Synalgos-DC,  unless  in  the  judgment  of  the 
physician  the  potential  benefits  of  the  treat- 
ment outweigh  the  possible  hazards.  Usage  in 
Pregnancy:  Reproduction  studies  have  not 
been  performed  in  animals.  There  is  no  ade- 
quate information  on  whether  this  drug  may 
affect  fertility  in  human  males  and  females  or 
has  a teratogenic  potential  or  other  adverse 
effect  on  the  fetus  Usage  in  Children:  Since 
there  is  no  experience  in  children  who  have 
received  this  drug,  safety  and  efficacy  in  chil- 
dren have  not  been  established 
PRECAUTIONS:  Phenacetin  has  been  reported 
to  damage  kidneys  when  taken  in  large 
amounts  for  a long  time.  Promethazine  should 
be  administered  cautiously  to  patients  with 
cardiovascular  or  liver  disease.  Synalgos-DC 
should  be  given  with  caution  to  certain  patients 
such  as  the  elderly  or  debilitated,  and  those 
with  hypothyroidism,  Addison’s  disease  and 


prostatic  hypertrophy  and  urethral  strictur 
ADVERSE  REACTIONS:  The  most  freqi 
observed  reactions  include  lightheadec 
dizziness,  drowsiness,  sedation,  nausea,  v 
ing,  constipation,  pruritus,  skin  reactions 
rarely,  hypotension. 

DOSAGE  AND  ADMINISTRATION:  Dc 

should  be  adjusted  according  to  the  sevei 
the  pain  and  the  response  of  the  patient 
algos  DC  is  given  orally.  The  usual  adult 
is  2 capsules  every  4 hours  as  needed  for 
DRUG  INTERACTIONS:  The  CNS  deprt 
effects  of  Synalgos-DC  may  be  additivr 
that  of  other  CNS  depressants.  See  War 
Aspirin  may  enhance  the  effects  of  antic 
lants  and  inhibit  the  uricosuric  effects 
cosuric  agents. 

Consult  direction  circular  before  present 
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Role  of  Trauma  in 
Facial  Disfigurement 

BERTRAM  E.  BROMBERG,  M.D. 

Manhasset,  New  York 

From  the  Division  of  Plastic  Surgery,  North  Shore  University 
Hospital 


Despite  numerous  campaigns,  additional  new 
laws,  and  new  devices,  facial  trauma  still  remains  one 
of  the  outstanding  contributors  to  facial  disfigure- 
ment. Nowhere  is  it  more  important  than  in  the  area 
of  facial  trauma  to  obtain  the  best  possible  immedi- 
ate result.  Inadequate  early  treatment  will  often 
lead  to  permanent  disfigurement,  and  often  these 
deformities  are  impossible  to  reconstruct.  The  aim, 
in  dealing  with  soft  tissue  and  bony  injuries  about  the 
face,  is  a patient  with  good  function  and  good 
aesthetics.*  Visual  impairment,  residual  respiratory 
problems,  and  digestive  problems  in  the  form  of 
difficulty  in  deglutition  and  chewing,  must  be 
avoided. 

Surgical  recommendations 

To  do  a superior  job,  the  surgeon  must  have  the 
desire  to  perform  in  a skillful  manner  even  under  very 
stressful  circumstances  in  emergency  rooms  late  at 
night.  The  repairs  should  be  unhurried,  and  it  is 
best  to  work  under  the  best  possible  physical  condi- 
tions. The  emergency  treatment  of  these  injuries 
generally  involves  the  airway,  hemorrhage,  shock, 
and  then  eventually  care  of  the  wound.  Frequently, 
merely  suctioning  the  oral  cavity  can  restore  the 
airway.  Foreign  bodies,  frequently  dentures  or  teeth, 
should  be  manually  removed.  It  is  notorious  that 
lacerations  and  injuries  about  the  mouth  bleed  co- 
piously into  the  oral  cavity.  Frequently,  maxillary 
and  mandibular  fractures  can  impair  the  airway,  and 
tracheotomy  frequently  is  indicated. 

The  tracheotomy  should  improve  the  airway  and, 
in  addition,  serve  as  a route  for  anesthesia  and  also 
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as  a safety  factor  in  the  postoperative  care  of  the 
patient  where  immobilization  of  the  upper  and  lower 
jaw  is  frequently  necessary.  As  far  as  hemorrhage 
is  concerned,  there  should  be  no  blind  clamping,  for 
there  are  some  important  nerve  and  ductal  structures 
which  can  be  irreparably  harmed  during  the  pro- 
cess. 

Shock,  generally,  is  not  a usual  finding  in  the  iso- 
lated soft  tissue  or  bony  injury  about  the  face  unless 
there  has  been  considerable  bleeding.  It  may  be 
prudent,  if  a patient  is  going  to  the  operating  room, 
despite  stable  vital  signs,  to  have  blood  available  in 
anticipation  of  blood  loss  during  surgery.  If  shock 
is  present,  one  should  carefully  examine  the  patient 
for  associated  extremity,  chest,  or  abdominal  injuries. 
The  emergency  care  of  the  wound  necessitates  ex- 
amination and  the  unraveling  of  small  flaps  which 
may  be  bent  on  themselves  and,  thereby,  have  their 
circulation  compromised.  Frequently,  it  is  advisable 
to  place  tacking  sutures  so  as  to  maintain  tissue 
fragments  at  optimum  tissue  tensions. 

Transportation  of  the  patient  with  a severe  soft 
tissue  or  bony  injury  about  the  face,  generally,  is  not 
difficult;  usually  the  facedown  position  with  the 
tongue  drawn  out  is  sufficient.  On  rare  occasions, 
a nasopharyngeal  tube  will  be  necessary. 

A word  of  caution  about  the  time-honored  Barton 
bandage:  if  not  applied  correctly,  it  can  irrevocably 
keep  a mandible  in  the  retrodisplaced  position  and, 
therefore,  impinge  on  the  airway. 

Of  great  significance  in  the  care  of  these  injuries 
is  the  timing.  Generally,  injuries  about  the  face  can 
be  repaired  without  complications  many  hours  after 
the  original  trauma.  In  these  situations  it  might  be 
necessary  to  alter  the  techniques;  for  example,  it 
might  be  necessary  to  use  fewer  buried  sutures,  em- 
ploy nylon  or  wire  for  the  skin,  and  certainly  to  con- 
sider the  wound  as  a potentially  infected  one  and 
apply  wet  dressings.  Frequently,  one  can  simulta- 
neously work  with  other  surgeons  who  are  taking  care 
of  life-threatening  emergencies  such  as  the  chest 
surgeon,  the  neurosurgeon,  the  abdominal  surgeon, 
or  the  orthopedic  surgeon.  In  these  circumstances 
it  might  be  necessary  to  do  just  minimal  debride- 
ment, place  key-buried  sutures,  and  do  over-and-over 
suturing  for  the  skin.  Coordinated  planning  with 
either  the  ophthalmologist,  dental  surgeon,  or  the 
neurosurgeon  should  not  be  overlooked. 

It  is  obviously  to  the  advantage  of  all  to  repair  bony 
injuries  as  soon  as  possible.  Definitive  care  can  be 
postponed  in  these  cases  up  to  two  weeks,  although 
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it  may  be  necessary  to  place  an  interim  K-wire  to 
prevent  continued  mobility  of  loose  fragments.  On 
the  other  hand,  rhinorrhea  many  times  can  be  con- 
trolled only  after  reduction  and  immobilization  of 
nasoethmoidal  or  maxillary  fractures. 

In  life-threatening  situations,  or  when  the  patient’s 
condition  is  rapidly  deteriorating,  one  can  quickly 
dispose  of  the  facial  injuries  by  sewing  mucous 
membrane  to  skin,  such  as  in  the  cheek  and  the  nose; 
skin-to-skin  closure  in  the  ear  after  just  minimally 
cutting  back  the  ear  cartilage;  or  even  placing  the  ear 
into  the  postauricular  area,  setting  up  a first-stage 
ear  reconstruction.  In  the  lower  eyelid,  if  there  is  a 
life-threatening  situation,  it  may  he  necessary  just 
to  sew  skin  to  conjunctiva.  However,  in  the  upper 
lid,  conjunctival  tarsal  continuity  must  be  restored 
as  quickly  as  possible  or  scleral  contact  lens  used  until 
more  definitive  care  can  be  instituted. 

Desperately  ill  or  comatose  patients  can  be  sutured 
in  bed  with  or  without  anesthesia;  if  the  delay  ap- 
pears to  be  only  one  of  24  to  48  hours,  wet  dressings 
can  be  applied  and  heavy  antibiotic  coverage  em- 
ployed while  awaiting  the  opportunity  to  do  a more 
definitive  repair. 

Diagnostic  recommendations 

As  far  as  diagnosis  is  concerned,  it  is  most  essential 
that  in  addition  to  the  facial  injuries,  any  possibility 
of  corneal,  global,  or  brain  injuries  must  be  investi- 
gated. Certainly  the  cranial  bones  and  cervical 
spines  must  be  evaluated  in  any  facial  bone  injury. 
Stensen’s  duct,  Wharton’s  duct,  the  facial  nerve,  and 
the  lacrimal  draining  system  are  generally  explored 
in  the  operating  room  after  the  patient  has  been 
anesthetized. 

As  far  as  x-ray  views  of  the  facial  bones  are  con- 
cerned, generally,  the  quality  of  the  films  is  good 
during  the  daytime;  however,  at  night  and  over 
weekends  it  diminishes  greatly.  The  views  which  are 
most  essential  are  Waters’  occipitomental  views, 
lateral  obliques,  and  posteroanterior  films  of  the 
mandible.  It  is  often  necessary,  if  the  patient  is  very 
ill,  to  do  an  anteroposterior  film  of  the  mandible  and 
also  to  do  the  Waters’  from  the  reverse  position,  thus 
avoiding  excessive  movement  of  the  patient.  Pan- 
oramic dental  views  are  of  great  value,  and  frequently 
a fracture  through  the  root  of  the  tooth  or  a foreign 
body,  such  as  a crown  of  a tooth  in  the  soft  tissues, 
can  be  visualized.  Nasal  bone  views  should  include 
the  occlusive  as  well  as  the  lateral  views.  Generally, 
a good  view  of  the  septum  can  be  obtained  from 
Waters’  film.  If  more  refined  x-ray  films  are  neces- 
sary, then  tomography  of  the  TM  (temporoman- 
dibular) joint  or  orbit  must  be  obtained. 

7'here  are  some  deformities  that  are  self-evident, 
such  as  malocclusions,  bony  irregularities,  and 
movable  fragments.  One  should  certainly  look  for 
any  infraorbital  irregularities  and  any  infraorbital 
nesthesia.  Palpation  for  injuries  of  the  facial  bones 

absolutely  the  most  important  part  of  the  exami- 


nation, and  it  should  include  the  upper  and  lower 
buccal  sulci  as  well  as  the  palatal  and  lingual  surfaces 
of  the  mandible. 

If  there  is  difficulty  on  opening  and  closing  the 
mouth,  one  generally  considers  trismus,  but  it  may 
also  be  caused  by  a fracture  of  the  zygomatic  arch 
which  is  impinging  on  the  coronoid  process,  thus 
preventing  opening  and  closing.  If  there  is  a shift  on 
opening,  there  may  be  some  TM  joint  dysfunction  on 
the  side  to  which  the  shift  is  evident.  Occasionally 
one  will  see  a locked  bite,  which  generally  indicates 
a fracture  dislocation  of  the  condyle. 

In  the  full-face  fracture  one  might  see  widening  of 
the  canthi,  the  so-called  almond  eye.  If  there  is  an 
associated  cerebral  spinal  fluid  leak  and  fractured 
nasal  bones,  there  is  unquestionably  a fracture  of  the 
nasoethmoid  complex  and  splaying  of  the  eth- 
moids. 

It  is  well  to  determine  the  status  of  the  intraoral 
and  intranasal  mucosa  and  the  presence  or  absence 
of  any  intranasal  or  intraoral  hematomas.  Efforts 
should  be  made  to  rock  the  mandible  and  the  maxilla, 
and  a good  deal  of  pressure  is  frequently  needed  in 
trying  to  elicit  mobility. 

Ophthalmic  examination  should  certainly  include 
soft  tissue  injuries,  the  presence  or  absence  of  di- 
plopia, the  pupillary  level,  any  restriction  of  motion 
of  the  extraocular  muscles,  enophthalmos,  or  prop- 
tosis. 

Tenderness  in  the  condylar  area,  elicited  by  chin 
pressure  on  opening  the  mouth,  frequently  indicates 
condyle  pathology.  Examination  with  the  small 
fingers  in  both  ear  canals  on  opening  and  closing  can 
on  occasion  give  some  information  as  to  the  status  of 
the  condyles.  Blood  in  the  ear  canal,  as  well  as 
otorrhea  and  rhinorrhea,  must  be  noted,  and  ap- 
propriate consultation  and  x-ray  films  obtained. 

Treatment 

As  far  as  anesthesia  is  concerned,  a good  many  of 
the  smaller  lacerations  about  the  face  can  be  handled 
very  adequately  under  local  anesthesia.  As  a matter 
of  fact,  even  in  young  children  the  use  of  a tonsillar 
mouth  gag  very  frequently  will  stop  the  annoying 
crying,  keep  the  mouth  open,  and  permit  effective 
suturing  of  lacerations  of  the  lip  and  tongue.  Blocks 
can  be  used  freely  and  are  very  useful  at  times  in  the 
facial  area.  Generally  cocaine  should  not  be  em- 
ployed where  there  are  nasal  fractures  and  there  has 
been  disruption  of  the  intranasal  mucosa.  In  these 
instances  rapid  absorption  of  the  cocaine  can  take 
place.  General  anesthesia,  of  course,  has  to  be  em- 
ployed in  young  children  for  the  common  laceration 
of  the  palatal  area  as  a result  of  falling  on  sticks  or 
lollipops.  These  lacerations  in  the  soft  palatal  area 
require  suturing  in  three  layers.  There  is  always  the 
danger  of  aspiration  when  giving  endotracheal  an- 
esthesia in  a blood-filled  stomach,  and  in  these  sit- 
uations it  is  frequently  advisable  to  do  an  awake  in- 
tubation. It  is  well  also  to  work  with  a cuffed  tube 


3fi  j New  York  State  Journal  of  Medicine/August  1979 


and  the  patient  in  mild  Trendelenberg  position  to 
prevent  aspiration.  Intermaxillary  fixation  should 
not  he  permitted  until  the  patient  has  fully  reacted, 
good  respiratory  exchange  has  been  attained,  and  the 
patient  is  well  over  the  period  of  nausea  and  vomit- 
ing, which  generally  takes  about  24  hours. 

The  basis  of  uncomplicated  primary  healing  is  as 
follows: 

1.  Meticulous  wound  preparation. 

2.  Thorough  wound  exploration  and  definitive  di- 
agnostic evaluation. 

3.  Intelligent  debridement,  particularly  in  some  of 
the  more  significant  structural  areas  about  the  face. 

4.  Skillful  repair. 

5.  Conscientious  postoperative  care. 

In  the  smaller  lacerations  done  under  local  anes- 
thesia, it  is  well  just  to  apply  some  antiseptic  such  as 
povidone-iodine  (Betadine)  to  the  periphery  of  the 
wound  and  then  inject  into  the  cut  surfaces.  After 
anesthesia  has  been  obtained,  a good  soap  and  w-ater 
cleansing  should  be  performed  and  any  foreign 
bodies  and  clots  removed.  There  should  be  copious 
irrigation  with  room  temperature  saline.  Any  for- 
eign body  tattoos  can  generally  be  removed  with  a 
good  brisk  scrubbing;  however,  mechanical  tech- 
niques will  have  to  be  employed  if  brushing  is  un- 
successful. The  latter  should  be  performed  after 
definitive  draping  has  been  achieved.  It  is  usually 
advisable  to  prepare  and  drape  the  anesthesia  tube 
into  the  field  and  also  to  consider  preparing  the  neck 
and  the  postauricular  areas,  if  it  is  anticipated  that 
grafts  may  be  required.  It  is  essential  to  protect  the 
cornea  at  all  times.  This  can  be  done  with  sterile 
tape  strips  or  scleral  lenses.  Thorough  exploration 
of  all  nooks  and  crannies,  cavities,  and  crevices  can 
then  be  pursued. 

Foreign  bodies  should  be  removed,  the  facial  nerve 
explored,  the  lacrimal  duct  probed,  and,  if  necessary, 
levator  or  canthal  disruptions  explored.  It  may  be 
necessary  to  probe  Stenson’s  and  Wharton’s  ducts. 
Any  exposed  underlying  bony  structures  should  be 
checked  for  fractures.  Skin  margins,  skin  fragments, 
tissue  losses,  and  tissue  viability  must  be  assessed. 
Tissue  losses,  incidentally,  may  only  become  appar- 
ent after  key  skin  sutures  have  been  placed,  allowing 
the  wound  to  be  closed  without  tension  or  distortion. 
Debridement  should  be  conservative,  particularly  in 
key  structural  areas,  such  as  the  lips,  nose,  ears, 
eyelids,  and  eyebrows.  Damaged  or  crushed  skin 
edges  can  be  debrided  back  to  right-angle  edges 
safely,  generally,  in  the  forehead,  cheeks,  and  chin 
regions. 

Postoperative  care 

There  are  a number  of  critical  points  in  the  post- 
operative care  of  these  patients.  Dressings  usually 
are  of  the  pressure  type  when  clean  healing  can  be 
anticipated.  It  may  be  necessary  to  treat  dog  and 
human  bites  with  wet  dressings  in  view  of  the  high 


potential  for  infection  in  such  injuries.  One  some- 
times can  compromise  and  use  pressure  for  8 to  12 
hours  and  then  move  over  to  wet  dressings  if  the 
potential  for  clean  wound  healing  is  questionable. 
Pressure  dressings,  or  any  type  of  dressing  for  that 
matter,  are  not  very  effective  about  the  oral  cavity. 
They  become  soiled  and  only  add  to  the  contamina- 
tion of  the  area.  Bulky  pressure  dressings  do  have 
a tendency  to  splint  the  wound,  which  is  favorable  in 
the  postoperative  period.  Liquid  diets  may  be  nec- 
essary, and  clear  liquids  are  indicated  particularly  if 
there  has  been  considerable  intraoral  suturing. 
Where  there  has  been  intermaxillary  fixation  because 
of  facial  bone  fractures,  a full  liquid  diet  can  be  uti- 
lized without  problem  by  means  of  an  ordinary 
blender  and  be  brought  up  to  2,500  calories  along 
with  considerable  vitamin  supplements.  It  is  evident 
that  even  with  severe  facial  fractures  it  is  not  neces- 
sary for  patients  to  lose  significant  amounts  of 
weight.  Antibiotics  are  not  routine,  but  in  nasal  and 
oral  lacerations  and  fractures  compounded  into  the 
nasal  and  oral  cavities  they  should  be  administered. 
Certainly  in  human  and  dog  bites,  antibiotic  coverage 
should  be  employed. 

Suture  removal  is  generally  performed  from  the 
third  to  the  fifth  day;  however,  this  depends  a good 
deal  on  the  type  of  suturing  employed.  Where  there 
has  been  subcuticular  suturing  and  there  are  good 
supporting  dermal  sutures,  it  is  advisable  to  remove 
the  sutures  early.  Sutures  can  be  cut  and  removed 
at  one  time  or  in  stages,  and  it  is  wise  to  support  the 
wound  after  suture  removal.  The  period  of  fixation 
in  fractures  about  the  face  will  depend  on  the  con- 
dition of  the  patient,  the  type  of  fracture,  and  the 
postoperative  course.  Radiographs  are  of  little  value, 
and  it  is  far  better  to  employ  clinical  testing  by  re- 
moving the  intermaxillary  fixation  and  maintaining 
the  arch  bars,  checking  at  weekly  intervals.  If  there 
has  been  little  change  in  the  occlusion  and  the  frac- 
ture site  is  firm,  then  the  arch  bars  can  be  re- 
moved. 

Complications 

Complications  may  take  functional  and/or 
aesthetic  form.  Although  they  are  frequently  nu- 
merous, obviously  most  of  them  are  avoidable. 

Infection.  It  is  very  hard  to  overcome  infection 
in  unhygienic  people  by  a rapid  preparation  and 
cleansing  in  the  emergency  room.  These  patients  are 
generally  the  ones  who  develop  infected  wounds. 
Occasional  stitch  abscesses  occur  despite  all  efforts 
to  avoid  them  by  changing  the  material  from  chromic 
to  polyglycolic  acid  (Dexon),  and  so  forth.  There  is 
always  a certain  minimum  amount  of  foreign  body 
reaction  to  sutures  which  is  almost  impossible  to 
overcome  completely.  Generally,  when  these  dermal 
sutures  are  placed  too  close  to  the  surface,  pustular 
formation  develops,  and  the  underlying  dermal  su- 
tures are  spontaneously  extruded.  Occasionally 
when  a suspension  wire,  which  has  been  employed  in 
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a facial  fracture,  is  pulled  through  the  face,  an  in- 
fected wound  ensues.  Often  there  is  drainage  noted 
where  wire  or  pin  fixation  has  been  used.  In  these 
instances,  it  is  best  to  remove  the  hardware.  The 
osteomyelitis,  which  was  so  frequent  after  mandib- 
ular fractures  years  ago,  is  now  rarely  seen.  The  use 
of  antibiotics  earlier  and  more  effective  treatment 
have  had  positive  influence. 

Neurologic  complications.  Neurologic  com- 
plications affect  primarily  the  facial  and  other  cranial 
nerves,  and  early  anesthesia  in  the  frontal  or  in- 
fraorbital or  lip  area  rarely  persists.  Anosmia  is  in- 
frequently noted  after  nasal  fractures.  Septal  he- 
matomas often  produce  severe  destructive  and 
aesthetic  complications,  if  they  become  infected. 
Septal  fractures  and  dislocations  are  frequently 
overlooked  or  poorly  handled  and  can  produce  per- 
sistent difficult  breathing  problems. 

Eye  complications.  Those  complications  asso- 
ciated with  fractures  about  the  orbit  are  diminishing 
because  of  improved  diagnosis  and  treatment. 
However,  the  more  common  complications  are  di- 
plopia; injury  and  destruction  of  the  lacrimal  appa- 
ratus; canthal  disruptions;  enophthalmos;  optic  nerve 
injuries,  and  ptosis. 

Salivary  complications.  Occasionally,  one  sees 
complications  of  the  parotid  gland  in  the  form  of 
fistulas  or  the  collection  of  salivary  juice  as  a result 
of  parenchymal  lacerations.  These  require  aspira- 
tion, sometimes  on  repeated  occasions.  Wharton 
duct  fistulas  can  be  left  alone  because  they  generally 
drain  into  the  mouth  without  problem. 

Other  complications.  The  major  complications 
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A disfigurement  of  any  part  of  the  body  is  accom- 
panied by  emotional  distress,  hut  nowhere  do  we 
encounter  the  intensity  or  complexity  of  feelings 
which  occurs  when  the  involved  area  is  the  face. 
Here  the  patient  experiences  fear,  self-pity,  anger, 
helplessness,  resentment,  and  also,  at  times,  the  wish 
to  die.  These  painful  feelings  reflect  both  the  con- 
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in  treating  trauma  about  the  face  are  the  residual  soft 
tissue  and  bony  deformit  ies.  Soft  tissue  deformities 
are  usually  the  result  of  poor  suture  technique  leaving 
vertical  and  horizontal  skin  malalignments.  The 
deformities  can  exist  because  of  skin  and  subcuta- 
neous tissue  losses  at  the  time  of  the  original  injury. 
Trap-door  deformities,  that  is,  so-called  U-shaped 
lacerations,  heal  poorly  and  often  require  secondary 
revisions  which  are  frequently  not  too  successful. 
Forehead  irregularities  secondary  to  windshield  ac- 
cidents are  common  and  usually  are  well  handled  by 
secondary  dermabrasions.  Necrosis  of  the  apices  of 
stellate  lacerations  and  the  loss  of  thin  beveled 
avulsion  flaps  are  not  infrequent  complications. 
Hematomas  of  the  ear  are  potentially  deforming  and 
frequently  can  be  avoided  by  early  aspirations  and 
pressure. 

The  bony  deformities  range  from  simple  nasal 
deviations  or  malocclusions  to  the  severe  dishface 
deformity.  Persistent  oral  antral  fistulas  and  chronic 
clinical  sinusitis  are  rarely  seen  today.  Temporo- 
mandibular joint  problems  are  also  infrequent,  al- 
though ankylosis  and  growth  disturbances  are  po- 
tential complications  of  condyle  fractures  in  young 
children. 

Fortunately,  most  of  the  complications  are  ame- 
nable to  surgical  improvement,  but  as  always,  well- 
planned  and  executed  emergency  care  will  eliminate 
the  need  for  a good  deal  of  the  subsequent  correction 
and  the  lingering  disfigurement. 
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scious  and  unconscious  expectation  of  rejection, 
which  unfortunately  too  frequently  is  realized. 

Importance  of  face 

Although  today’s  conference  concerns  itself  with 
facial  disfigurement  caused  primarily  by  disease  and 
the  accompanying  treatment,  the  emotional  dy- 
namics however  are  not  too  different  should  trauma 
be  the  cause.  Man’s  face,  from  his  very  beginning, 
has  been  crucially  important  for  him  physically  as 
well  as  emotionally.  His  organs  of  sense  are  located 
here,  and  any  impairment  will  necessarily  alter  his 
relationship  to  those  around  him.  A tumor  may  af- 
fect his  vision,  hearing,  sense  of  smell,  taste,  and 
other  complications  depending  on  which  region  of  the 
mouth  is  involved.  Although  his  actual  disability  j 
may  not  be  too  severe,  it  is  the  accompanying  dis- 
figurement which  may  result  in  the  tragedy  of  being  ! 
alienated  from  the  community. 

In  his  relationships  and  interactions,  man’s  face  j 
provides  a clue  to  his  inner  feelings,  and  it  is  inter  I 
esting  to  note  that  primitive  man  had  already  beer 
able  to  recognize  this.1  Over  the  centuries  this  lee  | 
to  fanciful  and  fraudulent  exploitations,  includinf  : 
even  claims  of  being  able  to  prognosticate  the  futun  . 
through  studies  of  the  physiognomy.2  It  was  in  th< 
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nineteenth  century  that  a more  scientific  study  was 
undertaken  first  by  Charles  Bell,  an  English  surgeon, 
and  then  by  Darwin3  to  study  and  interpret  the  ex- 
pressions of  the  face.  Although  today’s  thinking  is 
very  different  from  the  unfounded  conclusions  of 
many  of  the  earlier  writers,  the  fact  is  that  “the  face 
does  seem  to  betray  one’s  way  of  life."4  All  this 
changes  however  when  the  face  is  disfigured  and  an 
altered  musculature  creates  strange  and  unfamiliar 
expressions. 


Effects  of  disfigurement 


*[ 

& 


The  individual  with  a facial  disfigurement  will  be 
perceived  first  negatively,  although  this  may  be  fol- 
lowed by  a more'  sympathetic  feeling.  The  mecha- 
nism frequently  observed  in  the  perceptual  process 
involves  a focusing  on  the  disfigured  area  creating 
what  Allport4  termed  an  “anchorage  point.”  It  re- 
mains almost  fixed,  and  only  if  a further  relationship 
develops  can  this  primary  reaction  be  modified.  The 
response  to  the  disfigured  face  unfortunately  is  as  yet 
not  fully  comprehended  and  still  engenders  deep  and 
powerful  feelings  of  fear  and  anxiety.  The  intensity 
of  these  feelings  clearly  reflects  the  degree  of  re- 
pressed affects  which  must  exist.  In  Freud’s5  view, 
the  basic  human  anxiety  is  related  to  a threatened 
injury  or  loss  of  the  penis,  but  present-day  thinking 
also  incorporates  the  loss  of  power  or  status  which 
may  be  associated  with  the  loss  of  any  part  of  the 
body.6-7 

Dynamically  w-e  are  dealing  with  a very  traumatic 
experience  which  may  be  difficult  for  the  ego  to  tol- 
erate. The  reaction  most  frequently  encountered  is 
a depression  which  will  vary  in  degree  dependent  on 
the  patient’s  constitutional  predisposition,  the  state 
of  his  psychic  structure,  and  the  severity  of  the 
trauma.  Frequently  disregarded  in  these  tragic- 
situations  are  the  emotional  difficulties  which  al- 
ready existed  prior  to  the  onset  of  the  present  illness. 
Unless  these  are  carefully  evaluated  and  these 
problems  dealt  with,  all  our  efforts  and  good  inten- 
tions will  result  in  disappointment.  Probably  no 
truly  traumatic  event  is  ever  wholly  resolved,  and 
Greenacre,8  who  is  more  pessimistic,  believes  that  an 
increased  vulnerability  always  remains  with  a pos- 
sible breakdown  at  some  later  date.  A small  per- 
centage of  patients  with  facial  disfigurement  however 
may  deny  their  sensitivity  and  fear  and  for  a limited 
time  present  an  indifference  to  their  painful  dif- 
ficulties. 

A very  difficult  period  confronts  the  patient  when 
he  begins  to  realize  that  this  is  really  happening  to 
him  and  that  it  isn’t  just  a bad  dream.  The  facial 
disfigurement  is  a fact  which  he  must  recognize  and 
accept.  At  this  time  the  support  provided  by  family 
and  friends  can  do  a great  deal  to  ease  the  anguish 
and  hasten  the  process  of  adjustment.  Davis9  de- 
scribes three  phases  in  this  period  between  the  pa- 
tient and  those  surrounding  him.  The  first  is  the 
"fictional  acceptance”  of  the  existing  problem  and 


relating  to  the  patient  as  in  the  past.  Then  comes 
the  disregard  of  the  facial  disfigurement  or  a pre- 
tending that  it  doesn’t  exist.  The  last,  which  is  most 
important,  is  the  recognition  of  the  disfigurement  but 
not  permitting  it  to  interfere.  This  actually  consti- 
tutes the  acceptance  which  is  so  important  for  the 
emotional  well-being  of  the  patient. 

In  every  serious  illness  the  patient  exhibits  in 
varying  degrees  some  manifestations  of  anxiety,  re- 
gression, and  depression.10  Our  patient  with  the 
problem  of  facial  disfigurement  has  an  even  greater 
burden  to  bear,  for  he  may  be  dealing  with  a tumor 
which  is  also  malignant.  Here  the  coping  process 
becomes  more  difficult,  and  the  aforementioned 
symptoms  much  more  severe.  The  psychiatrist  in 
these  situations  must  be  prepared  to  mobilize 
whatever  psychologic  strength  the  patient  possesses 
as  rapidly  as  possible.  This  will  require  not  only 
treating  the  patient  but  also  counseling  the  family, 
as  well  as  assisting  and  guiding  the  personnel  who  are 
involved  in  his  care.  In  this  period  the  psychiatrist 
has  to  be  sufficiently  flexible  and  capable  to  be  able 
also  to  assume  the  duties  of  the  primary  physician. 

Because  of  the  urgency  in  carrying  out  the  differ- 
ent lifesaving  procedures,  an  extremely  important 
aspect  of  the  patient’s  needs  sometimes  may  be 
overlooked.  It  involves  the  terrible  feeling  he  has  of 
being  completely  isolated  and  lonely.  Fromm- 
Reichmann11  describes  it  as  “something  so  painful 
and  frightening  that  people  do  practically  everything 
to  avoid  it.”  For  the  hospitalized  patient  these 
feelings  become  even  more  severe  and  difficult  to 
withstand.  The  psychoanalytic  method  of  treatment 
is  not  feasible  at  this  time,  but  a great  deal  of  support 
must  be  given  until  such  therapy  can  be  undertaken. 
It  should  be  understood  that  the  life  of  the  patient 
is  in  jeopardy,  for  there  is  a possibility  of  his  en- 
deavoring to  commit  suicide.  We  are  now  more 
cognizant  of  the  extreme  seriousness  of  the  problem 
of  the  isolated  and  lonely  patient  who  in  the  past 
received  relatively  little  attention. 

What  we  value,  admire,  and  love  we  invest  with  an 
emotional  force  which  technically  is  known  as  the 
libido.  In  these  patients  with  facial  disfigurement, 
the  sadness  and  grief  we  may  observe  reflects  in  effect 
the  mourning  process.  Freud12  brilliantly  describes 
this  struggle  to  retain  what  no  longer  exists,  “as  each 
memory  and  expectation  to  which  the  libido  is 
bound,  is  bit  by  bit,  at  great  expense  of  time  and  en- 
ergy, separated.”  When  the  work  of  mourning  is 
completed,  the  ego  is  again  free,  and  life  can  be  re- 
sumed. But  there  is  also  the  pathologic  grief,  where 
we  encounter  guilt  and  self-accusatory  feelings,  which 
is  very  different  from  what  we  have  just  described. 

As  the  patient  begins  to  improve,  discussions  and 
plans  for  the  future  must  be  initiated.  The  hospital 
to  which  he  has  become  accustomed  has  also  become 
a haven  and  place  of  refuge.  Leaving  it  will  not  be 
easy,  although  he  has  impatiently  been  looking  for- 
ward to  returning  home.  Questions  of  being  able  to 
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resume  the  familiar  activities  and  responsibilities  of 
the  past  are  frightening,  for  he  is  also  acquainted  with 
the  stigma  associated  with  facial  disfigurement.13 
His  fears  have  validity,  for  society  in  many  ways  still 
echoes  the  words  found  in  Leviticus14:  “For  what- 
soever man  he  be  that  hath  a blemish,  a blind  man, 
or  a lame,  or  he  that  hath  a mutilated  face  ...  he  shall 
not  come  unto  the  altar  . . . that  he  profane  not  my 
holy  places  ...  .”  Our  responsibility  at  this  time  will 
be  to  strengthen  him  emotionally  and  enable  him  to 
leave  the  hospital  with  greater  confidence. 

Comment 

We  as  physicians  cannot  mandate  the  community 
not  to  stare,  question,  or  comment  in  a thoughtless 
and  sometimes  cruel  fashion.  We  can,  however,  with 
further  care,  give  him  understanding  and  insight  so 
that  he  isn’t  devastated  by  these  experiences.  As 
each  strand  of  the  fabric  of  his  thoughts  becomes 
more  meaningful,  the  pain  of  his  loss  will  also  be 
lessened.  Our  goal  is  to  help  him  utilize  his  abilities 
and  enable  him  to  live  with  the  existing  problems  and 
not  surrender  to  them.  The  supporting  influence  of 
family  and  friends  cannot  be  emphasized  too 
strongly.  Here  is  the  secure  base  where  he  can  re- 
turn, physically  as  well  as  emotionally,  when  the 
strain  on  the  outside  becomes  too  great.  We  must 
bear  in  mind  that  each  interaction  in  every  sphere 
constitutes  a very  painful  testing  experience.  Only 
with  greater  acceptance  will  his  trials  and  difficulties 
diminish. 

I would  like  to  close  with  the  hope  which  was  also 
expressed  by  Macgregor,15  a courageous  pioneer  in 
this  field,  “that  through  a program  of  education  the 
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time  will  soon  arrive  when  the  general  public  will 
more  fully  understand  the  difficulties  of  those  with 
facial  deformities  and  will  not  add  to  them  either  by 
unsought  pity  or  rejection.” 
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25  years.  Treatment  of  the  more  common  lesions  of 
the  oral  cavity,  including  buccal  mucosa,  tongue,  and 
floor  of  the  mouth  carcinoma,  have  yielded  no  better 
than  a 50-  to  60-percent  five-year  survival  rate  free 
of  disease  when  confined  to  the  primary  site.  These 
figures  are  easily  halved  when  regional  nodes  are 
found  to  be  involved  and  progressively  worsen  as 
nodal  disease  spreads  toward  the  supraclavicular 
region.  Attempts  at  improving  overall  survival  fig- 
ures by  utilizing  combination  radiation  therapy  and 
chemotherapy  have  not  seemed  to  alter  the  prognosis 
in  spite  of  seemingly  favorable  responses  that  may 
have  been  initially  seen. 

In  1975,  Tarpley  et  al.1  reported  on  a preoperative 
program  employing  high-dose  methotrexate  in  pa- 
tients with  epidermoid  lesions  of  the  oral  cavity. 
Although  significant  tumor  regression  was  noted 
prior  to  surgery,  this  protocol  failed  to  alter  survival 
rates  after  three  years.  A definite  prolongation  in 
the  interval  free  of  disease  was  seen,  however,  and 
alterations  in  tumor  size  did  allow  for  modifications 
in  the  surgical  procedures  that  were  used.  The 
methotrexate  was  given  by  Tarpley  et  al.  via  the  in- 
travenous route  and  in  the  order  of  five  times  the 
dose  normally  employed,  that  is,  240  mg.  per  square 
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TABLE  I.  Patients  treated,  1973  to  1974 


Type  of  Lesion 

Number  of  Patients 

Lip 

1 

Antral 

4 

Buccal 

4 

Pharynx 

5 

Larynx 

6 

Palate 

6 

Tongue 

8 

Floor  of  mouth 

16 

Total 

50 

meter.  The  drug  was  given  over  a 24-hour  period 
and  was  followed  bv  citrovorum  rescue.  There  were 
few,  if  any,  side-effects  noted.  No  attempt  at 
maintenance  therapy  was  made  following  the  surgery 
in  this  study. 

A modification  in  the  aforementioned  preoperative 
regimen  was  begun  in  1973,  using  higher  doses  of  this 
drug  combination,  500  mg.  per  square  meter,  with 
preoperative  radiation  therapy  also  being  utilized  to 
sensitize  the  tumor  to  the  drug.2  The  results  to  date 
appear  to  indicate  that  a favorable  response  can  be 
achieved  in  at  least  80  percent  of  patients  so  treated. 
A marked  regression  in  the  size  of  most  lesions  has 
allowed  modifications  in  surgery  to  be  made.  There 
also  appears  to  be  a statistical  improvement  in  sur- 
vival at  the  three-  to  four-year  level  not  previously 
seen  when  lower  doses  of  methotrexate  were  em- 
ployed. 

Materials  and  methods 

During  a recent  36-month  period.  66  patients  were 
placed  on  the  higher  doses,  that  is,  500  mg.  per  square 
meter;  an  additional  50  patients  had  been  treated 
between  1973  and  1974  (Tables  I and  II).  Patients 
entering  such  a course  are  given  preoperative  radia- 
tion therapy  to  the  primary  and  lymph  node-bearing 
sites.  Four  hundred  rads  are  given  five  times  prior 
to  hospital  admission.  Chemotherapy  is  then  ini- 
tiated following  patient  work-up  which  includes  renal 
and  liver  studies.  In  the  presence  of  normal  labo- 
ratory findings,  the  500  mg.  per  square  meter  of 
methotrexate  are  given  over  a 24-hour  period  in  one 
L.  of  5 percent  dextrose  and  water  (Table  III).  In  the 
presence  of  minor  renal  impairment,  with  a BUN 
(blood  urea  nitrogen)  under  40  mg.  per  100  ml.,  the 
dose  of  methotrexate  is  halved,  and  patients  are  then 
hydrated.  Diuretics  are  given  to  ensure  adequate 
renal  excretion  of  the  drug. 

As  long  as  the  dose  of  methotrexate  is  kept  within 
the  limits  prescribed  by  the  study,  the  absence  of 
toxicity  is  virtually  assured.  It  was  felt  that  meth- 
otrexate clearance  studies  were  not  indicated  and 
that  determinations  were  only  of  value  when  mega- 
doses of  agent,  that  is,  10,000  to  40,000  mg.,  were 
employed  in  such  disorders  as  childhood  osteogenic 
sarcoma. 

Following  completion  of  the  methotrexate  sched- 
ule, citrovorum  rescue  is  routinely  given  using  75  mg. 


TABLE  II.  Patients  on  higher  doses* 


Type  of  Lesion 

Number  of  Patients 

Cervical  esophagus 

1 

Nasal 

1 

Lip 

1 

Epiglottis 

2 

Buccal 

3 

Antral 

5 

Tongue 

6 

Palate 

7 

Pharynx 

9 

Larynx 

12 

Floor  of  mouth 

19 

Total 

66 

• At  500  mg.  per  square  meter. 

TABLE  III.  Summary  of  combined  radiation- 
methotrexate  therapy 

Stage  in  Treatment 
Sequence 

Therapy 

Preoperative  radiation 

2,000  R to  primary  and  cervical 

Preoperative 

nodes  (400  R X 5) 

(1)  Methotrexate,  500  mg.  per 

chemotherapy 

square  meter  intravenously,  in 

Surgery 

24  hours;  (2)  citrovorum  factor, 
75  mg.  intravenously,  in  12 
hours,  25  mg.  intramuscularly 
4 times  every  12  hours. 

Repeat  methotrexate  with  T2 
or  T2N1  lesions 

Three  to  five  days  after  therapy 

Postoperative 

completed 

(1)  Methotrexate,  250  mg.  per 

chemotherapy 

square  meter  intravenously,  in 

Postoperative 

24  hours;  (2)  citrovorum  factor, 
50  mg.  per  square  meter 
intravenously,  in  12  hours;  25 
mg.  intramuscularly,  4 times 
every  12  hours 

6,000  R total  dose  to  primary  and 

radiation 

node-bearing  areas  if  tumor 

Maintenance  chemotherapy 

cell  seen  or  nodes  palpable 
preoperatively 
40  mg.  methotrexate  weekly 

of  drug  intravenously  over  a 12-hour  period.  This 
is  followed  by  four  intramuscular  injections  of  25  mg. 
given  over  the  next  48  hours.  Within  48  hours  of  the 
last  dose  of  citrovorum  factor,  it  has  usually  been 
possible  to  see  regression  of  tumor  taking  place  (Fig. 
1).  Patients  are  usually  taken  to  surgery  three  to 
four  days  after  completion  of  the  protocol  which  in- 
cludes the  citrovorum  rescue.  In  many  instances, 
inoperable  tumors  have  been  converted  to  resectable 
ones,  and  survival  seems  more  assured.  Fig.  2A  de- 
picts an  extensive  buccal  lesion  which  dramatically 
regressed  on  therapy  with  a small  focus  of  residual 
tumor  being  left,  which  became  amenable  to  resec- 
tion by  partial  maxillectomy  and  mandibulectomy. 
Maintenance  chemotherapy  was  prescribed  for  a 
two-year  period  following  surgery.  This  patient 
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FIGURE  2.  Buccal  carcinoma.  (A)  Extensive,  invading  soft 
palate.  (B)  Postoperative  appearance  three  and  one-half 
years  after  combination  resectability. 


FIGURE  1.  Lesion  of  tongue.  (A)  Primary  T2N-|.  (B)  Re- 
sponse to  methotrexate  48  hours  after  completion  of  pre- 
operative therapy. 


remains  clinically  free  of  disease  three-and-one-half 
years  following  surgery  (Fig.  2R). 

Toxicity  from  radiation  and  chemotherapy  em- 
ployed in  the  present  study  has  been  minimal.  In 
only  two  instances  has  there  been  a drop  in  white 
blood  count  within  one  week  of  medication;  the  blood 
counts  did,  however,  return  to  normal.  In  10  percent 
of  patients,  stomatitis  had  developed  requiring  one 
to  two  weeks  for  regeneration  of  the  oral  mucous 
membrane  before  surgery  could  then  be  initiated. 

I hr*  use  of  preoperative  radiation  therapy  and  che- 


motherapy prior  to  surgery  does  not  appear  to  pro- 
duce an  adverse  effect  on  the  healing  of  normal 
structures  in  the  oral  cavity.  The  mucous  membrane 
of  the  mouth  has  maintained  its  integrity,  with 
minimal  bleeding  or  edema  of  tissues' being  noted 
prior  to  and  after  surgery.  Healing  has  usually 
progressed  normally.  In  most  instances  where  the 
intraoral  or  head  and  neck  lesion  has  been  staged  as 
TbNo  or  T2Ni,  preoperative  therapy  has  been  con- 
sidered essential.  Should  clinical  nodal  disease  be 
confirmed  by  the  pathologist  or  residual  tumor  found 
at  the  site  of  resection,  then  surgery  has  been  fol- 
lowed by  postoperative  chemotherapy  and  radiation 
therapy.  One  half  of  the  dose  drug  normally  em- 
ployed has  been  given  postoperatively  one  week  fol- 
lowing surgery.  One  month  following  discharge  from 
the  hospital,  radiation  therapy  has  been  resumed  to 
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FIGURE  3.  Squamous-cell  carcinoma.  (A)  Retromolar, 
invading  alveolar  ridge.  (B)  Regression  of  lesion  within  48 
hours  of  surgery  improves  resectability. 


bring  the  levels  of  the  preoperative  fields  to  ap- 
proximately 6,000  R.  These  patients  have  then  been 
placed  on  weekly  doses  of  maintenance  therapy  for 
approximately  two  years. 

Results 

The  response  to  high-dose  methotrexate  for 


squamous-cell  lesions  appears  to  he  similar  in  the  two 
groups  studied  between  1973  and  1975  and  between 
1975  and  1977.  Eighty  percent  of  patients  have 
shown  rapid  regression  of  their  lesions,  as  shown  in 
Figure  3,  many  demonstrating  no  visible  or  micro- 
scopic evidence  of  residual  tumor  on  completion  of 
preoperative  therapy.  In  approximately  20  percent 
of  cases,  pools  of  keratin  are  the  only  remaining  fea- 
tures representing  the  site  of  previous  neoplastic 
growth. 

Figure  4 shows  the  extensive  destruction  produced 
by  methotrexate,  with  the  previously  described  pools 
of  keratin  occupying  many  sites  where  viable  tumor 
had  been. 

Among  the  50  cases  in  the  original  group,  40  were 
known  to  have  responded  favorably  to  the  drug 
therapy.  Four  patients  developed  recurrence  of 
tumor  among  the  responders  and  were  placed  on 
other  drug  combinations.  Of  the  original  23  patients 
with  lesions,  including  tongue  and  floor  of  the  mouth, 
who  responded  at  the  six-month  to  two-year  level,  21 
were  still  free  of  disease  two  and  one-half  to  four 
years  later.  Two  patients  with  extensive  laryngeal 
carcinoma  with  bilateral  neck  metastasis  were  also 
clinically  free  of  tumor  two  and  three  years  postsur- 
gery. The  incidence  of  commando  resection  has 
been  halved,  with  most  patients  becoming  amenable 
to  marginal  resection  of  the  mandible  and  suprahyoid 
neck  dissection  as  the  prime  surgical  procedure. 

An  excellent  response  rate  among  patients  treated 
since  1975  with  floor  of  the  mouth  and  tongue  carci- 
nomas has  also  been  noted.  There  are  no  recurrences 
yet  among  any  of  these  individuals.  Unfortunately, 
the  results  with  T3  and  T4  lesions  of  the  maxillary 
antrum  have  not  been  as  favorable.  Four  of  the  five 
patients  with  extensive  maxillary  antral  lesions 
showed  a transient  response  followed  by  regrowth  of 
their  lesions.  Most  of  the  oral  tumors  regressed  50 
percent  or  more  in  size.  At  least  20  percent  of  the 
intraoral  lesions  have  totally  subsided  as  noted  with 
the  earlier  group,  so  that  no  viable  evidence  of  tumor 


FIGURE  4.  Epidermoid  carcinoma  of  tongue.  (A)  Few  visible  cells  seen  in  matrix  of  keratin-like  material.  (B)  Destruction 
of  tumor  within  lymph  node.  (Hematoxylin  and  Eosin  Stain,  original  magnification  X 400) 
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was  seen  at  the  time  of  surgery.  In  all  instances  of 
intraoral  pathology,  the  patients  have  remained 
clinically  free  of  disease  during  the  six-month 
through  two-year  interval  since  surgery.  Two  pa- 
tients with  diffuse  buccal  carcinomas  have  had  total 
tumor  regression  as  evidenced  by  biopsy.  Both  re- 
ceived additional  radiation  therapy  to  the  cheek  to 
bring  the  total  dosage  of  radiation  therapy  delivered 
to  their  lesions  to  6,000  R.  Adequate  reconstruction 
at  the  time  of  surgery  has  provided  good  to  excellent 
cosmetic  results  in  essentially  all  individuals  treated 
with  surgery. 

Electron  micrographic  studies  are  now  being  un- 
dertaken to  determine  the  site  of  cellular  damage 
caused  by  the  drug.  Preliminary  investigation 
suggests  mitochondrial  destruction  producing  the 
large  pools  of  eosinophilic  keratin-like  material  re- 
placing the  areas  of  tumor  growth. 

Comment 

Numerous  attempts  have  been  made  in  the  past 
few  decades  to  alter  the  natural  history  of  epidermoid 
tumors  of  the  head  and  neck.  Preoperative  radiation 
therapy  protocols  have  failed  to  demonstrate  sig- 
nificant changes  in  the  overall  survival  rates.  Jesse 
and  Lindberg2  tried  to  determine  whether  or  not 
radiation  plus  surgery  was  superior  to  either  modality 
alone. 

Although  superiority  of  local  and  regional  control 
was  obtained  in  the  combined  group,  increased 
complications,  as  well  as  distant  metastasis,  were 
eventually  noted.  While  local  recurrence  has  been 
a major  problem  to  contend  with  until  now,  over  100 
instances  of  metastasis  to  bone  have  now  been  re- 
ported, a phenomenon  rarely  noted  prior  to  the  use 
of  adjuvant  therapy.3 

Combination  radiation  and  chemotherapy  were 
begun  in  patients  with  advanced  disease,  hoping  to 
add  to  the  results  seen  with  radiation  therapy  alone. 
In  a randomized  study  by  Bertino,  Mosher  and  De- 
Conti,4  methotrexate,  when  added  to  radiation 
therapy,  appeared  to  produce  improvement  in  sur- 
vival. By  two  years  however,  no  improvement  was 
noted  over  the  radiation  therapy  data  alone.  Free- 
man-Narrod  et  al.;>  evaluated  various  modalities  of 
administering  methotrexate  and  noted  increased 
metabolic  effects  when  serum  concentrations  of  the 
drug  were  prolonged.  We  have  found  this  to  be  true 
and  have  handled  the  problem  by  use  of  the  intra- 
venous route,  since  the  drug  can  then  be  terminated 
rapidly  if  necessary.  While  citrovorum  rescue  ap- 
pears to  be  an  essential  part  of  reducing  toxicity,  the 
latter  may  also  be  accomplished  by  shortening  the 
interval  of  methotrexate  administration  from  24  to 
1 2 hours.  In  addition,  the  patients  can  be  adequately 
hydrated,  and  with  the  addition  of  diuretics,  the  drug 
can  be  rapidly  eliminated  from  the  kidney  system. 

To  date,  there  has  been  no  major  attempt  at 
employing  combination  preoperative  radiation 


therapy  and  chemotherapy.  Most  of  the  combina- 
tion protocols  have  been  aimed  at  patients  with  ex- 
tensive local  recurrent  disease  or  metastasis.  Under 
such  circumstances,  destruction  of  blood  supply  both 
by  tumor  necrosis  and  by  radiation  therapy  has 
prevented  successful  delivery  of  agents  into  the 
tumor  mass.  Tarpley  et  al.1  appear  to  be  the  first 
group  to  have  suggested  the  use  of  preoperative 
methotrexate  in  patients  with  primary  operable 
disease.  Their  dose  schedule  of  240  mg.  per  square 
meter  did  not  appear  to  be  optimum,  since  maximal 
shrinkage  of  the  tumor  had  not  occurred  and  the 
patients  had  not  been  given  the  highest  tolerable 
dose.  This  dose  has  since  been  increased  to  500  mg. 
per  square  meter  and  used  in  conjunction  with  pre- 
operative radiation  therapy  as  a means  of  destroying 
the  DNA  (deoxyribonucleic  acid)  repair  mechanisms 
left  in  the  tumor  cell.6  F urther  injury  caused  to  the 
cell  by  high  doses  of  methotrexate  appears  to  cause 
rapid  regression  of  tumor  and  rapid  epithelialization 
where  the  tumor  had  been.  Most  of  the  patients  that 
we  have  studied  during  the  past  four  years  have  had 
an  excellent  response  to  this  form  of  combination 
therapy  as  a prelude  to  surgery.  Less  deforming 
operations  are  employed,  and  improved  survival  at 
three  to  four  years  is  apparent.  The  introduction  of 
other  chemotherapeutic  agents  in  the  treatment  of 
head  and  neck  malignant  conditions,  such  as  hy- 
droxyuria  and  cis-platinum  combined  with  bleomy- 
cin, suggest  that  even  more  favorable  control  of  head 
and  neck  carcinomas  will  soon  be  achieved. 

560  Northern  Boulevard 
Great  Neck,  New  York  1 1021 
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Discussion 

Randolph  H.  Guthrie,  Jr.,  M.D.,  New  York 
City.*  Plastic  repairs  are  done  for  two  principal 
reasons:  cosmetic  and  functional.  Since  head  and 
neck  surgery  involves  a visible  area  of  the  body  in 
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most  cases,  it  is  important  to  patients  that  not  only 
their  disease  be  cured,  but  also  that  they  be  left  with 
as  little  disfigurement  as  possible.  As  the  public  has 
become  more  sophisticated  and  seen  more  films  on 
plastic  surgery  from  Hollywood,  it  has  come  to  de- 
mand a greater  emphasis  on  postoperative  appear- 
ance. The  days  are  gone  when  they  could  be  told 
they  should  be  grateful  merely  to  be  alive. 

The  functional  defects  resulting  from  head  and 
neck  surgery  can  be  severe,  and  the  number  of  such 
potential  disabilities  is  large.  Such  sequelae  as  facial 
paralysis,  esophageal  and  tracheal  interruptions,  loss 
of  eyelid  function,  and  loss  of  tongue  or  mandible  are 
but  a few  of  the  tragic  consequences. 


Special  program 

The  Veterans  Administration  is  sponsoring  a special 
program  to  prepare  outstanding  individuals  to  assume 
leadership  roles  within  the  health  care  system.  The  Pro- 
gram is  known  as  the  VA  Administrative  Scholars  Program 
and  is  open  to  all  qualified  individuals  from  health  and 
health  related  professions.  Each  year  five  individuals  are 
selected  to  the  Program  which  provides  a minimum  2-year 
opportunity  for  midcareer  health  professionals.  Financial 
support  will  equal  present  compensation  up  to  the  limit  of 
the  Office  of  Personnel  Management  scale. 


The  role  of  the  plastic  surgeon  is  to  study  these 
many  problems  and  learn  how  best  to  repair  them. 
He  must  be  consulted  in  advance  by  the  extirpative 
surgeon  and  given  a chance  to  think  about  the 
problem.  Sometimes,  preliminary  procedures  will 
be  of  enormous  help,  such  as  delaying  a pedicle  flap, 
so  it  will  be  ready  to  use  at  the  time  of  extirpative 
surgery.  Sometimes,  he  can  offer  advice  on  the  ini- 
tial incision  which  is  used.  At  least  he  must  have  a 
chance  to  search  the  library  and  his  mind  for  the  best 
alternatives.  Nothing  is  worse  than  to  have  the 
plastic  surgeon  suddenly  called  to  the  operating  room 
on  the  spur  of  the  moment  to  solve  a complicated 
problem. 


Program  content  is  largely  determined  by  the  Scholars, 
who  create  their  own  self-directed  plans  dealing  with  major 
health  care  issues. 

The  Program  has  been  in  operation  for  2 years,  with  10 
Scholars  currently  in  residence.  A third  class  has  been 
selected,  and  will  start  in  September  1979.  Applications 
are  now  being  solicited  for  the  1980  program  year.  Due 
date  is  November  1,  1979. 

Competition  for  the  Program  is  national  in  scope,  and 
to  date  has  been  very  rigorous.  If  you  have  questions  about 
the  Program,  please  feel  free  to  call  at  (202)  389-3588; 
Executive  Director;  VA  Administrative  Scholars  Program, 
Department  of  Medicine,  Washington,  D.C.  20420. 
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The  eternal  reproach  with  which  the  morphologist 
is  confronted  culminates  in  the  accusation  that  his 
reasonings  are  “ post  hoc.  ” Naturally,  it  is  the  duty  of 
the  pathologist  to  combine  the  various  observations  at 
autopsy  and  to  try  to  relate  the  changes  to  primary  le- 
sions. In  trying  to  adhere  to  this  principle,  occasion- 
al misconceptions  may  occur  and  a cause  and  effect 
relationship  may  be  attributed  to  lesions  which  are 
only  coincidental.  However,  it  seems  preferable  for 
the  morphologist  to  err  in  this  respect  rather  than  to 
resort  too  quickly  to  explanations  which  are  not  based 
on  anatomically  demonstrable  lesions. — Otto  Sa- 
phir,  M.D.  (Arch.  Path.  20:36  (1935)). 

Nearly  three  decades  ago  it  was  proposed  that 
abnormal  cervical  carotid  lengths  and  contours  might 
be  conducive  to  hemodynamic  or  embolic  derange- 
ments leading  to  brain  ischemia.1  This  contention 
had  great  cogency  inasmuch  as  the  anomalies  then 
would  be  eligible  for  inclusion  among  entities  that 
instigate  cerebrovascular  insufficiency  and  are 
amenable  to  surgical  remedy.  A spate  of  publica- 
tions which  has  emerged  in  recent  years  is  testimony 
of  growing  interest  in  the  condition  and  its  clinical 
implications.2^3 


Recent  Advances  in 
Medicine  and  Surgery 

ROBERT  TURELL,  M.D.,  Editor 


Widely  divergent  opinions  exist  about  whether 
elongated  carotid  arteries  are  actually  or  potentially 
ischemogenic.  The  author  subscribes  to  the  affir- 
mative view',  based  on  experiences  with  a personal 
series  of  33  cases  and  a survey  of  the  literature.  This 
article  reviews  the  subject  in  detail. 

Historical  sidelights 

Hardly  any  attention  was  paid  to  the  morphology 
of  the  cervical  arteries  until  the  last  century.  Be- 
cause anatomy  illustrations  were  modeled  solely  on 
cadavers,  most  atlases  ordinarily  limned  the  vessels 
as  being  rectilinear,  and  overt  curvatures  were  re- 
garded as  deviations  from  the  norm.  Since  only  ex- 
treme examples  of  these  deviant  formations  were 
demonstrable  after  death,  and  owing  to  somewhat 
limited  exploration  of  the  interior  of  the  neck  during 
routine  postmortems,  they  usually  were  over- 
looked. 

The  first  allusions  to  the  condition  which  I have 
been  able  to  find  in  the  literature  are  in  Morgagni’s 
De  Sedibus.  During  one  of  his  dissections  (Epist. 
XXXVII,  Art.  30),  he  encountered  “multiple  incur- 
vations” of  sclerotic  vessels,  including  the  carotids 
and  vertebrals.  More  pertinent  yet,  at  an  autopsy 
in  1741  of  “an  old  man  . . . who  had  been  so  emaciated 
as  to  be  said  to  have  been  wasted  away  by  a maras- 
mus” (Epist.  XLIX,  Art.  18),  Morgagni  made  a 
startling  observation: 

Nor  ought  a kind  of  singular  disorder  of  the  carotid 
arteries  to  be  concealed:  for  these  had  no  sooner  as- 
cended to  one  half  their  length,  but  they  there  distort- 
ed themselves  like  a cochlea;  and  immediately  re- 
turned to  their  original  straightness  of  direction.  And 
so  obstinate  was  this  flexure,  that,  if  you  extended  out 
the  arteries  in  a straight  line,  they  soon  after  restored 
themselves  to  the  same  state  of  contortion,  upon  the 
removal  of  the  hand. 

...  I was  greatly  chagrined  to  find  that  it  was  impos- 
sible to  learn  any  more  circumstances  in  regard  to  this 
old  man  while  living,  he  having  been  an  unknowm  pau- 
per, than  he  had  evidently  died  in  consequence  of 
being  consumed  by  a great  loss  of  flesh. 

One  of  the  earliest  references  to  configurational 
abnormalities  of  the  carotid  vasculature  mentioned 
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FIGURE  1 . DIC.  (A)  Marked,  with  kink  in  only  one  portion 
(large  arrow)  revealed  on  separate  films  of  biplane  arterio- 
gram. (B)  Severe  kink  demonstrated  on  simultaneous  films 
of  biplane  arteriogram  without  rotation  of  head. 


various  things,  which,  as  will  become  evident  later  in 
the  text  of  this  report,  had  especial  pertinence44: 

...  a woman  aged  88  . . . for  some  years  before  her 
death  had  a pulsating  tumour,  of  the  size  of  an  orange, 
just  above  the  right  clavicle,  in  the  situation  of  the  ca- 
rotid ....  The  swelling  had  not  of  late  increased  in  size, 
and  caused  no  inconvenience;  the  woman  died  from 
natural  decay.  The  vessels  arising  from  the  aorta  were 
elongated  and  considerably  dilated;  and  the  tumour, 
which  was  considered  before  death  to  be  aneurismal, 
consisted  of  a reduplication  of  the  right  common  carotid, 
and  of  indurated  cellular  tissue  around  it.  The  interior 
of  the  vessels  was  highly  vascular,  and  there  was  con- 
siderable atheromatous  deposit,  with  slight  lesion  in 
various  parts  of  the  inner  coat. 

The  woman  alluded  to  was  fortunate,  for  a great 
many  people  have  fared  badly  from  carotids  af- 
flicted with  far  less  extensive  disease  then  hers  con- 
tained. The  preceding  narrative,  pertaining  to  an 
asymptomatic  person,  left  the  impression  that  the 
condition  was  innocuous.  For  the  next  100  years, 
therefore,  it  was  generally  regarded  as  an  anatomic 
oddity  whose  clinical  consequences  were  minor  or 
nil.14’45  48  Otolaryngologists  learned  to  dread  it, 
though,  because  sometimes  a knuckle  of  misplaced 
internal  carotid  was  accidentally  wounded  during 


FIGURE  2.  Double  redundancy  of  common  carotid  with  kink 
in  only  one  of  segments  (large  arrow)  produced  when  head 
turned  sharply  sideways. 


adenoidectomy,  tonsillectomy,  or  lancing  of  peri- 
tonsillar abscess.49-51 

With  more  prevalent  usage  of  angiography  it  soon 
became  apparent  that  during  life  variations  in  length 
of  the  cervical  carotid  segments  were  fairly  com- 
mon— indeed,  much  more  so  than  had  been  connoted 
from  necropsy  material.  Arteriograms  uncovered 
a veritable  gamut  of  deformities  which  ranged  from 
slight  bowing,  through  all  manner  of  folds,  to  sharp 
angulation.4’21,52’53 

A surgical  procedure  was  done  in  the  first  case  of 
cerebral  ischemia  ascribed  to  an  elongated  carotid 
artery.1  A few  years  later,  with  the  advent  of  carotid 
endarterectomy,  the  part  played  by  similar  structures 
in  the  pathophysiology  of  cerebrovascular  insuffi- 
ciency was  reexamined,  and  new  corrective  opera- 
tions were  devised.19,26’33’40 

Terminology 

The  abnormal  appearances  of  the  arteries  have 
inspired  a constellation  of  graphic  labels — looped, 
coiled,  tortuous,  kinked,  sigma-shaped,  S-shaped,  | 
Z-shaped,  V-shaped,  sacculated,  rippled,  wavy,  he- 
lical, swirled,  sigmoid,  flexuous,  arcuate,  buckled,  ! 
reduplicated,  sinuous,  corkscrew,  serpentine,  spiral, 
and  so  forth. 

Admittedly,  these  adjectives  furnish  descriptive 
mental  images.  By  their  very  multiplicity,  never-  j 
theless,  they  are  confusing.  They  also  inadvertently 
imply  that  altered  linearity  is  at  fault  and  refer  to 
that  altered  dimension  in  a single,  static  plane.53  In 
point  of  fact:  (1)  even  with  the  face  in  the  neutral 
position  an  artery  which  looks  merely  slanted  in  the 
saggital  or  coronal  plane  may  actually  appear  much 
more  undulated  when  seen  in  another  plane  (Fig.  1);: 
and  (2)  an  artery  which  is  of  uniform  width  in  the 
frontal  position  may  be  thrown  into  constricting 
pleats  by  certain  movements  of  the  head  (Fig.  2).3,4-53 r 
The  laudable  desire  of  some  aut  hors  to  quantify  axial 
deformation  by  a classification  founded  on  grada- . 
tions  of  angular  bending  of  the  vessel  takes  only  the 
former  of  these  factors  into  account.29 

Plainly,  since  elongation  of  the  artery  perforce 
causes  it  to  become  convoluted,  the  alignment  which 
it  assumes  for  adjustment  within  the  confines  of  the 
neck  is  incidental  to  longitudinal  redundancy.  For 
the  sake  of  simplicity,  therefore,  and  because  it 
properly  shifts  emphasis  to  the  primary  abnormality 
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of  length  instead  of  the  secondary  distortion  of  shape, 
the  preferred  designation  for  the  condition  is  doli- 
chocarotid.1  The  abbreviations  DC,  DCC,  and  I)IC 
will  he  used  henceforth  throughout  this  article  to 
describe  dolichocarotid,  dolicho-common  carotid, 
and  dolicho-internal  carotid,  respectively.  The  term 
kinking  will  be  used  to  qualify  that  DC  state  which, 
regardless  of  individual  geometry,  is  specifically 
correlated  with  cross-sectional  narrowing  that  is 
consequential  hemodynamically  and  clinically. 

Incidence 

No  one  knows  for  certain  what  is  the  true  incidence 
of  DC.  Increased  recognition  of  the  condition  is 
thanks  to  greater  reliance  on  carotid  arteriography 
for  elucidating  the  nature  of  diverse  neurologic 
problems,  including  cerebrovascular  insufficiency. 
Most  information  in  this  respect  concerns  DIC. 
According  to  diverse  series  DIC  has  been  found  in 
from  10  to  43  percent  of  cases,  with  kinking  in  from 
5 to  18  percent.4  17,21,25,29,32,42’53-56 

Some  surgeons  who  do  carotid  reconstructions  aver 
that  they  have  never  had  to  contend  with  DIC;  hut 
for  the  rest  the  range  is  from  2 to  5 percent.23,30,43 

DC  is  relatively  more  common  in  the  white  race, 
with  an  incidence  of  70  percent.  It  has  been  found 
at  all  ages,  including  fetuses,  the  overall  average  being 
55  years.  Clinically,  the  average  age  for  DIC  is  43 
years  and  that  for  DCC  is  one  score  years  more. 
Females  outnumber  males  four  to  one  for  DCC, 
whereas  for  DIC  the  ratio  is  nearly  even. 

With  DCC  certain  associations  are  frequently 
present,  namely:  advanced  age,  female  gender, 

obesity,  arterial  hypertension,  kyphosis,  and  cervical 
spondylosis.  These  denominators  seldom  apply  to 
DIC,  but  they  may  exist  coincidentally.  Concerning 
arterial  hypertension  in  particular,  it  is  found  in 
roughly  85  percent  of  patients  with  DCC  and  in  less 
than  one  half  of  those  with  DIC,  which  implies  that 
it  may  very  well  be  factorial  in  the  former. 

The  youngest  person  subjected  to  surgery  for  DIC 
was  9.5  months  of  age39;  the  oldest  was  93  years.34 

Etiology 

At  one  time  DC  was  attributed  uniquely  to  de- 
generative processes  attendant  on  aging,  as  is  evinced 
most  vividly  in  the  salient,  twisted  temporal  arteries 
of  old  people.  The  hypothesis  set  forth  was  that  DC 
might  be  the  ultimate  expression  of  hydraulic  dis- 
turbances supervening  on  acquired  structural  flaws 
in  the  vessel  wall.  Maybe  arteriosclerosis  does  oc- 
cupy a prominent  place  in  etiopathogenesis,  but 
whether  in  different  situations  it  serves  as  an  oblig- 
atory template  or  just  fulfills  a permissive  role  is 
conjectural.  Probably  a good  deal  of  the  early  lit- 
erature took  for  granted  a relationship  of  DC  with 
arteriosclerosis  because  as  a rule  the  dissecting  room 
offers  little  opportunity  for  making  observations  on 
young  subjects. 


The  revelation  that  DC  could  affect  infants  plainly 
proved  that  the  condition  was  by  no  means  restricted 
to  the  elderly,  but  that,  on  the  contrary,  in  certain 
instances  at  any  rate,  it  most  likely  was  embryo- 
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genic.  — 

Imputed,  therefore,  in  the  etiology  of  DC  are:  (1) 
congenital  or  developmental  aberrations;  and  (2) 
acquired  mechanisms. 

Congenital  or  developmental.  Sundry  theories 
have  been  advanced  to  endorse  the  idea  that  DC  is 
fundamentally  an  innate  vascular  maldevelop- 
ment. 

A phylogenetic  reversion  has  been  indicted  on  the 
shaky  grounds  that  in  some  mammalia,  allegedly,  the 
carotids  have  prodigious  lengths.  This  atavism 
theory  has  been  discredited  by  thorough  comparative 
anatomy  investigations  which  showed  no  real  dis- 
proportion of  carotids  in  diverse  lower  animal 
species.58 

More  persuasive,  perhaps,  has  been  the  specula- 
tion that  the  underlying  cause  may  be  an  embryologic 
fault.59  The  inchoate  carotid  arteries,  which  spring 
from  the  third  aortic  arch  and  dorsal  aorta,  normally 
are  angulated  frontalward.  They  straighten  during 
recession  of  the  heart  into  the  thorax.  Should  the 
primitive  aortic  arches  by  mischance  fail  to  keep  pace 
with  the  growth  of  the  spine,  the  discrepant  rate  of 
maturation  results  in  the  carotid  arteries  spanning 
a short  distance  relative  to  their  length.  The  rudi- 
mentary carotid  arrangement  then  persists  into 
postnatal  life. 

Lending  credence  to  this  theory  of  growth-rate 
differential  between  the  vascular  and  skeletal  sys- 
tems are  DICs  which  are:  (1)  bilateral;  (2)  identical 
in  caliber  and  outline;  and  (3)  concomitants  of  inborn 
anomalies,  for  example,  aortic  coarctation,  elsewhere. 
Making  it  less  convincing  are  statistical  observations 
showing  most  redundant  carotids  to  be:  (1)  non- 

symmetric;  (2)  more  often  on  the  right  than  on  the 
left  side;  and  (3)  unrelated  to  the  size  of  the 
neck. 24,25,49 

According  to  a kindred  theory,  the  rudimentary 
aortic  arch  is  crossed  over  at  some  juncture  during 
development  by  constricting  fascial  bands,  which 
restrain  it,  so  that  as  the  cervical  vertebrae  mature 
one  portion  of  the  vessel  wall  is  incapable  of 
stretching  out  proportionately.  With  advancing  age 
the  bands  harden  and  further  inhibit  excursions  of 
the  moored  vessel  segment.  Fibrous  cords  usually 
accompany  DC,  but  often  do  not;  nor  do  they  bear 
any  constant  correspondence  to  the  site  of 
kinking.21,31,39,1*1 

Finally,  DC  has  been  thought  of  as  being  a member 
of  that  poorly  understood  class  of  diseases  spoken  of 
as  vascular  dysplasias.  In  those  states  the  media 
primarily  is  defective,  with  the  internal  elastic 
membrane  in  disarray  and  either  attenuated,  frag- 
mented, or  with  hypertrophied  elastic  fibers  dis- 
played. Occasionally  focal  carotid  dysplasia  occurs; 
at  other  times  an  entire  carotid  is  affected  by  fibro- 
muscular  hyperplasia.30,54,60  Very  rarely,  DC  is  one 
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FIGURE  3.  Bilateral  DCC.  Right  one  projects  into  neck; 
left  accommodated  intrathoracically. 


facet  of  widespread  dysplasia  of  the  systemic  and 
pulmonary  arterial  trees.61  Youngsters  so  striken 
have  died  before  adolescence. 

Acquired.  The  dual  agencies  of  arteriosclerosis 
and  arterial  hypertension  evidently  dominate  ac- 
quired DC,  much  more  so  DCC  than  DIG.  The  aging 
process  in  arteries  entails  progressive  mural  weak- 
ening through  degenerative  atheromatous  changes 
perpetuated  by  an  accumulative  failure  of  tissue  re- 
placement and  repair.  Elastic  tissue  breakdown  is 
spurred  by  internal  friction  from  vortices  in  the  blood 
current.  Localized  loss  of  elasticity  predisposes  to 
segmental  ectasia.  On  the  other  hand,  with  diffuse 
deficient  elasticity  and  coeval  raised  intra-arterial 
pressure  the  senescent  vessels  respond  more  by 
lengthening  than  dilating. 

An  aortic  arch  that  is  encompassed  in  this  kinetic 
expansion  mounts  cephalad  toward  the  thoracic  inlet. 
Its  translocation  is  fostered  by  dorsal  kyphoscoliosis 
and  obesity,  both  of  which  tend  to  abbreviate  the 
cephalocaudal  length  of  the  chest. 

The  right  common  carotid  trunk  and  internal  ca- 
rotid artery  are  compelled  to  bend,  and  their  upward 
migration  into  the  neck  proceeds  unopposed,  be- 
cause: (1)  the  relatively  short  innominate  artery 

orginates  posteriorly  and  is  tethered  in  part  by  the 
subclavian;  (2)  the  external  carotid  artery  is  anchored 
by  its  branches  above  the  bifurcation;  (3)  the  termi- 
nal portion  of  the  cervical  internal  carotid  artery  is 
immovable  at  its  entrance  into  the  petrous  hone;  and 
(4)  the  right  carotid  tree,  being  in  more  or  less 
traight  path  with  the  ascending  aorta,  receives  the 
full  impact  of  systole. 


FIGURE  4.  Atheroma.  (A)  Conspicuous  DCC  without  kink 
(small  arrow).  Ulcerated  atheroma  of  internal  carotid  lies 
beyond  (large  arrow).  (B)  Long  stretches  of  atheromatous 
obstruction  concomitant  with  redundancy  of  common  (left) 
and  internal  (right)  carotid. 

On  the  left  side,  the  elongated  common  carotid, 
which  originates  directly  from  the  aortic  arch,  is 
furnished  with  roomier  accommodation  inside  the 
thorax,  and  its  ascent  is  limited  (Fig.  3).  This  ana- 
tomic difference  explains  the  predilection  of  DC  to 
present  clinically  at  the  right  side  of  the  neck  and 
why  arterial  hypertension  is  a more  important  factor 
in  the  evolution  of  DCC  than  of  DIC. 

Although  one  would  expect  carotid  atherosclerotic 
stenosis  to  predispose  to  DC,  the  two  do  not  occur 
simultaneously  with  any  regularity.  Analysis  by  the 
author  of  published  protocols  discloses  DC  to  have 
been  documented  in  about  5 percent  of  cases  of  frank 
atheromatous  ulceration  or  hemodynamic  obstruc- 
tion. In  all  likelihood  this  number  appreciably  un- 
derestimates the  actual  situation,  just  as  that  of  38.5 
percent  quoted  by  some  writers  of  atheromatous 
disease  in  conjunction  with  DC  doubtless  overesti- 
mates the  true  state  of  affairs.62 

Whereas  DIC  uniformly  lies  beyond  the  arterio- 
sclerotic plaque  and  displays  kinking,  DCC  is  prox- 
imal to  the  plaque  and  generally  is  nonkinked  (Fig. 
4). 

When  fibrous  adhesions  are  present  in  association 
with  arteriosclerosis  they  usually  are  next  to  the  site 
of  the  plaque,  in  comparison  with  nonarteriosclerotic  | 
DC  wherein  they  cover  a broader  expanse.  For  this  i 
reason  the  influence  of  contracture  by  periarterial 
scar  in  arteriosclerotic  DC  clearly  augments  the 
kinking  effect,  as  is  demonstrable  by  partial  resolu- 
tion of  the  kink  when  the  adhesions  are  severed.60 
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Its  seeming  infrequency  notwithstanding,  the 
tandem  lesion  of  DC  and  atheroma  is  of  the  utmost 
clinical  moment,  for  it  exposes  the  patient  to  double 
jeopardy. 

DC  is  almost  an  invariable  accompaniment  of 
cervical  carotid  aneurysm.63,64  It  is  virtually  always 
situated  just  distal  to  the  aneurysm  and  hence 
probably  develops  from  traction  and  displacement 
bv  the  mass.  As  with  the  previously  cited  combi- 
nation of  DC  with  obstructive  arteriosclerotic  plaque, 
DC  linked  to  aneurysm  imperils  the  patient  more 
than  either  alone. 

Other  acquired  etiologies,  such  as  trauma,  infec- 
tion, or  neoplasia,  have  never  been  featured  in  the 
production  of  DC. 

Cursory  tabulation  of  reported  cases  readily  re- 
veals the  preponderance  of  bilateral  DC  in  younger 
subjects.  Without  doubt,  because  of  aforementioned 
anatomic  circumstances,  many  instances  of  DCC 
which  are  believed  originally  to  be  unilateral,  that  is, 
on  the  right  side,  according  to  physical  examination 
later  are  proved  by  angiography  to  be  bilateral. 
Nevertheless,  respecting  DIC,  bilateral  redundancy 
exists  in  roughly  two  fifths  of  patients  under  the  age 
of  50  years  and  in  approximately  one  fourth  of  those 
above  that  age.  This  ratio  suggests  that,  presum- 
ably, the  condition  when  encountered  in  younger 
individuals  is  more  likely  to  be  congenital  or  devel- 
opmental than  arteriosclerotic  in  genesis.  Unfor- 
tunately, categoric  verification  of  this  premise  was 
not  forthcoming  from  documented  pathologic  ex- 
aminations of  DIC  specimens  retrieved  either  at 
surgery  or  necropsy.  Rarely  was  there  notation  that 
special  stains  for  elastic  fibers  had  been  resorted  to, 
and,  in  fact,  only  a small  fraction  of  the  total  number 
of  excised  specimens  were  submitted  to  microscopic 
study  anyway  (Fig.  5).  It  is  curious  that  this  has  not 
been  done  more  often  because  just  from  gross  in- 
spection it  is  usually  plain  to  see  that,  especially  in 
DIC,  the  affected  segment  is  slender  and  the  vessel 
beyond  also  is  considerably  smaller,  with  reduced 
force  in  pulsations. 

Pathogenesis 

The  notion  that  carotid  redundancy  might  be  re- 
} sponsible  for  symptoms  on  a reflexogenic  basis  from 
t stimulation  of  carotid  sinus  and  sympathetic  plex- 
uses has  never  been  substantiated,1,39  and  anyway 
. sounds  farfetched.  More  plausible  is  that  kinked  DC 
may  threaten  health  by  either:  (1)  interfering  with 
cerebral  perfusion;  or  (2)  being  a source  of  emboli  to 
i the  brain. 

Cerebral  blood  flow  is  impeded  principally  by 
critical  stenosis  or  by  occlusion.  The  former  condi- 
tion exists  when  the  DC  undergoes  kinking.8-11,53 
This  may  eventuate  from  progressive  sagging  of  a 
sacculation  in  the  vessel  with  advancing  age.53  More 
often  it  is  brought  about  by  axial  twisting  when  the 
person’s  head  is  turned  in  certain  directions.4,53 
Accordingly,  cerebral  ischemia  of  an  impermanent 


FIGURE  5.  Histologic  appearance  of  wall  of  DIC  displaying 
disruption  and  focal  absence  of  elastica.  Lesion  required 
special  elastic  stains  for  its  demonstration,  and  was  not  ev- 
ident in  routine  hematoxylin-eosin  sections. 

type  can  be  produced  from  a DC  of  otherwise  ade- 
quate caliber  during  periods  of  temporary  rotational 
constriction.43  Under  rare  circumstances  of  pro- 
tracted kinking,  blood  flow  in  the  poststenotic  seg- 
ment may  be  so  much  reduced  or  even  stopped  that 
thrombosis  ensues  and  occludes  the  artery  com- 
pletely.2,21 :’8,43  In  such  unhappy  cases  there  may  be 
no  premonitory  symptoms  before  the  development 
of  stroke.43 

The  endothelium  is  smooth  in  the  majority  of  DC 
vessels.  Hence  the  liability  of  embolism  from  that 
source  is  nearly  negligible,  unless,  again,  a kink  is 
present.  Then  conceivably  turbulence  from  a jet 
effect  may  foster  the  formation  of  bland  micro- 
thrombi of  fibrin  and  platelet  aggregates  which  shoot 
off  to  the  periphery.39 

In  the  main,  however,  the  danger  of  embolization 
comes  not  from  DC  but  rather  from  coexistent  ath- 
erosclerosis in  the  guise  of  an  ulcerated  plaque  or  an 
aneurysm.  It  is  not  uncommon  to  find  within  a DC 
opened  at  surgery  a minute  ulcerated  atheroma 
which  was  invisible  on  the  angiogram  from  being 
masked  by  overlapping  portions  of  the  vessel  filled 
with  contrast  medium.43 

Lowering  of  regional  cerebral  perfusion  from 
unilateral  DC  may  be  unimportant  in  the  presence 
of  sufficient  circulation  through  collateral  channels. 
But  a perfusion  drop  may  yet  be  incited  in  spite  of 
otherwise  adequate  blood  flow  through  auxiliary 
pathways  if:  (1)  positional  kinking  is  inordinate  or 
sudden;  (2)  cerebral  autoregulation  mechanisms  are 
vitiated  for  some  reason;  or  (3)  head  turning  aug- 
ments vascular  obstruction  further  from  impinge- 
ment by  vertebral  osteophytes.  Therefore  patients 
with  intermittent  critical  stenosis  from  unilateral  DC 
are  prone  to  amaurosis  fugax,  fleeting  hemiparesis, 
and  analogous  derangements  when  circumstances 
such  as  the  foregoing  appertain. 

In  contrast,  bilateral  DC  is  more  likely  to  entrain 
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global,  or  nonlateralized,  manifestations  of  brain 
ischemia  such  as  nonlabyrinthine  vertigo,  ataxia, 
diplopia,  cephalagia,  or  syncope,  which  fall  into  the 
catch-basket  category  of  “vertebrobasilar  arterial 
insufficiency.” 

Were  the  relationship  of  symptoms  to  laterality  an 
absolute  one,  it  would  allow  prediction  on  that  basis 
alone  or  whether  a particular  patient  has  unilateral 
or  bilateral  DC.  But  while  it  is  true  that  very  often 
nonhemispheric,  or  generalized,  symptoms  derive 
from  bilateral  DC,  the  converse  corollary  proposition 
does  not  hold.  The  discrepancy  is  due  to  several 
items:  (1)  there  may  be  concurrent  atheromatous 
stenosis  or  ulcer,  or  an  aneurysm,  of  the  same  vessel 
or  of  other  vessels,  for  example,  innominate  or  ver- 
tebral, which  supply  blood  to  the  brain;  (2)  collateral 
vessels  may  be  vestigial  or  impermeable;  (3)  there 
may  be  notable  intracranial  arteriosclerosis;  and  (4) 
the  hemodynamic  deficiencies  from  bilateral  DC  may 
be  unequal  because  of  asymmetric  degrees  of  ob- 
struction. 

As  has  been  mentioned  in  passing  already,  all  of 
the  hazards  inherent  in  symptomatic  DC  are  accen- 
tuated when  placed  against  a backdrop  of  concomi- 
tant cervical  carotid  atherosclerosis  or  aneurysm. 

To  recapitulate,  then:  ( 1)  a spectrum  of  cerebral 
ischemic  alterations,  from  fugitive  neurologic  in- 
capacitations to  frank  brain  infarction,  can  be  pro- 
duced by  DC  alone;  (2)  the  underlying  cause  is  lu- 
menal  stricture  from  kinking,  which  is  responsible 
for  diminished  cerebral  perfusion  and  perhaps 
sometimes  thromboembolism;  (3)  atherosclerosis 
complicating  DC  constitues  a grave  handicap  whose 
quantitative  influence  or  cerebral  function  depends 
on  either  the  activity  of  each  lesion  or  on  the  cumu- 
lative effect  of  both  together;  and  (4)  for  the  most 
part,  global  encephalic  symptoms  denote  the  pres- 
ence of  bilateral  DC,  whereas  cerebral  hemispheric 
symptoms  originate  either  from  unilateral  DC,  from 
bilateral  DC  with  critical  stenosis  just  on  one  side,  or 
from  either  unilateral  or  bilateral  DC  combined  with 
atherosclerosis  in  another  vessel  segment. 
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Tick-borne  relapsing 
fever  spreads  over  U.S. 

An  unusual  tick-borne  disease,  relapsing  fever,  is  now 
occurring  in  the  western  United  States  and  recently  a case 
was  documented  in  the  east,  says  a report  in  the  June  29 
i Journal  of  the  American  Medical  Association. 

There  are  two  forms  of  relapsing  fever,  louse-borne  and 
tick-borne,  says  Michael  D.  Malison,  M.D.,  of  Huntington 
Memorial  Hospital,  Pasadena,  California. 

The  louse-borne  variety  is  found  in  other  parts  of  the 
world,  but  the  only  case  reported  in  the  United  States  was 
in  a recent  immigrant  from  Ethiopia,  Dr.  Malison  says. 


Tick-borne  relapsing  fever  is  spread  in  the  U.S.  by  ticks  on 
small  rodents — rats,  mice,  chipmunks,  and  squirrels.  The 
ticks  themselves  are  of  a variety  that  feeds  on  the  blood  of 
their  host  for  five  to  20  minutes,  then  drop  off.  Thus  the 
infected  individual  does  not  find  a tick  and  usually  does  not 
know  he  or  she  has  been  bitten. 

Dr.  Malison  describes  two  cases  in  which  women  became 
ill  after  vacationing  in  resort  cabins  in  California. 

Diagnosis  requires  a blood  test.  Usually  the  fever  is 
self-limiting,  but  recovery  can  be  speeded  by  treatment. 
Prevention  is  aimed  at  controlling  the  rodents  and  the 
ticks.  Fumigation  of  any  rustic  cabin  periodically  is  rec- 
ommended. 
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Free  administration 
for  retirement 
plan  accounts. 

Paine  Webber,  administrator  of 
the  11th  District  Dental  Society  Keogh  Plan, 
offers  the  following  free  services: 

Defined  Benefit  Pension  Plans 

Annual  Actuarial  Cost  of  Benefit  Calculations. 

Certification  of  Schedule  B 5500  Series  Tax  Returns. 

Annual  Participation  Benefit  Statement. 

Accrued  Vested  Benefit  Calculations. 

Administrative  Services 

Preparation  of  5500-5500  C— 5500  K Returns. 

Preparation  of  EBS-1  Report  and  Summary  Plan  Description  for 

Department  of  Labor. 

Preparation  of  PBGC  Report  for  Filing  With 
Pension  Benefit  Guarantee  Corp. 

Similar  Services  for  Defined  Contribution  Plans,  Keogh  and  IRA's. 

If  you  are  interested  in  learning  more  about  our  free 
administrative  package  for  qualified  plans,  please  call  us  at  953-8852 

Talk  to  us  now.  Abu  could  thank  us  later. 

PaineVfebber 

PanAm  Building.  200  Park  Avenue,  New  York,  N.Y.  10017 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO.  M D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Sudden  Onset  of  Right 
Flank  Pain  and  Syncope 

Case  presentation 

Lloyd  Krapin,  M.D.:  A 70-year-old  Italian-born 
white  male  was  admitted  shortly  after  the  sudden 
onset  of  a severe  abdominal  pain  of  the  right  side  and 
a brief  episode  of  syncope. 

His  past  medical  history  included  smoking  10  to 
15  cigars  per  day  for  many  years. 

Five  years  prior  to  the  present  admission,  he  was 
admitted  with  chest  pain,  shortness  of  breath,  and 
two  brief  episodes  of  syncope.  His  blood  pressure 
was  150/90  mm.  Hg.  Coarse  and  fine  rales  were 
noted  at  both  lung  bases;  the  cardiac  rhythm  was 
ii  regular.  There  was  mild  left  CVA  (costovertebral 
angle)  tenderness  as  well  as  bilateral  calf  tenderness. 
The  urine  showed  proteinuria  2-  to  3 plus  and  was 
loaded  with  white  blood  cells,  red  blood  cells,  and 
bacteria;  the  urine  culture  was  positive  for  Klebsiella. 
The  BUN  (blood  urea  nitrogen)  was  43  mg.  and  the 
blood  uric  acid  was  11.6  mg.  per  deciliter.  The  chest 
x-ray  film  showed  a slight  cardiac  enlargement,  cal- 
cific deposits  in  the  thoracic  aorta,  and  old  inflam- 
matory changes  in  both  lungs.  A lung  scan  showed 
negative  findings.  The  electrocardiogram  showed 
flattened  T waves,  premature  ventricular  contrac- 
tions, and  transient  changes  suggestive  of  ischemia 
of  the  anterolateral  wall.  The  IVP  (intravenous 
pyelogram)  showed  irregular  elevation  of  the  floor  of 
the  bladder  due  to  benign  prostatic  hypertrophy;  the 
minor  calyces  in  the  inferior  pole  of  the  left  kidney 
showed  incomplete  filling. 

Following  treatment  with  sodium  warfarin 
(Coumadin),  diuretics,  and  ampicillin,  the  rales  in  the 
lung  cleared,  the  leg  pain  subsided,  the  ventricular 
premature  contractions  ceased,  and  the  left  CVA 
tenderness  disappeared.  The  patient  underwent  a 
transurethral  prostatectomy  with  good  result  and 
was  discharged  in  good  condition. 

During  the  subsequent  five  years  the  patient  was 
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admitted  on  10  occasions,  with  shortness  of  breath, 
chest  pain,  and  rales  in  both  lung  fields.  The  elec- 
trocardiogram repeatedly  showed  sinus  bradycardia 
and  minor  ischemic  changes.  The  patient  always 
responded  well  to  bed  rest,  digoxin,  sedatives,  and 
diuretics.  Three  years  before  the  present  admission, 
while  in  the  hospital,  the  patient  developed  an  epi- 
sode of  flushing  and  generalized  convulsions  followed 
by  brief  coma  which  was  treated  subsequently  by 
diphenylhydantoin  (Dilantin).  On  several  admis- 
sions, it  was  noted  that  the  patient’s  CPK  (creatine 
phosphokinase)  was  moderately  elevated  to  124  I.U. 
At  times  the  patient  had  brief  episodes  of  auricular 
fibrillation  and  multifocal  ventricular  premature 
contractions,  but  these  usually  cleared  during  the 
course  of  hospitalization.  Fourteen  months  before 
the  present  admission,  the  brain  scan  yielded  nega- 
tive findings. 

Nine  months  before  the  present  admission,  the 
patient  was  admitted  with  hematuria.  The  urine 
showed  heavy  proteinuria  and  was  strongly  positive 
for  occult  blood;  the  microscopic  examination  showed 
5 to  10  white  blood  cells.  The  urine  culture  was  re- 
peatedly negative  for  acid-fast  bacilli.  The  IVP  re- 
sult was  normal  except  for  evidences  of  prostatic 
enlargement;  there  was  no  evidence  of  urinary 
bladder  retention.  The  scout  film  showed  athero- 
sclerotic vascular  disease  and  osteoarthritis  of  the 
spine.  A cystoscopy  showed  again  benign  prostatic 
hypertrophy  with  evidences  of  a chronic  cystitis;  the 
patient  again  underwent  transurethral  prostatecto- 
my with  an  uneventful  recovery. 

For  two  weeks  prior  to  the  present  admission,  the 
patient  continued  on  digoxin,  diuretics,  and  indo- 
methacin. 

On  the  present  admission,  the  twelfth,  the  blood 
pressure  was  100/60  mm.  Hg,  the  pulse  70,  and  the 
respirations  14  per  minute;  the  temperature  was 
100.4°  F.  The  abdomen  was  distended  with  a bulging 
tender  mass  on  the  right  side.  Both  femoral  pulses 
were  easily  felt. 

The  laboratory  examination  showed  a trace  of 
protein  in  the  urine,  with  a strongly  positive  test 
finding  for  occult  blood.  The  hemoglobin  was  10 
Gm.,  later  diminishing  to  8 Gm.  per  deciliter.  The 
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BUN  was  57  mg.,  the  serum  bilirubin  3 mg.,  and  total 
serum  protein  4.8  Gm.  per  deciliter.  The  LDH 
(lactic  dehydrogenase)  was  300  me.  units  per  decili- 
ter. The  prothrombin  time  was  17.4  seconds,  the 
control  being  12.8  seconds. 

The  IVP  showed  obliteration  of  the  right  psoas 
muscle  shadow;  there  was  a homogeneous  ground- 
glass  density  over  the  right  side  of  the  abdomen. 
The  excretory  film  showed  the  right  kidney  to  be 
displaced  laterally  and  upward,  while  the  ureter  was 
displaced  medially;  there  was  distortion  of  the  right 
pelvocalyceal  structures  indicating  an  obstructive 
process.  The  overall  radiologic  impression  was  that 
of  a ruptured  abdominal  aneurysm.  The  left  kidney 
was  described  as  normal. 

Electrocardiogram  showed  no  changes  except  for 
the  occasional  appearance  of  premature  ventricular 
contractions. 

On  the  day  of  admission  the  patient  was  submitted 
to  exploratory  laparotomy. 

Discussion 

Godfrey  Burns,  M.D.:  This  70-year-old  man  was 
of  Italian  extraction,  had  atherosclerotic  heart  dis- 
ease with  angina,  congestive  heart  failure,  and  pos- 
sibly several  episodes  of  pulmonary  embolism  in  the 
past;  he  had  been  treated  with  diuretics,  digitalis,  and 
sodium  warfarin.  He  had  hematuria  on  several  oc- 
casions and  pyelonephritis  with  left  CVA  tenderness, 
Klebsiella  in  the  urine,  a positive  urinary  test  finding 
for  heme,  and  pyuria. 

The  syncopal  episode  prior  to  the  current  admis- 
sion may  have  been  secondary  to  the  sudden  devel- 
opment of  serious  difficulty  in  his  abdomen.  With 
an  abnormal  prothrombin  time,  elevated  bilirubin, 
elevated  LDH,  and  anemia,  he  could  have  had  sig- 
nificant bleeding  before  admission,  with  loss  of  blood 
into  a body  cavity  or  space.  The  differential  diag- 
nosis must  include  retroperitoneal  bleeding,  because 
of  a mass  in  the  right  side  of  the  abdomen,  and 
obliteration  of  the  psoas  shadow.  We  should  suspect 
trauma  as  a cause,  especially  in  the  elderly. 

The  intermittent  hematuria  in  this  patient  could 
be  accounted  for  by  his  sodium  warfarin  therapy, 
especially  with  a history  of  chronic  cystitis,  a tra- 
beculated  bladder,  and  previous  bouts  of  urinary 
tract  infection;  all  these  factors  can  contribute  to 
retroperitoneal  bleeding  as  well.  Causes  of  such 
bleeding  in  an  elderly  person  must  include  a leaking 
aorta  aneurysm,  although  I could  not  see  any  calci- 
fications on  the  abdominal  films.  A retroperitoneal 
hematoma  due  to  a leaking  aneurysm  tends  to  dis- 
place the  ureters  in  the  same  direction  as  the  other 
organs  are  moved;  however,  in  our  case,  the  kidney 
is  moved  somewhat  laterally  and  upward,  while  the 
ureter  is  not  displaced.  An  earlier  chest  x-ray  film 
demonstrated  calcifications  in  the  ascending  aorta 
which  very  often  suggest  a syphilitic  process.  Ten 
percent  of  luetic  aneurysms  can  present  themselves 
in  the  abdominal  aorta,  with  a tendency  to  rupture 


above  the  kidneys,  as  opposed  to  atherosclerotic 
aneurysms,  which  incline  to  rupture  below  the  kid- 
neys. I think  abdominal  aneurysm  unlikely  here. 

A small  renal-cell  carcinoma  can  be  present  at  this 
age,  even  though  we  have  an  IVP  nine  months  earlier 
in  which  the  renal  architecture  looks  fairly  normal. 
A leiomyosarcoma  of  the  capsule  of  the  kidney,  which 
may  rupture,  could  be  present.  Retroperitoneal 
sarcomas  are  well-known  to  undergo  necrosis  and 
bleeding  and  could  give  rise  to  hematomas  in  the 
retroperitoneum. 

Other  lesions  to  be  suspected  are  various  types  of 
cysts.  This  patient  comes  from  a country  where 
Echinococcus  is  still  found.  Most  echinococcal  cysts 
will  rupture  anteriorly  rather  than  posteriorly,  but 
the  latter  location  is  possible,  into  the  retroperitoneal 
space.  Echinococcus  cysts  in  the  kidney  can  reach 
a relatively  moderate  size,  can  distort  the  kidneys, 
and  can  rupture;  I think  they  are  not  likely  because 
of  the  earlier  normal  IVP  results.  Tuberculosis  in 
the  retroperitoneal  area  is  a consideration  because 
with  his  first  episode  of  pyelonephritis,  nonfilling 
renal  calcyes  were  found  on  the  IVP;  and  one  always 
has  to  be  suspicious  of  tuberculosis  in  any  patient 
who  presents  chronic  cystitis. 

The  pancreas  is  retroperitoneal,  but  there  is  no 
history  here  of  alcoholism  and  no  radiographic  evi- 
dence of  calcifications  in  the  retroperitoneal  area. 
Pseudocysts  of  the  pancreas  are  retroperitoneal  and 
can  rupture,  usually  to  the  left  of  the  abdomen  but 
sometimes  to  the  right.  A retrocecal  appendix  with 
abscess  formation  could  rupture  into  the  retroperi- 
toneum and  displace  the  kidney,  but  again  I doubt 
this  possibility.  With  inferior  vena  cava  thrombosis 
there  is  always  a possibility  of  renal  vein  rupture. 
Perinephric  abscess  can  be  suspected  in  any  one  with 
bacteriuria  particularly  where  the  patient  has  sub- 
mitted to  several  invasive  urologic  procedures  and 
where  an  acute  catastrophic  condition  in  the  retro- 
peritoneum  distorts  the  position  and  shape  of  the 
kidney.  Many  such  patients  are  not  febrile,  espe- 
cially when  elderly. 

This  patient’s  BUN  was  twice  noted  to  be  elevated, 
in  the  range  of  47  to  58  mg.  per  deciliter,  but  the 
creatinine  level  is  not  commented  on.  The  uric  acid 
of  11.5  mg.  per  deciliter  may  be  indicative  of  renal 
disease;  yet  the  IVP  films  show  the  dye  well  and  even 
visualize  the  ureters,  which  fact  must  indicate  fairly 
good  renal  function  and  most  likely  no  serious  in- 
trinsic renal  disease,  in  spite  of  the  proteinuria.  A 
nephrotic  syndrome  with  nil  type  disease  could  be 
secondary  to  a tumor  and  present  a normal  creatinine 
clearance.  This  patient  had  heart  disease  which  we 
know  can  predispose  to  elevations  of  BUN  and  pro- 
teinuria. 

We  are  dealing  with  a retroperitoneal  problem,  no 
doubt  an  episode  of  severe  bleeding,  related  to  the 
abnormal  prothrombin  time,  possibly  due  to  rupture 
of  a lumbar  artery  or  to  trauma,  to  a necrotic  tumor, 
or  to  a ruptured  cyst.  Renal-cell  carcinoma  tends  to 
form  arteriovenous  fistulas  and  can  bleed,  but  usually 
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without  tenderness;  this  man  presented  a tender 
rapidly  expanding  mass. 

John  T.  Flynn,  M.D.:  Several  years  ago,  Benja- 
min Payson,  M.D.,  unexpectedly  found  at  operation 
a retroperitoneal  hemorrhage  from  an  adrenal  vessel. 
There  was  no  disease  in  the  adrenal,  just  spontaneous 
bleeding  into  the  area  of  the  adrenal  gland  without 
other  explanation. 

The  chart,  in  the  present  case,  describes  a gener- 
alized convulsion  which  may  have  or  may  not  have 
been  similar  to  other  episodes  of  so-called  “syncope.” 
Perhaps  your  reference  to  trauma,  Dr.  Burns,  during 
the  course  of  a seizure  might  he  pertinent. 

Joseph  Rechtschaffen,  M.D.:  This  man’s  sei- 
zures were  always  emotionally  triggered  and  would 
respond  promptly  to  5 or  10  mg.  of  diazepam  (Val- 
ium) in  the  emergency  department. 

Satish  Dhalla,  M.D.:  A possibility  would  be 
aneurysm  of  the  renal  artery  w'ith  rupture  which  is 
known  to  produce  hematuria  at  the  same  time,  since 
it  causes  retroperitoneal  bleeding. 

Dr.  Burns:  I did  not  mention  rupture  of  the  renal 
artery  because  an  I VP  done  on  the  day  that  the  pa- 
tient entered  the  hospital  with  the  abdominal  mass 
shows  that  at  least  the  upper  calyces  were  func- 
tioning, and  the  dye  would  not  enter  the  kidney  if  the 
main  renal  artery  were  ruptured. 

Sessine  Najjar,  M.D.:  If  this  situation  involved 
rupture  of  an  echinococcus  cyst,  would  you  not  ex- 
pect evidence  of  anaphylactic  shock? 

Dr.  Burns:  Yes;  however,  I was  not  really  im- 
pressed with  the  possibility  of  an  hepatic  cyst  rup- 
ture. Most  such  anaphylactic  reactions  take  place 
when  hydatid  cysts  in  the  liver  rupture  into  the 
peritoneum.  Five  percent  of  patients  who  have 
echinococcosis  have  isolated  renal  cysts  which  may 
become  quite  large  and  can  rupture,  usually  without 
syncopal  episodes,  however. 

Dr.  Flynn:  Dr.  Blum,  will  you  describe  your 

surgical  experience  with  this  patient? 

Lester  Blum,  M.D.:  We  must  diagnostically 

separate  patients  with  ruptured  abdominal  aneu- 
rysms into  those  who  are  receiving  anticoagulants 
and  those  who  are  not.  If  you  overlook  this  most 
important  item,  both  you  and  the  patient  are  liable 
to  face  great  embarrassment  and  danger  as  the  result 
of  the  increased  hazard  of  sodium  warfarin  and  allied 
drugs  with  advancing  age.  This  patient  at  one  time 
had  a prolonged  prothrombin  time,  but  Dr.  Recht- 
schaffen assured  me  that  about  one  month  prior  to 
this  present  catastrophe  the  anticoagulant  drug  had 
been  discontinued. 

The  great  majority  of  abdominal  aneurysms, 
whether  ruptured  or  not,  present  a pulsating  mass  to 
the  left.  If  such  an  aneurysm  presents  itself  to  the 
right  of  the  midline,  you  are  facing  considerable  an- 
atomic difficulties  when  you  operate;  and  the  dif- 
ferential diagnosis  ought  to  be  carefully  reviewed. 
Now  in  the  case  under  present  discussion,  there  was 
no  doubt  about  the  need  for  a laparotomy,  with 


presumptive  diagnosis  of  ruptured  aneurysm  of  the 
lower  aorta.  A huge  hematoma  was  displacing  the 
viscera  forward.  On  incising  the  retroperitoneum 
from  the  left  renal  vein  down  into  the  sacral  hollow, 
we  found  an  intact  aorta.  The  hemorrhage  arose  to 
the  right  of  the  midline,  the  most  likely  source  being 
the  right  kidney  which  we  then  exposed  and  which 
by  itself  was  enlarged.  We  found  on  its  posterior 
surface  a silver  dollar-sized  plaque  of  hard  tissue, 
raised  1 cm.  or  less,  with  four  or  five  small  arteries 
visibly  pulsating  freely  in  the  mass  and  serving  as  the 
obvious  cause  of  a very  large  hematoma  that  filled  t he 
entire  right  retroperitoneum. 

At  this  point  I asked  Joseph  Andronaco,  M.D.,  for 
his  urologic  opinion,  meanwhile  sending  tissue  for 
frozen  section  to  our  pathologist,  Solange  Abu 
Nassar,  M.D.,  both  from  the  renal  lesion  and  from  the 
region  of  the  inferior  vena  cava.  I looked  for  involved 
nodes  but  without  success;  on  palpating  the  re- 
mainder of  the  kidney,  I found  it  free  of  any  addi- 
tional disease.  I placed  a clamp  temporarily  on  the 
renal  artery  and  tried  to  stop  the  hemorrhage  short 
of  excising  the  tumor  mass  out  of  the  kidney,  while 
waiting  for  the  histologic  report  on  the  frozen  section. 
Subsequently,  we  removed  the  right  kidney,  being  of 
course  aware  that  the  left  one  was  functioning 
well. 

The  patient’s  postoperative  course  was  un- 
eventful. 

Clinical  diagnosis 

Retroperitoneal  hematoma,  from  lumbar  or  renal 
artery,  probably  secondary  to  trauma  associated 
with  syncopal  episodes  (?  epileptic  seizures) 

Dr.  Burns  ’ diagnoses 

Retroperitoneal  hemorrhage,  cause  undeter- 
mined, possibly  secondary  to  trauma,  necrotic 
tumor,  or  ruptured  cyst,  possibly  aggravated  by 
anticoagulant  therapy 

Pathologic  discussion 

Solange  Abu  Nassar,  M.D.:  We  are  dealing  with 
a hemorrhage  in  the  retroperitoneal  space,  and  the 
source  is  a kidney  neoplasm.  The  first  encounter 
with  the  tumor  was  at  the  time  of  operation  when 
tissue  from  the  apparent  hematoma  was  received  for 
frozen  section.  Ten  percent  of  this  hemorrhagic 
tissue  consisted  of  fragments  of  friable  gray  smooth 
tissue,  which  on  microscopic  examination  proved  to 
be  renal  adenocarcinoma.  The  kidney,  when  sub- 
sequently received,  weighed  154  Gm.  and  measured 
12.5  by  6 by  5 cm.  Its  surface  was  smooth,  pale  tan 
with  occasional  fetal  lobulations.  There  was  an  in- 
dentation in  the  midlateral  surface  where  a collapsed 
portion  of  a ruptured  cystic  mass  was  seen.  When 
the  kidney  was  bisected,  in  the  middle  third  there 
was  replacement  of  the  parenchyma  by  firm,  or- 
ange-yellow, smooth,  and  occasionally  grayish 
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FIGURE  1.  Right  kidney.  (A)  External  surface,  with  site  of 
origin  of  hemorrhage  at  arrow.  (B)  Cut  surface,  with  arrow 
at  site  of  highly  vascular  adenocarcinoma  with  cystic  de- 
generation. 

granular  tissue,  together  with  hemorrhage,  necrosis, 
and  cyst  formation  (Fig.  1).  In  addition,  about  one 
third  of  this  mass  was  made  of  rubbery  smooth  gray 
tissue.  Coursing  through  the  mass  and  forming  an 
integral  part  of  it  were  a few  blood  vessels,  mainly 
arteries.  Most  of  these  followed  a sinuous  course, 
often  reaching  to  the  surface  of  the  ruptured  area;  the 
larger  ones  measured  up  to  0.2  cm.  in  diameter  and 
could  be  traced  to  an  origin  from  the  main  branch 
that  supplies  the  middle  portion  of  the  kidney.  The 
neoplasm  was  contained  within  the  kidney  substance, 
almost  entirely  in  the  posterior  half,  reaching  to  the 
ortical  surface  posteriorly  and  laterally;  its  interior 


was  irregularly  granular  with  the  aforementioned 
arteries  opening  into  it  and  was  the  site  of  the  rupture 
and  bleeding.  The  entire  tumor  mass  measured  4 by 
3 by  2 cm.  and  extended  to  the  renal  pelvis,  but  did 
not  appear  to  involve  it.  It  was  not  encapsulated,  but 
was  fairly  well  delineated  from  the  rest  of  the  kidney 
which  was  pale  brown  and  essentially  unremarkable; 
the  renal  pelvis,  ureter,  artery,  and  vein  were  also 
normal.  The  perirenal  fat  measured  2 cm.  in  thick- 
ness and,  overlying  the  mass,  was  focally  hemor- 
rhagic. The  capsule,  which  peeled  easily  from  the 
surface  of  the  kidney,  was  adherent  to  and  was  part 
of  the  cystic  mass  laterally  and  posteriorly. 

The  microscopic  appearance  of  this  tumor  was 
typical  of  renal  adenocarcinoma,  containing  large 
clear  glycogen  and  lipid-filled  cells  and  small  cells 
with  acidophilic  cytoplasm,  arranged  in  sheets,  and 
in  glandular  tubular  formations  (Fig.  2A).  Thin- 
walled  blood  vessels  were  numerous;  in  addition, 
there  was  considerable  recent  hemorrhage  in  the 
tumor  as  well  as  evidence  of  old  hemorrhage  (Fig. 
2B).  An  occasional  focus  of  mild  cellular  atypia  was 
noted,  in  the  areas  of  organization  at  the  periphery 
of  necrotic  and  hemorrhagic  zones.  In  the  neoplasm 
itself,  stromal  connective  tissue  was  scant;  however, 
coursing  through  the  neoplasm,  and  as  if  to  obliterate 
it,  were  areas  of  dense  sclerotic,  poorly  cellular  con- 
nective tissue  of  varying  thickness.  Contained  in  the 
scar  tissue  was  a fair  amount  of  thick-walled  arteries, 
arterioles,  and  veins.  Neoplastic  cells,  organization, 
and  scar  tissue  were  seen  extending  to  the  pelvic 
mucosa,  but  not  eroding  into  it.  There  was  no  evi- 
dence of  calcification  or  amyloid  deposition.  Atro- 
phy due  to  compression  by  the  tumor  was  noted  in 
the  adjacent  kidney  parenchyma.  The  rest  of  the 
kidney  showed  no  evidence  of  pyelonephritis  or  glo- 
merulonephritis. 

The  initial  clinical  presentation  of  renal  adeno- 
carcinoma is  varied.  In  about  one  half  of  the  pa- 
tients, there  are  no  complaints  referable  to  the  gen- 
itourinary tract;  the  triad  of  mass,  pain,  and  hema- 
turia varies  in  frequency  from  series  to  series.  Suf- 
fice it  here  to  say  that  this  triad  of  symptoms  usually 
occurs  late  in  the  disease  when  metastases  have  al- 
ready developed.  An  interesting  aspect  of  renal 
adenocarcinoma  is  its  vascular  supply  and  tendency 
to  hemorrhage.  However,  the  latter  occurs  within 
the  tumor  itself,  and  fortunately  rarely  to  the  outside, 
into  the  retroperitoneal  space.  It  is  also  rare  for 
retroperitoneal  hemorrhage  to  be  the  first  signal  of 
the  disease.  In  a series  of  178  cases  of  spontaneous 
perirenal  hemorrhage  reported  in  1933,  the  under- 
lying cause  was  a benign  or  malignant  tumor  in  22; 
about  one  third  of  these  22  cases  were  renal-cell 
carcinoma.1  In  1974,  McCallum  and  Munro2  col- 
lected from  the  medical  literature  24  cases  of  renal 
adenocarcinoma  as  the  cause  of  retroperitoneal 
hemorrhage  and  added  their  own  single  case.  In  the 
vast  majority  of  these  instances,  the  tumor  was  not 
diagnosed  preoperatively.  About  one  fourth  of  these 
presented  acute  abdominal  findings,  simulating  acute 
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FIGURE  2.  Microscopic  images  of  tumor.  (A)  Well-differentiated  adenocarcinoma  of  kidney  (high  power).  (B)  Renal  tumor 
with  focal  hemorrhage.  (Hematoxylin  and  Eosin  Stain) 


appendicitis,  renal  calculus,  or  a ruptured  aneurysm 
or  viscus.  Subsequent  to  the  1974  review,  the  liter- 
ature presents  an  additional  five  cases. :t  7 

What  triggers  the  rupture  in  renal  cell  carcinoma? 
Except  for  a few  instances  the  precipitating  cause  is 
not  known.  Anticoagulation  therapy  and  trauma 
have  been  incriminated-*-6-7;  our  patient  was  on  an- 
ticoagulation  treatment  for  some  time,  but  not  at  the 
time  of  the  major  bleeding  which  necessitated  ex- 
ploration and  nephrectomy.  However,  the  patient 
was  taking  indomethacin  and  isoxsuprine  hydro- 
chloride (Vasodilan)  for  about  two  weeks  before  this 
event  occurred.  The  latter  drug  may  aggravate  any 
tendency  toward  arterial  bleeding,  while  the  former 
may  inhibit  platelet  function. 

As  regards  trauma,  our  own  case  did  not  present 
a history  of  clear-cut  trauma  but  rather  of  repeated 
seizures  during  the  three  previous  years.  Electro- 
encephalogram and  brain  scans  yielded  negative 
findings.  Trauma  during  the  seizures  may  have 
started  minor  bleeding  episodes  in  the  tumor,  with 
cystic  degeneration.  Furthermore,  prostatism,  by 
causing  urinary  stasis  and  increased  pressure  within 
the  kidney,  may  have  contributed  to  the  bleeding.1 
It  is  possible  that  the  earlier  episodes  of  bleeding 
attributed  to  the  prostatic  hyperplasia  may  in  part 
have  been  due  to  bleeding  from  the  renal  adenocar- 
cinoma. 

In  summary,  we  are  dealing  with  rupture  of  a 
kidney  neoplasm.  Events  perhaps  started  with  re- 
peated episodes  of  bleeding  into  the  neoplasm. 
Anticoagulation  therapy,  prostatism,  seizures,  and 
the  presence  in  the  mass  of  relatively  large  arteries, 
all  perhaps  were  aggravating  factors.  The  unfortu- 
nate development  of  one  large  peripheral  area  of 
cystic  degeneration  led  to  rupture.  The  latter  event 
perhaps  was  more  easily  precipitated  by  the  intake 
of  isoxsuprine  hydrochloride  and  indomethacin. 

I would  like  to  point  out  that  had  it  not  been  for  the 
rupture,  we  perhaps  would  not  have  discovered  the 
carcinoma  for  quite  some  time,  because  of  its  rela- 
tively small  size.  Most  renal-cell  carcinomas  are  over 
5 cm.  in  maximal  dimension  when  the  patient  seeks 


medical  attention.6  In  our  patient,  then,  4 cm.  is 
generally  below  the  size  at  which  these  tumors  are 
first  discovered.  The  IVP  result  is  negative  in 
about  one  third  of  cases;  this  is  probably  why  it  was 
missed  here.  However,  the  accuracy  with  renal  ar- 
teriography approaches  95  percent.9 

When  it  comes  to  prognosis,  foremost  among  the 
factors  to  be  considered  are  the  size  and  the  stage  in 
which  the  tumor  is  first  discovered.  Prognosis  is  best 
when  the  lesion  is  small  and  is  localized  to  the  kidney. 
Although  the  tumor  in  this  case  was  of  a relatively 
small  size,  what  would  affect  prognosis  adversely  was 
the  extension  of  the  tumor  beyond  the  kidney,  that 
is,  to  the  capsule  and  rupture  to  the  perirenal  fat.10 
There  are  not  enough  cases  of  rupture  in  renal  ade- 
nocarcinoma to  tell  us  whether  this  particular  event 
worsens  the  prognosis  by  spilling  tumor  into  the 
retroperitoneal  space.  Conversely,  rupture  did  bring 
the  tumor  to  medical  attention  at  an  earlier  than 
usual  stage.  Along  the  same  line,  the  absence  of 
renal  vein  and  lymph  node  involvement  affects 
prognosis  favorably.  We  do  not  know  if  lymph  nodes 
were  involved,  since  none  were  found  in  the  speci- 
men. The  microscopic  appearance  does  not  affect 
prognosis  unless  the  neoplasm  is  pleomorphic.9 

I do  not  wish  to  discuss  etiology,  but  pertinent  to 
our  patient  was  his  heavy  cigar  smoking.  It  has  been 
observed  in  renal  adenocarcinoma  that  cigarette 
smokers  have  a five  times  more  frequent  incidence 
of  developing  renal  andenocarcinoma;  cigar  or  pipe 
smoking  raise  the  comparable  incidence  to  about  13 
times.1 1 This  may  also  in  part  account  for  the  higher 
incidence  of  renal  adenocarcinoma  in  males,  which 
is  three  times  that  of  females. 

In  summary,  then,  we  are  dealing  with  a renal  ad- 
enocarcinoma of  especial  interest  because  of  its 
rupture  into  the  retroperitoneal  space,  a rare  event, 
which  created  an  abdominal  emergency;  such  tumors 
very  often  are  not  suspected  preoperatively. 

Final  diagnosis 

Well-differentiated  adenocarcinoma  of  right 
kidney  with  extension  into  capsule,  with  rupture 
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and  hemorrhage  into  the  retroperitoneal  space 
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New treatment  succeeds  for 
widespread  venereal  disease 

A successful  treatment  for  a heretofore  resistant  form 
of  venereal  disease  that  is  widespread  in  this  country  is 
described  in  the  June  29  Journal  of  the  American  Medical 
Association. 

The  disease — genital  herpes  simplex  infection — ac- 
counts for  some  13  percent  of  all  venereal  disease  in  the 
United  States,  says  Herbert  A.  Blough,  M.D.,  of  the  Uni- 
versity of  Pennsylvania,  Philadelphia. 

The  treatment  is  with  2-deoxy-D-glucose. 

Thirty-six  women  with  genital  herpes  infections  were 
treated  with  2-deoxy-D-glucose  for  a three-week  period  in 
a study  conducted  in  Philadelphia.  In  those  with  a first 
infection,  95  percent  were  successfully  cured,  with  two 
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recurrences  after  24  months,  Dr.  Blough  says.  Among 
those  with  recurrent  infections,  90  percent  had  notable 
improvements.  In  the  first  infections,  discomfort  cleared 
within  12  to  72  hours  of  therapy,  and  90  percent  of  the 
patients  were  free  of  symptoms  in  four  days,  he  says. 

The  substance  acts  to  interfere  with  the  multiplication 
of  the  herpes  virus.  It  was  first  used  in  research  studies 
to  treat  virus  infection  in  rabbits. 

Genital  herpes  simplex  infection  is  a serious  medical 
problem  because  there  has  been  no  effective  agent  to 
combat  the  infection,  and  because  the  virus  may  spread  to 
the  fetus  at  the  time  of  delivery.  The  disease  also  is  asso- 
ciated with  cancer  of  the  cervix. 

It  had  been  known  for  almost  20  years  that  2-deoxy- 
D-glucose  would  block  growth  of  viruses  in  the  laboratory, 
but  its  use  to  treat  human  infection  had  not  heretofore 
been  explored,  Dr.  Blough  says. 
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QUESTION  273.  The  patient  was  a 55-year-old  woman  admitted  to  the  intensive  care  unit  with  acute  respiratory  dis- 
tress. What  is  the  diagnosis? 


QUESTION  274.  The  patient  was  being  monitored  in  a coronary  care  unit  and  the  top  strip  was  the  monitored  lead 
and  the  bottom  lead  II.  What  is  the  diagnosis? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  273.  The  rate  is  140  beats  per  minute 
and  the  P-R  interval  0.14  second.  Every  alternate 
P wave  varies  in  its  configuration.  This  is  particu- 
larly apparent  in  leads  II,  III,  and  aVf.  T is  flat  in 
leads  I,  aVl,  and  V5.  The  T -wave  abnormalities  are 


nonspecific.  The  alternating  pattern  of  P-wave 
abnormalities  is  an  unusual  phenomenon  which  may 
indicate  atrial  disease  or  enlargement. 

Question  274.  The  rhythm  is  regular  sinus.  In 
the  top  strip,  each  T wave  is  markedly  deformed  by 
a symmetrical,  deep  wave  which  resembles  a VPD 
(ventricular  premature  depolarization)  but  appears 
much  earlier  than  the  usual  VPD.  Lead  II  (bottom 
strip)  taken  a few  minutes  later  reveals  there  are  no 
VPDs.  The  deformity  of  the  T wave  is  an  artifact. 
Monitor  leads  often  display  artifacts  which  require 
clarification  with  standard  leads. 


Skateboard  injuries 
a summer  epidemic 

Summer  means  an  increase  in  a popular  but  dangerous 
sports  fad — skateboarding.  Children  and  parents  should 
be  aware  of  the  serious  bodily  harm  which  can  occur  while 
skateboarding,  and  learn  to  prevent  accidents  before  they 
happen,  according  to  the  American  Academy  of  Pediatrics’ 
Committees  on  Accident  and  Poison  Prevention,  and  Pe- 
diatric Aspects  of  Physical  Fitness,  Recreation,  and  Sports. 
The  committees’  statement  appeared  in  a recent  issue  of 
Pediatrics,  the  monthly  scientific  journal  of  the 
Academy. 

In  the  past  four  years,  at  least  25  deaths  have  occurred 
as  a result  of  head  injuries  or  collisions  with  motor  vehicles 
while  skateboarding,  according  to  the  two  committees.  In 
a recent  12-month  period,  approximately  106,000  victims 
sought  hospital  emergency  room  treatment  for  skate- 
hoard-related  injuries. 

The  committees’  research  showed  that  most  skateboard 
accidents  occur  in  the  10-  to  14-year  age  group,  with  frac- 
tures to  the  forearm  and  lower  leg,  and  contusions  and 
abrasions  leading  the  list  of  most  common  injuries.  Other 
injuries  include  sprains,  head  injuries,  including  concus- 
sions and  skull  fractures,  and  abdominal  injuries.  In  most 
oases,  protective  equipment  was  not  worn  by  the  victims 
at  the  time  of  injury. 


The  committees  developed  a set  of  recommendations  for 
children  and  parents  to  follow  to  avoid  serious  injury: 

Equipment:  1.  The  skateboard  should  be  the  proper 
size  for  the  rider,  be  made  of  sturdy  materials,  and  be 
purchased  from  a knowledgeable  dealer. 

2.  Protective  equipment  should  include  a helmet,  gloves, 
elbow  and  knee  pads,  and  sturdy  shoes.  Long-sleeved 
shirts  and  long-legged  pants  can  provide  added  protec- 
tion. 

3.  All  equipment  should  be  kept  in  good  working  con- 
dition. 

Facilities:  1.  Skateboard  parks  provide  ideal  facili- 

ties. 

2.  Skateboarding  should  be  done  on  a clean  surface,  free 
of  holes,  rocks,  and  sand;  and  it  should  be  done  in  an  area 
not  used  by  motor  vehicles. 

3.  Skateboarding  should  never  be  done  on  public  streets 
or  sidewalks. 

4.  Skateboarding  should  not  be  done  on  a wet  surface 
or  without  proper  lighting  at  night. 

“Skateboarding  requires  complex  skills,”  remarked  the 
committee  members. 

“Training  programs  by  competent  instructors  should  be 
encouraged;  special  training  should  include  the  proper 
methods  of  falling;  and  participants  should  perform  stunts 
only  within  their  achieved  level  of  skill  and  in  areas  set 
asid$  for  this  purpose,”  they  concluded. 
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Solitary  Abnormal 
Vertebra 

Case  history 

John  P.  O’Callaghan,  M.B.,  F.R.C.R.*:  A 56- 

year-old  white  female  was  referred  to  the  Upstate 
Medical  Center,  Syracuse,  New  York,  complaining 
of  pain  in  the  lower  portion  of  her  back  which  had 
been  present  for  three  years.  There  was  some  ra- 
diation of  pain  to  the  right  hip  and  leg.  Her  past 
history  revealed  that  she  also  had  experienced  re- 
current episodes  of  abdominal  pain  for  several  years, 
mainly  epigastric,  with  radiation  to  the  back;  this 
dated  back  to  a previous  cholecystectomy  and  was 
attributed  to  chronic  pancreatitis.  She  had  under- 
gone a left  mastectomy  in  1951  for  mastitis. 

Physical  examination  revealed  a normally  devel- 
oped female  in  no  acute  distress.  The  left  breast  was 
absent.  The  right  breast  was  clinically  normal,  and 
there  was  no  axillary  adenopathy.  The  chest  and 
abdomen  were  unremarkable.  There  was  mild  ten- 
derness over  the  midlumbar  area  in  the  midline  and 
over  the  right  sacroiliac  joint.  Pain  was  induced  on 
moving  the  right  hip,  and  a positive  straight  leg 
raising  test  on  the  right  was  present. 

Results  of  laboratory  investigations  revealed  a mild 
anemia,  with  hematocrit  of  32.5;  serum  calcium, 
phosphate,  and  alkaline  phosphatase  levels  were 
normal.  Urinalysis  indicated  no  Bence  Jones  pro- 
tein. Chest  x-ray  films  revealed  left  mastectomy  but 
no  evidence  of  active  disease.  Radiographs  and  a 
computed  tomographic  examination  of  the  lumbar 
spine  were  then  done. 

Mohammad  M.  Omar,  M.D.+:  Anteroposterior 
and  lateral  radiographs  of  the  midlumbar  section  of 
the  spine  show  the  third  lumbar  vertebra  to  be  ab- 
normal. The  vertebral  body  is  slightly  widened  with 
trabecular  prominence  (Fig.  1A).  The  margins  of  the 
vertebra  are  well  defined.  There  is  sclerosis  of  the 
anterior  portion  of  the  vertebra,  causing  a bone- 

* Guest  Editor,  Assistant  Professor,  Department  of  Radi- 
ology. 

f Assistant  Professor,  Department  of  Radiology. 


within-a-bone  or  a picture  frame  appearance  to  the 
vertebra  (Fig.  1 B).  No  erosive  or  destructive  changes 
are  present.  The  posterior  elements  and  disk  spaces 
are  unremarkable.  The  other  vertebrae  are  unin- 
volved. A CT  (computed  tomographic)  scan  through 
the  vertebra  shows  an  intact  margin  with  cortical 
thickening,  an  anterior  osteophyte,  and  coarse  tra- 
beculae (Fig.  2).  No  evidence  of  bony  destruction  is 
seen. 

This  radiographic  appearance  suggests  the  possi- 
bilities of  either  monostotic  involvement  with  Paget’s 
disease  or  hemangioma  of  the  vertebral  body.  Pag- 
et’s disease  can  involve  the  spine  in  one  of  several 
ways.  A purely  lytic  form  can  cause  collapse  of  the 
vertebra;  the  biphasic  form  with  both  lytic  and 
sclerotic  elements  will  widen  the  vertebral  body. 
Occasionally,  sclerosis  may  be  predominant,  causing 
an  “ivory”  vertebra.  A typical  hemangioma  of  the 
spine  can  involve  a single  vertebral  body.  A cav- 
ernous hemangioma  characteristically  causes  vertical 
striations.  There  may,  on  occasion,  be  some  exten- 
sion into  the  pedicles.  Widening  or  enlargement  of 
the  vertebra,  however,  is  unusual.  Other  differential 
considerations  include  benign  tumors  of  the  spine 
such  as  the  aneurysmal  bone  cyst,  which  can  cause 
widening  of  the  vertebral  body  and  posterior  ele- 
ments. This,  however,  is  often  associated  with  lytic 
areas  which  are  not  seen  in  this  patient.  Metastatic 
disease,  although  unlikely,  should  be  considered.  An 
unusual  possibility  here  would  be  fibrous  dysplasia. 
This  can  involve  the  vertebral  column,  but  it  usually 
does  so  when  there  is  also  significant  involvement  of 
other  bones.  It  often  affects  the  posterior  elements 
as  well.  In  this  patient  without  other  abnormalities 
in  the  articular  skeleton,  this  is  less  likely. 

In  view  of  the  radiographic  findings,  I would  favor 
this  to  be  either  a monostotic  type  of  Paget’s  disease 
or  a hemangioma  of  the  vertebral  body. 

Dr.  Omar’s  diagnosis 

Monostotic  Paget’s  disease  or  hemangioma 

Pathologic  discussion 

Bedros  Markarian,  M.D.**:  The  specimen  re- 
ceived was  a Craig  needle  biopsy  of  the  third  lumbar 
**  Associate  Professor,  Department  of  Pathology. 
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FIGURE  1.  Radiographs  of  vertebral  body.  (A)  Antero- 
posterior, centered  on  third  lumbar,  shows  slight  widening 
of  vertebral  body  with  coarsened  trabeculations.  (B)  Lateral 
view  showing  enlargement,  with  thickened  cortices,  giving 
"picture  frame"  appearance. 

vertebral  body  and  consisted  of  a 1-  by  0.3-  by  0.3-cm. 
piece  of  bone.  Microscopic  examination  revealed 
bone  with  a great  deal  of  irregularity  or  a mosaic 
pattern  of  the  cement  lines,  with  active  osteoblastic 
activity  along  the  edges  (Fig.  3). 

This  finding,  in  conjunction  writh  the  radiologic 
picture  and  clinical  data,  is  consistent  with  the  di- 
agnosis of  Paget’s  disease  of  bone.  Studies  on  au- 
topsied  cases  demonstrated  that  the  sacrum  is  the 
most  common  site  of  disease  and  that  the  upper 
femur,  lower  spine,  and  pelvic  bones  were  almost 
equally  affected.1 

Comment 

Dr.  O’Callaghan:  The  radiologic  appearance  of 
the  abnormal  vertebra  in  this  patient  raises  a number 
of  diagnostic  possibilities.  Paget’s  disease  is  one  of 
the  most  common  disorders  of  bone,  estimated  to 
affect  3 percent  of  people  at  necropsy.2  Patients  are 
usually  middle-aged  or  elderly,  with  males  affected 
more  frequently  than  females.  Early  disease  may 
present  as  the  monostotic  form,  becoming  polyostotic 
later.  Although  any  bone  may  be  affected,  the  cra- 
nium, spine,  pelvis,  and  major  long  bones  are  the 
most  commonly  diseased.  With  spinal  involvement, 
the  lumbar  and  sacral  regions  are  the  most  frequent 
sites.3  In  the  destructive  phase  of  Paget’s  disease, 
vertebral  collapse  occurs,  and  no  attempt  at  repair 
is  seen.4  More  commonly  the  disease  is  identified  in 
the  combined  phase  characterized  by  simultaneous 
destruction  and  repair.  The  radiographic  appear- 
ance shows  bony  enlargement  with  trabecular  and 
cortical  thickening,  creating  the  “picture  frame” 
ppearance.  These  findings  have  been  described  on 


FIGURE  2.  Transaxial  computed  tomogram  through  body 
of  third  lumbar  showing  cortical  thickening,  coarse  trabe- 
culations, and  anterior  osteophyte. 


computed  tomography.5  Increase  in  both  the  an- 
teroposterior and  transverse  diameters  of  the  ver- 
tebral body  occurs,  especially  when  associated  with 
compression.  Occasionally,  a diffuse  increase  in 
density  occurs  in  a single  vertebral  body  causing  the 
“ivory”  vertebra  appearance.  This  may  simulate  the 
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FIGURE  3.  High-power  photomicrograph  demonstrating 
mosaic,  irregular  cement  lines  (hematoxylin  and  eosin  stain, 
original  magnification  X450). 


sclerotic  appearance  associated  with  metastases  and 
Hodgkin’s  disease.  Extension  of  disease  to  give 
calcified  or  ossified  paravertebral  masses  sometimes 
occurs,  limiting  spinal  mobility.  Sarcomatous  de- 
generation of  spinal  Paget’s  disease  may  occasionally 
be  seen. 

Spinal  cord  compression  may  occur  quite  sud- 
denly. In  these  cases  usually  three  to  five  upper 
thoracic  vertebrae  are  involved.6  Affected  patients 
usually  are  middle-aged  males  presenting  with  motor 
and  sensory  disturbances  in  the  legs  culminating  in 
spastic  paraparesis.  In  these  cases  radiographs  show 
a circumferential  canal  compromise  by  the  collapsed 
or  enlarged  vertebral  body  and  hypertrophied  ped- 
icles and  laminae. 

Hemangioma  of  the  spine  is  the  next  most  likely 
diagnosis.  Although  this  lesion  is  commonly  de- 
tected at  necropsy,  only  occasionally  is  it  identified 
radiographically.  Hemangioma  usually  involves  a 
single  vertebra,  but  sometimes  two  or  more  vertebral 
bodies  are  affected.'  These  most  commonly  occur 
in  the  lumbar  and  lower  thoracic  regions  of  the  spine. 
Females  are  affected  more  commonly  than  males, 
and  most  occur  from  the  third  decade  on.  Radio- 
logically,  there  is  usually  a reduction  in  the  number 
of  vertical  trabeculae  with  an  increase  in  their 
thickness.  The  horizontal  trabeculae  are  either 
eroded  or  thickened.  In  contrast  to  Paget’s  disease, 
there  is  no  enlargement  of  the  vertebral  body  or 


thickening  of  its  cortical  margins.  Occasionally, 
compression  fracture  resulting  in  cord  compromise 
may  occur.  Extension  of  the  hemangioma  into  the 
bony  neural  arch,  epidural  space,  or  even  into  the 
paravertebral  soft  tissues  may  result,  producing  a 
lobulated  calcified  soft-tissue  mass.  Although  most 
patients  with  hemangioma  of  the  spine  are  asymto- 
matic,  some  may  experience  a vague  intermittent 
pain. 

Aneurysmal  bone  cyst  is  one  of  the  more  common 
benign  lesions  of  the  spinal  column,  most  frequently 
seen  in  children  and  young  adults.  It  may  involve 
either  the  posterior  elements  or  both  the  posterior 
elements  and  the  body.  Rarely  is  the  body  alone 
affected.  There  is  bony  expansion,  and  a thin  pe- 
ripheral shell  may  be  visible.  The  lesion  may  cross 
an  interspace  and  involve  adjacent  vertebrae.8  Usual 
symptoms  include  dull  localized  pain  and  tender- 
ness.9 

Giant-cell  tumors  are  rare  in  the  spine.  When  one 
occurs,  it  usually  presents  itself  as  a radiolucent  le- 
sion involving  the  vertebral  body  and  sometimes  the 
posterior  elements.  There  is  expansion  of  the  ver- 
tebral body  with  cortical  thinning  or  destruction. 
Compression  fractures  occur  in  25  percent  of  pa- 
tients. A soft-tissue  mass  contiguous  with  the  area 
of  vertebral  involvement  may  be  seen.10 

Fibrous  dysplasia  is  rare  in  the  vertebral  column. 
Most  cases  reported  occur  in  patients  with  polyos- 
totic disease.11  Bony  changes  consist  of  cortical 
thinning,  loss  of  trabecular  markings,  and  widening 
of  intervertebral  disks.  The  vertebral  bodies  may 
show  increased  density.  Some  vertebrae,  however, 
exhibit  diminished  density  with  prominent  vertical 
striations,2  resembling  the  appearance  of  heman- 
gioma. 

Final  diagnosis 

Paget’s  disease  of  the  vertebral  body 

References 

1.  Schmorl,  G.:  Uber  osteitis  deformans  Paget,  Virchows 
Arch.  path.  Anat.  283:  694  (1932). 

2.  Epstein,  B.  S.:  The  Spine.  A Radiological  Text  and  Atlas, 
Philadelphia,  Lea  & Febiger,  1976,  pp.  447,  523,  271. 

3.  Corcoran,  R.  J.,  and  Reeder,  M.  M.:  Enlargement  of  one 
or  more  vertebrae,  J.A.M.A.  238:  1555  (Oct.  3)  1977. 

4.  Edeiken,  J.,  and  Hodes,  P.  J.:  Roentgen  Diagnosis  of 
Diseases  of  Bone,  Baltimore,  Williams  & Wilkins,  1973,  p.  538. 

5.  Hammerschlag,  S.  B.,  Wolpert,  S.  M.,  and  Carter,  B.  L.: 
Computed  tomography  of  the  spinal  canal,  Radiology  121:  361 
(1976). 

6.  Siegelman,  S.  S.,  Levine,  S.  A.,  and  Walpin,  L.:  Paget’s 
disease  with  spinal  cord  compression,  Clin.  Radiol.  19:  421 
(1968). 

7.  Sherman,  R.  S.,  and  Wilner,  D.:  The  roentgen  diagnosis 
of  hemangioma  of  bone,  Am.  J.  Roentgenol.  86: 1146  (1961). 

8.  Tillman,  B.  P.,  et  al.:  Aneurysmal  bone  cyst:  an  analysis 
of  ninety-five  cases,  Mayo  Clin.  Proc.  43:  478  (1968). 

9.  Locke,  G.  E.,  et  al.:  Aneurysmal  bone  cyst  of  the  spinal 
column:  diagnostic  and  therapeutic  considerations,  J.  Nat.  M. 
A.  68:  303  (1976). 

10  Dahlin,  D.  C.:  Giant-cell  tumor  of  vertebrae  above  the 
sacrum.  A review  of  31  cases.  Cancer  39:  1350  (Mar.)  1977. 

11.  Mathew,  N.  T.,  Bhaktaviziam,  A.,  and  Abraham,  J.: 
Spinal  cord  compression  in  polyostotic  fibrous  dysplasia,  Canad. 
J.  Surg.  14:  228  (1971). 


August  1979/New  York  State  Journal  of  Medicine  1409 


A series  of  articles 
dealing  with  problems  in  aging 


Geriatrics 


IRVING  S.  WRIGHT  M.D.,  Editor 


Textbook  of  Geriatric  Medicine  and  Gerontology. 

Second  Edition.  By  J.  C.  Brocklehurst.  Edinburgh, 
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This  second  edition,  edited  by  J.  C.  Brocklehurst, 
professor  of  geriatrics  at  the  University  of  Man- 
chester, presents  a comprehensive  survey  of  the 
present  state  of  knowledge  regarding  gerontology, 
defined  as  the  study  of  the  aging  process,  and  geri- 
atrics, that  is,  the  care  of  the  elderly.  Forty-eight 
additional  authors  have  contributed  to  this  volume, 
including  such  well-known  specialists  as  Sir  Ferguson 
Anderson,  F.  I.  Caird,  J.  L.  C.  Dali,  William  Davison, 
A.  N.  Exton-Smith,  and  Kenneth  W.  Walton.  The 
volume  is  divided  into  three  major  sections.  Part  I, 
Gerontology,  includes  chapters  on  aging  in  tissues 
and  cells;  metabolic  and  structural  aspects  of  aging; 
theories  of  aging;  and  ecology  of  human  senescence. 
Part  II,  Geriatric  Medicine,  deals  in  detail  with  the 
clinical  problems  and  patient  care.  It  is  authored  by 
physicians  with  special  knowledge  in  these  problems 
as  they  involve  various  systems,  for  example,  car- 
diovascular, central  nervous,  genitourinary,  gas- 
trointestinal, respiratory,  endocrine,  and  other  sys- 
tems. There  are  also  sections  dealing  with  the  haz- 
ards of  drug  therapy,  especially  as  it  affects  cerebral 
function;  surgery  and  anesthesia  in  the  elderly  are 
also  considered  in  detail.  Part  III  deals  with  the 
perplexing  and  the  ever-increasing  aspect  of  com- 
munity care.  Since  Great  Britain  has  had  compre- 
hensive experience  with  a variety  of  systems,  in- 
cluding day  care  hospitals  and  home  care  as  well  as 
geriatric  services  either  associated  with  or  divorced 
from  acute  care  hospitals,  this  section  is  of  especial 
interest  to  Americans  now  in  the  throes  of  trying  to 
face  up  to  similar  problems  in  this  country.  Finally, 


there  is  a brief  chapter  on  research  methods  in  aging. 
It  is  probably  brief  because  there  is  so  little  basic 
research  going  on.  During  the  past  decade  consid- 
erable progress  has  been  made  in  the  application  of 
available  knowledge  to  the  care  of  geriatric  patients, 
but  so  far  a lamentable  lack  of  support  and  interest 
in  basic  scientific  studies  has  developed  to  produce 
new  knowledge  regarding  the  biopathologic  mecha- 
nisms involved  in  the  aging  process.  However,  that 
is  not  the  primary  direction  of  this  book.  It  repre- 
sents a splendid  compilation  of  important,  useful 
knowledge  which  should  be  on  the  desk  of  every 
physician  who  takes  care  of  the  elderly.  The  view- 
points presented  are,  as  would  be  expected,  primarily 
British  and  continental.  This  is  very  opportune 
since  they  have  been  activated  in  the  modern  sense, 
longer  than  we  have,  and  the  various  authors  gener- 
ously share  their  experiences  with  us.  Of  particular 
note  are  the  extensive  lists  of  references  following 
many  chapters  which  bring  to  the  readers’  attention 
references  from  British  and  European  literature 
of  which  American  readers  might  not  otherwise 
be  aware.  The  writing  is,  as  is  usual  in  books  written 
by  many  authors,  somewhat  uneven,  but  the  quality 
generally  exceeds  that  produced  by  American  au- 
thors who  sometimes  seem  to  have  disassociated 
themselves  from  the  English  language. 

Conclusion 

This  book  is  a classic  of  this  period  and  is  recom- 
mended as  a valuable  tool  to  all  who  are  aware  of  and 
concerned  with  the  greatest  health  problem  of  the 
next  half  century,  namely,  how  to  make  life  long, 
healthful,  productive,  and  meaningful  for  the  ever- 
increasing  mature  segment  of  our  population. 

IRVING  S.  WRIGHT,  M.D. 
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A major  new  public  health  problem  in  New  York 
City  has  recently  been  recognized.  Amebiasis, 
giardiasis,  and  shigellosis  have  been  shown  to  be 
sexually  transmitted  and  result  in  clinically  apparent 
disease  in  sexual  contacts  of  those  infected.  These 
infections  can  thus  be  regarded  as  sexually  trans- 
mitted diseases,  since  sexual  transmission  is  now 
epidemiologically  significant  in  their  dissemination. 
These  diseases  are  becoming  common  among  mem- 
bers of  New  York  City’s  homosexual  male  popula- 
tion, and  it  is  this  group  that  is  presently  at  greatest 
risk. 

Shigellosis,  amebiasis,  and  giardiasis  are  ordinarily 
acquired  by  the  ingestion  of  infectious  material  de- 
rived from  human  feces.  This  contamination  has 
usually  been  associated  with  defective  water  and 
sewer  systems  or  poor  hygienic  conditions,  particu- 
larly within  institutional  settings.1,2  However,  shi- 
gella and  the  cysts  of  Entamoeba  histolytica  and 
Giardia  lamblia  can  retain  their  infectivity  for  con- 
siderable periods  outside  the  human  host.  Conse- 
quently, any  type  of  sexual  activity  that  includes  fecal 
oral  contact  can  theoretically  cause  infection.  An- 
ilingus  particularly  would  provide  an  efficient  mode 
of  sexual  transmission,  but  other  sexual  practices, 
such  as  fellatio,  can  result  in  the  transfer  of  fecal 
material  to  the  mouth. 

Results  of  studies 

In  New  York  City,  several  small  series  and  isolated 


case  reports  since  1972  have  drawn  attention  to  the 
increasing  extent  of  the  problem  within  the  sexually 
active  homosexual  community.  A retrospective 
study  involving  260  homosexual  male  patients  in  a 
proctologic  practice  in  New  York  City  revealed  that 
there  had  been  6 cases  of  shigellosis  and  17  of  ame- 
biasis.3 Another  retrospective  study  of  38  male  pa- 
tients treated  in  New  York  City  for  shigellosis  showed 
that  17,  or  45  percent,  were  homosexual,  a figure  that 
did  not  reflect  the  distribution  of  homosexual  males 
within  the  population  served  by  the  hospital.4  In  the 
past  three  years  cases  of  shigellosis  and  amebiasis 
have  also  occurred  among  men  in  San  Francisco 
where  no  history  of  a common  food  source  could  be 
obtained.  In  many  cases  there  was  a history  of  fre- 
quent oral-genital  and  oral-anal  contact.5  The  most 
extensive  study  to  date  on  the  prevalence  of  enteric 
protozoal  infections  among  sexually  active  homo- 
sexual males  was  undertaken  last  year  at  the  Gay 
Men’s  Health  Project,  a screening  facility  for  syphilis 
and  gonorrhea  in  Manhattan,  in  collaboration  with 
the  Bureau  of  Venereal  Disease  Control  and  the  Di- 
vision of  Tropical  Diseases  of  the  City  of  New  York 
Department  of  Health.6  On  examination  of  stools 
from  89  males,  a point  prevalence  rate  of  26  percent 
for  enteric  protozoal  pathogens  was  found.  This 
could  not  be  attributed  to  travel  history.  Anilingus 
was  practiced  by  all  the  individuals  harboring  pro- 
tozoal cysts,  as  compared  with  81  percent  of  the 
cyst-negative  group.  Of  those  men  who  never  en- 
gaged in  anilingus,  none  harbored  protozoal  cysts. 

Apart  from  shigellosis,  amebiasis,  and  giardiasis, 
the  potential  for  sexual  transmission  of  other  infec- 
tions spread  by  the  fecal-oral  route  is  of  realistic 
concern.  Sexually  transmitted  salmonellosis  and 
hepatitis  B have  in  fact  been  demonstrated.7,8 
Hepatitis  A,  enteroviral  infections,  and  other  par- 
asitic infestations  could  possibly  be  transmitted  by 
sexual  practices  involving  oral-fecal  contact.  The 
pattern  of  sexual  activity,  not  the  sexual  orientation, 
is  important  in  the  transmission  of  these  diseases. 
Heterosexuals  whose  sexual  activity  includes  oral- 
anal  contact  and  who  have  many  different  sexual 
partners  would  be  expected  to  show  an  equally  high 
prevalence  of  these  infections. 

What  are  the  reasons  for  this  tremendously  high 
prevalence  of  protozoal  infections  in  sexually  active 
homosexual  men  in  New  York  City? 

1.  The  infections  are  frequently  asymptomatic  or 
minimally  symptomatic,  thus  providing  an  expanding 
reservoir  of  infection.  Even  if  the  patient  is  symptom- 
atic, amebiasis  or  giardiasis  would  probably  never  be 
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even  suspected  in  a patient  without  a supportive  travel 
history,  unless  the  physician  were  aware  of  the  possi- 
bility of  these  infections  among  sexually  active  homo- 
sexual men. 

2.  Even  here,  however,  there  is  a problem  in  that 
few  homosexual  men  may  be  recognizably  homosexual 
from  outward  appearances.  One  of  the  most  common 
misconceptions  regarding  male  homosexuals  is  that 
they  conform  to  certain  identifiable  stereotypes.  In 
fact,  most  homosexual  men  cannot  be  distinguished 
from  heterosexual  men  on  the  basis  of  outward  appear- 
ances and  behavior.910 

3.  In  most  cases,  a single  casual  stool  examination 
will  not  be  sufficient  to  establish  the  diagnosis.  If  the 
possibility  of  amebiasis  is  suspected,  multiple  purged 
stool  samples  may  be  needed.  This  is  of  particular  im- 
portance if  only  nonpathogenic  cysts  such  as  Endoli- 
max  nana  and  Entamoeba  coli  are  found  on  a casual 
stool  examination.  The  presence  of  these  nonpatho- 
gens indicates  fecal-oral  contamination.  Experience 
gained  in  our  study  has  shown  that  repeated  purged 
stool  examinations  in  individuals  from  whom  non- 
pathogenic cysts  were  isolated  subsequently  revealed 
the  presence  of  pathogens  in  the  majority  of  cases.  It 
is  therefore  mandatory  to  repeatedly  examine  fresh 
purged  stool  samples  from  any  individual  in  whom  a 
nonpathogenic  cyst  has  previously  been  found. 

Diagnosis  and  control 

It  is  most  important  that  a thorough  sexual  history 
be  taken  when  a patient  complains  of  vague  gas- 
trointestinal symptoms  and  that  a stool  examination 
be  obtained  as  outlined  previously.  Stool  exami- 
nations are  available  free  of  charge  from  the  City’s 
tropical  disease  clinic  for  medically  indigent  patients. 
However,  several  skilled  private  laboratories  also 
offer  this  service,  and  we  would  prefer  that  this  route 
be  utilized  for  private  patients  to  avoid  overloading 
the  City’s  tropical  disease  clinic.  To  obtain  the 
names  of  the  laboratories  that  offer  this  service, 
please  call  the  office  of  Yehudi  M.  Felman,  M.D., 
Director  of  the  Bureau  of  Venereal  Disease  Control, 
at  (212)  566-7685. 

Appointments  for  stool  examination  and  phone 
consultation  from  the  Department  of  Health  in  New 
York  City  are  available  at  the  Washington  Heights 


Tropical  Disease  Clinic,  600  West  168th  Street  (off 
Broadway),  (212)  WA7-6300,  extension  18. 

Physicians  diagnosing  cases  of  protozoal  or  bac- 
terial enteric  pathogens  are  urged  to  report  all  new 
cases.  Reporting  is  the  major  mechanism  for  our 
accurate  assessment  of  the  true  magnitude  of  the 
problem.  To  obtain  reporting  forms,  please  call 
(212)  566-7092.  It  is  imperative  that  sexual  contacts 
be  identified,  examined,  and,  if  necessary,  treated. 
No  approach  to  control  that  does  not  include  the 
identification  and  treatment  of  infected  contacts  can 
effectively  reduce  the  prevalence  of  these  infec- 
tions. 

Control  of  these  infections  will  require  a recogni- 
tion of  the  problem  on  the  part  of  both  physician  and 
patient.  As  far  as  the  patient  is  concerned,  an  un- 
derstanding of  the  hazards  of  oral-anal  contact  with 
an  anonymous  partner  might  hopefully  induce  some 
modification  in  sexual  behavior. 

Bureau  of  Venereal  Disease  Control 
93  Worth  Street-Room  806 
New  York,  N.Y.  10013 
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Skin  ulcers  of  the  lower  extremities  are  commonly 
evaluated  on  most  surgical  services.  Such  problems 
are  usually  caused  by  peripheral  arterial  disease  and 
venous  stasis  disease.  Other  etiologic  conditions 
have  been  described,  but  are  either  unusual  or  rare. 
Incisional  biopsy  at  the  time  of  the  debridement  of 
a clinically  suspicious  lesion  can  assist  in  the  ulcer 
evaluation  and  establish  a definitive  diagnosis.  The 
following  case  report  is  illustrative. 

Case  report 

An  87-year-old  black  native  Jamaican  female  was 
admitted  to  the  surgical  service  of  the  Buffalo  Gen- 
eral Hospital  for  treatment  of  multiple  coalescing 
ulcers  of  the  right  foot  and  ankle.  Eight  to  nine 
months  prior  to  admission  the  patient  had  noticed 
a small  nodule  on  the  lateral  malleolus  of  her  right 
ankle;  it  gradually  ulcerated  and  became  painful. 
She  was  treated  by  a variety  of  home  and  native 
remedies  and  local  antibiotics  and  dressings. 

At  the  time  of  admission  to  the  hospital,  she  re- 
lated a history  of  untreated  hypertension,  diabetes 
mellitus,  incontinence,  and  the  painful,  debilitating 
ulcers  on  her  right  leg.  Her  past  history  included  a 
thyroidectomy.  She  was  on  no  medications  and 
denied  all  allergies  to  medications. 

Physical  evaluation  at  the  time  of  admission  re- 
vealed a moderately  debilitated  female  with  a blood 
pressure  of  140/70  mm.  Hg,  pulse  of  96  beats  per 


FIGURE  1.  Right  ankle  ulcer  at  time  of  presentation. 
Heaped-up  margins  and  destruction  of  Achille’s  tendon  evi- 
dent. 


minute,  respiratory  rate  of  20,  and  a temperature  of 
98.6°F.  She  was  in  moderate  pain  distress.  There 
was  no  hepatosplenomegaly  and  no  palpable  lymph 
nodes,  other  than  shoddy  nodes  in  the  right  side  of 
the  groin.  The  dorsalis  pedis  and  tibialis  posterior 
pulses  were  absent  bilaterally;  a few  varicose  veins 
were  present.  There  was  a large  painful  ulcer  of 
the  entire  distal  aspect  of  the  right  leg  that  had  a 
heaped-up  border  with  a grey  necrotic  base  and  had 
invaded  and  destroyed  the  Achilles  tendon  (Fig. 
1). 

Laboratory  evaluation  on  the  day  of  admission 
included  a hemoglobin  of  9 Gm.  per  100  ml.,  hemat- 
ocrit of  29,  and  a white  blood  cell  count  of  12,000  per 
cubic  milliliter,  with  9 percent  bands,  59  percent 
polymorphonuclear  leukocytes,  24  percent  lympho- 
cytes, and  6 percent  mononucleocytes.  Further 
laboratory  evaluation  revealed  normal  electrolytes 
and  a glucose  of  195  mg.  per  100  ml.;  bilirubin,  alka- 
line phosphatase,  serum  glutamic  oxaloacetic 
transaminase  (SGOT),  lactic  acid  dehydrogenase 
(LDH),  blood  urea  nitrogen  (BUN),  creatinine,  urate, 
calcium,  and  phosphorus  tested  out  normal.  A 
serum  protein  electrophoresis  had  an  albumin  of  3 
Gm.  per  100  ml.,  a total  protein  of  6.8  Gm.  per  100 
ml.,  and  an  otherwise  normal  pattern.  Thyroid 
function  study  findings  were  within  normal  limits. 

Radiologic  evaluation  on  the  date  of  admission 
included  posteroanterior  and  lateral  views  of  the 
chest  with  multiple  views  of  the  right  leg  and  ankle. 
The  chest  x-ray  film  findings  were  unremarkable, 
and  the  leg  views  demonstrated  no  osteomyelitis. 

Multiple  samples  were  taken  for  culture  and  sen- 
sitivity. The  initial  report  revealed  enterococci, 
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FIGURE  2.  Light  micrograph  of  biopsy  of  leg  ulcer.  Picture 
characteristic  of  lymphocytic  lymphoma  type  is  evident 
(formaldehyde  fixation,  hematoxylin  and  eosin  stain). 


Bacteroides,  Proteus  mirabilis,  Staphylococcus 
aureus,  and  a Moraxella  species.  During  debride- 
ment, biopsies  from  each  quadrant  of  the  ulcer  were 
taken.  Light  microscopy  revealed  a cellular  popu- 
lation and  distribution  consistent  with  malignant 
lymphoma  in  the  base  and  from  all  quadrants  of  the 
ulcer  (Fig.  2). 

The  patient  was  started  on  intravenous  ceph- 
alosporin antibiotics  with  oral  dietary  supplemen- 
tation of  iron  and  analgesics.  She  was  seen  in  con- 
sultation by  members  of  the  departments  of  derma- 
tology, oncology,  and  radiation  therapy.  Close  re- 
evaluation  of  her  legs  revealed  cutaneous  nodules 
along  the  course  of  the  greater  saphenous  vein  bi- 
laterally. These  were  biopsied,  and  light  microscopy 
revealed  diffuse  poorly  differentiated  malignant 
lymphocytic  lymphoma  of  the  skin  of  the  leg. 

On  the  fifteenth  hospital  day,  combined  liver- 
spleen  scintiscan  with  99m  technetium  sulfur  colloid 
demonstrated  no  filling  defects  and  no  hepatosple- 
nomegaly.  A bone  marrow  test  was  performed  and 
revealed  no  malignant  cells. 

Since  she  was  a devout  Jehovah’s  Witness,  no 
transfusion  or  colloid  infusion  were  accepted.  She 
desired  no  further  operative  therapy  other  than  de- 
bridement, and  was  therefore  placed  on  a combined 
regimen  of  radiation  therapy  and  chemotherapy.  A 
total  of  4,500  rads  with  a 4-Mev.  linear  accelerator  in 
12  treatments  was  administered  to  the  right  leg, 
ankle,  and  foot.  The  left  thigh  received  800  rads  of 
cesium  137.  Simultaneously,  she  received  an  intra- 
venous bolus  of  1.5  mg.  of  vincristine. 

The  ulcer  and  nodules  were  significantly,  but  only 
transiently,  improved  by  the  therapy.  The  margins 
receded,  and  the  base  of  the  ulcer  started  to  granulate 
(Fig.  3).  She  continued  a mildly  febrile  course  with 
temperatures  ranging  from  99  to  101°F.  Multiple 
cultures  of  the  ulcer  and  urine  grew  out  of  a variety 
of  pathogens  including  Klebsiella,  Pseudomonas, 
Prouidencia,  and  diphtheroids.  She  was  supported 
on  hyperalimentation  and  received  local  debride- 


FIGURE  3.  Photograph  of  same  right  ankle  following  four 
weeks  of  combined  radiation  and  chemotherapy.  Local 
improvement  has  occurred. 


ment  as  indicated.  She  expired  on  the  sixty-sixth 
hospital  day,  and  no  permission  was  granted  for 
postmortem  examination. 

Comment 

A case  report  of  an  elderly  Jamaican  female  with 
a chronic  ulcer  of  the  right  ankle  that  was  originally 
judged  to  be  stasis  in  nature  has  been  described. 
Biopsies  of  the  ulcer  and  skin  nodules  along  the 
course  of  the  greater  saphenous  vein,  however,  re- 
vealed cutaneous  malignant  lymphomalymphocytic 
type.  There  was  no  clinical  laboratory,  nuclear,  or 
radiographic  evidence  of  involvement  elsewhere. 
Since  no  postmortem  examination  was  obtained,  the 
cutaneous  localization  could  not  be  completely  con- 
firmed as  a primary  source. 

Malignant  lymphoma  may  be  classified  by  the 
predominant  tumor-cell  type.  Its  cutaneous  form 
may  arise  primarily  in  the  skin  or  be  metastatic  to  the 
skin  from  a site  of  origin  elsewhere.  When  present 
in  the  skin,  plum-colored  papules  of  firm  subcuta- 
neous nodules  occur;  these  frequently  ulcerate  and 
are  clinically  indistinguishable  from  mycosis  fun- 
goides.  The  involved  areas  in  lymphosarcoma  cutis 
generally  demonstrate  compact  masses  of  reticulum 
or  lymphocytic  cells  in  the  mid-  or  deep  cutis  that 
aggressively  invade  and  ulcerate.  The  epidermal  and 
subepidermal  regions  of  the  cutis  are  usually  spared 
and  are,  therefore,  differentiated  from  mycosis  fun- 
goides.1 

Lymphosarcoma  usually  originates  in  the  lym- 
phoid tissue  of  the  nasopharyngeal  ring,  mediasti- 
num, thymus,  or  abdomen.  It  usually  begins  and 
runs  it  course  in  the  lymphoid  tissue  alone.  How- 
ever, 33  percent  will  demonstrate  an  extranodal  site 
as  the  primary  site.2  Cutaneous  involvement  is  the 
tenth  most  frequent  symptom  of  lymphosarcoma. 
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Nonspecific  cutaneous  involvement  is  reported  to 
occur  in  5.5  percent  of  patients  who  demonstrate 
nodular  lesions  that  are  firm,  freely  mobile,  painless, 
elastic  tumors  which  do  not  commonly  ulcerate  but 
grow  slowly.3  Bluefarb4  found  that  29  percent  of 
lymphosarcomas  have  some  cutaneous  involvement 
with  14  percent  demonstrating  specific  metastatic 
nodules. 

Mycosis  fungoides  is  a cutaneous  form  of  malig- 
nant lymphoma.  This  usually  fatal  disease  has  three 
stages:  premvcotic,  infiltrated  plaques,  and  tumors.5 
The  d’emblee  type  begins  with  tumors  and  is  con- 
sidered by  some  to  be  lymphosarcoma. 

In  work  reported  from  the  South  African  Institute 
of  Medical  Research,  skin  tumors  constituted  a large 
proportion  of  the  diagnostic  problems.6’7  In  this 
comparison  of  fair-skinned  European  groups  to 
black-skinned  African  groups,  skin  cancer  accounted 
for  36  percent  of  cancers  in  the  European  group  and 
only  15  percent  of  cancers  in  Africans.  This  is  ap- 
parently due  to  the  frequent  occurrence  of  basal-cell 
carcinoma  in  the  lightly  pigmented  Europeans.8 
The  histopathologic  diagnostic  breakdown  of  tumors 
in  Africans  revealed  that  the  most  important  ma- 
lignant tumors  were:  squamous-cell  carcinoma  39 
percent;  malignant  melanoma  13  percent;  Kaposi’s 
sarcoma  10  percent;  subcutaneous  sarcomas  8 per- 
cent; and  dermatofibrosarcoma  protuberantia  4.4 
percent.9  Further  statistical  evaluation  demon- 
strated an  increased  relative  frequtncy  of  sarcomas 
in  the  African  group.  The  frequency  and  pattern  of 
skin  cancer  appear  to  be  the  results  of  environmental 
protection  from  carcinogenic  ultraviolet  exposure  of 
melanin  pigmentation. 

Although  the  majority  of  leg  ulcers  seen  in  the 
United  States  are  of  nontumor  etiology,  a significant 
number  appear  over  time  on  a surgical  service.  In 
cases  of  any  suspicious  ulcers,  or  perhaps  routinely, 


biopsies  should  be  performed  for  a definite  evalua- 
tion and  work-up  of  these  ulcer  problems. 

Summary 

Cutaneous  malignant  lymphoma  presenting  as  a 
skin  ulcer  of  the  lower  leg  is  a relatively  rare  occur- 
rence. The  case  presented  is  of  an  elderly  Jamaican 
female  with  such  an  ulcer  who  was  originally  diag- 
nosed as  having  stasis  dermatitis.  Because  of  the 
appearance  of  the  ulcer,  multiple  biopsies  were  taken, 
and  a cutaneous  malignant  lymphoma  of  the  lym- 
phocytic type  was  diagnosed.  She  refused  surgical 
intervention  and  was  treated  with  a combination  of 
radiation  therapy  and  chemotherapy  with  significant 
clinical  improvement.  The  importance  of  appro- 
priate application  of  biopsy  in  the  differential  diag- 
nosis of  leg  ulcers  has  been  discussed  and  stressed. 

Department  of  Surgery 
The  Buffalo  General  Hospital 
100  High  Street 
Buffalo,  New  York  14203 
(DR.  CERRA) 
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Dorsal  compression  fractures  of  the  spine  secon- 
dary to  osteopenia  of  the  vertebral  bodies  have  posed 
problems  that  have  plagued  orthopedists  for  many 
years.  The  traditional  cause,  of  course,  has  been 
postmenopausal  osteoporosis  in  the  female.  Ad- 
vancing medical  technology  and  new  pharmacologic 
techniques,  however,  have  created  new  causes  of  os- 
teopenia of  the  spine  and  subsequent  compression 
fracture. 

The  purpose  of  this  report  is  to  point  out  a new, 
usually  young,  group  of  patients  who  are  made  more 
susceptible  to  dorsal  compression  fracture  by  the 
treatment  of  some  underlying  disease  with  anticon- 
vulsants. 

Osteomalacia  and  renal  osteodystrophy  have  been 
reviewed  in  the  past.1  Patients  with  chronic  renal 
disease  have  long  been  known  to  develop  osteoma- 
lacia, and  the  treatment  of  the  renal  disease  with 
dialysis  and  kidney  transplantation  has  often  allowed 
the  osteomalacia  to  progress  to  a clinically  significant 
point.  Apparently  even  the  actual  process  of  dialysis 
often  promotes  calcium  loss.2  In  addition,  several 
medications  used  in  maintaining  these  patients  have 
been  shown  to  promote  mineral  loss  in  bone.  The 
steroids  used  in  immunosuppression  are  a cause  of 
osteoporosis.3  Diphenylhydantoin  (Dilantin)  and 
phenobarbital  used  prophylactically  to  prevent  sei- 
zures have  been  shown  to  promote  osteomalacia.4-6 
Patients  with  chronic  renal  disease  being  treated  with 
dialysis  and  anticonvulsants  compose  an  important 
sector  of  this  group  of  patients  with  an  increased 
potential  for  dorsal  compression  fractures. 

A related  group  are  those  patients  with  primary 


neurologic  disorders  complicated  by  seizures.  The 
seizures  themselves  often  provide  a mechanism  for 
the  compression  fracture.  However,  the  use  of 
phenobarbital  and/or  diphenylhydantoin  to  prevent 
seizures  will  make  the  spine  more  susceptible  to 
fracture  because  these  two  drugs  interfere  with  vi- 
tamin D metabolism  and  cause  osteomalacia.7 

In  summary  then,  any  patient  on  prophylactic 
diphenylhydantoin  and/or  phenobarbital  is  at  an 
increased  risk  of  having  osteomalacia  and  subsequent 
fractures.  Unfortunately,  often  the  underlying 
disease,  such  as  chronic  renal  disease,  also  promotes 
osteomalacia,  placing  the  patient  in  double  jeop- 
ardy. 

Modern  treatment  of  chronic  renal  disease,  which 
in  the  past  was  fatal,  has  extended  life  many  years, 
but  has  allowed  renal  osteomalacia  to  progress;  this 
places  an  ever-increasing  number  of  patients  at  risk 
for  compression  fracture. 

Anticonvulsants,  diphenylhydantoin  and  pheno- 
barbital in  particular,  have  been  noted  clinically  to 
interfere  with  vitamin  I)  metabolism.7  In  an  adult 
population  of  chronic  epileptics  treated  with  phe- 
nobarbital and  diphenylhydantoin,  individually  and 
in  combination,  a significant  number  demonstrated 
hypocalcemia  and  decreased  vitamin  D or  25  OHD3 
(serum  25-hydroxycalciferol).6  Elevation  of  hepatic 
and  bone  isoenzymes  of  alkaline  phosphatase  was 
noted.  Rickets  has  been  reported  in  the  pediatric 
population  following  long-term  anticonvulsant 
treatment.  Elevation  of  alkaline  phosphatase  was 
noted  in  42  percent  of  74  patients  studied  by  Crosley, 
Chee,  and  Berman.5  Calcium  and  phosphorous 
abnormalities  were  minimal.  Radiographic  abnor- 
malities consistent  with  rickets  occurred  in  6 of  the 
74  children;  other  authors  report  similar  find- 
ings.8,9 

Experimentally  the  problem  has  been  worked  out 
using  vitamin  D metabolism  in  the  chick.  Barbitu- 
rates and  hydantoins  are  known  to  increase  the  hy- 
droxylization  of  sterols,  vitamin  D in  particular, 
making  them  less  effective  compounds.  Phenobar- 
bital has  been  shown  to  reduce  the  availability  of 
vitamin  D3  and  24  OHD3  to  stimulate  intestinal 
calcium  absorption  and  bone  resorption.4  This  could 
be  overcome  by  the  addition  of  1,25-diOHD  (dihy- 
droxycalciferol),  suggesting  that  the  phenobarbital 
prevented  the  full  activation  of  the  vitamin.  Phe- 
nobarbital is  also  noted  to  decrease  the  amount  of 
active  l,25-diOHD3  in  the  bone. 

Diphenylhydantoin  also  has  been  shown  to  reduce 
the  amount  of  calcium-binding  protein  and  decrease 
the  amount  of  calcium  transport  in  the  chick.10  The 
effect  seems  to  be  directly  related  to  the  diphenyl- 
hydantoin dose  and  inversely  related  to  the  intake 
of  vitamin  D.  X-ray  film  studies  and  histologic  ex- 
amination of  the  epiphysis  of  the  chicks  revealed 
changes  characteristic  of  rickets.  Increases  in  the 
vitamin  D3  intake  seemed  to  resolve,  at  least  in  part, 
the  changes  in  the  vitamin  D metabolism. 
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FIGURE  1.  Case.  Chest  x-ray  film  findings.  (A)  At  age 
16  early  in  course  of  chronic  renal  disease.  (B)  After  seven 
years  of  anticonvulsant  therapy. 


Case  reports 

Case  1.  A 22-year-old  white  female  had  had  a 
diagnosis  of  chronic  glomerular  nephritis  in  1964.  In 
1968,  she  had  had  an  episode  of  hypoxia  and  cardiac 
arrest  secondary  to  pulmonary  edema,  from  which 
she  had  recovered  with  a hemiparesis  of  the  left  side 
and  intermittent  seizure  activity.  She  was  started 
on  phenobarbital  and  diphenylhydantoin  in  1968.  In 
August,  1975,  she  had  a convulsion  following  dialysis. 
On  resolution  of  the  seizure  she  complained  of  severe 
back  pain  and  was  found  to  have  a compression 
fracture  of  the  fourth  and  fifth  dorsal  vertebrae  with 
about  50  percent  anterior  compression.  She  was 
treated  with  bed  rest  until  symptoms  subsided  and 
then  was  mobilized  with  an  extension  back  brace. 
Calcium  and  phosphorous  levels  varied  with  dial- 
ysis. 

Daily  medications  included  sodium  warfarin 
(Coumadin)  2.5  mg.,  diphenylhydantoin  100  mg., 
phenobarbital  30  mg.,  erisophate  supplement,  mul- 
tiple vitamins,  aluminum  hydroxide,  folate,  and  so- 
dium polystyrene  sulfonate  (Kayexalate). 

Case  2.  A nine-year-old  white  female  was 
healthy  until  March,  1974,  when  she  underwent  a 
craniotomy  for  a pituitary  teratoma.  She  then  was 
treated,  postoperatively,  with  cobalt  irradiation  and, 
with  the  exception  of  blindness  in  the  left  eye  and 
diabetes  insipidus,  she  did  well  postoperatively  on 
the  drugs  noted  here.  She  was  admitted  to  the 
hospital  in  March,  1976,  following  a seizure  secondary 
to  water  intoxication.  In  the  postseizure  state  she 
had  an  episode  of  vomiting  and  afterwards  com- 
plained of  back  pain.  X-ray  films  revealed  moder- 
ately severe  osteopenia  and  a slight  compression 
f racture  of  the  eighth  dorsal  vertebra.  There  was  no 


new  neurologic  deficit.  She  was  treated  with  a few 
days  of  bed  rest  and  mobilized  as  quickly  as  possible. 
When  her  electrolyte  imbalance  was  corrected,  she 
was  discharged  as  ambulatory.  On  this  admission, 
the  serum  calcium  was  9.8,  phosphorous  3.8,  and  al- 
kaline phosphatase  185. 

Medication  after  March,  1974,  was  as  follows: 
phenobarbital  60  mg.  at  bed  time,  diphenylhydantoin 
150  to  200  mg.  (until  January,  1976,  when  it  was 
discontinued  because  of  increasing  osteopenia), 
thyroglobulin  (Proloid)  180  mg.  daily,  vasopressin 
tannate  (Pitressin)  5 units  every  two  to  three  days, 
and  vitamin  D supplement  (Drisdol)  up  to  15,000 
units  a day. 

Comment 

These  two  patients  who  were  treated  with  anti- 
convulsants and  who  subsequently  developed  os- 
teomalacia and  compression  fracture  of  the  dorsal 
spine  have  been  followed  up;  their  medical  histories 
were  noted  previously. 

Case  1 developed  chronic  renal  disease  and  a sei- 
zure disorder,  which  were  treated  with  dialysis  and 
with  both  phenobarbital  and  diphenylhydantoin  for 
eight  years  before  a seizure  caused  a compression 
fracture  of  the  fourth  and  fifth  dorsal  vertebrae. 
Changes  in  her  x-ray  film  findings  over  an  eight-year 
period  are  shown  in  Figure  1.  Not  only  are  the 
compression  fractures  and  the  dorsal  kyphosis  quite 
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FIGURE  2.  Case  2.  Lateral  dorsal  spinal  x-ray  film  findings. 
(A)  Preoperative.  (B)  After  two  years  of  anticonvulsant 
therapy. 


apparent,  but  also  a relative  osteopenia  of  the  ver- 
tebral bodies  at  the  time  of  fracture  can  be  appre- 
ciated. 

Case  2 had  had  a brain  tumor  resected  at  age  seven. 
Lateral  x-ray  films  of  her  dorsal  spine  are  shown  in 
Figure  2.  She  was  treated  with  both  phenobarbital 
and  diphenylhydantoin  for  the  two  years  following 
her  brain  surgery,  with  the  dose  in  the  usual  thera- 
peutic range.  The  x-ray  films  of  her  spine  in  1974 
showed  a normally  developing  seven-year-old  spine 
(Fig.  2A).  Two  years  later  after  removal  of  her  pi- 
tuitary gland  she  had  had  no  linear  growth  and  her 
xray  films  showed  the  development  of  marked  os- 
teopenia (Fig.  2B).  At  that  time  her  alkaline  phos- 
phatase was  elevated,  consistent  with  osteomalacia. 
Her  compression  fractures  occurred  with  minimal 
trauma  (vomiting).  Clinically  and  radiologically  her 
compression  fractures  were  in  the  region  of  the  eighth 
dorsal  vertebra.  It  is  interesting  to  note  that  her 
osteomalacia  progressed  in  the  face  of  vitamin  D 
supplementation  and  discontinuance  of  the  diphe- 
nylhydantoin therapy  when  osteomalacia  was  noticed 
to  be  developing. 

Summary 

These  two  cases  illustrate  clinically  what  might 
have  been  predicted  from  the  experimental  work 
noted  here.  They  also  illustrate  a problem  that  will 
probably  become  more  common  with  the  increased 
use  of  hemodialysis  and  anticonvulsant  therapy. 
Both  these  patients  were  treated  symptomatically 
for  their  compression  fractures.  A back  brace  was 
used  for  a short  period  of  time  in  Case  1 patient,  but 
both  were  encouraged  to  ambulate  as  soon  as  possible 
to  prevent  still  another  cause  of  osteopenia,  disuse 
osteoporosis. 

Experimentally  it  has  been  shown  that  vitamin  D:} 


supplementation  should  aid  in  the  treatment  of  the 
osteomalacia  of  anticonvulsant  therapy.  This  was 
used,  apparently  without  complete  success,  in  one  of 
our  patients. 

In  summary,  patients  with  chronic  renal  disease, 
on  hemodialysis  or  anticonvulsant  t herapy,  or  both, 
have  a number  of  factors  that  predispose  them  to 
osteomalacia  and  fractures.  An  awareness  of  this 
special  population  should  make  the  treatment  and 
prevention  of  the  orthopedic  disease  somewhat 
easier. 
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Postoperative  infections  complicating  open-heart 
surgery  constitute  a major  problem  for  the  surgeons 
involved  because  of  the  poor  response  to  therapeutic 
modalities.  These  infections  vary  from  endocarditis, 
especially  in  association  with  prosthetic  valve  re- 
placements, to  mediastinitis  and  wound  infections 
which  are  more  frequently  seen  with  coronary  artery 
bypass  grafts. 1-3  In  the  past,  the  commonest  or- 
ganisms involved  have  been  Staphlococcus  aureus 
and  Staphlococcus  albus,  Klebsiella,  and  Esche- 
richia coli.  While  the  common  use  of  broad  spec- 
trum antibiotics  like  cephalothin  has  helped  limit 
these  dreaded  infections,  the  emergence  of  oppor- 
tunistic organisms  like  Candida  albicans,  Pseu- 
domonas and  Aspergillus  in  the  same  sites  have  been 
on  the  increase.4-7  Other  favorable  factors  for 
growth  of  these  organisms  are  the  use  of  imnuno- 
suppressants  as  in  cardiac  transplants,  and  in  com- 
promised host  defenses  of  various  other  etiologic 
factors.8  It  is  interesting  to  note  that  one  of  the  first 
cardiac  transplant  patients  in  the  United  States  died 
from  disseminated  Aspergillus  infection.9 

There  have  been  several  reports  of  Aspergillus 
infection  following  cardiac  surgery,  especially  As- 
pergillus endocarditis,  but  none  so  far  dealt  with 
osteomyelitis  of  the  sternum.5  10  Of  the  seven  pre- 
viously reported  cases  of  Aspergillus  osteomyelitis 
in  the  world  literature,  there  has  neither  been  sternal 
involvement  per  se,  nor  association  with  open-heart 
surgery,  which  makes  this  case  unique. 8,1 1 16 

Case  report 

A 61 -year-old  white  male  was  admitted  to  the 
coronary  care  unit  of  Maimonides  Medical  Center  on 
September  2,  1974,  because  of  massive  anterior  lat- 
eral wall  myocardial  infarction  complicated  by  con- 
gest ive  heart  failure  and  arrhythmias.  He  responded 
At  present  ;il  Mercy  Hospital,  Springfield,  Ohio. 


well  to  therapy  and  was  discharged  to  the  regular 
floor  after  eight  days,  only  to  be  readmitted  to  the 
coronary  care  unit  18  hours  later.  Following  a re- 
currence of  severe  chest  pain,  a rasping  holosystolic 
murmur  was  elicited  at  the  left  sternal  border.  A 
clinical  diagnosis  of  ruptured  ventricular  septum  was 
confirmed  at  cardiac  catheterization,  where  a pul- 
monary to  systemic  shunt  of  9:1  was  also  noted.  The 
patient  was  in  cardiogenic  shock  and  responded 
poorly  to  conventional  therapy.  While  still  in  a 
moribund  state,  emergency  open-heart  surgery  was 
performed  on  that  day,  in  which  the  ventricular 
septum  was  closed  with  a Dacron  patch,  and  an  aki- 
netic area  of  the  anterior  apical  wall  of  the  left  ven- 
tricle was  excised.  The  initial  postoperative  course 
was  stormy,  being  complicated  by  hypotension,  co- 
matose state,  and  complete  arreflexia  for  three  days. 
He  responded  thereafter  dramatically  to  pharma- 
cologic doses  of  steroids  for  two  days.  He  was  dis- 
charged two  months  after  the  original  admission. 

Two  weeks  postoperatively  he  developed  pain  in 
the  sternal  area,  which  ultimately  revealed  a sinus 
tract  at  the  proximal  aspect  of  the  sternal  incision. 
Cultures  of  the  sinus  tract  were  sterile.  The  sternal 
wires  were  removed,  on  the  assumption  that  they 
were  responsible. 

He  was  readmitted  five  months  later  because  of  a 
fistula  from  second  left  to  fourth  right  costal  carti- 
lage. Cultures  at  this  time  demonstrated  Aspergil- 
lus. At  operation,  necrosis  and  sequestration  of  the 
anterior  table  of  the  manubrium  and  body  of  the 
sternum  up  to  the  fourth  right  costal  cartilage  was 
observed,  in  addition  to  the  fistula.  The  anterior 
mediastinum  was  not  involved.  Saucerization  of  the 
manubrium  and  excision  of  the  involved  costal  car- 
tilages were  undertaken.  Closed  intermittent  anti- 
biotic irrigations  with  amphotericin  B was  instituted 
for  seven  days,  and  later  changed  to  frequent  dress- 
ings with  providone  iodine  wound  packing.  The 
pathology  report  confirmed  not  only  the  Aspergillus 
but  also  the  osteomyelitis  of  the  sternum.  Only  a 
small  area  of  the  wound  remained  open  at  the  time 
of  discharge,  after  three  weeks  of  hospitalization. 

Cultures  at  the  next  admission,  five  months  later, 
or  roughly  one  year  from  the  first  admission,  dem- 
onstrated S.  albus  from  another  sinus  tract.  Ex- 
tensive debridement  of  the  posterior  table  of  the 
sternum  and  excision  of  second  to  fifth  left  and  right 
costal  cartilages  were  performed.  Silver  nitrate 
soaks  were  applied  frequently. 

In  spite  of  extreme  caution  and  very  meticulous 
wound  care,  he  still  had  to  come  hack  for  a fifth  and 
final  readmission  in  January,  1976,  or  15  months 
after  the  original  admission,  for  another  sinus  tract, 
this  time  at  the  right  fifth  costal  cartilage.  He  also 
was  found  to  have  fungal  infections  of  the  fingernails 
of  the  right  hand  and  left  big  toenail.  The  finger- 
and  toenails  were  removed,  and  wide  excision  of  the 
sinus  tract  in  the  costal  cartilage  was  carried  out. 
Cultures  demonstrated  C.  albicans  of  the  nails  and 
Aspergillus  of  the  sternal  wound.  Silver  nitrate 
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dressings  were  continued  after  initial  irrigations  with 
amphotericin  B.  No  further  recurrent  sinus  tracts 
were  noted  on  subsequent  office  visits.  In  fact,  the 
wound  remained  completely  healed. 

Unfortunately,  no  specific  immunologic  studies 
were  performed  on  this  patient.  Findings  on  serum 
protein  electrophoresis  on  two  occasions  were  es- 
sentially normal.  The  white  blood  count  varied  from 
5,700  to  9,000  during  the  subsequent  visits  for  the 
sinus  tract  of  the  sternal  wound.  The  highest  white 
blood  count  was  15,000  during  the  acute  stage  of  the 
myocardial  infarction,  with  a left  shift  of  70  poly- 
morphonuclear leukocytes,  18  bands,  9 lymphocytes, 
and  three  monocytes. 

Comment 

Aspergillus  osteomyelitis  is  extremely  rare,  with 
only  about  seven  cases  reported  in  the  world  litera- 
ture. Aspergillus  otomycosis  was  once  thought  to 
be  the  most  common  form  because  of  the  fertile  cul- 
ture medium  provided  by  the  cerumen  of  the  external 
auditory  meatus.11*  Recent  reports  now  show  that 
the  lung  is  clearly  the  most  frequently  involved  site. 
In  an  extensive  review  of  the  disease  spectrum  among 
98  patients,  Young  et  al.17  showed  92  cases  of  pul- 
monary involvement.  Similarly,  Khoo,  Sugai,  and 
Leong18  reviewed  23  cases,  19  of  which  involved  the 
lung.  Interestingly,  no  case  in  either  review  involved 
the  bone  per  se.  However,  one  patient  in  the  former 
review  had  positive  bone-marrow  culture  for  As- 
pergillus. 

Findings  on  repeated  chest  x-ray  films  and  sputum 
cultures  in  our  patient  failed  to  demonstrate  pul- 
monary Aspergillus.  Pigeon  crammers,  fur  cleaners, 
wig  makers,  and  farmers  are  more  disposed  to  the 
disease,  but  our  patient  is  not  occupationally  prone 
to  it.17  His  severely  ill  condition  pre-  and  postop- 
eratively,  coupled  with  the  steroids  and  broad- 
spectrum  antibiotics,  are  predisposing  factors. 
Hypotension  and  1owt  cardiac  output  postoperatively 
are  supposedly  associated  w'ith  higher  infection  in 
median  sternotomy  incision.3 

The  portal  of  entry  still  remains  obscure.  Gage  et 
al.6  described  four  cases  of  Aspergillus  infection  after 
open-heart  surgery  and  associated  them  with  positive 
cultures  from  the  operating  and  recovery  rooms, 
possibly  through  the  contaminated  pigeon  excreta 
at  a nearby  windowsill  and  from  moss  on  the  hospital 
roof. 

Treatment  of  Aspergillus  has  been,  in  most  cases, 
fraught  with  dismal  failure  or  mild  response  at  best. 
Amphotericin  B parenterally,  and  steroids,  have  been 
employed  with  little  or  no  beneficial  effect.1719 
Griepps  recently  recommended  intralesional  appli- 
cation of  amphotericin  B,  claiming  up  to  50  percent 
response.  Median  sternotomy  infections  have  been 
treated  variously,  from  very  closed  irrigation  system 
to  radical  debridement  of  the  sternum  combined  with 
systemic  and/or  local  antibiotics  and  frequent 
dressing  changes.3  •20’21  Invariably,  multiple  ses- 


sions of  therapeutic  modality  is  required,  irrespective 
of  the  form. 

Summary 

Infectious  complications  after  open-heart  surgery 
present  difficulties  in  management.  As  more 
broad-spectrum  antibiotics  are  being  used  to  limit 
the  bacterial  infections,  opportunistic  infectious 
organisms  emerge  at  the  same  sites  presenting  similar 
recalcitrant  tendency  to  therapy.  A case  is  presented 
of  Aspergillus  sternal  osteomyelitis  complicating 
successful  emergency  open-heart  surgery  for  a rup- 
tured ventricular  septum  following  myocardial  in- 
farction. A brief  review  of  Aspergillus  infections  and 
therapy  is  presented,  in  addition  to  management  of 
median  sternotomy  infections. 
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Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high- technol- 
ogy’, qua  lity- conscious, 
resea rch-hascd  compan ies 
and  those  made  by 
com  mod i ty- 1\ ye  s u pp  l iers . 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  now  here  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailabilitv  of  all 
marketed  products  at 
any  given  time.  Just  a few' 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  w ere 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracy  cline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly7 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality7  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigr'ates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity7  of 
the  product  that  count. 
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MYTH:  Generic  options  al- 
most alum's  exist. 

FACT:  About  33  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  Tli is 
means,  of  course,  that  for 
only  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


MYTH:  Generic 
prescriptions  air  filled  with 
inexpensive  generics,  thus 
saving  consumers  large 
sums  of  money. 

FACT:  Market  data  show 
that  you  invariably 
prescribe — and  pharma- 
cists dispense — both 
brand  and  generically 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a proven  brand  product. 
Savings  from  voluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


AHT H:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
w as  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
\isits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  anv 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  ev  en  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
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Many  of  the  benign  tumors  of  the  bone  are  either 
chondrogenic  or  osteogenic  in  origin.  Benign  tumors 
of  the  spine,  in  general,  are  rare,  but  among  the  more 
frequently  encountered  bony  lesions  in  the  spine  is 
the  benign  osteoblastoma. 

In  a series  of  413  solitary  tumors  of  the  vertebral 
column  reported  by  Cohen,  Dahlin,  and  MacCarty,1 
37  or  12.6  percent  of  them,  excluding  metastatic 
cancer,  occurred  in  the  cervical  spine.  Osteoblas- 
tomas represented  3.7  percent  of  all  tumors  of  the 
vertebral  column  and  8 percent  of  the  tumors  oc- 
curring in  the  cervical  spine  in  this  series.  The  dis- 
tribution of  their  location  was  fairly  even  between  the 
cervical,  thoracic,  and  lumbar  spine.  Dahlin,2  re- 
porting on  3,987  primary  tumors  of  the  bone,  found 
28  benign  osteoblastomas,  an  incidence  of  0.7  percent 
for  the  ent  ire  series  and  2.7  percent  of  all  benign  tu- 
mors. Of  the  28  benign  osteoblastomas,  9,  or  32 
percent,  occurred  in  the  vertebral  column,  repre- 
senting 4.1  percent  of  all  vertebral  tumors. 

This  report  describes  the  finding  of  benign  osteo- 
blastoma of  the  cervical  spine  in  a 12-year-old  boy 
and  reviews  the  radiologic  and  pathologic  features 
as  well  as  other  characteristics  of  this  rare  benign 
bony  tumor. 

Case  report 

A 12-year-old  mentally  retarded  boy  started  to 
complain  of  neck  stiffness  one  year  prior  to  hospital 
admission;  since  then  he  suffered  intermittent  pain 
in  his  neck  and  shoulder.  The  pain  extended  over 
the  right  posterior  cervical  region,  was  not  associated 
with  neck  movements,  and  varied  in  intensity. 
Sometimes  the  pain  was  quite  severe,  and  at  times 
it  awakened  him  during  the  night.  No  weakness  of 
the  arms  or  legs  was  noted. 

On  examination  he  was  obviously  retarded  and 
functioned  at  a mental  level  far  below  his  physiologic 
age.  He  answered  mostly  in  monosyllables  with 
some  degree  of  dysarthria,  and  was  noted  to  have 
low-set  ears  and  a low  hairline  at  the  nape  of  the  neck. 
There  was  pain  on  rotation  and  tilt  of  the  neck, 
especially  to  the  right,  and  tenderness  on  palpation 
in  the  lower  posterior  cervical  region.  No  bruit  was 
heard.  On  the  right,  the  biceps  and  supinator  re- 
flexes were  absent  and  the  triceps  reflex  depressed; 
the  biceps  ref  lex  was  easily  elicited  on  the  left  with 
i he  triceps  and  supinator  reflexes  absent.  The  ten- 


FIGURE  1.  Lateral  cervical  roentgenogram  10  months  be- 
fore admission  demonstrates  small  cystic,  destructive  lesion 
of  lamina  of  C6.  Cortical  covering  appears  intact  (arrow). 


don  reflexes  in  the  lower  extremities  were  active  and 
equal  and  plantars  flexor  bilaterally.  Sensation  to 
all  modalities  was  intact.  There  was  severe  atrophy 
of  the  infraspinatus,  supraspinatus,  and  deltoid 
muscles  as  well  as  mild  weakness  in  the  triceps  and 
extensors  of  the  wrist. 

Laboratory  studies.  Blood  chemistry  studies 
revealed  a serum  calcium  of  9.6  mg.  per  100  ml.,  in- 
organic phosphorus  4.8  and  5.5  mg.  per  100  ml.,  and 
alkaline  phosphatase  20.8  and  7.4  Bodansky  units, 
respectively.  Creatinine  phosphokinase  and  aldolase 
findings  were  normal.  Chemistry  studies  carried  out 
10  months  before  revealed  an  elevated  inorganic 
phosphorus  of  6.1  mg.  per  100  ml.  (normal  4.5)  and 
alkaline  phosphatase  value  of  14.3  Bodansky  units. 

Radiologic  findings.  Although  findings  on 
roentgenograms  of  the  cervical  spine  obtained  10 
months  previously  were  reported  as  normal,  when 
reviewed,  they  disclosed  a small  destructive,  expan- 
sive lesion  of  the  lamina  of  C (cervical)  6 (Fig.  1). 
Repeat  spine  films  on  admission  revealed  an  ex- 
panding osteolytic  lesion  about  3 cm.  in  diameter  of 
the  posterior  arch  of  C6.  The  mass  appeared  delin- 
eated by  a thin,  bony  shell.  A pressure  erosion  of  the 
spinous  process  of  C5  secondary  to  the  adjacent 
tumor  and  a narrowing  of  the  joint  space  between  the 
C5  and  C6  vertebrae  were  noted.  In  the  anteropos- 
terior view  a round  destructive  lesion  of  the  lamina 
with  a sclerotic  rim  was  evident  (Fig.  2A);  the  lateral 
view  demonstrates  the  expanding  mass  and  the 
pressure  effect  on  the  lamina  (Fig.  2B).  Based  on  the 
radiologic  appearance  the  lesion  was  thought  to  be 
an  aneurysmal  bone  cyst.  A cervical  myelogram 
demonstrated  a mild,  smooth  indentation  of  the  dye 
column  by  the  adjacent,  expanding  bone  lesion,  but 
no  significant  obstruction. 

Operation.  Through  a midline  incision  the  firm 
mass  of  the  bony  cyst  was  easily  palpable.  The  lesion 
extended  into  the  paraspinal  muscles,  more  so  on  the 
right.  The  spinous  process  and  lamina  of  C5  were 
markedly  thinned.  A small  area  of  the  lamina  was 
preserved  on  the  left  side,  and  on  the  right  side  the 
bony  cyst  extended  up  to  and  abutted  on  both  the 
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FIGURE  2.  Spinal  roentgenograms.  (A)  Anteroposterior  view  shows  round,  circumscribed  cystic  mass  of  C6  lamina.  (B) 
Lateral  view  demonstrates  expanding  mass  delineated  by  eggshell-like  sclerotic  rim.  Pressure  effect  on  lamina  above  also 
noted. 


FIGURE  3.  Cross  section  of  gross  specimen.  Tumor  is 
well  circumscribed  and  on  section  exhibits  variegated  ap- 
pearance with  gritty,  friable  portions  alternating  with  soft 
hemorrhagic  ones,  characteristic  of  this  tumor. 

inferior  and  superior  facets.  After  the  lamina  and 
spinous  process  of  C5  were  removed,  the  superior  and 
inferior  border  of  the  bony  mass  was  dissected  and 
delineated.  The  remaining  lamina  and  the  medial 
aspect  of  the  inferior  facet  were  severed  and  removed, 


delivering  the  tumor  in  toto.  The  bony  cyst  mea- 
sured 3 by  2.5  cm.  (Fig.  3).  Hemostasis  from  the 
tumor  bed  was  easily  accomplished,  and  the  wound 
was  closed  in  layers.  The  patient  made  an  un- 
eventful recovery. 

Microscopic  examination.  Microscopic  sections 
showed  the  bony  lesion  to  be  composed  of  numerous 
small  spicules  of  bone  within  a loose,  connective  tis- 
sue matrix.  The  connective  tissue  was  moderately 
vascular.  In  some  areas  the  stroma  also  showed 
moderate  numbers  of  multinucleated  giant  cells. 
The  bony  trabeculae  were  small  and  delicate  and 
frequently  surrounded  by  osteoblasts,  many  of  them 
containing  lacunae  (Fig.  4).  The  final  diagnosis  was 
benign  osteoblastoma. 

On  re-examination  three  years  later,  the  patient 
was  symptom-free  and  denied  any  neck  pain  or 
weakness.  He  had  full  range  of  motion  of  the  cervical 
spine  in  all  directions  with  no  discomfort.  There  was 
a mild  facial  diplegia  with  slight  weakness  of  the  or- 
bicularis oculi  muscles.  The  deep  tendon  reflexes 
were  unchanged,  and  sensation  and  position  sense 
were  intact.  A mild  weakness  in  elevation  of  his  left 


FIGURE  4.  Osteoblastoma.  (A)  Photomicrograph  shows  irregularly  disposed  spicules  of  bone  within  focal,  cellular,  and 
vascular  stroma.  Bone  trabeculae  are  formed  normally.  Numerous  hypertrophied  osteoblasts,  some  conglomerating  into 
tiny  nests,  are  present.  No  atypical  stroma  cells  noted  (hematoxylin  and  eosin  stain,  original  magnification  X 125).  (B) 
High-power  view  shows  irregular  pattern  of  osteoid  deposition  with  little  intervening  stroma.  Numerous  hypertrophied  os- 
teoblasts and  occasional  osteoclast  (hematoxylin  and  eosin  stain,  original  magnification  X 250). 
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shoulder  persisted.  There  was  some  thinning  of  the 
shoulder  girdle  muscles  with  mild  weakness,  but  the 
remaining  strength  was  normal. 

Cervical  spine  films  showed  evidence  of  the  pre- 
vious surgical  resection  of  the  spinous  process  of  C5 
and  C6,  but  no  recurrence  of  the  bony  lesion.  The 
remainder  of  the  cervical  spine  was  normal. 

Comment 

The  benign  osteoblastoma  is  found  among  neo- 
plasms of  the  vertebral  column  under  a variety  of 
diagnoses,  including:  giant-cell  tumor,  osteoid  os- 
teoma, osteogenic  or  ossifying  fibroma,  and  sarcoma. 
Dahlin2  had  originally  employed  the  term  “giant 
osteoid  osteoma”  for  the  benign  osteoblastoma.  It 
was  Lichtenstein3  who  introduced  the  name  “benign 
osteoblastoma”  to  designate  appropriately  this  cat- 
egory of  osteoid-  and  bone-forming  tumors.  The 
term  benign  osteoblastoma  has  become  the  most 
widely  accepted  designation  for  this  tumor.  De 
Souza  Dias  and  Frost4  support  the  suggestions  of 
others  that  osteoid  osteoma  and  benign  osteoblas- 
toma form  variants  of  the  same  process  of  osteo- 
blastic derivation.  They  suggest  the  name  “cortical 
osteoblastoma”  for  the  osteoid  osteoma,  and  for  the 
lesion  arising  in  spongiosa  the  term  “spongeous 
osteoblastoma”  (benign  osteoblastoma).  They  agree 
with  the  findings  in  the  literature  that  benign 
osteoblastomas  expand,  evoke  little  perifocal  bone 
reaction,  usually  exceed  2 cm.  in  diameter,  and  be- 
come enveloped  by  a thin,  radiodense  bony  shell. 
Benign  osteoblastomas  appear  to  occur  twice  as  often 
as  the  osteoid  osteoma  in  the  spine. 

Occurrence.  The  benign  osteoblastoma  is  rare 
and  accounts  for  only  3 to  4 percent  of  benign  tumors 
of  the  hone.1’2  It  shows  a definite  partiality  for  males 
and  is  distinctly  a tumor  of  the  younger-age  group; 
50  to  75  percent  of  them  occur  in  the  first  and  second 
decades.3’5  In  the  report  by  Cohen,  Dahlin,  and 
MacCarty1  82  percent  of  the  benign  osteoblastomas 
were  diagnosed  in  the  first  and  second  decades  of 
life. 

In  contrast  with  other  neoplasms  of  the  bone,  the 
benign  osteoblastoma  manifests  a distinct  predilec- 
tion for  the  vertebrae.  One  third  to  one  half  of  the 
reported  cases  occur  in  the  vertebral  column. 
Among  the  long  bones  of  the  limbs,  the  ones  of  the 
lower  extremity  are  more  affected,  particularly  the 
femur  and  tibia.3  In  the  vertebrae,  the  neural  arch 
is  favored  and  in  many  instances  the  pedicle  is  also 
involved.  Only  when  the  tumor  reaches  considerable 
size  is  the  vertebral  body  involved.  According  to  the 
literature,  18  to  20  percent  of  the  benign  osteoblas- 
tomas occurring  in  the  spine  were  located  in  the 
cervical  area.2,4,5 

Clinical  and  laboratory  findings.  Pain,  usually 
at  the  site  of  the  tumor  and  of  insidious  onset  over 
several  months  to  two  years,  is  the  cardinal  symptom. 
Intermittent  pain  of  variable  intensity,  sometimes 
awakening  the  patient  during  the  night,  was  the  sole 
complaint  in  our  patient.  The  lesion  develops 


slowly,  and  if  the  affected  bone  is  not  covered  by  a 
thick  layer  of  soft  tissue,  local  swelling  and  tender- 
ness of  the  mass  may  be  present.  Depending  on  the 
degree  of  pressure  on  the  adjacent  neural  structures, 
notably  the  emerging  spinal  nerves  or  the  spinal  cord, 
variable  neurologic  deficits  and  weakness,  or  rarely 
paraplegia,  may  ensue.  Sometimes  atrophy  of  the 
adjacent  muscles  is  present. 

Blood  chemistry  determinations  in  our  patient 
disclosed  elevated  inorganic  phosphorus  and  alkaline 
phosphatase  which  were  already  elevated  10  months 
prior  to  admission.  Pochaczevsky,  Yen,  and  Sher- 
man5 also  found  an  elevated  alkaline  phosphatase 
level  but  normal  calcium  and  inorganic  phosphorus 
levels  in  a 12-year-old  boy.  None  of  the  other  reports 
mentioned  any  blood  chemistry  determinations. 

Radiological  features.  Although  some  described 
the  roentgenographic  findings  as  nonspecific,  poorly 
circumscribed,  destructive  lesions,  others  felt  that 
they  were  quite  characteristic.1’2’6  The  radiologic 
findings  consist  of  a well-circumscribed,  predomi- 
nantly osteolytic  expanding  lesion  with  evidence  of 
some  bone  formation  or  a varying  degree  of  calcifi- 
cation. There  is  a tendency  to  erosion  of  the  cortex 
and  production  of  a soft-tissue  mass  which  is  usually 
well-delineated  by  a calcific  shell.  Calcification 
appears  to  increase  with  the  duration  of  the  tumor.5 
Occasionally  the  tumor  is  surrounded  by  a thin  layer 
of  bone  beneath  an  expanded  periosteum,  giving  an 
appearance  similar  to  that  of  an  aneurysmal  bone 
cyst.  These  findings  were  characteristic  and  obvious 
in  our  case  (Fig.  2).  Occasionally  scoliosis  of  the  af- 
fected spine  has  been  described.7 

The  myelographic  findings  in  case  of  spinal-cord 
compression  are  consistent  with  an  extradural  mass. 
A mild  extradural  indentation  was  noted  in  the  case 
reported  here.  A complete  myelographic  block 
is  unusual.  Angiographic  findings  show  a vascu- 
lar blush  with  increased  vascularization  of  the 
lesion.4,7 

Tumor  growth.  Aside  from  the  length  of  symp- 
tomatic occurrence  in  these  patients,  very  little  is 
documented  about  the  rate  of  tumor  growth. 
Judging  from  the  radiologic  appearance  of  the  cer- 
vical spine  in  our  patient  the  lesion  expanded  rapidly 
to  a considerable  size  over  the  period  of  10  months 
(Figs.  1 and  2).  Pochaczevsky,  Yen,  and  Sherman5 
also  referred  to  the  tumor  growth  based  on  radiologic 
observations.  In  one  case  the  lesion  had  markedly 
increased  in  size  in  a period  of  two  and  one-half  years, 
and  in  another  a significant  increase  was  noted  over 
a period  of  eight  months.  From  these  radiologic 
observations,  it  is  fair  to  conclude  that  the  lesion  once 
established  increases  rather  rapidly  in  size. 

Pathology.  The  gross  pathologic  features  are 
relatively  characteristic.  However,  only  a few  lesions 
can  be  excised  as  completely  intact  tumors.  The 
tumor  is  reasonably  well-circumscribed  and  grossly 
appears  reddish.  The  tissue  is  hemorrhagic,  granular 
and  friable,  and  quite  vascular,  and  its  osteoid  com- 
ponent shows  variable  degrees  of  calcification.  The 
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consistency  of  older  lesions  resembles  that  of  can- 
cellous bone;  in  some  cases  there  is  a thin  sclerotic 
rim  around  the  tumor.  If  the  cortical  hone  is  defec- 
tive, there  is  thickened  periosteal  connective 
tissue. 

The  microscopic  features  are  extremely  variable 
and  account  for  the  confusion  in  the  literature.  The 
osteoblastoma  is  composed  of  varying  amounts  of 
trabeculae  of  more  or  less  calcif  ied  osteoid  in  a well- 
vascularized  osteoblastic  connective-tissue  stroma.6 
There  is  actively  proliferating  connective  tissue, 
dense  sheaths  of  osteoid,  and  irregular  calcified  new 
hone,  with  little  intervening  connective-tissue  stro- 
ma, and  many  giant  cells  (Fig.  4).  Focal  calcifica- 
tions of  osteoid  in  some  areas  may  be  quite  heavy. 
Some  tumors  apparently  develop  through  the  growth 
of  focal  nodular  aggregates  of  osteoblasts  in  different 
stages  of  maturation  and  tend  to  he  multicentric. 
Most  of  them  contain  numerous  blood  vessels  of  di- 
lated capillary  type  and  may  exhibit  conspicuous 
extravasation  of  blood.  Some  of  the  lesions  exhibit 
features  of  aneurysmal  bone  cysts. 

Differential  diagnosis.  Lesions  to  he  differen- 
tiated from  an  osteoblastoma  are:  osteoid  osteoma, 
fibrous  dysplasia,  fibrous  osteoma  or  ossifying  fi- 
broma, giant-cell  tumor,  aneurysmal  hone  cyst,  ma- 
lignant lymphoma,  and  osteogenic  sarcoma.  Al- 
though there  has  been  a tendency  to  label  some  of  the 
fibrous  dysplasia  as  fibrous  osteoma  or  ossifying  fi- 
broma, their  differentiation  microscopically  should 
not  be  too  difficult.  Fibrous  dysplasia  on  the  whole 
is  more  fibrous  and  less  vascular,  and  the  bony  tra- 
beculae are  formed  by  metaplasia  of  connective  tissue 
and  are  not  rimmed  by  osteoblasts.  In  giant-cell 
tumors,  the  irregularly  dispersed  multinuclear  cells 
observed  represent  osteoclasts  or  macrophages  in 
proximity  to  blood  vessels  or  within  fields  of  blood 
extravasation,  rather  than  syncytial  tumor  cells. 
The  findings  of  irregular  heavy  columns  or  long 
crisscrossing  streamers  of  osteoid  or  new  bone  raise 
a strong  suspicion  of  an  osteogenic  sarcoma.'5 

Osteogenic  sarcoma  so  rarely  involves  the  spine 
that  the  misdiagnosis  of  a benign  osteoblastoma  is  an 
easy  diagnostic  pitfall.  Marsh  and  Choi8  reported 
a 17-year-old  girl  with  massive  destruction  of  the  fifth 
and  sixth  cervical  vertebrae  from  a primary  osteo- 
genic sarcoma.  The  rapid  progression  in  this  case 
and  the  primary  location  in  the  vertebral  bodies, 
rather  than  the  posterior  elements,  pointed  to  the 
malignant  condition.  Another  rare  lesion  to  be 
considered  in  the  differential  diagnosis  is  the  neuri- 
lemmoma within  the  vertebral  body.9 

Treatment  and  prognosis.  The  treatment  of 
choice  is  excision  of  the  entire  tumor,  hut  incomplete 
surgical  removal  has  resulted  in  regression  or  arrest 
of  the  lesion  and  occasionally  in  cure.  Curettement 
with  bone  grafting  has  also  been  used.  The  lesion  in 
the  neural  arch  of  the  vertebra  requires  excision  of 
the  tissue  mass  responsible  for  the  extradural  com- 
pression of  the  spinal  cord  or  its  nerve  roots.  The 


fortunate  opportunity  in  our  case  to  excise  the  bony 
lesion  in  toto  is  an  infrequent  occurrence.  Radiation 
therapy  is  controversial  and  its  effectiveness 
doubtful. 1 Dahlin  mentioned  a fatal  fibrosarcoma 
developing  in  the  same  region  10  years  after  roentgen 
irradiation  therapy  for  an  osteoblastoma. 

Benign  osteoblastoma  is  not  a malignant  lesion, 
and  its  response  to  treatment  is  generally  good. 
However,  Lichtenstein1  reported  one  case  with  local 
recurrence  of  the  tumor  nine  years  after  laminectomy 
and  incomplete  removal  of  the  tumor  followed  by 
roentgen  irradiation.  Also,  Matson10  referred  to  a 
seven-year-old  girl  with  an  osteoblastoma  involving 
the  cervical  spine  and  occiput  which  progressed  re- 
lentlessly to  death  in  spite  of  two  surgical  procedures 
and  two  courses  of  radiation  therapy.  Occasionally, 
an  osteoblastoma  may  undergo  malignant 
changes.2,3 

Summary 

A case  of  a 12-year-old  hoy  with  a benign  osteo- 
blastoma of  the  cervical  spine  has  been  presented. 
There  was  no  recurrence  five  years  after  complete 
removal  of  the  tumor  supporting  the  opinions  about 
the  favorable  prognosis  of  this  lesion.  The  discussion 
includes  the  confusing  terminology  and  differential 
diagnosis,  the  more  characteristic  roentgenographic 
findings,  and  the  pathologic  features  of  this  rare  bony 
tumor. 

Clinical  Center 
462  Grider  Street 
Buffalo,  New  York  14215 
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versity of  New  York  at  Buffalo,  for  the  illustrations. 
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Testicular  tumors  are  generally  malignant.  Benign 
tumors  are  rarely  encountered.  Invariably  a benign 
testicular  tumor  is  discovered  after  orchiectomy  is 
performed  for  a suspected  maligant  tumor.  Epi- 
dermoid cysts  are  rare  benign  tumors  of  testes  and 
constitute  approximately  1 percent  of  all  testicular 
tumors.1  An  excellent  review  by  Price2  of  69  cases 
from  the  testicular  tumor  registry  of  the  American 
Registry  of  Pathology  was  published  in  1969. 

Case  reports 

Case  1.  A 14-year-old  white  male  sought  urolog- 
ical consultation  for  gross  hematuria  of  five  days’ 
duration,  following  trauma  to  the  scrotum.  An  ex- 
amination revealed  a hard  left  testicular  tumor. 
There  was  history  of  relatively  severe  scrotal  trauma, 
approximately  three  years  previously,  with  no  ap- 
parent sequelae.  A physical  examination  was  es- 
sentially unremarkable.  An  intravenous  pyelogram 
was  within  normal  limits.  A urinalysis  showed  90  to 
1 00  red  blood  cells  per  high  power  field.  A urinary 
chorionic  gonadotropin  test  finding  was  negative.  A 
radical  left  orchiectomy  was  performed.  The  sur- 
gical specimen  consisted  of  a testis  with  attached 
spermatic  cord.  The  testis  measured  5.8  by  3 by  3 
cm.,  and,  on  sectioning,  revealed  an  intraparenchy- 
mal  cyst,  1.6  cm.  in  diameter,  filled  with  laminated 
keratin  (Fig.  1).  Microscopic  examination  showed 
stratified  squamous  epithelium  with  marked  kera- 
tinization  ( Pig.  2).  There  was  no  evidence  of  any  skin 
appendages  or  parenchymal  scar.  The  patient  was 
discharged  three  days  after  surgery  for  follow-up  in 
the  office  for  hematuria. 

Case  2.  A 23-year-old  white  male  was  noted  to 
have  a hard  lump  in  the  left  testicle.  The  patient  was 
unaware  of  its  presence.  The  rest  of  the  physical 
examination  findings  were  negative.  An  intravenous 
pyelogram  result  was  also  normal.  A radical  left 
orchiectomy  was  performed.  The  surgical  specimen 

insisted  of  a testis  with  attached  spermatic  cord. 


FIGURE  1.  Case  1.  Gross  specimen  demonstrating  in- 
traparenchymal  cyst  filled  with  laminated  gray-tan  mate- 
rial. 


FIGURE  2.  Photomicrograph  illustrates  cyst  lining  com- 
posed of  flattened  squamous  epithelium  with  laminated 
keratin  (contents  of  cyst)  on  right  and  relatively  atrophic 
seminiferous  tubules  on  left  (original  magnification  X 
400). 

The  testis  measured  5.5  by  2 by  3 cm.,  and  on  sec- 
tioning, revealed  an  ovoid  intraparenchymal  cyst, 
measuring  2.9  by  2 cm.,  filled  with  laminated  keratin. 
There  was  no  evidence  of  scar  in  the  adjoining  tes- 
ticular tissue.  Microscopic  examination  revealed  a 
stratified  squamous  lining  with  marked  keratiniza- 
tion.  No  skin  appendages  were  identified.  There 
was  no  identifiable  parenchymal  scar. 

Comment 

The  clinicopathologic  importance  of  epidermoid 
cysts  of  the  testes  is  twofold.  In  the  first  place,  it  is 
almost  impossible  to  differentiate  them  clinically 
from  malignant  tumors.  Hence,  inguinal  orchiec- 
tomy is  the  treatment  of  choice.  An  attempt  at  e- 
nucleation  can  produce  seedlings,  and  furthermore, 
a thorough  pathologic  examination  might  be  im- 
possible in  such  a case.  Second,  the  pathologist  must 
examine  the  cyst  lining  and  adjoining  parenchyma 
carefully  to  rule  out  the  possibility  of  a mature  ter- 
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atoma.  In  such  cases,  one  would  find  skin  append- 
ages, fibrous  scar,  or  other  teratomatous  elements. 
In  one  case  reviewed  by  Price,2  originally  diagnosed 
as  epidermoid  cyst,  metastases  reportedly  developed. 
On  review,  a definite  hyalin  scar  formation  was  found 
adjacent  to  the  cyst. 

The  histogenesis  of  these  lesions  is  not  clear.  It 
is  possible  that  they  may  represent  a monodermal 
development  of  a teratoma.  Both  patients  have  been 
reported  as  alive  and  free  of  disease. 

Summary 

Two  additional  cases  of  epidermoid  cyst  of  testes 


Leukemia  Society’s  research  grants 
reach  record  high  topping  $2  million 

The  search  for  a cure  or  control  of  leukemia  will  accel- 
erate in  the  year  ahead  with  the  aid  of  research  grants  from 
the  Leukemia  Society  of  America,  Inc.,  that  total  more  than 
$2  million. 

Sixty-two  medical  scientists  have  been  awarded  grants 
by  the  Society  since  January  1,  according  to  Judge  Yacobi. 
They  include  15  Scholars  who  will  receive  $100,000  over  a 
five-year  study  period,  20  Special  Fellows,  and  27  Fellows 
whose  awards  are  $31,000  and  $25,000  respectively  for 
two-year  study  periods.  The  grants  went  into  effect  on 
July  1.  At  that  time,  the  Society  began  supporting  the 
research  of  133  scientists  at  60  institutions  in  the  United 


are  presented.  Their  clinicopathologic  significance 
is  discussed  in  brief. 

Huntington  Hospital 
270  Park  Avenue 
Huntington,  N.Y.  11743 
(DR.  DUA) 
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States  and  abroad. 

Grantees  are  working  in  the  fields  of  immunology, 
virology,  chemotherapy,  and  the  basic  sciences  as  they  are 
related  to  leukemia  and  allied  diseases  of  the  blood-forming 
organs.  “The  purpose  of  the  grants  is  to  encourage  out- 
standing young  scientists  to  dedicate  their  lives  to  the 
conquest  of  leukemia.  Although  significant  progress  has 
been  made,  the  disease  still  strikes  some  22,000  Americans 
every  year — and  it  kills  more  than  15,000  of  them.” 

The  Society  also  sponsors  a financial  aid  program  for 
needy  patients  as  well  as  professional  and  public  education 
programs.  This  three-pronged  attack  on  leukemia  is 
carried  out  by  the  Society’s  51  Chapters  in  major  cities 
throughout  the  country.  National  Headquarters  are  at  211 
East  43rd  Street,  New  York,  N.Y.  10017. 
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Renal-Cell  Carcinoma 


Discovered  on  hypertension  urograms* 


ALBERT  P.  SUTTON,  M.D. 

New  Hyde  Park,  New  York 

From  the  Department  of  Urology,  Long  Island  Jewish-Hillside 
Medical  Center 

Three  silent  renal  carcinomas  were  recently  dis- 
covered and  treated  at  the  Long  Island  Jewish- 
Hillside  Medical  Center.  They  were  found  during 
hypertension  work-up  on  urograms,  and  confirmed 
by  angiography.  Silent  renal-cell  carcinomas  have 
also  been  found  on  intravenous  urograms  performed 
for  prostatism,  preoperative  work-up  for  gynecologic 
surgery,  anemia,  polycythemia,  fever  of  unknown 
etiology,  and  pathologic  fractures. 

Unilateral  parenchymal  renal  disease  hyperten- 
sion, such  as  unilateral  pyelonephritis,  congenital 
hypoplasia,  and  atrophy,  can  be  a cause  of  hyper- 
tension. Nephrectomy  can  improve  or  even  cure  the 
hypertension  in  25  to  40  percent  of  such  cases,  but 
one  cannot  predict  exactly  which  case  will  benefit. 
In  two  of  the  three  cases  to  be  presented,  there  has 
been  relief  of  the  hypertension. 

Case  reports 

Case  1.  A 48-year  old  male  was  found  to  have 
recent  hypertension  on  a routine  examination  by  his 
internist.  On  admission  his  blood  pressure  varied 
from  150/96  to  160/110.  Findings  on  chest  x-ray 
films  were  negative.  The  examination  of  his  abdo- 
men did  not  reveal  any  masses  or  bruits.  The  he- 
matocrit was  42,  blood  chemistries  were  all  normal, 
urinalysis  findings  were  negative,  and  intravenous 
urogram  revealed  a mass  in  the  left  kidney  (Fig.  1A). 
The  angiogram  showed  tumor  vascularity  (Fig. 
IB). 

A radical  transperitoneal  left  nephrectomy  was 
performed.  Pathologic  examination  revealed  the 
tumor  to  be  renal-cell  carcinoma,  with  no  tumor  in 
the  lymph  nodes  or  renal  veins.  There  was  no  im- 
provement in  his  hypertension,  but  there  was  no 
evidence  of  metastasis  after  three  years. 

Case  2.  A 36-year-old  woman  was  recently  found 

Read  at  the  7.'irrl  Annual  Meeting  of  the  New  York  Section  of 
I he;  American  Urologic  Association,  Southampton,  Bermuda, 
September,  197.r>. 


FIGURE  1.  Case  1.  (A)  Intravenous  urogram  showing  large 
mass  in  left  kidney.  (B)  Angiogram  showing  tumor  vascu- 
larity. 


to  be  hypertensive,  with  blood  pressure  up  to  190/ 
130.  She  was  not  responding  to  treatment  with 
methyldopa,  MSI)  (Aldomet)  and  diazoxide.  Her 
past  history  revealed  toxemia  during  her  first  preg- 
nancy. On  examination  a mass  was  palpable  in  the 
left  flank.  Her  chest  x-ray  film  finding  was  negative. 
The  hematocrit  was  37,  blood  chemistries  were  nor- 
mal, and  urinalysis  showed  microscopic  hematuria. 
An  intravenous  urogram  revealed  a left  renal  mass 
with  tumor  vascularity  on  angiogram  (Fig.  2).  Blood 
renin  levels  were  normal.  A transperitoneal  radical 
nephrectomy  was  performed.  Pathology  revealed 
renal  cell  carcinoma,  with  no  evidence  of  tumor  in  the 
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FIGURE  2.  Case  2.  (A)  Intravenous  urogram  showing  mass  in  left  kidney.  (B)  Angiogram  showing  tumor  vascularity  in 
mass. 


lymph  nodes  or  renal  veins.  The  renal  parenchyma 
uninvolved  by  tumor  appeared  microscopically 
normal.  Following  surgery,  the  patient’s  pressure 
became  normal,  and  after  two  years  remained  nor- 
motensive  without  evidence  of  metastasis. 

Case  3.  A 56-year-old  male  was  admitted  to  the 
psychiatric  floor  for  shock  therapy  for  recent  mental 
depression.  The  internist  asked  to  clear  him  medi- 
cally found  hypertension  with  blood  pressure  read- 


ings up  to  180/130.  Physical  examination  did  not 
reveal  any  masses.  The  chest  x-ray  film  findings 
were  negative,  hematocrit  was  49.5,  blood  chemistries 
were  normal,  and  urinalysis  findings  were  negative. 
Intravenous  urogram  and  tomograms  revealed  a mass 
at  the  lower  pole  of  the  right  kidney  and  a small  mass 
on  the  lateral  border  of  the  left  kidney  (Fig.  3A). 
Renal  angiograms  showed  the  right  mass  to  be 
avascular,  but  on  the  left  side,  selective  studies  of  the 
lower  of  two  renal  arteries  showed  tumor  vascularity 


outer  border  of  left  kidney.  (B)  Selective  angiogram  of  lower 
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(Fig.  3B).  At  surgery,  exploring  transperitoneally, 
the  right  renal  mass  was  a cyst,  which  was  unroofed. 
A left  radical  nephrectomy  was  performed,  with  the 
finding  of  a renal  cell  carcinoma,  with  uninvolvement 
of  the  renal  veins  and  lymph  nodes.  The  patient  has 
remained  normotensive  two  years  after  surgery, 
without  evidence  of  metastasis. 

Conclusion 

Possible  explanations  for  the  reversible  hyper- 
tension in  two  of  these  cases  may  be  due  to  com- 
pression of  renal  parenchyma  by  the  tumor,  com- 
pression of  branches  of  the  renal  artery,  or  arterio- 
venous fistulas  within  the  tumor.  Coincidentally, 
all  three  tumors  were  on  the  left  side. 


Animal  tests  of  drugs 
for  cancer  held  invalid 

Giving  animals  huge  doses  of  drugs  to  determine  whether 
the  drugs  cause  cancer  does  not  tell  scientists  whether  the 
drug  would  cause  cancer  in  humans,  says  a communication 
in  the  July  6 Journal  of  the  American  Medical  Associa- 
tion. 

I)r.  John  C.  Ballin,  Director,  Department  of  Drugs, 
American  Medical  Association,  commenting  on  the  NCI’s 
(National  Cancer  Institute’s)  project  of  testing  commonly 
used  drugs  for  their  possible  carcinogenic  effect  in  animals, 
points  out  that  the  animals  often  are  fed  doses  exceeding 
the  usual  human  consumption  by  factors  of  50-,  100-,  or 
1,000-fold. 

Results  of  such  tests  have  recently  been  released  for  re- 
serpine,  a common  antihigh  blood  pressure  drug,  and 
methapyralene,  an  antihistamine.  They  may  cause  cancer 
in  animals  in  massive  overdoses,  but  “the  conditions  of  use 
in  such  tests  hear  little  relation  to  the  conditions  of  use  in 
human  patients.” 


Hunt  et  al.*  reported  in  1969  that  7 cases  of 
tumor  were  found  on  nephrology  consultations  on 
500  patients  with  hypertension.  There  was  no 
mention  of  any  improvement  after  surgery. 

Summary 

Three  cases  of  silent  renal  cell  carcinoma  were 
found  on  hypertensive  urograms,  with  permanent 
reversal  to  the  normotensive  state  after  nephrec- 
tomy. 

1300  Union  Turnpike 
New  Hyde  Park,  N.Y.  11040 
* Hunt,  J.  C.,  Strong,  C.  G.,  Harrison,  E.  G.,  Jr.,  and  Furlow,  W. 
L.:  Hypertension  associated  parenchymal  renal  disease,  Car- 

diovasc.  Clin.  1:  114  (1969). 


It  is  possible,  Dr.  Ballin  says,  that  many  chemicals,  such 
as  saccharin,  can  induce  cancer  in  animals  if  huge  doses  are 
given  during  an  entire  lifetime. 

“This  does  not  mean,  however,  that  such  drugs  or 
chemicals  are  carcinogenic  in  man  when  taken  according 
to  labeled  directions.  Aside  from  the  enormous  differences 
in  dose  and  duration,  it  is  not  possible  to  extrapolate  data 
derived  from  animal  experiments  to  human  response,”  Dr. 
Ballin  declares. 

“Since  the  results  of  these  NCI  tests  do  not  prove  that 
the  drugs  are  carcinogenic  to  man  under  usual  circum- 
stances of  use,  it  would  he  unfortunate  if  patients  discon- 
tinued their  use  as  a panic  response  to  the  animal  test 
findings.  In  the  case  of  reserpine,  for  example,  the  hazard 
to  health  from  untreated  hypertension  (high  blood  pres- 
sure) far  exceeds  an  unproved  risk  of  cancer.” 

Testing  of  common  drugs  for  cancer-causing  potential 
is  in  the  public  interest,  but  the  NCI  should  conduct  con- 
firmatory studies  in  which  the  dose  and  duration  of  ad- 
ministration more  closely  approximate  the  usual  human 
exposure,  he  says. 
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Bronchopneumonia  and 
Endocarditis 

Caused  by  Acinetobacter  anitratum 
( Herellea  vaginicola) 

KENNETH  A.  ALTMAN,  M.D.,  F.A.C.P. 
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FRANK  SACKS,  M.D. 

New  York  City 

From  the  Department  of  Medicine,  The  Roosevelt  Hospital,  and 
the  College  of  Physicians  and  Surgeons,  Columbia  University 


Within  the  past  decade,  there  have  been  increasing 
numbers  of  reports  of  rare  bacterial  infections  usually 
occurring  in  patients  who  are  receiving  immuno- 
suppressive therapy.  The  following  case  report  de- 
scribes a patient  with  Herellea  vaginicola  ( Acine- 
tobacter anitratum),  septicemia,  and  endocarditis 
suffered  as  a result  of  trauma.  The  organism  A. 
anitratum,  a gram-negative  pleomorphic  organism, 
resides  among  the  commensal  flora  of  skin,  oro- 
pharynx, and  perineum.  This  opportunistic  path- 
ogen has  been  involved  most  often  in  sepsis  secon- 
dary to  indwelling  intravenous  catheters,  and  in 
respiratory  and  urinary  tract  infection.1-4  Com- 
monly acquired  in  a hospital,  debilitated  or  chroni- 
cally diseased  hosts  predominate  in  most  series  of  A. 
anitratum  infections,  although  infections  in  appar- 
ently healthy  individuals  have  been  reported.2’4’1'1  A 
search  of  the  world  literature  reveals  only  four  pre- 
viously reported  cases. 

Case  report 

A 46-year-old  ship’s  radio  operator  was  admitted 
to  The  Roosevelt  Hospital  on  September  6,  1975, 
following  two  days  of  chest  pain  and  dyspnea.  The 
patient  was  in  good  general  health  and  had  had 
negative  findings  on  routine  physical,  laboratory, 
radiologic,  and  electrocardiographic  examinations, 
one,  three,  and  four  years  prior  to  admission,  in 
conjunction  with  his  employment.  He  admitted  to 
heavy  alcohol  consumption  when  on  shore  leaves,  and 
smoked  two  to  three  packs  of  cigarettes  per  day  for 
many  years.  He  had  a dental  extraction  three 
months  prior  to  admission  and  had  just  completed 
four-month  voyage  to  Africa  when  he  received 
ultiple  stab  wounds  with  a fork  while  outside  a 
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restaurant  in  New  York  City  26  days  prior  to  ad- 
mission. Pustular  skin  lesions  appeared  two  and 
three  weeks  later  on  the  extremities.  Malaise  and 
anorexia  occurred  one  week  prior  to  admission,  fol- 
lowed by  fever,  dyspnea,  and  chest  pain  on  inspira- 
tion. 

On  admission,  the  patient  was  febrile  to  102. 7°F. 
with  a pulse  of  108  and  respirations  at  40  per  minute. 
There  were  diffuse  inspiratory  rales  and  wheezes. 
The  liver  was  felt  3 fingerbreadths  beneath  the  right 
costal  border.  There  were  no  petechiae,  nor  were 
splenomegaly,  cardiac  murmurs,  or  gallops  noted. 
Many  round  circumscribed  impetiginous  skin  lesions, 
some  with  eschar  formation,  were  on  the  lower  ex- 
tremities, along  with  well-healed  linear  wounds  on 
the  left  arm  and  back.  In  the  arterial  blood  the  pH 
was  7.53,  oxygen  pressure  was  54  mm.  Hg,  partial 
carbon  dioxide  pressure  was  32  mm.  Hg,  and  bicar- 
bonate ion  was  25  meg.  per  liter.  White  blood  count 
was  6,900  with  69  percent  polymorphonuclear  leu- 
kocytes and  15  percent  band  forms.  The  erythrocyte 
sedimentation  rate  was  54  mm.  per  hour.  A diffuse 
bilateral  interstitial  infiltrate  and  a normal-sized 
heart  were  noted  on  chest  x-ray  examination. 
Electrocardiogram  finding  was  normal.  Gram  stain 
of  the  sputum  showed  mixed  flora  with  pus  cells. 

Gentamicin  sulfate,  60  mg.  every  eight  hours  and 
cephapirin  sodium,  2 Gm.  every  six  hours  were 
started  intravenously.  Hypoxemia  lessened  after 
nasal  oxygen.  Pretreatment  blood  and  sputum 
cultures  grew  A.  anitratum  sensitive  to  erythromy- 
cin, tetracycline,  chloramphenicol,  kanamycin  sul- 
fate, gentamicin  sulfate,  carbenicillin,  and  resistant 
to  ampicillin  and  cephalosporins.  Sputum  and  skin 
cultures  additionally  produced  Staphlococcus  au- 
reus resistant  to  penicillin.  Erythromycin,  500  mg. 
orally  every  six  hours  was  added  on  the  fifth  hospital 
day.  Concurrently,  the  fever  began  to  abate,  the 
chest  x-ray  findings  became  clear  except  for  residual 
infiltrative  changes  in  the  left  lower  lobe,  and  the  skin 
lesions  healed.  After  the  initiation  of  treatment, 
blood  and  sputum  cultures,  including  those  for 
acid-fast  bacillus  and  fungus,  were  negative  for 
bacteria. 

On  the  tenth  hospital  day,  gentamicin  was  termi- 
nated. On  the  sixteenth  hospital  day,  while  the  pa- 
tient was  receiving  erythromycin  orally,  and  cepha- 
pirin sodium  intravenously,  a grade  1/6  early  diastolic 
murmur  was  first  heard  intermittently  by  one  ob- 
server only  at  the  lower  left  sternal  border  and  second 
right  intercostal  space.  At  the  time,  the  patient  was 
afebrile  with  only  a few  rales  remaining  at  the  left 
base.  Erythromycin  was  stopped  one  day  later  after 
a two-week  total  course. 

On  the  twenty-first  hospital  day,  one  hour  after 
receiving  a final  intravenous  dose  of  cephapirin  so- 
dium, the  fever  recrudesced,  and  the  diastolic  mur- 
mur reappeared,  accentuated  by  handgrip.  This  was 
later  confirmed  by  many  observers.  After  36  hours, 
the  temperature  was  103.8°F.,  rales  increased  bilat- 
erally, and  the  diastolic  murmur  persisted.  Chest 


x-ray  film  showed  new  diffuse  bilateral  infiltrates. 
The  electrocardiogram  result  was  normal,  and  there 
was  no  leukocytosis. 

The  diagnosis  of  bacterial  endocarditis  due  to  A. 
anitratum  was  made,  and  gentamicin,  GO  mg.  every 
six  hours,  was  again  started  intravenously.  The  fever 
resolved  within  50  hours.  Oxacillin  sodium,  2 (Im. 
intravenously,  every  four  hours,  was  added  at  that 
time.  Multiple  blood  cultures  during  the  36  hours 
off  antibiotics  showed  no  growth  for  bacteria  after 
one  week  of  incubation.  Sputum  cultures  were 
negative  for  bacteria  as  well.  Echocardiogram  of  the 
anterior  mitral  leaflet  showed  extra  echos  in  early 
diastole  and  a small  right  ventricle  as  nonspecific 
findings.  Phonocardiogram  findings  were  normal. 
The  patient  made  an  uneventful  recovery  without 
recurrence  of  fever  for  five  days  after  completing 
three-  and  four-week  courses  of  intravenous  oxacillin 
sodium  and  gentamicin  respectively.  The  following 
additional  investigations  showed  normal  findings: 
sputum  cytology,  serum  cold  agglutinins,  myco- 
plasma complement  fixation,  as  to  titer,  toxoplasma 
titer,  histoplasmin  latex  fixation,  fungal  titers,  febrile 
agglutinins,  serum  electrophoreses,  and  immuno- 
phoresis.  The  liver  was  enlarged  on  technetium  scan 
and  ultrasound  examination,  and  transient  elevations 
of  lactic  dehydrogenase,  serum  glutamic  oxaloacetic 
transaminase,  and  alkaline  phosphatase  were  present 
on  admission.  A refractory  normochromic,  normo- 
cytic  anemia  (hematocrit  33)  with  target  cells  and 
stomatocytosis  was  attributed  to  infection  after  bone 
marrow  biopsy  or  liver  disease,  and  results  of  tests  for 
hemolysis  were  normal. 

He  was  discharged  on  the  fifty-sixth  hospital  day 
with  a residual  infiltrate  remaining  in  the  left  lower 
lobe. 

Comment 

A 46-year-old  ship’s  radio  operator,  intermittently 
an  ethanol  abuser  but  in  good  general  health,  con- 
tracted disseminated  A.  anitratum  infection  two 
weeks  after  stab  wounds  with  a fork.  The  inoculum, 
having  either  a dermatologic  or  oropharyngeal  origin, 
entered  through  the  skin,  first  manifested  as  impe- 
tigo and  later  as  bronchopneumonia  necessitating 
hospitalization.  An  endocarditic  focus  of  A.  anit- 


ratum sepsis  was  suggested  by  the  appearance  of  a 
diastolic  murmur  six  days  after  cessation  of  appro- 
priate antibiotic  coverage  with  intravenous  genta- 
micin, the  recurrence  of  fever  and  pulmonary  infil- 
trates five  days  later  while  receiving  cephapirin  so- 
dium intravenously  to  which  the  original  isolate  of 
A.  anitratum  was  resistant,  and  the  fact  that  A.  an- 
itratum was  the  only  organism  isolated  from  the 
blood. 

This  case  is  similar  to  the  four  previously  reported 
cases  of  A.  anitratum  endocarditis  in  that  only  the 
aortic  valve  was  affected.5  8 In  two  of  these  cases, 
infection  followed  a break  in  the  skin  or  mucous 
membranes,  and  in  only  one  of  four  cases  was  the 
host  chronically  debilitated.5,8  Two  cases  presented 
evidence  of  antecedent  valvular  damage.5-6  In  this 
second  reported  survival  from  endocarditis  due  to  A. 
anitratum,  the  fortuitous  initial  presentation  of 
bronchopneumonia  and  its  prompt  treatment  with 
gentamicin  intravenously  probably  accounted  for  the 
lack  of  clinically  significant  cardiac  damage  and  the 
benign  outcome. 
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Trigeminal  neuralgia  is  an  unusual  presenting 
symptom  of  acoustic  neuroma.  Although  fifth-nerve 
signs,  in  particular  loss  of  corneal  sensitivity,  are  well 
known,  fifth-nerve  symptoms  are  less  common. 

Weisenburg,  in  1910, 1 was  the  first  to  report  in  the 
English  literature  a cerebellopontine  angle  tumor 
presenting  symptoms  of  “tic  douloureux.”  Cushing, 
in  his  classic  monograph  of  1917, 2 found  trigeminal 
pain  to  be  an  unusual  symptom  of  acoustic  tumors. 
He  concluded,  “though  major  trigeminal  neuralgia 
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may  accompany  or  be  produced  by  a cerebellopon- 
tine angle  tumor,  it  is  rarely  if  ever  a significant 
symptom  of  an  acoustic  neuroma.”  Walter  E. 
Dandy,  M.D.,  compiled  145  patients,  16  of  whom  had 
“typical  tic  douloureux”  as  a part  of  their  presenting 
symptom  complex;  11  of  the  16  patients  were  ad- 
mitted with  a chief  complaint  of  facial  pain.3 

Parker4’5  reviewed  55  patients  with  surgically 
confirmed  acoustic  neuromas  of  whom  2 had  tri- 
geminal neuralgia.  In  one  patient  the  symptoms 
were  ipsilateral  and  were  secondary  to  direct  pressure 
of  the  tumor  of  the  fifth  cranial  nerve.  In  the  second 
patient  the  trigeminal  pain  was  contralateral,  be- 
cause the  brain  stem  was  displaced  by  a large  tumor. 
Other  authors  have  noted  the  contralateral  presen- 
tation of  posterior  fossa  lesions.2-3’6 

In  other  series,  representing  287  surgically 
confirmed  acoustic  neuromas,  there  were  no 
patients  who  presented  symptoms  of  trigeminal 
neuralgia.7"9 

Case  report 

A 62-year  old  female  presented  herself  in  June, 
1975,  with  a five-year  history  of  episodic  facial  pain 
on  the  right  side.  This  was  described  as  dull  and 
radiating  from  her  right  ear  down  her  jaw  and  to  the 
right  side  of  her  tongue.  It  was  precipitated  by  cool 
breezes  and  was  relieved  by  mild  analgesics.  The 
pain  was  not  “shooting”  in  nature  and  was  unac- 
companied by  muscular  spasm  of  the  face. 

A complete  neurologic  evaluation,  including 
fifth-nerve  testing,  disclosed  no  abnormalities. 
Otolaryngologic  consultation  revealed  that  the  pa- 
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FIGURE  1.  (A)  Pure  tone  audiometry  demonstrates  mild 

sensorineural  hearing  loss  on  left  side  and  moderate  on  right 
side,  as  evidenced  by  sloping  configuration  of  responses  (0 
= right;  X = left).  Speech  reception  threshold  (S.R.T. — the 
level  at  which  50  percent  of  two-syllable  words  are  under- 
stood) in  right  ear  is  just  beyond  hard-of-hearing  point. 
Speech  discrimination  score  (PBmax — percentage  of 
monosyllabic  words  understood  when  presented  with  ade- 
quate amplification)  is  markedly  reduced.  (B)  Alternate 
binaural  bithermal  testing  revealed  reduced  vestibular  re- 
sponse on  right  side  of  less  than  30  percent.  Simultaneous 
binaural  bithermal  calorization  indicated  reduced  vestibular 
response  on  right  side. 
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tient  had  experienced  a sudden  hearing  loss  with  a 
brief  roaring  tinnitus  in  her  right  ear  20  years  before. 
Her  hearing  had  remained  stable  since.  The  patient 
denied  fullness,  dizziness,  vertigo,  or  further  tin- 
nitus. 

Audiometric  evaluation  revealed  a moderately 
severe  sensorineural  hearing  loss  on  the  right  side. 
The  speech  reception  threshold  was  45  db.,  with  a 
speech  discrimination  score  of  36  percent  ( Fig.  1 A). 
The  site  of  lesion  testing  revealed  a predominantly 
cochlear  pattern.  Electronystagmography  revealed 
no  spontaneous,  positional,  or  neck  torsion  nystag- 
mus. Alternate  binaural  bithermal  calorization  re- 
vealed a reduced  vestibular  response  of  25  percent 
on  the  right  side.  Simultaneous  binaural  bithermal 
calorization  revealed  a type  II  response,  indicating 
a reduced  vestibular  response  on  the  right  side  (Fig. 
IB).  Linear  tomograms  of  the  temporal  hones  at 
0.5-cm.  intervals  in  the  anteroposterior  projection 
were  reported  as  normal.  The  patient  was  dis- 
charged with  a diagnosis  of  idiopathic  trigeminal 
neuralgia. 

In  April,  1976,  the  patient  presented  herself  to  us 
for  the  first  time  for  evaluation  of  her  facial  pain. 
The  pain  had  intensified.  It  was  constant  and  made 
more  severe  by  motion  of  her  jaw.  Neurologic  ex- 
amination results  were  normal  with  the  exception  of 
tuning-fork  tests  which  substantiated  a sensorineural 
hearing  loss  on  the  right  side.  The  working  diagnosis 
was  atypical  trigeminal  neuralgia.  The  patient  was 
treated  with  phenytoin  sodium  capsules  (Dilantin). 
Her  initial  response  was  good,  but  treatment  was 
discontinued  because  of  allergy. 

A review  of  the  previously  performed  linear  to- 
mograms revealed  minimal  enlargement  of  the  right 
internal  auditory  canal.  Complex  motion  tomog- 
raphy at  1-mm.  intervals  in  the  anteroposterior 
projection  revealed  a uniformly  2-mm.  larger  right 
internal  auditory  canal  (Fig.  2A).  Computerized 
axial  tomography  with  contrast  suggested  a 2-cm. 
lesion  of  the  right  cerebellopontine  angle.  Positive 
contrast  posterior  fossa  myelographic  film  findings 
were  confirmatory  (Fig.  2B). 

On  September  13,  1976,  the  patient  underwent  a 
total  translabyrinthine  removal  of  a 2.5-cm.  acoustic 
neuroma.  Immediately  after  surgery,  facial  nerve 
function  was  normal.  Over  the  next  24  hours,  50 
percent  of  facial  nerve  function  was  lost  on  the  right 
side.  The  patient  had  an  otherwise  uncomplicated 
course.  She  was  discharged  on  the  eleventh  post- 
operative day  without  facial  pain  and  with  75  percent 
return  of  facial  nerve  function.  When  last  seen,  for 
her  six-month  postoperative  examination,  she  had 
95  percent  facial  function  on  the  right  side,  with  no 
synkinesis.  There  was  no  further  facial  pain. 

Comment 

Despite  the  frequent  finding  of  fifth-nerve  signs 
in  patients  with  acoustic  neuroma,  trigeminal  neu- 
ralgia is  a rare  presenting  complaint.  Brain10  defines 


FIGURE  2.  (A)  Linear  tomograms  at  0.5-cm.  intervals  (top) 

hazy  and  indistinct  and  reported  as  being  “within  normal 
limits.”  Complex  motion  tomography  at  1-mm.  intervals 
(bottom)  clearly  reveals  right  internal  auditory  canal  to  be 
enlarged.  (A  = internal  auditory  canal,  B = horizontal 
semicircular  canal).  (B)  Positive  contrast  posterior  fossa 
myelogram  films  demonstrate  lesion.  Internal  auditory  canal 
(A')  on  left  filled  with  contrast;  canal  on  right  side  (A)  does  not 
fill.  There  is  capping  of  contrast  (arrows)  over  surface  of 
tumor  on  right  side.  Fifth  nerve  notch  (Meckel’s  cave)  (B) 
nicely  outlined  on  both  sides. 

trigeminal  neuralgia  as  a disorder  characterized  by 
paroxysmal  brief  attacks  of  severe  pain  within  the 
distribution  of  the  trigeminal  nerve.  A striking 
feature  of  this  disorder  is  the  precipitation  of  attacks 
by  chill,  touching  the  face,  talking,  or  mastication. 

This  patient  had  symptoms  compatible  with 
Brain’s10  diagnostic  criteria.  Initially,  her  attacks 
were  paroxysmal,  limited  to  the  distribution  of  the 
third  division  of  the  fifth  cranial  nerve  and  precipi- 
tated by  cool  air.  In  spite  of  the  trigeminal  symp- 
toms, examination  did  not  reveal  any  sensory  deficit. 
As  time  progressed,  her  symptoms  became  atypical 
in  that  the  pain  became  constant.  Nonetheless,  the 
patient  had  a good  response  to  phenytoin  sodium, 
commonly  used  in  idiopathic  trigeminal  neuralgia. 

The  index  of  suspicion  for  a cerebellopontine  angle 
tumor  should  be  high  in  any  patient  with  fifth-  or 
eighth-cranial  nerve  symptoms.  The  patient  who 
has  homolateral  fifth-  and  eighth-cranial  nerve 
symptoms  should  be  assumed  to  have  a cerebello- 
pontine angle  tumor  until  proved  otherwise. 

The  most  common  presenting  eighth-cranial  nerve 
symptom  in  patients  with  acoustic  neuroma  is  uni- 
lateral hearing  loss,  with  or  without  tinnitus.  Pure 
tone  and  speech  audiometry  represent  the  basic 
hearing  evaluation.  Findings  typical  of  an  acoustic 
neuroma  are  sensorineural  hearing  loss  with  poor 
speech  discrimination  ability.  Impedance  audiom- 
etry and  site-of-lesion  audiometry  are  of  supple- 
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mental  value.  This  patient  had  a moderately  severe 
unilateral  sensorineural  hearing  loss  with  poor  speech 
discrimination.  Her  site-of-lesion  testing  did  not 
indicate  a retrocochlear  (arising  from  the  eighth 
cranial  nerve  as  opposed  to  the  cochlea)  lesion. 

Vestibular  function  is  abnormal  in  most  patients 
with  acoustic  neuroma.  The  symptoms  referable  to 
such  dysfunction  may  be  subtle  because  the  slow 
growth  of  an  acoust  ic  tumor  allows  for  ongoing  ves- 
tibular compensation.  Most  patients  complain  of 
a vague  sensation  of  imbalance.  Rotatory  vertigo  is 
unusual.  This  patient  was  unaware  of  any  balance 
problem. 

Vestibular  evaluation  includes  positional,  neck 
torsion,  and  alternate  binaural  bithermal  caloric  and 
simultaneous  binaural  bithermal  caloric  tests.  The 
recording  of  eye  movement  is  done  with  electronys- 
tagmographic  technique.  There  is  no  typical  finding 
on  positional  testing  in  the  patient  with  an  acoustic 
neuroma.  Alternate  binaural  bithermal  caloric 
testing  reveals  a reduced  vestibular  response  of  30 
percent  or  greater  on  the  side  in  question  in  85  per- 
cent of  patients.11  Fifteen  percent  of  acoustic  tu- 
mors occur  on  the  inferior  vestibular  nerve  which 
innervates  the  posterior  membranous  semicircular 
duct.  Since  routine  calorization  presents  a maximal 
stimulus  to  the  horizontal  semicircular  canal,  pa- 
tients with  inferior  vestibular  nerve  tumors  will  have 
normal  alternate  binaural  bithermal  calorization. 
The  simultaneous  binaural  bithermal  test  is  a more 
sensitive  indicator  of  inferior  vestibular  nerve  dys- 
function.12’13 

This  patient  had  no  positional  or  neck  torsion 
nystagmus.  The  alternate  binaural  bithermal 
calorization  was  within  normal  limits.14  The  si- 
multaneous binaural  bithermal  test  revealed  a type 
II  response,  indicating  a reduced  vestibular  response 
on  the  right  side.12 

Linear  tomograms  of  the  temporal  bone  performed 
at  0.5-cm.  intervals  in  the  anteroposterior  projection 
do  not  give  adequate  resolution  of  the  internal  au- 
ditory canals  to  allow  detection  of  a minor  asymme- 
try. Complex  motion  tomography  at  1-mm.  intervals 
is  more  accurate. 

All  radiographic  studies  should  he  reviewed  by  the 
consulting  physician.  The  radiologist  may  report  a 
study  as  being  “within  normal  limits”  based  on  sta- 
tistical analyses.  If  the  internal  auditory  canal  on 
the  side  in  question  is  even  minimally  enlarged, 
further  evaluation  is  indicated.  Computerized  axial 
tomography  with  contrast  will  demonstrate  a 1.5-cm. 
or  larger  acoustic  neuroma.  Positive  contrast  pos- 
terior fossa  myelographic  f ilms  will  demonstrate  le- 


sions as  small  as  2 to  3 mm. 

Early  diagnosis  of  the  acoustic  tumor  is  desirable. 
Small  lesions  limited  to  the  internal  auditory  canal 
may  be  removed  by  a middle-cranial  fossa  approach 
with  preservation  of  auditory  function.  Larger  tu- 
mors necessitate  a translabyrinthine  approach  with 
a resultant  loss  of  residual  hearing.  As  the  acoustic 
tumor  enlarges,  surgical  intervention  carries  a higher 
morbidity  and  mortality  rate. 

Summary 

A pat  ient  presented  herself  with  a chief  complaint 
of  facial  pain  and  was  found  to  have  an  acoustic 
neuroma.  A review  of  the  literature  reveals  tri- 
geminal neuralgia  to  be  an  uncommon  presenting 
complaint  of  the  patient  with  an  acoustic  neuroma. 
The  diagnosis  was  delayed  due  to  reliance  on  a 
written  report  of  the  findings  of  linear  tomographic 
examination. 

The  favorable  postoperative  resolution  of  the  tri- 
geminal symptoms  substantiates  the  etiologic  rela- 
tionship of  this  acoustic  neuroma  to  this  patient’s 
facial  pain. 
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And  G’d  blessed  Noah  and  his  sons,  and  said  to 
them:  Be  fruitful,  and  multiply,  and  replenish  the 
earth — Genesis  9:1. 

The  nucleus  of  every  cell  in  the  human  body  con- 
tains 23  pairs  of  chromosomes.  One  chromosome  of 
each  pair  is  derived  from  the  maternal  egg  and  the 
other  from  the  paternal  sperm.  Each  chromosome 
is  composed  of  thousands  of  genes  which  are  the 
functional  units  of  heredity.  The  science  of  genetics 
is  the  study  of  heredity  or  the  transmission  of  genes 
for  particular  traits  or  characteristics,  such  as  hair 
color,  height,  intelligence  and  so  forth,  from  parent 
to  offspring. 

The  basic  genetic  material  of  all  chromosomes  is 
DNA  (deoxyribonucleic  acid).  DNA  consists  of  two 
intertwining  strands  which  form  the  famous  double 
helix  structure  of  genes.  Each  strand  is  composed 
of  a long  sequence  of  nucleotides.  Each  nucleotide 
is  made  up  of  a pentose  sugar  and  phosphate  linked 
by  combinations  of  four  bases:  cytosine,  thymine, 
adenine,  and  guanine.  The  pentose  sugar  and 
phosphate  are  constant,  but  the  sequence  of  base 
pairs  varies.  It  is  this  sequence  which  provides  the 
messages  or  code,  the  so-called  “genetic  code,”  for 
translation  of  the  inherited  information  into  the 
production  of  various  proteins  in  the  cell.  When  a 
cell  divides,  the  DNA  must  be  replicated  so  that 
every  daughter  cell  receives  a precise  copy  of  the 
DNA  of  the  parent  cell  of  that  individual.  Mean- 
while, an  enzyme  in  the  nucleus  of  the  cell  transcribes 
the  coded  message  in  the  DNA  into  a messenger 
molecule,  which  goes  into  the  cytoplasm  of  the  cell 
to  be  translated  into  protein  production.  Proteins 
are  the  effector  molecules  of  the  cell;  examples  in- 


clude enzymes,  hormones,  antibodies,  hemoglobin, 
cell  membranes,  and  so  forth.1 

A single  change  in  the  normal  sequence  of  ap- 
proximately 1,500  nucleotides  in  a strand  of  DNA  can 
result  in  a major  difference  in  the  clinical  charac- 
teristics of  an  individual.  A change  in  a gene  is  called 
a mutation. 

Many  mutations  are  spontaneous  occurrences. 
Others  can  he  induced  by  chemicals,  radiation,  or 
other  external  influences.  A single  gene  mutation 
may  result  in  an  absence  or  malfunctioning  of  a vital 
protein  or  enzyme  leading  to  the  toxic  accumulation 
of  metabolic  products  which  this  enzyme  ordinarily 
detoxifies.  Tay-Sachs  disease  exemplifies  this  oc- 
currence. A mutation  which  produces  a malfunc- 
tioning clotting  protein  results  in  the  disease  called 
hemophilia.  A mutation  in  the  gene  for  hemoglobin, 
the  oxygen-carrying  protein  of  red  blood  cells,  can 
lead  to  sickle-cell  anemia. 

Primitive  attempts  by  man  to  change  the  genetic 
makeup  of  certain  lower  forms  of  life  involved  the 
removal  of  the  nuclei  from  frog  cells,  gastrointestinal 
cells,  for  example,  and  their  transplantation  into 
fertilized  frog  eggs  whose  nuclei  had  been  previously 
removed.  Viable  tadpoles  have  developed,  all  of 
whom  had  the  precise  features  of  the  original  frog 
from  whom  the  nuclei  were  obtained.  This  process 
is  called  nuclear  cloning  because  a whole  clone  of 
genetically  identical  creatures  is  produced.  The 
technical  problems  surrounding  nuclear  cloning  by 
nuclear  transplantation  in  man  have  not  yet  been 
surmounted. 

On  a more  basic  level,  the  genetic  material  within 
the  nucleus,  DNA,  can  be  enzymatically  cut  into 
smaller  sequences  of  genes,  and  these  small  segments 
can  be  spliced  or  recombined.  This  recombinant 
DNA  technology  has  now  made  it  possible  to  transfer 
genes  to  totally  unrelated  hosts.  A vector,  usually 
a virus,  is  needed  to  transfer  this  DNA  material  into 
the  animal,  plant,  or  bacterial  cell  of  choice.  He- 
reditary material  from  virtually  any  plant  or  animal 
cell  can  now  be  propagated  in  bacteria,  and  bacterial 
genes  can  be  inserted  into  animal  cells.  Various 
terms  have  been  used  to  describe  these  revolutionary 
methods  including  “gene  splicing,”  “gene  grafting,” 
“gene  cloning,”  “gene  transplantation,”  “genetic 
manipulation,”  and  “genetic  meddling.”  The  two 
most  widely  accepted  terms  are  “recombinant  DNA 
research”  and  the  broader  phrase  “genetic  engi- 
neering.” Medical  science  now  has  the  capacity  to 
rearrange  the  genetic  heritage  of  thousands  of 
years.2 
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The  purely  scientific  interest  in  cloning  and  re- 
combinant DNA  research  is  exemplified  by  the  flood 
of  art  icles  on  this  subject  which  have  appeared  in  the 
recent  literature.  An  entire  issue,  April  8,  1977,  of 
the  prestigious  journal  Science,  official  publication 
of  the  American  Association  for  the  Advancement  of 
Science,  was  devoted  to  this  new  area  of  technology. 
The  present  study  explores  some  of  the  moral,  ethi- 
cal, and  Jewish  legal  implications  of  genetic  engi- 
neering and  recombinant  DNA  research. 

Moral  and  ethical  considerations 

Concern  about  the  possible  deleterious  effects  on 
society  of  genetic  engineering  research  and  applica- 
tion is  being  voiced  by  many  scientific  bodies  and 
governmental  agencies.  One  example  is  the  “Con- 
ference on  Ethical  & Scientific  Issues  Posed  by 
Human  Uses  of  Molecular  Genetics”  sponsored  by 
The  New  York  Academy  of  Sciences  and  the  Insti- 
tute of  Society,  Ethics  & the  Life  Sciences.3 

The  potential  advantages  of  recombinant  DNA 
research  are  several.  Some  genes  can  now  be  copied, 
and,  thus,  their  precise  structure  can  he  more  easily 
studied.  Bacteria  can  be  directed  by  the  gene 
transplanted  into  it  to  assemble  a protein  valuable 
to  man.  Insulin,  antibiotics,  antiviral  agents,  and 
numerous  other  drugs,  chemicals,  and  vaccines  might 
be  synthesized  in  large  quantities  by  the  technology 
of  genetic  engineering.  Patients  with  absent  or  de- 
fective genes  suffering  from  such  genetic  disorders 
as  Tay-Sachs  disease,  hemophilia,  sickle-cell  anemia, 
and  their  like,  might  be  given  a replacement  gene. 
Clones  of  nitrogen-producing  bacteria  might  be 
useful  for  agriculture.  Bacteria  that  concentrate 
trace  elements,  such  as  uranium  or  platinum,  could 
he  cloned  to  increase  the  supply  of  such  elements. 
Other  commercial  applications  of  recombinant  DNA 
research  such  as  the  manufacture  of  methane  gas  and 
the  production  of  pollution-eating  bacteria  also  exist. 
Specially  engineered  bacteria  are  thus  envisioned  as 
factories  for  the  production  of  numerous  important 
substances  for  medicine  and  industry. 

On  the  other  hand,  huge  potential  hazards  of  re- 
combinant DNA  research  exist.  Genes  for  patho- 
genic products  might  he  transplanted  into  bacteria 
deliberately  or  inadvertently.  Unexpected  alter- 
ations may  occur.  One  must  contemplate  the  pos- 
sibility of  accidental  release  into  the  environment  of 
organisms  carrying  extraneous  genetic  material 
and/or  the  infection  of  plant  or  animal  life  with  these 
bacteria.  Recombinant  DNA  may  be  taken  up  by 
human  cells  in  such  a way  as  to  produce  cancer  or 
other  diseases.  One  writer  in  a popular  magazine 
cautions  that  “pollution-gobbling  bugs  might  go  on 
uncontrolled  binges,  eating  every  chemical  in  sight; 
nitrogen-fixing  bacteria  could  possibly  devastate  soil 
ecology.  Possibly  worst  of  all  is  t he  fact  that,  once 
created,  the  new  bugs  cannot  be  destroyed.”4 

Gloning  in  man  raises  other  moral  and  ethical 

ues.  According  to  a prominent  ethicist,  cloning 


is  one  of  eight  methods  of  human  reproduction.5  He 
lists  them  as  follows:  (1)  the  coital-gestational  way; 
(2)  artificial  insemination  of  a wife  with  her  hus- 
band’s sperm,  without  any  assistance  or  input  from 
a third  party;  (3)  artificial  insemination  of  a woman 
with  a donor’s  sperm;  (4)  egg  transfer  from  a wife, 
inseminated  by  her  husband,  and  then  transferred 
to  another  woman’s  womb  for  substitute  gestation; 
(5)  egg  transfer  from  a donor  to  a wife  or  unmarried 
woman’s  womb,  before  or  after  insemination,  some- 
times called  prenatal  adoption;  (6)  egg  transfer  from 
a female  donor,  then  inseminated  by  a male  donor, 
and  finally  transferred  to  the  recipient’s  womb;  (7) 
artificial  gestation  or  nurture  of  a fetus  in  a glass 
womb  or  similar  artifact,  which  is  just  a refinement 
of  the  incubator  and  isolette  already  in  use  for  a 
premature  infant,  plus  an  artificial  placenta.  This 
is  often  spoken  of  as  ectogenesis;  and  (8)  nuclear 
transplant  or  cloning,  whereby  an  egg,  one’s  own  or 
another’s,  is  enucleated  or  denucleated.  The  original 
nucleus  with  its  genetic  code  is  removed  and  replaced 
with  the  nucleus  of  either  a donated  unfertilized  egg 
or  the  nucleus  from  a body  cell,  either  a man’s  or  a 
woman’s,  which  is  then  implanted  and  brought  to 
term  in  one’s  own  or  another’s  womb,  and  all  this 
without  conception.  Only  a male  or  a female  seed  is 
used,  not  both.  It  is  birth  from  only  one  parent;  ar- 
tificial virgin  birth. 

As  a result  of  cloning,  some  horrifying  thoughts 
come  to  mind;  thoughts  put  into  words  by  Packard6 
in  his  best  seller,  The  People  Shapers: 

Professional  athletic  organizations  might  well  be  at- 
tracted to  the  idea  of  making  direct  multiple  copies  of 
their  basketball  stars.  What  professional  ball  team 
wouldn’t  want  to  produce  a dozen  copies  of  Pele  or  0. 
J.  Simpson?  Some  marriageable  girls  might  feel  hon- 
ored to  offer  their  wombs  for  the  nurture  of  these  pro- 
spective superstars.  In  any  case,  surrogate  mothers 
could  be  hired. 

Similarly,  military  leaders  with  billions  of  dollars 
available  for  research  might  well  be  interested  in  mass- 
producing  humans  high  in  endurance,  strength,  or 
proneness  to  obedience.  Dictators  might  justifiably 
see  universal  cloning  as  a way  to  achieve  a more  effi- 
cient, predictable,  regulatable  populace. 

Other  arguments:  If  you  had  a hundred  clones  or  a 
thousand  clones  in  a community,  there  would  he  one 
clear  medical  advantage.  Their  organs  could  be  freely 
transplanted  among  fellow  clones  without  the  still  very 
bot  hersome  problem  of  graft  rejection. 

If  a husband  and  wife  were  in  deep  distress  because 
a greatly  beloved  child  was  dying,  they  could  arrange 
to  create  another  child  that  would  be  genetically  iden- 
tical. 

A woman  who  wanted  a baby  hut  had  not  come 
across  a satisfactory  mate  could  have  by  virgin  birth  a 
baby  of  her  own  flesh.  The  baby,  though  younger, 
would  be  the  mother’s  identical  twin. 

People  interested  in  personal  immortality  could  as- 
sure themselves  of  at  least  a start.  They  could  ar- 
range, through  cell  banking,  to  have  persons  of  their 
exact  genotype  live  on.  Not  for  enternity,  perhaps, 
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but  for  at  least  a couple  of  hundred  years. 

If  and  when  cloning  (in  man)  does  become  a reality 
. . . how  long  would  it  be  before  we  would  see  movie- 
production  empires  ordering  up  hundreds  of  facsimiles 
of  sex  goddesses  of  the  Raquel  Welch  type? 

There  would  be  problems  right  from  the  start. 
Who  would  decide  what  individuals  were  to  be  mass- 
produced  by  cloning?  Would  it  he  left  to  the  free  en- 
terprise market  mechanism?  Or  would  the  state  take 
over?  If  so,  there  would  probably  he  black-marketing. 
Or  would  a nervous  world  set  up  the  International 
Commission  for  Genetic  Control  to  license  clonists? 

A new  set  of  human  ethics  would  seem  to  be  re- 
quired. 

The  ramifications  of  cloning,  both  in  man  and  in 
animals,  are  endless.  Men  would  feel  castrated. 
Women  would  feel  as  if  they  were  reduced  to  incu- 
bators. A child  who  is  an  identical  twin  of  a parent 
might  be  psychologically  unbalanced.  Cloning  and 
recombinant  DNA  research  have  been  compared  to 
a Dr.  Frankenstein  producing  biological  monsters,' 
and  characterized  as  a Faustian  bargain.8  The  eu- 
genic aspects  of  cloning  are  beyond  the  scope  of  this 
essay  but  must  also  be  considered.  Critics  as  well  as 
proponents  of  such  research  all  agree  that  regulation 
of  some  type  is  necessary  since  this  technology  of 
genetic  engineering  is  so  potent  that  even  a slight 
deviation  from  the  intended  path  might  cause 
grievous  consequences  to  society  and  to  the  indi- 
viduals concerned.9-11 

Legislative  control 

With  the  launching  of  recombinant  DNA  tech- 
nology in  1973,  scientists,  at  a meeting  on  nucleic 
acids  called  the  Gordon  Conference  held  in  New 
England  in  the  summer  of  that  year,  expressed  their 
concerns  in  an  open  letter.  The  letter  was  published 
in  Science  in  July,  1974, 12  and  requested  the  Na- 
tional Academy  of  Sciences  to  recommend  specific 
actions  or  guidelines  in  the  light  of  potential  haz- 
ards. 

The  scientists  also  asked  their  colleagues  to  vol- 
untarily defer  action  on  certain  experiments  because 
of  the  possible  hazards.  Individual  investigators 
responded  by  voluntarily  halting  such  research 
pending  further  discussion  and  the  development  of 
adequate  guidelines,  but  this  moratorium  was  not 
observed  everywhere. 

A meeting  was  held  subsequently  at  the  Asilomar 
Conference  Grounds,  Pacific  Grove,  California,  in 
1975,  where  150  international  scientists  discussed  the 
future  of  recombinant  DNA  research.  A provisional 
statement  was  issued  that  proposed  a tentative 
classification  of  experiments  by  risk,  and  specified 
appropriate  safeguards  for  low-,  moderate-,  and 
high-risk  experiments.  Research  continued  al- 
though adherence  to  the  recommendations  was  vol- 
untary. 

In  July,  1976,  the  NIH  (National  Institutes  of 
Health)  issued  a comprehensive  set  of  guidelines 
governing  recombinant  DNA  research.13  Compli- 


ance is  mandatory  for  NIH  laboratories  and  all 
projects  supported  by  NIH  grants  and  contracts. 
The  regulations  attempt  to  reduce  the  risks  associ- 
ated with  such  investigation  by  means  of  stringent 
safeguards  that  prohibit  certain  types  of  experi- 
mentation, and  impose  standards  for  physical  and 
biologic  containment  of  possibly  dangerous  organ- 
isms. The  guidelines,  however,  do  not  apply  to  re- 
search performed  in  the  private  sector  which  is  not 
funded  by  NIH. 

On  a state  and  local  level,  bills  have  been  intro- 
duced in  the  legislatures  of  several  states  to  regulate 
such  research.  In  many  cities  throughout  the  United 
States,  discussions  and  local  hearings  have  taken 
place. 

In  the  United  Kingdom,  a working  party,  chaired 
by  Sir  Robert  Williams,  made  recommendations  on 
a code  of  practice  and  on  a procedure  whereby  ex- 
periments on  genetic  manipulation  could  be  carried 
out  with  appropriate  safeguards.14  Bills  have  been 
introduced  in  both  the  Senate  of  the  United  States 
and  the  House  of  Representatives.  These  bills  would 
extend  the  physical  and  biologic  containment  re- 
quirements of  the  NIH  recombinant  DNA  research 
guidelines  to  all  facilities,  regardless  of  funding 
source;  provide  for  an  annual  review  of  the  regula- 
tions to  determine  their  adequacy;  establish  local 
biohazard  committees  to  monitor  the  activities  of 
facilities  conducting  such  research,  and  assure  ad- 
herence to  the  regulations;  create  a national  recom- 
binant DNA  advisory  committee;  and  authorize  the 
formation  of  a commission  for  the  study  of  recom- 
binant DNA  activities.  State  and  local  laws  limiting 
recombinant  DNA  research  would  be  pre-empted, 
although  localities  could  apply  for  exemptions  on 
evidence  that  tighter  regulations  were  needed. 

The  Jewish  view 

It  is  a cardinal  principle  of  Judaism  that  life  is  of 
infinite  value  and  that  one  moment  of  life  is  equal  to 
70  years  thereof.  It  is,  therefore,  permitted  to 
desecrate  the  Sabbath  to  save  the  life  of  someone  who 
will  only  live  for  a short  while.  In  Jewish  law,  all 
biblical  and  rabbinic  commandments  are  set  aside 
for  the  overriding  consideration  of  saving  a life. 

A second  fundamental  principle  of  Judaism  con- 
cerns the  sanctity  of  life.  Man  was  created  in  the 
image  of  G’d  and,  hence,  human  beings  are  holy  and 
must  be  treated  with  dignity  and  respect,  in  life  and 
after  death.  Our  bodies  are  G’d  given.  We  are 
commanded  to  take  care  of  our  bodies  and  to  pre- 
serve our  health  and  our  lives.  Only  G’d  gives  and 
takes  life.  Are  we,  in  fact,  tampering  with  life  itself 
in  genetic  engineering9  Are  we  interfering  with  the 
Divine  plan  for  humanity? 

Nature  was  created  by  G’d  for  man  to  use  to  his 
advantage  and  benefit.  Hence,  animal  experimen- 
tation is  permissible  in  Jewish  law.  The  production 
of  hormones  in  animals  for  man’s  benefit  by  recom- 
binant DNA  techniques  seems  perfectly  permissible. 
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Gene  t herapy,  such  as  the  replacement  of  the  missing 
gene  in  Tay-Sachs  disease,  may  also  he  sanctioned 
in  Jewish  law.  But  is  man  permitted  to  alter  hu- 
manhood  and/or  humanity  by  genetic  manipula- 
tions? 

Another  Judaic  principle  is  that  there  are  three 
partners  in  the  creation  of  a human  being:  the 

mother,  the  father,  and  G’d.  Cloning  of  man  negates 
identifiable  parenthood  and  would  thus  seem  ob- 
jectionable to  Judaism. 

How  does  Judaism  view  genetic  manipulation  or 
engineering,  recombinant  DNA  technology  and  re- 
search or  gene  splicing,  nuclear  transplants  (cloning), 
egg  transfer  from  a wife  inseminated  by  her  husband 
and  then  transferred  to  another  woman’s  womb 
which  serves  as  an  incubator  (host  mothers),  artificial 
gestation  in  a glass  womb,  artificial  fertilization,  and 
the  like?  These  are  new  areas  of  concern  made 
possible  by  the  enormous  recent  advances  in  medical 
technology. 

The  subject  of  eugenics  is  only  indirectly  involved 
in  such  questions,  and  the  reader  is  referred  else- 
where for  the  Jewish  viewpoint.15  Artificial  insem- 
ination in  Jewish  law  has  been  discussed  in  detail 
elsewhere,16-17  but  is  summarized  here  to  illustrate 
the  basic  principles  in  Jewish  law  which  are  appli- 
cable. 

Artificial  insemination  using  the  semen  of  a donor 
other  than  the  husband  is  considered  by  most  rab- 
binic opinion  to  be  an  abomination  and  strictly  pro- 
hibited for  a variety  of  reasons,  including  the  possi- 
bility of  incest,  lack  of  genealogy,  and  the  problems 
of  inheritance.  Some  authorities  regard  such  in- 
semination as  adultery,  requiring  the  husband  to 
divorce  his  wife  and  her  forfeiture  of  the  marriage 
settlement  ( ketubah ),  and  even  the  physician  and  the 
donor  are  culpable  when  involved  in  this  act  akin  to 
adultery.  Some  rabbinic  opinion,  however,  states 
that  without  a sexual  act  involved,  the  woman  is  not 
guilty  of  adultery  and  is  not  prohibited  to  cohabit 
with  her  husband. 

Regarding  the  status  of  the  child,  rabbinic  opinion 
is  divided.  Most  consider  the  offspring  to  be  legiti- 
mate as  was  Ben  Sira,*  the  product  of  conception 
sine  concubito;  a small  minority  of  rabbis  consider 
the  child  illegitimate;  and  at  least  two  authorities 
take  a middle  view.  Considerable  rabbinic  opinion 
regards  the  child,  legitimate  or  illegitimate,  to  be  the 
son  of  the  donor  in  all  respects,  such  as  inheritance, 
support,  custody,  incest,  levirate  marriage,  and  the 
like.  Some  regard  the  child  to  be  the  donor’s  son 
only  in  some  respects  but  not  others.  Some  rabbis 
state  that  although  the  child  is  considered  the  donor’s 
son  in  all  respects,  the  donor  has  not  fulfilled  the 
commandment  of  procreation.  A minority  of  rab- 
binic opinion  asserts  that  the  child  is  not  considered 

* According  to  legend,  Hen  Sim  was  born  to  the  daughter  of  I he  Prophet 
•Jeremiah.  She  is  said  to  have  conceived  in  a bathhouse  by  coming  into 
■ ontact  with  sperm  which  a man  had  previously  emitted  there  without  ever 
having  had  sexual  relations  with  a man. 


the  donor’s  son  at  all. 

There  is  near  unanimity  of  opinion  that  the  use  of 
semen  from  the  husband  is  permissible  if  no  other 
method  is  possible  for  the  wife  to  become  pregnant. 
However,  certain  qualifications  exist.  There  must 
have  been  a reasonable  period  of  waiting  since  mar- 
riage: 2,  5,  or  10  years,  or  until  medical  proof  of  the 
absolute  necessity  for  artificial  insemination;  and, 
according  to  many  authorities,  the  insemination  may 
not  be  performed  during  the  wife’s  period  of  ritual 
impurity. 

It  is  permitted  by  most  rabbis  to  obtain  sperm 
from  the  husband  both  for  analysis  and  for  insemi- 
nation, but  difference  of  opinion  exists  as  to  the 
method  to  be  used  in  the  procurement  of  it.  Mas- 
turbation should  be  avoided  if  at  all  possible,  and 
coitus  interruptus,  retrieval  of  sperm  from  the  vagina, 
or  the  use  of  a condom,  seem  to  be  the  preferred 
methods. 

The  case  of  host  motherhood  in  Jewish  law  has 
been  considered  in  some  detail  in  at  least  two  publi- 
cations.18-19 Rosenfeld18  discusses  the  permissibility 
of  transplantation  of  a fetus  from  one  mother  to  an- 
other and  the  legal  parenthood  of  the  child.  There 
is  a serious  question  in  Jewish  law  whether  or  not  the 
biological  mother  is  allowed  to  give  up  her  child  for 
transplantation  into  another  womb,  and  whether  or 
not  the  host  mother  is  allowed  to  accept  it.  Rosen- 
feld18 declares  that  if  a married  woman  has  become 
a host  mother,  Jewish  law  would  probably  require  her 
to  abstain  from  sexual  relations  with  her  husband  for 
90  days,  to  insure  that  the  child  is  not  his,  that  is  to 
say,  that  she  did  not  miscarry  the  implanted  fetus 
and  become  pregnant  by  her  husband;  but  he  would 
certainly  not  have  to  divorce  her. 

To  apply  the  laws  pertaining  to  the  firstborn,  it  is 
important  to  know  whether  the  biologic  or  host 
mother  is  regarded  as  having  given  birth  to  the  in- 
fant. Based  on  several  Jewish  sources,  Rosenfeld18 
concludes  that  if  fetal  transplantation  is  performed 
after  40  days  postconception,  the  child  is  considered 
to  be  the  legal  offspring  of  its  biologic  parents  since 
the  child  became  “completed”  while  still  in  the  bio- 
logic mother’s  body,  and  she  is  regarded  as  having 
given  birth  to  it. 

Jewish  law  may  view  differently  the  situation  of  a 
fetal  transplant  prior  to  40  days  after  conception. 
Bleich19  addresses  this  question  by  drawing  on 
sources  which  discuss  Jewish  legal  aspects  of  ovarian 
transplants.  A case  is  described  in  which  the  ovary 
of  a fertile  woman  was  transplanted  into  the  body  of 
a previously  barren  woman  to  enable  her  to  become 
pregnant  and  bear  children.  Adultery  is  not  involved 
here  on  the  part  of  the  recipient  woman  even  if  the 
donor  of  the  ovary  was  a married  woman.  A trans- 
planted organ  is  deemed  to  become  an  integral  part 
of  the  body  of  the  recipient.  For  this  reason,  the 
recipient  of  an  ovarian  transplant  must  also  be  con- 
sidered the  legal  mother  of  any  child  subsequently 
conceived  and  born. 
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Another  view  cited  by  Bleich19  is  that  the  ovary 
alone  is  an  inert  organ  and  incapable  of  reproduction 
were  it  not  for  the  physiologic  contributions  of  the 
recipient.  Furthermore,  in  the  case  of  fetal  trans- 
plantation, the  host  mother  nurtures  the  embryo  and 
sustains  gestation  and,  perhaps,  should  be  considered 
the  legal  mother  of  the  offspring.  According  to  other 
authorities,  the  donor-mother  alone  may  be  viewed 
as  the  mother  in  the  eyes  of  Jewish  law  since  the 
prohibition  against  feticide  is  applicable  from  the 
moment  of  conception.  These  authorities  deem  the 
fetus  to  be  a human  being  with  identity  and  parent- 
age from  the  earliest  stages  of  gestation.  Bleich19 
also  raises  the  possibility  of  two  maternal  relation- 
ships existing  simultaneously,  the  child  thus  having 
two  mothers,  the  donor  or  biologic  mother  and  the 
host  mother.  The  question  remains  unresolved. 

These  considerations  of  ovarian  transplants  (tes- 
ticular transplants  are  not  discussed  in  Jewish 
sources,  but  similar  principles  would  probably  apply), 
fetal  transplants,  and  host  mothers  relate  to  a med- 
ical situation  where  the  conception  and  birth  of  a 
child  is  not  possible  in  any  other  manner.  To  abort 
a mother’s  naturally  fertilized  egg  and  to  reimplant 
it  in  a host  mother  for  reasons  of  “convenience  for 
women  who  seek  the  gift  of  a child  without  the  en- 
cumbrance and  disfigurement  of  pregnancy”  is,  ac- 
cording to  Britain’s  Chief  Rabbi  Immanuel  Jakobo- 
vits1;>  “offensive  to  moral  sensibilities.”  Further- 
more, says  Jakobovits,13  “to  use  another  person  as  an 
‘incubator’  and  then  take  from  her  the  child  she 
carried  and  delivered  for  a fee  is  a revolting  degra- 
dation of  maternity  and  an  affront  to  human  dig- 
nity.” 

The  literature  on  cloning,  recombinant  DNA 
technology,  and  genetic  engineering,  as  viewed  in 
Jewish  law  is  very  sparse  indeed.  Genetic  screening 
and  amniocentesis  are  related  subjects  but  beyond 
the  scope  of  this  study.  The  interested  reader  is 
referred  elsewhere  for  further  discussion  of  general 
and  Jewish  aspects.20-21  Various  Jewish  legal 
problems  relating  to  gene  surgery,  gene  modification, 
and  gene  transplantation  are  discussed  by  Rosen- 
feld.22  The  medical  problems  of  removing  the  ovum, 
modifying  some  of  its  genes  by  microsurgical  tech- 
niques, and  replacing  the  viable  ovum  in  the  mother, 
have  not  yet  been  surmounted.  However,  assuming 
such  surgery  can  be  successfully  performed,  Rosen- 
feld-’2 contends  that  gene  surgery  might  be  permis- 
sible in  Jewish  law  because  genes  are  submicroscopic 
particles  and  no  process  invisible  to  the  naked  eye 
could  be  forbidden  in  Jewish  law.  Laws  of  forbidden 
foods  do  not  apply  to  microorganisms.  The  priest 
only  declares  ritually  unclean  that  which  his  eyes  can 
see.  On  the  other  hand,  a newborn  infant  with  am- 
biguous genitalia  would  probably  need  a chromosome 
analysis,  microscopic  examination,  to  establish  ge- 
netic sex. 

Another  argument  of  Rosenfeld22  for  the  per- 
missibility of  gene  surgery  is  the  fact  that  the  ovum, 
or  sperm,  is  not  a person  since  conception  has  not  yet 


taken  place.  Thus,  gene  manipulation  would  not  be 
considered  as  tampering  with  an  existing  human 
being  but  only  with  a potential  one.  Some  authori- 
ties, however,  would  argue  t hat  the  destruction  of 
even  a potential  human  being,  either  the  unborn 
fetus  or  the  unfertilized  human  seed,  is  prohibited 
in  Jewish  law.23-24 

Rosenfeld22  considers  the  following  principle  in- 
disputable: any  surgery  performed  on  a person  must 
certainly  be  permitted  on  an  ovum,  or  sperm,  before 
conception.  For  example,  if  a surgical  cure  for 
hemophilia  or  Tay-Sachs  disease  were  possible,  it 
would  surely  be  permissible;  hence,  it  would  certainly 
be  permissible  to  cure  hemophilia  or  Tay-Sachs 
disease  by  gene  surgery. 

Rosenfeld22  then  proceeds  to  discuss  gene  trans- 
plants involving  the  transplantation  of  genes  from 
one  person  into  the  ovum  or  sperm  of  another.  The 
following  Jewish  legal  questions  arise.  Are  gene 
transplants  considered  to  be  a type  of  perverted  sex 
act  between  the  gene  donor  and  the  recipient? 
Would  such  transplants  be  forbidden,  in  particular, 
if  donor  and  recipient  were  close  relatives?  Would 
a child  conceived  from  such  a manipulated  ovum  or 
sperm  be  regarded  as  related  to  the  gene  donor? 
Rosenfeld22  draws  parallels  from  the  rabbinic  re- 
sponsa  dealing  with  ovarian  transplants  and  con- 
cludes that  no  sex  act  is  involved  in  a gene  transplant, 
the  recipient  is  not  forbidden  to  marry  the  donor’s 
relatives,  and  the  child  conceived  and  born  following 
a gene  transplant  is  not  related  to  the  gene  donor.  In 
most  organ  transplants,  kidney,  cornea,  heart,  ovary, 
or  gene,  the  organ  becomes  an  integral  part  of  the 
recipient.  The  only  exception,  according  to  Rosen- 
feld,25 may  be  the  brain  since  there  is  evidence  to 
support  the  position  that  the  legal  identity  of  a per- 
son follows  the  brain. 

Conclusion 

The  explosion  of  medical  knowledge  and  tech- 
nology in  the  past  decade  have  made  organ  trans- 
plants, genetic  engineering,  cloning,  artificial  fertil- 
ization, and  host  mothers  and  their  like,  a reality  of 
the  present  and  not  a dream  for  the  future.  The 
potential  risks,  potential  benefits,  and  ethical  con- 
siderations of  research  with  recombinant  DNA  must 
be  carefully  considered.26  Tampering  with  the  very 
essence  of  life  and  encroaching  on  the  Creator’s  do- 
main are  considerations  worthy  of  extensive  discus- 
sion from  the  Jewish  standpoint.  Are  we  creating 
artificial  human  beings  bordering  on  golems?  The 
Talmud  (Tractate  Sanhedrin  65b)  describes  an  ar- 
tificial man  (golem)  created  by  Raba.  Is  such  a 
golem  human?  What  is  man  being  reduced  to?  The 
Talmud  (Tractate  Niddah  31a)  tells  us  that: 

There  are  three  partners  in  man,  the  Holy  One,  blessed 

he  He,  his  father  and  his  mother.  His  father  supplies 

the  semen  of  the  white  substance  out  of  which  are 

formed  the  child’s  bones,  sinews,  nails,  the  brain  in  his 

head  and  the  white  in  his  eye.  His  mother  supplies  the 
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semen  of  the  red  substance  out  of  which  is  formed  his 
skin,  flesh,  hair,  blood  and  the  black  of  his  eye.  And 
the  Holy  One,  blessed  be  He,  gives  him  the  spirit  and 
the  breath,  beauty  of  features,  eyesight,  the  power  of 
hearing  and  the  ability  to  speak  and  walk,  under- 
standing and  discernment. 

The  spiritual  and  theological  aspects  of  genetic 
engineering  and  DNA  recombinant  research  also 
require  exploration.  Rabbis  must  examine  these 
issues  from  the  Jewish  standpoint  and  offer  legal 
guidance  to  the  medical  and  lay  communities.  In  the 
meanwhile,  -Jakobovits15  expresses  sentiments  which 
we  should  all  take  to  heart: 

Without  prior  safeguards,  there  is  no  justification 
for  the  experiments  already  undertaken  in  this  sacred 
sphere,  and  a strict  moratorium  should  be  declared  on 
further  tests  until  the  complex  moral  issues  involved 
have  been  thoroughly  examined,  and  some  firm  ethical 
guidelines  are  established  to  prevent  abuses  and  ex- 
cuses incompatible  with  the  sanctity  of  life  and  its  gen- 
eration. 

It  is  indefensible  to  initiate  uncontrolled  experi- 
ments with  incalculable  effects  on  the  balance  of  na- 
ture and  the  preservation  of  man’s  incomparable  spir- 
ituality without  the  most  careful  evaluation  of  the  like- 
ly consequences  beforehand. 

“Spare-part”  surgery  and  “genetic  engineering” 
may  open  a wonderful  chapter  in  the  history  of  heal- 
ing. But  without  prior  agreement  on  restraints  and 
the  strictest  limitations,  such  mechanization  of  human 
life  may  also  herald  irretrievable  disaster  resulting 
from  man’s  encroachment  upon  nature’s  preserves, 
from  assessing  human  beings  by  their  potential  value 
as  tool-parts,  sperm-donors,  or  living  incubators,  and 
from  replacing  the  matchless  dignity  of  the  human 
personality  by  test-tubes,  syringes,  and  the  soulless  ar- 
tificiality of  computerized  numbers. 

Man,  as  the  delicately  balanced  fusion  of  body, 
mind,  and  soul,  can  never  be  the  mere  product  of  labo- 
ratory conditions  and  scientific  ingenuity.  To  fulfill 
his  destiny  as  a creative  creature  in  the  image  of  his 
Creator,  he  must  be  generated  and  reared  out  of  the 
intimate  love  joining  husband  and  wife  together,  out  of 
identifiable  parents  who  care  for  the  development  of 
their  offspring,  and  out  of  a home  which  provides  af- 
fectionate warmth  and  compassion. 
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1822-1883 

Netherlands'  first  professor  in  the 
history  of  medicine 

HINDLE  S.  HES-SWARTENBERG,  Li.,  M.L.S. 

Petah-Tikvah,  Israel 

Reference  Librarian,  Medical  Library,  Beilinson  Hospital 

The  Israels  family  of  the  Netherlands  is  well  known 
to  the  general  public  for  its  two  famous  painters, 
Jozef  and  his  son,  Isaac.  Nearly  forgotten,  however, 
is  Jozef’s  elder  brother,  Abraham,  who  was  the  first 
professor  in  the  Netherlands  in  the  history  of  medi- 
cine. 

Abraham’s  forebears  came  to  the  northern  city  of 
Groningen  at  the  end  of  the  seventeenth  or  the  be- 
ginning of  the  eighteenth  century.  They  were  quite 
well-to-do  merchants  and  performed  important 
functions  in  the  Jewish  community.  Abraham’s 
father,  Hartog  Abraham,  was  a stock  trader.  He 
married  Mathilde  Salomon  Polack,  the  daughter  of 
a drug  dispenser  from  Leeuwarden.  Both  Israels 
boys  were  reared  in  the  Orthodox  Jewish  tradition, 
and  it  was  intended  that  Jozef  become  a rabbi;  he, 
however,  preferred  the  arts.  He  never  forgot  his 
Jewish  upbringing,  though,  and  it  is  known  that  he 
never  opened  his  studio  on  the  Sabbath.1  Abraham, 
on  the  other  hand,  loved  the  study  of  the  old  books; 
from  an  early  age  he  had  a strong  interest  in  history 
and  Judaism.  When  he  turned  18,  however,  he  was 
inspired  by  a family  friend,  Levi  Ali-Cohen,  M.D., 
who  was  then  graduating  from  medical  school.  Ali- 
Cohen  was  five  years  Abraham’s  senior  and,  like  him, 
a lover  of  history  and  equally  well  versed  in  the 
Jewish  sources.  Abraham  decided  to  study  medi- 
cine, too. 

The  extent  of  Ali-Cohen’s  inspiration  and  influ- 
ence on  Abraham  will  be  seen  later.  Now,  it  may 
suffice  to  say  that  Ali-Cohen  was  the  activist  of  the 
two,  and  Israels  was  the  man  of  the  idea,  the  scholar, 
an  avid  reader,  and  a very  shy  person.  While  still  a 
student,  Ali-Cohen  organized  a club  for  the  study  of 
Hebrew  literature  and  Jewish  history.  At  the  weekly 


meetings  Israels’  wide  reading  was  evident. 

Medical-historic  dissertation 

Little  wonder,  then,  that  the  subject  of  his  doctoral 
dissertation  was  a Jewish  historic  one:  gynecologic 
references  in  the  Babylonic  Talmud.2  He  did  a very 
thorough  and  scientific  study  which  stirred  up  con- 
siderable discussion  in  the  next  20-plus  years. 
Specifically,  Israels  argued  that  cesarean  section  had 
been  known  in  the  Babylonic  period,  interpreting  the 
Talmud-mentioned  term,  “Yotse  dofen,”  “exit 
through  the  wall,”3  to  mean  a delivery  by  surgical 
intervention,  a living  mother  being  delivered  of  a 
living  baby.  In  modern  Hebrew  the  term  is  used 
metaphorically:  exceptional.  While  men  like  Von 
Siebold,  Pinkhof,  Greenhill,  Heusinger,  Haeser,  and 
Hildesheimer  agreed  with  Israels,  others  such  as 
Reich,  Spiegelberg  Schroder,  and  Rawitzky,  who 
quoted  secondary  sources,  doubted  his  reasoning. 
Still,  Israels  did  not  back  down,  and  in  defending  his 
thesis,  showed  his  enormous  versatility  in  and 
knowledge  of  the  Talmud. 

“Pia  Deside ri a” 

After  graduating  from  medical  school,  Israels 
moved  to  Amsterdam  and  started  a private  practice. 
But  the  patients  did  not  hurry.  They  left  him  time 
for  writing.  Being  fresh  from  medical  school,  he 
composed  a list  of  recommendations  for  changing  the 
state’s  rules  for  the  examination  of  medical  students, 
the  state’s  laws  for  health  care,  for  establishing  a 
medical  association,  and  for  a journal  of  that  medical 
association.  His  “Pia  Desideria”  were  published  in 
1847  in  the  first  volume  of  the  New  Medical-Statis- 
tical Yearbook,  edited  by  his  friend  Dr.  Ali-Cohen. 
Suffice  it  to  state  here  that  in  the  course  of  the  25 
years  following  the  publication  of  “Pia  Desideria,” 
all  of  Israels’  recommendations  had  been  imple- 
mented, in  many  cases  through  the  efforts  of  Ali- 
Cohen.  On  many  occasions,  after  a board  had  been 
set  up,  Israels  was  selected  to  serve  on  that  board  as 
consultant.  Some  months  after  the  appearance  of 
“Pia  Desideria,”  a medical  bulletin  appeared,  not 
exactly  what  Israels  had  envisioned;  however,  on 
January  1,  1851,  it  changed  its  name  and  got  a new, 
active  editorial  board,  including  Israels.  Its  columns 
were  open  for  discussion  between  the  readers,  with 
articles  announcing  the  revolution  in  medicine  that 
was  then  taking  place  in  centers  such  as  Vienna  and 
Prague,  describing  new  health  regulations  in  En- 
gland, and  so  forth.  At  the  end  of  the  same  year  in 
which  Israels  published  his  Desideria,  the  Association 
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of  Dutch  Physicians  was  established.  At  the  first 
general  session,  Israels  was  elected  head  of  the  section 
of  History  of  Medicine.  Both  the  medical  association 
and  the  journal  are  still  in  existence  today. 

Public  hygiene  and  medical  education 

A different  subject  kept  Israels’  mind  and  pen 
busy.  At  that  time  it  was  called  “hygiene  publique,” 
today  we  would  call  it  “public  health.”  Israels  was 
convinced  that  it  was  exclusively  a medical  problem, 
quite  a revolutionary  idea  for  that  period.  All  mat- 
ters of  sanitation  were  being  decided  and  adminis- 
tered by  physicists,  chemists,  statisticians,  and  civil 
servants.  Israels  recommended  that  a physician 
should  be  added  to  this  team,  and  that  the  medical 
school  should  prepare  physicians  for  this  work  by 
putting  courses  in  public  hygiene  in  its  curriculum. 
His  numerous  articles  on  the  subject  were  replete 
with  historic  data,  which  were  then  compared  with 
current  data  and  used  as  guides  for  a course  of  con- 
duct. He  wrote  on  epidemics,  infectious  diseases, 
food  hygiene,  and  food  control. 

Holland,  at  the  time  of  Israels’  activity,  was  barely 
emerging  from  a period  of  complacency  and 
priggishness.  After  the  defeat  of  Napoleon,  the 
Netherlands  became  independent  in  1813;  Belgium 
separated  itself  from  Holland  in  1830  after  a military 
campaign.  The  color  of  life  was  gray;  people  did  not 
show  any  initiative.  Only  in  the  years  1840  to  1850 
did  they  come  to  life  again,  after  England  and  Ger- 
many preceded  Holland  in  their  economic  and  cul- 
tural renaissance.  After  the  industrial  revolution, 
the  population  of  the  cities  grew,  but  the  cities’ 
growth  of  technical  facilities  did  not  keep  pace  with 
the  number  of  people  to  be  served.  Conditions  in- 
cluded cramped  housing,  humid  cellars,  open  canals 
that  provided  drinking  water  and  served  as  sewers, 
unventilated  workrooms,  child  labor,  and  overlong 
working  hours  for  all  the  labor  force.  It  took  a 
number  of  social  reformers  and  a series  of  new  laws 
to  bring  about  needed  social  changes  at  the  end  of  the 
nineteenth  and  the  beginning  of  the  twentieth  cen- 
tury. It  was  Holland’s  good  fortune  to  have  a man 
like  J.  R.  Thorbecke  as  its  liberal  prime  minister  at 
that  time,  whose  three  tenures  of  office  lasted  from 
1849  to  1853, 1862  to  1866,  and  1871  to  1872.  He  did 
not  act  alone,  however.  Among  his  advisers  were 
many  physicians,  such  as  Samuel  Sarphati,  Samuel 
Senior  Coronel,  Levi  Ali-Cohen,  and  Abraham  Is- 
raels. They  were  the  ones  who  knew  firsthand  the 
terrible  conditions  in  the  cities,  and  because  they 
were  concerned,  they  started  to  do  something:  to 
write  letters,  to  publish,  to  lecture,  to  form  pressure 
groups.  And  even  when  physicians  were  not  official 
members  of  the  sanitation  teams  of  the  cities,  and 
when  there  was  no  teaching  of  hygiene  in  the  cur- 
riculum of  the  medical  schools,  physicians  were  active 
in  the  improvement  of  health  conditions. 

Dr.  Israels  arrived  at  recognition  of  the  need  for 
< Ranges  and  the  source  of  the  problem  from  two  di- 


rections: as  a physician  he  met  daily  with  the  suf- 
fering of  his  patients;  and  as  a historian,  he  knew  the 
experiences  of  the  past. 

Amsterdam’s  first  medical  catalog 

Because  of  his  interest  in  history,  Israels’  knowl- 
edge of  books  and  libraries  was  out  of  the  ordinary. 
He  deplored  the  fact  that  Leyden  university’s  library 
was  continuously  headed  by  a “lierator,”  or  literary 
man;  the  medical  section  suffered  in  that  many  pre- 
cious manuscripts  in  the  library’s  vaults  were  not 
recognized,4  and  that  the  selection  of  new  acquisi- 
tions showed  the  ignorance  of  the  librarian.  Alas, 
when  the  position  of  librarian  was  vacated  and  Dr. 
Israels  personally  applied  for  the  job,  the  habit  of 
years  prevailed,  and  a literary  scholar  was  appointed. 
Israels,  therefore,  stayed  in  Amsterdam  and  devoted 
part  of  his  time  to  the  club,  Het  Medisch  Leesmu- 
seum,  or  “The  Medical  Reading  Museum,”  which  he 
established  with  some  friends.  It  was  located  in  a 
room  behind  a book  shop  in  the  Kalverstreet.  The 
bookseller,  Johannes  Muller,  supplied  the  books  and 
other  reading  material.  This  club  was  for  many 
years  a major  meeting  place  for  the  physicians  of 
Amsterdam.  Israels,  however,  did  still  more  im- 
portant work.  He  organized  the  books  of  the  Dutch 
Society  for  Medicine,  printed  its  first  catalog,  and 
afterwards  issued  two  supplements.  He  continued 
to  work  until  his  death  in  this  library,  which  today  is 
situated  in  the  central  library  of  Amsterdam  Uni- 
versity. 

In  1859,  Israels  completed  a work  of  masterpiece 
quality,  the  translation  into  Dutch  of  the  second 
edition  of  Haeser’s  textbook  on  the  history  of  medi- 
cine and  common  diseases.5  The  revisions  he  added 
were  used  by  Haeser  himself  later  for  his  third  edi- 
tion. Actually,  this  was  Israels’  last  historic  publi- 
cation. After  occupying  himself  for  20  years  with  the 
study  of  history,  he  terminated,  as  it  were,  a period 
in  his  life. 

New  phase  in  life:  medical  teacher, 
farewell  to  research 

A new  period  started  with  his  marriage,  at  the  age 
of  43,  in  1865,  to  Johanna  van  Biema.  It  was  again 
his  friend  Ali-Cohen  who  acted  at  the  right  time  and 
introduced  the  two  to  each  other.  It  was  a happy 
marriage,  and  soon  the  couple  became  a family  with 
five  children.  This  was  no  time  for  historic  studies! 
Until  the  end  of  his  life,  Israels  was  busy  in  private 
practice  to  provide  for  his  family.  Another  event  also 
pushed  him  into  a different  direction:  the  intro- 
duction of  the  new  law  for  the  examination  of  medical 
students.  Israels  was  appointed  to  the  board  of  ex- 
aminers for  the  earning  of  the  degree  of  M.D.  In  that 
same  year,  1865,  the  Athenaeum  Illustre  of  the  Am- 
sterdam municipality  appointed  Israels  as  lecturer 
in  the  history  of  medicine  and  hygiene  at  the  medical 
faculty  of  the  Athenaeum.  This  was  a faculty  for 
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preclinical  studies;  since  1828,  there  had  existed  a 
separate  medical  school  for  clinical  subjects.  It  is 
noteworthy  that  this  appointment  came  many  years 
after  the  publication  of  his  recommendations,  the 
“Pia  Desideria,”  in  1847.  When  the  Athenaeum 
officially  became  a university  in  1877,  the  history  of 
medicine  became  a required  subject  in  the  curricu- 
lum, and  Israels  became  the  first  professor  to  teach 
the  history  of  medicine.  I know  of  only  one  doctoral 
candidate  who  wrote  his  thesis  under  Israels’  direc- 
tion. Eduard  Thijssen,  who  graduated  in  1881,  wrote 
on  the  contribution  of  Dr.  Nicolaas  Tulp  to  the  his- 
tory of  the  medical  science  in  the  seventeenth  cen- 
tury.B_9  But  there  was  no  continuation;  after  the 
death  of  Israels,  the  chair  of  the  history  of  medicine 
was  not  occupied  again  at  the  University  of  Amster- 
dam. One  son,  Samuel  Israels  de  Jonge,  studied 
medicine  in  Paris  and  specialized  in  lung  diseases. 

Conclusion 

Israels  very  much  enjoyed  the  teaching  of  his  be- 
loved subject,  history,  hut  not  the  teaching  of  hy- 
giene, however.  This  was  understandable,  consid- 
ering that  since  the  1840s,  when  Israels  left  the  uni- 
versity, the  basic  subjects  for  the  study  of  hygiene 
had  gone  through  an  enormous  evolution,  if  not 
revolution.  The  experiments  of  Claude  Bernard, 
Becquerel,  Liebig,  and  Schwann  became  known  in 


Honey  implicated 
in  spread  of  infant  botulism 

Infants  less  than  one  year  old  should  not  be  fed  honey, 
because  of  the  danger  of  transmission  of  infant  botulism, 
says  a report  in  an  American  Medical  Association 
journal. 

A California  research  group  reports  in  the  June  Ameri- 
can Journal  of  Diseases  of  Children  on  a number  of  chil- 
dren who  became  ill  from  infant  botulism.  Almost  half 
had  been  fed  honey  prior  to  onset  of  illness,  say  Drs. 
Richard  O.  Johnson,  Susan  A.  Clay,  and  Stephen  S. 
Arnon. 

Of  90  honey  samples  tested  to  date  in  California,  10 
percent  contained  C botulinum,  the  offending  organism, 
the  researchers  say.  In  another  survey  the  figure  was  7.5 
percent.  The  honey  samples  originated  in  California, 
Florida,  Iowa,  Michigan,  Minnesota,  Nebraska,  Tennessee, 
Texas,  and  Washington. 


Holland  only  then.  Semmelweis,  Virchow,  and 
Pasteur  were  his  contemporaries.  H is  own  students 
were  the  first  who  worked  in  laboratories.  Israels 
was  very  much  aware  of  the  new  developments  in  his 
era,  but  he  was  not  part  of  t hem.  He  was  somewhat 
like  Moses,  who  led  his  people  to  the  Promised  Land, 
but  was  not  allowed  to  walk  in  it. 

15  FJi  Cohen  Str. 

Ramat  Hasharon,  Israel 
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C botulism  may  be  responsible  for  some  cases  of  the 
sudden  infant  death  syndrome,  they  declare.  Most  of  the 
cases  probably  are  undetected,  as  infant  botulism  was  only 
recently  recognized  as  a separate  disease,  they  say. 

As  of  December  1,  1978,  108  cases  had  been  recognized 
in  21  of  the  50  United  States.  Sixty  of  the  reports  were 
from  California,  where  a special  surveillance  and  educa- 
tional effort  has  been  under  way  since  1976.  Cases  have 
also  been  reported  in  England  and  Australia. 

No  spores  were  found  in  any  of  the  several  hundred  food 
items  tested  in  California  other  than  honey,  the  doctors 
report. 

Adults  need  not  fear  infant  botulism.  No  one  past  the 
age  of  eight  months  has  been  stricken. 

“Since  honey  is  not  essential  for  infant  nutrition,  and 
since  it  is  the  one  identifiable,  avoidable  source  of  C 
botulinum  spores  for  susceptible  infants,  and  since  the 
oldest  patient  with  a documented  case  of  infant  botulism 
was  eight  months  of  age,  we  recommend  that  honey  not  be 
fed  to  infants  less  than  one  year  old.” 
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Benjamin  Rush 

Patriarch  reconsidered* 


MORRIS  H.  SAFFRON,  M.D. 

New  York  City 


When  he  breathed  his  last  on  April  19,  1813,  Ben- 
jamin Rush,  M.D.,  was  generally  regarded  as  the  most 
eminent  physician  in  America  as  well  as  the  leading 
citizen  of  Philadelphia.  So  great  was  his  reputation 
as  an  intellectual  giant  that  the  good  citizens  of  that 
metropolis  were  convinced  that  he  could,  if  called  on, 
deliver  at  a moment’s  notice,  an  informative  lecture 
on  any  subject  known  to  man.  Several  of  his  medical 
writings  had  already  been  translated  into  foreign 
languages,  a first  for  any  American  physician,  and  the 
respect  in  which  he  was  held  abroad  was  punctuated 
by  the  gift  of  a gold  medal  sent  to  him  by  no  less  a 
personality  than  the  Empress  of  Russia. 

Varied  roles 

In  this  article  I shall  try  to  draw  a fair  sketch  of  a 
man  driven  by  a Socratic  daemon,  endowed  with  an 
earnestness  of  purpose  and  relentlessness  of  will 
which  knew  no  bounds.  His  great  personal  magne- 
tism. combined  with  an  unwavering  religiosity,  made 
him  a powerful  preacher,  and  had  he  lived  in  the  days 
of  radio  and  television  he  might  easily  have  contested 
the  laurels  of  a Norman  Vincent  Peale.  Indeed,  in 
his  youth,  he  had  seriously  considered  entering  the 
ministry,  and  it  was  only  his  unswerving  honesty  with 
himself  and  the  realization  that  he  had  no  true  vo- 
cation which  caused  him  to  turn  somewhat  reluc- 
tantly to  medicine.  Even  during  his  lifetime,  careful 
observers  insisted  that  by  temperament  he  was 
miscast  as  a scientist,  and  I agree  with  Shryock  that 
Rush  did  not  find  his  greatest  fulfillment  in  the 
practice  of  medicine.  It  was  rather  as  a catalyst  of 
social  reform  that  this  man  saw  his  true  destiny. 
Ardent  in  all  his  pursuits,  fearless  in  attacking  old 
prejudices,  he  had  a naturally  irritable  temper  which 
led  him  to  speak  harshly  of  opponents.  Convinced 
that  he  had  a messianic  mission  to  correct  many  of 
the  world's  evils,  he  was  unusually  sensitive  to  criti- 
cism and  during  his  lengthy  career  reacted  emo- 
tionally in  the  face  of  “malice  and  ignorance.” 

Presented  at  the  170th  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Section  on  Archives, 
Sunday,  November  7,  1976. 


Social  and  political  reforms 

Let  us  review  briefly  some  of  the  influences  which 
helped  to  mold  Rush’s  social  and  political  ideas. 
Born  into  a family  with  strong  Puritan  leanings,  Rush 
cotdd  boast  of  an  ancestor  who  had  served  as  a cap- 
tain under  Cromwell  and  lauded  his  decision  to  bring 
Charles  I to  the  execution  block.  The  antimonar- 
chical  sentiments  imbibed  in  his  youth  were  to  be 
intensified  during  his  student  years  at  Edinburgh. 
Here  he  rejected  the  extreme  materialism  of  David 
Hume,  preferring  the  theory  of  progress  then  being 
advanced  by  the  churchman  and  historian,  William 
Robertson.  His  closest  associate  was  the  radical 
John  Bostock,  and  both  young  men  were  among  the 
group  strongly  influenced  by  the  writings  of  David 
Hartley.  The  latter,  a physician  and  philosopher, 
best  known  today  as  a founder  of  associational  psy- 
chology, had  been  a central  figure  in  the  transfor- 
mation of  the  Scottish  capital  into  a center  of  the  left 
wing  of  the  Enlightenment.  Rush  later  channeled 
Hartley’s  views  on  the  duties  of  man  into  his  own 
elaborate  concept  of  America  as  “the  first  Christian 
Republic  Civilization.”  Indeed  he  equated  Chris- 
tianity with  republicanism,  insisting  that  not  by  cold 
reason,  but  only  by  “the  influence  of  physical  causes 
on  the  moral  faculties”  could  man  actually  regain  the 
perception  of  truth  and  virtue  which  he  had  lost  in 
the  Garden  of  Eden. 

As  already  noted,  Rush  early  conceived  of  himself 
as  a man  of  destiny,  and  a firm  conviction  of  the 
rectitude  of  his  motives  never  failed  him.  Brilliant 
and  persuasive,  his  youthful  impetuosity  carried  all 
before  him.  The  extravagance  of  his  recently  pub- 
lished love  letters  has  rarely  been  equaled,  and  it  was 
while  in  Scotland  that  he  was  able  to  wear  down  the 
resistance  of  John  Witherspoon  who  had  hitherto 
refused  all  offers  to  assume  the  presidency  of  the 
College  of  New  Jersey  ( Princeton).  The  impassioned 
expressions  of  anxiety  over  the  fate  of  Nassau  Hall 
in  the  event  that  Witherspoon  persisted  in  his  refusal, 
and  the  subsequent  transports  of  joy  at  the  favorable 
decision,  are  typical  of  the  almost  hysterical  over- 
reaction which  was  to  reveal  itself  from  time  to  time 
throughout  his  life.  Before  sailing  for  home,  Rush 
visited  London,  “walking  the  hospitals”  and  asso- 
ciating with  such  celebrities  as  Benjamin  Franklin 
and  the  benevolent  Quaker  physician,  John  Fother- 
gill.  However,  he  seems  to  have  spent  most  of  his 
time  with  such  avowed  radicals  as  John  Wilkes  and 
Joseph  Priestley,  and  once  paid  an  emotion-packed 
visit  to  the  hallowed  spot  in  the  Hall  of  Parliament 
where  William  Pitt  had  stood  in  1766  when  he  de- 
nounced the  Stamp  Act.  The  sage  and  observant 
Fothergill  took  a dim  view  of  such  undisciplined  eb- 
ullience. Somewhat  prophetically  he  saw  danger 
ahead  and  tried  in  vain  to  “moderate  the  sanguine 
temperament  of  the  young  American  and  too-ardent 
politician.” 

On  his  return  to  Philadelphia  from  Paris,  Rush 
immediately  threw  his  support  to  the  leaders  of  the 
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movement  toward  complete  separation  from  the 
mother  country.  As  a firebrand  of  rebellion,  he  ac- 
tively assisted  Tom  Paine  in  the  publication  of 
Common  Sense,  the  pamphlet  which  is  rightly 
credited  with  convincing  many  halfhearted  colonials 
to  take  the  final  plunge  toward  independence.  Rush 
then  joined  the  Continental  Congress  just  in  time  to 
affix  his  signature  to  the  Declaration  of  Indepen- 
dence, but  this  restless  spirit  was  unwilling  to  sit 
passively  in  Philadelphia  while  his  services  were 
needed  on  the  battlefield. 

Humanistic  physician 

With  characteristic  unrestraint  he  almost  at  once 
became  a vocal  critic  of  the  medical  department, 
finding  himself  embroiled  in  an  unpleasant  con- 
frontation with  the  director,  his  former  professor, 
William  Shippen,  Jr.  Rush  eventually  made  himself 
so  much  of  a persona  non  grata  that  even  his  adviser, 
John  Witherspoon,  heaved  a sigh  of  relief  when  the 
stormy  petrel  was  cajoled  into  retirement.  It  was 
Ebenezer  Hazard  who  then  stated  perceptively  that 
“neither  his  stability  nor  prudence  are  to  be  relied 
upon,”  and  Rush  himself  once  remarked  that  “pru- 
dence is  a rascally  virtue.”  To  complicate  matters 
still  further,  Rush  soon  became  a principal  figure  in 
the  coterie  of  malcontents  commonly  known  as  the 
Conway  Cabal.  These  men  felt  that  George  Wash- 
ington was  too  lethargic  and  inefficient,  comparing 
him  unfavorably  with  Horatio  Gates  who  had  just 
accepted  Burgoyne’s  surrender  at  Saratoga.  The 
impulsive  Rush  now  sent  an  anonymous  letter  to 
Patrick  Henry  expressing  these  very  sentiments. 
The  denouement  which  followed  this  irresponsible 
act  would  have  deeply  embarrassed  most  men,  but 
Rush  seems  to  have  been  only  mildly  perturbed,  still 
convinced  of  the  unvarying  rightness  of  his  judgment. 
Instead,  he  went  into  paroxysms  of  grief  when  he 
learned  that  the  discomfited  General  Conway  had 
decided  to  resign.  Rush  soon  found  other  means  to 
soothe  his  wounded  ego  by  resuming  his  vendetta 
against  Shippen,  cooperating  now  with  John  Morgan, 
who  had  preceded  Shippen  as  director,  and  been 
summarily  dismissed  by  a politically  motivated 
Congress.  Rush  and  Morgan  were  among  the  med- 
ical men  who  testified  at  the  Shippen  court-martial, 
which  resulted  in  the  latter’s  incomplete  vindication 
by  Congress,  and  subsequent  resignation. 

Long  before  the  end  of  the  war  Rush  had  resumed 
his  civilian  activities  as  practitioner  and  professor. 
More  important  for  the  present  study  are  the  many 
avocational  activities  which  this  inveterate  philan- 
thropist felt  called  on  to  support  to  promote  the 
perfectibility  of  man.  First  and  foremost  was  the 
abolition  of  slavery,  a cause  to  which  he  remained 
devoted  to  his  dying  day.  It  may  seem  captious  to 
cavil  with  his  undeniably  well-intended  efforts  to 
prove  the  capacity  of  the  black  man  to  attain  equality 
with  the  white,  but  even  these  humanitarian  ideas 
were,  in  reality,  subordinate  to  his  personal  t heology 


which  led  him,  with  unusual  insensitiveness,  to  ex- 
plain the  miseries  of  slavery  as  a special  means  of 
salvation  granted  to  Negroes  in  the  divine  plan. 

Another  unpopular  cause  for  which  Rush  fought 
long  and  valiantly  was  the  prohibition  of  “ardent 
spirits.”  As  hordes  of  immigrants  poured  into 
Pennsylvania,  Rush  compared  the  dire  effects  of 
intemperance  on  the  hard-drinking  Irish  with  the 
economic  stability  of  the  more  abstemious  Germans 
who  were  soon  to  transform  Lancaster  County  into 
the  garden  spot  of  the  nation.  Rush’s  pioneer  ac- 
count of  the  life  style  and  habits  of  these  settlers  from 
the  Palatine  has  been  justly  admired  by  social  his- 
torians. Yet,  even  in  his  battle  against  alcoholism, 
Rush  did  not  hesitate  to  exaggerate  to  make  his 
point,  and  he  is  said  to  have  frightened  his  captive 
ward  patients  with  threats  of  various  mortal  ailments 
which  could  be  attributed  only  to  the  excessive  use 
of  hard  liquor.  Rush  also  opposed  the  cruel  corporal 
punishment  then  meted  out  to  prisoners  in  civilian 
and  military  prisons,  becoming  one  of  the  great 
American  voices  for  penal  reform  so  strongly  advo- 
cated in  England  by  John  Howard  and  Sir  John 
Pringle.  Our  moralist  and  visionary  was  likewise 
among  the  first  to  enter  the  controversy  on  capital 
punishment,  insisting  that  the  murderer  was  a dis- 
turbed man  who  needed  only  medical  and  religious 
help  to  restore  him  to  a place  in  society.  Further- 
more, Rush  was  one  of  the  first  in  America  to  con- 
sider the  health  of  the  general  public  to  be  a matter 
of  national  concern,  and  he  is  credited  with  having 
opened  one  of  the  earliest  free  dispensaries  in  this 
country.  Generous  to  a fault,  Rush  gave  active 
support  to  the  Humane  Society  of  Pennsylvania, 
which  like  other  such  associations  sought  to  teach  the 
poor  the  benefits  of  sanitation  and  good  nutrition  as 
well  as  the  elements  of  first-aid  and  lifesaving.  If 
good  works  and  charity  were  essential  for  salvation, 
Benjamin  Rush  would  certainly  have  had  no  trouble 
in  passing  through  the  pearly  gates. 

On  another  subject,  his  benevolent  attitude  toward 
the  mentally  ill,  Rush  has  received  probably  more 
praise  than  is  warranted.  Here  again  he  seems  to 
have  attached  himself  to  a great  cause,  taking  his  cue, 
in  this  case,  from  the  writings  of  Pinel  and  Tuke. 
Yet  his  “tranquilizing  chair”  and  “gyrator”  have  been 
described  as  barbarous,  even  sadistic  inventions, 
probably  inflicting  more  damage  on  the  poor  patient 
than  the  manacles  from  which  he  had  just  been  re- 
leased. Nevertheless  the  Medical  Observations  and 
Inquiries  on  Diseases  of  the  Mind,  published  in  the 
year  before  his  death,  may  rightly  be  considered  as 
Rush’s  major  contribution  to  medical  science. 

Contradictory  theories 

As  for  his  other  medical  theories,  the  less  said  the 
better.  Even  if  we  praise  his  personal  bravery  in 
remaining  in  Philadelphia  during  two  major  epi- 
demics of  yellow  fever,  how  are  we  to  explain,  without 
an  insight  into  the  man’s  colossal  conceit,  why  he 
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persisted  in  his  interminable  routine  of  bleedings  and 
purgings.  This  insistence  on  depleting  the  body  of 
noxious  humours  suggests  an  unconscious  return  to 
medieval  practice,  and  the  image  of  Rush  gliding 
toward  the  bedside  with  the  inevitable  lancet  and 
bleeding-bowl  in  hand,  makes  one  think  of  the  ritual 
of  some  primitive  shaman.  Many  have  tried  to  find 
some  logic  in  Rush’s  obsession  with  calomel  and 
venesection,  but  I find  myself  in  agreement  with 
Elisha  Bartlett,  M.D.,  our  great  American  authority 
on  fevers,  who  once  wrote  of  Rush:  “In  the  whole 
vast  compass  of  medical  literature,  there  cannot  be 
found  an  equal  number  of  pages  containing  a greater 
amount  of  utter  nonsense  and  unqualified  absurdi- 
ties.” Even  the  urbane  Oliver  Wendell  Holmes  was 
compelled  to  agree,  calling  Rush  “a  charming  teacher 
but  a superficial  observer,  curious  but  not  deep,  im- 
bued with  the  idea  thjit  even  Nature  itself  had  been 
put  under  the  control  of  the  American  Revolution, 
and  of  course  by  his  own  successes  in  the  pract  ice  of 
medicine.” 

As  he  grew  older  Rush’s  arrogance  and  lack  of 
humor  and  insight  into  his  own  foibles  alienated  him 
almost  entirely  from  former  friends.  Unable  to 
convince  his  medical  peers  of  the  rationale  of  his 
treatment,  he  resigned  in  a huff  from  the  College  of 
Physicians  which  he  had  helped  to  found  a few  years 
earlier.  Contemporaries  badgered  him  with  accu- 
sations of  lack  of  stability  and  judgment,  and  he  be- 
came an  easy  mark  for  pamphleteers,  among  whom 
William  Cobbett  was  only  the  most  vitriolic.  Al- 
though Rush  won  a questionable  decision  from  an 
overly  sympathetic  judge  in  his  libel  suit  against 
Cobbett,  this  episode  left  deep  scars  and  succeeded 
in  turning  him  more  than  ever  into  a recluse.  He 
continued  to  pour  out  his  innermost  thoughts  on 
man’s  destiny  and  the  future  of  America  in  a vast 
correspondence  with  such  sympathetic  old  revolu- 
tionaries as  John  Adams  and  Thomas  Jefferson,  two 
rivals  whom  he  had  succeeded  in  reconciling  after  a 
long  period  of  estrangement.  But  it  was  in  his  stellar 
role  as  pontiff  before  an  adulating  crowd  of  medical 
students  that  Rush  must  have  found  his  surest  ave- 
nue of  release.  So  mesmeric  was  his  influence  that 
he  could  discard,  almost  whimsically,  one  medical 
theory  after  another,  Brown  following  Cullen  into 
limbo,  until  he  summed  up  his  own  theory  of  “morbid 
excitement”  in  the  dictum  “there  is  but  one  fever  in 
the  world.”  Rush  used  this  captivated  audience  to 
indulge  his  flair  for  speculation,  expounding  on 
subjects  which,  far  from  being  scientific,  were  related 
in  fact  to  his  own  social  program  and  philosophical 
concepts.  When  the  2,000  or  more  young  physicians 
dispersed  to  tiny  hamlets  on  the  frontier,  they  carried 
with  them  not  only  a supply  of  lancets  and  calomel, 
but  also  Rush’s  opinions  on  the  influence  of  the 
“moral  faculty.” 

Rush  believed  that  an  innate  power  of  distin- 
guishing good  from  evil  was  under  the  control  of  the 
conscience  rather  than  of  reason,  and  this  notion 
formed  the  basis  for  his  optimistic  prophecy  that  the 


virtuous  citizens  of  a democracy  would  have  no  need 
for  a strong  authoritarian  government. 

Views  on  education 

Rush  wrote  well  and  voluminously,  being  credited 
with  more  than  100  entries  in  his  bibliography. 
Medical  historians  are  particularly  grateful  for  one 
pioneer  effort,  The  Natural  History  of  Medicine 
Among  the  American  Indians.  Rush  was  also  a 
great  advocate  of  universal  education,  proposing 
tax-supported  public  schools  for  poor  whites  and 
blacks,  while  his  proposal  for  a national  university 
has  only  recently  been  revived.  Flying  in  the  face  of 
tradition  he  made  a strong  plea  for  the  admission  of 
women  to  institutions  of  higher  learning,  and  sug- 
gested the  substitution  of  modern  languages  for 
Greek  and  Latin.  In  his  own  state  of  Pennsylvania, 
the  founding  of  Dickinson  College  and  Franklin 
College  owe  much  to  the  active  support  of  Benjamin 
Rush.  For  these  advanced  views  on  education  Rush 
deserves  our  unstinted  admiration,  even  though  his 
sincere  religiosity  compelled  him  to  advocate  com- 
pulsory Bible  reading  in  all  schools.  Yet  in  spite  of 
this  alleged  belief  in  the  importance  of  educat  ion,  the 
unpredictable  Rush  once  shocked  a Philadelphia 
audience  by  suggesting  that  not  only  “may  man  be- 
come illustrious  without  scholarship  . . . but  that 
scholarship  is  a trammel  to  the  mind,  preventive  of 
powerful  action  and  lustre.”  So  much  for  the  pro- 
fessors. 

When  Rush  died  the  eulogies  were  numerous  and 
fulsome.  Even  John  Adams,  who  had  earlier  de- 
scribed him  “as  too  much  of  a talker  to  be  a deep 
thinker”  now  wrote,  “I  know  of  no  character  living 
or  dead  who  has  done  more  good  for  America.”  The 
more  cautious  Jefferson  added  his  own  simple  en- 
comium. 

Conclusion 

Finally  how  are  we  to  assess  an  individual  who 
could  arouse  such  deep  devotion  from  some;  such 
intense  antagonism  from  others.  Perhaps  such  is  the 
fate  of  all  strong  personalities  whose  ideas  are  too 
advanced  for  the  crowd,  and  it  has  often  been  pointed 
out  that  Rush  had  to  wait  more  than  a century  for  an 
unbiased  or  sympathetic  biographer.  This  neglect, 
unusual  in  the  case  of  a founding  father,  has  been 
remedied  in  recent  years  by  a series  of  full-length 
studies  as  well  as  innumerable  articles.  Most  of 
these  writers  pass  lightly  over  his  obvious  failure  as 
a practical  politician  and  make  no  attempt  to  vindi- 
cate his  archaic  medical  practice,  stressing  instead 
his  impressive  contribution  to  psychiatry.  But  even 
if  we  agree  that  Rush  has  lost  much  of  his  standing 
as  a pivotal  personality  in  the  history  of  medicine,  we 
must  brush  aside  his  volatility,  intransigence,  and 
self-conceit  to  pay  full  respect  for  all  that  he  did 
manage  to  envision  and  in  many  instances  to  ac- 
complish. 

In  my  opinion  Rush  can  best  be  described  as  a man 
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of  undeniable  talents  and  sincerity  who  just  managed 
to  miss  greatness  because  of  an  evangelical  streak  in 
his  personality  which  made  him  too  dogmatic  and 
unyielding.  I believe  that  he  saw  himself  as  an  agent 
of  God  acting  in  history,  destined  to  fulfill  biblical 
prophecy  by  constructing  a republican  society  on 
Christian  lines.  In  spite  of  his  progressive  views  on 
such  matters  as  education  and  social  reform  he  was 
in  many  respects  “an  intellectual  fumbler,”  re- 
tardaire  even  in  his  own  time.  Medicine  was  after  all 


Hyperactive  children  adjust 
fairly  well  to  adult  life 

What  happens  to  that  hyperactive  child  when  he  or  she 
grows  up? 

The  adolescent  or  young  adult  still  may  have  some 
problems,  but  for  the  most  part  the  child  who  had  such  a 
rough  time  in  school  learns  to  cope  reasonably  well  with  the 
adult  world,  says  a research  report  in  an  American  Medical 
Associat  ion  psychiatric  journal. 

A Montreal  research  team  tracked  down  a group  of 
children  who  had  been  classified  as  hyperactive  some  10 
to  13  years  earlier,  when  the  youngsters  ranged  from  age 
fi  to  age  1 3. 

While  many  hyperactive  subjects  continued  to  have 
ome  difficulties  of  adjustment,  only  a small  minority 
howed  severe  psychopathology  or  had  serious  antisocial 


the  best  profession  he  could  possibly  have  chosen 
because  it  provided  him  with  the  authoritarian  stance 
so  necessary  to  sustain  his  ego  in  the  face  of  adversity. 
Yet  had  he  elected  to  enter  another  profession,  such 
as  law  or  education,  one  which  would  have  forced  him 
to  modulate  his  inflexibility,  Rush  might  easily  have 
become  a highly  respected,  even  a towering  figure  in 
the  cultural  history  of  our  country. 

912  Fifth  Avenue 
New  York,  N.Y.  10021 


behavior,  says  Gabrielle  Weiss,  M.D.,  of  Montreal  Chil- 
dren’s Hospital  and  McGill  University. 

The  report  is  in  the  June  Archives  of  General  Psychi- 
atry. 

The  hyperactive  children  were  more  likely  to  be  impul- 
sive adults  than  their  less  active  peers.  They  had  more 
auto  accidents,  and  changed  their  place  of  residence  more 
frequently. 

'There  was  no  difference  in  the  job  status  of  the  once- 
hyperactive  children  and  their  normal  peers,  Dr.  Weiss 
says.  In  the  working  world,  if  the  hyperactive  subject 
doesn’t  like  an  employer,  he  or  she  can  move.  But  in  the 
classroom,  the  child  must  remain  with  incompatible 
teachers  and  subject  matter. 

Most  hyperactive  adults  perceive  their  childhood  as  an 
unhappy  one.  In  adolescence  the  hyperactive  have  an 
impaired  self  esteem.  'This  continues  into  adult  life,  de- 
spite ability  to  hold  t heir  own  in  the  business  world. 
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At  the  back  of  a drawer  I found  a neatly  rolled-up 
instrument  case.  It  contained  an  O’Dwyer  tube  set 
and  a little  card,  “To  Phil,  from  Ed  and  Harry,  July 
1,  1924”  (Fig.  1).  1 fingered  the  graduated  sizes  of 
black  rubber  tubes,  each  of  which  fitted  on  the  in- 
troducing handle,  and  there  was  an  extraction  in- 
strument. Each  tube  had  a loop  of  linen  thread  at- 
tached to  it.  My  fingers  closed  knowingly  around  the 
introducer,  forefinger  along  the  shaft  and  thumb  on 
the  release.  I had  once  been  the  acknowledged  ex- 
pert with  these  tubes,  but  now,  “museum  stuff’  I said 
to  myself. 

Back  in  those  days,  diphtheria  filled  a quarantine 
hospital  on  East  16th  street.  Ambulances  with 
clanging  bells,  (no  sirens  then)  rushed  about  the  city 
with  antitoxin.  A special  corps  of  health  department 
diagnosticians  looked  at  suspicious  cases  and  sent 
cultures  into  the  department.  It  is  hard  to  remember 
now  that  this  was  a dread  disease,  and  every  sore 
throat  frightened  mothers,  and  frightened  physicians 
too. 

We  had  a specific  antitoxin,  horse  serum,  but  it  had 
to  be  given  early  to  prevent  diphtheritic  paralysis  and 
serious  damage  to  the  heart.  A three-day  wait  was 
often  fatal;  a seven-day  wait  made  the  antitoxin  al- 
most useless. 

Services  in  diphtheria  pavilion 

I had  come  out  of  World  War  I a sergeant.  I went 
straight  into  Cornell  Medical  School,  two  years  older 
than  my  classmates  and  far  more  mature.  I went 
through  laboratories  and  classrooms  with  a sense  of 
excitement.  In  my  fourth  year  I watched  Giddings, 
(Emanuel  Giddings,  M.D.),  the  chief  resident  at  the 
Willard  Parker  Hospital  and  a recognized  intubation 
expert,  placing  the  O’Dwyer  tubes  in  the  larynx,  and 
my  mind  was  made  up.  In  June,  1923, 1 had  my  de- 
gree. My  classmates  shunned  the  pest  house,  but  for 
me,  with  its  guarded  gates,  its  dangers,  its  strict  dis- 
cipline, and  clipped-second  emergencies  of  choking 
patients,  it  had  a challenge  that  I could  see  nowhere 
else  in  medicine. 

Giddings,  by  this  time,  had  moved  to  a better  job 
in  the  department,  and  the  resident  now  was  a short, 


FIGURE  1 . Complete  set  of  O’Dwyer  tubes  for  intralaryngeal 
intubation.  Set  includes  graduated  tubes,  mouthgag,  intro- 
ducer, and  extracting  handles. 


fat,  jovial  physician  with  a tuft  of  hair  that  came  up 
from  his  forehead,  and  everyone  called  him  “Kew- 
pie.”  He  took  me  into  the  morgue  that  first  evening 
and  there  were  plenty  of  subjects  for  demonstration. 
The  postmortem  cabinet  had  a set  of  O’Dwyer  tubes, 
and  Kewpie  showed  me  how  to  use  them.  It  was 
really  quite  an  easy  thing  to  do.  1 went  to  the  next 
table  and  did  that  one;  I went  to  the  next  table  and 
did  that  one.  “Too  bad,”  said  Kewpie,  “I  wish  that 
you  had  missed  a few.  You  might  get  over-confident, 
and  that  is  the  worst  sin  of  all.”  I knew  in  my  heart 
that  he  was  wrong.  I knew  the  anatomy  of  the  throat 
and  I had  long  fingers.  I didn’t  see  how  I could 
miss. 

At  the  end  of  the  tube  ward  in  the  diphtheria  pa- 
vilion was  a little  room  with  a cot,  a sink,  a toilet,  and 
a desk.  On  a 24-hour  shift,  every  day  of  the  year, 
there  was  a intern  in  this  room.  He  was  called  “the 
man  on  board.”  When  a child  coughed  up  his  tube, 
or  a new  child  was  brought  in,  that  intern  had  an 
immediate  first  chance  at  placing  the  tube.  When 
the  bell  rang  the  resident  on  duty  would  come  from 
wherever  he  happened  to  be  in  the  hospital.  It  might 
take  him  two  minutes  to  get  there,  maybe  three.  He 
would  take  over  if  the  intern  missed. 

Margaret  Maguire,  R.N.,  was  on  duty  on  Kewpie’s 
days.  I asked  her  what  would  happen  if  the  resident 
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missed.  “That  hasn’t  happened  yet,”  she  answered. 
The  next  evening  was  my  first  night  on  board.  I 
settled  back  with  a book  and  waited.  My  meals  came 
on  a tray.  Everything  was  calm  and  nothing  hap- 
pened. Then  the  emergency  bell  woke  me  with  a 
start.  I ran  out  on  the  ward  in  my  pajamas  as  I had 
been  told  to  do.  A little  girl  had  coughed  up  her  tube 
and  she  lay  on  the  table  straining  for  her  breath,  her 
eyes  wide  with  terror.  A nurse  was  lying  across  her 
body,  holding  her  arms  still  with  a sheet.  Miss 
Maguire  handed  me  the  proper  size  tube  in  its  in- 
troducing handle  and  then  held  the  child’s  head.  I 
trembled  a little  more  than  I wanted  to,  but  the  tube 
slipped  in  easily. 

“Too  bad,”  said  Kewpie,  who  had  come  to  stand 
behind  me  almost  instantly.  He  winked  at  the 
nurses  and  left.  I went  back  to  the  board  room  and 
there  on  a tray  was  a hot  cup  of  tea;  this  was  routine. 
There  was  no  question  in  my  mind  that  I had  saved 
a life,  and  I had  a deep  content  within  me,  although 
I realized  that  my  heart  was  racing  with  excitement. 
It  was  hard  to  get  back  to  sleep. 

The  next  day  Joe  Strauss  (Joseph  Strauss,  M.D.) 
was  on  board,  and  Jennings,  who  alternated  with 
Kewpie,  was  his  resident.  I didn’t  leave  the  hospital 
but  sat  in  the  library  reading.  When  the  bell  rang  I 
raced  across  the  tennis  court  and  up  the  steps  to  the 
tube  ward.  Strauss  was  working,  his  face  red  and 
sweat  on  his  forehead.  He  missed  twice  and  Jen- 
nings took  over.  “The  resident  never  misses.”  I 
watched  that  same  tableau  twice  again  that  night. 

The  next  night  was  mine.  A tube  went  in  easily 
under  my  fingers,  but  the  child  turned  blue.  “Pull 
it  out,”  said  Kewpie.  We  always  left  the  string  on 
until  everything  was  secure.  “You  were  in  the 
esophagus,  not  the  larynx.”  I tried  again.  This  time 
the  child  stopped  breathing.  Kewpie  took  over  and 
deftly  placed  the  tube.  He  squeezed  the  chest  and 
the  child  gasped,  color  clearing  instantly.  Everyone 
took  a deep  breath  with  the  child.  I had  been  hold- 
ing my  breath  too.  Back  in  the  board  room  I sipped 
my  tea  slowly,  puzzled  and  a little  unnerved.  Later 
that  night  I missed  again  and  still  later  I was  suc- 
cessful, but  only  on  the  second  try.  Kewpie  said, 
“You  must  stop  thinking  about  it.  Your  fingers  must 
learn  the  trick  without  you.  Back  to  the  deadhouse, 
doctor.  Teach  your  fingers.” 

For  weeks  I intubated  every  corpse  in  the  morgue. 
They  were  all  ages,  all  sizes,  all  victims  of  the  dread 
diphtheria.  It  was  quite  easy  in  a corpse;  relaxed, 
lifeless,  no  struggle,  and  no  hurry.  But  I kept  at  it; 
this  was  the  skill  that  counted.  It  was  not  pleasant 
work.  The  other  interns  rarely  came  over  to  practice. 
They  knew  they  could  depend  on  the  resident,  so 
their  risk  was  small.  “The  resident  never  misses.” 
I had  my  eyes  on  a different  target.  I had  a com- 
pulsion to  master  this  one  thing;  1 did  not  dare  to  fail 
this  goal. 

The  nurses  were  a dedicated  crew  who  had  been 
with  this  work  for  years.  I sensed  t heir  recognition 
of  my  drive.  Then  Kewpie  was  no  longer  at  my  side, 


completely  out  of  breath  from  his  dash  across  the 
tennis  court.  He  always  came  of  course,  but  no 
longer  in  time  to  take  over.  Then  a new  intern  was 
assigned,  and  I became  one  of  the  men  on  Jennings’ 
team.  I still  spent  my  evenings  on  a bus  driver’s 
holiday,  where  I could  hear  the  bell. 

With  a new  man  on  board,  one  night  I raced  up  the 
steps  to  watch  the  drama,  and  passed  Kewpie  sitting 
on  the  bottom  step,  leaning  against  the  post.  The 
intern  missed;  Maguire  handed  me  the  tube;  the 
patient’s  color  changed  from  blue  to  rosy,  and  I cut 
the  loop  and  withdrew  the  string.  Then  I went  down 
to  Kewpie.  Maguire  came  down  with  me,  and  she 
kicked  him.  “ Y ou  idiot,  you  won’t  do  this  again,”  she 
exclaimed.  And  then  to  me,  “It  isn’t  enough  for  him 
to  be  drunk  four  nights  a week,  he  has  to  hit  the 
bottle  on  his  night  on.  I wish  I could  be  sorry  for 
him.”  I phoned  the  ambulance  stable  and  Danny 
Negri  helped  me  get  Kewpie  back  across  the  tennis 
court  and  up  to  his  bed.  The  new  intern  was  shaken 
up  and  glad  to  be  relieved,  and  so  I stayed  on  board 
for  the  remainder  of  his  trick.  The  nurses  kept 
whispering  to  each  other,  sullen  and  determined. 
They  kept  bringing  me  hot  tea. 

I did  not  see  Kewpie  again.  Next  day  they  told  me 
he  had  packed  up  and  left;  there  was  no  second 
chance  of  breaking  that  discipline  of  life  and  death. 
I was  called  to  the  chief’s  office  and  told  that  Jen- 
nings had  been  moved  up  to  Kewpie’s  place,  and  did 
I think  I could  handle  the  junior  resident’s  job.  My 
heart  was  pounding,  and  I can  say  now  with  pride  and 
understanding  that  I was  not  sure.  The  chief  leaned 
forward,  “Maguire  and  Tilden  want  you  on  their 
days,”  he  said  kindly.  I nodded  and  sat  there. 

I walked  back  to  the  staff  house  and  gathered  my 
belongings  and  took  them  down  to  the  second  floor 
to  the  resident’s  quarters,  where  the  rooms  were 
being  cleaned.  Now  I had  a sitting  room  and  a 
bathroom  of  my  own;  a desk,  a bookcase,  a big  easy 
chair,  and  a separate  extension  from  the  switchboard. 
This  was  my  fourth  month  since  graduation.  I 
wanted  to  feel  the  exhilaration  that  must  come  with 
this  turn  of  events;  I wanted  to  telphone  my  mother 
and  my  sister  and  tell  them  about  it.  I sank  into  the 
big  chair  and  pondered  “The  resident  never  misses.” 
I spent  the  evening  in  the  morgue.  The  next  night 
was  mine  and  my  intern  was  a sober  chap  named 
Eddie  (Edward  Bassen,  M.D.),  one  of  those  who  was 
to  give  me  the  present  of  the  tube  set.  He  missed  two 
out  of  three  and  I took  over  successfully,  but  with  a 
ghost  of  fear  touching  my  heart. 

Croup  bus  services 

The  croup  ambulance  was  the  fastest  thing  on 
wheels  those  days.  Danny  Negri  drove  it  with  a 
clanging  bell  and  wild  abandon.  The  ambulance  had 
a narrow  seat  above  the  tailgate,  and  a strap  to  which 
you  hung  on  with  a prayer  as  he  went  around  the 
corners.  An  intern  and  a nurse  went  on  each  call, 
with  an  operating  kit;  but  on  his  night  off,  a resident 
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could  ride  along,  and  with  a new  intern  this  was 
wise. 

Everyone  admired  my  sense  of  duty  when  I gave 
up  my  free  evenings  to  ride  the  ambulance  on  the 
front  seat  with  the  driver.  But  what  could  one  do 
with  a free  evening  that  even  approached  that  wild 
ride  to  push  back  the  specter  of  death  haunting  a bed 
in  some  uptown  tenement. 

One  night  I went  with  Harry  (Harry  Kroin,  M.D.) 
and  Maguire  and  we  climbed  the  stairs  to  a flat  in 
Harlem,  Danny  bringing  up  the  rear  with  a rolled-up 
stretcher.  We  entered  a room  full  of  excited  Italians. 
Then  in  the  bedroom  we  found  a two-year-old  girl 
with  dusky  color,  gasping  for  hreath.  Harry  had  the 
tube  set  out  and  Maguire  was  busy  with  the  blankets. 
I looked  quickly  into  the  throat  and  it  was  foul.  I 
weighed  the  chances;  they  were  slim.  I thought  of 
that  crowd  outside  and  made  a quick  decision. 
“Pack  up,”  I said,  “hack  to  the  hospital.”  Danny 
nodded,  while  Harry  snapped  the  bag  shut  and 
Maguire  wrapped  the  child  in  a blanket.  We  came 
out  into  the  living  room  and  big,  burly  papa  stood 
across  the  doorway.  We  could  not  take  the  child; 
mother  screamed.  Everyone  talked  at  once.  I 
talked  too,  but  they  couldn't  understand  me  and  I 
couldn’t  understand  them.  Danny  Negri  pressed 
forward  and  spoke  authoritatively  in  Italian.  He 
kept  pointing  to  me  and  the  room  fell  silent,  and  fi 
nally  papa  stepped  aside. 

Down  in  the  street  a crowd  had  gathered.  It  was 
half  past  one  in  the  morning.  We  got  into  the  am- 
bulance and  I said  to  Harry,  “Watch  that  kid.  If  you 
think  she  can’t  make  it,  tap  on  the  window.”  I 
climbed  up  beside  Danny  and  we  started  off.  Down 
Fifth  Avenue,  luckily  deserted,  we  were  passing  the 
Metropolitan  Museum  of  Art  when  Harry  tapped  on 
the  glass.  “Stop  under  a light,”  I said  to  Danny.  I 
climbed  down  and  ran  around  to  the  back.  Down 
came  the  tailgate  and  we  laid  the  little  girl  on  it.  She 
had  stopped  breathing  and  was  blue  and  limp. 
Harry  had  the  bag  open  and  handed  me  the  tube  on 
its  handle.  Maguire  stuck  a tongue-blade  between 
the  jaws  and  I passed  my  left  index  finger  down  the 
throat.  “Full  of  muck.  Hand  me  some  gauze.”  I 
wiped  out  some  loose  diphtheritic  membrane  and 
dropped  the  infectious  gauze  into  a paper  bag.  I 
passed  the  tube  into  the  larynx;  nothing  happened. 
Harry  had  his  stethoscope  on  the  chest.  “Still  tick- 
ing, Phil,”  he  said.  I began  rhythmically  to  squeeze 
the  chest.  Maguire  was  getting  out  a hypodermic  full 
of  epinephrine.  I took  the  syringe  and  held  it  up  to 
the  light  to  push  out  the  bubble.  “Okay  Phil,  you 


don’t  need  it,”  said  Harry.  The  child  gave  a merciful 
gasp  and  the  color  cleared  slowly.  I squirted  the 
epinephrine  into  the  street.  A policeman  sauntered 
over  and  said,  “Anything  I can  do  to  help  doc?  I 
have  one  of  my  own  at  home,  just  about  that  size, 
poor  little  thing.”  “Diphtheria,”  I said  the  dread 
word  sharply,  and  the  policeman,  who  could  brave  a 
bandit,  stepped  back  with  an  exclamation.  I 
watched  the  child  for  a moment  and  then  said  “Let’s 
get  going.”  Up  the  tailgate.  I sat  in  the  bottom  of 
the  bus  holding  the  child  in  a blanket  and  watching 
her.  She  kept  breathing.  We  had  left  the  loop  of 
string  on,  and  Maguire  put  a piece  of  adhesive  tape 
on  to  hold  the  end  on  the  baby’s  cheek. 

Miss  Maguire  was  a no-nonsense  nurse,  devoted 
to  her  exacting  job,  competent,  efficient,  and  com- 
pletely prim.  In  addition  to  all  that,  she  was  dis- 
turbingly pretty.  In  many  agonizing  minutes  of  in- 
tense concentration  at  the  tube  table  when  we  bent 
our  heads  together  over  a gasping  patient,  the  touch 
of  her  hair  on  my  forehead  did  nothing  to  lessen  my 
tension.  With  the  patient  out  of  danger,  we  thanked 
each  other  in  strictly  formal  tones.  Back  at  the 
hospital  on  this  early  morning,  I wrote  up  my  chart 
at  the  desk:  “Intubation  en-route  in  ambulance.” 
I sat  there  writing  in  the  details.  Maguire  came 
quitely  up  behind  me,  bent  down  and  whispered, 
“Nice  work,  Doctor  Phil.”  I could  feel  a tingling  in 
my  scalp  and  I blushed  and  whispered  back,  “Thanks 
a lot,  Peggy.”  Nothing  ever  came  of  that,  but  over 
the  years  I have  remembered  that  precious  acco- 
lade. 

Comments 

During  all  these  months,  Bela  Schick,  M.D.,  and 
Abraham  Zingher,  M.D.,  had  been  doing  their  mon- 
umental work  on  school  children,  testing  thousands 
of  them  and  giving  a new  preventive  for  diphtheria 
called  anatoxin.  This  conferred  widespread  im- 
munity; later  at  Rockefeller  Institute  I did  some  re- 
search work  with  anatoxin  too. 

In  a few  years  diphtheria  cases  became  rare. 
Other  contagious  diseases  were  being  conquered. 
Today,  most  of  them  are  only  a memory,  and  the 
Willard  Parker  Hospital  was  finally  closed  as  being 
obsolete.  In  practice,  I never  did  get  a chance  to  use 
my  presentation-set  of  O’Dwyer  tubes.  Many  of  the 
younger  physicians  today  would  not  know  what  they 
are.  “Museum  Stuff.” 

480  Park  Avenue 
New  York,  N.Y.  10022 


August  1979/New  York  State  Journal  of  Medicine  1455 


Obituaries 


Jack  Abry,  M.D.,  of  New  York  City,  died  on  May  28  at 
the  age  of  75.  Dr.  Abry  received  his  medical  degree  from 
the  University  of  Paris  in  1931.  He  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York  State  So- 
ciety of  Internal  Medicine,  the  New  York  Cardiological 
Society,  the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  F.  Auwarter,  M.D.,  of  Woodhaven,  died  on  May 
3 at  the  age  of  74.  Dr.  Auwarter  graduated  in  1933  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
a family  practitioner  at  Lutheran  Hospital.  Dr.  Auwarter 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Oliver  J.  Bateman,  Jr.,  M.D.,  of  Buffalo,  died  on  May  9 
at  the  age  of  63.  Dr.  Bateman  graduated  in  1940  from 
Duke  University  School  of  Medicine.  He  was  an  attending 
physician  at  Buffalo  General  Hospital.  Dr.  Bateman  was 
a Diplomate  of  the  American  Board  of  Internal  Medicine 
and  a member  of  the  American  Rheumatism  Association, 
the  Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Abram  Blau,  M.D.,  of  New  York  City,  died  on  May  14  at 
the  age  of  72.  Dr.  Blau  graduated  in  1931  from  McGill 
University  Faculty  of  Medicine.  He  was  a child  psychia- 
trist at  The  Mount  Sinai  Hospital.  Dr.  Blau  was  a Diplo- 
mate of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry,  Child  Psychiatry  and  Neurology)  and  a 
member  of  the  American  Psychiatric  Association,  the 
American  Psychoanalytic  Association,  the  American  Public 
Health  Association,  the  Association  for  Research  in  Ner- 
vous and  Mental  Disease,  the  American  Academy  of  Child 
Psychiatry,  the  Academy  of  Psychosomatic  Medicine,  the 
New  York  Academy  of  Medicine,  the  New  York  Neuro- 
logical Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Arthur  N.  Bodenbendcr,  M.D.,  of  Buffalo,  died  on  May 
6 at  the  age  of  81.  Dr.  Bodenbender  graduated  in  1922 
from  Hahnemann  Medical  College  of  Philadelphia.  He 
was  a member  of  the  Radiological  Society  of  North 
America,  Inc.,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Bernard  L.  Cinberg,  M.D.,  of  New  York  City  and 
Flushing,  died  on  May  14  at  t he  age  of  73.  Dr.  Cinberg 
graduated  in  1929  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
; ists,  and  a member  of  the  New  York  Academy  of  Medi- 


cine, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Archibald  S.  Dean,  M.D.,  of  Buffalo,  died  on  April  21  at 
the  age  of  84.  Dr.  Dean  graduated  in  1922  from  Johns 
Hopkins  University  School  of  Medicine.  He  was  a Dip- 
lomate of  the  American  Board  of  Preventive  Medicine,  Inc. 
(Public  Health),  a Fellow  of  the  American  College  of  Pre- 
ventive Medicine,  and  a member  of  the  American  Public 
Health  Association,  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Marynia  Foot  Farnham,  M.D.,  of  Brattleboro,  Vermont, 
formerly  of  New  York  City,  died  on  May  29  at  the  age  of  79. 
Dr.  Farnham  graduated  in  1925  from  the  University  of 
Minnesota  Medical  School.  She  was  a member  of  the 
American  Psychiatric  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Raymond  George  Filsinger,  M.D.,  of  Eggertsville,  died 
on  May  31  at  the  age  of  78.  Dr.  Filsinger  graduated  in  1929 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
an  honorary  pediatrician  at  Sisters  of  Charity  Hospital  of 
Buffalo.  Dr  Filsinger  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  American  Acad- 
emy of  Pediatrics,  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Matthew  Remey  Furman,  M.D.,  of  New  York  City,  died 
on  May  22  at  the  age  of  77.  Dr.  Furman  graduated  in  1927 
from  Long  Island  College  Hospital.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Martin  L.  Gerstner,  M.D.,  of  Buffalo,  died  on  June  12  in 
his  77th  year.  Dr.  Gerstner  graduated  in  1928  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a con- 
sulting otolaryngologist  at  Brooks  Memorial  and  Sisters 
of  Charity,  of  Buffalo,  Hospitals,  and  an  otolaryngologist 
at  Buffalo  General  Hospital.  Dr.  Gerstner  was  a Diplo- 
mate of  the  American  Board  of  Otolaryngology  and  a 
member  of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  Academy  of  Facial  Plastic 
and  Reconstruction  Surgery,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Theodore  II.  Grundfast,  M.D.,  of  Brooklyn,  died  on  June 
1 5 in  his  75th  year.  Dr.  Grundfast  graduated  in  1 928  from 
Jefferson  Medical  College  of  Philadelphia.  He  was  a 
consulting  obstetrician  and  gynecologist  at  Jewish  Hospital 
and  Medical  Center  of  Brooklyn  and  at  King’s  County 
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Hospital  Center.  l)r.  Grundfast  was  a Diplomate  of  the 
American  Board  of  Obstetricts  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, a Fellow  of  t he  American  College  of  Surgeons,  and  a 
member  of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Arthur  C.  Hartnagel,  M.D.,  of  Ithaca,  died  on  May  7 at 
the  age  of  79.  Dr.  Hartnagel  graduated  in  1925  from  Ec- 
lectic Medical  Institute,  Cincinnati.  He  was  an  honorary 
member  of  the  medical  staff  at  Tioga  General  Hospital. 
Dr.  Hartnagel  was  a member  of  the  Tioga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Siegfried  Hein,  M.D.,  of  Cheshire,  Connecticut,  formerly 
of  Binghamton,  died  on  June  15  at  the  age  of  90.  Dr.  Hein 
received  his  medical  degree  from  the  University  of  Freiburg 
in  1913.  He  was  a member  of  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Maurice  Husik,  M.D.,  of  New  York  City,  died  on  May  30 
at  the  age  of  93.  Dr.  Husik  received  his  medical  degree 
from  the  University  of  Zurich  in  1928.  He  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  W.  Kaplan,  M.D.,  of  Greenport,  died  on  May  25 
at  the  age  of  73.  Dr.  Kaplan  graduated  in  1930  from  the 
University  of  Tennessee  College  of  Medicine.  He  was  a 
staff  general  practitioner  at  Eastern  Long  Island  Hospital. 
Dr.  Kaplan  was  a member  of  the  American  Geriatrics  So- 
ciety, the  Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edmund  H.  Kerper,  M.D.,  of  Fly  Creek,  died  on  April  16 
at  the  age  of  83.  Dr.  Kerper  graduated  in  1923  from  Johns 
Hopkins  University  School  of  Medicine.  He  was  a member 
of  the  American  Thoracic  Society,  the  Otsego  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Gregory  Leo  Kole,  M.D.,  of  New  York  City,  died  on  May 
28  at  the  age  of  43.  Dr.  Kole  received  his  medical  degree 
from  the  University  of  Freiburg  in  1964.  He  was  an  asso- 
ciate, adjunct,  otolaryngologic  surgeon  at  New  York  Eye 
and  Ear  Infirmary.  Dr.  Kole  was  a Diplomate  of  the 
American  Board  of  Otolaryngology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Carl  Kopet,  M.D.,  of  Queens  Village,  died  on  May  25  at 
the  age  of  63.  Dr.  Kopet  became  a Licentiate  of  the  Royal 
Faculty  of  Physicians  and  Surgeons  of  the  University  of 
Glasgow  Medical  Faculty  in  1948.  He  was  an  associate 
physician  at  LaGuardia  Hospital.  Dr.  Kopet  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  American  Geriatrics  Society,  the  Clinical  Society,  New 
York  Diabetes  Association,  the  Medical  Society  of  the 


County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Gerald  Levy,  M.D.,  of  Brooklyn,  died  on  June  6 at  the  age 
of  58.  Dr.  Levy  graduated  in  1953  from  Downstate  Med- 
ical Center  at  Brooklyn  He  was  an  associate  physician  at 
Coney  Island  Hospital  and  a member  of  the  medical  staff 
at  Kings  Highway  Hospital.  Dr.  Levy  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Giorgio  Lolli,  M.I).,  of  New  York  City,  died  on  May  14  at 
the  age  of  73.  Dr.  Lolli  received  his  medical  degree  from 
the  University  of  Rome  in  1928.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

James  E.  McCoy,  Jr.,  M.I).,  of  Flushing  and  Forest  Hills, 
died  on  May  Hat  the  age  of  67.  Dr.  McCoy  graduated  in 
1936  from  Jefferson  Medical  College  of  Philadelphia.  He 
was  an  attending  pediatrician  at  St.  John’s  Queens  Hos- 
pital. Dr.  McCoy  was  a member  of  the  American  Academy 
of  Pediatrics,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ellis  Morton  Markell,  M.I).,  of  Harrison  and  Mamaro- 
neck,  died  on  May  27  at  the  age  of  68.  Dr.  Markell  grad- 
uated in  1935  from  Long  Island  College  of  Medicine.  He 
was  assistant  director  of  family  practice  at  United  Hospital. 
Dr.  Markell  was  a member  of  the  Westchester  Academy  of 
Medicine,  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Harry  Hirsch  Meyer,  M.D.,  of  Cold  Spring  Harbor,  died 
on  May  15  at  the  age  of  80.  Dr.  Meyer  received  his  medical 
degree  from  the  University  of  Halle,  Wittenberg,  in  1924. 
He  was  an  assistant  family  practitioner  at  Huntington 
Hospital.  Dr.  Meyer  was  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

James  Fenninger  Mumma,  M.D.,  of  Buffalo,  died  on 
May  29  at  the  age  of  56.  Dr.  Mumma  graduated  in  1948 
from  the  University  of  Pennsylvania  School  of  Medicine. 
He  was  a proctologist  at  Buffalo  General  Hospital.  Dr. 
Mumma  was  Diplomate  of  the  American  Board  of  Colon 
and  Rectal  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Society  of  Colon 
and  Rectal  Surgery,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Nils  Nordstrom,  Jr.,  M.D.,  of  Binghamton,  died  on  June 
12  at  the  age  of  63.  Dr.  Nordstrom  graduated  in  1944  from 
Long  Island  College  of  Medicine.  He  was  a plastic  surgeon 
at  Binghamton  General  Hospital  and  a consulting  plastic 
surgeon  at  Binghamton  Psychiatric  Center  and  Ideal 
Hospital  of  Endicott.  Dr.  Nordstrom  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
American  Society  of  Maxillofacial  Surgeons,  the  American 
Association  of  Plastic  Surgeons,  the  Broome  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Thaddeus  Bernard  Oot,  M.D.,  of  Syracuse,  died  on  May 
9 at  the  age  of  83.  Dr.  Oot  graduated  in  1924  from  Syra- 
cuse University  College  of  Medicine.  He  was  a member 
of  the  Syracuse  Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Henry  L.  Pech,  M.D.,  of  Buffalo,  died  on  May  7 at  the  age 
of  82.  Dr.  Pech  graduated  in  1919  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  F.  Perez,  Jr.,  M.D.,  of  Poughkeepsie,  died  on 
-January  29  at  the  age  of  86.  Dr.  Perez  graduated  in  1919 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  American  Occupa- 
tional Medicine  Association,  the  New  York  State  Society 
of  Industrial  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Maria  Poilara-Ferrauto,  M.D.,  of  Hallandale,  Florida, 
formerly  of  Brooklyn,  died  on  May  24  at  the  age  of  84.  Dr. 
Poilara-Ferrauto  received  her  medical  degree  from  the 
University  of  Catania  in  1922.  She  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Sidney  Schlesinger,  M.D.,  of  Berlin  died  on  May  14  at  the 
age  of  67.  Dr.  Schlesinger  received  his  medical  degree  from 
the  University  of  Pisa  in  1937.  He  was  a member  of  the 
Rensselaer  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  t he  American  Medical  As- 
sociation. 

Samuel  Sober,  M.D.,  of  New  York  City,  died  on  May  24 
at  the  age  of  72.  Dr.  Sober  graduated  in  1931  from  Uni- 
versity and  Bellevue  Hospital  Medical  College.  He  was 
an  associate  in  medicine  at  The  Hospital  for  Joint  Diseases 
and  Medical  Center,  a senior  clinical  assistant,  off  service, 
in  medicine  at  The  Mount  Sinai  Hospital,  and  an  associate 
gastroenterologist  at  Sydenham  Hospital.  Dr.  Sober  was 
a Diplomate  of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Gastroenterologists, 
and  a member  of  the  New  York  Gastroenterological  Soci- 
ety, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  A.  Sudbay,  Jr.  M.D.,  of  Port  Chester,  died  on  June 
13  at  the  age  of  58.  Dr.  Sudbay  graduated  in  1945  from  the 
University  of  Vermont  College  of  Medicine.  He  was  an 
otorhi nolaryngologist  at  United  Hospital.  Dr.  Sudbay  was 
a Diplomate  of  the  American  Board  of  Otolaryngology  and 
a member  of  the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


ERRATA 

CORRECTION  IN  CONVENTION  SCHEDULE  appearing  in  the  July  issue  of  the  Journal  under  the  heading 
of  SURGERY,  Royal  Ballroom  B,  on  Sunday,  September  16th,  page  1308:  The  program  was  inadvertently  listed 
as  an  afternoon  session.  This  session  will  start  in  the  morning  at  9:00  a.m.  as  follows: 

9:00-  Business  Meetings,  Election  of  Officers 
9:15  Telecommunication  in  Emergency  Medical  Services  System 
9:30-  Multiple  System  Injuries 
10:00  Raphael  W.  Robertazzi  Memorial  Lecture 
1 0:30  Cardiological  Evaluation  & Support  of  the  Surgical  Patient 
1 1:00-  The  Surgeon’s  Responsibility 
1 1:30— Panel  Discussion 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

1459 
1465 

1460 
1464 
1468 

DELEGATES 

September  16  through  20,  1979 
Sheraton  Centre 


HOIIRF  OF 


Schedule  of  Sessions 

Officers,  Councilors,  and  Trustees  

Members  of  the  House  

Nominating  Committee  

Report  of  the  House  Committee  on  Bylaws 


Sunday,  September  16 

Opening  Session 

2:00  p.m. 

Monday,  September  17 

Reference  Committee  Hearings  

9:00  a.m. 

Reference  Committee  Hearings  

2:00  p.m. 

SCHEDULE 

Tuesday,  September  18 

Reference  Committee  Hearings  

9:00  a.m. 

of 

Second  Session 

2:00  p.m. 

Wednesday,  September  19 

Third  Session  

9:00  a.m. 

SESSIONS 

Fourth  Session  

2:00  p.m. 

Thursday,  September  20 

Closing  Session 

9:00  a.m. 
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1979  House  of  Delegates 
MEMBERS 


The  following  pages  contain  a list  of  members  of  the  1979  House  of  Delegates  of  the  Medical  Society  of  the  State  of 
New  York 


Officers  1978-1979 

President — George  T.  C.  Way,  Dutchess 
President-Elect — G.  Rehmi  Denton,  Albany 
Vice-President— Ralph  M.  Schwartz,  Kings 
Secretary — Victor  J.  Tofany,  Monroe 
Assistant  Secretary — Allison  B.  Landolt,  Westchester 
Treasurer — Warren  A.  Lapp,  Kings 
Assistant  Treasurer — John  A.  Finkbeiner,  New  York 
Speaker — Joseph  F.  Shanaphy,  Richmond 
Vice-Speaker — Richard  D.  Eberle,  Onondaga 

Councilors 

Term  Expires  1979 
Charles  N.  Aswad,  Broome 
Kenneth  H.  Eckhert,  Erie 
Sears  E.  Edwards,  Nassau 
Daniel  F.  O’Keeffe,  Warren 
Term  Expires  1980 
John  H.  Carter,  Albany 
Morton  M.  Kurtz,  Queens 
Robert  A.  Mayers,  Westchester 
Milton  Rosenberg,  Suffolk 
Term  Expires  1981 
Edgar  P.  Berry,  New  York 
Joseph  R.  Fontanetta,  Kings 
George  Lim,  Oneida 
Charles  D.  Sherman,  Jr.,  Monroe 

Trustees 

David  Kershner,  Kings,  Chairman 
Ralph  S.  Emerson,  Nassau 
Bernard  J.  Pisani,  New  York 
Lynn  R.  Callin,  Monroe 
Paul  M.  DeLuca,  Broome 
George  L.  Collins,  Jr.,  Erie 
Arthur  H.  Diedrick,  Westchester 

Past  Presidents 

1959- 1960 — Henry  I.  Fineberg,  Suffolk 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 
1966-1967 — James  M.  Blake,  Schenectady 
1969-1970 — Walter  T.  Heldmann,  Richmond 
1970  -1971 — Walter  Scott  Walls,  Erie 
1971-1972 — George  Himler,  New  York 

1972  1973 — Edward  Siegel,  Clinton 
1973-1974 — Thomas  F.  McCarthy,  Bronx 
1974  1975 — Lynn  R.  Callin,  Monroe 
1 975- J 976 — Ralph  S.  Emerson,  Nassau 

1976  1977 — George  L.  Collins,  Jr.,  Erie 

1977  1978-  Carl  Goldmark,  Jr.,  New  York 

Commissioner,  New  York  State  Department  of 
Health 


District  Delegates 

(Elected  Delegates  of  District  Branches) 
First — Norton  M.  Luger,  Queens 
Second — Leonard  Weitzman,  Suffolk 
Third — Thomas  W.  Greenlees,  Schoharie 
Fourth — Richard  A.  Hughes,  Warren 
Fifth — Bernard  J.  Hartnett,  Cayuga 
Sixth — Vincent  I.  Maddi,  Broome 
Seventh — David  L.  Koch,  Seneca 
Eighth — Paul  W.  Sum,  Cattaraugus 
Ninth — Leonard  S.  Weiss,  Orange 


Section  Delegates 

(Delegates  from  Scientific  Sections) 

Allergy  and  Immunology — Harry  Leibowitz,  Kings 
Anesthesiology — Edward  C.  Sinnott,  Nassau 
Cardiovascular  Diseases — Charles  A.  Bertrand,  West- 
chester 

Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Dermatology  and  Syphilology — Norman  B.  Kanof,  New 
York 

Emergency  Medicine — David  N.  Kluge,  Monroe 
Family  and  General  Practice — Bentley  D.  Merrim, 
Kings 

Gastroenterology  and  Colon  and  Rectal  Surgery — Tay  S. 
Kim,  Kings 

Internal  Medicine — Robert  M.  Kohn,  Erie 
Medical-Legal  and  Workers’  Compensation  Matters — 
Robert  Katz,  New  York 
Neurology — Charles  R.  Salamone,  Monroe 
Neurosurgery — Russel  H.  Patterson,  Jr.,  New  York 
Obstetrics  and  Gynecology— Donald  W.  Hall,  Erie 
Occupational  Medicine — Thomas  J.  Doyle,  Queens 
Ophthalmology— Frank  J.  Piper,  Onondaga 
Orthopedic  Surgery — John  D.  States,  Monroe 
Otolaryngology  and  Maxillofacial  Surgery — William  F. 
Robbett,  New  York 

Pathology,  Clinical  Pathology,  and  Blood  Banking — 
Herbert  Lansky,  Erie 

Pediatrics — Henry  W.  Kaessler,  Westchester 
Physical  Medicine  and  Rehabilitation — Howard  G. 
Thistle,  New  York 

Plastic,  Reconstructive,  and  Maxillofacial  Surgery — Philip 
C.  Bonanno,  Westchester 

Preventive  Medicine  and  Public  Health — Gordon  A. 
Eadie,  Cayuga 

Psychiatry — Robert  J.  Campbell,  III,  New  York 
Radiology — Victor  A.  Panaro,  Erie 
School  Health — Arthur  Howard,  Fulton 
Surgery — Theodore  C.  Max,  Oneida 
Urology — Abraham  T.  K.  Cockett,  Monroe 
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Delegates  from  Component  County  Medical 
cieties 

Albany  (4) 

John  YV.  Abbuhl,  Albany 
Nathan  P.  Heed,  Albany 
Anthony  P.  Tartaglia,  Albany 
Nicholas  P.  Teresi,  Albany 
Allegheny  (1) 

Bronx  (12) 

John  P.  Albanese,  The  Bronx 
Marcos  A.  Charles,  New  Rochelle 
Bienvenida  S.  Cruz,  The  Bronx 
Leonard  L.  Heimoff,  The  Bronx 
Manuel  F.  Kirschtein,  New  York  City 
Dattatraya  G.  Lanjewar,  Pelham  Manor 
Michael  N.  Lavacca,  The  Bronx 
Charles  Laverdi,  The  Bronx 
John  LoCascio,  The  Bronx 
Luigi  J.  Mazzella,  The  Bronx 
Shashikant  R.  Patel,  The  Bronx 
Aftab  A.  Siddiqui,  The  Bronx 

Broome  (4) 

George  F.  Gitlitz,  Binghamton 
John  A.  Kalb,  Endicott 
John  F.  Spring,  Binghamton 
David  G.  Storrs,  Johnson  City 

Cattaraugus  (1) 

William  C.  MacFarland,  Olean 
Cayuga  ( 1) 

Chautauqua  (2) 

William  T.  Ellis,  Jamestown 
Lewis  F.  Kibler,  Jamestown 

Chemung  (2) 

Robert  E.  Good,  Elmira 
Edward  F.  Steele,  Elmira 

Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  (1) 

Columbia  (1) 

Rosewell  D.  Shaw,  Stottville 
Cortland  (1) 

Nicholas  J.  Gabriel,  Cortland 

Delaware  (1) 

Dutchess  (3) 

Henry  Sherman  Hirst,  Hyde  Park 
Eleanor  C.  Kane,  Poughkeepsie 
Seymour  R.  Stall,  Poughkeepsie 
Erie  (9) 

Carmelo  S.  Armenia,  Kenmore 
Frank  J.  Bolgan,  Buffalo 
James  H.  Cosgriff,  Jr.,  Buffalo 
Anthony  J.  Federico,  Buffalo 
George  W.  Fugitt,  Tonawanda 
John  J.  Giardino,  Buffalo 
Milford  C.  Maloney,  Buffalo 
James  R.  Nunn,  Amherst 
Joseph  A.  Prezio,  Buffalo 
Essex  (1) 

George  G.  Hart,  Lake  Placid 


So-  Franklin  (1) 

Alfred  A.  Hartmann,  Sr.,  Malone 
Fulton  (1) 

Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Herkimer  (1) 

John  R.  Anderson,  Little  Falls 
Jefferson  (2) 

Thomas  P.  Hamilton,  Jr.,  Watertown 
Frederic  A.  Stone,  Watertown 

Kings  (22) 

Grace  A.  Altenau,  Brooklyn 
Lawrence  Ames,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Joseph  R.  Brennan,  Brooklyn 
Matthew  Brody,  Brooklyn 
Vernal  G.  Cave,  Brooklyn 
Duncan  W.  Clark,  Brooklyn 
Philip  Cohen,  Brooklyn 
Yehudi  M.  Felman,  New  York  City 
Paul  1.  Finkelstein,  Brooklyn 
Vincent  J.  Geraci,  Brooklyn 
Robert  E.  Gordon,  Brooklyn 
Irving  G.  Kroop,  Brooklyn 
Nicholas  T.  Leone,  Brooklyn 
David  R.  Levine,  Brooklyn 
George  Liberman,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bernard  S.  Post,  Manhasset 
Leo  J.  Swirsky,  Brooklyn 
M.  Theodore  Tanenhaus,  Brooklyn 

Lewis  ( 1) 

Livingston  ( 1) 

John  W.  Stoll.  Dansville 
Madison  (1) 

Theodore  J.  Prowda,  Sherrill 
Monroe  (7) 

John  G.  Hamilton,  Rochester 
Charles  C.  Heck,  Rochester 
Nathaniel  J.  Hurst,  Rochester 
David  Sewall  Miller,  Rochester 
Donald  S.  Raines,  Rochester 
David  A.  Sherman,  Pittsford 
Charles  J.  Vacanti,  Rochester 

Montgomery  (1) 

Nassau  (12) 

Harry  F.  Abe,  Wantagh 
Norman  S.  Amer,  Hewlett  Bay  Park 
Arnold  M.  Behrer,  Jr.,  Garden  City 
Ray  S.  Crampton,  Plainview 
Samuel  M.  Gelfand,  Rockville,  Centre 
Morton  Goldfarb,  Massapequa  Park 
Waldemar  F.  Hermann,  Mineola 
Jack  W.  McElwain,  Bethpage 
Felix  A.  Monaco,  Lynbrook 
Lawrence  Ravich,  Bethpage 
Patricia  G.  Squillace,  Rockville  Centre 
Walter  A.  Trenkle,  Mineola 
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New  York  (23) 

Shepard  G.  Aronson,  New  York  City 
Melvin  H.  Becker,  Manhasset 
Irwin  J.  Cohen,  New  York  City 
Hugh  C.  Davidson,  Jr.,  New  York  City 
Edgar  P.  Fleischmann,  New  York  City 
Elizabeth  A.  Goessel,  New  York  City 
George  Hvams,  New  York  City 
Vance  Lauderdale,  Jr.,  New  York  City 
George  W.  Melcher,  Jr.,  New  York  City 
William  F.  Mitty,  Jr.,  New  York  City 
Richard  B.  Nolan,  New  York  City 
James  E.  C.  Norris,  New  York  City 
Andrew  H.  Patterson,  New  York  City 
Richard  N.  Pierson,  Jr.,  New  York  City 
William  B.  Rawls,  New  York  City 
Francis  Z.  Reinus,  New  York  City 
Albert  M.  Schwartz,  New  York  City 
Clifford  L.  Spingarn,  New  York  City 
Roger  W.  Steinhardt,  New  York  City 
Meyer  Texon,  New  York  City 

Niagara  (3) 

Edward  A.  Dunlap,  Jr.,  Lewiston 
James  J.  Kropelin,  Niagara  Falls 
William  C.  Stein,  Lockport 

Oneida  (3) 

Clarke  T.  Case,  Utica 
Robert  M.  George,  Utica 
Robert  B.  Wallace,  Utica 

Onondaga  (5) 

Robert  B.  Bryant,  Syracuse 
Richard  A.  Konys,  Syracuse 
Carl  E.  Marlow,  North  Syracuse 
John  T.  Prior,  Syracuse 
George  P.  Tilley,  Syracuse 

Ontario  (2) 

Erich  Hirsch,  Geneva 
Verne  M.  Marshall,  Geneva 
Orange  (4) 

Ansel  R.  Marks,  Middletown 
Albert  A.  Mazzeo,  Newburgh 
Grin  A.  Wahl,  Newburgh 
W.  Brewster  Wolfe,  Newburgh 

Orleans  (1) 

Antoine  A.  Nassar,  Albion 
Oswego  (1) 

Milton  W.  Kogan,  Oswego 
Otsego  (1) 

Rodman  I).  Carter,  Cooperstown 
I’utnam  (1) 

Queens  (16) 

Lester  J.  Candela,  Great  Neck 
Alexander  M.  De  la  Garza,  Flushing 
Fred  N.  Flatau,  Flushing 
Irving  G.  Frohman,  Rockaway  Beach 
Leo  Arthur  Green,  Jackson  Heights 
Edith  Gutmann,  Whitestone 
William  M.  Hewlett,  St.  Albans 
Joseph  Elements,  Forest  Hills 
Kenneth  F.  Kruger,  Flushing 
Nicetas  H.  Kuo,  Flushing 
Felix  R.  Rosenhain,  Forest  Hills 


Paul  B.  Ross,  Fresh  Meadows 
Ralph  E.  Schlossman,  South  Ozone  Park 
Lester  R.  Tuchman,  New  York  City 
Ezra  A.  Wolff,  Manhasset 

Rensselaer  (2) 

Richmond  (3) 

Robert  J.  O’Connor,  Staten  Island 
William  A.  Schwarz,  Staten  Island 

Rockland  (4) 

Daniel  Berson,  Congers 
Ralph  J.  Greenberg,  Pearl  River 
Roy  H.  Lieberman,  Nanuet 
Boris  A.  Vanadzin,  New  City 

St.  Lawrence  (1) 

Maurice  J.  Elder,  Massena  . 

Saratoga  (1) 

Schenectady  (3) 

Robert  J.  Cassidy,  Schenectady 
John  L.  Clowe,  Schenectady 
Milton  F.  Gipstein,  Schenectady 

Schoharie  (1) 

Frederick  J.  Michel,  Cobleskill 
Schuyler  (1) 

Joseph  Y.  Roberts,  Watkins  Glen 
Seneca  (1) 

Paul  C.  Jenks,  Waterloo 
Steuben  (2) 

Stanley  B.  Chapman,  Bath 
Wayne  C.  Templer,  Corning 

Suffolk  (10) 

William  H.  Bloom,  Bay  Shore 
Stephen  I.  Braitman,  Islip  Terrace 
Frank  R.  Collier,  Port  Jefferson 
John  G.  Egner,  West  Islip 
Daniel  Friedman,  Bay  Shore 
James  A.  Holleran,  East  Setauket 
Nathaniel  B.  Messinger,  Islip  Terrace 
Herman  P.  Saltz,  Northport 
Melvin  Shuter,  Islip  Terrace 
Stanley  A.  Steckler,  Smithtown 

Sullivan  (1) 

Bernard  F.  Kalina,  Liberty 
Tioga  (1) 

John  R.  Scott,  Apalachin 
Tompkins  (2) 

Stephen  W.  Blatchly,  Groton 
Robert  S.  Perry,  Ithaca 

Ulster  (2) 

John  A.  Cooke,  Jr.,  Kingston 
Frederic  W.  Holcomb,  Jr.,  Kingston 

Warren  ( 1) 

Betty  L.  Voelker,  Glens  Falls 
Washington  ( 1) 

Wayne  (1) 

James  M.  Flanagan,  Newark 
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Westchester  (9) 

William  P.  Clark,  Eastchester 
Edwin  1.  Cleveland,  Bronxville 
Armond  V.  Mascia,  Tarrytown 
Harry  H.  Moorhead,  White  Plains 
Richard  L.  Petrillo,  Mount  Vernon 
John  A.  Ramsdell,  White  Plains 
Thomas  Dignan  Rizzo,  Bronxville 
Michael  Sierp,  Yonkers 
Charles  Weller,  Larchmont 

Wyoming  (1) 

Richard  T.  Williams,  Warsaw 

Yates  (1) 

Medical  School  Delegates 

Albany  Medical  College — Joseph  Theobald  Doyle,  Al- 
bany 

Albert  Einstein  College  of  Medicine — Alfred  A.  Angrist, 
Queens 

Columbia  University — Jose  M.  Ferrer,  Jr.,  New  York 


Cornell  University  Medical  College — Theodore  Cooper, 
New  York 

Mount  Sinai  School  of  Medicine — David  A.  Dreiling,  New 
York 

University  of  Rochester — 

New  York  Medical  College — Saverio  S.  Bentivegna,  New 
York 

New  York  University  School  of  Medicine — Ivan  L. 
Bennett,  Jr.,  New  York 

State  University  of  New'  York  at  Buffalo — Ross  Marbello, 
Erie 

State  University  of  New  York  at  Brooklyn — Julius  E. 
Stolfi,  Kings 

State  University  of  New  York  at  Syracuse — Edward  A. 
Wolfson,  Broome 

State  University  of  New  York  at  Stony  Brook — Tamarath 
K.  Yolles,  Suffolk 
Medical  Student  Delegates 
Stephen  Levy,  Albany 
Douglas  Murphy-Chutorian,  New  York 
Jean  Weigert,  Onondaga 
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NOMINATING  COMMITTEE 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

In  accordance  with  Article  XI,  Section  2 of  the  Bylaws  of  the  Medical  Society  of  the  State  of  New  York,  the  Nominating 
Committee  met  at  the  Society’s  headquarters,  420  Lakeville  Road,  Lake  Success,  New  York,  on  Wednesday,  May  23, 
1979,  at  4:00  p.m. 

Members  of  the  committee  present  were: 

Member-at-Large — Carl  Goldmark,  Jr.,  M.D.,  New  York,  Chairman 
First  District  Branch — A.  W.  Martin  Marino,  Jr.,  M.D.,  Brooklyn 
Second  District  Branch — Samuel  M.  Gelfand,  M.D.,  Rockville  Centre 
Third  District  Branch — Anthony  P.  Tartaglia,  M.D.,  Albany 
Fourth  District  Branch — Daniel  F.  O’Keeffe,  M.D.,  Glens  Falls 
Fifth  District  Branch — Thomas  M.  Flanagan,  M.D.,  Norwich 
Sixth  District  Branch — John  F.  Spring,  M.D.,  Binghamton 
Seventh  District  Branch — James  M.  Flanagan,  M.D.,  Newark 
Eighth  District  Branch — Kenneth  H.  Eckhert,  M.D.,  Buffalo 
Ninth  District  Branch — Charles  A.  Bertrand,  M.D.,  White  Plains 
Member-at-Large — George  L.  Collins,  Jr.,  M.D.,  Buffalo 

After  careful  consideration  of  the  recommendations  submitted  by  the  district  branches,  county  medical  societies,  and 
scientific  sections  in  response  to  a memorandum,  dated  February  8,  1979,  and  nominations  from  the  floor,  your  committee 
respectfully  nominated  the  following  candidates  for  election  on  September  20,  1979: 

President — G.  Rehmi  Denton,  M.D.,  Albany 
President-Elect — Ralph  M.  Schwartz,  M.D.,  Kings 
Vice-President — Milton  Rosenberg,  M.D.,  Suffolk 
Secretary — Victor  J.  Tofany,  M.D.,  Monroe 
Assistant  Secretary — Allison  B.  Landolt,  M.D.,  Westchester 
Treasurer — Warren  A.  Lapp,  M.D.,  Kings 
Assistant  Treasurer — John  A.  Finkbeiner,  M.D.,  New  York 
Speaker — Joseph  F.  Shanaphy,  M.D.,  Richmond 
Vice-Speaker — Richard  D.  Eberle,  M.D.,  Onondaga 
Trustees  (two  for  five  years) — Ralph  S.  Emerson,  M.D.,  Nassau 

Bernard  J.  Pisani,  M.D.,  New  York 
Councilors  (four  for  three  years) — Charles  N.  Aswad,  M.D.,  Broome 

Kenneth  H.  Eckhert,  M.D.,  Erie 
Sears  E.  Edwards,  M.D.,  Nassau 
Daniel  F.  O’Keeffe,  M.D.,  Warren 
Councilor  (one  for  one  year) — Robert  A.  Mayers,  M.D.,  Westchester 


Delegates  to  the  American  Medical  Association  for  two  years  commencing  January  1,  1980: 

John  H.  Carter,  M.D.,  Albany  Joseph  R.  Fontanetta,  M.D.,  Kings 

Rodman  D.  Carter,  M.D.,  Otsego  Morton  Kurtz,  M.D.,  Queens 

George  L.  Collins,  Jr.,  M.D.,  Erie  Allison  B.  Landolt,  M.D.,  Westchester 

Paul  M.  DeLuca,  M.D.,  Broome  George  Lim,  M.D.,  Oneida 

Sears  E.  Edwards,  M.D.,  Nassau  Andrew  H.  Patterson,  M.D.,  New  York 

Ralph  S.  Emerson,  M.D.,  Nassau  Bernard  J.  Pisani,  M.D.,  New  York 

John  A.  Finkbeiner,  M.D.,  New  York  Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 

James  M.  Flanagan,  M.D.,  Wayne  M.  Theodore  Tanenhaus,  M.D.,  Kings 

The  eight  nominees  receiving  the  largest  number  of  votes  will  be  delegates;  the  second  eight  will  he  alternates. 


Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF 
NEW  YORK 


Officers  1978-1979 


Ralph  M.  Schwartz 
Kings 

Vice-President 


George  T.  C.  Way 

Dutchess 

President 


Victor  J.  Tofany 


Monroe 

Secretary 


G.  Rehmi  Denton 
Albany 

President-Elect 


Allison  B.  Landolt 

Westchester 

Assistant  Secretary 


Warren  A.  Lapp 

Kings 

Treasurer 


Joseph  F.  Shanaphy 

Richmond 

Speaker 


Richard  D.  Eberle 

Onondaga 

Vice-Speaker 


John  A.  Finkbeiner 


New  York 

Assistant  Treasurer 
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Board  of 
Trustees 
1978-1979 


David  Kershner 
Kings 

Chairman 


Ralph  S.  Emerson 
Nassau 


Bernard  J.  Pisani 
New  York 


Lynn  R.  Callin 
Monroe 


Paul  M.  DeLuca 
Broome 


George  L.  Collins,  Jr. 
Erie 


Arthur  H.  Diedrick 
Westchester 


Councilors 

1978-1979 


Charles  N.  Aswad 
Broome 


Kenneth  H.  Eckhert 
Eric 


Sears  E.  Edwards 
Nassau 
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Daniel  F.  O’Keeffe 
Warren 


Morton  Kurtz 
Queens 


Robert  A.  Mayers 
Westchester 


Milton  Rosenberg 
Suffolk 


Edgar  P.  Berry 
New  York 


Joseph  R.  Fontanetta 
Kings 


George  Lim 
Oneida 


Charles  D.  Sherman,  Jr. 
Monroe 
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HOUSE  COMMITTEE  ON  BYLAWS 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  House  Committee  on  Bylaws  consist  of  the  following 


members: 

Daniel  F.  O’Keeffe,  M.D.,  Chairman Warren 

Edgar  Berry,  M.D New  York 

Stanley  B.  Chapman,  M.D Steuben 

George  L.  Collins,  Jr.,  M.D Erie 

Joseph  R.  Fontanetta,  M.D Kings 

Allison  B.  Landolt,  M.D Westchester 

George  Dim,  M.D Oneida 

Vincent  Maddi,  M.D Broome 

Milton  Rosenberg,  M.D Suffolk 

William  Schwarz,  M.D Richmond 


George  T.  C.  Way,  M.D.,  President,  ex  officio 

Dutchess 

Victor  J.  Tofanv,  M.D.,  Secretary,  ex  officio 

Monroe 

Joseph  F.  Shanaphv,  M.D.,  Speaker,  ex  officio 

Richmond 

A special  “open”  meeting  of  the  House  Committee  on 

Bylaws  was  held  at  the  Americana  Hotel  in  New  York  City 

on  October  24,  1978.  The  purpose  of  the  meeting  was  to 
receive  input  from  the  delegates  as  to  their  thoughts  of  the 
resolutions  referred  to  the  House  Committee  on  Bylaws. 
The  House  Committee  on  Bylaws  met  on  March  15, 1979. 
The  input  from  the  special  “open”  meeting  proved  to  be 
of  great  assistance  to  the  House  Committee  in  its  deliber- 
ations. 

In  all,  eleven  resolutions  asking  for  amendments  to  the 
Bylaws  were  referred  to  the  committee  for  consider- 
ation. 

The  following  actions  were  taken  with  respect  to  the 
resolutions  referred  to  this  committee: 


Resolution  77-5,  Requirement  of  Licensure  for 
Membership  in  the  Medical  Society  of  the  State  of 
New  York 

Introduced  by  Ralph  M.  Schwartz,  M.D.,  Councilor 

Whereas,  Mandatory  licensure  requirements  are 
not  uniform  with  respect  to  all  the  county  medical  so- 
cieties in  this  State,  and  have  not  been  uniform  for 
many  years;  and 

Whereas,  The  Council  Committee  on  Constitutions 
and  Bylaws  is  of  t he  opinion  t hat  the  present  climate  in 
Albany  would  appear  to  be  in  favor  of  continuing  med- 
ical education  as  a prerequisite  to  reregistration;  and 
Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  committed  itself  to  the  concept  of  continuing 
medical  education;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  so  as  to  require 
that  a physician  who  applies  for  membership  in  the 
Medical  Society  of  the  State  of  New  York  must  hold  a 
valid  New  York  State  license;  and  he  it  further 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1,  paragraph  2 of 
the  Bylaws  by  the  addition  of  the  following  phrase  at 
the  end  of  the  paragraph:  “and  who  are  licensed  by 
the  State  of  New  York  to  practice  medicine.”  Article 
II,  Section  1,  paragraph  2 would  then  read  as  follows: 
“Active  membership  shall  be  limited  to  graduates 
of  recognized  medical  or  osteopathic  schools  who 
have  completed  not  less  than  four  satisfactory  years 
of  at  least  eight  months  each,  or  the  equivalent,  in  a 
medical  or  osteopathic  school  in  the  United  States  of 
America  or  Canada  registered  as  maintaining  at  the 
time  a standard  satisfactory  to  the  medical  or  osteo- 
pathic licensing  authorities  in  the  State  of  New 
York,  or  in  a medical  or  osteopathic  school  in  a for- 
eign country  maintaining  a standard  not  lower  than 
that  prescribed  for  medical  schools  in  this  State,  and 
who  are  licensed  by  the  State  of  New  York  to  prac- 
tice medicine.” 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  instruct  the  local  county  medical  societies  to 
amend  their  constitutions  and/or  bylaws  so  as  to  make 
them  conform  to  the  spirit  and  intent  of  this  resolu- 
tion. 


and 


Resolution  77-6,  Requirement  of  New  York  State 
Licensure  for  Membership  in  the  Medical  Society  of 
the  State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of  Kings 
Whereas,  A poll  of  county  medical  societies  in  the 
State  reveals  that  the  majority  require  New  York  State 
licensure  for  membership*;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  do  not  require  such  licensure;  and 
Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  and  its  component  societies  should 
not  conflict;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  he  amended  to  provide  that 
applicants  be  required  to  hold  a New  York  State  li- 
cense in  order  to  be  eligible  for  membership;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II,  Section  1,  paragraph  2 of 
the  Bylaws  by  the  addition  of  the  following  phrase  at 
the  end  of  paragraph  2:  “and  who  are  licensed  by  the 
State  of  New  York  to  practice  medicine.”  Article  II, 
Section  1,  paragraph  2 would  then  read  as  follows: 

“Active  membership  shall  he  limited  to  graduates 
of  recognized  medical  or  osteopathic  schools  who 
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have  completed  not  less  than  four  satisfactory  years 
of  at  least  eight  months  each,  or  the  equivalent,  in  a 
medical  or  osteopathic  school  in  the  United  States  of 
America  or  Canada  registered  as  maintaining  at  the 
time  a standard  satisfactory  to  the  medical  or  osteo- 
pathic licensing  authorities  of  the  State  of  New 
York,  or  in  a medical  or  osteopathic  school  in  a for- 
eign country  maintaining  a standard  not  lower  than 
that  prescribed  for  medical  schools  in  this  State,  and 
who  are  licensed  by  the  State  of  New  York  to  prac- 
tice medicine.” 


* The  following  county  medical  societies  replied  to  the 
poll  taken  by  the  Medical  Society  of  the  County  of 
Kings: 


Licensure  Not  Required 
Broome* 

Cayuga1 

Delaware1 

Dutchess* 

Erie1 
Monroe1 
New  York* 

Orange** 

Otsegot 

Suffolk1 


Licensure  Required 
Albany 
Bronx 
Chemung 
Genesee 
Jefferson 
Kings 
Nassau 
Niagara 
Onondaga 
Orleans 
Queens 
Richmond 
Rockland 
Schenectady 
Steuben 
Westchester 

* Changed  at  Medical  Society  of  the  State  of  New  York 
request. 

**  Not  in  Bylaws,  but  do  not  accept  if  not  licensed. 


Resolutions  77-5  and  77-6  were  referred  back  to  the 
committee  by  the  House  of  Delegates.  Because  of  the 
similarity  of  content.  Resolutions  77-5  and  77-6  were  re- 
viewed at  the  same  time. 

The  committee  firmly  believes  that  approval  of  these 
resolutions  may  in  effect  deprive  the  MSSNY  of  the  power 
of  determining  what  its  own  membership  requirements  are 
to  be.  This  is  true  particularly  since  licensure  require- 
ments are  subject  to  change,  and  conditions  for  licensure 
may  be  mandated  despite  MSSNY’s  disapproval. 

The  committee  also  believes  that  the  present  survey 
regarding  the  county  medical  societies  that  require  licen- 
sure is  not  up  to  date.  A motion  was  approved  that  a new 
survey  should  be  undertaken  to  ascertain  how  many  county 
medical  societies  currently  require  licensure. 


The  committee,  therefore,  recommends  DISAP 
PROVAL  of  Resolutions  77-5  and  77-6. 


Resolution  78-1,  Direct  Election  of  Councilors  by 
District  Branches 

Introduced  by  Eighth  District  Branch 

Whereas,  An  ad  hoc  committee  of  the  House  of  Del- 
egates in  1975  studied  the  matter  of  direct  election  of 
councilors  by  members  of  the  District  Branches,  and 
recommended  that  they  be  so  elected;  and 


Whereas,  The  ad  hoc  committee  to  that  end  recom- 
mended that  the  Council  be  increased  to  16  members, 
allocated  as  follows: 


District  1 

District  2 
District  3-8 
District  9 


New  York  and  Richmond  3, 
Kings  1,  Queens  1,  Bronx  1 
Nassau  1,  Suffolk  1 
— 1 councilor  each 
— 2 councilors 


therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  1 of 
the  Bylaws  to  effect  direct  election  of  councilors  by 
District  Branches  by  deleting  the  number  ”12”  and  in- 
serting the  number  “16”;  deleting  the  words  “elected 
by  the  House  of  Delegates"  and  inserting  the  following: 
“nominated  and  elected  by  the  members  of  the  Dis- 
trict Branches  which  they  are  to  represent.  The  16 
councilors  shall  be  allocated  to  the  District  Branches 
as  follows: 


District  1 


District  2 
District  3-8 
District  9 


New  York  and  Richmond  3, 
Kings  1,  Queens  1,  Bronx  1 
— Nassau  1,  Suffolk  1 
-1  councilor  each 
— 2 councilors” 


Article  IV,  Section  1,  paragraph  1 would  then  read  as 
follows: 

“The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
assistant  treasurer,  speaker,  vice-speaker,  chairman 
of  the  Board  of  Trustees,  and  16  councilors  nominat- 
ed and  elected  by  the  members  of  the  District 
Branches  which  they  are  to  represent.  The  16  coun- 
cilors shall  be  allocated  to  the  District  Branches  as 


follows: 

District  1 

District  2 
District  3-8 
District  9 


Newr  York  and  Richmond  3, 
Kings  1,  Queens  1,  Bronx  1 
— Nassau  1,  Suffolk  1 
— 1 councilor  each 
— 2 councilors” 


and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  III.  Section  2,  paragraph  2 of 
the  Bylaws  by  deleting  the  word  “councilors.”  Article 
III,  Section  2,  paragraph  2 would  then  read  as  follows: 
"It  shall  elect  the  officers  and  trustees  of  the  State 
Society  and  the  delegates  to  the  American  Medical 
Association.” 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  by  deleting 
paragraph  3 of  the  Bylaws  which  reads  as  follows: 
“Four  councilors  shall  be  elected  annually  by  the 
House  of  Delegates,  each  for  a term  of  three  years.  In 
the  event  of  a vacancy,  a councilor  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the 
House  of  Delegates,  at  which  time  the  House  of  Dele- 
gates shall  elect  a councilor  to  fill  the  unexpired 
term.” 

and  be  it  further 


Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1 by  deleting 
paragraph  6 of  the  Bylaws  which  reads  as  follows: 
“Councilors  shall  be  assigned  to  specific  county  so- 
cieties as  liaison  for  the  Council  in  accordance  with  the 
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provisions  of  Art  icle  V,  Section  2.  Councilors  shall  be 
required  to  disseminate  information  of  Council  activi- 
ty as  well  as  returning  information  to  the  Council,  and 
shall  report  regularly  to  the  Council  on  their  activity.” 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  2 by  deleting 
paragraph  8 of  the  Bylaws  which  reads  as  follows: 
“The  Council  shall,  by  written  notice,  inform  the  com- 
ponent county  medical  societies  of  the  specific  Coun- 
cilor assigned  to  it  as  liaison  with  the  Council.” 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  V,  Section  2 by  deleting  para- 
graph 8 of  the  Bylaws  which  reads  as  follows:  “He 
shall  assign  Councilors  as  liaison  between  the  Council 
and  specific  county  medical  societies  for  the  purpose  of 
the  dissemination  of  information  to  such  societies.” 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  VIII,  paragraph  1 of  the  By- 
laws by  deleting  the  word  “councilors.”  Article  VIII 
paragraph  1 would  then  read  as  follows: 

“As  the  first  business  of  the  last  scheduled  session 
of  the  annual  meeting  of  the  House  of  Delegates,  the 
officers  and  trustees  of  the  Medical  Society  of  the 
State  of  New  York,  and  the  delegates  to  the  Ameri- 
can Medical  Association  shall  be  nominated  and 
elected.” 
and  be  it  further 

Resolved,  That  the  changes  affected  by  this  resolu- 
tion shall  take  effect  for  the  election  of  councilors  to 
the  Medical  Society  of  the  State  of  New  York  which  is 
held  in  the  year  1979,  but  that  as  to  incumbents  it  shall 
take  effect  as  their  terms  expire  until  all  16  councilors 
allocated  to  the  District  Branches  shall  have  been 
elected  by  the  members  of  the  District  Branches  they 
are  to  represent, 
and  be  it  further 

Resolved,  That  the  Council  shall  establish,  after 
consultation  with  the  president  of  each  District 
Branch,  standing  rules  governing  the  method  and  pro- 
cedures to  be  followed  by  each  District  Branch  in  nom- 
inating and  electing  the  councilor  or  councilors  to 
which  it  is  entitled. 


and 


Resolution  7H-H,  Election  of  Councilors  of  the 
Medical  Society  of  the  State  of  New  York  by  Dis- 
tricts 

Introduced  by  Fifth  District  Branch 

Whereas,  More  direct  responsibility  and  represen- 
tation to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  is  important;  and 

Whereas,  This  would  improve  two-way  communica- 
tion and  responsiveness  between  the  State  and  county 
medical  societies;  and 

Whereas,  This  would  strengthen  and  improve  the 
importance  of  the  individual  districts  of  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  principle  that  the  members  of 


the  Council  be  elected  by  each  district;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  1 of 
the  Bylaws  of  the  insertion  of  the  phrase  “elected  by 
the  House  of  Delegates”;  the  deletion  of  the  words 
“House  of  Delegates”  and  the  insertion  of  the  words 
“District  Branches.”  Article  IV,  Section  1,  paragraph 
1 of  the  Bylaws  would  then  read  as  follows: 

“The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
assistant  treasurer,  speaker,  vice-speaker,  and  chair- 
man of  the  Board  of  Trustees  elected  by  the  House 
of  Delegates  and  twelve  councilors  elected  by  the 
District  Branches.”;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  IV,  Section  1,  paragraph  3 of 
the  Bylaws  by  deletion  of  the  words  “House  of  Dele- 
gates”; insertion  of  the  words  “District  Branches”;  de- 
letion of  the  word  “Council”;  insertion  of  the  phrase 
“District  Branch  to  fill  the  unexpired  term”  and  the 
deletion  of  the  phrase  “to  serve  until  the  next  meeting 
of  the  House  of  Delegates,  at  which  time  the  House  of 
Delegates  shall  elect  a councilor  to  fill  the  unexpired 
term.”  Article  IV,  Section  1,  paragraph  3 of  the  By- 
laws would  then  read  as  follows: 

“Four  councilors  shall  he  elected  annually  by  the 
District  Branches,  each  for  a term  of  three  years.  In 
the  event  of  a vacancy,  a councilor  shall  be  elected 
by  the  District  Branch  to  fill  the  unexpired  term”; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  VIII,  paragraph  1 of  the  By- 
laws by  the  deletion  of  the  word  “councilors.”  Article 
VIII,  paragraph  1 of  the  Bylaws  would  then  read  as  fol- 
lows: 

“As  the  first  business  of  the  last  scheduled  session 
of  the  annual  meeting  of  the  House  of  Delegates,  the 
officers  and  trustees  of  the  Medical  Society  of  the 
State  of  New  York,  and  the  delegates  to  the  Ameri- 
can Medical  Association  shall  he  nominated  and 
elected";  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  amend  Article  VIII,  paragraph  2 of 
the  Bylaws  by  the  deletion  of  the  words  “the  Council” 
and  “councilor.”  Article  VIII,  paragraph  2 of  the  By- 
laws would  then  read  as  follows: 

“A  member  of  the  Medical  Society  of  the  State  of 
New  York  who  is  in  arrears  for  component  county 
medical  society  dues  or  State  Society  dues  or  assess- 
ments shall  not  be  eligible  for  nomination  to  any  of- 
fice, the  Board  of  Trustees,  or  as  a delegate  to  the 
American  Medical  Association,  or  entitled  to  vote 
for  any  officer,  trustee,  or  delegate.” 


Because  of  the  similarity  of  content,  Resolutions  78-1 
and  78-8  were  considered  at  the  same  time. 

Last  year,  Resolution  77-1  was  considered  by  the  House 
of  Delegates.  The  question  regarding  direct  election  of 
councilors  by  District  Branches  failed  to  receive  a majority, 
let  alone  the  required  two-thirds  majority.  The  committee 
has  decided  to  repeat  the  portion  of  the  report  regarding 
Resolution  77-1  as  follows: 
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After  considerable  discussion,  it  is  the  opinion  of  the 
committee  that  direct  election  of  councilors  is  inappro- 
priate since  the  Council  serves  as  the  Executive  Com- 
mittee of  the  House  of  Delegates,  which  is  the  policy 
making  body  of  the  Medical  Society  of  the  State  of 
New  York. 

The  Council  exercises  the  rights  and  duties  of  the 
House  of  Delegates  when  the  House  of  Delegates  is  not 
in  session;  yet  the  Council  must  remain  accountable  to 
the  policies  set  by  the  House  of  Delegates.  Under  our 
Bylaws,  all  resolutions  and  actions  of  the  Council  are 
subject  to  review  by  the  House  of  Delegates.  The 
councilors  are  assigned  to  the  specific  county  societies 
to  act  as  liaison  for  the  Council.  This  committee  feels 
that  this  provides  for  accountability.  The  committee 
does  not  see  how  depriving  the  House  of  Delegates  of 
electing  twelve  of  its  officers  on  its  executive  body  can 
increase  accountability.  ( 'The  balance  of  the  voting 
members  on  the  Council  consist  of  officers  and  the 
Chairman  of  the  Board  of  Trustees.) 

The  Bylaws  Committee  firmly  believes  in  our 
present  system  of  representative  democracy.  Under 
our  present  system,  each  component  county  medical 
society  elects  its  delegates  to  the  House  of  Delegates, 
who  along  with  the  officers,  councilors,  trustees,  dele- 
gates from  the  district  branches,  and  section  delegates, 
comprise  the  policy  making  body  of  the  Medical  Soci- 
ety of  the  State  of  New  York.  It  is  in  the  House  of  Del- 
egates where  the  local  interests  may  come  together  for 
the  purposes  of  formulating  and  coordinating  State- 
wide policies  and  objectives. 

The  committee  recognizes  that  when  councilors  are 
elected,  there  must  be  a consideration  of  both  local  and 
Statewide  issues  and  objectives.  The  committee  feels 
that  the  only  body  of  the  Medical  Society  of  the  State 
of  New  York  capable  of  operating  in  such  a framework 
is  the  House  of  Delegates,  since  it  comprises  represen- 
tatives from  all  parts  of  the  State.  The  House  of  Dele- 
gates, therefore,  when  it  holds  elections  for  councilors, 
as  when  it  considers  all  matters,  may  benefit  from  the 
diverse  ideas  from  all  areas,  which  in  turn  allows  for 
full  discussion  and  consideration  of  all  issues  in  the  se- 
lection of  councilors.  This  is  not  possible  if  councilors 
are  selected  by  nine  separate  election  procedures  con- 
ducted by  district  branches.  Under  such  a system, 
there  would  be  no  coordination  of  objectives;  there 
would  be  a limited  opportunity  for  a full  discussion  of 
all  the  issues,  both  State  and  local;  and  there  would 
only  be  increased  fragmentation.  Direct  election  by 
district  branches  may  result  in  the  election  of  people 
who  do  not  represent  the  actual  majority  of  members. 
One  reason  cited  by  the  proponents  of  direct  election  is 
that  local  interests  have  no  real  voice  in  the  Medical 
Society  of  the  State  of  New  York  since  the  House  of 
Delegates  is  a mere  "rubber  stamp”  of  the  Council. 
This  committee  rejects  this  contention.  The  House  of 
Delegates  has  the  authority  to  review  all  actions  and 
resolutions  of  the  Council,  and  initiates  policy  to  be 
followed  by  the  Council. 

The  committee  believes  that  any  delegate  who  feels 
that  the  House  of  Delegates  is  but  a mere  “rubber 
stamp”  misunderstands  the  nature  of  his  duties  and 
responsibilities  to  the  House  of  Delegates,  to  the  com- 
ponent county  society  that  he  represents,  and  to  the 
Medical  Society  of  the  State  of  New  York. 

The  committee  concurs  that  policies  be  developed  to 
increase  coordination  of  activities  between  the  Medi- 


cal Society  of  the  State  of  New  York  and  its  component 
county  medical  societies.  Direct  election  of  council- 
ors, however,  is  not  the  answer.  This  committee 
strongly  supports  and  believes  in  the  goals  of  the  Med- 
ical Society  of  the  State  of  New  York,  and  particularly 
feels  the  overriding  objective,  as  stated  in  Article  I of 
the  Medical  Society  of  the  State  of  New  York  Bylaws, 
is  “. . . to  federate  into  one  organization  the  medical 
profession  of  the  State  of  New  York  .. . .”  This  com- 
mittee feels  that  direct  election  of  councilors  by  dis- 
trict branches  represents  a giant  departure  from  this 
stated  goal. 

Also,  an  Ad  Hoc  Committee  to  Evaluate  District 
Branches  has  been  formed  to  report  to  the  House  of  Dele- 
gates. It  would  be  inappropriate  to  change  the  Bylaws 
regarding  District  Branches  before  the  Ad  Hoc  Committee 
presents  its  reports  as  expected  at  the  .June  21,  1979 
meeting  of  the  Council. 

The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolutions  78-1  and  78-8. 

Resolution  78-2,  Annua!  Remuneration  for  Presi- 
dent and  President-Elect  of  MSSNY 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  demands  on  the  time  and  the  person- 
al financial  resources  of  the  president  and  president- 
elect of  MSSNY  are  enormous;  and 

Whereas,  The  current  per  diem  paid  to  the  presi- 
dent and  president-elect  is  inadequate;  and 

Whereas,  This  financial  sacrifice  to  the  president 
and  president-elect  should  not  serve  as  a deterrent  to  a 
physician  who  wishes  to  seek  these  offices;  and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  should  be  amended  to  accommo- 
date this  change;  therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  be  amended  by  deleting  para- 
graph 2 of  Article  XVI,  “Expenses,”  which  reads  as  fol- 
lows: “The  president  and  the  president-elect  shall  be 
allowed  a per  diem  and  expenses  when  engaged  on  offi- 
cial business.  The  amount  of  the  per  diem  shall  be  set 
by  the  House  of  Delegates.”  and  substituting  the  fol- 
lowing new  paragraph: 

“The  president  and  president-elect  shall  be  paid 
an  annual  remuneration  of  $50,000  and  $25,000  re- 
spectively, and  expenses  when  engaged  on  official 
business.  Any  change  in  the  amount  of  their  annual 
remuneration  shall  be  established  by  the  House  of 
Delegates.” 

The  committee  does  not  feel  t hat  the  lack  of  an  annual 
remuneration  for  the  president  or  president-elect  deprives 
the  Medical  Society  of  the  State  of  New  York  of  worthy 
candidates.  It  is  the  feeling  of  the  committee  that  inas- 
much as  these  positions  are  an  honor  to  those  who  serve, 
and,  that  the  current  per  diem  is  adequate,  an  annual 
remuneration  is  not  necessary. 

The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  78-2. 
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Resolution  78-3,  Lowering  of  Dues  and  Assessments 
Levied  for  Active  Members  of  the  Medical  Society  of 
the  State  of  New  York  in  Residency  Training 

Introduced  by  Medical  Society  of  the  County  of  Erie 

Whereas,  Physicians  in  residency  training  are  re- 
quired to  pay  the  same  dues  that  are  paid  by  physi- 
cians in  private  practice  who  have  been  graduated 
from  medical  school  not  more  than  five  calendar  years; 
and 

Whereas,  A reduction  in  dues  payable  by  physicians 
in  residency  training  would  in  all  probability  make  it 
financially  possible  for  them  to  become  members  of 
the  Medical  Society  of  the  State  of  New  York;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  XV,  paragraph  3 of  the  By- 
laws by  deleting  the  phrase  “or  who  have  not  com- 
pleted their  continuous  residency  training”  and  insert- 
ing the  phrase  “The  dues  and  assessments  of  those  ac- 
tive members  who  have  not  completed  their  continu- 
ous residency  training  shall  be  one-tenth  the  amount 
levied  on  all  other  active  members.”  Article  XV,  para- 
graph 3 would  then  read  as  follows: 

“The  dues  and  assessments,  of  those  active  mem- 
bers who  have  been  graduated  from  medical  or  os- 
teopathic college  not  more  than  five  calendar  years, 
not  counting  active  service  in  the  armed  forces  of  the 
United  States  or  in  the  United  States  Public  Health 
Service,  shall  be  one-third  the  amount  levied  on  all 
other  active  members.  The  dues  and  assessments  of 
those  active  members  who  have  not  completed  their 
continuous  residency  training  shall  be  one-tenth  the 
amount  levied  on  all  other  active  members.  In  no 
case  may  an  active  physician  continue  to  pay  such 
reduced  dues  more  than  seven  years  after  the  date  of 
graduation  from  medical  or  osteopathic  school.” 


The  committee  feels  that  the  Bylaws  in  the  entirety 
must  be  reviewed  prior  to  the  approval  of  a special  category 
for  members  in  residency  training.  The  House  Committee 
on  Bylaws  shall  in  the  coming  year  review  the  Bylaws  as  a 
whole  and  evaluate  the  need  for  revisions.  Emphasis  shall 
be  placed  on  the  study  of  current  membership  categories 
and  requirements.  It  is  believed  that  it  is  inappropriate 
to  approve  Resolution  78-3  prior  to  the  study  of  the  Bylaws 
in  the  wider  context. 


The  committee,  therefore,  recommends  DISAP 
PROVAL  of  Resolution  78-3. 


Resolution  78-4,  Nominations  of  Candidates  for 
Elective  Offices  of  the  Medical  Society  of  the  State  of 
New  York 

Introduced  by  Medical  Society  of  the  County  of  Kings 
Whereas,  Each  year  county  medical  societies  are  re- 
quested to  submit  names  of  candidates  for  various 
elective  offices  in  the  Medical  Society  of  the  State  of 
New  York;  and 

Whereas,  County  medical  societies  are  best  able  to 
recommend  those  physicians  whom  they  consider  best 
qualified  to  represent  them  in  said  positions;  and 


Whereas,  The  Nominating  Committee  of  the  Medi- 
cal Society  of  the  State  of  New  York  is  constitutionally 
the  only  body  which  makes  judgments  and  recommen- 
dations for  offices;  and 

Whereas  In  the  past  the  Nominating  Committee  of 
the  Medical  Society  of  the  State  of  New  York  has,  at 
times,  disregarded  the  recommendations  of  the  county 
medical  societies,  therefore  making  their  request  for 
candidates  a sham;  therefore  be  it 

Resolved,  That  Article  XI,  Section  2,  paragraph  2 
of  the  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  be  amended  by  inserting  the  phrase  “When 
the  Nominating  Committee  of  the  Medical  Society  of 
the  State  of  New  York  selects  candidates  from  a par- 
ticular county  medical  society  for  an  elective  office, 
such  selection  shall  be  limited  to  the  names  submitted 
by  the  county  medical  society  for  that  position.”  Arti- 
cle XI,  Section  2,  paragraph  2 would  then  read  as  fol- 
lows: 

“In  the  event  that  a member  of  the  Nominating 
Committee  who  has  been  selected  as  the  representa- 
tive of  a particular  district  branch  (or  his  alternate) 
shall  be  unable  to  attend  the  meeting  of  this  com- 
mittee, the  president  shall  appoint  an  at  large  mem- 
ber, from  the  district  branch  whose  representative  is 
absent,  to  represent  the  interests  of  that  district  on 
the  Nominating  Committee.  It  shall  be  the  duty  of 
this  committee  to  propose  and  nominate  members  of 
the  Medical  Society  of  the  State  of  New  York  for  all 
vacancies  to  be  filled  at  the  ensuing  annual  meeting 
of  the  House  of  Delegates.  When  the  Nominating 
Committee  of  the  Medical  Society  of  the  State  of 
New  York  selects  candidates  from  a particular  coun- 
ty medical  society  for  an  elective  office,  such  selec- 
tion shall  be  limited  to  the  names  submitted  by  the 
county  medical  society  for  that  position.  These  rec- 
ommendations shall  be  made  to  the  House  of  Dele- 
gates in  the  same  manner  as  prescribed  in  Article  X, 
Section  1,  paragraph  2.” 


The  committee  believes  this  resolution  would  unduly 
restrict  the  Nominating  Committee  from  fulfilling  its  re- 
sponsibilities required  by  Article  XI,  Section  2. 

In  the  process  of  considering  nominations,  local  and 
Statewide  issues  must  be  considered.  Furthermore, 
Resolution  78-4  would  in  effect  disenfranchise  others  by 
bypassing  all  other  members  and  sections  in  the  nomina- 
tion process. 


The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  78-4. 


Resolution  78-5,  Further  Clarification  of  the 
F unction  of  the  Council  of  the  Medical  Society  of  the 
State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of  New 
York 

Whereas,  Pursuant  to  Article  IV  of  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York,  the 
Council  is  designated  as  the  policy  making  body  of  the 
Society  when  the  House  of  Delegates  is  not  in  session; 
and 
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Whereas,  Although  all  of  its  actions  between  meet- 
ings of  the  House  of  Delegates  are  decisive  and  final, 
these  are  subject  to  review  by  the  House  of  Delegates 
which  has  the  authority  to  rescind  any  and  all  actions 
of  the  Council;  and 

Whereas,  The  Not-For-Profit  Corporation  Law  is 
the  New  York  State  statute  which  governs  the  actions 
of  corporations  such  as  medical  societies,  and  this  stat- 
ute makes  reference  throughout  to  executive  com- 
mittees and  their  functions;  and 

Whereas,  The  Council  does  in  fact  act  as  the  execu- 
tive committee  of  the  House  of  Delegates;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  introductory  paragraph  of  Arti- 
cle IV,  “Council”  of  the  Bylaws  by  the  insertion  of  the 
following  sentence:  "The  Council,  therefore,  is  in  fact 
the  executive  committee  of  the  House  of  Delegates. 
The  introductory  paragraph  of  Article  IV,  “Council”  of 
the  Bylaws  would  then  read  as  follows: 

“There  shall  be  a Council  which  shall  exercise  all 
the  rights  and  duties  of  the  House  of  Delegates,  con- 
sistent with  the  Bylaws  of  the  State  Society,  when 
the  House  of  Delegates  is  not  in  session.  The  Coun- 
cil, therefore,  is  in  fact  the  executive  committee  of 
the  House  of  Delegates." 


The  committee  does  not  feel  that  Resolution  78-5  is 
necessary  as  it  would  not  add  anything  of  substance  to  the 
Bylaws. 

The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  78-5. 


Resolution  78-7,  Retirement 
Introduced  by  Fifth  District  Branch 

Whereas,  The  current  retirement  age  for  active 
members  of  the  Medical  Society  of  the  State  of  New 
York  is  70  or  75  years;  and 

Whereas,  The  number  of  physicians  retiring  at  age 
65  is  increasing;  and 

Whereas,  These  physicians  retiring  from  practice  at 
age  65  should  not  be  required  to  pay  dues  for  an  addi- 
tional five  or  ten  years;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  II.  Section  I,  paragraph  6 of 
the  Bylaws  by  the  deletion  of  the  following:  “who  has 
completely  withdrawn  from  the  active  practice  of  med- 
icine and  who  has  been  a member  in  good  standing  for 
the  ten  consecutive  years  prior  to  the  attainment  of  the 
age  of  70  years  or  an  active  member  in  good  standing 
who  continues  the  active  practice  of  medicine  and  who 
has  been  a member  in  good  standing  for  the  ten  consec- 
utive years  prior  to  the  attainment  of  the  age  of  75 
years  or  an  active  member  in  good  standing  for  ten 
consecutive  years  or  more  who  is  permanently  dis- 
abled, may  apply  for  life  membership.  The  House  of 
Delegates  or  the  Council  may  waive  the  requirements 
in  a proper  case  where  there  appear  to  be  extenuating 
circumstances”;  and  inserting  the  following:  “for  the 
five  consecutive  years  before  reaching  the  age  of  65 


years  and  fully  retired  from  all  professional  income 
produced  activities,  unless  (here  are  extenuating  rea- 
sons such  as  illness,  or  an  active  member  in  good  stand- 
ing for  five  consecutive  years  or  more  who  is  perma- 
nently disabled,  may  apply  for  life  membership." 

Article  11,  Section  1,  paragraph  6 of  the  Bylaws 
would  then  read  as  follows: 

“An  active  member  in  good  standing  for  the  five 
consecutive  years  before  reaching  the  age  of  65  years 
and  fully  retired  from  all  professional  income  pro- 
ducing activities,  unless  there  are  extenuating  rea- 
sons such  as  illness,  or  an  active  member  in  good 
standing  for  five  consecutive  years  or  more  who  is 
permanently  disabled,  may  apply  for  life  member- 
ship. He  shall  apply  for  such  life  membership  to  the 
component  county  medical  society  of  which  he  is  a 
member.  His  application  shall  be  governed  by  the 
constitution  and  bylaws  of  the  cbmponent  county 
medical  society  relative  to  active  membership.” 


The  committee  believes  this  resolution  is  contrary  to 
the  purpose  of  the  amendment  passed  by  the  House  of 
Delegates  only  last  year.  It  is  the  belief  of  the  committee 
that  the  current  provisions  under  Article  II,  Section  1, 
paragraph  6,  “Membership”  already  allows  the  waiver  of 
dues  where  extenuating  circumstances  are  shown. 

The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  78-7. 


Resolution  78-9,  AMA  Membership  Requirements 
for  Delegates  to  the  Medical  Society  of  the  State  of 
New  York 

Introduced  by  Seventh  and  Eighth  District  Branches 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  is  a constituent  association  of  the  American  Med- 
ical Association;  and 

Whereas,  The  apportionment  of  delegates  of  the 
AMA  from  each  state  association  is  one  delegate  for 
each  one  thousand  (1000)  or  fraction  thereof  of  Regu- 
lar Members  of  the  American  Medical  Association  . . .; 
and 

Whereas,  In  order  to  to  be  eligible  for  membership 
in  the  AMA  House  of  Delegates,  a physician  must  have 
been  a Regular  or  Direct  Member  of  the  American 
Medical  Association  for  at  least  the  two  years  immedi- 
ately preceding  the  meeting  of  the  House  in  which  he  is 
to  serve;  and 

Whereas,  Matters  pertaining  to  policy  of  the  Ameri- 
can Medical  Association  come  before  the  Medical  Soci- 
ety of  the  State  of  New  York  House  of  Delegates  for 
adoption  and  referral  to  the  AMA  House  of  Delegates; 
and 

Whereas,  It  w'ould  therefore  be  logical  and  desirable 
that  delegates  to  the  Medical  Society  of  the  State  of 
New  York  be  members  of  the  American  Medical  Asso- 
ciation; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  III,  Section  I,  paragraph  5 of 
the  Bylaws  by  inserting  the  phrase  “the  American 
Medical  Association.”  Article  III,  Section  1,  para- 
graph 5 would  then  read  as  follows: 
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“A  delegate  to  the  House  of  Delegates  shall  not  be 
considered  in  good  standing  or  entitled  to  vote  in  the 
House  of  Delegates  if  the  component  county  medical 
society  by  which  he  was  elected  is  in  default  of  the 
payment  of  any  dues  or  assessments  imposed  by  the 
House  of  Delegates,  and  said  component  county 
medical  society  has  been  duly  notified  of  such  de- 
fault, or  if  such  component  county  medical  society 
shall  at  the  time  be  under  sentence  of  suspension 
imposed  by  the  House  of  Delegates,  or  if  such  dele- 
gate is  not  in  good  standing  in  the  American  Medical 
Association,  the  Medical  Society  of  the  State  of  New 
York,  or  in  the  component  county  medical  society  to 
which  he  belongs.” 


The  committee  believes  this  resolution  is  but  an  indi- 
rect way  of  requiring  mandatory  membership  in  the 
American  Medical  Association  which  was  rejected  by  the 
House  of  Delegates  last  year.  The  delegates  to  the  House 
of  Delegates  represent  the  Medical  Society  of  the  State  of 
New  York  and  should  not  have  imposed  upon  them  the 
requirement  that  they  be  AMA  members. 


The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  78-9. 


Resolution  78-10,  Interspecialty  Committee  to  be 
Represented  as  a Voting  Member  of  the  Council 

Introduced  by  John  D.  States,  M.D.,  Delegate,  Section  on 
Orthopedic  Surgery 

Whereas,  Representatives  of  various  medical 
specialties  do  not  have  a voice  in  proceedings  of  the 


Council  of  the  Medical  Society  of  the  State  of  New 
York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  provide  that  the  Inter- 
specialty Committee  be  represented  as  a voting  mem- 
ber of  the  Council  of  the  Medical  Society  of  the  State 
of  New  York. 


The  committee  feels  if  this  resolution  is  approved, 
every  section,  specialty  organization,  or  other  bona  fide 
organization  would  claim  they  are  just  as  entitled  to  have 
representation  in  the  Council. 

This  would  result  in  inordinate  expenses  and  would  only 
make  the  Council  unmanageable.  The  committee  feels 
medical  specialties  are  already  represented  through  the 
diverse  backgrounds  of  the  councilors.  Also,  the  various 
specialties  already  have  an  opportunity  to  have  input 
through  the  basic  unit  of  the  organization,  the  component 
county  societies. 


The  committee,  therefore,  recommends  DISAP- 
PROVAL of  Resolution  78-10. 


Your  chairman  would  like  to  thank,  in  addition  to  the 
members  of  the  committee  and  the  physicians  who  testified 
before  it,  those  members  of  staff  who  have  greatly  aided  the 
work  of  this  committee;  J.  Richard  Burns,  J.D.,  General 
Counsel,  Donald  R.  Moy,  J.D.,  Staff  Attorney,  and  Mrs. 
Joan  Grimm,  Mrs.  Judy  Epstein,  and  Ms.  Irene  Cordo- 
meyer  who  provided  their  secretarial  assistance  to  the 
committee. 

Respectfully  submitted, 

Daniel  F.  O’Keeffe,  M.D.,  Chairman 
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Dictaphone's 
Ansafone.  A major 
medical  advance. 


In  this  age  of  medical  miracles,  we've  developed  a minor 
miracle  of  our  own.  Ansafone  by  Dictaphone. 
Unlike  other  answering  machines,  Ansafone 
can  do  more  and  do  it  better  with 
simplicity  of  operation. 

Anytime  a call  comes  in, 
during  lunch  or  after  office  hours,  the 
Ansafone  telephone  answering  system  gives  your  pre- 
recorded message,  and  accurately  records  the  incoming 
message.  It  can  also  refer  your  patients  to  an  emergency  number 
where  you  can  be  reached.  Our  Dictacall  remote  unit  lets  you  call 
your  office  and  listen  to  the  day's  messages  from  any  outside  tele- 
phone anywhere  in  the  world. 

Ansafone.  It's  the  professional  business  machine  that  means  busi- 
ness. Backed  by  Dictaphone  reliability  and  the  largest  service 
network  in  the  business. 


Contact 


Phone-Minder  of  N.Y.  Inc. 
62-49  Woodhaven  Blvd. 
Rego  Park,  New  York  11374 


® Dictaphone 

We’ve  got  people  talking 


D I CT  A P H O N E— 1 03—0003— 


Many  other  Models  to  choose  from. 

Ed  Jagendorf 

Dictaphone  and  Dictacall  are  trademarks  and 
Ansafone  is  a U.S.  registered  trademark  of 
Dictaphone  Corporation,  Rye,  N.Y.  In  Canada  . . . 

(212)  335-4200  by  Ansonics  International  Canada,  Ltd.  Montreal. 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1979  Annual  Convention 
Medical  Society  of  the  State  of  New  York 

Sheraton  Centre  New  York 


SATURDAY,  SEPTEMBER  15 

9 a.m.  ALCOHOLISM,  Committee  on,  Princess  Room,  (all  day) 

CANCER  GENERAL  SESSION,  Royal  Ballroom  A (all  day).  (Joint  meeting  with  Family  & 
Gen.  Practice;  Radiology) 

CARDIOVASCULAR  DISEASES,  Versailles  Terrace 
OTOLARYNGOLOGY,  Versailles  Ballroom 

PLASTIC,  RECONSTRUCTIVE,  & MAXILLO.  SURGERY,  Royal  Ballroom  B 

1:30  p.m.  CANCER  GENERAL  SESSION,  Royal  Ballroom  A (cont’d) 

2 p.m.  ALCOHOLISM,  Princess  Room  (cont’d) 

EMERGENCY  MEDICINE,  Versailles  Terrace  (Joint  meeting  with  Preventive  Medicine  & 
Pub.  Health) 

NEUROSURGERY,  Versailles  Ballroom 

PATHOLOGY,  CLIN.  PATHOLOGY  & BLOOD  BANKING,  Royal  Ballroom  B 

SUNDAY,  SEPTEMBER  16 


9 a.m.  ALLERGY  & IMMUNOLOGY,  Versailles  Terrace.  (Joint  meeting  with  Gastroenterology; 
General  Practice) 

OBSTETRICS  & GYNECOLOGY,  Royal  Ballroom  A (all  day).  (Joint  meeting  with  Uro- 
logy) 

OPHTHALMOLOGY,  Versailles  Ballroom  (all  day) 

PSYCHIATRY,  Princess  Room 

SURGERY,  Royal  Ballroom  B (Joint  Meeting  with  Anesthesiology;  Emergency  Medicine) 

1:30  p.m.  OPHTHALMOLOGY,  Versailles  Ballroom  (cont’d) 

2 p.m.  GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Versailles  Terrace.  (Joint  meeting 
with  Family  & General  Practice) 

GENERAL  SESSION  ON  VIOLENCE,  Royal  Ballroom  B 

UROLOGY,  Royal  Ballroom  A (cont'd).  (Joint  meeting  with  Obstetrics  & Gynecology)) 


MONDAY,  SEPTEMBER  17 

8:30  a.m.  GENERAL  SESSION  ON  THE  KIDNEY,  Royal  Ballroom  A.  (Joint  meeting  with  Internal 
Medicine).  All  day 

9 a.m.  CHEST  DISEASES,  Versailles  Ballroom 

DERMATOLOGY,  Versailles  Terrace,  (Joint  meeting  with  Pediatrics;  School  Health) 

NUCLEAR  MEDICINE,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY,  Princess  Room 

2 p.m.  GENERAL  SESSION  ON  THE  KIDNEY,  Royal  Ballroom  A (cont'd).  (Joint  meeting  with  Internal 
Medicine) 

NEUROLOGY,  Versailles  Terrace 

OCCUPATIONAL  MEDICINE,  Versailles  Ballroom.  (Joint  meeting  with  Medical  Legal  & 

W.C.) 

PHYSICAL  MEDICINE  & REHABILITATION,  Royal  Ballroom  B 
DIALOGUE,  Princess  Ballroom 


• 

SCIENTIFIC  MEETING  ROOMS— Second  Floor 

SCIENTIFIC  & TECHNICAL  EXHIBITS 

Saturday  through  Monday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

CME  CREDITS:  American  Medical  Association  Physician’s  Recognition  Award.  All  of  our  scientific 
meeting  offerings  carry  CME  Category  1 Credit. 


173rd  ANNUAL 

CONVENTION 

Medical  Society  OF  THE 

State  of  New  York 

Sheraton  Centre 

NewVtrk 

(FORMERLY  THE  AMERICANA  HOTEL) 


September  15-20,  1979  New  York  City 


Scientific  Meetings  & Exhibits 

Saturday,  Sept.  15-Monday,  Sept.  17 
House  of  Delegates: 

Sunday,  Sept.  16-Thursday,  Sept.  20 


Highlights.  . . General  Sessions:  The  Kidney — 
1979  Update:  The  Violence  of  Youth  • 25  Scientific  Sections 
• Symposia  • Panel  Discussions  • Annual  Meeting  of  House 
of  Delegates  • President's  Reception  & Dinner  Dance  • 
Scientific  & Technical  Exhibits  • Hospitality  Center 


Reservation  Manager 

Sheraton  Centre  New  York  7th  Ave.  & 52  St.,  New  York.  N Y 10019  Phone:  212-581-1000 

— 1 

Name(s) | 


Address 

City 

Your  Organ, 7ntinn  MediCal  S°CietV  °f  the  St3te  N.Y. 

Arrival 

Date Hour 


Residential  □ 
Office  □ 


_State_ 


_No  Persons, 


Departure 
_Date 


Zip, 

-Phone  #_ 


One  card  per  room,  please 


O Single  Room 

□ Twin/Double 

□ One  Bedroom  Suite 

□ Two  Bedroom  Suite 


S60 

$70 

$150 

$175 


A limited  number  of  rooms  are  available  across  the 
street  at  the  Sheraton  City  Squire  Inn 


□ Single  Room 

□ Twin/Double 


$60 

$70 


RESERVATIONS  MUST  BE  RECEIVED  BY  HOTEL  NO  LATER  THAN  AUGUST  25.  RESERVATIONS  RECEIVED 
AFTER  SPECIFIED  DATE  WILL  BE  ACCOMMODATED  ON  A RATE  AND  SPACE  AVAILABILITY  BASIS  ONLY. 

I 


Reservations  will  be  held  until  6 00  pm  New  York  time  (Eastern  Standard  Time)  A deposit  or  guarnatee  by  Credit  Card  for  one  night's  rate  is  required  for  arrivals  after  6 
pm  EST  Check  out  time  is  1 00  pm  CREDIT  INFORMATION  WILL  BE  REQUESTED  AT  TIME  OF  CHECK  IN  Credit  Cards  honored  are  Diners  Club  • Bank  Amencard 
(VISA)  • Carte  Blanche  • American  Express  • Master  Charge 
If  guaranteeing  Reservation  for  Late  Arrival  by  Credit  Card.  Please  list  below: 

Credit  Card  # 


JExp  Date_ 


-Type. 


.J 
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PULITZER  FOUNTAIN.  GRAND  ARMY  PLAZA  NEW  YORK  CONVENTION  & VISITORS  BUREAI 


Spouse 
Programs 


1979  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

by  Pauline  Nodar 


The  Medical  Society  of  the  State  of  New  York  is  delighted 
to  present  a program  of  planned  activities  for  the  spouses 
of  our  doctors  who  are  attending  the  convention.  All  tours 
leave  from  Hospitality  Center. 


SUNDAY,  SEPTEMBER  16 

11:00  a.m.-3:00  p.m.  MUSEUM  OF  MODERN  ART.  Tour 
will  start  from  hotel.  Enjoy  a tour  of  this  famous  museum. 
See  the  latest  art  collection,  enjoy  a visit  to  the  Sculpture 
Gardens.  Also,  see  a showing  of  one  of  the  great  film 
classics.  Lunch  will  be  optional.  Museum  admission  at 
door:  $2.50. 


WEDNESDAY,  SEPTEMBER  19 

10:30  a.m.-3:00  p.m.  FUN  SHOPPING  AT  BLOOM- 
INGDALE’S.  A guided  tour  will  be  conducted  by  Mrs. 
Milton  Helpern  and  Mrs.  Pauline  Nodar  starting  from  the 
hotel.  There  will  be  time  out  for  lunch  at  Bloomingdale’s 
Forty  Carrot’s  Health  Bar  about  11:45.  Shopping  will 
continue  thereafter. 


AUXILIARY  TO  MSSNY 
MONDAY,  SEPTEMBER  17 

8:00  p.m.  AMA-ERF  Benefit  Theatre  Party.  For  de- 
tails, see  Auxiliary  page. 

TUESDAY,  SEPTEMBER  18 

12:15  p.m.  Auxiliary  Luncheon,  Royal  Ballroom, 
Sheraton  Centre.  Tickets  may  be  purchased  at 
Auxiliary  Registration  Desk.  Price:  $20.00  Dutch 
treat  bar. 


The  Sheraton  Centre  New  York 
September  15-20,  1979 


HOSPITALITY  CENTER 
Monarch  Suite— Third  Floor 
Open  daily  from  9 a.m.-5  p.m. 

We  will  help  you  plan  your  week  in  the  “Big 
Apple’’:  Beauty  Services  at  nearby  salons, 

Restaurants  of  interest,  all  of  these  at  varied 
prices.  Questions  will  be  answered  and 
sightseeing  highlights  will  also  be  presented. 

MONDAY,  SEPTEMBER  17 

10:30  a.m.  LEARN  MACRAME.  Mrs  William 
Nightingale  will  give  instructions  on  how  to 
make  Macrame. 

11:30  a.m.  MONEY  MANAGEMENT.  Two 

distinguished  professionals  from  one  of  our 
leading  brokerage  firms  will  be  on  hand  to 
discuss  money  management  and  to  answer 
questions. 

TUESDAY,  SEPTEMBER  18 

3:30  p.m.  OSTARO.  The  Hindu  Astrologer, 
Ostaro,  T.V.  Host,  Publisher,  Producer,  will  be 
on  hand  to  speak  on  Astrology,  and  also  dispel 
many  misconceptions  on  the  subject.  (The 
astrologist  is  the  producer  and  host  of  “THE 
OSTARO  SHOW”  on  Cable  T.V.).  Appoint- 
ments may  be  made  with  Ostaro  for  private 
consultations. 


SPOUSE  ACTIVITIES  Please  indicate  your  choice  & mail  to: 

1.  Museum  of  Modern  Art  Pauline  Nodar — Executive  Associate 

2.  Learn  Macrame  Medical  Society  of  the  State  of  New  York 

3.  Money  Management 420  Lakeville  Rd. 

4.  Ostaro  Lake  Success,  N.Y.  11042 

5 Bloomingdale’s  Phone:  516-488-6100 

Name — 

Address — — — 

Phone £_ 
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Sightseeing  Highlights 
around  Manhattan 

New  York  City  has  much  to  offer  its  1 7,000,000  annual  visitors.  Here  we  suggest  some  of  the  newer 
and  unique  sights,  as  well  as  some  of  the  older  sights.  For  additional  information,  the  Convention 
Bureau  has  provided  brochures  covering  sightseeing  and  other  attractions  around  New  York  City. 
These  are  available  at  the  Medical  Society  Convention  Information  Desk  in  Albert  Hall. 


Washington  Square 
Outdoor  Art  Show 

Greenwich  Village  . . . September  15  & 16. 

Feast  of  San  Gennaro 

Mulberry  St.,  Little  Italy  (Chinatown)  . . . Sep- 
tember 13-23. 

Citicorp  Center  Tower 

New  York’s  new  complex  includes  pedestrian 
plazas,  a skylit  atrium  and  urban  food  mall, 
ethnic  restaurants,  cafes  and  markets,  plus  an 
ultra-modern  church.  The  entire  block  between 
53rd  & 54th  Sts.,  Lexington  & Third  Avenues. 

Burlington  Mill 

A moving  walkway  takes  you  through  an  exhibit 
of  America’s  textile  industry.  See  the  world’s 
largest  quilt.  Avenue  of  the  Americas  at  54th 
St.  Open  Tuesday  through  Saturday,  10-7. 

The  New  York  Experience 

A multiscreen  show  that  unfolds  the  spectacular 
story  of  New  York  City,  past  and  present. 
Rockefeller  Center  (McGraw-Hill  Bldg.)  49th  St. 
& Avenue  of  the  Americas.  Open  daily. 

Songwriters  Hall  of 
Fame  Museum 

One  Times  Square  at  42nd  St.  Open  Monday 
through  Saturday,  1 1-3. 

Double-Deck  Buses 

A good  way  to  see  Manhattan.  Find  them  on 
Fifth  Avenue  (going  downtown)  and  Madison 
Avenue  (going  uptown). 

Aerial  Tramway 

To  Roosevelt  Island  and  back.  A breathtaking 
view  high  above  the  East  River.  Board  at 
Second  Avenue  and  59th  Street. 


Lincoln  Center  for  the 
Performing  Arts 

Broadway  & 65th  Street.  Daily  guided  tours. 

Metropolitan  Museum  of  Art 

New  Egyptian  Galleries,  including  the  Temple  of 
Dendur.  Fifth  Avenue  & 82nd  St.  Closed 
Mondays. 

World  Trade  Center 

The  complex  consists  of  1 10  story  twin  towers; 
an  observation  deck  in  one  tower,  and  the 
spectacular  Windows  on  the  World  restaurant 
on  the  107th  floor  of  the  other  tower.  There  are 
8 acres  of  shops  and  services  on  the  concourse, 
and  6 subterranean  levels  accommodating 
trains,  parking,  and  subways.  Located  on 
Church  Street  in  Lower  Manhattan  near  the 
Hudson  River. 

Auctions 

Sotheby  Parke  Bernet,  980  Madison  Ave.  (76th 
St.).  Closed  Sunday  & Monday. 

Christie’s,  502  Park  Ave.  (59th  St.).  Closed 
Sunday  & Monday. 

Phillips,  525  East  72nd  St.  (near  York  Ave.). 

Antiques 

Manhattan  Art  & Antiques  Center,  85  shops  and 
galleries.  Second  Ave.  & 55th  St.  Open 
daily. 


Circle  Line  Boat 

A delightful  3 hour,  conducted,  sightseeing  boat 
ride  around  the  island  of  Manhattan.  Pier  83, 
foot  of  West  43rd  St.  Daily. 
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Month  in  Washington 


President  Carter  has  given  the  Congress  a detailed 
preview  of  a NHI  (national  health  insurance)  proposal  that 
would  require  all  businesses  to  provide  workers  compre- 
hensive private  health  insurance  meeting  Federal  stan- 
dards. Catastrophic  coverage  would  be  mandated  and  the 
cost  would  be  partially  borne  by  the  Federal  govern- 
ment. 

The  first  phase  of  the  program  would  cost  about  $15 
billion.  By  contrast  the  Labor-Kennedy  bill  has  a price 
tag  of  from  $30  billion  to  $40  billion;  and  the  third  major 
NHI  plan — the  catastrophic  only  approach — has  an  esti- 
mated cost  of  $5  billion  to  $10  billion. 

The  Administration  rushed  its  measure  out  after  months 
of  tinkering  and  plotting  in  order  to  meet  previously 
scheduled  hearings  of  the  Senate  Finance  Committee  on 
NHI  and  hospital  cost  containment.  Chairman  Russell 
Long  (D.,  La.)  has  threatened  speedy  action  on  his  favorite 
catastrophic  plan. 

The  American  Medical  Association  believes,  “the  Ad- 
ministration appears  to  offer  expanded  benefits  on  one 
hand  while  restricting  the  availability  of  services  and  re- 
sources on  the  other,”  according  to  Frank  Jirka,  M.D.,  Vice 
Chairman  of  the  AMA  Board  of  Trustees. 

Dr.  Jirka  added,  “arbitrary  government  controls  don’t 
reduce  costs — they  simply  reduce  care  available  without 
addressing  the  public’s  demand  and  need  for  health 
care.” 

On  the  other  hand,  Dr.  Jirka  said  the  program,  “does 
address  major  issues  with  which  we  have  been  concerned. 
For  example,  the  AMA  has  supported  expanded  cata- 
strophic and  basic  insurance  coverage  in  the  private  sector, 
the  filling  of  insurance  gaps  created  during  periods  when 
insurance  is  not  available  through  an  employer,  and  more 
equity  and  uniformity  within  the  Medicare  and  Medicaid 
programs.” 

The  Administration  measure  is  structured  in  such  a way 
that  Congress  would  have  to  approve  each  succeeding  stage 
of  implementation  of  the  program,  whereas  the  Ken- 
nedy-Labor NHI  bill  would  have  the  stages  automatically 
phased-in  by  law.  This  is  the  major  difference  between 
the  two  approaches  and  the  principal  reason  for  the  rift 
between  the  President  and  Kennedy  on  NHI. 

The  President’s  plan  provides  catastrophic  coverage  for 
workers  for  out-of-pocket  expenses  above  $2,500,  increased 
Federal  control  of  Medicaid  and  Medicare,  and  complete 
coverage  of  all  prenatal  and  birth  costs. 

Representative  Charles  Rangel  (D.,  N.Y.)  Chairman  of 
the  House  Ways  and  Means  Health  Subcommittee,  said 
he  told  President  Carter  he  would  sponsor  the  measure 
when  it  reaches  bill  form. 

A mandatory  fee  schedule  will  be  proposed  by  setting  a 
standard  fee  at  the  Medicare  average  in  states  or  substate 
areas  and  then  raising  substandard  Medicaid  fees  in  those 
areas  to  that  level  over  time.  Physicians  could  not 
charge  or  be  reimbursed  above  the  fees  established  in 
the  schedule.  A process  of  negotiation  would  be  estab- 
lished for  subsequent  fee  schedule  changes. 

Prepared  by  Ihe  Washington,  office  of  the  American 
Medical  Association. 


On  the  private  side,  the  names  of  physicians  who  are 
willing  to  adhere  to  the  schedule  will  be  published  in  order 
to  increase  consumer  choice.  “A  commission  will  be  es- 
tablished to  look  at  reimbursement  questions  and  to  advise 
whether  more  stringent  measures  are  necessary  to  hold 
down  health  costs  and  increase  physician  participation  in 
the  public  programs.” 

Medicaid  would  be  expanded  and  made  more  uniform, 
and  a more  liberal  income  requirement  for  Medicaid  eli- 
gibility would  be  established,  bringing  many  more  people 
into  the  program,  all  at  major  new  Federal  cost. 

The  most  controversial  features  of  the  Administration 
proposal  from  the  standpoint  of  health  providers  will  be 
the  many  control  features  that  bristle  throughout  the 
proposal. 

The  mandatory  hospital  cost  containment  measure  is 
included  as  a provision  of  the  NHI  plan  as  well  as  in  the 
separate  measure  now  hung  up  in  Congress,  giving  law- 
makers the  option  of  approving  it  in  either  form. 

However,  it  is  reported  that  the  Administration  is 
veering  toward  a relatively  more  simple  plan  that  in  its 
beginning  stages  would  be  mostly  confined  to  the  provision 
of  catastrophic  health  benefits. 

By  thus  jettisoning  a big  chunk  of  the  President’s  pro- 
posed first  stage  NHI,  the  Administration  would  move 
closer  to  that  of  Senator  Long  whose  proposal  has  some 
chance  of  Congressional  approval. 

The  Administration  is  said  to  be  willing  to  settle  for  the 
controls  embodied  in  the  Hospital  Cost  Containment  Act 
and  abandon  the  physician  fee  and  other  controls  in  the 
plan  originally  outlined  by  President  Carter. 

Long  is  trying  to  hammer  out  a consensus  bill  and  has 
indicated  he  is  willing  to  go  along  with  the  Administration 
on  the  hospital  measure.  The  Senator  said  he’s  not  sure 
the  nation  can  afford  more  than  a catastrophic  benefit,  but 
said  there  might  be  room  for  added  coverage  for  poor 
people. 

Senator  Kennedy  appeared  before  the  Finance  Com- 
mittee, saying  “we  want  to  work  with  you.  There  is  very 
keen  desire  . . . there  is  no  pride  of  authorship.”  He  said 
he  is  willing  to  compromise.  Despite  the  conciliatory  at- 
mosphere, Kennedy  didn’t  suggest  where  he  might  be 
willing  to  compromise.  He  has  said  he’s  opposed  to  a 
simple  catastrophic  plan  and  opposed  to  any  plan  that  calls 
for  a first  step  NHI  only. 

Kennedy  said  he  could  support  any  plan  that  would 
provide  cost  controls,  equal  treatment  of  the  population, 
competition  within  the  medical  system,  and  needed  re- 
forms. 

Long  said  the  sense  of  Congress  must  be  gauged  on  the 
issue  of  cost  controls  and  additional  medical  care.  “I  just 
want  to  see  us  get  together  and  pass  the  best  bill  that  the 
House  and  Senate  will  accept.” 

The  Senator  has  made  it  clear,  though,  that  he  will  stick 
to  his  long-held  position  favoring  catastrophic  despite  the 
Administration’s  much  more  extensive  program,  and  has 
given  no  indication  that  he  is  prepared  to  make  significant 
compromises. 

continued  on  pane  1487 
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IMPORTANT  NOTICE 

CORRECTION  IN  CONVENTION  SCHEDULE 
appearing  in  the  July  issue  of  the  Journal 
under  the  heading  of  SURGERY,  Royal 
Ballroom  B,  on  Sunday,  September  16th, 
page  1308:  The  program  was  inadver- 

tently listed  as  an  afternoon  session.  This 
session  will  start  in  the  morning  at  9:00 
a.m.  as  follows: 

9:00 — Business  Meetings,  Election  of 
Officers 

9:15 — Telecommunication  in  Emergen- 
cy Medical  Services  System 
9:30 — Multiple  System  Injuries 
10:00 — Raphael  W.  Robertazzi  Memorial 
Lecture 

10:30 — Cardiological  Evaluation  & Sup- 
port of  the  Surgical  Patient 
1 1 :00 — The  Surgeon’s  Responsibility 
1 1:30 — Panel  Discussion 


Postgraduate  course 

and  seventh  annual 

neurology  service  teaching  day 

A postgraduate  course  on  “Pediatric  Neurology,” 
sponsored  by  the  VA  Medical  Center,  Brooklyn,  N.Y., 
Neurology  Department  and  co-sponsored  by  the  Office  of 
Continuing  Medical  Education  Downstate  Medical  Center. 
This  course  will  be  held  on  October  9,  1979,  and  has  been 
approved  by  the  AMA  for  8 hours  of  credit  in  Category  I. 
This  course  will  be  given  at  the  Seventh  Annual  Neurology 
Service  Teaching  Day. 

For  information  concerning  the  program  please  contact: 
Walter  R.  Slade,  Jr.,  M.D.,  Chief,  Neurology  Service,  VA 
Medical  Center,  800  Poly  Place,  Brooklyn,  N.Y.  11209. 
Phone  (212)  836-6600,  Ext.  451  or  562. 

Schizophrenia 

The  eighth  annual  newer  strategies  series:  Schizo- 

phrenia: Courses  for  the  clinican,  will  he  held  Saturday, 
November  3,  1979,  9:00-5:00  p.m.,  Barbizon  Plaza  Hotel, 
106  Central  Park  South,  New  York.  Contact:  Lester  FI. 
Shapiro,  M.D.,  Chairman,  Joint  Committee  on  Schizo- 
phrenia, New  York  State  Psychiatric  Association,  43  An- 
dover Road,  Rockville  Centre,  N.Y.  11570;  telephone  (516) 
766-3442. 

59th  annual  meeting 

The  Association  for  Research  in  Nervous  and  Mental 
Disease  will  hold  its  59th  Annual  Meeting  on  December 
7-8,  1979,  at  the  Hotel  Biltmore  in  New  York  City.  The 
topic  will  be  “Brain,  Behavior,  and  Bodily  Disease.” 
Further  information  about  this  meeting  can  be  obtained 
from  Roger  Duvoisin,  M.D.,  Secretary-Treasurer  of  the 
Association  for  Research- in  Nervous  and  Mental  Disease, 
Mt.  Sinai  School  of  Medicine,  at  100th  Street  and  5th  Av- 
enue, New  York,  N.Y.  10029 

Ophthalmology 

A postgraduate  course  in  ophthalmology  will  be  con- 
ducted by  the  State  University  of  New  York  Upstate 
Medical  Center  at  Syracuse,  Department  of  Ophthalmol- 
ogy. This  is  the  Thirtieth  Annual  Postgraduate  Course 
in  Ophthalmology  and  will  be  held  at  the  Hotel  Syracuse, 
Friday  and  Saturday,  November  30  and  December  1, 
1979. 

For  inquiries  regarding  the  course,  write  to  James  L. 
McGraw,  M.D.,  Professor  and  Chairman,  College  of 
Medicine,  Department  of  Ophthalmology,  State  University 
of  New  York  Upstate  Medical  Center  at  Syracuse,  750  E. 
Adams  Street,  Syracuse,  N.Y.  13210;  telephone  (315) 
473-5253. 

Two  meetings  scheduled 

An  “International  Conference  on  Atypical  Mycobacteria” 
will  be  held  September  5 to  8 at  the  National  Jewish 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


Hospital,  National  Asthma  Center,  Denver,  Colorado. 
CME  applicable,  for  additional  information  contact  P.  T. 
Davidson,  M.D.,  3800  East  Colfax  Avenue,  Denver,  Colo- 
rado 80206;  telephone  (303)  388-4461. 

On  October,  7,  “Management  of  Asthma  and  Other 
Chronic  Lung  Disease”  will  be  presented.  Credit  for  6 
hours  AMA  I and  AAFP  applicable.  For  information 
contact  Mary  Fletcher,  3800  East  Colfax  Avenue,  Denver, 
Colorado  80206;  telephone  (303)  388-4461. 

Annual  meeting 

The  1979  annual  meeting  and  seminar  of  AHCMDA 
(American  Health  Care  Medical  Directors  Association)  will 
be  held  October  20  to  22,  in  Honolulu.  The  Association 
is  dedicated  to  improving  health  care  in  long-term  care 
facilities  for  the  convalescent  and  chronically  ill  of  all 
ages. 

Interested  physicians  should  contact  AHCMDA,  P.O. 
Box  257,  Wrightsville,  Georgia  31096;  telephone  (912) 
864-3513. 


continued  from  page  1346 

1 Vande  Wiele,  R.  I.:  Anorexia  nervosa  and  the  hypothalamus, 
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EYE— SURGERY 

Ophthalmic  Plastic  Surgery  for  the  General  Oph- 
thalmologist. By  Murray  A.  Meltzer,  M.D.  Baltimore, 
The  Williams  & Wilkins  Company,  1979.  Illustrated,  84 
pages.  Hardcover,  $18.95. 

A practical  handbook  of  currently  used  ophthalmic 
plastic  surgical  procedures. 

PHOTOS  YNTHESIS— CONGRESSES 

Chlorophyll  Organization  and  Energy  Transfer  in 
Photosynthesis.  Ciba  Foundation  Symposium  61  (new 
series).  New  York,  Excerpta  Medica,  1979.  Illustrated, 
374  pages.  Hardcover,  $42. 

A look  at  the  primary  processes  of  the  most  important 
biological  application  of  photochemistry. 

PROTEINS— CONGRESSES 

Molecular  Interactions  and  Activity  in  Proteins.  Ciba 
Foundation  Symposium  60  (new  series).  New  York,  Ex- 
cerpta Medica,  1978.  Illustrated,  279  pages.  Hardcover, 
$31.25. 

Symposium  on  molecular  status  and  interaction. 


CROSS  INFECTION 

Hospital  Associated  Infection  in  the  General  Hospital 
Population  and  Specific  Measures  of  Control.  Edited 
by  Dieter  Groschel,  M.D.  (Volume  3 in  the  Series: 
Handbook  on  Hospital-Associated  Infections.)  New 

York,  Marcel  Dekker,  Inc.,  1979.  Hardcover,  188  pages. 
Price,  $25. 

The  practical  aspects  of  hospital-associated  infection 
control. 


* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


SEX  BEHA  VIOR—PH  YSIOL  OG  Y 

Sex,  Hormones  and  Behavior.  Ciba  Foundation 
Symposium  62  (new  series).  New  York,  Excerpta 
Medica,  1979.  Hardcover,  383  pages.  Price,  $41. 

What  role  do  hormones  play,  pre-  and  postnatally,  in 
determining  sexual  behavior  in  humans. 


PROSTAGLANDINS 

The  Prostaglandins:  Bibliography.  Supplement  3, 

1978.  Edited  by  James  R.  Powell,  Jr.,  Ph.D.,  and  Alberta 
D.  Berton.  Philadelphia,  Pa.,  College  of  Physicians  of 
Philadelphia.  Medical  Documentation  Service,  1979. 
Softcover,  588  pages.  Price,  $29.50. 

Third  update  of  the  comprehensive  bibliography  on 
prostaglandins. 

HEALTH  OCCUPATIONS— EDUCATION 

Review  of  Allied  Health  Education:  3.  Edited  by  Jo- 
seph Hamburg.  Lexington,  Ky.,  The  University  Press  of 
Kentucky,  1979.  Hardcover,  161  pages.  Price,  $7.50. 

Current  appraisal  of  the  developments  in  allied  health 
education. 


LITERATURE— CASE  STUDIES 

Boswell’s  Clap  and  Other  Essays.  Medical  Analyses 
of  Literary  Men’s  Afflictions.  By  William  B.  Ober, 
M.D.  Carbondale,  Southern  Illinois  University  Press, 
1979.  Illustrated,  291  pages.  Cloth,  $17.50. 

Medical  problems  affecting  the  literary  works  of  12  fa- 
mous authors. 

THERAPEUTICS— HANDBOOKS 

Handbook  of  Medical  Treatment.  Sixteenth  edition. 
Edited  by  Milton  J.  Chatton,  M.D.  Greenbrae,  Calif., 
Jones  Medical  Publications,  1979.  Softcover,  643  pages. 
Price,  $10.50. 

An  updating  of  a handy  reference  work. 


1432  New  York  State  Journal  of  Medicine/August  1979 


Medical  News 


Career  development  award 
in  diabetes  research 

The  Juvenile  Diabetes  Foundation  announces  the 
availability  of  a career  development  award  in  diabetes  re- 
search for  the  funding  year,  July  1,  1980,  to  June  30, 
1981. 

Applications  may  be  obtained  from:  Grant  Adminis- 
trator, Juvenile  Diabetes  Foundation,  23  East  26  Street, 
New  York,  NY  10010,  telephone  (212)  889-7575. 

Candidates  must  have  a doctoral  degree  with  approxi- 
mately four  to  seven  years  postdoctoral  clinical  and/or 
research  experience  by  the  beginning  of  the  award. 

The  award  has  a three-year  term  with  annual  review. 
Salary  for  one  year  is  up  to  $35,000. 

Completed  applications  must  be  postmarked  not  later 
than  October  1,  1979. 

In  Canada  the  Juvenile  Diabetes  Foundation  is  known 
as  the  Juvenile  Diabetes  Research  Foundation. 

New  treatment  shown  effective 
for  adult  leukemia 

An  intensive  chemotherapy  treatment  developed  at 
Memorial  Hospital  for  Cancer  and  Allied  Diseases  in  New 
York  has  resulted  in  the  complete  disappearance  of  ab- 
normal blood  cells  peculiar  to  an  adult  leukemia  known  as 
CML  (chronic  myelogenous  leukemia).  The  cells,  which 
have  a characteristic  chromosome  abnormality  named  the 
“Philadelphia  chromosome,”  have  been  temporarily 
eliminated  in  a small  group  of  patients  by  an  experimental 
treatment  known  as  the  L-15  protocol. 

Zalmen  Arlin,  M.D.,  assistant  attending  physician  on  the 
Hematology-Lymphoma  Service  at  Memorial,  described 
attempts  to  destroy  cells  with  the  Philadelphia  chromo- 
some abnormality  at  a meeting  of  the  American  Society  of 
Clinical  Oncology  held  at  New  Orleans,  Louisiana,  in 
May. 

Eliminating  these  cells  is  vital  if  CML  patients  are  to  be 
cured,  because  a single  remaining  cell  can  generate  a new 
wave  of  Philadelphia-positive  cells  and  cause  a recurrence 
of  the  disease. 

In  a treatment  trial  using  the  L-15  protocol,  a combi- 
nation of  anti-cancer  drugs,  Philadelphia-positive  cells 
disappeared  in  nine  of  15  patients.  Four  of  these  patients 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 
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FRONT  COVER:  We  find  this  subject  material 

timely  for  two  reasons — To  celebrate  the  “International 
Year  of  the  Child,”  and  as  a tribute  to  Norman  Rockwell 
who  was  one  of  America’s  foremost  illustrators.  With 
his  brush,  he  had  an  uncanny  way  of  capturing  the 
humor,  pathos,  love,  and  understanding  in  the  daily 
lives  of  people  around  him. 


BIOAVAILABILITY  OF  NUTRIENTS  FROM  FOODS 


John  W.  Erdinan,  Jr.,  Ph.D. 

Department  of  Food  Science 
University  of  Illinois 
Urbana,  Illinois 


One  important  goal  of  health  pro- 
fessionals is  to  encourage  consump- 
tion of  diets  adequate  in  all  required 
nutrients  This  task  requires  know- 
ledge of  the  nutrient  of  man  and  of  the 
availability  of  nutrients  from  foods 
Traditionally,  dietary  intake  has  been 
assessed  by  collecting  food 
consumption  data  via  dietary  recall, 
food  records  or  market  basket 
surveys.  Then,  estimates  of  the  nutri- 
ent content  of  consumed  foods  are 
obtained  from  various  food  composi- 
tion tables  The  accuracy  of  this  pro- 
cedure is  questionable.  This  is  be- 
cause available  data  are  not  selective 
enough  to  provide  for  changes  in  nu- 
trient content  due  to  seasonal  differ- 
ences, variable  food  processing 
procedures  or  deviation  in  the  bio- 
a va liability  of  individual  nutrients. 
Nutritional  status  is  assessed  by 
medical  examination,  biochemical 
analyses  and  dietary  intake 


Bioavai labi I ity  is  the  extent  to 
which  a chemically  present  nutrient 
can  be  utilized  by  animals  Bioavail- 
ability  is  directly  or  indirectly  affected 
by  many  physiological,  pathological, 
chemical  and  nutritional  conditions. 
The  following  is  a discussion  of  some 
aspects  affecting  bioavailability  of 
nutrients  which  influence  the 
adequacy  of  the  daily  dietary  intake 


By  far.  the  largest  indirect  factors 
that  reduce  bioavailability  of 
nutrients  are  those  that  reduce  the 
intestinal  absorptive  capacity 
Various  gastroenterological  malab- 
sorption syndromes  (resulting  from 
food  poisoning  organisms,  such  as 
Staphylococcus  aureus,  from  non- 
food-born infectious  diseases  like 
influenza  or  from  allergies  such  as 
celiac  disease  or  gluten  intolerance) 
severely  reduce  intestinal  uptake  of 
nutrients  Surgical  removal  of  part  of 
the  intestine,  increased  intestinal 
motility  due  to  nervousness,  lactose 
intolerance,  rapid  influx  of  sugar  or 
other  substances  which  draw  fluid 
into  the  gut  are  some  of  the  other 
factors  affecting  absorption. 
Consumption  of  laxative  aids,  mineral 
oil  or  large  quantities  of  food  fiber 
materials  may  also  reduce  absorptive 


capacity  Intestinal  parasites,  espe- 
cially prevalent  in  developing 
countries,  compete  with  the  host  for 
some  ingested  nutrients  while 
reducing  the  absorption  of  other 
nutrients 


Factors  Affecting  Bioavailability 
of  Individual  Nutrients 


Protein.  The  quality  of  food  protein 
reflects  not  only  the  essential  amino 
acid  profile  but  also  the  digestibility 
of  the  protein,  the  presence  of 
protease  inhibitors  and  the  bioavail- 
ability of  individual  amino  acids. 
Conventional  food  processing 
procedures  usually  increase  the  di- 
gestibility of  protein  and  reduce  the 
activity  of  heat  labile  antiproteolytic 
factors  The  classic  example  of  the 
beneficial  effect  of  heat  processing  is 
the  reduction  of  trypsin  inhibitor  in 
soy  protein  by  use  of  adequate 
blanching  or  toasting 


Excessive  heat  treatment  can 
reduce  protein  quality  by  causing 
chemical  modifications  of  essential 
amino  acids  via  oxidation,  alterations 
in  peptide  linkages  or  formation  of 
new  amino  acids  that  are  not  subject 
to  hydrolysis  by  digestive  enzymes 


The  Maillard  or  "nonenzymatic 
browning"  reaction  can  result  from 
heating  foods  either  in  the  processing 
plant  or  in  the  home  under  “proper" 
conditions  Reducing  sugars,  such  as 
lactose  or  glucose,  readily  react  with 
free  amino  groups  to  produce  non- 
nutritive browning  products.  Since 
the  £-amino  group  of  lysine  is  the 
preferred  site  for  initiation  of  Maillard 
browning  and  since  lysine  isoften  the 
limiting  amino  acid,  as  in  grains, 
browning  reactions  can  be  very 
destructive  to  the  overall  protein 
quality  of  these  foods  Baking  of 
breads  that  contain  non-fat  dry  milk 
can  result  in  considerable  destruction 
of  "available"  lysine  Arginine,  trypto- 
phan, histidine  and  threonine  also 
can  react  with  carbohydrate- 
reducing  materials  during  heating  In 
the  U S diet,  these  decreases  in  pro- 
tein availability  are,  by  and  large,  in- 
significant, particularly  since  Ameii- 
cans  consume  nearly  twice  their  diet- 
ary requirement  for  protein 


Carbohydrate.  Both  Maillard 
browning  and  high  temperature-in- 
duced caramelization  reactions  result 
in  formation  of  non-digestible  carbo- 
hydrate materials.  The  carameliza- 
tion reaction  is  often  desirable;  how- 
ever, the  characteristic  roasted  or 
baked  flavors  of  coffee,  peanuts,  pop- 
corn and  freshly  baked  bread  and  the 
color  and  flavor  of  caramel  are  largely 
due  to  carbohydrate  degradation 
products  The  resulting  reduction  in 
caloric  value  of  browned  or 
caramelized  foods  is  of  minimal  signi- 
ficance to  well-fed  Americans. 
However,  the  co-reduction  of  avail- 
able essential  amino  acids  is  of  con- 
cern for  those  consuming  diets  of 
marginal  protein  quality. 


Some  complex  carbohydrates  such 
as  cellulose,  hemicellulose  and 
pectin  from  plant  foods  are  poorly 
digested  due  to  lack  of  suitable  diges- 
tive enzymes  These  complex 
carbohydrates  make  up  dietary  fiber, 
which  has  been  associated  with 
various  positive  health  benefits. 


Raffinose  and  stachyose  are 
examples  of  simple  sugars  found  in 
significant  quantities  in  legumes 
which  are  also  poorly  digested  by 
man  Overall,  however,  the  decreased 
bioavailability  of  these  sugars  is  in- 
significant in  the  U S diet 


Many  cultures  are  unable  to 
tolerate  large  quantities  of  the  milk 
sugar  lactose  due  to  the  absence 
of  an  active  digestive  enzyme, 
lactase.  Malabsorption  of  these 
simple  sugars  not  only  reduces  the 
apparent  caloric  value  of  foods  but  in 
extreme  cases,  may  result  in  diarrhea 
and  reduced  absorption  of  other 
nutrients  from  these  foods. 


Lipids.  Under  normal  physiological 
conditions,  about  95%  of  dietary 
lipids  are  digested  and  absorbed. 
Proper  thermal  processing  and 
storage  of  high  fat  foods  result  in 
wholesome  and  qood  quality 
products  Improper  heating  can 
result  in  fats  with  high  peroxide 
values  and/or  production  of  cyclic 
monomers  and  polymers  Fortunate- 
ly, man  is  unlikely  to  ingest  signifi- 
cant quantities  of  oxidized  lipid 
compounds  due  to  their  rancid  smell 
and  taste  These  compounds  are 
quite  toxic  to  experimental  animals. 
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Vitamins  Efficient  absorption  of 
vitamins  require  a healthy,  intact 
intestinal  mucosa  In  addition,  fat 
soluble  vitamins  must  have  sufficient 
dietary  fat  and  bile  excretion  for 
proper  absorption  Vitamin  B ? re- 
quires the  gastric  mucoprotein  "in- 
trinsic factor"  for  significant  absorp- 
tion to  occur 


It  is  very  difficult  to  calculate  intake 
of  vitamins  even  when  food 
consumption  information  isavailable 
There  can  be  large  variability  in  vita- 
min content  of  a food  due  to  seasonal 
genetic  and  environmental  factors  In 
addition,  variable  food  processing 
procedures  result  in  large  ranges  of 
nutrient  retention  Major  loss  of 
vitamins  into  cooking  water  or  drip- 
pings and  by  heat  destruction  occurs 
with  some  common  home  cooking 
methods  Therefore,  vitamin  content 
of  foods  "as  consumed"  can  only  be 
estimated 


Many  vitamins  are  present  natural- 
ly m foods  in  “bound  forms  It  is  not 
clear  in  all  cases  what  the  relative  bio- 
availability  of  each  form  may  be  For 
example,  bound  forms  of  niacin  are 
found  in  various  foodstuffs  (espe- 
cially cerins)  Colorimetric  or  micro- 
biological assays  following  dilute 
alkaline  extraction  of  cereals  yield 
higher  levels  of  niacin  than  when  pre- 
ceded  by  aqueous  or  acid 
extractions  Much  of  the  folates  in 
food  are  present  as  conjugated 
pteroyl  polyglutamates  The 
intestinal  enzyme,  folate  conjugase. 
must  reduce  these  complexes  to  the 
monoglutamate  form  prior  to  absorp- 
tion The  activity  of  this  enzyme  may 
depend  upon  the  dietary  form  of  the 
polyglutamate 


Minerals  Quantifying  mineral  bio- 
availability  from  foodstuffs  or  from 
mineral  supplements  is  difficult  Fac- 
tors such  as  the  chemical  form  of 
the  element,  dietary  levels  of  other 
nutrients,  presence  of  mineral 
chelators  particle  size  of 
supplemented  mineral  and  food  pro- 
cessing conditions  all  affect  mineral 
absorption  In  addition,  the  nutrition- 
al status  of  the  consumer  and  the  di- 
gestibility of  the  food  can  be  reflected 
in  mineral  absorption  and  utilization 


Neither  cobalt  nor  chromium  from 
inorganic  sources  can  be  absorbed 


and  utilized  by  man  These  trace 
minerals  must  be  present  in  specific 
organic  complexes  to  be  assimilated 
Iron  is  more  readily  absorbed  in  the 
ferrous  form  than  in  the  more 
oxidized  ferric  form  but  baking  or 
other  processing  may  change  ferric 
iron  salts  to  the  more  available 
ferrous  forms  The  observed  increase 
in  bioavai lability  of  dietary  iron  due  to 
ascorbic  acid  (vitamin  C)  may  be  a 
product  of  vitamin  C's  capacity  to 
reduce  iron  to  its  ferrous  form 
however,  the  possibility  of  ascorbic 
acid  forming  a readily  absorbed 
chelate  with  iron  cannot  be  overlook- 
ed Iron  from  meat  (heme  iron)  is  not 
only  better  absorbed  than  that  from 
non-meat  sources  but  in  a mixed  diet, 
the  presence  of  heme  iron  signifi- 
cantly increases  the  absorption  of 
"non-heme"  iron 


Many  interactions  of  minerals  with 
other  minerals  or  various  dietary 
components  have  been  demonstrat- 
ed Increasing  zinc  intake  will 
generally  reduce  the  absorption  of 
dietary  copper  while  increasing 
calcium  intake  can  reduce  uptake  of 
zinc,  copper  and  other  trace 
elements  Heavy  metal  contaminants 
such  as  cadmium  and  mercury  also 
reduce  essential  mineral  uptake  and 
utilization 


Minerals  from  plant  sources  are 
less  bioavailable  Current  scientific 
research  reports  suggest  that  various 
components  from  plant  foodschelate 
minerals  and  reduce  their  absorption 
Phytic  acid,  various  types  of  dietary 
fiber  and  other  chelators  can  alt  bind 
metals  and  inhibit  their  absorption 
The  man-made  chelator  EDTA  and 
basic  amino  acids  also  bind  metal 
ions  but  they  may  aid  in  their  absorp- 
tion Zinc  appears  to  be  the  most 
poorly  available  mineral  from  high 
phytate  high  fiber  foods,  i.e  . cereal 
grains  and  legumes  Food  processing 
conditions  have  been  shown  to  affect 
the  formation  or  destruction  of 
mineral  chelate  complexes  However 
very  little  is  known  about  these  in- 
teractions and  much  more  research  is 
needed 


It  is  concluded  that  bioavailabiiity 
of  individual  nutrients,  especially 
trace  minerals,  some  B-complex 
vitamins  and  some  amino  acids  are 
difficult  to  assess  Numerous  dietary, 
physiological  and  food  processing 


conditions  affect  the  biological  avail- 
ability of  nutrients  "chemically 
present"  Both  chemical  and  biologi- 
cal analysis  are  required  to  determine 
the  true  availability  of  a nutrient;  yet 
this  determination  only  predicts 
bioavailabiiity  under  specific  condi- 
tions Research  is  needed  to  identify 
available  forms  of  nutrients,  to 
develop  better  bioavailabiiity  testing 
procedures  and  to  better  understand 
interactions  of  food  ingredients 
during  processing  and  preparation  of 
foods  for  consumption  As  more  data 
and  understanding  accumulate, 
health  professionals  can  better 
predict  nutrient  intake  status  and 
provide  better  guidelines  for  con- 
sumers and  processors 
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Disciplinary  actions  against  physicians 
increase  six  fold  in  six  years 

In  the  past  six  years  there  has  been  a six-fold  increase 
in  state  disciplinary  actions  against  physicians,  according 
to  a survey  conducted  by  the  American  Medical  Associa- 
tion. 

Much  of  this  increase  can  be  attributed  to  the  steadily 
rising  number  of  states  providing  immunity  from  civil  li- 
ability for  persons  reporting  errant  physicians  to  state 
medical  disciplinary  agencies. 

“Historically,”  said  James  H.  Sammons,  M.D.,  Executive 
Vice  President  of  the  AMA,  “physicians  who  have  reported 
colleagues  to  disciplinary  boards  have  exposed  themselves 
to  the  possibility  of  a suit  for  libel  or  slander.  With  more 
and  more  states  granting  immunity  to  people  who  in  good 
faith  report  to  state  boards,  the  number  of  disciplinary 
actions  which  have  been  initiated  have  also  increased.” 

The  AMA  study  covered  the  years  1971  through  1977, 
and  was  participated  in  by  55  of  the  60  state  medical  dis- 
ciplinary boards.  There  are  more  than  50  state  boards 
because  some  states  have  separate  osteopathic  boards. 

Dr.  Sammons  pointed  out  that  the  study  shows  that  in 
1971,  there  were  119  actions,  which  revoked  licenses,  sus- 
pended narcotic  permits,  censured  a physician,  or  denied 
license  reciprocity  from  one  state  to  another.  In  1977, 
there  were  685  such  actions. 

Because  of  the  variety  of  disciplinary  measures  taken 
only  those  four  actions  were  studied.  In  terms  of  total 
actions  initiated  against  physicians,  the  number  rose  from 
1,275  in  1971  to  3,662  in  1977. 

It  is  important  to  note  that  these  actions  were  all  taken 
by  state  disciplinary  boards.  Organized  medicine — the 
AMA  or  state  or  local  medical  societies — does  not  have  the 
power  to  revoke  or  otherwise  affect  the  license  of  a physi- 
cian. The  only  types  of  disciplinary  action  a medical  so- 
ciety can  take  are  expulsion  or  suspension  from  member- 
ship, or  censure,  which  do  not  affect  a physician’s  ability 
to  practice.  Actual  proceedings  to  revoke  or  otherwise 
affect  a physician’s  licensure  must  be  taken  by  the  medical 
licensing  boards  of  each  state. 

There  are  at  the  present  time  14  states  which  have  en- 
acted legislation  making  it  mandatory  that  physicians  re- 
port evidence  of  professional  malpractice  to  the  state’s 
medical  disciplinary  board.  In  eight  states,  medical  so- 
cieties are  required  to  report  instances  of  unprofessional 
conduct,  11  states  require  reporting  by  health-care  facili- 
ties, and  1 1 states  require  reporting  by  insurers  of  mal- 
practice awards  or  settlements.  In  each  of  those  states 
immunity  from  civil  lawsuits  is  granted  to  physicians,  as 
well  as  others,  reporting,  in  good  faith,  infractions. 

The  AMA  study  found  that  since  1971  the  number  of 
licenses  revoked  has  risen  from  45  nationally  to  198. 
However,  one  of  the  problems  in  medical  discipline  has 
been  the  absence  of  a scale  of  disciplinary  measures  that 
would  give  a board  the  ability  to  impose  a penalty  other 
than  license  revocation  or  suspension. 

In  1976,  the  AMA  prepared  model  state  legislation  which 
created  a broad  range  of  flexible  disciplinary  actions,  in- 
cluding outright  revocation  of  a physician’s  license,  sus- 
pension or  limitation  of  license,  submission  to  counseling 
or  treatment,  supervision  of  practice,  requiring  continuing 
medical  education,  and  censure  and  reprimand.  The  AMA 
model  legislation  also  provides  for  mandatory  reporting 
to  state  boards  physicians  who  are  unqualified  because  of 
gross  or  repeated  malpractice  or  professional  incompe- 

continued  on  page  149.3 
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continued  from  page  1480 

At  the  same  time,  the  lawmaker,  who  wields  great  in- 
fluence in  the  Senate,  said,  “1  don’t  think  the  nation  can 
afford — nor  does  it  want — womb-to-tomb  health  insurance 
coverage.”  Referring  to  the  Kennedy-Labor  Bill,  though 
not  by  name,  he  said  a single  package  comprehensive  NH1 
would  bind  future  budgets  and  future  Administrations  “to 
what  may  be  inappropriate  or  unaffordable  expenses  for 
health  insurance.” 

* * * 

The  House  Republican  Research  Committee  has  said 
that  Senator  Edward  Kennedy’s  new  national  health  plan 
bears  a number  of  fundamental  similarities  to  the  British 
National  Health  Service  “which  foreshadow  the  direction 
this  nation’s  health  care  delivery  system  could  be  expected 
to  go  if  Kennedy’s  bill  became  law.” 

The  Committee,  an  arm  of  House  Republicans,  said  both 
the  British  National  Health  Service  and  the  Kennedy 
proposal  provide  universal  coverage  and  comprehensive 
benefits — with  no  cost  sharing.  Under  the  Kennedy  plan, 
certain  mental  health,  drug,  and  other  benefits  would  be 
limited,  but  like  the  British  system  all  hospital  and  phy- 
sician services,  x-rays,  lab  tests,  and  most  other  services 
would  be  provided  “free”  on  treatment. 

“The  side  effect  of  such  ‘free’  care  is,  of  course,  limitless 
demand.  And  with  a limited  number  of  providers  trying 
to  meet  the  limitless  demand,  a rationing  of  services — as 
already  exists  in  England — would  inevitably  result,”  the 
Committee’s  Task  Force  on  Health  Policy  said. 

* * * 

Two  key  health  lawmakers  have  issued  a detailed  cri- 
tique of  the  Administration’s  Hospital  Cost  Bill  contending 
it  “would  have  virtually  no  impact  on  the  overall  rate  of 
inflation.” 

The  controversial  proposal  is  still  teetering  in  three  of 
the  four  jurisdictional  committees  of  the  Congress,  the 
Senate  Labor  and  Human  Resources  having  passed  it 
earlier. 

Representatives  Phil  Gramm  (D.,  Tex.)  and  Dave 
Stockman  (D.,  Mich.)  said  the  rise  in  hospital  costs,  while 
continuous,  is  nowhere  near  as  high  as  the  Administration 
suggests  in  its  arguments  for  the  “cap”  proposal. 

The  two  members  of  the  House  Commerce  Health 
Subcommittee  said  in  the  nine  states  that  now  have  man- 
datory control  programs  (which  are  cited  by  HEW  as  ex- 
amples of  how  mandatory  programs  can  work),  there  has 
been  very  little  impact  on  hospital  costs. 

In  a 78-page  detailed  analysis  of  the  plan,  they  said  the 
Administration’s  estimated  savings  of  $53.4  billion”  is  ei- 
ther wildly  overstated,  or  it  implies  that  HEW  intends  to 
severely  cut  the  service  capacity  of  those  hospitals  unlucky 
enough  to  fall  under  mandatory  controls.” 

The  Administration’s  contention  that  hospitals  can 
prevent  bankruptcy  under  this  legislation  is  completely 
unsupported  by  the  evidence,  they  declared. 

The  report  shows  that  while  costs  are  rising,  actual 
out-of-pocket  expenditures  for  health  and  hospital  care  by 
the  American  people,  when  adjusted  for  inflation,  have 
remained  constant  for  decades. 

According  to  the  representatives,  the  real  reason  for  the 
rise  in  costs  is  the  “tremendous  growth”  in  hospital  in- 
surance coverage  that  pays  first-dollar  costs,  but  provides 
little  real  protection  for  serious  illness. 

Representative  Gramm  said  the  HEW  proposal  “would 
add  to  the  massive  burden  of  paperwork  and  red  tape  now 

continued  on  page  1490 
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The  Medical  Society  of  the  State  of  New  York  (MSSNY),  one 
of  the  largest  medical  societies  in  the  world,  was  formed  more 
than  170  years  ago  to  federate  the  members  of  the  medical 
profession  in  New  York  State  into  one  organization.  Its 
purpose  is  to  extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine,  to  enhance  the  delivery  of  high 
quality  medical  care  for  all  people  in  the  most  economical 
manner,  to  further  scientific,  social  and  cultural  interests,  to 
promote  the  betterment  of  community  health  and  to  en- 
lighten and  direct  public  opinion  in  regard  to  the  problems 
of  medicine  and  health  in  the  best  interest  of  the  public. 
The  MSSNY  works  to  preserve  the  integrity  of  the  physi- 
cian/patient relationship.  It  maintains  vigilance  against 
federal  and  state  interference  in  the  practice  of  medicine. 
The  individual  freedoms  of  both  physician  and  patient  are 
maintained  with  the  individual  physician  exercising  his  own 
best  judgment  as  to  medical  care  and  treatment  needed  for 
his  patient. 

MSSNY— 

provides  numerous  services  for  its  members,  the  public  and 
the  news  media.  Assistance  or  information  regarding  the 
subjects  listed  below  is  available  by  telephoning  MSSNY  at 
(516)  488-6100  and  asking  for  the  extension  listed  at  the 
conclusion  of  the  appropriate  paragraph. 

MEMBERSHIP— 

New  York  State  law  recognizes  MSSNY  with  its  component 
county  medical  societies  as  the  official  representative  of 
physicians  in  New  York  State.  Membership  is  available  to 
physicians  living  and/or  practicing  in  New  York  State  through 
application  to  their  respective  county  medical  society.  Ext. 
254 

COMMITTEES— 

A vital  part  of  the  framework  of  the  MSSNY  is  its  committee 
system.  There  are  almost  one  hundred  committees, 
manned  by  physicians  from  all  parts  of  New  York  State. 
MSSNY  action  and  policy  is  mainly  based  upon  recom- 
mendations from  these  committees.  Ext.  297 

CONTINUING  MEDICAL  EDUCATION— 

Continuing  Medical  Education  is  mandatory  for  membership 
in  MSSNY  as  of  March  1,  1981.  The  Society  promoted  the 
organization  of  the  New  York  State  Council  on  Continuing 
Medical  Education  with  the  goal  of  improving  the  quality  of 
medical  care.  It  will  determine  the  medical  education  needs, 
nncourage  the  development  of  related  programs  of  educa- 


tion, maintain  a program  registry,  and  establish  procedures 
of  documenting  physician  participation.  Ext.  208 

MEDICAL  OFFICE  MANAGEMENT  WORKSHOPS— 

During  the  past  several  years  MSSNY  has  been  sponsoring 
an  increasing  number  of  specialized  Medical  Practice 
Management  workshops  for  physicians,  both  starting  and 
for  those  already  in  practice.  It  sponsors  “Establishing 
Yourself  in  Medical  Practice”  workshops,  “Financial  Control 
of  Your  Medical  Practice”  workshops,  and  “Medical  Practice 
Management”  workshops  at  various  locations  throughout 
New  York  State.  Ext.  286 
SOCIOECONOMICS— 

MSSNY  negotiates  for  the  worker's  compensation  medical 
fee  schedule;  seeks  legislative  modification  of  the  law  and 
changes  in  the  rules  and  regulations  to  improve  their  im- 
plementation; and  concerns  itself  with  the  arbitration  of 
disputed  physician  bills.  Assistance  is  given  to  physicians 
in  their  disagreements  with  third  party  payors.  Close  liaison 
is  maintained  with  Blue  Shield,  Medicare,  Medicaid  and  other 
third  parties  to  deal  with  and  resolve  physicians’  prob- 
lems. 

The  Society  also  is  involved  in  hospital-professional  staff 
relations.  It  monitors  developments  in  Health  Service 
Agencies  and  keeps  the  membership  advised  of  develop- 
ments. MSSNY  provides  an  opportunity  for  inter-relation- 
ship and  liaison  with  the  specialty  societies.  The  PSRO 
committee  serves  as  a forum  for  the  exchange  of  ideas  and 
information.  Cost  Containment  activities  are  conducted 
through  this  division.  Ext.  206 

LEGISLATION— 

Proposed  legislation  and  regulations  having  an  influence  on 
the  practice  of  medicine  and  the  health  of  the  public  are 
carefully  analyzed  by  MSSNY.  Following  action  by  the 
Council,  MSSNY  informs  legislators  of  its  opinions.  MSSNY 
coordinates  with  AMA  regarding  federal  legislation.  Any 
member  can  recommend  constructive  legislation  to  MSSNY 
through  his  or  her  County  Legislative  Committee.  While 
governmental  control  of  the  practice  of  medicine  is  strongly 
resisted,  bills  to  improve  the  standards  of  medical  care  are 
generally  supported.  Information  on  medical  legislation  is 
readily  available  from  MSSNY.  Ext.  221 

COMMUNICATIONS— 

MSSNY  conducts  a continuous  statewide  program  dis- 
seminating information  internally  to  members  and  externally 
to  the  public.  Timely  information  is  channeled  to  news 
media.  Physicians  are  interviewed  by  representatives  of  all 
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media  and  thus  an  avenue  is  open  to  hundreds  of  news 
writers,  editors,  producers  and  reporters  for  accurate  facts 
on  the  medical  profession.  Ext.  205 

JOURNAL  OF  MEDICINE— 

The  monthly  New  York  State  Journal  of  Medicine  is  dedi- 
cated to  the  continuing  medical  education  of  the  physician. 
It  concentrates  on  original  scientific  subjects,  and  clinical 
studies.  Editorial  matter  consists  of  feature  articles,  reviews, 
clinocopathologic  conferences,  and  case  reports.  The 
Journal  also  serves  to  keep  the  membership  aware  of  the 
social,  economic  and  organizational  aspects  of  medical  care. 
The  special  section,  “What  Goes  on  in  Continuing  Medical 
Education,”  (Ext.  241)  includes  an  indexed  listing  of  CME 
programs  throughout  the  State,  and  also  includes  a special 
section  on  "Physician  Placement  Opportunities."  As  the 
official  organ  of  the  MSSNY,  the  Journal  reflects  the  activities 
of  the  Society,  including  the  minutes  of  the  House  of  Dele- 
gates. Editorial — Ext.  219.  Advertising — Ext.  232 

NEWS  OF  NEW  YORK— 

The  semi-monthly  bulletin  provides  news  on  socio-economic, 
legislative  and  general  aspects  of  medical  and  MSSNY  ac- 
tivities, services  and  policy.  Ext.  284 

AD  REM— 

is  a concise  bulletin  for  fast  breaking  news  which  is  displayed 
on  special  boards  in  more  than  350  hospitals  throughout  the 
state.  Ext.  284 

MEDICAL  DIRECTORY— 

The  Medical  Directory  of  New  York  State  is  a computer- 
maintained  reference  on  licensed  New  York  State  physicians 
listing  their  professional  data  alphabetically  by  locality.  It 
also  contains  staff  lists  of  hospitals  in  the  state.  Ext.  258 

INSURANCE  & MEMBER  BENEFITS— 

MSSNY,  in  cooperation  with  county  programs,  provides 
members  with  numerous  group  insurance  programs  including 
Life,  Disability  income,  Professional  overhead  expense, 
Hospital  indemnity  and  Accidental  death  and  dismember- 
ment insurance.  Through  participation  in  these  programs 
members  save  far  in  excess  of  their  annual  dues.  Many 
physicians  are  enjoying  substantial  savings  through  MSSNY 
programs  for  leasing,  renting  or  purchasing  automobiles  and 
office  equipment.  A low  interest  financial  arrangement  with 
a major  bank  for  loans  and  other  financial  services  is  available 
to  physician  members.  Other  programs  are  also  available 
including  quality  office  furniture  at  substantial  discounts; 


special  membership  with  an  organization  offering  a wide 
spectrum  of  trips;  wholesale  prices  available  on  national 
brand  consumer  products;  and  special  computer  services. 
Ext.  371 

MEDICAL/LEGAL— 

The  MSSNY  General  Counsel  is  responsible  for  all  legal 
matters  involving  the  society  and  provides  medical-legal 
advice  to  individual  member  physicians  on  subjects  such  as 
confidentiality,  ownership  and  retention  of  medical  records 
and  x-rays,  patient  notification  requirements,  license  regis- 
tration, acupuncture  practice  requirements,  interpretation 
of  state  and  federal  laws  and  regulations  etc.  Ext.  201 

PHYSICIANS’  PLACEMENT  BUREAU— 

MSSNY  cooperates  closely  with  county  medical  societies 
in  providing  a placement  service  through  the  society’s 
Physicians’  Placement  Bureau.  Ext.  241 

INFORMATION— 

The  Department  of  Information  answers  non-technical  in- 
quiries received  from  the  public  and  the  profession.  An 
extensive,  quick  reference  file  is  maintained  on  literally 
thousands  of  medically  related  subjects.  Ext.  235 

CONVENTION— 

The  annual  convention  consists  of  the  scientific  session  and 
the  House  of  Delegates’  annual  meeting.  The  scientific 
session  provides  continuing  medical  education  through 
seminars,  scientific  sessions  and  scientific  & technical  ex- 
hibits. The  House  of  Delegates,  through  democratic  pro- 
cess, formulates  programs  and  policies  for  the  Society. 
House  of  Delegates  information:  Ext.  204.  Scientific 

sessions  and  exhibit  information:  Ext.  242 

JUDICIAL  COUNCIL— 

The  Judicial  Council  has  jurisdiction  to  hear  and  adjudicate 
all  appeals  by  physicians  who  have  been  excluded  from 
membership  or  appeals  from  members  regarding  decisions 
on  discipline  which  may  involve  the  privileges,  rights  or 
standing  of  members,  whether  in  relation  to  one  another, 
their  county  medical  society  or  to  MSSNY.  Ext.  201 

LIBRARY— 

The  Albion  O.  Bernstein  Library  is  located  in  the  MSSNY 
headquarters  building  and  provides  the  membership  and  the 
public-at-large  with  library  services  in  the  field  of  socioeco- 
nomics of  health  care  and  health  care  planning.  Ext. 
266 
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facing  the  nation’s  hospitals,  ‘ration’  the  quality  and 
availability  of  hospital  care  without  significantly  reducing 
costs,  and  subject  the  health  care  industry  to  the  ‘whims 
of  HEW.’” 

* * * 

Overly  stringent  Food  and  Drug  Administration  regu- 
lations and  delay  are  unduly  retarding  approval  of  new 
drugs  and  discouraging  investigators  from  developing 
them,  the  AMA  has  told  Congress. 

“We  do  not  believe  at  this  time  the  benefits  derived  from 
FDA’s  current  safety  and  efficacy  procedures  and  conser- 
vatism exceed  the  detriments  that  are  caused  by  the  lack 
of  availability  of  new  drugs  in  the  U.S.,”  said  Ray  Gifford,. 
M.D.,  a member  of  the  AMA’s  Council  on  Drugs  and  head 
of  the  Department  of  Hypertension  and  Nephrology  at  the 
Cleveland  Clinic. 

Dr.  Gifford  told  a House  Science  Subcommittee  that  in 
recent  years  physicians  have  noticed  “a  disturbing  trend 
that  drugs  ultimately  approved  in  this  country  as  major 
treatment  break-throughs  have  been  available  in  other 
countries  for  significant  periods  of  time  prior  to  U.S. 
marketing.” 

A complete  list  of  drugs  that  were  marketed  earlier  in 
foreign  countries  include  important  drugs  that  could  have 
made  significant  improvements  in  therapeutics  had  they 
been  available  earlier  in  the  United  States,  Dr.  Gifford 
said. 

“Two  of  the  most  potent  diuretics  we  now  have,  etha- 
crynic  acid  and  furosemide,  were  marketed  in  Europe  fully 
two  years  before  American  physicians  had  access  to  them,” 
Dr.  Gifford  said.  “They  are  the  only  diuretics  that  are 
effective  for  patients  with  impairment  of  kidney  func- 
tion.” 

He  noted  that  in  1963  he  published  the  results  of  an  in- 
vestigation of  a new  drug,  bethanidine,  confirming  the 
findings  of  European  and  Australian  investigators  that  it 
was  a potent  and  useful  drug.  Bethanidine  was  approved 
in  the  United  Kingdom  in  1963.  Subsequently,  it  has  be- 
come available  in  every  other  country  in  the  world  (in- 
cluding Canada),  except  the  United  States!  “This  has  led 
to  the  situation  where  I can  prescribe  bethanidine  for  my 
Canadian  patients  and  not  for  my  American  patients.” 

Dr.  Gifford  described,  as  an  example,  the  use  of  sodium 
nitroprusside  for  hypertensive  crisis  which  appeared  more 
than  20  years  ago  but  was  not  accepted  for  marketing  by 
the  FDA  until  1974. 

“There  must  be  something  wrong  with  our  drug  regu- 
latory system  when  a drug  that  is  recognized  by  authorities 
in  the  field  as  unique  and  lifesaving  is  not  made  available 
to  the  practicing  physician  for  20  years  after  the  first  de- 
scription of  its  potential  value,”  he  said. 

The  AMA  witness  said  it  was  found  that  in  approving  a 
drug,  25  times  as  much  paperwork  was  required  in  the  U.S. 
as  compared  to  England  and  it  took  twice  as  long  to  process 
the  application  here. 

He  urged  changes  in  the  drug  laws  that  would  provide 
for  the  HEW  Secretary  to  allow  the  limited  marketing  of 
“breakthrough”  drugs  without  the  receipt  of  full  efficacy 
data  and  that  otherwise  would  speed  approval. 

♦ * * 

The  AMA  has  told  Congress  the  Administration’s  CHAP 
(Child  Health  Assurance  Program)  would  “add  further 
confusion  to  an  already  heavy  burden  of  administering 

continued  on  page  1491 


1'  )0  New  York  State  Journal  of  Medicine/August  1979 


V 


Coming 


in 


New  York  State 
Journal  of  Medicine 


History  of  Medicine 
Renal  Transplantation 
False  Negative  Oxytocin  Challenge 
Dolichocarotid  Syndrome 
Clinicopathologic  Conferences 
Thyroid  Screening  for  Irradiated 
Population 

Alcoholism  Prevalence  in 
Emergency  Clinic 
Renal  Failure  in  Children 
Employee  Health  Screening 
Radiopathologic  Conferences 
Diabetes  Treatment  in  Relation 
to  Coronary  Artery  Disease 
Gonococcal  Pelvic  Inflammatory 
Disease 

Community  Cancer  Screening 
Child  Abuse  in  Teen-Age  Parent 
Inguinal  Hernia  Repair 
Bromocriptine  in  Parkinson’s  Disease 
Respiratory  Distress  Syndrome 
Women’s  Lib  and  Doctor-Patient 
Air  Safety  and  Physician 
Contemporary  Nutrition 


* * * 


continued  from  pane  1490 
Medicaid  laws.” 

William  Felch,  M.D.,  Chairman  of  the  AMA’s  Council 
on  Legislation,  said  different  sets  of  rules,  provider  bene- 
fits, reimbursement,  and  cost -sharing  for  CHAP  would  add 
to  the  major  problems  that  states  have  in  administering 
Medicaid.  "Child  Health  Programs  are  distinct  and 
should  not  he  imposed  upon  the  Medicaid  program  any 
further,"  Dr.  Felch  told  the  Senate  Finance  Subcommittee 
on  Health. 

The  EPSDT  (early  and  periodic  screening,  diagnosis, 
and  treatment)  program  would  be  replaced  by  CHAP, 
which  would  increase  the  number  of  children  and  pregnant 
women  eligible  for  Medicaid. 

Dr.  Felch  said  there  appears  to  be  no  clear  understanding 
of  the  reasons  for  the  failure  of  EPSDT,  and  no  base  of 
experience  as  to  what  effect  the  proposed  CHAP  changes 
might  have  on  Medicaid  and  the  provision  of  care  for  the 
children.  “This  legislation  would  introduce  a major  new 
program  with  distinctive  needs  and  copious  administrative 
requirements  into  a Medicaid  program  already  beset  with 
complex  problems." 

Dr.  Felch  noted  that  child  health  assessment  under  the 
program  could  be  provided  only  by  a health  care  provider 
who  entered  into  a specific  agreement  with  a state  Medi- 
caid agency.  He  said  this  provision  is  "highly  undesirable 
and  could  result  in  differences  in  the  availability  and  level 
of  health  care  available  to  CHAP  beneficiaries,  as  com- 
pared to  health  services  available  to  others." 
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remain  free  of  the  cells  for  four  to  19  months  after  treat- 
ment. 

Researchers  think  the  Philadelphia  chromosome  defect 
is  the  mark  of  an  acquired  abnormality  (the  cause  of  which 
is  not  known)  which  stems  from  a single  ancestral  cell 
common  to  both  red  and  white  blood  cells.  Although  the 
descendents  of  this  cell  are  leukemic,  they  can  function 
somewhat  normally  for  a period.  But  ultimately,  in  most 
instances  the  disease  takes  on  the  characteristics  of  acute 
leukemia.  The  patients  die  from  acute  infection,  severe 
anemia,  or  hemorrhage. 

Memorial  clinical  researchers  hope  to  be  able  to  kill  off 
the  positive  cells  at  least  long  enough  to  get  a supply  of  the 
patients’  own  blood-producing  bone  marrow  in  a disease- 
free  state.  Then,  pure  Philadelphia-negative  cells  would 
be  isolated  from  the  marrow — by  techniques  yet  to  be  de- 
vised— and  saved.  After  the  patients  receive  intensive 
chemotherapy  to  destroy  any  residual  Philadelphia-posi- 
tive cells,  the  saved  marrow  could  be  given  back  to  patients 
to  reconstitute  their  blood  with  their  own  healthy  cells. 

Co-researchers  in  the  L-15  study  were  Sanford  Kempin, 


Forty  providers,  including  18  physicians,  have  been 
barred  from  the  Medicare-Medicaid  programs  as  a result 
of  their  criminal  convictions  for  abusing  the  programs,  the 
Health,  Education,  and  Welfare  Department  has  an- 
nounced. 

The  AMA  said  it  favors  “full  disclosure  of  the  names  of 
health  care  providers  properly  convicted  of  such  fraud.” 

“The  AMA  is  on  record  as  favoring  the  vigorous  prose- 
cution and  punishment  of  physicians  who  have  been  found 
guilty  of  defrauding  the  government  or  their  patients,”  the 
AMA  statement  said. 

A court  injunction  remains  in  effect  for  the  HEW  release 
of  the  names  of  providers  who  make  $100,000  a year  or 
more  in  incomes  from  Medicare  or  Medicaid,  a policy  that 
HEW  inaugurated  several  years  ago  but  which  drew  strong 
protest  from  the  AMA.  HEW  will  now  on  request  open  its 
books  to  reveal  Medicare  and  Medicaid  income  by  indi- 
vidual physicians. 

The  40  providers  convicted  over  the  past  year  and  a half 
include  18  physicians,  three  doctors  of  osteopathy,  six 
chiropractors,  10  dentists,  and  two  podiatrists.  Another 
16  providers,  including  three  physicians,  have  been  ex- 
cluded from  participating  in  Medicare  either  because  of 
court  convictions  or  findings  by  HEW  that  they  have  been 
engaged  in  fraudulent  or  abusive  practices. 

The  names  of  the  health  care  practitioners  have  been 
referred  to  their  respective  state  medical  licensing  au- 
thorities for  appropriate  action. 


M.D.,  Timothy  Gee,  M.D.,  Tatsuhiko  Goto,  Raju  Chaganti, 
Ph.D.,  Elisa  Koenigsberg,  Joseph  Burchenal,  M.D.,  and 
Bayard  Clarkson,  M.D. 

The  research  was  partially  supported  by  a grant  from  the 
American  Cancer  Society,  #CH-61,  and  grants  from  the 
National  Cancer  Institute,  #CA-19117  and  CA-05826. 

Here  and  there 

Appointed.  Patrick  J.  Creaven,  M.D.,  as  chief  of  the 
Medicine  B Department,  Roswell  Park  Memorial  Institute 
. . . John  Bernard  Henry,  M.D.,  as  dean  of  the  Georgetown 
University  School  of  Medicine. 

Elected.  At  the  49th  annual  meeting  of  the  Brooklyn  and 
Long  Island  Chapter  of  the  American  College  of  Surgeons: 
President — Edward  N.  Cartnick,  M.D.;  Vice- 
President — Murry  N.  Friedman,  M.D.;  Secretary-Trea- 
surer— Joseph  E.  Mule,  M.D.  . . . Lawrence  Ravich,  M.D., 
president;  Samuel  M.  Gelfand,  M.D.,  president-elect; 
Jerome  Zwanger,  M.D.,  first  vice-president;  Sidney 
Mishkin,  M.D.,  second  vice-president;  Paul  C.  Lehmuller, 
M.D.,  secretary;  and  Sanford  E.  Goldzier,  M.D.,  treasurer, 
of  Nassau  County  Medical  Society. 
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tence.  This  model  bill  among  its  many  other  provisions 
also  provides  for  the  transfer  of  records  to  other  agencies 
such  as  the  licensing  authorities  of  other  states  or  hospitals. 
To  date,  15  states  have  enacted  all  or  parts  of  the  AMA 
model  legislation. 

"By  giving  the  licensing  boards  something  more  than  the 
drastic  measure  of  license  revocation,”  says  I)r.  Sammons, 
"the  AMA  believes  that  more  appropriate,  more  effective, 
and  more  frequently  imposed  discipline  will  result.” 

In  the  past  several  years,  35  states  have  enacted  legis- 
lation to  strengthen  the  licensing  and  disciplinary  authority 
of  state  medical  practice  boards. 

Other  AMA  initiatives  include  suggested  legislation 
dealing  with  the  physically  and  mentally  impaired  physi- 
cian, which  may  result  from  alcohol  or  drug  abuse  or  de- 
terioration through  aging.  Thirty-one  states  have  adopted 
all  or  part  of  the  AMA  Disabled  Physician  Act.  In  addi- 
tion, 35  state  societies  have  programs  to  identify  and  help 
rehabilitate  impaired  physicians. 

Another  interesting  trend  was  revealed  in  response  to 
questions  in  this  AMA  survey  about  the  make-up  of  boards. 
Lay  members  are  increasingly  found  in  Medical  Disci- 
plinary Boards,  a trend  which  began  in  1973.  In  1977,  27 
boards  had  lay  members. 


Surgery  patients  transfused 
With  their  own  blood 

The  safest  and  best  blood  for  a transfusion  is  your 
own. 

In  some  communities  it  is  now  possible  for  an  individual 
preparing  for  an  operation  to  go  to  the  hospital  several 
times  in  prior  months  to  donate  blood.  The  blood  is  kept 
in  cold  storage,  and  brought  out  ready  to  use  if  needed 
during  or  after  the  surgery. 

In  the  June  22  Journal  of  the  American  Medical  Asso- 
ciation Arthur  J.  Silvergleid,  M.D.,  of  the  Blood  Bank  of 
San  Bernardino  & Riverside  Counties,  California,  reports 
on  103  individuals  who  prepared  for  their  operations  by 
donating  up  to  three  pints  of  blood  each  in  advance. 

The  operations  were  varied — spinal  fusion,  breast  aug- 
mentation, mastectomy,  hip  replacement,  knee  replace- 
ment, hysterectomy,  and  others. 

For  those  who  needed  blood,  their  own  fluid  served  in 
most  instances.  In  a few  cases  of  severe  bleeding,  addi- 
tional blood  from  the  bank  was  required  to  supplement  the 
individual’s  own  supply. 

There  were  no  transfusion  reactions  among  the  103  in- 
dividuals. An  occasional  reaction  when  someone  else’s 
blood  is  infused  occurs.  There  also  was  no  transfer  of 
hepatitis,  an  ever  present  risk  in  blood  transfusions. 

This  technique  is  unquestionably  the  safest  blood 
transfusion  method  available,  says  Dr.  Silvergleid. 


Remember. . . 
There  is  always 
HOPE 


Give  to: 

PROJECT 

»"Pi 

Department  A,  Washington,  D.C.  20007 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212)730-0069  . 


LOANS  TO  PROFESSIONALS:  Loans  now  available  to  physicians  and  physicians 
in-training.  Easy  pavments.  Loans  to  $50,000  and  more:  unsecured;  no  collateral 
necessary'-  Consolidate  all  debts  or  any  purpose  loans.  For  full  information  call 
A.  Clayton  Rieder,  Financial  Consultant  (516)  935-1234  or  wrrite  Dept.  711,  c/o 
NYSJM. 


MEDICAL  OFFICE  FURNITURE  AND  EQUIPMENT  from  a general  practi- 
tioner who  closed  his  office  at  Middletown,  N.Y.  Relatively  new.  For  details 
call  (201)  853-7891  after  5 P.M. 


MISCELLANEOUS 


EQUIPMENT 


PHYSICIANS  WANTED 


DEPUTY  COUNTY  HEALTH  DIRECTOR,  Monroe  County,  Rochester,  N.Y. 
To  design/supervise  epidemiologically  sound  planning  and  evaluation  studies. 
Review/supervise  255  physicians,  nurses,  and  other  staff  in  personal  health  ser- 
vices programming.  Physician  with  MPH  or  one  year  public  health  experience. 
Curriculum  vita  to  Joel  Nitzkin.  M.D..  Monrue  County  Health  Department,  111 
Westfall  Rd„  Caller  632,  Rochester.  N.Y.  14692. 
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PHYSICIANS  WANTED— CONT  D 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  7 
courses  in  the 
growing 

health  care  field: 

Med.  Asst.,  Dental  Asst 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide  (Nurse’s  Assts  ), 
Med.  & Dent.  Secy., 
EKG  Technician, 

Legal  Assistant. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 


Free  placement 
assistance  for 
graduates . . . for  life! 


cffiecWestcIiester~ School 

I OK  I’AKAI’KC  )l  I SSION  AI  I R AINING  - 
I .'id  < )marin  Si  . Albany.  N.Y  12206  • (SIS)  462-6621 
1 \ Broadway.  While  Plains.  N Y 10601  • (914)  428-1960 


275  Broadhollou  Kil  (Hu-  1101.  Melville.  N.Y  11746  ■ (516)  752-1060 


EMERGENCY  ROOM  PHYSICIAN:  Needed  one  emergency  room  physician 
to  join  6-man  group  in  new  emergency  facility  of  a 360-bed  acute  general  hospital 
affiliated  with  new  medical  school  at  Marshall  University.  40,000  visits  annually! 
Excellent  salary  guarantee  against  fee  for  service  plus  fringe  benefits,  including 
malpractice  insurance.  Emergency  resident  graduate  students  preferred.  Send 
C.V.  to:  E.  B.  Santos,  M.D.,  Director  of  Emergency  Department,  Cabell  Hun 
tington  Hospital,  1340  Hal  Greer  Blvd.,  Huntington,  West  Virginia  25701. 

CALEDONIA,  NEW  YORK.  Livingston  County  needs  a family  physician 
Contact:  William  S.  Andaloro,  M.D.  3144  Church  St.,  Caledonia  14423.  Tel 
(716)  538-6250. 

WANTED:  ASSOCIATE  OR  PARTNER  in  general  practice,  downtown  Sche- 
nectady, N.Y.  Excellent  opportunity  to  expand  established  solo  practice  intc 
small  group  practice.  Write  Dept.  731 , c/o  NYSJM. 

PEDIATRICIAN:  Board  eligible  or  certified  to  join  solo,  active  practice.  Op- 
portunity to  expand.  Early  partnership.  One  hour  from  New  York  City.  Dept. 
730,  c/o  NYSJM. 

KNOXVILLE,  IOWA:  PSYCHIATRIST.  Excellent  professional  opportunity, 
large  neuropsychiatric  hospital,  immediate  vacancies  for  board  certified/eligible  j 
psychiatrist.  Strong  support  staff  and  facilities.  Enjoy  benefits  of  30  days  paid 
vacation,  15  days  paid  sick  leave  (accumulating)  per  annum;  liberal  retirement 
plan;  health  and  life  insurance;  malpractice  shelter;  moving  expenses  paid;  highly 
competitive,  excellent  salary;  license  in  any  state.  E.O.E.  Contact:  Chief  of 
Psychiatry,  V.A.  Medical  Center,  Knoxville,  Iowa  50138.  Phone:  (515)  842-3101. 
ext.  216 

PHYSICIAN  WANTED  FOR  HOUSE  CALL  SERVICE,  flexible  choice  of  arei 
and  hours,  5 boroughs  covered.  NYS  license  and  valid  malpractice  insuranci 
required.  For  information  call  212-441-5700. 

MEDICAL  DIRECTOR— EXCELLENT  OPPORTUNITY  for  OB/GY N in 
well-established  non-profit  comprehensive  women's  health  facility.  Located 
in  Washington,  D.C.  Must  be  Board-Certified  or  eligible.  D.C.  License.  Pro- 
ficiency in  performing  first  trimester  aspirations  under  local.  Work  in  Gyn 
Fertility.  Menopause,  Teen  Clinics.  Very  generous  salary.  H.  Ticktin,  Women’; 
Medical  Center,  1712  I Street,  N.W.,  Washington,  D.C.  20006. 


PRACTICES  AVAILABLE 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike,  West  Hempstead.  N Y.  1 1552 

516-483-0577 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency 
physician  group  throughout  Pa.,  N.Y  , N.J  , Mich,  and  Southeastern 
U S.  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
service  with  minimum  guarantee  provided.  Malpractice  paid.  Practice 
credits  towards  board  certification  Physician  department  directors 
also  desired.  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste. 
400,  399  Market  St.,  Phila.,  PA  19106  01  phone  215-925-3511. 


SEMI-RETIRED  OPHTHALMOLOGIST-OTOLARYNGOLOGIST  wishes  h 
sell  office-home  combination  in  residential  area  of  Poughkeepsie,  N.Y.  Two  fin 
hospitals.  Equipment  and  practice  negotiable.  Office  addition  convertible  t 
other  practice  or  extended  living  quarters.  (914)  452-1223. 

INTERNAL  MEDICINE:  Long  established,  well  equipped,  lucrative  practic 
for  sale.  North  Shore,  Long  Island,  near  teaching  hospitals.  Will  introduce 
Dept.  736,  c/o  NYSJM. 

DO  YOU  HUNT,  FISH,  SKI?  GP  RETIRING  after  40  years  will  sell  famil; 
practice  upstate  New  York  village  (excellent  gross  income).  Completely  equippei 
office:  4 examining  rooms,  business  office,  X-ray,  minor  surgery,  parking  lot 
attractive  upstairs  3-bedroom  apartment;  20  minutes  to  3 large  hospitals;  ex 
cellent  schools.  Dept.  738,  c/o  NYSJM. 

ACTIVE  SOLO  FAMILY  PRACTICE  AVAILABLE  IMMEDIATELY.  Doct< 
retiring.  Growing  city  near  New  York,  but  still  in  beautiful  country.  Full 
equipped  office.  Gross  income  6 figures.  Good  hospitals.  Dept.  740,  c/ 
NYSJM, 


POSITIONS  WANTED 


PHYSICIANS  WANTED— CONT  D 


LOCUMS,  EMERGENCY  ROOM  PHYSICIANS  from  May  through  September. 
Musi  have  N.Y.  license  and  D.E.A.  certificate.  Send  letter  and  C.V.  to:  James 
F.  Stehli,  Physician  Service  Associates,  33  Mitchell  Ave.,  Binghamton,  N.Y. 
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ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  FACA,  well  trained,  long  experieno 
wishes  to  relocate  in  Metropolitan  area.  New  York,  New  Jersey  license.  Be; 
offer.  Dept.  737,  c/o  NYSJM. 

BOARD  CERTIFIED,  FAMILY  PRACTICE,  experienced  seeks  locum  tenens 
part  time  position  immediately  in  upstate  area  of  New  York  State.  Excelle  | 
references.  Reply  Dept.  734,  c/o  NYSJM. 

MEDICAL  OFFICE  MANAGER/CLINICAL  ASSISTANT.  Prefers  allerg 
practice.  References  provided  upon  request.  (201)  437-0875. 


- 


EAL  ESTATE  FOR  SALE  OR  RENT 


X ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lvnbrook,  L I Available  immediately.  Centrally  located  near  major  hos- 
pitals. Call  (212)  297-4140. 


■XNHATTAN’S  EAST  SIDE.  133  EAST  73RI)  ST..  N Y.C.  LEXINGTON 
■’rofessional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
liffice  suites.  Furnished  & equipped  24  hour  answering  service;  receptionist 
Idail  service;  cleaning.  X-ray  clinical  laboratory  on  premises  No  leases 
■lecessary.  Rent  by  the  hour  or  full-time  (212)  861  -9000. 

■ ICTOR'S  OFFICES  FOR  RENT  by  the  hour  or  full  time.  Modern  medical 
Imilding  equipped  for  out-patient  diagnostic  work-up  and  ambulatory  surgery. 
I deal  for  medical  and  surgical  specialists.  42-78  Main  St..  Flushing.  N.Y.  (212) 
■S39-8800. 

■ 5DICAL  SUITE,  WHITE  PLAINS,  N.Y.  New  professional  building  near  White 
■plains  Hospital.  Prime  space,  footage  flexible.  (914)  949-0555,  or  946-3737. 

BUSHING,  QUEENS:  DOCTOR'S  OFFICE  in  luxury  air  conditioned  corner 
Imilding.  Approximately  1200 sq.  ft.  Excellent  location  near  hospitalsand  all 
transportation.  Available  September  1.  1979.  142-15  Franklin  Ave.,  Corner 
Inion  St.,  Flushing,  N.Y.  (2121  275-8550. 

| 'ATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
r Island's  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
[facilities,  and  is  located  near  S.  I.  Ferry,  all  transportation,  schools,  city  buildings 
1 and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otolaryn- 
I gologist,  general  practitioner,  internist,  pediatrician  and  ophthalmologist.  For 
(further  information  contact  Paul  (212)  447-8001. 

: LITH  SHORE.  LONG  ISLAND.  FREEPORT:  Modern  ground  floor  suite  for 
| ent  in  active  medical  building;  1.300  sq.  ft.  suitable  for  any  type  practice.  Lead 
ined  X-ray  room  and  dark  room.  Referrals.  Reasonable.  (516)  378-1414  or 
R179-5005. 

rOLARYNGOLOGIST  RETIRING  SEPT.  1979.  For  sale:  House  with  office 
and  apartment,  equipment,  etc.  Schenectady,  New  York.  Call  (518)  324- 
4847. 


vLDWIN.  LONG  ISLAND  PHYSICIANS  HOME.  Exquisite  center  hall  Co- 
oniai;  % acre;  extra-large  living  room,  dining  room,  library,  family  room.  Two 
4V.B.  fireplaces,  5 bedrooms,  3* 1  _>  baths.  rentral  air-conditioning;  burglar  alarm; 
2-  car  electric-eve  garage;  automatic  sprinkling  system.  $84,990.  Call  (516) 
368-3537. 

3UGHKEEPSIE.  OFFICE  SPACE  AVAILABLE  for  lease  or  co-op  ownership. 
New  prestige  professional  building  near  hospitals.  Most  available  location  in 
County.  Share  building  with  five  obstetricians  and  periodontist.  Will  furnish 
to  vour  needs.  Joseph  Tinkelman.  D.D.S.,  One  Pine  Street,  Poughkeepsie.  N.Y. 
H2601  (914)  454-3800. 

)UGHKEEPSIE,  N.Y.  SUITABLE  FOR  PHYSICIAN  OR  DENTIST.  Re- 
tiring gyn.  specialist  offers  split-level  home/office  for  sale.  Situated  on  large 
corner  lot  in  desirable  neighborhood  convenient  to  both  hospitals.  Home  has 
3 bedrooms,  2 Vo  baths,  living/dining  room,  family  room,  large  kitchen,  gas  furnace 
and  detached  2-car  garage.  Attractively  landscaped.  Office  suite  5 rooms, 
storeroom,  powder  room  and  private  entrance.  914-473-1771. 

7AILABLE  NOW  FOR  SUBLET,  attractive  modern  well-equipped  medical 
office,  ideally  suited  to  solo  internist,  general  surgeon,  or  sub-specialist.  Includes 
2 exam  rooms,  ECG,  X-ray  (fluoro  and  automatic  processor),  motorized  proc- 
toscopy table,  and  newly  furnished  waiting  room.  Excellent  location  on  Northern 
Blvd  . Roslyn,  N.Y.  with  ample  parking  space.  Call  (516)  365-8877. 


)R  SALE.  BENSONHURST.  BROOKLYN.  Doctor’s  home  and  office.  Cor- 
ner. brick,  2 baths,  gas  heat,  fully  equipped.  X-rays,  ECG,  2 levels,  5 rooms  and 
enclosed  porch.  4 rooms,  garage,  beautiful  garden.  One  block  subway  and 
school.  Suitable  for  specialist  or  family  practice.  Retiring.  212-945-5758 
‘evenings. 

JME-OFFICE  ON  OCEAN  AVENUE  IN  BROOKLYN,  New  York.  Office: 
well-equipped,  5 rooms  with  toilet.  Home:  beautiful  with  lovely  garden  on  50 
X 150  foot  plot.  On-going  Internal  Medicine  practice  of  retiring  physician 
nailable.  Must  be  seen  to  be  appreciated.  Call  (212)  434-5929.  7-9P.M.  for 
appointment. 

)R  SALE — REASONABLY  PRICED.  Ditmas  Park  Area,  Brooklyn,  N.Y. 
Spacious  doctor's  corner  house  with  office;  total  12  rooms.  Gas  heating,  2V2 
modern  baths,  finished  basement,  insulated,  Hollywood  kitchen.  Office  space 
suitable  for  1-2  physicians.  Internist  retiring  from  practice.  Call  (212)  856-5489, 
5-8  P.M.  daily. 


Research  Project  in 

The  Treatment  of  Trigeminal  Neuralgia 
With  Chinese  Acupuncture  Techniques 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom 
medications  and  surgery  have  brought  no  significant  improve- 
ment, please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Acupuncture  treatments  will  be  free  of  charge  lo  the  patient  if 
patient  brings  letter  from  referring  physician  that:  1)  Contains 

patient's  medical  records.  2)  Stating  that:  a)  Referring  phy- 
sician agrees  to  participate  in  project,  by  evaluating  the  effects 
of  the  treatment  on  patient,  b)  Patient  will  remain  under  re- 
ferring physician's  care.  Call  or  write  for  further  details. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell  or 
appraise  a co-op,  contact  Nathan  H.  Friedman,  V.P.,  Douglas  Elliman-Giblmns 
& Ives,  Inc.,  575  Madison  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 

MERRICK.  OFFICE  SPACE  FOR  RENT.  Prime  location,  approx.  500  sq.  ft., 
modem  A/C  medical  building,  ample  off-street  parking.  All  utilities  and  services 
included.  Call  Managing  Agent  at  516-868-2030. 

STATEN  ISLAND  OFFICES  AVAILABLE:  There  are  offices  available  in  Staten 
Island’s  oldest  established  neighborhood,  crossroads  of  the  Island — Victory  Blvd. 
& Jewett  Ave.  Parking  facilities,  beautiful,  new,  brick,  building,  six  bus  routes. 
Perfect  for  gynecologists,  obstetricians,  ophthalmologists,  pediatricians.  Contact 
Philip  (212)  698-5333. 

I )OCTOR  S OFFICE.  RENTAL.  WOODMERE.  5 rooms,  2 baths,  furnished, 
equipment.  Bob — 212-947-8306  Monday  to  Friday. 

GLENS  FALLS,  N.Y.  ("HOMETOWN  USA").  Internist  retiring  from  established 
practice  of  35  years,  offers  beautiful  brick  house  in  prime  corner  location  with 
fully-equipped  6-room  office  and  charming  7-room  apartment.  2-car  garage, 
electric  door-openers,  ample  parking.  (518)  656-9623. 

FOR  SALE.  BROOKLYN  DOCTOR’S  OFFICE.  2 apartments  and  2 car  garage. 
Established  practice.  $63,000.  (516)  MA.  6-0934. 

MOST  UNUSUAL  BUY.  W'EST  ISLIP,  LONG  ISLAND.  Waterfront,  85  ft. 
dock.  Home  and  Office — 4 bedrooms,  3 baths,  plus  1000  sq.  ft.  attached  office. 
Ideal  location  for  doctor,  lawyer,  dentist,  accountant,  art  studio,  mother/daughter. 
Must  see  to  appreciate.  Firm  $90,000.  Owner.  516-661-4861. 


1979  ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 
Sheraton  Centre  New  York 

HOUSE  OF  DELEGATES: 

Sunday,  Sept.  16-Thursday,  Sept.  20 

SCIENTIFIC  MEETINGS  & EXHIBITS: 

Saturday,  Sept.  15-Monday,  Sept.  17 
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NEW  YORK  UNIVERSITY  POST  GRADUATE  MEDICAL  SCHOOL 

OFFERS 

CONSULTATIONS  IN  INTERNAL  MEDICINE 


Wednesdays,  4 to  7 p.m.  October  10  to  December  19,  1979 

317.  This  clinical  problem  solving  course  is  for  experienced  physicians  practicing  general  internal  medicine. 
The  objective  is  to  analyze,  systematically,  a series  of  difficult  patient  management  problems  commonly 
encountered  in  office  and  hospital  practice.  Special  attention  is  given  to  diagnostic  and  therapeutic  dilemmas 
presenting  in  the  ambulatory  setting. 

Ten  weekly  workshop  sessions  cover  topics  in  cardiology,  hypertension,  endocrinology  and  metabolism, 
hematology,  pulmonary  diseases,  rheumatology,  infectious  diseases  and  gastroenterology.  Patient  problems 
are  based  on  actual  case  presentations  with  case  protocols  given  to  registrants  for  home  study  in  advance 
of  the  session.  Instructors  analyze  the  cases  giving  their  views  on  differential  diagnosis  and  approaches 
to  treatment  with  registrants  participating  in  the  discussion.  Sessions  are  informal  and  physicians  are  invited 
to  submit  problem  cases  from  the  practices  for  discussion. 

A distinguished  faculty  of  clinicians  drawn  from  the  Department  of  Medicine  participate  in  the  course. 
Enrollment  is  limited. 

30  Category  1 credit  hours;  30  AAFP  prescribed  credit  hours  (pending). 


CLINICAL  TUTORIAL  also 


152.  Dermatology  For  The  Practicing  Physician 

Wednesdays,  1:30  to  3:30  p.m.  October  3 to  31,  1979 

Specifically  designed  for  non-dermatologist  phy- 
sicians, especially  those  involved  in  primary  care 
practice.  Major  emphasis  is  on  unraveling  diag- 
nostic possibilities  in  a presenting  dermatological 
complaint  and  providing  practical  guidelines  for 
relieving  the  patient’s  symptoms  and  promoting 
resolution  while  the  evaluation  is  proceeding. 
Special  attention  is  given  to  the  most  commonly 
encountered  dermatological  problems  in  general 
office  practice.  Teaching  includes  lectures,  case 
presentations,  group  discussion  and  a forum  for 
presenting  specific  diagnostic  and  management 
problems  from  the  registrant’s  practice. 

10  Category  1 credit  hours;  10  AAFP  prescribed 
credit  hours  (pending) 


CLINICAL  TUTORIAL 


300.  Diagnosis  and  Management  of  Peripheral  Vascu- 
lar and  Thromboembolic  Diseases 

Wednesdays,  1:30  to  3:30  p.m.  November  14  to  December  19,  1979 

This  clinical  tutorial,  for  a limited  number  of  registrants, 
is  designed  for  primary  care  physicians  who  wish  to 
update  their  skills  in  the  diagnosis  (including  instru- 
mentation) and  medical  management  of  peripheral 
vascular  disease.  Topics  to  be  reviewed  will  include: 
the  diagnosis  and  management  of  venous  thrombosis 
and  pulmonary  embolism,  systemic  embolism,  acute  and 
chronic  peripheral  arterial  insufficiency,  Buerger’s 
Disease,  transient  ischemic  attacks,  vasculitis  and  the 
proper  use  of  anti-thrombotic  (heparin,  warfarin,  aspirin, 
dipyridamole,  sulfinpyrazone)  and  thrombolitic  (strep- 
tokinase, urokinase)  agents.  Both  a course  syllabus  and 
adequate  time  for  questions  from  registrants  will  be 
provided. 

10  Category  1 credit  hours;  10  AAFP  prescribed  credit 
hours  (pending) 


Physicians  may  register  for  any  one  or  all  three  of  these  post-graduate  courses. 

All  three  courses  on  Wednesday  afternoon 

FEES:  Course  #317  ($385),  #152  ($130),  #300  ($130).  25%  discount-residents,  fellows,  N.Y.U.  Alumni 
For  further  information  or  course  brochure,  call  or  write:  N.Y.U.  Post-Graduate  Medical  School, 

550  First  Avenue,  New  York,  N.Y.  10016.  212-679-8745  (24  hour  telephone  service). 


1496 


what  goes  on 

CONTINUING  MEDICAL 
EDUCATION 


NEW  YORK  STATE  SEPTEMBER  1979 


CONTENTS 


New  York  City  2 

Queens  County 3 

Nassau  County  3 

Westchester  County 3 

Buffalo  3 

Rochester 3 

Syracuse  3 

Poughkeepsie 4 

Future  Events  4 

MSSNY's  CME  Program  4 

Physicians’  Placement 

Opportunities  6 

Physicians’  Placement 

Application 9 

Community  Application 

for  Physician 10 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1042 
Telephone  516-488-6100. 


SPECIALTY  INDEX 


Alcoholism  2 

Allergy  2 

Anesthesia  2,  3,  4 

Cardiology  2 

ENT  3,  4 

Family  Practice 2,  3 

Geriatrics  3 

Internal  Medicine  2,  3,  4 

Neurology 2 

Obstetrics/Gynecology 3,  4 

Oncology  2 

Ophthalmology  4 

Orthopedics  3 

Pediatrics  2,  3 


Compiled  by  the  Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 


Psychiatry 2 


August  1979/New  York  State  Journal  of  Medicine  1497 

WGO-1 


NEW  YORK  CITY 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

September  2-7 

INTERNAL  MEDICINE  BOARD  REVIEW  COURSE 
NO  FEE 

For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx  10461.  Tel:  212/430-2822. 

Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m.,  Wednesdays 
September  5 

UPDATE  IN  NEUROLOGY:  I— DIAGNOSIS  AND 

TREATMENT 

David  Kaufman,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

September  19 

UPDATE  IN  NEUROLOGY  II— DIAGNOSIS  AND 

TREATMENT 

David  Kaufman,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 


Beth  Abraham  Hospital 

612  Allerton  Avenue 
Bronx 

11:00  a.m.,  Thursdays 
September  6 

VIRAL  HEPATITIS 
Shalom  Z.  Hirschman,  M.D. 

September  13 

AGE  RELATED  CHANGES  IN  THE  CARDIAC  ACTION 

POTENTIAL 

Michael  Rosen,  M.D. 

September  20 

RISK  FACTORS  AND  VASCULAR  DISEASE 
Harvey  Wolinsky,  M.D. 

September  27 

USE  OF  CARDIAC  ANTI-ARRYTHMIC  DRUGS 

Joel  Kupersmith 

CREDIT  AMA  Cat.  1 (12  hrs.) 

For  further  information  contact  Harvey  C.  Shapiro,  M.D.,  Beth 
Abraham  Hospital,  612  Allerton  Avenue,  Bronx  10467.  Tel: 
212/920-6013. 

American  Cancer  Society,  Inc. 

777  Third  Avenue 
' Waldorf-Astoria  Hotel 
September  6-8 

NATIONAL  CONFERENCE— BREAST  CANCER 
NO  FEE  CREDIT:  AMA  Cat.  1 (16  hrs.) 

For  further  information  write  Breast  Cancer  Conference, 
American  Cancer  Society,  777  Third  Avenue,  New  York 
10017. 


The  Roosevelt  Hospital 

428  West  49th  Street 
’ Smithers  Alcoholism  Center 
September  1979  through  June  1980 
TRAINING  IN  ALCOHOLISM 

CREDIT  AMA  Cat.  1 (30  hours  per  week  completed) 

For  further  information  contact  George  Sweeney,  Coordinator 
of  Training,  The  Smithers  Center,  Roosevelt  Hospital,  428 
West  59  Street,  New  York  10019.  Tel:  212/554-6725. 


September  26-28 

CURRENT  CONCEPTS  IN  PEDIATRIC  AND  ADULT 
ALLERGY 

CREDIT:  AMA  Cat.  1 (18  hrs.) 

For  further  information  contact  Stanley  R.  Fine,  M.D.,  The 
Roosevelt  Hospital,  Department  of  Allergy,  428  West  59th 
Street,  New  York  10019.  Tel:  212/554-7000. 


United  Hospital  Fund  of  New  York 

* New  York  Academy  of  Medicine 

2 East  1 03rd  Street 

September  12,  9:00  a. m. -4:30  p.m. 

PATIENT  ABUSE— THE  LAW,  ADMINISTRATION  & 
EVALUATION— THE  NEW  YORK  EXPERIENCE 
For  further  information  contact  Sylvia  Sorrentino,  Associate 
Director  of  the  Center.  Tel:  212/PL  4-1080  ext.  259. 

New  York  Medical  College 

Five  East  106th  Street 

September  12-April  9,  7:00-10:00  p.m.,  Wednesdays 
COMPREHENSIVE  PSYCHIATRY:  BOARD  REVIEW 
FEE:  $850.  CREDIT:  AMA  Cat.  1 & APA 
For  application,  Benjamin  J.  Sadock,  M.D.,  Director, 
Graduate  and  Continuing  Education  in  Psychiatry,  New  York 
Medical  College,  5th  Ave.  & 106th  Street,  New  York  10029. 
Tel:  212/860-7362. 


Research  Institute  for  Hearing  and  Balance 
Disorders,  LTD 

1 1 1 East  77  Street 
(1  part  of  4 series) 

September  14,  9:00  a. m. -5:00  p.m.,  Friday 
September  15,  9:00  a.  m.  -12:00  noon,  Saturday 
ELECTRONYSTAGMOGRAPHY 
FEE:  $300. 

For  further  information  contact  Research  Institute  for  Hearing 
and  Balance  Disorders,  Ltd,  1 1 1 East  77  Street,  New  York 
10021. 


The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue 

* Cornell  Medical  Center 
Uris  Auditorium 

September  19,  7:00-9:00  p.m.,  Wednesday 
UPDATE  YOUR  MEDICINE 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Lila  A.  Wallis,  M.D.,  The 
Association  of  Practicing  Physicians  of  the  New  York 
Hospital,  1300  York  Avenue,  Box  #37,  New  York  10021. 

New  York  University  Post-Graduate 
Medical  School 

550  First  Avenue 

September  27-30,  Thursday  to  Sunday 

CLINICAL  ANESTHESIA  TODAY  CAT.  V 
FEE:  $320.  CREDIT:  AMA  Cat.  1 (25  hrs.) 

Physicians  in  training,  CRNAs  $240. 

For  further  information  or  course  brochure,  call  or  write: 

NYU  Post-Graduate  Medical  School,  550  First  Avenue,  New 
York  10016.  Tel:  212/679-8745.  (24  hr.  telephone 
service) 

The  New  York  State  Society  of 

Anesthesiologists,  Inc.  and  SUNY  at  Buffalo 

* Roosevelt  Room 
Sheraton  Inn-East 
Walden  Avenue 
Cheektowaga,  N.Y. 

September  28,  29 
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ANESTHESIA  UPDATE:  PEDIATRIC  ANESTHESIA  & 

PHARMACOGENETICS 

CREDIT  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Kurt  G.  Becker, 
Administrative  Assistant,  The  New  York  State  Society  of 
Anesthesiologists,  Inc.,  30  East  42nd  St.,  New  York  10017. 
Tel:  212/TN  7-7140. 


Institute  of  Continuing  Biomedical  Education 

222  East  19th  Street 

Fall  Semester  (Sept. -Dec.  1979) 

1.  CLINICAL  MEDICINE  REVIEW  CURRICULUM 
FOR  ECFMG.,  FLEX.,  VQE. 

2.  FRONTIERS  OF  GERIATRICS 
General  Practitioners 

For  further  information  contact  Natale  Colosi,  Ph  D.,  Dean 
Cabrini  Towers,  222  East  19th  Street,  New  York  10003,  Tel: 
(212)  677-4728 


QUEENS  COUNTY 


Astoria  General  Hospital  cosponsored  by 
Albert  Einstein  College  of  Medicine 

25-10  30th  Avenue 
Long  Island  City 

9:00  a.m.- 1 1:00  a m..  Saturdays 
September  15 

ADDISON'S  DISEASE 
Norman  Fleischer,  M.D. 

September  29 

PHEOCHROMOCYTOMA,  CUSHINGS  DISEASE 
Norman  Fleischer,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  contact  Astoria  General  Hospital, 
25-10  30th  Avenue,  Long  Island  City  11102.  Tel:  212/ 
932-1000. 


NASSAU  COUNTY 


Long  Beach  Memorial  Hospital  cosponsored  by 
The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai 
School  of  Medicine  (CUNY) 

445  E.  Bay  Drive 
Long  Beach 

September  11,  3:00-6:00  p.m.,  Tuesday 

CORONARY  ARTERY  DISEASE:  A SYMPOSIUM 
CLINICAL  ASPECTS 
Samuel  K.  Elster,  M.D. 

INVASIVE  & NON-INVASIVE  STUDIES 
Michael  V.  Herman,  M.D. 

SURGERY 

Robert  S.  Litwak,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Long  Beach  Memorial 

Hospital,  455  E.  Bay  Drive,  Long  Beach  11561.  Tel:  212/ 

432-8000. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony 
Brook) 

* Loews  Warwick  Hotel 

65  West  54th  Street 

(at  Avenue  of  the  Americas) 

New  York 


8:00  a m. -4:00  p.m.,  Thursday  and  Friday 
CURRENT  CONCERNS  IN  ADOLESCENT  MEDICINE 
FEE.  $125.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

For  further  information  contact  Long  Island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park  1 1042.  Tel:  212/470- 
2114. 


WESTCHESTER  COUNTY 


St.  Joseph’s  Hospital — Cosponsored  by 
Westchester  Academy  of  Medicine 

127  South  Broadway 
Yonkers 

September  13,  9:00  a.m. 

AN  UPDATE  ON  HYPERLIPIDEMIA 
W.  Virgil  Brown,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph's  Hospital,  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700, 


BUFFALO 


State  University  of  New  York  at  Buffalo 

2211  Main  Street 
Buffalo 

* The  Niagara  Hilton 
Niagara  Falls 

September  14,  12:00  noon-4: 00  p.m.,  Friday 
September  15,  9:00  a m. -12:00  noon,  Saturday 
September  16,  9:00  a.m. -12:00  noon,  Sunday 
GYNECOLOGIC  SURGERY 
FEE:  $150.  CREDIT:  AMA  Cat.  1 (12  hrs.) 

ACOG  1 1 cognates 
September  28,  6:00  p.m.,  Friday 

* Roosevelt  Room 
Sheraton  Inn-East 
Walden  Avenue 
Cheektowaga 

DEVELOPMENT  OF  SUBSPECIALTIES  IN  ANESTHESIA 
Frederic  A.  Berry,  Jr.,  M.D. 

September  29,  8:30  a.m. -4:15  p.m.,  Saturday 
ANESTHESIA  UPDATE: 

PEDIATRIC  ANESTHESIA 

PHARMACOGENETICS 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  State  University  of  New  York 
at  Buffalo,  2211  Main  St.,  Buffalo  14214.  Tel:  716/831- 
5526. 


ROCHESTER 


University  of  Rochester  Medical  Center 

601  Elmwood  Avenue 
Rochester 

September  19-23,  9:00  a.m. -5:00  p.m. 

POSTGRADUATE  COURSE  IN  ORTHOPAEDIC  MEDICINE 
FEE:  $300.  CREDIT:  AMA  Cat.  1 (32 V2  hrs.) 

For  further  information  contact  Office  of  Continuing 
Professional  Education,  University  of  Rochester  Medical 
Center,  Box  601,  Elmwood  Avenue,  Rochester  14642.  Tel: 
716/275-4392. 


SYRACUSE 


State  University  of  New  York  Upstate  Medical 
Center 
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* Marriott  Inn 

Exit  35  New  York  Thruway 

Syracuse 

September  20-2 1 

3RD  ANNUAL  POSTGRADUATE  SYMPOSIUM: 
REPRODUCTIVE  ENDOCRINOLOGY  AND  INFERTILITY 
Shawky  Z.  A.  Badawy,  M.D. 

FEE:  $165. 

' Holiday  Inn,  Downtown 
70  East  Genesee  St. 

Syracuse 
September  24-28 

14TH  ANNUAL  REFRESHER  COURSE  IN 

ANESTHESIOLOGY 

William  Evers,  M.D. 

FEE:  $200. 

For  further  information  contact  Office  of  Graduate  and 
Continuing  Education,  State  University  of  New  York  Upstate 
Medical  Center,  750  East  Adams  Street,  Syracuse  13210. 
Tel:  315/473-4607. 


POUGHKEEPSIE 


Saint  Francis  Hospital 

Poughkeepsie 
September  19 

TEACHING  DAY  IN  INFECTIOUS  DISEASES  WOUND 
AND  BURN  SEPSIS 
Thomas  Krisek,  M.D. 

USE  OF  ANTIBIOTICS  IN  COMMUNITY  HOSPITAL 
PRACTICE  MEDICAL  SURGICAL  PROPHYLAXIS 
Richard  Quintiliani,  M.D. 

MANAGEMENT  OF  PULMONARY  INFECTION 
INTRAABDOMINAL  SEPSIS 
John  Bartlett,  M.D. 

BACTERIAL  ENDOCARDITIS 
Donald  Kaye,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Sister  Ann  Elizabeth, 
President,  St.  Francis  Hospital,  Poughkeepsie.  Tel:  914/ 
471-2000. 

The  New  York  Intraocular  Lens  Seminar,  Inc.  is 
cosponsored  by  The  American  Society  of 
Contemporary  Ophthalmology 

9 Fulton  Avenue 
Poughkeepsie 
September  27-29 

NEW  YORK  INTRAOCULAR  LENS  SEMINAR 


FEE:  $750.  CREDIT:  AMA  Cat.  1 (33  hrs.) 

$500.  Resident  Fee 

For  further  information  and  Program  Contact  Mrs.  Terri  Rose, 
R.N.,  c/o  Donald  L.  Praeger,  M.D.,  9 Fulton  Avenue, 
Poughkeepsie  12603.  Tel:  914/454-2510. 


FUTURE  EVENT 


Manhattan  Eye,  Ear  and  Throat  Hospital,  in 
affiliation  with  Cornell  University  Medical 
College,  and  the  Institute  of  Reconstructive 
Plastic  Surgery,  New  York  University 
Medical  Center 

* Waldorf-Astoria 
NYC 

June  18-21,  1980,  Wednesday-Saturday 

THE  THIRD  INTERNATIONAL  SYMPOSIUM  ON  PLASTIC 
AND  RECONSTRUCTIVE  SURGERY  OF  THE  EYE  AND 
ADNEXA 

For  further  information  write:  Third  International 
Symposium,  Manhattan  Eye,  Ear  and  Throat  Hospital,  210 
East  64th  Street,  New  York  10021. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES  ON 
IN  CONTINUING  MEDICAL  EDUCATION”  ALL 
CONTINUING  MEDICAL  EDUCATION 
ANNOUNCEMENTS  MUST  BE  RECEIVED  THE 
15th  OF  THE  MONTH,  THREE  MONTHS  PRIOR 
TO  THE  DATE  OF  THE  EVENT. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


WHAT  GOES  ON' 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 

$3  00  one  year 


12  issues  (Published  the 
1 5th  of  the  month) 

Make  checks  payable  to 
What  Goes  On' 


□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  

Address  

City.  State  

(zip) 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1979  Annual  Convention 
Medical  Society  of  the  State  of  New  York 

Sheraton  Centre  New  York 


SATURDAY,  SEPTEMBER  15 

9 a.m.  ALCOHOLISM,  Committee  on.  Princess  Room,  (all  day) 

CANCER  GENERAL  SESSION,  Royal  Ballroom  A (all  day).  (Joinf  meeting  with  Family  & 
Gen.  Practice;  Radiology) 

CARDIOVASCULAR  DISEASES,  Versailles  Terrace 
OTOLARYNGOLOGY,  Versailles  Ballroom 

PLASTIC,  RECONSTRUCTIVE,  & MAXILLO.  SURGERY,  Royal  Ballroom  B 

2 p.m.  ALCOHOLISM,  Princess  Room  (cont’d) 

CANCER  GENERAL  SESSION,  Royal  Ballroom  A (cont'd) 

EMERGENCY  MEDICINE,  Versailles  Terrace  (Joint  meeting  with  Preventive  Medicine  & 
Pub.  Health) 

NEUROSURGERY,  Versailles  Ballroom 

PATHOLOGY,  CLIN.  PATHOLOGY  & BLOOD  BANKING,  Royal  Ballroom  B 

SUNDAY,  SEPTEMBER  16 


9 a.m.  ALLERGY  & IMMUNOLOGY,  Royal  Ballroom  A.  (Joint  meeting  with  Gastroenterology; 
General  Practice) 

OBSTETRICS  & GYNECOLOGY,  Versailles  Terrace  (all  day).  (Joint  meeting  with  Uro- 
logy) 

OPHTHALMOLOGY,  Versailles  Ballroom  (all  day) 

PSYCHIATRY,  Princess  Room 

SURGERY,  Royal  Ballroom  B (Joint  Meeting  with  Anesthesiology;  Emergency  Medicine) 

2 p.m.  GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY,  Royal  Ballroom  B.  (Joint  meeting 
with  Family  & General  Practice) 

GENERAL  SESSION  ON  VIOLENCE,  Royal  Ballroom  A 
OPHTHALMOLOGY,  Versailles  Ballroom  (cont’d) 

UROLOGY,  Versailles  Terrace  (cont’d).  (Joint  meeting  with  Obstetrics  & Gynecology) 

MONDAY,  SEPTEMBER  17 

9 a.m.  CHEST  DISEASES,  Versailles  Ballroom 

DERMATOLOGY,  Versailles  Terrace,  (Joint  meeting  with  Pediatrics;  School  Health) 
GENERAL  SESSION  ON  THE  KIDNEY,  Royal  Ballroom  A.  (Joint  meeting  with  Internal 
Medicine).  All  day 

NUCLEAR  MEDICINE,  Royal  Ballroom  B 
ORTHOPEDIC  SURGERY,  Princess  Room 

2 p.m.  GENERAL  SESSION  ON  THE  KIDNEY,  Royal  Ballroom  A (cont’d).  (Joint  meeting  with  Internal 
Medicine) 

NEUROLOGY,  Versailles  Terrace 

OCCUPATIONAL  MEDICINE,  Versailles  Ballroom.  (Joint  meeting  with  Medical  Legal  & 
W.C.) 

PHYSICAL  MEDICINE  & REHABILITATION,  Royal  Ballroom  B 
DIAGLOGUE,  Princess  Ballroom 


SCIENTIFIC  MEETING  ROOMS— Second  Floor 

SCIENTIFIC  & TECHNICAL  EXHIBITS 

Saturday  through  Monday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

CME  CREDITS:  American  Medical  Association  Physician’s  Recognition  Award.  All  of  our  scientific 
meeting  offerings  carry  CME  Category  1 Credit. 
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ANESTHESIOLOGIST 

BUFFALO,  N.V.,  (Surburban)  Erie/Niagara  County  needs  a 

Anesthesiologist.  Contact  Samuel  L.  Lieberman,  M.D.,  1557 
Colvin  Blvd.,  Buffalo  14223.  Tel:  716/873-7979. 

DERMATOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Dermatologist,  ENT  Phy- 
sician, Family  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physicians'  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/253-3388. 

ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  a ENT  Physician,  Family 
Physician,  Dermatologist  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee.  157 
Ross  Street,  Auburn,  N.Y.  13021.  Tel:  315/252-3388. 

ONEIDA,  N.Y.,  Madison  County  needs  a ENT  Physician  and  Family 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road, 
Oneida  13421.  Tel:  315/363-8905. 

FAMILY  PHYSICIAN 

ALBION,  N.Y.,  Orleans  County  needs  a Family  Physician  and  General 
Surgeon.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  1441 1.  Tel:  716/285-4789. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  ENT 
Physician,  Dermatologist  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 

BEAVER  FALLS,  N.Y.,  Lewis  County  needs  a Family  Physician. 
Contact  Beaver  River  Health  Services  Council  Beaver  Falls, 
13305.  Tel:  315/346-1111. 

BUFFALO,  N.Y.,  Erie  County  needs  a Family  Physician.  Contact 
M.  L.  Musselman,  M.D.,  Director,  University  Health  Service 
State  University  of  New  York  at  Buffalo,  216  Michael  Hall, 
Buffalo  14214.  Tel:  716/831-3316. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 

HOLCOMB,  N.Y.,  Ontario  Country  needs  a Family  Physician. 
Contact  Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469. 
Tel:  1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician, 
Internist,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NEWFANE,  N.Y.,  Niagara  County  needs  a Family  Physician.  Con- 
tact V.  J.  Singh,  M.D.,  2596  William  St.,  Newfane  14108.  Tel: 
716/778-9600. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NEW  YORK,  N.Y.,  needs  a part-time  Family  Physician.  Contact  F. 
P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office,  321  W. 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 

NIAGARA  FALLS,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Biagio  Mansueto,  M.D.,  Physician  Recruitment  Com- 
mittee, Medical  Society  County  of  Genesee,  P.O.  Box  488,  Ni- 
agara Falls  14302.  Tel:  716/285-5789. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741  or  Dae-Seok  Kim,  M.B.,  9 Forest  Avenue.  Oak- 
field 14125.  Tel:  716/948-5333. 

ONEIDA,  N.Y.,  Madison  County  needs  a Family  Physician  and  ENT 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road., 
Oneida  13421.  Tel:  315/363-8905. 


PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gny  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue  11772.  Tel:  516/654-7095. 
POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Street,  Norwood 
13668.  Tel:  315/353-9922. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  John  W.  Sands,  Administrator,  The  Hospital,  Sidney 
13838.  Tel:  607/563-9934 

Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STATEN  ISLAND.  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TUPPER  LAKE,  N Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

STARLAKE,  N.Y  , St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Pediatrician,  Ob/Gyn  and  Surgeon.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pediatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family 
Physician.  Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung 
St.,  Waverly  14892.  Tel:  607/565-2861. 


GENERAL  SURGEON 

ALBION,  N.Y.,  Orleans  County  needs  a General  Surgeon  and  Family 
Physician.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  14411.  Tel:  716/285-4789. 

HANCOCK,  N.Y.,  Delaware  County  needs  a General  Surgeon  and 
Internist.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon. 
Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

INTERNISTS 

LITTLE  FALLS,  N.Y.,  Herkimer  Country  needs  an  Internist,  Family 
Physician,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823/1000,  ext.  261  or 
262. 

HANCOCK,  N.Y.,  Delaware  Country  needs  an  Internist  and  General 
Surgeon.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  J.  P. 
Bonin,  M.D.,  Gelder  Medical  Group,  44  Pearl  Street,  Sidney 
13838.  Tel:  607/563-9961. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist,  Pediatrician  and 
Obstetrician/Gynecologist  Physician.  Contact  Chuck  Pattison, 
Adm.,  Wayne  County  Rural  Comprehensive  Health  Program,  P.O. 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and 
Internist.  Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 

WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue,  Woodside  11377.  Tel: 
212/278-0440. 
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NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Dermatologist, 
ENT  Physician,  and  Family  Physician.  Contact  Mr.  Charles  D. 
Hicks,  Director,  Physicians’  Procurement  Committee,  157  Ross 
Street,  Auburn  13021.  Tel:  315/253-3388. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

NORWICH,  N.Y.,  Chenango  County  needs  a Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  697/334-2756. 

RICHMOND  HILL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gynecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  105th  St., 
Richmond  Hill  11418.  Tel:  212/849-8674. 

SODUS,  N.Y.,  Wayne  County  needs  an  Obstetrician/Gynecologist, 
Pediatrician,  and  Internist.  Contact  Chuck  Pattison,  Adm., 
Wayne  County  Rural  Comprehensive  Health  Program,  P.O.  Box 
A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Pediatrician  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 
WEBSTER,  N.Y.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
Contact  James  J.  Finnerty,  M.D.,  104  Paddock  St.,  Watertown 
13601.  Tel:  Office  315/782-6070.  Home  315/788-3644. 
WEBSTER,  N.Y.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
Contact  Eastside  Medical  Group,  P C.,  193  W.  Main  Street, 
Webster,  14580. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

FULTON,  N.Y.,  Oswego  County  needs  an  Ophthalmologist.  Contact 
Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S.  Fourth  St., 
Fulton  13069.  Tel:  315/592-2224. 

ORTHOPEDIC  SURGEON 

FULTON,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon. 
Contact  Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S. 
Fourth  Street,  Fulton  13069.  Tel:  315/592-2224. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 


STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

PATHOLOGIST 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  a Pathologist. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Messena  13662.  Tel:  Call  collect  315/769-9991. 

PLASTIC  SURGEON 

ALBANY,  N.Y.,  Albany  County  needs  a Plastic  Surgeon. 

Contact  Ray  A.  Elliott,  Jr.,  M.D.,  23  Hackett  Blvd.,  Albany 
12208. 

PEDIATRICIAN 

AUBURN,  N.Y.,  Cayuga  County  needs  a Pediatrician.  Contact 
Henry  J.  Romano,  M.D.,  187  Genesee  St.,  Auburn  13021.  Tel: 
315/252-5520. 

DANSVILLE,  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita.  M.  Gungon,  M.D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296. 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  OB/Gyn 
Physician,  Family  Physician  and  General  Surgeon.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,,  1 1 5 E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J.  Arida,  M.D.,  Director,  Department  of  Radiology, 
Luthern  Medical  Center,  150  55th  Street,  Brooklyn.  Tel: 
212/630-7415. 

NEWBURGH,  N.Y.,  Orange  County  needs  a Radiologist.  Contact 
Gerald  J.  Jerry,  M.D.,  Director  Radiology,  St.  Luke's  Hospital, 
Newburgh  12550. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  In  black) 


Name 


Address 


Date 


(Zip  code  number)  (Telephone  Number) 

Date  of  Birth  Place  of  Birth 


Citizenship  Status_ 

Medical  School 

Internship 


Marital  Status 


Year  Graduated 


Hosp  itala_ 


Dates 


Residency 


Hospita  ls_ 


Dates 


Specia  lty_ 


Licensed  in  what  States?_ 
Applied  for__ 


American  Board  Certificates  held?_ 
Eligible 


Do  you  have  a New  York  State  License?_ 
Military  Status 


Certified 


Date  of  Certificate 


Professional  Organization  Memberships 

Arc  you  in  practice  at  present? What  type  of  practice  are  you  interested  in? 

Solo Associate Industrial  Group  Institutional 


Other 


Dote  you  will  be  available  for  practice_ 

practiced 


Former  locations  in  which  you  have 


(Give  dates) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associa teship  

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used?_ 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly_ 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician . 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Telephone:  (516)  488-6100. 
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Don’t 
just 
tell  them 
to  quit.. 


Studies  confirm  that  9 out  of  10  smokers  know 
that  smoking  is  a bad  habit.  And  they’d  like  to 
quit.  But  they  don’t  know  how. 

The  large  majority  of  smokers  indicate  they 
would  quit  if  their  doctors  told  them  to. 

And  studies  confirm  that  a large  proportion 
of  patients  have  quit  upon  advice  from  their 
doctors. 

However,  about  two-thirds  of  smokers  report 
that  they’ve  never  received  advice  on  quitting 
from  their  doctors.  It  could  be  their  doctors  don’t 
want  to  push  them.  Or  maybe  quitting  is  given  a 
lower  priority  than  other  health  problems. 

But  we  believe  a lot  of  doctors  don’t  tell  their 
patients  to  quit  smoking  for  one  simple  reason: 
they  don’t  know  how  to  answer  the  inevitable 
“how.” 


The  National  Cancer  Institute  has  developed  a 
free  “Helping  Smokers  Quit”  kit  to  help  you 
answer  the  “how”  and  to  help  your  patients  quit 
the  smoking  habit.  Materials  for  this  kit  were 
pretested  with  the  cooperation  of  the  Harris 
County  (Texas)  Medical  Society  and  M.D. 
Anderson  Hospital  and  Tumor  Institute  in 
Houston,  Texas. 

The  National  Cancer  Institute  will  provide  the 
“Helping  Smokers  Quit”  kit  free  of  charge  to  all 
physicians  w ho  want  to  participate  in  this  impor- 
tant effort.  Included  in  the  kit  are  guidelines  for 
physicians,  a self-test  to  help  smoking  patients 
determine  why  they  smoke,  pamphlets  with  tips 
on  quitting,  and  waiting  room  posters  to  intro- 
duce the  subject.  Each  kit  contains  enough  mate- 
rials to  help  50  of  your  smoking  patients  w'ho 
wrant  to  quit. 


Show  them  how  to  quit. 

Don’t  delay!  To  receive  the  National  Cancer  Institute’s  free  “Helping 
Smokers  Quit’’  kit,  fill  out  this  order  form  and  return  it  today. 


I don't  want  to  just  tell  them  to  quit. 

I want  to  show  them  how  to  quit. 

Please  send  me  my  free  "Helping  Smokers  Quit"  kit 
today. 

Name — 

Address 

City State Zip 

Mail  to  “Helping  Smokers  Quit"  Kit 
Box  67 

National  Cancer  Institute 
Bethesda.  ML)  20014 


Cafergot®  PRN 
is  appropriate 

for  85%  of 
your  migraine 

sutierers... 

So  why  should 
they  take  a 
beta  blocker 
365  days 


a year; 


CAFERGOT 

(ergotamine  tartrate  and  caffeine)  tablets,  NF,  and  suppositories,  NF 

the  one  your  patient  needs...but  only  when  it’s  needed 


*to  a maximum  of  six  tablets  per  attack  or 
ten  tablets  per  week,  or  two  suppositories  per 
attack  or  five  suppositories  per  week 

CAFERGOT® 

(ergotamine  tartrate  and  caffeine)  tablets,  NF 
(ergotamine  tartrate  and  caffeine)  suppositories,  NF  '• 

CAFERGOT®  P-B 

tablets/suppositories 

Indications:  CAFERGOT®  tablets/suppositories  to 
abort  or  prevent  vascular  headache  CAFERGOT®  P-B 
tablets/suppositories— to  abort  or  prevent  vascular  head- 
ache complicated  by  tension  and  gastrointestinal  distur- 
bances. 

Contraindications:  Peripheral  vascular  disease,  coro- 
r<ry  heart  disease,  hypertension,  impaired  hepatic  or  renal 
- sepsis,  and  pregnancy  Hypersensitivity  to  any  of 

the  components. 

P-ec. actions:  Although  signs  and  symptoms  of  ergotism 
rarely  develop  even  after  long-term  intermittent  use  ol  the 
orally  or  n .tally  administered  drugs,  care  should  be 


exercised  to  remain  within  the  limits  of  recommended 
dosage  -j  ■ 

Adverse  Reactions:  Numbness  and  tingling  of  fingers 
and. toes,  musote  pqins  in  the  extremities,  weakness  in  the 
legs',  precordial  d(5tfps^  and  pam*teisient  tachycardia  or 
bradycardia,  nausea,  vomiting, ^ localized  edema,  and 
itching  Drowsiness  may  occur  with  Cafergot  P-B 
Adult  Dosage:  Orally  Two  tablets  at  first  sign  of  attack,  if 
needed,  1 additional  tablet  every  half  hour  until  relieved 
(maximum,  6 per  attack  or  10  per  week)  Rectally  One 
suppository  as  early  as  possible  in  attack,  second  in  1 hour,  if 
needed  (maximum,  2 per  attack  or  5 per  week) 
Overdosage:  Symptoms  include  vomiting,  numbness, 
tingling,  pain  and  cyanosis  of  the  extremities  associated 
with  diminished  or  absent  peripheral  pulses;  hypertension 
or  hypotension;  drowsiness,  stupor,  coma,  convulsions  and 
shock  A case  has  been  reported  of  reversible  bilateral 
papillitis  with  ring  scotomata  in  a patient  who  received  five 
times  the  recommended  daily  adult  dose  over  a period  of  14 
days.  Treatment  consists  of  induction  of  emesis,  gastric 
lavage,  and  catharsis:  maintenance  of  adequate  pulmonary 
ventilation,  correction  ol  hypotension;  and  control  of 
convulsions.  Treatment  of  peripheral  vasospasm  should 
consist  of  warmth,  but  not  heat,  and  protection  of  the 
ischemic  limbs  Vasodilators  may  be  used  with  benefit,  but 


caution  must  be  exercised  to  avoid  aggravating  an  already 
existent  hypotension 

How  Supplied:  CAFERGOT®  Tablets— Gynergen®  (er- 
gotamine tartrate,  USP)1mg;  caffeine,  USR100  mg.  Bottles 
of  250  and  SigPak®  (dispensing  unit)  packages  of  30. 
CAFERGOT®  Suppositories -Gynergen®  (ergotamine 
tartrate,  USP)  2 mg;  caffeine,  USP  100  mg;  inactive 
ingredients:  tartaric  acid,  NF,  and  cocoa  butter,  USP  Boxes  of 
12.  CAFERGOT®  P-B  Tablets— Gynergen®  (ergotamine 
tartrate,  USP)  1 mg;  caffeine,  USP  100  mg;  Bellafoline® 
(levorotatory  alkaloids  of  belladonna,  as  malates)  0.125  mg; 
sodium  pentobarbital,  USP  ( Warning : May  be  habit 
forming)  30  mg  Bottles  of  250  and  SigPak®  (dispensing 
unit)  packages  of  30.  CAFERGOT®  P-B  Suppositories 
Gynergen®  (ergotamine  tartrate,  USP)  2 mg;  caffeine,  USP 
100  mg;  Bellafoline®  (levorotatory  alkaloids  of  belladonna, 
as  malates)  0 25  mg,  pentobarbital,  NF,  ( Warning : May  be 
habit  forming)  60  mq;  inactive  ingredients  lartaric  acid, 
NF,  malic  acid,  lactose,  USP  and  theobroma  oil,  USP 
Boxes  of  12. 


Before  prescribing,  see  package 
insert  tor  lull  product  information. 
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Cast  bronze  mortar  (French  1553).  Maker:  Trovilliar.  Height:  193/4 
inches.  Diameter:  21  inches.  The  mortar  and  pestle  are  the  oldest 
pharmaceutical  devices  for  grinding  in  drug  preparation.  (The  Met- 
ropolitan Museum  of  Art,  anonymous  gift,  1946). 
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A reminder 

ZYLOPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


i 
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INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim’  (allopurinol)  is  intended  for: 

1 . treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3,  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4,  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels, 

CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION,  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death, 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  Purlnethol'  (mercapto 
purine)  or  Imuran*  (azathioprine),  the  concomitant 
administration  of  300  600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one  third  to  one  fourth  of  the  usual  dose  of  mercap 
topurlne  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age 
Zyloprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus, 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1 ) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performer!  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS),  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident 


Gastrointestinal.  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  Zyloprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic'' 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inllammatory  agent,  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  1 00  and  1 000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available 

Complete  information  available  from  your  local  B.  W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML 

U.S.  Patent  No.  3,624,205  (Use  Patent) 

/ Burroughs  Wellcome  Co. 

Tn  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


The  Alpha 
Advantage: 


It’s  for  all  kinds  of  hypertensives 

• Unlike  beta  blockers,  Catapres'  has  no  contraindications. 

/ 

• Catapres  can  be  useful  even  in  these  patients  with: 

Congestive  heart  failure  Allergic  rhinitis 
Ventricular  hypertrophy  Hepatic  disease 
Hyperglycemia  Hyperuricemia  • 

Diabetes  mellitus  Gouty  arthritis 

Bronchial  asthma  Sulfonamide  hypersensitivity 

Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

WOrk/play— normal  hemodynamic  responses  to  exercise  mai'ntained. 
love  — low  incidence  of  impotence  and/or  loss  of  libido: 


2.8%  in  1,923  patients  studied.1 

Cardiac  output— tends  to  return  to  control  values  during  long-term  therapy. 

blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 

The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance, 
etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 

‘Central  alpha-adrenergic  stimulation  decreases  sympathetic  outflow  from  .lirilfli. 

the  brain,  as  shown  in  animal  studies  <■■■& 

1 Dala  on  file  at  Boehrmger  Ingelheim  Ltd.  ilyy!.  ^ ' - 


Please  see  last  page  for  brief  summary,  including 
warnings,  precautions,  and  adverse  reactions. 
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The  Alpha 
Advantage: 

It’s  for  all  kinds 
of  hypertensives 


HYPERTENSION 


I 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  tlow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


The  usual  starting  dose  of  Catapres  is  0.1  mg  at  break- 
fast and  0.1  mg  at  bedtime.  Some  patients  may  benefit 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2—  0.8  mg 

Maximum  daily  dose — 2.4  mg  (12  tablets  of  0.2  mg). 
Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


Catapres® 

(clonidine  hydrochloride) 

Tablets  of  0.1  mg  and  0.2  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension.  As  an  anti- 
hypertensive drug,  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache. 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician.  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
i rrt  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  witfi 
ii  iticn  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
r nrebrovascular  disease  or  chronic  renal  failure. 

A , an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
nni'Jir  <„■  hydrochloride)  should  receive  periodic  eye  examinations.  While,  except 
U ' v.r, , dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
’'‘•on  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
tt  'Pug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 months 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsiness  a 
sedation.  Constipation,  dizziness,  headache,  and  fatigue  have  been  reportr 
Generally  these  effects  tend  to  diminish  with  continued  therapy.  The  followi  : 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In  soi 
instances  an  exact  causal  relationship  has  not  been  established.)  These  inclui 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormalities  1 
liver  function  tests;  one  report  of  possible  drug-induced  hepatitis  without  ictei ; 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride,  chi 
thalidone  and  papaverine  hydrochloride.  Weight  gain,  transient  elevation  of  blc 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Raynau 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  Chang 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rash,  : 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  associa 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  dryne 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecomas 
weakly  positive  Coombs’  test,  asymptomatic  electrocardiographic  abnormalit 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  or 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (clonid 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  Gas 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  complete 
covery  within  24  hours.  Tolazolme  in  intravenous  doses  of  10  mg  at  30-min 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochloride)  o\ 
dosage. 

How  Supplied:  Catapres,  brand  of  clonidine  hydrochloride,  is  available  as  0.1 
(tan)  and  0.2  mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  10 

For  complete  details,  please  see  full  prescribing  information. 

Under  license  from  Boehringer  Ingelheim  GmbH 
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Abstracts 


Shimaoka,  K.,  Getaz,  E.  P.,  Kazack,  M.,  Rao,  U.,  Nor- 
man, M.,  Wallace,  H.  J.,  Jr.,  Shedd,  D.  P.,  and  Walsh, 

D.:  Thyroid  screening  program  for  irradiated  population, 
New  York  State  J.  Med.  79:  1525  (Sept.)  1979. 

A screening  program  was  set  up  at  RPMI  (Roswell  Park 
Memorial  Institute)  for  those  who  are  at  a higher  risk  of 
developing  benign  and  malignant  goiter,  due  to  radiation 
therapy  for  benign  conditions  in  the  head  and  neck  areas 
during  infancy  and  childhood.  During  the  first  year,  735 
patients  were  screened,  and  159  patients  were  found  to 
have  palpable  abnormalities  of  the  thyroid.  Ninety  pa- 
tients participated  in  a randomized  suppressive  therapy 
trial,  and  24  patients  achieved  complete  disappearance  of 
their  goiters.  Twenty-eight  patients  underwent  thyroid 
operations;  eight  were  found  to  have  well-differentiated 
thyroid  carcinoma  and  two  parathyroid  adenoma. 

Burleson,  R.  L.,  Schroeder,  E.  T.,  Marbarger,  P.  R., 
Henry,  J.  B.,  Small,  Z.,  DeRito,  J.  R.,  and  DeVoe,  C.: 

Renal  transplantation;  therapeutic  effectiveness  at  State 
University  of  New  York  Upstate  Medical  Center,  New’ 
York  State  J.  Med.  79:  1528  (Sept.)  1979. 

The  therapeutic  effectiveness  of  renal  transplantation 
at  State  University  of  New  York  Upstate  Medical  Center 
has  been  analyzed  in  terms  of  survival  and  morbidity  of  the 
transplant  and  nontransplanted  ESRD  (end  stage  renal 
disease)  patient  and  the  number  of  patients  treated.  Renal 
transplantation  is  performed  with  minimal  mortality  rate. 
It  is  an  effective  therapeutic  procedure  in  that  patients 
with  successful  transplants  perceive  that  their  life  is  better 
following  transplantation,  and  the  long-term  survival  rate 
of  patients  with  transplants  is  significantly  greater  than 
for  nontransplanted  patients.  Morbidity  for  the  trans- 
plant patient  is  no  greater  than  for  the  nontransplanted 
ESRD  patient  as  judged  by  the  number  of  days  spent  in  the 
hospital  by  the  ESRD  patient  populations  with  and  with- 
out transplantation.  Despite  its  proved  value,  we  have 
been  able  to  accomplish  less  than  one  third  of  the  trans- 
plants required  by  the  ESRD  population  of  central  Upstate 
New  York.  This  failure  primarily  relates  to  our  inability 


to  procure  available  cadaver  kidneys,  a situation  that  in 
large  measure  is  occasioned  by  the  absence  of  an  appro- 
priate legal  climate  in  which  maximum  utilization  of  organs 
for  transplantation  can  occur. 

Zimberg,  S.:  Alcoholism;  prevalence  in  general  hospital 
emergency  room  and  walk-in  clinic,  New  York  State  J. 
Med.  79:  1533  (Sept.)  1979. 

A study  of  the  prevalence  of  alcoholism  was  carried  out 
in  the  emergency  room  and  walk-in  clinic  of  the  Hospital 
for  Joint  Diseases  and  Medical  Center.  A prevalence  of 
alcoholism  of  28  percent  was  found  in  the  walk-in  clinic  and 
31  and  38  percent  in  the  emergency  room.  Few  alcoholic 
individuals  were  diagnosed  as  alcoholic  or  referred  for 
treatment  by  the  walk-in  clinic  and  emergency  room 
physicians  due  to  pessimistic  attitudes  regarding  the 
treatment  of  alcoholism.  The  high  prevalence  of  alco- 
holism in  these  acute  medical  services  indicates  that  they 
are  major  areas  for  case  finding  of  alcoholics.  However, 
to  engage  the  alcoholic  patients  in  treatment,  alcoholism 
counselors  should  be  part  of  the  staff  of  these  services. 

Neuhoff,  S.  D.,  Gal,  D.,  and  Tancer,  M.  L.:  False  neg- 
ative oxytocin  challenge  test  result;  review,  New  York 
State  J.  Med.  79:  1537  (Sept.)  1979. 

A false  negative  OCT  (oxytocin  challenge  test)  result  is 
one  in  which  antepartum  fetal  demise  occurs  within  seven 
days  of  a negative  OCT  finding.  The  literature  is  reviewed 
and  includes  a total  of  7,883  tests  on  4,589  patients  which 
have  been  reported.  Among  these,  6,593  negative  and  23 
false  negative  OCT  results  have  been  reported,  an  inci- 
dence of  0.349  percent.  The  false  negative  OCT  results  are 
critically  reviewed  and  discussed.  Not  all  reported  cases 
of  false  negative  OCT  findings  are  truly  false  negative,  ei- 
ther because  the  result  was  misinterpreted  or  the  event 
causing  fetal  demise  could  not  have  been  predicted  by  the 
OCT.  The  corrected  false  negative  rate  is  0.167  percent. 
We  conclude  that  the  negative  OCT  result  can  be  relied  on 
as  an  indicator  of  fetal  well-being  for  at  least  seven  days. 
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Books  Reviewed 


<■  Basic  and  Clinical  Immunology.  Second  edition. 
Fudenberg,  H.  H.,  Stiles,  D.  P.,  Gardner,  J.  L.,  and  Wells, 

J.  V.  Lange,  1978. 

The  rapid  growth  of  basic  immunologic  knowledge  and 
the  increasingly  successful  application  of  such  information 
to  clinical  situations  has  created  the  need  for  this  book. 
The  volume  is  organized  into  four  sections  dealing  with 
basic  immunology,  immunobiology,  laboratory  tests,  and 
clinical  immunology,  providing  in  many  areas  several  levels 
of  knowledge  about  the  same  subject.  The  reader  can  find 
the  level  of  information  needed  without  having  to  wade 
through  extraneous  material.  The  chapter  references  are 
plent  iful  and  useful;  the  illustrations  are  simple  and  clear 
as  is  the  writing. 

While  it  is  as  an  immunologic  almanac  that  this  paper- 
back has  its  major  merits,  the  material  in  the  basic  section 
is  presented  at  a fairly  sophisticated  and  comprehensive 
level.  It  was  a particular  joy  to  see  a chapter  devoted  to  the 
history  and  development  of  the  science.  The  weakest 
chapters  are  found  in  the  clinical  section  wherein  the 
rheumatic  and  hematologic  diseases  are  merely  sketched 
in  single  chapters.  As  much  immunologic  data  and  much 
more  useful  clinical  information  can  often  be  found  in  the 
standard  subspecialty  texts.  Despite  these  complaints, 
if  one’s  reference  collection  is  to  have  only  a single  book  on 
immunologv,  this  is  the  one  to  have.  Alan  S.  Josephson, 
M.D. 

Forgive  and  Remember:  Managing  Medical  Failure. 

By  Charles  L.  Bosk.  Chicago,  the  University  of  Chicago 
Press,  1979.  Cloth,  236  pages.  Price,  $15. 

The  author,  an  assistant  professor  of  sociology  and 
Fellow  at  the  University  of  Pennsylvania,  relates  his  ex- 
perience and  observations  during  an  18-month  field  study 
as  an  observer  at  an  unnamed  prestigious  urban  hos- 
pital. 

The  book  is  a sociological  research  of  a surgical  residency 
program.  The  author  evaluates  how  the  system  works  by 
participating  as  an  observer  in  the  daily  activity  of  ward 
rounds,  conferences,  and  routine  “scut  work.”  The  book 
is  replete  with  anecdotes  of  the  evaluation  of  the  residents 
and  attendings,  their  conflicts,  accountability,  controls, 
errors,  and  how  they  are  handled.  The  mortality  and 
morbidity  conferences  including  grand  rounds  are  em- 
phasized as  part  of  the  training  of  a surgeon. 

The  general  theme  pervading  the  book  is  that  technical 
errors  of  omission  or  commission  are  tolerated  as  part  of 
the  learning  process.  However,  moral  errors  of  inatten- 
tiveness, laziness,  or  not  acting  in  good  faith  are  not  toler- 
ated. ft  illustrates  how  the  pyramid  system  of  selecting 
the  chief  resident  is  designed  to  identify  the  most  compe- 
tent and  promising  individual  by  stressing  the  values  of 
ability,  reliability,  attentiveness,  self-discipline,  and  re- 
sponsibility. While  some  sociologists  have  claimed  that 
physicians  receive  almost  no  ethical  training,  the  author 
tates  that  the  “postgraduate  training  of  surgeons  is  above 
all  things  an  ethical  training.” 
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This  book  is  of  a much  higher  caliber  than  many  socio- 
logical studies  of  medicine.  The  introduction  and  con- 
clusions are  verbose  and  repetitious  which  detracts  from 
its  readability.  However,  for  those  who  have  not  been 
through  these  medical  vineyards  the  book  may  be  an  ed- 
ucational experience.  Ralph  S.  Emerson,  M.D. 

Stroke:  A Guide  for  Patients  and  Their  Families. 

Revised  edition.  By  John  E.  Sarno,  M.D.,  and  Martha 
Taylor  Sarno,  M.A.  Introduction  by  Howard  A.  Rusk, 
M.D.  New  York,  McGraw-Hill  Book  Company,  1979. 
Paperback,  215  pages.  Price  $4.95. 

“STROKE”  is  a very  interesting  book  written  as  a guide 
for  patients  and  their  families  following  the  catastrophe 
of  stroke.  Dr.  Sarno  is  professor  of  clinical  rehabilitation 
medicine  at  New  York  University  School  of  Medicine.  He 
is  director  of  the  Outpatient  Service  at  the  Institute  of 
Rehabilitation  Medicine  of  the  University  Medical  Center. 
Martha  Taylor  Sarno,  M.A.,  is  associate  professor  of  clin- 
ical rehabilitation  medicine  at  the  New  York  University 
School  of  Medicine,  and  also  is  the  Director  of  Speech 
Pathology  Services  at  the  Institute  of  Rehabilitation 
Medicine. 

The  format  of  the  book  is  rather  unique  in  that  it  consists 
of  six  chapters  which  deal  with  the  cause  of  stroke;  the 
physical  consequences  of  stroke;  the  speech  disorders  as- 
sociated with  stroke;  the  intellectual  and  emotional  aspects 
of  stroke;  rehabilitation;  and  the  prognosis  in  stroke.  Each 
of  these  chapters  form  a series  of  questions  and  answers 
which  discuss  the  topics  mentioned.  The  questions  may 
have  been  accumulated  by  Dr.  and  Mrs.  Sarno  during  their 
own  vast  experience  with  the  disease  and  the  answers 
present  excellent  but  simple  explanations,  which  can  be 
easily  understood  by  the  patient  or  family. 

This  definitely  is  not  a book  intended  for  the  medical 
audience.  However,  while  reading  through  the  entire  book 
I could  remember  many  of  the  questions  asked  me  by  some 
of  my  own  patients  and  families;  and  there  were  many 
times  that  it  would  have  been  very  profitable  to  merely 
refer  them  to  a book  like  this  which  would  easily  answer  all 
their  questions.  I feel  the  book  has  a useful  purpose  and 
should  he  widely  read.  Bernard  S.  Post,  M.D., 
F.A.C.P. 

Norethindrone.  Edited  by  Mary  Jean  Pramik.  Palo 
Alto,  Calif.,  Syntex  Laboratories,  1978.  Illustrated,  100 
pages.  Cloth;  Available  free  from  the  Medical  Services 
Dept.,  Syntex  Labs.,  Inc.,  3401  Hillview  Ave.,  Palo  Alto, 
Calif.  94304 

This  small  volume  gives  a study  of  this  drug  from  the 
time  of  its  discovery,  including  the  early  history  and  its 
derivation  from  the  barhasco  root  of  Mexico  through  its 
synthesis,  and  includes  the  biology,  toxicology,  and  clinical 
studies. 

The  monograph  is  available,  without  charge,  from  the 
Medical  Services  Department,  Syntex  Laboratories,  Inc., 
3401  Hillview  Avenue,  Palo  Alto,  California  94304. 
A.A.A. 
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Does  it  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodilan— compatible 
with  concomitant  therapy 

• vasodilan— compatible 
with  your  total  regimen 
for  vascular  insufficiency 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other' information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective, 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 
2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular  5 to  10  mg.  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses.  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per 
2 ml.  ampul,  box  of  six  2 ml  ampuls. 

U S Pat  No  3,056,836 

VASODILAN 

(BOXSUFRINE  HQ) 

20-mg  tablets 
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Editorials 


Guest  editorial 

Reflections  of  past  chairman  of  Board  of  Censors  of  the  Medical  Society  of  the  County 


of  Queens 


Osier  believed  a physician  should  reinforce  his 
expertise  with  the  3 H’s — Humility,  Humanity, 
Humor. 

In  our  county  of  more  than  2,000  M.D.s,  we  have 
come  across  many  who  have  attained  these  qualities. 
However,  it  is  at  the  other  end  of  the  spectrum  that 
the  Board  of  Censors  functions;  to  bind  up  the 
grievances  of  those  patients  who  find  these  traits 
wanting. 

And  what  are  these  grievances? 

1.  Mainly  bruised  feelings — not  sufficient  time 
and  attention  to  symptoms  which  bring  the 
patient  to  the  physician  in  the  first  place — in 
essence  the  physician’s  unavailability  as  a 
person,  emotionally  or  physically. 


2.  High  on  the  list  of  complaints  are  the  repeti- 
tive requests  for  completion  and  delays  of  in- 
surance forms. 

3.  Finally,  some  arrogance,  some  high  almighty 
egos,  some  short  fuses,  some  greed. 

Our  surveillance  indicates  that  there  is  a persis- 
tently small  percentage  of  physicians  creating  these 
disturbances.  Though  few  in  number,  they  cannot 
be  condoned.  We  are  each  of  us  diminished  by  a 
colleague’s  behavior  when  it  erupts. 

It  is  evident  also  that  some  patients  appear  un- 
reasonable and  demanding.  This  may  be  the  part  of 
their  personality  with  which  as  physicians  we  must 
try  to  cope. 

PHILIP  K.  KAUFMAN,  M.D.,  Past  Chairman 


Guest  editorial 

Who  is  medicine’s  chief  enemy?  The  physician! 


Physicians  resent  meddling  by  hucksters,  by 
“felchers,”  by  incompletely  trained  “practitioners,” 
and  others;  they  scream  at  “political  control”  and 
bureaucracies,  but  where  does  the  fault  lie  for  the 
intrusion  by  these  interlopers?  Right  at  home! 
There  are  two  cankers,  the  “specialist”  panacea, 
which  has  decimated  the  general  practitioner,  and 
the  “group”  practice. 

The  basic  premise,  first,  is  that  the  public  must 
have  sufficient  medical  care,  at  reasonable  fees! 
They  must  have  family  physicians,  men  they  can 
turn  to  as  their  physician  and  as  a friend;  one  who 
knows  their  family  intimately,  their  status,  and  their 
problems.  This  is  basic. 

Starting  about  the  time  of  World  War  II,  which, 
because  of  sudden  needs,  probably  gave  impetus  to 
the  movement  for  specialization  and  overspeciali- 
zation, there  has  been  a gradual  development  of  an 


army  of  generals,  without  privates,  corporals,  or 
sergeants.  Today,  for  example,  the  Yellow  Pages  of 
the  phone  book  list  pages  of  “specialists,”  accredited 
and  self-styled.  Accordingly,  the  patient  must  first 
diagnose  his  own  disease  to  determine  what  specialty 
he  fits  into,  and  then,  hopefully,  if  he  has  correctly 
diagnosed  his  need,  he  will  contact  a professed 
“specialist.”  Even  if  he  “accidentally”  picks  a true 
specialist,  what  if  his  diagnosis  is  wrong?  If  he  had 
a family  physician  available,  this  might  not  happen, 
but  because  of  high-sounding  rules  by  vested  “au- 
thorities,” family  physicians’  privileges  have  been 
arbitrarily  limited  in  hospitals,  so  the  species  is  be- 
coming extinct. 

This  schism  between  classes  of  physicians  proba- 
bly came  to  the  fore  most  graphically  in  surgery,  so 
that  the  several  “Doctors  Moore,”  of  the  Department 
of  Surgery,  University  of  Colorado  School  of  Medi- 
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cine,  recently  wrote  an  illuminating  article  “War 
Between  the  Specialists,”  in  Surgical  Rounds,  stating 
that  “the  ‘clash’  between  surgeons  and/or  nonsur- 
geons and  subspecialty  groups  is  becoming  absurd 
. . . as  the  . . . cries  for  priority  are  based  on  ‘special 
knowledge,’  ‘tradition,’  and  the  adamant  demands 
of  national  colleges  and  boards  and  other  self-ap- 
pointed and  anointed  groups.”1  (They  well  conclude 
that  . . if  physicians  and  surgeons  do  not  solve  these 
problems,  some  governmental  group  will  establish 
‘guidelines’  which  will  be  inflexibly  translated  as 
absolute  rules  without  any  sense  or  reasonable- 
ness.”2) 

Next,  behind  and  close  to  this  turmoil,  is  the  ad- 
vent of  “groups.”  A patient  is  referred  to  a specialist, 
an  internist,  for  example,  who  hospitalizes  him,  and 
then,  almost  every  day,  a different  member  of  the 
“group”  visits  the  patient.  The  “group”  says  it’s 
“good”  medicine,  but  the  patients  are  saying  “it’s 
spinach  and  to  hell  with  it!”  Women  go  to  obstetri- 
cians, but  at  every  visit  they  see  a different  member 
of  the  “group,”  and  when  delivery  time  comes,  an 
unfamiliar  face  shows  up,  not  the  man  of  their  choice, 
with  whom  they’ve  built  up  a comfortable  kinship. 
The  reply  given  is:  “It’s  alright,  he’s  a Board  Certi- 
fied obstetrician,”  but  the  patient  says:  “So  what? 
To  me,  he’s  not  the  man  I chose!”  About  17  to  18 
years  ago,  this  writer,  who  used  to  do  some  obstetrics 
in  those  days,  referred  his  last  two  cases  to  a top- 
notch  obstetrician.  One  patient  cried  hysterically, 
refused  to  go,  and  had  to  be  delivered  by  the  writer. 
The  other  case,  today  18  years  later,  is  still  reminding 
the  writer  that  he  “refused”  to  deliver  her. 

Patients  go  to  a particular  physician  because  they 
want  to  establish  a relationship  on  a one-to-one  basis, 


for  their  benefit.  They  don’t  want  to  be  told 
“someone  else  just  as  good  may  come  in  to  see  you.” 
Many  patients  will  not  willingly  accept  referral  to  a 
“group”  or,  on  finding  they  are  so  enmeshed,  will 
make  other  arrangements.  Strangely,  we  are,  in 
short,  trying  to  teach  the  patients  that  any  physician 
they  go  to  is  all  right  for  them,  one  is  as  good  as  the 
next,  and  the  patients  are  rebelling.  Many  are 
turning  to  cultists  and  “practitioners”  of  various 
types,  where  they  can  pick  the  individual  who  treats 
them,  and  they  say:  “We  can  get  him.  ” This  is  the 
direct  fault  of  the  medical  profession.  The  answer 
must  be:  first,  a greater  number  of  competent  family 
practitioners  who  must  not  be  hindered  from  treating 
their  patients  by  created,  artificial  “regulations,”  and, 
second,  there  must  be  a one-to-one  relationship  be- 
tween the  patient  and  a particular  physician. 
Seeing  a patient  once,  as  a specialist,  except  for 
consultation,  especially  for  a fee  unreasonable  to  the 
patient,  does  medicine  no  good! 

We’re  digging  ourselves  a deep  grave  where  the 
bureaucracies  will  help  bury  us.  The  public  feels 
we’ve  lost  interest  in  them.  They  want  rapport  with 
the  physicians  they  engaged,  and  do  not  want  to  be 
told  where  to  go,  and  who  will  treat  them. 

Isn’t  that  what  medicine  is  fighting  about  with  the 
Government? 

LESTER  J.  CANDELA,  M.D. 

Executive  Director 
Medical  Society  of  the  County 
of  Queens 
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The  association  of  thyroid  carcinoma  in  a pedi- 
atric population  with  previous  thymic  irradiation  was 
described  by  Duffy  and  Fitzgerald  in  I960.1  Since 
then,  various  epidemiologic  studies  have  confirmed 
an  increased  incidence  of  thyroid  carcinoma  among 
the  people  who  received  radiation  therapy  for  benign 
conditions  in  the  head  and  neck  areas  during  infancy 
and  childhood.2-8  As  a result,  two  workshops  were 
held,910  and  the  results  of  several  screening  programs 
for  thyroid  carcinoma  have  been  reported.11-16 

A screening  program  was  set  up  at  RPMI  (Roswell 
Park  Memorial  Institute)  in  February,  1977,  to  screen 
previously  irradiated  individuals  for  thyroid  abnor- 
malities. The  results  of  our  operation  for  the  first 
year  are  reported  here. 

Patients  and  methods 

The  Cancer  Information  Service  of  RPMI  received 
and  answered  all  incoming  inquiries  and  requests, 
and  screening  clinic  appointments  were  mailed  to  the 
patients  with  a short  history  form  and  a description 
of  the  screening  procedure.  Between  February, 
1977,  and  January,  1978,  735  patients  were  examined 
in  the  Thyroid  Screening  Clinic.*  Physical  exami- 
nations of  the  head  and  neck  area  were  carried  out, 
and  the  laboratory  findings  for  complete  blood  count, 
ESR  (erythrocyte  sedimentation  rate),  SMA 

* Those  who  participated  in  this  thyroid  screening  program  were 
given  full  explanations  of  the  nature  of  the  procedures,  and  in- 
formed consent  was  obtained  from  all  individuals  in  this  study. 


A screening  program  was  set  up  at  RPMI  ( Roswell 
Park  Memorial  Institute ) for  those  who  are  at  a 
higher  risk  of  developing  benign  and  malignant  goi- 
ter, due  to  radiation  therapy  for  benign  conditions  in 
the  head  and  neck  areas  during  infancy  and  child- 
hood. During  the  first  year,  735  patients  were 
screened,  and  159  patients  were  found  to  have  pal- 
pable abnormalities  of  the  thyroid.  Ninety  patients 
participated  in  a randomized  suppressive  therapy 
trial,  and  24  patients  achieved  complete  disappear- 
ance of  their  goiters.  Twenty-eight  patients  un- 
derwent thyroid  operations;  eight  were  found  to  have 
well-differentiated  thyroid  carcinoma  and  two 
parathyroid  adenoma. 


(sequential  multiple  analyzer)-12,  and  serum  T4 
(thyroxine)  by  R1A  (radioimmunoassay)  and  carci- 
noembryonic  antigen  were  obtained. 

If  palpable  abnormalities  of  the  thyroid  were  found 
during  the  examination,  further  evaluations  were 
obtained.  Six-hour  uptake  and  thyroid  imaging  were 
performed  by  12:iI  (radioisotope  of  iodine)  and  a 
scintillation  camera  with  a pinhole  collimator.  Ad- 
ditional laboratory  test  results  obtained  include 
serum  thyroid-stimulating  hormone  bv  RIA;  an- 
tithyroglobulin  and  antimicrosomal  antibodies;  cir- 
culating thyroglobulin,  by  RIA;  serum  triiodothy- 
ronine, cholesterol,  triglyceride,  and  thyroxine- 
binding globulin,  also  by  RIA;  and  HL-A-histocom- 
patibility  antigen  typing.  Indirect  laryngoscopy  and 
needle  aspiration  cytology  were  performed  on  all 
patients  who  agreed.  If  there  were  no  clinical  find- 
ings to  suggest  the  presence  of  thyroid  cancer,  ob- 
servation on  suppressive  therapy  for  six  months  was 
recommended.  If  the  nodules  steadily  grew  while  on 
suppressive  therapy,  the  patients  were  urged  to  have 
surgery  because  of  suspicion  of  cancer.  Otherwise, 
at  the  end  of  six  months,  a thyroidectomy  was  offered 
to  the  patients  who  had  not  achieved  complete  dis- 
appearance of  the  nodules. 

Those  patients  who  had  no  palpable  abnormalities 
or  no  abnormal  laboratory  test  findings  were  sched- 
uled for  reexamination  at  yearly  intervals.  Those 
with  abnormal  laboratory  test  results  were  recalled 
for  repeat  determination  or  referred  to  their  primary 
care  physicians. 

Results 

Among  735  patients  who  were  examined  because 
of  previous  radiation  exposures  to  the  head  and  neck 
areas,  159  patients  were  found  to  have  palpable  ab- 
normalities, as  shown  in  Table  I.  There  was  no  dif- 


September  1979/New  York  State  Journal  of  Medicine  1525 


TABLE  I.  Frequency  of  thyroid  abnormalities  between 
male  and  female 


Statistic 

Male 

Female 

Total 

Number  screened 

275 

460 

735 

Thyroid  abnormalities 

55 

104 

159 

Percent 

20.0 

22.6 

21.6 

ference  between  male  and  female.  This  represents 
21.6  percent  of  the  population  screened  and  com- 
pares well  with  other  screening  programs  which  re- 
port palpable  abnormalities  in  from  9 to  36  percent 
of  patients.11-16  In  addition  to  thyroid  abnormali- 
ties, we  found  three  cases  of  benign  breast  disease  in 
women  whose  breasts  had  been  in  the  radiation  field. 
Figure  1 shows  the  age  distribution  at  the  time  of 
radiation  therapy  and  at  the  time  of  screening. 
Median  ages  were  14  and  35  years,  respectively.  The 
majority  of  patients,  75.5  percent,  received  radiation 
therapy  during  the  period  from  1940  to  1959.  The 
average  interval  between  radiation  therapy  and 
screening  examination  was  25.6  years.  Older  persons 
tended  to  have  more  frequent  palpable  abnormalities 
(p  < 0.05).  Although  a greater  number  of  women, 
460,  than  men,  275,  were  examined,  the  frequency  of 
thyroid  abnormalities  was  approximately  the  same. 
There  were  223  Protestants,  422  Catholics,  36  Jews, 
and  41  of  other  religions;  the  frequency  of  palpable 
thyroid  abnormalities  was  not  significantly  different 
by  religious  background.  Of  the  total,  725  patients 
were  white,  7 were  black,  and  3 were  of  other  races. 
The  conditions  for  which  these  patients  had  received 
irradiation  were  thymus  in  137,  tonsils  and  adenoids 
in  68,  acne  in  308,  and  miscellaneous  in  243.  Some 
pat  ients  received  multiple  courses  of  therapy. 

The  most  frequently  encountered  abnormal  values 
of  laboratory  test  results  were  lactic  dehydrogenase, 
occurring  in  28  percent;  mean  corpuscular  value, 
occurring  in  23  percent;  and  ESR,  also  occurring  in 
23  percent.  However,  the  majority  of  the  results 
which  fell  outside  the  normal  range  were  either  bor- 
derline or  minor.  We  failed  to  find  significant  dif- 
ferences in  the  laboratory  test  results  between  those 
who  had  palpable  thyroid  abnormalities  and  those 
who  did  not,  except  for  ESR  and  serum  bilirubin 
levels.  The  latter  of  above  1 mg.  per  100  ml.  was 
found  in  7 percent  of  the  patients  with  palpable  ab- 
normalities and  in  14  percent  of  the  individuals 
without  palpable  abnormalities  (p  < 0.02).  On  the 
other  hand,  a greater  percentage  of  the  accelerated 
ESR  results  was  found  among  those  with  thyroid 
abnormalities,  31  versus  21  percent  with  p less  than 


FIGURE  1 . Age  distribution  at  time  of  radiation  therapy  and 
time  of  screening. 


0.025,  as  shown  in  Table  II. 

When  palpable  abnormalities  were  found  in  the 
thyroid,  these  patients  underwent  thyroid  imaging 
with  123I.  Since  these  patients’  thyroids  had  previ- 
ously been  irradiated,  it  was  very  important  for  us  to 
minimize  any  further  radiation  burden.17  Although 
99mTc(technetium)-pertechnetate  is  a popular  ra- 
dionuclide for  thyroid  imaging  with  a low  radiation 
dose  to  the  gland,  discrepancies  in  results  have  been 
found  when  compared  to  radioiodine. 18,19  The 
scintillation  camera  with  pinhole  collimator  was  the 
instrumentation  of  choice  for  123I,  since  this  allowed 
thyroid  imaging  in  a short  time.  Abnormal  images 
were  obtained  in  86  patients,  that  is,  60  percent,  of 
144  patients  studied. 

Only  1 of  159  patients  with  palpable  thyroid  ab- 
normalities had  clinical  findings  suggestive  of  thyroid 
carcinoma.  Those  patients  with  palpable  abnor- 
malities who  agreed  to  undergo  suppressive  therapy 
for  six  months  were  placed  on  a modest  dose  of  thy- 
roid hormone.  We  have  previously  shown  that 
suppressive  therapy  is  useful  in  differentiating  pa- 
tients with  thyroid  carcinoma  from  patients  with 
benign  goiter  and  decreasing  the  need  for  surgical 
intervention.20-22 

Ninety  of  these  patients  agreed  to  participate  in 
a randomized  study  in  which  effectiveness  of  sup- 
pressive therapy  with  liothyronine  and  desiccated 
thyroid  was  compared.*  Six  patients  decided  not  to 
receive  suppressive  therapy  and  to  be  operated  on 

* All  patients  who  participated  in  this  randomized  study  were 
given  lull  explanations  of  the  nature  of  the  procedures  and  signed 
informed  consents. 


TABLE  II.  Test  findings  showing  differences  between  those  with  palpable  thyroid  abnormalities  and  those  without 


f — —Bilirubin s,  c — ESR \ 

Test  Normal  Elevated  Normal  Accelerated 

Kesult  (Percent)  (Percent)  Total  (Percent)  (Percent)  Total 


Thyroid 


Abnormal 

142  (93) 

10(7) 

152 

79  (69) 

36  (31) 

115 

Normal 

455  (86) 

76  (14) 

531 

335  (79) 

87  (21) 

422 

Totals 

597 

86* 

683 

414 

1231 

537 

p < 0.02. 

p < 0.025. 
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soon  after  thyroid  abnormalities  were  found.  The 
remaining  62  patients  have  been  followed  with  or 
without  suppressive  therapy. 

Twenty-four  of  90  patients  on  suppressive  therapy 
achieved  complete  disappearance  of  their  thyroid 
nodules  within  six  months  and  have  continued  sup- 
pressive therapy.  The  remainder  of  the  90  patients 
was  offered  a thyroidectomy,  and  21  accepted. 
Those  who  had  unilateral  disease  had  a lobectomy 
on  the  involved  side  and  isthmusectomy,  and  those 
who  had  bilateral  disease,  a total  thyroidectomy. 

Among  a total  of  28  patients  who  were  operated  on, 
8 patients,  or  29  percent,  were  found  to  have  thyroid 
carcinoma,  all  well-differentiated.  Fourteen  patients 
were  found  to  have  benign  thyroid  lesion  and  17  pa- 
tients chronic  thyroiditis;  many  patients  had  multi- 
ple pathologic  findings.  In  addition,  2 patients  had 
parathyroid  adenomas. 

Comment 

The  thyroid  screening  program  at  RPMI  is  a good 
example  of  preclinical  detection  of  cancer  in  a high- 
risk  population  group  previously  irradiated  for  be- 
nign conditions  in  the  head  and  neck  areas  during 
childhood  and  adolescence.  No  estimates  of  the 
at-risk  population  in  the  United  States  are  available 
at  the  present  time.  However,  a substantial  number 
of  individuals  in  the  United  States  are  assumed  to 
have  received  such  therapy.  The  735  previously  ir- 
radiated persons  examined  at  RPMI  during  the  first 
year  of  the  program  represent  only  a small  part  of  the 
at-risk  population  in  this  community;  22  percent  of 
examined  persons  were  found  to  have  unsuspected 
palpable  abnormalities.  To  date,  eight  thyroid 
cancers  have  been  confirmed,  an  incidence  of  1.1 
percent.  In  spite  of  the  comparable  incidence  of 
palpable  abnormalities  in  our  patients  as  in  the 
previous  studies,  the  number  of  thyroid  cancers 
found  is  somewhat  lower  than  in  the  other  pro- 
grams.11-16 This  finding  may  have  been  influenced 
by  the  design  of  our  program  which  incorporated  six 
months  of  suppressive  therapy  and  adopted  a less 
aggressive  surgical  approach  than  some  other 
studies. 

There  is  suggestive  evidence  in  the  Michael  Reese 
study  that  the  incidence  of  thyroid  nodules  may  be 
plateauing  25  to  30  years  after  radiation  therapy.23 
However,  this  is  yet  to  be  confirmed  by  the  Michael 
Reese  group  and  by  other  studies.  We  plan  to  con- 
tinue follow-up  of  our  patients  on  an  annual  basis. 
Since  the  average  interval  between  radiation  treat- 
ment and  screening  examination  is  25.6  years  in  our 
patients,  it  would  be  of  interest  to  see  the  incidence 
of  palpable  abnormalities  and  thyroid  cancer  in 
coming  years. 

In  addition  to  thyroid  cancer,  the  development  of 
leukemia,  salivary  gland  tumor,  skin  cancer,  cancer 
of  the  larynx,  and  parathyroid  tumor  has  been  re- 
ported. However,  only  benign  and  malignant  thy- 


roid diseases,  parathyroid  adenomas,  and  benign 
breast  diseases  were  found  in  our  first  year  of 
screening. 
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Renal  transplantation  and  maintenance  dialysis 
are  generally  accepted  therapeutic  procedures  for 
patients  with  ESRD  (end-stage  renal  disease). 
Therapeutic  effectiveness  of  the  two  modalities 
varies  from  center  to  center12;  thus,  it  is  important 
for  each  regional  center  to  analyze  its  results  and 
disseminate  that  information. 

We  recently  reported  our  overall  patient  and  graft 
success  for  a three  and  one-half-year  period,  docu- 
menting that  although  the  overall  long-term  func- 
tional success  of  the  renal  allograft  is  only  50  percent, 
the  procedure  is  now  performed  with  minimal  mor- 
bidity and  mortality  rates  for  recipients.  ’ With  re- 
transplantation,  66  percent  of  patients  were  main- 
tained off  dialysis.  'Phis  communication  analyzes  the 
effectiveness  of  renal  transplantation  as  treatment 
for  the  ESRD  population  of  Central  New  York  in 
terms  of  survival  and  morbidity  of  patients  who  had 
and  had  not  received  transplants. 

Materials  and  methods 

The  records  of  the  organ  transplantation  program 


The  therapeutic  effectiveness  of  renal  transplanta- 
tion at  State  University  of  New  York  Upstate  Med- 
ical Center  has  been  analyzed  in  terms  of  survival  and 
morbidity  of  the  transplant  and  nontransplant 
ESRD  (end  stage  renal  disease)  patient  and  the 
number  of  patients  treated.  Renal  transplantation 
is  performed  with  minimal  mortality  rate.  It  is  an 
effective  therapeutic  procedure  in  that  patients  with 
successful  transplants  perceive  that  their  life  is  better 
following  transplantation,  and  the  long-term  sur- 
vival rate  of  patients  with  transplants  is  significantly 
greater  than  for  nontransplant  patients.  Morbidity 
for  the  transplant  patient  is  no  greater  than  for  the 
nontransplant  ESRD  patient  as  judged  by  the 
number  of  days  spent  in  the  hospital  by  the  ESRD 
patient  populations  with  and  without  transplanta- 
tion. Despite  its  proved  value,  we  have  been  able  to 
accomplish  less  than  one  third  of  the  transplants 
required  by  the  ESRD  population  of  Central  Upstate 
New  York.  This  failure  primarily  relates  to  our  in- 
ability to  procure  available  cadaver  kidneys,  a sit- 
uation that  in  large  measure  is  occasioned  by  the 
absence  of  an  appropriate  legal  climate  in  which 
maximum  utilization  of  organs  for  transplantation 
can  occur. 


at  State  University  Hospital  Upstate  Medical  Center, 
for  the  period  July  1,  1974,  through  June  30,  1978, 
were  reviewed  to  determine  the  number  of  cadaver 
organs  obtained  for  transplantation  and  the  number 
of  transplants  done.  Additionally,  the  number  of 
patients  admitted  to  an  ESRD  program  and  the 
number  of  these  receiving  transplants  was  deter- 
mined for  each  of  the  six  dialysis  centers  in  our  ser- 
vice area.  Finally,  the  available  medical  records  of 
all  patients  admitted  to  the  ESRD  program  at  State 
University  Hospital  from  July  1,  1974,  through  De- 
cember 31,  1978,  were  reviewed.  The  suitability  for 
transplantation  and  the  overall  course  after  devel- 
opment of  ESRD  in  terms  of  survival  and  hospital 
inpatient  days  were  determined. 

Statistical  comparison  of  actuarial  survival  was 
made  by  critical  ratio  analysis4;  the  difference  in 
population  means  were  evaluated  by  the  t test  or 
paired  t. 

Results 

The  value  of  the  renal  t ransplantation  program  at 
SUNY  (State  University  of  New  York),  Upstate 
Medical  Center  to  the  ESRD  population  of  Central 
New  York  can  be  measured  both  by  the  efficacy  of 
the  care  provided  for  the  individual  patient  and  by 
the  effectiveness  of  the  program  as  measured  by 
patient  survival  and  morbidity  and  the  percent  of 
patients  treated.  The  record  of  this  program  in 
terms  of  patient  survival  and  kidney  success  rate  has 
been  documented  in  our  previous  communication.4 
The  therapeutic  effectiveness  of  the  program  for  the 
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ESRD  population  of  Central  New  York  in  terms  of 
overall  patient  survival  and  morbidity  and  the  per- 
cent of  patients  treated  is  the  subject  of  this  com- 
munication. 

Three  criteria  of  therapeutic  effectiveness  of  renal 
transplantation  as  a treatment  for  ESRD  were  ap- 
plied: ( 1 ) patient  acceptance  of  the  procedure  and 
result;  (2)  long-term  survival  of  the  patient  with,  as 
opposed  to  without,  a transplant;  and  (3)  an  estimate 
of  morbidity  as  defined  by  hospital  days  per  year  for 
the  patient  with  and  the  patient  without  a trans- 
plant. 

Patient  acceptance  of  the  procedure  was  excellent. 
Only  1 of  the  73  patients  with  successful  transplants 
indicated  that  he  would  not  attempt  transplantation 
again  following  late  failure  of  the  first  or  second  graft. 
All  other  living  patients  with  failed  grafts  are  actively 
waiting  for  another  transplant,  and  all  patients  off 
dialysis  with  a functioning  graft  have  stated  they 
would  undertake  transplantation  again  if  necessary 
to  remain  off  dialysis. 

Ninety  patients  were  admitted  to  the  Upstate 
Medical  Center  ESRD  program  during  the  four  and 
one-half-year  period.  Seventy-nine,  or  87  percent, 
were  judged  to  be  transplant  candidates  at  the  time 
of  admission  into  the  program.  Thirteen  patients, 
14  percent,  were  insulin-dependent  diabetic  indi- 
viduals. Thirty-five,  that  is,  39  percent,  of  the  pa- 
tients, 30  nondiabetic  and  5 diabetic  persons,  were 
given  transplants  during  the  period  of  the  study. 
The  overall  actuarial  survival  rate  of  the  90  patients 
is  presented  in  Figure  1A  for  the  35  patients  with 
transplants  and  the  55  patients  without.  The  sur- 
vival difference  between  the  patients  with  and 
without  transplants  is  significant  at  the  p less  than 
0.05  level  at  one,  two,  three,  and  four  years  for  all 
patients  and  for  those  cared  for  only  at  Upstate. 

Sixty-eight  of  the  90  patients  were  nondiabetic  and 
judged  to  be  transplant  candidates  at  the  time  of 
entry  into  the  ESRD  program;  30  of  these  patients 
received  one  or  more  transplants.  The  mean  age  of 
the  group  with  transplants  was  32.1  plus  or  minus  2.6 
with  a range  of  from  10  to  62  years.  The  mean  age 
of  the  no-transplant  group  was  40.7  plus  or  minus  2.8, 
p less  than  0.05,  with  a range  of  from  7 to  64  years. 
Eight,  that  is,  27  percent,  of  the  patients  receiving 
transplants  were  considered  to  be  high  risk  because 
of  manifest  heart  disease;  seven,  or  18  percent,  of  the 
nonrecipient  group  were  considered  high  risk.  The 
actuarial  survival  for  the  38  transplant  candidates 
who  were  not  given  transplants  and  the  30  transplant 
recipients  is  shown  in  Figure  IB.  The  survival  dif- 
ference between  those  patients  who  did  and  did  not 
receive  transplants  is  significant,  p less  than  0.05,  at 
one,  two,  and  four  years  for  all  patients  and  at  two 
years  for  those  patients  cared  for  only  at  Upstate. 
The  actuarial  survival  for  patients  with  successful 
and  unsuccessful  transplants  and  for  nonrecipient 
candidates  is  presented  in  F'igure  1C.  The  survival 
rate  of  the  patient  with  an  unsuccessful  transplant 
is  at  no  period  worse  than  his  counterpart  without  a 
transplant. 
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FIGURE  1.  Actuarial  survival  of  ESRD  patients  from  time 
of  entry  into  program.  (A)  Transplant  patients  and  nontrans- 
plant patients  who  received  all  their  care  at  Upstate  and  all 
nontransplant  patients.  ( ) Indicates  number  at  risk  at  be- 
ginning of  each  interval.  (B)  Nondiabetic  transplant  patients, 
nontransplant  nondiabetic  transplant  candidates  who  received 
all  their  care  at  Upstate,  and  all  nontransplant  nondiabetic 
transplant  candidates.  ( ) Indicates  number  at  risk  at  be- 
ginning of  each  interval.  (C)  Successful  transplant,  unsuc- 
cessful transplant,  and  nontransplant  nondiabetic  transplant 
candidates.  ( ) Indicates  number  at  risk  at  beginning  of  each 
interval. 

The  mean  hospital  inpatient  days  per  year  per 
patient  was  determined  for  the  nondiabetic  trans- 
plant candidates  who  were  given  transplants  and  for 
those  who  were  not  (Table  I).  Overall  the  means  for 
patients  with  and  without  transplants  were  not  sta- 
tistically different:  p greater  than  0.5.  During  the 
year  of  transplantation  the  mean  number  of  hospi- 
talized days  for  the  patient  with  a transplant  was  not 
statistically  different  for  the  successful  transplant 
as  compared  to  the  unsuccessful  transplant:  p 

greater  than  0.5.  After  the  first  year,  the  mean 
number  of  hospital  days  per  year  for  the  successful 
transplant  group  fell  to  1.7  plus  or  minus  1,  and  66 
percent  of  the  patients  had  0 hospital  days  during  the 
remainder  of  the  study  period. 
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TABLE  I.  Number  of  hospital  inpatient  days  for  ESRD 
patients 


TABLE  III.  Number  of  patients  on  AWL  (active  waiting 
list)  and  renal  transplants  performed 


Patients  MHDYP* 


Nontransplant  26.5  ± 5.7^ 

Transplant  30.6  ± 4.9 

Year  of  transplant 

Successful  46.4  ± 4.3 

Unsuccessful  50.8  ± 6.3 

After  first  year  1.7  ± 1.0 


* Mean  hospital  days  per  year  per  patient  ± standard  error, 
t Includes  all  inhospital  days  from  the  first  dialysis,  but  does  not  include 
one-day  admissions  for  chronic  dialysis  treatments. 

TABLE  II.  Number  of  new  ESRD  patients  and  number 
of  renal  transplants 


Unit 

Number  of 
Patients 

Number  of 
Transplants 

Percent  of 
Patients  Given 
Transplants 

A 

87 

34 

39 

B 

39 

7 

18 

C 

27 

it 

41 

D 

37 

ii 

30 

E 

108 

20 

19 

F 

48 

4 

08 

Total 

346 

87 

25 

In  this  region  346  new  patients  were  entered  into 
the  ESRD  programs  of  the  six  dialysis  units;  87  of 
these  patients,  that  is,  25  percent,  received  renal 
transplants  at  Upstate  Medical  Center  (Table  II). 
As  noted  previously,  87  percent  of  patients  admitted 
to  the  Upstate  Medical  Center  program  were  judged 
to  be  candidates  for  transplantation,  with  13  percent 
of  the  patients  excluded  as  transplant  candidates  on 
medical  grounds.  If  this  percentage  is  extrapolated 
to  the  entire  region,  there  would  have  been  301  new 
transplant  candidates  during  the  four-year  period  in 
the  catchment  area  for  this  program.  Only  87,  or  29 
percent,  of  this  potential  transplant  population  were 
given  transplants. 

Table  III  shows  the  number  of  cadaver  donor 
transplants  performed  and  the  mean  number  of  pa- 
tients on  our  act  ive  wait  ing  list.  An  average  of  only 
43  percent  per  year  of  those  pat  ients  actively  await  ing 
transplantation  have  received  transplants.  Table 
IV  details  the  mean  waiting  time  for  patients  between 
entry  into  the  program  via  institution  of  chronic  di- 
alysis and  ultimate  transplantation.  The  14-month 
waiting  period  for  cadaver  donor  recipients  is  sig- 
nificantly longer  than  for  live  donor  recipients,  p 
greater  than  0.05,  and  reflects  the  dearth  of  available 
kidneys  for  transplantation.  Only  three  patients 
were  transplanted  prior  to  the  institution  of  dialysis, 
all  with  living  donor  kidneys. 

Recent  epidemiologic  studies  indicate  that  in 
Upstate  New  York  approximately  462  cadaver  kid- 
neys, 231  per  million  population,  should  he  available 
for  transplantation  each  year/’  Thus  for  the  four- 
year  period  of  this  study  1,848  kidneys  were  poten- 
tially available  for  transplantation.  Table  V shows 
Ihe  number  of  kidneys  retrieved  from  our  region  for 
transplantation  during  that  period.  For  the  four 
years,  a total  of  98  kidneys,  that  is,  5.3  percent,  of 


Patients  on  Patients  with 


Year  AWL  Transplants  Percent 


1974 

36 

12 

33 

1975 

39 

20 

51 

1976 

40 

16 

40 

1977 

38 

18 

47 

1978 

42 

18 

43 

Mean 

43 

TABLE  IV. 

Duration  of  time  on  dialysis  prior  to 

transplantation 

Patient  Categories 

Months* 

All  transplants 

10.7  ± 1.9 

Live  donor  recipients 

6.5  ± 1.8 

Cadaver  donor  recipients 

14.7  ± 2.9 

Nontransplant 

19.7  ± 2.6 

*Mean  ± standard  error. 

TABLE  V. 

Kidneys  retrieved  in  Upstate  New  York 

. . 

— 

1 

Hospital  July,  1974  to  June,  1976  July,  1976  to  June,  1978 

A 

2 

4 

B 

6 

0 

C 

24 

14 

D 

4 

4 

E 

12 

0 

F 

14 

8 

G 

2 

0 

H 

0 

4 

Total 

64 

34 

those  potentially  available  were  retrieved.  Addi- 
tionally, Table  V shows  a marked  decrease  in  the 
number  of  kidneys  obtained  in  the  last  24  months 
compared  to  the  first  24  months  when  the  program 
was  just  starting.  When  the  two  intervals  are  com- 
pared statistically  by  the  paired  t-test,  0.06  is  greater 
than  p,  which  is  greater  than  0.05.  This  diminution 
in  kidney  retrieval  has  occurred  in  the  face  of  con- 
tinuing efforts  to  establish  a regional  kidney  donor 
program. 

Comment 

The  organ  transplantation  and  medical  nephrology 
services  at  SUNY  University  Hospital,  Upstate 
Medical  Center,  are  responsible  for  providing  care 
for  the  ESRD  population  of  the  Central  New  York 
region.  In  our  program,  home  dialysis  and  trans- 
plantation modalities  are  emphasized.  All  capable 
patients  willing  to  undertake  home  dialysis  are 
guided  into  that  treatment  modality;  thus  at  any 
given  time  50  to  60  percent  of  our  dialysis  patients  are 
on  home  care.  Transplantation  is  advised  for  all 
patients,  including  home  dialysis  patients,  who  are 
deemed  medical  candidates  by  both  the  surgical  and 
medical  services. 

Since  1974,  a team  of  a transplant  surgeon,  urolo- 
gists, nephrologists,  pathologists,  organ  perfusionists 
and  coordinators,  nurse  practitioners,  medical 
technologists,  including  tissue  typers,  nurses,  social 
workers,  and  dieticians  has  been  assembled.  The 
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overall  patient  and  transplant  graft  results  obtained 
in  the  past  four  years  has  been  reported.3  The  ef- 
fectiveness of  this  program  for  the  ESRD  population 
of  Central  New  York  has  been  satisfactory  in  terms 
of  survival  and  morbidity  of  the  transplant  patient 
but  unsatisfactory  in  terms  of  the  number  of  trans- 
plants provided  for  the  ESRD  patient  population. 

Transplantation  can  be  carried  out  with  minimal 
morbidity  and  mortality.3,6  Our  graft  success  rate 
at  one  year  has  been  65  percent  for  living  donor  grafts 
and  46  percent  for  cadaver  donor  grafts.3  That 
successful  transplantation  is  worth  the  effort  and  risk 
is  attested  to  by  the  fact  that  all  but  one  of  our 
transplant  patients  have  expressed  that  life  off  di- 
alysis is  preferable  enough  for  them  readily  to  com- 
mit to  undertaking  retransplantation  because  or  if 
their  graft  has  failed.  From  the  medical  as  opposed 
to  the  personal  point  of  view,  therapeutic  effective- 
ness of  the  procedure  must  be  judged  by  mortality 
and  morbidity  of  the  patient  population  undergoing 
that  therapy. 

Death  as  a direct  result  of  transplantation  has  been 
minimal  and,  as  documented  in  our  previous  report, 
there  is  no  longer  a difference  in  the  survival  of  the 
patient  depending  on  whether  he  received  a living 
donor  or  a cadaveric  donor  graft.3  The  long-term 
survival  rate  of  the  ESRD  patient  undergoing 
transplantat  ion  was  clearly  not  inferior  to  that  of  the 
patient  treated  solely  with  dialysis.  The  survival  of 
the  transplant  patient  was  in  fact  superior  to  the 
nontransplant  renal  failure  patient  both  overall  and 
for  transplant  candidates  who  were  not  trans- 
planted. 

We  believe  the  two  populations  of  patients,  non- 
diabetic transplant  candidates  with  and  without 
transplants,  are  comparable.  All  of  the  patients  in 
these  groups  were  judged  to  be  transplant  candidates 
at  the  time  of  entry  into  the  ESRD  program.  The 
mean  age  of  those  who  were  given  transplants  was 
lower  than  for  those  who  were  not,  32.1  versus  40.7 
years.  However,  that  the  younger  or  healthier  pa- 
tients were  not  selected  for  transplantation  is  at- 
tested to  by  the  fact  that  the  age  range  for  the  two 
groups  is  comparable,  10  to  62  years  for  the  trans- 
plant patient  and  7 to  64  years  for  the  non-trans- 
planted  candidates,  and  that  27  percent  of  the 
transplant  patients  were  high-risk  patients  because 
of  manifest  heart  disease,3  whereas  only  18  percent 
of  the  non-transplanted  candidates  were  high-risk. 

The  diabetic  patient  with  ESRD  is  a special 
problem  and  therefore  is  not  evaluated  with  other 
transplant  candidates.  However,  in  our  limited  ex- 
perience with  Five  transplants,  the  overall  success  rate 
has  been  the  same  as  for  the  nondiabetic  recipients, 
that  is,  60  percent  kidney  success  rate  and  80  percent 
long-term  patient  survival  rate  following  trans- 
plantation. These  data  confirm  other  studies  that 
have  now  indicated  that  the  overall  long-term  sur- 
vival of  the  E^RD  patient  is  enhanced  by  trans- 
plantation.7-10 

Morbidity  for  a population  of  patients  is  difficult 


to  quantitate.  As  noted  previously,  patients  who 
have  received  transplants  perceive  life  after  trans- 
plantation to  be  better  than  before  and  that  the 
morbidity  associated  with  the  procedure  was  worth 
it.  One  quantitative  measurement  of  morbidity  is 
the  number  of  hospital  days  per  year  per  pat  ient  for 
a given  population.  Transplantation  did  not  in- 
crease the  overall  in-hospital  requirement  for  the 
ESRD  population.  During  the  four  and  one-half- 
year  period  of  this  study,  the  overall  mean  hospital 
days  for  the  ESRD  patient  populations  with  and 
without  transplants  was  statistically  the  same.  With 
transplantation,  the  first  year  carried  a high  hospital 
day  rate,  but  after  successful  transplantation  the  rate 
fell  to  a low  level  of  1 .7  days  per  year  per  patient;  for 
two  thirds  of  the  patients  there  were  no  more  hospital 
days  after  the  first  year  of  the  study  period.  The 
unsuccessful  transplant  patient  required  a mean  of 
51  days  in  the  hospital  during  the  transplant  year, 
but  there  was  no  overall  increase  in  the  requirement 
for  hospitalization  as  compared  with  his  nontrans- 
plant counterpart  on  dialysis  exclusively. 

In  spite  of  our  efforts  to  provide  transplantation 
for  patients  with  ESRD,  only  29  percent  of  the 
number  of  transplants  required  were  performed. 
Because  we  have  transplanted  every  available  living 
donor  kidney  and  utilized  every  cadaver  kidney  re- 
trievable, we  conclude  that  the  low  number  of 
transplants  is  a direct  result  of  the  paucity  of  re- 
trieved cadaver  donor  kidneys.  There  are  multiple 
reasons  for  the  failure  to  obtain  cadaver  donor  kid- 
neys. A lack  of  availability  of  kidneys  is  not  a factor, 
since  all  epidemiologic  studies  indicate  that  a vast 
number  of  potentially  usable  kidneys  should  be 
available  for  donation.5 

Brain  death  legislation 

We  believe  that  the  primary  reasons  for  the  failure 
in  retrieval  of  available  cadaver  donor  organs  are  the 
lack  of  legislation  in  New  York  State  which  would 
provide  an  appropriate  legal  climate  for  the  pro- 
nouncement of  death  and  recovery  of  organs  and  the 
reticence  of  the  medical  establishment  to  cooperate 
in  obtaining  available  kidneys.  In  the  past  four 
years,  the  organ  transplantation  service  has  directly 
approached  each  major  hospital  medical  staff  and 
hospital  administration  in  our  region  in  an  attempt 
to  establish  a regional  donor  program.  To  date, 
physician  and  administrative  cooperation  has  been 
less  than  enthusiastic.  There  appears  to  be  a lack  of 
full  understanding  and  appreciation  that  renal 
transplantation  is  not  just  a heroic  endeavor  for  the 
short-term  comfort  of  a dying  patient  but  a life- 
prolonging procedure  that  successfully  rehabilitates 
two  thirds  of  the  patients  for  whom  it  is  attempted. 
Many  physicians  and  hospital  administrators  view 
transplantation  as  a quasi-experimental  heroic  effort 
and  believe  that  the  current  uncertainties  concerning 
the  legal  implications  of  the  pronouncement  of  brain 
death  preclude  their  active  support  of  an  organ  pro- 
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curement  program.  Hospital  adminstrative  staffs 
have  moved  slowly  in  the  establishment  of  donor 
protocols,  have  balked  at  allowing  the  development 
of  surveillance  systems  for  potential  organ  donors, 
and  some  have  precluded  recovery  of  organs  in  their 
institutions  when  patient  families  have  donated  or- 
gans. Their  justification,  unofficially,  is  that  the 
legal  risk  is  too  great  in  the  absence  of  brain  death 
legislation. 

Our  experience  confirms  that  the  medical  estab- 
lishment’s reticence  to  cooperate  in  organ  retrieval 
is  in  large  part  related  to  the  absence  of  statutory  law 
in  New  York  which  clearly  legally  defines  the  pro- 
priety of  the  pronouncement  of  death  on  brain-re- 
lated criteria  when  the  cadaver’s  heart  is  still  beating. 
In  the  first  24  months  of  the  program,  we  were  ob- 
taining an  increasing  number  of  organs  for  trans- 
plantation as  we  worked  to  establish  the  program. 
Because  of  the  obvious  legal  and  malpractice  ques- 
tions, an  effort  was  made  to  obtain  adequate  brain 
death  legislation  in  this  State  to  enable  the  devel- 
opment of  organ  procurement  programs  that  would 
provide  a maximum  number  of  kidneys.  In  June  of 
1976,  the  New  York  State  legislature  addressed  the 
problem,  and  in  the  deliberations  it  was  recognized 
that  current  laws  were  inadequate.  However,  no 
legislation  was  passed.  In  the  succeeding  24  months, 
the  number  of  organs  obtained  decreased  dramati- 
cally; several  hospitals  that  had  been  providing  or- 
gans previously  virtually  stopped  the  programs,  and 
no  new  programs  have  been  established,  although  in 
two  hospitals  we  have  obtained  one  pair  of  kidneys 
in  the  past  24  months  where  none  were  obtained 
before. 

Pronouncement  of  brain  death  is  medically,  ethi- 
cally, morally,  philosophically,  and  religiously  ap- 
propriate.1112  To  be  unable  to  do  so  appropriately 
to  allow  for  organ  donation  may  literally  be  costing 
many  ESRD  patients  their  lives.  Appropriate  leg- 
islation as  now  exists  in  21  other  states  would  dra- 
matically relieve  this  difficulty  in  New  York  State. 

A recent  study  by  the  Center  for  Disease  Control 
in  Atlanta  has  identified  two  factors  that  would 
contribute  most  to  the  establishment  of  an  effective 
organ  donor  effort.5  These  include  establishment 
of  a hospital  surveillance  system  and  provision  of  the 
necessary  personnel  to  relieve  the  physician  of  the 
time  demands  of  organ  donat  ion.  'These  goals  could 
he  accomplished  with  appropriate  brain  death  leg- 
islation. 

Summary 

The  experience  of  the  organ  transplantation  ser- 
vice at  Upstate  Medical  Center  demonstrates  that 
renal  transplantation  is  an  effective  therapeutic 
modality  for  the  treatment  of  ESRD  patients.  'The 
procedure  can  be  performed  with  minimal  mortality 
rate;  it  is  therapeutically  effective  in  that  patients 
with  successful  transplants  perceive  that  their  life  is 
better  following  transplantation  and  the  long-term 


survival  rate  of  transplant  patients  is  significantly 
greater  than  for  nontransplant  patients.  Morbidity 
for  the  transplant  patient  is  no  greater  than  for  the 
ESRD  patient  without  a transplant,  as  judged  by  the 
number  of  days  spent  in  the  hospital  by  the  ESRD 
patient  populations  with  and  without  transplanta- 
tion. 

Renal  transplantation  is  an  acceptable  and  effec- 
tive form  of  medical  treatment  for  patients  with 
ESRD  and  should  no  longer  be  considered  an  ex- 
perimental or  research  modality.  Failure  to  provide 
this  lifesaving  and  life-improving  service  for  all  pa- 
tients who  require  and  want  it  has  been  observed;  in 
fact,  less  than  one  third  of  the  needed  transplants 
have  been  performed.  This  failure  in  the  delivery  of 
medical  care  has  enormous  costs  both  to  the  patient 
and  to  our  society.  The  absence  of  an  appropriate 
legal  climate  in  which  maximum  utilization  of  organs 
for  transplantation  could  occur  plays  a major  role  in 
the  failure  to  provide  the  number  of  needed  trans- 
plants. Appropriate  legislation  that  would  make  the 
physician’s  service  personally  nonhazardous  from  a 
legal  and  liability  standpoint  would  allow  for  provi- 
sion of  an  effective  and  life-prolonging  therapy,  that 
is,  renal  transplantation,  to  all  patients  in  Central 
New  York  who  need,  deserve,  and  want  it. 

State  University  of  New  York 
Upstate  Medical  Center 
750  East  Adams  Street 
Syracuse,  New  York  13210 
(DR.  BURLESON) 
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A study  of  the  prevalence  of  alcoholism  teas  carried 
out  in  the  emergency  room  and  walk-in  clinic  of  the 
Hospital  for  Joint  Diseases  and  Medical  Center.  A 
prevalence  of  alcoholism  of  28  percent  was  found  in 
the  walk-in  clinic  and  31  and  38  percent  in  the 
emergency  room.  Few  alcoholic  individuals  were 
diagnosed  as  alcoholic  or  referred  for  treatment  by 
the  walk-in  clinic  and  emergency  room  physicians 
due  to  pessimistic  attitudes  regarding  the  treatment 
of  alcoholism.  The  high  prevalence  of  alcoholism  in 
these  acute  medical  services  indicates  that  they  are 
major  areas  for  case  finding  of  alcoholics.  However, 
to  engage  the  alcoholic  patients  in  treatment,  alco- 
holism counselors  should  be  part  of  the  staff  of  these 
services. 
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There  have  been  a number  of  reports  indicating 
a relatively  high  prevalence  of  alcoholism  among 
inpatients  in  general  hospitals.1  1 In  1971,  an  article 
in  the  New  York  State  Journal  of  Medicine  docu- 
mented that  60  percent  of  men  and  34  percent  of 
women  admitted  to  the  medical  service  of  Harlem 
Hospital  were  diagnosed  as  alcoholic.4  Only  about 
one  half  of  the  patients  diagnosed  as  alcoholic  by  the 
research  interviewers  were  diagnosed  as  alcoholic  by 
the  medical  house  staff.  Data  from  the  New  York 
County  PSRO  (Professional  Standards  Review  Or- 
ganization) suggests  that  alcoholism  is  the  number 
one  discharge  diagnosis  in  Manhattan  hospitals  for 
Medicaid  and  Medicare  patients.5 

There  have  been  a few  studies  of  the  prevalence 
of  alcoholism  in  emergency  rooms.  A study  con- 
ducted in  New  Haven,  Connecticut,  found  that  about 
20  percent  of  patients  seeking  emergency  psychiatric 
consultation  were  alcoholic.6  A study  in  a military 
hospital  emergency  room  found  that  20  percent  of 
adult  medical/surgical  patients  were  diagnosed  as 
alcoholic.'  In  the  Province  of  Alberta,  Canada,  a 
study  in  a large  urban  general  hospital  emergency 
room  noted  that  25  percent  of  the  patients  had  pos- 
itive breathalyzer  readings  for  alcohol  which  might 
indicate  alcoholism.8 

The  population  served  by  the  Hospital  for  Joint 
Diseases  and  Medical  Center  is  similar  to  that  served 
by  Harlem  Hospital,  essentially  a socioeconomically 
deprived  black  and  Hispanic  population.  At  the 
time  the  Harlem  Hospital’s  inpatient  study  was 
conducted,  only  a small  alcoholism  clinic  was  avail- 
able for  the  treatment  of  alcoholic  patients  at  that 
hospital.  However,  the  Hospital  for  Joint  Diseases 
and  Medical  Center’s  alcoholism  treatment  services 
included  a 10-bed  detoxification  unit,  a halfway 
house,  and  two  alcoholism  clinics.  Therefore,  it  was 


expected  that  the  availability  of  services  would  en- 
courage referrals  of  alcoholic  individuals  for  treat- 
ment. However,  few  referrals  were  being  made  by 
the  emergency  room  or  walk-in  clinic  staff  for  alco- 
holism treatment. 

The  purpose  of  the  present  study  was  to  determine 
the  prevalence  of  alcoholism  in  patients  being  seen 
at  the  Hospital  for  Joint  Diseases  and  Medical  Cen- 
ter’s emergency  room  and  walk-in  clinic  and  to  de- 
termine the  reasons  for  a relatively  low  rate  of  referral 
of  alcoholic  patients.  The  walk-in  clinic  was  recently 
established  at  the  time  of  the  study.  It  served  as  a 
triage  clinic  for  less  serious  complaints,  operating  on 
a 9:00  A.M.-to-5:00-P.M.,  Monday-through-Friday 
basis. 

Method 

The  study  group  consisted  of  randomly  selected 
patients  visiting  the  emergency  room  or  walk-in  clinic 
one  afternoon  a week  during  a three-month  period. 
The  interviews  were  conducted  by  medical  students 
using  the  same  33-item  true-false  questionnaire  and 
six-level  alcohol  abuse  scale  that  was  used  at  the 
Harlem  Hospital  study.  The  patients  were  inter- 
viewed before  being  seen  by  the  physicians  for  eval- 
uation, and  the  medical  charts  were  reviewed  by  the 
students  after  the  completion  of  the  physical  work-up 
by  the  emergency  room  or  walk-in  clinic  physicians, 
to  determine  their  diagnosis  and  disposition. 

A subsequent  study  was  carried  out  with  another 
alcoholism  questionnaire  developed  by  a medical 
student  to  determine  the  prevalence  of  alcoholism 
in  the  emergency  room  and  the  rate  of  successful 
referrals  of  alcoholic  patients  to  the  alcoholism 
treatment  program.  This  study  was  carried  out  on 
randomly  selected  patients  during  evenings  and 
weekends.  The  questionnaire  used  was  a modified 
form  of  the  Michigan  Alcoholism  Screening  Test  and 
the  33-item  questionnaire  utilized  in  the  Harlem 
Hospital  study. 

The  emergency  room  physicians  were  questioned 
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TABLE  I.  Alcohol  abuse  scale 


TABLE  II.  Alcoholism  by  sex  in  walk-in  clinic 


Level 

Number  Stage  Characteristics 


1 

2 


3 


4 


5 


6 


None 

Minimal 


Miid 


Moderate 


Severe 


Extreme 


Drinks  only  on  occasion,  if  at  all. 

Drinking  not  conspicuous, 

occasional  intoxication  (up  to  four 
per  year).  No  social,  family, 
occupational,  health,  or  legal 
problems  related  to  drinking. 

Intoxication  occurring  up  to  once 
a month,  although  generally 
limited  to  evenings  or  weekends 
and/or  some  impairment  in  social, 
family  relations,  or  occupational 
functioning  related  to  drinking. 
No  physical  or  legal  problems 
related  to  drinking. 

Frequent  intoxications,  up  to  one 
or  two  times  per  week  and/or 
significant  impairment  in  social, 
family,  or  occupational 
functioning.  Some  suggestive 
evidence  of  physical  impairment 
related  to  drinking  such  as 
tremors,  frequent  accidents, 
epigastric  distress,  loss  of  appetite 
at  times.  No  history  of  delirium 
tremens,  cirrhosis,  nutritional 
deficiency,  hospitalizations 
related  to  drinking,  or  arrests 
related  to  drinking. 

Almost  constant  drinking 

(practically  every  day).  History 
of  delirium  tremens,  liver 
cirrhosis,  chronic  brain  syndrome, 
neuritis,  nutritional  deficiency, 
or  severe  disruption  in  social  or  ' 
family  relations.  Unable  to  hold 
steady  job  but  able  to  maintain 
self  on  public  assistance.  One  or 
more  arrests  related  to  drinking 
(drunk  and  disorderly). 

All  characteristics  of  severe 
impairment  plus  homelessness 
and/or  inability  to  maintain  self 
on  public  assistance. 


about  the  diagnostic  and  referral  practices  for  alco- 
holism in  an  unstructured  series  of  questions. 

Diagnosis  of  alcoholism 

The  diagnosis  of  alcoholism  in  the  first  part  of  the 
study  was  based  on  relating  information  from  the 
33-item  questionnaire  to  the  alcohol  abuse  scale 
(Table  I).  Patients  with  evidence  of  criteria  found 
in  level  4 or  5 were  considered  alcoholic.  There  were 
no  patients  with  level  6 characteristics.  This  finding 
of  no  level  6 alcoholic  individuals,  that  is,  the  skid 
row,  homeless  type,  was  also  noted  in  the  Harlem 
Hospital  study.  In  the  second  study,  the  diagnosis 
of  alcoholism  was  established  by  the  preponderance 
of  positive  responses  to  problems  associated  with 
drinking.9 

Quantity  of  alcohol  consumed  and  frequency  of 
drinking  information  was  not  used  to  establish  the 
diagnosis  of  alcoholism,  since  these  data  have  been 


Alcohol 

Abuse 

Scale  , Male \ /- Female v 

Level  Number  Percent  Number  Percent  Total  Percent 


1 

6 

30 

22 

72 

28 

55 

2 

2 

10 

2 

6 

4 

8 

3 

3 

15 

2 

6 

5 

9 

4* 

8 

40 

3 

10 

11 

22 

5* 

1 

5 

2 

6 

3 

6 

Total 

20 

100 

31 

100 

51 

100 

* Diagnosed  as  alcoholic. 


TABLE  III.  Alcoholism  by  sex  in  emergency  room 


Alcohol 

Abuse 

Scale  r Male \ r- — —Female , 

Level  Number  Percent  Number  Percent  Total  Percent 


1 

7 

24 

11 

55 

18 

37 

2 

6 

21 

3 

15 

9 

19 

3 

3 

10 

0 

0 

3 

6 

4* 

8 

28 

4 

20 

12 

24 

5* 

5 

17 

2 

10 

7 

14 

Total 

29 

100 

20 

100 

49 

100 

* Diagnosed  as  alcoholic. 


found  to  be  unreliable  in  clinical  practice  and 
epidemologic  surveys. 

Results 

The  prevalence  of  alcoholism  in  the  walk-in  clinic 
was  noted  to  be  14  out  of  51  patients  interviewed, 
that  is,  a prevalence  of  28  percent,  with  a ratio  of  male 
to  female  alcoholic  persons  of  1.8:1  (Table  II).  The 
prevalence  of  alcoholism  in  the  emergency  room  was 
19  out  of  49  patients,  a prevalence  of  38  percent,  with 
a male  to  female  ratio  of  2.1:1  (Table  III).  The  sec- 
ond study  conducted  in  the  emergency  room  found 
17  out  of  54  patients  interviewed  were  alcoholic,  a 
prevalence  of  31  percent. 

There  were  more  alcoholic  persons  in  the  severe 
category  of  alcoholism  seen  in  the  first  emergency 
room  study,  with  7 out  of  19,  compared  to  the  walk-in 
clinic,  with  3 out  of  14.  Therefore,  sicker  patients 
were  in  fact  going  to  the  emergency  room  to  a greater 
extent. 

Age  breakdown  of  alcoholic  individuals  seen  in  the 
first  study  in  the  walk-in  clinic  and  emergency  room 
found  that  most  alcoholic  patients  were  in  the  31-  to 
50-year-old  age  group  (Table  IV).  There  was  only 
one  alcoholic  male  found  in  the  emergency  room 
under  the  age  of  21,  and  none  were  found  over  age 
61. 

Alcoholism  was  considerably  underdiagnosed  by 
physicians  in  the  walk-in  clinic  and  emergency  room 
by  92  and  68  percent,  respectively  (Table  V).  Only 
two  of  the  patients  who  were  diagnosed  as  alcoholic 
were  referred  for  alcoholism  treatment  by  these 
physicians. 
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TABLE  IV.  Alcohol  abuse  by  age  and  sex,  walk-in  clinic 
and  emergency  room 


Age  Group 
(Years) 

Number  of  Patients, 
Walk-In  Clinic 
Male  Female 

Number  of  Patients, 
Emergency  Room 
Male  Female 

0 to  20 

0 

0 

1 

0 

21  to  30 

1 

2 

3 

1 

31  to  40 

2 

2 

4 

2 

41  to  50 

5 

0 

5 

i 

51  to  60 

i 

1 

0 

2 

61  to  65 

0 

0 

0 

0 

Over  65 

0 

0 

0 

0 

Total 

9 

5 

13 

6 

The  second  emergency  room  study  involved  re- 
ferring diagnosed  alcoholic  individuals  by  the  med- 
ical student  to  the  Alcoholism  Treatment  Center.  Of 
the  54  alcoholic  patients  who  were  interviewed,  17 
were  diagnosed  as  alcoholic;  11  alcoholic  patients 
accepted  referral  for  alcoholism  treatment,  but  only 
1 patient  appeared  at  the  Alcoholism  Treatment 
Center. 

Physicians  in  the  emergency  room  were  questioned 
about  the  extent  of  the  problem  of  alcoholism  that 
they  encountered.  They  believed  that  about  one 
third  of  the  emergency  room  patients  were  clearly 
alcoholic.  They  often  did  not  record  the  diagnosis 
of  alcoholism  in  the  chart  or  refer  patients  for  treat- 
ment because  they  felt  that  these  patients  were  not 
generally  willing  to  go  for  alcoholism  treatment  and 
couldn’t  be  helped  even  if  involved  in  treatment. 

Comment 

The  study  determined  a prevalence  of  alcoholism 
in  28  percent  of  the  patients  treated  at  the  walk-in 
clinic  and  in  31  to  38  percent  of  the  patients  treated 
at  the  emergency  room.  During  1976.  when  the 
study  was  carried  out,  there  were  6,227  walk-in  clinic 
visits  and  21,164  emergency  room  visits.  Therefore, 
1,775  visits  to  the  walk-in  clinic  and  between  6,561 
and  8,042  visits  to  the  emergency  room  were  made  by 
alcoholic  individuals.  Generalizing  this  prevalence 
of  alcoholism  seen  in  acute  treatment  services  would 
indicate  an  enormous  number  of  visits  by  alcoholic 
patients  to  emergency  rooms  in  New  York  City  hos- 
pitals. 

Very  few  of  the  patients  considered  alcoholic  by 
the  research  interviewers  were  diagnosed  as  alcoholic 
by  the  physicians,  even  though  their  impression  was 
that  about  one  third  of  the  patients  they  treated  were 
alcoholic.  Very  few  alcoholic  patients  were  referred 
for  treatment  to  the  inpatient  detoxification  service, 
alcoholism  clinics,  or  halfway  house.  Only  1 of  11 
alcoholic  patients,  diagnosed  and  referred  by  the 
research  interviewers  actually  appeared  for  treat- 
ment at  one  of  the  alcoholism  clinics. 

This  situation  of  underdiagnosis  and  little  referral 
of  alcoholic  persons  for  alcoholism  treatment  existed 
in  spite  of  the  availability  of  treatment  services  and 
the  provision  of  several  in-service  training  programs 


TABLE  V.  Diagnosis  of  alcoholism  by  physicians  of 
alcoholic  patients  in  walk-in  clinic  and  emergency  room 


Status  of  Diagnosis 

Walk-In  Clinic 

Emergency  Room 

Alcoholism  diagnosed 

1 (8) 

5 (26) 

Not  diagnosed 

13  (92) 

13  (68) 

Diagnosis  deferred 

0 

1 (6) 

Total 

14(100) 

19(100) 

for  the  physicians  in  the  emergency  room  and  walk-in 
clinic  on  the  diagnosis  and  treatment  of  alco- 
holism. 

It  is  apparent  that  the  availability  of  alcoholism 
services  or  in-service  education  of  physicians  will  not 
materially  alter  their  negative  attitudes  toward  al- 
coholic patients.  Other  approaches  to  enhance  the 
referrals  of  alcoholic  individuals  to  alcoholism 
treatment  have  been  utilized.  Chafetz  et  al.1()  uti- 
lized a team  of  a psychiatrist  and  a social  worker  to 
provide  initial  contact  with  alcoholic  persons  in  the 
emergency  ward  at  Massachusetts  General  Hospital 
and  to  provide  a continuing  relationship  to  alcoholic 
patients  once  they  reached  the  alcoholism  clinic. 
This  approach  significantly  increased  successful  re- 
ferrals for  treatment.  Galanter,  Karsu,  and  Wilder11 
provided  consultation  with  counselors  for  patients 
with  alcohol  and  drug  abuse  on  the  medical  service 
of  Bronx  Municipal  Hospital  Center.  The  counsel- 
ors who  referred  patients  made  successful  referrals 
in  75  percent  of  the  patients  referred.  Bosma1-  re- 
ported on  the  use  of  the  alcoholism  counselors  as  a 
screening  agent  in  the  emergency  room  together  with 
the  physician  to  determine  the  diagnosis  and  dispo- 
sition of  the  suspected  alcoholic  patients.  This  ap- 
proach has  proved  very  successful  in  referral  of  pa- 
tients to  inpatient  detoxification  and  quarterway 
houses  in  Baltimore,  Maryland. 

The  experience  has  been  that  the  diagnosis  and 
referral  of  alcoholic  individuals  for  treatment  is  en- 
hanced by  staff  who  are  knowledgeable  about  alco- 
holism and  committed  to  helping  the  alcoholic  pa- 
tient. The  alcoholism  counselor  who  is  a recovered 
alcoholic  patient  can  with  appropriate  training  be  the 
ideal  staff  member  in  an  emergency  room  to  provide 
these  services.  In  addition  to  serving  as  a role  model 
of  successful  treatment  of  alcoholism  for  both  staff 
and  patients,  they  can  relate  effectively  to  the  alco- 
holic individual,  cut  through  the  denial,  and  enhance 
the  acceptance  of  the  need  for  treatment  in  the  many 
alcoholic  patients  who  appear  for  emergency  medical 
services. 

The  emergency  room  and  walk-in  clinic  are  major 
areas  for  case  finding  of  alcoholic  patients  who  ap- 
pear there  in  acute  distress.  It  is  a key  time  to  engage 
the  patients  in  treatment  for  their  alcoholism.  Al- 
coholism counselors  should  be  part  of  the  emergency 
room  staff  to  effectively  diagnose  and  refer  alcoholic 
individuals  for  treatment. 

1919  Madison  Avenue 

New  York,  N.Y.  10035 
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Since  the  introduction  of  the  of  the  OCT  (oxytocin 
challenge  test)  by  Pose  et  al.1  and  Kubli,  Kaeser,  and 
Hinselmann,2  in  1969,  it  has  become  widely  used  and 
accepted  as  a major  tool  in  the  evaluation  and  man- 
agement of  the  high-risk  pregnancy.  The  positive 
OCT  result  has  late  decelerations  associated  with 
contractions  noted  during  antepartum  monitoring. 
The  negative  OCT  finding  has  no  decelerations. 
Several  series  of  OCTs  are  reported  in  the  litera- 
ture.1 21  While  the  association  of  a positive  OCT 
result  with  the  loss  of  uteroplacental  respiratory  re- 
serve has  been  recognized,2  0,22  it  is  also  known  that 
a significant  number  of  patients  with  a positive  OCT 
finding  will  show  no  late  deceleration  during  labor 
nor  signs  of  neonatal  asphyxia  at  birth.5"7  The 
negative  OCT  result,  on  the  other  hand,  has  been 
accepted  as  a sure  sign  of  fetal  well-being  for  the 
succeeding  seven  days.4-5’8-10’22’23  Only  23  cases  of 
intrauterine  fetal  demise  within  seven  days  of  a 
negative  OCT  finding  have  been  reported,  an  inci- 
dence of  0.349  percent,  and  only  a few  doubts  have 
been  expressed  concerning  the  validity  of  the  weekly 
interval  between  OCTs  or  the  reliability  of  a negative 
challenge  test  result.11,24"31 

Literature  review 

On  reviewing  and  analyzing  the  reports  of  false 

•Junior  Fellow  Prize  Paper  presented  at  the  District  II  Meeting 
<>l'  the  American  College  of  Obstetrics  and  Gynecology,  New  York 
City.  September  22,  1978. 


A false  negative  OCT  ( oxytocin  challenge  test)  result 
is  one  in  which  antepartum  fetal  demise  occurs 
within  seven  days  of  a negative  OCT  finding.  The 
literature  is  reviewed  and  includes  a total  of  7,903 
tests  on  4,589  patients  which  have  been  reported. 
Among  these,  6,593  negative  and  23  false  negative 
OCT  results  have  been  reported,  an  incidence  of  0.349 
percent.  'The  false  negative  OCT  results  are  criti- 
cally reviewed  and  discussed.  Not  all  reported  cases 
of  false  negative  OCT  findings  are  truly  false  nega- 
tive, either  because  the  result  was  misinterpreted  or 
the  event  causing  fetal  demise  could  not  have  been 
predicted  by  the  OCT.  The  corrected  false  negative 
rate  is  0. 167 percent.  We  conclude  that  the  negative 
OCT  result  can  be  relied  on  as  an  indicator  of  fetal 
well-being  for  al  least  seven  days. 


negative  OCTs  findings  these  can  be  divided  into 
three  groups  (Table  I). 

Fetal  demise  that  could  not  be  predicted  by 
OCT.  Unpredicted  fetal  demise  is  represented  by 
Cases  1 through  8 in  'Fable  I.  These  are  the  cases  in 
which  fetal  death  is  caused  by  factors  other  than 
deterioration  of  uteroplacental  respiratory  reserve, 
such  as  intrapartum  insults  or  other  factors  that 
could  not  be  predicted  by  an  OCT.  In  Case  1,  the 
author’s  impression  was  that  a tight  nuchal  cord 
caused  fetal  death.  In  Case  2,  the  death  was  attrib- 
uted to  multiple  congenital  anomalies.  In  Case  3,  the 
patient  was  hospitalized  21  hours  after  OCT  because 
of  placental  abruption  that  caused  fetal  demise.  In 
Case  4,  abruptio  placentae  occurred  five  days  after 
a negative  test  result.  In  Case  5,  a drug-induced 
hypotensive  episode  occurred  that,  according  to  the 
author,  probably  caused  fetal  death.  In  Case  6,  au- 
topsy revealed  chorionic  vessel  thrombosis  that 
probably  occurred  after  the  negative  OCT  result.  In 
Case  7,  neonatal  death  occurred  after  OCT  and  in- 
duction of  labor,  abruptio  placentae  being  the  cause 
of  severe  fetal  asphyxia  and  death.  In  Case  8,  the 
patient  was  hospitalized  because  of  severe  diabetic 
acidosis  five  days  after  a negative  test  finding,  and 
this  was  the  probable  cause  of  fetal  death.  Maternal 
blood  sugar  was  340  mg.  per  100  ml.,  and  arterial  pH 
7.3.  The  fetus  was  dead  on  admission. 

Misinterpreted  OCT  results.  Cases  of  misin- 
terpreted OCT  findings  are  represented  by  Cases  9 
through  12  in  Table  I.  The  OCT  is  a relatively  new 
test,  and,  as  such,  the  interpretation  of  a given  test 
finding  has  been  open  to  disagreement.  Freeman, 
in  an  attempt  to  organize  and  unify  OCT  interpre- 
tation, set  up  guidelines  that  are  well  accepted 
today.22  In  Case  9,  there  are  decelerations  associated 
with  the  first  and  second  contractions.  In  Case  10, 
the  OCT  findings  presented  shows  no  more  than  two 
contractions  in  10  minutes,  a circumstance  which 
fails  to  fulfill  the  criteria  of  a satisfactory  OCT  re- 
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TABLE  I.  False  negative  OCT  results  reported 


Time 

Between 


Num- 

ber 

Case 

Author 
and  Year 
of  Report 

Refer- 

ence 

Number 

Indication 
for  OCT 

OCT  and 
Diagnosis  of 
Fetal  Death 

Perinatal 

Findings 

Tracing 

Description 

Note 

1 

Freeman,  1975 

22 

Not  stated 

Not  stated 

Tight  nuchal 
cord 

Not  presented 

2 

Freeman  et  al., 
1976 

6 

Not  stated 

7 days 

Multiple 

congenital 

anomalies 

Not  presented 

Intrapartal  death 

3 

Seski  and 
Compton,  1976 

25 

IUGR* 

21  hours 

Placental 

abruption 

Not  presented 

4 

Boehm  et  al.,  1976 

19 

IUGR 

5 days 

Placental 

abruption 

Not  presented 

Dysmature 

infant 

5 

Baskett  and  Sandv, 
1975 

27 

Hypertension 

7 days 

Not  stated 

Not  presented 

Drug-induced 

hypotesive 

episode 

6 

Boyd,  Chamberlain, 
and  Fergusson, 
1974 

12 

Preeclampsia 

7 days 

Chorionic  vessels, 
thrombosis 

Not  presented 

7 

Boyd,  Chamberlain, 
and  Fergusson, 
1974 

12 

IUGR 

5 hours 

Placental 

abruption 

Not  presented 

8 

Egley  and  Suzuki, 
1977 

11 

Class  C diabetes 

5 days 

Severe  diabetic 

Negative 

No  gross 

anomalies  of 
fetus  or 
placenta 

9 

Egley  and  Suzuki, 
1977 

11 

Postdatism 

6 days 

Normal  findings 

2 decelerations 

At  44  weeks  of 
gestation  with 
low  estriol 

10 

Kubli,  Kaeser,  and 
Hmselmann, 
1969 

2 

Not  stated 

7 days 

Not  stated 

Unsatisfactory 

Two  positive 
OCT  findings 
2 and  5 days 
prior  to  fetal 
demise 

11 

Parer  and  Alonso, 
1977 

30 

Class  B diabetes 

3 days 

Normal  findings 

3 decelerations 
and  6 

contractions  in 
12  minutes 

Poor  diabetes 
control 

12 

Farahani  et  al., 
1976 

4 

Class  C diabetes, 
IUGR 

7 days 

Atrial  and 
ventricular 
septal  defect 
on  autopsy 

Retrospectively 

suspicious 

13 

Baskett  and  Sandy, 
1975 

27 

Class  B diabetes 

7 days 

Normal  findings 

Not  presented 

14 

Boehm  et  al.,  1976 

19 

Preeclampsia  and 
gestational 
diabetes 

5 days 

Macerated  fetus 

Not  presented 

15 

Lorenz  and  Pagano, 
1978 

29 

Sickle  cell  anemia 

40  hours 

Normal  findings 

Reviewed  by 
extramural 
reviewer 

OCT  was  part  of 
induction 

16 

Egley  and  Suzuki, 
1977 

11 

Postdatism 

6 days 

Placenta  severely 
calcified  and 
infarcted 

Not  presented 

Fetal  death 
occurred  at 
forty-fifth 
week  of 
gestation 

17 

McCranie  and 
Niebyl,  1977 

24 

Class  D diabetes 

4 days 

Macerated  fetus 

Negative  OCT 
finding 

Uncontrolled 
diabetes  on  the 
day  of  fetal 
demise 

18 

Marcum,  1977 

28 

Postdatism 

1 3 hours 

Normal  findings 

Negative  OCT 
finding 

Weekly  OCT  at 
43  weeks 

19 

Klapholz  and 
Burke,  1975 

26 

Hypertension 

6 hours 

Normal  findings 

Negative  OCT 
finding 

20 

Salerno  and  Kay, 
1978 

31 

IUGR 

7 days 
{continued) 

Normal  findings 

Negative  OCT 
finding 

In  this  same 
article  these 
authors 
present  a 
negative  OCT 
finding  which 
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TABLE  I.  I continued ) 


is  obviously 
positive 


21 

Gal  et  at,  1978 

20 

Preeclampsia 

2 days 

Normal  findings 

Negative  OCT 
finding 

22 

Gal  et  at,  1978 

20 

Hypertension  and 
class  A diabetes 

7 days 

Placenta  calcified 

Negative  OCT 
finding 

23 

Gal  et  at,  1978 

20 

Class  A diabetes 

4 days 

Placenta  calcified 

Negative  OCT 
finding 

Last  OCT'  at  4 1 
weeks 

* IUGR  = Intrauterine  growth  retardation. 


TABLE  II.  Reported  OCT  series 


Author, 

Year 

Reference 

Number 

Number  of 
Patients 

Number  of  Satisfactory- 
Test  Results 

Negative 

Results 

Suspicious 

Positive 

Schifrin  et  at,  1975 

8 

120 

189 

101 

Havden  et  at,  1975 

9 

105 

225 

196 

21 

8 

Cooper,  Soffronoff,  and  Bolognese, 

3 

89 

114 

87 

14 

13 

1975 

Ewing,  Farina,  and  Otterson,  1974 

10 

58 

81 

70 

3 

8 

Farahani  et  at,  1976 

4 

333 

743 

689 

28 

26 

Boehm  et  at,  1976 

19 

152 

266 

137 

Weingold,  DeJesus,  and  O'Keefe, 

5 

154 

328 

294 

1975 

Bovd,  Chamberlain,  and  Fergusson, 

12 

41 

41 

30 

6 

5 

1974 

Gaziano,  Hill,  and  Freeman,  1975 

13 

64 

81 

72 

11 

8 

Christie  and  Cudmore,  1974 

14 

44 

53 

42 

11 

Bhakthavathsalan  et  at,  1976 

7 

100 

234 

170 

48 

16 

Sanchez-Ramos  et  at,  1976 

15 

707 

1,025 

871 

82 

72 

Freeman  et  at,  1975 

6 

390 

810 

700 

79 

Spurrett,  1971 

16 

164 

181 

Kubli,  Kaeser,  and  Hinselmann, 

2 

48 

48 

34 

6 

8 

1969 

Pose  et  at.  1969 

i 

20 

20 

12 

8 

Fox,  Steinbrecher  and  Ripton,  1976 

17 

209' 

344 

163 

Baskett  and  Sandy,  1975 

27 

205 

280 

Egley  and  Suzuki,  1977 

11 

572 

572 

529 

Gal  et  at,  1978 

20 

584 

1,752 

1,387 

223 

142 

Garite  et  at,  1978 

21 

430 

796 

729 

19 

10 

Total 

4,589 

7,903 

6,593 

461 

414 

suit.22  In  addition,  two  subsequent  OCT  findings, 
two  and  five  days  later,  which  were  satisfactory  and 
had  the  required  number  of  contractions,  were  ob- 
viously positive.  In  Case  11,  the  OCT  tracing  shows 
hyperstimulation  with  six  contractions  in  12  minutes 
and  decelerations  associated  with  the  second,  fourth, 
and  fifth  contractions.  In  Case  12.  the  OCT  that 
preceded  intrauterine  fetal  demise  was  originally 
interpreted  as  negative,  but  in  retrospect  the  authors 
state  that  it  should  have  been  read  as  suspicious.  No 
tracing  is  present  in  Cases  1 through  7 and  12  through 
15,  preventing  us  from  interpreting  the  OCT  in  these 
cases. 

True  false  negative  OCT  findings.  Cases  in- 
volving false  negative  OCT  results  are  represented 
by  Cases  13  through  23  (Table  I).  The  cause  of  in- 
trauterine fetal  demise  in  these  cases  could  not  be 
attributed  to  anything  other  than  deterioration  of 
uteroplacental  respiratory  function,  a circumstance 
which  should  be  expected  to  be  predicted  by  the 
OCT.  The  various  indications  for  these  OCTs  were 


gestational  diabetes  in  four,  Cases  14, 17,  22,  and  23; 
preeclampsia  in  three,  Cases  13,  19,  and  21;  growth 
retardation  in  one,  Case  20;  sickle-cell  anemia  in  one, 
Case  15;  and  postmaturity  in  two,  Cases  16  and  18. 

Comment 

Electronic  fetal  heart  rate  monitoring  is  a major 
development  in  modern  obstetrics.  While  intra- 
partum fetal  monitoring  assists  the  physician  in  his 
ability  to  determine  the  fetal  status  during  labor,  the 
OCT  provides  him  an  equivalent  means  for  the  as- 
sessment of  fetal  well-being  prior  to  labor.  The  test 
is  w'ell  accepted,  and  some  obstetricians  rely  on  the 
OCT  and  amniocentesis  as  the  only  tests  for  the 
management  of  high-risk  pregnancy.5-10 

Freemans’22  description  of  the  proper  technique 
and  guidelines  for  the  interpretation  of  the  OCT  have 
done  a great  deal  to  eliminate  the  areas  of  confusion 
and  disagreement.  His  guidelines  are  widely  ac- 
cepted. A positive  OCT  finding,  as  defined  by 
Freeman,  suggests  deterioration  of  uteroplacental 
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respiratory  reserve.  The  incidence  of  false  positive 
OCT  results  has  been  reported  as  high  as  57  per- 
cent.21 A negative  OCT  finding,  on  the  other  hand, 
is  accepted  as  a sure  sign  of  fetal  well-being  for  seven 
days.2-5-22  In  recent  years,  23  cases  of  false  negative 
OCT  results  have  been  reported  in  the  literature.  A 
few  authors  have  expressed  their  concern  about  the 
reliability  of  this  test  and  the  proper  frequency  for 
its  performance. 11,24-31  In  reviewing  the  literature, 
we  found  20  reports  of  OCT  series  in  which  7,903 
tests  were  performed  on  4,589  patients.  Among 
these  there  were  6,593  negative  test  results  (Table  II). 
The  23  cases  that  had  intrauterine  fetal  demise 
within  seven  days  gave  a false  negative  rate  of  0.349 
percent.  The  corrected  incidence  of  11  cases  among 
6,593  negative  test  findings  indicates  an  even  smaller 
false  negative  rate  of  0.167  percent. 

Summary 

The  OCT  is  an  important  tool  in  the  management 
of  the  high-risk  pregnancy.  A negative  test  finding 
appears  to  be  a reliable  indicator  of  fetal  well-being 
and  should  guarantee  the  presence  of  enough  uter- 
oplacental respiratory  reserve  to  carry  that  fetus  alive 
for  seven  days.  A corrected  false  negative  rate  of 
0.167  percent  should  not  prevent  the  continued  use 
of  this  valuable  test  in  the  management  of  high-risk 
pregnancy. 

1296  East  10  Street 
Brooklyn,  New  York  11230 
' (DR.  NEUHOFF) 
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In  Part  I of  this  review,  which  appeared  in  the 
August  issue  of  the  Journal,  the  author  surveyed 
information  regarding  the  history,  terminology,  in- 
cidence, etiology,  and  pathogenesis  of  dolichocarotid 
syndrome. 

Semeiology 

Symptoms.  In  the  majority  of  patients,  DC  pro- 
duces no  trouble  whatsoever  unless  kinking  or  con- 
comitant atherosclerosis,  obstructive  or  ulcerative, 
exist  to  cause  such  hemodynamic  derangements  as 
have  been  discussed  already.  Partly  because  the 
cross-sectional  diameter  of  the  common  carotid  is 
proportionately  larger  than  that  of  the  internal  ca- 
rotid, critical  stenosis  in  DCC  is  less  likely  to  happen 
than  in  DIG,  even  with  extreme  head  rota- 
tion;1-r>tf>r»  68  'j'he  symptomatic  manifestations  of 
DC  syndrome  which  trail  eit  her  of  the  prerequisites 
of  kinking  or  significant  atherosclerosis  are  mainly 
neurologic,  namely,  those  of  cerebrovascular  insuf- 
ficiency, most  often  intermittent  in  nature.  On  rare 
occasions  symptoms  are  non-neurologic  and  due  to 
local  mechanical  disturbances  secondary  to  pressure 
by  t he  lesion  on  neighboring  structures. 

Clinical  presentations  are  variable,  both  qualita- 
' iv  ly  and  quantitatively,  bet  ween  different  persons 
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and  for  each  person,  in  frequency,  intensity,  and 
duration.  In  the  individual  patient,  though,  they 
tend  to  conform  to  a pattern  of  transient  ischemic 
attacks  characterized  by  either  hemispheric  or  non- 
hemispheric  disabilities. 

Overwhelming  dizziness  is  the  nonhemispheric 
symptom  which  ranks  foremost,  followed  by:  gait 
imbalance,  syncope,  blurred  vision,  bilateral  limb 
paresthesias  or  muscle  weakness,  drop  attacks,  dys- 
arthria, and  mental  obtundation.  Among  the 
symptoms  of  hemispheric  derivation  the  chief  ones 
are:  unilateral  monoparesis,  hemiparesis,  pares- 

thesias, and  other  kinds  of  peripheral  motor  or  sen- 
sory dysfunction;  mononuclear  blindness  or  amau- 
rosis fugax;  and  aphasia.  Prostrating  headaches  and 
prolonged  loss  of  consciousness  are  occasional  oc- 
currences. Convulsions,  lingering  paresis,  or  fixed 
paralysis  all  are  uncommon.  Seizures  are  more 
prevalent  in  children,  in  whom  neurologic  impair- 
ments also  are  apt  to  be  more  severe,  protracted,  or 
permanent.31’39’57 

In  their  most  clamant  form  these  difficulties  are 
precipitated  by  rotation,  flexion,  or  hyperextension 
of  the  neck,  especially  when  the  movements  are  made 
in  an  abrupt  fashion.8-11’35-38  Generally,  symptoms 
provoked  by  an  immoderate  neck  movement  clear 
almost  as  quickly  as  they  commence  once  the  of- 
fending movement  is  halted. 

Although  symptoms  may  start  at  any  time  of  day, 
some  patients  report  their  tendency  to  take  place 
while  lying  in  bed,  especially  on  awakening.  This 
may  be  due  to  sustained  angulation  of  DC  from 
unduly  contorted  postures  adopted  during 
sleep. 17,23,34  For  some  other  persons,  such  as  clerks 
and  cashiers,  the  problem  is  literally  occupational; 
they  may  be  attacked  by  diplopia  or  vertiginous 
spells  when  their  work  requires  gazing  upwards  or 
sideways.  On  record  are  accounts  of  people  with  DC 
syndrome  who  became  involved  in  accidents  while 
driving  automobiles.11  Particularly  dramatic  are 
fainting  episodes  in  elderly  people  while  bowing  the 
head  at  prayer  or  tying  shoelaces. 1 1 35  Recovery  from 
such  incidents  may  be  retarded  by  cerebral  concus- 
sion or  skeletal  fractures  suffered  in  falls. 

Unusually,  the  syndrome  includes  non-neurologic 
complaints  which  are  engendered  by  local  pressure 
effects.  For  example,  some  patients  with  DCC  ex- 
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FIGURE  6.  Doppler  supraorbital  sonogram  suggestive  of 
impaired  ipsilateral  cerebral  circulation  with  head  turned  full 
lateral.  Kinked  DIC  subsequently  displayed  arteriographically 
in  that  position. 


perience  vague  aching  in  the  neck,  sometimes  with 
radiation  to  the  shoulder  or  head.  Redundant 
common  carotids  swerving  medially  instead  of  lat- 
erally have  been  blamed  for  discomforts  secondary 
to  indentation  of  the  thyroid  gland,69  trachea,46  or 
esophagus.70  Some  patients  with  markedly  redun- 
dant internal  carotids  describe  a sensation  of  faucial 
“fullness”  or  of  mild  dysphagia. 

Signs,  No  abnormal  physical  findings  are  ex- 
hibited in  the  majority  of  persons  with  DC.  Such 
signs  as  are  discernible  depend  in  large  measure  on 
whether  the  common  or  internal  carotid  is  affected, 
the  level  of  arterial  blood  pressure,  and  the  presence 
of  coincidental  atherosclerotic  stenosis  or  aneu- 
rysm. 

Bimanual  examination  of  the  neck  and  fauces 
should  be  conducted  with  the  head  turned  in  several 
directions.  However,  one  must  constantly  bear  in 
mind  that  these  maneuvers  have  to  be  brief,  30  sec- 
onds at  most,  for  fear  of  hindering  cerebral  perfusion 
so  much  that  a stroke  ensues.  It  is  advisable  also  for 
an  assistant  to  stay  at  the  patient’s  side  in  the  event 
that  a syncopal  attack  is  triggered.11 

The  examination  revolves  essentially  around  the 
discovery,  in  favorable  cases,  of  a pulsatile  mass,  and 
ascertainment  of  various  characteristics  of  the 
latter. 

For  anatomic  reasons  which  have  been  discussed 
in  extenso  elsewhere,64  protrusions  of  the  internal 
carotid  mostly  are  medialward.  Accordingly,  a DIC 
ordinarily  is  imperceptible  on  the  exterior  of  the 
neck,  but  may  be  seen  and/or  felt  in  the  pharynx.71 
In  those  rare  instances  when  it  does  point  laterally, 
the  most  common  site  is  adjacent  to  or  underneath 
the  ramus  of  the  jaw,  forward  of  the  inner  border  of 
the  sternocleidomastoid  muscle.  The  mass  is  ovoid, 
or  has  a nondescript  circumference;  its  pulsations  are 
forceful  or  feeble,  and  discrete  or  diffuse. 

At  either  pharyngeal  or  cervical  stations  a DIC 
seldom  imparts  a thrill  or  bruit  except  perhaps  with 
maximal  rotary  movements  of  the  head.  In  fact,  a 
thrill  ought  to  alert  the  examiner  to  the  possibility 
of  aneurysm  or  arteriovenous  fistula,  and  a bruit  to 
the  probability  of  atherosclerotic  stenosis. 


For  various  anatomic  reasons,  again,  physical  signs 
are  more  apt  to  be  noticeable  with  DCC  than  DIC, 
especially  when  the  arterial  blood  pressure  is  high. 
An  oblong,  throbbing,  compressible  bulge  may  be 
seen  at  the  root  or  midportion  of  the  neck.  Unlike 
other  protrusions  which  remain  unchanged,  that  of 
DCC  may  wax  and  wane  in  size.  Ordinarily  it  is  not 
painful,  nor  is  it  sore  to  the  touch.  It  more  commonly 
presents  itself  on  the  right  side,  directly  under  the 
sternocleidomastoid  muscle  or  at  its  lateral  edge;  on 
the  left  side,  it  resides  behind  the  sternoclavicular 
junction.47,72  The  compressibility  of  DCC  is  en- 
hanced by  the  Valsalva  maneuver. 

Pulsations  of  DCC  are:  ( 1 ) nonexpansile;  (2)  ex- 
aggerated proximal  to  the  lesion  and  attenuated 
distal  to  it;  and  (3)  often  markedly  augmented  with 
recumbency,  although  sometimes  the  converse  is 
true. 

A thrill  and  bruit  rarely  are  evident  with  DCC  but 
may  be  elicited  fortuitously  when  acute  kinking  is 
induced  by  turning  the  head  sharply. 

Diagnosis 

The  frequency  with  which  DC  is  suspected  on 
clinical  grounds  alone  is  directly  contingent  on  the 
clinician’s  interest. 

The  existence  of  DC  is  adducible  from  a history  of 
manifestations  of  intermittent  cerebrovascular  in- 
sufficiency which  are  provoked  by  involuntary  ro- 
tational movements  of  the  head  or  neck,  particularly 
when  symptoms  are  reproducible  at  will  by  the  pa- 
tient or  deliberately  by  the  physician  through  per- 
formance of  those  movements.  As  cautioned  al- 
ready, the  examiner  must  be  circumspect  about  the 
margin  of  safety  of  willfully  instigated  maneuvers 
because  these  may  end  in  protracted  neurologic  ad- 
versities or  even  irreparable  damage. 

Suspicion  of  DC  is  reinforced  sometimes  by  the 
physical  finding  of  a pulsatile  protrusion  in  the  neck 
or  pharynx.  In  this  regard,  the  principal  lesion  which 
may  be  mistaken  for  DC  is  cervical  carotid  aneurysm, 
the  signs  of  which  have  been  considered  in  detail 
elsewhere.64  Pulsatory  features  of  DC  which  are 
helpful  for  distinguishing  it  from  carotid  aneurysm 
include:  (1)  absence  of  expansile  qualities;  (2)  am- 
plification of  pulsations  by  the  Valsalva  maneuver; 
and  (3)  transmission  of  pulsations  parallel  to  the  long 
axis  of  the  vessel  when  disposition  of  the  DC  is  lon- 
gitudinal. 

Concerning  differential  diagnosis,  conditions 
which  require  exclusion  from  consideration  in  the 
causation  of  analogous  symptoms  comprise:  sick 

sinus  syndrome  and  other  categories  of  heart  block; 
postural  hypotension;  cerebellopontine  angle  tumor; 
Meniere’s  syndrome,  labyrinthitis,  vestibular  neu- 
ronitis, and  other  otogenic  causes  of  vertigo;  inter- 
mittent atlantoid  compression  of  the  internal  carotid 
artery;  carotid  sinus  hypersensitivity;  and  so  forth. 

Some  conditions,  besides  carotid  aneurysm,  which 
may  display  cervical  pulsations  that  mimic  those  of 
DC  are:  jugular  phlebectasia;  aortic  pseudocoarc- 
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FIGURE  7.  Redundancy  of  internal  carotid.  (A)  Pronounced, 
without  kinking.  (B)  Appearance  of  great  redundancy  in 
different  projections  and  with  head  turned  various  ways.  No 
kink  evident. 


tation;  cervical  aortic  arch;  cervical  arteriovenous 
malformations;  isolated  dolicho-innominate  artery; 
exophthalmic  goiter;  aortic  valve  regurgitation;  et 
cetera. 

Electroencephalography  sometimes  may  be  very 
informative  when  continuous  monitoring  during 
rotary  motions  of  the  neck  yields  tracings  consistent 
with  encephalic  ischemia  even  before  overt  symp- 
toms come  about.8 

The  many  so-called  “noninvasive”  modalities  for 
■ i ' ssing  cerebrovascular  insufficiency  deserve  much 


wider  application  than  they  have  had  heretofore  with 
respect  to  DC.  In  the  author’s  hands,  the  most 
useful  and  versatile  screening  test  is  Doppler 
ophthalmosonometry.  It  is  simple,  and  lends  itself 
admirably  to  complementing  physical  examination 
in  the  office.  To  have  meaning  the  cerebrovascular 
Doppler  study  must  be  conducted  with  the  face 
turned  in  different  positions  (Fig.  6).  By  reflecting 
deficient  carotid  flow  in  a particular  position,  the 
procedure  is  predictive  of  how  angiography  will  de- 
pict kinking  to  best  advantage. 

The  mainstay  of  diagnosis  is  panarteriography. 
DC  and  other  causes  of  cerebrovascular  insufficiency 
are  by  no  means  mutually  exclusive  and  may  in  fact 
be  synergistic.  Therefore,  as  pertains  to  the  inves- 
tigation of  other  conditions  suspected  to  causing 
encephalic  ischemia,  it  is  essential  to  delineate  both 
the  exo-  and  endocranial  vasculature  by  means  of 
arch  aortography,  selective  carotid  arteriography, 
and  cerebral  arteriography.  Clearly,  a few  films 
taken  with  the  head  only  in  the  neutral  position  fall 
short  of  a comprehensive  study;  instead,  multiple 
films  in  various  projections  and  positions  must  be 
procured.  Unless  the  arteriographer  has  been  ap- 
prised beforehand  of  the  tentative  diagnosis,  an  op- 
timal roentgenographic  assessment  for  DC  will  not 
be  forthcoming,  and  a second  arteriography  session 
specifically  oriented  to  the  problem  then  may  be 
called  for  to  obtain  the  desired  information. 

Management 

Inasmuch  as  the  diagnosis  is  made  ultimately  by 
arteriography,  the  question  of  how  to  manage  the 
condition  is  answered  partly  by  knowing  why  arte- 
riography was  undertaken  in  the  first  place.  Occa- 
sionally DC  is  found  incidental  to  arteriography  done 
to  identify  another  entity  unaccompanied  by  mani 
festations  of  cerebrovascular  insufficiency;  active 
therapy  of  any  sort  obviously  is  unnecessary  (Fig.  7). 
Far  more  common  are  instances  when  DC  is  uncov- 
ered during  a search  for  the  cause  of  intermittent 
cerebral  ischemia.  Whether  treatment  should  center 
on  DC  then  is  predicated  on  being  sure  that  the 
demonstration  of  DC  does  not  constitute  merely 
circumstantial  evidence  of  a nexus  to  symptoms.  Or, 
expressed  in  another  wav,  in  the  absence  of  carotid 
atherosclerotic  stenosis  or  ulcerated  plaque  there  is 
kinking  of  DC  accountable  for  encephalic  distur- 
bances. 

DC  without  kinking  or  atherosclerosis  has  no 
prognostic  significance  and  calls  for  no  special  mea- 
sures (Fig.  8). 

How  to  deal  with  kinked  DC  is  predicated  on:  ( 1 ) 
the  type  and  relative  intractability  of  the  symptom 
complex;  (2)  whether  it  is  the  common  or  internal 
carotid  that  is  involved;  and  (3)  the  presence  or  ab- 
sence of  concurrent  atherosclerotic  stenosis  or  ul- 
ceration. 

Insofar  as  possible  one  should  strive  to  foil  global 
brain  ischemic  symptoms  such  as  repeated  and 
stubborn  lightheadedness  and  ataxia  by  nonsurgical 
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FIGURE  8.  DIC  without  significant  kinking  (left).  Arteriography  repeated  two  years  later  because  of  intensification  of  symptoms 
showed  critical  narrowing  to  have  supervened  in  interim  (right). 


means.  Often  they  resolve  just  from  curbing  arterial 
hypertension  medicinally.  One  has  to  be  wary,  of 
course,  about  not  being  overenergetic  in  prescribing 
antihypertension  medication  to  patients  with  proved 
cerebral  circulatory  disease,  or  else  face  the  predic- 
ament of  witnessing  a worsening  of  symptoms. 
Sometimes  symptomatic  relief  is  afforded  by  regi- 
mens of  dimenhydrinate,  perphenazine,  meclizine 
hydrochloride  and,  kindred  drugs. 

A number  of  patients  can  be  taught  to  modify  their 
lifestyle  habits  so  as  to  avoid  the  lateral  movements 
of  the  head,  hyperextension  of  the  neck,  and  so  forth, 
which  precipitate  symptoms.  But  too  often  the 
provocative  maneuvers  are  unintentional  or  occur 
during  sleep,  and  paroxysms  are  not  readily  antici- 
pated or  aborted. 

Surgery  is  not  indicated  for  nonkinked  DC, 
wherein  it  amounts  to  nothing  more  than  a “cos- 
metic” exercise.  On  the  other  hand,  it  does  have 
something  worthwhile  to  offer  in  overcoming  kinked 
DC,  for  kinking  is,  after  all.  a mechanical  abnormality 
with  significant  hemodynamic  sequels  and  as  such 
is  emendable  exclusively  by  mechanical  means. 

Generally,  a surgical  absentionistic  attitude  is 
wisest  vis-a-vis  kinked  DCC,  in  which  the  severity  of 
kinking  sometimes  diminishes  following  arterial 
hypertension  and  body  weight  reduction.  These 
same  measures  are  ineffectual,  however,  for  in- 
fluencing kinked  DIC. 

In  the  long  run,  surgery  should  be  countenanced 
for  selected  patients  with  repetitive  or  threatening 
symptoms,  either  nonhemispheric  or  hemispheric, 
which  are  not  mitigated  by  the  aforementioned 
nonsurgical  therapy,  and  in  whom  there  is  a radio- 
graphically demonstrated  kink  causing  over  50  per- 
cent lumenal  stenosis  or  which  describes  an  angle  less 
than  60  degrees  between  contiguous  segments.29,37 
Prime  candidates  are  those  suffering  from  cerebral 
hemispheric  symptoms  and  in  whom  the  relationship 


of  attacks  is  firmly  based  on  the  existence  of  kinked 
DC,  irrespective  of  the  association  of  the  latter  with 
carotid  atheromatosis.30,43  When  this  is  in  the  na- 
ture of  an  ulcerated  plaque,  pedicled  intralumenal 
thrombus,  or  aneurysm,  it  argues  for  urgent  surgical 
remedy  (Fig.  9). 

Individuals  with  evolving  strokes  are  thought  to 
be  opportune  subjects  for  operation,35,36,38,43  but 
those  stricken  with  completed  strokes  or  spastic 
hemiparesis  are  not.4,21 

One  rarely  is  confronted  with  the  dilemma  of  how 
to  counsel  a patient  who  is  asymptomatic  and  in 
whom  the  radiographic  discovery  of  kinked  DC  is 
made  during  evaluation  for  nonrelated  neurologic 
problems.  Some  clinicians  advise  that  surgical 
correction  be  realized  nonetheless  so  as  to  obviate 
future  unheralded  thrombosis.2,21,35,43 

Surgical  treatment 

To  reiterate,  the  conditio  sine  qua  non  for  surgery 
in  DC  syndrome  is  a demonstrated  kink.  The  sur- 
gical mission  encompasses:  ( 1 ) eliminating  the  kink 
responsible  for  blocked  blood  flow  to  the  brain;  (2) 
disposing  of  any  concomitant  arteriosclerotic 
plaques;  and  (3)  restoring  normal  vascular  conti- 
nuity. 

At  operation,  before  the  DC  is  corrected  it  should 
be  possible  to  show:  (1)  pressure  gradients  across 
areas  of  kinking  with  the  neck  turned  in  various  di- 
rections; and  (2)  lessening  of  pulse  amplitude,  or 
disappearance  of  the  pulse,  in  the  distal  limb  of  the 
DC  as  the  head  is  rotated  (Fig.  10).  Mensuration 
after  the  DC  is  corrected  should  verify  establishment 
of  a normal  hemodynamic  state. 

Principles.  In  patients  with  bilateral  DC  a ju- 
dicious decision  about  which  side  takes  surgical  pri- 
ority is  made  according  to  a combination  of:  (1) 

clinical  criteria,  that  is,  the  side  relevant  to  corre- 
sponding symptoms  causing  amaurosis  fugax, 
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FIGURE  9.  Ulcerated  carotid  atheroma  with  stringy  clot 
that  occupied  DIC  above  it. 


hemiparesis,  and  so  forth;  and  (2)  angiographic  cri- 
teria, that  is,  the  side  which  exhibits  more  pro- 
nounced kinking  or  has  alarming  atheromatous  in- 
volvement. Barring  any  exigencies,  an  interval  of 
two  weeks  at  the  minimum  should  be  let  to  elapse 
before  deciding  if  contralateral  operation  is  war- 
ranted because  symptoms  have  not  abated. 

Depending  on  circumstances,  kinked  DC  can  be 
corrected  by  either  nonresectional  or  resectional 
methods.  A variety  of  procedures  is  available. 
Whichever  particular  tactic  is  chosen,  it  must  em- 
body an  adaptation  to  the  individual  lesion,  rather 
than  vice  versa.  In  general,  nonresectional  methods 
are  inferior  because  they  do  not  permit  internal 
scrutiny  of  the  rest  of  the  carotid  tree  or  of  the  DC 
intima,  which,  as  has  been  mentioned,  may  tenant 
occult  atheromatous  debris  or  even  clot. 

Nonresectional  methods  sometimes  are  applicable, 
providing:  there  is  somehow  certainty  that  con- 

comitant atheromatous  plaques,  aneurysms,  and  the 
like,  are  not  extant,  and  that  the  redundant  carotid 
genuinely  is  of  uniform  caliber  throughout,  has  scant 
convolutions,  and  is  not  extraordinarily  long.  Their 
utility  stems  from  diverse  advantages:  (1)  surgical 
occlusion  of  the  carotid  circulation  is  relinquished; 

(2)  anatomic  intactness  of  the  vessel  is  not  molested; 

(3)  damage  to  the  fragile  distal  portion  of  the  internal 
carotid  is  precluded;  (4)  the  procedures  can  be  readily 
done  under  local  infiltration  or  regional  nerve  block 
anesthesia;  and  (5)  operating  time  is  brief.  Hence 
they  might  be  nicely  suited  to  someone  who  happens 
to  possess  unusual  intolerance  to  the  kind  of  anes- 
thetic and  surgical  manipulations  that  would  be  de- 
manded for  more  intricate  procedures.  They  may 
likewise  be  planned,  conceivably,  as  a temporizing 
gambit  for  children,  in  whom  the  arteries  are  minute 
and  delicate,  with  the  prospect  of  definitive  correc- 
tion at  a later  date. 

Far  more  dependable  for  attaining  the  stated  ob- 
jectives are  resectional  methods.  Although  trailed 
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FIGURE  10.  Kinking  of  DIC  elicited  at  operation  by  rotation  of  head,  resulting  in  gradient  and  in  lessening  of  pulse  amplitude 

in  distal  limb. 
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FIGURE  11.  Corrections  by  segmental  excision  and  end- 
to-end  anastomosis.  (A)  Of  kinked  DCC.  (B)  Of  kinked  DIC 
shown  in  Figure  10. 


by  a higher  risk  of  complications  than  nonresectional 
methods,  the  mechanical  outcome  from  them  is  su- 
perior. Naturally,  they  are  imperative  whenever 
carotid  endarterectomy  or  aneurysmectomy  is  inte- 
gral to  the  operation.  Because  arterioplasty  man- 
dates carotid  circulatory  interruption,  employment 
of  a temporary  shunt  or  some  other  mode  of  cerebral 
protection  is  obligatory.  Reliance  on  routine  use  of 
a shunt  is  fraught  with  danger  in  DIC  owing  to  dif- 
ficulties inherent  in  the  passage  of  plastic  tubing 
through  the  small-bore  and  fine-textured  internal 
carotid.  It  therefore  behooves  the  operator  to  be 
acquainted  with,  and  make  provisions  for,  such  al- 
ternative techniques  of  cerebral  circulatory  support 
as  have  been  elaborated  on  elsewhere.73 

In  theory,  ablation  of  the  redundant  portion  and 
terminoterminal  vascular  anastomosis  is  the  most 
logical  and  ideal  of  the  resectional  methods  because 
it  does  away  once  and  for  all  with  the  diseased  seg- 
ment (Fig.  1 1 A) . This  procedure  is  fairly  straight- 


forward with  DCC  hut  can  be  quite  perilous  with 
DIC.  Surgical  manipulation  of  a DIC  is  a venture 
which  is  very  unforgiving  of  technical  errors.  Trying 
to  sew  the  treacherously  soft  and  slender  vessel 
without  consummate  precaution  invites  cataclysmic 
hemorrhage,  thrombosis,  or  false  aneurysm  forma- 
tion. 1'he  potential  for  these  jeopardies  is  greatest 
when  DIC  is  extensive;  therefore,  forsaking  primary 
resection  in  that  type  of  insidious  lesion  is  well  ad- 
vised. One  must  be  especially  leery  of  DIC  near  the 
base  of  the  skull,  since  attempting  primary  resection 
at  that  site  is  tantamount  to  frivolous  and  rash 
tampering. 

By  and  large,  primary  resection  or  longitudinal 
arteriotomy  with  patch  graft  closure  is  best  reserved 
for  a localized  kink  at  the  proximalmost  segment  of 
the  artery  (Fig.  11B).  Division  of  the  vessel  there  is 
favored  because:  ( 1 ) this  is  the  widest  and  strongest 
portion  of  the  internal  carotid;(2)  it  is  the  common- 
est location  for  atherosclerosis  so  that  endarterec- 
tomy can  be  done  concurrently,  if  desired;  (3)  it 
permits  direct  intralumenal  inspection  to  make 
certain  that  no  web-like  intimal  constriction  has  been 
overlooked;  and  (4)  reimplantation  of  the  transected 
internal  carotid  lower  down  on  the  common  carotid 
can  he  performed,  end-to-side,  with  preservation  of 
ipsicarotid  circulation  from  the  common  carotid 
trunk  into  the  external  carotid  branch. 

Regardless  of  whether  one  opts  for  a resectional  or 
a nonresectional  approach,  meticulous  dissection  and 
the  utmost  gentleness  in  handling  of  the  carotid 
vessels  are  of  paramount  importance.  With  either 
approach  a fundamental  desideratum  is  that  the  DC 
be  freed  in  its  entirety  of  all  restraining  adhesive  fi- 
brous bands.8-11161'  30’3.  Although  laborious,  lysis 
of  adhesions:  (1)  often  helps  to  widen  the  angle  of 
kinking;  (2)  facilitates  more  secure  purchase  on  the 
delicate  vessel  wall;  (3)  mobilizes  the  artery  so  that 
a truer  perspective  of  its  total  length  can  be  gained; 
and  (4)  enhances  pliability  of  the  vessel  so  that  su- 
turing can  be  done  with  minimal  tension. 

There  remains  to  be  considered  the  occasional 
circumstance  of  carotid  atherosclerosis  escorted  by 
nonkinked  DC.  Following  endarterectomy  the 
framework  of  the  artery  may  be  so  enfeebled  that  a 
hitherto  simple  redundancy  develops  kinking.  Ob- 
viously, a complementary  arterioplastic  procedure 
on  the  de  novo  iatrogenic  kinked  DC  is  indicated  to 
thwart  progression  of  the  abnormality,  recurrent 
stenosis,  or  thrombosis. 

Nonresectional  methods.  Nonresectional 
methods  are  strictly  palliative  in  concept  and  exe- 
cution. They  do  not  enable  intralumenal  inspection 
or  control.  Except  for  perivascular  sympathectomy, 
their  aim  is  realignment  of  the  vessel  so  that  its 
course  is  as  near  vertical  as  possible. 

Lysis  of  adhesions.  11>3°  As  has  been  mentioned, 
division  of  binding  fibers  may  effectively  surmount 
angulation.  Care  must  be  exerted  not  to  denude 
adventitia  when  stripping  off  adherences.  Fascial 
attachments  tethering  the  distal  internal  carotid  can 
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be  reached  by  cutting  the  posterior  belly  of  the  di- 
gastric muscle  and  the  neighboring  stylohyoid 
muscle. 

Myoplastic  arteriopexy.1’8’19’26’30’3142’14-76  In 
myoplastic  arterioplexy,  after  fibrous  adhesions  have 
been  severed,  the  artery  is  lifted  out  of  its  sheath  and 
transposed  to  a more  superficial  level.  The  vessel 
wall  is  tacked  to  the  underside  of  the  sternocleido- 
mastoid, platysma,  or  digastric  muscles,  or  the  whole 
artery  is  suspended  circumferentially  by  pedicle 
slings  fashioned  from  these  muscles. 

External  plication ,57  In  the  external  plication 
procedure,  longitudinal  mattress  sutures  are  placed 
on  the  bifurcation,  at  the  origin  of  the  internal  ca- 
rotid. Farther  up,  a couple  of  stitches  splint  the  in- 
ternal carotid  to  the  external  carotid. 

Bypass.8  In  bypass,  flow  across  the  angulated 
segment  is  rerouted  through  a vein  graft  or  fabric 
prosthesis  intercalated  side-to-side,  fore-and-aft,  on 
the  vessel  itself  or  from  a larger  nether  artery  (com- 
mon carotid  or  innominate)  to  the  far  segment  of  the 
internal  carotid.  Use  of  a side-biting  clamp  cir- 
cumvents temporary  cessation  of  ipsicarotid  flow. 

Perivascular  sympathectomy. 74  Founded  on  the 
dubious  premise  that  neurogenic  factors  may  con- 
tribute to  kinking,  perivascular  sympathectomy  has 
been  a very  infrequent  undertaking.  Admittedly, 
when  the  internal  carotid  artery  is  skeletonized  by 
dividing  fibrous  bands  there  does  occur  inevitable 
interruption  of  perivascular  nerve  fibers,  but  this  is 
by  happenstance  rather  than  by  design. 

Resectional  methods.  In  resectional  methods, 
the  goal  is  the  simultaneous  extirpation  of  the  kink 
underlying  redundancy.  They  are  obligatory  when 
there  is  associated  carotid  atherosclerotic  stenosis  or 
ulceration  and  are  easier  to  accomplish  on  DCC  than 
on  DIC,  owing  to  the  sturdier  wall  of  the  common 
carotid. 

Shortening  of  the  carotid.  7,33-36,38  The  internal 
carotid  is  straightened  by  removing  a piece  of  ap- 
propriate size  of  the  common  carotid  and  reanasto- 
mosing the  stumps.  The  external  carotid  usually  has 
to  be  sacrificed  to  liberate  the  internal  carotid,  and 
this  means  forfeiture  of  a valuable  circulatory  col- 
lateral. Direct  reimplantation  of  the  external  carotid 
into  the  lowered  bifurcation  is  not  feasible,  but  the 
distance  may  be  bridged  with  a vein  graft.  The 
method  is  useful  for  tackling  very  small  or  flimsy 
internal  carotids  such  as  are  encountered  in  children. 
An  objectionable  feature  of  the  technique,  in  the 
author’s  opinion,  is  that  during  dissection  of  the  bi- 
furcation required  to  mobilize  the  common  carotid 
there  may  supervene  harm  to  the  carotid  sinus  and 
other  nerves. fi4,7:i 

Excision  of  DC  and  reanastomosis  of  internal 
carotid. 2:i,:,:i':!4,62’77'78  The  internal  carotid  is  tran- 
sected at  its  origin,  and  the  kinked  portion  is  excised. 
The  shortened  internal  carotid  is  rejoined  tangen- 
tially, with  or  without  a patch  graft,  to  its  origin  on 
t he  common  carotid.  Some  operators  advocate  using 
i he  resected  segment  as  an  onlay  graft  to  widen  the 


arteriotomy78;  but,  in  the  author’s  view,  one  should 
forbear  from  this  practice  since  the  DC  may  be  in- 
trinsically weak  from  lack  of  elastic  tissue,  and  the 
patch  could  become  aneurysmal  with  the  passage  of 
time. 

Subbifurcation  relocation  of  internal  carotid  onto 
main  stem  of  the  common  carotid .23,26,30,33,62,77,79 

The  internal  carotid  is  detached  from  the  bifurcation 
and  reimplanted  to  a cuneiform  opening  on  the 
common  carotid  trunk.  Whether  the  link-up  should 
be  on  the  anterior  or  lateral  surface  of  the  common 
carotid  can  be  gauged  only  by  simulating  rotary 
movements  of  the  neck  to  ensure  that  a different 
variety  of  kink  is  not  unwittingly  created  in  the  re- 
located vessel. 

Primary  resection  and  reanastomo- 
^ 3.7, 16,23,26,40,46,77  jn  the  primary  resection  and 
reanastomosis  method,  the  redundant  portion  is 
excised,  and  terminoterminal  reconstruction  is  ef- 
fected between  the  fluted  ends  of  the  artery,  with  or 
without  an  onlay  patch  crossing  the  arteriotomy. 
This  method  is  facile  when  applied  to  DCC  but  may 
be  quite  hard  with  DIC,  as  has  been  explained  al- 
ready. Restoration  of  vascular  continuity  may  be 
achieved  by  using  a vein  graft  conduit7;  the  prolonged 
operating  time  needed  to  construct  the  extra  suture 
line  has  for  dividend  the  avoidance  of  physical 
stresses  related  to  direct  union  of  the  fragile  internal 
carotid. 

Primary  resection  and  anastomosis  between  in- 
ternal and  external  carotid. 80  After  excision  of  the 
DIC  an  end-to-end  anastomosis  is  made  between  the 
internal  carotid  remnant  and  the  external  carotid 
separated  from  the  bifurcation.  The  author  has 
misgivings  about  this  method  on  the  ground  that  it 
entails:  (1)  permanent  deprivation  of  the  common 
carotid,  a major  purveyor  of  blood  flow  to  the  brain; 
(2)  reliance  on  transencephalic  auxiliary  channels  as 
being  good  enough  to  sustain  retrograde  perfusion 
via  the  external  carotid  into  the  internal  carotid  bed; 
and  (3)  the  tenuous  assumption  that  the  feat  of  suc- 
cessfully anastomosing  two  arteries  of  minuscule 
cross-sectional  diameter  gives  any  security  about 
unerring  efficacy  of  circulation  or  long-term  pa- 
tency. 

Internal  plication  and  onlay  patch  angioplasty .81 
An  ellipse  of  the  anterior  face  of  the  DC  is  resected 
by  longitudinal  arteriotomy.  A row  of  internal  pli- 
cating  stitches  is  placed  on  each  lateral  wall  to  ob- 
literate the  redundancy.  Finally,  the  defect  is  re- 
paired with  a gusset  of  autologous  vein. 

767  Fifth  Avenue 
New  York,  N.Y.  10022 
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Windowless  rooms 
affect  emotional  health 

Windowless  rooms  may  definitely  be  hazardous  to  your 
emotional  health,  says  an  editorial  in  the  July  27  Journal 
of  the  American  Medical  Association. 

The  problem  is  not  lack  of  ventilation  or  illumina- 
tion— these  are  taken  care  of  by  air  conditioning  and  ar- 
tificial lighting — but  the  absence  of  an  outlet  for  human 
visual  curiousity,  the  editorial  points  out. 

One  study  is  cited  in  which  researchers  found  postop- 
erative delirium  more  than  twice  as  common  among  pa- 
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tients  in  windowless  rooms.  Both  patients  and  staff  in 
intensive  therapy  units  in  another  study  showed  evidences 
of  stress  caused  by  deprivation  of  visual  stimuli  from  the 
outside  world.  One  researcher  recommends  “that  win- 
dowless rooms  be  condemned  out  of  hand,  be  they  in  hos- 
pital, office,  or  factory.” 

“Windows  are  more  than  panes  and  frames,”  says  the 
editorial.  “They  are  a break  in  the  walls,  which  symbolize 
repression,  an  escape  from  the  visual  prisons  of  enclosed 
spaces.  Poets  linked  them  in  metaphor  with  the  soul  and 
the  eye.  Physicians  cannot  ignore  them.” 

The  editorial  is  by  Samuel  Vaisrub,  M.D., a senior  editor 
of  the  Journal. 
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The ‘Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research- based  companies 
and  those  made  by 
com  mod i ty-  type  s uppl iers . 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  w ere 


not  bioequivalent  to  a 
reference  product.  As  you 
know7,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery  - 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favor's 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 
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Matters . 


AA 77/:  Generic  options  al- 
most always  exist. 

FACT:  About  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
only  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


A/Y777:  Generic 
prescriptions  are  filled  with 
i nexpens  h >e  get  icj'ics , tli  us 
saving consu mers  la rge 
sums  of  money. 

FACT:  Market  data  show 
that  you  invariably 
prescribe — and  pharma- 
cists dispense — both 
brand  and  generically 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a proven  brand  product. 
Sa\ings  from  voluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


A/} 77/:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
\isits  and  keep  patients 
on  die  job. 


AfiTT/:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  anv 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  worse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  bv  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise, your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter'.  As 
ahvavs. your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  vou 
have  come  to  respect. 


EMk 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street.  N.W. 

Washington,  D.C.  20005 
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Superior  Mediastinal 
and  Neck  Masses 

Case  history 

Kyunghee  C.  Cho,  M.D.*:  This  17-year-old  fe- 
male was  admitted  for  a mass  on  the  left  side  of  the 
neck.  She  had  undergone  previous  left  subfrontal 
cranial  surgery  at  the  age  of  22  months  for  an  optic 
glioma.  About  one  year  prior  to  the  current  admis- 
sion she  had  computerized  axial  tomography  which 
revealed  mild  hydrocephalus  and  a possible  tumor 
mass  in  the  left  retro-orbital  region. 

Pertinent  physical  findings  included  exophthal- 
mos of  the  left  eye,  with  a pale  left  optic  disk.  There 
was  a 2.5-  by  3.5-cm.  mobile,  nontender  firm  mass  in 

* Resident  in  Radiology. 


A 

FIGURE  1.  Chest  films.  (A)  Posteroanterior  view  of  chest 
showing  bilateral  widening  of  superior  mediastinum  (arrows) 
and  dextroscoliosis  (arrow  head).  (B)  Lateral  view  showing 
superior  mediastinal  mass  anterior  and  posterior  to  trachea 

(arrows). 


the  left  lateral  portion  of  the  neck.  Mild  dextro- 
scoliosis was  also  noted.  Laboratory  data  were 
within  normal  limits. 

Radiographic  findings 

Jack  Baldassare,  M.D.*:  PA  (posteroanterior) 
and  lateral  views  of  the  chest  and  a lateral  view  of  the 
neck  are  presented  for  evaluation.  On  the  PA  chest 
film,  as  shown  in  Figure  1A,  there  is  marked  dex- 
troscoliosis. The  superior  mediastinum  is  markedly 
widened  bilaterally  with  a relatively  smooth  mini- 
mally lobulated  outline.  There  is  no  noticeable 
tracheal  compression  or  deviation.  The  hila,  lung 
fields,  and  bones  appear  normal.  On  the  lateral  view, 
as  shown  in  Figure  IB,  an  increased  density  is  seen 
both  anterior  and  posterior  to  the  trachea.  The  su- 
perior mediastinal  widening  in  itself  could  be  sec- 
ondary to  a large  number  of  causes;  the  differential 
of  superior  mediastinal  mass  is  wide,  including  a 
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FIGURE  2.  Lateral  view  of  neck.  Note  scalloping  of  an- 
terior surfaces  of  individual  vertebrae  (arrowheads)  and 
widened  prevertebral  soft-tissue  space  between  trachea  and 
spine. 


variety  of  primary  tumors  as  well  as  adenopathy  from 
lymphomas,  leukemia,  metastatic  disease,  mono- 
nucleosis, and  sarcoid,  among  others. 

With  regard  to  the  neck,  the  lateral  view  reveals 
marked  increased  width  in  the  prevertebral  soft 
tissues  (Fig.  2).  No  abnormal  gas  collections  or 
foreign  bodies  are  seen.  The  cervical  curve  and  de- 
gree of  bone  mineralization  appear  normal.  The 
cervical  vertebral  bodies  are  unusual  in  that  there  is 
individual  scalloping  of  each  of  the  vertebral  bodies, 
producing  a concavity  at  their  respective  anterior 
surfaces. 

Increased  prevertebral  soft-tissue  density  can  be 
produced  by  a variety  of  conditions  including  lym- 
phoma, chordoma,  lymphoepithelioma,  retropha- 
ryngeal abscess,  hematoma,  and  aneurysms.  It  is 
difficult  to  correlate  separate  erosions  of  each  of  the 
anterior  vertebral  bodies  with  such  processes  which, 
if  they  did  erode,  would  more  likely  result  in  a line  of 
concavity  affecting  one  or  more  bodies  in  continuity 
rather  than  individually.  Also,  the  cortical  margins 
are  intact  and  not  thin,  and  the  prevertebral  fat  line 
is  also  incidentally  preserved. 

Considering  the  radiographic  appearances  of  su- 


perior mediastinal  and  prevertebral  soft-tissue 
widening,  lymphoma  and  neurofibromatosis  would 
he  the  strongest  considerations.  When  coupled  with 
the  clinical  history  including  previous  optic  glioma 
and  scoliosis,  with  no  apparent  clinical  manifestation 
of  malignant  condition,  I think  neurofibromatosis  is 
the  most  likely  diagnosis.  It  would  he  of  interest  to 
know  whether  or  not  this  patient  had  any  visible 
stigmata  of  neurofibromatosis  such  as  skin  pigmen- 
tation and/or  nodules. 

I)r.  Cho:  The  patient  does  have  several  “cafe  au 
lait*’  spots  over  her  extremities. 

Dr.  Baldassare:  Neurofibromatosis  can  result 
in  prevertebral  soft-tissue  masses  in  the  neck  and 
produce  bony  erosions.  The  direct  erosive  changes 
are  generally  most  pronounced  at  the  intervertebral 
neural  foramina  and  at  the  adjacent  posterior  aspects 
of  the  vertebral  bodies,  although  they  might  also 
occur  anteriorly  if  that  is  where  the  masses  are 
present.  In  this  case,  however,  it  is  thought  more 
likely  that  the  individual  scalloping  is  the  result  of 
developmental  bony  changes  rather  than  direct 
pressure  effect.  Such  concavities  in  individual  ver- 
tebra at  their  anterior,  lateral,  or  posterior  margins 
are  known  to  occur  in  neurofibromatosis  as  a dys- 
plastic  phenomenon.  The  superior  and  inferior 
margins  are  sharpened,  an  appearance  which  has 
been  termed  “pencil-pointing.” 

Neurofibromatosis  has  been  described  as  a “he- 
reditary hamartomatous  disorder,  probably  of  a 
neural  crest  origin  involving  not  only  neuroectoderm 
and  mesoderm,  but  any  endoderm  with  the  potential 
of  appearing  in  an  organ  system  of  the  body.”  1 
Macrocephaly  has  been  associated  with  neurofibro- 
matosis along  with  dysplastic  effect  such  as  calvarial 
lesions  along  the  sutural  lines.  Enlargement  of  the 
optic  canal  secondary  to  optic  glioma  is  also  well 
known.  Acoustic  neuromas,  although  rarely  seen  in 
children,  can  enlarge  the  internal  auditory  canals.  In 
children,  pseudoarthrosis  and  congenital  bowing  or 
ribbon-like  deformities  of  the  extremities  are  possible 
findings,  as  is  overgrowth  of  multiple  bony  structures. 
Multiple  endocrinopathy  has  been  described  in- 
cluding hyperparathyroidism  and  osteomalacia. 
Intracranial  and  peripheral  vascular  lesions  including 
renal  artery  stenosis  and  small-vessel  degenerative 
fibrosis  have  been  noted.  There  is  an  increased  in- 
cidence of  congenital  heart  disease,  as  well  as  higher 
incidence  of  central  nervous  system  tumors  especially 
in  the  older  age  groups.2  Malignant  change  in  neu- 
rofibrosarcoma is  reported  to  be  in  the  3 to  5 percent 
range.3 

Hospital  course 

The  mass  in  the  neck  was  found  to  be  impinging 
on  the  wall  of  the  pharynx,  causing  some  degree  of 
restriction  of  the  airway.  Because  of  this,  the  mass 
was  resected,  and  a tracheostomy  was  performed. 
The  postoperative  course  was  uneventful,  and  after 
the  edema  from  surgery  had  subsided,  the  trache- 
ostomy was  allowed  to  close. 
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FIGURE  3.  Microscopic  appearance  of  tumor.  (A)  Low-power  photomicrograph  shows  nodular  appearance  of  enlarged  and 
distorted  nerves.  (B)  Higher  power  shows  cellular  elements  and  collagen  in  loose  matrix. 


Pathologic  discussion 

Boyce  Bennett,  M.D.*:  We  received  a 2.5-  by 
2.5-  by  3.5-cm.  nodular  mass  of  pink,  firm  tissue. 
Microscopically,  the  tumor  proved  to  be  a plexiform 
neurofibroma.  It  consisted  of  well-demarcated 
nodular  collections  of  elongated  and  stellate,  small 
cells  in  a myxoid  matrix  (Fig.  3).  In  the  matrix  were 
wavy  bundles  of  collagen  which  with  special  stains 
were  shown  to  contain  intact  nerve  fibers.  The 
nodules  were  surrounded  with  fibrous  connective 
tissue  containing  vascular  channels. 

Plexiform  neurofibromas  are  considered  diagnostic 
of  the  hereditary  neurofibromatosis  syndrome.2’3  In 
fact,  a solitary  neurofibroma  of  this  type  is  thought 
to  be  a forme  fruste  of  this  syndrome,  which  may  be 
so  mild  as  to  be  otherwise  unrecognized.  Patients 
with  neurofibromatosis  may  have  a variety  of  other 
* Professor  of  Pathology. 


Piano  playing  is 
new  health  hazard 

In  the  late  1970s  scientists  and  consumerists  are  finding 
that  many  things  in  the  world  around  us  are  hazardous  to 
our  health.  'This  week  comes  a new  hazard  playing  the 
piano. 

An  occupational  hazard  of  professional  pianists  is  carpal 
tunnel  syndrome,  an  ailment  that  brings  sharp  pain  to  the 


neurogenic  tumors,  such  as  gliomas,  meningiomas, 
schwannomas,  and  paragangliomas.  Despite  the 
benign  nature  of  these  tumors  and  the  low  rate  of 
malignant  transformation  already  mentioned  by  Dr. 
Baldassare,  the  prognosis  of  the  neurofibromatosis 
syndrome  is  guarded,  with  tumors  eventually  in- 
volving the  brain  and  spinal  cord. 

Final  diagnosis 

Plexiform  neurofibroma 
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wrist,  and  fingers,  says  a communication  in  the  July  27 
• Journal  of  the  American  Medical  Association. 

Playing  the  piano  through  years  of  heavy  practice  brings 
repeated  shock  to  the  fingers  and  arms,  Joe  S.  Rosen,  M.D., 
of  Northridge  Hospital  Foundation,  Northridge,  California, 
points  out.  Nerves  in  the  wrist  and  fingers  are  damaged, 
causing  t he  carpal  tunnel  syndrome. 

Treatment  involves  splinting  t he  fingers  and  wrist  to  put 
the  joints  at  rest,  and  injection  of  steroids.  If  these  mea- 
sures fail,  sometimes  surgery  is  required. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER.  M.D.,  Editors 


Discomfort  in  Epigastrium, 
Right  Upper  Quadrant,  and 
Back 

Case  presentation 

Nina  Beran,  M.D.:  A 52-year-old  Italian-born 
male  construction  worker  was  admitted  with  dis- 
comfort in  the  epigastrium,  right  upper  quadrant, 
and  back  for  three  weeks  prior  to  admission. 

Ten  years  previously,  the  patient  was  admitted 
with  severe  low  back  pain  radiating  to  both  hips  and 
thighs,  with  history  of  a similar  episode  several  years 
previously.  The  physical  examination  yielded  neg- 
ative findings,  except  for  slight  tenderness  in  the  left 
costovertebral  angle.  The  urinalysis  showed  nega- 
tive results;  the  hemoglobin  was  12.8  Gm.  per  deci- 
liter and  the  hematocrit  38.  The  fasting  blood  glu- 
cose and  BUN  (blood  urea  nitrogen)  levels  were 
normal;  the  serum  uric  acid  was  slightly  elevated  at 
7.8  and  9.4  mg.  per  deciliter.  The  chest  x-ray  film 
yielded  normal  findings;  x-ray  films  of  the  spine 
suggested  degenerative  disk  disease  at  the  fifth 
lumbar-first  sacral  joint  space. 

The  patient  was  placed  in  pelvic  traction,  with  slow 
progressive  improvement  and  finally  disappearance 
of  his  pain  during  20  days  in  the  hospital. 

Eight  years  later,  two  years  before  the  present 
admission,  the  patient  was  found  to  have  mild  dia- 
betes mellitus,  controlled  by  diet  and  oral  antidia- 
betic agents.  One  year  before  the  present  admission, 
he  was  found  to  have  enlargement  of  the  liver,  al- 
though liver  function  tests  showed  normal  find- 
ings. 

Three  weeks  before  the  present  admission  the 
patient  developed  distress  in  the  epigastrium,  with 
radiation  to  the  right  upper  quadrant  and  into  the 
right  posterior  chest  with  nausea  but  no  vomiting, 
diarrhea,  or  jaundice.  Two  weeks  before  the  present 
admission  he  was  admitted  to  another  hospital  where 
two  liver  biopsies  were  performed  without  definitive 
results. 


Beekman-Downtown  Hospital 
New  York  City 

February  13,  1979 

Conducted  by  JOHN  T.  FLYNN,  M.D.,  and 
SOLANGE  ABU  NASSAR,  M.D. 

Discussed  by  JOHN  J.  DALY,  M.D. 


The  patient  had  lost  25  pounds  in  weight  in  the 
past  one  year,  hut  he  related  this  to  dietary  control 
because  of  his  diabetes. 

The  patient  had  been  accustomed  to  heavy 
drinking  for  many  years,  but  had  reduced  his  alcohol 
intake  in  the  past  one  year. 

Physical  examination  on  admission  revealed  a 
blood  pressure  of  1 10/75  mm.  Hg,  pulse  75,  and  res- 
pirations 18  per  minute;  the  temperature  was  98°  F. 
The  general  physical  examination  yielded  negative 
results  except  for  a smooth,  firm,  enlarged,  tender 
liver,  with  an  edge  extending  6 cm.  below  the  right 
costal  margin. 

Laboratory  examinations  revealed  negative  uri- 
nalysis findings;  fractional  urines  during  the  first  18 
days  in  the  hospital  all  showed  negative  results  for 
sugar  and  acetone;  repeated  fasting  blood  sugar  levels 
were  within  normal  limits,  without  the  use  of  anti- 
diabetic agents.  The  hemoglobin  was  13.6  Gm.;  the 
red  count  4.48  million;  the  hematocrit  40.6;  and  the 
white  blood  count  7,000  with  63  percent  mature 
polymorphonuclear  leukocytes,  3 percent  band 
forms,  and  28  percent  lymphocytes.  The  repeated 
SMA  (sequential  multiple  analyzer)  12/60  determi- 
nations indicated  only  slight  elevation  of  alkaline 
phosphatase  to  135  microunits  per  milliliter,  the 
normal  ranging  from  60  to  85  microunits  per  millili- 
ter; the  lactic  dehydrogenase  was  285  microunits  per 
milliliter,  with  a normal  range  of  from  110  to  225 
microunits;  and  the  SGOT  (serum  glutamic  oxalo- 
acetic transaminase)  was  72  microunits  per  milliliter, 
the  normal  values  from  15  to  40  microunits.  The 
prothrombin  time  was  15.9  seconds,  with  a control 
of  11.7  seconds.  The  serum  electrolyte  levels  were 
within  normal  limits.  The  serum  amylase  was  147 
units,  with  normal  values  ranging  from  50  to  180. 
The  serum  alpha  fetoprotein  yielded  a negative  re- 
sult. 

X-ray  films  of  the  chest  revealed  old  inflammatory 
changes  in  both  lung  fields.  Abdominal  films  re- 
vealed hepatomegaly,  with  probable  calcifications  in 
the  right  upper  quadrant.  Intravenous  pyelogram 
showed  a normal  genitourinary  tract  except  for  ele- 
vation of  the  floor  of  the  bladder  by  an  enlarged 
prostate.  Cholecystographic  examinations  failed  to 
visualize  the  gallbladder;  again  multiple  calcific 
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FIGURE  1.  Technetium-99m  liver  scan  demonstrating  large 
filling  defect  replacing  right  hepatic  lobe.  (A)  Anteroposterior 
view.  (B)  Right  lateral  view. 

densities  were  noted  in  the  right  upper  quadrant, 
either  in  the  gallbladder  or  in  the  region  of  the  liver. 
Technetium-99m  scan  revealed  a large  filling  defect 
in  the  right  lobe  of  the  liver  anteriorly  and  laterally 
(Fig.  1);  a repeat  scan  with  gallium  revealed  no  sig- 
nificant increased  uptake  in  that  area. 

Barium  enema  revealed  a 15-mm.  polyp  on  a fixed 
stalk  on  the  inferior  wall  of  the  midsigmoid  colon  and 
several  diverticuli  in  the  descending  and  proximal 
sigmoid  colon;  the  hepatic  flexure  was  displaced  in- 
teriorly by  the  previously  described  enlarged  liver. 
Calcifications  again  were  observed  in  the  right  upper 
quadrant. 

Shortly  after  admission  t he  patient  developed  pain 
and  tenderness  in  the  right  calf,  with  no  Homan’s 
sign. 

Following  needle  biopsy  of  the  liver  and  a selective 
celiac  arteriogram,  the  patient  underwent  an  ex- 
ploratory laparotomy. 

Case  discussion 

John  T.  Flynn,  M.I).:  As  rapid  advances  in 

technology  are  steadily  increasing  the  accuracy  of  our 
preoperative  and  antemortem  diagnoses,  it  is  be- 


coming progressively  more  difficult  to  maintain  the 
aura  of  suspense  in  a clinical  pathologic  conference 
discussion.  More  and  more  often  we  must  admit- 
tedly withhold  clinical  information  from  the  dis- 
cussor.  We  much  appreciate  Dr.  Steinberg’s  will- 
ingness to  discuss  this  case  without  knowledge  of  the 
angiographic  findings. 

Herman  Steinberg,  M.D.:  A male  patient  in  his 
sixth  decade  is  presented  to  us  with  a history  of  in- 
creased alcoholic  intake  and  diabetes,  but  com- 
plaining principally  of  upper  abdominal  pain  on  the 
right  side  with  a right  upper  quadrant  mass.  I’m  not 
sure  whether  a discrete  mass  was  actually  palpable, 
but  at  least  his  liver  was  enlarged  and  certainly  the 
mass  was  identified  very  well  on  technetium-99m 
scan  as  a cold  area.  To  me  the  focus  of  this  case  is  the 
mass.  The  liver  function  tests  gave  normal  re- 
sults. 

The  evidence  for  chronic  parenchymal  liver  disease 
is  not  entirely  convincing  but  is  very  suggestive. 
First  a high  alcohol  intake  persisted  over  many  years 
but  was  terminated  about  a year  prior  to  his  last  ad- 
mission. Second,  his  prothrombin  time  was  elevated. 
I presume  that  this  test  was  repeated  and  was  con- 
firmed. 

John  T.  Flynn,  M.D.:  The  initial  prothrombin 
elevation  was  17  seconds,  with  a control  of  12  seconds 
repeated  once  and  confirmed. 

Dr.  Steinberg:  I can  see  no  reason  to  explain  this 
elevation.  He  was  not  jaundiced,  and  there  was  no 
evidence  of  malabsorption.  He  had  borderline  ab- 
normalities found  on  liver  function  tests,  as  well  as 
a history  of  increased  alcohol  intake  and  of  an  en- 
larged liver.  I would  be  inclined  to  think  this  man 
has  chronic  parenchymal  liver  disease  on  the  basis 
of  alcohol.  He  was  diabetic  for  several  years  before 
his  original  admission;  subsequently  his  blood  sugar 
levels  have  been  normal  but  with  weight  loss  and 
repeated  glycosuria.  Diabetes,  cirrhosis,  and  the 
possibility  of  a tumor  in  the  liver  all  together  suggest 
hemochromatosis  for  which  there  is  no  really  strong 
evidence,  but  I can’t  rule  it  out.  The  incidence  of 
diabetes  mellitus  in  patients  with  alcoholic  cirrhosis 
varies  from  11  to  30  percent,  probably  higher  than  in 
the  normal  population.  I’m  not  even  sure  this  man 
had  diabetes  in  view  of  the  normal  blood  sugars;  it  is 
possible  that  he  had  so-called  renal  glycosuria.  On 
the  other  hand,  diabetic  patients  with  cirrhosis  tend 
to  maintain  lower  fasting  blood  sugars  because  of 
lower  hepatic  glycogen  stores. 

The  central  issue  in  this  case  is  the  mass  in  the 
right  hepatic  lobe,  a “cold”  area  seen  very  well  on  the 
technetium  scan.  The  problem  is  whether  it  is  a 
primary  or  a secondary  tumor. 

The  possibility  of  a secondary  metastatic  lesion  in 
the  liver  is  not  supported  by  evidence  of  a primary 
lesion  elsewhere.  The  small  pedunculated  sigmoid 
polyp  measured  about  15  mm.,  so  that  its  likelihood 
of  being  malignant  is  probably  less  than  10  percent. 
We  don’t  worry  about  polyps  of  the  colon,  particu- 
larly the  pedunculated  lesions,  unless  they  are  2 cm. 
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or  greater  jn  diameter.  Such  a polyp  may  contain 
carcinoma  in  situ  with  some  atypical  changes,  but  I 
think  it  most  unlikely  that  this  polyp  is  related  to  the 
liver  lesion.  On  the  other  hand,  patients  who  have 
polypoid  adenomata  of  the  colon  also  have  a higher 
incidence  of  other  tumors  of  the  colon  which  can  he 
sessile  and  large  and  yet  he  missed  on  a barium 
enema.  I had  the  opportunity  of  reviewing  all  the 
very  excellent  air  contrast  studies  of  this  patient’s 
barium  enema,  and  I don’t  see  any  additional  lesions. 
There  may  be  primary  neoplasms  of  acinar  or  islet 
cell  origin  in  other  sites  more  difficult  to  detect,  for 
example,  in  the  pancreas.  With  hepatic  metastases 
from  such  a tumor,  I would  expect  multiple  cold  areas 
on  the  liver  scan  rather  than  one  large  one.  In  ad- 
dition, there  was  nothing  to  suggest  a multiple  en- 
docrine adenoma  syndrome,  such  as  might  include 
an  islet  cell  tumor. 

I conclude  that  we  are  dealing  with  a primary 
tumor  of  the  liver.  The  most  common  malignant 
lesion  would  be  a hepatoma,  although  we  should  in- 
clude in  a general  discussion  the  far  more  common 
nodular  hyperplasias  seen  in  young  women  on  the 
contraceptive  pill.  This  patient  was  taking  no  en- 
docrine medication  as  far  as  we  know.  Another 
possibility  would  be  cholangiocarcinoma,  arising 
from  the  lining  cells  of  the  larger  bile  duct.  I can  rule 
out  that  possibility  reasonably  well,  because  the  tu- 
mors arising  in  the  cholangioles  or  in  the  larger  he- 
patic ducts  are  most  often  centrally  placed,  not  pe- 
ripherally, as  in  this  case.  Also  they  are  almost  al- 
ways associated  with  jaundice,  which  was  not  present 
here.  Tumors  which  are  a cross  between  hepatoma 
and  cholangiolar  tumors  are  matters  of  controversy 
even  between  pathologists,  and  so  I must  avoid  such 
considerations.  Other  possibilities  include  vascular 
tumors  of  the  liver,  such  as  a large  hemangioma  or  an 
angiosarcoma,  and  I can’t  rule  those  out;  they  are 
very  often  solitary  and  large. 

The  evidence  is  meager  as  to  which  of  the  primary 
tumors  is  most  likely  here.  On  the  abdominal  flat 
film  there  are  areas  of  calcification  in  the  liver  which 
are  distinct  from  calcifications  in  the  gallbladder.  It 
is  reasonable  to  assume  that  these  calcifications  are 
in  the  tumor  itself,  although  I cannot  be  absolutely 
certain.  Hepatomas  rarely  calcify;  I could  find  only 
one  hepatoma  with  calcification  in  the  series  of  11 
cases  reported  by  Boijsen  and  Abrams1  13  years  ago. 
The  primary  tumors  of  the  liver  that  commonly  cal- 
cify are  those  which  arise  from  the  epithelium  of  the 
bile  ducts,  but  I’ve  ruled  out  this  type  of  lesion. 

Secondary  tumors  can  calcify,  particularly  those 
that  produce  mucin;  but  I don’t  think  this  is  a me- 
tastasis from  a colonic  carcinoma  or  from  a breast 
carcinoma.  So  despite  the  fact  that  hepatomas 
rarely  calcify,  I think  this  calcification  is  at  least 
compatible  with  a hepatoma. 

As  to  the  other  vascular  tumors  such  as  angiosar- 
comas and  hemangiomas,  there  are  other  radiologic 
studies  which  I suspect  have  been  done  and  probably 
indicated  the  correct  diagnosis.  The  negative  find- 


ings, in  terms  of  differential  diagnosis  of  the  primary 
tumors,  included  the  negative  radioactive  gallium 
scan  result,  certainly  evidence  against  a hepatoma. 
Seventy-five  to  80  percent  of  hepatomas  will  pick  up 
gallium;  on  the  other  hand,  20  to  25  percent  will  not. 
'The  alpha  fetoprotein  test  result  was  negative,  but 
40  to  50  percent  of  hepatomas  arising  in  Caucasian 
patients  are  associated  with  negative  alpha  fetopro- 
tein test  findings,  unlike  the  90  percent  positive 
correlation  with  hepatoma  in  Orientals  or  in  Afri- 
cans. 

Would  a hepatic  sonogram  have  helped  us?  I 
don’t  think  a sonogram  gives  us  very  much  more  in- 
formation in  tumors  of  the  liver  than  does  a techne- 
tium-99m  scan.  Would  a hepatic  angiogram  have 
helped  us?  Yes,  because  hepatomas  usually  are 
vascular;  on  the  other  hand,  they  can  undergo  ne- 
crosis and  even  with  the  injection  of  dye  and  com- 
puterized transaxial  tomography,  they  may  appear 
as  avascular  lesions.  If  such  a lesion  is  vascular,  it 
would  be  difficult  to  distinguish  from  a regenerating 
nodule  or  from  a hemangioma.  The  vascular  pattern 
of  a hepatoma,  however,  would  be  different  from  that 
of  an  angiosarcoma.  I would  doubt  that  this  is  a re- 
generating nodule  because  it  is  sharply  outlined  and 
the  isotope  uptake  is  not  irregular.  On  the  basis  of 
the  available  films  I would  rule  out  such  a nodule. 
Some  metastatic  tumors  are  vascular,  especially  from 
islet  cell  and  renal  cell  tumors. 

However,  I conclude  that  the  mass  in  the  liver  was 
a primary  neoplasm  and  not  an  abscess.  I’m  going 
to  make  a unitary  diagnosis,  relating  it  to  what  I 
consider  to  be  underlying  chronic  alcoholic  liver 
disease.  In  other  words  I think  hepatoma  is  the  best 
diagnosis.  Usually  we  associate  hepatomas  with 
macronodular  cirrhosis,  while  classically  patients 
with  alcoholic  liver  disease  have  micronodular  cir- 
rhosis. However  studies  by  Rubin,  Krus,  and  Pop- 
per2 showed  that  patients  with  alcoholic  micronod- 
ular cirrhosis  may  progress,  if  they  live  long  enough, 
to  a histologic  pattern  of  macronodular  cirrhosis,  at 
which  point  there  is  an  increased  incidence  of  hepa- 
toma. A report  from  Glasgow  some  years  ago 
pointed  out  that  the  patients  with  alcoholic  liver 
disease  who  develop  hepatomas  very  often  have  a 
history  of  total  abstinence  from  alcohol  for  some  time 
before  the  development  of  the  clinical  tumor.3  I am 
impressed  that  this  patient  stopped  drinking  about 
a year  before  entering  the  hospital  with  his  tumor. 

I would  therefore  like  to  offer  a diagnosis  of  alco- 
holic liver  disease,  macronodular  cirrhosis,  and  a 
superimposed  hepatoma.  I cannot  rule  out  hema- 
chromatosis,  which  is  probably  a multifactorial 
condition  with  a genetic  component,  but  more  com- 
mon in  alcoholic  individuals.  I cannot  rule  out  any 
of  the  other  primary  tumors  of  the  liver,  namely,  an 
angiosarcoma  or  large  hemangioma  in  a patient  who 
happens  to  have  underlying  alcoholic  cirrhosis.  I do 
not  think  the  patient  had  a cholangiosarcoma. 

Dr.  Flynn:  The  angiograms  are  available. 

Would  you  like  to  review  them,  Dr.  Steinberg? 
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FIGURE  2.  Region  of  right  hepatic  lobe.  (A)  Aortogram 
showing  displacement  of  intrahepatic  arteries.  (B)  Irregular 
pooling  of  contrast  medium  during  delayed  venous  phase  of 
celiac  angiogram. 

Dr.  Steinberg:  I could  use  some  help  from  your 
radiologist. 

John  Batillas,  M.D.:  The  angiograms  consisted 
of  aortography,  selective  celiac  angiography,  and 
inferior  vena  cavography.  In  the  lateral  and  an- 
teroposterior views  of  the  inferior  vena  cava,  t here 
were  no  filling  defects  wit  hin  the  vessel,  although  we 
do  demonstrate  some  extrinsic  pressure  along  the 
anterior  margin  and  along  t he  right  lateral  margin  of 
t he  inferior  vena  cava  at  the  first  to  second  lumbar 
level,  no  doubt  secondary  to  the  mass  in  t he  liver. 


The  aortogram  demonstrates  a large  mass  within 
the  liver,  with  crowding  of  the  intrahepatic  vessels, 
as  shown  in  Figure  2A,  and  early  appearance  of  the 
dye  within  somewhat  irregular  vascular  structures. 
Once  opacified,  these  structures  retain  the  dye  well 
into  the  venous  phase. 

The  celiac  angiogram  demonstrates  basically  the 
same  findings.  We  see  the  dye  appearing  in  these 
vascular  structures,  which  retain  the  dye  throughout 
the  entire  angiographic  series  (Fig.  2B).  I might  also 
point  out  that  the  splenic  and  the  portal  veins  are 
visualized  and  are  patent;  also,  the  left  lobe  of  the 
liver  appears  basically  normal. 

No  varices  were  demonstrated,  and  there  was  no 
arteriovenous  shunting. 

Dr.  Steinberg:  Your  description  suggests  that 
the  tumor  is  vascular  since  we  see  accumulation  of 
lakes  of  contrast  material,  but  not  the  kind  of  vas- 
cularity that  one  would  see  with  a hepatoma. 

Dr.  Batillas:  In  a hepatoma,  the  basic  difference 
would  be  that  the  collections  of  dye  should  be  more 
irregular  than  we’re  seeing  here;  also  in  hepatoma  one 
would  expect  arteriovenous  shunting  which  we  do  not 
see  here.  In  this  particular  examination,  the  dye 
appears  very  early  in  the  examination  within  the 
vascular  structures  of  the  tumor,  where  it  remains 
throughout  the  entire  examination  into  the  venous 
phase. 

Dr.  Steinberg:  I would  have  to  guess  that  this 
kind  of  pattern  is  seen  in  one  of  the  varieties  of 
hemangioma,  perhaps  an  angiosarcoma  or  a benign 
hemangioma.  Is  it  conceivable  that  this  lesion  could 
be  one  of  the  metastatic  vascular  tumors  of  renal  or 
islet  cell  origin?  I myself  rather  doubt  it. 

Dr.  Batillas:  Renal  tumor  may  appear  as  a vas- 
cular tumor,  since  most  metastatic  tumors  retain 
their  primary  characteristics.  Actually  the  nature 
of  the  findings  here  was  fairly  diagnostic,  we  thought, 
from  an  x-ray  point  of  view,  so  that  we  did  not  con- 
sider metastatic  tumors.  Also,  there  is  no  x-ray  ev- 
idence of  a renal  tumor  on  the  intravenous  pyelo- 
gram. 

We  felt  that  the  diagnosis  was  cavernous  heman- 
gioma of  the  liver. 

Joseph  S.  Rechtschaffen,  M.D.:  Preoperatively, 
Lemuel  Bowden,  M.D.,  and  I made  the  tentative  di- 
agnosis of  hemangioma  of  the  liver;  he  felt  strongly 
that  a third  liver  biopsy  on  this  man  was  necessary, 
but  the  subsequent  pathology  report  indicated  “no 
liver  tissue.” 

Solange  Abu  Nassar,  M.D.:  The  clinical  diag- 
nosis on  the  biopsy  request  sheet  was  “hepatoma.” 
The  microscopic  slides  showed  a very  small  specimen, 
1 cm.  in  length  and  1 mm.  in  diameter,  one  half  of 
which  was  loose  fibrous  tissue  and  the  other  half 
suggestive  of  cavernous  hemangioma. 

Dr.  Rechtschaffen:  The  two  previous  liver 

biopsies  done  elsewhere  anticipated  our  experience. 
In  those  earlier  diagnostic  efforts  the  biopsy  needle 
secured  adequate  specimens,  which  were  interpreted 
as  hemangioma,  but  no  liver  tissue  was  identified  in 
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the  specimens;  the  clinicians  remained  undecided  as 
to  whether  or  not  the  hemangioma  was  actually  in  the 
liver. 

Dr.  Abu  Nassar:  When  the  pathologist  does  not 
see  liver  tissue  in  the  sections,  it  doesn’t  mean  that 
the  tissue  did  not  come  from  the  liver. 

Dr.  Flynn:  After  Dr.  Rechtschaffen  performed 
the  liver  biopsy  and  Dr.  Abu  Nassar  reported  he- 
mangiomatous  t issue  without  evidence  of  liver  tissue, 
Dr.  Bowden  found  at  operation  that  the  liver  was 
grossly  enlarged,  especially  in  the  right  lobe;  he  es- 
timated the  weight  of  the  liver  to  be  about  2,500  Gm. 
It  had  a speckled  surface  but  no  evidence  of  cirrhosis; 
the  right  lobe  was  occupied  by  a multilocular  firm 
tumor  throughout  almost  its  entire  extent,  leaving 
only  a rim  of  normal  liver  tissue  superiorly.  Ap- 
parently this  tumor  extended,  he  thought  at  the  time, 
to  involve  the  medial  segment  of  the  left  lobe  of  the 
liver.  The  gallbladder  was  spread  out  over  the  tumor 
but  was  easily  resected;  the  cystic  duct  was  slightly 
dilated  and  long;  and  the  left  hepatic  duct  was  patent 
and  admitted  a catheter  to  a distance  of  5 to  6 cm. 
without  obstruction.  The  spleen  was  normal  in  size. 
A small  nodule  was  present  in  the  pelvis  of  the  right 
kidney  which  Dr.  Bowden  thought  wasn’t  significant. 
The  portal  vein  showed  no  abnormalities.  An  ex- 
tended hepatic  resection,  including  the  entire  right 
lobe  and  the  medial  segment  of  the  left  lobe,  was 
performed  through  a combined  thoracoabdominal 
exposure,  employing  the  finger  fracture  technique 
of  Lin4;  bleeding  was  controlled  by  use  of  hot  packs 
and  a gelatin  sponge  (Gelfoam)  slab.  The  greater 
omentum  and  the  hepatic  flexure  of  the  colon  were 
packed  into  the  empty  space  where  this  large  portion 
of  the  liver  was  removed. 

The  patient’s  immediate  postoperative  course  was 
uneventful  except  for  transient  jaundice,  commonly 
observed  following  massive  hepatic  resection,  and 
this  spontaneously  cleared  by  the  time  of  discharge 
from  the  hospital.  Chills  and  fever  on  the  fifteenth 
postoperative  day  were  thought  to  be  the  result  of 
cholangitis;  subphrenic  abscess  was  not  evident  on 
a gallium  scan;  drainage  from  the  common  duct 
showed  Escherichia  coli  and  Proteus,  which  were 
treated  with  gentamycin.  The  patient  was  dis- 
charged after  56  days. 

Clinical  diagnoses 

Giant  hemangioma  of  right  lobe  of  liver,  demon- 
strated by  celiac  angiography 

Dr.  Steinberg’s  diagnosis 

Hepatic  mass,  compatible  with  hepatoma,  an- 
giosarcoma, or  giant  hemangioma 

Probable  macronodular  hepatic  cirrhosis  secon- 
dary to  alcohol  ingestion 

Solange  Abu  Nassar,  M.D.:  The  working  clinical 
diagnosis  on  admission  was  hepatoma.  The  needle 
biopsy  from  the  region  of  the  liver  performed  in  this 
hospital  presented  us  with  two  cylindric  pieces  of 


FIGURE  3.  Cut  surface  of  resected  right  hepatic  lobe, 
showing  rim  of  normal  liver  tissue  surrounding  central  he- 
mangiomatous  mass.  White  areas  represent  infarction  and 
fibrosis  within  hemangioma. 

gray  soft  friable  tissue,  1 and  0.2  cm.  in  length,  re- 
spectively, and  0.1  cm.  in  diameter.  These  com- 
prised vascular  spaces,  compatible  with  a cavernous 
hemangioma,  together  with  areas  of  loose,  myxoid 
tissue,  representing  possible  areas  of  fibrosis  in  the 
hemangioma.  No  liver  tissue  as  such  was  identified. 
Dr.  Rechtschaffen  felt  that  the  biopsy  came  from  the 
huge  mass  filling  the  entire  right  lobe  of  the  liver;  if 
so,  the  pathologist  would  favor  the  prospect  of  a 
massive  hemangioma,  a rare  but  not  unlikely  finding. 
That  the  needle  hit  an  incidental  hemangioma  and 
the  mass  represented  a hepatoma  was  considered  less 
likely. 

The  resected  portion  of  the  liver  submitted  to  us 
postoperatively  measured  20  by  18  by  6.5  cm.  and 
weighed  1,200  Gm.  About  75  to  80  percent  of  this 
portion  consisted  of  a massive  hemangioma,  which 
measured  20  by  15  by  6 cm.  in  greatest  dimensions, 
with  relatively  normal  liver  tissue  seen  superiorly  and 
laterally  (Fig.  3).  The  lesion  was  irregular  in  shape, 
not  encapsulated  but  well  demarcated  from  the  rest 
of  the  liver.  About  one  half  of  the  mass  consisted  of 
spongy,  soft  gray  tissue,  with  depressed  areas  of  firm 
grayish  blue,  slightly  granular  tissue.  The  rest  of  the 
lesion  consisted  of  areas  of  recently  healed  infarcts 
and  scarring,  presenting  themselves  as  glistening, 
rubbery,  whitish  or  dense  gray  fibrous  tissue  with  foci 
of  calcification.  These  occupied  the  center  of  the 
mass,  and  occasionally  extended  laterally  to  the 
capsular  surface,  as  well  as  by  fingerlike  projections 
into  the  rest  of  the  hemangioma.  The  latter  in  turn 
extended  to  Glisson’s  capsule,  presenting  itself  an- 
teriorly as  compressible  dusky  blue  nodularities 
measuring  up  to  2 cm.  Elsewhere  the  hemangioma 
appeared  dusky  blue,  immediately  in  contact  with 
the  capsular  surface  or  separated  from  it  by  an  oc- 
casional rim  of  normal  liver  tissue. 

In  relatively  normal  liver  tissue  of  the  resected 
right  lobe,  and  the  small  contiguous  portion  of  the 
left  lobe,  numerous  isolated  small  hemangiomas 
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FIGURE  4.  Flemangiomatous  tissue.  (A)  Irregular  endothelial- 
liver  with  blood  content  (arrows)  showing  irregular  fibrosis. 


measuring  up  to  1 cm.  in  diameter  were  seen,  often 
extending  to  Glisson’s  capsule. 

The  resected  portion  of  the  liver  weighed  less  than 
the  estimated  weight  at  operation.  This  is  partly 
because  of  shrinkage  due  to  oozing  of  blood  from  the 
liver  at  the  time  of  surgery  and  partly  because  of 
temporary  occlusion  of  the  porta  hepatis  structures 
during  the  operation. 

Microscopically,  the  appearance  was  typical  of  a 
cavernous  hemangioma  (Fig.  4A).  Its  vascular 
spaces  were  lined  by  attenuated  endothelial  cells, 
supported  by  loose  and  occasionally  hyalinized  dense 
fibrous  tissue  of  varying  thickness,  and  were  often 
filled  with  red  blood  cells.  There  were  areas  of  recent 
hemorrhage  and  of  extensive  recent  infarction,  with 
a ghost  architecture  and  no  myxoid  tissue;  more 
cellular  fibrous  tissue  and  calcification  were  seen 
mainly  in  the  central  portion  of  the  mass. 

In  the  giant  hemangioma,  islands  of  liver  tissue 
were  occasionally  scattered  between  the  cavernosities 
(Fig.  4B).  These  showed  a haphazard  arrangement 
of  bile  ducts  and  blood  vessels.  On  the  other  hand, 
sections  from  the  relatively  normal  liver  tissue 
showed  minimal  congestion;  there  was  no  evidence 
of  cirrhosis.  The  1-cm.  cavernosities  noted  grossly 
were  histologically  similar  to  the  giant  one.  There 
were  also  microscopic  hemangiomata.  Of  particular 
clinical  interest  is  that  in  the  regions  of  close  prox- 
imity of  the  vascular  spaces  to  the  hepatic  surface, 
there  was  a tendency  toward  walling  off  by  connec- 
tive tissue,  20  microns  or  less  in  thickness. 

There  was  no  microscopic  evidence  for  heman- 
gioendothelioma or  hemangiosarcoma  in  our  patient. 
The  gallbladder  was  unremarkable. 

We  are  dealing  with  a massive  or  giant  cavernous 
hemangioma  which  contrasts  in  clinical  significance 
with  the  smaller  ones,  the  latter  being  of  little  im- 
portance. Ochsner  and  Halpert  in  19585  found  the 
incidence  of  hemangioma  to  be  2.3  percent  among 
2,400  autopsies  studied.  Most  of  these  were  3 cm.  or 
less. 

The  giant  hemangiomas  are  rare;  it  is  not  known 
if  they  represent  benign  neoplasmas  or  congenital 
hamartomas.  In  1970,  Adam,  Huvos,  and  Fortner6 


found  22  giant  hemangiomas  larger  than  4 cm.  from 
among  106  patients  whose  hepatic  hemangiomas 
were  treated  surgically.  In  1976  Wald  et  al.,7  in  a 
review  of  the  literature,  found  over  155  cases,  in  all 
age  groups,  but  most  often  in  middle  life.6"10 

The  giant  lesions  tend  to  be  diffuse  as  opposed  to 
the  smaller  ones  which  may  be  single  or  multiple. 
Our  case  presented  us  with  a giant  hemangioma  along 
with  numerous  smaller  ones,  1 cm.  or  less,  diffusely 
scattered  in  the  relatively  normal  liver  tissue. 

Both  the  small  and  the  large  lesions  may  undergo 
thrombosis  and  infarction,  and  heal  by  fibrosis,  most 
often  in  central  areas  due  to  sluggish  blood  flow. 
Hemorrhage  and  thrombosis  may  occur  sponta- 
neously, more  so  as  the  lesion  grows  larger,  or  may  be 
precipitated  by  local  trauma. 

Radiotherapy  is  advocated  when  the  rest  of  the 
liver  harbors  similar  lesions;  however,  its  effect  is  only 
temporary.6 

The  indications  for  surgical  resection,  then,  are 
first,  presence  of  symptoms;  second,  a rapidly  en- 
larging liver;  and  third,  large  size,  when  the  possi- 
bility of  malignant  conditions  arises. 

Surgery  is  then  advocated  to  avoid  spontaneous 
rupture.  Mortality  rates  are  higher  in  those  patients 
who  were  left  alone  than  in  those  who  underwent 
surgical  intervention8;  no  death  was  experienced 
when  surgery  was  elective.6  The  mortality  rate  with 
radical  surgery  is  4.4  percent,10  but  it  is  considerably 
higher  when  hepatic  resection  is  utilized  in  the 
treatment  of  malignant  lesions  of  the  liver. 

In  summary,  the  special  features  of  these  giant 
hemangiomas  are  their  frequent  lack  of  symptoms, 
the  tendency  to  rupture  with  a resulting  high  fatality 
rate,  and  the  serious  need  to  consider  their  surgical 
resection. 

A repeat  celiac  angiography  might  demonstrate  the 
extent  of  involvement  of  the  rest  of  the  liver,  which 
would  be  of  help  in  determining  if  radiation  to  the 
rest  of  the  liver  is  to  he  instituted. 

Since  one  half  of  the  patients  with  massive  he- 
mangioma present  an  abdominal  mass,  a liver  scan 
usually  shows  a filling  defect;  hepatoma  would 
be  more  commonly  suspected,  but  then  the  patient 
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would  likely  demonstrate  weight  loss  or  other  evi- 
dence suggestive  of  malignant  condition.  Selective 
celiac  angiography  most  effectively  differentiates 
hepatoma  from  hemangioma  and,  by  identifying  the 
size  and  location  of  the  lesion  on  x-ray  films,  guides 
the  surgeon  to  a more  intelligent  operative  approach. 
Calcific  densities  of  the  liver  area  are  nonspecific, 
since  they  occur  also  with  granulomatous  inflam- 
mation, abscesses,  primary  malignant  condition  in 
the  liver,  and  suspension  of  thorium  oxide  (Thoro- 
trast),  to  name  but  a few.  Laparoscopy  is  helpful 
when  the  lesion  extends  to  the  surface  of  the  liver,  but 
it  will  not  reveal  the  extent  of  the  lesion,1’  and  the 
procedure  may  be  complicated  by  rupture  of  the 
hemangioma. 

The  most  serious  complication  then  of  giant 
hemangiomas  is  rupture,  even  though  the  lesion  itself 
is  not  malignant.6-8-9  Jaundice  is  reported  to  carry 
a poorer  prognosis.10 

The  treatment  of  choice  is  total  resection  of  the 
lesion.6-10  Ligation  of  the  vessels  at  the  porta  hep- 
atis,  radiotherapy,  and  steroids  have  been  used  as 
alternate  methods  in  poor  surgical-risk  patients  or 
when  the  lesion  is  not  resectable. 

The  hepatic  hemangiomas  rarely  produce  symp- 
toms until  they  attain  a large  size.9  The  average 
duration  of  symptoms  varies  from  3.6  years,9  to  5.5 
years.8  About  one  third  to  one  half  of  the  patients 
are  aware  of  an  enlarging  abdominal  mass.6  A sud- 
den severe  pain  may  be  due  to  thrombosis  within  the 
hemangioma.  Liver  function  test  findings  are  gen- 
erally normal.6-9 

The  vasodilating  action  of  alcohol  may  have  helped 
increase  the  size  of  the  hemangioma  in  this  patient, 
but  at  the  same  time  may  have  invited  stagnation  and 
thrombosis  with  subsequent  healing  by  scar  tissue, 
with  eventual  reduction  in  the  number  of  the  caver- 
nosities.  What  role  the  massive  and  the  smaller 
hemangiomas  may  have  played  in  preventing  cir- 
rhosis, if  it  were  to  develop  in  this  setting,  is  conjec- 
tural. 

In  the  cases  of  giant  hemangioma  reported  by 
others  and  reviewed  by  us,  only  infrequent  mention 
is  made  of  alcohol  consumption;  the  remainder  of  the 


liver  tissue,  when  described,  appeared  normal, 
without  associated  cirrhosis. 

Women  on  birth  control  pills  may  develop  ade- 
nomas but  generally  not  hemangiomas  of  the  liver. 

Unfortunately,  the  diagnosis  is  generally  not  made 
preoperatively,  partly  because  of  the  rarity  of  the 
lesion. 

Needle  biopsy  of  these  vascular  tumors  risks  the 
hazard  of  fatal  hemorrhage,  especially  when  large 
areas  of  the  lesion  extend  to  the  capsular  sur- 
face.5-6-9 

Final  diagnoses 

1.  Giant  cavernous  hemangioma,  extending  to 
capsular  surface  of  liver  with  areas  of  hemorrhage, 
recent  and  organizing  infarcts,  fibrosis,  and  calci- 
fication 

2.  Right  hepatic  and  partial  hepatic  lobec- 
tomy 

3.  Numerous  smaller,  up  to  1 cm.,  cavernous 
hemangiomas  in  remaining  right  and  left  lobes  of 
liver 
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Although  candidiasis,  trichomoniasis,  and  non- 
specific vaginitis  rarely  result  in  long-term  compli- 
cations, they  nevertheless  are  extremely  troublesome 
to  the  patients  involved.  The  many  women  infected 
with  these  diseases  suffer  a tremendous  amount  of 
stress,  discomfort,  and  disability.  This  report  is 
devoted  to  the  diagnosis  and  management  of  these 
infections. 

Trichomoniasis 

Trichomoniasis  is  a sexually  transmitted  infection 
caused  by  Trichomonas  vaginalis,  a flagellate  pro- 
tozoan. The  highest  incidence  of  the  disease  has 
been  reported  in  females  between  the  ages  of  16  and 
35,  the  years  of  greatest  sexual  activity.  Nationally, 
an  estimated  2.5  million  cases  occur  yearly.1  The 
prevalence  of  the  infection  ranges  from  3 to  5 percent 
among  asymptomatic  women  examined  by  private 
physicians,  to  50  to  70  percent  among  prostitutes. 
From  13  to  23  percent  of  women  examined  in  gyne- 
cology clinics  are  colonized  with  the  organism. 1 The 
incidence  of  the  infection  is  highest  among  women 
at  risk  for  other  venereal  diseases.  It  has  been  re- 
ported that  approximately  one  half  of  the  women  in 
England  infected  with  gonorrhea  also  harbor  T.  va- 
ginalis. 1 

Although  isolated  incidences  of  nonsexual  trans- 
mission have  been  reported,  the  infection  is  usually 
acquired  by  sexual  contact.  Nonsexual  transmission 
has  been  reported  from  infected  mothers  to  their 
female  infants.1 


Clinical  picture.  Women  infected  with  tricho- 
monads  most  frequently  present  complaints  of  a 
vaginal  discharge  and  pruritus.  Yet  more  than  25 
percent  of  the  women  from  whom  T.  vaginalis  has 
been  isolated  are  asymptomatic.  In  women  who  are 
symptomatic,  the  vaginal  discharge  may  range  from 
thin  and  scanty  to  greenish,  copious,  frothy,  and 
malodorous.  Pruritus  of  the  vagina  and  vulva  is 
frequently  present  hut  is  not  as  prominent  a feature 
as  it  is  in  candidiasis. 

About  20  percent  of  all  women  with  the  infection 
also  experience  dysuria.  Other  signs  and  symptoms 
may  include  inguinal  adenopathy,  dyspareunia, 
urinary  frequency,  and,  occasionally,  dull,  lower 
abdominal  pain. 

The  incubation  period  of  the  infection  is  in  the 
range  of  from  4 to  20  days.  The  onset  of  acute 
symptoms  often  occurs  with  or  following  menstrua- 
tion when  the  pH  of  the  vagina,  ranging  from  5.5  to 
6.5,  is  optimal  for  the  growth  of  trichomonads. 

On  examination  of  women  colonized  with  T.  vag- 
inalis, erythema,  edema,  and  excoriations  of  the 
external  genitalia  from  scratching  may  be  observed. 
In  addition,  punctate  hemorrhages  of  the  vagina,  that 
is,  granular  vaginitis,  and  a red-speckled  appearing 
cervix,  known  as  “strawberry  cervix,”  may  he 
noted. 

Although  male  sex  partners  are  usually  infected 
with  T.  vaginalis,  the  overwhelming  majority  are 
asymptomatic.  Some  men  may  have  a urethral 
discharge,  itch,  or  irritation.  Studies  have  shown 
that  T.  vaginalis  is  the  etiologic  agent  in  less  than  5 
percent  of  all  men  with  nongonococcal  urethritis.2 

Diagnosis.  The  diagnosis  of  trichomoniasis  de- 
pends on  the  demonstration  of  the  organism  either 
by  direct  microscopic  examination  of  the  discharge 
or  by  growth  of  the  trichomonads  in  a selective  cul- 
ture medium.  For  microscopic  examination,  speci- 
mens are  taken  from  the  posterior  fornix  in  females, 
trichomonads  not  usually  being  found  in  the  endo- 
cervix,  or  from  the  urethra  in  symptomatic  males, 
and  mixed  with  a drop  of  normal  saline  on  a micro- 
scopic slide.  The  diagnosis  is  made  by  the  identifi- 
cation of  active  trichomonads  with  whipping  flagella. 
Since  the  trichomonads’  characteristic  motility  is 
necessary  to  identify  the  organism,  the  specimen 
should  be  examined  as  soon  as  possible  after  prepa- 
ration. The  wet-mount  preparation  has  a sensitivity 
of  approximately  75  percent  in  females. 

The  organisms  can  also  be  cultured  on  Feinberg’s 
medium.  The  plates  should  be  incubated  for  48  to 
72  hours  at  37°  C.  and  the  culture  examined  micro- 
scopically for  the  presence  of  T.  vaginalis.  Cultur- 
ing, as  a method  of  diagnosing  trichomoniasis,  has  a 
sensitivity  of  90  percent  and  is  most  useful  in  isolat- 
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ing  trichomonads  from  asymptomatic  males  and  fe- 
males and  in  patients  being  retested  to  assess  the 
efficacy  of  therapy.  Cultures  may  be  of  additional 
value  to  private  physicians  who  may  not  have  the 
facilities  to  perform  wet  mounts. 

The  Papanicolaou  smear  preparation,  which  may 
also  demonstrate  the  organism,  has  a sensitivity 
range  of  60  to  80  percent.  Although  trichomonads 
are  not  usually  found  in  the  endocervix,  the  organ- 
isms may  be  seen  in  Papanicolaou  smear  prepara- 
tions from  this  site  in  women  who  are  heavily  in- 
fested. 

Since  trichomoniasis  is  frequently  associated  with 
gonorrhea,  and  the  highest  incidence  of  both  diseases 
are  found  among  sexually  active  populations,  an 
endocervical  culture  for  gonorrhea  should  also  be 
performed.  The  differential  diagnosis  should  also 
include  fungal  or  nonspecific  vaginitis  in  women  and 
nongonococcal  urethritis  in  men. 

Treatment.  Metronidazole  is  the  drug  of  choice 
for  T.  vaginalis.  The  dosage  regimen  recommended 
by  the  Bureau  of  Venereal  Disease  Control  is  250  mg. 
orally  three  times  daily  for  seven  days,  or  2 Gm.  orally 
given  all  at  once.  The  patient’s  sexual  partners,  al- 
though usually  asymptomatic,  should  be  treated  si- 
multaneously, since  high  reinfection  rates  have  been 
reported  in  women  whose  sexual  partners  remain 
untreated.  Patients  should  be  cautioned  to  avoid  all 
alcohol  while  taking  metronidazole  because  of  its 
disulfiram  (Antabuse)-like  effect. 

It  must  be  noted  that  metronidazole  is  contrain- 
dicated for  pregnant  women  in  their  first  trimester 
because  the  drug  crosses  the  placenta,  and  its  safety 
for  the  fetus  has  not  been  established.  The  use  of 
metronidazole  in  the  second  and  third  trimesters, 
and  during  lactation,  should  be  restricted  to  patients 
in  whom  local  treatment  has  been  inadequate  to 
control  symptoms.3  Local  treatment  may  include 
povidone-iodine  (Betadine)  or  vinegar  douches  which 
may  alleviate  the  symptoms  but  may  not  kill  all  the 
trichomonads. 

Candidiasis 

Another  common  cause  of  vaginitis  is  candidiasis. 
It  is  caused  by  the  yeast-like  fungus  Candida  albi- 
cans, which  is  an  inhabitant  of  the  normal  flora  of  the 
mouth,  gastrointestinal  tract,  rectum,  and  vagina.  C. 
albicans  is  usually  a harmless  saprophyte  which  has 
been  recovered  in  small  numbers  from  the  vagina  of 
25  to  50  percent  of  healthy  women.  Its  pathogenicity 
is  believed  to  he  correlated  with  its  overgrowth. 

Predisposing  conditions  to  colonization  with  C. 
albicans  include  pregnancy,  diabetes  mellitus,  and 
hypoparathyroidism.  Women  taking  oral  contra- 
ceptives, broad -spectrum  antibiotics,  metronidazole, 
or  corticosteroids  are  also  more  likely  to  he  colonized 
with  Candida. 

Unlike  trichomoniasis,  candidiasis  in  women  is  not 
invariably  sexually  acquired.  The  peak  incidence 
of  the  disease  occurs  in  women  between  the  ages  of 


16  and  30. 1 Males  are  more  likely  to  acquire  the  in- 
fection sexually.  The  organism  is  frequently  cul- 
tured from  the  urethra  of  male  sex  partners  of  women 
colonized  with  candidiasis.  As  many  as  10  percent 
of  men  infected  with  Candida  develop  symptomatic 
urethritis  and  frank  balanitis.1  In  addition,  infants 
born  to  women  infected  with  C.  albicans  have  a 
greatly  increased  prevalence  of  neonatal  oral  candi- 
diasis, that  is,  thrush.2 

Clinical  picture.  The  outstanding  complaint  of 
women  with  symptomatic  candidiasis  is  severe  vulvar 
pruritus.  Women  may  also  notice  a discharge  which 
is  often  scanty.  Symptoms  usually  begin  before  the 
onset  of  menstruation. 

Physical  examination  of  symptomatic  patients 
may  reveal  a vulva  which  appears  edematous,  er- 
ythematous, and  excoriated.  There  may  be  a thick, 
white,  cottage  cheese-like  discharge  from  the  vagina, 
and  white  patches  may  be  seen  on  the  vulvar  and 
vaginal  mucosa. 

Male  sexual  partners  of  women  with  candidiasis 
may  present  balanitis,  symptomatic  urethritis,  or 
candidiasis  of  the  groin  or  penile  shaft. 

Diagnosis.  Diagnosis  of  candidiasis  is  made  by 
the  clinical  picture  and  the  demonstration  of  the 
organism  by  wet  mount,  Gram  stain,  or  culture.  For 
microscopic  examination  of  the  wet  mount,  a sample 
of  vaginal  material  should  be  mixed  with  a few  drops 
of  saline  or  10  percent  KOH  on  a slide.  C.  albicans 
is  a dimorphous  fungus  with  yeast  forms  and  pseu- 
dohyphae.  The  overall  sensitivity  of  the  wet  mount 
is  between  40  and  80  percent.  On  Gram  stain  the 
yeast  forms  are  dense,  gram-positive,  ovoid  bodies 
with  a diameter  of  from  2 to  5 microns.  Pseudohy- 
phae  appear  as  long,  gram-positive  tubes.  The  Gram 
stain  has  a sensitivity  of  from  70  to  100  percent. 

Although  the  organism  can  easily  be  cultured  on 
Sabouraud’s  glucose  agar,  it  is  often  difficult  to  de- 
termine whether  the  woman  has  true  candidiasis  or 
whether  the  Candida  cultured  is  from  among  the 
normal  vaginal  flora. 

Treatment.  Nystatin  is  the  drug  of  choice  for  the 
treatment  of  candidiasis  in  pregnant  and  nonpreg- 
nant women.  Vaginal  suppositories  of  100,000  units 
should  be  used  in  females  twice  a day  for  two  weeks. 
Clotrimazole  vaginal  tablets  or  miconazole  cream,  not 
recommended  for  women  in  their  first  trimester,  are 
also  effective.  Male  sex  partners  with  symptomatic 
balanitis  or  groin  candidiasis  should  be  treated  with 
nystatin  or  miconazole  cream  which  should  be  ap- 
plied to  the  affected  areas  several  times  a day  for  one 
to  two  weeks. 

Corynebacterium  vaginale 
(Haemophilus  vaginalis)  vaginitis 

C.  vaginale  is  a sexually  transmitted  organism 
considered  to  be  the  main  cause  of  bacterial  vaginitis. 
The  organism  is  prevalent  in  almost  15  percent  of 
women  in  the  childhearing  age  group. 

The  sexual  transmissibility  of  the  infection  has 
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TABLE  I.  Clinical  and  laboratory  findings  in  sexually  transmitted  vaginitis 


Category 

Trichomoniasis 

Candidiasis 

C.  vaginale  Vaginitis 

Symptoms 

Discharge:  malodorous,  thin 

Intense  pruritus;  Discharge: 

Discharge:  small  amount,  onset 

to  frothy,  onset  during  or 
immediately  after 
menstruation;  Pruritus; 
Dysuria;  Dyspareunia 

scanty,  odorous;  Dysuria 
(rare);  Dyspareunia 
(occasionally) 

unrelated  to  menses;  Mild 
pruritus;  Dyspareunia  (rare) 

Clinical  findings 

Vulva:  irritated,  erythematous, 
edematous,  excoriated; 
Discharged:  thin,  frothy, 
malodorous;  Red-speckled 
(“strawberry")  cervix  and 
vagina;  Lower  abdominal 
tenderness  (rare) 

Vulva:  irritated,  erythematous, 
edematous,  excoriated; 
Discharge:  thick,  white, 
curdy,  adherent,  or  thin  and 
watery;  Satellite  lesions  on 
external  genitalia 

Vulva:  slightly  irritated; 
Discharge:  homogeneous  in 
consistency  (“flour  paste”), 
thin,  gray-white,  adherent 

pH  range 

Laboratory  diagnosis 

5.5  to  6.5 

4 to  5 

5 to  5.5 

Wet  mount 

Motile  trichomonads 

Hvphae,  yeast  cells 

Granular,  cornified,  epithelial 
cells  (“clue  cells”) 

Gram  stain  (or  other) 

Trichomonads  may  be  seen  in 
Papanicolaou  smear 

Gram-positive  budding  yeast 
cells  and  hyphae 

Epithelial  cells  studded  with 
gram-negative  pleomorphic 
coccobacilli 

Culture 

Feinberg's  medium 

Sabouraud’s  medium 

Peptone-starch-dextrose 

medium 

been  well  established.  The  bacteria  have  been  iso- 
lated from  the  urethra  in  70  to  90  percent  of  the  male 
sex  partners  of  infected  females.1  In  addition,  high 
reinfection  rates  have  been  reported  in  women  whose 
sex  partners  remained  untreated.4 

Clinical  picture.  Ten  to  40  percent  of  women 
with  C.  vaginale  are  asymptomatic.  In  women  who 
do  present  symptoms,  their  complaints  are  milder 
than  those  of  women  with  trichomoniasis  or  candi- 
diasis. Women  colonized  with  C.  vaginale  may 
complain  of  a grayish,  malodorous  vaginal  discharge. 
Less  than  one  half  of  the  women  infected  notice  a 
slight  pruritus  or  experience  a mild  burning  sensa- 
tion. Occasionally  there  may  be  mild  abdominal 
discomfort.  The  onset  of  symptoms  is  not  related 
to  the  menstrual  cycle. 

On  examination,  the  clinician  may  observe  a ho- 
mogeneous, relatively  thin  discharge,  often  described 
as  “flour  paste,”  which  has  a tendency  to  adhere 
uniformly  to  the  vaginal  wall.  The  pH  of  the  dis- 
charge is  usually  5 to  5.5.  In  a minority  of  women  the 
vulva  may  be  slightly  irritated,  and  punctate  hem- 
orrhages may  be  observed. 

Men  colonized  with  C.  vaginale  are  usually 
asymptomatic  carriers.  There  have  been  reports  of 
men  who  developed  nongonococcal  urethritis,  but 
this  is  considered  rare. 

Diagnosis.  C.  vaginale  can  be  diagnosed  by  wet 
mount,  Gram  stain,  or  culture.  When  the  wet  mount 
is  examined  under  a microscope,  cornified  vaginal 
epithelial  cells,  small  rods,  and  coccobacilli,  which 
may  adhere  to  the  cell  surface,  are  seen.  Polymor- 
phonuclear leukocytes  are  almost  completely  absent. 
The  epithelial  cells  may  have  a granular  or  stippled 
appearance,  known  as  “clue  cells.”  The  Gram  stain, 
characterized  by  gram-negative  bacilli,  is  considered 
superior  to  the  wet  mount  preparations  since  its 
sensitivity  has  been  estimated  as  greater  than  90 
percent.  C.  vaginale  can  be  cultured  on  peptone- 
starch-dextrose  medium,  but  the  process  is  compli- 


cated, time-consuming,  and  routinely  not  available 
to  private  physicians. 

Treatment.  Recommended  treatment  for  C. 
vaginale  is  500  mg.  of  ampicillin  four  times  a day  for 
7 to  10  days.  Since  this  therapy  can  mask  coexisting 
gonorrhea  or  syphilis,  physicians  should  perform  the 
appropriate  tests  for  these  infections  before  begin- 
ning therapy.  There  are  no  clear-cut  recommenda- 
tions for  patients  who  are  allergic  to  ampicillin.  The 
use  of  sulfonamide-containing  vaginal  creams  is  not 
recommended  since  sulfonamides  appear  to  be 
clinically  ineffective  against  C.  vaginale.  Although 
not  approved  for  this  purpose  by  the  Food  and  Drug 
Administration,  oral  metronidazole  has  recently  been 
shown  to  be  effective  against  C.  vaginale .5 

Summary 

A summary  of  clinical  and  laboratory  findings  in 
all  types  of  sexually  transmitted  vaginitis  is  given  in 
Table  I. 

It  must  be  emphasized  that  all  women  presenting 
symptoms  of  vaginitis  should  also  be  cultured  for 
gonorrhea  for  the  following  reasons: 

1.  Although  the  majority  of  women  infected  with 
gonorrhea  are  asymptomatic,  those  who  are  symptom- 
atic often  present  a vaginal  discharge. 

2.  Women  infected  with  one  sexually  transmitted 
disease  are  also  at  highest  risk  for  acquiring  another. 

3.  The  peak  incidence  of  all  vaginitides  coincides 
with  the  period  of  greatest  sexual  activity. 

Bureau  of  Venereal  Disease  Control 
93  Worth  Street-Room  806 
New  York,  N.Y.  10013 
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Continuin  medical  eduaction 
— regional  program 

The  University  of  Rochester  School  of  Medicine  and  the 
American  Medical  Association  will  be  offering  a regional 
program  of  continuing  medical  education  at  the  Marriott 
Inn  on  the  New  York  State  Thruway,  Exit  46,  at  Rochester, 
New  York,  on  October  13-14,  1979,  Saturday  and  Sunday. 
The  meeting  will  consist  of  eight  postgraduate  courses,  five 
or  six  hours  each,  four  courses  running  concurrently  on 
each  day. 

The  AM  A has  found  that  its  regional  meetings  scattered 
in  all  major  areas  of  the  United  States  have  been  very  well 
accepted  by  practicing  physicians.  Many  specialists  have 
found  the  fundamental  medical  courses  of  great  interest 
though  not  in  their  specialties.  Planned  by  the  AMA’s 
Council  on  Continuing  Physician  Education,  the  courses 
qualify  for  Category  1 credit  toward  the  Physician’s  Rec- 
ognition Award;  syllabi  and  informal  discussions  provide 
the  educational  experience  preferred  by  physicians.  The 
meetings  have  been  timely  since  so  many  states  have 
passed  statutory  regulations  requiring  CME  (continuing 
medical  education)  to  maintain  re-registration  of  license 
of  physicians  and  many  medical  societies  have  required 
CME  to  continue  membership. 

With  this  increased  emphasis  on  CME,  the  AMA’s 
Council  on  Continuing  Physician  Education  has  planned 
these  regional  meetings  to  bring  the  syllabus  and  the 
medical  school  professor  directly  to  the  physician.  This 
objective  is  consonant  with  one  of  the  prime  reasons  for  the 
founding  of  the  AMA  in  1847,  to  disseminate  scientific 
knowledge  to  practicing  physicians. 


3.  Idem:  Management  of  sexually  transmissible  infections 
during  pregnancy,  Clin.  Obst.  & Gynec.  18:  57  (1975). 

4.  Dunkelberg,  W.  E.:  Corynebacterium  vaginale.  Sex. 

Transm.  Dis.  4:  69  (Apr. -June)  1977. 

5.  Pheifer,  T.  A.,  et  al.:  Nonspecific  vaginitis:  role  of  Hae- 
mophilus vaginalis  and  treatment  with  metronidazole,  New  En- 
gland J.  Med.  298:  1429  (June  29)  1978. 


At  the  regional  meetings  the  classes  are  kept  small  with 
individual  participation  and  discussions  encouraged  be- 
tween teachers  and  “students.”  Although  the  AMA  would 
not  and  could  not  presume  to  be  able  to  supply  the  great 
demand  that  is  developing  for  this  type  of  continuing 
training,  the  Council  on  Continuing  Physician  Education 
is  striving  to  set  an  example  of  excellence  in  this  field. 
Many  physicians  stop  at  the  registration  desk  after  courses 
to  exclaim  about  their  usefulness  and  how  well  prepared 
they  are. 

The  list  of  courses  is  as  follows,  ($60  for  the  5-hour 
course,  $70  for  the  6-hour  courses): 

SATURDAY,  OCTOBER  13 
Office  Gynecology — 8 am-3  pm,  6 hours 
Common  Neurologic  Problems  of  Office  Practice — 8 
am-3  pm,  6 hours 

Infectious  Diseases — 9 am-3  pm,  5 hours 
Pulmonary  Diseases — 9 am-3  pm,  5 hours 

SUNDAY,  OCTOBER  14,  ALL  Sunday  Courses  are  6 
Hours,  8 am-3  pm 

Surgery  Outside  the  OR — Lumps,  Bumps  and  Burns, 
Slashes  and  Gashes 
Pharmacotherapeutics  in  the  Elderly 
Practice  Management — Managing  the  Business  Side 
Pain — Its  Diagnosis  and  Management 
Continental  breakfast  and  a light  lunch  are  included  in  the 
registration  fee.  The  Marriott  Inn  limousine  may  be  re- 
quested by  courtesy  phone  at  the  airport  for  those  arriving 
by  plane. 

Inquiries  for  further  information  may  be  addressed  to 
the  Department  of  Meeting  Services,  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 
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Montefiore  Hospital  and  Medical  Center 
The  Bronx,  New  York 


Electrocardiograms 
of  the  Month 


Editors 

IRA  L.  RUBIN,  M D. 

Head,  Department  of  Electrocardiography 
JULIAN  FRIEDEN.  M D. 

Associate  Head,  Department  of  Electrocardiography 


QUESTION  275.  The  patient  was  a 76-year-old  male  with  anginal  syndrome, 
was  asymptomatic.  What  is  the  interpretation? 


The  tracing  was  taken  when  the  patient 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  275.  The  rhythm  is  regular  sinus  at 
a rate  of  73  beats  per  minute.  The  P-R  interval  is 
0.23  second,  or  first-degree  A-V  (atrioventricular) 
block.  The  QRS  complexes  are  normal.  The  T wave 
is  diphasic  in  lead  I ( + -)  and  symmetrically  in- 
verted in  aVl. 

These  T-wave  changes  are  abnormal  but  nonspe- 
cific and  are  compatible  with  myocardial  damage.  In 


a symptomatic  patient,  serial  tracings  are  indi- 
cated. 

Question  276.  The  ventricular  rhythm  is  regular 
at  a rate  of  83  beats  per  minute  in  the  top  strip.  A 
sharp  notched  wave  is  seen  between  the  QRS  com- 
plexes; this  is  a P wave.  The  P-R  interval  is  0.32 
second.  First-degree  heart  block  is  present. 

The  bottom  strip  reveals  the  same  sinus  rhythm. 
A-V  conduction  has  changed.  The  first  P-R  interval 
is  0.19  second,  the  second  0.32  second,  the  third  0.40 
second,  and  the  fourth  is  blocked.  This  is  second- 
degree  A-V  block,  Mobitz  type  I (Wenckebach). 
Between  the  fourth  and  eighth  QRS  complexes  there 
is  a 2:1  A-V  block;  the  P-R  interval  of  the  conducted 
P wave  is  fixed  at  0.18  second. 

A 2:1  A-V  block  may  be  either  Mobitz  type  I or  II. 
When  Wenckebach  periods  are  present,  the  2:1  block 
is  type  I,  a block  within  the  A-V  node. 


AMA  awarded  grant  to 
improve  jail  health  care 

The  American  Medical  Association  has  been  awarded 
a contract  by  the  LEAA  (Law  Enforcement  Assistance 
Administration)  of  the  U.S.  Justice  Department  to  help 
bring  adequate  health  care  to  the  inmates  of  American 
jails. 

The  contract,  which  provides  funding  of  $1,296,460, 
specifies  that  the  AMA  will  provide  technical  assistance 
to  facilitate  the  widespread  adoption  of  the  AMA  standards 
of  healt  h care  in  the  nation’s  correctional  institutions. 

“We  are  pleased  that  the  AMA  will  continue  its  associ- 
ation with  this  project,”  said  James  H.  Sammons,  M.D., 
executive  vice  president  of  the  AMA.  “The  jail  health 
standards  were  formulated  with  the  financial  assistance 
of  the  LEAA.  This  contract  is  the  next  logical  step.” 

The  standards  are  the  result  of  a three-year  AMA  pro- 
gram which  worked  with  selected  jails  in  16  states  to 
upgrade  their  health  care.  This  first  phase  of  the  program, 
which  ended  in  June,  has  proved  unusually  successful. 

As  a direct  result  of  the  program  a comprehensive  pro- 
gram of  standards  of  jail  health  care  was  devised,  under  the 
supervision  of  a committee  of  experts,  composed  of  law 
enforcement  and  correctional  officers,  lawyers,  clergymen, 
physicians,  nurses,  ex-inmates,  dentists,  and  others.  Using 
these  standards  a certification  program  has  been  developed 
and  already  35  jails  in  the  nine  cooperating  states  have  been 
certif  ied  as  providing  appropriate  health  care. 

The  implementation  of  the  program  at  the  state  level  was 
the  work  of  state  medical  societies,  using  staff  and  the 
volunteer  work  of  physicians. 

The  AMA  jail  health  care  program  was  the  result  of  a 
survey  conducted  by  the  AMA  of  the  nation’s  jails.  The 
survey  disclosed  a shocking  inadequacy  of  health  care  fa- 
cilities in  jails. 

Only  first-aid  facilities  existed  in  66  percent  of  the 


jails. 

Physicians  were  available  on  a regularly  scheduled 
basis  in  only  38  percent  of  the  jails. 

Physicians  were  not  available  to  provide  medical  care 
in  32  percent  of  the  jails. 

Use  of  emergency  rooms  and  physician  offices  for 
acute  and  emergency  cases  constituted  the  principal 
source  of  health  care  delivery  in  jails. 

The  consequences  of  this  inadequate  jail  health  care 
were  highlighted  in  a number  of  court  cases  which  labeled 
inattention  to  inmates’  needs  as  “cruel  and  unusual  pun- 
ishment.” And  on  a humanitarian  basis,  when  a society 
strips  from  a person  his  or  her  right  to  independent  action 
then  the  fundamental  needs  of  life  must  be  provided. 

One  of  the  basic  requirements  of  the  AMA  standards  is 
an  admission  screening  examination,  in  which  incoming 
ill  inmates  would  be  segregated  from  the  rest  of  the  jail 
population.  The  need  for  this  is  documented  by  the  case 
in  which  a tubercular  inmate  was  introduced  into  a tier  of 
cells  in  a jail.  Within  a short  time  23  other  inmates  had 
been  infected.  Furthermore  the  need  to  catch  these  in- 
fectious diseases  before  the  inmate  is  released  back  into 
society  is  given  a grim  reality  by  the  documented  death  of 
a child  from  tuberculosis  contracted  from  a released  in- 
mate. 

Under  the  new  contract  the  AMA  will  provide  technical 
assistance  to  LEAA  for  the  purpose  of  implementing  that 
phase  of  the  LEAA  Incentive  Fund  Program  for  health  care 
delivery  in  correctional  facilities.  The  AMA  will  assist 
LEAA  in  the  identification  of  the  states  to  participate  in 
the  program,  assist  in  the  development  of  a full-time 
project  coordinator  in  the  selected  states’  medical  societies, 
provide  technical  assistance  to  LEAA  in  operating  the 
national  implementation  of  the  AMA  Standards  and  pro- 
vide an  on-going  evaluation  and  monitoring  program 
during  the  implementation  of  the  standards  in  the  cor- 
rectional facilities  of  the  selected  states. 
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Drug  Information * 


Questions  and  Answers 

Does  quinidine  alter  serum  digoxin  levels? 

Reports  from  two  independent  groups  indicated  that  the 
combination  digoxin  and  quinidine  resulted  in  elevated 
serum  digoxin  levels. 

A study  was  conducted  in  Sweden  on  12  patients  main- 
tained on  digoxin  for  atrial  fibrillation  or  flutter,  whose 
therapeutic  regimen  was  supplemented  with  quinidine 
bisulfate,  750  mg.  orally  twice  daily  for  three  to  five  days.1 
All  12  patients  experienced  a rise  in  plasma  digoxin  con- 
centrations during  eoncommitant  quinidine  therapy,  and 
the  mean  digoxin  level  rose  from  0.85  ng.  to  1.6  ng.  per 
milliliter.  The  author  suggested  that,  while  the  mecha- 
nism of  interaction  was  not  yet  defined,  quinidine  may 
affect  the  binding  of  digoxin  in  the  tissues. 

In  another  study,  serum  digoxin  levels  were  observed 
before  and  during  quinidine  therapy  in  27  patients  on 
steady  state  doses  of  digoxin,  who  were  not  taking  any  other 
antiarrhythmic  drugs.2  In  25  patients  the  serum  digoxin 
level  rose  significantly  during  quinidine  therapy  from  a 
mean  level  of  1.4  ng.  to  3.2  ng.  per  milliliter,  in  spite  of  a 
reduction  in  the  mean  dose  of  digoxin  from  0.31  to  0.25  mg. 
New  anorexia,  nausea,  or  vomiting  developed  in  16  patients 
on  combination  therapy,  and  disappeared  in  the  10  pa- 
tients whose  digoxin  dose  was  lowered  or  held.  Four  pa- 
tients with  prior  ventricular  arrhythmias  experienced  a 
worsened  arrhythmia  within  five  days  after  quinidine  was 
begun.  Of  13  patients  without  prior  ventricular  premature 
beats,  three  developed  this  symptom  in  the  same  time 
period.  One  of  those  patients  manifested  ventricular  fi- 
brillation, one  had  asystole,  and  there  was  one  sudden 
death.  In  four  patients,  it  was  established  that  the  ele- 
vation in  serum  digoxin  concentration  occurred  within  24 
hours  of  quinidine  therapy,  and  a higher  level  was  sus- 
tained for  several  days.  The  authors  suggest  a kinetic  in- 
teraction between  quinidine  and  digoxin. 

In  conclusion,  two  studies  suggest  a significant  increase 
in  serum  digoxin  levels  after  instituting  quinidine  therapy. 
As  a precaution  it  would  be  advisable  to  monitor  the  serum 
digoxin  levels  carefully  when  quinidine  is  added  to  the 
therapeutic  regimen. 

1.  Evvinsson,  G.:  Effects  of  quinidine  on  plasma  concentra- 
tion of  digoxin,  Brit  M.  J.  1:  279  (1978). 

2.  Leakey  E.  B.,  et  al.:  Interaction  between  quinidine  and 
digoxin,  J.A.M.A.  240:  533  (1978). 

* The  "Questions  and  Answers”  column  is  compiled  by  the 
Inter-National  Pharmaceutic  and  Therapeutic  Drug  Information 
Center  (DIC)  affiliated  with  the  Arnold  and  Marie  Schwartz 
College  ot  Pharmacy  and  Health  Sciences  (formerly  Brooklyn 
College  of  Pharmacy)  of  Long  Island  University,  81  DeKalb  Av- 
enue, Brooklyn,  New  York  11201.  The  purpose  of  the  Center  is 
to  provide  therapeutic  and  pharmaceutic  information  not  readily 
available  to  physicians,  pharmacists,  and  related  health  profes- 
sionals at  no  charge  and  with  minimal  time  involvement.  The 
Center  is  staffed  by  specially  trained  pharmacists.  Walter  Modell, 
M.D.,  Emeritus  Professor  of  Pharmacology’  at  Cornell  University 
Medical  College,  is  pharmacologist  consultant.  The  service  is 
available  from  9:00  A.M.  to  4:30  P.M.,  Monday  through  Friday, 
at  (212)622-8989  or  330-2735. 


Is  there  an  interaction  between  dexamethasone  and 
phenytoin  during  concurrent  administration? 

Reports  that  higher  than  usual  doses  of  dexamethasone 
(Decadron)  were  required  for  patients  on  chronic  pheny- 
toin (Dilantin)  undergoing  a plasma  cortisol -dexametha- 
sone  suppression  test  suggested  the  possibility  of  a drug- 
drug  interaction.1,2 

Subsequently,  studies  in  rats  and  human  beings  indi- 
cated that  phenytoin  may  accelerate  the  hepatic  conjuga- 
tion and  biliary  excretion  of  dexamethasone.2  Human 
studies  have  also  suggested  that  phenytoin  may  increase 
the  metabolism  of  dexamethasone  by  enhancing  its  con- 
version to  unconjugated  metabolites  of  greater  polarity.3 

Ranauden  et  al.4  cited  20  patients  with  supratentorial 
tumors  who  required  greater  than  normally  prescribed 
doses  of  dexamethasone  to  control  cerebral  edema;  18  of 
the  20  patients  had  been  maintained  on  phenytoin.  Vin- 
cent5 also  reported  on  two  patients  with  glioblastoma  who 
had  improved  symptomatology  on  dexamethasone  and 
phenytoin  for  six  to  eight  weeks  until  regressions  occurred. 
Instead  of  increasing  the  dose  of  dexamethasone,  which 
normally  would  be  indicated,  the  substitution  of  equipo- 
tent  doses  of  methylprednisolone  (Medrol)  resulted  in 
prompt  clinical  improvement,  thus  indicating  a possible 
interaction  between  dexamethasone  and  phenytoin. 
Previously,  methylprednisolone  and  its  succinate  salt 
(Solu-Medrol)  had  been  demonstrated  to  be  affected  min- 
imally by  concurrent  phenytoin  administration.5 

It  is  difficult  to  evaluate  quantitatively  the  possible  in- 
teraction between  dexamethasone  and  phenytoin. 
Therefore,  when  these  two  drugs  are  utilized  concurrently, 
the  possibility  of  a diminished  dexamethasone  response 
should  be  considered.  Methylprednisolone  apparently  is 
unaffected  by  this  interaction. 

1.  Jubiz,  W.:  Failure  dexamethasone  suppression  in  patients 
on  chronic  diphenylhvdantoin  therapy,  Clin.  Res.  17:  106 
(1969). 

2.  Jubiz,  W.:  Effect  of  diphenylhvdantoin  on  the  metabolism 
of  dexamethasone,  New  England  J.  Med.  283:  11  (1970). 

3.  Haque,  N.,  et  al.:  Studies  on  dexamethasone  metabolism 
in  man:  effect  of  diphenylhvdantoin,  J.  Clin.  Endocrinol.  34:  44 
(1972). 

4.  Ranauden,  J.,  et  al.:  Dose  dependency  of  Decadron  in  pa- 
tients with  partially  excised  brain  tumors,  J.  Neurosurg.  39:  302 
(1973). 

5.  Vincent,  F.:  Phenytoin/dexamethasone  interaction.  Lancet 
1:  1360  (June  24)  1978. 

There  have  been  many  inquiries  about  the  availability 
of  “ salt-poor ” albumin;  is  this  product  still  available? 

“Salt-poor”  albumin  is  still  available,  but  the  term 
“salt-poor”  has  been  deleted  from  the  name.  The  first 
normal  serum  albumin  product,  made  about  40  years  ago, 
was  a 25  percent  hypotonic,  acidic  solution  in  water.  This 
was  subsequently  replaced  with  preparations  adjusted  to 
a neutral  pH  and  a sodium  concentration  of  150  mEq.  per 
liter.1-2  The  formula  was  not  suitable  for  the  possibly 
adverse  storage  conditions  associated  with  military  use,  and 
another  preparation  formulated  with  a high-sodium  con- 
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centration  was  adopted.  Bv  1945,  with  the  use  of  other 
stabilizers,  the  sodium  concentration  could  be  lowered  to 
the  range  of  130  to  160  mEq.  per  liter,  and  this  new  solution 
was  called  salt-poor  to  distinguish  it  from  the  solution  with 
the  higher  sodium  content.  Soon  after  the  introduction 
of  the  salt-poor  solution,  the  high-sodium  product  was 
discontinued,  making  the  term  salt-poor  unnecessary;  but 
it  persisted  for  more  than  30  years.  New  FDA  regulations 
require  that  all  plasma  products,  including  albumin,  have 
a sodium  content  range  of  130  to  160  mEq.  per  liter.3 

Products  which  have  already  been  manufactured  will  not 
have  the  name  salt-poor  deleted  from  their  labels,  but 
newly  manufactured  products  will.  Therefore,  until  stocks 
of  older  material  have  been  consumed,  one  may  encounter 
products  bearing  the  term  salt-poor,  but  the  products  all 
have  sodium  content  in  the  range  of  130  mEq.  to  160  mEq. 
per  liter.1 

1.  Finlayson,  J.  S.:  The  birth  and  demise  of  “salt-poor”  al- 
bumin, Am.  J.  Hosp.  Pharm.  35:  898  (Aug.)  1978. 

2.  Scatchard,  G.,  et  al.:  Chemical,  clinical,  and  immunological 
studies  on  the  products  of  human  plasma  fractionation.  XXVI. 
The  properties  of  solutions  of  human  serum  albumin  of  low  salt 
content,  J.  Clin.  Invest.  24:  671  (1945). 

3.  Normal  serum  albumin  (human)  and  plasma  protein  frac- 
tion (human).  Fed.  Regist.  42:  27,  575  (May)  1977. 


Can  you  please  provide  any  information  on  the  effect 
of  nitrofurantoin  on  DNA? 

Nitrofurantoin  (Macrodantin,  Furadantin),  a nitrofuran 
derivative,  is  used  extensively  against  many  strains  of 
common  urinary  tract  pathogens.1  It  has  been  suggested 
that  most  nitrofurans  are  mutagenic  and  carcinogenic,  and 
nitrofurantoin  has  been  shown  to  cause  DNA  (deoxyri- 
bonucleic acid)  breakage  of  human  cells. 

Olive  and  McCalla2  have  demonstrated  that  enzymatic 
reduction  of  the  nitro  group  on  nitrofuran  compounds  is 
essential  before  mutations  or  DNA  single-strand  breaks 
are  induced;  further,  the  furan  analogues  that  they  have 
tested  without  the  nitro  group  are  neither  mutagenic  nor 
carcinogenic.  They  found  the  extent  of  DNA  breakage 
decreased  progressively  as  the  oxygen  concentration  of  the 
incubation  medium  has  increased. 

Hirsch-Kauffmann  et  al.3  observed  that  nitrofurantoin 
can  damage  DNA  of  bacterial  and  human  cells.  In  a bac- 
terial model,  DNA  synthesis  was  more  severely  affected  by 
nitrofuran  in  cells  defective  in  DNA  repair.  The  damage 
resembled  that  of  U.V.  (ultraviolet)  irradiation,  since  both 
nitrofuran  and  U.V.  irradiation  inhibited  DNA  replication 
and  were  reparable.  In  human  cultured  diploid  fibroblasts 
the  dose  of  nitrofurantoin  required  to  inhibit  DNA  repli- 
cation was  considerably  higher  than  the  dose  needed  to 
produce  the  same  effect  in  the  bacteria.  This  suggests  that 
in  healthy  cells,  the  nitrofurantoin  effect  may  he  suffi- 
ciently counteracted  by  the  repair  enzymes,  especially  at 
the  lower  drug-concentration  range. 

Since  nitrofurantoin  has  been  shown  to  damage  DNA 
synthesis,  particular  care  should  he  exercised  in  using  this 
drug  in  patients  with  any  DNA  repair  deficiency.  More 
data  are  needed  to  determine  the  long-term  clinical  effects 
of  these  observations. 

1.  The  Pharmacological  Basis  of  Therapeutics,  5th  ed.,  New 
York,  The  Macmillan  Publishing  Co.,  1970,  p.  1008. 

2.  Olive,  P.  L.,  and  McCalla,  I).  It.:  Cytotoxicity  and  DNA 
damage  to  mammalian  cells  by  nitrofurans,  Chem.  Biol.  Interact. 
Hi:  223(1977). 

3.  Hirsch-Kauffmann,  M.,  et  al.:  Nitrofurantoin  damages 

DNA  of  human  cells,  Klin.  Wehnscher.  56:  405  (1978). 


Do  you  have  any  information  concerning  the  interac- 
tion between  digoxin  and  spironolactone? 

Spironolactone  (Aldactone,  and  contained  in  Aldacta- 
zide)  has  been  shown  to  inhibit  the  tubular  secretion  of 
digoxin  and  thereby  its  renal  clearance.  The  clinical  im- 
portance of  this  interaction  is  not  known. 

Steiness1  conducted  a study  to  evaluate  the  mechanism 
of  and  the  effects  of  spironolactone  on  renal  handling  of 
digoxin.  Simultanous  measurements  of  inulin  and  digoxin 
clearances  were  performed  in  13  digitalized  patients  with 
chronic  congestive  heart  disease.  Nine  of  the  patients  were 
subsequently  treated  with  100  mg.  spironolactone  daily  for 
10  days,  and  the  measurements  of  inulin  and  digoxin 
clearances  were  repeated.  The  mean  concentration  of 
plasma  digoxin  increased  from  0.8  ng.  to  1 ng.  per  milliliter 
( P < 0.01 ).  The  data  suggest  that  spironolactone  decreases 
tubular  secretion  of  digoxin  in  the  distal  segment  of  the 
renal  tubulus. 

Waldorff  et  al.2  studied  the  effect  of  spironolactone  on 
the  kinetics  of  digoxin  in  eight  subjects,  four  patients  with 
arteriosclerotic  heart  disease  plus  four  healthy  persons. 
All  subjects  were  given  0.75  mg.  of  digoxin  intravenously. 
After  five  days  of  treatment  with  spironolactone  100  mg. 
twice  daily,  the  same  intravenous  dose  of  digoxin  was  given 
again  during  continued  administration  of  spironolactone. 
The  authors  found  that  plasma  digoxin  levels  increased  by 
one  third  during  spironolactone  treatment. 

In  conclusion,  although  the  precise  mechanism  of  in- 
teraction between  digoxin  and  spironolactone  is  not  known, 
there  is  some  evidence  that  the  combination  resulted  in  an 
evaluat  ion  of  plasma  digoxin  level.  Further  investigations 
are  needed  to  determine  the  clinical  significance  of  this 
interaction,  and  it  is  advisable  to  monitor  digoxin  levels 
when  adding  spironolactone  to  the  therapeutic  regimen  of 
patients  on  digoxin. 

1 . Steiness,  E.:  Renal  tubular  secretion  of  digoxin,  Circulation 
50:  103  (1974). 

2.  Waldorff,  S.,  et  al.:  Spironolactone-induced  changes  in 
digoxin  kinetics,  Clin.  Pharmacol  Ther.  24:  162  (Apr.)  1978. 

Recently  the  lay  press  suggested  that  cimetidine  had 
induced  cardiac  arrhythmia.  Do  you  have  any  informa- 
tion relating  to  this  possible  adverse  reaction? 

Cimetidine  (Tagamet)  is  an  FU  (histamine)  receptor 
antagonist  indicated  in  the  treatment  of  duodenal  ulcer 
and  pathologic  hypersecretory  conditions.1,2  There  is  no 
mention  of  cardiovascular  side-effects  in  the  official  lit- 
erature of  cimetidine,  although  FD  receptors  have  been 
documented  in  the  heart,  and  these  can  be  selectively 
blocked  by  FD  receptor  antagonists  as  shown  in  the  isolated 
guinea  pig  atrium.3'5 

Reding  et  al.6  have  reported  a case  of  bradycardia  in  a 
49-year-old  male  without  apparent  heart  disease  and 
findings  normal  on  E.K.G.  (electrocardiogram)  who  was 
treated  with  cimetidine  for  gastrointestinal  bleeding. 
After  10  days  of  therapy  his  heart  rate  was  57  per  minute. 
On  the  next  day,  an  E.K.G.  indicated  atrioventricular 
dissociation  and  idioventricular  rhythm  with  a heart  rate 
of  50  per  minute.  Cimetidine  was  discontinued,  and 
tincture  of  belladonna  was  administered.  The  E.K.G. 
findings  two  days  later  were  normal,  and  the  heart  rate 
returned  to  63  per  minute  two  weeks  later. 

-Jefferys  and  Vale7  reported  bradycardia  associated  with 
cimetidine  in  two  patients.  The  first  was  a 39-year-old 
male  treated  for  gastric  ulcer  with  cimetidine.  After  the 
second  day  of  therapy,  he  developed  malaise  and  dizziness 
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which  persisted  during  the  four  weeks  of  therapy.  Ex- 
amination revealed  a pulse  rate  of  48  per  minute  (previ- 
ously 76  per  minute)  and  sinus  bradycardia  confirmed  on 
E.K.G.  Symptoms  disappeared  when  cimetidine  was 
discontinued,  and  the  patient’s  pulse  rate  rose  to  72  per 
minute.  In  the  second  patient,  a 62-year-old  male  with 
melanin  secondary  to  aspirin,  cimetidine  was  administered 
intravenously,  and  sinus  bradycardia  (pulse  rate  of  42  per 
minute)  was  noted  four  hours  later.  The  drug  was  given 
orally  during  the  next  three  days,  and  bradycardia  per- 
sisted. After  the  drug  was  discontinued,  the  patient’s  pulse 
rate  rose  to  64  per  minute.  Three  days  later,  the  patient 
was  challenged  with  an  intravenous  bolus  of  cimetidine, 
and  his  heart  rate  fell  over  the  next  three  hours  from  70  to 
44  per  minute  and  returned  to  normal  over  the  next  10 
hours. 

A case  of  bradycardia  associated  with  cimetidine  was 
reported  in  a 33-year-old  woman  with  kidney  failure.5  On 
admission  to  the  hospital,  the  patient’s  E.K.G.  finding  was 
normal,  and  subsequent  gastroscopy  revealed  the  presence 
of  a gastric  ulcer.  The  patient  was  placed  on  oral  cimeti- 
dine and  after  two  weeks  of  therapy  complained  of  palpi- 
tations. The  E.K.G.  showed  sinus  bradycardia  with  the 
rate  varied  from  40  to  60  per  minute.  In  spite  of  kidney 
failure,  the  patient  exhibited  hypokalemia  and  was  treated 
with  60  mEq.  of  potassium  chloride  by  intravenous  infu- 
sion. The  patient  later  died  as  a result  of  ventricular  fi- 
brillation. The  authors  did  not  provide  formal  evidence 
of  a correlation  between  cimetidine  and  arrhythmia,  but 
a relationship  nevertheless  appeared  probable  to  them. 

In  conclusion,  several  reports  of  bradycardia  have  been 
associated  with  cimetidine  therapy  which  may  be  related 
to  inhibition  of  H > receptor  sites  in  the  heart.  More  data 
are  required  to  assess  the  effects  of  cimetidine  on  the 
heart. 
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ulcer,  Gastroenterology  74:  402,  (Feb.)  1978. 

3.  Siepler,  J.  K.,  et  al.:  H > receptor  antagonists.  Am.  J.  Hosp. 
Pharm.  34:  141  (Feb.)  1978. 

4.  Black,  J.  W.,  et  al.:  Definition  and  antagonism  of  histamine 
H j-receptors,  Nature  236:  385  (1972). 

5.  Bournerias,  F.,  et  al.:  Fatal  disturbance  of  cardiac  rhythm 
during  a treatment  with  cimetidine.  (letter)  Nouv.  Presse  Med. 
7(23):  2069  (June  10)  1978. 

6.  Reding,  P.,  et  al.:  Bradycardia  after  cimetidine.  Lancet  2: 
1227  (Dec.)  1977. 

7.  -Jefferys,  D.  B.,  and  Vale,  J.  A.:  Cimetidine  and  bradycar- 
dia, ibid.  1:  828  (Apr.)  1978. 

Mineral  oil  is  often  given  with  a stool-softening  agent 
such  as  dioctyl  sodium  sulfosuccinate.  Is  this  contrain- 
dicated? 

DOSS  (diocytl  sodium  sulfosuccinate)  (Colace  or  Dox- 
inate)  or  dioctyl  calcium  sulfosuccinate  (Surfak)  is  used 
extensively  as  a stool  softener.  It  is  a surface-active  agent 
that  increases  the  wetting  efficiency  of  intestinal  water  and 
promotes  the  formation  of  oil-in-water  emulsions.1 
Mineral  oil  lubricates  the  intestinal  tract,  softens  fecal 
contents,  and  retards  reabsorption  of  water.2 

The  combination  of  DOSS  with  mineral  oil  is  sometimes 
used.  In  fact  at  least  one  product  is  commercially  available 
as  an  over-the-counter  item  that  contains  both  of  these 
agents  (Milkinol).  The  advantage  of  the  combination  over 
mineral  oil  alone  has  not  been  demonstrated,  and  it  is 
recommended  that  it  be  avoided  because  the  detergent 
properties  of  DOSS  are  believed  to  increase  the  intestinal 
absorption  of  mineral  oil. 1-7  Mineral  oil  when  adminis- 


tered alone  is  absorbed  through  the  intestinal  wall  in  suf- 
ficient quantities  to  be  demonstrable  in  the  lymph  nodes, 
and  it  can  also  be  detected  in  the  intestinal  mucosa,  liver, 
and  spleen.  At  these  sites  it  elicits  a typical  foreign-body 
reaction,  although  no  physiologic  disturbances  have  been 
related  to  this.2 

In  conclusion,  prolonged  administration  of  DOSS  with 
mineral  oil  is  not  recommended  because  of  the  possibility 
of  increased  absorption  of  mineral  oil.  Although,  this 
precaution  appears  in  many  references,  actual  studies 
demonstrating  this  fact  were  not  found. 

1.  Handbook  of  Non  Prescription  Drugs,  5th  ed.,  Washington, 
D.C.,  American  Pharmaceutical  Association,  1977,  p.  37. 

2.  The  Pharmacological  Basis  of  Therapeutics,  5th  ed.,  New 
York,  The  Macmillan  Publishing  Co.,  Inc.,  1975,  p.  976. 

3.  American  Hospital  Formulary  Service,  Washington,  D.C., 
American  Society  of  Hospital  Pharmacists,  1978,  vol.  2,  p.  12. 
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5.  AMA  Drug  Evaluations,  3rd  ed.,  Littleton,  Mass.,  Pub- 
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Please  provide  information  on  clonidine  for  prophylaxis 
against  acute  opiate-withdrawal  syndrome? 

Recent  reports  suggest  that  clonidine  (Catapres)  may 
be  of  value  in  alleviating  the  opiate-withdrawal  symp- 
toms.1-3 It  had  been  theorized  earlier  that  the  opiate- 
withdrawal  syndrome  is  caused  by  a hyperactive  norad- 
renergic central  nervous  system  neuron;  in  the  locus  ce- 
ruleus  opiates  act  to  stimulate  inhibitory  receptors  and 
consequently  reduce  the  withdrawal  symptoms.1  It  has 
been  suggested  that  clonidine  inhibits  the  hyperactive  locus 
ceruleus  by  stimulation  of  different  inhibitory  sites  des- 
ignated alpha-2  adrenergic  receptors  and  decreases  nor- 
epinephrine release.4’5 

Gold  et  al.1,3  tested  clonidine  for  prophylaxis  against 
acute  opiate  withdrawal  in  11  selected  subjects  from  a 
methadone  maintenance  program.  After  undergoing  a 
two-day  phased  withdrawal,  an  oral  dose  of  5 micrograms 
per  kilogram  twice  daily  for  one  week  eliminated  with- 
drawal symptoms.  At  follow-ups  during  the  next  six 
weeks,  all  subjects  had  remained  off  methadone.  However, 
four  patients  did  return  to  methadone  maintenance 
sometime  after  the  six-week  post-clonidine  follow-up. 

Lipman  et  al.,2  in  studies  utilizing  rats,  affirmed  cloni- 
dine’s  ability  to  alleviate  the  opiate  withdrawal-like 
manifestations.  They  noted  that  after  four  or  five  hours’ 
attenuation  of  clonidine’s  activity,  clinical  irritability  and 
hyperesthesia  rebounded  to  levels  more  intense  than  the 
animals  had  experienced  before  clonidine  administra- 
tion. 

In  conclusion,  clonidine  appeared  to  inhibit  acute  opiate 
withdrawal  symptoms  in  human  beings  and  rats;  however, 
there  are  many  unanswered  questions  concerning  this 
theoretically  attractive  treatment.  Further  assessment 
seems  warranted  at  this  time. 
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& Pharmacol.  26:  139  (1974). 

What  is  the  recommended  influenza  vaccine  for  the 
1978-1979  season'?  Is  it  different  from  that  available  last 
year ? What  is  the  recommended  schedule  for  vaccina- 
tion? 

The  Advisory  Committee  on  Immunization  Practices  of 
the  U.S.  Public  Health  Service  reviews  influenza  vaccine 
formulation  regularly.  Reformulation  of  the  vaccine  is 
recommended,  as  needed,  to  counter  major  antigenic 
changes  and  antigenic  drift. 

In  1977-1978  the  influenza  vaccine  was  a bivalent  one 
containing  two  antigens,  A/Victoria/75  and  B/Hong 
Kong/72.  Although  this  vaccine  will  provide  some  degree 
of  protection  against  the  new  Texas  variant,  it  will  not 
provide  protection  against  the  new  Russian  variant.12 

The  vaccine  recommended  by  the  U.S.  Public  Health 
Service  for  use  during  this  season  is  available  in  two  al- 
ternative formulas  for  different  age  groups.  The  influenza 
virus  vaccine,  trivalent,  adult  formula  (Fluogen-Parke 
Davis,  Fluax-MSD,  Influenza  Virus  Vaccine-VVyeth)  is 
recommended  for  persons  26  years  of  age  or  older.  It 
contains  no  less  than  21  micrograms  of  HA  (hemagglutinin 
antigen)  content  per  0.5-ml.  dose  in  the  recommended  ratio 
of  7 micrograms  of  HA  of  the  A influenza  virus  component 
representative  of  A/USSR/77  (HiNi),  7 micrograms  of  HA 
of  the  A influenza  virus  component  representative  of  A/ 
Texas/1/77  (H3N2),  and  7 micrograms  of  HA  of  the  B in- 
fluenza virus  component  representative  of  B/Hong 
Kong/5/72.3  Only  a single  dose  of  this  vaccine  is  recom- 
mended since  most  persons  of  26  years  of  age  and  older 
have  already  been  exposed  to  the  viruses.  In  contrast, 
influenza  virus  vaccine,  trivalent,  youth  formula  (Parke 
Davis)  is  recommended  for  persons  3 through  26  years  of 
age  and  contains  20  micrograms  of  the  A/USSR/77  (HiNx) 
antigen  and  7 micrograms  each  of  the  other  two  antigens 
per  0.5-ml.  dose.  For  ages  13  through  25  years,  two  doses 
of  0.5  ml.  each  administered  four  weeks  apart,  should  be 
given,  while  children  3 to  12  years  old  should  receive  0.25 
ml.  on  the  same  dosage  schedules.2  4 

Annual  vaccination  is  strongly  recommended  for  adults 
and  children  who  have  such  conditions  as  (1)  heart  disease 
for  any  cause,  particularly  with  cardiac  insufficiency  such 
as  mitral  stenosis;  (2)  chronic  bronchopulmonary  disease, 
including  chronic  bronchitis,  bronchiectasis,  tuberculosis, 
emphysema,  chronic  asthma,  and  cystic  fibrosis;  (3)  chronic 
renal  disease;  and  (4)  diabetes  mellitus  or  other  chronic 
metabolic  disorders. 

Vaccination  is  also  recommended  for  older  persons, 
particularly  those  over  age  65,  because  excess  mortality 
rates  in  influenza  outbreaks  occur  in  this  age  group. 

In  considering  vaccination  of  persons  who  provide  es- 
sential community  services  or  who  may  be  at  increased  risk 
of  exposure,  such  as  medical-care  personnel,  the  inherent 
benefits,  risks,  and  cost  of  vaccination  should  be  taken  into 
account.5 

1 . Physician’s  Desk  Reference,  32nd  ed.,  Oradell,  New  .Jersey, 
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3.  Package  insert,  Fluogen®,  Detroit,  Ml,  Parke,  Davis  and  Co., 
•June,  1978. 

4.  U.S.  Public  Health  Service,  personal  communication, 
Atlanta,  Ga.,  September,  1978. 

5.  Influenza  vaccine:  Preliminary  statement,  Ann.  Int.  Med. 
89: 373  (Sept.)  1978. 

What  is  the  current  status  of  isoporinosine  for  viral 
infections? 


Isoprinosine,  paracetamidobenzoic  acid  salt  of  inosine 
dimethylaminoisopropanol,  also  known  as  inosiplex  and 
methisoprinol,  is  an  investigational  drug  in  the  United 
States*;  currently  marketed  on  a limited  basis  in  31  foreign 
countries.1’2 

Isoprinosine  appears  to  potentiate  cellular-mediated 
immunity  and  is  classified  as  an  immunopotentiator.3  The 
drug  may  also  enhance  host  messenger  ribonucleic  acids 
for  host  ribosomes  and  thus  significantly  reduce  virus- 
directed  protein  synthesis.  This  effect  appears  to  be  op- 
posite that  of  cortisone,  a well-known  immunodepres- 
sant.4 

Theoretically,  isoprinosine’s  action  should  afford  a broad 
spectrum  of  activity  against  most  viruses.  Numerous  types 
of  influenza,  herpes,  rhinovirus,  and  other  diseases  with 
possible  viral  etiology  have  been  tested,  but  with  equivocal 
results.2’5-7  The  drug  may  not  be  effective  as  a prophy- 
lactic agent  just  prior  to  viral  infections  and,  indeed,  may 
interfere  with  the  normal  host  response.8 

To  date  no  serious  side-effects  have  been  reported,  other 
than  hyperuricemia.4  Proof  of  efficacy  remains  difficult 
because  in  vitro  models  are  unreliable  predictive  indicators 
of  in  vivo  efficacy.  In  vivo  models  are  also  difficult  to  de- 
sign because  of  individual  variables  such  as  dose,  types  of 
infection,  exposure  time,  and  baseline  cellular  immune 
status  of  patients.  Despite  these  difficulties,  isoprinosine 
has  recently  been  approved  for  the  treatment  of  measles 
in  West  Germany. 
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Do  you  have  any  informatin  on  the  use  of  guar  gum  in 
the  treatment  of  diabetes? 

Guar  gum  is  a gel-forming,  nonabsorbable  carbohydrate 
of  vegetable  origin  widely  used  as  a suspending,  thickening, 
and  stabilizing  agent  in  foods  and  emulsions.1-5  It  has 
been  suggested  that  guar  gum  may  be  useful  in  the  treat- 
ment of  diabetes  mellitus.  When  added  to  a carbohydrate 
test  meal,  it  has  been  shown  to  decrease  postprandial  hy- 
perglycemia markedly.2’3  Since  diabetes  mellitus  is  un- 
common in  nonindustrial  societies,  it  has  been  theorized 
that  this  may  be  related  to  the  high  content  in  their  diets 
of  unabsorbable  plant  polysaccharides.3 

Jenkins  et  al.1  studied  the  effect  of  guar  gum  on  24-hour 
urinary  glucose  excretion  in  seven  diabetic  patients.  The 
investigation  was  divided  into  “home-based”  and  “meta- 
bolic ward”  phases.  The  results  from  both  phases  indi- 
cated that  the  addition  of  25  Gm.  of  guar  gum  to  the  diet 
produced  a marked  reduction  in  mean  urinary  glucose 
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output.  The  treatment  was  well  tolerated  by  most  pa- 
tients, with  flatulence  being  the  main  problem  in  some. 

The  potential  mechanism  of  action  of  guar  gum  may  be 
due  to  this  effect  on  glucose  absorption  rates,  release  of 
gastrointestinal  hormones  affecting  insulin  secretion, 
modifying  glucose  metabolism,  or  the  release  of  insulin.2 

In  conclusion,  the  addition  of  an  unabsorbable  carbo- 
hydrate, such  as  guar  gum,  to  the  diet  may  prove  to  be  a 
useful  adjunct  in  the  treatment  of  diabetes.  A reduction 
in  postprandial  hyperglycemia  and  urinary  glucose  ex- 
cretion may  lead  to  decreased  insulin  requirements. 
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Do  you  have  information  about  the  nonsteroidal , 
anti-inflammatory  agents  for  dysmenorrhea? 

Primary  dysmenorrhea  is  the  most  common  gynecologic 
complaint  and  the  greatest  single  cause  among  young 
women  of  lost  time  from  work  and  school.1  The  etiology 
is  unclear,  but  recent  studies  have  suggested  that  vigorous 
activation  of  the  prostaglandin  generating  system  causes 
excessive  myometrial  contractility  leading  to  uterine 
ischemia  and  pain.  This  hypothesis  has  led  to  clinical 
trials  of  nonsteroidal  anti-inflammatory  drugs,  such  as 
indomethacin  (Indocin)  and  naproxen  (Naprosyn)  which 
inhibit  prostaglandin  synthetase,  and  the  fenamates,  such 
as  mefenamic  acid  (Ponstel),  which  have  an  antagonistic 
action  on  prostaglandin  receptors  as  well.2 

Many  patients  with  dysmenorrhea  respond  to  aspirin 
by  itself,  or  in  combination  with  other  drugs.3  The  action 
of  aspirin  as  a prostaglandin  synthetase  inhibitor  is  well 
documented.4 

Hill5  in  1973,  reported  that  he  had  successfully  treated 
several  dysmenorrheic  patients  with  indomethacin.  In  a 
double-blind  crossover  study,  indomethacin  was  tested  in 
47  female  patients,  using  aspirin  and  placebo  as  control 
drugs.6  Aspirin  was  found  better  than  placebo,  but  in- 
domethacin proved  to  be  superior  to  aspirin. 

Henzl  et  al.,7  in  two  independent,  double-blind  trials, 
evaluated  naproxen  versus  placebo  in  43  dysmenorrheic 
women,  during  four  menstrual  cycles.  The  patients  were 
instructed  to  take  550  mg.  of  the  drug  initially,  followed  by 
275  mg.  every  six  hours,  for  a maximum  of  five  days.  Ac- 
cording to  the  scale  utilized  to  rate  pain  intensity  and 
menstrual  cramps,  naproxen  was  significantly  better  than 
placebo  in  both  studies.  Another  trial  of  naproxen  versus 
placebo  was  conducted  in  17  patients  with  dysmenorrhea.8 
The  mean  relief  score  for  the  naproxen  group  was  signifi- 
cantly greater  than  for  placebo. 

Anderson  et  al.9  compared  the  effectiveness  of  mefena- 
mic acid  and  flufenamic  acid,  a related  drug  unavailable 
in  this  country,  with  a propoxyphene-acetaminophen 
combination  (Darvocet  N,  Wygesic)  in  30  patients.  Twelve 
of  the  30  patients  preferred  mefenamic  acid,  10  preferred 


flufenamic  acid,  3 preferred  the  propoxyphene-aceta- 
minophen combination,  and  5 had  no  preference  or  joint 
preferences.  In  none  of  these  studies  were  serious  side- 
effects  reported  from  the  drug  therapy. 

In  conclusion,  the  prostaglandin  inhibitors  and  antag- 
onists, that  is,  indomethacin,  naproxen,  and  mefenamic 
acid,  appear  to  be  significantly  better  than  placebo  in  the 
treatment  of  dysmenorrhea,  and  may  be  more  effective 
than  aspirin  in  some  women. 
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Brief  Summary  of  Prescribing  Information 


Medical  Meetings 


Hand  injuries 

“Primary  Care  of  Hand  Injuries”  will  be  presented  on 
October  1 to  3,  Kiawah  Island,  South  Carolina,  by  the 
American  Society  for  Surgery  of  the  Hand. 

For  further  information  contact:  American  Society  for 
Surgery  of  the  Hand,  2600  South  Parker  Road,  Suite  132, 
Aurora,  Colorado  80014;  telephone  (303)  755-4588. 

Critical  issues  in  health  law 

The  American  Society  of  Law  & Medicine  will  sponsor 
a conference  devoted  to  exploring  three  timely  legal  issues 
impacting  the  delivery  of  health  care.  The  conference  will 
be  held  October  19  to  20  at  the  Sheraton  Washington 
Hotel,  Washington,  D.C. 

Advanced  registration  is  required.  For  information, 
write  American  Society  of  Law  & Medicine,  “Critical  Issues 
in  Health  Law,”  520  Commonwealth  Avenue,  Suite  211, 
Boston,  Massachusetts  02215. 

Continuing  education  on  oncology 

Roswell  Park  Memorial  Institute  is  conducting  monthly 
continuing  education  programs  on  oncology  which  began 
in  September. 

The  next  three  sessions  will  be  held:  October  24  to  25, 
“Importance  of  Subsets  of  Normal  and  Tumor  Cell  Pop- 
ulation in  the  Management  of  Cancer”;  November  8, 
“Tumors  Involving  the  Skin”;  and  December  6,  “Update 
of  Urological  Oncology.” 

Inquiries  could  be  sent  to  Gayle  Bersani,  R.N.,  Cancer 
Control  Coordinator,  Roswell  Park  Memorial  Institute,  666 
Elm  Street,  Buffalo,  N.Y.  14263;  telephone  (716)  845- 
4406. 

Twentieth  anniversary  cruise 

The  Department  of  Postgraduate  Medicine  of  Albany 
Medical  College  announces  the  Twentieth  Anniversary 
Cruise,  January  4 to  16  aboard  the  Queen  Elizabeth  2. 

As  an  organization  accredited  for  continuing  medical 
education,  the  Albany  Medical  College  of  Union  University 
certifies  that  this  continuing  medical  education  activity 
meets  the  criteria  for  28  credit  hours  in  Category  1 of  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association. 

For  information  write  to:  Frank  M.  Woolsey,  Jr.,  M.D., 
Department  of  Postgraduate  Medicine,  Albany  Medical 
College,  Albany,  New  York  12208. 

Tenth  pediatric  postgraduate  course 

The  tenth  pediatric  postgraduate  course  “Pediatric 
Update — 1980”  will  be  held  January  8 to  13,  Pierre 
Marques  Hotel,  Acapulco,  Mexico. 

Material  for  inclusion  in  the  medical  meetings  section  must 
he  received  eight  weeks  prior  to  publication  date. 

continued  on  pane  1636 
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Indications  and  Usage:  Symptomatic  relief  of  anxiety,  tension,  agitation,  irritability  an 
insomnia  associated  with  anxiety  neuroses  and  transient  situational  disturbances;  anxiet  I 
associated  with  depressive  symptoms  and  as  a treatment  of  symptoms  of  anxiety  if  such  symp  I 
toms  are  a significant  feature  of  functional  or  organic  disorders,  particularly  gastrointestinal  c I 
cardiovascular 

Effectiveness  in  long-term  use.  i e . more  than  4 months,  has  not  been  assessed  by  systerr  I 
atic  clinical  studies  Reassess  periodically  usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle  glaucoma 
Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all  CN5 
acting  drugs,  warn  patients  on  lorazepam  not  to  operate  machinery  or  motor  vehicles,  and  1 1 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 

Physical  and  Psychological  Dependence  Withdrawal  symptoms  like  those  noted  with  bart  I 
turates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepine  I 
(including  convulsions,  tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating)  Addn  1 
tion-prone  individuals,  e g drug  addicts  and  alcoholics,  should  be  under  careful  surveillanc  [ 
when  on  benzodiazepines  because  of  their  predisposition  to  habituation  and  dependenc  [ 
Withdrawal  symptoms  have  also  been  reported  following  abrupt  discontinuance  of  benzoc  | 
azepines  taken  continuously  at  therapeutic  levels  for  several  months 
Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  ove  | 
sedation 

Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result 
symptoms  like  those  being  treated  anxiety,  agitation,  irritability,  tension,  insomnia  and  occ  | 
sional  convulsions 

Observe  usual  precautions  with  impaired  renal  or  hepatic  function 

Where  gastrointestinal  or  cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepa  I 
has  not  been  shown  of  significant  benefit  in  treating  gastrointestinal  or  cardiovascular  comp 
nent 

Esophageal  dilation  occurred  in  rats  treated  with  lorazepam  for  more  than  1 year 
6mg  kg  day  No  effect  dose  was  1 25mg  'kg  day  (approximately  6 times  the  maximum  hum;  I 
therapeutic  dose  of  lOmg  day)  Effect  was  reversible  only  when  treatment  was  withdrawn  with  I 
2 months  of  first  observation  Clinical  significance  is  unknown,  but  use  of  lorazepam  for  pr  I 
longed  periods  and  in  geriatric  patients  requires  caution  and  frequent  monitoring  for  symptor  I 
of  upper  G I disease 

Safety  and  effectiveness  in  children  under  12  years  have  not  been  established 
ESSENTIAL  LABORATORY  TESTS  Some  patients  have  developed  leukopenia,  some  have  h I 
elevations  of  LDH  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  te:  j 
are  recommended  during  long-term  therapy 
CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS  Benzodiazepines  produce  CNS  depress;  | 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol 
CARCINOGENESIS  AND  MUTAGENESIS  No  evidence  of  carcinogenic  potential  emerged  | 
rats  during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed 
PREGNANCY  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbj 
Occasional  anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs  gastroschi;  I 
malformed  skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  [ 
dosage  Although  all  these  anomalies  were  not  present  in  the  concurrent  control  group,  tf  I 
have  been  reported  to  occur  randomly  in  historical  controls  At  40mg/kg  and  higher,  there  v I 
evidence  of  feta'  resorption  and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lovl 
doses  Clinical  significance  of  these  findings  is  not  known  However,  increased  risk  of  conge I 
tal  malformations  associated  with  use  of  minor  tranquilizers  (chlordiazepoxide,  diazepam  cl 
meprobamate)  during  first  trimester  of  pregnancy  has  been  suggested  in  several  studi  f 
Because  use  of  these  drugs  is  rarely  a matter  of  urgency,  use  of  lorazepam  during  this  per 
should  almost  always  be  avoided  Possibility  that  a woman  of  child-bearing  potential  may  [ 
pregnant  at  institution  of  therapy  should  be  considered  Advise  patients  if  they  become  pr<  | 
nant  to  communicate  with  their  physician  about  desirability  of  discontinuing  the  drug 

In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer  of  lorazep  I 
and  its  glucuromde 

NURSING  MOTHERS  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  ot  I 
benzodiazepines  As  a general  rule  nursing  should  not  be  undertaken  while  on  a drug  sir  1 
many  drugs  are  excreted  in  milk 
Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  gener  I 
disappear  on  continued  medication  or  on  decreasing  dose  In  a sample  of  about  3.500  anxitll 
patients  most  frequent  adverse  reaction  is  sedation  (15  9%),  followed  by  dizziness  (6.9  I 
weakness  (4  2%)  and  unsteadiness  (3  4%)  Less  frequent  are  disorientation,  depression.  n{ 
sea  change  in  appetite  headache,  sleep  disturbance,  agitation,  dermatological  symptoms.  • 
function  disturbance,  various  gastrointestinal  symptoms  and  autonomic  manifestations  Irl 
dence  of  sedation  and  unsteadiness  increased  with  age  Small  decreases  in  blood  press|[ 
have  been  noted  but  are  not  clinically  significant,  probably  being  related  to  relief  of  anxiety 
Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  that  multiple  age  I 
may  have  been  taken  Manifestations  of  overdosage  include  somnolence,  confusion  and  coil 
Induce  vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  momf 
ing  of  vital  signs  and  close  observation  Hypotension,  though  unlikely,  usually  may  be  control! 
with  Levarterenol  Bitartrate  Injection  U S P Usefulness  of  dialysis  has  not  been  determined 
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Dosage:  Individualize  for  maximum  beneficial  effects.  Increase  dc 
gradually  when  needed,  giving  higher  evening  dose  before  increasii 
daytime  doses.  Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosa 
may  vary  from  1 to  lOmg/day  in  divided  doses.  For  elderly  or  det 
tated,  initially  1-2mg/day;  insomnia  due  to  anxiety  or  transient  siti 
tional  stress,  2-4mg  h.s. 

How  Supplied:  0.5, 1.0  and  2.0mg  tablets. 
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Why  one  benzodiazepine 

and  not  another?  Are  you  concerned  about 

long-acting  metabolites?  Many  clinicians,  as  well  as  pharmacologists, 
are  beginning  to  draw  attention  to  this  problem  (see  New  England  Journal 
of  Medicine,  April  5, 1979). 

In  contrast  to  some  older  benzodiazepines,  Ativan  (lorazepam)  does 
not  give  rise  to  long-lasting  active  metabolites.  As  with  all 
benzodiazepines,  you  should  follow  the  usual  precautions  concerning 
co-administration  with  other  CNS  depressants  and  warn  your 
patients  against  operating  dangerous  machinery  and  motor  vehicles. 

However,  it  is  noteworthy  that  Ativan  showed  no  clinical  evidence  of 
accumulation  even  when  given  in  high  doses  over  periods  up  to 
6 months.  The  half-life  of  free  lorazepam  is  about  12  hours;  steady-state 
serum  levels  are  attained  in  2-3  days.  Comparable  data  for  diazepam: 
20-50  hours  and  at  least  7-10  days.  (The  pharmacokinetic  profile  of  a drug 
can  define  such  characteristics  as  absorption,  distribution,  metabolism 
and  elimination  but  cannot,  at  present,  be  directly  related  to  its 
therapeutic  effectiveness.) 

Ativan  has  a convenient  b.i.d. 
or  t.i.d.  dosage  schedule; 
it  is  compatible  with  a long  list  of 
other  medications  and,  of  course, 
it  is  a highly  effective  anxiolytic 
agent,  as  established  in  numerous 
nationwide,  double-blind, 
controlled  evaluations 
in  thousands  of  patients. 


See  important  information  on  preceding  page. 
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Case  report 


Anaphylaxis 

Consequence  of  yew  ( Taxus ) needle 
ingestion 

MARTIN  J.  BURKE,  B.S. 

New  York  City 

DORIS  SIEGEL,  B.S. 

New  York  City 

BERNARD  DAVIDOW,  Ph.D. 

New  York  City 

From  the  Poison  Control  Center,  The  City  of  New  York 
Department  of  Health 


Taxus  baccata,  the  common  yew,  as  well  as  other 
species  of  Taxus  are  known  to  contain  toxic  alkaloids 
known  as  taxines  in  all  parts  of  the  plant  with  the 
exception  of  the  flesh  of  the  berry-like  fruit.  Fa- 
talities from  chewing  the  needle-type  foliage  of  these 
plants  is  common  in  grazing  animals,1,2  and  a few 
human  fatalities  have  been  reported  in  Europe.3-5 
Incidents  of  contact  dermatitis  from  the  wood,  and 
headaches  from  inhaling  the  sawdust,  have  been 
mentioned  in  the  literature.6,7 

Symptoms  of  systemic  poisoning  appear  in  from 
one  to  three  hours  after  ingestion.  These  include 
mydriasis,  dizziness,  nausea  with  or  without  vomit- 
ing, abdominal  cramping,  tachycardia,  and  loss  of 
consciousness.  Cardiac  arrhythmias,  hypotension, 
respiratory  difficulty,  and  convulsions  may  be  seen 
during  the  course  of  intoxication.  Death  occurs  as 
a consequence  of  either  cardiac  arrest,  respiratory 
failure,  or  circulatory  collapse.8  Fatty  degeneration 
of  the  liver  and  kidney  was  noted  on  autopsy  after  a 
prolonged  intoxication.'3 

The  alkaloid  taxine  B was  found  to  produce  car- 
diorespiratory toxicity  in  animal  experiments.9  This 
pharmacologic  study,  as  well  as  electrocardiographic 
changes  observed  in  a human  poisoning,  suggests  that 
the  primary  action  is  the  production  of  a block  in  the 
distal  portion  of  the  conduction  tissue  of  the  heart 
resulting  in  fatal  rhythm  disturbance.5 

The  following  is  a case  of  an  unusual  reaction  to 
yew  needles  recently  reported  to  the  City  of  New 
York  Poison  Control  Center. 


At  7:00  P.M.,  a 15-year-old  boy  chewed  and  swal- 
lowed the  juice  of  four  or  five  needles  from  a shrub 
growing  in  his  front  yard.  Wtihin  10  to  15  minutes 
he  started  to  sweat  profusely,  his  skin  began  to  itch, 
and  red  blotches  appeared.  He  was  dizzy  and  had 
blackout  periods.  His  mother  noticed  that  his  eyes 
were  wide  open  during  these  episodes. 

He  arrived  in  the  emergency  room  at  7:30  P.M., 
conscious  but  diaphoretic  with  dyspnea.  The  blood 
pressure  was  60/0;  pulse  30,  weak,  and  thready;  and 
pupils  normal  in  size  and  reactive  to  light.  A gen- 
eralized rash  with  wheals  was  noted.  He  vomited 
three  times. 

Treatment  was  initiated  with  0.3  ml.  epinephrine 
(Adrenalin  Chloride  Solution),  intramuscularly,  at 
7:35  P.M.,  followed  by  4 mg.  dexamethazone  sodium 
phosphate  (Decadron),  intramuscularly,  at  7:37  P.M. 
An  intravenous  drip  was  instituted  with  5 percent 
dextrose  in  water  at  7:38  P.M.  The  patient  was  la- 
vaged  and  the  intestine  emptied.  The  blood  pres- 
sure rose  to  150/100.  By  9:30  P.M.  he  seemed  ra- 
tional, heart  and  lungs  were  normal,  and  the  rash  had 
disappeared.  He  still  complained  of  some  an- 
gioneurotic edema  of  the  face.  Within  the  next  few 
hours  he  continued  to  improve  and  his  condition 
became  stable.  Because  of  the  possible  development 
of  further  toxic  manifestations  the  patient  remained 
hospitalized  for  observation. 

No  abnormalities  of  the  heart  or  lungs  were  seen 
on  x-ray  film  studies.  Blood  gases  and  electrolytes 
were  within  normal  limits.  Urinalysis  findings  were 
unremarkable,  and  the  complete  blood-cell  count  was 
essentially  normal  with  a slight  elevation  of  hemat- 
ocrit. Cyproheptadine  hydrochloride  (Periactin) 
and  hydroxyzine  hydrochloride  (Atarax)  were  em- 
ployed to  control  possible  recurrence  of  urticaria. 
The  remainder  of  the  hospitalization  was  uneventful, 
and  the  patient  was  discharged  on  the  second  day. 


The  plant  in  question  was  subsequently  identified 
as  Taxus,  probably  species  baccata,  by  the  New  York 
Botanical  Garden. 

Because  of  the  rapid  onset,  appearance  of  urticaria, 
and  angioneurotic  edema,  along  with  the  other 
symptoms,  there  seems  to  he  little  doubt  that  this 
patient  suffered  from  anaphylactic  shock  associated 
with  an  acute  sensitivity  to  Taxus.  On  further  in- 
quiry it  was  determined  that  the  hoy  had  been  in  the 
habit  of  placing  a single  yew  needle  in  his  mouth  on 
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a daily  basis  for  several  months.  A reaction  of  this 
severity  to  oral  ingestion  is  not  uncommon.10  The 
prompt  and  appropriate  medical  intervention 
probably  saved  this  patient’s  life. 

The  absence  of  mydriasis,  a consistent  finding  in 
Taxus  poisoning,  as  well  as  the  favorable  response 
to  epinephrine,  corticosteroid,  and  antihistamines, 
seems  to  rule  out  any  clear  implication  of  taxine  al- 
kaloid toxicity  in  this  case. 

Early  vomiting  and  lavage  may  have  prevented 
significant  absorption  of  the  toxin  from  the  gas- 
trointestinal tract. 

The  City  of  New  York  Poison  Control  Center  re- 
ceives about  100  calls  a year  concerning  yew-berry 
ingestion,  rarely  with  any  symptoms  resulting.  Fa- 
talities were  reported  from  England  when  the  seeds 
were  chewed  along  with  the  berries.11,12  Ingestion 
of  yew  needles,  however,  should  be  considered  a 
medical  emergency.  The  stomach  should  be  emptied 
and  activated  charcoal  administered.  In  the  event 
symptoms  occur,  the  patient  should  be  monitored  for 
electrocardiographic  changes.  There  is  no  known 
antidote;  treatment  therefore  is  symptomatic.  This 
case  indicates  that  Taxus  may  be  a potent  sensitizer; 
therefore,  the  physician  should  be  alerted  to  the 
possibility  of  anaphylaxis. 


Estrogens  firmly  established 
as  cause  of  uterine  cancer 

There  are  few  who  now  doubt  that  women  who  use 
noncontraceptive  estrogens  to  relieve  the  discomforts  of 
the  menopause  are  at  increased  risk  for  cancer  of  the 
uterus,  says  a report  in  the  July  20  -Journal  of  the  American 
Medical  Association. 

It  is  also  clear  that  the  magnitude  of  the  risk  can  be 
modified  by  the  way  in  which  these  drugs  are  used,  says 
Noel  S.  Weiss,  M.D.,  University  of  Washington,  Seattle. 

The  longer  a woman  is  exposed,  the  greater  the  chances 
of  uterine  cancer  developing,  Dr.  Weiss  says.  Whether 
estrogen  users  of  only  a few  years  are  more  likely  to  develop 
this  cancer  is  uncertain.  During  the  third  and  fourth  years, 
however,  an  unequivocal  increase  appeared. 

Excess  risk  diminishes  rapidly  once  use  of  estrogen 
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ceases,  Dr.  Weiss  found.  The  risk  tends  to  increase  with 
larger  doses. 

Short-term  estrogen  therapy  is  often  all  that  is  needed 
to  alleviate  hot  flashes  and  other  relatively  acute  symptoms 
of  the  menopause.  Also,  long-term  low-dose  therapy  has 
been  recommended  to  retard  the  development  of  bone 
problems. 

The  study  involved  female  residents  of  King  County, 
Washington.  They  were  interviewed  regarding  previous 
estrogen  use. 

Although  only  a minimal  elevation  of  risk  was  present 
during  the  first  two  years,  there  was  a rapid  rise  to  a 20-fold 
excess  after  about  10  to  15  years. 

Whether  the  beneficial  effects  of  estrogen  in  relieving 
hot  flashes  and  other  menopausal  ills,  and  in  alleviating  the 
softening  of  bones  known  as  osteoporosis,  will  more  than 
offset  the  increased  risk  of  uterine  cancer  remains  to  be 
determined,  Dr.  Weiss  concludes. 
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Calcification  of  the  mitral  valve  annulus  is  a com- 
mon autopsy  finding  in  patients  over  50  years  of  age.1 
Formerly  thought  of  as  a result  of  previous  endo- 
carditis of  diverse  types,  it  is  now  generally  consid- 
ered either  the  end  stage  of  a degenerative  process  or 
possibly  calcification  of  organized  thrombus  in  the 
mitral  subvalvular  recess.2’3  Recent  studies  have 
indicated  a higher  incidence  of  mitral  annulus  cal- 
cification, degree  of  calcification,  and  subsequent 
clinical  complication  in  women.4 

Heavy  calcification  of  the  mitral  valve  annulus  is 
recognized  as  associated  with  cardiac  murmurs  and 
both  mitral  stenosis  and  insufficiency.2’5  This  con- 
dition rarely  results  in  heart  block  or  embolization 
of  calcific  material.6  ' A recent  report  indicates 
another  grave  sequela  of  mitral  annulus  calcification: 
a unique  endocarditis  usually  involving  the  posterior 
mitral  valve  leaflet,  with  burrowing  inflammation 
about  the  calcified  annulus,  and  a high  incidence  of 
myocardial  abscesses  and  distant  septic  emboli.8 
Such  a case  is  presented. 

Case  report 

An  80-year-old  white  female  was  admitted  to 
North  Shore  Hospital  on  December  9,  1972,  for 
evaluation  of  ulcerated,  edematous,  lower  extremi- 
ties. She  was  a poor  historian.  Denying  any  previ- 
ous medical  history,  she  claimed  that  three  months 
prior  to  admission  she  noticed  increasing  swelling  of 
her  lower  extremities,  eventuating  in  progressive 
ulcerations  of  the  pretibial  and  calf  regions  bilaterally 
and  inability  to  walk.  She  then  consulted  a physi- 
cian who  prescribed  diuretics  and  penicillin  tablets. 
She  was  scheduled  for  hospital  admission. 

Physical  examination  on  admission  revealed  a 
combative,  obese,  cyanotic  female  in  severe  respira- 
tory distress.  Blood  pressure  was  120/90,  pulse  150 
per  minute  and  irregular,  and  respirations  were  34 
per  minute  and  labored.  Temperature  was  96.8° F., 
jugular  vein  distention  was  present  at  30  degrees,  and 
1 here  was  no  hepatojugular  reflux.  There  was  poor 
inspiratory  effort,  and  rales  were  present  bilaterally. 
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A large,  firm,  nontender  mass  was  present  in  the 
upper  outer  quadrant  of  the  left  breast.  The  over- 
lying  skin  showed  peau  d’orange  change,  the  right 
nipple  was  inverted,  and  several  right  axillary  lymph 
nodes  were  palpable.  The  point  of  maximum  in- 
tensity was  not  felt.  Heart  sounds  were  distant. 
The  first  heart  sound  was  of  variable  intensity,  and 
the  second  heart  sound  was  split.  The  heart  rate  was 
150  to  160  per  minute  and  irregular.  No  murmurs 
were  heard.  An  electrocardiogram  showed  atrial 
fibrillation  with  rapid  ventricular  response.  A por- 
table chest  film  revealed  an  enlarged  heart  and  aortic 
calcification.  Examination  of  the  abdomen  showed 
pitting  edema  of  the  skin.  No  organomegaly  or 
masses  were  found.  There  was  4 plus  pitting  edema 
to  the  sacrum  with  erythema  and  cellulitis  to  the 
knees.  Multiple  large  draining  and  foul-smelling 
ulcers  were  present  in  the  pretibial  and  calf  regions 
bilaterally.  Femoral  pulses  were  2 plus  but  other 
peripheral  pulses  were  not  palpable.  The  left  heel 
region  was  gangrenous. 

Laboratory  data  on  admission  were  hemoglobin 
16.6  Gm.  per  100  ml.,  hematocrit  49,  and  white  blood 
count  20,900  with  94  percent  polymorphonuclear 
leukocytes.  A blood  smear  showed  adequate  plate- 
lets, poikilocytosis,  and  anisocytosis.  A urinalysis 
revealed  a pH  of  5,  specific  gravity  of  1.016  with  4 
plus  proteinuria,  0 to  2 red  blood  cells  and  2 to  5 white 
blood  cells  per  high-power  field.  Results  of  sugar 
and  acetone  tests  were  negative.  Initial  blood 
chemistries  showed  a blood  sugar  of  94  (normal  70  to 
1 10  mg.  per  100  ml.),  blood  urea  nitrogen  47  (normal 
10  to  20  mg.  per  100  ml.),  creatinine  2.6  (normal  0 to 
1.3  mg.  per  100  ml.),  and  uric  acid  12  (normal  2.5  to 
7.2  mg.  per  100  ml.).  Total  bilirubin  was  3.7, 1.4  di- 
rect and  2.3  indirect.  Serum  glutamic  oxaloacetic 
transaminase  was  104  (normal  10  to  40  units,  SMA 
(sequential  multiple  analyzer),  lactic  dehydrogenase 
was  365  (normal  100  to  225  units,  SMA),  and  creati- 
nine phosphokinase  was  846  (normal  0 to  140  units, 
SMA).  Blood  culture  and  culture  of  the  leg  ulcers 
showed  coagulase-positive  Staphylococcus  aureus. 

Initial  treatment  included  intravenous  digoxin, 
furosemide  (Lasix),  a low-sodium  diet,  and  oxygen. 
The  patient  did  well  at  first  and  was  converted  to 
normal  sinus  rhythm.  Treatment  for  the  leg  ulcers 
included  intravenous  penicillin  and  chloramphenicol. 
This  was  changed  to  intravenous  oxacillin  sodium 
when  results  of  the  cultures  became  known  on  the 
third  hospital  day.  On  the  fourth  hospital  day  the 
patient  became  semicomatose  with  apneic  periods. 
Her  temperature  dropped  to  92.8°  F.  Blood  urea 
nitrogen  rose  to  72  mg.  per  100  ml.,  and  her  conges- 
tive heart  failure  worsened.  She  remained  semico- 
matose and  unresponsive  and  died  on  the  sixth  hos- 
pital day. 

Pathology 

At  autopsy  the  heart  weighed  500  Gm.  The  mitral 
valve  annulus  was  heavily  calcified  and  measured 
from  0.4  to  0.7  cm.  in  diameter.  Vegetations  were 


FIGURE  1.  (A)  Vegetations  on  posterior  mitral  valve  leaflet, 

sections  of  calcified  annulus. 


FIGURE  2.  Dense  inflammatory  exudate  involving  calcified 
annulus,  extending  to  left  atrial  epicardium  (hematoxylin  and 
eosin  stain). 


located  exclusively  at  the  base  of  the  posterior  mitral 
valve  leaflet  at  the  point  of  erosion  caused  by  the 
underlying  calcified  mass.  These  vegetations  were 
smooth,  hemorrhagic,  and  bulky,  and  one  measured 
more  than  1 cm.  in  length  (Fig.  1).  Coagulase-posi- 
tive  S.  aureus  was  cultured  from  the  vegetations.  No 
perforation  of  the  valve  was  present.  No  evidence 
of  chronic  rheumatic  valvulitis  or  previous  endo- 
carditis was  seen  in  the  mitral  or  other  valves. 

Microscopic  sections  of  the  mitral  valve  revealed 
a dense  inflammatory  exudate  in  and  about  the  cal- 
cified annulus  that  extended  posteriorly  to,  but  not 
through,  the  left  atrial  epicardium  (Fig.  2).  Staph- 
ylococci, in  pairs  and  chains,  were  found  within 
polymorphonuclear  leukocytes  (Fig.  3). 

A discrete  group  of  small  myocardial  abscesses, 
collectively  measuring  less  than  1 cm.  in  diameter, 
was  present  in  the  upper  posterolateral  left  ventric- 
ular myocardium,  approximately  1.5  cm.  below  the 
mitral  valve  annulus.  There  was  no  evidence  of  di- 
rect extension  of  the  inflammatory  process  from  the 
mitral  valve  annulus.  Histologically,  these  abscesses 
were  characterized  by  a dense  polymorphonuclear 
infiltrate,  focal  vasculitis,  and  the  presence  of 
staphylococci  (Fig.  4). 

The  left  atrium  was  dilated  and  hypertrophied, 
and  an  extensive  mural  thrombus  was  present  in  the 


One  removed  revealing  underlying  calcified  annulus.  (B)  Sagittal 


FIGURE  3.  Staphlococci  within  polymorphonuclear  leu- 
kocytes (Brown  and  Brenn  stain,  original  magnification  X 
400). 
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FIGURE  4.  Myocardial  abscesses.  Note  vasculitis 
(hematoxylin  and  eosin  stain). 


left  atrial  appendage.  Small  septic  infarcts  were 
found  in  the  spleen  and  brain.  Postmortem  cultures 
of  heart’s  blood  and  leg  ulcers  confirmed  the  ante- 
mortem finding  of  coagulase  positive  S.  aureus. 
Coronary  vessels  showed  moderate  atherosclerostic 
change  with  plaques  in  the  left  anterior  descending 
and  right  circumflex  coronary  arteries.  However, 
aortic  atherosclerosis  was  very  severe  with  extensive 
calcification  and  ulceration  of  plaques  (Fig.  5). 
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FIGURE  5.  Aorta;  dense  calcified  atherosclerotic 
plaques. 


Additional  findings  included  an  invasive  duct-cell 
carcinoma  of  the  right  female  mammary  gland,  with 
metastatic  tumor  in  the  right  axillary  lymph  nodes 
and  thoracic  spine.  A second  carcinoma,  a poorly 
differentiated  adenocarcinoma,  was  confined  to  the 
uterus.  There  was  chronic  cholecystitis  and  cho- 
lelithiasis with  chronic  active  cholangitis.  Micro- 
scopic peripheral  pulmonary  emboli  were  found  in 
both  lungs.  There  was  acute  and  chronic  gastritis 
with  focal  ulceration  and  a small  amount  of  blood 
within  the  jejunal  lumen. 

Comments 

This  case  has  numerous  clinical  and  pathologic 
similarities  to  the  cases  presented  by  Burnside  and 
Desanctis.8  These  data  are  summarized  in  Figure 
6. 

The  fact  that  the  patient  was  an  80-year-old  female 
corresponds  to  the  sex-age  findings  for  the  lesion 
reported  elsewhere.8  It  further  suggests  that  calci- 
fication of  the  mitral  valve  annulus  is  a degenerative 
lesion  of  older-age  groups  that  may  have  a sex-de- 
termined difference  in  severity  and  complication. 

The  clinical  diagnosis  of  endocarditis  was  estab- 
lished on  the  basis  of  leukocytosis  and  a positive 
blood  culture.  A clear  source  of  infection  was  indi- 
cated by  the  finding  of  S.  aureus  in  the  leg  ulcers  and 
blood  culture  in  both  antemortem  and  postmortem 
culture. 

Postmortem  examination  of  the  heart  showed 
massive  calcification  of  the  posterior  portion  of  the 
mitral  valve  annulus.  The  overlying  mitral  valvular 
endocardium  was  eroded  by  the  masses  of  calcified 
material.  It  is  probable  that  erosion  of  the  valvular 
endocardium,  in  conjunction  with  the  altered  he- 
modynamic effect  created  by  mitral  valvular  defor- 
mation, predisposes  the  valve  to  infection. 

The  vegetations  were  present  at  the  base  of  the 
posterior  mitral  leaflet.  Inflammation  extended  to 
the  calcified  annulus  and  burrowed  deep  into  the 
myocardium  in  one  area.  However,  a discrete  group 
of  myocardial  abscesses  were  found  showing  no 
continuity  with  the  involved  annulus.  The  intense 
vasculitis  in  this  area  suggests  intravascular  exten 
sion  of  the  infection  within  the  myocardium.  Septic 
emboli  were  found  in  the  brain  and  spleen.  Perfo- 
ration of  the  mitral  valve,  a constant  finding  in 
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Burnside  and 
De  Sanctis8 

Present  Case 

Sex;  Age 

5 females;  2 males; 
75-88  years 

female;  80  years 

Temp  °F 

100  - 104 

96.8 

WBC  Count 

9500  - 43000 

20,900 

Urinalysis 

Casts  or  microhema- 
turia in  5 or  7 

0-2  rbc;  2-5  wbc 

Murmur 

Heard  in  6 of  7 

None  heard 

Blood  Culture 

Positive  in  6 of 
7 

Positive 

EKG 

Variable 

Atrial  fibrillation 
with  ranging 
ventricular  response 

Associated 

Conditions 

Variable 

Leg  Ulcers;  Staph, 
aureus  positive 

Organism 

Staph,  aureus 
in  5 of  7 

Staph,  aureus 

Source  of  Infection 

Not  Stated 

Leg  ulcers 

Heart  Weight  (G.) 
Greater  than  300  G. 

5 of  7 

500  G. 

Leaflet  Involved 

Posterior  in 
6 of  7 

Posterior 

Erosion  Involved 
Leaflet 

7 of  7 

Yes 

Perforation  Leaflet 

7 of  7 

No 

Periannular  Abscess 

7 of  7 

Yes 

Myocardial  Abscess 

5 of  7 

Yes 

Systemic  Emboli 

6 of  7- 

Yes;  brain  and  spleen 

FIGURE  6.  Clinical  and  pathologic  features  compared. 


Burnside  and  Desanctis’8  series,  was  not  present.  No 
calcific  emboli  were  seen. 

A prominent  autopsy  finding  was  severe  athero- 
matosis of  the  aorta  with  heavy  calcification;  the 
calcified  aorta  was  identifed  on  a routine  anterior- 
posterior  chest  film.  The  calcified  mitral  valve  an- 
nulus is  not  often  seen  on  routine  chest  films  and  was 
not  observed  radiologically  in  this  case.  There  is  a 
statistically  significant  correlation,  in  both  men  and 
women,  between  severe  aortic  atheromatosis  and 
mitral  annulus  calcification.4  The  finding  of  a 
heavily  calcified  aorta  on  chest  film  in  an  appropriate 
clinical  setting  may  help  in  increasing  the  index  of 
suspicion  regarding  mitral  annulus  calcification. 
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Pasteurella  multocida  is  a nonmotile,  gram-nega- 
tive, pleomorphic  coccobacillus  which  has  been  en- 
countered in  a wide  variety  of  infections.  It  was 
originally  described  as  an  animal  pathogen,  and 
human  infection  most  commonly  follows  the  bite  of 
a dog  or  cat.1  The  local  lesion  is  characterized  by 
pain,  necrosis,  and  abscess  formation  which  may 
progress  to  extensive  cellulitis  and  regional  lym- 
phadenitis. Other  forms  of  local  infection  include 
appendicitis,1  septic  arthritis,2  osteomyelitis,2 
meningitis,3-9  liver  abscess,1  otitis  with  brain  ab- 
scess,110 genitourinary  infection,11  epiglottitis,12  lung 
abscess,13  and  other  respiratory  tract  infections.7’14-19 
The  organism  also  constitutes  part  of  the  normal 
respiratory  flora  of  55  percent  of  healthy  dogs,  and 
has  even  been  cultured  from  the  mouths  of  asymp- 
tomatic human  beings.1’20 

Few’  instances  of  P.  multocida  septicemia  have 
been  reported. 

Case  report 

A 34-year-old  Hispanic  male  was  admitted  for 
generalized  myalgia  and  abdominal  pain.  A former 
heroin  addict,  he  had  been  previously  hospitalized 
for  multiple  injuries,  pneumonia,  ethanolic  with- 
drawal, and  hepatic  cirrhosis.  The  patient  owned 
several  healthy  dogs  and  a cat,  but  had  been  neither 
scratched  nor  bitten. 

Physical  examination  revealed  a mildly  icteric  man 
with  blood  pressure  126/60  mm.  Hg,  pulse  128  per 
minute,  respiratory  rate  44  per  minute,  and  rectal 
temperature  103.4°  F.  Gynecomastia  and  spider 
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angiomas  were  present,  as  was  a grade  2/6  systolic 
murmur  which  had  been  noted  previously.  The 
abdomen  was  tense  with  evident  ascites,  diffuse 
tenderness,  and  normal  bowel  sounds.  The  liver  was 
17  cm.  by  percussion  and  was  nontender.  Multiple 
abrasions  and  ecchymoses  were  present,  in  addition 
to  mild  pedal  edema. 

Laboratory  examinations  revealed  normal  urine 
findings;  dimorphic  anemia  w'ith  hemoglobin  9.6  Gm. 
per  100  ml.;  hematocrit  30.9  Gm.;  and  white  blood- 
cell count  1 1,500  per  cubic  millimeter,  with  71  per 
cent  neutrophils,  10  percent  band  forms,  10  percent 
lymphocytes,  5 percent  basophils,  and  4 percent 
metamyelocytes.  Serum  electrolytes  were  within 
normal  limits.  Serum  bilirubin  was  8.8  mg.,  albumin 
2.3  Gm.,  and  globulin  4.0  Gm.  per  100  ml.;  pro- 
thrombin time  was  19  seconds,  with  control  of  12 
seconds.  Paracentesis  produced  a sterile  transudate. 
Roentgenograms  of  the  chest  disclosed  a right  lower 
lobe  infiltrate. 

Cultures  of  blood,  urine,  and  sputum  were  ob- 
tained, and  the  patient  was  given  intramuscular 
procaine  penicillin  G,  600,000  units  every  six  hours. 
Early  morning  rigors  with  rectal  temperatures  of 
104°  F.  were  noted  during  the  first  three  hospital 
days,  despite  therapy.  Each  of  six  blood  cultures 
obtained  on  admission  was  positive  for  P.  multocida, 
and  on  the  fourth  hospital  day,  cefazolin  sodium  and 
gentamicin  were  substituted  for  penicillin.  Clinical 
improvement  with  lysis  of  fever  ensued,  and  all 
subsequent  blood  cultures  were  sterile. 

During  the  fourth  hospital  week,  the  patient  was 
noted  to  have  bilateral  buttock  abscesses.  Pus  ob- 
tained from  the  latter  contained  P.  multocida,  but 
the  lesions  resolved  following  incision  and 
drainage. 

Comment 

P.  multocida  may  produce  three  separate  forms 
of  human  infection.  Wound  infection  following 
animal  bite  accounts  for  approximately  half  of  re- 
ported cases.21  A variety  of  local  infections  is  also 
described,  generally  in  the  setting  of  pre-existing 
functional  or  anatomic  abnormality  of  the  involved 
organ.1-3’10,22 

This  case  is  representative  of  the  relatively  rare 
septicemic  form.  Review  of  the  world’s  literature 
reveals  16  instances  of  P.  multocida  septicemia  and 
one  of  endocarditis.4-6,23-36 

Certain  features  are  common  among  the  reported 
cases  (Table  I).  Septicemia  followed  the  bite  or 
scratch  of  an  animal  in  only  eight  instances.  This 
figure  may  in  some  cases  reflect  coincidence  or  in- 
complete historic  data.  Our  patient  did,  in  fact,  own 
several  animals,  although  he  denied  any  actual  bite 
or  scratch.  Multiple  and  repeated  skin  trauma  from 
other  sources  may  also  have  served  as  a portal  of 
entry. 

Eight  of  18  instances  of  P.  multocida  septicemia 
occurred  in  the  setting  of  hepatic  cirrhosis.  Portal 


September  1979/New  York  State  Journal  of  Medicine  1581 


TABLE  I.  Published  reports  of  Pasteurella  multocida  septicemia 


Patient 

Num- 

ber 

Author 

Year 

Clinical  Form 

Sex 

Age 

Exposure 

Cirrhosis 

Out- 

come 

1 

Brugnatelli23 

1913 

Puerperal  sepsis 

F 

36 

— 

s 

2 

Rivoalen24 

1936 

Sepsis 

M 

? 

Panther 

bite 

~ 

F 

3 

Peltier25 

1938 

Sepsis 

M 

35 

+ 

F 

4 

Robinson26 

1944 

Puerperal  sepsis 

F 

20 

- 

s 

5 

Lewis4 

1953 

Sepsis,  meningitis 

F 

60 

Cats 

- 

F 

6 

Bearn27 

1955 

Sepsis 

M 

83 

Cat 

scratch 

— 

S 

7 

Swartz5 

1959 

Sepsis,  meningitis 

M 

83 

- 

F 

8 

Williams26 

1960 

Sepsis 

F 

30 

Dog  bite 

+ 

S 

9 

Bates6 

1965 

Neonatal  sepsis,  meningitis 

M 

0 

- 

F 

10 

Borchardt29 

1966 

Sepsis 

M 

49 

+ 

S 

11 

Phillips30 

1970 

Rheumatic  heart,  endocarditis 

F 

10 

- 

S 

12 

Normann31 

1971 

Sepsis 

M 

62 

Cat  bite 

4- 

F 

13 

Strand32 

1971 

Sepsis,  chorioamnionitis 

M 

0 

Mother 

scratched 

— 

F 

14 

Neumann33 

1972 

Sepsis,  peritonitis 

M 

21 

+ 

F 

15 

Palutke34 

1973 

Sepsis,  peritonitis 

M 

65 

Dog  bite 

+ 

F 

16 

Eustatia35 

1975 

Sepsis,  sickle  cell  anemia 

F 

19 

- 

S 

17 

Francis36 

1975 

Sepsis 

F 

? 

Cat  bite 

- 

S 

18 

This  report 

1979 

Sepsis 

M 

34 

+ 

s 

? = unavailable;  + = present;  - = absent;  Outcome:  S = survived,  F = fatal. 


hypertension  and  edema  of  the  intestinal  mucosa  is 
considered  to  predispose  to  bacteremia  in  such  pa- 
tients.37 Furthermore,  intrahepatic  shunts  have 
been  postulated  to  favor  prolonged  bacteremia  and, 
specifically,  P.  multocida  bacteremia.33,34,37,38  Al- 
coholism, with  or  without  hepatic  cirrhosis,  is  at- 
tended by  risk  for  a wide  variety  of  infections  in- 
cluding endocarditis,  tuberculosis,  bacterial  pneu- 
monia, and  spontaneous  peritonitis.37,39'41  Our  re- 
view would  indicate  that  P.  multocida  septicemia 
should  also  be  considered  in  the  differential  diagnosis 
of  the  alcoholic  patient  with  evidence  of  severe  in- 
fection. 

P.  multocida  is  inhibited  by  penicillin  in  concen- 
trations of  0.19  to  0.39  micrograms  per  milliliter.42 
The  lack  of  response  to  penicillin  in  this  case  is  un- 
usual, since  such  concentrations  are  easily  achieved 
with  the  dose  used.  It  can  be  argued  that  continued 
infection  may  have  resided  in  abscesses  or  that  a 
three-day  “trial”  period  of  penicillin  was  inadequate. 
Penicillin  resistance  of  clinical  isolates  is  also  possi- 
ble.43 Nevertheless,  in  view  of  the  severity  and  high 
mortality  rate  of  P.  multocida  septicemia,  high-dose 
penicillin  therapy  remains  the  treatment  of  choice. 

Summary 

A 34-year-old  man  with  hepatic  cirrhosis  was 
found  to  have  septicemia  due  to  P.  multocida. 
Seventeen  additional  cases  of  P.  multocida  septice- 
mia were  found  in  the  world’s  literature.  Fight  fol- 
lowed exposure  to  cats  or  dogs,  and  seven  occurred 
in  the  setting  of  hepatic  cirrhosis.  Nine  of  the  sev- 
enteen reported  cases  were  fatal.  The  drug  for 
treatment  of  this  illness  is  penicillin. 

Depart  ment  of  Medicine 
Metropolitan  Hospital  Center 


1901  First  Avenue 
New  York,  New  York  10029 
(DR.  NADLER) 
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Films  of  Woodpecker  aid  doctors 
in  planning  brain  injury  shields 

High  speed  motion  picture  films  of  a lady  woodpecker 
pounding  away  at  a dead  tree  limb  may  help  doctors  to 
design  better  crash  protection  for  racing  car  drivers  and 
fighter  pilots,  says  a report  in  an  American  Medical  Asso- 
ciation specialty  journal. 

Dr.  Philip  R.  A.  May  and  colleagues  in  Los  Angeles 
filmed  the  woodpecker  in  the  office  of  a park  ranger  at 
Placerita  Canyon  State  Park,  Newhall,  Cal.,  to  try  to  de- 
termine how  the  small  bird  can  use  its  head  and  beak  as  a 
high  speed  drill  without  suffering  brain  injury.  The  report 
is  in  the  June  Archives  of  Neurology. 

The  film  showed  that  the  woodpecker’s  beak  hit  the  tree 
with  an  impact  velocity  of  1,300  miles  per  hour,  and  the 
impact  of  deceleration  as  the  head  snapped  back  was  some 
1 ,000  times  the  force  of  gravity.  In  the  space  program  the 
astronauts  were  subjected  to  less  than  four  G (force  of 
gravity),  and  it  was  determined  that  no  human  could 
withstand  10  G for  more  than  a second  or  two.  An  auto 
hitting  a wall  at  35  miles  per  hour  hits  with  a force  of  10 
G. 

The  woodpecker’s  secret  for  avoiding  brain  or  neck 
damage  is  that  the  head  and  beak  drives  straight  back  and 
forth,  with  no  side  movement  at  all.  This  led  Dr.  May  to 
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conclude  that  a helmet  or  restraint  system  for  those  at 
special  risk,  such  as  car  racing,  stunts,  aircraft  crashes,  and 
pilot  ejection,  should  restrict  the  whiplash  rotation  of  the 
head  on  the  neck  and  the  neck  on  the  trunk. 

The  films  showed  that  the  woodpecker  lines  up  her  strike 
with  two  preliminary  light  taps  before  beginning  to  pound 
away  in  earnest.  The  bird  throws  her  entire  body  into  the 
blows.  And  it  is  likely  that  the  woodpecker  holds  the  neck 
rigid  at  the  moment  of  impact. 

How  do  you  persuade  a woodpecker  to  start  pecking  for 
the  camera?  The  bird  in  the  experiment  had  injured  a 
wing  and  was  unable  to  fly.  She  lived,  uncaged,  in  the  park 
ranger’s  office,  and  was  provided  with  a tree  trunk  for  ex- 
ercise. The  researchers  found  that  the  rattle  of  the  keys 
of  the  office  typewriter  usually  was  enough  to  start  the  bird 
pecking. 

Wearing  a helmet  is  not  sufficient  to  protect  against 
crash  brain  injury.  Restraining  of  rotating  movement  also 
is  required.  The  high  collars  of  old  fashioned  military 
uniforms  and  the  metal  armor  of  the  medieval  knight  may 
have  had  some  value  in  this  respect,  Dr.  May  speculates. 

The  individual  facing  a whiplash  blow  could  minimize 
risk  by  tightening  the  neck  muscles  and  holding  the  neck 
flexed  in  a chindown  position,  he  says. 

Dr.  May  is  with  the  Neuropsychiatric  Institute,  Uni- 
versity of  California  at  Los  Angeles  School  of  Medicine. 
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FIGURE  1.  Intervertebral  disks  of  thoracic  portion  of  ver- 
tebral column  partly  or  completely  destroyed  with  resultant 
bony  ankylosis.  Vertebral  bodies  centrally  osteoporotic  and 
osteosclerotic  adjacent  to  joints. 


The  association  of  cardiac  conduction  abnormalities 
with  ankylosing  spondylitis  is  well  documented 
clinically.1-6  We  report  a case  of  transitory  complete 
heart  block  associated  with  syncopal  episodes  and 
recurrent  sinus  bradycardia  in  a patient  with  an- 
kylosing spondylitis.  Pathologic  changes  in  the 
cardiac  conduction  system  are  documented  and 
compared  with  those  in  four  previous  reports.7-10 

Clinical  summary 

A 67-year-old  man  with  a long-standing  history  of 
ankylosing  spondylitis,  treated  intermittently  with 
aspirin  and  indomethacin  (Indocin),  fainted  in  the 
bathroom  at  home  and  was  brought  to  a local  hospital 
where  he  was  found  to  be  in  3:1  atrioventricular 
block.  He  spontaneously  reverted  to  normal  sinus 
rhythm.  In  the  hospital  he  had  three  syncopal  at- 
tacks (?Stokes-Adams).  The  third  was  associated 
with  a fall  which  rendered  him  quadriplegic.  Ra- 
diographs of  the  spine  revealed  fracture-subluxation 
of  fifth  and  sixth  cervical  vertebrae.  He  was  man- 
aged by  cervical  traction  with  Crutchfield  tongs  and 
tracheostomy.  He  was  subsequently  transferred  to 
University  Hospital  where  his  eight-week  course  was 
characterized  by  recurrent  respiratory  tract  infec- 
tions, episodic  sinus  bradycardia,  and  terminal 
massive  upper  gastrointestinal  hemorrhage. 

Pathologic  findings 

At  autopsy  the  vertebral  column  was  dorsally  ky- 
photic with  striking  osteoporosis  of  vertebral  bodies 
and  fibrous  and  bony  ankylosis  of  intervertebral 


joints  (Fig.  1).  In  contrast  to  the  osteoporosis  of  the 
central  portions  of  vertebral  bodies,  there  was 
marked  osteosclerosis  adjacent  to  intervertebral 
joints.  At  the  level  of  the  fifth  and  sixth  cervical 
vertebrae,  vertebral  bodies  were  collapsed,  and  there 
was  bony  protrusion  into  the  posterior  wall  of  the 
spinal  canal,  with  resultant  decrease  in  the  diameter 
of  the  canal  and  compression  of  the  spinal  cord  at  this 
level.  Other  major  autopsy  findings  were  necrotizing 
pneumonia  of  the  right  upper  lobe,  and  a penetrating 
duodenal  ulcer  with  erosion  of  a large  artery  and 
massive  hemorrhage  into  the  upper  gastrointestinal 
tract. 

There  was  chronic  panserositis  with  diffuse  fibrous 
obliteration  of  the  pericardial  sac  and  the  left  pleural 
cavity.  Extensive  adhesions  were  also  present  in  the 
right  pleural  cavity  and  the  peritoneum.  The  heart 
was  of  normal  size  and  showed  no  significant  coro- 
nary atherosclerosis.  Heart  valves  were  all  within 
normal  limits.  The  sinuses  of  Valsalva,  aortic  valve 
cusps,  and  the  subaortic  fibrous  tissue  showed  no 
abnormalities.  The  ascending  aorta  was  mildly 
atherosclerotic.  The  myocardium  was  not  remark- 
able. The  atrioventricular  node,  bundle  of  His,  and 
bundle  branches  were  dissected  according  to  the 
method  of  Lev,  Widran,  and  Erickson.11  The  sinu- 
atrial node  was  identified  by  tracing  the  branch  of  the 
right  coronary  artery  which  supplies  this  structure 
through  the  notch  between  the  right  auricular  ap- 
pendage and  the  superior  vena  cava  toward  the  crista 
terminalis.12 

The  most  striking  histopathologic  finding  in  the 
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FIGURE  2.  Calcified  scar  tissue  in  membranous  interven- 
tricular septum  with  encroachment  on  bundle  of  His  (H)  above 
and  muscular  interventricular  septum  (M)  below.  Interatrial 
septum  (A),  tricuspid  valve  leaflet  (T)  (hematoxylin  and  eosin 
stain). 


heart  was  a large  area  of  scarring  at  the  junction  of 
the  membranous  and  muscular  portions  of  the  in- 
terventricular septum,  with  encroachment  on  the 
bundle  of  His  at  its  bifurcation  (Fig.  2).  Within  the 
scar  were  numerous  thin-walled  blood  vessels,  a few 
chronic  inflammatory  cells,  extensive  calcification 
and  focal  ossification,  and  chondrification  (Fig.  3). 
The  origin  of  the  left  bundle  branch  was  interrupted 
by  the  fibrocalcific  process.  Elsewhere  the  ventric- 
ular myocardium  showed  no  evidence  of  fibrosis. 
The  sinoatrial  node  contained  a moderate  amount 
of  fibrous  tissue  between  conduction  fibers  (Fig.  4). 
The  atrioventricular  node  was  not  remarkable. 
Histologically,  the  aortic  valve  cusps,  the  annulus, 
and  the  supra-  and  subvalvular  tissues  were  within 
normal  limits.  The  ascending  aorta  was  mildly 
atherosclerotic.  Aortic  media,  adventitia,  and 
periadventitial  tissues  were  within  normal  limits. 

Comments 

Ankylosing  spondylitis  is  a multisystem  disease 
characterized  by  inflammation  and  proliferative 
changes  of  synovium  of  the  diarthrodial  joints  of  the 
vertebral  column,  and  occasionally  of  the  hips  and 
shoulders.  Cartilaginous  joints  of  the  vertebral 
column  are  also  involved.  Inflammation  is  followed 
by  fibrosis,  calcification,  and  ossification  leading  to 
fibrous  and  bony  ankylosis  of  the  affected  joints. 
The  resulting  spinal  rigidity  may  lead  to  fracture 
dislocations  of  the  spine  following  minor  trauma,  as 
occurred  in  this  patient.  Iritis,  pericarditis,  aortic 
and  mitral  valve  dysfunction,  and  cardiac  conduction 
abnormalities  are  also  associated  with  ankylosing 
spondylitis.4,6,8 


The  first  description  of  pathologic  changes  in  the 
conduction  system  in  ankylosing  spondylitis  was 
published  by  Sobin  and  Hagstrom  in  1962. 7 We  are 
aware  of  three  additional  studies  in  the  English  lit- 
erature in  which  reference  is  made  to  the  morphology 
of  the  conduction  system.8  10  Changes  that  have 


* i ^ * 

•• ' f .f ' 

<■/ 


FIGURE  3.  Calcified  scar.  (A)  Thin-walled  blood  vessels 
and  sparse  mononuclear  inflammatory  cells.  Scar  extends 
into  bundle  of  His  (H)  and  completely  interrupts  origin  of  left 
bundle  branch  fibers  (LBB)  in  plane  of  section.  Ventricular 
myocardium  (V)  below.  (B)  Focal  ossification.  Left  bundle 
branch  fibers  seen  in  upper  central  portion  (original  magni- 
fication X 120).  (C)  Elsewhere  scar  showed  focal  chondri- 
fication (original  magnification  X 300).  (Hematoxylin  and 
Eosin  Stain) 
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FIGURE  4.  Diffuse  interstitial  fibrosis  and  foci  of  adipose 
tissue  present  in  sinoatrial  node  located  between  more  reg- 
ularly arranged  atrial  myocardial  fibers  (AM)  and  artery 
supplying  node  (A).  Endocardium  seen  at  top  (hematoxylin 
and  eosin  stain). 


been  described  include  infiltration  of  the  bundle  of 
His  by  chronic  inflammatory  cells,  proliferation  of 
small  blood  vessels,  and  dense  fibrous  scarring  of  the. 
membranous  portion  of  the  interventricular  septum 
with  interruption  of  the  atrioventricular  bundle  and 
its  branches.  Calcification  and  ossification  at  this 
site  are  unique  features  of  the  present  case.  Scarring 
and  calcification  in  the  conduction  system  may  result 
from  atherosclerotic  coronary  artery  disease.  Nei- 
ther coronary  atherosclerosis  nor  fibrosis  elsewhere 
in  the  myocardium  were  present  in  our  patient.  The 
valvular  lesions  associated  with  ankylosing  spon- 
dylitis are  aortic  insufficiency  due  to  scarring  of  the 
aortic  valve  leaflets,  dilatation  of  the  aortic  valve  ring, 
and,  less  frequently,  mitral  stenosis  due  to  extension 
of  a subaortic  scarring  process  to  the  base  of  the  an- 
terior mitral  valve  leaflet. 

Several  studies  of  the  histologic  changes  in  the 
aortic  valve  cusps,  aortic  annulus,  the  aorta  behind 
the  sinuses  of  Valsalva,  the  subaortic  fibrous  tissue, 
and  the  anterior  mitral  valve  leaflet  have  been  pub- 
lished.4-7’10’13-19  These  changes  include  necrosis  of 
cardiac  and  aortic  muscles,  and  elastic  fragmentation; 
neutrophilic,  lymphocytic,  and  plasma-cell  infiltra- 
tion; neovascularization;  fibrosis;  obliterative 
endarteritis;  hyalinization;  calcification;  and  ossifi- 
cation. This  spectrum  of  pathologic  findings  prob- 
ably reflects  different  stages  in  the  evolution  of  the 
lesion.  Bulkley  and  Roberts10  have  pointed  out  the 
similarity  between  these  changes  and  those  that 
occur  in  the  affected  joints  in  ankylosing  spondylitis. 


Furthermore,  as  these  authors  point  out,  the  sub- 
aortic fibrous  tissue  which  is  frequently  expanded  to 
form  a grossly  visible  bump,  is  anatomically  contin- 
uous with  the  membranous  portion  of  the  interatrial 
and  interventricular  septa.  This  suggests  that  aortic 
valvular  insufficiency  and  conduction  defects  may 
result  from  the  same  inflammatory  and  scarring 
process  involving  contiguous  structures. 

Of  additional  interest  in  the  present  case  is  the  fact 
that  complete  heart  block  spontaneously  reverted  to 
a sinus  rhythm  in  the  presence  of  an  anatomic  lesion 
characterized  by  minimal  inflammation  and  marked 
fibrosis  and  calcification.  This  suggests  that  even 
in  the  presence  of  advanced  scarring,  the  inflamma- 
tory process  may  be  ongoing,  possibly  waxing  and 
waning  as  it  does  in  the  joints  in  some  cases.  Alter- 
natively, transient  changes  in  blood  flow  may  play  a 
role.  As  noted,  the  scar  tissue  which  encroached  on 
the  bundle  of  His  was  highly  neovascularized. 

The  significance  of  mild  fibrosis  in  the  sinoatrial 
node  in  the  pathogenesis  of  sinus  bradycardia  is  un- 
certain. Similar  changes  have  been  seen  in  the 
conduction  systems  of  otherwise  normal  adult  hearts 
from  patients  without  known  conduction  defects. 

Summary 

Atrioventricular  block  is  the  conduction  defect 
most  frequently  associated  with  ankylosing  spon- 
dylitis. We  report  a patient  with  ankylosing  spon- 
dylitis in  whom  cardiac  conduction  abnormalities  are 
correlated  with  pathologic  changes  in  the  conduction 
system.  Cardiac  morphologic  changes  in  the  present 
case,  and  in  those  previously  reported,  are  those  of 
a chronic  inflammatory  infiltrate  in  the  membranous 
portion  of  the  interventricular  septum,  fibrosis,  and 
neovascularization,  with  calcification,  ossification, 
and  chondrification,  a sequence  similar  to  the  in- 
flammatory process  in  the  joints  in  this  disease. 
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Emergency  medical  systems 
credited  with  saving  lives 

Emergency  medical  systems  reap  tangible  benefits  for 
society  in  terms  of  lives  saved  and  prolonged,  says  an  edi- 
torial in  the  May  4 Journal  of  the  American  Medical  As- 
sociation. 

The  editorial  comments  on  three  separate  articles  in  the 
same  issue  dealing  with  aspects  of  emergency  care  for  heart 
attack  victims. 

Richard  P.  Lewis,  M.D.,  reports  on  a study  made  at 
Columbus,  Ohio,  of  that  community’s  long  experience  with 
the  Columbus  Mobile  Coronary  Care  System  in  the  care 
of  heart  attack  patients.  I )r.  Lewis  concludes  t hat,  “The 
results  indicate  that  advanced  emergency  medical  tech- 
nician-paramedics working  independently  perform  as  well 
as  physician  counterparts.” 

Columbus  has  a team  of  EMT-Ps  that  have  been  trained 
for  years,  and  have  learned  to  work  effectively  on  their  own. 
They  have  even  dispensed  with  the  practice  of  telemetering 
vital  signs  back  to  the  physician  in  a hospital.  The  expert 
medics  can  handle  these  situations  on  their  own,  he 
says. 

Mickey  S.  Eisenberg,  M.D.,  reports  on  a Seattle  study 
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which  determined  that  time  is  all-important  in  saving  the 
life  of  the  heart  attack  patient. 

If  cardiopulmonary  resuscitation  was  begun  within  four 
minutes  of  the  attack,  and  if  medical  care  was  provided 
within  eight  minutes,  43  percent  of  the  patients  survived. 
If  either  time  period  was  exceeded,  chances  of  survival  fell 
dramatically,  Dr.  Eisenberg  says. 

The  Seattle  physician  calls  for  widespread  training  of 
citizens  in  cardiopulmonary  resuscitation  techniques. 

Dr.  Mark  Sherman  reports  on  a study  of  four  suburban 
Chicago  communities  with  mobile  intensive  care  units. 
Two  of  the  communities  had  reductions  in  death  rates,  one 
remained  about  the  same,  and  the  fourth  actually  had  an 
increase,  Dr.  Sherman  says.  He  was  uncertain  as  to  why 
t here  was  a difference. 

Terrence  S.  Carden,  Jr.,  M.D.,  a -JAMA  senior  editor, 
says  in  the  editorial  that  the  report  of  Dr.  Lewis  that 
EM'l'-Ps  can  do  as  well  as  physicians  in  saving  lives  “may 
seem  like  heresy  to  some  physicians.  It  should  alert  them 
to  the  high  skill  level  achievable  by  dedicated  paramedical 
personnel.  Those  who  are  skeptical  of  the  proficiency  of 
mobile  intensive  care  unit  personnel  in  their  communities 
should  familiarize  themselves  with  the  training  and  ex- 
pertise of  t hese  new  healt  h professionals.” 
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Inflammatory  fibrous  polyps  of  the  small  intestine 
are  rare  lesions.  Only  14  verified  cases  have  been 
reported  in  the  English  literature  through  1976  to  the 
best  of  our  knowledge.  In  1949  Vanek1  reported  six 
gastric  lesions  which  he  described  as  submucous 
granulomas  with  eosinophilic  infiltration. 

Helwig  and  Ranier2  applied  the  term  “inflamma- 
tory polyp”  to  a polypoid  mass  which  was  charac- 
terized by  distinctly  arranged  fibrous  tissue  and 
blood  vessels  with  an  inflammatory  infiltrate  often 
dominated  by  eosinphils.  Since  then,  these  polyps 
in  the  stomach  and  small  intestine  have  been  de- 
scribed under  different  names,  such  as  eosinophilic 
granuloma,3’4  hemangioendothelioma,5  heman- 
giopericytoma,6 polypoid  fibroma,7  angiofibroma,8 
and  perithelioma.9  They  may  mimic  a malignant 
neoplasm,  from  which  they  should  be  differentiated 
by  careful  examination  of  the  resected  specimen. 
The  lesion  has  no  malignant  potential  and  does  not 
recur  after  removal.  Therefore,  extensive  surgery 
is  not  necessary  if  a diagnosis  of  inflammatory  polyp 
can  be  made  at  the  time  of  surgery  by  frozen-section 
examination.  We  present  another  case  of  inflam- 
matory fibrous  polyp  of  small  intestine. 

Case  report 

An  82-year-old  female  was  admitted  for  severe 
abdominal  pain,  nausea,  vomiting,  and  diarrhea  of 
two  days’  duration.  The  patient  had  hypertension 
for  which  she  was  under  medication.  Physical  ex- 
amination at  admission  revealed  the  following  per- 
tinent findings:  obese,  alert,  active  female;  abdomen 


FIGURE  1.  Resected  inflammatory  fibrous  polyp  of 
ileum. 


FIGURE  2.  Section  of  polyp.  Note  ulceration  of  mucosa 
at  left.  Lesion  involves  entire  wall  of  small  intestine 
(hematoxylin  and  eosin  stain). 

protuberant  with  irreducible  umbilical  hernia  and 
hypoactive  bowel  sounds.  Except  for  elevated  glu- 
cose, the  blood  chemistry  test  results  were  within 
normal  limits.  Hemoglobin  was  8.6  Gm.  per  milli- 
gram, and  a differential  white  blood  cell  count  re- 
vealed a shift  to  the  left.  Dilated  loops  of  small  bowel 
were  noted  on  roentgenographic  examination  of  the 
abdomen. 

A laparotomy  was  performed  the  next  day,  at 
which  time  an  ileocecal  intussusception  was  noted. 
On  reducing  the  intussusception  a 2.8  by  2.0  by 
2.0-cm.  polypoid  mass  in  the  terminal  ileum  was 
found  to  be  the  leading  point  of  the  intussusception 
(Fig.  1).  The  intestinal  mucosa  over  the  mass  was 
flattened  with  a 4-mm.  area  of  ulceration  at  the  tip. 
The  cut  surface  of  the  mass  had  a trabeculated 
grey-white  appearance.  Findings  on  microscopic 
examination  showed  the  mass  to  be  composed  of 
granulation  tissue  which  extended  through  the  entire 
thickness  of  wall  of  bowel  up  to  the  serosa  (Fig.  2). 

The  granulation  tissue  was  composed  of  loose 
edematous  and  more  mature  fibrous  tissue  which 
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FIGURE  3.  Section  of  polyp.  Note  loose  edematous  fibrous 
tissue  (hematoxylin  and  ecsin  stain). 


formed  cords  and  trabeculae  between  and  around 
proliferating  blood  vessels  (Fig.  3).  Many  of  the  fi- 
broblasts were  plump,  but  they  did  not  suggest  car- 
cinoma. 

The  connective  tissue  was  infiltrated  by  few  neu- 
trophils, lymphocytes,  plasma  cells,  and  many  eo- 
sinophils (Fig.  4).  The  intestinal  mucosa  over  the  tip 
was  ulcerated  (Fig.  2).  The  patient’s  postoperative 
course  was  complicated  by  congestive  heart  failure. 
She  responded  to  treatment  and  was  discharged  12 
days  after  admission. 

Comments 

Inflammatory  fibrous  polyps  of  the  small  intestine 
are  rare  lesions.  The  ones  that  have  been  described 
have  occurred  commonly  in  women  between  the  third 
and  sixth  decades.  Symptoms  in  patients  with  these 
tumors  consist  of  abdominal  pain,  which  may  be  in- 
termittent or  episodic  lasting  for  weeks  or  months, 
nausea,  vomiting,  and/or  weight  loss,  and  melena. 
Gross  gastrointestinal  bleeding  has  not  been  de- 
scribed. Some  patients  may  be  relatively  symptom 
free,  and  the  lesions  have  been  seen  incidentally  at 
autopsy.  Physical  signs  are  few  or  absent  unless 
intussusception  or  obstruction  develop.  The  labo- 
ratory findings  are  nonspecific.  At  times,  severe 
anemia  may  be  present.  Eosinophilia  has  been  de- 
scribed in  some  patients. 

The  size  of  the  t umors  ranges  from  0.8  to  4.0  cm. 
Most  of  the  reported  cases  have  shown  the  tumors  to 
he  in  the  terminal  ileum,  the  rest  in  the  proximal 
ileum.  The  tumors  can  he  presented  as  sessile 
rounded  masses  or  broad-based  polypoid  masses. 
The  covering  intestinal  mucosa  may  be  normal,  er- 
ythematous, or  ulcerated.  They  are  composed  of 
inflammatory  fihrovascular  tissue  with  prominent 
vascular  pattern,  plump  spindle-shaped  or  angular 
fibroblasts,  and  varying  numbers  of  eosinophils, 
lymphocytes,  plasma  cells,  and  neutrophils.  Thin 
collagen  or  dense  fibrous  tissue  distributed  between 
and  around  blood  vessels  is  seen.  The  lesions  are 


FIGURE  4.  Section  of  polyp  demonstrates  vascularity  and 
inflammatory  infiltrate  (hematoxylin  and  eosin  stain,  original 
magnification  X 170). 


benign,  and  recurrences  have  not  been  reported  after 
segmental  resection  of  the  bowel. 

Although  the  lesions  were  first  described  in  1949, 1 
the  etiology  of  these  lesions  is  still  unknown. 
Klepinger  and  Pontius10  suggested  a preceding 
trauma  or  inflammation  due  to  an  infectious  agent 
resulting  in  exuberant  granulation  tissue  taking  on 
a polypoid  appearance.  Virshup  and  Mandelberg4 
suggested  that  the  lesions  may  represent  nonspecific 
intestinal  granuloma  of  unknown  etiology,  and  they 
felt  that  the  essential  pathologic  change  is  primarily 
a block  of  submucosal  lymphatics  in  response  to 
subacute  irritation,  with  heaping  up  of  lymphatic 
endothelium.  The  resulting  lymphedema  of  sub- 
mucosa progresses  to  granuloma  formation.  Since 
eosinophilia  has  been  noted  in  many  cases,  host 
sensitization  and  atopic  reaction  of  the  host  to  a 
particular  irritant  has  been  suggested.  The  nature 
of  the  irritant  and  proof  of  sensitization  of  the  host 
has  not  been  established  in  the  reported  cases.  Our 
patient  did  not  have  eosinophilia. 

Helwig  and  Ranier2  stated  that  the  inflammatory 
fibroid  polyps  in  the  stomach  may  be  a glandular 
membrane  counterpart  of  granuloma  pyogenicum. 
Similar  lesions  were  produced  by  Morgan  and 
Sherman1 1 by  injecting  gastric  juice  and  other  sub- 
stances. Since  gastric  inflammatory  polyps  have 
shown  numerous  neurites,  it  was  suggested  by 
Goldman  and  Friedman12  that  these  may  represent 
a gastric  analogue  of  appendiceal  neural  hyperplasia, 
and  they  speculated  that  gastric  inflammatory  polyps 
may  represent  a variety  of  traumatic  or  amputation 
neuroma. 

Summary 

A case  of  inflammatory  fibrous  polyp  of  the  ileum 
is  reported.  Patients  with  the  lesion  may  have  signs 
and  symptoms  of  intestinal  obstruction  or  intussus- 
ception. Segmental  resection  is  the  treament  of 
choice.  Radical  surgery  is  not  indicated  since  these 
lesions  have  not  been  known  to  become  malignant  or 
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to  recur.  The  etiology  of  these  lesions  is  still  un- 
known. 

Department  of  Pathology 
Harlem  Hospital  Center 
137th  Street  and  Lenox  Ave. 
New  York,  N.Y.  (10037) 
(DR.  CHAUHAN) 
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Male  impotence  treated 
successfully  with  implants 

Treatment  of  male  impotence  through  implanting  an 
inflatable  device  has  been  carried  out  successfully  in  more 
than  200  patients  in  a Texas  medical  center,  says  a report 
in  the  June  15  Journal  of  the  American  Medical  Associa- 
tion. 

F.  Brantley  Scott,  M.D..  Baylor  College  of  Medicine 
urologist,  of  Houston,  reports  on  five  years  of  experience 
in  implanting  the  prosthesis  in  245  men.  Of  these,  234  are 
able  to  use  the  device  to  their  satisfaction.  Dr.  Scott  reports. 
The  few  failures  all  were  in  the  earlier  cases,  and  no  failures 
occurred  in  the  152  cases  treated  in  the  final  two  years,  he 
says. 

Two  small  cylinders  are  implanted  in  either  side  of  the 
penis.  They  are  connected  by  tubes  to  a small  reservoir 
of  fluid,  a pump  and  a release  valve.  The  individual  can 
achieve  erection  by  pumping  the  fluid  into  the  cylinders. 
Erection  can  be  reduced  by  releasing  the  valve  and  per- 
mitting the  fluid  to  return  to  the  cylinder. 

The  entire  device  is  implanted  inside  the  body.  It  is 
manipulated  by  pressing  First  the  pump  and  then  the  valve, 
located  just  under  the  skin. 

Most  of  the  men  undergoing  the  implant  were  impotent 
as  a result  of  physical  reasons,  such  as  disease  or  injury.  A 
few  of  the  patients  suffered  from  psychogenic  impo- 
tence. 

Not  all  impotent  men  are  suitable  candidates  for  the 
surgery,  and  the  screening  process  is  thorough,  Dr.  Scott 
says.  The  team  consists  of  urologist,  sleep  researcher, 
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psychiatrist,  and  psychologist.  They  seek  to  determine 
whether  the  individual  actually  would  benefit  materially 
from  the  procedure.  Some  candidates  are  rejected  because 
their  impotence  was  mental  rather  than  physical  and  their 
problem  was  not  amenable  to  treatment  by  implanta- 
tion. 

Interest  in  the  operation  has  been  growing  for  several 
years.  Impotence  of  most  of  the  patients  is  associated  with 
diabetes.  Patients  ranged  in  age  from  21  to  85  years,  with 
ten  individuals  being  over  the  age  of  70. 

“For  the  first  time,  to  our  knowledge,  a treatment  for 
impotence  that  functionally  simulates  a natural  erection 
can  be  offered,  Dr.  Scott  declares. 

In  an  accompanying  editorial,  Domeena  C.  Renshaw, 
M.D.,  of  the  Loyola  Sexual  Dysfunction  Clinic,  Loyola 
Stritch  School  of  Medicine,  Chicago,  points  out  that  the 
male’s  sexual  partner  must  be  considered  in  evaluating 
success  of  the  implant  procedure.  Some  couples  do  not 
adapt  well  to  the  implants.  Some  men  who  have  under- 
gone the  surgery  have  never  used  their  new  potency.  Sex 
therapy  for  both  partners  still  is  an  important  treatment 
for  those  with  problems. 

“In  the  last  eight  years,  treatment  has  been  an  either-or 
situation:  surgery  or  sex  clinic  for  impotent  men.  How- 
ever, for  those  couples  with  difficulties  of  adaptation  to 
penile  implants,  both  surgery  and  sex  therapy  may  be  op- 
timum treatment.  Since  there  are  as  yet  no  predictors  of 
those  who  will  adapt  poorly,  I make  a plea  for  including  the 
partner  in  preoperative  and  postoperative  visits,”  Dr. 
Renshaw  writes. 
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Yours  Truly™  by  Jobst  — its  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse,  Reach  to  Recovery  volunteers,  and  others,  you  can 
suggest  to  your  postmastectomy  patients  an  external  breast  form 
that  is  seamless  and  natural.  The  Yours  Truly IM  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only  .04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 
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Atheromatous  disease  in  the  carotid  arteries  pro- 
ducing stenosis  and/or  plaques,  especially  at  the  re- 
gion of  the  common  carotid  artery  in  the  neck,  has 
long  been  recognized  as  a cause  of  focal  and  some- 
times generalized  encephalopathy.1-12  The  manner 
of  presentation  is  usually  either  a transient  ischemic 
attack,  an  abrupt  major  occlusive  episode,  a slower 
stepwise  series  of  more  restricted  unilateral  regional 
infarcts,  or,  rarely,  a picture  of  poorly  defined  cere- 
bral vascular  insufficiency.  The  following  case  re- 
port demonstrates  the  capacity  of  intravascular  ca- 
rotid disease  to  present  itself  clinically  as  an  ex- 
panding intracranial  lesion,  in  this  instance  in  asso- 
ciation with  an  unusual  chronic  elongated  fibrinous 
thrombus  with  plaque  and  stenosis,  originating  at  the 
commencement  of  the  internal  carotid  artery  in  the 
neck;  with  a brief  commentary  on  difficulties  in  di- 
agnosis, angiographic  interpretation,  and  thera- 
peusis. 

Case  report 

A 39-year-old  Filipino  seaman  was  admitted  to  the 
Long  Island  College  Hospital,  Brooklyn,  New  York, 
complaining  of  numbness  and  weakness  in  his  ex- 
tremities on  the  left  side,  of  three  days’  duration. 
\\  hile  on  board  ship  two  days  prior  to  admission,  he 
had  developed  numbness  and  paresthesias  in  his  left 


upper  extremities,  initially  without  weakness.  When 
he  awoke  the  next  morning,  he  had  moderate  paresis 
in  his  left  upper  extremity,  especially  involving  the 
distal  muscles  of  the  hand  and  wrist,  but  also  some 
proximal  weakness.  The  weakness  progressed  dur- 
ing that  day,  and  on  the  third  day,  the  day  of  ad- 
mission to  the  hospital,  he  had  mild  but  definite 
weakness  in  his  left  lower  extremity,  causing  him  to 
limp  and  drag  his  leg  while  walking,  as  well  as 
weakness  in  his  face  on  the  left  side,  with  slurred 
speech,  and  further  weakness  in  his  left  upper  ex- 
tremity. At  no  time  did  he  experience  focal  or  gen- 
eralized headache,  dizziness,  visual  disturbance, 
nausea  or  vomiting,  convulsions,  fever  or  drowsiness, 
nor  any  reduction  in  mental  functioning.  There  was 
no  history  of  preceding  upper  respiratory  infection 
or  other  viral  infection,  ear  infections,  sinusitis, 
rashes,  anemia,  or  head  or  neck  trauma.  There  was 
no  history  of  known  diabetes  mellitus,  hypertension, 
cardiac  disease,  pulmonary  disease,  collagen  or  thy- 
roid disorder,  or  parasitic  disease.  He  said  that  he 
had  been  in  good  health  all  of  his  life,  but  that  about 
three  months  prior  to  admission  he  had  experienced 
a single  transient  episode  of  numbness  and  possibly 
mild  weakness  in  his  left  upper  extremity  while 
driving  his  car.  He  was  a resident  of  the  Philippine 
Islands  and  recently  had  been  there  for  a 30-day 
period.  His  general  physical  and  neurologic  exam- 
ination revealed  blood  pressure  130/80,  pulse  80  beats 
and  regular,  and  respirations  16  per  minute  and 
regular.  There  were  no  bruits  in  the  head  or  neck, 
his  neck  was  supple  without  any  vertebral  tenderness 
or  limitation  of  motion,  and  his  scalp  was  normal,  as 
were  the  findings  on  his  ear,  nose,  and  throat  exam- 
ination. The  patient  was  alert;  oriented  in  time, 
place,  and  person;  with  normal  mentation  and  nor- 
mal affect.  He  was  able  to  give  a detailed  history. 
His  speech  showed  no  aphasia  or  dysarthria,  but  mild 
slurring  was  present.  His  cranial  nerves  were  en- 
tirely normal,  including  fields  and  fundi,  except  for 
a marked  left  lower  facial  paresis.  There  was  mod- 
erate weakness  in  the  left  upper  extremity  in  an 
upper  motor  neuron  distribution,  with  marked 
weakness  of  the  extensors  of  the  left  hand  and  wrist 
producing  a wrist-drop  effect,  mild  weakness  of  an 
upper  motor  neuron  type  in  the  left  lower  extremity, 
no  weakness  in  the  extremities  on  the  right  side,  and 
no  atrophy.  His  left  upper  extremity  was  hypotonic, 
but  tone  was  normal  in  all  other  extremities.  He  was 
able  to  walk  unaided  with  a limp,  tending  to  bear 
weight  on  his  right  lower  extremity  owing  to  the 
weakness  in  his  left  lower  extremity,  but  no  ataxia  or 
apraxia  was  present.  There  was  no  tremor,  dys- 
svnergia,  or  dyskinesia,  and  his  Romberg  test  result 
was  negative.  Reflexes  were  biceps  jerk  3 plus  and 
knee  jerk  3 plus  on  the  left  side,  all  other  deep  tendon 
reflexes  2 plus  and  symmetrical  bilaterally,  and 
equivocal  plantar  response  on  the  left  side  with  flexor 
plantar  response  on  the  right.  Sensory  examination 
showed  a mild  disturbance  in  2-point  discrimination 
in  left  upper  extremity;  otherwise  there  was  normal 
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FIGURE  1 . Arteriogram  of  right  internal  carotid  artery  with 
plaque  and  thrombus. 


pain,  temperature,  vibration,  touch,  position, 
graphesthesia,  stereognosis,  and  point  localization 
everywhere  on  face,  trunk,  and  extremities,  and  no 
extinction  on  double  simultaneous  stimulation.  The 
impression  on  admission  was  probable  expanding 
mass  lesion  in  the  right  cerebrum,  with  differential 
diagnosis  including  brain  abscess,  neoplasm,  chronic 
subdural  hematoma,  focal  encephalitis,  and  pro- 
gressive thrombosis  in  the  right  carotid-middle  ce- 
rebral artery  system. 

Findings  on  blood  chemistries,  serology,  complete 
hematologic  survey,  and  electroencephalogram  were 
normal.  Brain  scan  and  cerebral  blood  flow  showed 
normal  perfusion  of  both  internal  carotid  systems, 
but  the  static  brain  imaging  indicated  an  area  of 
abnormally  increased  activity  over  the  right  pa- 
rieto-occipital  region.  This  was  interpreted  as  most 
probably  representing  a subdural  hematoma,  with 
a lesser  possibility  of  cerebrovascular  occlusive  dis- 
ease. Right  brachial  and  left  carotid  arteriograms 
were  done,  which  revealed  an  atheromatous  plaque 
at  the  origin  of  the  right  internal  carotid  artery,  with 
approximately  30  to  40  percent  stenosis,  and  a blood 
clot  wit  hin  the  lumen  of  the  right  internal  carotid 
artery  ( Fig.  1 ).  There  was  no  evidence  of  stenosis  or 
occlusion  in  the  opposite  carotid  artery  or  in  any 
major  intracranial  vessel.  Result  of  an  aortic  arch 
-l  udy  was  normal.  A lumbar  puncture  yielded  clear 


cerebrospinal  fluid  with  3 mononuclear  white  blood 
cells  and  3 red  blood  cells,  glucose  83  mg.  per  100  ml., 
total  protein  45  mg.  per  100  ml.,  and  chlorides 
131  mEq.  per  liter;  cultures  and  India  ink  test  re- 
sults were  negative.  Blood  and  cerebrospinal  fluid 
specimens  were  sent  for  viral  studies.  Ophthalmo- 
dynamometry revealed  no  significant  lateralizing 
difference  in  the  eyes:  right  85/50,  left  75/50. 

Four  days  after  admission,  a right  carotid  endar- 
terectomy was  performed  under  general  anesthesia, 
without  an  internal  shunt.  An  atheromatous  plaque 
involving  the  origin  of  the  right  internal  carotid  ar- 
tery and  part  of  the  distal  common  carotid  artery, 
with  a greater  than  80  percent  stenosis,  was  exposed. 
In  addition,  there  was  a dense,  white  organized  fi- 
brinous thrombus  anchored  to  the  stenotic  site  and 
floating  free  in  the  lumen  of  the  internal  carotid  ar- 
tery for  a distance  of  approximately  3 cm.  Small 
fragments  of  fresh  thrombus  were  adherent  to  this 
organized  thrombus,  but  the  artery  was  otherwise 
patent. 

Following  surgery,  the  patient  experienced  a rapid 
resolution  of  the  weakness  in  his  left  lower  extremity, 
but  weakness  in  the  left  upper  extremity  and  in  the 
left  side  of  his  face  improved  at  a much  slower  pace. 
A program  of  daily  physical  therapy  was  instituted 
the  day  following  surgery  and  continued  until  the 
patient  was  discharged.  His  clinical  course,  up  until 
discharge  six  weeks  postoperatively,  was  one  of 
gradual  restoration  of  motor  power  in  his  left  upper 
extremity,  but  with  little  resolution  of  the  left  facial 
paresis,  so  that  when  he  returned  to  the  Philippine 
Islands,  his  left  lower  extremity  was  100  percent 
normal  and  his  left  upper  extremity  was  approxi- 
mately 80  percent  normal. 

Comment 

The  gradual  development  of  unilateral  facial  and 
extremity  hemiparesis  as  a continuous,  progressive 
event  over  a period  of  several  days  in  this  relatively 
young  Oriental  seaman  simulated  closely  the  pre- 
sentation commonly  encountered  with  an  intracra- 
nial mass  lesion,  whether  intra-  or  extracerebral. 
The  relatively  short  history  suggested  a lesion  of 
possibly  inflammatory  origin,  such  as  a brain  abscess 
or  parasitic  infestation  (the  patient  lived  in,  and  had 
recently  left,  a rural  tropical  environment),  or  even 
a tuberculoma.  The  lesion  may  have  been  of  hem- 
orrhagic origin  such  as  a subacute,  chronic  subdural 
or  epidural  hematoma.  This  was  not  incompatible 
with  the  clinical  picture  of  cerebral  neoplastic  dis- 
ease, whether  benign  or  malignant,  which  had 
reached  the  point  of  maximal  compensation  and  was 
beginning  to  show  signs  of  its  presence.  A focal  in- 
travascular lesion  was  not  prominently  included  in 
the  selection  of  likely  diagnostic  probabilities,  ini- 
tially because  of  the  gradual  onset,  smooth  slow 
progression,  relatively  young  age  of  the  patient,  lack 
of  carotid  bruit,  absence  of  heart  disease  or  overt 
vascular  disease  elsewhere,  and  so  forth,  none  of 
which  singly  constituted  sufficient  grounds  for  ex- 
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elusion,  but  which  cumulatively  were  persuasive 
evidence  against  vascular  disease.  It  should  he 
mentioned  that  the  transient  ischemic  attack,  which 
the  patient  had  experienced  some  three  months  prior 
to  admission,  was  not  given  in  the  initial  history  and 
was  remembered  by  the  patient  only  retrospectively 
during  his  postoperative  rehabilitation.  Developing 
deficits  prompted  a rapid  search  for  a potentially 
reversible  or  resectable  mass  lesion,  in  the  course  of 
which  the  true  nature  of  the  responsible  lesion  was 
exposed.  Retrospectively,  certain  clinical  clues  were 
present  to  remove  some  of  the  diagnostic  weight  in 
favor  of  mass  lesion,  such  as  absence  of  head  trauma, 
absence  of  an  overt  source  of  abscess,  lack  of  any 
headache,  persistent  alertness  of  the  patient  despite 
progressive  weakness,  normal  fundi,  and  so  forth.  In 
addition,  the  cerebral  blood-flow  study,  the 
ophthalmodynamometry,  and  the  electroencepha- 
logram were  all  within  normal  limits,  but  reinforce- 
ment in  the  form  of  a positive  brain  scan  was  signif- 
icant. 

The  cerebral  angiograms,  which  were  done  bilat- 
erally and  included  the  neck  (carotid)  areas,  failed 
to  reveal  any  evidence  of  intracranial  hematoma  or 
other  mass  lesion,  or  any  intracranial  vascular  dis- 
ease. The  linear,  axially  directed  lucency  inside  the 
right  internal  carotid  artery  w'as  thought,  at  first,  to 
be  laminar  disposition  of  the  contrast  material,  and 
was  not  consistent  with  the  traditional  descriptions 
of  either  atheromatous  plaque  alone  or  w’ith  fresh 
intraluminal  thrombus.13-16  Further  visualization 
of  this  area  with  contrast  material  and  multiple  views 
revealed  a persistence  of  the  shape  and  size  of  the 
lucency  which,  on  surgical  exploration  of  the  right 
common  and  internal  carotid  arteries  in  the  neck, 
proved  to  be  a white,  firm,  fibrinous  stalk,  3 cm.  in 
length,  anchored  to  a stenosing  atheromatous  plaque 
and  projecting  freely  into  the  lumen  of  the  internal 
carotid  artery.  Small  fragments  of  fresh  thrombus 
were  attached  to  the  stalk,  which  was  a source  of 
small  emboli  traveling  upstream  intracerebrally. 
The  internal  carotid  artery  was  not  occluded,  and  no 
significantly  large  fresh  thrombus  was  present.  Al- 
though the  presence  of  extensive,  fresh  thrombus  or 
older  organizing  thrombus  is  a common  finding  in 
occluded  carotid  arteries,  this  type  of  free-floating 
organized  thrombus,  acting  as  a nidus  for  precipi- 
tating and  launching  emboli  in  a nonoccluded  carotid 
artery,  is  a highly  unusual  circumstance.  Also,  it 
should  be  noted  that  there  was  a wide  discrepancy 
between  the  degree  of  stenosis  as  appraised  radio- 
graphically and  the  actual  degree  of  stenosis  as  seen 
under  direct  vision  at  the  time  of  surgery.  The  uni- 
lateral ischemic-infarctive  process  which  was  pro- 
ducing the  clinical  signs  was  thereby  exposed  as  a 
continuous  significant  reduction  in  flow  through  the 
right  internal  carotid  system  to  the  right  cerebral 
hemisphere,  in  association  with  an  intermittent 
embolic  process.  Except  for  the  fibrinous  stalk,  the 
pathologic  process,  which  incidentally  never  gave  rise 
to  any  audible  bruit  despite  the  marked  stenosis,  is 


a common  occurrence  whether  one  considers  its 
separate  parts  (stenosis,  emboli)  or  their  combina- 
tion. What  was  unusual  and  misleading  was  the 
clinical  presentation  of  a sign-symptom  complex  of 
an  expanding  intracranial  lesion,  which  delayed 
specific  treatment  until  the  true  pathology  was  de- 
termined. 

Once  the  correct  diagnosis  was  ascertained,  a 
question  arose  whether  to  perform  surgery  on  the 
carotid  artery  immediately  or  to  wait  until  the 
stroke-in-evolution  had  run  its  full  course  and  sta- 
bilized. Most  authorities  recommend  waiting  and 
not  performing  surgery  during  the  acute  stages  of  a 
vascular  occlusive  process.1 ' 23  Slowly,  continuously 
evolving  stroke  is  not  a rarity  in  actual  clinical 
practice,  and  its  temporal  profile  indicates  a high  risk 
for  natural  termination  in  either  severe  neurologic 
deficit  or  death.24  Yet  the  problem  of  dealing  with 
it  surgically  where  possible,  such  as  when  the  site  of 
origin  is  in  the  extracranial  arterial  system,  is,  with 
scattered  exception,  retrospectively  addressed  by 
applying  the  criteria  developed  from  experiences 
based  on  freshly  completed  stroke.25  The  danger  in 
reestablishing  blood  flow  in  affected  major  arteries 
in  the  presence  of  recent  stroke  is  that  of  converting 
an  ischemic  infarct  into  a hemorrhagic  one,  or  into 
an  outright  gross  cerebral  hemorrhage,  which  is 
commonly  fatal  to  the  patient.  Hence  there  is  a 
generally  acknowledged  hands-off  surgical  policy 
until  stabilization,  usually  a period  of  two  or  three 
weeks  after  the  stroke.  In  such  circumstances,  the 
results  of  surgical  intervention  done  at  that  time 
cannot  be  clearly  distinguished  from  any  naturally 
occurring  reparative  process  without  surgery.  There 
is  no  widespread  authoritative  disagreement  con- 
cerning carotid  surgery  in  transient  ischemic  attacks 
clearly  related  to  unilateral  stenosis-atheromatous 
plaque  disease,  especially  if  other  large  cranial  arte- 
ries are  uninvolved  with  similar  pathologic  condi- 
tions; nor  to  such  prophylactic  surgery  after  stabili- 
zation in  completed  stroke  with  mild  residual  neu- 
rologic deficits,  where  causally  related  internal  ca- 
rotid stenosis  without  occlusion  still  exists,  with  or 
without  further  transient  ischemic  attacks,  and  a 
substantial  future  risk  of  major  neurologic  damage 
is  present.  There  is  universal  agreement  about  the 
futility  of  revascularization  attempts  by  surgery  on 
completely  occluded  carotid  arteries.26  However,  the 
question  of  intervention  in  progressing  stroke, 
evolving  uninterruptedly  over  several  hours  or  days, 
and  directly  related  to  unilateral  internal  carotid 
stenosis-plaque  disease,  remains  unresolved.  Cur- 
rently, a blanket  of  conservatism  exists,  and  the 
problem  is  lumped  with  the  treatment  of  freshly 
completed  stroke. 

In  this  patient,  the  examiners  initially  opted  for 
delayed  surgery,  but  as  further  weakness  ensued  and 
the  danger  of  complete  paralysis  was  imminent,  a 
decision  to  operate  on  a more  emergent  basis  was 
made.  The  result  of  surgical  restoration  of  adequate 
flow  through  the  stenosed  internal  carotid  artery  was 
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the  abrupt  cessation  of  progression  of  weakness  in  the 
extremit  ies  on  the  left  side,  a rapid  resolution  of  the 
left  lower-extremity  weakness,  with  a slower  regres- 
sion of  other  deficits  toward  a more  normal  state  over 
a period  of  several  weeks.  Whether  or  not  such 
success  was  a factor  of  chance  is  arguable,  although 
numerous  reported  series  attest  to  the  efficacy  of 
surgery  in  nonoccluded  stenotic  arteries.27'30  At  the 
very  least,  it  does  caution  one  against  the  blind  ap- 
plication of  formulas:  should  a relatively  young 

adult  with  moderate  focal  neurologic  deficit  be  al- 
lowed to  develop  progressively  a more  profound 
deficit  while  awaiting  stabilization,  especially  where 
stabilization  may  mean  total  carotid  occlusion  in 
which  the  probability  of  restoration  of  flow  is  virtu- 
ally nil.  It  is  suggested  that  when  dealing  with  the 
complexities  of  vascular  disease,  individually  ori- 
ented solutions  should  always  prevail. 

Summary 

Stroke-in-evolution  due  to  atheromatous  cervical 
carotid  artery  disease  with  plaque  formation  and 
stenosis  may  masquerade  as  an  expanding  intracra- 
nial mass  lesion.  An  instance  of  such  a presentation, 
in  association  with  an  unusual  chronic  elongated  fi- 
brinous thrombus,  anchored  to  the  atheroma  but 
otherwise  floating  freely  in  the  lumen  of  the  internal 
carotid  artery,  and  act  ing  as  a nidus  for  fresh  emboli, 
is  described,  with  a brief  discussion  of  its  clinical  and 
angiographic  features,  as  well  as  the  circumstances 
of  surgical  intervention. 

Department  of  Neurosciences 
Long  Island  College  Hospital 
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The  anniversary  reaction  has  recently  been  de- 
scribed by  Mintz1  as  follows:  “A  time-specific  psy- 
chological response  arising  on  an  anniversary  of  a . . . 
significant  experience  which  the  individual  attempts 
to  master  through  reliving  rather  than  through  re- 
membering. The  form  of  expression  may  emerge 
in  behavior,  in  symptom  formation,  (or)  in  dreams 
. . . Classically,  such  reactions  are  periodic  at- 
tempts at  handling  an  early  emotional  trauma,  often 
the  death  or  separation  of  a parent.  In  addition,  they 
may  reflect  the  recurrence  of  emotional  upsets  as- 
sociated with  prior  medical  illness.  In  such  cases  the 
reemergence  of  prior  medical  symptoms  on  the  an- 
niversary of  their  initial  appearance  may  involve  the 
individual’s  unconscious  attempt  to  resolve  the  re- 
sidual psychologic  conflict. 

To  supplement  the  more  traditional  descriptions 
of  anniversary  reactions,  we  feel  it  important  to 
emphasize  the  atypical  type  of  reaction,  in  which 
emotions  center  around  the  individual’s  attitude 
toward  his  own  body.  In  such  a powerful  reaction, 
the  theme  of  damage  to  the  patient’s  sense  of  bodily 
integrity  or  organ  function  is  frequently  revealed. 
This  type  of  anniversary  may  be  a periodic  response 
to  trauma  from  a real  or  imagined  insult,  threat,  or 
injury,  that  the  patient  has  experienced  in  the  past 
and  failed  to  adapt  to. 

The  following  three  examples  are  illustrative  of 
such  unusual  anniversary  reactions.  The  first  case 
is  presented  to  demonstrate  the  appearance  of  be- 
havioral changes  related  to  a specific,  time-limited 


biologic  event.  The  second  and  third  cases  are  pre- 
sented for  their  relevance  to  anniversaries  of  medical 
and  surgical  conditions. 

Case  reports 

Case  1.  A single  woman  in  her  late  20s  first  en- 
tered psychotherapy  because  of  symptoms  of  severe 
anxiety  and  depression,  w ith  complaints  that  her  life 
seemed  out  of  control.  She  had  recently  moved 
cross-country  to  begin  a job  as  a secretary  with  a large 
firm.  To  mit  igate  feelings  of  loneliness  and  insecu- 
rity, she  had  become  sexually  involved  with  many 
men  simultaneously.  She  became  unable  to  keep 
track  other  dates  and  the  demands  of  her  lovers,  but 
feared  losing  any  of  them.  During  the  course  of 
treatment,  this  woman  had  two  pregnancies  which 
she  elected  to  abort.  The  following  anniversary  re- 
actions were  unconscious  responses  to  the  expected 
date  of  delivery  in  both  pregnancies. 

The  first  reaction  was  a depression  that  initially 
seemed  without  apparent  cause.  However,  the  pa- 
tient’s thoughts  at  that  time  were  mainly  about 
babies  and  the  longing  for  an  infant.  With  great 
surprise  she  realized  that  the  depression  had  begun 
on  the  due  date  of  her  aborted  fetus. 

The  second  reaction  was  also  unconscious.  Suf- 
ficient time  in  therapy  had  elapsed,  during  which  the 
patient  had  become  aw'are  of  her  strong  unconscious 
desires  to  be  pregnant,  particularly  when  threatened 
with  a loss  or  separation.  This  understanding  re- 
sulted in  her  preoccupation  over  taking  birth  control 
pills  regularly.  She  did  so,  with  the  exception  of  one 
day.  On  that  day  she  coincidentally  arranged  two 
dates,  and  had  intercourse  with  both  men.  She  was 
quite  surprised  to  realize  during  her  therapy  session 
that  this  behavior  had  occurred  on  the  expected  due 
date  of  her  second  aborted  pregnancy. 

Case  2.  The  patient  was  a 17-year-old  healthy 
white  male  high  school  student  with  a long  history  of 
anxiety  and  depression,  with  periods  of  poorly 
modulated  emotional  outbursts  under  stress.  He 
arrived  at  the  emergency  room  complaining  of  ner- 
vousness with  palpitations,  and  was  immediately 
hospitalized  with  the  diagnosis  of  idiopathic  atrial 
fibrillation. 

Hospitalization  occurred  exactly  one  year  following 
an  admission  for  atrial  fibrillation,  the  only  prior 
episode,  at  which  time  electrical  cardioversion  was 
necessary  to  restore  normal  sinus  rhythm.  The  pa- 
tient, generally  prone  to  repression  of  emotional 
problems,  denied  any  awareness  that  he  was  being 
rehospitalized  on  this  anniversary,  and  seemed 
genuinely  amazed  at  the  coincidence.  In  both  in- 
stances, the  weeks  preceding  hospitalization  were 
characterized  by  extreme  stress  and  anxiety  cen- 
tering about  school-related  issues.  The  first  episode 
of  atrial  fibrillation  had  taken  place  during  final  ex- 
amination period,  and  the  present  one  occurred  at  a 
time  when  he  was  failing  several  courses.  Each  time 
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he  expressed  the  desire  to  drop  out  of  school  and  to 
work,  but  school  off  icials  and  family  were  vehemently 
opposed  to  his  plans.  Before  both  episodes  he  de- 
veloped insomnia,  headaches,  and  trembling,  and  he 
began  smoking  two  to  three  packs  of  cigarettes  per 
day  and  drinking  several  cocktails  at  night.  At  no 
time  was  there  evidence  of  any  overt  psychotic  pro- 
cess or  thought  disorder. 

Unlike  the  first  episode,  the  anniversary  atrial  fi- 
brillation reverted  spontaneously  during  his  hospi- 
talization, and  the  patient  was  then  thoroughly 
evaluated.  Electrocardiogram,  24-hour  halter 
monitor,  thyroid  function,  and  exercise  stress  test 
results  were  all  within  normal  limits.  He  subse- 
quently left  school  and  entered  intensive  psycho- 
therapy. In  the  months  since  his  hospitalization 
there  has  been  no  return  of  any  disabling  symptoms 
or  of  atrial  fibrillation,  and  he  has  not  required  any 
psychotropic  medication. 

Case  3.  A 44-year-old  male  automobile  dealer 
entered  the  hospital  complaining  of  severe  bifrontal 
headaches  exactly  one  year  after  the  surgical  removal 
of  an  oligodendroglioma  from  the  right  temporal 
lobe.  When  questioned  about  his  past  medical  his- 
tory, he  stated  that  the  operation  was  around  a year 
ago,  and  was  quite  surprised  to  learn  he  was  being 
readmitted  on  its  anniversary. 

The  patient  was  well  until  approximately  one  year 
prior  to  the  present  admission,  when  he  reported  the 
onset  of  intermittent  unpleasant  odors,  episodes  of 
paranoid  rage,  including  unprovoked  assaults  on  his 
wife,  chills  traveling  through  his  body,  and  acute 
abdominal  pain  that  would  spread  to  his  chest  and 
head.  Frequently,  all  of  his  symptoms  would  occur 
simultaneously.  A diagnosis  of  a right  temporal  lobe 
lesion  was  made,  with  surgery  performed  soon 
after. 

He  remained  asymptomatic  until  two  months  prior 
to  the  present  admission,  when  the  onset  of  severe 
bifrontal  headaches  was  reported.  They  would  occur 
during  the  early  part  of  the  day,  rarely  at  night,  and 
would  not  respond  to  any  medication.  Complaints 
of  lethargy  with  diurnal  variation  of  both  mood  and 
energy  were  also  reported,  along  with  recurrence  of 
the  symptomatology  that  existed  prior  to  the  surgery, 
such  as  unprovoked  rage  toward  his  wife.  Due  to  the 
worsening  of  pain  the  patient  demanded  that  he  be 
reevaluated  at  the  hospital. 

Neurologic  evaluation,  including  computerized 
axial  tomography  scanning  was  performed,  and  the 
results  were  essentially  identical  to  two  previous 
studies  done  since  the  surgery,  indicating  no  signif- 
icant tumor  growth.  At  discharge,  it  was  felt  that 
symptomatology  was  primarily  functional  in  origin, 
and  psychotherapy  with  pharmacotherapy  was  rec- 
ommended. 

Comment 

The  effects  of  prior  traumatic  experiences  on  the 


later  anniversary  of  their  occurrences  have  long  been 
noted  in  the  psychiatric  literature.  In  1895  Freud2 
discussed  such  a phenomenon  in  a patient:  “This 
lady  celebrated  annual  festivals  of  remembrance  at 
the  point  of  her  various  catastrophies,  and  on  these 
occasions  her  vivid  visual  reproduction  and  expres- 
sions of  feeling  kept  to  the  date  precisely.”  In  1912, 
Stekel3  related  time  and  anniversary  phenomena  as 
follows:  “The  significance  of  time  for  the  neurotics 
is  most  clearly  seen  in  their  unconscious  calendar. 
Their  dreams  betray  the  fact  that  in  their  minds  they 
are  continually  juggling  with  certain  numbers, 
especially  the  years  of  the  birth  of  certain  persons, 
the  years  of  their  deaths,  the  days  of  certain  trau- 
mata, etc.  Gloom  and  depression  on  certain  days 
prove  ...  to  be  the  anniversaries  of  certain  important 
occurrences.”  Pollock,4-5  and  Mintz1  discussed  the 
relationship  of  the  anniversary  reaction  to  the  pa- 
tient’s unconscious  awareness  of  time,  thus  to  a 
tendency  to  deal  with  emotions  in  a temporal 
framework.  Others  have  discussed  the  appearance 
or  exacerbation  of  such  psychosomatic  illnesses  as 
ulcerative  colitis,  rheumatoid  arthritis,  urticaria,  and 
migraine,  as  anniversary  symptoms.6-10 

In  the  first  case  presented  here,  the  anniversary 
reactions  to  the  due  dates  of  her  pregnancies,  de- 
pression and  an  attempt  to  become  impregnated 
again,  strongly  suggest  that  the  patient  experienced 
these  due  dates  in  fantasy  as  a loss  of  part  of  her- 
self. 

In  the  last  two  cases  we  observe  a time-related 
psychosomatic  response  to  an  earlier  medical  illness. 
Both  patients  had  enjoyed  excellent  health  prior  to 
the  onset  of  their  initial  illnesses  and  had  taken  pride 
in  such.  Consequently,  the  loss  of  health  by  these 
men  probably  constituted  a significant  psychologic 
trauma,  unresolved  and  repressed,  with  severe 
medical  symptoms  reappearing  a year  later. 

Conclusion 

When  a physician  is  confronted  with  puzzling  or 
unlikely  symptomatology,  either  physical  or  emo- 
tional, in  the  course  of  a patient’s  work-up,  the  pos- 
sibility of  an  anniversary  phenomenon  should  be 
considered  in  any  differential  diagnosis.  If  intense 
or  unexpected  affect  is  generated  during  routine 
evaluation,  one  should  pursue  the  past  history  with 
an  eye  toward  temporal  relationships.  Dates  of 
emotionally  significant  traumata,  such  as  personal 
surgery,  serious  medical  illness,  accidents,  or  the 
deaths  of  significant  individuals,  may  yield  clues 
toward  understanding  the  patient’s  present  condi- 
tion. In  women,  the  dates  of  abortions,  induced  or 
spontaneous,  as  well  as  the  estimated  dates  of  con- 
finement for  those  pregnancies,  may  prove  to  be 
important  in  the  genesis  of  unusual  behavior  or 
symptomatology.  Additionally,  one  should  not 
overlook  losses  symbolically  related  to  the  patient’s 
self-esteem  or  self-image,  such  as  divorce,  loss  of  job, 
or  marked  change  in  social  or  economic  status. 
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Thoughtful  consideration  of  these  factors  can 
prove  helpful  in  both  understanding  and  treating  the 
atypical  anniversary  reaction  encountered  in  medical 
practice. 

68  East  91st  Street 
New  York,  New  York  10028 
(DR.  ROSENTHAL) 
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American  Medical  Association 
urges  more  home  health  care 

The  American  Medical  Association  during  the  summer 
continued  its  efforts  to  encourage  wider  use  of  home  health 
care  as  an  alternative  to  the  hospital  or  nursing  home. 

"Home  health  care  has  demonstrated  that  it  is  an  ef- 
fective and  less  expensive  means  of  providing  health  ser- 
vices as  an  alternative  to  more  costly  institutional  care,” 
declares  a new  document  from  the  AM  A. 

Cost  savings  that  can  be  achieved  through  home  care  are 
demonstrated  through  the  experience  of  two  programs,  the 
AMA  points  out.  Blue  Cross  of  Greater  Philadelphia 
Home  Care  Program  cites  an  average  of  11.2  hospital  days 
saved  per  case  through  home  care  over  a three-year  period 
for  a savings  of  $4.6  million.  Blue  Cross  of  Connecticut 
reports  an  average  of  nine  hospital  days  saved  per  case  for 
an  estimated  savings  of  $4  million. 

In  addition  to  cost  considerations,  which  may  be  tre- 
mendous on  a national  scale,  patients  prefer  care  that  can 
be  provided  in  their  own  home  environment,  the  AMA 
statement  says.  Home-bound  persons  can  be  taught  to  live 
in  a relatively  independent  status.  The  efficiency  of  the 
physician  can  be  increased  by  expanding  the  team  ap- 
proach to  health  care. 
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Capital  construction  costs  for  building  new  hospitals  can 
be  decreased  and  the  need  for  initial  admission  or  read- 
mission to  inpatient  facilities  can  be  reduced.  And  the 
hospital  or  nursing  home  stay  can  be  reduced  through  early 
discharge  to  home  care. 

In  1972  the  AMA  adopted  a Dolicy  statement  that  home 
health  services  “should  be  viewed  as  an  alternative  to 
hospital,  nursing  home,  or  other  institutional  care  and  as 
a part  of  a total  medical  care  plan.” 

The  AMA  defines  home  health  care  as  “any  arrangement 
for  providing,  under  medical  supervision,  needed  health 
care  and  supportive  services  to  a sick  or  a disabled  person 
in  his  home  surroundings.  The  provision  of  nursing  care, 
social  work,  therapies  (such  as  diet,  occupational,  physical, 
psychological,  and  speech),  vocational  and  social  services, 
and  homemaker-home  health  aid  services  may  be  included 
as  basic  components  of  home  health  care.” 

The  AMA  this  year  distributed  to  state  medical  associ- 
ations model  state  legislation  to  require  insurers  to  make 
available  benefits  for  home  health  care.  Similar  legislation 
already  has  been  enacted  by  seven  states,  Arizona,  Cali- 
fornia, Connecticut,  New  Mexico,  New  York,  Vermont,  and 
Wisconsin.  Twenty-one  states  have  enacted  legislation 
regulating  home  health  care  agencies  which  provide  service 
to  patients. 
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Perry1  wrote,  “There  is  a poetic  conception  of  the 
world  according  to  which  one  who  knows  all  there  is 
to  be  known  about  the  flower  in  the  crannied  wall 
will,  before  he  gets  through,  ‘Know  what  God  and 
man  is.’  ” The  poet,  no  doubt,  thinks  that  there  is 
a meaning  of  the  whole,  which  is  revealed  in  each  of 
its  parts,  just  as  the  essence  of  a man’s  personality 
may  be  recognizable  in  the  least  of  his  acts  or  ges- 
tures. Freud,-  also,  indicates  that  a man’s  motives 
can  be  detected  by  a slip  of  the  tongue  or  a misprint 
in  his  script.  A physician,  too,  can  often  diagnose  a 
severe  illness  from  a minute  sign  or  a slight  symptom. 
The  Talmud3  illustrates  this  fact  in  a story:  Mar 
Zutro,  The  Pious,  once  had  a silver  vessel  stolen  from 
him  in  a hospice.  He  then  noticed  a disciple  wash  his 
hands  and  dry  them  on  another  person’s  garment. 
He  said,  “This  is  the  person  who  stole  the  vessel — 
since  he  has  no  consideration  for  the  property  of  his 
neighbor.”  The  man  was  bound  and  later  con- 
fessed. 

Character  pattern 

Each  man’s  actions  reveal  a certain  pattern  which 
he  follows  his  entire  life.  The  philosopher  and  phy- 
sician, Maimonides,4  said:  “you  can  tell  by  a man’s 
walk  whether  he  is  wise  and  intelligent  or  foolish  and 
ignorant.”  The  Talmud5  states,  “Odom,  Nikor, 
Bekiso,  Bekoso,  Bekaso”  (“Man  is  known  through  his 
purse,  his  cup  and  his  anger  . . .”).  Zangwill,5  the 
master  of  the  pen,  translated  it  in  alliteration — “by 
his  portion,  potion,  and  passion.” 

Sir  William  Osier  was  known  for  his  generosity  of 
the  pocketbook,  among  his  many  attributes.  Reid,6 
Osier’s  niece  and  author  of  The  Great  Physician, 
writes: 

On  this  day  we  were  dancing  along  St.  Catherine 

Street  hand  in  hand,  when  an  old  seedy-looking  man 

accosted  us  and  asked  for  money.  Uncle  Bill  looked  at 


him  with  his  penetrating  brown  eyes,  and  said  with  a 
laugh,  “You  old  rascal,  why  should  I give  you  money  to 
drink  yourself  to  death?”  “Well,  Sir,  it  lightens  the 
road  going.”  Dr.  Osier  replied,  “There  is  only  one 
thing  of  value  about  you  and  that  is  your  hobnail 
liver!”  “I  will  give  it  to  you  Sir.”  Dr.  Osier  laughed 
and  putting  his  hand  in  his  pocket  drew  out  some  silver 
which  he  gave  to  the  old  man  saying,  “Now  Jehosa- 
phat,  promise  me  you  will  get  some  soup  before  you 
start  on  the  gin.”  The  old  fellow  eagerly  agreed  and 
went  off.  The  doctor  looked  after  him  with  a thought- 
ful expression,  “Pretty  cold  for  that  poor  fellow,”  he 
murmured,  and  then  I found  we  were  running  after  the 
beggar.  “Here,  take  this — I have  a father  of  my  own,” 
and  the  doctor,  pulling  off  his  overcoat  and  putting  it 
on  the  astonished  old  man,  said,  “You  may  drink  your- 
self to  death  and  undoubtedly  will,  but  I cannot  let  you 
freeze  to  death.” 

This  single  deed  indicates  the  character,  pattern, 
and  purpose  of  Osier’s  life. 

Habit  forming 

Man’s  acts  have  a tendency  to  repeat  themselves 
and  then  form  a habit  and  continue  unconsciously. 
The  ancient  rabbis  called  attention  to  this  and  how 
to  utilize  it  to  one’s  benefit.  Ben  Azzai,  ancient  sage,7 
who  was  martyred  by  the  Romans  in  the  year  135 
A.D.,  said:  “Run  to  do  even  a slight  precept  and  flee 
from  transgressions;  for  the  one  good  deed  draws 
another  good  in  its  train,  and  one  sin  another  sin,  for 
the  reward  of  a good  deed  is  the  good  deed,  and  the 
wages  of  sin  is  sin.” 

Another  example  of  a single  act  that  may  reveal  a 
man’s  character,  personality,  and  talent  of  leadership 
is  illustrated  in  the  Bible’s  account  of  Moses: 

Now  Moses  was  keeping  the  flock  of  Jethro,  his  fa- 
ther-in-law. The  rabbis  said,  “God  never  gives  an  ex- 
alted office  to  a man  unless  he  has  first  tested  him  with 
small  things.”  While  feeding  the  flock,  Moses  saw  a 
little  lamb  escape  from  the  flock,  and  when  he  followed 
it  and  overtook  it  at  a brook  quenching  its  thirst,  said 
“Had  I known  that  thou  was  thirsty,  I would  have 
taken  thee  in  my  arms  and  carried  thee  hither.”8 
“As  thou  livest,”  a Heavenly  Voice  resounded, 
“Thou  art  fit  to  shepherd  my  people,  Israel.” 

Consideration 

Hillel9  expressed  the  quintessence  of  Jewish  law 
in  one  precept,  described  in  a few  words.  A heathen 
came  to  Hillel  after  being  rejected  by  Shammai,  with 
a request  that  he  be  accepted  as  a convert  on  condi- 
tion that  he  be  taught  the  whole  of  the  Torah  while 
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he  stood  on  one  foot  (in  a few  seconds).  Hillel  said 
to  him,  "What  is  hateful  to  yourself  do  not  do  unto 
your  fellow-man — that  is  the  whole  of  the  Torah  and 
the  rest  is  but  commentary — go  and  learn." 

Our  sages  taught  us  the  criterion  of  a wise  man — he 
is  one  who  considers  what  may  result  from  his  ac- 
tions.10 We  may  add  another  rule  by  which  we  may 
judge  a person  benevolent  and  charitable  if  he  an- 
ticipates from  a slight  hint  the  dire  need  of  a person. 
This  is  illustrated  in  the  following  episode1 1:  A man 
came  to  a rabbi  and  asked  if  it  were  permissible  to 
fulfill  the  religious  commandment  by  drinking  four 
cups  of  milk  instead  of  four  cups  of  wine  on  Passover 
night,  which  the  law  requires.  Instead  of  answering 
his  question,  the  rabbi  gave  him  several  silver  coins, 
to  the  amazement  of  his  disciples.  The  man  thanked 
him  and  went  away.  The  rabbi  then  explained  his 
act.  The  man’s  question  indicated  to  him  that  he 
had  neither  wine  nor  meat  in  his  home,  for,  if  he  had 
meat,  the  dietary  laws  would  forbid  him  from 
drinking  milk  and  so  he  gave  him  money  to  buy  both 
to  be  able  to  celebrate  the  holiday  properly.  This  is 
a man  with  wisdom  in  his  head  and  kindness  in  his 
heart.  This  single  act  marks  this  rahbi  as  a truly 
charitable  and  benevolent  personality. 

In  the  following  episode  a single  negative  gesture 
revealed  a clue  to  a legal  solution.12  The  story  tells 
that  a man  overheard  his  wife  say  to  her  daughter, 
“Why  do  you  not  observe  more  secrecy  in  your  ar- 
mours? I have  ten  children  and  only  one  is  from 
your  father.”  When  the  man  was  on  his  deathbed, 
he  said:  “I  leave  all  my  property  to  one  son.”  They 
had  no  idea  of  the  one  he  intended  to  be  his  heir,  so 
they  consulted  Rabbi  Bana-ah.  He  said  to  them, 
“Go  and  knock  at  the  grave  of  your  father  until  he 
gets  up  and  tells  you  which  one  of  you  he  had  made 
his  heir.”  So  they,  with  the  exception  of  one  son, 
went  to  do  so.  The  Rabbi  thereupon  said  of  the  one 


son  who  did  not  go — “The  estimate  belongs  to 
him.” 

Conclusion 

Just  as  a botanist  can  tell  by  a single  blossom  the 
type  of  the  tree  and  what  fruit  it  will  yield,  so  in  the 
human  species  one  act  or  gesture  frequently  reveals 
the  kind  of  person  one  is — good  or  bad,  benevolent 
or  uncaring.  William  Osier’s  removal  of  his  overcoat 
on  a cold  day  and  his  offering  of  it  to  the  old  man 
revealed  a gracious,  kind-hearted,  and  humane  being. 
This  one  act  was  merely  a sample  of  his  many  noble 
deeds  throughout  his  life  as  a notable  physician. 

Similarly,  each  human  being  designs  a certain 
pattern — a life  map  which  he  follows  and  which 
guides  him  through  his  entire  life. 

125  Pleasant  Street 
Brookline,  Massachusetts  02146 
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Each  gram 
contains:  Aerosporin® 
(Polymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3 5 mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
orimary  or  secondary,  due  to  susceptible  organisms,  as 
' infected  burns,  skin  grafts,  surgical  incisions,  otitis 
' mrria,  primary  pyodermas  (impetigo,  ecthyma, 

'i,  vulgaris,  paronychia);  secondarily  infected 
; " jtrr.es  (eczema,  herpes,  and  seborrheic  derma- 
• ur  tie  lesions,  inflamed  or  suppurating  as  a 
i iii  of  bacterial  infection  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components  Do  not  use  in  the  eyes 
oi  in  the  external  ear  canal  if  the  eardrum  is  perforated 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 

Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 
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They  u>ho  carry  pails  by  night.  . . 

The  Little  Water  Medicine,  which  the  Senecas  of 
western  New  York  State  call  nega:niga9ahdwaso:t, 
“a  little  water,  our  grandparent,”  and  other  Iroquois 
refer  to  as  Kano:ta9,  referring  to  the  song  and  the 
sound  of  the  flute,  and  how  one  joins  the  society,  its 
rituals  and  cures,  have  been  known  to  the  literature 
of  anthropology  and  folklore  for  a century.  Recently 
the  late  Edmund  Wilson  claimed  it  for  American 
letters.1-11  Yet,  the  whole  subject  is  not  well  un- 
derstood; there  is  no  single  book  on  the  subject,  and 
it  remains  an  avowed  (and,  paradoxically,  the  most 
talked  about)  secret  among  the  Iroquois  today. 
Longhouse*  and  Christian  Indians  alike  have  bene- 
fited from  its  marvelous  cures,  although  the  “medi- 
cine” and  its  ceremonies  are  guarded  by  the  conser- 
vative Longhouse  followers  who  are  its  strongest 
believers  and  strictest  adherents.  Occasionally  white 
friends  have  been  admitted  to  the  renewal  ceremony 
to  hear  the  songs;  they  have  been  asked  to  contribute 
to  the  feast,  and  several  non-Iroquois  have  held 
packets  of  the  medicine.  Personally.  I have  never 
wanted  to  possess  any  of  the  medicine  nor  have  I at- 
tempted to  collect  it  for  a museum,  although  I have 
attended  the  ceremony  to  renew  the  medicine  re- 
peatedly; I have  been  instructed  by  the  principal  song 
holders,  I have  listened  when  keepers  volunteered  to 
explain  its  mysteries,  and  I have  taken  texts  and  re- 
corded songs  for  posterity.  I was  never  told  that  I 
might  not  understand  the  mysteries,  and  I never 
pledged  not  to  think  about  it.  Nevertheless,  one 
hesitates  to  write  of  matters  so  sacred  to  the  believ- 
ers, but  the  materials  in  my  files  of  field  notes  cry  out 
for  clarification  and  synthesis. 

Although  many  of  the  Iroquois  feel  strongly  on  the 
subject,  a great  many  of  them  have  no  knowledge  of 

Presented  at  the  Sixth  Annual  Eastern  Regional  Conference 
on  the  Native  American,  State  University  of  New  York,  College 
at  New  Paltz,  New  York,  May  4, 1977. 

* The  Iroquois  Confederacy,  also  known  as  the  Five  Nations. 
The  original  tribes  of  this  league  were  the  Mohawk,  Oneida,  On- 
ondaga, Cayuga,  and  Seneca;  in  1722  the  Tuscarora  were  admitted. 
They  are  “the  people  of  The  Longhouse.” 


this  “medicine,”  since  they  have  never  attended  any 
of  its  rites,  and  they  share  the  darkest  ignorance  with 
educated  white  people  around  them.  It  is  the  really 
curious  white  person  in  communities  adjacent  to  the 
reservations  who  inquires  of  the  visiting  anthro- 
pologist, “What  are  all  those  Indians  doing  who  are 
walking  on  the  roads  at  night  carrying  pails  and 
bundles?”  An  adequate  answer,  after  a lifetime  of 
looking,  asking,  and  listening  to  the  old  people,  would 
require  a book.  This  report  merely  tells  what  the 
“medicine”  is;  it  describes  the  responsibilities  of 
bundle  holders,  it  abstracts  the  origin  myth,  it 
sketches  the  ritual  patterns  for  renewing  the  medi- 
cine, for  curing  and  releasing  it,  and  for  celebrating 
cures.  Then  it  discusses  the  anxious  concern  among 
adherents  to  the  Longhouse  faith  with  luck  as  a force, 
which  is  largely  responsible  for  maintaining  conser- 
vatism. 


T wo  kinds  of  medicine 

When  one  lives  with  a Seneca  family,  and  goes 
afield  with  herbalists  collecting  plants,  he  soon  learns 
that  there  is  one  sovereign  remedy.  It  comes  into  use 
when  someone  cuts  his  foot,  when  a lacrosse  player 
suffers  broken  bones,  when  a player  or  spectator  gets 
hit  with  a pitched  or  foul  ball,  or  is  otherwise  knocked 
on  the  head,  loses  consciousness,  or  is  the  victim  of 
an  automobile  accident.  In  these  cases  they  rely  on 
the  “great,  good  medicine,”  also  known  as  “small 
dose”  in  English,  or  the  Little  Water.  This  famous 
medicine  is  of  two  kinds:  older  and  more  powerful 
is  a powder  composed  of  the  dried  hearts  and  muscles 
of  game  animals  and  predators;  this  compound  once 
constituted  the  tribal  war  bundle,  but  is  now  in  scarce 
supply.  The  little  that  remains  today  is  most  care- 
fully guarded  and  sparingly  used.  The  second,  but 
hardly  plentiful,  kind  of  medicine  comprises  the 
powders  of  from  12  to  20  plants,  which  are  confined 
to  a few  stations  in  the  swamps  and  on  the  hills  of  the 
Allegheny  country  in  southwestern  New  York.  It 
includes  a species  of  “wild  cornstalk,”  so-called,  that 
grows  on  a mountain  and  reveals  itself  to  only  the 
most  dedicated  plant  hunter  who  must  first  seclude 
himself,  refrain  from  all  sexual  activity,  fast  and 
purify  himself,  and  be  a person  who  has  violated  none 
of  the  principles  of  nature.  Since  these  conditions 
are  impossible  to  meet  in  contemporary  Indian  so- 
ciety, the  plant  medicine  has  become  as  scarce  as  the 
wild  animal  kind.  A few  herbalists  claim  to  know 
what  plants  are  in  it,  but  I never  succeeded  in  ob- 
taining a consistent  list  of  ingredients.  No  two  lists 
are  identical,  nor  are  they  ever  quite  complete. 
Possibly,  each  source  withheld  one  or  two  last  in- 
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gredients  necessary  to  complete  the  formula — a 
certain  reluctance  to  closure  that  is  well  nigh  pan- 
Indian — but  I am  rather  inclined  to  think  that  my 
sources  simply  did  not  know  quite  all  of  the  ingre- 
dients. 

The  secret  formula  for  mixing  the  plant  medicine 
is  said  to  have  died  with  John  Patterson  of  Catta- 
raugus Reservation  in  the  last  century,  and  his  bun- 
dle is  the  source  of  the  medicine  remaining  among  the 
Seneca  nation12;  efforts  to  replenish  it  have  been 
unsuccessful.  The  lists  of  roots  that  comprise  its 
contents  are  at  best  sophisticated  guesses. 

Agreement  centers  on  two  myt  hical  plants  that  are 
most  difficult  to  find:  wild  cornstalk  and  wild 

squash.  The  wild  cornstalk  (oneoz>t  o:e:yec9),  which 
is  commonly  thought  to  grow  in  the  deep  woods  on 
a mountain,  is  said  to  he  huge  like  a tree  trunk,  and 
from  it  issues  the  song  of  the  medicine,  accomplished 
by  the  rattle  of  the  wild  squash  (onyz>sha?D:we), 
which  grows  with  it.  The  former  has  the  power  to 
regenerate  itself  when  a piece  is  cut.  The  Indian  who 
first  followed  the  song  to  its  source  and  discovered 
the  cornstalk  took  a piece  of  its  root,  which  extends 
in  the  cardinal  directions,  and  he  noticed  that  it  hied 
like  a living  wound  when  he  chopped  into  it.  He 
dried  and  mixed  together  these  two  plants. 

But  there  is  no  agreement  on  the  remaining  12 
plants,  or  18,  as  they  say  at  the  Six  Nations  Reserve 
(on  the  Grand  River,  Ontario),  which  make  up  the 
powder.  Two  lists  include  the  root  of  Eupatorium 
maculata,  or  Joe-Pye  weed;  Saxifraga  pennsylvan- 
ica,  Ipomoea  pandurata,  the  famous  manroot  of 
Oldtown  flats  and  Cornplanter;  besides  several  mints, 
specifically  one  having  a scarlet  flower  called  aw- 
enndagon  ( Monarda  didyma)\  and  an  orchid,  Ha- 
benaria  psychodes,  known  to  the  Senecas  as  “rat- 
tlesnake’s arrow.” 

The  original  medicine  is  composed  of  the  hearts 
and  muscles  of  carnivorous  animals,  of  predatory 
birds,  and  the  brains  of  several  small  birds.  Again 
the  lists  differ.  And  the  actors  in  the  origin  myth 
assume  different  roles  and  have  different  names. 
These  include  an  extinct  fauna  comprising  mythical 
giant  progenitors  of  later  animals  known  to  the 
Senecas:  Flying  Lion  (a  meteor),  Naked  Bear 

(mammoth),  Beaver,  Mink,  and  Panther.  Important 
are  giant  birds:  Dew  Kagle,  a great  duck,  and  par- 
ticularly Kahkako:wa,  the  great  Raven,  who  is  leader 
and  messenger  of  the  mystic  animals  and  flies  all  over 
the  world  notifying  the  membership.  Mundane 
creatures — bear,  porcupine,  fox,  and  wolf — and 
smaller  species  of  birds — chickadee,  junco,  hum- 
mingbird— are  mentioned. 

Bundle  holders  and  cures 

Enormous  prestige  and  awful  responsibility  attach 
to  the  role  of  holding  the  bundle  of  Little  Water 
Medicine.  Besides  the  principal  bundle,  there  were 
during  the  1930s  on  the  Allegany  Reservation  at  least 
three  other  smaller  packets  that  were  held  by  indi- 
viduals. There  were  several  more  at  Cattaraugus, 


the  other  reservation  of  the  Seneca  nation,  and  at 
least  two  at  Tonawanda,  the  third  Seneca  commu- 
nity. Besides,  a bundle  was  rumored  to  be  at  On- 
ondaga, and  the  bundle  at  the  Six  Nations  Reserve 
on  Grand  River,  Canada,  was  attributed  to  an  Alle- 
gheny source. 

Arriving  at  Coldspring  Longhouse  in  Steamboat, 
New  York,  in  June  of  1933,  my  first  experience  was 
not  being  invited  to  attend  the  singing  for  the  med- 
icine. That  evening,  my  host  begged  off  “to  go  below 
a mile  and  a half  to  help  fix  the  medicine,”  saying, 
“Only  those  who  belong  may  come  in.”  In  a reversal 
of  form,  a few  evenings  later,  he  suddenly  asked  me, 
to  his  wife’s  consternation,  “Would  you  like  to  see  my 
Niga:nega9:a:h?”  He  sent  his  small  son  upstairs  to 
a suitcase,  from  which  he  brought  down  a small 
bundle  of  cotton  sheeting  tied  by  the  corners  in  two 
square  knots.  His  wife  requested  that  we  go  outside; 
the  son  ran  out  by  the  rain  barrel  and  joked  about  it, 
but  he  was  obviously  frightened.  My  host  carefully 
untied  the  first  wrapping,  then  a second,  to  reveal  an 
envelope  of  Indian  tobacco,  a small  pine  spatula,  and 
a pigskin  disk,  with  another  revolving  within  it  (once 
a coin  purse).  This  he  turned  until  a small  opening 
revealed  the  medicine,  a yellowish  powder  of  minute 
specks,  of  which  there  was  indeed  very  little.  “When 
someone  is  sick,”  he  said,  “put  a little  bit  in  water, 
which  has  been  dipped  with  the  stream.  If  it  stands 
still  he  will  die;  if  it  sinks  to  the  bottom,  or  turns 
counterclockwise,  he  will  recover.  It  is  often  drunk. 
It  is  used  for  violent  injuries  and  broken  bones.” 
This  was  beginner’s  luck,  for  I was  never  again  to  see 
so  closely  the  medicine  about  which  I was  to  hear  so 
much.  But  I always  listened  whenever  the  holders 
or  beneficiaries  talked  about  it. 

The  following  testimonies  convey  more  than  gen- 
eral statements  do  about  how  the  Senecas  themselves 
regard  the  medicine.  It  is  dangerous  to  ridicule  the 
medicine,  or  to  make  sport  of  it.  “If  the  medicine  is 
not  sung  to  so  many  times  a year,  it  will  revert  upon 
the  best  loved  of  its  keepers.”  This  prophecy  was 
later  to  be  fulfilled. 

Once  a woman  came  here  from  Onondaga  to  buy 
some.  There  was  not  enough  in  the  main  bundle  so  1 
was  sent  to  another  place  where  they  sang  over  it  be- 
fore giving  it  away.  If  the  medicine  is  not  properly 
sung  over,  it  will  return.  Another  time  someone  put 
some  in  a tree  some  250  miles  away  and  drove  in  a plug 
after  it,  and  next  day  it  was  back  in  the  buckskin  bag 
where  it  was  kept.  When  the  medicine  is  sung  over,  it 
replies.  When  it  is  put  in  water,  if  it  turns  immediate- 
ly, the  man  will  recover;  if  not,  it  cannot  be  turned  with 
a paddle. 

The  tabus  on  holding  the  medicine  are  strict,  and 
the  holder  should  know  how  to  administer  it.  The 
requirements  are,  in  fact,  so  strict  that  very  few 
persons  can  comply.  A learned  singer  of  Newton, 
Cattaraugus,  once  told  me: 

My  fat  her  warned  me  that  the  rigors  of  holding  the 
medicine  are  great.  If  you  are  a holder,  you  cannot 
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take  the  life  of  any  living  thing.  Not  even  a snake.  It 
is  the  habit  of  some  people  when  walking  along  a wood- 
ed path  to  break  off  a twig  in  passing.  Even  this  is  for- 
bidden to  holders  to  destroy  the  substance  of  nature. 

It  is  forbidden  to  a holder  to  hear  evil  thoughts  of  his 
fellow  beings,  or  to  make  rash  remarks  like  a person  in 
evil  temper. 

Some  Indians  are  natural  born  singers.  They  al- 
ways have  some  song  in  their  mind  which  they  are 
humming.  It  is  forbidden  to  hum  the  tune  of  a song 
belonging  to  the  Little  Water  rituals.  Should  a ritual 
tune  break  into  the  holder's  consciousness,  that  is  a 
bad  sign — some  serious  injury  will  befall  him  or  his 
next  of  kin.  He  might  cut  himself  or  break  a leg. 
Should  this  occur,  invoke  the  medicine  by  burning  to- 
bacco to  break  the  spell.  Even  to  dream  of  the  song  is 
ominous. 

A holder  must  not  drink.  Alcohol  burns  the  life 
strength  of  the  medicine.  (Likewise  drunks  may  not 
attend  meetings  or  visit  a secluded  patient.) 

A holder  may  enjoy  family  life  and  need  not  be  con- 
tinent. 

The  medicine  must  be  kept  hidden.  No  one  may 
touch  it,  or  even  see  it;  particularly  women  during 
menses  may  not  attend  the  ceremonies. 

My  father  had  to  give  up  the  medicine  because  of  the 
many  rigid  requirements  with  which  he  felt  he  could 
not  comply.  He  would  not  let  me  attend  the  meetings, 
fearing  I would  learn  the  songs  and  inadvertently  hum 
one  during  my  waking  moments.  I have  seen  father 
come  down  early  from  the  loft  where  he  slept,  having 
dreamt  of  one  of  the  songs.  He  would  put  tobacco  in 
the  fire  and  invoke  the  charm  animals  as  they  request- 
ed. Only  the  medicine  holders  know  how. . . . 

Cures 

In  administering  the  medicine,  the  doctor  goes  to 
water,  dips  with  the  stream,  fills  a cup  three  quarters 
full,  and  then  places  three  tiny  spots  of  the  sacred  pow- 
der on  the  surface.  These  spots  represent  the  two  eyes 
and  mouth  of  the  patient.  If  the  spots  revolve  coun- 
terclockwise. it  is  a good  omen;  otherwise,  one  had  best 
throw  it  out.  Three  doses  are  given  to  the  patient — 
night,  morning,  and  next  night,  when  the  body  of  sing- 
ers comes  to  help  out.  It  is  taken  by  mouth  and  the 
doctor  sprays  some  on  the  patient  from  his  mouth. 

Nowadays  the  doctor  blows  on  a white  cloth  which  is 
wrapped  about  the  fracture.  No  splints  are  used. 

The  previous  account  was  the  laconic  testimony 
of  a famous  keeper.  Some  years  later,  when  I had 
become  a regular  attendant  at  ceremonies  to  renew 
the  medicine,  a member  of  his  family,  a believer  in 
and  beneficiary  of  the  power  of  the  medicine,  com- 
mented on  her  father’s  practice. 

When  I was  a little  girl,  I wanted  to  see  how  father 
cured  people  with  Niga:nega9ah.  I followed  father 
and  mother  when  they  went  to  cure  a man  who  got  into 
a drunken  brawl  near  Red  House  and  was  stabbed  in 
the  throat  through  his  windpipe.  He  was  left  on  the 
Erie  Railroad  tracks  to  die  where  the  train  might  run 
over  him.  Aroused  by  the  rumbling  of  an  approaching 
train,  he  managed  to  roll  off  the  track  and  down  the 
bank  into  the  ditch  where  he  was  found  next  morning. 
They  brought  him  home  to  die. 


People  had  no  doctor  in  those  days  and  no  hospital. 
But  they  sent  for  my  father  to  administer  the  Little 
Water  Medicine. 

When  we  arrived  [the  patient]  looked  like  a dead 
person.  He  had  lost  much  blood;  it  oozed  from  the 
wound.  Father  opened  the  bundle,  and  with  a tiny 
paddle  put  some  of  the  medicine  on  the  surface  of  a 
cup  of  water.  He  sprayed  the  wound  with  medicine 
water  from  his  mouth,  gave  the  patient  some  to  drink, 
but  it  came  out  of  the  wound  through  the  severed  tra- 
chea. So  father  put  some  of  the  medicine  inside  the 
wound  with  the  paddle,  poked  the  trachea  and  esopha- 
gus back  in  place,  and  closed  the  wound.  Then  he 
sprayed  all  over  and  covered  the  wound  with  a white 
cloth.  It  healed  in  a few  days,  and  in  ten  days  the  pa- 
tient was  up  and  around. 

This  man  was  very  much  alive  during  the  thirties 
at  Coldspring  Longhouse,  and  he  bore  the  scar  of  his 
wound.  Others  confirmed  his  cure. 

Possessing  a bundle  sooner  or  later  involves  other 
members  of  the  holder’s  family. 

The  holders  must  take  great  care  of  the  medicine 
lest  it  become  restive.  My  father  once  came  home 
from  curing  someone.  He  is  getting  old  and  forgetful. 
He  had  put  the  packet  in  the  watch  pocket  of  his  over- 
alls. I told  him  to  change  to  clean  ones.  He  discarded 
the  soiled  ones  in  a pile  of  laundry.  The  next  night  he 
heard  that  whistle  (which  is  blown  in  the  rite).  He 
thought  it  was  something  outside  and  disregarded  it. 
He  kept  hearing  it  at  intervals  during  the  next  two 
days  and  nights.  Then  he  wondered  where  he  had  left 
the  medicine  and  searched  through  his  pockets.  He 
heard  the  whistle  again  and  discovered  the  packet  in 
the  soiled  overalls! 

The  shrill  whistle  was  but  a portent  of  other 
warnings  of  worse  to  come.  A sibling  heard  a wom- 
an’s voice  singing  during  the  renewal  rite.  Several 
others  present  also  heard  it,  although  no  woman  was 
present  in  the  lodge.  The  old  man  interpreted  this 
as  an  omen  that  someone  would  soon  die.  His  family 
exhibited  considerable  anxiety  over  possessing  the 
bundle  and  its  responsibilities.  Gossip  in  the  com- 
munity held  that  the  keeper  had  sold  some  of  it  while 
visiting  Grand  River  for  the  Handsome  Lake  revival 
preachings.  And  people  suspected  that  I might  be 
interested  in  acquiring  the  remainder  for  a mu- 
seum. 

Within  a year  after  the  old  man  allegedly  sold  the 
medicine  in  bits  and  pieces,  various  kindred  were  the 
victims  of  horrible  accidents  in  automobiles,  on  the 
farm,  and  in  industry.  These  events  are  reported 
elsewhere  in  print.13  For  the  devout  they  are  not 
ordinary  accidents,  nor  the  consequences  of  dan- 
gerous occupations,  but  the  operation  of  the  medicine 
for  its  neglect  and  alienation. 

Clairvoyance  and  witchcraft 

That  the  fortuneteller  or  clairvoyant  performs  a 
powerful  role  in  maintaining  the  ceremonies  of  the 
medicine  societies  soon  impresses  the  ethnologist 
living  in  a conservative  Iroquois  community.14 
During  the  thirties  at  Coldspring  Longhouse,  a widov' 
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of  Quaker  Bridge  was  the  person  responsible  for  what 
went  on  to  help  the  sick  or  lovelorn.  It  was  said  that 
she  and  a principal  singer  for  medicine  society  rites 
were  always  cooking  up  a feast  so  that  she  could  get 
a fee  and  he  could  eat  pig’s  head.  She  also  held  a 
bundle  of  the  Litt  le  Water  Medicine.  The  old  lady 
spoke  little  English,  although  she  was  garrulous 
enough  in  Seneca,  but  her  niece  and  understudy  was 
bilingual,  and  for  some  reason  that  I still  cannot 
fathom  revealed  the  dark  secrets  of  their  wicked 
trade. 

On  the  positive  side,  the  old  lady  knew  her  medi- 
cine to  be  effective  in  case  of  accidents,  and  she 
helped  the  keeper  administer  it,  since  he  knew  little 
about  it.  But  she  cautioned  that  teasing  the  medi- 
cine would  displease  it  and  bring  revenge.  She  re- 
marked that  one  old  woman,  an  official,  was  unafraid 
and  made  fun  of  it.  Few  Senecas,  in  my  experience, 
would  take  this  risk. 

Feeding  the  medicine 

One  will  have  good  luck  if  one  regularly  feeds  the 
medicine: 

Prepare  hulled  corn  soup  and  sweetened  pea-beans, 
lemon  cookies,  or  white  bread,  and  berry  juice.  Put  a 
little  of  each  in  white  teacups  and  let  stand  all  night 
without  spoons  in  them.  In  the  morning  throw  the 
dispirited  food  into  the  river  where  the  water  animals 
can  partake  of  it  and  land  animals,  especially  cats  and 
dogs,  cannot  get  at  it.  The  remaining  food  can  be 
eaten.  But  if  the  medicine  is  not  fed  often,  it  will  harm 
its  keeper  who  might  be  cut  with  an  ax  or  have  an  acci- 
dent. Or  it  will  consume  your  blood  until  you  are  but 
skin  and  bones. 

Witchcraft  is  always  an  act  attributed  to  other 
persons,  but  informants  knew  just  how  it  was  done. 
These  details  I shall  not  reveal. 

Divining 

Water-scrying  with  the  medicine  as  already  men- 
tioned foretells  the  outcome  of  a cure.  General  las- 
situde is  another  sure  sign  one  is  being  “witched.” 

Dreams 

The  importance  of  dreams  in  revealing  the  wishes 
of  the  soul  and  demanding  the  fulfillment  of  certain 
ceremonies  has  been  abundantly  documented.15 
Dreaming  of  hearing  the  songs,  of  any  of  the  animals 
that  belong  to  the  Medicine  company  (Society  of 
Mystic  Animals),  or  dreaming  of  a pig’s  head  (the 
feast  food)  are  sure  signs  that  the  Little  Water 
Medicine  should  perform  a cure.  Or  these  same 
dreams,  differently  interpreted,  may  suggest  one  of 
the  ranked  rites  of  the  9i:9do:s,  which  is  the  cele- 
bration group  of  the  Little  Water  Society,  sometimes 
referred  to  as  the  Society  of  the  Mystic  animals,11’  to 
be  discussed  following. 

I )reams  involving  any  of  the  ritual  paraphernalia 
call  for  similar  fulfillment. 


Accidents 

Twice  at  Allegany  I witnessed  rites  to  release  the 
medicine  after  a cure  and  confinement.  Each  case 
was  different.  In  the  summer  of  1933,  a man  was 
struck  in  the  ear  by  a foul  ball  at  the  Coldspring 
Longhouse  ball  ground.  It  cut  his  ear  badly,  and  he 
suffered  a concussion  that  impaired  the  sight  of  his 
right  eye.  He  was  taken  to  the  hospital,  the  wound 
was  sewn,  and  the  concussion  partly  cleared.  Af- 
terward his  eyes  bothered  him.  A month  later  he 
solicited  the  aid  of  the  Little  Water  Society.  One 
matron  said  that  he  should  have  enlisted  them  im- 
mediately. Whether  to  seek  traditional  aid  first  or 
last  is  always  a problem  with  Longhouse  adher- 
ents.* 

Three  weeks  after  the  release  of  the  medicine,  the 
patient  spoke  freely  of  his  case. 

The  doctor  of  the  society,  administered  the  medi- 
cine. He  prepared  it  by  taking  one  scoop,  which  held 
about  a grain  of  the  medicine,  and  placing  it  on  the  sur- 
face of  a teacup  of  water.  (The  patient  did  not  witness 
the  divination.)  The  doctor  applied  some  of  the  solu- 
tion as  a wash;  it  felt  like  a hot  towel,  although  it  was 
cold.  The  patient  was  given  the  balance  to  drink. 
The  doctor  then  bandaged  the  ear.  No  singing  accom- 
panied the  spreading  of  the  Little  Water  Medicine,  al- 
though sometimes  the  doctor  blows  the  medicine  on 
the  patient  and  singing  strengthens  the  act.  It  de- 
pends on  the  nature  of  the  injury. 

The  first  dose  was  given  at  night  and  then  I had  to  go 
to  bed.  I did  not  eat  before  sleeping,  although  I might. 
I was  told  not  to  eat  vegetables,  particularly  “Our  life 
supporters”  (cfphehgD)  [corn,  beans,  and  squash],  but 
that  my  diet  should  consist  of  flour  dumplings  (dowey- 
agane).  No  salt,  sugar,  or  pork;  nor  should  the  odor  of 
meat  be  permitted  nearby.  Milk  is  tabu. 

My  seclusion  lasted  three  days,  although  some  say 
four  is  correct.  I remained  indoors  and  did  not  see  my 
half-sister.  This  was  forbidden. 

During  the  three  days  of  seclusion,  the  doctor  visited 
mornings  and  evenings.  He  dressed  the  wound  and 
fixed  a new  dose  of  the  medicine  each  evening.  I re- 
mained two  days  in  solitary  confinement  and  the  third 
day  I went  out.  It  took  a week  for  the  wound  to  heal. 

| Possibly  he  refers  to  an  earlier  hospital  stay.] 

On  the  third  day  of  the  confinement,  the  society 
met  to  release  the  medicine  at  the  home  of  the  head 
woman  of  the  society.  Having  been  treated  and 
cured  by  the  medicine  made  the  patient  eligible  for 
membership.  There  are  two  classes  of  members: 
first,  the  “adopters”  (tcinokde'9go:wa)  [which  I infer 
are  those  who  have  dreamt  of  the  rite  or  had  it  pre- 
scribed for  them];  and  those  who  have  been  cured 
(-tcinokdr?). 

* Years  later  a man  at  Six  Nations  fell  and  broke  his  tibia  during 
the  scramble  for  the  fried  bread  during  an  ‘\>hki:weh  (Feast  for 
the  Dead)  intermission.  He  relied  first  on  the  “Great  Good 
Medicine,”  and  only  after  several  days  of  seclusion  called  in  the 
surgeon  of  Ohsweken,  to  set  the  hone,  by  which  time  the  leg  was 
badly  swollen.  The  surgeon,  who  was  reared  among  t he  Six  Na- 
tions, understood,  and  next  day  he  told  me  it  would  have  been 
easier  to  manipulate  earlier.  The  patient  was  equally  certain  that 
he  had  followed  the  right  course  and  ascribed  his  recovery  to  the 
medicine,  with  an  assist  by  t he  physican. 
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Small  boys  are  usually  not  permitted  to  see  the 
rites. 

An  historical  precedent  for  the  use  of  the  Little 
Water  Medicine  in  accidents  occurs  in  Lafitau’s1 
early  eighteenth  century  account  of  Mohawk  medical 
practices  at  Caughnawaga,  near  Montreal.  The 
healing  of  gunshot  wounds,  he  said,  was  the  master- 
piece of  their  operations  and  so  remarkable  as  to  be 
almost  unbelievable.  They  concocted  a treacle  water 
composed  of  several  classes  of  graduated  ingredients: 
vulnerary  herbs,  trees,  and  the  bodies  and  hearts  of 
animals,  all  in  powder  form. 

Lafitau17  also  mentions  dietary  restrictions  and  the 
doctor  taking  some  of  the  solution  in  his  mouth  be- 
fore sucking  the  wound  or  spraying  it.  He  attaches 
great  importance  to  the  practice  of  covering  the 
wound  so  as  to  exclude  contact  with  everything  save 
a possible  binding  of  boiled  herbs,  which  they  think 
prevents  infection.  He  notes  that  when  the  wounds 
are  dressed  and  this  operation  repeated,  the  wounds 
always  appear  clean  and  fresh  and  free  of  clots.18 
Indeed,  the  medicine  comes  down  from  the  olden 
times  when  the  Senecas  went  on  the  war  path. 

Good  hunter  restored  by  council  of  animals 

The  good  hunter  legend  exists  in  many  versions, 
some  of  them  quite  old,  and  long  in  the  literature.  I 
had  two  independent  versions  from  Coldspring  in- 
formants that  derive  from  the  Senecas  at  Cattarau- 
gus after  Buffalo  Creek  Reservation  was  abandoned. 
The  version  of  Jesse  Cornplanter  belongs  to  the  same 
genre.19  The  plot  and  characters  of  the  origin  myth 
relate  how  a council  of  birds  and  animals  restored  life 
to  the  good  hunter  who  was  killed  and  scalped  and 
left  for  dead  in  the  woods.  It  may  be  said  that  the 
sacred  powder  is  comprised  of  meat  cut  from  the 
thighs  of  living  animals,  who  were  released,  healed 
themselves,  and  lived. 

Singing  for  medicine.  The  society  meets  three 
times  a year  at  Allegany  and  Cattaraugus  to 
strengthen  the  medicine.  Now  there  are  two  meet- 
ings a year  at  Tonawanda— in  the  spring  “when  the 
deer  sheds  his  coat  and  when  (in  fall)  he  renews  it 
with  the  other  animals  for  the  winter” — unless  there 
is  a death  following  use  of  the  medicine,  when  there 
is  a meeting  at  midwinter,  because  “the  medicine  is 
not  good  again  until  it  is  renewed.”20  This  ceremony 
is  called  9ondiyc9gwayeos;  but  more  commonly 
hadiy£9gwayc:ni,  “they  set  tobacco  down  for  some- 
thing,” referring  to  setting  the  dish  of  tobacco  on  the 
floor  for  the  smokers.  At  Tonawanda,  where  the  rite 
is  more  elaborate,  eight  pinches  of  tobacco  are  ar- 
ranged in  two  rows,  male  and  female,  on  a white  cloth 
near  the  bundle,  representing  the  four  periods  of 
singing,  which  are  picked  up  in  counterclockwise 
rotation  at  the  end  of  the  singing  and  put  away  with 
the  bundle  until  next  meeting.  At  the  former  places, 
the  first  and  great  feast  falls  two  days  before  the  full 
moon  of  Green  Corn;  the  winter  meeting  comes  on 
the  fifth  night  of  the  new  moon  of  ni:skowakneh, 
which  is  the  night  after  the  “Great  ceremonial  mark” 


( kaiwaroskwako:wa),  or  the  Feast  of  Dreams  (ganc: 
yas9D).  When  the  Berry  Moon  is  new  bringing 
Strawberries,  the  third  meeting  is  held.  At  Tona- 
wanda there  is  a fifth  canto  of  songs,  called  the 
“Seneca”  group,  which  is  inserted  as  the  fourth  at  the 
autumn  sing. 

Ritual  pattern.  The  rites  of  the  Little  Water 
Society  conform  to  the  ritual  pattern  of  other  Iro- 
quois medicine  societies.  A headman  or  appointed 
conductor  invites  the  members.  The  meeting  com- 
prises a general  thanksgiving,  a tobacco  invocation 
specific  to  the  occasion,  the  singing  of  the  ritual 
proper,  thanking  of  the  participants,  and  a terminal 
feast.  The  two  leaders  of  the  society  should  be  of 
opposite  moieties;  at  Newton  on  Cattaraugus,  each 
leader  has  a young  man  as  a servant.  At  Coldspring, 
the  head  bundle  keeper  seats  the  members,  receives 
their  contributions  of  tobacco  as  they  enter,  arranges 
the  seating,  lays  out  the  bundles  and  ritual  para- 
phernalia, directs  the  ceremony,  and  passes  the  berry 
water  and  the  feast. 

A typical  renew-al  at  Coldspring  has  these  parts: 

1.  Seating  and  arrangements  by  headman. 

2.  Thanksgiving  by  an  appointed  speaker. 

3.  Laying  out  bundles  and  paraphernalia. 

4.  Tobacco  invocation  by  appointed  priest. 

5.  Smoking  and  passing  berry  juice. 

6.  Period  1:  lights  out,  flute  sounds,  leader  raises 
song. 

7.  Intermission:  light  comes  in,  smoke,  pass  berry 
juice. 

8.  Period  II:  lights  out,  flute  sounds,  and  so  on. 

9.  Intermission  II:  smoke  and  pass  berries. 

10.  Period  III:  (same  routine). 

11.  Intermission  III:  (same  routine). 

12.  Period  IV:  (same  routine). 

13.  Light  comes  in.  Headman  collects  rattles, 
puts  aw'ay  medicine,  while  members  smoke  and  finish 
berry  juice. 

14.  Terminal  speech  of  thanks  to  participants. 

15.  The  feast:  pass  pig  head,  ladling  of  the  corn 
soup. 

16.  The  members  scatter  and  fly  in  all  directions 
(go  home  with  the  corn  soup). 

The  songs.  For  Iroquois  singers  the  songs  of  the 
Little  Water  Society,  sometimes  called  Kano:ta9, 
assume  the  character  of  chamber  music.  From  the 
introductory  antiphonal,  the  whistle  of  the  eagles  in 
flight,  and  the  cries  of  the  mystic  animals  through  the 
long  progression  to  search  for  the  medicine,  the  ar- 
rival of  the  animals  to  cure  the  good  hunter,  and  the 
sacred  places  mentioned,  to  the  recovery  of  the 
wounded  hunter,  the  four  cantos  comprise  a quartet 
that  in  thematic  treatment  approaches  a symphony. 
There  is  the  gradual  increase  of  the  beat,  the  vibrato 
intensifies  between  songs,  the  paired  male  and  female 
songs  reply  in  antiphony,  and  pitch  rises  toward  the 
end.  The  fourth  group  is  admittedly  the  easiest  to 
sing.  One  versions  has  96  songs: 

Group  I — 18 
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Group  II — 20  “There  were  never  any  more; 

Group  III — 40  there  will  never  be  any  less. 

Group  IV — 18  Always  the  same.” 

In  the  forties  when  I was  most  active  in  field  work 
and  regularly  attended  the  renewals  at  Coldspring, 
my  mentor  on  these  matters,  who  became  the  active 
song  holder  after  the  first  authority  passed  away,  had 
me  sit  beside  him  among  the  singers  to  make  certain 
that  I learned  the  songs  properly.  It  was  primarily 
a learning  experience — not  to  bump  my  feet,  to  hear 
the  rhythm,  and  to  memorize  the  tag  lines  as  the 
leader  lined  out  the  song,  and  his  partner  followed 
with  the  mate  to  it.  Gradually,  the  din  of  the  gourd 
rattles  creates  an  effect  of  overtones,  as  if  the  song 
were  coming  out  from  beneath  the  benches.  No 
wonder  that  people  think  they  hear  women’s  voices! 
The  cry  of  birds  and  animals — crow,  fox  barking,  owl 
hooting,  and  wolf  howling  along  the  rim  of  the  val- 
ley— are  all  real  enough.  At  one  winter  meeting 
during  subzero  temperature,  the  house  suddenly 
contracted  with  the  report  of  a cannon,  whereupon 
the  singers  stopped,  people  muttered,  and  the  con- 
ductor went  to  the  fire  and  burned  tobacco.  It  was 
some  sort  of  an  omen  which  no  one  wanted  to  dis- 
cuss. 

My  mentor  sang  98  songs: 

Group  I — 22 

Group  II — 22 

Group  III — 42 

Group  IV— 12 

At  Tonawanda  in  the  thirties,  a singer,  gifted 
with  absolute  pitch  and  prodigious  memory,  believed 
that  he  was  “chosen  by  the  Medicine”  to  sustain  its 
songs.  Aware  of  my  participation  at  Coldspring,  he 
explained  that  in  the  Tonawanda  version,  there  are 
62  songs,  each  of  which  is  sung  twice,  making  124 
songs: 

I—  10 

II— 16 

III—  15 

IV—  8 

V*— 13 

At  the  Spring  meeting  49  pairs  are  sung,  making 
98,  as  in  a previous  statement. 

Group  I describes  the  search  for  the  medicine; 
Group  II,  the  meeting  of  the  medicine  animals,  their 
arrival,  presence,  the  place  where  they  meet,  and  how 
they  sing  toget  her.  Period  III  treats  of  places,  the 
fate  of  birds  who  searched  for  the  good  hunter’s  scalp 
and  how  one  was  killed,  and  how  Kahkako:wa9  (big 
crow  or  raven)  finally  snatched  the  scalp  from  the 
smoke  hole.  It  is  the  most  difficult  to  sing.  Period 
IV  is  composed  of  8 short  songs.  Period  V,  which  is 
only  sung  in  autumn,  the  so-called  “Seneca”  group, 
describes  where  they  meet,  the  two  men  or  animals 
go  to  a stream;  two  big  crows  are  sitting  in  the 

* 't  he  V group,  called  the  “Seneca,”  is  added  in  the  fall. 


meadow  together;  they  are  dancing  in  a clearing.20 

Celebrating  cures 

Those  persons  who  have  dreamed  of  the  rites  of  the 
Little  Water  Medicine,  or  of  its  celebration  and  re- 
newal rites,  which  constitute  the  “doings”  of  the  so- 
called  Society  of  the  Mystic  Animals,  are  members 
or  participants  of  the  honDtcinDhke?,  the  charm 
holders,  or  medicine  bundle  holders’  society.21  They 
are  as  one  with  the  tutelaries  whom  they  represent. 
Indeed,  during  the  intermissions,  when  berry  juice 
is  passed,  one  addressed  the  tutelaries:  9otgwanz>yD 
swatcinDhrsDh,  “we  thank  you  medicine  folk.”  Those 
persons  who  have  been  cured,  confined,  and  for 
whom  the  medicine  has  been  released,  are  likewise 
members.  Both  classes  celebrate  their  renewals  with 
some  form  of  yei:9to:s. 

The  latter,  which  is  known  in  the  vernacular  as  a 
“Pumpkin  Shake,”  is  the  “play  organization  of  the 
Little  Water  Company.”  In  a sense,  the  two  overlap 
in  appealing  to  the  same  supernaturals,  just  as  Eagle 
Dance  is  held  for  the  birds  of  the  Little  Water  Med- 
icine Society22;  but  the  Mystic  Animals  include  su- 
pernaturals and  possess  features  that  are  unique.  A 
brief  classification  of  yei:9to:s  rites  may  clarify 
this. 

After  a patient  is  revived  by  the  Little  Water 
Medicine,  representatives  of  the  medicine  company 
sing  the  songs  of  release,  after  which  the  patient  is 
automatically  a member.  He  will  celebrate  his  cure 
by  putting  up  yei:9to:s,  which  consists  of  three  parts: 
songs  for  kindling  the  flame,  sung  by  the  leader; 
“throwing  in  of  songs,”  in  which  individual  shamans 
vie  for  power,  anciently  by  juggling  red  hot  stones, 
and  other  feats  of  magic;  and  a round  dance,  known 
as  KanDyahkwe9.  The  latter,  also  known  as  the 
“Medicine  Dance,”  is  available  in  album  form.23 

An  elaborate  form  of  the  ceremony,  called  kaha- 
tiya9kz>9Dh,  “Crossing  the  woods,”  or  hatihatiya9s, 
“they  are  cutting  through  the  woods,”  includes  as 
participants  only  those  members  of  the  medicine 
company  for  whom  this  rite  has  been  prescribed  by 
a clairvoyant.  Or  perhaps  they  have  inherited  it.  It 
features  invitation  corn,  a marching  song,  elaborate 
spatial  arrangements  and  reciprocal  functions  of  the 
moieties,  and  sometimes  the  appearance  in  the  round 
dance  of  a mask,  which  is  not  an  ordinary  false  face, 
but  is  blind,  or  nearly  so,  emphasizing  supernatural 
power  attributed  to  the  wearer.  Otherwise  the 
“Great  Sharp  point,”  another  name  for  it,  resembles 
ordinary  yei:?to:s. 

Both  these  ceremonies  include  features  that 
suggest  a history  separate  from  the  Little  Water 
Medicine  and  relate  to  the  Mide  of  the  Ojibwa  and 
certain  bundle  ceremonies  of  the  Winnebago.  Par- 
ker24 thought  it  came  from  the  Huron. 

Seventy  years  ago  the  ceremonies  of  the  society 
were  thought  efficacious  for  fevers  and  skin  diseas- 
es.25 My  informants  mentioned  debilitating  ail- 
ments, “sore  legs,”  or  an  inherited  obligation  from 
either  parent.  Another  reason  is  being  “lonesome,” 
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or  depressed.  The  host  who  is  permitted  neither  to 
sing  nor  to  speak  when  he  sponsors  a feast  or  party 
for  the  medicine  company  certainly  comes  out  of  the 
experience  feeling  better,  since  others  speak  for  him 
and  sing  in  his  honor,  and  a general  euphoria  per- 
vades the  room  even  after  the  singers  depart. 


Luck  and  conservatism 

A compulsive  concern  with  luck,  both  good  and 
bad,  is  the  greatest  single  force  for  maintaining  the 
ceremonies  of  the  medicine  societies.  "And  may  she 
have  good  luck  as  she  travels  to  and  fro  on  the  earth” 
is  the  repeated  theme  of  the  tobacco  invocations  to 
the  tutelaries  of  the  societies.  Good  health  and  good 
fortune  depend  on  constantly  renewing  one’s  cere- 
monial obligations.  Similarly,  if  one  dreams,  he  must 
reveal  his  dreams  on  the  chance  that  the  dream  may 
have  particular  significance;  it  may  foretell  his  need 
to  fulfill  something.  Conversely,  to  neglect  one’s 
ceremonies  is  dangerous  to  oneself  and  to  one’s 
family;  bv  extension  it  affects  the  entire  society.  To 
let  the  anniversary  slip  by  past  the  midwinter  festival 
is  to  run  the  risk  of  “having  one’s  head  forever  stuck 
to  the  ceremonies.”  Indeed,  these  lapses  do  occur 
and  may  be  for  the  moment  forgotten;  but  they  have 
a way  of  coming  back  on  succeeding  generations  of 
the  family.  The  third  generation  may  have  ill  luck 
for  the  neglect  of  the  grandparents.  These  vague 
symptoms,  or  even  serious  prolonged  illness,  call  for 
interpretation  by  a clairvoyant.  Or,  as  with  the 
Little  Water  Medicine,  neglect  may  cause  serious 
accidents. 

Thus,  the  Iroquois  medicine  societies  operate  as 
a self-fulfilling  prophecy. 


Summary 

The  “Little  Water  Medicine”  of  the  Senecas  of 
western  New  York,  known  for  a century,  but  often 
referred  to  as  “secret”  or  sacred,  has  never  been 
monographed. 

This  report  explores  the  nature  of  the  medicine, 
who  holds  it,  its  lore,  the  rites  for  its  maintenance, 
and  the  rituals  for  releasing  it  and  renewing  cures. 
Its  therapeutic  effects,  as  with  all  Iroquois  medicine 
societies,  are  concerned  with  having  “good  luck”  and 
maintaining  the  culture.  Data  are  entirely  from  the 


writer’s  field  work,  observations,  and  participation 
since  1933. 
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When  primitive  man  learned  to  select  particular 
plants  for  his  ailments,  herbal  medicine  was 
launched. 

The  earliest  gathering  of  botanic  facts  began  in 
ancient  Greece;  it  was  augmented  in  the  Middle  Ages 
in  the  monastery  gardens  of  Europe,  and  was  greatly 
expanded  with  explorations  of  the  world  and  dis- 
coveries of  flora  unknown  to  the  eastern  Mediterra- 
nean region  and  Europe. 

Theophrastus  (circa  378  to  287  B.C.),  pupil  and 
successor  of  Aristotle  in  At  hens,  was  the  author  of  On 
Plants,  an  early  botanic-herbal  listing  favored  until 
the  Renaissance.  It  was  a simple  compilation  of  500 
plants  with  confusing  nomenclature,  mediocre  de- 
scription, and  without  classification  or  illustration.1 
Diodes  of  Carystos  (circa  350  B.C.),  Hippocratic 
exponent,  anticipated  this  pristine  work  with  the 
less-favored  Rhizatomikon.2  Almost  400  years  later 
in  Rome,  capital  of  the  civilized  world  after  Corinth 
was  sacked  (B.C.  146),  Dioscorides  (90  to  40  B.C.),  the 
Greek  medical  writer,  wrote  a classic  treatise  on  drugs 
comprising  400  herbs  (he  included  some  minerals  in 
ointments)  with  crude  illustrations  added.  The 
immortal  Galen  (131  to  201  A.D.)  claimed  knowledge 
of  600.'1,4  (The  Aztec  Indians  in  Mexico  recognized 
almost  1,200  medicinal  plants.)5 

Plant  study 

The  path  to  the  Renaissance  and  to  fresh  horizons 
in  vegetable  materia  medica  was  facilitated  when  the 
simple  listing  of  herbs  was  enhanced  with  actual 
observation  and  study  of  plants,  a critical  attitude, 
and  a deluge  of  new  specimens  from  Europe  and 
England.1  Botany  now  became  essential  to  the 
medical  school  curriculum;  students  were  trained  in 
t he  use  of  medicinal  herbs,  and  botanic  herbal  gar- 
dens were  founded  in  Padua,  Pisa,  Bologna,  Mont- 
p llier,  and  Oxford,  which  contained  “strange  and 


rare  herbs  for  the  interest  of  physicians  and  apoth- 
ecaries.” 1 Classification  and  terminology  improved, 
and  illustrated  volumes  with  beautiful  woodcuts  and 
copperplate  engravings  were  printed.  The  German 
botanist,  Leonard  Fuchs  (1501  to  1561) — the 
American  plant  fuchsia  was  named  for  him — pub- 
lished the  first  printed  and  illustrated  herbal;  the 
German  botanist  Valerius  Cordus  (1515  to  1544) 
wrote  the  first  modern  pharmacopoeia,  which  in- 
cluded 500  new  herbs.5-8  Andreas  Cesalpino  (1524 
to  1603),  professor  of  botany  and  medicine  at  Bolo- 
gna (philosophically,  he  had  projected  the  idea  of 
blood  circulation),  published  De  Plantis  (1583),  with 
the  first  scientific  approach  to  classification  based 
on  observation. 

Medicinal  benefits 

Botany  and  medicine  benefited  from  explorations 
and  t ravelers.  Collected  in  the  gloom  of  American 
forests  and  nursed  homeward  in  the  cabins  of  sea 
captains,  strange  beautiful  plants,  brought  back  to 
the  great  parks  of  Britain’s  noblemen,  were  opening 
their  flowers  in  the  English  sun.  Plant  foods  like  the 
potato  and  cacao,  and  herbs  like  guaiac,  sarsaparilla, 
Peru  balm,  tolubalm,  Lobelia,  cascara  sagrada, 
Chenopodium,  cocaine,  curare,  tobacco,  Cinchona, 
aloes,  jalap,  and  ipecacuanha  came  from  the  New 
World.  Sir  Walter  Raleigh  (circa  1552  to  1628),  who 
had  led  the  first  English  settlers  to  Roanoke  in  1585, 
and  John  Josselyn  (circa  1608  to  1675),  who  had 
visited  New  England  in  1664,  returned  to  their 
homeland  with  a harvest  for  herbal  gardens. 

It  was  not  difficult  to  believe  that  God  created 
indigenous  medicinal  plants,  in  every  region  of  the 
earth  to  cure  disease  prevalent  there.  In  1508,  the 
Spaniard  Giovanni  Consalvo,  having  contracted  the 
“French  Disease”  in  Naples,  sailed  to  America  and 
brought  hack  guaiacum,  the  “holy  wood,”  from  the 
West  Indies.  Since  it  was  assumed  that  each  country 
produced  the  antidote  for  its  own  poisons,  and 
syphilis  came  from  America,  the  proper  remedy 
should  be  looked  for  there.  Giralomo  Fracastoro  in 
his  poem  “Syphilis”  (1530)  praises  guaiacum  and 
mentions  its  diaphoretic  property.  It  was  discre- 
dited by  t he  end  of  the  sixteenth  century  by  Am- 
broise  Pare,  barber  surgeon  (1510  to  1590),  and  many 
others,  and  Giralomo  Fracastoro  in  De  Contagione 
et  contagiosis  Morbis  (1546)  began  to  doubt  its  ef- 
ficacy. Zealous  physicians— botanists  such  as  An- 
drea Cesalpino  (1524  to  1603),  Joachim  Jung  (1587 
to  1657),  Nehemiah  Grew  (1641  to  1712),  and  Mar- 
cello Malpighi  ( 1 628  to  1 691 ) — distinguished  them- 
selves in  plant  research  and  improved  classification, 
nomenclature,  and  system ization.  Their  ideas 
played  a role  in  the  genesis  of  medical  doctrines,  fu- 
tile nosologies,  and  attempts  at  orderly  and  classified 
arrangement  of  disease  in  the  seventeenth  and 
eighteenth  centuries,  and  study  of  diseases  as  distinct 
“species”  as  evident  in  the  treatises  of  Thomas  Sy- 
denham (1624  to  1689). 5,7  & 
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Systema  Naturae  (1735),  the  revolutionary  bo- 
tanic work  of  the  Swedish  physician  Carl  von  Linne 
(1707  to  1778),  called  Linnaeus,  established  a new 
method  of  plant  description  and  classification,  which, 
however,  did  not  survive  the  Victorian  Age.  Evi- 
dence of  his  debt  to  American  physicians  and  bota- 
nists was  the  naming  of  plants  in  their  honor: 
Kuhnia,  Coldenia,  Mitchella,  Biglowia,  Marshallia, 
and  Bartonia.6  ' 

In  the  art  of  naming  plants,  none  surpassed  Lin- 
naeus. 

Folklore  was  a recognized  benefactor  of  herbal 
medicine.  William  Withering,  the  British  physician 
(1741  to  1799),  learned  of  the  value  of  foxglove  for 
“dropsy”  from  a country  woman.  It  was,  of  course, 
without  benefit  to  hydrocephalus  or  ovarian  cyst,  and 
the  differentiation  between  renal  and  cardiac 
"dropsy”  had  to  wait  for  Richard  Bright,  the  British 
physician  (1789  to  1858). 7,10 

Pioneer  colonial  women  faced  the  “wildernesse” 
and  created  their  gardens  for  "meate  and  medicine” 
with  the  simple  Herball  by  John  Gerarde  (1545  to 
1(512),  John  Parkinson  (1567  to  1650),  and  Nicolas 
Culpeper  (1616  to  1654);  seeds,  roots,  and  cuttings 
from  England;  and  native  Indian  plants.  They  made 
flavorings,  tonics,  drinks,  candies,  cosmetics,  insect 
repellents,  and,  above  all.  medicines:  syrups,  “oyles 
and  oynments,”  and  so  on.411  These  were  less 
harmful  than  bloodletting,  cupping  glasses,  vomits, 
purges,  the  antimonial  cup,  the  silver  tongue  scraper, 
and  the  chemical  drugs  in  common  use  at  that 
time. 

Rafinesque 

The  greatest  of  nineteenth  century  botanists,  and 
one  of  the  last  great  scientific  herbalists  in  a century 
notable  for  fraudulent  and  ignorant  pretenders  to 
medical  skill  with  herbal  medicines,  was  Constantine 
Samuel  Rafinesque;  he  was  appointed  to  teach  bot- 
any (1819  to  1826)  to  medical  students  at  Transyl- 
vania University  in  Kentucky  (admitted  to  the  Union 
in  1792).  Several  years  later,  he  left  to  gather  and 
study  plants  for  a scientific  medical  botany  adapted 
to  the  needs  of  American  physicians  and  to  acquaint 
them  with  vegetable  drugs  that  “afford  the  mildest, 
most  effective,  and  most  congenial  . . . rem- 
edies.” 1210  His  Medical  Flora 14  became  the  vade 
mecum  of  physicians  whose  therapy  at  that  time 
consisted  mainly  of  vegetable  drugs.  He  relates  his 
experiences  in  the  wilderness:  “gloom  of  forest,  rare 
humans,  food  and  collections  carried,  diet  of  salt  pork 
and  corn  bread,  burned  by  sun,  drenched  by  rain, 
mosquitoes  and  flies,  gnats  fall  into  his  eyes,  insects 
creep  into  his  ears,  ants  crawl  on  him  when  resting  on 
ground,  wasps  assail,  ticks,  spiders,  horseflies, 
bountiful  snakes,  rough,  muddy  roads,  rocks,  blind 
paths,  wade  through  brooks,  creeks,  swamps,  danger 
of  drowning,  and  injury.”  14  But  he,  also,  revels  in 
the  “Pleasures”:  “fair  days,  fair  roads,  clear  sky, 
bracing  breeze,  pure  air  and  water;  plants  old  ac- 


quaintances, rare  or  a novelty  new  one.  You  are 
exalted,  you  make  a conquest  over  nature,  a new  page 
in  science.”  1:t14  Rafinesque  discouraged  blood- 
letting either  by  venesection  or  leeches;  he  recom- 
mended a diet  including  milk,  fruits,  and  vegetables, 
outdoor  life,  and  avoidance  of  alcohol  and  other 
“poisons.”  16  His  work  focused  attention  of  Euro- 
pean naturalists  on  America’s  natural  treasures;  he 
was  among  the  first  to  question  the  artificial  system 
of  classification  by  Linnaeus  and  advocated,  instead, 
a natural  system  of  classification.1415 

After  studying  thousands  of  living  animals  and 
plants  for  40  years,  Rafinesque14  stated:  “Species 
. . . are  forming  . . . by  gradual  deviations  of  shapes, 
forms,  and  organs  taking  place  in  the  lapse  of  time. 
There  is  a tendency  to  deviations  and  mutations  . . . 
bv  gradual  steps  at  remote  irregular  periods.  Every 
variety  is  a deviation  which  becomes  a species  as  soon 
as  it  is  permanent  by  reproduction.”  Thus,  Rafi- 
nesque saw  through  the  differences  and  resemblan- 
ces— the  germ  of  the  theory  of  evolution — which 
matured  in  Charles  Darwin  (1809  to  1882).  Darwin 
destroyed  belief  in  the  constancy  of  species  and 
proved  that  lower  forms  of  life  developed  gradually 
into  higher  and  more  complex  forms.1 1 

Rafinesque  is  justly  regarded  among  the  immortals 
of  American  science.17  18 

49  Crest  Drive 
South  Orange,  New  Jersey  07079 
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Congregating  needy  persons  into  poorhouses  and 
the  subsequent  proliferation  of  services  by  munici- 
palities and  counties  occurred  in  the  decades  after 
1820.  That  this  movement  of  the  early  nineteenth 
century  became  the  progenitor  for  diverse  medical 
programs  is  illustrated  by  this  brief  historical  review 
of  an  Upstate  New  York  county. 

Americans  in  the  Jacksonian  era  began  to  con- 
struct and  support  institutions  for  deviant  and  de- 
pendent members  of  the  community.  In  the  decades 
after  1820  they  erected  almshouses,  asylums,  and 
penitentiaries.  In  the  Colonial  period  very  different 
procedures  had  been  followed:  relief  for  the  poor  was 
arranged  at  home  or  with  relatives;  the  insane  were 
left  in  the  care  of  their  families.  Large  colonial  towns 
did  build  almshouses  to  meet  unusual  conditions  and 
to  confine  persons  too  sick  or  disabled  for  any 
household  to  maintain.  The  few  institutions  that 
existed  in  the  eighteenth  century  were  intended  to 
be  places  of  last  resort.** 

Background 

The  Onondaga  County  Home,  known  then  as  the 
poorhouse,  was  completed  in  December,  1827  (Fig. 
1).  Medical  and  nursing  care  were  not  then  con- 
templated. It  was  almost  a half-century  before 
hospitals  became  available  in  the  community.  The 
inmates  included  the  insane,  those  with  “incurable” 
diseases,  including  tuberculosis  and  cancer,  crippled 
persons  who  could  no  longer  work,  indigents,  and 

Presented  August  16,  1978,  as  part  of  continuing  medical  edu- 
cation program  of  Loretto  Geriatric  Center,  and  on  WSYR-TV 
Meet  Your  Doctor,  with  Jan  Gibson. 

* VanDuyn  Home  and  Hospital.  Administrator:  J.  Roland 
Craner,  Deputy  Commissioner  of  Social  Services,  Onondaga 
Count  y Department  of  Social  Services. 

1 At  present:  Attending  Physician,  Loretto  Geriatric  Center, 
Syracuse,  New  York  13215. 

* * Rothman,  D.  J.:  The  Discovery  of  the  Asylum.  Introduc- 
li  ii  Boston,  Massachusetts,  Little,  Brown  and  Company,  1971, 
p.  I. 


FIGURE  1.  Onondaga  County  Poor  House,  built  in  1826, 
oldest  institutional  building  in  Onondaga  County,  as  it  appears 
today. 


TABLE  I.  Annual  report  of  Onondaga  County  Poor  House 
of  1877,  showing  causes  of  dependency  of  362  persons 
admitted 


Causes 

Number  of 
Admissions 

Intemperance  direct 

64 

Vagrancy 

127 

Indigent  and  destitute 

53 

Lunacy 

42 

Sickness 

30 

Old  age 

10 

Debauchery 

13 

Bastardy 

7 

Blindness 

4 

Lameness 

6 

Idiocy 

6 

those  who  were  destitute  (Table  I). 

It  is  interesting  to  contemplate  what  the  early  su- 
perintendents must  have  had  to  face.  Onondaga 
County  was  heavily  infested  with  malaria,  smallpox, 
and  measles.  Typhoid  fever  and  tuberculosis  were 
prevalent  in  institutions  and  carried  a significant 
mortality  rate.  We  must  recall  that  Onondaga 
County  Home  (the  poorhouse)  was  opened  over  50 
years  before  any  of  the  bacterial  causes  of  infectious 
diseases  were  proved  and  isolated. 

In  the  1860s  the  Civil  War  took  many  providers 
away  from  their  families,  and  provision  for  depen- 
dents in  those  days  was  poorly  organized.  The 
county  farm  was  a major  source  of  food  and  dairy 
supplies  for  the  poorhouse,  the  penitentiary,  and 
sometimes  even  for  Auburn  prison.  The  Old  Pogey 
Pond  provided  the  water  supply  for  the  home  and  the 
farm,  and  it  is  likely  that,  at  first,  it  was  not  fenced 
off  from  pasture  land.  Pigs  were  fed  from  the 
kitchen  waste.  It  has  not  been  long  since  the  last 
vestige  of  the  old  pig  pens  disappeared  (Table  II). 

History  of  long-term  care 

The  history  of  long-term  care  is  brief  simply  be- 
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TABLE  II.  Chronology  from  1824  to  1975 

Date  Chronology 

1824  New  York  State  legislative  act  to  provide  establishment 
of  county  poorhouse 

1825  Purchase  of  145  acres  from  .Josiah  Bronson  at  $18  per 
acre  on  Onondaga  Hill 

1827  Completion  of  Onondaga  County  Poor  House  for  care  of 
destitute,  crippled,  unable  to  work,  and  chronically  ill 

1851  N.Y.  State  legislative  act  to  establish  asylum  or  school 
for  idiots 

1860  Completion  of  another  building  for  accommodation  of 
the  insane  poor  in  insane  asylum 

1900  Construction  of  infirmary 

1916  Onondaga  County  Tuberculosis  Sanatorium 

1928  Completion  of  200-bed  hospital  building 

1945  Appointment  of  medical  advisory  board,  phasing  out  the 
maternity  ward;  appointment  of  director 
(superintendent)  of  nursing 

1946  Founding  of  the  Womens’  Auxiliary 

1953  New  nurses’  home 

1954  Appointment  of  first  medical  director;  change  of  name 
from  Onondaga  County  Home  to  VanDuyn  Home  and 
Hospital 

1959  Tuberculosis  sanatorium  closed 

1969  Katherine  B.  .Jackson  Memorial  Wing 

1975  Start  of  construction  of  new  VanDuyn  Home  and 
Hospital  buildings 


cause,  until  recent  times,  few  people  lived  to  be  old. 
In  1790,  the  average  age  expectancy  in  Massachusetts 
was  35  years.  By  1900,  one  still  could  not  expect  to 
live  much  longer  than  50  years.  Only  since  the 
middle  of  this  century  has  the  life  expectancy  in- 
creased past  65  years.  In  short,  at  the  beginning  of 
this  country’s  history,  there  were  very  few  elderly 
people  and  no  such  thing  as  retirement.  People 
worked  until  they  dropped.  Those  who  did  live  on, 
unable  to  care  for  themselves,  were  usually  absorbed 
into  the  extended  family  and  taken  care  of  by  their 
children  or  other  relatives.  In  1870,  only  2 percent 
of  our  population  was  composed  of  persons  65  years 
of  age  or  older.  In  1970  by  contrast,  10  percent  were 
65  years  and  over,  and  by  1980  it  is  predicted  that 
over  11  percent  will  be  over  65  years  of  age. 

The  earliest  poorhouses  or  almshouses  were: 
Boston  in  1662,  Philadelphia  in  1713,  and  New  York 
City  in  1736.  As  time  went  by,  infirmaries  were 
added  for  the  residents’  medical  needs;  sometimes 
from  these,  public  hospitals  developed  such  as  the 
Philadelphia  General  Hospital  and  Bellevue  Hos- 
pital. These  early  institutions  housed  a heteroge- 
neous collection  of  old  and  young,  sane  and  insane, 
sick  and  well.  Minimal  custodial  care  was  the 
standard,  and  many  a poorhouse  superintendent  was 
reputed  to  have  enriched  himself  by  way  of  the  in- 
mates’ labor. 

Quoting  from  Edward  S.  VanDuyn,  M.D.*:  “With 
no  hospitals  or  state  institutions  then  existing  as 
examples,  these  ‘almhouses’  and  ‘poor  houses’  and 
‘workhouses’  as  they  were  variously  called,  were 
modelled  after  the  only  existing  institution,  the 

* From  unpublished  reports  and  papers  at  VanDuvn  Home  and 
Hospital. 


1'  - 


FIGURE  2.  One  of  five  buildings  of  Onondaga  Tuberculosis 
Sanatorium,  opened  1916.  Sanatorium  taken  over  by  New 
York  State  in  1948,  closed  in  1959.  VanDuyn  Home  and 
Hospital  uses  building  today. 

county  jail  ...  . People  long  accustomed  to  per- 
sonally caring  for  their  old  and  sick  felt  a sense  of 
shame  to  thus  abandon  them.” 

The  county  infirmary 

During  1860  a building  was  completed  for  accom- 
modation of  the  insane.  It  was  not  until  1900  that 
an  infirmary  for  the  segregation  of  physically  ill 
persons  was  constructed,  although  by  that  time  there 
had  been  a general  exodus  of  the  insane  to  the  newly 
opened  State  hospital,  and  in  1916,  the  Onondaga 
County  Tuberculosis  Sanatorium  was  opened  (Fig. 
2).  Bv  1945  the  infirmary,  by  then  called  the  County 
Hospital,  had  more  patients  than  any  other  medical 
facility  in  the  City  of  Syracuse  or  in  Onondaga 
County.  The  Welfare  Department  was  swamped 
with  admission  applications  for  the  county  home. 
Fifteen  percent  of  the  beds  in  the  acute  hospitals 
were  occupied  by  chronic  cases  because  of  inadequate 
numbers  of  chronic  beds  available  in  the  community. 
There  was  a severe  shortage  of  nurses  interested  in 
chronic  care. 

An  advisory  board  was  appointed,  which  recom- 
mended that  a medical  director  be  found  to  be  in 
charge  of  the  County  Hospital.  By  that  time  there 
were  254  beds  for  patients  requiring  hospital  care,  a 
maternity  ward,  150  beds  for  the  disabled  requiring 
less  care,  and  400  county  home  “inmates.”  There 
were  2 physicians,  6 graduate  nurses,  30  nurse  help- 
ers, and  15  mostly  untrained  orderlies.  There  were 
four  single  rooms  for  very  ill  patients  needing  isola- 
tion; otherwise  patients  were  in  open  wards.  There 
was  no  dietician  or  physical  therapist.  The  County 
Hospital  was  the  sixth  largest  in  the  State  of  New 
York  and  the  only  one  of  them  which  had  not  been 
reorganized  and  modernized.  In  1945  it  was  rec- 
ommended by  the  advisory  board  that  600  beds  were 
needed  in  a newly  modernized  plant. 

The  VanDuyn  family 

Three  generations  of  VanDuyns  have  practiced 
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medicine  in  Syracuse.  The  first,  John  VanDuyn, 
M.D.,  Princeton  University  1862,  University  of 
Louisville  Medical  College  1865,  and  Civil  War  sur- 
geon, early  became  associated  with  the  New  York 
State  School  for  Idiots,  later  named  Syracuse  State 
School,  and  now  named  New  York  State  Develop- 
mental Center.  He  joined  the  original  Syracuse 
medical  faculty  in  1872,  and  became  a distinguished 
professor  of  anatomy  and  surgery.  There  is  no  ref- 
erence in  the  college  records  as  to  how  or  where 
bodies  were  obtained  for  dissection,  but  in  1880  a 
special  meeting  of  the  faculty  was  called  because  “a 
body  in  the  anatomy  rooms  had  been  recognized  by 
friends  as  one  of  an  insane  person  who  died  at  the 
county  poorhouse  some  days  before  and  had  been 
interred  in  the  cemetery  of  that  institution.” 

Edward  S.  VanDuyn,  M.D.,  son  of  John  VanDuyn, 
M.D.,  was  born  in  1872,  and  had  a distinguished  ca- 
reer as  a physician  and  surgeon.  Through  his  efforts 
the  county  fathers  began  to  see  the  need  to  make  a 
serious  effort  toward  developing  a more  adequate 
medical  program  at  the  county  home. 

The  third  generation  was  John  VanDuyn,  M.D., 
known  as  Jack,  who  trained  as  a surgeon  and  later 
moved  to  Texas. 

Onondaga  County  Tuberculosis  Sanatorium 

An  old  gentleman  interviewed  by  Edward  S. 
VanDuyn,  M.D.,  said  he  remembered  how  in  warm 
weather  before  1916,  “the  lungers”  were  put  out  in 
tents  that  looked  like  a row  of  chicken  coops.  He  also 
recalled  the  day  in  the  spring  of  1890  when  a general 
exodus  of  the  insane  to  the  newly  opened  State  hos- 
pital took  place.  The  patients,  some  stunned  and 
quiet,  some  excited  and  noisy,  were  loaded  into  wa- 
gons under  the  care  of  numerous  guards  and  driven 
to  the  railroad  station  to  be  transferred.  In  1916, 
there  was  a similar  exodus  when  the  newly  built 
sanatorium  for  the  care  of  those  suffering  from  tu- 
berculosis opened  its  doors.  The  transfer  of  these 
two  groups,  and  the  fact  that  more  and  more  of  the 
sick  were  being  cared  for  in  hospitals  and  clinics, 
greatly  changed  the  character  of  the  county  home  It 
still  housed  the  aged,  the  chronically  diseased,  and 
still  remained  a haven  for  the  unemployed,  particu- 
larly in  the  winter  time. 

The  story  of  the  Onondaga  Tuberculosis  Sanato- 
rium is  recorded  elsewhere.  It  had  one  of  the  first 
x-ray  units  in  the  county,  an  old  Campbell,  which  was 
enclosed  in  a large  wooden  cabinet,  with  a circular 
metal  disk  nearly  two  feet  in  diameter  inside  which 
whirled  at  tremendous  speed.  It  required  2.5  sec- 
onds to  take  a chest  x-ray,  and  every  x-ray  was  a 
miracle,  and  even  more  a miracle  that  some  catas- 
trophe did  not  result.  The  films  were  taken  on  glass 
plates. 

In  1948,  the  county  turned  t he  Onondaga  County 
Tuberculosis  Sanatorium  over  to  the  State  of  New 
York  Department  of  Health,  thus  releasing  over 
one-half  million  dollars  annually  for  the  operation 


FIGURE  3.  Community  General  Hospital.  (A)  April,  1958, 
Gov.  Averill  Harriman  signed  bill  sponsored  by  Assemblyman 
Shoeneck  and  Senator  Hughes  authorizing  State  Department 
of  Health  to  return  to  Onondaga  County  40  acres  on  Sana- 
torium property  to  be  used  by  new  community  hospital.  (B) 
Community  General  Hospital  built  on  40  acres  returned  by 
State  of  New  York  Department  of  Health  to  County  in 
1958. 


of  the  county  home  and  hospital.  Patients  requiring 
chest  surgery  were  transferred  to  other  State  hospi- 
tals, namely  Biggs  Memorial  Hospital  in  Ithaca, 
Homer  Folks  Tuberculosis  Hospital  in  Oneonta,  and 
later  Mt.  Morris  Tuberculosis  Hospital.  The  use  of 
effective  antituberculosis  chemotherapy  produced 
a rapid  decrease  in  the  mortality  rate  and  accelerated 
the  declining  morbidity  rate.  Negative  sputum 
cultures  became  a criterion  for  discharge,  and  studies 
revealed  that  once  chemotherapy  was  started,  pa- 
tients became  noncontagious  in  a matter  of  days  and 
could  he  discharged  for  outpatient  treatment.  The 
State  finally  closed  the  sanatorium  in  1959.  A part 
of  the  former  sanatorium  grounds  was  deeded  to  the 
Community  General  Hospital  of  Greater  Syracuse 
(Fig.  3). 

VanDuyn  Home  and  Hospital 

In  1954,  a new  medical  director  for  the  County 
Home  and  Hospital  was  appointed.  The  County 
Hospital  was  renamed  the  Edward  S.  VanDuyn 
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FIGURE  4.  Aerial  view  of  new  VanDuyn  Home  and  Hospital 
taken  one  year  before  projected  opening. 


Memorial  County  Hospital  of  Onondaga  County  and 
since  then  has  been  referred  to  as  VanDuyn  Home 
and  Hospital  (Fig.  4).  Herbert  Notkin,  M.D.,  ap- 
pointed as  medical  director  in  1954,  supervised  a 
major  expansion  of  the  medical,  nursing,  and  ancil- 
lary services.  The  medical  directors  have  been 
Herbert  Notkin,  M.D.,  Kenneth  W.  Wright,  M.D., 
Louis  Fournier,  M.D.,  and  the  present  medical  di- 
rector, Arthur  Dube,  M.D. 

The  year  1965  saw  the  passage  of  Medicare  and 
Medicaid  legislation,  and  this  marked  a major  change 
in  America's  philosophy  of  care  for  the  aged.  Since 
then  there  has  been  a decided  change  in  the  quality 


and  quantity  of  medical  care  available,  and  t he  major 
changes  being  implemented  have  brought  old-age 
institutions  into  the  twentieth  century.  Essentially 
a cottage  industry  until  mid-century,  nursing  homes 
began  to  change  drastically  as  a stream  of  Federal 
money  started  on  its  way  through  the  rocks  and 
shoals  of  bureaucratic  regulations.  The  states  be- 
came recipients  of  Federal  money  and  had  to  develop 
standards  of  care.  There  is  now  a welter  of  over- 
lapping and  confusing  state  and  Federal  regulations 
applying  to  the  nursing  home  industry. 

The  county  farm  was  abandoned  in  1962.  Onon- 
daga Community  College  campus  took  over  some  of 
the  pasture  and  crop  land.  Hillbrook  Detention 
Home  is  also  built  on  a part  of  the  farm  land.  The 
dam  of  Old  Fogey  Pond,  which  was  the  original  water 
supply  for  the  county  home,  overflowed  in  1973, 
sending  a flood  of  water  against  some  of  the  county 
home  buildings. 

Summary 

This  brief  history  encompasses  over  150  years  from 
1826  to  1978,  and  is  an  attempt  to  record  the  genesis 
of  poorhouse  to  medical  facility.  The  Onondaga 
County  Poor  House  preceded  by  50  years  any  hos- 
pital in  the  community,  and  was  the  progenitor  for 
several  medical  and  health-related  facilities. 

4896  South  Avenue 
Syracuse,  New  York  13215 
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for  manuscript  typing. 
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YOUR  MEMBERSHIP  BENEFITS 

Members  of  the  Medical  Society  of  the  State  of  New  York  are  entitled  to  the  many  benefits  outlined 
below.  We  suggest  that  you  retain  this  section  for  future  reference,  bring  it  home  and  share  it  with 
your  family.  Use  the  return  coupon  on  facing  page  to  obtain  detailed  information  on  the  benefits 
that  interest  you. 

PRODUCTS  AND  SERVICES 

FINANCIAL  SERVICES  FROM  A MAJOR  NEW  YORK  BANK 

THE  BEST  BUYS  IN  AUTOMOBILES.  Whether  you  are  purchasing,  leasing  or  renting,  there  are  4 special 
programs  for  car  rentals  at  special  prices. 

CONCERT/THEATRE  CLUB/PURCHASE  POWER  offers  MSSNY  members  discounts  on  various  consumer 
products  through  retail  outlets;  available  throughout  the  State. 

QUALITY  OFFICE  FURNITURE  at  specially  negotiated  prices. 

ADVANCED  COMPUTER  BILLING  SERVICES  for  members  only  at  specially  discounted  rate.  Complete  services 
are  state-wide.  Also  available  a specially  designed  software  package  for  the  physician's  office. 

ENCYCLOPEDIA.  Two  of  the  foremost  publishers  of  encyclopedias  are  giving  special  prices  to  members. 

AYNSLEY  BONE  CHINA  & LLADRO  PORCELAINS  are  imported  directly  from  Ireland  at  special  low  prices. 

PHYSICIANS’  SPORTS  CLUB.  Offering  a wide  spectrum  of  trips  at  special  membership  rates. 

ELECTRONIC  BLOOD  PRESSURE  MACHINES  and  Flotation  Mattresses  at  specially  negotiated  prices. 
QUALITY  TIRES  at  discounted  prices. 

MAJOR  APPLIANCES  at  wholesale  prices. 

SECURITY  SYSTEMS  for  the  protection  of  home  and  office. 

PORTRAITS  by  an  internationally  known  artist,  at  special  membership  prices. 

REAL  ESTATE  TRANSACTIONS  at  discounted  commissions,  and  special  mortgage  services. 

TELEPHONE  ANSWERING  EQUIPMENT  at  a special  discount. 

BUSINESS  MACHINES  & EQUIPMENT  including  dictating  and  transcribing  devices,  discounted  up  to  25%. 

PHYSICIANS  BUYING  CO.  for  office  and  medical  equipment  and  supplies,  including  furniture  at  approximately 
30%  discount. 

TRAVEL  SPORTS  CLUB  for  packaged  trips. 

GROUP  PLAN  INSURANCE  PROTECTION  for  members  and  their  families. 

Designed  to  supplement  county  medical  society  programs  where  identical  programs  exist,  the  following  plans  offer 
more  extensive  coverage  at  much  lower  rates  than  you  could  obtain  on  an  individual  basis 
a Disability  Income  Program  with  Special  Renewal  Guarantee’. 

Medically  insurable  members  under  the  age  55  may  add  protection  of  up  to  $500  per  week  payable  if  they  become 
totally  disabled  by  accident  or  sickness.  Guaranteed  coverage  of  $150  a week  under  Plan  5-2  to  new  members 
under  45  who  apply  within  60  days  of  joining  the  Society 

b Disability  Overhead  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  age  60  may  add  up  to  $1500  a month  expense  reimbursement  for  continuing 
practice  expenses  in  the  event  of  disability.  The  cost  of  this  protection  is  tax-deductible. 

c Hospital  Indemnity  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  supplementary  hospital  protection  up  to  $80  per  day  Spouse  and  children  may 
be  included  optionally  Skilled  nursing  home  benefits  are  available  Plan  may  be  renewed  for  life  of  insured  person 
member,  spouse  or  child. 

d Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  protection  up  to  $ 100,000.  Total  amount  is  also  paid  if  the  member  Is  permanently 
and  totally  disabled  as  the  result  of  an  accident,  after  12  consecutive  months  of  total  disability 

Continued 
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■ The  renewal  of  your  policy  is  guaranteed  so  long  as  (a)  you  are  a member  of  MSSNY,  (b)  you  are  under  age  70, 
(c)  you  remain  actively  engaged  in  medicine  and  (d)  the  Society  sponsors  this  Plan  and  does  not  sponsor  or  endorse 
any  other  similar  program 

Group  Life  Plan  with  Special  Renewal  Guarantee.  Society  members  under  age  65  who  are  medically  insurable 
may  add  up  to  $50,000  term  life  protection  New  MSSNY  members  under  age  65  are  guaranteed  substantial 
amounts  of  the  protection  without  regard  to  medical  history,  if  they  apply  within  60  days  of  joining  MSSNY 
Tax-deductible  coverage  is  available  for  a physician's  employees  or  the  physicians  and  other  employees  in 
a professional  corporation. 

Renewal  guarantee  By  special  agreement  with  MSSNY,  the  Company  cannot  cancel  or  refuse  to  renew  your  group 
life  contract  so  long  as  the  Society  sponsors  this  plan  and  no  competing  life  plan 

UNDERWRITERS  OF  INSURANCE  PLANS: 

The  Society  Group  Life  Plan  is  underwritten  by  Bankers  Life  Co  . Des  Moines.  Iowa,  a leader  in  the  professional  association 
life  field  The  other  endorsed  plans  are  written  by  the  Commercial  Insurance  Co's  of  New  York  City  Commercial  Insurance 
has  written  many  of  the  county  and  district  branch  programs  in  New  York  for  many  years. 

PUBLICATIONS 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE.  Published  monthly,  the  Journal  provides  continuing  medical  education  through  original 
scientific  articles,  case  reports,  symposia  and  seminar  meeting  dates  throughout  New  York  State  It  also  lists  physician  placement 
opportunities,  classified  advertising,  and  the  annual  convention  program 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE.  A biennial  listing  of  over  35.000  physicians  licensed  in  New  York  State  indicating  their 
office  addresses,  specialty  boards  and  colleges  and  official  hospital  staff  appointments,  as  well  as  the  staff  lists  of  hospitals  throughout 
the  state 


MSSNY  MEMBERSHIP  BENEFITS  QUESTIONNAIRE 

Please  send  me  further  information  on  the  following: 

□ Supplemental  Insurance  Programs: 

( ) Disability  Income  Insurance  ( ) Office  Overhead  Expense  Insurance 

( ) Hospital  Indemnity  Insurance  ( ) Accidental  Death  & Dismemberment  Insurance 


( ) Group  Term  Life  Insurance 

□ Computer  Services 

□ Office  Computer  Software 

□ Encyclopedia 

□ Car  Leasing 

□ Office  Furniture 

□ Britannica  □ Americana 

□ Car  Rental 

□ Blood  Pressure  Machines 

□ Book  of  Knowledge 

□ Car  Purchasing 

□ Aynsley  Bone  China 

□ Quality  Tires 

□ Physicians'  Sports  Club 

Pattern,  Quantity  . . . 

□ Major  Appliances 

□ Concert  Theatre  Club 

□ Lladro  Porcelains 

□ Security  Systems 

□ Financial  Services 

Model/No.  . . . 

□ Portraits 

□ Real  Estate  Transactions 

□ Business  Machines  & Equip. 

□ Travel  Sports  Club 

□ Telephone  Answering  Equip. 

□ Physician  Buying  Co. 

Namp 

(please  print ) 

Address 

ZIP 

County  Medical  Society, 


-Tel  #_ 


Please  return  questionnaire  to:  Division  of  Insurance  & Membership  Benefits,  c/o  MSSNY,  420  Lakeville 

Rd.,  Lake  Success,  N Y.  11042.  Phone:  (516)  488-6100.  ext  371/2. 
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The  Epic  of  Gilgamesh 

Resolution  of  concepts  of  evil  and 
death  in  ancient  Babylonia 

RUTH  SPIELMEYER,  M.D. 

New  York  City 

Instructor  in  Psychiatry,  the  Mount  Sinai  School  of  Medicine 


The  Epic  of  Gilgamesh 1 is  important  to  us  because 
it  is  the  earliest  known  epic  that  deals  with  man’s 
different  approaches  toward  depression,  grief,  denial 
of  death,  and  the  search  for  immortality.  From  the 
literary  and  humanistic  point  of  view  it  is  the  most 
beautiful  “surviving  epic  from  any  period  until  the 
appearance  of  Homer’s  Iliad. 

Gilgamesh  is  thought  to  have  been  an  historic 
figure;  he  probably  lived  about  2850  B.C.2  His  name 
is  found  on  a list  of  Sumerian  kings,  and  it  is  recorded 
there  that  he  was  the  fifth  king  to  reign  in  the  City  of 
Uruk  after  the  great  flood.  In  his  book  Mythology 
of  All  Races,  Langdon3  states  that  there  is  ar- 
cheologic  evidence  of  several  great  floods;  the  earliest 
one  may  he  placed  shortly  before  4000  B.C. 

Uruk  was  a city  situated  close  to  the  Euphrates, 
some  100  miles  south  of  the  later  city  of  Babylon.  It 
was  one  of  the  cities  inhabited  by  the  Sumerian 
people  who  invented  cuneiform  writing  during  the 
fourth  millenium  B.C. 

Some  of  the  basic  poems  of  the  Gilgamesh  story 
were  written  down  in  Sumerian  during  the  first 
centuries  of  the  second  millenium.  But  according 
to  Kramer4  the  elaboration  of  the  plot  and  the  elab- 
oration of  the  final  story  are  t hought  to  he  of  Semitic 
(that  is,  Akkadian  and  Babylonian)  origin.  It  was 
the  Babylonians  who  invented  the  death  of  Enkidu, 
the  intimate  friend  of  Gilgamesh,  and  his  quest  for 
immortality.  The  version  on  which  I am  basing  most 
of  my  comments  and  from  which  I have  taken  most 
of  my  quotations  is  the  English  rendition  by  Sand- 
ers,1 which  is  founded  on  Sumerian  as  well  as  the 
later  Akkadian,  Hittite,  and  Babylonian  sources. 
His  last  chapter,  describing  the  deat  h of  Gilgamesh, 
is  purely  Sumerian  in  origin. 

The  epic 

Gilgamesh  is  described  as  being  two-thirds  god  and 


one-third  man.  We  meet  him  after  he  has  already 
built  great  ramparts  and  temples  in  Uruk  and  has 
been  successful  in  many  exploits.  The  Epic  states 
that  “None  could  withstand  his  arms.”5  But  now  he 
seems  drunk  with  power  and  lust  and  ravishes  all  the 
maidens  as  well  as  the  wives  of  the  warriors.  We  can 
assume  that  he  is  acting  out  an  underlying  depres- 
sion, when  there  are  no  more  battles  to  be  fought. 

Enkidu 

Enkidu  is  formed  by  the  gods  as  a remedy;  he  is  to 
be  Gilgamesh’s  “own  reflection.”5  At  first  Enkidu 
is  a child  of  nature  and  innocent  of  mankind.  He  has 
long  hair  like  a woman’s;  he  lives  with  the  beasts;  he 
eats  grass  and  drinks  water  from  springs;  and  he  frees 
the  animals  he  finds  caught  in  man-made  traps.  He 
seems  to  have  all  the  tenderness  that  is  lacking  in 
Gilgamesh.  He  lives  peacefully  in  the  forest,  as  a 
child  in  a Sumerian  garden  of  Eden. 

If  we  accept  the  psychoanalytic  theory  that 
mythology  consists  of  an  outward  projection  of  man’s 
personal  development  and  beliefs,  then  Eden  rep- 
resents a retrospective  idealization  of  early  child- 
hood, namely,  the  time  before  the  onset  of  major  re- 
pression during  the  oedipal  period,  a time  that 
mankind  often  envisages  as  one  of  blissful  happiness 
with  his  parents. 

Enkidu  must  overcome  his  child-like  naivete  to 
become  a man.  This  “fall”  from  innocence  is 
brought  about  by  the  temple  prostitute  who  teaches 
him  the  art  of  love-making  for  six  days  and  seven 
nights.  She  also  teaches  him  to  eat  human  food  and 
to  drink  wine,  as  well  as  to  shave  his  hair  and  to  cover 
himself  with  clothes.  Yastrow6  points  out  that  al- 
though Adam  is  expelled  from  paradise  as  punish- 
ment, Enkidu  is  asked  to  leave  it  as  a necessary  step 
toward  a higher  existence. 

The  prostitute  then  tells  Enkidu  about  the  unruly 
behavior  of  the  King  of  Uruk. 

When  Enkidu  hears  of  this  he  decides  to  go  to  town 
to  challenge  him.  After  a violent  fight  Gilgamesh 
throws  Enkidu  to  the  ground,  but  then  immediately 
his  fury  dies  down  because  he  has  recognized  that  the 
strength  of  Enkidu  is  equal  to  his  own.  Thus,  they 
become  brothers. 

Brotherhood 

A short  time  later  Gilgamesh  has  a dream.  We  are 
not  told  its  content,  only  Enkidu’s  interpretation;  it 
introduces  the  central  theme  of  the  epic.  Enkidu 
explains  to  Gilgamesh  that  his  dream  means  that 
while  the  gods  have  given  him  kingship,  they  have  not 
given  him  everlasting  life. 

Enkidu  admonishes  Gilgamesh  not  to  be  sad  about 
not  attaining  everlasting  life.  But  Gilgamesh,  in 
response,  wants  to  go  into  the  lands  “of  the  living,” 
namely,  the  lands  of  the  gods  who  have  everlasting 
life.7  He  wants  to  destroy  evil  there.  He  intends  to 
kill  Humbaba,  the  ferocious  giant  who  guards  the 
forest  of  the  gods.  The  denial  of  mortality  is  clearly 
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indicated  here  in  that  Gilgamesh  assumes  that  he, 
who  is  mortal,  can  bring  about  a change  in  what  the 
immortal  gods  have  instituted. 

It  is  interesting  that  Humbaha  was  appointed  to 
guard  the  forest  of  the  gods  at  the  behest  of  Enlil  who 
is  the  father  of  the  Sumerian  gods.  We  can  see  how 
the  evil  of  the  father  of  the  gods  is  split  off  from  him 
and  symbolized  by  a vicious  giant. 

One  is  reminded  here  of  Freud’s8  statement  that 
"heroes  are  first  and  foremost  rebels  against  God  or 
against  something  divine.” 

Eternal  evil 

After  some  hesitation,  the  heroes  set  out  on  their 
journey  to  the  cedar  forest  and,  having  overcome 
much  conflict  and  trepidation,  they  fell  several  trees 
and  slay  the  evil  giant  with  the  help  of  the  sun-god 
Shamash,  who  is  also  the  god  of  truth. 

When  the  god  Enlil  sees  what  the  heroes  have 
done,  it  is  made  clear  for  the  first  time  in  the  epic  that 
mortals  cannot  change  what  the  gods  have  instituted. 
It  is  stated  that  Enlil  “took  again  the  blaze  and  the 
glory  that  had  been  Humbaba’s;  he  gave  it  to  the 
barbarians,  to  the  lion,  to  the  wilderness,  to  the  fu- 
rious daughter  of  Ereshkigal”  (the  queen  of  the  un- 
derworld).9 In  other  words,  Gilgamesh’s  dream  of 
uprooting  evil  comes  to  naught. 

The  Babylonians  not  only  accepted  sexuality 
without  guilt,  they  were  also  aware  that  evil  is  ever- 
present, in  spite  of  idealistic  attempts  to  abolish  it. 

Demise  of  Enkidu 

The  gods  demand  revenge  for  the  heroes’  trans- 
gressions against  them.  Enkidu  dreams  that,  at  a 
gathering  of  the  gods,  it  has  been  decided  that  he 
must  die.  He  carries  the  greater  blame  because  it 
was  he  who  led  Gilgamesh  to  the  forest  where  he  once 
lived  before  he  became  “a  man”;  it  was  he  who  gave 
Gilgamesh  the  final  encouragement  to  kill  Humbaba. 
Enkidu  becomes  ill.  It  seems  as  though  he,  initially 
the  gentler  one,  cannot  bear  the  guilt  and  therefore 
knows  that  he  must  die.  He  curses  those  who  de- 
prived him  of  his  original  child-like  innocence  and 
made  him  a man  of  "knowledge.”  Shamash,  the 
sun-god,  consoles  him  by  saying  that  when  Enkidu 
dies,  Gilgamesh  will  let  his  hair  grow  long  and  wear 
a lion’s  pelt,  and  wander  through  the  desert;  in  other 
words,  Gilgamesh  will  incorporate  some  of  Enkidu’s 
former  characteristics  during  his  grief. 

Before  his  death  Enkidu  tells  Gilgamesh  of  having 
had  a dream  in  which  the  underworld  is  depicted  as 
a dreary  place  in  which  all  men,  even  kings,  are  the 
same.  Gilgamesh  replies  that  “the  dream  was  mar- 
velous, but  the  terror  was  great;  we  must  treasure  the 
dream  whatever  the  terror;  for  the  dream  has  shown 
that  misery  comes  at  last  to  the  healthy  man;  the  end 
of  life  is  sorrow.”  10 

W hen  Enkidu  is  dead  Gilgamesh  weeps  for  him 
and  decrees  mourning  for  all.  He  weeps  for  seven 
days  and  has  a statue  made  of  his  friend. 


But  then  Gilgamesh  rebels  against  the  acceptance 
of  reality.  He  says  at  one  point  that  he  thought  his 
friend  would  come  back  because  of  his  weeping. 
However,  he  does  not  become  unruly  again,  nor  does 
he  rail  against  the  gods.  In  his  grief  he  seems  to  have 
incorporated  the  more  gentle  characteristics  of 
Enkidu. 

Search  for  immortality 

Gilgamesh  sets  out  in  search  of  everlasting  life.  He 
cries:  “How  can  I rest,  how  can  I be  at  peace?  De- 
spair is  in  my  heart.  What  my  brother  is  now,  that 
shall  I be  when  I am  dead.  Because  I am  afraid  of 
death,  I will  go,  as  best  I can,  to  find  Utnapishtim, 
whom  they  call  the  faraway,  for  he  has  entered  the 
assembly  of  gods.”  11  Utnapishtim  together  with  his 
wife  and  the  boatman  have  achieved  immortality. 
Utnapishtim  is  the  Sumerian  Noah.  He  lives  in  the 
garden  of  gods,  in  Dilmun  (the  modern  island  of 
Bahrein).12  He  is  the  only  man  who  survived  the 
great  Hood  because  he  was  the  most  virtuous  of  men 
and,  therefore,  was  chosen  by  the  god  Ea,  the  wise 
god  of  the  sweet  water,  to  build  a boat  for  himself  and 
for  pairs  of  all  living  creatures.  According  to 
Thorkild  Jacobsen,  Enlil,  who  had  initially  sent  the 
Hood  to  destroy  all  of  mankind  because  of  their 
wickedness,  later  “repented  the  sending  of  the  flood 
as  a rash  act  and  gave  Utnapishtim  eternal  life  as  a 
reward  for  saving  life  on  earth.”  13 

This  obvious  parallel  to  the  Bible  story  shows  us 
the  guilt  that  man  carried  from  very  ancient  times. 

After  an  arduous  journey  through  deserts,  over 
mountains,  and  across  the  ocean,  Gilgamesh  finally 
reaches  Dilmun. 

W’hen  Utnapishtim  sees  Gilgamesh  he  asks:  “What 
is  your  name,  you  who  come  here  wearing  the  skin  of 
beasts,  with  your  cheeks  starved  and  your  face 
drawn?”  14  And  Gilgamesh  answers:  “Because  of 
my  brother  I am  afraid  of  death;  because  of  my 
brother  I stray  through  the  wilderness,  his  fate  lies 
heavy  upon  me.  How  can  I be  silent,  how  can  I rest? 
He  is  dust  and  1 shall  die  also  and  be  laid  in  the  earth 
forever.”  Then,  in  a statement  typical  of  grief,  he 
adds,  “I  have  lost  acquaintance  with  sleep  which  is 
sweet.”  15  He  asks  Utnapishtim  “How  shall  I find 
the  life  for  which  I am  searching?”  16  Utnapishtim 
tells  him  there  is  not  permanence.  The  gods  allot  life 
and  death,  “but  the  day  of  death  they  do  not  dis- 
close.” 16 

Mortality  test 

After  Utnapishtim  has  told  Gilgamesh  the  story 
of  his  survival  of  the  flood,  he  puts  Gilgamesh  to  the 
test  to  show  him  how  very  mortal  he  is.  He  asks  him 
to  prevail  against  sleep  for  six  days  and  seven  nights. 
But  Gilgamesh,  who  had  been  sleepless  before,  now, 
probably  feeling  more  secure  near  Utnapishtim,  falls 
into  a long  sleep.  “The  mist  of  sleep  like  soft  wool 
teased  from  the  fleece  drifted  over  him.”  17 

Utnapishtim  is  aware  that  all  men  try  to  deny  how 
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weak  they  are,  and  he  expects  that  Gilgamesh  will  not 
believe  how  long  he  has  slept.  Therefore,  he  asks  his 
wife  to  bake  a new  loaf  of  bread  each  day  and  to  put 
it  beside  the  head  of  Gilgamesh.  When  he  wakes  he 
will  find  each  loaf  of  bread  in  the  appropriate  con- 
dition depending  on  how  long  ago  it  was  baked. 
Seeing  the  number  of  loaves,  he  will  not  be  able  to 
deny  how  long  he  has  slept.  When  Gilgamesh 
awakens  and  indeed  realizes  how  long  he  has  slept, 
he  makes  a beautiful  comparison  between  sleep  and 
death  and  exclaims:  “Already  the  thief  of  night  has 
hold  of  my  limbs;  death  inhabits  my  room;  wherever 
my  foot  rests,  there  I find  death.”  18  We  can  see  from 
this  statement  that  Utnapishtim  is  beginning  to  help 
Gilgamesh  with  his  denial.  However,  Utnapishtim 
also  understands  the  healing  power  of  sleep,  for  he 
now  orders  the  ferryman  who  had  brought  Gijgamesh 
to  take  away  the  wild  skins  that  Gilgamesh  has  worn 
on  his  journey.  He  asks  him  to  wash  Gilgamesh  and 
to  give  him  new  garments  for  his  homeward  journey. 
They  seem  to  signify  that  Gilgamesh  will  now  accept 
man’s  lot  and  recover  from  his  grief. 

Only  at  the  urging  of  his  wife  does  Utnapishtim 
finally  tell  Gilgamesh  about  the  plant  that  grows 
under  the  water  and  can  restore  youth  to  a man. 
Gilgamesh  dives  for  it  and  takes  it  with  him  on  his 
journey  back  to  Uruk. 

When  he  and  the  boatman  reach  land  and  stop  for 
the  night,  Gilgamesh  sees  a well  of  cool  water  and 
bathes  in  it;  but  deep  in  the  pool  there  is  a serpent 
who  senses  the  sweetness  of  the  flower.  “It  rose  out 
of  the  water  and  snatched  it  away  and  immediately 
it  sloughed  its  skin  and  returned  to  the  well.”  19 
Snakes  were  thought  to  have  many  lives  because  they 
shed  their  skin. 

When  Gilgamesh  realizes  what  has  happened,  he 
weeps  and  exclaims:  “Was  it  for  this  that  I toiled 
with  my  hands,  is  it  for  this  I have  wrung  my  heart’s 
blood?”  19  But  his  lament  is  brief  and  one  gets  the 
feeling  that  he  is  coming  to  accept  the  inevitability 
of  his  mortality.  Gilgamesh  returns  home  to  Uruk 
and  has  his  story  engraved  on  a stone. 

Opposing  interpretations 

In  1946  the  great  archeologist  Jacobsen20  came  to 
the  opposite  conclusion  from  mine.  In  his  essay 
“Mesopotamia:  The  Good  Life,”  he  stated:  “The 
Epic  of  Gilgamesh  does  not  come  to  a harmonious 
end,  the  emotions  which  rage  in  it  are  not  assuaged; 
nor  is  there,  as  in  tragedy,  any  sense  of  catharsis,  any 
fundamental  acceptance  of  the  inevitable.  It  is  a 
jeering,  unhappy,  unsatisfying  ending.  An  inner 
turmoil  is  left  to  rage  on,  a vital  question  finds  no 
answer.”  20 

But  in  1976,  in  his  hook  The  Treasures  of  Dark- 
ness,2^ he  says:  “The  mood  in  which  he  meets  this 
final  defeat,  however,  is  new  and  other  than  what  he 
has  been  capable  of  before;  it  is  one  of  composure,  one 
of  resignation,  even  humorous,  self-ironical  resig- 
nation, not  of  terror  and  despair.  This  late  and 


dearly  won  resignation,  this  acceptance  of  reality, 
finds  symbolic  expression  in  the  epic  in  a return  to 
where  we  began,  to  the  walls  of  Uruk,  which  stand  for 
all  time  as  Gilgamesh’s  lasting  achievement.  Man 
may  have  to  die,  but  what  he  does  lives  after  him. 
There  is  a measure  of  immortality  in  achievement, 
the  only  immortality  man  can  seek.”  21  Jacobsen’s 
recent  statement  is  probably  based  on  the  translation 
of  texts  of  the  epic  that  were  not  available  30  years 
ago. 

Sanders22  ends  his  story  with  the  Sumerian  poem 
of  the  death  of  Gilgamesh.  In  it  the  god  of  the  snake 
is  mentioned  as  being  also  the  lord  of  the  “Tree  of 
Life.”  The  implication  can  be  drawn  that  man  can 
achieve  a kind  of  immortality  through  propagation. 
Thus,  even  though  Gilgamesh  does  not  express  ac- 
quiescence to  his  fate  in  words,  the  poet  expresses 
symbolically  the  mortality  of  the  individual,  but  the 
immortality  through  propagation.  Again,  as  in  the 
humanization  of  Enkidu,  no  sin  or  guilt  is  associated 
with  the  snake,  or  the  “Tree  of  Life.” 

Comment 

It  is  perhaps  not  surprising  that  the  Babylonians 
were  the  first  people  in  the  ancient  Near  East  to 
create  an  epic  with  so  much  emphasis  on  the  denial 
of  death  and  such  an  intense  search  for  immortality. 
For  their  concept  of  life  after  death  was  a dreary 
one. 

Heidel23  describes  this  well  in  his  book,  The  Gil- 
gamesh Epic  and  Old  Testament  Parallels.  He 
states  that  most  of  the  ancient  Hebrews  thought  of 
man  as  originally  created  immortal  and  thought  of 
death  as  a mere  period  of  sleep  before  the  resurrec- 
tion into  the  realm  of  the  same  God  who  had  created 
them  as  well  as  heaven  and  earth.  However,  the 
Babylonians  thought  of  man  as  having  been  created 
mortal  and  of  ending  up,  after  death,  in  a dark  and 
gloomy  terrain  below  the  earth.  In  it,  kings  as  well 
as  common  people,  the  righteous  as  well  as  the  evil, 
would  have  a similar  fate.  They  would  exist  there 
under  the  reign  of  a separate  Pantheon  from  that  of 
the  gods  who  had  ruled  them  while  they  were  living 
on  earth.  They  had  no  possibility  of  ever  being  re- 
leased from  the  realm  of  darkness. 

According  to  one  version  of  the  epic,  Gilgamesh 
descends  into  the  underworld  to  see  his  friend  Enk- 
idu. He  asks  him  to  tell  him  of  his  experiences  there. 
But  Enkidu  says  “I  cannot  tell  thee  my  friend,  I 
cannot  tell.  Death  is  a mystery  and  must  always 
remain  such.”24 

Similarly,  later,  Freud  was  to  say  that  “death  was 
mute  and  contributed  to  the  deepest  riddle.”25 

In  my  opinion,  the  epic  shows  us  that  man  has  at- 
tempted to  challenge  the  laws  of  the  gods  (or,  as  we 
would  say  nowadays,  the  laws  of  nature)  from  the 
most  ancient  times.  He  has  attempted  to  uproot  evil, 
to  deny  death,  and  find  immortality.  In  my  judg- 
ment, The  Epic  of  Gilgamesh  is  unique  among  the 
most  ancient  myths  in  that  it  ends  by  working 
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through  grief  and  by  coming  to  terms  with  the  most 
puzzling  concepts,  those  of  evil  and  of  death. 

Summary 

The  Epic  of  Gilgamesh,  written  around  the  be- 
ginning of  the  second  millenium  B.C.  in  Babylonia, 
is  important  to  us  because  it  is  the  first  myth  that 
deals  with  man’s  different  approaches  toward  de- 
pression and  denial  of  death  at  different  stages  of  his 
life.  The  epic  is  unique  among  the  literature  of  the 
ancient  cultures  of  the  “fertile  crescent”  in  that  grief 
is  worked  through,  and  the  inevitability  of  mortality 
is  finally  accepted. 

4 East  89th  Street 
New  York.  New  York  10028 


References 

1.  Sanders,  N.  K.:  The  Epic  of  Gilgamesh,  Baltimore, 
Penguin  Books,  1964,  p.  8. 

2.  Crawford,  V.  E.:  Curator  in  Charge,  Ancient  Near  East 
Department,  Metropolitan  Museum  of  Art,  New  York  City,  per- 
sonal communication,  1977. 

2.  Langdon,  S.  H.:  The  Epic  of  Gilgamesh,  in  Mythology  of 
All  Races,  New  York,  Cooper  Square  Publishers,  Inc.,  1946,  vol. 

5.  p.  203. 

4.  Kramer,  S.  N.:  History  Begins  at  Sumer,  Garden  City, 
New  York,  Doubleday  and  Company,  Inc.,  1959,  chap.  23,  p. 
195. 

5.  Sanders,  N.  K.:  The  Epic  of  Gilgamesh,  Baltimore, 

Penguin  Books,  1964,  p.  60. 


Cool  days  and  early  start 
urged  for  running  races 

Schedule  cross  country  races  on  days  when  the  temper- 
ature is  no  higher  than  78  degrees,  start  the  race  at  8 a.m. 
or  earlier,  and  have  plenty  of  water  to  drink  for  the  run- 
ners. 

These  are  the  admonitions  of  University  of  Wisconsin 
physicians  to  novice  distance  runners  to  help  them  avoid 
heatstroke  in  road  races.  Drs.  Peter  G.  Hanson  and  Ste- 
phen W.  Zimmerman  of  Madison,  Wis.,  report  in  the  July 
13  -Journal  of  the  American  Medical  Association  on 
treatment  of  several  runners  who  suffered  heatstroke  near 
the  end  of  long  races. 

The  races  ranged  from  6 to  25  miles.  Most  of  the 
problems  came  near  the  end  when  the  runners  tried  to  step 
up  their  pace  for  a fast  finish  in  the  hopes  of  winning,  Drs. 
Hanson  and  Zimmerman  point  out. 
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Penguin  Books,  1964,  p.  82. 
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Each  of  the  victims  showed  symptoms  of  incoherent 
speech  and  disorientation,  with  staggering,  shortly  before 
collapsing.  First  aid  treatment  involved  cooling  the  victim 
as  quickly  as  possible,  using  crushed  ice  over  damp  towels 
on  the  head,  torso,  and  legs.  This  was  accompanied  by 
giving  of  water  and  followed  by  medical  treatment. 

First  aid  stations  should  be  located  at  least  every  three 
miles  along  the  running  route.  Runners  should  be  en- 
couraged to  drink  water  frequently  to  replace  body  fluids 
lost  through  sweating. 

Medical  supervisors  should  caution  novice  runners  in 
advance  of  the  race  about  their  limitations.  The  novice 
often  will  attempt  a distance  or  performance  time  well 
beyond  the  training  level  or  physical  work  capacity,  they 
declare. 

Alcoholic  drinks  should  be  discouraged.  Runners 
should  be  warned  not  to  attempt  a substantial  increase  in 
pace  to  catch  up  or  finish  a race  when  symptoms  of  early 
heat  stress  are  present. 
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In  1876,  67-year-old  Charles  Darwin  wrote  in  his 
Autobiography 1 that  in  1837  he  opened  the  first  of 
several  notebooks  and  began  to  enquire  about  the 
causes  of  evolution;  and  then  how  “fifteen  months 
after  I had  begun  my  systematic  enquiry,  I happened 
to  read  for  amusement  Malthus  on  Population,2  and 
being  well  prepared  to  appreciate  the  struggle  for 
existence  which  everywhere  goes  on  from  long-con- 
tinued observation  of  the  habits  of  animals  and 
plants,  it  at  once  struck  me  that  under  these  cir- 
cumstances favorable  variations  would  tend  to  be 
preserved,  and  unfavourable  ones  to  be  destroyed. 
The  result  of  this  would  be  the  formation  of  new 
species.  Here,  then,  I had  at  last  got  a theory  by 
which  to  work  ...  .”  The  Autobiography 1 was 
published  in  1887:  afterwards,  over  many  years,  its 
account  of  the  discovery  of  natural  selection  came  to 
be  generally  accepted. 

Then,  from  1960  to  1974,  Darwin’s  1837  to  1839 
evolutionary  notebooks  were  transcribed,  annotated, 
and  published.3-5  From  a study  of  these,  it  became 
evident  that  the  impact  of  Malthus2  on  Darwin  was 
different  from  that  described  in  the  Autobiography. 1 
Reading  Malthus2  caused  Darwin  to  write  in  his 
notebook:  “One  may  say  there  is  a force  like  a hun- 
dred thousand  wedges  trying  [to]  force  every  kind  of 
adapted  structure  into  the  gaps  in  the  economy  of 
nature,  or  rather  forming  gaps  by  thrusting  out 
weaker  ones.”4 

From  whence  did  Darwin  derive  this  imagery  of 
wedging?  No  one  else  seems  to  have  imagined  a 
wedging  force  of  such  power  and  vividness.  Al- 
lhough, in  England  in  the  1830s,  “to  wedge”  was 
sometimes  used  in  everyday  speech — describing  “to 
drive  or  force  assunder”  or  “to  drive  or  force  in”6 — it 
was  not  a force  that  was  invested  with  unusual  or 
distinctive  attributes. 


It  is  the  contention  of  this  essay  that,  for  Darwin, 
the  image  of  a wedging  force  expressed  both  a view 
of  nature  and  a view  of  himself.  What  follows  will 
assemble  diverse  published  and  unpublished 
sources — Darwin’s  personal  and  scientific  writings, 
and  writings  about  him — to  show  how,  early  in  his 
scientific  career,  he  first  came  to  see  wedging  forces 
in  the  world  and  in  himself;  then  how,  during  his 
speculations  about  evolution,  this  view  further  de- 
veloped; and  how  it  then  influenced  the  elaboration 
of  his  theory  of  natural  selection. 

Geologic  work 

When  Charles  Darwin  was  22  years  old,  his  Cam- 
bridge teacher,  Prof.  John  Stevens  Henslow,  “per- 
suaded” him  “to  begin  the  study  of  geology.”1  He 
then,  in  July,  1831,  began  making  a geologic  map  of 
the  grounds  around  his  Shrewsbury  home,  and 
reading  books  on  geology.7  He  may  have  read  about 
wedge-shaped  geologic  strata,8  or  a short  primer  on 
geology  concerning  veins,  about  the  thickness  of  veins 
at  different  depths,  and  about  whether  or  not  veins 
terminate  in  a wedge,  and  if  so  toward  the  top  or 
bottom,8  and  thought  about  the  forces  that  produced 
these  strata.  Although  his  geologic  work  progressed, 
he  experienced  some  doubts.  When  Henslow  ar- 
ranged for  him  to  accompany  Adam  Sedgwick,  pro- 
fessor of  geology  at  Cambridge  and  one  of  England’s 
leading  geologists,  on  a geologic  expedition,8  he  wrote 
Henslow:  “I  have  not  got  on  much  with  geology:  I 
suspect  that  the  very  first  expedition  wherein  I take 
clinometer9*  and  hammer  in  hand,  will  send  me  back 
very  little  wiser  & a good  deal  more  puzzled  than 
when  I started  out.”10  Here,  in  the  course  of  ex- 
pressing his  fears  about  exposing  himself  to  Sedg- 
wick, he  mentions  one  of  his  most  important 
tools — his  geologic  hammer.  He  would  describe  this 
as:  “a  heavy  hammer,  with  its  two  ends  wedge- 

formed  and  truncated.”9  At  this  time  his  hammer 
weighed  14  pounds.8 

In  August  he  and  Sedgwick  went  walking  on  a 
three-week  geologic  expedition  through  the  moun- 
tains of  North  Wales.  Despite  his  previous  doubts, 
he  worked  effectively  and  impressed  Sedgwick.  He 
later  told  Henslow:  “I  do  not  think  I ever  spent  a 
more  delightful  three  weeks,  than  in  pounding  the 
NW  mountains.”10  His  “delight”  in  “pounding” — a 
delight  in  intelligently  and  aggressively  using  his 
“wedge-formed  and  truncated”  hammer  to  delineate 
geologic  strata  and  collect  minerals  and  fossils — was 
the  beginning  of  his  sense  of  himself  as  a wedging 
force. 

At  this  time,  however,  a good  part  of  his  aggressive 
energies  were  centered  in  hunting  birds.  He  espe- 
cially enjoyed  killing  large  numbers  of  birds  and 
seeing  himself  holding  a gun;  he  would  “practise 
throwing  up  my  gun  to  my  shoulder  before  a look- 
ing-glass to  see  that  I threw  it  up  straight.”1  And  so 

* An  instrument  for  measuring  slopes.  Henslow  may  have 
designed  t he  clinometer  Darwin  was  using. 
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at  the  end  of  his  trip  with  Sedgwick,  as  he  was  walk- 
ing home,  he  was  thinking  of  hunting.  The  hunting 
season  was  due  to  begin  in  several  days.  “At  that 
time,”  he  recalled,  “1  should  have  thought  myself 
mad  to  give  up  the  first  days  of  partridge  shooting  for 
geology  or  any  other  science.”1 

His  life  then  altered:  in  September,  1831,  he  ob- 
tained a position  as  a naturalist  on  H.M.S.  Beagle, 
and  for  the  next  five  years — from  December,  1831, 
until  October,  1836, — he  sailed  around  the  world, 
sojourning  in  South  America,  Australia,  South  Africa, 
and  the  Atlantic  and  Pacific  islands.  In  these  lands 
he  collected  animals  and  plants,  and  he  worked 
especially  hard  to  study  the  evidences  of  the  geologic 
past  and  to  collect  rocks  and  fossils.  At  first  he 
continued  to  experience  his  “old  passion”  for  hunt- 
ing, and  he  shot  for  himself  all  the  birds  and  animals 
he  needed  for  his  collections.1  Gradually,  however, 
he  came  to  feel  that  his  hunting  was  interfering  with 
his  geologic  work.  He  wrote  his  sister  Catherine, 
from  100  miles  south  of  Valparaiso,  that  he  had  hired 
a member  of  the  Beagle  crew  as  his  personal  ser- 
vant— -instructing  him  in  the  use  of  his  gun  and  how 
to  skin  birds  and  preserve  dead  animals — and  this 
servant  then  collected  all  the  birds  and  animals  he 
needed.111 

He  was,  thus,  free  to  concentrate  his  energies  on 
geology,  and  the  passionate  and  aggressive  feelings 
that  he  had  for  hunting  shifted  to  this  interest.  He 
first  mentioned  this  shift  in  an  April  6,  1834,  letter 
from  East  Falkand  Island,  to  his  sister  Catherine: 
“There  is  nothing  like  Geology;  the  pleasure  of  the 
first  day’s  partridge  shooting  or  the  first  day’s 
hunting  cannot  be  compared  to  finding  a fine  group 
of  fossil  bones  which  tell  their  story  of  former  times 
with  almost  a living  tongue.”11  On  July  20, 1834,  he 
wrote  Catherine  from  100  miles  south  of  Valparaiso: 
“Of  one  thing  I am  sure;  that  such  pursuits  [geolo- 
gising] are  sources  of  the  very  highest  pleasures  I am 
capable  of  enjoying.”11  In  his  Autobiography1  he 
recounted  the  shift  from  hunting  to  geology  as  fol- 
lows: “I  discovered,  though  unconsciously  and  in- 
sensibly, that  the  pleasure  of  observing  and  reasoning 
was  a much  higher  one  than  that  of  skill  and  sport. 
The  primeval  instincts  of  the  barbarian  slowly 
yielded  to  the  acquired  tastes  of  the  civilized 
man.” 

In  an  essay  written  for  the  instruction  of  “young 
geologists,”  he  described  the  nature  and  the  aims  of 
geologizing: 

The  young  geologist  must  bear  in  mind  that  to  col- 
lect specimens  is  the  least  part  of  his  labour.  If  he  col- 
lect fossils,  he  cannot  go  wrong;  if  he  be  so  fortunate  as 
to  find  the  bones  of  any  of  the  higher  animals,  he  will, 
in  all  probability,  make  an  important  discovery.  Let 
him,  however,  remember  that  he  will  add  greatly  to  the 
value  of  his  fossils  by  labelling  every  single  specimen, 
by  never  mingling  those  from  two  formations,  and  by 
describing  the  succession  of  the  strata  whence  they  are 
disinterred.  But  let  his  aim  be  higher:  by  making 
sectional  diagrams  as  accurately  as  possible  of  every 


district  which  he  visits  (nor  let  him  suppose  that  accu- 
racy is  a quality  to  be  acquired  at  will),  by  collecting  for 
his  own  use,  and  carefully  examining  numerous  rock- 
specimens,  and  by  acquiring  the  habit  of  patiently 
seeking  the  cause  of  everything  which  meets  his  eye, 
and  by  comparing  it  with  all  that  he  has  himself  seen  or 
read  of,  he  will,  even  if  without  any  previous  knowl- 
edge, in  a short  time  infallibly  become  a good  geologist, 
and  as  certainly  will  he  enjoy  the  high  satisfaction  of 
contributing  to  the  perfection  of  the  history  of  this 
wonderful  world.9 

To  contribute  “to  the  perfection  of  the  history  of 
this  wonderful  world,”  was  Darwin’s  geologic  ideal. 

His  geologic  hammer  became  his  main  tool.  He 
never  specifies  the  size  or  weight  of  his  hammer.  He 
may  have  continued  to  use  his  previous  14-pound 
hammer,  or  because  of  the  strenuous  nature  of  some 
of  his  Beagle  land  trips  he  may  have  used  a lighter 
hammer.  Or,  he  may  have  used  both  a heavy  and 
light  hammer,*  and  sometimes  a chisel  and  a pickaxe. 
His  other  geologic  tools  were  a pocket  lens,  a com- 
pass, and  a clinometer.9  Of  all  his  tools  it  was  his 
hammer  that  he  mentioned  most  frequently,  and 
most  emotionally,  in  his  Beagle  writings;  and  some 
of  his  most  vivid  Beagle  recollections  would  be  of 
using  his  hammer.  He  would  instruct  the  young 
geologist  to  equip  himself  with  “a  heavy  hammer  . . . 
a light  hammer  for  trimming  specimens;  some  chisels 
and  a pickaxe  for  fossils;  a pocket  lens  with  three 
glasses  (to  be  incessantly  used);  a compass  and  a 
clinometer...  ,”9  “I  often  think,”  he  would  later 
write,  “of  the  delight  which  I felt  when  examining 
volcanic  islands,  and  I can  remember  even  particular 
rocks  which  I struck,  and  the  smell  of  the  hot,  black, 
scoriaceous  cliffs  . . . .”7  Sometimes,  when  engaged 
in  his  lonely  geologic  labors,  he  would  think  of  his 
hammer  as  a sentient  thing.  When  he  was  on  the 
volcanic  island  of  St.  Jago  ( in  the  Cape  Verde  islands 
in  the  Atlantic)  he  told  Henslow:  “my  hammer  was 
my  usual  companion  & in  its  company  most  de- 
lightful hours  I spent.”10  Just  as  he  had  previously 
enjoyed  the  image  of  himself  carrying  his  gun,  now 
he  enjoyed  the  image  of  himself  carrying  his  geologic 
hammer.  Once,  when  the  Beagle  was  preparing  to 
sail  to  colder  regions,  he  wrote  his  sister  that  he  was 
dressed  in  heavy  clothes,  growing  a beard,  and  “with 
my  pistols  in  my  belt  and  geological  hammer  in  hand, 
shall  I not  look  like  a grand  barbarian?”11 

At  this  time  English  geologists  took  the  hammer 
as  the  symbol  of  their  profession.  They  referred  to 
themselves  as  “hammer-bearers,”  or  as  ‘the  broth- 
erhood of  hammerers.”1  Darwin’s  feelings  of  pride 

* In  Down  House  there  is  a small  geologic  hammer,  weighing 
1 pound  and  3 ounces,  which  is  identified  as  having  belonged  to 
Darwin  by  a label  pasted  on  the  haft.  There  is,  however,  no  pos- 
itive evidence  that  this  was  the  hammer  Darwin  used,  and  it  may 
have  been  acquired  by  Down  House  long  after  Darwin’s  death. 

f Prof.  Leonard  G.  Wilson,  who  is  preparing  a three-volume 
biography  of  the-  English  geologist  Sir  Charles  Lyell,  states  that 
these  references  occur  in  the  letters  of  such  early  nineteenth 
century  English  geologists  as  Edward  Forbes,  A.  C.  Ramsay,  and 
other  members  of  the  Geological  Society  of  London.  “Perhaps,” 
Professor  Wilson  states,  “the  term  tended  to  be  used  especially 
by  those  young  men  who  worked  for  the  Geological  Survey  of  Great 
Britain,  and  for  whom  geology  was  their  entire  life  work.” 
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at  working  with  his  geologic  hammer  waxed  espe- 
cially strong  when  he  thought  of  himself  as  belonging 
to  a fraternity  of  geologists,  and/or  a fraternity  of 
scientific  men.  In  March,  1834,  when  he  was  in  the 
East  Falkland  Islands,  he  received  from  Henslow  the 
published  account  of  the  1832  meeting  of  the  British 
Association  for  the  Advancement  of  Science.  The 
account  contained  a speech  by  Adam  Sedgwick,  his 
previous  mentor  in  geology,  who  was  Association 
President.  Sedgwick  described  Association  mem- 
bers as  “men  of  similar  sentiments  and  similar  pur- 
suits, who  possesse  one  common  object, — the  im- 
provement of  mankind  by  the  promotion  of  truth”; 
and  as  men  who  in  meeting  with  each  other  “could 
not  but  tend  to  elevate  and  purify  the  mind  . . . [and] 
engender  mutual  forbearance,  mutual  kindness  and 
confidence  . . . .”12  After  reading  this,  Darwin  wrote 
Henslow:  “the  whole  account  of  your  proceeding  is 
most  glorious;  You,  remaining  in  England,  cannot 
well  imagine  how  excessively  interesting  I find  the 
reports;  I am  sure,  from  my  own  thrilling  sensations, 
when  reading  them,  that  they  cannot  fail  to  have  an 
excellent  effect,  upon  all  those  residing  in  distant 
colonies,  and  who  have  little  opportunity  of  seeing 
the  Periodicals. — My  hammer  has  flown  with  re- 
doubled force  on  the  devoted  blocks;  as  I thought 
over  the  eloquence  of  the  Cambridge  President  I hit 
harder  and  harder  blows.  I hope  to  give  my  arm 
strength  for  the  Cordilleras*  . . . .”10 

In  July,  1836,  as  the  Beagle  voyage  was  drawing  to 
a close,  Darwin  landed  on  the  volcanic  island  of  As- 
cension. Here  he  read  a letter  from  his  sister  Susan 
in  England.  Susan  reported  the  following:  extracts 
from  his  letters  to  Henslow  had  been  read  at  a 
meeting  of  the  London  Geological  Society;  his  father 
had  “intensely”  enjoyed  reading  the  parts  of  his 
Beagle  Diary  which  he  had  sent  home;  Hensleigh 
Wedgwood,  his  learned  cousin,  had  also  read  his 
Diary  and  said  that  it  should  be  published;  Adam 
Sedgwick  had  written  a letter  to  his  old  Shrewsbury 
school  teacher,  Dr.  Samuel  Butler,  predicting  that  he 
would  “have  a great  name  among  the  Naturalists  of 
Europe.”  Susan  also  informed  her  brother  that  Dr. 
Butler  had  shown  Sedgwick’s  letter  to  their  father.13 
After  reading  Susan’s  letter,  Darwin  experienced 
“pleasant  sensations,”  and  he  noted  that  the  scenery 
of  Ascension — a scenery  that  consisted  of  “desolate” 
desert  hills  rising  out  of  a level  surface  of  “black 
horrid  lava” — “suddenly  wore  a pleasing  aspect.”11-14 
He  then  wrote  Susan:  “I  set  to  work  with  a good  will 
at  my  old  work  of  Geology  . . . and  I shall  act — as  I 
now  think — that  a man  who  dares  to  waste  one  hour 
of  time,  has  not  discovered  the  value  of  life.”1 1 In  his 
Autobiography1  there  is  this  passage:  “After  read- 
ing this  [Susan’s]  letter  I clambered  over  the  moun- 
tains of  Ascension  with  a bounding  step  and  made  the 
volcanic  rocks  resound  under  my  geological  hammer! 
All  this  shows  how  ambitious  I was  ...  .”  Here, 
praise  from  men  who  he  respects,  stimulates  him 

* 'the  mountain  range  in  western  South  America,  composed  of 
The  Andes,  which  Darwin  would  soon  visit. 


to  a renewed  work  effort  and  a renewed  dedication 
to  an  ideal  of  work.  He  strikes  “resounding”  blows 
with  his  wedge-shaped  hammer;  and,  as  he  climbs 
over  mountains  with  a “bounding  step,”  he  proclaims 
that  his  whole  body  is  a wedging  force  and  a symbol 
of  aggressive  work. 

On  October  6, 1836,  he  returned  to  England. 

Evolutionary  thoughts 

In  the  two  years  following  his  return,  Darwin  set- 
tled in  London,  wrote  a narrative  account  of  the 
Beagle  voyage,  and  began  writing  up  his  Beagle 
geologic  and  zoologic  observations.  His  scientific 
work  was  mainly  geologic,  and  the  geologist  Charles 
Lyell  described  him  as  a man  who  labored  “for 
hammer  bearers.”15 

As  a result  of  his  zoologic  observations,  he  became 
convinced  that  species  were  not  fixed,  and  that  one 
species  had  evolved  from  another.  Then,  from  July, 
1837,  to  June,  1838,  he  entered  into  the  most  creative 
period  of  his  life:  he  secretely  compiled  two  note- 
books— he  would  later  call  these  his  Notebooks  on 
Transmutation  of  Species3’4 — which  he  filled  with 
observations  about  species  life  and  death.  He  came 
to  realize  that  those  species  that  were  not  adapted  to 
their  environment  perished,  and  that  new  variations 
frequently  occurred  in  species.  But  he  realized  that 
these  new  variations  alone  could  not  produce  a new 
species;  and  he  searched,  at  first  without  success,  for 
other  causes  of  evolution.5-16-20  He  knew  that,  in  the 
prevailing  culture,  evolutionary  ideas  were  regarded 
as  unsound  and  irreligious,5  and  that  he  confronted 
“vast  opposition,”3  and  possible  “persocution”3;  yet, 
driven  by  a desire  to  “advance”  science,  he  persisted 
in  his  evolutionary  thinking.3 

On  June  23,  1938,  he  stopped  his  Beagle 11  and 
evolutionary  work  and  made  a trip  to  Glen  Roy  in 
Scotland.  Here  he  studied  the  geologic  origins  of  the 
parallel  roads  of  Glen  Roy,  and  again,  after  a lapse  of 
almost  two  years,  used  his  geologic  hammer. 

After  his  geologic  work,  he  sojourned  with  different 
members  of  his  Darwin  and  Wedgwood  families,  first 
with  his  eldest  sister,  Mrs.  Marianne  Parker,  and  her 
family,  at  Overton;  little  is  known  about  his  feelings 
for  her.  From  July  13  to  29,  1838,  he  was  at  his 
childhood  home  in  Shrewsbury,  with  his  sisters 
Catherine  and  Susan  and  his  father  Robert  Darwin, 
M.D.  (his  mother  had  died  21  years  previously  and 
Dr.  Darwin  had  never  remarried).  Here  he  again 
commenced  his  evolutionary  thoughts,  beginning  a 
third  Notebook  on  Transmutation  of  Species3  and 
an  M Notebook ,5  In  M Notebook 5 he  wrote  down 
information  from  his  father — who  had  been  in 
medical  practice  in  Shrewsbury  for  over  50  years — 
about  the  inheritance  in  human  beings  of  diseases 
and  mental  and  physical  traits.  At  this  time  he 
seems  to  have  drawn  close  to  his  father.51 

t In  h is  M Notebook  he  writes  father  in  three  different  ways: 
“my  Father,”  “my  F.”,  and  most  frequently  “my  father.”5  In  his 
previous  letters,  “Father”  had  been  written  out  and  capitalized. 
It  may  be  that  “father”  indicates  that  he  feels  more  intimate 
toward,  and  less  in  awe  of,  his  father. 
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From  Shrewsbury  he  went  to  Maer,  the  country 
home  of  his  wealthy  maternal  uncle  Josiah  Wedg- 
wood. He  “greatly  revered”  his  uncle  for  being  “the 
very  type  of  an  upright  man  with  the  clearest  judg- 
ment,” and  for  his  capacity  to  maintain  his  belief 
against  opposition.1  He  applied  to  his  uncle  the 
well-known  ode  by  the  Homan  poet  Horace  (which 
he  had  learned  as  a schoolboy): 

The  man  who  is  just  and  tenacious  of  his  purpose 
neither  the  anger  of  his  citizens  bidding  him  do  what  is 
wrong  nor  the  face  of  a threatening  tyrant  shakes  from 
his  solid  determination,  nor  the  south  wind,  wild  em- 
peror of  the  restless  Adriatic,  nor  the  mighty  hand  of 
thundering  Jupiter:  if  the  world  should  fall  shattered, 
the  ruins  will  strike  him  unafraid.21 

During  his  Maer  visit  he  associated  with  Kmma 
Wedgwood — uncle  Josiah’s  daughter  and  his  cousin. 
Emma  later  wrote  to  her  aunt,  Madame  Sismondi, 
that  she  “was  very  happy  in  his  company,  and  had 
the  feeling  that  if  he  saw  more  of  me,  he  would  really 
like  me.”22  At  this  time  he  determined  to  ask  Emma 
to  be  his  wife.  He  then,  for  the  next  three  months, 
refrained  from  speaking  to  her  about  marriage.  He 
feared  that  she  would  reject  him,  partly  because  of 
his  face,  which  he  regarded  as  “repellently 
plain.”22 

He  returned  to  his  London  home  early  in  August, 
and  then  for  the  rest  of  August  worked  on  variform 
activities:  his  Beagle  observations,  his  Glen  Roy 
observations,  and  his  evolutionary  speculations.  He 
also  wrote  two  memoirs:  a pocket  notebook,  which 
he  called  “Journal”  and  later  “my  little  diary,”  in 
which  he  succinctly  noted  the  main  events  of  each 
year  of  his  life,  from  his  birth  to  the  present,23  and  a 
memoir  entitled  “Life.  Written  August — 1838,”  on 
seven  large  sheets  of  loose  paper,  and  consisting  of 
a 1,700-word-long  recollection  of  his  first  11 
years.24,25*  Thus,  at  the  moment  that  he  was  in- 
terested in  the  general  subject  of  evolution,  he  was 
also  interested  in  the  evolution  of  his  own  life.  In 
thinking  of  his  past,  he  commented  that  he  had 
Darwin  traits,  and  that  his  brother  Erasmus  and 
sister  Catherine  had  Wedgwood  traits:  “As  instance 
of  hereditary  mind.  I a Darwin  & take  after  in 
heraldic  principle,  & Eras  [his  brother  Erasmus]  a 
Wedgwood  in  many  respects ...  & so  is  Catherine  [his 
sister].”5 

Near  the  end  of  his  “Life”  he  recorded  a sudden 
recollection  from  when  he  was  10  and  one-half  years 
old:  “The  memory  now  flashes  across  me  of  the 
pleasure  I had  in  the  evening  [“on  a blowy  day”  in- 
serted] walking  along  the  beach  by  myself  & seeing 
the  gulls  & cormorants  wending  their  way  home  in 
a wild  & irregular  course.  Such  [“poetic”  inserted] 
pleasures,  [“so”  crossed  out]  felt  so  keenly  in  after 
years,  I should  not  have  expected  so  early  in  life.”24 

* The  original  manuscript  of  the  Life  is  in  The  Cambridge 
University  Library,  Darwin  Papers,  Box  91. 24'25  I have  quoted 
from  the  original  manuscript.  The  May  1838  letter  to  Caroline 
is  in  the  Cambridge  University  Library  Darwin  Papers. 


Thus,  the  imagery  of  predatory  birds  flying  in  the  air 
caused  him  to  feel  strong  feelings  of  pleasure.  The 
word  “wending”  does  not  seem  to  have  been  used  by 
him  previously. 

On  September  3 (published  version  wrongly  gives 
“September  31d  as  date),  in  the  course  of  considering 
attributes  of  birds,  he  wrote  in  his  third  Notebook  on 
Transmutation  of  Species: 

Magazine  of  Natural  History.  1838  lip.  492.  Mr. 
Gould  on  Australian  birds — all  Eagles  of  Australia 
characterized  by  wedge  tails. — many  of  the  hawks 
[“too”  crossed  out)  are  analagous  to  [“British”  crossed 
out]  European  birds,  [also  “do”  (ditto)  inserted)  p.  403 
& 404. 4* 

This  is  a mixed  up  and  confusing  reference. 
Magazine  of  Natural  History  refers  to  two  different 
magazines:  Annals  of  Natural  History  or  Magazine 
of  Zoology,  Botany  and  Geology,  and  Magazine  of 
Natural  History.  Neither  magazine  has  a publica- 
tion by  John  Gould,  English  ornithologist.  Maga- 
zine of  Natural  History,  however,  has  an  article  by 
the  Rev.  Dr.  C.  L.  Brehm,26  entitled  “Observations 
on  some  of  the  Domestic  Instincts  of  Birds”;  pages 
402  to  404  of  this  article  describe  the  habits  of  some 
predatory  birds — how  they  prey  on  different  small 
animals,  and  then  feed  their  young  with  this  prey,  but 
do  not  mention  wedge  tails.26  Gould  met  frequently 
with  Darwin,  probably  at  the  London  Zoological 
Society,  and  he  may  have  mentioned  the  occurrence 
of  wedge  tails  in  Australian  eagles.2,  Gould  visited 
Australia  from  1838  to  1840,  and  then  published  his 
most  significant  work.27  In  the  first  volume  he  re- 
marks that  in  Australia  there  is  a “wedge-tailed 
eagle”  which  “preys  on  small  living  animals,”  and 
which  possesses  “acute  vision”  and  “courage  and 
rapacity.”  (An  ornithologist  states  that  wedge  tails 
in  birds  may  help  in  gliding,  but  this  is  not  certain. 
The  great  African  eagle,  a mighty  soarer  and  glider, 
has  no  wedge  tail.)  Wedge  tails  in  birds  were  rare, 
and  their  function  was  unknown.  Darwin  did  not 
further  comment  on  his  structure.  Yet  his  men- 
tioning of  wedge  tails  in  predatory  birds,  along  with 
his  previous  use  of  the  word  “wending”  to  describe 
the  flight  of  predatory  birds,  may  have  predisposed 
him  to  think  of  predatory  birds  as  a wedging  force. 

On  September  11,  in  the  same  Notebook,  he  began 
a new  section  entitled  “Generation”  in  which  he 
wrote  down  observations  on  human  and  animal 
sexual  behavior,  anatomy,  and  interactions.3-4 
Previously  he  had  shown  no  outward  interest  in 
sexual  matters  (nothing  is  known  about  his  personal 
sex  life).  Now  he  was  interested  in  sexual  behavior 
because  of  his  interest  in  evolution,  and  for  personal 
reasons.  He  was  preoccupied  with  thoughts  of  his 
impending  proposal  and  (hopefully)  marriage  to 
Emma  Wedgwood.  Next  door'22  to  him  lived  his 
learned  cousin  Hensleigh  Wedgwood — who  con- 
versed with  him  on  philosophy,  psychology,  and 
philology — and  whose  wife  had  given  birth  to  two 
children,  and  at  some  time  in  1838  had  given  birth  to 
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a third  child,  Ernest,  whom  Darwin  saw  November 
20, 1838.5  He  may  have  had  sexual  thoughts  about 
his  older  sister  Caroline.  Caroline  had  brought  him 
up  after  the  death  of  his  mother,  and  he  had  felt  close 
to  her  after  his  return  from  the  Beagle  voyage.  In  a 
letter  to  Caroline  in  May  (?)  1838,  Darwin  called  her 
“my  dear  old  governess,”  and  he  wrote: 

By  the  way,  Erasmus  [his  brother]  & myself,  the 
other  day,  when  we  heard  you  were  searching  for  an- 
other house,  argued,  much  the  best  plan  which  you  & 
Jos  [Josiah  Wedgwood,  Caroline’s  husband]  could 
adopt,  would  be  to  jump  into  a railroad  coach  & look 
out  for  a house,  within  one  or  two  miles,  at  most,  of 
Charing  cross. — Then  we  could  ride  together  & I would 
Lionise  you  over  the  beauties  of  Hampstead  & 
Highgate — you  might  keep  bullfinches  & canaries,  & 
lead  about  long-eared  dogs  with  a string,  which  would 
satisfy  your  country  taste,  and  we  would  take  a new 
line  and  turn  Cockneys,  and  so  delight  Erasmus. 
What  say  you  to  this  plan?* 

In  the  spring  of  1837  Caroline  had  married  a 
Wedgwood  relative — her  cousin,  Josiah  Wedgwood, 
of  Leith  Hill  Place,  son  of  Josiah  Wedgwood  of  Maer, 
and  brother  of  Emma  Wedgwood.  By  September, 
1838,  she  was  in  the  middle  of  her  first  pregnancy;  the 
baby  was  born  in  January  1839,  and  died  soon 
thereafter.22 

On  September  21,  in  his  M Notebook,  Darwin  re- 
corded a dream  in  which  “a  person  was  hung  & came 
to  life.”5  This  dream  of  being  able  to  survive  an  ex- 
ecution may  have  been  an  attempt  to  deny  his  anx- 
ieties about  his  evolutionary  thoughts,  and  about  his 
impending  proposal — and/or  marriage — to  Emma 
Wedgwood.5 

By  the  fourth  week  of  September  his  thoughts 
about  evolution  had  developed  as  follows.  He  had 
come  to  see  that  organisms  produce  more  offspring 
than  there  are  means  to  support,  and  that  these  off- 
spring must  struggle  for  existence,  and  undergo  a 
high  mortality  rate.5  He  knew  the  work  of  the  Ger- 
man biologist  Christian  G.  Ehrenberg28  which 
showed  the  incredible  rate  of  reproduction  of 
microorganisms.  Three  days  before  reading  Mal- 
thus,2  he  may  have  read  Ehrenberg’s  observation 
that:  “one  invisible  animalcule  in  four  days  could 
form  2 cubic  stone.”28  From  reading  Lyell’s29  just- 
published  book,  Elements  of  Geology — which  con- 
tained accounts  of  fossils  from  different  geologic 
strata — he  may  have  been  especially  impressed  with 
how  those  species  that  had  been  unable  to  adapt  to 
their  environment  had  become  extinct  and  left  gaps 
in  the  fossil  record.4  He  may  have  seen  that  there 
was  an  analogy  between  a domestic  breeder  “picking” 
the  species  he  desires  to  breed,  and  nature  “picking” 
species  that  will  survive.19,20  He  then  came  to  read 
Malthus’  Essay  on  the  Principle  of  Population.  2 

Discussion  of  natural  selection 

In  1837  to  1878,  Darwin  may  have  read  about 
Malthus’  ideas  and  the  great  respect  accorded  to 


these  ideas — in  The  Edinburgh  Reuiew.  An  un- 
signed review  of  Malthus’  Principles  of  Political 
Economy 30  stated:  “No  contemporary  volume 

produced  so  powerful  an  effect  upon  the  age  in  which 
it  was  written  as  the  Essay  on  Population  . . . the 
importance  of  the  truths  announced  in  the  Essay  on 
Population  must  last  for  ever.”  In  mid-September, 
1838,  Darwin  read  in  the  Atheneum  a long  review  of 
Sur  I’homme,  a book  by  the  Belgian  scientist  Que- 
telet,31  which  contained  a succinct  summary  of 
Malthus’  view  that  “population  tends  to  increase  in 
a geometrical  ratio.”20  Schweber20  suggests  that: 
“after  reading  the  Malthusian  statement  of  popula- 
tion in  the  Quetelet  review  Darwin  had  discerned 
most  of  the  argument”  for  his  future  theory  of  natural 
selection. 

On  September  28, 1938,  he  began  reading  Malthus’ 
An  Essay  on  the  Principles  of  Population,2  and  he 
read  the  sentence:  “Population,  when  unchecked, 
goes  on  doubling  itself  every  twenty  five  years,  or 
increases  in  a geometrical  ratio.”  This  was  a repe- 
tition of  what  he  had  read  in  the  Atheneum  review,31 
except  that  it  contained  a time  scale.  He  then  wrote 
in  his  third  Notebook  on  Transmutation 4: 

Population  is  increased  at  geometrical  ratio  in  FAR 
SHORTER  time  than  25  years — yet  until  the  one  sen- 
tence of  Malthus  no  one  clearly  perceived  the  great 
check  amongst  men  [Then  in  spring,  like  food  used  for 
other  purposes  as  wheat  for  making  brandy. — Even  a 
few  years  plenty  makes  population  in  man  increase  & 
an  ordinary  crop  causes  a dearth]  Take  Europe  on  an 
average  every  species  must  have  some  number  killed 
year  with  year  by  parasites,  by  cold,  &c.  even  one 
species  of  hawk  decreasing  must  affect  instantaneous- 
ly all  the  rest.  [The  final  cause  of  all  this  wedging 
must  be  to  sort  out  proper  structure  & adapt  it  to 
change.  To  do  that  for  form,  which  Malthus  shows  is 
the  final  effect  (by  means  however  of  volition)  of  this 
populousness  on  the  energy  of  man]  One  may  say  there 
is  a force  like  a hundred  thousand  wedges  trying  [to] 
force  every  kind  of  adapted  structure  into  the  gaps  in 
the  economy  of  nature,  or  rather  forming  gaps  by 
thrusting  out  weaker  ones.4'5,32* 

This  passage  neither  confirms  nor  refutes  Dar- 
win’s old-age,  Autobiography, 1 recollection  that  on 
reading  Malthus  he  “at  once”  thought  of  the  theory 
of  natural  selection.  The  evolutionary  implications 
of  the  passage  have  been  debated,  and  will  probably 
never  be  definitely  known.  Some  have  held  that  the 
passage  implies  the  idea  of  natural  selection;  Kohn18 
thinks  “that  as  an  immediate  result  of  reading  Mal- 
thus Darwin  first  formulated  his  theory  of  natural 
selection.”  Others  hold  that  it  does  not  have  any 
direct  evolutionary  implications;  Limoges1'  thinks 
that  reading  Malthus  gave  only  the  idea  of  a pressure 
force. 

* In  making  my  transcription  I have  bracketed  passages 
which — because  they  are  written  between  lines — Darwin  may  have 
added  later.  For  a somewhat  different  transcription  of  this 
bracketed  material  see  reference  32.  The  original  of  this  notebook 
page  is  in  The  Cambridge  University  Library,  Darwin  Papers, 
Robin  Darwin  Deposit.  My  transcription  is  based  on  the  original 
manuscript. 
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What  the  passage  does  show  is  that  Darwin’s  im- 
mediate reaction  to  Malthus  was  twofold.  First, 
Malthus’  statement  about  the  power  of  human 
population  to  double  itself  every  25  years  had  im- 
pressed him,  more  than  the  statements  of  any  writer 
he  had  read,  with  the  aggressive  force  of  the  war  of 
nature.  Then,  he  visualized  his  force  as  having  the 
form  of  wedges,  because  to  him  this  form  had  come 
to  have  several  special  scientific  and  personal 
meanings. 

The  image  of  a wedging  force  creating  gaps  de- 
veloped out  of  some  of  his  previous,  and  quite  dif- 
ferent, scientific  thoughts  and  observations.  His 
geologic  observations  were  that  some  strata  were 
wedge  shaped;  that  ill-adapted  forms  became  extinct, 
and  then  left  gaps  in  the  fossil  record.  First  he  had 
emotionally  recollected  predatory  birds  “wending” 
their  way  home;  then  he  had  noted  that  some  pred- 
atory birds  possessed  “wedge”  tails;  and  then  he  had 
seen  the  actions  of  predatory  birds  as  forming  one 
part  of  a wedging  force:  “one  species  of  hawk  de- 
creasing must  affect  instantaneously  all  the  rest.” 

I will  now  suggest  that,  at  the  moment  that  he  was 
vividly  seeing  the  many  wedge  shapes  of  nature, 
Darwin  was  also,  probably  mainly  unconsciously, 
identifying  himself  with  nature.  A wedging  force 
described  Darwin  aggressively  working  with  his 
geologic  hammer.  In  performing  his  work  he  would 
select  areas  and  strike  at  these  with  his  hammer:  his 
immediate  aim  was  to  delineate  strata  and  to  extract 
specimens  of  rock  and  of  organic  forms;  and  he  would 
note  gaps  of  missing  strata  and  forms,  and  create  gaps 
where  he  had  extracted  specimens.  His  final  aim  was 
to  reveal  past  geologic  history,  the  history  of  inor- 
ganic and  organic  forms,  and  to  contribute  to  the 
“perfection  of  the  history  of  this  wonderful  world.”9 
In  an  analagous  manner,  the  “wedging  force”  of  or- 
ganic nature  selected  areas  of  life  and  struck  at  these 
areas:  the  immediate  result  was  either  thrusting  in 
favored  species,  or  thrusting  out  unfavored  species 
and  leaving  gaps.  The  final  result  was  to  constantly 
make  species  history. 

I further  suggest  that,  for  Darwin,  a wedging  force 
had  other  probably  unconscious  meanings,  which 
were  deeply  personal  and  related  to  his  immediate 
life  stresses. 

Because  he  was  in  a state  of  prenuptial  anticipa- 
tion and  anxiety,  the  imagery  of  a wedging  force  may 
have  denoted  two  kinds  of  sexual  activity:  a phallic, 
thrusting,  intrusive  force,  “trying  to  force  . . . struc- 
ture into  the  gaps  . .”;  also  a vaginal,  containing,  and 
extrusive  force,  “forming  gaps  by  thrusting  out  [the] 
weaker.”  The  word  “cunt,”  in  use  since  middle 
English  times,  derives  from  the  Latin  “cuneus,” 
meaning  a wedge.33 

Because  of  the  similarity  between  the  words 
“wedging”  and  “Wedgwood,”  a wedging  force  may 
have  described  some  of  Darwin’s  feelings  toward  his 
Wedgwood  relations.  He  would  anticipate  that,  on 
becoming  the  son-in-law  of  Josiah  Wedgwood,  he 
would  receive  a large  sum  of  money  as  part  of  his 


wife’s  dowry.  (When  he  did  become  engaged  to 
Emma,  Emma’s  father  wrote  to  Darwin’s  father  as 
follows:  “1  propose  to  do  for  Emma  what  I did  for 
Charlotte  and  for  three  of  my  sons,  give  a bond  for 
£5,000,  and  to  allow  her  £400  a year,  as  long  as  my 
income  will  supply  it,  which  I have  no  reason  for 
thinking  will  not  be  as  long  as  1 live.”)22  He  valued 
money,  and  he  must  have  anticipated  this  dowry  as 
an  increase  in  his  strength:  a “wedging  force.”  In 
August  he  had  inferred  that  he  did  not  possess  cer- 
tain (unspecified)  Wedgwood  traits.  A month  later, 
as  his  evolutionary  ideas  crystallized,  and  as  he  re- 
alized that  he  must  defend  these  ideas  against  “vast 
opposition,”  he  may  have  come  to  feel  the  need  to 
possess  the  traits  of  probity  and  resistance  to  oppo- 
sition, the  “wedging  force,”  which  were  prominent 
in  his  uncle  Josiah. 

Thus,  by  the  end  of  September,  1838,  the  imagery 
of  a wedging  force  may  have  come  to  symbolize 
Darwin’s  assertion  of  himself  in  the  areas  of  work, 
sex,  money,  and  resistance  to  opposition. 

Wedging  imagery 

Around  the  end  of  September  and  the  beginning 
of  October,  1838,  in  the  last  pages  of  his  third  Note- 
book on  Transmutation,  Darwin  stated  his  view  that, 
in  the  course  of  the  war  waged  between  organic 
beings,  “those  forms  slightly  favoured”  would  get 
“the  upper  hand”  and  form  new  species.4  He  would, 
later,  call  his  view  the  theory  of  natural  selection.  As 
has  been  noted,  at  this  time,  the  exact  relationship 
between  his  thoughts  on  a wedging  force  and  his 
thoughts  on  natural  selection  cannot  be  deter- 
mined. 

Over  the  next  two  decades,  in  the  course  of  devel- 
oping his  theory  of  natural  selection  and  determining 
how  the  war  between  organic  beings,  the  War  of 
Nature,  contributed  to  natural  selection,  Darwin 
made  a succession  of  references  to  a wedging  force. 
In  his  1842  “pencil  sketch”  of  natural  selection:  “a 
thousand  wedges  are  being  forced  into  the  economy 
of  nature.  This  requires  much  reflection;  study 
Malthus  and  calculate  rates  of  increase  and  remem- 
ber the  resistances — only  periodical.”34  Thus,  the 
force  of  “a  hundred  thousand  wedges,”  one  of  the 
most  powerful  forces  that  Darwin  had  ever  imagined, 
has  been  reduced  to  a force  of  “a  thousand  wedges.” 
And  Darwin’s  passion  has  shifted  from  the  imagery 
of  wedges  to  a passionate  injunction  to  himself  to 
study  different  aspects  of  the  War  of  Nature. 

Two  years  later,  in  his  1844  essay  on  natural  se- 
lection, he  first  increased  the  power  of  a wedging 
force  over  his  previous:  “Nature  may  be  compared 
to  a surface,  on  which  rest  ten  thousand  sharp  wedges 
touching  each  other  and  driven  inwards  by  incessant 
blows.”34  He  then  went  on  to  fervently  urge  himself 
to  study  the  facts  about  the  War  of  Nature. 

Fully  to  realise  these  views  much  reflection  is  requi- 
site; Malthus  on  man  should  be  studied;  and  all  such 

cases  as  those  of  the  mice  in  La  Plata,  of  the  cattle  and 
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horses  when  first  turned  out  in  South  America,  of  the 
robins  by  our  calculation,  etc.,  should  be  well  consid- 
ered: reflect  on  the  enormous  multiplying  power  in- 
herent and  annually  in  action  in  all  animals;  reflect  on 
the  countless  seed  scattered  by  a hundred  ingenious 
contrivances,  year  after  year,  over  the  whole  face  of  the 
land;  and  yet  we  have  every  reason  to  suppose  that  the 
average  percentage  of  every  one  of  the  inhabitants  of  a 
country  will  ordinarily  remain  constant.34 

Over  the  next  13  years  he  continued  to  “much  re- 
flect” on  the  War  of  Nature,  and  in  1857,  in  the 
chapter  of  his  big  book  on  natural  selection,  entitled 
“The  Struggle  for  Existence,”  he  described  the  at- 
tributes of  a wedging  force: 

Nature  may  be  compared  to  a surface  covered  with 
ten-thousand  sharp  wedges,  many  of  the  same  shape  & 
many  of  different  shapes  representing  different 
species,  all  packed  closely  together  & all  driven  in  by 
incessant  blows:  the  blows  being  far  severer  at  one 

time  than  at  another;  sometimes  a wedge  of  one  form  & 
sometimes  another  being  struck;  the  one  driven  deeply 
in  forcing  out  others;  with  the  jar  and  shock  often 
transmitted  very  far  to  other  wedges  in  many  lines  of 
direction:  beneath  the  surface  we  may  suppose  that 
there  lies  a hard  layer,  fluctuating  in  its  level,  & which 
may  represent  the  minimum  amount  of  food  required 
by  each  living  being,  & which  layer  will  be  impenetra- 
ble by  the  sharpest  wedge.35 

Most  of  the  chapter  was  filled  with  examples  of 
the  War  of  Nature,  which  he  had  collected  over  the 
years.  This  body  of  detailed  evidence  he  regarded 
as  his  primary,  and  very  special,  contribution,  and  of 
more  importance  than  his  wedging  imagery.  And  in 
1858,  when  Alfred  Wallace33  rivaled  him  in  the  dis- 
covery of  natural  selection,  he  wrote  to  a friend:  “My 
book  [his  big  book  on  natural  selection],  if  it  will  ever 
have  any  value,  will  not  be  deteriorated;  as  all  the 
labour  consists  in  the  application  of  the  theory.”7 
In  1859,  in  the  “Struggle  for  Existence”  chapter  of 
the  first  edition  of  his  The  Origin  of  Species ,36  he 
again  filled  most  of  his  chapter  with  examples  of  the 
War  of  Nature,  and  he  condensed  his  wedging  im- 
agery to  one  sentence:  “The  face  of  Nature  may  be 
compared  to  a yielding  surface,  with  ten  thousand 
sharp  wedges  packed  close  together  and  driven  in- 
wards by  incessant  blows,  sometimes  one  wedge 
being  struck,  and  then  another  with  greater  force.” 
In  1860,  in  the  second  edition,  he  deleted  this  sen- 
tence.36 From  then  on,  for  the  remaining  20  years 
of  his  life,  he  made  no  mention  of  wedges  in  the 
subsequent  editions  of  The  Origin  of  Species  or  in 
any  of  his  writings. 

Why  did  he  abandon  the  imagery  of  a wedging 
force? 

In  July,  1938,  when  he  was  visiting  his  father  and 
sisters  Susan  and  Catherine  in  Shrewsbury,  he  wrote 
in  his  M Notebook 5 about  the  relationship  between 
his  flight  of  imagination,  what  he  called  “castles  in 
the  air,”  and  his  scientific  thoughts: 

Granny  [ h is  sister  Susan | says  she  never  builds 
castles  in  the  air — Catherine  often,  but  not  of  an  in- 
ventive class. — 


Now  that  I have  a test  of  hardness  of  thought,  from 
weakness  of  my  stomach  I observe  a long  castle  in  the 
air,  is  as  hard  work  (abstracting  it  being  done  in  open 
air,  with  exercise  etc,  [not]  no  organs  of  sense  being  re- 
quired) as  the  closest  train  of  geological  thought.— The 
capability  of  such  trains  of  thought  makes  a discoverer, 
& therefore  (independent  of  improving  powers  of  in- 
vention) such  castles  in  the  air  are  highly  advanta- 
geous, before  real  train  of  inventive  thoughts  are 
brought  into  play,  & then  perhaps  the  sooner  castles  in 
the  air  are  banished  the  better.5 

Comment 

Darwin  may  have  come  to  regard  his  wedging  im- 
agery as  an  “inventive  castle  in  the  air”:  useful  in 
stimulating  his  study  of  the  War  of  Nature;  yet,  es- 
sentially, more  of  a flight  of  his  imagination  than  an 
image  of  reality.  When  On  The  Origin  of  Species,36 
with  its  condensed  and  taut  account  of  the  War  of 
Nature,  was  published,  he  may  have  thought  that  the 
use  for  the  image  of  wedging  had  ceased,  and, 
therefore,  he  “banished”  this  image.  Also,  during 
his  later  years,  his  interest  in  geology  waned,  and  he 
became,  mainly,  a natural  historian  and  a botanist; 
and  as  his  wife  became  more  matronly  looking,  and 
less  sexually  attractive,  his  interest  in  sex  declined. 
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Obituaries 


Angelo  A.  Acampora,  M.D.,  of  East  Rockaway,  died  on 
July  14  at  the  age  of  75.  Dr.  Acampora  graduated  in  1929 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  an  honorary  senior  associate  physician  in  medicine 
at  St.  Vincent’s  Hospital  and  Medical  Center  of  New  York. 
Dr.  Acampora  was  a Fellow  of  the  American  College  of 
Chest  Physicians  and  a member  of  t he  American  Thoracic 
Society,  the  American  Occupational  Medicine  Association, 
the  Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Howard  Birnberg,  M.D.,  of  Brooklyn,  died  on 
June  21  at  the  age  of  79.  Dr.  Birnberg  graduated  in  1924 
from  Syracuse  University  College  of  Medicine.  He  was  a 
consult  ing  obstetrician  and  gynecologist  at  Jewish  Hospital 
and  Medical  Center  of  Brooklyn  and  at  Caledonian  Hos- 
pital. Dr.  Birnberg  was  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  a Fellow  of  the  Inter- 
national College  of  Surgeons,  and  a member  of  the  Amer- 
ican Fertility  Society,  the  Endocrine  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  Howard  Broad,  M.D.,  of  Fayetteville,  died  on 
May  23  at  the  age  of  72.  Dr.  Broad  graduated  in  1932  from 
Syracuse  University  College  of  Medicine.  He  was  a con- 
sultant in  internal  medicine  at  Tompkins  County  Hospital. 
Dr.  Broad  was  a Diplomate  of  the  American  Board  of 
Preventive  Medicine,  Inc.  (Public  Health),  a Fellow  of  the 
American  College  of  Preventive  Medicine,  and  a member 
of  the  American  Public  Health  Association,  the  Tompkins 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Alfredo  Clorofilla,  M.D.,  of  The  Bronx,  died  on  June  12 
at  the  age  of  69.  Dr.  Clorofilla  received  his  medical  degree 
from  the  University  of  Bologna  in  1936.  He  was  a member 
of  the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Abraham  Feitelberg,  M.D.,  of  Burlington,  Vermont, 
formerly  of  The  Bronx,  died  on  November  18,  1976,  at  the 
age  of  81.  Dr.  Feitelberg  graduated  in  1923  from  Cornell 
University  Medical  College.  He  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

George  Albert  Gilbert,  M.D.,  of  Schenectady,  died  on 
May  30  at  the  age  of  76.  Dr.  Gilbert  graduated  in  1927 
from  Albany  Medical  College.  He  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  arid  a member  of  the  Schenectady 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 


Morris  Aaron  Gilbert,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  Howard  Beach,  died  on  June  29  in  his  74th 
year.  Dr.  Gilbert  graduated  in  1936  from  Marquette 
University  School  of  Medicine. 

Norman  Pike  Johnson,  M.D.,  of  Scottsdale,  Arizona, 
formerly  of  Olean,  died  on  May  28  at  the  age  of  72.  Dr. 
Johnson  graduated  in  1931  from  the  University  of  Buffalo 
School  of  Medicine. 

John  Joseph  Keefe,  M.D.,  of  Syracuse,  died  on  July  16 
at  the  age  of  73.  Dr.  Keefe  graduated  in  1929  from  Syra- 
cuse University  College  of  Medicine.  He  was  a member 
of  the  Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  Henry  Kremelberg,  M.D.,  of  Freeport,  died  on 
July  14  at  the  age  of  75.  Dr.  Kremelberg  graduated  in  1937 
from  Georgetown  University  School  of  Medicine.  He  was 
a member  of  the  American  Academy  of  Family  Physicians, 
the  Nassau  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Walter  Levy,  M.D.,  of  New  York  City,  died  on  July  7 at 
the  age  of  79.  Dr.  Levy  graduated  in  1924  from  University 
and  Bellevue  Hospital  Medical  College.  He  was  a con- 
sulting pediatrician  at  Jewish  Memorial  Hospital,  an 
emeritus  pediatrician  at  Montefiore  Hospital  and  Medical 
Center,  a consulting  pediatrician  at  St.  Elizabeth’s  Hos- 
pital, and  at  Misericordia  Hospital  and  Medical  Center. 
Dr.  Levy  was  a Diplomate  of  the  American  Board  of  Pe- 
diatrics and  a member  of  the  American  Academy  of  Pedi- 
atrics, the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Raymond  Francis  May,  M.D.,  of  Alden,  died  on  June 
28  at  the  age  of  76.  Dr.  May  graduated  in  1927  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Edward  B.  Morgenstern,  M.D.,  of  Long  Island  City,  died 
on  June  27  at  the  age  of  68.  Dr.  Morgenstern  graduated 
in  1935  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a staff  general  practitioner  at 
Parkway  Hospital.  Dr.  Morgenstern  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Howard  Stephen  Morrow,  M.D.,  of  Carmel,  died  on  May 
14  at  the  age  of  63.  Dr.  Morrow  graduated  in  1940  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
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He  was  an  obstetrician  and  gynecologist  at  Putnam  Com- 
munity Hospital.  Dr.  Morrow  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  International  College  of  Surgeons,  and  a member  of 
the  Putnam  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Robert  Louis  Nach,  M.D.,  of  New  York  City,  died  on  July 
6 at  the  age  of  74.  Dr.  Nach  graduated  in  1928  from  Long 
Island  College  Hospital.  He  was  a consulting  surgeon  at 
the  Hospital  for  Joint  Diseases  and  Medical  Center.  Dr. 
Nach  was  a Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Morris  O’Connor,  M.D.,  of  Buffalo,  died  on  June 
16  at  the  age  of  79.  Dr.  O’Connor  graduated  in  1924  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  a 
member  of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Sidney  Robbin,  M.D.,  of  Montauk,  died  on  July  6 at  the 
age  of  74.  Dr.  Robbin  graduated  in  1931  from  Johns 
Hopkins  University  School  of  Medicine.  He  was  a member 
of  the  Suffolk  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Stanley  Myron  Rogoff,  M.D.,  of  Rochester,  died  on  May 
2 at  the  age  of  57.  Dr.  Rogoff  graduated  in  1946  from  the 
University  of  Rochester  School  of  Medicine.  He  was  a 


radiologist  at  Strong  Memorial  Hospital  and  a consulting 
radiologist  at  the  Veterans  Administration  Hospital  (Ba- 
tavia), Rochester  General,  and  Genesee  Hospitals.  Dr. 
Rogoff  was  a Diplomate  of  the  American  Board  of  Radi- 
ology, a Fellow  of  the  American  College  of  Radiology,  and 
a member  of  the  Radiological  Society  of  North  America, 
Inc.,  the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  Campbell  Rumbold,  M.I).,  of  Rochester,  died  on 
June  3 at  the  age  of  51.  Dr.  Rumbold  graduated  in  1955 
from  Albany  Medical  College.  He  was  an  attending  phy- 
sician at  Genesee  Hospital.  Dr.  Rumbold  was  a member 
of  the  Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Melvin  Joseph  Stearns,  M.I).,  of  Ogdensburg,  died  on 
June  2 at  the  age  of  96.  Dr.  Stearns  graduated  in  1907  from 
New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  honorary  otolaryngologist  at  the  A. 
Barton  Hepburn  Hospital.  Dr.  Stearns  was  a Diplomate 
of  the  American  Board  of  Otolaryngology  and  a member 
of  the  St.  Lawrence  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  N.  Stok,  M.D.,  of  Flushing,  died  on  June  2 at  the 
age  of  74.  Dr.  Stok  received  his  medical  degree  from  the 
University  of  Vienna  in  1931.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


CORRECTION 

In  the  June,  1979,  issue  of  the  Journal,  an  article  “Multiple  Colorectal  Carcinomas;  Management  and  biologic  consid- 
erations” by  Howard  A.  Weinberger,  M.D.,  appeared  on  page  1088.  Due  to  a typographical  error,  the  address  was  listed 
as  855  Park  Avenue  and  should  have  been  cited  as  885  Park  Avenue,  New  York,  New  York  10021. 
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Chief  of  Medicine 
Shadyside  Hospital 
Clinical  Professor  of  Medicine 
University  of  Pittsburgh 
Pittsburgh,  Pennsylvania 

What  is  the  role  of  sugars,  if  any,  in 
malnutrition  overweight  diabetes 
mellitus.  hypoglycemia  and  athero- 
sclerosis9 

Malnutrition 

There  is  no  evidence  that  sugar  — 
whether  sprinkled  on  grapefruit 
stirred  in  coffee  or  tea,  mixed  in  a des- 
sert or  eaten  as  a between  meal  snack 
— can  cancel  the  nutritive  value  of  a 
food  or  a perfectly  adequate  diet 
Therefore,  only  when  a refined  sugar 
such  as  sucrose  interferes  with  or 
replaces  a normal  diet  does  it  become 
an  inadequate  food  item  and  only 
then  does  it  deserve  the  designation 
of  empty  calorie"  to  indicate  that  it 
lacks  vitamins,  minerals,  trace  ele- 
ments. etc  Under  these  circum- 
stances it  can  become  the  cause  of 
nutritional  deprivation 

Obesity 

There  are  persons  who  overeat  be- 
cause they  particularly  enjoy  sweets 
and  cannot  control  their  intake  of 
desserts  and  other  foods  which  con- 
tain carbohydrates  Their  fundamen- 
tal problem  is  an  unregulated  appetite 
and/or  a poor  or  absent  satiety  re- 
sponse However  there  are  obese 
persons  who  do  not  relish  or  who 
even  avoid  carbohydrates  and  sweets 
but  nonetheless  end  up  consuming 
an  absolute  or  relative  excess  of 
wholesome  foods 

In  individuals  whose  caloric  excess 
does  and  does  not  include  carbohy- 
drates and  sugars  the  obesity  often 
defies  a permanent  solution  Intermit- 
tent but  nonsustained  losses  of 
weight  are  often  achieved  by  elimin- 
ating desserts,  starches  or  sugars 
and  hence  to  the  uninitiated,  it  is  the 
sugars  and  starches  and  not  overeat- 
ing that  are  blamed  for  the  obesity 
Their  obesity  carries  with  it  the  long- 
recognized  risks  of  hypertension 
atherosclerosis,  gallbladder  disease, 
arthralgia  depression  and  diabetes 
mellitus  (1  2) 

Diabetes  Mellitus 

Does  a high  intake  of  carbohydrate 
sugars  or  sucrose  in  particular  initi- 
ate diabetes9 


In  the  current  scientific  view,  dia- 
betes develops  largely  in  those  older 
adults  who  become  obese  Thus,  dia- 
betes in  such  persons  is  almost  al- 
ways accompanied  by  overeating 
Once  the  fasting  Mood  glucose 
reaches  about  1 15  mu'  n such  per- 
sons, there  is  a dela'  r ■ • Jinrelease 
(3)  At  that  point,  th  ^ ru^ersible  hyper- 
glycemia of  obesity  the  criteria 

for  diabetes,  namely,  undue  and  pro- 
longed fasting  and/or  post-prandial 
hyperglycemia  attributable  to  defici- 
ent insulin  supplies  or  actions  Also, 
in  such  persons  neither  the  hypergly- 
cemia nor  the  release  of  insulin  in  re- 
sponse to  food  or  enteric  hormones 
produces  the  usual  prompt  suppres- 
sion of  hepatic  glucose  output  (4) 
Moreover,  insulin  does  not  exert  its 
usual  glucose-lowering  effect  in  the 
tissues  (5) 

However,  not  all  persons  with  se- 
vere life-long  obesity  develop  diabe- 
tes This  raises  the  possibility  that 
those  who  do  become  diabetic  have 
pancreatic  islets  with  a genetic  or 
other  predisposition  to  diabetes  or 
that  the  islets  have  been  damaged  by 
an  environmental  factor  such  as  a 
virus  To  date,  an  inherited  weakness 
of  pancreatic  islets  and/or  a suscep- 
tibility to  viral  cell  damage  to  islets 
has  been  associated  with  several  ge- 
netic patterns  in  loci  A.  B.  C and  D of 
chromosome  6 in  the  juvenile-onset 
diabetes  only  (6)  There  is  little  evi- 
dence of  diabetes,  i e only  5%  or  so. 
in  the  parents  and  siblings  of  those 
with  the  juvenile-onset  and  insulin- 
dependent  type  This  isnottrueof  the 
three  generation  and  other  familial 
diabetes  which  appears  in  the  later 
years  of  life  and  has  a far  more.defi- 
nite  hereditary  tendency  Thus  about 
one-half  of  patients  with  late  adult- 
onset  diabetes  have  siblings,  parents 
and  other  close  relatives  with  diabe- 
tes (7) 

Obviously,  once  diabetes  is  pres- 
ent. with  or  without  obesity,  overeat- 
ing of  protein,  carbohydrate  or  sugars 
raises  the  blood  sugar  and.  hence,  the 
diabetic  diet  quite  appropriately  re- 
stricts the  total  calories  including 
those  from  carbohydrates  Sucrose  is 
restricted  only  because  it  precludes 
the  use  of  other  palatable  and  nutri- 
tious carbohydrates  It  is  to  be  noted, 
however,  that  in  some  patients  with 
treated  diabetes,  increasing  the  car- 
bohydrate intake  improves  the  insulin 
response  to  food  (8) 

In  most  instances  of  obesity-relat- 
ed diabetes,  even  a limited  but  sus- 
tained weight  loss  diminishes  or  elim- 
inates the  diabetes  as  long  as  the 
weight  loss  persists  (9)  Hence,  this 
late  adult-onset  diabetes  is  related  to 


the  excess  of  body  fat  resulting  from 
a relative  or  absolute  excess  of  caloric 
intake  irrespective  of  the  proportions 
of  protein,  fat  and  carbohydrate 

Uncontrolled  hyperglycemia  may 
be  responsible  for  a)  accelerated 
atherosclerosis,  coronary  heart  di- 
sease and  strokes,  b)  universal  thick- 
ening of  capillary  basement  mem- 
branes with  resultant  retinopathy  and 
renal  glomerulosclerosis  and  per- 
haps idiopathic  cardiomyopthy  and 
c)  the  neuropathies  of  diabetes  melli- 
tus  (10)  Also,  high  blood  sugar  levels 
may  be  the  cause  of  a legion  of  other 
aberrations  in  diabetes  The  length  of 
the  list  precludes  citation 

The  above  changes  are  most  preva- 
lent in  insulin-dependent  diabetes,  an 
entity  in  which  precise  control  of  the 
blood  sugar  is  almost  never  achieved 
by  current  insulin  and  diet  regimens 
and  may  require  self-measurement  of 
blood  glucose  and  4 daily  doses  of  in- 
sulin (11)  There  is  no  evidence,  how- 
ever. that  dietary  carbohydrates  play 
a key  role  in  this  intransigent  type  of 
hyperglycemia 

Low  Blood  Sugar  (Hypoglycemia) 

Carbohydrates  have  also  been 
blamed  for  low  blood  sugar  There  are 
two  types  of  hypoglycemia,  fasting 
and  reactive  Fasting  hypoglycemia 
is  rare,  while  reactive  hypoglycemia 
is  most  often  a normal  response  in  a 
healthy  person  Fasting  hypogly- 
cemia results  from  one  or  more  of  six 
disturbances  of  glucose  homeostasis 
(12)  It  resultsfrom:  starvation  in  new- 
borns and  occasionally  in  adults,  mal- 
absorption of  carbohydrates  or  their 
precursors,  decreases  in  liver  glyco- 
gen or  its  release,  decreased  forma- 
tion of  glucose  by  the  liver,  increased 
glucose  utilization  not  attributable 
to  insulin  and  increased  glucose  uti- 
lization as  a result  of  insulin  excesses 
Hence,  none  of  the  above  stated 
causes  of  fasting  hypoglycemia  can 
be  ascribed  to  excess  carbohydrate 
or  to  sucrose 

The  reactive  type  of  hypoglycemia 
indicates  a reaction  to  the  ingestion 
of  food  (including  sugar)  Three 
mechanisms  may  contribute  to  reac- 
tive hypoglycemia  transient  delays 
in  liver  glucose  output  when  the 
blood  sugar  returns  to  normal,  transi- 
ent delays  in  the  clearance  of  insulin 
secreted  in  response  to  food  or  sugar, 
and  transient  delays  in  or  absence  of 
counter-regulation  by  glucagon,  cor- 
tisol, growth  hormone  and/or  epine- 
phrine Such  reactive  hypoglycemia 
can  occur  in  persons  with  a perfectly 
normal  glucose  tolerance,  glucose 
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intolerance  ol  the  chemical  diabetes 
type  and  especially  with  a lag  toler- 
ance curve  or  a flat  glucose  tolerance 

Reactive  hypoglycemia  is  usually 
entirely  without  symptoms  and  is  a 
variation  of  normalcy  occurring  in 
20%  of  non-obese  and  30%  of  obese 
control  subjects  (13)  It  may  produce 
symptoms  appropriate  to  a low  blood 
sugar  including  transient  hunger 
lightheadedness  palpitations  and 
sweating  This  is  more  apt  to  occur 
with  the  lag  type  of  chemical  diabe- 
tes However  there  are  some  persons 
in  whom  the  symptoms  and  signs  of 
reactive  hypoglycemia  trigger  a rip- 
ple effect  of  fatigue  emotional  de- 
pression or  sinking  feelings  " These 
ripple  effects  cannot  be  attributed  to 
low  blood  sugar  because  they  are  not 
relieved  by  sugar  and  continue  long 
after  the  blood  sugar  has  returned  to 
normal  Such  ripple  effects  are  more 
frequent  in  persons  with  difficulties  in 
coping  with  or  resolving  school  mari- 
tal job  sex  aging  or  other  problems 
(12) 

There  are  some  therapists  and  per- 
sons who  point  to  reactive  hypogly- 
cemia as  the  cause  of  ripple  effects 
but  there  is  no  evidence  for  this  How- 
ever when  the  low  blood  sugar  trig- 
gers the  ripple  effect  a low  carbohy- 
drate-high protein  diet  affords  vari- 
able relief  Those  with  a ripple  syn- 
drome also  require  gentle,  consider- 
ate and  wise  management  and  coun- 
seling in  addition  to  restriction  of  car- 
bohydrate and  sucrose  Undue  em- 
phasis on  carbohydrates  particularly 
sugars  and  sucrose  defers  attention 
to  underlying  chemical  diabetes  or 
emotional  problems  in  complicated 
lives  (12) 

Therapy  in  those  with  chemical  di- 
abetes should  include  weight  loss  in 
the  obese  and  other  measures  to  re- 
turn glucose  tolerance  to  normal 

Atherosclerosis 

It  is  true  that  both  diabetes  and 
obesity  due  to  caloric  excesses  (be 
they  of  carbohydrate  or  other  ori- 
gin) predispose  persons  to  high 
plasma  cholesterol  high  Low  Den- 
sity Lipoprotein  (LDL)  cholesterol 
low  High  Density  Lipoprotein  (HDL) 
cholesterol  and  to  high  plasma  Very 
Low  Density  Lipoprotein  (VLDL)  tri- 
glyceride levels  (14)  However  only 
in  the  last  of  these  hypertriglycer- 
idemia can  the  intake  of  carbohy- 
drates including  sucrose  or  other 
sugars  play  a specific  role  i e a 
role  apart  from  caloric  excesses 
Thus  some  persons  are  sensitive  to  a 
high  carbohydrate  intake  and  devel- 
op a carbohydrate-induced  hypertri- 
glyceridemia while  others  are  re- 


lated to  a high  lat  intake  (15) 

The  frequency  of  atherosclerosis 
is  increased  by  obesity  and  diabetes, 
neithei  of  which  is  directly  fBlated  to 
sugar  intake  Even  m the  case  of  the 
specific  carbohydrate-induced  hy- 
pertriglyceridemia it  is  not  possible 
to  draw  a clear  cause  and  effect  rela- 
tionship between  atherosclerosis  and 
hypertriglyceridemia  and  sucrose  in- 
take In  women  high  triglyceride 
levels  of  any  origin  significantly  in- 
crease the  frequency  of  vascular 
events  including  coronary  heart  di- 
sease myocardial  infarctions  or 
strokes  In  males  (lowever.  hypertri- 
glyceridemia is  ndt  a risk  factor  with 
respect  to  vascular  catastrophes  un- 
less hypertension,  smoking  and/or 
glucose  intolerance  are  present  (16) 
Hence  in  carbohydrate-induced  hy- 
pertriglyceridemia gender  also  plays 
a key  role  in  determining  susceptibil- 
ity to  vascular  disease 


Summary 

Absolute  or  relative  calorie  excess 
contributes  to  obesity  diabetes,  hy- 
poglycemia and  atherosclerosis  Car- 
bohydrates are  one  source  of  calories 
and  are  frequently  overconsumed 
However  sucrose  intake  in  modera- 
tion does  not  directly  cause  athero- 
sclerosis diabetes  hypoglycemia  or 
even  obesity 
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Abstracts  in  Interlingua 


Shimaoka,  K.,  Getaz,  E.  P.,  Razack,  M.,  Rao,  U.,  Nor- 
man M.,  Wallace,  H.  J.,  Jr.,  Shedd,  D.  P.,  e Walsh,  D.: 

Programma  selective  (o  exploratori)  del  thyroide  in  pop- 
ulationes  radiate,  New  York  State  J.  Med.  79:  1525 
(Septembre)  1979. 

Un  programma  de  studio  selective  o exploratori  del 
thyroide  esseva  instaurate  in  le  Roswell  Park  Memorial 
Institute  per  le  personas  in  risco  major  de  disveloppar  bo- 
cios  (“goiter”)  benigne  or  maligne  consecutive  a radio- 
therapia  per  morbos  benigne  del  capite  e collo  durante  le 
infantia  o etate  pueril.  In  le  prime  anno  735  patientes 
esseva  studiate  selectivemente,  e 159  presentava  abnor- 
malitates  palpabile  del  thyroide.  Novanta  (90)  patientes 
participava  in  un  therapia  suppressive  al  hasardo  e in  24 
patientes  le  bocio  dispareva  completemente.  Vinti-octo 
(28)  patientes  habeva  operationes  del  thyroide;  8 habeva 
carcinoma  del  thyroide  ben  differentiate,  e 2 habeva  ade- 
noma del  parathyroide. 

Burleson,  R.  L.,  Schroeder,  E.  T.,  Marbarger,  P.  R., 
Henry,  J.  B.,  Small  Z.,  DeRito,  J.  R.,  e Devoe,  C.: 

Transplantation  renal;  efficatia  therapeutic  in  le  “State 
University  of  New  York  Upstate  Medical  Center,”  New 
York  State  J.  Med.  79:  1528  (Septembre)  1979. 

Le  efficatia  therapeutic  del  transplantation  renal  in  le 
Centro  mentionate  esseva  analisate  in  quanto  al  numero 
de  patientes  con  status  final  del  morbo  menal  (SFMR),  con 
o sin  transplantation  del  rene,  le  morbilitate  e le  supervi- 
ventia.  Le  transplantation  del  rene  ha  un  mortalitate 
minime.  Iste  procedimento  es  therapeuticmente  effective; 
le  patientes  con  transplantation  renal  successosse  ha  un 
vita  melior  e le  superviventia  es  multe  plus  elevate  in  le 
patientes  con  transplantation  que  in  illes  sin  le  trans- 
plantation. Le  morbiditate  del  patientes  con  transplan- 
tation non  es  differente  de  ille  del  patientes  con  SFMR 
mais  sin  transplantation,  judicante  per  le  numero  de  dies 
in  le  hospital  del  patientes  con  SFMR  con  o sin  trans- 
plantation renal.  Nonobstante  le  valor  del  transplanta- 
tion, nos  ha  facite  minus  que  un  tertio  del  transplantation 
requerite  per  le  patientes  con  SFMR  in  le  Centro  Norte  del 
Stato  de  Nove  York.  Iste  situation  es  debite  principal- 
mente  a nostra  incapacitate  de  conseguir  renes  de  cadav- 


eres  que  in  grande  mesura  es  causate  per  le  absentia  de  un 
ambiente  legal  que  permita  le  utilisation  maxime  de  or- 
ganos  pro  transplantation. 

Zimbert,  S.:  Alcoholismo;  prevalentia  in  le  salla  de  em- 
ergentia  de  un  hospital  general  e in  un  clinica  aperte,  New 
York  State  J.  Med.  79:  1533  (Septembre)  1979. 

Un  studio  del  prevalentia  del  alcoholismo  esseva  facite 
in  un  servicio  de  emergentia  e in  le  clinica  aperte  del 
“Hospital  for  Joint  Diseases  and  Medical  Center.”  Le 
alcoholismo  esseva  presente  in  28  pro  cento  del  casos  viste 
in  le  clinica  aperte  e 31  a 38  pro  cento  in  le  salla  de  emer- 
gentia. Varie  individuos  esseva  diagnosticate  alcoholic  o 
esseva  referite  pro  tractamento  per  le  clinica  aperte  o le 
medicos  del  servicio  de  emergentia  debite  al  attitude 
pessimista  con  respecto  a la  therapia  de  su  alcoholismo.  Le 
elevate  prevalentia  del  alcoholismo  in  iste  servicios  pro 
casos  acute  indicava  que  le  fonte  principal  pro  trovar  al- 
coholicos  es  iste  servicios.  Nonobstante,  pro  tractar  pa- 
tientes alcoholic  le  consilieros  in  alcoholismo  debe  formar 
parte  del  personal  de  iste  servicios. 

Neuhoff,  S.  D.,  Gal,  D.,  e Tancer,  M.  L.:  Resultatos 
falsemente  negative  del  test  del  oxytocina;  un  revision, 
New  York  State  J.  Med.  79: 1537  (Septembre)  1979. 

Le  resultatos  falsemente  negative  del  test  defiante  del 
oxytocina  (“oxytocin  challenge  test” — OCT)  corresponde 
al  morte  fetal  antepartum  intra  le  septe  (7)  dies  del  resul- 
tato  negative  del  OCT.  Le  litteratura  esseva  revistite  e iste 
include  un  total  de  7883  tests  facite  a 4589  patientes.  De 
iste  tests,  6593  esseva  negative  e solmente  23  esseva  fal- 
semente negative  (0.349  pro  cento).  Iste  tests  falsemente 
negative  esseva  revistite  criticmente  de  discutite.  Non 
omne  OCT  falsemente  negative  es  veramente  negative,  ben 
que  le  resultatos  esseva  mal  interpretate  o perque  le  causa 
del  morte  fetal  non  esseva  predictite  per  le  OCT.  Le  per- 
centage correcte  de  OCT  falsemente  negative  es  0.167  pro 
cento.  Nos  conclude  que  le  OCT  negative  pote  esser  con- 
fiabile  como  indicator  del  stato  del  feto  al  minus  per  7 
dies. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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6th  SYMPOSIUM 

PRESERVATION 
OF  THE 
ISCHEMIC 
MYOCARDIUM 


Deborah  Heart 
end  Lunq  Center 

T2  r/ \ 1 1 ' ri  i VAillt  kl  I 0001  C ^ 


Browns  Mills,  N.J.  08015 


PROGRAM  Four  sessions  with  panel 
discussions  on: 

Pathophysiology  of  Acute  Myocardial 
Infarction 

Methods  for  Evaluating  Myocardial  Damage 
Reduction  of  Myocardial  Injury 
Protection  of  the  Ischemic  Myocardium 


Registration  fee:  $125 

(includes  luncheons  and  CME  certificate) 

THE  FAIRMONT  HOTEL 

Philadelphia,  Pa. 

November  2-3, 1979 


This  program  is  designed  for  physicians  in  specialty  and  general  practice.  Scientific  sessions  are  open  to 
residents,  interns,  medical  students,  nurses  and  technicians  without  charge. 


r 


As  an  organization  accredited  for 
continuing  medical  education,  the 
Deborah  Heart  and  Lung  Center 
designates  this  continuing  medical 
activity  as  meeting  the  criteria  for  11 
credit  hours  in  category  1 of  the 
Physician's  Recognition  Award  of  the 
American  Medical  Association. 


6th  Deborah  Heart  Symposium 

Box  369  — Clip  & send  to 

Wayne,  Pennsylvania  19087 

□ I am  interested  in  a copy  of  the  program 

□ Please  register  me  for  the  meetings;  my  check  ($125)  is 
enclosed 


Name 

Address 

Zip  Code 

Affiliation 

1635 

continued  from  page  1574 

This  continuing  medical  education  offering  meets  the 
criteria  for  18  credit  hours  in  Category  1 of  the  Physician’s 
Recognit  ion  Award  of  the  American  Medical  Association; 
application  has  been  made  for  18  elective  hours  by  the 
American  Academy  of  Family  Physicians. 

For  further  information  contact:  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park,  New  York  11042;  telephone  (212)  470- 
2114. 

American  Medical  Writers  Association 

The  39th  annual  meeting  of  the  American  Medical 
Writers  Association  will  be  held  at  Kansas  City,  Missouri, 
October  16  to  20,  at  the  Radisson  Muehlebach  Hotel. 

Cardiology  ’79 

The  American  Heart  Association  Upstate  New  York 
Chapter,  Inc.,  will  present  “Cardiology  ’79”  on  September 
27,  1979,  at  its  annual  heart  teaching  day  for  physicians. 
This  teaching  day  is  cosponsored  by:  American  Heart 
Association,  Council  on  Clinical  Cardiology,  and  Office  of 
Graduate  and  Continuing  Medical  Education,  State  Uni- 
versity of  New  York  Upstate  Medical  Center,  and  will  be 
held  at  the  Civic  Center,  in  Syracuse. 

Preregistration  is  required  for  everyone  and  advance 
registration  is  due  in  the  Heart  Office  by  September 
21st. 

This  program  is  acceptable  for  five  prescribed  hours  by 
the  American  Academy  of  General  Practice.  As  an  orga- 
nization accredited  for  continuing  medical  education,  the 
American  Heart  Association  certifies  that  this  continuing 
medical  education  offering  meets  the  criteria  for  five  hours 
in  Category  1 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association  provided  it  is  used  and 
completed  as  designed. 

Fourth  International  Congress 
on  Gynecologic  Endoscopy 

The  Fourth  International  Congress  on  Gynecologic 
Endoscopy  will  be  held  November  4 to  9 at  Caesars  Palace, 
Las  Vegas,  Nevada. 

For  further  information,  contact:  American  Association 
of  Gynecologic  Laparoscopists,  Attn:  Jordan  M.  Phillips, 
M.I).,  General  Chairman,  11239  So.  Lakewood  Blvd., 
Downey,  California  90241,  USA;  telephone  (213)  862- 
8181. 

AMA  winter  scientific  meeting 
set  for  January  in  Texas 

The  33rd  Winter  Scientific  Meeting  of  the  American 
Medical  Association  will  be  held  January  12-15,  1980,  in 
San  Antonio. 

The  meeting  will  offer  attending  physicians  a multidis- 
cipline educational  experience.  Many  major  specialty 
societies  will  be  involved  in  the  design  of  many  of  the 
continuing  medical  education  courses  and  symposia  to  be 
offered  fluring  the  four-day  session. 

The  scientific  program  will  include  45  postgraduate 
courses,  20  symposia,  video  clinics,  cardiopulmonary  re- 
suscitation courses,  scientific  exhibits,  and  other  special 
programs. 

Symposia  topics  will  include  social  drinking  and  chronic- 


alcoholism,  what  the  physician  can  do  to  help  his  patients 
stop  smoking,  international  terrorism  and  rescue,  how  to 
cope  with  the  impaired  physician,  drug  problems  in  the 
teenager,  latest  findings  in  treatment  of  cancer,  health 
effects  of  exposure  to  radiation  from  the  viewpoint  of  the 
practicing  physician,  bites  and  stings,  hypochondriacs  in 
the  health  care  picture,  update  of  plastic  surgery,  obesity 
and  what  can  be  done  about  it. 

The  courses  will  offer  a wide  variety  of  subject  matter 
from  which  the  physician  can  select  subjects  in  which  he 
feels  the  need  of  refresher  training. 

Participating  specialty  societies  are  American  Academy 
of  Dermatology,  American  Association  for  Thoracic  Sur- 
gery, American  College  of  Cardiology,  American  College 
of  Physicians,  American  Society  of  Clinical  Pathologists, 
American  Society  for  Clinical  Pharmacology  and  Thera- 
peutics, College  of  American  Pathologists,  and  the  AMA 
Section  Council  on  Plastic,  Reconstruction  and  Maxillo- 
facial surgery. 

Among  the  highlights  of  the  program  are: 

Hypertension  Update:  1980.  Physicians  will  be  briefed 
on  the  recommended  approach  to  office  treatment  of  the 
newly  discovered  patient  with  high  blood  pressure.  With 
national  educational  efforts  in  the  last  few  years  aimed  at 
finding  those  with  high  blood  pressure,  physicians  are  faced 
with  many  more  cases  in  their  day-to-day  practice. 

Controversies  in  the  diagnosis  and  management  of  breast 
cancer.  The  roles  of  surgery,  radiation  treatment,  and  use 
of  hormones  and  drugs  to  treat  breast  cancer  will  be  eval- 
uated in  terms  of  new  approaches  in  which  radical  surgery 
often  is  being  omitted  for  other  treatments. 

Malevolent  Inflictions:  Bites  and  Stings.  Early  medical 
care  is  stressed  in  contemporary  approaches  to  dealing  with 
bites  and  stings.  All  sorts  of  bites  will  be  included — dogs, 
cats,  wild  land  animals,  marine  animals,  reptiles,  in- 
sects— even  human. 

Practical  training  for  the  physician  in  dealing  with  four 
common  types  of  cancer.  These  are  cancers  of  the  breast, 
lung,  colon,  and  pancreas.  Diagnostic  techniques  will  be 
explored,  and  approaches  aired  to  determine  the  best 
course  of  treatment. 

Diabetes  mellitus.  The  course  is  directed  to  the  physi- 
cian in  general  practice.  It  will  stress  the  need  for  appro- 
priate diagnosis  of  diabetes,  and  the  use  of  diet,  oral  agents 
and  insulin  in  treatment. 

Behavioral  problems  in  children  and  adolescents.  The 
underlying  physical  and  emotional  disorders  that  result 
in  hyperactivity,  feeding  and  sleeping  disorders,  bed 
wetting,  and  misbehavior  will  be  studied. 

Further  information  on  the  scientific  meeting  is  available 
from  the  Department  of  Scientific  Assembly,  American 
Medical  Association,  535  N.  Dearborn  St.,  Chicago,  Illinois 
60610. 

AMA  schedules  conference 
on  sports  medicine 

The  21st  American  Medical  Association  Conference  on 
the  Medical  Aspects  of  Sports  will  be  held  next  January  12 
at  San  Antonio. 

“Sports  Medicine  for  the  Primary  Care  Physician”  will 
be  the  theme  of  the  conference. 

Sports  medicine  experts  from  across  the  nation  will 
discuss  such  topics  as  women  in  sports,  the  physical  exam 
for  the  young  at  hlete,  heart  evaluation  of  the  young  athlete, 
elbow  injuries  in  young  ball  players,  knee  injuries,  back 

continued  on  page  1641 
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A superior  CME  school 
for  the  busy  practitioner 

The  immediate  purpose  of  CME  is  to  help  practitioners 
maintain  and  improve  their  professional  competence  by 
continually  updating  their  knowledge,  skills,  and  attitudes. 
The  ultimate  purpose  is  to  help  them  achieve  their  main 
goal:  the  delivery  of  excellent  patient  care.  This  requires 
a lifelong  process  of  education.  Mount  Sinai  Medical 
Center  takes  pride  in  playing  a vital  role  in  this  very  im- 
portant institutional  service. 

CME  activities  include  both  formal  and  informal 
learning  experiences.  The  formal  activities  are  structured 
programs,  workshops,  lectures,  grand  rounds,  seminars, 
and  specialty  meetings,  which  practicing  physicians  attend 
to  update  their  medical  knowledge.  However,  it  is  very 
difficult  for  busy  practitioners  to  attend  long  meetings  in 
their  own  hometown,  where  the  pressures  of  practice  are 
not  conducive  to  an  extensive  and  intensive  learning  ex- 
perience. Therefore,  the  community  hospital  should 
provide  adequate  opportunities  for  the  local  staff  to  expand 
its  experience  in  the  form  of  grand  rounds,  lectures,  and 
short  seminars  or  workshops. 

On  the  other  hand,  it  also  seems  appropriate  for  busy 
pract  itioners  to  take  one  or  two  weeks  off  per  year  to  attend 
extended  courses  or  meetings  away  from  home.  There  is 
a feeling  of  renewal,  and  of  spent  energies  being  recharged 
in  the  unique  experience  of  relieving  pressure  and  taking 
time  out  to  participate  in  these  formal  teaching  programs 
and  the  surrounding  informal  exchange  with  colleagues. 
Specialty  societies  play  a major  role  in  this  type  of  activity. 
Certain  large  community  hospitals  with  very  structured 
departments  of  CME,  including  Mount  Sinai  Medical 
Center,  also  play  an  important  role  in  setting  up  and  con- 
ducting successful  extended  meetings  that  attract  national 
and  international  audiences. 

Another  area  in  which  a community  hospital  makes 
major — but  seldom  recognized — contributions  to  CME  is 
in  its  many  day-to-day  informal  or  unstructured  exchanges 
of  information  with  consultants  called  in  for  specific  cases, 
as  well  as  in  informal  corridor  or  coffee-shop  consultations, 
in  interactions  with  house  staff  and  allied  health  profes- 
sionals, in  participation  in  medical  audit  committees,  and 
of  course,  in  the  use  of  the  hospital’s  medical  libraries. 

By  setting  the  stage  for  education  where  the  day-to-day 
patient  care  action  takes  place,  the  community  hospital 
plays  the  unique  role  of  a superior  CME  school  for  the  busy 
practitioner.  Mount  Sinai  Medical  Center  and  other 
community  hospitals  with  a deep  commitment  to  medical 
education  at  all  levels  are  key  institutions  in  fulfilling  the 
CME  needs  of  their  staffs.  This  issue  represents  a small 
sample  of  the  capabilities  of  our  voluntary  and  full-time 
staff,  who  are  responsible  for  setting  the  tone  and  keeping 
the  pace  of  CME  at  our  institution.  Justiniani,  F.  R.: 
Guest  editorial,  Today’s  Clinician,  Apr.,  1978,  p.  13. 


Follow-up  of  your  patient’s 
pacemaker  is  performed  by 
telephone.  EKG  is  obtained 
to  improve  patient  care. 
Third  party  insurance  ac- 
cepted. 

Here  are  the  highlights  of  our 
program: 

• EKG  documentation  of  Pace- 
maker function 

• Electronic  measurement  of 
Pacemaker  rate,  interval  and 
pulse  width 

• Regular  follow-up  from  any 
telephone  location — We  call 
patient  and  pay  telephone 
charge 

• All  reports  sent  to  physi- 
cian(s) 

• Change  in  status  or  emer- 
gency condition  immediately 
reported  to  physician  by 
telephone 

• Physician  informed  of  "end 
of  life"  of  pacemaker  for 
elective  replacement 

• Patient  supplied  with  all 
necessary  equipment  at  no 
charge 

• No  cost  to  patient  or  phy- 
sician— third  party  insurance 
accepted  as  payment  in  full 


Contact  us  to  enroll  patients 
or  for  further  information. 
Call  collect  (516)  292-0717. 


PACEMAKER  MONITORING  SERVICE 
135  Clinton  St..  Hempstead.  N Y.  11550 
( 5161 292-0717 
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Letters  to  the  Editor 


Excessive  treatment 

To  the  Editor:  A filler  in  the  February,  1978  issue  of  the 
Journal  (p.  211)  titled  “Inappropriate  antihypertensive 
therapy  in  the  elderly,”  summarizes  a paper  which  ap- 
peared under  that  title  in  the  Lancet  (2: 1317  [1976]  ).  As 
we  pointed  out,1  this  article  described  a group  of  inade- 
quately studied  patients  treated  with  excessive  starting 
doses  of  medication.  It  leaves  the  impression  that  anti- 
hypertensive therapy  may  he  undesirable  in  many  older 
persons.  Actually,  properly  designed  treatment  is  feasible 
and  well  tolerated  by  this  group.2  3 

A more  suitable  title  would  be  “Excessive  treatment  in 
the  elderly  hypertensive.” 

ARTHUR  W.  SELIGMANN,  M.D. 

14  Sutton  Place  South 
New  York,  N.Y.  10022 
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Second  opinion  and  unnecessary  surgery 

To  the  Editor:  “Second  Opinion  and  Unnecessary  Sur- 
gery,” (New  York  State  J.  Med.  78:  875  [May]  1978)  is  a 
nicely  balanced  analysis  of  a current  exercise  in  futility  that 
does  not  lose  sight  of  a highly  desirable  objective.  Surgery, 
unless  one  elects  to  follow  the  teachings  of  Mary  Baker 
Eddy,  should  and  usually  is  always  necessary. 

In  the  case  of  an  appendectomy,  is  the  removal  of  a 
“normal”  appendix  unnecessary?  I refer  you  to  my  own 
study  on  that  score;  (“Appendicitis,  mortality,  and  accu- 
racy of  diagnosis,”  New  York  State  J.  Med.  65: 1676  [1965]), 
I have  yet  to  see  a response  from  the  “unnecessary  surgery” 
witch-hunters. 

None  of  us  is  going  to  turn  a blind  eye  on  recklessness, 
greed,  or  just  plain  ignorance.  Nor,  indeed,  are  we  going 
to  treat  a hysterectomy,  particularly  in  a young  woman, 
with  the  same  latitude  we  would  an  appendectomy.  In  the 
latter  case,  if  a normal  appendix  is  removed  following  an 
appropriate  work-up  we  are  not  disturbed.  In  the  case  of 
a uterus  free  of  disease,  I wonder. 

PAUL  deR.  KOLISH,  M.l). 

Friendship,  New  York  1 4 7 HO 


Utilization  review 

and  community  mental  health 

To  the  Editor:  Utilization  review  has  had  an  impact  on 


inpatient  psychiatric  services;  there  are  apparent  differ- 
ences between  the  theoretical  foundation  of  utilization 
review  and  the  practical,  when  it  comes  to  delivery  of 
community  mental  health  services.  The  utilization  review 
program  was  designed  as  a system  to  control  escalating 
medical  costs  and  addresses  itself  primarily  to  that  situa- 
tion. The  community  mental  health  approach  is  one  which 
addresses  itself  primarily  to  improving  the  quality  of  care 
of  patients  suffering  from  psychiatric  illnesses.  While,  in 
most  medical  areas,  there  need  be  no  conflict  between  these 
approaches,  both  theoretical  and  practical  conflicts  exist 
when  utilization  review  is  applied  to  psychiatry  as  it  is  to 
other  medical  disciplines.  This  is  because  hospitalizable 
psychiatric  illnesses  differ  from  most  other  medically 
hospitalizable  illnesses,  as  a result  both  of  their  chronicity 
and  their  endemicity.  As  a result,  hospitalization  for 
mentally  ill  individuals  rarely  is  designed  to  effect  a cure. 
In  most  cases,  numerous  hospitalizations  are  required  as 
exacerbations  occur  over  the  lifetime  of  an  individual. 

In  the  era  prior  to  the  development  of  the  community 
psychiatry,  economic  reasons  as  well  as  the  social  climate 
concerning  mental  illness,  forced  the  shunting  of  patients 
into  large,  chronic-care  facilities  distant  from  the  com- 
munities in  which  they  lived.  Both  the  separation  from 
families  and  friends,  and  the  general  aura  of  helplessness 
about  psychiatric  illness  made  it  possible  to  limit  financial 
resources  allocated  to  the  care  of  these  individuals.  Under 
the  archaic  system,  inpatient  psychiatric  hospitalization 
was  divided  into  acute  care,  which  was  provided  in  the 
community  when  facilities  existed,  and  chronic  or  custodial 
care  which  was  provided  in  the  State  institutions. 

In  contrast  to  this,  one  of  the  main  premises  of  the 
community  mental  health  model  is  that  the  treatment  of 
chronic  illnesses  requires  continuity  of  care.  This  could 
best  be  provided  if,  as  much  as  possible,  the  total  treatment 
required  by  a patient  could  be  provided  by  the  same  in- 
stitution. Therefore,  a properly  functioning  CMHC 
community  health  care  center)  inpatient  service  attempts 
to  provide  both  acute  and  intermediary  levels  of  care  to 
patients,  avoiding  as  much  as  possible  transfer  to  a Slate 
facility.  At  the  same  time  the  State  facilities  have  shifted 
their  emphasis  in  the  direction  of  the  CMHC  model,  and 
no  longer  consider  themselves  as  chronic  or  custodial  fa- 
cilities. They  too  attempt  to  provide  therapeutic  services 
and  to  discharge  patients  back  into  the  home  communities 
as  rapidly  as  possible. 

All  of  this  is  different  from  the  medical  service  delivery 
system  for  nonpsychiatric  illnesses.  Most  patients  hos- 
pitalized today  with  general  medical-surgical  complaints 
suffer  from  relatively  acute  treatable  conditions.  The 
concept  of  triage  is  applicable  in  these  conditions.  In  this 
system,  a patient  is  first  admitted  to  a local  general  hospital 
until  the  acute  situation  is  resolved;  then,  if  necessary,  can 
he  transferred  to  some  intermediary  facility  until  he  can 
return  home.  In  some  cases,  patients  may  then  go  on  to 
chronic  care  facilities  such  as  nursing  homes,  each  of  these 
facilities  respectively,  being  a lower  cost  operation. 

continued  on  paffe  1642 
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NEW  YORK  UNIVERSITY  POST-GRADUATE  MEDICAL  SCHOOL 

ANNOUNCES 

Internal  Medicine— A Continuing  Review 

(The  Fifth  Year) 


Wednesdays,  4:00-7:00  p.m.  January  2-May  28,  1980 

Course  Directors:  Saul  J.  Farber,  M.D., 

Frederick  FI.  King,  Professor  of  Internal  Medicine 
Chairman,  Department  of  Medicine 
Louis  Shenkman,  M.D. 

Associate  Professor  of  Medicine 


— COURSE  DESCRIPTION— 

This  successful  intensive  course  provides  an  authoritative  and  broad  review  of  recent  advances  in  internal  medicine. 
It  is  designed  to  assist  the  busy  physician  identify  significant  developments  in  the  field  and  assess  their  relevance  to  his 
or  her  clinical  practice.  It  will  also  be  helpful  to  physicians  who  are  preparing  for  certifying  and  recertifying  examinations 
in  either  internal  medicine  or  family  practice. 

Each  years  program  is  cycled  to  incorporate  new  as  well  as  different  material  so  that  over  several  years  the  entire 
field  of  internal  medicine  is  reviewed  in  depth.  Topics  to  be  covered  include:  cardiovascular  diseases,  endocrinology 
and  metabolism,  allergy,  gastroenterology,  hematology,  immunology  and  allergy,  infectious  diseases,  nephrology,  neu- 
rology, pulmonary  diseases  and  rheumatology. 

Subject  areas  are  under  the  direction  of  senior  physicians  especially  qualified  in  their  respective  fields.  Sessions 
combine  two  teaching  modalities:  (1)  a core  review  lecture  with  special  emphasis  on  pertinent  basic  medical  science 
and  recent  advances  in  diagnosis  and  therapy,  and  (2)  a group  workshop  for  informal  discussion  with  a faculty.  The 
workshop  provides  registrants  an  opportunity  to  clarify  material,  review  topics  of  special  interest  and  examine  illustrative 
case  reports  as  well  as  selected  questions  from  past  self-assessment  examination. 

The  resources  of  the  New  York  University  School  of  Medicine  and  a distinguished  faculty  drawn  from  throughout  the 
Medical  Center  participate  in  the  course.  Instructional  material  is  supplemented  by  printed  notes,  references,  and  copies 
of  selected  slides  used  to  illustrate  the  lectures.  Audio  tape  cassettes  of  all  lectures  are  available  at  cost. 

Registration  is  limited:  Applications  will  be  accepted  in  the  order  of  their  receipt. 
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Medical  News 


Influenza  1979-80 

There  are  presently  two  subtypes  of  influenza  A virus 
that  are  causing  human  illness,  HlNl  and  H3N2.  H3N2 
virus  first  appeared  during  this  century  in  1968,  with  A/ 
Texas/77  strain  being  the  contemporary  variant.  No  iso- 
lation of  H3N2  viruses  have  been  made  this  season  in  the 
United  States,  but  it  has  been  reported  from  other  parts 
of  the  world,  and  it  must  be  presumed  that  these  viruses 
could  recur  in  epidemic  form.  The  current  H1N1  variant 
is  A/Brazil/78,  a mutation  of  the  HlNl  A/USSR/77  seen 
two  years  ago.  Although  simultaneous  occurrence  of  two 
major  subtypes  is  unusual,  this  occurred  in  1977-78  with 
HlNl  and  H3N2  and  it  is  currently  happening  in  some 
countries.  Influenza  B viruses  continue  to  cause  illness. 
Recent  isolets  have  been  relatively  unchanged  from  the 
B/Hong  Kong  prototype.  Therefore,  the  vaccine  for 
1979-80  is  designed  to  protect  against:  A/Brazil/78, 
A/Texas/77,  and  B/Hong  Kong/5/72.  Last  years  vaccine 
formulae  A/USSR/77,  A/Texas/77,  and  B/Hong  Kong/5/72 
is  also  recommended  for  use  due  to  the  antigenic  similarity 
between  A/Brazil/78  and  A/USSR/77. 

A mild  influenza  season  is  expected  for  the  coming  year 
with  individuals  age  25  and  younger  most  susceptible  to 
the  current  influenza  variants.  Vaccine  antibody  response 
to  HlNl  and  H3N2  virus  in  people  26  and  older  has  been 
excellent  due  to  previous  exposure  to  these  subtypes.  This 
population  group  need  only  receive  one  dose  of  vaccine. 
Younger  people  should  receive  two  doses  of  vaccine  due 
to  their  probable  lack  of  prior  exposure  to  HlNl  and 
H3N2  virus.  Vaccine  package  inserts  should  be  referred 
to  for  specific  information  regarding  dosage  recommended 
for  various  age  groups. 

AMA  publishes  the  third  update 
to  current  procedural  terminology 
(CPT-4) 

Over  100  revisions  are  included  in  the  Third  Update  to 
the  Fourth  Edition  of  the  Physicians’  CURRENT  PRO- 
CEDURAL TERMINOLOGY,  the  American  Medical 
Association’s  comprehensive  system  for  naming,  coding, 
and  reporting  medical  procedures  and  services. 

The  summer  1979  Update  to  CPT-4  includes  the  fol- 
lowing changes: 

The  most  extensive  revision  deals  with  urological  pro- 
cedures. A new  section  on  urodynamics  has  been  added 
together  with  a number  of  additional  urological  proce- 
dures. 

New  radiology  procedures  include  computerized  to- 
mography of  the  spine,  endoscopic  sphincterotomy  by 
radiological  monitoring,  and  new  transcatheter  tech- 
niques. 

Several  new  techniques  in  orthopedics  are  introduced, 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
• (-i  T-d  eight  weeks  prior  to  publication  date. 
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for  example,  microvascular  anastomosis  in  bone 
grafting. 

In  immunology,  the  listing  of  complement  esterases  is 
extended. 

Newly  coded  procedures  in  other  fields  include  fiberoptic 
sigmoidoscopy,  Falope  ring  occlusion  of  the  fallopian 
tubes,  follow-up  visits  in  critical  care,  and  a hemoper- 
fusion  procedure. 

The  third  update  is  being  sent  this  month  to  individuals 
who  have  completed  and  returned  the  prepaid  card  in- 
cluded in  the  CPT-4  book.  This  and  future  updates  to 
CPT-4  are  provided  at  no  additional  cost  to  CPT-4  pur- 
chasers. 

CPT-4  was  developed  by  and  for  physicians  in  response 
to  the  need  for  a uniform  language  that  will  accurately 
designate  medical,  surgical,  and  diagnostic  services, 
thereby  provide  an  effective  means  for  reliable,  nationwide 
communications  among  physicians,  patients,  and  third 
parties. 

With  the  publication  of  the  fourth  edition  of  CPT,  the 
AMA  established  a mechanism  whereby  additions  and/or 
changes  can  be  made  in  CPT  and  these  changes  can  be 
quickly  communicated  to  the  user.  No  longer  will  the  user 
of  CPT  have  to  wait  several  years  between  editions  to  in- 
clude new  procedures  or  modifications  to  existing  proce- 
dures, or  even  to  delete  obsolete  procedures.  The  existence 
of  this  third  update  demonstrates  a viable  mechanism 
exists  for  receiving,  evaluating,  and  including  recommen- 
dations for  change  to  this  nationwide  medical  terminology 
system. 

CPT-4  is  available  through  the  Order  Department  OP- 
41,  American  Medical  Association,  P.O.  Box  821,  Monroe 
WI.  53566.  Single  copies  of  CPT-4  are  $12  each;  orders 
should  be  prepaid;  expect  three  to  four  weeks  for  de- 
livery. 

Notice 

of  fellowship  grants 

The  Asthma  & Allergy  Foundation  of  America  is  pleased 
to  announce  that  awards  are  available  for  one-year  partial 
support  of  fellows  for  training  in  basic  immunology  re- 
search as  part  of  an  allergy  training  program.  Each  award 
is  for  $7,500  to  be  paid  out  July  1,  1980. 

Applicants  must  hold  an  M.D.  degree,  and  be  citizens  or 
permanent  residents  of  the  United  States  or  Canada. 
Training  may  be  taken  only  at  institutions  in  the  United 
States  or  Canada. 

Deadline  for  submission  of  completed  applications  is 
November  1 , 1979. 

Application  forms  can  be  obtained  from:  ASTHMA  & 
ALLERGY  FOUNDATION  OF  AMERICA;  19  West  44 
Street;  New  York,  N.Y.  10036. 
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injuries,  injuries  to  the  hand,  the  role  of  radiology  and 
nuclear  medicine  in  evaluating  athletic  injuries,  prevention 
of  injuries  and  violence  in  sports. 

Keynote  luncheon  speaker  for  the  conference  will  he 
Kenneth  H.  Cooper,  M.D.,  executive  director  of  the  Aer- 
obics Center,  The  Cooper  Clinic,  Dallas.  Dr.  Cooper  is  a 
national  authority  on  exercise  and  physical  condi- 
tioning. 

Program  participants  will  include  Leatha  Y.  Hunter, 
M.D.,  orthopedic  surgeon,  University  of  Michigan,  Ann 
Arbor;  Donald  L.  Cooper,  M.D.,  team  physician,  Oklahoma 
State  University,  Stillwater;  William  B.  Strong,  M.D., 
pediatric  cardiologist,  Medical  College  of  Georgia,  Augusta; 
Kay  E.  Wilkins,  M.D.,  orthopedic  surgeon,  University  of 
Texas  Medical  School,  San  Antonio. 

Bernard  R.  Cahill,  M.D.,  orthopedic  surgeon,  Peoria,  111.; 
Arvo  Neidre,  M.D.,  orthopedist,  University  of  Texas 
Medical  School,  San  Antonio;  Jerry  D.  Julian,  M.D.,  or- 
thopedic surgeon  for  the  athletic  department  of  the  Uni- 
versity of  Texas,  Austin;  Frank  C.  McCue,  M.D.,  ortho- 
pedist and  rehabilitation  specialist,  University  of  Virginia 
Medical  Center,  Charlottesville,  Va.;  Jack  W.  Bowerman, 
M.D.,  radiologist,  Johns  Hopkins  School  of  Medicine, 
Baltimore;  Joseph  S.  Torg,  M.D.,  director  of  the  Sports 
Medicine  Center,  University  of  Pennsylvania,  Philadel- 
phia; S.  Harvard  Kaufman,  M.D.,  psychiatrist,  Seattle, 
Wash. 

Further  information  on  the  conference  is  available  from 
the  Department  of  Environmental,  Public  and  Occupa- 
tional Health,  American  Medical  Association,  535  N. 
Dearborn  St.,  Chicago,  IL  60610. 

I International  Congress 

I International  Congress,  III  Congress  of  Medicine, 
Surgery,  and  Social  Security,  will  be  held  in  February,  1980, 
in  Lima,  Peru.  The  program  includes  the  opportunity  to 
present  papers. 

For  additional  information:  Dr.  Hildebrando  Landaz- 
uri.  President;  Dr.  Carlos  Hernandez,  General  Secretary, 
Av.  Grau  700,  Lima,  Peru. 

Seminar  to  be  presented 

The  Dent  Neurologic  Institute  of  the  Millard  Fillmore 
Hospital  and  The  Department  of  Neurosurgery  of  the  State 
University  of  New  York  at  Buffalo  are  sponsoring  a semi- 
nar entitled  “The  Aneurysm  Patient:  Preoperative  and 
Postoperative  Care”  which  will  take  place  at  The  Niagara 
Hilton  in  Niagara  Falls,  New  York,  on  June  12-14,  1980. 
The  guest  lecturers  include  Maurice  Albin,  M.D.,  Jack 
Fein,  M.D.,  Eugene  Flamm,  M.D.,  Allan  Fox,  M.D.,  Walter 
Grand,  M.D.,  John  Jane,  M.D.,  Sydney  Peerless,  M.D.,  and 
Robert  Wilkins,  M.D. 

Requests  for  information  should  be  sent  to:  Dr.  L.  N. 
Hopkins,  Course  Director,  The  Dent  Neurologic  Institute 
of  the  Millard  Fillmore  Hospital,  3 Gates  Circle,  Buffalo, 
New  York  14209. 


Free  administration 
for  retirement 
plan  accounts. 

Paine  Webber,  administrator  of 
the  1 1th  District  Dental  Society  Keogh  Plan, 
offers  the  following  free  services: 

Defined  Benefit  Pension  Plans 

Annual  Actuarial  Cost  of  Benefit  Calculations. 
Certification  of  Schedule  B 5500  Series 
Tax  Returns. 

Annual  Participation  Benefit  Statement. 
Accrued  Vested  Benefit  Calculations. 

Administrative  Services 

Preparation  of  5500-5500  C— 5500  K Returns. 
Preparation  of  EBS-1  Report  and  Summary  Plan 
Description  for  Department  of  Labor. 
Preparation  of  PBGC  Report  for  Filing  With 
Pension  Benefit  Guarantee  Corp. 

Similar  Services  for  Defined  Contribution 
Plans , Keogh  and  IRA’s. 

If  you  are  interested  in  learning  more  about  our 
free  administrative  package  for  qualified  plans, 
please  call  us  at  953-8852 

Talk  to  us  now. 

You  could  thank  us  later. 

PaineWebber 

PanAm  Building 

200  Park  Avenue,  New  York,  N.Y.  10017 
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It  is  this  latter  approach  to  health  care  delivery  to  which 
utilization  review  programs  are  currently  geared.  The 
question  which  is  constantly  raised  is  whether  an  individual 
in  a more  expensive  medical  situation  can  be  transferred 
to  a less  expensive  one.  When  this  principle  is  applied  to 
psychiatric  patients,  the  corollary  question  arises  of  when 
does  acute  care  cease  and  intermediate  or  chronic  care 
begin?  If  such  an  approach  were  implemented,  local  in- 
patient services  of  community  mental  health  centers  would 
be  limited  to  treating  only  acute  situations,  then  trans- 
ferring patients  either  into  newly-developed  intermediary 
care  facilities  or,  more  likely,  into  the  State  hospital  system 
for  continued  care.  In  other  words,  this  would  result  in  a 
reversion  to  the  archaic  system  of  delivery  of  mental  health 
services  which  existed  prior  to  the  development  of  the 
community  mental  health  concept. 

While  there  is  need  to  justify  the  costs  of  inpatient 
psychiatric  hospitalization,  some  technique  must  be  de- 
veloped which  recognizes  the  problems  and  potential  dif- 
ficulties outlined  above.  The  precipitous  institution  of 
inappropriate  utilization  review  procedures  on  inpatient 
psychiatric  services  can  wreak  havoc  on  a system  which  has 
been  universally  recognized  as  providing  a higher  quality 
of  humane  psychiatric  services  than  ever  before. 

MARVIN  H.  LIPKOWITZ,  M.D. 

Director  of  Psychiatry,  Maimonides  Medical  Center 

4802  Tenth  Avenue 
Brooklyn,  N.Y.  11219 


Discipline  and  keeping  abreast 
in  medicine 

To  the  Editor:  I wish  to  commend  the  panelists*  for  their 
article  concerning  the  lives  of  physicians  who  are  devoted 
to  the  well  being  of  patients  daily.  All  practitioners  who 
are  competent  realize  the  importance  of  the  subjects  cov- 
ered. 

It  is  essential  that  physicians  are  “monitored”  for  their 
health  and  continued  education.  I believe  that  most  who 
wish  to  become  members  of  the  profession  are  genuinely 
concerned  with  remaining  well  while  continuing  to  learn 
until  such  time  as  they  leave  the  field,  either  for  retirement 
or  otherwise. 

Medical  students  learn  early  in  their  lifetime  that 
studying  will  he  their  way  of  life  while  they  remain  in  the 
profession.  Indeed,  most  look  on  study  as  a pleasure,  and 
even  in  this  day,  most  study  in  order  to  bring  their  patients 
the  latest  and  the  best  in  care. 


Suggestion  or  recommendation 

I believe  there  is  a simple  solution  to  the  areas  involved 
in  continuing  competence  and  observing  physicians’  health 
and  interests.  I have  polled  many  classes  of  medical  stu- 
dents and  found  t he  majority  feel  my  suggestion  is  worth 
considering.  In  addition,  many  of  my  colleagues  at  present 
feel  there  is  a great  deal  to  my  proposal. 

Students  entering  medical  schools  should  be  advised 
that  for  the  remainder  of  their  lifetime  of  pract  ice  they  will 
be  required  to  return  to  their  schools  for  a 10-  to  14-day 

Symposium  Medical  discipline:  dealing  with  physicians 
who  are  unscrupulous,  disabled,  and/or  incompentent,  New  York 
tat<  i Med. 79: 1018 (June)  1979. 


period  each  year.  On  graduation,  they  should  read  an  in- 
telligent agreement  to  this,  and  state  they  will  comply  be- 
ginning some  five  years  or  so  after  they  graduate.  They 
should  expect  their  schools  to  accept  tuition  for  the  con- 
tinued education,  and  they  should  expect  intelligent 
preparations  for  boarding  at  the  school  while  they  continue 
to  learn. 

The  medical  schools,  in  turn,  must  promise  to  bring 
competent  and  responsible  basic  science  and  clinical  fac- 
ulty to  the  classroom.  The  teaching  process  would  be 
continuous  (and  each  year  repetitive  for  one  calendar  year 
for  the  faculty,  which  would  increase  said  faculty’s  skill  and 
income!). 

During  the  physicians’  10-  to  14-day  stay  at  the  school, 
arrangements  would  be  made  to  give  each  physician  an 
annual  physical  examination.  Much  would  be  learned 
about  the  health  of  physicians  at  the  time,  and  advice  given 
to  the  individual  to  help  him  with  any  medical  problem  for 
which  help  exists.  The  impartial  examiners,  themselves 
specialists,  could  do  much  to  advise  the  few  people  who 
appear  headed  for  big  problems. 

While  I feel  the  medical  school  from  which  one  graduates 
should  take  on  this  responsibility,  there  need  not  be  a 
‘must’  that  one  attends  only  his  school.  He  could  via  a 
central  registration  office  arrange  to  go  elsewhere  each  year. 
The  important  thing  is  that  the  graduating  physician  re- 
alize he  is  a member  of  a profession  which  requires  lifelong 
study,  and  that  some  of  that  study  means  going  back  to 
those  who  devote  their  lives  to  teaching. 

The  medical  college  I attended  holds  an  annual  alumni 
day  symposium,  usually  on  the  latest  advances  in  our 
various  fields.  The  attendance  is  enthusiastic  and  all  are 
grateful,  but  only  one  day  is  devoted  to  the  affair.  Clearly, 
more  time  is  needed  to  learn  new  procedures  and  advances, 
including  those  in  the  basic  sciences. 

Any  proposal  which  requires  vast  planning  should  re- 
quire intelligent  thinking  and  discussion.  My  colleagues 
in  practice  should  give  this  proposal  the  benefits  of  their 
intelligence  and  clear  thinking.  I believe  attendance  at 
school  for  two  weeks  with  deductible  costs  outweigh  the 
disadvantages  of  relicensing  examinations  and  trips  around 
the  country  for  sporadic  coverage  of  subjects  which  do  not 
always  enhance  the  physician’s  knowledge  ultimately  for 
the  benefits  of  his  patients. 

LOUIS  A.  SUSCA,  M.D.,  Ph.D. 

213-18  Hillside  Avenue 
Queens  Village,  L.I.,  N.Y.  11427 


Physicians  in  private  practice 
and  referrals  to  consultant  dietitians* 

To  the  Editor:  Physicians  are  becoming  more  aware  that 
insufficient  attention  is  being  given  to  nutritional  consid- 
erations in  the  practice  of  medicine.  Many  of  us  have  re- 
ceived less  than  adequate  training  in  this  area  and  find  it 
difficult  to  keep  up  with  t he  recent  advances  in  dietary  and 
nutritional  t herapies  of  acute  and  chronic  diseases.  F ur- 
thermore,  in  t he  course  of  daily  practice,  many  of  us  cannot 
set  aside  the  time  for  detailed  dietary  treatment  of  our 
patients.  Failure  on  our  part  to  provide  adequate  dietary 

* 'I'his  statement  was  approved  by  the  Subcommittee  on  Nu- 
trition on  March  H,  1979,  by  the  Committee  on  Public  Health  on 
May  7,  1979,  and  by  the  Executive  Board  of  the  New  York  State 
Dietetic  Association  on  February  ii,  1979. 
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Used  worldwide  for: 

• Geriatric  and  Long-Term  Patient  Care. 

• Burn  Care 

• Orthopedic  and  Arthritic  Patient  Care. 

• Neurologic  Disorders  — Spinal  Injury,  Paralysis 

• Cardiac  Care 

• Agitated  Patient  Care. 

• Circulation  and  Peripheral  Vascular  disease  Patient  Care. 
Medicare  and  Medicaid  approved  for  payment  when 
prescribed  by  a physician. 
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AQUASEAT®  FLOTATION  PAD 

Designed  for  the  treatment  and  prevention  of  decubitus 
ulcers  for  patients  confined  to  a wheelchair. 

• Provides  absolute  comfort  • Easy  to  Clean 

• Reduces  Pain  • Inexpensive 

• Lightweight 

Medicare  and  Medicaid  approved  for  payment  when 
prescribed  by  a physician. 


1582  Hart  Street 
Rahway,  New  Jersey  07065 
(201)  382-5600 


PRESSURE-TRONIC™ 

Blood  Pressure  Monitor 

• Electronic  Accuracy  • Blood  flow  amplifier  switch 

• Easy  to  use  • Battery  operated 

• Easy  to  read  pinless  gauge  • Complete  with  Carry  Case 


I’m  interested  in: 

□ AquaPedic  Mattress 

□ AquaSeat  □ Pressure-Tronic 

□ Please  have  representative  call  for  appointment. 

□ Please  send  literature. 

NAME: 

ADDRESS: 

I 

| 

PHONE: 

■ra  _ _ _ mm  _ _ _ _ _ _ _ ms  _ mmm  mmm  mmm  _ _ — _ _ ^ 
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and  nutritional  advice  may  lead  some  of  our  patients, 
especially  the  obese  or  very  malnourished,  to  turn,  on  their 
own,  to  “self-styled  nutritionists”  who  may  not  give  ap- 
propriate advice. 

There  is  an  alternative  to  this  dilemma.  In  most  com- 
munities, there  are  now  consultant  dietitians  with  outpa- 
tient practices  who  are  professionally  trained  to  carry  out 
detailed  dietary  evaluations,  make  specific  recommenda- 
tions for  change  based  on  physician  guidance,  and  execu- 
tive follow-up  care  as  needed.  Such  consultants  work  di- 
rectly with  the  practicing  physician  to  translate  his  rec- 
ommendations for  the  patient  into  specific  dietary  pre- 
scriptions. 

As  most  of  us  are  well  aware,  the  field  of  diet  and  nutri- 
tion has  attracted  a large  number  of  individuals  who  offer 
nutrition  counseling  and  who  are  without  appropriate 
education,  training,  and  experience.  Consequently,  it  may 
be  difficult  for  physicians  to  evaluate  the  credentials  of 
consultant  dietitians.  For  this  reason,  the  Subcommittee 
on  Nutrition  has  prepared  Recommendations  Concerning 
Consultant  Dietitians  in  Private  Practice  which  sum- 
marizes the  training  and  experience  that  you  should  con- 
sider in  selecting  the  consultant  dietitian  to  assist  you  in 
the  care  of  your  patients. 

MYRON  W1NICK,  M.D.,  Chairman 
CATHERINE  COWELL,  R.D. 

ROBERT  S.  GOODHART,  M.D. 

AVEDIS  K.  KHACHADURIAN,  M.D. 

•JOHN  M.  KINNEY,  M.D. 

STANLEY  M.  LEVENSON,  M.D. 

RICHARD  RIVLIN,  M.D. 

ETHEL  SCHWAM,  R.D. 
FRANK  REES  SMITH,  M.D. 

THEODORE  VAN  ITALLIE,  M.D. 

Ex  Officio 

Subcommittee  on  Nutrition  of  the 
Committee  on  Public  Health 

VINCENT  DEPAUL  LARKIN,  M.D.,  Chairman 
Committee  on  Public  Health 
MAURICE  E.  SHILS,  M.D.,  Executive  Secretary 
Committee  on  Public  Health 
Acknowledgment.  The  Subcommittee  acknowledges  with 
appreciation  the  assistance  of  the  members  of  t he  Working  Group 
who  prepared  the  draft  recommendations:  Ethel  Schwam,  R.D., 
Chairperson ; Susan  Rraverman,  R.D.,  Ronni  Chernoff,  R.D., 
Darlene  Erlander,  R.D.,  Edith  Langner,  M.D.,  Maudene  Nelson, 
R.D.;  Maurice  E.  Shils,  M.D.,  ex  officio. 

Recommendations  concerning  consultant 
dietitians  in  private  practice* 

A.  Definition 

A consultant  dietitian1  is  a professionally  trained  indi- 
vidual with  responsibility  for  assisting  the  physician  in 
the  nutritional  assessment  of  the  patient  and  for  evalu- 
ating and  recommending  modifications,  where  indicat- 
ed, in  the  diets  of  patients.  This  calls  for  special  clini- 
cal experience  and  training  in  order  to  adequately 

* 'This  statement  was  approved  by  the  Subcommittee  on  Nu- 
trition on  March  K,  1979,  by  the  Committee  on  Public  Healt  h on 
May  7,  1979,  anti  by  the  Executive  Board  of  the  New  York  State 
Dietetic  Association  on  February  11,  1979. 

f In  this  statement,  a nutritionist  who  meets  the  minimum 
criteria  listed  below  is  considered  to  have  equal  eligibility.  Reg- 
istered dietitians  have  appropriate  education  qualifications  in- 
cluding a Bachelor’s  Degree  and  course  work  at  the  undergraduate 
or  graduate  level  in  a recognized  college  or  university  which  in- 
cludes the  following:  biochemistry,  anatomy,  advanced  physi- 
ology or  genetics,  cultural  anthropology  or  sociology,  nutrition 
(including  basic,  advanced  foods  and  diet  therapy). 


meet  the  often  complex  and  changeable  metabolic  and 
nutritional  problems  which  may  be  present. 

B.  Education 

1.  A dietitian  in  private  practice  should  be  a registered 
dietitian  (R.D.)  or  meet  the  educational  require- 
ments for  registered  dietitian  eligibility. 

2.  Continuing  education  is  necessary  to  maintain 
professional  competence. 

C.  Experience 

A consultant  dietitian  should  have  a minimum  of  4 
years  of  recent  clinical  experience  with  at  least  1 year 
of  clinical  work  within  the  past  three  years.  Clinical 
experience  is  defined  as  work  with  inpatients  and/or 
outpatients  in  an  accredited  health  care  facility  where 
there  is  a diversity  of  nutritional  problems  and  super- 
vision by  trained  dietitians  and  physicians. 

D.  Professional  Responsibilities  and  Procedures 

1.  The  dietitian/patient  relationship  requires  that: 

a.  a physician’s  order  be  available  at  the  time  of  in- 
structing a patient  on  a modified  diet. 

b.  the  dietitian  give  the  patient  information  in 
writing. 

c.  the  dietitian  be  available  for  adequate  follow- 
up. 

2.  Physician  responsibility: 

a.  The  physician  should  make  the  initial  contact  and 
inform  the  dietitian  of  the  referral. 

b.  The  physician  should  share  the  following  perti- 
nent data  about  the  patient  with  the  dietitian: 

(1)  Primary  diagnosis  and  other  diagnoses  af- 
fecting nutritional  status 

(2)  Diet  order 

(3)  Pertinent  clinical  data 

(4)  Pertinent  laboratory  data 

(5)  Pertinent  medications 

(6)  Pertinent  psychological  and  social  data 

3.  The  dietitian  should  keep  accurate  written  records 
which  should  include: 

a.  Clinical  and  dietary  history  of  assessment 

b.  Plan  for  diet  order  implementation 

c.  Progress  notes 

d.  Copies  of  communications  with  physician 

4.  The  dietitian’s  report  to  the  physician  should  in- 
clude: 

a.  Patient’s  name,  date  of  consultation,  diet  order 

b.  Summary  of  patient  interview  and  impressions 

c.  Copies  of  information  given  to  the  patient 

d.  Plans  for  follow-up  and  diet  implementation 

MYRON  WINICK,  M.D.,  Chairman 
CATHERINE  COWELL,  R.D. 
ROBERT  S.  GOODHART,  M.D. 
AVEDIS  K.  KHACHADURIAN,  M.D. 

.JOHN  M.  KINNEY,  M.D. 
STANLEY  M.  LEVENSON,  M.D. 
RICHARD  RIVLIN,  M.D. 
ETHEL  SCHWAM,  R.D. 
FRANK  REES  SMITH,  M.D. 
THEODORE  VAN  ITALLIE,  M.D. 
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Subcommittee  on  Nutrition  of  the 
Committee  on  Public  Health 
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Committee  on  Public  Health 
MAURICE  E.  SHILS,  M.D.,  Executive  Secretary 
Committee  on  Public  Health 
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Don’t 
just 

tell  them 
to  quit.. 


HLte, 


Studies  confirm  that  9 out  of  10  smokers  know 
that  smoking  is  a bad  habit.  And  they’d  like  to 
quit.  But  they  don’t  know  how. 

The  large  majority  of  smokers  indicate  they 
would  quit  if  their  doctors  told  them  to. 

And  studies  confirm  that  a large  proportion 
of  patients  have  quit  upon  advice  from  their 
doctors. 

However,  about  two-thirds  of  smokers  report 
that  they’ve  never  received  advice  on  quitting 
from  their  doctors.  It  could  be  their  doctors  don’t 
want  to  push  them.  Or  maybe  quitting  is  given  a 
lower  priority  than  other  health  problems. 

But  we  believe  a lot  of  doctors  don’t  tell  their 
patients  to  quit  smoking  for  one  simple  reason: 
they  don’t  know  how  to  answer  the  inevitable 
“how.” 


The  National  Cancer  Institute  has  developed  a 
free  “Helping  Smokers  Quit”  kit  to  help  you 
answer  the  “how”  and  to  help  your  patients  quit 
the  smoking  habit.  Materials  for  this  kit  were 
pretested  with  the  cooperation  of  the  Harris 
County  (Texas)  Medical  Society  and  M.D. 
Anderson  Hospital  and  Tumor  Institute  in 
Houston,  Texas. 

The  National  Cancer  Institute  will  provide  the 
“Helping  Smokers  Quit”  kit  free  of  charge  to  all 
physicians  who  want  to  participate  in  this  impor- 
tant effort.  Included  in  the  kit  are  guidelines  for 
physicians,  a self-test  to  help  smoking  patients 
determine  why  they  smoke,  pamphlets  with  tips 
on  quitting,  and  waiting  room  posters  to  intro- 
duce the  subject.  Each  kit  contains  enough  mate- 
rials to  help  50  of  your  smoking  patients  who 
want  to  quit. 


Show  them  how  to  quit. 


Don’t  delay!  To  receive  the  National  Cancer  Institute’s  free  “Helping 
Smokers  Quit’’  kit,  fill  out  this  order  form  and  return  it  today. 


I don’t  want  to  just  tell  them  to  quit. 

I want  to  show  them  how  to  quit. 

Please  send  me  my  free  “Helping  Smokers  Quit  kit 
today. 

Name 

Address 

City State Zip 

Mail  to  “Helping  Smokers  Quit”  Kit 
Box  t57 

National  Cancer  Institute 
Bethesda.  MD  20014 
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Month  in  Washington 


The  President’s  sacking  of  Health,  Education,  and 
Welfare  Department  Secretary  Joseph  Califano  has  gen- 
erated speculation  on  “why”  to  the  measure  of  tons  of  na- 
tional newsprint.  But  after  a terse  ave  atque  vale  to  the 
deposed  Secretary,  more  prosaic  Washington  observers 
have  quickly  turned  to  handicapping  his  successor,  Patricia 
Roberts  Harris. 

The  55-year-old  Harris,  a lawyer,  brings  to  HEW  much 
of  the  same  Lyndon  Johnson  “fair  deal”  outlook  as  Cali- 
fano. She  is  regarded  as  more  of  a team  player,  but  her 
prickly  independence  is  reminiscent  of  her  predecessor. 
She  can  be  expected  to  enthusiastically  support  the  Ad- 
ministration’s goals  at  HEW,  including  the  establishment 
of  a separate  Department  of  Education,  a reorganization 
that  Califano  not  so  privately  opposed  to  the  discomfiture 
of  the  White  House. 

Harris  hasn’t  been  rated  as  one  of  the  heavyweights  of 
the  Cabinet,  perhaps  because  her  Department  ranks  last 
in  importance.  Now  she  has  her  chance.  Long  active  in 
the  Democratic  Party,  she  served  two  years  as  Ambassador 
to  Luxembourg  in  1965-67  and  was  later  an  alternate  del- 
egate to  the  United  Nations.  She  was  an  attorney  with  the 
Justice  Department  in  the  early  1960s,  and  later  became 
a successful  private  lawyer  in  a Washington,  D.C.  law  firm. 
She  has  been  a director  of  some  of  the  nation’s  largest 
corporations. 

In  the  press  brochure  distributed  at  her  news  conference 
following  announcement  of  her  appointment  to  HEW, 
copies  of  news  stories  about  Harris  were  included.  They 
carried  such  headlines  as  “Forceful  HUD  Secretary  is 
turning  her  critics  around;  Patricia  Harris,  HUD’s  Vel- 
vet-Gloved Iron  Hand;  HUD  Secretary  Harris  Steps 
Quickly  Into  The  Fray;  and  Patricia  Harris — The  No- 
Nonsense  Chief  of  HUD.” 

“Abrasive,”  “pugnacious,”  “spitfire”  were  some  of  the 
adjectives  used  in  the  articles  to  describe  Harris;  appar- 
ently descriptions  with  which  she  is  comfortable. 

As  a “Team  Player”  Harris  said  nothing  remotely  con- 
troversial at  the  news  conference.  She  has  filled  out  and 
returned  an  inane  White  House  questionnaire  sent  to  all 
Cabinet  members  asking  them  to  rate  their  subordinates 
on  a variety  of  qualities.  Califano  had  refused  to  honor  the 
questionnaire. 

But  there  is  still  a lot  of  head  scratching  in  Washington. 
The  Administration’s  two  major  health  initiatives — hos- 
pital cost  containment  and  the  national  health  plan — are 
widely  and  strongly  identified  in  the  Congress  with  Cali- 
fano. Harris  has  no  expertise  in  health  and  no  strong  clout 
with  the  small  but  powerful  “Old  Boy”  Democrat  hand  of 
brothers  in  the  Congress.  And  it  will  take  her  months  to 
learn  the  ropes. 

* * * 

An  amended  version  of  the  Administration’s  Hospital 
Cost  Containment  Bill  (H.R.  2626)  has  cleared  the  House 
Ways  and  Means  Committee.  In  the  Senate,  the  Finance 

Prepared  by  the  Washington,  office  of  the  American 
Medical  Association. 


Committee  earlier  rejected  a modified  version  of  the  Ad- 
ministration measure  offered  by  Senator  Gaylord  Nelson 
(D„  Wi.). 

First,  the  Senate  Finance  Committee  stemmed  the  Ad- 
ministration by  rejecting  the  proposal  11-9.  Six  days  later 
Ways  and  Means  kept  the  plan  alive  with  a 22-14  approval 
of  an  amendment-laden  measure. 

There’s  no  chance  of  floor  action  in  either  Chamber  be- 
fore September.  The  high  priority  Presidential  plan  to 
impose  Federal  controls  on  hospital  revenue  increases  if 
they  top  a certain  level  was  approved  by  the  Senate  last 
year,  but  the  bill  failed  to  reach  the  House  floor. 

Despite  the  Finance  Committee  vote,  an  attempt  will  be 
made  to  bring  the  bill  up  in  the  Senate.  The  outlook  in 
House  and  Senate  is  for  very  close  votes. 

The  vote  in  Ways  and  Means,  22-14,  wasn’t  a true  test 
of  Committee  sentiment  on  the  measure.  For  two  months 
Committee  Chairman  A1  Ullman  (D.,  Ore.),  was  unable  to 
bring  the  bill  before  the  Committee  for  action  because  a 
majority  of  the  panel  was  opposed  to  the  bill.  Phone  calls 
from  President  Carter  switched  one  or  two  Democratic 
votes.  The  plea  was  to  allow  the  full  House  to  vote  on  the 
issue. 

A 20  to  16  vote  approving  an  “open  rule”  for  the  proposal 
was  regarded  as  more  indicative  of  Committee  feelings. 
The  “open  rule”  allows  unrestricted  amendments  that 
could  weaken  a bill  and  is  not  sought  usually  by  backers  of 
legislation. 

The  Senate  Finance  Committee’s  turn-down  of  the  plan 
was  a shock  to  the  White  House  which  thought  it  had  sewed 
up  the  powerful  Committee  with  the  commitment  from 
Chairman  Russel  Long  (D.,  La.),  a previous  foe  of  the  plan, 
to  support  it.  Long  did  cast  his  vote  with  the  Adminis- 
tration, hut  it  wasn’t  enough  to  win  the  day.  And  it  was 
apparent  he  had  twisted  no  arms  to  see  it  his  way. 

The  successful  fight  against  the  Administration  plan, 
offered  bv  Senator  Nelson,  was  led  by  Senator  Robert  Dole 
(R.,  Kans.),  top  GOP  member  of  the  Committee. 

Dole  suggested  t hat  if  Congress  adopted  the  hospital  bill 
some  future  President  might  have  to  go  the  “mountain  top” 
a la  President  Carter  and  try  “to  figure  out  what  happened 
whert  we  adopted  the  Nelson  Price  Control  Amendment 
to  hospital  care  and  we  started  rationing  health  care  in  this 
country.” 

“Government  obviously  is  not  the  best  manager  in  the 
world,”  Dole  said,  “yet  in  this  bill  it  attempts  to  reach  out 
and  manage  6,000  hospitals  in  this  country.” 

On  the  key  vote,  all  eight  Committee  Republicans  plus 
Senators  Talmadge,  Lloyd  Bentsen  (D.,  Texas),  and  Mike 
Gravel  (D.,  Alaska)  voted  no. 

Before  voting  on  final  passage,  the  House  Ways  and 
Means  Committee  spent  several  days  approving  a series 
of  amendments  softening  the  impact  of  the  bill.  A Com- 
mittee member  complained  that  as  a result  65  percent  of 
t he  nation’s  hospitals  wouldn’t  he  covered.  Among  other 
amendments  adopted  were  a lifting  of  the  ceiling  on  reve- 

continued  on  page  1648 
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Here  and  there 


Appointed:  John  C.  McGiff,  M.D.,  has  been  appointed 
professor  and  chairman,  Department  of  Pharmacology  at 
New  York  Medical  College,  Valhalla  . . . Stanley  L.  Lee, 
M I).,  appointed  acting  president  of  Downstate  Medical 
Center  at  Brooklyn,  effective  July  1. 

Awarded:  Chandler  McCuskey  Brooks,  M.D.,  distin- 
guished professor,  Downstate  Medical  Center  at  Brooklyn, 
has  become  the  recipient  of  one  of  the  highest  honors  a 
foreign  civilian  can  receive  from  the  Emperor  of  Japan,  the 
Order  of  the  Rising  Sun,  Third  Class  . . . Harry  LeVeen, 
M.D.,  chief,  surgical  services,  The  Brooklyn  V.  A.  Medical 
Center,  for  outstanding  devoted  service  from  1956  to  1979, 
by  Abbott  Laboratories,  with  an  inscribed  Golden  Hour 
Clock  . . . William  A.  Higinbotham,  Brookhaven  National 
Laboratory,  received  the  first  Distinguished  Service  Award 
of  the  Institute  of  Nuclear  Materials  Management 
(INMM). 

Elected:  Nine  New  York  radiologists  have  been  cited  for 
distinguished  medical  achievements  by  being  named  Fel- 
lows of  the  American  College  of  Radiology. 

The  newly  elected  Fellows  are:  Edward  J.  Arida,  M.D., 
Brooklyn;  Melvin  H.  Becker,  M.D.,  New  York  City;  Bar- 
bara E.  Chick,  M.D.,  Glens  Palls;  Charles  L.  Lewis,  M.D., 
Rochester;  Lourdes  Z.  Nisce,  M.D.,  New  York  City;  Henry 
A.  Pritzker,  M.D.,  Larchmont;  Abraham  J.  Schechter, 
M.D.,  Brooklyn;  Benjamin  Sischy,  M.D.,  Rochester;  and 
Paul  Steinhorn,  M.D.,  Old  Westbury. 

The  College,  an  international  medical  society  repre- 
senting 16,000  physicians  who  specialize  in  radiology,  will 
award  certificates  of  Fellowship  to  these  physicians  during 
its  annual  meeting  and  Convocation  in  Chicago,  September 
19. 

Honored:  David  Pressman,  M.D.,  associate  director, 

Scientific  Affairs,  Roswell  Park  Memorial  Institute,  during 
a recent  International  Union  Against  Cancer  Workshop, 
University  of  Kentucky,  Lexington,  July  19  to  21,  at  a 
program  at  which  he  was  inducted  into  the  Order  of  Ken- 
tucky Colonels  by  Governor  Julian  Carroll  of  Kentucky. 


Bicarbonate  therapy  revisited: 

Study  in  therapeutic  revisionism 

Infusion  of  alkali  for  treatment  of  neonatal  acidosis  has 
been  standard  practice  for  the  last  15  years,  both  in  delivery 
rooms  and  neonatal  intensive  care  units.  Yet  controlled 
studies  have  indicated  that  routine  use  of  sodium  bicar- 
bonate in  asphyxia  and  the  respiratory  distress  syndrome 
(RDS)  is  rarely  efficacious,  is  frequently  dangerous,  and 
may  well  be  contraindicated.  Previous  reports  on  the  ef- 
ficacy of  bicarbonate  were  either  from  uncontrolled  studies 
or  from  an  era  when  currently  available  neonatal  intensive 
care  technics  were  not  in  use.  Eidelman,  A.  I.,  and  Hobbs, 
J.  F.:  Am.  J.  Dis.  Child.  132:  847  (Sept.)  1978. 
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Placing  Endotracheal  Tubes 
Experimental  Bony  Defects 
Clinicopathologic  Conferences 
Renal  Failure  in  Children 
Employee  Health  Screening 
Idiopathic  Persistent  Microscopic 
Hematuria  in  Children 
Sexually  Transmitted  Diseases 
Diabetes  and  Coronary  Artery 
Disease 

Inguinal  Hernia  Repair 
Bromocriptine  in  Parkinsonism 
Gonococcal  Disease  and  Medicaid 
Cancer  Screening  Clinic 
Air  Safety  and  Physician 
Geriatrics 

Pars  Plana  Vitrectomy 
Tonsillectomy  and  Adenoidectomy 
Child  Abuse  in  Teen-Age  Parent 
Respiratory  Distress  Syndrome 
Women’s  Lib  and  Doctor-Patient 
Work-Related  Exposure  to  Lead 
Thrombocytosis  in  Histiocytosis-X 
Rupture  of  Membranes  Tests 
Familial  Malignant  Lymphoma 
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nue  increases  to  11.6  percent  a year;  a requirement  that 
Congress  be  given  notice  by  HEW  of  a move  to  trigger 
controls  and  an  opportunity  to  block  them;  inclusion  of  all 
Federal  hospitals — including  Veterans’  Administration 
facilities — in  the  control  plan;  exclusion  of  philanthropic 
contributions  to  hospitals  in  tabulating  revenue;  and  ex- 
clusion of  the  costs  of  providing  charitable  care. 

The  Bill  also  exempts  or  gives  special  consideration  to 
many  types  of  health  facilities — certain  tertiary  care  cen- 
ters, children’s  hospitals  that  give  charity  care,  Shriners’ 
hospitals,  hospitals  with  lower  than  average  lengths  of  stay, 
and  Alaskan  and  Hawaiian  hospitals — due  to  increasing 
populations  and  the  high  costs  of  living. 

The  major  “pass  through”  in  the  plan,  part  of  the  bill 
from  the  beginning,  is  the  exclusion  of  wage  increases  for 
nonsupervisory  hospital  personnel.  This  was  necessary 
to  secure  labor’s  support. 

The  Administration’s  original  proposal  last  year  pro- 
vided immediate  imposition  of  controls,  but  it  was  forced 
to  accept  a standby  plan  triggering  controls  only  if  the 
Voluntary  Effort  failed  to  bring  increases  down  to  a certain 
level. 

* * * 

Interns,  residents,  and  other  housestaff  who  choose  to 
organize  formally  should  be  able  to  avail  themselves  of  the 
rights  established  for  employees  by  the  National  Labor 
Relations  Act,  the  American  Medical  Association  has  told 
the  Congress. 

Approval  was  urged  of  legislation  granting  housestaff 
this  right  by  William  Mangold,  Jr.,  M.D.,  Vice  Chairman 
of  the  AMA’s  Council  on  Legislation.  He  said  that  to  argue 
housestaff  are  only  “students”  is  to  ignore  the  inherent 
duality  of  graduate  medical  education. 

“Generally,  an  individual  having  the  status  of  an  em- 
ployee is  subject  to  supervision,”  said  Dr.  Mangold. 
“Employees  receive  compensation  for  their  services,  and 
their  services  are  expected  to  have  value  to  their  employers. 
Employers  are  required  to  withhold  Federal  and  state  in- 
come taxes  and  to  pay  Social  Security  taxes  in  connection 
with  wages  or  salaries  paid  to  employees.  Each  of  the 
foregoing  applies  to  the  relationship  that  exists  between 
employing  institutions  and  interns  and  residents.” 

He  told  a House  Labor  Subcommittee  that  compensa- 
tion is  provided  by  hospitals  to  housestaff  just  as  other 
employers  pay  for  value  received.  “The  motivation  on  the 
part  of  the  hospital  is  not  just  to  subsidize  graduate  medical 
education  but  to  pay  for  services.” 

Recognition  of  the  importance  of  the  educational  com- 
ponent does  not  detract  from  the  residents’  status  as  em- 
ployees, Dr.  Mangold  said,  “but  only  acknowledges  the  dual 
role  of  the  physician  during  the  period  of  internship  and 
residency.” 

'Phis  duality  should  not  detract  from  the  physician’s 
rights  when  he  or  she  is  employed,  he  added.  “Among 
these  rights  is  the  freedom  to  organize  and  bargain  collec- 
tively if  the  physician  so  chooses.” 

At  the  same  time,  the  AMA  witness  said  NLRB  coverage 
for  housestaff  carries  with  it  special  responsibilities. 
“Collective  bargaining  and  negotiations  must  be  conducted 
judiciously  and  contained  within  proper  limits  by  the  re- 
spective parties.  The  exercise  of  mature  judgment  and 


experience,  with  special  regard  for  the  educational  and 
patient  care  responsibilities  of  both  employee  and  em- 
ployer, will  be  necessary.  If  not,  the  result  could  be  dis- 
ruption of  necessary  patient  care  and  interference  with  the 
quality  of  graduate  medical  education.  The  pursuit  of 
legitimate  objectives  should  not  dilute  the  quality  of  pa- 
tient care  or  graduate  medical  education.” 

* * * 

The  Senate  Finance  Committee  has  voted  to  bar  recog- 
nition of  Medicare-Medicaid  percentage  arrangements  for 
hospital-based  specialists.  The  provision,  part  of  an 
overall  Medicare-Medicaid  measure,  would  generally  be- 
come effective  on  October  1,  1979. 

Percentage  arrangements  entered  into  by  hospitals  and 
physicians  before  January  1,  1979,  could  be  recognized  for 
Medicare-Medicaid  reimbursement  purposes  until  January 
1,  1982,  or  the  earliest  date  they  could  he  terminated  by  the 
hospital,  whichever  is  earlier. 

The  Committee  suggested  that  HEW  give  serious  con- 
sideration to  providing  that  full  fees  be  paid  to  an  anes- 
thesiologist only  where  he  personally  performs  all  the 
professionally  appropriate  pre-  and  post-anesthetic  ser- 
vices and  carries  out  the  most  demanding  procedures  in 
connection  with  administration  of  the  anesthesia  for  no 
more  than  two  patients.  Provision  is  made  for  lesser 
payments  where  the  anesthesiologist  directs  or  supervises 
nurse  anesthetists. 

* * * 

The  House  has  passed  the  $100  million  PHS  (Public 
Health  Service)  Act  Amendments  extending  for  three  years 
the  authority  for  PHS  Health  Information  Programs.  The 
bill  also  creates  new  PHS  authority  for  prevention,  cure, 
and  control  of  digestive  diseases.  The  bill  authorizes  $94.5 
million  for  health  information  and  promotion  programs, 
authorizes  $5.7  million  for  a National  Digestive  Disease 
Information  Clearinghouse,  and  provides  for  grants  to 
improve  education  and  training  in  digestive  diseases. 

* * * 

The  House  has  approved  the  Administration’s  request 
for  a separate  Department  of  Education,  but  loaded  the  bill 
with  so  many  controversial  amendments  the  final  outcome 
in  Congress  remains  in  doubt.  The  Senate  approved  the 
plan  earlier  this  year.  The  House  vote  was  210-206.  A 
House-Senate  Conference  must  now  work  out  differences 
in  the  measure. 

* * * 

The  DOE  (Department  of  Energy)  has  exempted  phy- 
sician offices  from  temperature  restriction  requirements 
(78  degrees,  summer;  65,  winter). 

The  regulations  place  temporary  restrictions  on  tem- 
perature settings  for  heating,  cooling,  and  hot  water  in 
commercial,  industrial,  and  other  nonresidential  buildings. 
Under  previously  proposed  rules,  DOE  had  neglected  to 
exempt  physician  offices,  a position  strenuously  objected 
to  by  the  AMA. 

The  final  rules  provide  an  exemption  for  buildings  (or 
portions  thereof)  “where  maintenance  of  certain  temper- 
ature levels  is  required  ...  to  protect  the  health  of  persons 
in  offices  of  physicians,  dentists,  and  other  members  of 
(licensed)  health  care  professions  ... 
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continued  from  page  16-14 


Logical 

Deduction. 


Chairperson,  Susan  Braverman,  R.D.,  Ronni  Chernoff,  R.D., 
Darlene  Erlander,  R.I).,  Edith  Langner,  M.D.,  Maudene  Nelson, 
R.D.;  Maurice  E.  Shils,  M.D,  ex  officio. 


Syphilis  serology 

To  the  Editor:  Recently  we  have  had  serious  questions 
concerning  the  advisability  of  foregoing  routine  syphilis 
serology.  The  Rockland  County  Health  Department  felt 
that  this  was  a gross  error  and  should  not  be  introduced 
into  the  current  practice  of  medicine  and  has  requested  all 
local  hospitals  to  continue  the  “routine”  VDRLs  (Venereal 
Disease  Research  Laboratory).  Many  other  articles  have 
recently  appeared  in  opposition  to  the  elimination  of  this 
essential  test.* 

In  this  relatively  small  county  of  approximately  265,000 
people,  on  June  10, 1979,  a baby  was  born  with  congenital 
syphilis.  The  physician  in  attendance  did  an  appropriate 
blood  study  including  a VDRL  in  the  early  months  of 
pregnancy.  There  were  no  indications  for  him  to  repeat 
the  test  in  the  ninth  month,  as  is  the  standard  operating 
procedure  for  our  Health  Department  Clinics.  If  it  were 
not  for  the  “routine”  VDRL  on  admission  at  delivery  time, 
the  condition  in  both  child  and  mother  (and  in  this  case, 
the  father  also)  might  have  been  missed. 

This  Department  believes  that  there  is  a time  for  saving 
money  and  a time  for  spending  a few  pennies  to  prevent 
major  damage  to  our  patients.  We  hope  that  there  is  an 
outpouring  of  protest  from  the  members  of  the  Society  to 
various  hospitals  involved  so  that  the  VDRL  (or  other  se- 
rologic test  for  syphilis)  will  be  continued  even  though  Blue 
Shield  may  refuse  payments  because  of  its  “routine  na- 
ture.” 


STEPHEN  R.  REDMOND,  M.D. 

Commissioner  of  Health 
DANIEL  HYMAN.  M.D. 
Deputy  Commissioner 
The  County  of  Rockland 
Rockland  County  Department  of  Health 
Pomona,  N.Y.  10970 

* Clipping  from  May  1979  Dermatology  News. 


Are  hills  turning 
your  life  story  into  “The 
(vase  of  the  Disappearing 
Paycheck”?  Does  all 
your  hard-earned  money 
seem  to  vanish  without  a 
trace  left  to  save? 

Then  perhaps  you 
should  investigate  United 
States  Savings  Bonds. 

Because  saving  with 
Bonds  is  so  simple,  it’s 
elementary.  Especially 
if  you  join  the  Payroll 
Savings  Plan. 

Once  you  sign  up, 
you  see,  a small  part  of 
each  paycheck  is  auto- 
matically set  aside  to  buy 
Bonds. 

Which  means  as  soon 
as  you’re  paid,  you  save. 
Before  you’re  left  trying 
to  deduce  where  it  all 
went. 

Buy  U.S.  Savings 
Bonds  through  the 
Payroll  Savings  Plan. 

And  take  the  mystery 
out  of  saving. 


VtWI  A public  service  of  this  publication 
(SukA  and  The  Advertising  Council. 
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Immunization  halt  many  killer  diseases 
and  vaccinations  prevent  many  virus  diseases 

Immunization  is  a priceless  health  asset.  Vaccines  to 
prevent  smallpox,  diphtheria,  tetanus,  and  typhoid  fever 
have  been  available  for  many  years.  Whooping  cough, 
polio,  and  “flu”  vaccines  were  later  added  to  the  list.  And 
most  recently  we  added  vaccines  to  protect  against  measles, 
German  measles,  and  mumps. 

Immunization  produces  such  a light  form  of  a disease 
that  the  body  reacts  against  it  without  becoming  sick.  This 
is  called  active  immunity.  Passive  immunity  is  acquired 
from  injections  of  protective  substances  produced  in  the 
body  of  an  animal  or  another  person.  Infants  receive 
passive  immunity  from  their  mothers  against  most  com- 
mon infectious  diseases  their  mothers  have  had,  such  as 
measles,  and  this  immunity  protects  them  during  the  first 
few  months  of  life. 

A pamphlet  from  the  American  Medical  Association 
points  out  that  before  1900  diphtheria  was  among  the  most 
dreaded  diseases  of  infants  and  children.  Early  in  the 
century  diphtheria  toxoid  was  developed  to  protect  chil- 
dren against  this  mass  killer.  Diphtheria  toxoid  is  cus- 
tomarily given  to  small  children  in  combination  with  tet- 
anus toxoid  and  whooping  cough  vaccine  for  the  basis  im- 
munization of  children  against  all  three  diseases. 

Whooping  cough  killed  many  children  before  a potent 
vaccine  was  perfected  in  the  early  1930’s.  Deaths  continue 
to  occur  where  vaccination  is  neglected. 

Tetanus  immunization  is  of  growing  importance,  the 
AMA  pamphlet  indicates.  Tetanus  germs,  which  lie  dor- 
mant in  the  soil,  may  contaminate  wounds  sustained  in 


auto  accidents,  sports,  gardening,  natural  disasters,  fires, 
or  explosions.  Booster  doses  are  needed  every  ten  years 
or  whenever  a wound  that  could  be  infected  occurs  more 
than  a year  after  immunization. 

The  Sabin  oral  polio  vaccine  is  administered  by  mouth 
on  a lump  of  sugar  or  in  sweet  liquid.  A booster  dose  of  the 
combined  Sabin  vaccine  after  12  to  15  months  and  on  en- 
tering school  insures  immunity  to  all  three  polio  viruses. 

Measles  immunization  is  especially  important  for  chil- 
dren with  chronic  illnesses  such  as  heart  disease,  cystic  fi- 
brosis, and  tuberculosis,  and  for  those  who  are  malnour- 
ished or  are  institutionalized. 

German  measles  is  often  so  mild  it  is  overlooked  or 
misdiagnosed. 

Live  rubella  virus  vaccine  is  recommended  for  children 
between  one  year  of  age  and  puberty,  with  priority  for  those 
in  kindergarten  and  first  grade. 

Live  mumps  vaccine  may  be  given  at  any  age  from  12 
months.  It  is  of  particular  value  in  children  approaching 
puberty,  adolescents,  and  adults,  especially  men,  who  have 
not  had  the  disease. 

Flu  vaccine  is  generally  advised  for  anyone  with  chronic 
heart  disease,  lung  or  kidney  disease,  diabetes,  for  people 
over  65,  and  for  those  in  health,  public  safety,  and  general 
service  occupations.  It  is  not  recommended  for  healthy 
children  and  adults,  or  for  people  allergic  to  eggs.  The 
vaccine  is  grown  on  egg  cultures. 

Vaccines  protect  us  against  many  of  the  great  killer 
diseases  of  the  past.  Smallpox  has  been  gone  for  years  in 
the  United  States,  and  may  well  be  eliminated  in  the  entire 
world.  But  the  vaccines  against  those  remaining  infectious 
diseases  do  not  protect  those  who  neglect  to  get  vacci- 
nated. 
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THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


1980  Spring  CME  Assembly 

Friday,  April  25 — Sunday,  April  27 


For  the  first  time  in  many  years,  we  are 
holding  our  annual  scientific  program 
outside  of  New  York  City.  Here  is  an 
opportunity  to  obtain  Category  I CME 
credits  during  3 days  of  outstanding 
General  Sessions,  Scientific  Sections, 


Symposia  and  Panel  Discussions,  in- 
cluding time  to  visit  the  Scientific  and 
Technical  Exhibits.  Watch  future  issues 
of  the  Journal  for  program  details  and 
registration. 


at  the  JUST  40  MINUTES  FROM  MANHATTAN 

RYE  TOWN  HILTON 

\ 

i 

699  Westchester  Avenue  Town  of  Rye  Port  Chester,  New  York 
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^ That  cocky  grin  is  typical  Tom.  That’s 
how  he  looked  when  I told  him  he’d  made 
the  varsity  his  first  year  at  Annapolis. 
Then  we  learned  Tom  had  3 months  to  live. 
That  was  5 years  ago.  ft 

George  Welsh 

Head  Coach,  USNA  Football 


It  was  hard  to  believe  a boy  like 
Tom  Harper  could  be  so  desperately  ill. 

Or  that  anyone  could  fight  so  hard  to  live. 
When  he  was  under  treatment  and  so  weak 
he  could  hardly  walk,  Tom  still  came  to 
practice.  He’d  marked  out  his  own 
program  for  survival.  To  get  back  in  shape 
and  somehow  speed  the  recovery  he  never 
lost  hope  would  come. 

For  Tom  it  wasn’t  too  late.  Some- 
thing new  called  combination  chemother- 
apy was  just  beginning  to  be  used.  There 
are  almost  2 million  Americans  like  Tom 
who’ve  beaten  cancer. 

But  for  many  patients  just  as 
determined  and  hopeful,  the  treatments 
that  could  save  them  have  not  yet  been 
found.  That’s  why  the  American  Cancer 
Society  is  asking  for  your  support. 

Through  research,  rehabilitation  and 
education,  they’re  making  your  contribu- 
tions count. 

American  Cancer  Society^ 

CANCER 
CAN  BE  BEAT 

Almost  2 million  people  are  living  proof 
your  contributions  count. 

Thi  . pace  roni  ribuf«*d  by  l hi*  publisher  as  a public  service. 
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MISCELLANEOUS 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT  TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212)  730-0069  . 


LOANS  TO  PROFESSIONALS:  Loans  now  available  to  physicians  and  physicians 
in-training.  Easy  payments.  Loans  to  $50,000  and  more;  unsecured;  no  collatera 
necessary.  Consolidate  all  debts  or  any  purpose  loans.  For  full  information  cal 
A.  Clayton  Rieder,  Financial  Consultant  (516)  935-1234  or  write  Dept.  711,  c/( 
NYSJM. 

POSTGRADUATE  COURSE:  PULMONARY  INFECTIONS — Ab 

UPDATE.  The  Division  of  Pulmonary  Medicine,  Dept,  of  Medicine,  Queen 
Hospital  Center,  affiliation  of  Long  Island  Jewish-HMC  and  Health  Scieno 
Center,  Stony  Brook  (SUNY),  under  the  direction  of  Faroque  A.  Khan,  M.D 
& Rajinder  Chitkara,  M.D.,  Sunday,  October  21,  1979  at  Queens  Hospital  Centei 
Guest  speakers:  D.  Louria,  Professor  & Chairman  of  Public  Health.  Preventiv 
Medicine,  New  Jersey  College  of  Medicine,  and  M.  Kaplan,  Chief  of  Infectiou 
Disease,  Nassau  County  Medical  Center.  Fee:  $35  (includes  lunch).  7 Categor 
1 AMA  credits.  Further  information:  F.  Khan,  M.D.,  82-68  164th  St.,  Jamaict 
N Y.  11432,  or  call  (212)  990-2091  or  2092. 


EQUIPMENT 


FREE!  WESTING  HOUSE  COBALT  60  DIAL-A-CONE  TELETHERAPY  ap 
paratus.  Source  remaining  approximately  650  curies.  Alan  E.  Baum,  M.D.. 
Lawrence  Hill  Road,  Huntington,  N.Y.  (516)  427-6344. 


POSITIONS  WANTED 


PEDIATRICIAN,  FEMALE,  BOARD  ELIGIBLE  with  ECFMG  & FLEX,  seel] 
position  in  group,  partnership  or  hospital,  or  clinic  based  programs.  Prefer  Ne,! 
York  Metropolitan  area.  Available  by  November  1,  1979.  Dept.  741,  c,  I 
NYSJM. 

CME 

is  coming  to 
Rochester 

AMA  Regional  CME  Meeting 
Rochester,  NY 
Oct.  13-14,  1979 

For  information,  write: 

Dept  of  Meeting  Services 
American  Medical  Association 
535  N Dearborn  St. 

Chicago,  IL  60610 


I 


>RACTICES  AVAILABLE 


STERNAL  MEDICINE:  Long  established,  well  equipped,  lucrative  practice 
lor  sale.  North  Shore,  Long  Island,  near  teaching  hospitals.  Will  introduce. 
Dept.  736,  c/o  NVSJM. 


J tu 
M les 
M the  c 
M will  b 
M must 


Applicants  are  invited  from  suitably  experienced 
Anesthesiologists  to  apply  tor  the  following  oppor- 
tunities with  the  faculty  rank  of  associate  professor  or  pro- 
fessor. Appointees  will  be  permitted  private  practice  under 
aegis  of  the  Medical  Center's  Professional  Service  Plan 
be  eligible  for  fringe  benefits  according  to  rank.  Candidates 
possess  diploma  ol  American  Board  of  Anesthesiology  or  its 
equivalent. 


\ 

ler 

and 

fates 


)()  YOU  HUN  T.  FISH.  SKI'.’  C.l’  RETIRING  after  40  years  wdl  sell  family 
practice  upstate  New  York  village  (excellent  gross  income).  Completely  equipped 
office:  4 examining  rooms,  business  office.  X-rav,  minor  surgery,  parking  lot. 
attractive  upstairs  3-bedroom  apartment;  20  minutes  to  3 large  hospitals;  ex 
rellent  schools.  Dept.  738,  c/o  NN  SJM. 


DIRECTOR 

OBSTETRICAL  ANESTHESIA 

Duties  will  include  supervision  of  obstetrical  anesthesis.  teaching  of  medical  stu- 
dents in  the  Depls.  of  Obstetrics  and  \nesthesiolog\  and  instruction  of  residents 
in  anesthesiologv.  Candidate  must  have  experience  in  teaching,  research  experi- 
ence is  desirable. 


PHYSICIANS  WANTED 


MERGKNCY  ROOM  OUTPA  TIENT  DEPARTMENT  physician  needed  .in 
mediately;  320  hed.  modern,  general  hospital  with  complete  facilities  from  car 
diovascular  surgery  to  a neonatal  intensive  care  nursery;  salary  negotiable;  ex- 
cellent fringe  benefits  including  retirement,  malpractice,  disability  and  supple- 
mental life  insurance;  population  area  150,000  plus;  modern  town,  excellent 
schools  and  college;  near  Finger  Lakes.  Charles  H Kinley,  M.D.,  Director, 
Emergence  Outpatient  Department,  Arnot -Ogden  Memorial  Hospital.  Elmira, 
N Y.  14901.  (HOT)  737-4256. 


HYSIC1ANS  WANTED  LUCRATIVE  POSITIONS  AVAILABLE.  NEW 
Nork.  New  Jersey.  Connecticut  permanent  lull-halt  time  as  well  as  temporary 
and  per  diem  basis  Client  inquiries  invited.  For  further  into  contact: 
Karrev  Associates,  agency  lor  Execu-Med,  23-25  East  26th  St..  New  V>rk. 
N Y 10010.  Telephone:  '(212)532-7625. 


ASSISTANT  OR  ASSOCIATE 
PROFESSOR  ANESTHESIOLOGY 

( andidates  with  interest  in  Ihe  treatment  of  chronic  pain.  It  is  currently  envi- 
sioned that  initially  3 days  per  week  would  be  allocated  (o  clinical  anesthesia  and 
2 days  to  pain  therapy. 

ASSISTANT  OR  ASSOCIATE 
PROFESSOR.  DIVISION  OF 
CARDIOTHORACIC  SURGERY 

Ihe  division  currently  performs  more  than  3511  open  heart  operations  annually. 
\ number  which  is  increasing,  \pplicant  will  have  the  opportunity  to  participate 
in  ongoing  perfusion  research  in  association  with  5 full  lime  biomedical  engi- 
neers. 


ALEDONIA,  NEW  YORK.  Livingston  County  needs  a family  physician. 
Contact:  William  S.  Andaloro,  M.D.  3144  Church  St.,  Caledonia  14423.  Tel: 
(716)  538-6250. 


V ANTED:  ASSOCIATE  OR  PARTNER  in  general  practice,  downtown  Sche- 
nectady, N.Y.  Excellent  opportunity  to  expand  established  solo  practice  into 
small  group  practice.  Write  Dept.  731.  c/o  NYSJM. 


Submit  c.v.  to:  David  C.  C.  Stark,  M.D.,  Professor  and  Chairman 
Dept,  of  Anesthesiology, 

MOUNT  SINAI  MEDICAL  CENTER 

One  Gustave  L.  Levy  Place 
New  York,  N.Y.  10029 

As  Equal  Opportunity  Employer  XI/ F 


^^THE 


man,  h 
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’ED1ATRICIAN:  Board  eligible  or  certified  to  join  solo,  active  practice.  Op- 
portunity to  expand.  Early  partnership.  One  hour  from  New  York  Citv.  Dept. 
739,  c/o  NYSJM. 


xNOXVILLE.  IOWA:  PSYCHIATRIST.  Excellent  professional  opportunity, 
large  neuropsvchiatric  hospital,  immediate  vacancies  for  board  certified/eligible 
psychiatrist.  Strong  support  staff  and  facilities.  Enjoy  benefits  of  30  days  paid 
vacation.  15  days  paid  sick  leave  (accumulating)  per  annum;  liberal  retirement 
plan;  health  and  life  insurance:  malpractice  shelter;  moving  expenses  paid:  highly 
competitive,  excellent  salary:  license  in  any  state.  E.O.E.  Contact:  Chief  of 
Psychiatry.  Y.A.  Medical  Center,  Knoxville,  Iowa  50138.  Phone:  (515)  842-3101, 
exi.  216. 


PHYSICIANS  WANTED— CONT  D 


DEPUTY  COUNTY  HEALTH  DIRECTOR  to  serve  as  County  Epidemiologist 
and  provide  policy  guidance  and  supervision  to  91  physicians,  engineers  and 
others  engaged  in  disease  control,  environmental  and  laboratory  programming. 
Physician  with  MPH  and  one  year  public  health  experience.  Excellent  salary. 
Curriculum  vita  to  Joel  Nitzkin,  M I).,  Monroe  County  Health  Department,  11 1 
Westfall  Rd.,  Caller  632,  Rochester,  N.Y.  14692. 


BOARD  CERTIFIED  OR  ELIGIBLE  PATHOLOGIST  to  direct  laboratory  of  new 
85-bed  JCAH  approved  hospital  in  beautiful  Finger  Lakes  area.  Full  or  part-time 
opportunity  available.  Send  curriculum  vitae  to:  Albert  D.  Charbonneau. 

Executive  Vice  President.  Nicholas  H.  Noyes  Memorial  Hospital,  111  Clara 
Barton  St.,  Dansville,  N.Y.  14437. 


’HYSICIAN  WITH  FOLLOWING  QUALIFICATIONS:  4-10  years  training  in 
internal  medicine;  2-5  years  training  in  cardiology,  knowledge  of  complex  ar- 
rythmia  interpretation,  vector  cardiography,  cardioversion  and  defibrillation; 
stress  testing  with  computer  histogram  date;  via  treadmill  and  bicycle  ergometer, 
echocardiography,  endoscopic  procedures,  proctosigmoidoscopy,  medical  care 
to  patients  in  cardiology  services;  must  possess  American  Board  of  Internal 
Medicine  certification  and  New  York  State  license;  please  write  complete  biog- 
raphy. colleges  attended  and  degrees,  qualifications  and  references  with  will- 
ingness to  accept  employment  with  physician  in  Buffalo.  New  York,  engaged  in 
medical  practice,  specializing  in  internal  medicine  and  cardiology.  Excellent 
salary.  Write  W.T.Z.,  M.D.,  518  Statler,  Buffalo.  N.Y.  14202. 


f ELLOW  SHIP,  CARDIAC  SURGEON.  Approximately  300  open  hearts  per  year. 
Unusual  opportunity  to  learn  microsurgical  technique.  Contact:  George  E. 
Green.  M.D.,  St.  Luke's  Hospital  Center.  Amsterdam  Ave.  & 1 13th  St..  New  York. 
N.Y.  10025. 


PHYSICIANS 

Openings  are  available  throughout  the  U.S.  for  physi- 
cians seeking  choice  positions  with  industry  for  occu- 
5 pational  medicine,  pharmaceutical  firms,  and  hospitals, 
and  in  solo  and  group  practice.  Absolute  confidentiality 
is  assured. 

Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH, 

Director  of  Medical  Placement 

DAVIS-OMEGA 

(212)  840-0899 
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PHYSICIANS  WANTED— CONT  D 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  7 
courses  in  the 
growing 

health  care  field: 

Med.  Asst.,  Dental  Asst. 
Med.  Lab.  Technician, 
Geriatric  & Pediatric 
Aide  (Nurse’s  Assts  ), 
Med.  & Dent.  Secy., 
EKG  Technician, 

Legal  Assistant. 


Classes  day  or 
night. 

Licensed  by  N.Y.  State 
Ed.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


cffie  cWestcljestef' School 

I OH  PAKAPHOI  I SSK  )N  \l  I K \ININ(.  - 
i:U)  Om.irio  Si  . Albany.  NA  12206  -1518)  462-6621 
I N.  Brondwav.  While  Plains. N V 10601  . (014)  4281960 


275  Bmudhollou  ltd.  (Rie  1 10).  Meh ■ill.-.  N 5'  11746  . (516)  752  1060 


WANTED:  ANESTHESIOLOGIST,  BOARD  CERTIFIED  or  eligible,  for  575  bed 
hospital  in  metropolitan  N.Y.C.  Affiliated  with  medical  school  and  offering 
liberal  salary  and  benefits  with  partnership  within  less  than  one  year.  Dept.  742 
c/o  NYS.JM. 

FAMILY  PRACTICE  PHYSICIAN  with  special  interest  in  bariatrics  is  looking 
for  a Board  certified  or  eligible  associate  for  family  practice.  Write:  Semen 
Doroszczak,  M.D.,  919  Kenmore  Ave.,  Buffalo,  N.Y.  14223.  (716)  875-7802. 


FAMILY  PRACTITIONERS:  Good  opportunity  for  one  or  two  family  practice 
physicians  to  join  a well  established  three-man  clinic  (includes  surgeon).  Present 
staff  leases  modern,  up-to-date,  ten  year  old  clinic  from  city.  Unlimited  potential 
in  a setting  suited  for  aggressive,  progressive  physicians  like  yourself.  J.C.A.H. 
hospital  physically  attached  to  175-bed  nursing  facility.  Receiving  consultant 
specialty  visitation  services  via  the  University  of  Minnesota  in  areas  of  oto- 
laryngology, pulmonary  medicine,  neurology,  cardiology,  urology,  and  internal 
medicine.  Located  in  heart  of  state's  finest  goose  hunting  area,  fishing  and  lake 
cabin  life  a stone’s  throw  away.  Good  schools;  quiet  community,  with  slow  pace 
of  living  that  includes  our  own  cultural  affairs  building  for  staging  local  drama 
and  musical  activities.  Are  you  interested  enough  to  find  out  more  about  us? 
If  so,  contact  Mr.  Richard  L.  Range,  Administrator,  Madison  Hospital  Associa- 
tion, 820  Third  Ave.,  P.O.  Box  184,  Madison,  Minnesota  56256,  or  call  collect, 
office  (612)  598-7556,  or  home  (612)  598-7974. 


RADIOLOGIST  WANTED  FULL  TIME,  private  practice,  New  York  City.  Board 
certified  or  eligible.  Send  c.v.  with  salary  requirements  to  Dept.  743,  c/o 
NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


SIX  ROOM  PROFESSIONAL  SLJITE  FOR  RENT  in  prestige  medical  building 
in  Lvnbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos 
pitals.  Call  (212)  297-4140. 


MANHATTAN’S  EAST  SIDE.  133  EAST  73RD  ST..  N.Y.C.  LEXINGTO 
Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatr 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionis 
Mail  service;  cleaning.  X-rav  & clinical  laboratory  on  premises  No  leasf 
necessary.  Rent  by  the  hour  or  full-time.  (2121861-9000. 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency 
physician  group  throughout  Pa.,  N.Y.,  N.J  . Mich,  and  Southeastern 
US.  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
service  with  minimum  guarantee  provided.  Malpractice  paid.  Practice 
credits  towards  board  certification.  Physician  department  directors 
also  desired.  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste 
400,  399  Market  St.,  Phila  , PA  19106  or  phone  215-925-3511. 


PHYSICIAN  CAREER  OPPORTUNITIES  IN  NY  STATE 


[FAMILY  PRACTICE 

Niagara  region  Joining  established  solo  or  group 
practice  Fee  for  service  Office  space  available 
Good  fringe  package  and  salary  guarantee 
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GENERA!  PRACTICE 

Northern  community  Solo  practice  on  a fee  for 
service  basis  with  a salary  guarantee  Rack  up 
coverage  Guaranteed  referrals  Good  benefits 

INTERNIST 

South  central  city  of  11,000  Internist  needed  to 
join  established  practice  Option  of  purchasing 


1/3  of  P C Excellent  future  salary  potential  and 
benefits 

OB/GYN 

Northern  city  of  35,000  Group  practice  position 
with  salary  guarantee  Back  up  coverage,  office 
space  available  Excellent  benefits 

ORTHOPEDIC  SURGEON 

Finger  l.akes  region,  small  city  Physic  ian  to  join 
surgical  group  New  office  space  Income 
guarantee  Bac  k up  coverage  Good  benefits 


OPENINGS  NATIONWIDE  IN  ALL  SPECIALITIES 

For  Information  call  Wendy  Retting,  jjj  K||\M 

Recruiting  Coordinator:  7K/8S2-SS11 

721  -P  Statlor  Ofllc*  Building  Ml  1)1  ( VI. 

Buffalo.  New  York  14202  SK  \K(  II  l\< 

OFFICES  Atlanta.  Buffalo.  Columbua,  Dallas. 

Detroit.  Houalon,  and  Waahlngton. 


■til 
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DOCTOR’S  OFFICES  FOR  RENT  by  the  hour  or  full  time.  Modern  medica 
building  equipped  for  out-patient  diagnostic  work-up  and  ambulatory  surgery 
Ideal  for  medical  and  surgical  specialists.  42-78  Main  St.,  Flushing,  N.Y.  (212 
539-8800. 


MEDICAL  SUITE,  WHITE  PLAINS,  N.Y.  New  professional  building  near  Whit- 
Plains  Hospital.  Prime  space,  footage  flexible.  (914)  949-0555,  or  946-3737. 


STATF1N  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  State; 
Island's  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parkin: 
facilities,  and  is  located  near  S.  I.  Ferry,  all  transportation,  schools,  city  building 
and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otolaryn 
gologist,  general  practitioner,  internist,  pediatrician  and  ophthalmologist.  F( 
further  information  contact  Paul  (212)  447-8001. 

OTOLARYNGOLOGIST  RETIRING  SEPT.  1979.  For  sale:  House  with  offic 
and  apartment,  equipment,  etc.  Schenectady,  New  York.  Call  (518)  37 
4847. 


POUGHKEEPSIE.  OFFICE  SPACE  AVAILABLE  for  lease  or  co-op  ownershi 
New  prestige  professional  building  near  hospitals.  Most  available  location  i 
County.  Share  building  with  five  obstetricians  and  periodontist.  Will  furnbj 
to  your  needs.  .Joseph  Tinkelman,  D.D.S.,  One  Pine  Street,  Poughkeepsie,  N.’] 
12601  (914)  454-3800. 

POUGHKEEPSIE,  N.Y.  SUITABLE  FOR  PHYSICIAN  OR  DENTIST.  Ri 
tiring  gyn.  specialist  offers  split-level  home/office  for  sale.  Situated  on  larg 
corner  lot  in  desirable  neighborhood  convenient  to  both  hospitals.  Home  h; 
3 bedrooms,  2'/z  baths,  living/dining  room,  family  room,  large  kitchen,  gas  furnai 
and  detached  2-car  garage.  Attractively  landscaped.  Office  suite  5 room 
storeroom,  powder  room  and  private  entrance.  914-473-1771. 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERVE 
in  rent  ing  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell 
appraise  a co  op,  contact  Nat  ban  1 1.  Friedman,  V.P.,  Douglas  Elliman-t  libbo 
<V  Ives,  Inc.,  575  Madison  Ave.,  N.Y..  N.Y.  (212)  832-5571. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


MOST  UNUSUAL  BUY.  WEST  ISLIP,  LONG  ISLAND.  Waterfront,  85  ft. 
dock.  Home  and  Office — 4 bedrooms,  3 baths,  plus  1000  sq.  ft.  attached  office. 
Ideal  location  for  doctor,  lawyer,  dentist, accountant,  art  studio,  mother/daughter. 
Must  see  to  appreciate.  Firm  $90, (K)0.  Owner.  516-661-4861. 


■ONTKMPORARY  HOME  & POND,  ULSTER  COUNTY,  N Y.  Across  from 
Ashokan  Reservoir,  5.35  panoramic  acres,  meadow,  fruit  trees,  large  mountain-fed 
and  underground  spring-fed  pond,  11  ft.  deep  lor  swimming.  5 bedrooms,  2 
baths,  cathedral  ceiling,  beamed  living  room,  brick  fireplace,  modern  equipped 
kitchen,  hot  water  oil  heat.  Furnishings  and  a cabin.  Many  extras.  Very  low 
taxes.  30  min  to  Hunter  Mountain.  Short  walk  to  the  Esopus  River,  fishing, 
tennis  and  a running  track.  $73,000.  Call  (914)  679-6013. 


SOUTH  SHORE,  LONG  ISLAND:  FOR  SALE— Physician’s  large,  9 year  old, 
6 bedroom  home  with  suitable  office;  3 huge  baths;  cedar  shingles,  patio;  4800 
sq.  ft.,  many  extras;  1/2  acre;  top  professional  and  impeccable  neighborhood;  safe; 
5 min.  to  large  teaching  hospital,  near  transportation,  recreational  facilities, 
colleges,  universities,  beaches.  Best  schools  for  your  children  and  wonderful 
cummunitv  for  vour  family.  This  home  has  everything.  $135,000.  (516)  475- 
4880. 


OFFICE-HOME,  SEAFORD,  N.Y.  120  ft.  frontage,  ample  parking.  Presently 
used  as  dental  office.  Formerly  used  as  medical  office.  Ideal  for  ear,  nose,  throat 
specialist,  ophthalmologist,  radiologist.  Private  entrance,  bath,  central  air- 
conditioning.  House  as  living  room,  kitchen,  3 bedrooms,  U/2  baths,  full  cellar, 
garage.  Three  hospitals  nearby.  Excellent  opportunity  for  young  man  or  group 
practice.  Good  buy.  (516)731-1955. 


LUXURIOUS  PROFESSIONAL  OFFICES  AND  HOME  situated  on  beautifully 
landscaped  corner  acre  property;  centrally  air  conditioned;  double  garage;  full 
basement.  Home  consists  of  3 bedrooms,  living  room,  dining  room,  kitchen,  den, 
two  full  baths.  Offices  attached  to  home  consist  of  two  large  rooms,  kitchen,  full 
bath  and  separate  entrance.  Price  and  terms  can  be  attractively  structured  on 
a lease  and/or  purchase  basis.  Owner  will  take  back  a P.M.  first  mortgage.  (516) 
878-0739. 


ROCKLAND  COUNTY.  N.Y.— CHOICE  LOCATION:  Fully  furnished  mediyal 
suite.  Ideal  for  medical  or  surgical  specialist.  Share  proportion  of  rent  and 
utilities.  Hours  to  suit.  Opportunity  to  purchase  part  of  building  if  tax  shelter 
is  desired.  Opportunity  also  to  purchase  '/>  interest  in  office.  Large  multi- 
specialty professional  building.  (914)  352-0500. 


DIX  HILLS,  LONG  ISLAND,  N.Y.  5 bedroom  farm  Ranch,  famed  Dix  Hills 
School  District  #5.  Three  baths,  country  kitchen,  laundry,  finished  attic 
playroom.  20  X 40  inground,  heated  pool,  one  acre  landscaped;  easy  access 
all  parkways;  central  air  conditioned;  central  vacuum;  many  extras.  Excellent 
professional  location.  Exclusive  membership  pool  & tennis  club.  $110,000. 
(914)  735-2232. 


NEW  HYDE  PARK.  LONG  ISLAND.  N.Y.  New  Medical  building.  Minimum 
150  sq.  ft.  carpeted  and  decorated  space  available,  plus  share  rest  of  3,000  sq.  ft. 
luxurious  office.  Call  E.  L.  Seretan.  M.D.  (516)  352-6200. 


HEWLETT,  LONG  ISLAND:  For  young  professional  family,  3-story  Colonial, 
slate  Gambrel  roof,  related  to  its  antique  cousin  in  New  England;  % acre,  divisible, 
with  oak.  linden,  spruce  and  maple  to  shade  and  climb.  Apples,  grapes,  rasp- 
berries. rose  garden  and  play  house.  District  14,  walk  to  elementary,  high  school, 
shopping,  railroad,  main  bus  line,  synagogues  and  churches.  Low  taxes,  gas  heat, 
4 wood-burning  fireplaces,  5 bedrooms.  3V2  baths,  a/c,  fire  and  smoke  alarm, 
living,  dining,  den.  separate  eating  area  with  bay  window  and  wood  beam  ceiling 
off  early  American  kitchen  and  pantry.  Large  screened  porch,  2-car  garage  with 
loft,  attached  tool  and  wood  sheds.  Price:  $225,000;  assumable  8*/2%  mortgage. 
Principles  only.  (516)  374-2616;  (516)  295-0885. 


BETHPAGE,  LONG  ISLAND:  New  professional-medical  building  near  Nassau 
, County  Medical  & Mid-Island  Hospital.  Prime  space,  footage  flexible.  Call 
(516)  731-0711. 


HAMPTONS,  LONG  ISLAND:  Beautiful  spacious  house  on  Tiana  Bay,  in  the 
heart  of  the  Hamptons.  Expensively  built  with  the  best  possible  materials;  8 
years  old;  bulkheaded  waterfront;  lush  green  lawn.  In  the  best  neighborhood 
in  town.  Immaculate  condition.  Good  inflation  protection.  Broker  inquiries 
invited.  Shirley  Kazdin,  Licensed  Real  Estate  Broker  (516)  283-2903. 


Equa-Lease 

$16500 

Per  Month  x 36  Months 

CHEVROLET  BUICK 

MONTE  CARLO  REGAL 

FORD  OLDSMOBILE 

T-BIRD  Equipment  CUTLASS 

V-6  Automatic  PS  PB 
R/Def  Air  T/G 
AM-FM  WW  Radials 
B S Mldg  Wheel  Covers 

nnil’T  Just  pay  rent, 
^^1^1  | build  equity  at  the 

same  time 

You  have  the  option  to  buy  the  car  at 
the  end  of  the  lease  at  10%  over 
current  wholesale  used  car  value. 

It's  Your  Option  - Not  Ours 

Call  Don  Kaler 
Peter  Biolsi 
At  516-222-9041 

CARANN  LEASING 

An  approved  MSSNY  Membership  Benefit 

Roosevelt  Raceway.  Westbury  New  York 


Seventh  Postgraduate  Course 
in  Acupuncture  & Pain  Control 
Approved  for 

Catagory  1 CME  Credits — 25  Hours 
OCTOBER  5,  6,  7 

THE  COLLEGE  OF  PHYSICIANS  & SURGEONS  OF  CO- 
LUMBIA UNIVERSITY,  AMERICAN  COLLEGE  OF  ACU- 
PUNCTURE, INC.,  NEW  YORK  SOCIETY  OF  ACUPUNC- 
TURE FOR  PHYSICIANS  & DENTISTS,  INC.,  and  AMERI- 
CAN ACADEMY  OF  ACUPUNCTURE,  INC.  are  jointly 
sponsoring  the  seventh  Postgraduate  Course  & Workshop 
in  Acupuncture  & Pain  Control  for  advanced  and  beginner 
students  at  the  Barbizon  Plaza  Hotel,  New  York  City,  for  25 
credit  hours  in  Category  1 towards  the  AMA’s  Physician’s 
Recognition  Award;  also  approved  by  the  New  York  State 
Boards  for  Medicine  & Dentistry  for  25  credit  hours  toward 
New  York  State  acupuncture  registration. 

Among  the  principal  speakers  will  be  Candace  & Agu  Pert, 
Ph.D.’s,  of  the  National  Institute  of  Mental  Health,  discussing 
their  recent  work  with  endorphins  and  pain.  For  information 
& application  contact: 

S.  J.  Yue,  M.D.,  Secretary 
New  York  Society  of  Acupuncture 
for  Physicians  & Dentists,  Inc. 

1 15  East  61st  St.,  New  York,  N.Y.  10021 

(212)  870-6671,  Mon.  to  Fri.,  9 a.m.  to  1 p.m. 
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...featuring  postgraduate  courses 
designed  by  major  specialty  societies 


AMERICAN  MEDICAL  ASSOCIATION 
33rd  WINTER  SCIENTIFIC  MEETING 
JANUARY  12-15.1980 


This  year's  Winter  Scientific  Meeting  offers  an  exceptional 
educational  experience.  The  participation  of  the  specialty 
organizations  provide  the  opportunity  to  receive  expert  in- 
struction on  the  latest  developments  in  those  areas  of 
medicine  which,  while  outside  your  major  specialty,  may 
represent  a portion  of  your  practice.  You'll  receive  authorita- 
tive information  on  how  specialty  societies  are  handling  pro- 
blems similar  to  those  you  may  encounter.  The  participating 
societies  are: 

American  Academy  of  Dermatology 

American  Association  for  Thoracic  Surgery 

American  College  of  Cardiology 

American  College  of  Physicians 

American  Society  of  Clinical  Pathologists 

American  Society  for  Clinical  Pharmacology  & Therapeutics 

College  of  American  Pathologists 

Section  Council  on  Plastic,  Reconstructive  & Maxillofacial 
Surgery 

An  outstanding  scientific  program 

You  can  choose  from  45  postgraduate  courses,  20  symposia, 
Video  Clinics,  telecourses,  motion  picture  seminars,  and 
other  special  events.  Each  CME  event  is  designed  to  provide 
you  information  of  immediate  clinical  application.  At  this 
one  meeting,  you  can  earn  up  to  25  hours  of  Category  1 
credit — one  half  of  your  yearly  CME  requirements  for  the 
AMA  Physician's  Recognition  Award. 

PLAN  NOWTO  ATTEND 


For  complete  information  on  the 
AMA  Winter  Scientific  Meeting 
in  San  Antonio,  Texas,  January 
12-15,  1980,  write: 

Dept,  of  Meeting  Services 
American  Medical  Association 
535  N.  Dearborn  Street 
Chicago,  Illinois  60610 
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NEW  YORK  CITY 


SUNY — Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn 

"Radiology  Conference  Room,  2nd  Floor 
September  4,  1979- August  26,  1980  Tuesdays 
TRANSPLANTATION  CONFERENCE 
NO  FEE  CREDIT:  AMA  Cat.  1 (48  hrs.) 

For  further  information  contact  C.  M.  Plotz,  M.D., 

Office  of  Continuing  Education,  Box  51,  SUNY  Downstate 
Medical  Center,  450  Clarkson  Avenue,  Brooklyn  11203. 
Tel:  212/270-2422. 


Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

October  3 

TREATMENT  OF  STATUS  ASTHMATICUS 
Joseph  Reichel,  M.D 
CREDIT:  AMA  Cat.  1 (2  hrs.) 

October  17 

THE  MENOPAUSE 
Ruth  Freeman,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 


The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

"The  Mount  Sinai  School  of  Medicine 
6:00-9:00  p.m. 

October  1 1,  18,  25 
(Nov.  1,  1979) 

(May  1,  8,  15,  22,  1980) 

CARDIOPULMONARY  RESUSCITATION 

Marvin  Mordkoff,  M.D.,  Judith  Nierenberg,  M.A.,  R.N., 

Nicholas  Galli,  Ph  D.,  Douglas  Di  Stephano,  M.D. 

CREDIT:  AMA  Cat.  1 
9:00  a m. -5:00  p.m. 

October  15,  16,  17 

RECENT  ADVANCES  IN  OCCUPATIONAL  MEDICINE 
WITH  SPECIAL  EMPHASIS  ON  OCCUPATIONAL  AND 
ENVIRONMENTAL  PULMONARY  DISEASE 
Irving  J.  Selikoff,  M.D. 

FEE:  $250.  CREDIT:  AMA  Cat.  1 ( 1 9 V2  hrs.) 

9:00  a. m. -5:00  p.m. 

October  2 1 

PM  325  GENETICS  AND  THE  LAW 

Robert  J.  Desnick,  Ph  D.,  M.D.,  Kurt  Hirschhorn,  M.D., 

The  Honorable  Jacob  J.  Javits,  United  States  Senator  (New 
York) 

FEE:  $85.  Physicians  and  attorneys — including  lunch 
$40.  All  others — including  lunch 
CREDIT:  AMA  Cat.  1 (6 '/2  hrs.) 

9:00  a m. -2:00  p.m. 

October  26 
(November  30,  1979) 

(January  25,  1980) 

(March  21,  1980) 

(May  23,  1980) 

WORKSHOPS  IN  CLINICAL  LAB  SCIENCES 
Victor  Bokkenheuser,  M.D.,  Edward  J.  Bottone,  Ph  D., 
Frederick  C.  Fink,  Ph  D.,  Marcelino  F.  Sierra,  Ph.D. 

FEE:  $75.  per  session  CREDIT:  AMA  Cat.  1 (4  hrs.  per 
session) 

9 00  a.m.-5:00  p.m 
October  26 

PEDIATRIC  UPDATE  ON  ASTHMA,  1979 
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Richard  Bonforte,  M.D. 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (6V2  hrs.) 

$25.  House  staff 
1:00  p.m. -5:00  p.m. 

October  30 

MEDICAL  ETHICS:  THE  JEWISH  POINT  OF  VIEW 

Donald  Gribetz,  M.D. 

FEE:  $10.  CREDIT:  AMA  Cat.  1 (4  hrs.) 

"The  Barbizon  Plaza  Hotel 

9:00  a m. -5:00  p.m.,  Wednesday  thru  Friday 

9:00  a. m. -noon,  Saturday 

SKELETAL  RADIOLOGY 

Alex  Norman,  M.D.,  Jack  G.  Rabinowitz,  M.D. 

FEE:  $275.  CREDIT:  AMA  Cat.  1 (15  hrs.) 
$175.  residents 


The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 
Brooklyn 
October  3 

CHEMOTHERAPY  & IMMUNOTHERAPY  FOR  MALIGNANT 

MELANOMA 

Seymour  Cohen,  M.D. 

October  10 

HEMOSTATIC  PROBLEMS  IN  THE  NEWBORN 
Margaret  Karpatkin,  M.D. 

October  17 

RADIUM  IS  OBSOLETE:  (TREATMENT  OF  UTERUS  & 

BREAST  CANCER) 

Norman  Simon,  M.D. 

October  24 

NON-HODGKIN'S  LYMPHOMA  IN  CHILDREN 
Norma  Wollner,  M.D. 

October  3 1 

REGULATION  OF  NORMAL  & LEUKEMIC 
GRANULOPOIESIS  INVITRO  & INVIVO 
Hal  E.  Broxmeyer,  M.D. 

For  further  information  contact  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn 
11238.  Tel:  212/240-1211/13 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

"Roosevelt  Hotel 
Madison  Avenue  at  45th  Street 
New  York 
October  4-6 

HEALTH  SCREENING  CONFERENCE 
"New  York  Academy  of  Medicine 
2 East  103rd  Street 
New  York 
October  6-7 

CLINICAL  NEUROLOGY  FOR  PSYCHIATRISTS— PART  II 
For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx  10461.  Tel:  212/430-2822. 


New  York  Medical  College 

Fifth  Avenue  at  106  Street 
‘Metropolitan  Hospital 
Draper  Hall 

98th  Street  and  First  Avenue 
October  5-6 

PERINATAL  MEDICINE  AND  GYNECOLOGY— UPDATE 
1979 

CREDIT : 1 1 cognates 

For  further  information  contact  Dr.  Camillo  Gugliucci, 
Program  Chairman,  Department  of  Obstetrics  and 
Gynecology,  New  York  Med’cal  College,  1249  Fifth  Avenue, 
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CREDIT:  AMA  Cat.  1 (4  hrs.) 


Room  R519,  New  York  10029. 

Doctors  Hospital 

170  East  End  Avenue  at  87th  Street 
October  11,  4:15p.m.,  Thursday 

ANTIMICROBIAL  PROPHYLAXIS  OF  INFECTIONS 
Donald  B.  Louria,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Miss  Phyllis  Dunefsky,  Office 
of  Continuing  Medical  Education.  Doctors  Hospital.  170  East 
End  Avenue  at  87th  Street,  New  York  10028.  Tel:  212/ 
535-3000. 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 

Bronx 

October  12 

PERITONEAL  DIALYSIS  SYMPOSIUM 
For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx  10461.  Tel:  212/430-2822. 


The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue 
'Cornell  Medical  Center 
Uris  Auditorium 

October  17,  7:00-9:00  p.m.,  Wednesday 
UPDATE  YOUR  MEDICINE 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Lila  A.  Wallis,  M.D.,  The 
Association  of  Practicing  Physicians  of  the  New  York 
Hospital,  1300  York  Avenue,  Box  #37,  New  York  10021. 


United  Hospital  Fund  of  New  York 

3 East  54th  Street 

'The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

October  23-24,  9:00  a. m. -4:00  p.m. 

AMBULATORY  CARE— TODAY'S  ISSUES/TOMORROW'S 
POTENTIAL 

For  further  information  contact  Sylvia  Sorrentino,  United 
Hospital  Fund  of  New  York,  3 East  54th  Street,  New  York 
10022.  Tel:  212/PL  4-1080. 


Beth  Israel  Medical  Center  cosponsored  by  The 
Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

10  Nathan  D.  Perlman  Place 
October  23,  8:30  a m. -4:30  p.m. 

CONTROVERSIES  IN  CRITICAL  CARE  MANAGEMENT 
Gerald  J.  Friedman,  M.D. 

FEE:  To  be  announced  CREDIT:  AMA  Cat.  1 (6  hrs.) 
For  further  information  contact  Post-Graduate  Medical 
Education  Office,  Beth  Israel  Medical  Center,  10  Nathan  D. 
Perlman  Place,  New  York  10003.  Tel:  212/420-2000. 


QUEENS  COUNTY 


Long  Island  Jewish-Hiliside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

'Queens  Hospital  Center 
Jamaica,  New  York 
October  10,  8:00  a.  m. -12:00  noon 
DIABETES  MELLITUS 
Selim  Baruh,  M.D. 


FEE:  $25. 

October  18-20 

QUALITY  ASSURANCE  EVALUATION  OF  THE 
RADIOGRAPHY  DEPARTMENT 
Leslie  Alexander,  M.D. 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (18  hrs.) 

October  2 1,  9:00  a m. -5:00  p.m. 

PULMONARY  INFECTIONS— AN  UPDATE 
Faroque  Khan,  M.D. 

FEE:  $35.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hiliside  Medical  Center,  New 
Hyde  Park  11042.  Tel:  212/470-2114. 

Astoria  General  Hospital 

25-10  30th  Avenue 
Long  Island  City 

9:00  a m.- 1 1:00  a m.,  Saturdays 
October  13 

THE  SYNDROME  OF  INAPPROPRIATE  ANTI-DIURETIC 
HORMONE  SECRETION 
Sherman  Levine,  M.D. 

October  27 

MENSTRUAL  PROBLEMS— WHEN  TO  REFER  FOR  AN 
ENDOCRINE  WORK-UP 
Irwin  Kaiser,  M.D. 

For  further  information  contact  Astoria  General  Hospital, 
25-10  30th  Avenue,  Long  Island  City,  1 1 102.  Tel:  212/ 
932-1000. 


NASSAU  COUNTY 


Long  Beach  Memorial  Hospital  cosponsored  by 
The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

445  E.  Bay  Drive 
Long  Beach 

October  2,  4:00-6:00  p.m. 

DIABETES 

Milton  J.  Brother,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Long  Beach  Memorial 

Hospital,  455  E.  Bay  Drive,  Long  Beach  11561.  Tel:  212/ 

432-8000. 


Nassau  County  Medical  Center 

2201  Hempstead  Turnpike 
East  Meadow 

September  7,  1979  to  June  20,  1980 
8:30  a. m. -10:00  a.m.,  Fridays 

NEUROLOGY/NEUROSURGERY  GRAND  ROUNDS 
NO  FEE  CREDIT:  AMA  Cat.  1 (40  hrs.) 

For  further  information  contact  Richard  Carruthers,  M.D., 
Nassau  County  Medical  Center,  2201  Hempstead  Turnpike, 
East  Meadow  1 1554.  Tel:  516/542-0123. 

October  4,  1979  to  May  1980 
1 1:30  a.m. -12:30  p.m.,  Thursdays 

LECTURES  IN  CONTINUING  PEDIATRIC  EDUCATION 
NO  FEE  CREDIT:  AMA  Cat.  1 (28  hrs.) 

For  further  information  contact  Irvin  Fradkin,  M.D.,  Nassau 
County  Medical  Center,  2201  Hempstead  Turnpike,  East 
Meadow  11554.  Tel:  516/542-0123. 

October  19,  1979  to  May  23,  1980 
1 1:00  a.m.-12:30  p.m.,  Fridays 

GRAND  ROUNDS  IN  PSYCHIATRY  79-80 
NO  FEE  CREDIT:  AMA  Cat.  1 (39  hrs.) 

For  further  information  contact  Stuart  L.  Keill,  M.D.,  Nassau 
County  Medical  Center,  2201  Hempstead  Turnpike,  East 
Meadow  11554.  Tel:  516/542-0123. 

October  4,  1979  to  June  12,  1980 
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10:00  a.m.-l  1:00  a.m.,  Thursdays 
MEDICAL  GRAND  ROUNDS 
CREDIT:  AMA  Cat.  1 hour  per  hour 
For  further  information  contact  David  W.  Westring,  M.D., 
Department  of  Medicine,  Nassau  County  Medical  Center, 
2201  Hempstead  Turnpike,  East  Meadow  1 1554.  Tel: 
516/542-0123. 

October  18,  9:30  a.m. -12:30  p.m. 

NEW  CONCEPTS  IN  THE  ETIOLOGY  AND  TREATMENT 
OF  LYMPHOMAS  UPDATE  SKILLS  IN  THE  TREATMENT 
OF  LYMPHOMAS 

NO  FEE  CREDIT:  AMA  Cat.  1 (3  hrs.) 

For  further  information  contact  Carl  Pochedly,  M.D.,  Dept,  of 
Pediatrics,  Nassau  County  Medical  Center,  2201  Hempstead 
Turnpike,  East  Meadow  1 1554.  Tel:  516/542-3336. 


North  Shore  University  Hospital 

300  Community  Drive 
Manhasset 
October  27 

COMMON  RENAL  DISORDERS— A PRACTICAL 
APPROACH 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  the  Division  of  Nephrology, 
North  Shore  University  Hospital,  Manhasset  11030.  Tel: 
516/562-4384. 


SUFFOLK  COUNTY 


SUNY  at  Stony  Brook 
Health  Sciences  Center 

October  12 

DIAGNOSIS  & TREATMENT  OF  SLEEP  DISORDERS 
FEE:  To  be  determined  CREDIT:  AMA  Cat.  1 (7  hrs.) 
October  19 

THE  PSYCHIATRIC  EMERGENCY 

FEE:  $25.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  Tamarath  K.  Yolles,  M.D., 
Assoc.  Dean  for  Continuing  Medical  Education,  516/444- 
2094/2135. 


WESTCHESTER  COUNTY 


St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

October  1 1,  9:00  a.m. 

THE  ETHICS  OF  INTERACTIONS  AMONG  PHYSICIAN, 
PATIENT  AND  FAMILY  IN  CRITICAL  TREATMENT 
DECISIONS 

Robert  M.  Veatch,  Ph  D. 

CREDIT:  AMA  Cat.  1 (1  hr) 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D  , St. 
Joseph's  Hospital,  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700. 


ALBANY 


Center  for  the  Study  of  Aging 

706  Madison  Avenue 
Albany 

"Institute  on  Man  and  Science 

Rensselaerville 

October  5-7 

FITNESS  AFTER  FIFTY— FITNESS  AND  YOUR  HEART 
For  further  information  contact  Sara  Harris,  Executive 
Secretary,  Center  for  the  Study  of  Aging,  Inc.,  706  Madison 
Avenue,  Albany  12208.  Tel:  ’ 518/465-6927  or  462-1331. 


BUFFALO 


State  University  of  New  York  at  Buffalo 

2211  Main  Street 
Buffalo 

"Niagara  Hilton 
October  20-21 

SUBSTANCE  ABUSE  BY  ADOLESCENTS  AND  YOUNG 
ADULTS 

For  further  information  contact  State  University  of  New  York 
at  Buffalo,  2211  Main  Street,  Buffalo  14214.  Tel:  716/ 
831-5526. 


LAKE  PLACID 


New  York  Trudeau  Society,  State  Chapter  of 
the  American  Thoracic  Society 

8 Mountain  View  Avenue 
Albany 
"Lake  Placid 
October  3-6 

CLINICAL  AND  PHYSIOLOGICAL  APPROACH  TO 
SELECTED  LUNG  DISEASES 

CREDIT:  AMA  Physician’s  Recognition  Award  & AAFP 
For  further  information  contact  the  New  York  Trudeau 
Society,  8 Mountain  View  Avenue,  Albany  12205.  Tel: 
518/459-4197. 


PLATTSBURGH 


International  College  of  Psychosomatic 
Medicine 

210  Cornelia  Street 
Plattsburgh 

"Champlain  Valley  Physicians  Hospital  Medical  Center 

Plattsburgh 

October  12-13 

SEVENTH  ANNUAL  PSYCHOSOMATIC  SEMINAR 
PSYCHIATRY  IN  MEDICINE:  DIAGNOSIS  AND 
MANAGEMENT 
CREDIT:  AMA  Cat.  1 

For  further  information  write  to:  Adam  J.  Krakowski,  M.D., 
Suite  103,  210  Cornelia  Street,  Plattsburgh  12901. 


SYRACUSE 


SUNY — Upstate  Medical  Center 

"Marriott  Inn 

Exit  35,  New  York  Thruway 

Syracuse 

October  4-6 

GENERAL  DIAGNOSTIC  RADIOLOGY:  ANATOMIC  AND 

PATHOLOGIC  CORRELATIONS 

FEE:  $145.  CREDIT:  AMA  Cat.  1 

For  further  information  write  to:  Program  Assistant,  Office 

of  Graduate  and  Continuing  Education,  State  University  of 

New  York,  Upstate  Medical  Center,  750  East  Adams  Street, 

Syracuse  13210.  Tel:  315/473-4607. 


FUTURE  EVENT 

The  Albany  Medical  College  of  Union 
University 

Albany 

January  4-16 

THE  TWENTIETH  ANNIVERSARY  CRUISE  DEPARTMENTS 
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OF  MEDICINE,  PSYCHIATRY,  SURGERY  AND 
CARDIOLOGY 

CREDIT:  AMA  Cat.  1 (28  hrs.) 

For  further  information  write  to:  Frank  M Woolsey,  Jr., 

M.D.,  Department  of  Postgraduate  Medicine,  Albany  Medical 
College,  Albany  12208. 

College  of  Physicians  & Surgeons  of  Columbia 
University 

630  West  168th  Street 
October  8- 12,  8:30  a m. -5:00  p.m 

RENAL  BIOPSY  IN  MEDICAL  DISEASES  OF  THE  KIDNEY 

Drs.  Conrad  Pirani,  Fred  Silva 

FEE:  $400.  CREDIT:  AMA  Cat.  1 (30  hrs.) 

$200.  residents 

October  15-17,  8:30  a m. -5:30  p.m. 

DIAGNOSIS  AND  ADVANCES  IN  SURGICAL  PATHOLOGY 
Drs.  Cecilia  M Fenoglio,  Ralph  Richart,  Raffaele  Lattes 
FEE:  $300. 

$150.  residents 

October  20-21,  9:00  a m. -5:00  p.m. 

THE  DYNAMICS  OF  STRESS:  WOMEN  AND  OTHER 

PEOPLE 

Drs.  Kenneth  Greenspan,  Edward  Sachar,  Dorothy  Estes, 
Donald  Kornfeld.  Dewitt  Goodman,  Anke  Ehrhardt,  Rachel 
Gittelman,  Marcia  Storch. 

FEE:  $45.  CREDIT:  AMA  Cat.  1 (14  hrs.) 

$10.  students 

October  22-26.  8:00  a m. -5:30  p.m. 

19TH  ANNUAL  REVIEW  COURSE  IN  OBSTETRICS  AND 
GYNECOLOGY 

Drs.  Raymond  Vande  Wiele,  Robert  S.  Neuwirth,  Ralph 
Richart 

FEE:  $325.  CREDIT:  AMA  Cat.  1 (37'/2  hrs.) 

$200.  residents  65  cognates,  ACOG 


October  29 -Nov.  2,  9:00  a. m. -5:00  p.m. 

BASIC  MEDICAL  HYPNOSIS 

Drs.  Herbert  Spiegel,  Barbara  DeBetz,  David  Spiegel 

FEE:  $400.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

$300  residents 

For  further  information  on  the  following  programs  contact 
Elizabeth  C.  Gerst,  Ph  D.,  Director,  Continuing  Education 
Center,  630  West  168th  Street,  New  York  10032.  Tel: 
212/694-3682. 

1.  APPROACHES  TO  THE  TREATMENT  OF  SEVERE 
HYPERTENSION 

2.  ALCOHOLISM:  MEDICAL  AND  THERAPEUTIC 

MANAGEMENT  OF  THE  ALCOHOLIC  PATIENT 

3.  ALCOHOLISM:  MEDICAL  AND  THERAPEUTIC 

MANAGEMENT  OF  THE  ALCOHOLIC  PATIENT. 
INCLUDING  SUPERVISED  INDIVIDUAL  CLINICAL 
EXPERIENCE 

4 FERTILITY  CONTROL:  ISSUES  AND 

CONTROVERSIES 

5.  ENDOCRINOLOGY  AND  FERTILITY 

6.  OBSTETRICAL  AND  GYNECOLOGIC  ULTRASOUND 
WITH  EMPHASIS  UPON  REAL-TIME  IMAGING 

7.  10TH  ANNUAL  MEETING  OF  THE  EDWARD  S. 
HARKNESS  EYE  INSTITUTE.  APHAKIA  AND  ITS 
MANAGEMENT 

8.  PROBLEMS  IN  PEDIATRICS:  NEW  APPROACHES 

9.  SYMPOSIUM  ON  NEUROLOGY  AND  PSYCHIATRY 

10.  SEMINAR  IN  PARAVERBAL  TECHNIQUES  IN  THE 
THERAPY  OF  CHILDHOOD  COMMUNICATION 
DISORDERS 

11.  SUPERVISION  OF  PARAVERBAL  THERAPY 

12.  RADIATION  THERAPY 

13.  RADIOBIOLOGY 

For  further  information  contact  Elizabeth  C.  Gerst,  M.D., 
Director  Center  for  Continuing  Education,  College  of 
Physicians  & Surgeons  of  Columbia  University,  630  West 
168th  Street,  New  York  10032.  Tel:  212/694-3682. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians'  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  the  Journal  of  the  AMA. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES  ON 
IN  CONTINUING  MEDICAL  EDUCATION”  ALL 
CONTINUING  MEDICAL  EDUCATION 
ANNOUNCEMENTS  MUST  BE  RECEIVED  THE 
15th  OF  THE  MONTH,  THREE  MONTHS  PRIOR 
TO  THE  DATE  OF  THE  EVENT. 


WHAT  GOES  ON 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 

S3  00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
What  Goes  On 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  (Surburban)  Erie/Niagara  County  needs  a 

Anesthesiologist.  Contact  Samuel  L.  Lieberman,  M.D.,  1557 
Colvin  Blvd.,  Buffalo  14223.  Tel:  716/873-7979. 

DERMATOLOGIST 

AUBURN,  N.Y..  Cayuga  County  needs  a Dermatologist,  ENT  Phy- 
sician, Family  Physician  and  Neurologist.  Contact  Mr.  Charles 
D.  Flicks,  Director,  Physicians'  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/253-3388. 

EMERGENCY  ROOM 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  an  Emergency  Room 
Physician.  Contact  J.  A.  Agvero,  M.D.,  Director  Emergency 
Services,  Brookhaven  Memorial  Hospital,  Patchogue  11772. 
Tel:  5 1 6/654-7236  or  593-7080,  Page  46 1 . 

ENT 

ONEIDA,  N.Y.,  Madison  County  needs  a ENT  Physician  and  Family 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road, 
Oneida  13421.  Tel:  315/363-8905. 

FAMILY  PHYSICIAN 

ALBION,  N.Y.,  Orleans  County  needs  a Family  Physician  and  General 
Surgeon.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  14411.  Tel:  716/285-4789. 

AUBURN.  N Y.,  Cayuga  County  needs  a Family  Physician,  ENT 
Physician,  Dermatologist  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee,  157 
Ross  Street.  Auburn  13021.  Tel:  315/252-3388. 

BEAVER  FALLS,  N.Y.,  Lewis  County  needs  a Family  Physician. 
Contact  Beaver  River  Health  Services  Council  Beaver  Falls, 
13305.  Tel:  315/346-1111. 

BUFFALO,  N.Y  , Erie  County  needs  a Family  Physician.  Contact 
M.  L.  Musselman.  M.D.,  Director,  University  Health  Service 
State  University  of  New  York  at  Buffalo,  216  Michael  Hall. 
Buffalo  14214.  Tel:  716/831-3316. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 

HOLCOMB,  N.Y.,  Ontario  Country  needs  a Family  Physician. 
Contact  Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469. 
Tel:  1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician, 
Internet,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NEWFANE,  N.Y.,  Niagara  County  needs  a Family  Physician.  Con- 
tact V.  J.  Singh,  M.D.,  2596  William  St.,  Newfane  14108.  Tel: 
716/778-9600. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NEW  YORK,  N.Y.,  needs  a part-time  Family  Physician.  Contact  F. 
P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office,  321  W. 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 

NIAGARA  FALLS,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Biagio  Mansueto,  M.D.,  Physician  Recruitment  Com- 
mittee, Medical  Society  County  of  Genesee,  P.O.  Box  488,  Ni- 
agara Falls  14302.  Tel:  716/285-5789. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741. 


OSWEGO,  N.Y.,  Oswego  County  needs  a Family  Physician,  Ortho- 
pedic Surgeon  and  Pediatrician.  Contact  J.  Sherwood  Dunham, 
Oswego  Hospital,  1 10  West  Sixth  Street,  Oswego  13126. 
PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gny  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue  1 1772.  Tel:  516/654-7095. 
POTSDAM.  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Street,  Norwood 
13668  Tel:  315/353-9922 

SALMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician. 
Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  John  W.  Sands,  Administrator,  The  Hospital,  Sidney 
13838  Tel:  607/563-9934 

Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305  Tel:  212/447- 

2525. 

TUPPER  LAKE,  N Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M D„  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician, 
Pediatrician,  Ob/Gyn  and  Surgeon.  Contact  Spencer  Valmy, 
Moses-Ludington  Hospital,  Ticonderoga  12883. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pediatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family 
Physician.  Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung 
St.,  Waverly  14892.  Tel:  607/565-2861. 


GENERAL  SURGEON 

ALBION,  N.Y.,  Orleans  County  needs  a General  Surgeon  and  Family 
Physician.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  14411.  Tel:  716/285-4789. 

HANCOCK,  N.Y.,  Delaware  County  needs  a General  Surgeon  and 
Internist.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon. 
Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 


INTERNISTS 

LITTLE  FALLS,  N.Y.,  Herkimer  Country  needs  an  Internist,  Family 
Physician,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823/1000,  ext.  261  or 
262. 

HANCOCK,  N.Y.,  Delaware  Country  needs  an  Internist  and  General 
Surgeon.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  St.,  Hudson  12534. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  J.  P. 
Bonin,  M.D.,  Gelder  Medical  Group,  44  Pearl  Street,  Sidney 
13838.  Tel:  607/563-9961. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist  and  Obstetrician/ 
Gynecologist.  Contact  Chuck  Pattison,  Adm.,  Sodus  Health 
Center,  Box  A,  Sodus  14551.  Tel:  315/483-9133. 


September  1979/New  York  State  Journal  of  Medicine  1663 


WGO-7 


WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician  and 
Internist.  Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 

WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue,  Woodside  11377.  Tel: 
212/278-0440. 

NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Pediatrician 
and  Dermatologist.  Contact  Mr.  Charles  D.  Flicks,  Director 
Physicians’  Procurement  Committee,  157  Ross  Street  Auburn 
13021.  Tel:  315/253-3388. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Flospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

NORWICFI,  N.Y.,  Chenango  County  needs  a Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  697/334-2756. 

RICFIMOND  FULL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gynecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  105th  St., 
Richmond  Hill  11418.  Tel:  212/849-8674. 

SODUS,  N.Y.,  Wayne  County  needs  an  Ob/Gyn  Physician  and  In- 
ternist. Contact  Chuck  Pattison,  Adm.,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Pediatrician  and  Surgeon.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WEBSTER,  N.Y.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
Contact  James  J.  Finnerty,  M.D.,  104  Paddock  St.,  Watertown 
13601.  Tel:  Office  315/782-6070.  Home  315/788-3644. 

WEBSTER,  N.Y.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
Contact  Eastside  Medical  Group,  P.C.,  193  W.  Main  Street, 
Webster,  14580. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

FULTON,  N.Y.,  Oswego  County  needs  an  Ophthalmologist.  Contact 
Dr.  Stuart  Trust,  A.  L Lee  Memorial  Hospital,  510  S.  Fourth  St., 
Fulton  13069.  Tel:  315/592-2224. 

ORTHOPEDIC  SURGEON 

FULTON,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon. 
Contact  Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S. 
Fourth  Street,  Fulton  13069.  Tel:  315/592-2224. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Pediatrician,  Family 
Physician  and  Orthopedic  Surgeon.  Contact  J.  Sherwood 
Dunham,  Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  1 1790.  Tel:  516/751-8520. 

PATHOLOGIST 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  a Pathologist. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Messena  13662.  Tel:  Call  collect  315/769-9991. 

PEDIATRICIAN 

AUBURN,  N.Y.,  Cayuga  County  needs  a Dermatologist,  Neurologist 
and  Pediatrician.  Contact  Mr.  Charles  D.  Hicks,  Director  Phy 
sicians’  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 


DANSVILLE,  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita.  M.  Gungon,  M.D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296. 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician.  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Psychiatrist  and  Pedi- 
atrician. Contact  Dorothy  S.  Lane,  M.D.,  Dept,  of  Community 
Medicine,  Brookhaven  Memorial  Hospital,  101  Hospital  Rd., 
Patchogue  11772.  Tel:  516/654-7095. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  OB/Gyn 
Physician,  Family  Physician  and  General  Surgeon.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

VICTOR,  N.Y..  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PLASTIC  SURGEON 

ALBANY,  N.Y.,  Albany  County  needs  a Plastic  Surgeon. 

Contact  Ray  A.  Elliott,  Jr.,  M.D.,  23  Hackett  Blvd.,  Albany 
12208. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director.  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Pediatrician  and  Psy- 
chiatrist. Contact  Dorothy  S.  Lane,  M.D.,  Dept,  of  Community 
Medicine,  Brookhaven  Memorial  Hospital,  101  Hospital  Rd., 
Patchogue  1 1772.  Tel:  516/654-7095. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J.  Arida,  M.D..  Director,  Department  of  Radiology, 
Luthern  Medical  Center,  150  55th  Street,  Brooklyn.  Tel: 
212/630-7415. 

NEWBURGH,  N.Y.,  Orange  County  needs  a Radiologist.  Contact 
Gerald  J.  Jerry,  M.D.,  Director  Radiology,  St.  Luke's  Hospital, 
Newburgh  12550. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1042 
Telephone  516-488-6100. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Address 


Date 


(Zip  code  number) 

Date  of  Birth  Place  of  Birth 


(Telephone  Number) 


Citizenship  Status_ 

Medical  School 

Internship 


Marital  Status 


Year  Graduated 


Hosp  itals_ 


Dates 


Residency 


Hospitals_ 


Dates 


Specia  lty_ 


Licensed  in  what  States?^ 
Applied  for__ 


American  Board  Certificates  held?_ 
Eligible 


Certified 


Do  you  have  a New  York  State  License?_ 
Military  Status 


Date  of  Certificate 


Professional  Organization  Memberships 

Arc  you  In  practice  at  present? What  type  of  practice  are  you  interested  in? 

Associate Industrial Group Institutional 


Solo 


Other 


Dote  you  will  be  available  for  practice_ 

practiced 


Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y,  11042.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date_ 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty?  New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 


When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associa teship  

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Telephone:  (516)  488-6100. 
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Librium 

chlordiazepoxide  HCI /Roche 

□ Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states.  Efficacy  beyond 
four  months  not  established  by  systematic  clinical  studies. 
Periodic  reassessment  of  therapy  recommended. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ities required  for  tasks  such  as  driving  or  operating  ma- 
chinery may  be  impaired,  as  may  be  mental  alertness  in  chil- 
dren, and  that  concomitant  use  with  alcohol  or  CNS  depres- 
sants may  have  an  additive  effect.  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbi- 
turates, have  been  reported 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy:  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six.  limit  to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally  not  recom- 
mended. if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (eg. . excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  Oow-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral— Adults:  Mild  and  moderate  anxiety  and  ten- 
sion, 5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  (See 
Precautions.) 

Supplied:  Librium  ® (chlordiazepoxide  HCI)  Capsules,  5 
mg.  10  mg  and  25  mg-bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-number- 
ed boxes  of  25.  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  singly  and  in  trays 
of  10.  Libritabs  ® (chlordiazepoxide)  Tablets.  5 mg. 

10  mg  and  25  mg— bottles  of  100  and  500  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable 
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EFFECTIVENESS 
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once-o-doy 
h.s.  dosage* 
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(DOXEPIN  HCI) 
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*The  total  doily  dosage  of  Sinequon,  up  fo  150  mg,  may  be 
administered  on  a once-o-doy  schedule  without  loss  of  effectiveness. 


+ The  150-mg  capsule  strength  is  intended  for  maintenance  therapy 
only  and  is  not  recommended  for  initiation  of  treatment.' 


See  Brief  Summary  on  next  page  for  information  on 
contraindications,  warnings,  precautions  and  adverse  reactions. 


ANTIDEPRESSANT 

EFFECTIVENESS 

SINEQUAN' 

(DCKEPWHO) 

1 50-mg*  100- mg.  75-mg,  50-mg,  25-mg 
1 0-mg  CAPSULES  and  ORAL  CONCENTRATE, 

10  mg/ml,  In  120-ml  (4-oz)  bottles 


*The  1 50-mg  capsule  strength  is  intended  for 
maintenance  therapy  only  and  is  not  recommended 
for  initiation  of  treatment. 


CONVENIENT  ONCE-A-DAY  h.s.  DOSAGE 

which  moy  improve  patient  compliance.  The  total 
daily  dosage,  up  to  1 50  mg  per  day  may  be  given 
on  a once-a-day  schedule  without  loss  of  effec- 
tiveness. Sinequon  may  also  be  given  on  o 
divided  dosage  schedule,  up  to  300  mg  per  doy. 

PROMINENT  SEDATIVE  EFFECT 

which  moy  help  to  relieve  the  difficulty  in  foiling 
ond  staying  asleep,  ond  the  early-morning 
owokenmg  often  associated  with  depression. 

ESTABLISHED  ANTIANXIETY  ACTIVITY 

to  help  alleviate  the  anxiety  which  often  accom- 
panies clinical  depression. 

USUALLY  WELL  TOLERATED 

At  doses  up  to  1 50  mg  per  doy  Sinequon  does  not 
generally  affect  the  antihypertensive  activity  of 
guonefhidme  ond  related  compounds.  Tachy- 
cardia ond  hypotension  hove  been  reported 
occasionally.  Drowsiness  is  the  most  commonly  ob- 
served side  effect.  Dry  mouth,  blurred  vision,  consti- 
pation ond  urinary  retention  hove  been  reported. 

EXTENDED  RANGE 
OF  DOSAGE  STRENGTHS 

for  flexibility  in  individualizing  therapy. 


BRIEF  SUMMARY 

SINEQUAN"  (doxepin  HCI)  Capsules/Oral  Concentrate 

Contraindications.  Contraindicated  in  individuals  who  have  shown  hypersensitivity  to  the  drug 
and  in  patients  with  glaucoma  or  a tendency  to  urinary  retention  These  disorders  should  be  ruled 
out.  particularly  in  older  patients  Possibility  of  cross  sensitivity  with  other  dibenzoxepmes  should 
be  kept  in  mind 

Warnings.  The  once-a-day  dosage  regimen  ot  SINEQUAN  (doxepin  HCI)  in  patients  with  inter- 
current illness  or  patients  taking  other  medications  should  be  carefully  adiusted  This  is 
especially  important  m patients  receiving  other  medications  with  anticholinergic  effects 
Usage  in  Geriatrics:  The  use  of  SINEQUAN  on  a once-a-day  dosage  regimen  in  geriatric 
patients  should  be  adjusted  carefully  based  on  the  patient  s condition 

Usage  in  Pregnancy:  Reproduction  studies  performed  in  animals  have  shown  no  evidence  of 
harm  to  the  animal  fetus.  Since  there  is  no  experience  in  pregnant  women  receiving  this  drug 
safety  in  pregnancy  has  not  been  established  There  are  no  data  with  respect  to  the  secretion  of 
the  drug  in  human  milk  and  its  effect  on  the  nursing  infant. 

Usage  in  Children:  Usage  in  children  under  12  years  of  age  is  not  recommended  because 
safe  conditions  for  its  use  have  not  been  established 
MAO  Inhibitors:  Serious  side  effects  and  even  death  have  been  reported  following  the 
concomitant  use  of  certain  drugs  with  MAO  inhibitors.  Therefore.  MAO  inhibitors  should  be 
discontinued  at  least  two  weeks  prior  to  the  cautious  initiation  of  therapy  with  thisdrug  The  exact 
length  of  time  may  vary  and  is  dependent  upon  the  particular  MAO  inhibitor  being  used,  the 
length  of  time  it  has  been  administered  and  the  dosage  involved 
Usage  with  Alcohol  t should  be  borne  in  mind  that  alcohol  ingestion  may  increase  the 
danger  inherent  m any  intentional  or  unintentional  SINEQUAN  overdosage  This  is  especally 
important  in  patients  who  may  use  alcohol  excessively 

Precautions.  Since  drowsiness  may  occur  with  the  use  of  thisdrug,  patients  should  be  warned  of 
that  possibility  and  cautioned  against  driving  a car  or  operating  dangerous  machinery  while 
taking  this  drug 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may  be  potentiated. 

Since  suicide  is  an  inherent  risk  in  any  depressed  patient,  and  may  remain  so  until  significant 
improvement  has  occurred,  patients  should  be  closely  supervised  during  the  early  course  of 
therapy  Prescriptions  should  be  written  for  the  smallest  feasible  amount 
Should  increased  symptoms  of  psychosis  or  shift  to  manic  symptomatology  occur,  it  may  be 
necessary  to  reduce  dosage  or  add  a major  tranquilizer  to  the  dosage  regimen. 

Adverse  Reactions.  NOTE  Some  of  the  adverse  reactions  noted  below  have  not  been 
specifically  reported  with  SINEQUAN  use  However,  due  to  the  close  pharmacological 
similarities  among  (he  tricyclics,  the  reactions  should  be  considered  when  prescribing 
SINEOUAN 

Anticholinergic  Effects  Dry  mouth,  blurred  vision,  constipation,  and  urinary  retention  have 
been  reported  If  they  do  not  subside  with  continued  therapy,  or  become  severe,  it  may  be 
necessary  to  reduce  the  dosage 

Central  Nervous  System  Effects.  Drowsiness  is  the  most  commonly  noticed  side  effect  This 
tends  lo  disappear  as  therapy  is  continued  Other  infrequently  reported  CNS  side  effects  are 
confusion,  disorientation,  hallucinations,  numbness,  paresthesias,  ataxia,  and  extrapyramidal 
symptoms  and  seizures 

Cardiovascular  Cardiovascular  effects  including  hypotension  and  tachycardia  have  been 
reported  occasionally 

Allergic  Skin  rash,  edema,  photosensitizalion,  and  pruritus  have  occasionally  occurred 
Hematologic  Eosmophiiia  has  been  reported  in  a few  patients  There  have  been  occasional 
reports  of  bone  marrow  depression  manifesting  as  agranulocytosis,  leukope/ua.  thrombo- 
cytopenia, and  purpura 

, I'.trointestmal  Nausea,  vomiting,  indigestion,  taste  disturbances,  diarrhea,  anorexia,  and 
■ /.  .fomalifis  have  been  reported  (See  anticholinergic  effects.) 

; rim-  Raised  or  lowered  libido,  testicular  swelling,  gynecomastia  m males,  enlargement 
1 ■ i >nd  galactorrhea  in  the  female,  raising  or  lowering  of  blood  sugar  levels  have  been 
re. lulled  with  tricyclic  administration 

Omer  nv  ess  tinnitus,  weight  gain,  sweating,  chills,  fatigue,  weakness,  flushing,  jaundice. 
; headache  have  been  occasionally  observed  as  adverse  effects. 


Dosage  and  Administration.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a 
starting  daily  dose  of  75  mg  is  recommended  Dosage  may  subsequently  be  increased  or 
decreased  at  appropriate  intervals  and  according  to  individual  response.  The  usual  optimum 
dose  range  is  75  mg/day  to  150  mg/day 

In  more  severely  ill  patients  higher  doses  may  be  required  with  subsequent  gradual  increase  to 
300  mg/day  if  necessary  Additional  therapeutic  effect  is  rarely  to  be  obtained  by  exceeding  a 
dose  of  300  mg/day. 

In  patients  with  very  mild  symptomatology  or  emotional  symptoms  accompanying  organic 
disease,  lower  doses  may  suffice  Some  of  these  patients  have  been  controlled  on  doses  as  low 
as  25  50  mg/day 

The  total  daily  dosage  of  SINEQUAN  (doxepin  HCI)  may  be  given  on  a divided  or  once-a-day 
dosage  schedule  If  the  once-a-day  schedule  is  employed  the  maximum  recommended  dose  is 

150  mg/day  This  dose  maybe  given  at  bedtime  The  150  mg  capsule  strength  is  intended  for 
maintenance  therapy  only  and  is  not  recommended  for  initiation  of  treatment. 

Antianxiety  effect  is  apparent  before  the  antidepressant  effect  Optimal  antidepressant  effect 
may  not  be  evident  for  two  to  three  weeks 

Overdosage. 

A Signs  and  Symptoms 

1 Mild  Drowsiness,  stupor,  blurred  vision,  excessive  dryness  of  mouth 

2 Severe  Respiratory  depression,  hypotension,  coma,  convulsions,  cardiac  arrhythmias  and 
tachycardias. 

Also  urinary  retention  (bladder  atony),  decreased  gastrointestinal  motility  (paralytic  ileus), 
hyperthermia  (or  hypothermia),  hypertension,  dilated  pupils,  hyperactive  reflexes 
B Management  and  Treatment 

1 Mild:  Observation  and  supportive  therapy  is  all  that  is  usually  necessary. 

2.  Severe  Medical  management  of  severe  SINEOUAN  overdosage  consists  of  aggressive 
supportive  therapy  II  Ihe  patient  is  conscious,  gastric  lavage,  with  appropriate  precautions  to 
prevent  pulmonary  aspiration,  should  be  performed  even  though  SINEQUAN  is  rapidly  absorbed 
The  use  of  activated  charcoal  has  been  recommended,  as  has  been  continuous  gastric  lavage 
with  saline  for  24  hours  or  more  An  adequate  airway  should  be  established  in  comatose  patients 
and  assisted  ventilation  used  if  necessary  EKG  monitoring  may  be  required  for  several  days, 
since  relapse  after  apparent  recovery  has  been  reported  Arrhythmias  should  be  treated  with  the 
appropriate  antiar rhythmic  agent  It  has  been  reported  that  many  of  the  cardiovascular  and  CNS 
symptoms  of  tricyclic  antidepressant  poisoning  in  adults  may  be  reversed  by  the  slow  intra- 
venous administration  of  1 mg  to  3 mg  of  physostigmme  salicylate  Because  physostigmme  is 
rapidly  metabolized,  the  dosage  should  be  repeated  as  required  Convulsions  may  respond  to 
standard  anticonvulsant  therapy,  however,  barbiturates  may  potentiate  any  respiratory  depres- 
sion Dialysis  and  forced  diuresis  generally  are  not  of  value  in  the  management  of  overdosage 
due  to  high  tissue  and  protein  binding  of  SINEQUAN 

Supply.  SINEQUAN  is  available  as  capsules  containing  doxepin  HCI  equivalent  to  10  mg,  75  mg. 
and  100  mg  doxepin  bottles  of  100,  1000,  and  unit-dose  packages  of  100  (1 0 x 10  s)  25  mg  and 
50  mg  doxepin:  bottles  ot  100.  1000,  5000,  and  unit  dose  packages  of  100  (1 0 x 10  s)  150  mg 
doxepin  bottles  of  50,  500,  and  unit-dose  packages  of  100  (10  x 10's).  SINEQUAN  Oral 
Concentrate  ( 10  mg/m!)  is  available  in  120  ml  bottles  with  an  accompanying  dropper  calibrated 
at  5 mg,  10  mg.  15  mg,  20  mg.  and  25  mg  Each  ml  contains  doxepin  HCI  equivalent  to  10  mg 
doxepin  Just  prior  to  administration,  SINEQUAN  Ora!  Concentrate  should  be  diluted  with 
approximately  120  ml  of  water,  whole  or  skimmed  milk,  or  orange,  grapefruit,  tomato,  prune  or 
pineapple  juice.  SINEQUAN  Oral  Concentrate  is  not  physically  compatible  with  a number  of 
carbonated  beverages.  For  those  patients  requiring  antidepressant  therapy  who  are  on 
methadone  maintenance,  SINEQUAN  Oral  Concentrate  and  methadone  syrup  can  be  mixed 
together  with  Gatorade’,  lemonade,  orange  juice,  sugar  water,  Tang’,  or  water,  but  not  with 
grape  |uice.  Preparation  and  storage  of  bulk  dilutions  is  not  recommended 

More  detailed  professional  information  available  on  request 
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Abstracts 


Hamby,  R.  I.,  and  Sherman,  L.:  Duration  and  treatment 
of  diabetes;  relationship  to  severity  of  coronary  artery 
disease.  New  York  State  J.  Med.  79:  1688  (Oct.)  1979. 

Coronary  arteriographic  observations  indicate  that  the 
severity  of  coronary  disease  is  greater  in  patients  with 
chemical  or  clinical  diabetes  than  in  nondiabetic  patients. 
This  increased  severity  is  not  attributable  to  several  fac- 
tors, including  age  and  apparent  severity  of  glucose  intol- 
erance. In  the  present  investigation  we  studied  240  pa- 
tients with  diabetes  mellitus  and  proved  coronary  artery 
disease  to  determine  whether  or  not  there  was  a relation- 
ship between  the  duration  or  mode  of  management  of  their 
diabetes  and  the  severity  of  their  heart  disease.  Of  this 
group,  12  percent  had  single-vessel  coronary  disease  and 
40  percent  had  triple-vessel  involvement.  Among  the 
patients  with  diabetes  for  10  or  more  years,  triple-vessel 
coronary  disease  was  present  in  38  of  57  (67  percent), 
compared  with  28  of  80  (35  percent)  of  the  patients  with 
diabetes  for  one  year  or  less  (p  < 0.01).  Similarly,  in 
evaluating  patients  with  recent  angina  pectoris  (<1  year), 
we  found  an  increased  frequency  (67  percent)  of  triple- 
vessel disease  in  those  with  a long  duration  of  diabetes  (>  10 
years),  compared  with  20  percent  in  patients  with  a recent 
diagnosis  of  diabetes.  Among  patients  with  diabetes  for 
more  than  one  year,  45  were  managed  with  diet  alone,  24 
with  insulin,  and  91  with  oral  antidiabetic  drugs.  The 
frequency  distribution  of  the  number  of  vessels  involved 
in  the  three  treatment  groups  revealed  no  significant  dif- 
ferences among  these  groups.  This  study  indicates  that 
more  than  three  times  as  many  diabetic  patients  with 
coronary  artery  disease  have  triple-vessel  involvement  than 
have  single-vessel  involvement,  and  that  the  severity  of 
their  coronary  artery  disease  is  related  to  the  duration  and 
not  the  mode  of  management  of  the  diabetes. 

Lieberman,  A.,  Kupersmith,  M.,  Neophytides,  A., 
Casson,  I.,  Durso,  R.,  Foo,  S.  H.,  Khayali,  M.,  Tartaro, 

T.:  Bromocriptine  mesylate  in  Parkinson’s  disease,  New 
York  State  J.  Med.  79:  1689  (Oct.)  1979. 

Bromocriptine  mesylate  (Parlodel)  was  administered 
to  106  patients  with  advanced  Parkinson’s  disease  (PD) 
and  increasing  disability  despite  optimal  treatment  with 
levodopa/carbidopa  (Sinemet).  Fifty-five  patients  had, 
on  addition  of  bromocriptine  to  levodopa/carbidopa  a 
significant  decrease  in  disease  severity.  This  improvement 
was  maintained  in  20  of  the  55  patients  for  at  least  one  year. 
Among  patients  able  to  tolerate  at  least  25  mg.  per  day  of 
bromocriptine  mesylate  (adequately  treated),  an  even 
higher  percentage  of  patients  (49  of  75)  had  a significant 
decrease  in  disease  severity.  Among  the  75  adequately 
treated  patients,  51  had  “on-off’  phenomena;  24  experi- 
enced a decrease  in  disease  severity  in  their  “on”  period, 
43  in  their  “off’  period,  and  19  in  both  “on”  and  “off’  pe- 
riods. The  mean  daily  dose  of  bromocriptine  mesylate  in 
adequately  treated  patients  was  51  mg.,  permitting  a 26- 
percent  reduction  in  levodopa/carbidopa.  Bromocriptine 
mesylate  was  discontinued  in  54  of  106  patients  because 
of  adverse  effects,  including  mental  changes  (29  patients) 


and  involuntary  movements  (11  patients).  All  adverse 
effects  were  reversible.  Despite  adverse  effects  and  ex- 
pense, bromocriptine  mesylate,  when  added  to  levodopa/ 
carbidopa,  is  useful  in  most  patients  with  advanced  disease 
who  are  no  longer  satisfactorily  responding  to  levodopa/ 
carbidopa. 

Zaret,  M.  M.:  Air  safety;  role  of  family  physician,  New 
York  State  J.  Med.  79:  1694  (Oct.)  1979. 

Fifteen  cases  of  acquired  capsular  cataract  in  commercial 
air  traffic  controllers  and  airline  pilots  are  reported.  A 
discussion  of  the  significance  of  capsular  cataract  in  avionic 
environments  is  presented.  Optical  mechanisms  whereby 
small  lens  opacities  can  interfere  with  visual  function  and 
cognition  are  described.  Criteria  to  assist  the  family 
physician  in  diagnosing  or  suspecting  the  condition  are 
evolved.  The  need  for  assessing  the  role  of  this  factor  as 
a contributory  element  in  near  collision  incidents  is  im- 
plied. The  rationale  for  excluding  postcataract  surgery 
pilots  from  being  recertified  is  expressed,  and  the  function 
of  the  medical  profession  in  contributing  towards  air  safety 
is  delineated. 

Kizilbash,  M.,  Mettlin,  C.,  Sciandra,  R.,  and  Murphy, 

G.  P.:  Community  cancer  screening  clinic;  evaluation  of 
experiences,  New  York  State  J.  Med.  79:  1703  (Oct.) 
1979. 

Cancer  screening  clinics  sponsored  by  the  American 
Cancer  Society  were  held  at  six  Buffalo  area  hospitals  in 
April  and  May,  1978.  Examinations  included  a history, 
physical  examination,  urine  test,  “hemoccult”  test,  and 
Papanicolaou  smear.  A majority  of  the  517  persons  ex- 
amined were  over  40  years  old,  with  females  outnumbering 
males  two  to  one.  Abnormal  clinical  findings  were  dis- 
covered in  more  than  one  half  the  screenees.  Patient  re- 
action to  the  clinics  was  highly  favorable,  with  a substantial 
reduction  in  anxiety  about  cancer.  Two  thirds  of  the 
screenees  with  abnormalities  later  discussed  the  clinic 
findings  with  their  personal  physician,  with  one  mastec- 
tomy and  one  radical  prostatectomy  reported  on  follow- 
up. 

Faden,  H.  S.,  Lee,  J.,  and  Ogra,  P.:  Employee  health 
screening;  in  pediatric  hospital,  New  York  State  J.  Med. 
79:  1708  (Oct.)  1979. 

A health  screening  program  was  designed  in  1975  for 
employees  at  a pediatric  hospital  to  determine  whether  or 
not  certain  screening  tests  were  beneficial  in  identifying 
employees  with  tuberculosis,  viral  hepatitis,  and  bacterial 
and  parasitic  enteric  infections.  From  1975  to  1978, 1,935 
tuberculin  skin  tests  (Tine),  40  chest  radiographs,  616 
(HBsAg)  (hepatitis  B surface  antigen)  and  240  SGPT 
(serum  glutamic  oxaloacetic  transaminase)  determinations, 
78  stool  examinations  and  cultures,  and  38  CBCs  (complete 
blood  counts)  were  performed.  The  Tine  test  was  the  most 
informative  test,  detecting  1.5  to  2.6  percent  tuberculin 

Continued  on  page  1799 
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Medical  Meetings 


AMA  plans  new  approach 
to  meetings  for  physicians 

The  American  Medical  Association  in  1980  will  launch 
a new  concept  in  medical  meetings  for  physicians — the 
Theme  Meeting. 

In  collaboration  with  many  of  the  medical  specialty  so- 
cieties, the  AMA  will  begin  a series  of  meetings  each  cen- 
tering on  one  clinical  theme  organized  around  a disease,  an 
organ  system,  or  a group  of  related  treatments. 

First  theme  meeting  will  center  on  coronary  artery  dis- 
ease, to  be  held  April  10-13  at  Los  Angeles.  Second 
meeting  will  feature  clinical  drug  therapies,  at  Kansas  City, 
September  27-30. 

Organized  by  the  AMA’s  Council  on  Continuing  Physi- 
cian Education,  successor  to  the  former  Council  on  Sci- 
entific Assembly,  the  meetings  will  offer  new  and  clinically 
relevant  information  on  a given  medical  area  for  both  the 
specialist  and  the  primary-care  physician. 

Program  will  be  targeted  for  the  nonspecialist,  but  will 
provide  advanced,  sophisticated  information  that  will  cut 
across  specialty  lines.  Much  of  the  meeting  time  will  be 
devoted  to  workshops  where  the  physicians  will  be  given 
hands-on  demonstrations  and  one-on-one  or  small-group 
discussion  of  specific  problems. 

Cooperating  in  the  coronary  heart  disease  meeting  in 
April  in  California  are  the  American  College  of  Cardiology, 
American  College  of  Chest  Physicians,  American  Associ- 
ation for  Thoracic  Surgery,  American  Society  of  Clinical 
Pathologists,  American  College  of  Physicians,  and  Amer- 
ican Society  for  Clinical  Pharmacology  and  Therapeu- 
tics. 

The  meeting  will  offer  a comprehensive  review  of  coro- 
nary heart  disease.  Physicians  will  study  how  to  evaluate 
risk  of  heart  disease  in  their  patients,  stress  testing  in  office 
practice,  rehabilitation  after  heart  attack,  management  of 
angina,  prevention  of  heart  disease,  how  to  read  the  elec- 
trocardiogram, the  role  of  surgery  in  heart  disease,  and 
other  aspects  of  the  problem. 

Two-day  scientific  meeting 
in  Rochester 

Specialists  in  internal  medicine  and  related  medical 
fields  from  Upstate  New  York  will  take  part  in  a two-day 
scientific  meeting  in  Rochester  (October  18-19). 

The  Upstate  New  York  Regional  Meeting  of  the  ACP 
(American  College  of  Physicians)  is  designed  to  bring 
physicians  up-to-date  on  late  developments  in  the  field  of 
internal  medicine.  It  is  one  of  40  such  sessions  held  each 
year  throughout  the  United  States  and  Canada  by  the 
40,000-member  medical  specialty  society. 

One  of  the  prime  purposes  of  the  American  College  of 
Physicians,  which  is  headquartered  in  Philadelphia,  Pa., 
is  the  continuing  education  of  practicing  physicians.  In 
addition  to  regional  meetings,  it  sponsors  a four-day  na- 
tional meeting,  postgraduate  courses,  and  publishes  the 
monthly  Annals  of  Internal  Medicine  and  Forum  on 
Medicine. 

Physicians  who  attend  the  regional  meeting  are  eligible 


for  credit  toward  the  American  Medical  Association  Phy- 
sician’s Recognition  Award  in  Category  #1. 

In  charge  of  planning  for  the  ACP’s  Upstate  New  York 
Regional  Meeting  is  William  J.  Williams,  M.D.,  ACP 
Governor  for  Upstate  New  York  Region,  who  serves  as  the 
medical  specialty  society’s  representative  in  Syracuse. 

Symposium  on  clinical  toxicology 

The  Connecticut  Poison  Center  is  holding  its  Third 
Annual  Symposium  on  Clinical  Toxicology  on  Wednesday, 
October  31,  1979,  at  the  Howard  Johnson’s  Conference 
Center  in  Windsor  Locks,  Connecticut.  The  program  will 
run  from  8:30  a.m.  to  4:30  p.m.,  and  will  include  presenta- 
tions and  workshops  on  poisoning  with  drugs  of  abuse, 
caustics,  pesticides,  acetaminophen,  and  petroleum  dis- 
tillates. Presentations  on  the  role  of  the  nurse  in  acute 
poisoning  and  hemodialysis  in  poisoning  will  also  be  held. 
Visiting  faculty  includes:  John  Doull,  M.D.,  Ph.D.,  Uni- 
versity of  Kansas,  School  of  Medicine;  Frederick  H. 
Lovejoy,  Jr.,  Harvard  Medical  School,  and  John  F.  Maher, 
M.D.,  Bethesda,  Maryland. 

A complete  program  and  registration  program  and  reg- 
istration forms  may  be  obtained  by  contacting:  Susan 
Duckworth,  Continuing  Education,  Room  AG030,  Uni- 
versity of  Connecticut  Health  Center,  Farmington,  Con- 
necticut 06032. 

Fourth  S.E.C.A.D.  scheduled 

Nearly  1,000  physicians,  allied  professionals,  counselors, 
law  enforcement  officials,  clergy,  recovering  addicts,  and 
laymen  from  throughout  the  world  will  attend  the  Fourth 
Southeastern  Conference  on  Alcohol  and  Drug  Abuse  in 
Atlanta  December  5-9. 

Now  considered  the  largest  professional  meeting  on  al- 
cohol and  drug  abuse  in  the  world,  the  conference  program 
will  feature  31  top  experts  in  the  field  and  will  have  more 
than  50  exhibitors.  It  is  sponsored  by  Peachford  Hospital, 
an  Atlanta  psychiatric  hospital  with  notable  success  in  the 
treatment  of  alcoholics,  and  co-sponsored  by  the  American 
Medical  Society  on  Alcoholism. 

Devoted  to  rehabilitation  and  clinical  programs,  this 
year’s  meeting  will  include  rehabilitation  in  the  criminal 
justice  system.  The  conference  has  been  approved  for  27 
credit  hours  in  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association.  Continuing 
education  credits  for  nurses  have  been  applied  for. 

Drug  abuse,  which  includes  alcoholism,  is  one  of  the 
leading  health  problems  of  our  times,  according  to  Conway 
Hunter,  M.D.,  conference  chairman  and  medical  director 
of  the  addictive  disease  unit  of  Peachford  Hospital. 

“Through  conferences  of  this  type,  more  and  more 
medical  and  clinical  professionals  and  others  who  deal  with 
the  illness  are  getting  the  expertise  necessary  to  success- 
fully treat  it,”  Dr.  Hunter  said. 

For  additional  information  on  the  Fourth  Southeastern 
Conference  on  Alcohol  and  Drug  Abuse  contact  Conway 
Hunter,  M.D.,  Peachford  Hospital,  2151  Peachford  Road, 
NE,  Atlanta,  GA  30308;  telephone  (404)  255-3200. 
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Diabetic  Renal-Retinal  Syndrome 

A program  on  “Diabetic  Renal-Retinal  Syndrome”  will 
be  held  on  Monday,  November  12,  8:00  a.m.  to  6:15  p.m., 
and  Tuesday,  November  13,  8:30  a.m.  to  3:00  p.m.,  at  the 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brook- 
lyn, N.Y. 

Cosponsored  by  Columbia  Univeristy  College  of  Physi- 
cians and  Surgeons,  Department  of  Ophthalmology,  the 
program  is  approved  for  15  credit  hours  in  category  1 of  the 
physician’s  recognition  award  of  the  AMA. 

To  obtain  registration  forms,  write  to:  Ms.  Caroline 
Leto,  Conference  Manager,  Box  52,  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn,  New  York  11203; 
telephone  (212)  270-1584/5. 


Radiology  of  the  head  and  neck; 

Postgraduate  course 

From  November  2-4,  Friday,  Saturday,  and  Sunday, 
1979,  a course  on  “Radiology  of  the  Head  and  Neck"  will 
he  presented  at  Lenox  Hill  Hospital  in  New  York  City. 
The  course  will  cover  routine  x-rays,  tomograms,  com- 
puterized tomography,  and  special  procedures  in  the  di- 
agnosis of  trauma,  congenital  defects  tumor,  and  inflam- 
matory disease  of  the  ear,  larynx,  paranasal  sinuses,  na- 
sopharynx, piandible,  and  salivary  glands.  Gluing,  em- 
bolization, and  CT  of  the  head  will  be  discussed. 

The  course  is  approved  for  17  hours  AMA  Category  I 
credit. 

For  information  contact:  Guy  D.  Potter,  M.D.  Director, 
Department  of  Radiology,  Lenox  Hill  Hospital,  100  East 
77th  Street,  New  York,  N.Y.  10021,  or  telephone  (212) 
794-4305. 


Specific  areas  of  dermatology 
to  be  reviewed 

The  Aspen  winter  skin  seminar  will  be  held  February  10 
to  15,  by  The  Given  Institute  of  Pathobiology,  Aspen, 
Colorado. 

The  educational  objective  of  this  continuing  medical 
education  course  is  to  review  specific  areas  of  dermatology 
in  depth  and  to  present  recent  developments  that  relate 
to  dermatologic  practice.  Emphasis  will  be  on  the  practical 
aspects  of  skin  diseases,  therapeutic  advances,  and  disease 
mechanisms.  Informal  discussion  groups  and  time  for 
questions  and  answers  will  allow  for  the  interaction  of 
registrants  and  faculty  members. 

The  course  is  approved  for  17  hours  in  Category  I of  the 
AMA  and  the  American  Academy  of  Dermatology  Con- 
tinuing Education  Award.  The  breakfast  discussions  are 
approved  for  one  (1)  additional  credit  hour  each. 

For  further  information,  contact  the  Office  of  Post- 
graduate Medical  Education,  the  University  of  Colorado 
School  of  Medicine,  4200  East  Ninth  Avenue,  Denver,  CO. 
80262,  or  call  (303)  394-5241. 


Semmelweis  Lecture 

November  30,  1979 — 8:30  p.m. 
The 

New  York  Academy  of  Medicine 
Room  20 

1.  Presidential  address. 

2.  Introduction  of  the  Semmelweis  lecturer  Sigmond 
Schutz,  M.D.,  Director  of  Ophthalmic  Surgery, 
Manhattan  Eye  and  Ear  Hospital,  an  affilliate  of 
Cornell  University. 

3.  The  Semmelweis  lecture:  New  Concepts  and 

Developments  in  Modern  Ophthalmology.  A 
selective  Over  view.  Joseph  J.  Fried,  M.D., 
Professor  of  Ophthalmology  (Emeritus)  and 
Consultant  in  Ophthalmology  at  the  former 
French  and  Polyclinic  Medical  School. 

4.  Presentation  of  the  Semmelweis  Medal  and  Scroll 
to  Dr.  Fried. 

Cocktails  at  6:30  p.m.  Subscription  dinner  at  7: 15 

p.m.  in  the  President’s  Gallery  preceding  the  lec- 
ture. 

Peter  B.  Fodor,  M.D.  Paul  A.  Radnay,  M.D. 

President  Secretary 
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Editorials 


Resurrect  Flexner 

Rereading  the  Flexner  Report  every  ten  years 
should  be  a must  for  all  educators.  A serious  prob- 
lem is  surfacing  in  medical  education  in  1979  which 
is  no  less  dangerous  than  the  proliferation  of  bogus 
medical  schools  and  diploma  mills  prior  to  1910. 
Apparently,  stimulated  by  high  tuition  fees  and 
profit  as  well  as  the  great  demand  for  a medical  de- 
gree, schools  are  cropping  up  in  the  Caribbean  as  fast 
as  mushrooms  after  a long  rainfall  in  the  spring  and 
summer.  The  tropical  soils  provide  fertile  grounds 
for  growth  and  their  seeds  are  being  carried  on  the 
winds  of  promise  and  profit  to  the  State  of  Ohio  as 
well  as  many  voluntary  and  teaching  hospitals 
throughout  the  country.  Several  of  the  “new  plants” 
are  “listed”  by  the  World  Health  Organization  and 
this  is  considered  “approved,”  and  that  may  be  in- 
fluencing some  institutions. 

The  problem  is  compounded  by  the  recent  changes 
in  the  immigration  laws  which  are  markedly  reducing 
the  influx  of  foreign  medical  graduates  to  the  United 
States.  English  speaking  graduates  from  the  new 
Caribbean  medical  schools  are  becoming  more  at- 
tractive to  house  staff  coordinators  in  urban  hospitals 
which  used  to  depend  on  the  foreign  medical  gradu- 
ates to  fill  house  staff  vacancies  and  are  still  not  able 
to  recruit  graduates  from  American  schools.  Natu- 
rally their  attention  has  been  directed  toward  the 
new  crop  of  potential  house  officers  from  the 
south. 

A recent  canvass  of  the  Association  of  American 
Medical  Colleges,  the  Association  of  Medical  Schools 
of  New  York,  and  the  New  York  Board  of  Regents 
uncovered  considerable  concern  but  no  definite 
policy  regarding  the  Caribbean  schools  and  the 


quality  of  training  given  their  students.  Apparently 
the  snarls  of  the  Federal  Trade  Commission  have 
caused  the  reticence  of  accrediting  bodies.  However, 
the  public  interest  and  the  care  of  the  sick  is  at  stake 
and  it  is  the  duty  and  responsibility  of  the  medical 
profession  to  investigate  thoroughly,  evaluate,  and 
publicly  express  an  opinion  regarding  the  quality  of 
the  training  the  students  in  the  Caribbean  schools  are 
receiving.  Accrediting  agencies  should  be  able  to 
advise  directors  as  to  whether  or  not  they  are  ac- 
ceptable candidates  for  training  programs  in  our 
teaching  and  community  hospitals.  If  the  investi- 
gations verify  the  current  impression  that  the 
training  in  the  basic  and  clinical  sciences  in  the  Ca- 
ribbean schools  is  inadequate,  then  statements  to 
that  effect  should  be  made  promptly  and  unequivo- 
cally. The  accrediting  bodies  and  the  state  boards 
for  medicine,  acting  on  behalf  of  the  public,  should 
condemn  or  condone  these  institutions.  There  is 
some  urgency  in  this  matter.  If  medicine  waits  too 
long  it  will  be  much  more  difficult  to  eradicate  the 
spreading  disease. 

We  need  another  Flexner  with  determination  and 
ability.  His  classical  report  helped  shape  medicine 
from  1910  to  1979,  and  both  the  profession  and  public 
were  the  beneficiaries.  Now  is  the  time  for  those  in 
authority  to  firmly  express  their  disapproval  of  all 
“medical  schools”  found  to  be  substandard.  Medical 
education  and  patient  care  are  vulnerable  and  must 
be  protected. 


JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 
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Guest  editorial* 

A Patient’s  Right  to  Die  . . . The  Easy  Way  Out? 


Most  physicians  who  graduated  from  medical 
school  25  to  30  years  ago  can  recall  episodes  of  pro- 
longing life  by  instituting  “heroic  measures.” 

That  generation  of  physicians  was  taught  that 
death  was  the  adversary,  never  an  ally.  They  came 
of  age  seeing  Paul  Muni  in  the  roll  of  Pasteur,  Clark 
Gable  in  “Men  in  White,”  Lew  Ayres  as  Dr.  Kildare 
and  reading  “Microbe  Hunters”  and  “Arrowsmith.” 
To  the  young  and  malleable  mind  with  a bent  toward 
medicine,  this  conjured  up  an  image  of  the  self-sac- 
rificing, dedicated  doctor,  who  was  constantly 
battling  death.  Juvenile  and  trite?  Perhaps,  but 
not  all  bad. 

This  same  medical  generation  was  visibly  and 
emotionally  shaken  by  the  death  of  a young  child  or 
the  sudden  demise  of  a patient  who  had  required 
hours  of  constant  care  in  an  heroic  attempt  to  pre- 
serve his  life.  The  tragedy  of  senseless  death  in  a 
minor  car  accident,  the  horror  of  widespread  death 
in  two  wars,  the  needless  loss  of  a life  to  anaphylactic 
shock  too  late  for  a tracheostomy,  these  deaths  were 
emotionally  troubling  and  quite  difficult  for  these 
physicians  to  accept.  Seldom  were  the  memories  not 
brought  home  after  working  hours. 

Now,  psychologists,  clergy,  and  a recently  devel- 

* Reprinted  by  permission  from  Ca — A Cancer  Journal  for 
Clinicians,  published  by  the  American  Cancer  Society,  24:  256 
(July-Aug.)  1974. 


oped  group  of  specialists  in  death  and  dying  are 
teaching  physicians  how  to  accept  the  mortality  of 
man.  The  physician  is  now  advised  not  to  become 
angry  or  guilty  about  an  irreversible  disease  process, 
not  to  permit  death  to  destroy  his  personal  hero 
image,  and  above  all,  to  adjust  to  his  patient’s  death 
with  a sense  of  imperturbability.  The  physician 
must  accept  the  fact  that  death  is  natural  and  nec- 
essary. 

While  this  new  philosophy  certainly  has  merit,  it 
must  never  become  an  easy  way  out.  It  must  never 
become  an  excuse  for  lack  of  aggression  in  saving  lives 
and  lack  of  knowledge  about  what  can  be  done  to 
preserve  a life. 

Adjustment  and  accommodation  are  acceptable 
approaches  to  the  inevitable,  but  it  is  often  difficult 
to  know  exactly  what  is  inevitable.  Here  are  but  a 
few  examples  of  what  were  once  considered  to  be 
hopelessly  irreversible:  cardiac  arrest,  metastatic 
choriocarcinoma,  “thyroid  storm,”  acute  leukemia 
in  children,  the  impending  rupture  of  an  aortic  an- 
eurysm and  a heart  damaged  by  rheumatic  fever. 

What  once  inevitably  meant  death,  does  no  longer, 
and  this  fact  should  make  physicians  pause  before 
too  readily  accommodating  to  dying  and  adjusting 
to  the  death  of  a patient. 

ARTHUR  I.  HOLLEB,  M.D. 
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Pathologic  and  clinical  studies  have  repeatedly 
demonstrated  an  association  between  diabetes  mel- 
litus  and  arteriosclerotic  heart  disease.1-7  These 
studies  also  indicate  that  the  overall  frequency  of 
vascular  complications  is  related  to  the  duration  of 
the  diabetes  mellitus.1’2’5  It  also  appears  that  dia- 
betic patients  have  more  severe  coronary  artery 
disease  than  do  nondiabetic  patients.3-5’7-9  Some 
investigators  contend  that  the  severity  of  the  coro- 
nary disease  is  related  to  the  duration  of  the  diabetes 
mellitus2’10,11;  some  advise  that  the  method  of 
treatment  of  the  diabetes  mellitus  may  adversely 
affect  the  course  of  the  cardiovascular  disease.12-14 

In  our  first  study  appraising  the  role  of  the  diabetic 
state  in  coronary  artery  disease  we  showed  that  pa- 
tients with  chemical  or  clinical  diabetes  had  a more 
severe  form  of  coronary  artery  disease  than  did 
nondiabetics,  and  that  this  increased  severity  was  not 
attributable  to  age,  duration  of  symptoms,  hyper- 
tension, type  4 hyperlipoproteinemia,  or  severity  of 
the  glucose  intolerance8;  that  study,  which  included 
observations  on  100  patients  with  clinical  diabetes, 
did  not  evaluate  the  possible  effect  of  either  the  du- 
ration or  the  mode  of  management  of  diabetes  on  the 


Coronary  arteriographic  observations  indicate  that 
the  severity  of  coronary  disease  is  greater  in  patients 
with  chemical  or  clinical  diabetes  than  in  nondiabetic 
patients.  This  increased  severity  is  not  attributable 
to  several  factors,  including  age  and  apparent  se- 
verity of  glucose  intolerance.  In  the  present  inves- 
tigation we  studied  240  patients  with  diabetes  mel- 
litus and  proved  coronary  artery  disease  to  determine 
whether  or  not  there  was  a relationship  between  the 
duration  or  mode  of  management  of  their  diabetes 
and  the  severity  of  their  heart  disease.  Of  this  group, 
12  percent  had  single-vessel  coronary  disease  and  40 
percent  had  triple-vessel  involvement.  Among  the 
patients  with  diabetes  for  10  or  more  years,  triple- 
vessel coronary  disease  was  present  in  38  of  57  (67 
percent),  compared  with  28  of  80  (35  percent ) of  the 
patients  with  diabetes  for  one  year  or  less  (p  <0.01 ). 
Similarly,  in  evaluating  patients  with  recent  angina 
pectoris  (<1  year),  we  found  an  increased  frequency 
(67  percent)  of  triple-vessel  disease  in  those  with  a 
long  duration  of  diabetes  (>  10  years),  compared  with 
20  percent  in  patients  with  a recent  diagnosis  of  di- 
abetes. Among  patients  with  diabetes  for  more  than 
one  year,  45  were  managed  with  diet  alone,  24  with 
insulin,  and  91  with  oral  antidiabetic  drugs.  The 
frequency  distribution  of  the  number  of  vessels  in- 
volved in  the  three  treatment  groups  revealed  no 
significant  differences  among  these  groups.  This 
study  indicates  that  more  than  three  times  as  many 
diabetic  patients  with  coronary  artery  disease  have 
triple-vessel  involvement  than  have  single-vessel 
involvement,  and  that  the  severity  of  their  coronary 
artery  disease  is  related  to  the  duration  and  not  the 
mode  of  management  of  diabetes. 


anatomic  severity  of  the  coronary  artery  disease. 
The  present  study,  an  extension  of  the  first  one, 
utilizes  experience  attained  from  angiographic  ob- 
servation made  on  240  patients  with  clinical  diabetes. 
The  objective  of  this  study  was  to  ascertain  whether 
or  not  in  diabetic  patients  there  is  any  relationship 
between  the  duration  or  type  of  treatment  of  their 
diabetes  and  the  severity  of  their  coronary  artery 
disease. 

Patients  and  methods 

Two  hundred  and  forty  patients,  with  both  arte- 
riosclerotic heart  disease  and  diabetic  mellitus,  were 
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evaluated.  All  patients  were  referred  because  of 
angina  pectoris  and  were  found  to  have  arterio- 
graphic  evidence  of  coronary  artery  disease.  All 
patients  were  interviewed,  examined,  and  evaluated 
by  one  of  the  authors.  The  history  recorded  onset 
of  clinical  arteriosclerotic  heart  disease,  whether 
angina  pectoris  or  myocardial  infarction.  A history 
of  prior  myocardiaHnfarction  was  accepted  if  docu- 
mented by  the  referring  physician  or  if  the  patient 
had  a prior  hospitalization  of  at  least  three  weeks  for 
prolonged  chest  pain.  A positive  history  finding  of 
congestive  heart  failure  was  based  on  a prior  hospital 
admission  for  congestive  heart  failure,  or  for  short- 
ness of  breath  not  associated  with  angina  pectoris 
requiring  either  digitalis  or  diuretic  therapy  or  both. 
A diagnosis  of  hypertension  required  either  a history 
of  antihypertensive  therapy  or  a persistent  diastolic 
pressure  of  90  mm.Hg  or  over  when  admitted  for 
evaluation.  A history  of  cigarette  smoking  was 
considered  positive  with  the  smoking  of  20  cigarettes 
or  more  a day  for  at  least  10  years  prior  to  the  onset 
of  symptoms.  Peripheral  vascular  disease  in  the 
lower  extremities  was  diagnosed  on  the  basis  of  un- 
equal and  diminished  (or  absent)  peripheral  pulses 
and  was  usually  accompanied  by  a history  of  inter- 
mittent claudication.  A family  history  of  arterio- 
sclerotic heart  disease,  hypertension,  or  diabetes 
mellitus  was  noted. 

The  diagnosis  of  diabetes  mellitus  was  made  on  the 
basis  of  a known  history  of  diabetes  in  185  patients, 
confirmed  on  admission  by  an  elevated  fasting 
blood-glucose  level.  The  remaining  55  patients  were 
found  to  have  elevated  fasting  blood  glucose  (over 
120  mg.  per  100  ml.)  and  abnormal  glucose  tolerance 
test  findings.  The  duration  of  diabetes  mellitus  was 
calculated  from  the  time  when  the  patient  was  first 
told  that  he  or  she  had  diabetes  mellitus.  Patients 
known  to  have  diabetes  mellitus  for  less  than  one 
year,  or  whose  diabetes  was  first  diagnosed  during  the 
present  admission,  were  designated  as  having  “recent 
onset”  of  diabetes.  The  type  of  therapy  utilized  to 
control  the  diabetes  mellitus — diet  alone,  insulin 
injection,  or  oral  antidiabetic  therapy — was  recorded 
on  all  patients. 

A 12-lead  standard  electrocardiogram  was  taken 
on  all  patients.  A diagnosis  of  a transmural  myo- 
cardial infarction  was  made  on  the  basis  of  accepted 
criteria.15  Radiologic  evaluation  and  interpretation 
was  performed  by  a radiologist  to  define  the  presence 
or  absence  of  cardiomegaly.  The  patients  were 
maintained  on  a “diabetic”  or  regular  diet  in  the 
hospital,  and  all  drugs  were  discontinued  until 
evaluation  was  completed.  If  a patient  was  on  in- 
sulin, the  usual  dosage  was  replaced  by  a coverage 
regimen  for  glycosuria.  Blood  samples  were  drawn 
from  each  patient  after  a 12-  to  16-hour  overnight 
fast  and  were  analyzed  for  levels  of  glucose,  choles- 
terol, and  triglyceride  by  methods  previously  de- 
scribed. Serum  high  density  lipoprotein  levels  were 
not  determined. 

Selective  coronary  angiograms  were  obtained  in 


multiple  projections  with  a 35-mm.  camera  at  60 
frames  per  second.  The  cinefilms  were  projected 
with  a 35-mm.  projector  and  evaluated  by  the  authors 
as  to  the  presence  of  significant  coronary  artery  dis- 
ease. Significant  coronary  artery  disease  of  the  right 
coronary,  left  anterior  descending,  or  left  circumflex 
artery  was  defined  as  narrowing  of  an  artery  by  more 
than  50  percent  of  the  wall  lumen.  Single-vessel 
coronary  disease  was  defined  as  significant  coronary 
artery  disease  of  only  one  vessel;  double-vessel  and 
triple-vessel  disease  indicated  significant  disease  of 
two  or  three  coronary  arteries,  respectively.  In- 
volvement of  the  main  left  coronary  artery  was  con- 
sidered separately. 

Statistical  evaluation  was  performed  by  standard 
methods  with  the  assistance  of  a statistician.16 

Results 

Duration  of  diabetes  mellitus  and  coronary 
artery  disease.  The  clinical  profile — the  duration 
of  diabetes  mellitus  and  coronary  artery  disease — of 
the  240  patients  is  shown  in  Table  I;  there  were  191 
(80  percent)  male  and  49  (20  percent)  female  patients 
of  comparable  age  groups  and  clinical  features.  In 
our  nondiabetic  patients  with  coronary  artery  disease 
the  male-female  ratio  approximates  8 to  1;  thus,  the 
lower  ratio  in  our  diabetic  patients  reflects  an  in- 
creased number  of  female  patients  having  both  dia- 
betes mellitus  and  coronary  artery  disease.  Of  note 
is  the  16-percent  frequency  of  peripheral  vascular 
disease  in  the  entire  group.  More  than  half  the  pa- 
tients (57  percent)  had  a history  of  diabetes  mellitus 
in  a parent  or  sibling.  One  third  of  the  patients  had 
an  elevated  serum  triglyceride  level.  Single-vessel 
disease  was  present  in  12  percent;  double-  or  triple- 
vessel disease  was  observed  in  88  percent  of  the  pa- 
tients (Fig.  1,  total  group).  Main  left  coronary  artery 
disease  was  noted  in  8 percent  of  the  total  group. 

To  evaluate  the  relationship  between  the  duration 
of  diabetes  mellitus  and  coronary  artery  disease,  the. 
240  patients  were  divided  into  three  groups  on  the 
basis  of  the  duration  of  clinical  diabetes  mellitus. 
Diabetes  mellitus  present  for  10  years  or  more  was 
noted  in  57  patients,  2 to  9 years  in  103,  and  1 year  or 
less  in  80  patients.  In  the  latter  group  of  80  a diag- 
nosis of  diabetes  was  made  on  the  present  evaluation 
in  55. 

When  the  three  groups  of  patients  were  compared 
with  each  other  for  age,  sex,  duration  of  angina  pec- 
toris, and  various  risk  factors,  no  significant  differ- 
ences were  observed. 

Congestive  heart  failure  was  present  in  10  of  57 
patients  (18  percent)  having  diabetes  for  10  or  more 
years,  compared  with  4 of  80  patients  (5  percent)  with 
diabetes  for  1 year  or  less  (p  <0.05).  Seventeen  of  57 
patients  (30  percent)  with  diabetes  mellitus  for  10 
years  or  more  had  peripheral  vascular  disease,  com- 
pared with  8 of  80  ( 10  percent)  with  diabetes  for  one 
year  or  less  (p  <0.05). 

The  severity  of  coronary  artery  disease,  as  mea- 
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TABLE  I.  Clinical  profile  versus  duration  of  diabetes  mellitus 

t Duration  of  Diabetes  Mellitus  ^ 

, — Total  Study  Grouper — 1 year  or  less— > <■ 2 to  9 years \ — 10  or  more  years — > 

Patient  Data  Number  (percent)  Number  (percent)  Number  (percent)  Number  (percent) 


Number  per  Group 

240 

(100) 

80 

(100) 

108 

(100) 

57 

(100) 

Males 

191 

(80) 

69 

(84) 

80 

(78) 

42 

(74) 

Age  (years  ± 1 S.D.*) 

57  ± 7.9 

56  ± 7.6 

57  ± 7.8 

57  ± 8.6 

Females 

49 

(20) 

11 

(16) 

23 

(22) 

15 

(26) 

Age  (years  ± 1 S.D.*) 

56  ± 8.2 

54  ± 8.6 

58  ± 6.1 

58  ± 9.1 

Medical  history 


Duration  of  angina  (years  ± 1 S.D.* ) 

4.6  ± 3.7 

4.2  ± 3.6 

4.8  ± 3.8 

(16) 

4.7  ± 4.0 

(18) 

Congestive  heart  failure 

30 

(12) 

4f 

(5) 

16 

10’ 

Hypertension 

109 

(45) 

33 

(41) 

50 

(49) 

26 

(46) 

Cigarette  smoking 

125 

(52) 

40 

(50) 

54 

(52) 

31 

(54) 

Peripheral  vascular  disease 

38 

(16) 

8f 

(10) 

13 

(13) 

W 

(30) 

Prior  myocardial  infarction 
Familv  history  of: 

117 

(49) 

36 

(45) 

55 

(53) 

26 

(46) 

Coronary  arterv  disease 

147 

(61) 

50 

(62) 

57 

(55) 

40 

(70) 

Hypertension 

66 

(28) 

26 

(32) 

26 

(28) 

14 

(25) 

Diabetes  mellitus 

137 

(57) 

42 

(52) 

60 

(58) 

35 

(61) 

Myocardial  infarction  (by 
electrocardiogram) 

112 

(47) 

36 

(45) 

47 

(46) 

29 

(51) 

Cardiomegaly  (by  x-ray) 

39 

(16) 

13 

(16) 

16 

(16) 

11 

(18) 

Abnormal  cholesterol  (>300  mg.  per  100 
ml.) 

26 

(11) 

6 

(8) 

13 

(13) 

7 

(12) 

Abnormal  triglyceride  (>160  mg.  per  100 
ml.) 

79 

(33) 

30 

(38) 

32 

(31) 

17 

(30) 

* S.  D.  = Standard  deviation. 

t p <0.05  when  groups  with  different  durations  of  diabetes  are  compared  with  each  other. 


FIGURE  1.  Frequency  distribution  of  number  of  vessels 
involved  with  significant  coronary  artery  disease  according 
to  duration  of  known  diabetes  mellitus.  Note  that  triple  vessel 
disease  is  significantly  more  frequent  in  those  with  diabetes 
for  10  years  or  longer  (p  <0.01). 


sured  by  the  number  of  coronary  arteries  involved 
with  significant  disease,  worsened  with  the  duration 
of  the  diabetes  (Fig.  1).  Although  65  percent  of  pa- 
tients having  diabetes  for  one  year  or  less  had  single- 
or  double-vessel  disease,  and  35  percent  had  triple- 
vessel disease,  these  numbers  were  completely  re- 
versed in  the  group  with  diabetes  for  10  or  more 
years.  Only  32  percent  of  this  latter  group  had  single 
or  double  coronary  vessel  disease,  with  68  percent 
having  triple-vessel  disease  (p  <0.01). 


Angina  pectoris  was  present  for  one  year  or  less 
in  72  patients  (30  percent).  In  this  group  of  patients 
with  recent  angina,  comparison  was  made  of  the 
number  of  vessels  involved  with  significant  disease 
among  those  with  different  durations  of  diabetes,  as 
had  been  done  for  the  entire  group  of  patients.  Re- 
sults revealed  that  triple-vessel  coronary  artery  dis- 
ease occurred  more  frequently  in  patients  with  dia- 
betes for  10  years  or  more  (67  percent)  than  in  pa- 
tients with  diabetes  for  2 to  9 years  (22  percent),  or 
for  one  year  or  less  (20  percent)  (p  <0.05)  for  both 
groups,  although  all  groups  suffered  from  angina 
pectoris  for  no  more  than  one  year  (Fig.  2).  The 
frequency  of  main  left  coronary  artery  disease  in  all 
three  groups  was  between  7.8  and  8.8  percent. 

There  was  no  relationship  noted  between  the  se- 
verity of  the  coronary  artery  disease  and  the  risk 
factors,  such  as  hypertension,  smoking,  or  the  level 
of  triglyceride  and  cholesterol. 

Medical  management  of  diabetes  mellitus  and 
coronary  artery  disease.  In  evaluating  the  effect 
of  diabetic  management  and  coronary  artery  disease, 
only  those  patients  with  known  diabetes  mellitus  for 
over  one  year  were  considered.  Of  these  160  pa- 
tients, 45  were  managed  with  diet  alone,  24  with  in- 
sulin, and  91  with  oral  antidiabetic  drugs.  In  the  last 
group  of  patients  15  (17  percent)  were  taking  phen- 
formin  hydrochloride,  50  (55  percent)  tolbutamide, 
21  (23  percent)  chlorpropamide,  and  5 (6  percent) 
were  taking  acetohexamide.  Of  those  on  tolbuta- 
mide, 10  were  intermittently  placed  on  another  oral 
antidiabetic  drug.  The  only  statistically  significant 
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FIGURE  2.  Distribution  of  number  of  vessels  involved  with 
significant  coronary  artery  disease  according  to  duration  of 
known  diabetes  mellitus  in  only  those  patients  with  angina 
pectoris  for  one  year  or  less.  Number  above  each  bar  is 
percentage  of  patients  for  each  group  according  to  duration 
of  diabetes  mellitus. 


difference  in  the  clinical  profile,  when  all  three  modes 
of  management  were  compared  by  appropriate 
nonpaired  t-test,  was  the  longer  duration  of  diabetes 
in  the  insulin-treated  group  compared  with  the 
groups  treated  with  diet  or  oral  antidiabetic  agents 
(p  <0.001)  (Table  II).  No  differences  in  frequency 
of  prior  myocardial  infarction,  cardiomegaly,  or 
blood-lipid  abnormality  were  noted  when  the  three 
methods  of  management  were  compared.  The  dis- 
tribution of  the  number  of  coronary  vessels  involved 
with  significant  disease  revealed  no  significant  dif- 
ferences among  the  three  groups  (Fig.  3).  In  addi- 
tion, when  the  50  patients  who  were  maintained  on 
tolbutamide  were  compared  with  the  41  patients  on 
other  oral  antidiabetic  drugs,  there  was  no  significant 
difference  in  the  clinical  profile  or  the  number  of 
vessels  involved. 

Comment 

Patients  in  this  study  represented  a symptomatic 
population  considered  clinically  appropriate  to 
evaluate  for  aortocoronary  bypass  surgery.  All  pa- 
tients were  selected  on  the  basis  of  symptomatic 
coronary  artery-disease  associated  with  clinical  dia- 
betes mellitus.  The  primary  objective  of  this  study 
was  to  ascertain  whether  or  not  the  duration  or  type 
of  management  of  diabetes  mellitus  influenced  the 


TABLE  II.  Clinical  profile  versus  diabetic  management 

c Treatment  Regimen ^ 

Oral 

Antidiabetic 

Drugs 


Patient  Data 

Diet 

Number  (percent) 

Insulin 

Number  (percent) 

Num- 

ber 

(per 

cent) 

Number  per  group 

45 

(100) 

24 

(100 

91 

(100) 

Men 

35 

(77) 

18 

(75) 

68 

(75) 

Women 

10 

(23) 

6 

(25) 

23 

(25) 

Medical  history 

Duration  of  diabetes  6.9  ± 4.5 
(years  ± 1 S.D.*) 

16.2  ± 9.4* 

7.6  ± 
5.5 

Duration  of  angina 
(years  ± 1 S.D.*) 

4.5  ± 3.4 

4.3  ± 4.0 

5.3  ± 
3.6 

Congestive  heart 

3 

(7) 

3 

(13) 

9 

(10) 

failure 

Hypertension 

21 

(46) 

10 

(41) 

45 

(49) 

Peripheral  vascular 

19 

(22) 

4 

(17) 

16 

(15) 

disease 

* S.  D.  = Standard  deviation. 

f When  compared  to  other  two  groups,  the  difference  was  significant  (p 
<0.001) 


5 Single  Vessel  Disease 
Double  Vessel  Disease 
^ Triple  Vessel  Disease 


FIGURE  3.  Frequency  distribution  of  number  of  vessels 
involved  with  significant  coronary  artery  disease  according 
to  mode  of  management  of  diabetes  mellitus. 


severity  of  coronary  artery  disease.  Although  in  any 
population  such  severity  (as  reflected  by  the  number 
of  vessels  involved)  is  influenced  by  multiple  fac- 
tors,17 19  in  this  study  only  certain  aspects  of  diabetes 
were  considered.  Our  conclusions,  therefore,  must 
be  tempered  by  caution  based  on  our  selection  of  the 
patients  and  the  limited  aspects  of  their  diabetes. 

In  the  first  part  of  this  study,  patients  were  divided 
into  three  groups,  depending  on  the  duration  of  their 
clinically  apparent  diabetes  mellitus  (Table  I).  Such 
a division  may  be  questioned  because  of  uncertainty 
in  determining  the  duration  of  diabetes.  Even  if  it 
is  accepted  that  there  may  be  some  overlap  in  the 
duration  of  diabetes  within  the  groups,  the  final  re- 
sults' will  be  unaltered.  This  statement  is  based  on 
comparing  the  findings  in  the  extreme  groups,  such 
as  patients  with  diabetes  mellitus  for  1 year  or  less 
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and  patients  with  diabetes  for  10  or  more  years.  It 
is  reasonable  to  assume  that  there  would  be  little  or 
no  overlap  in  the  duration  of  diabetes  mellitus  in 
these  two  groups.  However,  it  should  be  stressed 
that  the  duration  of  diabetes  mellitus  as  defined  in 
this  report  gives  only  the  time  interval  from  the 
clinical  diagnosis  to  the  present  evaluation.  Thus, 
the  actual  duration  of  disease  can  be  assumed  to  be 
much  longer,  since  latent  and/or  subclinical  diabetes 
mellitus  is  probably  an  integral  part  of  the  entire 
spectrum  of  this  disease. 

Several  notable  findings  emerge  from  a review  of 
the  clinical  profile  of  the  entire  group  (Table  I).  The 
16-percent  frequency  of  peripheral  vascular  disease 
is  almost  three  times  that  observed  by  us  in  a larger 
series  of  patients  referred  for  symptomatic  coronary 
artery  disease.20  The  coexistence  of  vascular  disease 
in  the  lower  extremities  and  coronary  arteries  prob- 
ably reflects  a selected  population  having  coronary 
atherosclerosis  and  an  increased  propensity  to  de- 
velop similar  pathologic  changes  in  the  peripheral 
circulation.5  Of  note  is  the  high  frequency  (30  per- 
cent) of  peripheral  vascular  disease  in  the  patients 
with  diabetes  for  10  years  or  more,  a finding  that  is 
consistent  with  observations  that  the  incidence  of 
peripheral  vascular  complications  is  related  to  the 
duration  of  the  diabetes.1,2,5  It  is  also  relevant  to  this 
study  that  clinical  evidence  of  peripheral  vascular 
disease  is  dependent  both  on  the  presence  and  the 
severity  of  atherosclerotic  involvement  in  the  lower 
extremities.  Patients  who  do  not  have  clinical  evi- 
dence of  peripheral  vascular  disease  may  still  have 
pathologic  evidence  of  atherosclerosis,  which  would 
become  clinically  evident  only  with  increasing  se- 
verity. Thus,  the  higher  frequency  of  peripheral 
vascular  disease  in  the  group  with  diabetes  for  10  or 
more  years  probably  reflects  an  increased  extent  and 
severity  of  the  atherosclerotic  changes  in  the  lower 
extremities  (Table  I). 

The  frequency  of  single-vessel  coronary  artery 
disease  in  the  entire  study  group  was  12  percent  (Fig. 
1);  this  did  not  vary  when  related  to  the  duration  of 
the  diabetes.  The  overall  frequency  of  single-vessel 
coronary  artery  disease  in  a mixed  patient  population 
referred  for  evaluation  reported  by  us19  and  oth- 
ersi7,2i,22  rangec}  from  21  to  36  percent.  This  would 
suggest,  as  indicated  by  previous  studies,  that  dia- 
betes mellitus  is  accompanied  by  a more  severe  form 
of  coronary  artery  disease.3-5,7-9  When  a comparison 
was  made  between  patients  having  diabetes  for  1 year 
or  less  and  those  with  diabetes  for  10  or  more  years 
it  was  noted  that  the  frequency  of  triple-vessel  dis- 
ease was  significantly  greater  in  those  patients  who 
had  had  diabetes  mellitus  for  10  years  or  more  (Fig. 
1). 

Because  of  the  known  relationship  between  the 
number  of  vessels  involved  and  duration  of  angina 
pectoris,1  ‘-19  we  examined  only  those  patients  with 
angina  pectoris  for  one  year  or  less.  In  these  72  pa- 
tients, the  findings  again  revealed  a significantly 
higher  frequency  of  triple-vessel  disease  among  those 


with  longstanding  diabetes,  than  those  with  recent 
diabetes  (67  vs.  20  percent)  (Fig.  2).  It  must  be 
stressed  that  this  greater  than  three-fold  increase  in 
triple-vessel  disease  is  unrelated  to  the  age  of  the 
patients,  since  there  were  no  significant  differences 
in  age  among  the  groups. 

These  findings  are  relevant  when  one  considers 
that  the  prognosis  of  coronary  artery  disease  has  been 
related  to  the  number  of  vessels  involved,23  for  they 
help  explain  the  poorer  prognosis  noted  in  diabetic 
patients  after  a myocardial  infarction,  as  compared 
with  nondiabetics.5,9 

There  is  little  information  about  a possible  rela- 
tionship between  the  type  of  management  of  diabetes 
mellitus  and  the  severity  of  coronary  artery  disease, 
and  there  is  much  controversy  concerning  oral  anti- 
diabetic agents  and  cardiovascular  mortality.14,24-26 
Therefore,  we  reviewed  our  experience  with  diabetic 
patients  and  coronary  artery  disease,  concentrating 
on  those  with  diabetes  for  more  than  one  year. 
These  were  divided  into  three  groups:  those  treated 
with  diet  alone,  those  on  insulin  therapy,  and  those 
taking  oral  antidiabetic  drugs.  The  clinical  pro- 
file— including  duration  of  diabetes,  duration  of 
angina,  and  frequency  of  congestive  heart  failure, 
hypertension,  and  peripheral  vascular  disease — 
revealed  only  that  patients  maintained  on  insulin  had 
a longer  duration  of  diabetes;  that  is,  their  diabetes 
had  been  diagnosed  at  a younger  age  (Table  II).  The 
extent  of  coronary  artery  disease  was  apparently  not 
affected  by  the  mode  of  management  of  their  dia- 
betes (Fig.  3).  Single-vessel  disease  was  uncommon 
in  all  three  groups,  occurring  in  approximately  12 
percent  of  cases  in  every  group.  The  frequency  of 
triple-vessel  disease  varied  from  46  percent  in  those 
on  diet  alone  to  60  percent  on  insulin,  there  being  no 
statistically  significant  difference  among  the  groups. 
Since  we  did  not  compare  groups  for  differences  in 
fasting  or  postprandial  blood  sugars,  we  cannot 
comment  on  “control”  of  diabetes  within  these 
groups  and  on  any  possible  effect  of  this  “control”  on 
severity  of  the  coronary  artery  disease.  Neither  can 
we  comment  on  cardiovascular  mortality  incidences 
in  relation  to  mode  of  management  of  diabetes.  We 
can  comment  on  the  effect  of  duration  and  type  of 
treatment  on  severity  of  coronary  artery  disease  in 
diabetic  patients.  In  our  earlier  study  employing 
arteriography  to  measure  the  extent  of  coronary  in- 
volvement, we  showed  that  diabetic  patients  with 
angina  pectoris  had  more  extensive  involvement  of 
their  coronary  arteries  than  did  nondiabetic  patients 
with  angina,  and  that  the  increased  severity  of  their 
arterial  disease  was  not  attributable  to  age,  duration 
of  anginal  symptoms,  hypertension,  type  4 hyperli- 
poproteinemia, or  apparent  severity  of  the  glucose 
intolerance.8  In  this  study  we  can  conclude  that  the 
severity  of  coronary  artery  disease  in  diabetic  pa- 
tients with  angina  is  related  to  the  duration  but  not 
to  the  mode  of  management  of  their  diabetes.  What 
metabolic  factors  are  at  work  in  diabetes  to  increase 
coronary  vessel  involvement  as  time  passes,  despite 
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the  mode  of  therapy,  are  still  not  known. 
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Bromocriptine 
Mesylate  in 
Parkinson’s  Disease 


Bromocriptine  mesylate  ( Parlodel ) was  administered 
to  106  patients  with  advanced  Parkinson’s  disease 
(PD)  and  increasing  disability  despite  optimal 
treatment  with  levodopa/carbidopa  ( Sinemet ). 
Fifty-five  patients  had,  on  addition  of  bromocriptine 
to  levodopa/carbidopa  a significant  decrease  in  dis- 
ease severity.  This  improvement  was  maintained  in 
20  of  the  55  patients  for  at  least  one  year.  Among 
patients  able  to  tolerate  at  least  25  mg.  per  day  of 
bromocriptine  mesylate  ( adequately  treated),  an 
even  higher  percentage  of  patients  (49  of  75)  had  a 
significant  decrease  in  disease  severity.  Among  the 
75  adequately  treated  patients,  51  had  “on-off” 
phenomena ; 24  experienced  a decrease  in  disease 
severity  in  their  “on” period,  43  in  their  “off” period, 
and  19  in  both  “on”  and  “off”  periods.  The  mean 
daily  dose  of  bromocriptine  mesylate  in  adequately 
treated  patients  was  51  mg.,  permitting  a 26  percent 
reduction  in  levodopa/carbidopa.  Bromocriptine 
mesylate  was  discontinued  in  54  of  106  patients  be- 
cause of  adverse  effects,  including  mental  changes  (29 
patients)  and  involuntary  movements  (11  patients). 
All  adverse  effects  were  reversible.  Despite  adverse 
effects  and  expense,  bromocriptine  mesylate,  when 
added  to  levodopa/carbidopa,  is  useful  in  most  pa- 
tients with  advanced  disease  who  are  no  longer  sat- 
isfactorily responding  to  levodopa/carbidopa. 
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More  than  a decade  after  its  introduction,  levo- 
dopa  alone,  or  combined  with  a decarboxylase  in- 
hibitor (carbidopa),  remains  the  best  treatment  for 
PD  (Parkinson’s  disease),  w ith  90  percent  of  patients 
responding.1  However,  the  response  is  not  perma- 
nent, with  increased  disability  in  more  than  50  per- 
cent of  patients  after  two  to  five  years.2-5  The  in- 
creased disability  is  associated  with  diurnal  oscilla- 
tions in  performance:  “on-off’  phenomena6,7;  IM 
(involuntary  movements)8;  and  mental  changes.9 

Parkinson’s  disease  is  characterized  by  a striatal 
dopamine  deficiency  resulting  from  degeneration  of 
the  pigmented  neurons  in  the  substantia  nigra.10-14 
These  neurons  synapse  through  axons  of  the 
nigrastriatal  pathway  with  postsynaptic  dopamin- 
ergic receptors  in  the  striatum.  Initially,  levodopa 
compensates  for  the  dopamine  deficiency  through  an 
increased  conversion  of  dopa  to  dopamine  by  the 
remaining  nigral  cells.15  As  the  disease  progresses, 
with  further  dropout  of  neurons,  levodopa  no  longer 
compensates  for  the  dopamine  deficiency  because, 
among  other  things,  the  remaining  cells  are  too  few 
in  number  to  generate  sufficient  dopamine  to  stim- 
ulate the  striatum.  Such  patients  should  benefit 
from  drugs  that  stimulate  the  striatal  receptors  di- 
rectly (agonists),  and  which  do  not  require  prior 
conversion  to  dopamine.  Recently,  attention  has 
centered  on  the  ergot  alkaloids.  Bromocriptine 
mesylate,  (Parlodel),  an  ergoline  polypeptide,  was 
shown  to  inhibit  prolactin  secretion  by  interfering 
with  hypophyseal  dopaminergic  neurons.16  Such 
drugs  usually  are  also  striatal  dopaminergic  agonists, 


and  bromocriptine  mesylate  was  screened  success- 
fully for  use  in  PD.1 1-22 

Because  of  the  problem  of  decreased  responsive- 
ness to  levodopa,  and  with  the  recent  Food  and  Drug 
Administration  approval  of  bromocriptine  mesylate 
for  use  in  selected  endocrine  disorders,  and  its  an- 
ticipated approval  for  use  in  PD,  we  thought  it  per- 
tinent to  review  our  experience  with  bromocriptine 
mesylate  over  five  years. 

Methods 

Between  1974  and  1979,  106  patients  w'ith  ad- 
vanced PD  were  treated  with  bromocriptine  mesyl- 
ate. The  mean  age  of  these  patients  was  62.4  years, 
and  the  mean  duration  of  PD  was  11  years.  Prior  to 
starting  bromocriptine  mesylate,  90  patients  were 
being  treated  with  levodopa/carbidopa  (Sinemet), 
and  6 with  levodopa  alone.  The  majority  of  patients 
responded  initially  to  levodopa  (Table  I).  However, 
at  the  time  of  the  study  most  were  increasingly  dis- 
abled despite  treatment.  Attempts  to  increase  le- 
vodopa resulted  in  adverse  reactions,  such  as  IM  and 
mental  changes,  and  attempts  to  decrease  levodopa 
resulted  in  worsening  parkinsonism.  All  the  patients 
had  previously  been  tieated  with  amantadine  hy- 
drochloride or  an  anticholinergic  agent,  and  40  were 
still  receiving  such  treatment.  All  patients  with 
moderate  dementia  were  excluded,  but  11  patients 
with  mild  dementia  were  included.9,23 

After  complete  physical,  neurologic,  and  labora- 
tory evaluation,  and  informed  consent,  bromocrip- 
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TABLE  I.  Results  of  treatment  in  101  patients  with 
levodopa 


Data 

Peak  Effect 
Levodopa 

Before  Bromocriptine 
Mesylate 

Stage 

Parkinson’s 
disease23  * 

1.8  ±0.13 

3.3  ± 0.10 

Change  from 

—36  percent, 

±18  percent, 

base  line 

p < 0.05 

p < 0.05 

Number 
patients 
> 1 stage 
improvement 

65 

14 

Levodopa  (mg.) 
in 

levodopa/car- 

bidopa 

1,160  ± 70 

1,150  ± 63 

Mean  time 
(years) 

0.5  ± 0.03 

6.3  ± 0.31 

* Before  levodopa:  2.8  plus  or  minus  0.09. 


tine  mesylate  was  started  at  a dose  of  5 to  10  mg. 
daily.  It  was  increased  by  5 to  10  mg.  daily  in  the 
inpatients,  and  by  5 to  10  mg.  daily  each  week  in 
outpatients,  until  toxicity  occurred.  Initially,  no 
attempt  was  made  to  decrease  the  dose  of  levodopa, 
but,  later,  because  of  additive  adverse  effects,  the 
dose  of  levodopa  was  decreased. 

Patients  were  assessed  in  detail  according  to  pre- 
viously described  methods.23,24  Patients  with  “on- 
off”  phenomena  were  examined  while  they  were  in 
an  “on”  and  an  “off’  period.  Statistical  analysis  was 
performed  using  either  the  two-tailed  t test,  or  the 
Wilcoxon  matched-pair,  signed  rank  test  at  the  5- 
percent  level  of  significance. 

Results 

There  was  a significant  decrease  in  the  severity  of 
Parkinson’s  disease  on  bromocriptine  mesylate 
(Table  II).  Peak  effect  occurred  within  four  months 
of  treatment.  Fifty-five  patients  showed  an  at  least 
one-stage  improvement  on  the  addition  of  bromo- 
criptine mesylate  to  levodopa/carbidopa.  However, 
after  one  year  only  20  of  the  55  continued  to  show  this 
degree  of  improvement. 

Among  the  106  patients,  75  were  able  to  tolerate 
at  least  25  mg.  of  bromocriptine  mesylate  (adequately 
treated)  in  addition  to  levodopa/carbidopa  (Table 
III).  In  this  group,  at  peak,  there  was  a significant 
decrease  in  disease  severity,  with  49  of  the  75  patients 
showing  an  at  least  one-stage  improvement.  The 
mean  dose  of  bromocriptine  mesylate  at  peak  was  51 
mg.,  but  later  this  was  reduced  to  44  mg.  The  mean 
dose  of  levodopa/carbidopa  before  starting  bromo- 
criptine mesylate  was  1,070  mg.  At  peak,  this  was 
reduced  by  26  percent  to  790  mg.,  and  later  levodopa 
had  to  be  increased  to  902  mg.  Among  the  75  ade- 
quately treated  patients,  there  were  51  with  “on-off” 
phenomena.  Among  these  51  patients  there  was  a 
significant  improvement  in  both  “on”  and  “off”  pe- 
riods (Table  IV ).  At  the  time  of  peak  effect,  54  of  the 
51  patients  improved  at  least  one  stage  in  their  “on” 


TABLE  II.  Results  of  treatment  with  bromocriptine 
mesylate  in  addition  to  levodopa/carbidopa  in  106 
patients 


Peak 

Latest 

Before 

Effect 

Effect 

Bromocrip 

Bromo- 

Bromo- 

tine 

criptine 

criptine 

Data 

Mesylate 

Mesylate 

Mesylate 

Stage  3.2  ± 0.10 

2.7  ± 0.13 

3 ± 0.11 

Parkinson’s 

disease 

Change  from 

— 15.6  percent,  —6.3  percent, 

base  line 

p < 0.05 

NS* 

Number 

55 

20 

patients 
> 1 stage 
improvement 

Bromocriptine 

41.3  ± 2.6 

32.3  ± 1.9 

mesylate 

(mg.) 

Levodopa  1,050  ± 63 

840  ± 51 

910  ± 54 

(mg.)  in 
levodopa/car- 
bidopa 

Change  from 

— 18  percent  —10  percent 

base  line 
Mean  time 

4 

12 

(months) 
Duration  of 

2 to  15 

1 to  60 

effect 

(months) 

* Not  specified. 

TABLE  III.  Results  of  treatment  in  75  patients  able  to 

tolerate  at  least  25  mg. 

bromocriptine  mesylate  in 

addition  to  levodopa/carbidopa 

Peak 

Latest 

Before 

Effect 

Effect 

Bromo- 

Bromo- 

Bromo- 

criptine 

criptine 

criptine 

Data 

Mesylate 

Mesylate 

Mesylate 

Stage  Papkinson’s 

3.2  ± 0.10 

2.3  ± 0.12 

2.9  ± 0.3 

disease 
Change  from 

—28  percent, 

—9.4  percent, 

base  line 

p < 0.05 

NS* 

Number  patients 

49 

20 

> 1 stage 
improvement 

Bromocriptine 

51  ± 3 

44  ± 2.1 

mesylate  (mg.) 
Levodopa  (mg.)  in 

1,070  ± 64 

790  ± 47 

902  ± 53 

levodopa/car- 

bidopa 

Change  from 

-26  percent 

— 16  percent 

base  line 
Mean  time 

4.5 

15 

(months) 
Duration  of  effect 

2 to  15 

2 to  60 

(months) 

* Not  specified. 

periods,  and  43 

improved  in  their  “off”  periods. 

Bromocriptine  mesylate  had  to  be  discontinued  in 
54  of  the  106  patients  because  of  adverse  effects 
(Table  V);  29  patients  developed  mental  changes,  15 
of  whom  had  a mild  dementia  before  starting  the 
drug.  In  one  patient,  bromocriptine  mesylate  had 
to  be  discontinued  because  of  massive  edema  of  the 
lower  extremities.  Two  other  patients  developed 
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TABLE  IV.  Results  of  treatment  in  51  patients  with 
“on-off”  phenomena  able  to  tolerate  at  least  25  mg. 
bromocriptine  mesylate  in  addition  to  levodopa/ 
carbidopa 


Data 

Before 

Bromo- 

criptine 

Mesylate 

Peak 

Effect 

Bromo- 

criptine 

Mesylate 

Latest 

Effect 

Bromo- 

criptine 

Mesylate 

Stage  Parkinson’s 
disease  “on” 

2.9  ±0.12 

2.0  ± 0.09 

2.7  ± 1.35 

Change  from 

—31.0  percent. 

—6.9  percent. 

base  line 

p < 0.05 

NS* 

Stage  Parkinson’s 
disease  "off’ 

4.1  ± 1.6 

2.9  ± 4.5 

3.7  ± 1.85 

Change  from 

—27  percent. 

—9.7  percent, 

base  line 

p < 0.05 

NS 

Number  patients 
> 1 stage 
improvement  in 
”on”  period 

34 

13 

Number  patients 
> 1 stage 
improvement  in 
’’off”  period 

43 

11 

Number  patients 
> 1 stage 
improvement  in 
”on”  and  “off 
period 

19 

0 

Mean  time  (months) 

4.5 

15 

* Not  specified. 


such  edema;  however,  because  of  their  marked 
therapeutic  response,  the  drug  was  continued  in 
both. 

Comment 

Bromocriptine  mesylate  has  a definite  anti-park- 
insonian effect;  this  is  clearly  seen  in  patients  who 
have  never  been  on  any  antiparkinsonian  therapy.19 
The  improvement  in  these  patients  is  usually  less 
than  that  later  achieved  with  levodopa,  and  most 
such  patients  cannot  be  maintained  on  bromocrip- 
tine mesylate  alone.  However,  in  those  patients  who 
remain  on  bromocriptine  mesylate  alone,  “on-off’ 
phenomena  and  involuntary  movements  are  less  than 
with  levodopa.  Although  bromocriptine  mesylate 
is  useful  by  itself,  its  greatest  value  is  in  the  man- 
agement of  patients  no  longer  satisfactorily  re- 
sponding to  levodopa.17,25-27 

Bromocriptine  mesylate  resulted  in  improvement 
in  55  of  106  patients  (52  percent).  The  improvement 
consisted  of  a decrease  in  severity  of  parkinsonism, 
independent  of  improvement  in  “on-off’  phenomena 
or  decrease  in  involuntary  movements.  Best  results 
are  obtained  when  bromocriptine  mesylate  is  added 
to  levodopa.  The  most  likely  explanation  for  this 
synergism  is  that  levodopa  and  bromocriptine 
mesylate  compete  for  different  types  of  dopamine 
receptors  in  the  striatum,  and  a better  response  is 
obtained  when  both  receptors  are  stimulated.  Re- 
cently, two  such  receptors  have  been  described.25,28,29 
In  the  first  type  of  receptor,  dopamine  binding  acti- 


TABLE  V.  Adverse  effects  necessitating 
discontinuation  of  bromocriptine  mesylate  in  54  of  106 
patients 

✓ Number  of  Patients \ 

Mental  Involuntary  Orthostatic  Gastro- 

Changcs  Movements  Hypotension  intestinal  Edema 

29  11  9 % 4 1 

vates  adenyl  cyclase,  which  synthesizes  cyclic  aden- 
osine monophosphate,  which  then  induces  changes 
in  the  neurons.  In  the  second  type  of  receptor,  do- 
pamine binding  does  not  activate  adenyl  cyclase. 

Bromocriptine  mesylate  has  a longer  duration  of 
action  than  does  levodopa,  and  this  may  account  for 
its  efficacy  in  treating  “on-off”  phenomena.  “On- 
off’  phenomena  have  been  related  both  to  the  in- 
creasing severity  of  PD  and  the  duration  of  treatment 
with  levodopa.6,7,30-32  Two  types  of  “on-off’  phe- 
nomena have  been  described.  In  the  first,  “off”  pe- 
riods occur  a few  hours  after  the  last  dose  of  levodopa. 
Such  “wearing  off’30  or  “end-of-dose-deterioration” 
phenomena  are  usually  not  accompanied  by  IM.7 
These  phenomena  are  related  to  declining  plasma 
dopa  content,  and  are  usually  benefited  by  bromo- 
criptine mesylate.  The  second  type  of  “off”  periods 
occurs  in  no  fixed  relationship  to  the  last  dose  of  le- 
vodopa and  may  be  associated  with  IM.  These 
phenomena  may  occasionally  be  related  to  increased 
plasma  dopa  content  and  are  usually  not  benefited 
by  bromocriptine  mesylate. 

Involuntary  movements  occur  in  more  than  50 
percent  of  patients  on  levodopa,  and  are  secondary 
to  the  drug.  Although,  initially,  there  is  an  increase 
in  IM  when  bromocriptine  mesylate  is  added  to  le- 
vodopa, most  patients  eventually  experience  a de- 
crease in  IM  as  the  dose  of  bromocriptine  is  increased 
and  the  dose  of  levodopa  is  decreased.  Mental 
changes  occur  in  20  to  80  percent  of  patients  with  PD, 
and  may  be  part  of  the  natural  history  of  the  dis- 
ease.9,33-36 Two  main  types  of  mental  changes  on 
bromocriptine  mesylate  are  described:  an  organic 
confusional  syndrome  that  occurs  when  bromocrip- 
tine mesylate  is  administered  to  patients  with  de- 
mentia, and  a schizophreniform  psychosis  that  occurs 
in  patients  without  dementia.34,37  Since  many  pa- 
tients with  PD  have  some  degree  of  dementia,  and 
since  bromocriptine  mesylate  aggravates  such 
changes,  we  have  been  cautious  in  administering  the 
drugs  to  such  patients.  Bromocriptine  mesylate  also 
produces  orthostatic  hypotension  that  is  usually 
transient. 

If  progressive  loss  of  nigrastriatal  neurons  is  re- 
sponsible for  the  increasing  PD,  why  don’t  all  pa- 
tients improve  on  bromocriptine  mesylate?  One 
explanation  is  that  in  some  patients  there  are  changes 
in  the  striatum  that  make  them  incapable  of  re- 
sponding to  bromocriptine  mesylate.38  Another 
explanation  is  that  bromocriptine  mesylate  is  a 
mixed  agonist-antagonist,39-41  and  that  in  some  pa- 
tients antagonist  properties  may  predominate. 
Thus,  in  vitro,  at  the  presynaptic  receptor,  bromo- 
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criptine  mesylate  behaves  like  an  agonist,  inhibiting 
synaptosomal  tyrosine-hydroxylase,  and  also  like  an 
antagonist,  reversing  the  apomorphine-induced  in- 
hibition of  synaptosomal  tyrosine-hydroxylase.  At 
the  postsynaptic  receptor,  bromocriptine  mesylate 
also  behaves  like  an  agonist,  displacing  bound  H:? 
(tritium)-dopamine  from  striatal  membranes,  and 
like  an  antagonist,  displacing  bound  H8-haloperidol 
from  striatal  membranes.  This  finding  of  mixed 
agonist-antagonist  properties  at  both  pre-  and 
postsynaptic  receptors  suggests  that  more  effective 
agents,  such  as  purer  agonists,  may  achieve  even 
better  results. 
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They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They're  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That's  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 
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Cataracts  acquired  during  life  rarely  appear  sud- 
denly; instead,  they  develop  slowly  over  a time  du- 
ration measured  in  months  or  years.  During  this 
period,  the  patient  may  exhibit  varying  degrees  of 
visual  impairment  and,  episodically,  can  experience 
wide  fluctuations  in  the  ability  to  see. 

Ordinarily,  fleeting  visual  aberrations  are  not 
hazardous  except  on  such  occasions,  for  example,  as 
when  the  patient  is  driving  toward  such  an  intense 
light  source  as  low-lying  sun  during  daylight  or  on- 
coming lights  at  night,  either  of  which  can  obfuscate 
vision  briefly.  Nevertheless,  even  under  such  con- 
ditions, relative  safety  can  usually  be  maintained  if 
the  patient  drives  cautiously. 

However,  in  some  occupations,  such  as  those  as- 
sociated with  air  safety,  a temporary  visual  distur- 
bance, occurring  at  a critical  moment,  could  result  in 
serious  consequences.  As  an  example,  consider  the 
case  reported  recently  in  Checklist — A Radar  Re- 
minder! in  which  a pilot  occasionally  experienced 
diplopia,  described  as  being  comparable  to  TV 
ghosts.1  He  ignored  this  symptom  and  did  not  seek 
medical  attention,  until  one  day  he  saw  seven  run- 
ways. Subsequent  medical  examinations  revealed 
that  the  pilot  had  incipient  cataracts  which,  ac- 
cording to  this  report,  were  attributed  to  microwave 
radiation  from  the  aircraft’s  radar  being  inadver- 
tently left  on  while  the  plane  was  on  the  ground  at 
intermediate  stops  in  its  schedule.  On  at  least  two 
such  occasions,  the  pilot  recalled  leaning  on  the  ra- 
dome  while  waiting  for  the  aircraft  to  he  serviced. 
This  article  also  stated  that  the  Flight  Safety  Foun- 
dation had  information  about  other  instances  of 
similar  radiational  injuries,  hut  no  details  were  pro- 
vided about  the  additional  cases. 

Similar  types  of  visual  problems  in  avionic  per- 
sonnel were  reported  by  Zaret  and  Snyder  in  1977. 2 
l hey  made  the  first  correlations  both  between  the 


Fifteen  cases  of  acquired  capsular  cataract  in  com- 
mercial air  traffic  controllers  and  airline  pilots  are 
reported.  A discussion  of  the  significance  of  capsular 
cataract  in  avionic  environments  is  presented.  Op- 
tical mechanisms  whereby  small  lens  opacities  can 
interfere  with  visual  function  and  cognition  are  de- 
scribed. Criteria  to  assist  the  family  physician  in 
diagnosing  or  suspecting  the  condition  are  evolved. 
The  need  for  assessing  the  role  of  this  factor  as  a 
contributory  element  in  near  collision  incidents  is 
implied.  The  rationale  for  excluding  postcataract 
surgery  pilots  from  being  recertified  is  expressed,  and 
the  function  of  the  medical  profession  in  contributing 
towards  air  safety  is  delineated. 


relationship  of  a specific  type  of  cataract  to  the 
nonionizing  radiations  of  avionic  environments,  and 
also  between  temporary  visual  dysfunction  and  its 
placing  air  safety  in  jeopardy.  Among  their  cases  of 
capsular  cataract  were  five  civilian  air  traffic  con- 
trollers and  one  commercial  air  line  pilot;  the  others 
were  military  radar  technicians  who  flew  in  the  EC- 
121  type,  electronic  surveillance  aircraft. 

Here  we  will  exclude  consideration  of  military 
personnel,  even  though  the  author  has  personally 
confirmed  the  presence  of  capsular  cataract  in  over 
20  of  them  exposed  to  similar  avionic  radiations. 
Also  excluded  are  the  cataracts  in  commercial  airline 
pilots  reported  by  Pollack,  a consultant  to  the  FAA 
(Federal  Aviation  Agency),  in  April,  1971,  at  a 
meeting  of  the  Armed  Forces  Epidemiology  Board’s 
Commission  on  Environmental  Health,  Walter  Reed 
Army  Institute  of  Research,  Walter  Reed  Army 
Medical  Center,  Washington,  D.C.,  concerned  solely 
with  microwave  radiation  hazards.  Instead,  our  in- 
terest will  be  limited  to  commercial  aviation  for  this 
report  of  15  cases  (Table  I).  In  all  of  them,  the  au- 
thor confirmed  not  only  that  capsular  cataract  was 
present,  but  also  that  it  was  acquired  tollowing  pro- 
longed employment  in  avionic  environments  which 
contain  spurious  nonionizing  radiations,  emitted  by 
radar,  radio,  navigational  devices,  cathode  ray  tubes, 
video  display  units,  and  so  forth. 

Relevance  of  capsular  cataract 

In  this  context,  the  significance  of  the  capsular 
type  of  cataract,  acquired  during  adult  life,  in  the 
absence  of  signs  or  symptoms  of  prior  intraocular 
inflammatory  disease,  relates  to  the  differential  di- 
agnosis. All  of  the  other  ordinarily  encountered 
cataracts,  such  as  congenital,  familial,  metabolic, 
drug,  or  senile  cataracts,  init  ially  become  evident  at 
a different  site,  that  is,  within  the  lens  substance  it- 
self, instead  of  at  the  lens  surface,  the  site  of  its  cap- 
sule. Moreover,  even  the  remote  possibility  of  a rare, 
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TABLE  I.  Tabulation  of  cases  of  capsular  cataract  in 
civilian  air  traffic  controllers  and  airline  pilots 


Case 

Number 

Employment 

Age  at  Onset 

1(4)* 

Air  traffic  controller 

50 

2(5) 

Air  traffic  controller 

39 

3(6) 

Air  traffic  controller 

52 

4(7) 

Air  traffic  controller 

39 

5(8) 

Air  traffic  controller 

48 

6 

Air  traffic  controller 

40 

7 

Air  traffic  controller 

53 

8 

Air  traffic  controller 

45 

9 

Air  traffic  controller 

55 

10 

Air  traffic  controller 

44 

11 

Air  traffic  controller 

47 

12 

Air  traffic  controller 

34 

13(9) 

Airline  pilot 

37 

14 

Airline  pilot 

47 

15 

Airline  pilot 

33 

* ( ) indicates  case  number  used  previously.2 


toxic  chemical  poisoning  of  the  lens  was  not  valid 
because  none  had  such  a history.  Instead,  all  of  these 
cases  of  acquired  capsular  cataract,  except  for  Case 
14,  were  in  an  otherwise  healthy  population  group; 
they  were  required  to  pass  relatively  stringent,  an- 
nual FAA  physical  examinations  which  each  had 
passed,  until  they  were  disqualified  because  of  failing 
the  visual  acuity  test  owing  to  cataracts.  Case  14,  the 
exception,  was  disqualified  because  of  a different, 
intercurrent  disease,  but  that  is  not  believed  to  have 
been  contributory  to  the  concomitant  capsular  cat- 
aract because  his  visual  symptoms  antedated  the 
inception  of  the  disqualifying  disease. 

In  accordance  with  the  classification  of  nonionizing 
radiation  cataracts  developed  in  1973, all  of  the  cases 
reported  here  can  be  identified  as  “delayed”  hertzian 
radiation  cataracts,  as  differentiated  clinically  from 
“acute”  or  “subacute”  types.  Delayed  hertzian  ra- 
diation cataracts  usually  form  insidiously  over  a 5- 
to  30-year  period.  It  is  during  this  critical  interval, 
while  the  cataract  is  evolving,  and  before  significant 
visual  loss  has  occurred,  that  it  is  important  to  arrive 
at  a correct  diagnosis  for  at  least  two  important  rea- 
sons. 

The  first  concerns  the  patient  whose  diagnosis  can 
frequently  be  established  while  the  cataracts  are  still 
at  an  incipient  stage  and  before  vision  is  severely 
impaired.  As  a matter  of  fact,  not  infrequently, 
during  the  early  months  or  years,  there  exists  an 
asymmetry  so  that  one  lens  can  exhibit  opacities 
while  the  other  lens  may  still  be  completely  trans- 
parent. No  matter  whether  the  cataracts  are  bilat- 
eral, unilateral,  or  at  markedly  different  stages  in  the 
two  eyes,  removing  the  patient  from  further  con- 
tinuing exposure  may  result  in  either  a slowing  down 
of  the  rate  of  cataractogenesis  or  a total  arrest  of  the 
process  in  a forme  fruste  stage.  This  represents  one 
of  the  few  examples  where,  as  physicians,  we  can 
prevent  a cataract  from  progressing  to  the  point  at 
which  it  will  ultimately  require  surgery,  the  usual 


course  of  events  if  these  patients  are  not  removed 
from  their  occupational  environment. 

The  second  important  reason  for  early  diagnosis 
is  societal  because  it  concerns  air  safety.  The  FAA’s 
practice  of  providing  waivers  for  air  traffic  controllers 
and  airline  pilots  with  faulty  visual  perception  should 
be  discontinued.  Otherwise,  the  public  is  placed  in 
needless  risk  by  the  inherent  breach  of  air  safety 
which  requires  that  all  avionic  personnel  be  able  to 
function  fully  during  all  exigencies. 

Early  signs  and  symptoms 

The  clues  required  for  early  diagnosis,  indeed, 
perhaps  the  only  pragmatic  possibility  currently 
available,  to  prevent  advanced  cataracts  in  air  traffic 
controllers  and  airline  pilots  resides  not  with  the  FAA 
but,  instead,  with  the  patient’s  personal  physician. 
The  reason  is  simple:  the  FAA  physician  is  per- 
ceived to  occupy  an  adversarial  position,  potentially 
threatening  the  patient’s  job  security.  Under  such 
circumstances,  although  not  condonable,  it  is  nev- 
ertheless understandable  that  the  patient  may  be 
reluctant  to  volunteer  information  that  could  lead  tc 
his  being  disqualified.  What  also  complicates  this 
matter  further  is  the  patient’s  covert  fear  that,  if  he 
presented  his  early  complaints  to  the  FAA  physician, 
this  could  lead  to  a misdiagnosis  of  hysteria  or  ma- 
lingering, and  that,  itself,  could  be  detrimental  for 
promotions  and  lead  to  less  desirable  job  assignments 
or  even  result  in  being  fired. 

The  personal  physician,  on  the  other  hand,  is 
trusted  and  perceived  as  understanding  that  anxiety 
and  tension  could  be  part  of  the  stress  associated  with 
the  patient’s  occupation.  Also,  physicians  generally 
are  aware  of  the  high  degree  of  vigilance  and  the 
importance  of  excellent  visual  function  as  these” relate 
to  the  patient’s  job  performance.  A careful  evalua- 
tion of  the  history  is  particularly  valuable,  and,  in 
this,  the  art  of  medicine  is  far  more  important  than 
its  science  for  early  diagnosis,  because  only  later  do 
physiologic  mensuration  techniques  and  clinical 
laboratory  test  findings  become  positive. 

It  is  beyond  the  scope  of  this  article  to  discuss  the 
anxiety-related  and  neuropsychiatric  symptoms 
except  to  mention  that  sleep  disorders  and  memory 
deficits  can  occur  and  impair  on-the-job  vigilance. 
This  is  compounded  when  the  patient  resorts  to 
self-therapy  with  tranquilizers  or  sedatives  or  obtains 
similar  results  by  resorting  to  alcohol.  Indeed,  the 
incidence  of  alcoholism  among  avionic  personnel  has 
already  reached  alarming  proportions. 

What  is  of  specific  concern  to  us  here,  however,  are 
the  factors  that  induce  fatigue,  reduce  vigilance,  and 
enhance  ocular  asthenopia.  In  this  regard,  when 
obtaining  the  history,  the  physician  should  be  par- 
ticularly alert  for  two  specific  symptoms:  memory 
deficits  and  visual  disturbances.  Both  occur  in 
varying  forms;  often  they  can  be  interrelated,  and 
occasionally  they  result  in  faulty  cognitive  pro- 
cessing. 
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The  patient  may  complain  that  he  is  not  as  confi- 
dent now  as  formerly.  An  air  traffic  controller,  for 
example,  may  reveal  that  he  experiences  difficulty 
when  confronted  with  surges  of  traffic;  formerly  he 
easily  remembered  essential  data  for  15  to  20  aircraft 
in  his  sector,  but  now  he  has  difficulty  in  keeping  tabs 
on  half  as  many.  He  may  cite  specific  examples  of 
near  misses  when  he  inadvertently  placed  aircraft 
into  collision  courses. 

Moreover,  the  patient  may  also  relate  such  epi- 
sodes to  a sense  of  temporary  visual  impairment  and 
state  that  occasionally  images  seemed  to  disappear 
from  the  radar  screen.  He  may  have  had  his  eye- 
glasses changed  several  times  within  a period  of  a few 
months,  and  yet  he  is  still  not  satisfied  with  his  vision. 
He  may  describe  this  as  though  looking  through  an 
early  morning  mist  or  a wet  window.  Occasionally, 
when  driving,  he  takes  unnecessary  evasive  actions 
to  avoid  crashing  into  objects  which  do  not  pose  a 
danger,  and,  in  doing  so,  he  may  create  a real  danger 
of  an  accident’s  occurring  with  an  object  that  he  did 
not  see  in  the  opposite  direction. 

Some  or  all  of  these  complaints  may  be  exhibited 
intermittently  over  a time  interval  measured  in 
months  or  years  before  the  patient  is  diagnosed  as 
having  cataracts.  As  an  example,  in  a case  presented 
by  Zaret  and  Snyder,2  the  patient  reported  such  in- 
termittent visual  disturbances  sporadically,  as  they 
occurred,  to  his  superiors.  This  resulted  in  many  eye 
examinations  over  a three-year  period,  during  which 
time  no  ocular  pathologic  condition  was  noted,  until 
finally  an  incipient  cataract  was  discovered  in  his  left 
eye.  Despite  additional  episodes  of  potential  midair 
crashes  followed  by  more  eye  examinations,  the  in- 
cipient cataract  was  repeatedly  waived,  and  the  pa- 
tient continued  to  work  as  an  air  traffic  controller  for 
two  additional  years  because  visual  acuity  remained 
good  as  measured  under  the  contrived  illumination 
conditions,  that  is,  semidarkness,  of  the  examination 
room.  Finally,  after  two  consecutive  shifts  on  each 
of  which  the  patient  wrongly  identified  aircraft  and 
unwittingly  directed  them  into  potential  midair  crash 
patterns,  the  patient  insisted  that,  no  matter  what 
the  results  of  the  eye  tests,  he  should  no  longer  be 
performing  this  work.  Only  then  was  he  disqualified, 
and  a final  eye  examination  at  that  time  revealed  that 
his  visual  acuity  was  still  correctable  to  20/20  for  the 
right  eye  and  20/30  for  the  left;  such  a slight  reduc- 
tion of  visual  acuity,  by  itself,  is  ordinarily  waived  by 
the  FAA,  but  here  it.  was  not,  only  because  the  air 
traffic  controller  had  refused  to  continue  working! 

Apparent  paradox 

Visual  acuity  does  not  define  all  aspects  of  good 
vision.  To  understand  some  of  the  mechanisms 
which  permit  the  patient  to  score  well  on  the  visual 
acuity  test  which  is  conducted  under  the  contrived, 
reduced  ambient  illumination  conditions  during  re- 
fraction, and  yet  to  suffer  from  serious  diminution 
of  visual  function  under  naturally  occurring  condi- 
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tions,  it  is  necessary  to  review  a few  basic  principles 
of  intraocular  optics. 

In  this  context,  it  is  important  to  recognize  that 
very  little  of  the  lens  serves  as  a refracting  medium 
for  central  vision;  for  example,  only  the  axial  portion 
of  the  lens  lying  within  the  pupillary  aperture  takes 
part  in  the  imagery  of  an  object  onto  the  macular 
region  of  the  retina.  Thus,  the  peripheral  portion  of 
the  lens,  lying  behind  the  iris,  does  not  contribute  in 
focusing  the  image  of  the  object  of  regard  onto  the 
retina;  instead,  it  permits  peripherally  located  objects 
to  be  imaged,  relatively  unfocused,  onto  corre- 
sponding portions  of  the  peripheral  retina. 

Regarding  central  vision,  if  there  is  a minute  or  dot 
opacity  at  the  nodal  point  of  the  lens,  this  can  act  as 
a prism  and  result  in  monocular  diplopia  or  poly- 
plopia.  If  this  solitary  opacity  is  far  removed  from 
the  nodal  point,  its  effect  may  not  be  apparent  at  all 
to  the  patient.  If  it  is  near  to  but  not  at  the  nodal 
point,  the  patient  may  note  that,  although  he  can  see 
the  image,  it  is  not  crisp.  If  there  are  multiple  opa- 
cities in  this  region  of  the  lens,  that  can  induce  a sense 
of  looking  through  a mist  or  a wet  glass.  Unfortu- 
nately, the  refractionist  seldom  inquires  as  to  the 
quality  of  vision  but  instead  is  interested  principally 
in  recording  visual  acuity. 

If  we  examine  the  effects  of  a peripherally  located 
intense  light  source,  this  does  not  produce  a blinding 
glare  if  the  lens  is  normal;  instead,  its  image  is  de- 
tected in  the  corresponding  peripheral  retina,  albeit 
as  a bright  source.  However,  if  the  light  is  illumi- 
nating opacities  as  it  traverses  the  lens,  then  each  of 
these  opacities,  in  turn,  acts  as  if  it,  itself,  was  a lu- 
minaire and  emits  or  scatters  light  in  all  directions 
within  the  eye.  Depending  on  the  intensity  and 
duration  of  the  external  source  of  light,  the  secondary 
“internal”  luminaires  can  produce  entopic  effects  on 
vision  varying  from  a slight  fogginess  to  a blinding 
dazzle. 

Additional  factors  adversely  affecting  visual 
function  could  also  be  discussed.  However,  the  im- 
portant point  to  be  stressed  here  is  that  the  meth- 
odology currently  employed  by  the  FAA  for  certi- 
fying the  visual  status  of  avionic  personnel  does  not 
account  for  these  aberrations  and,  therefore,  appears 
to  be  inadequate  if  not  seriously  flawed. 

Airline  pilots 

As  bad  as  that  may  be,  a different  but  not  unre- 
lated matter  is  worse.  This  concerns  the  practice  of 
recert  ifying  airline  pilots  who  have  acquired  cataracts 
and  had  surgery,  and  subsequently  passed  the  FAA’s 
vision  tests.  That  some  pilots  have  returned  to  flying 
status  and  performed  successfully  speaks  well  of  their 
motivation  and  skill  and,  perhaps,  also  of  their 
courage.  But  by  no  stretch  of  the  imagination  should 
any  aphakic  or  pseudophakic  pilot  be  considered  as 
having  sufficiently  rehabilitated  visual  function  so 
as  to  he  licensed  to  fly  a commercial  aircraft;  instead, 
it  should  be  self-evident  that  recertifying  airline  pi- 


lots  after  cataract  surgery  is  incompatible  with  the 
concept  of  air  safety. 

Case  report 

In  this  context,  consider  Case  15,  a young  airline  pilot 
who  found  himself  in  a Catch-22  dilemma  because  of  the 
various  recertification  arrangements  and  understandings 
between  the  FAA,  the  airlines,  the  ALPA  (Air  Line  Pilots 
Association),  and  the  insurance  carriers.  At  age  33,  he  was 
advised  by  his  personal  physician  that  he  was  developing 
cataracts  in  both  eyes.  Therefore,  he  grounded  himself 
and  advised  the  FAA  which,  after  confirming  the  findings, 
removed  him  from  flying  status. 

At  that  time,  under  contrived  conditions  of  reduced 
ambient  illumination,  his  visual  acuity  was  correctable  to 
20/25  for  the  right  eye  and  20/30  for  the  left;  however,  in 
bright  illumination,  his  vision  has  reduced  markedly  with 
visual  acuity  fluctuating  between  20/50  and  20/80  for  each 
eye.  He  was  diagnosed  as  having  immature  posterior 
subcapsular  cataracts.  His  ophthalmologist  advised 
against  surgery  due  to  his  very  young  age  and  the  fact  that 
his  cataracts  were  still  very  immature.  Having  been  placed 
on  medical  disability,  he  received  supplementary  income 
from  ALPA-sponsored  insurance  policies. 

One  of  the  insurance  carriers,  in  exercising  its  preroga- 
tive, had  the  patient  examined  by  its  consulting  ophthal- 
mologist. He,  too,  found  that  the  patient  had  an  early 
stage  of  cataracts  but  it  was  this  ophthalmologist’s  stated 
opinion,  based  on  performing  a manipulative  refraction- 
type  examination  designed  to  detect  malingering,  that  the 
patient  saw  better  than  he  reported.  However,  pilots  do 
not  fly  aircraft  under  the  visual  conditions  simulated  for 
manipulative  refraction,  so  the  patient’s  disability  could 
not  be  justifiably  reversed  by  this  consultant’s  opinion,  no 
matter  how  favorably  it  may  have  been  received  by  the 
insurance  carrier.  Unfortunately,  though,  the  allusion  to 
"malingering”  can  serve  a coercive  function  and  this  was 
not  long  in  coming.  The  insurance  carrier  notified  the  pilot 
that  beginning  cataracts  are  not  a permanent  disability 
because  the  FAA  does  restore  licenses  after  cataract  sur- 
gery. Therefore,  it  declared  the  pilot’s  disability  to  be 
temporary  and  advised  him  that  benefits  would  be  termi- 
nated. 

Meanwhile,  the  pilot  obtained  another  opinion  from  a 
third  ophthalmologist  who  concurred  with  the  first,  stating 
that  immature  cataracts  were  present,  that  surgery  was  not 
yet  indicated,  and  that,  although  vision  was  still  good 
enough  to  function  elsewhere,  nevertheless,  it  was  not  good 
enough  to  fly  an  airplane. 

Subsequently,  at  age  35,  the  patient  was  referred  to  me 
for  still  another  opinion,  and  I examined  him  on  October 
20,  1977.  My  findings  were  essentially  the  same  as  those 
reported  initially  when  he  was  33  years  old.  However,  in 
view  of  considerable  experience  in  studying  nonionizing 
radiation  cataracts,  I have  learned  that  “posterior  sub- 
capsular  cataract”  exists  in  at  least  two  forms.  The  dif- 
ference can  be  elicited  only  by  careful  slit-lamp  biomi- 
croscopy where  it  can  be  determined  whether  opacification 
involves  the  lens  capsule,  which  is  located  at  the  lens’s  re- 
fringent  edge,  in  which  case  it  is  “capsular,”  or  whether  it 
is  located  within  the  lens  substance  itself,  near  to  but 
separated  from  the  site  of  the  lens  capsule  by  intervening 
clear  lens  substance,  in  which  case  it  is  truly  “subcapsular." 
By  these  criteria,  capsular  cataract  was  first  described  as 
resulting  from  microwave  or  nonionizing  radiation  by  me 
in  1964, 4 and  confirmed  independently  by  Bouchat  and 


Marsol  in  1967,  ’ who  published  a case  of  acquired  capsular 
cataract  in  a 23-year-old  radar  technician. 

The  pilot  exhibited  posterior  capsular  cataracts  in  both 
eyes.  1 concurred  with  the  opinions  expressed  by  the  two 
noninsurance  carrier  ophthalmologists;  to  wit,  that  the 
patient  did  have  immature  cataracts,  that  he  should  not 
be  permitted  to  pilot  an  airplane,  and  that  it  was  premature 
to  consider  surgery. 

In  addition,  I advised  the  patient  that  his  cataracts  were 
the  capsular  type  and  explained  that,  in  my  opinion,  they 
were  related  to  the  electronic  smog  associated  with  avionic 
environments.  1 further  advised  him  that  all  unnecessary 
exposure  to  hertzian  radiations,  such  as  from  consumer 
products  like  microwave  ovens  or  citizens  band  (CB)  radio 
broadcast  transmitters,  should  be  avoided,  otherwise  the 
cataracts  would  be  expected  to  worsen. 

The  patient  followed  this  advice  and,  after  an  interval 
of  one  year,  he  was  reexamined  on  November  2, 1978.  The 
findings  remained  unchanged;  indeed,  the  condition  ap- 
peared to  be  arrested  at  essentially  the  same  stage  that 
existed  three  years  earlier  when  he  was  separated  from  the 
avionic  environment. 

Comment 

Currently,  there  is  much  concern  about  the  danger 
of  airplane  crashes  because  the  media  have  informed 
the  public  about  the  increasing  rate  of  near  misses. 
The  various  vested  interest  organizations,  such  as  the 
FAA,  the  airlines,  ALPA,  and  PATCO  (the  Profes- 
sional Air  Traffic  Controllers  Organization)  have 
been  providing  suggestions,  mostly  based  on  paro- 
chial views,  as  to  how  this  problem  of  air  safety  can 
be  minimized.  Some  of  the  suggestions  are  good; 
others  are  poor;  most  urge  the  modernization  of 
equipment;  others  champion  redundancy;  but  none 
address  the  human  factor  in  meaningful  fashion. 

There  can  be  no  quarrel  with  the  fact  that  pilot  and 
air  traffic  controller  performance  ordinarily  is  ex- 
cellent. Also,  because  of  their  skill,  motivation,  and 
intelligence,  they  prevent  many  potentially  threat- 
ening incidents  from  occurring,  and,  when  incidents 
do  arise,  they  prevent  the  overwhelming  majority  of 
these  from  becoming  accidents.  But  this  depends 
on  their  mental  and  physical  fitness  because  any 
degradation  in  their  vigilance,  cognition,  or  percep- 
tion results  in  an  increased  incidence  of  what  is  re- 
ferred to  as  human  error,  as  though  the  error  were 
entirely  the  fault  of  the  pilot  or  air  traffic  con- 
troller. 

That  that  is  not  always  where  the  fault  lies  should 
be  obvious.  The  15  cases  reported  here,  by  them- 
selves, represent  a serious  source  of  threat  ter  air 
safety;  that  they  are  only  the  tip  of  the  iceberg  should 
be  a real  concern  for  everyone  interested  in  air  safety. 
Unfortunately,  because  of  the  basic  inadequacies 
within  the  FAA  medical  system  that  provides  the 
first  line  of  medical  surveillance,  the  self-serving 
interests  of  direct  third  parties,  such  as  the  air  lines, 
ALPA,  and  PATCO,  or  indirect  third  parties,  such 
as  the  insurance  carriers,  early  symptoms  can 
sometimes  escape  detection  or  be  misdiagnosed  as 
an  hysteric  reaction  or  malingering. 
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Therefore,  it  is  of  paramount  importance  that  the 
personal  physician  become  familiar  with  these 
problems.  On  the  one  hand,  we  should  not  unwit- 
tingly support  a malingerer.  On  the  other  hand,  if  I 
am  as  correct  as  I believe  myself  to  be  about  the  re- 
lationship of  capsular  cataract  to  spurious  avionic 
radiations,  early  diagnosis  may  delay  or  even  prevent 
the  need  for  cataract  surgery  at  some  later  date.  But, 
whether  it  does  or  not,  there  can  be  no  question  about 
the  breach  in  air  safety  should  the  impaired  pilot  or 
air  traffic  controller  be  permitted  to  continue  at 
work.  For  this  very  important  reason,  it  behooves 
us  to  use  diligence  in  examining  patients  from  this 
population  group. 

Summary 

The  general  practitioner  or  family  physician 
should  pay  part  icular  heed  to  a number  of  symptoms 
and  signs  in  his  patients  who  are  airline  pilots  or  air 
traffic  controllers.  For  example,  incipient  or  overt 
drug  abuse,  alcoholism,  and  hypertension  are  obvious 
signals  that  job-related  stress  may  be  a causative  or 
aggravating  factor. 

Earlier  appearing  manifestations  of  anxiety,  such 
as  sleep  disorders,  memory  deficits,  and  increased 
fatigability,  are  more  subtle.  But,  when  such  find- 
ings are  associated  with  intermittent  ocular  asthe- 
nopia, the  intervening  reduced  vigilance  and  faulty 
cognition  increase  the  risk  for  human  error. 

In  examining  the  patient’s  eyes,  it  is  important  to 


recognize  that  visual  acuity  alone  cannot  be  relied  on 
as  a true  measure  of  vision.  Instead,  physicians 
should  be  alert  for  complaints  of  intermittent  aber- 
rations in  visual  function,  expressed  as  looking 
through  a mist  or  a wet  glass,  difficulty  with  night 
driving,  and  frequent  change  in  eyeglass  prescrip- 
tions. Also,  the  crystalline  lens  of  the  eye  should 
always  be  examined  ophthalmoscopically  to  ensure 
the  absence  of  incipient  cataracts. 

It  behooves  the  attending  physician  to  perceive 
these  findings  in  the  context  of  the  patient’s  occu- 
pation because  air  safety  depends  on  the  perfection 
with  which  airline  pilots  and  air  traffic  controllers 
perform  their  tasks. 
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Many  children  burned 
by  child  abusers 

A growing  number  of  child  abusers  are  burning  or 
scalding  the  suffering  youngster,  says  a report  in  the  August 
10  Journal  of  the  American  Medical  Association. 

At  the  Children’s  Hospital  of  Michigan  in  Detroit, 
physicians  found  that  battered  children  had  inflicted  burns 
in  9.3  percent  of  1,518  cases.  Nonaccidental  burns  were 
recognized  in  16  percent  of  children  admitted  to  the  burn 
center. 

Says  Donald  W.  Hight,  M.D.,  of  Wayne  State  University 
School  of  Medicine: 

“The  high  incidence  of  subsequent  injuries,  permanent 
morbidity,  and  rising  mortality  mean  that  all  physicians 
must  be  aware  and  prepared  to  recognize  this  common 
social  illness.” 

Seventy-five  percent  of  the  children  were  from  homes 
of  single  parents,  Dr.  Hight  says.  Among  these  parents 


many  were  young  and  socially  isolated.  The  average  age 
for  inflicted  burns  was  32  months. 

Up  to  10  years  ago,  inflicted  burns  were  thought  to 
constitute  only  1 to  2 percent  of  children  admitted  to  the 
burn  center,  he  reports.  Heightened  awareness  of  the 
battered  child  syndrome  has  led  to  an  increase  in  the 
number  of  recognized  cases. 

Physicians  were  advised  to  study  the  location  of  the  burn 
in  relation  to  the  parent’s  explanation  of  how  it  happened 
to  determine  whether  the  injury  might  have  been  inten- 
tional. Physicians  also  were  admonished  to  be  cautious 
not  to  incriminate  an  innocent  parent  by  jumping  to  un- 
founded conclusions.  By  critically  assessing  depth,  extent 
and  distribution  of  the  burn,  along  with  the  developmental 
age  of  the  victim,  the  physician  can  confirm  or  refute  a 
suspicion  of  inflicted  injury,  Dr.  Hight  says. 

Physicians  now  are  mandated  by  state  laws  to  report 
suspected  cases  of  child  abuse,  and  also  are  protected  by 
law  from  libelous  prosecution  from  reporting  such  cases. 
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The  Upjohn  Company 
announces 

anew 
indication  for 

Motrin’ 

(ibuprofen) 


Motrin  now  proved  an 
effective  analgesic 
for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
propoxyphene  65  mg  in  controlled  clinical  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief- 
of-pain  scores* 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Darvon  65  mg 

.66 

.99 

1.13 

.99 

.80 

propoxyphene 

(100) 

(99) 

(96) 

(96) 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

0 = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 
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TABLETS 


mg 


• Not  a narcotic  • Not  addictive  • Not  habit  forming 

• Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 

• Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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Motrin'  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin " Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it.  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

F*eptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 
Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

'Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease:  Suggested  dosage  is  300, 400  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain 
Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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Concern  about  cancer  is  a predominant  factor 
in  the  health  attitudes  of  Americans.  A recent  study 
on  behalf  of  the  ACS  (American  Cancer  Society)  re- 
vealed that  37  percent  of  the  public  polled  felt  that 
cancer  is  the  worst  thing  that  can  happen  to  a per- 
son.1 Nearly  one  half,  49  percent,  agreed  with  the 
statement,  “The  word  ‘cancer’  itself  scares  me.”  The 
same  study  showed  a 38  percent  increase  over  a 1966 
survey  in  the  percentage  of  persons  reporting  that 
they  go  for  regular  physical  check-ups  which  include 
cancer  tests.1  In  1978,  21  percent  of  males  and  50 
percent  of  females  reported  going  for  regular  physical 
check-ups.  The  greatest  proportion  of  such  persons, 
42  percent,  was  in  the  college-educated  group,  but  the 
greatest  increases  over  1966  occurred  in  the  group 
with  only  grade-school  education,  where  it  nearly 
doubled  to  31  percent.1 

Clearly  there  is  a heightened  awareness  of  cancer 
and  the  value  of  its  early  detection.  Most  third- 
party  payment  plans  do  not  cover  costs  of  routine 
examinations  or  screening.  In  some  clinical  settings 
a patient  may  be  seen  for  the  care  of  an  acute  condi- 
tion, for  example,  hypertension,  but  a cancer-de- 
tecting procedure  is  omitted  because  it  is  assumed 
the  patient  receives  a complete  examination  else- 
where.2 Patients  unaware  of  the  value  of  such  ex- 
aminations may  fail  to  request  them.  This  report 


describes  a voluntary  effort  in  New  York  State 
sponsored  by  the  ACS  to  demonstrate  public  ac- 
ceptance of  the  concept  of  cancer  screening  and  de- 
velop procedures  for  the  conduct  of  a public  screen- 
ing program. 

Materials,  methods,  and  procedures 

In  April  of  1978,  the  Erie  County,  New  York,  Unit 
of  the  ACS  joined  with  Buffalo-area  hospitals  and 
participating  volunteer  physicians  to  offer  a series  of 
free  cancer-screening  clinics  open  to  all  members  of 
the  public  who  were  at  least  21  years  of  age.  There 
were  no  other  stated  or  unstated  restrictions.  Clinics 
were  held  in  the  outpatient  departments  of  the  hos- 
pitals, some  during  the  day,  others  at  night.  Four 
hospitals  sponsored  several  clinics  during  the  months 
of  April  and  May,  while  two  each  had  single  day-long 
clinics.  The  participating  hospitals,  which  were 
Buffalo  Columbus  Hospital,  Buffalo  General  Hos- 
pital, Erie  County  Medical  Center,  Millard  Fillmore 
Hospital,  Roswell  Park  Memorial  Institute,  and  St. 
Joseph  Intercommunity  Hospital,  provided  a total 
of  65  hours  of  clinic  time.  Depending  on  staffing 
available,  four  to  eight  screenees  were  scheduled  for 
each  hour  of  clinic  time.  It  was  anticipated  that  500 
persons  could  be  screened  within  these  confines  of 
time  and  space,  but  actually  517  persons  were  seen. 
The  excess  may  be  attributed  to  a number  of  un- 
scheduled walk-in  clients. 

Public  notification  for  the  clinics  consisted  of 
public  service  radio  and  television  advertising;  a news 
release  resulting  in  feature  coverage  on  one  local 
television  news  program  and  in  articles  in  several 
community  newspapers;  and  of  flyers  and  posters 
distributed  to  community  centers.  A special  effort 
was  made  to  reach  the  high-risk  elderly  population 
by  announcements  at  senior  citizen  club  meetings 
and  printed  announcements  distributed  through  the 
senior  citizen  lunch  program. 

Area-wide  coordination  of  appointments  for  the 
clinics  was  required.  Appointments  were  made  by 
telephone  to  the  Cancer  Information  Service,  a 
telephone  information  and  referral  service  manned 
by  trained  volunteers.  Callers  were  assigned  to  the 
particular  hospital  clinic  and  hour  of  their  choice  on 
a space-available  basis.  All  clinic  appointments  were 
filled  within  a month  of  announcement  of  the  pro- 
gram. An  excess  of  over  100  callers  could  not  be 
provided  with  appointments  and  were  referred  to 
alternative  sources  of  care  such  as  the  Erie  County 
Medical  Society  and  neighborhood  health  clinics. 
All  clinics  were  manned  by  volunteer  clerical  help, 
usually  ACS  volunteers,  as  well  as  by  nurses  and 
physicians  from  the  staff  of  the  participating  hospi- 
tal. Physicians  donated  an  estimated  200  hours  of 
working  time  to  the  conduct  of  the  clinics.  Nurses, 
lay  volunteers,  Cancer  Information  Service  volun- 
teers, and  ACS  and  Roswell  Park  staff  contributed 
comparable  amounts  of  effort. 

Instruction  in  breast  self-examination  was  offered 
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in  several  clinics.  Public  education  films  on  major 
cancer  sites  were  shown  in  the  clinic  waiting  rooms, 
and  each  screenee  received  a packet  of  ACS  pam- 
phlets. Each  screenee  completed  a history  form 
which  included  marital  status;  education;  income; 
family  history  of  cancer;  smoking  history;  alcohol  use; 
symptomatology;  physical  examination  history  and 
prior  Papanicolaou  test;  and  chest  x-ray,  mammog- 
raphy, and  breast  self-examination  experience. 

The  examination  consisted  of  a complete  physical 
examination,  including  oral  examination  with  a la- 
ryngeal mirror,  thyroid  palpation,  auscultation  of 
chest  sounds,  breast  examination,  abdominal  pal- 
pation, and  pelvic  and  digital  rectal  examinations. 
Urine  was  tested  by  dipstick  for  albumin,  blood, 
sugar,  acetone,  and  pH.  Blood  pressure,  weight,  and 
height  were  recorded.  A guaiac  (Hemoccult)  test  for 
stool  blood  was  performed,  and  screenees  were  given 
two  additional  guaiac  slides  to  complete  and  return 
for  analysis.  Papanicolaou  smears  were  taken  on  266 
of  337  women  examined. 

Screenees  were  informed  of  findings  by  mail,  and, 
if  there  were  positive  findings,  the  screenee’s  personal 
physician  was  similarly  informed.  Those  with  neg- 
ative findings  were  cautioned  regarding  limitations 
of  the  examination  and  were  urged  to  consult  their 
physican  regarding  future  check-ups  or  any  symp- 
toms which  might  develop. 

In  addition  to  analyzing  the  clinical  findings  on  all 
participants,  two  follow-up  surveys  by  mailed  ques- 
tionnaire were  conducted.  The  first  questionnaire, 
sent  six  weeks  after  the  clinic  screenings  to  146,  out 
of  517,  random  screenees,  was  designed  to  elicit  their 
opinions  as  to  the  quality  of  the  clinics  and  the  suc- 
cess of  clinics  in  achieving  health  and  education  ob- 
jectives. The  second  questionnaire,  sent  six  months 
later  to  185  persons  notified  about  their  abnormal 
findings,  was  designed  to  evaluate  the  extent  to  which 
they  had  sought  and  received  further  medical  care  or 
health  assessment. 

Characteristics  of  screenees.  A total  517  males 
and  females  attended  one  of  the  clinics.  Three 
fourths  of  the  screenees  were  over  age  40,  which  is 
twice  the  frequency  of  this  age  group  in  the  general 
population  of  Erie  County  as  reported  in  the  1970 
U.S.  Census.3  Two  thirds,  that  is,  68  percent,  were 
married,  and  two  thirds,  or  64  percent,  had  com- 
pleted at  least  high  school  level  of  education.  Three 
fourths,  72  percent,  had  annual  incomes  below 
$15,000.  Nine  out  of  10  screenees,  91  percent  of 
males  and  87  percent  of  females,  described  their 
overall  health  as  good  to  excellent.  Approximately 
two  thirds  of  both  sexes,  that  is,  66  percent  of  males 
and  71  percent  of  females,  reported  having  annual 
physical  checkups;  58  percent  of  males  and  49  per- 
cent of  females  reported  receiving  a chest  x-ray  ex- 
amination once  in  the  previous  two  years.  One  half 
the  females,  that  is,  50  percent,  reported  receiving  a 
Papanicolaou  smear  during  the  previous  year,  while 
21  percent  reported  not  receiving  a Papanicolaou 
smear  in  the  past  three  years.  Forty  percent  of  the 


Cancer  screening  clinics  sponsored  by  the  American 
Cancer  Society  were  held  at  six  Buffalo  area  hospitals 
in  April  and  May,  1978.  Examinations  included  a 
history,  physical  examination,  urine  test,  “hemoc- 
cult”  test,  and  Papanicolaou  smear.  A majority  of 
the  51 7 persons  examined  were  over  40  years  old,  with 
females  outnumbering  males  two  to  one.  Abnormal 
clinical  findings  were  discovered  in  more  than  one 
half  the  screenees.  Patient  reaction  to  the  clinics  was 
highly  favorable,  with  a substantial  reduction  in 
anxiety  about  cancer.  Two  thirds  of  the  screenees 
with  abnormalities  later  discussed  the  clinic  findings 
with  their  personal  physician,  with  one  mastectomy 
and  one  radical  prostatectomy  reported  on  follow- 
up. 


females  reported  conducting  breast  self-examination 
at  least  once  every  other  month,  and  an  equal  pro- 
portion, 43  percent,  reported  not  examining  their 
breasts  at  all. 

Females  more  frequently  than  males  reported 
being  nonsmokers,  with  incidences  of  53  and  32 
percent,  respectively,  while  males  more  frequently 
than  females  reported  being  ex-smokers,  with  re- 
spective incidences  of  34  and  17  percent.  Males 
more  frequently  than  females  also  reported  smoking 
at  least  one  pack  of  cigarettes  per  day,  the  former 
with  a 15  percent  incidence  and  the  latter  with  an  11 
percent  incidence;  31  percent  of  females  and  21 
percent  of  males  reported  being  nondrinkers  of  al- 
coholic beverages. 

Females  somewhat  more  frequently  than  males 
reported  some  family  history  of  cancer,  reporting  it 
61  percent  of  the  time  as  compared  with  males  re- 
porting it  51  percent  of  the  time;  16  females  and  5 
males  reported  some  personal  history  of  cancer. 
Four  of  these  females  reported  a history  of  breast 
cancer,  of  which  three  were  diagnosed  within  the 
previous  five  years.  Five  of  the  females  reported  a 
history  of  cancer  of  the  genital  tract,  of  which  four 
were  cancers  of  the  cervix  and  one  was  cancer  of  the 
ovary.  Only  one  of  these  female  genital  cervical 
cancers  had  been  diagnosed  within  the  previous  five 
years.  Only  one  female  reported  a history  of  skin 
cancer  compared  with  three  of  the  five  males  with  a 
personal  history  of  cancer.  Two  out  of  the  three  male 
skin  cancers  were  diagnosed  within  the  two  previous 
years.  Nine  of  the  15  females  and  4 of  the  5 males 
reporting  a personal  history  of  cancer  also  reported 
some  family  history  of  cancer. 

Screening  results.  With  the  exception  of  breast 
symptoms,  there  was  little  difference  between  the 
sexes  in  the  total  frequency  of  symptoms  for  every 
other  anatomic  system  (Table  I).  A high  proportion 
of  both  sexes,  86  percent  of  males  and  90  percent  of 
females,  reported  a history  of  symptoms  prior  to  at- 
tending the  clinics. 
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TABLE  I.  Total  frequency  of  prior  symptoms,  by  sex, 
in  various  anatomic  systems 

f Males  (ISO) /■ — Females  (337) — 


Anatomic  Sites 

Number 

Percent 

Number 

Percent 

Skin 

67 

37 

167 

48 

Head  and  neck 

56 

31 

108 

32 

Breast 

11 

6 

72 

21 

Cardiovascular/ 

66 

37 

114 

34 

respiratory 

Gastrointestinal 

100 

56 

189 

56 

Genitourinary 

73 

41 

148 

44 

Other  systems 

13 

7 

18 

5 

As  shown  in  Table  11,  physical  examination  yielded 
a total  of  202  abnormalities  among  males  and  330 
among  females.  The  most  frequent  male  sites  for 
abnormalities  were  prostate,  skin,  anus,  and  heart, 
while  the  most  frequent  female  sites  were  pelvic/ 
vaginal,  skin,  and  breast.  Abnormalities  of  the  teeth 
and  mouth  were  found  more  frequently  among  fe- 
males than  males.  At  each  of  seven  other  common 
sites,  the  neck,  chest,  lungs,  heart,  liver,  spleen,  and 
anus,  abnormalities  were  discovered  twice  as  fre- 
quently among  males  as  among  females. 

Abnormal  clinical  findings  were  discovered  in  109 
of  the  180  males,  that  is,  61  percent,  and  in  182  of  the 
337  females,  or  54  percent.  While  it  was  true  that  the 
great  majority  of  these  individuals  had  reported  prior 
symptoms,  as  shown  in  Table  III,  the  data  in  Table 
IV  suggest  that  patients’  reports  of  symptoms  were 
a poor  predictor  of  the  examiner’s  ultimate  conclu- 
sion. Over  one  third  of  persons  reporting  symptoms 
were  screened  as  normal,  and  a similar  proportion  of 
those  reporting  no  symptoms  were  classified  as 
showing  positive  findings  on  examination.  These 
data  support  the  notion  that  cancer  control  may  not 
rely  wholly  on  the  population’s  own  ability  to  judge 
the  presence  or  importance  of  early  signs  of  dis- 
ease. 

The  urine  dipstick  detected  some  abnormalities 
among  both  sexes.  Traces  of  albumin  were  found  in 
14  males  and  22  females.  Eight  of  these  males  and 
16  of  these  females  were  over  age  50.  A small  amount 
of  blood  noted  as  “trace”  was  found  in  the  urine  of 
two  males.  In  the  eight  females  whose  urine  con- 
tained a trace  of  blood,  its  presence  was  attributed 
to  menstruation.  Two  females  also  showed  the 
presence  of  acetone,  noted  as  “trace.”  There  was  no 
significant  difference  in  the  distribution  of  urinary 
pH  values  between  males  and  females.  The  pH  of 
83  percent  of  each  sex  was  in  the  range  of  5 to  6. 
Only  three  males  and  three  females  had  a pH  value 
of  4,  and  only  16  percent  males  as  well  as  females  had 
pH  values  from  7 to  8. 

Twelve  males  and  11  females  showed  at  least  one 
positive  guaiac  occult  blood  test  finding.  In  the  case 
of  24  percent  of  the  males  and  31  percent  of  the  fe- 
males, there  was  either  no  notation  of  guaiac  test 
status,  or  the  two  slides  which  followed  the  diet  reg- 
imen were  not  returned. 


TABLE  II.  Total  number  of  abnormal  findings,  by  site 
and  sex,  detected  at  physical  examination 

f Males  (ISO) -s  ^—Females  (337) — > 

Site  Number  Percent  Number  Percent 


Head  and  face 

6 

3 

10 

3 

Nose 

5 

3 

7 

2 

Teeth 

6 

3 

24 

7 

Mouth 

5 

3 

19 

6 

Neck 

7 

4 

7 

2 

Thyroid 

6 

3 

11 

3 

Chest 

4 

2 

4 

1 

Breast 

4 

2 

34 

10 

Lungs 

10 

6 

10 

3 

Heart 

18 

10 

20 

6 

Abdomen 

7 

4 

18 

5 

Liver 

9 

5 

7 

2 

Spleen 

7 

4 

4 

1 

Mass  (unspecified) 

1 

1 

7 

2 

Pelvic/vaginal 

58 

17 

Anus 

20 

11 

22 

7 

Prostate 

33 

18 

Lymph  nodes 

7 

4 

8 

2 

Skin 

33 

18 

44 

13 

Other  findings 

14 

8 

16 

5 

Total 

202 

330 

ABNORMAL 
KINDI  NOS 


TABLE  III.  Frequency  of  prior  symptoms  among  those 
yielding  abnormal  clinical  findings  at  physical 
examination 

Prior  Symptoms  Number  Percent 

Present  269  92 

Absent  22  8 

Totals  291  100 


TABLE  IV.  Frequency  of  abnormal  clinical  findings  at 
physical  examination  among  those  with  and  without 
history  of  prior  symptoms 


Abnormal  /■ Symptomatic \,  ^ — Asymptomatic 


Findings 

Number 

Percent 

Number 

Percent 

Positive 

269 

59 

22 

37 

Negative 

189 

41 

37 

63 

Totals 

458 

100 

59 

100 

Three  fourths  of  the  females,  that  is,  72  percent, 
given  a Papanicolaou  smear  were  found  to  show 
negative  results,  with  a Class  II  atypical  cytology 
present  in  nine  cases.4  One  fifth  of  the  females,  21 
percent,  were  not  tested,  primarily  because  of  con- 
current menstruation. 

Follow-up  and  evaluation.  In  addition  to 
analyses  of  the  clinical  findings  of  the  cancer- 
screening clinics,  one  may  partially  evaluate  their 
success  by  the  responses  of  the  participants  them- 
selves. 

From  the  first  follow-up  survey  of  146  screenees, 
we  learned  that  the  overall  reaction  of  the  partici- 
pants was  highly  favorable;  95  percent  of  the  re- 
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spondents  reported  that  the  cancer-screening  clinics 
were  good  or  excellent;  89  percent  reported  that  they 
would  be  likely  to  attend  a cancer-screening  clinic 
again  in  the  future. 

Over  73  percent  reported  talking  to  friends  or 
neighbors  about  the  clinic  after  attending,  and  par- 
ticipation in  future  programs  may  be  enhanced  by 
such  favorable  word-of-mouth  promotion. 

We  also  examined  possible  educational  value  of  the 
screening  process.  Female  patients  were  queried  as 
to  whether  or  not  they  learned  how  to  examine  their 
own  breasts  at  the  clinic;  61  percent  indicated  that 
they  had,  and  overall,  71  percent  of  the  female 
screenees  reported  that  they  had  examined  their  own 
breasts  at  least  once  during  the  six-week  interval 
after  the  clinics  were  conducted.  While  the  educa- 
tional value  of  the  clinics  seems  significant  with  re- 
spect to  breast  self-examination,  the  effect  of  par- 
ticipation on  smoking  behavior  was  much  less  cer- 
tain. Of  the  39  respondents  who  smoked  cigarettes 
before  attending  the  clinic,  only  8 later  reported  that 
they  smoked  less. 

We  found  some  eivdence  of  a possible  role  for 
cancer  screening  in  reducing  unfounded  fears  of  the 
participants.  Seven  percent  of  the  respondents  re- 
ported that  before  attending  the  clinic,  they  thought 
they  might  have  cancer,  53  percent  indicated  that 
they  were  not  sure  whether  they  did  or  did  not  have 
cancer,  and  38  percent  thought  they  didn’t  have 
cancer.  After  attending  the  clinic,  only  2 percent 
thought  they  might  have  cancer,  25  percent  did  not 
know,  and  70  percent  thought  they  didn’t.  Thus, 
there  was  a substantial  increase  in  the  proportion  of 
participants  who  believed  they  did  not  have  cancer. 
It  is  difficult  to  further  evaluate  the  value  of  the  re- 
duction of  unfounded  anxiety. 

A second  survey  of  178  screenees  notified  of  some 
finding  requiring  further  evaluation  was  conducted. 
Of  this  group,  152  or  85  percent,  responded.  Among 
these  respondents,  65  percent  reported  that  they  had 
seen  a physician  since  attending  the  clinic;  94  percent 
of  those  who  had  seen  a physician  reported  that  they 
had  discussed  the  clinic  findings  with  him.  From 
this  one  may  conclude  that  for  those  who  did  see  a 
physician  after  attending  a cancer-screening  clinic, 
there  is  a great  likelihood  that  the  screening  findings 
will  be  further  evaluated. 

A summary  of  the  medical  care  or  other  diagnostic 
studies  reportedly  received  for  conditions  detected 
at  the  cancer-screening  clinic  is  presented  in  Table 
V.  In  addition  to  these  specific  treatments,  several 
patients  indicated  that  their  particular  condition  was 
still  undergoing  evaluation.  These  findings  suggest 
that  the  cancer-screening  clinic’s  limited  examination 
procedures  interfaced  well  with  the  more  intensive 
care  available  through  conventional  medical  re- 
sources. The  detection  and  entry  into  care  of  several 
hypertensive  patients  was  a valuable  by-product  of 
the  cancer  screening. 

Although  the  finai  diagnosis  for  some  of  the  con- 
ditions first  detected  at  the  screening  clinics  was  not 


TABLE  V.  Medical  follow-up  reportedly  received  after 
attending  screening  clinic 


Medical  Follow-Up 

Number 
of  Persons 

Treatment  for  hypertension 

11 

Dilatation  and  curettage 

1 

Liver  scan 

1 

Mammography,  xerography 

4 

Mastectomy 

1 

Proctosigmoidoscopy 

4 

Prostatectomy 

1 

Removal  or  monitoring  of 
Benign  breast  lesion 

5 

Other  benign  mass 

2 • 

Skin  lesion 

3 

Urethral  polyp 

1 

known  at  the  time  of  our  survey,  it  is  significant  that 
34  persons  had  received  specific  care  that  might 
otherwise  not  have  been  received.  The  finding  that 
one  patient  had  a mastectomy  and  another  a pros- 
tatectomy suggest  that  at  least  in  these  instances,  the 
cancer  screening  set  in  motion  medical  care  of  a se- 
rious nature. 

The  fact  that  35  percent  of  screenees  showing 
positive  findings  did  not  report  any  follow-up  care 
or  evaluation  is  critically  significant.  This  may  in- 
dicate that  the  screening  process  ought  not  end  with 
the  examination  and  reporting  of  results.  Obviously, 
further  follow-up  is  required  to  assure  that  positive 
findings  are  appropriately  noted.  Research  is 
needed  on  the  psychosocial  and  economic  factors 
which  play  a role  in  a person’s  decision  to  act  or  not 
act  on  the  findings  of  a screening  clinic. 

Comment 

In  our  experience,  the  screened  population  con- 
sidered itself  to  be  generally  healthy  and  had  regular 
exposure  to  medical  care  in  the  form  of  routine 
check-ups.  Nevertheless,  both  sexes  presented  a 
high  frequency  of  symptoms  about  which  they  ap- 
parently had  not  complained.  Similarly,  they 
yielded  a large  number  of  physical  abnormalities, 
many  of  which,  especially  those  specific  to  cancer, 
were  detected  for  the  first  time  at  this  cancer- 
screening clinic.  A small  but  significant  number 
were  found  in  an  asymptomatic  stage.  This  con- 
tradictory finding,  of  perceived  health  and  non- 
complainant symptomatology,  underscores  an  im- 
portant function  served  by  a detection  project  spe- 
cific to  cancer. 

Ten  percent  of  the  female  population  were  ob- 
served to  have  breast  abnormalities,  and  some  re- 
quired more  intensive  subsequent  evaluation. 
Among  those  surveyed  on  follow-up,  four  had  un- 
dergone diagnostic  mammography,  five  had  received 
surgical  or  other  treatment  for  benign  breast  lesions, 
and  one  had  undergone  mastectomy.  Over  40  per- 
cent of  the  female  screenees  reported  no  prior  prac- 
tice of  breast  self-examination,  an  apparent  gap  in 
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patient  education  attendant  to  routine  physical  ex- 
aminations. On  follow-up,  females  not  only  reported 
learning  breast  self-examination  at  the  cancer- 
screening clinics,  but  also  had  begun  practicing  it. 

The  positive  yield  on  the  guaiac  test,  despite  its 
variable  range  of  reliability  and  degree  of  noncom- 
pliance in  returning  “take-home”  slides,  may  justify 
its  inclusion  in  the  screening  procedure.  It  did  result 
in  the  four  subsequent  diagnostic  proctosigmoidos- 
copies later  reported  by  the  surveyed  population. 
However,  since  this  screening  tool  is  very  unreliable 
unless  multiple  specimens  are  obtained,5  further 
steps,  such  as  mail  or  telephone  reminders  must  be 
taken  to  increase  compliance  in  returning  take-home 
slides. 

The  Papanicolaou  smear  yielded  nine  cases  of 
atypical,  Class  II,  cytology  and  also  seemed  to  fill  a 
need  for  one  fifth  of  the  female  screenees  wrho  had  not 
received  this  test  for  at  least  three  years. 

Our  experience  suggests  that  there  is  a reservoir 
of  public  interest  in  screening  programs.  That  de- 
mand could  be  stimulated  by  a variety  of  means  is 
evidenced  by  our  findings  regarding  how  screenees 
were  recruited  to  this  program.  When  asked  how 
they  learned  about  the  program,  24  percent  cited 
television,  23  percent  newspapers,  and  23  percent 
other  sources,  including  printed  announcements. 
More  than  22  percent  cited  word-of-mouth  as  their 
source  of  information  about  the  clinics.  We  were 
able  to  generate  greater  participation  than  could  be 
accommodated  by  this  short-term  program.  In  light 
of  this,  we  believe  continuing  programs  offered  as 
basic  institution  services  are  likely  to  be  utilized  by 
the' population  they  are  intended  to  serve. 

The  clientele  of  this  program  was  to  a large  extent 
self-selected.  Although  we  attempted  to  reach  a 
higher-risk,  older  population  it  was  difficult  to  reach 
this,  and  only  this,  group,  and  appointments  were 


made  for  all  Rrie  County  residents  over  the  age  of  21 
on  a first  come,  first  served  basis.  Nevertheless,  this 
self-selection  process  did  yield  a group  which  was 
significantly  older  than  the  general  population. 
Since  more  persons  requested  this  service  than  could 
be  served  it  might  have  been  possible  to  set  forth 
more  strict  eligibility  criteria.  Future  programs  of 
this  type  might  prescreen  applicants  to  eliminate 
persons  who  have  recently  been  examined  by  a phy- 
sician or  who  for  other  reasons  can  be  regarded  as 
“low  risk.” 

Nearly  two  thirds  of  the  participants  in  this 
screening  program  reported  that  they  had  seen  their 
personal  physician  within  the  previous  year.  In  fu- 
ture programs  it  might  be  useful  to  request  that  such 
persons  seek  preventive  health  care  as  part  of  peri- 
odic visits  to  their  own  physician.  Programs  such  as 
we  experimented  with  here  might  then  prove  most 
beneficial  as  supplemental  screening  for  individuals 
not  routinely  accommodated  by  existing  health  care 
resources. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14263 
(DR.  MURPHY) 
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Hospital  employees  are  considered  to  be  at  in- 
creased risk  for  acquiring  and  spreading  infectious 
diseases.  To  reduce  the  potential  danger  of  noso- 
comial infections,  hospitals  are  urged  and  often  re- 
quired by  law  to  screen  their  personnel  for  significant 
diseases.1’2  The  health  risk  to  employees  may  vary 
from  institution  to  institution.  Therefore,  each 
hospital  must  determine  for  itself  which  employees 
are  at  increased  risk.  This  decision  may  be  helped 
by  previously  published  reports  from  similar  insti- 
tutions, or  the  hospital  may  conduct  its  own  pilot 
study  to  determine  which  employees  need  to  be 
screened.  It  is  also  necessary  to  select  the  screening 
tests  that  will  be  both  practical  and  informative. 

Because  there  is  little  information  concerning 
health  hazards  to  employees  in  a pediatric  facility, 
we  first  designed  a comprehensive  employee 
health-screening  program  for  a pediatric  hospital  in 
1 975  and  evaluated  the  program  after  it  had  been  in 
effect  for  one  year.  Based  on  our  evaluation,  a 
modified  screening  program  was  conducted  during 
the  subsequent  year.  This  report  summarizes  the 
findings  from  both  programs  and  suggests  that  health 
risks  for  employees  in  a pediatric  facility  may  differ 
from  those  of  employees  in  an  institution  that  cares 
primarily  for  adults. 

* 'this  work  was  supported  by  BRSG  Grant.  RR-05493  of  the 
Biomedical  Research  Support  Grant  Program,  Division  of  Re- 
search Resources,  National  Institutes  of  Health. 


Description  of  the  hospital.  The  study  hospital 
is  a large  urban  pediatric  facility  with  246  pediatric 
and  surgical  beds  and  an  additional  67  obstetric  and 
gynecologic  beds.  Approximately  21,000  patients 
are  admitted  each  year.  The  institution  employed 
1,802  individuals  during  the  period  of  the  screening 
program. 

Description  of  the  annual  employee  health 
screening  program.  In  this  health  screening  pro- 
gram, employees  were  screened  annually  for  tuber- 
culosis, viral  hepatitis,  and  enteric  infections  with 
tine  tests,  SGPT  (serum  glutamic  pyruvic  transam- 
inase) and  HBsAg  (hepatitis  B surface  antigen)  de- 
terminations, and  stool  cultures  for  bacterial 
pathogens  as  well  as  microscopic  examinations  of 
stool  for  parasites.  The  tuberculin  skin  reactivity 
test  was  applied  and  interpreted  by  the  nurse  in  the 
employee  health  office  who  also  kept  the  records  of 
all  other  screening  tests.  The  dermal  reaction  was 
considered  positive  if  it  exceeded  4 mm.  in  indura- 
tion; doubtful  reactions  were  2 to  4 mm.,  and  negative 
reactions  were  less  than  2 mm.  An  intermediate 
strength  PPD  (purified  protein  derivative)  skin  test 
was  applied  if  the  tine  test  yielded  a doubtful  reac- 
tion. The  PPD  result  was  considered  positive  if  the 
induration  exceeded  9 mm.  Employees  whose  skin 
test  results  were  positive  to  tuberculin  received  chest 
radiographic  examinations.  Each  employee  who 
tested  out  to  be  tuberculin  positive  was  evaluated  for 
possible  antituberculous  chemoprophylaxis.  Dietary 
employees  were  also  screened  semiannually  for 
hepatitis  with  SGPT  determinations  and  for  enteric 
pathogens  with  stool  cultures  and  examinations  for 
parasites.  Medical  personnel  including  surgeons, 
surgical  house  staff,  surgical  nurses,  renal  dialysis 
nurses,  and  members  of  the  renal  division  were 
screened  for  HBsAg  by  solid-phase  radioimmuno- 
assay. Laboratory  personnel  were  screened  for 
hepatitis  with  SGPT  and  HBsAg  determinations. 
Persons  working  with  x-ray  equipment  in  the  de- 
partments of  radiology  and  cardiology  were  screened 
with  frequent  CBCs  (complete  blood  counts). 

After  the  results  of  the  1975  to  1976  screening 
program  were  reviewed,  the  SGPT  determinations, 
stool  cultures  and  examinations,  and  CBCs  were 
eliminated  from  annual  screening  procedures.  In 
addition,  screening  for  hepatitis  B among  renal  di- 
alysis nurses  and  renal  clinic  employees  was  in- 
creased to  twice  yearly. 

Results 

Reactivity  to  tuberculin.  The  tuberculosis 
status  of  1,013  employees  was  determined  during 
1975  to  1976;  20  had  definitely  positive  cutaneous 
reactions  to  tine  test,  and  24  had  doubtful  reactions. 
Twenty  of  the  employees  with  doubtful  reactions 
were  further  tested  with  intermediate  strength  PPD, 
and  six  were  found  to  have  positive  reactions.  The 
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other  four  doubtful  reactors  were  not  tested  with 
PPD  and  were  therefore  not  identified  as  true  reac- 
tors. Thus,  2.6  percent  of  the  employees  were  found 
to  be  tuberculin  reactors  (Table  I).  Chest  radio- 
graphs of  2 of  the  26  tuberculin-positive  subjects 
revealed  pulmonary  changes  consistent  with  inactive 
tuberculosis;  both  persons  were  older  than  40  years 
of  age.  The  mean  age  for  the  entire  group  of  tuber- 
culin reactors  was  53  years.  Table  11  lists  the  dis- 
tribution of  subjects  with  positive  reactions  according 
to  their  job  categories.  Housekeeping  (10  percent) 
and  maintenance  (10.7  percent)  had  the  highest 
percent  of  reactors,  excluding  the  admissions  de- 
partment which  had  only  14  employees  tested.  Very 
few  nurses  (1.4  percent)  and  no  housestaff  had  pos- 
itive reactions. 

Each  of  the  tuberculin-sensitive  employees  was 
interviewed  to  determine  the  need  for  chemopro- 
phylactic  therapy  with  INH  (isoniazid).  The  risk  of 
INH-associated  hepatitis  was  carefully  explained  to 
each  employee  after  first  seeking  a history  for  prior 
hepatic  disease  and  current  medications.  One  em- 
ployee, a 20-year-old  woman  in  the  dietary  depart- 
ment, was  treated  with  INH.  Her  chest  roentgeno- 
gram findings  were  normal. 

During  the  subsequent  screening  program  (1977 
to  1978),  the  tuberculosis  status  of  922  employees  was 
determined.  Fourteen  (1.5  percent)  were  found  to 
be  tuberculin  positive  (Table  I).  These  14  reactors 
were,  in  fact,  converters,  since  they  were  among  716 
employees  who  had  been  skin  tested  in  both  screen- 
ing periods.  This  represents  a conversion  rate  of  1.8 
percent.  The  conversion  rate  was  highest  in  the 


A health  screening  program  was  designed  in  1975  for 
employees  at  a pediatric  hospital  to  determine 
whether  or  not  certain  screening  tests  were  beneficial 
in  identifying  employees  with  tuberculosis,  viral 
hepatitis,  and  bacterial  parasitic  enteric  infections. 
From  1975  to  1978,  1,935  tuberculin  skin  tests  (Tine), 
chest  radiographs,  616  HB^AG  (hepatitis  B surface 
antigen ) and  240  SGPT  (serum  glutamic  oxaloacetic 
transaminase)  determinations,  78  stool  examinations 
and  cultures,  and  38  CBCs  (complete  blood  counts) 
were  performed.  The  Tine  test  was  the  most  infor- 
mative test,  detecting  1.5  to  2.6  percent  tuberculin 
reactors.  As  a group,  housekeepers  had  the  highest 
reactivity  (10  percent ) as  well  as  conversion  rates 
( 13.6  percent ).  However,  no  case  of  active  tubercu- 
losis was  detected.  Only  one  HB.sAg-positive  em- 
ployee was  found.  This  brief  survey  included  stool 
culture  and  microscopic  examination,  SGPT  deter- 
mination, and  CBC  were  shown  not  to  be  adequate 
screening  tests.  The  results  of  this  study  suggest  that 
hospitals  must  determine  in  some  other  manner 
which  employees  are  at  increased  risk  of  acquiring 
certain  infectious  diseases  and  which  may  present  a 
particular  problem  to  their  employee  or  patient 
populations. 


department  of  housekeeping,  13.6  percent,  (Table  II). 
The  chest  roentgenogram  findings  of  all  employees 
with  skin  test  conversion  positive  to  tuberculin  were 


TABLE  I.  Results  of  screening  tests  performed  during  1975  to  1978 


Test 

Number  Tested 

-1975  to  1976 N 

Number  Positive  (percent) 

Number  Tested 

1977  to  1978 > 

Number  Positive  (percent) 

Tine 

1,013 

26 

(2.6) 

922 

14 

(1.5)* 

Chest  x-ray 

26 

2 

(7.7) 

14 

0 

(0) 

Serum  HBsAg 

300 

0 

(0) 

316 

1 

(0.3) 

Serum  SGPT 

240 

2 

(0.8) 

Stool  culture  & microscopy 

78 

0 

(0) 

CBC 

38 

0 

(0) 

Totals 

1,695 

30 

(1.8) 

1,252 

15 

(1.2) 

* Tuberculin  conversion  rate  for  1977  to  1978,  1.8  percent  (14  of  761). 


TABLE  II.  Risk  of  tuberculin  reactivity  according  to  job  category 

, 1975  to  1976 N , 1977  to  1978 

Job  Category  Number  Tested  Number  Positive  (percent)  Number  Tested  Number  Positive  (percent) 


Admissions 

14 

2 

(14) 

11 

0 

(0) 

Dietary 

68 

2 

(2.9) 

51 

1 

(1.9) 

Housekeeping 

59 

6 

(10) 

44 

6 

(13.6) 

Housestaff 

19 

0 

(0) 

19 

1 

(5.3) 

Laboratories 

155 

4 

(2.6) 

89 

1 

(1.1) 

Maintenance 

28 

3 

(10.7) 

29 

1 

(3.4) 

Nursing 

590 

8 

(1.4) 

458 

3 

(0.7) 

Pharmacy 

14 

1 

(7.1) 

12 

0 

(0) 

Physical  Therapy 

18 

0 

(0) 

14 

1 

(7.1) 

Others 

48 

0 

(0) 

195 

0 

(0) 

Totals 

1,013 

26 

(2.6) 

922 

14 

(1.5) 
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normal.  The  mean  age  of  the  tuberculin  reactors  was 
48  years,  and  four  of  them  were  less  than  35  years  of 
age.  INH  was  recommended  for  13  of  the  skin-test 
reactors,  but  only  6 decided  to  accept  the  drug.  One 
of  the  employees  stopped  taking  INH  because  of 
nausea  and  vomiting.  Liver  enzyme  studies  on  all 
persons  taking  INH  disclosed  no  abnormalities. 

HBsAg.  Of  260  employees  initially  screened  for 
HBsAg,  155  were  clinical  laboratory  personnel,  97 
nurses,  and  8 employees  in  central  supply.  No  pos- 
itive test  findings  were  recorded.  Subsequently,  30 
nurses  who  worked  in  the  intensive  care  unit  and  10 
members  of  the  renal  division,  all  of  whom  partici- 
pate in  a limited  renal  hemodialysis  program,  were 
also  screened  and  found  to  be  reaction  free. 

During  1977  to  1978,  316  employees  were  screened 
for  hepatitis  B,  including  196  physicians  and  nurses 
and  120  laboratory  personnel.  The  findings  for  one 
physician  were  positive  for  HBsAg  following  acute 
type  B hepatitis  infection,  then  became  negative  for 
HBsAg,  and  antibody  to  HBsAg  (anti  HBS)  developed 
six  months  after  the  initial  detection  of  HBsAg  in  the 
serum. 

SGPT.  During  1975  to  1976,  240  employees  were 
screened  for  elevations  of  serum  SGPT,  including  154 
laboratory,  78  dietary,  and  8 central-supply  em- 
ployees. Two  employees  in  the  hematology  division 
were  found  to  have  significant  enzyme  elevations  (56 
and  65  I.U.)  that  remained  elevated  on  repeated 
testing.  The  causes  for  the  liver  enzyme  abnor- 
malities were  not  identified. 

Stool  culture.  Enteric  pathogens  were  not  iso- 
lated from  the  stool  cultures  of  78  dietary  em- 
ployees. 

CBC.  Abnormalities  were  not  observed  in  the 
peripheral  blood  cells  of  38  persons  working  in  the 
radiology  and  cardiology  departments. 

Comment 

A total  of  2,947  screening  tests  were  performed 
from  1975  to  1978.  The  tine  test  was  the  single  most 
informative  test  reviewed.  During  1975  to  1976,  26 
persons  (2.6  percent)  were  identified  as  tuberculin 
reactors.  Subsequently,  from  1977  to  1978,  14  (1.5 
percent)  were  detected.  The  exact  prevalence  rate 
for  tuberculin  reactors  could  not  be  determined  be- 
cause many  employees  who  gave  histories  of  previous 
positive  reactions  were  not  skin-tested  for  confir- 
mation. However,  conversion  rates  were  available 
in  1977  to  1978,  when,  on  retesting  761  employees 
who  previously  showed  tuberculin  skin-test  negative 
results,  1.8  percent  were  found  to  have  tested  out 
tuberculin  positive.  This  figure  was  appreciably  less 
than  7.7  percent  obtained  in  a general  hospital  in 
Pennsylvania  where  the  incidence  of  tuberculosis  was 
high  (13  of  100, 000),  but  it  was  more  than  that  found 
in  a nonpediatric  hospital  in  Utah  (0.11  percent) 
where  the  incidence  of  tuberculosis  was  low  (5  of 
100,000),  compared  with  western  New  York  where 
our  hospital  is  located  (10  of  100, 000). 5 Surveys  of 
nonpediatric  hospitals  have  demonstrated  conversion 


rates  (0.5  to  2.3  percent)  similar  to  ours.6-8  We  had 
initially  anticipated  a high  conversion  rate  among 
employees  with  patient  contacts;  however,  the 
highest  conversion  rate  was  found  among  house- 
keepers (13.6  percent).  Nurses  who  have  signifi- 
cantly more  contact  with  patients  than  do  house- 
keepers had  a much  lower  conversion  rate  (0.7  per- 
cent). Vogeler  and  Burke4  reported  that  slightly  less 
than  one  half  of  their  converters  had  had  any  contact 
with  patients.  Since  the  incidence  of  tuberculosis 
is  low  in  our  patient  population  (five  cases  per  year), 
and  because  primary  tuberculosis  in  children  is  rarely 
infectious,  it  seems  reasonable  to  assume  that  our 
employees  were  not  infected  by  contact  with  pa- 
tients.9 Further  evidence  suggests  that  the  em- 
ployees were  sensitized  through  contacts  outside  of 
the  hospital.  This  is  based  on  the  observation  that 
among  the  460  new  employees  skin-tested,  11  (2.4 
percent)  were  positive  reactors  at  the  time  of  initial 
employment;  within  this  group  only  1.3  percent  of 
new  nurses  were  positive  reactors,  and  7.3  percent  of 
new  housekeepers  were  positive  reactors.  Social 
status  is  only  one  factor  associated  with  increased 
risk  of  tuberculosis.10  It  is  possible  that  relatively 
more  housekeepers  come  from  a lower  socioeconomic 
class  than  do  employees  working  with  patients. 
There  is  also  a possibility  that  the  conversion  rate 
among  housekeepers  was  falsely  high  because  of  a 
“booster  effect.”  This  phenomenon  is  noted  most 
frequently  among  older  persons.11  The  mean  age  of 
the  housekeepers  who  converted  was  57  years.  None 
of  these  skin-test  reactors  had  radiographic  or  clinical 
evidence  of  tuberculosis. 

The  results  from  the  hepatitis  screening  program 
were  surprising  in  that  only  one  HBsAg-positive 
person  was  detected  among  616  tested  over  two  years. 
Several  reports  suggest  that  the  risk  of  HBV  (hepa- 
titis B virus)  is  increased  in  hospital  employees.12-14 
Job  categories  associated  with  blood  contamination, 
such  as  laboratory  technologists,  surgeons,  nurses, 
and  persons  associated  with  renal  hemodialysis,  have 
the  greatest  risks.15’16  The  only  positive  test  result 
in  our  study  was  that  of  a physician,  who  was  bitten 
by  a HBsAg-positive  patient  during  a routine  clinical 
examination.  The  failure  to  detect  any  other  carriers 
of  HBsAg  in  the  hospital  may  reflect  an  inherently 
low  level  of  HBV  disease  in  children.  In  Israel, 
HBsAg  prevalence  is  1.1  percent  for  children  6 to  8 
years  old  compared  with  2.4  percent  for  children  12 
to  14  years.17  Information  on  the  prevalence  of 
HBsAg  for  children  in  the  United  States,  excluding 
those  in  specialized  institutions,  is  not  readily 
available;  however,  a report  of  hospitalized  children 
in  New  York  noted  a rate  of  0.31  percent.18 

Another  reason  for  the  absence  of  HBsAg  carriers 
in  our  hospital  may  be  the  paucity  of  hospitalized 
high-risk  patients.  For  example,  heroin  addicts,  a 
group  known  to  have  a high  rate  of  hepatitis  B,  are 
admitted  only  rarely  to  our  hospital  because  they  are 
not  in  the  pediatric  age  group.  Oncology  patients, 
another  high-risk  group,  are  generally  cared  for  at  a 


1710  New  York  State  Journal  of  Medicine/October  1979 


neighboring  cancer  center.  Finally,  the  renal  dialysis 
program  is  limited  because  the  majority  of  patients 
receive  hemodialysis  at  another  nearby  facility.  At 
the  present  time,  only  emergency  hemodialysis  is 
performed  in  our  intensive  care  unit.  Although  ac- 
tive hemodialysis  units  have  an  inherently  high  rate 
of  hepatitis  among  both  patients  and  staff,  the  lowest 
attack  rates  occur  in  units  that  provide  acute  dialysis 
support  for  inpatients,  such  as  in  our  facility.19  The 
rate  of  HBsAg  carriage  in  our  dialysis  patients  is  not 
known,  but  in  another  hospital  in  California,  50 
percent  of  the  children  undergoing  hemodialysis  had 
at  least  one  positive  determination.20  These  data 
would  suggest  that  the  risk  of  hepatitis-B  acquisition 
in  our  hospital  employees  is  low  because  the  popu- 
lation cared  for  has  a low  prevalence  of  HBsAg  car- 
riage or  that  high-risk  procedures  such  as  hemodi- 
alysis are  not  frequently  performed  within  the  fa- 
cility. 

The  value  of  SGPT  determinations  for  screening 
of  hepatitis  A and  B became  doubtful  as  a result  of 
our  evaluation  efforts  during  1975  to  1976.  Although 
abnormalities  were  detected  in  two  employees,  no 
evidence  for  hepatitis  could  be  discovered.  This 
particular  test  appears  to  have  a place  in  the 
preemployment  screening  program  of  dietary  per- 
sonnel who  may  have  subclinical  disease  due  to 
hepatitis  A;  however,  a screening  test  for  hepatitis  A 
is  not  primarily  available  for  routine  testing. 

Stool  cultures  proved  to  be  of  no  benefit  as  a rou- 
tine semiannual  screen  for  dietary  employees.  The 
chance  of  detecting  a person  harboring  an  enteric 
pathogen  with  a spot  check  appears  to  be  low.  Thus, 
we  have  discontinued  this  test  as  a semiannual 
screen,  but  we  continue  to  use  it  as  a preemployment 
screen  for  dietary  personnel.  We  also  obtain  stool 
cultures  from  personnel  during  episodes  of  acute 
diarrhea. 

The  CBC  was  found  to  be  a low-yield  test.  In  re- 
cent years,  the  increased  risk  of  leukemia  among  ra- 
diologists had  all  but  disappeared,  and  the  need  to 
screen  for  hematologic  disorders  had  similarly  de- 
clined. 

Conclusion 

This  study  suggests  that  employees  in  our  pedi- 
atric hospital  were  not  at  increased  risk  of  acquiring 
tuberculosis,  enteric  infections,  or  hepatitis  during 
the  brief  period  of  surveillance.  The  tine  test  was  felt 
to  be  the  single  most  valuable  screening  test.  The 
tuberculin  reactor  rate  appeared  to  be  highest  among 
employees  who  did  not  have  direct  patient  contact, 


such  as  housekeepers.  The  risk  of  hepatitis  was  ex- 
tremely low  among  employees,  which  may  have  been 
due  to  the  lack  of  high-risk  procedures  and  high-risk 
patients. 

Division  of  Infectious  Diseases  and  Virology 
The  Children’s  Hospital  of  Buffalo 
219  Bryant  Street 
Buffalo,  New  York  14222 
(DR.  FADEN) 
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DRUG  PROVES  EFFECTIVE  IN 
TREATING  SOME  BREAST  CANCER 

New  research  studies  have  confirmed  the  effectiveness 
of  a drug  that  has  proved  useful  in  treating  a breast  cancer 
that  has  spread  to  other  areas  of  the  body. 

The  drug  is  tamoxifen  citrate.  Trade  name  is  Nolvadex. 
The  drug  has  been  available  to  American  physicians  for  the 
past  year. 

The  Journal  of  the  American  Medical  Association  in 
July  published  a report  of  tests  of  tamoxifen  on  50  patients 
at  M.I).  Anderson  Hospital  and  Tumor  Institute,  Houston. 
These  were  breast  cancer  patients  in  whom  conventional 
endocrine  therapy  and  combination  chemotherapy  (drugs) 
had  failed,  says  Sewa  S.  Legha,  M.D.  In  all  of  them  the 
cancer  had  spread. 

Tamoxifen  achieved  a significant  palliation  of  disease 
in  50  percent  of  patients  with  far-advanced  breast  cancer 
t hat  had  failed  to  respond  to  conventional  treatments,  I)r. 
Legha  says. 

“Since  this  result  was  obtained  at  the  cost  of  practically 
no  side  effects,  the  results  are  indeed  remarkable,”  he  de- 
clares. 


Indications  and  Usage:  Symptomatic  relief  of  anxiety,  tension  agitation,  irritability  a 
insomnia  associated  with  anxiety  neuroses  and  transient  situational  disturbances,  anxi 
associated  with  depressive  symptoms  and  as  a treatment  of  symptoms  of  anxiety  if  such  syn 
toms  are  a significant  feature  of  functional  or  organic  disorders,  particularly  gastrointestinal 
cardiovascular 

Effectiveness  in  long-term  use.  i e more  than  4 months,  has  not  been  assessed  by  systc 
atic  clinical  studies  Reassess  periodically  usefulness  of  the  drug  for  the  individual  patient. 


Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle  glaucom? 
Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all  Cf 
acting  drugs,  warn  patients  on  lorazepam  not  to  operate  machinery  or  motor  vehicles,  anc 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 

Physical  and  Psychological  Dependence  Withdrawal  symptoms  like  those  noted  with  ba 
turates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepii 
(including  convulsions,  tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating)  Ad< 
tion-prone  individuals,  e g drug  addicts  and  alcoholics,  should  be  under  careful  surveillai 
when  on  benzodiazepines  because  of  their  predisposition  to  habituation  and  depender 
Withdrawal  symptoms  have  also  been  reported  following  abrupt  discontinuance  of  benz< 
azepmes  taken  continuously  at  therapeutic  levels  for  several  months 
Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  o 
sedation 

Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  resu 
symptoms  like  those  being  treated  anxiety,  agitation,  irritability,  tension,  insomnia  and  oc 
sionai  convulsions 

Observe  usual  precautions  with  impaired  renal  or  hepatic  function 

Where  gastrointestinal  or  cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazef 
has  not  been  shown  of  significant  benefit  in  treating  gastrointestinal  or  cardiovascular  corr 
nent 

Esophageal  dilation  occurred  in  rats  treated  with  lorazepam  for  more  than  1 yea 
6mg  kg  day  No  effect  dose  was  1 25mg  /kg  day  (approximately  6 times  the  maximum  hur 
therapeutic  dose  of  lOmg  day)  Effect  was  reversible  only  when  treatment  was  withdrawn  wi 
2 months  of  first  observation  Clinical  significance  is  unknown,  but  use  of  lorazepam  for 
longed  periods  and  in  geriatric  patients  requires  caution  and  frequent  monitoring  for  sympt< 
of  upper  G I disease 

Safety  and  effectiveness  in  children  under  12  years  have  not  been  established 
ESSENTIAL  LABORATORY  TESTS  Some  patients  have  developed  leukopenia,  some  have 
elevations  of  LDH  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  t 
are  recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS  Benzodiazepines  produce  CNSdepres 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol 
CARCINOGENESIS  AND  MUTAGENESIS  No  evidence  of  carcinogenic  potential  emerge 
rats  during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed 


PREGNANCY  Reproductive  studies  were  performed  in  mice,  rats  and  2 strains  of  rat 
Occasional  anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroscf 
malformed  skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationsh 
dosage  Although  all  these  anomalies  were  not  present  in  the  concurrent  control  group, 
have  been  reported  to  occur  randomly  in  historical  controls  At  40mg/kg  and  higher,  there 
evidence  of  fetal  resorption  and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  l< 
doses’  Clinical  significance  of  these  findings  is  not  known  However,  increased  risk  of  com 
tal  malformations  associated  with  use  of  minor  tranquilizers  (chlordiazepoxide,  diazepam 
meprobamate)  during  first  trimester  of  pregnancy  has  been  suggested  in  several  stu! 
Because  use  of  these  drugs  is  rarely  a matter  of  urgency,  use  of  lorazepam  during  this  p< 
should  almost  always  be  avoided  Possibility  that  a woman  of  child-bearing  potential  ma 
pregnant  at  institution  of  therapy  should  be  considered  Advise  patients  if  they  become  [ 
nant  to  communicate  with  their  physician  about  desirability  of  discontinuing  the  drug 
In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer  of  loraze 
and  its  glucuromde 

NURSING  MOTHERS  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  < 
benzodiazepines  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  s 
many  drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  gem 
disappear  on  continued  medication  or  on  decreasing  dose  In  a sample  of  about  3,500  an? 
patients  most  frequent  adverse  reaction  is  sedation  (15  9%),  followed  by  dizziness  (6 
weakness  (4  2%)  and  unsteadiness  (3  4%)  Less  frequent  are  disorientation,  depression, 
sea  change  in  appetite  headache,  sleep  disturbance,  agitation,  dermatological  symptoms! 
function  disturbance,  various  gastrointestinal  symptoms  and  autonomic  manifestations 
dence  of  sedation  and  unsteadiness  increased  with  age  Small  decreases  in  blood  pres 
have  been  rioted  but  are  not  clinically  significant,  probably  being  related  to  relief  of  anxiety 
Overdosage:  in  management  of  overdosage  with  any  drug,  bear  in  mind  that  multiple  ac 
may  have  been  taken  Manifestations  of  overdosage  include  somnolence,  confusion  and  c I 
Induce  vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care.  moi|B 
mg  of  vital  signs  and  close  observation  Hypotension,  though  unlikely,  usually  may  be  contrH 
with  Levarterenol  Bitartrate  Injection  US  P Usefulness  of  dialysis  has  not  been  determinecB 


, Ativan 

rori|orazePam) 

Anxiety 


Dosage:  Individualize  for  maximum  beneficial  effects.  Increase  d« 
gradually  when  needed,  giving  higher  evening  dose  before  increasi? 
daytime  doses.  Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosie 
may  vary  from  1 to  lOmg/day  in  divided  doses.  For  elderly  or  del' 
tated,  initially  1-2mg/day;  insomnia  due  to  anxiety  or  transient  si  a- 
tional  stress,  2-4mg  h.s. 


How  Supplied:  0.5, 1.0  and  2.0mg  tablets. 
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Why  one  benzodiazepine 

and  not  another?  Are  you  concerned  about 

long-acting  metabolites?  Many  clinicians,  as  well  as  pharmacologists, 
are  beginning  to  draw  attention  to  this  problem  (see  New  England  Journal 
of  Medicine,  April  5, 1979). 

In  contrast  to  some  older  benzodiazepines,  Ativan  (lorazepam)  does 
not  give  rise  to  long-lasting  active  metabolites.  As  with  all 
benzodiazepines,  you  should  follow  the  usual  precautions  concerning 
co-administration  with  other  CNS  depressants  and  warn  your 
patients  against  operating  dangerous  machinery  and  motor  vehicles. 

However,  it  is  noteworthy  that  Ativan  showed  no  clinical  evidence  of 
accumulation  even  when  given  in  high  doses  over  periods  up  to 
6 months.  The  half-life  of  free  lorazepam  is  about  12  hours;  steady-state 
serum  levels  are  attained  in  2-3  days.  Comparable  data  for  diazepam: 
20-50  hours  and  at  least  7-10  days.  (The  pharmacokinetic  profile  of  a drug 
can  define  such  characteristics  as  absorption,  distribution,  metabolism 
and  elimination  but  cannot,  at  present,  be  directly  related  to  its 
therapeutic  effectiveness.) 

Ativan  has  a convenient  b.i.d. 


ort.i.d.  dosage  schedule; 
it  is  compatible  with  a long  list  of 
other  medications  and,  of  course, 
it  is  a highly  effective  anxiolytic 
agent,  as  established  in  numerous 
nationwide,  double-blind, 
controlled  evaluations 
in  thousands  of  patients. 


See  important  information  on  preceding  page. 
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Microscopic  hematuria  with  or  without  proteinuria 
is  a relatively  frequent  occurrence  in  children.1-3 
When  this  abnormality  persists  over  a period  of 
several  weeks  or  months,  investigation  must  be  un- 
dertaken to  identify  the  cause.  Primary  glomerular 
diseases  with  a well-documented  clinical  course  and 
prognosis,  such  as  acute  poststreptococcal  glomeru- 
lonephritis and  membranoproliferative  glomerulo- 
nephritis, must  be  considered,  as  well  as  systemic 
disorders  such  as  the  collagen  vascular  diseases, 
hemoglobinopathies,  and  coagulation  disorders. 
Other  possible  causes  include  renal  tuberculosis, 
urinary  lithiasis,  neoplasia,  and  various  urologic 
disorders. 

Those  cases  that  remain  unexplained  and  un- 
classifiable,  even  with  the  benefit  of  a renal  biopsy, 
generally  demonstrate  great  variability  as  far  as 

* Supported  in  part  by  the  Kidney  Foundation  of  New  York, 
the  Rath  Foundation,  Kidney  Disease  Institute  of  the  State  of  New 
York  Grant  (’-7111,  and  National  Institutes  of  Health  Research 
Training  Grant  5T32  AM()71 10. 

( Present  affiliation:  Ramat-Aviv,  Tel-Aviv,  Israel. 


IPMH  ( idiopathic  persistent  microscopic  hematuria) 
is  a relatively  frequent  occurrence  in  children. 
However,  the  reason  for  the  hematuria  remains 
unexplained  even  when  a renal  biopsy  is  available 
and  the  prognosis  is  difficult  to  predict  in  the  indi- 
vidual patient.  In  an  attempt  to  identify  clinical  and 
histologic  features  with  prognostic  significance,  we 
performed  a retrospective  analysis  of  all  of  our  pa- 
tients with  IPMH.  Requirements  for  selection  were 
persistence  of  hematuria  for  at  least  one  year  and 
absence  of  any  clinical  or  histologic  findings  which 
identified  a glomerular  disease  of  known  clinical 
course.  Fifty-five  children,  27  girls  and  28  boys, 
qualified  for  the  study.  Two  variables  were  found  to 
be  highly  predictive  of  a poor  prognosis:  proteinuria 
>1  Gm.  per  day  and  the  presence  of  interstitial  fi- 
brosis and  foam  cells  on  reanl  biopsy.  The  risk  fac- 
tors arrived  at  from  our  study  should  make  it  possible 
to  group  patients  with  IPMH  into  those  with  a good 
prognosis  and  those  with  a poor  prognosis  more  ac- 
curately and  at  an  earlier  stage  of  their  disease  than 
was  previously  possible. 


history,  clinical  signs,  and  histologic  findings  are 
concerned.  The  prognosis  is  difficult  to  predict  in 
the  individual  patient.  These  conditions  have  been 
labeled  isolated  hematuria  and  proteinuria,  and 
persistent  hematuria  and  proteinuria.  We  are  using 
the  term  IPMH  (idiopathic  persistent  microscopic 
hematuria). 

Previous  studies  have  focused  attention  on  the 
clinical  features  of  two  of  the  major  subgroups  of 
patients  with  this  syndrome.  A group  characterized 
by  the  presence  of  only  painless  hematuria  is  con- 
sidered to  have  a “benign”  course.4-6  There  is 
sometimes  a history  of  hematuria  in  other  members 
of  the  family,  but  no  evidence  of  decreased  renal 
function  in  those  affected.  Recently  recognized 
histologic  findings  thought  to  be  characteristic  of 
some  children  in  this  group  include  mesangial  Ig 
(immunglobulin)A  deposits,  that  is,  IgA  nephropa- 
thy,7,8 and  areas  of  extreme  attenuation  of  otherwise 
normal  glomerular  basement  membrane.9  Patients 
in  this  group  are  thought  to  preserve  normal  renal 
function. 

Another  group  is  generally  described  under  the 
name  of  “chronic  familial  nephritis”  or  “Alport’s 
syndrome.”10  23  The  distinguishing  characteristics 
of  the  patients  in  this  category  are  hematuria,  nerve 
deafness,  ocular  abnormalities,  and  the  development 
of  chronic  renal  insufficiency,  reportedly  more  severe 
in  males  than  in  females.  Some  or  all  of  these  fea- 
tures are  present  when  the  child  first  comes  to  med- 
ical attention.  The  family  history  reveals  other 
members  with  various  combinations  of  renal  and 
ocular  abnormalities,  wilh  occasional  cases  of  renal 
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failure.  A recently  described  discrete  glomerular 
basement  membrane  abnormality  is  found  often  in 
this  group  of  children.24  26 

The  purpose  of  the  present  study  was  to  analyze 
retrospectively  all  of  our  patients  with  IPMH  in  an 
attempt  to  determine  the  validity  of  such  a separa- 
tion between  “benign  hematuria,”  familial  or  spo- 
radic, and  “chronic  familial  nephritis,”  and  to  iden- 
tify clinical  and  histologic  features  with  possible  di- 
agnostic or  prognostic  significance. 

Methods  of  procedure 

The  presence  of  significant  microscopic  hematuria 
was  defined  on  the  basis  of  a 12-hour  overnight  rate 
of  excretion  of  red  blood  cells  greater  than  250,000. 
To  qualify  for  the  IPMH  study,  this  finding  had  to 
be  present  at  one  to  three  monthly  examinations  for 
a period  of  at  least  12  months,  and  the  clinical  course 
and  clinical  and  laboratory  investigations,  other  than 
renal  biopsy,  must  have  failed  to  diagnose  the  pri- 
mary glomerular  diseases,  systemic  diseases,  and 
urologic  disorders  mentioned  previously.  Labora- 
tory investigations  initially  performed  on  all  patients 
and  found  to  be  normal  included  blood  chemistries, 
renal  clearances,  serum  complement,  antinuclear 
antibody,  complete  blood  count,  coagulation  profile, 
urine  culture,  and  intravenous  pyelogram.  In  ad- 
dition, depending  on  the  clinical  picture,  some  pa- 
tients had  tuberculin  skin  testing,  lupus  erythema- 
tosus (LE)  preparation,  chest  radiographs,  and 
voiding  cystourethrogram. 

The  examinations  included:  (1)  routine  urinalyses 
and  12-hour  overnight  quantitative  urine  collections 
for  measurement  of  excretion  of  red  cells,  white  cells, 
casts,  and  protein;  (2)  concentrating  capacity;  (3) 
measurements  of  renal  function  by  endogenous  cre- 
atinine clearance,  renal  function  considered  abnor- 
mal when  the  clearance  of  creatinine  was  less  than  72 
ml.  per  minute  per  1.73  M.2  2T;  (4)  audiometric 
measurements,  in  18  patients;  and  (5)  ophthalmo- 
logic examination,  in  12  patients.  All  of  the  children 
had  an  initial  percutaneous  renal  biopsy  within  12 
months  of  the  first  documented  episode  of  hematu- 
ria, and  the  tissue  was  examined  by  light  microscopy. 
Immunofluorescence  and  electronmicroscopic  data 
are  not  given  since  they  are  not  available  for  all  pa- 
tients. 

Results 

Out  of  approximately  300  children  with  hematuria 
seen  in  the  Division  of  Pediatric  Nephrology  of  the 
Albert  Einstein  College  of  Medicine  during  the  pe- 
riod of  1960  to  1972,  55  qualified  for  the  study.  Of 
these  55  children,  27  were  female,  and  28  were 
male. 

On  the  basis  of  the  history  and  physical  findings 
at  the  time  the  disease  was  recognized,  each  child  was 
classified  as  having  “benign”  (B)  hematuria  or 
“chronic  nephritis”  (CN).  Using  the  traditional 
definitions,  we  defined  benign  forms  as  painless  he- 


TABLE  I.  Renal  function  in  patients  followed  longer 
than  five  years 


t Number  of  Patients s 

Initial  To-  Maintained  Normal  Decreased 

Grouping  tals  Function  Function 


Benign 

Male 

13 

12 

1 

Female 

13 

12 

1 

Chronic 

nephritis 

Male 

9 

7 

2 

Female 

6 

1 

5 

maturia,  with  or  without  proteinuria,  and  with  a 
family  history,  when  present,  of  painless  hematuria 
and  no  evidence  of  t he  early  onset  of  decreased  renal 
function  or  auditory  or  ocular  abnormalities.4-6 
Chronic  nephritis  was  defined  by  the  presence  of 
hematuria,  with  or  without  proteinuria,  in  addition 
to  at  least  one  of  the  following:  nerve  deafness;  oc- 
ular abnormalities;  or  a family  history  of  other 
members  with  various  combinations  of  early  onset 
of  renal  insufficiency,  or  auditory  or  ocular  abnor- 
malities.10 23  These  patients  were  then  analyzed  on 
the  basis  of  actual  outcome:  those  who  maintained 
normal  renal  function  over  at  least  five  years  of  fol- 
low-up and  those  who  showed  a deterioration  in  renal 
function  during  that  time  (Table  I). 

The  patient^ belonged  to  45  families.  In  22  fam- 
ilies one  or  more  relatives  had  a history  of  clinical 
evidence  of  either  persistent  microscopic  hematuria, 
decreased  renal  function,  ocular  abnormalities, 
deafness,  or  various  combinations  of  these  fea- 
tures. 

A most  striking  finding,  as  shown  in  Table  I,  is  that 
8 of  the  15  children  classified  as  belonging  to  the 
chronic  nephritis  group  did  not  develop  impairment 
of  renal  function  over  the  period  of  observation. 
Only  2 of  the  26  children  who  originally  were  con- 
sidered to  belong  to  the  benign  group  deteriorated. 
These  children  were  siblings,  who  presented  hema- 
turia and  heavy  proteinuria  but  later  developed  oc- 
ular and  auditory  abnormalities  as  well  as  interstitial 
fibrosis  and  foam  cells  on  renal  biopsy. 

There  are  no  statistically  significant  differences 
in  sex  distribution,  age  at  presentation,  and  length 
of  follow-up  between  the  group  of  9 patients  who 
suffered  decreases  in  renal  function  and  the  32  pa- 
tients who  maintained  their  function  at  a normal 
level  (Table  II). 

Analysis  of  variables  with  potential  prognostic 
significance  disclosed  differences  in  two  factors:  (1) 
amount  of  proteinuria,  that  is,  more  or  less  than  1 
Gm.  per  day;  and  (2)  presence  or  absence  of  foam 
cells  and  interstitial  fibrosis  on  biopsy  (Table  III). 
All  patients  who  developed  permanent  renal  func- 
tional impairment  manifested  proteinuria  greater 
than  1 Gm.  per  day  at  some  time  during  their  course, 
whereas  only  one  of  those  who  maintained  normal 
function  had  this  degree  of  protein  excretion.  No 
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TABLE  II.  Sex,  age,  and  length  of  follow-up  in  patients 
followed  longer  than  five  years 

r Number  of  Patients  (Percent) ^ 

Decreased  Maintained  Normal 
Category  Function  (n  = 9)  Function  (n  = 32) 

Sex 


Male 

3(33) 

19(59) 

Female 

6(67) 

13(41) 

Age  at 

6.9  ± 3.2 

5.4  ± 4 

presentation 

(years) 

Length  of 

8.6  ± 3.5 

8.1  ± 3.8 

follow-up 

(years) 


TABLE  III.  Incidence  of  proteinuria  and  interstitial 
fibrosis  and  foam  cells  in  patients  followed  longer  than 


five  years 

f Number  of  Patients 

Maintained 

Decreased 

Normal 

P 

Function 

Function 

Val- 

Condition 

(n'=  9) 

(n  = 32) 

ues 

Proteinuria  >1  Gm.  per 
day 

9 

1 

<0.0001 

Interstitial  fibrosis  and 
foam  cells 

6 

0 

<0.0001 

patient  with  normal  renal  function  ever  had  inter- 
stitial fibrosis  and  foam  cells  on  biopsy,  whereas  six 
of  the  nine  children  who  developed  renal  insuffi- 
ciency had  these  findings  on  at  least  one  of  their  renal 
biopsies. 

The  interval  from  discovery  of  microscopic  he- 
maturia to  the  finding  of  proteinuria  amounting  to 
greater  than  1 Gm.  per  day  was  on  the  average  3.5 
years,  S.D.  (standard  deviation)  5.2  years,  with  a 
range  of  0 to  15  years.  However,  73  percent  of  pa- 
tients who  developed  this  degree  of  proteinuria  al- 
ready manifested  it  during  the  first  year  after  clinical 
onset  of  disease.  As  many  as  36  percent  of  those  with 
such  heavy  proteinuria  presented  it  at  onset.  The 
interval  from  the  finding  of  microscopic  hematuria 
to  the  demonstration  of  foam  cells  and  interstitial 
fibrosis  on  biopsy  in  the  six  patients  with  this  ab- 
normality averaged  4.4  years,  S.D.  4.6  years,  with  a 
range  of  from  6 months  to  12  years.  However,  57 
percent  of  patients  with  this  abnormality  already 
demonstrated  it  on  their  first  renal  biopsy  within  12 
months  of  clinical  onset  of  disease.  In  the  35  patients 
without  such  changes,  the  most  recent  renal  biopsy 
was  done  at  a mean  interval  from  the  time  of  pre- 
sentation of  3.6  years,  S.D.  2.9  years,  with  a range  of 
from  6 months  to  12  years.  The  difference  between 
these  two  means  is  not  statistically  significant  (p  > 
0.05). 

The  hypothesis  that  these  two  variables  can  serve 
to  identify  the  population  at  risk  was  then  tested  in 
a group  of  1 4 children,  8 girls  and  6 boys,  whose  fol- 
low-up period  was  less  than  five  years.  Analysis  of 
the  prevalence  of  these  two  clinical  features  in  this 
group  of  14  children  is  hampered  by  the  small  num- 
bers involved.  Only  2 of  the  14  patients  had  signif- 
icant decreases  in  renal  function  during  this  time 
period.  However,  one  of  these  two  had  proteinuria 
greater  than  1 Gm.  per  day  at  the  time  of  the  first 
evaluation  for  hematuria,  and  the  other  had  inter- 
stitial fibrosis  and  foam  cells  on  a renal  biopsy  done 
at  nine  months  after  first  presentation  with  hema- 
turia. The  12  children  with  normal  renal  function 
had  neither  of  these  two  features. 

As  in  the  group  followed  for  more  than  five  years, 
there  seem  to  he  no  significant  differences  in  sex 


TABLE  IV. 

Sex,  age,  and  length  of  follow-up  in  patients 
followed  less  than  five  years 

Category 

f Number  of  Patients ^ 

Decreased  Maintained  Normal 

Function  (n  = 2)  Function  (n  = 12) 

Sex 
Male 
Female 
Age  at 

presentation 
(years) 
Length  of 
follow-up 
(years) 


ratio,  age  at  presentation,  and  length  of  follow-up  as 
related  to  the  status  of  renal  function  at  the  end  of 
follow-up  (Table  IV).  Because  of  the  small  numbers 
involved,  no  statistical  evaluation  was  attempted. 

Comment 

The  55  patients  we  have  studied  present  a clinical 
problem  encountered  commonly  by  general  practi- 
tioners, family  physicians,  pediatricians,  and  pedi- 
atric nephrologists.  They  present  IPMH,  some  cases 
sporadic  in  nature  and  some  with  a family  history  of 
renal  abnormalities.  Some  of  these  patients  appear 
on  initial  evaluation  to  have  a typical  Alport’s  syn- 
drome, some  benign  hematuria,  and  some  an  unde- 
termined type  of  abnormality.  The  problem  facing 
the  physician  who  evaluates  these  children  relates  to 
the  prognosis  and  to  the  counseling  of  the  child  and 
the  family. 

One  difficulty  in  the  way  of  better  understanding 
of  IPMH  is  that  previous  descriptions  have  treated 
this  syndrome  as  two  separate  entities.  One  has  been 
labeled  “familial  and  non-familial  benign  hematu- 
ria,”4 and  the  other,  “hereditary  chronic  nephritis.”10 
The  reason  for  this  artificial  separation  appears  to 
he  the  monosymptomatic  character  and  alleged  good 
prognosis  in  the’  former,  and  the  presence  of  ex- 
trarenal  manifestations  and  generally  poor  prognosis 
in  the  latter.  However,  a close  inspection  of  the  lit- 
erature concerning  the  histologic  and  genetic  char- 
acteristics of  these  two  groups  indicate  that  they  may 
not  he  as  distinct  ds  postulated  in  the  past. 


1 

1 

5.5  ± 2 


3 ± 0 


7 

5 

8.1  ± 4.1 


2.4  ± 1 
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Specific  KM  (electronmicroscopic)  changes  in  the 
benign  form  have  been  reported  to  involve  extreme 
attenuation  and  even  rupture  of  glomerular  HM 
(basement  membrane).9  In  contrast,  EM  studies  in 
the  chronic  nephritis  group  have  been  said  to  show 
changes  consisting  of  a thickened  BM  with  distortion 
of  the  lamina  densa  and  transformation  into  a com- 
plex network  of  strands  enclosing  clear  elect  ronlucent 
areas,  containing  small  electron-dense  particles.24  26 
More  recently,  however,  EM  studies  have  discounted 
the  specificity  of  these  findings.  Varying  amounts 
of  BM  splitting,  intramembranous  particles,  and 
attenuation  of  BM  have  been  found  in  both  the  be- 
nign and  chronic  nephritis  groups.28  Thus,  no  single 
morphologic  variable  is  diagnostic  of  either  condi- 
tion. 

Also,  the  long-held  view  that  light  microscopy  in 
the  benign  form  shows  nil  or  minimal  focal  glomer- 
ular lesions,4  while  the  chronic  nephritis  form  shows 
fetal  glomeruli  and  interstitial  foam  cells  at  the  cor- 
ticomedullary  junction,29  cannot  be  used  to  differ- 
entiate among  the  two  groups.  More  recent  studies 
show  that  several  different  light  microscopic  patho- 
logic lesions  may  be  found  in  the  benign  form,  in- 
volving a variety  of  glomerular  abnormalities.30 

Even  patterns  of  inheritance,  previously  thought 
to  be  dissimilar,  with  autosomal  dominance  in  the 
benign  group,4  and  either  sex-linked  or  autosomal 
dominance  with  variable  penetrance  and  expression 
in  the  chronic  nephritis  group,10  may  have  to  be  re- 
vised. Preuss  and  Fraser28  have  shown  that  the 
chronic  nephritis  group  fits  expectations  for  auto- 
somal dominant  inheritance,  with  reduced  pene-. 
trance  in  the  sons  of  affected  fathers  and  increased 
penetrance  in  the  sons  of  affected  mothers.31 

The  risk  factors  arrived  at  from  our  retrospective 
study,  namely  heavy  proteinuria  and  interstitial  fi- 
brosis and  foam  cells,  should  make  it  possible  to 
group  patients  with  IPMH  into  those  with  a good 
prognosis  and  those  with  a poor  prognosis  more  ac- 
curately and  at  an  earlier  stage  of  their  disease  than 
by  the  use  of  the  previous  definitions  of  benign  he- 
maturia and  chronic  nephritis.  From  the  data  pre- 
sented in  Table  III,  it  is  clear  that  these  two  factors 
coincide  with  functional  renal  impairment  of  patients 
followed  for  more  than  five  years.  The  predictive 
value  of  these  variables  is  suggested  by  the  analysis 
of  patients  followed  for  less  than  five  years.  It  must 
be  stressed  that  these  two  factors  seem  to  indicate  an 
ominous  prognosis  whenever  they  appear,  but  their 
absence  when  a patient  is  initially  investigated  for 
IPMH  cannot  be  taken  as  a favorable  prognostic  sign, 
since  these  features  may  not  make  their  appearance 
until  late  in  the  course  of  the  syndrome.  However, 
the  majority  of  our  patients  who  were  to  demonstrate 
eit  her  of  these  two  prognostic  features  did  so  within 
the  first  12-month  period  after  clinical  onset  of  dis- 
ease. 

The  recently  described  histologic  pattern  of 
mesangial  IgA  deposits  found  in  a certain  percentage 


of  children  with  IPMH  is  known  as  Berger’s  disease.' 
The  prognosis  in  this  condition  is  generally  thought 
to  be  a benign  one,  but  it  has  been  reported  that  up 
to  50  percent  of  involved  patients  develop  signs  of 
progressive  renal  insufficiency  over  many  years.8,32 
No  definite  prognostic  indicators  have  been  identi- 
fied for  patients  with  Berger’s  disease.  The  immu- 
nofluorescent  techniques  needed  to  differentiate  this 
group  of  patients  from  others  with  IPMH  were  not 
available  for  use  in  our  group  of  study  patients  in  the 
years  I960  to  1972;  therefore,  an  unknown  number 
of  children  with  Berger’s  disease  undoubtedly  are 
among  the  55  patients  we  have  described.  Since  at 
present  there  are  no  prognostic  indicators  available 
for  this  group  of  patients,  and  since  the  condition  is 
not  uniformly  benign,  the  presence  of  Berger’s  dis- 
ease among  our  patients  with  IPMH  does  not  inval- 
idate our  findings. 

Our  conclusion  that  heavy  proteinuria  indicates 
a poor  prognosis  in  all  patients  with  IPMH  confirms 
the  observations  of  others.  Hendler,  Kashgarian, 
and  Hayslett14  reported  in  a group  of  57  patients  with 
IPMH  that  proteinuria  greater  than  0.5  Gm.  per  day 
correlated  with  the  presence  of  severe  histologic  le- 
sions, including  interstitial  fibrosis,  tubular  atrophy, 
glomerular  hyalinization,  and  epithelial  crescents.30 
Van  der  Peet  et  al.33  and  West34  both  observed  that 
proteinuria  increased  with  progression  of  disease. 

We  found  no  evidence  that  differences  in  duration 
of  follow-up  were  responsible  for  the  correlation  be- 
tween degree  of  proteinuria  and  prognosis,  since  the 
length  of  follow-up  was  similar  between  patients  with 
good  and  poor  prognosis. 

It  is  not  surprising  that  the  presence  of  foam  cells 
and  interstitial  fibrosis  on  renal  biopsy  was  directly 
correlated  with  poor  prognosis.  Whalen  et  al.35  have 
shown  that  although  foam  cells  are  not  pathogno- 
monic of  chronic  nephritis,  they  are  present  abun- 
dantly in  those  chronic  nephritis  patients  with 
massive  proteinuria  and  severe  ultrastructural  glo- 
merular changes.  The  presence  of  foam  cells  and 
interstitial  fibrosis  was  an  equally  valid  indicator  of 
progression  of  disease  in  both  sexes,  contrasting  with 
the  finding  of  Williamson36  that  foam  cells  may  be 
present  in  females  with  no  progressive  renal  dis- 
ease. 

Our  data  failed  to  show  a correlation  between  sex 
and  prognosis,  although  it  is  generally  stated  that 
severity  is  greater  in  males  than  in  females.19,21,29  In 
accord  with  our  data,  many  workers  have  found  that 
a good  prognosis  in  the  female  is  not  necesarily  war- 
ranted, especially  if  the  patient  or  family  show  ex- 
trarenal  manifestations  of  the  syndrome.11,16,21,33 

A particularly  intriguing  observation  is  that  some 
siblings  developed  impaired  function  at  similar  ages, 
unique  for  the  individual  family.  Two  female  sib- 
lings in  one  family  reached  this  point  at  ages  11  and 
12  years,  two  female  siblings  in  another  reached  it  at 
14  and  16  years,  and  two  male  siblings  in  a third  de- 
veloped renal  insufficiency  at  age  14.  This  finding 
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is  perhaps  explained  by  the  similarity  in  the  severity 
of  expression  of  genetic  information  shared  by 
members  of  the  same  kindred. 

Until  more  is  learned  about  the  cause  and  patho- 
genesis of  these  conditions,  a classification  is  needed 
which  denies  the  artificial  separation  made  between 
different  types  of  patients  with  IPMH  and  allows  a 
more  significant  identification  of  the  population  at 
risk. 

Department  of  Pediatrics 
Hospital  of  the  Albert  Einstein  College  of  Medicine 
1825  Eastchester  Road 
The  Bronx,  New  York  10461 
(DR.  GREIFER) 
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Recent  advances  in  dialysis  and  renal  transplan- 
tation have  made  it  possible  to  prolong  life  in  patients 
with  end-stage  renal  disease;  at  the  same  time,  both 
patients  and  clinical  nephrologists  have  had  to  face 
many  difficult  problems  that  have  resulted  either 
from  the  chronicity  of  renal  failure  or  from  the 
therapy  itself.  One  of  the  aspects  of  particular 
concern  is  the  poor  growth  and  development  oh-, 
served  in  the  pediatric  patient  with  CRF  (chronic 
renal  failure). 

In  this  review,  the  multiple  effects  of  renal  failure 
and  of  chronic  hemodialysis  are  examined  as  they 
relate  to  the  process  of  growth.  The  rationale  for 
therapeutic  measures  in  CRF  is  based  on  the  bio- 
chemical and  clinical  disturbances  as  outlined  in  the 
text.  Protein-calorie  malnutrition  is  considered  in 
greater  detail  since  this  is  now  believed  to  be  the  most 
important  contributor  to  the  growth  retardation  in 
children  with  end-stage  kidney  disease. 

Overview  of  growth 

The  most  reliable  means  of  evaluating  growth  in 
children  are  the  height,  as  measured  by  a wall  scale 
with  a right  angle  head  indicator,  and  bone  age  de- 
rived from  x-ray  films  of  the  hand  and  wrist.1 
Weight  is  not  a reliable  indicator  of  growth,  since  in 
CRF  the  ECF  (extracellular  fluid)  is  increased  while 
cell  mass  is  decreased.2  There  is  a normal  seasonal 
variation  in  growth  rate,3  which  should  be  considered 
when  evaluating  growth  with  measurements  at  fre- 
quent intervals. 

Evidence  for  growth  failure 
in  children  with  CRF 

In  a retrospective  study,  Stickler  and  Bergen4 


compared  the  height  achieved  by  64  azotemic  pa- 
tients under  15  years  of  age  with  that  of  normal 
children;  21  of  these  children  had  a height  more  than 
3 standard  deviations  below  the  mean.  Other  similar 
studies  have  confirmed  the  growth  failure  in  renal 
disease  and  in  children  undergoing  HI)  (hemodial- 
ysis)/’ ' In  our  own  experience  as  well,  the  majority 
of  patients  on  chronic  HI)  have  normal  bone  age, 
while  height  age  lags  behind  the  chronologic  age. 

Dynamics  of  growth 

The  BMR  (basal  metabolic  rate)  is  relatively 
constant  throughout  childhood  and  reflects  primarily 
visceral  and  brain  metabolic  activity.  Assuming  a 
metabolic  efficiency  of  50  to  80  percent,8  it  has  been 
estimated  that  the  BMR  utilizes  45  to  53  percent  of 
the  total  caloric  intake9;  an  additional  5 percent  of 
the  calories  are  expended  in  the  process  of  food  in- 
gestion while  5 percent  are  available  for  growth.10 
However,  the  calorie  requirements  for  growth  are 
higher  in  malnourished  children.  The  evaluation 
and  follow-up  of  marasmic  children  indicates  that 
catch-up  growth  is  achieved  when  caloric  intake  is  in 
the  range  of  150  to  250  cal.  per  kilogram  per  day  with 
protein  intake  of  up  to  4 Gm.  per  kilogram  per  day11; 
if  only  one  half  of  the  calories  are  provided,  the  BMR 
decreases  to  65  percent  of  normal.  The  overall 
physical  activity  is  then  also  reduced  to  compensate 
for  the  inadequate  caloric  supply. 

Factors  contributing  to 
growth  retardation  in  CRF 

Chronic  metabolic  acidosis.  Sustained  meta- 
bolic acidosis  is  a constant  finding  in  CRF.  It  results 
from  accumulation  of  nonvolatile  acids  which  are 
normally  excreted  via  the  kidneys.  The  mechanism 
by  which  metabolic  acidosis  affects  growth  is  not 
clear,  but  several  theories  have  been  proposed:  (1) 
acidosis  decreases  the  rate  of  enzyme-mediated  re- 
actions, especially  those  of  the  glycolytic  pathway, 
resulting  in  inefficient  energy  production12;  (2) 
buffering  of  the  hydrogen  ion  by  the  bone  alkali 
reservoir  impairs  skeletal  growth13;  and  (3)  acidosis 
depresses  appetite,  thereby  reducing  intake  of  nu- 
trients and  the  number  of  calories  necessary  for 
growth. 

Studies  of  the  role  of  acidosis  per  se  in  causing  the 
growth  failure  in  children  with  renal  or  genitourinary 
disorders  with  metabolic  acidosis  as  the  only  or  the 
major  consequence  have  yielded  inconclusive  evi- 
dence. In  one  study,  resumption  of  growth  of  seven 
boys  aged  2 to  19  months  with  proximal  renal  tubular 
acidosis  was  shown  to  be  related  to  the  correction  of 
acidosis  with  bicarbonate  therapy.14  In  another 
study  of  nine  acidotic  patients,  five  with  ureterosig- 
moidostomy  and  four  with  distal  renal  tubular  aci- 
dosis, normal  growth  was  achieved  regardless  of 
correction  of  the  acid-base  status.4  Furthermore, 
Cooke,  Boyden,  and  Haller15  induced  acidosis  in  rats 
by  oral  administration  of  ammonium  chloride,  ace- 
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tazolamide,  or  carbon  dioxide  rebreathing,  and  found 
that  growth  was  maintained  albeit  at  a lesser  rate 
than  normal. 

Despite  these  conflicting  reports,  the  prevailing 
consensus  is  that  metabolic  acidosis  does  affect 
growth  and  should  be  corrected.  This  can  be 
achieved  by  the  addition  of  acetate  or  bicarbonate, 
40  mEq.  per  liter,  in  the  dialysis  fluid.  For  patients 
not  yet  on  maintenance  dialysis,  oral  administration 
of  either  sodium  bicarbonate  or  sodium  citrate 
starting  at  2 to  3 mEq.  per  kilogram  per  day  can  ef- 
fectively control  the  acidosis. 

Renal  osteodystrophy.  Secondary  hyperpara- 
thyroidism and  renal  osteodystrophy  are  primarily 
the  result  of  impaired  conversion  of  25-hydroxyvi- 
tamin  D3  to  1,25-dihydroxycholecalciferol,  decreased 
intestinal  absorption  of  calcium  and  phosphorus,  and 
impaired  renal  excretion  of  phosphate  during  the 
course  of  renal  failure.16-18  The  reported  incidence 
of  this  complication  in  children  with  CRF  is  between 
40  and  50  percent.19-21  Potter,  Wilson,  and  Ozo- 
noff21  demonstrated  bone  disease  in  3 of  17  patients 
prior  to  institution  of  dialysis;  bone  disease  developed 
in  5 other  patients  after  2 to  17  months  of  dialysis. 
Renal  osteodystrophy  correlated  with  the  degree  and 
duration  of  azotemia.  In  addit  ion,  its  development 
may  be  accelerated  through  the  use  of  dialysate  with 
a calcium  concentration  below  6 mg.  per  deci- 
liter.22 

In  the  opinion  of  Stickler  and  Bergen,4  metabolic 
bone  disease  may  well  be  the  most  important  factor 
in  causing  short  stature  in  CRF.  In  their  study, 
growth  failure  in  children  with  radiologic  evidence 
of  rickets  was  significantly  more  severe  (p  < 0.01) 
than  those  cases  without  evidence  of  bone  disease. 
Also,  renal  rickets  coupled  with  hyperphosphatemia 
correlated  well  with  a greater  degree  of  short  stature; 
no  significant  correlation  was  observed  when  the 
degree  of  acidosis,  anemia,  hypertension,  blood  urea 
nitrogen,  and  extent  of  hyposthenuria  were  com- 
pared. Their  weight-for-height  index  as  calculated 
by  the  method  of  West  and  Smith7  was  not  found  to 
correlate  significantly  with  the  degree  of  growth 
failure  and  malnutrition.4  Factors  reported  to  be 
predictive  of  irreversible  growth  arrest  in  children 
with  osteodystrophy  include  pubertal  age  and  very 
severe  osteodystrophy  in  those  over  eight  years  of 
age.6 

Dietary  phosphate  restriction  in  proportion  to  the 
fall  in  glomerular  filtration  rate  is  generally  consid- 
ered to  be  of  great  value  in  the  prevention  and 
treatment  of  renal  osteodystrophy.  This  measure 
can  result  in  a fall  of  immunoreactive  parathyroid 
hormone  to  normal  levels,  increased  intestinal  ab- 
sorption of  calcium,  and  improvement  of  bone  his- 
tology, without  significant  changes  of  serum  cal- 
cium-phosphorus levels  or  phosphate  balances.26 
The  medical  management  of  hyperphosphatemia 
includes  the  oral  administration  of  aluminum  car- 
bonate gels  to  decrease  phosphate  absorption  from 
the  gastrointestinal  tract. 




CRF  ( chronic  renal  failure ) and  hemodialysis  in 
young  children  are  associated  with  multiple  com- 
plications, foremost  of  which  is  retardation  of  phys- 
ical maturation  and  growth.  Internal  factors,  such 
as  the  specific  disorder  producing  CRF  and  the  nu- 
merous metabolic  disturbances  arising  thereof,  had 
been  previously  considered  as  being  most  responsible 
for  the  development  of  the  growth  problem.  How- 
ever, more  recent  data  implicate  an  external  factor, 
protein-calorie  malnutrition,  as  the  single  most  im- 
portant determinant  of  growth  retardation  in  chil- 
dren with  CRF.  In  this  report,  additional  dietary 
data  from  eight  uremic  children  is  presented  showing 
a large  deficit  particularly  in  their  calorie  intake. 
These  nutritional  data  are  discussed  in  the  context 
of  the  biochemical  derangements  occurring  in  uremia 
as  they  relate  to  the  process  of  growth. 


It  is  now  possible  to  bypass  the  renal  block  of  vi- 
tamin D metabolism  through  the  use  of  the  kidney 
hormone,  1,25-dihydroxycholecalciferol  or  its  syn- 
thetic analog  1 alpha-hydroxycholecalciferol.24’25 
The  consequent  quality  of  bone  healing,  as  evidenced 
by  radiologic  and  bone  biopsy  changes,  is  superior  to 
that  obtained  by  the  use  of  high  doses  of  vitamin  D3. 
Moreover,  increased  growth  velocity  has  been  dem- 
onstrated after  long-term  oral  la, 25-vitamin  D3.25 
Oral  calcium  supplementation  is  also  used  to  enhance 
gastrointestinal  absorption  of  this  ion. 

Serum  calcium,  phosphorus,  magnesium,  alkaline 
phosphatase,  and  immunoreactive  parathyroid 
hormone  should  be  frequently  monitored  in  patients 
managed  by  this  regimen.  Subtotal  parathyroid- 
ectomy should  be  performed  only  in  those  rare  in- 
stances when  medical  measures  fail  to  control  severe 
secondary  hyperparathyroidism  and  hypercal- 
cemia. 

Calorie-protein  malnutrition.  Many  investi- 
gators consider  protein-calorie  malnutrition  as  the 
major  factor  limiting  growth  in  children  with  CRF.5-7 
Simmons  et  al.6  have  shown  that  patients  receiving 
less  than  67  percent  of  the  RDA  (recommended  daily 
allowance)  of  calories  had  a diminished  growth  rate, 
while  those  receiving  greater  than  70  percent 
achieved  normal  growth.  We  have  also  analyzed  the 
dietary  data  of  eight  growth-retarded  children  on 
chronic  HD,  as  shown  in  Figure  1,  and  found  that  six 
received  less  than  one  half  of  the  caloric  RDA  and 
only  four  patients  had  protein  intakes  which  met  the 
RDA;  these  low  caloric  intakes  would  only  provide 
the  calories  necessary  for  maintaining  the  BMR  and 
would  not  permit  growth.  Note  that  a minimum  of 
50  to  55  cal.  per  kilogram  per  day  is  necessary  to 
prevent  protein  breakdown  for  gluconeogenesis  and 
insure  a net  protein  synthesis.26 

Anorexia  is  probably  the  most  important  factor 
resulting  in  protein-calorie  malnutrition.  Causes  of 
anorexia  in  these  patients  are  multiple  and  include 
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FIGURE  1.  Dietary  intake  of  calories,  protein,  and  elec- 
trolytes in  eight  children  on  maintenance  hemodialysis.  RDA 
shown  by  dotted  line.  Solid  bar  represents  mean  intake  of 
patients. 


mental  depression,  persistent  hypertension,  anemia, 
azotemia,  and  frequent  infections.  Moreover,  gastric 
disorders,  dietary  restrictions,  unpalatable  dietary 
supplements,  inadequate  preparation  of  foods,  and, 
in  few  instances,  unavailability  of  food,  are  additional 
factors  responsible  for  the  calorie-protein  deficiency 
in  children  with  CRF. 

To  improve  the  caloric  intake  of  these  patients, 
various  commercially  available  caloric  concentrates 
with  low  electrolyte  content  may  be  of  value,  for  ex- 
ample, Controlyte,  1,000  cal.  per  7 fluid  ounces; 
Cal-Power,  546  cal.  per  8 fluid  ounces;  and  Hycal,  295 
cal.  per  4 fluid  ounces. 

Limitation  of  nitrogen  intake  is  well  known  to  re- 
sult in  improvement  of  the  nausea,  vomiting,  and 
neuromuscular  symptoms  of  uremic  patients,  pre- 
sumably by  decreasing  the  accumulation  of  end- 
products  of  protein  metabolism. 27~29  In  adult  ure- 
mic patients,  positive  nitrogen  balance  without 
aggravation  of  uremic  symptoms  can  be  achieved  by 
a minimum  HQP  (high-quality  protein)  intake  of 
0.75  Gm.  per  kilogram  per  day.26  The  protein  re- 
quirements have  not  yet  been  determined  for  the 
growing  child  with  CRF.  We  recommend  2 Gm.  per 
kilogram  per  day  of  HQP  with  additional  protein 
supplements  in  patients  having  chronic  infections, 
surgery,  or  significant  proteinuria;  the  protein  needs 
may  also  be  increased  by  an  increase  in  the  frequency 
and  duration  of  dialysis,  both  of  which  result  in 
greater  amino  acid  and  protein  losses,  as  will  be  de- 
scribed. 

The  biochemical  and  subjective  improvements 
observed  following  use  of  modified  protein  diets  in- 
evitably led  to  investigation  of  the  role  and  require- 
ments of  amino  acids  in  CRF.  Much  of  this  research 
is  based  on  the  work  of  Rose30,31  and  Leverton  et  al.,32 
who  established  the  minimal  EAA  (essential  amino 


acid)  requirements  in  normal  adults.  Studies  in 
uremic  patients  indicate  that  overall  plasma  AA 
(amino  acid)  concentration  is  decreased  as  compared 
with  that  of  normal  controls.33  Schaeffer  et  al.34 
found  a pathologically  low  plasma  ratio  of  EAA/ 
NEAA  (nonessential  amino  acid)  concentration  in 
protein-restricted  uremic  individuals  as  opposed  to 
the  stable  postabsorptive  AA  ratios  in  normal  indi- 
viduals.33 These  changes  suggest  a derangement  in 
AA  absorption,  distribution,  or  both.  The  process 
of  HI)  also  contributes  to  the  AA  abnormalities  since 
a total  of  2 to  3.5  Gm.  of  alpha-amino  nitrogen  is  re- 
moved during  each  session.26-36  Klinkmann  and 
Holtz3,  demonstrated  that  the  loss  of  both  EAA  and 
NEAA  during  HI)  is  a function  of  molecular  weight, 
AA  concentration,  and  properties  of  the  membranes 
used  in  the  dialyzer.  Accordingly,  several  AAs  are 
removed  in  excess  of  others,  but  the  total  plasma  AA 
concentration  remains  relatively  constant.  This 
finding  led  to  the  discovery  of  large  intracellular 
pools  of  arginine,  lysine,  and  isoleucine  that  are  de- 
pleted during  dialysis.  Indeed,  the  majority  of  AAs 
in  muscle  cells  were  found  to  be  decreased  following 
peritoneal  dialysis.38  Of  special  interest  has  been  the 
demonstration  that  histidine  is  an  EAA  in  uremic 
individuals  as  it  is  in  young  infants.39-40  Histidine 
has  been  shown  to  influence  hemoglobin  synthesis 
thereby  improving  the  anemia  of  renal  disease  when 
supplements  are  given.40-41 

Recent  studies  have  concentrated  on  methods  of 
overcoming  the  observed  AA  imbalances  by  using 
readily  utilizable  oral  and  intravenous  EAA  prepa- 
rations. Safe  use  of  intravenous  solutions  with  high 
EAA  content  has  been  reported  by  several  investi- 
gators.39-40-42 This  route  eliminates  the  problems  of 
food  availability,  lack  of  appetite,  absorption  and 
distribution  impairments,  and  unpalatability  of  the 
protein-deficient  diets  and  oral  AA  preparations. 
Heidland  and  Kult42  infused  20  Gm.  of  EAA  plus 
histidine  into  18  patients  maintained  on  high  caloric 
intake  and  demonstrated  normalization  of  serum 
transferrin  and  complement  values  following  these 
infusions.  In  their  study,  long-term  EAA  supple- 
mentation also  led  to  decreased  serum  phosphate 
level;  presumably,  this  is  due  to  the  incorporation  of 
phosphate  into  intracellular  structures  and  phos- 
phoproteins.  Campanacci  et  al.43  gave  1 Gm.  per 
kilogram  per  day  of  protein,  as  well  as  intraveneous 
EAA,  2.2  gN.,  and  histidine,  0.45  gN.,  at  the  end  of 
HD,  and  found  that  the  “corrected'  nitrogen  balance, 
that  is,  nitrogen  intake-urinary  and  fecal  nitrogen 
excretion-nonprotein  nitrogen,  became  less  negative 
or  slightly  positive. 

Oral  supplements,  such  as  Amin-Aid,  which  pro- 
vide 6.35  Gm.  of  EAA  and  670  cal.  in  each  148-Gm. 
package  may  be  used  in  selected  cases.  Crystalline 
EAA  mixtures  as  pure  L-AA  solution,  for  example, 
Aminofusion  LS  and  Aminomel  LS,  should  be  used 
with  caution  since  they  have  a glycine  content  of  50 
to  60  percent  and  are  capable  of  producing  hyper- 
ammonemia,44 especially  if  no  arginine  or  ornithine 
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is  used  for  priming  the  urea  cycle.  Walser’s45  use  of 
nitrogen-free  ketoanalogs  of  EAA  could  be  of  great 
value  in  limiting  production  of  nitrogenous  wastes 
in  CRF,  but  at  present  clinical  use  is  restricted  by 
limited  production  and  high  cost. 

Clearly,  more  research  is  needed  to  establish  the 
AA  requirements  in  normal  and  uremic  children  and 
to  improve  the  clinical  methods  of  evaluating  mild 
and  moderate  forms  of  protein  deficiency;  only  then 
will  earlier  therapeutic  intervention  become  pos- 
sible. 

Hormones.  Many  primary  and  secondary  hor- 
monal derangements  are  known  to  occur  in  CRF. 
Individually  or  collectively  these  hormonal  changes 
may  exert  a profound  influence  on  growth. 

Adrenal  steroids.  Prolonged  administration  of 
prednisone  in  excess  of  6 mg.  per  square  meter  per 
day  has  a definite  adverse  effect  on  growth46;  corti- 
sone has  been  shown  to  decrease  both  nitrogen  ab- 
sorption and  nitrogen  retention  47  Since  prednisone 
is  a mainstay  in  the  treatment  of  several  chronic 
glomerulopathies  occurring  in  childhood,  its  adverse 
effects  on  growth  are  frequently  seen.  In  adult 
uremic  patients  who  are  not  receiving  corticosteroids, 
hypertrophy  of  the  zona  glomerulosa  and  fasciculata 
of  the  adrenals  has  been  found48;  this  may  explain  the 
presence  of  sodium  and  ECF  increment  found  in 
these  patients.49’50 

Thyroid  hormone.  Low  thyroxine  levels  in  renal 
disease  has  been  well  documented.  Ramirez  et  al.51 
have  shown  that  postdialysis  serum  thyroxine  levels 
in  adults  are  significantly  lower  as  compared  with 
nondialyzed  patients  with  CRF.  Furthermore,  pa- 
tients on  HD  have  normal  rather  than  increased 
serum  thyrotrophin  levels  despite  having  low  serum 
thyroxine  concentration,  which  could  indicate  a pi- 
tuitary defect  as  well.51  These  findings  were  con- 
firmed in  another  study  that  also  showed  impaired 
extrathyroidal  conversion  of  thyroxine  to  triiodo- 
thyronine in  uremic  individuals.52 

Insulin  and  carbohydrate  metabolism.  As  men- 
tioned earlier,  several  enzymes  involved  in  glycolysis 
are  impaired  in  uremic  patients.  These  patients  are 
less  sensitive  to  insulin,53-55  and  their  insulin  half-life 
has  been  shown  to  he  increased.56  A dialyzable  in- 
sulin antagonist  is  thought  to  be  responsible  for  the 
insulin  resistance,  rather  than  the  metabolic  acidosis 
or  increased  triglycerides  that  are  present  in 
uremia.57,58 

Despite  the  normal  or  increased  insulin  levels, 
uremic  patients  may  present  nonketotic  hypergly- 
cemia, abnormal  glucose  tolerance  test  results,  and 
hyperglucagonemia. 58,59  It  has  been  proposed  that 
these  biochemical  findings  could  result  from  cellular 
resistance  to  insulin  secondary  to  hormone  binding 
site  derangement  in  chronic  uremia.  Postdialysis 
reactive  hypoglycemia  in  patients  dialyzed  with  a 
high  dialysate  glucose  concentration,  as  well  as  re- 
ports of  postdialysis  hyperglycemia,  are  common.60-61 
Explanations  for  hyperglycemia  include  the  possi- 
bility of  carbohydrate  underutilization,  increased 


HGH  (human  growth  hormone),  adrenal  cortical 
hyperfunction,  and  increased  gluconeogenesis. 

In  addition  to  the  glucose-insulin  derangements, 
fructose  and  galactose  are  poorly  metabolized  in 
uremic  individuals.62  Enzyme  activation  or  dere- 
pression that  presumably  results  from  correction  of 
blood  pH  and  removal  of  antimetabolites  during  the 
process  of  HD  are  other  tenable  reasons  for  the  car- 
bohydrate abnormalities  observed  in  association  with 
hemodialysis.  The  end  result  of  decreased  carbo- 
hydrate intake  and  the  impairments  in  hormones 
involved  in  carbohydrate  metabolism  is  ineffective 
energy  production  and  growth  retardation. 

HGH  and  somatomedin.  In  recent  times  interest 
has  been  generated  the  discovery  of  the  growth- 
promoting  peptides,  the  somatomedins,  as  discussed 
in  the  review  by  van  Wyk  et  al.63  Somatomedin  is 
now  thought  to  be  the  tissue  mediator  for  HGH.64,65 
HGH  has  been  reported  to  be  normal  or  increased  in 
CRF66;  nevertheless,  Saenger  et  al.67  found  low  so- 
matomedin levels  in  nine  growth-retarded,  pre- 
transplant children  who  received  the  caloric  RDA; 
serum  somatomedin  level  became  normal  in  eight 
following  renal  transplantation  and  was  accompanied 
by  an  increased  or  accelerated  growth  velocity  in  six 
of  these  patients.  Grant  et  al.68  observed  that  in 
children  with  protein-calorie  malnutrition  but 
without  renal  disease,  somatomedin  level  was  de- 
creased. Hence,  the  exclusion  of  protein-calorie 
malnutrition  is  mandatory  in  implicating  CRF  as  the 
cause  for  the  low  somatomedin  level. 

Much  speculation  exists  concerning  the  removal 
of  somatomedin  during  the  course  of  HD.  Since 
dialysis  membranes  do  not  allow  passage  of  molecules 
of  greater  than  5,000  MW  (molecular  weight),  they 
should  not  permit  substantial  depletion  of  growth- 
promoting  peptides  that  have  MW  in  the  range  of 
4,700  to  7,000. 

Interestingly,  somatomedin  is  not  only  insulin-like 
in  many  of  its  physiologic  actions  but  is  also  believed 
to  cross-react  with  the  same  site  of  action  in  muscle, 
adipose  tissue,  and  placenta.  Among  the  tissues 
which  generate  somatomedin,  the  kidney  is  of  special 
interest  in  the  uremic  patient,  although  liver  and 
muscle  are  also  important.69  The  specific  interaction 
of  HGH,  somatomedin,  and  the  kidney  remains  to  be 
elucidated. 

Kidney  hormones.  In  addition  to  being  a target 
organ  for  many  hormones,  production  and/or  acti- 
vation of  erythropoietin  and  of  various  prostaglan- 
dins is  now  widely  recognized  to  occur  in  the  kid- 
ney.70-72 However,  the  contribution  of  these  hor- 
mones to  the  development  of  growth  failure  in  chil- 
dren with  CRF  is  less  well  understood  than  the  ef- 
fects on  growth  attributed  to  vitamin  D. 

From  the  aforementioned  considerations  it  is  ev- 
ident that  knowledge  in  the  endocrine  field,  as  it  re- 
lates to  children  with  CRF,  is  at  present  very  limited. 
Thus,  statements  regarding  the  effect  of  these  hor- 
mones on  growth  remain  largely  speculative,  and, 
with  the  exception  of  vitamin  D,  no  hormonal  ther- 
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apy  is  generally  recommended. 

Other  factors.  Other  major  derangements  in 
CRF  include  chronic  azotemia,  hyperlipidemia,  hy- 
pertension, and  vitamin  and  mineral  alterations. 
Supportive  evidence  for  a direct  effect  of  each  of 
these  in  the  causation  of  growth  failure  is  lacking. 
However,  these  abnormalities  may  indirectly  influ- 
ence growth  by  affecting  the  general  well-being  of  the 
patient.  A brief  discussion  of  each  will  be  pre- 
sented. 

Chronic  azotemia.  Infusion  of  urea  in  normal 
individuals  is  not  accompanied  by  appreciable  side- 
effects73;  nevertheless,  a variety  of  guanidine  com- 
pounds derived  mostly  from  urea,  and  to  a lesser 
degree  from  arginine  and  creatinine,  have  been 
strongly  implicated  in  the  exacerbation  of  uremic 
symptoms.  Infusion  of  these  substances  into  dogs 
produces  vomiting  and  incoordination;  it  is  inter- 
esting to  note  that  these  symptoms  can  be  reversed 
by  administering  calcium,  leading  some  workers  to 
believe  that  guanidine  compounds  work  by  antago- 
nizing calcium. 71  Methylguanidine  is  believed  to 
inhibit  oxygen  consumption  by  affecting  several 
enzymes  related  to  respiration.75-77  Even  though 
active  research  proceeds  in  this  field,  a cause-and- 
effect  relationship  between  these  “toxins,”  uremic 
symptoms,  and  growth  failure  remains  to  be  proved 
in  man. 

Hyperlipemia.  Atherosclerosis,  which  may  lead 
to  death,  constitutes  one  of  the  most  serious  conse- 
quences emerging  from  the  extended  use  of  HD  in 
adult  patients.  This  is  largely  /attributed  to  hyper- 
lipoproteinemia.78>7')  Triglycerides  in  the  range  of 
276  mg.  per  deciliter  are  found  in  most  dialyzed  pa- 
tients,66,69 and  their  synthesis  is  believed  to  be  in- 
creased secondary  to  subnormal  activity  of  lipopro- 
tein lipase  despite  the  presence  of  increased  basal 
insulin  levels.80  It  is  evident  that  the  multiple  hor- 
mone and  enzymatic  abnormalities  in  these  patients, 
when  coupled  with  an  increased  carbohydrate  intake 
relative  to  other  nutrients,  play  a significant  collec- 
tive role  in  maintaining  the  hvperlipidemic  state. 
Dietary  and  pharmacologic  control  of  the  hyperli- 
pemia and  limitation  of  fat  as  a source  of  calories  may 
be  of  significant  benefit  in  uremics. 

Anemia.  The  normochromic-normocytic  anemia 
of  CRF  is  more  marked  in  children  than  in  adults. 
Although  decreased  erythropoietin  is  believed  to  be 
the  major  cause,'5,81,82  removal  of  folic  &cid  during 
dialysis,83  decreased  pyridoxine  levels,84  decreased 
iron  levels  or  inadequate  mobilization  of  iron,48,85,86 
and  dialysis-related  blood  losses  are  important  ad- 
ditional causes  of  this  anemia.  It  is  well  known  that 
anemia  contributes  to  such  subjective  symptoms  as 
fatigue,  lethargy,  inactivity,  and  respiratory  effort. 
However  the  marginal  levels  of  hemoglobin  and 
oxygen  saturation  are  partially  offset  by  an  increase 
in  2,3-DPG  (2,3-diphosphoglycerate)  in  the  eryth- 
rocytes of  these  patients,  thereby  facilitating  oxygen 
unloading  in  the  tissues8';  hence,  oxidative  phos- 
phorylation and,  eventually,  energy  available  for 


growth  is  not  believed  to  be  hampered. 

Measures  aimed  at  improving  the  anemia  of  CRF 
include  adequate  HD  to  increase  survival  of  eryth- 
rocytes81,H2;  return  of  the  blood  to  the  patient  at  the 
end  of  dialysis;  androgen  therapy  to  stimulate 
erythropoietin  production88;  infusion  of  EAA  and 
histidine,  folic  acid,  and  multivitamin  supplements; 
and  judicious  use  of  blood  transfusions.  Patients 
receiving  iron  supplements  should  be  properly 
monitored  to  avoid  iron  overload.86,89  In  the  case  of 
hypersplenism,  splenectomy  may  be  required. 

Hypertension.  The  role  of  hypertension  in  lim- 
iting growth  is  mostly  conjectural.  However,  in  one 
report,  treatment  and  correction  of  the  hypertension 
resulted  in  normal  growth.90 

Therapeutic  management  of  hypertension  of  renal 
parenchymal  origin  differs  little  from  that  of  non- 
renal  origin.  Since  fluid  overload  generally  aggrav- 
ates hypertension  in  CRF,  measures  include  sodium 
and  potassium  restriction  of  30  and  40  mEq.  per 
square  meter  per  day  respectively,  and  water  re- 
striction of  400  ml.  per  square  meter  per  day  plus 
urinary  volume  replacement.  In  the  minority  of 
patients  in  whom  hypertension  cannot  be  controlled 
by  medications  and  dialysis,  bilateral  nephrectomy 
may  become  necessary  as  a final  but  not  necessarily 
successful  measure.91 

Vitamins  and  minerals.  The  enzyme  and  hor- 
mone cofactors  play  el  significant  role  in  the  growth 
and  proper  metabolic  function  of  muscle  and  nerve 
cells  in  particular.  Although  dietary  deficiency  and 
depletion  of  water-soluble  vitamins  by  dialysis  un- 
doubtedly exists,  as  a general  rule,  overt  symptoms 
of  vitamin  deficiency,  such  as  scurvy,  nyctalopia,  and 
hemolytic  anemia,  are  uncommon  in  patients  with 
CRF;  however,  such  manifestations  as  poor  wound 
healing  and  inefficient  utilization  of  nutrients  may 
be  related  to  vitamin  deficiency.  Specifically,  thi- 
amine deficiency  has  been  implicated  in  the  patho- 
genesis of  Wernicke’s  encephalopathy  in  uremia92,93; 
also  gastrointestinal  malabsorption  of  AA  is  shown 
to  occur  in  pyridoxine  deficiency,94  which  is  fre- 
quently present  in  uremic  patients.95,96  Kopple  and 
Swendseid97  advocate  the  administration  of  10  mg. 
per  day  of  pyridoxine  to  uremic  individuals. 

Minerals  are  integral  parts  of  important  bio- 
chemical actions.  Dialysis  fluid  is  free  of  trace 
minerals,  and  although  serum  magnesium  and  zinc 
levels  are  reported  to  be  normal  in  patients  on 
chronic  HD,98  other  trace  minerals  may  be  de- 
pleted. 

Conclusion 

A diagrammatic  summary  of  the  various  de- 
rangements in  uremia  is  shown  in  Figure  2.  Review 
of  the  presently  available  data  indicates  that  the  low 
amount  of  calories  consumed  by  children  with  CRF, 
coupled  with  a host  of  biochemical  abnormalities 
encountered  in  uremia,  combine  to  produce  limita- 
tion of  growth.  Nevertheless,  although  caloric  sup- 
plementation alone  can  improve  growth,  it  is  clear 
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FIGURE  2.  Diagrammatic  representation  of  derangements 
resulting  from  chronic  renal  failure  in  children.  Relation- 
ship^) of  each  factor  to  growth  failure  considered  in  text. 


that  protein  and  AA  deficiency,  chronic  metabolic 
acidosis,  renal  osteodystrophy,  and  hormonal  dis- 
turbances significantly  contribute  to  poor  growth. 
However,  there  is  insufficient  proof  in  favor  of  a di- 
rect link  of  these  factors  and  growth  failure  in  chil- 
dren with  CRF.  Definitive  proof  for  the  pathogen- 
esis of  growth  failure  in  uremic  children  must  await 
the  further  delineation  of  the  basic  biochemical  ab- 
normalities in  cells  influenced  by  uremia. 
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The'Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications . 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality- conscious, 
resea  rch  - based  cornpan  ies 
and  those  made  by 
com  modi  ty-  type  supp  l iers . 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  now  here  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
w hich  met  official  mono- 
graph requirements  w ere 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery  - 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “ expensive ” brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 
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‘Matters. 


MYTH:  Generic  options  al- 
most always  exist. 

FACT:  About  55  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
only  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


MYTH:  Generic 
prescriptions  are  filled  with 
inexpensive  generics,  thus 
saving  consumer's  large 
sums  of  money. 

FACT:  Market  data  show 
that  you  invariably 
prescribe — and  pharma- 
cists dispense — both 
brand  and  generically 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a proven  brand  product. 
Savings  from  voluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


MYTH:  Drugs  account  for'  a 
major  portion  of  the  r'ise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
w as  about  12  cents  in 
19G7;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  vour  freedom  to 
prescribe,  either  bv  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise, your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired . 

The  maker  does 
matter 

After  the  myths  about  price 
and  equiv  alency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


RWk 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

Washington , D.C.  20005 
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In  1975  in  New  York  State,  Medicaid  spent  between 
$.55  million  and  $3.71  million  for  treatment  of  PID 
( pelvic  inflammatory  disease)  related  to  untreated 
gonorrhea  infections.  Physicians  reported  some 
2,892  cases  of  PID  that  year  through  the  State  Med- 
icaid data  system.  Review  of  those  data  indicate  an 
average  cost  of  $1,280.50  per  case.  Given  current 
costs  and  positivity  rates  for  gonorrhea  screening, 
and  the  relationship  between  gonorrhea  and  PID, 
screening  of  sexually  active  women,  even  without 
significant  symptoms,  is  indicated. 
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Preventive  medicine  programs  are  designed  to 
achieve  measurable  goals.  We  gauge  the  effective- 
ness of  such  efforts  by  decreased  morbidity,  mortality 
rates,  and  costs.  Programs  such  as  rubella  vaccina- 
tion of  children,1  chronic*  renal  disease  treatment,2 
and  PKU  (phenylketonuria)  screening3  have  had 
measurable  effectiveness  in  costs  saved  the  tax- 
payer. 

Many  jurisdictions  require  or  encourage  screening 
of  their  populations  for  veneral  diseases.  Blood-test 
screening  for  syphilis  has  proved  cost  beneficial.4 
Some  areas  encourage  screening  for  gonorrhea.  In- 
vestigators have  shown  that  33  to  80  percent  of 
nonsymptomatic,  but  gonorrhea-infected  women, 
may  develop  PID  (pelvic  inflammatory  disease).5 
PID  is  a painful  and  debilitating  condition  which 
often  leads  to  hospitalization  and  surgery.  It  may 
be  prevented  by  early  detection  and  treatment. 
Several  studies  estimate  the  national  yearly  medical 
costs  of  PID  to  be  between  $100  and  $211  mil- 
lion.6’7 

What  saving  in  PID  treatment  might  be  realized 
were  screening  for  gonorrhea  among  nonsympto- 
matic women  carried  out  vigorously?  This  report 
estimates  the  total  yearly  expenditures  of  public 
monies  in  New  York  State  (Medicaid,  Title  XIX, 
Social  Security  Act)  in  1975  for  treatment  of  PID, 
and  compares  these  costs  to  costs  of  screening  for 
gonorrhea. 


Methods 

Data  concerning  Medicaid  reimbursements  for 
PID  treatment  were  obtained  from  the  Research  and 
Evaluation  Unit  of  the  New  York  State  Department 
of  Health  for  the  year  1975.  In  that  year,  Medicaid 
paid  for  2,892  cases  of  inpatient  treatment  for  PID. 
Information  obtained  included  age  of  the  individuals 
treated  and  length  of  hospital  stay.  The  data  did  not 
allow  the  separation  of  individuals  from  incidents  of 
treatment,  so  there  were  probably  somewhat  fewer 
than  2,892  women  treated,  since  some  may  have  been 
hospitalized  more  than  once. 

As  the  data  did  not  allow  a direct  tabulation  of 
reimbursement  in  each  case,  the  New  York  State 
medical  fee  schedule  was  consulted  for  cost  data. 
The  schedule  allowed  $150  per  day  hospitalization 
costs,  and  it  was  assumed  that  hospitals  billed  at  the 
allowable  rate.  Allowable  physicians’  fees  for  dif- 
ferent regimens  of  treatment  for  PID  were  in  a rela- 
tively narrow  range  and  averaged  out  to  $262  per 
case.  Reimbursements  for  medications  and  outpa- 
tient treatments  are  not  included  in  the  calcula- 
tions. 

Research  has  shown  that  between  30  and  80  per- 
cent of  women  with  PID  had  positive  test  results  for 
Neisseria  gonorrhoeae ,5  Therefore,  in  estimating 
the  savings  in  PID  treatment  that  might  be  realized 
through  gonorrhea  screening,  different  assumptions 
concerning  the  etiology  of  PID  were  employed.  To 
safely  cover  the  range  of  possibilities,  four  different 
percentages  for  the  proportion  of  PID  that  begins 
with  gonorrhea  were  calculated:  100,  70,  30,  and  15 
percent.  In  other  words,  it  is  assumed  that  by  pre- 
venting, say,  100  cases  of  gonorrhea,  either  100,  70, 
30,  or  15  cases  of  PID  are  also  prevented. 

Estimates  of  the  cost  of  gonorrhea  screening  were 
compiled  by  the  Venereal  Disease  Control  Unit  of  the 
Dutchess  County  Department  of  Health  in  New  York 
State  in  1 976.  Estimates  took  account  of  the  labor, 
office  space  and  equipment,  and  materials  needed  to 
perform  a screening. 

Results 

Not  surprisingly,  nearly  three  quarters  (73  per- 
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TABLE  I.  Cases  reimbursed  by  Medicaid  in  New  York 
Slate  in  1975  for  PID 


Age  (years) 

Number  of 
Cases 

12  to  15 

97 

16  to  19 

485 

20  to  23 

574 

24  to  27 

454 

28  to  31 

244 

32  to  35 

130 

36  to  39 

85 

40  to  45 

43 

Over  45 

(780) 

Total 

2,892 

cent)  of  the  cases  of  PID  were  in  women  in  the  sex- 
ually most  active  age  group  of  12  to  45  years,  with  the 
highest  incidence,  52  percent,  in  the  16  to  27 -year  age 
group  (Table  I). 

The  2,892  patients  stayed  in  the  hospital  a total  of 
19,637  days,  for  an  average  length  of  stay  of  6.79  days. 
Thus,  given  the  average  physician’s  fee  of  $262,  the 
average  estimated  Medicaid  reimbursement  for  a 
case  of  PID  was  $1,280.50.  The  total  estimated  cost 
to  Medicaid  for  PID  in  New  York  State  in  1975  is 
over  $3.7  million. 

Table  II  contains  the  estimates  of  the  proportions 
of  these  costs  that  can  be  attributed  to  untreated 
gonorrhea,  given  the  various  etiologic  assumptions. 
Medicaid  costs  attributable  to  untreated  gonorrhea 
range  from  the  full  $3.7  million  to  a low  of  $0.55 
million.  It  is  worth  noting  that  these  data  represent 
a conservative  estimate  of  Medicaid  costs  for  PID 
care  in  1975,  given  that  they  exclude  medication  costs 
and  outpatient  visits  and  that  many  providers  do  not 
report  PID  as  such. 

Comment 

The  Dutchess  County  study  of  screening  costs 
found  that  it  costs  about  $6.00  to  screen  a woman  for 
nonsymptomatic  gonococcal  infection;  it  costs  at  least 
$1,280.50  to  treat  her  for  PID.  Current  screening 
programs  realize  a positivity  rate  (proportion  of 
nonsymptomatic  women  with  positive  cervical  cul- 
tures of  N.  gonorrhoeae)  of  between  1 and  3 percent, 
depending  on  the  population  screened.8  The  1 
percent  rate  was  obtained  by  Family  Planning  and 
Planned  Parenthood  services  in  New  York  State 
outside  New  York  City  on  a population  of  115,000 
women.  At  $6.00  per  culture,  the  expense  was  about 
$700,000  to  find  1,150  infected  women.  If  all  of  those 
infected  had  progressed  to  clinical  PID  and  were 
treated  at  a cost  of  $1,280.50  per  case,  they  would 
have  consumed  $1.47  million  in  hospital  and  physi- 
cians’ fees.  At  the  70  percent  level  of  association,  the 


TABLE  II.  Costs  to  Medicaid  in  New  York  State  in  1975 
for  hospital  and  physicians'  services  for  treatment  of 
gonococcal  PID  under  various  levels  of  association  with 
untreated  gonococcal  infection  (millions  of  dollars) 


Cost  Factor 

Proportion  of  PID  Costs 
Related  to  Untreated 
Gonococcal  Infection  (percent)* 
100  70  30  15 

Hospital 

$2.94  $2.06 

$0.88  $0.44 

(19,637  days  at  $150 

per  day) 

Physicians’  Fees 

0.76  0.53 

0.23  0.11 

(2,892  cases  at  $262 

per  case) 

Totals 

$3.70  $2.59 

$1.11  $0.55 

* Proportion  of  cases  of  PID  that  are  assumed  to  have  originated  with 
untreated  gonococcal  infection. 


cost  would  have  been  $1.03  million,  and  at  30  percent, 
$0.44  million.  In  that  same  year,  neighborhood 
health  centers  realized  a positivity  rate  of  3.2  percent 
on  about  25,000  cultures  of  nonsymptomatic  women, 
thus  locating  800  cases  at  a cost  of  $150,000.  Under 
the  various  levels  of  association,  the  PID  treatment 
costs  avoided  were  $1.02  million  (100  percent),  $0.71 
million  (70  percent),  $0.31  million  (30  percent),  or 
$0.15  million  (15  percent). 

PID  is  an  expensive  disease  for  the  woman  who  has 
it  and  for  the  taxpayer.  Given  current  costs  for 
gonorrhea  screening  and  PID  treatment,  and  rates 
of  positivity  for  screening  in  most  populations,  pre- 
ventive screening  appears  cost-effective.  Sexually 
active  women  should  be  cultured  for  cervical  gono- 
coccal infection  with  each  pelvic  examination. 

Public  and  Environmental  Health  Division 
714  P.  Street,  Room  450 
Sacramento,  California  95814 
(DR.  LYMAN) 
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There  has  been  an  increase  in  the  New  York  City 
area  recently  of  the  number  of  herniorrhaphies  per- 
formed under  local  anesthesia.  This  is  due  in  part 
to  the  spreading  knowledge  among  patients  of  the 
favorable  results  obtained  with  local  anesthesia  and 
to  consideration  of  economic  factors. 

Patients  undergoing  surgery  with  local  anesthesia, 
however,  are  often  given  heavy  intravenous  sedation 
with  narcotics  and  tranquilizers,  causing  airway  ob- 
struction and  respiratory  depression  with  carbon 
dioxide  retention  and  hypoxemia,  as  described  by 
McNabb  and  Goldwyn,1  converting  in  fact  local  an- 
esthesia into  general  anesthesia.  Consequently,  the 
advantages  of  local  anesthesia  are  lost.  A well-con- 
ducted general  or  regional  anesthesia  would  be 
equally  desirable  or  superior  to  this  conversion. 

Studies  of  complication  rates  and  comparisons 
between  local,  general,  and  spinal  anesthesia  fail  to 
show  a clear  advantage  of  one  anest  hetic  technique 
or  agent.2  4 The  overall  number  of  complications  is 
often  similar  in  the  different  anesthesia  groups,2  r> 
but  their  distribution  varies.  A high  incidence  of 
vomiting  has  been  reported  with  general  anesthesia 
as  compared  with  spinal,  as  in  the  study  of  Urbach 
e)  al.,4  while  wound  problems  were  seen  more  fre- 


The  records  of  110  consecutive  patients  who  under- 
went inguinal  hernia  repair  under  local,  epidural, 
and  general  anesthesia  were  studied  and  analyzed. 
The  general  characteristics  of  the  patients  and 
preexisting  medical  problems  were  similar  for  the 
three  groups.  There  were  no  deaths  and  no  major 
operative  or  postoperative  complications.  The  mean 
duration  of  surgery  and  anesthesia,  postoperative 
pain,  nausea,  and  wound  problems  were  evenly  dis- 
tributed among  the  groups.  Recovery  room  time  and 
length  of  hospitalization  were  significantly  shorter 
in  the  local  than  in  the  epidural  and  general  anes- 
thesia groups;  p <0.05  and  <0.01 ).  The  proportion 
of  patients  ambulatory  in  the  first  postoperative  day 
was  greater  in  the  local  group:  X2  = 26.26;  p <0.001. 
Urinary  bladder  catheterization  was  rarely  needed 
in  the  local  group  and  the  difference  as  compared 
with  the  epidural  and  general  anesthesia  groups  was 
statistically  significant:  X2  = 10.49;  p <0.01.  Our 
data  support  the  view  that  early  ambulation,  pres- 
ervation of  normal  reflexes,  and  short  hospital  stay 
make  local  anesthesia  superior  in  most  cases. 


quentlv  with  local  anesthesia,  as  in  the  report  of 
Knapp  and  Mullen,3  than  with  general  or  spinal. 
Other  investigators,  such  as  Leaverton  and  Garn- 
jobst,2  reported  a lower  urinary  retention  rate  and  a 
shorter  hospital  stay  with  local  than  with  spinal  an- 
esthesia. 

In  our  institution,  at  the  present  time,  the  most 
commonly  used  anesthetics  for  hernia  repair  are  local 
anesthesia  followed  by  epidural  and  general  anes- 
thesia. Spinal  anesthesia  is  rarely  used,  having  been 
largely  supplanted  by  epidural  anesthesia.  Patient 
preference  and  medical  or  surgical  considerations 
usually  determine  the  final  choice. 

The  purpose  of  this  retrospective  study  was  to 
compare  the  operative  and  postoperative  course  of 
patients  subjected  to  inguinal  hernia  repair  under 
local,  epidural,  and  general  anesthesia.  The  pa- 
rameters studied  were  systemic  and  local  complica- 
tions, need  for  postoperative  sedation,  urinary 
catheterization,  duration  of  surgery,  and  length  of 
hospitalization. 

Method 

The  records  of  1 10  consecutive  patients  admitted 
to  the  hospital  for  inguinal  hernia  repair  from  the 
year  1976  to  the  beginning  of  1978  were  reviewed  and 
analyzed.  The  anesthesia  records  were  taken  in 
consecutive  order  from  the  monthly  anesthesia  files, 
and  subsequently  the  complete  medical  charts  were 
obtained  from  the  hospital  medical  record  depart- 
ment. Only  patients  below  age  16  and  patients  with 
known  urinary  tract  problems  were  excluded;  all 
other  records  were  examined.  Forty-four  patients 
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TABLE  I.  Mean  values  of  measurements  for  anesthesia  groups 


Characteristic 

r 

Mean 

Local 

S.D.* 

Number 

Mean 

F.pidural 

S.l). 

N 

Number 

r 

Mean 

General- 

S.D. 

Number 

Age 

58.16 

15.05 

44 

61.00 

12.23 

36 

56.13 

13.81 

30 

Height 

51.40 

2.54 

39 

51.25 

2.29 

34 

51.99 

3.22 

30 

Weight 

151.31 

21.98 

39 

165  7 t 

24.96 

34 

163.53 

21.95 

30 

Duration  surgery  (minutes) 

92.05 

18.72 

44 

96.81 

24.41 

36 

88.00 

28.61 

30 

Duration  anesthesia  (minutes) 

113.52 

19.69 

44 

124.31 

28.06 

36 

116.00 

34.63 

30 

Time  in  recovery  room  (minutes) 

83.41 

29.01 

44 

99.17 

38.14 

36 

104.33 

44.62 

30 

Hospital  stay  (days) 

3.75 

1.22 

44 

5.08 

2.66 

36 

5.87 

4.67 

30 

* S.D.  = standard  deviation. 


received  local,  36  lumbar  epidural,  and  30  general 
anesthesia. 

The  general  characteristics  of  the  patients  and 
preexisting  medical  problems  were  evenly  distributed 
among  all  groups  (Table  I).  The  age  of  the  patients 
ranged  from  16  to  81;  their  physical  status  was  clas- 
sified as  American  Society  of  Anesthesiologists  (ASA) 
physical  status  1 to  IV.  In  the  local  group,  9 of  44 
patients  had  preexisting  medical  problems,  4 of  36 
in  the  epidural,  and  6 of  30  in  the  general  group. 

Premedication  consisted  of  narcotics  and  barbi- 
turates or  tranquilizers:  meperidine  hydrochloride 
50  mg.,  secobarbital  100  mg.;  and  droperidol  2.5  to  5 
mg.  Atropine  was  often  omitted  in  the  local  group 
to  avoid  dryness  of  the  mouth. 

Blood  pressure,  electrocardiogram,  and  respiration 
were  monitored  in  all  patients.  The  amount  of  in- 
travenous fluids  administered  was  minimal.  A group 
of  10  anesthesiologists  administered  anesthesia  and 
monitored  the  vital  signs  for  all  patients. 

In  the  general  anesthesia  group  endotracheal  in- 
tubation was  performed  and  the  balanced  technique 
used  with  barbiturates,  muscular  relaxants,  narcotics, 
or  enflurane. 

Epidural  anesthesia  was  administered  via  the 
lumbar  approach  with  a single  injection  or  with  a 
catheter.  Lidocaine  hydrochloride  (Xylocaine),  1.5 
percent,  and  bupivacaine,  0.5  percent,  were  the  local 
anesthetic  agents  used. 

Local  anesthesia  was  administered  by  the  surgeon 
with  lidocaine  hydrochloride,  0.5  to  1 percent.  Ad- 
ditional intravenous  sedation  in  both  the  epidural 
and  local  groups  consisted  of  diazepam,  2.5  to  10  mg., 
or  droperidol,  1 to  5 mg.,  and  meperidine  hydro- 
chloride, 20  to  100  mg. 

Statistical  methods.  Anesthesia  groups  were 
compared  for  differences  in  mean  values  of  numeric 
measurements  using  the  analysis  of  variance  for 
unequal  cell  sizes.  Groups  were  compared  for 
equality  of  frequency  using  chi-square  contingency 
tests. 

Results 

The  differences  between  mean  age,  height,  and 
weight  for  the  three  anesthesia  groups  were  not  sta- 
tistically significant  (Table  I).  Only  5 percent  of  the 
patients  were  females,  and  they  were  essentially 


evenly  distributed  between  groups. 

Table  I shows  that  mean  duration  of  surgery  and 
mean  time  under  anesthesia  were  similar  for  the 
three  types  of  anesthesia,  with  differences  between 
groups  not  statistically  significant.  Patients  with 
local  anesthesia  had  significantly  shorter  recovery 
room  time  (F  = 3.36,  dF  = 2.107,  and  p < 0.05)*  and 
hospital  stay  (F  = 4.85,  dF  = 2.107,  and  p < 0.01) 
than  patients  with  epidural  or  general  anesthesia 
(Fig.  1A). 

One,  that  is,  2.3  percent,  of  the  44  patients  in  the 
local  anesthesia  group,  as  compared  with  8,  or  12.1 
percent,  of  66  patients  in  the  other  two  groups, 
complained  of  nausea  postoperatively.  This  result 
did  not  reach  statistical  significance,  partly  because 
of  the  small  total  number  of  patients  with  this  com- 
plaint. 

Catheterization  was  needed  in  only  one,  or  2.3 
percent,  of  the  local  group,  as  opposed  to  10,  or  27.8 
percent,  of  the  epidural  group  and  5,  that  is,  17.2 
percent,  of  the  general  anesthesia  group.  The  dis- 
tribution of  this  symptom  was  significantly  different 
across  anesthesia  groups  (chi2  = 10.49,  dF  = 2,  and 
p < 0.01)  (Table  II). 

The  number  of  postoperative  complications  and 
the  amount  of  pain  medication  used  postoperatively 
was  similar  for  the  three  groups. 

The  proportion  of  patients  who  were  ambulatory 
on  the  first  postoperative  day  was  distinctly  greater 
in  the  local  group,  with  an  incidence  of  95.5  percent, 
or  42  of  44  patients,  than  in  the  epidural  group,  with 
an  incidence  of  44.4  percent,  or  16  of  36.  or  the  gen- 
eral anesthesia  group,  with  an  incidence  of  56.7  per- 
cent, or  17  of  30.  The  difference  in  proportions  was 
statistically  significant  (chi2  = 26.27,  dF  = 2,  and  p 
<0.001). 

Comment 

In  this  study  the  general  characteristics  of  the 
patients,  including  preexisting  medical  problems  and 
the  mean  duration  of  surgery  and  anesthesia,  were 
similar  in  all  groups  (Table  I). 

Nearly  all  patients  of  the  local  and  epidural  groups 
received  additional  intravenous  sedation  during  the 

* F statistics  show  the  significance  level;  dF  is  the  degree  of 
freedom. 
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FIGURE  1.  Three  anesthesia  groups.  (A)  Recovery  room  time.  (B)  Hospital  stay. 


TABLE  II.  Distribution  of  patient  ambulation  and 
catheterization  across  anesthesia  groups 


Category 

Number  (Percent 
Epidural 

r 

Local 

) \ 
General 

Ambulation 

First  day 

42  (95.5) 

16  (44.4) 

17  (56.7) 

Second  day  or  after 

2(4.5) 

20  (55.6) 

13  (43.3) 

Catheterization 

Catheterized 

1 (2.3) 

10(27.8) 

5(17.2) 

Not  catheterized 

43  (97.7) 

26  (72.2) 

25  (82.8) 

operation,  ranging  from  moderate  to  heavy.  Al- 
though oxygen  was  often  administered  by  mask  or 
nasal  cannula,  as  advocated  by  McNabb  et  al.,1  to 
avoid  hypoxemia,  the  amount  of  narcotics  and  sed- 
atives used  was  high,  and  it  is  surprising  that  there 
were  no  intraoperative  or  postoperative  respiratory 
complications.  Excessive  sedation  causing  upper 
airway  obstruction  and  hypoventilation  should  be 
avoided. 

Pain  in  the  operative  site  calls  for  additional  in- 
jection of  local  anesthetic  rather  than  repeated  ad- 
ministration of  sedatives.  The  purpose  of  sedation 
is  to  maintain  a calm,  tranquil  patient  and  to  provide 
some  degree  of  analgesia.  Excessively  heavy  seda- 
tion should  not  be  used  to  compensate  for  inadequate 
local  anesthesia. 

Bradycardia  was  often  noted  intraoperatively  in 
the  local  anesthesia  group  and  was  thought  to  be 
caused  by  lack  of  atropine  administration  and  by 
depressed  automaticity  of  the  sinus  due  to  the  lid o- 
caine  hydrochloride  used  as  a local  anesthetic 
agent. 


Postoperative  pain,  nausea,  low-grade  fever, 
scrotal  edema,  epididymitis,  and  hematoma  were 
evenly  distributed  in  the  groups.  Other  authors, 
such  as  Knapp  and  Mullen3  and  Chang  and  Farha,6 
have  reported  a higher  incidence  of  wound  problems 
with  local  anesthesia  than  with  general  or  regional 
anesthesia. 

Of  the  parameters  studied,  recovery  room  time,  as 
shown  in  Figure  1,  ambulation,  need  for  urinary 
bladder  catheterization,  and  length  of  hospital  stay 
were  sufficiently  different  among  the  groups.  As 
anticipated,  patients  who  were  under  local  anesthesia 
during  surgery  required  the  least  recovery  room  stay, 
rarely  needed  to  be  catheterized,  were  ambulatory, 
and  were  able  to  leave  the  hospital  in  the  shortest 
amount  of  time. 

The  mean  hospital  stay,  from  the  day  of  admission 
to  the  day  of  discharge,  was  3.75  days  for  the  local  as 
compared  with  5.08  for  the  epidural  and  5.87  for  the 
general  group  (Fig.  IB).  This  is  similar  to  the  find- 
ings of  Leaverton  and  Garnjobst2  of  3.51"  days  of 
hospitalization  with  local  and  4.03  with  spinal  anes- 
thesia. Other  authors,  such  as  Knapp  and  Mullen,3 
reported  a longer  hospitalization  of  13.7  days  with 
local  and  10:3  with  general  and  spinal  anesthesia, 
while  Beilis7  performed  a large  number  of  hernior- 
rhaphies under  local  anesthesia  with  only  24  hours 
of  hospitalization  and  unrestricted  activity.  The 
differences  in  these  findings  could  be  attributed  to 
the  physical  status  and  psychologic  attitude  of  the 
patients  and  also  to  the  length  of  surgery  and  to  the 
surgical  and  anesthetic  techniques. 

Patients  of  the  local  group  walked  with  assistance 
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to  the  recovery  room;  42  of  44  patients,  or  95.5  per- 
cent were  ambulatory  the  same  day  of  the  operation 
(Table  II).  The  difference  with  the  other  two  groups 
is  statistically  significant  (chi2  = 26.27,  and  p < 
0.001).  Early  ambulation  and  motor  activity  are 
desirable  and  decrease  the  incidence  of  deep-vein 
thrombosis  of  the  calf  and  of  pulmonary  emboli. 
Atelectasis  and  acute  respiratory  tract  infections  are 
also  decreased. 1 

There  was  no  significant  difference  between  epi- 
dural and  general  anesthesia  except  for  a higher 
urinary  catheterization  rate  of  27.8  percent  in  the 
epidural  group  (Table  II).  Sedation,  late  ambula- 
tion, decreased  muscle  tone,  and  depression  of  re- 
flexes are  factors  that  contribute  to  difficulty  in 
voiding  spontaneously.2,4,8  Many  catheterizations 
were  done  in  the  operating  room  and  could  reflect  the 
clinical  judgment  and  the  preference  of  the  surgeon. 
Nevertheless,  this  rate  is  higher  than  reported  with 
spinal  anesthesia  by  other  authors.2-8  Spontaneous 
micturition  decreases  the  risk  of  urinary  tract  in- 
fection and  is  particularly  desirable  in  the  older-age 
group,  since  these  patients  often  have  an  enlarged 
prostate  and  urinary  retention. 

It  is  difficult  with  these  results  to  delineate  be- 
tween some  causal  effects  of  local  anesthesia  per  se 
and  the  secondary  effects  of  local  anesthesia,  such  as 
early  ambulation,  for  the  difference  in  the  various 
other  parameters.  The  variable  complex  made  by 
the  total  medical  and  psychologic  status  of  a patient 
and  the  needs  of  both  patients  and  surgeons  have 
perhaps  more  influence  on  the  operative  and  post- 
operative course  than  the  choice  of  anesthesia.5-9 

Local  anesthesia  interferes  the  least  with  physio- 
logic body  function  and  with  the  maintenance  of  the 
patient’s  homeostasis.  It  is  primarily  the  preserva- 


Asbestos  plus  cigarettes 
boosts  rate  of  lung  cancer 

Exposure  to  asbestos  increases  the  risk  of  lung  disease 
somewhat,  but  it  is  the  combination  of  smoking  and  as- 
bestos that  causes  most  of  the  problem,  says  an  editorial 
in  the  August  3 Journal  of  the  American  Medical  Associ- 
ation. 

Irving  J.  Selikoff,  M.D.,  Mount  Sinai  School  of  Medicine 
of  the  City  University  of  New  York,  and  E.  Cuyler  Ham- 
mond, Sc.D.,  of  the  American  Cancer  Society,  declare: 

Death  rates  for  lung  cancer  per  100,000  man-years, 
standardized  for  age,  are  as  follows:  11.3  for  men  who 

neither  worked  with  asbestos  nor  smoked  cigarettes;  58.4 
for  men  who  worked  with  asbestos  but  did  not  smoke;  122.6 
for  cigarette  smokers  who  had  not  worked  with  asbestos; 
and  601.6  for  “those  unfortunate  enough  to  have  both  ex- 


tion of  normal  rellexes,  the  early  ambulation,  and  the 
short  hospital  stay  that  make  local  anesthesia  supe- 
rior in  most  cases. 

Judicious  use  of  sedat  ives  and  narcotics  is  essential 
if  respiratory  depression  is  to  be  avoided  and  opti- 
mum benefit  obtained  with  local  anesthesia. 

All  things  being  equal,  our  data  support  the  view 
that  the  selection  of  local  anesthesia,  in  the  appro- 
priate patient,  is  highly  desirable  for  inguinal  her- 
niorrhaphy. 

Acknowledgment.  We  are  grateful  to  Harry  Smith,  Ph.D., 
Professor  and  Chairman  of  the  Department  of  Biostatistics  at 
Mount  Sinai  School  of  Medicine,  for  his  help  and  advice. 
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posures — cigarettes  and  asbestos.” 

Asbestos  by  itself  increases  the  risk  of  lung  cancer  by  four 
or  five  times,  but  as  the  base  risk  is  low  this  does  not  mean 
many  cases,  Drs.  Selikoff  and  Hammond  point  out. 
Smoking  itself  causes  a major  increase  in  lung  cancer,  and 
when  that  high  risk  is  multiplied  manyfold,  an  immense 
increase  is  found. 

“All  workers  known  to  have  been  exposed  to  asbestos  in 
the  past,  whether  in  shipyards,  insulation  work,  factories, 
construction  trades,  brake  repair,  maintenance  work,  or 
otherwise,  should  be  advised  never  to  smoke,  or,  if  they  are 
smoking,  to  stop  as  soon  as  possible,”  they  declare. 

It  had  been  known  for  ten  years  that  some  cancer  deaths 
associated  with  prior  asbestos  exposuie  might  be  related 
to  more  than  asbestos  alone,  the  editorial  points  out.  Drs. 
Selikoff  and  Hammond  followed  up  12,051  asbestos 
workers  for  ten  years  to  determine  the  new  statistics  pub- 
lished in  the  editorial. 
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One  of  the  greatest  revolutions  in  the  history  of 
ophthalmic  surgery  is  currently  taking  place  and 
involves  the  rapidly  developing  techniques  of  pars 
plana  vitrectomy.  It  is  probably  one  of  the  most 
complex  forms  of  ocular  surgery  known  today  that 
requires  excellent  surgical  skills  and  is  fraught  with 
a number  of  possible  complications  that  can  vary 
from  minor  problems  to  disastrous  results,  for  ex- 
ample, enucleation.  To  avoid  these  problems,  the 
vitreous  surgeon  must  master  a wide  variety  of  oph- 
thalmic surgical  skills  involving  the  anterior  as  well 
as  the  posterior  segments;  more  specifically,  a thor- 
ough knowledge  of  the  operating  microscope  is  es- 
sential as  well  as  the  ability  to  perform  standard 
cataract  surgery  using  a variety  of  techniques,  in- 
cluding the  phacoemulsification  or  phacofragmen- 
tation approach  from  either  the  limbal  or  pars  plana 
regions.  In  addition,  the  vitreous  surgeon  must  be 
conversant  with  scleral  buckling  and  other  retinal 
detachment  surgical  procedures. 

The  following  is  a review  of  the  major  components 
of  the  vitrectomy  system  and  how  pars  plana  vit- 
rectomy is  currently  performed.  But  before  dis- 
cussing the  basic  technique,  it  is  probably  worthwhile 
to  review  briefly  some  of  the  major  historic  advances 
in  vitrectomy  that  are  responsible  for  our  current 
approach. 

Historic  perspectives 

In  1863,  von  Graefe1,2  successfully  dissected  a 
vitreous  membrane  with  a needle  and  was  the  first 
man  to  perform  vitreous  surgery.  Ford  in  1890*  was 


able  to  aspirate  opaque  vitreous  from  the  posterior 
segment  of  the  globe,  which  resulted  in  visual  im- 
provement for  his  patients.  Over  the  next  eight 
decades  there  have  been  numerous  contributions  to 
vitrectomy  surgery  by  a number  of  dedicated  oph- 
thalmic surgeons  and  basic  scientists  that  have  been 
thoroughly  reviewed  by  Michels,  Machemer,  and 
Mbeller-Jensen.4  The  major  advances  that  took 
place  during  this  period  concerned:  (1)  vitreous 

substitutes;  (2)  vitreous  cutting  instruments;  and  (3) 
specialized  techniques. 

Saline,5,6  air,7-11  vitreous  heterotransplants,12 
cerebrospinal  fluid,13  subretinal  fluid,14  silicone 
oil  15-22  hyaluronic  acid,23-25  collagen,26^28  SF6  (sul- 
furhexafluoride),29’30  and  polyglyceryl  methacryl- 
ate,31 are  just  a few  of  the  vitreous  substitutes  that 
have  been  tried  clinically  and  experimentally  in  the 
past  80  years.  At  the  present  time,  air  and  saline  are 
the  most  successful  and  widely  used  Vitreous  sub- 
stitutes. 

The  second  major  area  of  research  has  been  in 
developing  vitreous  cutters  with  various  ancillary 
suction  and  infusion  systems.  The  vitreous  culters 
that  have  been  developed  thus  far  have’ either  a ro- 
tary,32-40 or  guillotine,41-44  cutting  action.  Special 
intravitreal  scissors  have  also  been  designed  to  cut 
tough  fibrous  intravitreal  membranes.16’45-50 

During  this  period  of  development  two  types  of 
vitrectomy  surgery  have  evolved.  The  first  type,  or 
“open  sky”  approach,  is  done  through  a large  cor- 
neoscleral or  purely  corneal  incision  which  is  usually 
greater  than  200  degrees  and  requires  the  removal  of 
the  lens  if  it  has  not  already  been  removed  by  con- 
ventional cataract  surgical  techniques.51-55  The 
second  type  is  a “closed”  approach  and  is  usually 
termed  pars  plana  vitrectomy.  In  this  technique,  the 
incisions  are  small,  varying  from  a 20-gauge  needle 
opening  to  a linear  incision  of  3'to  4 mm.4,32-44,56-58 
The  incisions  are  at  the  pars  plana  region,  and  with 
this  technique  there  is  no  corneoscleral  incision. 
Also,  it  is  possible  for  the  surgery  to  be  performed 
without  removing  the  lens  as  long  as  it  is  clear. 

Kasner  and  co-workers,51,52  using  an  open  sky 
technique  in  1968,  removed  almost  all  the  diseased 
vitreous  in  a patient  with  primary  amyloidosis. 
Kasner  was  the  first  ophthalmic  surgeon  to  inten- 
tionally remove  almost  all  the  vitreous  in  an  eye,  re- 
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Natal  Tamporol 


FIGURE  1.  Anatomic  landmarks  of  eye  used  in  pars  plana 
vitrectomy.  Cross-sectional  and  frontal  views  of  globe  il- 
lustrating ora  serrata  and  pars  plana.  See  Figure  2 for  detail 
of  circled  area.  (With  permission  from  Zinn,  K.:  Introduction 
to  Pars  Plana  Vitrectomy,  Vol.  1,  Program  3,  Sept.,  1979. 
Current  Views  in  Ophth.  Atlanta,  Ga.) 

placing  it  with  saline,  and,  more  importantly,  to 
demonstrate  that  the  eye  could  tolerate  such  a ma- 
neuver. 

Until  1971,  all  closed  vitrectomy  surgery  was  ba- 
sically an  aspiration  technique  combined  with  vari- 
ous fluid  replacement  systems. 

Machemer  and  co-workers32-34  were  the  first  to 
introduce  techniques  for  cutting  and  aspirating  vit- 
reous through  a pars  plana  incision.  Their  instru- 
ment was  termed  the  VISC  (vitreous  infusion  suction 
cutter)  and  consisted  of  a rotating  cutting  mechanism 
driven  by  a micromotor.  The  VISC  also  had  a suc- 
tion and  infusion  system.  With  the  VISC,  Ma- 
chemer et  al. 33:54  were  the  first  to  develop  the  mul- 
tifunction probe  approach  to  pars  plana  vitrectomy 
instrumentation.  Douvas35,36  also  developed  an 
infusion-aspiration-cutting  instrument  termed  the 
roto-extractor.  Peyman  et  al.4144  noted  that  tissue 
could  become  entangled  in  rotary  cutters,  and  to 
avoid  this  problem,  oscillating  vitreous  cutters  were 
developed  in  the  early  1970s.  These  instruments 
reduced  the  chances  of  tissue  incarceration  within  the 
probe  compared  with  pure  rotary  cutters.  In  1972, 
O'Malley  and  Heintz42  introduced  a guillotine  cutter, 
which  was  a marked  improvement  over  the  other 
cutters.  In  addition,  efforts  were  made  to  develop 
probes  with  smaller  diameters  and  to  divide  infusion, 
suction,  cutting,  and  endoillumination  systems 
through  several  pars  plana  incision  sites  instead  of 
one  site.  This  lessened  the  chances  of  retinal  dial- 
yses at  the  vitreous  base  and  also  reduced  the  eddy 
currents  around  the  cutter  tip  that  could  be  respon- 
sible for  the  inadvertent  introduction  of  retinal 
tissues  into  the  cutting  port  of  the  probe. 

In  1974,  Machemer56  also  introduced  and  devel- 
oped the  bimanual  technique,  wrhere  two  instruments 
were  simultaneously  introduced  into  the  vitreous 
cavity  through  two  separate  pars  plana  incisions. 
This  led  to  the  development  of  retinal  membrane 
peeling  techniques,56  and  increased  our  ability  to 
handle  complex  massive  periretinal  proliferation 
cases  as  well  as  the  removal  of  intraocular  foreign 
bodies.46,57-63 

There  are  many  individuals  who  have  made  sig- 


FIGURE 2.  Three-dimensional  cutaway  of  ora  serrata,  pars 
plana,  and  pars  plicata  (ciliary  processes)  regions.  Note 
position  of  vitreous  base  overlying  ora  serrata.  See  Figure 
1,  circled  area,  for  orientation.  (With  permission  from  Zinn, 
K.:  Introduction  to  Pars  Plana  Vitrectomy,  Vol.  1,  Program 
3,  Sept.,  1979.  Current  Views  in  Ophth.,  Atlanta,  Ga.) 


nificant  contributions  to  pars  plana  vitrectomy,  and 
these  advances  have  been  thoroughly  reviewed  and 
cited  by  Michels,  Machemer  and  Mueller-Jensen,4 
Klein  and  Katzin,64  and  Machemer  and  Aaberg.65 

Before  considering  the  surgical  approach  to  pars 
plana  vitrectomy,  it  is  important  to  review  a few  sa- 
lient features  of  the  anatomy  of  the  pars  plana.  The 
indications,  contraindications,  and  complications  of 
pars  plana  vitrectomy  will  be  discussed  in  the  latter 
portion  of  this  review. 

Anatomic  considerations 

The  pars  plana  region  is  defined  as  that  portion  of 
the  globe  between  the  peripheral  end  of  the  retina, 
that  is,  ora  serrata,  and  the  posterior  border  of  the 
ciliary  processes,  the  pars  plicata  (Fig.  1).  Its  width 
varies  somewhat  from  patient  to  patient,  depending 
on  the  quadrant  and  the  overall  size  of  the  globe. 
The  distance  between  the  ora  serrata  and  the  surgical 
limbus  varies  from  quadrant  to  quadrant  but  gen- 
erally is  greater  in  the  temporal  quadrants  than  in  the 
nasal  quadrants.66 

The  pars  plana  has  two  layers  of  cells:  an  inner 
nonpigmented  epithelium  and  an  outer  pigmented 
epithelial  layer.  It  is  essential  to  understand  that 
any  incision  into  the  vitreous  cavity  through  the  pars 
plana  region  cleanly  traverse  the  overlying  sclera  as 
well  as  these  two  epithelial  layers.  If  this  does  not 
occur,  detachment  of  the  nonpigmented  epithelium 
can  occur  and/or  choroidal  effusions  may  take  place, 
with  disastrous  results. 4,64,65,6 1,68 

The  vitreous  base,  which  is  the  strongest  attach- 
ment of  the  vitreous  body  to  the  inner  wall  of  the 
globe,  is  2 to  3 mm.  in  width  and  straddles  the  ora 
serrata  for  360  degrees  (Fig.  2).  The  vitreous  base 
extends  1.32  mm.  anteriorly  in  the  nasal  quadrants 
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and  approximately  0.26  mm.  in  the  temporal  quad- 
rants.66 The  posterior  vitreous  base  extends  1.5  mm. 
posterior  to  the  ora  serrata  in  the  nasal  and  temporal 
quadrants.66  The  anterior  border  of  the  vitreous 
base  is  adherent  to  the  nonpigmented  epithelium  of 
the  pars  plana  and  is  a line  running  more  or  less 
parallel  with  the  plane  of  the  equator.  The  posterior 
border  of  the  vitreous  base  is  adherent  to  the  internal 
limiting  membrane  of  the  retina  and  is  a line  of  ad- 
hesion running  more  or  less  parallel  to  the  equator. 
Vitreous  traction  along  this  posterior  border  often 
is  responsible  for  horseshoe  retinal  tears  and  round 
aphakic  retinal  breaks,  many  of  which  lead  to  rheg- 
matogenous  (tear)  retinal  detachments.  Therefore, 
care  must  be  taken  with  the  pars  plana  incision  sites 
not  to  transmit  unusual  traction  forces  to  the  vitreous 
base,  which  could  ultimately  lead  to  a rhegmatog- 
enous  retinal  detachment. 

Instrumentation 

The  pars  plana  vitrectomy  instrumentation  can  be 
divided  into  several  component  systems,  as  indicated 
in  Table  I.  Tables  are  found  following  references. 

More  specifically,  there  is  an  infusion  system  that 
is  responsible  for  the  maintenance  of  the  intraocular 
pressure  of  the  globe  during  surgery.4’64'65  In  addi- 
tion, there  is  a separate  illumination  and  viewing  or 
observation  system  that  allows  the  surgeon  the 
proper  visibility  to  perform  the  surgery,  and  finally, 
a cutting-suction  system  that  is  responsible  for  the 
cutting  and  removal  of  blood  and  complex  vitreous 
membranes.  These  systems  will  be  covered  indi- 
vidually in  subsequent  sections. 

The  incision  for  the  infusion  system  is  carried  out 
in  the  pars  plana,  and  an  infusion  cannula  is  sutured 
into  position  which  allows  either  nonlactated  Ring- 
er’s or  balanced  salt  solutions  to  perfuse  the  vitreous 
cavity,  maintaining  the  intraocular  pressure  of  the 
eye  during  surgery  (Fig.  3).  The  infusion  works  on 
a gravity  feed  principle,  and  the  height  of  the  intra- 
venous bottle  relative  to  the  eye  will  ultimately  de- 
termine the  intraocular  pressure  of  the  eye  if  there 
are  no  suction  forces  present.  However,  the  overall 
intraocular  pressure  is  a balance  between  the  infusion 
and  suction  forces.  The  latter  depends  on  the  rate 
at  which  vitreous  is  removed  from  the  eye  through 
the  suction-cutter  system. 

More  specifically,  the  infusion  pressure  is  deter- 
mined by  the  height  of  the  infusion  bottle  relative  to 
the  globe.  If  one  operates  at  high  suction,  then  to 
maintain  a given  intraocular  pressure  the  infusion 
bottle  must  be  raised,  and  the  converse  is  also  true. 
Frequent  monitoring  of  the  intraocular  pressure  by 
the  assistant  and  surgeon  is  essential  in  avoiding 
problems.  If  the  intraocular  pressure  is  too  low,  the 
cornea  will  wrinkle,  and  visibility  will  drop  precipi- 
tously. Therefore,  it  is  essential  that  the  intraocular 
pressure  be  maintained  at  a level  that  will  maintain 
corneal  curvature,  retaining  visibility  yet  low  enough 
to  avoid  a retinal  artery  occlusion. 


FIGURE  3.  Pars  plana  vitrectomy  infusion  system  with 
special  cannula  anchored  in  position  at  pars  plana.  (With 
permission  from  Zinn,  K.:  Introduction  to  Pars  Plana  Vit- 
rectomy, Vol.  1,  Program  3,  Sept.,  1979.  Current  Views  in 
Ophth.,  Atlanta,  Ga.) 


FIGURE  4.  Vitrectomy  illumination  systems.  Coaxial  illu- 
mination from  operating  microscope  has  considerable  glare, 
thereby  reducing  visibility  in  posterior  polar  region  compared 
with  endoillumination  system.  (With  permission  from  Zinn, 
K.:  Introduction  to  Pars  Plana  Vitrectomy,  Vol.  1,  Program 
3,  Sept.,  1979.  Current  Views  in  Ophth.,  Atlanta,  Ga.) 

The  observation  system  consists  of  an  operating 
microscope,  a corneal  contact  lens,  and  an  illumina- 
tion system  (Fig.  4). 4, 64, 65 

There  are  a number  of  operating  microscopes  that 
are  commercially  available,  but  the  ones  used  in  pars 
plana  vitrectomy  should  have  excellent  stereo  optics, 
coaxial  illumination,  motorized  height  adjustment, 
motorized  fine  focuses,  and  tilt  as  well  as  x-y  hori- 
zontal translation  capabilities.69-71  Most  operating 
microscopes  have  a magnification  range  from  8X  to 
30X.  Obviously,  as  the  magnification  is  increased, 
the  depth  of  focus  is  reduced,  which  can  be  a signif- 
icant hazard  to  the  vitreous  surgeon.  The  micro- 
scope can  give  a magnified  view  of  the  anterior  seg- 
ment of  the  eye,  as  shown  in  Figure  4,  as  well  as  the 
anterior  portion  of  the  vitreous  cavity  in  a patient 
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FIGURE  5.  Vitrectomy  cutters  have  either  rotary  cutting  or 
guillotine  cutting  action.  Once  membrane  is  cut  into  small 
piece,  suction  removes  material  out  of  eye.  (With  permis- 
sion from  Zinn,  K.:  Introduction  to  Pars  Plana  Vitrectomy, 
Vol.  1,  Program  3,  Sept.,  1979.  Current  Views  in  Ophth., 
Atlanta,  Ga.) 


who  is  phakic.  To  see  the  posterior  portion  of  the 
vitreous  cavity  as  well  as  the  retinal  tissues,  it  is 
necessary  to  neutralize  the  corneal  curvature,  and 
this  is  accomplished  by  employing  a corneal  contact 
lens. 

There  are  basically  two  types  of  corneal  contact 
lenses  used  in  pars  plana  vitrectomies.64  One  type 
of  lens  is  a hand-held  arrangement,  for  example,  the 
Charles  lens  with  its  own  infusion  system.  This  is 
separate  from  the  infusion  system  used  to  maintain 
intraocular  pressure  of  the  globe.  The  contact  lens 
infusion  dissipates  any  blood  or  debris  that  may  be 
present  between  the  cornea  and  the  lens  itself.  A 
second  type  of  lens  is  sutured  in  place,  for  example, 
the  Banko  contact  lens,  and  does  not  need  constant 
attention  by  the  surgeon’s  assistant.  Many  surgeons 
remove  the  anterior  corneal  epithelium  before 
placement  of  the  contact  lens  to  ensure  clear  visibility 
throughout  the  procedure. 

Coaxial  illumination  is  helpful  in  the  anterior 
segment  and  anterior  portion  of  the  vitreous  cavity, 
but  to  see  fine  membranes  and  work  in  the  posterior 
polar  region  using  the  single-handed  or  bimanual 
technique,  endoillumination  is  critical, 64,69'70,72-76 
because  it  avoids  the  glare  generated  by  the  coaxial 
light  interacting  with  the  corneal  contact  lens  sys- 
tems (Fig.  4). 

To  remove  vitreous  hemorrhages  and  vitreous 
membranes,  it  is  necessary  to  have  an  instrument 
that  can  be  introduced  into  the  vitreous  cavity  safely 
through  a small  incision  in  the  pars  plana  region. 
The  instrument  must  be  able  to  cut  the  tissue  cleanly 
and  then  aspirate  the  cut  fragments  out  of  the  eye 
simultaneously.64 

Over  the  past  decade  a number  of  probes  have 
been  designed,32-44  but  for  the  most  part  their  basic 
structural  arrangement  is  as  follows.  There  is  a thin 
hollow  metal  tube  with  a blunt  or  rounded  tip  that 
has  an  aperture  or  port  near  the  end  of  the  probe. 
Within  the  hollow  shaft  of  the  probe  is  a metal  rod, 
one  end  of  which  has  a cutting  blade  that  passes  the 


FIGURE  6.  Multifunction  vitrectomy  probe  combining 
suction-cutting  actions  as  well  as  that  of  infusion  and  en- 
doillumination. (With  permission  from  Zinn,  K.:  Introduction 
to  Pars  Plana  Vitrectomy,  Vol.  1,  Program  3,  Sept.,  1979. 
Current  Views  in  Ophth.,  Atlanta,  Ga.) 


port  of  the  outer  tube  ( Fig.  5).  The  other  end  of  the 
inner  metal  rod  is  attached  either  to  a small  electric 
motor  or  to  a bellows  arrangement  which  provides 
the  cutting  motion  of  the  instrument. 

There  are  basically  two  types  of  cutters  that  are 
used  in  pars  plana  vitrectomy  today.  The  first  is  a 
rotary  cutter,32  40  that  uses  a continuous  360-degree 
motion  or  can  be  used  in  an  oscillatory  mode  whereby 
the  blades  reverse  direction  after  180  degrees  of 
rotation  are  made  (Fig.  5).  The  second  type  of  cutter 
has  a guillotine  action  41  44  and  as  the  tissue  is  sucked 
into  the  cutt  ing  port,  the  action  of  the  blade  cuts  the 
tissue,  and  the  tissue  is  then  removed  from  the  eye 
by  suction  ( Fig.  5).  There  are  other  instruments  that 
combine  rotary  and  guillotine  actions  in  a single 
probe.64 

In  addition,  there  are  multifunction  probes,  as 
shown  in  Figure  6,  that  not  only  house  the  suction- 
cutting  system  but  also  contain  the  endoillumination 
and  infusion  systems  as  well.32-36’38  41-43-44 

The  guillotine  cutting  action  appears  to  be  more 
efficient  clinically  in  cutting  through  tough  mem- 
branes and  offers  fewer  complications,  such  as 
drawing  unwanted  and  uncut  tissue  through  the  port 
and  up  the  shaft  of  the  vitreous  cutter.  There  is  also 
much  less  drag  on  the  tissue  as  it  is  being  cut  using 
the  guillotine  action  as  compared  with  the  rotary 
cutting  action.  The  speed  of  the  cutting  cycle  can  be 
controlled  electronically  when  micromotors  are  used 
to  power  the  cutting  cycle  or  by  controlling  the  air 
flow  to  the  bellows  if  it  is  a pneumatic  powered  de- 
vice. 

The  suction  system  is  usually  generated  by  an 
adjustable  vacuum  pump,  or  it  can  be  done  manually 
by  the  surgical  assistant  using  a syringe  connected 
via  neoprene  tubing  to  the  shaft  of  the  vitreous  cut- 
ter. Excessive  suction  unbalanced  by  the  proper 
amount  of  infusion  can  lead  to  corneal  wrinkling  with 
poor  visibility  and  even  collapse  of  the  globe.  These 
events  can  lead  to  considerable  operative  complica- 
tions such  as  vitreous  hemorrhage  and  iatrogenic 
retinal  tears.  Therefore,  the  surgeon  must  con- 
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FIGURE  7.  Pars  plana  lensectomy.  (A)  After  infusion 
system  established,  microvitreal  myringotomy  knife  used  to 
incise  equatorial  region  of  lens.  (B)  Lens  material  liquefied 
by  high  frequency  or  ultrasonic  probe,  and  material  aspirated 
from  eye  through  core  of  probe.  Anterior  and  posterior  lens 
capsule  material  cut  and  removed  using  regular  cutting- 
suction  probe.  (With  permission  from  Zinn,  K.:  Introduction 
to  Pars  Plana  Vitrectomy,  Vol.  1,  Program  3,  Sept.,  1979. 
Current  Views  in  Ophth.,  Atlanta,  Ga.) 


stantly  monitor  the  infusion  and  suction  forces 
throughout  the  operations. 

In  some  instances,  it  is  necessary  to  remove  a cat- 
aract through  the  pars  plana,  and  this  can  be  done 
through  the  same  incision  used  to  perform  the  vit- 
rectomy. This  specialized  technique  can  be  used 
when  the  cataract  is  soft  to  medium  in  hardness  and 
usually  requires  ultrasound  to  fragment  the  lens 
nucleus  along  with  suction  to  aspirate  the  emulsified 
lens  material  (Fig.  7).  The  anterior  and  posterior 
lens  capsular  material,  which  is  usually  not  removed 
using  ultrasound,  is  subsequently  removed  from  the 
visual  axis-pupillary  region  with  the  vitreous  cutter 
( Fig.  7H).  If  a lens  has  a very  dense  nucleus,  it  is  best 
removed  by  conventional,  intracapsular  cataract 
surgical  techniques. 

The  incisions  for  the  infusion,  endoillumination, 
and  putting-suction  systems  are  made  in  the  pars 
plana  region  and  will  vary  in  their  quadrantic  loca- 
tion and  distance  from  the  surgical  limbus  depending 
on  the  intraocular  pathology  encountered  (Table 

II). 

Usually  the  endoillumination  incision  site  is  180 
degrees  away  from  the  cutter  site  if  possible,  allowing 
for  greater  control  and  fixation  of  the  globe  when 
using  the  bimanual  approach.  Therefore,  the  en- 


FIGURE  8.  Pars  plana  vitrectomy  component  systems  in- 
cluding infusion,  observation  (operating  microscope,  contact 
lens,  coaxial,  and  endoillumination),  and  cutting-suction 
modalities. 


doillumination  site  is  usually  in  the  superonasal 
quadrant.  The  overall  arrangement  of  instrumen- 
tation in  the  pars  plana  vitrectomy  system  is  depicted 
in  Figure  8. 

Engagement  forces 

Once  the  surgeon  has  introduced  the  cutter-suc- 
tion and  endoillumination  probes  into  the  vitreous 
cavity,  with  the  contact  lens  in  place,  and  the  global 
infusion  system  is  open,  as  shown  in  Figure  8,  there 
are  a number  of  forces  that  can  either  raise  or  lower 
the  intraocular  pressure  that  the  surgeon  must  be 
able  to  recognize.  These  forces  have  been  termed 
engagement  forces.77 

Forces  that  raise  intraocular  pressure.  Ex- 
cessive elevation  of  the  intraocular  pressure  during 
surgery  can  lead  to  corneal  edema,  inadvertent  her- 
niation of  tissue  into  the  cutting  port,  and  a retinal 
vascular  occlusion.4’64,65  On  the  other  hand,  elevated 
intraocular  pressure  can  reduce  wrinkles  in  the  cor- 
nea, aiding  visibility;  it  also  can  be  used  to  control 
intraocular  bleeding  when  cautery  is  not  possible. 

1.  Raising  the  infusion  bottle  will  increase  the  in- 
traocular pressure  if  everything  else  remains 
constant. 

2.  Pressing  on  the  contact  lens  by  the  assistant  can 
raise  the  pressure  of  the  globe  suddenly;  decrease 
visibility,  through  corneal  wrinkling;  and  force 
nearby  tissue,  for  example,  detached  retina,  into 
the  suction  port. 

3.  A lid  speculum  or  any  other  instrument  pressing 
on  the  wall  of  the  globe  can  lead  to  the  same  se- 
quence of  events. 
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4.  Angulating  either  cutter  or  endoillumination 
probes  sharply  can  raise  the  intraocular  pres- 
sure. 

Forces  that  lower  intraocular  pressure.  Ex- 
tremely low  intraocular  pressure  will  lead  to  loss  of 
corneal  curvature  and  corneal  wrinkling  that  results 
in  immediate  loss  of  visibility  which  can  be  serious, 
especially  when  working  in  the  posterior  polar  region 
of  the  globe.  Low  intraocular  pressure  can  lead  to 
bleeding  from  a number  of  structures,  especially 
neovascular  membranes,  which  will  decrease  visi- 
bility. If  there  is  suction  at  the  infusion  cannula  site, 
tissue  may  come  up  and  plug  the  tip  of  the  infusion 
cannula,  and  this  may  lead  to  major  complications. 
Choroidal  detachments  may  develop  and  progress  to 
the  point  where  they  impede  visualization  or  actually 
cover  the  infusion  cannula,  creating  severe  manage- 
ment problems.  If  there  is  rubeosis  iridis  in  a patient 
with  a cleaT  lens,  a hyphema  may  develop,  markedly 
reducing  visibility. 

1.  Lowering  the  infusion  bottle  can  lead  to  lower  in- 
traocular pressure  which  may  lead  to  wrinkling  of 
the  cornea  and  the  globe,  leading  to  decreased  visi- 
bility. 

2.  Increasing  the  suction  system  may  lead  to  a net  lower 
intraocular  pressure.  To  compensate  for  this,  stop 
the  suction  and/or  increase  the  height  of  the 
bottle. 

3.  Leakage  around  the  cannula  infusion  site  may  allow 
escape  of  fluid  from  the  eye,  leading  to  a new  de- 
creased intraocular  pressure. 

4.  Inadvertent  widening  of  incision  sites  or  scleral 
rupture  from  excessive  forces  can  contribute  to  a 
hypotensive  globe. 

Excessive  increased  or  decreased  intraocular 
pressure  states  are  to  be  avoided  because  of  their 
obvious  attendant  complications.  It  is  up  to  the 
surgeon  and  his  assistant  to  monitor  that  intraocular 
pressure  constantly  and  balance  these  various 
forces. 

Basic  vitrectomy  technique 

The  overall  pars  plana  vitrectomy  technique  is 
briefly  outlined  as  follows.4’64’65  Once  the  infusion 
cannula  is  in  place,  and  the  other  pars  plana  incision 
sites  have  been  properly  prepared,  and  the  operating 
microscope  and  contact  lens  are  positioned  correctly, 
the  suction-cutter  and  endoillumination  probes  are 
each  introduced  separately  into  the  vitreous  cavity 
(Fig.  8).  Then  the  vitrectomy  begins  by  clearing 
membranes  and  hemorrhages  in  the  central  region 
of  the  anterior  portion  of  the  vitreous  cavity  first  and 
obtaining  visibility  of  the  probes  as  quickly  as  pos- 
sible. The  probes  are  kept  in  constant  view  of  the 
surgeon  and  advanced  posteriorly.  The  surgeon 
refocuses  the  operating  microscope  on  the  probes  as 
they  are  advanced  toward  the  posterior  vitreous 
cavity  in  the  region  overlying  the  optic  nervehead. 
The  actual  surgical  approach  in  each  case  is  deter- 


mined by  the  surgeon  as  dictated  by  the  ocular  pa- 
thology he  encounters  as  he  proceeds  from  the  an- 
terior portion  of  the  eye  toward  the  posterior  portion 
of  the  eye.  Once  the  membranes  are  cut  and  the 
anterior-posterior  connections  of  vitreous  mem- 
branes to  retina  are  cleared,  the  probes  can  be  re- 
moved, and  scleral  plugs  are  used  to  close  the  inci- 
sions temporarily.78  The  goal  is  usually  to  clear  an 
optical  path  through  the  axial  region  of  the  vitreous 
cavity,  providing  visibility  of  the  posterior  portions 
of  the  retina,  including  the  disc  and  macular  regions. 
Depending  on  the  pathologic  condition  encountered, 
a variety  of  techniques  can  be  employed,64’65  for  ex- 
ample, land-to-sea  or  sea-to-land  technique.  An  il- 
luminated membrane  pic  or  a hooked  20-gauge  nee- 
dle,56 as  developed  by  O’Malley  and  Tripp,78  may  be 
used  to  peel  preretinal  membranes.  Intraocular 
scissors  may  also  be  necessary  to  accomplish  thor- 
ough cutting  of  dense  and  complex  vitreoretinal 
membranes.  Once  the  vitrectomy  is  complete,  then 
conventional  scleral  buckling,  that  is,  implant  and/or 
explant  surgical  techniques,  can  he  used  to  reattach 
the  retina,  depending  on  the  clinical  situation.  Once 
the  vitrectomy  is  complete,  the  scleral  plugs  are  re- 
moved, and  the  pars  plana  incision  sites  are  closed 
permanently  with  6-0  silk  sutures.  The  infusion 
cannula  site  is  the  last  incision  to  be  closed.  An  in- 
travitreal  injection  of  saline  or  balanced  salt  solution 
may  be  necessary  to  firm  up  the  globe  at  the  end  of 
the  procedure.  This  is  usually  done  using  a 30-gauge 
needle  mounted  on  a 5-cc.  syringe.  The  injection  is 
through  the  pars  plana. 

Generally  it  is  important  to  give  the  patient  in- 
travenous antibiotics  during  the  operation,  for  ex- 
ample, 1 Gm.  oxacillin  or  erythromycin;  and  at  the 
end  of  the  procedure  subconjunctival  steroids  and 
antibiotics,  such  as  gentamycin,  are  also  frequently 
used. 

There  are  a number  of  advanced  intraoperative 
maneuvers  such  as  air-gas  exchange,  peeling  prere- 
tinal membranes,  and  internal  drainage  of  subretinal 
fluid,  that  are  beyond  the  scope  of  this  presentation, 
but  the  reader  should  consult  the  bibliography  for 
additional  information.4’64-65 


Indications  for  pars  plana  vitrectomy 

Currently  there  are  over  60  indications  for  pars 
plana  vitrectomy  in  the  literature,  as  shown  in  Table 

III.64 

More  indications  are  being  added  as  surgical 
techniques  and  expertise  are  developed.  The  main 
ingredient  in  these  indications  is  either  the  need  to 
remove  an  opacity  between  the  cornea  and  the  retina, 
which  is  blocking  incoming  light  from  hitting  the 
neurosensory  retina,  or  the  presence  of  abnormal 
vitreoretinal  traction  that  is  responsible  for  the  de- 
tachment of  neurosensory  retina  that  is  not  correct- 
able by  standard  scleral  buckling  techniques  alone. 
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Contraindications  for 
pars  plana  vitrectomy 

The  contraindications  for  vitrectomy  include  un- 
questionable demonstration  of  a no  light  perception 
condition  in  the  eye  or  advanced  phthisis  bulbi.64’65 
Other  relative  contraindications  are  a patient  life 
expectancy  of  less  than  one  year,  history  of  severe 
amblyopia,  or  a retinal  artery  occlusion  in  the  eye  to 
be  operated  on.  If  the  other  eye  is  normal  with  ex- 
cellent vision  and  the  chances  for  significant  visual 
recovery  are  minimal  in  the  pathologic  eye,  then  the 
procedure  may  be  contraindicated. 

Basically,  the  indications  and  contraindications 
for  pars  plana  vitrectomy  depend  heavily  on  a com- 
plete bilateral  ocular  examination  which  would  also 
include  A-  and  B-scan  ultrasonography.79-82  In 
some  cases  an  electroretinogram  (ERG),83-85  a vis- 
ually evoked  response  (VER),64  and  an  electroocu- 
logram (EOG),84  are  indicated.  Some  authors  felt 
there  was  little  correlation  between  these  preopera- 
tive test  findings  and  postoperative  visual  acuity 
levels  in  diabetic  patients.86 

Complications 

The  complications  of  pars  plana  vitrectomy  that 
have  been  reported  in  the  literature  number  well  over 
100  separate  entities.4’64’65’67’68,86-95  Some  oph- 
thalmic surgeons  feel  that  the  term  “complications” 
may  be  too  mild  to  describe  some  of  the  problems 
that  can  occur.  Suffice  it  to  say  that  the  complica- 
tions can  range  from  mild  to  actual  loss  of  the  eye 
itself.  The  complications  can  be  divided  along 
temporal  lines  into  an  intraoperative  period,  as  in- 
dicated in  Table  IV,  and  a postoperative  period,  as 
given  in  Table  V.64 

Vitreous  surgery  demands  great  care  in  avoiding 
many  of  these  operative  complications,  yet  in  some 
patients  more  skill  may  be  required  in  the  manage- 
ment of  the  postoperative  period. 

Pars  plana  vitrectomy  is  not  for  the  beginning 
ophthalmic  surgeon.  More  specifically,  pars  plana 
vitrectomy  requires  mastering  anterior  segment 
surgery  and  the  operating  microscope.  Attaining  a 
high  degree  of  bilateral  manual  dexterity  is  also  es- 
sential. In  addition,  the  vitrectomy  surgeon  must 
have  a thorough  knowledge  of  retinal  diseases  and 
the  surgical  skills  necessary  to  take  care  of  complex 
retinal  detachments  using  a variety  of  techniques. 

Conclusion 

In  conclusion,  pars  plana  vitrectomy,  as  it  is  being 
performed  currently,  is  a relatively  new  ophthalmic 
surgical  modality  which  is  undergoing  a process  of 
evolution  and  continuous  improvement.  These  new 
techniques  have  allowed  some  previously  inoperable 
cases  to  be  successfully  treated  with  restoration  of 
useful  vision  to  a number  of  patients  who  were  con- 
sidered hopelessly  blind  less  than  a decade  ago. 


However,  a note  of  caution  is  in  order.  Since  the 
complication  rate  from  this  type  of  complex  surgery 
is  still  high,  careful  preoperative  evaluation  and  case 
selection  is  probably  the  cornerstone  of  intelligent 
management  and  success. 
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TABLE  I.  Vitrectomy  instrumentation 


I.  Infusion  system 

II.  Observation  system 

A.  Operating  microscope 

B.  Corneal  contact  lens 

C.  Illumination 

1.  Coaxial 

2.  Endoillumination 

III.  Cutt  ing-suction  system 


TABLE  il.  Pars  plana  incision  sites 


Average  Distance 
of  Incision  from 
Surgical  Limbus 


Function 

Quadrant 

(mm.)* 

Infusion  system 

Inferonasal  (or) 
inferotemporal 

4 

Suction-cutter 

Inferotemporal  (or) 
superotemporal  (or) 
superonasal 

4 

Endoillumination 

Superonasal  (or) 
superotemporal  (or) 
inferotemporal 

4 

Lensectomy 

(ultrasound  and 
cutter) 

Inferotemporal  (or) 
superotemporal 

3-3.5 

* These  measurements  are  representative  distances  from  the  corneal- 
scleral  junction  (surgical  limbus)  where  the  appropriate  incision  can  safely 
be  made,  avoiding  the  lens  or  retinal  tissues  as  the  situation  dictates. 

TABLE  III.  Indications  for  pars  plana  vitrectomy64  * 

I.  Anterior  segment  disorders 

A.  Vitrectomy  after  vitreous  loss 

1.  “Routine”  cataract  extraction,  intracap- 
sular 

2.  Aphakic  keratoplasty 

3.  Dislocated  lens  extraction 

B.  Extracapsular cataract  surgery 


1.  Soft  cataracts  in  young  people 

2.  After  capsule  rupture  during  planned  in- 
tracapsular  surgery 

3.  Secondary  or  membranous  cataract 

4.  Traumatic  cataract 

C.  Trauma 

1.  Pupillary  membrane 

2.  Cataract 

3.  Hyphema,  chronic 

4.  Disorganized  anterior  segment 

5.  Anterior  segment  foreign  body 

D.  Certain  cases  of  glaucoma 

1.  Intractable  erythroclastic  or  hemolytic 
glaucoma 

2.  Vitreous  plug  in  filtering  operation  fis- 
tula 

3.  Malignant  glaucoma 

4.  Pupillary  block  glaucoma 

5.  Phacolytic  glaucoma 

E.  Other  late  surgical  complications 

1.  Vitreous  wick 

2.  Decompensation  of  cornea  (corneal-vit- 
reous touch  syndrome) 

3.  Epithelial  downgrowth 

4.  Cystoid  macular  edema,  chronic 

5.  Hyphema,  chronic 

6.  Lens  particles  in  vitreous 

7.  Updrawn  pupil 

F.  Anterior  vitreous  opacities 

1.  Nonresolving  hemorrhage  of  anterior  vit- 
reous 

2.  Asteroid  hyalosis 

3.  Cloudy  vitreous  gel  in  pupil,  idiopathic 

4.  Old  anterior  vitreous  inflammation 

5.  Persistent  hyperplastic  primary  vitreous 

6.  Retrolental  fibroplasia 

G.  Optical  iridectomy  in  aphakia 


II.  Posterior  segment  disorders 
A.  Vitreous  opacification 

1.  Acute  or  chronic  opacification  in  the 

presence  of  underlying  retinal  detach- 
ment 

2.  Vitreous  infections 

a.  Bacterial  endophthalmitis 

b.  Fungal  endophthalmitis 

c.  Parasitic  infestation 

3.  Chronic  vitreous  opacification 

a.  Diabetic  vitreous  hemorrhage 

h.  Retinal  vein  occlusion  with  vitreous 
hemorrhage 

c.  Eales’  disease  with  vitreous  hemor- 
rhage 

d.  Terson’s  syndrome  (subarachnoid 
hemorrhage) 

e.  Amyloidosis  of  vitreous  body 

f.  Idiopathic  vitreous  hemorrhage 

g.  Sickling  retinopathy  with  vitreous 
hemorrhage 

h.  Dysproteinemia  with  vitreous  hem- 
orrhage 

i.  Hypertension  with  vitreous  hemor- 
rhage 

j.  Asteroid  hyalitis 

k.  Posterior  vitreous  separation  with 
hemorrhage 
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l.  Other  systemic  disorders  with  asso- 
ciated vitreous  hemorrhage 

m.  Chronic  uveitis 

n.  Coats’  disease 

o.  Vitreous  hemorrhage  after  hypoten- 
sive anesthesia 

p.  Involutional  macular  degeneration 
with  vitreous  hemorrhage 

B.  Certain  cases  of  retinal  detachment 

1.  Ciiant  retinal  tears 

2.  Traction  detachments,  including  massive 
periretinal  proliferation  and  massive  vit- 
reous retraction 

3.  Retinal  detachment  with  opaque  vitreous 
or  lens 

4.  Retinal  detachment  with  need  for  de- 
creased volume  of  vitreous  cavity  to  in- 
crease height  of  buckle 

5.  Macular  hole  with  detachment 

6.  Retinal  detachment  unsuccessfully  re- 
paired by  standard  methods 

C.  Penetrating  trauma  with  or  without  foreign 
body 

D.  Vitreous  biopsy 

1.  Amyloidosis 

2.  Neoplastic  disorders 

3.  Infectious  diseases 

4.  Other  inflammatory  disorders 

E.  Certain  prephthisical  eyes 

F.  Macular  pucker 

G.  Retrolental  fibroplasia 

* With  permission:  Klein,  R.  M.,  and  Katzin,  H.  M.:  Microsurgery  of 
the  Vitreous,  Williams  and  Wilkins  Co.,  Baltimore,  1978. 


Removal  of  fibrovascular 
stalks 

Vitreous  surgery  in  presence 
of  retinal  detachment 
Preretinal  membrane  peeling 


Intraocular  gas  injection 


Endodiathermy 


Miscellaneous 


Lengthy  total  intraocular 
operating  time 
Large  total  volume  of 
intraocular  infusion 
Failure  to  remove  all 
particulate,  cellular,  and 
hemorrhagic  debris  from 
eye 

Poor  patient  selection 


Retinal  tear  and  detachment; 
vitreous  hemorrhage; 
inability  to  cut  dense  stalk 
Retinal  tear 

Retinal  tear  and  detachment; 
retinal  or  vitreous 
hemorrhage 

Increased  intraocular  pressure; 
cataract  (reversible); 
subretinal  gas  injection; 
vitreous  hemorrhage; 
endothelial  changes 
(reversible);  increased 
vascular  permeability 
Central  retinal  artery  ' 
occlusion;  inability  to  close 
vessel;  increased 
hemorrhage 

Metal  fragments  in  vitreous 
cavity;  mechanical  failure; 
electrical  failure;  fiberoptics 
failure;  expulsive 
hemorrhage;  miosis;  air 
bubbles  in  vitreous  cavity  or 
anterior  chamber 
Corneal  edema;  glaucoma; 

increased  risk  of  infection 
Corneal  edema;  glaucoma; 

increased  risk  of  infection 
Preretinal  proliferation  of 
tissue;  retinal  detachment; 
glaucoma 

All  complications  greater 


* With  permission  from  Klein,  R.  M.,  and  Katzin,  H.  M.:  Microsurgery 
of  the  Vitreous,  Williams  and  Wilkins  Co.,  1978. 


TABLE  IV.  Intraoperative  complications  of  vitreous 
microsurgery64* 


Procedure 

Conjunctival  incision 

Sclerotomy  and  uveal 
incision;  instrument 
insertion  into  eye 

Lens  removal 


Pupillary  membrane  removal 

Infusion  cannula  or  flow  from 
port  infusion 


Removal  of  opaque  vitreous 


Complications 

Conjunctival  hemorrhage; 

conjunctival  edema 
Uveal  hemorrhage;  vitreous  or 
retinal  prolapse;  retinal 
dialysis  or  other  tear;  uveal 
separation 

Dislocation  of  entire  lens  or 
lens  fragments  into  vitreous; 
corneal  edema;  unplanned 
iridectomy  or  iridodialysis; 
inability  to  cut  or  aspirate 
lens  material;  hypotony  due 
to  imbalance  of  infusion  and 
evacuation;  clogging  of 
evacuation  line  with  tissue 
Retinal  tear  due  to  traction  at 
vitreous  base;  inability  to 
cut  membrane 
Uveal  separation  due  to 
improper  infusion 
placement;  retinal  tear  due 
to  excess  infusion  pressure 
near  retina;  cataract  from 
lens  contact 

Retinal  tear  due  to  poor 
cutting  (rotary 
instruments);  hypotony  due 
to  imbalance  of  infusion  and 
evacuation;  clogging  of 
evacuation  line  with  tissue; 
cataract  ■’ 


TABLE  V. 

Postoperative  Complications  of  Vitreous 
Microsurgery64* 

I.  Cornea 

A. 

Delayed  epithelialization 

B. 

Recurrent  corneal  erosion 

C. 

Corneal  edema — bullous  keratopathy 

II.  Iris  and  anterior  chamber  angle 

A. 

Neovascularization  (rubeosis  iridis) 

B. 

Increased  intraocular  pressure 

C. 

Peripheral  anterior  synechiae 

III.  Hypotony 

IV.  Phthisis  bulbi 

V.  Lens 

A. 

Cataract 

B. 

Dislocated  or  subluxated  lens 

C. 

Secondary  membrane 

VI.  Posterior  segment 

A. 

Retinal  detachment 

B. 

Vitreous  hemorrhage 

C. 

Cystoid  macular  edema 

D. 

Sympathetic  uveitis 

E. 

Fibrovascular  ingrowth  from  sclerotomy 

F. 

Tangential  preretinal  traction,  including 

macular  pucker 

H. 

Anterior-posterior  traction  due  to  incomplete 

vitrectomy  (Michels) 

I. 

Chronic  uveitis 

J. 

Endophthalmitis 

K. 

Choroidal  effusion  or  hemorrhage 

* With  permission:  Klein,  R.  M„  and  Katzin,  H.  M,:  Microsurgery  of 
the  Vitreous,  Williams  and  Wilkins  Co.,  Baltimore,  1978. 
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QUESTION  277.  The  patient  was  a 70-year-old  female  who  was  admitted  for  elective  surgery.  What  is  the  interpre- 
tation of  this  tracing? 


1 2 3 4 5 6 

QUESTION  278.  This  electrocardiogram  was  obtained  during  Holter  monitoring  of  a 68-year-old  male,  six  months 
after  acute  myocardial  infarction.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  277.  The  rhythm  is  sinus  tachycardia 
at  a rate  of  1 10  beats  per  minute.  From  Vi  to  V4  only 
a minute  r wave  followed  by  an  S wave  is  seen.  Such 
small  r waves  in  Vi  to  V4  are  called  “failure  of  pro- 
gression of  the  r wave.”  Note  that  the  T waves  are 
positive  in  V2,  V3,  and  V4. 

The  tracing  should  be  considered  as  probably 
within  normal  limits.  An  old  anteroseptal  myocar- 


dial infarct  may  also  produce  this  pattern.  Anterior 
infarction  is  more  likely  if  the  T waves  are  inverted 
in  these  leads. 

Question  278.  The  basic  rhythm  is  regular  sinus 
at  a rate  of  94  beats  per  minute.  The  third  beat  is 
premature.  It  is  followed  by  a compensatory  pause. 
The  QRS  measures  0.13  second.  It  is  a VPD  (ven- 
tricular premature  depolarization). 

The  eighth,  ninth,  and  tenth  QRS  complexes  re- 
semble the  VPD  and  have  a rate  of  190  beats  per 
minute.  This  is  a salvo  of  ventricular  tachycardia. 
The  next  P wave  appears  on  time,  and  RSR  ensues. 
Beat  12  is  premature  but  has  the  same  QRS  config- 
uration as  the  sinus  beat.  The  preceding  T wave  is 
deformed  by  a premature  P wave.  This  beat  is  an 
atrial  premature  depolarization. 


PSYCHIATRIC 

WARD 


“Just  say  we’re  terribly  busy,  Simpkins.  Don’t  say  it’s  a madhouse!” 
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Condylomata  acuminata  are  sexually  transmitted 
lesions  of  the  genitalia,  perineum,  and  anus.  Al- 
though autoinoculation  may  occur  infrequently,  the 
potential  transmission  to  sexual  partners  and  to  the 
fetus  in  pregnant  women  and  its  carcinogenic  po- 
tential1 warrant  a review  of  this  common  sexually 
transmitted  disease.  This  article  will  discuss  the 
epidemiology,  clinical  characteristics,  complications, 
and  management  of  this  disease. 

Etiology 

Condylomata  acuminata  are  caused  by  a deoxyri- 
bonucleic acid  (DNA)  virus  called  the  papillomavi- 
rus. The  virus  has  never  been  propagated  artifi- 
cially; thus  Koch’s  postulates  have  never  been  ful- 
filled. On  electron  microscopy,  the  viral  particles 
found  in  genital  warts  appear  morphologically 
identical  to  viruses  from  cutaneous  warts,  that  is, 
verruca  vulgaris,  including  plantar  warts.2  There  is 
evidence,  however,  that  genital  warts  and  common 
skin  warts  are  caused  by  distinct  etiologic  agents  with 
separate  antigenicities  and  different  clinical  mani- 
festations.3 

Epidemiology 

Genital  warts  are  seen  in  sexually  mature  indi- 
viduals but  rarely  in  children.  Penile,  vaginal,  and 
anal  warts  are  primarily  transmitted  by  sexual  con- 
tact.4 One  study  demonstrated  that  approximately 
60  percent  of  sexual  partners  of  infected  individuals 
developed  genital  warts.5  The  incubation  period 
may  range  from  six  weeks  to  eight  months,  with  an 


average  period  of  two  to  three  months.  All  sexual 
partners  of  infected  individuals  should,  therefore,  be 
examined  for  warts.  Since  sexually  transmitted 
diseases  often  occur  together,  patients  with  venereal 
warts  should  be  examined  for  syphilis  and  gonorrhea 
as  well.4  Warts  also  may  be  transmitted  to  the 
newborn  by  an  infected  mother.  However,  genital 
warts  have  been  reported  even  in  newborns  whose 
mothers  show  no  clinical  evidence  of  disease.  Pre- 
sumably, wart  virus  can  be  hematogenously  dis- 
seminated and  cross  the  placenta. 

A relationship  between  genital  warts  in  the  mother 
and  development  of  laryngeal  papillomata  in  infants 
has  been  suggested.  The  virus  of  genital  warts  from 
the  mother  presumably  is  acquired  at  birth  by  infants 
who  subsequently  develop  papillomas  of  the 
larynx. 

Anal  warts  are  most  commonly  seen  in  patients 
who  engage  in  anal-receptive  intercourse.  A large 
percentage  of  patients  with  anal  warts  engage  in 
anal-receptive  intercourse  one  or  more  times  a 
month.6  In  homosexual  men,  anal  warts  are  5 to  10 
times  more  common  than  penile  warts.7  Often  there 
is  an  absence  of  corresponding  penile  warts  in  the 
sexual  partners  with  anal  warts,  possibly  because  the 
perirectal  epidermis  and  the  rectal  mucosa  are  easily 
traumatized  during  coitus,  and  the  warm,  moist  en- 
vironment of  the  area  provides  a favorable  environ- 
ment for  establishing  the  infection.  Others  have 
suggested  that  the  wart  virus  may  be  an  inhabitant 
of  the  anorectal  area,  and  the  trauma  of  anal  coitus 
allows  for  entrance  of  the  virus.8  Heterosexual  men 
and  women  may  also  develop  anal  warts. 

Warts  may  enlarge  to  giant  size,  becoming  a 
Buschke-Lowenstein  tumor,  and  infrequently  may 
become  malignant. 

Clinical  manifestations 

The  typical  lesions  of  condylomata  acuminata  are 
discrete,  well-differentiated  papillary  growths,  either 
single  or  multiple,  which  may  enlarge  forming 
“cauliflower-like”  growths  on  or  about  the  genitalia, 
perineum,  or  anal  area.  Rarely,  they  may  also  be 
present  in  the  oral  cavity. 

Penile  warts  usually  occur  on  areas  subjected  to 
trauma  during  coitus,  such  as  the  frenulum,  corona, 
coronal  sulcus,  or  the  inner  surface  of  the  prepuce.4 
They  are  more  frequently  encountered  in  uncir- 
cumcised men.5  Intraurethral  warts  can  occur,  with 
the  meatus  being  the  site  most  commonly  affected. 
Warts  may  also  occur,  infrequently,  in  the  bladder. 

In  women,  vaginal  warts  are  most  common  on  the 
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fourchette  and  on  the  labia.  Warts  less  commonly 
grow  on  other  parts  of  the  vulva,  the  perineum,  and 
the  anus.4  Cervical  warts  are  not  uncommon.9 

Anal  warts  may  bleed  during  defecation  or  anal 
coitus.  Patients  often  mistake  them  for  hemor- 
rhoids.8 Since  they  commonly  extend  into  the  anal 
canal,  anoscopy  is  indicated  in  the  examination  of  all 
patients  with  anal  warts.  Anal  and  genital  warts  are 
morphologically  identical. 

During  pregnancy,  genital  warts  tend  to  enlarge 
and  grow  more  rapidly.  Possible  explanations  in- 
clude a reduction  in  cell  mediated  immunity,  in- 
creased vascularity,  increased  moisture,  and/or  ele- 
vated estrogen  levels.  Following  delivery  the  warts 
tend  to  regress  spontaneously.10 

Diagnosis 

The  diagnosis  of  venereal  warts  is  made  clinically 
by  the  appearance  of  the  lesions  which  are  usually 
multiple,  polymorphic,  and  which  may  coalesce  into 
large  masses.  Conditions  or  diseases  causing  papular 
lesions  or  growths  on  the  genitalia  and/or  anal  sites 
have  to  be  differentiated  from  condylomata  acumi- 
nata. These  include  pearly  penile  papules,  condy- 
lomata lata,  carcinoma,  granuloma  inguinale,  and 
benign  neoplasms.  Papillae  coronae  glandis  or 
pearly  penile  papules  appear  as  parallel  rows  of  le- 
sions at  the  corona  glandis.  A histologic  section  will 
demonstrate  hypertrophic  papillae  with  normal  ep- 
idermal covering.  Condylomata  lata  of  secondary 
syphilis  can  be  differentiated  by  darkfield  exami- 
nation for  Treponema  pallidum  and  reagin  tests. 
For  differentiating  carcinoma  of  the  genitalia,  a bi- 
opsy is  essential.  Granuloma  inguinale  can  easily  be 
differentiated  by  demonstrating  the  Donovan  bodies 
in  a crushed  tissue  smear.  Benign  neoplasms  of  the 
vulva,  such  as  fibromas,  lipomas,  hidradenomas, 
adenomas,  and  endometriomas,  are  also  differen- 
tiated by  biopsy.  In  the  anal  region,  differentiation 
has  to  be  made  between  condylomata  acuminata  and 
fibroepithelial  polyps,  syphilis,  granuloma  inguinale, 
and  epithelioma.  It  is  also  possible  for  condylomata 
lata  and  acuminata  to  be  present  simultaneously. 

Complications 

One  serious  complication  is  the  giant,  Buschke- 
Lowenstein  condyloma  of  the  penis  which  begins  as 
a small  wart,  enlarges,  and  causes  extensive  tissue 
destruction.  Clinically,  the  giant  condyloma  simu- 
lates a carcinoma.  Histologically,  it  is  benign. 
However,  malignant  changes  in  giant  condylomata 
have  been  reported. 

Although  giant  condylomata  are  not  common  in 
women,  during  pregnancy  warts  may  enlarge,  co- 
alesce, and  present  problems  in  management. 

Cesarean  section  may  be  required  at  term  for 
pregnant  women  with  massive  and  extensive  vulvar 
warts. 


Treatment 

Warts  are  unpredictable  and  in  many  cases  may 
spontaneously  regress,  hence  complicating  evaluation 
of  treatment  regimens.  The  treatment  of  condylo- 
mata acuminata  includes  cytotoxic,  destructive, 
immunologic,  and  surgical  methods. 

Podophyllin  is  the  most  widely  used  cytotoxic 
agent.  It  is  applied  to  the  warts  as  a 10-  to  25-per- 
cent solution  in  tincture  of  benzoin  which  is  washed 
off  by  the  patient,  preferably  in  a shower  or  bath,  four 
to  six  hours  later.  Treatment  is  continued  once  or 
twice  weekly  until  clearing  of  the  lesions  is  accom- 
plished. Podophyllin  is  not  effective  on  dry,  kera- 
tinized lesions.  In  high  doses,  podophyllin  can  be 
toxic,  causing  neuropathy,  vomiting,  acute  confu- 
sional  state,  cyanosis,  coma,  and  even  death.  It  is 
also  teratogenic,  causing  deformities  or  fetal  death, 
especially  if  used  in  the  first  trimester  of  pregnancy. 
The  use  of  podophyllin,  therefore,  must  be  avoided 
in  pregnancy  and  on  warts  with  either  a large  surface 
area  or  on  those  that  are  hemorrhagic  where  ab- 
sorption of  the  resin  is  likely  to  occur.11  The  use  of 
podophyllin  may  cause  painful  burns  if  it  is  left  on 
too  long. 

Destructive  treatment  includes  several  physical 
and  chemical  therapies.  Cryotherapy,  using  liquid 
nitrogen  applied  to  the  wart  with  a cotton  swab  or 
with  special  cryotherapy  equipment  is  effective.12 
The  local  application  of  concentrated  trichloroacetic 
acid  may  be  effective  in  the  management  of  venereal 
warts.  Rectal  warts  can  be  treated  after  drying  with 
a cotton-tipped  applicator  with  40  to  60  percent  tri- 
chloracetic acid. 

Electrodessication  and  curettage  under  local  an- 
esthesia should  be  reserved  for  larger  warts,  warts 
that  fail  to  respond  to  conventional  treatment,  and 
all  atypical-appearing  lesions.  A histologic  exami- 
nation should  be  performed  on  all  atypical  warts. 
Since  podophyllin  can  alter  the  histologic  appearance 
of  specimens,  the  application  of  podophyllin  prior  to 
biopsy  must  be  avoided. 

Podophyllin  and  liquid  nitrogen  (N2)  both  may 
require  several  applications,  but  are  still  the  treat- 
ment of  choice  because  the  patient  can  still  have  sex, 
albeit  with  a condom  to  prevent  infecting  sex  part- 
ners. After  electrosurgery,  the  postoperative  pain 
usually  means  abstinence  from  sex  for  several 
weeks. 

In  pregnancy,  it  is  advisable  to  remove  small  warts 
by  electrodessication  and  curettage.  The  removal 
of  large  warts  in  pregnancy  is  difficult  because  the 
lesions  are  highly  vascular.  If  warts  obstruct  the 
birth  canal  at  term,  a cesarean  section  is  indicated. 
Venereal  warts  seen  in  pregnancy  usually  regress 
following  parturition.10 

For  the  giant  condyloma,  local  excision  gives  good 
results.  Radical  surgery  may  be  indicated  for  ex- 
tensive tissue  destruction. 
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Another  cytotoxic  agent,  5-fluorouracil,  has  ex- 
perimentally been  successfully  used.  However,  the 
use  of  5-fluorouracil  for  the  treatment  of  warts  has 
not  been  approved  by  the  Food  and  Drug  Adminis- 
tration (FDA).  A 5 percent  cream  is  applied  once  or 
twice  daily  by  the  patient  until  regression  is 
seen.13 


Summary 

Venereal  warts  are  a very  persistent  problem  re- 
quiring medical  attention  over  an  extended  period 
of  time.  Recurrences  of  warts  may  occur  until  im- 
munologic competence  against  the  virus  is  estab- 
lished. This  varies  from  individual  to  individual. 
Some  patients  never  contract  warts,  no  matter  how 
many  times  they  are  exposed.  Other  patients,  with 
altered  immunologic  states,  such  as  patients  with 
Hodgkin’s  disease  or  patients  taking  immunosup- 
pressants, are  at  greater  risk  for  recurrences.  Once 
a patient  has  had  warts  anywhere  on  the  body  he  or 
she  should  be  considered  prone  to  wart  virus  infec- 
tion and  be  encouraged  to  have  them  removed  as 
soon  as  they  occur.  Patients  should  be  discouraged 
from  waiting  for  the  warts  to  disappear  sponta- 
neously, since  this  seldom  occurs.  Meanwhile,  while 
the  patient  is  waiting,  the  warts  multiply  and  their 
removal  becomes  a complicated  rather  than  a simple 
procedure. 

Since  venereal  warts  are  sexually  transmitted, 
sexual  partners  should  be  examined  and  treated  if 
necessary.  The  use  of  the  condom  is  strongly  rec- 
ommended to  patients  with  warts  while  undergoing 
therapy. 


AMA  issues  new  volume 
of  data  on  physicians 

How  many  physicians  are  in  your  county?  How  does 
this  number  compare  to  other  counties  in  the  U.S.?  In 
what  specialties  are  they  concentrated?  How  easy  would 
it  be  to  find  a woman  physician  or  foreign  medical  graduate 
physician  in  your  state? 

This  and  related  information  can  be  found  in  Physician 
Distribution  and  Medical  Licensure  in  the  U.S.,  1977, 
released  by  the  American  Medical  Association  this 
summer. 

In  1977  there  were  421,278  physicians  in  the  United 
States  and  Possessions.  Ten  percent  of  these  physicians 
were  women  and  21  percent  were  graduates  of  foreign 
medical  schools  (FMGs).  One  third  of  all  physicians 
(140,948)  were  concentrated  in  the  specialties  of  general/ 
family  practice,  internal  medicine,  and  pediatrics. 

This  623-page  book,  prepared  by  the  AMA’s  Center  for 
Health  Services  Research  and  Development,  contains  in- 
formation from  the  AMA  Physician  Masterfile,  the  most 


The  treatment  of  venereal  warts  cannot  be  limited 
to  one  specific  method.  Each  case  should  be  care- 
fully evaluated,  and  the  physician  should  decide  what 
he  or  she  feels  is  the  best  treatment  regimen  to  follow 
for  each  individual  case. 

Bureau  of  Venereal  Disease  Control 
93  Worth  Street-Room  806 
New  York,  N.Y.  10013 
(DR.  FELMAN) 
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comprehensive  and  complete  source  of  physician  data  in 
the  United  States. 

The  book  shows  the  number  of  physicians  located  in 
each  state,  county,  and  metropolitan  area  as  well  as  the 
number  of  hospitals,  hospital  beds,  resident  population, 
per  capita  and  household  income. 

The  most  comprehensive  presentation  of  medical  li- 
censure information  is  presented  in  Part  II.  This  section 
provides  information  on  licensed  physicians  and  licensure 
requirements  of  each  state  licensing  board  in  the  U.S. 

In  addition  to  board  policies,  data  are  presented  on  the 
number  of  licenses  issued.  In  1977, 18,175  physicians  re- 
ceived their  initial  license  of  which  5,581  were  foreign 
medical  graduates. 

The  last  two  chapters  on  licensure  are  annual  reports  of 
the  National  Board  of  Medical  Examiners  and  Educational 
Commission  for  Foreign  Medical  Graduates  (ECFMG). 

This  book  is  available  from  Department  of  Statistical 
Analysis,  American  Medical  Association,  535  N.  Dearborn 
St.,  Chicago,  IL  60610.  The  cost  is  $15. 


October  1979/New  York  State  Journal  of  Medicine  1749 


Case  Reports 


Anaphylactoid  Reaction 

Associated  with  intravenous 
administra tion  of  5-fluorouracil 

ROY  DeBEER,  D.O. 

New  York  City 

BERNARD  KABAKOW,  M.D. 

New  York  City 

From  the  Division  of  Hematology-Oncology,  Department  of 
Medicine,  Beth  Israel  Medical  Center,  and  Mt.  Sinai  School  of 
Medicine  of  the  City  University  of  New  York 


5-Fluorouracil,  a pyrimidine  analogue,  is  an  es- 
tablished antineoplastic  agent  used  for  the  control 
of  several  types  of  disseminated  malignant  condi- 
tions. In  addition  to  its  leukopenic  and  thrombo- 
cytopenic effects,  this  agent  frequently  causes  nau- 
sea, vomiting,  and  diarrhea.  Stomatitis,  skin  pig- 
mentation, hepatic,  renal,  and  central  nervous  system 
toxicity,  are  rarely  reported  in  patients  receiving 
intravenous  5-FU  (5-fluorouracil)  in  a total  dose  of 
up  to  87  mg.  per  kilogram  body  weight,  and  are  not 
reported  with  oral  administration  of  up  to  147  mg. 
per  kilogram  body  weight.  Alopecia  and  epistaxis 
are  infrequently  seen,  and  cardiovascular  toxicity  is 
rarely  reported.1  4 A report  has  recently  appeared 
of  anaphylaxis  following  the  intravenous  adminis- 
tration of  cyclophosphamide  (Cytoxan).5 

In  this  article,  we  report  a patient  who  had  an  an- 
aphylactic reaction  with  shock  following  the  intra- 
venous administration  of  5-FU.  To  our  knowledge, 
this  type  of  reaction  has  not  previously  been  reported 
when  this  drug  was  given  in  this  dosage. 

Case  report 

A 60-year-old  white  male,  in  otherwise  good  health, 
underwent  an  anterior  resection  for  a Duke’s  classi- 
fication C rectal  carcinoma  in  April,  1972.  The  only 
positive  notable  history  included  an  allergy  to  peni- 
cillin. This  consisted  of  diffuse  urticariaimmedi- 
ately  following  parenteral  penicillin  injection,  and 
subsided  rapidly  following  epinephrine  and  anti- 
histamine administration.  He  was  admitted  to  an- 


other hospital  in  December,  1974,  with  left  lower 
quadrant  pain,  and  a mass  and  abscess  at  the  site  of 
the  original  surgery.  Hepatic  enlargement  was 
found,  and  a percutaneous  liver  biopsy  revealed 
well-differentiated  metastatic  adenocarcinoma, 
consistent  with  a primary  colon  tumor.  Elevated 
alkaline  phosphatase,  186  units,  and  carcinoem- 
bryonic  antigen  over  20  units  (normal  2.5  units)  were 
present.  He  was  treated  with  antibiotics  and 
drainage  of  the  abscess,  and  received  900  mg.  of  5-FU 
(13  mg.  per  kilogram)  by  intravenous  push  on  Janu- 
ary 3,  1975.  He  tolerated  the  medication  without 
adverse  effects,  and  was  discharged  with  instructions 
to  return  for  weekly  5-FU  therapy. 

On  January  9,  1975,  he  received  900  mg.  of  5-FU 
intravenously,  and  the  same  dose  weekly  thereafter 
for  five  successive  doses.  By  February  13, 1975,  he 
had  received  a total  dose  of  6,300  mg.,  and  his  liver 
was  no  longer  palpable.  He  received  his  eighth  in- 
travenous dose  of  900  mg.  of  5-FU  on  February  20, 
1975,  with  clinical  condition  remaining  stable.  Blood 
counts  also  remained  stable  during  this  period  with 
hematocrit  ranging  between  34.1  and  37.8,  white 
blood  cell  count  from  5,300  to  8,800,  and  platelets 
ranging  from  164,000  to  312,000. 

On  February  27,  1975,  he  received  his  ninth  in- 
travenous dose  of  900  mg.  5-FU.  A mild  erythema 
of  the  right  arm  and  trunk  followed  the  injection 
within  three  minutes,  and  was  accompanied  by  some 
pain  in  the  midlumbar  area.  The  entire  episode  re- 
solved within  15  minutes  without  therapeutic  in- 
tervention. Urinalysis  and  serum  electrolytes  were 
within  normal  range,  and  a white  blood  cell  count  of 
8,300  (without  differential)  was  present  following  this 
episode.  No  inference  of  immune  complex  renal 
phenomena  or  eosinophil  chemotaxis  could  be 
drawn. 

On  March  6, 1975,  he  received  his  tenth  dose  of  900 
mg.  of  5-FU.  Two  minutes  following  the  injection, 
he  became  cyanotic  and  diaphoretic,  and  collapsed 
with  a rapid  thready  pulse  of  120.  His  blood  pressure 
was  30/0  mm.  Hg.  Epinephrine  (Adrenalin),  1 ml. 
of  1:1,000,  was  administered  intravenously  with  im- 
mediate and  prompt  signs  of  recovery.  Within  25 
minutes,  blood  pressure,  pulse,  and  skin  color  had 
returned  to  normal.  An  electrocardiogram  was  taken 
and  showed  normal  findings,  and  he  was  discharged 
from  the  office  in  satisfactory  condition.  No  related 
sequelae  were  noted  following  this  episode,  and  he 
was  treated  alternatively  with  oral  methyl-CCNU, 
150  mg.  every  six  weeks,  thereafter.  He  succumbed 
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to  his  disease  approximately  one  year  later. 

Comments 

Beginning  in  1964,  investigators  of  the  Western 
Cooperative  Cancer  Chemotherapy  Group  gave  5-FU 
once  weekly,  intravenously,  without  a loading-dose 
course.  Maintained  antitumor  effectiveness,  and 
reduced  toxicity,  were  demonstrated  with  a weekly 
dose  of  15  mg.  per  kilogram  in  a study  of  237  pa- 
tients.'5  Similar  results  were  obtained  in  a study  of 
200  additional  patients.3  A study  by  Bateman  et  al.2 
in  107  patients  showed  effective  antitumor  activity 
at  15  mg.  per  kilogram  body  weight  with  slight  dif- 
ferences in  toxicity  observed  between  5-FU  admin- 
istered orally  and  5-FU  administered  intravenously. 
Gastrointestinal  toxicity  was  more  frequent  in  the 
oral  group,  and  hematologic  toxicity  was  more  com- 
mon in  the  intravenous  group.2  One  patient  in  this 
group  with  carcinoid  of  the  ileum  experienced  severe 
flushing  and  protracted  hypotension  five  hours  after 
her  first  dose  of  5-FU.  This  admittedly  may  have 
been  a simple  manifestation  of  carcinoid  disease 
alone.  In  a series  of  29  adrenalectomized  patients 
with  breast  cancer,  Hall  and  Wilson7  reported  one 
patient  wrho  experienced  a typical  Addisonian  crisis 
with  hypotension,  fever,  and  shock,  six  days  following 
a w'eek  of  daily  oral  doses  of  5-FU  15  mg.  per  kilogram 
of  body  weight.  Engell  and  Ulrich8  reported  one  case 
of  prolonged  hypotension  in  a woman  patient  who 
received  her  fifteenth  daily  dose  in  19  days  of  5-FU 
(15  mg.  per  kilogram).  The  dose  in  these  two  pre- 
viously mentioned  cases  was  considerably  higher 


Shock  treatment  still  best 
for  some  mental  ills 

Electroconvulsive  therapy  in  treating  mental  illness 
has  come  to  be  poorly  understood  and  much  maligned,  but 
it  still  remains  the  most  effective  treatment  for  depression, 
says  an  editorial  in  the  August  10  Journal  of  the  American 
Medical  Association. 

The  so-called  “shock  treatment,”  which  has  a higher  cure 
rate  for  depression  than  do  the  medications  now  used  in 
psychiatric  care,  is  being  used  less  and  less  today,  and  may 
one  day  become  extinct,  the  editorial  points  out. 

Motion  pictures  such  as  “One  Flew  Over  the  Cuckoo’s 


than  the  one  administered  here  and  could  result  in 
not  unexpected  toxicity. 

This  reaction  of  anaphylaxis  in  a patient  without 
adrenalectomy  or  ileal  carcinoid  represents  an  un- 
usual side-effect  to  a commonly  employed  dose  of 
5-FU  and  bears  cognizance  in  the  future  in  the  ad- 
ministration of  this  most  commonly  used  antime- 
tabolite. 

Division  of  Hematology-Oncology 
Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 
New  York,  N.Y.  10003 
(DR.  KABAKOW) 
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Nest”  have  portrayed  electroconvulsive  therapy  as  some- 
thing horrible  that  should  be  avoided,  writes  John  P.  Cal- 
lan,  M.D.  But,  in  competent  hands,  it  is  usually  safe  and 
painless.  The  anesthesized,  relaxed  patient  experiences 
no  discomfort,  does  not  feel  the  current,  and  has  no  recol- 
lection of  treatment  after  awakening  two  minutes  later. 

Electricity  has  a long  history  of  usefulness  in  medicine, 
and  it  is  paradoxical  that  no  one  objects  to  electroshock  to 
restart  or  regularize  the  heart,  but  that  electrical  stimula- 
tion to  revitalize  an  ailing  mind  is  challenged.  Dr.  Callan 
writes. 

“Clearly,  electroconvulsive  therapy  has  demonstrated 
its  efficacy  beyond  doubt.  It  should  net  be  permitted  to 
fall  into  disuse.  If  it  is  abandoned,  patients  will  suffer.” 
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and  at  greater  risk  from 
pneumococcal  pneumonia 


The  risks  rise  sharply  with  the  years— 

Although  pneumococcal  pneumonia  can  occur  at  any  age.  it  is  often  more  serious 
for  older  patients.  Elderly  patients  are  at  greater  risk  of  developing  severe  bacteremic 
infection;  hospitalization  is  often  required  and  recovery  may  be  prolonged. 

Your  elderly  patients  with  pneumococcal  pneumonia  also  have  a significantly  higher 
mortality  rate— despite  antibiotic  therapy. 

Vaccination  with  PNEUMOVAX  can  significantly  reduce  the  incidence,  as 
well  as  the  considerable  economic  cost,  of  pneumococcal  pneumonia.  For  your  elderly 
patients,  it  offers  protection  against  a serious  and  frequently  debilitating  illness. 

PNEUMOVAX  is  also  useful  for  other  patients  at  high  risk;  persons  having  chronic 
physical  conditions  such  as  chronic  heart  disease  of  any  etiology,  chronic  broncho- 
pulmonary disease,  chronic  renal  failure,  diabetes  mellitus.  and  other  chronic 
metabolic  disorders;  persons  convalescing  from  severe  disease;  persons  in  chronic 
care  facilities. 

PNEUMOVAX  is  contraindicated  in  pregnant  females,  children  under  two  years 
of  age.  and  in  the  presence  of  hypersensitivity  to  any  component  of  the  vaccine. 

Adverse  reactions  include  local  erythema  and  soreness  at  the  injection  site;  low-grade 
fever  occurs  occasionally.  PNEUMOVAX  will  not  immunize  against  capsular  types 
of  pneumococci  other  than  those  contained  in  the  vaccine.  Available  data  suggest  that 
revaccination  before  3 years  may  result  in  more  frequent  and  severe  local  reactions. 


More  than  ever  he  may  need 
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PNEUMOVAX® 

(Pneumococcal  Vaccine,  Polyvalent  MSD) 

INDICATIONS:  PNEUMOVAX  is  indicated  for  immunization 
against  lobarpneumonia  and  bacteremia,  caused  by  those  types  of 
pneumococci  included  in  the  vaccine,  in  all  persons  two  vears  of 
age  or  older  in  whom  there  is  an  increased  risk  of  morbidity  and 
mortality  from  pneumococcal  pneumonia.  These  include:  (1) 
persons  having  chronic  physical  conditions  such  as  chronic  heart 
disease  of  any  etiology,  chronic  bronchopulmonary  diseases, 
chronic  renal  failure,  "and  diabetes  mellitus  or  other  chronic- 
metabolic  disorders;  (2)  persons  in  chronic  care  facilities;  (3) 
persons  convalescing  from  severe  disease;  (4)  persons  50  years  of 
age  or  older. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  component  of 
the  vaccine.  Epinephrine  injection  ( 1: 1000)  must  be  immediately 
available  should  an  acute  anaphylactoid  reaction  occur  due  to  any 
component  of  the  vaccine. 

Do  not  give  PNEUMOVAX  to  pregnant  females;  the  possible 
effects  of  the  vaccine  on  fetal  development  are  unknown. 

Children  less  than  two  vears  of  age  do  not  respond  satisfactorily  to 
the  capsular  types  of  Pfsl  EU  MOVAX  that  are  most  often  the  cause 
of  pneumococcal  disease  in  this  age  group.  Accordingly, 
PNEUMOVAX  is  not  recommended  in  this  age  group. 
PNEUMOVAX  is  not  recommended  for  patients  who  have 
received  extensive  chemotherapy  and/or  nodal  irradiation  for 
Hodgkin's  disease. 

WARNINGS:  PN  EU  MOVAX  will  not  immunize  against  capsular 
types  of  pneumococcus  other  than  those  contained  in  the  vaccine  (see 
table  below). 
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Nomenclature 

Pneumococcal  Types 

US.  12  3 4 6 

Danish  1 2 3 4 6A 

8 9 12  14  19  23  25  51 

8 9N  I2F  14  19F  23F  25  7F 
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If  the  vaccine  is  used  in  persons  receiving  immunosuppressive 
therapy,  the  expected  serum  antibody  response  may  not  be 
obtained.  Intraderma!  administration  may  cause  severe  local 
reactions. 

PRECAUTIONS:  Any  febrile  respiratory  illness  or  other  active 
infection  is  reason  for  delaying  use  of  TNEUMOVAX.  except 
when,  in  the  opinion  of  the  physician,  withholding  the  agent  entails 
even  greater  risk. 

Caution  and  appropriate  care  should  be  exercised  in  administering 
PNEUMOVAX  to  individuals  with  severely  compromised  cardiac 
and/or  pulmonary  function  in  whom  a systemic  reaction  would 
pose  a significant  risk  and  also  to  patients  who  have  had  episodes 
of  pneumococcal  pneumonia  or  other  pneumococcal  infection  in 
the  preceding  three  years  and  may  have  high  levels  of  preexisting 
pneumococcal  antibodies  which  may  result  in  increased  reactions, 
mostly  local  but  occasionally  systemic.  Available  data  suggest  that 
revaccination  before  three  years  may  result  in  more  frequent  and 
severe  local  reactions  at  the  site  of  injection,  especially  in  persons 
who  have  retained  high  antibody  levels. 

Children  under  two  years  of  age  may  not  obtain  a satisfactory 
antibody  response  to  some  pneumococcal  capsular  types.  There- 
fore. the  vaccine  should  not  be  used  in  this  age  group. 

ADVERSE  REACTIONS:  Local  erythema  and  soreness  at  the 
injection  site,  usually  of  less  than  ’48  hours'  duration,  occurs 
commonly:  local  induration  occurs  less  commonly.  In  a study  of 
PNEUMOVAX  (containing  14  capsular  types)  in  26  adults.  24 
(92%)  showed  local  reaction  characterized  principally  by  local 
soreness  and/or  induration  at  the  injection  site  within  2 days  after 
vaccination.  Low-grade  fever  (less  than  I00.9°F)  occurs  occasion- 
ally and  is  usually  confined  to  the  24-hour  period  following 
vaccination.  Although  rare,  fever  over  I02°F  has  been  reported. 
Reactions  of  greater  severity,  duration,  or  extent  are  unusual. 
Rarely,  anaphylactoid  reactions  have  been  reported. 

NOTE:  Administer  subcutaneously  or  intramuscularly.  DO  NOP 
GIVI.  INTRAVENOUSLY  DO  NOT  GIVE  I NTRA  DER- 
MA LLY. 

STORAGE  AND  USE:  Store  single-dose  prefilled  syringes  and 
unopened  and  opened  vials  at  2-8 "( ' (35.6-46.4° F).  The  vaccine  is 
used  directly  as  supplied.  No  dilution  or  reconstitution  is  necessary. 
Phenol  0.25%  added  as  preservative. 

Use  a separate  heat-sterilized  syringe  and  needle  for  each  individ- 
ual patient  to  prevent  transmission  of  hepatitis  B and  other 
infectious  agents  from  one  person  to  another.  All  vaccine  must  be 
discarded  after  the  expiration  date. 

Single-Dose  Prefilled  Syringe 

Inject  contents  of  syringe  to  effect  a single  dose. 

Single-Dose  and  5-Dose  Vials 

Tor  Syringe  Use.  Withdraw  0.5  ml  from  vial  using  a sterile 
needle  and  syringe  free  of  preservatives,  antiseptics,  and 
detergents. 

HOW  SI  PPUIEI):  PNI.UMOVAX  is  supplied  in  5-dose  vials  of 
liquid  vaccine,  lor  use  with  syringe  only;  in  a box  of  5 individual 
cartons,  each  containing  a single-dose  vial  of  vaccine;  and  in  5 
single-dose  prefilled  syringes. 
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^UADii  l or  more  detailed  information,  consult  your  MSI ) represent. i 

vuAHF^  live  or  see  lull  prescribing  information.  Merck  Sharp  & 
DOHME  Dnhmc  Division  of  Merck  & C o ..  in<  . West  Point.  Pa.  19486. 


Books  Reviewed 


Pregnancy  Metabolism,  Diabetes  and  the  Fetus.  Ciba 
Foundation  Symposium  63,  (new  series).  New  York, 
Excerpta  Medica,  1979.  Illustrated,  326  pages.  Hard- 
cover, $39.50. 

This  volume  is  a compilation  of  papers  presented  at  a 
symposium.  Held  in  London,  it  was  attended  by  the 
leading  international  investigators  in  this  field  and  as  such 
represents  a remarkably  informative  and  stimulating  col- 
lection of  highly  sophisticated  chapters.  In  addition,  it 
includes  the  open  give-and-take  discussion  of  the  chapters 
which  is  impromptu  and  exciting. 

The  aim  of  the  symposium  was  to  study  the  reasons  for 
the  excess  number  of  congenital  abnormalities  that  occur 
in  the  offspring  of  diabetic  mothers.  This  has  attained 
even  greater  importance  since  the  other  contributory  fac- 
tors in  diabetic  perinatal  mortality  have  been  sharply  re- 
duced so  that  today  the  chief  lethal  factors  are  congenital 
abnormalities.  The  evidence  suggests  the  very  important 
role  of  metabolic  control.  Nutritional  substrate  and  ma- 
ternal vascular  problems  also  play  a role.  There  does  not 
seem  to  be  a genetic  component. 

The  chapters  are  uniformly  of  high  quality.  The  con- 
tribution of  Freinkel  and  Metzger,  and  that  of  Bennet  et 
al.  are  particularly  outstanding. 

This  volume  has  limited  appeal  to  the  general  medical 
profession.  However,  to  those  interested  in  diabetes, 
pregnancy  in  diabetes,  and  congenital  anomalies  this  book 
is  most  highly  recommended.  In  addition  to  the  contents, 
it  is  well  edited  and  most  readable.  Max  Ellenberg, 
M.D. 

Psychiatry  in  General  Medical  Practice.  Edited  by- 
Gene  Usdin,  M.D.,  and  Jerry  M.  Lewis,  M.D.  New  York, 
McGraw-Hill  Book  Company,  1979.  Hardcover,  771 
pages.  Price,  $19.95. 

Psychiatry  for  the  general  physician  is,  in  this  reviewer’s 
opinion,  a medical  and  indispensible  necessity.  As  early 
as  1929  the  Swiss  internist  Naegeli  spoke  of  the  neuroses 
and  related  emotional  conditions  as  “the  most  important 
[of]  maladies  for  the  practicing  physician,  because  of  their 
frequency  and  prevalence  in  daily  medical  work.”  At 
present,  in  the  United  States,  there  is  reason  to  believe  that 
between  15  percent  and  45  percent  of  all  patients  who 
consult  private  physicians  or  clinics,  do  so  primarily  be- 
cause of  emot  ional  or  at  least  emotionally  caused  distur- 
bances, though  their  manifest  complaints  are  physical. 

For  this  reason  alone  I welcome  the  present  volume  as 
a most  useful  and  important  addition  to  our  pertinent  lit- 
erature. In  toto,  its  30  well-arranged  and  clearly-written 
chapters  constitute,  both  in  content  and  format,  an  in- 
structive text  book  for  the  general  practitioner  which  can 
serve  him  as  a reliable  guide  in  the  ever-expanding  world 
of  basic  psychiatry.  In  fact,  the  authors  of  this  textbook 
have  succeeded,  with  the  aid  of  an  impressive  group  of 
contributors,  in  clarifying  what  to  many  students  and 
members  of  the  profession  “may  seem  a confusing  hinter- 
land” (authors’  wording)  in  a convincing,  practical,  and 
easily  readable  way.  They  have  done  so  via  the  use  of  a 
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The  most  common  location  of  carcinoid  tumor 
is  the  gastrointestinal  tract;  the  organs  involved  most 
frequently  are  the  appendix,  small  bowel  (including 
Meckel’s  diverticulum),  large  bowel,  and  stomach.1 
Other  reported  sites  are  the  lung,2  gallbladder  and 
bile  duct,3  parotid,4  pancreas,5  ovary,6  cervix,7  and 
testis.8  In  recent  years,  similar  tumors  occurring  in 
the  anterior  mediastinum  have  been  described.9 
These  tumors  have  been  regarded  as  thymic  carci- 


noid, probably  related  in  their  histogenesis  to  the 
normal  occurrence  of  Kulchitsky’s  cells  in  the  thy- 
mus. The  presence  of  this  neoplasm  was  found 
without  endocrinologic  disturbance.  However, 
mediastinal  neoplasm  morphologically  identical  to 
the  thymic  carcinoid  associated  with  multiple  en- 
docrine adenomatosis  (MEA),10  or  with  Cushing’s 
syndrome,11  has  been  reported  recently. 

We  report  a case  of  metastasizing  tumor  in  which 
the  mediastinal  tumor  is  believed  to  be  primary 
thymic  carcinoid. 

Case  report 

A 38-year-old  woman  was  admitted  for  investiga- 
tion of  a nodular  mass  in  the  left  supraclavicular  area. 
This  mass  was  noted  two  months  before  admission 
and  was  accompanied  by  fever  which  continued  for 
three  days.  The  patient  also  complained  of  periods 
of  shortness  of  breath,  in  the  six  months  preceding 
her  admission.  Findings  of  a chest  roentgenogram 
taken  at  this  time  were  reported  as  normal.  Physical 
examination  revealed  a well-nourished  patient  in 
good  general  condition  with  no  respiratory  distress. 
Body  temperature  was  normal,  blood  pressure 
130/90,  and  pulse  72  per  minute  and  regular.  Neck 
examination  showed  enlarged  lymph  nodes  in  the  left 
supraclavicular  region  with  venous  engorgement 
above  the  nodular  mass.  The  lymph  nodes  were 
single  and  clustered,  mobile  with  elastic  consistency, 
and  slightly  tender  to  palpation.  Examination  of  the 
breasts  did  not  reveal  palpable  masses.  Heart  and 
lung  were  normal.  No  organomegaly  was  found  in 


FIGURE  1.  Chest  roentgenograms  (posteroanterior  and  lateral)  revealing  mass  with  polycyclic  shape  occupying  anterosuperior 
mediastinum. 
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FIGURE  2.  Gross  appearance  of  mediastinal  tumor  with 
piece  of  surrounding  lung  tissue.  Necrotic  areas  are  seen 
in  center. 


the  abdomen.  Gynecologic  examination  findings 
were  normal. 

Laboratory  studies  disclosed  a hemoglobin  of  13.8 
Gm.  per  100  ml.,  hematocrit  40,  leukocytes  8,000  per 
cubic  millimeter  with  a normal  differential  count, 
and  thrombocytes  330,000  per  cubic  millimeter; 
blood  urea,  glucose,  and  electrocytes,  as  well  as  liver 
function  tests,  protein  electrophoresis,  and  urinalysis 
disclosed  normal  findings.  A chest  roentgenogram 
performed  on  admission  revealed  a mass  with  poly- 
cyclic shape  occupying  the  anterior  and  superior 
mediastinum  (Fig.  1).  The  same  finding  was  ob- 
tained on  tomography  of  that  zone.  A bone  marrow 
aspiration  showed  an  increased  myeloid  prolifera- 
tion. 

Two  cervical  lymph  nodes  were  excised  from  the 
left  supraclavicular  area.  On  microscopic  exami- 
nation a metastatic  tumor  was  found,  with  a pattern 
suggesting  either  neuroblastoma  or  a carcinoid 
tumor.  Further  investigation  to  confirm  or  rule  out 
the  possible  diagnosis  of  neuroblastoma  included 
tomography  of  skull  base  and  cervical  thoracic  spinal 
cord;  these  findings  were  normal.  On  drip  intrave- 
nous pyelography  with  nephrotomography,  an 
adrenal  tumor  on  the  left  side  was  suspected. 
However,  an  angiographic  examination  showed 
normal  adrenal  glands.  Repeated  24-hour  urinary 
collection  for  vanillylmandelic  acid  (VMA),  meta- 
and  normetanephrine,  and  dopa  and  dopamine  dis- 
closed no  abnormalities. 

In  a further  search  for  carcinoid  tumor,  radio- 
graphic  examination  of  the  gastrointestinal  tract  as 
well  as  tomography  of  the  bronchial  tree  were  per- 
formed, showing  no  pathologic  findings.  Repeated 
24-hours  urinary  collections  for  5-hydroxyin- 
doleacetic  acid  (5-HIAA)  were  also  in  the  normal 
range. 

Having  excluded  primary  tumor  in  any  other  lo- 
cation, a thoracotomy  was  performed.  A polycyclic 


FIGURE  3.  (A)  Microscopic  appearance  of  tumor  showing 

lobules  divided  by  thin  fibrovascular  septa  (original  magnifi- 
cation XI 00).  (B)  Higher  magnification  of  cells  inside  lob- 
ules; few  "rosette”  formations  and  amitotic  figure  seen  in 
center  (original  magnification  X250).  (C)  Vascular  spaces 
containing  tumor  cells.  On  right,  lower  corner  thymic  tissue 
seen  (original  magnification  X250)  (Hematoxylin  and  Eosin 
Stain). 


mass  was  found,  occupying  the  anterior  mediastinum 
and  infiltrating  the  adventitia  of  the  great  vessels  and 
the  anterior  segment  of  the  upper  lobe  of  the  left 
lung.  An  incomplete  resection  of  the  tumor  was 
performed.  The  postoperative  course  was  un- 
eventful, and  radiotherapy  and  chemotherapy  were 
instituted.  A one-year  follow-up  did  not  reveal  any 
progression  of  the  disease  or  new  metastases,  and  the 
patient  remained  asymptomatic. 
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Pathologic  findings 

The  tumor  measured  6.5  by  6 by  4 cm.,  had  a firm 
gray  surface  with  scattered  yellow  area  (Fig.  2).  It 
was  firmly  attached  to  the  lung  and  the  excision, 
considered  to  be  incomplete,  included  a piece  of 
surrounding  lung  tissue.  Microscopically,  the  tumor 
cells  showed  a lobular  arrangement  with  thin  strands 
of  fibrous  vascular  tissue  (Fig.  3A).  Inside  the  lob- 
ules, multiple  “rosettes”  formation  was  found  ( Fig. 
3B).  The  cells  were  generally  uniform  in  size,  and 
numerous  mitotic  figures  were  seen.  Invasion  of 
small  blood  vessels  by  tumor  cells  was  noted  as  well 
as  infiltration  into  the  lung  tissue.  Atrophic  thymus 
was  identified  in  a few  of  the  cut  sections  (Fig. 
3C). 

The  histologic  diagnosis  was  thymic  carcinoid  with 
metastases  in  cervical  lymph  nodes. 

Comment 

Rosai  and  Higa  in  19729  reported  eight  cases  of 
thymic  carcinoid  and  reviewed  seven  previously  re- 
ported cases  and  the  case  of  Macadam  and  Vetters,12 
which  they  found  to  be  identical.  Salyer,  Salyer,  and 
Eggleston11  described  three  additional  similar  cases. 
Levine  and  Rosai13  added  2 cases  of  a spindle-cell 
variant  of  thymic  carcinoid;  16  of  those  21  cases  were 
males,  with  ages  ranging  from  21  to  87  years.  None 
of  the  patients  showed  signs  of  endocrine  abnor- 
mality (carcinoid  or  Cushing’s  syndrome).  Six  of  the 
cases  were  asymptomatic;  in  the  remainder,  symp- 
toms and  signs  were  nonspecific  and  were  attributed 
to  the  space-occupying  lesion.  The  macroscopic, 
appearance  of  most  of  the  tumors  was  a large  well- 
vascularized  solid  lobular  gray-white  mass  with  fre- 
quent areas  of  necrosis;  in  eight  cases,  the  tumor  was 
described  as  invasive  at  operation.  Microscopically, 
the  tumor  was  characterized  by  lobular  formation 
with  fibrovascular  septa,  ribbon  formation,  and 
“rosette”  or  acinar-like  arrangement.  Although  the 
cells  are  uniform  in  size,  mitoses  were  noted  in  all  the 
cases.  Permeation  of  lymphatic  vessels  and  blood- 
vessel invasion  were  noted  in  several  cases.  Clini- 
cally, these  tumors  behave  aggressively,  but  usually 
are  slowly  progressive,  a feature  shared  by  carcinoid 
tumors  elsewhere.  They  have  a capacity  for 
lymph-node  metastases  and,  rarely,  distant  gener- 
alized metastases. 

The  anatomic  and  histopathologic  findings  in  our 
case  as  well  as  the  clinical  course  correspond  well  to 


those  described  by  Rosai  and  Higa9  and  Salyer,  Sa- 
lyer, and  Eggleston11  and  justified  the  diagnosis  of 
thymic  carcinoid  with  lymph-node  metastases.  The 
possibility  of  mediastinal  carcinoid,  although  quite 
rare,  should  always  be  considered  in  the  differential 
diagnosis  of  tumors  in  this  location. 

Summary 

An  anterior  mediastinal  tumor  with  lymph-node 
metastases  in  a 38-year-old  woman  has  been  de- 
scribed. Histopathologic  findings  and  clinical  course 
corresponded  well  with  Rosai  and  Higa’s9  description 
of  thymic  carcinoid.  The  presence  of  this  tumor 
should  always  be  considered  in  the  differential  di- 
agnosis of  anterior  mediastinal  tumors. 

Beilinson  Medical  Center 
Petah-Tiqva,  Israel 
(DR.  AGMON) 
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particularly  felicitous  approach.  Every  section  of  the 
substantial  volume,  reaching  from  the  proper  “Evaluation 
of  Patients”  through  their  manifold  “psychiatric  syn- 
dromes” in  early  life,  adulthood,  and  senescence  to  the 
physician’s  role  as  their  therapist,  is  preceded  by  an  in- 
formative introduction  into  the  respective  clinical  pictures, 
their  main  symptomatology,  related  issues,  and  problems. 
Lucid  descriptions  of  the  various  disorders,  their  genesis, 
psychopathology,  diagnostic  features,  therapeutic  acces- 
sibility, and  so  forth  round  out  the  individual  presenta- 
tions. 

It  is  true  that  some  aspects  in  the  broad  field  of  psychi- 
atric illnesses  remain  relatively  unexplored.  Certain 
timely  issues  such  as  delayed  reaction  to  stress  syndrome 
and  the  survivor  syndrome  (in  cases  of  massive  psychic 
traumatization,  in  victims  of  the  Holocaust,  racial,  and 
political  persecution),  though  touched  on,  find  scant  at- 
tention. Withal,  considering  the  labyrinthian  world  of  the 
mind,  its  multiple  functions  and  dysfunctions,  the  book 
delivers  what  its  title  promises:  Instruction  and  knowledge 
in  modern  psychiatry,  with  definite  orientation  toward  the 
general  physician’s  practical  needs.  William  G.  Nied- 
erland,  M.D. 

Orthopaedic  Neurology:  A Diagnostic  Guide  to 

Neurologic  Levels.  By  Stanley  Hoppenfeld,  M.D. 
Philadelphia,  J.  B.  Lippincott  Company,  1977.  Illustrated, 
131  pages.  Hardcover,  $16.50. 

“Orthopaedic  Neurology”  is  a unique  and  creative  vol- 
ume which  simplifies  the  presentation  of  the  anatomic 
basis  of  spinal  cord  and  root  lesions  in  a way  that  is  plea- 
surable to  read  and  difficult  to  forget.  It  is  rare  for  an 
author  to  both  so  clearly  perceive  a need  and  readily  fulfill 
it.  The  blend  of  a readable  text  intimately  interwoven  with 
superb  medical  illustration  displays  the  author’s  gift  to 
teach  difficult  facts  simply;  and  by  clever  mnemonics,  and 
the  artful  use  of  repetition,  make  them  easier  to  re- 
member. 

The  book  is  divided  into  two  major  segments  dealing 
with  nerve  root  lesions  and  spinal  cord  lesions.  In  each 
section,  clinical  testing  by  neurologic  level  is  presented  in 
logical  serial  fashion  and  then  correlated  with  specific 
clinical  entities,  making  clear  to  the  reader  that  a careful 
examination  is  the  key  to  a logical  evaluation  of  each  neu- 
rologic level  to  make  a proper  diagnosis. 

In  concise  discussions  of  clinical  entities,  the  correlation 
between  pathologic  entity,  neurologic  level,  and  clinical 
manifestation  is  made  clearly  and  with  repeated  medical 
illustration. 

The  shortcomings  of  this  concise  but  complete  mono- 
graph center  around  what  has  been  left  out  rather  than 
with  its  content.  The  book  would  be  a more  complete 
reference  source  if  it  also  had  included  a section  on  pe- 
ripheral nerve  lesions,  since  the  anatomic  basis,  as  well  as 
the  method  of  evaluation  and  diagnosis,  are  very  similar 
to  those  lesions  of  the  spinal  cord  and  spinal  roots. 

The  author  is  to  be  congratulated  for  his  insights  into 
simplifying  a usually  complex  and  confusing  field.  This 
book  is  an  essential  in  the  library  of  orthopedic  surgeons, 
neurologists,  neurosurgeons,  and  physicians  of  physical 
medicine,  and  especially  for  those  who  are  in  training,  and 
should  be  kept  as  a handy  accessible  reference  in  every 
emergency  room  area.  It  is,  in  general,  highly  recom- 
mended to  all  practitioners  of  clinical  medicine.  David 
M.  Hirsh,  M.D. 
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Bendectin 

Each  tablet  contains  doxylamine  succinate  10  mg., 
pyridoxine  hydrochloride  10  mg. 


■ ■ . 

■ ,.}  .!■ 

■‘V  . •’  • 

. j \ : ‘ ■ ' '■  , - 

- 


1830:  A decoction  of  columbo  root 
and  peppermint  3 or  4 times  a day 
should  be  taken  for  the  sickness  to 
which  pregnant  females  are  com- 
monly subject.1 

TODAY:  Clinical  studies  show 
statistically  proven  efficacy  for 
morning  sickness  of  pregnancy 
with  delayed-release 
Bendectin  tablets.2 
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Pemphigus  Vulgaris  and 
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York  at  Buffalo 


Generalized  herpes  simplex  infection  occasionally 
occurs  in  patients  with  other  skin  diseases,  especially 
atopic  dermatitis.  The  association  between  gener- 
alized herpes  simplex  infection  and  pemphigus  is 
rare;  such  an  association  has  been  reported  in  only 
three  patients.  We  are  reporting  the  second  docu- 
mented association  between  pemphigus  vulgaris  and 
generalized  herpes  simplex  infection. 

Case  report 

A 60-year-old  white  man  was  admitted  to  the 
Buffalo  General  Hospital  in  May,  1975,  for  evalua- 
tion and  treatment  of  pemphigus  vulgaris. 

The  patient  was  in  good  health  until  December, 
1974,  when  he  developed  recurrent  oral-pharyngeal 
erosions  and  ulcerations.  Direct  immunofluores- 
cence of  a biopsy  of  the  oral  mucosa  showed  Ig  (im- 
munoglobulin) G deposition  in  the  intercellular  ce- 
ment substance  of  the  epidermis.  The  patient’s 
failure  to  respond  to  increasing  doses  of  prednisone 
led  to  hospitalization. 

The  temperature  was  97.4°  F.,  the  pulse  72  and 
regular,  and  the  respirations  18.  The  blood  pressure 
was  140/86  mm.  Hg. 

On  examination  the  patient  appeared  well.  Sev- 
eral small,  flaccid  bullae  were  present  on  the  face  and 
trunk;  discrete  and  confluent  areas  of  denuded  skin 
with  erythema,  crusting,  and  hyperpigmentation 
were  present  on  the  face,  trunk,  arms,  thighs,  and 
legs.  The  axillas  were  denuded  and  macerated;  the 
soft  palate  and  buccal  mucosa  had  multiple  shallow 
depressions.  Nikolsky’s  sign  was  present. 

The  hematocrit  was  37.1;  the  white  blood-cell 
count  was  9,500,  with  63  percent  neutrophils,  31 
percent  lymphocytes,  5 percent  monocytes,  and  1 
percent  eosinophils.  All  clotting  factors,  blood 
chemistries,  and  serum  electrolytes  tested  out  nor- 
mal; the  erythrocyte  sedimentation  rate  was  18  mm. 

' Present  address:  Division  of  Dermatology,  J.  Hillis  Miller 
Health  Center,  University  of  Florida,  Gainesville,  Florida. 


per  hour.  The  total  protein  was  5.5  Gm.  per  deciliter, 
and  serum  protein  electrophoresis  showed  a non- 
specific quantitative  increase  of  beta  globulins.  The 
serologic  test  findings  for  syphilis  were  normal,  as 
were  those  of  the  electrocardiogram  and  chest  x-ray. 
There'  was  4-plus  glucosuria  without  ketonuria. 
First-strength  purified  protein  derivative  test  finding 
was  normal  after  72  hours.  A skin  biopsy  of  an  intact 
vesicle  showed  a suprabasilar  bulla  with  acantholysis. 
Direct  immunofluorescence  of  a skin  biopsy  showed 
IgG  deposition  in  the  intercellular  spaces  of  squa- 
mous epithelium;  the  circulating  antiepithelial 
pemphigus  antibody  titer  was  1:80.  The  circulating 
antibody  test  findings  for  bullous  pemphigoid  and 
antinuclear  antibodies  were  normal. 

Immunofluorescence  confirmed  the  diagnosis  of 
pemphigus  vulgaris.  The  patient  received  predni- 
sone, 300  mg.  daily;  on  the  fifth  day  of  hospitaliza- 
tion, he  began  to  receive  azathioprine,  100  mg.  daily. 
In  addition,  he  received  gentle  bathing  three  times 
daily;  intermittent  wet  dressings  with  Burow’s  so- 
lution (1:40  dilution);  a whirlpool  bath  daily;  triam- 
cinolone acetonide  lotion  0.1  percent  four  times  daily 
to  affected  areas;  propoxyphene  hydrochloride,  65 
mg.  every  four  to  six  hours  for  pain;  flurazepam  hy- 
drochloride, 30  mg.  at  night  for  sleep;  and  magnesium 
and  aluminum  hydroxide,  30  ml.  every  four  hours 
while  awake.  He  also  received  isoniazid,  300  mg. 
daily,  and  pyridoxine,  50  mg.  daily,  for  a positive 
reaction  (4  plus)  to  purified  protein  derivative  in 
December,  1974. 

During  hospitalization,  the  patient  developed 
steroid-induced  diabetes  mellitus  that  was  controlled 
by  subcutaneous  injections  of  regular  insulin  for 
glucosuria  of  2 plus  or  greater;  there  was  no  diabetic 
history. 

The  patient’s  hematocrit  decreased  to  29.5  during 
the  first  four  weeks  of  hospitalization.  All  other 
hematologic  parameters  remained  normal.  X-ray 
film  findings  of  the  abdomen  and  contrast  study  re- 
sults of  the  entire  gastrointestinal  tract  were  normal. 
The  anemia  stabilized  without  treatment,  and  was 
secondary  to  immunosuppression  that  produced 
transient  gastrointestinal  bleeding,  and  to  daily 
whirlpool  baths,  bathing,  and  wet  dressings  that 
produced  regular  cutaneous  blood  loss. 

The  denuded  areas  began  to  heal,  and  the  patient 
received  decreasing  doses  of  prednisone.  Within  48 
hours  after  the  patient  received  a decreased  dose  of 
200  mg.  daily,  he  developed  multiple  discrete,  um- 
bilicated  pustules  and  vesicles  that  were  located  only 
on  pemphigus-damaged  skin.  There  were  no  asso- 
ciated constitutional  symptoms,  and  physical  ex- 
amination findings  disclosed  no  abnormalities.  A 
Tzanck  preparation  with  a Giemsa’s  stain  of  the  base 
of  an  intact  vesicle  showed  several  multinucleated 
giant  balloon  cells.  The  clinical  diagnosis  was  a 
generalized  herpes  simplex  infection;  the  later 
identification  of  the  herpes  simplex  virus  in  a skin 
biopsy  by  the  use  of  animal  and  tissue  culture  inoc- 
ulation confirmed  the  diagnosis.  The  whirlpool 
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baths  and  topical  steroids  were  discontinued,  and  the 
patient  received  idoxuridine,  0.5  percent  in  cold 
cream  three  times  daily  to  all  involved  areas  for  seven 
days.  The  patient  then  received  prednisone,  1(H)  mg. 
daily;  the  azathioprine  dose  remained  unchanged. 
There  was  no  history  of  prior  herpetic  infection  or 
exposure. 

During  the  next  two  weeks,  the  patient’s  skin  dis- 
eases improved.  The  herpes  infection  resolved,  the 
pemphigus-damaged  skin  continued  to  heal  with 
secondary  hyperpigmentation,  and  the  patient  re- 
turned home. 

In  October,  1975,  the  patient  again  developed  a 
generalized  herpes  simplex  infection  that  was  local- 
ized to  pemphigus-damaged  skin  on  the  trunk  and 
malar  eminences;  physical  examination  findings  were 
ot  herwise  normal.  The  dose  of  prednisone  (40  mg. 
daily)  and  azathioprine  (100  mg.  daily)  remained 
unchanged,  and  the  patient  received  idoxuridine 
ophthalmic  solution  every  hour  in  each  eye  while 
awake.  The  infection  resolved  within  10  days 
without  sequelae. 

During  the  next  12  months,  the  patient  remained 
well.  He  did  not  develop  new  bullae  or  recurrent 
vesicles  or  pustules.  Nikolsky’s  sign  remained  nor- 
mal, and  the  circulating  antibody  titer  decreased  to 
1:10.  The  patient’s  only  medications  were  predni- 
sone, 20  mg.  daily,  and  azathioprine,  100  mg.  daily. 

Comment 

The  most  common  complications  of  pemphigus 
and  its  immunosuppression  are  bacterial  and  moni- 
lial  infections.  Although  de  Salles-Gomes  et  al.1 
reported  generalized  vaccinia  in  47  patients  with 
pemphigus  foliaceus,  primary  viral  infections  are 
apparently  an  uncommon  complication  of  pemphi- 
gus. The  association  between  pemphigus  and  gen- 
eralized herpes  simplex  infection  is  rare. 

Marton  and  Angyal2  described  two  men  with 
pemphigus;  one  man  had  pemphigus  vulgaris,  the 
other  pemphigus  foliaceus.  Both  men  developed  a 
generalized  herpes  simplex  infection  during  the 
course  of  the  primary  disease.  The  viral  infections 
were  self-limited,  even  though  both  men  continued 
to  receive  prednisone,  40  mg.  daily. 

Indgin,  Katz,  and  Connor3  described  a woman  with 
pemphigus  foliaceus  who  developed  a generalized 
herpes  simplex  infection.  This  patient’s  viral  in- 
fection resolved  within  10  days;  the  prednisone  dose 
was  320  mg.  daily  at  the  time  of  infection  and  160  mg. 
at  the  time  of  resolution. 

Orenstein,  Castadot,  and  Wilens4  described  a 
woman  with  a four-year  history  of  pemphigus  vul- 
garis who  received  increasing  doses  of  prednisone 
(240  mg.  daily)  because  of  a recurrence  of  the  disease. 
She  later  developed  '‘muscular  weakness,  diabetes 
mellitus,  bizarre  mental  symptoms,”  and  dissemi- 
nated intravascular  coagulation  that  ended  in  irre- 
versible shock.  Autopsy  findings  included:  ( 1 ) in- 
traepidermal  vesicles  with  multinucleated  balloon 


cells  with  intranuclear  inclusion;  and  (2)  intranuclear 
inclusions  within  the  liver  and  within  areas  of  pan- 
creatic necrosis.  Electron  micrographs  of  the  liver 
revealed  intranuclear  virions  with  capsids  of  85  nm. 
in  diameter.  There  were  no  viral  studies  to  identify 
the  causative  agent. 

Our  patient  had  pemphigus  vulgaris.  His  history 
and  the  appearance  of  multiple  flaccid  bullae,  su- 
perficially denuded  skin,  and  hyperpigmentation  in 
a “seborrheic”  distribution  established  the  diagnosis. 
Nikolsky’s  sign  and  the  histologic  picture  of  an  in- 
traepidermal  bulla  with  acantholysis  confirmed  the 
clinical  impression.  The  demonstration  of  circu- 
lating antiepithelial  antibodies  to  the  intercellular 
areas  of  homologous  epidermis  documented  the  di- 
agnosis. The  patient’s  skin  disease  gradually  re- 
sponded to  the  immunosuppressive  administration 
of  prednisone  and  azathioprine;  treatment  responses 
included  a decrease  in  the  titer  of  circulating  anti- 
bodies, the  resolution  of  old  lesions,  and  the  lack  of 
new  lesions.  During  the  course  of  the  primary  dis- 
ease, the  patient  developed  a generalized  herpes 
simplex  infection  that  was  confirmed  by  tissue  cul- 
ture inoculation;  four  months  later  he  again  had  a 
generalized  herpes  simplex  infection.  There  was  no 
history  of  any  herpetic  infection  or  exposure.  Both 
viral  infections  occurred  only  on  pemphigus-dam- 
aged skin.  Such  localization  is  immunologically 
provocative,  but  any  explanation  of  this  localization 
would  only  be  speculative. 

The  viral  infections  were  self-limited  and  were 
resolved  within  10  days.  The  infections  produced 
no  constitutional  symptoms  or  sequelae,  and  failed 
to  alter  the  course  of  the  patient’s  primary  disease  or 
general  health.  Even  though  the  patient  received 
idoxuridine  topically  on  areas  of  cutaneous  infection, 
we  are  aware  that  the  application  of  idoxuridine  has 
not  proved  to  be  an  effective  treatment  for  cutaneous 
herpes  simplex  infection.5-7 

During  both  infections,  the  patient  continued  to 
receive  immunosuppressive  therapy;  the  first  infec- 
tion prompted  a decreased  prednisone  dose.  Such 
therapy  was  responsible  for  the  steroid-induced  di- 
abetes mellitus  and  transient  anemia,  both  of  which 
disappeared  when  the  patient’s  primary  disease 
improved  and  the  prednisone  dose  was  decreased. 
But  immunosuppressive  therapy  produced  no  ex- 
acerbation in  the  patient’s  viral  infections.  Even 
though  corticosteroids  supposedly  aggravate  gener- 
alized herpes  simplex  infections,  further  work  is  es- 
sential to  demonstrate  a more  causal  relation- 
ship.8,9 

Summary 

A 60-year-old  man  with  pemphigus  vulgaris  de- 
veloped generalized  herpes  simplex  infection  on  two 
occasions.  The  infections  occurred  only  on  pem- 
phigus-damaged skin,  and  the  patient  continued  to 
receive  immunosuppressive  therapy  without  seque- 
lae. The  herpes  simplex  infections  were  self-limited 
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and  failed  to  alter  the  course  of  the  patient’s  primary 
disease. 

The  association  between  pemphigus  and  general- 
ized herpes  simplex  infection  has  been  reported  in 
three  patients.  This  patient  represents  the  second 
documented  association  between  pemphigus  vulgaris 
and  generalized  herpes  simplex  infection. 

Division  of  Dermatology 
Box  J-277,  J.  Hillis  Miller  Health  Center 
University  of  Florida 
Gainesville,  Florida  32610 
(DR.  TOMECKI) 
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Women  still  look  first  to  the  physician 
for  information  about  medications 
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the  decision  to  take  the  medicine. 
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Most  patients  in  the  survey  (91.8  percent)  considered 
their  physicians  to  be  “very  important”  information 
sources.  Other  health  professionals  were  considered  also 
very  important  by  a majority  of  the  respondents  (nurses, 
67.3  percent;  pharmacists,  55.6  percent). 

Less  than  half  of  the  subjects  (40  percent)  considered  the 
patient  package  insert  to  be  very  important.  Less  than  20 
percent  considered  media  (newspapers,  magazines,  and 
television)  to  be  very  important  sources. 

In  general,  the  survey  found,  women  were  knowledgeable 
about  the  proper  uses  and  side  effects  of  estrogens. 

Although  not  the  most  important  information  source, 
the  package  inserts  did  serve  a purpose,  the  survey  shows. 
Patients  apparently  can  learn  from  the  insert,  as  shown  by 
its  positive  affect  on  scores.  Thus,  the  researchers  say,  to 
some  extent  the  educational  purpose  of  the  insert  is  being 
served. 

But,  the  report  concludes,  the  estrogen  patient  package 
insert  cannot  be  judged  entirely  effective.  It  did  not  result 
in  the  patient’s  active  participation  in  the  therapeutic 
decision,  the  stated  goal  of  its  proponents. 

The  survey  was  conducted  by  Drs.  Gail  P.  Udkow,  Louis 
Lasagna,  and  Michael  Weintraub  and  Pharmacist  Zivile 
Tamoshunas. 
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A case  of  a five-year-old  girl  who  died  from  an  ill- 
ness characterized  by  chronic  MHA  (microangiopa- 
thic hemolytic  anemia)  is  described.  At  the  age  of 
two  days  she  was  diagnosed  as  having  HUS  (hemo- 
lytic uremic  syndrome)  on  the  basis  of  hemolytic 
anemia,  thrombocytopenia,  and  renal  disease.  The 
course  of  her  illness  was  unusual  for  HUS  because  of 
chronic  hemolytic  anemia  and  thrombocytopenia 
with  exacerbations  in  association  with  Escherichia 
coli  urinary  tract  infections.  The  clinical  picture  on 
her  last  admission  was  typical  of  TTP  (thrombotic 
thrombocytopenic  purpura)  with  a rapidly  fatal 
course.  The  possibility  that  HUS  and  TTP  may  be 
variants  of  a single  disease  entity  is  suggested. 

Case  report 

The  patient,  a 3,000-Gm.  girl  born  to  a 23-year-old 
gravida  2,  syphilis  serologic  test-negative  mother  was 
noted  to  be  jaundiced  on  the  first  day  of  life.  There 
was  no  blood-group  incompatibility;  the  Coombs’  test 
findings  were  normal.  On  the  second  day  of  life, 
petechiae,  cyanosis,  and  blood-streaked  stools  were 
noted.  Her  hemogram  revealed  a hemoglobin  of  9.4 
Gm.  per  deciliter,  reticulocytes  2.1  percent,  and  white 
blood-cell  count  22,900  and  platelets  5,000  per  cubic 
millimeter.  The  blood  smear  showed  many  spher- 
ocytes  and  schistocytes  (Fig.  1A).  The  total  bilirubin 


was  8.5  mg.,  indirect  bilirubin  6.6  mg.  and  BUN 
(blood  urea  nitrogen)  67  mg.  per  deciliter.  Urinalysis 
revealed  hematuria,  hemoglobinuria,  and  protein- 
uria. Urine  culture  grew  E.  coli,  greater  than  100,000 
colonies  per  milliliter.  Coagulation  studies  revealed 
no  abnormalities.  A clinical  diagnosis  of  HUS  was 
made.  Following  therapy  with  blood  transfusions 
and  antibiotics,  hemoglobin  stabilized,  platelets  and 
BUN  returned  to  normal,  and  the  spherocytes  and 
schistocytes  decreased. 

Intravenous  pyelogram  (IVP)  and  voiding  cys- 
tourethrogram  (VCU)  findings  were  normal.  The 
patient  was  discharged  at  two  months  of  age  in  sat- 
isfactory condition. 

During  the  first  two  and  one-half  years  of  life,  she 
was  hospitalized  several  times  for  hemolytic  anemia 
and  thrombocytopenia,  and  recurrence  of  urinary 
tract  infection  with  E.  coli.  Her  usual  presenting 
signs  were  pallor,  petechiae,  ecchymoses,  and  hepa- 
tosplenomegaly.  During  these  admissions,  the  liver 
was  palpable  between  2 and  6 cm.  below  the  right 
costal  margin,  and  the  spleen  1 to  2 cm.  below  the  left 
costal  margin.  Her  hemoglobin  ranged  from  5.9  Gm. 
to  7.7  Gm.  per  deciliter;  reticulocytes  ranged  from  1 
to  10  percent;  platelets  ranged  from  7,500  to  62,500 
per  cubic  millimeter.  Blood  cultures  were  repeatedly 
negative  for  bacteria.  Test  findings  for  glucose-6- 
phosphate  dehydrogenase  (G-6-PD),  6-phospho- 
gluconate  assay,  glutathione  stability,  and  hemo- 
globin electrophoresis  were  normal.  Bone-marrow 
aspiration  revealed  erythroid  hyperplasia  and  nu- 
merous immature  megakaryocytes.  Coombs’  test 
findings  were  repeatedly  normal.  Her  treatment 
consisted  of  blood  transfusions  and  antibiotic  ther- 
apy. At  the  age  of  eight  months  she  received  pred- 
nisone for  two  months  without  improvement  in  he- 
moglobin or  platelet  count.  During  an  admission  at 
28  months  of  age,  coagulation  studies  disclosed  ab- 
normalities. The  fibrinogen  level  was  40  mg.  per 
deciliter,  PT  (prothrombin  time)  was  13.8  seconds 
(control  13.8),  partial  thromboplastin  time  (PTT)  48 
seconds  (control  39),  and  Fibrin  degradation  products 
were  elevated  in  the  serum.  The  platelet  count  was 
35,000  per  cubic  millimeter.  The  impression  was 
DIC  (disseminated  intravascular  coagulation);  hep- 
arin was  given,  but  there  was  no  improvement. 

At  the  age  of  three  and  one-half,  the  red-cell  half- 
life  (Tl/2)  using  51Cr  (chromium)  ranged  between  3 
and  10  days,  and  the  biphasic  surface  scanning  of  the 
liver  and  spleen  revealed  evidence  of  excessive  splenic 
sequestration  of  red  cells.  Shortly  thereafter,  sple- 
nectomy was  performed.  Histologic  examination 
revealed  occlusion  of  splenic  vessels  with  fibrin 
thrombi,  and  calcification  of  vessels.  Following 
splenectomy,  the  hematologic  picture  was  only 
temporarily  improved. 

The  last  hospital  admission  at  five  years  of  age  was 
occasioned  by  headache,  abdominal  pain,  and  red 
urine  of  one  day’s  duration,  followed  by  projectile 
vomiting  and  generalized  convulsions.  Work-up 
revealed  hypertension,  azotemia,  thrombocytopenia, 
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FIGURE  1 . Peripheral  blood  smears.  (A)  At  two  days  of  age.  (B)  On  last  admission,  prior  to  therapy.  (C)  On  last  admission, 
following  therapy  with  heparin  and  antibiotics. 


and  severe  anemia,  with  many  schistocytes  on  pe- 
ripheral smear  (Fig.  IB).  Urine  culture  grew  E.  coli. 
The  cerebrospinal  fluid  was  normal.  The  PT  was  40 
seconds  (control  12),  and  fibrinogen  was  90  mg.  per 
deciliter.  The  treatment  consisted  of  blood  trans- 
fusions, heparin,  antihypertensive  medications,  and 
antibiotics.  Her  sensorium,  which  was  cloudy,  im- 
proved; the  coagulation  abnormalities  corrected 
themselves  with  a striking  increase  in  platelets,  and 
the  schistocytes  disappeared  from  the  peripheral 
blood  (Fig.  1C).  The  BUN,  which  had  risen  to  145 
mg.,  fell  to  21  mg.  per  deciliter  within  a week.  The 
clinical  improvement  lasted  for  about  two  months, 
followed  by  a recurrence  of  neurologic  symptoms,  and 
then  death. 

Pathologic  findings 

The  kidneys  were  normal  in  weight.  Microscopic 
examination  showed  extensive  changes.  Most  of  the 
glomeruli  were  hypercellular,  due  to  mesangial  cell 
proliferation.  There  was  accentuation  of  the  lobular 
pattern,  with  some  glomeruli  showing  sclerosis  and 
hyalinization.  Many  arterioles  and  occasional 
glomeruli  showed  fibrin  thrombi,  some  with  varying 
degrees  of  organization  and  calcification.  Some  of 
the  glomeruli  showed  necrosis.  The  tubules  showed 
focal  areas  of  atrophy,  deposits  of  hemosiderin,  and 
interstitial  fibrosis.  Arteriolar  changes  similar  to 
those  seen  in  the  kidneys  were  found  in  many  organs, 
including  the  thymus  and  adrenal  glands,  and  the 
pancreas  and  lymph  nodes.  Cerebral  vessels  con- 


tained fresh  fibrin  thrombi.  A large  subdural  he- 
matoma was  found  in  the  right  side  of  the  fronto- 
parietal area  and  was  the  cause  of  death. 

Comment 

HUS  and  TTP  are  two  of  the  common  syndromes 
characterized  by  MHA.  Although  HUS  occurs 
predominantly  in  young  infants  with  exclusively 
renal  manifestations,  TTP  occurs  predominantly  in 
adults  and  is  characterized  by  multisystem  involve- 
ment. The  histologic  pictures  are  similar;  indeed, 
the  microscopic  changes  in  the  kidney  are  described 
as  indistinguishable  by  both  light  and  electron  mi- 
croscopic studies.1 

It  has  been  suggested  that  HUS  and  TTP  repre- 
sent variants  of  the  same  disease,2  and  we  believe 
that  our  case  lends  support  to  this  concept.  We  ob- 
served a disease  that  was  present  at  birth,  with  renal 
failure  and  MHA,  characteristic  of  HUS.  During  a 
five-year  course,  the  MHA  was  persistent  through- 
out, with  periods  of  exacerbation.  The  latter  were 
associated  with  recurrence  of  urinary  tract  infections 
with  E.  coli.  Splenectomy  at  age  three  did  not  alter 
the  course  of  the  disease;  microscopic  examination 
of  the  spleen  disclosed  the  first  evidence  of  extrarenal 
involvement.  Finally,  at  the  age  of  five,  the  patient 
developed  neurologic  manifestations  and  died. 
Autopsy  findings  showed  disseminated  thrombi  in 
various  stages  of  organization,  consistent  with 
TTP. 

The  persistence  of  the  MHA,  namely  hemolytic 
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anemia  with  marked  red  cell  fragmentation  and 
thrombocytopenia,  throughout  this  five-year  course 
deserves  comment.  In  HUS,  the  hematologic 
changes  do  not  usually  persist  beyond  three  months, 
even  in  the  presence  of  progressive  renal  disease.  ' 
Although  this  may  be  seen  in  cases  of  TTP,  pro- 
longed survival  is  exceedingly  rare.  The  diagnosis 
of  TTP  could  not  have  been  made  clinically  in  this 
case  before  age  three,  when  the  splenectomy  was 
performed. 

MacWhinney  et  al.4  reported  a case  of  a 13  and 
one-half-year-old  white  girl  who  died  after  an  illness 
of  12  years’  duration,  which  was  characterized  by 
recurring  episodes  of  hemolytic  anemia,  thrombo- 
cytopenia, and  renal  disease,  preceded  by  upper 
respiratory  infection.  The  patient’s  illness  was  ep- 
isodic, with  no  hematologic  or  urinary  abnormalities 
in  between  until  age  13  and  one-half  when  she  de- 
veloped severe  headaches,  vomiting,  and  increasing 
fatigability  requiring  hospitalization.  The  neuro- 
logic status  deteriorated  with  development  of  con- 
vulsions and  coma  leading  to  death,  three  months 
after  the  onset  of  neurologic  manifestations.  At 
autopsy,  the  diagnosis  of  TTP  was  made. 

The  etiology  of  HUS  and  TTP  is  not  known. 
Drugs,  toxins,  and  infections  with  viruses,5  bacte- 
ria,6-7 and  Microtatobiotes8  are  considered  as  possible 
etiologic  factors.  Bacteria  that  have  been  isolated 
from  patients  with  HUS  are  E.  coli,  Staphylococcus 
aureus,  and  Enterobacteriaceae  aerogens  (from  stool 
cultures);  and  S.  aureus  and  Streptococcus  viridans 
(from  throat  cultures).7 

In  this  case,  most  of  the  exacerbations  of  the  he- 
molytic anemia  and  thrombocytopenia  were  associ- 
ated with  recurrence  of  urinary  tract  infections  due 
to  E.  coli.  These  observations  suggest  that  infections 
played  a major  part  in  the  pathogenesis  of  the  syn- 
drome. We  were  unable  to  find,  clinically  or  at  au- 
topsy, any  anatomic  basis  for  recurrent  urinary  tract 
infections. 


The  normal  coagulation  studies  seen  in  this  patient 
throughout  most  of  the  course  are  consistent  with 
cases  of  H l JS  and  TTP.  However,  episodes  of  pro- 
longation of  PT,  decreased  fibrinogen  levels,  and 
increased  titers  of  fibrin  breakdown  products,  as 
noted  in  our  patient,  have  been  reported.9  It  is 
tempting  to  regard  the  manifestations  in  this  case  as 
of  chronic  DIC  with  acute  exacerbations.  Indeed, 
HUS  and  TTP  have  been  cited  as  examples  of 
chronic  DIC.10 

Department  of  Pediatrics 
Downstate  Medical  Center 
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Gastrinoma  of  the  duodenum  must  be  considered 
whenever  the  Zollinger-Ellison  syndrome  is  sus- 
pected and  no  pancreatic  lesion  is  observed  at  lapa- 
rotomy. In  the  case  presented  here,  endoscopy  dis- 
closed a tumor  not  seen  at  previous  laparotomies. 

Case  report 

A 40-year-old  black  male  was  hospitalized  for 
gastrointestinal  bleeding  in  December,  1972.  He  had 
previously  complained  of  epigastric  pain  character- 
istic of  duodenal  ulcer.  Gastric  analysis  revealed 
very  high  acidity,  and  endoscopic  biopsy  of  the  du- 
odenum showed  a duodenal  ulcer.  Bilateral  vagot- 
omy and  subtotal  gastrectomy  were  performed.  A 
serum  gastrin  level  was  not  obtained.  The  patient 
was  discharged  in  good  condition.  One  year  later  he 
returned  with  epigastric  pain,  diarrhea,  and  gas- 
trointestinal bleeding.  Endoscopic  examination 
revealed  an  acute  ulcer  at  the  anastomotic  site.  He 
improved  on  ulcer  regimen  and  was  discharged. 

The  patient  was  again  hospitalized  in  June  and 
August  of  1 974  for  gastrointestinal  bleeding.  Diar- 
rhea had  worsened  to  six  watery  stools  per  day  in  the 
ensuing  interval.  Serum  gastrin  levels  were  elevated 
to  675  pg.  and  872  pg.  per  milliliter.  Gastric  biopsies 
revealed  chronic  gastritis  with  intestinalization.  No 
tumor  was  seen.  In  both  instances  the  bleeding 
subsided  on  conservative  therapy,  and  the  patient 
was  discharged. 

The  fifth  admission  for  gastrointestinal  bleeding 
was  in  May,  1 975.  Because  of  a history  of  excessive 


FIGURE  1.  Endoscopic  examination  showing  tumor  in  du- 
odenum. 


alcohol  ingestion  and  elevation  of  serum  enzymes, 
that  is,  SGOT  (serum  glutamic  oxaloacetic  trans- 
aminase) and  SGPT  (serum  glutamic  pyruvic 
transaminase),  a liver  biopsy  was  performed  and 
showed  moderate  fatty  change.  Endoscopic  exam- 
ination revealed  an  acute  superficial  ulcer  in  the  je- 
junum. Because  of  repeated  ulcerations  and  gas- 
trointestinal bleeding,  a total  gastrectomy  with 
partial  duodenal  resection  was  done.  The  pancreas 
was  grossly  free  of  tumor.  Three  acute  ulcers  were 
found  in  the  stomach.  An  acute  ulceration  was 
present  in  the  duodenum.  The  patient  improved 
and  was  discharged.  Serum  gastrin  level  postgas- 
trectomy was  516  pg.  per  milliliter. 

The  patient  returned  in  February,  1976,  with  he- 
matemesis,  melena,  and  diarrhea.  Serum  gastrin 
was  2,206  pg.  per  milliliter.  Duodenojejunoscopy 
was  performed,  and  an  ulcerated,  round  1.5-  by  1.5- 
by  1-cm.  tumor  was  seen  at  a point  5 cm.  distal  to  the 
duodenal  stump  (Fig.  1).  Microscopic  examination 
of  the  biopsy  fragments  revealed  an  infiltrating  ne- 
oplasm within  the  submucosa  (Fig.  2A).  The  tumor 
was  composed  of  clusters  of  orderly,  uniform  cells 
with  oval  nuclei  which  closely  resembled  normal  islet 
cells  (Fig.  2B).  Lead  hematoxylin  stains;  diazo  re- 
action, argyrophilic  stains  of  Hellman-Hellerstrom, 
Grimalius,  and  Bodian;  as  well  as  argentaffin  reaction 
of  Fontana- Masson  all  showed  negative  findings. 
Although  the  gastrinoma  in  Zollinger-Ellison  syn- 
drome generally  shows  a positive  argyrophilia,  the 
negative  reactions  in  this  material  were  felt  to  reflect 
a high  abnormal  turnover  status  with  little  or  no 
storage  granules. 

In  February,  1977,  the  patient  was  readmitted  with 
hematemesis,  melena,  jaundice,  and  ascites.  A left 
lower  lobe  pneumonia  was  found  on  chest  x-ray  films. 
Serum  bilirubin  was  9.7  mg.  per  100  ml.  Blood  am- 
monia was  164  micrograms  per  100  cc.  Serum  en- 
zymes, that  is,  SGOT,  SGPT,  and  LDH  (lactic  de- 
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FIGURE  2.  Submucosa  of  duodenum.  (A)  Biopsy  showing  tumor  (hematoxylin  and  eosin  stain).  (B)  With  uniform  tumor  cells 
resembling  islet  cells  (hematoxylin  and  eosin  stain,  original  magnification  X 200). 


hydrogenase)  were  markedly  elevated.  Serum  gas- 
trin was  16,220  pg.  per  milliliter.  The  patient  ex- 
pired in  hepatic  coma  in  early  March,  1977.  Per- 
mission for  autopsy  was  not  granted. 

Comment 

In  1955,  Zollinger  and  Ellison1  reported  two  pa- 
tients with  the  following  common  features:  each  had 
intractable  peptic  ulcer  disease  that  recurred  despite 
repeated  gastric  operations;  and  each  had  a non-beta, 
islet-cell  tumor  of  the  pancreas.  Since  the  time  of 
the  original  description  it  has  been  well  established 
that  the  syndrome  is  caused  by  tumors  of  the  pan- 
creas or  duodenum  that  secrete  excessive  amounts 
of  gastrin.  The  duodenal  tumors  which  are  found  in 
approximately  13  percent  of  the  patients  with  the 
Zollinger-Ellison  syndrome  are  particularly  difficult 
to  detect  because  of  their  small  size.2  Although 
small,  these  tumors,  like  their  pancreatic  counter- 
parts, secrete  gastrin  and  provoke  chronic  stimula- 
tion of  acid  secretion.  Biologically  active  gastrin  is 
secreted  in  excessive  amounts  and  outside  the  control 
of  normal  homeostatic  mechanisms.  The  gastrin- 
secreting  nature  of  the  tumors  seems  fairly  secure 
since  this  hormone  can  be  extracted  from  tumor 
tissue  and  since  there  is  often  hyperplasia  of  gastric 
parietal  cells  to  correspond  with  the  large  volume  of 
acid  secretion.  Peptic  ulcer,  although  not  always 
present,  is  the  prime  clinical  feature  of  this  syndrome. 
One  fourth  of  the  patients  have  had  ulcer  for  at  least 
five  years  and  8 percent  for  ten  years  or  more.3  The 
sites  of  the  ulcers  are  not  restricted  to  the  duodenum. 
Some  patients  have  ulcers  in  the  proximal  jejunum, 
while  only  a few  are  located  in  the  esophagus  and 
stomach.  In  about  10  percent  of  cases,  including  this 
case,  the  ulcerations  are  multiple. 

Abdominal  pain  is  the  most  common  symptom, 
present  in  70  to  95  percent  of  patients.  In  the  review 


of  260  cases  of  Zollinger-Ellison  syndrome,  Ellison 
and  Wilson4  reported  the  following  initial  com- 
plaints: pain  related  to  ulcer  disease,  74  percent; 
pain  related  to  diarrhea,  15  percent;  pain  related  to 
acute  perforation,  18  percent;  melena,  22  percent; 
hematemesis,  19  percent;  diarrhea,  36  percent;  and 
vomiting  26  percent.  In  this  series  93  percent  had 
peptic  ulcer,  and  the  remaining  7 percent  had  diar- 
rhea alone. 

About  65  percent  of  gastrinomas  are  malignant, 
and  they  are  often  ectopic.  The  most  frequent  ex- 
trapancreatic  locations  are  in  the  duodenal  wall, 
around  the  head  of  the  pancreas,  and  in  the  splenic 
hilus.  Both  primary  and  metastatic  gastrinomas 
may  be  difficult  to  locate  at  operation  or  even  at 
postmortem  examination.  About  30  percent  of  cases 
have  benign  adenomas,  either  single  or  multiple,  and 
about  10  percent  have  diffuse  hyperplasia  of  the  islet 
cells.  In  about  20  percent  of  cases  there  is  diffuse 
microadenomatosis  and  islet  cell  hyperplasia  in  ad- 
dition to  single  benign  or  malignant  tumors.5  Only 
in  a few  cases  therefore  is  it  possible  to  locate  a single 
resectable  lesion. 

The  diagnosis  is  most  easily  made  by  demonstra- 
tion of  a marked  increase  in  serum  gastric  concen- 
tration in  the  presence  of  gastric  acid  hypersecretion. 
Gastrin  radioimmunoassay  is  the  test  of  choice.  The 
assay  is  based  on  the  competitive  inhibition  of  la- 
beled and  unlabeled  gastrin  in  standards  or  un- 
knowns for  the  binding  sites  of  specific  antibodies. 
Serum  gastrin  levels  from  Zollinger-Ellison  cases 
have  been  reported  from  600  to  300,000  pg.  per  mil- 
liliter.6 In  this  case  five  serum  gastrin  determina- 
tions were  performed,  and  the  fasting  levels  ranged 
from  415  pg.  to  16,220  pg.  per  milliliter.  The  per- 
sistent hypergastrinemia  in  this  case  is  significant. 
The  values  of  2,206  pg.  per  milliliter  in  March,  1976, 
and  16,220  pg.  per  milliliter  in  February,  1977, 
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suggest  either  increase  in  tumor  size  or  possible  me- 
tastases.  As  in  this  case,  postgastrectomy  gastrin 
depressions  of  from  872  to  415  pg.  per  milliliter  have 
been  reported  in  the  Zollinger-Ellison  syndrome 
without  the  excision  of  the  islet-cell  tumor.  This 
observation,  plus  the  tendency  for  an  abnormal 
population  of  islets  in  the  pancreas  away  from  the 
tumor,  suggests  an  extrapancreatic  factor  stimulating 
the  pancreas.  Calcium  is  also  known  to  potentiate 
the  action  of  gastrin,  and  this  is  important  since  the 
Zollinger-Ellison  syndrome  may  be  one  part  of 
multiple-endocrine-adenomatosis  syndrome  in  the 
presence  of  parathyroid  adenomas  or  nodular  hy- 
perplasia. 
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NPCR  reports  drug  advances 
in  prostate  cancer  treatment 

The  results  of  the  first  randomized  trial  of  the  NPCP 
(National  Prostatic  Cancer  Project)  have  revealed  an  ad- 
vantage for  cytoxan  and  5-FU  over  standard  therapy  in 
hormonally  resistant  stage  D prostate  carcinoma. 

Researchers  for  NPCP,  headquartered  at  Roswell  Park 
Memorial  Institute,  the  New  York  State  Health  Depart- 
ment’s comprehensive  cancer  center  in  Buffalo,  N.Y., 
presented  their  findings  in  a paper  earlier  this  year  at  the 
World  Health  Organization  Collaborating  Centers  Meeting 
in  Stockholm. 

Dr.  Sunmolu  Beckley  of  Roswell  Park’s  Urologic  On- 
cology Department,  said  in  the  paper  that  a subsequent 
trial  for  patients  irradiated,  receiving  the  less  myelosup- 
pressive  agents,  estracyt  or  streptozotocin,  also  revealed 
an  advantage  over  standard  therapy. 

Current  trials  for  newly  diagnosed  stage  I)  disease  or  for 
stage  D disease  clinically  stable  to  diethvlstilbestrol  (DES) 
show  promising  activity  for  cytoxan  and  DES  combined. 

Since  1973,  the  NPCP  has  entered  more  than  1,000  pa- 
tients with  metastatic  carcinoma  of  the  prostate  into  a 


number  of  clinical  trials  involving  chemotherapeutic 
agents. 

According  to  Dr.  Beckley,  patients  treated  with  cytoxan, 
5-FU,  or  estracyt  obtained  significant  symptomatic  and 
objective  benefits  as  opposed  to  those  treated  by  the  then 
standard  methods.  Cytoxan  displayed  a decided  advan- 
tage in  terms  of  fewer  effects. 

The  chemotherapy  treatments  were  generally  superior 
to  those  seen  in  standard  groups  in  terms  of  regression  and 
stabilization  of  the  disease. 

In  Dr.  Beckley’s  opinion,  expressed  in  the  paper,  the 
NPCP  has  clearly  demonstrated  that  randomized  studies 
on  chemotherapy  for  advanced  prostatic  cancer  patients 
who  have  failed  to  respond  to  hormonal  therapy  could  still 
benefit  from  treatment  with  single  chemotherapeutic 
agents  as  proved  by  direct  tumor  reduction  with  subjective 
responses  and  even  prolonged  survival. 

One  limitation,  pointed  out  in  the  paper,  for  the  cure  of 
advanced  cancer  with  chemotherapy  in  humans  is  excessive 
tumor  burden  at  the  initiation  of  treatment. 

According  to  Dr.  Beckley,  adjuvant  studies  have  recently 
commenced  to  evaluate  long-term  cytoxan  or  estracyt  after 
potentially  curative  prostatectomy  or  definitive  external 
irradiation. 
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A simple  solution  for  beating 
the  high  cost  of  feeding  babies. 


Powdered  Soyalac  mixed  with  water  (according  to 
ections  on  the  label)  is  an  inexpensive,  soy-based 
ant  formula  your  patients  can  buy. 

Up  to  50%  less  expensive  than  ready-to-serve 
mulas. 

Up  to  25%  less  expensive  than  liquid  concentrates, 
duding  our  own! 

Soyalac  is  the  only  leading  milk-free  infant  for- 
lla  available  as  an  inexpensive  powder.  It  provides 
ictly  the  same  nutritional  balance  as  Soyalac’s  con- 


centrated and  ready-to-serve  infant  soy  formulas  - at 
a fraction  of  the  cost. 

Your  patients  who  use  formula  will  appreciate 
knowing  about  it. 

For  detailed  information  and  samples,  please  call 
or  write  the  Soyalac  sales  representative  in  your  area. 

Loma  Linda  Foods  11503  Pierce  Street 
Riverside,  CA  92515  (714)  785-2475 
Loma  Linda  Foods  13246  Wooster  Road 
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The  association  of  hypokalemic  periodic  paralysis 
with  hyperthyroidism  is  well  demonstrated  in  the 
literature;  this  is  particularly  true  in  Oriental  males. 
The  following  case  represents  this  entity  in  a Cau- 
casian female,  an  association  that  has  not  heretofore 
been  reported. 

Case  report 

The  patient,  a 24-year-old  Caucasian  female,  was 
first  admitted  to  Berkshire  Medical  Center  in  April, 
1974,  with  progressive  weakness  leading  to  paralysis 
of  all  four  extremities  over  a period  of  12  hours.  She 
had  been  in  good  health  prior  to  this  illness.  Her 
father  and  uncle  had  had  similar  problems  and  had 
been  diagnosed  previously  as  having  familial  hypo- 
kalemic periodic  paralysis.  Physical  examination 
at  the  time  showed  no  signs  of  thyrotoxicosis.  Car- 
diopulmonary evaluation  disclosed  nothing  re- 
markable. Neurologic  examination  revealed  flaccid 
paralysis  of  both  upper  and  lower  extremities  with 
depressed  deep-tendon  reflexes.  Normal  findings 
at  laboratory  examinations  included  sequential 
multiple  analyzer  (SMA)  12,  complete  blood-cell 
count  (CBC),  urinalysis,  and  thyroid  profile.  Elec- 
trolytes  revealed  a potassium  of  1.3  mEq.  per  liter, 
with  other  values  being  normal.  Electromyographic 
and  nerve-conduction  studies  failed  to  reveal  evi- 
dence of  myopathy  or  neuropathy.  The  patient  re- 
ceived parenteral  and  oral  potassium  supplements 
with  marked  improvement  in  her  symptoms  and 
normalization  of  the  serum  potassium  level.  She  was 
discharged  on  spironolactone,  potassium  supple- 
ments, and  a low  carhohydrate-high-potassium 
diet. 

In  May,  1975,  she  began  to  experience  palpitations, 


and  a 12-lead  electrocardiogram  revealed  evidence 
of  coronary  sinus  rhythm.  This  was  confirmed  on 
a 24-hour  continuous  ambulatory  electrocardiogram, 
but  no  other  abnormality  was  detected.  No  therapy 
was  felt  to  be  indicated  at  that  time. 

In  July,  1975,  weakness  recurred  despite  contin- 
uation of  her  therapeutic  program.  At  the  time,  her 
serum  potassium  level  was  normal.  However,  on  this 
occasion  a thyroid  profile  test  revealed  an  L-thy- 
roxine  greater  than  20  micrograms  per  deciliter 
(normal  4 to  11)  and  L-triiodothyronine  uptake  of  41 
percent  (normal  25  to  35  percent).  Radioactive  io- 
dine uptake  was  62  percent  (normal  10  to  38  percent) 
with  a scintiscan  revealing  slight  symmetrical  en- 
largement of  both  lobes.  She  was  treated  with  pro- 
pranolol and  propylthiouracil  with  dramatic  im- 
provement. Her  cardiac  symptoms  also  disap- 
peared. After  becoming  euthyroid,  potassium  sup- 
plements were  discontinued  without  recurrent  neu- 
rologic symptoms.  In  March,  1976,  the  patient 
elected  to  undergo  subtotal  thyroidectomy  because 
of  her  desire  for  more  definitive  long-term  therapy. 
The  pathologic  report  revealed  a follicular  adenoma 
of  the  median  lobe  with  chronic  nonspecific  thy- 
roiditis. A small  focus  of  incidental  papillary  car- 
cinoma was  detected  microscopically  in  the  left  lobe. 
There  was  no  evidence  of  any  spread  beyond  the 
surgical  specimen.  Following  surgery  the  patient 
was  placed  on  suppressive  thyroid  replacement  and 
has  been  asymptomatic  in  all  regards. 

Comment 

Several  factors  are  noteworthy  in  the  syndrome  of 
hypokalemic  periodic  paralysis.  Eighty  percent  of 
the  cases  reviewed  by  Talbott  in  1941 1 were  familial. 
In  1902  Rosenfeld2  first  reported  a case  of  periodic 
paralysis  in  association  with  a hyperthyroid  state.  In 
1961  Engel3  was  able  to  uncover  228  cases;  205  of 
these  were  from  the  Japanese  literature  in  which 
periodic  paralysis  attacks  were  associated  with  hy- 
perthyroidism. The  observation  that  these  entities 
coexist  has  been  confirmed  by  others,  with  a re- 
markable predilection  for  the  combination  to  occur 
in  Oriental  males.4-7  These  studies  have  also  shown 
that  this  association  is  very  rare  in  females,  and  we 
could  not  find  it  previously  reported  in  a Caucasian. 
Furthermore,  in  only  2 percent  of  associated  cases  has 
a family  history  with  this  condition  been  recorded.8  9 
This  unusual  feature  is  also  noteworthy  in  this  in- 
stance. 

Therefore,  we  feel  it  is  important  to  report  this 
unusual  case  since  the  literature  has  failed  to  reveal 
a previously  reported  similar  presentation. 

Central  Berkshires  Internists,  P.C. 

510  North  Street 
Pittsfield,  Massachusetts  01201 

(DR.  TULGAN) 
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Educating  handicapped  children 
presents  major  problems 


Major  problems  are  emerging  as  educators  try  to  carry 
out  the  requirements  of  a congressional  act  mandating 
public  education  for  all  handicapped  children,  says  a report 
in  the  May  issue  of  an  American  Medical  Association 
specialty  publication. 

The  intent  of  the  law  is  honorable,  but  education  officials 
have  been  overwhelmed  by  the  massive  time  commitments, 
meetings,  and  paperwork,  say  Patricia  M.  Fitzgibbons  of 
Vanderbilt  University,  Nashville,  Tenn.,  and  Dr.  Peggy 
Copple  Ferry,  of  the  University  of  Arizona  Health  Sciences 
Center,  Tucson. 

In  a survey  of  the  results  of  the  law,  which  became  ef- 
fective October  1,  1977,  in  American  Journal  of  Diseases 
of  Children,  Ms.  Fitzgibbons  and  Dr.  Ferry  say  there  are 
inadequate  numbers  of  qualified  professionals  and  agencies 
available  to  meet  the  increasingly  frequent  requests  for 
diagnostic  services  for  handicapped  children. 

Parents  are  bewildered  by  the  procedures  necessary  to 
complete  the  Individualized  Education  Program  and  to 
ensure  their  child’s  placement  in  an  appropriate  classroom. 
Many  teachers  are  inadequately  trained  to  teach  the  wide 
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range  of  disabled  children  now  entering  their  class- 
rooms. 

Physicians  in  busy  office  practices  have  little  time  or 
expertise  to  assist  in  proper  school  placement  for  their 
patients,  the  report  points  out.  Preschool  incentive  pro- 
grams, which  have  the  greatest  potential  for  preventing 
subsequent  school  problems,  are  being  implemented  only 
minimally,  because  of  the  extensive  mandates  to  serve 
school-aged  children. 

Congress  has  authorized  $387  million  in  1978  and  up  to 
$3.16  billion  in  1982  to  finance  this  effort,  but  this  may  be 
far  short  of  enough.  The  authors  find  two  major  issues 
emerging  from  the  new  law:  (1)  Will  the  funding  level  ever 
be  sufficient  to  support  the  necessary  resources  for  edu- 
cating all  handicapped  children?  (2)  Who  has  the  major 
control  and  responsibility  for  its  implementation — the 
Federal  government,  the  states,  or  local  school  districts? 

Progress  can  be  made  in  improving  school  programs  for 
handicapped  children,  if  local  and  state  educational  offi- 
cials collaborate  in  implementing  programs,  if  evaluations 
and  team  meetings  are  conducted  regularly,  and  if  parents 
are  informed  of  their  options  and  work  closely  with 
teachers,  they  declare. 

“Progress  is  slow — but  the  cumulative  effect  begins  with 
the  efforts  of  a single  child,  his  parents,  his  physician,  and 
his  school  officials  directed  toward  a common  goal.” 


October  1979/New  York  State  Journal  of  Medicine  1771 
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Mucocutaneous  lymph  node  syndrome,  a well- 
known  clinical  entity  in  Japan  since  1967  when  Ka- 
wasaki1 described  50  cases,  has  recently  been  brought 
to  our  attention  in  the  English  literature.2’3  Despite 
near-epidemic  incidence  of  the  disease  in  Japan  and 
case  reports  from  Greece,4  Korea,5  and  Hawaii,6  it 
was  not  until  the  past  two  years  that  the  syndrome 
has  been  described  in  the  continental  United 
States.7  12  The  clinical  aspects  of  MCLS  (mucocu- 
taneous lymph  node  syndrome)  (as  defined  by  the 
MCLS  Research  Committee  of  the  Japanese  Minis- 
try of  Health  and  Welfare)3  are  outlined  as  fol- 
lows. 

I.  Major  features 

A.  Fever,  one  to  two  weeks  in  duration,  unre- 
sponsive to  antibiotics 

B.  Congestion  of  ocular  conjunctivas  (90  per- 
cent) 

C.  Changes  of  lips  and  oral  cavity 

1.  Dryness,  erythema,  and  fissuring  of  lips  (90 
percent) 

2.  Prominence  of  tongue  papillae  (strawberry 
tongue)  (80  percent) 

3.  Diffuse  erythema  of  oral  and  pharyngeal 
mucosa  (90  percent) 

D.  Changes  of  extremities 

1.  Erythema  of  palms  and  soles  (initial  stage) 
(90  percent) 

2.  Indurative  edema  of  hands  and  feet  (initial 
stage)  (75  percent) 

3.  Membranous  desquamation  from  periungual 
region  of  fingertips  (convalescent  stage)  (95 
percent) 

E Polymorphous  exanthem  of  trunk  without 
vesicles  or  crusts  (90  percent) 

F.  Acute  nonsuppurative  swelling  of  cervical 
lymph  nodes  of  1 .5  cm.  or  more  in  diameter  (75 
percent) 

At  present:  Research  Fellow,  Division  of  Immunology,  De- 
partment of  Pediat  ries,  University  of  California  Medical  Center, 
San  Francisco. 


At  least  five  of  these  features  are  required  for  di- 
agnosis of  MCLS. 

II.  Minor  features 

A.  Carditis:  myocarditis,  pericarditis,  or  elec- 
trocardiogram (EKG)  changes  alone  (up  to  60 
percent) 

B.  Diarrhea  (40  percent) 

C.  Arthralgia  or  arthritis  (25  percent) 

D.  Proteinuria  and/or  pyuria  (30  percent) 

E.  Laboratory  findings 

1.  Leukocytosis  with  shift  to  the  left  (50  per- 
cent) 

2.  Anemia 

3.  Increased  erythrocyte  sedimentation  rate, 
positive  C-reactive  protein,  increased  alpha 
globulin 

4.  Negative  antistreptolysin  O titer 

F.  Features  occasionally  observed 

1.  Aseptic  meningitis  (5  percent) 

2.  Mild  jaundice  or  slight  increase  of  serum 
transaminases 

This  report  describes  a typical  case  of  the  syn- 
drome in  a child  who  was  recently  admitted  to  our 
hospital.  This  patient  also  developed  the  syndrome 
of  inappropriate  antidiuretic  hormone  secretion,  a 
finding  not  previously  reported  in  MCLS. 

Case  report 

A previously  healthy  three-year-old  male  devel- 
oped fever,  abdominal  pain,  and  a slightly  tender  left 
cervical  lymph  node.  He  was  seen  by  a physician  and 
was  treated  orally  with  a penicillinase-resistant 
penicillin  for  cervical  adenitis.  On  the  following 
morning  the  fever  persisted,  the  node  was  larger,  and 
a fine  rash  was  noted  on  the  trunk.  Because  of  the 
high  fever  and  toxic  appearance  of  the  child,  he  was 
admitted  to  the  hospital  on  the  third  day  of  illness. 
Examination  on  admission  revealed  an  acutely  ill- 
appearing  child  with  a temperature  of  40.6°  C.  The 
skin  was  erythematous  over  the  palms  and  face,  and 
the  trunk  was  covered  by  a confluent  polymorphous 
maculopapular  rash.  Two  large,  tender,  left  cervical 
lymph  nodes  were  noted.  There  was  bilateral  bulbar 
conjunctival  injection,  dryness  and  fissuring  of  the 
lips,  and  pharyngeal  erythema.  The  patient  was 
begun  on  parenteral  ampicillin  and  nafcillin.  At  48 
hours  the  cultures  of  the  blood,  cerebrospinal  fluid, 
urine,  throat,  stool,  rash  scrapings,  and  node  aspirate 
all  showed  negative  findings,  and  antibiotics  were 
stopped.  Diarrhea  and  nonpitting,  indurative  edema 
of  the  hands  and  feet  developed  on  the  second  day, 
and  inappropriate  antidiuretic  hormone  secretion 
with  normal  spinal  fluid  was  noted  on  the  third  day; 
polyarthralgias  began  on  the  fourth  day;  steroids 
were  begun  on  day  five.  Periungual  desquamation 
of  the  fingertips  with  spreading  to  the  palms  was 
noted  during  the  third  week  of  illness. 

Laboratory  investigation  revealed:  white  cell 

count  of  10, 900  with  40  percent  bands  and  46  percent 
neutrophils,  sedimentation  rate  77,  negative  mono- 
nuclear spot,  normal  chest  x-ray  findings,  cold 
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agglutinins  1:32,  antistreptolysin  0 less  than  200, 
cerebrospinal  fluid  studies  on  admission  and  on  day 
three  revealed  normal  findings,  creatinine  phos- 
phokjnase  1 16,  total  protein  5.3,  albumin  2.9,  serum 
glutamic  pyruvic  transaminase  23,  negative  hepatitis 
B surface  antigen,  and  negative  febrile  agglutinins. 
On  the  third  hospital  day  the  syndrome  of  inappro- 
priate secretion  of  antidiuretic  hormone  was  dem- 
onstrated with  serum  osmolarity  of  263  and  con- 
comitant urine  osmolarity  of  519.  On  the  eighth 
hospital  day  the  left  cervical  lymph  nodes  were  bi- 
opsied  revealing  focal  necrosis,  slight  fibrosis,  and 
germinal  centers  containing  occasional  neutrophils. 
Stains  and  cultures  of  the  nodes  for  bacteria,  viruses, 
mycobacteria,  and  fungi  all  revealed  negative  results. 
Acute  and  convalescent  titers  for  adenovirus,  in- 
fluenza A and  B viruses,  measles,  cytomegalovirus, 
mycoplasma,  brucella,  Francisella,  Proteus,  typhus, 
and  Rocky  Mountain  spotted  fever  revealed  no  evi- 
dence of  recent  infection.  Toxoplasma  immu- 
nofluorescent  antibody  was  nonreactive.  Serial 
EKGs  over  the  course  of  four  weeks,  although  all 
within  broad  limits  of  normal  for  age,  revealed  in- 
creasing R and  T waves  as  time  passed. 

Spontaneous  but  gradual  resolution  of  the  disease 
process  began  during  the  third  week.  The  child  has 
remained  clinically  well. 

Comments 

This  case  manifests  all  the  significant  symptoms 
and  signs  found  in  MCLS.  In  addition,  our  patient 
developed  the  syndrome  of  inappropriate  antidi- 
uretic hormone  without  evidence  of  meningeal  in- 
flammation or  pulmonary  disease.  As  with  previ- 
ously reported  cases,  the  disease  was  not  responsive 
to  antibiotics  or  steroids,  and  no  infectious  etiology 
could  be  determined.  Some  other  patients  with 
MCLS  have  had  rickettsia-like  bodies  seen  on  elec- 
tron microscopy  of  their  skin  or  lymph  node  biopsies. 
However,  the  pathogenicity  of  these  particles  re- 
mains to  be  demonstrated.13’14  Electrocardiographic 
changes  in  the  absence  of  frank  carditis  (increased 
P-R  and  Q-T  intervals,  ST-T  wave  changes,  low 
voltage  R waves,  and  flattened  T waves)  have  been 
described  in  at  least  70  percent  of  survivors.15  This 
patient  demonstrated  increasing  voltage  of  R waves 
and  T waves  on  serial  EKGs  presumably  repre- 
senting a reversion  back  to  normal.  From  1 to  2 
percent  of  patients  with  MCLS  have  died  in  acute 
heart  failure,  having  autopsy  evidence  of  arteritis 
with  coronary  artery  aneurysms  and  thromboses.16 
Earlier  reports  suggested  that  these  problems  gen- 
erally occurred  within  the  first  three  to  four  weeks  of 
the  illness,  but  recent  evidence  implies  that  heart 
disease  can  be  a late  finding.3-15-17  In  common  with 
a previous  report,  this  patient  had  a mild  elevation 
of  immunoglobulin  E during  the  acute  phase  of  his 


illness,  possibly  implicating  a hypersensitivity  re- 
action in  the  pathogenesis  of  the  disease.18  Recently, 
Landing  and  Larson19  and  Ahlstrdm  et  al.20  have 
found  no  significant  histologic  differences  between 
infantile  periarteritis  nodosa  and  the  arteritis  seen 
with  MCLS;  whether  these  two  entities  are  indeed 
the  same  disease  awaits  further  definition  of  the 
pathogenesis  of  each. 

Department  of  Pediatrics 
University  of  California  Medical  Center 
San  Francisco,  California  94143 
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Arteriovenous  malformations  of  both  coronary 
arteries  to  the  pulmonary  artery  are  angiographically 
demonstrated  in  an  asymptomatic  patient  who  pre- 
viously was  clinically  diagnosed  as  having  a patent 
ductus  arteriosus.  Cardiac  catheterization  revealed 
a 6 percent  step-up  from  the  right  ventricle  to  the 
pulmonary  artery.  In  addition,  there  was  evidence 
of  polycystic  lesions  of  the  kidneys  shown  on  the  in- 
travenous pyelogram  and  nephrotomogram.  Coro- 
nary artery  fistulas  and  surgical  considerations  are 
briefly  reviewed. 

Communications  between  coronary  arteries  and 
the  pulmonary  artery  with  normal  origins  of  the 
coronary  arteries  are  quite  rate.  It  is  more  common 
for  the  left  coronary  artery  to  communicate  with  the 
pulmonary  artery  than  for  the  right  coronary  artery 
to  have  such  a communication.  Here  we  report  a 
case  of  rarely  seen  communications  of  both  coronary 
arteries  to  the  pulmonary  artery.  An  associated 
congenital  anomaly  in  this  patient  was  the  presence 
of  multiple  cysts  of  the  kidneys.  Clinical  entities  and 
surgical  considerations  are  discussed. 

Case  report 

A 56-year-old  black  male  was  admitted  to  the 
hospital  for  cardiac  catheterization  for  evaluation  of 
a heart  murmur.  The  patient  had  been  clinically 
diagnosed  as  having  a patent  ductus  arteriosus  in 
1 942.  Since  then  he  had  been  entirely  asymptomatic 
and  in  good  health.  He  denied  any  symptoms  of 
exertional  dyspnea,  paroxysmal  nocturnal  dyspnea, 
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FIGURE  1 . Nephrotomography  showing  enlargement  of  both 
kidneys  with  thin-walled  cystic  lesions  (Size  in  length:  Left 
side  16  cm.;  right  side  13.5  cm.). 


or  anginal  chest  pain.  The  patient  had  been  diabetic 
for  more  than  10  years,  and  also  had  had  a history  of 
hypertension  for  many  years.  There  was  a family 
history  of  hypertension. 

Physical  examination  revealed  a well-developed, 
well-nourished,  black  male  in  no  acute  distress,  with 
a blood  pressure  of  180/110  in  both  arms.  The  gen- 
eral physical  examination  disclosed  nothing  re- 
markable except  for  the  cardiac  examination.  The 
point  of  maximum  impulse  of  the  heart  was  in  the 
sixth  left  intercostal  space  at  the  anterior  axillary 
line,  with  a palpable  left-ventricular  lift.  A fourth 
heart  sound  was  also  palpable,  as  was  a thrill  over  the 
pulmonic  area.  There  was  a normal  first  heart  sound 
with  accentuated  pulmonic  component  of  the  second 
heart  sound.  A Grade  III/VI  continuous  murmur 
was  best  heard  in  the  second  intercostal  space  at  the 
left  side  of  the  sternal  border;  the  murmur  did  not 
radiate  to  other  areas  of  the  precordium.  Abdominal 
examination  findings  were  unremarkable.  Specifi- 
cally, there  was  no  evidence  of  any  enlargement  of  the 
kidneys.  The  laboratory  findings  were  generally 
unremarkable  except  for  evidence  of  diminished 
renal  function.  The  creatinine  clearance  was  49  cc. 
per  minute.  A three-hour  glucose  tolerance  test 
showed  evidence  of  a diabetic  curve.  The  chest  x-ray 
film  disclosed  a large  dilated  tortuous  aorta  and  ev- 
idence of  left  ventricular  enlargement,  and  the  elec- 
trocardiogram showed  left  ventricular  hypertrophy. 
A sequential  intravenous  pyelogram  and  nephroto- 
mogram showed  changes  consistent  with  the  diag- 
nosis of  either  polycystic  kidney  disease  or  multiple 
cystic  lesions  of  the  kidneys  (Fig.  1).  A cardiac 
catheterization  was  performed;  normal  pressures 
were  recorded  in  both  the  right  ventricle  and  pul- 
monary artery.  There  was  a 6-percent  step-up  in 
oxygen  saturations  from  the  right  ventricle  to  the 
pulmonary  artery,  with  no  evidence  of  a patent 
ductus  arteriosus  (Table  I and  Table  II).  There  was 
no  pressure  gradient  across  the  aortic  valve  and  no 
evidence  of  any  aortic  regurgitation.  When  contrast 
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TABLE  I.  Summary  of  cardiac  catheterization  pressure  recordings 


Catheter 

Position 

Hydrogen 

Ion 

Concentration 

Percentage 

of 

Saturation 

Oxygen 

Pressure 

Carbon 

Dioxide 

Partial 

Pressure 

Pressures  in 
Milligrams  of 
Mercury 
(mean) 

Superior  vena  cava 

75 

Right  atrium 

73 

6 (3) 

Right  ventricle 

73 

21/6 

Pulmonary  arterv 

79 

25/6  (14) 

Aorta 

7.42 

92.1 

65 

42.9 

130/70  (90) 

TABLE  II.  Summary  of  cardiac  catheterization  data 

rior  descending  and  in  the  right  coronary  arteries. 

Data  Measurements 


Oxygen  consumption 


148  ml.  per  minute  per 
square  meter 
37.8  ml.  per  liter 


Difference  between  arterial  and 
venous  oxygen  content 

Cardiac  index  3.91  L.  per  minute 

Pulmonary  blood  flow  4.41  L.  per  minute 

Systemic  blood  flow  3.91  L.  per  minute 

Pulmonary  and  systemic  blood  flows  1 : 12 
ratio 


material  was  injected  into  the  aortic  root,  there  ap- 
peared to  he  a fistula  involving  the  right  coronary 
artery  with  a communication  to  the  pulmonary  ar- 
tery; the  shunt  was  from  left  to  right.  Selective 
coronary  angiographic  inspection  demonstrated  a 
large  network  of  tortuous  vessels  arising  from  the 
proximal  anterior  descending  coronary  artery  and 
from  the  atrial  branch  of  the  circumflex  coronary 
artery  (Fig.  2A).  There  were  also  multiple  anasto- 
motic vessels  arising  from  the  proximal  right  coro- 
nary artery  (Fig.  2B).  All  these  coronary  malfor- 
mations drained  into  the  pulmonary  artery.  Dense 
ramifications  produced  a mat  of  curved  arteries 
which  dumped  contrast  material  into  the  proximal 
pulmonary  artery.  The  pulmonary  artery  was  opa- 
cified by  injection  into  both  the  left  and  right  coro- 
nary artery  systems.  A 7-mm.  aneurysm  was  present 
in  the  atrial  circumflex  branch  of  the  left  coronary 
artery  (Fig.  2A).  The  posterior  ventricular  branch  of 
the  circumflex  artery  had  some  minor  atherosclerotic 
plaquing.  Small  plaques  were  seen  in  the  left  ante- 


Comment 

Abnormal  communications  between  the  coronary 
artery  system  and  the  other  cardiac  structures  are 
mainly  of  two  types.  In  the  first  type,  there  is  an 
anomalous  origin  of  one  or  both  coronary  arteries, 
usually  the  left  coronary  artery,  with  the  involved 
vessel  arising  from  the  main  trunk  of  the  pulmonary 
artery.  In  the  other  type,  the  coronary  artery  arises 
from  the  aorta,  with  a branch  that  connects  directly 
with  either  a cardiac  chamber  or  with  the  pulmonary 
trunk.1  4 

The  majority  of  coronary  artery  fistulas  drain  into 
the  ventricles,  less  frequently  the  atria  or  coronary 
sinus,  but  rarely  into  the  pulmonary  artery.3-5 
Communication  may  consist  of  a single  or  even  a 
plexus  of  multiple  vessels.3  Oldham  et  al.  reported 
12  cases  of  congenital  coronary  artery  fistulas,  with 
only  one  case  revealing  the  fistulas  originating  from 
both  right  and  left  coronary  arteries  and  draining  into 
the  pulmonary  artery.  Only  10  cases  have  been 
documented  in  which  both  the  left  and  right  coronary 
arteries  communicated  with  the  pulmonary  artery.3 
Most  cases  consist  of  a murmur  that  is  identical  to 
that  of  a patent  ductus  arteriosus  except  for  its 
somewhat  atypical  location.67  The  murmur  is 
classically  described  as  a continuous  murmur  with 
a diastolic  accentuation  in  most  cases.8  It  is  usually 
localized  to  the  second  or  third  left  intercostal  space, 
near  the  sternal  border  or  in  the  subclavicular  re- 


FIGURE  2.  Coronary  arteriogram  demonstrating  fistulous  communications.  (A)  Between  left  anterior  descending  artery  and 
pulmonary  artery.  Aneurysm  also  noticed  at  atrial  branch  of  circumflex  artery.  (B)  Between  right  coronary  artery  and  pulmonary 
artery.  (AN  = aneurysm;  F = fistulas;  LAD  = left  anterior  descending  artery;  PA  = pulmonary  artery.  RCA  = right  coronary 
artery). 


October  1979/New  York  State  Journal  of  Medicine  1775 


gions.7,9  Our  case  manifested  a continuous  murmur 
at  the  second  left  intercostal  space.  The  arterial 
pulse  and  pulse  pressures  are  usually  normal  in  pa- 
tients with  coronary  artery  fistula.10 

Most  patients  are  asymptomatic.  Some  patients 
present  symptoms  of  angina  pectoris,  myocardial 
ischemia,  or  heart  failure;3’5,11  this  may  result  from 
decreased  diastolic  coronary  artery  perfusion.  The 
resultant  loss  of  diastolic  myocardial  blood  flow  is 
usually  due  to  either  coronary  or  pulmonary  steal 
mechanisms.12,13  Usually  there  is  no  associated 
significant  coronary  atherosclerosis. 

Electrocardiograms  in  patients  with  coronary  ar- 
tery fistula  do  not  demonstrate  any  particular  char- 
acteristic features;2  they  may  show  left  ventricular 
hypertrophy,  right  bundle-branch  block,5  atrial  fi- 
brillation,14 or  evidence  of  myocardial  infarction. 
Pulmonary  hypertension,  right  ventricular  hyper- 
trophy, and  congestive  heart  failure  may  result  from 
a persistent  large  left-to-right  shunt.  Localized 
aneurysm  of  the  coronary  artery  may  be  associated 
with  the  fistula;15  this  was  seen  in  our  patient.  Kalke 
and  Edwards16  stated  that  these  localized  aneurysms 
may  be  congenital  or  acquired;  patients  with  these 
are  usually  asymptomatic.  Thrombosis  of  an  an- 
eurysm17 and  even  hemopericardium  may  occur  if 
the  aneurysm  or  fistula  ruptures.18,19  Bacterial  en- 
docarditis has  also  been  reported  as  one  of  the  com- 
plications of  these  anomalies.9 

Other  anatomic  anomalies  associated  with  coro- 
nary artery  fistulas  have  been  reported.  These  in- 
clude aortic  insufficiency,  ventricular  septal  defects, 
and  aortopulmonary  fenestrations.7  In  our  patient, 
multiple  cysts  were  noted  in  the  kidneys,  and  this 
may  have  been  related  to  the  patient’s  long-standing 
history  of  hypertension;  there  is  no  known  relation- 
ship between  these  congenially  abnormal  kidneys 
and  coronary  artery  fistulas. 

Indications  for  surgical  intervention  for  coronary 
artery  fistulas  are  not  well  defined;  ligation  of  the 
fistula  seems  to  be  the  most  common  treatment. 
McNamara  and  Gross5  suggested  the  surgical  man- 
agement as  an  interruption  of  the  fistulous  commu- 
nication, leaving  the  feeding  coronary  artery  intact 
to  supply  the  regional  myocardium.  No  surgery  is 
indicated  for  asymptomatic  patients  with  only  a 
small  shunt.15,20  There  are  long-term  studies  of 
patients  with  coronary  artery  fistulas  demonstrating 
no  deterioration  of  myocardial  perfusion  and  good 
longevity.21-23 

It  is  generally  agreed  that  it  is  advisable  to  perform 
surgery  only  on  those  patients  who  are  symptomatic 
and  who  demonstrate  a significant  left-to-right 
shunt.  Bacterial  endocarditis,  pulmonary  hyper- 
tension, congestive  heart  failure,  cardiomegaly, 
electrocardiographic  changes,  rupture  of  an  aneu- 
rysm or  of  the  coronary  fistula,  or  myocardial  is- 
chemia are  indications  for  surgery.20,2! 

Summary 

The  presence  of  a coronary  artery-pulmonary  fis- 


tula is  among  the  most  rare  of  the  coronary  artery 
congenital  anomalies.  In  our  patient,  fistulas  arose 
between  both  the  right  and  left  coronary  artery  sys- 
tems. No  surgery  was  attempted  in  this  patient  since 
this  was  only  a small  asymptomatic  shunt.15,20  The 
patient  will  continue  to  be  followed  with  medical 
management. 

Cardiology  Section 
Department  of  Medicine 
Nassau  Hospital 
259  First  Street 
Mineola,  New  York  11501 
(DR.  GOODMAN) 
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S.  Weir  Mitchell,  M.D.  (1829-1914)  published  his 
short  story,  The  Case  of  George  Dedlow,  in  1866. 1 
The  quality  and  novelty  of  its  medical  content  are 
remarkable,  and  it  is  virtually  certain  that  only  a 
physician  could  have  written  it,  in  this  instance  one 
very  experienced  as  a neurologist  with  unusual  psy- 
chologic perceptiveness.  The  work  is  so  impressive 
that  I shall  quote  from  it  more  extensively  than  has 
been  done  elsewhere  so  far  as  I know,  and  I shall 
discuss  various  aspects  of  it  at  greater  length  and 
from  more  points  of  view  than  has  evidently  been 
attempted  by  others  in  studies  of  Mitchell.2’3 

S.  Weir  Mitchell,  M.D. 

Mitchell,  the  distinguished  American  neurologist 
and  writer,  was  also  the  author,  among  other  works, 
of  the  best-selling  classic  novel,  Hugh  Wynne,  a tale 
of  the  Revolutionary  War.4  He  was  born  in  1829,  the 
seventh  physician  in  three  generations  of  his  family, 
the  son  of  John  Kearsley  Mitchell,  M.D.,  of  Phila- 
delphia.0 He  was  educated  at  the  University  of 
Pennsylvania  and  in  1850  received  his  M.D.  from 
Jefferson  Medical  College.  He  spent  a year  in  Eu- 
rope where  he  was  influenced  in  his  scientific  outlook 
by  Claude  Bernard  in  Paris.  Interested  in  research, 
Mitchell  investigated  snake  venoms  on  his  return 
home.  Eventually,  he  became  a contract  surgeon 
during  the  Civil  War  in  a 400-bed  hospital  in  Phila- 
delphia where  his  associates  were  George  R.  More- 


house, M.D.,  and  W.  W.  Keen,  M.D.  Mitchell  and 
his  colleagues  had  the  opportunity  to  observe,  study, 
and  contribute  to  the  understanding  of  causalgia, 
erythromelalgia,  reflex  paralysis,  and  postparalytic 
chorea.  In  1864  they  published  the  classic  Gunshot 
Wounds  and  Other  Injuries  of  the  Nerves,  acclaimed 
by  neurophysiologist  and  medical  historian  John  F. 
Fulton,  M.D.,  as  “one  of  the  great  milestones  in  the 
history  of  American  neurology  and  American  clinical 
medicine.”  2,6  In  1872,  Mitchell  published  his  more 
extensive  Injuries  to  the  Nerves  and  Their  Treat- 
ment. 1 Mitchell’s  name  is  associated  not  only  with 
the  neurologic  conditions  mentioned  here,  hut  also 
with  the  long  famous  and  widely  used  “rest  cure”  for 
psychiatric  patients,  in  which  a protracted  period  of 
isolation  from  people  and  settings  associated  with  the 
development  of  the  illness  was  an  important  ingre- 
dient.8 He  functioned  at  a time  when  the  practicing 
neurologist  served  the  role  of  noninstitutional  psy- 
chiatrist.9 The  activities  of  the  neuropsychiatrist  in 
private  practice  began  to  expand.  The  personality 
of  the  physician  as  psychotherapist  was  then,  as  now, 
deemed  to  he  of  considerable  importance,  and  its 
relevance  in  the  case  of  Mitchell,  as  well  as  others,  has 
been  stressed  in  evaluations  of  him.10 

“ The  Case  of  George  Dedlow ” 

“The  Case  of  George  Dedlow”  was  Mitchell’s  first 
published  short  story.  He  had  discussed  with  his 
friend,  Henry  Wharton,  the  loss  of  all  limbs  in  a man 
who  saw  service  during  the  battle  of  Mobile  Bay,  and 
the  question  arose  about  the  sense  of  individuality 
being  affected  as  a result  of  loss  of  body  parts.  This 
led  to  Mitchell’s  writing  the  Dedlow  story  which  he 
showed  to  Mrs.  Caspar  Wister,  whose  judgment  he 
respected.2,11  She  showed  it  to  her  father,  Dr.  Wil- 
liam Henry  Furness.  Mitchell,  in  his  introduction 
to  a volume  incorporating  this  story,  continues  the 
account  of  its  background,  revealing,  “ ‘The  Case  of 
George  Dedlow’  was  not  written  with  any  intention 
that  it  should  appear  in  print.  I lent  the  manuscript 
to  the  Rev.  Dr.  Furness  and  forgot  it.  This  gentle- 
man sent  it  to  the  Rev.  Edward  Everett  Hale.  He, 
presuming,  I fancy,  that  every  one  desired  to  appear 
in  the  ‘Atlantic,’  offered  it  to  that  journal.  To  my 
surprise,  soon  afterwards  I received  a proof  and  a 
check.  The  story  was  inserted  as  a leading  article 
without  my  name.  It  was  at  once  accepted  by  many 
as  a description  of  a real  case.  Money  was  collected 
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in  several  places  to  assist  the  unfortunate  man,  and 
benevolent  persons  went  to  the  ‘Stump  Hospital’  in 
Philadelphia,  to  see  the  sufferer  and  to  offer  him  aid. 
The  spiritual  incident  at  the  end  of  the  story  was 
received  with  joy  by  the  spiritualists  as  a valuable 
proof  of  the  truth  of  their  beliefs.”  12 

The  Dedlow  story 

George  Dedlow  was  the  son  of  a physician  prac- 
ticing in  Indiana.  He  studied  with  his  father  and  in 
1859  and  1860  attended  lectures  at  Jefferson  Medical 
College  in  Philadelphia.  He  was  to  have  taken  a 
second  course  but  the  “Rebellion”  broke  out  and  “so 
crippled  my  father’s  means  that  I was  forced  to 
abandon  my  intention.  The  demand  for  army  sur- 
geons at  this  time  became  very  great;  and  although 
not  a graduate,  I found  no  difficulty  in  getting  the 
place  of  assistant  surgeon  to  the  Tenth  Indiana 
Volunteers.”  The  unit,  because  of  heavy  losses,  was 
merged  with  another,  he  was  then  transferred  to  the 
cavalry,  and,  disliking  it,  “sought  and  obtained  the 
position  of  first  lieutenant  in  the  Seventy-ninth  In- 
diana Volunteers,  an  infantry  regiment  of  excellent 
character.” 

Dedlow  was  sent  out  alone,  near  Nashville,  to  ob- 
tain supplies.  On  this  mission,  “I  heard  a rifle,  and 
at  the  same  instant  felt  a blow  on  both  arms,  which 
fell  helpless  ...  I could  use  neither  arm  . . . .”  He 
fainted.  Regaining  consciousness  among  his  captors, 
“I  now  made  an  effort  to  find  out  how  far  I was  hurt. 
I discovered  that  I could  use  the  left  forearm  and 
hand  pretty  well,  and  with  this  hand  I felt  the  right 
limb  all  over  until  I touched  the  wound.  The  ball 
had  passed  from  left  to  right  through  the  left  biceps, 
and  directly  through  the  right  arm  just  below  the 
shoulder,  emerging  behind.  The  right  arm  and 
forearm  were  cold  and  perfectly  insensible.  I 
pinched  them  as  I could,  to  test  the  amount  of  sen- 
sation remaining;  but  the  hand  might  as  well  have 
been  that  of  a dead  man.  I began  to  understand  that 
the  nerves  had  been  wounded,  and  that  the  part  was 
utterly  powerless.” 

The  guerrillas,  Dedlow’s  captors,  eventually  placed 
him  on  a cart  and  set  off  at  a trot.  “The  jolting  was 
horrible,  but  within  an  hour  I began  to  have  in  my 
dead  right  hand  a strange  burning,  which  was  rather 
a relief  to  me.  It  increased  as  the  sun  rose  and  the 
day  grew  warm,  until  1 felt  as  if  the  hand  were  caught 
and  pinched  in  a red-hot  vise  ....  At  length  the  pain 
became  absolutely  unendurable,  and  I grew  what  it 
is  the  fashion  to  call  demoralized.  I screamed,  cried, 
and  yelled  in  my  torture,  until,  I suppose,  my  captors 
became  alarmed,  and,  stopping,  gave  me  a hand- 
kerchief, —my  own,  I fancy, — and  a canteen  of  water, 
with  which  I wetted  the  hand,  to  my  unspeakable 
relief.” 

Dedlow  was  treated  in  a “rebel”  hospital.  “The 
left  arm  was  now  quite  easy,  although,  as  will  be  seen, 
it  never  entirely  healed.  The  right  arm  was  worse 
than  ever — the  humerus  broken,  the  nerves  wound- 


ed, and  the  hand  only  alive  to  pain.” 

One  day,  emerging  from  a faint,  having  been 
frightened  by  pain  and  the  comments  of  a visitor, 
“the  hand  was  worse,  if  that  could  be.  It  was  red, 
shining,  aching,  burning,  and,  as  it  seemed  to  me, 
perpetually  rasped  with  hot  files.”  A physician  ar- 
rived. “I  begged  for  morphia”  but  none  was  avail- 
able. “I  turned  to  the  wall,  and  wetted  the  hand 
again,  my  sole  relief.”  Later,  amputation  was  rec- 
ommended because  the  bone  was  badly  crushed  and 
“amputation  offered  some  chance  of  arresting  the 
pain.”  No  one  was  available  to  administer  ether.  “I 
set  my  teeth,  and  said  no  more,  I need  not  describe 
the  operation.  The  pain  felt  was  severe,  but  it  was 
insignificant  as  compared  with  that  of  any  other 
minute  of  the  past  six  weeks.  The  limb  was  removed 
very  near  to  the  shoulder-joint.  As  the  second  inci- 
sion was  made,  I felt  a strange  flash  of  pain  play 
through  the  limb,  as  if  it  were  in  every  minutest  fibril 
of  nerve.  This  was  followed  by  instant,  unspeakable 
relief,  and  before  the  flaps  were  brought  together  I 
was  sound  asleep.  I dimly  remember  saying,  as  I 
pointed  to  the  arm  which  lay  on  the  floor:  ‘There  is 
the  pain,  and  here  am  I.  How  queer!’  From  this 
time  forward  I was  free  of  neuralgia.  At  a subse- 
quent period  I saw  a number  of  cases  similar  to  mine 
in  a hospital  in  Philadelphia.” 

Dedlow  was  exchanged  with  other  prisoners  and 
returned  to  his  regiment  as  a captain.  He  fought  in 
the  battle  of  Chickamauga  on  September  19,  1863. 
He  was  wounded  in  both  thighs  which  were  then 
amputated  under  chloroform  anesthesia.  Not  yet 
aware  of  this,  he  regained  consciousness  and  com- 
plained of  pain  in  both  legs.  A surprised  attendant 
told  him  he  had  no  legs.  “As  I did  not  believe  him, 
he  threw  off  the  covers,  and  to  my  horror,  showed  me 
that  I had  suffered  amputation  of  both  thighs,  very 
high  up.” 

A month  later,  Dedlow  was  moved  from  the  hos- 
pital in  Chattanooga  to  Nashville  where  an  epidemic 
of  gangrene  broke  out  on  his  ward.  “Strangely 
enough,  the  wound  in  my  remaining  arm,  which  still 
suppurated,  was  seized  with  gangrene.  The  usual 
remedy,  bromine,  was  used  locally,  but  the  main  ar- 
tery opened,  was  tied,  bled  again  and  again,  and  at 
last,  as  a final  resort,  the  remaining  arm  was  ampu- 
tated at  the  shoulder-joint.  Against  all  chances  I 
recovered,  to  find  myself  a useless  torso,  more  like 
some  strange  larval  creature  than  anything  of  human 
shape.  Of  my  anguish  and  horror  of  myself  I dare 
not  speak.  I have  dictated  these  pages,  not  to  shock 
my  readers,  but  to  possess  them  with  facts  in  regard 
to  the  relation  of  the  mind  to  the  body;  and  I hasten, 
therefore,  to  such  portions  of  my  case  as  best  illus- 
trate these  views.” 

In  January,  1864,  Dedlow  was  sent  to  what  was 
called  the  Stump  Hospital  in  Philadelphia.  His  hope 
that  it  might  be  possible  “to  adapt  some  form  of  arm 
to  my  left  shoulder,  as  on  that  side  there  remained 
five  inches  of  the  arm-bone,  which  I could  move  to  a 
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moderate  extent.  The  hope  proved  illusory,  as  the 
stump  was  always  too  tender  to  bear  any  pressure  . . . 
I saw  one  man  who  had  lost  both  legs,  and  one  who 
had  parted  with  both  arms;  but  none,  like  myself, 
stripped  of  every  limb.”  Dedlow  spent  three-and- 
a-half  months  at  the  Stump  Hospital  and  was  then 
transferred  to  the  United  States  Army  Hospital  for 
Injuries  and  Diseases  of  the  Nervous  System.  He 
was  carried  to  the  library  every  morning  where 
someone  would  read  to  him,  or  write  for  him,  or  fill 
his  pipe.  Women  fed  him.  Physicians  lent  him 
medical  books.  And  “save  that  I was  helpless  to  a 
degree  that  was  humiliating,  1 was  as  comfortable  as 
kindness  could  make  me.” 

I amused  myself  at  this  time  by  noting  in  my  mind 
all  that  I could  learn  from  other  limbless  folk,  and  from 
myself,  as  to  the  peculiar  feelings  which  were  noticed 
in  regard  to  lost  members.  I found  that  the  great  mass 
of  men  who  had  undergone  amputations  for  many 
months  felt  the  usual  consciousness  that  they  still  had 
the  lost  limb.  It  itched  or  pained,  or  was  cramped,  but 
never  hot  or  cold.  If  they  had  painful  sensations  re- 
ferred to  it,  the  conviction  of  its  existence  continued 
unaltered  for  long  periods;  but  where  no  pain  was  felt 
in  it,  then  by  degrees  the  sense  of  having  that  limb 
faded  away  entirely.  I think  we  may  to  some  extent 
explain  this.  The  knowledge  we  possess  of  any  part  is 
made  up  of  the  numberless  impressions  from  without 
which  affect  its  sensitive  surfaces,  and  which  are  trans- 
mitted through  its  nerves  to  the  spinal  nerve  cells,  and 
through  them,  again,  to  the  brain.  We  are  thus  kept 
endlessly  informed  as  to  the  existence  of  parts,  because 
the  impressions  which  reach  the  brain  are,  by  a law  of 
our  being,  referred  by  us  to  the  part  from  which  they 
come.  Now,  when  the  part  is  cut  off,  the  nerve-trunks 
which  led  to  it  and  from  it,  remaining  capable  of  being 
impressed  by  irritations,  are  made  to  convey  to  the 
brain  from  the  stump  impressions  which  are,  as  usual, 
referred  by  the  brain  to  the  lost  parts  to  which  these 
nerve-threads  belonged.  In  other  words,  the  nerve  is 
like  a bell-wire.  You  may  pull  it  at  any  part  of  its 
course,  and  thus  ring  the  bell  as  well  as  if  you  pulled  at 
the  end  of  the  wire;  but,  in  any  case,  the  intelligent  ser- 
vant will  refer  the  pull  to  the  front  door,  and  obey  it  ac- 
cordingly. The  impressions  made  on  the  severed  ends 
of  the  nerve  are  due  often  to  changes  in  the  stump  dur- 
ing healing,  and  consequently  cease  when  it  has  healed, 
so  that  finally,  in  a very  healthy  stump,  no  such  im- 
pressions arise;  the  brain  ceases  to  correspond  with  the 
lost  leg,  and  as  les  absent  ont  toujours  tort,  it  is  no 
longer  remembered  or  recognized.  But  in  some  cases, 
such  as  mine  proved  at  last  to  my  sorrow,  the  ends  of 
the  nerves  undergo  a curious  alteration,  and  get  to  be 
enlarged  and  altered.  This  change,  as  I have  seen  in 
my  practice  of  medicine,  sometimes  passes  up  the 
nerves  toward  the  centers,  and  occasions  a more  or  less 
constant  irritation  of  the  nerve-fibers,  producing  neu- 
ralgia, which  is  usually  referred  by  the  brain  to  that 
part  of  the  lost  limb  to  which  the  affected  nerve  be- 
longed. This  pain  keeps  the  brain  ever  mindful  of  the 
missing  part,  and,  imperfectly  at  least,  preserves  to  the 
man  a consciousness  of  possessing  that  which  he  has 
not. 

Where  the  pains  come  and  go,  as  they  do  in  certain 


cases,  the  subjective  sensations  thus  occasioned  are 
very  curious,  since  in  such  cases  the  man  loses  and 
gains,  and  loses  and  regains,  the  consciousness  of  the 
presence  of  the  lost  parts,  so  that  he  will  tell  you,  “Now 
I feel  my  thumb,  now  I feel  my  little  finger.”  I should 
also  add  that  nearly  every  person  who  has  lost  an  arm 
above  the  elbow  feels  as  though  the  lost  member  were 
bent  at  the  elbow,  and  at  times  is  vividly  impressed 
with  the  notion  that  his  fingers  are  strongly  flexed. 

Other  persons  present  a peculiarity  which  I am  at  a 
loss  to  account  for.  Where  the  leg,  for  instance,  has 
been  lost,  they  feel  as  if  the  foot  were  present,  but  as 
though  the  leg  were  shortened.  Thus  if  the  thigh  has 
been  taken  off,  there  seems  to  them  to  be  a foot  at  the 
knee;  if  the  arm,  a hand  seems  to  be  at  the  elbow,  or  at- 
tached to  the  stump  itself. 

Before  leaving  Nashville  I had  begun  to  suffer  the 
most  acute  pain  in  my  left  hand,  especially  the  little 
finger;  and  so  perfect  was  the  idea  which  was  thus  kept 
up  of  the  real  presence  of  these  missing  parts  that  I 
found  it  hard  at  times  to  believe  them  absent.  Often 
at  night  I would  try  with  one  lost  hand  to  grasp  for  the 
other.  As,  however,  I had  no  pain  in  the  right  arm,  the 
sense  of  the  existence  of  that  limb  gradually  disap- 
peared, as  did  that  of  my  legs  also. 

After  commenting  on  the  variety  of  disabilities 
he  observed  among  other  patients,  Dedlow  noted,  “A 
month  of  skillful  treatment  eased  me  entirely  of  my 
aches,  and  I then  began  to  experience  certain  curious 
feelings,  upon  which,  having  nothing  to  do  and 
nothing  to  do  anything  with,  I reflected  a good  deal. 
It  was  a good  while  before  I could  correctly  explain 
to  my  own  satisfaction  the  phenomena  which  at  this 
time  I was  called  upon  to  observe.  By  the  various 
operations  already  described  I had  lost  about  four 
fifths  of  my  weight.  As  a consequence  of  this  I ate 
much  less  than  usual,  and  could  scarcely  have  con- 
sumed the  ration  of  a soldier.  I slept  also  but  little; 
for,  as  sleep  is  the  repose  of  the  brain,  made  necessary 
by  the  waste  of  its  tissues  during  thought  and  vol- 
untary movement,  and  as  this  latter  did  not  exist  in 
my  case,  I needed  only  that  rest  which  was  necessary 
to  repair  such  exhaustion  of  the  nerve  centers  as  was 
induced  by  thinking  and  the  automatic  movements 
of  the  viscera.” 

I observed  at  this  time  also  that  my  heart,  in  place  of 
beating,  as  it  once  did,  seventy-eight  in  the  minute, 
pulsated  only  forty-five  times  in  this  interval — a fact 
to  be  easily  explained  by  the  perfect  quiescence  to 
which  I was  reduced,  and  the  consequent  absence  of 
that  healthy  and  constant  stimulus  to  the  muscles  of 
the  heart  which  exercise  occasions. 

Notwithstanding  these  drawbacks,  my  physical 
health  was  good,  which,  I confess,  surprised  me,  for 
this  among  other  reasons:  It  is  said  that  a burn  of  two 
thirds  of  the  surface  destroys  life,  because  then  all  of 
the  excretory  matters  w'hich  this  portion  of  the  glands 
of  the  skin  evolved  are  thrown  upon  tne  blood,  and  poi- 
son the  man,  just  as  happens  in  an  animal  whose  skin 
the  physiologist  has  varnished,  so  as  in  this  way  to  de- 
stroy its  function.  Yet  here  was  I,  having  lost  at  least  a 
third  of  my  skin,  and  apparently  none  the  worse  for  it. 
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Still  more  remarkable,  however,  were  the  psychical 
changes  which  I now  began  to  perceive.  I found  to  my 
horror  that  at  times  I was  less  conscious  of  myself,  of 
my  own  existence,  than  used  to  be  the  case.  This  sen- 
sation was  so  novel  that  at  first  it  quite  bewildered  me. 
I felt  like  asking  some  one  constantly  if  I were  really 
George  Dedlow  or  not;  but,  well  aware  how  absurd  I 
should  seem  after  such  a question,  I refrained  from 
speaking  of  my  case,  and  strove  more  keenly  to  analyze 
my  feelings.  At  times  the  conviction  of  my  want  of 
being  myself  was  overwhelming  and  most  painful.  It 
was,  as  well  as  I can  describe  it,  a deficiency  in  the 
egoistic  sentiment  of  individuality.  About  one  half  of 
the  sensitive  surface  of  my  skin  was  gone,  and  thus 
much  of  relation  to  the  outer  world  was  destroyed.  As 
a consequence,  a large  part  of  the  receptive  central  or- 
gans must  be  out  of  employ,  and,  like  other  idle  things, 
degenerating  rapidly.  Moreover,  all  the  great  central 
ganglia,  which  give  rise  to  movements  in  the  limbs, 
were  also  eternally  at  rest.  Thus  one  half  of  me  was 
absent  or  functionally  dead.  This  set  me  to  thinking 
how  much  a man  might  lose  and  yet  live.  If  I were  un- 
happy enough  to  survive,  I might  part  with  my  spleen 
at  least,  as  many  a dog  has  done,  and  grow  fat  after- 
wards. The  other  organs  with  which  we  breathe  and 
circulate  the  blood  would  be  essential;  so  also  would  be 
the  liver;  but  at  least  half  of  the  intestines  might  be 
dispensed  with,  and  of  course  all  of  the  limbs.  And  as 
to  the  nervous  system,  the  only  parts  really  necessary 
to  life  are  a few  small  ganglia.  Were  the  rest  absent  or 
inactive,  we  should  have  a man  reduced,  as  it  were,  to 
the  lowest  terms,  and  leading  an  almost  vegetative  ex- 
istence. Would  such  a being,  I asked  myself,  possess 
the  sense  of  individuality  in  its  usual  completeness, 
even  if  his  organs  of  sensation  remained,  and  he  were 
capable  of  consciousness?  Of  course,  without  them, 
he  could  not  have  it  any  more  than  a dahlia  or  a tulip. 
But  with  them — how  then?  I concluded  that  it  would 
be  at  a minimum,  and  that,  if  utter  loss  of  relation  to 
the  outer  world  were  capable  of  destroying  a man’s 
consciousness  of  himself,  the  destruction  of  half  of  his 
sensitive  surfaces  might  well  occasion,  in  a lesser  de- 
gree, a like  result,  and  so  diminish  his  sense  of  individ- 
ual existence. 

I thus  reached  the  conclusion  that  a man  is  not  his 
brain,  or  any  one  part  of  it,  but  all  of  his  economy,  and 
that  to  lose  any  part  must  lessen  this  sense  of  his  own 
existence.  I found  but  one  person  who  properly  ap- 
preciated this  great  truth.  She  was  a New  England 
lady,  from  Hartford — an  agent,  I think,  for  some  com- 
mission, perhaps  the  Sanitary.  After  I had  told  her 
my  views  and  feelings,  she  said:  “Yes,  I comprehend. 
The  fractional  entities  of  vitality  are  embraced  in  the 
oneness  of  the  unitary  Ego.  Life,”  she  add,  “is  the  gar- 
nered condensation  of  objective  impressions;  and  as 
the  objective  is  the  remote  father  of  the  subjective,  so 
must  individuality,  which  is  but  focussed  subjectivity, 
suffer  and  fade  when  the  sensation  lenses,  by  which  the 
rays  of  impression  are  condensed,  become  destroyed.” 
I am  not  quite  clear  that  I fully  understood  her,  but  1 
think  she  appreciated  my  ideas,  and  I felt  grateful  for 
her  kindly  interest. 

Following  these  observations,  Dedlow  met,  in  the 
hospital,  a sergeant  carrying  one  arm  in  a sling  be- 
cause of  a median  nerve  injury.  He  belonged  to  the 


“New  Church”  and  invited  Dedlow  to  attend  a 
meeting.  Dedlow  accepted  and  found  himself  among 
a group  of  people  at  a spiritist  seance.  What  followed 
in  Mitchell’s  story  appears  for  most  readers  to  be  not 
only  curious,  but  inconsistent  with  the  tone  of  the 
entire  story.  Dedlow,  when  asked  to  think  of  a spirit, 
thought  of  “a  wild  idea,”  whereon  the  “irregular 
knocks,”  that  were  then  heard,  counted  out  the  let- 
ters of  the  United  States  Army  Medical  Museum  and 
the  numbers  assigned  to  his  amputated  legs  depos- 
ited there  as  pathologic  specimens.  “What  followed 
I ask  no  one  to  believe  except  those  who,  like  myself, 
have  communed  with  the  things  of  another  sphere. 
Suddenly  I felt  a strange  return  of  my  self-con- 
sciousness. I was  reindividualized,  so  to  speak.  A 
strange  wonder  filled  me,  and,  to  the  amazement  of 
every  one,  I arose,  and  staggering  a little,  walked 
across  the  room  on  limbs  invisible  to  them  or  me.  It 
is  no  wonder  I staggered,  for,  as  I briefly  reflected,  my 
legs  had  been  nine  months  in  the  strongest  alcohol. 
At  this  instant  all  my  new  friends  crowded  around  me 
in  astonishment.  Presently,  however,  I felt  myself 
sinking  slowly.  My  legs  were  going,  and  in  a moment 
I was  resting  feebly  on  my  two  stumps  upon  the  floor. 
It  was  too  much.  All  that  was  left  of  me  fainted  and 
rolled  over  senseless.” 

I have  little  to  add.  I am  now  at  home  in  the  West, 
surrounded  by  every  form  of  kindness  and  every  possi- 
ble comfort;  but  alas!  I have  so  little  surety  of  being 
myself  that  I doubt  my  own  honesty  in  drawing  my 
pension,  and  feel  absolved  from  gratitude  to  those  who 
are  kind  to  a being  who  is  uncertain  of  being  enough  of 
himself  to  be  conscientiously  responsible.  It  is  need- 
less to  add  that  I am  not  a happy  fraction  of  a man,  and 
that  I am  eager  for  the  day  when  I shall  rejoin  the  lost 
members  of  my  corporeal  family  in  another  and  a hap- 
pier world. 

Comment 

There  have  been  examples  in  literature  of  an  au- 
thor impressively  describing  experiences  he  himself 
had  not  lived  through,  but  with  a feeling  andvivid- 
ness  generally  acknowleged  as  unusually  effective. 
One  illustration  of  this  achievement  is  Stephen 
Crane’s  The  Red  Radge  Of  Courage,  also,  as  with 
Mitchell’s  story,  a Civil  War  setting.13  Mitchell  did 
not  have  Civil  War  combat  experience,  nor  did  he 
sustain  physical  damage  as  did  his  fictional  Dedlow, 
but  his  direct  immersion  in  the  traumatic  conse- 
quences of  military  combat,  interweaving  with  pro- 
fessional excellence  and  investigative  drive,  resulted 
in  exquisitely  detailed  studies  and  descriptions 
serving  as  lasting  scientific  contributions  in  addition 
to  generally  acknowledged  literary  achievement. 
Mitchell’s  decision  to  make  his  protagonist,  Dedlow, 
a physician  was  fortunate,  and  his  choice  probably 
was  deliberate,  because  surely  only  a physician  could 
have  been  able,  in  this  first  person  account,  to  com- 
ment authoritatively  on  all  the  nuances  of  somatic, 
no  less  psychological,  change  experienced  by  the 
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wounded  soldier. 

Mitchell’s  detailed  account  of  the  somatic  and 
| psychological  alterations  in  the  case  of  George 
Dedlow  is  so  clear,  precise,  and  discerning,  that 
comment  or  amplification  are  almost  unnecessary. 
It  should  be  noted,  however,  that  in  addition  to  the 
brilliant  neurologic  record  furnished  by  him,  the 
observations  on  what  is  now  well  known  as  body- 
image  concepts  were  far  ahead  of  his  time.  Mitch- 
ell’s sensitivity,  fostering  empathy  with  the  mutilated 
soldier  to  a point  of  being  able  to  appreciate  what  he 
felt  in  almost  excruciating  detail,  resulted  in  this 
unusual  depiction  of  the  sense  of  personal  ident  ity, 
its  alterations,  and  the  consequent  experience  of 
depersonalization  following  loss  of  body  parts.  Not 
surprisingly  he  could  also  impart  the  pervasive  terror 
and  anxiety  serving  as  an  integral  part  of  the  series 
of  traumatic  experiences  leading  to  an  awareness  of 
altered  consciousness,  loss  of  a sense  of  individuality, 
and  appreciation  of  status  as  a total  unit  rather  than 
a sum  of  parts.  And  how  touching  is  one  of  the  last 
statements  made  by  Mitchell  through  Dedlow’s 
musings,  indicative  of  an  inevitable  depression— “I 
have  little  to  add.  I am  now  at  home  in  the  West, 
surrounded  by  every  form  of  kindness  and  every 
possible  comfort;  but  alas!  I have  so  little  surety  of 
being  myself  that  I doubt  my  own  honesty  in  drawing 
my  pension,  and  feel  absolved  from  gratitude  to  those 
who  are  kind  to  a being  who  is  uncertain  of  being 
enough  of  himself  to  be  conscientiously  respon- 
sible.” 

There  are  examples  of  literary  classics  incorpo- 
rating seminal  material  on  personality  psychody- 
namics, behavioral  patterns,  and  an  array  of  psy- 
chiatric issues  reflecting  the  historic  development  of 
psychiatry.  Written  by  laymen,  it  is  of  interest  that 
at  times  they  are  published  earlier  than  the  scientific 
contributions  in  which  the  psychiatric  themes  are 
described  and  discussed. 14-16  In  the  case  of  S.  Weir 
Mitchell,  M.D.,  the  physician-author  himself  pub- 
lished the  literary  and  scientific  material  concur- 
rently. He  was  involved  in  the  medical  investiga- 
tions while  writing  his  story.  Mitchell’s  Dedlow  story 
was  published  anonymously  in  the  Atlantic  in  July, 
1866.  Gunshot  Wounds  and  Other  Injuries  of  the 
Nerves  appeared  in  1864. 6 And  Mitchell’s  Injuries 
to  the  Nerves  and  Their  Treatment  is  dated 
1872.7 

One  last  point  should  be  noted  about  the  con- 
cluding episode  of  the  Dedlow  story  because  the  de- 
scription of  the  amputee  walking  along  the  floor,  at 
the  seance,  on  absent  limbs,  seems  incongruous  with 
the  nature  of  the  entire,  otherwise  serious  account. 
Mitchell’s  decision  to  include  such  an  incident  is 
perplexing,  perhaps  a mistake,  and  it  would  seem 
that  he  never  truly  explained  it  satisfactorily. 

As  mentioned  earlier,  Mitchell,  in  his  introduction 
to  a volume  containing  the  story,  said,  “The  spiritual 
incident  at  the  end  of  the  story  was  received  with  joy 
by  the  spiritualists  as  a valuable  proof  of  the  truth  of 
their  beliefs.”  1 He  himself  was  apparently  skeptical 


and  disdainful  of  spiritualism  and  mysticism.2,3 
Some  time  afterwards,  still  discussing  the  story  as  an 
anonymous  contribution,  Mitchell,  writing  on 
phantom  limbs  in  the  Atlantic  Monthly,  referred  to 
this  purported  autobiographic  account  as  a “hu- 
morous sketch.” 3 It  seems  almost  as  though 
Mitchell  did  not  know  quite  how  to  defend  the  in- 
congruity. The  painful  psychological  experience 
with  which  Dedlow  was  attempting  to  cope  at  that 
point,  his  desperate  need  for  any  easing  of  his  plight, 
was  certainly  not  funny.  It  is  possible  to  supply  an 
explanation,  well  within  the  bounds  of  known  psy- 
chological defense  mechanisms,  yet  extreme  in  it- 
self. 

Dedlow,  in  the  confines  of  a setting,  the  seance, 
different  from  his  usual  circumstances  and  interests, 
caught  up  in  the  strange  and  emotional  aura  of  the 
situation,  desirous  of  the  need  to  cast  off  his  horrible 
plight,  could  have  experienced  a state  of  deperson- 
alization, becoming  immersed  in  the  fantasy  of  am- 
bulation, and  developing  on  its  termination,  a false 
memory,  a paramnesia  for  the  events.  The  extreme 
nature  of  this  paramnesia  would  have  been  no  more 
an  expression  of  wish  fulfillment  than  his  crying  need 
for  normalcy  that  the  very  nature  of  his  shocking 
mutilation  demanded.  The  false  memory  included 
not  only  his  view  of  his  own  ambulation,  but  also  his 
perception  of  his  new  friends  observing  this  same 
strange  sight.  Dedlow’s  reality  testing  abilities  af- 
terwards, consistent  with  his  capability  of  retaining 
his  sanity  under  all  of  these  shocking  events,  is  re- 
flected in  his  observation  that  his  walking  on  invisible 
legs  was  a circumstance  which,  as  he  put  it,  “I  ask  no 
one  to  believe  except  those  who,  like  myself,  have 
communed  with  the  things  of  another  sphere.”  The 
impossible  events,  were  they  to  be  seen  scientifically 
as  a delusion,  became  at  least  a circumscribed  delu- 
sion as  an  outgrowth  of  the  paramnesia,  set  apart 
from  other  aspects  of  his  thinking  and  judgments, 
without  any  insistence  by  him  that  everyone  believe 
what  he  had  to  say.  He  was  willing  to  share  the  belief 
only  with  “those  who,  like  myself,  have  communed 
with  the  things  of  another  sphere.”  But  this  expla- 
nation is  only  a conjecture.  Whether  Mitchell 
himself  could  have  offered  it,  based  on  his  psycho- 
logical insights,  is  unknown  now.  And  had  he  been 
capable  of  it,  he  may  well  have  decided  against  it  once 
the  story  had  been  published.  He  might  have  felt 
that  no  additional  comment  was  necessary,  prefer- 
ring to  let  the  story  stand  as  written.  The  task  was 
done. 

Summary 

S.  Weir  Mitchell,  M.D.,  (1829-1914),  distinguished 
American  neurologist  and  writer,  author  of  the 
best-selling  classic  novel,  Hugh  Wynne,  identified 
with  descriptions  of  causalgia  and  erythromelalgia 
and  many  complications  of  nerve  injuries,  published 
“The  Case  of  George  Dedlow,”  the  story  in  which  he 
fascinatingly  described  neurologic  and  psychiatric 
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disabilities  in  a fictional  character  who  suffered  the 
loss  of  all  four  limbs  as  a result  of  combat  wounds 
sustained  during  the  Civil  War.  Mitchell’s  literary 
masterpiece  was  produced  concurrently  with  his 
scientific  investigations  and  publications  on  nerve 
injuries  and  psychological  disorders  resulting  from 
trauma  experienced  on  the  battlefield.  His  glean- 
ings, insights,  and  perspectives,  revealed  in  the 
Dedlow  story,  are  now  discussed  in  detail  as  reflec- 
tions of  his  literary  and  scientific  brilliance.  A con- 
jecture is  offered  regarding  the  implications  of  a 
concluding  episode  in  his  short  story  that  was  in- 
consistent with  the  fiction’s  otherwise  serious  tone 
and  insightful  illuminations. 

26  West  9th  Street 
New  York,  N.  Y.  10011 

References 

1.  Mitchell,  S.  W.:  The  case  of  George  Dedlow,  in  The  Au- 
tobiography of  a Quack  and  Other  Stories,  New  York,  Century, 
1905,  p.  83. 

2.  Earnest,  E.:  S.  Weir  Mitchell,  Novelist  and  Physician, 
Philadelphia,  University  of  Pennsylvania  Press,  1950,  pp.  61, 
226. 

3.  Rein,  D.  M.:  S.  Weir  Mitchell  as  a Psychiatric  Novelist, 


New  York,  International  Universities  Press,  1952,  p.  32. 

4.  Mitchell,  S.  W.:  Hugh  Wynne,  New  York,  Century,  1896, 
pp.  567. 

5.  Haymaker,  W.:  Silas  Weir  Mitchell  (1829-1914),  in 

Haymaker,  W.,  Ed.:  The  Founders  of  Neurology,  Springfield, 
Illinois,  Charles  C Thomas,  1953,  p.  332. 

6.  Mitchell,  S.  W.,  Morehouse,  G.  R.,  and  Keen,  W.  W.: 
Gunshot  Wounds  and  Other  Injuries  of  The  Nerves,  Philadelphia, 
Lippincott,  1864,  pp.  vi,  9. 

7.  Mitchell,  S.  W.:  Injuries  to  the  Nerves  and  Their  Treat- 
ment, Philadelphia,  Lippincott,  1872,  p.  377. 

8.  Schneck,  J.  M.:  A History  of  Psychiatry,  Springfield,  Il- 
linois, Charles  C Thomas,  1960,  p.  121. 

9.  Schneck,  J.  M.:  The  History  of  Psychiatry  in  the  United 
States  of  America,  in  Howells,  J.  G.,  Ed.:  World  History  of  Psy- 
chiatry, New  York,  Brunner/Mazel,  1975,  chap.  19,  p.  449. 

10.  Gildea,  M.  C.-L.,  and  Gildea,  E.  F.:  Personalities  of 

American  psychotherapists,  Mitchell,  Salmon,  Riggs,  Am.  J. 
Psychiat.  101:  460  (1945). 

11.  Burr,  A.  R.:  Weir  Mitchell,  His  Life  and  Letters,  New 
York,  Duffield  & Company,  1929,  pp.  xii,  424. 

1 2.  Mitchell,  S.  W.:  Introduction,  in  The  Autobiography  of 
a Quack  and  Other  Stories,  New  York,  Century,  1905,  p.  ix. 

13.  Crane,  S.:  The  Red  Badge  of  Courage  (1895),  New  York, 
Bantam  Books,  1964. 

14.  Schneck,  J.  M.:  Karl  Kahlbaum’s  Catatonia  and  Herman 
Melville’s  Bartleby  The  Scrivener,  Arch.  Gen.  Psychiat.  27:  48 
(1972). 

15.  Idem:  Legal  insanity,  moral  insanity,  and  Stendhal’s  Le 
rouge  et  le  noir,  M.  Hist.  10:  281  (1966). 

16.  Idem:  Dostoyevsky  and  Freud  on  criminal  psycho- 

pathology, Psychiatric  Quart,  supp.  40:  278  (1966). 


1782  New  York  State  Journal  of  Medicine/October  1979 


Apprehension  and  reaction  to 
pain  make  up  the  other  very 
important  half.  And  Synalgos-DC 
is  the  analgesic  that  treats  both 
halves  of  the  pain  problem: 
Promethazine  helps  relieve  ap- 
prehension and  reaction  to  pain, 
while  the  analgesic  components 
help  relieve  moderate  to  mod- 
erately severe  pain*  ' 
Synalgos-DC  contains  dihydro- 
codeine, a semisynthetic 
narcotic  analgesic  related  to 
codeine,  with  multiple  actions 
qualitatively  similar  to  codeine. 
{m?  status  permits  telephone 
prescriptions  and  authorized 
refills  up  to  5 times  in  6 months 
(unless  restricted  by  state  law). 
Dual-action  Svnalaos-DC 
takes  pain  off  the  mind  and 
the  mind  off  pain. 


of  the  problem 


Drocode  (dihydrocodeine)  bitartrate.  16.0  mg  (Warning:  May 
be  habit  forming):  promethazine  hydrochloride.  6.25  mg: 
aspirin.  194.4  mg:  phenacetin,  162.0  mg:  caffeine.  30.0  mg. 


“INDICATIONS:  Based  on  a review  of  this 
drug  by  the  National  Academy  of  Sci 
ences— National  Research  Council  and/or 
other  information.  FDA  has  classified  the 
indications  as  follows:  "Possibly"  effective 
for  the  relief  of  moderate  to  moderately 
severe  pain  in  those  situations  where  the 
physician  wishes  to  add  a mild  sedative 
effect  Final  classification  of  the  less- 
than-effective  indications  requires  further 
investigation. 

CONTRAINDICATIONS:  Hypersensitivity  to  dihy- 
drocodeine.  promethazine,  aspirin,  phenacetin. 
WARNINGS:  Salicylates  should  be  used  with 
extreme  caution  in  the  presence  of  peptic 
ulcer  or  coagulation  abnormalities. 

Drug  Dependence:  Dihydrocodeine  can  pro- 
duce drug  dependence  of  the  codeine  type 
and  therefore  has  the  potential  of  being 
abused.  Psychic  dependence,  physical  depen- 
dence and  tolerance  may  develop  upon 
repeated  administration  or  dihydrocodeme, 
— 


and  it  should  be  prescribed  and  administered 
with  the  same  degree  of  caution  appropriate 
to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  dihydrocodeine  is  subject  to  the 
provisions  of  the  Federal  Controlled  Sub- 
stances Act  Usage  in  Ambulatory  Patients: 
Dihydrocodeine  and  promethazine  may  impair 
the  mental  and/or  physical  abilities  required 
for  the  performance  of  potentially  hazardous 
tasks  such  as  driving  a car  or  operating 
machinery.  The  patient  using  Synalgos-DC 
should  be  cautioned  accordingly.  Interactions 
with  other  Central  Nervous  System  Depres- 
sants: Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  other  phe- 
nothiazines,  tranquilizers,  sedative-hypnotics 
or  other  CNS  depressants  (including  alco- 
hol) concomitantly  with  Synalgos-DC  may 
exhibit  an  additive  CNS  depression.  When 
such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced. 
Patients  who  have  demonstrated  a hypersen- 


sitivity reaction  (e.g.  blood  dyscrasia.  jaun 
dice)  with  a phenothiazine  should  not  be 
reexposed  to  any  phenothiazine.  including 
Synalgos-DC,  unless  in  the  judgment  of  the 
physician  the  potential  benefits  of  the  treat- 
ment outweigh  the  possible  hazards.  Usage  in 
Pregnancy:  Reproduction  studies  have  not 
been  performed  in  animals.  There  is  ni  ade- 
quate information  on  whether  this  drug  may 
affect  fertility  in  human  males  and  females  or 
has  a teratogenic  potential  or  other  adverse 
effect  on  the  fetus.  Usage  in  Children:  Since 
there  is  no  experience  in  children  who  have 
received  this  drug,  safety  and  efficacy  in  chil- 
dren have  not  been  established. 

PRECAUTIONS:  Phenacetin  has  been  reported 
to  damage  kidneys  when  taken  in  large 
amounts  for  a long  time.  Promethazine  should 
be  administered  cautiously  to  patients  with 
cardiovascular  or  liver  disease.  Synalgos-DC 
should  be  given  with  caution  to  certain  patients 
such  as  the  elderly  or  debilitated,  and  those 
with  hypothyroidism,  Addison's  disease  and 


prostatic  hypertrophy  and  urethral  stricture. 
ADVERSE  REACTIONS:  The  most  frequently 
observed  reactions  include  lightheadedness, 
dizziness,  drowsiness,  sedation,  nausea,  vomit- 
ing, constipation,  pruritus,  skin  reactions,  and 
rarely,  hypotension. 

DOSAGE  AND  ADMINISTRATION:  Dosage 
should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  Syn- 
algos-DC is  given  orally.  The  usual  adult  dose 
is  2 capsules  every  4 hours  as  needed  for  pain. 
DRUG  INTERACTIONS:  The  CNS  depressant 
effects  of  Synalgos-DC  may  be  additive  with 
that  of  other  CNS  depressants.  See  Warnings. 
Aspirin  may  enhance  the  effects  of  anticoagu- 
lants and  inhibit  the  uricosuric  effects  of  uri- 
cosuric agents. 

Consult  direction  circular  before  prescribing. 

IVES  LABORATORIES  INC. 

New  York,  NY  10017 

Dedicated  to  improving  the 
quality  of  life,  through  Medicine® 


Special  Article 


Nuchal  Display  Among 
the  Japanese 

MATTHEW  BRODY,  M.D. 

Brooklyn,  New  York 

Acting  Chief,  Section  of  Psychiatry,  Jewish  Hospital  and 
Medical  Center  of  Brooklyn 


Oh,  East  is  East,  and  West  is  West,  and  never  the 

Twain  shall  meet. — Rudyard  Kipling 

On  a recent  trip  to  Japan,  we  were  fortunate  to 
have  as  a guide  a talented  young  man  who  had  been 
educated  both  in  Japan  and  in  America;  he  was  able 
to  point  out  not  only  the  regular  tourist  sites,  but  also 
to  describe  in  detail  certain  aspects  of  Japanese 
mores  and  customs.  There  is  no  reason  to  doubt  any 
of  his  statements. 

Female  attraction 

While  in  Kyoto,  he  remarked  that  to  the  Japanese 
male,  the  most  alluring  part  of  the  female  anatomy 
is  the  nape  of  the  neck.  He  said  that,  at  parties,  the 
men  will  glance  surreptitiously  at  the  napes  of  the 
women  present,  just  as  American  men  will  glance  at 
the  ventral  cleavage.  He  further  stated  that  the 
well-groomed  Japanese  women  has  the  back  of  the 
neck  carefully  shaved  and  coiffured  at  least  once  a 
month  at  the  barber  shop. 

It  would  be  an  understatement  to  say  that  the 
guide’s  remarks  about  the  nape  were  met  with  in- 
credulity. In  field  observations  undertaken  during 
my  early  high  school  years,  I had  never  heard  a 
drugstore  cowboy  whisper  to  his  fellows  “Boy,  what 
a nape!”  If  there  was  any  interest  in  the  dorsal  as- 
pect of  the  female,  it  would  be  more  caudal,  such  as 
that  evoked  by  the  callipygian  Venus  in  the  Museo 
Nazionale  in  Naples. 

Confirmation  about  this  nape  “fixation”  came 
from  an  unexpected  source.  As  with  most  amateur 
photographers  on  tour,  it  has  been  my  custom  to  stop 
in  at  least  one  photographic  shop  at  every  location  to 
see  if  there  were  any  scenes  that  I might  have  missed. 
There,  among  a series  of  slides  depicting  geisha  cos- 
tumes, was  one  entitled,  “Note  how  daringly  the  nape 
is  revealed.” 

The  female  wearing  the  geisha  dress  has  her  ven- 
tral aspect  completely  flattened  by  multiple  swaths 


of  cloth.  The  collar  is  large;  the  back  stands  at  least 
2 to  3 inches  from  the  neck,  and  dips  slightly.  This 
coy  display  is  not  very  different  from  the  behavior  of 
Western  women  at  parties,  where  they  add  spice  to 
the  male  inquisitiveness  by  wearing  ventrally  low-cut 
dresses.  In  both  cultures,  limited  seductiveness  is 
condoned  as  long  as  the  participants  go  home  to 
roost. 

Cultural  origin 

At  this  point,  convinced  but  puzzled,  I knew  that 
there  must  be  some  explanation  for  the  origin  of  this 
obsession.  A possible  insight  came  the  same  day.  In 
the  market  place  there  were  no  baby  carriages;  the 
baby  was  strapped  to  the  back  of  either  the  mother 
or  older  sister.  Some  of  the  babies  seemed  too  young 
to  be  able  to  hold  the  neck  erect  and  others  appeared 
old  enough  to  walk.  The  strap  is  called  “obuihimo,” 
literally — back-strap.  At  any  rate,  about  the  only 
thing  that  the  child  sees  early  in  life  is  the  back  of  the 
neck  of  either  the  mother  or  the  mother-surrogate. 
It  is  reasonable  to  suppose  that  such  continuous 
imprinting  at  an  early  age  leaves  an  indelible  im- 
pression. This  would  confirm  what  was  long  known 
about  the  malleability  of  human  instincts  and  their 
modification  by  early  experiences. 

I am  not  sure  why  there  are  no  baby  carriages  in 
Japan.  One  explanation  offered  was  that  the  Japa- 
nese are  so  crowded  that  there  is  no  room  for  such 
conveyances.  Apartments  are  small  by  Western 
standards  and  are  measured  in  “mats.”  The  “mats” 
are  not  standard  and  are  approximately  3 by  6 feet 
in  most  of  Japan,  but,  in  Tokyo,  the  real  estate  people 
use  a smaller  mat  size,  approximately  2V2  by  5V2  feet, 
to  make  the  apartments  seem  larger.  Another  ex- 
planation emphasizes  the  crowding  of  the  streets  and 
that  it  would  be  impossible  to  manipulate  a carriage 
in  the  market.  Both  explanations  stress  crowding, 
and  one  does  get  a feeling  of  unreality  watching 
television  programs  in  which  cowboys  speak  in  Jap- 
anese. These  Westerns  do  illustrate  uncrowded 
wide-open  ranges. 

There  may  be  a third  explanation,  one  suggested 
by  a comment  made  by  Quiggin*  in  an  article  on 
primitive  transport  in  which  she  states  that  women 
were  the  first  beasts  of  burden.  Apes  carry  their  own 
young  about  and  are  aided  by  the  infant’s  prehensile 
grasp  of  the  mother’s  fur.  Human  beings  are  com- 
paratively naked,  and  the  prehensile  grips  of  their 
young  are  nowhere  near  as  strong  as  those  of  their 

* Quiggin,  A.  H.:  Encyclopedia  Brittanica,  1944,  vol.  22.  p. 
414. 
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simian  relatives.  There  are  many  contrivances  for 
carrying  their  burdens  and  for  keeping  the  hands 
free,  such  as  the  Eskimo  hood,  the  American  papoose 
frame,  the  New  Guinea  net,  the  Andaman  sling,  and 
the  Kafir  skin  bag;  she  does  not  mention  the  Japa- 
nese back-strap.  On  the  march,  the  man  is  the 
hunter  and  fighter  and  must  be  unburdened. 
Among  the  Eskimos,  who  are  not  war  like,  the  males 
share  the  burdens,  except  that  the  boy  will  often  shift 
his  burden  to  his  sister,  who  is  stronger  and  has  more 
endurance.  These  methods  of  baby  transport  long 


antedated  the  invention  of  the  baby  carriage. 

Comment 

At  any  rate,  it  is  reasonable  to  assume  that  the 
interest  of  Japanese  males  in  the  nape  was  deter- 
mined by  the  manner  in  which  they,  as  babies,  were 
transported.  The  three  possible  explanations  as  to 
why  babies  are  thus  carried  by  the  Japanese  are  not 
mutually  contradictory. 

41  Eastern  Parkway 
Brooklyn,  New  York  11238 


“When  you  said  I’m  as  sound  as  a dollar;  I didn’t  think  my  condition  was  that  bad,  Doctor!” 
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From  Montefiore  Hospital  and  Medical  Center — Hospital  of  the 
Albert  Einstein  College  of  Medicine. 

a Professor  of  Surgery. 

b Professor  of  German,  Emeritus,  Brooklyn  College,  New 

York. 

Medical  students  know  (Christian  Albert  Theodor) 
Billroth  (M.D.)  as  an  eponym  for  two  types  of  gastric 
resection.  The  concerned  surgeon  is  aware  of  his 
contribution  to  gastric,  laryngeal,  and  esophageal 
resection.  Academicians  are  familiar  with  his  text- 
books on  surgery  and  his  system  of  training  surgeons 
who  then  established  departments  throughout  cen- 
tral Europe.  Nurses  may  be  aware  of  his  program  to 
establish  that  division  of  medical  care  as  a service 
independent  of  a religious  order,  worthy  of  its  own 
standards,  reimbursements,  and  regulations.  In 
these  areas,  as  in  others,  modern  surgery  stands  on 
Billroth’s  shoulders. 

Less  well  known,  perhaps,  is  the  fact  that  Billroth 
went  into  medicine  reluctantly.  He  had  been  a poor, 
at  best  mediocre,  student  in  mathematics  and  lan- 
guages. He  would  have  preferred  to  be  a musician, 
but  the  influence  of  his  pragmatically  oriented  wid- 
owed mother  steered  him  away  from  that  en- 
deavor. 

Musical  performance  and  activities,  however, 
continued  to  be  his  second  dominant  concern.  He 
is  reputed  to  have  been  a pianist  of  almost  profes- 
sional caliber  and  a violist  of  more  than  average 
competence.  His  primary  interest  was  in  playing; 
although  he  was  able  to  compose,  he  said  of  these 
Compositions  that  they  provoked  a “terrible  stink” 
when  he  burned  them.  He  also  wrote  on  the  essence 
of  what  it  is  to  be  musical. 

His  association  with  Johannes  Brahms  began  while 
Billroth  was  at  the  surgical  clinic  in  Zurich  and  con- 
tinued when  both  were  in  Vienna,  where  they  were 

* 'Translated  by  Dr.  Schein. 


in  almost  daily  contact.  Many  of  Brahm’s  compo- 
sitions were  first  performed  in  Billroth’s  home.  Our 
present  knowledge  of  part  of  the  relationship  is  based 
on  the  extensive  Brahms-Billroth  correspondence 
already  established  in  1866  and  continuing  until 
1894. 

Billroth  was  a prolific  letter  writer.  The  collection 
edited  by  George  Fischer  in  1895  has  gone  through 
several  reprintings;  it  comprises  442  letters  in  502 
pages  of  closely  typed  text.*  Among  the  better 
known  surgical  personalities  with  whom  he  corre- 
sponded are:  Mikulicz-Radecki,  von  Esmarch,  His, 
Lubke,  Czerney,  von  Langenbeck,  von  Volkmann, 
Winiwater,  Dittel,  and  Socin.  The  personal  letters 
to  Brahms  and  to  Hanslick  (the  important  music 
critic  in  Vienna),  as  well  as  to  his  wife  and  children, 
often  had  a musical  content. 

One  of  the  longest  letters  in  the  collected  corre- 
spondence is  addressed  to  his  mother  (one  year  be- 
fore her  death)  and  reveals  an  aspect  of  the  Billroth 
at  age  21  that  contrasts  in  its  unrestrained  ebullience 
with  the  later  sober,  constrained,  internationally 
renowned  Billroth  of  the  surgical  amphitheater. 
That  letter,  to  my  knowledge,  has  not  been  available 
previously  in  an  English  translation.  Billroth  had 
come  to  the  University  at  Gottingen  to  be  with  Baum, 
who  was  the  professor  of  surgery  there.  Later  that 
year  he  went  to  Trieste  to  study  nerve  function  in  the 
electric  eel.  The  letter  expresses  his  reaction  to  the 
personality  and  art  of  Jenny  Lind,  already  known  as 
the  Swedish  Nightingale.  Billroth’s  musical  ability 
was  already  so  well  recognized  that  he  was  chosen  to 
play  at  her  concert,  as  well  as  the  subsequent  the 
Dansant.  In  no  other  letter  in  this  collection  is  there 
a comparable  expression  of  such  excitement.  His 
comments  display  not  only  a knowledge  of  the  vocal 
literature,  but  also  of  the  technical  demands  of  her 
performance. 

Billroth  appears  to  have  been  somewhat  apart 
from  the  student  organizations  in  terms  of  the  usual 
excesses  of  the  dueling  fraternities.  It  was  Jenny 
Lind’s  performance  and  personality,  and  not  the 
torch-light  parade,  that  sent  him  reeling,  albeit  the 
occasion  of  the  cut  ribbon  and  the  cotillion  aroused 
a wistful  sentimentality. 

The  writing  infects  the  reader  with  Billroth’s  re- 
action. This  early  letter  presages  the  role  that  music 
continued  to  have  in  the  emotional  life  of  Billroth  the 
surgeon. 

Letter  to  mother,  1850 

When  I visited  musical  director  Wehner  on  the 

f Fischer,  (1.,  Ed.:  Briefe  von  'Theodor  Billroth,  8th  ed.,  Han- 
over und  Leipzig,  Hahnsche  Buchhaddlung,  1910. 


1786  New  York  State  Journal  of  Medicine/October  1979 


evening  of  January  30,  he  had  just  received  a reply 
from  Jenny  Lind,  who  had  given  a concert  in  Han- 
nover, in  response  to  his  invitation  to  give  a concert 
in  Gottingen.  She  wrote  him  that  she  would  gladly 
come  if  people  here  wished  to  hear  her.  “I  delight  in 
singing  to  young  people  and  will  come  happily,  if  the 
people  there  would  like  to  hear  me.”  Her  words 
moved  me  to  such  an  extent  that  I was  eager  to  be- 
come acquainted  with  the  gracious  young  lady  who 
is  no  less  than  the  queen  of  singers. 

Do  not,  my  dear  Mama,  expect  me  to  describe  to 
you  our  joy,  our  rapture,  and  our  enthusiasm.  That 
is  impossible.  One’s  enthusiastic  feelings  for 
something  great  and  sublime  cannot  be  described. 
They  can  only  be  felt!  Nevertheless,  I will  try  to  give 
you  a description  of  the  days  that  we  experienced 
with  the  incomparable  Jenny  Lind.  However,  often 
after  I have  read  what  is  written  about  something 
that  moved  me  so  deeply,  I marvel  at  how  cold  and 
lifeless  it  appears  in  black  and  white  on  paper. 

Since  the  orchestra  here  is  poor,  Wehner  asked 
Bahr,  Hambrach,  and  me  to  play  an  eight-handed 
overture  with  him  in  her  concert.  You  can  imagine 
that  he  didn’t  have  to  ask  us  twice,  for  the  honor  of 
participating  in  her  concert  seemed  a very  great  one 
to  us. 

To  spare  Wehner  as  much  as  possible  in  the  matter 
of  the  arrangements,  his  closest  students  immedi- 
ately formed  a committee  for  the  receiving  of  orders 
and  the  distribution  of  tickets.  Wedemeyer  was 
secretary  of  the  committee  and  Breul,  Becker,  Bahr, 
and  I were  committee  members.  The  concert  was  to 
take  place  in  the  theater,  since  this  was  the  largest 
hall  and  seated  about  800  people.  Reserved  seats 
and  loges  cost  1.5  thaler  and  the  balcony  and  rear 
orchestra  seats  1 thaler.  Within  a few  hours,  all  seats 
were  sold  by  the  morning  of  January  31,  and  despite 
all  their  pleas  and  to  our  great  regret,  many  people 
had  to  be  turned  away. 

Arrival.  On  the  evening  of  February  1,  the 
long-awaited  person  finally  arrived.  We  just  hap- 
pened to  be  busy  practising  the  overture.  She  had 
taken  a carriage  to  the  inn  at  Gasthof  zur  Krone,  in- 
tending to  stay  there,  but  immediately  graciously 
accepted  Wehner’s  invitation  to  stay  at  his  home.  (I 
must  add  that  Wehner  first  met  her  in  Leipzig  in 
1846  through  his  teacher,  the  composer  Felix  Men- 
delssohn, and  later,  in  the  summer  of  1849  in  Bad 
Ems,  got  to  know  her  better  through  Mendelssohn’s 
widow;  hence,  he  knew  that  it  would  please  her  to 
stay  at  his  home.) 

I was  awfully  anxious  to  see  her  as  soon  as  possible. 
So,  as  soon  as  I got  the  news  of  her  arrival,  I,  together 
with  Bahr,  rushed  into  Wehner’s  house  where  we  hid 
in  a small  closet,  so  that  we  would  be  able  to  see  her 
arrive  without  her  being  aware  of  us.  At  first  sight 
I was  not  particularly  impressed  by  her.  I thought 
of  her  almost  as  ugly,  rather  than  pretty,  except  that 
I immediately  noticed  the  uncommonly  deep  sonority 
of  her  voice.  When  she  went  into  her  room  we  hastily 
slipped  away,  happy  in  the  thought  of  being  the  only 


students  who  had  seen  her.  Her  traveling  costume 
was  very  simple;  she  wore  a gray  hat  and  had  a brown 
coat  around  her  shoulders.  Somewhat  calmer  now, 
we  went  to  Breul’s  home,  had  some  wine  brought,  and 
wrote  out  tickets  until  far  into  the  night.  Despite 
this,  in  anticipation  of  the  coming  festive  event,  we 
became  so  hilarious  that,  because  of  all  the  excite- 
ment, I was  so  keyed  up  that  I got  little  sleep. 

The  concert  was  to  begin  at  7:00  o’clock  on  the 
evening  of  the  next  day,  February  2.  We  distributed 
tickets  from  10:00  to  12:00  in  the  morning  and  from 
2:00  to  4:00  in  the  afternoon,  a very  strenuous  task, 
since  all  the  people  were  terribly  excited  and  there 
was  such  a crowding  and  jostling  that  even  now  I 
marvel  at  how  all  the  people  came  away  without  in- 
jury. We  had  established  ourselves  in  a small  room 
in  Wehngr’s  house  and  had  put  a wide  table  across 
the  door  to  the  room  so  that  the  people  could  not 
crowd  us  too  much.  I have  never  in  all  my  life  run  my 
hand  through  so  much  money  as  on  this  morning, 
since  the  job  of  counting  the  money  had  been  as- 
signed to  me.  The  box  office  receipts  of  the  concert 
had  amounted  to  1 ,009  thaler,  among  which  a roll  of 
25  double  louis  d’or  coins  was  an  especially  splended 
sight.  I forgot  to  tell  you  that  there  appeared  this 
morning  a really  lovely  poem,  dedicated  to  Jenny 
Lind  and  composed  by  Seiffert,  a friend  of  mine, 
which  Wehner  presented  to  her  and  which,  it  is  said, 
pleased  her  very  much. 

Finally  7:00  o’clock  arrived.  The  theater  was 
bulging,  our  two  grand  pianos  were  on  the  stage.  We 
went  up  and  played  the  overture  to  Jessonda,  which 
came  across  especially  beautifully  on  the  two  fine 
instruments  that  Rittmeister  had  provided;  natu- 
rally, each  of  us  did  his  utmost  so  that  he  would  not 
be  embarrassed.  As  we  slipped  behind  the  curtqin 
again,  Jenny  approached  us  to  express  her  gratitude. 
She  impressed  us  so  by  her  words,  her  grace,  and  her 
charm  that  we  stood  there  frozen,  and  not  one  of  us 
was  able  to  utter  a word;  later,  we  felt  we  had  behaved 
like  awful  simpletons.  A few  minutes  later  Wehner 
took  her  by  the  hand  and  introduced  her  to  the 
packed  house. 

Physical  description.  But,  it  just  occurs  to  me 
that  I haven’t  told  you  what  she  looks  like.  If  it  is 
always  difficult  to  describe  any  person;  it  is  especially 
difficult  in  the  case  of  Jenny  Lind.  She  is  of  medium 
height  and  weight.  Her  face  is  very  lovely  and 
pleasant,  although  she  could  in  no  way  be  called 
pretty.  She  can’t  open  her  mouth  to  speak  or  sing 
without  enchanting  everyone,  captivating  even  the 
most  phlegmatic.  She  has  blonde  hair  that  she 
usually  wears  parted,  blue  eyes,  a very  pretty  small 
mouth,  broad  nose,  and  rounded  chin.  This  evening 
she  was  dressed  in  pink,  had  very  beautiful  green 
grapes  in  her  hair,  and  a grape  pinned  to  her  breast; 
this  gave  a charming  effect,  although  I am  aware  of 
the  fact  that  such  a description  cannot  convey  the 
impression  of  beauty.  Except  for  two  rings,  she  was 
completely  without  jewelry.  Every  one  of  her 
movements  and  gestures,  her  smile,  and  her  entire 
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demeanor  are  all  enchanting. 

She  had  scarcely  appeared  on  stage  before  she 
went  directly  to  the  center  where  the  applause  at  her 
appearance  was  so  terrific  that  at  first  I believed 
the  theater  might  collapse.  She  was  showered  with 
bouquets  and  wreaths,  the  manner  in  which  she 
received  the  bouquets  and  her  accompanying 
movements  again  called  forth  stormy  applause. 
Finally,  the  public  calmed  down  and  everyone 
awaited  what  was  to  follow. 

First  concert.  I went  to  the  concert  with  the 
greatest  expectations  a person  can  have;  but  as  soon 
as  she  had  sung  a few  bars  of  the  aira  from  II  Puritani 
I had  to  admit  that  my  customary  not  inconsiderable 
imagination  could  not  have  anticipated  such  singing. 
Don’t  ask  me,  dear  Mama,  to  describe  her  singing. 
Only  he  who  has  heard  her  can  have  any  conception 
of  it.  Her  coloratura  passages  are  of  such  beauty  and 
her  tones  so  rounded  that  even  if  you  imagine  a run 
played  by  the  greatest  artist  on  the  most  beautiful 
instrument  you  still  won’t  have  a conception  of  the 
manner  in  which  she  sings  a scale.  I can  imagine  how 
a singer  could  sing  more  brilliantly,  but  I can’t  com- 
prehend how  any  one  who  has  heard  her  could  think 
that  anyone  could  sing  more  beautifully.  When  she 
brings  in  embellishments  they  are  so  easily  executed 
that  it  is  hard  to  believe  they  are  difficult.  And  her 
trill!  That  is  indescribable  and  comparable  only  to 
that  of  the  nightingale.  She  executes  it  with  such 
speed  that  one  can’t  believe  one  hears  the  individual 
notes,  and  yet  one  does  distinguish  them.  But,  what 
am  I doing  babbling  about  her  singing.  If  I wanted 
to  write  voluminous  tomes  about  her  singing  you  still 
couldn’t  get  a proper  conception  of  it. 

That  evening  she  sang  the  aria  from  La  Sonnam- 
bula,  then  from  Der  Fbeischiitz:  “Und  ob  die 

Wolke.”  She  is  magnificent  in  the  aria!  Charming 
and  captivating  on  the  stage!  But  when  she  sings 
lieder,  that  is  the  ultimate!  At  the  rendition  of  the 
songs  of  Mangold,  and  Taubert’s  charming  song,”  Ich 
muss  nun  einmal  singen,”  the  public  became  so 
frightfully  excited  that  some  wept,  and  others 
laughed  so  joyously  that  they  could  hardly  contain 
themselves,  so  that  she  had  to  interrupt  her  singing 
several  times.  Naturally,  we  were  always  on  the 
stage  to  be  close  to  her.  Wedemeyer  and  I kept 
pinching  one  another’s  arms  in  sheer  rapture,  for  we 
could  not  contain  ourselves,  or  we  withered  like 
worms;  we  were  so  terribly  excited  that  we  would 
have  been  capable  of  anything — with  inexcusable 
insolence  the  public  demanded  that  every  piece  be 
repeated  da  capo,  and  with  angelic  patience  and 
graciousness  she  repeated  the  song  three  times. 
Although  a few  reasonable  souls  realized  that  it 
would  be  too  gross  to  shout  da  capo  constantly,  they 
tried  to  convey  this  idea  by  hissing;  this  in  itself 
produced  a very  unpleasant  effect,  since  it  was  also 
possible  to  assume  that  some  didn’t  want  to  listen  to 
the  singing.  Although  this  latter  was,  of  course,  not 
the  case  at  all,  she  did  seem  to  be  vexed  by  this,  and 
at  the  end  of  the  concert  she  was  not  in  as  good  a 


mood  as  earlier,  for  which  I could  hardly  blame 
her. 

After  we  had  played  the  overture  of  Die  Stumme 
von  Portici,  she  expressed  her  approval  most 
charmingly.  This  time  we  were  a little  bolder  and  at 
least  muttered  some  response,  although  I don’t  recall 
what.  As  I have  already  mentioned,  dear  Mama,  the 
unique  quality  of  her  singing  defies  description.  I 
merely  want  to  add  this,  that  she  effortlessly  sings  the 
range  from  low  A to  high  F and  in  such  a way  that 
each  note  is  as  full  and  beautiful  as  the  other.  Most 
effective  and  incomparable  in  its  way  are  her  cre- 
scendos and  diminuendos,  down  to  the  softest  pian- 
issimo, so  that  one  is  scarcely  aware  of  where  this  tone 
comes  from;  it  is  so  soft  that  one  is  not  sure  whether 
one  hears  it  or  not;  and  yet  one  hears  it  completely, 
and  not  as  you  might  suppose  thin  and  delicate,  but 
full  and  rounded.  Her  fortissimo  is  never  blaring, 
but  always  beautiful,  never  sharp  or  shrill,  but  always 
powerful  and  of  such  a quality  that  one  gets  goose 
pimples.  One  moment  one  is  moved  to  tears,  and  the 
next  moment  one  would  like  to  shout  out  for  joy. 
Her  German  pronounciation  in  singing  is  pure  and 
perfect,  so  that  one  does  not  detect  that  she  is 
Swedish.  When  she  speaks  one  does  notice  that  she 
is  a foreigner,  although  she  seldom  makes  mistakes. 
She  sang  the  arias  from  memory,  and  yet  she  dis- 
played not  the  least  theatricality.  Her  singing  as  well 
as  her  whole  person  is  nature  itself.  Each  movement 
and  gesture  is  lovely  and  picturesque.  There  is 
nothing  grandiose  about  her  appearance;  rather,  her 
whole  being  is  so  completely  feminine  and  girlish  that 
one  thinks  one  is  in  the  presence  of  an  angel.  She  has 
given  up  the  stage  as  a career  completely;  after  all,  she 
is  much  too  good  for  that. 

There,  now  I have  given  you  a picture  of  my  dear 
Jenny,  and  yet  you  won’t  be  able  to  imagine  in  the 
least  how  captivating  she  is. 

After  she  had  sung  a Swedish  song  as  an  encore,  at 
which  she  accompanied  herself  on  the  piano,  therein 
displaying  another  facet  of  herself,  her  true  Swedish 
origin,  she  left  the  theater.  The  public  was  so  jubi- 
lant and  excited,  and  there  was  such  a crush,  that  it 
was  only  with  difficulty  that  the  crowd  was  prevented 
from  unhitching  the  horses  from  her  carriage — I can 
no  longer  clearly  recall  the  impression  I carried  home 
with  me  from  the  concert;  awake,  I was  dreaming  and 
was  still  wandering  around  dazedly  in  the  magic 
garden  of  those  divine  tones.  Since  it  was  impossible 
for  all  of  us  who  had  been  in  her  company  to  go  to 
sleep  immediately,  we  gathered  at  the  home  of  a 
friend  where  we  sat  around  mutely.  No  one  smoked, 
ate,  or  drank;  each  was  absorbed  in  his  own  thoughts. 
We  were  all  in  agreement  that  something  more 
beautiful  musically  was  inconceivable,  or  at  least 
would  be  impossible  to  hear.  After  consoling  our- 
selves with  the  comforting  hope  that  we  would  be 
able  to  see  her  again  and  speak  with  her  on  the  fol- 
lowing day,  when  we  would  list  for  her  our  expenses, 
we  went  home,  not  dreaming  that  the  experiences  of 
this  day  were  to  be  only  the  slightest  introduction  to 
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a series  of  even  more  beautiful  days  to  come. 

Next  day.  Sunday  morning  she  attended  church 
services,  and  is  said  to  have  dropped  10  louis  d’or 
coins  into  the  collection  plate.  Alt  hough  I consider 
this  to  he  an  exaggerated  rumor,  I don’t  deem  it  im- 
possible, since  she  is  supposed  to  have  become  very 
pious  during  her  stay  in  England.  However,  from 
what  I will  tell  you  further  about  her  you  will  realize 
that  her  piety  does  not  have  the  characteristics  that 
one  usually  associates  with  pietists,  who  have  a con- 
stant need  to  exaggeratedly  display  their  piety  and 
to  damn  all  others  not  of  that  persuasion,  but  rather 
a pure  faith  without  pretense. 

At  12:00  o’clock  we  went  to  Wehner’s  house,  to  pay 
our  respects  to  her.  There  we  also  met  Wedemeyer, 
Breul,  Beck,  and  Seiffert,  as  well  as  many  others  who 
wanted  to  see  her  and  speak  with  her.  Among  those 
were  magistrate  Oesterly,  Mrs.  von  Siebold,  and  so 
forth.  To  avoid  all  these  visitors,  she  had  taken  a 
drive  to  the  Rhons  and  had  gone  to  see  the  great  hall 
of  the  university.  Since  there  was  such  a crowd  at 
Wehner’s,  we  left.  She  had  specifically  stated  that 
she  did  not  want  to  see  anyone  but  us,  because  she 
had  not  come  here  for  the  others  but  only  on  our  ac- 
count. She  felt  the  students  had  open,  receptive 
hearts,  and  our  enthusiasm  for  music  was  pure  and 
youthful.  So  we  left,  with  the  intention  of  returning 
in  the  evening  to  try  to  speak  with  her  again. 

At  1:00  o’clock,  when  she  came  home,  a deputation 
of  the  fraternities  came  to  beg  her  to  give  another 
concert.  She  received  the  students  most  amiably 
and  told  them  that  she  would  be  delighted  to  do  so 
if  they  wished  it.  Just  as  they  were  leaving,  she 
called  them  back,  and  of  her  own  volition  sang  two 
charming  songs  of  Schumann  and  the  “Zwiegesang” 
of  Mangod,  as  a result  of  which  gracious  gesture  their 
enthusiasm  rose  to  new  heights.  After  hearing  this, 
we  assembled  again  as  a commission,  and  within  an 
hour  all  tickets  had  been  sold.  The  second  concert 
was  set  for  Monday,  February  4,  in  the  ballroom  of 
the  Krone,  and  again  at  1.5  thaler  per  ticket,  the 
proceeds  to  go  to  charity. 

She  did  not  want  to  sing  again  in  the  theater,  partly 
because  the  actors  had  a contractual  claim  to  it  and 
partly  because  the  acoustics  are  poor  for  musical 
presentations.  W e grossed  530  thaler  for  the  concert, 
and  could  have  doubled  this  amount  if  the  hall  had 
had  a greater  capacity.  Not  only  residents  of  Got- 
tingen, but  even  people  from  the  surrounding  towns 
had  come. 

On  Sunday,  toward  evening,  I went  to  Wehner’s 
home  and,  as  luck  would  have  it,  I went  alone.  She 
was  busy  with  Wehner,  working  out  the  program  for 
Monday,  and  seemed  to  be  in  the  best  of  spirits.  I 
entered  fully  at  ease  and  talked  with  her  and  Wehner 
about  what  she  ought  to  sing.  I pleaded  with  her  to 
include  two  songs  of  Mendelssohn,  which  she  agreed 
to  in  a most  friendly  manner.  Unfortunately,  this 
peaceful  and  pleasant  scene  did  not  last  long,  since 
visitor  after  visitor  suddenly  appeared.  Count 
Winzingerode  and  Professor  Zachareal,  the  rector  of 


the  university,  all  wanted  to  see  her  and  speak  with 
her  and  were  waiting  for  her  in  the  reception  hall. 
When  I came  out  of  her  room  to  fetch  some  more 
music  for  her,  you  should  have  seen  the  pained  ex- 
pression; they  were  shocked  that  I had  free  access  to 
her  when  they,  who  were  accustomed  to  servility  and 
deference  from  others,  had  to  stand  around  and  wait. 
As  a result  of  the  indiscreet  goodheartedness  of  di- 
rector Wehner’s  wife,  who  wanted  everyone  to  have 
a chance  to  meet  her,  more  and  more  people  were 
admitted — so  much  so  that  Miss  Lind  is  said  to  have 
become  terribly  distraught.  She  told  Wehner  that 
she  did  not  want  to  see  these  hypocritic  old  people 
who  merely  paid  her  insincere  compliments.  Since 
the  Baums  also  intended  to  come,  I quickly  left  the 
general  confusion  to  tell  them  not  to,  since  Jenny 
would  not  receive  anyone.  Although  I thought  that 
they  would  be  angry  about  this,  Baum  was  beside 
himself  with  joy,  for  he  had  been  on  the  point  of 
leaving  to  join  the  aforementioned  assemblage  in 
which  he  was  not  interested.  He  was  so  pleased,  as 
a matter  of  fact,  that  he  said  that  he  esteemed  her  all 
the  more  because  she  refused  to  accept  flattery  from 
any  old  fool.  He,  too,  never  felt  happier  than  when 
he  was  among  his  students,  who  he  knew  were  com- 
pletely devoted  to  him. 

When  I returned  to  Wehner’s  home  the  turmoil 
had  subsided  somewhat,  since  most  people  had  left, 
with  long  faces.  Bahr  and  I sneaked  unnoticed  into 
the  room  and  busied  ourselves  with  the  list  and 
programs  and  so  forth,  and  were  overjoyed  to  see  that 
she  was  most  friendly  to  us  and  seemed  to  like  having 
us  around.  After  we  had  had  tea  together  and  were 
chatting  pleasantly,  she  sat  down  at  the  piano  and 
improvised  at  random,  (for,  you  see,  she  plays  the 
piano  quite  well).  Thereupon,  Wehner  sat  down  at 
the  piano  and  she  took  out  a book  of  Schumann  songs 
as  yet  unfamiliar  to  her  and  sang  most  of  them. 
Sitting  at  the  grand,  with  one  arm  resting  on  it,  she 
presented  a most  charming  picture.  Since  Bahr  and 
I were  now  the  only  remaining  guests,  she  felt  thor- 
oughly at  ease,  and  was  so  charming  and  adorable 
that  we  could  hardly  realize  that  this  gracious  and 
innately  simple  girl  was  the  Jenny  Lind  whom  all 
Europe  acclaimed. 

Although  she  sang  with  only  one  eighth  of  her 
voice,  in  other  words  in  a very  soft  pianissimo,  and 
used  a full  volume  only  in  places  that  thoroughly 
moved  her,  this  type  of  singing,  nevertheless,  was  so 
divine  that  I,  who  was  sitting  very  comfortably  in  an 
arm  chair,  believed  I was  dreaming.  These  hours 
that  I spent  with  her  I count  among  the  happiest  and 
most  delightful  of  this  period.  When  we  left  at  10:00 
o’clock  and  she  once  again  thanked  us  for  our  efforts 
on  her  behalf  and  then  proffered  her  hand,  I could 
have  done  something  insane  out  of  sheer  joyous  in- 
toxication. So  I reeled  home,  still  humming  her 
songs  to  myself,  and  more  dreaming  than  awake. 

After  we  had  sold  the  tickets  between  9:00  and 
11:00  the  next  morning — again  the  demand  for  them 
was  really  enormous — we  went  to  the  concert  where 
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Bahr  and  I had  asked  for  the  privilege  of  being  per- 
mitted to  be  in  the  same  room  where  she  was,  because 
otherwise  we  would  not  have  had  a seat.  Oh,  I have 
forgotten  to  mention  that  on  this  Monday  a very 
beautiful  morning  serenade  was  offered  her  by  the 
Princes  Schwarzenberg  Radal,  Adami,  and  Beau- 
lieu-Marconnay  (no  relation  of  the  other  Beaulieu) 
who  had  arranged  for  a military  band  to  come  from 
Northeim. 

Second  concert.  At  12  noon  the  concert  began. 
If  she  was  received  enthusiastically  in  the  first  con- 
cert, then  I can  only  say  that  the  people  were  now 
beside  themselves.  And  I,  too,  must  admit  that  I 
cannot  find  words  to  adequately  express  what  I felt 
on  that  morning.  It  was  almost  as  if  all  heaven  had 
descended  to  favor  us  poor  mortals.  In  this  concert 
she  sang  the  aria  from  Der  Freischiitz:  “Nie  nahte 
mir  der  Schlummer.”  In  addition,  she  sang  the 
Rhenish  folk  song  of  Mendelssohn.  “O  Jugendzeit, 
du  schone  Rosenzeit,”  twice  by  general  demand;  as 
a matter  of  fact,  she  herself  seemed  to  be  completely 
enthusiastic  about  it.  The  words  ‘Der  Himmel  steht 
offen,  man  sieht  die  Angelein,  O!  Konnt  ich  Her- 
zliebste,  stets  bei  dir  sein!”  I will  not  forget  in  my 
lifetime.  She  had  selected  this  song  especially  for  us 
students.  Whenever  she  appeared  there  were  always 
tremendous  shouts  of  joy,  with  all  hats  and  caps 
waved  in  the  air;  in  short,  all  the  people  had  lost  their 
heads,  and  I,  too.  In  addition  she  sang  Mendels- 
sohn’s “Springsong,”  and  then  the  great  aria  of  the 
Queen  of  the  Night  from  The  Magic  Flute.  And  fi- 
nally the  song  by  Taubert,  twice.  No  person  can 
describe  how  she  sings  the  words  “Weiss  nicht,  weiss 
nicht,  weiss  nicht,  warum  ich  singe.”  When  the  en- 
thusiasm had  finally  reached  its  peak,  the  wreaths 
and  bouquets  were  flying  through  the  air  so  that  one 
could  almost  believe  that  all  the  greenhouses  of 
Gottingen  had  been  emptied;  she  sat  down  at  the 
grand  again  and  sang  a Swedish  song  as  an  encore. 
However,  I was  so  spent  emotionally  by  this  time  that 
I was  unable  to  endure  anything  beautiful  beyond 
this.  When  the  concert  was  over,  she  stepped  into 
the  adjoining  room  with  Wehner,  threw  her  arms 
joyously  around  his  neck  and  said  that  she  was  so 
happy  that  she  could  embrace  the  whole  world. 

Tea  dance.  After  we  had  somewhat  regained  our 
composure  Mrs.  Wehner  told  me  that  Jenny  had 
mentioned  that  she  loved  to  dance  but  unfortunately 
never  had  a chance  to  do  so.  Hence,  Mrs.  Wehner 
had  arranged  a small  the  dansant  for  the  evening,  to 
which  I would  also  be  invited.  At  7:00  o’clock  I went 
to  the  Wehners.  The  gentlemen  visitors  included 
Schwarzenberg,  Adami,  Beaulieu-Marconnay  (whom 
she  had  already  met  in  Berlin  and  Heidelberg), 
Radali,  Pfeiffer,  (the  brother  of  Mrs.  Wehner  from 
Kassel),  Breul,  Bahr,  Becker,  Wedemeyer,  Ham- 
bruch,  Pohl,  and  me.  Some  of  the  ladies  included: 
Jenny  Lind,  Fraulein  von  Berlepsch,  Fraulein  von 
Quistorp,  Fraulein  Wohler,  two  Frauleins  von  Poten, 
Fraulein  von  Knesebeck,  Fraulein  Berthold — in 
short,  about  10  couples.  One  of  us  gentlemen  played 


the  piano.  The  mothers  had  been  left  at  home;  only 
a few  elderly  ladies  looked  after  the  assembled  young 
ladies,  but  even  this  would  have  been  unnecessary, 
since  every  gentlemen  and  every  lady  naturally 
showed  their  noblest  and  best  sides  on  this  day.  To 
not  overwhelm  Jenny  Lind  with  dancers,  we  signed 
up  with  Wehner  for  the  dances,  and  I was  fortunate 
to  get  the  second  Waltz.  This  evening  and  the  fol- 
lowing morning  I count  among  the  most  beautiful 
hours  of  my  life.  Through  the  kindness  of  Professor 
Barling’s  wife  I had  gotten  very  beautiful  Camellias, 
out  of  which  I made  a bouquet  which  I put  on  the 
table  before  she  arrived.  When  most  of  the  guests 
had  been  assembled  and  she  came  in,  she  immedi- 
ately saw  the  bouquet  and  asked  Mrs.  Wehner  who 
had  put  the  lovely  bouquet  there.  When  she  was  told 
that  it  was  from  me,  she  sought  me  with  her  eyes,  and 
at  that  moment  for  me  all  the  people  between  us 
disappeared.  Since  I was  in  such  a trance  that  I did 
not  even  step  up  to  her,  she  came  to  me  and  thanked 
me,  at  the  same  time  holding  out  her  hand,  in  the 
most  lovely  manner.  I had  naturally  gotten  very  red 
and  felt  quite  ridiculous  since  her  handclasp  had 
really  affected  me  deeply.  If  ever  I had  a good  time 
at  a party,  I had  one  that  night.  All  of  us  were  really 
exuberant,  and  Jenny  Lind  was  so  delighted  and 
happy;  she  so  liked  to  dance  and  dances  so  gracefully! 
Each  one  of  her  movements  is  so  charming.  0!  those 
were  happy  hours.  If  Bahr  or  I played  too  slowly  or 
too  fast,  then  she  came  to  the  piano  and  gave  us  the 
beat  by  striking  the  piano  or  playing  the  melody  of 
the  dance  along  with  us,  so  that  in  playing  along  with 
her  I felt  just  as  happy  as  if  I had  been  dancing  with 
her.  The  dancing  festivities  were  temporarily  in- 
terrupted by  the  fraternity  students  dressed  in  their 
traditional  historic  costumes  who  serenaded  her  with 
a torchlight  parade.  The  oldest  styles  of  student 
cavalry  costumes  with  banners  and  small  swords,  as 
well  as  the  newer  garb  with  the  high  boots  and  vi- 
sored  caps  and  helmets,  were  represented.  As  she 
waved  out  of  the  window  and  called  “Long  live  the 
Gottingen  students!”  the  enthusiasm  was  universal 
and  torches  and  caps  were  waved  aloft.  She  was  as 
happy  as  a child,  clapped  her  hands,  and  said  to 
Wehner  and  me  who  were  by  her  side,  “I  have  seen 
many  a torchlight  procession  but  none  has  ever 
seemed  as  beautiful  to  me  as  this  one!”  And  I too 
must  confess  that  this  procession  of  about  400  torches 
together  with  all  the  student  pagentry  was  very  im- 
pressive. The  deputation  of  the  corps,  also  in  stu- 
dent garb,  were  invited  to  stay;  as  proof  of  her  un- 
usual sensitivity  may  I just  cite  this,  that  she  imme- 
diately made  arrangements  for  a special  dance  to 
which  the  ladies  would  bring  the  gentlemen.  She 
naturally  took  the  deputation  first,  since  these  stu- 
dents could  not  dance  with  her  later,  all  dances 
having  already  been  promised.  So  the  evening 
passed  all  too  quickly.  Wedemeyer  danced  the  co- 
tillion with  her.  For  the  Schleifentour  dance,  ev- 
eryone was  naturally  eager  to  see  to  whom  she  would 
offer  the  first  bow.  Teasingly  she  danced  about  the 
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floor  twice,  and  then  with  quick  steps  came  straight 
toward  me.  You  can  imagine  the  amazement  of  the 
counts  and  princes  standing  behind  me,  who  thought 
that  they  should  certainly  have  the  first  right  to  this 
distinction;  at  the  second  presentation  they  were 
again  not  accorded  this  honor,  since  it  was  bestowed 
on  Wehner.  We  are  the  only  ones  who  had  the 
pleasure  of  having  a cotillion  bow  from  her  hands. 
After  the  dance  was  over,  everyone  still  wanted  to 
have  a memento  of  this  evening.  So  Wehner  had  the 
brilliant  idea  of  cutting  two  long,  blue  ribbons  from 
Jenny  Lind’s  dress,  which  he  then  cut  up  so  that  each 
gentleman  might  have  a piece.  The  ladies  already 
had  a pretty  souvenier  in  the  bouquets  that  the 
gentlemen  had  brought  for  them  from  the  concert. 
Finally  we  said  “good  night.”  She  shook  hands  with 
a few  of  us  and  said  that  should  we  ever  be  in  any  city 
at  the  same  time  again  we  should  not  forget  to  bring 
her  greetings  from  Gottingen.  At  1:00  o’clock  we 
then  trundled  home,  drunk  with  joy,  and  happy  that 
we  would  see  her  again  the  next  morning. 

Escort.  The  fraternity  of  the  Hannoverians,  to 
which  both  Bahr  and  Breul  belong,  and  with  which 
I had  become  especially  acquainted,  wanted  to  escort 
her  to  Northeim  and  had  also  invited  me  to  this  fes- 
tivity. The  next  morning  at  8:00  o’clock  (February 
5),  we  then  appeared  before  her  house  with  her  car- 
riage and  20  extra  post  (passenger)  carriages.  The 
eight  most  handsome  young  men  wearing  long  riding 
boots  and  visored  helmets  who  were  the  best  riders 
were  chosen  to  lead  the  procession.  They  wore  yel- 
low and  blue  dress  belts,  the  colors  of  Sweden.  When 
Jenny  Lind  was  about  to  get  into  her  carriage,  ac-. 
companied  by  Wehner  and  her  maid,  one  of  the 
horsemen  (Machard)  stepped  up  to  her  and  said  “It 
is  an  old  custom  of  us  students,  that  we  accompany 
those  of  whom  we  are  fond  on  their  way.  Please 
permit  us,  therefore,  dear  lady  to  accord  you  this 
honor  also!”  Because  of  their  brevity  and  sincere 
warmth,  those  few  sentences  especially  pleased  her. 
So  the  really  dazzling  train  started  out,  while  all  20 
postillion  drivers  blew  the  extra  post  calls  on  their 
posthorns.  She  often  had  the  procession  stop  to 
have  one  of  the  riders  explain  the  region  to  her,  and 
then  she  waved  out  of  the  window  of  her  coach  with 
a wreath,  whereupon  the  whole  procession  broke  out 
in  a tumultuous  “hurrah.”  We  could  see  that  she  was 
pleased  by  this  acclaim,  not  because  of  vanity  but 
rather  because  we  were  adding  a truly  warm  and 
happy  note.  Completely  ecstatic,  she  once  remarked 
to  Machard,  who  rode  by  the  side  of  the  carriage  al- 
most constantly,  “You  can’t  have  any  idea  of  how 


handsome  you  are!”  so  that  he,  quite  intoxicated  with 
joy,  could  not  resist  telling  everyone. 

The  road  to  Northeim  has  never  seemed  so  short 
to  me.  When  we  arrived  there  and  her  carriage 
stopped,  all  the  other  carriages  drove  by  and  she 
greeted  all  in  such  a friendly  manner  that  there  were 
constantly  repeated  “hurrahs.”  When  we  had  all 
gotten  out  we  assembled  upstairs  in  the  Gasthaus  der 
Sonne  inn  and  sat  down  at  a long  table  in  a large  hall, 
with  Jenny  Lind  and  Wehner  presiding  at  the  head. 
Immediately  champagne  was  ordered  and  at  her  re- 
quest a quartet  sang  several  student  songs,  all  joining 
in  at  the  chorus.  At  the  chorus  of  “Mein  Lebenslauf 
ist  Lieb  and  Lust”  she  too  joined  in  and  accompanied 
us  with  trills  in  the  highest  register.  The  enthusiasm 
had  almost  reached  extreme  limits.  Everyone 
wanted  a souvenir  of  this  day  too.  So  Wehner  had 
a piece  of  blue  satin  ribbon  brought,  and  from  this 
she  cut  a piece  for  each  one  of  us  to  make  a small  bow. 
After  we  toasted  her  health  and  she  toasted  Wehner, 
all  this  to  the  accompaniment  of  loud  “hurrahs,”  one 
of  the  riders  (Braude)  made  a brief  speech  to  her,  in 
which  he  said  that  the  happiness  of  this  day  would 
remain  forever  in  our  memories,  at  the  end  of  which 
he  raised  his  glass  to  her  and  to  Sweden.  Thereupon 
Jenny  Lind  got  up  on  a chair  and  spoke  such  beau- 
tiful and  moving  words  of  farewell  and  gratitude  that 
we  found  it  hard  to  keep  the  tears  back,  particularly 
since  her  own  beautiful  cheeks  were  wet  with  tears 
that  came  from  her  full  heart.  She  said  that  she  felt 
she  was  unworthy  of  the  honor  that  we  had  accorded 
her;  she  had  experienced  much  that  was  grand  and 
beautiful  in  her  life,  but  the  events  of  the  previous 
evening  and  this  morning  would  remain  irreplaceably 
engraved  on  her  heart. 

Farewell.  After  these  words  she  went  ahead  with 
Wehner  and  we  followed  two  by  two  to  our  carriages. 
One  last  “hurrah,”  and  her  carriage  rolled  off.  I will 
never  forget  how  she  leaned  out  and  waved  a last 
farewell  to  us.  After  her  carriage  had  disappeared 
from  sight,  we  all  spontaneously  broke  out  in  “Ist 
kein  schoeneres  leben,  also  Studentenleben.” 

These  days  will  remain  unforgettable  for  the  rest 
of  my  days.  O!  if  only  I could  adequately  describe  for 
you,  dear  Mama,  how  ennobled  one  feels  in  this 
general  enthusiasm.  Words  are  too  insipid  and 
lifeless  to  express  this  living  feeling.  I have  nothing 
further  to  add.  For  she  is  simply  indescribable.  I 
can  only  sing  with  her  song:  “Wie  der  Gesang  zum 
Herzen  drang,  Vergress’  ich  nimmer  mein  Lebelang!” 
For  all  my  life  I’ll  never  forget  how  the  singing 
went — straight  to  the  heart. 
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At  the  end  of  the  War  of  1812  (Treaty  of  Ghent, 
1814),  the  United  States  turned  its  attention  to  ter- 
ritory west  of  the  Appalachians.  There  was  the  West 
to  conquer,  new  frontiers  to  open,  and  vast  unex- 
plored resources  to  exploit.  Adventure  and  promise 
of  fertile  land  lured  pioneers  to  move  by  wagon, 
horseback,  and  foot  over  mountains,  across  streams 
and  rivers,  and  through  primeval  plains  and  forests. 
Few  took  root  on  the  “Great  American  Desert”  (now 
Kansas,  Nebraska,  and  South  and  North  Dakota), 
which  was  regarded  until  the  mid -nineteenth  century 
as  unfit  for  human  habitation,  but  continued,  hope- 
fully, farther  westward.  Frontier  settlements 
mushroomed  free  of  English  influences  that  had  di- 
rected the  original  coastal  colonies.  Instead,  a new 
society  was  being  created,  an  organization  of  new 
Americans.1,2 

Frontier  adversities 

Pioneers  living  on  the  frontiers  suffered  poverty, 
hardship,  and  illness.  A diet  of  sorghum  molasses, 
cornbread,  and  salt  pork;  spring  water  contaminated 
by  outdoor  toilets;  dark  sod  houses  with  dirt  floors 
that  bred  bedbugs  and  vermin;  swamps  where  mos- 
quitoes flourished  richly;  and  malaria,  cholera, 
diphtheria,  smallpox,  respiratory  diseases  in  winter, 
gastroenteritis  in  summer;  and  itch,  scurvy,  malnu- 
trition, and  tuberculosis  in  all  seasons  were  their 
lot.1-3 


Primitive  medicine 

The  need  for  medical  care  was  urgent  and  physi- 
cians scarce.  The  courageous  and  adventurous  mi- 
grated with  lancet  and  pills  close  behind  the  pioneer. 
Few  possessed  an  M.D.  degree.  Apprentices  were 
trained  locally,  quickly;  novitiates  were  sent  to 
“doctor”  in  thinly  settled  towns  where  they  aug- 
mented a meager  income  with  farming,  storekeeping, 
land  speculation,  and  as  judge  and  clergyman.  The 
patient’s  narration  and  the  physician’s  observation 


suggested  diagnosis;  therapy  consisted  mainly  of 
emetics,  purges,  bleeding,  and,  finally,  opium  to  stop 
depletion.2,4,5  There  were  some  with  ardent  desires 
for  more  knowledge  or  the  coveted  M.D.  degree  who, 
despite  sacrifices,  left  for  Philadelphia  or  Europe, 
and  then  returned  to  heal  and  to  teach — a story 
piognantly  related  by  William  Osier,  M.D.,  (1849  to 
1919).6 

Nineteenth-century  America  was  not  remarkable 
for  medical  education  and  science.7  Public  dissat- 
isfaction was  vividly  expressed  by  Oliver  Wendel 
Holmes,  M.D.  (1809  to  1894),  who  wrote:  “If  a 
shipload  of  drugs  could  be  sunk  to  the  bottom  of  the 
sea,  it  would  be  all  the  better  for  mankind  and  all  the 
worse  for  the  fishes.”8  The  true  and  heroic  saga  of 
nineteenth-century  American  medicine  unfolded  on 
America’s  frontiers.  It  is  there  we  will  find  the  rec- 
ords of  pioneer  frontier  physicians  who,  notwith- 
standing severe  limitations  imposed  by  the  time  and 
place  in  which  they  moved,  grasped  opportunities 
afforded  by  the  frontier  and  made  notable  contri- 
butions to  the  progress  of  medicine.3,9-11 

Frontier  medicos 

McDowell.  Ephraim  McDowell  (1771  to  1830), 
a tall  man  with  brilliant  eyes  and  a huge  nose,  studied 
under  a preceptor,  spent  one  term  in  Edinburgh,  and 
left  without  a degree  to  set  up  practice  in  1795  in 
Danville,  Kentucky,  a town  of  1,000  population.  In 
an  icy  room  on  Christmas  morning  of  1809,  this 
backwoods’  surgeon,  offering  the  patient  no  other 
alternative  to  surgery  but  death,  entered  the  ab- 
dominal cavity  of  a brave,  trusting  pioneer  woman 
and  performed  without  anesthesia  the  first  ovari- 
otomy in  the  history  of  medicine.  He  wore  his  street 
clothes,  an  apron,  and  used  primitive  surgical 
cleanliness.  His  brief  manuscript  describing  three 
successful  cases  was  published  in  1817  in  the  Eclectic 
Repertory  after  rejection  by  the  eminent  professor 
of  surgery  in  Philadelphia,  Philip  Syng  Physick,  M.D. 
Scorned  and  ridiculed  as  tall  tales  from  the  back- 
woods,  recognition  came  after  his  death  when  anes- 
thesia and  antisepsis  were  firmly  established.  He 
dared  in  the  frontier  wilderness  what  no  other  sur- 
geon had  ever  dared  before.3,4,9,10 

Beaumont.  William  Beaumont  (1785  to  1853) 
began  to  practice  following  an  apprenticeship  of  two 
years.  While  serving  as  military  surgeon  at  an  out- 
post in  the  primeval  forests  of  northern  Michigan,  an 
Indian  voyageur  suffered  an  abdominal  gunshot 
wound  ( 1822),  resulting  in  a fistulous  stomach.  This 
was  not  the  first  gastric  fistula  in  medical  history,  but 
Beaumont  was  the  first  to  see  it  as  an  opportunity  to 
investigate  (1825  to  1833)  a physiologic  process  in  a 
living  human  being.  The  favorable  reception  of  his 
brilliant,  original  research  established  his  reputation 
as  the  first  major  American  physiologist.3,9,12,13 

Drake.  Daniel  Drake,  M.D.  (1785  to  1852),  father 
of  medical  education  in  the  western  frontier,  was 
reared  in  a log  cabin  on  a farm  in  a small  Kentucky 
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frontier  settlement.  He  was  apprenticed  at  15  years 
of  age  and  began  practice  four  year  later.  Drake  was 
six  feet  tall,  with  a high,  wide  forehead,  blue  eyes, 
jutting  nose,  and  broad  shoulders.  Inspired  by  the 
writings  of  Benjamin  Rush,  M.D.  (1745  to  1813) 
Drake  spent  a year  in  Philadelphia,  earned  his  degree 
in  1815,  and  returned  an  ardent  crusader  for  im- 
proved medical  education  on  the  frontier.  He  filled 
many  teaching  posts,  founded  the  Medical  College 
of  Ohio  (1821)  and  the  medical  department  of  Cin- 
cinnati College  (1835),  and  established  the  first 
western  medical  journal.  He  explored  the  interior 
wilderness  of  North  America  and  wrote  a masterpiece 
of  medical  geography:  the  most  important  contri- 
bution since  Hippocrates  on  the  relationship  of  time 
and  place  to  disease.3,9,10,14,15 

Mayo.  In  the  early  nineteenth  century,  Europe’s 
restless  men,  not  unlike  those  who  crossed  the  ocean 
in  the  seventeenth  century  to  settle  the  American 
colonies,  took  ships  to  New  York  and  trekked  west- 
ward to  America’s  new  frontiers.  William  Worrall 
Mayo,  M.D.  (1819  to  1911),  was  such  a man.  He  left 
Manchester,  England,  for  New  York  in  1845,  and 
ended  his  wanderings  in  Rochester,  Minnesota 
(1863).  In  the  interim  he  was  pharmacist,  tailor,  and 
medical  apprentice;  earned  a medical  degree  (1850) 
from  the  Indiana  Medical  College  in  La  Porte,  a 
wilderness  village;  married  (1851)  a self-educated, 
intelligent,  young  woman;  suffered  an  attack  of 
cholera  and  malaria;  practiced  medicine  in  Lafayette, 
Indiana  (1851)  and  St.  Louis,  Missouri  (1853),  (where 
he  acquired  another  M.D.  degree),  and  in  St.  Paul 
U854)  and  Le  Suer  (1855),  Minnesota.  Somehow  he 
eked  out  a living  as  veterinarian,  judge,  ferry  boat- 
man, farmer,  and  newspaper  publisher.  In  1863,  the 
family  permanently  settled  in  a small  frontier  town, 
Rochester,  Minnesota.11,16-18 

Dr.  Mayo  was  a short  man  with  intense  black  eyes 
and  a decisive,  assured  manner  that  commanded  the 
confidence  of  patients.  He  was  an  insatiable  reader, 
attended  meetings,  traveled  to  seek  knowledge  and 
experience,  and,  like  John  Hunter  (1728  to  1793), 
avoided  “the  eternal  chase  after  the  damned  guinea.” 
He  did  urinalyses,  used  a stethoscope,  and  owned  a 
microscope. 11,16-19 

Dr.  Mayo  harbored  a liberal,  social,  and  political 
conscience.  He  attacked  monopolies;  favored  farmer 
and  worker;  advocated  woman’s  suffrage;  and  was  a 
free  thinker  who  read  Darwin,  Huxley,  Haeckel,  and 
Spencer.  “I  never  felt  the  need  of  a religious  faith 
and  therefore  never  had  any,”  he  stated,  and  “my 
own  religion  has  been  to  do  all  the  good  to  my  fellow 
man,  and  as  little  harm  as  possible.”20,21 

The  Mayo  Brothers.  These  attributes  would 
have,  probably,  earned  him  a footnote  in  a book  on 
frontier  physicians.  However,  with  the  birth  of  two 
sons,  William  James,  M.D.  (1861  to  1939)  and 
Charles  Horace,  M.D.  (1865  to  1939),  a new  ambition 
was  born,  and  he  relentlessly  followed  a course  to 
realize  a dream.  His  sons  were  reared  in  an  atmo- 
sphere of  culture  and  medicine  almost  from  infancy. 


They  became  child  apprentices,  medically  saturated, 
assisted  at  operations  skillfully  executed  on  frontier 
kitchen  tables,  administered  anesthetics,  did  au- 
topsies, read  medical  tomes  and  journals,  studied 
osteology,  attended  meetings,  accompanied  their 
father  on  house  calls  by  horse  and  buggy,  assisted  in 
the  office,  learned  botany  and  chemistry,  and  used 
the  microscope  to  study  pathology.  There  was  no 
time  to  loaf;  they  were  to  become  the  Mayo  brothers, 
America’s  greatest  surgeons,  and  creators  of  the 
Mayo  clinic,  which  the  wise  old  western  frontier 
physician  had  had  in  mind  all  along,  and  which  he 
nurtured  in  Rochester’s  first  institution  for  the  sick 
(1889),  St.  Mary’s  Hospital.1 1,19 

Still  and  osteopathy.  Andrew  Taylor  Still  ( 1828 
to  1927)  was  a frontier  physician  worthy  of  mention, 
although  he  and  his  philosophy  have  been  maligned 
and  denigrated.22  He  was  born  and  reared  on  the 
frontier,  now  Kansas  and  Missouri.  His  father  was 
a physician-missionary.  Dr.  Still  was  tall,  and  de- 
scribed himself  as  “a  good  doctor,  sober,  abounding 
in  truth  and  justice,  and  a heart  full  of  love  for  all.” 
He  was  a religious  man  who  had  faith  in  God  as  the 
final  triumph  of  truth.23  When  he  was  31  years  old 
his  wife  died,  and  five  years  later  his  three  young 
children  succumbed  to  meningitis.  These  tragic 
events  aroused  a smoldering  conviction  against  the 
efficacy  of  drugs  and,  probably,  fertilized  the  soil  in 
which  the  philosophy  of  osteopathy  evolved.  He 
believed  man  is  a machine,  and  nerve  impulses  and 
circulation  are  impaired  with  bone  displacement.  By 
“wringing  the  neck,  twisting  the  spine,  or  pulling  on 
a limb,”  Dr.  Still  gave  relief  to  his  patients  and  de- 
veloped a large,  successful  practice.  In  1892,  he  es- 
tablished the  first  college  of  medicine  (The  American 
School  of  Osteopathy)  in  Kirksville,  Missouri,  where 
the  principles  of  osteopathy  were  taught.  At  present, 
as  part  of  the  total  health  care  of  the  nation,  10  col- 
leges of  osteopathic  medicine,  200  hospitals,  and  over 
15,000  practicing  osteopathic  physicians  and  certified 
specialists  employ  accepted  diagnostic  and  thera- 
peutic procedures  in  caring  for  the  ill. 

Dr.  Still  abjured  magic,  miracle  cures,  and 
quackery.  He  was  sincere,  honest,  and  an  able 
physician  who  successfully  cured  many  long-suffer- 
ing, chronically  ill  patients  by  methods  that  have  no 
proved  scientific  basis.  Perhaps,  the  only  real  lesson 
to  learn  from  this  frontier  physician  is  that  he  moved 
courageously  against  the  absurdly  illogical  drugs  of 
his  time  and  fought  for  the  right  to  express  his  ideas. 
He  never  dreamed  that  the  survival  of  his  philosophy 
would  be  heralded  in  the  practice  of  thousands  of 
graduates  of  osteopathic  schools  of  medicine  who 
practice  as  allopaths. 

49  Crest  Drive 
South  Orange,  New  Jersey  07079 
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Aspirin  still  unproved 
as  heart  attack  defense 

Aspirin  may  some  day  be  proved  effective  in  preventing 
heart  attacks.  But  at  present  this  has  not  been  shown,  and 
the  practice  of  taking  an  aspirin  or  two  a day  to  ward  off 
heart  attacks  cannot  be  condoned,  says  a report  in  the  June 
15  Journal  of  the  American  Medical  Association. 

It  has  been  known  in  recent  years  that  aspirin  and  the 
other  “antiplatelet  agents”  can  prevent  some  strokes. 
These  drugs  inhibit  formation  of  clots  in  the  blood  stream, 
clots  that  could  reach  the  brain  and  cause  a stroke. 

Physicians  had  hoped  that  the  same  effect  could  be  used 
to  prevent  further  heart  attacks  in  individuals  known  to 
have  some  types  of  heart  disease. 

But  a study  of  all  research  reported  to  date  on  this 
subject  failed  to  prove  that  the  antiplatelet  drugs  are  useful 
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in  preventing  heart  attacks,  say  Drs.  Jawahar  Mehta  and 
Pauline  Mehta  of  the  University  of  Florida  College  of 
Medicine,  Gainesville. 

The  drugs  are  aspirin,  sulfinpyrazone,  dipyridamole, 
clofibrate,  and  propranolol  hydrochloride. 

The  Mehtas  conclude: 

“Though  the  results  of  controlled  trials  with  these  agents 
in  patients  with  cerebrovascular  disease  have  shown  aspirin 
as  well  as  sulfinpyrazone  to  be  certainly  beneficial  (in 
preventing  strokes),  no  such  definitive  data  are  available 
in  patients  with  coronary  disease. 

“Initial  results  of  sulfinpyrazone  therapy  in  patients  with 
coronary  disease  in  the  prevention  of  secondary  mortality 
and  morbidity  (a  second  heart  attack)  appear  promising. 
Nevertheless,  results  of  long-term  prophylaxis  with  anti- 
platelet agents  showing  benefit  from  such  therapy  are 
needed  before  general  use  of  these  agents  in  patients  with 
coronary  heart  disease  car  be  recommended.” 
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Obituaries 


Murray  Morris  Albert,  M.D.,  of  Brooklyn  and  Great 
Neck,  died  on  August  6 at  the  age  of  72.  Dr.  Albert  grad- 
uated in  1931  from  Syracuse  University  College  of  Medi- 
cine. He  was  a consulting  allergist  and  pediatric  allergist 
at  the  Jewish  Hospital  and  Medical  Center  of  Brooklyn, 
and  a consulting  allergist  at  Southside  (Bay  Shore)  and  at 
Greenpoint  Hospitals.  Dr.  Albert  was  a member  of  the 
American  Academy  of  Allergy,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  John  Alexander,  M.D.,  of  Port  Chester,  died  on 
July  14  at  the  age  of  56.  Dr.  Alexander  graduated  in  1950 
from  the  University  of  Dalhousie  Faculty  of  Medicine.  He 
was  chief  of  staff  at  United  Hospital  as  well  as  director  of 
pathology  there.  Dr.  Alexander  was  a Diplomate  of  the 
American  Board  of  Pathology  (Pathologic  Anatomy),  a 
Fellow  of  the  College  of  American  Pathologists,  and  a 
member  of  the  American  Society  of  Clinical  Pathologists, 
the  Society  of  Nuclear  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Zhivko  D.  Angeluscheff,  M.D.,  of  Katonah,  died  on  July 
17  at  the  age  of  82.  Dr.  Angeluscheff  received  his  medical 
degree  from  the  University  of  Berlin  in  1925.  He  was  a 
member  of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  Jules  Baskin,  M.D.,  of  Brooklyn,  died  on  March  31 
at  the  age  of  74.  Dr.  Baskin  graduated  in  1930  from  Uni- 
versity and  Bellevue  Hospital  Medical  College.  He  was 
an  associate  thyroid  surgeon  at  Jewish  Hospital  and 
Medical  Center  of  Brooklyn  and  an  associate,  emeritus, 
surgeon  at  Maimonides  Medical  Center.  Dr.  Baskin  was 
a Fellow  of  the  International  College  of  Surgeons  and  a 
member  of  the  American  Geriatrics  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Jacob  Saul  Beilly,  M.D.,  of  North  Miami  Beach,  Florida, 
formerly  of  Brooklyn,  died  on  March  2 at  the  age  of  85.  Dr. 
Beilly  graduated  in  1920  from  Long  Island  College  Hos- 
pital. He  was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a Fellow  of  the  American  College 
of  Surgeons,  a Fellow  of  the  International  College  of  Sur- 
geons, a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  and  a member  of  the  New  York  Acad- 
emy of  Medicine,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

David  Marsh  Bosworth,  M.D.,  of  Bristol,  Vermont,  for- 
merly of  New  York  City,  died  on  July  11  at  the  age  of  82. 
Dr.  Bosworth  graduated  in  1921  from  the  University  of 


Vermont  College  of  Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons,  the  New 
York  Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Louis  Brinberg,  M.D.,  of  New  York  City  and  The  Bronx, 
died  on  July  15  at  the  age  of  62.  Dr.  Brinberg  graduated 
in  1950  from  the  University  of  Edinburgh.  He  was  an  as- 
sistant cardiologist  at  The  Mount  Sinai  Hospital.  Dr. 
Brinberg  was  a Fellow  of  the  American  College  of  Cardi- 
ology and  a member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Catherine  J.  Caporale,  M.D.,  of  New  York  City,  died  on 
July  26  at  the  age  of  58.  Dr.  Caporale  graduated  in  1945 
from  Hahnemann  Medical  College  of  Philadelphia.  She 
was  a general  practitioner  at  Cabrini  Health  Care  Center. 
Dr.  Caporale  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Cajetan  Thomas  Chiaramonte,  M.D.,  of  North  Salem, 
died  on  June  19  at  the  age  of  77.  Dr.  Chiaramonte  grad- 
uated in  1926  from  Long  Island  College  Hospital. 

Morris  Cohen,  M.D.,  of  Brooklyn,  died  in  March  at  the 
age  of  86.  Dr.  Cohen  graduated  in  1919  from  University 
and  Bellevue  Hospital  Medical  College.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Lawrence  Henry  Cotter,  M.D.,  of  New  York  City,  died 
on  July  19  at  the  age  of  87.  Dr.  Cotter  graduated  in  1917 
from  Albany  Medical  College.  He  was  an  assistant,  inac- 
tive, in  medicine  at  The  Presbyterian  Hospital.  Dr.  Cotter 
was  a member  of  the  New  York  Pathological  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Lawrence  M.  Demarest,  M.D.,  of  White  Plains,  died  on 
January  23  at  the  age  of  55.  Dr.  Demarest  graduated  in 
1950  from  the  University  of  Maryland  School  of  Medicine 
and  College  of  Physicians  and  Surgeons.  He  was  a member 
of  the  Westchester  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

George  Deylen,  M.D.,  of  Palm  Beach,  Florida,  formerly 
of  Brooklyn,  died  on  August  17, 1978,  at  the  age  of  86.  Dr. 
Deylen  graduated  in  1913  from  Long  Island  College  Hos- 
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pital.  He  was  a member  of  the  Pan  American  Medical 
Association,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bernard  Anthony  Duffy,  M.D.,  of  Albany,  died  on  Jan- 
uary 12  at  the  age  of  70.  Dr.  Duffy  graduated  in  1941  from 
Albany  Medical  College.  He  was  a member  of  the  Albany 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Irving  Feinstein,  M.D.,  of  Hicksville,  died  on  July  23  at 
the  age  of  71.  Dr.  Feinstein  received  his  medical  degree 
from  the  University  of  Beirut  in  1933.  He  was  an  associate 
radiologist  at  City  Hospital  Center  at  Elmhurst  and  a 
consulting  radiologist  at  LaGuardia  Hospital.  Dr.  Fein- 
stein was  a Diplomate  of  the  American  Board  of  Radiology 
(Radiology)  and  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Arthur  Stanley  Feuer,  M.D.,  of  Brooklyn,  died  on  May 
17  at  the  age  of  73.  Dr.  Feuer  graduated  in  1931  from  the 
University  of  Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  an  associate  general 
practitioner  at  Community  Hospital  of  Brooklyn.  Dr. 
Feuer  was  a member  of  the  American  Geriatrics  Society, 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Andre  Fiscella,  M.D.,  of  Middletown,  died  on  July  9 at 
the  age  of  59.  Dr.  Fiscella  graduated  in  1946  from  Chicago 
Medical  College.  He  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Orange  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Mary  Margaret  Goerner,  M.D.,  of  Palos  Verdes  Estates, 
California,  formerly  of  Huntington,  died  on  July  11  at  the 
age  of  80.  Dr.  Goerner  graduated  in  1922  from  Long  Island 
College  Hospital.  She  was  a member  of  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Maurice  A.  Golden,  M.D.,  of  Flushing  and  Jackson 
Heights,  died  on  July  25  at  the  age  of  65.  Dr.  Golden 
graduated  in  1941  from  Laval  University  Faculty  of  Med- 
icine (Quebec).  He  was  an  associate  physician  in  internal 
medicine  at  Physicians  Hospital.  Dr.  Golden  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Zohar  Harary,  M.D.,  of  Rochester,  died  on  July  19  at  the 
age  of  44.  Dr.  Harary  graduated  in  1959  from  the  Uni- 
versity of  Witwatersrand  Medical  School  of  Johannesburg. 
He  was  an  associate  orthopedic  surgeon  at  Strong  Memo- 
rial Hospital  and  an  assistant  attending  orthopedic  surgeon 
at  '['he  Genesee  Hospital.  Dr.  Harary  was  a Diplomate  of 
the  American  Board  of  Orthopedic  Surgery  and  a member 
of  the  American  Academy  of  Orthopaedic  Surgeons,  the 
Rochester  Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 


York,  and  the  American  Medical  Association. 

J.  Harry  Hirsch,  M.D.,  of  Newburgh,  died  on  July  7.  Dr. 
Hirsch  graduated  in  1911  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a Diplomate  of  the 
American  Board  of  Dermatology,  Inc. 

Samuel  Jackson,  M.D.,  of  Valley  Stream,  died  on  July  27 
at  the  age  of  67.  Dr.  Jackson  graduated  in  1937  from  the 
University  of  Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  a physician  in  family 
medicine  at  South  Nassau  Communities  Hospital.  Dr. 
Jackson  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Nassau  Academy  of  Medicine,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Wayne  L.  Johnson,  M.D.,  of  Buffalo,  was  killed  in  an 
airplane  crash  on  July  12,  at  the  age  of  50.  Dr.  Johnson 
graduated  in  1954  from  the  University  of  Virginia  School 
of  Medicine.  He  was  an  obstetrician  and  gynecologist  at 
the  Edward  J.  Meyer  Memorial  Hospital,  head  and  an  at- 
tending obstetrician  and  gynecologist  at  The  Children’s 
Hospital,  and  an  obstetrician  and  gynecologist  at  Dea- 
coness and  Buffalo  General  Hospitals.  Dr.  Johnson  was 
a Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  and  a member  of  the  American 
Association  of  Obstetricians  and  Gynecologists,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Ernt  Kaskel,  M.D.,  of  Yonkers,  died  on  June  7 at  the  age 
of  84.  Dr.  Kaskel  received  his  medical  degree  from  the 
University  of  Berlin  in  1923.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Richard  J.  Kennedy,  M.D.,  of  New  York  City,  died  on 
July  19  at  the  age  of  72.  Dr.  Kennedy  graduated  in  1933 
from  Georgetown  University  School  of  Medicine.  He  was 
an  associate  director,  emeritus,  of  medicine  at  St.  Vincent’s 
Hospital  and  Medical  Center  of  New  York,  and  a consul- 
tant in  medicine  at  St.  Elizabeth’s,  Misericordia,  and  St. 
Joseph’s  (Yonkers)  Hospitals.  Dr.  Kennedy  was  a Dip- 
lomate of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Cardiology,  a Fellow  of 
the  American  College  of  Physicians,  a Fellow  of  the 
American  College  of  Chest  Physicians,  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ian  Langdale-Gregory,  M.D.,  of  Little  Falls,  died  on  July 
30  at  the  age  of  62.  Dr.  Langdale-Gregory  graduated  in 
1 943  from  the  University  of  Manchester  Faculty  of  Medi- 
cine. He  was  an  attending  surgeon  at  Little  Falls  Hospital. 
Dr.  Langdale-Gregory  was  a Fellow  of  the  American  Col-  j 
lege  of  Surgeons  and  a member  of  the  Academy  of  Medi- 
cine, the  New  York  Surgical  Society,  the  Herkimer  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  S.  Lilien,  M.D.,  of  Medusa,  died  on  March  4 at 
the  age  of  88.  Dr.  Lilien  received  his  medical  degree  from 


I 
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the  University  of  Vienna  in  1920.  He  was  a Fellow  of  the 
American  College  of  Gastroenterology  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Reuben  H.  Minars,  M.D.,  of  VVoodmere,  died  on  April  22 
at  the  age  of  73.  Dr.  Minars  graduated  in  1930  from  New 
York  Homeopathic  Medical  College  and  Flower  Hospital. 
He  was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Helmuth  M.  Nathan,  M.D.,  of  New  York  City,  died  on 
July  15  at  the  age  of  77.  Dr.  Nathan  received  his  medical 
degree  from  the  University  of  Hamburg  in  1925.  He  was 
an  emeritus  surgeon  at  the  Bronx  Municipal  Hospital 
Center  and  a member  of  the  surgical  staff  at  Albert  Ein- 
stein College  of  Medicine.  Dr.  Nathan  was  a Fellow  of  the 
American  College  of  Cardiology,  a Fellow  of  the  American 
College  of  Gastroenterology,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the  American 
Academy  of  Facial  Plastic  and  Reconstruction  Surgery,  the 
New  York  Academy  of  Medicine,  the  New  York  Academy 
of  Gastroenterology,  the  New  York  Gastroenterological 
Society,  the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Paleg,  M.D.,  of  The  Bronx,  died  on  July  20  at  the 
age  of  88.  Dr.  Paleg  graduated  in  1913  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a member  of  the  American  Academy  of  Family  Physicians, 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

George  Stanley  Pixley,  M.D.,  of  Canastota,  died  on  July 
26  at  the  age  of  85.  Dr.  Pixley  graduated  in  1923  from 
Queen’s  University  Faculty  of  Medicine.  He  was  a mem- 
ber of  the  Madison  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Rutherford  D.  Rodger,  M.D.,  of  Ogdensburg,  died  on 
June  24  at  the  age  of  74.  Dr.  Rodger  graduated  in  1930 
from  McGill  University  Faculty  of  Medicine.  He  was  a 
Fellow  of  the  American  College  of  Surgeons  and  a member 
of  the  St.  Lawrence  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ralph  William  Romano,  M.D.,  of  Brooklyn,  died  on  April 
22  at  the  age  of  70.  Dr.  Romano  graduated  in  1934  from 
New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a visitor  in  pulmonary  disease  at  Kings 
County  Hospital  and  a consulting  physician  at  Catholic 
Medical  Center.  Dr.  Romano  was  a Fellow  of  the  Ameri- 
can College  of  Chest  Physicians  and  a member  of  the 
American  Thoracic  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

S.  Bernard  Ross,  M.D.,  of  Brewster,  died  on  July  13  at  the 
age  of  88.  Dr.  Ross  graduated  in  1912  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a member  of  the  Putnam  County  Medical  Society,  the 


Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Hiram  P.  Salter,  Jr.,  M.D.,  of  Bronxville,  died  on  July  18 
at  the  age  of  72.  Dr.  Salter  graduated  in  1932  from  Van- 
derbilt University  School  of  Medicine.  He  was  a senior 
obstetrician  and  gynecologist  at  St.  Lawrence  Hospital. 
Dr.  Salter  was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a Fellow  of  the  American  College 
of  Surgeons,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  and  a member  of  the  West- 
chester County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  Sarason,  M.D.,  of  New  York  City,  died  on  July  20 
at  the  age  of  83.  Dr.  Sarason  received  his  medical  degree 
from  the  University  of  Hamburg  in  1922.  He  was  an 
emeritus  dermatologist  at  Lenox  Hill  Hospital.  Dr.  Sar- 
ason was  a Diplomate  of  the  American  Board  of  Derma- 
tology, Inc.,  and  a member  of  the  American  Academy  of 
Dermatology,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Richard  L.  Singer,  M.D.,  of  New  York  City,  died  on  July 
8 at  the  age  of  85.  Dr.  Singer  received  his  medical  degree 
from  the  University  of  Vienna  in  1919.  He  was  a Fellow 
of  the  American  College  of  Cardiology  and  a member  of  the 
American  Geriatrics  Society,  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ward  A.  Soanes,  M.D.,  of  Kenmore,  died  on  June  28  at  the 
age  of  54.  Dr.  Soanes  graduated  in  1947  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was  an  associate 
urologist  at  the  Edward  J.  Meyer  Memorial  Hospital.  Dr. 
Soanes  was  a Diplomate  of  the  American  Board  of  Urology, 
a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Urological  Association,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Ludwig  Stern,  M.D.,  of  Jamaica,  died  on  August  5 at  the 
age  of  80.  Dr.  Stern  received  his  medical  degree  from  the 
University  of  Vienna  in  1926.  He  was  a member  of  the 
American  Psychiatric  Association,  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Samuel  Waterman  Sweet,  M.D.,  of  Utica,  died  on  July 
17  at  the  age  of  83.  Dr.  Sweet  graduated  in  1922  from  the 
University  of  Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  an  orthopedic  surgeon 
at  St.  Luke’s-Memorial  Hospital  Center.  Dr.  Sweet  was 
a member  of  the  Utica  Academy  of  Medicine,  the  Oneida 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Joseph  Anthony  E.  Syracuse,  M.D.,  of  Buffalo,  died  on 
July  1 in  his  82nd  year.  Dr.  Syracuse  graduated  in  1923 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
an  honorary  physician  in  physical  medicine  and  rehabili- 
tation at  Buffalo  Columbus  Hospital.  Dr.  Syracuse  was 
a Diplomate  of  the  American  Board  of  Physical  Medicine 
and  Rehabilitation  and  a member  of  the  American  Acad- 
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emy  of  Physical  Medicine  and  Rehabilitation;  the  Pan 
American  Medical  Association,  the  Buffalo  Academy  of 
Medicine,  the  New  York  Society  for  Physical  Medicine  and 
Rehabilitation,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Harry  Wexler,  M.D.,  of  Brooklyn,  died  on  July  24  at  the 


age  of  83.  Dr.  Wexler  graduated  in  1922  from  University 
and  Bellevue  Hospital  Medical  College.  He  was  a con- 
sulting pediatrician  at  Maimonides  Medical  Center.  Dr. 
Wexler  was  a Diplomate  of  the  American  Board  of  Pedi- 
atrics and  a member  of  the  American  Academy  of  Pediat- 
rics, the  New  York  Academy  of  Medicine,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


The  Journal  Staff,  the  Publications  Committee,  and  the  Editorial  Board  of  the  New  York  State  Journal  of 
Medicine  wish  to  extend  our  deepest  sympathies  to  our  esteemed  Editor,  Alfred  A.  Angrist,  M.D.,  on  the  passing  of 
his  beloved  wife  Sylvia. 


Discoveries  in  vitamin  D metabolism  offer 
new  treatment  for  some  bone  diseases 

New  developments  in  the  scientific  understanding  of 
vitamin  D and  its  role  in  mineralization  of  bone  promise 
improvement  in  the  prevention  and  treatment  of  osteo- 
porosis, the  widespread  thinning  of  bone  that  is  especially 
prevalent  in  postmenopausal  women  and  in  patients  with 
some  forms  of  chronic  kidney  disease. 

Dr.  Hector  F.  DeLuca,  Harry  Steenbock  Research  Pro- 
fessor and  Chairman  of  the  Department  of  Biochemistry, 
College  of  Agriculture  and  Life  Sciences,  University  of 
Wisconsin,  summarized  his  research  findings  in  his  W.  O. 
Atwater  Memorial  Lecture  published  in  the  June  issue  of 
Nutrition  Reviews. 

The  findings  shed  new  light  on  the  way  vitamin  D 
functions  in  regulating  supplies  of  body  calcium  and 
phosphorus  in  health  and  disease.  Dr.  Robert  E.  Olson, 
Nutrition  Reviews  Editor,  called  DeLuca ’s  discovery  “the 
most  important  advance  in  understanding  the  metabolism 
of  calcium  and  phosphorus  since  the  discovery  of  para- 
thyroid hormone  by  Dr.  J.  B.  Collip  in  Toronto  in  1925.” 

DeLuca’s  research  led  to  the  discovery  of  two  active 
derivatives  of  vitamin  I),  one  of  which  is  a hormone  that 
is  synthesized  in  the  normal  kidney.  This  hormone  reg- 
ulates calcium  and  phosphorus  metabolism  through  its 
action  on  the  intestine,  bone,  and  kidney  and  maintains 


plasma  levels  of  calcium  and  phosphorus  essential  to  nor- 
mal activity  of  muscle  tissue  and  mineralization  of  bone. 

The  chemical  synthesis  of  several  other  derivatives  of 
vitamin  D resulting  from  these  discoveries  promises  to  be 
particularly  useful  in  treating  the  metabolic  bone  disease 
that  results  from  kidney  failure.  In  this  disorder,  some- 
times known  as  renal  osteodystrophy,  kidney  failure  causes 
the  loss  of  calcium  from  the  bones.  Rickets  and  patho- 
logical fractures  result.  Treatment  with  these  synthesized 
forms  of  vitamin  D controls  this  complication  and  permits 
remineralization  of  bones  and  enhances  the  growth  of 
children  who  suffer  from  osteodystrophy. 

These  synthetic  hormones  also  may  have  an  important 
role  in  postmenopausal  osteoporosis,  where  long-term 
calcium  deficiency  results  in  bone  fractures,  sometimes 
with  fatal  complications. 

The  W.  O.  Atwater  Memorial  Lecture,  sponsored  by  the 
Science  and  Education  Administration  of  the  U.S.  De- 
partment of  Agriculture,  was  established  in  1969  to  com- 
memorate the  life  and  work  of  Dr.  Atwater  (1844-1907), 
the  first  director  of  an  agricultural  experiment  station  in 
the  United  States.  Dr.  Atwater  contributed  greatly  to  the 
understanding  of  energy  and  amino  acid  metabolism  in 
humans  and  is  credited  with  the  establishment  of  the 
modern  science  of  human  nutrition  in  the  U.S.  The  Lec- 
tureship gives  special  recognition  to  individuals  who  have 
made  outstanding  contributions  to  the  fields  of  science 
broadly  related  to  human  nutrition. 
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reactors.  As  a group,  housekeepers  had  the  highest  reac- 
tivity ( 10  percent)  as  well  as  conversion  rates  (13.6  percent). 
However,  no  case  of  active  tuberculosis  was  detected.  Only 
one  HBsAg-positive  employee  was  found.  This  brief  sur- 
vey included  stool  culture  and  microscope  examination, 
SGPT  determination,  and  CBC  were  shown  not  to  be  ad- 
equate screening  tests.  The  results  of  this  study  suggest 
that  hospitals  must  determine  in  some  other  manner  which 
employees  are  at  increased  risk  of  acquiring  certain  infec- 
tious diseases  and  which  may  present  a particular  problem 
to  their  employee  or  patient  populations. 

Schoencman,  M.  J.,  Earon,  Y„  Spitzer,  A.,  and  Greifer, 

I.:  Idiopathic  persistent  microscopic  hematuria  in  chil- 
dren; prognostic  features,  New  Y’ork  State  J.  Med.  79: 
1715  (Oct.)  1979. 

1PMH  (idiopathic  persistent  microscopic  hematuria)  is 
a relatively  frequent  occurrence  in  children.  However,  the 
reason  for  the  hematuria  remains  unexplained  even  when 
a renal  biopsy  is  available  and  the  prognosis  is  difficult  to 
predict  in  the  individual  patient.  In  an  attempt  to  identify 
clinical  and  histologic  features  with  prognostic  significance, 
we  performed  a retrospective  analysis  of  all  of  our  patients 
with  IPMH.  Requirements  for  selection  were  persistence 
of  hematuria  for  at  least  one  year  and  absence  of  any  clin- 
ical or  histologic  findings  which  identified  a glomerular 
disease  of  known  clinical  course.  Fifty-five  children,  27 
girls  and  28  boys,  qualified  for  the  study.  Two  variables 
were  found  to  be  highly  predictive  of  a poor  prognosis: 
proteinuria  >1  Gm.  per  day  and  the  presence  of  interstitial 
fibrosis  and  foam  cells  on  renal  biopsy.  The  risk  factors 
arrived  at  from  our  study  should  make  it  possible  to  group 
patients  with  IPMH  into  those  with  a good  prognosis  and 
those  with  a poor  prognosis  more  accurately  and  at  an 
earlier  stage  of  their  disease  than  was  previously  pos- 
sible. 

Ellis,  D.:  Chronic  renal  failure  in  children;  effect  of  bio- 
chemical derangements  on  growth  and  therapeutic  ratio- 
nale, New’  York  State  J.  Med.  79: 1719  (Oct.)  1979. 

CRF  (chronic  renal  failure)  and  hemodialysis  in  young 
children  are  associated  with  multiple  complications, 
foremost  of  which  is  retardation  of  physical  maturation  and 
growth.  Internal  factors,  such  as  the  specific  disorder 
producing  CRF  and  the  numerous  metabolic  disturbances 
arising  thereof,  had  been  previously  considered  as  being 
most  responsible  for  the  development  of  the  growth 
problem.  However,  more  recent  data  implicate  an  external 


factor,  protein-calorie  malnutrition,  as  the  single  most 
important  determinant  of  growth  retardation  in  children 
with  CRF.  In  this  report,  additional  dietary  data  from 
eight  uremic  children  is  presented  showing  a large  deficit 
particularly  in  their  calorie  intake.  These  nutritional  data 
are  discussed  in  the  context  of  the  biochemical  derange- 
ments occurring  in  uremia  as  they  relate  to  the  process  of 
growth. 

Pulicc,  R.  T.,  and  Lyman,  D.  O.:  Gonococcal  pelvic  in- 
flammatory disease;  economic  impact  in  New  York,  Med- 
icaid 1975,  New  York  State  J.  Med.  79:  1728  (Oct.) 
1979. 

In  1975  in  New  York  State,  Medicaid  spent  between  $.55 
million  and  $3.71  million  for  treatment  of  PID  (pelvic  in- 
flammatory disease)  related  to  untreated  gonorrhea  in- 
fections. Physicians  reported  some  2,892  cases  of  PID  that 
year  through  the  state  Medicaid  data  system.  Review  of 
those  data  indicate  an  average  length  of  hospital  stay  of 
6.79  days  and  an  average  cost  of  $1,280.50  per  case.  Given 
current  costs  and  positivity  rates  for  gonorrhea  screening, 
•and  the  relationship  between  gonorrhea  and  PID,  screening 
of  sexually  active  women,  even  without  significant  symp- 
tom^, is  indicated. 

Job,  C.  A.,  Fernandez,  M.  A.,  Dorph,  D.  J.,  and  Betcher, 

A.  M.:  Inguinal  hernia  repair;  comparison  of  local,  epi- 
dural, and  general  anesthesia,  New  York  State  J.  Med. 
79:  1730  (Oct.)  1979. 

The  records  of  110  consecutive  patients  who  underwent 
inguinal  hernia  repair  under  local,  epidural,  and  general 
anesthesia  were  studied  and  analyzed.  The  general 
characteristics  of  the  patients  and  preexisting  medical 
problems  were  similar  for  the  three  groups.  There  were 
no  deaths  and  no  major  operative  or  postoperative  com- 
plications. The  mean  duration  of  surgery  and  anesthesia, 
postoperative  pain,  nausea,  and  wound  problems  were 
evenly  distributed  among  the  groups.  Recovery  room  time 
and  length  of  hospitalization  were  significantly  shorter  in 
the  local  than  in  the  epidural  and  general  anesthesia 
groups;  p < 0.05  and  < 0.01.  The  proportion  of  patients 
ambulatory  in  the  first  postoperative  day  was  greater  in  the 
local  group;  X2  = 26.26,  p < 0.001.  Urinary  bladder  cath- 
eterization was  rarely  needed  in  the  local  group  and  the 
difference  as  compared  with  the  epidural  and  general  an- 
esthesia groups  was  statistically  significant  X2  = 10.49,  p 
< 0.01.  Our  data  support  the  view  that  early  ambulation, 
preservation  of  normal  reflexes,  and  short  hospital  stay 
make  local  anesthesia  superior  in  most  cases. 


October  1979/New  York  State  Journal  of  Medicine  1799 


250-mg.  Pulvtiles® 


easy  to  take 


Oral  Suspension 


250  mg.  / 5 ml. 


100  and  200-mL 


sizes 


125  mg./5  ml. 
60, 100,  and 
200-mL  sizes 


.... 


Pediatric  Drops 


100  mg.  /ml. 

10-ml.  size 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


1800 


Abstracts  in  Interlingua 


Hamby,  R.  I.,  e Sherman,  L.:  Duration  e tractamento 
del  diabetes;  relation  al  gravitate  del  morbo  coronari,  New 
York  State  J.  Med.  79:  1 683  (Octobre)  1979. 

Le  studios  arteriographic  coronari  indica  que  le  gravitate 
del  morbo  coronari  es  major  in  patientes  con  diabetic  clinic 
o chimic  que  in  le  patientes  non  diabetic.  Iste  non  es 
atribuite  a varie  factores  includente  le  etate  e le  apparente 
gravitate  del  intolerant ia  al  glucosa.  In  iste  investigation 
249  patientes  con  diabetes  mellitus  e morbo  coronari 
comprobate  esseva  studiate  por  determinar  si  habeva  un 
relation  inter  le  duration  e modo  de  tractar  le  diabetes  e le 
gravitate  del  morbo  cardiac.  In  iste  gruppo  de  patientes, 
12  pro  cento  habeva  morbo  de  un  sol  vaso  coronari,  e 40  pro 
cento  habeva  tres  (triple)  vasos  coronari  implicate.  Inter 
le  patientes  con  diabetes  de  10  annos  o plus,  le  morbo  co- 
ronari triple  esseva  presente  in  38  de  57  patientes  (67  pro 
cento),  comparate  con  28  de  80  (35  pro  cento)  del  patientes 
con  diabetes  de  uno  anno  o minus  (p  0,001).  In  forma 
similar,  al  evalutar  patientes  con  angina  pectoris  recente 
(de  minus  que  un  anno),  nos  trovava  un  frequentia  de  67 
pro  cento  de  morbo  coronari  triple  in  le  patientes  con  dia- 
betes de  multe  annos  (plus  que  10  annos),  comparate  con 
20  pro  cento  in  patientes  con  diagnosis  recente  de  diabetes. 
Inter  le  patientes  con  diabetes  de  plus  que  un  anno,  45  es- 
seva tractate  solmente  con  dieta;  24,  con  insulina,  e 95  con 
medicamentos  antidiabetic  oral.  Le  frequentia  del  dis- 
tribution del  numero  de  vasos  compromitite  in  le  tres 
gruppos  de  tractamento  non  revelava  differentias  signifi- 
cative inter  iste  gruppos.  In  iste  studio  pote  esser  obser- 
vate  que  multe  patientes  diabetic  ha  tres  vices  plus  com- 
promisso  de  tres  (triple)  vasos  coronari  que  quando  un  sol 
vaso  es  implicate,  e que  le  gravitate  del  morbo  coronari  es 
relationate  con  le  duration  del  diabetes  e non  con  le  typo 
de  tractamaneto  de  iste  morbo. 

Lieberman,  A.,  Kupersmith,  M.,  Neophytides,  A., 
Casson,  I.,  Durso,  R.,  Foo,  S.  H.,  Khayali,  M.,  e Tartaro, 

T.:  Myselato  de  bromocriptine  in  le  morbo  de  Parkinson. 
New  York  State  J.  Med.  79:  1689  (Octobre)  1979. 

Le  myselato  de  bromocriptina  (MB)  (Parlodel)  esseva 
administrate  a 106  patientes  con  morbo  de  Parkinson  av- 
anciate,  con  disabilitate  progressive  ben  que  infra  un 
tractamento  optime  con  levodopa/carbidopa  (L/C)  (Si- 
nemet).  Le  tractamento  con  MB  additionate  al  L/C  re- 
duceva  le  intensitate  del  morbo  in  55  patientes.  Iste 
melioramento  esseva  mantenite  in  20  de  25  patientes  per, 
al  minus,  un  anno.  Intra  le  patientes  que  poteva  tolerar, 
al  minus,  25  mg/die  de  MB  (tractamento  adequate),  un 
major  percentage  (49  de  75  patientes)  habeva  un  melio- 
ramento significative.  Del  75  patientes  tractate  adequa- 
temente,  51  habeva  le  phenomeno  de  “in  e fora”;  24  pa- 
tientes meliorava  in  le  periodo  “in”,  e 43,  in  le  periodo 
“fora",  e 19,  in  ambe  periodos.  Le  dosis  medie  al  die  de 
MB  per  le  patientes  tractate  adequatemente  esseva  51  mg; 
iste  dosis  permiteva  reducer  ille  del  L/C.  Le  tractamento 
con  MB  esseva  interrumpite  in  54  del  106  patientes  debite 
a effectos  adverse:  cambios  mental  (29  patientes),  e mo- 
vimentos  involuntari  (11  patientes).  Omne  effectos  ad- 


verse esseva  reversible.  Ben  que  iste  effectos  adverse  e le 
costo  del  medicamento,  le  MB  additionate  al  L/C  resultava 
beneficiose  per  le  majoritate  del  patientes  con  morbo  de 
Parkinson  avanciate  que  non  continuava  respondente  sa- 
tisfactorimente  al  tractamento  con  L/C. 

Zaret,  M.  M..:  Securitate  in  le  aer;  rollo  de  medico  fami- 
liari,  New  York  State  J.  Med.  79:  1694  (Octobre) 

1979. 

Un  gruppo  de  15  patientes  con  cataractas  capsulari 
adquirite  per  le  controllatores  del  traffic  aere  e le  pilotos 
de  lineas  aeree  esseva  studiate  e is  reportate.  Un  discus- 
sion supra  le  signification  del  cataracta  capsular  in  le  am- 
biente  avionic  es  presentate.  Le  mechanismos  optic  per 
le  quales  le  parve  opacitate  del  crystallino  pote  interferir 
con  le  function  visual  e su  cognoscimento  es  describite.  Le 
criteria  pro  adjuvar  al  medico  de  familia  in  le  diagnosis  o 
le  suspicion  del  morbo  es  mentionate.  Le  necessitate  de 
evalutar  le  rollo  de  iste  factor  como  elemento  contributori 
in  accidentes  de  quasi  collision  es  implicate.  Le  ration  per 
le  exclusion  de  pilotos  operate  de  cataractas  pro  recertifi- 
cation ex  expresate,  e le  function  del  medico  como  con- 
tributor pro  le  securitate,  es  delineate. 

Kizilbash,  M.,  Mettlin,  C.,  Sciandra,  R.,  e Murphy,  G. 

P.:  Clinicas  selective  pro  cancer  in  le  communitate;  eva- 
luation del  experiences,  New  York  State  J.  Med.  79: 
1703  (Octobre)  1979. 

Le  clinicas  selective  pro  cancer,  patrosinate  per  le 
American  Cancer  Society,  esseva  revistite  in  6 areas  hos- 
pitalari  de  Buffalo,  N.Y.,  de  April  a Maio,  1978.  Le  ex- 
amination del  patientes  includeva  historia  clinic,  exami- 
nation physic,  analyse  de  urina,  sanguine  e le  excrementos 
(per  sanguine — “Hemoccult”),  e le  cytologia  de  Papani- 
colaou. Le  major  parte  de  517  personas  examinate  esseva 
de  plus  que  40  annos;  2 feminas  per  cata  homine.  Trovatos 
clinic  abnormal  esseva  discoperite  in  plus  que  50  pro  cento 
del  casos.  Le  reaction  del  patientes  al  clinicas  esseva  multe 
favorabile,  con  un  reduction  importante  del  ansietate 
respecto  al  cancer.  Le  duo-tertios  del  patientes  con  ab- 
normalitates  essseva  posteriormente  discutite  clinicmente 
con  le  medicos  personal.  Un  caso  de  mastectomia  e altere 
de  prostatectomia  esseva  reportate. 

Faden,  H.  S.,  Lee,  J.,  e Ogra,  P.:  Examination  sanitari 
selective  de  empleatos  in  un  hospital  pediatric,  New  York 
State  J.  Med.  79:  1708  (Octobre)  1979. 

Un  programa  sanitari  selective  esseva  establite  pro  le 
empleatos  de  un  hospital  pediatric  pro  determinar  si  le 
examination  selective  resultava  beneficiose  pro  diagnos- 
ticar  le  casos  de  tuberculosis  pulmonari,  hepatitis  viral  e 
infectiones  bacterian  e parasitari  del  intestino.  De  1975 
a 1978  esseva  facite:  1.935  tests  de  tuberculina  (“Tine”), 
40  radiographias  del  thorace,  616  examinationes  pro  le 
hepatitis  B (HBsAg)  (antigeno  de  superficie),  240  deter- 
minationes  del  transaminasa  seric  glutamic-piruvic 
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Letters  to  the  Editor 


The  need  for  funds  for  health  research: 
yet  excessive  military  funds 
are  obtaining  priority 

To  the  Editor:  Immunization  is  a real  advance  in  the 
technology  of  medicine,  but  immunization  forms  a small 
part  of  medical  practice.  Most  of  our  time  is  spent  in  the 
diagnosis  and  treatment  of  illness.  We  provide  personnel 
and  equipment  to  deliver  a service;  we  do  not  provide  a 
system  which  promotes  a state  of  health.  We  need  more 
research  into  the  prevention  of  disease  and  intensification 
of  methods  known  to  be  preventive. 

A pressing  need  is  the  prevention  of  arterial  disease.  Of 
course,  many  people  are  engaged  in  this  research  but  in- 
adequate funds  may  be  a restraint  on  the  scope,  facilities, 
and  personnel  needed.  In  the  49th  Annual  Report  of  the 
Cancer  Research  Campaign,  Doll  and  Kinlen3  stated  that 
“epidemiological  methods  have  already  revealed  many 
ways  in  which  cancer  can  be  prevented  and  there  are  good 
grounds  for  believing  that  they  will  reveal  many  more  in 
the  future.”  Research  is  required  to  reveal  them  and  to 
plan  effective  education  programs. 

Health  is  not  merely  absence  of  disease.  It  is  physical, 
mental,  and  social  well-being.  Many  people  do  not  have 
this  feeling  because  their  diet  and  housing  are  inadequate 
or  their  conditions  of  work  are  unsatisfactory  or  they  are 
underpaid  or  unemployed.  These  circumstances  may 
make  some  people  anxious,  reliant  on  alcohol,  and  tobacco 
as  tranquilizers,  resentful,  frustrated,  depressed,  even  vi- 
olent. It  seems  that  unemployment  and  poverty  lead  to 
illness.  The  sick  become  poorer  and  the  poor  become 
sicker.  Research  is  needed  to  determine  the  socioeconomic 
changes  necessary  for  the  promotion  of  health. 

Physicians  in  private  practice  obtain  their  income  by 
treating  illness.  Within  the  present  system  of  medical  care 
many  physicians  are  not  interested  in  “wellness,”  in 
maintaining  a positive  state  of  health.  One  can  question 
the  propriety  of  making  a living  out  of  the  perpetuation  of 
suffering.  The  teaching  hospitals  and  medical  schools 
have  considerable  power  within  the  medical  profession  and 
they  too  are  geared  to  the  treatment  of  illness.  As  most  of 
the  technology  to  which  students  are  exposed  is  in  the 
hospital,  physicians  are  trained  to  treat,  not  to  prevent, 
illness.  Hospitals  are  lucrative  markets  for  caterers,  fur- 
niture suppliers,  instrument  makers,  drug  manufacturers, 
and  health  insurance  companies.  Because  of  the  material 
benefits  to  the  providers,  this  arrangement  is  very  expen- 
sive for  the  users,  the  patients. 

Changed  objectives  in  the  health  industry  and  re-as- 
sessment of  our  technological  needs  in  hospitals  can  save 
significant  funds  now  used  in  the  treatment  of  disease, 
funds  which  can  be  used  in  the  pursuit  of  health.  Much 
money  still  is  needed  for  research  into,  and  the  practice  of, 
preventive  medicine. 

Only  24  percent  of  our  Federal  income  tax  money  is 
spent  on  social  services.  A redistribution  of  this  money  will 
lead  only  to  further  reduction  of  some  services  and  a lim- 
ited increase  in  funds  for  the  promotion  of  health.  In 


contrast  to  the  24  percent  spent  on  social  services,  53  per- 
cent of  income  tax  money  goes  to  the  military.  According 
to  the  Center  for  Defense  Information  of  the  National 
Science  Foundation,  arms  spending  is  the  largest  form  of 
government  expenditure  (excluding  Social  Security).  Last 
year’s  military  expenditures  were  over  $126  billion.  For 
fiscal  year  1979  the  average  American  household  is  paying 
$2,350  for  military  outlays  and  only  $39  for  health  research. 
SANE,  a Citizens  Organization  for  a Sane  World,  points 
out  that  military  spending  fuels  inflation  by  siphoning 
scarce  resources  into  nonproductive  purposes  and  by 
condoning  waste  and  cost  overruns.  Arms  production 
pours  dollars  into  the  economy  without  adding  a compa- 
rable volume  of  usable  goods — a classic  formula  for  infla- 
tion. 

Our  defense  must  be  adequate  but  the  budget  of  the 
huge  military  industry  appears  to  be  swollen  out  of  pro- 
portion to  the  requirements  of  national  security.  Ac- 
cording to  the  Bulletin  of  the  Atomic  Scientists15  we  can 
now  destroy  every  major  Soviet  city  50  times  over.  (They 
can  do  the  same  to  us  20  times  over).  The  Disarm  Edu- 
cation Fundc  reports  that  despite  a nuclear  overkill  ca- 
pacity that  can  destroy  the  entire  world  more  than  25  times 
over,  the  United  States  nuclear  arsenal  continues  to  grow 
at  the  rate  of  three  hydrogen  bombs  each  day.  The  Pen- 
tagon has  the  explosive  potential  of  more  than  600,000 
Hiroshima  bombs.  Efforts  must  be  made  to  reduce  the 
overkill  budget  of  the  military  and  to  divert  money  to  the 
maintenance  of  health  and  to  other  social  services.  The 
late  President  Harry  Truman  said  that  “no  military  man 
knows  anything  at  all  about  money.  All  they  know  is  how 
to  spend  it,  and  they  don’t  give  a damn  whether  they’re 
getting  their  money’s  worth  or  not.  Somebody  has  to  keep 
tabs  on  the  military,  and  all  the  time.” 

More  serious  is  the  possibility  that  the  surplus  stock  of 
arms  might  be  used,  not  for  defense,  but  for  attack. 
Physicians,  and  scientists  in  general,  should  be  ashamed 
by  their  lack  of  effort  to  diminish  the  chance  of  war.  The 
prevention  of  war  is  not  merely  a commendable  but  a 
necessary  objective  for  health  personnel,  considering  the 
enormous  mortality,  morbidity,  and  suffering  caused  by 
the  absolute  atrocity  of  war. 

We  must  reduce  the  amount  of  illness.  To  attain  this 
goal  much  money  is  needed  for  health  research.  Consid- 
erable funds  for  this  health  research  can  be  diverted  from 
the  unnecessarily  huge  military  budget.  This  research 
must  be  in  the  prevention  of  illness  and  the  application  of 
those  methods  known  to  prevent  human  suffering. 

WALLY  GORDON,  M.D.,  F.R.C.S. 

7320  Glenroie  Avenue 
Norfolk,  Virginia  23505 

“ Doll,  R.,  and  Kinlen,  L.  J.:  Epidemiology  as  an  aid  to  deter- 
mining the  causes  of  cancer,  in  the  49th  Annual  Report  of  the 
Cancer  Research  Campaign,  1972. 

11  Quoted  from  MX:  A threat  to  peace,  pamphlet  published  by 
SANK,  514  C Street,  N.E.,  Washington,  D.C.  20002. 

c Clark,  R.:  National  chairman,  The  Disarm  Education  Fund: 
A fact  sheet  and  letter  asking  for  membership  in  the  organization, 
175  Fifth  Avenue,  New  York,  N.Y.  10010. 
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A review  of  the  literature 


To  the  Editor:  The  enclosed  work  describes  an  experience 
I had  while  writing  a paper  some  years  ago,  “Rupture  of  the 
Diaphragm  After  Blunt  Trauma”  (Am.  J.  Surg.  1 19:  686 
[1970]). 

A REVIEW  OF  THE  LITERATURE 

I called  at  the  library 

For  papers  from  my  grandfather’s  time, 

Papers  I must  read  as  the  last  step 
In  developing  a fresh  discussion 
Of  a complicated,  Surgical  problem. 

The  young  librarian  brought  the  volumes. 

Their  aura  was  compounded  of  musty  scent. 

Cracked  and  crumbling  leather  binding 
And  the  light  brown  shading  at  the  edges 
of  powder-dry  pages. 

We  handled  them  gently — with  reverence. 

Later,  as  I read  quitely  alone,  the  aura  filled  the  room 
And  I was  not  at  all  surprised  to  learn, 

As  if  from  the  old  man,  speaking  softly  in  wisdom. 

How  much  of  what  I thought  was  fresh 
And  bright  in  my  discussion,  was  said  so  well 
So  many  years  ago. 

CARL  H.  ANDRUS,  M.D. 
Assistant  Professor  of  Surgery 
University  of  Rochester  School  of  Medicine  and  Dentistry 

601  Elmwood  Avenue 
Rochester,  N.Y.  14642 
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FRONT  COVER:  This  Arabic  translation  is  based  on 
the  original  Greek  manuscript  of  Dioscorides’  work  De 
Materia  Medica  which  was  the  leading  pharmacologic 
text  for  more  than  15  centuries.  The  translation  of  the 
leaf  appearing  on  our  cover  follows:  “And  this  syrup 
is  suitable  for  sore  throat  and  muscle  ache  and  head- 
ache, and  is  for  those  with  thick  mucus  in  the  throat,  to 
clear  the  pallor  of  face  and  to  promote  sleep.  Not 
suitable  for  the  bladder  and  kidney.” 

Preparation  of  syrup  for  cold  and  cough  and  abdominal 
swelling  and  diarrhea.  “Take  ‘Myrrh’  herb  quarter  of 
‘Aukia’*  and  ‘Sus’  herbe  one  eighth  of  ‘Aukia,’  and  white 
pepper  one  quarter  plus  one  eighth  of  ‘Aukia.’  Grind 
it  together  and  put  it  in  a piece  of  cloth  and  divide  it  into 
three  parts — A tasty  drink — let  it  stand  for  three  days, 
then  strain  it  and  store  it  in  a clean  jar,  drink  it  after 
supper.” 

* Weight  measurement. 


TABLETS 

ALDORIL»-25 

containing  250  mg  ALDOMET®  (Methyldopa  MSD 
and  25  mg  HydroOlURIL®  (Hydrochlorothiazide  MSD) 
TABLETS 

ALDORIL? -15 

containing  250  mg  ALDOMET*  (Methyldopa.  MSOi 
and  15  mg  HydroDIURIL®  (Hydrochlorothiazide  MSC) 

TABLETS 

ALDORIL®  D30 

containing  500  mg  ALDOMET®  (Methyldopa.  MSD) 
and  30  mg  HydroDIURIL®  (Hydrochlorothiazide.  MSD) 
TABLETS 

ALDORIL®  D50 

containing  500  mg  ALDOMET®  (Methyldopa,  MS0) 
and  50  mg  HydroDIURIL®  (Hydrochlorothiazide  MSD) 

MSD 

Merck  Sharp  & Dohme,  Division  ol 
Merck  & Co  , Inc  . West  Point,  PA  19486 
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(“SGPT”),  78  examinationes  directe  e cultural  del  feces 
e 38  contos  complete  del  sanguine  (“CBC”).  Le  test  (Tine) 
de  tuberculin  esseva  le  plus  informative:  detectava  de  1.5 
a 2.6  pro  cento  de  reactores  al  tuberculin.  Como  gruppo, 
le  guardas  de  casa  presentava  le  reactivitate  plus  elevate 
(10  pro  cento),  e etiam  ille  habeva  le  plus  proportion  de 
conversion  (13.6  pro  cento);  nonobstante,  nul  caso  pre- 
sentava tuberculosis  active.  Solmente  un  caso  de  HBsAg 
positive  esseva  trovate.  In  iste  studio  esseva  observate  que 
le  examination  microscopic  e per  cultura  del  excremento, 
le  determination  del  SGPT  e le  CBC  non  esseva  adequate 
como  tests  selective.  Le  resultatos  de  iste  studio  suggere 
que  le  hospitales  debe  determinar  de  altere  maniera  que 
empleatos  es  in  risco  de  adquirer  certe  morbos  infectiose 
e que  hospitales  pote  presentar  un  problema  a su  empleatos 
o a su  patientes. 

Schoeneman,  M.  J.,  Earon,  Y.,  Spitzer,  A.,  e Greifer, 

I.:  Hematuria  microscopic  idiopathic  persistente  in  pue- 
ros;  characteristicas  prognostic,  New  York  State  J.  Med. 
79:  1714  (Octobre)  1979. 

Le  hematuria  microscopic  idiopathic  persistente 
( HMIP)  es  de  relative  frequentia  in  pueros.  Nonobstante, 
le  causas  de  iste  hematuria  persiste  sin  explication  ben  que 
le  biopsia  renal  es  disponibile;  le  prognosis  es  difficile  de 
predicer  in  cata  caso.  In  un  effortio  pro  identificar  le 
characteristicas  clinic  e histologic  que  sia  de  signification 
prognostic,  nos  ha  facite  un  analysis  retrospective  de  omne 
patientes  con  HMIP.  Le  requirimentos  pro  le  selection 
de  casos  esseva  le  persistentia  de  hasta  per  le  minus  un 
anno  e le  absentia  de  trovatos  clinic  e histologic  que  poteva 
indicar  un  morbo  glomerular  de  curso  clinic  cognoscite. 
Un  gruppo  de  55  pueros  (27  feminas,  28  homines)  esseva 
qualifieate  pro  iste  studio.  Duo  variabile  esseva  trovate 
e de  elevate  valor  predictive  de  prognosis  paupere:  pro- 
teinuria de  plus  que  un  gramma  al  die,  e le  presentia  de 
fibrosis  interstitial  de  cellulas  spumose  al  biopsia  renal.  Le 
factores  de  risco  a que  nos  arrivate  in  nostre  studio  per- 
miteva  differentiar  le  gruppo  de  patientes  con  HMIP  con 
bon  prognosis  de  ille  con  mal  prognosis  in  forma  plus  exacte 
e in  un  stadio  plus  temprane  del  morbo  causal  que  anter- 
iormente. 

Ellis,  D.:  Insufficientia  renal  chronic;  effecto  del  dese- 
quilibrium  biochimic  supra  le  crescimento,  e rational  del 
therapia,  New  York  State  J.  Med.  79:  1719  (Octobre) 
1979. 

Le  insufficientia  renal  chronic  (IRC)  e le  hemodialysis 
in  pueros  juvene  es  associate  con  multiple  complicationes 
del  qual  le  plus  importante  es  le  retardo  del  crescimento 
e del  maturation  physic.  Factores  interne,  como  le  morbo 
specific  causante  del  IRC  e su  multiple  disturbamentos 
metabolic  ha  essite  previemente  considerate  como  le  plus 
factores  responsibile  del  disveloppamento  del  problema 
del  crescimento.  Nonobstante,  le  information  plus  recente 


implica  un  factor  externe,  le  malnutrition  caloric-proteinic, 
como  le  sol  determinate  plus  importante  del  retardo  del 
crescimento  in  le  pueros  con  IRC.  In  iste  reporte,  le  in- 
formation dietetic  additional  in  8 pueros  uremic  es  pre- 
sentate,  mostrante  un  importante  deficit,  particularmente 
del  calorias  consumite.  Iste  information  nutritional  es 
discutite  como  parte  del  disturbamento  biochimic  occur- 
rente  in  le  uremia  e su  relation  con  el  processo  del  cresci- 
mento. 

Pulice,  R.  T.,  e Lyman,  D.  O.:  Morbo  gonococcal  in- 
flammatori  del  pelvis.  Impacto  economic  in  Nove  York, 
Servicio  Medicaid,  in  1975,  New  York  State  J.  Med.  79: 
1728  (Octobre)  1979. 

In  1975,  le  Stato  de  Nove  York,  Servicio  Medicaid,  ex- 
pendeva  circa  de  3.710.000  de  dolares  in  le  tractamento  del 
morbo  inflammatori  pelvic  (MIP)  consecutive  a infectiones 
gonococcal  non  tractate.  Le  medicos  reportava  2.892  casos 
de  MIP  in  1975  dependente  del  servicio  Medicaid.  Le 
revision  de  iste  information  indicava  un  promedio  de  6.9 
dies  de  sojorno  in  le  hospital,  e un  promedio  de  1.280.50 
dolares  per  patiente.  Le  costo  actual,  le  casos  de  infection 
gonococcal  positive  e le  relation  inter  le  gonorrhea  e le  MIP, 
mesme  sin  symptomas  significative  in  le  feminas  sexual- 
mente  active,  es  indicate. 

Job,  C.  A.,  Fernandez,  M.  A.,  Dorph,  D.  J.,  e Betcher, 

A.  M.:  Reparation  del  hernia  inguinal;  comparation  inter 
le  anesthesia  local,  epidural  e general,  New  York  State  J. 
Med.  79:  1730  (Octobre)  1979. 

Le  records  de  110  patientes  consecutive  operate  de 
hernia  inguinal  infra  anesthesia,  local,  epidural  e general 
esseva  studiate  e analysate.  Le  characteristicas  general 
del  patientes  e le  problemas  medic  pre-existente  esseva 
similar  in  le  3 gruppos.  Non  habeva  mortalitate  ni  prob- 
lemas operatori  de  importantia  o complicationes  post- 
operatori.  Le  duration  medie  del  chirurgia  e anesthesia, 
le  dolor  post-operatori,  nauseas  e le  problemas  del  ferita 
chirurgic  esseva  similar  in  omne  gruppos.  Le  recuperation 
in  le  salla  de  recuperation  e le  duration  del  hospitalisation 
esseva  significativemente  plus  breve  infra  le  anesthesia 
local  que  infra  le  anesthesia  equidural  e general  (p  <0.05 
e p <0,001,  respectivemente).  Le  proportion  de  patientes 
ambulatori  in  le  die  prime  post-operatori  esseva  major  in 
le  patientes  operate  infra  anesthesia  local  (chi  x2  = 26,26 
— p <0,001).  Le  catheterisation  urinari  esseva  raremente 
necessari  in  le  gruppo  de  patientes  operate  con  anesthesia 
local,  e le  differentia  in  comparation  con  illes  operate  con 
anesthesia  epidural  e general  esseva  statisticmente  signi- 
ficative (chi  x2  = 10,49  — p <0,001).  Nostre  informe  nos 
permite  establir  que  le  ambulation  temprane,  le  preser- 
vation del  normalitate  del  reflexos  e le  breve  sojorno  in  le 
hospital  face  que  le  anesthesia  local  sia  superior  in  le  ma- 
joritate  del  casos. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


1804 


New  York  State  Journal  of  Medicine/October  1979 


I Continued  from  pane  1803 

Narcotic  register 

To  the  Editor:  Reference  is  made  to  the  article  in  the 
I April,  1979,  issue  of  the  Journal  by  Marr,  Cherubin,  and 
! Sapira.*  The  article  presents  cogent  evidence  in  support 
of  their  conclusion  that  various  indices,  specifically,  re- 
ported cases  of  tetanus,  hepatitis,  endixarditis  deaths,  and 
drug  dependence  deaths,  provide  a reasonable  basis  for 
estimating  prevalence  of  addiction.  However,  in  com- 
paring the  utility  of  these  indices  with  that  of  a narcotic 
register,  they  seem  to  imply  that  the  primary  purpose  of 
a narcotic  register  is  to  estimate  the  size  of  the  addicted 
population,  and  in  this  the  authors  are  wrong.  In  fact, 
when  appropriately  designed  and  utilized,  a narcotic  reg- 
I ister  can  afford  a unique  opportunity  to  carry  out  studies 
on  the  natural  course  of  addiction,  trends  in  the  charac- 
teristics of  the  addicted  population,  and  perhaps  most 
importantly  of  all,  evaluation  studies  of  addiction  treat- 
ment programs  and  other  preventive  and  control  measures. 
The  New  York  City  Narcotic  Register,  as  a case  in  point, 
was  indeed  used  extensively  for  these  purposes. 

The  authors  throw  in  gratuitously  a criticism  of  the  New 
York  City  Narcotic  Register:  “The  time,  money,  and  effort 
[to  establish  and  operate  the  New  York  City  Register]  seem 
to  have  gone  for  very  little  because  in  its  last  phase  all 
contact  with  outside  researchers  was  refused  because  of 
questions  of  “confidentiality.’  ” The  suggestion  that  the 
New  York  City  Narcotic  Register  refused  to  cooperate  with 
researchers  is  simply  untrue.  There  was  considerable 
cooperation  with  investigators  of  a wide  variety  of  agencies 
(one  widely  publicized  example  was  the  cooperative  anal- 
ysis of  data  which  was  carried  out  with  the  Drug  Law 
Evaluation  Project). 

More  disturbing  than  this  inaccuracy,  however,  is  the 
apparent  implication  (suggested  by  the  use  of  quotation 
marks  to  offset  the  word  confidentiality)  that  concern  re- 
garding the  confidentiality  of  the  Narcotic  Register  in- 
formation was  a subterfuge  designed  to  thwart,  for  reasons 
which  are  not  specified,  bona  fide  research  activities.  In 
fact,  stringent  confidentiality  was  mandated  in  the  City 
Council  bill  which  established  the  Register,  and  precluded 
unequivocally  the  release  of  any  information  which  could 
identify  individuals  reported  to  the  Register.  This  pro- 
hibition applied  to  researchers  no  less  than  to  others  who 
wanted  access  to  the  Register’s  files.  The  inability  to  ac- 
cept this  constraint,  and  the  rationale  on  which  it  is  based, 
w-as  experienced  repeatedly  by  the  staff  of  the  New  York 
City  Narcotic  Register.  No  demands  for  access  were  as 
insistent  as  those  from  researchers;  the  indignation  and 
anger  when,  in  accordance  with  legal  requirements,  re- 
quests for  access  were  denied,  were  never  as  great  as  when 
expressed  by  researchers.  Perhaps  this  self-righteous 
refusal  to  accept  the  need  for  absolute  confidentiality  ex- 
plains, in  part,  why  the  Narcotic  Register  ultimately  was 
adandoned  by  the  New  York  City  Department  of 
Health. 

ROBERT  G.  NEWMAN,  M.D. 

General  Director,  Beth  Israel  Medical  Center, 
10  Nathan  D.  Perlman  Place 
New  York,  N.Y.  10003 


Reply  from  Dr.  Marr  and  Dr.  Cherubin 

To  the  Editor:  Dr.  Newman’s  letter  amply  confirms  the 
statements  which  we  made  about  narcotic  registers  in 
general,  and  The  New  York  City  Narcotic  Register  in 
particular,  in  our  article  on  the  Medical  Indices  of  Narcotic 
Addiction. 

It  would  serve  no  purpose  to  go  into  the  details  of  this  old 
quarrel  which  is  of  little  interest  to  current  readers  since 
the  demise  of  The  Narcotic  Register  occurred  years  ago. 
Nevertheless,  we  feel  that  it  is  precisely  the  fate  of  The 
Narcotic  Register  that  justifies  the  use  of  simpler  and  more 
easily  obtained  indices  in  acquiring  information  about  the 
population  of  narcotic  addicts,  which  we  wrote  about  in  our 
article. 

Of  course,  a narcotic  register  can  be  put  to  many  more 
uses  than  just  making  an  estimate  of  the  size  of  the  ad- 
dicted population.  On  the  other  hand,  it  can  be  put  to- 
gether only  with  a great  deal  of  cooperation  from  the  re- 
porting agencies  and  a great  deal  of  time  and  money  for 
verification.  Yet,  for  it  to  be  of  multiple  uses,  the  infor- 
mation must  be  available  in  a matter  which  is  consistent 
with  the  purposes  not  only  of  the  mandated  agency,  but  of 
the  researchers  themselves,  and  of  others  who  would  use 
the  data. 

We  made  the  point  about  the  loss  of  the  resources  of  The 
Narcotic  Register  because  this  is  something  which  might 
happen  to  any  similar  program.  With  the  unique  inter- 
pretation of  “confidentiality”  which  was  current  during  Dr. 
Newman’s  directorship,  as  is  quite  clear  from  his  letter, 
many  researchers  found  it  virtually  impossible  to  work 
under  this  new  set  of  definitions  which  had  certainly  not 
obtained  under  the  Register’s  previous  directors.  The 
requests  declined  and  actual  use  was  nearly  eliminated. 
Being  unable  to  make  its  data  available  for  the  various 
purposes  of  various  research  groups,  The  Narcotic  Register 
lost  all  reasons  for  existence  and  so  was  terminated. 

Regardless  of  whether  the  particular  notions  of  what 
“confidentiality”  meant  were  appropriate  or  inappropriate, 
a narcotic  register  built  up  over  a period  of  more  than  ten 
years,  and  which  should  have  begun  to  give  us  valuable 
information,  was  suddenly  off  limits  to  researchers  and  to 
other  agencies. 

Rather  than  invest  in  such  a program,  our  city  and  other 
cities  should  seek  other  less  expensive  means  of  accumu- 
lating the  information  which  might  have  come  through  a 
narcotic  register. 

JOHN  S.  MARR,  M.D.,  M.P.H. 

Assistant  Commissioner 
Bureau  of  Preventable  Diseases 
The  City  of  New  York 
Department  of  Health 
125  Worth  Street 
New  York,  N.  Y.  10013 

CHARLES  CHERUBIN,  M.D.,  M.P.H. 

The  Jewish  Hospital  and  Medical 
Center  of  Brooklyn 


* Marr.  J.  S.,  Cherubin,  C.  E.,  and  Sapira,  J.:  Medical  indices 
of  narcotics  addiction;  Rise  and  fall  in  New  York  City,  New  York 
State  J.  Med.  79:  727  (Apr.)  1979. 
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MSSNY 

The  Medical  Society  of  the  State  of  New  York  (MSSNY),  one 
of  the  largest  medical  societies  in  the  world,  was  formed  more 
than  170  years  ago  to  federate  the  members  of  the  medical 
profession  in  New  York  State  into  one  organization.  Its 
purpose  is  to  extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine,  to  enhance  the  delivery  of  high 
quality  medical  care  for  all  people  in  the  most  economical 
manner,  to  further  scientific,  social  and  cultural  interests,  to 
promote  the  betterment  of  community  health  and  to  en- 
lighten and  direct  public  opinion  in  regard  to  the  problems 
of  medicine  and  health  in  the  best  interest  of  the  public. 
The  MSSNY  works  to  preserve  the  integrity  of  the  physi- 
cian/patient relationship.  It  maintains  vigilance  against 
federal  and  state  interference  in  the  practice  of  medicine. 
The  individual  freedoms  of  both  physician  and  patient  are 
maintained  with  the  individual  physician  exercising  his  own 
best  judgment  as  to  medical  care  and  treatment  needed  for 
his  patient. 

MSSNY— 

provides  numerous  services  for  its  members,  the  public  and 
the  news  media.  Assistance  or  information  regarding  the 
subjects  listed  below  is  available  by  telephoning  MSSNY  at 
(516)  488-6100  and  asking  for  the  extension  listed  at  the 
conclusion  of  the  appropriate  paragraph. 

MEMBERSHIP— 

New  York  State  law  recognizes  MSSNY  with  its  component 
county  medical  societies  as  the  official  representative  of 
physicians  in  New  York  State.  Membership  is  available  to 
physicians  living  and/or  practicing  in  New  York  State  through 
application  to  their  respective  county  medical  society.  Ext. 
254 

COMMITTEES— 

A vital  part  of  the  framework  of  the  MSSNY  is  its  committee 
system.  There  are  almost  one  hundred  committees, 
manned  by  physicians  from  all  parts  of  New  York  State. 
MSSNY  action  and  policy  is  mainly  based  upon  recom- 
mendations from  these  committees.  Ext.  297 

CONTINUING  MEDICAL  EDUCATION— 

Continuing  Medical  Education  is  mandatory  for  membership 
in  MSSNY  as  of  March  1,  1981.  The  Society  promoted  the 
organization  of  the  New  York  State  Council  on  Continuing 
Medical  Education  with  the  goal  of  improving  the  quality  of 
•dical  care.  It  will  determine  the  medical  education  needs, 
^courage  the  development  of  related  programs  of  educa- 


tion, maintain  a program  registry,  and  establish  procedures 
of  documenting  physician  participation.  Ext.  208 

MEDICAL  OFFICE  MANAGEMENT  WORKSHOPS— 

During  the  past  several  years  MSSNY  has  been  sponsoring 
an  increasing  number  of  specialized  Medical  Practice 
Management  workshops  for  physicians,  both  starting  and 
for  those  already  in  practice.  It  sponsors  “Establishing 
Yourself  in  Medical  Practice''  workshops,  “Financial  Control 
of  Your  Medical  Practice”  workshops,  and  “Medical  Practice 
Management”  workshops  at  various  locations  throughout 
New  York  State.  Ext.  286 
SOCIOECONOMICS— 

MSSNY  negotiates  for  the  worker’s  compensation  medical 
fee  schedule;  seeks  legislative  modification  of  the  law  and 
changes  in  the  rules  and  regulations  to  improve  their  im- 
plementation; and  concerns  itself  with  the  arbitration  of 
disputed  physician  bills.  Assistance  is  given  to  physicians 
in  their  disagreements  with  third  party  payors.  Close  liaison 
is  maintained  with  Blue  Shield,  Medicare,  Medicaid  and  other 
third  parties  to  deal  with  and  resolve  physicians’  prob- 
lems. 

The  Society  also  is  involved  in  hospital-professional  staff 
relations.  It  monitors  developments  in  Health  Service 
Agencies  and  keeps  the  membership  advised  of  develop- 
ments. MSSNY  provides  an  opportunity  for  inter-relation- 
ship and  liaison  with  the  specialty  societies.  The  PSRO 
committee  serves  as  a forum  for  the  exchange  of  ideas  and 
information.  Cost  Containment  activities  are  conducted 
through  this  division.  Ext.  206 

LEGISLATION— 

Proposed  legislation  and  regulations  having  an  influence  on 
the  practice  of  medicine  and  the  health  of  the  public  are 
carefully  analyzed  by  MSSNY.  Following  action  by  the 
Council,  MSSNY  informs  legislators  of  its  opinions.  MSSNY 
coordinates  with  AMA  regarding  federal  legislation.  Any 
member  can  recommend  constructive  legislation  to  MSSNY 
through  his  or  her  County  Legislative  Committee.  While 
governmental  control  of  the  practice  of  medicine  is  strongly 
resisted,  bills  to  improve  the  standards  of  medical  care  are 
generally  supported.  Information  on  medical  legislation  is 
readily  available  from  MSSNY.  Ext.  221 

COMMUNICATIONS— 

MSSNY  conducts  a continuous  statewide  program  dis- 
seminating information  internally  to  members  and  externally 
to  the  public.  Timely  information  is  channeled  to  news 
media.  Physicians  are  interviewed  by  representatives  of  all 
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media  and  thus  an  avenue  is  open  to  hundreds  of  news 
writers,  editors,  producers  and  reporters  for  accurate  facts 
on  the  medical  profession.  Ext.  205 

JOURNAL  OF  MEDICINE— 

The  monthly  New  York  State  Journal  of  Medicine  is  dedi- 
cated to  the  continuing  medical  education  of  the  physician. 
It  concentrates  on  original  scientific  subjects,  and  clinical 
studies.  Editorial  matter  consists  of  feature  articles,  reviews, 
clinocopathologic  conferences,  and  case  reports.  The 
Journal  also  serves  to  keep  the  membership  aware  of  the 
social,  economic  and  organizational  aspects  of  medical  care. 
The  special  section,  “What  Goes  on  in  Continuing  Medical 
Education,"  (Ext.  241)  includes  an  indexed  listing  of  CME 
programs  throughout  the  State,  and  also  includes  a special 
section  on  “Physician  Placement  Opportunities.”  As  the 
official  organ  of  the  MSSNY,  the  Journal  reflects  the  activities 
of  the  Society,  including  the  minutes  of  the  House  of  Dele- 
gates. Editorial — Ext.  219.  Advertising — Ext.  232 

NEWS  OF  NEW  YORK— 

The  semi-monthly  bulletin  provides  news  on  socio-economic, 
legislative  and  general  aspects  of  medical  and  MSSNY  ac- 
tivities, services  and  policy.  Ext.  284 

AD  REM— 

is  a concise  bulletin  for  fast  breaking  news  which  is  displayed 
on  special  boards  in  more  than  350  hospitals  throughout  the 
state.  Ext.  284 

MEDICAL  DIRECTORY— 

The  Medical  Directory  of  New  York  State  is  a computer- 
maintained  reference  on  licensed  New  York  State  physicians 
listing  their  professional  data  alphabetically  by  locality.  It 
also  contains  staff  lists  of  hospitals  in  the  state.  Ext.  258 

INSURANCE  & MEMBER  BENEFITS— 

MSSNY,  in  cooperation  with  county  programs,  provides 
members  with  numerous  group  insurance  programs  including 
Life,  Disability  income,  Professional  overhead  expense, 
Hospital  indemnity  and  Accidental  death  and  dismember- 
ment insurance.  Through  participation  in  these  programs 
members  save  far  in  excess  of  their  annual  dues.  Many 
physicians  are  enjoying  substantial  savings  through  MSSNY 
programs  for  leasing,  renting  or  purchasing  automobiles  and 
office  equipment.  A low  interest  financial  arrangement  with 
a major  bank  for  loans  and  other  financial  services  is  available 
to  physician  members.  Other  programs  are  also  available 
including  quality  office  furniture  at  substantial  discounts; 


special  membership  with  an  organization  offering  a wide 
spectrum  of  trips;  wholesale  prices  available  on  national 
brand  consumer  products;  and  special  computer  services. 
Ext.  371 

MEDICAL/LEGAL— 

The  MSSNY  General  Counsel  is  responsible  for  all  legal 
matters  involving  the  society  and  provides  medical-legal 
advice  to  individual  member  physicians  on  subjects  such  as 
confidentiality,  ownership  and  retention  of  medical  records 
and  x-rays,  patient  notification  requirements,  license  regis- 
tration, acupuncture  practice  requirements,  interpretation 
of  state  and  federal  laws  and  regulations  etc.  Ext.  201 

PHYSICIANS’  PLACEMENT  BUREAU— 

MSSNY  cooperates  closely  with  county  medical  societies 
in  providing  a placement  service  through  the  society’s 
Physicians’  Placement  Bureau.  Ext.  241 

INFORMATION— 

The  Department  of  Information  answers  non-technical  in- 
quiries received  from  the  public  and  the  profession.  An 
extensive,  quick  reference  file  is  maintained  on  literally 
thousands  of  medically  related  subjects.  Ext.  235 

CONVENTION— 

The  annual  convention  consists  of  the  scientific  session  and 
the  House  of  Delegates’  annual  meeting.  The  scientific 
session  provides  continuing  medical  education  through 
seminars,  scientific  sessions  and  scientific  & technical  ex- 
hibits. The  House  of  Delegates,  through  democratic  pro- 
cess, formulates  programs  and  policies  for  the  Society. 
House  of  Delegates  information:  Ext.  204  Scientific 

sessions  and  exhibit  information:  Ext  242 

JUDICIAL  COUNCIL— 

The  Judicial  Council  has  jurisdiction  to  hear  and  adjudicate 
all  appeals  by  physicians  who  have  been  excluded  from 
membership  or  appeals  from  members  regarding  decisions 
on  discipline  which  may  involve  the  privileges,  rights  or 
standing  of  members,  whether  in  relation  to  one  another, 
their  county  medical  society  or  to  MSSNY.  Ext.  201 

LIBRARY— 

The  Albion  O.  Bernstein  Library  is  located  in  the  MSSNY 
headquarters  building  and  provides  the  membership  and  the 
public-at-large  with  library  services  in  the  field  of  socioeco- 
nomics of  health  care  and  health  care  planning.  Ext. 
266 
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Jean  D.  Lockhart,  M.D. 

Director 

Department  of  Health  Services 
and  Government  Affairs 
American  Academy  of  Pediatrics 
P.0.  Box  1034 
Evanston,  Illinois 


A recent  review  and  re-en- 
dorsement of  breast-feeding  by 
the  Committee  on  Nutrition  of  the 
American  Academy  of  Pediatrics 
(AAP)  and  the  Nutrition  Commit- 
tee of  the  Canadian  Pediatric  So- 
ciety (1)  was  widely  disseminated 
by  the  media  as  being  news- 
worthy The  lay  press  have  also 
been  quick  to  report  occasional 
instances  of  contamination  of 
breast  milk  by  environmental  pol- 
lutants, such  as  PCBs  It  isevident 
that  there  is  a resurgence  of  pub- 
lic interest  in  breast-feeding 
Given  a choice,  newborn  in- 
fants would  undoubtedly  prefer 
breast  milk  to  any  other  even 
though  the  infant  must  exert  more 
effort  to  obtain  it.  It  is  pleasingly 
sweet  and  smells  like  mother. 
Moreover,  it  changes  in  composi- 
tion as  the  feeding  continues,  be- 
coming creamier  toward  the  end 
of  the  meal  But  hospital  and  soci- 
etal practices  may  influence  a 
mother  to  choose  formula-feed- 
ing without  any  conscious  deci- 
sion-making on  her  part 
As  summarized  by  the  AAP 
Committee  on  Nutrition,  the 
breast-fed  infant  has  the  follow- 
ing advantages  better  nutrition, 
extra  immunologic  factors  and 
miscellaneous  benefits  including 
“bonding  ’ The  Committee  re- 
corded changing  trends  in  breast- 
feeding, enumerated  factors  re- 
sponsible for  the  declining  of 
breast-feeding  and  recommend- 
ed changes  calculated  to  increase 
the  opportunity  for  successful 
lactation  in  mothers  who  choose 
to  breast-feed  their  infants,  even 
when  they  work  outside  the 
home 


Fat 

Human  milk  lipidsare  better  ab- 
sorbed than  those  of  cow's  milk  or 
of  earlier  marketed  infant  formu- 
las; however,  absorption  of  the 
fat  in  newer  infant  formulas  ap- 
proaches that  of  breast  milk  due 
to  replacement  of  butterfat  by 
vegetable  oils.  Preterm  infants 
absorb  all  fat  poorly,  particularly 
saturated  fat;  but  the  problem  is 
less  marked  on  breast  milk  or  for- 
mulas containing  medium-chain 
tryglycerides 

The  higher  cholesterol  content 
in  breast  milk  than  in  vegetable  oil 
formulas  may  have  significance 
on  later  life,  either  by  contributing 
to  bile  salt  synthesis  or  nerve  tis- 
sue or  by  inducing  enzymes 
which  improve  cholesterol  me- 
tabolism in  later  life,  but  this  is 
not  clear  and  requires  research 

The  high  linoleic  or  polyunsat- 
urated fatty  acid  content  of  for- 
mulas in  comparison  with  aver- 
age levels  of  14%  in  breast  milk  is 
of  unknown  significance  in  full- 
term  infants  Preterm  infants,  es- 
pecially those  on  formulas  high  in 
polyunsaturated  fats,  may  devel- 
op a deficiency  of  vitamin  E char- 
acterized by  hemolytic  anemia 
(2). 

Protein 

The  protein  level  of  formulas  is 
higher  and  the  proteins  are  quali- 
tatively different  from  these  in 
breast  milk  The  casein/albumin- 
globulin  whey  ratio  of  most  for- 
mulas is  approximately  76:24  and 
of  breast  milk  is  40:60  /3-lacto- 
globulin,  the  major  fraction  of 
albumin-type  protein  in  cow’s 
milk,  is  not  present  in  human  milk; 
the  major  albumin  of  human  milk 
is  or  -lactoglobulin  Methionine 
is  the  predominant  sulphuramino 
acid  in  cow's  milk,  whereas  rela- 
tively more  cystine  is  present  in 
human  milk  This  is  of  special  ad- 
vantage to  the  preterm  infant, 
whose  liver  is  inefficient  in  con- 
verting methionine  to  cystine.  In 
addition,  breast  milk  has  higher 


taurine  levels  than  formulas  Up 
to  25%  of  breast  milk  nitrogen  is  in 
the  form  of  non-protein  nitrogen; 
in  cow’s  milk,  the  NPN  is  only  6%. 
Thehigher  NPN  content  may  rep- 
resent an  advantage  for  anabol- 
ism and  growth. 

Low  birth-weight  infants  fed 
117  calories  per  kilogram  body 
weight  per  day  grow  well  on  for- 
mula and  at  a slightly  lower  rate 
on  pooled  breast-milk;  however, 
human  milk  may  be  the  superior 
feeding  (2). 

Iron 

Cow's  milk  is  higher  in  iron  and 
lower  in  lactoferrin,  an  iron-bind- 
ing protein,  than  human  milk;  the 
iron  in  breast  milk,  however,  is 
better  absorbed  and  present  in 
quantities  (0  2-0.3  u g/ml)  suffi- 
cient to  meet  the  requirements  of 
exclusively  breast-fed  infants  un- 
til they  triple  their  birth  weight. 
The  iron  in  current  formulas  is 
also  well  absorbed  due  to  heat 
treatment.  When  breast-feeding 
is  discontinued  before  six  months 
of  age,  the  use  of  formula  rather 
than  fresh  cow’s  milk  reduces  the 
risk  of  intestinal  blood  loss  (3). 

Breast-Feeding  and  Future 
Obesity 

Although  studies  differ  on  this 
point,  most  clinical  observers  find 
obesity  associated  more  often 
with  formula-fed  infants  than  with 
breast-fed  infants.  It  is  not  clear 
that  infant  obesity  predisposes  to 
childhood  or  adult  obesity  but  the 
possibility  is  reason  enough  to 
recommend  against  overfeeding 
of  infants.  It  is  difficult  to  over- 
feed an  exclusively  breast-fed 
infant. 

immunologic  and 
Anti-Allergic  Benefits 

Colostrum  and  breast  milk  pro- 
vide the  infant  with  active  leu- 
kocytes, with  antibodies  to  en- 
teric infections  and  with  the  im- 
munoglobulins, IgA,  IgMand  IgG 


honor  of  the  International  Year  of  the  Child 
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Respiratory  and  other  infec- 
tions are  less  frequent  in  breast- 
fed infants  The  lactoferrin  in 
breast  milk  has  an  inhibitory  ef- 
fect on  E coh  in  the  intestine  (4) 
The  fecal  flora  of  breast-fed  in- 
fants is  predominantly  L bilidus 
rather  than  the  adult-type  putre- 
factive bacteria  found  in  stools  of 
formula-fed  infants 

Early  exposure  to  cow's  milk 
and  other  food  antigens  is  believ- 
ed to  be  causally  related  to  aller- 
gic symptoms  in  later  childhood 
and  youth  When  there  is  a strong 
family  history  of  allergy,  breast- 
feeding is  often  recommended  by 
physicians. 

It  is  hoped  that  controlled 
studies  will  bear  out  the  clinical 
impression  that  breast  milk  pro- 
tects against  necrotizing  enter- 
colitis,  a serious  and  frequently 
fatal  form  of  diarrhea  in  infants 

Miscellaneous  Benefits 

The  renal  solute  loads  of  to- 
day's formulas  are  not  greatly 
higher  than  those  of  breast  milk 
and  afford  as  good  protection  to 
the  infant  with  immature  renal 
function.  For  infants  of  under 
1500  grams,  neither  formula  nor 
pooled  breast  milk  may  provide 
enough  sodium  and  calcium  for 
skeletal  growth 

One  of  the  major  benefits  of 
breast-feeding  is  the  bonding 
or  strong  early  mother/infant  in- 
teraction. reported  to  play  an  im- 
portant part  in  subsequent  mater- 
nal behavior  and  development  of 
her  offspring  (5.  6) 

Drugs  in  Breast  Milk 

The  litany  of  drugs  and  other 
chemicals  which  may  appear  in 
breast  milk  grows  longer  with 
time  The  human  mother,  who  is 
at  the  end  of  the  food  chain,  may 
concentrate  chemicals  to  which 
she  is  exposed  (DDT,  PCBs)  and 
they  are  presumed  to  be  toxic  to 
the  offspring  (7)  Most  of  the 
drugs  she  takes  appear  in  her  own 
blood  stream  and  then  in  her  milk 
in  amounts  depending  on  phar- 
macological factors  (8)  Whether 
or  not  the  risk  to  herinfant  of  con- 
taminants outweighs  the  benefits 
of  breast  milk  is  an  individual  de- 


cision not  easily  made,  in  the  case 
of  drugs,  she  can  sometimes  elect 
not  to  take  them 

Pooled  Breast  Milk 

Recently,  there  has  been  re- 
newed interest  in  providing  breast 
milk  to  premature  infants  (9)  Al- 
though fresh  human  milk  con- 
tains multiple  elements  which 
might  enhance  the  resistance  of 
neonates  to  infection,  when  it  is 
pooled  and  frozen  or  heat-treat- 
ed. the  active  leukocytes  are  de- 
stroyed and  in  the  case  of  heating, 
protective  proteins  may  be  inac- 
tivated There  is  a need  for  the 
development  of  standards  for  op- 
erating human  milk  banks  in  hos- 
pitals (10) 

Physiology 

If  there  is  any  doubt  that  the 
mammary  gland  is  a biological 
organ,  which  is  responsive  to 
stimuli  originating  with  the  need 
of  offspring,  one  may  study  the 
red  kangaroo  of  Australia  This 
marsupial  can  suckle  two  joeys 
simultaneously,  a younger  and  an 
older  one.  on  different  teats,  with 
milks  of  different  compositions 
The  smaller  gland  produces  milk 
with  less  protein  and  different 
proportions  of  fatty  acids  than  the 
gland  on  which  the  more  mature 
joey  is  feeding  (1 1 ) On  a more  fa- 
miliar level,  most  lactating 
mothers  experience  a let-down 
reflex  on  hearing  the  crying  of 
their,  or  another,  baby  Nurses  or 
mother's  helpers,  who  are  experi- 
enced in  breast-feeding,  can  be 
helpful  to  a new  mother  in  ex- 
plaining physiological  aspects  of 
nursing,  such  as  the  supply-de- 
mand relationship 

Recommendations 

The  Committee  on  Nutrition 
recommends  that  at  the  hospital 
level,  efforts  should  be  made  to 
foster  breast-feeding  by  avoiding 
separation  of  mother  and  infant 
during  the  first  24  hours  and  by 
allowing  breast-feeding  “on  de- 
mand". At  the  community  level, 
there  should  be  education  about 
breast-feeding  for  all  school 
children,  and  the  feasibility  of  day 
nurseries  near  mother's  work. 


enabling  her  to  continue  breast- 
feeding, should  be  studied 

Finally,  at  the  global  level, 
breast-feeding  may  be  life-saving 
for  infants  in  developing  coun- 
tries The  sanitary  and  economic 
advantages  of  breast  milk  make  it 
the  optimum  infant  food  there  as 
here 
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Month  m Washington 


With  the  Congress  adjourned  for  the  month  of  August, 
little  hard  news  of  medical  or  health  care  import  developed 
in  the  nation’s  capital,  despite  some  zesty  activity  in  other 
quarters. 

Thus  there  is  no  Month  in  Washington  for  August. 

But  much  of  importance  to  hospitals  and  medicine  did 
take  place  during  August — back  home  in  the  Congressional 
districts.  What  the  folks  back  home  told  their  members 
with  respect  to  the  Administration’s  hospital  cost  con- 
tainment legislation  will  be  clearly  visible  in  the  Congress 
shortly  after  it  returns  in  September. 

The  fate  of  the  storm-tossed  hospital  cost  containment 
bill  is  due  to  be  settled  in  September  when  both  House  and 
Senate  move  toward  showdown  floor  votes. 

The  outcome  in  both  cases  is  expected  to  be  close.  A 
defeat  in  either  chamber  probably  would  kill  the  mea- 
sure. 

The  stakes  are  high  for  President  Carter  and  for  the 
hospitals  and  other  health  care  providers  who  have  clashed 
with  the  Administration  for  two  years  over  the  plan  to 
impose  standby  Federal  ceilings  on  hospital  revenues. 

Carter  claims  the  measure  is  needed  to  curb  inflation  in 
health  care  costs  and  to  pave  the  way  for  a national  health 
insurance  program.  The  providers  contend  that  singling 
out  one  sector  of  the  economy  for  controls  is  unfair  and 
unworkable.  Ceilings  would  result  finally  in  rationing  of 
care,  they  say. 


Prepared  by  Washington,  D.C.,  office  of  the  American  Medical 
Association. 


HIGH  BLOOD  PRESSURE  CAMPAIGN 
ACCOMPLISHED  “NEAR  REVOLUTION” 

The  United  States  has  accomplished  a “near  revolution” 
in  its  approach  to  control  of  high  blood  pressure  in  the 
1970s,  declares  an  editorial  in  the  June  8 Journal  of  the 
American  Medical  Association. 

The  results  already  are  readily  apparent.  Deaths  from 
heart  disease  and  stroke  are  dropping  steadily  year  after 
year. 

There  is  general  agreement  among  physicians  that  high 
blood  pressure  is  an  important  cause  of  heart  failure, 
stroke,  and  kidney  failure,  and  that  these  serious  illnesses 
may  be  prevented  if  blood  pressure  is  brought  toward 
normal.  The  drop  in  death  rates  is  clearcut  evidence  that 
millions  of  Americans  are  controlling  their  blood  pressure 
in  the  last  few  years. 

The  National  High  Blood  Pressure  Education  Program, 
begun  in  1972,  has  informed  many  Americans  of  the  dan- 
gers of  the  condition,  and  has  motivated  many  to  do 
something  about  it. 


The  sharp  division  in  Congress  on  the  issue  is  reflected 
in  its  legislative  history  this  year.  The  Senate  Human 
Resources  Committee  approved  the  plan,  but  the  Senate 
Finance  Committee  rejected  it.  The  House  Ways  and 
Means  Committee  has  not  been  able  thus  far  to  bring  it  up 
for  a vote  due  to  the  strength  of  opponents. 

Nevertheless,  Congressional  leadership  has  decided  that 
t he  matter  must  be  settled  by  floor  votes. 

In  a Legislative  Alert  dispatched  to  constituent  state 
societies,  the  American  Medical  Association  said  the  Ad- 
ministration’s “cap”  proposal  would: 

(a)  Impose  substantial  new  regulatory  burdens  on 
an  already  overregulated  industry; 

(b)  Impose  an  arbitrary  and  unrealistic  ceiling  on 
hospital  revenues  which  could  lead  to  rationing  of 
health  care  pursuant  to  Federal  dictates;  and 

(c)  Cause  a deterioration  in  quality  of  care,  as  it 
makes  no  allowance  for  the  use  of  new  technology. 

The  Alert  said  the  Administration’s  proposal  “would 
directly  undermine  the  Voluntary  Effort’s  cost  contain- 
ment program.” 

The  bill  “penalizes  efficient  hospitals;  and  once  under 
control,  the  hospital  remains  controlled  for  the  life  of  the 
program,”  the  AMA  said. 

“Instead  of  dealing  with  the  underlying  causes  of  infla- 
tion (currently  running  at  more  than  13  percent  annually), 
the  Administration  is  using  hospitals  as  a scapegoat  to  di- 
vert attention  from  its  failing  monetary  and  economic 
policies  generally,”  the  Alert  declared. 

We  will  be  back  with  you  at  the  end  of  September  to 
report  how  it  all  turned  out. 


The  net  result  of  the  educational  efforts  of  health  pro- 
viders and  of  the  news  media  has  been  measurable  prog- 
ress. 

Since  1972  heart  disease  death  rates  have  fallen  by  more 
than  2 percent  a year.  And,  also  since  1972,  deaths  from 
stroke  have  declined  by  more  than  5 percent  each  year, 
leading  to  an  “extraordinary  32  percent  decline  in  stroke 
deaths  during  the  past  six  years,”  the  JAMA  editorial 
points  out. 

“Much  progress  has  been  made.  The  program  is  suc- 
ceeding, but  it  is  not  yet  successful.  Much  work  remains 
to  be  done.  Detecting  hypertension  and  selecting  a regi- 
men are  not  enough.  We  must  continue  to  improve  our 
skills  in  patient  counseling  and  motivations  to  ensure  that 
lifelong  regimens  are  followed.  Only  by  sustaining  the 
effort  already  begun  by  America’s  medical  community  can 
we  continue  to  make  progress  and  ultimately  achieve 
maximum  control  of  this  major  public  health  problem.” 

The  editorial  is  by  Robert  I.  Levy,  M.D.,  and  Graham  W. 
Ward  of  the  National  Heart,  Lung  and  Blood  Institute  of 
the  National  Institutes  of  Health,  Bethesda,  Md. 
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Medical  News 


Geriatric  medicine  academic  award 

Research  and  training  in  the  field  of  aging  has  only  re- 
cently been  recognized  by  academic  institutions,  physi- 
cians, and  clinical  investigators  as  important  in  treating 
the  medical  problems  of  the  elderly.  To  support  the  de- 
velopment of  programs  aimed  at  improving  the  quality  of 
education  in  geriatrics  and  encouraging  research  on  aging, 
NIH’s  N1A  (National  Institute  on  Aging)  recently  estab- 
lished the  Geriatric  Medicine  Academic  Award.  The  first 
of  these  awards  have  been  made  to  seven  medical 
schools. 

According  to  the  NIA  Director,  Dr.  Robert  N.  Butler, 
“we  have  some  330,000  practicing  physicians  in  this 
country,  many  of  whom  are  not  equipped  to  meet  the  needs 
of  today’s  23  million  old  people — a situation  which  is  likely 
to  grow  worse  as  the  number  of  older  people  increases  by 
almost  50  percent  in  the  next  three  decades.’’  The  NIA 
is  hopeful  that  through  the  Geriatric  Medicine  Academic 
Award  medical  schools  will  build  their  curricula  in  geriatric 
medicine  and  their  clinical  research  potential,  thus  en- 
abling physicians  to  better  understand  the  special  health 
problems  and  needs  of  the  elderly. 

The  Geriatric  Medicine  Academic  Award  will  allow  for 
the  development  of  undergraduate  medical  school  curricula 
and  continuing  medical  education  courses  in  geriatrics, 
basic  and  clinical  research  opportunities  in  gerontology, 
and  geriatric  residency  and  post-residency  training.  Re- 
cipients will  meet  annually  to  exchange  ideas,  methods,  and 
program  evaluations. 

The  latest  awardees  are:  Roger  Hickler,  M.D.,  Director, 
Unit  for  Study  of  Aging,  University  of  Massachusetts 
Medical  School,  Worcester,  Massachusetts;  Robert  L. 
Kane,  M.D.,  Associate  Professor  of  Medicine,  UCLA 
School  of  Medicine,  Los  Angeles,  California;  Richard  W. 
Lindsay,  M.D.,  Head,  Division  of  Geriatrics,  University  of 
Virginia  Hospital,  Charlottesville,  Virginia;  John  W.  Rowe, 
M.D.,  Assistant  Professor  of  Medicine,  Beth  Israel  Hos- 
pital, Boston,  Massachusetts;  R.  Knight  Steele,  M.D., 
Chief,  Geriatrics  Section,  Boston  University  Medical 
Center,  Boston,  Massachusetts;  William  A.  Tisdale,  M.D., 
Professor  of  Medicine,  University  of  Vermont,  Burlington, 
Vermont;  and  Richard  C.  U’Ren,  M.D.,  Associate  Professor 
of  Psychiatry,  University  of  Oregon  Health  Sciences 
Center,  Portland,  Oregon. 

The  NIA  was  established  in  1974  to  conduct  and  support 
research  in  the  biomedical,  social,  and  behavioral  aspects 
of  the  aging  process.  A major  NIA  commitment  has  been 
to  promote  the  need  for  high  quality  medical  treatment  for 
our  elderly  population. 

A semitechnical  booklet  describing  special  health 
problems  of  the  elderly,  Observations  in  Geriatric  Medi- 
cine, is  available  by  writing  NIA/OBS,  8630  Fenton  Street, 
Suite  508,  Silver  Spring,  MD  20910. 

Material  for  inclusion  in  the  medical  news  section  of  the  Journal 
must  be  received  eight  weeks  prior  to  publication  date. 
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Nominations  open  for  third 
annual  Bristol-Myers  award 
for  distinguished  achievement  in 
cancer  research 

Nominations  are  now  being  accepted  for  the  third  annual 
Bristol-Myers  Award  for  Distinguished  Achievement  in 
Cancer  Research,  according  to  Dr.  Alan  C.  Sartorelli, 
professor  and  chairman  of  the  Department  of  Pharma- 
cology of  the  Yale  University  School  of  Medicine  and 
chairman  of  the  Award  Selection  Committee. 

The  $25,000  award  is  made  annually  for  outstanding 
contributions  to  cancer  research. 

The  award  winner  is  selected  by  a five-member  panel  of 
judges  from  cancer  research  centers  at  Baylor,  Chicago, 
Johns  Hopkins,  Stanford,  and  Yale  Universities.  Each  of 
those  schools  participates  in  a $2.5  million  grant  program 
funded  by  Bristol-Myers  Company  to  promote  unre- 
stricted, innovative  cancer  research. 

Nominations  will  be  accepted  from  medical  schools, 
free-standing  hospitals,  and  cancer  research  centers  until 
December  31,  1979.  Only  one  nomination  from  each  in- 
stitution will  be  accepted.  For  forms  and  further  infor- 
mation, contact:  Secretary,  Awards  Committee,  Bristol- 
Myers  Company,  345  Park  Avenue,  Room  43-30,  New 
York,  N.Y.  10022. 

New  publication  just  issued 
by  the  American  Lung  Association 

Curing  tuberculosis  and  curbing  cigarette  smoking  will 
be  two  health  triumphs  of  the  twentieth  century,  according 
to  predictions  in  a new  publication  just  issued  by  the 
American  Lung  Association. 

Disappearance  of  the  custom  of  cigarette  smoking  before 
the  end  of  this  century  is  forecast  in  the  Christmas  Seal 
publication  which  reviews  the  accomplishments  of  the  lung 
association  from  its  beginnings  in  1904. 

Presented  from  an  imaginary  viewpoint  in  the  fu- 
ture— the  year  2004-and  called,  “The  First  Hundred 
Years,”  the  booklet  notes  that  before  World  War  I,  tobacco 
chewing — and  spitting — was  the  most  popular  form  of 
tobacco  consumption.  As  spitting  became  suspected  as 
one  way  of  spreading  TB  and  was  viewed  as  repellent,  the 
smoking  of  lighted  cigarettes  skyrocketed.  Conducted  in 
two  eras  a half-century  apart,  the  nationwide  efforts  of 
Christmas  Seal  associations  helped  eliminate  both  spitting 
and  smoking  from  the  social  scene,  says  the  booklet. 


“Early  in  the  20th  century  when  TB  was  a death  sen- 
tence, Christmas  Seal  associations  became  the  catalyst  of 
an  awesome  change,”  says  Frances  H.  Costikyan,  75th 
anniversary  chairman  for  the  American  Lung  Association. 
“We  provided  a way  to  involve  an  entire  country  in  the 
struggle  against  TB.  To  expand  this  approach  and  protect 
everyone’s  lungs,  associations  broadened  their  focus  to 
include  all  lung  disease.” 

By  the  beginning  of  the  21st  century,  the  anniversary 
publication  forecasts  the  creation  of  nonpolluting  trans- 
portation systems,  strict  pollution  controls  in  the  work- 
place, and  an  intricate  network  of  pediatric  pulmonary 
centers.  Also  projected  is  a dramatic  shift  in  personal  at- 
titudes toward  taking  responsibility  for  one’s  own  health 
and  life. 

As  a result  of  these  changes,  the  futuristic  publication 
reports  a sharp  drop  in  long-term  respiratory  disease, 
which  in  1979  afflicted  47  million  Americans,  young  and 
old. 

Copies  of  “The  First  Hundred  Years”  are  available  from 
the  American  Lung  Association,  1740  Broadway,  New 
York,  N.Y.  10019,  or  from  local  lung  associations. 

Here  and  there 

Appointed:  The  Board  of  Managers  of  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases  has  announced  the 
appointment  of  Myron  R.  Melamed,  M.D.,  as  chairman  of 
the  Department  of  Pathology,  effective  July  1. 

Grant:  Cornell  University  Medical  College  has  received 
a $50,000  grant  from  Sterling  Drug,  Inc.,  to  establish  vis- 
iting professorships  in  Pharmacology  in  honor  of  Walter 
F.  Riker,  Jr.,  M.D.,  chairman  of  the  medical  school’s  De- 
partment of  Pharmacology. 

The  grant,  designed  to  promote  the  interchange  of 
knowledge  between  colleges  and  universities  in  the  field 
of  pharmacology,  will  enable  Cornell  University  Medical 
College  to  invite  a guest  professor  to  the  campus  for  a week 
each  year  to  present  a major  lecture,  conduct  workshops, 
and  seminars  and  participate  in  other  educational  ses- 
sions. 


Honored:  Joseph  E.  Sokal,  M.D.,  who  retired  this  year 
after  serving  for  24  years  as  chief  of  Roswell  Park  Memorial 
Institute’s  Medicine  B Department,  has  been  named  to 
receive  the  1979  William  H.  Wehr  Award  for  outstanding 
work  in  the  fight  against  cancer.  The  award  was  presented 
to  Dr.  Sokal  on  August  9. 
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Build  the  arc 

Association  for  Retarded  Citizens 


MISCELLANEOUS 


POSTGRADUATE  COURSE:  PULMONARY  INFECTIONS  AN 

UPDATE.  The  Division  of  Pulmonary  Medicine,  Dept,  of  Medicine,  Queens 
Hospital  Center,  affiliation  of  Long  Island  Jewish-HMC  and  Health  Science 
Center,  Stony  Brook  (SL1NY),  under  the  direction  of  Faroque  A.  Khan,  M l)  , 
& Rqjinder  Chitkara,  M.D.,  Sunday,  October  21,  1979  at  Queens  Hospital  Center. 
Guest  speakers:  D.  Louria,  Professor  & Chairman  of  Public  Health.  Preventive 
Medicine,  New  Jersey  College  of  Medicine,  and  M.  Kaplan,  Chief  of  Infectious 
Disease,  Nassau  County  Medical  Center.  Fee:  $35  (includes  lunch).  7 Category 
1 AMA  credits.  Further  information:  F.  Khan,  M.D.,  82-68  164th  St.,  Jamaica, 
N Y.  11432,  or  call  (212)  990-2091  or  2092. 

BILLS  COLLECTED  ABUSE  IS  RULED  OUT  TACTFUL  YET  Suc- 
cessful 40  years  of  top  service  to  doctors  and  hospitals  Mail  billhead  lor 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y 10036. 
(212)730-0069 

LOANS  TO  PROFESSIONALS:  Utans  now  available  to  physicians  and  physicians 
in-training.  Easy  payments.  Loans  to  $50,000  and  more;  unsecured;  no  collateral 
necessary.  Consolidate  all  debts  or  any  purpose  loans.  For  full  information  call 
A.  Clayton  Rieder,  Financial  Consultant  (516)  935-1234  or  write  Dept.  71 1,  c/o 
NYSJM. 


PHYSICIANS  WANTED 


UPSTATE  NEW  YORK:  Internist  and  family  practitioner  to  join  three-man 
primary  care  group  in  suburban-rural  community  of  40,000  to  50,000  people  in 
Mohawk  Valley.  We  seek  two  associates.  New  hospital  and  extended  care  fa- 
cility. Excellent  schools  and  recreation  areas.  Partnership  available  after  One 
year.  Please  send  curriculum  vitae  to  Dept.  747.  c/o  NYSJM. 


THE  BEST  WAY  TO  SEE  WHY 
The  Westchester  School 
is  so  popular  is  to  see  it! 


Your  choice  of  7 
courses  in  the 
growing 

health  care  field: 

Med.  Asst..  Dental  Asst., 
Med.  Lab. Technician, 
Geriatric  & Pediatric 
Aide  (Nurse’s  Assts  ), 
Med.  & Dent.  Secy., 


Classes  day  or 
night. 

Licensed  by  N.Y.  Slate 
I d.  Dept. 

Free  placement 
assistance  for 
graduates . . . for  life! 


HKG  Technician, 
Legal  Assistant. 


e ^Westchester' Sc/£oo/ 

I OR  PAKAPKOI  I SSIOWI  I RAINING  - 
1311  ( hil.inn  Si  Album.  \ Y 12206  (518)  162-6621 
I N Rio.idu.ii  Ik  Inn- Plains.  N 5 10601  1911)128  1960 


275  Bm,, din  ill.. u ltd  (Rii  11(0  McKill,-  \N  11716 . 1516)  752  1060 


AC  TIVE,  VOLUNTARY  HOSPITAL  performing  300  cardiac  surgical  proce- 
dures/year with  large  volume  of  elective  and  emergency  thoracic  and  peripheral 
vascular  cases,  in  need  of  thoracic  and  cardiac  surgical  fellow,  hoard  eligible  in 
general  surgery  effective  immediately.  Contact  A.  Acinapura,  M.D.,  St.  Vincent’s 
Hospital,  New  York,  N.Y.  (212)  790-7655. 


EMERGENCY  PHYSICIAN:  A beautiful  community  in  Upstate  New  York  has 
an  opening  for  a N.Y.S.  licensed  physician  in  its  modern  emergency  department 
seeing  30,000  patients  annually.  Prefer  experienced  E.R.  physician,  or  one  who 
has  completed  residency  program  in  emergency  medicine  or  family  practice  for 
a 40-hour  week.  Full  specialty  backup.  Salary  commensurate  with  experience. 
Full  benefit  plan  including  malpractice  insurance.  Contact:  Irving  Cramer. 
M.D.,  Medical  Director,  St.  Luke’s-Memorial  Hospital  Center,  P.0.  Box  479, 
Utica,  N.Y.  13503. 


FAMILY  PHYSICIAN,  SUNNY  SOUTH:  USA,  to  join  hospital  and  start  practice 
with  new  hospital  under  construction.  Salary  guaranteed,  fringe  benefits  and 
more.  Send  curriculum  vitae  in  confidence  to:  Stan  Wright.  Physicians  Man- 
agement Services  Co..  Ste.  300,  225  Baronne  St..  New  Orleans,  LA  70112. 


EMERGENCY  PHYSICIANS,  SOUTH;  La;  Ms;  Ala;  Ark;  Fla;  USA.  Full-time 
openings  available  with  rapidly  expanding  group  providing  emergency  depart- 
ment coverage.  Malpractice  paid;  excellent  salary  for  2V2  days  work  per  week. 
Send  curriculum  vitae  in  confidence  to:  Stan  Wright,  Physicians  Management 
Services  Co.,  Ste.  300,  225  Baronne  St.,  New  Orleans,  LA  70112. 


GENERAL  PRACTITIONER  NEEDED  in  Columbia  County,  N.Y.  A large  rural 
area;  summer  camps  and  cottages,  excellent  schools  and  roads;  many  activities 
for  doctor’s  w ife.  Hospitals  in  Great  Barrington,  Mass.,  and  Hudson,  New  York, 
15  miles  East  and  West.  Hunting,  fishing,  golfing,  winter  sports.  Alfred  Near, 
Town  Supervisor,  Copake,  New  York  12516. 


PRIMARY  CARE  PHYSICIANS,  GERIATRICALLY  ORIENTED,  for  Haym 
Salomon  Home  for  the  Aged  in  Brooklyn,  N.Y.  Part  time/full  time.  Salary 
negotiable.  Liberal  fringe  benefits.  Submit  c.v.  to  Leo  Karron,  M.D.,  Medical 
Director,  2300  Cropsey  Ave.,  Brooklyn,  New  York. 


V 


NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS  available  with  emergency 
physician  group  throughout  Pa  . N.Y  , N.J.,  Mich  and  Southeastern 
U S.  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
service  with  minimum  guarantee  provided  Malpractice  paid.  Practice 
credits  towards  board  certification.  Physician  department  directors 
also  desired  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste 
400.  399  Market  St.,  Phila  . PA  19106  01  phone  215-925-3511. 


r 
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Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year's  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 


Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

New  York  Hempstead,  LI 

254  West  54  Street  1 75  Fulton  Avenue 

(212)247-3434  (516)481-2774 
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Equa-Lease 

$16500 

Per  Month  x 36  Months 

CHEVROLET  BUICK 

MONTE  CARLO  REGAL 

FORD  OLDSMOBILE 

T-BIRD  Equipment  CUTLASS 

V-6  Automatic  PS.  PB 
R/Def  Air.  T/G 
AM-FM.  W W Radials. 

B S Mldg  Wheel  Covers 

nfiirT  Just  pav rent' 

UUN  I build  equity  at  the 
same  time. 

You  have  the  option  to  buy  the  car  at 
the  end  of  the  lease  at  10%  over 
current  wholesale  used  car  value. 

It’s  Your  Option  - Not  Ours 

Call  Don  Kaler 
Peter  Biolsi 
At  516-222-9041 

CARANN  LEASING 

An  approved  MSSNY  Membership  Benefit 

Roosevelt  Raceway,  Westbury.  New  York 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant— capable  of  assisting  YOU  in  all 
phases  of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike  West  Hempstead,  N Y 11552 

516-483-0577 


PHYSICIANS 

Openings  are  available  throughout  the  U.S.  for  physi- 
cians seeking  choice  positions  with  industry  for  occu- 
pational medicine,  pharmaceutical  firms,  and  hospitals, 
and  in  solo  and  group  practice.  Absolute  confidentiality 
is  assured. 

Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH, 

Director  of  Medical  Placement 

DAVIS-OMEGA  5^. SSI™ 

(212)  840-0899 


PHYSICIANS  WANTED— CONT  D 


WANTED:  OB/GYN  PHYSICIAN,  CERTIFIED  or  eligible,  Finger  Lakes  arei 
Home  of  the  Watkins  Gen  Grand  Prix.  Contact:  John  J.  McDonald,  Admir 
istrator,  Schuyler  Hospital,  Montour  Falls,  N.Y.  14865.  (607)  535-7121. 

FAMILY  PRACTICE,  MIDWEST.  Private  practice  opportunity  with  establishe 
nine  man  group  near  modern  accredited  hospital.  Must  be  Board  eligible  cu 
Board  certified  and  do  OB.  No  weekend  call.  Excellent  referral  centers  an 
continuing  medical  education  in  adjacent  city.  Family  oriented,  suburban  lc 
cation.  Reply  with  curriculum  vitae  in  confidence  to  Dept.  744,  c/o  NYSJM. 


OBS/G  YN — FEMALE:  Completely  furnished,  equipped,  beautiful  office.  Ne' 
medical  building.  Solo  practice.  Work  two  mornings  a week  in  exchange  fc 
rent.  New  Jersey  licence,  Board  certified.  References.  (201)838-0188. 


EMERGENCY  MEDICINE  RESIDENCY:  Wilson  Memorial  is  a 576-be. 

teaching  hospital,  located  in  Upstate  New  York  and  affiliated  with  Upstat 
Medical  Center  in  Syracuse,  New  York.  At  this  time,  the  hospital  is  activel 
seeking  an  emergency  medicine  residency.  The  physician  will  have  a teachin  ( 
responsibility  in  the  present  residency  program.  The  position  requires  thre  : 
years  of  post  graduate  training  and  emergency  department  experience.  Salar 
is  negotiable,  and  we  have  a competitive  benefit  program.  We  are  an  equal  op 
portunity  employer.  If  interested,  send  curriculum  vitae  to:  J.  R.  Tallam,  M.D  I 
Director  of  Emergency  Medicine,  Wilson  Memorial  Hospital,  33-57  Harriso 
St.,  Johnson  City,  N.Y.  13790,  or  call  (607)  773-6371. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  or  Board  eligible,  to  join  a grot 
of  anest  hesiologists  located  at  a hospital  in  a suburban  area  of  Metropolitan  Ne 
York.  Please  send  curriculum  vitae  to  Dept.  745,  c/o  NYSJM. 

EMERGENCY  ROOM  OUTPATIENT  DEPARTMENT  physician  needed  in 
mediately;  320  bed,  modern,  general  hospital  with  complete  facilities  from  ca 
diovascular  surgery  to  a neonatal  intensive  care  nursery;  salary  negotiable;  e: 
cellent  fringe  benefits  including  retirement,  malpractice,  disability  and  suppli 
mental  life  insurance;  population  area  150,000  plus;  modern  town,  excellei 
schools  and  college;  near  Finger  Lakes.  Charles  H.  Kinley,  M.D.,  Directo 
Emergency/Outpatient  Department,  Arnot-Ogden  Memorial  Hospital,  Elmir  i 
N.Y.  14901.  (607)737-4256. 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NF 

York.  New  Jersey.  Connecticut/permanent  full-half  time  as  well  as  tempor; 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  conta 
Karrey  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  Yo 
N.Y.  10010.  Telephone:  (2121  532-7625. 


CALEDONIA,  NEW  YORK.  Livingston  County  needs  a family  physicir 
Contact:  William  S.  Andaloro,  M.D.  3144  Church  St.,  Caledonia  14423.  T 
(716)  538-6250. 


PEDIATRICIAN:  Board  eligible  or  certified  to  join  solo,  active  practice.  0 
portunity  to  expand.  Early  partnership.  One  hour  from  New  York  City.  Def 
739,  c/o  NYSJM. 

BOARD  CERTIFIED  OR  ELIGIBLE  PATHOLOGIST  to  direct  laboratory  of  ne ; 
85-bed  JCAH  approved  hospital  in  beautiful  Finger  Lakes  area.  Full  or  part-tir 
opportunity  available.  Send  curriculum  vitae  to:  Albert  D.  Charbonnea 
Executive  Vice  President,  Nicholas  H.  Noyes  Memorial  Hospital,  111  Cla 
Barton  St.,  Dansville,  N.Y.  14437. 


FELLOWSHIP,  CARDIAC  SURGEON.  Approximately  300  open  hearts  per  ye: 
Unusual  opportunity  to  learn  microsurgical  technique.  Contact:  George 
Green,  M.D.,  St.  Luke’s  Hospital  Center,  Amsterdam  Ave.  & 1 13th  St.,  New  Ym 
N.Y.  10025. 

DEPUTY  COUNTY  HEALTH  DIRECTOR  to  serve  as  County  Epidemiolog 
and  provide  policy  guidance  and  supervision  to  91  physicians,  engineers  ai 
others  engaged  in  disease  control,  environmental  and  laboratory  programmit  l 
Physician  with  MPH  and  one  year  public  health  experience.  Excellent  salat 
Curriculum  vita  to  Joel  Nitzkin,  M.D.,  Monroe  County  Health  Department,  1 ; 
Westfall  Rd.,  Caller  632,  Rochester,  N.Y.  14692. 

WANTED:  ANESTHESIOLOGIST,  BOARD  CERTIFIED  or  eligible,  for  575  b 
hospital  in  metropolitan  N.Y.C.  Affiliated  with  medical  school  and  offeri: 
liberal  salary  and  benefits  with  partnership  within  less  than  one  year.  Dept.  7^ 
c/o  NYSJM. 

FAMILY  PRACTICE  PHYSICIAN  wilh  special  interest  in  bariatrics  is  lookit 
for  a Board  certified  or  eligible  associate  for  family  practice.  Write:  Semi 
I )oros/c/.ak,  M.D.,  919  Konmoro  Avc.,  Buffalo,  N.Y.  14223.  (716)  875-7802. 
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RACTICES  AVAILABLE 


RTH0PED1ST,  planning  retirement,  would  like  to  sell  office  and  practice,  40 
yrs.  in  one  location,  flood  following.  Dept.  746,  c/o  NYSJM. 


CTIVE  SOLO  FAMILY  PRACTICE  available  immediately.  Doctor  retiring. 
Fully  equipped  office  in  excellent  condition;  prime  location;  suitable  for  1-2 
physicians.  Office  building  and  house  (convertible  for  business)  for  sale  or  lease. 
12  minutes  to  several  hospitals.  Robert  Geiger,  M.D.,  Call  9 a m.  9 p.m.  (315) 
458-6161. 


1DOW,  DISPOSING  OF  WELL-ESTABLISHED  OPHTHALMOLOGY 
practice  of  32  years.  Office  and  equipment  available  for  immediate  occupancy. 
Near  hospital.  Ample  parking.  Call  (914)  342-2577,  or  write:  P.O.  Box  729, 
Middletown,  N.Y.  10940. 


QUIPMENT 


JU1PMENT:  UROLOG1C  EXAMINING  TABLE;  various  cystoscopes;  pan- 
endoscope; resectoscope;  steel  sounds;  microscope;  Kollman  dilators;  bladder 
retractors;  cystoscopic  rongeurs;  electrodes.  Call  (914)  358-1577. 


EAL  ESTATE  FOR  SALE  OR  RENT 


IVERDALE,  YONKERS.  N.Y.  One  family,  16  rooms  incl.  7-room  doctor's  office, 
near  new  sr.  citizens  home,  $85,000;  One  family  brick,  10  rooms,  liv.  w/f,  modern 
kitchen,  3V>  baths.  Excellent  location,  $99,500;  One  family,  brick  Ranch,  27  yrs. 
old,  liv.  w/f,  1 V2  baths,  2-car  garage,  finished  basement,  $135,000;  also  one  family, 
7 bedrooms,  move-in  condition,  reasonable  taxes,  $85,000.  Boyle,  R.  E , (212) 
549-8225  or  (914)  963-4433. 


)UTH  SHORE,  LONG  ISLAND,  FREEPORT,  N.Y.  Modern  ground  floor  suite 
for  rent  in  active  medical  building.  Air  conditioned  1300  sq.  ft.  suitable  for  any 
tvpe  practice.  Lead-lined  X-ray  room  and  dark  room.  Referrals.  Reasonable. 
(516)  378-1414  or  379-5005. 


EY  WEST,  FLORIDA:  2 bedroom  condominium  on  ocean  with  swimming  pools, 
tennis  courts.  Fully  equipped  for  leisure  living.  Off  season  rates  $200  per  week 
until  December  1.  Incorporate  Super  Saver  airfares  to  Miami  plus  weekly  car 
rental  for  inexpensive  family  vacation.  For  info:  D.  S.  Kuk,  M.D.,  1105 

Greenbriar  Rd.,  Wilson,  N.C.  (919)  291-0703  or  291-7001. 


kU  (1ARDEN  HILLS.  N.Y.  Dental  or  medical  office  available  in  approximately 
600  tenant  project.,  150-11  72nd  Road.  Call  (212)  544-9400,  or  evenings  268- 
0890.  6 


ROFESSIONAL’s  DREAM  HOUSE:  Custom  designed  8-room  ranch,  quality 
built  by  owner  on  beautifully  landscaped  oversized  plot  with  attached  office  lo- 
cated in  Malverne,  Long  Island.  Currently  site  of  active,  2-man  medical  practice; 
separate  office  facility  featuring  reception  area,  consultation  office,  lab  and  4 
examination  rooms.  Distinctive  home  includes  3 baths,  sunken  living  room,  den 
with  fireplace,  formal  dining  room,  spacious  kitchen,  4 bedrooms  and  full  base- 
ment. Loaded  with  many  extras  that  must  be  seen  to  be  appreciated.  Home 
is  convenient  to  all  transportation  and  parkways.  Principals  only  should  contact 
owner  for  appointment  at  (516)  599-5721. 


ACTORS  OFFICE  SPECIALIST:  FOR  PROMPT.  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell  or 
appraise  a co-op,  contact  Nathan  H.  Friedman,  V.P.,  Douglas  Elliman-Gibbons 
& Ives,  Inc.,  575  Madison  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


PATEN  ISLAND,  N.Y.  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  laboratory,  and  is  located  near  S.I.  Ferry,  all  transportation,  schools, 
city  buildings,  and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist, 
otolaryngologist,  general  practitioner,  internist,  pediatrician,  and  ophthalmol- 
ogist.  For  further  information  contact  Paul  (212)  447-8001.  Also,  are  you 
qualified  to  open  a sleep  clinic?  There  is  a great  need  in  this  area.  Space 
available  in  our  medical  building.  Contact  Paul,  (212)  447-8001. 


X ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lynbrook.  L.I  Available  immediately.  Centrally  located  near  major  hos- 
pitals. Call  (212)  297-4140. 


Research  Project  in 

The  Treatment  of  Trigeminal  Neuralgia 
With  Chinese  Acupuncture  Techniques 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom 
medications  and  surgery  have  brought  no  significant  improve- 
ment, please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212)472-3000 

Acupuncture  treatments  will  be  free  of  charge  to  the  patient  if 
patient  brings  letter  from  referring  physician  that:  1)  Contains 

patient’s  medical  records.  2)  Stating  that:  a)  Referring  phy- 
sician agrees  to  participate  in  project,  by  evaluating  the  effects 
of  the  treatment  on  patient,  b)  Patient  will  remain  under  re- 
ferring physician’s  care.  Call  or  write  for  further  details. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


MANHATTAN’S  EAST  SIDE.  133  EAST  73RD  ST..  N Y C.  LEXINGTON 
Professional  Center.  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites  Furnished  & equipped  24  hour  answering  service;  receptionist 
Mad  service;  cleaning  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full  time.  (212)861-9000. 

DOCTOR’S  OFFICES  FOR  RENT  by  the  hour  or  full  time.  Modern  medical 
building  equipped  for  out-patient  diagnostic  work-up  and  ambulatory  surgery. 
Ideal  for  medical  and  surgical  specialists.  42-78  Main  St.,  Flushing  N Y (212) 
539-8800. 


MEDICAL  SUITE,  WHITE  PLAINS,  N.Y.  New  professional  building  near  White 
Plains  Hospital.  Prime  space,  footage  flexible.  (914)  949-0555,  or  946-3737. 


STATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
Island  s oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  and  is  located  near  S.  I.  Ferry,  all  transportation,  schools,  city  buildings 
and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist,  otolaryn- 
gologist, general  practitioner,  internist,  pediatrician  and  ophthalmologist.  For 
further  information  contact  Paul  (212)  447-8001. 


OTOLARYNGOLOGIST  RETIRING  SEPT.  1979.  For  sale:  House  with  office 
and  apartment,  equipment,  etc.  Schenectady,  New  York.  Call  (518)  374- 
4847. 


SOUTH  SHORE,  LONG  ISLAND:  FOR  SALE — Physician's  large,  9 year  old, 
6 bedroom  home  with  suitable  office;  3 huge  baths;  cedar  shingles,  patio;  4800 
sq.  ft.,  many  extras;  1/2  acre;  top  professional  and  impeccable  neighborhood;  safe; 
5 min.  to  large  teaching  hospital,  near  transportation,  recreational  facilities, 
colleges,  universities,  beaches.  Best  schools  for  your  children  and  wonderful 
community  for  your  family.  This  home  has  everything.  $135,000.  (516)  475- 
4880. 


ROCKLAND  COUNTY,  N.Y. —CHOICE  LOCATION:  Fully  furnished  medical 
suite.  Ideal  for  medical  or  surgical  specialist.  Share  proportion  of  rent  and 
utilities.  Hours  to  suit.  Opportunity  to  purchase  part  of  building  if  tax  shelter 
is  desired.  Opportunity  also  to  purchase  V2  interest  in  office.  Large  multi- 
specialty professional  building.  (914)  352-0500. 


DIX  HILLS,  LONG  ISLAND,  N.Y.  5 bedroom  farm  Ranch,  famed  Dix  Hills 
School  District  #5.  Three  baths,  country  kitchen,  laundry,  finished  attic 
playroom,  20  X 40  inground,  heated  pool,  one  acre  landscaped;  easy  access 
all  parkways;  central  air  conditioned;  central  vacuum;  many  extras.  Excellent 
professional  location.  Exclusive  membership  pool  & tennis  club.  $110,000. 
(914)  735-2232. 


DELINQUENT  ACCOUNTS? 

We  collect  your  overdue  bills  nationwide  without 
charging  collection  agency  fees.  Results  guaran- 
teed Free  sample  kit. 

Chas.  S.  Edward,  Dept.  087-2, 

6614  Lakeshore,  Dallas,  TX  75214 
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...featuring  postgraduate  courses 
designed  by  major  specialty  societies 


AMERICAN  MEDICAL  ASSOCIATION 
33rd  WINTER  SCIENTIFIC  MEETING 
JANUARY  12-15.1980 


This  year's  Winter  Scientific  Meeting  offers  an  exceptional 
educational  experience.  The  participation  of  the  specialty 
organizations  provide  the  opportunity  to  receive  expert  in- 
struction on  the  latest  developments  in  those  areas  of 
medicine  which,  while  outside  your  major  specialty,  may 
represent  a portion  of  your  practice.  You'll  receive  authorita- 
tive information  on  how  specialty  societies  are  handling  pro- 
blems similar  to  those  you  may  encounter.  The  participating 
societies  are: 

American  Academy  of  Dermatology 

American  Association  for  Thoracic  Surgery 

American  College  of  Cardiology 

American  College  of  Physicians 

American  Society  of  Clinical  Pathologists 

American  Society  for  Clinical  Pharmacology  & Therapeutics 

College  of  American  Pathologists 

Section  Council  on  Plastic,  Reconstructive  & Maxillofacial 
Surgery 

An  outstanding  scientific  program 

You  can  choose  from  45  postgraduate  courses,  20  symposia. 
Video  Clinics,  telecourses,  motion  picture  seminars,  and 
other  special  events.  Each  CME  event  is  designed  to  provide 
you  information  of  immediate  clinical  application.  At  this 
one  meeting,  you  can  earn  up  to  25  hours  of  Category  1 
credit — one  half  of  your  yearly  CME  requirements  for  the 
AMA  Physician's  Recognition  Award. 

PLAN  NOW  TO  ATTEND 


For  complete  information  on  the 
AMA  Winter  Scientific  Meeting 
in  San  Antonio,  Texas,  January 
12-15,  1980,  write: 

Dept,  of  Meeting  Services 
American  Medical  Association 
535  N.  Dearborn  Street 
Chicago,  Illinois  60610 


mm. 

1816 


what  goes  on 

CONTINUING  MEDICAL 
EDUCATION 


NEW  YORK  STATE  NOVEMBER  1979 


CONTENTS 


New  York  City  2 

Queens  County 4 

Nassau  County  4 

Suffolk  County  5 

Westchester  County  5 

New  Paltz 5 

Buffalo  5 

Future  Events  5 


Physicians’  Placement 

Opportunities  6 

Physicians’  Placement 

Application 9 

Community  Application 

for  Physician 10 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1042 
Telephone  516-488-6100. 

Compiled  by  the  Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 


SPECIALTY  INDEX 


Anesthesia  2,  3,  4 

Cancer  2,  3,  4 

Cardiology  3,  4,  5 

ENT  3,4 

Family  Practice 2,  3,  4 

Geriatrics  2,  4 

Internal  Medicine  2,3,4 

Neurology 2 

Obstetrics/Gynecology 2,  4 

Oncology  3 

Ophthalmology  3,  4 

Pediatrics  2,  3 

Physical  Medicine 3 

Psychiatry 3 

Radiology  2,3 

Surgery 2,  3,  4 


October  1979/New  York  State  Journal  of  Medicine  1817 

WGO-1 


NEW  YORK  CITY 


Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

September  1 1,  1979  through  May  27,  1980,  Tuesdays 
JOURNAL  CLUB  OF  THE  DIVISION  OF 
ENDOCRINOLOGY  AND  METABOLISM 
Drs.  Carter,  Haymovits,  Cheron,  Schussler,  Gemzell,  Orti 
NO  FEE  CREDIT:  AMA  Cat.  1 (51  hrs.) 

September  17,  1979  through  June  2,  1980,  Mondays 
NEUROENDOCRINE  CONFERENCE 

Drs.  Carter,  Haymovits,  Schussler,  Cheron,  Shucart,  Schutta 
NO  FEE  CREDIT:  AMA  Cat.  1 (13  hrs.) 

For  further  information  contact  C.  M.  Plotz,  M.D.,  Office  of 
Continuing  Education,  Box  51,  SUNY  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn  1 1203.  Tel:  212/ 
270-2422. 

November  12-13 

VISITING  PROFESSORS 
Department  of  Anesthesiology 
Benjamin  G.  Covino,  M.D. 

For  further  information  contact  Abraham  I.  Raskob,  M.D., 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brooklyn 
11203.  Tel:  212/270-1000. 


Doctors  Hospital 

170  East  End  Avenue  at  87th  Street 
4:15  p.m.,  Thursdays 
November  1,  1979  through  June  5,  1980 

THE  PREVENTION  AND  EARLY  DETECTION  OF 
DISEASE  IN  CLINICAL  PRACTICE 
This  course  will  deal  with  the  application  of  current 
knowledge  to  preventing  common  diseases  and  to  their 
detection  at  any  early  stage.  The  realization  of  these 
objectives  is  essential  for  quality  medical  care  and  for 
controlling  medical  costs.  Each  session  will  consist  of  a 
comprehensive  authoritative  discussion  and  a question  and 
answer  period. 

November  1 

CANCER  PREVENTION— AN  OVERVIEW 
Ernst  L.  Wynder,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Clifford  L.  Spingarn,  M.D., 
Chairman  on  Continuing  Medical  Education,  Doctors  Hospital, 
170  East  End  Ave.  at  87th  Street,  New  York  10028.  Tel: 
212/535-3000. 


Beth  Abraham  Hospital 

612  Allerton  Avenue 
Bronx 

11:00  a.m.,  Thursdays 
November  1 

CUTANEOUS  MANIFESTATIONS  OF  SYSTEMIC  DISEASE 
Peter  Burk,  M.D. 

November  8 

MODE  OF  ACTION  OF  ANTI-BACTERIAL  AGENTS 
Victor  Lorian,  M.D. 

November  15 

SENILE  DEMETIAS 
Robert  Katzman,  M.D. 

November  22 

NO  CONFERENCE 
November  29 

THE  SYNDROME  OF  POLYMYALGIA  RHEUMATICA  AND 
TEMPORAL  ARTERITIS 
Irving  Karten,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Beth  Abraham  Hospital,  612 
Allerton  Avenue,  Bronx  10467.  Tel:  212/920^6013. 


Lenox  Hill  Hospital 

100  East  77th  Street 
November  2-4 

HEAD  AND  NECK  RADIOLOGIC  DIAGNOSIS 
FEE:  $150.  Physicians  CREDIT:  AMA  Cat.  1 (17  hrs.) 

$100.  Residents 

For  further  information  contact  Guy  D.  Potter,  M.D.,  Director, 
Department  of  Radiology,  Lenox  Hill  Hospital,  100  East  77th 
Street,  New  York  10021.  Tel:  212/794-4305. 


The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

* The  Mount  Sinai  Medical  Center 
November  2,  Friday,  9:00  a m. -5:00  p.m. 

NEW  AMBULATORY  MEDICAL  AND  SURGICAL 
TECHNIQUES 

APPLICABLE  VENOUS  DISORDERS 

Robert  A.  Nabatoff,  M.D.  and  Staff 

FEE:  $100  CREDIT:  AMA  Cat.  1 (6 % hrs.) 

November  13,  20,  27,  December  4,  Tuesdays,  4:00  p.m. -6:00 
p.m. 

PM211  MICROCOMPUTER  SYSTEMS 
Norman  Kashdan,  M.S.,  Aran  Safir,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 
November  16,  Friday,  9:00  a. m. -5:00  p.m. 

THE  USE  OF  C02  LASER  IN  SURGERY 
Eugene  Friedman,  M.D. 

FEE:  $125.  (incl.  lunch)  CREDIT:  AMA  Cat.  1 (6V2 
hrs.) 

November  29-30,  Thursday  and  Friday,  8:30  a.m.-5:00  p.m. 

PM  160  ADOLESCENT  AND  PEDIATRIC  GYNECOLOGY 
Albert  Altchek,  M.D. 

FEE:  $125.  CREDIT:  AMA.  Cat.  1 (14  hrs.) 

November  30,  Friday,  9:30  a m. -4:00  p.m. 

MONOAMINE  OXIDASE  INHIBITOR  THERAPY 
Jesse  S.  Rosenthal,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (5  hrs.) 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

November  3-13 

EMERGENCY  MEDICINE  PROBLEMS 
For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx  10461.  Tel:  212/430-2822. 


Westchester  Square  Hospital  in  collaboration 
with  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

4:00-5:30  p.m. 

November  7,  Wednesday 
INFERTILITY 
Ruth  Freeman,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

November  21,  Wednesday 

PREGNANCY  AND  DIABETES 
Samuel  M.  Rosen,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 


New  York  Medical  College 

Flower  and  Fifth  Avenue  Hospital 

Five  East  102nd  Street 

November  7,  Wednesdays,  8:00-10:00  p.m. 

SEXUAL  DISORDERS 

FEE:  $450.-20  Sessions  CREDIT:  AMA  Cat.  1 & APA 
For  further  information  contact  Benjamin  J.  Sadock,  M.D., 
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Director,  Graduate  and  Continuing  Education  in  Psychiatry, 
New  York  Medical  College,  5th  Avenue  and  106th  Street, 
New  York  10029  Tel:  212/860-7362. 


The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 
Brooklyn 
November  7 

THE  IMPACT  OF  COMPUTED  TOMOGRAPHY  ON 

ONCOLOGY 

Leslie  Alexander,  M.D. 

November  14 

PROTEIN  ABNORMALITIES  IN  PLASMA  CELL  DISORDERS 
Edward  C.  Franklin,  M.D. 

November  2 1 

THERAPY  INDUCED  LEUKEMIA 
Fred  Rosner,  M.D. 

November  28 

DIAGNOSIS  OF  NEOPLASMS  OF  THE  LUNGS  & 

BRONCHI 

For  further  information  contact  Harvey  Dosik,  M.D.,  The 
Jewish  Hospital  and  Medical  Center  of  Brooklyn,  555 
Prospect  Place,  Brooklyn  1 1238.  Tel:  212/1211/13 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

November  7,  Wednesday,  7:30  p.m. 

Section  on  Anesthesiology  and  Resuscitation 

THE  PATIENT  WITH  CHRONIC  RENAL  FAILURE 
Robert  F.  Slifkin,  M.D. 

Khalid  M.  Butt,  M.D. 

ANESTHESIA  FOR  RENAL  TRANSPLANTATION 
Clara  L.  Linke,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  6:30  p.m. 
November  7,  Wednesday,  8:00  p.m. 

Section  on  Physical  Medicine  & Rehabilitation 
with  The  New  York  Society  of  Physical 
Medicine  and  Rehabilitation 

ELECTRODIAGNOSIS  IN  PHYSICAL  MEDICINE:  A 
HISTORICAL  PERSPECTIVE 
Joseph  B.  Rogoff,  M.D. 

CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 
November  12,  Monday,  7:30  p.m. 

Section  on  Orthopedic  Surgery 

THE  ANTERIOR  CRUCIATE  LIGAMENT  OF  THE  KNEE 
Robert  E.  Zickel,  M.D. 

OVERVIEW  OF  THE  ANTERIOR  CRUCIATE  INSUFFICIENT 
KNEE 

John  L.  Marshall,  M.D. 

MANAGEMENT  OF  ACUTE  ANTERIOR  CRUCIATE 
INJURIES  OF  THE  KNEE 
James  E.  Nixon,  M.D. 

STABILIZATION  OF  THE  CHRONIC  INSUFFICIENT 
ANTERIOR  CRUCIATE  KNEE 
David  L.  Macintosh,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  6:30  p.m. 
November  14,  Wednesday,  2:00  p.m. 

Section  on  Psychiatry 

RESIDENTS'  DAY  1979 

THE  PROCESS  OF  BECOMING  A PSYCHIATRIST 
Reception  6:15  p.m. — Subscription  Dinner  7:00  p.m. 
November  14,  Wednesday,  4:00  p.m. 

Section  on  Biomedical  Engineering  with  the 
Departments  of  Medicine  and  Surgery  Mount 
Sinai  Hospital  Medical  Center 


• Stern  Auditorium,  Annenberg  Building 
The  Mount  Sinai  Hospital  Medical  Center 
One  Gustav  Levy  Place 
New  York 

THE  EFFECTS  OF  PRESSURE  ON  TISSUE: 
EXPERIMENTAL  AND  CLINICAL  OBSERVATIONS 
Paul  W.  Brand,  F.R.C.S. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

November  19,  Monday,  4:30  p m. 

Section  on  Radiology  with  the  New  York 
Roentgen  Society 

SELECTED  TOPICS  IN  CHEST  RADIOLOGY 
Kent  Ellis,  M.D.,  Moderator 

ROENTGEN  MANIFESTATIONS  OF  PULMONARY  EDEMA 

IN  THE  ADULT 

Dorothy  I.  McCauley,  M.D. 

PULMONARY  EDEMA  IN  THE  INFANT  AND  CHILD- 
RECENT  DEVELOPMENTS 
Harold  Goldman,  M.D. 

THE  PLAIN  CHEST  FILM  IN  ACUTE  TRAUMA 
Charles  E.  Putman,  M.D. 

THE  ADULT  RESPIRATORY  DISTRESS  SYNDROME 
Kent  Ellis.  M.D. 

CREDIT:  AMA  Cat.  1 (1 V2  hrs.) 

Section  on  Radiotherapy 

PLACE  OF  RADIOTHERAPY  IN  MANAGEMENT  OF 
BRONCHIAL  CARCINOMA 
Omar  M.  Salazar,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

8:00  p.m. 

ASPIRATION  SYNDROME 
Charles  Putman,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

STAGING  AND  SURGICAL  MANAGEMENT  OF  EARLY 
BRONCHIAL  CARCINOMA 
Nael  Martini,  M.D. 

Section  on  Ophthalmology 

8:00  p.m. 

UVEAL  MELANOMAS 

Frederick  C.  Blodi,  M.D.,  Lorenz  E.  Zimmerman,  M.D. 
CONJUNCTIVAL  MELANOMAS 
Arthur  S.  Grove,  Jr.,  M.D.,  Frederick  A.  Jakobiec,  M.D. 
CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 
November  20,  8:00  p.m. 

Section  on  Surgery 

THE  FATE  OF  SURGICAL  PROGRAMS  IN  NEW  YORK 
STATE— IS  CURTAILMENT  A REALITY? 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 
November  28,  8:00  p.m. 

Section  on  Historical  Medicine 

MARIHUANA  BEFORE  COLUMBUS 
Gabriel  G.  Nahas,  M.D. 

Reception  6:15  p.m. — Subscription  Dinner  7:00  p.m. 


Research  Institute  for  Hearing  and  Balance 
Disorders,  Ltd. 

1 1 1 East  77  Street 
(1  part  of  4 series) 

November  9- 10 

BASIC  ELECTRONYSTAGMOGRAPHY 
FEE:  $300. 

For  further  information  contact  Research  Institute  for  Hearing 
and  Balance  Disorders,  Ltd.,  1 1 1 East  77  Street,  New  York 
10021. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 
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1300  Morris  Park  Avenue 
Bronx 

* New  York  Hilton  Hotel 
6th  Avenue  and  53rd  Street 
New  York 
November  10 

CRITIQUE  OF  VOLATILE  ANESTHETICS 
For  further  information  contact  Office  of  Continuing  Medical 
Education,  Albert  Einstein  College  of  Medicine,  1300  Morris 
Park  Avenue,  Bronx,  10461.  Tel:  212/430-2822. 


Manhattan  Eye,  Ear  and  Throat  Hospital 

210  East  64th  Street 
November  12-16 
TYMPANOPLASTY 

FEE:  $600.  CREDIT:  AMA  Cat.  1 (35  hrs.) 

AAFP  (35  hrs.) 

For  application  forms  and  further  information,  contact:  Cecil 
D.  Grimes,  Jr.,  M.D.,  Department  of  Otolaryngology, 
Manhattan  Eye,  Ear  and  Throat  Hospital,  210  East  64th 
Street,  New  York,  10021.  Tel:  212/838-9200. 


The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue 
* Cornell  Medical  Center 
Uris  Auditorium 
November  14,  7:00-9:00  p.m. 

UPDATE  YOUR  MEDICINE  1979-80 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Lila  A.  Wallis,  M.D.,  The 
Association  of  Practicing  Physicians  of  the  New  York 
Hospital,  1300  York  Avenue,  Box  #37,  New  York  10021. 


Beth  Israel  Medical  Center  cosponsored  by  The 
Page  and  William  Black  Post-Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of 
Medicine  (CUNY) 

10  Nathan  D.  Perlman  Place 
’ Podell  Auditorium 

November  15,  Thursday,  8:30  a. m. -4:00  p.m. 

THE  MANAGEMENT  OF  MALE  SEXUAL  DYSFUNCTION 
Arnold  Melman,  M.D. 

FEE:  To  be  announced  CREDIT:  AMA  Cat.  1 (6  hrs.) 

Memorial  Sloan-Kettering  Cancer  Center 

1275  York  Avenue 
November  17-18 

THE  DIAGNOSIS  AND  TREATMENT  OF  BONE  TUMORS 
FEE:  $200.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

For  further  information  write  A.  G.  Huvos,  M.D.,  Symposium 
Coordinator,  Memorial  Hospital,  1275  York  Avenue,  New 
York  10021. 

St.  Clare’s  Hospital  and  Health  Center 

415  W.  51st  Street 
(1  part  of  10  series) 

November  29,  Thursday,  7:30p.m. 

SURGICAL  TREATMENT  OF  GRAVES'  DISEASE 
William  C.  Cooper,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  St.  Clare’s  Hospital  and 
Health  Center,  Department  of  Ophthalmology,  415  W.  51st 
Street,  New  York  10019.  Tel:  212/586-1500  ext.  322. 

Columbia  University  College  of  Physicians  and 
Surgeons 

701  West  168th  Street 


* Sheraton  Centre 

52nd  Street  and  Seventh  Ave. 

November  29-30 

NUTRITION  AND  THE  KILLER  DISEASES 
Myron  Winick,  M.D. 

For  further  information  write  Director,  Institute  of  Human 
Nutrition,  Columbia  University,  701  West  168th  Street,  New 
York  10032. 


Semmelweis  Scientific  Society 

969  Park  Avenue 

* The  New  York  Academy  of  Medicine 
2 East  103rd  Street 
November  30,  8:30p.m. 

NEW  CONCEPTS  AND  DEVELOPMENTS  IN  MODERN 

OPHTHALMOLOGY 

Joseph  J.  Fried,  M.D. 

For  further  information  contact  Paul  A.  Radnay,  M.D.,  969 
Park  Avenue,  New  York  10028.  Tel:  212/879-2061. 


QUEENS  COUNTY 

Astoria  General  Hospital 

25-10  30th  Avenue 
Long  Island  City 

9:00  a.m.- 1 1:00  a.m.,  Saturdays 
November  10 

INSULINOMA  & HYPOGLYCEMIA 
Ulrich  Schubart,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

For  further  information  contact  Astoria  General  Hospital, 
25-10  30th  Avenue,  Long  Island  City  11102. 


NASSAU  COUNTY 


Long  Beach  Memorial  Hospital  cosponsored  by 
The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

445  E.  Bay  Drive 
Long  Beach 

November  6,  4:00-6:00  p.m.,  Tuesday 

SURGERY  IN  THE  GERIATRIC  PATIENT 
Marshall  F.  Weiss,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 
For  further  information  contact  Long  Beach  Memorial 
Hospital,  455  E.  Bay  Drive,  Long  Beach  11561.  Tel:  212/ 
432-8000,  ext.  362  or  363. 

Nassau  County  Medical  Center 

2201  Hempstead  Tpk. 

East  Meadow 
November  1 

ANAEROBIC  BACTERIAL  INFECTIONS:  NEW  CONCEPTS 
Mark  Kaplan,  M.D. 

November  8 

CLINICAL  APPLICATIONS  OF  ECHOCARDIOGRAPHY 
Prem  K.  Gupta,  M.D. 

November  15 

RESPIRATORY  FAILURE:  PATHOPHYSIOLOGY  OF 
PULMONARY  EDEMA 
Erick  Rackow,  M.D. 

November  29 

TREATMENT  OF  HYPERTENSION  IN  PATIENTS  WITH 
COEXISTING  RENAL  DISEASE 
Robert  S.  Brown,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  David  W.  Westring,  M.D., 
Nassau  County  Medical  Center,  2201  Hempstead  Tpke.,  East 
Meadow  11554.  Tel:  516/542-0123. 
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Long  Island  Jewish-Hillside  Medical  Center  & 
SUNY,  Stony  Brook 

Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 
November  5 

DOES  MODIFICATION  OF  RISK  FACTORS  INFLUENCE 
THE  COURSE  OF  CORONARY  DISEASE 
Steven  M.  Zeldis,  M.D. 

November  9 

BIOLOGY  AND  PSYCHOPHARMACOLOGICAL 
TREATMENT  OF  DEPRESSION  AND  SCHIZOPHRENIA 
CREDIT:  AMA  Cat.  1 (7  hrs.) 

November  19 

HEMODYNAMIC-HUMORAL  CORRELATIONS  IN 
HYPERTENSION 
Gaddo  Onesti,  M.D 
November  26 

MITRAL  COMMISSUROTOMY— REVISED 
Frances  Raia,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Robert  I.  Hamby,  M.D., 
Department  of  Medicine  Division  of  Cardiology,  The  Heart 
Institute  of  the  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park  1 1042. 


SUFFOLK  COUNTY 


SUNY  at  Stony  Brook 

* Health  Sciences  Center 
Stony  Brook 
November  3 

ENUMBERATION  OF  T AND  B LYMPHOCYTES 
FEE:  $65.  CREDIT:  AMA  Cat.  1 (6V2  hrs.) 
November  30 

MANAGEMENT  OF  THE  TROUBLED  CHILD 
FEE:  $35.  CREDIT:  AMA  Cat.  1 (7  V2  hrs.) 

For  further  information  contact  Tamarath  K.  Yolles,  M.D., 
Assoc.  Dean  for  Continuing  Medical  Education,  Tel:  516/ 
444-2094/2135. 


WESTCHESTER  COUNTY 


St.  Joseph’s  Medical  Center 

127  South  Broadway 
Yonkers 

November  8,  9:00  a.m. 

THE  CURRENT  STATUS  OF  CARDIAC  PACEMAKERS 
Roland  Werres,  M.D. 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph's  Hospital,  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700. 


New  York  Medical  College 

Westchester  County  Medical  Center 
Elmsford 

November  14-17 

SEMI-ANNUAL  OCULOPLASTIC  SURGICAL  DISSECTION 
COURSE 

An  in  depth  symposium  to  provide  the  practicing  and  resident 
surgeon  with  an  Oculoplastic  Course  employing  Live  Surgery 
Video  Tapes,  Films,  Lectures  and  Participant's  Cadaver 
Surgery. 

FEE:  $600.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

November  18-20 

SEMI-ANNUAL  VII  NERVE  SURGICAL  DISSECTION 
COURSE 

A unique  and  practical  surgical  course,  presented  by  Multiple 
disciplines,  covering  the  management  of  facial  spasm  and 


facial  palsy  and  featuring  participant’s  Cadaver  Surgery. 
FEE:  $500.  CREDIT:  AMA  Cat.  1 (25  hrs.) 

For  further  information  contact  Mrs.  P.  Tamkin,  c/o  Dr.  P. 
Guibor,  630  Park  Ave.,  New  York  10021.  Tel:  212/734- 
1010. 


NEW  PALTZ 


Mid-Hudson  Consortium  for  Advancement  of 
Medical  Education  in  collaboration  with  New 
York  Medical  College 

* State  University  College 
New  Paltz 

November  1,  9:00  a m. -3:20  p m. 

VIRAL  HEPATITIS:  CURRENT  APPROACHES  TO 
MANAGEMENT  PROBLEMS 
William  S.  Rosenthal,  M.D. 

RISKS  AND  DIAGNOSIS  OF  COLON  CANCER 
Sidney  Winawer,  M.D. 

PEPTIC  ULCER:  CURRENT  CONCEPTS  IN  DIAGNOSIS 
AND  TREATMENT 
John  Dobbins,  M.D. 

CURRENT 

CREDIT:  AMA  Cat.  1 (5  hrs.) 

For  further  information  contact  State  University  College,  New 
Paltz,  12562. 


BUFFALO 


Roswell  Park  Memorial  Institute  and  American 
Cancer  Society 

NYS  Division,  Inc.  and  Erie  County  Unit 
666  Elm  Street 
Buffalo 
November  8 

TUMORS  INVOLVING  THE  SKIN 

FEE:  $25.  CREDIT:  AMA,  AAFP,  AOA 

For  further  information  contact  Gayle  Bersani,  R.N.,  Cancer 

Control  Coordinator,  Roswell  Park  Memorial  Institute,  666 

Elm  Street,  Buffalo  14263.  Tel:  716/845-4406. 


FUTURE  EVENTS 


American  Cancer  Society,  Inc. 

777  Third  Avenue 
New  York 
* Palmer  House 
Chicago,  Illinois 
April  17-19,  1980 

AMERICAN  CANCER  SOCIETY  NATIONAL  CONFERENCE 
CANCER  PREVENTION  AND  DETECTION 
NO  FEE  CREDIT:  AMA  Cat.  1 (14V2  hrs.) 

For  further  information  write  Nicholas  G.  Bottiglieri,  M.D., 
American  Cancer  Society,  National  Conference,  Cancer 
Prevention  and  Detection,  777  Third  Avenue,  New  York 
10017. 


Dent  Neurologic  Institute  of  Millard  Fillmore 
Hospital  and  School  of  Medicine  (SUNYAB) 

* Niagara  Hilton 
Niagara  Falls 
June  12-14,  1980 

THE  ANEURYSM  PATIENT:  PREOPERATIVE  AND 
POSTOPERATIVE  CARE 

Drs.  Maurice  Albin,  Jack  Fein,  Eugene  Flamm,  Allan  Fox, 
Walter  Grand,  John  Jane,  Sydney  Peerless,  Robert  Wilkins 
For  further  information  contact  Dr.  L.  N.  Hopkins,  Course 
Director.  The  Dent  Neurologic  Institute  of  the  Millard  Fillmore 
Hospital,  3 Gates  Circle,  Buffalo  14209. 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  (Suburban)  Erie/Niagara  County  needs  a Anes- 
thesiologist. Contact  Samuel  L.  Lieberman,  M.D.,  1557  Colvin 
Blvd.,  Buffalo  14223.  Tel:  716/873-7979. 

DERMATOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Dermatologist,  Neurologist 
and  Pediatrician.  Contact  Mr  Charles  D.  Hicks.  Director,  Phy- 
sicians' Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  Jacob  Buchbinder,  Putnam  Community 
Hospital,  Carmel  10512.  Tel:  914/279-5711. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  an  Emergency  Room 
Physician.  Contact  J.  A.  Agvero,  M.D.,  Director  Emergency 
Services.  Brookhaven  Memorial  Hospital,  Patchogue  11772. 
Tel:  516/654-7236  or  593-7080,  Page  461. 

ENT 

ONEIDA,  N.Y.,  Madison  County  needs  a ENT  Physician  and  Family 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road. 
Oneida  13421.  Tel:  315/363-8905. 

FAMILY  PHYSICIAN 

ALBION,  N.Y.,  Orleans  County  needs  a Family  Physician  and  General 
Surgeon.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  14411.  Tel:  716/285-4789. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  ENT 
Physician,  Dermatologist  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 

BEAVER  FALLS,  N.Y.,  Lewis  County  needs  a Family  Physician. 
Contact  Beaver  River  Health  Services  Council  Beaver  Falls, 
13305.  Tel:  315/346-1111. 

BOLIVAR,  Allegany  County  needs  a Family  Physician.  Contact 
Jen-Min  Wang,  M.D.,  252  N.  Main  Street,  Bolivar  14715.  Tel: 
716/928-1905. 

BUFFALO,  N.Y.,  Erie  County  needs  a Family  Physician.  Contact 
M.  L.  Musselman,  M.D.,  Director,  University  Health  Service,  State 
University  of  New  York  at  Buffalo,  216  Michael  Hall,  Buffalo 
14214.  Tel:  716/831-3316. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 

HOLCOMB,  N.Y.,  Ontario  Country  needs  a Family  Physician. 
Contact  Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469. 
Tel:  1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  PC., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician, 
Internist,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NEWFANE,  N.Y.,  Niagara  County  needs  a Family  Physician.  Con- 
tact V.  J.  Singh,  M.D.,  2596  William  St.,  Newfane  14108.  Tel: 
716/778-9600. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 

NEW  YORK,  N.Y.,  needs  a part-time  Family  Physician.  Contact  F. 
P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office,  321  W. 


44th  Street,  New  York  10036.  Tel:  212/586-1550. 

NIAGARA  FALLS,  N Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Biagio  Mansueto,  M D„  Physician  Recruitment  Com- 
mittee, Medical  Society  County  of  Genesee,  P.O.  Box  488,  Ni- 
agara Falls  14302.  Tel:  716/285-5789. 

OAKFIELD,  N Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M D,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Family  Physician,  Ortho- 
pedic Surgeon  and  Pediatrician.  Contact  J.  Sherwood  Durham, 
Oswego  Hospital.  1 10  West  Sixth  Street,  Oswego  13126. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gny  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue  1 1772.  Tel:  516/654-7095. 

POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Street,  Norwood 
13668  Tel:  315/353-9922. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician. 
Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SCOTTSVILLE.  N.Y.,  Monroe  County  needs  a Family  Physician. 
Contact  Dr  Anne  Harrison,  822  Brown's  Rd.,  Scottsville  14546. 
Tel:  716/889-4483. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands.  Administrator,  The  Hospital,  Sidney  13838.  Tel: 
607/563-9934. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician,  In- 
ternist, Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pediatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 

GENERAL  SURGEON 

ALBION,  N.Y.,  Orleans  County  needs  a General  Surgeon  and  Family 
Physician.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  14411.  Tel:  716/285-4789. 

HANCOCK,  N.Y.,  Delaware  County  needs  a General  Surgeon  and 
Internist.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon. 
Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

INTERNIST 

LITTLE  FALLS,  N.Y.,  Herkimer  Country  needs  an  Internist.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  04 
262. 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1042 
Telephone  516-488-6100. 
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HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist  and  General 
Surgeon.  Contact  Osias  M.  Villafior,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  St.,  Hudson  12534. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  J.  P. 
Bonin,  M.D.,  Gelder  Medical  Group,  44  Pearl  Street,  Sidney 
13838.  Tel:  607/563-9961. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist  and  Obstetrician/ 
Gynecologist.  Contact  Chuck  Pattison,  Adm.,  Sodus  Health 
Center,  Box  A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Internist,  Family 
Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs.  E.  Huggler,  R.N.,  Tel:  914/794-4545. 

WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue,  Woodside  11377.  Tel: 
212/278-0440. 

NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Pediatrician 
and  Dermatologist.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians’  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

NORWICH,  N.Y.,  Chenango  County  needs  a Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  697/334-2756. 

RICHMOND  HILL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gyecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  1Q5th  St., 
Richmond  Hill  11418.  Tel:  212/849-8674. 

SODUS,  N.Y.,  Wayne  County  needs  an  Ob/Gyn  Physician  and  In- 
ternist. Contact  Chuck  Pattison,  Adm.,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Internist  and  Pediatrician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WEBSTER,  N.Y.,  Monroe  County  needs  and  Ob/Gyn  Physician. 
Contact  James  J.  Finnerty,  M.D.,  104  Paddock  St.,  Watertown 
13601.  Tel:  Office  315/782-6070.  Home  315/788-3644. 

WEBSTER,  N.Y.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
Contact  Eastside  Medical  Group,  P C.,  193  W.  Main  Street, 
Webster,  14580. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

FULTON,  N.Y.,  Oswego  County  needs  an  Opthalmologist.  Contact 
Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S.  Fourth  St., 
Fulton  13069.  Tel:  315/592-2224. 

ORTHOPEDIC  SURGEON 

FULTON,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon. 
Contact  Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S. 
Fourth  Street,  Fulton  13069.  Tel:  315/592-2224 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician.  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 


STONY  BROOK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist. Contact  James  W.  G.  Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

PATHOLOGIST 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  a Pathologist. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Messena  13662.  Tel:  Call  collect  315/769-9991. 

PEDIATRICIAN 

AUBURN,  N.Y.,  Cayuga  County  needs  a Pediatrician,  Neurologist 
and  Dermatologist.  Contact  Mr.  Charles  D.  Hicks,  Director 
Physicians’  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

DANSVlLLE,  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita  M.  Gungon,  M D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296. 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Pediatrician,  Family 
Physician  and  Orthopedic  Surgeon.  Contact  J.  Sherwood 
Dunham,  Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Pediatrician  and  Psy- 
chiatrist. Contact  Dorothy  S.  Lane,  M.D.,  Dept,  of  Community 
Medicine,  Brookhaven  Memorial  Hospital,  101  Hospital  Rd., 
Patchogue  11772.  Tel:  516/654-7095. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  Ob/Gyn 
Physician,  Family  Physician  and  Internist.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PHYSICAL  MEDICINE  & REHABILITATION 

NEW  YORK,  N.Y.,  needs  a Physical  Medicine  & Rehabilitation 
physician.  Contact  S.  J.  Yue,  M.D.,  Director,  Rehabilitation 
Medical  Service,  St.  Luke's  Hospital  center,  114th  Street  & 
Amsterdam  Ave.,  New  York  10025. 

PLASTIC  SURGEON 

ALBANY,  N.Y.,  Albany  County  needs  a Plastic  Surgeon.  Contact 
Ray  A.  Elliott,  Jr.,  M.D.,  23  Hackett  Blvd.,  Albany  12208. 


PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Psychiatrist  and  Pedi- 
atrician. Contact  Dorothy  S.  Lane,  M.D.,  Dept,  of  Community 
Medicine,  Brookhaven  Memorial  Hospital,  101  Hospital  Rd., 
Patchogue  1 1772.  Tel:  516/654-7095. 

STATEN  ISLAND,  N.Y.,  Staten  Island  County  needs  a Psychiatrist. 
Contact'Dr.  Eng  Tan,  Director,  Dept,  of  Psychiatry,  Staten  Island 
Hospital,  Bldg.  2,  777  Seaview  Avenue,  Staten  Island  10305. 
Tel:  212/979-9884/5. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J.  Arida,  M.D.,  Director,  Department  of  Radiology, 
Luthern  Medical  Center,  150  55th  Street,  Brooklyn.  Tel: 
212/630-7415. 

NEWBURGH,  N Y.,  Orange  County  needs  a Radiologist.  Contact 
Gerald  J.  Jerry,  M.D.,  Director  Radiology,  St.  Luke’s  Hospital, 
Newburgh  12550. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  In  black) 


Name 


Dace 


Address 


(Zip  code  number) 

Date  of  Birth Place  of  Birth 


Citizenship  Status_ 
Medical  School 


Intcrnship_ 


Hosp  ttals_ 


Residency 


Hospltals_ 


Specialty 


Licensed  in  what  States?^ 
Applied  for 


American  Board  Certificates  held?_ 
Eligible 


Certified 


Do  you  have  a New  York  State  License?_ 
Military  Status 


(Telephone  Number) 


_Marital  Statua_ 
Year  Graduated 


Dates 


Dates 


Date  of  Certificate 


Professional  Organization  Memberships 
Arc  you  in  practice  at  present? 

Solo 


Associate 


What  type  of  practice  are  you  interested  in? 

Industrial Group Institutional 


Other 


Date  you  will  be  available  for  practice_ 

practiced  


Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y,  11042.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Telephone:  (516)  488-6100. 
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THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


1980  Spring  CME  Assembly 


Friday,  April  25 — Sunday,  April  27 


For  the  first  time  in  many  years,  we  are 
holding  our  annual  scientific  program 
outside  of  New  York  City.  Here  is  an 
opportunity  to  obtain  Category  I CME 
credits  during  3 days  of  outstanding 
General  Sessions,  Scientific  Sections, 


Symposia  and  Panel  Discussions,  in- 
cluding time  to  visit  the  Scientific  and 
Technical  Exhibits.  Watch  future  issues 
of  the  Journal  for  program  details  and 
registration. 


at  the  JUST  40  MINUTES  FROM  MANHATTAN 

RYE  TOWN  HILTON 

699  Westchester  Avenue  Town  of  Rye  Port  Chester,  New  York 
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Tension  Headache... 

three-dimensional  model 
showing  the  muscle  groups 
involved  in  tension  headache 


Specific  ingredients  of  tension  headache 

• headache  pain 

• psychic  tension 

• muscle  contraction  in  the 
head,  neck,  and  shoulder  region 


Specific  ingredients  for  tension  headache  relief 

'analgesic  action 
■ anxiolytic  action 
- muscle  relaxant  action 

FIORINAL® 

TABLtTS/CAPSULES  containing  Sandopial*  (butalbAlal)  (Warning  May  be  habit  forming) 

50  mg  aspirin  IJ  S P , 200  mg,  phenacetin,  130  mg;  caffeine,  U S P , 40  mg 

the"specializer"for  tension  headache 


Contraindications:  Hypersensitivity 
to  aspirin,  phenacetin,  caffeine, 
or  barbiturates;  porphyria. 

Warnings:  Drug  Dependency— 
Prolonged  use  of  barbiturates  can 
produce  drug  dependence,  character- 
ized by  psychic  dependence,  and  less 
freguently,  physical  dependence  and 
tolerance.  The  abuse  liability  of  Fiorinal 
is  similar  to  that  of  other  barbiturate- 
containing  drug  combinations. 
Prescribe  cautiously  for  patients  with 
known  propensity  for  taking  excessive 
guantities  of  drugs,  not  uncommon  in 
patients  with  chronic  tension  headache. 
Use  in  Ambulatory  Patients— May 
impair  mental  and/or  physical  abilities 
reguired  for  performance  of  potentially 
hazardous  tasks,  such  as  driving  a car 
or  operating  machinery;  caution  patient 
accordingly.  Central  nervous  system 
depressant  effects  of  butalbital  may  be 
additive  with  those  of  other  CNS 
depressants.  Concurrent  use  with  other 
sedative-hypnotics  or  alcohol  should  be 
avoided;  when  such  combined  therapy 
is  necessary,  the  dose  of  one  or  more 
agents  may  need  to  be  reduced. 

Use  in  Pregnancy— Although  there  is  no 
positive  evidence  of  adverse  effects  on 
the  fetus,  the  possibility  of  infrequent  or 
subtle  damage  to  the  human  fetus 
cannot  be  excluded;  use  in  pregnant 
women  only  when  clearly  needed. 
Nursing  Mothers— Salicylates  and 
barbiturates  are  excreted  in  breast  milk; 
serum  levels  in  infants  of  nursing 
mothers  receiving  therapeutic  doses  are 
believed  to  be  insignificant. 

Precautions:  Salicylates  should  be  used 
with  extreme  caution  in  presence  of 
peptic  ulcer  or  coagulation  abnormal- 
ities Phenacetin  has  been  reported 
damaging  to  kidneys  when  taken  in 
large  amounts  for  a long  time  and 
should  be  used  with  caution  in  patients 
with  renal  disease. 

Pediatric  Use— Safety  and  effectiveness 
in  children  below  age  12  have  not  been 
established. 

Adverse  Reactions:  Most  frequently, 
drowsiness  and  dizziness;  less 
frequently,  lightheadedness  and 
gastrointestinal  disturbances  including 
nausea,  vomiting,  and  flatulence. 
Dosage  and  Administration:  One  or 
two  tablets  or  capsules  every  four 
hours.  Total  daily  dose  should  not 
exceed  six  tablets  or  capsules. 
Overdosage:  Toxic  effects  of  acute 
overdosage  are  attributable  mainly  to  its 
barbiturate  component,  and,  to  a lesser 
extent,  aspirin;  toxic  effects  of 
phenacetin,  which  may  be  masked  by 
the  barbiturate,  may  also  occur  and 
should  not  be  overlooked.  Treatment 
consists  primarily  of  management  of 
barbiturate  intoxication  and  correction 
of  acid-base  imbalance  due  to 
salicylism 

Before  prescribing,  see  package 
insert  tor  lull 
product  intormation. 

SANDOZ  PHARMACEUTICALS 
EAST  HANOVER.  NJ  07936  sandoz 

SDZ  9-347 
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George  Jackson  Fisher,  M.D.  (1825-1893).  Teratologist  in  study 
(center)  with  colleagues,  c.  1865,  carte  de  visite.  ( Courtesy 
Medical  Research  Library  of  Brooklyn).  See  page  1931. 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


y ol  Man  by  Roberto  Morettl, 

■v  in  crystal  symbolizing  the  broad  range  ot 
n-.ive  patients  oligible  for  therapy  with  Catapres 


The  Alpha 
Advantage: 


It’s  for  all  kinds  of  hypertensives 

Unlike  beta  blockers,  Catapres’  has  no  contraindications. 
Catapres  can  be  useful  even  in  these  patients  with: 


Congestive  heart  failure 
Ventricular  hypertrophy 
Hyperglycemia 
Diabetes  mellitus 
Bronchial  asthma 


Allergic  rhinitis 
Hepatic  disease 
Hyperuricemia 
Gouty  arthritis 

Sulfonamide  hypersensitivity 


Like  any  antihypertensive,  use  with  caution  in  severe 
coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

work/play  — normal  hemodynamic  responses  to  exercise  maintained. 

love— low  incidence  of  impotence  and/or  loss  of  libido: 

2.8%  in  1,923  patients  studied.1 

cardiac  output—  tends  to  return  to  control  values  during  long-term  therapy. 

blood  flow— preserved  in  kidney. 

No  Single  Advantage  Determines  Drug  Choice. 

Other  factors  must  include: 

The  drug’s  effectiveness  in  a given  patient,  its 
side  effects,  warnings,  precautions,  tolerance,  " ; 

etc.  A rational  therapeutic  choice  depends  on  a 
careful  assessment  of  all  such  factors. 


Central  alpha-adrenergic  stimulation  decreases  sympathetic  outflow  from 
the  brain,  as  shown  in  animal  studies 


1 Data  on  tile  at  Boehnnger  Ingelheim  Ltd 


Please  see  last  page  for  brief  summary,  including 


warnings,  precautions,  and  adverse  reactions. 


The  Alpha 
Advantage 


It’s  for  all  kinds 
of  hypertensives 


Tablets  of  0.1  mg  and  0.2  mg 


(clonidine  HCI) 

HYPERTENSION 


• No  contraindications. 

• Effective  in  all  degrees  of  hypertension.  It  is  mild  to 
moderate  in  potency. 

• Low  incidence  of  depression,  impotence,  orthostatic 
hypotension — no  fatal  hepatotoxicity. 

• Preserves  kidney  blood  flow. 

Most  common  side  effects  are  dry  mouth,  drowsiness, 
and  sedation  which  generally  tend  to  diminish  with  time. 


Catapres" 

(clonidine  hydrochloride) 

Tablets  of  0.1  mg  and  0.2  mg 

Indication:  The  drug  is  indicated  in  the  treatment  of  hypertension  As  an  anti- 
hypertensive drug.  Catapres  (clonidine  hydrochloride)  is  mild  to  moderate  in 
potency.  It  may  be  employed  in  a general  treatment  program  with  a diuretic  and/or 
other  antihypertensive  agents  as  needed  for  proper  patient  response. 

Warnings:  Tolerance  may  develop  in  some  patients  necessitating  a reevaluation 
of  therapy. 

Usage  in  Pregnancy:  In  view  of  embryotoxic  findings  in  animals,  and  since 
information  on  possible  adverse  effects  in  pregnant  women  is  limited  to  uncon- 
trolled clinical  data,  the  drug  is  not  recommended  in  women  who  are  or  may 
become  pregnant  unless  the  potential  benefits  outweigh  the  potential  risk  to 
mother  and  fetus. 

Usage  in  Children  No  clinical  experience  is  available  with  the  use  of  Catapres 
(clonidine  hydrochloride)  in  children. 

Precautions:  When  discontinuing  Catapres  (clonidine  hydrochloride),  reduce  the 
dose  gradually  over  2 to  4 days  to  avoid  a possible  rapid  rise  in  blood  pressure  and 
associated  subjective  symptoms  such  as  nervousness,  agitation,  and  headache 
Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician  Rare  instances  of  hypertensive  encephalopathy  and  death  have  been 
recorded  after  cessation  of  clonidine  hydrochloride  therapy  A causal  relationship 
has  not  been  established  in  these  cases.  It  has  been  demonstrated  that  an 
excessive  rise  in  blood  pressure,  should  it  occur,  can  be  reversed  by  resumption  of 
clonidine  hydrochloride  therapy  or  by  intravenous  phentolamine  Patients  who 
engage  in  potentially  hazardous  activities,  such  as  operating  machinery  or  driving, 
should  be  advised  of  the  sedative  effect  This  drug  may  enhance  the  CNS- 
depressive  effects  of  alcohol,  barbiturates  and  other  sedatives.  Like  any  other 
igent  lowering  blood  pressure,  clonidine  hydrochloride  should  be  used  witfi 
■ i ition  in  patients  with  severe  coronary  insufficiency,  recent  myocardial  infarction, 
cerebrovascular  disease  or  chronic  renal  failure. 

Ac  an  integral  part  of  their  overall  long-term  care,  patients  treated  with  Catapres 
'Jonidiric  hydrochloride)  should  receive  periodic  eye  examinations  While,  except 
for  come  dryness  of  the  eyes,  no  drug-related  abnormal  ophthalmologic  findings 
have  been  recorded  with  Catapres  (clonidine  hydrochloride),  in  several  studies 
the  drug  produced  a dose-dependent  increase  in  the  incidence  and  severity  of 


The  usual  starting  dos'e  of  Catapres  is  0.1  mg  at  break- 
fast and  0.1  mg  at  bedtime.  Some  patients  may  benefit 
from  a starting  dose  of  0.1  mg  at  bedtime. 

Usual  daily  dose  range — 0.2  — 0.8  mg 

Maximum  daily  dose — 2.4  mg  (12  tablets  of  0.2  mg). 
Doses  as  high  as  this  have  rarely  been  employed. 

For  optimal  results,  the  dose  of  Catapres  must  be 
adjusted  according  to  the  patient’s  individual  blood 
pressure  response. 


spontaneously  occurring  retinal  degeneration  in  albino  rats  treated  for  6 month: 
longer. 

Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drowsiness ; 
sedation  Constipation,  dizziness,  headache,  and  fatigue  have  been  report, 
Generally  these  effects  tend  to  dimmish  with  continued  therapy.  The  follow 
reactions  have  been  associated  with  the  drug,  some  of  them  rarely.  (In  so 
instances  an  exact  causal  relationship  has  not  been  established.)  These  inclu 
Anorexia,  malaise,  nausea,  vomiting,  parotid  pain,  mild  transient  abnormalitie: 
liver  function  tests:  one  report  of  possible  drug-induced  hepatitis  without  icte 
and  hyperbilirubinemia  in  a patient  receiving  clonidine  hydrochloride,  ch 
thalidone  and  papaverine  hydrochloride  Weight  gain,  transient  elevation  of  bk 
glucose,  or  serum  creatine  phosphokinase:  congestive  heart  failure,  Raynai 
phenomenon;  vivid  dreams  or  nightmares,  insomnia,  other  behavioral  chang 
nervousness,  restlessness,  anxiety  and  mental  depression.  Also  rash, 
gioneurotic  edema,  hives,  urticaria,  thinning  of  the  hair,  pruritus  not  associal 
with  a rash,  impotence,  urinary  retention,  increased  sensitivity  to  alcohol,  dryne  1 
itching  or  burning  of  the  eyes,  dryness  of  the  nasal  mucosa,  pallor,  gynecomasi 
weakly  positive  Coombs'  test,  asymptomatic  electrocardiographic  abnormal  I 
manifested  as  Wenckebach  period  or  ventricular  trigeminy. 

Overdosage:  Profound  hypotension,  weakness,  somnolence,  diminished  or  I 
sent  reflexes  and  vomiting  followed  the  accidental  ingestion  of  Catapres  (clonic  I 
hydrochloride)  by  several  children  from  19  months  to  5 years  of  age.  Gael 
lavage  and  administration  of  an  analeptic  and  vasopressor  led  to  complete  fl 
covery  within  24  hours.  Tolazoline  in  intravenous  doses  of  10  mg  at  30-mini 
intervals  usually  abolishes  all  effects  of  Catapres,  (clonidine  hydrochloride)  oil 
dosage 

How  Supplied:  Catapres,  brand  of  clonidine  hydrochloride,  is  available  as  0.1  H 
(tan)  and  0 2 mg  (orange)  oval,  single-scored  tablets  in  bottles  of  100  and  101 

For  complete  details,  please  see  full  prescribing  information. 

Under  license  from  Boehringer  Ingelheim  GmbH 


Boehringer  Boehringer  Ingelheim  LI 
Ingelheim  Ridgefield,  CT  06877 
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21  BLOOMINGDALE  ROAD 
WHITE  PLAINS,  NEW  YORK  10605 

THE  NEW  YORK  HOSPITAL 
CORNELL  MEDICAL  CENTER 

WESTCHESTER  DIVISION 

Announces  the  newly  consolidated 

CHILD  PSYCHIATRY 
INPATIENT  SERVICE 

A 14-bed  unit  providing  a full  range  of 
services  for  young  children.  This  service  is  an 
integral  part  of  the  child  and  adolescent  pro- 
gram which  includes: 

• Child  Inpatient  Service 

• Adolescent  Inpatient  Service 

• Adolescent  Day  Hospital 

• Child  Day  Hospital 

• Child  and  Adolescent  Outpatient 

Department 

• Outreach  Programs 

For  Information  Call: 

Director,  Child  Inpatient  Unit 

(914)  682-9100 
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36th  annual  congress  of  the 
American  College  of  Allergists 

The  36th  Annual  Congress  of  the  American  College  of 
Allergists  will  he  held  19-23  January,  1980,  at  the  Ameri- 
cana Hotel,  Bal  Harbour,  Miami  Beach,  Florida. 

For  the  physician  in  practice,  the  College  will  offer  a 
complete  program  to  report  the  latest  developments  in 
diagnosis  and  treatment  in  the  field  of  clinical  allergy  and 
immunology. 

Credit  for  Category  I,  Continuing  Medical  Education, 
for  the  AMA’s  Physician’s  Recognition  Award,  will  be 
granted  on  an  hour-for-hour  basis. 

For  further  information,  write  or  call:  Frances  P.  White, 
Exec.  Secretary  & Treasurer.  AMERICAN  COLLEGE  OF 
ALLERGISTS,  2141  Fourteenth  St.,  Boulder,  CO  80302, 
303/447-8111. 

New  concept  in  postgraduate 
medical  education 

Carroll  Leevy,  M.D.,  chairman  of  the  Department  of 
Medicine  of  the  New  Jersey  Medical  School  of  the  College 
of  Medicine  and  Dentistry  of  New  Jersey,  announces  the 
introduction  of  a new  concept  in  postgraduate  medical 
education:  The  “Mini  Residency.”  This  program  will  be 
under  the  supervision  of  the  department  of  medicine  in  the 
new  College  Hospital  of  New  Jersey  Medical  School  located 
in  Newark,  N.J. 

It  will  consist  of  5 days,  Monday  to  Friday,  of  concen- 
trated but  varied  exercise  in  the  disciplines  of  medicine  on 
a one  to  one  basis.  No  more  than  four  participants  will  be 
permitted  for  any  one  residency  or  no  more  than  one  for 
each  of  the  firms  of  the  medical  services. 

For  further  information,  write  to  Dr.  Carroll  Leevy, 
Professor  and  Chairman,  Dept,  of  Medicine,  CMDNJ — 
New  -Jersey  Medical  School,  100  Bergen  Street,  Newark, 
N.J. 

15th  annual 

cardiovascular  teaching  day 

Raymond  Harris,  M.D.,  Chief  of  the  Subdepartment  of 
Cardiovascular  Medicine,  St.  Peter’s  Hospital,  has  an- 
nounced that  the  theme  for  the  15th  Annual  Cardiovas- 
cular Teaching  Day  will  be  “Cardiovascular  Update — 
1 979.”  The  teaching  day  will  be  held  on  December  6 from 
1:00  p.m.  to  4:45  p.m.  in  the  Cusack  Auditorium  of  St.  Pe- 
ter’s Hospital,  Albany,  New  York.  The  program  is  open 
to  all  physicians  and  there  is  no  fee. 

The  conference  is  co-sponsored  by  the  American  Heart 
Association,  Northeastern  New  York  Chapter. 

For  further  information  on  the  teaching  day,  please 
contact,  Dr.  Harris  at  St.  Peter’s  Hospital,  315  South 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 
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Over  the  past  few  years,  reported  cases  of  syphilis  in  teenagers  and 
young  adults  have  been  decreasing  somewhat*  But  the  problem  is 
far  from  solved  Continued  education,  preventive  measures  and  a 
rigorous  program  of  treatment  and  prophylaxis  will  help  make  the 
disease  a matter  of  history 

You  can  help  bring  syphilis  under  control  With  penicillin  G benzathine 
It’s  the  drug  of  first  choice  recommended  by  the  national  Center  for 
Disease  Control  in  all  stages  of  syphilis  and  in  prophylaxis  after 

exposure. 

Ad  mstrationof  2 4 million  units  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative  spinal  fluid  And  thus 
helps  br  eak  the  cycle  of  infection  and  reinfection 
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BICILLINT-A 

(STERILE 
PENICILLIN  G 
BENZATHINE 
SUSPENSION)  WYETH 

Indications:  in  treatment  of  infections  due  to  penicillin 
G-sensitive  microorganisms  that  are  susceptible  to  the  low  and 
very  prolonged  serum  levels  common  to  this  particular  dosage 
form.  Therapy  should  be  guided  by  bacteriological  studies  (in- 
cluding sensitivity  tests)  and  by  clinical  response. 

The  following  infections  will  usually  respond  to  adequate 
dosage  of  intramuscular  penicillin  G benzathine.  —Venereal  in- 
fections: Syphilis,  yaws,  bejel  and  pinta. 

For  deep  intramuscular  injection  only. 
Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
been  well  documented  in  patients  with  history  of  penicillin  hyper 
sensitivity.  Before  penicillin  therapy,  carefully  inquire  into  pre 
vious  hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
with  usual  agents,  e g.,  pressor  amines,  antihistamines  and  corti- 
costeroids. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use.  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage 

In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat- 
ment to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skm  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis.  Fever  and  eosmophilia  may  frequently  be  only 
reaction  observed.  Hemolytic  anemia,  leucopenia.  thrombo- 
cytopenia, neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisy philitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Dosage  and  Administration:  Venerea  nfections  — 

Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  ana  neurosyphilis) —2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital  — under  2 years  of  age.  50.000  units/Kg.  body 
weight;  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule. 

Administer  by  deep  intramuscular  injection  n the  upper  outer 
quadrant  of  the  buttock.  In  infants  and  small  children,  the  mid- 
lateral aspect  of  the  thigh  may  be  preferable.  When  doses  are  re- 
peated, vary  the  injection  site.  Before  injecting  the  dose,  aspirate 
to  be  sure  needle  bevel  is  not  in  a blood  vessel.  With  the  Wyeth 
disposable  syringe,  a single  small  indentation,  or  "dot/  has  been 
punched  into  the  metal  ring  that  surrounds  the  neck  of  the 
syringe  near  the  base  of  the  needle.  It  is  important  that  this  "dot" 
be  placed  in  a position  so  that  it  can  be  easily  visualized  by  the 
operator  following  the  intramuscular  insertion  of  the  syringe 
needle.  Once  the  needle  has  been  inserted  aspiration  should  be 
carried  out  in  accordance  with  good  medical  technic  before  the 
medication  is  injected.  During  the  process  of  aspiration  the  barrel 
of  the  syringe  immediately  proximal  to  the  location  of  the  "dot" 
should  be  closely  observed  by  the  operator,  since  this  is  the 
area  in  which  blood  that  may  have  entered  the  needle  is  most 
likely  to  appear.  If  blood  or  any  suspicious  discoloration  is 
apparent,  the  needle  should  be  withdrawn  without  injecting  any 
of  the  medication,  the  syringe  and  its  contents  discarded,  and  the 
process  repeated  using  a new  syringe  at  a different  site. 

Some  disposable  syringes  may  contain  a small  air  bubble  which 
may  be  disregarded  since  it  does  not  affect  administration  of  the 
product.  Because  of  the  high  concentration  of  suspended  material 
in  this  product,  the  needle  may  be  blocked  if  the  injection  is  not 
made  at  a slow,  steady  rate. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.) 

Composition:  Units  penicillin  G benzathine  (as  active  in- 
gredient): 2.400.000  units  in  4-ml.  single  dose  disposable  syringe. 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v approximately  0.5%  lecithin,  0.6% 
carboxymethylcellulose,  0.6%  povidone,  0.1%»methylparaben.  and 
0.01%  propylparaben.  300,000  units  per  ml. —10  ml.  multi-dose 
vial.  Each  ml.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg.  povidone,  1 mg.  carboxymethylcellulose, 
0.5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mg.  propyl- 
paraben. 

Wveth  Laboratories,  Philadelphia.  Pa.  19101 


Roller  coaster  ride 
blamed  for  stroke 

Riding  a high-speed  roller  coaster  can  cause  a stroke, 
says  a report  in  the  October  19  Journal  of  the  American 
Medical  Association. 

Drs.  Max  S.  Scheer  and  Daniel  J.  Carlin  of  Morristown, 
N.J.,  describe  the  case  of  a 13-year-old  girl  who  suffered  a 
stroke  while  riding  a roller  coaster  in  which  the  participants 
are  upside  down  during  part  of  the  ride. 

The  child  was  too  small  for  the  U-shaped  safety  bar 
collar  that  is  lowered  over  the  shoulders  of  the  rider  to 
prevent  falling  out  when  upside  down,  say  Drs.  Scheer  and 
Carlin.  She  plunged  against  the  collar,  and  suffered  a 
compression  of  the  carotid  artery.  She  suffered  partial 
paralysis  of  one  side  and  impaired  speech.  The  paralysis 
cleared  with  treatment  and  speech  improved,  with  only 
occasional  word  blocking  remaining  a week  later. 

The  problem  is  that  the  safety  apparatus  is  designed  to 
fit  the  average-size  person,  and  the  child  was  small,  they 
say.  The  girl’s  neck  was  forced  against  the  support  collar, 
producing  a shock  to  the  left  carotid  artery  and  causing 
formation  of  a clot  that  reached  the  brain. 


Vagotomy  for  treatment 
of  severe  obesity 

Experience  with  3 female  patients  suggests  that  truncal 
vagotomy  may  be  useful  for  treating  severe  obesity.  The 
women,  who  weighed  from  133  to  137  kg.,  lost  10,  17,  and 
19  kg.  after  16,  20,  and  24  weeks.  There  were  no  severe  side 
effects.  Although  no  dietary  restrictions  have  been  im- 
posed, the  women  are  all  eating  less  than  before  and  report 
a total  lack  of  hunger.  Krai,  J.  G.:  Lancet  1:  307  (Feb.  11) 
1978. 
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Editorial 


Hemorrhoids:  revisited 

Alexander  Pope’s  “Be  not  the  first  by  whom  the 
new  is  tried,  Nor  the  last  to  lay  the  old  aside”  * is 
apparently  being  ignored  by  the  “new  experts”  who 
deal  with  rectal  disorders.  This  is  exemplified  in 
recent  reporting  of  the  enthusiastic  results  from 
cryotherapy  and  bands  for  the  management  of 
hemorrhoidal  disease.  This  enthusiasm  has  been 
carried  over  to  the  press,  radio,  and  television  without 
benefit  to  the  patient. 

Investigations  of  the  cause  of  hemorrhoidal  disease 
remain  inconclusive  (a  conclusion  in  which  nothing 
is  concluded).  The  only  bit  of  solid  information  is 
the  experimental  evidence  of  reverse  flow  of  venous 
hemorrhoidal  blood;  the  absence  of  valves  in  the 
hemorrhoidal  veins  of  adults;  and  the  familial  ten- 
dency toward  the  formation  of  hemorrhoids  in  many 
patients. 

A past  clinical  study  determined  that  some  25 
percent  of  patients  with  anatomic  mixed  hemor- 
rhoids who  were  referred  by  qualified  clinicians  re- 
quired no  treat  ment.  Another  30  percent  of  patients 
who  had  small-  to  medium-sized  internal  bleeding 
and  prolapsing,  but  spontaneously  reducible,  hem- 
orrhoids were  ideal  for  nonexcisional  therapy.  More 
than  40  percent  who  had  large  mixed  hemorrhoids 
required  hemorrhoidectomy. 

In  recent  years  a number  of  so-called  plastic  or 
other  high  sounding  technics  of  hemorrhoidectomy, 
with  or  without  sphincterotomy,  have  been  proposed. 
The  number  of  innovations  and  technics  that  have 
been  proposed  and  abandoned  (they  are  said  to  be  as 
numerous  as  the  number  of  surgeons  performing 
them)  at  once  indicates  therapeutic  disappointments 
by  many  surgeons  with  hemorrhoidectomy. 

However,  personal  experience  to  date,  plus  that  of 
surgeons  from  different  parts  of  the  United  States, 
with  whom  I had  close  contact  during  World  War  II, 
and  that  gained  from  my  numerous  travels  here  and 
abroad,  has  convinced  me  that  the  open,  nontrau- 
matizing technic  of  hemorrhoidectomy  is  a most 
successful  operation  in  the  hands  of  qualified  sur- 
geons. In  t his  procedure,  the  hemorrhoids  are  ex- 
cised widely  but  sufficient  elastic  integument  and 
mucosa  between  the  wounds  are  preserved;  blind  or 
mass  clamping  or  bulk  ligation  are  avoided.  This 
operation  is  based  on  the  principles  first  enunciated 
by  Hippocrates,  which  still  form  the  basis  of  all 
modern  technics  of  hemorrhoidectomy  and  is  in 

+ Pope,  A.:  An  Essay  on  Criticism,  line  135. 


complete  consonance  with  Halsted’s  solid  concepts 
and  principles  of  modern  surgery. 

Primary  closure  of  anorectal  wounds,  even  in  this 
antibiotic  era,  carries  an  avoidable  incidence  of 
wound  complications  in  both  civilian  (private  or 
ward)  and  military  practice.  Primary  closure  was  of 
questionable  value  even  in  war  time  as  deduced  from 
experience  during  World  War  II.* 

Recurrence  of  hemorrhoids  following  a well  per- 
formed hemorrhoidectomy  may  be  the  result  of  in- 
complete removal  of  the  primary  varices  which  is 
preventable,  or  the  inevitable  biologic  result  of  the 
enlargement,  with  the  passage  of  time,  of  the  secon- 
dary hemorrhoidal  varices  that  were  inconspicuous 
at  the  time  of  the  original  operation.  The  latter 
factor  comes  into  play  more  often  than  is  usually 
appreciated;  absence  of  proof  is  no.  proof  of  ab- 
sence. 

For  patients  with  strangulated  hemorrhoids,  some 
surgeons  prefer  immediate  hemorrhoidectomy  to 
conservative  management  or  watchful  waiting. 
Prompt  operation  eliminates  pain  and  swelling  and 
makes  possible  early  resumption  of  usual  activi- 
ties. 

The  30  percent  of  patients  with  symptomatic, 
moderate-sized  hemorrhoids  alluded  to  before  are 
successfully  treated  with  the  time-honored  sclerosing 
solutions.  However,  recently  band  ligation  of  in- 
ternal hemorrhoids  or  cryosurgery  have  been  sug- 
gested largely  as  substitutes  for  sclerotherapy.  Both 
of  these  procedures  depend  on  man-induced  necrosis. 
Bleeding  at  times  causes  considerable  concern;  in 
some  instances  it  can  be  controlled  only  with  con- 
siderable difficulty.  Furthermore,  these  procedures 
fail  to  provide  tissue  for  microscopic  examination 
which  is  of  paramount  importance  in  some  instances. 
At  this  writing  the  long-term  fate  of  benign  tissue 
destroyed  by  super  freezing  is  still  unknown.  It  also 
should  be  pointed  out  that  cryosurgeons  simulta- 
neously employ  bands  and  surgical  excision  of  anal 
papillae,  tags,  or  external  hemorrhoids  which 
amounts  to  multiple  therapy.  This  is  seldom,  if  ever, 
ment  ioned  at  meetings  or  in  print.  Nor  is  the  patient 
informed  that  more  than  one  therapeutic  agent  or 
procedure  is  to  be  employed. 

Patients  with  symptomatic,  medium-sized  internal 
hemorrhoids  can  be  treated  by  anal  dilation  utilizing 
an  anal  speculum  2.5  cm.  in  diameter  or  larger, 

* Turell,  It.:  Hemorrhoidectomy,  with  special  reference  to  open 
versus  closed  technics,  Surg.  Clin.  N.A.  32:  677  ( 1952). 
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without  anesthesia  as  an  office  procedure.  These 
patients  usually  become  symptom-free  after  several 
dilations.  Seldom  are  more  than  three  weekly  anal 
dilations  required  for  the  control  of  bleeding.  To 
date,  no  serious  untoward  reaction  or  complication 
has  been  encounted  in  several  hundred  patients  so 
treated  who  have  remained  symptom-free  for  vari- 
able periods  of  time. 

The  original  Lord  procedure  performed  in  a hos- 
pital under  anesthesia  for  the  treatment  of  large 
symptomatic  mixed  hemorrhoids  in  patients  who 
refuse  a “cutting  operation”  is  gaining  favor.  In  this 
procedure,  in  the  absence  of  a “pecten  band,”  dilation 
is  carried  out  to  a point  where  six  fingers  (3  from  each 
hand)  can  be  inserted  with  ease  into  the  anal  canal. 
In  the  presence  of  a pecten  band  or  senescent  anal 
stenosis  the  dilation  is  carried  out  to  a point  where 
eight  fingers  can  be  inserted  with  ease  into  the  anal 


canal.  To  date,  no  severe  untoward  reactions  have 
been  observed.  Compared  to  surgical  hemorrhoid- 
ectomy, anal  dilation  does  not  appear  to  be  a “cure.” 
The  size  of  the  hemorrhoids  is  not  appreciably  re- 
duced but  the  patients  remain  symptom-free.  This 
procedure  tends  to  convert  the  patient  with  anatom- 
ically symptomatic  large  hemorrhoids  into  a symp- 
tom-free state  with  high  degree  of  acceptance  by 
patients. 

Thus,  as  in  the  case  of  fiber  optic  sigmoidoscopy, 
we  find  ourselves  with  an  odd  mixture  of  agreements 
and  disagreements. 


ROBERT  TURELL,  M.D.,  F.A.C.S. 

Department  of  Surgery 
Mount  Sinai  Medical  Center 
Fifth  Avenue  and  100th  Street 
New  York,  N.  Y.  10029 
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Endotracheal  intubation  of  the  critically  ill  patient 
with  cardiopulmonary  disease,  coma,  and  during 
cardiopulmonary  resuscitation  is  commonly  per- 
formed in  the  emergency  room,  intensive  care  unit, 
or  outside  the  hospital  at  the  site  of  the  accident. 
Improper  placement  of  the  tube,  that  is,  either  too 
low  or  too  high,  can  lead  to  serious  complications.1 
In  the  critically  ill  patient,  inadequate  ventilation  due 
to  endobronchial  placement  of  the  tube,  even  for  a 
short  time,  can  be  of  serious  consequence.  There- 
fore, a rapid  method  of  determining  the  location  of 
the  endotracheal  tube  is  needed. 

The  most  commonly  practiced  method  is  auscul- 
tation of  the  chest,  which  is  known  to  be  innaccu- 
rate.2  This  is  usually  followed  by  the  expensive, 
time-consuming,  and  often  not  immediately  available 
method  of  chest  x-ray.  Other  techniques  require 
special  endotracheal  tubes,3’4  flexible  bronchoscope 
or  laryngoscope,5  special  electromagnetic  sensor,4 
and  a person  skilled  in  the  use  of  bronchoscope.  All 
of  these  may  not  be  readily  available  or  not  available 
at  all. 

A technique  that  is  currently  in  limited  use  in  the 
practice  of  anesthesia  is  by  palpation  of  tube  cuff  in 
the  suprasternal  notch.4-6  We  wish  to  extend  the  use 
of  this  technique  to  the  critical  care  units.  We  feel 
that  when  used  in  conjunction  with  auscultation  of 
the  chest,  this  technique  virtually  eliminates  the  need 
for  chest  x-ray  films  and  other  cumbersome  proce- 
dures. 


Improper  placement  of  the  endotracheal  tube  can 
lead  to  serious  complications.  The  techniques  to 
ascertain  correct  location  of  the  endotracheal  tubes 
that  are  presently  in  wide  use  are  auscultation  and 
x-ray  of  the  chest.  We  describe  here  “The  cuff  pal- 
pation technique,"  which  is  noninvasive,  simple, 
rapid,  and  requires  no  special  tools.  Usinf’  this 
technique  a fairly  accurate  estimate  of  the  position 
of  the  cuffed  endotracheal  tubes  is  possible. 


Technique 

After  an  oro-endotracheal  or  a naso-endotracheal 
intubation  has  been  performed  by  the  anesthesiolo- 
gist or  other  trained  person,  the  amount  of  air  in  the 
cuff  required  to  seal  any  leaks  is  determined.  The 
cuff  is  now  deflated.  The  air  syringe  with  an  amount 
of  air  equal  to  the  previously  determined  amount 
plus  an  additional  1 to  2 ml.  is  reconnected  to  the 
pilot  tube.  The  examiner  places  the  tips  of  his  left 
index  and  middle  fingers  on  the  trachea  between  the 
cricoid  cartilage  and  the  suprasternal  notch,  that  is, 
the  jugular  notch,  and  rapidly  inflates  the  cuff  with 
the  right  hand;  assistance  of  another  person  may  be 
required  when  a unidirectional  flow  valve  is  present 
in  the  pilot  line.  If  the  cuff  is  located  between  the 
cricoid  cartilage  and  the  upper  border  of  the  sternum, 
distention  of  the  upper  trachea  will  readily  be  felt  as 
the  cuff  inflates  rapidly.  By  repeating  this  process 
and  at  the  same  time  moving  the  fingers  up  and  down 
on  the  trachea,  the  position  of  the  upper  or  the  lower 
end  of  the  cuff  can  be  easily  located.  The  position 
of  the  tube  can  then  be  adjusted  until  the  lower  end 
of  the  cuff  can  be  felt  just  above  the  sternum  or  the 
upper  end  of  the  cuff  is  felt  just  below  the  cricoid 
cartilage.  The  tube  is  now  secured  in  this  position 
with  adhesive  or  other  tape  and  the  cuff  inflated  with 
the  predetermined  amount  of  air.  After  a little  ex- 
perience one  should  be  able  to  feel  the  distention  of 
the  trachea  just  by  squeezing  and  releasing  the  pilot 
balloon  after  the  cuff  has  already  been  inflated. 

The  chest  should  be  auscultated  for  good  breath 
sounds  on  both  sides  of  the  chest. 

Comment 

Most  endotracheal  tubes  have  the  cuff  set  so  that 
the  lower  end  of  the  cuff  is  1 to  2.5  cm.  from  the  tip 
of  the  tube.  This  distance  can  be  further  confirmed 
by  either  inspecting  the  tube  before  placement  or  by 
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FIGURE  1.  Anatomic  relationships  of  trachea  and  sternum. 
Anatomic  measurements,  in  centimeters,  are  averages  and 
those  of  endotracheal  tube  shown  here  are  those  of  an  8-mm. 
internal  diameter  endotracheal  tube  (Hi-Lo). 

inspecting  another  tube  of  the  same  size  and  brand. 
The  relationship  of  the  trachea  to  the  sternum  and 
the  endotracheal  tube  is  depicted  in  Figure  1.  The 


distance  between  the  jugular  notch  and  the  carina  is 
5 cm.,  and  that  between  the  cricoid  cartilage  and  the 
carina  is  11  cm.  Therefore,  the  ability  to  feel  the 
lower  border  of  the  cuff  above  the  jugular  notch  or 
the  upper  border  of  the  cuff  just  below  the  cricoid 
cartilage  assures  that  the  tip  of  the  tube  is  at  least  2.5 
cm.  or  more  above  the  carina.  Failure  to  feel  the  cuff 
in  the  previously  described  position  should  raise 
suspicion  that  the  tip  of  the  tube  has  entered  the 
main  bronchus,  usually  the  right,  or  that  the  cuff  is 
actually  located  between  or  above  the  vocal  cords. 
Either  of  these  positions  can  be  detrimental  to  the 
patient. 

The  technique  is  noninvasive,  simple,  safe,  takes 
less  than  a minute,  and  is  inexpensive.  We  use  this 
technique  routinely  in  our  patients  undergoing  an- 
esthesia, and  we  have  found  it  satisfactory  with  both 
high-pressure  and  low-pressure  prestretched  cuffs 
in  all  but  an  occasional  very  obese  patient  with  a 
short  neck.  We  suggest  that  this  technique  be  used 
routinely  following  insert  ion  of  cuffed  endotracheal 
tubes. 
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Thrombocytosis 
in  Histiocytosis  X* 


Platelet  counts  were  evaluated  retrospectively  in  12 
patients  with  histiocytosis  X seen  at  the  Children's 
Hospital  of  Buffalo  from  1957  to  1977.  Of  eight  an- 
alyzed patients,  seven  displayed  platelet  counts 
greater  than  400  X 10 9 per  liter  at  diagnosis.  Fol- 
lowing onset  of  therapy,  platelet  counts  decreased 
progressively  to  an  average  of  375  X /09  per  liter  in 
patients  in  complete  remission,  that  is,  off  all  drugs. 
The  difference  between  platelet  counts  at  diagnosis 
and  during  remission  was  significant  (/'  = 0.01 ).  In 
the  only  patient  who  relapsed,  thrombocytosis  also 
recurred  and  disappeared  again  with  subsequent 
remission.  Thrombocytosis  appears  to  be  a frequent, 
heretofore  undescribed  feature  of  histiocytosis  X at 
diagnosis. 
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The  hematologic  abnormalities  in  HX  (histiocy- 
tosis X)  most  frequently  reported  consist  of  a chronic, 
nonregenerative  type  of  anemia,  leukocytosis  with 
a predominance  of  granulocytes,  or,  more  rarely, 
neutropenia  and  thrombocytopenia.1 II. 

Thrombocytosis  as  a presenting  feature  in  HX  has 
never  been  mentioned  in  the  literature.  A retro- 
spective review  of  cases  seen  at  the  Children’s  Hos- 
pital of  Buffalo  revealed  that  thrombocytosis  is  a 
frequent  initial  finding  in  HX. 

Material  and  methods 

All  the  charts  with  a diagnosis  of  HX,  Hand- 
Schuller-Christian  disease,  or  Letterer-Siwe  disease 
from  1956  to  1976  were  reviewed  (Table  I).  Of  12 
biopsy-documented  cases,  8 had  platelet  counts 
performed;  these  8 cases  form  the  basis  of  this  report. 
Children  with  bony  lesions  diagnosed  as  eosinophilic 
granuloma  were  not  included.  The  platelet  counts 
in  each  patient  were  evaluated  for  four  different  pe- 
riods of  the  clinical  course: 

I.  At  initial  presentation  before  any  therapy. 

II.  On  therapy,  with  persistent  symptoms. 

* Supported  in  part  by  grant  CA  15564-3  from  the  National 
Cancer  Institute,  by  funds  provided  by  the  Association  for  Re- 
search in  Cancer  of  Children  (AROCC),  and  by  a Biological 
Medical  Award  of  the  Swiss  Academy  of  Sciences. 


III.  On  therapy,  in  remission. 

IV.  Off  therapy,  in  remission. 

Remission  was  defined  as  complete  healing  of 
osteolytic  lesions  and  complete  clearing  of  specific 
skin  rashes.  Patients  in  remission  had  a skeletal 
survey  done  every  6 to  12  months. 

The  platelet  counts  of  each  patient  in  the  four 
clinical  categories  were  averaged.  In  two  patients  the 
platelet  count  was  derived  by  one  of  the  authors  (PK) 
based  on  the  peripheral  smear.  The  platelets  were 
counted  in  an  area  of  even  red-cell  distribution  cov- 
ering 2,000  red  blood  cells  and  derived  from  the  total 
red  blood-cell  count  (Table  II).  Platelet  counts  were 
done  by  phase-contrast  microscopy  in  four  cases  and 
with  a Coulter  electronic  counter  in  two  cases.  With 
all  three  methods  the  range  of  normal  platelet  values 
was  arbitrarily  chosen  to  be  200  to  400  times  109  per 
liter. 

Results 

Table  I summarizes  the  physical  findings  and  the 
extent  of  the  disease  as  measured  by  the  Lahey- 
Lucaya  10  point  score  in  the  8 patients.2-3  Of  the 
seven  with  elevated  platelet  counts  on  admission,  five 
were  under  and  two  were  over  one  year  of  age. 

Bone  marrow  aspirates  were  performed  on  six  of 
the  seven  patients  with  thrombocytosis.  All  were 
reported  as  showing  normal  findings  and  were  con- 
firmed to  be  normal  in  five  cases  reviewed  by  the 

TABLE  I.  Platelet  counts  on  admission  in  13  patients 
with  HX 

^ — Platelet  Count  (109  per  liter) N 

Normal  Un- 


Conditions 

400 

(200  to  400) 

200 

known 

Total  patients 

7 

0 

1 

5 

Splenomegaly  patients 

1 

1 

0 

Hepatomegaly  patients 

6 

1 

3 

Mean  Lahey  score 
(range) 

3.1 

(2  to  4) 

7 

3 to  7 
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TABLE  II.  Serial  platelet  counts  in  seven  patients  with  HX  and  thrombocytosis 


Period  of  Clinical  Course 

II.  Symptomatic  III.  In  Remission  IV.  In  Remission 

Patient  I.  On  f on  Therapy ^ r on  Therapy a f off  Therapy 

Number  Admission  Range  Mean  Range  Mean  Range  Mean 


1 

867  (C)+ 

470  to  867 

576 

317  to  437 

406 

310  to  360 

334 

2 

543  (E)** 

486  to  579 

525 

217  to  523 

423 

368  to  548 

433 

3 

673  (E) 

337  to  618 

453 

274  to  480 

347 

NA++ 

NA 

4 

659  (C) 

390  to  890 

657 

443  to  884 

637 

NA 

NA 

5 

442  (P)*** 

186  to  620 

345 

168  to  502 

339 

276  to  418 

323 

6 

787  (P) 

382  to  1180 

682 

NA 

NA 

412 

7 

635  (P) 

NA 

NA 

NA 

NA 

NA 

NA 

Mean  plus  or 

658  ± 54 

540  ± 52 

430  ± 54 

375  ± 28 

minus  standard  error 


* Values  expressed  as  count  X 109  per  liter. 
+ C = Coulter  counter. 

**  E = Estimated  on  smear, 
tt  NA  = Not  available. 

***  P = Phase  microscopy. 


principal  author.  In  particular,  none  showed  any 
increase  in  megakaryocytes. 

The  initial  platelet  counts  in  the  seven  patients 
with  thrombocytosis,  Category  I,  ranged  from  442  to 
867  times  109  per  liter  (mean  ± SEM  (standard  error 
of  mean):  658  ± 54  X 109  per  liter).  The  mean  val- 
ues on  six  patients  while  on  therapy,  but  still  symp- 
tomatic, Category  II,  ranged  from  345  to  682  times 
109  per  liter  (mean  ± SE:  540  ± 52).  The  values  on 
five  patients  on  therapy  in  remission  ranged  from  339 
to  637  times  109  per  liter  (mean  ± SE:  430  ± 54). 
Four  patients  are  in  remission  and  off  therapy  with 
a platelet  count  ranging  from  323  to  433  times  109  per 
liter.  Two  are  in  remission  but  still  on  therapy.  The 
seventh,  a thrombocytopenic  patient,  was  lost  to 
follow-up.  The  difference  in  platelet  counts  at  the 
time  of  diagnosis  and  during  remission  was  signifi- 
cant with  a P value  of  0.01  using  a Student’s  t test. 

Case  report 

Case  1 deserves  special  mention  since  he  demonstrated 
recurrent  thrombocytosis  during  episodes  of  recurrence 
of  the  disease.  Complete  blood  count  on  admission  in  this 
18-month-old  child  showed  a hemoglobin  of  10  Gm.  per 
deciliter,  a white  blood  count  of  8.1  by  109  per  liter,  and  a 
platelet  count  of  867  by  109  per  liter  (Fig.  1).  Red  blood 
cells  showed  mild  hypochromia  and  microcytosis.  Serum 
iron  was  46  and  total  iron-binding  capacity  657  micromoles 
per  liter,  with  a saturation  of  7 percent,  consistent  with 
iron -deficiency  anemia.  Remission  was  achieved  following 
four-month  therapy  with  oral  methotrexate,  15  mg.  per 
square  meter  twice  a week,  and  oral  iron  therapy.  The 
platelet  count  dropped  to  460  times  109  per  liter,  wit  h he- 
moglobin up  to  13  Gm.  per  deciliter.  A year  later  the  pa- 
tient developed  several  new  osteolytic  lesions.  The  platelet 
count  rose  to  502  by  109  per  liter.  A reinduction  was  at- 
tempted with  weekly  intravenous  vincristine  for  six  doses 
and  oral  prednisone  for  six  weeks.  During  this  period  t he 
platelet  count  reached  862  times  109  per  liter.  A repeat 
skeletal  survey  four  weeks  after  the  aforementioned  ther- 
apy showed  increase  in  the  size  of  the  new  lytic  lesions. 
The  platelet  count  was  562  by  109  per  liter.  The  patient 
was  given  local  irradiation  to  the  involved  bones.  Over  the 
next  few  months  the  osteolytic  lesions  healed  completely. 


Months 

FIGURE  1.  Case  1,  platelet  counts.  5\\\\\\\\\\\\\V^1  = normal 
range  for  platelet  counts:!  1)111111=  biweekly  metho- 
trexate treatment:  I I = vincristine  treatment  (six 

weekly  doses): — active  disease  or  relapse. 


The  platelet  counts  decreased  to  310  to  360  times  109  per 
liter.  At  present  he  is  on  maintenance  therapy  consisting 
of  oral  methotrexate,  10  mg.  per  square  meter  twice  a 
week. 

Comment 

Thrombocytosis  in  HX  has  not  been  discussed 
previously  in  the  literature,  although  the  original  case 
published  by  Siwe4  had  a platelet  count  of  1,408 
times  109  per  liter  along  with  a markedly  enlarged 
spleen,  and  Abt  and  Denholz5  mention  that  one  of 
their  patients  had  a platelet  count  of  342  by  109  per 
liter  on  one  occasion. 

Seven  of  our  eight  analyzed  patients,  that  is,  88 
percent,  had  platelet  counts  above  400  times  109  per 
liter  on  admission.  The  reason  for  this  is  not  clear. 
In  two  cases  there  was  a suspicion  of  iron  deficiency, 
supported  in  one  case  by  laboratory  evidence. 
Thrombocytosis  occasionally  occurs  in  iron-defi- 
ciency anemia  and  may  have  contributed  to  the 
thrombocytosis  observed  In  these  two  cases,  but  can 
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hardly  be  incriminated  in  the  other  five  cases. 
Thrombocytosis  can  be  a reflection  of  a myelopro- 
liferative disorder.  None  of  the  marrow-aspirate 
specimens,  however,  showed  an  increase  in  mega- 
karyocytes, although  in  the  absence  of  bone  marrow 
biopsies  the  exact  cellularity  of  the  marrow  with  re- 
gard to  megakaryocytes  is  difficult  to  evaluate.  In- 
filtration of  the  reticuloendothelial  system  by  ab- 
normal histiocytes  could  conceivably  prevent  the 
removal  of  aging  platelets  and  therefore  contribute 
to  thrombocytosis. 

The  possible  influence  of  chemotherapy  on  sub- 
sequent platelet  counts  is  nearly  impossible  to  eval- 
uate. Vinca  alkaloids  may  cause  thrombocytosis,6,  ' 
while  methotrexate  may  induce  thrombocytopenia.8 
The  four  cases  in  remission  and  all  off  chemotherapy 
displayed  essentially  normal  platelet  counts  ('Fable 
I).  Therefore,  thrombocytosis,  when  present  during 
the  course  of  HX,  seems  to  characterize  mostly  the 
active  or  relapsing  stage. 

All  our  seven  cases  with  thrombocytosis  have  been 
in  complete  remission  from  1 to  12  years  since  diag- 
nosis. The  only  case  with  thrombocytopenia  had 
more  extensive  disease  and  a Lahey-Lucaya  score  of 


City  air  pollution  can  kill, 

Denver  physicians  declare 

City  air  pollution  can  kill,  says  a report  in  the  September 
14  Journal  of  the  American  Medical  Association. 

Deaths  during  episodes  of  severe  air  pollution  occur 
preponderantly  among  those  most  susceptible — the  new- 
born, the  elderly,  the  infirm,  those  with  chronic  heart  and 
lung  diseases,  and  those  who  smoke,  says  the  report. 

A group  of  Denver  physicians  report  on  “Health  Effects 
of  Urban  Air  Pollution.” 

The  article  was  preliminary  to  an  American  Medical 
Association-Colorado  Medical  Society  conference  on  im- 
pact of  air  pollution  on  health,  held  September  27-28  in 
Denver.  The  Colorado  city  is  known  as  having  a serious 
air  pollution  problem. 

The  Colorado  conference  included  sessions  for  phy- 
sicians and  ot  hers  on  how  to  recognize  health  problems  in 
their  patients  that  might  have  been  caused  by  air  pollution, 
and  how  to  treat  them.  The  impact  of  air  pollution  on 
health  is  subtle  and  difficult  to  recognize  in  individuals, 
they  point  out. 


7 but  was  lost  for  follow-up  after  initial  remission  in 
eight  months.  Whether  thrombocytosis  in  HX  may 
indicate  a better  prognosis  is  open  to  question. 

Department  of  Pediatrics 
Newark  Beth  Israel  Medical  Center 
Newark,  New  Jersey  07112 
(DR.  KAMALAKAR) 
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The  report  is  presented  by  seven  Denver  physicians. 
Three  of  them  presented  lectures  at  the  AMA-CMS  con- 
ference, and  a fourth  participated  in  a panel.  Senior  au- 
thor of  the  paper  is  Roger  S.  Mitchell,  M.D. 

Pollution — carbon  monoxide  and  oxidants  in  particu- 
lar— is  capable  of  aggravating  preexisting  chronic  heart  and 
lung  disease,  says  Dr.  Mitchell.  Pollution  and  cigarette 
smoke  together  cause  chronic  bronchitis  and  aggravate 
emphysema. 

Carbon  monoxide  standards  for  sea  level  are  probably 
too  lenient  for  an  altitude  of  5,000  feet  and  above,  such  as 
Denver,  he  declares.  In  the  thinner  oxygen  of  the  higher 
altitude,  carbon  monoxide  poisoning  is  increased. 

“Using  a broad  definition  of  health,  which  takes  into 
account  concepts  such  as  quality  of  life  and  social  and 
mental  well  being,  few  metropolitan  residents  would  deny 
that  their  health  is  compromised  by  air  that  is  malodorous, 
that  irritates  mucous  membranes,  and  that  obscures 
beautiful  scenery,”  says  Dr.  Mitchell. 

The  conference  program  included  lectures,  panel  dis- 
cussions, demonstrations,  and  video  tape  presentations 
featuring  pollution-sensitive  patients  and  their  physi- 
cians. 
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Cardllate'  (erythrityl  tetranltrate) 

INDICATIONS  For  the  prophylaxis  and  long  term  treatment  of  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
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PROM  (premature  rupture  of  membranes)  oc- 
curs in  6 to  14  percent  of  all  gravid  patients  at  or  near 
term,  and  is  followed  by  spontaneous  onset  of  labor 
within  48  hours  in  most  cases.1  Investigations  have 
failed  to  reveal  the  etiology  of  spontaneous  mem- 
brane rupture  in  that  no  constant  relation  has  been 
found  with  tensile  strength,  viral  infection,  cervical 
infection,  lytic  agents,  or  diet.2-4  Streptoccal  in- 
fection of  the  fetus  has  become  a serious  problem  in 
cases  of  prolonged  rupture  of  membranes.5  Fetal 
mortality  rates  double  if  the  baby  is  not  delivered 
within  24  hours  after  rupture  of  membranes,  and 
double  again  after  48  hours.6  Therefore,  it  is  vital 
to  confirm  membrane  rupture  as  quickly  and  accu- 
rately as  possible  in  suspected  cases. 

The  most  common  methods  for  identification  of 
amniotic  fluid  in  the  vagina  are  pH,  staining  for  fat- 
laden fetal  surface  cells,  and  the  “fern”  test.  The 
observation  that  amniotic  fluid  raises  vaginal  pH  was 
first  noted  in  1927,  and  its  testing  was  facilitated  with 
the  introduction  of  phenaphthazine  indicator  paper 
(Nitrazine)  in  1940. 7 Stains  such  as  Nile  Blue  Sul- 
fate, Sudan  III,  and  Masson  Trichrome,  have  been 
used  to  identify  fetal  cells  in  amniotic  fluid.  The  fern 
test  is  the  microscopic  observation  of  the  character- 
istic fern-like  pattern  which  results  when  amniotic 
fluid  is  air-dried  on  a glass  slide,  and  is  based  on  the 
balance  between  sodium  chloride  and  protein  in 
amniotic  fluid.8 

The  reported  accuracy  of  these  techniques  varied 
in  different  series,  depending  on  collection  technique, 
precision  in  processing  of  specimens,  and  patient 


population.  The  phenaphthazine  method  has  been 
reported  to  he  90  to  96  percent  accurate,  whereas  the 
techniques  utilizing  stains  vary  from  61  to  98  percent. 
The  fern  method,  on  the  other  hand,  has  consistently 
been  reported  to  he  96  to  100  percent  accurate  in 
diagnosing  amniotic  fluid  in  the  vagina.8  However, 
each  procedure  suffers  from  certain  deficiencies  and 
drawbacks.  The  stain  and  fern  procedures  require 
specialized  laboratory  equipment,  and  interfering 
substances  such  as  blood  can  invalidate  the  results. 
The  pH,  as  measured  by  the  phenaphthazine  reac- 
tion, is  a nonspecific  parameter  subject  to  the  influ- 
ence of  physiologic  changes  and  site  of  collection;  the 
closer  to  the  cervix  the  specimen  is  taken,  the  higher 
will  he  the  pH,  even  if  the  membranes  are  intact. 

The  concept  of  the  dip-and-read  reagent  strip  test 
has  been  effectively  employed  in  urine  screening  for 
a number  of  years;  reagent  strips  (Labstix  and  Tes- 
Tape)  are  commercially  available  for  determinations 
such  as  pH,  urea,  glucose,  protein,  blood,  and  ke- 
tones. The  method  involves  applying  a drop  of  fluid 
to  a piece  of  reagent-impregnated  paper  and  com- 
paring the  shades  and  variations  of  colors  produced 
with  a standard  color  chart  (semi-quantitative 
reading). 

Since  it  would  be  desirable  to  establish  one  or  a 
group  of  tests  which  could  identify  amniotic  fluid  and 
differentiate  it  from  urine  in  the  vagina,  and  which 
could  combine  increased  accuracy  with  speed,  sim- 
plicity, and  convenience,  a study  was  performed  to 
determine  whether  or  not  dip-and-read  reagent  strip 
tests  could  be  used  to  diagnose  rupture  of  mem- 
branes. Since  the  phenaphthazine  test  is  recognized 
for  its  effectiveness  but  less  than  perfect  reliability, 
a supplemental  test,  which  could  be  performed  in 
conjunction  with  it  so  as  to  enhance  analytic  de- 
pendability, was  sought.  Because  of  their  known 
values,9-11  which  are  different  in  each  of  the  test 
fluids,  and  the  availability  of  strip  tests  for  these 
parameters,  pH,  protein,  and  urea  were  examined. 

Materials  and  methods 

Patients  were  selected  at  random,  except  for  26 
individuals  included  because  of  a reported  loss  of 
amniotic  fluid,  from  those  appearing  at  or  near  term 
at  this  hospital  between  November,  1976,  and  March, 
1977.  A total  of  84  patients  were  tested. 

Amniotic  fluid,  collected  aseptically  by  percuta- 
neous amniocentesis,  was  used  as  a standard.  Vag- 
inal specimens  were  obtained  via  a speculum  with  a 
1-ml.  disposable  glass  pipette,  or  an  18-gauge  Teflon 
catheter  attached  to  a 10-ml.  plastic  syringe.  Spec- 
imens were  either  tested  immediately  or  refrigerated 
for  testing  within  12  hours.  Bloody  amniotic  fluid 
samples  were  centrifuged  before  testing. 

The  dip-and-read  reagent  strip  tests  used  were  for 
pH,  protein,  and  glucose  (Combistix)  and  for  urea 
(Azostix).  The  reliability  of  each  was  confirmed  with 
standard  solutions.  Because  of  its  known  reliability, 
all  specimens  were  also  tested  with  the  fern  proce- 
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TABLE  I.  Mean  values  of  urea,  pH,  and  protein  in  pure 
and  vdginal  amniotic  fluid 


Urea 

Protein 

(mg.  per 

(mg.  per 

Sample 

n* 

100  ml.) 

pH 

100  ml.) 

AMCENT+ 

12 

25 

7.2 

180 

AROM**  + SROM++ 

26 

28 

7.3 

210 

* n = Number  of  specimens  tested. 

t AMCENT  = Amniotic  fluid  collected  by  percutaneous  amniocen- 
tesis. 

**  AROM  = Artificial  rupture  of  membranes. 

ft  SROM  = Spontaneous  rupture  of  membranes  with  large  amounts  of 
amniotic  fluid  present  in  the  vagina. 


TABLE  II.  Mean  values  of  urea,  pH,  and  protein  in  urine 
and  vaginal  secretions  containing  no  amniotic  fluid 


Sample 

n 

Urea 

(mg.  per  100  ml.) 

pH 

Protein 

(mg.  per  100  ml.) 

URINE* 

17 

59 

6.3 

10 

XROM-FN+ 

5 

8 

6.2 

60 

VAG** 

20 

1 

5.4 

85 

* URINE  = clean  catch  voided  specimen  of  maternal  urine, 
t XROM-FN  = questionable  spontaneous  rupture  of  membranes  where 
patient  has  reported  a loss  of  fluid — negative  fern  test  result. 

**  VAG  = vaginal  fluid  collected  by  sampling  of  posterior  vaginal  fornix 
with  no  clinical  evidence  or  history  of  rupture  of  membranes. 


TABLE  III.  Detection  of  the  trace  presence  or  absence 
of  amniotic  fluid  in  the  vagina 


Sample 

n 

Parameter 

Urea 
(mg.  per 
100  ml.) 

pH 

Protein 
(mg.  per 
100  ml.) 

XROM-FN 

25 

X* 

2 

5.5 

80 

+ VAG 

XROM-FP+ 

21 

X* 

29 

7.5 

220 

t** 

7.6 

12.2 

5.5 

p <+t 

0.005 

0.005 

0.005 

* x = Mean  test  value. 

f XROM-FP  = Questionable  spontaneous  rupture  of  membranes  where 
patient  has  reported  a loss  of  fluid — positive  fern  test. 

**  t = Student’s  t test  value. 
tf  p = Probability  of  similarity. 

dure  by  spreading  a drop  of  fluid  on  a clean  glass 
slide,  air-drying  the  slide,  and  observing  the  resultant 
pattern  under  the  microscope  at  low  power. 

It  can  be  seen  that  there  is  no  significant  difference 
between  values  obtained  from  amniotic  fluid  in  the 
vagina  from  that  obtained  by  amniocentesis  (Table 

I). 

Table  II  shows  a comparison  of  URINE, 
XROM-FN  (explanations  of  abbreviations  found  in 
Table  II).  URINE  is  clearly  different  from  the 
vaginal  secretions  as  indicated  by  the  urea  and  pro- 
tein values.  All  vaginal  specimens  devoid  of  am- 
niotic fluid  were  compared  with  vaginal  specimens 
containing  amniotic  fluid  where  the  test  field  was  not 
obviously  deluged  with  fluid  (Table  III).  Urea,  pH, 
and  protein  values  are  significantly  different  in  pa- 
tients with  no  rupture  of  membranes,  or  questionable 
rupture  of  membranes,  with  fern  test  negative  re- 
sults, from  those  with  questionable  rupture  of 
membranes  and  fern-test  positive  results  (p  < 
0.005). 


It  is  vital  to  confirm  spontaneous  rupture  of  mem- 
branes as  quickly  and  accurately  as  possible  in  sus- 
pected cases.  To  differentiate  amniotic  fluid  from 
urine  and  normal  vaginal  secretions  in  the  gravid 
vagina,  a combined  study  of  pH,  urea,  protein,  and 
glucose  was  done  by  rapid-strip  tests.  Urine  appears 
to  play  no  part  in  the  differentiation,  but  one  must 
be  alert  to  interfering  factors  such  as  blood,  mecon- 
ium, renal  disease,  and  infection  which  can  alter  the 
test  results.  The  highest  percent  of  true-positive  and 
true-negative  readings  were  obtained  when  a com- 
bination of  tests  was  performed.  This  study  suggests 
that  rapid-strip  tests  evaluating  both  pH  and  protein 
provide  the  most  reliable  identification  of  amniotic 
fluid,  without  the  need  for  special  laboratory  equip- 
ment. 


TABLE  IV.  Percent  true  positive  (loss  of  fluid  reported- 
fern  test  result  positive) 

Test 

True  Positive  (n  = 20) 

pH  alone 

85 

Urea  alone 

90 

Protein  alone 

90 

pH  or  urea* 

95 

pH  or  protein* 

95 

* Either  one  or  both  positive. 


Based  on  values  obtained  from  known  solutions 
and  the  differentiating  color  squares  on  the  com- 
mercial test  strips,  it  was  decided  to  consider  any  test 
fluid  giving  results  of  pH  more  than  or  equal  to  7, 
urea  more  than  or  equal  to  10  mg.  per  100  ml.,  and 
protein  more  than  or  equal  to  100  mg.  per  100  ml.  to 
be  amniotic  fluid. 

It  can  be  seen  in  Table  IV  that  the  highest  percent 
of  true  positive  readings  was  obtained  when  a com- 
bination of  tests  was  performed.  If  pH  and  either 
urea  or  protein  tests  were  performed,  and  either  one 
or  both  test  results  were  positive,  the  likelihood  of 
obtaining  a true  positive  amniotic  fluid  reading  was 
95  percent.  It  can  be  seen  in  Table  V that  the  high- 
est percent  of  true  negative  readings  was  obtained 
when  a combination  of  tests  was  performed.  If  pH 
and  protein  tests  were  performed  and  either  one  or 
both  test  results  were  negative,  a higher  true  negative 
reading  was  obtained  than  by  doing  either  test  alone. 
When  either  pH  or  protein  or  both  test  results  were 
negative,  and  two  patients  with  heavy  vaginal  in- 
fections were  eliminated  from  the  data,  the  percent 
of  true  negative  results  increased  from  84  to  91.  The 
highest  clinical  sensitivity,  clinical  specificity,  and 
efficiency  are  obtained  when  both  pH  and  protein 
tests  are  performed  (Table  VI). 

Comment 

Amniotic  fluid  in  the  vagina  has  been  identified  by 
pH,  staining  for  fat-laden  fetal  surface  cells,  and  the 
fern  test,.7-8  Some  recent  studies  have  reported  that 
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TABLE  V.  Percent  true  negative  (loss  o(  fluid  reported- 
fern  test  result  negative,  and  vaginal  secretions) 


Test 

True  Negative 
(n  = 25) 

True  Negative 
Corrected* 
(n  = 23) 

pH  alone 

84 

87 

Protein  alone 

80 

83 

pH  or  proteint 

84 

91 

* Corrected  for  heavy  vaginal  infections. 
f Either  one  or  both  negative. 

determinations  of  diamine  oxidase  and  lysozyme  in 
amniotic  fluid  may  be  useful  also.12,13  It  is  of  great 
value  to  the  clinician  to  verify  that  spontaneous 
rupture  of  membranes  has  actually  occurred.  In 
most  cases,  it  is  easily  diagnosed  by  history  and  ex- 
amination. However,  there  are  patients  in  whom  the 
diagnosis  is  problematic. 

One  of  the  problems  has  been  the  differentiation 
of  micturition  from  suspected  PROM.1415  The  re- 
sults of  this  study  suggest  that  there  is  no  need  to 
differentiate  urine  from  other  secretions  in  the  va- 
gina. The  high  urea  values  clearly  identify  urine  in 
a fluid  tested  (Table  II);  however,  none  was  ever 
found  in  these  patients.  It  appears  that  contami- 
nation by  urine  should  no  longer  be  a matter  for 
consideration  in  the  differentiation  of  amniotic  fluid 
in  the  vagina. 

As  anticipated,  amniotic  fluid  in  the  vagina  and 
pure  amniotic  fluid  collected  by  amniocentesis  are 
similar  (Table  I).  Although  originally  included, 
glucose  testing  was  eliminated  from  the  balance  of 
the  study  since  it  had  no  value  in  differentiating  the 
test  fluids.  Because  the  percents  of  true  positive 
readings  for  urea  and  protein  are  similar  (Table  IV), 
and  the  reagent  strip  test  for  protein  takes  less  time 
and  is  simpler  to  perform,  protein  was  selected  in- 
stead of  urea  as  the  test  of  choice.  It  is  clear  that  the 
highest  percent  of  true  positive  and  true  negative 
readings  was  obtained  when  a combination  of  tests 
was  performed  (Tables  IV  and  V).  The  highest 
clinical  utility  was  achieved  when  both  pH  and  pro- 
tein tests  were  performed  (Table  VI). 

It  should  be  noted  that  certain  factors  interfere 
with  expected  accuracy.  Meconium  in  the  amniotic 
fluid  caused  low  values  with  the  urea  test.  Blood 
interfered  with  the  color  of  the  protein  test.  Renal 
disease  could  elevate  urea  values  in  amniotic  fluid, 
resulting  in  a false  positive  response.  Heavy  tri- 
chomonal  or  mondial  infections  increased  the  protein 
test  reaction.  When  the  two  patients  affected  by 
heavy  vaginal  infections  were  eliminated  from  the 
data,  the  percent  of  true  negative  findings  increased 
from  84  to  91  (Table  V). 

It  is  vital  to  confirm  spontaneous  rupture  of 
membranes  as  quickly  and  accurately  as  possible  in 
suspected  cases,  utilizing  all  available  data  from 
history,  examination,  and  laboratory  tests.  The  fern 
test  remains  the  most  reliable  procedure  for  detection 
of  amniotic  fluid.  However,  the  strip  tests  are  more 
rapid  and  simpler  to  perform,  without  the  need  for 
special  laboratory  equipment  and  processing.  They 


TABLE  VI.  Clinical  utility  of  combined  reagent  strip 
tests  (percent) 


Test 

Clinical 

Sensitivity* 

Clinical 

Specificity* 

Efficiency** 

pH  alone 

85 

83 

84 

Protein  alone 

90 

87 

89 

Either  pH, 
or  protein, 
or  both 

95 

91 

94 

* Total  true  positives  X 100/total  cases  of  FP. 

* Total  true  negatives  X 100/total  cases  of  FN. 

* * Total  true  positives  + true  negatives  X 100/total  cases  of  FP  + FN. 

can  be  done  by  paraprofessional  personnel  as  a 
screening  test  in  the  physician’s  office  or  on  hospital 
admission,  and  may  even  have  a potential  for  self- 
testing. To  aid  in  the  confirmation  of  suspected 
PROM,  the  results  of  this  study  suggest  that  a com- 
bination of  rapid  strip  tests  be  performed,  evaluating 
both  pH  and  protein  in  vaginal  fluids. 
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Lead  absorption  has  long  been  recognized  as  an 
occupational  hazard  for  workers  exposed  to  inorganic 
lead.1’2  In  1972,  the  National  Institute  of  Occupa- 
tional Safety  and  Health,  U.S.  Department  of  Health, 
Education,  and  Welfare  recommended  a biologic 
monitoring  system  for  such  workers.2  In  1978,  the 
Occupational  Safety  and  Health  Administration, 
U.S.  Department  of  Labor,  announced  a change  in 
its  standard  of  worker  exposure  to  lead  from  200 
micrograms  of  lead  per  cubic  meter  of  air,  average 
over  eight  hours,  to  50  micrograms  of  lead  per  cubic 
meter  of  air.3 

The  Employee  Health  Service  of  the  State  of  New 
York  Department  of  Civil  Service  is  the  office  re- 
sponsible for  the  health  care  of  the  employees  of  the 
State  of  New  York.  This  office  is  at  present  devel- 
oping a biologic  monitoring  system  for  the  employees 
of  the  State  who  are  exposed  to  inorganic  lead  during 
their  working  hours.  The  first-stage  screening  phase 
of  the  monitoring  system  has  just  been  completed. 
The  following  is  a report  of  the  results  obtained. 

Methods  and  materials 

The  New  York  State  employees  exposed  to  inor- 


New York  State  employees  with  a work-related  ex- 
posure to  inorganic  lead  have  been  screened  to  sep- 
arate them  into  two  groups,  one  equivalent  to  a 
nonexposed  population  and  the  other  subject  to 
further  follow-up  because  of  potential  high  lead  ab- 
sorption. 


ganic  lead  during  their  working  hours  who  are  em- 
ployed by  the  Department  of  Transportation  were 
chosen  for  this  study.  The  workers  are  involved  in 
sandblasting  and  painting  bridges,  marking  pave- 
ments, and/or  are  engaged  in  varying  degrees  in  the 
sandblasting  and  painting  of  department  vehicles, 
equipment,  canal  gates,  buoys,  and  boat  hulls.  Most 
of  the  paints  used  contain  some  form  of  inorganic 
lead  as  a constituent  of  the  pigment:  basic  lead  sil- 
icate, dibasic  lead  phosphite,  or  lead  carbonate.  The 
pigments  as  a percentage  of  the  paint  vary  from  30 
to  64  percent.  Paint  brushes  and  airless  paint 
sprayers  are  used  to  apply  the  paint.  The  employees 
are  all  adult  males  with  varying  histories  of  work- 
related  exposure  to  inorganic  lead  up  to  a maximum 
of  25  years.  At  present,  they  are  distributed 
throughout  the  State,  working  within  1 of  10  De- 
partment of  Transportation  regions  which,  com- 
bined, comprise  the  entire  State. 

The  Employee  Health  Service,  in  cooperation  with 
the  personnel  office  of  the  Department  of  Trans- 
portation, arranged  to  send  a physician  to  eight  dif- 
ferent employee  Health  Service  nursing  units  located 
throughout  the  State  and  to  one  Department  of 
Transportation  office  located  in  Poughkeepsie  for  the 
purpose  of  collecting  a blood  sample  from  each 
worker  exposed  to  inorganic  lead  during  working 
hours.  The  personnel  office  of  the  Department  of 
Transportation  compiled  the  master  list  of  exposed 
workers.  One  physician  from  the  Employee  Health 
Service  office  drew  all  blood  samples  with  the  ex- 
ception of  the  samples  drawn  from  14  workers  in  the 
New  York  City  area.  These  were  obtained  by  a 
second  physician. 

One  sample,  circa  10  ml.,  of  venous  blood  was 
taken  from  each  worker,  stored  in  a lead-free  brown 
tip  Vacutainer,  and  sent  on  the  same  day  to  the  City 
of  New  York  Department  of  Health  Bureau  of  Lab- 
oratories toxicology  laboratory.  The  bloods  were 
drawn  on  seven  different  days  between  September 
26,  1978,  and  October  10, 1978,  with  the  exception  of 
the  blood  samples  taken  from  the  14  New  York  City 
employees,  whose  samples  were  taken  on  July  19, 
1978.  With  minor  exceptions,  the  blood  samples 
were  received  by  the  Bureau  of  Laboratories  the  day 
after  they  were  sent  from  the  field.  The  samples 
were  analyzed  for  lead  level  in  whole  blood,  expressed 
in  micrograms  per  100  ml.  blood;  for  FEP  (free 
erythrocyte  porphyrins),  also  expressed  in  micro- 
grams  per  100  ml.  blood;  and  for  hematocrit.  The 
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TABLE  I.  Blood  lead  levels,  401  New  York  State 
employees  with  work-related  lead  exposure 

Blood  Lead  Level  f Employees — 


(mierograms  per  100  ml.  blood)  Number  Percent 


10  to  14 

37 

9.2 

15  to  19 

107 

26.7 

20  to  24 

105 

26.2 

25  to  29 

80 

20.0 

30  to  34 

37 

9.2 

35  to  39 

15 

3.7 

40  to  59 

19 

4.7 

60+ 

1 

0.3 

Totals 

401 

100.0 

methods  of  determination  for  FEP  and  for  lead  level 
in  whole  blood  were  described  by  Piomelli  et  al.  in 
19734  and  by  Hessel  in  1968,’’  respectively. 

Blood  samples  were  analyzed  within  48  hours  fol- 
lowing their  receipt  in  the  toxicology  laboratory. 
This  is  well  within  the  documented  time  span  for  the 
stability  of  lead  in  blood  and  for  the  necessary  pre- 
cision in  hematocrit  readings  used  in  the  interpre- 
tation of  blood  lead  levels.4,6  The  results  of  the  blood 
analysis  were  used  to  screen  the  New  York  State 
employees  exposed  to  inorganic  lead  during  working 
hours  to  identify  for  follow-up  those  whose  readings 
indicated  possible  lead  absorption  above  normal. 

Results 

Of  the  employees  whose  blood  was  sampled,  540 
were  identified  as  at  risk  of  high  lead  absorption 
because  of  exposure  to  inorganic  lead  during  working 
hours  and  were  scheduled  for  the  initial  screening; 
401,  that  is,  74  percent,  appeared  at  the  field  centers 
and  had  their  blood  samples  drawn  for  analysis. 

Hematocrit.  The  hematocrit  values  varied  from 
a low  of  36  to  70  with  two  thirds  of  the  values  ranging 
from  46  through  52.  The  mean  hematocrit  was  48.9, 
and  the  standard  deviation  was  3.7;  36  individuals 
had  unknown  hematocrits. 

Blood  lead  levels.  The  blood  lead  levels  of  the 
population  at  risk  varied  from  10  to  63  micrograms 
per  100  ml.  blood.  The  mean  value  was  23.3  micro- 
grams per  100  ml.  blood,  and  the  standard  deviation 
was  8.3  micrograms  per  100  ml.  blood.  The  distri- 
bution of  the  401  blood  lead-level  determinations  is 
given  in  Table  I. 

Any  employee  with  a blood  lead  level  below  35 
micrograms  per  100  ml.  blood  was  considered  to  be 
equivalent  to  a nonexposed  individual  and  was  so 
labeled.  All  those  with  determinations  of  35  mi- 
crograms per  100  ml.  blood  and  over  were  scheduled 
for  immediate  follow-up.  They  were  categorized  as 
cases  with  borderline  exposure  if  their  blood  lead 
level  ranged  from  35  to  39  micrograms  per  100  ml. 
blood,  and  with  high  exposure  if  the  level  was  40  or 
more  micrograms  per  100  ml.  blood.  Of  the  401,  366, 
or  91.3  percent,  were  judged  nonexposed  using  blood 
lead  level  as  the  screening  device.  The  remaining  8.7 
percent  consisted  of  15  borderline  cases  and  20  with 


TABLE  II.  Laboratory  findings,  41  New  York  State 
employees  with  borderline  and  high  lead  exposure, 
October,  1978 


Indi- 

vidual 

Blood  lead  level 
(micrograms  per 
100  ml.  blood) 

FEP 

(micrograms  per 
100  ml.  blood) 

Hematocrit 

1 

18 

77 

52 

2 

35 

19 

49 

3 

35 

31 

53 

4 

35 

114 

48 

5 

36 

56 

50 

6 

37 

165 

49 

7 

41 

83 

55 

8 

42 

24 

52 

9 

42 

50 

52 

10 

63 

201 

51 

11 

36 

24 

47 

12 

40 

47 

45 

13 

42 

29 

70 

14 

32 

61 

43 

15 

38 

40 

44 

16 

46 

60 

49 

17 

14 

61 

50 

18 

25 

64 

51 

19 

27 

79 

Unknown 

20 

35 

36 

Unknown 

21 

38 

33 

55 

22 

39 

58 

Unknown 

23 

49 

76 

53 

24 

53 

76 

50 

25 

37 

44 

54 

26 

41 

40 

44 

27 

41 

75 

42 

28 

44 

19 

46 

29 

53 

34 

49 

30 

53 

95 

47 

31 

39 

25 

49 

32 

41 

37 

49 

33 

41 

38 

48 

34 

44 

35 

52 

35 

30 

100 

46 

36 

37 

26 

50 

37 

37 

40 

53 

38 

39 

28 

48 

39 

47 

21 

50 

40 

47 

26 

47 

41 

48 

47 

54 

high  values.  Table  II  gives  a summary  of  the  labo- 
ratory findings  of  the  employees  identified  for  further 
follow-up  because  of  elevated  blood  lead  level  and/or 
FEP  level. 

FEP.  The  distribution  of  FEP  determinations 
was  skewed  to  the  right.  The  values  ranged  from  a 
low  of  11  micrograms  per  100  ml.  blood  to  a high  of 
201  micrograms  per  100  ml.  blood.  The  median  of 
the  FEP  values  was  25  micrograms  per  100  ml.  blood, 
with  one  half  of  all  values  occurring  between  20  and 
34  micrograms  per  100  ml.  blood.  The  distribution 
of  the  401  FEP  values  is  given  in  Table  III. 

Using  a cutoff  point  of  60  micrograms  per  100  ml. 
blood,  386  of  the  employees  with  determinations  less 
than  60  micrograms  per  100  ml.  blood  were  judged 
equivalent  to  the  nonexposed  population.  The  re- 
maining 3.7  percent  were  classified  as  11  cases  of 
borderline  exposure,  with  values  ranging  from  60  to 
99  micrograms  per  100  ml.  blood,  and  4 cases  with 
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TABLE  III.  FEP  levels,  401  New  York  State  employees 
with  work-related  lead  exposure 

FEP  r Employees > 

(micrograms  per  100  ml.  blood)  Number  Percent 


10  to  14 

11 

2.7 

15  to  19 

77 

19.2 

20  to  24 

105 

26.2 

25  to  29 

64 

16.0 

30  to  34 

53 

13.2 

35  to  39 

36 

9.0 

40  to  44 

20 

5.0 

45  to  59 

20 

5.0 

60  to  99 

11 

2.7 

100+ 

4 

1.0 

Totals 

401 

100.0 

high  exposure,  with  values  of  100  micrograms  per  100 
ml.  blood  or  more.  Table  II  summarizes  the  labo- 
ratory findings  in  these  individuals. 

Blood  lead  levels  and  FEP.  The  two  screening 
criteria,  blood  lead  level  and  FEP  determination, 
were  used  in  conjunction  to  identify  for  additional 
follow-up  employees  with  an  above-normal  exposure 
to  inorganic  lead;  41  workers  were  identified  under 


one  or  the  other  or  both  criteria,  giving  a Statewide 
exposure  rate  of  10  workers  for  every  100  screened. 
The  exposure  rates  by  region  are  given  in  Figure  1. 
Although  the  highest  exposure  rate,  21.4  workers  per 
100  screened,  is  three  times  larger  than  the  smallest 
rate,  7.2  per  100,  this  multiple  can  be  explained  by 
the  size  of  the  groups  tested.  Statistically,  the  rates 
by  region  do  not  differ  significantly  (P  < 0.01). 

The  15  employees  judged  exposed  by  the  FEP 
determinations  were  a statistically  significantly 
smaller  number  (P  < 0.01)  than  the  35  judged  ex- 
posed using  lead  in  whole  blood  as  the  criterion. 
This  is  not  surprising,  since  presumably  the  theoretic 
mix  of  positive  and  false-positive  findings  is  different 
under  the  two  criteria. 

Without  the  FEP  criterion,  six  additional  em- 
ployees would  have  been  classified  as  nonexposed 
rather  than  exposed;  without  the  blood  lead-level 
determination,  26  additional  individuals  would  have 
been  classified  as  nonexposed.  Nine  employees  were 
classified  as  exposed  by  both  screening  methods 
(Table  IV). 

FEP  corrected  for  hematocrit  level.  When  he- 
matocrit is  considered  in  the  evaluation  of  FTP  de- 


FIGURE  1.  Exposure  rates  (number  of  New  York  State  employees  with  above-normal  exposure  to  inorganic  lead  per  100 
screened)  and  number  screened  by  geographic  region,  October,  1978. 
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TABLE  IV.  Blood  lead  and  FEP  levels,  401  New  York 
State  employees  with  work-related  lead  exposure 


Blood  Lead  Level 
(micrograms  per 
100  ml.  blood) 

FEP  (mierograms  per  100  ml. 

10  to  59 
(Nonex- 
posed) 

til)  to  99 

(Border-  1004 
line  High 

expo-  expo- 
sure) sure) 

Total 

10  to  34  (Nonexposed) 

360 

5 1 

366 

35  to  39  (Borderline 

13 

0 2 

15 

exposure) 

40+  (High  exposure) 

13 

6 1 

20 

Totals 

386 

11  4 

401 

termination,4  3 of  the  365  em 

ployees  with  known 

hematocrit  are  changed  in  category.  The  three  are 
shifted  from  the  exposed  to  the  nonexposed  category, 
leaving  three  employees  who  are  classified  as  exposed 
using  the  FEP  value  who  would  not  have  been  picked 
up  as  exposed  by  the  blood  lead-level  criterion  alone. 
For  this  screening,  the  FEP  uncorrected  for  hemat- 
ocrit was  used  to  identify  employees  for  further 
follow-up. 

Conclusion 

The  blood  lead  level  and  the  FEP  values  .used  as 
cutoff  points  to  separate  the  New  York  State  em- 
ployees exposed  to  inorganic  lead  during  working 
hours  into  the  two  categories  of  nonexposed  and  ex- 
posed resulted  in  about  10  percent  of  the  401  workers 
being  identified  for  further  follow-up  because  of  the 
possibility  of  high  lead  absorption.  It  is  unknown  at 
this  time  to  what  extent  the  follow-up  group  is  com- 


Jogging is  good  for  you, 
but  it  also  may  kill  you 

Jogging  is  good  for  most  of  us,  but  for  some  it  can  be 
fatal,  says  a report  in  the  September  21  Journal  of  the 
American  Medical  Association. 

In  evaluating  reports  of  18  individuals  who  dropped  dead 
during  or  shortly  after  jogging,  researchers  also  found  that 
there  is  no  sure  way  your  physician  can  tell  in  advance 
whether  vigorous  exercise  increases  risk  of  heart  attack  for 
you. 

Deaths  during  exercise  are  rare,  but  they  do  happen,  says 
Paul  D.  Thompson,  M.D.,  of  Brown  University  School  of 
Medicine,  Providence,  R.I.  In  studies  conducted  while  Dr. 
Thompson  was  still  with  the  Stanford  Heart  Disease  Pre- 
vention Program  in  California,  researchers  also  learned 
that  superior  physical  fitness  does  not  guarantee  protection 
against  exercise  deaths. 

Among  the  18,  physicians  found  that  13  men  died  of 
heart  attack,  while  four  men  and  a women  died  of  other 


posed  of  patients  with  positive  and  false-positive 
results.  It  is  questionable  whether  the  FEP  value 
contributes  to  the  identification  of  individuals  ex- 
posed to  lead  absorption.  It  is  anticipated  that 
continued  experience  with  the  Employee  Health 
Service  monitoring  system  will  answer  these  ques- 
t ions.  The  cutoff  points  have  been  chosen  to  identify 
all  positive  findings  at  the  possible  expense  of  in- 
cluding false-positive  results. 
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causes,  including  one  from  heat  stroke. 

Premonitory  symptoms  of  heart  problems  were  noted 
in  six  of  the  13  heart  attack  cases.  There  was  no  advance 
warning  among  the  others. 

All  but  four  of  the  18  had  been  exercising  regularly  for 
at  least  a year,  and  nine  had  exercised  for  three  or  more 
years.  Of  those  who  succumbed  to  heart  attacks,  one  had 
exercised  less  than  a month,  and  another  was  only  nine 
days  into  walk-jogging  program. 

“We  are  convinced  of  the  health  benefits  of  regular 
physical  exercise,  but  are  concerned  about  the  extravagant 
claims  made  by  exercise  enthusiasts,’’  Dr.  Thompson  de- 
clares. 

“With  the  explosive  growth  of  jogging  as  a sport,  there 
is  an  urgent  need  for  definitive  data  on  the  risk-versus- 
benefit  ratio  of  endurance  exercise.  Although  the  pre- 
vention of  most  exercise  deaths  depends  on  preventing 
coronary  heart  disease,  and  regular  exercise  may  contribute 
to  this  goal,  further  studies  are  needed  to  identify  those 
individuals  who  will  profit  from  exercise  training  without 
excessive  risk.” 
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collagen  gels  on  healing 

ROBERT  L.  CUCIN,  M.D.a 

New  York  City 

TED  A.  CHAGLASSIAN,  M.D.b 

New  York  City 

RANDOLPH  H.  GUTHRIE,  Jr.,  M.D.C 

New  York  City 

a Clinical  Affiliate  (Plastic  Surgery)  The  New  York  Hospital- 
Cornell  Medical  Center;  Attending  Plastic  Surgeon,  The  New 
York  Infirmary. 

b Chief,  Plastic  and  Reconstructive  Surgical  Service,  Memorial 
Sloan-Kettering  Cancer  Center. 

c Attending  Plastic  Surgeon,  New  York  Hospital-Cornell 
Medical  Center. 


The  quest  for  the  perfect  bone  graft  or  substitute 
continues.  Rapid  replacement  with  new  host  os- 
seous tissue  is  the  principal  objective  whether  the 
defect  is  a saddle-nose  or  a mandibular  defect.  Low 
graft  reactivity,  revascularization  by  the  host,  and  at 
least  surface  resorption  by  the  host  all  constitute 
means  to  that  end.1 

Previous  experimental  studies  have  shown  that 
reconstituted  collagen  gels  expedite  the  healing  of 
bony  defects.2  Particulate  autogenous  bone  has  also 
proved  useful  both  experimentally  and  clinically.'1 
This  study  compares  two  forms  of  autogenous 
bone — bone  chips  and  bone  dust — with  each  other 
and  with  antigenically-altered  collagen  gels. 

Materials 

The  bone  chips  were  coarsely  pulverized  fragments 
of  trephine  bone  plugs  removed  from  the  same  ani- 
mal into  which  they  were  implanted;  they  measured 
3 to  7 mm.  in  dimension.  The  bone  dust  was  the 
finely  ground  particulate  bone  produced  during  the 
actual  trephining.  The  collagen  gel  is  the  same  an- 
tigenically  altered  enzyme  abstract  of  calf  skin  re- 
constituted into  solid  phase  by  methods  previously 
described.2-4*5  The  control  defects  were  2.5-cm. 
trephine  holes  left  unfilled  and  those  filled  with  a 
sterile  gelatin-base  sponge  (Gelfoam).  It  is  insoluble 


Implantations  of  bone  dust,  bone  chips,  reconstituted 
collagen  gels,  and  sterile  gelatin-base  sponge  (Gel- 
foam)  in  trephine  holes  in  dog  skulls  were  histologi- 
cally studied  in  temporal  sequence  to  show  a clear 
superiority  of  the  autogenous  bone  grafts  over  other 
materials.  A slight  advantage  of  the  bone  chips  over 
the  bone  dust  was  suggested,  and  a slight  difference 
in  favor  of  collagen  gels  over  controls  was  detected. 
There  was  no  significant  difference  between  sterile 
gelatin-base-sponge-filled  trephine  holes  and  con- 
trols. The  authors  speculate  that  the  ability  of  au- 
togenous bone  to  provide  intact  cellular  elements  as 
well  as  bony  matrix  may  explain  this  observation. 
The  supply  of  absorbable  and  usable  collagen  without 
matrix  may  explain  the  function  of  the  collagen 
gels. 


in  water  and  has  long  been  available  to  surgeons  as 
an  absorbable  hemostatic  agent  that  excites  little 
cellular  reaction. 

Method 

Two  separate  studies  were  performed.  In  the  first, 
four  2.5-cm.  burr  holes  were  trephined  in  the  skulls 
of  eight  adult  15-to-20-kg.  mongrel  dogs  and  were 
filled  with  bone  dust,  collagen  gel,  sterile  gelatin-base 
sponge,  or  nothing  under  sterile  operating  conditions. 
Animals  were  sacrificed  at  one,  three,  five,  six,  seven, 
eight,  and  nine  weeks.  The  skull  defects  were  fixed 
in  10  percent  neutral  formalin,  decalcified  in  10 
percent  nitric  acid,  embedded  in  paraffin,  sectioned, 
and  stained  with  hematoxylin  and  eosin.  Slides  were 
reviewed  for  inflammation,  callus,  the  fate  of  the 
implant,  and  new  bone  formation. 

In  the  second  study,  two  pairs  of  burr  holes  were 
created  in  the  skulls  of  similar  dogs;  bone  dust  was 
placed  in  one  pair  and  bone  chips  in  the  other  pair  of 
defects  in  each  animal.  The  dogs  were  sacrificed  at 
4,6,9,10,  and  12  weeks,  and  the  skulls  were  histolog- 
ically examined  in  the  fashion  of  the  first  study. 

Results 

Study  I.  Callus  began  to  develop  by  one  week 
under  all  conditions  in  the  first  study.  By  the  third 
week,  there  was  a notable  increased  thickness  of 
callus  in  the  bone  dust  implants  as  compared  with 
collagen-treated,  sterile  gelatin-base  sponge-im- 
planted, and  untreated  animals. 

By  the  sixth  week,  loose  osteoid  had  replaced  callus 
in  the  bone-dust  treated  burr  holes,  but  callus  per- 
sisted in  the  defects  implanted  with  other  materials 
(Fig.  1).  As  late  as  eight  weeks,  while  dense  osteoid 
had  developed  in  the  bone-dust  implanted  burr  holes, 
callus  persisted  in  control  and  in  sterile  gelatin-base 
sponge  implants.  The  collagen  gel  implants,  how- 
ever, had  developed  thin  osteoid. 

Study  II.  T he  mode  of  mending  was  different  in 
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FIGURE  1.  Photomicrographs  depict  untreated  bony  defects.  (A)  Sterile  gelatin-base  sponge.  (B)  Collagen.  (C)  Bone 
dust.  (D)  Treated  defects  at  six  weeks.  Note  loose  osteoid  that  developed  in  bone  dust-treated  defects.  (Hematoxylin  and 
Eosin  Stain) 


the  two  implants  in  the  second  study.  The  bone- 
duSt  implants  formed  callus  to  bridge  the  gap  and 
then  transformed  this  callus  to  osteoid  by  six  weeks. 
The  bone-chip  implants  were  linked  together  by  new 
callus  as  early  as  four  weeks.  This  callus  then  con- 
verted to  osteoid.  This  difference  was  so  marked  at 
four  weeks  that  the  bone-chip  implants  appeared 
more  healed  at  four  weeks.  After  six  weeks,  bone 
dust  and  bone  chip  implants  were  indistinguish- 
able. 

Comment 

The  success  of  a bone  graft  probably  depends  on 
rapid  surface  resorption  of  the  material  and  its  si- 
multaneous replacement  with  new  host  osseous  tis- 
sue.6 Collagen  makes  up  89.2  percent  of  the  organic 
matrix  of  bone7  and  has  been  found  to  induce  calci- 
fication both  in  vitro8-10  and  in  vivo.11  Perhaps  this 
occurs  by  inducing  mesenchymal  host  cells  to  convert 
to  osteoblasts  which  can  form  bone  as  Urist1  suggests. 
However,  unprocessed  native  tissue  is  superior  both 
in  this  study  and  in  those  of  others.3  Bone  may  ac- 
tively contribute  cellular  elements  intact:  osteo- 
blasts with  osteogenic  potency  and  organic  matrix 
intact.  Perhaps  this  is  why  the  bone  chips,  which 
provide  both  matrix  and  cells,  and  the  bone  dust, 
which  provides  cells  and  matrix  to  a much  lesser 
degree,  are  the  superior  replacements;  it  may  also 
explain  the  slight  difference  between  the  two  dif- 
ferent preparations  of  autogenous  bone. 

Summary 

Implantations  of  bone  dust,  bone  chips,  reconsti- 
tuted collagen  gels,  and  sterile  gelatin-base  sponge 
in  trephine  holes  in  dog  skulls  were  histologically 
studied  in  temporal  sequence  and  showed  a clear 
superiority  of  the  autogenous  bone  grafts  over  other 
materials.  A slight  advantage  of  the  bone  chips  over 
the  bone  dust  was  suggested,  and  a slight  difference 
in  favor  of  collagen  gels  over  controls  was  detected. 
There  was  no  significant  difference  between  sterile 


gelatin-base  sponge-filled  trephine  holes  and  con- 
trols. 

The  authors  speculate  that  the  ability  of  autoge- 
nous bone  to  provide  intact  cellular  elements  as  well 
as  bony  matrix  explains  this  observation.  The  sup- 
ply of  absorbable  and  usable  collagen  without  matrix 
may  explain  the  function  of  the  collagen  gels.  It  is 
also  possible  the  more  rapid  absorption  of  the  smaller 
fragments  of  bone  dust  as  compared  to  bone  chips 
may  in  some  way  compensate  for  the  failure  of  the 
former  to  provide  intact  substantial  matrix.  As  such, 
the  mechanical  application  of  the  implant  might 
dictate  which  form  of  particulate  bone  to  employ  in 
any  specific  application. 

30  Central  Park  South,  Suite  6B 
New  York,  New  York  10019 
(DR.  CUCIN) 
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Maryland  experience:  provider's 
incubus 
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Baltimore,  Maryland 

Chief  of  Cardiovascular  Medicine,  Maryland  General  Hospital; 
Assistant  Professor  of  Medicine,  University  of  Maryland  School 
of  Medicine 


Responding  to  the  problem  of  upward  spiraling 
hospital  costs,  the  Maryland  HSCRC  (Health  Ser- 
vices Cost  Review  Commission)  was  established  by 
legislative  action  of  the  Maryland  General  Assembly 
in  1971.  The  legislation  was  opposed  by  the  state 
medical  society  but  was  supported  by  the  Maryland 
Hospital  Associat  ion  after  the  dangling  of  a financial 
carrot.  The  proponents  of  the  legislation  promised 
significant  reduction  or  even  elimination  of  tradi- 
tional discounts  on  hospital  charges  enjoyed  by  Blue 
Cross,  the  major  hospital  insurer.  Further,  Blue 
Cross,  Medicare,  and  Medicaid  would  be  made  fi- 
nancially responsible  for  a share  of  bad  debts. 

Powers  of  HSCRC 

The  HSCRC  was  to  be  responsible  for  the  public 
disclosure  of  the  financial  positions  of  hospitals  and 
related  institutions,  to  review  and  certify  the  rea- 
sonableness of  the  rates  established  by  these  insti- 
tutions, to  assure  that  the  total  costs  of  the  hospital 
are  reasonably  related  to  the  total  services  offered, 
and  that  the  rates  are  set  equitably  without  undue 
discrimination.  Subsequently,  the  HSCRC  was 
empowered  to  establish  rates  for  hospitals  and  re- 
lated health  care  facilities  including  nursing  homes 
and  chronic  care  institutions.  The  governor  ap- 
pointed seven  members  to  the  Commission  which 
initially  included  two  physicians;  then  no  physicians, 

Presented  at  the  172nd  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Socioeconomics  Com- 
mittee, Wednesday,  October  25.  1979. 


Effect  of  Cost 
Containment  on 
Quality  of 
Health  Care 

and  now  one  physician  has  recently  been  appointed 
to  the  board.  The  HSCRC  staff  and  its  executive 
director  promptly  exercised  a foreboding  use  and 
abuse  of  the  news  media.  Hospitals  were  singled  out 
for  alleged  overcharging  and  implied  gouging. 
Newspapers  printed  lists  of  alleged  substantial  in- 
comes earned  by  hospital-based  physicians,  including 
pathologists,  radiologists,  and  cardiologists,  compiled 
from  unaudited  data  provided  by  hospitals.  Sub- 
sequently, the  Maryland  Societies  of  Cardiology  and 
Radiology  were  able  to  collect  data  considerably  at 
odds  with  those  published,  which  indicated  gross 
errors  in  HSCRC  reports.  For  example,  the  Health 
Services  Cost  Review  Commission  reported  an  in- 
come in  excess  of  $100,000  from  electrocardiographic 
services  for  one  cardiologist,  when  in  fact  five  cardi- 
ologists share  in  the  income  with  no  additional  sti- 
pend provided  for  additional  services  including 
performance  of  other  diagnostic  studies,  24-hour 
coronary  care  supervision,  nursing  and  house  staff 
education,  and  other  administrative  responsibili- 
ties. 

The  Commission  has  returned  to  the  Legislature 
in  an  effort  to  extend  its  power  base.  It  requested, 
and  was  successful,  in  achieving  autonomy  from  the 
Department  of  Health  and  Mental  Hygiene’s  Board 
of  Review,  leaving  no  appeal  mechanism  except  to 
the  courts.  Legislation  was  requested  to  achieve  fi- 
nancial independence  by  imposing  an  arbitrary  tax 
on  all  hospitals  and  related  institutions.  Thankfully, 
the  bill  was  rejected  in  committee.  Most  dramati- 
cally, the  Commission  has  regularly  approached  the 
state  General  Assembly  requesting  extension  of  its 
jurisdiction  to  certain  hospital-based  physician  ser- 
vices regardless  of  contractual  arrangements.  No 
matter  how  the  patient  is  billed  for  those  services,  it 
wanted  to  determine  the  professional  component  by 
pathologists  and  radiologists  and  assure  that  such 
charges  are  “reasonable  and  equitable.” 

The  Commission  has  been  unsuccessful  in 
achieving  such  legislation.  It  does,  of  course,  already 
control  the  hospital  component  of  such  services. 
Incredibly,  in  spite  of  legislative  rejection,  the 
Commission  from  time  to  time  has  issued  public 
statements  extending  its  authority  without  having 
received  legislative  approval.  Hospitals  failing  to 
provide  budget  information  were  to  be  penalized  by 
a percent  reduction  in  allowed  rates.  In  the  Balti- 
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more  Morning  Sun,  March  10, 1977,  it  was  reported 
that  the  HSCRC  simply  ruled  it  had  the  power  to 
regulate  professional  fees  of  hospital-based  radiolo- 
gists and  pathologists  who  bill  their  patients  direct- 
ly.1 Parenthetically,  with  that  public  announce- 
ment, the  Commission  expressed  its  view  that  the 
provision  of  hospital-based  radiology  and  pathology 
services  are  “such  an  intricate  part  of  the  hospital 
that  they  have  to  be  included  in  the  total  services  just 
as  are  the  meals  and  laundry  services.”1  They 
pointed  out  that  such  hospital-based  physicians  had 
earned  “excessive  income”  under  past  arrangements, 
and  that  the  agency  would  set  rates  substantially 
lower  in  the  future.  The  Commission  has  further 
invaded  the  province  of  the  Health  Planning  Agency 
by  simply  refusing  to  approve  hospital  rates  for  new 
or  upgraded  services  which  had  received  Planning 
Agency  approval. 

More  recently,  the  HSCRC  has  published  regula- 
tions in  the  Maryland  Register  requiring  that  hos- 
pitals provide  the  Commission  with  detailed  infor- 
mation concerning  hospital-based  physician  total 
income.2  The  same  issue  of  the  Maryland  Register 
recorded  that,  changes  in  hospital-based  physician 
charges  must  receive  prior  Commission  approval.3 
A court  injunction  has  been  filed  to  prevent  imple- 
mentation of  these  regulations. 

Holy  Cross  Hospital  case 

Considerable  publicity  has  been  generated  by  a 
court  decision  concerning  the  Holy  Cross  Hospital, 
located  in  Silver  Spring,  Maryland,  and  the  HSCRC. 
Holy  Cross  has  been  hilling  a professional  component 
for  its  hospital-based  physicians.  The  Commission 
demanded  that  the  hospital  provide  gross  income 
data  for  its  hospital-based  physicians,  and  the  hos- 
pital refused  to  comply.  A court  decision  found  in 
favor  of  the  Hospital  Cost  Review  Commission.  It 
was  observed  by  the  presiding  judge  that  the  role  of 
pathologists,  cardiologists,  and  radiologists  cus- 
tomarily entails  minimum  contact  with  patients;  the 
nature  of  their  services  is  ancillary;  and  in  many 
cases,  it  is  entirely  unnecessary  for  such  physicians 
personally  to  confront  or  examine  their  patients. 
The  opinion  further  stated  that  the  General  As- 
sembly did  not  intend  that  these  types  of  physicians 
be  excluded  from  the  Commission’s  jurisdiction,  al- 
though it  was  established  and  well  known  that  the 
same  legislators  who  had  established  the  Commission 
had  rejected  this  extension  of  authority  in  each  of 
four  previous  annual  legislative  sessions.  An  appeal 
before  the  Maryland  Court  of  Appeals  was  heard  on 
September  1 1,  1978.  A decision  favoring  Holy  Cross 
Hospital  was  rendered. 

What  is  the  nature  of  the  physicians’  opposition? 
What  has  the  Commission  accomplished,  and  what 
is  the  provider’s  nightmare? 

Nature  of  opposition  to  HSCRC 

The  indiscriminate  publication  of  erroneous  in- 


come data  has  undermined  the  confidence  of  patients 
in  physicians,  particularly  hospital-based  physicians. 
The  concept  of  hospital-based  physicians  began  as 
a trickle  some  25  years  ago  when  it  was  recognized 
that  there  was  a need  for  certain  hospital  services  to 
be  provided  by  specially  trained  individuals  to  assure 
efficient  quality  care.  This  has  been  particularly  so 
for  the  specialties  of  pathology,  cardiology,  and  ra- 
diology. There  has  been  an  increasing  demand  for 
such  physicians  who  are  in  short  supply  and  who  can 
provide  the  special  skills  and  talents  needed  on  a 
continuous,  easily  accessible  basis.  The  hospital- 
based  physicians  are  constantly  scrutinized  by  their 
peers.  They  are  innovative  physicians  who  work 
with  hospital  administrators  and  medical  staffs  and 
help  to  bring  the  benefits  of  their  research  to  the 
patient.  Academic  freedom  and  free  enterprise  en- 
courage the  hospital-based  physician’s  performance. 
Their  longer  hours  and  efforts  toward  increased  ef- 
ficiency are  rewarding  to  them  both  personally  and 
financially.  It  is  their  administrative  duty  to  develop 
and  provide  new  techniques  necessary  for  modern 
health  care  and  to  supervise  the  quality  of  perfor- 
mance of  the  technicians  providing  the  services. 
These  physicians  maintain  constant  24-hour  call, 
seven  days  a week.  They  are  responsible  for  the 
continuing  education  of  attending  physicians,  as  well 
as  the  education  of  house  officers,  medical  students, 
and  allied  health  technicians  to  increase  the  man- 
power base.  A large  share  of  bedside  and  clinical 
teaching  is  assumed  by  hospital-based  physicians, 
and  these  teaching  responsibilities  help  to  provide 
patient  care.  It  is  the  same  specialists  who  are  in 
large  measure  the  physician  volunteers  in  the 
American  Heart  Association,  Inc.,  the  National 
Kidney  Association,  Inc.,  and  other  voluntary  health 
agencies,  further  widening  the  scope  of  health  care 
delivery. 

We  already  recognize  our  responsibility  to  cost 
containment  and  appreciate  that  quality  care  cannot 
be  separated  from  costs.  Mechanisms  are  available 
to  deal  with  inequities  of  excessive  charges  to  patients 
which  do  occur  in  the  State  of  Maryland,  as  else- 
where, through  the  grievance  committee  of  the 
medical  society  and  through  an  independent  state 
agency,  the  Commission  on  Medical  Discipline. 
Extension  of  HSCRC  authority  to  hospital-based 
physicians  would  have  far-reaching  philosophic  and 
practical  implications  for  all  practitioners  of  medi- 
cine and  their  patients.  All  physicians,  in  agreeing 
to  abide  by  the  bylaws  of  their  hospital,  have  in  fact 
a contract  with  the  hospital,  but  like  the  hospital- 
based  physician,  the  private  physician’s  first  re- 
sponsibility is  to  the  patient  and  not  to  his  institu- 
tion. HSCRC’s  regulation  of  hospital-based  physi- 
cians will  result  in  a loss  of  specialists  who  are  hos- 
pital-based, and  it  would  be  quite  difficult  to  attract 
new  hospital-based  physicians  to  Maryland.  We 
cannot  afford  a return  to  a system  of  health  care  of 
more  than  20  years  ago.  Without  hospital-based 
physicians,  there  would  be  a loss  of  quality  control 


1860  New  York  State  Journal  of  Medicine/November  1979 


TABLE  I.  Annual  percentage  change  in  hospital  daily  service  charges  component  of  consumer  price  index 


\ 

V, 

City 

December,  1975, 
to 

December,  1976 

December,  1974,  December,  1973, 
to  to 

December,  1975  December,  1974 

December,  1972, 
to 

December,  1973 

Baltimore 

10.7 

3.8 

11.5 

5.3 

U.S.  city  average 

11.4 

13.0 

14.2 

4.3 

Atlanta 

9.7 

13.0 

16.7 

6.7 

Chicago 

13.0 

19.4 

14.9 

4.6 

Detroit 

12.6 

20.3 

8.0 

3.8 

Los  Angeles 

12.2 

16.3 

13.4 

4.7 

New  York 

16.6 

11.3 

18.6 

4.8 

Philadelphia 

8.5 

23.0 

12.7 

2.2 

St.  Louis 

12.9 

11.7 

13.6 

4.9 

San  Francisco 

10.6 

15.5 

12.5 

4.5 

Increase  in  Baltimore  as  percentage  of  U.S.  city  average 

93.9 

29.2 

81.0 

123.3 

increase 


TABLE  II.  Medical  care  component  of  consumer  price  index 


Month,  Year 

United 

States 

Percent 

Change 

Philadelphia 

Percent 

Change 

Baltimore 

Percent 

Change 

June,  1975 

168.1 

182.1 

180.5 

June, 1976 

183.7 

9.2 

199.1 

9.3 

194.4 

7.7 

June,  1977 

201.8 

9.8 

219.2 

10.0 

207.6 

6.7 

as  a logical  consequence. 

A ccomplishments 

What  has  the  HSCRC  accomplished?  In  its  1977 
report  to  the  governor,  the  Commission  reviewed  its 
detailed  negotiations  over  rate  review  with  each 
hospital,  stressing  its  success  in  achieving  reduction 
of  requests.  There  is  nowhere  mentioned  possible 
adverse  effects  on  services  by  indiscriminate  reduc- 
tion in  hospital  income.  The  report  reviews  price 
increases  in  Baltimore  compared  with  price  increases 
in  other  U.S.  cities  and  the  national  average.  In 
Table  I,  the  change  in  the  hospital  daily  service 
charge  component  of  the  consumer  price  index  is 
listed.  It  is  noted  by  the  Commission  that  in  the  year 
December,  1972,  to  December,  1973,  after  the  Com- 
mission was  established  by  law  but  before  its  imple- 
mentation, costs  in  Baltimore  were  increasing  faster 
than  the  average  for  U.S.  cities.  Astonishingly,  the 
Commission  did  not  recognize  that  Maryland  hos- 
pitals quickly  increased  their  rates  in  1973,  antici- 
pating HSCRC  regulation,  nor  is  it  noted  that  1973 
marked  the  end  of  the  Federal  price  and  wage  con- 
trols; 1972  to  1973  was,  therefore,  an  unreasonable 
base  year.  In  1973  to  1974,  the  81  percent  figure 
reflects  satisfaction  of  need  by  increase  in  the  1972 
to  1973  year,  rather  than  HSCRC  “success.”  A 
striking  reduction  in  rate  increases  to  29.2  percent 
was  observed  in  Baltimore  in  1974  to  1975.  However, 
it  was  in  February  of  1975  that  the  traditional  dis- 
count averaging  13  percent  of  charges  enjoyed  by 
Blue  Cross  was  decreased  to  6 percent.  This  repre- 
sented a 7 percent  increase  in  hospital  income,  not 
charges.  At  the  same  time,  Blue  Cross  for  the  first 
time  was  made  responsible  for  a share  of  bad  debts. 
Traditionally  Blue  Cross  paid  nothing  for  bad  debts 
or  charity.  Under  these  circumstances  there  was 
little  reason  for  hospitals  to  increase  charges  by  much 


and  the  figure  of  29.2  percent  has  little  significance. 
In  1975  to  1976,  the  difference  between  Baltimore 
and  other  major  cities  is  relatively  insignificant.'  In 
Table  II,  the  indices  for  the  medical  care  component 
of  the  consumer  price  index  is  recorded.  The 
HSCRC  suggests  that  the  figures  indicate  that  in- 
creases in  charges  in  Baltimore  are  substantially 
below  the  national  average  of  9.8  percent,  as  com- 
pared with  6.7  percent.  Note,  however,  that  in  each 
year,  the  raw  data  figures  for  Baltimore  exceed  those 
of  the  national  average.  It  remains  to  be  seen 
whether  an  increase  in  charges  at  a reduced  level  will 
continue,  resulting  in  matched  or  reduced  figures  for 
Baltimore  compared  to  other  cities. 

The  Commission  concluded  that  hospital  costs  in 
Maryland  in  1977  increased  at  a rate  of  approxi- 
mately 2 percent  below  the  national  average,  equiv- 
alent to  a theoretic  saving  of  $15  million.  This  hy- 
pothetical, not  actual,  saving  is  measured  against  the 
Commission’s  operating  budget  of  “only  $500,000” 
to  support  a claim  of  30:1  cost  benefit.  T he  HSCRC 
did  not  include  in  its  budget  substantial  Federal 
funding  and  did  not  include  the  cost  of  hospital 
personnel  to  maintain  Commission  records,  prepare 
reports,  staff  hearings,  or  the  cost  of  50  major  indi- 
vidual hospital  rate  regulatory  activities,  nine  court 
cases,  and  numerous  Commission  hearings.  What 
is  the  value  of  administrative  and  professional  time 
devoted  to  HSCRC  activity?  Substantial,  of  course. 
You  have  probably  seen  the  Wall  Street  Journal 
report  of  the  New  York  Hospital  Association  ob- 
serving that  25  percent  of  the  fixed  cost  of  hospitals 
was  devoted  to  Federal  regulations. 

If  I misunderstand  the  statistics,  I am  in  good 
company.  Most  recently,  the  Commission  has  de- 
cided that  its  jurisdiction  and  expertise  extends  to 
quality  of  health  care.  They  have  taken  up  the 
gauntlet,  dropped  by  physicians  in  legislative  hear- 
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ings,  that  one  cannot  separate  cost  from  quality. 
Therefore,  the  Commission  feels  that  it  should  con- 
trol quality  as  well  as  costs.  On  July  25  of  this  year, 
the  HSCRC  reported  that  patients  admitted  to 
University  of  Maryland  Hospital  in  Baltimore  were 
given  too  many  tests,  kept  in  the  hospital  too  long, 
and  that  the  overall  patient  costs  were  excessive. 
Incredibly,  the  Commission  reported  that  that  Uni- 
versity’s mortality  rate  was  37  percent  higher  than 
that  recorded  at  Johns  Hopkins  Hospital.  There  was 
no  adjustment  for  the  kind  of  patients  treated  or  the 
specialization  of  regional  centers.  It  was  simply 
stated  that  “if  University  Hospital  patients  had  in 
each  patient  classification  the  average  death  rate  of 
Johns  Hopkins  Hospital,  320  fewer  patients  would 
have  died.”  Needless  to  say,  the  publication  of  such 
data  enraged  the  medical  community.  It  was  ad- 
mitted that  the  gross  data  made  no  allowance  for 
severity  of  illness,  patient  mix,  operative  interven- 
tion, or  the  fact  that  the  state’s  Shock  Trauma  Unit 
statistics  were  included  with  University  data.  A 
large  number  of  half-day  inpatient  hospitalizations 
for  therapeutic  abortions  were  included  with  the 
Hopkins  data.  Therapeutic  abortion  recipients  are 
outpatients  at  University  Hospital.  Other  obvious 
discrepancies  were  pointed  out  at  a public  hearing 
where  the  Commission’s  staff  fiscal  expert  reported 
that  he  did  not  believe  in  the  basic  concepts  of  sta- 
tistical significance.  On  September  8,  1978,  the 
Baltimore  Evening  Sun  reported  that  the  Commis- 
sion has  “refined  its  data”  and  that  the  “unreconciled 
differences”  between  the  Hopkins  and  University 
had  been  reduced  by  50  percent,  but  that  “the 
Agency  still  has  concerns.”4 

Comment 

Certainly  something  has  been  accomplished  by 
this  Commission.  Its  very  existence  and  constant 
nipping  at  the  heels  of  hospital  administrators  has 
awakened  responsibility  for  institutional  efficiency. 
Most  hospitals  are  nonprofit  institutions.  There  has 
been  no  incentive  for  efficiency,  and  studies  have 
shown  that  many  profit  hospitals  are  cheaper,  a 
benefit  of  the  free  enterprise  system.  Some  physi- 
cians are  now  a bit  more  aware  and  interested  in  cost 
containment.  We  must  share  the  burden  of  assuring 
that  care  of  the  sick  is  provided  efficiently,  and  that 
the  waste  of  duplicated  services  and  unnecessary 
frills  are  avoided. 

The  HSCRC  is  constantly  stretching  its  involve- 
ment. The  Medical  and  Chirurgical  Faculty,  the 
state’s  medical  society,  has  worked  closely  with  the 
Maryland  Societies  of  Cardiology,  Radiology,  Pa- 
thology, and  other  disciplines  in  monitoring  the  ac- 
tivities of  the  Hospital  Cost  Review  Commission  and 
to  date  has  been  responsible  for  some  containment 
of  this  nightmarish  oppressive  burden.  The  HSCRC 
has  received  funding  from  the  Federal  government 
and  boasts  of  its  model  image.  It  clearly  intends  to 
control  medical  care,  its  cost,  and,  in  a somewhat 
inebriated  fashion,  its  quality  by  transforming  health 


care  into  a public  utility.  Our  private  practicing 
physicians  have  observed  the  peacock  posturing  of 
this  new  bureaucracy  with  typical  professional  apa- 
thy. The  executive  director  of  the  HSCRC  has  ex- 
pressed his  view  that  “physician  control  of  health 
care,  its  costs,  implementation  and  quality,  is  asking 
the  fox  to  watch  the  chicken  coop.”  The  HSCRC 
would  prefer  that  it  be  dictator  of  health  care.  It  is 
acknowledged  that  the  Commission  has  no  expertise 
in  providing  health  care  and  is  staffed  by  economists. 
That  such  a group  will  determine  how  we  should  care 
for  the  sick  is  sobering.  The  Commission  wants  to 
be  the  watchdog  of  the  chicken  coop.  Imagine  a 
hound  dog  showing  the  chicken  how  to  lay  an  egg!  I 
don’t  believe  that  cheap  care  can  be  equated  with 
quality  care,  but  in  our  constant  quest  for  excellence, 
we  must  also  achieve  better  efficiency. 

Recommendations 

Legislative  health  cost  control  occurs  by  default. 
We  are  certain  that  physicians  should  and  can  deal 
with  the  problems  of  escalating  costs,  but  have  done 
very  little.  There  are  some  simple  measures  that  I 
believe  would  immediately  reduce  hospital  costs. 

Over  the  past  20  years  routine  laboratory  proce- 
dures have  gradually  increased  in  number  but  have 
not  significantly  improved  care  of  the  sick.  Let  us 
implement  a theoretic  requirement  that  every  labo- 
ratory test  be  individually  ordered  and  justified.  Is 
it  reasonable  to  order  a serologic  test  for  syphilis  on 
each  of  1 1 admissions  in  the  course  of  one  year  on  an 
82-year-old  lady  admitted  repeatedly  for  chemo- 
therapy? 

The  system  of  cost  reimbursement  must  stop. 
Spend  a buck,  and  get  back  a buck.  Make  hospitals 
responsible  for  fiscal  planning.  What  are  they  going 
to  do  a year  in  advance;  not  what  did  they  do  a year 
ago.  Allow  profit  incentives.  Every  hospital  need 
not  provide  every  service.  Share  facilities  or 
equipment  based  on  demographic  needs.  Physicians 
must  be  less  sensitive  and  possessive.  “Why  can’t 
we  have  a super  duper  nuclear  thingmagig  at  my 
hospital?”  If  there  are  too  many  beds,  why  not 
convert  hospital  wings  to  nursing  or  convalescent 
facilities  instead  of  building  new  ones. 

All  of  us  have  seen  waste  in  hospitals.  If  the  cost 
was  printed  on  all  hospital  disposable  items,  such  as 
sterile  4-  by  4-inches  gauze,  technicians  would  stop 
using  sterile  gauze  to  wipe  off  electrode  paste.  If  the 
price  of  laboratory  tests  were  printed  on  requisition 
slips,  house  officers  and  attending  physicians  would 
not  order  daily  $35  digoxin  blood  levels.  There  must 
be  an  increased  awareness  by  physicians  of  what  it 
costs  to  take  care  of  patients.  Although  we  cannot 
separate  quality  care  from  costs,  efficient  care  in- 
creases quality.  Physicians  can  be  the  spearhead  of 
cost  containment  and  must,  if  we  are  not  to  be  vic- 
tims of  an  incubus. 

827  Linden  Avenue 
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The  title  assigned  to  this  presentation,  “Cost  versus 
Quality,”  epitomizes  what  seems  to  be  a generally 
accepted  concept  that  there  is  an  inverse  linear  re- 
lationship between  the  cost  of  health  services  and 
their  quality.  The  implication  is  that  gains  in  cost 
containment  lead  to  deterioration  of  health  care  and, 
conversely,  that  improvements  in  care  necessarily 
increase  costs. 

As  a corollary,  it  is  widely  believed  that  the  DHEW 
(Department  of  Health,  Education,  and  Welfare), 
which  funds  PSHOs  (Professional  Standards  Review 
Organizations),  is  interested  exclusively  in  cost  re- 
duction or  containment  and  that  the  PSROs,  as  or- 
ganizations of  physicians,  are  concerned  solely  with 
maintaining  a high  level  of  quality  in  the  care  ren- 
dered. Although  both  assumptions  contain  an  ele- 
ment of  truth,  they  are  clearly  oversimplifications. 

In  view  of  the  public  uproar  over  the  increasing 
costs  of  health  care,  it  is  painfully  obvious  that  phy- 
sicians can  no  longer  disregard  the  price  tags  on  the 
services  they  render  or  order. 

It  is  equally  clear  that,  although  the  various  levels 
of  government  are  most  immediately  concerned  with 
expenditures  for  health  care,  as  major  purchasers  of 
services,  they  must  also  be  strongly  motivated  to  get 
the  best  for  what  they  spend. 

The  cost-quality  issue  is  further  confused  by  an 
absence  of  clear  definitions  and  goals.  To  determine 
whether  or  not  a given  level  of  health  care  financing 
is  acceptable,  we  must  specify  the  content  of  the 
benefit  package  that  is  to  be  provided.  If  the  funding 
level  is  to  be  limited  to  a degree  that  necessitates  a 
diminution  in  that  package  of  services,  then  priorities 
must  be  established,  and  some  of  the  least  necessary 
benefits  must  be  eliminated.  The  problem  of  es- 
tablishing goals  and  priorities  is  compounded  by  the 
fact  that  the  public  has  been  conditioned  to  expect 
unlimited  health  services  without  regard  for  their 
cumulative  financial  effect. 

Governments  have  therefore  studiously  avoided 
making  politically  dangerous  statements  on  priorities 
or  the  absolute  levels  at  which  they  are  willing  to  fund 
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public  programs  such  as  Medicare  or  Medicaid. 
Their  general  reaction  has  been  to  decry  rising  costs, 
blame  them  on  the  health  professions,  and  to  seek 
arbitrary  limits  on  increases  in  program  expenditures 
without  accepting  the  onus  of  limiting  benefits. 

The  health  professions,  on  their  part,  have  been 
reluctant  to  raise  the  question  of  limits  on  benefits 
and  expenditures,  equating  such  limits  with  a dete- 
rioration in  the  quality  of  health  care.  They  have 
also  avoided  the  issue  of  whether  some  alterations  in 
their  philosophies  and  practice  patterns  could  not, 
indeed,  diminish  total  costs  without  compromising 
patients’  safety  or  the  outcome  of  their  care. 

Nor  is  the  definition  of  quality  as  clear  as  it  would 
appear  at  first  glance.  Certainly,  patients  should 
have  competent,  well-informed,  physicians  to  treat 
their  diabetes,  heart  disease,  and  other  medical  ail- 
ments. They  should  also  have  skillfull,  well-trained, 
and  perfectly  motivated  surgeons  to  replace  their 
hearts,  kidneys,  and  perform  other,  less  intricate 
procedures.  Patients  should  also  receive  these  ser- 
vices in  institutions  that  are  well-equipped,  well- 
staffed,  and  efficiently  operated. 

Beyond  these  rather  self-evident  standards  lies  a 
large  gray  area  called  access.  Ideally,  patients  should 
receive  required  services  of  whatever  intensity  in  the 
most  appropriate  setting.  There  should  be  health 
professionals  of  the  requisite  types,  in  adequate 
numbers,  to  meet  all  health  care  needs.  Freedom  of 
entry  into  the  health  care  system  and  choice  of  set- 
ting, however,  are  determinants  of  cost  as  well  as  of 
quality,  and  at  this  point  the  distinction  between  the 
two  begins  to  blur. 

In  the  light  of  these  few  observations,  let  us  turn 
to  a brief  examination  of  present  PSRO  activities  in 
the  two  major  areas  under  consideration. 

PSRO  activities 

The  basic  mechanism  that  PSROs  rely  on  in  cost 
containment  is  utilization  review.  Whether  this  is 
delegated  to  individual  hospitals  or  retained  as  a 
PSRO  function  is  immaterial,  since  the  direct  re- 
sponsibility for  an  efficient  review  program  remains 
with  the  PSRO. 

At  present,  the  review  consists  of  concurrently 
examining  each  Title  XVIII,  XIX,  and  V admission 
to  an  acute  hospital  to  determine  whether  the  ad- 
mission is  medically  necessary  and  to  reexamine  the 
record  at  stated  intervals  to  ascertain  whether  or  not 
continued  hospital  stay  is  medically  indicated. 
These  determinations  are  certified  to  the  interme- 
diary or  Medicaid  agency  as  a prerequisite  for  pay- 
ment. 

The  PSRO  also  receives  an  abstract  on  each  pa- 
tient admitted  which  is  the  foundation  of  a data  base 
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that  permits  the  electronic  data  processing  (EDP) 
analysis  of  the  utilization  records  of  hospitals,  prac- 
titioners, and  patients.  These  so-called  “profiles” 
are  utilized  by  the  PSRO  in  monitoring  utilization 
and  identifying  trouble  spots  retroactively.  The  data 
system  can  be  adapted  to  the  review  of  ancillary 
services,  outpatient  department,  and  emergency 
room  care  by  providing  space  for  optional  data  on  the 
abstract  or  by  the  use  of  trailer  abstracts.  Depending 
on  the  content  of  the  abstract,  the  same  data  base  can 
he  used  for  monitoring  the  review  process  itself,  and 
it  also  has  some  application  in  the  evaluation  of  pa- 
tient care. 

The  assumption  underlying  utilization  review  is 
that  there  is  a significant  amount  of  fat  in  the  health 
care  system,  in  patients’  utilization  of  services  and 
physicians’  practice  habits,  which  lead  to  overuse, 
rather  than  outright  abuse,  of  the  program.  It  is 
expected  that  the  elimination  of  unnecessary  services 
and  hospital  stays  will  lead  to  substantial  savings 
without  doing  violence  to  the  physicians’  striving  for 
excellence  or  the  welfare  of  their  patients.  Since 
inflation  in  the  prices  of  equipment  and  materiel  and 
rising  wages  in  this  labor-intensive  industry  tend  to 
make  the  unit  cost  of  services  incompressible,  if  not 
uncontainable,  it  seems  unlikely  that  utilization  re- 
view will  lead  to  a diminution  of  the  total  dollar 
amounts  spent  on  health  care,  or  even  reduce  them 
as  a percentage  of  the  gross  national  product  (GNP). 
Utilization  review,  however,  can  and  should  lead  to 
a leveling  off  of  the  rate  of  increase  in  expenditures. 
Perhaps  even  more  important,  it  can  exert  a bene- 
ficial effect  in  normalizing  the  utilization  of  our 
available  resources  and  in  improving  the  distribution 
of  health  services. 

One  other  objective  of  utilization  review  is  the 
eradication  of  fraud  in  the  Medicare  and  Medicaid 
programs.  While  there  is  no  question  that,  for  moral 
and  ethical  reasons,  this  must  be  accomplished,  fraud 
is  probably  not  of  major  importance  from  the 
standpoint  of  pure  cost. 

Finally,  utilization  review  and  quality  assurance 
are  combined  to  deal  with  so-called  “unnecessary 
surgery.”  I can’t  help  but  believe  that  the  prevalence 
of  this  practice  has  been  overstated  grossly  but  again, 
regardless  of  its  extent,  it  must  be  eliminated. 

In  considering  the  role  that  medical  audit  and 
quality  assurance  play  in  professional  standards  re- 
view, it  should  not  he  forgotten  that  the  health  pro- 
fessions have  been  self-policing  in  this  regard  for 
many  years,  with  the  result  that  this  nation  probably 
enjoys  the  best  health  care  in  the  world. 

However,  there  is  no  quicker  or  more  certain  way 
imaginable  to  cut  costs  than  to  limit  reimbursement 
to  a degree  that  dictates  reduction  in  needed  per- 
sonnel, skimping  on  supplies  and  equipment,  or  ac- 
tual denial  of  access  to  care. 

The  major  reason  for  the  insistence  of  the  medical 
profession  that  quality  assurance  he  included  in  the 
PSRO  programs  was  to  he  sure  that,  in  the  enthusi- 
asm for  cost  containment,  the  maintenance  of  high 


standards  was  not  forgotten. 

At  this  point  it  seems  pertinent  to  consider  the 
state  of  development  that  PSROs  have  attained, 
since  their  future  role  and,  indeed,  their  continued 
existence  depend  on  the  perception  DHEW  (De- 
partment of  Health,  Education,  and  Welfare)  and 
Congress  have  of  their  effectiveness,  which  has  al- 
ready created  some  problems. 

Extent  of  PSRO  development 

To  begin  with,  PSROs  are  conducting  reviews 
principally  in  acute  care  general  hospitals.  You  must 
also  remember  that  Medicare  and  Medicaid  patients 
constitute  only  about  30  to  35  percent  of  all  acute 
patients  so  that  about  two  thirds  do  not  fall  under 
PSRO  utilization  review.  Furthermore,  even  in 
acute  hospitals,  the  review  of  the  outpatient  de- 
partment, emergency  room,  and  ancillary  services  is 
limited  to  a relatively  few  demonstration  projects. 

When  we  consider  long-term  care  facilities,  we  find 
that  although  there  have  been  a number  of  review 
programs  funded,  at  least  two  thirds  of  the  PSROs 
are  not  authorized  to  do  such  review.  When  they  are, 
their  authority  extends  only  to  Medicare  patients  in 
skilled  nursing  facilities,  who  constitute  only  a very 
small  percentage  of  patients  in  long-term  care  insti- 
tutions. 

The  PSROs’  situation  is  further  complicated  by 
the  fact  that  they  have  barely  had  time  to  lay  down 
a sufficiently  large  data  base  for  valid  profiling  and 
statistical  analysis.  Also,  data  processing  techniques 
to  provide  readily  retrievable  data  in  usable  form 
have  just  become  available  and  are  not  yet  in  general 
use. 

Most  of  us  who  are  involved  with  PSROs  assumed 
that  the  review  function,  as  it  was  focused  down  to 
problem  areas  in  acute  care,  would  be  extended  to 
include  care  in  other  settings  until,  finally,  all  services 
would  be  subject  to  PSRO  review.  This  has  not  only 
not  happened  to  date,  it  may  not  happen  in  the  fu- 
ture. 

It  is  very  difficult  to  assess  the  total  effect  of  a re- 
view system  that  operates  in  so  restricted  a field, 
especially  when  there  are  few  reliable  baseline  data 
against  which  “before  and  after”  comparisons  can  be 
made. 

Nevertheless,  one  or  two  elaborate  evaluation 
studies  were  done  by  government,  using  questionable 
baseline  data  and  rather  simplistic  variables  such  as 
hospital  days  per  thousand  eligible  patients  and  av- 
erage lengths  of  stay.  Not  surprisingly,  considering 
their  sponsorship,  the  studies  were  interpreted  as 
showing  that  PSROs  had  had  little  or  no  impact  on 
utilization  or  costs.  The  studies  themselves  were 
admitted  to  be  of  questionable  statistical  validity,  in 
spite  of  which  they  were  used  to  come  to  a firm  con- 
clusion. 

As  a result,  congressional  pressure  was  applied  to 
DHEW  which,  in  response,  changed  its  signals  to 
PSROs.  The  PSROs  were  exhorted  to  make  every 
effort  to  demonstrate  their  “impact,”  using  whatever 
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data  were  available.  While  there  was  no  indication 
that  quality  assurance  was  to  be  neglected,  there  was 
no  question  where  the  emphasis  lay. 

Furthermore,  Congress,  in  funding  PSROs  for  the 
coming  fiscal  year,  cut  hack  its  allocation  by  ap- 
proximately one  third,  so  that  the  average  allowable 
cost  for  the  review  of  an  admission  will  decline  from 
approximately  $12.50  to  a target  figure  of  $8.70. 

PSROs  can  probably  conduct  review  in  its  present 
form  at  this  figure.  The  reduction,  however,  will 
have  a number  of  detrimental  side-effects: 

1.  It  will  virtually  limit  future  review  to  acute  hospi- 
tal care  and  prevent  PSROs  from  extending  their  re- 
view techniques  to  care  in  other  settings. 

2.  It  will  require  extensive  focusing  or  exemption 
from  review  almost  immediately.  While  this  was  not 
unanticipated,  it  is  premature  in  that  most  PSROs 
need  more  time  to  develop  their  data  systems  to  re- 
place case-by-case  review  with  appropriate  data  pro- 
cessing methodologies  for  monitoring  and  sampling. 

The  PSROs,  given  a modicum  of  time,  can  meet 
these  immediate  challenges.  Of  much  greater  con- 
cern is  the  question  of  the  Federal  intent  with  regard 
to  their  future.  That  decision  will  be  influenced  by 
the  President,  Congress,  OMB  (Office  of  Manage- 
ment and  Budget),  and  DHEW  so  that  a definite 
forecast  is  impossible  at  this  time.  Nevertheless, 
there  are  some  indications  in  recent  statements  and 
events  to  show  at  least  which  way  the  wind  blows. 

Comment 

The  President’s  attitude  toward  physicians  and 
physician  organizations  has  certainly  not  been 
sympathetic  or  supportive,  and  the  same  tendency 
is  exhibited  by  the  top  leadership  of  DHEW.  Both 
the  President  and  Secretary  Califano  have  doggedly 
pursued  cost  containment  legislation  which  would 
indicate  that  their  major  interest  lies  in  strict  regu- 
lation. This  is  borne  out  by  the  Secretary’s  early 
statements  on  his  intent  to  establish  mandatory  fee 
schedules  for  physicians.  In  the  past,  the  OMB  has 
been  particularly  critical  of  PSROs  and,  on  one  oc- 
casion, recommended  that  they  be  eliminated  from 
the  budget.  As  far  as  Congress  is  concerned,  while 
PSROs  have  a number  of  supporters,  they  also  have 
a few  vociferous  detractors.  To  round  out  the  pic- 
ture, the  under  secretary  of  DHEW,  Hale  Champion, 
has  projected  a plan  that  calls  for  the  fiscal  inter- 
mediaries to  collect  the  Uniform  Hospital  Discharge 
Data  System  (UHDDS)  data  by  1980.  These  data 
are  fundamental  to  PSRO  operation.  If  this  plan  is 
put  into  effect,  it  could  ring  the  death  knell  of 
PSROs,  since  it  is  unlikely  that  two  parallel  systems 
of  data  acquisition  and  processing  would  long  be 
tolerated. 

Government  has  invested  hundreds  of  millions  of 
dollars  of  public  money  in  the  development  of 
PSROs.  Physicians  and  other  health  professionals 


have  devoted  untold  effort  to  bringing  the  review 
system  to  its  present  status.  It  is  unfortunate  that, 
even  as  the  PSROs  are  demonstrating  that  they  can 
meet  public  goals  in  quality  assurance  and  cost  con- 
tainment, they  have  these  ominous  clouds  on  their 
horizon.  But  the  threat  is  not  to  them  alone.  If  the 
PSROs  should  be  downgraded  or  limited  to  their 
present,  rather  narrow,  scope,  they  are  not  likely  to 
survive.  In  their  current  state  of  dependence  on 
Federal  financing,  they  could  be  phased  out  slowly 
by  attrition  or  abruptly  by  defunding.  Lacking 
PSROs,  there  is  little  question  that  other  review 
systems  would  be  developed,  this  time  not  profes- 
sionally sponsored  or  conducted. 

Given  the  trend  exhibited  by  Federal  leadership, 
it  is  certain  that  the  health  professions,  hospitals,  and 
other  institutions  would  then  be  subjected  to  even 
more  arbitrary  and  doctrinaire  regulations  than  they 
have  endured  in  the  past. 

Stringent  government  control,  direct  or  through 
nonprofessional  review'  organizations,  would  be  as 
counterproductive  in  health  care  as  it  is  proving  to 
be  in  welfare,  education,  transportation,  and  public 
works.  To  gauge  its  probable  effect  one  need  look 
no  further  than  to  the  network  of  ponderous,  over- 
lapping, and  arrogant  regulatory  agencies  that  are 
even  now  harassing  and  burdening  other  professions 
and  industries.  Compliance  with  their  regulations 
has  led  to  cost  increases  of  a magnitude  that  has 
convinced  even  the  bureaucracy  that  some  deregu- 
lation is  necessary.  Oddly  enough,  that  perception 
does  not  extend  to  health  care  where  the  adminis- 
tration’s thrust  continues  to  be  in  the  direction  of 
more  restrictive  legislation  and  more  rigid  controls. 
It,  therefore,  is  essential  that  the  health  professions 
put  forth  private  initiatives  to  forestall  further  gov- 
ernment intervention. 

The  PSROs,  although  federally  funded  and  con- 
sequently subject  to  a degree  of  Federal  control,  are 
still  essentially  private  organizations  of  physicians. 
As  such,  they  are  motivated  and  qualified  to  make 
major  contributions  toward  the  achievement  and 
maintenance  of  a rational,  effective,  and  affordable 
health  care  system.  They  are  demonstrating  their 
ability  to  manage  balanced,  equitable  review  pro- 
grams that  need  the  public  objective  of  cost  con- 
tainment without  undue  interference  with  health 
care  delivery.  They  should  therefore  have  the  sup- 
port of  the  health  professions  and  the  public  to  con- 
tinue review  in  existing  title  programs  such  as  Med- 
icare and  Medicaid. 

The  PSROs,  on  their  part,  will  continue  and  in- 
tensify their  efforts  to  achieve  the  full  potential  of  the 
review  process  by  extending  it  to  the  private  sector 
and  to  all  the  settings  in  which  health  care  is  ren- 
dered. They  will  require,  and  should  be  given,  the 
full  cooperation  of  organized  medicine,  individual 
physicians,  other  health  care  practitioners,  the  hos- 
pitals, hospital  associations,  and  the  public. 
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CLEARING  OF 
DEPRESSION 


ANTIDEPRESSANT 
EFFECTIVENESS  I 
with  convenient  - 
once-a-day 
h.s.  dosage* 

SINEQUAN 

(DOXEPIN  HCI) 

150-mg\  100-mg,  75-mg,  50-mg,  25-mg, 

10-mg  CAPSULES  and  ORAL  CONCENTRATE, 

1 0 mg/ml,  in  1 20-ml  (4-oz)  bottles 
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♦The  total  doily  dosoge  of  Sinequan,  up  to  150  mg,  may  be 
administered  on  o once-o-doy  schedule  without  loss  of  effectiveness. 

+ The  150-mg  capsule  strength  is  intended  for  moinfenonce  therapy 
only  ond  is  not  recommended  for  initiation  of  treatment. 


See  Brief  Summary  on  next  page  for  information  on 
contraindications,  warnings,  precautions  and  adverse  reactions. 
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ANTIDEPRESSANT 

EFFECTIVENESS 

SINEQUAN 

(DOXEPIN  HCI) 

150-mg*  100-mg.  75-mg,  50-mg,  25-mg, 

1 0-mg  CAPSULES  ond  OPAL  CONCENTRATE, 

10  mg/ml.  In  1 20-mi  (4-oz)  borrles 


*The  1 50-mg  capsule  strength  is  intended  for 
maintenance  therapy  only  and  is  not  recommended 
for  initiation  of  freofment. 


CONVENIENT  ONCE-A-DAY /?.s.  DOSAGE 

which  moy  improve  patient  compliance.  The  total 
doily  dosoge,  up  to  150  mg  perdoy,  moy  be  given 
on  o once-a-day  schedule  without  loss  of  effec- 
tiveness. Sinequan  moy  also  be  given  on  o 
divided  dosoge  schedule,  up  to  000  mg  per  day 

PROMINENT  SEDATIVE  EFFECT 

which  may  help  to  relieve  the  difficulty  in  foiling 
and  staying  asleep,  ond  the  eorly-morning 
awakening  often  ossocioted  with  depression. 

ESTABLISHED  ANTIANXIETY  ACTIVITY 

to  help  alleviate  the  anxiety  which  often  accom- 
panies clinical  depression. 

USUALLY  WELL  TOLERATED 

At  doses  up  to  1 50  mg  per  day  Sinequan  does  not 
generally  affect  the  antihypertensive  activity  of 
guonethidine  ond  relofed  compounds.  Tachy- 
cardia ond  hypotension  hove  been  reported 
occasionally.  Drowsiness  is  the  most  commonly  ob- 
served side  effect.  Dry  mouth,  blurred  vision,  consti- 
pation and  urinary  retention  hove  been  reported. 

EXTENDED  RANGE 
OF  DOSAGE  STRENGTHS 

for  flexibility  in  individualizing  therapy. 


BRIEF  SUMMARY 

SINEQUAN  (doxepin  HCI)  Capsules/Oral  Concentrate 

Contraindications.  Contraindicated  in  individuals  who  have  shown  hypersensitivity  to  the  drug 
and  in  patients  with  glaucoma  or  a tendency  to  urinary  retention.  These  disorders  should  be  ruled 
out,  particularly  m older  patients.  Possibility  of  cross  sensitivity  with  other  dibenzoxepines  should 
be  kept  in  mind 

Warnings.  The  once-a-day  dosage  regimen  of  SINEQUAN  (doxepin  HCI)  in  patients  with  mter- 
current  illness  or  patients  taking  other  medications  should  be  carefully  adjusted  This  is 
especially  important  in  patients  receiving  other  medications  with  anticholinergic  effects 

Usage  in  Geriatrics:  The  use  of  SINEQUAN  on  a once-a-day  dosage  regimen  in  geriatric 
patients  should  be  adjusted  carefully  based  on  the  patient's  condition. 

Usage  in  Pregnancy:  Reproduction  studies  performed  in  animals  have  shown  no  evidence  of 
harm  to  the  animal  fetus  Since  there  is  no  experience  in  pregnant  women  receiving  this  drug, 
safety  in  pregnancy  has  not  been  established.  There  are  no  data  with  respect  to  the  secretion  of 
the  drug  in  human  milk  and  its  effect  on  the  nursing  infant 

Usage  in  Children:  Usage  in  children  under  12  years  of  age  is  not  recommended  because 
safe  conditions  lor  its  use  have  not  been  established. 

MAO  Inhibitors:  Serious  side  effects  and  even  death  have  been  reported  following  the 
: oncomitant  use  of  certain  drugs  with  MAO  inhibitors  Therefore,  MAO  inhibitors  should  be 
discontinued  at  least  two  weeks  prior  to  the  cautious  initiation  of  therapy  with  this  drug  The  exact 
length  of  time  may  vary  and  is  dependent  upon  the  particular  MAO  inhibitor  being  used,  the 
length  of  time  it  has  been  administered  and  the  dosage  involved. 

Usage  with  Alcohol:  It  should  be  borne  in  mind  that  alcohol  ingestion  may  increase  the 
danger  inherent  in  any  intentional  or  unintentional  SINEQUAN  overdosage  This  is  especially 
imporlant  in  patients  who  may  use  alcohol  excessively 

Precautions.  Smi  e drowsiness  may  occur  with  Ihe  use  of  this  drug,  patients  should  be  warned  of 
that  possibility  and  cautioned  agamsl  driving  a car  or  operating  dangerous  machinery  while 
taking  this  drug 

Patients  should  also  be  cautioned  that  their  response  to  alcohol  may  be  potentiated 

Smoesuic  de  is  an  inherent  risk  in  any  depressed  patient,  and  may  remain  so  until  significant 
impi  vernenl  has  occurred,  patients  should  be  closely  supervised  during  Ihe  early  course  of 
therapy  Prescriptions  should  be  written  for  the  smallest  feasible  amount 

Should  increased  symptoms  of  psychosis  or  shift  to  manic  symptomatology  occur,  it  may  be 
necessary  to  reduce  dosage  or  add  a major  tranquilizer  to  the  dosage  regimen 
Adverse  Reactions.  NOTE  Some  of  the  adverse  reactions  noted  below  have  not  been 
spec  (finally  reported  with  SINEQUAN  use  However,  due  to  the  close  pharmacological 
similarities  among  Ihe  tricyclics,  the  reactions  should  be  considered  when  prescribing 
SINEQUAN 

Anticholinergic  Elleclc  Dry  mouth,  blurred  vision,  constipation,  and  urinary  retention  have 
been  reported  II  they  do  nol  subside  with  continued  therapy,  or  become  severe,  it  may  be 
necessary  to  reduce  Ihe  dosage 

Central  Nervous  System  Effects  Drowsiness  is  the  most  commonly  noticed  side  effect  This 
lends  to  disappear  as  therapy  is  continued  Other  infrequently  reported  CNS  side  effects  are 
confusion,  disorientation,  hallucinations,  numbness,  paresthesias,  ataxia,  and  extrapyramicfal 
symptoms  and  seizures 

Cardiovascular  Cardiovascular  effects  including  hypotension  arid  tachycardia  have  been 
reported  occasionally 

Allergic  5km  rash,  edema,  pholosensilization,  and  pruritus  have  occasionally  occurred 

1 temaiologic  I osinophilia  has  been  reported  in  a few  patients  There  have  been  occasional 
."  of  bone  marrow  depression  manifesting  as  agranulocytosis,  leukope/ua.  Ihrombo- 
• /lopenia  and  purpura 

, . "o'litestinal  Nausea,  vomiting,  indigestion,  taste  disturbances,  diarrhea,  anorexia,  and 
is  stomatitis  have  been  reported  (See  anticholinergic  effects.) 

' i ed'jr  'owered  libido,  testicular  swelling,  gynecomastia  in  males,  enlargement 

it  ii;i'  forrhea  in  the  female,  raising  or  lowering  of  blood  sugar  levels  have  been 

reported  with  tricyclic  administration 

, him, i.j-,  weight  gam.  sweating,  chills  fatigue,  weakness,  (lushing,  jaundice 
. a arid  ' ■ id  r tie  have  been  occasionally  observed  as  adverse  effects 


Dosage  and  Administration.  For  most  patients  with  illness  of  mild  to  moderate  severity,  a 
starting  daily  dose  of  75  mg  is  recommended  Dosage  may  subsequently  be  increased  or 
decreased  al  appropriate  intervals  and  according  to  individual  response  The  usual  optimum 
dose  range  is  75  mg/day  to  150  mg/day 

In  more  severely  ill  patients  higher  doses  may  be  required  with  subsequent  gradual  increase  to 
300  mg/day  if  necessary.  Additional  therapeutic  effect  is  rarely  to  be  obtained  by  exceeding  a 
dose  of  300  mg/day. 

In  patients  with  very  mild  symptomatology  or  emotional  symptoms  accompanying  organic 
disease,  lower  doses  may  suffice  Some  of  these  patients  have  been  controlled  on  doses  as  low 
as  25-50  mg/day. 

The  total  daily  dosage  of  SINEQUAN  (doxepin  HCI)  may  be  given  on  a divided  or  once-a-day 
dosage  schedu'e  If  the  once  a-day  schedule  is  employed  the  maximum  recommended  dose  is 
150  mg/day  This  dose  may  be  given  at  bedtimn  The  150  mg  capsule  strength  is  intended  for 
maintenance  therapy  only  and  is  not  recommended  for  initiation  of  treatment. 

Antianxiety  effect  is  apparent  before  the  antidepressant  effect.  Optimal  antidepressant  effect 
may  not  be  evident  for  two  to  three  weeks 

Overdosage 

A Signs  and  Symptoms 

1 Mild:  Drowsiness,  stupor,  blurred  vision,  excessive  dryness  of  mouth 

2 Severe  Respiratory  depression,  hypotension,  coma,  convulsions,  cardiac  arrhythmias  and 
tachycardias. 

Also  urinary  retention  (bladder  atony),  decreased  gastrointestinal  motility  (paralytic  ileus), 
hyperthermia  (or  hypothermia),  hypertension,  dilated  pupils,  hyperactive  reflexes 
B Management  and  Treatment 

1 Mild:  Observation  and  supportive  therapy  is  all  that  is  usually  necessary 

2 Severe  Medical  management  of  severe  SINEQUAN  overdosage  consists  of  aggressive 
supportive  therapy  If  Ihe  patient  is  conscious,  gastric  lavage,  with  appropriate  precautions  to 
prevent  pulmonary  aspiration,  should  be  performed  even  though  SINEQUAN  is  rapidly  absorbed. 
The  use  of  activated  charcoal  has  been  recommended,  as  has  been  continuous  gastric  lavage 
with  saline  for  24  hours  or  more  An  adequate  airway  should  be  established  m comatose  patients 
and  assisted  ventilation  used  if  necessary.  EKG  monitoring  may  be  required  for  several  days, 
since  relapse  after  apparent  recovery  has  been  reported  Arrhythmias  should  be  treated  with  the 
appropriate  antiar rhythmic  agent  It  has  been  reported  that  many  of  the  cardiovascular  and  CNS 
symptoms  of  tricyclic  antidepressant  poisoning  in  adults  may  be  reversed  by  the  slow  intra- 
venous administration  of  1 mg  to  3 mg  of  physostigmine  salicylate  Because  physostigmme  is 
rapidly  metabolized.  Ihe  dosage  should  be  repealed  as  required  Convulsions  may  respond  to 
standard  anticonvulsant  therapy,  however,  barbiturates  may  potentiate  any  respiratory  deprec-l 
sion  Dialysis  and  forced  diuresis  generally  are  not  of  value  in  the  management  of  overdosage 
due  to  high  tissue  and  protein  binding  of  SINEQUAN 

Supply.  SINEQUAN  is  available  as  capsules  containing  doxepin  HCI  equivalent  lo  10  mg.  75  mg. 
and  100  mg  doxepin,  bottles  of  100,  1000,  and  unit-dose  packages  of  100  (10  x 10's)  25  mg  and 
50  mg  doxepin  bottles  of  100,  1000.  5000,  and  unit-dose  packages  of  100  (1 0 x 10  s)  150  mg 
doxepin:  bottles  of  50,  500,  and  unit  dose  packages  of  100  (10  x 10's)  SINEQUAN  Oral 
Concentrate  ( 10  mg/ml)  is  available  in  120  ml  bottles  with  an  accompanying  dropper  calibrated 
at  5 mg,  10  mg,  15  mg,  20  mg,  and  25  mg  Each  ml  contains  doxepin  HCI  equivalent  to  10  mg 
doxepin  Just  prior  lo  administration.  SINEQUAN  Oral  Concentrate  should  be  diluted  with 
approximately  120  ml  of  water,  whole  or  skimmed  milk,  or  orange,  grapefruit,  tomato,  prune  or 
pineapple  juice.  SINEQUAN  Oral  Concentrate  is  not  physically  compatible  with  a number  of 
carbonated  beverages  For  those  patients  requiring  antidepressant  therapy  who  are  on 
methadone  maintenance,  SINEQUAN  Oral  Concentrate  and  methadone  syrup  can  be  mixed 
together  with  Gatorade"  lemonade,  orange  juice,  sugar  water,  Tang*,  or  water,  but  not  wilh 
grape  juice  Preparation  and  storage  of  bulk  dilutions  is  not  recommended 

More  detailed  professional  information  available  on  request 
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Convenient  access  to  primary  medical  care  stands 
as  a major  objective  of  the  health  delivery  system  in 
New  York  State.  In  the  general  population,  nearly 
one  half  of  all  patients  contacting  a physician  initially 
present  vague  symptoms  and  problems  that  cannot 
he  given  a definitive  diagnosis  from  the  International 
Classification  of  Disease.1  The  major  health  con- 
cerns encountered  are  acute  respiratory  conditions, 
mild  to  moderate  psychiatric  problems,  traumas,  skin 
problems,  allergies,  and  infections.2*3 

Prior  to  World  War  II,  general  practitioners  served 
most  Americans  as  the  first  point  of  medical  contact. 
In  1931,  approximately  112,000  physicians,  more 
than  80  percent  of  all  physicians  in  private  practice 
in  the  United  States,  were  general  practitioners.  In 
recent  decades,  specialization  of  medical  education 
and  practice  has  altered  dramatically  the  composi- 
tion of  the  physician  population.  By  1971  the 
number  of  general  practitioners  had  declined  to 
55,000  and  represented  less  than  20  percent  of  phy- 
sicians in  practice.  The  future  of  family  medicine 
in  New  York  could  have  been  considered  tenuous,  for 
as  late  as  1976  the  New  York  State  Academy  of 
Family  Physicians  reported  that  55  percent  of  its 
membership  was  age  60  or  older,  and  78  percent  was 
over  50  years  of  age. 


In  response  to  the  national  need  for  access  to  pri- 
mary medical  care,  the  AMA  (American  Medical 
Association’s)  House  of  Delegates  in  February,  1969, 
recognized  family  practice  as  a specialty  field.  At 
that  time  only  three  programs  in  New  York,  SUNY 
(State  University  of  New  York)  at  Buffalo,  SUNY 
Upstate  Medical  Center  at  Syracuse,  and  the  Uni- 
versity of  Rochester,  had  departments  of  family 
medicine  approved  by  the  AMA.  Establishment  of 
family  practice  residency  programs  can  create  posi- 
tive role  models  which  encourage  medical  students 
to  participate  in  family  practice  preceptorships  and 
to  consider  careers  in  primary  medical  care. 
Therefore,  New  York  State  enacted  in  1969  the 
Conklin-Cook  Bill,  which  mandated  family  practice 
departments  at  all  State-supported  medical  schools. 
By  1974,  nine  additional  AMA-approved  family 
practice  programs  were  established  in  New  York. 
Further  legislation  in  1974,  that  is,  Chapter  942  of  the 
laws  of  1974,  provided  the  commissioner  of  health  the 
authority  to  “provide  State  funding  to  continue  and 
expand  family  practice  residency  programs  in  New 
York  State  Hospitals.”  This  program  provides 
training  institutions  up  to  $10,000  annually  for  each 
family  practice  resident  who  signs  a letter  of  intent 
to  practice  in  New  York  State  for  two  years  following 
completion  of  training. 

As  of  January,  1978, 17  medical  institutions  in  New 
York  State  had  AMA  approval  to  offer  family  prac- 
tice residencies,  and  several  additional  institutional 
applications  were  pending  review.  The  sponsoring 
institutions  and  their  initial  year  of  approved  oper- 
ation are  summarized  in  Table  I.  Each  of  the  eight 
geographic  health  service  subregions  within  New 
York  State  has  at  least  one  AMA-approved  family 
practice  residency  program  at  this  time. 

Method 

In  October,  1977,  each  of  the  16  family  residency 
programs  approved  at  that  time  by  the  AMA  com- 
pleted an  institutional  survey  addressing  the  char- 
acteristics of  the  program,  trainees,  instruction,  and 
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TABLE  1.  AMA-approved  family  practice  residency 
programs  in  New  York  State,  January,  1978 

Institution 

Date  of  Approval 

Brookdale  Hospital  Medical 

7/73 

Center 

Community  Hospital  at 

1974 

Glen  Cove 

C.  S.  Wilson  Memorial 

9/71 

Hospital 

SUNY  Buffalo  (Deaconess 

7/69 

Hospital) 

SUNY  Downstate  (King’s  County 

1973 

Hospital  Center) 

Lutheran  Medical  Center 

1974 

Montefiore  Hospital  and 

6/73 

Medical  Center 

Nassau  County  Medical  Center 

4/74 

SUNY  Stony  Brook  (Southside 

1972 

Hospital) 

SUNY  Upstate  (St.  Joseph’s  Hospital 

1969 

Health  Center,  Syracuse) 

St.  Joseph’s  Hospital,  Yonkers 

1974 

University  of  Rochester 

1967 

(Highland  Hospital) 

Brookhaven  Memorial  Hospital 

2/76 

Niagara  Falls  Memorial 

2/76 

Medical  Center 

South  Nassau  Communities  Hospital 

10/76 

St.  Elizabeth  Hospital,  Utica 

10/76 

St.  Clare’s  Hospital,  Schenectady 

1977 

finances.  Individual  resident  surveys  were  sent  to 
177  program  graduates,  and  105  responses  were  re- 
ceived with  information  on  the  residency  training 
experience  and  current  practice  patterns. 

Results 

Training  programs.  A program  profile  of 
family  practice- residency  training  in  New  York  State 


was  developed  from  the  1977  institutional  survey. 
This  profile  is  summarized  in  Table  II. 

Each  family  practice  residency  program  was  af- 
filiated with  a medical  school.  Several  State  medical 
schools  collaborated  with  more  than  one  family 
practice  residency  program.  Every  training  program 
had  a model  family  practice  unit  where  residents 
received  ambulatory  care  experience  in  a setting 
comparable  to  an  outpatient  clinic  or  community 
practice.  Each  institution  rotated  residents  through 
segments  devoted  to  family  practice,  internal  medi- 
cine, obstetrics-gynecology,  pediatrics,  and  surgery. 
Participation  in  the  model  family  practice  clinic 
represented  the  largest  time  commitment  for  resi- 
dents, varying  from  20  to  44  percent  of  the  training 
in  different  programs.  Special  modules  at  particular 
institutions  included  community  medicine,  emer- 
gency room  medicine,  psychiatry,  geriatrics,  outpa- 
tient surgery,  ambulatory  care,  office  management, 
radiology,  and  rehabilitation  medicine.  Residents 
usually  were  required  to  assist  with  the  teaching  of 
fellow  residents,  medical  students,  or  other  health 
care  personnel.  The  model  family  practice  unit  was 
the  central  element  of  a resident’s  training.  Most 
clinics  at  established  residency  programs  had  be- 
tween 5,000  and  10,000  enrolled  clients,  although  the 
client  population  varied  at  institutions  from  1,200  in 
one  of  the  newest  programs  to  33,000  in  the  largest 
project.  The  socioeconomic  composition  of  the  cli- 
entele varies  with  the  geographic  location  of  the  in- 
stitution. Several  urban  clinics  serve  primarily 
black,  Puerto  Rican,  and  Hispanic  clients  covered 
almost  exclusively  by  Medicaid,  while  programs 
based  in  suburban  and  Upstate  centers  report  a 
middle-class  constituency,  with  up  to  65  percent  of 
reimbursements  through  private  payment  on  a 


TABLE  II.  Program  characteristics  of  family  practice  residency  programs,  January,  1978 


Characteristic 

Average  Program 

Individual  Program 
Variations 

Academic 

Medical  school  affiliation 

collaboration 

Practical  experience 

Model  family  practice  unit 

Curricula 

Family  practice;  internal  medicine; 

Community  medicine;  emergency  room  medicine;  psychiatry;  geriatrics; 

Instructional 

obstetrics-gynecology;  pediatrics; 
surgery 

Teaching  responsibilities 

outpatient  surgery;  ambulatory  care;  office  management;  radiology; 
rehabilitation  medicine 

Fellow  residents;  medical  students;  health  care  staff 

component 

Family  practice  clinic 

Enrollment  5,000  to  10,000 

1,200  to  33,000 

Enrollment  per 

500 

250  to  3,000 

resident 

Record-keeping 

Problem-oriented  record 

E-book 

Residents 

Class  size 

7 

1 to  16 

Hours 

75  per  week 

55  to  90-plus  per  week 

Salary 

$14,000  to  15,000 

$12,500  to  17,400 

Intent  to  practice 

86 

58  to  100 

in  New  York 
(percent) 

Current  level  of 

77 

33  to  100 

enrollment 

(percent) 
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TABLE  III.  Graduate  characteristics  of  family  practice 
residency  programs,  January,  1978 


Characteristic 

Average 

Program 

Individual 

Program 

Variations 

Total  graduates 

24 

5 to  66 

Women  (percent) 

13 

6 to  56 

Nonwhite  (percent) 

15 

0 to  78 

Foreign  medical  graduates  (percent) 

18 

0 to  92 

United  States  (percent) 

6 

0 to  40 

Other  (percent) 

12 

0 to  75 

sliding  scale  as  need  arises.  The  average  ratio  of 
clients  per  resident  was  approximately  500  individ- 
uals, with  a range  at  particular  programs  of  from  250 
to  3,000  clients  per  residency  slot.  Each  training 
program  utilized  problem-oriented  records.  Six 
institutions  also  maintained  an  E-book,  a record  of 
demographic  and  morbidity  data  for  research  and 
evaluation.  To  accommodate  clients,  two  clinics 
operated  evening  hours,  and  a third  utilized  bilingual 
health  aids. 

In  1977-1978,  293  residents  were  enrolled  in  family 
practice  training  programs  in  New  York  State.  The 
average  class  size  was  7,  with  the  more  established 
programs  admitting  up  to  16  residents  per  year. 
Residents  worked  extensive  hours,  averaging  75 
hours  per  week  and  varying  in  individual  programs 
from  55  to  90  hours  as  necessitated  by  clinic  coverage. 
The  average  annual  salary  was  from  $14,000  to 
15,000,  although  salaries  ranged  from  $12,500  to 
17,400  depending  on  geographic  location  and  allow- 
ances for  housing  or  food  expense.  In  1977-1978, 86 
percent  of  family  practice  residents  signed  a letter  of 
intent  to  practice  in  New  York  State  for  two  years 
following  completion  of  training.  Commitment,  to 
practicing  in  New  York  varied  at  particular  institu- 
tions from  a low  of  58  percent  up  to  full  participation. 
In  responding  to  the  survey,  family  practice  residency 
programs  reported  that  they  were  operating  at  ap- 
proximately 77  percent  of  maximal  capacity,  with  the 
newest  programs  citing  the  greatest  opportunities  for 
growth. 

Under  the  authorization  of  Chapter  942  of  the 
Laws  of  1974  noted  earlier,  the  Department  of  Health 
has  provided  $1,250,000  annually  since  1975-1976  to 
aid  family  practice  residency  programs.  In  its  initial 
year,  this  funding  was  provided  for  141  enrolled 
residents,  resulting  in  an  award  of  $9,894  per  resident 
in  training.  By  1977-1978,  253  residents  were  en- 
rolled in  the  program,  and  the  average  subsidy  to 
training  programs  declined  to  $4,940  per  resident,  or 
approximately  50  percent  the  initial  rate  of 
funding. 

Trainees.  A profile  of  graduates  of  family 
practice  residency  programs  in  New’  York  also  was 
prepared  from  the  institutional  survey  conducted  in 
1977.  This  trainee  profile  is  summarized  in  Table 
III. 


TABLE  IV.  Practice  characteristics  of  family  practice 
residency  graduates,  January,  1978 


Characteristics 

Most  Frequent  Response 
(Percent) 

Community 

Less  than  15,000  residents  (33) 

Practice  setting 

Group  practice  (47) 

Patient  load 

26  to  30  per  day  (29) 

Auxiliary  health 

Two  or  more  aides  (48) 

professional 

Patient  education 

Two  or  more  programs  (59) 

programs 

Community  service 

I wo  or  more  agencies  (67) 

referrals 

Twelve  programs  reported  one  or  more  graduates. 
As  of  June,  1977,  283  residents  had  completed  family 
practice  training  programs  at  a New  York  State  in- 
stitution. Four  programs  contributed  72  percent  of 
total  graduates:  SUNY  at  Buffalo,  SUNY  Upstate 
Medical  Center  at  Syracuse,  SUNY  at  Stony  Brook, 
and  the  University  of  Rochester. 

Women  comprised  13  percent  of  total  graduates 
and  up  to  56  percent  at  one  institution.  The  grad- 
uate population  was  15  percent  nonwhite  residents, 
including  blacks,  Hispanics,  and  Asians.  Foreign 
medical  graduates  constituted  18  percent  of  the 
family  practice  residents,  and  one  in  three  of  the 
foreign  medical  graduates  were  Americans. 

Impact  on  health  delivery  system.  The  service 
to  clients  offered  by  family  practice  residency  units 
had  risen  dramatically  since  1974-1975.  At  that 
time,  99,000  visits  were  reported  annually  to  10 
family  practice  residency  units.  In  1976-1977,  the 
13  residency  programs  in  full  operation  reported  over 

210.000  annual  clients  visits,  an  increase  of  1 12  per- 
cent in  two  years. 

Sixty-five  percent  of  graduates  of  family  practice 
residency  programs  in  New  York  State  currently 
w’ere  maintaining  a practice  within  the  State.  Some 
institutions  had  placed  up  to  86  percent  of  graduates 
in  New  York  communities. 

A family  practice  profile  was  developed  from  the 
responses  to  the  survey  of  program  graduates;  93 
respondents  described  their  practice,  while  9 1977 
graduates  indicated  that  they  were  formulating  ca- 
reer plans.  The  most  frequent  responses  are  sum- 
marized in  Table  IV. 

Although  a definition  of  community  is  subjective, 
one  third  of  the  family  practice  residency  graduates 
reported  practicing  in  a community  of  fewer  than 

15.000  citizens.  Less  than  20  percent  were  practicing 
in  communities  over  500,000  citizens  despite  the  fact 
that  nearly  37  percent  had  trained  in  New  York  City 
or  Buffalo.  Some  graduates  of  residency  programs 
in  urban  areas,  therefore,  were  establishing  practices 
in  smaller  communities. 

Graduates  reported  practicing  in  five  settings:  (1) 

group  practices;  (2)  hospitals;  (3)  solo  practices,  (4) 
clinics;  and  (5)  emergency  rooms.  Nearly  50  percent 
reported  practicing  within  a group,  and  this  response 
was  more  than  twice  as  great  as  the  number  practic- 
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ing  in  any  other  setting.  The  largest  number  of 
graduates  were  serving  26  to  30  clients  per  day,  and 
50  percent  estimated  a patient  load  of  between  21 
and  30  per  day.  Over  70  percent  of  family  physicians 
in  group  practice  were  serving  at  least  20  patients  per 
day,  while  only  47  percent  of  family  physicians  in  solo 
practice  served  as  many  as  20  patients  per  day. 

Nearly  one  half  of  all  family  practice  residency 
graduates  utilized  more  than  one  auxiliary  health 
professional  in  their  practice.  Approximately  60 
percent  reported  incorporation  of  two  or  more  pa- 
tient education  programs  into  patient  services.  Over 
two  thirds  were  referring  patients  to  two  or  more 
community  service  agencies  for  additional  service. 

In  reviewing  the  relevance  of  residency  training  to 
actual  practice,  the  experience  in  the  family  practice 
module  was  rated  the  highest  by  graduates.  Surgical 
training  was  deemed  least  relevant  to  current  prac- 
tice. This  response  is  consistent  with  the  emphasis 
cited  earlier  in  family  practice  residency  programs 
on  trainee  participation  in  the  family  practice 
unit. 

Summary 

In  1977,  the  New  York  State  Health  Research 
Council  coordinated  a joint  survey  to  review  the  im- 
pact of  efforts  since  1969  to  develop  family  practice 
medicine  in  New  York.  By  January,  1978,  the 
number  of  medical  institutions  approved  by  the 
American  Medical  Association  to  offer  family  prac- 
tice residency  programs  had  increased  from  3 to  17. 
Family  practice  residents  in  training,  who  had  signed 
a letter  of  intent  to  practice  in  New  York  State  for 
two  years  following  completion  of  their  residency, 
rose  between  1975  and  1977  from  141  to  253  partici- 


Hospital patients  found  safe 
from  added  “superinfection” 

Much  has  been  written  concerning  problems  of  patients 
in  hospitals  acquiring  additional  “superinfection”  from  the 
treatment  itself.  But  in  a major  treatment  area  this  just 
isn’t  true,  says  a report  in  the  September  21  Journal  of  the 
American  Medical  Association. 

Among  more  than  14,000  hospitalized  general  medical 
patients  in  22  Boston  area  hospitals  who  were  receiving 
antibiotics,  drug-related  infection  appears  to  have  been  an 
infrequent  and  most  often  minor  problem,  says  Alexander 
M.  Walker,  M.I).,  of  the  Boston  Collaborative  Drug  Sur- 
veillance Program. 

In  a series  of  14,077  hospitalized  medical  patients  re- 


pants. The  service  to  clients  offered  by  family 
practice  residency  units  increased  112  percent  in  two 
years,  growing  from  99,000  annual  client  visits  in 
1974-1975  to  over  210,000  visits  in  1976-1977. 
Sixty-five  percent  of  graduates  of  family  practice 
residency  programs  in  New  York  State  were  main- 
taining a practice  within  the  State  in  1977.  At  the 
same  time,  86  percent  of  family  practice  residents  in 
training  in  New  York  expressed  their  intent  to 
practice  in  the  State.  Graduates  of  family  practice 
residency  programs  reported  a tendency  to  establish 
practices  in  smaller  communities  within  the  State. 
Graduates  cited  the  relevance  of  the  family  practice 
residency  unit  to  actual  practice,  and  directors  of 
family  practice  residency  programs  reported  that  this 
experience  constitutes  the  central  element  of  current 
resident  training. 

The  common  components  of  family  practice  resi- 
dency training  have  been  noted  and  the  impact  on 
the  health  delivery  system  indicated.  The  combined 
effort  of  medical  training  institutions  and  supportive 
State  policy  appears  to  have  assisted  the  health  de- 
livery system  in  providing  convenient  access  to  pri- 
mary medical  care  in  New  York  State. 
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ceiving  antibiotics,  superinfection  developed  in  only  95,  or 
0.7  percent,  while  receiving  drug  therapy,  says  Dr.  Walker. 
Serious  infections  occurred  with  a frequency  of  less  than 
one  per  1,000  patients. 

Patients  60  years  or  older  had  a risk  of  superinfection 
slightly  higher  than  that  of  younger  patients.  Women  were 
at  slightly  higher  risk  than  men. 

Writes  Dr.  Walker: 

“While  the  risk  of  drug-related  superinfection  can  never 
be  dismissed,  it  was  not  an  important  hazard  of  antibiotic 
therapy  in  these  patients.” 

The  Boston  Collaborative  Drug  Surveillance  Program 
is  a long-term  study  of  useful  drugs  used  in  hospitals  and 
all  possible  side  effects,  both  good  and  bad.  Hershel  4ick, 
M.D.,  and  Jane  Porter  worked  with  Dr.  Walker  on  this 
study. 
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The  Upjohn  Company 
announces 

anew 
indication  for 

Motrin1 

(ibuprofen) 


Ill 


otrin  now  proved  an 
fective  analgesic 
r mild  to  moderate  pain 


Vlotrin  400  mg  provided  greater  relief  of  pain  than  did 
Dropoxyphene  65  mg  in  controlled  clinical  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Vlean  relief- 
af-pain  scores 

Motrin  400  mg 

.89 

1.25 

1.36 

1.28 

1.19 

ibuprofen 

(108) 

(108) 

(108) 

(107) 

(106) 

(No.  patients 
reporting) 

Darvon  65  mg 

.66 

.99 

1.13 

.99 

.80 

propoxyphene 

(100) 

(99) 

(96) 

(96) 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

] = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  at  The  Upjohn  Company 

Vlotrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 


Motrin 

buprofen,  Ifoiohn 


TABLETS 


mg 


• Not  a narcotic  • Not  addictive  • Not  habit  forming 

• Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 

• Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin'  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin  " Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 
Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema 
To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarin  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers 
Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain*  heartburn; 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness,*  headache,  nervousness  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite,  edema,  fluid 
retention  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

"■“Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease  Suggested  dosage  is  300, 400  or  600  mg  f i d or  q.i.d. 

Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert 


Upjohn 


THE  UPJOHN  COMPANY 
Kalamazoo.  Michigan  49001  USA 
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Manning  Boulevard,  Albany,  New  York  12208;  telephone 
(518)471-1333,471-1337. 


Clinical  approaches  to  infants 
and  their  families 

“Clinical  Approaches  to  Infants  and  Their  Families”  will 
he  held  at  the  Hvatt-Regency  Hotel,  Washington,  D.C., 
Wednesday,  December  5,  7:00  p.m.  to  Friday,  December 
7,  12  NOON.  Limited  enrolment  and  early  registration  is 
recommended.  CME  Category  I and  CE  credits  (12 
hours). 

The  program  is  sponsored  by  the  National  Center  for 
Clinical  Infant  Programs  in  collaboration  with  the  National 
institute  of  Mental  Health,  the  American  Academy  of 
Pediatrics,  and  the  American  Academy  of  Child  Psychia- 
try. For  additional  information,  write  to:  National  Center 
for  Clinical  Infant  Programs,  P.O.  Box  73,  Glen  Echo, 
Maryland  20768. 


Executive  programs  in  health 
policy  and  management 

Harvard  University  will  conduct  four  Executive  Pro- 
grams in  Health  Policy  and  Management  during  the  Spring 
of  1980.  The  programs  provide  training  in  management 
and  analytic  skills  for  senior  managers,  policymakers, 
trustees,  planners,  and  regulators  in  health  delivery  and 
health -related  organizations. 

The  programs  are  conducted  at  the  Harvard  School  of 
Public  Health  by  an  interdisciplinary  faculty  from  the 
Harvard  graduate  schools  of  Public  Health,  Business,  Law, 
Medicine,  Government,  and  Arts  and  Sciences.  Classes 
are  taught  by  the  case  method  and  interactive  lecture- 
discussion  sessions.  Participant  contributions  based  on 
professional  experience  are  an  integral  part  of  the  educa- 
tional experience. 

The  Program  in  Managing  Multi-Institutional  Col- 
laboration will  he  conducted  March  16-22,  1980.  It  fo- 
cuses on  the  skills  required  by  persons  in  health  delivery 
institutions  or  planning,  regulatory  and  financing  organi- 
zations who  are  responsible  for  designing,  negotiating, 
implementing,  or  fostering  a multi-institutional  system. 

The  Program  for  Trustees  of  Teaching  Hospitals  will 
he  conducted  April  10-13,  1980.  It  focuses  on  the  role  and 
responsibilities  of  the  trustee  in  the  complicated  financial, 
legal,  technologic  and  regulatory  environment  facing  the 
hospitals  they  serve. 

The  Program  in  Health  Policy,  Planning  and  Regula- 
tion will  he  conducted  June  1-20,  1980.  It  develops  the 
analytic  and  managerial  skills  required  by  public  policy- 
makers and  institutional  executives  who  establish  and 
implement  public  policy  initiatives  and  regulations. 

The  Program  for  Health  Systems  Management  will  be 
conducted  June  22  August  1,  1980.  It  focuses  on  the 
managerial  skills  of  leadership,  resource  allocation  and 
institutional  policy  and  strategy  that  are  required  by  senior 
executives  in  health  industry  organizations.  Further  in- 
formation should  be  requested  from:  Assistant  Director 
lor  Administration,  Executive  Programs  in  Health  Policy 
and  Management -Dept.  NR,  Harvard  School  of  Public 
I Icalth,  677  Huntington  Avenue,  Boston,  MA  021 15. 
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Electrocardiograms 
of  the  Month 


Editors 

IRA  L.  RUBIN,  M D 

Head,  Department  of  Electrocardiography 
JULIAN  FRIEDEN,  MD 

Associate  Head,  Department  of  Electrocardiography 
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electrocardiogram?  The  patient  was  a 48-year-old  man 
with  atypical  exertional  pain.  The  resting  tracing  was  normal,  and  representative  samples  of  aVf and  V-,  (top  strip)  are 
depicted.  The  exercise  tracing  is  shown  in  the  lower  strip. 


QUESTION  280.  The  patient  was  a 67-year-old  male  with  a previous  myocardial  infarction.  He  was  admitted  in  severe 
failure  and  was  hypotensive.  The  top  strip  was  taken  on  admission;  the  bottom  strip  was  obtained  five  minutes  later 
after  administration  of  intravenous  lidocaine.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  279.  The  resting  contour  in  leads  aVf 
and  V-,  is  normal.  The  patient  exercised  to  a heart 
rate  of  160  beats  per  minute,  which  represented  92 
percent  of  the  predicted  maximal  heart  rate.  At  this 
time  there  are  S-T  depressions,  but  they  are  not 
significant,  since  only  the  J point  is  depressed.  The 
S-T  segment  is  not  depressed  or  downward  sloping 
which  would  indicate  an  abnormal  test  result.  The 
voltage  of  the  R wave  in  lead  aVf  has  decreased 
somewhat,  a normal  response  to  exercise.  Despite 
this  normal  response  to  exercise,  this  patient  had 
severe  triple-vessel  disease.  Normal  exercise  test 
findings  occur  in  as  many  as  25  percent  of  patients 
with  triple- vessel  coronary  artery  disease. 

However,  abnormal  stress  test  results  are  found  in 
10  to  20  percent  of  individuals  without  coronary  ar- 
tery disease. 

Question  280.  The  top  strip  reveals  a regular 


tachycardia  at  a rate  of  157  beats  per  minute.  The 
QRS  complexes  are  wide,  0.15  second.  Atrial  activity 
is  not  clearly  identifiable. 

The  bottom  strip  shows  regular  P waves  at  a rate 
of  86  beats  per  minute.  There  is  complete  heart 
block  since  no  P wave  is  conducted  to  the  ventricles. 
The  first  three  upright  QRS  complexes  are  at  regular 
intervals  at  a rate  of  40  beats  per  minute.  These 
QRS  complexes  orginate  from  a junctional  escape 
focus,  and  are  followed  by  ventricular  premature 
depolarizations.  The  last  two  junctional  complexes 
are  followed  by  two  ventricular  ectopic  beats  at  ir- 
regular intervals. 

Returning  to  the  top  strip,  there  is  a notch  on  the 
last  and  the  third  from  the  last  QRS  complexes.  The 
interval  between  these  notches  is  the  same  as  the  P-P 
interval  of  the  bottom  strip. 

The  top  strip  is  a run  of  ventricular  tachycardia, 
with  wide  aberrant  QRS  complexes  and  sinus  rhythm 
at  independent  rates.  The  bottom  strip  has  sinus 
rhythm,  complete  heart  block,  a junctional  escape 
rhythm,  and  multiform  ventricular  premature  de- 
polarizations. 

Complete  heart  block  following  reversion  of  ven- 
tricular tachycardia  to  sinus  rhythm  is  an  indication 
for  a temporary  pacemaker. 


Cleaner  air  improves  health,  Texas  pollution 
cleanup  shows 

Does  it  really  improve  the  health  of  those  nearby  when 
a factory  cleans  up  the  air  emissions  from  its  stacks? 

Absolutely,  says  a report  in  the  August  24/31  issue  of  the 
Journal  of  the  American  Medical  Association. 

The  report  is  entitled  “El  Paso  Revisited,”  and  tells  of 
a cleanup  effort  in  the  emissions  from  a lead  smelter  in  the 
Texas  border  city. 

In  1972  more  than  half  the  children  living  within  a mile 
of  the  ore  smelter  had  increased  blood  levels  of  lead.  In 
1977,  after  the  plant  had  installed  engineering  equipment 
that  sharply  reduced  the  quantity  of  lead  going  into  the  air, 
the  blood  lead  levels  of  children  in  the  area  had  dropped 
sharply. 

Mean  lead  blood  levels  in  1972  among  the  256  children 
tested  were  approaching  what  was  usually  considered  a 
dangerously  high  level.  In  1977  the  mean  blood  levels  were 
well  below  those  usually  considered  dangerous. 

The  report  is  by  physicians  from  the  Federal  Center  for 
Disease  Control  at  Atlanta  and  the  El  Paso-County  Healt  h 


Department. 

In  an  accompanying  editorial,  Theodore  C.  Doege,  M.D., 
the  AMA’s  director  of  Environmental,  Public  and  Occu- 
pational Health,  points  to  the  report  as  the  type  of  clear-cut 
evidence  of  health  benefits  from  curbing  pollution  that  is 
needed  to  reinforce  cleanups. 

Some  aut  horities  are  starting  to  question  the  huge  sums 
of  money  being  spent  for  federally  mandated  environ- 
mental programs  and  controls,  Dr.  Doege  says.  At  least 
one  expert  suggested  that  the  effects  of  pollution  control 
on  disease  and  death  are  small  compared  with  the  benefits 
that  would  accrue  to  the  public  life  if  the  money  were  spent 
in  other  ways,  he  points  out. 

I)r.  Doege  urges  physicians  themselves  to  become  better 
informed  regarding  the  health  impact  of  pollution.  He  also 
suggests  that  journalists  have  a responsibility  of  evaluating 
scientific  issues  and  explaining  them  to  the  public  in  proper 
perspective. 

“To  increase  public  understanding  of  health  matters, 
editors  should  encourage  development  of  scientific  skills 
and  expertise  in  writers  to  whom  they  assign  biomedical 
issues,”  he  says. 
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Sexually  Transmitted  Diseases 


Obtaining  History 
of  Patient’s  Sexual 
Activities 

YEHUDI  M.  FELMAN,  M.D.,  M.A.,  M.Phil., 
F.A.C.P.1 2 3 

New  York  City 

JAMES  A.  NIKITAS,  M.A.,  F.R.S.H.b 

New  York  City 

From  the  City  of  New  York  Department  of  Health. 

a Director,  Bureau  of  Venereal  Disease  Control;  Associate 
Clinical  Professor  of  Dermatology,  State  University  of  New 
York  Downstate  Medical  Center,  Brooklyn. 
b Assistant  Director,  Bureau  of  Venereal  Disease  Control; 
Chief  Microbiologist,  Department  of  Dermatology, 
Metropolitan  Hospital  Center,  New  York  Medical  College. 


An  accurate  sexual  history  taken  from  patients  is 
of  obvious  importance  in  diagnosing  STDs  (sexually 
transmitted  diseases).  A physician  who  is  skilled  at 
taking  sexual  histories  can  accurately  assess  a pa- 
tient’s complaints,  while  at  the  same  time  developing 
a successful  physician-patient  relationship.  While 
taking  a sexual  history,  the  physician  has  the  op- 
portunity to  develop  insights  into  the  patient’s 
character  which  can  further  guide  the  physician 
during  the  examination.  In  addition,  the  informa- 
tion received  from  the  sexual  history  will  provide  a 
baseline  from  which  subsequent  visits  and  com- 
plaints may  be  evaluated. 

This  article  will  discuss  questions  physicians  ask 
concerning  sexual  history  taking. 

When  to  take  a sex  history 

When  is  a sexual  history  necessary?  Infor- 
mation about  a patient’s  past  and  present  sexual 
habits  is  an  important  adjunct  to  diagnosis  when: 

1.  The  patient  displays  any  of  the  classically  recog- 
nized symptoms  of  an  STD.  These  include  all  symp- 
toms appearing  on  or  about  the  genitalia.  In  addition, 
rashes  and  dermatologic  lesions  may  be  indicative  of 
an  STD. 

2.  A patient  reports  having  previously  had  a STD. 

3.  Patients  who  present  intraoral  or  intrarectal 
complaints  may  also  be  candidates  for  a sexual  his- 
tory. 


4.  Finally,  and  most  obviously,  patients  who  ask 

for  a venereal  disease  (VI))  checkup  should  be  asked  to 

supply  a detailed  sexual  history. 

Most  patients  are  uncomfortable  discussing  t heir 
sexual  practices,  due  to  strong  cultural  inhibitions 
about  sex  in  general  and/or  specific  sexual  practices. 
Concerns  about  confidentiality  may  inhibit  some 
patients  from  being  totally  candid.  Reassurance 
from  the  physician  will  help  comfort  patients  on  this 
issue.  It  is  the  physician’s  responsibility  to  elicit  all 
relevant  sexual  information  in  a way  that  reassures 
the  patient  of  the  medical  necessity  of  this  informa- 
tion. In  addition,  patients  must  not  feel  that  the 
physician  is  making  moral  judgments  about  his/her 
behavior. 

Taking  a sex  history 

What  can  I ascertain  about  a patient  from 
his/her  demeanor,  dress,  and  so  forth?  Do  not 

assume.  A patient’s  marital  status,  occupation, 
clothing,  and  speech  may  all  suggest  a certain  type 
of  sexual  behavior.  Nevertheless,  assumptions  about 
a patient’s  sexuality  based  on  such  external  appear- 
ances is  often  erroneous,  and  questions  based  on 
these  external  indicators  may  alienate  the  patient. 
When  obtaining  a sexual  history  it  is  good  practice 
to  supply  reasons  to  justify  your  questions.  Given 
reasonable  justification,  patient^  are  more  likely  to 
be  cooperative  throughout  the  interview  and  the 
course  of  treatment. 

How  do  I approach  the  issue  of  same-different 
sex  contacts?  It  is  best  never  to  assume  the  sexual 
preference  of  any  patient.  Refer  to  all  sexual  part- 
ners as  partners  and  not  by  gender.  Asking  a male 
patient  only  about  female  contacts  indicates  to  him 
that  you  expect  and  approve  only  heterosexual  ac- 
tivity. The  homosexual  or  bisexual  patient  may  thus 
be  wary  of  admitting  his/her  preference  to  you. 
Statements  should  be  phrased  as  nonspecifically  as 
possible.  For  example:  “Did  the  last  person  you 
had  sex  with  have  any  rashes  or  lesions?"  Please 
note  that  the  last  sexual  contact  is  not  referred  to  by 
gender,  but  as  a “sexual  partner"  or  “contact.” 

What  is  the  best  style  of  questioning?  In 
questioning  a patient,  it  is  important  to  ask  questions 
that  are  open-ended.  “Tell  me  about  your  sexual 
activity”  is  preferable  to  “Do  you  have  sex  anony- 
mously?” Questions  that  require  a yes  or  no  answer 
may  supply  the  information  you  require,  but  will  not 
help  the  patient  feel  more  comfortable.  Open-ended 
questions  allow  the  patient  to  explain  in  his/her 
words  the  extent  of  his/her  sexuality.  They  also 
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demonstrate  that  you,  the  physician,  are  interested 
not  only  in  the  specific  disease  or  symptoms,  but  in 
the  patient  as  a whole.  Open-ended  questions  sup- 
ply more  information  to  understand  the  unique 
st””al  habits  of  your  patient.  Examples  of  open- 
ended  questions  include:  “Tell  me  something  about 
the  frequency  with  which  you  have  sex”;  or  “Describe 
the  types  of  sexual  activity  you  engage  in.”  Ques- 
tions should  be  phrased  so  that  they  do  not  probe  for 
a specific  answer.  As  an  example,  to  determine 
whether  or  not  a patient  has  same  sex  contacts,  it 
would  not  be  wise  to  ask:  “You  don’t  have  homo- 
sexual contacts,  do  you?”  The  effect  of  such  a 
question  on  a homosexual  patient  is  all  too  ob- 
vious. 

Is  there  a way  to  phrase  my  questions  to  elicit 
the  most  reliable  information?  Questions  should 
indicate  that  your  concern  is  informational  and  not 
judgmental.  Patients  will  respond  to  the  expectation 
they  think  you  have.  If  you  react  as  if  a particular 
sexual  practice  is  distasteful  to  you,  the  patient  will 
perceive  this  and  may  alter  the  facts  to  fit  your  ex- 
pectations. It  is  a good  approach  to  begin  with 
general  questions  that  allow  the  patient  to  speak 
about  him/herself.  It  then  becomes  your  task  to 
focus  the  patient  into  areas  that  might  be  ambiguous 
or  omitted.  Examples  include:  “Tell  me  about  your 
sexual  partners”;  and  “Which  sexual  act  do  you  en- 
gage in  most  frequently?” 

If  I’m  too  specific,  won’t  that  make  the  patient 
feel  defensive?  Just  as  it  may  be  detrimental  to  ask 
questions  that  “pull”  for  a particular  response,  it  is 
also  unwise  to  be  too  general  in  probing  patients 
about  their  sexuality.  Adopting  a style  which  is  so 
general  as  to  be  totally  nonspecific  may  be  a signal  to 
the  patient  that  you,  the  physician,  are  uncomfort- 
able talking  about  sex.  Therefore,  if  there  is  a 
question  that  has  not  been  addressed,  ask  it.  After 
discussing  with  a patient  his/her  sexual  history,  if 
there  are  specific  areas  which  have  not  been  covered, 
ask  these  questions  directly. 

How  can  I question  the  patient  about  possible 
sites  of  infection?  One  topic  many  physicians  find 
difficult  to  discuss  with  their  patients  concerns  the 
anatomic  sites  the  patient  uses  to  have  sex.  A brief 
introduction  to  this  line  of  questioning  may  be  useful 
in  preparing  the  patient  for  specific  questions  about 
sexual  habits  and  practices.  The  following  state- 
ment has  been  useful  for  this  purpose:  “Sexually 
transmitted  diseases  can  occur  on  any  orifice  you  use 
to  have  sex.  Often  there  are  no  visible  signs  or 
symptoms  when  a disease  is  present.  Therefore,  it 
is  important  for  you  to  tell  me  which  orifices  you  use 
sexually.” 

Often,  patients  seem  to  be  withholding  infor- 
mation. Can  you  make  some  suggestions?  Be 

aware  of  your  patient’s  reactions  to  the  questions  you 
ask.  A sensitive  observer  will  often  pick  up  various 
cues  from  a patient  that  can  indicate  a source  of 
concern.  Statements  that  are  reflective  are  valuable 
tools  in  eliciting  information  which  a patient  may  be 


hesitant  to  share.  Examples  of  this  are:  “You  seem 
to  be  concerned  about  the  last  question.  Perhaps 
you  would  like  to  discuss  it  more  fully”;  “Your  answer 
was  a little  unclear.  Could  you  amplify  on  it  a bit 
more?”;  and  “While  discussing  your  marital  rela- 
tionship, you  seemed  a bit  edgy.  Is  there  something 
more  you’d  like  to  talk  about?”  The  use  of  the 
phrases,  “Tell  me  more  about  it,”  or  “Could  you  be 
a bit  more  specific,”  may  be  helpful  in  obtaining  the 
information  you  require. 

Many  patients  seem  anxious  about  the  exam- 
ination and  testing  procedures.  What  can  I do? 
Another  good  practice  during  the  sexual  history  is  to 
prepare  patients  for  the  examination  that  will  follow. 
Explain  to  patients  the  procedures  that  will  be  nec- 
essary. This  will  allay  anxieties  about  the  forth- 
coming examination.  Many  physicians  find  it  par- 
ticularly useful  to  explain  to  patients  the  procedures 
while  or  just  before  they  are  being  done.  It  is  a good 
idea  to  explain  both  the  reason  for  a procedure  and 
the  actual  details  of  the  procedure  itself. 

Is  it  necessary  for  a physician  to  be  homosex- 
ual to  adequately  relate  to  the  homosexual  pa- 
tient? Absolutely  not.  Professional  and  competent 
medical  care  for  a homosexual  patient  is  not  depen- 
dent on  your  being  homosexual,  but  on  your  accep- 
tance of  the  patient’s  sexual  practices.  All  patients 
should  be  treated  with  consideration,  regardless  of 
your  own  sexual  preferences.  A physician  need  not 
be  homosexual  to  successfully  treat  a homosexual 
patient.  The  physician  who  exhibits  empathy  to 
his/her  patients  will  be  successful  in  obtaining  the 
cooperation  of  the  patient  throughout  the  course  of 
the  examination  and  treatment. 

How  can  I discuss  the  issue  of  contacts?  Pa- 
tients who  are  diagnosed  as  having  a STD  are  often 
reluctant  to  inform  their  sexual  contacts  of  their  at- 
risk  status.  Obviously,  this  is  an  important  compo- 
nent to  the  treatment  of  STDs.  Suggesting  to  a pa- 
tient various  ways  to  tell  his/her  contacts  will  aid  in 
the  effort  to  control  the  disease  and  will  ease  the 
patient’s  discomfort.  Patients  can  be  invited  to  tell 
contacts:  “I  love  you  and  I’m  concerned  about  you. 
Therefore,  I am  calling  to  tell  you  I have  an  STD.  It 
is  important  that  you  be  checked  and  treated  if  nec- 
essary. My  physician  is  Dr.  Jones  and  he  will  be 
happy  to  see  you  if  you  wish.”  Physicians  who  take 
t he  extra  time  to  brief  patients  on  how  to  inform  their 
contacts  will  probably  find  improved  patient  com- 
pliance and  cooperation  in  the  future. 

What  is  the  best  way  to  handle  the  problem  of 
married  STD  patients?  Married  patients  may  be 
unwilling  to  confront  their  spouses  with  the  nature 
of  their  infections.  They  may  ask  for  your  assistance 
in  this  matter.  Although  it  is  best  for  the  patient  to 
tell  his/her  spouse  directly,  often  they  will  bring  their 
spouses  to  the  physician’s  office  and  expect  you  to 
explain  the  situation  to  the  spouse.  As  your  patient, 
the  spouse  should  be  provided  with  honest  infor- 
mation concerning  the  necessity  for  examination  and 
possibly  treatment. 
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Often,  the  patient  requests  that  the  physician  call 
the  spouse  and  convince  him/her  to  he  examined 
without  revealing  what  disease  the  original  patient 
has.  In  this  case,  it  is  possible  to  tell  the  spouse  that 
his/her  mate  may  have  a contagious  disease,  and  that 
he/she  should  he  checked  for  possible  infection. 
Disclosing  to  the  spouse  the  exact  nature  of  the 
husband’s/wife’s  infection  is  a judgment  best  left  to 
the  individual  physician.  Factors  to  be  considered 
include  the  physician’s  evaluation  of  the  spouse’s 
health,  and  the  perceived  impact  of  full  disclosure  on 
the  marital  relationship.  You,  as  a physician,  need 
not  discuss  with  the  spouse  any  of  the  social  aspects 
of  the  original  patient’s  sexuality,  since  this  may  be 
a violation  of  that  patient’s  rights  of  confidentiality. 
A complete  sexual  history  should  be  taken  on  the 
spouse  if  he/she  is  diagnosed  with  an  S'l'I). 

What  other  concerns  are  important  to  pa- 
tients? Patients  who  have  a STD  are  often  con- 
cerned about  infectivity.  It  is  a good  idea  to  tell 
these  patients  when  they  may  resume  sexual  activity. 
Additionally,  it  is  advisable  to  inform  patients  about 
subsequent  tests  and  procedures  that  may  be  nec- 
essary. 

How  should  the  issue  of  confidentiality  be 
handled?  Patients  should  be  reassured  that  ev- 
erything you  discuss  will  be  kept  strictly  confidential. 
However,  patients  should  be  made  aware  of  the 
possibility  of  being  contacted  by  a health  department 
epidemiologist,  or  public  health  advisor.  Public 
health  advisors  are  experienced,  trained  epidemiol- 
ogists who  will  not  jeopardize  patient  confidentiality 
under  any  circumstances.  Reporting  certain  STD 
statistics  to  the  Department  of  Health  assures  the 
monitoring  of  disease  trends  in  the  population  and 
allows  for  the  proper  assignment  of  resources.  It  can 
be  explained  to  patients  with  syphilis  that  positive 
results  of  serologic  tests  for  syphilis  are  reported  to 
the  Department  of  Health  directly  by  the  laborato- 
ries and,  therefore,  they  may  be  contacted  by  the 
Department  of  Health.  Assure  your  patients  that 
the  information  collected  by  the  Department  of 
Health  is  not  available  to  anyone  without  your  per- 
mission. To  many  patients  confidentiality  is  a cru- 
cial issue.  Every  effort  should  be  made  to  reassure 
those  patients  who  are  concerned. 

Can  you  summarize  some  important  questions 
that  I should  ask  every  STD  patient?  Generally, 
all  patients  should  be  questioned  about  previous 


S'l'I)  experiences.  Patients  should  be  asked  about 
potential  sites  of  infection  and  about  allergies, 
especially  to  penicillin.  It  is  important  to  obtain  a 
detailed  symptom  history  from  each  patient.  Often 
patients  are  unaware  of  the  types  of  signs  and/or 
symptoms  a particular  disease  can  cause.  It  is  a good 
idea  to  mention  some  of  these  to  sensitize  the  patient 
for  the  future  and  to  help  him/her  recall  any  sign  or 
symptom  he/she  might  have  had. 

What  information  would  be  helpful  for  the 
patient  to  know  about  his/her  disease?  A patient 
with  an  S'l'I)  should  be  given  a brief  description  of 
his/her  particular  infection  including  a discussion  of 
incubation  periods,  symptomatology,  periods  of  in- 
fectivity, and  medical  issues  related  to  the  particular 
medication  they  have  received.  Often,  patients  be- 
lieve that  intercourse  is  the  only  way  to  transmit  a 
S'l'I).  Patients  should  be  made  aware  that  STDs  are 
transmissible  by  a variety  of  sexual  activities. 

What  can  I tell  my  patients  about  STD  pre- 
vention? Patients  should  be  urged  to  have  their 
sexual  partners  examined.  The  risk  of  reinfection 
to  your  patient  is  great  if  he/she  continues  to  have  sex 
with  partners  who  have  not  been  thoroughly  exam- 
ined. Patients  may  be  told  about  the  use  of  condoms 
as  a preventive  measure  against  many  STDs.  Pa- 
tients whose  sexual  habits  include  anonymous  con- 
tact should  be  urged  to  have  regular  STD  examina- 
tions. These  examinations  should  include  a serologic 
test  for  syphilis,  as  well  as  cultures  of  all  orifices  used 
for  sexual  activity. 

Conclusion 

The  benefits  of  obtaining  a thorough  sexual  history 
are  clear.  You  will  have  the  necessary  information 
to  make  an  accurate  diagnosis  and  to  decide  on  the 
proper  course  of  treatment.  The  patient  benefits  by 
receiving  the  best  possible  medical  care.  Patients 
will  be  reassured  and  will  be  more  likely  to  comply 
with  treatment  instructions.  Finally,  by  developing 
a positive  approach  to  taking  a sexual  history,  you 
will  establish  a good  relationship  with  the  patient 
which  will  carry  over  to  subsequent  office  visits. 

8100  Bay  Parkway 
Brooklyn.  New  York  11214 
(DR.  FELMAN) 
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Loiasis  caused  by  Loa  loa,  the  eye  worm,  is  a dis- 
ease well  recognized  in  Africa.  Recently  a case  was 
identified  in  our  hospital  in  a Portuguese  who  was 
long  resident  in  Angola,  currently  living  in  Yonkers. 
This  is  surely  a most  unusual  disease  to  be  identified 
in  Westchester  County,  and  the  circumstances  sur- 
rounding the  diagnosis  are  of  interest.  It  is  possible 
that  the  population  displacement  caused  by  recent 
events  in  the  former  Portuguese  colony  may  result 
in  additional  cases  being  encountered  in  this 
country. 

Case  report 

The  patient,  a 33-year-old  construction  worker, 
had  lived  in  Angola  from  1958  to  1967.  He  was  in 
generally  excellent  health  except  for  intermittent 
visual  difficulty  of  several  weeks’  duration  which  he 
described  as  small  worm-like  structures  intermit- 


FIGURE 1.  Adult  filial  worm  extracted  from  conjuctiva.  (B) 
magnification  X 200). 


tently  limiting  his  visual  acuity.  In  the  emergency 
room,  a wavy  white  object  was  observed  protruding 
from  the  conjunctiva  where  it  had  apparently  evoked 
little  or  no  visible  reaction;  it  was  grasped  with  a fine 
forceps  and  easily  withdrawn. 

Laboratory  examination  showed  it  to  be  an  adult 
male  L.  loa  worm,  3 mm.  in  average  diameter  and  33 
mm.  in  length.  It  was  preserved  intact,  cleared,  and 
mounted  (Fig.  1A).  Identification  of  the  worm  led 
to  prompt  examination  of  the  peripheral  blood  for 
microfilariae,  which  were  immediately  and  easily 
identified  in  a drop  of  blood,  examined  unstained. 
The  microfilariae  were  visually  negative  structures, 
moving  actively  and  seen  because  of  the  turbulence 
produced  in  erythrocytes  in  their  vicinity.  They 
were  better  seen  following  staining  by  methylene  blue 
(Fig.  IB). 

Differential  blood  count  showed  eosinophils  of  9 
percent.  The  patient  was  placed  on  diethylcar- 
bamazine  citrate  (Hetrazan)  therapy,  50  mg.  orally 
on  the  first  day,  then  50  mg.  three  times  daily  for  the 
next  two  weeks.  The  only  adverse  reactions  to  this 
therapy  were  mild  pruritis  and  dizziness.  On  the 
second  hospital  day,  a raised,  pruritic  linear  nodule 
was  observed  in  the  skin  over  the  thigh  and  was  ex- 
cised. Multiple  cross  sections,  as  well  as  oblique  and 
tangential  sections,  show  the  linear  reddened  zone 
observed  clinically  to  represent  a filarial  worm  coiled 
and  thus  cut  in  many  planes.  A tract  of  compressed 
host  tissue  encasing  it  was  composed  of  necrotic  cells, 
principally  histiocytic  with  lesser  numbers  of  eosin- 
ophils. The  worm  showed  a well-defined  cuticle  and 
a segmented  musculature;  portions  of  the  gastroin- 
testinal tract  were  identifiable  (Fig.  2). 


Microfilaria  in  peripheral  blood  (methylene  blue  stain,  original 
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FIGURE  2.  Cross  section  of  adult  worm  in  skin  of  thigh 
(hematoxylin  and  eosin  stain). 


Following  the  completion  of  therapy,  blood  films 
were  negative  for  microfilariae,  and  the  patient  has 
remained  well  since  discharge. 

Comment 

A brief  resume  of  the  life  cycle  of  L.  loa  is  of  in- 
terest.* The  filarial  worm  is  constantly  interchanged 
between  man,  the  definitive  host,  and  between  var- 
ious species  of  the  mango  fly,  Chrysops,  the  inter- 
mediate host,  a blood-sucking  insect  whose  principal 
range  is  in  the  rain  forests  of  equatorial  West  Africa. 
The  mango  fly,  whose  behavior  is  diurnal,  is  infected 

* Marcial-Rojas,  R.  A.,  Ed.:  Pathology  of  Protozoal  and  Hel- 
minthic Diseases,  Baltimore,  Maryland,  The  Williams  & Wilkins 
Company,  1971,  p.  917. 


by  biting  an  infected  human  being  during  the  day 
when  microfilariae  swarm  in  the  peripheral  blood. 
At  night  the  microfilariae  harbor  in  the  lung  capil- 
laries and  disappear  from  the  peripheral  blood. 
After  maturation  in  the  now-diseased  fly,  they  are 
passed  back  to  man  through  the  bite  of  the  female 
member  of  the  species.  Once  again  in  the  definitive 
host,  the  juvenile  microfilariae  develop  into  migrat- 
ing adult  male  and  female  worms  with  predilection 
for  the  conjunctiva  and  subcutis,  particularly  of  the 
bridge  of  the  nose. 

Copulation  results  in  production  of  microfilariae, 
which  gain  the  peripheral  blood  as  previously  de- 
scribed. Another  feature  of  the  disease  is  the  pres- 
ence of  fugitive  swellings  in  the  subcutaneous  tissue 
known  as  calabar  swellings,  representing  acute  hy- 
persensitive reactions  to  the  passage  of  the  worm. 

Symptoms  vary  from  mild  to  severe,  and  heavy 
infestation  may  result  in  cardiomyopathies  and 
meningoencephalitis,  often  severe. 


Therapy 

Therapy  consists  of  manual  removal  of  the  L.  loa 
worm  as  it  migrates  through  the  corneal  conjunctiva, 
as  well  as  the  use  of  diethylcarbamazine  citrate  orally 
in  a dose  of  2 mg.  per  kilogram  body  weight,  three 
times  daily  for  two  to  three  weeks.  Therapy  should 
be  started  with  50  mg.  and  gradually  increased  by 
50-mg.  increments  to  the  normal  daily  therapeutic 
dose  in  an  effort  to  decrease  the  incidence  of  adverse 
skin  reactions.  Marked  clinical  improvement  can 
be  expected  in  symptomatic  cases,  and  with  appro- 
priate therapy  the  prognosis  is  excellent. 


Cocaine  is  highly  dangerous 
drug  that  causes  deaths 

Contrary  to  popular  belief,  cocaine  is  definitely  not  a safe 
“recreational”  drug,  says  a report  from  Miami  in  the  June 
8 Journal  of  the  American  Medical  Association. 

Charles  V.  Wetli,  M.D.,  of  the  Dade  County  Medical 
Examiner’s  Office,  reports  on  68  deaths  associated  with 
what  he  terms  “recreational”  use  of  illicit  cocaine  that  were 
investigated  by  the  office.  Some  29  of  these  involved  use 
of  other  drugs  along  with  cocaine,  but  24  persons  died  di- 
rectly of  the  poisonous  effects  of  cocaine,  Dr.  Wetli 
found. 

Most  dangerous  use  of  the  illegal  drug  was  injection  into 


a vein.  This  caused  respiratory  collapse  and  rapid  death. 
Cocaine  taken  by  mouth  or  sniffed  through  the  nose  takes 
somewhat  longer  to  cause  collapse. 

Most  of  the  victims  were  those  who  took  cocaine  to 
achieve  euphoria.  But  three  were  smugglers  from  South 
America  who  swallowed  up  to  75  cocaine-filled  condoms. 
Deaths  occurred  when  one  or  more  of  the  condoms  rup- 
tured inside  the  stomaih.  Two  others  died  from  swal- 
lowing cocaine  when  arrest  appeared  imminent. 

“The  toxic  and  potentially  fatal  consequences  of  cocaine 
were  well  known  to  pharmacologists  and  physicians  during 
the  first  quarter  of  the  century.  This  report  again  dem- 
onstrates that  cocaine  cannot  be  regarded  as  a safe  recre- 
ational drug  despite  current  belief  and  legal  contro- 
versy.” 
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Isolated  aneurysms  of  the  hypogastric  or  internal 
iliac  artery  represent  an  unusual  finding.  In  1921, 
among  12,000  routine  autopsies,  Lucke  and  Rea1 
found  only  1 aneurysm  of  the  iliac  artery  and  432 
aneurysms  of  the  thoracic  and  abdominal  aorta. 
Garland,  in  1932, 2 was  also  able  to  find  only  one  an- 
eurysm of  the  iliac  artery  in  another  large  autopsy 
series. 

In  recent  years,  the  incidence  of  aneurysms  of  the 
iliac  artery  has  been  reported  to  be  only  one  tenth  as 
frequent  as  aneurysms  of  the  abdominal  aorta. 
However,  increasing  awareness  of  vascular  problems, 
as  well  as  the  lengthening  life  span  of  the  population, 
will  tend  to  increase  the  detection,  and  perhaps  even 
the  incidence,  of  iliac  aneurysms. 

Aneurysms  of  the  hypogastric  artery  may  occa- 
sionally be  symptomatic,  thus  heralding  their  pres- 
ence. In  1947  Goodwin  and  Shumacker:!  reported 
on  a patient  who  developed  urinary  tract  obstruction 
as  a result  of  this  rare  vascular  anomaly.  Frank  et 
al.4  presented  three  cases  of  hypogastric  aneurysm 
that  were  manifested  clinically  by  sudden  rupture, 
pain,  or  localized  pelvic  symptoms  involving  adjacent 
segments  of  the  gastrointestinal  or  genitourinary 
systems. 

The  following  case  history  is  that  of  an  isolated 
aneurysm  of  the  left  internal  iliac  artery  associated 
with  rectal  bleeding. 

Case  report 

The  patient,  a 60-year-old  white  male,  was  ad- 
mitted to  the  hospital  with  a pulsating  mass  felt  on 
rectal  examination.  Fast  history  revealed  that  he 
suffered  episodes  of  bright-red  rectal  bleeding  at- 
tributed to  hemorrhoids  noted  on  several  occasions 
prior  to  hospital  admission.  There  had  been  an  in- 
crease in  the  rectal  bleeding  within  the  two  months 
prior  to  his  admission,  the  last  episode  occurring  two 


FIGURE  1.  Percutaneous  translumbar  aortogram  demon- 
strating isolated  aneurysm  of  left  internal  iliac  artery  and  its 
major  branches. 


weeks  before  admission. 

The  patient’s  past  illnesses  include  arthritis  of 
both  lower  extremities.  However,  he  denied  taking 
salicylates.  Eight  years  prior  to  the  present  hospital 
admission  he  had  undergone  subtotal  gastrectomy 
for  duodenal  ulcer,  with  continuing  relief  of  symp- 
toms referrable  to  that  condition. 

Blood  pressure  was  140/90  mm.  Hg.  Findings  on 
physical  examination  were  unremarkable  except  for 
a pulsating  mass  felt  on  digital  examination  of  the 
rectum.  This  mass  was  located  on  the  left  lateral 
wall  of  the  rectum,  close  to  the  lateral  margin  of  the 
left  lobe  of  a moderately  hypertrophied  prostate. 
The  pulsations  of  the  mass  were  synchronous  with 
the  arterial  pulse.  Laboratory  studies,  including 
clotting  and  prothrombin  time,  were  within  normal 
limits,  as  were  the  electrocardiographic  findings. 

A translumbar  aortogram  confirmed  the  presence 
of  an  aneurysm  of  the  left  internal  iliac  artery  (Fig. 
1).  The  angiogram  demonstrated  dilatation  and 
tortuosity  of  the  left  internal  iliac  artery  with  in- 
creased tortuosity  and  aneurysmal  dilatation  of  its 
branches.  The  aneurysmal  process  also  involved  the 
pudendal,  obturator,  and  hemorrhoidal  arteries. 
The  abdominal  aorta  appeared  to  be  normal. 

At  operation,  an  isolated  serpiginous  aneurysm  of 
the  left  internal  iliac  artery  and  its  branches  was 
found,  which  was  demonstrated  by  an  operative  ar- 
teriogram (Fig.  2).  The  left  internal  iliac  artery  was 
ligated  at  its  junction  with  the  left  common  iliac  ar- 
tery and  excised  with  its  involved  branches.  Histo- 
pathologic examination  of  the  excised  specimen 
confirmed  the  diagnosis  of  an  arteriosclerotic  aneu- 
rysm of  the  left  internal  iliac  artery,  which  was  fusi- 
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FIGURE  2.  Operative  arteriogram  demonstrating  fusiform 
nature  of  aneurysm. 


form  in  type.  The  postoperative  course  of  the  pa- 
tient was  uneventful.  A translumbar  aortogram, 
performed  14  days  following  operation,  showed 
complete  removal  of  the  aneurysmic  left  internal  iliac 
artery  and  its  branches  (Fig.  3). 

The  patient  was  discharged  on  the  sixteenth  hos- 
pital day.  No  subsequent  rectal  bleeding  was  ob- 
served during  a two-year  follow-up  period. 

Comments 

A case  of  an  isolated  aneurysm  of  the  left  internal 
iliac  artery  is  reported.  The  patient  had  intermittent 
episodes  of  rectal  bleeding  which  had  been  attributed 
to  hemorrhoids.  Rectal  examination  led  to  the  dis- 
covery of  a left  internal  iliac  aneurysm,  which  was 
confirmed  by  aortography  and  subsequently  by  op- 
eration. Histopathologic  examination  of  the  excised 
aneurysm  demonstrated  the  existence  of  a fusiform 
type  of  arteriosclerotic  aneurysm. 

This  aneurysm  seems,  at  least  on  radiologic  ex- 
amination, to  resemble  those  that  occur  in  the  pop- 
liteal artery.  These  aneurysms  tend  to  be  fusiform 
and  result  from  the  arteriosclerotic  process.  Such 
aneurysms  seem  rather  distinct  from  those  generally 
encountered  in  the  common  iliac  arteries.  Aneu- 
rysmal dilatation  of  the  common  iliac  artery,  also 
previously  believed  to  be  a rare  clinical  entity,  is  a 
rather  common  accompaniment  of  the  arterioscle- 
rotic process.  We  have  observed  it  in  accompani- 
ment with  aneurysms  of  the  abdominal  aorta.  These 
aneurysms  are  saccular  and  tend  to  occur  in  other 
areas. 

The  most  important  and  dread  complication  of  any 
aneurysm,  including  those  that  occur  in  the  lesser 


FIGURE  3.  Postoperative  translumbar  aortogram  taken  on 
fourteenth  day. 


arteries,  is  rupture.  One  such  case  with  a fatal  out- 
come was  reported  by  Jackman,  McQuarrie,  and 
Edwards  in  1948.5  Markowitz  and  Norman,6  in  their 
analysis  of  30  cases  of  iliac  artery  aneurysm,  showed 
that  16.5  percent  of  aneurysms  of  the  iliac  artery 
rupture.  It  was  their  impression  that  most  iliac  ar- 
tery aneurysms  will  continue  to  enlarge  and  even- 
tually rupture.  Because  of  the  frequency  of  a fatal 
outcome  once  hemorrhage  has  occurred,  it  is  not 
unreasonable,  in  the  absence  of  cogent  medical  con- 
traindications, to  advise  operative  intervention  in 
patients  with  even  asymptomatic  iliac  artery  aneu- 
rysms. 

The  importance  of  adequate  rectal  examination 
is  borne  out  in  the  series  reviewed  by  Markowitz  and 
Norman.6  In  their  study,  three  iliac  artery  aneu- 
rysms were  detected  on  rectal  examination. 

With  the  ever-increasing  age  of  our  population,  it 
seems  safe  to  predict  an  increase  in  the  incidence  of 
iliac  as  well  as  abdominal  aortic  aneurysms.  A more 
eloquent  reason  for  keeping  this  condition  in  mind 
is  the  disastrous  course  of  events  that  might  have 
occurred  in  the  patient  reported  here  had  hemor- 
rhoidectomy been  performed  in  the  presence  of  an- 
eurysm of  the  iliac  artsry. 

Summary 

A patient  with  an  isolated  left  internal  iliac  aneu- 
rysm is  presented.  Digital  examination  of  the  rec- 
tum revealed  the  diagnosis.  Aortography  confirmed 
the  lesion’s  presence. 
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Aneurysms  of  the  iliac  artery,  however  rare,  should 
be  included  in  the  differential  diagnosis  of  rectal 
bleeding. 

Department  of  Surgery 
New  York  University  Medical  Center 
550  First  Avenue 
New  York,  N.Y.  10016 
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The  occurrence  of  hypercalcemia  in  patients 
with  ARF  (acute  renal  failure)  was  first  described  in 
1964  by  Tavill  and  associates.1  The  clinical  signifi- 
cance and  cause  of  this  phenomenon  have  not  been 
well  defined  despite  additional  case  reports  (Table 
I).1  15  Transient  secondary  hyperparathyroidism, 
mobilization  of  calcium  from  damaged  muscle  and 
calcified  tissue,  and  bone  immobilization  are  mech- 
anisms proposed  to  explain  this  entity.  Hypercal- 
cemia in  ARF  remains  an  uncommon  occurrence  with 
many  inconsistencies  in  the  available  data.  Mea- 
surements of  parathyroid  function  have  been  vari- 
ably reported  as  normal  or  elevated.3-71 1-13>15  Cal- 
cification of  muscle  and  soft  tissue,  strikingly  present 
in  several  reports, 3’713>15  has  been  absent  in  oth- 
ers.1’2-4'6'8'9'12  An  apparent  unifying  theme,  however, 
is  an  antecedent  history  of  soft-tissue  and  muscle 
injury,  with  an  associated  period  of  decreased  ac- 
tivity. Recent  data  on  the  metabolism  of  immobil- 
ized bone,16-1 7 and  bone  histology,13  suggest  that  the 
pathogenesis  of  hypercalcemia  in  ARF  may  not  be 
dissimilar  from  that  of  immobilization  hypercal- 
cemia.18 We  report  a patient  who  developed  hy- 
percalcemia during  recovery  from  ARF  and,  fol- 
lowing detailed  analysis  of  her  bone  biopsy,  examine 

* Present  address:  Mid-Atlantic  Nephrology  Center,  Camp 
Springs,  Maryland  20023. 

* Present  affiliation:  Chairman,  Department  of  Medicine, 
University  of  South  Carolina  School  of  Medicine,  Columbia,  South 
Carolina. 


the  role  of  bone  immobilization  in  the  production  of 
this  entity. 

Case  report 

A 60-year-old  white  female  was  hospitalized  in 
acute  renal  failure  following  a four-day  history  of 
diffuse  myalgia  and  arthralgia,  passing  dark  red- 
dish-brown urine,  and  a progressive  decrease  in  urine 
output.  On  admission  the  patient  was  afebrile,  with 
a sinus  tachycardia  and  a blood  pressure  of  140/1 10 
mm.  Hg.  The  physical  examination  was  unre- 
markable except  for  marked  diffuse  muscle  tender- 
ness. A catheterized  urine  specimen  was  described 
as  dark  brown  in  color,  with  a specific  gravity  of  1.022, 
pH  6,  4-plus  protein,  and  a strongly  positive  reaction 
with  orthotolidin  (Hematest).  Microscopic  exami- 
nation of  the  urine  failed  to  reveal  red  blood  cells. 

Laboratory  data  on  admission  included  a hemo- 
globin of  14.4  Gm.  per  100  ml.,  a hematocrit  of  44,  and 
a white  cell  count  of  18,000  per  cubic  millimeter  with 
a normal  differential.  The  serum  sodium  was  127 
mEq.  per  liter,  potassium  5.8  mKq.  per  liter,  chloride 
87  mEq.  per  liter,  bicarbonate  17  mEq.  per  liter, 
blood  urea  nitrogen  83  mg.  per  100  ml.,  creatinine  7.4 
mg.  per  100  ml.,  calcium  6.7  mg.  per  100  ml.,  and 
phosphorus  11.1  mg.  per  100  ml.  A random  urine 
sodium  was  70  mEq.  per  liter,  with  a urine  osmolality 
of  360  mOsm.  per  kilogram.  The  creatinine  phos- 
phokinase  (CPK)  was  3,960  U.  per  milliliter,  the 
normal  less  than  60  U.  per  milliliter;  the  lactic  de- 
hydrogenase was  4,895  I.U.,  the  normal  ranging  from 
80  to  190  I.U.;  and  the  serum  glutamic  oxaloacetic 
transaminase  (SCOT)  was  111  I.U.,  the  normal  less 
than  42  I.U.  A retrograde  pyelogram  demonstrated 
no  obstruction  and  bilaterally  normal-sized  kidneys. 
Although  the  admission  urine  was  not  analyzed  for 
myoglobin,  the  data  suggested  a diagnosis  of  idio- 
pathic rhabdomyolysis  resulting  in  acute  renal 
failure. 

A renal  biopsy  performed  seven  days  after  ad- 
mission revealed  acute  tubulointerstitial  nephritis 
with  a variable  degree  of  tubular  cell  injury  (Fig.  1A). 
A muscle  biopsy  of  the  vastus  lateralis  obtained  on 
the  seventeenth  hospital  day  was  compatible  with 
idiopathic  rhabdomyolysis  (Fig.  IB).  Repeat  biopsy 
from  the  gluteus  minimus  19  days  later  showed  re- 
generating muscle  fibers.  There  was  no  evidence  of 
parenchymal  calcification  in  these  biopsies.  A bone 
biopsy  from  the  right  iliac  crest  done  at  the  time  of 
the  second  muscle  biopsy  demonstrated  increased 
osteolysis.  Because  of  the  rhabdomyolysis  and  se- 
vere muscle  pain,  the  patient  was  immobile  for  ap- 
proximately 40  days  (Fig.  2). 

Extracorporeal  hemodialysis  was  begun  on  the 
third  hospital  day  via  an  arteriovenous  shunt  (Fig. 
2).  Diuresis  began  on  the  twelfth  hospital  day,  and 
by  the  fifteenth  day,  indicated  by  the  dotted  line, 
hemodialysis  was  discontinued.  Over  the  next  13 
days,  the  urine  output  gradually  increased  to  2,000 
cc.  per  day.  An  improvement  in  renal  function  was 
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TABLE  I.  Case  reports  of  hypercalcemia  during  acute  renal  failure 
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PTH  = Parathyroid  hormone. 

ND  = Data  not  available. 

* Pour  additional  cases  mentioned  but  not  detailed. 
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FIGURE  1.  Photomicrographs.  (A)  Of  renal  tubules  showing  casts  and  tubular  cell  injury.  Inflammatory  cell  infiltrate  seen 
in  and  about  many  tubules.  (B)  Of  vastus  lateralis  muscle.  Individual  fiber  necrosis  with  minimal  inflammation  and  regeneration 
noted.  (Hematoxylin  and  Eosin  Stain,  original  magnifications  X333) 


O 10  20 

HDHOMO  NO  HD 


50  OATS 

HEMODIALYSIS 


FIGURE  2.  Summary  of  hospital  course.  Vertical  dotted 
line  represents  last  hemodialysis  treatment.  Horizontal 
dotted  lines  represent  upper  limit  of  normal  range.  (HD  = 
hemodialysis;  CPK  = creatinine  phosphokinase;  SGOT  = 
serum  glutamic  oxaloacetic  transaminase) 


demonstrated  by  a decline  in  blood  urea  nitrogen 
from  162  to  54  mg.  per  100  ml.;  in  serum  creatinine 
from  1 1 to  2 mg.  per  100  ml.;  and  in  phosphorus  from 

7.5  to  5.3  mg.  per  100  ml.  These  changes  were  asso- 
ciated with  the  development  of  a striking  hypercal- 
cemia. The  serum  calcium  rapidly  increased  to  20.1 
mg.  per  100  ml.  Saline  infusion  and  furosemide  re- 
sulted in  a brisk  diuresis  and  concurrent  lowering  of 
serum  calcium. 

The  patient  did  well  following  this  episode  of  hy- 
percalcemia and  was  discharged  on  May  2, 1973,  with 
a blood  urea  nitrogen  of  17  mg.  per  100  ml.,  creatinine 

1.05  mg.  per  100  ml.,  calcium  10.4  mg.  per  100  ml., 
and  phosphorus  3.9  mg.  per  100  ml. 


Results 

Renal  biopsy.  Light  microscopy  revealed  casts 
in  the  proximal  and  distal  tubules  composed  of  an 
eosinophilic  dense  granular  material  ( Fig.  1A). 
Tubules  containing  these  casts  showed  a variable 
degree  of  tubular  cell  injury  ranging  from  flattened 
epithelium  of  dilated  tubules  to  necrosis  and  loss  of 
tubular  cells.  An  inflammatory  infiltrate  mostly 
composed  of  neutrophils  was  seen  in  and  about  many 
tubules.  Interstitial  edema  was  moderate.  The 
glomeruli  and  blood  vessels  appeared  normal.  There 
was  no  evidence  of  parenchymal  calcification.  Im- 
munofluorescent  studies  revealed  no  evidence  of 
binding  to  any  of  the  tested  antisera. 

Muscle  biopsy.  The  muscle  biopsy  done  on  the 
seventeenth  hospital  day  showed  widespread  indi- 
vidual fiber  necrosis  with  evidence  of  regeneration 
and  minimal  inflammation  (Fig.  IB).  There  were 
occasional  vacuolated  fibers.  The  biopsy  was  com- 
patible with  rhabdomyolysis.  A repeat  biopsy  19 
days  later  demonstrated  sarcolemmal  proliferation 
and  regenerating  muscle  fibers.  There  was  no  evi- 
dence of  calcification  on  either  biopsy. 

Bone  marrow  biopsy.  The  bone  biopsy*  re- 
vealed the  trabecular  bone  mass  to  be  within  normal 
limits  for  age  at  16.4  percent.  The  percentage  en- 
dosteal resorption  perimeter  was  11.2  percent,  being 
at  least  twice  normal.  The  percentage  endosteal 
formation  perimeter  was  within  normal  limits  at  7.9 
percent.  The  endosteal  resorption  to  formation 
perimeter  ratio,  1.4,  was  therefore  the  reverse  of 
normal.  The  osteoid  seam  mean  width  was  only  2.4 
microns,  the  normal  plus  or  minus  2 microns.  The 
dimension  of  the  osteocytic  lacunas  was  increased  to 
81.6  plus  or  minus  22.6  square  microns  as  compared 
with  the  normal,  48.3  plus  or  minus  4.8  square  mi- 
crons. These  morphologic  findings  are  consistent 
with  moderately  increased  osteolysis,  as  well  as  both 
osteoclastic  and  osteocytic  bone  resorption. 

* Provided  by  Z Joworski,  M.D.,  Renal-Metabolic  Section. 
Department  of  Medicine,  University  of  Ottawa  and  Ottawa 
General  Hospital,  Ottawa,  Ontario,  Canada. 
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Comment 

Since  hypocalcemia,  hyperphosphatemia,  and  the 
associated  rise  in  PTH  are  well-recognized  sequelae 
of  both  acute  and  chronic  renal  failure,11  PTH  has 
also  been  proposed  to  play  a key  role  in  the  genesis 
of  hypercalcemia  during  ARF.  Despite  its  impor- 
tance in  calcium  homeostasis,19  the  available  data 
fails  to  support  PTH  as  the  sole  causative  factor  in 
the  latter  entity.  Massry  et  ah, 11  in  studying  ten 
patients  with  ARF,  found  elevated  PTH  levels  in 
seven  patients  in  the  oliguric  phase  and  in  eight  pa- 
tients in  the  diuretic  phase,  yet  only  one  patient  de- 
veloped hypercalcemia.  In  cases  of  ARF  associated 
with  hypercalcemia,  the  PTH  levels  have  in  fact  not 
been  consistently  elevated  (Table  I). 4, 6, 11-13,15 
Parathyroidectomy  in  one  case  report  failed  to  nor- 
malize serum  calcium  levels.13  Furthermore,  skeletal 
resistance  to  PTH  has  been  demonstrated  in  both 
acute  and  chronic  renal  failure.11,20  The  available 
data,  as  shown  in  Table  I,  therefore,  make  it  unlikely 
that  hyperparathyroidism  alone  is  responsible  for  the 
observed  hypercalcemia. 

One  striking  feature  of  hypercalcemia  during  ARF 
is  the  consistent  association  with  soft-tissue  and 
muscle  injury.  The  release  of  phosphate  stores  from 
damaged  muscle  may  explain  the  variable  degrees  of 
hypocalcemia  observed  during  the  oliguric  phase  of 
ARF.10,14  Similarly,  calcium  release  from  injured 
tissue  may  contribute  to  hypercalcemia,  when  ob- 
served, but  the  overall  low  incidence  of  hypercal- 
cemia with  rhabdomyolysis  fails  to  implicate  muscle 
calcium  stores  as  a primary  causative  factor. 
Grossman  and  associates10  reported  3 of  15,  or  20 
percent,  while  Koffler,  Friedler,  and  Massry14  de- 
scribed 5 of  21  patients,  24  percent,  with  hypercal- 
cemia during  ARF  due  to  nontraumatic  rhabdomy- 
olysis. In  eight  cases  of  rhabdomyolysis,  Rowland 
and  Penn21  observed  only  one  case  of  hypercalcemia, 
and  this  finding  was  not  associated  with  ARF.  Thus, 
as  with  PTH,  muscle  calcium  stores  may  play  a 
contributory  role  but  cannot  be  implicated  as  the 
major  causative  factor  of  hypercalcemia  during 
ARF. 

An  additional  source  of  calcium,  soft-tissue  and 
muscle  calcification,  has  been  suggested  in  several 
reports  as  etiologically  important  in  relation  to  hy- 
percalcemia when  seen  in  ARF  (Table  I). 3,7,13, 15 
Calcification  of  devitalized  tissue  is  a well-recognized 
pathologic  finding.22  What  is  not  clear  is  the  tem- 
poral relationship  between  formation,  dissolution, 
and  elevated  serum  calcium  levels.  Metastatic  cal- 
cifications can  be  a result  rather  than  a cause  of  hy- 
percalcemia. The  identification  by  biopsy  or  roent- 
genograms of  calcium  deposits  does  not,  therefore, 
infer  a causal  relationship  in  regard  to  hypercalcemia. 
Indeed,  Miach  et  al.13  recently  reported  a case  with 
persistent  hypercalcemia  over  a five-month  period 
despite  the  disappearance  within  three  to  four  weeks 
of  calcified  subcutaneous  nodules.  Complete  im- 
mobilization, negative  calcium  balance,  and  bone 
resorption  were  also  noted  in  this  case  with  resolution 


of  the  hypercalcemia  occuring  only  after  active  mo- 
bilization. 

The  first  case  report  of  immobilization  hypercal- 
cemia was  recorded  in  1941  by  Albright  et  al.18  The 
patient  was  a young  boy  with  a femoral  neck  fracture 
and  a spica  cast.  Extensive  neck  and  anterior 
mediastinal  exploration  failed  to  identify  a para- 
thyroid adenoma,  and  the  hypercalcemia  was  com- 
pletely resolved  with  mobilization  of  the  fractured 
leg.  Subsequent  reports  have  confirmed  this  ob- 
servation noting  an  apparent  preponderance  in 
young  males.23,24  Two  distinct  periods  of  metabolic 
activity  have  been  described  for  immobilized  bone.16 
The  initial  phase  lasts  for  six  to  ten  days  and  is 
manifested  by  increased  blood  flow,  elevated  pH  and 
pCD  (oxygen  pressure),  decreased  carbon  dioxide 
pressure,  and  increased  bone  deposition.  With 
continued  immobilization  there  is  a change  to  vas- 
cular engorgement,  decreased  pH  and  p02,  and  in- 
creased bone  resorption.  Burkhart  and  Jowsey17 
demonstrated  in  dogs  that  the  development  of  disuse 
osteoporosis  was  not  possible  in  the  absence  of  the 
parathyroid  glands.  The  local  acidosis  and  hyper- 
carbia  did  not  occur  in  parathyroidectomized  or 
thyroparathyroidectomized  dogs.  The  data  suggest 
that  limb  immobilization  for  periods  greater  than  six 
to  ten  days  produces  a local  environment  conducive 
to  the  action  of  normal  levels  of  parathyroid  hor- 
mone, resulting  in  bone  resorption.17  It  is  of  interest 
that  studies  in  manned  space  flights  reported  nega- 
tive calcium  balance  during  flights  prior  to  Gemini 
VII,  which  were  characterized  by  extensive  immo- 
bilization.25,26 Calcium  losses  were  estimated  to  be 
from  0.635  to  10  Gm.  per  day.  These  losses  de- 
creased noticeably  with  increased  dietary  calcium 
and  a program  of  isometric  exercise. 

That  immobilization  might  well  play  a central  role 
in  the  development  of  hypercalcemia  during  ARF  is 
suggested  by  the  frequent  association  of  this  entity 
with  muscle  damage  when  prolonged  decreased  ac- 
tivity also  resulted.  As  shown  in  Table  I,  immobili- 
zation of  involved  extremities  was  noted  in  1 1 of  13, 
or  85  percent,  of  the  cases  in  which  the  level  of  the 
patient’s  activity  was  reported.1,2,5,8,9,12  15  The  oc- 
currence of  hypercalcemia  during  ARF  appears  to  be 
more  common  in  young  males  with  a mean  age  of  28 
plus  or  minus  1.9,  mean  plus  or  minus  standard  error. 
The  preponderance  of  this  finding  in  young  patients 
is  consistent  with  reports  of  immobilization  hyper- 
calcemia without  ARF,18,23,24  and  may  relate  to  the 
high  rate  of  bone  turnover  in  this  age  group.  The 
temporal  relationship  of  hypercalcemia  with  the  di- 
uretic phase  of  ARF  may  be  more  a matter  of  time 
and  degree  of  immobilizat  ion  rather  than  specifically 
related  to  diuresis.  I)e  Torrente  et  al.15  have  re- 
ported one  case  of  hypercalcemia  occurring  despite 
persistent  oliguria.  The  two  patients  of  Turkington 
et  al.4  developed  increased  serum  calcium  levels  prior 
to  the  onset  of  diuresis  with  the  maximal  elevation 
occurring  during  the  diuretic  phase.  The  original 
case  of  Tavill  et  al.1  developed  hypercalcemia  despite 
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persistent  urine  volumes  of  400  to  1,000  cc.  per 
day. 

The  increased  osteolysis  seen  in  our  patient  and 
that  of  Miach  et  al.13  correlates  with  the  experimental 
second  phase  of  immobilized  hone  metabolism,  that 
is,  increased  hone  resorption.  Immobilization, 
proposed  in  1964  by  the  original  case  report  of  Tavill 
et  al.,1  may  now  he  considered  as  playing  a central 
role  in  the  development  of  hypercalcemia  during 
acute  renal  failure  by  creating  an  environment  con- 
ducive to  the  action  of  PTH.1,  The  failure  to  ob- 
serve hypercalcemia  in  older  patients  with  ARF  may 
be  related  to  the  higher  rates  of  hone  turnover  which 
are  more  characteristic  of  young  patients.23,24  While 
hyperparathyroidism  and  release  of  calcium  from 
damaged  muscle  may  contribute  to  the  hypercal- 
cemia, the  data  compiled  thus  far,  as  shown  in  Table 
I,  fails  to  support  these  as  primary  pathogenetic 
mechanisms.  Based  on  these  considerations,  we 
recommend  that  during  ARF  serum  calcium  levels 
be  monitored  carefully  in  patients  with  soft-tissue 
and  muscle  injury  and  limb  immobilization,  partic- 
ularly in  the  younger  patient.  Early  mobilization 
should  be  attempted. 
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In  a patient  with  lower  urinary  tract  problems 
being  treated  by  standard  methods,  the  concurrent 
development  of  a clinical  picture  of  acute  sigmoid 
diverticulitis  may  actually  represent  a urologic 
complication.  We  have  treated  two  such  patients 
with  signs  and  symptoms  highly  suggestive  of  acute 
sigmoid  diverticulitis  with  possible  perforation,  and 
encountered  colonic  problems  secondary  to  a urologic 
manipulation. 

Case  Reports 

Case  1.  A 51-year-old  male  was  admitted  to 
Kingsbridge  Veterans  Administration  Hospital  with 
a week-long  history  of  dysuria  and  perineal  pain.  He 
had  had  a long  history  of  recurrent  urinary  tract  in- 
fections, including  requirement  for  right  nephrec- 
tomy in  1950. 

Physical  examination  on  admission  revealed  an 
acutely  ill-appearing  patient  with  a temperature  of 
103°  F.,  a tender,  edematous  perineum,  and  a tender 
swollen  left  prostate  lobe.  Initially,  intravenous 
antibiotics  were  instituted,  hut  the  patient  became 
progressively  worse,  and  a transperineal  incision  and 
drainage  of  the  prostatic  abscess  was  performed.  A 
number  16F  red  rubber  catheter  was  left  in  the  bed 
of  the  abscess,  which  was  brought  out  through  the 
perineal  incision.  Immediately  postoperatively,  the 
temperature  decreased  to  99°  F.,  and  the  local  pain 
diminished  markedly. 

However,  after  36  hours,  the  patient  developed 
lower  abdominal  pain  and  tenderness.  Abdominal 
distention  ensued  and  localized  peritoneal  signs  over 
the  left  lower  quadrant  appeared.  An  enema  (Gas- 
trograffin)  was  administered,  revealing  a contour 
defect  in  the  midsigmoid  colon  adjacent  to  the  tip  of 
the  catheter  (Fig.  I ).  The  patient  did  not  improve, 
and  a paracentesis  was  performed,  which  returned 
grossly  purulent  material.  An  immediate  laparot- 
omy revealed  a minute  perforation  in  the  midsigmoid 
colon  caused  by  the  tip  of  the  red  rubber  catheter. 
No  intrinsic  sigmoid  lesion  was  present.  An  ob- 
structive resection  of  the  colon  was  performed, 


FIGURE  1.  Barium  enema,  arrows  indicating  catheter  ex- 
tending to  contour  defect  in  sigmoid  colon. 

creating  an  end  colostomy  and  mucous  fistula. 

On  pathologic  examination  of  the  resected  colon, 
chronic  and  acute  inflammation  with  foreign-body 
reaction  were  noted  with  no  intrinsic  lesion.  The 
patient  had  an  uneventful  postoperative  course. 

Case  2.  A 72-year-old  male  was  transferred  from 
a chronic  care  institution  to  Kingsbridge  Veterans 
Administration  Hospital  with  a two-day  history  of 
abdominal  distention.  The  patient  had  had  no 
previous  abdominal  surgery,  and  was  generally  in 
good  health  except  for  mild  emphysema.  He  had  a 
long-standing  Foley  catheter  in  situ  because  of  in- 
continence. The  patient  was  afebrile,  markedly 
dehydrated,  and  had  significant  abdominal  disten- 
tion with  minimal  tenderness  over  the  left  lower 
abdomen.  Plain  abdominal  x-ray  films  demon- 
strated generalized  distention  of  the  colon  with  the 
cecum  measuring  13  cm.  in  diameter.  An  emergency 
barium  enema  revealed  no  obstruction  or  intrinsic 
colonic  abnormality. 

The  patient  was  rapidly  rehvdrated,  the  left  lower 
quadrant  abdominal  signs  progressed,  and  laparot- 
omy was  performed.  A perforation  of  the  dome  of 
the  bladder  secondary  to  the  tip  of  the  catheter  was 
found.  The  sigmoid  colon  was  densely  adherent  to 
the  area  of  perforation;  no  colonic  condition  was 
noted.  A wedge  resection  of  the  area  of  bladder 
perforation  was  performed,  and  a suprapubic  cys- 
tostomy  was  placed.  A transverse  colostomy  was 
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FIGURE  2.  Surgical  anatomy  demonstrating  (1)  relationship 
of  posterior  cul-de-sac  to  prostate  and  (2)  transperineal  ap- 
proach to  prostate.  (By  permission:  Campbell,  M F.,  and 
Harrison,  J.  H.,  Eds.:  Urology,  Philadelphia,  Pennsylvania, 
W.  B.  Saunders  Company,  1963,  Vol.  1,  p.  21) 


created  on  the  right  side  after  the  colon  was  over- 
sewn. The  bladder  condition  was  chronic,  and  there 
was  acute  inflammation  with  foreign-body  reac- 
tion. 

The  patient  did  well  after  surgery. 

Comment 

Surgery  and  instrumentation  of  the  lower  urinary 
tract  began  with  the  ancient  medical  practitioners 
who  removed  bladder  calculi  without  the  benefit  of 
modern  equipment,  anesthesia,  or  antibiotics.  Since 
that  time,  expertise  in  urology  has  markedly  in- 
creased to  the  point  that  diagnostic  and  therapeutic 
endoscopic  and  surgical  techniques  have  negligible 
mortality  and  morbidity  rates.  However,  we  must 
be  alerted  to  the  fact  that  urologic  procedures  may 
result  in  complications,  which  may  have  unusual 
presentations. 

If  a prostatic  infection  does  not  respond  to  anti- 
biotic therapy,  and  progresses  to  abscess  formation 
with  fluctuation  and  often  urinary  retention,  oper- 
ative intervention  is  the  treatment  of  choice.1  Per- 
ineal exposure  and  drainage  of  the  abscess  is  usually 
the  method  of  choice.  After  making  a perineal 
incision,  Denonvilliers’  fascia  is  incised,  exposing  the 
abscess.  By  this  method,  thorough  drainage  is  car- 
ried out  through  the  perineum. 

The  surgical  anatomy  is  demonstrated  in  Figure 
2.1  The  proximity  of  the  cul-de-sac  to  the  posterior 
surface  of  the  prostate  is  evident.  In  Case  1.  a loop 
of  sigmoid  colon  was  adherent  to  the  pelvic  floor  in 
the  pouch  of  Douglas.  The  abscess  was  drained 
transperineally,  and  a firm  red  rubber  catheter  was 
passed  into  the  abscess  cavity  and  advanced. 

The  findings  at  surgery  of  the  catheter  injury  to  the 
adherent  loop  of  sigmoid  colon  indicate  that  the 
catheter  either  initially  or  subsequently  perforated 
the  sigmoid  colon,  causing  the  acute  abdominal  pic- 


ture.  This  is  a complication  that  has  not  been  pre- 
viously described. 

Unexplained  or  spontaneous  rupt  ure  of  the  blad- 
der is  extremely  rare.  When  a long-term  indwelling 
urethral  Foley  catheter  is  introduced,  the  possibility 
of  multiple  complications  exists,  including  infections, 
periurethral  abscess,  perineal  erosion  of  the  catheter, 
urethral  diverticula,  bladder  atrophy,  bladder  calculi, 
loss  of  bladder  tone,  sepsis,  hemorrhage,  epididy- 
mitis, urethritis,  urinary  fistulas,  and  bladder-wall 
necrosis  and  perforation. 

Indwelling  catheters  have  been  described  previ- 
ously as  the  cause  of  free  perforation  of  the  bladder2 
and  bladder-wall  gangrene.1  Prior  to  the  introduc- 
tion of  antibiotics,  bladder  necrosis  and  gangrene 
were  reported  in  significant  numbers.4  The  in- 
dwelling catheter  has  been  noted  to  produce  glis- 
tening, bright-to-dark-red,  polypoid  mucosal  ex- 
crescences on  the  bladder  wall  from  trauma.5  In 
spite  of  the  fact  that  the  infection  rate  can  be  mark- 
edly reduced  with  newer  closed  drainage  systems,  the 
mechanical  damage  continues.6 

The  problem  encountered  in  Case  2 has  not  been 
previously  described.  Contributing  to  the  problem 
was  the  fact  that  this  patient  was  chronically  infirm 
and  catheter  care  was  inadequate.  The  catheter  tip 
was  found  to  have  slowly  penetrated  through  the  full 
thickness  of  the  bladder  wall  and  into  the  sigmoid 
colon,  which  had  become  adherent  to  the  area  of 
bladder  inflammation  (Fig.  2).  The  sigmoid  colon 
was  completely  normal  except  for  the  inflammatory 
reaction  surrounding  the  area  of  microperforation. 

Summary 

Developments  in  urology  have  allowed  instru- 
mentation and  other  therapeutic  techniques  to  be- 
come routine.  However,  one  must  be  aware  of  the 
possibility  of  unusual  complications  for  urologic 
procedures.  We  have  described  two  problems: 
transvesical  perforation  of  the  sigmoid  colon  by  an 
indwelling  Foley  catheter  and  transperineal  perfo- 
ration of  the  sigmoid  colon  by  a cat  heter  in  a prostatic 
abscess.  Bladder  drainage  and  colonic  diversion  is 
the  established  treatment  of  choice  in  these  condi- 
tions. 

Department  of  Surgery 
Mount  Sinai  School  of  Medicine 
• Fifth  Avenue  and  100th  Street 
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International  conference 
on  cancer  among  Blacks 

The  American  Cancer  Society  and  Roswell  Park  Me- 
morial Institute  announce  an  interdisciplinary  conference 
on  cancer  in  Black  populations  throughout  the  world,  to 
be  held  at  Roswell  Park  Memorial  Institute,  Buffalo,  New 
York,  U.S.A.,  on  May  5 and  6, 1980.  Sessions  will  be  de- 
voted to  epidemiologic,  pathological,  and  clinical  aspects 
of  cancer  occurring  in  Blacks  in  Africa,  North  America,  and 
the  Carribean  as  well  as  to  intervention,  cancer  control 
strategies,  and  research  methods.  Category  I A.M.A. 
Credit  will  be  granted. 

Interested  scientists  and  health  professionals  should 
contact  Dr.  Curtis  Mettlin,  c/o  Cancer  Control  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo, 
New  York  14263  or  call  (716)  845-4406. 


Diabetes:  glucose  monitoring 

A program  on  “Diabetes:  Glucose  Monitoring”  will  be 
presented  on  December  6 at  the  Upstate  Medical  Center, 
Weiskotten  Hall,  Syracuse,  New  York. 

For  more  information  write  to:  Program  Assistant, 

Office  of  Graduate  and  Continuing  Education,  State 
University  of  New  York,  Upstate  Medical  Center,  750  East 
Adams  Street,  Syracuse,  New  York  13210;  telephone  (315) 
473-4607. 

American  College  of  Physicians’ 

Medical  Knowledge  Self-Assessment 
Program  V 

A review  course  for  the  American  College  of  Physicians’ 
Medical  Knowledge  Self-Assessment  Program  V (MKSAP 
V)  will  be  held  December  3-4,  1979,  at  the  Medical  Science 
Building,  Room  B-556,  CMDNJ — New  Jersey  Medical 
School,  Newark. 

MKSAP  V,  the  most  comprehensive  continuing  educa- 
tion program  in  internal  medicine,  is  presented  by  the 
American  College  of  Physicians  (ACP),  the  national  pro- 
fessional organization  of  more  than  40,000  specialists  in 
internal  medicine  and  related  areas. 

Modern  medicine  changes  rapidly,  the  physicians  have 
to  exert  themselves  constantly  to  keep  up  with  new  de- 
velopments. They  receive  credits  in  various  categories  for 
these  efforts  in  continuing  education  A physician  who 
enrolls  in  MKSAP  V receives  a sequence  of  materials  for 
home  study  and  has  the  opportunity  to  attend  special  re- 
view courses  in  many  cities  around  the  country. 

The  Newark  course  (No.  A08)  deals  with  allergy  and 
immunology,  endocrinology  and  metabolism,  oncology. 
Physicians  who  attend  it  can  earn  1 2 credit  hours  in  Cat- 
egory 1 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

The  course  co-directors  are  Hadley  L.  Conn,  Jr.,  M.D., 
F.A.C.P.,  professor  of  medicine,  and  chairman,  Department 
of  Medicine,  CMDNJ  Rutgers  Medical  School  Piscata- 
way,  and  Carroll  M.  Leevy,  M.D.,  F.A.C.P.,  professor  of 
medicine  and  chairman,  Department  of  Medicine, 
CMDNJ-New  Jersey  Medical  School,  Newark. 

Additional  information  about  MKSAP  V courses  is 
available  f rom  the  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  PA  19104. 

continued  on  page  1902 
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Brief  Summary  of  Prescribing  Information 

Indications  and  Usage:  Symptomatic  relief  of  anxiety,  tension,  agitation,  irritability  an 
insomnia  associated  with  anxiety  neuroses  and  transient  situational  disturbances,  anxiei 
associated  with  depressive  symptoms  and  as  a treatment  of  symptoms  of  anxiety  if  such  sym; 
toms  are  a significant  feature  of  functional  or  organic  disorders,  particularly  gastrointestinal  ( I 
cardiovascular 

Effectiveness  in  long-term  use.  i e . more  than  4 months,  has  not  been  assessed  by  systen 
atic  clinical  studies  Reassess  periodically  usefulness  of  the  drug  for  the  individual  patient  j 
Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle  glaucoma  | 
Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all  CN!  I 
acting  drugs,  warn  patients  on  lorazepam  not  to  operate  machinery  or  motor  vehicles,  and  u 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 

Physical  and  Psychological  Dependence  Withdrawal  symptoms  like  those  noted  with  bart: 
turates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepint : 
(including  convulsions,  tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating)  Addi 
tion-prone  individuals,  e g drug  addicts  and  alcoholics,  should  be  under  careful  surveillanc 
when  on  benzodiazepines  because  of  their  predisposition  to  habituation  and  dependenc  j 
Withdrawal  symptoms  have  also  been  reported  following  abrupt  discontinuance  of  benzocj 
azepmes  taken  continuously  at  therapeutic  levels  for  several  months 
Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  ove 
sedation 

Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  j 
symptoms  like  those  being  treated  anxiety,  agitation,  irritability,  tension,  insomnia  and  occ ; 
sional  convulsions 

Observe  usual  precautions  with  impaired  renal  or  hepatic  function 

Where  gastrointestinal  or  cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepa  i 
has  not  been  shown  of  significant  benefit  in  treating  gastrointestinal  or  cardiovascular  comp  | 
nent 

Esophageal  dilation  occurred  in  rats  treated  with  lorazepam  for  more  than  1 year  j 
6mg  kg  day  No  effect  dose  was  1 25mg  kg  day  (approximately  6 times  the  maximum  hum<| 
therapeutic  dose  of  lOmg  day)  Effect  was  reversible  only  when  treatment  was  withdrawn  with 
2 months  of  first  observation  Clinical  significance  is  unknown,  but  use  of  lorazepam  for  pr  j 
longed  periods  and  in  geriatric  patients  requires  caution  and  frequent  monitoring  for  symptori 
of  upper  G I disease 

Safety  and  effectiveness  in  children  under  12  years  have  not  been  established 
ESSENTIAL  LABORATORY  TESTS  Some  patients  have  developed  leukopenia,  some  have  h j 
elevations  of  LDH  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  te:  ( 
are  recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS  Benzodiazepines  produce  CNS  depress?  I 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol 
CARCINOGENESIS  AND  MUTAGENESIS  No  evidence  of  carcinogenic  potential  emerged  j 
rats  during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed 
PREGNANCY  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabb 
Occasional  anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschu 
malformed  skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship 
dosage  Although  all  these  anomalies  were  not  present  in  the  concurrent  control  group,  tf 
have  been  reported  to  occur  randomly  in  historical  controls  At  40mg/kg  and  higher,  there  \a 
evidence  of  fetal  resorption  and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lov 
doses  Clinical  significance  of  these  findings  is  not  known  However,  increased  risk  of  conge 
tal  malformations  associated  with  use  of  minor  tranquilizers  (chlordiazepoxide,  diazepam  a 
meprobamate)  during  first  trimester  of  pregnancy  has  been  suggested  in  several  studi 
Because  use  of  these  drugs  is  rarely  a matter  of  urgency,  use  of  lorazepam  during  this  peri 
should  almost  always  be  avoided  Possibility  that  a woman  of  child-bearing  potential  may 
pregnant  at  institution  of  therapy  should  be  considered  Advise  patients  if  they  become  pn 
nant  to  comm  jmcate  with  their  physician  about  desirability  of  discontinuing  the  drug 

In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer  of  lorazep 
and  its  glucuromde 

NURSING  MOTHERS  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  otf 
benzodiazepines  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  sir 
many  drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  gener; 
disappear  on  continued  medication  or  on  decreasing  dose  In  a sample  of  about  3,500  anxic 
patients,  most  frequent  adverse  reaction  is  sedation  (15  9%),  followed  by  dizziness  (6  9 
weakness  (4  2%)  and  unsteadiness  (3  4%)  Less  frequent  are  disorientation,  depression,  n; 
sea  change  in  appetite  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  ( 
function  disturbance,  various  gastrointestinal  symptoms  and  autonomic  manifestations  Ir 
dence  of  sedation  and  unsteadiness  increased  with  age  Small  decreases  in  blood  pressi 
have  been  noted  but  are  not  clinically  significant,  probably  being  related  to  relief  of  anxiety 
Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  that  multiple  age 
may  have  been  taken  Manifestations  of  overdosage  include  somnolence,  confusion  and  cor 
Induce  vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  momt 
ing  of  vital  signs  and  close  observation  Hypotension,  though  unlikely,  usually  may  be  control 
with  Levarterenol  Bitartrate  Injection  U.S  P Usefulness  of  dialysis  has  not  been  determined 

c Ativan 

for(|orazePam) 

Anxiety 

Dosage:  Individualize  lor  maximum  beneficial  effects.  Increase  do 
gradually  when  needed,  giving  higher  evening  dose  before  increasii 
daytime  doses.  Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosa< 
may  vary  from  1 to  lOmg/day  in  divided  doses.  For  elderly  or  deb 
tated,  initially  1-2mg/day;  insomnia  due  to  anxiety  or  transient  situ 
tional  stress,  2-4mg  h.s. 

How  Supplied:  0.5, 1.0  and  2.0mg  tablets. 
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Why  one  benzodiazepine 

and  not  another?  Are  you  concerned  about 

long-acting  metabolites?  Many  clinicians,  as  well  as  pharmacologists, 
are  beginning  to  draw  attention  to  this  problem  (see  New  England  Journal 
of  Medicine,  April  5, 1979). 

In  contrast  to  some  older  benzodiazepines,  Ativan  (lorazepam)  does 
not  give  rise  to  long-lasting  active  metabolites.  As  with  all 
benzodiazepines,  you  should  follow  the  usual  precautions  concerning 
co-administration  with  other  CNS  depressants  and  warn  your 
patients  against  operating  dangerous  machinery  and  motor  vehicles. 

However,  it  is  noteworthy  that  Ativan  showed  no  clinical  evidence  of 
accumulation  even  when  given  in  high  doses  over  periods  up  to 
6 months.  The  half-life  of  free  lorazepam  is  about  12  hours;  steady-state 
serum  levels  are  attained  in  2-3  days.  Comparable  data  for  diazepam: 
20-50  hours  and  at  least  7-10  days.  (The  pharmacokinetic  profile  of  a drug 
can  define  such  characteristics  as  absorption,  distribution,  metabolism 
and  elimination  but  cannot,  at  present,  be  directly  related  to  its 
therapeutic  effectiveness.) 

Ativan  has  a convenient  b.i.d. 
ort.i.d.  dosage  schedule; 
it  is  compatible  with  a long  list  of 
other  medications  and,  of  course, 
it  is  a highly  effective  anxiolytic 
agent,  as  established  in  numerous 
nationwide,  double-blind, 
controlled  evaluations 
in  thousands  of  patients. 


See  important  information  on  preceding  page. 
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Pneumatosis  Coli  Following 
Treatment  with  Lactulose 

ALEXANDER  L.  ZIMMERMAN,  M.D.* 

Brooklyn,  New  York 

JAGDISH  K.  GUPTA,  M.D. 

Brooklyn,  New  York 

ALFRED  P.  INGEGNO,  M.D.,  F.A.C.P. 

Brooklyn,  New  York 

From  the  Division  of  Gastroenterology,  Department  of  Medicine, 
Long  Island  College  Hospital 


The  ammonia-lowering  effects  of  lactulose  in  the 
patient  with  PSE  (portal  systemic  encephalopathy) 
have  been  well  documented  since  1966. 1-11  Since 
that  time  little  has  been  found  in  the  way  of  adverse 
reactions,  aside  from  gaseous  distention  with  flatu- 
lence or  eructation,  abdominal  discomfort  with 
cramping,  diarrhea  with  excessive  doses,  and,  rarely, 
nausea  and  vomiting.  We  present  here  a patient  who 
was  treated  with  lactulose  (Cephulac)  in  the  early 
stages  of  PSE  and  proceeded  to  develop  a compli- 
cation of  therapy  which,  to  our  knowledge,  has  never 
before  been  reported. 

Case  report 

A 39-year-old  Puerto  Rican  housewife  came  to  the 
emergency  room  of  Long  Island  College  Hospital 
complaining  of  vomiting,  anorexia,  and  dark  stools 
of  two  weeks’  duration. 

She  had  been  taking  heroin  both  by  vein  and  “skin 
popping”  for  approximately  one  year,  which  she 
claimed  to  have  stopped,  and  was  in  a methadone 
program,  receiving  70  mg.  daily.  There  was  also  a 
history  of  severe  alcohol  abuse,  including  wine, 
whiskey,  and  beer  over  the  course  of  several  years, 
although  alcohol  intake  was  denied  for  the  preceding 
two  months. 

She  had  been  in  her  regular  state  of  health  until 
two  weeks  prior  to  admission,  when  she  began  to 
experience  general  malaise  accompanied  by  frequent 
episodes  of  vomiting  of  food.  Any  food  ingested 
made  her  feel  bloated  and  nauseated.  There  was  also 
complaint  of  a right  upper  quadrant  pain  which  ra- 
diated over  the  entire  abdomen,  unrelated  to  food 
intake  or  bowel  movements  and  unrelieved  by  vari- 
ous analgesics.  She  had  lost  15  pounds  during  the 

* Present  address:  Department  of  Medicine,  Montefiore 

Hospital  & Medical  Center,  1 1 1 Hast  210  Street,  The  Bronx,  New 
York  10467. 


preceding  two  months  and  complained  of  burning  on 
urination. 

Physical  examination  was  unremarkable  except 
for  mild  scleral  icterus,  right  upper  quadrant  ten- 
derness, the  liver  edge  palpable  15  cm.  below  the 
right  costal  margin,  and  mild  bilateral  pedal  edema. 
Initial  laboratory  studies  included:  hemoglobin  11.7 
Gm.  per  100  ml.,  and  hematocrit  36.4.  The  white  cell 
count  was  18,800  per  cubic  millimeter  with  6 bands, 
83  polymorphonuclear  leukocytes,  and  11  lympho- 
cytes. Prothrombin  time  was  14.2  seconds  with  a 
control  of  12.4  seconds,  and  the  partial  thrombo- 
plastin time  was  43  seconds  with  a control  of  37  sec- 
onds. Abnormal  blood  chemical  findings  included 
sodium  129  mEq.  per  liter,  chloride  89  mEq.  per  liter, 
blood  urea  nitrogen  5 mg.  per  liter,  glucose  126  mg. 
per  deciliter,  total  protein  9.4  Gm.  per  deciliter,  total 
bilirubin  2.30  mg.  per  deciliter,  alkaline  phosphatase 
239  I.U.  per  liter,  and  SCOT  (serum  glutamic  ox- 
aloacetic transaminase)  52  U.  per  liter.  Urinalysis 
revealed  25  to  50  white  blood  cells  and  20  to  25  red 
blood  cells  per  high-power  field,  2 plus  bacteria,  and 
urobilinogen  positive  in  1:300  dilution.  Findings  on 
electrocardiogram  and  chest  x-ray  films  were  normal. 
A plain  film  of  the  abdomen  showed  a nonspecific 
bowel  gas  pattern  with  no  free  air. 

A diagnosis  of  alcoholic  hepatitis  and  urinary  tract 
infection  was  made,  and  a low-protein,  high-carbo- 
hydrate diet,  spironolactone,  and  trimethoprim- 
sulfamethoxazole  were  begun.  The  latter  was  dis- 
continued after  10  days  with  effective  clearing  of  the 
urinary  tract  infection. 

The  patient  continued  to  complain  of  right  upper 
quadrant  abdominal  pain  and  vomited  several  times 
during  the  next  few  days.  On  the  eighth  hospital 
day,  the  total  bilirubin  had  risen  to  5.10  mg.  per 
deciliter,  alkaline  phosphatase  was  326  I.U.  per  liter, 
and  SCOT  was  72  U.  per  liter.  The  white  count  was 
20,400  per  millimeter  with  no  change  in  the  differ- 
ential. Test  result  for  hepatitis  surface  antigen  was 
negative. 

Her  condition  continued  essentially  the  same  until 
the  fifteenth  hospital  day,  at  which  time  the  total  and 
direct  bilirubin  were  7.1  and  3.2  mg.  per  deciliter 
respectively.  A liver  biopsy  was  performed  the  fol- 
lowing day  which  showed  marked  fatty  metamor- 
phosis. 

During  the  next  several  days  her  clinical  condition 
deteriorated,  with  confusion,  lethargy,  and  asterixis. 
The  odor  of  beer  was  noted  in  her  room  and  on  the 
twenty-fourth  hospital  day  she  vomited,  the  vomitus 
smelling  strongly  of  alcohol.  Serum  ammonia  at  this 
time  was  114  micrograms  per  deciliter,  and  neomycin 
sulfate  was  begun.  Total  bilirubin  was  16.7  mg.  per 
deciliter,  alkaline  phosphatase  220  U.  per  liter,  and 
SGOT  69  U.  per  liter. 

It  was  found  that  alcohol  was  being  brought  to  her 
from  outside  the  hospital,  and,  for  this  reason,  she 
was  transferred  to  another  floor  so  that  she  could  be 
observed  more  closely. 

Since  there  had  been  little  response  to  neomycin 
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FIGURE  1.  Plain  film  of  abdomen  on  forty-fourth  hospital 
day  showing  linear  pneumatosis  coli  extending  from  cecum 
to  rectum. 


sulfate  both  clinically  and  chemically  (serum  am- 
monia was  unchanged)  lactulose  was  added  on  the 
twenty-seventh  hospital  day  in  an  oral  dose  of  30  cc. 
every  six  hours. 

She  slowly  began  to  show  signs  of  improvement, 
and  by  the  thirty-second  hospital  day  appeared  only 
mildly  somnolent.  Scleral  icterus,  which  had  been 
severe,  was  beginning  to  improve.  The  white  cell 
count,  which  had  been  as  high  as  30,000  per  cubic 
millimeter,  was  18,400  per  cubic  millimeter.  Total 
bilirubin  was  7.8  mg.  per  deciliter,  SGOT  44  U.  per 
liter,  and  ammonia  86  micrograms  per  deciliter.  Her 
abdomen  was  noted  to  be  moderately  distended  and 
tympanic  but  not  tender.  Stool  was  positive  for  oc- 
cult blood.  The  hemoglobin  fell  to  7.4  Gm.  per  100 
ml.  Because  of  the  lowered  hemoglobin  count  she 
was  transfused  with  two  units  of  packed  red  cells. 

On  the  forty-first  hospital  day,  her  abdomen  was 
severely  distended  and  tympanitic  to  percussion  with 
no  evidence  of  ascites.  She  was  having  eructation, 
passing  flatus,  and  having  frequent  loose  bowel 
movements.  It  was  felt  that  these  were  side-effects 
of  lactulose,  but  no  change  in  the  dosage  was  made. 
Later  that  week,  a plain  film  of  the  abdomen  was 
taken  (Fig.  1).  It  showed  gross  distention  of  the 
stomach  and  colon  and  pneumatosis  coli  with  air 
dissection  throughout  the  wall  of  the  entire  colon, 
from  cecum  to  rectum.  A Harris  drip  was  inserted 


that  night  to  decompress  the  bowel,  and  a large  vol- 
ume of  gas  which  had  a strong  odor  of  ammonia  was 
removed.  Lactulose  and  neomycin  sulfate  were 
immediately  discontinued,  and  oxygen  was  given  by 
a close-fitting  rebreathing  mask  at  8 L.  per 
minute. 

On  the  second  day  of  treatment  proctosigmoi- 
doscopy was  performed,  which  showed  hyperemia  of 
the  mucosa  up  to  25  cm.  Also,  during  the  period  of 
treatment,  an  upper  gastrointestinal  series  with 
small-bowel  follow-through  and  barium  enema  were 
done.  The  only  abnormality  noted  was  gas  in  the 
wall  of  the  large  bowel.  No  evidence  of  gas  cysts  or 
air  in  the  wall  of  the  small  intestine  was  seen. 

After  24  hours  of  oxygen  therapy,  there  was  almost 
complete  resolution  of  the  pneumatosis  (Fig.  2A),  and 
at  the  end  of  four  days  there  was  no  evidence  of 
pneumatosis  (Fig.  2B). 

Two  days  prior  to  the  beginning  of  oxygen  therapy 
the  serum  ammonia  level  was  60  micrograms  per 
deciliter.  After  four  days  of  oxygen  therapy,  during 
which  time  lactulose  was  not  given,  the  patient  be- 
came confused  and  uncooperative.  Serum  ammonia 
at  that  time  was  100  micrograms  per  deciliter. 
Lactulose  administration  was  begun  again  while 
oxygen  therapy  was  continued. 

The  patient  improved  clinically.  Serum  ammonia 
fell  to  54  micrograms  per  deciliter,  and  liver  function 
returned  to  normal.  There  were  no  neurologic  signs 
of  PSE.  Anemia  persisted,  however,  the  hemoglobin 
being  10.4  Gm.  per  100  ml. 

The  patient  was  discharged  on  lactulose,  spiro- 
nolactone, and  ferrous  sulfate.  She  was  seen  in  the 
medical  clinic  one  week  after  discharge  and  appeared 
to  be  in  excellent  health.  She  was  given  new  pre- 
scriptions and  since  that  time  has  been  lost  to 
follow-up. 

Comment 

Although  the  exact  mechanism  of  action  of  lactu- 
lose has  not  been  elucidated,  theories  have  been 
proposed  to  explain  its  ammonia-lowering  property. 
Bircher  et  al.1  initially  believed  that  the  lowered  fecal 
pH  caused  a change  in  colonic  flora  with  increased 
growth  of  lactobacilli.  Acidification  of  the  colonic 
contents  was  caused  by  bacterial  metabolism  of 
lactulose,  producing  low  molecular  weight  organic 
acids,  mostly  lactic  and  acetic.  This,  in  turn,  caused 
fermentative  rather  than  putrefactive  metabolism 
and  decreased  the  amount  of  toxic  nitrogenous  sub- 
stances produced.  This  theory  was  later  discarded8 
in  favor  of  that  of  Elkington,  Floch,  and  Conn2  who 
believed  that  ammonia  is  trapped  in  the  colon  by  a 
pH  gradient  established  by  the  acid  degradation 
products  of  lactulose,  and  is  not  absorbed.  In  sup- 
port of  this  theory,  Castell  and  Moore12  showed  a 
direct  relationship  between  increased  ammonia  ab- 
sorption and  decreased  pH  in  the  isolated  colon. 

The  presence  of  a large  amount  of  ammonia  in  the 
colon  appears  to  have  been  the  underlying  cause  for 
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FIGURE  2.  Plain  films  of  abdomen  following  oxygen  therapy.  (A)  After  24  hours  showing  resolution  of  pneumatosis  except 
at  hepatic  flexure.  (B)  After  four  days  showing  complete  resolution  of  pneumatosis  coli. 


pneumatosis  coli  in  our  patient.  Kenney  in  196313 
attributed  many  cases  of  pneumatosis  intestinalis  to 
base  excess.  In  several  of  the  diseases  associated 
with  pneumatosis,  such  as  pyloric  stenosis,  peptic 
ulcer,  emphysema,  asthma,  and  congestive  heart 
failure,  either  the  disease  itself  or  the  medication 
used  in  its  treatment  caused  a base  excess  which  the 
body  could  not  eliminate  by  normal  means.  In  these 
cases  the  base  excess,  in  the  form  of  carbon  dioxide, 
would  either  be  excreted  into  the  bowel  lumen  and 
pass  or,  in  severe  cases,  collect  in  the  wall  of  the 
bowel.  Once  this  space  was  established,  oxygen  and 
nitrogen  would  be  drawn  into  it  because  of  the  gra- 
dient created  by  the  partial  pressures  of  these  gases 
in  solution  in  the  surrounding  tissue  fluids.  The 
space  would  then  be  maintained  by  production  of  gas 
at  a greater  rate  than  it  could  be  eliminated  by  the 
body. 

In  our  patient,  the  gas  involved  was  ammonia 
rather  than  carbon  dioxide.  The  rate  of  formation 
was  clearly  greater  than  the  rate  of  elimination,  as 
seen  by  bowel  distention  both  clinically  and  on  x-ray 
films. 

Evidence  that  the  gas  in  the  wall  of  the  colon  was 
ammonia  is  three-fold:  first,  because  of  the  treat- 
ment involved,  a large  amount  of  ammonia  was 
trapped  in  the  colon  where  it  could  not  be  absorbed, 
and  elimination  was  difficult;  second,  the  gas  re- 
moved from  the  colon  when  a Harris  drip  was  in- 
serted smelled  strongly  of  ammonia;  and  third, 
treatment  of  the  pneumatosis  caused  an  elevation  of 
serum  ammonia.  Forgacs,  Wright,  and  Wyatt,14 
when  initially  describing  high-flow  oxygen  therapy 
for  intestinal  gas  cysts,  a method  that  was  extremely 


effective  in  our  case,  explained  that  when  a high 
concentration  of  oxygen  is  given,  nitrogen  is  washed 
out  of  the  lungs,  leaving  only  oxygen  and  carbon 
dioxide  in  the  arterial  blood.  As  it  passes  through 
the  circulation,  oxygen  is  metabolized,  leaving  a total 
gas  pressure  of  less  than  100  mm.  Hg  at  the  venous 
end  of  the  capillaries.  The  pressure  gradient  then 
existing  between  the  capillaries  and  the  cysts,  whose 
gas  pressure  is  at  least  atmospheric,  causes  rapid 
absorption  of  the  gas  contained  in  the  cysts,  followed 
by  their  collapse.  That  our  patient’s  serum  ammonia 
rose  during  oxygen  therapy  and  fell  after  oxygen  was 
discontinued  is  significant  evidence  that  ammonia 
was  the  gas  seen  in  the  bowel  wall.  However,  the 
additive  effect  on  the  serum  ammonia  level  of  dis- 
continuing lactulose  cannot  be  entirely  disre- 
garded. 

The  etiology  of  pneumatosis  intestinalis  has  never 
been  completely  elucidated.  Of  the  many  theories 
proposed,  the  most  applicable  to  our  case  and  the 
most  popular  at  the  present  time,  is  the  so-called 
mechanical  theory,  which  is  based  on  mechanical 
obstruction.15  In  these  cases,  the  bowel  proximal  to 
an  obstruction  becomes  overdistended  with  gas, 
which  is  forced  either  into  minute  ulcerations  in  the 
mucosa  caused  by  distention  or  into  pre-existing 
ulcerations.  The  gas  then  enters  either  lymphatic 
vessels  or  perilymphatic  spaces,  passes  to  distant 
parts  of  the  bowel  along  these  channels,  and  collects 
to  form  cysts. 

In  our  patient,  the  site  of  entry  of  gas  in  the  bowel 
would  appear  to  be  in  the  colon.  Three  days  after 
lactulose  therapy  had  begun,  the  patient’s  stool  was 
found  to  be  positive  for  occult  blood,  although  no 
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fresh  blood  was  ever  seen.  Whether  this  was  a new 
occurrence  attributable  to  irritation  of  the  bowel  by 
ammonia  or  acid  metabolites  of  lactulose,  or  had  been 
going  on  for  some  time  prior  to  the  inception  of 
lactulose  therapy,  is  not  known.  However,  during 
the  period  of  lactulose  therapy  there  was  sufficient 
blood  loss  to  necessitate  transfusion.  This  could 
signify  that  there  were  erosions  throughout  the 
bowel,  especially  at  the  site  of  greatest  irritation  by 
ammonia  and  acid,  the  colon.  If  such  were  the  case, 
ammonia  could  have  been  forced  through  these 
multiple  erosions,  and  rather  than  passing  into  the 
lymphatics,  dissected  into  the  colon  wall  in  several 
areas  and  coalesced  to  give  a local,  linear  pneuma- 
tosis. 

Linear  rathfer  than  cystic  pneumatosis  is  an  ex- 
tremely rare  presentation.  Doub  and  Shea"’  men- 
tion it  only  in  passing,  and  Keyting  et  al. 1 ‘ reported 
it  in  patients  with  pulmonary  disease,  and  repro- 
duced it  in  animals.  In  their  animal  models  they 
were  able  to  follow  air  along  vascular  channels  after 
injection  into  the  mediastinum,  causing  pneumatosis 
in  specific  areas.  They  were  also  able  to  correlate  the 
area  of  pneumatosis  with  definite  vascular  channels 
in  all  but  one  patient  with  sigmoid  volvulus,  in  whom 
air  was  found  in  the  wall  of  the  stomach  and  colon 
and  the  mesentery.  In  our  patient  involvement  of 
the  entire  colon  precludes  involvement  of  a specific 
vascular  channel.  Instead  it  seems  to  be  further 
evidence  of  a local  involvement  throughout  the 
colon. 

The  concomitant  use  of  neomycin  sulfate  in  pa- 
tients treated  with  lactulose  for  PSE  has  been  dis- 
couraged.18 The  reasoning  behind  this  is  that  neo- 
mycin sulfate  would  presumably  destroy  colonic 
bacteria  necessary  for  the  metabolism  of  lactulose. 
In  our  patient  this  did  not  appear  to  hold  true. 
Lactulose  was  efficient  in  decreasing  the  serum  am- 
monia level  and  prohibited  ammonia  absorption  by 
the  gut,  as  was  seen  after  the  insertion  of  a Harris 
drip. 

In  conclusion,  we  believe  the  pneumatosis  in  this 
patient  was  due  to  an  overdose  of  lactulose.  She 
exhibited  several  of  the  more  common  signs  of  ex- 
cessive therapy,  and  the  pneumatosis,  although  rare 
in  itself,  appears  to  have  been,  under  the  circum- 
stances prevailing,  a logical  progression  of  these  ef- 
fects. 


Summary 

A case  of  pneumatosis  coli  occurring  in  a patient 
treated  with  lactulose  for  the  early  manifestations  of 
portal  systemic  encephalopathy  is  reported.  Due  to 
the  linear  nature  of  the  pneumatosis  and  involvement 
of  the  entire  colon,  this  is  considered  to  be  a localized 
effect  of  excessive  lactulose  dosage  in  which  ammonia 
was  forced  into  the  wall  of  the  bowel. 
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and  at  greater  risk  from 
pneumococcal  pneumonia 


The  risks  rise  sharply  with  the  years— 

Although  pneumococcal  pneumonia  can  occur  at  any  age,  it  is  often  more  serious 
for  older  patients.  Elderly  patients  are  at  greater  risk  of  developing  severe  bacteremic 
infection;  hospitalization  is  often  required  and  recovery  may  be  prolonged. 

Your  elderly  patients  with  pneumococcal  pneumonia  also  have  a significantly  higher 
mortality  rate— despite  antibiotic  therapy. 

Vaccination  with  PNEUMOVAX  can  significantly  reduce  the  incidence,  as 
well  as  the  considerable  economic  cost,  of  pneumococcal  pneumonia.  For  your  elderly 
patients,  it  offers  protection  against  a serious  and  frequently  debilitating  illness. 

PNEUMOVAX  is  also  useful  for  other  patients  at  high  risk:  persons  having  chronic- 
physical  conditions  such  as  chronic  heart  disease  of  any  etiology,  chronic  broncho- 
pulmonary disease,  chronic  renal  failure,  diabetes  mellitus,  and  other  chronic 
metabolic  disorders;  persons  convalescing  from  severe  disease;  persons  in  chronic- 
care  facilities. 

PNEUMOVAX  is  contraindicated  in  pregnant  females,  children  under  two  years 
of  age,  and  in  the  presence  of  hypersensitivity  to  any  component  of  the  vaccine. 

Adverse  reactions  include  local  erythema  and  soreness  at  the  injection  site;  low-grade 
fever  occurs  occasionally.  PNEUMOVAX  will  not  immunize  against  capsular  types 
of  pneumococci  other  than  those  contained  in  the  vaccine.  Available  data  suggest  that 
revaccination  before  3 years  may  result  in  more  frequent  and  severe  local  reactions. 
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PNEUMOVAX® 

(Pneumococcal  Vaccine,  Polyvalent  MSI)) 

INDICATIONS:  PNEUMOVAX  is  indicated  for  immunization 
against  lobar  pneumonia  and  bacteremia,  caused  by  those  types  of 
pneumococci  included  in  the  vaccine,  in  all  persons  two  years  of 
age  or  older  in  whom  there  is  an  increased  risk  of  morbidity  and 
mortality  from  pneumococcal  pneumonia.  These  include:  (1) 
persons  "having  chronic  physical  conditions  such  as  chronic  heart 
disease  of  any  etiology,  chronic  bronchopulmonary  diseases, 
chronic  renal  failure,  "and  diabetes  melliius  or  other  chronic 
metabolic  disorders;  (2)  persons  in  chronic  care  facilities;  (3) 
persons  convalescing  from  severe  disease;  (4)  persons  50  years  of 
age  or  older. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  component  of 
the  vaccine.  Epinephrine  injection  ( 1: 1000)  must  be  immediately 
available  should  an  acute  anaphylactoid  reaction  occur  due  to  any 
component  of  the  vaccine. 

Do  not  give  PNEUMOVAX  to  pregnant  females;  the  possible 
effects  of  the  vaccine  on  fetal  development  are  unknown. ' 
Children  less  than  two  years  of  age  do  not  respond  satisfactorily  to 
the  capsular  types  of  PNEUMOVAX  that  are  most  often  the  cause 
of  pneumococcal  disease  in  this  age  group.  Accordingly, 
PNEUMOVAX  is  not  recommended  in  this  age  group. 
PNEUMOVAX  is  not  recommended  for  patients  who  have 
received  extensive  chemotherapy  and/or  nodal  irradiation  for 
Hodgkin’s  disease. 

WARNINGS:  PNEUMOVAX  will  no!  immunize  against  capsular 
types  of  pneumococcus  other  than  those  contained  in  the  vaccine  ( see 
iable  below). 


14  Pneumococcal  Capsular  Types  Included  in  PNEUMOVAX 


Nomendalure 

Pneumococcal  Types 

US.  1 2 3 

4 6 8 9 12 

14  19 

23 

25 

51 

56 

Danish  1 2 3 

4 6A  8 9N  I2F 

14  I9F 

23  F 

25 

7F 

18C 

If  the  vaccine  is  used  in  persons  receiving  immunosuppressive 
therapy,  the  expected  serum  antibody  response  may  not  be 
obtained.  Intradermal  administration  may  cause  severe  local 
reactions. 

PRECAUTIONS:  Any  febrile  respiratory  illness  or  other  active 
infection  is  reason  for  delaying  use  of  "PNEUMOVAX,  except 
when,  in  the  opinion  of  the  physician,  withholding  the  agent  entails 
even  greater  risk. 

Caution  and  appropriate  care  should  be  exercised  in  administering 
PNEUMOVAX  to  individuals  with  severely  compromised  cardiac 
and/or  pulmonary  function  in  whom  a systemic  reaction  would 
pose  a significant  risk  and  also  to  patients  who  have  had  episodes 
of  pneumococcal  pneumonia  or  other  pneumococcal  infection  in 
the  preceding  three  years  and  may  have  high  levels  of  preexisting 
pneumococcal  antibodies  which  may  result  in  increased  reactions, 
mostly  local  but  occasionally  systemic.  Available  data  suggest  that 
revaccination  before  three  years  may  result  in  more  frequent  and 
severe  local  reactions  at  the  site  of  injection,  especially  in  persons 
who  have  retained  high  antibody  levels. 

Children  under  two  years  of  age  may  not  obtain  a satisfactory 
antibody  response  to  some  pneumococcal  capsular  types.  There- 
fore. the  vaccine  should  not  be  used  in  this  age  group. 

ADVERSE  REACTIONS:  Local  erythema  and  soreness  at  the 
injection  site,  usually  of  less  than  48  hours"  duration,  occurs 
commonly;  local  induration  occurs  less  commonly.  In  a study  of 
PNEUMOVAX  (containing  14  capsular  types)  in  26  adults"  24 
(92%)  showed  local  reaction  characterized  principally  by  local 
soreness  and/or  induration  at  the  injection  site  within  2 days  after 
vaccination.  Low-grade  fever  (less  than  I00.9°F)  occurs  occasion- 
ally and  is  usually  confined  to  the  24-hour  period  following 
vaccination.  Although  rare,  fever  over  102°F  has  been  reported 
Reactions  of  greater  severity,  duration,  or  extent  are  unusual. 
Rarely,  anaphylactoid  reactions  have  been  reported. 

NOT  E:  Administer  subcutaneously  or  intramuscularly.  DO  NOT 
GIVE  INI  RAVENOUSLY.  DO  NOT  GIVE  INTRADER 
MALLY. 

STORAGE  AND  USE:  Store  single-dose  prefilled  syringes  and 
unopened  and  opened  vials  at  2-8°C’  (35.6-46.4°F).  The  vaccine  is 
used  directly  as  supplied.  No  dilution  or  reconstitution  is  necessary. 
Phenol  0.25%  added  as  preservative. 

Use  a separate  heat-sterilized  syringe  and  needle  for  each  individ- 
ual patient  to  prevent  transmission  of  hepatitis  1)  and  other 
infectious  agents  from  one  person  to  another.  All  vaccine  must  be 
discarded  after  the  expiration  date. 

Single-Dose  Prefilled  Syringe 

Inject  contents  of  syringe  to  effect  a single  dose. 

Single-Dose  and  5-l)ose  Vials 

Tor  Syringe  Use.  Withdraw  0.5  ml  from  vial  using  a sterile 
needle  anil  syringe  free  of  preservatives,  antiseptics,  and 
detergents. 

HOW  SUPPLIED.  PM  IJMOVAX  is  supplied  in  5-dose  vials  of 
liquid  vaccine,  for  use  with  syringe  only;  in  a box  of  5 individual 
cartons,  each  containing  a single-dose  vial  of  vaccine;  anti  in  5 
single-dose  prefilled  syringes 
J9PX12  (DC  7014803) 
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Third  pediatric 
nephrology  symposium 

The  third  pediatric  nephrology  symposium  will  be 
sponsored  by  Georgetown  University  and  the  San  Juan 
City  Hospital,  at  the  Caribe  Hilton  Hotel,  San  Juan,  Puerto 
Rico,  December  4 to  8,  1979. 

Topics  include:  Fluid  and  Electrolytes,  Nephrological 
Emergencies,  Recent  Advances,  Pediatric  Urology,  Hy- 
pertension. Speakers  are  internationally  known  in  the 
field  of  Nephrology.  Accreditation  in  Category  I for  the 
Physician’s  Recognition  Award  has  been  applied  for. 

For  information  write:  Jose  F.  Pasucal,  M.D.,  P.O.  Box 
3342,  Old  San  Juan,  Puerto  Rico  00904. 

Clinical  cytopathology  for  pathologists; 
postgraduate  course 

The  twenty-first  Postgraduate  Institute  for  Pathologists 
in  Clinical  Cytopathology  is  to  be  given  at  The  Johns 
Hopkins  University  School  of  Medicine  and  The  Johns 
Hopkins  Hospital,  Baltimore,  Maryland,  April  14-25, 1980. 
The  full  two-week  program  is  designed  for  pathologists  who 
are  certified  (or  qualified)  by  the  American  Board  of 
Pathology(PA),  or  their  international  equivalents. 

It  will  provide  an  intensive  refresher  in  all  aspects  of  the 
field  of  clinical  cytopathology,  with  time  devoted  to  newer 
techniques,  special  problems,  and  recent  applications. 
Topics  will  be  covered  in  lectures,  explored  in  small  in- 
formal conferences,  and  discussed  over  the  microscope  with 
the  faculty.  Self-instructional  material  will  be  available 
to  augment  at  individual  pace.  A loan  set  of  slides  with 
test  will  be  sent  to  each  participant  for  home-study  during 
March  and  April  before  the  Institute.  Credit  hours  120 
in  AM  A Category  1. 

Application  is  to  be  made  before  March  7,  1980.  For 
details,  write:  John  K.  Frost,  M.D.,  610  Pathology 

Building,  The  Johns  Hopkins  Hospital,  Baltimore, 
Maryland  21205,  U.S.A. 

The  entire  course  is  given  in  English. 


Review  course 

A review  course  for  the  American  College  of  Physicians’ 
MKSAP  V (Medical  Knowledge  Self-Assessment  Program 
V)  will  be  held  November  30  to  December  1,  1979,  at  the 
North  Shore  University  Hospital,  Manhasset,  N.Y. 

MKSAP  V,  the  most  comprehensive  continuing  educa- 
tion program  in  internal  medicine,  is  presented  by  the  ACP 
(American  College  of  Physicians),  the  national  professional 
organization  of  more  than  40,000  specialists  in  internal 
medicine  and  related  areas. 

Modern  medicine  changes  rapidly,  and  physicians  have 
to  exert  themselves  constantly  to  keep  up  with  new  de- 
velopments. They  receive  credits  in  various  categories  for 
these  efforts  in  continuing  education.  A physician  who 
enrolls  in  MKSAP  V receives  a sequence  of  materials  for 
home  study  and  has  the  opportunity  to  attend  special  re- 
view courses  in  many  cities  around  the  country. 

The  Manhasset  course  (No.  A04)  deals  with  allergy  and 
immunology,  endocrinology  and  metabolism,  and  oncology. 
Physicians  who  attend  it  can  earn  12  credit  hours  in  Cat- 
egory I of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 
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In  Wolbarst’s1  extensive  review  of  1,103  cases  of 
penile  carcinoma  he  was  unable  to  find  even  a single 
patient  who  had  been  circumcised  in  infancy.  Since 
then  there  have  been  only  eight  documented  cases  of 
penile  carcinoma  in  an  individual  circumcised  in 
infancy.  The  following  is  the  ninth  reported  case 
and  the  first  since  1968. 

Case  report 

A 78-year-old  Jewish  male  appeared  in  the  emer- 
gency room  of  Montefiore  Hospital  with  fungating 
and  purulent  penile  lesion  in  the  region  of  the  fren- 
ulum. The  patient  claimed  that  the  lesion  had  been 
present  for  nearly  three  years  and  had  failed  to  re- 
spond to  various  topical  medications  prescribed  by 
numerous  physicians.  He  maintained  that  he  had 
been  ritually  circumcised  at  eight  days  of  age,  and 
this  was  corroborated  by  family  members. 

Significant  history  included  an  open  prostatecto- 
my nine  years  earlier.  The  old  chart  was  reviewed 
and  described  a normal  circumcised  penis  without 
abnormalities. 

A biopsy  of  the  penile  lesion  revealed  squamous 
cell  carcinoma.  No  metastases  were  found,  and  the 
patient  underwent  a partial  penectomy.  Histologic 
examination  showed  a well-differentiated  squamous 
cell  carcinoma  with  extensive  zones  of  invasion  into 
the  spongiosum;  the  margins  of  resection  were  free 
of  tumor. 

The  patient  recovered  uneventfully  and  was  well 
one  year  postoperatively,  after  which  he  was  lost  to 
follow-up. 

Comment 

Circumcision  is  the  oldest  known  surgical  proce- 
dure, dating  back  more  than  6,000  years  according 
to  Herodotus.  Certain  tribes  with  mother  goddess 
figures,  such  as  Ishtar  and  Cybele,  in  the  ancient 
matriarchal  religions,  required  the  sacrificial  offering 


of  external  male  genitalia.  As  castration  would  have 
inevitably  led  to  extinction  of  the  tribe,  it  gave  way 
to  circumcision.  The  Hittites  and  Amorites  were 
also  practicing  this  procedure  when  Abraham  in- 
troduced mandatory  ritual  circumcision,  in  1713 
B.C.,  for  all  Hebrew  males  at  the  age  of  eight  days. 
The  ancient  Hindus  regarded  the  genitalia  as  the 
center  of  life  and  sacrificed  the  prepuce  as  a valuable 
offering  to  the  gods.  However,  they  no  longer  prac- 
tice routine  circumcision.  Moslems  continue  to 
circumcise  all  males  between  4 and  10  years  of  age. 

There  have  been  a number  of  articles  published  on 
the  high  incidence  of  penile  carcinoma  in  Hindus  who 
do  not  practice  routine  circumcision  as  compared 
with  the  Moslems  who  do.2  During  the  Roman  pe- 
riod, certain  religious  activities  could  only  be  per- 
formed by  circumcised  priests,  but  the  general  pop- 
ulation was  not  circumcised. 

Circumcision  arose  independently  in  the  ancient 
Orient,  Africa,  and  Polynesia  as  a pubertal  or  pre- 
marital rite,  as  well  as  a test  of  a man’s  ability  to 
withstand  pain.  The  females  of  certain  African 
tribes  are  said  to  have  demanded  circumcision  of 
their  husbands,  believing  that  it  decreased  the  sen- 
sitivity of  the  glans  and,  as  a result,  prolonged  coitus. 
The  practice  gradually  spread  westward,  and  by  the 
nineteenth  century  was  well  established  on  the  Eu- 
ropean continent.  In  1891  Remondino:!  devoted  an 
entire  book  to  the  various  aspects  of  circumcision  and 
described  the  prepuce  as  “tight  constricted,  glans 
deforming,  onanism  producing,  and  cancer  gener- 
ating.”3 

Cancer  of  the  penis  has  also  been  recognized  for 
thousands  of  years.  Celsus  recommended  amputa- 
tion for  penile  carcinoma  with  cauterization  of  the 
raw  stump  to  control  bleeding.  In  the  seventeenth 
century,  Scultetus  used  fire  to  destroy  the  tumor. 
The  morbidity  of  the  surgery  in  those  days  probably 
approached  that  for  the  disease  itself. 

In  this  country,  the  incidence  of  penile  carcinoma 
is  about  1 percent  of  male  cancers.4  However,  in 
countries  where  routine  circumcision  is  not  practiced, 
its  incidence  has  been  reported  to  be  as  high  as  18 
percent.5  While  numerous  reviews  since  Wolbarst1 
have  confirmed  his  observation  and  corroborated  the 
protective  effect  of  circumcision,  it  has  become  ap- 
parent that  this  protection  decreases  if  the  circum- 
cision is  performed  in  later  life.  Lenowitz  and  Gra- 
ham6 studied  this  group  and  found  penile  carcinoma 
occurring  on  an  average  of  22  years  after  the  cir- 
cumcision.6 A chronic  irritative  state,  resulting  from 
years  of  phimosis  and  balanoposthitis  prior  to  the 
circumcision,  has  been  postulated  to  explain  this  long 
latent  period. 

The  incidence  of  phimosis  in  reviews  of  penile 
carcinoma  ranges  from  40  to  70  percent.7-8  Smegma, 
a sterol,  produced  by  Tyson’s  glands  in  the  epitheli- 
um of  the  retroglandular  sulcus,  has  been  implicated 
as  the  causative  agent.  It  may  be  converted  to  a 
carcinogen  by  the  action  of  the  Mycobacterium 
smegmatis.  Plaut  and  Kohn-Speyer9  were  able  to 
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produce  malignant  skin  lesions  in  mice,  using  smeg- 
ma, but  other  investigators  have  been  unsuccessful 
in  confirming  its  carcinogenicity. 

In  1936,  the  first  case  of  penile  carcinoma  in  a cir- 
cumcised Jewish  male  was  reported  by  Dean.10  In 
this  patient  the  neoplasm  developed  in  an  old  scar 
resulting  from  cautery  for  a venereal  wart.  Four 
more  cases  in  circumcised  Jewish  males  have  been 
reported.11-14  There  have  also  been  three  cases  of 
penile  carcinoma  in  gentiles  who  were  reportedly 
circumcised  in  infancy.15,16  In  four  of  these  eight 
cases  there  was  a history  of  trauma  to  the  penis  pre- 
ceding the  development  of  cancer. 

The  diagnosis  in  our  patient  was  made  late,  as  in 
the  other  cases  reported,  perhaps  because  the  disease 
was  presumed  not  to  occur  in  those  circumcised  in 
infancy.  This  is  clearly  not  so.  Although  rare,  the 
diagnosis  must  be  considered  when  evaluating  a 
penile  lesion  even  in  a circumcised  individual. 

Circumcision  originated  with  the  ancient  tribes, 
and  its  basis  can  hardly  be  considered  scientific. 
Nonetheless,  performing  it  in  infancy  continues  to 
be  the  most  effective  prophylactic  measure  against 
penile  carcinoma. 

Summary 

The  ninth  case  of  squamous  cell  carcinoma  of  the 
penis  in  an  individual  circumcised  in  infancy  is  re- 


Reports of  products  causing  cancer  held 
sometimes  premature,  unfounded 

Government  agencies  sometimes  go  off  half-cocked  in 
labeling  foods  and  drugs  as  cancer  causing,  the  editor  of  the 
Journal  of  the  American  Medical  Association  declared  in 
an  editorial  in  the  August  24/31  issue. 

William  R.  Barclay,  M.D.,  calls  for  “a  task  force  of  edi- 
tors of  the  major  medical  journals  to  respond  quickly  to 
prematurely  issued  reports,  to  challenge  officials  who 
promulgate  those  reports,  and  to  advise  science  reporters 
on  which  of  the  reports  are  accurate,  responsible,  and  ac- 
ceptable. 

“Allegations  against  artificial  sweeteners,  atomic  energy 
plants,  food  colorings  and  preservatives,  pharmaceutical 
products,  and  industrial  chemicals  are  made  almost  daily, 
and  keep  the  public  in  a state  of  fear  that  borders  on  hys- 
teria,” Dr.  Barclay  charges. 

“Tests  that  form  the  basis  of  these  reports  are  often 
conducted  with  dosages  that  exceed  any  to  which  man 
could  he  exposed,  are  given  by  inappropriate  routes,  and 
are  finally  evaluated  by  persons  of  questionable  expertise 
in  the  field  of  tumor  histology. 

“Many  of  the  reports  on  carcinogenesis  that  have  been 
made  public  have  been  flawed  in  both  design  and  inter- 
pretation, but  have  been  accepted  by  agencies  that  funded 
them,  by  the  news  media,  and  finally,  by  the  public.  Al- 
though ignorance  of  the  existence  of  a hazard  can  be  dan- 
gerous, false  information  can  be  even  more  dangerous,  and 


ported.  The  history  of  circumcision  and  its  rela- 
tionship to  penile  carcinoma  is  reviewed. 
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while  one  cannot  quarrel  with  the  concept  of  a fully  in- 
formed public  or  defend  science’s  cloaking  itself  in  secrecy, 
one  can  demand  responsible  evaluation  and  reporting  of 
scientific  data,”  the  Journal  editor  declares. 

Dr.  Barclay  charges  that  sometimes  those  in  government 
agencies  who  first  receive  a report  and  summarize  it  may 
have  a preconceived  bias  against  a drug.  This  may  have 
been  the  case  in  the  recent  report  that  reserpine,  a product 
widely  prescribed  to  ease  high  blood  pressure,  causes 
cancer,  he  says.  The  summary  report  first  released  to  the 
press  was  widely  publicized.  But  the  detailed  report,  not 
available  until  later,  did  not,  “in  our  opinion,  justify  the 
conclusion  that  reserpine  is  carcinogenic.”  There  even  was 
some  evidence  that  the  drug  offers  protection  against  tu- 
mors, rather  than  causing  them,  he  points  out. 

“Scientific  journals  generally  submit  the  information 
they  receive  to  peer  review  and  careful  editing  before 
publication.  This  helps  to  ensure  a responsible  degree  of 
validity  to  both  the  findings  and  the  conclusions. 

“Unfortunately,  the  same  degree  of  care  has  not  been 
exercised  when  government  agencies  have  released  reports 
to  the  press.  Reports  are  frequently  issued  at  the  end  of 
the  week,  and  several  days  then  elapse  before  the  infor- 
mation can  be  either  verified  or  discounted.  By  that  time 
the  mischief  has  been  done  and  is  difficult  to  undo. 

“It  is  incumbent  on  the  government  to  exercise  extreme 
care  in  the  analysis  of  these  studies,  to  submit  the  reports 
to  careful  scientific  peer  review,  and  to  be  certain  that  any 
interpretation  of  the  reports  to  the  lay  press  accurately 
reflects  conclusions  that  the  data  can  support.” 
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According  to  the  literature,  the  intriguing  condi- 
tion known  as  intravenous  or  intravascular  leiomy- 
omatosis should  be  defined  as  a nodular,  mobile, 
well-differentiated  growth,  extending  beyond  the 
limits  of  other  uterine  leiomyomas  that  may  be 
present.  The  term  should  be  employed  for  a ver- 
miform smooth  muscle  tumor  which  exhibits  multi- 
ple cord-like  protrusions  preferably  visible  in  the 
lumen  of  the  uterine  and/or  pelvic  veins  and  occa- 
sionally in  the  lymphatics.  Rarely,  the  tumor  col- 
umn extends  beyond  the  pelvic  veins. 

This  intravascular  neoplasm  is  benign,  although 
the  histology  may  be  variable  even  within  the  same 
tumor.1 

A few  cases  have  been  reported  where  benign 
leiomyomata  have  metastasized  at  a distance  from 
the  primary  tumor,  but  the  histology  of  many  of  these 
has  not  been  well  documented  or  unavoidably  lim- 
ited; thus,  they  could  have  originated  from  uterine 
sarcomas,  or  they  could  have  been  true  examples  of 
metastasizing  leiomyomas.1  There  is  no  intention 
of  discussing  that  controversial  issue  in  this  article 
because  of  the  lack  of  supportive  evidence  in  the 
present  case. 

After  an  extensive  search,  the  author  could  find  43 
acceptable  cases  of  intravenous  leiomyomatosis  in 
the  English  literature.1-9  Sixteen  of  these  were 
originally  published  in  German  but  were  summarized 
in  English  along  with  the  first  English  language  re- 
port.° Five  other  cases  were  mentioned  in  the  lit- 
erature but  not  described. 4'5>10 

It  is  not  the  purpose  of  this  report  to  repeat  the 
discussion  of  the  clinicopathologic  findings  and  the 
controversies  concerning  the  histogenesis  of  this 
enigmatic  entity,  since  these  have  been  detailed  by 
previous  investigators.1-11 

The  intent  of  this  communication  is  to  discuss 


certain  features  for  diagnosis  during  surgery  and 
pertinent  therapeutic  points  which  might  alert  a 
pelvic  surgeon  in  the  face  of  such  an  unexpected  and 
unusual  condition,  as  evidenced  in  the  following  case 
report. 

Case  report 

A 39-year-old  black  woman,  who  had  six  children, 
was  admitted  to  The  Methodist  Hospital  for  surgical 
treatment  of  uterine  leiomyomas  resulting  in  inca- 
pacitating hypermenorrhea. 

She  gave  a history  of  having  undergone  an  ab- 
dominal tubal  sterilization,  and  she  had  been  treated 
for  urethral  meatal  stenosis  associated  with  cysto- 
trigonitis. 

Physical  examination  results  were  essentially 
negative  apart  from  the  presence  of  a midline  mass 
in  the  lower  abdomen  which  was  not  easily  felt  be- 
cause of  obesity. 

Pelvic  examination  disclosed  an  irregularly  en- 
larged uterus  which  was  approximately  the  size  of  a 
16  weeks’  pregnancy,  suggesting  multiple  myomas. 

Normal  reports  and  values  were  obtained  from  the 
usual  pre-  and  postoperative  investigations,  except 
for  a somewhat  elevated  blood  sugar  which  was 
thought  to  be  stress-induced.  Results  of  a sonogram 
of  the  mass  supported  the  clinical  impression. 

Under  general  anesthesia,  a preliminary  curettage 
revealed  an  enlarged  uterine  cavity  with  an  irregular 
endometrial  surface  which  yielded  benign-looking 
tissue. 

At  laparotomy,  exploration  of  the  abdominal  and 
pelvic  organs  revealed  an  uneven,  distorted,  mobile 
uterine  body  of  about  15  by  6 cm.  with  many 
leiomyoma-like  nodules  of  rather  atypical  shape,  size, 
and  consistency.  The  fallopian  tubes  and  ovaries 
were  of  normal  appearance. 

However,  during  the  procedure  of  total  hysterec- 
tomy, a nodular,  well-defined,  convoluted,  vermi- 
form, somewhat  fleshy  but  not  friable  mass  of  about 
3 by  2 by  1 cm.  was  found  within  a vessel-like  dilated 
space  in  the  tissue  of  the  left  uterine  pedicle,  from 
which  it  could  be  milked  out.  This  prompted  further 
exploration  of  the  cellular  tissue  of  the  broad  liga- 
ments, when  a lobular  elongated  mass  of  about  3 by 
2 by  1 cm.  was  found  in  the  region  of  the  thickened 
left  infundibulopelvic  ligament;  it  was  soft  and  pulpy, 
but  had  no  tendency  to  crumble.  The  whole  of  this 
elusive  protrusion,  which  was  slipping  up  and  down 
in  the  vascular  space,  could  be  shelled  out  readily 
during  removal  of  the  left  adnexa.  Neither  of  these 
whitish  coiled  masses  was  attached  to  any  pelvic 
organ.  Palpation  of  the  approachable  abdominal 
viscera,  including  the  pelvic  and  abdominal  lymph 
nodes  and  veins,  did  not  reveal  any  other  significant 
abnormality. 

A total  hysterectomy  and  left  salpingo-oophorec- 
tomy  were  performed. 

Gross  examination  of  the  removed  uterus  exhib- 
ited numerous  protruding,  fluctuant,  cylindric 
masses,  measuring  up  to  3.4  cm.,  in  preexisting 
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FIGURE  1.  Photomicrographs.  (A)  Plugs  of  tumor  nodules 
inside  dilated  vascular  spaces.  Note  characteristic  lobulation 
with  deep  clefts  (elastic  van  Gieson’s  stain).  (B)  Intravenous 


spaces,  mainly  along  the  left  anterolateral  aspect  of 
the  corpus.  Later,  most  of  these  polypoidal  tumor 
masses  did  not  show  a typical  whorled  cut  surface. 

It  was  felt  clinically  that  the  aforementioned 
findings  were  due  to  benign  neoplastic  involvement. 
A preoperative  evaluation  showed  that  the  patient 
did  express  a strong  desire  for  some  ovarian  conser- 
vation. In  view  of  this,  the  right  adnexa  were  not 
removed. 

Microscopically,  the  uterus  and  the  smooth,  glis- 
tening, wormlike  structures  showed  evidence  of  in- 
travenous leiomyomatosis  (Fig.  1,  Table  I).  There 
were  also  foci  of  adenomyosis  in  the  uterus.  The 
endometrium  was  in  the  secretory  phase.  The  left 


tumor  mass  with  conspicuous  vascularity.  Note  intersecting 
bundles  of  uniform  benign-looking,  spindle-shaped  smooth 
muscle  cells,  sectioned  longitudinally  and  tangentially 
(hematoxylin  and  eosin  stain).  (C)  Intravascular  tumor  plug. 


Note  some  nuclei  appear  to  be  somewhat  larger  and  darker 
but  no  abnormal  mitotic  activity  or  hyperchromatism 
(hematoxylin  and  eosin  stain,  orginal  magnification  X 
400). 

tube  and  ovary  displayed  normal  histologic  find- 
ings. 

The  patient’s  postoperative  course  was  unre- 
markable. One  and  one-half  years  later,  the  patient 
was  free  from  any  untoward  symptoms  and  signs  of 
the  disease. 

Comment 

Intravenous  leiomyomatosis  of  the  uterus  is  in- 
frequent and  has  received  scant  attention,2  but  it 
may  be  a lesion  of  higher  incidence  than  the  medical 
literature  suggests.3  After  reviewing  the  citations,10 
the  author  finds  that  an  almost  similar  entity  was 
mentioned  in  the  English  language  textbooks  as  early 
as  1922. 

This  is  the  twenty-eighth  case  report  in  the  English 
language. 

The  clinical  findings  of  intravenous  leiomyoma- 
tosis are  essentially  the  same  as  those  of  ordinary 
leiomyomas.4  As  reported  by  other  investigators, 
and  as  in  the  present  case,  the  surprise  is  encountered 
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TABLE  I.  Differential  diagnosis  of  intravenous  leiomyomatosis 


Characteristics 

Intravenous  Leiomyomatosis 

Endometrial  Stromatosis 

Uterine  Sarcomas 

dross  appearance* 

Usually  not  wormlike 

Shape  and  size 

Long,  irregular,  wormlike, 
coiled  mass 

Kather  small,  smooth, 
wormlike  cord 

Consistency 

Soft,  fleshy  to  rubbery  firm, 
somewhat  edematous 

Soft,  hut  not  edematous 

Soft,  friable 

Fixity 

Shelled  or  peeled  out  easily 

Peeled  out  with  some 
difficulty 

Fixed  to  surrounding  tissue 

Vascularity 

Pinkish  white  or  gray.  If 
vascular,  usually  less  than 
stromatosis  but  more  than 
typical  leiomyoma 

dray-white  to  vascular 

Extremely  vascular  with  large 
dilated  surrounding  blood 
vessel 

Kxtension 

Mainly  via  veins  of  broad 

Via  veins  and  lymphatics,  hut 

Intravascular  as  well  as 

ligaments 

seldom  extensive  and 
conspicuously  visible  in 
vascular  space 

extravascular  extension  with 
distant  metastasis  through 
all  types  of  vascular 
channels 

Infiltration 

Well  demarcated 

Absent  in  benign  stromatosis, 
hut  endolymphatic  stromal 
myosis  poorly  circumscribed 

May  be  extensive 

Cut  surface 

Laminated.  Usually  not 

Little  or  no  significant 

Hemorrhagic,  yellowish,  cystic, 

conspicuously  whorled. 
Shows  degeneration, 
commonly  hydropic 

lobulation.  No  sign  of 
degeneration 

necrotic 

Microscopic  pattern 

Morphologic  appearance  and 

More  cellular  with  round  and/ 

Extreme  cellularity  with 

staining  characteristics  of 

or  oval  endometrial  stromal 

anaplasia.  Obvious  nuclear 

smooth  muscle  cells.  No 

cells.  Special  stain  often 

pleomorphism,  hyper- 

pleomorphism  or 

helpful.  Stroma  in  form  of 

chromatism,  and  abnormal 

multinucleated  giant  cells. 

meshwork,  enclosing 

mitotic  activity.  All  layers 

Occasionally  shows  oval 
patches  of  hyaline  or 
nydrophic  degeneration  with 
some  blood  vessels 

individual  cells  which  lack 
eosinophilic  cytoplasm. 
Occasional  gland-like 
structures  seen 

of  vessel  wall  invaded 

’ Gross  differentiation  of  intravenous  leiomyomatosis  and  stromatosis  may  not  be  possible. 


following  laparotomy  during  the  usual  steps  of  hys- 
terectomy. At  the  operating  table,  on  gross  inspec- 
tion, it  may  be  difficult  to  differentiate  intravenous 
leiomyomatosis  from  endometrial  stromatosis,  that 
is,  stromal  endometriosis,1-912  or  uterine  sarco- 
ma  1,3,6,7,9,13  Usually,  there  will  not  be  any  difficulty 
in  distinguishing  intravenous  leiomyomatosis  from 
the  extremely  rare  leiomyomatosis  peritonealis  dis- 
seminata161415; however,  the  metastasizing 
leiomyoma, 1:1,6-10-11'16-20  with  its  different  growth 
characteristics,21  may  or  may  not  be  a variant  of  in- 
travenous leiomyomatosis. 

In  Table  I,  the  gross  and  microscopic  pathologic 
findings  of  intravenous  leiomyomatosis  are  compared 
with  uterine  sarcomas  and  endometrial  stromatosis, 
including  those  cases  of  endometrial  stromatosis 
which  exhibit  endolymphatic  and  intravascular 
penetration.13  These  cases  of  endolymphatic  stro- 
mal myosis  may  have  infiltrating  margins  but  must 
have  less  than  10  mitotic  figures  per  10  high-power 
field.13 

The  controversial  clinicopathologic  spectrum  of 
the  behavior  of  atypical  uterine  leiomyomata  has 
been  discussed  elsewhere.3,9-11'1418’19’21 

The  fact  that  intravenous  leiomyomatosis  may  not 
always  appear  in  an  obtrusive  form  indicates  that  a 
careful  search  should  be  made  for  it  in  cases  of  uter- 
ine leiomyomas.3 


Following  are  the  author’s  recommended  steps, 
when  required,  at  laparotomy  or  hysterectomy  for 
leiomyomas: 

1.  If  one  of  the  tumors  looks  or  feels  unusual,  ex- 
plore the  pelvis,  including  cellular  tissues,  lymph 
nodes,  large  veins,  and  other  approachable  abdominal 
organs.  If  the  tumor  can  be  shelled  out,  the  cut  sur- 
face should  be  examined  to  evaluate  the  other  differ- 
entiating points  mentioned  in  Table  I. 

2.  Obtain  an  appropriate  piece  of  tissue  for  frozen 
section,  if  feasible,  to  make  a diagnosis  before  deciding 
on  the  nature  of  the  operation.  Suspicious  lymph 
nodes  should  be  removed  for  biopsy.  A history  of  sud- 
den growth  of  a previously  static  tumor  or  postmeno- 
pausal enlargement,13  particularly  associated  with 
unexplained  pyrexia,  anemia,  weight  loss,  and  pain 
with  tumor  tenderness,  should  always  suggest  the  pos- 
sibility of  sarcoma. 

3.  If  the  situation  permits,  remove  as  much  as  pos- 
sible of  the  tumor  tissue,  including  extrauterine 
growth  or  extension,  with  care.  The  incomplete  re- 
moval of  intravenous  leiomyomatosis  has  not  been  as- 
sociated with  independent  or  metastatic  growth.4’5’8’9 

4.  Review  of  the  literature  on  intravenous  leiomyo- 
matosis suggests  that  the  ovaries  have  been  free  of  dis- 
ease, except  in  one  case  where  one  ovary  was  somewhat 
enlarged,  and  its  hilar  vessels  were  involved  by  a tumor 
mass.5  However,  there  is  a strong  possiblity  that  es- 
trogen initiates  and/or  stimulates  the  growth  of  the 


November  1979/New  York  State  Journal  of  Medicine  1907 


smooth  muscle  tumor, 1>6>10’14’18’20>21  and  so  the  ovaries 
should  be  excised  if  there  is  any  residual  tumor  that 
cannot  be  removed. 

5.  If  frozen  section  is  not  available  or  is  inconclu- 
sive, the  clinical  impression  is  to  be  corroborated  by 
the  final  microscopic  picture,  and  appropriate  exten- 
sion of  therapy  should  be  offered  when  a malignant 
condition  is  diagnosed.  Occasionally,  an  inferior  vena 
cava  and/or  bilateral  iliac  venogram  and  follow-up 
x-ray  film  of  the  chest  might  be  helpful.  Metastasiz- 
ing leiomyoma  is  to  be  considered  as  a different  condi- 
tion, and  further  studies  are  needed  to  determine  the 
appropriate  management  for  nonresectable  but 
asymptomatic  metastases.  Irradiation  and  chemo- 
therapy have  not  proved  to  be  of  value.20-21 

6.  Review  of  the  reported  cases  of  intravenous 
leiomyomatosis  in  the  English  literature  attests  to  the 
fact  that  the  prognosis  of  this  condition  has  been  gen- 
erally good;  the  longest  reported  follow-up  of  a patient 
was  for  20.8  years,  and  was  reported  to  be  “well.”  1 
However,  the  recurrence  of  the  tumor  was  reported  in 
two  cases.1  In  one  of  these  patients,  the  tumor  re- 
curred for  the  second  time  and  was  excised  from  the 
pelvis.  At  11.4  years  after  her  initial  therapy,  she  was 
found  to  be  free  of  disease.  The  second  patient  was 
the  only  reported  case  in  the  English  literature  of  in- 
travenous leiomyomatosis  with  the  tumor  column  ex- 
tended into  the  inferior  vena  cava  as  well  as  into  the 
right  atrium.  Despite  the  fact  that  the  surgical  remov- 
al was  incomplete,  there  was  no  progression  of  her  dis- 
ease in  the  five-year  follow-up  of  her  operation.  This 
is  in  contrast  to  some  rare  instances,  as  mentioned 
from  non-English  journals,  where  the  outcome  of  such 
complication  was  fatal.1-5  Nevertheless,  the  exact  di- 
agnosis may  be  difficult  in  this  wide  spectrum  of  disor- 
ders which  extends  from  benign  uterine  myomas  to 
sarcomas;  thus,  it  seems  appropriate  to  keep  the  pa- 
tient under  intermittent  follow-up  for  an  indefinite  pe- 
riod. 
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Atypical  bowel  images  simulating  intra-abdominal 
and  pelvic  disease  have  been  mentioned  sporadically 
in  the  literature.1,2  We  have  selected  a few  of  our 
cases  to  illustrate  some  of  the  pitfalls  in  abdominal 
and  pelvic  ultrasonography. 

Case  reports 

Case  1.  The  patient  was  a 24-year-old  female, 
para  0-0-0-0.  Her  chief  complaint  was  right  lower 
quadrant  pain.  A physical  examination  revealed  a 
6 to  8-cm.  tubular  left  cystic  mass.  The  mass  was  felt 
on  two  separate  physical  examinations.  Longitu- 
dinal and  transverse  ultrasonic  cuts  of  the  pelvic 
examination  revealed  a 6.4-  by  6.5-cm.  cystic  mass 
(Fig.  1A  and  IB).  Barium  enema  and  intravenous 
pyelogram  results  were  within  normal  limits.  A 
laparoscopy  failed  to  reveal  any  abnormality  of  the 
uterus,  tubes,  or  ovary.  No  bowel  abnormality  was 
identified.  Transverse  ultrasonogram  of  the  pelvis 
after  laparoscopy  revealed  the  cystic  area  to  be  4.8  by 
5.3  cm.  (Fig.  1C).  Subsequent  physical  examination 
failed  to  reveal  the  mass. 

Comment.  It  was  felt  that  the  only  way  to  account 
for  these  findings  was  to  consider  the  “cyst”  as  a 
fluid-filled  loop  of  small  bowel. 

Case  2.  A 28-year-old  female,  with  normal  men- 
strual history,  complained  of  lower  abdominal  pain. 
Physical  examination  on  admission  suggested  a right 
pelvic  mass.  The  Aschheim-Zondek  test  result  was 
negative.  Temperature  was  normal,  and  the  abdo- 
men showed  diffuse  tenderness,  rebound  in  both 
lower  quadrants,  with  increased  bowel  sounds. 


FIGURE  1.  Case  1.  (A)  Longitudinal  scan  3 cm.  to  right  of 
midline  showing  6.4-  by  6.5-cm.  cystic  mass  posterior  to 
uterus.  (B)  Transverse  scan  confirming  cystic  mass.  (C) 
Follow-up  transverse  scan  of  pelvis  following  negative  lap- 
aroscopy showing  decrease  in  size  of  cystic  mass;  borders 
somewhat  irregular. 

White  blood  count  was  9,000.  The  initial  clinical 
diagnosis  was  pelvic  inflammatory  disease;  rule  out 
ovarian  cyst  and  ectopic  pregnancy.  A longitudinal 
scan  of  the  pelvis  showed  a few  cystic  areas  (Fig.  2A). 
However,  the  true  nature  of  the  lesion  was  elucidated 
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FIGURE  2.  Case  2.  (A)  Longitudinal  scan  of  pelvis  demonstrating  multiple  cystic  areas.  (B)  Transverse  scan  at  midabdominal 
level  demonstrating  multiple  cystic  areas  throughout  abdomen. 


FIGURE  3.  Case  3.  (A)  Longitudinal  ultrasonogram  3 cm.  to  right  of  midline  demonstrating  mass  posterior  to  lateral  aspect 
of  uterus.  (B)  Transverse  ultrasonogram  showing  mass  posterior  to  uterus.  (C)  Second  examination  after  24-hour  interval. 
Longitudinal  ultrasonogram  revealing  cystic  area  posterior  to  uterus.  (D)  Second  examination.  Transverse  ultrasonogram 
confirming  cystic  collection  posterior  to  uterus. 


by  transverse  scans  higher  in  the  abdomen  showing 
multiple  cystic  areas,  with  few  internal  echoes  (Fig. 
2B).  This  was  interpreted  as  distention  of  bowel 
loops  secondary  to  obstruction.  Subsequent  x-ray 
examination  confirmed  the  presence  of  multiple 
air  fluid  levels  compatible  with  small-bowel  ob- 


struction. Laparotomy  demonstrated  multiple  ad- 
hesions causing  small-bowel  obstruction.  An  in- 
flamed appendix  containing  fecaliths  was  also  re- 
moved. 

Comment.  This  case  presented  no  diagnostic 
problems.  It  is  included  to  illustrate  potential  pit- 
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FIGURE  4.  Case  4.  (A)  Longitudinal  scan  showing  large  cystic  collection  extending  interiorly  from  anterior  surface  of  liver. 
(B)  Transverse  scan  confirming  cystic  collection. 


falls  in  misdiagnosing  obstructed  fluid-filled  loops 
of  bowel  as  an  adnexal  mass  if  an  adequate  scan  of  the 
abdomen  is  not  done. 

Case  3.  The  patient  was  an  18-year-old  para  0- 
0-0-0.  Her  chief  complaint  was  severe  lower  ab- 
dominal pain  on  the  right  side.  Aside  from  a tender 
right  lower  quadrant,  without  definite  mass,  findings 
on  physical  examination  were  within  normal  limits. 
The  intravenous  pyelogram  result  was  unremarkable. 
Longitudinal  ultrasonogram  to  the  right  of  midline 
showed  an  ill-defined  mass  posterior  to  the  right  side 
of  the  uterus,  consisting  of  a faint  echolucent  rim  with 
a central  collection  of  dense  echoes  (Fig.  3A).  The 
initial  impression  was  that  this  may  represent  bowel 
or  possibly  a dermoid.  Repeat  examination  was 
suggested  (Fig.  3B).  An  x-ray  film  taken  in  the  in- 
terval between  the  two  examinations  revealed  a 
low-lying  cecum.  Longitudinal  and  transverse  ul- 
trasonograms from  the  second  examination  revealed 
a cystic  area  behind  the  lowermost  portion  of  the 
uterus,  which  was  thought  to  be  fluid  in  the  bowel 
(Fig.  3C  and  3D).  This  was  not  seen  on  the  initial 
examination  and  failed  to  change  appearance  with 
the  patient  in  different  positions.  The  previously 
described  abnormal  area  was  no  longer  visible. 
Laparoscopy  failed  to  reveal  any  abnormal  mass  or 
fluid  collection  in  the  pelvis. 

Comment.  This  case  illustrates  the  ultrasono- 
graphic appearance  of  a low-lying  cecum  which  is 
filled  with  fecal  material  and  a small  amount  of  fluid. 
Also  seen  is  fluid  in  the  bowel  posterior  to  the  uterus 
which  may  be  misinterpreted  as  a cystic  lesion  or  for 
free  fluid  in  the  cul-de-sac.  It  is  well  known  that 
bowel  loops  may  be  found  in  the  cul-de-sac.  Fluid- 
filled  loops  of  bowel  present  problems  in  interpre- 
tation of  the  sonogram. 

Case  4.  The  patient  was  a 72-year-old  male,  sta- 
tus post-right-colon  resection,  sigmoid  resection,  and 
Whipple’s  procedure  for  carcinoma  of  the  colon, 
sigmoid,  and  duodenum  respectively.  The  patient 


was  referred  for  ultrasonographic  evaluation  of 
jaundice.  Longitudinal  and  transverse  cuts  showed 
a large  fluid  collection  on  the  right,  extending  below 
the  liver  and  kidney.  The  fluid  is  on  the  reader’s  left 
in  the  transverse  scan  (Fig.  4A  and  4B).  No  other 
cystic  collections  were  noted  elsewhere  in  the  abdo- 
men. Aside  from  the  jaundice,  the  patient  was 
asymptomatic.  The  finding  was  thought  to  repre- 
sent fluid  within  a distended  loop  of  bowel,  and  a 
repeat  ultrasonogram  the  next  day  failed  to  reveal 
any  evidence  of  abnormality. 

Comment.  What  appeared  to  be  a pathologic 
distention  of  a loop  of  bowel,  or  possibly  a localized 
collection  of  ascitic  fluid,  was,  in  fact,  of  no  conse- 
quence. The  repeat  ultrasonogram  obviated  the 
need  for  further  evaluation.  The  case  is  similar  to 
one  discussed  by  Hassani.2 

Case  5.  A 27-year-old  female  in  November,  1977, 
complained  of  pain  in  the  right  lower  quadrant. 
Physical  examination  revealed  a palpable  mass  in  the 
right  adnexal  area.  Longitudinal  midline  ultra- 
sonogram revealed  a normal-sized  uterus  (Fig.  5A). 
Transverse  ultrasonogram  revealed  a solid  area  on 
the  right  side  of  the  uterus  (Fig.  5C).  Longitudinal 
ultrasonogram,  3 cm.  to  the  right  of  midline,  again 
revealed  the  solid  mass  (Fig.  5B).  This  measured  5 
to  6 cm.,  and  possibly  represented  a dermoid.  Fol- 
low-up physical  examinations  failed  to  reveal  a dis- 
tinct mass.  However,  a repeat  transverse  ultra- 
sonogram in  January,  1978,  again  showed  the  presence 
of  a mass,  slightly  larger,  with  some  change  in  con- 
sistency on  its  medial  aspect  (Fig.  5D).  A laparos- 
copy one  week  after  the  last  ultrasonogram  failed  to 
reveal  any  abnormality. 

Comment.  In  retrospect,  more  attention  should 
have  been  paid  to  the  second  physical  examination, 
which  failed  to  reveal  a mass.  Also,  the  mass  appears 
slightly  larger  and  the  consistency  of  its  medial  aspect 
is  somewhat  different.  These  factors  should  have 
indicated  the  need  for  further  examination,  indi- 
cating that  this  was  in  fact  a bowel  loop  filled  with 
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FIGURE  5.  Case  5.  (A)  Longitudinal  midline  ultrasonogram  showing  normal  uterus.  (B)  Longitudinal  ultrasonogram  3 cm. 
to  right  of  midline  confirming  solid  mass.  (C)  Transverse  ultrasonogram  showing  solid  mass  contiguous  with  right  side  of 
uterus.  (D)  Repeat  transverse  scan  two  months  later  showed  change  in  size  and  consistency  of  mass  identified  in  5C. 


intestinal  contents. 

Comments 

Some  examples  of  intestinal  pseudopathology  have 
been  illustrated.  Sometimes,  as  in  Case  1,  it  is  dif- 
ficult to  avoid  an  error.  Other  cases,  however,  lend 
themselves  to  proper  interpretation.  For  example, 
in  Case  5,  the  discrepancy  between  the  physical 
findings  and  the  second  ultrasonographic  examina- 
tion, coupled  with  a slight  change  in  the  consistency 
in  the  medial  aspect  of  the  mass,  should  have  indi- 
cated a need  for  a repeat  examination.  With  real- 
time scanning,  a mixed  mass,  or  predominantly  cystic 
mass,  can  be  evaluated  for  peristalsis.  Another  way 
to  help  avoid  errors  is  to  repeat  the  examination  in 
a day  or  so  after  a cleansing  enema.  If  there  is  still 
suspicion  that  a persistent  mass  may  in  fact  represent 
a loop  of  bowel,  Hassani2  suggests  a water  enema 
followed  immediately  by  sonography.  Changes  in 
size,  shape,  or  consistency  would  indicate,  in  fact, 


that  the  mass  is  bowel.  The  misinterpretation  of 
bowel  loops  as  masses  frequently  arises  in  people  with 
adhesions.  These  patients  most  often  have  a history 
of  previous  operative  procedure  or  inflammatory 
disease. 

In  these  cases,  the  bowel  loops  can  be  fixed  in  po- 
sition and  give  a problem-differential  diagnosis. 
Correlation  of  the  ultrasonographic  findings  with  the 
clinical  presentation  should  be  emphasized. 

Summary 

Five  cases  of  pitfalls  in  abdominal  and  pelvic  ul- 
trasonography are  described,  and  recommendations 
for  avoiding  such  mistakes  are  suggested. 
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Special  Articles 


Hospice 


Why  all  this  interest ? 


W.  BRADFORD  PATTERSON,  M.D. 

Boston,  Massachusetts 

CLAIRE  TEHAN,  M.A. 

Redondo  Beach,  California 

From  the  University  of  Rochester  Cancer  Center,  Rochester, 
New  York,"  and  the  Sidney  Farber  Cancer  Institute,  Boston, 
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My  mother  has  recently  been  found  to  have  ad- 
vanced, inoperable  cancer.  Since  then  we  have  had 
such  an  awful  time!  We  can’t  get  the  whole  story 
from  anyone,  we  can't  make  contact  with  her  physi- 
cians, and  we  can't  find  a really  suitable  place  for  her 
to  be.  Your  name  was  given  to  me  as  someone  in- 
volved with  hospices.  I wondered  if  1 could  come  talk 
with  you  about  our  own  experience  and  find  out 
whether  hospice  care  is  available  for  my  mother.  . 1 
am  a psychologist  and  1 would  be  willing  to  give  some 
time  to  help  others  cope  with  this  problem. 

Telephone  calls  such  as  this  come  in  frequently. 
The  problem  described  is  serious,  not  trivial,  and  it 
is  widespread.  It  turns  up  in  major  medical  centers 
and  in  small  communities.  It  is  probably  not  native 
to  the  United  States. 

It  appears  that  some  dying  patients  and  their 
families  do  not  have  physicians  who  satisfactorily 
explain  the  probable  outcome  of  their  disease,  the 
choices  to  be  made,  the  pros  and  cons  of  further 
treatment,  and  what  will  happen  at  the  time  of  death. 
Other  patients  have  actually  received  very  clear  ex- 
planations from  their  physicians,  yet  repress  the  in- 
formation and  express  their  fears  by  claiming  igno- 
rance. Physicians  do  not  seem  to  provide  the  desired 
mix  of  medical  expertise  and  compassionate  support, 
while  general  hospitals  and  nursing  homes  do  not 
provide  the  kind  of  benign  and  holy  environment 
that  families  instinctively  seek  when  a death  is 
coming. 

Hospice  concept 

Hospice  refers  to  a philosophy  of  care  which  seeks 
to  maximize  the  quality  of  life  for  terminally  ill  pa- 
tients and  their  families.  The  hospice  philosophy 
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recognizes  that  for  many  of  us  there  is  a time  toward 
the  end  of  life  when  acceptance  of  death  replaces 
st  ruggle.  If  this  point  in  time  is  acknowledged  by  a 
patient  under  medical  care,  those  supporting  per- 
sonnel who  agree  with  the  hospice  concept  stop  their 
efforts  to  prolong  life  and,  instead,  provide  whatever 
comforts  make  the  journey  toward  death  easier. 

Hospice  also  involves  the  provision  of  services  to 
help  patients  die  at  home  when  circumstances  per- 
mit. For  many  patients  this  is  not  feasible,  hut  some 
will  prefer  it.  A home  care  service  requires  house 
calls  by  a physician  or  nurse,  occasional  live-in  help, 
and  support  and  respite  care  for  the  family,  plus  easy 
access  to  a hospital  when  the  need  arises. 

A major  component  of  hospice  is  an  inpatient  fa- 
cility staffed  by  supporting  personnel  who  are  trained 
to  meet  the  physical  and  emotional  needs  of  dying 
patients,  and  who  do  not  insist  on  treatment  to 
prolong  life.  The  physical  arrangements  and  the 
day-to-day  function  of  a hospice  unit  reflect  the 
philosophy  that  patients  in  this  terminal  phase  of  life 
have  different  needs  from  those  who  are  curable  or 
can  have  their  period  of  useful  life  extended. 

This  explains  why  hospice  workshops  are  now 
being  held  in  major  cities  and  in  small  communities. 
It  explains  the  new  free-standing  hospices  being 
renovated  or  constructed.  Patients  and  medical 
personnel  recognize  that  these  services  have  not  been 
available.  Our  general  hospitals  today  are  geared  to 
the  prevention  of  death,  not  to  caring  for  those  who 
have  accepted  death.  Science  and  technology  have 
been  combined  to  build  intensive-care  units,  germ- 
free  environments,  and  other  special  services  which 
often  mean  the  difference  between  death  and  con- 
tinued useful  life.  But  for  a person  dying  at  the  end 
of  a long  battle  against  a chronic  illness  like  cancer, 
these  services  appear  cold  and  inhumane. 

We  recently  conducted  a survey  in  Rochester,  New 
York,  to  determine  community  reaction  to  the  idea 
behind  hospice.  Over  a period  of  six  months  we  in- 
terviewed terminally  ill  patients,  nurses,  families, 
social  workers,  primary  care  physicians,  and  oncol- 
ogists. We  asked  what  the  physicians  thought; 
whether  or  not  nurses  felt  able  to  cope  with  terminal 
illness;  what  did  families  feel  about  the  terminal 
period  when  their  loved  ones  either  died  at  home  or 
in  the  hospital?  We  asked  whether  their  experience 
was  as  good  as  it  could  have  been  and  whether  there 
were  problems.  We  dealt  entirely  with  cancer  pa- 
tients, because  advanced  cancer  is  almost  unique  in 
producing  a predictable  downhill  course,  leading 
eventually  to  death  in  a matter  of  weeks  or  months. 
We  sought  personal  experiences  and  suggestions  for 
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improvements.  The  hospice  concept  was  also  dis- 
cussed. 

Need  for  hospice 

Our  findings  strongly  support  the  need  for  change 
in  our  present  medical  system  for  care  of  the  termi- 
nally ill  patient.  Despite  the  excellence  of  the 
medical  care  teams  in  Rochester,  despite  a home  care 
service  which  is  a model  for  many  others  across  the 
nation,  and  despite  excellent  hospitals,  extended- 
care  facilities,  and  nursing  homes,  we  encountered, 
in  many  interviews,  serious  complaints  about  treat- 
ment received  during  the  last  phase  of  life.  These 
complaints  fell  into  specific  categories. 

Neglect.  Patients  often  felt  that  their  symptoms 
of  pain  and  other  discomforts  were  not  fully  relieved. 
They  questioned  whether  their  physician  had  fully 
discussed  with  them  the  probability  of  impending 
death  and  the  circumstances  which  would  accom- 
pany this  event.  Dialogue  with  the  physicians  in 
attendance  was  often  difficult,  and  patients  sensed 
they  were  being  abandoned.  Nurses  admitted  to 
being  too  busy  with  acute  care  patients  to  sit  with  the 
quietly  ill. 

Fear  of  reprisal.  Family  members  hesitated  to 
criticize  the  staff  or  to  ask  for  more  attention,  fearing 
that  resentment  would  make  things  worse.  Clearly 
lacking  for  these  few  patients  was  the  atmosphere  of 
trust  and  good  communication  which  is  a funda- 
mental precept  of  hospice  care. 

Bureaucracy.  The  rules  and  regulations  of  a big, 
busy  hospital  are  frustrating  enough  to  relatively 
healthy  patients,  and  they  seem  downright  inhuman 
to  the  dying:  “No,  you  cannot  have  additional  pain 
medication  yet.”  “Your  physician  is  not  available 
at  this  hour.”  “I  know  you  are  very  ill  and  need  to 
get  to  your  bed,  but  all  our  patients  must  have  a chest 
x-ray,  blood  tests,  and  an  electrocardiogram  on  ad- 
mission.” 

Inappropriate  use  of  aggressive  treatment. 

Few  physicians  perceive  that  they  institute  treatment 
which  a patient  with  advanced  cancer  does  not  want. 
Yet  a number  of  family  survivors  were  left  embittered 
because  the  physician  ignored  the  uncertain,  and 
perhaps  faint,  protestations  of  patients,  and  tumor- 
directed  therapy  was  continued. 

Insufficient  resources  for  home  care.  Even  for 
the  wife  or  husband  ready  to  help  a spouse  pass  the 
last  few  weeks  at  home,  trained  personnel  to  assist 
were  often  unavailable,  particularly  at  night  and  on 
weekends.  Discharge  planning  was  lacking. 

Reasons  for  problems.  These  problems  were 
identified  not  only  by  patients  and  families,  but  also 
by  members  of  the  medical  and  nursing  staffs,  who 
cited  problems  such  as  a lack  of  time  to  talk  with 
dying  patients,  a lack  of  training  in  dealing  with  the 
dying,  and  even  serious  intrastaff  conflicts  about 
therapeutic  goals.  These  criticisms  were  clearly  not 
a blanket  indictment  of  hospitals  or  medical  per- 
sonnel, and  they  were  often  accompanied  by  ex- 


pressions of  intense  gratitude  for  the  ministrations 
of  many  individuals  on  the  hospital  staff. 

It  is  not  difficult  to  identify  reasons  why  these 
problems  have  become  prevalent  in  today’s  hospitals. 
They  include: 

1.  In  the  general  hospital  of  today,  death  is  an 
enemy.  Therefore,  the  personnel  surrounding  most 
dying  patients  are  often  tense,  anxious,  and  embar- 
rassed. This  is  acceptable  when  the  battle  is  worth 
fighting,  but  for  the  patient  who  chooses  to  accept  the 
end  of  life  as  inevitable,  there  can  instead  be  a period 
of  calm,  of  warmth  and  understanding,  and  even  of 
humor.  It  is  this  atmosphere  which  can  be  achieved 
under  the  hospice  concept,  but  which  is  generally  miss- 
ing on  the  modern  hospital  ward. 

2.  It  is  pyschologically  impossible  for  some  physi- 
cians and  other  hospital  staff  to  discuss  the  process  of 
dying  with  their  patients.  Many  find  it  personally  dif- 
ficult to  confront  the  fact  that  patients  may  die  soon 
and  that  medical  science  does  not  offer  a significant 
chance  of  averting  a fatal  outcome.  That  symptomat- 
ic treatment  may  offer  surcease  from  pain  and  a cer- 
tain amount  of  blessed  indifference  is  not  viewed  as 
“doing  enough.” 

3.  The  threat  of  litigation,  made  more  acute  by  de- 
cisions such  as  in  the  Karen  Quinlan  case,  influences 
physicians  to  pursue  life-sustaining  treatment  meth- 
ods beyond  the  point  which  they  know  to  be  ethical 
and  sensible. 

4.  It  is  not  uncommon,  particularly  in  tertiary  hos- 
pitals, for  senior  physicians,  who  are  often  experienced 
and  competent  in  the  management  of  dying  patients, 
to  transfer  much  of  their  responsibility  for  bedside 
care  of  patients  to  junior  physicians,  who  have  little  ex- 
perience or  teaching  in  this  area,  and  who  quickly 
transmit  their  feelings  of  uncertainty  and  anxiety  to 
the  patient. 

In  view  of  these  problems,  we  believe  that  we 
should  institute  changes  with  all  deliberate  speed. 
The  solution  is  not  to  build  free-standing  hospices 
across  the  nation  to  which  patients  can  escape  when 
their  physicians  and  their  hospitals  fail  to  provide 
timely  comfort.  Hospice  should  not  be  separated 
from  our  hospitals.  If  those  patients  who  are  fully 
informed  about  their  condition,  and  who  choose  no 
more  life-extending  therapy,  all  begin  to  leave  our 
hospitals,  what  an  accusation  of  hospital  care  that  is. 
Are  hospitals,  which  were  developed  to  care  for  the 
sick  and  dying,  now  so  committed  to  survival  at  any 
cost  that  the  sickest  cannot  tolerate  them?  Never 
seeing  these  rejected  patients,  our  students  and 
house-staff  physicians  will  not  believe  that  they  exist, 
and  will  be  strengthened  in  the  mistaken  belief  that 
death  is  always  to  be  denied  or  avoided. 

Dying  patients  don’t  really  want  to  leave  the 
medical  teams  with  whom  they  are  familiar,  or  to 
transfer  their  dependence  to  another  group.  They 
need  what  the  hospice  concept  offers,  but  it  is  the 
accepting  attitude  which  prevails  in  their  room,  not 
the  view  from  the  window,  that  really  counts.  It  is 
a more  skilled  management  of  pain  problems,  not  just 
the  chance  to  have  a visit  from  the  family  pet,  that 
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makes  a dif  ference  in  the  quality  of  their  remaining 
life. 

Incorporation  of  hospice  principles 

There  is  still  time  for  the  insights  provided  by  the 
hospice  concept  to  he  adapted  into  the  mainstream 
of  our  medical  care  system.  We  do  not  need  a new 
set  of  buildings  called  hospices,  but  we  do  need  to 
incorporate  hospice  principles  into  our  daily  practice. 
The  following  changes  would  constitute  a starting 
point: 

1.  Terminally  ill  patients  deserve  a chance  to  find 
out  what  they  are  facing.  “What  are  my  options?  If  I 
refuse  more  treatment,  will  I have  more  pain  or  less 
pain?”  Patients  often  need  help  in  asking  these  ques- 
tions. All  physicians  who  attend  terminally  ill  pa- 
tients, from  the  beginning  intern  to  the  chief  of  the  on- 
cology service,  can  learn  to  discuss  dying  in  such  a way 
that  fear  is  lessened.  Education  about  dying  is  needed 
at  all  levels. 

2.  The  existing  belief  that  the  only  medical  choice 
is  between  aggressive  disease-directed  therapy  or  pas- 
sive euthanasia  can  be  abandoned.  The  actual  deci- 
sion should  be  for  the  most  appropriate  therapy.  For 
example,  it  is  appropriate  to  increase  narcotic  dosage, 
as  needed,  for  a patient  in  pain  who  has  a limited  time 
to  live.  It  is  appropriate  to  relieve  thirst,  but  not  al- 
ways appropriate  to  give  intravenous  fluids. 

3.  Specialty  teams  to  deal  with  the  dying  are  as 
necessary  as  the  obstetric  teams  which  deal  with  those 
being  born  and  giving  birth. 

4.  The  responsibility  for  deciding  when  appropri- 
ate care  no  longer  requires  an  effort  to  sustain  life  can- 
not rest  with  the  physicians  alone.  Such  decisions  re- 
quire agreement  by  the  patient,  the  family,  and  others 
who  can  contribute.  In  large  hospitals  this  group 
might  include  an  oncologist,  the  referring  physician,  an 
intern,  a nurse,  a social  worker,  a patient  advocate,  and 
a minister  or  chaplain,  if  one  has  been  in  attendance. 

5.  Better  resources  are  needed  in  all  communities 
to  help  patients  die  at  home.  Sometimes  very  little 
help  is  needed,  but  all  families  need  regular  expert  vis- 
its and  emergency  coverage.  Often  death  itself  is  not 
feared,  but  it  is  a surprisingly  common  myth  that 
death,  particularly  from  cancer,  is  preceded  by  agony. 
This  need  never  occur  if  medical  skills  are  well  used. 

6.  Guidelines  for  appropriate  care  of  dying  pa- 
tients can  help  the  uncertain  physician  decide  what  is 
right,  reasonable,  and  ethical.  Ours,  under  the  head- 
ing “Comfort  Care,”  pointed  out  that  patients  in  this 
category  should  not  be  given  drugs,  medications,  blood 
products,  or  other  treatments,  except  as  necessary  to 
relieve  pain  and  other  physical  symptoms,  anxiety, 
sleeplessness,  and  thirst.  The  guidelines  suggest  that 
fluid  administration  be  limited  to  the  amount  neces- 
sary for  the  relief  of  thirst.  They  recommend  that 


pain  medication  be  given  in  such  a way  as  to  avoid, 
rather  than  to  treat,  severe  pain,  and  that  emergency 
resuscitation  is  contraindicated.  If  hospitalization  is 
necessary,  access  to  family  and  friends  is  as  agreed' on 
by  patient  and  staff,  and  not  as  stated  in  a regula- 
tion.1 

The  non  physicians  on  our  hospital  staffs  are 
more  aware  of  the  problems  in  modern  terminal  care 
than  most  physicians.  Hospital  boards  of  trustees 
and  executive  staff  committees  could  learn  from  the 
social  service  and  nursing  personnel  whether  prob- 
lems exist  with  the  care  of  terminal  patients  in  their 
hospital.  Caring  for  the  patient  is  a hard  axiom  to 
follow.  Hospice  is  a concept  related  to  caring,  while 
hospitals  are,  today,  torn  between  the  requirements 
of  caring  and  the  demands  of  science.  The  dilemma 
is  well  summarized  in  a recent  book  on  medical  bu- 
reaucracy: 

. . . medicine,  which  had  its  early  origins  in  religious 
concerns,  has  been  translated  and  conceptualized  in 
technical  and  scientific  terms  so  as  to  make  scientific 
effectiveness  synonymous  with  what  is  worthwhile. 
Thus  the  caring  function  of  medical  practfce  has  come 
to  be  seen  as  the  province  of  the  romantic  or  the  theo- 
logian. There  are,  however,  things  to  be  done  because 
they  are  right  and  humane,  regardless  of  their  demon- 
strated effectiveness  in  altering  “objective  outcomes.” 
Practitioners  must  come  to  accept  that  some  functions 
of  medicine  are  too  important,  too  central  to  our  sense 
of  ethics  and  humanity,  to  judge  them  solely  by  utili- 
tarian criteria.2 

The  warning  flags  are  up.  If  physicians  are  in- 
different to  the  rapidly  growing  hospice  movement, 
or  fail  to  recognize  that  it  represents  a complaint 
against  inadequacies  in  our  management  of  dying 
patients  and  their  families,  a separate  system  of  in- 
patient facilities  called  hospices  will  soon  come  into 
existence.  Hospitals  and  hospices  will  then  compete, 
and  it  is  the  patient  who  will  bear  the  emotional, 
physical,  and  financial  costs  of  this  separation. 

Sidney  Farber  Cancer  Institute 
44  Binney  Street 
Boston,  Massachusetts  02115 
(DR.  PATTERSON) 
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The“Maker 


Examining  a Few  Myths 
About  Prescribing.  ‘ 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  iire 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited.  Thus , 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications . 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
resea  rch  - based  corn  pa  n ies 
and  those  rruule  by 
commodi  ty- 1\ pe  s upp  l iers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
w hich  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  you 
know7,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracy  cline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “ expensive ” brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 
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MYTH:  Generic  options  al- 
most alum's  exist. 

FACT;  About  33  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
only  43  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 

MYTH:  Generic 
prescriptions  are  filled  with 
inexpensive  generics,  thus 
saving  consumers  large 
sums  of  money. 

FACT;  Market  data  show 
that  you  invariably 
prescribe — and  pharma- 
cists dispense — both 
brand  and  generically 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receiv  es 
a prov  en  brand  product. 
Savings  from  v oluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


MYTH:  Drugs  account  Jot'  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money1. 

FACT:  Gov  ernment 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise, vour  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 
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We  live  in  a society  in  which  great  emphasis  is  being 
placed  on  human  rights.  As  a consequence  of  this 
emphasis,  there  has  been  a dramatic  change  in  the 
quality  of  the  relationship  recognized  in  the  past 
between  patient  and  physician.  One  aspect  of  this 
change  is  that  the  physician  now  is  under  legal  and 
moral  obligation  to  provide  the  patient  with  adequate 
and  understandable  information  regarding  his  illness, 
according  to  a relatively  poorly  defined  concept 
called  contractual  interaction.1  This  concept  implies 
a legal  responsibility  of  the  physician  to  obtain  an 
informed  consent  from  the  patient.  The  informed- 
consent  concept  initially  derived  from  an  early  court 
decision  which  gave  the  patient  the  right  to  consent, 
or  to  deny  consent,  to  being  “touched”  by  the  phy- 
sician. If  this  right  was  violated,  the  physician  could 
be  liable  to  a charge  of  assault  and/or  battery  even  if 
his  unconsented-to  touching  did  not  result  in  evident 
physical  or  psychologic  harm.2  This  application  of 
the  constitutional  right  to  privacy  was  subsequently 
expanded  to  include  the  nature  and  quantity  of  in- 
formation that  must  be  provided  by  the  physician  to 
allow  for  the  “rationality”  of  the  patient’s  decision 
based  on  that  information.'1  These  rights  to  privacy 
and  to  self-determination  provided  the  bases  of  the 
ideology  of  informed  consent  as  we  now  know  it. 

Some  states  soon  adopted  laws  which  recognized 
the  importance  of  the  contractual  obligation  between 
physician  and  patients.  Unfortunately,  there  has 
been  little  or  no  uniformity  of  such  laws  from  state 
to  state.  Ohio,  for  example,  not  only  requires  written 
informed  consent,  but  offers,  in  its  statutes,  a model 
document  to  be  used  in  obtaining  that  consent.  In 
contrast,  the  State  of  New  York  requires  only  that  a 
physician  disclose  what  any  reasonable  medical 


practit  oner  would  disclose  under  similar  circum- 
stances.4 In  New  York  this  has  been  extended  in  a 
recent  amendment  to  the  State  public  health  law, 
which  defines  certain  limitations  of  medical  mal- 
practice action  based  on  the  lack  of  informed  con- 
sent5. Although  these  State  laws  have  had  the 
avowed  purpose  of  providing  a legal  basis  for  the 
contractual  interaction,  they  have  become  increas- 
ingly seen  as  a means  of  reducing  the  exposure  of  the 
practitioner  to  malpractice  suits.  Despite  challenges 
in  the  courts  which  have  led  to  more  restrictive  in- 
terpretations, these  have  not  generally  culminated 
in  a more  precise  definition  of  the  contractual  in- 
teraction that  is  universally  understood  by  the  phy- 
sician or  his  patient. 

The  conduct  of  medical  research  for  many  years 
has  been  regulated  by  the  Food  and  Drug  Adminis- 
tration (FDA)  and  the  Department  of  Health,  Edu- 
cation, and  Welfare  (DHEW),  both  of  which  are 
controlled  by  Federal  legislation.  The  context  of 
these  regulatory  stipulations  provides  for  uniform 
and  precise  definitions  of  informed  consent.  This 
has  ensured  the  constitutional  rights  of  the  individual 
with  much  greater  specificity  than  for  the  patient  not 
involved  in  research.  This  Federal  consent  consists 
of  five  basic  elements:  (1)  a fair  explanation  of  the 
procedures  to  be  followed,  or  drugs  to  be  adminis- 
tered, and  their  purposes,  including  identification  of 
any  procedures,  or  medications,  which  are  experi- 
mental; (2)  a description  of  any  attendant  discom- 
forts and  risks  reasonably  to  be  expected;  (3)  a de- 
scription of  those  benefits  reasonably  to  be  expected; 
(4)  a disclosure  of  any  appropriate  alternative  pro- 
cedures that  might  be  advantageous  and  their  risks 
for  the  subject;  and  (5)  instruction  that  the  person 
is  free  to  withdraw  his  (sic)  consent  and  to  discon- 
tinue participation  at  any  time,  without  prejudice  or 
explanation.6 

Although  the  lack  of  such  explicit  and  universally 
held  interpretation  of  informed  consent,  when  ap- 
plied to  medical  practice,  will  undoubtedly  change 
in  the  not-too-distant  future  through  Federal  in- 
volvement in  the  implementation  of  a national  health 
insurance  plan,  it  behooves  every  physician  in  New 
York  State  to  adhere  to  the  five  basic  elements  of  the 
Federal  regulations  as  outlined.  No  physician  need 
be  concerned  with  not  carrying  out  his  or  her  man- 
dated legal  and  moral  responsibility  to  abide  by  his 
contractual  obligation,  nor  with  the  threat  of  litiga- 
tion due  to  an  improperly  obtained  informed  consent, 
if  he  follows  this  course. 

Some  practical  considerations 

Tangible  documentation.  It  behooves  the 
physician,  especially  with  more  hazardous  proce- 
dures, to  record,  in  writing,  the  information  com- 
municated to  the  patient  and  to  obtain  the  patient’s 
signature  on  that  document. 

Materiality  of  information  given.  Most  judicial 
opinions  require  that  the  patient  be  given  enough 
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information  to  make  a “rational"  choice.  In  this 
context,  enough  information  is  usually  interpreted 
as  all  that  information  that  would  he  material  to  a 
rational  decision  hy  a hypothetically  “reasonable 
person.”  Although  the  complexities  of  medical 
practice  have  become  such  as  to  preclude  any  dog- 
matic standardization  of  what  constitutes  all  infor- 
mation that  would  he  material  to  a patient,  the  gen- 
eral rule  has  been  to  disclose  even  the  smallest 
probability  of  extremely  dire  results,  such  as  death 
or  paralysis,  as  well  as  minor  side-effects  or  compli- 
cations that  are  to  he  more  commonly  expected.' 

Rationality  of  patient’s  consent.  While  some 
jurisdictions  have  found  a physician  guilty  of  breach 
of  duty,  or  negligence  in  not  informing  his  patient, 
the  courts  usually  have,  at  the  same  time,  insisted  not 
only  that  the  patient-plaintiff  demonstrate  that  he 
or  she  would  have  refused  treatment  if  the  risks  had 
been  properly  disclosed,  but  also  that  any  reasonable 
person  in  the  patient’s  position  might  have  refused 
the  identical  procedure.7,8  Although  this  may  re- 
troactively deny  the  patient  the  right  to  behave  idi- 
osyncratically  in  terms  of  his  constitutional  right  to 
self-determination,  such  decisions  have  provided 
protection  for  the  physician  from  patients  attempt- 
ing to  make  opportune  the  omission  of  some  remote 
probability.  Otherwise,  the  patient’s  right  to  self- 
determination  has  become  increasingly  enhanced, 
while  judicial  reliance  on  the  rationality  of  the  pa- 
tient’s consent  is  being  increasingly  displaced  by  the 
patient’s  rights  to  assert  his  or  her  individual  needs 
in  terms  of  the  “contract”  concept  between  patient 
and  physician.  As  an  example,  the  courts  have  al- 
lowed that  the  patient  has  the  right  in  his  contract 
to  give  “valid  but  ignorant”  consent  where  the  pa- 
tient desires  not  to  be  informed  of  any  aspect  of 
treatment.9  Furthermore,  a patient  has  the  right  to 
choose  any  of  a number  of  alternate  treatments  de- 
scribed by  the  physician  as  appropriate,  or  even 
refuse  to  be  treated.2  Documentation  of  the  choices 
provided  and  the  patient’s  ultimate  choice,  even  if 
not  at  variance  with  the  physician’s  judgment,  would, 
under  these  circumstances,  be  an  essential  in  prop- 
erly preparing  an  informed  consent. 

Recommendation  for  application  of  informed 
consent 

Application  on  the  part  of  the  physician  in  con- 
forming with  the  essence  of  informed  consent,  as 
previously  defined,  obviates  a number  of  require- 
ments: 

The  first  would  be  strict  use  of  a signed  written 
consent  form. 

The  second  would  be  to  provide  a basic  format  that 
circumscribes  those  elements  of  content  material  to 
conform  with  the  five  basic  elements  of  informed 
consent  used  on  the  Federal  level. 

The  third  essential  requirement  would  be  indi- 
vidualization of  the  presentation  to  the  patient.  This 
could  be  accomplished  by  documenting  that  the 


following  points  have  been  considered:  (1)  the  lan- 
guage and  terminology  used  be  suitable  to  the  pa- 
tient’s level  of  understanding;  (2)  communication 
must  be  appropriate  to  the  patient’s  comprehension 
of  the  concepts  and  description  conveyed;  (3)  these 
explanations  should  be  relatively  precise  as  to 
“risk-to-benefit”  ratios  for  each  alternative  proce- 
dure; and  (4)  the  situation  must  be  explicated  to  the 
patient’s  satisfaction  by  that  physician  or  other  in- 
dividual who  obviously  shares  responsibility  for  that 
for  which  consent  is  being  requested.  Responsibility, 
as  applied  in  this  context,  implies  a directly  involved 
individual  who  has  an  adequate  understanding  of, 
and  ability  to  accurately  convey,  such  information. 

Conclusion 

What  we  have  attempted  to  describe  is  one  medical 
consequence  of  society’s  recognition  of  the  individ- 
ual’s rights  and  freedom  of  choice  as  manifestations 
of  the  equality  doctrine.  Coincident  to  the  obligation 
on  the  part  of  the  physician  to  conform  with  these 
rights  is  the  effect  of  a sharing  of  responsibility  by  the 
patient  with  the  physician  in  the  decision-making 
process  of  his  or  her  own  health  care,  which  carries 
with  it  the  potential  for  reducing  the  physician’s 
personal  liability  in  this  often-difficult  task.10,11  The 
implications  of  these  requirements  are:  (1)  that  the 
physician  be  competently  versed  to  understand  the 
patient’s  condition  holistically  enough  to  adequately 
explain  the  patient’s  options;  (2)  that  the  physician 
not  only  be  capable,  but  also  be  so  motivated  as  to 
demonstrate  sincere  interest  in  conveying  this  in- 
formation to  the  patient  in  a complete  and  under- 
standable manner;  (3)  that  this  be  documented  in 
writing,  and  in  such  a way  as  to  indicate  an  individ- 
ualization of  approach  in  its  conceptualization  and 
wording;  and  (4)  that  the  patient  demonstrate  serious 
and  earnest  participation,  after  being  properly  in- 
formed, in  understanding  and  consenting  to  the  di- 
agnostic tests  and/or  treatments  proposed. 

While  there  is  considerable  disparity  from  state  to 
state  in  the  legal  interpretation  of  informed  consent, 
it  is  advisable  that  the  practitioner  consider  adopting 
now  not  only  the  Federal  concepts  we  have  elabo- 
rated on  but  also  the  actual  application  of  the  pro- 
cedures before  it  becomes  immediately  necessary. 
Although  the  actual  application  to  general  medical 
practice  of  the  requirements  of  contractual  interac- 
tion with  regard  to  the  doctrine  of  informed  consent 
could  follow  any  of  a number  of  directions,  we  pro- 
pose that  the  signed  written  consent  form  is  most 
advantageous  both  in  optimizing  the  patient’s  at- 
tention and  in  protecting  the  physician  against  pos- 
sible claims.  In  this  context,  although  many  objec- 
tions have  been  raised  against  standardized  consent 
forms  on  the  basis  that  these  tend  to  neglect  the  in- 
dividuality inherent  in  the  treatment  of  each  patient, 
some  basic  format  is  necessary  to  circumscribe  the 
elements  of  disclosure  essential  to  adequate  infor- 
mation for  every  patient. 2,7,9 
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The  pressure  for  these  changes  is  being  applied  by 
a society  that  not  only  stresses  the  rights  to  self- 
determination,  but  a society  which  also,  at  the  same 
time,  is  being  exposed  to  an  increasingly  complex 
medical  science  that  carries  with  it,  as  a consequence, 
increased  hazards  for  the  patient.  The  transition 
from  traditional  roles  requires  increased  respon- 
siveness on  the  part  of  the  physician  to  the  human 
needs  of  the  patient  rather  than  to  the  patient’s 
condition  per  se.  As  in  most  areas  of  modern  life, 
there  is  a pressing  need  in  medicine  for  increased 
communication  and  the  formulation  of  common 
definitions  of  purpose.  The  continued  demands  of 
society  for  respect  of  the  equality  doctrine  indicate 
the  probability  of  further  changes  in  the  future, 
which  the  medical  profession  can  be  either  instru- 
mental in  formulating  or  in  adapting  to  its  new  de- 
mands. 
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I Jnexplained  crib  deaths,  or  “sudden  infant  death  syn- 
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causes  of  death  in  early  infancy.  A child,  seemingly  well, 
can  be  found  dead  in  the  crib  with  no  apparent  reason. 
The  child  is  usually  two  to  four  months  old.  The  condition 
seldom  occurs  after  the  age  of  six  months.  Affecting  boys 
more  than  girls,  seen  less  often  in  summer,  sudden  infant 
death  syndrome  is  still  mysterious;  it  may  be  caused  by 
some  abnormality  in  breathing. 

“Among  children  who  escape  these  early  dangers,”  says 
the  book,  “there  are  about  103  million  cases  of  respiratory 
disease  annually  in  youngsters  below  the  age  of  17 
years—  about  one  and  a half  illnesses  per  child  per  year 

“Of  the  severe  lung  diseases  in  childhood,  asthma  is  one 
of  the  most  common  ...  In  this  country  there  may  be 
as  many  as  6 million  asthmatics,  one  third  of  them  under 
1 7 years  of  age,”  says  the  book.  “All  socioeconomic  classes 
are  involved,  but  the  severity  of  illness  may  be  greater 
among  the  poor.  Before  adolescence,  more  boys  than  girls 
are  afflicted.” 

The  hook  covers  a wide  range  of  lung  diseases  and  other 
diseases  exhibiting  lung  complications  that  can  affect 
children.  Causes  and  treatment  are  also  discussed. 

The  text  is  written  by  Hugh  E.  Evans,  M.D.,  director  of 
pediatrics  at  Jewish  Hospital  and  Medical  Center  in 
Brooklyn,  N.  Y.,  and  professor  of  pediatrics  at  Downstate 
Medical  Center,  Brooklyn. 
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The  medical  profession  stands  accused  of  failing 
to  deal  effectively  with  incompetence  in  its  members. 
The  failure  is  variously  ascribed  to  apathy,  unwill- 
ingness to  face  up  to  the  shortcomings  of  colleagues 
and  friends,  and  fear  of  reprisal  through  litigation. 

Several  years  ago  state  governments,  faced  with 
the  malpractice  crisis  and  making  the  unwarranted 
assumption  that  malpractice  claims  were  made 
principally  against  incompetent  physicians,  decided 
to  enter  the  picture.  Many  states  passed  legislation 
giving  major  authority  and  responsibility  for  dealing 
with  physician  incompetence  to  state  licensing 
hoards,  although  there  is  little  evidence  that  bu- 
reaucratic regulation  can  cope  with  any  but  the  most 
intransigent  case. 

A persuasive  argument  can  be  made  that  members 
of  the  medical  profession  want  to  do  something 
positive  about  their  incompetent  colleagues,  partic- 
ularly in  this  day  of  collective  professional  account- 
ability to  the  public.  What  they  lack  is  knowing  how 
to  accomplish  their  wish.  What  they  need  is  a 
straightforward  system  for  handling  instances  of 
incompetence,  one  that  is  prompt,  fair,  acceptable, 
and  effective. 

This  article  describes  a system  that  was  developed 
over  the  last  several  years  in  a community  general 
hospital  and  that  appears  to  cope  with  incompetence 
effectively. 

Development  of  system 

Prior  to  1975,  the  hospital’s  stated  method  of 
dealing  with  professional  incompetence,  described 
in  detail  in  the  medical  staff  bylaws,  was  an  elabo- 
rate process  consisting  of  a formal  hearing  before  the 
medical  board,  remedial  action  through  privilege 
removal  or  suspension,  and  a formal  appeal  mecha- 

* Presented  at  the  31st  Annual  Meeting  of  the  American 
Academy  of  Forensic  Sciences,  Atlanta,  Georgia,  February  12  to 
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nism  involving  the  board  of  trustees.  This  system 
had  never  been  invoked.  Still,  major  instances  of 
incompetence  had  been  dealt  with,  but  always 
through  informal  intervention  by  one  or  more  med- 
ical staff  leaders;  no  records  were  kept,  and  reporting 
to  the  administrator  and  key  trustees  was  informal 
and  usually  after-the-fact. 

In  1975,  the  malpractice  crisis  surfaced,  bringing 
with  it  new  state  government  legislative  and  regula- 
tory proposals  for  bureaucratic  handling  of  questions 
of  competence.  A functioning  innovative  mecha- 
nism, devised  in  1974  by  the  Medical  Society  of  the 
State  of  New  York,  for  dealing  confidentially  and 
intraprofessionally  with  physicians  impaired  by 
virtue  of  alcohol,  drug  dependence,  or  illness,  was 
abruptly  suspended  when  The  Medical  Practices  Act 
of  1977  went  into  effect.1'2  This  law  contained  a 
drastic  new  feature  in  the  governmental  effort  to 
confront  the  problem  of  physician  misconduct.  It 
mandated  that  health  professionals,  paraprofes- 
sionals  and  administrators  report  to  the  Board  for 
Professional  Medical  Conduct  of  the  Department  of 
Health  of  the  State  of  New  York  “any  information 
which  . . . reasonably  appears  to  show  that  a physi- 
cian is  guilty  of  professional  misconduct.”3  A willful 
violation  by  a licensed  physician  of  the  new  law  re- 
quiring that  the  physician  report  a colleague’s  pro- 
fessional misconduct  to  the  governmental  agency  was 
added  to  the  list  of  unethical  and  incompetent 
practices  subsumed  under  the  term  “professional 
misconduct.”  Such  a violation  carried  with  it  any 
one  of  a range  of  penalties  from  reprimand  to  license 
revocation. 

Coincidentally,  1975  brought  with  it  two  difficult 
instances  in  which  questions  were  raised  about  the 
competence  of  staff  members. 

Faced  with  these  circumstances,  the  hospital’s 
chief  of  staff  formed  an  ad  hoc  committee  of  medical 
staff  leaders  charged  both  with  handling  the  problem 
cases  and  with  developing  for  the  future  a better 
system  for  dealing  with  all  instances  of  alleged  in- 
competence. The  committee  went  about  its  business 
in  an  orderly  fashion,  requiring  frequent  meetings  at 
which  minutes  were  kept. 

Definitions.  The  committee  first  arrived  at 
certain  conceptual  positions. 

1.  Competency,  and  its  counterpart  incompetency, 
are  complex  concepts,  presenting  several  faces.  The 
impaired  physician  represents  only  one  cause  for  in- 
competency; physicians  who  are  not  impaired  by  ill- 
ness or  habituation  can  still  be  incompetent  by  virtue 
of  defects  in  knowledge,  skills,  and  attitudes. 

2.  The  best  measure  of  competency  is  performance. 
Suboptimal  performance  can  be  displayed  in  social,  as 
well  as  professional,  behavior,  and  can  be  evidenced  bv 
deficiencies  in  citizenship  as  well  as  in  patient  care 
functions. 

3.  Evidence  of  possible  incompetence  can  arise 
from  a single  event,  the  “incident,”  or  collectively  from 
data  accumulated  through  peer  review  activities,  espe- 
cially medical  audit. 
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Desirable  system  elements.  The  committee 
then  identified  the  characteristics  of  an  ideal 
system. 

1.  The  system  should  be  fair,  both  to  the  needs  of 
the  individual  whose  competence  is  being  questioned 
and  to  the  needs  of  the  institution  and  its  patients.  Its 
fairness  should  be  perceived  by  the  staff,  rank-and-file 
members  as  well  as  leadership,  by  administration  and 
governing  body,  and,  if  necessary,  by  the  public. 

2.  It  should  have  a legal  basis,  established  in  the 
staff  bylaws,  affording  the  individual  in  question  the 
opportunity  of  a fair  hearing  and  other  due  process  ele- 
ments, including  appeal. 

3.  It  should  have  a humane  basis,  assuring  against 
the  possibility  of  “witch  hunts,”  and  providing  confi- 
dentiality, both  for  less  serious  problems  and  for  situa- 
tions in  which  the  allegations  of  incompetency  prove 
false. 

4.  The  system  should  be  efficient,  facilitating 
prompt  resolution  of  any  allegations  of  incompetency. 

5.  It  should  be  constructive,  so  that  any  remedial 
action  taken,  while  protecting  the  interest  of  patients, 
should  also  strive  to  overcome  shortcomings  in  the 
physician’s  performance. 

6.  The  system  should  be  flexible,  providing  differ- 
ent levels  of  reaction  to  different  degrees  of  alleged  in- 
competence. 

Process  elements.  The  committee  then  identi- 
fied the  process  to  be  followed  in  instances  of  alleged 
incompetency. 

1.  The  first  step  is  to  detect  or  identify  the  exis- 
tence of  a problem.  Most  often  this  comes  about  as 
the  result  of  an  incident  which  should  be  promptly  re- 
ported to  the  chief  of  staff  or  medical  director,  or  to  his 
designee.  It  can  arise  during  patient  care,  or  as  a prob- 
lem in  social  behavior.  It  can  be  reported  from  within 
the  hospital  by  a patient,  another  physician,  a nurse,  a 
technician,  or  a security  guard,  or  from  outside  the 
hospital  jurisdiction  by  an  office  patient,  a visiting 
nurse,  or  a police  officer.  The  second  mode  of  problem 
identification  is  from  physician  profile  evidence  accu- 
mulated over  a period  of  time  in  regard  to  citizenship 
functions  such  as  attendance  at  prescribed  meetings, 
compliance  with  staff  rules  and  regulations,  or  profes- 
sional functions  such  as  reports  of  utilization  review, 
tissue,  infection  control,  and,  especially,  medical  audit 
committees. 

2.  The  second  step  is  investigation.  The  allegation 
is  promptly  studied  by  an  appropriate  person  or  body, 
by  interview  (telephone  or  in  person)  with  the  source 
of  the  allegation,  and  then  with  the  “accused”;  the  in- 
vestigation is  informal  for  minor  events  and  is  a formal 
hearing  for  more  serious  matters.  The  accused  person 
is  given  the  opportunity  to  agree  or  disagree  with  the 
allegation. 

3.  The  third  step  is  disposition.  One  possible  re- 
sult of  the  investigation  is  exoneration.  In  this  event, 
the  accuser  and  the  accused  are  both  notified  and  the 
case  is  closed;  records  of  the  investigation  are  ex- 
punged. 

The  other  result  of  the  investigation  is  to  confirm 
the  allegation  of  incompetent  behavior  If  the  accused 
concurs  with  the  verdict,  the  remedial  action  is  applied 
promptly;  if  the  accused  disagrees,  then  the  formal 
hearing-appeals  due  process  system  is  invoked. 

Remedial  actions  are  a spectrum  of  responses  in 


eluding  reprimand,  required  continuing  medical  edu- 
cation, required  concurrent  chart  review,  required  con- 
sultation, required  supervision  (for  surgeons),  cancel- 
lation of  privileges  (one  or  more  patient  care  services, 
temporarily  or  permanently),  temporary  suspension  of 
all  privileges,  or  dismissal.  The  objective  is  to  be  con- 
structive where  possible,  and  to  “make  the  punish- 
ment fit  the  crime.” 

Levels  of  the  system.  The  committee  identi- 
fied four  different  levels  within  which  the  process 
could  be  carried  out,  depending  on  the  perceived 
seriousness  of  the  problem  and  on  the  attitude  of  the 
accused.  It  was  predicted  that  most  incidents  would 
be  dealt  with  at  level  1 or  2,  with  only  occasional 
problems,  more  serious  or  more  “sticky,”  needing  the 
more  formal  process  of  level  3 or  4.  It  was  conceived 
that  problems  could  promptly  be  “bucked”  from  one 
level  to  another  according  to  need.  All  problems 
coming  from  collective  physician  profiling  sources 
would  originate  in  level  3 at  stated  meetings  of  the 
quality  assurance  council.  Disposition  could  be 
handled  there  or  passed  to  lower  levels  or  up  to  level 
4. 

1.  In  level  1,  the  responsibility  for  investigation, 
and  often  for  disposition,  falls  on  the  director  of  the 
department  or  division  to  which  the  “accused” 
belongs.  The  director  is  required  to  investigate  any 
incident  within  24  hours  of  its  being  reported.  The  di- 
rector may  call  on  a second  senior  department  member 
to  assist  him  if  that  would  make  the  process  easier.  If 
the  director  exonerates  the  accused,  or  if  the  director 
finds  a deficiency  and  the  accused  readily  concurs  and 
agrees  to  the  remedial  action,  the  case  is  closed.  If  the 
accused  disagrees  with  the  director’s  conclusion,  the 
problem  is  transferred  to  level  2. 

2.  Level  2 is  similar  to  level  1 except  that  the  princi- 
pal actor  is  the  chief  of  staff.  Most  incidents  would  be 
initially  reported  to  the  chief  of  staff’s  office,  and  he 
could  choose  to  initiate  the  investigational  role  himself 
or  assign  it  to  another  level.  In  addition,  the  chief  of 
staff  would  receive  problems  passed  to  him  from  other 
levels  after  their  preliminary  study. 

3.  Level  3 is  the  quality  assurance  council,  made  up 
of  individuals  by  title  such  as  chairmen  of  committees 
on  medical  audit,  utilization  review,  and  credentials, 
plus  a chairman  appointed  by  the  chief  of  staff  and 
three  other  respected  senior  staff  members  who  could 
be  appointed  for  a term,  or  selected  because  of  special- 
ty or  expertise  to  serve  in  an  ad  hoc  manner  for  a par- 
ticular case. 

4.  Level  4 is  the  medical  board  which  would  deal 
with  the  most  difficult  cases,  holding  formal  hearings, 
in  executive  session  if  it  chooses,  with  all  the  trappings 
of  due  process  carefully  observed.  In  addition,  the 
medical  board  would  be  asked  to  ratify  remedial  ac- 
tions taken  at  lower  levels  if  they  involve  a major  ac- 
tion such  as  a change  in  privileges. 

Other  issues.  The  committee  also  addressed 
certain  other  features  of  the  system. 

1.  It  was  agreed  that  the  “accused”  would  have 
greater  confidence  in  the  system  if  kept  apprised  of  all 


1922  New  York  Slate  Journal  of  Medicine/November  1979 


aspects  of  the  process.  At  lower  levels,  this  would  he 
achieved  by  direct  conversation  between  the  investiga- 
tor and  the  accused.  At  higher  levels,  minutes  of  hear- 
ings would  be  given  the  accused,  who  would  he  asked  to 
attest  to  the  accuracy  of  those  hearings  in  which  the 
accused  took  part  by  countersigning  the  minutes. 

2.  Records  of  investigation  would  he  minimal  at  the 
lower  levels.  If  the  accused  were  exonerated,  records 
would  be  expunged.  If  the  offense  were  trivial,  and  if 
the  accused  concurred  with  the  verdict  and  with  the  re- 
medial action,  records  would  usually  he  expunged,  al- 
though the  chief  of  staff  would  have  the  discretionary 
power,  if  he  believed  there  were  implications  for  the 
future,  to  make  a record  of  the  event  and  place  it  in  a 
private  file,  such  as  one  kept  separate  from  the  usual 
staff  member  records,  inaccessible  to  discovery,  and 
preserved  for  passing  on  to  a successor  chief  of  staff. 
Proceedings  at  levels  3 and  4 would  have  formal  rec- 
ords kept  and  placed  in  regular  staff  member  files. 

3.  Notice  of  the  process  to  administration  and 
trustees  would  be  automatic  for  level  3 or  4 problems. 
Lower-level  matters,  if  they  were  trivial  enough,  or 
especially  if  the  accused  were  exonerated,  would  be 
kept  intraprofessionally  or,  at  the  chief  of  staff s dis- 
cretion, be  relayed  informally  to  the  administrator. 
Some  remedial  actions  would  require  notification  to 
admitting  office,  utilization  review  staff,  nursing  de- 
partment, or  other  nonmedical  staff  hospital  workers. 
Such  notice  would  be  kept  as  confidential  as  possible. 

4.  Notice  to  the  State  regulatory  body  was  not  part 
of  the  system  developed  by  the  committee.  However, 
under  the  new  law,  the  hospital  is  required  to  report 
any  change  in  a staff  member’s  privileges  because  of 
incompetence. 

Approving  the  system.  The  committee  needed 
many  meetings  to  develop  the  particulars  of  the 
system  here  outlined.  Finally,  it  committed  its 
recommendations  to  paper,  and  the  system  was  ap- 
proved by  the  medical  board  early  in  1976.  A de- 
scription of  the  system  was  published  in  the  staff 
newspaper,  and  its  detailed  elements  were  presented 
for  discussion  to  the  entire  staff  at  a quarterly 
meeting.  No  dissenting  opinions  were  offered.  The 
system  was  subsequently  ratified  by  the  board  of 
trustees  and  became  official  policy  in  late  1976. 

Implementation.  Even  while  the  plan  wras  being 
developed,  its  major  elements  were  put  into  use  for 
specific  cases  of  alleged  physician  incompetence. 
Over  the  last  two  years,  it  has  been  employed  in  a 
number  of  instances  (Appendix). 

Comment 

Should  physician  incompetence  be  dealt  with  lo- 
cally or  centrally?  Conventional  arguments  for  the 
central  location  are:  (1)  Since  the  State  has  the  legal 
responsibility  for  initial  physician  licensure  and  for 
periodic  reregistration  of  licenses,  it  should  also  have 
jurisdiction  over  the  principal  reason  for  not  renew- 
ing licenses:  physician  incompetence;  (2)  The  cen- 
tral location  permits  a more  objective  appraisal  of 
competence,  since  it  is  not  hampered  by  locale,  or 
human  factors  such  as  embarrassment,  protective- 


ness, and  self-interest;  and  (3)  A central  data  bank 
can  keep  track  of  “bad  actors”  who  leave  one  hospital 
and  apply  elsewhere  for  privileges  to  deliver  services 
they  are  not  competent  to  perform. 

There  are  contrary,  and  in  our  view  more  com- 
pelling, arguments  for  coping  with  incompetence 
locally  through  the  hospital  medical  staff. 

1.  It  is  not  physician  licensure  but  optimal  patient 
care  that  is  the  ultimate  goal,  and  responsibility  for 
quality  of  care  is  charged  by  legal  precedent  to  a hospi- 
tal’s governing  body. 

2.  The  signs  of  developing  incompetence  can  be  de- 
tected early  at  the  local  level,  long  before  they  become 
overt  enough  to  come  to  the  attention  of  a central  bu- 
reaucracy. Early  detection  should  foster  early  reme- 
dial action  and  the  prevention  of  gross,  patient-endan- 
gering incompetence. 

3.  At  the  local  level,  investigation  can  be  prompt, 
nonthreatening,  and  thorough,  while  central  investiga- 
tion is  necessarily  delayed,  paper-oriented,  adversary- 
minded,  and  burdened  with  what  has  been  described 
as  an  “overabundance  of  due  process.”4 

4.  Remedial  actions  locally  are  more  likely  to  be 
prompt  and  constructive.  The  human  factors  there 
can  be  a positive  element  in  the  equation  by  virtue  of 
assuring  that  the  paramount  consideration  is  the  pro- 
vision of  justice  and  assurance  of  patient  welfare. 

There  are  growing  indications  that  the  medical 
profession  wants  to  eschew  its  benevolent  protective 
association  image,  and  to  take  on  the  task  of  dealing 
with  professional  incompetence.  This  change  in 
attitude  is  seen  best  in  good  community  hospitals, 
where  organized  medical  staffs  are  increasingly 
taking  collective  action  to  assure  the  quality  of 
medical  care.  We  believe  there  is  a new  willingness 
to  take  prompt  and  effective  action  to  correct  defi- 
ciencies in  care,  even  if  that  action  takes  the  form  of 
imposing  sanctions  on  colleagues  and  friends. 

Obviously  there  is  a role  for  government  in  this 
scene.  It  must  finally  take  away  the  license  to 
practice  from  that  small  percentage  of  incompetent 
physicians  who  are  incorrigibles.  It  must  protect 
other  hospitals  from  extending  privileges  to  an  in- 
competent physician  dismissed  with  cause  from  a 
previous  hospital  staff.  It  must  also  handle  centrally 
the  incompetence  issue  for  hospitals  whose  medical 
staffs  have  not  yet  displayed  the  willingness  to  deal 
with  their  colleagues’  competency  problems. 

Our  experience  with  the  system  developed  at  our 
hospital  has  admittedly  been  short.  But  there  is 
accumulating  evidence  that  it  works,  and  does  so  in 
a wide  variety  of  situations. 

Conclusion 

We  believe  that  the  program  in  operation  in  our 
community  general  hospital:  (1)  fully  satisfies  the 
hospital  medical  staff’s  accountability  to  deal  with 
member  incompetence;  (2)  fully  satisfies  the  hospital 
governing  body’s  accountability  to  the  public  for  staff 
member  competence;  and  (3)  satisfies  to  a consid- 
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erable  degree  the  State’s  legal  licensure  requirements 
in  regard  to  competence. 

Accordingly,  we  have  persuaded  our  representative 
in  the  New  York  State  Senate  to  introduce  in  the 
Legislature  an  amendment  to  the  Public  Health  Law 
which  will  permit  programs  such  as  ours  to  be  exempt 
from  the  mandatory  initial  report  ing  of  alleged  pro- 
fessional misconduct  directly  to  the  designated  State 
agency.5 
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Appendix 

The  following  are  instances  of  alleged  incompe- 
tence, somewhat  changed  to  preserve  confidentiality, 
handled  by  the  system  in  the  last  two  years: 

1 . A nurse  questioned  a physician’s  prescription 
of  long-acting  insulin  for  a postsurgical  patient  , and 
reported  her  concern  to  the  chief  nurse  who  called  the 
chief  of  staff.  He  apprised  the  director  of  medicine 
who  promptly  reviewed  the  patient’s  record,  talked 
with  the  physician  in  point,  found  the  use  of  insulin 
appropriate  in  this  instance,  and  explained  the  rea- 
sons to  the  nurses.  The  “case”  was  closed,  no  records 
having  been  kept. 

2.  An  emergency  room  physician  reported  to  the 


chief  of  staff  his  suspicion  that  a staff  physician  was 
inebriated  when  he  attended  a patient  in  the  emer- 
gency room.  The  chief  of  staff  interviewed  the 
physician,  who  admitted  he  had  been  called  away 
from  an  anniversary  party.  After  reviewing  the 
physician’s  drinking  habits  with  him  and  finding 
them  not  objectionable,  the  chief  of  staff  warned  the 
physician  against  a similar  occurrence,  pointed  out 
methods  of  providing  coverage  for  himself  on  occa- 
sions, then  made  a handwritten  note  about  the  inci- 
dent for  his  “secret”  file. 

3.  Medical  audit  surfaced  three  cases  in  which  a 
single  surgeon  failed  to  achieve  optimal  results  using 
a particular  surgical  procedure.  The  chief  of  staff 
interviewed  the  surgeon,  who  offered  his  justifica- 
tions for  the  poor  outcome.  The  quality  assurance 
council  proceeded  to  survey  the  medical  records  of 
the  surgeon’s  other  operative  work,  and  the  head  of 
the  surgeon’s  department  personally  observed  the 
surgeon’s  technical  skills.  After  review  of  all  the 
accumulated  data,  the  council  recommended,  and  the 
surgeon  agreed  to  accept,  removal  of  his  privilege  to 
perform  the  particular  surgical  procedure  and  to 
undergo  continued  monitoring  of  his  work.  Minutes 
of  proceedings  were  kept  and  filed,  and  the  privilege 
change  was  approved  through  the  medical  board  and 
hoard  of  trustees. 

4.  Various  incidents  were  reported  to  the  chief  of 
staff  concerning  a physician’s  alleged  inappropriate 
social  behavior  during  hospital  rounds.  At  interview 
with  the  chief  of  staff,  the  suspicion  of  mental  illness 
arose.  The  director  of  psychiatry  saw  the  physician 
and  established  a diagnosis.  The  physician  was 
given  a leave  of  absence  and  his  privilege  suspended 
until  such  a time  as  psychiatric  opinion  would  justify 
his  return.  Formal  records  were  kept  and  procedures 
followed. 
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OF  ANGINAL 
ATTACKS 

Round-the-clock 
protection  with 

ISO-BID 

(ISOSORBIDE  DINITRATE) 

40  mg.  capsules  ...twice-a-dav  dosage 

Controlled  sustained  release  ot  ISO-BID's  isosorbide  dinitrate  through  micro- 
dialysis diffusion  can  help  reduce  frequency  and  intensity  of  anginal  attacks. 

This  in  turn  can  minimize  patient’s  fear  of  attacks,  and  dependence  on  nitroglycerin. 

Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosorbide  dmitrate  at  a smooth,  continuous, 
predictable,  controlled  rate  to  provide  for  up  to  1 2 hours  of  therapeutic  activity.  Micro-dialysis  is  dependent  only 
upon  the  presence  of  fluid  in  the  G . I . tract  and  not  on  pH  or  other  variables.  ISO-BID  is  particularly  advantageous 
in  the  prevention  of  nocturnal  angina. 

DOSAGE  One  ISO-BID  capsule  every  1 2 hours  on  an  empty  stomach  according  to  need,  for  continuous  24-hour 
therapy.  Some  patients  may  require  higher  dosage  levels.  In  these  patients,  dosage  should  be  titrated,  and  they 
may  require  two  ISO-BID  capsules  b i d.  Not  intended  for  sublingual  use.  Consult  product  brochure  before 
prescribing. 

THERAPEUTIC  FOOTNOTE:  IN  TREATING  ANGINA  . . . FAILURES  MAY  RESULT  FROM  INADEQUATE  DOSAGE 
Reports  in  the  literature  indicate  the  usefulness  of  higher  dosage  levels  of  isosorbide  dinitrate. 1,2 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 

ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 
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In  1972  Greenwald,  Crane,  and  Feller1  reported  on 
the  extent  of  the  burn-injury  problem  in  New  York, 
and  discussed  a plan  for  burn-care  facilities.  Since 
that  time  new  information  has  become  available  to 
describe  the  frequency  and  severity  of  burn  injuries 
in  the  State.2  New  planning  methods  have  been 
developed,  and  much  of  the  need  for  major  burn  fa- 
cilities has  been  met.3  Therefore,  a progress  report 
and  a revision  of  the  1972  projection  is  indicated. 

Material  and  methods 

It  is  the  consensus  in  burn  medicine  that  all  pa- 
tients burned  severely  enough  to  require  hospitali- 
zation should  receive  some  level  of  specialized  care.4  6 
Burn  treatment  is  considered  a discrete  medical 
specialty,  and  specialty  training  for  surgeons,  nurses, 
and  technicians  is  central  to  the  prevailing  concepts 
of  appropriate  care.4  Facilities  for  patients  with 
major  burns  are  generally  visualized  as  physical  units 
within  a hospital,  with  dedicated  beds,  space,  and 
equipment.  Another  level  of  care  for  patients  with 
wounds  of  more  moderate  severity  is  also  commonly 
described.  For  planning  purposes  in  New  York, 
these  levels  have  been  termed  “burn  centers”  and 
“specialized  burn  services,”  respectively.  Hospitals 
with  burn  centers  will  commonly  provide  both  in- 
tensive burn  care  and  specialized  burn  services.  This 
two-level  classification  closely  parallels  American 
Burn  Association  criteria  for  level  I and  level  II  fa- 
cilities,4 and  represents  a change  from  the  three  levels 
that  formerly  were  popularly  recognized.1,5 

Burn  injuries  which  result  in  admission  to  a hos- 
pital occur  in  Upstate  New  York  at  the  rate  of  27 
hospitalizations  per  100, 000  population  per  year. 
This  rate  is  derived  from  a two-year  survey  ( 1974  to 
1975)  of  all  patients  discharged  for  burns  from  all 
hospitals  in  the  57  counties  of  New  York  State,  ex- 
clusive of  New  York  City.7  Annually,  about  0,000 
pat  ients  are  hospitalized  for  burns  Upstate.  An  es- 


timated 2,000  additional  burn  patients  are  generated 
by  the  New  York  City  population. 

Within  the  State  considerable  geographic  vari- 
ability in  the  rate  of  occurrence  is  found.  The  lowest 
rate  occurred  in  the  Nassau-Suffolk  HSA  (health 
service  area);  the  highest  in  the  Northeastern  New 
York  HSA  (Fig.  1). 

Because  of  the  finding  in  the  1974  survey  that  the 
size  of  the  burn  wound  was  not  recorded  in  the  pa- 
tient records  of  two  thirds  of  the  patients,  a method 
for  estimating  wound  size  was  devised  and  utilized 
in  the  1975  survey.7  Statistical  tests  provide  confi- 
dence that  the  estimation  method  reasonably  well 
approximates  actual  wound  size.  The  mean  wound 
size  was  found  to  be  quite  small,  9 percent  of  the  body 
surface.  Half  of  the  hospitalized  burn  patients  had 
small  wounds  of  5 percent  of  the  body  surface  or  less. 
Only  about  4 percent  of  the  patients  had  large 
wounds  of  30  percent  of  the  body  surface  or  more. 

When  wound  area  is  considered  along  with  other 
determinants  of  severity,  including  depth  of  wound, 
patient  age,  and  anatomic  location,  estimates  of  the 
number  of  major  burn  patients  to  be  found  in  the 
population  may  be  developed  (Table  I).  According 
to  American  Burn  Association  criteria,  all  of  the  pa- 
tients in  group  1 of  Table  I would  be  considered 
major  burn  patients.  In  addition,  some  of  the  pa- 
tients described  in  group  2 would  also  be  considered 
major  burn  patients.  The  proportion  of  all  hospi- 
talized burn  patients  considered  as  having  major 
injuries  is,  therefore,  between  10  and  20  percent,  that 
is,  all  of  group  1 and  some  portion  of  group  2.  To 
facilitate  discussion,  the  midpoint  of  that  range,  15 
percent,  will  be  taken  as  the  proportion  of  all  burn 
patients  likely  to  be  considered  major  burn  victims. 
Major  burns  may,  therefore,  be  characterized  as  rare 
events.  Table  II  shows  that  only  about  750  of  these 
events  would  be  projected  annually  in  this  population 
of  18.5  million.  Burn  injuries  of  moderate  severity 
occur  about  six  times  as  frequently;  4,300  patients  per 
year. 

Patients  in  group  I of  Table  I had  an  average 
length  of  hospital  stay  of  36  days,  of  which  30  days 
were  estimated  to  be  in  acute  care  and  6 days  in 
convalescent  care.  The  patients  with  moderate  in- 
juries had  an  average  period  of  hospitalization  of  14 
days.  Knowing  the  frequency  of  hospitalization  for 
major  and  moderate  burn  injury,  and  knowing  the 
lengths  of  hospital  stay,  the  need  for  burn-treatment 
facilities  may  he  projected  with  more  accuracy  than 
previously. 

Projecting  the  number  of  burn-care  beds  needed 
for  a population  is  difficult,  compared  with  other 
diagnostic  categories,  owing  to  the  rarity  of  these 
events.  If  the  familiar  planning  model8  for  esti- 
mating bed  needs  for  general  care  facilities  is  used, 
there  will  be  very  many  instances  in  which  the  beds 
will  either  be  too  few  to  meet  demand  or  will  be 
empty.9 

In  the  general  care  model,  appropriate  for  large 
systems,  the  average  daily  patient  census  is  deter- 
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TABLE  I.  Wound  descriptions;  2,929  hospitalized  burn 
patients,  Upstate  New  York,  1975 


Group 

Description 

Number 

of 

Patients 

Percent 

1.  Large  burns 

Total  burn  larger  than 
25%  of  body  surface; 
larger  than  20%  in 
children  or  elderly;  full 
depth  burns  larger  than 
10%  of  body  surface,  any 
age 

306 

10.5 

2.  Burn  area 
smaller 
than  group 
1 

Full  depth  burns  to 
specialized  body  areas: 
face,  hands,  feet, 
perineum 

267 

9.1 

3.  Other 

All  other  burns 

2,356 

80.4 

TABLE  II.  Expected  number  of  hospitalized  burn 
patients  in  the  health  service  areas  of  New  York  State, 
by  severity,  based  on  1974-1975  survey 


Region 

Counties 

Major  Burn 
Patients 

Moderate 

Burn 

Patients 

Western  New  York 

8 

88 

501 

HSA 

Finger  Lakes  HSA 

9 

45 

255 

Central  New  York 

11 

63 

360 

HSA 

NY-Penn  HSA 

3* 

15 

83 

Northeastern  HSA 

17 

69 

391 

Hudson  Valley  HSA 

7 

74 

417 

New  York  City  HSA 

5 

319+ 

1,807+ 

Nassau-Suffolk  HSA 

2 

80 

455 

Entire  State 

62 

753 

4,269 

mined  and  then  divided  by  a desired  occupancy  rate, 
often  80  percent.  The  underlying  assumption  is  that 
average  occupancy  will  then  be  80  percent,  and  the 
excess  capacity  of  20  percent  will  be  sufficient  to  meet 
the  peak  load  generated  by  the  population.  In 
practice,  these  assumptions  reasonably  wTell  approach 
reality,  but  only  when  applied  to  common  events  in 
which  the  rate  of  arrival  for  service  tends  toward 
uniformity.  In  a small  system  the  pattern  of  arrivals 
is  very  erratic. 

The  more  appropriate  mathematical  formulation 
for  rare  events  is  queuing  theory,  the  same  method 
used  for  determining  the  numbers  of  checkout 
counters  needed  in  a supermarket,  or  fire  trucks  in 


* HSA  contains  four  Pennsylvania  counties  not  surveyed. 
f Estimate  based  on  assumed  incidence  rate  of  28.1  per  100,000  population 
per  year,  the  median  rate  of  the  Upstate  regions. 

a city.6  Queuing  theory  identifies  the  proportion  of 
instances  in  which  demand  for  a service  cannot  be 
met  because  the  facilities  are  fully  occupied.  As 
examples,  it  identifies  the  proportion  of  all  shoppers 
who  must  wait  on  queue  for  checkout,  the  proportion 
of  all  fire  alarms  sounded  at  times  when  the  fire 
trucks  are  already  in  service,  and  the  proportion  of 
all  major  burn  patients  who  arrive  at  a burn  facility 
at  times  when  the  intensive-care  burn  beds  are  al- 
ready fully  occupied  by  other  major  burn  patients. 

Table  III  compares  the  familiar  general-care  model 
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TABLE  III.  Comparison  of  general  care  model  and 
queuing  model;  intensive-care  burn  beds 


Expected 

Expected 

Occupancy 

Coverage 

(Percent) 

(Percent) 

General  Queu- 

General  Queu- 

Care 

ing 

Care 

ing 

Region 

Beds 

Model 

Model 

Model 

Model 

Western  New  York 

9 

80 

70 

100 

86 

Finger  Lakes 
Central 

5 

80 

61 

100 

83 

New  York 

6 

80 

69 

100 

79 

New  York-Pennsylvania 

2 

80 

45 

100 

78 

Northeastern  New  York 

7 

80 

68 

100 

84 

Hudson  Valley 

8 

80 

71 

100 

84 

New  York  City 

33 

80 

77 

100 

97 

Nassau-Suffolk 

8 

80 

70 

100 

85 

with  the  more  appropriate  queuing  model.  When 
the  general-care  model  is  used  to  determine  the 
number  of  intensive-care  burn  beds  needed  in  each 
region,  the  expectations  for  occupancy  and  “cover- 
age” the  ability  to  meet  the  peak  load,  are  seen  to  be 
very  different  from  the  more  accurate  estimate  of  the 
queuing  model.  Actual  performance  will  be  inferior 
to  that  predicted.  The  difference  is  due  to  the  erratic 
arrival  rate. 

An  elaboration  of  queuing  theory,  the  network 
model,  shows  that  occupancy  and  coverage  can  be 
optimized  if  prearranged  cooperation  agreements  for 
handling  overflow  exist  among  hospitals  participat- 
ing in  a network.9  The  simple  queuing  model  iden- 
tifies the  maximum  number  of  beds  needed;  the 
network  model  identifies  the  minimum.  Thus,  the 
endpoints  of  a range  of  decision  options  can  be 
known.  In  the  case  of  specialized  burn-service  beds 
for  patients  with  moderate  injuries,  overflow  patients 
may  be  accommodated  in  regular  medical-surgical 
beds,  so  the  simple  queuing  model  alone  can  ade- 
quately project  bed  needs.  Table  IV  gives  the 
maximum  and  minimum  numbers  of  intensive-care 
beds  and  the  projected  number  of  specialized  burn- 
service  beds  in  each  region  as  derived  by  these 
models. 

The  minimum  size  of  an  intensive-care  burn  unit, 
according  to  American  Burn  Association  criteria,  is 
six  beds.  These  planning  models  demonstrate  that 
the  usual  condition  in  a six-bed  unit  will  either  be 
overload  or  vacancy.  A comfortable  occupancy  will 
be  the  rare  exception  and,  therefore,  a better  mini- 
mum size  would  be  10  beds,  or  preferably  larger, 
whenever  demand  warrants.  Previously  it  had  been 
thought  that  for  specialized  burn  services  an  annual 
minimum  of  25  patients  would  be  needed  to  maintain 
the  skills  of  specialty-trained  staff.  Now,  with  the 
knowledge  that  patients  with  burn  injuries  of  mod- 
erate severity  have  a mean  length  of  hospital  stay  of 
14  days,  it  may  be  calculated  that  25  patients  annu- 
ally would  provide  an  average  daily  patient  census 
of  about  1 patient.  'Therefore,  a minimum  of  75 
patients  per  year,  yielding  an  average  daily  census  of 
3 patients,  seems  a better  minimum  standard. 

At  the  time  of  the  1972  report,  there  were  few 


TABLE  IV.  Need  for  burn-treatment  beds;  New  York 
State,  based  on  1974-1975  survey 


HSA 

Region 

Intensive  Care 
Beds 

Mini-  Maxi- 
mum mum 

Specialized 

Burn 

Service 

Beds 

Western  New  York 

7 

11 

22 

Finger  Lakes 

7 

7 

9 

Central  New  York  1 

14 

NY-Penn 

8* 

10* 

(New  York  counties)! 

4 

Northeastern  New  York 

6 

10 

16 

Hudson  Valley 

8 

10 

17 

New  York  City 

25 

32 

85 

Nassau-Suffoik 

11 

11 

19 

* Because  of  the  small  New  York  population  of  the  New  York-Pennsyl- 
vania  HSA,  it  was  combined  with  the  Central  New  York  HSA  for  this 
analysis.  Other  options  may  be  locally  preferred. 


hospitals  in  the  State  specifically  identified  as  burn 
facilities.  Today,  by  contrast,  in  many  of  the  States’ 
health-planning  regions  the  number  of  intensive-care 
burn  beds  available  for  major  burn  patients  closely 
approximates  the  number  projected  as  desirable  by 
the  planning  models.  The  current  situation  with 
respect  to  specialized  burn-service  beds  is  less  fa- 
vorable. Appendices  A and  B list  the  current  supply 
of  burn  treatment  facilities  in  each  planning  area, 
and  indicates  deficiencies.  The  hospitals  identified 
are  those  which  have  been  formally  designated  as 
burn  facilities  by  local  or  State  health-planning 
agencies.  In  some  areas  there  are  other  hospitals 
providing  services  equivalent  to  those  of  burn  facil- 
ities, but  which  have  not  requested  designation. 

Conclusion 

Accepting  the  consensus  of  the  field  of  burn 
medicine  that  all  patients  injured  severely  enough  to 
require  hospitalization  should  receive  some  level  of 
specialized  care,  and  observing  that  these  injuries  are 
rare  events,  the  recommendation  logically  follows 
that  burn  patients  in  New  York  State  should  be 
concentrated  in  a few  facilities.  In  a relatively  short 
time  considerable  progress  has  been  made  by  a 
number  of  hospitals  in  developing  their  specialty 
capability.  These  initiatives,  by  and  large,  have  been 
in  concert  with  State  plans,  which  are  developed  from 
epidemiologic  research  and  mathematical  planning 
models.  The  continuat  ion  of  this  natural  evolution 
toward  development  of  the  States’  burn-care  capa- 
bility should  be  encouraged.  Toward  that  end,  the 
States’  physicians  and  surgeons  should  be  aware  of 
t he  availability  and  the  specialized  capability  of  the 
burn  facilities,  and  make  appropriate  referrals.  'The 
medical  community,  and  particularly  the  local 
health-planning  agencies,  should  be  aware  of  the 
deficiencies  in  the  burn-treatment  network  and 
should  be  committed  to  fill  existing  local  needs. 

More  so  than  in  many  other  health  problems, 
representative  data  and  objective  tools  for  planning 
are  available  for  answering  questions  concerning  the 
demand  and  supply  of  burn-treatment  facilities. 
The  burn  injury  control  program  of  the  State  of  New 
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York  Department  of  Health  is  available  to  provide 
data  and  technical  assistance  to  aid  localities  in  de- 
veloping local  hum-treatment  networks. 
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Appendix  A.  Supply  of  intensive  care 
burn  beds,  New  York  State,  April,  1979 

Western  New  York  HSA 

The  10  intensive-care  burn  beds  in  the  new  Sheehan 
Memorial  Hospital  approximates  the  number  project- 
ed for  this  region  by  the  planning  models. 

Finger  Lakes  HSA 

The  nine  intensive-care  burn  beds  of  Strong  Memorial 
Hospital  are  more  than  adequate  to  meet  the  region’s 
needs  as  identified  by  the  planning  models. 

Central  New  York 

Six  intensive-care  burn  beds  are  presently  available  at 
Upstate  Medical  Center.  The  planning  models 
project  a need  for  two  to  four  additional  beds  in  this  re- 
gion. 

NY-Penn  HSA 

The  population  of  the  New'  York  counties  of  this  area  is 
too  small  to  warrant  a burn  center.  The  demand  gen- 
erated by  this  population  should  be  combined  with 
that  of  an  adjacent  area  for  purposes  of  burn-network 
planning. 

Northeastern  New  York  HSA 
The  nine  intensive-care  beds  in  an  expandable  burn 
unit  at  Albany  Medical  Center  approximates  the  num- 
ber projected  for  this  region  by  the  planning  models. 
Hudson  Valley  HSA 

Westchester  County  Medical  Center  has  a 10-bed  in- 
tensive-care  burn  unit  under  construction.  When 
complete,  the  regional  demand  projected  by  the  plan- 
ning models  will  be  met. 

New  York  City  HSA 

New  York  Hospital  presently  has  16  intensive-care 
beds  in  its  burn  center,  and  8 additional  intensive-care 
burn  beds  have  been  approved  for  construction.  The 
planning  models  indicate  that,  when  complete,  this 
supply  will  be  adequate  for  the  five  boroughs. 
Nassau-Suffolk  HSA 

Nassau  County  Medical  Center  has  10  intensive-care 
burn  beds  in  its  expandable  burn  center.  This  is  close 


to  the  number  projected  by  the  planning  models  as 
needed  by  this  region. 

Appendix  B.  Supply  of  specialized  burn- 
service  facilities,  New  York  State,  April,  1979 

Note:  Hospitals  with  specialized  burn  services  need 
not  necessarily  provide  physically  separate  units. 
Hence,  bed  capacity  is  variable.  Demand  and  supply 
is  therefore  expressed  in  numbers  of  facilities  rather 
than  the  numbers  of  beds.  Each  facility  should  serve 
a minimum  of  75  moderately  injured  burn  patients 
annually. 

Western  New  York  HSA 

Specialized  burn  services  are  presently  provided  by 
Sheehan  Memorial,  E.  J.  Meyer,  Millard  Fillmore,  and 
Childrens’  Hospitals.  The  planning  models  project  a 
need  for  two  or  three  additional  specialized  burn  ser- 
vices in  outlying  counties. 

Finger  Lakes  HSA 

Strong  Memorial  and  St.  Joseph’s  Hospital,  Elmira,  at 
present  provide  specialized  burn-service  facilities. 
Operating  as  a network,  these  two  hospitals  can  feasi- 
bly meet  the  burn-care  needs  of  this  region.  Alterna- 
tively, one  additional  specialized  burn-service  facility 
may  be  approved. 

Central  New  York  HSA 

In  addition  to  its  intensive  burn-care  unit,  Upstate 
Medical  Center  provides  specialized  burn-service  fa- 
cilities. A maximum  of  four  additional  specialized 
burn-service  facilities  for  this  region  is  projected  as 
needed  by  the  planning  methodology. 

NY-Penn  HSA 

A four-bed  specialized  burn  service  is  presently  avail- 
able at  Binghamton  General  Hospital.  This  number  is 
projected  as  adequate  for  the  moderately  injured  pa- 
tients of  the  three  New  York  counties. 

Northeastern  New  York  HSA 

Albany  Medical  Center  provides  specialized  burn  ser- 
vices. The  planning  model  projection  indicates  that  a 
maximum  of  four  specialized  burn-service  facilities 
may  be  approved  in  outlying  counties. 

Hudson  Valley  HSA: 

In  addition  to  Westchester  County  Medical  Center, 
the  planning  models  project  a need  for  a maximum  of 
four  specialized  burn-service  facilities. 

New  York  City  HSA 

Specialized  burn  services  are  available  at  New  York 
Hospital,  Jacobi  Hospital,  Kings  County,  and  Harlem 
Hospitals.  Operating  as  a network,  these  facilities  can 
serve  the  moderately  injured  patients  of  this  HSA  if 
each  has  an  average  capacity  of  450  patients  per  year. 
Alternatively,  additional  specialized  burn-service  fa- 
cilities may  be  approved. 

Nassau-Suffolk  HSA 

Specialized  burn  service  is  available  at  Nassau  County 
Medical  Center,  St.  Charles  Hospital  in  Port' Jefferson, 
and  Good  Samaritan  Hospital.  Operating  as  a net- 
work, it  is  feasible  that  these  facilities  could  meet  the 
needs  of  the  moderately  injured  patients  of  this  HSA. 
Alternatively,  a maximum  of  three  additional  special- 
ized burn-service  facilities  may  be  approved,  prefera- 
bly in  Suffolk  County  where  the  incidence  of  burn  in- 
juries is  higher. 
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Early  Medical 
Photography  in 
America  (1839-1883)* 

IV.  Early  net-plate  era 


STANLEY  B.  BURNS,  M.D.,  F.A.C.S. 

New  York,  New  York 

Associate  Attending  Surgeon,  Department  of  Ophthalmology, 
Manhattan  Eye.  Ear  & Throat  Hospital;  Adjunct  Ophthalmologist, 
Lenox  Hill  Hospital;  Member,  Department  of  the  History  of 
Medicine,  Albert  Einstein  College  of  Medicine  of  Yeshiva 
University;  and  President,  Medical  Archivists  of  New  York 

Part  I of  this  article  appeared  tin  the  April  Journal 
and  dealt  with  the  “History  of  Photographic  Pro- 
cesses.” The  development  of  the  camera  was  de- 
scribed, as  well  as  of  the  daguerreotype,  wet-plate 
collodion  photography,  ambrotype,  tintype,  cartes 
de  visite,  cabinet  card,  dry  plate,  and  stereograph. 
“Physicians  and  Early  Photography”  w'as  the  subject 
of  Part  II  in  May.  The  work  of  John  William  Draper, 
M.D.,  Paul  Beck  Goddard,  M.D.,  John  Locke,  M.D.. 
James  Mill  Bush,  M.D.,  and  Robert  Peter,  M.D., 
Oliver  Wendell  Holmes,  M.D.,  John  Towler,  M.D., 
and  others  was  noted,  comparing  their  findings  with 
those  of  European  physicians.  The  July  issue  in- 
cluded Part  III,  “The  Daguerrean  Era,”  describing 
how  physicians  took  and  used  daguerrean  images  for 
clinical  medical  purposes  from  the  1840s  onward. 
Early  images  are  found  in  medical  journals  and  mu- 
seums. They  were  used  for  medical  consultations, 
clinical  record  keeping,  publication,  and  illustration 
of  surgical  results.  European  usages  and  practi- 
tioners were  also  detailed,  and  the  contributions  of 
Hermann  Wolff  Berend,  M.D. 

American  medicine’s  romance  with  photography 
that  began  with  daguerrean  images  (1840-1850) 

Parts  of  this  report  were  presented  at  the  Fifth  Annual  Mid- 
V\  inter  Assembly,  American  Physicians  Fellowship,  Inc.,  Key 
Biscayne,  Florida,  February  26, 1979,  and  parts  at  the  American 
Association  for  the  History  of  Medicine  52nd  Annual  Meeting, 
May  3 and  4, 1979,  Pittsburgh,  Pennsylvania. 

* All  photographs,  unless  otherwise  indicated,  are  the  personal 
property  of  Dr.  Burns.  Permission  to  reproduce  any  of  the  pho- 
tographs or  other  illustrations  appearing  in  this  article  must  be 
obtained  in  writing  from  the  institutions  or  parties  owning  the 
images. 


continued  more  actively  and  seriously  in  the 
post  daguerrean  era  with  the  advent  of  the  wet-plate 
collodion  process.  American  physicians  used  pho- 
tography increasingly  in  new  and  varied  medical 
endeavors. 

Presented  in  this  part  will  be  a continuation  of  the 
discussion  of  early  clinical  photography  along  with 
examples  of  clinical  ambrotypes,  tintypes,  cartes  de 
visite,  and  stereoviews.  Also  included  in  this  part 
will  be  documentation  of  the  use  of  photography  in 
the  wet -plate  era  by  three  photographically  innova- 
tive physicians:  Ransford  E.  Van  Gieson,  M.I).,  who 
made  further  advances  in  the  field  of  photomicrog- 
raphy; George  Jackson  Fisher,  M.D.,  who  used  pho- 
tography as  a research  aid  in  the  study  of  abnormal 
fetal  development;  and  Gurdon  Buck,  M.D.,  who 
used  photography  extensively  to  photograph  his 
plastic  surgery  cases. 

The  history  of  early  psychiatric  photography,  Civil 
War  medical  photography,  American  medical  books 
with  tipped-in  photographs,  and  early  medical 
drvplate  photographs  will  be  presented  in  subse- 
quent articles. 

Photography  in  the  1850s 

The  1850s  was  a decade  of  revolutionary  changes 
in  the  photographic  world.  In  America,  the  da- 
guerreotype continued  to  be  used  throughout  the 
decade  and  was  particularly  popular  with  physicians 
because  of  its  extreme  degree  of  clarity  and  detail. 

Wet -plate  or  collodion  negative  process  photog- 
raphy was  perfected  by  1852  and  soon  developed  into 
various  forms  of  photographs. + By  1854  the  am- 
brotype, a photograph  on  glass,  had  been  invented, 
and  in  1856  the  tintype,  a photograph  on  a thin  sheet 
of  iron,  was  perfected.  Paper  prints  by  the  wet-plate 
process  were  being  made  in  large  format  sizes  by  1860 
at  all  the  important  galleries.  The  carte  de  visite,  a 
paper  photographic  print  2lU  by  3V2  inches,  became 
the  “rage”  in  America  in  the  late  1850s  because  it  was 
cheap  and  easily  made  with  the  new  multilens  cam- 
eras. Inexpensive  paper  print  stereoviews  also  be- 
came popular  in  the  late  1850s,  with  photographers 
documenting  almost  every  aspect  of  American  life 
and  then  offering  these  views  for  sale  to  the  public. 
By  1860  the  physician  thus  had  a large  choice  of 
photographic  formats  in  which  to  document  his  pa- 
tients. 

Clinical  ambrotypes 

Clinical  ambrotypes,  unlike  most  other  forms  of 

t The  reader  is  referred  to  Part  I,  April,  1979,  for  a more  detailed 
description  of  these  photographic  processes  and  forms. 


November  1979/New  York  State  Journal  of  Medicine  1931 


FIGURE  1.  Ambrotype,  circa  1863.  Huge  syphilitic  aortic 
aneurysm,  a disease  now  long-since  conquered.  Instanta- 
neous death  occurred  when  aneurysm  spontaneously  burst. 
Note  apprehensive  look  on  unfortunate  patient's  face.  Un- 
published. (Courtesy  Warren  Anatomical  Museum) 


photography,  are  easily  dated  since  their  process  was 
used  essentially  for  only  a ten-year  period,  1854  to 
1864,  with  their  popularity  peaking  between  1856  and 
1860.  Amhrotypes,  by  total  numbers  produced,  are 
less  common  than  daguerreotypes  because  they  were 
truly  popular  for  a much  shorter  period  of  time. 
Although  fewer  amhrotypes  were  produced,  in  gen- 
eral, medical  as  well  as  all  other  types  of  collectible 
images  are  rarer  in  the  daguerreotype  process  and  are 
more  available  in  the  ambrotype.  The  Warren  An- 
atomical Museum  has  nine  amhrotypes  extant  in  its 
collection,  as  do  several  other  archival  institutes  (Fig. 
1). 

Clinical  tintypes 

The  tintype,  popular  in  America,  and  rarely  used 
in  Europe  before  1 870,  was  never  used  by  any  of  the 
important  gallery  photographers  and  was  relegated 
mainly  to  the  smaller,  inexpensive  galleries  and  itin- 
erant photographers.  However,  individual  physi- 
cians found  it  easy  to  hire  a local  or  itinerant  pho- 
tographer, and  so  significant  numbers  of  clinical 
photographs  were  taken  in  this  medium  (Fig.  2). 

Clinical  cartes  de  visite 

The  development  of  the  multilens  camera  to  take 


FIGURE  2.  Spina  bifida,  tintype  half-plate,  circa  1865,  from 
collection  of  George  Jackson  Fisher,  M.D.  Spina  bifida  is 
limited  defect  in  spinal  column  through  which  spinal  mem- 
branes with  or  without  spinal  cord  protrude.  Dr.  Fisher,  in- 
terested in  infant  anomalies  of  all  sorts,  collected  images  to 
study  such  defects.  Photo  taken  with  aesthetics  and  stan- 
dards of  1860s  as  opposed  to  modern  photo  concentrating 
on  subject.  Unpublished.  (Courtesy  Medical  Research  Li- 
brary of  Brooklyn) 


cartes  de  visite  allowed  the  physician  to  more  easily 
take  multiple  views  of  his  subjects.  During  the  Civil 
War  the  Army  used  this  medium  to  document  its 
wounded,  and  this  format  was  especially  popular  in 
the  smaller  army  hospitals,  as  will  be  discussed  in 
Part  VI.  The  great  advantage  of  the  carte  de  visite 
was  that  innumerable  inexpensive  copies  could  be 
made  from  one  negative.  By  1870  the  carte  de  visite, 
however,  was  eclipsed  by  the  larger-format  paper 
photograph,  5 by  7 inches  and  larger,  for  most  med- 
ical work.  The  cabinet  card  which  was  the  most 
popular  size  photograph  of  the  1870s  was  rarely  used 
for  clinical  pictures.  Clinical  cartes  de  visite  are 
more  available  than  any  other  previous  forms  of 
clinical  photograph.  The  Warren  Anatomical  Mu- 
seum’s catalogue  of  1870  lists  approximately  45  paper 
photographs,  about  one  half  of  which  are  cartes  de 
visite  (Figs.  3 and  4).1 


Clinical  stereoviews 

Although  one  of  the  most  popular  photographic 
formats  of  the  late  1850s  and  1860s,  stereoviews  were 
rarely  used  by  American  physicians  for  clinical  pur- 


1932  New  York  State  Journal  of  Medicine/November  1979 


FIGURE  3.  Orthopedic  deformity  corrected,  carte  de  visite 
circa  1865,  case  of  Henry  J.  Bigelow,  M.D.,  at  Massachusetts 
General  Hospital,  showing  pre-  and  postoperative  views  of 
leg  straightened  after  being  deformed  by  mal-united  fracture 
(courtesy  Warren  Anatomical  Museum). 


poses  in  this  era.*  Oliver  Wendel  Holmes,  M.D.,  a 
proponent  of  stereophotography,  supposedly  used 
this  medium  for  anatomic  studies  in  the  1860s,  and 
purportedly  several  of  these  views  are  extant  in  pri- 
vate collections  and  in  medical  archives.  The  main 
body  of  extant  1860-era  medical  stereoviews  relate 
to  documentary  photography.  Represented  are 
views  of  medical  schools,  physicians,  and  Civil  War 
events,  including  operations  (Fig.  5).  The  most 
common  medical  views  are  those  related  to  docu- 
menting the  Civil  War  and  taken  for  general  distri- 
bution by  Brady,  Sullivan,  and  others. 

* In  America,  in  the  early  1900s,  numerous  sets  of  stereoviews 
on  clinical  subjects  were  produced  by  the  chromolithographic  and 
other  modern  processes.  These  views  are  extremely  common  and 
are  not  to  be  confused  with  the  scarcer  and  earlier  images.  The 
earlier  views  can  he  distinguished  by  the  sepia-colored  photograph 
and  the  type  and  color  of  the  mounting  card. 


FIGURE  4.  Cartes  de  visite.  (A)  Ischiopagus  dipygus  (double  nates),  circa  1867.  This  form  of  malformation  consists 
of  a well  developed  body,  with  one  compound  or  two  distinct  supernumerary  pelvic  extremities  attached  to  the  pubes,  or 
engrafted  by  the  insertion  of  a rudimentary  pelvis,  between  the  symphysis  pubis  of  the  principal  body.  Two  later  sets  of  genitals 
(are  present)."1  John  Babtista  dos  Santos  of  Faro,  Portugal,  was  unusual  living  example  of  abortive  attempt  to  form  twins. 
He  made  living,  as  have  other  such  medical  curiosities,  by  being  exhibited  in  side  shows.  He  was  thought  medically  unique 
since  he  had  equally  functioning  external  genitalia.  When  he  walked  he  carried  extra  extremity  folded  and  strapped  to  right 
thigh  and  appeared  almost  normal.  His  case  described  in  medical  journals  in  London  in  1846  and  1865.  Fisher1  described 
him  in  1866.  (B)  Monster,  carte  de  visite,  circa  1865,  diploteratology  collection  George  Jackson  Fisher,  M.D.  This  photo 
of  autopsied  infant  shows  abortive  attempt  to  form  twins,  resulting  in  fairly  well-formed  single  body,  but  with  fusion  of  head, 
resulting  in  start  of  development  of  double  face  with  only  two  eyes.  (Courtesy  Medical  Research  Library  of  Brooklyn) 


November  1979/New  York  State  Journal  of  Medicine  1933 


FIGURE  5.  Civil  War  operation,  rare  stereoview,  taken 
at  Fortress  Monroe,  of  arm  amputation  about  to  begin.  One 
of  earliest  known  views  of  actual  operation;  patient  anes- 
thetized (notice  assistant’s  hand,  near  patient’s  face,  with 
cloth  in  it).  Surgeons  ready,  one  with  amputation  knife,  other 
with  saw.  Unusual  uniforms— turban,  fez — indicate  “Zuave” 
units.  This  remarkable  photograph  documents  mid-nine- 
teenth century  American  surgical  concepts.  This  view  not 
published  war  photograph  but  picture  taken  for  private  phy- 
sician or  Army  medical  museum  use  (courtesy  Edward  G. 
Miner  Library,  University  of  Rochester  School  of  Medicine 
and  Dentistry). 

First  American  article  on  photography 

Ransford  E.  Van  Gieson,  M.D.,  of  New  York  City, 
wrote  the  first  known  article  to  be  printed  in  America 
on  medical  photography:  “The  Application  of  Pho- 
tography to  Medical  Science,  including  a Direct 
Process  to  Photograph  the  Microscopic  Field.”2  At 
the  very  beginning  of  his  article,  Van  Gieson  dem- 
onstrates an  understanding  of  the  impact  photog- 
raphy was  to  have  on  medical  science  and  indicates 
that  photography  was  not  as  widely  used  as  it  should 
have  been  and  advises:  “To  the  practical  demon- 
strator, photography  is  invaluable.  By  it  he  can  se- 
cure accurate  representations  of  anatomical  speci- 
mens . . . the  pathologist  can  fix  upon  paper  the  most 
rare  and  curious  specimens  of  disease  . . . the  surgeon 
. . . enabled  to  present  the  exact  appearance  of  the 
deformity  in  any  given  fracture,  dislocation,  or  any 
external  surgical  lesion  whatever  ....  Advantage 
. . . from  the  establishment  of  photographic  depart- 
ments (in  hospitals)  . . . can  scarcely  be  over  esti- 
mated . . . (cases  of)  skin  diseases  would  . . . form  a 
valuable  series  of  photographic  plates.”3 

The  main  thrust  of  Dr.  Van  Gieson’s  article,  how- 
ever, is  the  use  of  the  camera  in  con  junction  with  the 
microscope;  it  is  in  the  area  of  microscopy  that  pho- 
tography is  most  necessary,  for  “an  exact  and  perfect 
representation  of  the  field”  must  be  secured,  and  it 
is  impossible  to  do  this  by  any  other  known  means. 
He  presents  for  the  practitioner  a detailed  method 
on  how  to  take  photomicrographs,  including  di- 
agrams on  the  apparatus  needed  and  instructions  on 
how  to  put  it  together,  as  well  as  a full  discussion  on 
how  to  take  and  develop  the  picture. 

Van  Gieson  documents  American  leadership  in 
photomicrography  when  he  states  that  “attempts 
have  been  made,  both  in  France  and  England  to  se- 
cure this  object,  but  we  are  not  aware  that  any  prac- 
tical method  has  ever  been  presented  to  the  public.” 


This  is  confirmed  when  he  comments  about  a review 
of  “on^  of  the  latest  works  on  the  microscope,” 
Beale’s4  book  The  Application  of  the  Microscope  to 
Practical  Medicine*  in  which  the  reviewer  notes 
that  the  woodcuts  “observed  and  drawn  by  the  au- 
thor himself  (is)  the  quality  which  . . . renders  this 
book  of  great  value.”  The  preceding,  notwith- 
standing, it  is  obvious  to  Dr.  Van  Gieson  that  “if 
microscopical  photography  (had)  made  such  progress 
in  England  . . . Dr.  Beale  would  certainly  have  availed 
himself  of  the  advantage  which  it  possesses  over  the 
tedious  manipulation  with  the  camera  lucida,”5  for 
with  photography  much  time  is  saved,  artistic  ability 
is  not  needed,  and  accuracy  is  vastly  improved. 

It  is  interesting  that  Van  Gieson5  ends  his  article 
with  a critique  of  Dr.  Donne’s  “photo-electric  mi- 
croscope” stating  that  besides  the  complexity  and 
expense  of  the  apparatus,  the  images  (daguerre- 
otypes) must  be  copied  and  “cannot  be  fixed  directly 
on  wood  or  stone  ready  for  the  engraver  . . . M. 
Donne’s  method,  then,  is  not  one  by  photography,  as 
this  term  is  ‘now’  understood  (printing  and  multi- 
plying pictures  from  a collodion  negative)  but  simply 
photography  by  the  primitive  and  long  known  pro- 
cess.”6 

By  the  end  of  the  Civil  War,  America’s  advances 
in  photomicrography  made  it  the  recognized  world 
leader  in  this  photographic  field,  and  Dr.  Van  Gie- 
son’s article  was  to  be  the  beginning  of  voluminous 
literature  on  this  subject. 

George  Jackson  Fisher,  M.D. 

The  work  of  George  Jackson  Fisher,  M.D. 
(1825-1893)  is  particularly  interesting  from  a pho- 
tohistorical  point  of  view.  Dr.  Jackson,  who  prac- 
ticed in  Sing  Sing  (later  Ossining),  New  York,  in  the 
mid-nineteenth  century,  was  a surgeon  and  noted 
bibliophile,  as  well  as  an  authority  on  teratology,  the 
study  of  monsters,  and  specifically  an  expert  on  dip- 
loteratology,  a term  he  coined  for  the  study  of  com- 
pound monsters.  During  the  years  1865  to  1868 
Fisher7  wrote  a series  of  articles  on  “Diploteratology.” 
This  was  the  first  comprehensive  systematic  English 
language  treatise  on  the  subject.  Until  then,  as 
Fisher  noted,  “the  history  of  monsters  . . . consisted 
chiefly  of  marvelous  tales,  inaccurate  descriptions, 
and  absurd  and  superstitious  prejudices.”8  Medical 
men  at  that  time,  if  they  had  such  a case,  indubitably 
thought  it  “remarkably  rare,  if  not  a unique  occur- 
rence.”9 

It  was  “the  defective  manner  in  which  cases  of 
monstrosities  are  usually  reported”  that  prompted 
Fisher10  to  write  his  monograph.  Dr.  Fisher  hoped 
to  aid  in  the  presentation  of  future  reports  of  cases, 
for  he  realized  that  the  study  of  both  the  normal  and 
abnormal  would  be  of  interest  and  importance  in  the 
fields  of  obstetrics,  embryology,  physiology,  and 
anatomy.  Fisher,  in  his  work,  reviews  all  the  prior 

* Dr.  Beale  in  his  1868  text,  which  has  a photographic  frontpiece, 
noted  American  superiority  in  the  field  of  photomicrography. 
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FIGURE  6.  Double  monster,  cephalothoracopagus,  ambrotypes,  sixth  plates,  from  George  Jackson  Fisher,  M.D.,  diplo- 
teratology  collection.  (A)  Front  and  (B)  back  views  of  compound  twin  demonstrating  anomaly  of  fused  thorax  and  single 
compound  head  and  neck,  having  externally  four  ears  but  with  single  well-developed  face,  one  of  rarer  malformations,  un- 
published (courtesy  Medical  Research  Library  of  Brooklyn). 


written  works,  then  known,  on  the  subject.  He  next 
presents  his  comprehensive  classification  of  com- 
pound monsters  based  on  all  the  descriptions  of 
cases,  the  latest  embryologic  investigations,  and  his 
own  collected  data.  It  is  regarding  this  last  point 
that  photography  enters. 

Starting  in  the  mid  1850s,  Dr.  Fisher  photographed 
cases  of  human  monstrosities  and  deformities  re- 
ferred to  him.  Other  physicians  sent  him  pictures 
along  with  descriptions  of  their  own  cases.  By  using 
photographs,  he  was  more  easily  able  to  accumulate 
a large  number  of  specimens  which  he  could  at  least 
examine  externally  and  categorize  accurately.  En- 
gravings copied  from  some  of  his  photographs  -were 
published  with  his  monograph.  Dr.  Fisher's  collec- 
tion of  images,  comprised  of  ambrotypes  (Fig.  6), 
tintypes  (Fig.  2),  and  cartes  de  visite  (Fig.  4)  were 
preserved  along  with  his  personal  correspondence 
and  research  papers  at  the  Kings  County  Medical 
Society  in  Brooklyn.  The  cartes  de  visite,  which 
dominate  the  photographic  collection,  are  contained 
in  an  album  and  picture  numerous  examples  of 
compound  monsters.  (They  will  be  described  in 
more  detail  in  a future  publication.) 

The  discovery  of  Dr.  Fisher’s  photographs  is  im- 
portant to  photohistorical  research  not  only  for  the 


photographic  value  but  also  as  it  further  documents 
to  the  fact  that  photographs  may  not  be  separately 
catalogued.  When  originally  found  the  only  library 
entry  read:  “collected  papers  of . . . — ” thus  making 
it  impossible  to  know  that  images  were  in  the  col- 
lection. 

It  is  hoped  that  in  the  future  other  researchers 
going  through  catalogued  physicians’  papers  will 
discover  medical  photographic  treasure  troves  such 
as  that  of  Dr.  Fisher. 

Gurdon  Buck,  M.D. 

Gurdon  Buck,  M.D.  (1807-1877),  noted  New  York 
surgeon,  received  his  degree  from  the  College  of 
Physicians  and  Surgeons  (Columbia)  in  1830.  After 
studying  in  Europe,  he  returned  to  New  York  in  1837 
and  was  appointed  visiting  surgeon  to  the  New  York 
Hospital  where  his  major  work  was  accomplished. 

Dr.  Buck  is  associated  eponymically  with  three 
discoveries  in  medicine. 

1.  Buck’s  operation:  an  operation  to  straighten 
an  anchylosed  leg  (knee  joint).  Excision  of  the 
patella  and  the  ends  of  the  femur  and  tibia. 
Described  in  1845. 

2.  Buck’s  fascia:  in  anatomy  the  continuation  of 
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FIGURE  7.  Harelip  deformity,  large  format,  wet-plate  photograph  (A)  Pre-  and  (B)  postoperative  views  of  one  of  Gurdon 
Buck,  M.D.'s  chelioplastic  harelip  repairs.  Engravings  of  some  of  these  images  appeared  in  his  reparative  surgery  text.12 
Photograph  probably  unpublished  (courtesy  Blair  Rogers,  M.D.,  and  Jerome  P.  Webster  Collection,  Health  Sciences  Library 
of  Columbia  University). 


Colles’  fascia  on  the  penis.  Described  in 
1848. 

3.  Buck’s  extension:  used  in  treatment  of  a 

fractured  arm  or  leg;  the  extension  of  the  in- 
jured extremity  by  adhesive  weights.  De- 
scribed in  1861. 

Besides  these  three  eponymic  items  for  which 
Buck  is  at  present  known,  he  contributed  over  90 
reports  to  the  literature,  mostly  in  the  field  of  or- 
thopedics and  plastic-reconstructive  surgery.11 

Although  usually  remembered  today  as  having 
been  an  orthopedic  surgeon,  Dr.  Buck  was,  addi- 
tionally, one  of  the  leading  plastic  and  reconstructive 
surgeons  of  his  day  (Fig.  7).  During  the  Civil  War  Dr. 
Buck,  as  a member  of  the  U.S.  Sanitary  Commission, 
to  be  discussed  in  Bart  VI,  had  the  opportunity  to 
repair  and  formulate  treatment  for  some  of  the  most 
hideous  of  facial  war  wounds.12  The  advances  in 
plastic-reconstructive  techniques  made  as  a result 
of  Dr.  Buck’s  work  were  some  of  the  few  medical 
achievements  of  the  Civil  War  (Fig.  8). 

In  1876  Buck11*  wrote  the  first  American  text  on 
plastic  reparative  surgery.  This  text  contained  cases 
both  from  his  private  practice  and  of  Civil  War  in- 


jured, illustrated  by  engravings  made  from  actual 
photographs.  Dr.  Buck  photographed  his  plastic 
surgery  cases  pre-  and  postoperatively  much  as  we 
do  today  to  show  surgical  results;  he  made  his  pho- 
tographs available  to  anyone  wishing  to  consult  them 
and  for  that  purpose  made  duplicate  albums,  each 
containing  a full  set  of  photographs  from  which  the 
engravings  for  his  book  were  made.  One  album  is 
deposited  in  the  U.S.  Army  Medical  Museum,  the 
other  at  the  Pathological  Museum  of  the  New  York 
Hospital.*  These  volumes  represent  the  most 
complete  and  earliest  extant  collection  of  a plastic 
surgeon. 

First  clinical  photograph 

In  Part  III  of  this  report,  it  was  stated  that  1848 
was  the  earliest  year  daguerreotypes  were  taken  from 
which  engravings  or  woodcuts  could  be  found  in 
journals.  It  was  also  stated  that  further  detailed 
research  in  journals  would  be  necessary  to  see  exactly 
how  early  such  images  were  taken;  I believed  medical 
daguerreotypes  were  taken  even  earlier. 

While  doing  research  on  Dr.  Buck,  it  was  discov- 
ered that  he  used  the  daguerreotype  in  April  of  1845 
* This  album  is  presently  in  the  Webster  collection  at  the  Health 
Sciences  Library  of  Columbia  University. 
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FIGURE  8.  Reconstructive  surgery  of  face,  by  Gurdon  Buck,  M.D.  Pvt.  Elbert  Hewitt,  Company  C.,  6th  Vermont,  incurred 
shell  wound  of  cheek  and  mouth  with  fracture  of  mandible  on  September  19,  1864.  (A)  Wound  healed  with  much  scarring; 
patient  salivated  and  "whisteled."  (B)  After  several  operations,  patient  able  to  function,  but  refused  further  reconstructive 
work  to  improve  appearance  (courtesy  Blair  Rogers,  M.D.,  and  Jerome  P.  Webster  Collection,  Health  Sciences  Library  of 
Columbia  University). 


to  record  the  postoperative  appearance  of  a patient 
“three  days  before  discharge”  from  New  York  Hos- 
pital.14 A woodcut  from  the  daguerreotype  was 
published  in  the  American  Journal  of  the  Medical 
Sciences.*  This  case  report  is  a medical  classic, 
describing  “Buck’s  operation,”  the  operation  to 
straighten  an  anchylosed  leg  (Fig.  9). 

This  clinical  use  of  the  daguerreotype  appeared 
only  six  years  after  the  daguerreotype  was  introduced 
to  the  world.  The  engraving  represents  the  first 
known  published  illustration  from  any  type  of 
medical  photograph.4  Dr.  Buck  thus  took  one  of  the 
first  known  clinical  photographs. 

In  summation,  Dr.  Buck  is  important  to  photo- 
historians in  that  he  routinely  used  photography  of 
his  patients  pre-  and  postoperatively,  published  the 
most  important  American  plastic  surgery  text  of  its 
time  and  illustrated  it  with  engravings  of  these 
photographs,  and,  in  addition,  in  1845,  probably  took 
the  first  clinical  daguerreotype.** 

* Since  I did  not  find  this  image  in  my  prior  review  of  journals, 
I returned  to  the  New  York  Academy  of  Medicine  and  found  that 
this  volume  for  1845  is  missing  from  their  collection. 

+ Cours  de  Microscopie,  described  in  other  parts  of  this  report, 
was  published  in  1845. 

**  Blair  Rogers,  M.D.,  plastic  surgeon  and  medical  historian, 
is  at  present  preparing  a detailed  study  on  Dr.  Buck’s  work. 


Summary 

In  this  section  the  presentation  of  the  early  pho- 
tographic processes,  per  se,  is  concluded.  It  is  im- 
portant to  note  that  prior  to  this  series  of  articles 
there  had  been  no  published  photographs  of  clinical 
daguerreotypes,  ambrotypes,  or  tintypes  (the  hard 
images).  It  is  also  the  first  time  that  the  application 
of  photography  as  related  to  the  work  of  the  Doctors 
Bigelow, +t  Gilbert, +t  Van  Gieson,  Fisher,  and  Buck 
has  been  discussed  in  any  medical  photohistorical 
writing.  These  were  men,  forgotten  in  the  annals  of 
medical  photographic  history  until  now,  who  very 
early  appreciated  and  used  photography  to  enhance 
their  own  work  and  thereby  laid  the  groundwork  for 
American  leadership  in  many  areas  of  medical  pho- 
tography. 

Forthcoming 

As  a result  of  the  interest  shown  thus  far  in  this 
series  and  the  depth  of  information  available,  further 
material  will  be  covered  in  three  subsequent  parts. 

Part  V will  contain  the  history  of  early  psychiatric 
photography  including  the  use  of  photographs  as 

tf  See  Part  III,  July,  1979. 
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Fig.  3 * 


FIGURE  9.  First  clinical  photograph,  1845.  This  engraving 
made  from  daguerreotype  taken  in  April,  1845,  by  or  for 
Gurdon  Buck,  M.D.,  published  in  American  Journal  of  Medical 
Science,  October,  1845. 13  Depicts  first  patient  to  undergo 
“Buck’s  operation,"  straightening  leg  permanently  anchy- 
losed  at  right  angle  at  knee.  Dr.  Buck  made  important  con- 
tribution to  orthopedic  surgery  with  description  of  this  oper- 
ation; he  also  may  have  inadvertently  started  clinical  pho- 
tography with  this  picture.  Location  of  daguerreotype  not 
known. 

clinical  records,  for  diagnostic  purposes,  and  to  show 
the  results  of  psychiatric  treatment,  as  well  as  an 
examination  of  photography  as  part  of  a psychiatric 


treatment  program.  Part  VI  will  contain  a discus- 
sion of  Civil  War  medical  photography.  In  conclu- 
sion, Part  VII  will  examine  American  medical  books 
with  tipped-in  photographs  and  present  some  in- 
teresting early  dry-plate  medical  pictures. 
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Twin  Engineering  Devices, 
to  Reduce  Massive  Lymphedema, 
and  Maintain  the  Reduction. 
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both  pressure  and  time  cycles. 
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Support.  These  supports  are  custom- 
made  to  your  prescription  and  the 
patient's  individual  measurements 
(photo  2).  You  may  prescribe  exact 
counterpressures.  "In-Patient"  orders 
will  be  given  special  attention 
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No  dogmas  can  suppress  the  obvious  facts  and  no 
old  traditions  stifle  the  work  of  nature  because  noth- 
ing is  more  ancient  and  of  greater  authority  than  na- 
ture itself.-  - William  Harvey 

New  discoveries  can  only  be  made  by  following 
out  old  tracks. — Hippocrates 

The  seventeenth  century  dawned  with  a confla- 
gration, and  to  the  end  of  the  century  there  was  no 
abatement  of  unrest  and  violence.  Giordano  Bruno 
(1548  to  1600)  was  burned  at  the  stake  in  Rome  for 
insisting  that  every  object  in  the  cosmos  goes  round 
in  a circle.  Humiliated  Galileo  (1564  to  1642)  re- 
canted on  his  knees  before  pitiless  inquisitors  for 
Copernican  thoughts.  A sanguinary  “Thirty  Years 
War”  ended  with  Germany  in  shambles;  civil  war  in 
England  (1642  to  1646)  left  Cromwell  a transient 
victor  and  Charles  I without  his  head  (1649). 

Concept  of  motion 

The  seventeenth  century,  nonetheless,  was  re- 
markable for  dynamic  thinking  and  new  concepts  of 
motion.  It  pervaded  every  field  of  endeavor:  liter- 
ature, art,  philosophy,  science,  and  medicine.  Its 
direction  was  already  evident  by  the  middle  of  the 
sixteenth  century.  Huge  empires  were  sacked  and 
overthrown  by  Cortes  (Aztec)  and  Pizzaro  (Inca); 
sailing  ships  plowed  the  seas  for  trade  and  commerce, 
delivered  colonists  to  the  New  World,  and  sometimes 
plundered  enemy  vessels  for  the  treasures  they  car- 
ried. Rapid  technologic  advance  set  in  motion  a new 
economic  era  of  capitalism  that  followed  feudalism, 
and  the  baroque  era  that  followed  the  renaissance. 
The  concept  of  motion  pervaded  scientific  thinking. 
Rene  Descartes  1 1596  to  1650)  explained  all  activities 


of  the  organism  as  a form  of  motion;  Isaac  Newton 
(1642  to  1727)  declared  that  gravity  and  not  God 
keeps  planets  moving  in  their  paths;  and  William 
Harvey,  M.D.  (1578  to  1657),  proved  that  blood  is 
impelled  in  a circle  throughout  the  body.  In  this 
essay  I will  describe  some  dependence  factors  in  the 
evolution  of  the  discovery  of  circulation  of  the 
blood. 

Ancient  Greeks  ponder  heart  and  vessels 

The  earliest  threads  that  led  to  Harvey’s  discovery 
were  spun  by  those  meritorious  Greeks  who  started 
Western  medicine. 

Praxagoras  (B.C.  fourth  century)  differentiated 
arteries  from  veins;  he  suspected  a link  between  pulse 
and  heart  beat,  a fact  ancient  Egypt  had  known 
(Ebers  Papyrus  B.C.  1350). 

Aristotle  (B.C.  384  to  322),  who  watched  devel- 
opment of  the  chick  in  incubating  eggs,  saw  that  a 
pulsating  spot  of  blood  first  appeared.  His  obser- 
vations led  him  to  deduce  that:  the  heart  is  the  seat 
of  life;  it  has  three  ventricles;  it  is  the  so"rce  of  vital 
heat;  it  forms  blood;  is  cooled  by  phlegm  secreted  by 
the  brain;  and  the  left  side  of  the  heart  and  arteries 
contain  air. 

Two  eminent  Greek  physicians  practiced  in  Al- 
exandria: (1)  Herophilus  (B.C.  third  century)  was 
the  first  to  dissect  a human  cadaver.  He  noted  that 
arteries  are  thicker  than  veins,  are  filled  with  blood 
in  life,  and  are  empty  in  death.  He  concluded  that 
arteries  receive  blood  and  pulsations  from  the  heart. 
(2)  Erasistratos  (B.C.  310  to  240)  described  heart 
valves.  He  thought  there  was  air  in  the  aorta  and 
blood  in  veins  in  a corpse,  and  correctly  observed  that 
blood  spurted  from  a severed  artery  in  life.  His 
scheme  of  cardiovascular  physiology  was  logical  for 
his  time.  He  proposed  that  blood  and  veins  are 
formed  by  the  liver,  and  blood  flows  back  and  forth 
in  the  veins,  thereby  supplying  nutriment  to  the 
body.  Vital  spirit,  made  in  the  left  side  of  the  heart 
from  air  brought  by  pulmonary  veins  from  the  lung, 
is  distributed  by  arteries.  The  vital  spirit  received 
by  the  brain  is  converted  to  animal  spirit  and  passes 
through  nerves,  which  are  hollow,  and  influence 
motion  and  sensation.  The  residuum  of  this  process, 
phlegm,  is  disposed  of  through  nose  and  mouth. 

Galen  (138  to  201)  was  the  greatest  of  Hellenic 
physicians;  he  practiced  in  Rome,  center  of  the 
medical  world  after  the  fall  of  Corinth  (B.C.  146). 
His  writings  ruled  for  1,500  years  despite  Henri  de 
Mondeville  (circa  1315)  who  protested,  “God  did  not 
exhaust  all  his  powers  in  making  Galen,”  and  J.  B. 
van  Helmont,  M.D.  (1578  to  1644),  who  declared 
Galen’s  writings  unfit  for  Christian  consumption. 
Rome’s  belief  in  resurrection  restricted  Galen  to 
animal  dissection.  He  described  a heart  of  two 
ventricles  separated  by  a porous  septum,  the  valves 
of  the  heart,  and  large  arteries.  Like  Erasistratos, 
he  punctured  an  artery  and  found  that  it  spurted 
blood  and  not  air  as  was  claimed  by  Aristotle.  His 
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view  of  physiology,  derived  from  ancient  Greek 
medicine  and  Erasistratos,  conceived  blood,  air,  heat, 
and  nutriment  as  essentials  to  life.  For  their  dis- 
tribution. Galen  predicated  a venous  and  arterial 
system  of  blood  flow  linked  by  a porous  septum  and 
anastomosis  in  the  lungs.  Venous  blood  was  formed 
in  the  liver  from  food  (white  chyle)  that  was  absorbed 
from  the  intestine  and  carried  by  the  portal  vein  to 
the  liver.  The  liver  supplied  natural  spirit,  warmth, 
and  nutriment  to  all  parts  of  the  body  in  a centrifugal 
flow  of  blood  in  the  veins.  The  portal  vein  had  a 
two-way  function  since  it  also  brought  nourishment 
from  the  liver  to  the  stomach  and  intestines.  Venous 
blood  to  the  right  side  of  the  heart  passed  in  part 
through  the  pulmonary  artery  to  feed  the  lungs;  the 
remainder  penetrated  imaginary  pores  into  the  left 
ventricle.  There,  as  described  by  Erasistratos,  it 
formed  vital  spirit  when  elaborated  with  air  brought 
from  the  lungs  by  pulmonary  veins.  Since  these 
veins  also  returned  the  waste,  which  resulted  from 
the  process  of  forming  vital  spirit  in  the  left  ventricle, 
to  be  exhaled  by  lungs,  a two-way  function  was  as- 
cribed to  the  mitral  valve  and  pulmonary  veins.  A 
function  of  the  lungs  was  to  act  like  a bellows  to  cool 
vital  spirit.  Arteries  distributed  vital  spirit  mixed 
with  a small  amount  of  left  ventricular  blood.  Evi- 
dently, Galen  had  no  basis  for  circulatory  motion  in 
his  time. 

A 29-year-old  professor  of  anatomy  in  Padua 
published  in  1543  De  humani  corporis  fabrica  and 
upset  Galen’s  anatomy.  Diffidently,  Andreas 
Vesalius  (1514  to  1564)  bowed  to  “The  Creator  who 
causes  the  blood  to  sweat  through  from  right  ven- 
tricle to  left  ventricle  through  passages  which  escape 
our  sight.”  In  the  1555  edition,  however,  septal  pores 
are  disavowed.  He  also  noted  that  the  portal  vein 
carries  blood  only  and  not  chyle. 

Discovery  of  lesser  circulations 

Some  threads  in  the  fabric  of  cardiovascular 
physiology  were  woven  by  a Moslem,  a Spaniard,  and 
an  Italian.  Ibn  Nafis  (thirteenth  century),  in  a 
document  discovered  in  1924,  correctly  traced  transit 
of  blood  in  the  lungs.  Michael  Servetus  (1509  to 
1550),  anatomist,  vivisectionist,  and  theologian, 
convinced  that  the  air  is  filled  with  divine  spirit,  in- 
cluded an  anatomically  accurate  description  of  the 
lesser  circulation  in  Christianismi  Restitutio,  written 
in  1546,  and  published  in  1553.  He  claimed  that 
venous  blood  was  carried  by  the  pulmonary  artery  to 
the  lung,  became  bright  red,  was  inoculated  with  the 
divine  spirit  present  in  the  lung,  and  then  flowed  into 
the  left  ventricle  by  way  of  the  pulmonary  veins  for 
arterial  distribution.  Galen  and  Erasistratos  be- 
lieved that  pulmonary  veins  carry  air  and  mix  with 
blood  in  the  left  ventricle  to  form  vital  spirit.  For  his 
theology  and  not  his  physiology,  John  Calvin,  using 
his  books  for  fuel,  cruelly  roasted  Servetus  at  the 
stake  while  he  cried  in  vain:  “O  Jesus  Son  of  the 
Eternal  God,  have  pity  on  me!”  At  the  end  of  the 


century  a copy  of  Servetus’s  book  was  discovered. 
Realdo  Colombo  ( 1516  to  1559),  successor  to  Vesal- 
ius, described  the  transit  of  blood  in  the  lungs  in  De 
re  anatomica  (1559).  'These  three  brilliant  observers 
were  consistent  in  denying  the  existence  of  septal 
pores,  and  in  the  realization  that  the  correct  function 
of  the  large  pulmonary  artery  was  to  transport  blood 
to  the  lung  on  its  way  to  the  left  ventricle  and  not  as 
a conveyance  for  a mere  trickle  to  nourish  t he  lung. 
But  the  concept  that  blood  flows  centrilugally  from 
the  liver  was  accepted. 

Final  antecedent  contributions 

In  the  course  of  centuries,  as  has  been  shown,  a 
number  of  dependence  factors  in  the  evolution  of  the 
discovery  of  blood  circulation  surfaced.  The  fol- 
lowing are  the  last  examples  to  confirm  this  pro- 
cess. 

In  the  routine  practice  of  phlebotomy,  application 
of  a tight  bandage  obstructed  both  the  arteries  and 
veins,  and,  when  partially  loosened,  veins  swelled  and 
blood  flowed.  Yet,  in  hundreds  of  years  of  blood- 
letting, not  a physician,  surgeon,  or  bleeder  pondered 
this  phenomenon.  Francesco  de  la  Reina  (sixteenth 
century)  of  Zamora,  Spain,  blacksmith  and  practical 
veterinarian,  made  the  first  correct  observation.  He 
reported  the  simple  fact  that  veins  filled  with  blood 
distal  but  never  peripheral  to  a ligature  around  a 
horse’s  leg.  Carlo  Ruini  of  Bologna  wrote  on  the 
anatomy  and  diseases  of  horses  and  described  the 
action  of  heart  valves.  But  he  went  no  further. 
Andreas  Cesalpino  (1519  to  1603),  critical  of  Galen 
in  Peripatetieum  (1571),  projected  a theoretic  con- 
cept of  circulation  derived  from  his  knowledge  of 
anatomy.  It  lacked  vivisectional  support,  realization 
that  the  venous  system  served  to  return  blood  from 
the  arteries  to  the  heart,  and  that  the  function  of  the 
heart  was  to  eject  blood.  Cesalpino  also  accepted 
interventricular  communication.  Last,  there  was  the 
contribution  of  Fabricius  ab  Aquapendente  (1537  to 
1619),  distinguished  professor  of  anatomy  at  Padua 
and  Harvey’s  teacher.  He  described  the  valves  of  the 
veins,  which  were  first  observed  by  G.  B.  Cannani 
(1515  to  1579).  Fabricius  noted  that  the  valves 
opened  toward  the  heart,  but  he  failed  to  see  that 
they  assured  a centripetal  flow'.  Fabricius  thought 
they  were  dams  to  check  excessive  centrifugal  blood 
flow  to  prevent  rupture  of  overfilled  veins. 

Blood  circulation  discovered 

It  was  now  the  right  time  for  the  right  man. 
Harvey  was  the  prepared  genius  to  defy  Galenic 
tradition  and  reveal  the  circulation.  He  knew  the 
literature  and  sought  truth  in  observation  and  ex- 
periment. He  selected  the  rational  threads  of 
thought  and  observation  of  the  past  2,000  years,  and 
he  tied  them  together  with  his  genius  for  experiment, 
reasoning,  dissection,  vivisection,  quantification,  and 
comparative  anatomy. 

At  the  age  of  20  years,  Harvey  left  Caius  College  at 
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Cambridge,  where  he  was  exposed  to  its  anatomic 
tradition,  to  study  medicine  at  Padua,  the  most  lib- 
eral and  distinguished  school  of  medicine  in  Europe. 
Four  years  later  (1602),  he  returned  to  London 
steeped  in  anatomy  taught  by  Fabricius,  and  familiar 
with  Galileo’s  discourses  on  circular  motion  of  the 
planets.  He  left  Padua  imbued  with  a resolve  that 
was  to  absorb  him  for  two  decades,  undeterred  by 
tumultuous  times  in  England  under  James  I,  Charles 
I,  and  Cromwell;  nor  by  the  prediction  of  Giralamo 
Fracastoro  (1478  to  1553)  that  the  movements  of  the 
heart  are  known  to  God  alone.  He  knew  the  impor- 
tance of  measurement  and  quantification.  Galileo 
preached  it;  and  Sanctorius  (1561  to  1636)  devised 
means  to  measure  temperature  and  pulse.  Sancto- 
rius had  bravely  written  of  his  new  instruments:  “. . . 
even  if  God  did  not  know  it,  it  matters  little,  since  it 
is  true.” 

It  was  the  year  Shakespeare  died  (1616)  that  a 
short  man  with  olive  skin,  black  hair,  and  piercing 
black  eyes  addressed  the  College  of  Physicians  in  his 
second  Lumleian  lecture.  He  described  how  the 
blood  was  coursing  continuously  through  the  body 
in  a circle,  but  his  words  were  received  with  faint 
clamor.  Harvey  continued  to  observe,  experiment, 
dissect,  vivisect,  and  reason.  In  1628,  Exercitato 
anatomica  de  motu  cordis  et  sanguinis  in  animali- 
bus  was  published  in  Frankfurt  to  escape  censorship. 
Harvey  had  waited  until  he  was  50  years  old,  and  his 
position,  credibility,  and  credence  in  his  work  firmly 
established.  It  must  be  kept  in  mind  that  he  lived 
in  a time  when  the  supernatural  was  still  a potent 
force  in  the  minds  of  men,  and  experimental  tradition 
a vision  of  the  future.  On  the  frontispiece  he  added, 
“Medici  Regii,  Professoris  Anatomia  in  Collegio 
Medicorum  Londenensi,”  and  dedicated  the  small 
volume  “to  the  Most  Illustrious  and  Indomitable  . . . 
King  of  Great  Britain  . . . Defender  of  the  Faith.” 
Nevertheless,  he  declared,  “.  . . I do  not  only  fear 
injury  to  myself  . . . but  I tremble  that  I have  man- 
kind . . . for  my  enemies.”  Although  “De  motu” 
made  little  stir  when  it  appeared,  there  were  both 
vehement  detractors  and  staunch  supporters.  The 
Paris  faculty  forbade  either  teaching  the  circulation 
of  the  blood  or  deviating  from  Hippocrates  or  Galen 
on  pain  of  excommunication.  Paul  de  Sorbait,  pro- 
fessor of  medicine  at  Vienna  who  described  Para- 
celsians  as  “murderers  and  robbers”  for  opposing 
Galenicals,  supported  Harvey. 

Description  of  blood  circulation 

In  72  pages  Harvey  wrote  a new  physiology.  He 
described  anatomy  in  motion;  he  clearly  explained 
the  steps  leading  to  the  conclusion  that  movement 
of  the  blood  is  continuous,  in  one  direction,  and 
propelled  by  a muscular  organ.  His  investigations 
began  with  certain  known  facts.  He  was  aware  of 
pulmonary  circulation,  function  of  the  venous  valves, 
that  arteries  contained  blood  and  not  air,  (hat  the 
porous  septum  was  a myth,  and  that  blood  flows  from 


the  peripheral  end  in  phlebotomy.  Everything  else 
was  Harvey’s. 

He  showed  that  when  the  auricles  contract  and 
become  hard,  blood  is  not  sucked  in  but,  instead,  is 
driven  into  the  ventricles;  when  the  heart  relaxes, 
blood  pours  in.  Harvey  demonstrated  that  ligation 
of  the  vena  cava  empt  ies  the  heart  and  fills  the  veins, 
and  ligation  of  the  aorta  empties  arteries  and  fills  the 
heart.  This  convinced  him  that  blood  passes  from 
arteries  to  veins  at  the  periphery  and  suggested  there 
might  be  motion  in  a circle.  He  demonstrated, 
contrary  to  Fabricius,  that  venous  valves  allow  blood 
flow  only  to  the  heart;  that  pores  do  not  exist  because 
both  ventricles  contract  simultaneously;  and  that  the 
left  ventricle’s  being  first  to  stop  in  death  accounts 
for  empty  arteries.  He  proved  that  the  valves  of  the 
great  blood  vessels  of  the  heart  permit  blood  flow 
away  from  the  heart;  the  mitral  valve  does  not  allow 
a two-way  flow;  and  arteries  pulsate  rhythmically 
with  ventricular  systole  owing  to  impulsion  of  blood. 
With  simple  arithmetic,  Harvey  calculated  the  vol- 
ume output  of  the  heart  in  one -half  hour,  and  showed 
that  this  quantity  could  not  be  produced  by  the  liver 
nor  absorbed  by  the  body.  Harvey  could  not  see 
blood  pass  from  arteries  to  veins;  but  his  research 
indicated  that  anastomosis  exists,  and  blood  must 
circulate,  a fact  revealed  under  the  microscope  (1661) 
by  Marcello  Malpighi  (1628  to  1694)  when  he  dis- 
covered capillaries.  Harvey  noted  that  fetal  circu- 
lation bypasses  the  lungs,  but  that  after  birth  the 
right  ventricle  transmits  blood  through  the  lungs  and 
the  left  ventricle  through  the  body. 

Harvey  was  ignorant  of  oxygenation  of  the  blood. 
The  bright  color  of  the  blood  returning  to  the  left  side 
of  the  heart,  he  thought,  was  due  to  venous  blood 
strained  through  the  lungs,  and  blood  in  lungs  was 
no  different  from  blood  in  any  organ. 

Harvey  lived  to  see  recognition  of  his  immortal 
discovery.  He  was  a true  Aristotelian  to  the  last.  He 
paid  homage  to  Aristotle’s  idea  that  the  heart  is  the 
center  of  reason  and  life,  and  to  Galen  whom  he 
credited  with  the  lesser  circulation  despite  septal 
pores.  .This  was  the  only  evidence  of  philosophic 
concession  to  obscurantism  and  to  the  mysticism  of 
deified  error. 

And  so  ended  a saga  of  science.  It  was  seeded  in 
ancient  Greece;  fertilized  in  Alexandria,  Rome,  Paris, 
and  Padua;  and  flowered  in  London  2,000  years 
later.  All  contributed  to  the  evolution  of  the  dis- 
covery of  the  circulation  of  the  blood. 
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Pill  bottle  safety  caps 
defy  many  adults 

The  dialogue  on  the  problems  of  adults  in  trying 
to  open  the  child-resistant  safety  caps  on  pill  bottles 
continues  in  the  July  27  Journal  of  the  American 
Medical  Association. 

A California  pharmacist  writes  that  “pharmacists 
should  offer  their  elderly  patients  the  option  of 
having  a nonchild-resistant  container”  because  many 
elderly  persons  have  difficulty  in  removing  the  safety 
caps. 

Says  Gail  S.  Geiger,  Pharm.D.,  of  Huntington 
Memorial  Hospital,  Pasadena: 

“Elderly  patients  have  related  many  instances  to 
me  describing  their  dilemma  in  trying  to  open  their 
prescription  containers  and  the  variety  of  instru- 
ments they  have  used  in  the  process:  pliers,  ham- 
mer, screwdriver,  hand-operated  can  openers,  and 
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feet.  One  patient  claimed  that  stomping  on  his 
bottle  worked  to  free  its  contents. 

“Another  patient  stated  that  her  7-year-old 
granddaughter  could  open  her  bottle  when  she, 
herself,  could  not.” 

Elderly  patients  should  be  routinely  screened  by 
druggists  to  determine  whether  they  can  manage  the 
child-resistant  safety  cap.  If  they  have  a problem, 
a simpler  cap  may  be  substituted,  Dr.  Geiger  says. 

In  another  communication,  Matilda  S.  Mclntire, 
M.D.,  and  Carol  R.  Angle,  M.D.,  of  the  American 
Association  of  Poison  Control  Centers,  Omaha,  also 
urge  that  health  professionals  caring  for  the  elderly 
demonstrate  the  container’s  proper  use,  and  test  the 
patient’s  ability  to  open  the  cap. 

The  safety  caps  have  brought  a marked  reduction 
in  incidence  of  accidental  poisoning  of  small  children 
from  pills  and  other  medicines  but  the  safety  caps 
also  have  been  such  a problem  to  some  adults  that 
they  give  up  and  neglect  taking  their  medications. 
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AND  FOR  GOOD  REASONS 


1 . provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

2.  helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

3.  it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
and  cosmetically  pleasing 

4.  contains  three  antibiotics  that  are  rarely  used  systemically,  so 
the  risk  of  sensitization  is  minimal 

5.  you  can  recommend  it  in  any  of  the  three  convenient  package 
sizes:  1 oz  tube,  Vi  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPOEtIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 


selected 
by  NASA  for 
the  Apollo  and 
Skylab  missions 


Each  gram  contains  Aerosporin^  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3 5 mg  neomycin  base),  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx  ) foil  packets 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  burns  where 
more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin.  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  f.or  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served. These  symptoms  regress  quickly  on  withdrawing 
the  medication  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  preparations, 


prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms,  including  fungi.  Appropriate  measures  should 
be  taken  if  this  occurs 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons  allergic 
to  neomycin  Ototoxicity  and  nephrotoxicity  have  been 
reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML 
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TABLE  I.  American  Indian  population 


Smallpox  and  American 
Indian 

Depopulation  in  Colonial  New  York* 


LAURENCE  M.  HAUPTMAN,  Ph.D. 

New  Paltz,  New  York 

Associate  Professor,  Department  of  History,  State  University  of 
New  York,  College  at  New  Paltz 


Virgin  soil  epidemics  have  long  been  recognized  as 
a major  factor  in  the  history  of  the  interaction  of  the 
Indian  and  non-Indian  in  North  America.  Measles, 
smallpox,  and  many  other  diseases  struck  native 
populations  that  had  no  previous  contact  with  them 
and  were  therefore  immunologically  almost  de- 
fenseless.1 The  result  was  a horror  story  of  immense 
proportions.  For  instance,  in  the  eighteenth  and 
early  nineteenth  centuries,  smallpox  virtually  wiped 
out  the  Arikara  and  Mandan  tribes,  allowing  for  the 
Teton  Sioux  to  move  into  the  power  vacuum  caused 
by  the  two  tribes’  decline.  At  the  same  time, 
Blackfoot,  Assiniboin,  and  Pawnee  suffered  consid- 
erably from  the  disease,  leading  to  an  altering  of  the 
entire  history  of  the  Upper  Missouri.2-3  Did  similar 
phenomena  occur  on  earlier  frontiers? 

Smallpox  is  the  most  carefully  documented  of 
these  virgin  soil  contagions  in  colonial  New  York  and 
was  the  major  scourge  that  decimated  American  In- 
dian populations  in  the  colony.  As  early  as  1677,  the 
Delawares  in  neighboring  New  Jersey  reported  that 
the  disease  had  struck  their  villages  three  times  since 
the  coming  of  the  Europeans.4  In  the  seventeenth 
century,  the  Mahicans  of  the  mid-  and  upper  Hudson 
River  Valley  were  also  ravaged  three  times  by  this 
contagion.5  Major  smallpox  epidemics  hit  the  Iro- 
quois Confederacy  in  New  York  at  least  on  five  sep- 
arate occasions  in  the  seventeenth  and  eighteenth 
centuries;  the  dates  of  the  major  outbreaks  were  1634, 
1690, 1716,  1731,  and  during  the  French  and  Indian 
War,  1755  to  1760.  Is  it  possible  to  measure  the 
impact  of  smallpox  on  native  populations  in  New 
York  in  more  precise  terms? 

* An  earlier  version  was  presented  at  the  1 1th  Annual  Duquesne 
University  History  Forum.  Pittsburgh,  Pennsylvania,  October  22, 
1977. 


Major  American  Indian 
Populations  in  New 
Netherland,  circa  1600  to  1610 

James 

Mooney’s 

Estimates 

(1928) 

Kecent 

Estimates 

(1970s) 

Mahican 

3,000 

4,000-5,000 

Wappinger 

3,000 

13,200 

(excluding 

(including 

Connecticut 

Connecticut 

bands) 

bands) 

Montauk,  (’anarsee,  and 

6,000 

7,500 

others,  of  Long  Island 

Delaware  (all  Delaware 

8,000 

10,000  to 

villages  from  Delaware  Bay 

12,000 

to  Ksopus  Creek,  excluding 
Wappinger  and  Canarsee) 

Iroquois  Confederacy — Five 

5,500 

1 1 ,000 

Nations  (Mohawk,  Oneida, 
Onondaga,  Cayuga,  Seneca) 

Susquehannocks  (Conestoga) 

5,000 

6,500 

Sources:  Mooney,  J.:  The  aboriginal  population  of  America  north  of 
Mexico,  Smithsonian  Misc.  Collect.  HO:  3 (1928);  Ubelaker,  D.  H.:  The 
sources  and  methodology  for  Money's  estimates  of  North  American  Indian 
populations,  in  Denevan,  W.  M.,  Kd.:  The  Native  Population  of  the 
Americas  in  1492,  Madison,  Wisconsin,  University  of  Wisconsin  Press,  1977, 
p 248;  Reference  5;  Weslager,  C.  A.:  The  Delawares:  A History,  New 
Brunswick,  New  Jersey,  Rutgers  University  Press,  1972,  pp.  41, 49;  Cook, 
S.  F : Indian  Population  of  New  Kngland  in  the  Seventeenth  Century, 
Berkeley,  University  of  California  Press,  1976,  p.  60;  -Jennings,  F.:  The 
Invasion  of  America:  Indians,  Colonialism  and  the  Cant  of  Conquest, 

Chapel  Hill,  North  Carolina,  University  of  North  Carolina  Press,  1975,  p. 
25;  Snyderman,  G.  S.:  Behind  the  tree  of  peace:  a sociological  analysis  of 
Iroquois  warfare,  Pennsylvania  Archaeologist  18:  38  (1948);  Michelson,  G.: 
Iroquois  population  statistics,  Man  in  the  Northeast  14:  3 (1977);  Prof. 
William  N.  Fenton,  personal  communication. 


Problems  of  statistical  analysis 

Any  attempt  at  employing  statistics  to  analyze 
American  Indian  depopulation  is  fraught  with  haz- 
ards. Historians  and  demographers  are  not  only 
unsure  of  the  size  of  native  American  populations  at 
contact  but  are  even  unsure  about  when  contact  ac- 
tually occurred  (Table  I).  Depopulation  also  cannot 
be  attributed  solely  to  disease.  Deaths  in  combat 
and  assimilation  into  non-Indian  society  are  among 
the  many  factors  that  reduced  Indian  numbers. 
Moreover,  those  Indians  who  contracted  smallpox 
may  not  have  died  of  the  disease  but  of  starvation 
and/or  susceptibility  to  other  diseases  caused  by  their 
weakened  condition.  No  one  can  estimate  how  many 
infants  were  carried  off  by  starvation  because  their 
mothers  were  unable  to  breast  feed.  Equally  sig- 
nificant, it  has  been  suggested  that  smallpox  and 
other  virgin  soil  epidemics  strike  “disproportionately 
large  percentages  of  people  aged  about  fifteen  to 
forty — men  and  women  in  the  prime  years  of  life  who 
are  responsible  for  the  vital  functions  of  food  pro- 
curement, defense  and  procreation:”6-7  In  addition, 
past  statistical  compilation  was  often  undertaken  by 
non-Indian  census  takers  with  a less  than  complete 
understanding  of  the  divisions  within  the  Indian 
world.  One  wonders  how  many  Cayugas  were 
counted  in  the  ranks  of  Senecas  or  Delawares  living 
in  Oneida  Country  labeled  Iroquois  by  the  enumer- 
ators. On  the  other  hand,  the  Indians  themselves 
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may  have  been  responsible  for  consciously  estimating 
their  numbers  to  give  a larger-than-life  image  of  their 
own  power  and  potential  contribution  to  success. 
Estimates  of  population  were  often  made  at  the  time 
of  major  military  campaigns.  The  number  of  Indian 
allies  recorded  may  have  been  based  on  the  honesty 
of  military  officials.  For  example,  the  more  Indians 
enumerated,  the  more  chance  for  graft.  In  marked 
contrast,  in  both  the  Indian  and  non-Indian  worlds, 
population  may  have  been  intentionally  underesti- 
mated to  mislead  the  enemy.  Nevertheless,  although 
depopulation  caused  by  disease  cannot  be  exactly 
determined  because  of  these  factors,  it  is  nonetheless 
as  important  to  carefully  consider  the  available  sta- 
tistical data  as  we  do  other  forms  of  historic  evi- 
dence. 

Medical  geography  of  smallpox 

Despite  the  often  repeated  reference  to  Lord  Jef- 
frey Amherst’s  policy  of  germ  warfare  during  Pon- 
tiac’s Uprising,8  smallpox  was  generally  not  spread 
by  conspiracy,  but  by  poor  knowledge  of  public 
health  practices,  trade,  military  expeditions, 
missionizing  activities,  Indian  and  non-Indian  mor- 
tuary practices,  and  even  by  grave  robbing.  Both  the 
French  and  English  attempted  to  arrest  the  disease 
before  it  invaded  Indian  country.  The  very  nature 
of  smallpox  precluded  the  reckless  use  of  it  against 
enemies  since  it  could  so  easily  spread  to  allies. 

Smallpox  can  be  transmitted  through  contact  with 
an  infected  person  or  through  bedding,  clothing,  dust, 
or  any  other  inanimate  object  associated  with  the 
victim.  Overcrowding,  unsanitary  conditions,  and 
poor  physical  health  all  help  to  accelerate  its  spread. 
The  disease  can  also  be  transmitted  through  im- 
proper disposal  of  bodily  excretions  of  an  infected 
person.  Moreover,  since  the  smallpox  virus  is  very 
stable,  a patient  is  infectious  well  after  his  hopeful 
recuperation  begins,  which  might  be  months  after 
initial  infection.  Consequently,  long  after  a patient 
is  dead  and  buried,  the  virus  can  be  spread  through 
an  infected  cadaver  or  through  personal  possessions 
and  other  objects  entombed  with  the  victim.  This 
type  of  diffusion  was  directly  responsible  for  the 
disease’s  transmission  at  Fort  William  Henry  among 
the  Indians  during  the  French  and  Indian  War.9 
The  disease  cannot  be  spread  from  livestock  to 
human  beings,  and  only  monkeys  in  the  animal 
kingdom  have  been  shown  to  carry  it  to  their  evolu- 
tionary superior  brothers  and  sisters.10  More  im- 
portant for  New  York’s  colonial  epidemiologic  his- 
tory, some  medical  experts  have  maintained  that  the 
disease  is  spread  through  aerial  convection.11’12 

Early  impact  of  smallpox:  Dutch  colonial 
period 

Smallpox  first  appears  in  the  New  York  records  in 
Indian  country  in  December,  1634.  Van  den  Bo- 
gaert’s11  Narrative  of  a Journey  into  the  Mohawk 
and  Oneida  Country  reveals  that  “a  good  many  of 


the  savages  here  in  the  castle  died  of  smallpox.” 
This  reference  to  the  disease  is  approximately  a year 
after  the  first  great  outbreak  of  smallpox  in  New 
England.14  After  1633  to  1634,  the  disease  was  never 
absent  for  very  long  among  the  Indians  of  the  Eastern 
woodlands. 

Two  decades  later,  Van  der  Donck,15  a perspica- 
cious observer  and  the  first  Dutch  attorney  in  New 
Netherland,  provided  the  first  statistical  estimate  of 
the  impact  of  the  disease  on  Amerindian  populations 
in  the  colony: 

The  Indians  also  affirm,  that  before  the  arrival  of 
the  Christians,  and  before  the  small  pox  [sic]  broke  out 
amongst  them,  they  were  ten  times  as  numerous  as 
they  now  are,  and  that  their  population  had  been  melt- 
ed down  by  this  disease,  whereof  nine-tenths  of  them 
have  died. 

Van  der  Donck  was  the  Schout  or  Sheriff  at  the 
patroonship  of  Rensselaerwyck,  negotiator  to  the 
Indians  under  Governor  Kieft,  leader  of  the  Council 
of  Nine  Men,  and  eventually  a land  baron  in  what  is 
now  southwestern  Westchester  County  and  part  of 
The  Bronx  before  he  returned  to  the  Netherlands  in 
the  1650s.16  Because  of  the  positions  he  held,  it  is 
likely  that  his  contacts  with  American  Indians  in- 
cluded the  Mohawks  and  Oneidas  of  the  Five  Na- 
tions, and  the  Mahicans  and  the  Delaware  popula- 
tions of  the  Hudson  River  Valley. 

Long  Island  Indian  populations  also  appear  to 
have  been  seriously  affected  by  smallpox  epidemics 
in  the  Dutch  period.  Ruttenber17  claims  that  the 
Indians  were  hit  by  the  disease  in  1658,  resulting  in 
the  loss  of  half  of  one  “chieftancy  of  their  popula- 
tion.” The  existence  of  an  epidemic  is  confirmed  by 
a quarantine  ordinance  of  East  Hampton,  Long 
Island,  dated  March  2,  1662: 

It  is  ordered  that  no  Indian  shall  come  to  towne  into 
the  street  after  sufficient  notice  upon  penalty  of  5s.  or 
to  be  whipped  until  they  be  free  of  the  small  poxe;  but 
that  they  may  come  where  they  have  corne  on  the  back 
side  and  call;  and  if  any  English  or  Indian  servant  shall 
go  to  their  wigwams  they  shall  suffer  the  same  punish- 
ment.18 

Despite  the  attempt  at  preventing  the  spread  of 
the  disease,  colonists  appear  to  be  less  cautious  when 
trade  was  involved. 

Later  impact  of  smallpox:  English  colonial 
period 

The  period  of  English  rule  over  the  colony  further 
illustrates  the  impact  of  smallpox  (Table  II). 
Smallpox  decimated  the  English  expeditionary  force 
sent  against  New  France  in  1690  during  King  Wil- 
liam’s War.  Perhaps  as  many  as  2,800  warriors  of  the 
Five  Nations  and  River  Indians  [Loups]  and  4,000 
English  attacked  French  Canada  by  land  and  sea  in 
August,  1690.  New  York  and  New  England  colonial 
troops  based  in  Albany  marched  overland  and  met 
the  English  armada  under  the  direction  of  Gen. 
William  Phips  along  the  St.  Lawrence.  The  Indians 
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TABLE  II.  Warriors  of  the  Iroquois  Confederacy,  1685  to  1763 


Warriors 

1685 

1689* 

1698 

1712+ 

1736 

1763 

Mohawks 

200 

270 

110 

180 

80 

160 

Oneidas 

150 

180 

70 

120 

100 

250 

Tuscaroras 

250 

140 

Onondagas 

300 

500 

250 

350 

200 

150 

Cavugas 

200 

300 

200 

150 

120 

200 

Senecas 

1,200 

1,300 

600 

1 ,000 

350 

1,050 

Totals 

2,050 

2,550 

1,230 

1 ,800 

1,100 

1,950 

Sources:  O'Callaghan,  E.  B.,  and  Fernow,  B..  Eds.:  Documents  Relative  to  the  Colonial  History  of  the  State  of  New  York,  Albany,  Weed,  Parsons, 
1854  1856,  vol.  4,  p.  420;  ibid.,  vol.  7,  p.  582;  ibid:  vol.  9,  pp.  282,  1025,  1056;  I.eder,  L.,  Ed.:  The  Livingston  Indian  records,  Pennsylvania  Hist.  23:  220 
(1956). 

* Smallpox  epidemic  circa  1690,  intense  warfare. 

* Smallpox  epidemics,  1716  and  1731,  less  intense  warfare. 


joined  up  with  the  English  land  and  sea  forces  before 
the  French  settlement  of  Quebec.19  The  campaign 
appeared  to  proceed  smoothly  with  General  Phips 
capturing  Fort  Royal,  Acadia,  in  May.  However,  by 
midsummer  smallpox  was  ravishing  the  expedition. 
By  July  29,  Major  General  Winthrop  reported  that 
it  had  already  resulted  in  “many  being  dead  in  the 
several  companies.”20  He  later  wrote  in  his  journal 
on  August  9:  “by  reason  of  the  small  pox  so  generally 
among  them  [Senecas  and  other  Iroquois]  they  could 
not  comply  with  their  promise  of  so  many  hundred 
soldiers,  that  the  great  God  had  stopped  their 
way.”21 

The  origins  of  the  epidemic  remain  unclear;  how- 
ever, the  disease  was  spread  unquestionably  by  the 
huddling  of  Indian  and  non-Indian  in  the  expedi- 
tionary force.  According  to  the  Count  de  Fron- 
tenac: 

. . . the  English  and  Mohegans  [Loups]  having  been 
attacked  by  the  Smallpox,  sent  to  the  rendezvous  some 
persons  who  were  still  red  with  the  marks  of  it;  which 
greatly  incensed  the  Iroquois*  who  told  them  they 
were  bringing  the  plague  among  them.22-23 

Another  French  official  reported  that  between 
300  and  400  Iroquois  and  100  River  Indians  perished 
and  that  “only  16  men  had  been  spared  by  the  dis- 
ease” in  the  “great  Mohegan  town.”24  The  Five 
Nations,  annoyed  by  the  carelessness  of  the  English 
officials,  temporarily  refused  to  continue  the  cam- 
paign and  pillaged  colonial  settlements  in  retaliation 
on  their  return  to  their  villages.  The  English  fleet 
was  subsequently  driven  from  Quebec. 

Despite  French  insistence  that  English  careless- 
ness spread  the  epidemic,  the  disease  was  already 
present  in  New  France  in  1687  and  1688,  ravishing 
the  colony  along  with  measles.25  The  fact  that  the 
French  and  Senecas  had  been  at  war  since  1687  and 
that  Lachine,  Canada,  was  sacked  by  an  Iroquois  war 
party  in  July,  1689,  may  have  brought  the  Indians 
into  contact  with  the  dreaded  virus26;  both  the  En- 
glish and  French  may  have  been  infected  indepen- 
dently. Aerial  convection  from  Quebec  to  the  En- 
glish expeditionary  force  may  also  have  spread  the 
smallpox.  Moreover,  Winthrop’s  report  of  the  dis- 
* The  Jesuits  identify  the  enraged  Indians  as  “Loups,”  not  Ir- 
oquois. 


TABLE  III.  American  Indian  depopulation,  1689  to  1698 


Warriors 

1689* 

1698 

Total 

Decline 

Percentage 

Decline 

Mohawk 

270 

110 

160 

59.3 

Oneida 

180 

70 

110 

61.1 

Onondaga 

500 

250 

250 

50 

Cayuga 

300 

200 

100 

33 

Seneca 

1,300 

600 

700 

53.9 

River  Indians 

250 

90 

160 

64 

Totals 

2,800 

1,320 

1,480 

52.9 

Source:  O'Callaghan,  E.  B.,  and  Fernow,  B.,  Eds.:  Documents  Relative 
to  the  Colonial  History  of  the  State  of  New  York,  Albany,  Weed,  Parsons, 
1854,  vol.  4,  p.  120. 

* Smallpox  epidemic,  1690,  intense  warfare. 

ease  among  the  Five  Nations  in  August,  1690,  as  far 
west  as  Seneca  country  suggests  an  earlier  spread  of 
the  contagion  than  Frontenac  and  later  historians 
have  maintained. 

There  is  no  precise  way  to  ascertain  the  percentage 
decline  caused  solely  by  the  smallpox  epidemic  in  this 
period  (Table  III).  Forest  warfare  was  extremely 
intense  from  1689  to  1698,  resulting  in  heavy 
casualties.  Nevertheless,  it  is  clear  by  the  reporting 
of  the  disease  as  far  south  as  Albany  and  Esopus 
country  and  by  the  violent  reaction  of  the  Indians  to 
the  lax  English  efforts  at  preventing  the  spread  of  the 
virus,  that  it  was  responsible  for  considerable  depop- 
ulation in  aboriginal  communities.  To  be  sure,  one 
need  examine  a period  of  less  constant  warfare  to 
determine  the  sizable  impact  of  the  disease  on  Am- 
erindian populations. 

New  York  Colony  from  1712  to  1736  reflects  a 
more  pacific  era  in  the  province’s  military  history.4 
Smallpox  attacked  Indian  settlements  in  1716  and 
1731.  The  outbreak  in  1716  reached  such  propor- 
tions that  two  sachems  of  the  Five  Nations  at  a con- 
ference in  Albany  suggested  conspiratorily  that  it  was 
intentionally  spread,  although  there  was  little  or  no 
basis  for  this  accusation.  The  sachems  blamed  it  on 
the  Susquehannock  Indians  and/or  the  colonists  of 
Virginia  and  Maryland.27  On  September  8,  1733, 
Governor  William  Cosby  at  an  Iroquois  condolence 
council  came  to  pay  his  respects  for  the  “great  mor- 
tality among  you  [Iroquois]  by  the  smallpox.”28 

* Queen  Anne’s  War  ended  in  1712.  The  northern  colonial 
frontier  remained  comparatively  dormant  until  King  George’s  War 
which  began  in  1744. 
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TABLE  IV.  American  Indian  Depopulation,  1712  to 
1736 


Warriors 

1712* 

1736 

Decline 

Percentage 

Decline 

Mohawk 

180 

80 

100 

55.6 

Oneida 

120 

100 

20 

16.7 

Onondaga 

350 

200 

150 

48.6 

Cayuga 

150 

120 

30 

20 

Seneca 

1,000 

350 

650 

65 

Totals 

1,800 

850 

950 

52.8 

Source:  O’Callaghan,  E.  B.,  and  Fernow,  B.,  Eds.:  Documents  Relative 
to  the  Colonial  History  of  the  State  of  New  York,  Albany,  Weed,  Parsons, 
1855,  vol.  6,  pp.  140,  142;  Wraxall,  P.:  in  Mcllwain,  C.  H.,  Ed.:  Abridge- 
ment of  the  Indian  Affairs  Contained  in  Four  Folio  Volumes:  Transacted 
in  the  Colony  of  New  York  from  the  Year  1687  to  1751,  Cambridge,  Mas- 
sachusetts, Harvard  University  Press,  1915,  reprint  of  1915  ed.,  New  York, 
Arno  Press,  1968,  p.  217. 

* Smallpox  epidemics,  1716  and  1731,  less  intense  warfare. 

The  Senecas  were  hardest  hit  by  both  epidemics. 
A band  of  Senecas,  which  set  out  to  attack  the  west- 
ern tribes  in  December,  1716,  returned  to  their  vil- 
lages after  the  death  of  a sachem  from  the  virus.29  In 
1731  and  after,  the  disease  was  reported  raging  in 
Seneca  and  other  Iroquois  villages.30  The  impact  of 
the  disease  among  the  Senecas  is  statistically  evi- 
denced by  their  greater  depopulation  than  other  New 
York  Indian  nations  from  1712  to  1736  (Table  IV). 

Other  diseases  were  also  present  in  the  period; 
however,  reports  of  the  contagion  indicate  a high 
morbidity  rate  caused  by  smallpox.  These  com- 
mentaries and  the  relatively  peaceful  nature  of  the 
period  in  part  help  confirm  the  gruesome  statistics. 
Although  there  were  raids  as  far  west  as  Illinois  and 
as  far  south  as  Virginia  and  Maryland,  there  were  not 
the  massive  expeditions  against  New  France  or 
constant  incursions  along  the  St.  Lawrence  or  Mo- 
hawk Rivers  until  the  mid-1740s. 

Although  smallpox  continued  to  be  the  scourge  to 
American  Indian  populations  well  into  the  colonial 
period,  it  and  other  diseases  did  not  generally  de- 
populate Indian  villages  at  the  same  rate.  The  virus 
struck  the  Five  Nations  during  the  1740s,  and  more 
seriously  during  the  French  and  Indian  War,  but  the 
significant  rise  in  the  number  of  Iroquois  warriors 
from  1736  to  1763  at  a time  of  increased  fighting 
suggests  growing  resistance,  albeit  not  immunity,  to 
the  diseases  introduced  by  the  European.  The 
population  growth  may  also  be  attributed  to,  among 
other  reasons,  better  knowledge  of  public  health 
practices  and  epidemiology  and  stricter  quarantines. 
After  the  Oneidas  had  complained  of  the  infrequency 
of  meetings  with  English  officials,  Lieutenant  Gov- 
ernor George  Clarke  met  with  the  Six  Nations  on 
August  16,  1740,  at  Albany.  He  insisted  that  he  had 
not  met  with  them  the  year  before  because  he  did  not 
want  to  bring  the  smallpox  virus  to  Indian  country. 
His  efforts  at  restraining  the  spread  from  New  York 
City  north  also  included  stiff  duties  on  rum  and  the 
corraling  of  livestock  which,  he  believed  incorrectly, 
transmitted  the  disease.31 

There  is  also  strong  evidence  that  the  disease  dis- 
rupted military  operations  in  the  period  of  the 


French  and  Indian  War.  The  year  1755  was  the 
“great  smallpox  epidemic”  in  the  annals  of  New 
France.32  The  disease  subsequently  appeared 
throughout  New  York  and  New  England  from  1755 
through  the  early  1760s,  affecting  the  Cayuga  and 
Seneca  tribes  as  well  as  many  others.32’33  However, 
if  both  the  governor  of  Canada’s  tally  of  1736  and  Sir 
William  Johnson’s  enumeration  of  American  Indian 
nations  in  1763  are  correct,  then  disease  (and  other 
factors  such  as  warfare)  did  not  depopulate  Indian 
villages  as  greatly  as  in  earlier  periods.  In  addition, 
through  a close  reading  of  Sir  William’s  papers  in  the 
1760s  and  1770s,  the  perspicacious  Johnson  and  his 
agents  did  not  report  more  than  sporadic  cases  of 
smallpox,  except  among  some  tribes  in  the  Ohio 
country  and  farther  west.  The  Shawnees  were 
hardest  hit.34  This  fact  combined  with  increasing 
populations  of  New  York  Indians  suggests  that 
smallpox  was  becoming  less  of  a threat  to  Indian  life 
in  New  York. 

Conclusion 

In  sum,  through  the  use  of  statistical  data,  it  can 
be  seen  that  epidemics  were  the  determining  factor 
in  the  history  of  Indian-white  relationships  in  colo- 
nial New  York.  Although  further  research  into  the 
topic  is  required,  it  may  be  suggested  that  diseases 
weakened  Indian  groups  to  the  point  of  leading  them 
to  consolidate  with  or  even  adopt  other  tribes,  a fre- 
quent occurrence  in  the  seventeenth  and  eighteenth 
centuries.35-37  Most  historians  stress  imperial, 
military,  religious,  and  colonial  land  pressures  for  this 
occurrence.  A fifth  component  could  easily  have 
been  depopulation  caused  by  disease  and  its  resulting 
consequence  of  economic  inability  to  maintain  self- 
sufficiency. 

Unquestionably,  epidemics  contributed  to  the 
serious  and  growing  imbalance  in  European  and  In- 
dian populations.  Englishmen  had  continued  im- 
migration into  the  colony;  American  Indians,  faced 
with  new  diseases  to  which  they  had  no  resistance, 
declined  in  population  in  colonial  New  York  at  least 
through  the  mid-1730’s.*  Although  many  tribes 
were  able  to  recoup  their  losses  through  natural 
population  increase,  by  the  time  they  had  done  so, 
the  European  world  had  become  too  well  entrenched 
to  be  driven  out.  Furthermore,  although  not  con- 
sidered in  this  report  because  of  the  lack  of  statistical 
data,  disease  hit  the  villages  of  the  Iroquois  and  killed 
without  regard  to  sex.  Consequently,  because  of  the 
matrilineal  nature  of  Iroquois  society,  the  death  of 
clan  matrons  through  frequent  epidemics  undoubt- 
edly had  some  effect  on  genealogic  and  political 
continuity,  the  cultural  underpinnings  of  the  society 
itself. 

Duffy,32  the  distinguished  medical  historian,  has 
written:  “Once  the  Europeans  gained  a foothold, 

* These  conclusions  confirm  Dixon’s  analysis  that  populations 
untouched  by  smallpox  for  generations  tend  to  resist  the  disease 
less  successfully  than  those  exposed  to  at  least  occasional  contact 
with  it. 
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their  advance  guards  of  disease  bore  the  brunt  of  the 
attack  and  carried  death  and  devastation  on  an  un- 
precedented scale  far  into  Indian  territory.”  By 
focusing  on  smallpox  in  New  York  in  this  article, 
Duffy’s32  words  appear  to  he  a gross  understatement 
of  the  factor  that  changed  the  very  nature  of  the 
history  of  the  colony. 

Summary 

Medical  historians  as  well  as  epidemiologists  have 
long  been  aware  of  the  disastrous  impact  of  virgin  soil 
epidemics,  especially  smallpox,  on  American  Indians. 
This  study  attempts  for  the  first  time  to  measure  the 
impact  of  smallpox  on  New  York’s  Indians.  The 
author  also  suggests  the  far-reaching  consequences 
of  this  contagion  on  the  history  of  New  York’s  abo- 
riginal populations. 

Department  of  History 
State  University  College 
New  Paltz,  New  York  12562 
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Kimitake  Hiraoka,  who  became  known  to  the 
world  as  Yukio  Mishima,  was  born  in  Tokyo  on 
January  14, 1925,  in  the  pretentious  home  of  his  pa- 
ternal grandparents  with  whom  his  mother  and  fa- 
ther were  living.  His  childhood  was  confusing, 
painful,  and  also  lonely.1  Natsuko,  the  strong-willed 
dominating-  grandmother,  had  thrust  his  mother 
aside  and  usurped  her  mother  role  for  the  first  12 
years  of  his  life.  During  these  years,  he  also  had  to 
share  her  bedroom,  which  he  would  later  describe  as 
“perpetually  closed  and  stifling  with  odors  of  sickness 
and  old  age.”  1 

Early  childhood 

Natsuko  was  intent  on  instilling  within  him  her 
own  aspirations  and  dreams,  and  regaled  him  with 
the  heroic  tales  of  her  samurai  ancestors;  still,  she  did 
not  permit  him  to  engage  in  any  of  the  boisterous 
play  of  little  boys.  Fearful  and  concerned  with  his 
health,  she  restricted  him  to  playing  quietly  and  only 
with  his  girl  cousins.  He  fulfilled  all  her  wishes,  but 
it  is  evident  that  he  also  was  beginning  to  internalize 
many  of  his  feelings.  He  would  wish  to  be  upstairs 
with  Shizue,  his  mother,  his  father,  Azusa,  and  his 
younger  sister  and  brother,  but  he  also  knew  that 
Natsuko  would  not  permit  this.  To  escape  into  his 
1'antasy  world  became  preferable  to  confronting  the 
insoluble  frictions  and  tensions  surrounding  him. 

Some  of  his  childhood  memories,  whic  h he  writes 
about  in  his  Confessions  of  a Mask,  clearly  depict 
how  he  was  drawn  to  a fantasy  world  of  “Death  and 
Night  and  Blood.”  1 These  early  fantasies  already 
foreshadowed  the  serious  conflicts  t hat,  ultimately 
were  to  culminate  in  his  tragic  death.  A shy  and 
sensitive  child,  he  was  more  comfortable  with  girls, 
and  felt  that  he  was  masquerading  when  he  acted  like 
Presented  at  The  New  York  Academy  of  Medicine,  Section  on 
I listorieal  Medicine,  Wednesday,  -January  24,  1979. 


a boy.  As  he  grew  older  he  began  to  understand  the 
significance  of  these  feelings. 

Peer  relationships 

In  1931 , at  the  age  of  six,  he  entered  the  exclusive 
and  aristocratic  Peers  School,  which  Natsuko  had 
decided  he  must  attend.  This  confronted  him  with 
many  difficulties,  but  apparently  the  major  problem 
was  how  to  relate  to  his  own  classmates.  It  was  an 
all  boys’  school,  and  their  rough  play  was  strange  and 
frightening  to  him.  His  protection  was  to  isolate 
himself  by  reading  even  more,  although  he  already 
was  an  omnivorous  reader.  In  this  period  he  also  was 
beginning  to  write  regularly,  and  he  enjoyed  ex- 
pressing himself  both  in  verse  and  prose. 

Family  relationship 

When  he  was  12  years  old,  his  grandmother  who 
had  been  in  ill  health  informed  his  parents  that  he 
could  now  live  with  them.  A new  life  was  opening  for 
him  and  also  for  Shizue  who,  for  these  12  years,  had 
been  prevented  from  mothering  him.  She  could  now 
lavish  all  her  feelings  of  tenderness  and  love,  and 
their  relationship  became  a very  close  and  intimate 
one;  this  was  never  to  change,  and  would  continue  so 
until  his  death.  She  remained  his  confidante  and 
advisor  and  was  always  the  first  to  see  what  he  had 
written.  She  may  have  been  the  only  woman  he  ever 
truly  loved. 

In  contrast,  the  relationship  with  his  father  was  a 
troubled  and  unhappy  one.  Azusa  could  not  accept 
his  son’s  evident  interest  in  literature  or  the  possi- 
bility of  his  becoming  a writer.  In  his  eyes  this  was 
not  an  occupation  for  a man.  Azusa  was  frightening 
as  a father,  and  his  angry  outbursts  were  familiar  and 
frequent.  He  believed,  “A  parent  has  to  apply 
pressure — and  any  child  that  collapses  is  better  off 
dead.”  2 Although  Kimitake  pretended  to  comply, 
his  writing  was  too  important  for  him  to  relinquish; 
despite  his  father’s  disapproval  he  would  have  to 
continue  writing. 

Sexuality 

It  was  also  in  this  period,  as  he  observed  his  body 
changing  and  develop  into  young  manhood,  that  he 
referred  to  the  “anguish”  1 he  was  suffering.  He  was 
stimulated  by  the  naked  bodies  of  young  men  seen 
on  a summer’s  seashore  but  remained  seemingly  in- 
different to  the  allurements  of  girls.  Photographs 
of  heavily  muscled  male  athletes  or  the  gory  maga- 
zine covers  picturing  a samurai  cutting  open  his  belly 
also  would  create  a bewildering  sexual  excitement. 
Violence  and  sexuality  were  becoming  wedded  for 
him,  reflecting  a fusing  of  his  aggressive  and  libidinal 
drives. 

Liter  atist 

His  writing  was  now  beginning  to  attract  attention, 
and  at  age  16  he  became  the  youngest  editor  of  the 
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school  club’s  literary  journal.  The  same  year  he  was 
also  invited  to  write  for  the  prestigious  magazine, 
Rungei  Runka  ( Art  and  Culture),  which  he  did  using 
his  newly  created  name,  Yukio  Mishima,  for  the  first 
time.  He  submitted  a manuscript,  Hanazakari  no 
mori  (The  Forest  in  Full  Bloom),  which  was  imme- 
diately accepted  and  began  appearing  serially.  M 
This  was  later  to  become  his  first  published  book. 

The  response  to  this  work  by  critics  and  writers 
was  unanimously  enthusiastic.  Mishima  was  able 
to  write  of  the  past  with  a passion  and  lyricism  that 
reflected  his  own  love  and  reverence  for  the  old  Japan 
of  a bygone  age.  At  this  time,  however,  the  world 
around  him  was  rapidly  changing.  All  of  Europe  was 
already  at  war,  and  now  his  own  country  was  moving 
swiftly  toward  warfare.  In  his  correspondence  at 
that  time,  he  expressed  an  abhorrence  and  opposition 
to  war,  yet  later  on  he  would  write  of  these  years  as 
“a  time,  the  only  time  in  my  experience,  when  death 
was  a rite  and  an  intoxicating  blessing.”  1 

In  1944,  Mishima,  an  outstanding  student,  grad- 
uated at  the  head  of  his  class  and  received  the  cov- 
eted traditional  silver  watch  award.2  This  was 
presented  to  him  in  a ceremony  at  the  palace  by  the 
emperor  himself,  an  event  he  would  never  forget. 
The  approval  and  recognition  he  received  also  stirred 
up  other  feelings,  painful  and  complex  ones.  These 
were  intimately  related  to  the  yearnings  for  the  love 
and  understanding  that  he  never  received  from  his 
ow'n  father.  Mishima  actually  feared  his  father,  and 
when  the  latter  demanded  that  he  continue  his 
studies  at  the  school  of  law,  he  complied,  although  his 
own  choice  had  been  literature. 

His  writing,  however,  would  continue,  and  what 
was  impossible  for  him  to  say  openly  and  directly  to 
his  father  would  unconsciously  be  expressed  in  his 
books.  There  he  was  able  to  express  his  resentment 
and  hostility  again  and  again.5-6 

Conflicts 

Unfortunately,  however,  this  did  not  enable  him  to 
resolve  any  of  his  deep-seated  problems  involving 
oedipa!  and  preoedipal  conflicts.  Although  Mishima 
recognized  that  he  was  having  difficulties  and  was 
tested  psychologically,  at  no  time  did  he  undertake 
any  psychiatric  treatment.7 

Mishima  had  been  rejected  by  the  army  for  phys- 
ical reasons,  with  a diagnosis  of  tuberculosis;  it  was 
apparently  an  error,  for  later  examinations  revealed 
no  evidence  of  it.  For  a time,  there  was  the  recog- 
nition that  he  really  did  not  want  to  die  despite  his 
fantasies  of  seeking  “the  glorious  death”  x;  there  were 
still  many  things  he  wished  to  write.  Now,  as  the  war 
was  rapidly  drawing  to  a close  and  university  classes 
were  being  suspended,  he  remained  at  home  devoting 
himself  to  his  writing.  This  he  continued  to  do  until 
the  war  ended  by  official  proclamation  of  the  em- 
peror on  August  15,  1945. 

It  was  probably  during  this  time  that  Mishima 
made  an  endeavor  to  fall  in  love  with  a girl,  the 
younger  sister  of  a friend  of  his.  Troubled,  knowing 


that  he  was  different,  he  thought  that  he  could  create 
this  feeling  within  himself  and  thereby  resolve  his 
problems.  For  a time  he  convinced  himself  that  he 
was  capable  of  loving,  but  when  the  girl  responded 
to  him,  he  panicked  and  withdrew.  The  only  reas- 
surance he  achieved  was  the  saddening  thought  that 
“He  had  become  a man  who  can  entice  a woman 
without  ever  loving  her.”  1 He  was  eager  now  to  re- 
turn to  both  his  law  studies  and  writing,  activities 
that  seemed  safer  and  would  not  expose  him  to  the 
pain  he  had  just  experienced. 

Before  graduating  in  1947,  he  also  took  and  passed 
the  higher  civil  service  examinations.  It  was  Azusa’s 
wish— another  wish  Mishima  fulfilled  once  more — 
and  on  Christmas  Eve  of  the  same  year  he  was  ap- 
pointed to  the  ministry  of  finance.  Although  he  may 
have  thought  that  he  would  work  during  the  day  and 
continue  his  writing  at  night,  he  soon  realized  that 
this  was  not  possible.  Magazines  were  requesting 
more  of  his  short  stories  and,  additionally,  he  had 
begun  working  on  his  Confessions  of  a Mask.  On 
September  22,  less  than  a year  after  beginning  to 
work  for  the  ministry,  he  submitted  his  resignation. 
However,  here,  too,  it  was  done  only  after  Azusa  first 
gave  his  approval. 

Professional  recognition 

The  following  year  Confessions  of  a Mask  was 
published  and  acclaimed  by  the  literary  world  as  a 
work  of  genius.  He  was  now  one  of  Japan’s  younger 
writers,  with  a brilliant  future  before  him.  However, 
in  his  personal  life  he  was  troubled  and  struggling 
desperately  to  understand  himself.  This  also  was 
reflected  in  his  writings,  which  continued  to  dwell  on 
themes  of  violence,  unhappiness,  and  death.  In  his 
Confessions,  he  identifies  his  homosexuality;  this 
now  enabled  him  to  visit  the  homosexual  bars  with 
a greater  freedom.  Yet  he  did  not  relinquish 
thoughts  of  marriage  and  a family,  and  he  would 
continue  to  see  girls.  However,  it  was  evident  that 
he  preferred  men,  but  in  the  bars  he  was  considered 
bisexual  and  referred  to  as  a “bearer  of  two 
swords.”  2 

In  Mishima’s  professional  circles,  it  was  un- 
doubtedly only  Kawabata,  the  1968  Nobel  Prize 
winner,  who  was  aware  of  how  troubled  his  protege 
was.  He  recognized  this,  and  with  penetrating  in- 
sight wrote  about  Mishima’s  “deep  wounds,”  which 
tragically  were  never  to  heal.  How'ever,  it  did  not 
seem  to  affect  his  productivity,  for  he  continued  to 
write  just  as  skillfully  and  rapidly.  During  this  pe- 
riod he  published  Thirst  for  Love,  Whitest  of  Nights, 
The  Green  Years,  and  Forbidden  Colors,  aside  from 
many  short  stories  and  literary  essays.  Despite  the 
huge  success,  he  was  unhappy  and  frequently  de- 
pressed, but  still  able  to  maintain  his  mask  of  gaiety. 
He  believed  that  he  could  overcome  these  tormenting 
feelings  by  himself,  and  would  be  able  to  do  it  by 
traveling  abroad. 

On  December  15,  1951.  he  departed  from  Japan 
and  was  away  for  about  five  months,  visiting  both 
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North  and  South  America,  and  then  going  on  to 
Europe.  From  his  journal,  it  was  apparently  Greece 
that  fulfilled  all  his  expectations  and  proved  most 
exciting.  Mishima  wrote,  “Greece  cured  my  self 
hatred  and  my  loneliness,”  and  he  was  convinced  that 
he  had  accomplished  exactly  what  he  had  set  out  to 
do.  He  also  became  interested  in  developing  himself 
physically  and  plunged  into  a strenuous  program, 
which  took  him  from  swimming  to  boxing,  weight 
lifting,  and,  finally,  kendo  swordsmanship.8 

Physical  development 

How  he  actually  felt  and  what  was  the  significance 
of  this  body-building  are  clearly  revealed  in  his  au- 
tobiographic essay  Sun  cmd  Steel.  For  many  years 
he  was  aware  of  not  really  experiencing  feelings  and 
wrote  of  his  “emotional  numbness.”  He  began  to 
question  whether  or  not  he  was  actually  living,  and 
hoped  to  find  the  answer  by  observing  his  own  mus- 
cular development.  The  very  need  for  a “verification 
of  his  existence”  reflected  the  seriousness  of  the 
underlying  illness.  What  he  was  then  experiencing 
is  vividly  portrayed  in  his  novel  Kyoko’s  House  by 
one  of  the  characters,  Osamu,  an  actor  who  questions 
whether  or  not  he  is  alive.9  He,  too,  engages  in 
weight  lifting,  and  when  looking  at  the  growth  of  his 
muscles,  feels  reassured  and  can  say  “Here  are  strong 
beautiful  muscles — which  I have  created.  I do 
exist.” 

There  is  also  another  aspect  here,  which  should  not 
be  overlooked,  for  Mishima’s  muscle-building  was 
also  a preparation  for  death.  “This  cherished  im- 
pulse was  never  fulfilled,”  he  explains,  “because  I 
lacked  the  physical  qualifications.  A powerful  frame 
and  sculpturesque  muscles  are  indispensable  in  a 
romantically  noble  death.”  8 This  was  written  in 
1968,  and  in  retrospect  it  is  quite  evident  that  his 
difficulties  were  increasing  and  were  now  even  more 
severe. 

Marital  commitment 

For  a number  of  years,  Mishima’s  parents  had  been 
begging  him  to  get  married  and  he  continued  prom- 
ising them  that  he  would.  However,  it  was  only  when 
Shizue  became  ill  in  March,  1958,  and  was  hospital- 
ized with  the  grave  diagnosis  of  terminal  cancer  that 
he  became  serious  about  it.  Arrangements  were 
made  by  the  Hiraokas  and  the  Sugiyamas  that  very 
month,  and  two  months  later  the  marriage  took  place. 
Yoko  Sugiyama  was  a 19-year-old  bright,  attractive 
university  student,  the  daughter  of  a famous  Japa- 
nese painter  who  unquestionably  would  be  capable 
of  fulfilling  Mishima’s  demands.2  Meanwhile,  Shi- 
zue, as  it  turned  out,  was  informed  that  there  had 
been  an  error  in  the  diagnosis  and  that  she  was  well 
and  able  to  return  home. 

Mishima  was  now  respectably  married,  as  his 
parents  had  wished.  However,  the  routine  of  the  life 
he  had  earlier  established  continued  the  same,  de- 
spite the  growth  of  his  family;  in  June,  1959,  a 


daughter  was  born,  and  in  May,  1962,  a son.  He 
would  arise  in  the  early  afternoon,  breakfast,  then 
attend  to  his  mail  and  depart,  not  returning  until 
about  midnight  when  he  would  begin  his  writing. 
Probably  next  to  his  work,  and  almost  religiously,  he 
devoted  every  afternoon  to  weight-lifting  or  the 
practice  of  kendo.  Not  too  much  time  was  left  for 
Yoko  and  the  children,  except  for  the  month  of  Au- 
gust when  they  would  all  be  together  on  holiday  in 
Shimoda,  a seaside  resort. 

Political  and  nationalistic  concerns 

His  energy  seemed  inexhaustible,  for  not  only  was 
he  now  writing  for  the  theater  and  films,  but  he  was 
also  directing  as  well  as  performing.  However,  he 
had  not  as  yet  found  what  he  was  seeking.  Also  in 
this  period,  he  was  more  and  more  concerned  with 
the  country’s  future  and  the  stronger  role  the  em- 
peror must  play  in  it.  This  was  leading  him  into  the 
camp  of  the  right-wing  extremists,  although  he  did 
not  really  understand  their  philosophy  or  their  goals. 
This  understanding,  however,  was  not  important,  but 
what  he  did  find  within  the  group,  he  explains,  “was 
that  my  own  death  and  the  death  of  others  is  always 
close  to  me.”  The  leitmotif  was  here,  nor  could  it  be 
mistaken. 

It  was  in  the  summer  of  1960  that  Mishima10  wrote 
Patriotism,  and  with  it  he  apparently  found  the  di- 
rection he  would  pursue  until  his  death.3  He  used 
the  Ni  Ni  Roku  incident  of  1936  as  a background  for 
his  story  of  the  love  and  suicide  of  the  young  lieu- 
tenant and  his  recent  bride.  This  tragedy,  it  is  in- 
teresting to  note,  he  viewed,  however,  as  a tale  of 
happiness.  For  Mishima,  the  agonizing  death  of 
Seppuku,  already  fused  with  sexuality,  became  the 
equal  of  an  honorable  death  on  the  battlefield.  The 
concern  he  had  with  purity,  bravery,  and  death  had 
roots  deep  in  the  past  which  embraced  the  spirit  of 
the  mythical  heroes  of  early  Japan.  Natsuko’s  early 
tales  had  become  his  world  of  today. 

His  major  work  was  still  to  be  written,  and  it  was 
probably  in  1960  that  he  already  may  have  begun 
making  notes  for  it.  This  was  his  cycle  of  four  novels. 
The  Sea  of  Fertility,  which  he  actually  began  to  write 
in  1965,  he  planned  to  complete  in  1970.  It  was  an 
heroic  undertaking  for  him,  for  he  was  already  in- 
volved with  several  other  major  projects.  However, 
as  in  the  past,  he  completed  each  book — Spring 
Snow, 1 1 Runaway  Horses,1'2  The  Temple  of  Dawn, 13 
and  The  Decay  of  the  Angel 14 — on  schedule  at  the 
specified  date.  Mishima  was  aware  that  it  would  be 
his  last  work,  and  with  it  there  was  also  a hope  of  re- 
ceiving the  Nobel  Prize.  However,  it  was  his  good 
friend  and  mentor,  Yasunari  Kawabata,  who  would 
receive  the  1968  award.  Only  he  alone  knew  why  this 
was  his  last  chance  for  the  Nobel  Prize. 

It  was  probably  during  this  period  that  the  need 
began  to  develop,  not  just  for  writing  about  warriors 
but  also  for  becoming  one.  On  April  9,  1967,  he  was 
accepted  by  the  army  sell  defense  force  and  began 


1952  New  York  State  Journal  of  Medicine/November  1979 


46  days  of  strenuous  basic  training,  which  also  in- 
cluded an  assignment  to  a paratroop  and  ranger 
section.  He  was  able  to  complete  all  this  despite  his 
age,  and  was  as  enthusiastic  about  it  as  a young  boy; 
in  his  secret  world,  he  had  become  a samurai,  dust 
as  Isao,  his  protagonist  in  Runaway  Horses,  had  re- 
created The  League  of  the  Divine  Wind,  Mishima 
now  proceeded  to  form  The  Shield  Society.  The 
oath  that  had  to  be  signed  read  “We  swear  in  the 
spirit  of  true  men  of  Vamato  to  rise  up  with  sword  in 
hand  against  any  threat  to  the  culture  and  historical 
continuity  of  our  Fatherland.”  :t  This  was  on  Feb- 
ruary 26,  1968,  and  in  March,  1970,  the  final  enlist- 
ment achieved  its  planned  quota  of  100  recruits. 
The  structure  that  would  enable  him  to  fulfill  his 
fantasy  of  a heroic  death  was  nearing  completion. 

Mishima  conceived  the  plan  for  the  self  defense 
force  to  join  with  them  in  their  demand  for  consti- 
tutional reforms.  He  knew  that  it  was  meaningless, 
for  it  would  be  rejected,  but  the  confrontation  would 
provide  the  setting  he  was  seeking.  It  was  here  that 
he  would  show  his  sincerity  and,  as  a samurai,  would 
be  enabled  to  commit  seppuku.  Only  Massakatsu 
Morita.  with  whom  he  had  been  so  close  for  the  past 
year,  was  permitted  to  join  him  in  this  tragic  and 
meaningless  act. 

Seppuku 

On  November  25,  1970,  Yukio  Mishima  ended  his 
life  exactly  as  he  had  planned.  Perhaps  for  a brief 
moment  before  he  lost  consciousness,  he  may  have 
t hought  of  the  words  he  wrote  for  Shunsuke,  in  For- 
bidden Colors:  “A  man  cannot  be  born  of  his  own 
will,  but  he  can  will  to  die.”  15 

Explanations 

As  the  shock  following  Mishima’s  suicide  began  to 
subside,  different  theories  were  offered  to  explain 
this  unexpected  tragedy.  These  were:  the  patriotic 
sacrifice;  a shinju — the  frustrated  love,  with  both 
committing  suicide  together:  the  artist  who  no  longer 
can  create;  a momentary  insanity;  and,  last,  Mishi- 
ma’s frequent  references  to  terminate  life  at  the 
pinnacle  and  thereby  retain  “an  endless  physical 
beauty.”  8 All  these  contained  some  aspect  of  va- 
lidity, but  each  taken  by  itself  would  not  provide  a 
medically  acceptable  explanation. 

His  emotional  difficulties  began  very  early  in  his 
life.  Unfortunately,  this  nurturing  by  his  grand- 
mother, who  treated  him  as  a little  girl,  created  for 


Mishima  serious  primary  problems  of  identity. 
These  difficulties  were  never  resolved;  as  they  grew, 
they  became  a threat  to  his  life,  and  ultimately  de- 
stroyed him.  His  writings  and  f ilms  provide  us  with 
a documentat ion  of  t hese  very  problems.  Diagnos- 
t ically,  he  would  have  to  be  considered  in  the  category 
of  the  borderline  patient. 

In  the  last  book  of  his  tetralogy,  The  Decay  of  the 
Antfel,  which  was  his  farewell  to  the  world,  a de- 
pression is  very  evident.  When  his  central  character 
Honda  at  the  end  wonders,  “Who  knows  perhaps 
t here  had  been  no  I,”  14  it  is  a glimpse  of  the  empti- 
ness that  Mishima  was  experiencing  and  had  hidden 
from  those  around  him.  Only  Kawabata,  as  I men- 
tioned earlier,  had  recognized  it  and  feared  that  such 
a tragedy  could  occur.  'The  pity  and  regret  shared 
bv  many  was  that  Mishima  had  never  sought  psy- 
chiatric care.  He  was  brilliant,  talented,  and  had 
much  to  give,  which  would  have  f urther  enriched  the 
world’s  literary  wealth. 

Comment 

Let  us  hope  that  in  the  very  near  future,  we,  as 
physicians,  will  be  able  to  identify  the  need  and 
provide  the  care  that  will  prevent  such  tragic  and 
meaningless  losses  of  life. 

200  East  74th  Street 
New  York.  New  York  10021 
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Obituaries 


James  Nelson  Capps,  M.D.,  of  Fayetteville,  died  on  Au- 
gust 25  at  the  age  of  57.  Dr.  Capps  graduated  in  1946  from 
New  York  University  College  of  Medicine.  He  was  an 
obstetrician  and  gynecologist  at  Crouse-Irving  Memorial 
Hospital,  an  associate  staff  obstetrician  and  gynecologist 
at  State  University  Hospital  of  the  Upstate  Medical  Cen- 
ter, and  a gynecologist  at  the  Veterans  Administration 
Hospital.  Dr.  Capps  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology  and  a member  of  the 
0 mndaga  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Ralph  Coff,  M.D.,  of  Brooklyn,  died  on  May  1 8 at  the  age 
of  76.  Dr.  Coff  graduated  in  1935  from  Glasgow  Medical 
School  and  the  Royal  College  of  Physicians  and  Surgeons. 
He  was  an  affiliate  in  medicine  at  Coney  Island  Hospital. 
Dr.  Coff  was  a member  of  the  American  Geriatrics  Society, 
the  New  York  State  Society  of  Internal  Medicine,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

George  S.  Eftimiades,  M.D.,  of  New  York  City,  died  on 
May  22  at  the  age  of  58.  Dr.  Eftimiades  received  his 
medical  degree  from  the  University  of  Athens  in  1950.  He 
was  a urologist  at  St.  Clare’s  Hospital  and  Health  Center 
and  at  Astoria  General  Hospital.  Dr.  Eftimiades  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Gustav  Erlanger,  M.D.,  of  New  York  City,  died  on  August 
10  at  the  age  of  93.  Dr.  Erlanger  received  his  medical  de- 
gree from  the  University  of  Berlin  in  1910.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Erich  Fricke,  M.D.,  of  New  York  City,  died  on  July  29  at 
the  age  of  87.  Dr.  Fricke  received  his  medical  degree  from 
the  University  of  Bonn  in  1 920.  He  was  a consulting  sur- 
geon at  Lenox  Hill  Hospital.  Dr.  Fricke  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Rafael  Robert  Gamso,  M.I).,  of  New  York  City  and  Al- 
bertson, died  on  August  23  at  the  age  of  68.  Dr.  Gamso 
graduated  in  1936  from  Baylor  University  College  of 
Medicine.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Benzion  Givcnter,  M.I).,  of  Miami  Beach,  Florida,  for- 
merly of  Brooklyn,  died  on  August  19  at  the  age  of  95.  Dr. 


Giventer  graduated  in  1915  from  Long  Island  College 
Hospital.  He  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leslie  Samuel  Harrison,  M.D.,  of  Flushing,  died  on 
September  6 at  the  age  of  76.  Dr.  Harrison  graduated  in 
1930  from  Boston  University  School  of  Medicine.  He  was 
a general  practitioner  at  Parsons  Hospital.  Dr.  Harrison 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Sidney  Norman  Kessler,  M.D.,  of  Staten  Island,  died  on 
September  1 1 at  the  age  of  68.  Dr.  Kessler  graduated  in 
1938  from  Emory  University  School  of  Medicine.  He  was 
a urologist  at  The  Staten  Island  Hospital  and  a consulting 
urologist  at  the  United  States  Public  Health  Service 
Hospital.  Dr.  Kessler  was  a Diplomate  of  the  American 
Board  of  Urology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Urological  As- 
sociation, the  Richmond  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Georges  Kleefeld,  M.D.,  of  New  York  City,  died  on  July 
29  at  the  age  of  89.  Dr.  Kleefeld  received  his  medical  de- 
gree from  the  University  of  Brussels  in  1913.  He  was  an 
honorary  associate  ophthalmologist  at  the  New  York  Eye 
and  Ear  Infirmary.  Dr.  Kleefeld  was  a Diplomate  of  the 
American  Board  of  Ophthalmology  and  a member  of  the 
New  York  Ophthalmological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

I.  Newton  Kugelmass,  M.D.,  of  New  York  City,  died  on 
August  8 at  the  age  of  83.  Dr.  Kugelmass  graduated  in 
1925  from  Yale  University  School  of  Medicine.  He  was  an 
honorary  pediatrician  at  Misericordia  Hospital  Medical 
Center.  Dr.  Kugelmass  was  a member  of  the  American 
Public  Health  Association,  the  American  Physiological 
Society,  the  Society  for  Experimental  Biology  and  Medi- 
cine, the  Pan  American  Medical  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Abel  Levitt,  M.D.,  of  Buffalo,  died  on  August  1 1 at  the  age 
of81.  Dr.  Levitt  graduated  in  1921  from  McGill  University 
Faculty  of  Medicine.  He  was  a consulting  physician  at 
Millard  Fillmore  Hospital  and  an  honorary  physician  in 
internal  medicine  at  Edward  J.  Meyer  Memorial  Hospital. 
Dr.  Levitt  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  College  of 
Physicians,  a Fellow  of  the  American  College  of  Chest 
Physicians,  and  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the  Medical 
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Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Anthony  J.  Mancini,  M.D.,  of  Buffalo,  died  on  August  5 
at  the  age  of  58.  Dr.  Mancini  graduated  in  1948  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  an  at- 
tending surgeon  at  Deaconess  and  St.  Francis  Hospitals. 
Dr.  Mancini  was  a Diplomate  of  the  American  Board  of 
Surgery  and  a member  of  the  Buffalo  Academy  of  Medi- 
cine, the  Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Julius  Asher  Miller,  M.D.,  of  New  York  City,  died  on 
September  1 in  his  87th  year.  Dr.  Miller  graduated  in  1914 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Raoul  Peter  Nadler,  M.D.,  of  Harrison  and  The  Bronx, 
died  on  September  6 at  the  age  of  49.  Dr.  Nadler  gradu- 
ated in  1956  from  the  State  University  of  New  York 
Downstate  Medical  Center.  He  was  an  assistant  psychi- 
atrist at  St.  Vincent’s  Hospital  and  Medical  Center,  an 
associate  psychiatrist  at  Beth  Israel  Medical  Center,  and 
an  assistant  psychiatrist  at  St.  Vincent’s  Hospital  of  the 
City  of  New  York  (Westchester  Branch).  Dr.  Nadler  was 
a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry),  a Fellow  of  the  American  College 
of  Physicians,  and  a member  of  the  American  Psychiatric 
Association,  the  Westchester  Academy  of  Medicine,  the 
Westchester  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Bela  Andreas  Nyari,  M.D.,  of  New  York  City,  died  on 
August  29  at  the  age  of  75.  Dr.  Nyari  received  his  medical 
degree  from  the  University  of  Szeged  in  1928.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Gaetano  Peter  Runfola,  M.D.,  of  Buffalo,  died  on  July 
25  at  the  age  of  80.  Dr.  Runfola  graduated  in  1921  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  an 
honorary  member  of  the  medical  staff  at  Buffalo  Columbus 
Hospital.  Dr.  Runfola  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Morton  Scldowitz,  M.I).,  of  Lawrence,  died  on  June  23 
at  the  age  of  83.  Dr.  Seldowitz  graduated  in  1919  from 
Columbia  University  College  of  Physicians  and  Surgeon. 
He  was  a consulting  pediatrician  at  Jewish  Hospital  and 
Medical  Center  of  Brooklyn.  Dr.  Seldowitz  was  a Diplo- 
mate of  the  American  Board  of  Pediatrics  and  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Irmgard  Sicmund,  M.D.,  of  New  York  City,  died  on  July 
24  at  the  age  of  72.  Dr.  Siemund  received  her  medical 
degree  from  the  University  of  Munich  in  1941.  She  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Vytautas  Slavinskas,  M.D.,  of  Monticello,  died  on  August 
30  at  the  age  of  67.  Dr.  Slavinskas  received  his  medical 
degree  from  the  University  of  Kaunas  in  1940.  He  was  the 
administrator  at  the  Hamilton  Avenue  Hospital  and  a staff 
general  practitioner  there,  and  a general  practitioner  at 
Community  General  Hospital  of  Sullivan  County,  Mon- 
ticello Division.  Dr.  Slavinskas  was  a member  of  the 
Sullivan  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Stirling  P.  Stackhouse,  M.D.,  of  Rome,  died  on  Sep- 
tember 5 at  the  age  of  76.  Dr.  Stackhouse  graduated  in 
1931  from  Rush  Medical  College.  He  was  an  anesthesi- 
ologist at  Rome  Hospital  and  Murphy  Memorial  Hospital 
and  at  Rome  Development  Center.  Dr.  Stackhouse  was 
a member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  Rome  Academy  of  Medicine,  the  New  York  State 
Society  of  Anesthesiologists,  the  Oneida  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Salo  Theodore  Wild,  M.D.,  of  New  York  City,  died  on 
August  11  at  the  age  of  70.  Dr.  Wild  received  his  medical 
degree  from  the  University  of  Vienna  in  1933.  He  was  an 
assistant  in  thoracic  diseases  at  The  Mount  Sinai  Hospital. 
Dr.  Wild  was  a Fellow  of  the  American  College  of  Physi- 
cians and  a member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

E.  Christopher  Wood,  M.D.,  of  Myrtle  Beach,  South 
Carolina,  formerly  of  White  Plains,  died  on  \ugust  26  at 
the  age  of  79.  Dr.  Wood  graduated  in  1925  from  Yale 
University  School  of  Medicine.  He  was  a member  of  the 
Westchester  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


CORRECTION 

The  correct  authors’  names  for  "Basic  and  Clinical  Immunology,”  which  appeared  in  the  September,  1979,  issue  of 
the  Journal,  on  page  1516,  are:  Fudenberg,  H.  H.,  Stites,  D.  P.,  Caldwell,  J.  L.,  and  Wells,  J.  V. 
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Abstracts 


Chander,  C.,  and  Feldman,  E.:  Correct  placement  of 
endotracheal  tubes,  New  York  State  J.  Med.  79:  1843 
(Nov.)  1979. 

Improper  placement  of  the  endotracheal  tube  can  lead 
to  serious  complications.  The  techniques  to  ascertain 
correct  location  of  the  endotracheal  tubes  that  are  pres- 
ently in  wide  use  are  auscultation  and  x-ray  of  the  chest. 
We  describe  here  “The  cuff  palpation  technique,”  which 
is  noninvasive,  simple,  rapid,  and  requires  no  special  tools. 
Using  this  technique  a fairly  accurate  estimate  of  the  po- 
sition of  the  cuffed  endotracheal  tubes  is  possible. 


Kamalakar,  P.,  Humbert,  J.  R.,  Fitzpatrick,  J.  E.,  and 
Hadley,  R.  A.:  Thrombocytosis  of  histiocytosis  X,  New 
York  State  J.  Med.  79:  1845  (Nov.)  1979. 

Platelet  counts  were  evaluated  retrospectively  in  12 
patients  with  histiocytosis  X seen  at  the  Children’s  Hos- 
pital of  Buffalo  from  1957  to  1977.  Of  eight  analyzed  pa- 
tients, seven  displayed  platelet  counts  greater  than  400  X 
109  per  liter  at  diagnosis.  Following  onset  of  therapy, 
platelet  counts  decreased  progressively  to  an  average  of  375 
X 109  per  liter  in  patients  in  complete  remission,  that  is, 
off  all  drugs.  The  difference  between  platelet  counts  at 
diagnosis  and  during  remission  was  significant  (P  = 0.01). 
In  the  only  patient  who  relapsed,  thrombocytosis  also  re- 
curred and  disappeared  again  with  subsequent  remission. 
Thrombocytosis  appears  to  be  a frequent,  heretofore  un- 
described feature  of  histiocytosis  X at  diagnosis. 

Steinman,  G.,  Kleiner,  G.  J.,  and  Greston,  W.  M.: 

Spontaneous  rupture  of  membranes;  rapid  strip  test  for 
detection,  New  York  State  J.  Med.  79:  1849  (Nov.) 
1979. 

It  is  vital  to  confirm  spontaneous  rupture  of  membranes 
as  quickly  and  accurately  as  possible  in  suspected  cases. 
To  differentiate  amniotic  fluid  from  urine  and  normal 
vaginal  secretions  in  the  gravid  vagina,  a combined  study 
of  pH,  urea,  protein,  and  glucose  were  studied  by  rapid- 
strip  tests.  Urine  appears  to  play  no  part  in  the  differen- 
tiation, but  one  must  be  alert  to  interfering  factors  such  as 
blood,  meconium,  renal  disease,  and  infection  which  can 
alter  the  test  results.  The  highest  percent  of  true-positive 
and  true-negative  readings  were  obtained  when  a combi- 
nation of  tests  was  performed.  This  study  suggests  that 
rapid-strip  tests  evaluating  both  pH  and  protein  provide 
the  most  reliable  identification  of  amniotic  fluid,  without 


the  need  for  special  laboratory  equipment. 

Smith,  V.  L.,  Michelsen,  P.  B.,  Davidow,  B.,  and  Kaul, 

B.:  Work-related  exposure  to  lead;  biologic  screening  of 
New  York  State  employees,  New  York  State  J.  Med.  79: 
1852  (Nov.)  1979. 

New  York  State  employees  with  a work-related  exposure 
to  inorganic  lead  have  been  screened  to  separate  them  into 
two  groups,  one  equivalent  to  a nonexposed  population  and 
the  other  subject  to  further  follow-up  because  of  potential 
high  lead  absorption. 

Cucin,  R.  L.,  Chaglassian,  T.  A.,  and  Guthrie,  R.  H.: 

Experimental  bony  defects;  comparative  effect  of  partic- 
ulate autogenous  bone  and  reconstituted  collagen  gels  on 
healing,  New  York  State  J.  Med.  79:  1856  (Nov.)  1979. 

Implantations, of  bone  dust,  bone  chips,  reconstituted 
collagen  gels,  and  sterile  gelatin-base  sponge  (Gelfoam)  in 
trephine  holes  in  dog  skulls  were  histologically  studied  in 
temporal  sequence  to  show  a clear  superiority  of  the  au- 
togenous bone  grafts  over  other  materials.  A slight  ad- 
vantage of  the  bone  chips  over  the  bone  dust  was  suggested, 
and  a slight  difference  in  favor  of  collagen  gels  over  controls 
was  detected.  There  was  no  significant  difference  between 
sterile  gelatin-base-sponge-filled  trephine  holes  and  con- 
trols. The  authors  speculate  that  the  ability  of  autogenous 
bone  to  provide  intact  cellular  elements  as  well  as  bony 
matrix  may  explain  this  observation.  The  supply  of  ab- 
sorbable and  usable  collagen  without  matrix  may  explain 
the  function  of  the  collagen  gels. 

Jack,  J.  W.,  Gerlach,  R.  W.,  Lefkowitz,  E.,  and  Murphy, 

G.  P.:  Family  practice  residency  programs;  in  New  York 
State,  New  York  State  J.  Med.  79:  1869  (Nov.)  1979. 

The  New  York  State  Health  Research  Council,  estab- 
lished in  1975,  participates  in  the  planning  and  develop- 
ment of  innovative  health  research  and  education  in  pri- 
ority areas.  In  conjunction  with  the  Assistant  Commis- 
sioner for  Health  Manpower,  the  Executive  Secretary  of 
the  New  York  State  Academy  of  Family  Medicine,  and 
representatives  of  family  practice  training  programs,  the 
Council  formulated  in  1976  a plan  to  review  family  practice 
residency  programs  in  New  York  State.  The  objectives  of 
the  review  were  to  characterize  the  training  programs, 
trainees,  and  impact  on  the  health  delivery  system. 
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Chander,  C.,  e Feldman,  E.:  Location  correcte  del  tubos 
endotracheal,  New  Y ork  State  J.  Med.  79:  184.'?  (Nov- 
embre)  1979. 

Le  location  improprie  del  tubos  endotracheal  pote  con- 
ducer  a grave  complicationes.  I .e  technicas  pro  comprobar 
le  location  correcte  de  iste  tubos  que  es  usate  ampliamente 
hodie  consiste  in  le  auscultation  e le  examination  radiologic 
del  thorax.  Nos  describite  qui  le  “technica  de  palpation 
in  manica”  que  es  non  invasive,  simple  e rapide  e que  non 
require  instrumentos  special.  Usante  iste  technica  un  bon 
evalutation  del  position  del  tubos  endotracheal  con  manica 
(“cuffed”)  es  possibile. 

Kamalakar,  P.,  Humbert  J.  R.,  Fitzpatrick,  J.  E.,  e 
Hadley,  R.  A.:  Thrombocytosis  con  histiocytosis  X,  New 
York  State  J.  Med.  79:  1845  (Novembre)  1979. 

Le  contos  de  thrombocytos  esseva  evalutate  retrospec- 
tivemente  in  12  patientes  con  histiocytosis  viste  in  le 
Hospital  Infantil  de  Buffalo,  de  1957  a 1977.  De  8 del 
patientes  studiate,  7 habeva  contos  de  plachettas  plus  que 
400  X 109/L  al  facer  le  diagnose.  Depost  del  institution  del 
therapia,  le  contos  plachettari  descendeva  progressive- 
mente  a un  promedio  de  375  X 109/L  in  le  patientes  in  re- 
mission complete  infra  no  medication.  Le  differentia  inter 
le  contos  de  plachettas  al  momento  del  diagnose  e durante 
le  remission  esseva  significative.  In  le  sol  patiente  que 
recidivava,  le  thrombocytosis  etiam  recurreva  e iste  dis- 
pareva  de  nove  al  remission  subsequente.  Le  thrombo- 
cytosis pareva  frequente,  e hasta  ora  pare  un  characteristica 
non  describite  del  histiocytosis  X al  momento  del  diag- 
nose. 

Steinman,  G.,  Kleiner,  G.  J.,  e Greston,  W.  M.:  Ruptura 
spontanee  del  membranas;  Test  de  cinta  per  detection 
rapide,  NewT  York  State  J.  Med.  79:  1849  (Novembre) 
1979. 

Es  vital  le  confirmation  del  ruptura  spontanee  del 
membranas  tan  pronto  e precisemente  como  possibile  in 
le  casos  suspectate.  Pro  differentiar  le  liquido  amniotic 
del  urina  e le  secretiones  vaginal  normal  del  femina  gravide, 
le  studio  combinate  del  pH,  le  urea,  le  proteinas  e le  glucosa 
esseva  facite  con  test  rapide  usante  un  cinta  special.  Le 
urina  pare  no  tener  parte  in  le  differentiation,  mais  debe 
considerar  se  le  factores  interferentes  como  le  sanguine,  le 
meconium,  le  morbo  renal  e le  infectiones  que  pote  alterar 
le  resultatos  del  test.  Le  plus  elevate  procentage  de  re- 
sultatos  positive  e negative  ver  esseva  obtenite  con  le  test 
combinate.  Iste  studio  permite  sugerer  que  le  test  rapide 
de  cinta  pro  evalutar  le  pH  e le  proteinas  es  le  plus  confia- 
bile  examination  pro  le  identification  del  liquido  amniotic, 
sin  necessitate  de  un  equipo  special  de  laboratori. 


Smith,  V.  L.,  Michelsen  P.  B.,  Davidow  B.,  e Kaul,  B.: 

Exposition  al  plumbo  durante  le  travalio;  studio  selective 
del  empleatos  del  Stato  de  Nove  York,  New  York  State 
J.  Med.  79:  1852  (Novembre)  1979. 

Le  empleatos  del  Stato  de  Nove  York  exposite  al  plumbo 
inorganic  durante  le  travalio  esseva  studiate  selectivemente 
e separate  in  duo  gruppos.  Un  de  illes  correspondeva  al 
population  non  exposite,  e le  altere  per  esser  seguite  debite 
al  potential  absorption  elevate  del  plumbo. 

Cucin,  R.  L.,  Chaglassian,  T.  A.,  e Guthrie,  R.  H.:  De- 
lectus ossee  experimental;  effectos  comparative  del  grattos 
ossee  autogene  in  particulas,  e geles  collagenose  reconsti- 
tute per  cicatrisation,  New  York  State  J.  Med.  79:  1856 
(Novembre)  1979. 

Le  implantationes  de  pulvere  o particulas  ossee  e de  geles 
collagenose,  gelatina  sterile  o spongia  gele  (“Gelfoam”)  in 
orificios  de  trepanation  in  le  cranio  de  canes  esseva  studiate 
histologicmente  in  sequentias  temporari  pro  demonstrar 
le  superioritate  evidente  del  graffos  ossee  autogene  supra 
le  altere  materiales.  Un  parve  avantage  del  particulas 
ossee  supra  le  pulvere  ossee  esseva  observate  e etiam  un 
parve  differentia  a favor  del  geles  collagenose  supra  le 
controlos.  Non  habeva  differentias  significative  inter  le 
gelatina  sterile  e le  spongia  gele  applicate  in  le  orificios  de 
trepanation  supra  le  controlos.  Le  autores  speculate  que 
le  capacitate  del  ossee  autogene  pro  proportionar  elementos 
cellulari  intacte  e etiam  matrix  ossee  pote  explicar  iste 
observation.  Le  suministro  de  material  collagenose  usabile 
e absorbibile,  sin  matrix,  pote  explicar  le  function  del  geles 
collagenose. 

Jack,  J.  W.,  Gerlach,  R.  W„  Lefkowitz,  E.,  e Murphy, 

G.  P.:  Programma  de  residentes  in  le  practica  familiari 
in  le  Stato  de  Nove  York,  New7  York  State  J.  Med.  79: 
1869  (Novembre)  1979. 

Le  Concilio  de  Investigationes  del  Departamento  de 
Sanitate  del  Stato  de  Nove  York,  establite  in  1975,  parti- 
cipa  in  le  planeamento  e disveloppamento  del  investiga- 
tiones innovative  in  sanitate  in  areas  con  prioritates. 
Conjuntemente  con  le  Commisionate  Assistente  del  au- 
thoritates  sanitari,  le  Secretario  Executive  del  Academia 
de  Medicina  Familiari  del  Stato  de  Nove  York  e le  repre- 
sentatives del  programma  de  trainamento  del  practica 
familiari  in  le  Stato  de  Nove  Y'ork,  le  Concilio  formulava 
un  plan  in  1976  pro  revider  le  programma  de  residentia  in 
le  practica  medic  familiari  in  le  Stato  de  Nove  York.  Le 
objectivos  de  iste  revision  esseva  characterisar  le  pro- 
gramma de  trainamento,  le  studiantes  e le  impacto  supra 
le  systema  de  application  del  sanitate. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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PREGNANCY— COLLECTED  WORKS 

Journey  to  Motherhood.  Great  Writings  on  Preg- 
nancy— from  a Woman’s  First  Love  to  her  Baby’s  First 
Day  of  Life.  Compiled  by  Emmanuel  Martin  Greenberg, 
M.D.  New  York,  St.  Martin’s  Press,  1979.  Cloth,  387 
pages.  Price,  $10. 

AMBULATORY  CARE 

Assuring  Quality  Ambulatory  Health  Care:  The  Dr. 
Martin  Luther  King  Jr.  Health  Center.  Edited  by 
Donald  Angehr  Smith,  M.D.,  and  Gitanjali  Mukerjee,  M.D. 
Boulder,  Colorado,  Westview  Press,  1978.  Illustrated,  243 
pages.  Cloth,  $20. 

Detailed  procedures  and  pertinent  materials  used  by  the 
Dr.  Martin  Luther  King,  Jr.,  Health  Center  to  assure 
quality  of  health  care  in  their  facilities. 

FERTILITY 

We  Want  to  Have  a Baby.  The  Couples  Complete 
Guide  to  Overcoming  Infertility.  By  James  T.  Howard, 
Jr.,  M.D.,  and  Dodi  Schultz.  New  York,  E.  P.  Dutton, 
1979.  146  pages.  Paperback,  $5.95;  Cloth  $10.95. 

For  couples  who  face  the  problem  of  infertility — an 
up-to-date  book  with  facts  and  practical  advice. 

ABDOMEN,  ACUTE 

The  Acute  Abdomen  for  the  Man  on  the  Spot.  Third 
edition.  By  J.  C.  Angell,  F.R.C.S.  Kent,  England,  Pitman 
Medical  Publishing  Co.,  Ltd.,  1978.  Paperback,  116  pages. 
Price,  $7.95. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
l he  basis  of  merit  and  reader  interest. 


The  “handbook  for  the  inexperienced  surgeon” 
updated. 

KIDNEY  DISEASES— PATHOLOGY 

Electron  Microscopy  of  the  Kidney  in  Renal  Disease 
and  Hypertension.  By  Anil  K.  Mandal,  M.D.,  F.A.C.P., 
and  James  E.  Wenzl,  M.D.  New  York,  Plenum  Medical 
Book  Company,  1979.  Illustrated,  452  pages.  Hardcover, 
$32.50. 

Electron  microscopic  studies  of  the  fine  structures  of  the 
diseased  kidneys. 

DRUG  ABUSE— POPULAR  WORKS 

Angel  Dust  Blues.  A novel  by  Todd  Strasser.  New  York, 
Coward,  McCann  & Geohegan,  Inc.,  1979.  Hardcover,  203 
pages.  Price,  $8.95. 

Fictional  account  of  the  effects  of  the  drug  on  a suburban 
teenager. 

CHILD  GUIDANCE 

Child  Guidance.  By  Samuel  Kahn,  M.D.  New  York, 
Philosophical  Library,  1979.  Cloth,  134  pages.  Price, 
$10. 

The  proper  handling  of  infants  and  children. 

SIGISMUND  PELLER,  M.D.— 
AUTOBIOGRAPHY 

Not  in  My  Time.  The  Story  of  a Doctor.  By  Dr.  Sig- 
ismund  Peller.  New  York,  Philosophical  Library,  1979. 
Cloth,  374  pages.  Price,  $15. 

The  story  and  personal  observations  of  a doctor  who 
spent  his  life  in  medical  research  and  practice 


Medical  News 


Toll-free  reporting 

of  drug  and  device  problems 

Health  care  professionals  now  can  dial  a toll-free  tele- 
Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


phone  number  to  report  problems  they’ve  experienced  with 
drugs,  medical  devices,  and  in  vitro  diagnostic  products. 
The  number  is  800-638-6725  (in  Maryland,  call  collect 
(301)  881-0256). 
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The  Course  director  is  Julius  E.  Stolfi,  M.I).,  K.A.C.P., 
Secretary-General,  American  College  of  Physicians,  vice 
president  and  associate  dean,  State  University  of  New  York 
Downstate  Medical  Center,  and  the  codirector  is  Martin 
V.  Bonventre,  M.D.,  F.A.C.P.,  from  the  Brooklyn  Hos- 
pital. 

Additional  information  about  MKSAP  V courses  is 
available  from  the  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  Pa.  19104. 

The  Center  for  Immunology  seventh 
international  convention 

The  Center  for  Immunology,  State  University  of  New 
York  at  Buffalo,  announces  the  Seventh  International 
Convocation  on  Immunology  to  be  held  July  6 to  10,  1980, 
at  Niagara  Falls,  New  York.  The  theme  of  the  program 
is  "Immunobiology  of  the  Major  Histocompatibility 
Complex.” 

Further  information  may  be  obtained  by  contacting  Dr. 
James  F.  Mohn,  Director,  The  Center  for  Immunology, 
Room  210  Sherman  Hall,  State  University  of  New  York  at 
Buffalo,  Buffalo,  New  York  14214. 

33rd  national  conference 
on  rural  health 

Seven  continuing  medical  education  courses  placing 
particular  emphasis  on  the  needs  of  the  rural  practitioner 
will  be  offered  in  conjunction  with  the  American  Medical 
Association’s  33rd  National  Conference  on  Rural  Health, 
scheduled  for  April  17  and  18, 1980,  at  the  Sheraton  Boston 
in  Boston,  Massachusetts. 

The  CME  courses  meet  the  criteria  for  Category  1 ac- 
creditation on  an  hour-for-hour  basis  for  the  Physician 
Recognition  Award  of  the  AMA. 

For  further  information  contact:  Barbara  Chapman; 
office:  (312)  751-6604;  home:  (312)  787-6695;  or  Dale  C. 
Smith;  office:  (312)  751-5997;  home:  (312)  525-1280. 


TABLETS 

ALDORIL*-25 

containing  250  mg  ALD0MET®  Methyldopa  MSOi 
and  25  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORIL* -15 

containing  250  mg  ALD0MET*  (Methyldopa  MSD) 
and  15  mg  HydroDIURIL®  'Hydrochlorothiazide,  MSD) 

TABLETS 

ALDORIL®  D30 

containing  500  mg  ALD0MET*  (Methyldopa.  MSD) 
and  30  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORIL*  D50 

containing  500  mg  ALD0MET*  i Vlethyldopa  MSDi 
and  50  mg  HydroDIURIL®  (Hydrochlorothiazide  MSD) 

MSD 

Merck  Sharp  & Oohme.  Division  ot 
Merck  & Co  , Inc  . West  Point,  PA  19486 

Copyright  U 1979  by  Merck  4 Co  Inc  J9AR13 


YOUR  MEMBERSHIP  BENEFITS 

Members  of  the  Medical  Society  of  the  State  of  New  York  are  entitled  to  the  many  benefits  outlined 
below  We  suggest  that  you  retain  this  section  for  future  reference,  bring  it  home  and  share  it  with 
your  family.  Use  the  return  coupon  on  facing  page  to  obtain  detailed  information  on  the  benefits 
that  interest  you 

PRODUCTS  AND  SERVICES 

FINANCIAL  SERVICES  FROM  A MAJOR  NEW  YORK  BANK 

THE  BEST  BUYS  IN  AUTOMOBILES.  Whether  you  are  purchasing,  leasing  or  renting,  there  are  4 special 
programs  for  car  rentals  at  special  prices. 

CONCERT/THEATRE  CLUB/PURCHASE  POWER  offers  MSSNY  members  discounts  on  various  consumer 
products  through  retail  outlets;  available  throughout  the  State. 

QUALITY  OFFICE  FURNITURE  at  specially  negotiated  prices. 

ADVANCED  COMPUTER  BILLING  SERVICES  for  members  only  at  specially  discounted  rate.  Complete  services 
are  state-wide.  Also  available  a specially  designed  software  package  for  the  physician’s  office. 

ENCYCLOPEDIA.  Two  of  the  foremost  publishers  of  encyclopedias  are  giving  special  prices  to  members. 

AYNSLEY  BONE  CHINA  & LLADRO  PORCELAINS  are  imported  directly  from  Ireland  at  special  low  prices. 

PHYSICIANS’  SPORTS  CLUB.  Offering  a wide  spectrum  of  trips  at  special  membership  rates. 

ELECTRONIC  BLOOD  PRESSURE  MACHINES  and  Flotation  Mattresses  at  specially  negotiated  prices. 
QUALITY  TIRES  at  discounted  prices. 

MAJOR  APPLIANCES  at  wholesale  prices. 

SECURITY  SYSTEMS  for  the  protection  of  home  and  office. 

PORTRAITS  by  an  internationally  known  artist,  at  special  membership  prices. 

REAL  ESTATE  TRANSACTIONS  at  discounted  commissions,  and  special  mortgage  services. 

TELEPHONE  ANSWERING  EQUIPMENT  at  a special  discount. 

BUSINESS  MACHINES  & EQUIPMENT  including  dictating  and  transcribing  devices,  discounted  up  to  25%. 

PHYSICIANS  BUYING  CO.  for  office  and  medical  equipment  and  supplies,  including  furniture  at  approximately 
30%  discount. 

TRAVEL  SPORTS  CLUB  for  packaged  trips. 

GROUP  PLAN  INSURANCE  PROTECTION  for  members  and  their  families. 

Designed  to  supplement  county  medical  society  programs  where  identical  programs  exist,  the  following  plans  offer 
more  extensive  coverage  at  much  lower  rates  than  you  could  obtain  on  an  individual  basis, 
a Disability  Income  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  the  age  55  may  add  protection  of  up  to  $500  per  week  payable  if  they  become 
totally  disabled  by  accident  or  sickness.  Guaranteed  coverage  of  $150  a week  under  Plan  5-2  to  new  members 
under  45  who  apply  within  60  days  of  joining  the  Society 

b Disability  Overhead  Program  with  Special  Renewal  Guarantee*. 

Medically  insurable  members  under  age  60  may  add  up  to  $1500  a month  expense  reimbursement  for  continuing 
practice  expenses  in  the  event  of  disability  The  cost  of  this  protection  is  tax-deductible 

c Hospital  Indemnity  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  supplementary  hospital  protection  up  to  $80  per  day  Spouse  and  children  may 
be  included  optionally  Skilled  nursing  home  benefits  are  available  Plan  may  be  renewed  for  life  of  insured  person 
...  member,  spouse  or  child 

d Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan  with  Special  Renewal  Guarantee*. 

Members  under  age  60  may  add  protection  up  to  $ 100,000  Total  amount  is  also  paid  if  the  member  Is  permanently 
and  totally  disabled  as  the  result  of  an  accident,  after  12  consecutive  months  of  total  disability 

Continued 
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• The  renewal  ol  your  policy  is  guaranteed  so  long  as  (a)  you  are  a member  of  MSSNY,  (b)  you  are  under  age  70, 
(c)  you  remain  actively  engaged  in  medicine  and  (d)  the  Society  sponsors  this  Plan  and  does  not  sponsor  or  endorse 
any  other  similar  program 

Group  Life  Plan  with  Special  Renewal  Guarantee.  Society  members  under  age  65  who  are  medically  insurable 
may  add  up  to  $50,000  term  life  protection.  New  MSSNY  members  under  age  65  are  guaranteed  substantial 
amounts  of  the  protection  without  regard  to  medical  history,  if  they  apply  within  60  days  of  joining  MSSNY 
Tax-deductible  coverage  is  available  for  a physician's  employees  or  the  physicians  and  other  employees  in 
a professional  corporation 

Renewal  guarantee  By  special  agreement  with  MSSNY.  the  Company  cannot  cancel  or  refuse  to  renew  your  group 
life  contract  so  long  as  the  Society  sponsors  this  plan  and  no  competing  life  plan 

UNDERWRITERS  OF  INSURANCE  PLANS: 

The  Society  Group  Life  Plan  is  underwritten  by  Bankers  Life  Co  . Des  Moines.  Iowa,  a leader  in  the  professional  association 
life  field  The  other  endorsed  plans  are  written  by  the  Commercial  Insurance  Co's  of  New  York  City  Commercial  Insurance 
has  written  many  of  the  county  and  district  branch  programs  in  New  York  for  many  years. 


PUBLICATIONS 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE.  Published  monthly,  the  Journal  provides  continuing  medical  education  through  original 
scientific  articles,  case  reports,  symposia  and  seminar  meeting  dates  throughout  New  York  State  It  also  lists  physician  placement 
opportunities,  classified  advertising,  and  the  annual  convention  program 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE.  A biennial  listing  of  over  35.000  physicians  licensed  in  New  York  State  indicating  their 
office  addresses,  specialty  boards  and  colleges  and  official  hospital  staff  appointments,  as  well  as  the  staff  lists  of  hospitals  throughout 
the  state 


MSSNY  MEMBERSHIP  BENEFITS  QUESTIONNAIRE 

Please  send  me  further  information  on  the  following: 

□ Supplemental  Insurance  Programs: 

( ) Disability  Income  Insurance  ( ) Office  Overhead  Expense  Insurance 

( ) Hospital  Indemnity  Insurance  ( ) Accidental  Death  & Dismemberment  Insurance 


( ) Group  Term  Life  Insurance 

□ Computer  Services 

□ Office  Computer  Software 

□ Encyclopedia 

□ Car  Leasing 

□ Office  Furniture 

□ Britannica  □ Americana 

□ Car  Rental 

□ Blood  Pressure  Machines 

□ Book  of  Knowledge 

□ Car  Purchasing 

□ Aynsley  Bone  China 

□ Quality  Tires 

□ Physicians’  Sports  Club 

Pattern,  Quantity  . . . 

□ Major  Appliances 

□ Concert  Theatre  Club 

□ Lladro  Porcelains 

□ Security  Systems 

□ Financial  Services 

Model/No.  . . . 

□ Portraits 

□ Real  Estate  Transactions 

□ Business  Machines  & Equip. 

□ Travel  Sports  Club 

□ Telephone  Answering  Equip. 

□ Physician  Buying  Co. 

Msmp 

(please  print) 

Address 

ZIP 

County  Medical  Society Tel.# 

(area  code) 


Please  return  questionnaire  to:  Division  of  Insurance  & Membership  Benefits,  c/o  MSSNY,  420  Lakeville 
Rd.,  Lake  Success.  N Y.  11042.  Phone:  (516)  488-6 100,  ext.  37 1 /2. 
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The  Food  and  Drug  Administration  encourages  health 
professionals  to  report: 

— hazardous  or  potentially  hazardous  products; 

— product  mislabeling  or  improper  labeling; 

— incomplete  or  confusing  instructions; 

— erroneous  information; 

— designs  that  encourage  human  error; 

— performance  failures; 

— nonsterile  products; 

— packaging  errors; 

— defective  components; 

— quality  control  problems;  and 

— any  other  situation  that  could  affect  the  safety  and 
efficacy  of  a product. 

These  problem  reports  help  FDA  determine  when  a 
product  poses  a significant  potential  hazard  to  health, 
sometimes  necessitating  a recall.  The  information  also  is 
used  to  detect  recurring  or  widespread  problems  and  to 
search  out  deficiencies  useful  in  developing  profiles  and 
trends  of  manufacturer  and/or  product  problems  that 
might  suggest  needed  amendment  of  performance  or  good 
manufacturing  standards. 

The  U.S.  Pharmacopeia  operates  this  program  under 
contract  with  FDA’s  Bureaus  of  Drugs  and  Medical  De- 
vices. Callers  should  be  ready  to  provide:  their  name,  zip 
code,  and  phone  number;  product  name,  strength,  size,  etc.; 
lot  number  and  expiration  date,  if  applicable  and  available; 
date  purchased  and  source,  if  known;  manufacturer’s  name 
and  address;  labeler’s  name  and  address,  if  different  from 
the  manufacturer’s;  and  the  problem  noted. 

Medical  education 

At  its  annual  meeting  in  July,  the  AMA  House  of  Dele- 
gates backed  the  Council  on  Medical  Education  and  Board 
of  Trustees  and  withdrew  from  the  LCCME  (Liaison 
Committee  on  Continuing  Medical  Education).  The  AMA 
will  immediately  resume  its  role  as  a primary  accreditor  of 
CME-  (continuing  medical  education)  sponsoring  orga- 
nizations through  the  establishment  of  a committee  of  the 
council.  Continuing  medical  education  accreditation  was 
conducted  by  the  AMA  for  more  than  a decade  before 
LCCME  took  over  in  1977.  The  AMA  has  provided  staff 
for  the  LCCME  and,  through  1978,  all  the  costs  of  ac- 
creditation. The  House  action  recognizes  state  medical 
associations  as  the  accrediting  bodies  for  institutions  and 
organizations  providing  local  and  intrastate  CME  pro- 
grams. 

LCCME  announces  establishment 
of  new  office 

Following  its  last  regular  meeting  on  September  7,  1979, 
the  LCCME  (Liaison  Committee  on  Continuing  Medical 
Education)  announced  the  establishment  of  a new  office 
location  and  staffing  arrangements. 

LCCME,  the  nationally  recognized  broad-based  body 
responsible  for  the  accreditation  of  institutions  and  orga- 
nizations offering  continuing  medical  education,  will  now 
function  administratively  through  its  newly-appointed 
Secretary,  Richard  S.  Wilbur,  M.D.  Communications  may 
be  directed  to  P.0.  Box  245,  Lake  Bluff,  IL  60044;  phone 
312-295-1490. 

In  addition  to  strongly  reaffirming  their  continuing 
commitment  to  the  goals  of  LCCME  at  the  September 
meeting,  LCCME’s  constituent  representatives;  the 


American  Board  of  Medical  Specialties,  American  Hospital 
Association,  Association  for  Hospital  Medical  Education, 
Association  of  American  Medical  Colleges,  Council  of 
Medical  Specialty  Societies,  and  the  Federation  of  State 
Medical  Boards,  clarified  several  matters  of  concern  to 
CME  providers: 

— The  accreditation  status  of  all  currently  accredited 
institutions  and  organizations  remains  in  effect.  Regular 
re-surveys  will  be  scheduled  in  the  near  future. 

- National  institutions  and  organizations  applying  for 
accreditation  or  re-accreditation  should  apply  directly  to 
the  new  address. 

Intrastate  institutions  and  organizations  requesting 
accreditation  or  re-accreditation  should  apply  directly  to 
their  state  accrediting  body. 

-As  approved  at  LCCME’s  June  7,  1979,  meeting,  the 
decisions  of  state  accrediting  agencies  are  final  without 
need  for  submitting  detailed  survey  data  for  LCCME  re- 
view and  approval;  LCCME  will  serve  as  the  appeal  body 
if  CME  providers  wish  to  appeal  state  decisions. 

— State  entities  granting  accreditation  will  be  surveyed 
and  accredited  by  LCCME.  States  without  an  accrediting 
body  will  be  assisted  by  LCCME. 

The  Procedures  and  Essentials  for  Accreditation  of 
Institutions  and  Organizations  Offering  Continuing 
Medical  Education  remain  unchanged. 

In  order  to  make  the  LCCME  “Essentials”  more  re- 
sponsive to  the  learning  needs  of  practicing  physicians  and 
to  current  methods  and  practices  in  CME,  a conference  is 
scheduled  for  January,  1980,  to  revise  this  important 
document. 

According  to  Dr.  Wilbur,  who  will  also  continue  in  his 
position  as  Executive  Vice  President  of  the  Council  of 
Medical  Specialty  Societies,  “LCCME,  though  its  unique, 
broadly  representative  organization,  is  committed  to  two 
primary  objectives.  First,  to  help  assure  that  CME  offered 
to  practicing  physicians  is  both  relevant  and  of  high  qual- 
ity. Second,  to  assist  CME  providers  in  defining,  under- 
standing and  meeting  quality  standards.  In  this  latter 
regard,  LCCME  intends  to  improve  the  efficiency  of  the 
accreditation  process — simplify  the  system  so  that  the 
providers’  administrative  time  can  be  applied  to  program 
planning  rather  than  to  accreditation  paperwork.” 

Associate  Editor’s  note 

The  announcements  printed  above  are  self  explanatory. 
We  present  them  for  informational  purposes  to  our  read- 
ership. 

There  will  be  two  organizations  accrediting  providers  of 
continuing  medical  education  in  the  United  States.  The 
AMA  and  the  liaison  committee  on  continuing  medical 
education. 

Alfred  A.  Angrist,  M.D.,  Editor 

Julius  E.  Stolfi,  M.D.,  F.A.C.P.,  Associate  Editor 

University  of  Buffalo  educator 
to  develop  cancer  prevention  studies 

A medical  education  at  the  State  University  of  New  York 
at  Buffalo  has  received  a five-year  $280,000  National 
Cancer  Institute  grant  to  develop  cancer  prevention 
courses  to  serve  as  models  for  medical  schools  across  the 
nation. 

Dr.  Frank  Schimpfhauser,  assistant  dean  of  the  U/B 
School  of  Medicine,  said  medical  students  do  not  now  re- 
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Letters  to  the  Editor 


Sexually  transmitted  diseases 

To  the  Editor:  I read  with  interest  the  paper:  “Gonococcal 
Infections  in  Infants  and  Children”  by  Felman  and  Ni- 
kitas.* 

Their  contention  that  “tetracycline  or  erythromycin 
eyedrops  . . . are  of  questionable  effectiveness,”  and  not 
recommended  for  the  prevention  of  gonococcal  ophthalmia, 
is  contrary  to  the  latest  recommendation  of  the  Center  for 
Disease  Control  (Morbidity  and  Mortality  Report,  -Janu- 
ary, 1979).  The  latest  report  includes  the  following: 

PREVENTION  OF  GONOCOCCAL 
OPHTHALMIA 

When  required  by  State  legislation  or  indicated  by  local 
epidemiologic  considerations,  effective  and  acceptable 
regimens  for  prophylaxis  of  neonatal  gonococcal  ophthal- 
mia include: 

Ophthalmic  ointment  or  drops  containing  tetracycline  or 
erythromycin 

or 

One  percent  silver  nitrate  solution 
Special  considerations — 

* Bacitracin  is  not  recommended 

* The  value  of  irrigation  after  application  of  silver  nitrate 
is  unknown. 

Of  questionable  importance  is  the  fact  that  1 percent 
silver  nitrate  solution  was  mentioned  first  in  the  1974  CDC 
recommendations. 


VINCENT  A.  JOY,  M.D. 

700  Scranton  Avenue 
East  Rockau  ay,  N.Y.  11518 

* Felman.  Y.  M..  and  Nikitas,  J.  A.:  Gonococcal  infections  in 
infants  and  children;  medical  and  epidemiologic  considerations, 
New  York  State  J.  Med.  79:  1063  (June)  1979. 

Dr.  Felman’s  reply 

To  the  Editor:  The  use  of  silver  nitrate  solution  as  advo- 
cated by  Crede  in  1884  for  preventing  eye  infections  has 
proved  itself  over  the  years.  Before  Ag  N03  prophylaxis 
was  introduced,  10  percent  of  all  newborns  developed  eye 
disease  (mostly  caused  by  the  gonococcus).  Crede’s  studies 
demonstrated  that  the  incidence  of  ophthalmia  neonato- 
rum was  reduced  to  0.3  percent  with  Ag  N03  instillation 
in  the  eyes  of  the  newborn. 

In  contrast,  tetracycline  and  erythromycin  have  not  been 
extensively  studied.  These  drugs  have  not  been  tested  in 
high-risk  populations.  The  risk  of  gonococcal  ophthalmia 
neonatorum  in  some  settings  may  be  so  small  that  the 
protective  effect  of  these  drugs  cannot  be  measured  with 
certainty.  Furthermore,  the  August  10,  1979,  issue  of  the 
Medical  Letter  recommends  one  percent  Ag  N03  oph- 
thalmic solution  for  prevention  of  gonococcal  ophthalmia 
in  neonates. 

YEHUDI  M.  FELMAN,  M.D.,  M.A.,  M.Phil,  F.A.C.P. 

Director 
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Bureau  of  Venereal  Disease  Control 
Department  of  Health 
125  Worth  Street 
New  York,  N.Y.  10013 


To  the  Editor:  From  their  article  on  “Genital  herpes  virus 
infections”  by  Felman,  Y.  M.,  and  Nikitas,  J.  A.:  New 
York  State  J.  Med.  29: 1216  (July)  1979,  it  is  surprising  that 
as  directors  of  the  Bureau  of  Venereal  Disease  Control,  they 
stress  the  viral  etiology  of  cancer  of  the  cervix,  yet  fail  to 
even  mention  the  source  of  such  infection.  Cancer  of  the 
cervix  is  virtually  nonexistent  in  nuns  and  very  common 
in  prostitutes.  More  adequate  study  on  their  part  would 
have  led  to  my  original  findings  reported  in  19421-3  that 
cancer  of  the  penis,  prostate,  cervix,  bladder,  and  other 
venereally  susceptible  organs  such  as  the  rectum,  was  a VD 
produced  by  viruses  arising  in  the  smegma  secretion  under 
the  foreskin,  and  that  such  cancers  are  preventable  by  all 
properly  done  circumcision  of  all  newborn  males  before 
development  of  their  pain  sensation. 

As  a pioneer  urologist  in  Brooklyn  from  1919-1948,  when 
its  1,000,000  Jews  comprised  40  percent  of  its  population, 
compared  to  18.5  percent  in  Manhattan,  and  2.5  percent 
for  the  rest  of  the  U.S.A.,  Jews  comprised  90  percent  of  my 
private  practice.  As  against  the  20  percent  incidence  of 
prostatic  cancer  reported  by  other  urologists,  the  incidence 
I found  among  my  Jewish  patients  was  1.7  percent. 

With  the  rapid  shifting  in  the  ethnic  distribution  taking 
place  in  Brooklyn  during  the  last  30  years,  the  opportunity 
presented  to  me  will  never  again  present  itself. 

Hundreds  of  million  dollars  are  being  spent  on  prostatic 
cancer  research,  but  very  little  on  its  prevention,  appar- 
ently because  it  would  lead  to  circumcision  as  the  best 
preventive,  which  its  many  opponents  mistakenly  regard 
as  solely  a religious  rite.  Further  study  would  find  that 
Jews  originally  introduced  it  as  a hygienic  procedure  but 
made  it  a religious  rite  to  insure  its  observance.4 

ABRAHAM  RAVICH,  M.D.,  F.A.C.S 
1 135  103rd  Street 
Miami  Beach,  Florida  33154 
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Author’s  reply 

To  the  Editor:  Our  paper  was  entitled  “Genital  Herpes 
Virus  Infections,”  and  discussed  cancer  of  the  cervix  simply 
as  one  of  the  possible  complications  of  genital  herpes  virus. 
The  title  of  the  paper  was  not  “cancer  of  the  cervix”  and 
certainly  not  “prostatic  cancer.”  It  therefore  did  not  go 
into  great  detail  in  order  to  discuss  the  epidemiologic  fac- 
tors involved  in  those  two  diseases.  The  statement  that 
cancer  of  the  cervix  is  far  more  common  in  sexually  active 
individuals  than  sexually  inactive  individuals  is  certainly 
true  and,  indeed,  one  would  expect  that  any  sexually 
transmitted  disease  such  as  genital  herpes  virus  infection 
would  be  more  common  in  sexually  active  individuals  than 
in  sexually  inactive  individuals. 


However,  I don’t  believe  that  circumcision  is  of  any  value 
in  preventing  genital  herpes  infection,  as  this  disease  is 
quite  common  in  circumcised  males  as  well  as  their  female 
sex  partners. 

YEHUDI  M.  FELMAN,  M.D. 

Director,  Bureau  of  Venereal  Disease  Control 
Department  of  Health 
93  Worth  Street,  Room  806 
New  York,  N.Y.  10013 


Legionnaire’s  disease 

To  the  Editor:  The  New  York  State  Journal  of  Medicine, 
page  1206,  July,  1979,  in  the  article — Legionnaires’  Disease; 
Overview,  by  Salomon,  M.  E.,  Davila,  H.,  Qayum,  I.,  and 
Techertkoff,  V.,  depicts  chest  x-ray  films  taken  on  ad- 
mission and  on  the  fifth  day.  The  fifth  day  film  shows 
lateral  extension  of  the  cardiac  outline  with  straightening 
of  the  upper  left  lateral  profile.  Pleural  effusions  were 
included  in  the  postmortem  findings. 

Legionnaires’  disease  was  present  in  Vermont  in  the 
summer  of  1977.  A Vermont  vacationer  returned  to  New 
York,  hyperpyrexic  and  confused  mentally.  While  hos- 
pitalized he  developed  a 1,000  cc.  pericardial  effusion  which 
was  evacuated.  Culture  was  negative.  The  diagnosis  of 
Legionnaires’  disease  was  not  entertained  during  hospi- 
talization. In  1979,  a 1:128  titratian  for  Legionnaires’ 
antibodies  was  reported.  It  is  suggested  that  the  compli- 
cation of  pericardial  effusion  is  worthy  of  consideration  as 
a possibility  in  this  disease. 

IRVING  G.  FROHMAN,  M.D.,  F.A.C.C. 

91-01  Boulevard 
Rockaway  Beach,  N.Y.  11694 


Health  education 

To  the  Editor:  We  read  your  article  on  Health  educa- 
tion—the  key  to  prevention,*  appearing  in  the  July,  1979, 
issue  of  the  New  York  State  Journal  of  Medicine,  with 
great  interest. 

We  thoroughly  agree  with  you  that  health  education 
must  begin  in  the  school  system.  As  you  can  see  from  the 
enclosed,  we  have  developed  and  tested  in  various  schools 
throughout  the  country  an  activistic  and  personalized 
health  education  program  which  we  call  Know  Your  Body. 
We  are  in  the  process  of  trying  to  get  the  program  validated 
in  New  York  State.  The  tests  have  shown  the  program  has 
uniform  acceptability  throughout  some  one  dozen 
countries.  We  are  now  developing  a detailed  intervention 
program  that  can  be  built  into  the  school  curriculum, 
starting  with  grade  one. 

ERNST  L.  WYNDER,  M.D. 

President,  American  Health  Foundation 
320  East  43rd  Street 
New  York,  N.Y.  10017 
Stolfi,  J.  E.:  Editorial — Health  education — the  key  to  pre- 

vention, New  York  State  J.  Med.  79:  1171  (July)  1979. 

Associate  editor’s  reply 

To  the  Editor:  I have  followed  the  fascinating  career  of 
Dr.  Wynder  for  many  years  and  admire  his  work.  He  has 
made  many  outstanding  contributions  to  our  fund  of 
medical  knowledge  especially  in  the  cause  and  prevention 
of  cancer.  His  involvement  in  Health  Education  for  School 
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Children  is  a natural  step,  and  the  Foundation  is  to  he 
congratulated  for  choosing  him  as  their  leader. 

1 am  grateful  for  his  kind  remarks  and  hope  that  his 
program  will  be  expanded  to  include  drugs,  the  causes  of 
accidents,  and  training  in  emergency  resuscitative  proce- 
dures, particularly  CPA  (cardiopulmonary  resuscita- 
tion). 

JULIUS  E.  STOLKI,  M I)..  F.A.C.P. 

Associate  Editor 


continued  from  page  1962 

ceive  enough  adequately  organized  information  for  them 
to  counsel  patients  about  preventing  many  diseases  such 
as  cancer. 

Cushing  memorial  fellowship 
in  surgery 

A Fellowship  in  Surgery  for  International  Study  has 
been  given  to  The  Society  of  the  New  York  Hospital  in 
memory  of  Dr.  Harvey  Williams  Cushing  and  his  wife, 
Katharine  Crowell  Cushing,  Stanley  de  J.  Osborne,  presi- 
dent of  The  Society,  announced  in  September. 

The  Fellowship  will  be  funded  by  an  endowment  of 
$600,000  in  gifts  from  Betsey  Cushing  Whitney  and  from 
the  estates  of  the  late  Mary  Cushing  Fosburgh  and  the  late 
Barbara  Cushing  Paley.  The  fund  will  be  held  by  The 
Society  as  an  endowment  in  perpetual  memory  of  Dr.  and 
Mrs.  Cushing. 

The  study  and  research  provided  by  the  fellowship  may 
take  place  at  any  institution  throughout  the  world  ap- 
proved by  the  Cushing  Fellowship  Committee.  In  general, 
the  fellowship  will  be  limited  to  one  year,  but  may  be  ex- 
tended on  approval  of  the  committee.  Frank  Glenn,  M.D., 
a former  member  of  Dr.  Cushing’s  resident  staff  at  The 
Peter  Bent  Brigham  Hospital  and  a friend  of  the  Cushing 
family,  described  the  fellowship  as  a tribute  to  the  late  Dr. 
Cushing  and  his  wife  that  will  provide  opportunities  for  a 
surgeon  to  gain  understanding  of  world  health  problems 
and  to  pursue  surgical  research  in  foreign  capitals. 

The  Cushing  Fellowship  will  consist  of  a Cushing  Senior 
Fellow,  a chief  resident  surgeon  or  a senior  established 
investigator  of  unusually  promising  skills,  and,  if  resources 
permit,  up  to  two  Cushing  Junior  Fellows. 

Hospital  associations  sue  HEW 
to  bar  shift  of  malpractice  premiums 

Hadley  Memorial  Hospital  of  Hays,  Kansas,  the  Amer- 
ican Hospital  Association,  the  Federation  of  American 
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Hospitals,  Catholic  Health  Association,  California  Hospital 
Association,  and  more  than  a dozen  other  state  and  allied 
hospital  associations  filed  a suit  in  Federal  District  Court, 
Topeka,  on  September  12  to  bar  the  Department  of  Health, 
Education,  and  Welfare  from  shifting  the  costs  of  mal- 
practice insurance  premiums  away  from  Medicare/Medi- 
caid to  private  patients  and  their  insurance  companies. 
The  government  estimates  that  the  change  will  affect  $300 
million  in  reimbursements  in  fiscal  year  1980  alone. 

In  a joint  statement  Alex  McMahon,  president  of  AHA, 
and  Michael  Bromberg,  executive  director  of  FAH,  pointed 
out  that  the  $300  million  will  have  to  be  absorbed  by  the 
hospitals  or  passed  on  to  their  other  patients.  “Once  again 
changes  in  government  rules  will  require  hospitals  to  raise 
their  rates,”  the  association  leaders  explained. 

In  the  past  Medicare  and  Medicaid,  which  pay  the  costs 
a hospital  incurs  in  furnishing  care  for  their  programs’ 
beneficiaries,  have  always  combined  a hospital’s  indirect 
costs — including  malpractice  insurance  premiums — and 
paid  a percentage  equal  to  the  portion  of  the  hospital’s 
services  used  by  these  beneficiaries.  As  of  June  1,  1979, 
however,  HEW  changed  the  rules  in  order  to  achieve  a 
budget  savings  already  announced  by  President  Carter. 

Under  the  present  system,  malpractice  premium  costs 
would  be  separated  from  other  indirect  costs  and  reim- 
bursed only  on  the  basis  of  dollars  paid  out  in  malpractice 
claims  to  Medicare/Medicaid  beneficiaries. 

According  to  FAH  General  Counsel  Carl  Weissburg,  of 
Weissburg  and  Aronson,  Inc.,  HEW  received  hundreds  of 
opposing  comments  from  hospitals,  insurance  companies, 
and  accountants  when  the  rule  change  was  first  proposed. 
“Although  there  were  no  supporting  comments,” 
Weissburg  said,  “HEW  nonetheless  changed  the  rule.” 


Rockefeller  brothers  fund  gives  Cornell 
University  Medical  College  $500,000  for  basic 
science 

A gift  of  $500,000  from  The  Rockefeller  Brothers  Fund 
to  support  basic  science  education  and  research  at  Cornell 
University  Medical  College  (CUMC)  was  announced 
September  18  by  Dean  Theordore  Cooper. 

National  Institute  on  Aging’s 
publications 

Publications  available  through  the  National  Institute 
on  Aging  are: 

1 . A Winter  Hazard  for  the  Old:  Accidental  Hypo- 
thermia A warning  to  the  elderly  to  heat  their  homes  to 
at  least  65° F.  to  protect  themselves  from  accidental  hy- 
pothermia, a progressive  drop  in  deep  body  temperature 
that  can  be  fatal  if  it  is  not  detected  in  time  and  treated 
properly.  DHEW  Pub.  No.  (NIH)  78-1464 

2.  Background  Statement:  NIA  Gerontology  Re- 

search Center/Baltimore  Longitudinal  Study  of  Aging 

3.  Changes:  Research  on  Aging  and  the  Aged  A 
philosophical  discussion  of  why  research  on  aging  is  im- 
portant, and  how  research  advances  can  contribute  to 
improvements  in  the  quality  of  life  for  all  Americans, 
especially  the  aged.  DHEW  Pub.  No.  (NIH)  78-85 

4.  Epidemiology  of  Aging:  Summary  Report  and 

Selected  Papers  from  a Research  Conference  Summary, 
selected  papers,  and  discussants’  perspectives  from  a 


conference  on  the  Epidemiology  of  Aging,  held  in  June, 
1972.  PHEW  Pub.  No.  (NIH)  77-711 

5.  National  Institute  on  Aging  A description  of  the 
history,  structure,  programs,  and  goals  of  the  Institute. 
DHEW  Pub.  No.  (NIH)  78-1129 

6.  NIA  Announcement:  Special  Research  Awards 
An  award  to  encourage  newly  trained  investigators  to  be- 
come active  in  aging  research  during  the  formative  stages 
of  their  careers.  DHEW  Pub.  No.  (NIH)  78-1122 

7.  National  Institute  on  Aging  Cultured-Cell  Repos- 
itory A description  of  a current  contract  with  the  Institute 
for  Medical  Research  in  Camden,  N.J.,  to  establish,  char- 
acterize, store,  and  distribute  standard  and  genetically- 
marked  human  cell  lines  for  research  on  aging. 

8.  Our  Future  Selves:  A Research  Plan  Toward  Un- 
derstanding Aging  A Congressionally-mandated  plan  for 
research  on  aging,  emphasizing  coordination  among 
DHEW  agencies  involved  in  aging  research  and  service 
delivery.  The  three  panel  reports  and  summary  report 
listed  below  present  more  detailed  findings  on  various  as- 
pects of  aging  research.  DHEW  Pub.  No.  (NIH)  77- 
1096 

9.  Our  Future  Selves:  Report  of  the  Panel  on  Bio- 
medical Research  DHEW  Pub.  No.  (NIH)  78-1445 

10.  Our  Future  Selves:  Report  of  the  Panel  on  Be- 
havioral and  Social  Sciences  Research  DHEW  Pub.  No. 
(NIH)  78-1444 

11.  Our  Future  Selves:  Report  of  the  Panel  on  Re- 
search on  Human  Services  and  Delivery  Systems  DHEW 
Pub.  No.  (NIH)  78-1443 

12.  Our  Future  Selves:  Summary  Reports  DHEW 
Pub.  No.  (NIH)  78-1446 

13.  Protection  of  Elderly  Research  Subjects  A sum- 
mary of  a conference  sponsored  by  the  NIA  in  July  1977  to 
discuss  the  responsibilities  of  scientific  investigators  in 
protecting  their  elderly  research  subjects.  DHEW  Pub. 
No.  (NIH)  79-1801 

14.  Special  Report  on  Aging:  1978  A summary  of 
NIA  research  advances  during  1977  and  the  early  part  of 
1978.  DHEW  Pub.  No.  (NIH)  78-1538 

15.  Special  Report  on  Aging:  1979  A summary  of 
NIA  research  advances  during  1978.  NIH  Pub.  No.  79- 
1907 

16.  To  Understand  the  Aging  Process:  The  Baltimore 
Longitudinal  Study  of  Aging  A detailed  description  of 
NIA’s  longitudinal  study  of  normal  aging  from  the  per- 
spective of  a volunteer  research  subject.  DHEW  Pub.  No. 
(NIH)  78-134 

Science  writer  seminar  series 

Summaries  of  presentations  given  at  a State  of  the  Art 
Seminar  on  Aging  Research  held  October  1,  1976. 

17.  Aging:  Genetics  and  the  Environment  NIH  Pub. 
No.  79-1450 

18.  Diabetes  and  Aging  NIH  Pub.  No.  79-1408 

19.  Drugs  and  the  Elderly  NIH  Pub.  No.  79-1449 

20.  Is  Mandatory  Retirement  Necessary ? NIH  Pub. 
No.  79-1405 

21.  Nutrition  and  Aging  NIH  Pub.  No.  79-1409 

22.  Patterns  of  Disease  Among  the  Aged  NIH  Pub. 
No.  79-1407 

23.  The  Normality  of  Aging:  The  Baltimore  Longi- 
tudinal Study  NIH  Pub.  No.  79-1410 

24.  'Thoughts  on  Geriatric  Medicine  NIH  Pub.  No. 
79-1406 
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...featuring  postgraduate  courses 
designed  by  major  specialty  societies 


AMERICAN  MEDICAL  ASSOCIATION 
33rd  WINTER  SCIENTIFIC  MEETING 
JANUARY  12-15.1980 


This  year's  Winter  Scientific  Meeting  offers  an  exceptional 
educational  experience.  The  participation  of  the  specialty 
organizations  provide  the  opportunity  to  receive  expert  in- 
struction on  the  latest  developments  in  those  areas  of 
medicine  which,  while  outside  your  major  specialty,  may 
represent  a portion  of  your  practice.  You'll  receive  authorita- 
tive information  on  how  specialty  societies  are  handling  pro- 
blems similar  to  those  you  may  encounter.  The  participating 
societies  are: 

American  Academy  of  Dermatology 

American  Association  for  Thoracic  Surgery 

American  College  of  Cardiology 

American  College  of  Physicians 

American  Society  of  Clinical  Pathologists 

American  Society  for  Clinical  Pharmacology  & Therapeutics 

College  of  American  Pathologists 

Section  Council  on  Plastic,  Reconstructive  & Maxillofacial 
Surgery 

An  outstanding  scientific  program 

You  can  choose  from  45  postgraduate  courses,  20  symposia, 
Video  Clinics,  telecourses,  motion  picture  seminars,  and 
other  special  events.  Each  CME  event  is  designed  to  provide 
you  information  of  immediate  clinical  application.  At  this 
one  meeting,  you  can  earn  up  to  25  hours  of  Category  1 
credit — one  half  of  your  yearly  CME  requirements  for  the 
AMA  Physician's  Recognition  Award. 


For  complete  information  on  the 
AMA  Winter  Scientific  Meeting 
in  San  Antonio,  Texas,  January 
12-15,  1980,  write: 

Dept,  of  Meeting  Services 
American  Medical  Association 
535  N.  Dearborn  Street 
Chicago,  Illinois  60610 
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Month  in  Washington 


After  weeks  of  wrangling  the  House  Commerce  Com- 
mittee late  in  September  approved  the  Administration’s 
hospital  cost  containment  proposal  by  a 23-to-19  vote  and 
thus  removed  all  barriers  to  the  appearance  of  the  con- 
troversial bill  for  denial  or  acceptance  before  the  full 
House. 

The  vote  was  preceded  by  a period  of  intense  activity  by 
friends  and  foes  of  the  legislation  in  an  effort  to  secure  votes 
for  their  sides.  As  the  committee  deliberated  on  the 
measure,  the  White  House  pulled  out  all  stops,  cajoling  and 
threatening  lawmakers  wavering  and  on  the  fence. 

The  Senate  is  marking  time  on  the  bill  until  the  House 
acts.  Both  chambers  are  closely  divided  on  the  issue. 

As  approved  by  the  Commerce  Committee,  the  bill  is 
tougher  than  a similar  one  approved  earlier  by  the  House 
Ways  and  Means  Committee.  However,  all  Federal  fa- 
cilities, including  Veterans  Administration  hospitals,  would 
be  exempted  in  the  Commerce  Committee  version. 

The  measure  is  still  a ghost  of  the  plan  submitted  more 
than  two  years  ago  to  immediately  impose  Federal  limits 
on  hospital  expenditure  increase.  The  bill  now  triggers 
controls  only  if  the  Voluntary  Effort  fails  to  hold  hospital 
increases  under  11.6  percent  a year.  However,  a major 
loophole  exempts  most  hospital  wage  hikes  from  consid- 
eration— the  price  for  labor  union  support. 

Certain  types  of  hospitals  are  exempt  as  are  all  hospitals 
in  states  that  have  hospital  regulatory  programs  As  a 
result,  more  than  half  of  the  nation’s  6,000  hospitals  would 
not  be  covered. 

Earlier  the  Commerce  Committee  had  adopted  23-17 
an  amendment  by  Representative  Edward  Madigan  (R., 
IL)  to  exempt  from  the  program  states  that  will  have 
mandatory  programs  in  effect  by  t he  first  of  the  year.  Il- 
linois is  such  a state.  Madigan  previously  had  opposed  the 
bill. 

A move  by  Representative  James  Broyhill  (R.,  N.C.)  to 
strip  the  bill  of  its  mandatory  features  and  set  up  a national 
commission  to  study  the  impact  of  a voluntary  program  was 
defeated  on  a tie  vote. 

Although  the  House  Commerce  subcommittee  on  Healt  h 
had  voted  (8  to  4)  against  the  bill,  Chairman  Henry  Wax- 
man  (I).,  CA)  later  took  it  to  the  full  committee  -a  rare 
maneuver — where  he  won  a vote  to  accept  the  bill  for 
consideration. 

The  Administration,  which  has  made  the  hill  its  show 
piece  anti-inflation  program,  desperately  wanted  Com- 
merce Committee  approval,  not  only  to  rid  the  hill  of 
damaging  provisions  contained  in  the  Ways  and  Means 
measure,  but  for  psychological  purposes  when  the  bill 
comes  to  the  House  floor.  Rejection  by  a committee  t hat 
shared  jurisdiction  over  t he  hill  would  have  been  a strong 
argument  against  it. 

The  Administration  banked  heavily  on  both  committees’ 
approval  even  though  the  bill  could  have  been  brought  to 
the  full  House  in  any  event.  Failure  of  the  House  Corn- 
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merce  Committee  to  adopt  the  bill,  over  which  it  shares 
jurisdiction  with  Ways  and  Means,  would  have  seriously 
hurt  its  chances  on  the  House  floor. 

President  Carter,  stung  by  charges  he  has  been  ineffec- 
tive in  dealing  with  Congress  and  wary  of  Senator  Edward 
Kennedy’s  (D.,  MA)  presidential  ambitions,  got  tough  with 
the  Commerce  Committee.  He  apparently  succeeded  in 
switching  several  votes. 

The  Senate  Finance  Committee  early  in  the  summer  had 
voted  against  the  bill,  but  the  Senate  Labor  and  Human 
Resources  Committee,  under  Kennedy  pressure,  had  ap- 
proved it. 

* * * 

Senator  Kennedy  and  Representative  Henry  Waxman 
have  introduced  the  sweeping  national  health  insurance 
plan  they  and  organized  labor  want  Congress  to  adopt. 
Fifty-eight  House  members  lined  up  with  Waxman  on  the 
hill;  seven  Senators  joined  Kennedy. 

Kennedy  made  clear  that  the  breach  between  his  forces 
and  the  Administration  on  national  health  remains  un- 
abridged. President  Carter’s  plan  is  “unacceptable,” 
Kennedy  told  the  Senate. 

“I  hope  now  that  the  debate  can  begin  in  earnest,”  said 
Kennedy.  “This  can  still  be  the  NHI  (National  Health 
Insurance)  Congress.” 

Waxman  said  in  a speech  to  the  House  that  “our  bill  will 
benefit  the  physician  and  the  consumer  by  assuring  that 
medical  treatment  is  based  entirely  on  sound  medical 
practice,  not  on  one’s  ability  to  pay  for  needed  treat- 
ment.” 

Kennedy  revealed  last  May  the  outline  of  the  new  plan 
drafted  by  his  staff  and  organized  labor  experts.  More 
t han  a year  ago,  the  Senator  and  his  labor  cohorts  broke 
with  the  President  on  NHI,  chiefly  because  Carter  wanted 
Congress  to  implement  a NHI  program  in  stages,  whereas 
Kennedy  thinks  Congress  should  approve  everything  right 
away. 

One  of  t he  reasons  former  HEW  Secretary  Joseph  Cal- 
ifano  was  reportedly  fired  from  the  Cabinet  was  his  at- 
tempt to  reach  an  accommodation  with  Kennedy  on  NHI, 
a detente  that  apparently  neither  side  wishes  at  this 
time. 

The  Kennedy-Labor  bill  sets  forth  an  ambitious  national 
scheme  combining  private  and  federally-financed  insur- 
ance wit  h rigid  budget  controls.  Cost  is  est  imated  at  well 
over  $30  billion  annually,  by  far  the  most  expensive  NHI 
plan  before  Congress. 

Borrowing  a leaf  from  President  Nixon’s  NHI  plan, 
Kennedy  would  mandate  employers  to  provide  compre- 
hensive insurance  for  workers.  The  government  would 
pick  up  the  tab  for  the  aged  and  the  poor.  Prospective 
budgeting  for  hospitals  and  negotiated  fee  schedules  for 
physicians  would  be  the  principal  cost  control  features.  A 
national  health  budget  would  be  set. 
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25.  Using  Riofeedback  With  the  Elderly  NIH  Pub.  No. 
79-1404 

Congressional  testimony 

26.  Alternatives  to  Retirement  DHEW  Hub.  No. 
(NIH)  78-243 

27.  Energy  and  Aging 

28.  International  Perspectives  on  Aging  DHEW  Pub. 
No.  (NIH)  79-331 

29.  Medicine  and  Aging 

30.  Nutrition  and  Aging  DHEW  Pub.  No.  (NIH) 
79-325 

This  listing  has  been  revised  to  include  new  publications 
as  well  as  the  updated  versions  of  the  Science  Writer 
Seminar  Series.  To  order  copies  of  any  publication,  simply 
circle  the  number  on  the  list,  include  your  name  and  ad- 
dress, and  return  it  to:  NIA/PL,  c/o  Expand  Associates, 
8630  Fenton  Street,  Suite  508,  Silver  Spring,  Maryland 
20910,  Information  Office,  National  Institute  on  Aging. 

Affiliation  plan  announced 

The  Mount  Sinai  Medical  Center  and  The  Jewish  Home 
and  Hospital  for  Aged  announced  a plan  on  August  27  to 
establish  an  institutional  affiliation.  This  will  be  the  first 
time  an  academic  medical  center  joins  together  with  a 
comprehensive  geriatric  care  center  to  offer  a program  of 
patient  care,  education,  and  research. 

Newly-elected  Fellows 

of  the  American  College  of  Cardiology 

from  the  New  York  area  announced 

New  York  (Metropolitan):  Harvey  G.  Kemp,  Jr.,  M.D.-, 
New  York,  New  York,  American  College  of  Cardiology 
Governor  for  the  State  of  New  York,  announced  that  the 
following  cardiovascular  specialists  in  his  geographic  area 
have  achieved  the  ACC’s  membership  rank  of  Fellowship: 
Lateef  O.  Giwa,  M.B..  B.S.,  Stony  Brook;  Milton  J.  Reit- 
man,  M.D.,  Manhasset;  Albert  H.  Riccio,  M.D.,  Smithtown; 
Ronald  I.  Ryzoff,  M.D.,  Hewlett  Bay  Park;  Michael 
Schloss,  M.D.,  and  Mark  A.  Seldon,  M.D.,  New  York  City; 
Ronald  Wallach,  M.D.,  Armonk;  Chaim  Yoran,  M.D.,  The 
Bronx. 

Upstate:  Goffredo  G.  Gensini,  M.D.,  Syracuse,  Amer- 
ican College  of  Cardiology  Governor  for  the  State  of  New 
York,  announced  that  the  following  cardiovascular  spe- 
cialists in  his  geographic  area  have  achieved  the  ACC’s 
membership  rank  of  Fellowship:  Joginder  N.  Bhayana, 
M.D.,  Buffalo;  Stephen  B.  Lichtenberg,  M.D.,  Pough- 
keepsie; Joseph  B.  Mcllduff,  M.D.,  Albany;  Arthur  E.  Or- 
lick,  M.D.,  Buffalo;  and  Alvani  D.  Santos,  M.D.,  Roch- 
ester. 

Convocation  ceremonies  for  newly-elected  Fellows  will 
be  held  at  the  College’s  28th  Annual  Scientific  Session  in 
Houston,  Texas,  March  9 to  13, 1980.  Current  President 
at  the  College  is  Borys  Surawicz,  M.D.,  Lexington,  Ken- 
tucky. The  President-Elect  is  Robert  O.  Brandenburg, 
M.D.,  Rochester,  Minnesota. 
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Americans  aren’t  opposed 
to  helping  each  other,  but  they 
are  opposed  to  bearing  the 
ever  rising  costs  of  government. 
And  many  of  them  have 
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Senators  backing  the  Kennedy  plan  at  introduction  were 
Harrison  Williams  (D.,  N.J.),  Alan  Cranston  (D.,  CA), 
Jacob  Javits  (R.,  N.Y.),  Howard  Metzenbaum  (D.,  OH), 
Claiborne  Pell  (D.,  R.I.),  Donald  Riegle  (D.,  MI),  and 
Lowell  Weicker  (R.,  CT).  All  except  Weicker  are  members 
of  the  Senate  Human  Resources  Committee,  home  of 
Kennedy’s  Health  Subcommittee. 

“Senator  Kennedy’s  bill  is  remarkable  in  a number  of 
ways,”  the  AMA  commented. 

“In  an  era  of  destructive  inflation,  he  would  add  billions 
to  the  nation’s  health  care  costs. 

“In  an  era  when  Federal  regulation  is  regarded  as  an 
impediment  to  economic  and  personal  freedom,  he  would 
add  new  layers  of  health  care  regulations. 

“In  an  era  when  the  demand  for  health  care  is  growing, 
he  would  subject  the  nation  to  the  possibility  of  health  care 
rationing. 

“Senator  Kennedy's  program,  while  it  gives  the  ap- 
pearance of  being  based  on  the  private  sector,  would  reduce 
insurance  companies  to  little  more  than  administrators  of 
the  plan.  Furthermore,  his  plan  ignores  the  current 
realit  ies  of  the  U.S.  economy  and  the  long-range  forecasts 
of  continuing  inflation  and  would  impose  an  addit  ional  $30 
billion  burden  on  the  nation. 

“The  AMA  will  continue  to  support  an  expansion  of 
adequate  basic  and  catastrophic  insurance  through  private 
sector  programs.” 

* * * 

Shortly  after  Kennedy’s  NHI  bill  introduction  President 
Carter  sent  Congress  his  “National  Health  Plan”  calling 
for  employers  to  provide  comprehensive  insurance  for 
workers  and  establishing  a “Healthcare”  umbrella  plan  for 
the  aged,  disabled,  poor,  unemployed,  and  anyone  who 
can’t  get  private  health  insurance. 

The  bill  was  introduced  in  the  Senate  by  Senator 
Abraham  Ribicoff  (D.,  CT),  and  in  the  House  by  Repre- 
sentatives Harley  Staggers  (D.,  W.VA.),  Chairman  of  the 
House  Commerce  Committee;  Charles  Rangel  (D.,  N.Y.), 
Chairman  of  the  House  Ways  and  Means  Subcommittee 
on  Health;  and  James  Corman  (D.,  CA),  a member  of  the 
Ways  and  Means  Committee. 

The  Administration’s  bill  is  the  last  of  the  major  NHI 
(national  health  insurance)  measures  to  be  introduced, 
trailing  two  weeks  behind  introduction  of  Senator  Edward 
Kennedy’s  NHI  hill  and  about  a year  later  than  originally 
promised. 

Carter  said  he  was  “determined”  to  secure  action  on 
NHI,  implying  that  he  could  supply  better  leadership  on 
the  issue  than  Kennedy,  his  unofficial  threat  for  the  pres- 
idential nomination. 

But  the  odds  seem  stacked  against  this  Congress  acting 
on  a large,  expensive  NHI  plan.  Only  an  alliance  with  the 
Kennedy  forces  would  appear  to  give  the  Administration 
hill  even  a remote  chance,  and  Carter  made  it  clear  he  is  in 
no  mood  to  bridge  his  NHI  difference  with  Kennedy  and 
his  labor  hackers. 

The  Administration  plan  provides  for  NHI  to  be  im- 
plemented in  stages  by  Congress,  eventually  reaching  a 
universal  comprehensive  program.  By  contrast,  the 
Kennedy  hill  would  have  ( ongress  enact  the  entire  package 
at  once.  T his  is  the  major  difference  between  the  two 
hills. 

The  first  phase  plan  submitted  by  the  President  would 
take  effect  starting  in  1983.  Cost  was  estimated  at  $18.2 


billion  to  the  Federal  government  and  $6.1  billion  in  the 
private  sector. 

The  hill  mandates  employers  to  provide  coverage  for  all 
full-time  workers  and  their  families.  Catastrophic  cov- 
erage would  apply  after  the  first  $2,500  in  expense.  Em- 
ployers would  have  to  pay  at  least  75  percent  of  the  pre- 
mium costs. 

Required  benefits  are  similar  to  those  under  Medicare, 
but  broader.  Lfnlimited  hospital  inpatient  and  physician 
services  would  be  furnished.  Complete  prenatal  and  de- 
livery care  for  mothers,  one  year  of  infant  care,  and  pre- 
ventive services  for  children  through  age  18  would  be 
provided. 

Medicare  and  Medicaid  would  be  lumped  into  a broad, 
new  Federal  health  insurance  program  called  “Healthcare.” 
People  unable  to  obtain  private  insurance  at  reasonable 
costs  could  purchase  the  Healthcare  insurance.  This  plan 
would  be  financed  with  Social  Security  money,  general 
revenues,  and  state  government  funds.  Medicare  and 
Medicaid  benefits  would  become  identical,  but  the  two 
programs’  operations  financing  would  remain  essentially 
the  same. 

Hospitals  would  be  reimbursed  along  the  lines  of  the 
Administration’s  Hospital  Cost  Containment  plan. 
Physicians  under  Healthcare  would  have  to  agree  to  a fee 
schedule  as  full  payment.  The  schedule  would  not  be 
mandatory  for  the  private  system,  but  “advisory.” 

* * * 

The  same  day  the  President  introduced  his  NHI  plan  he 
questioned  Senator  Edward  Kennedy’s  political  leader- 
ship. Engaging  in  the  first  skirmish  with  the  Massachu- 
setts Senator  in  their  battle  for  the  Democratic  Presidential 
nomination,  Carter  said  that  despite  Kennedy’s  long  time 
commitment  to  NHI  he  has  failed  to  get  such  legislation 
out  of  his  Senate  Health  subcommittee. 

At  a New  York  City  town  meeting,  the  President  also 
said  he  has  maintained  a steady  hand  in  dealing  with  na- 
tional and  international  crises.  “I  don’t  think  I panicked 
in  a crisis,”  he  said.  The  remarks  were  interpreted  by  re- 
porters as  an  indirect  reference  to  the  Chappaquiddick 
incident  in  which  a young  woman  was  killed  in  a car  driven 
by  Kennedy.  The  White  House  denied  such  intention. 

Carter’s  NHI  charge  was  somewhat  off  the  mark. 
Kennedy  has  had  the  votes  to  move  his  NHI  plans  out  of 
his  subcommittee  and  probably  out  of  the  full  Senate 
Labor  and  Human  Resources  Committee.  He  hasn’t  made 
the  attempt  because  the  plan  would  have  stood  no  chance 
before  the  lull  Senate. 

* * * 

The  FTC  (Federal  Trade  Commission’s)  controversial 
forays  into  the  medical  field  have  come  under  strong  attack 
in  Congress  and  in  the  Courts. 

Spurred  by  business  and  professional  antagonism  toward 
the  FTC,  a House  appropriations  subcommittee  has  ap- 
proved a money  cut  halting  FTC’s  so-called  consumer 
protection  investigations  and  two  major  antitrust  inves- 
tigations. Senator  James  McClure  (R.,  ID),  has  introduced 
an  amendment  that  would  exempt  professional  associa- 
tions from  the  scope  of  the  antitrust  laws.  Support  is 
building  in  the  Senate  for  a Congressional  veto  power  over 
FTC  decisions. 

The  FTC  case  before  the  U.S.  Court  of  Appeals  in 
Washington,  D.C.,  concerns  its  trade  regulation  rule  lifting 
all  professional  and  state  restrictions  on  the  advertising  of 
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eyeglasses  and  ophthalmic  services.  One  provision  re- 
quires that  consumers  be  provided  with  copies  of  their 
prescriptions  after  eye  examinations. 

Appealing  the  rule  to  the  Court  was  the  American  Op- 
tometric  Association,  nine  states,  and  the  American 
Medical  Association.  The  chief  thrust  of  the  complaint 
by  the  lawyers,  including  Newton  Minow,  counsel  for  the 
American  Medical  Association,  was  that  the  FTC  was  im- 
properly preempting  state  laws  and  that  the  agency  does 
not  have  statutory  authority  to  move  against  nonprofit 
associations. 

Minow  a few  days  later  testified  before  the  Senate 
Commerce  subcommittee  on  Consumer  Affairs  which  had 
launched  a week  of  hearings  on  the  FTC  and  complaints 
about  it.  He  told  the  Senators  that  the  AMA  agrees  that 
misleading  advertising  should  be  considered  unlawful. 
The  AMA  also  agrees  that  consumers  should  be  provided 
copies  of  their  eyeglass  prescriptions,  Minow  said. 

But,  Minow  continued,  “the  FTC  should  not  be  allowed 
to  override  the  decisions  of  the  duly  elected  representatives 
of  the  people  of  each  state  as  to  what  laws  are  in  the  best 
interest  of  the  people  of  that  state”  and  the  FTC  should  not 
be  permitted  “to  prevent  professionals — in  this  case, 
physicians — from  voluntarily  associating  together  to  speak 
out  against  false  or  deceptive  advertising  which  harms  the 
patient.” 

“We  are  witnessing  an  unprecedented  effort  by  a Federal 
agency  to  redefine  the  fundamental  relationships  of  our 
system  of  government.  The  FTC,  already  cloaked  with 
exceedingly  broad  powers,  is  now  asserting  the  authority 
to  set  aside  any  state  law  it  doesn’t  like,”  Minow  de- 
clared. 

* * * 

The  PSRO  (Professional  Standards  Review  Organiza- 
tion) program,  in  deep  trouble  a couple  of  years  ago  because 
of  questions  about  its  effectiveness,  is  showing  signs  of 
becoming  a vigorous  and  established  part  of  medical  review 
process. 

Congress  has  recently  taken  an  “oversight”  look  at  the 
status  of  the  program.  Although  many  of  the  comments 
before  the  Senate  Finance  Subcommittee  on  Health  were 
.complaints  about  the  way  the  program  is  handled  by  the 
government,  most  of  the  testimony  was  favorable  and  op- 


timistic. 

Subcommittee  Chairman  Herman  Talmadge  (D.,  GA), 
said  that  if  the  government,  hospitals,  and  the  medical 
profession  give  PSROs  their  full  support  there  would  be 
no  need  for  such  a proposal  as  the  Administration’s  con- 
troversial Hospital  Cost  Containment  bill. 

* * * 

The  House  Ways  and  Means  Health  subcommittee  has 
approved  the  Administration’s  proposal  to  reimburse 
HMOs  (Health  Maintenance  Organizations)  under  Med- 
icare on  a prospective  basis  at  95  percent  of  the  “adjusted 
average  per  capita  cost” — the  amount  the  government 
estimates  would  be  paid  for  services  of  fee-for-service 
providers  in  the  geographical  area. 

If  enacted,  the  proposal  would  substantially  boost  HMO 
revenues  for  Medicare  patients,  since  the  average  HMO 
cost  for  covered  services  now  is  about  80  percent  of  the 
community  rate.  The  proposal  contemplates  provision  of 
services  for  the  aged  by  HMOs  that  are  not  covered  under 
the  regular  Medicare  program. 

The  AMA  immediately  protested  that  the  upshot  would 
be  to  “establish  two  classes  of  benefits  to  be  offered  Med- 
icare beneficiaries.” 

If  Congress  believes  that  particular  services  such  as 
preventive  health  measures  are  cost  effective  and  have 
particular  beneficial  value,  "we  believe  that  other  benefi- 
ciaries should  not  be  excluded  from  reimbursement,”  the 
AMA  told  the  subcommittee.  “We  cannot  support  a bill 
that  would  establish  two  levels  of  care  to  Medicare  bene- 
ficiaries.” 

* * * 

Patricia  Harris  told  representatives  of  the  medical 
profession  she’s  beginning  her  tenure  as  Secretary  of  HEW’ 
“in  a spirit  of  openness  to  dialogue,  eagerness  to  listen." 

At  a dinner  attended  by  leaders  of  the  AMA  and  other 
groups,  Harris  said  “our  point  of  view  cannot  always 
coincide.  But  I think  it  is  a sign  of  health  in  our  democracy 
that  we  can  meet  and  speak  candidly  to  one  another. 

“If  I have  any  mission  tonight,”  Harris  said,  “it  is  to  as- 
sure you  that  I am  open  to  such  a dialogue.  You  will 
sometimes  find  me  in  disagreement  with  you — but  I hope 
you  will  never  find  me  doctrinaire  or  closed  to  debate." 
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Lewis  Thomas  suggests  that  pre- 
occupation with  human  fragility 
could  lead  to  the  time  when  we  all  be- 
come doctors  The  new  danger  to 
our  well-being,  if  we  continue  to  lis- 
ten to  all  the  talk,  is  in  becoming  a na- 
tion of  healthy  hypochondriacs,  liv- 
ing gingerly,  worrying  ourselves  half 
to  death 

The  poor  consumer  for  years  has 
been  deluged  with  misinformation 
and  foolishness  about  the  safety  of 
foods  The  safety  and  utility  of  food 
additives  have  been  distorted  so 
often  that  a chemical  name  or  the 
word  preservative  on  a label  takes  on 
the  significance  of  the  skull  and 
crossbones  on  a bottle  of  iodine.  Fre- 
quent attempts  to  establish  a causal 
relationship  between  diet  per  se  or 
dietary  components  such  as  fat 
sugar  and  salt  to  heart  disease,  dia- 
betes or  hypertension  has  led  to  the 
belief  that  to  eat  a piece  of  bacon  is  an 
act  of  lunacy  or  an  act  of  suicide  "Ev- 
erything is  suspect,  nothing  is  whole- 
some ' all  is  coming  ungjued  The 
time  cannot  be  far  off  when  the  be- 
deviled consumer  throws  open  the 
window  and  shouts  I've  had  enough. 
I'm  not  going  to  take  any  more1” 

The  government,  which  used  to  be 
the  voice  of  moderation,  now  leads  the 
doomsday  chorus  Tragically,  voices 
of  reason  are  being  muted  by  the  tech- 
niques of  political  debate  Should  the 
muted  voices  not  be  heard,  greater 
chaos  can  be  expected  The  debate 
about  the  proposed  U S Dietary 
Goals,  for  example  has  reached  the 
stage  wherein  supporters  no  longer 
listen,  rather,  they  impugnthe motives 
of  those  who  question  the  validity  of 
the  Goals  by  using  irrelevant,  non 
sequiturous  arguments 

We  are  asked  to  believe  that  the 
present  concepts  of  food  combina- 
tions exemplified  by  the  four  food 
groupings  are  responsible  for  the  pre- 
vailing incidence  of  obesity,  coronary 
heart  disease  diabetes,  hyperten- 
sion and  cancer  Presumably  this  is 
because  of  emphasis  on  meat  and 
dairy  products  serving  sizes  notwith- 
standing The  effect  of  this  allegation 
could  be  devastating  for  it  could  blow 
away  the  very  underpinnings  of  most 
programs  of  consumer  education 
leaving  in  its  place  a vacuum 


Consumers  who  hear  about  but 
cannot  understand  the  difficulties  of 
assessing  food  and  food  additive 
safety,  particularly  for  assessing  car- 
cinogenesis, must  be  quite  apprehen- 
sive about  food  processing  ingeneral 
When  cancer  is  associated  in  any  way 
with  a food  chemical  it  is  no  wonder 
fear  becomes  a partner  in  food  pur- 
chase decisions 

The  ever-present  admonitions  to 
avoid  sugar,  salt,  cholesterol  and  sat- 
urated fats  also  cause  consternation 
Other  distracting  theses  might  in- 
clude food  additives  and  hyperki- 
nesis,  low  fiber  diets  and  a host  of  dis- 
eases, sugar  and  hypoglycemia 

The  net  effect  of  the  charges  and 
countercharges  could  be  to  make 
health  faddists  of  all  of  us  We  clutch 
at  food  fibers  as  chaff  blowing  in  the 
wind  of  borborygmi  to  prevent  cancer 
ofthecolon  We  avoid  sugarforfearof 
caries  and  diabetes  We  shun  salt  for 
fear  of  high  blood  pressure  and  swill 
vegetable  oils  to  ward  off  athero- 
sclerosis But  while  doing  or  not  doing 
these  things  we  eat  too  much  food 
smoke  too  many  cigarettes,  drink  too 
much  alcohol  and  exercise  too  little 
balancing  |eopardy  with  catastrophe 
calpne  for  calorie 

The  solution  some  say.  is  more  and 
better  information  More  and  superior 
science  would  probably  serve  better 
It  is  not  unlike  the  response  by  a phy- 
sician when  asked  how  he  would  im- 
prove the  diet  of  a young  teenager 
When  the  patient  at  age  twelve, 
smokes  heavily  and  drinks  ten  bottles 
of  cola  each  day.  I should  try  to  reach 
her  about  nutrition?" 

The  informationalists  propose  that 
complete  information  be  published 
on  the  food  label  - information  about 
ingredients,  nutrients,  warnings  of 
hazard,  symbols  for  quick  poison  ref- 
erence — along  with  everything  else 
required  on  the  label  More  informa- 
tion on  the  food  label  50  that  people 
can  know  what  they  are  eating  is  a fre- 
quent proposal  That  is  an  unlikely  re- 
sort since  half  of  us  are  nearly  func- 
tionally illiterate  and  the  rest  of  us  re- 
fuse to  wear  our  glasses  in  public 

A 1971  conference  on  food  faddism 
and  cultism  concluded  that  food  fad- 
dism or  experimentation  with  alterna- 
tive dietary  regimens  are  explicable 
on  the  following  grounds  (1)  the 
search  for  therapeutic  miracles,  (2) 
the  response  to  fear,  (3)  the  search  for 
authority  or  rituals  (4)  the  aspiration 
for  long  life  "super"health'ora  "high '; 
(5)  the  search  for  "truth  1 (6)  the  ten- 
dency to  follow  currently  popular 
trends  1 


The  intervening  years  since  that 
conference  have  seen  three  of  these 
six  caveats  become  part  of  consumer 
concerns  about  food  and  nutrition, 
generally  These  are  the  search  for 
therapeutic  miracles,  the  response  to 
fear  and  the  search  for  'truth  "Theen- 
tire  scene  is  unsettled  and,  as  already 
stated,  the  net  effect  could  be  that  we 
all  become  health  faddists  If  my 
analysis  is  reasonably  correct,  there  is 
more  to  worry  about  here  than  with 
what  we  conventionally  call  food  fad- 
dism Certainly,  the  environment  to- 
day is  more  conducive  to  food  fad- 
dism and  cultism  than  ever  before 

In  addition  to  the  examples  already 
cited  in  support  of  the  contention  that 
faddism  flourishes,  one  could  cite  the 
passage  of  the  so-called  Proxmire  Bill 
in  1976  that  restricts  FDA's  authority 
to  regulate  dietary  supplements;"  the 
legislative  success  of  proponents  of 
Laetrile  the  economic  success  of  the 
nonvitamin,  pangamic  acid,  and  the 
incredible  public  acceptance  of  the 
unproven  liquid  protein  reducing 
diets  until  more  than  fifty  deaths  were 
reported  to  have  been  associated  with 
the  regimen  The  public  does  not  ap- 
pear to  be  any  more  critical  about 
health  claims  and  products  than  it  was 
100  years  ago  This  is  disappointing 
but  not  surprising  since  the  media  of 
mass  communications  plays  on  the 
sensational  or  controversial  as  a mat- 
ter of  course  In  addition,  the  public 
must  contend  with  what  Mann  calls 
the  influence  of  the  respected  but 
badly  informed  or  adventurous  sci- 
entist " Mann  is  suggesting  that  the 
scientist  who  presses  to  make  a point 
and  exceeds  his  credentials  and  cred- 
ibility adds  to  the  confusion  that  leads 
to  food  faddism 

A .few  years  ago.  the  FDA  sponsored 
a population  study  to  investigate 
false  and  questionable  health  beliefs 
and  practices  and  the  public's  sus- 
ceptibility to  them  The  study  was 
conducted  by  National  Analysts,  Inc  6 
Some  of  the  findings  a re  rather  shock- 
ing 42%  of  the  people  interviewed 
would  not  beconvinced  by  almost  un- 
animous expert  opinion  that  a hypo- 
thetical "cancer  cure"  was  worthless 
Only  45%  thought  such  a medicine 
should  be  banned  by  law  Is  it  no  won- 
der that  so  many  people  were  duped 
by  Krebiozen  and  are  now  clamoring 
for  Laetrile7 

Three-fourths  of  the  public  believe 
that  extra  vitamins  provide  more  pep 
and  energy  Twenty-six  percent  had 
used  nutritional  supplements  expec- 
ting observable  benefits  — without  a 
physician  s advice 
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Other  maior  findings  "The  study 
found  that  informed,  systematic 
thinking  about  health  is  rare  and  that 
with  certain  exceptions,  few  people 
have  an  organized  set  of  health  be- 
liefs While  some  people  act  on  the 
basis  of  specific  beliefs,  true  or  false 
many  more  make  health  decisions  be- 
lieving that  anything  is  worth  a try 
This  is  identified  as  rampant  empiri- 
cism " In  this  approach  rational  judg- 
ment is  ruled  out  since  even  a total 
lack  of  scientific  evidence  does  not 
eliminate  the  possibility  that  a treat- 
ment or  practice  may  appear  to  ben- 
efit some  users  Psychosomatic  ef- 
fects and  unaided  recovery  whichoc- 
curs  frequently,  reinforce  faith  in  the 
results  assumed  from  this  uncritical 
trial  and  error  approach  Further,  mil- 
lions of  people  appear  to  be  basing  im- 
portant health  decisions  on  the  idea 
that  since  there  are  individual  differ- 
ences in  people,  there  is  a chance  that 
almost  any  treatment  may  be  benefi- 
cial In  other  words,  because  it  didn't 
work  for  you  doesn't  mean  that  It 
might  not  work  for  me 

This  kind  of  thinking  helps  to  ex- 
plain why  quackery  Is  still  rampant  in 
the  United  States  The  unknowns  of 
medicine  fertilize  the  thickets  of 
quackery  It  is  little  wonder  that  the 
public  is  so  easily  duped  by  such  high 
sounding  terms  as  orthomolecular 
medicine  and  megavitamin  therapy 
and  is  misled  by  the  high  priests  of  hy- 
poglycemia The  countercurrent  of 
medicine  plays  in  the  whirlpools  of 
the  unknown  with  unproven  rem- 
edies And  the  public  pays  and  pays 
and  is  none  the  better  for  it 

The  avalanche  of  fraud  quackery 
and  cultism  continuesonitsrelentless 
rampage,  sometimes  diverted,  only  to 
pick  up  again  on  a new  course 

Vitamin  and  mineral  preparations 
and  other  dietary  supplements  enjoy 
great  sales  with  door-to-door  com- 
mercialism also  flourishing  The 
newer  research  on  the  trace  minerals 
has  been  exploited  by  the  health  food 
set;  one  sees  glowing  claims  for  zinc 
selenium  and  chromium,  the  last  be- 
ing promoted  as  GTF.  or  glucose 
tolerance  factor  Laboratories  that 
"evaluate  nutritional  status  by  hair 
analysis  flourish,  as  does  their  busi- 
ness in  food  supplements  to  "correct” 
the  "metabolic  imbalances"  uncov- 
ered by  such  analysis  Admittedly 
useful  for  certain  determinations,  hair 
analysis  has  not  yet  been  found  ap- 
propriate for  general  nutritional  eval- 
uation A most  disturbing  aspect  is 
that  some  physicians  and  dentistsare 
utilizing  the  "services"  of  hair  analysis 
laboratories 


It  used  to  be  that  free  "nutritional 
advice"  was  available  only  in  the 
health  food  store  Now  one  finds  ad- 
visers" in  all  sorts  of  enterprises  — 
grocery  stores  department  stores 
and  even  in  beauty  salons  Hair- 
dressers may  try  to  sell  dietary  sup- 
plements for  beautiful  lustrous  hair 

Perhaps  the  most  ubiquitous  pop- 
ular lecturer  is  Dan  Dale  Alexander 
who  for  twenty  years  has  touted  cod- 
liver  oil  in  milk  or  orange  |uice  for 
arthritis  or  dry  skin  Alexander's  cur- 
riculum vitae  is  outlined  in  Deutsch  s 
"The  New  Nuts  Among  the  Berries 
According  to  Alexander  for  cod-liver 
oil  to  be  "effective  timing  is  critical, 
the  oil  must  be  taken  in  milk  an  hour 
before  breakfast  mordertobypassthe 
liver  He  is  a popular  radio  guest 
"charming  his  audiences  with  de- 
scriptions of  chocolate  blood  and 
green  elbow  The  following  is  a ver- 
batim transcription  of  a portion  of  one 
program  9 When  you  see  the  green 
elbow  8%  of  the  college  kids  now  have 
the  green  elbow  that  is  a very  critical 
mistake  Thegreenelbowiswhenyou 
bypass  your  saliva  when  you  drink 
acids  all  summer  long  like  the  frozen 
juices  and  things  like  that  too  much 
of  the  soft  drinks  ' The  positive  audi- 
ence response  was  simply  unbeliev- 
able 

Deutsch  and  Barrett  and  Knight9 
have  published  up-to-date  books  on 
faddism  that  should  be  required  read- 
ing for  the  student  of  nutrition  The 
reader  is  referred  to  those  sources  for 
further  details  of  the  merchants  of 
menace 

The  fad  of  popular  crash  weight 
dieting  is  perhaps  the  most  costly 
of  all  forms  of  nutrition  nonsense 
There  seems  to  be  little  need  to  re- 
view this  topic  in  detail  other  than  to 
eport  that  Human  chorionic  gon- 
adotrophin (HCG)  clinics  still  flour- 
ish; liquid  protein  diets  are  still 
around  kelp  vinegar  pyridoxine  and 
lecithin  preparations  remain  on  the 
market  as  dieting  adjuncts  for  weight 
reduction;  phenylpropanolamine  in 
ineffective  dosage  quantities  (25  mg 
or  less)  is  always  popular  combina- 
tions such  as  alginic  acid,  sodium car- 
boxymethylcellulose,  sodium  bicar- 
bonate. B-  and  B?aretouted  toturnoff 
appetite  on  command,  and  finally,  the 
endless  variations  of  low-carbo- 
hydrate. high-fat  diets  regularly  cap- 
ture a share  of  the  market 

The  lure  of  "organic  and  "natural" 
is  being  given  credibility  by  the  Fed- 
eral Trade  Commission;10  thus  in 
principle  the  nonsense  so  often  con- 
nected with  same  could  receive  fed- 
eral credentials  So  many  people 
seem  now  to  be  actively  pursuing  the 


various  forms  of  vegetarianism  that 
the  term  fad  (following  a practice  for 
short  periods  with  enthusiasm)  prob- 
ably no  longer  applies  Although  the 
reasons  given  for  preferring  vegetar- 
ianism are  sometimes  spurious,  the 
movement  in  that  direction  is  gaining 
strength  Thus,  it  is  important  to  know 
both  why  a person  is  a vegetarian  and 
what  form  is  practiced  in  order  to  as- 
sist him  in  the  achievement  of  an  ade- 
quate diet 

In  conclusion  at  a time  when  our 
national  health  has  never  been  better 
most  of  us  are  in  danger  of  becoming 
health  faddists,  while  the  remainder 
actively  participate  inoneformoffood 
faddism  or  another 
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pational medicine,  pharmaceutical  firms,  and  hospitals, 
and  in  solo  and  group  practice.  Absolute  confidentiality 
is  assured. 

Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH, 

Director  of  Medical  Placement 

DAVIS-OMEGA 

(212)  840-0899 


PHYSICIANS  WANTED— CONT  D 


COLLEGE  STAFF  PHYSICIAN  to  begin  August  15, 1980.  Full  time  appointment 
with  regular  duties  during  the  two  major  academic  semesters.  Usual  fringe 
benefits.  Required  to  live  on  campus  in  house  fully  maintained  by  the  college. 
Salary  negotiable  based  on  experience.  In-patient  and  out-patient  care.  Night 
and  weekend  coverage  rotated  between  another  physician  and  two  physicians 
assistants.  Send  resume  to:  David  Hammond,  M.D.,  Director  Health  Services, 
Ithaca  College,  Ithaca,  N.Y.  14850. 


EMERGENCY  PHYSICIAN  WANTED  for  400-bed  community  hospital  in  Suf- 
folk County.  New  York.  Thirty-six  hour  f/t,  good  salary  and  fringes.  Call 
Emergency  Department  Director  (516)  654-7236,  or  654-7239. 


CHAIRMAN,  DEPARTMENT  OF  RADIOLOGY:  576-bed  teaching  hospital, 
affiliated  with  Upstate  Medical  Center,  recruiting  radiologist  to  direct  depart- 
ment. Must  be  certified  in  diagnostic  radiology  with  minimum  2-5  years  expe- 
rience including  background  in  administration  of  large  department  in  a teaching 
hospital.  Must  have  commitment  to  providing  quality  clinical  service  and  ed- 
ucational programs.  Salary  negotiable,  competitive  benefit  program.  An  Equal 
Opportunity  Employer.  Send  curriculum  vitae  to  John  S.  Raymond,  M.D.,  in 
care  of  Employment  Coordinator,  Wilson  Memorial  Hospital,  33-57  Harrison 
St.,  Johnson  City,  N.  Y.  13790. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  FACA,  well  trained,  long  experience, 
wishes  to  relocate  in  Metropolitan  area.  New  York,  New  Jersey  and  Connecticut 
license.  Dept.  737,  c/o  NYSJM. 


ANESTHESIOLOGIST  AVAILABLE  ON  PART-TIME  BASIS  for  one  or  two 
days  a week  in  the  Greater  New  York  area,  or  adjoining  New  Jersey/Connecticut 
counties.  Diplomate  American  Board  of  Anesthesiology,  FFARCS  (England). 
Twenty  years  of  extensive  experience  in  clinical  and  academic  fields.  Liability 
insurance  coverage  to  be  arranged.  Box  704,  Scarsdale,  New  York  10583. 


PRACTICES  AVAILABLE 


OPHTHALMOLOGIST  RETIRING.  PRACTICE  & BUILDING  FOR  SALE. 
Excellent  real  estate  investment.  In  practice  31  years;  95%  collection  rate. 
Located  Jacksonville,  Florida,  gateway  city  to  Florida,  and  its  largest!  Call  after 
8:30  p.m.  (904)  398-0354. 


MISCELLANEOUS 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for  _ 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212)  730-0069  . 


LOANS  TO  PROFESSIONALS:  Loans  now  available  to  physicians  and  physicians 
in-training.  Easy  payments.  Loans  to  $50,000  and  more;  unsecured;  no  collateral 
necessary.  Consolidate  all  debts  or  any  purpose  loans.  For  full  information  call 
A.  Clayton  Rieder,  Financial  Consultant  (516)  935-1234  or  write  Dept.  711,  c/o 
NYSJM. 


STOP  THROWING  AWAY  YOUR  MONEY!  Our  Clients  are  being  paid  for  all 
medicaid  services.  Are  you?  Medicaid  experts  prepare  and/or  process  your 
medicaid  claims  for  a nominal,  tax  deductible  charge — courteous  and  prompt 
service.  Save-All  Servicing  Companv,  342  Madison  Ave„  New  York,  N.Y.  10017. 
(212)  986-0395. 


B E AL  ESTATE  FOR  SALE  OR  RENT 


SOUTH  SHORE,  LONG  ISLAND,  FREEPORT,  N.Y.  Modern  ground  floor  suite 
for  rent  in  active  medical  building.  Air  conditioned  1300  sq.  ft.  suitable  for  any 
type  practice.  Lead-lined  X-ray  room  and  dark  room.  Referrals.  Reasonable.  ' 
(516)  378-1414  or  379-5005. 

KEY  WEST,  FLORIDA:  2 bedroom  condominium  on  ocean  with  swimming  pools, 
tennis  courts.  Fully  equipped  for  leisure  living.  Off  season  rates  $200  per  week 
until  December  1.  Incorporate  Super  Saver  airfares  to  Miami  plus  weekly  car 
rental  for  inexpensive  family  vacation.  For  info:  D.  S.  Kuk,  M.D.,  1105 

Greenbriar  Rd.,  Wilson,  N.C.  (919)  291-0703  or  291-7001. 

t 

PROFESSIONAL’S  DREAM  HOUSE:  Custom  designed  8-room  ranch,  quality 
built  by  owner  on  beautifully  landscaped  oversized  plot  with  attached  office  lo- 
cated in  Malverne,  Long  Island.  Currently  site  of  active,  2-man  medical  practice; 
separate  office  facility  featuring  reception  area,  consultation  office,  lab  and  4 
examination  rooms.  Distinctive  home  includes  3 baths,  sunken  living  room,  den 
with  fireplace,  formal  dining  room,  spacious  kitchen,  4 bedrooms  and  full  base- 
ment. Loaded  with  many  extras  that  must  be  seen  to  be  appreciated.  Home 
is  convenient  to  all  transportation  and  parkways.  Principals  only  should  contact 
owner  for  appointment  at  (516)  599-5721. 

DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell  or 
appraise  a co-op,  contact  Nathan  H.  Friedman,  V.P.,  Douglas  Klliman-Gibbons 
& Ives,  Inc.,  575  Madison  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


SIX  ROOM  PROFESSIONAL  SUITE  FOR  RENT  in  prestige  medical  building 
in  Lvnbrook,  L.I.  Available  immediately.  Centrally  located  near  major  hos 
pitals.  Call  (212)  297-4140. 


OB/GYN,  BOARD  ELIGIBLE,  WELL  TRAINED,  seeks  mult  i or  single  specialty 
group  or  partnership.  Available  July  1980.  Reply  Dept.  748,  c/o  NYSJM. 


f NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS  available  with  emergency 
physician  group  throughout  Pa  , N.Y  N J.,  Mich,  and  Southeastern 
U.S  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
service  with  minimum  guarantee  provided.  Malpractice  paid.  Practice 
credit',  towards  board  certification.  Physician  department  directors 
al'.o  desired  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste 
’v  400  399  Market  St.,  Phila  , PA  1910b  Ol  phone  215-925-3511. 


SOUTH  SHORE,  LONG  ISLAND:  FOR  SALE-  Physician’s  large,  9 year  old, 

6 bedroom  home  with  suitable  office;  3 huge  baths;  cedar  shingles,  patio;  4800 
sq.  ft.,  many  extras;  1/2  acre;  top  professional  and  impeccable  neighborhood;  sale; 

5 min.  to  large  teaching  hospital,  near  transportation,  recreational  facilities, 
colleges,  universities,  beaches.  Best  schools  for  your  children  and  wonderful 
community  for  your  family.  This  home  has  everything.  $135,000.  (516)  475- 
4880. 

JACKSON  HEIGHTS,  Q l IEENS:  87-10  37th  Avenue,  IV2  rooms,  lobby  floor,  ex- 
cellent location;  reasonable  rent.  See  supt.  or  call  (212)  855-0766. 

MANHATTAN’S  EAST  SIDE,  133  EAST  73RI)  ST.,  N Y C LEXINGTON 
Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatric  1 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist 
Mail  service,  cleaning  X-ray  & clinical  laboratory  on  premises  No  lease 
necessary  Rent  by  the  hour  or  full  time.  (212)861-9000. 
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PARK  SLOPE  BROOKLYN 

NEO-CLASSICAL  LIMESTONE 

All  original  Mahogany,  Oak  and  Birdseye  Maple  details;  excellent 
mechanicals.  Landmark  1 family  with  possible  professional  offices. 
2-car  garage.  $250,000.  Exclusive  with: 

BERMAN  REALTY 
105  7th  Ave.,  Park  Slope.  Brooklyn 
(212) 638-6304 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


ARK  YOU  QUALIFIED  TO  OPEN  A SLEEP  CLINIC?  There  is  a great  need  in 
this  area.  We  have  a furnished  suite  available  in  our  medical  building,  ideally 
hx'aled  near  all  transportation,  city  buildings,  Staten  Island  Kerry,  and  two  major 
hospitals.  For  further  information  contact  Paul  (212)  447-8001 


FOR  SALE):  RETIRING  PHYSICIAN  offers  3 bedroom  custom  home  and  sepa 
rate  clinic  or  guest  house.  Wide  stream  for  swimming  pond.  17  gorgeous  acres 
in  covenient  Dutchess  County.  Low  taxes,  4-car  garage  and  barn.  Laura 
Brownstein,  Salesperson,  Canterbury  Agency,  Inc.  (914)  462-4820. 


^That  cocky  grin  is  typical  Tom.  That’s 
how  he  looked  when  I told  him  he’d  made 
the  varsity  his  first  year  at  Annapolis. 
Then  we  learned  Tom  had  3 months  to  live. 
That  was  5 years  ago. 

George  Welsh 

Head  Coach,  USNA  Football 


BROOKLYN,  OCEAN  AVE.,  630,  excellent  location,  6 good  sized  rooms  in  luxury 
hi  rise  building,  perfect  for  any  medical  specialty;  reasonable  rent.  See  supt. 
or  call  (212)  865-0766. 


PEEKSK1LL,  NEW  YORK:  DOCTORS — Unique  space  available  in  modern 
building  with  Main  Street  location,  opp.  Court  House.  3 spaces  (1.000  sq.  ft.  ea.). 
Spotless,  spacious.  First  floor  pvt.  entrance.  Municipal  parking.  Mr.  Saul 
Gluckman  (914)  245-1100;  Mr  Gilles  Jean  (914)  739-0080. 


STONY  BROOK,  HOME-OFFICE  ADJACENT  TO  UNIVERSITY  MEDICAL 
Center;  6-room  office  wing,  separate  drive  and  entrance  off  6-car  blacktop  parking 
area,  bath.  Ideal  location  for  GP  or  specialist  in  beautiful  residential  area,  with 
large  surrounding  population  in  need  of  services.  Within  minutes  of  4 main 
community  hospitals.  House  is  2-story  Colonial,  8 rooms,  2V2  baths,  2-car  garage, 
full  basement;  on  wooded  and  fully  landscaped  V2  acre.  $68,000.  (516)  473- 
1512. 


WANTAGH,  LONG  ISLAND:  7 room  office,  2 baths/7  room  home,  2 baths 
combination.  Separate  office  and  home  entrances  and  addresses.  Ideal  pro- 
fessional location.  $69,000.  Call  nights  (212)  889-2815  or  (212)  724-9640. 


STATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  laboratory,  and  is  located  near  S.l.  Ferry,  all  transportation,  schools, 
city  buildings,  and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist, 
otolaryngologist,  general  practitioner,  internist,  pediatrician,  and  ophthalmol- 
ogist. For  further  information  contact  Paul  (212)  447-8001. 


SI  ITABI.E  PROFESSIONAL  SITE:  4-BEDROOM  COLONIAL,  full  basement, 
2'/z  baths,  laundry  room,  eat-in  kitchen,  dining  room,  living  room,  family  room. 
24  X 30  attached  garage;  on  one  acre:  fenced  back  yard.  Near  school  and  adult 
communities:  well  traveled  road.  (516)  744-2821. 


POTENTIAL  DOCTOR’S  OFFICE  AND  HOME  on  best  corner  in  West  Hemp- 
stead, Long  Island.  Three  bedroom  Hi-Ranch  plus  a lovely  raised  family  room 
with  fireplace  and  beamed  ceiling.  Street  level:  3 extra  large  rooms,  V2  bath, 
separate  entrance  suitable  for  professional  office.  Ample  parking.  All  for 
$75,000.  Agent  (516)  599-2800. 


FOR  RENT  BY  FKBRLIARY  1.  1980  in  pleasant  Tudor  Village  section  of  Ozone 
Park,  Queens,  N.Y.,  near  bus  and  subway,  l ive  room  suite,  furnished.  Medical 
equipment  inch  X-ray,  E.C.G.;  suitable  G.P.,  specialist  or  dentist.  Attached, 
beautiful  living  quarters  optional  in  near  future.  Rent  reasonalbe  with  with 
possibility  of  purchase  later.  Call  (212)  848-1666. 


MID-SUFFOLK  COUNTY.  NORTH  SHORE,  L.I.,  OFFICE  for  rent.  1.100  sq. 
ft.  of  space  available.  Ideal  for  any  M.D.  Busy  2-man  dental  practice  already 
established  in  building  and  will  assist  in  building  practice.  Growing  area.  An 
excellent  opportunity.  For  information  call  (516)  744-0111. 


It  was  hard  to  believe  a boy  like 
Tom  Harper  could  be  so  desperately  ill. 

Or  that  anyone  could  fight  so  hard  to  live. 
When  he  was  under  treatment  and  so  weak 
he  could  hardly  walk,  Tom  still  came  to 
practice.  He’d  marked  out  his  own 
program  for  survival.  To  get  back  in  shape 
and  somehow  speed  the  recovery  he  never 
lost  hope  would  come. 

For  Tom  it  wasn’t  too  late.  Some- 
thing new  called  combination  chemother- 
apy was  just  beginning  to  be  used.  There 
are  almost  2 million  Americans  like  Tom 
who’ve  beaten  cancer. 

But  for  many  patients  j ust  as 
determined  and  hopeful,  the  treatments 
that  could  save  them  have  not  yet  been 
found.  That’s  why  the  American  Cancer 
Society  is  asking  for  your  support. 

Through  research,  rehabilitation  and 
education,  they’re  making  your  contribu- 
tions count. 

American  Cancer  Society  ^ 

CANCER 
CAN  BE  BEAT 

Almost  2 million  people  are  living  proof 

your  contributions  count. 

This  space  contributed  by  the  publisher  as  a public  service. 
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THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


1980  Spring  CME  Assembly 

Friday,  April  25 — Sunday,  April  27 


For  the  first  time  in  many  years,  we  are 
holding  our  annual  scientific  program 
outside  of  New  York  City.  Here  is  an 
opportunity  to  obtain  Category  I CME 
credits  during  3 days  of  outstanding 
General  Sessions,  Scientific  Sections, 


Symposia  and  Panel  Discussions,  in- 
cluding time  to  visit  the  Scientific  and 
Technical  Exhibits.  Watch  future  issues 
of  the  Journal  for  program  details  and 
registration. 


at  the  JUST  40  MINUTES  FROM  MANHATTAN 

RYE  TOWN  HILTON 

699  Westchester  Avenue  Town  of  Rye  Port  Chester,  New  York 


1978 
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NEW  YORK  CITY 


The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 


* The  Mount  Sinai  Medical  Center 
December  1,  Saturday,  12:00  noon-5: 20  p.m. 

ANESTHESIA  FOR  THORACIC  SURGERY 
George  Silvay,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (6V2  hrs.) 

December  3-7,  Monday  to  Friday,  9:00  a. m. -5:00  p.m. 
SURGERY  OF  THE  PARANASAL  SINUSES 
Joseph  L.  Goldman,  M.D.,  Stanley  M.  Biaugrund,  M.D., 
William  Lawson,  M.D.,  D.D.S. 

FEE:  $600.  CREDIT:  AMA  Cat.  1 (32V2  hrs.) 

December  5-6,  Wednesday  and  Thursday 

PM  320  EVOKED  POTENTIAL  DIAGNOSIS  IN  CLINICAL 
PRACTICE 


Ivan  Bodis-Wollner,  M.D.,  Adam  Akin,  Ph.D., 

Murray  Wolkstein,  M.D. 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

December  7,  Friday,  9:00  a. m. -5:00  p.m. 

PM  261— A GUIDE  TO  THE  PRACTICING  PHYSICIAN- 
MEDICAL  PROBLEMS  AND  THE  AGING 
Samuel  K.  Elster.  M.D.,  Manuel  Rodstein,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (6V2  hrs.) 

December  8,  Saturday,  9:00  a. m. -5:00  p.m. 
DYSLEXIA-CURRENT  DEVELOPMENTS 
Virginia  Lubkin,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (6V2  hrs.) 

December  12-14,  Wednesday-Friday,  9:00  a. m. -5:00  p.m. 
December  15-16,  Saturday  and  Sunday  (optional) 
DIAGNOSTIC  CELL  PATHOLOGY  PM  128 


Herbert  E.  Nieburgs,  M.D. 

FEE:  Dec.  12-14  $150.  CREDIT:  AMA  Cat.  1 (6V2 

hrs.  per  day) 

Dec.  15-16  $100. 

December  15,  Saturday,  9:00  a. m. -5:00  p.m. 

AN  INTRODUCTION  TO  PSYCHOPHARMACOLOGY  FOR 

PSYCHOTHERAPISTS 

Seymour  Rosenblatt,  M.D. 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (6V2  hrs.) 


Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 
December  3-4 

VISITING  PROFESSORS 
Department  of  Anesthesiology 
Howard  L.  Zauder,  M.D. 

For  further  information  contact  Abraham  I.  Raskob,  M.D  , 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brooklyn 
11203.  Tel:  212/270-1000 


December  5,  Wednesday,  8:00  p.m. 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

SURGICAL  REHABILITATION  OF  THE  HAND 
Berish  Strauch,  M.D. 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 
December  10,  Monday,  7:30  p.m. 

Section  on  Orthopedic  Surgery  with  the 
Pediatric  Orthopedic  Club  of  New  York 

CHILDREN'S  FRACTURE  SYMPOSIUM 
OPERATIVE  JUVENILE  FRACTURES 
CLASSIFICATION  AND  LOWER  EXTREMITY  FRACTURES 
Kurt  M.  W.  Niemann,  M.D. 

UPPER  EXTREMITY  FRACTURES 
Robert  S.  Siffert,  M.D. 

CHRONIC  EFFECTS  AND  MANAGEMENT  OF  MALUNITED 

FRACTURES 

G.  Dean  MacEwen,  M.D. 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. — Subscription  Dinner  6:30  p.m. 


Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

1300  Morris  Park  Avenue 
Bronx 

4:00  p.m. -5:30  p.m.,  Fridays 
December  7 

REVIEW  OF  OVARIAN  CANCER 
G.  C.  Escher,  M.D. 

December  2 1 

EVALUATION  OF  DIAGNOSTIC  TECHNIQUES  IN 

LYMPHOMA 

B.  H.  Kaplan,  M.D. 

CREDIT:  AMA  & AAFP 

For  further  information  contact  Herbert  Volk,  M.D.,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  University,  1300 
Morris  Park  Avenue,  Bronx  10461.  Tel:  212/430-2000. 


Beth  Israel  Medical  Center  co-sponsored  by 
The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

10  N.D.  Perlman  Place 

December  7,  9:00  a m. -1:00  p.m.,  Friday 

MULTIDISCIPLINARY  APPROACH  TO  MANAGEMENT  OF 
POST-OPERATIVE  PULMONARY  COMPLICATIONS 
Drs.  Stuart  Alexander,  James  T.  Demopoulos,  Marius 
Focseneanu,  Gerald  J.  Friedman 
FEE:  $25.  CREDIT:  AMA  Cat.  1 (4  hrs.) 


The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

December  5,  Wednesday,  2:00  p.m. 

Section  on  Clinical  Nutrition  with  the  Section 
on  Geriatric  Medicine 

SYMPOSIUM  ON  NUTRITION  AND  AGING 
NUTRITIONAL  AND  METABOLIC  CHANGES  WITH  AGING 
Reubin  Andres,  M.D. 

DIET  AND  ATHEROSCLEROSIS 
Howard  A.  Eder,  M.D. 

DIET  AND  CANCER 
John  H Weisberger,  M.D. 

ENTERAL  AND  PARENTERAL  FEEDING 
William  P.  Steffee,  M D. 

CREDIT:  AMA  Cat.  1 (3  hrs.) 


Doctors  Hospital 

170  East  End  Avenue  at  87th  Street 
4: 15  p.m.,  Thursdays 

December  20,  1979  through  June  5,  1980 

THE  PREVENTION  AND  EARLY  DETECTION  OF 
DISEASE  IN  CLINICAL  PRACTICE 
This  course  will  deal  with  the  application  of  current 
knowledge  to  preventing  common  diseases  and  to  their 
detection  at  any  early  stage.  The  realization  of  these 
objectives  is  essential  for  quality  medical  care  and  for 
controlling  medical  costs.  Each  session  will  consist  of  a 
comprehensive  authoritative  discussion  and  a question  and 
answer  period. 

December  8 

HEART  ATTACK— RISK  FACTORS,  VULNERABILITY 

ASSESSMENT  AND  PREVENTION 

Drs.  Ralph  M.  Sussman,  Richard  B.  Helfant,  William  B. 
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Kannel,  Itzhak  Kronzon,  John  Naughton 
December  20 

CONTROL  OF  BREAST  CANCER  THROUGH  MASS 

SCREENING 

Philip  Strax,  M D. 

For  further  information  contact  Clifford  L.  Spingarn,  M.D., 
Chairman  on  Continuing  Medical  Education,  Doctors  Hospital, 
170  East  End  Ave.  at  87th  Street,  New  York  10028.  Tel: 
212/535-3000. 


The  New  York  Botanical  Garden  and  Cornell 
University  Medical  College 

Bronx 

December  9,  9:00  a m. -5:30  p.m. 

AEROALLERGENS:  IDENTIFICATION  AND  CLINICAL 
APPLICATIONS 

BIOLOGY  AND  IDENTIFICATION  FUNGI  AND 

ACTINOMYCETES 

Ira  F.  Salkin.  Ph  D. 

POLLEN  IDENTIFICATION 
James  W.  Walker,  Ph.D. 

NEW  TECHNIQUES  IN  AEROALLERGEN  DIAGNOSIS 
Irwin  Rappaport,  M.D. 

AIR  POLLUTION  AND  ITS  EFFECTS  ON  BRONCHIAL 
ASTHMA 

Raymond  G.  Slavin,  M.D. 

THE  EFFECT  OF  IMMUNOTHERAPY  ON  IgE  and  IgG 
ANTIBODIES  IN  PATIENTS  WITH  RAGWEED  HAY  FEVER 
Gerald  J.  Gleich,  M.D. 

NEW  HORIZONS  IN  ALLERGY  TREATMENT 
Joel  Kenneth  Weltman,  M.D. 

CREDIT:  AMA  Cat.  1 (8  hrs.)  & AAFP  8 hrs. 

For  further  information  contact  Linda  D.  Rachele,  Ph  D., 
Associate  Coordinator  of  Continuing  Education,  The  New 
York  Botanical  Garden,  Bronx  10458.  Tel:  212/220-8740. 


New  York  University  Post  Graduate  Medical 
School  cosponsored  by  the  New  York  Society 
of  Neurosurgery 

550  First  Avenue 
* The  Barbizon  Plaza  Hotel 
December  10-13 

NEUROSURGERY/NEW  YORK  CITY  1979 
CONTROVERSIES  AND  SURGICAL  TECHNIQUE 
HEAD  AND  SPINAL  TRAUMA 
WORKSHOPS  ON  OPERATIVE  PROCEDURES  & 
TECHNIQUES 

CONTROVERSIES  IN  NEUROSURGERY 
CERVICAL  & LUMBAR  DISC  DISEASE 
ISCHEMIC  SYNDROMES 

FEE:  $385.  CREDIT:  AMA  Cat.  1 (34  hrs.) 

$190.  residents 

For  further  information  contact  NYU  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York  10016.  Tel:  212/ 

679-8745. 


St.  Clare’s  Hospital  and  Health  Center 

415  W.  51st  Street 
(1  part  of  10  series) 

December  13,  7:30  p.m.,  Thursday 
ORBITAL  SURGERY 
Ira  S.  Jones,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  St.  Clare's  Hospital  and 
Health  Center,  Department  of  Ophthalmology,  415  W.  51st 
Street,  New  York  10019.  Tel:  212/586-1500  ext.  322. 


Beth  Abraham  Hospital 

612  Allerton  Avenue 
Bronx 


11:00  a.m.,  Thursdays 
December  6 

BIOLOGICAL  MODELS  OF  AGING 
Sam  Seifter,  M.D. 

December  13 

ASSESSING  HEPATIC  FUNCTION  IN  THE  ELDERLY 
Norman  B.  Javitt,  M.D. 

December  20 

URINARY  TRACT  INFECTIONS  IN  THE  ELDERLY 
Joan  Casey,  M.D. 

For  further  information  contact  Beth  Abraham  Hospital,  612 
Allerton  Avenue,  Bronx  10467.  Tel:  212/920-6013. 


QUEENS  COUNTY 


Astoria  General  Hospital 

25-10  30th  Avenue 
Long  Island  City 

9:00  a.m.-l  1:00  a m.,  Saturdays 
December  1 

RECENT  ADVANCES  IN  DIABETES  I 
Samuel  Rosen,  M.D. 

December  8 

RECENT  ADVANCES  IN  DIABETES  II 
Joan  Albin,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Astoria 
General  Hospital,  25-10  30th  Avenue.  Long  Island  City 
11102. 


NASSAU  COUNTY 


Long  Island  Jewish-Hillside  Medical  Center  & 
SUNY,  Stony  Brook 

Teaching  Center  Room  E201B  & C 
Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

4:00-5:00  p.m.,  Mondays 
December  3 

NON-INVASIVE  EVALUATION  OF  LEFT  VENTRICULAR 
HYPERTROPHY  IN  MAN 
Richard  Devereaux,  M.D. 

December  10 

HEMODYNAMIC  ASPECTS  OF  HYPERTENSION 
Charles  Francis,  M.D. 

December  17 

PHYSIOLOGY  OF  UNLOADING  AND  THE  CONCEPT  OF 
IMPEDANCE  REDUCTION 
Robert  Glaser,  M.D. 

For  further  information  contact  Robert  I.  Hamby,  M.D., 
Department  of  Medicine  Division  of  Cardiology,  The  Heart 
Institute  of  the  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park  11042. 


Long  Island  Jewish-Hillside  Medical  Center  & 
Health  Sciences  Center,  SUNY  (Stony  Brook) 

* Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

Department  of  Ophthalmology 

December  5,  Wednesday 

A CLINICAL  DAY  IN  OPHTHALMOLOGY  INTRAOCULAR 
TUMORS 

Drs.  David  Rosen,  Sam  Packer,  Jerry  Shields 
FEE:  $60.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

Department  of  Social  Work  Services 
Department  of  Psychiatry 
Long  Island  Jewish-Hillside  Medical  Center  and 
Mercy  Hospital  and  Health  Sciences  Center, 
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SUNY  (Stony  Brook) 

December  7,  Friday 

FAMILY  THERAPY  UP-DATED 
FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.)  & APA 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park  11042.  Tel:  212/470/2114. 


Long  Beach  Memorial  Hospital  cosponsored  by 
The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

445  E.  Bay  Drive 
Long  Beach 
December  4,  1979 
HUMAN  SEXUALITY: 

A SYMPOSIUM 

Raul  C.  Schiavi,  M.D.,  Patricia  Schreiner-Engel,  Ph  D.,  Philip 
Luloff,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Long  Beach  Memorial 
Hospital,  455  E.  Bay  Drive,  Long  Beach  1 1561.  Tel:  212/ 

432-8000,  ext.  362  or  363. 


North  Shore  University  Hospital 

300  Community  Drive 
Manhasset 

8:00a.m.,  Wednesdays 
December  4 

CONCEPTS  OF  B-SCAN  ULTRASONOGRAPHY 
Yale  Fischer,  M.D. 

December  1 1 

RADIOTHERAPY  OF  CHORIDAL  MELANOMA,  AN  UPDATE 
Samuel  Packer,  M.D. 

December  18 

APPLIED  CLINICAL  IMMUNOLOGY 
Stephen  Bloomfield,  M.D. 

For  further  information  contact  North  Shore  University 
Hospital,  300  Community  Drive,  Manhasset  11030. 


Mercy  Hospital  in  liaison  with  Harvard  Medical 
School 

1000  North  Village  Avenue 
Rockville  Centre 
* MacArthur  Auditorium 

9:00  a.m.-l  1:00  a.m.,  Wednesdays 
December  5 

UPDATE  ON  RENAL  DIALYSIS  AND  TRANSPLANTATION 
Robert  H.  Rubin,  M.D. 

December  19 

DRUG  USE  AND  ABUSE  IN  ADOLESCENTS 
Robert  P.  Masland,  Jr.,  M.D. 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Mercy  Hospital,  1000  North 
Village  Avenue,  Rockville  Centre  1 1570. 

Nassau  County  Medical  Center 

2201  Hempstead  Tpk. 

East  Meadow 

December  1979  to  June  1980  1 1:00  a m. -noon  4th  Tuesday 
MEDICAL  CONFERENCES 
NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Dr.  Weitzner,  Lydia  E.  Hall 
Hospital,  320  W.  Merrick  Rd.,  Freeport  1 1520.  Tel:  516/ 

378-8500. 

December  3,  1979  to  June  15,  1980  1 1:00  a m. -noon 

LECTURES  IN  CONTINUING  OBSTETRIC-GYNECOLOGY 
EDUCATION 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Robert  R.  Weiss,  M.D., 


Nassau  County  Medical  Center,  2201  Hempstead  Tpk.,  East 
Meadow  11554.  Tel:  516/542-2256. 

Nassau  County  Medical  Center 

2201  Hempstead  Turnpike 
East  Meadow 
December  6 

MECHANISMS  AND  MANAGEMENT  OF  CHRONIC  PAIN 
Kathleen  Foley,  M.D. 

December  13 

CHRONIC  ACTIVE  HEPATITIS 
Fenton  Schaffner,  M.D. 

December  20 

ORAL  13-CIS-RETINOIC  ACID 
Gary  L.  Peck,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  David  W.  Westring,  M.D., 
Nassau  County  Medical  Center,  2201  Hempstead  Tpke.,  East 
Meadow  11554.  Tel:  516/542-0123. 


SUFFOLK  COUNTY 


Suffolk  Academy  of  Medicine 

850  Veterans  Memorial  Highway 
Hauppauge 

December  5,  8:00  p.m.,  Wednesday 

Section  on  Urology 

UPDATE  1.125  IMPLANTATION  IN  PROSTATE  CANCER 
William  W.  Herr,  M.D. 

Memorial  Sloan-Kettering 
NO  FEE  CREDIT:  AMA  Cat.  1 

Reception  Dinner-6:00  p.m. 

For  further  information  contact  Suffolk  Academy  of  Medicine, 
850  Veterans  Memorial  Highway,  Hauppauge  11787.  Tel: 
516/265-6666. 


WESTCHESTER  COUNTY 


St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

December  14,  8:30  a.m. 

COMBINATION  OF  RADIATION  AND  SURGERY  IN  THE 
MANAGEMENT  OF  MALIGNANT  DISEASE 
Arthur  D.  Brimberg,  M.D. 

For  further  information  contact  St.  Joseph’s  Hospital,  127 
South  Broadway,  Yonkers.  Tel:  914/965-6700. 


BUFFALO 


Roswell  Park  Memorial  Institute  and  American 
Cancer  Society 

NYS  Division,  Inc.  and  Erie  County  Unit 
666  Elm  Street 
Buffalo 
December  6 

UPDATE  OF  UROLOGICAL  ONCOLOGY 

FEE:  $25.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Gayle  Bersani,  R.N.,  Cancer 

Control  Coordinator,  Roswell  Park  Memorial  Institute,  666 

Elm  Street,  Buffalo  14263. 


Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11042. 
Telephone  516-488-6100. 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  (Suburban)  Erie/Niagara  County  needs  a Anes- 
thesiologist. Contact  Samuel  L.  Lieberman,  M.D.,  1557  Colvin 
Blvd.,  Buffalo  14223.  Tel:  716/873-7979. 

DERMATOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Dermatologist,  Neurologist 
and  Pediatrician.  Contact  Mr.  Charles  D.  Flicks,  Director,  Phy- 
sicians’ Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  Jacob  Buchbinder,  Putnam  Community 
Hospital,  Carmel  10512.  Tel:  914/279-5711. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  an  Emergency  Room 
Physician.  Contact  J.  A.  Agvero,  M.D.,  Director  Emergency 
Services,  Brookhaven  Memorial  Hospital,  Patchogue  11772. 
Tel:  516/654-7236  or  593-7080,  Page  461. 

ENT 

GENEVA,  N.Y.,  Ontario  County  needs  a ENT  Physician.  Contact 
Erich  Hirsch,  M.D.,  35  Mason  Street,  Geneva  14456. 

ONEIDA,  N.Y.,  Madison  County  needs  a ENT  Physician  and  Family 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road, 
Oneida  13421.  Tel:  315/363-8905. 

FAMILY  PHYSICIAN 

ALBION,  N.Y.,  Orleans  County  needs  a Family  Physician  and  General 
Surgeon.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  14411.  Tel:  716/285-4789. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  ENT 
Physician,  Dermatologist  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician’s  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 

BEAVER  FALLS,  N.Y.,  Lewis  County  needs  a Family  Physician. 
Contact  Beaver  River  Health  Services  Council  Beaver  Falls, 
13305.  Tel:  315/346-1111. 

BOLIVAR,  Allegany  County  needs  a Family  Physician.  Contact 
Jen-Min  Wang,  M.D.,  252  N.  Main  Street,  Bolivar  14715.  Tel: 
716/928-1905. 

BUFFALO,  N.Y.,  Erie  County  needs  a Family  Physician.  Contact 
M L.  Musselman,  M.D.,  Director,  University  Health  Service,  State 
University  of  New  York  at  Buffalo,  216  Michael  Hall,  Buffalo 
14214.  Tel:  716/831-3316. 

CORNING,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P C.,  201  E.  First  Street,  Corning  14830. 

HOLCOMB,  N.Y.,  Ontario  Country  needs  a Family  Physician. 
Contact  Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469. 
Tel:  1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician, 
Internist,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NEWFANE,  N.Y.,  Niagara  County  needs  a Family  Physician.  Con- 
tact V.  J.  Singh,  M.D.,  2596  William  St.,  Newfane  14108.  Tel: 
716/778-9600. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 


I.  W.  Eagle,  M.D.,  41  West  125th  Street,  New  York  10027. 
NEW  YORK,  N.Y.,  needs  a part-time  Family  Physician.  Contact  F. 
P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office,  321  W. 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 
NIAGARA  FALLS,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Biagio  Mansueto,  M.D.,  Physician  Recruitment  Com- 
mittee, Medical  Society  County  of  Genesee,  P.O.  Box  488,  Ni- 
agara Falls  14302.  Tel:  716/285-5789. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Family  Physician,  Ortho- 
pedic Surgeon  and  Pediatrician.  Contact  J.  Sherwood  Durham, 
Oswego  Hospital,  110  West  Sixth  Street,  Oswego  13126. 
PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gny  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road,  Patchogue  1 1772.  Tel:  516/654-7095. 
POTSDAM,  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Street,  Norwood 
13668.  Tel:  315/353-9922. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a Family  Physician. 
Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 
SCOTTSVILLE,  N.Y.,  Monroe  County  needs  a Family  Physician. 
Contact  Dr.  Anne  Harrison,  822  Brown’s  Rd.,  Scottsville  14546. 
Tel:  716/889-4483. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Administrator,  The  Hospital,  Sidney  13838.  Tel: 
607/563-9934. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician,  In- 
ternist, Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 
TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

WARSAW,  N.Y.,  Wyoming  County  needs  a Family  Physician  and 
Pediatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 


GENERAL  SURGEON 

ALBION,  N.Y.,  Orleans  County  needs  a General  Surgeon  and  Family 
Physician.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  1441 1.  Tel:  716/285-4789. 

HANCOCK,  N.Y.,  Delaware  County  needs  a General  Surgeon  and 
Internist.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon. 
Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 


INTERNIST 

LITTLE  FALLS,  N.Y.,  Herkimer  Country  needs  an  Internist.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  04 
262. 


1984  New  York  State  Journal  of  Medicine/November  1979 

WGO-6 


HANCOCK,  N Y.,  Delaware  County  needs  an  Internist  and  General 
Surgeon  Contact  Osias  M.  Villaflor,  M.D , 5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

HUDSON,  N Y.,  Columbia  County  needs  an  Internist  Contact 
Stanley  Bardwell,  M.D,  848  Columbia  St.,  Hudson  12534 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  J.  P 
Bonin,  M D,  Gelder  Medical  Group,  44  Pearl  Street,  Sidney 
13838  Tel:  607/563-9961. 

SODUS,  N Y,  Wayne  County  needs  an  Internist  and  Obstetrician/ 
Gynecologist.  Contact  Chuck  Pattison,  Adm.,  Sodus  Health 
Center,  Box  A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Internist,  Family 
Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs  E.  Huggler,  R.N.,  Tel:  914/794-4545. 

WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue.  Woodside  11377.  Tel: 
212/278-0440. 


NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Pediatrician 
and  Dermatologist.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians'  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 


OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

NORWICH,  N.Y.,  Chenango  County  needs  a Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  697/334-2756. 

RICHMOND  HILL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gyecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  105th  St., 
Richmond  Hill  11418.  Tel:  212/849-8674. 

SODUS,  N.Y.,  Wayne  County  needs  an  Ob/Gyn  Physician  and  In- 
ternist. Contact  Chuck  Pattison,  Adm.,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Internist  and  Pediatrician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WEBSTER,  N.Y.,  Monroe  County  needs  and  Ob/Gyn  Physician. 
Contact  James  J.  Finnerty,  M.D.,  104  Paddock  St.,  Watertown 
13601.  Tel:  Office  315/782-6070.  Home  315/788-3644 

WEBSTER,  N.Y.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
Contact  Eastside  Medical  Group,  P C.,  193  W.  Main  Street, 
Webster,  14580. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

FULTON,  N.Y.,  Oswego  County  needs  an  Opthalmologist.  Contact 
Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S.  Fourth  St., 
Fulton  13069.  Tel:  315/592-2224. 

ORTHOPEDIC  SURGEON 

FULTON,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon. 
Contact  Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S. 
Fourth  Street,  Fulton  13069.  Tel:  315/592-2224. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

NEW  YORK,  N.Y.,  needs  an  Orthopedic  Surgeon,  part-time.  Con- 
tact F.  P.  Guidotti,  M.D.,  Health  Center  Family  Medical  Office, 
321  West  44th  Street,  New  York  10036.  Tel:  212/586- 

1550. 


OSWEGO,  N.Y.,  Oswego  County  needs  a Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

ROME,  N.Y.,  Oneida  County  needs  an  Orthopedic  Surgeon.  Contact 
Andrew  C.  Zaleski,  1507  W George  Street,  Rome  13440 
Tel:  315/337-2903  (Office)  315/336-6769  (Home) 

STONY  BROOK,  N Y.,  Suffolk  County  needs  an  Orthopedic  Spe- 
cialist Contact  James  W G Murray,  M.D.,  60  Hastings  Drive, 
Stony  Brook  11790.  Tel:  516/751-8520. 

PATHOLOGIST 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  a Pathologist. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Messena  13662.  Tel:  Call  collect  315/769-9991. 

PEDIATRICIAN 

AUBURN,  N Y , Cayuga  County  needs  a Pediatrician,  Neurologist 
and  Dermatologist.  Contact  Mr  Charles  D.  Hicks,  Director 
Physicians’  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

DANSVILLE.  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita  M Gungon,  M.D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296. 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223. 

OSWEGO,  NY.,  Oswego  County  needs  a Pediatrician,  Family 
Physician  and  Orthopedic  Surgeon.  Contact  J.  Sherwood 
Dunham,  Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Pediatrician  and  Psy- 
chiatrist. Contact  Dorothy  S.  Lane,  M.D.,  Dept,  of  Community 
Medicine.  Brookhaven  Memorial  Hospital,  101  Hospital  Rd., 
Patchogue  11772.  Tel:  516/654-7095. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  Ob/Gyn 
Physician,  Family  Physician  and  Internist.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  115  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PHYSICAL  MEDICINE  & REHABILITATION 

NEW  YORK,  N.Y.,  needs  a Physical  Medicine  & Rehabilitation 
physician.  Contact  S.  J.  Yue,  M.D.,  Director,  Rehabilitation 
Medical  Service,  St.  Luke's  Hospital  center,  114th  Street  & 
Amsterdam  Ave.,  New  York  10025. 

PLASTIC  SURGEON 

ALBANY,  N.Y.,  Albany  County  needs  a Plastic  Surgeon.  Contact 
Ray  A.  Elliott,  Jr.,  M.D.,  23  Hackett  Blvd.,  Albany  12208. 

PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph  D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Psychiatrist  and  Pedi- 
atrician. Contact  Dorothy  S.  Lane,  M.D.,  Dept,  of  Community 
Medicine,  Brookhaven  Memorial  Hospital,  101  Hospital  Rd., 
Patchogue  11772.  Tel:  516/654-7095. 

STATEN  ISLAND,  N.Y.,  Staten  Island  County  needs  a Psychiatrist. 
Contact  Dr.  Eng  Tan,  Director,  Dept,  of  Psychiatry,  Staten  Island 
Hospital,  Bldg.  2,  777  Seaview  Avenue,  Staten  Island  10305. 
Tel:  212/979-9884/5. 

RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J.  Arida,  M.D.,  Director,  Department  of  Radiology, 
Luthern  Medical  Center,  150  55th  Street,  Brooklyn.  Tel: 
212/630-7415. 

NEWBURGH,  N.Y.,  Orange  County  needs  a Radiologist.  Contact 
Gerald  J.  Jerry,  M.D.,  Director  Radiology,  St.  Luke’s  Hospital, 
Newburgh  12550. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 


November  1979/New  York  State  Journal  of  Medicine  1985 

WGO-7 


QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name _Date 


Address 


(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth  

Citizenship  Status  Marital  Status 

Medical  School Year  Graduated 

Internship 

Hospitals Dates 

Residency _ 

Hospita  Is Dates 

Specialty __________ __________________ 

Licensed  in  what  States? 

Applied  for  . 

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status_ 

Professional  Organization  Memberships 

Arc  you  In  practice  at  present? What  type  of  practice  are  you  interested  in? 

Solo Associate Indus  trial Group  Institutional 

Other 

Dite  you  will  be  available  for  practice Former  locations  in  which  you  have 

pra  ct iced  

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11042.  Tel.  516/  488-6100. 
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Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

The  effectiveness  of  Valium  (diazepam)  in  long-term  use  that  is. 
more  than  4 months,  has  not  been  assessed  by  systematic  clini- 
cal studies  The  physician  should  periodically  reassess  the 
usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Tablets  in  children  under  6 months  of  age. 
known  hypersensitivity,  acute  narrow  angle  glaucoma,  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy 

Warnings:  As  with  most  CNS-actmg  drugs,  caution  against 
hazardous  occupations  requiring  complete  mental  alertness 
(e  g . operating  machinery,  driving)  Withdrawal  symptoms  (simi- 
lar to  those  with  barbiturates,  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  muscle 
cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
(drug  addicts  or  alcoholics)  under  careful  surveillance  because 
of  predisposition  to  habituation  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congeni- 
tal malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  pregnancy 
when  instituting  therapy:  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

ORAL  Advise  patients  against  simultaneous  ingestion  of  alcohol 
and  other  CNS  depressants 

Not  of  value  m treatment  of  psychotic  patients;  should  not  be 
employed  in  lieu  of  appropriate  treatment  When  using  oral  form 
adjunctively  in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may  require  in- 
crease in  dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of  seizures 
injectable  To  reduce  the  possibility  of  venous  thrombosis, 
phlebitis,  local  irritation,  swelling  and.  rarely,  vascular  impair- 
ment when  used  I V inject  slowly,  taking  at  least  one  minute  for 
each  5 mg  (1  ml)  given  do  not  use  small  veins,  i.e..  dorsum  of 
hand  or  wnst.  use  extreme  care  to  avoid  intra-arterial  administra- 
tion or  extravasation  Do  not  mix  or  dilute  Valium  with  other  solu- 
tions or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible  to 
administer  Valium  directly  I V. . it  may  be  injected  slowly  through 
the  infusion  tubing  as  close  as  possible  to  the  vein  insertion 
Administer  with  extreme  care  to  elderly,  very  ill.  those  with  limited 
pulmonary  reserve  because  of  possibility  of  apnea  and/or  car- 
diac arrest;  concomitant  use  of  barbiturates  alcohol  or  other 
CNS  depressants  increases  depression  with  increased  risk  of 
apnea,  have  resuscitative  facilities  available  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least 
1/3,  administer  in  small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  de- 
pression of  vital  signs 

Has  precipitated  tome  status  epilepticus  in  patients  treated  for 
petit  mal  status  or  petit  mal  variant  status 
Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal/muscle  cramps,  vomiting,  sweating).  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of 
predisposition  to  habituation; dependence.  Not  recommended  for 
OB  use 

Efficacy  safety  not  established  in  neonates  (age  30  days  or  less); 
prolonged  CNS  depression  observed  In  children,  give  slowly  (up 
to  0.25  mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged 
somnolence;  can  be  repeated  after  15  to  30  minutes.  If  no  relief 
after  third  administration,  appropriate  adjunctive  therapy  is  rec- 
ommended. 

Precautions:  If  combined  with  other  psychotropics  or  anticon- 
vulsants, carefully  consider  individual  pharmacologic  effects — 
particularly  with  known  compounds  which  may  potentiate  action 
of  Valium  (diazepam),  i.e..  phenothiazmes.  narcotics,  barbi- 
turates. MAO  inhibitors  and  antidepressants.  Protective  measures 
indicated  in  highly  anxious  patients  with  accompanying  depres- 
sion who  may  have  suicidal  tendencies  Obsen/e  usual  precau- 
tions in  impaired  hepatic  function;  avoid  accumulation  in  patients 
with  compromised  kidney  function.  Limit  oral  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or 


oversedation  (initially  2 to  2'/2  mg  once  or  twice  daily,  increasing 
gradually  as  needed  or  tolerated) 

injectable  Although  promptly  controlled,  seizures  may  return, 
readmmister  if  necessary,  not  recommended  for  long-term  main- 
tenance therapy  Laryngospasm/increased  cough  reflex  are 
possible  during  peroral  endoscopic  procedures,  use  topical 
anesthetic,  have  necessary  countermeasures  available 
Hypotension  or  muscular  weakness  possible,  particularly  when 
used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were, 
drowsiness,  fatigue,  ataxia  Infrequently  encountered  were  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimu- 
lation have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  |aundice, 
periodic  blood  counts,  liver  function  tests  advisable  during  long- 
term therapy  Minor  changes  in  EEG  patterns,  usually  low-voltage 
fast  activity,  have  been  observed  in  patients  during  and  after 
Valium  (diazepam)  therapy  and  are  of  no  known  significance 
injectable  Venous  thrombosis/phlebitis  at  injection  site,  hypoac- 
tivity,  syncope,  bradycardia,  cardiovascular  collapse,  nystagmus, 
urticaria,  hiccups,  neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respira- 
tion, dyspnea,  hyperventilation,  laryngospasm/pain  in  throat  or 
chest  have  been  reported 

Management  of  Overdosage:  Manifestations  include  somno- 
lence confusion,  coma,  diminished  reflexes  Monitor  respiration, 
pulse,  blood  pressure;  employ  general  supportive  measures,  I V 
fluids,  adequate  airway.  Use  levarterenol  or  metarammol  for 
hypotension,  caffeine  and  sodium  benzoate  for  CNS-depressive 
effects  Dialysis  is  of  limited  value 

Supplied:  Tablets.  2 mg.  5 mg  and  10  mg.  bottles  of  100  and 
500;  Tel-E-Dose’  (unit  dose)  packages  of  100.  available  in  trays 
of  4 reverse-numbered  boxes  of  25.  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50,  available  singly  and  in 
trays  of  10  Ampuls,  2 ml,  boxes  of  10;  Vials.  10  ml.  boxes  of  1 
Tel-E-Ject*  (disposable  syringes),  2 ml,  boxes  of  10.  Each  ml 
contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol.  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid 
as  buffers,  and  15%  benzyl  alcohol  as  preservative 
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See  Brief  Summary  on  next  page  for  information  on 
contraindications,  warnings,  precautions  ond  adverse  reactions. 
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to  help  alleviate  the  anxiety  which  often  accom 
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served  side  effect.  Dry  mouth,  blurred  vision,  cor 
potion  and  urinary  retention  hove  been  reporte 

EXTENDED  RANGE 
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for  flexibility  in  individualizing  therapy. 


BRIEF  SUMMARY 

SINEQUAN’  (doxepin  HCI)  Capsules/Oral  Concentrate 

Contraindications.  Contraindicated  in  individuals  who  have  shown  hypersensitivity  to  the  drug, 
and  in  patients  with  glaucoma  or  a tendency  to  urinary  retention  These  disorders  should  be  ruled 
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concomitant  use  of  certain  drugs  with  MAO  inhibitors  Therefore,  MAO  inhibitors  should  be 
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Usage  with  Alcohol:  It  should  be  borne  in  mind  that  alcohol  ingestion  may  increase  the 
danger  inherent  in  any  intentional  or  unintentional  SINEQUAN  overdosage  This  is  especially 
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Adverse  Reactions.  NOTE  Some  of  the  adverse  reactions  noted  below  have  not  been 
specifically  reported  with  SINEQUAN  use  However,  due  to  the  close  pharmacological 
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SINEQUAN 

Anticholinergic  Ellecls  Dry  mouth,  blurred  vision,  constipation,  and  urinary  retention  have 
been  reported.  If  they  do  not  subside  with  continued  therapy,  or  become  severe,  it  may  be 
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Gastrointestinal  Nausea,  vomiting,  indigestion,  taste  disturbances,  diarrhea,  anorexia,  and 
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Endocrine  Raised  or  lowered  libido,  testicular  swelling,  gynecomastia  in  males,  enlargement 
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reported  with  tricyclic  administration. 
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In  more  severely  ill  patients  higher  doses  may  be  required  with  subsequent  gradual  in 
300  mg/day  if  necessary  Additional  therapeutic  effect  is  rarely  to  be  obtained  by  exc 
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B Management  and  Treatment 
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FRONT  COVER:  Edwin  Smith,  born  in  Connecticut 
in  1822,  was  one  of  the  earliest  students  of  Egyptology 
in  any  country.  For  almost  20  years  he  lived  in  Luxor, 
and  in  1862  he  purchased,  at  Thebes,  the  papyrus.  In 
all  probability,  the  papyrus  was  found  in  a tomb.  On 
his  death,  the  papyrus  was  still  unpublished  and  it  was 
presented  to  the  New  York  Historical  Society  in  1906. 
It  was  not  until  1920  that  Professor  James  Henry 
Breasted  was  persuaded  to  undertake  its  translation 
and  publication.  The  papyrus  was  finally  published 
in  1930  by  the  University  of  Chicago  Press.  Then  in 
1949,  the  papyrus  was  presented  to  the  New  York 
Academy  of  Medicine  as  a joint  gift  from  the  New  York 
Historical  Society  and  the  Academy  of  Medicine  of 
Brooklyn. 

While  this  copy  of  the  papyrus  dates  from  the  17th 
Century  B.C.,  the  original  author’s  first  manuscript 
was  produced  at  least  a thousand  years  earlier,  and  was 
written  some  time  in  the  Pyramid  Age  (3000-2500 
B.C.).  While  primarily  a surgical  treatise,  it  is  also  a 
record  of  the  knowledge  of  anatomy  and  physiology 
possessed  by  the  Egyptian  physician  nearly  5,000  years 
ago.  Here  we  find  the  word,  “brain,”  recorded  for  the 
first  time,  with  a description  of  the  convolutions  of  the 
brain  and  its  membrane.  The  heart  was  recognized  as 
the  center  of  a system  of  distributing  vessels,  which 
stressed  the  importance  of  the  pulse.  A great  variety 
of  fractures  and  dislocations,  wounds,  tumors,  ulcers, 
and  abscesses  are  described  and  their  treatment  out- 
lined. Surgical  stitching  is  mentioned  for  the  first 
time  in  surgical  literature. 

The  scribe  had  been  none  too  careful  in  copying,  and 
he  made  many  errors.  He  found  his  work  somewhat 
trying,  as  it  contained  unfamiliar  terms  and  unaccus- 
tomed signs  like  the  human  mandible.  In  two  places 
he  inserted  on  the  margin  omissions  and  indicated 
their  proper  position  in  the  text  by  a cross,  the  earliest 
known  asterisk  in  the  history  of  books.  The  scribe 
shifted  from  black  ink  to  red  for  contrast  between 
cases.  Egyptian  writing  was  originally  purely  picto- 
graphic,  each  picture  signifying  the  thing  it  depicted  or 
suggested.  These  pictures,  which  we  call  hieroglyph- 
ics, were  never  relinquished  by  the  Egyptians.  The  ef- 
fort to  make  them  rapidly  with  pen  and  ink  on  papyrus 
paper  for  the  daily  business  and  government  affairs  re- 
sulted in  a more  rapid,  cursive  form  of  the  signs,  a hand 
which  we  call  hieratic.  It  should  be  noted  that  the  hi- 
eroglyphic version  is  written  from  right  to  left.  The 
Edwin  Smith  Papyrus  unrolled  has  a length  of  15  feet, 
3%  inches. 

We  acknowledge  with  thanks  the  assistance  of  Mrs. 
Alice  I).  Weaver,  Head,  Rare  Book  Room,  New  York 
Academy  of  Medicine,  in  obtaining  the  historical  data 
on  the  Smith  Papyrus  and  also  for  the  many  previous 
aids  in  tracing  historical  origins  for  the  Journal. 
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1830:  A decoction  of  columbo  root 
and  peppermint  3 or  4 times  a day 
should  be  taken  for  the  sickness  to 


which  pregnant  females  are  com- 
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Abstracts 


Ellenberg,  M.:  Chronic  complications  of  diabetes  mel- 
litus,  New  York  State  J.  Med.  79:  2005  (Dec.)  1979. 

The  discovery  of  insulin  led  to  the  optimistic  belief  that 
the  problem  of  diabetes  was  solved.  Unfortunately,  this 
has  not  materialized.  On  the  contrary,  with  the  prolon- 
gation of  life  resulting  from  the  use  of  insulin,  there  has 
been  an  increasing  risk  from  the  chronic  complications. 
Indeed,  these  complications  have  now  become  the  chief 
clinical  problems  and  challenge  in  the  treatment  of  dia- 
betes. These  complications  encompass  a remarkably 
broad  spectrum  of  clinical  manifestations  affecting  virtu- 
ally every  organ  system  in  the  body  so  that  it  is  appropriate 
to  paraphrase  Osier’s  famous  statement  and  state  “know 
diabetes  and  know  medicine.”  The  chronic  complications 
can  be  divided  into  three  major  categories:  (1)  macroan- 
giopathy; (2)  microangiopathy;  and  (3)  neuropathy.  The 
significant  characteristics  and  clinical  aspects  are  de- 
tailed. 

Ayromlooi,  J.,  Rathauser,  R.,  Rosenthal,  A.  F.,  and 
Klass,  C.  S.:  Amniotic  fluid  lecithin  and  phosphatidyl- 
glycerol;  value  in  predicting  development  of  neonatal  res- 
piratory distress  syndrome  in  pregnant  diabetic  patients: 
pilot  study,  New  York  State  J.  Med.  79:  2015  (Dec.) 
1979. 

There  were  no  instances  of  RDS  (respiratory  distress 
syndrome)  or  poor  Apgar  scores  in  ten  infants  born  to  di- 
abetic mothers  following  report  of  AF  (amniotic  fluid) 
lecithin  concentration  greater  than  5 mg.  per  100  ml.  and 
the  presence  of  PG  (phosphatiaylglycerol)  in  the  amniotic 
fluid.  It  is  therefore  suggested  that  when  AF  lecithin  is 
more  than  5 mg.  per  100  ml.  and  PG  is  present,  the  chance 
of  the  development  of  RDS  in  the  newborn  infant  is  ex- 
tremely small. 

Fahey,  D.  J.:  Tonsillectomy,  adenoidectomy,  and  otitis; 
the  real  world,  New  York  State  J.  Med.  79:  2019  (Dec.) 
1979. 

Tonsils  and  adenoids  are  still  a common  cause  of  both 
acute  and  chronic  infection  of  the  respiratory  tract. 


However,  all  aspects  of  respiratory  infections  are  not  clearly 
understood.  Allergy,  immunology,  and  virology  contribute 
to  upper  respiratory  problems.  The  incidence  of  tonsil  and 
adenoid  surgery  has  declined  but  still  continues  to  play  a 
prominent  role  in  solving  recurrent  and  chronic  problems 
of  the  ear  as  well  as  of  the  nose  and  throat. 

Knox,  W.  G.:  Aortic  graft  enteric  fistula;  plea  for  early 
diagnosis  and  surgical  intervention,  New  York  State  J. 
Med.  79:  2024  (Dec.)  1979. 

Enteric  fistulas  following  aortic  prosthetic  grafts  are 
lethal  complications  of  vascular  reconstructions.  A review 
of  a 15-year  experience  with  these  entities  has  emphasized 
the  need  for  urgent  surgical  intervention  in  all  patients  with 
aortic  grafts  who  present  gastrointestinal  bleeding.  A 
strong  suspicion  of  graft-bowel  fistula  must  also  be  enter- 
tained in  all  grafted  patients  presenting  diarrhea,  weight 
loss,  fever,  septicemia,  and  back  pain.  Endoscopic  ex- 
amination is  the  most  expeditious  and  least  time-con- 
suming diagnostic  modality  in  differentiating  this  source 
of  hemorrhage  from  other  causes  of  gastroduodenal 
bleeding.  Efforts  at  documenting  these  lesions  by  barium 
studies  or  angiography  have  often  proved  futile  and  in  our 
experience,  often  delayed  surgical  intervention  where  time 
was  of  the  essence. 

Isiadinso,  O.  O.  A.:  Decubitis  ulcers  in  geriatric  patients; 
present  status,  New  York  State  J.  Med.  79:  2027  (Dec.) 
1979. 

Decubitus  ulcers,  or  pressure  or  bed  sores,  are  common 
findings  among  residents  of  geriatric  facilities,  and  are 
notoriously  hard  to  treat.  They  are  frequently  slow  in 
healing  and  occasionally  may  produce  systemic  symptoms. 
When  deep-seated  ulcers  are  not  promptly  and  aggressively 
treated,  they  may  produce  extensive  tissue  necrosis,  abscess 
formation,  osteomyelitis,  and,  sometimes,  septicemia.  The 
exact  mechanism  of  the  development  of  decubitus  ulcers 
is  not  fully  understood.  It  is  generally  felt,  however,  that 
early  and  vigorous  treatment  can  hasten  healing,  and  can 
prevent  some  of  the  more  distressing  complications  of  this 
illness. 


Letters  to  the  Editor 


International  year  of  child; 
challenge  to  physicians 

To  the  Editor:  The  20th  century  has  been  the  most  radi- 
ant in  the  history  of  medicine.  It  reflects  positive  con- 
quests of  science,  active  areas  of  biomedical  research,  and 
expanding  spectacular  surgery. 


Advantages  to  children  have  accrued  from  progress  in 
prevention,  genetics,  nutrition,  welfare,  hormones,  and 
vitamins;  increasing  number  of  subspecialties;  diabetes 
control;  transfusion  safety;  effective  drugs  to  combat  in- 
fection and  malignancy;  and  new  diagnostic  procedures  and 

continued  on  page  2032 
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Month  in  Washington 


The  Carter  White  House  by  the  month’s  end  had  still  not 
risked  its  hospital  cost  containment  measure  to  the  vagaries 
of  a yea  or  nay  vote  on  the  full  House  floor.  For  the  Pres- 
ident the  victory  or  defeat  of  the  bill  could  determine 
whether  he  will  be  able  to  capture  the  democratic  presi- 
dential nomination  over  Senator  Edward  Kennedy  (I)., 
MA.) 

The  pressures  on  both  sides  are  immense.  Not  in  years 
has  the  House  been  so  buffeted  by  a health  issue.  The 
almost  daily  “counting  of  noses”  indicates  that  the  margin 
between  victory  and  defeat  could  be  as  narrow  as  a single 
vote. 

And  all  stops  have  been  pulled.  After  a White  House 
pep  talk  by  Rosalyn  Carter,  senior  citizen  and  labor  groups 
swarmed  the  halls  of  the  House.  Senator  Kennedy  told 
them  that  the  Congress  must  enact  controls  on  hospital 
spending  lest  the  elderly  be  faced  with  deciding  between 
"heating  their  homes  or  paying  their  hospital  bills.” 

Opponents  of  the  containment  measure  argue  that  a yea 
vote  would  mean  the  installation  of  rigid  and  penurious 
Federal  expenditure  controls  that  might  well  affect  the 
quality  of  American  health  care  for  generations  to  come. 

Alfred  Kahn,  the  President’s  chief  inflation  fighter,  told 
the  House  members  that  they  will  be  casting  a vote  “for  or 
against  inflation.”  Kahn,  who  has  Firmly  opposed  controls 
for  any  other  segment  of  the  economy,  said  in  his  letter 
"this  is  not  like  any  other  industry,  the  reasonableness  of 
whose  charges  and  services  can  be  left  safely  to  the  com- 
petitive marketplace;  the  effective  checks  present  else- 
where in  the  free  enterprise  system  are  simply  not  present 
here.” 

And  the  anticontrol  forces  also  have  been  hard  at  work. 
The  Chamber  of  Commerce  of  the  United  States  urged  the 
House  to  defeat  the  bill.  Congress  should  encourage  vol- 
untary efforts,  which  have  proved  successful,  "instead  of 
undermining  them  by  imposing  price  controls  on  our  es- 
sentially private  health  care  system,"  said  the  Chamber. 

The  Chamber  letter  stated  that  in  addition  to  being 
fundamentally  flawed,  the  bill  “suffers  from  several  in- 
consistencies.” These  were  listed: 

— “it  exempts  Federal  hospitals  from  controls;  yet,  these 
public  facilities  are  showing  cost  increases  greater  than 
those  of  private  institutions. 

— “it  exempts  from  controls  the  salaries  of  nonsupervi- 
sory  personnel;  however,  such  wages  account  for  as 
much  as  two  thirds  of  a hospital’s  budget. 

— “it  ignores  the  fact  that  regulation  itself  contributes 
significantly  to  rising  costs.  For  example,  hospitals 
in  New  York  State  spend  over  $1  billion  annually 
complying  with  government  regulations,  adding  $40 
to  every  patient’s  bill.” 

Congressional  opponents  of  the  bill  have  mustered  a 
counter  assault.  In  a “Dear  Democratic  Colleague”  letter 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 

continued  on  page  2124 
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sitions in  the  text  indicated.  An  alphabetized  bib- 
liography is  used  only  when  the  listing  is  of  books 
suggested  merely  for  supplementary  reading.  All 
references  must  be  checked  to  assure  complete  ac- 
curacy (an  inaccurate  reference  is  useless  to  the 
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thors) and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and  date. 
Complete  dates  (month,  day,  as  well  as  year)  are  to 
be  included  with  all  references  that  have  appeared 
within  the  last  three  years.  Include  with  book  ref- 
erences name  of  author(s)  and/or  editor(s)  with  ini- 
tials, title  of  book,  edition,  location,  publisher,  year, 
volume  if  given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter,  if 
this  is  not  the  same  as  the  author  of  the  book,  and  the 
title  of  the  chapter,  if  any. 
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vices of  professional  illustrators  and  photographers 
when  possible.  Drawings  and  charts  should  always 
be  done  in  black  ink  on  white  paper.  Clear,  glossy 
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and  such  illustrations  numbered  consecutively  and 
their  positions  indicated  in  text.  Original  magnifi- 
cations should  be  noted.  Please  do  not  deface  il- 
lustrations by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They  may 
be  pasted  carefully  on  cardboard.  The  figure  num- 
ber, indication  of  the  top,  and  the  author’s  name  are 
to  be  attached  to  the  back  of  each  illustration. 
Legends  for  illustrations  should  be  typewritten  in  a 
single  list,  with  numbers  corresponding  to  those  on 
photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  should  carry 
with  them  written  permission  for  publication. 
Special  arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 
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copy,  are  made  by  authors  on  the  galleys  sent  them 
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tached to  the  galleys  returned  to  authors  for  correc- 
tion and  approval. 


December  1979/New  York  State  Journal  of  Medicine  1999 


Chase  offers  you 
the  credit  you  deserve. 
And  more. 


You  didn’t  get  to  where  you  are  by  taking 
the  easy  route.  Neither  did  we. 

That’s  why  we’d  like  to  do  business  with 
you.  We’ve  analyzed  the  personal  and  profes- 
sional needs  of  health  care  professionals.  And 
we’ve  developed  an  aggressive  program 
specifically  addressing  those  needs. 

It  ranges  from  extended  credit  lines  and 
customized  loans  to  office  management 
seminars  and  a telephone  advisory 
service.  Not  everyone  offers 
money  management  assistance 
like  this.  But  then  again,  we’re 
not  like  everyone.  And  neither 
are  you. 

For  more  information,  call 
one  of  Chase’s  Health  Care  Professional 
Advisors  collect,  212-223-3367. 


Ybu  have  the  Chase  behind  you  l==  || 

CHASE 


(c)  1979  Chase  Manhattan  Hank.  N.A 


Member  F.D.I.C. 


2000 


Editorials 


Doctor,  how’s  your  patient’s  care? 

Have  you  been  a patient  lately,  or  has  a member 
of  your  family  been  admitted  for  hospital  care? 
Sometimes,  having  the  shoe  on  the  other  foot  drives 
home  dramatically  real  lessons  in  quality  care  for 
all. 

My  daughter  was  recently  a surgical  patient  in  a 
good-sized,  voluntary,  teaching  hospital  in  a mid- 
dle-sized community.  1 paced  the  floor  as  a con- 
cerned father  waiting  for  her  return  from  the  inten- 
sive care  unit.  In  my  mind  at  least,  all  the  possible 
complications  were  explored.  Every  telephone  ring 
was  potential  disaster  and  each  nurse  walking  toward 
me  was  the  bearer  of  the  worst  possible  news.  (By 
the  way,  how  do  you  tell  nurses  anymore — what 
happened  to  those  distinctive  caps?) 

One  day,  the  patient  sharing  my  daughter’s  room, 
suddenly  started  vomiting  and  needed  help.  She 
rang  for  help.  No  answer!  My  daughter  also  rang 
for  help.  No  answer!  In  desperation  my  daughter 
got  out  of  bed,  gathered  her  own  IVs  and  the  stand 
and  struggled  to  the  nursing  desk  to  inform  someone 
in  charge  of  the  events  and  to  plead  for  help  for  this 
patient.  “We'll  be  there  as  soon  as  we  can— there  are 
only  three  of  us  to  look  after  50  surgical  patients.” 
The  patient  wanted  her  own  physician  called  but  the 
response  was  that  “we  are  a teaching  hospital  and  can 
only  call  the  resident.”  He  finally  responded  and  a 
pill  (!)  was  given  to  the  retching  patient.  This  was 
repeated  in  two  hours;  the  patient  promptly  regur- 
gitated each  time.  My  daughter  was  told  that  the 
laws  of  the  State  did  not  permit  the  hospital  to  have 


more  than  three  nurses  for  the  floor.  Unbelievable! 
The  probable  answer  is  that  the  reimbursement  rate 
precludes  hiring  more  staff.  There  is  more;  but 
anyone  associated  with  hospitals  these  days  knows 
that  these  incidents  happen!  This  is  not  an  indict- 
ment of  all  hospitals,  all  nurses,  or  all  physicians. 
But,  one  can’t  avoid  asking  if  this  is  not  a sign  of  the 
times?  Do  we  really  care?  Is  it  too  much  trouble  to 
bother? 

1 make  the  point  that  anything  that  happens  to  a 
patient  in  the  hospital  should  be  the  physician’s  re- 
sponsibility. We  must  check  on  nursing  care;  we 
must  make  sure  that  our  orders  are  followed;  we  must 
not  relinquish  our  duty  to  the  patient  even  if  the  in- 
stitution is  a teaching  hospital.  To  insert  any- 
one— intern,  resident,  or  nurse — between  patient  and 
physician  is  wrong.  The  delegation  of  full  respon- 
sibility to  the  house  staff  is,  in  my  mind,  not  only 
improper  but  raises  ethical  considerations.  The 
physician  must  know  all  that  is  going  on  with  the 
patient.  I’m  sure  there  are  physicians  who  welcome 
this  easing  of  their  burden,  but  I’m  not  one  of  them. 
As  part  of  our  rounds,  let  us  ask  the  patients  about 
their  care — was  the  bell  answered  and  how  long  did 
it  take?  Did  you  get  your  bath?  How  is  the  food? 
As  long  as  you  are  the  physician,  you  should  know 
about  everything  that  happens  to  your  patient! 

Incidentally,  check  your  patient’s  hospital  bill. 
You’ll  learn  a lot! 

E.S..M.D. 


Awards  given  at  the  annual  convening  of  the  House  of  Delegates 


Several  awards  were  presented  at  the  annual 
convening  of  the  House  of  Delegates  on  September 
16,  1979,  at  the  Sheraton  Centre  Hotel  in  the  third 
floor  Georgian  Ballroom. 

We  are  presenting  first  the  acceptance  remarks 
prepared  by  Paul  E.  Lacy,  M.D.,  recipient  of  the  1979 
Albion  0.  Bernstein  M.D.  Award. 

It  is  a great  honor  and  privilege  to  receive  the  1979  Al- 
bion 0.  Bernstein,  M.D.  Award.  I accept  this  award  on 
behalf  of  myself  and  my  colleagues,  Dr.  Joseph  Davie  and 
Mr.  Edward  Finke. 

As  you  know,  the  major  problems  facing  diabetics  today 
are  the  complications  of  the  disease,  diabetic  retinopathy, 
renal  failure,  arteriosclerosis,  and  neuropathy.  These 
complications  appear  to  be  due  to  the  inability  to  maintain 
normoglycemia  in  the  patient  by  our  current  methods  of 


therapy.  One  approach  to  maintain  normoglycemia  would 
be  to  transplant  normal  islet  cells  into  the  diabetic. 

Several  years  ago  we  developed  a method  for  isolating 
islets,  also  demonstrated  that  isolated  rat  islets  could  be 
successfully  transplanted  as  isografts,  and  showed  that  the 
transplants  reversed  early  diabetic  complications  in  the 
rat. 

The  major  deterrent  to  the  application  of  islet  trans- 
plantation to  human  diabetics  was  the  marked  suscepti- 
bility of  the  islets  to  immune  rejection.  Thus,  human  islet 
transplants  have  only  been  attempted  in  patients  receiving 
a kidney  transplant  and  as  autotransplants  following  total 
pancreatectomy. 

Approximately  four  years  ago,  we  decided  to  determine 
whether  rejection  of  the  islets  could  be  prevented  by  pre- 
treating the  donor  islets  prior  to  transplantation.  The 
pretreatment  regimens  were  directed  toward  altering  or 
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FIGURE  1 . George  T.  C.  Way,  M.D.,  presenting  the  Laurance 
D.  Redway  Medal  and  Award  to  Tin  Han,  M.D. 


removing  passenger  leukocytes  in  the  islets,  since  it  had 
been  suggested  that  these  passenger  cells  were  needed  to 
induce  immune  rejection. 

We  found  that  islet  allograft  survival  can  be  prolonged 
markedly  by  simply  culturing  rat  islets  at  room  tempera- 
ture for  one  week,  and  then  giving  one  injection  of  anti- 
lymphocyte serum  at  the  time  of  transplantation.  Without 
any  further  treatment,  the  islet  allografts  survive  and  in 
recent  studies  the  animals  have  remained  normoglycemic 
for  more  than  100  days  with  a 90  percent  success  rate. 

The  problems  that  remain  to  be  resolved  before  human 
islet  transplantation  can  become  a successful  reality  are: 
( 1 ) determining  the  optimum  and  safest  site  for  islet  im- 
plantation; (2)  identification  of  the  specific  passenger  cell 
required  for  initiation  of  immune  rejection;  and  (3)  deter- 
mining whether  this  simple  pretreatment  regimen  will 
permit  the  successful  transplantation  of  islets  between 
species  of  animals.  If  these  problems  can  be  solved,  it 
would  be  feasible  for  islets  from  animal  sources  to  be  rou- 
tinely utilized  for  human  transplants. 

We  are  grateful  to  all  of  you  for  the  recognition  you  have 
bestowed  on  these  investigations,  and  we  hope  that  these 
findings  may  not  only  be  applicable  to  islet  transplantation 
in  diabetics  but  also  to  the  transplanation  of  other  organs 
in  Man. 

The  Laurance  D.  Redway  Medal  and  Award  was 
given  to  two  authors:  Tin  Han,  M.D.,  and  -Jun  Mi- 
nowada,  M.D.,  for  the  article  entitled  “Impairment 
of  Cell-Mediated  Immunity  in  Untreated  Hodgkin’s 
Disease;  Evaluation  by  skin  test,  lymphocyte  stim- 
ulation tests,  and  T and  H lymphocyte  counts,”  which 
appeared  in  the  February,  1978,  issue  of  the  New 
York  State  Journal  of  Medicine  (Fig.  1). 

The  William  Hammond  Award  for  Distinguished 
Service  to  the  New  York  State  Journal  of  Medi- 
cine was  presented  to  Melvin  D.  Yahr,  M.D.,  who  has 
served  the  Journal  with  exceptional  skill  for  14  years 
as  a member  of  the  Associate  Editorial  Board  (Fig. 
2). 

The  Albert  H.  Douglas,  M.D.,  Memorial  Teaching 
Award  was  presented  to  Lucy  Squire,  M.D.,  who  is 
professor  of  radiology  at  the  Downstate  Medical 


FIGURE  2.  Melvin  D.  Yahr,  M.D.,  accepting  the  William 
Hammond  Award  for  Distingushed  Service. 


FIGURE  3.  Lucy  Squire,  M.D..  George  T.  C.  Way,  M.D.,  and 
Mrs.  Albert  Douglas,  following  the  presentation  of  the  Albert 
H.  Douglas,  M.D.,  Memorial  Teaching  Award. 


Center  College  of  Medicine  (Fig.  3).  Selected  by  the 
students  as  a stimulating  teacher,  Dr.  Squire  has 
devised  a curriculum  and  methodology  in  teaching 
radiology  which  has  been  copied  by  many  other 
schools  in  the  country.  She  has  been  devoted  to  her 
students  and  tireless  in  her  efforts  on  their  behalf.  In 
the  words  of  the  award  itself,  it  is  being  presented  to 
her  for  “outstanding  efforts  and  singular  achieve- 
ments as  a clinical  teacher  interested  in  promoting 
and  improving  medical  education  of  physicians.” 
This  award  was  established  in  1978  to  recognize 
distinction  in  teaching  to  parallel  the  honors  that 
medical  organizations  have  always  bestowed  on  those 
who  have  done  outstanding  research. 

A.A.A. 


2002  New  York  Slate  Journal  of  Medicine/December  1979 


In  therapy  of  skin  and  skin  structure  infections 

due  to  susceptible  strains  of  staphylococci  and/or  streptococci 


THE  FIRST 

ORAL  CEPHALOSPORIN 
THAT  WORKS  NIGHT  AND  DAY 
ON  A SINGLE  DOSE 


■im 

DURICEF 


(CEFADROXIL  MONOHYDRATE] 


References: 

1 Data  on  file.  Mead  Johnson  Pharmaceutical  Division 

2 Gatley  MS  To  be  taken  as  directed  J Roy  Coll  Gen  Prod  16  39  1968 

DESCRIPTION:  DURICEF®  (cefadroxil  monohydrate)  is  a semisynthetic  ceph- 
alosporin antibiotic  intended  for  oral  administration.  It  is  a white  to  yellowish- 
white  crystal  line  powder  It  is  soluble  in  water  and  it  is  acid-stable.  It  is  chemically 
designated  as  7-[[D-2-amino-2-(4-hydroxyphenyl)acetyl]amino]-3-methyl-8- 
oxo-5-thia-l-azabicyclo  [4.2  0]oct-2-ene-2-carboxylic  acid  monohydrate.  It  has 
the  following  structural  formula: 


Clinical  Pharmacology-DURICEF  (cefadroxil  monohydrate)  is  rapidly  absorbed 
after  oral  administration.  Following  single  dose*of  500  and  1000  mg.,  average 
peak  serum  concentrations  were  approximately  16  and  28  meg. /ml.,  respec- 
tively Measurable  levels  were  present  12  hours  after  administration.  Over  90 
percent  of  the  drug  is  excreted  unchanged  in  the  urine  within  eight  hours.  Peak 
urine  concentrations  are  approximately  1800  meg. /ml.  duripg  the  period  fol- 
lowing a single  500  mg.  oral  dose.  Increases  in  dosage  generally  produce  a 
proportionate  increase  in  DURICEF  urinary  concentration.  The  urine  antibiotic 
concentration,  following  a 1 gm.  dose,  was  maintained  well  above  the  MIC  of 
susceptible  urinary  pathogens  for  20  to  22  hours 

MICROBIOLOGY:  In  vitro  tests  demonstrate  that  the  cephalosporins  are  bac- 
tericidal because  of  their  inhibition  of  cell-wall  synthesis.  DURICEF  is  active 
against  the  following  organisms  in  vitro: 

Beta-hemolytic  streptococci 

Staphylococci,  including  coagulase-positive,  coagulase-negative,  and 

penicillinase-producing  strains 

Streptococcus  (Diplococcus)  pneumoniae 

Escherichia  coli 

Proteus  mirabilis 

Klebsiella  species 

Note-Most  strains  of  Enterococci  (Streptococcus  faecalis  and  S.  faecium)  are 
resistant  to  DURICEF  It  is  not  active  against  most  strains  of  enterobacter  species, 
P morgana,  and  P vulgaris.  It  has  no  activity  against  Pseudomonas  or  Herella 
species. 

Disc  Susceptibility  Tests-Quantitative  methods  that  require  measurement  of  zone 
diameters  give  the  most  precise  estimates  of  antibiotic  susceptibility  One  rec- 
ommended procedure  (CFR  Section  460.1)  uses  cephalosporin  class  disc  for 
testing  susceptibility;  interpretations  correlate  zone  diameters  of  the  disc  test 
with  MIC  values  for  DURICEF.  With  this  procedure,  a report  from  the  laboratory 
of  “resistant"  indicates  that  the  infecting  organism  is  not  likely  to  respond  to 
therapy.  A report  of  "intermediate  susceptibility”  suggests  that  the  organism  would 
be  susceptible  if  the  infection  is  confined  to  the  urinary  tract,  as  DURICEF  produces 
high  antibiotic  levels  in  the  urine 

INDICATIONS:  DURICEF  (cefadroxil  monohydrate)  is  indicated  for  the  treatment 
of  the  following  infections  when  caused  by  susceptible  strains  of  the  designated 
microorganisms: 

Urinary  tract  infections  caused  by  E coll,  P mirabilis,  and  Klebsiella 
species 

Skin  and  skin  structure  infections  caused  by  staphylococci  and/or 
streptococci 

Note-Culture  and  susceptibility  tests  should  be  initiated  prior  toand  during  therapy 
Renal  function  studies  should  be  performed  when  indicated 
CONTRAINDICATION:  DURICEF  (cefadroxil  monohydrate)  is  contraindicated  in 
patients  with  known  allergy  to  the  cephalosporin  group  of  antibiotics. 

WARNING:  IN  PENICILLIN-ALLERGIC  PATIENTS,  CEPHALOSPORIN  ANTI- 
BIOTICS SHOULD  BE  USED  WITH  GREAT  CAUTION  THERE  IS  CLINICAL  AND 
LABORATORY  EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE  PEN- 
ICILLINS AND  THE  CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  OF 
PATIENTS  WHO  HAVE  HAD  REACTIONS  TO  BOTH  DRUGS  (INCLUDING  FATAL 
ANAPHYLAXIS  AFTER  PARENTERAL  USE.) 

Any  patient  who  has  demonstrated  a history  of  some  form  of  allergy,  particularly 
to  drug:,  should  receive  antibiotics  cautiously  and  then  only  when  absolutely 
necessary  No  exception  should  be  made  with  regard  to  DURICEF  (cefadroxil 

monohydrate). 


PRECAUTIONS:  Patients  should  be  followed  carefully  so  that  any  side-effects 
or  unusual  manifestations  of  drug  idiosyncrasy  may  be  detected.  If  a hypersen- 
sitivity reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents  (e  g , epinephrine  or  other  pressor  amines,  antihistamines, 
or  corticosteroids). 

DURICEF  (cefadroxil  monohydrate)  should  be  used  with  caution  in  the  presence 
of  markedly  impaired  renal  function  (creatinine  clearance  rate  of  less  than  50 
ml/min/1.73M2).  (See  Dosage  and  Administration.)  In  patients  with  known  or 
suspected  renal  impairment,  careful  clinical  observation  and  appropriate  lab- 
oratory studies  should  be  made  prior  to  and  during  therapy 
Prolonged  use  of  DURICEF  may  result  in  the  overgrowth  of  nonsusceptible 
organisms.  Careful  observation  of  the  patient  is  essential  If  super! nfection  occurs 
during  therapy,  appropriate  measures  should  be  taken 
Positive  direct  Coombs  tests  have  been  reported  during  treatment  with  the 
cephalosporin  antibiotics.  In  hematologic  studies  or  in  transfusion  cross-match- 
ing procedures  when  antiglobulin  tests  are  performed  on  the  minor  side  or  in 
Coombs  testing  of  newborns  whose  mothers  have  received  cephalosporin  anti- 
biotics before  parturition,  it  should  be  recognized  that  a positive  Coombs  test 
may  be  due  to  the  drug 

USAGE  IN  PREGNANCY:  Although  no  teratogenic  or  anti-fertility  effects  were 
seen  in  reproductive  studies  in  mice  and  rats  receiving  dosages  greater  than  the 
normal  human  dose,  the  safety  of  this  drug  for  use  in  human  pregnancy  has  not 
been  established.  The  benefits  of  the  drug  in  pregnant  women  should  be  weighed 
against  a possible  risk  to  the  fetus 

ADVERSE  REACTIONS:  Gastrointestinal-The  most  frequent  side-effect  has  been 
nausea  It  was  infrequently  severe  enough  to  warrant  cessation  of  therapy.  Admin- 
istration with  food  decreases  nausea  and  does  not  decrease  absorption.  Diarrhea 
and  dysuria  have  also  occurred 

Hypersensitivity-Allergies  (in  the  form  of  rash,  urticaria,  and  angioedema)  have 
been  observed.  These  reactions  usually  subsided  upon  discontinuation  of  the 
drug 

Other  reactions  have  included  genital  pruritus,  genital  moniliasis,  vaginitis,  and 
moderate  transient  neutropenia 


DOSAGE  AND  ADMINISTRATION:  DURICEF  (cefadroxil  monohydrate)  is  acid 
stable  and  may  be  administered  orally  without  regard  to  meals.  Administration 
with  food  may  be  helpful  in  diminishing  potential  gastrointestinal  complaints 
occasionally  associated  with  oral  cephalosporin  therapy 
Adults-For  urinary  tract  infections  the  usual  adult  dosage  is  one  gm.  (two  500 
mg  capsules)  two  times  per  day.  For  skin  and  skin  structure  infections  the  usual 
dose  is  500  mg  two  times  per  day  or  1 gm.  once  a day. 


In  patients  with  renal  impairment,  the  dosage  of  cefadroxil  should  be  adjusted 
according  to  creatinine  clearance  rates  to  prevent  drug  accumulation.  The  fol 
lowing  schedule  is  suggested  In  adults,  the  initial  dose  is  1 gm  of  DURICEF 
(cefadroxil  monohydrate)  and  the  maintenance  dose  (based  on  the  creatinine 
clearance  rate  [ml/min/1.73M2])  is  500  mg.  at  the  time  intervals  listed  below 


Creatinine  Clearances 

0-10  ml/min 
10-25  ml/min 
25-50  ml/min 


Dosage  Interval 

36  hours 
24  hours 
12  hours 


Patients  with  creatinine  clearance  rates  over  50  ml/min  may  be  treated  as  if  they 
were  patients  having  normal  renal  function 

Children-Dosage  and  safety  have  not  yet  been  established  in  children. 
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Prior  to  the  discovery  of  insulin  in  1921,  diabetes 
was  considered  to  be  primarily  a disease  of  disordered 
carbohydrate  metabolism.  This  attitude  was  thor- 
oughly justified  by  the  fact  that  the  chief  cause  of 
death  then  was  diabetic  coma.  In  addition,  infec- 
tions were  remarkably  common,  and  tuberculosis  was 
rampant.  Any  child  who  developed  diabetes  prior 
to  the  discovery  of  insulin  never  lived  to  become  an 
adult.  Fertility  in  the  diabetic  female  was  uncom- 
mon; if  pregnancy  did  occur,  the  chances  were  50 
percent  that  the  mother  would  die  during  the  course 
of  pregnancy,  and  the  fetal  mortaility  rate  was  close 
to  100  percent. 

This  dismal  picture  changed  dramatically  with  the 
discovery  of  insulin  by  Banting  and  Best  in  1921,  one 
of  the  outstanding  therapeutic  achievements  of  our 
century.  Since  then,  death  from  diabetic  coma  has 
become  uncommon.  Infections  including  tubercu- 
losis have  been  sharply  reduced.  Pregnancy  is  now 
so  commonplace  that  all  large  hospitals  find  it  nec- 
essary to  maintain  a diabetic  clinic.  The  life  span 
has  been  prolonged  significantly,  and  most  diabetics 
now  lead  a relatively  normal  existence  and  are  con- 
tributing members  of  their  community. 

At  this  juncture  is  appeared  that  all  difficulties 
associated  with  diabetes  were  solved.  Nothing  could 
be  further  from  the  truth.  With  the  ability  to  control 
the  metabolic  aberrations  of  diabetes,  other  aspects 
of  the  disease,  namely,  the  complications,  have  come 
into  sharper  focus  and  have  become  more  frequent 
with  the  prolongation  of  the  life  of  the  diabetic.  In 
fact,  the  primary  problems  today  in  clinical  diabetes 
are  the  complications  which  represent  the  chief  areas 
of  frustration  and  challenge,  including  pathogenesis, 
therapy,  and  prevention.  Insulin  has  disap- 

Presented  at  the  172nd  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Dialogue:  An  Un- 
structured Program  of  Questions  and  Answers,  Monday,  October 
23, 1978. 


'I'he  discovery  of  insulin  led  to  the  optimistic  belief 
that  the  problem  of  diabetes  was  solved.  Unfortu- 
nately, this  has  not  materialized.  On  the  contrary, 
with  the  prolongation  of  life  resulting  from  the  use 
of  insulin,  there  has  been  an  increasing  risk  from  the 
chronic  complications.  Indeed,  these  complications 
have  now  become  the  chief  clinical  problems  and 
challenge  in  the  treatment  of  diabetes.  These  com- 
plications encompass  a remarkably  broad  spectrum 
of  clinical  manifestations  affecting  virtually  every 
organ  system  in  the  body  so  that  it  is  appropriate  to 
paraphrase  Osier’s  famous  statement  and  state 
“ know  diabetes  and  know  medicine.”  The  chronic 
complications  can  be  divided  into  three  major  cate- 
gories: (1)  macroangiopathy;  (2)  microangiopathy; 
and  (3)  neuropathy.  The  significant  characteristics 
and  clinical  aspects  are  detailed. 


pointingly  earned  the  title  of  the  “unfulfilled 
promise.” 

It  is  important  to  appreciate  the  amazingly  wide 
spectrum  of  clinical  manifestations  included  in  the 
various  complications  of  diabetes.  There  is  virtually 
no  organ  or  organ  system  in  the  body  that  cannot  and 
is  not  involved  by  diabetes.  With  the  continuing 
increase  in  the  incidence  of  diabetes,  one  may  justly 
paraphrase  Osier’s  famous  phrase,  “know  syphillis 
and  know  medicine”  to  a more  pertinent  statement, 
“know  diabetes  and  know  medicine.” 

The  chronic  complications  of  diabetes  can  be  di- 
vided into  three  major  categories: 


I. 

Macroangiopathy 

A. 

Brain 

B. 

Heart 

C. 

Extremities 

II. 

Microangiopathy 

A. 

Eye 

B. 

Kidney 

III. 

Neuropathy 

Macroangiopathy 

Arteriosclerosis  in  diabetes  is  characterized  by 
increased  frequency,  earlier  onset,  accelerated  pro- 
gression, more  extensive  involvement,  a lack  of  cor- 
relation with  the  severity  or  the  control  of  the  car- 
bohydrate metabolic  abnormality,  and  obliteration 
of  the  sex  difference,  in  that  the  diabetic  female  is  at 
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equal  risk  with  the  diabetic  male  in  this  regard.  The 
remarkable  disparity  and  frequency  of  these  com- 
plications in  the  diabetic  versus  the  nondiabetic 
person  has  yet  to  be  satisfactorily  explained,  espe- 
cially in  the  absence  of  any  demonstrable  histo- 
pathologic differences  in  the  arteriosclerosis  in  dia- 
betic and  nondiabetic  patients. 

There  are  three  areas  to  be  considered:  the  brain, 
heart,  and  extremities. 

Brain.  About  three  fourths  of  all  the  strokes  en- 
countered in  our  country  are  related  directly  or  in- 
directly to  abnormal  carbohydrate  metabolism. 
However,  other  than  the  increased  frequency  and  the 
facts  already  alluded  to  that  characterize  the  diabetic 
state,  there  is  no  special  difference  in  the  onset, 
manifestations,  or  management  of  cerebrovascular 
involvement  in  diabetes. 

Heart.  The  principal  differences  between  coro- 
nary arteriosclerosis  in  the  diabetic  as  compared  with 
the  nondiabetic  patient  are  an  increased  incidence 
in  both  dead  and  living  patients;  a striking  increase 
in  coronary  heart  disease  in  the  diabetic  female,  in- 
cluding those  who  are  normotensive,  premenopausal, 
and  free  of  significant  hyperlipidemia;  a higher  ear- 
lier mortality  rate;  a shortened  life  among  diabetic 
survivors  of  acute  myocardial  infarction;  and  a higher 
incidence  of  absence  of  pain  with  acute  myocardial 
infarction  in  the  diabetic  individual. 

In  all  decades  of  life  regardless  of  sex,  coronary 
occlusion  is  five  times  as  frequent  in  the  diabetic  as 
in  the  nondiabetic  patient.  In  addition,  recent  in- 
vestigations have  focused  on  the  incidence  of  car- 
bohydrate abnormalities  in  patients  with  proved 
coronary  artery  disease.  These  studies  have  dem- 
onstrated a high  incidence  of  carbohydrate  intoler- 
ance in  such  patients,  suggesting  that  subtle  changes 
in  carbohydrate  metabolism  may  predispose  to  this 
form  of  vascular  disease.  Indeed,  over  one  half  of  the 
heart  attacks  encountered  in  our  country  today  are 
related  to  diabetes. 

Patients  with  clinical  evidence  of  ischemic  car- 
diovascular disease  have  a sharp  increase  in  the  in- 
cidence of  abnormality  of  carbohydrate  metabolism. 
Heretofore,  evaluation  had  been  uncertain  since 
coronary  artery  disease  can  exist  without  symptoms, 
and  symptoms  suggesting  coronary  artery  disease  can 
exist  in  the  absence  of  demonstrable  organic  abnor- 
mality. The  introduction  of  selective  coronary  ar- 
teriography has  now  made  it  possible  to  delineate 
anatomically  the  extent  of  coronary  artery  disease 
during  life.  Carbohydrate  tolerance  tests  done  on 
patients  with  angiographically  proved  coronary  ar- 
tery disease  have  shown  a remarkably  high  incidence 
of  glucose  abnormalities.  Another  indication  of  the 
“latency”  of  carbohydrate  abnormality  in  coronary 
disease  is  the  frequent  presence  of  hyperglycemia  in 
acute  myocardial  infarction,  with  an  incidence  in 
some  series  as  high  as  75  percent.1 

Although  there  has  been  a broad  accumulation  of 
knowledge  in  relationship  to  carbohydrate  and  li- 
poprotein metabolism  and  its  applications  to  the 
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clinical  setting,  there  has  not  been  significant  mea- 
surable beneficial  effect  to  date.  There  is  an  in- 
creasing awareness  of  the  occurrence  of  autonomic 
nervous  system  neuropathy  in  the  diabetic  individual 
associated  with  deleterious  effects  on  physiologic 
functions,  which  could  play  a role  in  pathologic 
events.  Recent  speculation  suggests  the  possible  role 
of  hyperinsulinism  as  a factor  in  arteriosclerosis.  An 
interesting  as  well  as  important  aspect  of  coronary 
artery  disease  in  diabetes  concerns  itself  with  the 
so-called  silent  or  asymptomatic  coronary  occlusion. 
It  is  a common  clinical  observation  that  there  is  an 
increased  occurrence  of  either  painless  acute  myo- 
cardial infarction  in  the  diabetic  patient  or  a signif- 
icant diminution  of  pain.  In  one  study,  42  percent 
of  diabetic  patients  with  myocardial  infarction  had 
a painless  onset,  whereas  only  6 percent  of  nondia- 
betic individuals  had  asymptomatic  myocardial  in- 
farction.2 This  clearly  suggests  involvement  of  the 
autonomic  nervous  system  as  the  afferent  part  of  the 
reflex  arc.  This  has  now  been  established  by  the 
pathologic  demonstration  of  the  presence  of  auto- 
nomic nerve  involvement  at  autopsy  in  diabetic  pa- 
tients with  painless  myocardial  infarction,  and  the 
demonstration  of  uninvolved  autonomic  nerves  in  the 
myocardium  in  diabetic  individuals  with  typical 
symptoms  of  acute  coronary  thrombosis  as  well  as  in 
normal  controls  with  myocardial  infarction.3  Thus, 
the  lack  of  symptomatology  is  the  result  of  diabetic 
autonomic  nerve  involvement  which  interferes  with 
the  transmission  of  sensory  nerve  signals. 

Therapy  of  acute  myocardial  infarction  is  the  same 
as  in  nondiabetic  patients  except  that  one  must  be 
particularly  careful  to  avoid  hypoglycemia  in  the 
treatment  of  the  acute  stage.  A posture  of  non- 
aggression must  be  maintained  during  this  phase, 
and  glycosuria,  but  without  ketonuria,  is  desirable 
as  compared  to  the  possible  devastating  effects  of 
hypoglycemia. 

Extremities.  The  diabetic  foot.  Out  of  every 
six  amputations  for  gangrene,  five  are  due  to  diabe- 
tes. This  underscores  the  frequency,  importance, 
and  severity  of  involvement  of  the  lower  extremities 
in  diabetes.  The  diabetic  foot  is  characterized  by  wet 
gangrene,  which  can  occur  only  in  the  presence  of 
available  circulating  blood,  as  distinguished  from  the 
mummified  gangrene  of  the  nondiabetic  individual 
which  results  from  virtually  complete  absence  of 
blood  supply.  In  addition,  some  10  percent  of  am- 
putations are  performed  in  the  presence  of  palpable 
pulses.  These  facts  denote  that  amputations  can  be 
indicated  in  the  diabetic  patient  even  in  the  presence 
of  available  measurable  circulation.  On  further 
analysis,  it  is  evident  that  the  chief  single  difference 
between  the  diabetic  and  nondiabetic  foot  is  the 
presence  of  neuropathy  in  the  former  and  its  absence 
in  the  latter.  It  is  well  recognized  that  the  sensory 
impairment  of  diabetic  neuropathy  permits  unper- 
ceived minor  trauma  to  occur  which  can  lead  to  sec- 
ondary infection,  gangrene,  and  amputation. 

In  diabetes  the  more  distal  major  vessels,  specifi- 


cally  the  tibial  and  popliteal,  are  characteristically 
affected,  whereas  in  the  nondiabetic  patient,  the 
major  pathologic  condition  is  in  the  aorto-iliac  and 
femoral  vessels  with  sparing  of  the  smaller  distal 
arteries  of  the  leg.  The  diabetic  individual  usually 
has  multiple  occlusions  with  diffuse  arteriosclerotic 
changes,  whereas  the  nondiabetic  patient  usually  has 
one  area  of  occlusion  with  an  adjacent  normal  arterial 
tree.  This  distribution  of  lesions  accounts  for  the 
differences  as  seen  in  arteriography;  because  of  the 
usual  sparing  of  the  leg  arteries  in  the  nondiabetic 
person,  there  is  frequently  a good  “runoff,"  that  is, 
there  is  good  collateral  circulation  below  the  site  of 
the  lesion.  In  diabetes,  the  runoff  is  usually  seriously 
compromised  because  of  the  involvement  of  the 
vessels  of  the  legs  which  ordinarily  form  the  collat- 
erals. The  frequency  of  gangrene  in  diabetes  is 
conditioned  by  the  vascular  involvement,  peripheral 
neuropathy,  and  infection.  Therefore,  clinically  it 
is  important  to  adopt  the  concept  of  the  diabetic  foot, 
which  is  comparable  to  the  concept  of  the  diabetic 
kidney. 

The  background  for  the  concept  of  the  diabetic 
foot  implies  that  the  problem  is  a combination  of 
three  factors:  (1)  vascular  insufficiency,  (2)  neu- 
ropathy, and  (3)  infection,  each  occurring  in  varying 
degrees.  Obviously  this  determines  the  approach  to 
therapy  and  prognosis,  both  of  which  depend  on  the 
relative  significance  of  the  individual  factor  pre- 
dominantly operative  in  each  patient.4 

Vascular  insufficiency  has  already  been  alluded 
to. 

Neuropathic  component.  The  presence  of  neu- 
ropathy with  its  subsequent  impairment  of  sensi- 
tivity results  in  unrecognized  trauma,  which  may  in 
turn  lead  to  infection.  Impairment  of  autonomic 
nerve  response,  pain  conduction,  and  temperature 
perception  predispose  to  trauma  and  low'er-tissue 
resistance.  Frequent  problems  encountered  include 
ill-fitting  or  tight  shoes,  a curled  thread  in  a sock, 
thermal  burns,  hot  water  burns,  improper  trimming 
of  corns  and  calluses,  or  the  use  of  strong  chemicals 
such  as  corn  removers. 

Infection.  The  presence  of  neuropathy  and  its 
impairment  of  sensitivity  results  in  unrecognized 
trauma  which  may  in  turn  lead  to  infection.  Even 
in  the  absence  of  vascular  involvement,  neuropathy 
interferes  with  normal  vasomotor  tone  so  that  the 
natural  defense  reaction  is  impeded.  Hence,  infec- 
tion is  another  element  in  the  components  of  the  di 
abetic  foot  often  secondary  to  neuropathic  and  vas- 
cular involvement.  Spread  of  the  infection,  espe- 
cially involving  the  bones  with  osteomyelitis,  is  a 
serious  factor  in  diabetic  foot  involvement. 

Treatment.  The  recognition  of  the  significance 
of  peripheral  neuropathy  and  infection  on  the  course 
of  gangrene  has  in  great  measure  resulted  in  a de- 
creased number  of  amputations.  A concerted 
medical  effort  must  be  made  and  is  frequently  suc- 
cessful, especially  since  the  introduction  of  antibi- 


otics, in  those  cases  not  resulting  entirely  from  vas- 
cular insufficiency,  (’lues  to  the  predominance  of 
neuropathy  versus  vascular  insufficiency  are  the 
presence  of  fever,  warmth,  and  redness  of  the  sur- 
rounding skin  as  distinguished  from  cold  and  cya- 
nosis. Antibiotics  should  be  used  as  determined  by 
the  specific  organism  and  its  sensit  ivit  ies.  Relief  of 
pain  is  essential;  at  times  the  pain  may  be  so  severe, 
persistent,  and  recalcitrant  to  therapy  that  of  itself 
it  may  weigh  the  balance  in  the  decision  to  ampu- 
tate. Control  of  the  diabetes  is,  of  course,  essential, 
and  avoidance  of  tobacco  is  mandatory.  One  of  the 
common  pitfalls  which  must  be  scrupulously  avoided 
is  the  application  of  heat  either  directly  or  indirectly 
via  heat  lamps:  “keep  the  heat  off  the  feet.”  A 
major  advance  in  therapy  has  come  from  the  field  of 
vascular  surgery.  Here,  the  newer  knowledge  of  ar- 
teriography and  the  subsequent  ability  to  pinpoint 
the  site  of  the  lesion  or  lesions  and  the  application  of 
vascular  reconstruction,  bypass,  and  thrombo- 
endarterectomy  has  proved  of  immeasurable  benefit. 
The  indication  for  surgery  can  be  determined  only 
by  doing  arteriographic  studies.  Two  facts  should 
be  recognized:  ( 1 ) these  procedures  in  no  way  have 
any  curative  or  decelerating  effect  on  the  basic 
problem  of  arteriosclerosis;  and  (2)  the  indication  of 
these  procedures  are  considerably  less  in  the  diabetic 
patient  by  virtue  of  the  fact  that  the  runoff  vessels 
are  so  frequently  involved.  However,  the  possibili- 
ties for  this  procedure  must  be  considered  and  ex- 
plored, and  the  fact  remains  that  many  diabetic  in- 
dividuals do  benefit  from  it. 

Finally,  there  is  amputation,  which  is  a clear  in- 
dication of  clinical  defeat.  The  decision  must  be 
made  as  to  what  level,  and  this  is  determined  by  the 
status  of  the  circulation. 

Preventive  therapy  is  most  important  and  includes 
the  daily  observation  of  the  feet  and  the  use  of  warm 
woolen  socks.  Unrecognized  trauma  resulting  from 
neuropathic-conditioned  insensitivities  can  all  be 
measurably  controlled  and  often  avoided  with  proper 
management  and  patient  education.  The  strict 
control  of  diabetes  in  the  presence  of  infection  and 
the  rigid  avoidance  of  tobacco  are  essential  elements 
in  prevention.  Cutting  of  nails  and  trimming  of 
corns  should  be  done  by  a podiatrist. 

Microangiopathy 

In  spite  of  the  importance  and  seriousness  of  the 
microangiopathic  aspect  of  diabetes  and  the  vast 
amount  of  effort  expended  both  in  the  clinic  and  the 
laboratory,  there  remains  a discouraging  paucity  of 
information.  Studies  have  concentrated  on  various 
protein  fractions,  glycoproteins,  lipids,  lipoprotein 
content  of  the  blood,  and  coagulative  factors,  but 
there  is  no  concrete  direct  evidence  of  causal  rela- 
tionship between  any  of  the  abnormalities  described 
in  these  areas  and  the  development  of  microan- 
giopathy. The  changes  that  have  been  described  are 
either  too  insignificant  or  perhaps  secondary  to  the 
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underlying  change  in  function,  particularly  in  the 
kidney.  Studies  have  been  initiated  which  focus  on 
the  composition  of  the  chemistry  of  the  basement 
membrane;  this  promises  much  for  the  future,  but  as 
yet  no  explanatory  facts  have  been  found. 

The  two  factors  that  are  most  clearly  involved  are 
duration  and  control  of  the  diabetes.  It  is  generally 
accepted  that  the  duration  of  diabetes  is  the  single 
most  important  determinant  of  the  presence  and 
severity  of  clinically  evident  microangiopathy.  This 
statement  is  acceptable  even  though  there  are  pa- 
tients with  diabetes  of  many  years’  duration  who  do 
not  manifest  microangiopathy,  an  event  which  occurs 
about  20  percent  of  the  time;  on  the  other  hand,  there 
are  occasional  patients  who  have  evidence  of  micro- 
angiopathy  at  the  time  of  clinical  onset  of  diabetes, 
and  rarely,  even  before  there  is  any  measurable  ab- 
erration of  the  carbohydrate  metabolic  status. 
There  are  some  recent  studies  that  suggest  that  pa- 
tients with  diabetes  have  thickening  of  the  capillary 
basement  membrane  at  the  very  onset  of  the  disease 
and  even  in  the  so-called  prediabetic  stage.5  How- 
ever, there  is  considerable  controversy  about  the 
validity  of  the  findings.6  Other  studies  have  shown 
a very  clear  progression  of  the  basement  membrane 
involvement  related  directly  to  the  duration  of  the 
disease.7 

The  question  of  the  relation  of  control  to  the 
complications  of  diabetes  remains  controversial. 
The  argument  is  complicated  by  the  fact  that  the 
definition  of  what  is  good  control  varies,  the  inter- 
pretation of  the  term  “severity”  differs  considerably, 
and  statistical  evaluation  also  differs.  Although  the 
data  from  many  clinics  indicate  that  with  the  passage 
of  time  the  incidence  and  severity  of  retinopathy  and 
nephropathy  increase  when  control  is  poor  and  de- 
crease when  it  is  good,  there  are  a number  of  reports 
that,  disagree  with  this.  Furthermore,  even  the 
clinicians  who  espouse  the  cause  of  good  control  find 
that  a significant  number  of  patients  with  good 
control  are  found  to  have  microangiopathy,  while 
about  20  percent  of  diabetic  patients  with  fair  or  poor 
control  escape  clinically  significant  evidence  of  mi- 
croangiopathy. 

One  of  the  basic  problems  is  the  inability  to  achieve 
the  fine  homeostasis  of  blood  sugar  control  as  it  ob- 
tains in  the  nondiabetic  person  in  whom  there  is  a 
minimal  variation  of  the  blood  glucose  concentration 
independent  of  the  type  or  quantity  of  food  intake, 
exercise,  infection,  emotional  disturbances,  and  so 
forth.  This  state  cannot  be  attained  in  the  diabetic 
individual  until  an  equivalent  source  of  insulin  out- 
put is  available.  This  could  come  about  through 
pancreas  transplants,  islet-cell  or  beta-cell  trans- 
plants, or  an  artificial  pancreas;  efforts  in  these  di- 
rections are  progressing  on  an  intensive  scale. 

'There  is  an  added  impetus  to  achieve  this  possi- 
bility since  recently  there  have  been  a number  of 
investigations  and  observations  strongly  suggesting 
the  deleterious  and  permissive  role  of  hyperglycemia 
in  the  pathogenesis  of  microangiopathy.  'These  in- 


clude chemical,  animal,  and  clinical  studies. 
Chemically,  in  experimental  diabetes,  increased 
kidney  glycosyltransferase  activity  has  been  re- 
corded, which  is  reversed  by  insulin  treatment.8  The 
accumulation  of  sorbitol  in  nerve,  renal,  and  vascular 
tissue  occurs  in  the  presence  of  hyperglycemia  and 
presumably  may  lead  to  intracellular  damage.9 
Hemoglobin  has  also  been  shown  to  undergo  modi- 
fication in  man  and  animals  in  response  to  hyper- 
glycemia, forming  abnormal  amounts  of  hemoglobin 
Aic-10 

In  animals,  many  studies  have  purported  to  dem- 
onstrate decrease  of  diabetic  lesions  in  eye,  kidney, 
and  nerve  with  control  of  the  hyperglycemia. 

Perhaps  more  dramatic  are  the  exciting  observa- 
tions that  mesangial  glomerular  lesions  in  diabetic 
rats  regress  after  eliminating  the  diabetes  by  islet 
transplantation.11  Clinically,  numerous  observa- 
tions indicate  diminished  retinopathy  and  ne- 
phropathy with  better  control  in  the  insulin-depen- 
dent  diabetic  patient.12  Further,  in  kidney,  muscle, 
and  skin,  the  degree  of  capillary  basement  membrane 
thickening  has  been  clearly  related  to  the  known 
duration  of  the  diabetes,  thus  eliminating  any  en- 
tirely carbohydrate-independent  factor.13  This 
concept  is  also  supported  by  a recently  published 
insurance  study  that  noted  a mortality  rate  two  and 
one-half  times  less  in  patients  with  good  control  in 
a 20-year  study  encompassing  10,000  patients.14 

At  this  stage  of  knowledge,  these  facts  add  up  to 
the  need  for  good  control  of  the  insulin-dependent 
diabetic  individual,  usually  with  two  daily  injections 
of  insulin,  to  affect  diabetic  complications  benefi- 
cially. 

Unfortunately,  there  is  no  comparable  evidence  to 
believe  macrovascular  complications  are  related  ei- 
ther to  severity  or  the  control  of  carbohydrate  met- 
abolic abnormality.  This  statement  also  applies  to 
many  neurologic  complications.  However,  the  need 
for  good  control  in  the  adult  maturity-onset  diabetic 
individual  is  emphasized  by  the  rewarding  increase 
in  well-being  experienced  by  this  group. 

Eye.  Diabetes  is  now  the  leading  cause  of  new 
cases  of  blindness  in  this  country. 

Of  all  the  diabetic  ophthalmologic  abnormalities, 
retinopathy  causes  the  greatest  amount  of  permanent 
destruction  as  well  as  irreversible  loss  of  vision. 
Although  there  is  a tendency  to  progression  of  the 
retinal  changes  once  they  become  apparent,  not  only 
is  the  rate  of  progress  unpredictable,  but  occasionally 
spontaneous  regression  will  take  place  or  there  will 
be  a spontaneous  halt  in  the  advance  with  prolonged 
maintenance  of  the  status  quo.  'These  features  make 
prognosis  and  effect  of  therapy  difficult  to  assess. 

Natural  course  of  diabetic  retinopathy.  The 
earliest  changes  seen  in  diabetic  patients  consist  of 
microaneurysms,  particularly  at  the  posterior  pole 
of  the  eye,  which  appear  as  pinpoint  red  dots.  These 
can  be  observed  and  photographed  with  much 
greater  detail  after  intravenous  fluorescein;  such 
injections  always  demonstrate  more  extensive  change 
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than  suspected  by  routine  ophthalmoscopic  visual- 
ization. Frequently  there  is  accompanying  or  pre- 
ceding irregularity  of  the  retinal  veins.  The  mi- 
croaneurysms may  he  followed  by  hemorrhages  and 
exudates. 

Visual  acuity  deteriorates  at  a slow  rate  until  the 
advent  of  proliferative  retinopathy.  Proliferative 
retinopathy  with  new  vessel  formation  and/or  fibrosis 
is  associated  with  the  greatest  loss  of  vision  in  the 
diabetic  patient.  The  stimulus  for  the  vessel  for- 
mation is  the  source  of  much  conjecture  hut  remains 
unknown.  The  neovascularization  in  turn  leads  to 
vitreous  hemorrhage,  retinal  detachment,  and  sec- 
ondary glaucoma. 

Therapy.  Low-fat  diets,  diets  rich  in  nonsatu- 
rated  fatty  acids,  para-aminosalicyclic  acid,  salicyl- 
ates, clofibrate,  rice  diet,  rutin,  lipotropic  agents,  and 
anticoagulants  have  all  been  of  no  avail.  Anabolic 
hormones  have  also  proved  to  be  ineffective. 

Surgical  therapy  in  the  form  of  pituitary  ablation 
was  introduced  on  the  assumption  that  by  helping 
control  the  diabetes  via  insulin  sparing  effect,  the 
retinopathy  would  be  improved.  This  operation 
received  considerable  impetus  when  one  case  of  re- 
gression of  diabetic  retinopathy  following  postpar- 
tum pituitary  necrosis  was  reported.  Since  then, 
pituitary  ablation,  performed  by  many  varied  tech- 
niques both  surgical  and  nonsurgical,  and  pituitary 
stalk  section  have  been  employed  in  a considerable 
number  of  patients.  The  results  are  mostly  unsat- 
isfactory, and  the  procedure  has  been  abandoned  in 
most  institutions.  Bilateral  adrenalectomy  has  also 
been  advocated  as  a treatment  for  diabetic  retinop- 
athy, but  the  results  have  not  been  rewarding.  The 
most  recent  and  still  current  phase  of  therapy  for 
diabetic  retinopathy  is  that  of  photocoagulation. 
This  is  done  through  several  different  approaches 
involving  various  modifications  of  the  laser  beam. 
An  ongoing,  multicentered,  controlled  study  has  re- 
ported preliminary  results  that  are  encouraging.  At 
the  present  time,  it  is  being  used  extensively. 

Kidney.  The  increasing  frequency  and  ominous 
import  of  renal  involvement  in  diabetes  underscore 
its  clinical  significance.  It  has  become  the  chief 
cause  of  death  in  the  juvenile  diabetic  individual.  Of 
prime  consideration  for  a more  fundamental  un- 
derstanding of  this  condition  is  appreciating  that 
there  is  no  single  entity  underlying  the  renal  patho- 
logic condition.  On  the  contrary,  it  is  a conglomerate 
of  glomerular,  arterial,  and  infectious  elements.  This 
has  resulted  in  the  concept  of,  and  the  use  of  the 
term,  diabetic  nephropathy. 

Pathologic  components.  Glomerulus:  The  es- 
sential feature  of  nodular  glomerulosclerosis,  first 
described  by  Kimmelstiel  and  Wilson,15  is  a nodular 
mass  of  laminated  hyaline  material.  The  nodules 
may  be  single  or  multiple  in  any  individual  glomer- 
ulus, and  there  may  be  few  or  many  glomeruli  af- 
fected. A most  important  aspect  of  this  lesion  is  its 
specificity;  it  is  the  only  pathognomonic  finding  that 
documents  the  diagnosis  of  diabetes.  The  few  pre- 


sumed exceptions  to  this  statement  will  be  referred 
to  later. 

Diffuse  glomerulosclerosis  is  frequently  present 
by  itself  or  may  coexist  with  the  nodular  lesion.  It 
consists  of  widespread  circumferential  hyaline 
thickening  of  capillary  walls.  Although  it  is  not  di- 
agnostic for  diabetes,  there  are  several  distinguishing 
characteristics.  The  lesion  originally  led  to  consid- 
erable confusion  because  the  early  literature  did  not 
always  differentiate  the  nodular  and  the  diffuse 
changes. 

The  exudative  lesion  is  a homogeneous,  eosino- 
philic, fibrinoid  deposit  located  either  in  the  capillary 
lumen  or  in  the  capsular  space,  and  is  picturesquely 
described  as  the  “capsular  drop”  or  “tear  drop.” 
When  present  in  diabetes,  the  lesion  is  associated 
with  the  nodular  or  diffuse  glomerulosclerotic  le- 
sion. 

Vascular  involvement:  Arteriosclerosis  and  ar- 
teriolosclerosis,  both  extra-  and  intrarenal,  are  almost 
always  present  in  varying  degrees  in  diabetic  ne- 
phropathy. 

Pyelonephritis:  Pyelonephritis  may  be  acute  or 
chronic,  diffuse  or  focal.  Pyelonephritis  is  far  more 
common  in  the  diabetic  than  in  the  nondiabetic  pa- 
tient and  plays  a definite  role  in  the  clinical  and 
pathologic  manifestations  of  diabetic  renal  dis- 
ease. 

It  is  the  combination  of  all  these  factors,  namely, 
glomerular,  vascular,  and  infectious,  occurring  in 
varying  degrees  of  severity  and  frequency,  that  con- 
stitutes the  entity  of  diabetic  nephropathy. 

Clinical  picture.  Since  all  the  described  factors 
are  unpredictable  as  to  their  presence  or  degree  of 
severity  when  present,  there  is  little  wonder  that 
there  is  no  uniform,  predictable  clinical  picture  of 
renal  involvement  in  the  diabetic  patient.  With  the 
initial  pathologic  description  of  the  nodular  lesion  of 
glomerulosclerosis,  Kimmelstiel  and  Wilson15  also 
included  a clinical  picture  consisting  of  diabetes, 
hypertension,  albuminuria,  and  edema.  This  has 
been  referred  to  as  the  K-W  (Kimmelstiel-Wilson) 
syndrome  and  is  actually  a nephrotic  syndrome.  The 
eponym  of  K-W  for  both  a pathologic  finding  and  a 
clinical  syndrome  has  been  thoroughly  confused  and 
confusing.  The  term  has  been  used  indiscriminately 
on  the  assumption  that  the  clinical  and  pathologic 
conditions  are  mutually  dependent,  and  that  if  one 
is  present,  the  other  necessarily  exists.  However,  the 
facts  indicate  that  the  two  entities  are  not  dependent 
and  do  not  follow  one  on  the  other.  The  eponym 
must  be  eliminated  before  a clear  understanding  may 
be  obtained.  One  should  speak  of  diabetic  ne- 
phropathy and  the  nephrotic  syndrome. 

Only  10  to  15  percent  of  nodular  glomerulosclerosis 
is  associated  with  a nephrotic  picture;  contrariwise, 
a nephrotic  picture  may  occur  without  the  simulta- 
neous presence  of  the  K-W  lesion.  Actually  there  is 
a closer  relationship  of  the  clinical  nephrotic  syn- 
drome to  the  pathologic  picture  of  diffuse  glomeru- 
losclerosis. In  assessing  the  significance  of  edema, 
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an  essential  component  of  the  nephrotic  syndrome, 
it  must  be  remembered  that  edema  may  result  from 
congestive  heart  failure.  Heart  failure,  whether  a 
result  of  arteriosclerosis,  hypertension,  or  pyelone- 
phritis, is  a most  common  accompaniment  of  diabetic 
nephropathy  and  is  ordinarily  responsible  for  a 
considerable  portion  of  the  edema.  Other  unusual 
conditions  producing  a nephrotic  syndrome,  such  as 
renal  amyloidosis,  nephrotic  glomerulonephritis,  or 
the  rare  instances  of  renal  vein  thrombosis  or  diffuse 
collagen  disease,  may  be  the  underlying  factors. 
Furthermore,  with  modern-day  therapy,  edema  may 
be  prevented,  deferred,  minimized,  or  reversed. 

If  the  complete  picture,  which  has  been  embel- 
lished since  its  original  clinical  description,  consisting 
of  diabetes,  hypertension,  azotemia,  hypoproteine- 
mia,  hyperlipemia,  albuminuria,  edema,  retinopathy, 
and  neuropathy,  is  present,  then  one  may  be  highly 
suspicious,  but  never  certain,  of  the  presence  of 
nodular  glomerulosclerosis.  Albuminuria  is  the  one 
finding  that  is  entirely  characteristic,  omnipresent, 
and  ominous  in  all  forms  of  diabetic  nephropathy. 
Indeed,  in  any  instance  of  albuminuria  of  undeter- 
mined cause,  diabetes  must  be  considered  in  the 
differential  diagnosis. 

There  is  almost  complete  agreement  that  nodular 
glomerulosclerosis  is  diagnostic  for  diabetes  mellitus. 
However,  there  are  instances  in  which  the  lesion  has 
been  found  at  autopsy  without  corroborative  clinical 
evidence  of  the  prior  presence  of  diabetes  during  life. 
Investigation  of  the  very  few  exceptions  indicates 
that  diabetes  in  a mild  chemical  form  did  exist  and 
thus  accounts  for  these.16’17 

Nodular  glomerulosclerosis  may  occur  in  the  ab- 
sence of  manifest  aberration  of  carbohydrate  me- 
tabolism. Diabetes  must  be  suspected  in  the  dif- 
ferential diagnosis  of  any  renal  lesion  of  uncertain  or 
unproved  cause.  Such  suspicion  may  be  enhanced 
by  the  presence  of  a family  history  of  diabetes,  reti- 
nopathy, neuropathy,  peripheral  gangrene,  or  severe 
arteriosclerosis.  The  presence  of  any  of  these  alone 
or  in  combination  should  lead  to  further  investigation 
of  the  carbohydrate  metabolism. 

Pyelonephritis:  Pyelonephritis  occurs  more  fre- 
quently in  diabetic  patients  and  is  a potentially  se- 
rious complication.  Since  infection  in  the  well- 
controlled  diabetic  individual,  as  determined  by  the 
broadest  criteria,  is  hardly,  if  at  all,  more  common 
than  in  the  nondiabetic  patient,  other  factors  must 
he  at  play.  Studies  implicate  neuropathy  with 
neurogenic  bladder  disturbances  leading  to  urinary 
stasis  and  secondary  infection  as  the  pathogenetic 
basis  of  pyelonephritis  in  diabetes.  When  there  is 
a complete  bladder  paralysis,  this  is  readily  apparent. 
However,  there  are  incipient  and  less  advanced 
conditions  which  are  more  common  and  where  the 
residual  urine  may  be  only  200  to  500  cc.  Our  data 
indicate  the  relatively  frequent  occurrence  of  such 
situations  and  the  high  degree  of  correlation  with 
pyelonephritis.18  There  is  reason  to  believe  that  the 


infection  is  conditioned  by  the  stasis  in  the  How  of 
urine. 

In  obstructive  urogenital  conditions,  the  paucity 
of  cures  and  frequency  of  recurrences  in  chronic 
urinary  tract  infections,  if  the  obstruction  is  not 
eliminated,  is  well  known.  These  infections  are  often 
refractory  to  antimicrobial  therapy,  not  only  because 
of  inadequacy  of  drug  therapy  but  primarily  because 
of  the  element  of  obstruction. 

Since  in  many  cases  removal  of  the  obstructive 
process  results  in  a return  of  normal  renal  function, 
it  is  mandatory  that  the  disease  be  diagnosed  before 
irreversible  changes  occur  from  hydrostatic  pressure 
and  infection.  Early  bladder  dysfunction  is  readily 
overlooked,  for  the  disturbances  in  urination  tend  to 
be  insidious  in  onset.  The  earliest  symptom  is  dif- 
ficulty in  emptying  the  urinary  bladder,  then  in- 
complete emptying,  then  a prolongation  of  the  in- 
terval between  voidings  and  the  occurrence  of  re- 
sidual urine.  Significant  urinary  obstruction  may 
exist  despite  adequate  urinary  output. 

Therapy  is  determined  by  the  extent  of  involve- 
ment but  always  requires  urinary  diversion,  be  it 
catheter  drainage,  suprapubic  cystotomy,  or  trans- 
urethral resection  of  the  vesical  neck,  all  accompa- 
nied, of  course,  by  antibiotic  and  chemotherapeutic 
agents.  At  times  these  measures  have  a dramatic 
impact  on  the  clinical  picture  and  may  be  literally 
lifesaving. 

The  importance  of  considering  the  possibility  of 
obstruction  in  all  cases  of  urinary  infection  and  azo- 
temia in  the  diabetic  person  must  be  emphasized. 
Present  knowledge  indicates  that  this  is  the  only 
aspect  of  diabetic  nephropathy  which  may  lead  to  a 
direct  and  rewarding  therapeutic  approach. 

Relationship  of  nephropathy  to  severity  of  dia- 
betes: The  observation  that  the  diabetic  state  may 
undergo  remarkable  improvement  with  sharp  re- 
duction in  insulin  requirements  or  even  elimination 
of  insulin  has  been  repeatedly  confirmed.  Because 
decreasing  insulin  requirement  is  not  necessarily 
confined  to  progressive  diabetic  nephropathy  but  is 
reportedly  observed  in  diabetic  individuals  with  any 
form  of  renal  lesion  leading  to  azotemia,  this  may  be 
a phenomenon  without  specificity.  It  has  been  at- 
tributed to  the  anorexia  of  azotemia  and  the  unpal- 
atability  of  the  prescribed  low-salt  diet.  These  are 
admittedly  contributory  factors  but  do  not  ade- 
quately account  for  the  observations.  Recent  in- 
vestigative reports  have  yielded  some  intriguing  in- 
formation to  further  elucidate  this  apparent  im- 
provement in  carbohydrate  tolerance.  The  impetus 
to  these  investigations  was  supplied  by  the  observa- 
tion of  the  frequent  occurrence  of  abnormal  glucose 
tolerance  test  findings  in  azotemia,  entirely  inde- 
pendent of  diabetes.  A summary  of  the  experi- 
mental results  indicates  that  there  is  no  apparent 
deficit  of  insulin  synthesis  or  release  in  these  cir- 
cumstances; further,  the  experimental  efforts  indi- 
cate hypoglycemic,  epinephrine,  and  glucagon  un- 
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responsiveness;  the  experiments  further  indicate 
normal  peripheral  glucose  utilization.  These  factors 
suggest  a deficiency  in  hepatic  glycogen  storage  and 
release.  This  could  explain  at  least  part  of  the 
amelioration  of  diabetes  with  azotemia,  as  measured 
by  insulin  requirements.  Finally,  a most  important 
factor  is  the  demonstration  of  the  impairment  of 
insulin  removal  by  the  kidney  as  a result  of  the  renal 
pathologic  condition. 

Treatment.  No  specific  therapy  is  available  at 
present,  and  symptomatic  therapy  is  the  mainstay 
of  management.  The  diabetes  becomes  relatively 
easy  to  manage  in  terms  of  insulin  requirements. 

The  elevated  blood  pressure  may  be  controlled  bv 
the  use  of  antihypertensive  medication,  but  care 
must  be  exercised  to  prevent  sudden  falls  in  blood 
pressure  and  the  resulting  acceleration  of  uremia.  In 
the  presence  of  poor  renal  function,  the  dietary  pro- 
tein should  be  reduced  to  30  or  50  Gm.  per  day,  but 
adequate  caloric  intake  by  carbohydrate  and  fat 
supplementation  must  be  assured  to  prevent  mal- 
nutrition, especially  in  the  presence  of  severe  pro- 
teinuria. The  fluid  intake  should  be  scaled  to  the 
point  of  producing  a urine  volume  of  1,200  to  1,500 
cc.  daily,  lest  nonprotein  nitrogen  retention  develop 
more  rapidly. 

The  management  of  edema  may  be  difficult  be- 
cause of  the  multiplicity  of  causative  factors  such  as 
renal  insufficiency,  cardiac  decompensation,  and 
hypoalbuminemia.  The  rate  of  formation  of  edema 
is  highly  influenced  by  the  intake  of  salt  and  water 
regardless  of  the  basic  cause  of  the  edema.  Salt  rer 
striction  will  therefore  delay  quantitatively  the  ac- 
cumulation of  edema  and  may  even  lead  to  its  mo- 
bilization. However,  the  degree  of  cardiac  failure, 
and  especially  the  degree  of  renal  insufficiency,  will 
be  deciding  factors  in  this  process.  Drastic  reduction 
in  salt  intake  should  be  carried  out  only  under  careful 
supervision  of  blood  and  urinary  electrolytes. 

Patients  with  cardiac  failure  are  maintained  on 
digitalis,  which  may  be  given  as  long  as  renal  insuf- 
ficiency is  not  too  severe.  The  benzothiadiazines 
may  be  of  considerable  benefit.  Aldosterone  an- 
tagonists, particularly  in  combination  with  the  ben- 
zothiadiazine  agents,  may  help  in  keeping  the  patient 
edema-free. 

The  evaluation  of  a possible  underlying  neuro- 
pathic vesical  involvement  is  mandatory.  If  present, 
therapy  for  this  offers  the  most  satisfactory  approach 
at  this  stage. 

The  most  important  therapy  for  diabetic  ne- 
phropathy is  the  use  of  a kidney  transplant  or  renal 
dialysis.  These  have  now  been  used  extensively  in 
the  diabetic  patient  with  renal  failure,  and  although 
the  results  are  not  entirely  comparable  to  their  use 
in  the  nondiabetic  individual,  they  nevertheless  may 
be  very  rewarding. 

Complications  of  chronic  renal  failure,  as  well  as 
associated  clinical  conditions  which  may  further 
aggravate  the  underlying  situation,  must  be  con- 


stantly kept  in  mind  since  these  may  be  remediable, 
and  their  intelligent  management  may  do  much  to 
maintain  comfort  and  prolong  life.  These  include 
disorders  of  fluid  and  electrolyte  balance,  severe 
anemia,  renal  and  extrarenal  infection,  possible  as- 
sociated obstructive  uropathy,  and  gastrointestinal 
disturbances  with  resultant  nutritional  vitamin  de- 
pletion. 

Neuropathy 

Although  neuropathy  as  a complication  of  diabetes 
was  described  100  years  ago,  it  remains  one  of  the 
more  neglected  aspects  of  this  disease.  While  there 
are  still  many  areas  of  uncertainty  and  differences  of 
opinion,  there  is  complete  accord  as  to  the  impor- 
tance of  neuropathic  involvement  to  the  diabetic- 
individual  including  its  frequent  occurrence,  its  in- 
volvement of  virtually  every  system  in  the  body,  its 
appearance  in  so  many  different  guises,  and  its 
mimicry  of  so  many  other  disease  states.  The  scope 
of  the  organ  systems  affected  and  the  almost  un- 
limited range  of  clinical  manifestations  are  a chal- 
lenge to  the  clinician  not  only  from  the  point  of  view 
of  differential  diagnosis  is  the  known  diabetic  person, 
but  also  in  the  unknown  or  suspected  diabetic  indi- 
vidual. 

Classification  of  diabetic  neuropathy  poses  many 
difficulties  in  view  of  the  diversity  of  sites  of  patho- 
logic involvement,  the  uncertainty  of  pathogenesis, 
and  the  remarkably  wide  range  of  clinical  manifes- 
tations and  presentations.  However,  from  a clinical 
point  of  view,  a classification  has  been  worked  out 
which  has  aided  diagnosis,  treatment,  and  the 
teaching  of  students  and  clinicians.  In  this  scheme, 
the  manifestations  of  diabetic  neuropathy  have  been 
divided  into  two  broad  categories:  somatic  neu- 
ropathy and  visceral  neuropathy.19  The  classifica- 
tion of  neuropathies  is  as  follows: 

A.  Somatic  (peripheral)  neuropathy 

1.  Lower  extremities 

a.  Peripheral  neuropathy 

b.  Neuropathic  arthropathy 

c.  Neuropathic  ulcer 

d.  Diabetic  foot 

2.  Upper  extremities 

3.  Asymmetric  neuropathies 

a.  Mononeuropathies 

b.  Footdrop 

c.  Diabetic  amyotrophy 

4.  Diabetic  neuropathic  cachexia 

B.  Visceral  neuropathy 

1.  Gastrointestinal  tract 

a Esophageal  neuropathy 

b.  Gastroparesis  diabeticorum 

c.  Small  bowel 

1.  Diabetic  enteropathy 

2.  Malabsorption  syndrome 

3.  Pancreatic  diarrheas 

2.  Genitourinary  tract 

a.  Neurogenic  vesical  dysfunction 

1.  Incipient  neurogenic  bladder 
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b.  Retrograde  ejaculation 

c.  Diabetic  impotence 

d.  Female  diabetic 

3.  Autonomic  nervous  system 

a.  Orthostatic  hypotension 

b.  Anhidrosis 

c.  Vasomotor  instability 

Somatic  neuropathy.  Somatic  neuropathy 
most  frequently  presents  itself  as  peripheral  neu- 
ropathy involving  the  nerves  of  the  lower  extremities, 
usually  bilaterally  symmetric  and  predominantly 
sensory.  There  is  no  consistent  relationship  to  the 
severity  or  duration  of  the  diabetes.  The  out- 
standing symptoms  are  pain  and  paresthesias.  The 
pain  varies  from  dull  or  aching,  to  cramplike,  burn- 
ing, lancinating,  or  crushing.  A distinguishing 
characteristic  is  its  nocturnal  intensification,  with 
relief  by  pacing  the  floor.  The  skin  may  be  so  sen- 
sitive that  even  the  touch  of  pajamas  or  bedclothes 
cannot  be  tolerated.  Paresthesias  are  usually  de- 
scribed as  coldness,  numbness,  tingling,  or  burning. 
Less  common  variants  include  footdrop  and  amy- 
otrophy. Depression,  irritability,  and  anorexia  are 
often  part  of  the  clinical  picture;  lessening  of  these 
symptoms  will  often  presage  clearing  of  the  neu- 
ritis. 

Diabetic  neuropathy  is  rarely  thought  of  in  terms 
of  the  upper  extremities.  It  is  important,  therefore, 
to  indicate  that  such  involvement  is  common,  has 
clinical  significance,  and  is  usually  readily  recogniz- 
able. The  chief  clinical  manifestations  may  be  cat- 
egorized as  amyotrophy,  asthenia,  sensory  impair- 
ment, and  radiculitis.20 

Although  there  is  much  variation  in  the  objective 
findings,  the  most  reliable  and  consistent  sign  is  the 
absence  of  knee  jerks  and/or  ankle  jerks.  The  sen- 
sory findings,  although  commonly  present,  vary 
considerably  and  are  unpredictable  from  patient  to 
patient. 

Neuropathic  arthropathy.  The  Charcot  joint 
in  diabetes  is  directly  comparable  to  tabes  in  the 
extensive  bone  and  joint  destruction  in  the  presence 
of  an  adequate  blood  supply,  the  remarkable  freedom 
from  pain,  the  absence  of  infection,  and  the  presence 
of  neuropathy.  In  diabetes,  unlike  tabes,  the  tarsal 
and  ankle  joints  are  most  frequently  involved.  X-ray 
examination  reveals  extensive  destruction  and  dis- 
solution of  the  bones,  unrelated  to  osteoporosis  or 
osteomyelitis. 

Neuropathic  ulcer.  Neuropathic  ulcer  is  usually 
painless  and  occurs  at  a site  of  pressure,  most  often 
the  head  of  a metatarsal  bone.  Since  the  lesion  is 
neuropathic,  there  is  usually  an  excellent  blood 
supply.  This  lesion  may  attract  the  attention  of  the 
patient  only  because  of  the  presence  of  a serous  dis- 
charge on  the  sock. 

Mononeuropathy.  Mononeuropathy  or  mono- 
neuropathy multiplex  is  presumably  a result  of  nerve 
infarction  due  to  vascular  involvement.21  Although 
the  evidence  is  limited,  the  clinical  picture  is  com- 


patible with  such  a pathogenesis.  Any  nerve  may  be 
involved,  including  those  of  the  eye  muscles.  Its 
importance  is  underscored  by  its  frequent  occur- 
rence; mimicry  of  other  syndromes,  such  as  those  of 
gallbladder,  acute  coronary  artery  disease,  and  acute 
abdominal  involvement;  and  frequent  misdiag- 
nosis. 

Extraocular  muscle  palsies  are  usually  preceded 
by  pain  on  the  affected  side;  involve  the  third,  sixth, 
or  fourth  nerves;  and  are  characterized  by  a tendency 
to  spontaneous  resolution  in  about  three  months. 

Visceral  neuropathy.  The  symptoms  and  signs 
included  in  visceral  neuropathy  have  been  referred 
to  as  “pseudotabes  diabetica,”  since  they  mimic  so 
closely  the  symptomatology  of  tabetic  syphilis.  This 
suggests  that  the  site  of  the  pathologic  lesion  is 
identical  with  tabes.  The  visceral  involvement  is  of 
exceeding  importance,  since  it  results  in  syndromes 
that  simulate  many  other  disease  entities. 

Gastrointestinal  tract.  Esophageal  neuropathy 
is  characterized  by  impairment  of  motility,  identified 
by  intraesophageal  manometry. 

Gastroparesis  diabeticorum  is  characterized  by 
delayed  emptying  of  the  stomach  with  marked  re- 
tention. This  may  lead  to  poor  diabetic  control  be- 
cause of  the  unpredictable  and  irregular  absorption 
of  food.  It  is  often  associated  with  diabetic  diar- 
rhea. 

Diabetic  enteropathy  is  customarily  referred  to  as 
diabetic  diarrhea;  however,  the  former  term  em- 
phasizes that  the  clinical  symptomatology  is  attrib- 
utable to  dysfunction  of  the  small  intestine.  The 
clinical  picture  is  characterized  by  intermittent  re- 
current attacks  of  nocturnal  or  postprandial  diarrhea, 
a tendency  to  nocturnal  fecal  incontinence,  a defi- 
ciency pattern  on  x-ray  films,  associated  autonomic 
and  peripheral  neuropathy,  and  normal  exocrine 
pancreatic  function. 

Recently,  malabsorption  has  been  described  in 
diabetes  with  diarrhea.  Its  relationship  to  diabetes, 
if  any,  is  still  unresolved.  However,  the  necessity  for 
proper  diagnosis  is  underscored  by  the  dramatic  re- 
sponse of  the  malabsorption  syndromes  to  a gluten- 
free  diet. 

Genitourinary  tract.  Bladder  involvement  may 
progress  to  complete  paralysis.  The  neurogenic 
vesical  dysfunction,  which  can  be  documented  by  an 
abnormal  cystometrogram,  is  directly  comparable  to 
the  cord  bladder  of  tabes.  Prompt  recognition  is 
urgent  to  avoid  secondary  infection,  which  inevitably 
leads  to  ascending  pyelonephritis. 

Impotence  is  far  more  common  in  diabetic  than  in 
nondiabetic  individuals,  affecting  50  to  60  percent 
of  all  diabetic  males  past  adolescence.  This  fact 
indicates  that  some  aspect  of  the  diabetic  state  is  a 
factor. 

An  understanding  of  the  mechanism  of  erection 
helps  understand  the  contributory  aspects  of  dia- 
betes. Erection  is  the  result  of  marked  engorgement 
of  the  penis  with  blood.  As  a result  of  tactile  or 
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psychic  influences,  reflex  impulses  course  down  the 
spinal  cord  to  the  autonomic  nervous  system  in  the 
pelvis.  These  are  the  nervi  erigentes  -the  nerves  of 
erection.  These  nerves  dilate  the  arteries  to  the 
penis  so  that  an  enormous  amount  of  blood  can  rush 
into  the  corpora  cavernosa  and  corpus  spongiosum 
resulting  in  an  erection.  If  these  nerves  become 
pathologically  involved,  there  is  no  dilatation  of  the 
penile  arteries,  no  engorgement  of  the  penis  with 
blood  and  hence,  no  erection.  This  is  precisely  what 
happens  in  the  diabetic  individual  with  pelvic  auto- 
nomic nervous  system  involvement. 

One  must  always  remember  that  any  and  all  causes 
of  impotence  in  the  nondiabetic  population  may  also 
cause  impotence  in  the  diabetic  patient.  Thus,  it 
becomes  mandatory  to  consider  all  these  possibilities 
and  make  the  differential  diagnosis.  Frequently, 
impotence  is  the  presenting  clinical  symptom  of  di- 
abetes.22 

For  therapy,  unfortunately,  there  is  no  known 
measure  for  reversing  the  nerve  pathologic  condition. 
However,  there  are  two  surgical  approaches  that  may 
be  helpful.  The  surgical  implantation  of  a silicone 
rod  into  the  corpora  cavernosa  does  not  produce  an 
erection  but  does  result  in  sufficient  rigidity  to  per- 
mit entrance  into  the  vagina.  Another  surgical  ap- 
proach is  the  implantable  erectile  prosthesis  which 
consists  of  a pump,  a fluid  storage  reservoir,  and  in- 
flatable cylinders.  By  triggering  a pump  in  the 
scrotal  sac,  the  fluid  in  the  reservoir  is  moved  into  the 
elastic  hollow  implants  in  the  penis  resulting  in  an 
erection. 

This  dynamic  prosthesis  also  permits  flaccidity  on 
demand. 

Retrograde  ejaculation,  although  not  common, 
occurs  more  frequently  than  appreciated.  This  is  a 
neuropathic  feature.23 

Autonomic  nervous  system.  The  involvement  of 
the  autonomic  nervous  system  in  diabetes  may  be  so 
extensive  as  to  simulate  the  effects  of  a sympathec- 
tomy. Postural  or  orthostatic  hypotension  results 
from  the  presence  of  a dilated  peripheral  vascular  bed 
unable  to  constrict,  thus  serving  as  a reservoir  for  a 
considerable  proportion  of  the  total  blood  volume. 
Further  evidence  of  the  lack  of  neural  reflex  is  the 
absence  of  a compensatory  tachycardia.  Other  evi- 
dences of  autonomic  nervous  system  involvement 
include  anhidrosis,  vasomotor  instability,  tachycar- 
dia, dependent  edema,  trophic  skin  disturbances,  and 
reversal  of  the  skin  temperature  gradient. 

Newer  knowledge  of  cardiovascular  reflex  in- 
volvement as  a result  of  diabetic  autonomic  neu- 
ropathy has  linked  this  with  vascular  events  in  the 
diabetic  patient  involving  the  brain,  heart,  and  feet. 
These  are  the  product  of  autonomic  involvement 
superimposed  on  existing  arteriosclerosis.  Ortho- 
static hypotension  may  lead  to  cerebral  ischemia  and 
infarction;  involvement  of  the  cardiac  nerves  may 
lead  to  cardiac  dysfunction  and  infarction;  and  pe- 
ripheral sensory  and  autonomic  nerve  involvement 
play  a role  in  the  development  of  gangrene.  As  a 


result  of  disruption  of  cardiovascular  reflexes,  there 
is  interference  with  homeostatic  mechanisms  which 
may  precipitate,  accelerate,  or  play  a determinant 
role  in  vascular  events  which  are  now  the  chief  causes 
of  morbidity  and  death  in  the  diabetic  indi- 
vidual.24 

Diagnosis  of  diabetic  neuropathy.  There  are  no 
pathognomonic  signs,  symptoms,  or  laboratory 
findings  to  establish  beyond  question  a diagnosis  of 
diabetic  neuropathy.  The  most  consistent  labora- 
tory feature  is  a modest  elevation  of  the  cerebrospinal 
fluid  protein,  usually  up  to  60  or  100  mg.  per  100  ml., 
and  rarely  more  than  200  mg.  per  100  ml.  This  is 
present  in  about  80  percent  of  patients  with  neuro- 
logic involvement.  Since  neuropathy  may  occur 
independently  of  the  control,  severity,  or  the  dura- 
tion of  diabetes,  it  is  evident  that  neuropathy  may  be 
the  presenting  clinical  manifestation  of  diabetes. 
Hence,  if  a neurologic  syndrome  is  suggestive  of  di- 
abetic neuropathy,  and/or  there  is  a family  history 
of  diabetes,  then  diabetes  must  be  suspected  and 
appropriately  investigated  to  establish  or  eliminate 
the  diagnosis.  A specific  clue  to  unrecognized  dia- 
betes is  the  bilateral  absence  of  ankle  jerks.  In  the 
absence  of  any  other  explanation,  this  finding  makes 
the  exclusion  of  diabetes  mandatory  and  its  presence 
most  probable. 

Therapy  of  diabetic  neuropathy.  There  is  no 
specific  therapy  for  diabetic  neuropathy.  Although 
many  claims  have  been  made  intermittently  for  the 
various  components  of  the  vitamin  B complex  indi- 
vidually and  in  combination,  our  experience  has  been 
uniformly  disappointing.  The  same  applies  to  the 
suggested  use  of  other  agents  such  as  saline,  procaine, 
phenothiazide  derivatives,  and  so  forth.  Recently, 
diphenylhydantoin  (Dilantin)  has  been  used  in 
treatment  of  the  painful  forms  of  diabetic  neuropa- 
thy with  encouraging  results;  this  also  applies  to  the 
use  of  carbamezapine  (Tegretol). 

Some  of  the  lesions  are  amenable  to  therapy,  and 
some  recover  spontaneously.  Among  the  latter  are 
the  external  ocular  palsies,  which  almost  invariably 
regress  spontaneously  in  from  6 to  12  weeks.  The 
severely  painful  or  “neuritic”  type  of  neuropathy, 
which  may  be  associated  with  atrophy,  considerable 
weakness,  or  even  frank  paresis,  usually  clears 
spontaneously  in  from  3 to  18  months,  with  6 months 
as  a general  average.  The  neurogenic  bladder,  when 
conservative  measures  fail,  may  be  relieved  dra- 
matically by  resection  of  the  internal  vesical 
sphincter.  The  diabetic  diarrheas  frequently  re- 
spond to  a broad-spectrum  antibiotic.  Charcot 
joints  may  be  helped  considerably  by  orthopedic 
devices  that  relieve  weight-bearing.  Neuropathic 
ulcers,  if  conservative  measures  fail,  may  be  treated 
by  local  surgery  which  may  include  removal  of  the 
offending  pressure-producing  head  of  the  underlying 
metatarsal  bone.  Postural  hypotension  is  helped  by 
salt-retaining  hormones  and  particularly  by  the  ap- 
plication of  an  Air  Force  antigravity  suit.  General 
symptomatic  measures,  including  warmth,  good 
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nutrition,  relief  of  pain,  and  proper  diabetic  control 
are  indicated. 
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Immune  globulin  treatment 
brings  decline  in  Rh  disease 

Rh  hemolytic  disease,  a serious  and  often  fatal  illness  of 
the  newborn,  has  been  reduced  in  the  United  States  in  the 
past  ten  years,  hut  more  efforts  are  needed  to  eliminate  the 
disease  completely. 

A research  group  from  the  Center  for  Disease  Control, 
Atlanta,  reports  in  the  September  28  Journal  of  the 
American  Medical  Association  that  infant  deaths  from  Rh 
disease  decreased  from  941  in  1968  to  269  deaths  in 
1975. 

Rh  disease  is  an  illness  that  occurs  when  a mother  who 
has  the  Rh-negative  factor  in  her  blood  gives  birth  to  an 
Rh-positive  infant.  The  child  is  seriously  ill  from  the  clash 
of  blood  factors  in  the  body.  The  condition  can  be  treated 
by  exchange  blood  transfusions  in  the  infant,  but  some- 
times it  is  fatal. 

Usually  the  first  pregnancy  of  the  Rh-negative  mother 
causes  no  serious  problem  in  the  infant.  But  the  act  of 
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birth,  or  abortion  or  miscarriage,  sensitizes  the  mother  to 
the  blood  factor,  and  subsequent  infants  may  have  serious 
problems. 

The  further  sensit  ization  may  be  forestalled  by  admin- 
istering Rh  immune  globulin  to  the  mother  following  de- 
livery, or  following  abortion  or  miscarriage.  This  sub- 
stance has  been  available  since  1968,  and  its  use  has  grown 
steadily  through  t he  decade. 

Rh  immune  globulin  was  administered  to  80  percent  of 
eligible  Rh-negative  women  in  1974,  and  to  82  percent  in 
1976. 

The  researchers  point  out  that  in  the  next  decade  most 
women  sensitized  before  Rh  immune  globulin  became 
available  will  complete  their  families,  and  if  it  is  used  ef- 
fectively “we  should  observe  the  virtual  disappearance  of 
Rh  sensitization  and  Rh  hemolytic  disease.”  This  will 
require  an  extra  effort  on  the  part  of  the  medical  commu- 
nity to  raise  the  82  percent  figure  to  as  near  as  possible  100 
percent. 

The  report  is  by  J.  William  Flynt,  Jr.,  M.D.,  and  col- 
leagues. 
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While  RDS  (respiratory  distress  syndrome)  is  a 

major  cause  of  morbidity  and  death  in  the  neonatal 
population  as  a whole,  infants  of  diabetic  mothers  are 
almost  six  times  as  likely  to  be  affected  by  this  syn- 
drome as  infants  born  to  nondiabetic  mothers.1  In 
light  of  previous  evidence  suggesting  a physiologic 
role  for  glucocorticoids  in  lung  maturation,2  the  work 
of  Smith  et  al.3  with  insulin  and  cortisol  in  cultured 
rabbit  fetal  lung  cells  provides  an  understanding  and 
possible  explanation  for  what  might  account  for  this 
higher  risk  in  the  hyperinsulinemic,  diabetic  state. 
While  the  therapeutic  future  in  prevention  of  RDS 
in  infants  of  diabetic  mothers  might  lie,  as  suggested 
by  Stubbs  and  Stubbs,4  in  the  provision  of  agents 
which  would  have  the  effect  of  increasing  phospho- 
lipid precursor  substrate  availability  in  the  lung  with 
a resultant  increased  production  of  surfactant,  there 
are,  unfortunately,  no  such  agents  available  at  this 
time.  Thus,  there  is  a need  to  assess  fetal  lung  ma- 
turity accurately  in  order  that  delivery  might  be 


There  were  no  instances  of  RDS  ( respiratory  distress 
syndrome)  or  poor  Apgar  scores  in  ten  infants  born 
to  diabetic  mothers  following  report  of  AT  (amniotic 
fluid)  lecithin  concentration  greater  than  5 mg.  per 
100  ml.  and  the  presence  of  PG  (phosphatidylgly- 
cerol) in  the  amniotic  fluid.  It  is  therefore  suggested 
that  when  AF  lecithin  is  more  than  5 mg.  per  100  ml. 
and  PG  is  present,  the  chance  of  the  development  of 
RDS  in  the  newborn  infant  is  extremely  small. 


carried  out  before  the  potential,  adverse  effects  of 
diabetes  on  the  pregnancy  have  been  felt,5  but  after 
the  lung  has  matured  sufficiently  to  preclude  RDS 
in  the  neonate. 

Noting  that  infants  who  breathed  normally  all  had 
amniotic  fluid  lecithin  concentrations  of  3.5  mg.  per 
100  ml.  or  greater,  while  those  experiencing  breathing 
difficulties  had  lecithin  concentrations  below  3.5  mg. 
per  100  ml.,  Bhagwanani,  Fahmy,  and  Turnbull1’ 
concluded  that  a reliable  method  for  assessing  fetal 
maturity  is  by  determination  of  amniotic  fluid  leci- 
thin concentration.  This  conclusion  was  in  accord 
with  an  earlier  report  which  found  lecithin  concen- 
tration to  be  more  reliable  than  the  L/S  (lecithin: 
sphingomyelin)  ratio  in  predicting  prematurity  and 
likelihood  of  developing  RDS.7  The  results  of  these 
two  studies,  however,  derive  from  and  are  applicable 
to  nondiabetic  patient  populations.  Most  investi- 
gations of  diabetic  pregnancies  have  shown  that  there 
is  a significant  risk  of  the  development  of  RDS  even 
when  L/S  is  indicative  of  fetal  lung  maturity.8’9 

Since  work  with  lecithin  concentration  in  diabetic 
pregnancies  is  scanty,  and  since  PG  (phosphatidyl- 
glycerol) and  PI  (phosphatidylinositol),  two  com- 
ponents of  surfactant,  have  been  well  correlated  with 
lung  maturity  in  nondiabetic  pregnancies,10  but  not 
in  diabetic  pregnancies,  we  decided  to  assess  the 
predictive  value  of  amniotic  fluid  PG,  PI,  and  lecithin 
concentrations  on  the  incidence  of  RDS  in  infants 
born  to  diabetic  mothers. 

Material  and  methods 

Study  group  and  management.  All  pregnant, 
diabetic  patients  seen  at  either  the  Long  Island 
Jewish-Hillside  Medical  Center  or  its  Queens  Hos- 
pital Center  affiliate  who  were  undelivered  as  of 
March  25,  1978,  were  considered  candidates  for  en- 
trance to  this  prospective  study.  Management  of 
those  diabetic  preghancies  differed  from  that  which 
has  already  been  described11  only  in  that  amniotic 
fluid  lecithin  concentration  and  PG  presence  were 
noted  when  amniocentesis  was  performed.  Initial 
transabdominal  amniocentesis  was  performed  be- 
tween 35  and  37  weeks  of  gestation,  at  term  in  Class 
A diabetic  patients,  and  followed  by  repeat  amnio- 
centesis at  weekly  intervals  until  a positive  result  was 
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TABLE  I.'  Maternal  diabetic  history,  mode  of  delivery,  fetal  lung  maturity  testing  and  outcome  of  ten  diabetic 
pregnant  patients  and  their  neonates:  data  obtained  from  patients  who  were  managed  and  delivered  between  March 

and  November,  1978 


Diabetes 

Mellitus 

Class 

Date  and  Result  of  Amniocentesis 

Mode  of 
Delivery 

Gestation 
at  First 
Amniocentesis 
(weeks) 

Gestation  at 
Delivery 
(weeks) 

Amniocentesis 
to  Delivery 
(days) 

Apgar 

Scores 

C 

3/27/78:  Lee*  > 5 mg.  per  100  ml.,  PG 
absent;  4/3/78:  Lee  < 5 mg.  per  100 
ml.,  Pg  present;  4/7/78:  Lee  > 5 
mg.  per  100  ml.,  PG  present 

Low  MFDt 
induction 

37 

38.5 

1 

7/10ttt 

B 

7/19/78:  Lee  > 5 mg.  per  100  ml.,  PG 
present,  PI  present 

NSVD** 

39 

39 

2 

10/10ttt 

A 

7/21/78:  Lee  > 5 mg.  per  100  ml.,  PG 
present,  PI  present 

Primary 

C/Stt 

40 

40 

4 

9/10ttt 

D 

7/28/78:  Lee  > 5 mg.  per  100  ml.,  PG 
present,  PI  present 

Primary 

C/Stt 

36 

36 

Same 

day 

9/10ttt 

B 

8/9/78:  Lee  > 5 mg.  per  100  ml.,  PG 
present,  PI  present 

Repeat 

C/Stt 

37 

37 

1 

9/10ttt 

C 

8/29/78:  Lee  = 5 mg.  per  100  ml.,  PG 
present,  PI  present;  9/6/78:  Lee  > 
5 mg.  per  100  ml.,  PG  present,  PI 
present 

NSVD** 

following 

oxytocin 

induction 

36.5 

36.5 

1 

9/10ttt 

B 

8/23/78:  Lee  < 5 mg.  per  100  ml.,  PG 

absent,  PI  present;  9/6/78:  Lee  > 5 
mg.  per  100  ml.,  PG  present,  PI 
present 

Repeat 

C/Stt 

35 

37 

1 

9/10ttt 

C 

9/22/78:  Lee  = 5 mg.  per  100  ml.,  PG 
negative,  PI  present;  9/29/78:  Lee 
> mg.  per  100  ml.,  PG  absent,  PI 
absent;  10/2/78:  Lee  > 5 mg.  per 
100  ml.,  PG  present,  PI  present 

Primary 

C/Stt 

34 

36 

1 

9/10ttt 

D 

10/17/78:  Lee  > 5 mg.  per  100  ml.,  PG 
present,  PI  present 

LFD*** 

36 

37.5 

1 

9/10ttt 

B 

10/18/78:  Lee  = 5 mg.  per  100  ml.,  PG 
absent,  PI  present;  10/27/78:  Lee 
= 5 mg.  per  100  ml.,  PG  present,  PI 
present;  11/1/78:  Lee  > 5 mg.  per 
100  ml.,  PG  present,  PI  present 

Repeat 

C/Stt 

37.5 

39.5 

1 

9/10ttt 

* Lee  = lecithin, 
t MFD  = midforceps  delivery. 

**  NSVD  = normal  spontaneous  vaginal  delivery, 
tt  C/S  = cesarean  section. 

***  LFD  = low  forceps  delivery. 
m = no  respiratory  distress  syndrome. 


obtained.  An  amniocentesis  result  was  positive 
when  PG  was  present  and  when  the  lecithin  con- 
centration was  greater  than  5 mg.  per  100  ml.,  this 
figure  having  been  selected  arbitrarily.  A positive 
result  was  considered  evidence  of  fetal  lung  maturity 
and  constituted  reason  for  delivery.  Following  de- 
livery, one-  and  five-minute  Apgar  scores  were  re- 
corded, and  the  presence  or  absence  of  RDS  was 
noted  both  on  initial  examination  of  the  newborn  and 
in  subsequent  neonatal  follow-up  management. 

Laboratory  procedure.  The  procedure  for  es- 
timation of  lecithin,  PG,  and  PI  is  a rapid  modifica- 
tion of  our  previously  published  procedure  for  the 
determination  of  lecithin  in  amniotic  fluid.12,13  This 
modification  is  being  published  separately;  the 
manuscript  is  now  in  preparation.  Results  given  by 
this  method  are  expressed  as  lecithin  less  than,  equal 
to,  or  greater  than  5 mg.  per  100  ml.  amniotic  fluid. 
Information  is  also  given  concerning  the  presence  or 
absence  of  PI  and  PG. 


Results 

Our  results  are  summarized  in  Table  I.  Ten  pa- 
tients were  delivered  following  a positive  amnio- 
centesis result  between  March  and  November,  1978. 
One  patient  was  delivered  on  the  same  day  as  the 
positive  amniocentesis,  seven  patients  within  one  day 
of  a positive  result,  one  patient  within  two  days,  and 
one  patient  within  four  days.  Variation  from  patient 
to  patient  in  time  between  a positive  amniocentesis 
finding  and  delivery  was  related  to  the  individual- 
ization of  the  mode  of  delivery  as  determined  by  the 
clinical  condition  of  the  cervix,  diabetic  classification, 
and  past  obstetric  history.  All  10  neonates  had  good 
Apgar  scores  at  one  and  five  minutes,  and  no  points 
were  lost  as  a result  of  impaired  respiratory  func- 
tioning. There  were  no  instances  of  RDS. 

Comment 

It  has  recently  been  suggested  that  appearance  of 
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PG  in  the  amniotic  fluid  of  diabetic  pregnancies  is 
predictive  of  the  absence  of  RDS  in  the  newborn.14 
Our  experience  to  date  tends  to  support  these  find- 
ings. We  feel,  however,  that  the  measurement  of 
lecithin  concentration,  in  addition  to  PG,  increases 
the  chance  of  accurately  predicting  fetal  lung  ma- 
turity in  infants  of  diabetic  mothers. 

It  is  interesting  to  note  that  the  presence  of  PI  did 
not  result  in  any  respiratory  problem  in  the  newborn. 
Ideally,  one  would  like  to  see  the  presence  of  PG  and 
the  absence  of  PI.  PG  starts  to  appear  in  amniotic 
fluid  after  36  weeks  of  gestation,  whereas  PI  peaks 
at  approximately  37  weeks  of  gestation  and  declines 
as  the  term  approaches.  Admittedly,  the  number  of 
samples  in  this  study  is  small,  but  the  fact  that  there 
was  no  incidence  of  RDS  in  the  newborn  infant  is 
encouraging. 

At  this  institution  we  use  a package  of  tests  to  as- 
sess fetal  lung  maturity.  This  consists  of  the  deter- 
mination of  amniotic  fluid  lecithin,  PG,  PI,  creati- 
nine, bilirubin,  and  “shake"  test.  Each  of  these  tests 
alone  carries  with  it  certain  problems.  For  example, 
if  the  shake  test  result  is  positive,  it  is  an  excellent 
reassurance  that  the  baby’s  lung  is  “mature"  and  that 
it  will  be  free  of  RDS,  even  if  the  mother  is  diabetic. 
However,  intermediate  and  negative  shake  testing 
findings  do  not  mean  much  because  of  the  high  in- 
cidence of  false  negative  results.  The  same  type  of 
problems  exist  if  one  examines  each  one  of  the 
aforementioned  tests  individually.  So,  it  is  reason- 
able to  suggest  that  for  prevention  of  RDS,  there  is 
a need  for  a combination  of  certain  tests  such  as 
mentioned  in  this  study. 

Summary 

Ten  diabetic  pregnant  patients  were  followed  by 
serial  amniotic  fluid  determinations  of  lecithin,  PG 
(phosphatidvlglycerol),  and  PI  (phosphatidylinosi- 
tol)  during  the  last  trimester  of  gestation.  It  was 


found  that  when  lecithin  was  greater  than  5 mg.  per 
100  ml.  and  PG  was  present,  whether  PI  was  present 
or  absent,  the  baby’s  lung  was  mature  and  did  not 
develop  respiratory  distress  syndrome  postnatally. 

270-05  76th  Avenue 
New  Hyde  Park,  N.Y.  11042 
(DR.  AYROMLOOI) 
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A ninth-century  Persian  physician,  known  in  the 
West  as  Rhazes,  gained  great  fame  in  medicine.  One 
of  his  aphorisms  became  famous:  “Truth  in  medi- 
cine is  an  unattainable  goal,  and  the  healing  art  de- 
scribed in  books  is  much  inferior  to  the  experience 
of  a thoughtful  physician.” 

This  is  still  quite  true. 

In  the  practice  of  otolaryngology,  clinical  judg- 
ment, based  on  an  accurate  history,  together  with  the 
physical  examination,  remains  the  basis  for  recom- 
mending T and  A (tonsillectomy  and  adenoidectomy) 
procedures. 

New  ideas,  new  theories,  and  the  new  scientific 
advances  may  only  somewhat  alter  the  management 
of  the  most  common  conditions  in  otolaryngology. 

Many  advances  of  middle-ear  restoration  surgery 
have  come  to  fruition  in  this  era.  Yet  a very  basic 
concept  is  that,  for  good  otologic  results,  problems 
of  the  nose  and  throat  need  to  be  solved  in  advance 
of  any  definitive  otologic  surgery.  This  includes  the 
elimination  of  hypertrophied,  chronically  infected 
tonsils  and  adenoids. 

For  generations  it  has  been  accepted  that  chroni- 
cally infected  teeth,  tonsils,  or  sinuses  need  be  cleared 
and  cleaned  out  since  they  pose  the  threat  of  systemic 
disease.  They  certainly  need  to  be  tended  to  as  a 
preventive  measure  in  managing  ear  disease  before 
it  proceeds  to  the  need  for  tympanoplastic  surgery. 

Chronic  secretory  otitis  has  long  been  a problem, 
but  a larger  problem  at  present  is  a consensus  of  what 
is  truly  a definition  of  chronic.  Where  do  the  in- 
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flammatory  changes  due  to  viral  and  bacterial  in- 
flammation end?  How  shall  they  be  treated? 
Where  does  infection  end  and  allergy  begin?  Does 
allergy  cause  eustachian-tube  malfunction?  Is  the 
tube  or  the  middle  ear  itself  a shock  organ?  Can 
allergy  exist  as  a cause  of  middle-ear  disease  without 
positive  skin  test  findings?1,2  Does  there  need  to  be 
an  elevation  of  Ig  (immunoglobulin)E  for  allergy  to 
cause  trouble? 

Tympanostomy  tubes  are  a boon  to  modern  otol- 
ogy in  the  treatment  of  true  chronic  secretory  otitis. 
When  should  they  be  used?  Are  they  being  over- 
used? Are  they  a preferred  method  of  treating  otitis, 
whether  it  be  recurrent  purulent  or  chronic  secretory 
otitis?  Is  their  use  preferred  to  removing  hyper- 
trophied infected  tonsils  and  adenoids? 

Good  clinical  judgment,  based  on  a thorough  his- 
tory and  physical  examination,  should  be  the  basis 
of  the  management  of  specific  cases. 

The  immune  system  functions  via  the  lymphoid 
system;  tonsils  and  adenoids  are  a part  of  this  system. 
Logically,  then,  is  it  not  incorrect  to  remove  a portion 
of  the  system  that  might  affect  the  immunity  that 
obviates  the  problems? 

New  trends 

In  a recent  study  from  Sweden,  despite  the  coun- 
try’s very  low  incidence  of  tonsil  and  adenoid  surgery, 
274  children  with  adenoids  were  submitted  to  sur- 
gery*; 94  children  were  operated  on  for  recurrent 
otitis  media  and/or  otosalpingitis  (middle-ear  effu- 
sion), and  60  for  repeated  upper  respiratory  infec- 
tions and  nasal  obstruction.  When  studied,  49.2 
percent  were  atopic. 

In  41  percent,  recurrent  otitis  media  history  was 
noted  in  at  least  one  parent  or  sibling.  There  were 
atopic  diseases  in  24.4  percent. 

Improved  methods  for  allergy  evaluation  will, 
hopefully,  soon  be  available.  Kjellman4  reports  that 
the  direct  sandwich  radioimmunoassay  (the  Prist 
method)  is  superior  for  analysis  of  IgE;  he  indicates 
that  an  IgE  analysis  in  children  referred  for  ade- 
noidectomy may  prove  of  value  in  finding  those  who 
may  benefit  from  allergologic  treatment.  This  would 
be  particularly  applicable  to  children  with  a family 
history  of  atopic  disease. 

Children  with  recurrent  exudative  tonsillitis  show 
a significant  presence  of  hypergammaglobulinemia. 
The  evidence  that  the  secretory  and  humoral  im- 
mune systems  are  compromised  subsequent  to  ade- 
notonsillectomy  has  been  disproved.5 

After  T and  A there  is  a quantitative  shift  in  the 
oropharyngeal  bacterial  microflora;  there  are  no 
qualitative  changes  in  the  normal  resident  bacterial 
oropharyngeal  microflora.6 

EBV  (Epstein-Barr  viral)  infections  (without 
mononucleosis)  have  been  found  in  the  sera  of  most 
patients  who  have  Streptococcus  pyogenes  cultured 
from  the  throat.  Thus,  exudative  tonsillitis  would 
suggest  a bacterial-viral  etiologic  factor.7 
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Veltri,  Sprinkle,  and  McClung8  confirmed  the  re- 
lationship and  found  significant  IgM  specific  anti- 
body titer  changes  for  EBV  occurring  in  patients  with 
the  same  disease.  Werner  et  al.9  inoculated  gibbons 
intratonsillarly  with  EBV;  all  animals  contracted 
exudative  tonsillitis,  and  their  sera  converted  fol- 
lowing incubation.  Veltri,  McClung,  and  Sprinkle10 
found  evidence  of  the  EBV  and  the  nuclear  antigen 
in  the  tonsil  lymphocytes  of  patients  with  exudative 
tonsillitis,  along  with  positive  serologic  reaction  to 
the  EBV  and  early  antigens  and/or  virus  capsid  an- 
tigen. 

The  EBV  is  a herpes-like  virus.  It  remains  in  the 
body  for  a long  time,  and  nonspecific  environmental 
factors  probably  play  a role  in  activating  clinical 
disease.11 

Retrospective  study  indicates  a large  majority  of 
children  with  chronic  secretory  otitis  media  are 
permanently  cured  with  T and  A and  myringotomy.2 
Following  T and  A:  (1)  pathogens  are  reduced  or 
eliminated  from  the  pharynx,  (2)  the  goal  to  accom- 
plish the  reduction  or  elimination  of  pathogens  for 
treating  recurrent  exudative  tonsillitis  and  chronic 
secretory  otitis  media  is  obtained,  and  (3)  S.  py- 
ogenes, Staphylococcus  aureus,  and  Hemophilus 
influenzae  are  markedly  reduced.6 

In  the  effusions  of  middle  ears  the  following  have 
been  demonstrated: 

1.  Major  and  minor  immunoglobulins. 

2.  IgA  present  and  locally  synthesized. 

3.  Lysozyme. 

4.  Lysosomal  enzyme. 

5.  Elevated  isoenzymes  4 to  5 of  lactic  dehydroge- 
nase. 

6.  Antibodies  to  viruses,  although  at  a lower  level 

than  in  paired  sera. 

The  middle-ear  lining  has  mucociliary  and  secre- 
tory properties.  Globulins  suggest  immunologic 
etiology,  and  the  enzymes  are  indicative  of  inflam- 
matory changes.12-14 

The  lysosome  of  phagocytic  cells  of  the  reticulo- 
endothelial system  is  the  likely  source  of  lysozyme 
and  lysosomal  enzymes.15  The  presence  of  such 
potent  antimicrobial  enzymes  in  combination  with 
immunoglobulins  provides  a basis  for  the  reduced 
number  of  microflora  found  in  secretory  otitis. 

Lysosomal  enzymes  are  released  from  polymor- 
phonuclear leukocytes,  the  alternate  pathway  of  C 
(complement)  activation,  and  this  suggests  the  classic 
C cascade  and  inflammatory  mediator  system  in- 
teraction. The  presence  of  specific  antibody,  source 
of  antigen  (microbes  of  the  oropharynx),  and  lyso- 
somal enzymes  may  provide  a basis  of  recurrence  of 
secretory  otitis  media  as  well  as  cellular  pathology  of 
chronic  secretory  otitis  media.16 

Such  a mechanism  would  not  necessitate  suppu- 
rative infection  at  each  exacerbation;  it  merely  re- 
quires an  antigen  source  and  a locally  produced  or 
transudative  antibody.  Following  formation  of  such 


Tonsils  and  adenoids  are  still  a common  site  of  both 
acute  and  chronic  infection  of  the  respiratory  tract. 
However,  all  aspects  of  respiratory  infections  are  not 
clearly  understood.  Allergy,  immunology,  and 
virology  contribute  to  upper  respiratory  problems. 
The  incidence  of  tonsil  and  adenoid  surgery  has  de- 
clined but  still  continues  to  play  a prominent  role  in 
solving  recurrent  and  chronic  problems  of  the  ear  as 
well  as  of  the  nose  and  throat. 


immune  complexes,  activation  of  the  C cascade  oc- 
curs via  the  classic  pathway  Cl  through  C9,  or  the 
alternate  pathway,  C3  through  C9.16  Thus,  a theory 
can  be  hypothesized  on  this  for  an  immune-mediated 
etiopathogenesis  for  secretory  otitis  media. 

There  is  obviously  much  new  knowledge  applicable 
in  the  understanding  of  the  pathology  relative  to 
tonsils,  adenoids,  and  the  middle  ear.  Its  application 
in  the  care  of  related  problems  will  continue  to  define 
better  care. 

Changing  patterns 

In  western  New  York,  the  raw  number  of  T and  As 
performed,  contrasting  the  10-year  interval  between 
1967  and  1977,  showed  a 57-percent  reduction  of 
cases.  However,  the  birth  rate,  contrasting  1962  to 
1972,  also  showed  a 35-percent  reduction.  This 
would  indicate  a 37-percent  reduction  of  T and  A 
procedures  in  a given  population.  This  resembles 
the  nearly  50-percent  drop  in  rate  of  T and  As  re- 
ported by  the  National  Center  for  Health  statistics 
between  1965  and  1975. 17 

There  are  many  possible  reasons.  Has  it  to  do 
with  a “fad?”  Has  it  become  an  unpopular  method 
of  management?  Have  antibiotics  altered  the  course 
and  incidence  of  the  diseases  of  ear,  nose,  and  throat? 
Has  more  modern  appreciation  of  the  body’s  im- 
munodefense  system  caused  an  alteration  in  the 
application  of  surgery? 

Disease  incidence  patterns  certainly  change. 
Take,  for  example,  the  marked  contrasting  disease 
incidence  pattern  illustrated  in  the  figures  of  the 
admission  rates  to  the  Buffalo  Children’s  Hospital 
for  the  same  years.  Acute  rheumatic  fever  dropped 
from  an  incidence  of  15  to  2 cases  per  year  in  the 
10-year  span.  Acute  glomerulonephritis  dropped 
from  48  to  10  cases  per  year  during  the  same  interval. 
Each  of  these  is  an  approximate  79-percent  reduction 
in  incidence. 

Differing  opinions 

Disagreements  between  physicians  are  quite 
common  in  medical  history.  They  exist  today  and 
will  tomorrow.  Bacteriology  has  played  and  will 
continue  to  play  a pre-eminent  role  in  guiding  the 
rationale  of  therapy;  yet  allergy  and  immunology  are 
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TABLE  I.  Computer  analysis  of  parents'  responses 


Improvement  Levels 
0 (percent) 

Condition  and  Treatment 

—2 (percent) 

— 1 (percent) 

+1 (percent) 

"N 

+2 (percent) 

Totals 

Colds/respiratory  infections 

Treatment  without  antibiotics 

1 (0.3) 

188  (56.6) 

105  (31.6) 

38(11.4) 

332 

Treatment  with  antibiotics 

4 (1.2) 

196  (59.7) 

100  (30.4) 

28  (8.5) 

328 

Tonsillitis/severe  sore  throat 

Treatment  without  antibiotics 

211  (74.2) 

53  (18.6) 

20  (7) 

284 

Treatment  with  antibiotics 

195  (59.2) 

102  (31) 

32  (9.7) 

329 

Ear  infections 

(1.2) 

2 (0.5) 

238  (69.3) 

82  (23.9) 

20  (5.8) 

342 

coming  more  and  more  to  the  forefront  and  may 
supplant  bacteriology  in  allowing  us  to  deliver  better 
care. 

Although  respiratory  infections  are  the  most 
common  of  childhood  diseases,  they  remain  some  of 
the  most  poorly  understood.  With  identification  of 
viruses  as  the  causes  of  most  respiratory  diseases,  as 
well  as  controlled  epidemiologic  studies,  the  under- 
standing of  acute  respiratory  infections  is  gradually 
increasing.  Problems  still  exist,  however,  in  clini- 
cally differentiating  bacterial  from  viral  infections 
and  in  evaluating  the  host-organism  interaction. 

Bacteriology 

Recent  studies  have  shown  that  throat  cultures 
taken  in  the  usual  way  are  much  less  likely  to  reveal 
pathogenic  bacteria  than  are  cultures  taken  from  the 
tonsil  of  an  anesthetized  child,  which,  in  turn,  are  less 
likely  to  reveal  these  organisms  than  are  cultures  of 
the  parenchyma  of  the  excised  tonsil.18-20  The  dis- 
crepancy is  great  enough  to  invalidate  ordinary 
throat  cultures  as  a guide  to  the  adequacy  of  drug 
therapy.  The  results  also  indicate  that  chronic 
tonsillitis  is  a true  disease  entity  and  that  ordinary 
throat  cultures  fail  to  reveal  many  bacteria  present 
in  the  tonsils. 

Tonsil  and  adenoid  crypts  and  sinuses  can  harbor 
pathogens,  especially  when  the  nose  is  occluded  with 
obstructing  adenoids.  They  are  the  Pneumococcus 
and  Staphylococcus  and  others,  other  than  the  beta 
hemolytic  streptococcus  type  A strains  so  often 
feared.  With  these  studies,  it  obviously  comes  down 
to  a clinical  judgment  based  on  history  and  physical 
examination  as  to  when  surgery  is  indicated. 

Mechanical  problems 

The  occasional  grossly  obstructing  tonsil  and  ad- 
enoids case  badly  in  need  of  T and  A procedure  need 
not  be  subjected  to  cardiac  catheterization  or  blood 
gas  determinations,  but  it  has  been  shown  in  recent 
years  that  pulmonary  hypertension  and  cor  pulmo- 
nale can  be  indeed  proved. 

When  these  structures  are  hypertrophied  and 
cause  airway  obstruction,  feeding  and  speech  prob- 
lems, and  impaired  eustachian  tube  function  with 
associated  chronic  hearing  loss,  they  obviously  need 
to  be  removed. 

Orthodontics  has  proceeded  to  a prominent  role 


in  dental  care.  Many  of  these  children  have  ob- 
structing adenoids  which  contribute  to  what  is  con- 
sidered a significant  reason  for  poor  development  of 
the  maxilla.  Many  orthodontists,  speech  therapists, 
and  otolaryngologists  believe  enlarged  tonsils  con- 
tribute to  a reverse  swallow  or  tongue  thrust. 

In  an  attempt  to  shorten  protracted  orthodontic 
care,  the  removal  of  tonsils  and  adenoids  would  cer- 
tainly seem  to  play  a definite  role  by  overcoming  the 
poor  maxilla  development  and  assisting  in  the  ther- 
apy of  correcting  the  poor  tongue  habits  by  making 
more  room  for  the  tongue  in  the  pharynx. 

Purulent  Otitis 

Purulent  otitis  media  is  a common  infection.  It 
is  estimated  that  20  percent  of  children  are  affected 
at  some  stage,  and  about  one  third  of  these  have  re- 
currences. 

Prolonged  ear  drainage  and  recurrent  middle-ear 
infections  are  seen  more  frequently  in  unsatisfactory 
family  settings  and  in  poorer  socioeconomic  groups, 
such  as  the  Australian  aborigines  and  the  Canadian 
Eskimos.  It  is  not  known  whether  this  is  due  to  de- 
creased host  resistance,  poor  social  conditions,  or  lack 
of  medical  care,  but  all  three  certainly  lead  to  poorer 
end  results  in  larger  numbers  of  patients. 

Prospective  study 

The  Bluestone21  Pittsburgh  study  is  a well- 
planned  prospective  study;  the  author  correctly 
faults  the  meager  five  previous  such  prospective 
studies.  The  greatest  error  he  cites  is  the  exclusion 
of  children  most  severely  affected  by  tonsil-  and 
adenoid-related  conditions.  He  then  proceeds  to 
duplicate  the  error  by  excluding  three  of  these  groups 
in  his  study. 

When  these  children  are  operated  on,  the  author 
calls  the  results  dramatic.  These  “certain”  indicated 
cases  of  T and  A as  promulgated  by  the  Ad  Hoc 
Committee  on  Tonsillectomy  and  Adenoidectomy 
are  reported  to  be  only  a tiny  fraction  of  children 
undergoing  these  proceaures.22  Bluestone22  goes  on 
to  state  that  surgery  is  probably  justified  in  an  ap- 
preciably larger  proportion  of  children  than  in  those 
with  “certain”  indications.  It  is  these  data,  providing 
guidelines  for  conscientious  practitioners,  that  his 
group  is  attempting  to  compile. 

I sympathize  with  the  children  who  will  comprise 


December  1979/New  York  State  Journal  of  Medicine  2021 


TABLE  II.  Analysis  of  associated  problems 


Symptoms 

Worsened 

(per- 

cent) 

No 

Change 

(per- 

cent) 

Improved 

(per- 

cent) 

Totals 

Mouth  breathing. 

3(1) 

83  (28) 

209  (70) 

295 

snoring,  bleeding 
nose 

Swollen  neck  nodes 

3(1) 

31 (14) 

186  (84) 

220 

Poor  swallowing 

2(1) 

13(6) 

179 (92) 

194 

and  eating 
Slow  growth  and 

1 (1) 

7 (9) 

64  (88) 

72 

Development 
Hearing  loss 
Continuous 

4(7) 

47  (92) 

51 

Intermittent 

15  (15) 

19(19) 

63  (64) 

97 

Treatment  needed 

6(13) 

9(19) 

31 (67) 

46 

Allergy 

Suspected 

21  (18) 

56  (48) 

39  (33) 

116 

Proved 

8(34) 

7 (30) 

8(34) 

23 

the  control  group,  and  with  their  parents. 

Retrospective  study 

Frankly,  I believe  the  vast  majority  of  T and  A 
cases  done  in  Buffalo  are  benefited.  Most  of  them 
are  under  the  care  of  pediatricians  or  family  physi- 
cians who  refer  them  for  study  by  capable  otolaryn- 
gologists. When  opinions  concur,  they  become  the 
T and  A candidates. 

Four  years  ago  a retrospective  analysis  of  nearly 
400  questionnaires  returned  from  parents  of  children 
subjected  to  T and  A was  performed.  Table  I rep- 
resents a computer  analysis  of  the  responses. 

Improvement  levels 

Table  I illustrates  a marked  pattern  trend  of  im- 
provement. Parents  estimated  the  number  of  epi- 
sodes per  year  before  and  after  surgery.  They  were 
divided  into  three  categories:  0 to  5,  5 to  10,  and  over 
10. 

To  have  a reported  improvement  level  for  the 
computer  key  punching,  the  patient  would  need  to 
have  a change  of  incidence  of  infection  of  more  than 
five  bouts.  Two  levels  of  improvement  would  ne- 
cessitate a lessening  of  episodes  by  10  per  year. 

It  is  obvious  that  truly  significant  improvements 
would  be  needed  to  have  a patient’s  history  data  shift 
in  either  direction  on  the  improvement  level  scale  of 
the  computerized  data  sheet.  Obviously,  many  pa- 
tients had  multiple  presenting  problems. 

The  overall  trend  is  conspicuous.  Large  numbers 
of  patients,  accounting  for  significant  percentages, 
improved  one  and  two  levels.  Only  1 percent  of 
respiratory  infections  treated  with  antibiotics  be- 
came worse  following  surgery. 

Associated  problems 

Table  II  is  an  analysis  of  associated  problems. 
This  section  analysis  is  impressive  because  the  ma- 


jority of  patients  showed  symptoms  of  obstructed 
nasal  function,  poor  swallowing  and  eating  before 
surgery,  and  swollen  neck  nodes.  All  these  problems 
showed  marked  improvement.  In  addition,  those 
patients  with  poor  growth  and  development  and 
hearing  problems  also  improved.  About  one  third 
of  the  patients  with  suspected  or  proved  allergies 
improved  after  the  adenotonsillectomy. 

Similarly,  of  23  patients  with  proved  allergy,  about 
one  third  reported  increased  severity  or  frequency 
of  their  allergy  symptoms.  Of  116  patients  in  whom 
there  was  suspicion  of  allergy,  18  percent  reported  an 
increase  of  their  allergy  symptoms. 

Conclusion 

Excellent  medical  and  surgical  care  continues  to 
be  delivered  for  the  frequent  problems  of  hypertro- 
phied, chronically  infected  tonsils  and  adenoids. 
They  are  frequently  associated  with  otologic  dis- 
ease. 

Despite  decreases  in  T and  A over  the  past  few 
years,  recent  scientific  evidence  indicates  that  pa- 
tients truly  in  need  of  such  surgery  will  usually  ben- 
efit. 

Summary 

Respiratory  infections,  together  with  the  precise 
indications  for  T and  A,  are  not  fully  understood. 
Bacteriology  and  immunology  have  played  a prom- 
inent role  in  influencing  the  evaluation  of  otolaryn- 
gologic care.  They  will  continue  to  do  so,  along  with 
new  insights  in  the  field  of  virology. 

New  developments  in  these  fields  will  alter  opinion 
as  to  the  application  of  otolaryngologic  medical  and 
surgical  care.  However,  nothing  will  replace  accurate 
history  and  physical  examinations,  combined  with 
sound  judgments  in  the  application  of  this  knowl- 
edge. 

1326  Colvin  Avenue 
Buffalo,  New  York  14223 
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Toxicologists  war  against 
cyanide  poisoning  from  laetrile 

People  taking  laetrile  for  cancer  should  be  tested  regu- 
larly for  cyanide  poisoning.  And  now  with  a new  test  de- 
veloped here  patients  can  be  checked  easily  by  their  phy- 
sicians, says  Dr.  Thomas  Gardiner,  assistant  professor  of 
pharmacology  at  The  University  of  Texas  Health  Science 
Center  at  Dallas. 

“We  are  not  advocating  the  use  of  laetrile,  nor  are  we 
condemning  it,”  says  Gardiner.  “Our  tests  are  not  related 
to  whether  laetrile  is  effective  against  cancer.” 

He  and  his  associates  have  used  the  new  faster  and  more 
accurate  test  for  cyanide  in  the  blood  to  study  the  toxicity 
of  laetrile  (amygdalin)  in  rats  in  amounts  comparable  to 
those  being  given  to  cancer  patients  in  “laetrile  clinics.’’ 
Blood  levels  of  cyanide  found  in  the  study  are  in  the  range 
of  those  in  humans  reported  in  the  medical  literature  as 
cyanide  poisoning  victims.  The  Dallas  study  also  shows 
that  amygdalin  given  by  injection  intravenously  and  in- 
traperitoneally  (through  the  abdomen)  is  much  less  toxic 
than  amygdalin  given  orally. 

Until  now,  says  Gardiner,  no  one  has  measured  routinely 
the  production  of  cyanide  from  amygdalin  in  the  body 
because  blood  tests  for  cyanide  have  been  cumbersome  and 
time-consuming.  The  new  one  is  fast  as  well  as  accurate 
and  sensitive  enough  to  measure  cyanide  at  nonlethal 
levels. 

In  the  toxicity  study,  doses  of  10,  50,  and  250  milligrams 
of  amygdalin  per  kilogram  of  body  weight  were  given  daily 
to  different  groups  of  rats.  Control  groups  received  no 
amygdalin. 

All  those  taking  amygdalin  showed  toxic  levels  of  cyanide 
in  the  blood  with  those  taking  it  orally  having  a much 
higher  concentration.  The  maximum  blood  level  on  oral 
amygdalin  was  0.7  milligrams  per  liter,  seven  times  higher 
than  that  for  intravenous  and  21  times  higher  than  that  for 
intraperitoneal  injection.  Blood  cyanide  levels  as  low  as 
1.1  milligrams  per  liter  have  been  reported  in  fatal  cases 
in  humans. 

Laetrile  taken  by  mouth  produces  more  cyanide  in  the 
body  because  bacteria  in  the  intestine  are  very  active  in 
producing  enzvmes  that  break  the  compound  down.  And 
the  content  of  the  diet  affects  the  kind  and  number  of 
bacteria,  thus  affecting  the  amount  of  cyanide  produced. 

Thus  far,  six  deaths  from  laetrile  have  been  reported  in 
the  medical  literature.  Most  of  these  have  occurred  in 
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children  and  others  swallowing  laetrile  that  was  not  in- 
tended for  their  use. 

In  addition,  there  have  probably  been  a lot  of  unreported 
deaths  from  laetrile  in  the  opinion  of  Dr.  -James  Garriott, 
assistant  professor  of  pathology  and  pharmacology  at 
UTHSCD  and  chief  toxicologist  at  Southwestern  Institute 
of  Forensic  Sciences  (SIFS).  “Many  labs  don’t  test  for 
cyanide,  especially  in  cancer  patients.  The  symptoms  of 
cyanide  toxicity  are  symptoms  of  other  problems,  too — 
dizziness,  nausea  and  vomiting,  followed  by  low  blood 
pressure,  shock,  stupor,  coma,  respiratory  failure,  and 
ultimately  death.”  When  a patient  is  known  to  have 
cancer,  these  symptoms  may  be  thought  to  be  related  to  the 
disease  rather  than  to  cyanide  poisoning.  Some  deaths 
among  patients  taking  laetrile  have  probably  been  mis- 
takenly attributed  to  cancer. 

“We  are  not  addressing  whether  laetrile  works,”  says 
Garriott.  “It’s  a fact  of  life  that  people  are  taking  it — an 
estimated  100,000  people  in  this  country.  Physicians 
should  be  aware  that  cyanide  toxicity  is  a possibility  when 
patients  are  taking  laetrile.  They  should  monitor  the 
blood  for  cyanide.” 

Dr.  Bill  McAnalley,  instructor  of  pharmacology  at 
UTHSCD  and  toxicologist  at  SIFS,  suggests  that  physi- 
cians test  patients  for  cyanide  levels  before  beginning 
laetrile  treatment  and  test  them  periodically  for  changes. 
Ordinarily,  the  body  can  deal  with  cyanide  in  minute 
amounts.  Detoxification  takes  place  mostly  in  the  liver. 
But  in  this  study  the  maximum  cyanide  level  in  the  blood 
was  reached  within  six  hours  at  all  dosages,  and  laetrile 
dosing  of  patients  is  usually  every  six  hours.  This  means 
that  cyanide  would  be  accumulating  in  the  body  because 
the  body  does  not  have  time  to  eliminate  it  between 
doses. 

McAnalley  was  instrumental  in  developing  the  new 
blood  test,  an  adaptation  of  a method  using  a “specific  ion” 
electrode  to  measure  cyanide  in  waste  water.  The  blood 
test  method  was  reported  in  the  May/June  issue  of  Journal 
of  Analytical  Toxicology. 

Gardiner  cautions  against  applying  the  rat  study  directly 
to  humans.  “We  cannot  be  sure  that  this  extends  to  hu- 
mans. But  the  bottom  line  is — there’s  enough  evidence 
that  physicians  with  patients  taking  laetrile  should  be  alert 
to  the  possibility  of  cyanide  poisoning.” 

The  study  group  included  Gardiner,  McAnalley,  Gar- 
riott, and  D.  William  Lowry,  assistant  professor  of  pa- 
thology. 
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Enteric  Fistula 

Plea  for  early  diagnosis  and  surgical 
intervention 
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From  the  Surgical  and  Vascular  Service,  St.  Luke’s 
Hospital  Center,  and  St.  Vincent’s  Hospital  and 
Medical  Center 


Fistulation  between  an  aortic  graft  and  the  intesti- 
nal tract  is  perhaps  the  most  lethal  complication 
confronting  vascular  surgeons.  Such  fistulas  account 
for  approximately  one  half  of  aortic  prosthetic  graft 
infections,* 1’2  being  second  only  to  ascending  infection 
from  groin  incisions.  Primarily  the  duodenum  is 
involved,  in  approximately  80  percent  of  cases,  but 
reports  of  jejunal  and  ileal  involvement  have  been 
described.1-3 

In  examining  a 15-year  experience  with  aortic 
grafting  procedures,  a total  of  12  patients  with  a fis- 
tula between  an  aortic  prosthesis  and  either  the  du- 
odenum, in  11  patients,  or  the  jejunum,  in  1 patient, 
were  reviewed.  Eight  of  these  patients  had  had  the 
graft  inserted  at  St.  Luke’s  Hospital  Center,  and  four 
had  had  the  original  grafting  operation  elsewhere. 

Bifurcation  grafts  had  been  used  for  all  the  pri- 
mary procedures,  employed  following  aneurysmec- 
tomy in  eight  patients  and  as  aortofemoral  bypass 
grafts  for  occlusive  disease  in  four  individuals.  Ten 
of  the  grafts  were  of  knitted  Dacron  and  two  were 
woven  Dacron. 

The  time  interval  between  the  original  operation 
for  aneurysmectomy  and  the  appearance  of  an  en- 

TABLE  I.  Aortic  graft  enteric  fistula,  1963  to  1977,  in 
12  patients 

Average 

Time 

After 

Number  of  Primary 

(iraft  , Patients n Operation 

Material  Male  Female  Original  Operation  (Years) 

I woven,  7 6 2 Aneurysmectomy  (2  4.5 

knitted  to  12  years) 

1 woven,  3 4 0 Aortofemoral  bypass  6 

knitted  (3  to  10  years) 


Enteric  fistulas  following  aortic  prosthetic  grafts  are 
lethal  complications  of  vascular  reconstructions.  A 
review  of  a 15-year  experience  with  these  entities  has 
emphasized  the  need  for  urgent  surgical  intervention 
in  all  patients  with  aortic  grafts  who  present  gas- 
trointestinal bleeding.  A strong  suspicion  of  graft- 
bowel  fistula  must  also  be  entertained  in  all  grafted 
patients  presenting  diarrhea,  weight  loss,  fever, 
septicemia,  and  back  pain.  Endoscopic  examination 
is  the  most  expeditious  and  least  time-consuming 
diagnostic  modality  in  differentiating  this  source  of 
hemorrhage  from  other  causes  of  gastroduodenal 
bleeding.  Efforts  at  documenting  these  lesions  by 
barium  studies  or  angiography  have  often  proved 
futile  and  in  our  experience,  often  delayed  surgical 
intervention  where  time  was  of  the  essence. 


teric  fistula  subtended  a period  ranging  from  2 to  12 
years,  averaging  4.5-years  in  the  eight  patients  in  this 
group.  The  average  time  interval  between  grafting 
and  fistula  appearance  for  grafts  employed  in  a by- 
pass procedure  for  aortic  occlusive  disease  was  six 
years  (Table  I).  There  were  10  males  and  2 females 
in  the  series.  Silk  sutures  had  been  used  to  perform 
the  original  anastomoses  in  2 patients,  and  synthetic 
sutures  had  been  employed  in  10  patients. 

Diagnosis 

As  noted  in  Table  II,  eight,  or  66  percent,  of  the 
patients  had  massive  gastrointestinal  hemorrhages 
as  their  operative  indication.  These  eight  individ- 
uals gave  a history  of  gastrointestinal  bleeding 
varying  from  one  hour  to  four  days  prior  to  emer- 
gency operative  intervention.  The  remaining  four 
patients,  one  postaneurysmectomy  with  a partially 
occluded  graft  and  three  with  fistula  occurring  be- 
tween small  bowel  and  a nonpatent  bypass  graft, 
presented  variable  complaints  ranging  in  duration 
from  one  week  to  three  months  preceding  hospital 
admission.  As  noted  also  in  Table  II,  melena,  leg 

TABLE  II.  Presenting  symptoms,  graft  enteric  fistula 


Num- 

ber 

of 

Pa- 

tients 

Original 

Operation 

Symptomatology 

Duration 

of 

Symptoms 

7 

Aneurysmec- 

Massive 

1 hour  to  4 

tomy 

gastrointestinal 

hemorrhage 

days 

1 

Aneurysmec- 

tomy 

Leg  ischemia  and 
melena 

1 week 

1 

Aortofemoral 
bypass  graft 

Massive 

gastrointestinal 

hemorrhage 

3 hours 

1 

Aortofemoral 
bypass  graft 

Diarrhea,  weight  loss, 
and  melena 

3 months 

1 

Aortofemoral 
bypass  graft 

Intermittent  back 
pain 

1 week 

1 

Aortofemoral 
bypass  graft 

Fever,  back  pain, 
and  septicemia 

1 week 
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ischemia,  back  pain,  diarrhea,  septicemia,  and  severe 
weight  loss  were  among  the  complaints  recorded  in 
this  nonemergency  group. 

Pathology 

In  9 of  the  12  patients  the  aortic  prosthesis  was 
functioning  at  the  time  of  the  secondary  operation. 
In  the  remaining  three,  all  with  their  prostheses 
serving  as  bypass  grafts,  the  graft  was  occluded  at  the 
time  of  hospital  admission. 

It  is  important  to  note  that  in  the  postaneurys- 
mectomy patients  the  proximal  suture  line  fistula  to 
the  intestine  was  accompanied  in  each  instance  by 
an  anastomotic  aneurysm  (Table  III).  Seven  of  these 
eight  patients  presented  massive  intestinal  hemor- 
rhage. It  can  be  postulated  that  in  these  cases  the 
expansile  pulse  of  the  pseudoaneurysm  was  the 
causative  factor  in  the  bowel  erosion  rather  than 
mere  cicatricial  adherence  of  the  intestine  to  the 
suture  line  per  se.  One  patient  operated  on  for 
exsanguinating  bleeding  had  a fistula  between  the 
distal  duodenum  and  the  right  limb  of  the  bypass 
prosthesis.  At  operation  active  bleeding  was  noted 
from  this  intact  limb  of  the  functioning  aortic-fem- 
oral bypass  inserted  seven  years  previously  for  aor- 
toiliac  stenosis.  In  this  individual,  no  suture  line 
defects  were  visualized.  The  hemorrhage  was  noted 
only  from  that  portion  of  the  graft  limb  which  had 
eroded  into  the  duodenum.  The  characteristic 
bile-stained  segment  of  the  prosthesis  was  carefully 
studied  for  any  gross  changes  that  might  have  ac- 
counted for  permeability,  and  none  was  noted. 
Whether  this  represented  a break  in  integrity  from 
partial  digestion  of  the  prosthesis  where  it  had  been 
bathed  by  duodenal  contents  or  whether  some  defect 
remained,  related  to  temporary  cross  clamping  of  the 
limb  during  the  original  operation,  could  not  be  de- 
termined. In  this  case,  and  in  the  three  patients  with 
a fistula  in  the  presence  of  an  occluded  graft,  the  graft 
obviously  had  been  serving  as  a portion  of  the  wall  of 
either  the  duodenum  or  jejunum  for  a considerable 
time  with  obvious  graft  contamination. 

Results 

As  has  been  well  documented  in  the  literature, 
aortic  graft-intestinal  fistula  is  associated  with  a high 
operative  mortality  rate.1-4-5  Eight  of  the  12  patients 
in  this  review,  all  operated  on  for  severe  intestinal 
bleeding,  failed  to  survive  more  than  five  days  fol- 
lowing reparative  surgery.  It  is  readily  apparent,  as 
emphasized  by  Garrett  et  al.,6  and  stressed  by  others, 
that  immediate  surgical  intervention  is  mandatory 
in  all  patients  who  present  any  degree  of  gastroin- 
testinal bleeding.5-7  The  majority  of  the  patients  in 
this  series  had  a latent  period  existing  from  several 
hours  to  four  days  following  initial  bleeding  before 
the  exsanguinating  hemorrhage  occurred. 

Better  results  were  achieved  by  replacement  sur- 
gery in  those  patients  with  fistulae  associated  with 
a partially  occluded  or  completely  clotted  prosthesis. 


TABLE  III.  Operative  findings,  graft  enteric  fistulas 


Num- 

ber 

of 


Pa-  Original 
tients  Operation 

Patency 

Pathologic 

Conditions 

7 Aneurysmec- 
tomy 

Patent 

False  aneurysm,  proximal 
suture  line;  duodenal 
fistula 

1 Aneurysmec- 

Partial 

False  aneurysm,  proximal 

tomy 

occlusion 

suture  line;  duodenal 
fistula 

1 Bypass 

bifurcation 

graft 

Patent 

Fistula  to  duodenum  right 
limb  graft;  massive  gastro- 
intestinal hemorrhage 

3 Bypass 

bifurcation 

graft 

Nonpatent  2 duodenal  fistulas;  1 jejunal 
fistula 

Here  operative  survival  was  achieved  in  three  of  four 
patients.  Axillofemoral  bypass  grafts  were  inserted 
in  three  of  these  cases  with  removal  of  the  prosthesis, 
and  two  of  these  patients  are  alive  and  well  at  present 
(Table  IV).  In  one  patient  replacement  of  the 
proximal  portion  of  the  partially  occluded  graft  was 
successfully  achieved  without  secondary  infection 
occurring  despite  the  contamination  from  the  fistula, 
and  this  patient  is  well  39  months  postoperatively. 

Comment 

A review  of  the  literature  pertinent  to  aortic  graft 
enteric  fistulas  has  emphasized  the  grave  nature  of 
this  complication.  Claytor  et  al.8  were  the  first  to 


TABLE  IV.  Results  of  surgery,  graft  enteric  fistula 

Num- 

ber 

of 

Pa-  Original 

Pathologic 

tients  Operation 

Condition 

Results 

7 Aneurysmec- 

Proximal  suture 

6 immediate  deaths; 

tomy 

line  false 

1 death  fifth  day; 

aneurysm; 

aortic  closure 

duodenal 

rupture 

1 Aneurysmec- 

fistula 
Partial  graft 

Replacement  portion 

tomy 

occlusion; 

graft;  living  and 

duodenal  fistula 

well,  39  months 

1 Bypass 

Patent  graft. 

Died  in  operating 

graft 

hemorrhage  right 

room 

1 Bypass 

limb  graft  into 
duodenum;  no 
graft  defect 
Clotted  graft; 

Graft  excision, 

graft 

duodenal 

axillofemoral 

fistula 

bypass;  died  1 

1 Bypass 

Clotted  graft; 

month, 

sepsis 

Graft  excision, 

graft 

duodenal 

axillofemoral 

fistula 

bypass;  living  and 

1 Bypass 

Clotted  graft; 

well,  29  months 
Axillofemoral 

graft 

jejunal  fistula 

bypass;  living  and 

well,  24  months 
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report  a case  with  exsanguinating  hemorrhage  from 
a fistula  between  the  proximal  suture  line  of  a nylon 
bifurcation  graft  and  the  duodenum.  This  patient 
had  had  an  abdominal  aortic  aneurysmectomy  by  H. 
Bahnson,  M.D.,  approximately  18  months  previously. 
It  is  of  interest  to  note  that  melena  was  noted  in  this 
patient  for  four  weeks  of  his  hospitalization  prior  to 
his  demise  from  the  massive  hemorrhage.  This  di- 
agnostic lapse  seems  as  apparent  today  as  was  doc- 
umented in  1956. 

Perusal  of  the  literature  stresses  the  very  serious 
prognosis  associated  with  these  lesions  and  the  high 
mortality  rate  related  to  the  reparative  surgery. 
Wierman,  Strahan,  and  Spencer,2  in  a review  of  30 
cases,  reported  a mortality  rate  of  74  percent  in  20 
patients  operated  on.  Garrett  and  coauthors,  in 
1963, 6 noted  an  operative  death  rate  of  31  percent  in 
11  graft  enteric  fisulas  treated  in  10  patients. 
Thompson  et  al.3  had  seven  of  eight  patients  fail  to 
survive  operative  correction  of  this  complication. 
Becker  and  Blundell,4  in  presenting  14  cases  of  in- 
fected aortic  prosthetic  grafts,  noted  that  5 were 
caused  by  fistulation  into  the  small  bowel,  and  only 
1 of  these  survived  the  corrective  surgery. 

One  factor  which  should  receive  particular  em- 
phasis is  the  universal  documentation  of  operative 
delay  involved  in  these  patients.  Efforts  to  employ 
the  use  of  contrast  studies  and  angiography,  men- 
tioned by  Thompson  et  al.,3  or  endoscopy  in  estab- 
lishing a diagnosis,9  often  delayed  operative  inter- 
vention unduly  in  our  series.  One  must  emphasize 
that  all  patients  with  a retroperitoneal  prosthetic 
graft  who  present  melena,  septicemia,  diarrhea, 
weight  loss,  petechia,  or  back  pain  should  be  con- 
sidered as  having  fistulation  between  the  prosthesis 
and  the  intestinal  tract  as  a prime  diagnosis.  Too 
often  the  history  has  documented  hours  and  even 
days  spent  on  diagnostic  efforts  with  the  patient’s 
complaints,  abruptly  terminating  in  severe  hemor- 
rhage with  the  prohibitive  mortality  rate  accompa- 
nying emergency  surgical  intervention.  It  should 
suffice,  in  the  nonemergency  patient,  to  rule  out  ul- 
cerative or  variceal  stomach  or  duodenum  pathologic 
conditions  by  prompt  endoscopy,  as  described  by 
Baker  et  al.,9  and  then  offer  early  surgical  exploration 
with  little  further  delay. 

The  operative  treatment  of  these  lethal  compli- 
cations must  eventuate  with  graft  removal  and  em- 
ployment of  axillofemoral  bypass  as  originally  de- 
scribed by  Blaisdell  and  Hall,10  to  provide  the  best 
chance  for  patient  survival.  Reviewing  the  experi- 
ence of  others,  occasional  cases  of  regrafting  at  the 
site  of  the  original  prosthesis  have  been  successful, 
usually  performed  under  the  duress  of  operating  on 
an  exsanguinating  patient.  Garrett  et  al.  in  1963, 6 
in  describing  surgery  for  1 1 graft  enteric  fistulas  in 
10  patients,  reported  graft  replacement  in  4 homo- 
graft and  4 Dacron  graft  enteric  fistulas  and  an  ad- 
ditional 3 patients  treated  with  graft  removal  and 
aortorrhaphy  with  an  overall  mortality  rate  of  31 


percent.  Wierman,  Strahan,  and  Spencer2  cite  an 
80  percent  mortality  rate  in  local  replacement  of  graft 
plus  duodenorrhaphy.  Simple  graft  replacement  and 
bowel  closure  was  performed  successfully  in  one  pa- 
tient of  the  eight  with  proximal  suture  line  fistula  in 
this  series.  All  remaining  seven  patients  failed  to 
survive  longer  than  five  days  following  fistula  repair. 
In  three  patients  treated  with  graft  excision  and  ax- 
illofemoral bypass,  two  survived  the  secondary  sur- 
gery. 

One  should  anticipate  improved  survival  statistics 
in  those  patients  presenting  enteric  fistula  involving 
prostheses  that  are  clotted  or  have  been  inserted  as 
bypass  grafts.  Excision  of  grafts  developing  fistula 
at  the  proximal  suture  line  in  aneurysmectomy  pa- 
tients presents  an  additional  problem  of  securing  a 
firm  aortic  closure  in  the  infected  aortic  cuff  in  close 
proximity  to  the  renal  artery  orifices. 

Summary 

A series  of  12  patients  with  graft  enteric  fistula  is 
presented. 

All  patients  with  retroperitoneal  vascular  pros- 
theses who  develop  melena,  abdominal  pain,  back 
pain,  or  fever  of  unknown  cause  should  be  suspected 
of  enteric  fistulation  and  urgent  surgery  undertaken 
with  minimum  preoperative  attempts  at  localizing 
the  fistula. 

Removal  of  the  infected  prosthesis  with  the  em- 
ployment of  extra-anatomic  arterial  bypass  is  the 
preferred  method  for  handling  this  complication. 

Enteric  fistula  to  proximal  aortic  graft  suture  line 
in  this  series  were  accompanied  in  all  instances  by  an 
anastomotic  aneurysm. 

103  East  75th  Street 
New  York,  N.Y.  11021 

References 

1.  Willwerth,  B.  M.,  and  Waldhausen,  J.  A.:  Infection  of 
arterial  prostheses,  Surg.  Gynec.  & Ohst.  139:  446  (1974). 

2.  Wierman,  W.  H.,  Strahan,  R.  W.,  and  Spencer,  J.  R.: 
Small  bowel  erosion  by  synthetic  aortic  grafts,  Am.  J.  Surg.  1 12: 
791  (1966). 

3.  Thompson,  W.  M.,et  al.:  Late  complications  of  abdominal 
aortic  reconstructive  surgery:  roentgen  evaluation,  Ann.  Surg. 
185:  326  (Mar.)  1977. 

4.  Becker,  R.  M.,  and  Blundell,  P.  E.:  Infected  aortic  bi- 
furcation grafts:  experience  with  fourteen  patients,  Surgery  80: 
544  (1976). 

5.  Thompson,  J.  E.,  Hollier,  L.  H.,  Patman,  R.  D.,and  Pers- 
son,  A.  V.:  Surgical  management  of  abdominal  aort  ic  aneurysms: 
factors  influencing  mortality  and  morbidity— a 20-year  experi- 
ence, Ann.  Surg.  181:  654  (1975). 

6.  Garrett,  H.  E.,  Beall,  A.  C.,  Jr.,  Jordan,  G.  I,.,  Jr.,  and  De- 
Bakey,  M.  E.:  Surgical  considerations  of  massive  gastrointestinal 
tract  hemorrhage  caused  by  aortoduodenal  fistula,  Am.  J.  Surg. 
105:6(1963). 

7.  Donovan,  'I'.  J.,  and  Bucknam,  C.  A.:  Aorto-enteric  fistula. 
Arch.  Surg.  95:810(1967). 

8.  Claytor,  H.,  Birch,  L.,  Cardwell,  E.  S.,  and  Zimmerman, 
S.  I,.:  Suture-line  rupture  of  a nylon  aortic  bifurcation  graft  into 
t he  small  bowel,  Arch.  Surg.  73:  947  ( 1956). 

9.  Baker,  M.  S.,  Fisher,  J.  H.,  van  der  Reis,  L.,  and  Baker,  B. 
S.:  The  endoscopic  diagnosis  of  an  aortoduodenal  fistula,  Arch. 
Surg.  1 1 1:304  (1976). 

10.  Blaisdell,  F.  W.,  and  Hall,  A.  I).:  Axillary-femoral  artery 
bypass  for  lower  extremity  ischemia,  Surgery  54:  563  ( 1963). 


2026  New  York  State  Journal  of  Medicine/December  1979 


Decubitus  Ulcers  in 
Geriatric  Patients 

Present  status 


O.  O.  A.  ISIADINSO,  M.D.,  F.A.C.A. 

Brooklyn,  New  York 

Member,  Visiting  Staff,  Department  of  Medicine,  King's  County 
Hospital  Center;  Assistant  Professor  of  Clinical  Medicine,  State 
University  of  New  York  Downstate  Medical  Center 


Decubitus  ulcers  have  been  known  to  man  for 
centuries.  They  are  particularly  common  in  nursing 
homes,  skilled  nursing  facilities,  in  comatose  patients, 
individuals  with  cerebrovascular  accidents,  para- 
plegic persons,  and  patients  with  spinal-cord  injury. 
Various  preventive  measures  have  been  introduced 
and  tried,  but  none  has  succeeded  in  abolishing  such 
ulcers.  Numerous  treatment  protocols  have  been 
advocated,  and  only  a few  of  them  seem  to  have  a 
definite  visible  impact  on  the  rate  of  resolution  of  this 
disorder.  This  report  is  designed  to  examine  the 
mechanism  of  development  of  such  ulcers,  to  explore 
some  of  the  more  recent  treatment  protocols  advo- 
cated, and  to  point  out  some  of  the  more  commonly 
encountered  complications  of  decubitus  ulcers. 

Incidence 

It  is  felt  that  one  out  of  every  five  patients  in  a 
geriatric  facility,  will,  in  the  course  of  their  stay  there, 
develop  decubitus  ulcers,  commonly  referred  to  as 
bed  or  pressure  sores.  Statistics  have  shown  that 
close  to  50  percent  of  patients  who  remain  in  coma 
for  a protracted  period  of  time  ultimately  succumb 
to  this  condition.  Studies  from  neurologic  wards 
show  a relatively  high  incidence  among  patients  with 
strokes.  These  startling  facts  have  prompted  in- 
vestigators to  seek  out  new  methods  of  preventing 
and  treating  decubitus  ulcers.  Although  there  are 
some  improvements  in  the  management  today,  the 
ideal  answer  is  still  not  at  hand,  and  the  search  con- 
tinues.1 

Pathogenesis 

In  the  past,  it  had  been  popular  to  attribute  the 
development  of  bedsores  to  three  factors:  shearing 


force,  pressure,  or  a combination  of  both.  Although 
it  is  generally  believed  that  these  factors  play  a sig- 
nificant role,  we  now  know  that  the  real  mechanism 
is  far  more  complex.2’3  Clinical  investigators  have 
designed  elaborate  experiments  to  show  the  effect  of 
pressure  and  friction  on  the  skin.  Husain,1  utilizing 
animal  laboratory  experimental  models,  has  dem- 
onstrated that  pressure  of  100  mm.  Hg  per  square 
centimeter,  applied  to  the  tail  of  a rat  for  a period  of 
two  hours,  will  cause  the  first  signs  of  decubitus-tis- 
sue breakdown.  In  a similar  setting,  Kosiak5  ob- 
served that  pressure  of  at  least  70  mm.  Hg  for  two 
hours  led  to  the  first  set  of  microscopic  changes  in- 
dicative of  irreversible  tissue  damage;  subcutaneous 
pressures  of  30  mm.  Hg  had  no  such  effect.  How- 
ever, although  Lindan6  had  reported  similar  results 
in  human  studies,  these  findings  are  not  universally 
applicable  to  man. 

Thus,  not  all  stroke  patients  develop  bedsores. 
Also,  patients  have  been  known  to  be  in  coma  for 
months,  without  developing  pressure  ulcers.  These 
observations  would  imply  that  other  factors  may  be 
contributing  to  the  pathogenesis  of  decubitus  ulcers. 
Such  factors  include  immunologic,  nutritional,  bac- 
terial, physical,  and,  perhaps,  most  important  of  all, 
vascular  factors  (adequacy  of  perfusion).2  It  is 
known  that  dermal  ulcers  in  diabetic  persons  and  in 
patients  with  peripheral  vascular  insufficiency  may 
heal  if  the  tissue  receives  adequate  perfusion. 
However,  ischemia  will  prevent  or  delay  healing,  and 
total  elimination  of  perfusion  will  lead  to  prompt 
development  of  gangrene.  Furthermore,  Krouskop 
and  his  associates'  have  shown,  in  laboratory  ex- 
periments on  the  microcirculation,  lymphatic  pro- 
pulsion, and  lymphatic  physiology,  that  the  single 
most  important  element  in  the  genesis  of  dermal  ul- 
cers is  the  compromising  of  the  capillaries  and  lym- 
phatic drainage  to  a pressure  zone,  resulting  in  the 
accumulation  of  anaerobic  metabolic  waste  prod- 
ucts. 

Etiologic  factors  in  dermal  and  decubitus  ulcer 
development  are  as  follows: 

Degree  of  mobility  of  patient. 

Malnutrition. 

Old  age. 

Obesity. 

Circulatory  deficiency. 

Chronic  illnesses  (uremia,  diabetes,  cancer,  arthritis, 
stroke). 

Anemia. 

Blood  dyscrasia. 

Skin  friability. 

Motor  or  sensory  deficit  (diabetes,  neurologic  disor- 
ders). 

Pressure,  shearing  force,  friction. 

Local  edema. 

Stages  in  development 

A decubitus  ulcer  represents  a loss  of  epidermis 
and  dermis  at  a point  where  excessive  pressure  has 
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been  applied  for  a period  of  time.  The  whole  process 
evolves  in  five  stages. 

Stage  1.  Stage  1 is  the  stage  of  blanching  ery- 
thema. As  external  pressure  is  applied  to  the  skin 
and  subcutaneous  tissue,  the  point  is  reached  where 
such  pressures  exceed  capillary  pressure.  Oxyge- 
nated blood  is  denied  access  to  the  site,  and  lym- 
phatic vessels  cannot  drain  adequately.  The  net 
result  is  ischemia  and  anoxia.  This  stage  is  mani- 
fested by  skin  redness  which  blanches  (disappears) 
when  pressure  is  applied  with  a finger.  Progression 
to  the  next  stage  is  preventable,  if  the  pressure  is 
eliminated. 

Stage  2.  The  second  stage  is  of  nonblanching 
erythema.  The  redness  of  the  skin  at  this  stage  does 
not  disappear  on  pressure  with  a finger  because  the 
capillaries  as  well  as  dermal  tissue  have  sustained 
irreversible  damage. 

Stage  3.  Stage  3 is  the  stage  of  blister  and  eschar 
formation.  Tissue  necrosis  evokes  intense  inflam- 
matory response  which  results  in  separation  of  ne- 
crotic tissue  from  healthy  tissue  by  a well-demar- 
cated margin. 

Stage  4.  The  point  at  which  a true  decubitus 
ulcer  develops  is  Stage  4.  Tissue  enzymes  separate 
the  eschar,  and  subsequent  sloughing  leaves  behind 
a fully  developed  ulcer. 

Stage  5.  Stage  5 is  the  stage  of  infected  ulcer.  At 
this  point,  contamination  of  the  wound  with  local 
debris,  foreign  paricles,  and  fecal  matter  or  urine 
results  in  bacterial  infection. 

Although  decubitus  ulcers  develop  in  five  stages, 
not  all  the  stages  are  easily  detectable  in  every  pa- 
tient.8 

Management 

Numerous  treatment  modalities  have  been  de- 
veloped, or  tried,  in  this  illness.  Clinicians  have  used 
povidone-iodine,  sugar  and  egg  white,  karaya  vege- 
table gum  and  honey,  zinc  oxide,  and  even  magne- 
sium and  aluminum  hydroxide  (Maalox).* 1 2 3 4  The  lack 
of  uniformity  in  these  “therapeutic  programs”  simply 
attests  to  man’s  lack  of  full  understanding  of  the 
actual  cause  of  decubitus  ulcers.  Although  the 
search  for  the  real  cause,  and,  therefore,  an  appro- 
priate treatment  plan,  continues,  some  recommen- 


Decubitus  ulcers,  or  pressure  or  bedsores,  are  com- 
mon findings  among  residents  of  geriatric  facilities, 
and  are  notoriously  hard  to  treat.  They  are  fre- 
quently slow  in  healing  and  occasionally  may  produce 
systemic  symptoms.  When  deep-seated  ulcers  are 
not  promptly  and  aggressively  treated,  they  may 
produce  extensive  tissue  necrosis,  abscess  formation, 
osteomyelitis,  and,  sometimes,  septicemia.  The 
exact  mechanism  of  the  development  of  decubitus 
ulcers  is  not  fully  understood.  It  is  generally  felt, 
however,  that  early  and  vigorous  treatment  can 
hasten  healing,  and  can  prevent  some  of  the  more 
distressing  complications  of  this  illness. 


dations  seem  to  facilitate  the  resolution  of  such  ul- 
cers: 

1.  During  the  early  stages  (blanching  erythema), 
the  lesion  can  be  reversed  by  removal  of  pressure  and 
application  of  topical  steroids  such  as  fluocinonide  gel. 
Also,  surface-acting  agents,  such  as  cornstarch  and  sili- 
cone spray,  may  be  effective  at  this  point. 

2.  The  bullous  stage  and  superficial  ulceration  will 
frequently  respond  to  mere  cleansing  with  povidone- 
iodine  (Betadine)  solution  or  hydrogen  peroxide,  fol- 
lowed by  topical  application  of  steroids.  Other  forms 
of  therapy  that  have  been  observed  to  work  in  the  stage 
include:  application  of  cool  packs  for  5 to  10  minutes; 
exposure  of  the  wound  to  air;  and  removal  of  pressure 
sources. 

3.  When  an  eschar  has  formed,  it  should  be  re- 
moved. The  underlying  tissue  should  be  cleaned,  and, 
if  purulent  material  is  found,  it  should  be  carefully  re- 
moved, so  that  healthy  viable  tissue  is  exposed  to  the 
effects  of  healing  agents.  Daily  application  of  flu- 
orouracil  and  collagenase  ointment  will  hasten  healing, 
at  this  stage. 

4.  When  the  depth  of  the  ulcer  exceeds  2 mm.,  it  is 
generally  felt  that  use  of  dextranomer  (Debrisan)  is  the 
therapy  of  choice.  This  involves  cleaning  the  ulcer 
with  antiseptics  (povidone-iodine,  hydrogen  peroxide) 
and  filling  the  crater  with  dextranomer  beads;  this  pro- 
cedure could  be  repeated  every  three  to  eight  hours. 
Deep  necrotic  ulcers  should  be  surgically  debrided, 
and  infected  wounds  should  be  treated  with  appropri- 
ate antimicrobial  agents,  after  culture  and  sensitivity 


TABLE  I.  Summary  of  treatment  of  decubitus  ulcers 


Measures 

Stages  1 and  2 

Stage  3 

Stages  4 and  5 

Surface  agents 

Silicone  spray,  cornstarch 

Not  indicated 

Antiseptics 

Thermal  agents 

Cool  pack  five  to  ten  minutes 
three  to  four  times  daily 

Not  indicated 

Contraindicated 

Kxposure 

To  air 

Same 

Same;  dry  nonelastic  dressing 

Positioning 

Turn  patient  frequently;  avoid 

Same;  keep  pressure  off  until 

Same;  keep  pressure  off  until 

pressure;  keep  pressure  off 
reddened  areas 

blister  or  eschar  heals 

ulcer  heals 

Ultraviolet  light 

Not  indicated 

Not  indicated 

May  be  used 

Other 

None 

None 

Treat  infection;  surgical  or 
enzymic  debridement;  skin 
grafting 
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studies.  Other  management  protocols  have  been  used 
with  good  results.  For  example,  Chrisp,9  in  England, 
has  reported  encouraging  outcome  in  patients  treated 
with  Op-Site.  Also,  Nierman10  has  emphasized  the 
use  of  enzymic  debriding  agents  in  deep  ulcers.  Such 
agents  include:  collagenase,  sutilains,  trypsin,  fibri- 
nolysin,  deoxyribonuclease,  streptokinase,  and  strep- 
todornase.  All  these  have  been  shown  to  work  with 
varying  degrees  of  success.  Some  clinicians  have  also 
reported  good  results  with  hyperbaric  oxygen  treat- 
ment, ultraviolet  light,  and  gold  leaf  (Table  I).8-16 

Other  ancillary  therapeutic  and  preventive  mea- 
sures should  not  be  abandoned.  Patients  should  be 
turned  every  two  hours.  Every  effort  should  he 
made  to  avoid  further  pressure  on  tissue  surrounding 
the  ulcer,  to  avoid  further  tissue  devitalization.  Heel 
pads,  sheepskins,  and  water  and  air  mattresses  all 
help  to  reduce  pressure  necrosis  of  tissue.  Wheel- 
chairs should  be  padded.  Bony  prominences  that 
come  into  contact  with  beds,  wheelchairs,  geri-chairs, 
and  other  objects,  should  he  shielded  from  pressure. 
Friable  skin  should  be  treated  gently.  Body  re- 
straints should  not  be  tight.  Patients  should  be 
transferred  from  chair  to  bed  gently,  avoiding  ex- 
cessive friction  and  shearing  force.  If  the  patient  is 
malnourished,  tube  feeding  or  hyperalimentation 
with  high-protein  formula  should  be  given.  If  ane- 
mia exists,  transfusion  should  be  given. 

Complications 

Decubitus  ulcers  are  among  the  most  common 
causes  of  fever  of  unknown  origin  in  geriatric  facili- 
ties. Although  such  patients  may  have  other  medical 
problems  such  as  urinary  tract  infections,  broncho- 
pneumonias, or  congestive  heart  failure,  it  is  not 
uncommon  to  see  persistent  low-grade  fever,  after  the 
resolution  of  the  initial  medical  disorder.  Decubitus 
ulcers  may  lead  to  increasing  weakness,  debilitation, 
anorexia,  malaise,  and  poor  appetite.  Infected 
deep-lying  ulcers  may  form  large  abscesses,  which 
help  perpetuate  the  patient’s  sense  of  poor  feeling 
and  ill  health.  However,  the  two  most  dreaded 
complications  requiring  urgent  detection  and  ag- 
gressive therapy  are:  gram-negative  septicemia  and 
osteomyelitis.  If  these  two  conditions  are  not  treated 
promptly,  they  may  eventually  lead  to  the  patient’s 
demise. 

Conclusion 

Decubitus  ulcers  remain  an  agonizing  and  an 


annoying  problem  to  the  medical  profession.  A full 
understanding  of  the  mechanism  of  their  develop- 
ment is  still  not  available.  Also,  an  ideal  treatment 
protocol  for  this  illness  is  lacking.  However,  it  is 
generally  felt  that  meticulous  preventive  measures 
can  cut  down  on  the  incidence  of  such  ulcers,  and  can 
help  in  the  eventual  healing  of  existing  ulcers. 
Furthermore,  early  detection  and  prompt  manage- 
ment of  already  developed  dermal  ulcers  will  often 
bring  about  satisfactory  resolution,  thereby  curtailing 
the  physician’s  burdens  and  the  patient’s  suf- 
fering. 

P.0.  Box  827 
Forest  Hills,  New  York  1 1375 
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and  at  greater  risk  from 
pneumococcal  pneumonia 


The  risks  rise  sharply  with  the  years— 

Although  pneumococcal  pneumonia  can  occur  at  any  age,  it  is  often  more  serious 
for  older  patients.  Elderly  patients  are  at  greater  risk  of  developing  severe  bacteremic 
infection;  hospitalization  is  often  required  and  recovery  may  be  prolonged. 

Your  elderly  patients  with  pneumococcal  pneumonia  also  have  a significantly  higher 
mortality  rate— despite  antibiotic  therapy. 

Vaccination  with  PNEUMOVAX  can  significantly  reduce  the  incidence,  as 
well  as  the  considerable  economic  cost,  of  pneumococcal  pneumonia.  For  your  elderly 
patients,  it  offers  protection  against  a serious  and  frequently  debilitating  illness. 

PNEUMOVAX  is  also  useful  for  other  patients  at  high  risk:  persons  having  chronic 
physical  conditions  such  as  chronic  heart  disease  of  any  etiology,  chronic  broncho- 
pulmonary disease,  chronic  renal  failure,  diabetes  mellitus.  and  other  chronic 
metabolic  disorders;  persons  convalescing  from  severe  disease;  persons  in  chronic 
care  facilities. 

PNEUMOVAX  is  contraindicated  in  pregnant  females,  children  under  two  years 
of  age,  and  in  the  presence  of  hypersensitivity  to  any  component  of  the  vaccine. 

Adverse  reactions  include  local  erythema  and  soreness  at  the  injection  site;  low-grade 
fever  occurs  occasionally.  PNEUMOVAX  w ill  not  immunize  against  capsular  types 
of  pneumococci  other  than  those  contained  in  the  vaccine.  Available  data  suggest  that 
revaccination  before  3 years  may  result  in  more  frequent  and  severe  local  reactions. 
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PNEUMOVAX® 

(Pneumococcal  Vaccine,  Polyvalent  MSD) 

INDICATIONS:  PNEUMOVAX  is  indicated  for  immunization 
against  lobar  pneumonia  and  bacteremia,  caused  by  those  types  of 
pneumococci  included  in  the  vaccine,  in  all  persons  two  years  of 
age  or  older  in  w hom  there  is  an  increased  risk  of  morbidity  and 
mortality  from  pneumococcal  pneumonia.  These  include:  (I) 
persons  Slaving  chronic  physical  conditions  such  as  chronic  heart 
disease  of  any  etiology,  chronic  bronchopulmonary  diseases, 
chronic  renal  failure,  and  diabetes  mellitus  or  other  chronic 
metabolic  disorders:  (2)  persons  in  chronic  care  facilities;  (3) 
persons  convalescing  from  severe  disease;  (4)  persons  50  years  of 
age  or  older. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  component  of 
the  vaccine.  Epinephrine  injection  ( 1: 1000)  must  be  immediately 
available  should  an  acute  anaphylactoid  reaction  occur  due  to  any 
component  of  the  vaccine. 

Do  not  give  PNEUMOVAX  to  pregnant  females;  the  possible 
effects  of  the  vaccine  on  fetal  development  are  unknown. 

Children  less  than  two  years  of  age  do  not  respond  satisfactorily  to 
the  capsular  types  of  PNEUMOVAX  that  are  most  often  the  cause 
of  pneumococcal  disease  in  this  age  group.  Accordingly, 
PNEUMOVAX  is  not  recommended  in  this  age  group. 
PNEUMOVAX  is  not  recommended  for  patients  who  have 
received  extensive  chemotherapy  and/or  nodal  irradiation  for 
Hodgkin’s  disease. 

WARNINGS:  PNEUMOVAX  will  not  immunize  against  capsular 
types  of  pneumococcus  other  than  those  contained  in  the  vaccine  (see 
table  below). 


14  Pneumococcal  Capsular  Types  Included  in  PNEUMOVAX 


Nomenclature 

Pneumococcal  Types 

U.S.  1 

2 3 

4 6 

89  12  14 

19  23 

25  51  56 

Danish  1 

2 3 

4 6A 

8 9N  1 2 F 14 

19F  23F 

25  7F  18C 

If  the  vaccine  is  used  in  persons  receiving  immunosuppressive 
therapy,  the  expected  serum  antibody  response  may  not  be 
obtained.  Intradermal  administration  may  cause  severe  local 
reactions. 

PRECAUTIONS:  Any  febrile  respiratory  illness  or  other  active 
infection  is  reason  for  delaying  use  of  'PNEUMOVAX.  except 
when,  in  the  opinion  of  the  physician,  withholding  the  agent  entails 
even  greater  risk. 

Caution  and  appropriate  care  should  be  exercised  in  administering 
PNELMOVAX  to  individuals  with  severely  compromised  cardiac 
and/or  pulmonary  function  in  whom  a systemic  reaction  would 
pose  a significant  risk  and  also  to  patients  who  have  had  episodes 
of  pneumococcal  pneumonia  or  other  pneumococcal  infection  in 
the  preceding  three  years  and  may  have  high  levels  of  preexisting 
pneumococcal  antibodies  which  ritay  result  in  increased  reactions, 
mostly  local  but  occasionally  systemic.  Available  data  suggest  that 
revaccination  before  three  years  may  result  in  more  frequent  and 
severe  local  reactions  at  the  site  of  injection,  especially  in  persons 
who  have  retained  high  antibody  levels. 

Children  under  two  years  of  age  may  not  obtain  a satisfactory 
antibodv  response  to  some  pneumococcal  capsular  types.  There- 
fore. the  vaccine  should  not  be  used  in  this  age  group. 

ADVERSE  REACTIONS:  Local  erythema  and  soreness  at  the 
injection  site,  usually  of  less  than  48  hours’  duration,  occurs 
commonly;  local  induration  occurs  less  commonly.  In  a study  of 
PNEUMOVAX  (containing  14  capsular  types)  i ri  26  adults.  24 
(92%)  showed  local  reaction  characterized  principally  by  local 
soreness  and/or  induration  at  the  injection  site  within  2 days  after 
vaccination.  Low-grade  fever  (less  than  I00.9°F)  occurs  occasion- 
ally and  is  usuaffy  confined  to  the  24-hour  period  following 
vaccination.  Although  rare,  fever  over  I02°F  has  been  reported 
Reactions  of  greater  severity,  duration,  or  extent  are  unusual. 
Rarely,  anaphylactoid  reactions  have  been  reported 
NOI  I- : Administer  subcutaneously  or  intramuscularly.  PO  NOE 
GIVE  INTRAVENOUS l > PO  NOT  GIVE  IN  ERA  PER 
U I II) 

STORAGE  AND  USE:  Store  single-dose  prefilled  syringes  and 
unopened  and  opened  vials  at  2-8°U  (35.6-46.4°E).  Tne  vaccine  is 
used  directly  as  supplied.  No  dilution  or  reconstitution  is  necessary. 
Phenol  0.25%  added  as  preservative. 

I se  a separate  heat-sterilized  syringe  and  needle  for  each  individ- 
ual patient  to  prevent  transmission  of  hepatitis  B and  other 
infectious  agents  from  one  person  to  another.  All  vaccine  must  be 
discarded  after  the  expiration  date. 

Single-Dose  Prefilled  Syringe 

Inject  contents  of  syringe  to  effect  a single  dose. 

Single-Dose  ami  5-Dose  Vials 

lor  Syringe  Use.  Withdraw  0.5  ml  from  vial  using  a sterile 
needle  and  syringe  free  ol  preservatives,  antiseptics,  and 
detergents. 

IIOW  SI  PPEIEI):  PNEUMOVAX  is  supplied  in  5-dose  vials  ol 
liquid  vaccine,  for  use  with  syringe  only:  in  a box  of  5 individual 
cartons,  each  containing  a single-dose  vial  of  vaccine,  and  in  5 
single-dose  prefilled  syringes 
J9PX12  (DC  7014803) 

MSP 

cuAim  l or  more  detailed  information,  consult  your  MSI)  rcnre.senta- 
SHARft  live  or  see  lull  prescribing  information  Merck  Sharp  & 
DOHME  I )ohme.  Division  of  Merck  «(  o ink  . West  Rant.  Pa.  19486. 
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instruments.  More  is  being  done,  noted,  and  written  about 
children  in  the  past  50  years  than  in  the  entire  history  of 
man. 

This  obviously  reflects  brilliant  successes.  Critical  de- 
ficiencies are,  however,  less  illuminated.  The  nonfulfill- 
ment included  vital  areas  of  child  protection,  health  and 
disease,  needless  child  losses  and  injuries,  and  impotency 
in  the  care  of  major  problems  of  teenagers. 

In  this  commentary  some  of  the  deficiencies  will  be 
elucidated  and  a remedial  solution  suggested. 

For  the  first  time  (1978)  in  its  history,  the  United  Na- 
tions Children’s  Fund  has  declared  a state  of  emergency 
for  the  world’s  children.  We  are  informed  that  millions 
of  children  endure  hunger,  disease,  hopeless  poverty,  and 
degrading  slum  lives.  Many  suffer  selective  persecution 
due  to  race  and  religion.  All  receive  inadequate  or  no 
medical  care  in  such  basic  essentials  as  prevention  of  ill- 
ness, promotion  of  health,  restoration  of  health,  and  re- 
habilitation. These  children  are  traumatized  and  handi- 
capped physically,  mentally,  and  psychologically  forever. 
Moreover,  nearly  30  percent  of  over  300  million  children 
in  poorer  countries  will  die  before  the  age  of  five. 

Children  abuse,  as  distinguished  from  child  abuse  by  an 
individual,  has  been  worse  than  in  any  period  of  the  history 
of  mankind.  German  Nazis  slaughtered  hundreds  of 
thousands  of  children  who  were  tormented  in  cruel,  useless 
medical  experiments  in  place  of  animals,  used  as  slave  labor 
until  they  succumbed,  and  subjected  to  fatal  beatings  and 
sexual  abuse.  The  atomic  bomb  dropped  on  Nagasaki  and 
Hiroshima  also  affected  Japanese  children;  and  napalm 
mutilated  numberless  infants  and  children  in  Indochina. 

The  serious  problems  of  teenagers  in  today’s  society 
arouse  marginal  response  from  practitioners  caring  for 
adolescents.  Their  seminars  rarely  involve  such  subjects 
as  the  reckless  escape  of  increasing  number  of  teenagers 
in  violent  crime,  drugs,  alcoholism,  and  sexual  activities 
and  abuses;  hazards  of  youthful  childbearing;  spread  and 
dangers  of  venereal  disease;  wasteful  slaughter  of  young 
people  in  wars;  destruction  of  potential  in  under  and  un- 
employment; and  educational  deficiencies  resulting  in 
widespread  illiteracy.  The  rampage  of  looting,  violence, 
mugging,  and  destruction  by  slum  youths  (and  children) 
in  New  York  City’s  “Blackout”  July,  1977,  is  evidence  that 
society  has  not  met  its  promise  to  youth.  Its  failures  have 
driven  slum-dwelling,  poorly  educated,  unemployed  youth 
into  hopeless  misery  or  malevolent  antisocial  behavior. 
Too  many  young  people  who  live  in  slums  and  poverty  are 
condemned  to  joblessness.  There  are  millions  of  unem- 
ployed adults,  and,  consequently,  a large  number  of  ado- 
lescents have  become  a surplus  generation.  In  great  part 
social  medicine  has  become  adolescent  medicine.  Its 
practitioners  should  assume  a more  positive  role  for  the 
improvement  of  the  social  and  economic  conditions  that 
tend  to  obstruct  normal  healthy  development  into  useful 
adults. 

Communication  media  such  as  TV  and  movies  weave  the 
spell  of  the  sorcerer  on  lives  and  minds  of  children  and 
teenagers.  They  expose  them  harmfully  to  violence,  vice, 
crime,  and  distorted  life  styles. 

Child  abuse  is  a serious  problem  and  this  includes  the 
United  States.  It  remains  largely  unaffected  by  newsprint, 
books,  grant-supported  projects,  and  state  laws.  Its  per- 
petrators, who  themselves  need  help,  are  mainly  victims 
of  mental,  cultural,  physical,  and  socioeconomic  deficits. 
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The  incidence  of  lung  cancer  in  the  United  States 
continues  to  be  on  the  rise.  Projected  for  1979  are 
112,000  new  lung  cancers  with  a male-to-female  ratio 
of  three  to  one  and  an  overall  five-year  survival  rate 
of  less  than  10  percent.1  Because  of  this  very  low 
survival  rate,  determining  operability  has  assumed 
great  significance,  lest  resection  be  undertaken 
without  curative  or  even  palliative  benefit. 

Curative  treatment  in  carcinoma  of  the  lung  re- 
quires effective  control  of  the  primary  tumor  before 
distant  metastases  can  occur.  It  is  because  of  this 
that  most  long-term  survivals  and  most  cures  have 
been  in  patients  treated  by  resection.  In  a study 
conducted  by  us  covering  the  five-year  period  1964 
through  1968,  25  percent  of  199  patients  treated  by 
resection  were  alive  and  well  at  three  years,  whereas 
less  than  1 percent  of  361  patients  treated  by  external 
radiation  therapy  alone  were  alive  at  three  years.2 
However,  less  than  one  half  of  the  patients  have  their 
disease  localized  enough  at  diagnosis  to  permit  sur- 
gical exploration,  and  some  of  these  are  unresectable 
at  thoracotomy. 

One  of  the  major  problems  in  selecting  the  best 
treatment  and  evaluating  results  in  lung  cancer  had 


Thoracic  Surgery  was  held  on  November  9, 1978,  at 
the  University  Club,  New  York  City. 

The  following  report  will  be  given  in  its  en- 
tirety. 


been  the  lack  of  a uniform  method  of  assessing  the 
anatomic  extent  of  tumor  involvement.  This  is  now 
overcome  by  the  use  of  the  TNM  (tumor,  node,  me- 
tastasis) staging  system  recommended  by  the 
American  Joint  Committee  for  Cancer  Staging  and 
End  Results  Reporting.3  All  patients  are  now  clin- 
ically staged  before  treatment.  A surgical  staging  is 
obtained  at  thoracotomy,  and,  if  the  tumor  is  re- 
sected, a postsurgical  or  pathologic  staging  is  done. 
A histologic  or  cytologic  proof  of  cancer  is  required 
in  all  patients.  In  operable  patients,  one  has  the 
opportunity  to  assess  accurately  the  extent  of  in- 
trathoracic  involvement  with  particular  reference  to 
regional  lymph  nodes.  Careful  mapping  of  these 
nodes  at  the  time  of  surgery  becomes  an  essential 
part  of  the  procedure. 

Knowledge  of  the  presence  or  absence  of  medias- 
tinal lymph  node  involvement  per  se  is  insufficient. 
We  believe  that  the  number  of  nodes  involved,  the 
location  of  involved  nodes,  the  extent  of  tumor  in- 
volvement within  the  nodes,  that  is,  the  presence  of 
micrometastasis  versus  gross  involvement  with 
capsular  invasion  and  mediastinal  fixation,  as  well 
as  the  histologic  pattern  of  the  tumor,  are  determi- 
nant factors  in  prognosis.4 

Lung  cancer  stages 

Occult  carcinomas  and  Stage  I tumors.  Of  all 

stages  of  lung  cancer,  the  x-ray  occult  carcinomas 
detected  on  sputum  cytology  and  Stage  I carcinomas 
detected  on  routine  chest  x-ray  film  studies  have  the 
most  favorable  prognoses.  If  treated  early  by  re- 
section, survival  in  this  group  of  patients  is  excellent. 
We  have  had  a total  of  45  patients  with  occult  carci- 
nomas at  our  center.  By  the  time  their  tumor  was 
localized  and  treated,  33  patients  had  still  potentially 
curable  lung  cancer.  None  of  these  has  since  died  of 
his  initial  carcinoma.  All  patients  are  either  alive 
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and  well  or  have  died  of  unrelated  causes. 

Stage  I lung  carcinomas  treated  by  resection  also 
have  a good  five-year  survival  rate.  We  recently 
reported  our  experience  with  115  cases  of  Stage  I 
non-oat-cell  carcinoma  treated  by  surgery.5  At  one 
year,  93  percent  were  alive  and  well.  At  two  years, 
87  percent,  and  at  three  years,  85  percent  were  alive. 
Since  Stage  I patients  do  so  well  with  surgery  alone, 
it  is  difficult  to  show  that  adjuvant  therapy  has  a role 
in  this  group  of  patients. 

Lobectomy  is  the  treatment  of  choice  in  resectable 
lung  cancer.  Centrally  placed  tumors,  particularly 
those  crossing  the  major  lobar  fissure,  will  require 
pneumonectomy.  In  select  instances  when  the 
tumor  is  small  and  peripheral,  a lesser  resection  than 
a lobectomy,  such  as  a segmentectomy  or  a wedge 
resection,  is  acceptable  particularly  if  the  pulmonary 
reserve  is  compromised.6,7  We  have  limited  wedge 
resections  to  poor-risk  individuals  and  for  diagnostic 
purposes. 

Stage  II  carcinomas.  The  treatment  in  Stage  II 
carcinoma  is  also  surgical.  However,  it  is  our  im- 
pression that  this  group  of  patients  does  not  have 
early  disease  and  may  benefit  from  adjuvant  pro- 
grams of  treatment.  Nearly  one  half  of  these  pa- 
tients die  within  the  first  year,  generally  from  distant 
metastases  and  from  local  recurrence. 

Stage  III  carcinomas.  Unfortunately,  the  ma- 
jority of  the  patients  come  to  the  thoracic  surgeon 
with  advanced  cancer  of  the  lung,  or  Stage  III  disease. 
Factors  affecting  curability  by  surgery  in  the  more 
advanced  tumors  include: 

1.  Regional  lymph-node  involvement. 

2.  Extension  to  chest  wall. 

3.  Extension  to  mediastinal  structures  other  than 
nodes. 

4.  Pleural  effusion  with  positive  cytologic  find- 
ings. 

5.  Proximal  extension  to  trachea  or  opposite  main 
bronchus. 

6.  Distant  metastases. 

N2  lesions.  Treatment  of  patients  with  positive 
mediastinal  lymph  nodes  has  been  the  subject  of 
controversy  for  many  years.  We  have  maintained 
that  the  presence  of  positive  mediastinal  lymph 
nodes  in  the  ipsilateral  hemithorax  should  not  pre- 
clude resection.  In  this  group  of  patients,  five-year 
survivals  by  resection  are  estimated  to  be  15  to  20 
percent  for  non-oat-cell  carcinomas  and  higher  in 
epidermoid  carcinoma.8  Most  advocates  of  medi- 
astinoscopy for  preoperative  evaluation  and  better 
case  selection  for  surgical  treatment  also  agree  that 
in  epidermoid  carcinoma  the  presence  of  positive 
mediastinal  lymph  nodes  should  not  preclude  re- 
section.9 1 1 We  have  not  used  preoperative  radiation 
in  these  patients  but  do  routinely  give  them  a post- 
operative course  of  external  radiation  to  medias- 
tinum. 

T3  lesions.  It  is  not  uncommon  for  lung  cancer 


to  invade  adjacent  structures  by  extension,  particu- 
larly chest  wall  or  mediastinum,  without  regional 
lymph-node  involvement.  For  these  there  is  no 
standard  or  generally  recommended  operation.  A 
great  deal  of  individual  judgment  is  necessary  in 
determining  resectability  and  in  obtaining  a satis- 
factory result  without  causing  severe  complications. 
When  lung  carcinoma  invades  the  chest  wall,  en  bloc 
excision  of  involved  lung  and  ribs  is  carried  out 
whenever  possible.  The  resultant  skeletal  defect  is 
readily  reconstructed  by  various  prostheses,  of  which 
Marlex  mesh  is  the  most  satisfactory  in  our  hands. 
In  our  earlier  experience  at  Memorial  Hospital,  we 
had  found  a 10  percent  five-year  survival  rate  fol- 
lowing resection  of  these  tumors.12  Preoperative 
radiotherapy  seemed  to  improve  the  results.  In  a 
later  review  by  us,  a five-year  survival  rate  of  23 
percent  was  obtained,  and  preoperative  radiation  did 
not  seem  to  influence  the  results.13 

Superior  sulcus  tumors.  In  superior  sulcus  tu- 
mors, better  survival  is  obtained  by  preoperative 
radiation  therapy  followed  by  resection  when  feasi- 
ble. Paulson14  reports  a five-year  survival  rate  of  35 
percent,  that  is,  13  of  46  patients,  in  patients  treated 
in  this  manner.  These  data  are  corroborated  by  our 
experience  at  Memorial  Hospital  where  a 27  percent 
five-year  survival  was  obtained  by  preoperative  ra- 
diation therapy  and  surgery.  Moreover,  when  the 
tumor  was  found  unresectable  at  thoracotomy,  in- 
terstitial implantation  of  radioactive  sources  was 
used  and  resulted  in  a five-year  survival  rate  of  16 
percent.15 

Unresectable  carcinomas.  There  is  a consid- 
erable number  of  patients  whose  disease  is  still  lo- 
calized to  the  chest  and  whose  tumor  cannot  be  re- 
sected, either  because  of  fixation  to  major  vessels, 
trachea,  or  esophagus,  or  because  of  restricted  pul- 
monary reserve  precluding  extensive  resection. 
Local  control  of  many  of  these  unresectable  tumors 
is  possible  by  intraoperative  interstitial  implantation 
of  radioactive  sources.  The  advantage  of  this 
method  of  radiation  is  the  ability  to  deliver  high 
doses  to  the  tumor  while  limiting  damage  by  radia- 
tion to  the  surrounding  normal  tissues.  The  mor- 
bidity and  mortality  rates  of  implantation  are  the 
same  as  for  exploratory  thoracotomy  and  biopsy 
without  resection.  Over  the  past  20  years,  we  have 
used  intraoperative  interstitial  irradiation  in  470 
patients  with  unresectable  non-oat-cell  carcinoma.16 
The  radioactive  sources  used  were  initially  radon  and 
iridium.  Since  1968,  low-energy  radioiodine  has 
been  used  almost  exclusively  for  intraoperative  im- 
plantation. In  Stages  I and  II  disease,  local  control 
is  obtained  in  80  percent  of  the  patients,  and  the 
live-year  survival  rate  is  40  percent.  In  Stage  III 
disease,  when  the  tumor  is  confined  and  accessible, 
local  control  is  also  obtained  in  60  percent  of  the 
patients,  although  the  five-year  survival  rate  is  6 
percent.  Only  one  third  of  the  patients  have  per- 
sistent or  recurrent  disease.  The  rest  remain  well  or 
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develop  distant  metastases. 

With  increased  experience  in  the  use  of  implants, 
we  now  know  before  exploration  which  patients  with 
unresectable  disease  can  benefit  from  implantation. 
As  a rule,  a localized  tumor  usually  less  than  7 or  8 
cm.  in  diameter  and  slow-growing  is  ideal  for  im- 
plantation if  unresectable.  Because  of  the  satisfac- 
tory results  obtained  by  implantation,  our  criteria  for 
operability  are  expanded,  and  cases  which  ordinarily 
would  not  be  explored  undergo  thoracotomy  because 
of  the  availability  of  this  alternative.  Implantation 
is  not  used  for  highly  anaplastic  tumors  such  as  oat- 
cell cancer,  and  it  is  also  not  used  if  distant  metas- 
tases are  present.  Despite  our  expanded  indications 
for  surgery,  very  few  are  explored  for  diagnosis  only 
without  the  benefit  of  treatment  by  resection  or  im- 
plantation. 

Pleural  effusion.  In  patients  presenting  malig- 
nant pleural  effusion,  curability  by  surgery  is  not 
possible.  If  thoracotomy  is  performed  for  diagnosis, 
a parietal  pleurectomy  is  done  at  the  time  of  thora- 
cotomy for  control  of  the  effusion.1 ' 

Sleeve  resection.  Tumors  involving  the  main 
bronchus  or  distal  trachea  may  be  considered  for 
sleeve  resection.  The  presence  of  tumor  at  a major 
lobar  orifice  and  the  need  to  conserve  lung  tissue  are 
the  main  indications  for  sleeve  lobectomy  in  prefer- 
ence to  a pneumonectomy.  The  main  indication  for 
tracheal  sleeve  pneumonectomy  is  the  presence  of 
central  tumors  extending  to  the  carina  or  along  the 
lateral  wall  of  the  trachea.  In  a recent  report  pre- 
sented by  Jensik,18  sleeve  lobectomy  was  carried  out 
in  78  patients  with  death  of  2 patients  in  the  entire 
series.  The  survival  rate  in  patients  undergoing 
sleeve  lobectomy  was  26  percent  at  5 years  and  17 
percent  at  10  years.  It  was  pointed  out  that  sleeve 
resections  were  more  readily  performed  in  patients 
who  had  received  preoperative  radiation  therapy;  30 
patients  had  undergone  tracheal  sleeve  pneumo- 
nectomy. Although  the  mortality  rate  was  high,  20 
percent  of  this  group  of  patients  were  long-term 
survivors.  We  have  had  very  limited  experience  with 
sleeve  resections  at  Memorial  Hospital. 

Oat-cell  carcinoma.  Oat-cell  carcinoma  is  a 
systemic  disease.  It  is  generally  unresectable  at  the 
time  of  diagnosis,  and  early  distant  metastases  are 
the  rule.  Effective  chemotherapy  combined  with 
external  radiation  therapy  has  limited  the  need  for 
surgical  treatment  in  oat-cell  carcinoma.  Uncom- 
monly, when  it  presents  itself  as  a peripheral  lesion 
confined  to  lung,  resection  is  indicated  provided  in- 
tensive chemotherapy  is  instituted  postopera- 
tively. 

Ml  lesions.  Finally,  in  select  instances  when  a 
patient  presents  a solitary  focus  of  distant  metastasis 
also  amenable  to  surgical  treatment,  better  survival 
is  obtained  if  the  primary  as  well  as  the  metastasis  are 


resected,  as  would  be  the  case  in  patients  with  a sol- 
itary brain  metastasis.19 
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Numerous  factors  must  be  considered  in  evaluating 
the  prognosis  and  results  of  surgical  treatment  of 
lung  cancer.1  The  question  of  mediastinal  lymph- 
node  metastasis  is  one  of  the  most  important  and  at 
the  same  time  most  controversial. 

The  determination  of  the  presence,  location,  ex- 
tent, and  type  of  nodal  spread  is  the  last  and  fre- 
quently the  most  vexing  problem  to  be  solved  prior 
to  undertaking  thoracotomy  and  lung  resection. 

The  importance  of  this  phase  of  patient  manage- 
ment may  be  likened  to  the  “wall”  that  every  mara- 
thon runner  must  surmount  at  the  20-mile  mark 
before  successfully  consummating  the  race. 

The  majority  opinion  holds  that  metastasis  to 
mediastinal  nodes  is  a biologic  determinant  of  omi- 
nous prognostic  import  and  may  be  a technical  bar- 
rier to  clean,  or  “curative”  resection  as  well. 
Therefore,  methods  have  been  devised  for  evaluating 
the  status  of  these  nodes  that  avoid  formal  entry  into 
the  thorax.  These  range  from  such  indirect  proce- 
dures as  radiologic  and  nuclear  scanning  techniques,2 
to  direct  biopsy  utilizing  the  cervical  mediastinos- 
copy of  Carlens,3  supplemented,  especially  in  the  case 
of  left  upper-lobe  tumors,  by  the  very  useful  anterior 
parasternal  mediastinotomy  of  McNeill  and  Cham- 
berlain.4 * Now,  almost  all  areas  of  the  mediastinum 
likely  to  harbor  lymph  nodes  are  accessible  to  the 
thoracic  surgeon  through  limited  incisions. 

Mediastinoscopy 

The  immediate  and  universal  experience  derived 
from  the  liberal  use  of  mediastinoscopy  has  been  a 
precipitous  drop  in  the  incidence  of  fruitless  ex- 
ploratory thoracotomy.5  There  are  three  reasons  for 
this: 

1.  The  opportunity  to  discover  extensive  invasive 
mediastinal  involvement  that  would  technically  pre- 
vent resection. 

2.  The  detection  of  occult  metastases  not  detect- 

able by  even  the  most  exquisite  noninvasive  tech- 

* In  the  ensuing  discussion,  “mediastinoscopy”  will  be  used  to 

refer  to  either  or  both  of  these  procedures. 


niques. 

3.  The  ability  to  establish,  for  the  first  time,  cell 
type,  in  those  cases  not  previously  diagnosed  by  spu- 
tum cytology,  flexible  bronchoscopy,  or  needle  biopsy, 
including  oat-cell  carcinoma  which  is  almost  uniformly 
considered  to  be  a contraindication  to  thoracotomy. 

Thus,  any  discussion  of  the  role  and  influence  of 
mediastinal  lymph-node  metastases  on  surgical 
treatment  must  include  a consideration  of  medias- 
tinoscopy, whether  it  is  done  routinely,  selectively, 
or  at  all. 

And  with  the  now  widespread  employment  of  the 
TNM  (tumor,  node,  metastasis)  staging  system, 
mediastinoscopy,  with  its  85  percent  or  more  accu- 
racy, has  come  to  occupy  a significant  niche  in  the 
lung  cancer  problem,  especially  in  prethoracotomy 
staging. 

N2  cases,  that  is,  those  with  positive  mediastinal 
nodes,  have  a surgical  five-year  cure  rate  rarely  above 
10  percent.  The  fact  that  a small  number  of  patients 
do  survive  has  maintained  interest  and  fostered 
controversy  among  surgeons. 

The  observations  of  Bergh  and  Schersten6  have 
suggested  at  least  a partial  explanation.  This  has 
been  the  concept  of  “intranodal”  versus  “extra- 
nodal,”  or  “perinodal”  metastasis.  In  essence,  mi- 
croscopic deposits  of  cancer  cells  within  the  sub- 
stance of  grossly  normal  movable  nodes  offer  no 
technical  barrier  to  curative  resection  and  appear  to 
be  compatible  with  long  survival  and  even  cure.  On 
the  other  hand,  massively  invaded  nodes  fixed  to 
surrounding  mediastinal  tissues  usually  prevent  any 
resection  at  all  and  almost  universally  are  indicators 
of  incurability  by  any  means.  They  noted  this  phe- 
nomenon at  first  in  a study  of  surgically  resected 
specimens  and  then  extrapolated  back  to  its  potential 
detection  by  mediastinoscopy.  In  their  material, 
intranodal  metastases  occurred  in  less  than  20  per- 
cent of  node-positive  cases,  hut  the  prognosis  for  cure 
was  increased  10-fold.  In  surgical  material  43  per- 
cent of  patients  with  intranodal  metastases  survived 
from  2.5  to  10  years  as  opposed  to  4.3  percent  with 
extranodal  involvement.  When  they  related  the 
location  of  such  nodes  to  prethoracotomy  accessi- 
bility to  the  mediastinoscope,  the  figures  were  37.5 
percent  for  intranodal  as  opposed  to  2.3  percent  for 
extranodal. 

Another  factor,  cell  type,  enters  into  the  problem 
and  accounts  for  the  variation  in  survival  of  N2  cases 
treated  surgically. 

Since  intranodal  metastases  are  clinically  occult 
and  do  not  technically  interfere  with  resection,  and 
since  the  prognosis  in  squamous  cell  carcinoma  is  not 
entirely  hopeless,  certain  surgeons,  notably  Kirsh  et 
al.7  in  Michigan  and  Smith8  in  England,  have  omitted 
mediastinoscopy  from  their  approach  in  this  com- 
bination. However,  both  of  them  exercise  a high 
degree  of  selectivity,  thereby  honoring  the  signifi- 
cance of  mediastinal  metastasis  in  the  breach. 

Kirsh  et  al.7  state:  “Anterior  mediastinal  explo- 
ration or  mediastinoscopy  was  not  performed  pre- 
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operatively  in  any  of  lliese  patients  and  none  of  them 
had  roentgenographic  evidence  of  mediastinal  or 
subcarinal  lymph  node  involvement.”  And  they 
conclude,  without  having  done  mediastinoscopy: 

. . until  the  ashes  from  the  fires  of  controversy  have 
settled,  we  believe  that  the  discovery  of  mediastinal 
lymph  node  involvement  during  mediastinoscopy  or 
exploratory  thoracotomy  in  patients  with  squamous 
cell  carcinoma  of  the  lung  is  not  a contraindication 
to  pulmonary  resection,  since  these  patients  have  had 
a .‘14.4  percent  five-year  survival  rate  when  pulmo- 
nary resection  and  mediastinal  lymph  node  dissec- 
tion were  followed  by  postoperative  irradiation  of  the 
mediastinum.”  They  had  no  such  survivors  when 
radiotherapy  was  omitted.  Furthermore,  because 
of  their  dismal  results  in  adenocarcinoma,  their  . . 
present  policy  is  to  use  mediastinoscopy  in  patients 
with  adenocarcinoma  who  have  radiological  evidence 
of  mediastinal  involvement.  If  the  nodes  are  dis- 
eased, the  patient  is  not  a candidate  for  pulmonary 
resection.”  Thus  they  have  now  come  to  realize  the 
dire  prognosis  of  mediastinal  metastasis  which  they 
reconcile  by  using  very  highly  selective  parameters 
of  treatment. 

Smith,8  also  a proponent  of  primary  thoracotomy, 
states:  “I  present  our  results  with  the  purpose  of 
discouraging  the  use  of  routine  mediastinoscopy 
before  operating  on  a patient  with  lung  carcinoma 
although  I accept  the  occasional  value  of  the  proce- 
dure.” And  he  goes  on:  “In  Britain,  it  is  unusual  for 
patients  to  be  referred  directly  to  the  thoracic  sur- 
geon . . . the  surgeon’s  opinion  is  usually  obtained 
only  for  patients  with  presumably  operable  tumors.” 
However,  he  does  use  mediastinoscopy  in  patients 
over  65  years  of  age  because  they  do  not  do  well 
especially  after  pneumonectomy.  This  highly  se- 
lective approach  is  reflected  in  the  very  low,  13.4 
percent,  incidence  of  patients  with  mediastinal  node 
involvement.  Especially  noteworthy  is  the  fact  that 
15  of  16  five-year  survivors  with  squamous  carcinoma 
had  intranodal  metastases. 

The  previously  mentioned  reports  are  typical  of 
a time-honored  and  somewhat  determined  attitude 
which  holds  that  aggressive  surgery  with  respect  to 
resection  of  involved  mediastinal  nodes  may  be  of 
benefit. 

The  current  majority  opinion,  derived  from  ex- 
perience with  prethoracotomy  biopsy  of  the  medi- 
astinum and  subscribed  to  by  the  author,  favors  a 
much  more  selective  approach. 

Review  of  literature 

All  reports  indicate  a precipitous  drop  in  fruitless 
thoracotomy  when  mediastinoscopy  is  done.  Rather 
than  accepting  this  as  an  a priori  dictum,  its  validity 
has  been  tested  in  several  clinics. 

Palva,  Yiikari,  and  Inberg,9  pioneers  in  mediasti- 
noscopy, showed  that  in  a series  of  86  mediastinos- 
copies with  positive  results,  there  were  only  6 palli- 
ative resections  and  6 exploratory  thoracotomies. 


No  patient  survived  more  than  two  years.  In  an 
equal  number  of  mediastinoscopies  yielding  negative 
findings,  the  resectability  rate  was  79  percent,  and 
the  five-year  survival  rate  was  44  percent. 

Gibbons10  found  that  there  were  no  survivors  over 
two  and  one-half  years  in  28  cases  with  positive 
mediastinoscopy  results  undergoing  resection.  Only 
three  lived  more  than  one  year.  There  was  a very 
high  proportion  of  oat-cell  carcinoma  in  this  group: 
.36  percent. 

Fosburg  et  al.11  reported  only  1 survivor  in  a group 
of  75  patients  with  positive  mediastinoscopic  results; 
only  4 of  15  thoracotomies  led  to  resection.  Is  it  any 
wonder  that  the  title  of  their  article  is  ‘‘Positive 
Mediastinoscopy:  An  Ominous  Finding”? 

Irlieh,  Schulte,  and  Sehappei,12  in  Germany,  con- 
cluded that  "the  bad  results  for  bronchogenic  carci- 
noma and  positive  mediastinoscopy  allow  only  in 
special  cases  a surgical  procedure,”  because  only  2 of 
1 1 patients  with  positive  findings  on  mediastinoscopy 
survived  one  year. 

In  the  experience  of  Hansen  and  Marshio,13  “a 
positive  mediastinoscopy  has,  in  our  experience, 
proven  identical  to  nonresectability.” 

A more  finely  tuned  approach  to  resection  in  the 
face  of  positive  mediastinoscopy  findings  also  reverts 
to  the  previously  mentioned  phenomenon  of  intra- 
nodal metastasis  and  favorable  cell  type.  Thus 
Fishman  and  Bronstein14  “. . . are  forced  to  conclude 
that  invasive  carcinoma  within  paratracheal  or  sub- 
carinal lymph  nodes  is  a contraindication  to  at- 
tempted curative  resection.  Purely  microscopical 
mediastinal  lymph  node  involvement  may  not  be  a 
contraindication,  but  only  if  the  tumor  is  a well-dif- 
ferentiated squamous  cell  carcinoma.”  Actually  they 
encountered  no  intranodal  metastasis  or  well-dif- 
ferentiated squamous  cancer  in  any  of  their  medi- 
astinoscopies showing  positive  findings. 

Continuing  in  this  vein  of  “selectivity,”  a term  he 
has  frequently  used,  Paulson15  feels  that  resection 
may  be  undertaken  in  N2  lesions  where  there  is 
limited  intranodal  spread,  ipsilateral  low  metastasis, 
and  well-differentiated  cell  type.  Despite  this,  he 
reports  only  a 6 percent  five-year  survival  rate  in  such 
cases. 

Weissberg16  will  explore  such  N2  cases,  but  con- 
siders most  such  resections  to  be  palliative. 

Further  evidence  of  the  influence  of  cell  type  on 
prognosis  is  offered  by  Shields  et  al.17  who  showed 
that  11.5  percent  of  squamous  tumors  survived  five 
years  as  compared  with  2.9  percent  of  adenocarci- 
nomas and  6.1  percent  of  undifferentiated  types,  and 
highly  questioned  “The  efficacy  of  performing  a re- 
section in  the  presence  of  mediastinal  node  involve- 
ment ... 

Comment 

One  contentious  area  is  the  selective  rather  than 
the  routine  use  of  mediastinoscopy.  Those  advo- 
cating the  former  approach  grant  its  usefulness  in 
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prethoracotomy  staging  but  aspire  to  an  almost  100 
percent  yield  of  positive  biopsy  results  by  erecting 
rather  strict  indications  for  its  employment  based 
mainly  on  noninvasive  radiologic  criteria  and  gal- 
lium-67  scanning.  The  ultimate  goal  is  the  same: 
elimination,  wherever  possible,  of  exploratory  tho- 
racotomy or  noncurative  resection.  Nevertheless, 
Hutchinson,18  who  advocates  this  approach,  con- 
cludes that  mediastinoscopy  should  be  done  in  the 
majority  of  cases. 

Whitcomb  et  al.,18A  while  advancing  certain  ra- 
diologic and  histologic  indications  for  mediastinos- 
copy, noted  that  19  of  43,  or  44  percent  , of  their  cases 
without  mediastinal  widening  turned  out  to  be  N2. 

Cell  type  bears  some  appraisal.  It  is  generally 
agreed  that  squamous  cancer  tends  to  do  better  than 
other  cell  types.  However,  there  is  a rising  incidence 
of  adenocarcinoma  as  noted  in  the  Mount  Sinai  ex- 
perience, where  a rate  of  almost  40  percent  was  re- 
ported, as  well  as  in  reports  from  Roswell  Park  In- 
stitute, where  a 30  percent  incidence  was  reported19; 
Memorial  Hospital,  where  the  rate  was  25  percent29; 
and  Japan,  where  the  reported  rate  was  31  percent.21 
The  proponents  of  radical  mediastinal  dissection 
tend  to  agree  that  results  in  this  cell  type  are  ex- 
tremely poor.  Thus  there  is  a diminishing  oppor- 
tunity to  ignore  certain  mediastinoscopic  findings 
even  if  one  is  radically  inclined. 

Finally,  certain  observations  have  been  made  of 
the  cellular  reaction  of  lymph  nodes  to  tumor  cells 
deposited  therein.  Certain  patterns  of  lymphocytic 
infiltration,  sinus  histiocytosis,  and  follicular  hy- 
perplasia, already  worked  out  in  breast  cancer,  may 
explain  why  some  N2  patients  are  cured.22 

Carrying  the  role  of  lymph-node  reaction  further, 
Israel23  sought  to  add  a dynamic  factor  to  the  static 
TNM  classification  in  an  attempt  to  explain  the  lack 
of  uniform  prognosis  in  NO  cases.  This  is  the  cur- 
rently highly  theoretic  aspect  of  variations  in  the 
immune  response  which  may  lend  itself  to  immuno- 
chemical manipulation  in  the  future. 

Our  policy  at  Mount  Sinai  Hospital  is  to  perform 
mediastinoscopy  in  practically  all  cases  of  lung  can- 
cer. In  a personal  series  of  383  cases,  mediastinos- 
copy yielded  positive  findings  in  44  percent.  Tumors 
on  the  left  side  showed  contralateral  spread  in  27 
percent,  whereas  tumors  on  the  right  side  showed  this 
in  only  6 percent.  Median  survival  of  N2  cases 
without  resection  was  6.3  months.  A select  group  of 
35  N2  cases  were  subjected  to  preoperative  medias- 
tinal radiotherapy  followed  by  resection.  Adeno- 
carcinoma const  ituted  69  percent  of  t his  group,  or  24 
of  35  patients.  There  were  four  five-year  survivors. 
'Phis  preponderance  of  adenocarcinoma  is  unique 
and  at  variance  with  the  experience  of  Pearson  et 
ah, 21  in  which  only  squamous  cancer  was  subjected 
to  this  form  of  treatment. 

Conclusion 

In  conclusion,  it  is  apparent  t hat  mediastinal  node 


involvement  is  one  of  the  salient  prognostic  features 
in  the  evaluation  of  patients  with  lung  cancer. 
Whether  or  not  one  regards  involved  nodes  as  sur- 
gical targets,  all  agree  to  their  significance.  Thus  one 
finds  an  aggressive  surgical  approach  combined  with 
radiotherapy  on  the  one  hand  measured  against  a 
more  conservative  attitude  which  yields  to  certain 
biologic  features  on  the  other,  along  with  some  in- 
termediate attitudes  which  are  derived  from  the 
applicat  ion  of  certain  pathologic  and  immune  reac- 
tions to  nodal  metastasis.  Mediastinoscopy  plays 
a crucial  role  in  all  of  these  approaches.  Surgery 
alone  is  certainly  not  the  answer. 

2 East  92nd  Street 
New  York,  N.Y.  10028 
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Discussion 

Robert  W.  M.  Frater,  M.D.,  The  Bronx,  Neie 
York.  We  have  heard  two  approaches  which  really 
are  not  that  tar  apart  hut  do  part  company  in  two 
areas;  the  issue  of  mediastinal  nodes  is  clearly  the 
single  most  controversial  issue  that  remains  to  us.  I 
believe  I'm  reasonably  sure  of  what  both  of  you  have 
said.  Dr.  Martini,  just  to  clarify  this,  you  did  allude 
to  the  difference  between  nodes  that  have  their 
capsules  involved  and  are  adherent  to  the  mediasti- 
num and  nodes  with  only  intranodal  metastases.  Do 
you  make  that  distinction  in  your  choice  of 
therapy? 

Dr.  Martini:  We  have  not  made  the  distinction 
based  on  capsular  invasion.  We  have  elected  to  re- 
sect all  mediastinal  lymph  nodes  encountered  at 
thoracotomy  when  technically  feasible.  As  a rule, 
nodes  with  extracapsular  invasion  tend  to  be  multiple 
and  matted  together  and  are  apt  to  be  technically 
resectable,  but  this  is  not  necessarily  so  in  all  pa- 
tients. We  do  recognize,  however,  that  involved 
nodes  with  capsular  invasion  have  a poorer  prognosis 
than  nodes  that  are  well  defined,  easily  removable, 
and  with  only  intranodal  involvement. 

Dr.  Frater:  Do  you  think  there’s  a possible 

danger  in  terms  of  surgical  deaths? 

Dr.  Martini:  I’m  quite  certain  this  isn’t  so. 

There  is  no  increase  in  morbidity  by  adding  medi- 
astinal dissection  to  thoracotomy.  There  is  only  one 
report  in  literature  from  the  West  Coast  that  has 
suggested  an  increase  in  morbidity  when  node  dis- 
section is  performed.  We  have  not  observed  any 
morbidity  or  death  attributed  to  this  procedure  in 
over  400  consecutive  resections  that  have  included 
mediastinal  dissection,  performed  by  us  since 
1974. 

Dr.  Frater:  Dr.  Kirschner,  you  have,  in  fact,  been 
another  person  who  has  made  a statement  that  there 
is  a plus  for  doing  routine  mediastinal  resections.  Is 
that  right? 

Dr.  Kirschner:  Not  really.  I agree  up  to  a point 
with  Dr.  Martini  that  there  is  no  significant  differ- 
ence in  morbidity  or  mortality  rates  in  this  type  of 
resection.  What  we  have  done  is  try  to  avoid  this 
technique  as  a primary  or  routine  procedure.  Special 
circumstances  attend  our  employment  of  this  pro- 


cedure. The  first  is  that  group  of  patients  in  whom 
prethoracotomy  assessment  by  mediastinoscopy  fails 
to  show  nodal  involvement  which  is  subsequently 
discovered  at  thoracotomy.  Most  of  these  are  tu- 
mors of  the  left  lung  in  which  mediastinoscopy  is  not 
always  positive,  despite  the  presence  of  involved 
nodes.  Thus,  if  we  encounter  this  situation  at  tho- 
racotomy we  carry  out  the  most  radical  resection 
possible  including  intrapericardial  dissection,  ligation 
of  the  pulmonary  artery  proximal  to  the  ligamentum 
arteriosum,  and  lymph-node  dissection.  Such  a 
setup  is  much  less  common  on  the  right  side  because 
mediastinoscopy  is  so  much  more  accurate  on  the 
right.  Nevertheless  we  take  a dim  view  of  the  prog- 
nosis of  such  patients  despite  resection  because  we 
feel  they  are  “biologically”  inoperable.  The  other 
special  circumstance  is  the  patient  with  known 
mediastinal  node  involvement,  that  is,  positive 
mediastinoscopy  findings,  whom  we  have  treated 
with  preoperative  radiotherapy.  In  such  patients, 
we  feel  that  radiation  is  a more  effective  treatment 
for  mediastinal  adenopathy  than  dissection,  and  the 
purpose  of  the  surgery  is  mainly  to  remove  the  pri- 
mary tumor.  Our  resectability  in  such  cases  is  over 
95  percent  in  over  50  cases.  We  had  our  first  empy- 
ema just  one  month  ago — staphylococcal — without 
bronchopleural  fistula.  As  far  as  overall  morbidity 
goes,  patients  with  preoperative  radiation  tend  to 
recover  more  slowly  from  surgery  than  virgin  cases 
do. 

Dr.  Frater:  But,  nevertheless,  you  have  decided 
that  it  is  presumably  more  beneficial  to  your  patients 
to  decide  ahead  of  time  whether  or  not  you  are  going 
to  do  a mediastinal  resection  or  whether  or  not  you 
are  going  to  open  the  patient. 

Dr.  Kirschner:  Yes,  that  is  true.  As  I just 

mentioned,  we  do  not  go  ahead  with  thoracotomy  in 
those  patients  with  known  mediastinal  node  in- 
volvement except  for  those  two  special  circum- 
stances. 

Dr.  Frater:  Is  that  right? 

Dr.  Kirschner:  Well,  we  do  find  that  mediasti- 
noscopy is  not  a 100  percent  diagnostic  procedure. 
We  have  had  a number  of  patients  in  whom  we’ve 
found  mediastinal  nodes  in  areas  in  excess  of  the 
procedure,  particularly  on  the  right  side,  and  we  have 
gone  ahead  with  resection  with  no  change  in  the 
percentage  of  mortality  or  morbidity.  But  we  think 
biologically,  not  technically. 

Dr.  Frater:  Do  you  have  any  idea  what  per- 

centage of  patients  you  see  in  consultation  for  lung 
cancer  get  resections  or  who  get  their  chest 
opened? 

Dr.  Kirschner:  Roughly,  40  to  50  percent. 

Dr.  Martini:  I would  say  about  58  to  60  percent; 
I must  emphasize,  however,  that  approximately  10 
to  15  percent  of  our  surgically  explored  patients  have 
unresectable  tumors  but  are  recommended  the  tho- 
racotomy for  intraoperative  interstitial  implantation. 
If  we  were  to  exclude  this  group  of  patients,  our  op- 
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erability  rate  would  be  in  the  neighborhood  of  45 
percent. 

Dr.  Frater:  It  used  to  be  said  that  opening  a pa- 
tient with  unresectable  lung  cancer  carried  with  it  a 
very  significant  mortality  rate.  Do  you  feel  that  is 
still  true,  especially  in  these  cases  in  which  you’re 
implanting  radiation? 

Dr.  Martini:  I think  that  much  depends  on  in- 
dividual judgment  and  experience.  One  should  not 
explore  patients  who  are  poor  risks  for  surgery  unless 
the  benefits  to  be  derived  far  outweigh  those  risks. 
There  are  three  facts  to  be  taken  into  consideration 
in  selecting  patients  for  surgical  treatment:  (1)  the 
histology  of  the  tumor;  (2)  the  extent  of  the  disease 
or  the  stage  at  presentation;  and  (3)  most  important, 
the  performance  status  of  the  patient.  If  the  patient 
is  a poor  risk  for  thoracotomy,  he  will  also  be  a poor 
risk  for  implantation  and  a poorer  risk  for  resection. 
I don’t  think  that  there  is  much  difference  between 
the  views  of  Dr.  Kirschner  and  mine.  We  believe 
that  in  the  presence  of  positive  mediastinal  nodes, 
better  survival  is  obtained  when  surgery  is  combined 
with  radiation  therapy  to  mediastinum,  and  this  is 
exactly  what  Dr.  Kirschner  is  doing.  He  simply  is 
reversing  the  sequence  of  treatments  by  giving  ra- 
diation therapy  first  and  exploring  later.  We  prefer 
that  the  surgery  precede  radiation  therapy  while  the 
tissue  planes  are  distinct  and  the  dissection  is  safer 
and  easier.  I would  also  like  to  add  that  we  believe 
thoracotomy  to  be  the  best  way  to  stage  the  extent 
of  mediastinal  lymph-node  involvement  on  the 
ipsilateral  side.  Mediastinoscopy  has  an  advantage 
in  the  evaluation  of  contralateral  mediastinal  node 
involvement.  However,  the  subcarinal  packet  of 
nodes  are  not  accessible  to  mediastinoscopy  even  in 
the  most  diligent  hands.  I think  that  the  combina- 
tion of  both  thoracotomy  and  mediastinoscopy  per- 
haps is  what  will  be  needed  in  the  future.  I would  be 
naive  to  assume  that  by  resecting  all  involved  ipsi- 
lateral mediastinal  nodes  at  surgery  we  cure  the  pa- 
tient unless  we  also  irradiate  the  mediastinum  to 
control  contralateral  disease  and  residual  microme- 
tastasis in  the  mediastinum. 

Dr.  Ki  rschner:  I’d  like  to  make  some  more  re- 
marks about  lymph  nodes.  Studies  have  been  done 
on  the  histologic  response  of  lymph  nodes  to  meta- 
static tumor  cells  lodged  therein.  Most  of  this  work 
has  been  done  in  mammary  carcinoma,  but  some  has 
been  done  in  lung  cancer.  It  has  been  shown  that 
patients  whose  nodes  show  lymphocytic  infiltration, 
hyperplasia,  and  sinus  histiocytosis  seem  to  have  a 
better  prognosis  than  those  who  do  not.1  Another 
interesting  point  is  to  he  found  in  a recent  report  by 
Israel  of  France.2  The  title  of  his  article  is  “An  Im- 
munologic Look  attheTNM  Classification:  Ther- 
apeutic Implications  and  Strategies.”  He  focuses  his 
attention  on  the  N-0  patients.  These  are  the  pa- 
tients without  lymph  node  involvement,  that  is.  Stage 
I carcinomas,  where  we  have  the  best  prognosis  after 
surgery,  up  to  65  to  70  percent  five-year  survival.  He 


notes  that  some  30  to  35  percent  of  patients  die  of 
carcinoma  despite  the  negative  nodes.  He  calls  them 
“had  N-Os”  as  opposed  to  those  who  survive,  whom 
he  calls  the  “good  N-Os  ” and  emphasizes  immuno- 
logic aspects  of  prognosis.  What  this  will  lead  to  I 
do  not  know,  but  this  is  a problem  area.  We  must 
recognize  that  in  the  “best”  case,  0,  that  is,  involving 
the  1-  to  2-cm.  peripheral  adenocarcinoma  picked  up 
by  routine  x-ray  film,  asymptomatic,  and  undergoing 
resection  with  or  without  extensive  mediastinal  node 
dissection,  one  out  of  three  such  patients  will  die  of 
disseminated  carcinoma.  So  something  else  is  going 
on  besides  physical  removal  of  lymph  nodes. 
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Dr.  Frater:  I'd  like  to  throw  the  discussion  open 
to  the  floor  at  this  stage.  Would  anybody  care  to 
make  a comment,  to  ask  questions?  Yes? 

Peter  Weil,  M.D.,  Pelham,  New  York.  Dr. 
Kirschner,  how  often  do  you  find  contralateral  nodes 
on  mediastinoscopy,  other  than  from  left  to  right? 

Dr.  Kirschner:  Roughly  up  to  5 percent  of  the 
tumors  of  the  right  side  with  positive  nodes  will  in- 
clude contralateral,  that  is,  left-sided,  involvement 
at  the  time  of  mediastinoscopy  as  compared  with  up 
to  20  percent  of  the  lesions  of  the  left  side.  I believe 
subcarinal  node  involvement  is  of  almost  the  same 
significance  as  contralateral.  Since  the  drainage 
from  subcarinal  nodes  is  to  the  right  paratracheal 
area,  this  accounts  for  the  known  left-to-right  pre- 
dominance. 

Dr.  Martini:  In  reference  to  the  importance  of 
mediastinal  lymph  nodes,  in  prognosis,  I would  like 
to  point  out  that  there  is  no  study  in  literature  that 
adequately  evaluates  all  facets  of  mediastinal 
lymph-node  involvement.  We  are  in  the  process  of 
doing  a prospective  analysis  of  all  patients  that 
present  themselves  to  us  with  non-oat-cell  lung  car- 
cinoma that  are  clinically  operable.  At  the  time  of 
thoracotomy,  each  patient  is  carefully  assessed  for 
the  many  levels  of  mediastinal  lymph-node  in- 
volvement. These  nodes  are  analyzed  as  to  intra- 
nodal  versus  extranodal  involvement,  as  to  the 
number  of  nodes  involved,  and  as  to  the  position  of 
these  nodes.  The  results  to  he  obtained  from  such 
a report  may  guide  us  in  the  future  as  to  the  optimal 
case  selection  in  this  group  of  patients. 

Alfred  Jaretzky,  III,  M.D.,  New  York  City.  I 
have  a question  for  Dr.  Martini.  This  is  about  su- 
perior sulcus  tumor.  Do  you  insist  on  a tissue  diag- 
nosis? Donald  L.  Paulson,  M.D.,  subjects  these 
patients  to  radiation  therapy  without  a tissue  diag- 
nosis before  operation.  Do  you  agree  with  him? 

Dr.  Mart  ini:  We  have  not  accepted  for  treatment 
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any  patient  with  superior  sulcus  tumor  without  a 
histologic  diagnosis.  Superior  sulcus  tumors  are 
readily  accessible  to  tissue  diagnosis  by  percutaneous 
needle  biopsy  under  fluoroscopic  guidance.  It  is 
certainly  not  acceptable  at  this  time  to  report  survival 
results  in  any  cancer  without  tissue  diagnosis. 

Question  from  the  floor:  I)r.  Kirschner,  what 
do  you  irradiate  preoperatively — just  the  medias- 
tinum? 

Dr.  Kirschner:  No,  we  try  to  irradiate  both  the 
primary  lesion  as  well  as  the  mediastinum.  We  de- 
vise, with  the  cooperation  of  the  radiotherapist,  the 
shape  of  the  field  that  will  encompass  both  areas. 

Question  from  the  floor:  How  many  rs  do  you 
give? 

Dr.  K irsehner:  We  give  approximately  3,500  r 
to  the  tumor  and  5,500  r,  rarely  6,000  r,  to  the  medi- 
astinum over  a four-  to  five-week  period.  This  is 
because  we  rely  on  the  radiotherapy  to  control  the 
mediastinal  disease,  whereas  we  resect  the  primary 
tumor.  Our  resectability  rate  in  over  30  cases  is 
about  95  percent.  I might  say  that  the  mediastinum 
and  hilum  is  very  interesting  after  radiation.  I used 
to  think  that  that  the  rules  of  surgery  did  not  apply, 
but  indeed  they  apply  even  more  so  than  in  nonra- 
diated  tissue.  The  cleavage  planes  are  more  difficult 
to  find  but  they  are  there.  They  are  more  dense  or 
edematous  than  usual  hut  they  are  not  obliterated, 
and  by  careful  dissection  an  anatomic  operation  can 
be  carried  out  with  safety.  We  have  had  only  one 
empyema  and  no  bronchopleural  fistulas  in  over  30 
cases. 

Question  from  the  floor:  This  is  directed  to  Dr. 
Martini.  As  far  as  I'm  aware,  interstitial  radiation 
is  not  very  popular  at  other  institutions.  I wonder 
if  you  would  comment  on  that. 

Dr.  Martini:  We  are  aware  of  this  fact.  Inter- 
stitial radiation  is  not  a novel  treatment  alternative; 
it  has  been  used  at  our  institution  for  nearly  four 
decades.  I think  one  of  the  reasons  for  its  lack  of 
popularity  at  other  institutions  is  attributable  to  the 
fact  that,  early  on,  high-energy  radionuclides  were 
being  used,  such  as  iridium  gold  and  radon;  these 
radioactive  sources  posed  a serious  exposure  hazard 
to  the  therapists  and  to  the  operating  room  personnel 
as  well  as  to  the  patient.  In  the  past  ten  years, 
however,  low-energy  radionuclides  such  as  radioio- 
dine have  become  available.  With  radioiodine,  we  feel 
comfortable  with  a pair  of  gloves  to  secure  our  safety 
in  the  operating  room.  At  present  the  main  limita- 
tion is  the  fear  in  the  minds  of  the  radiotherapists, 
not  the  surgeons.  Perhaps  we  have  failed  to  point 
out  to  our  radiotherapy  colleagues  that  we  as  sur- 
geons do  not  ask  them  to  explore  the  patient,  dissect 
the  lesion,  and  safely  identify  the  vital  structures  to 


avoid  injury  by  implantation.  The  tumor  is  literally 
placed  in  their  hands  for  implantation,  and  the  safety 
of  the  patient  remains  the  responsibility  of  the  sur- 
geon. 

Edward  J.  Beattie,  dr.,  M.D.,  New  York  City. 
May  I comment,  too,  since  I am  often  questioned  by 
my  surgical  friends.  The  answer  is  that  surgeons  do 
not  know  about  internal  radiotherapy  and  therefore 
do  not  know  whether  it  is  beneficial  or  not.  Years 
ago  the  internal  radiotherapy  technique  began  to 
show  some  good  results,  hut  supervoltage  radiation 
became  available.  Radiation  therapists  have  been 
impressed  with  supervoltage  radiation,  especially 
with  high  voltages  of  24  and  48  megavolts,  and  have 
felt  internal  radiotherapy  was  not  necessary. 
However,  we  have  impressed  Henry  Kaplan,  M.D., 
and  more  radiotherapists  around  the  country  are  now 
beginning  to  use  the  technique. 

Dr.  Frater:  1 don’t  think  that  the  two  speakers 
are  really  that  far  apart.  I suspect  that,  in  practice, 
their  patients  in  the  long  run  get  rather  similar  re- 
sults. There  are  still  questions,  and  I submit  that 
they  have  both  demonstrated  that  there  is  no  sub- 
stitute for  careful  and  precise  evaluation,  record 
keeping,  and  follow-up  to  provide  the  answers  to 
these  questions.  I hope  that  in  another  three  or  four 
years'  time  we’ll  be  able  to  call  on  them  again  to  give 
us  a more  precise  answer  to  the  exact  significance  of 
these  various  types  of  mediastinal  node  involvement. 
I will  now  call  on  Dr.  Becker  and  Dr.  Cunningham  to 
come  to  the  podium  so  that  we  may  start  on  the  next 
session.  At  this  stage  I would  like  to  point  out  to  the 
audience  that  John  Kirklin,  M.D.,  is  with  us;  he  is  our 
honored  guest  for  tonight.  I say  this  because  some 
of  my  earliest  memories  of  cardiac  surgery  are  related 
precisely  to  the  subject  that  we  are  going  to  be  dis- 
cussing now,  namely,  protection  of  the  myocardium. 
I was  reminding  Dr.  Kirklin  earlier  that  very  nearly 
20  years  ago  at  St.  Mary’s  Hospital  I was  in  the  so- 
larium outside  the  operating  room  when  a French- 
man, Jean  Paul  Bieret,  came  out  saying,  “Terrible, 
terrible,’’  and  I asked  him  what  was  terrible.  He  said 
that  Dr.  Kirklin  had  a clamp  on  the  aorta  for  45 
minutes.  But  the  trouble  was  with  his  English. 
What  he  really  meant  was,  “Terrific!  Fantastic! 
Extraordinary!,”  because  he  had  seen  that  it  was  in- 
deed possible  to  make  the  heart  ischemic  for  45 
minutes  and  have  it  recover  and  beat  effectively  af- 
terward. We  have  come  a long  way  since  then,  and 
we  hope  to  find  out  this  afternoon  whether  there  are 
better  ways  of  protecting  the  heart  than  by  putting 
a clamp  on  the  aorta  for  45  minutes. 

The  following  article  is  abstracted. 
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Multidose  blood  cardioplegia,  characterized  by  a 
K+  (potassium)  of  30  mEq.  per  liter,  a pH  of  7.4,  and 
normal  Ca++  (calcium),  in  combination  with  pro- 
found myocardial  hypothermia,  less  than  20°C.,  was 
studied  in  24  patients  undergoing  cardiac  surgery. 
Serial  myocardial  biopsies  were  obtained  to  assess  the 
preservation  of  myocardial  ATP  (adenosine  tri- 
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phosphate)  and  ultrastructure  during  crossclamping 
and  after  reperfusion.  Cardiac  output  was  measured 
serially  before  and  after  bypass. 

Several  technical  details  were  found  to  be  of  crucial 
importance.  These  included:  monitoring  myocar- 
dial temperature  and  avoiding  rewarming;  topical 
hypothermia,  endocardial  and  epicardial;  volume  and 
frequency  of  cold  blood  injection;  and  monitoring  of 
injectate  pressure. 

Patients  could  be  divided  into  two  groups.  Group 
I,  made  up  of  17  patients,  had  optimal  myocardial 
protection,  that  is,  multidose  reinjections,  mainte- 
nance of  myocardial  temperature  less  than  20°C.,  and 
absence  of  EKG  (electrocardiogram)  activity  during 
crossclamping.  Group  II,  made  up  of  7 patients,  had 
some  return  of  EKG  activity  and  rise  in  myocardial 
temperature,  greater  than  25°C.  before  unclamping 
because  of  errors  in  technique  (Table  I). 

The  finding  that  ATP  actually  increased,  by  53 
percent,  during  crossclamping  and  returned  to  nor- 
mal following  reperfusion  indicates  excellent  myo- 
cardial protection.  This  is  supported  by  electron 
microscopic  findings,  which  showed  no  irreversible 
changes,  and  the  absence  of  low  cardiac  output.  In 
contrast,  the  importance  of  technical  details,  espe- 
cially the  degree  of  hypothermia,  is  shown  by  the 
ATP  decrease  in  Group  II,  frequently  followed  by 
poor  cardiac  function  and  irreversible  ultrastructural 
changes.  These  data  indicate  that  with  proper 
technique,  cold  blood  K+  cardioplegia  combined  with 
topical  cooling  is  distinctly  superior  to  other  methods 
of  myocardial  protection. 

The  following  report  will  be  given  in  its  en- 
tirety. 


TABLE  I.  Summary  of  findings 


Aortic 

✓ ATP  (Percent)* \ 

Occlusion 

After 

Number 

Time 

End  of  30-Minute 

Low 

Group 

of  Patients 

(minutesp 

Crossclamp  Reperfusion 

Deaths 

Output 

TEM 

Minor 

0 1/17  change 

Marked 

0 3/7  change 


* p <0.05. 

' I versus  II;  p >0.05. 

**  Standard  error. 


I 17  77  ± S.E.**8  1 53  ± S.E.  15  f8  ± S.E.  11 

II  7 92  ± S.E.  15  1 40  ± S.E.  9 |54  ± S.E.  12 
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HHCA  (hypothermic  hyperkalemic  cardioplegic 
arrest)  of  the  heart  has  become  widely  used  for  the 
conduct  of  open  heart  surgery.1,2  Properly  ran- 
domized controlled  studies  comparing  it  with  the 
other  popular  technique,  intermittent  aortic 
clamping  at  moderate  hypothermia,  have  not  been 
available.  We  have  studied  consecutive  patients 
undergoing  coronary  surgery  assigned  to  two 
groups: 

1.  Hypothermic  hyperkalemic  cardioplegia. 

In  patients  undergoing  hypothermic  hyperkalemic 
cardioplegia,  an  electrolyte  solution  containing  25 
mEq.  of  potassium,  1 Gm.  of  albumin,  and  10  mg.  of 
hydrocortisone  at  4°C.  was  infused  into  the  aortic  root 
to  arrest  the  heart  and  cool  it  to  18  to  20°C.  All  distal 
anastomoses  were  performed  during  a single  period  of 
aortic  clamping.  The  general  perfusion  temperature 
was  30°C.,  and  the  heart  was  kept  empty  and  beating 
when  not  arrested. 

2.  Intermittent  aortic  clamping.  Intermittent 
aortic  clamping  was  interspersed  with  periods  of  reper- 
fusion, with  the  general  perfusion  temperature  at 
30°C.  and  the  heart  empty  and  beating  in  the  second 
group. 

There  were  18  patients  who  received  HHCA  and 
* By  invitation. 


17  who  had  1AA  (intermittent  aortic  arrest).  The 
two  groups  were  comparable  in  terms  of  vessels  dis- 
eased and  preoperative  ejection  fractions.  Aortic 
clamp  times  averaged  47  minutes  for  HHCA,  single 
clamping,  and  35  minutes  for  IAA,  sum  of  separate 
clamp  periods.  There  were  2.8  grafts  per  patient  in 
each  group. 

Study  methods 

Measurement  of  ventricular  function  before  and 
after  cardiopulmonary  bypass  was  used  to  test  the 
two  methods  of  producing  cardiac  arrest.  It  was 
reasoned  that  if  ventricular  function  was  maintained 
at  the  preoperative  level  after  the  period  of  cardio- 
pulmonary bypass  then,  even  if  hidden  myocardial 
damage  had  occurred,  it  was  unlikely  to  have  any 
effect  on  future  cardiac  performance.  By  contrast, 
if  depression  of  function  were  demonstrated,  the 
potential  for  permanent  myocardial  damage  un- 
doubtedly existed.  Ventricular  function  was  eval- 
uated by  (1)  conventional  hemodynamic  data,  in- 
cluding cardiac  output,  left  and  right  atrial  and  sys- 
temic pressures,  and  calculated  Cl  (cardiac  index) 
and  SYR  (systemic  vascular  resistance);  (2)  intra- 
operative echocardiographic  measurements  of  phasic 
ventricular  dimension  changes  with  derivation  of 
values  for  percent  D ( percent  diameter  shortening), 
VCF  (velocity  of  circumferential  fiber  shortening), 
and  EF  (ejection  fraction)3;  and  (3)  Starling  curves, 
obtained  by  measuring  stroke  volume  indices  at  at 
least  three  different  left  atrial  pressures.  The 
postbypass  curves  were  classified  as  maintained  or 
depressed  by  comparison  with  the  prebypass  curves, 
with  each  patient  acting  as  his  own  control. 

Results 

Routine  hemodynamic  data.  Routine  hemo- 
dynamic data  are  displayed  in  Table  I.  There  were 
no  significant  differences  when  comparing  any  of  the 
variables  between  the  two  groups  at  any  point  in 
time.  There  were,  at  the  end  of  the  operation  and  in 
the  intensive  care  unit,  significant  falls  in  Cl  and  rises 
in  SVR.  These  were  the  same  for  both  groups  and 
clearly  not  due  to  the  technique  of  arrest  used. 

Echocardiographic  dimensional  changes. 
Echocardiographic  dimensional  changes  are  shown 
in  Table  II.  These  also  showed  no  significant 
changes  between  the  pre-  and  postbypass  values, 
although  it  is  of  interest  that  despite  randomization 
there  was  a difference  between  the  two  groups  pre- 
operatively. 

Starling  curves.  Starling  curves  were  at  least 
maintained  in  12  of  18  HHCA  cases  and  7 of  17  IAA 
cases.  Statistical  analysis  of  the  depressed  and 
maintained  cases  in  each  group  showed  them  to  be 
significantly  different  from  each  other.  Although  the 
difference  between  the  HHCA  and  IAA  cases  is  im- 
pressive, it  does,  in  fact,  not  quite  reach  statistical 
significance  by  the  chi-square  test  at  the  P less  than 
0.05  level. 


December  1979/New  York  State  Journal  of  Medicine  2043 


TABLE  I.  Hemodynamic  data  for  two  groups* 


Group  and  Variable 

Control 

One  Hour 

End  of  Operation 

Two  Hours 
Postoperatively 

A (HHCA) 

MAP  (torrP 

92  ± 4.3 

82  ± 3.6 

93  ± 3.1 

96  ± 4.8 

HR  (beats  per  minute)** 

60  ± 3 

71  ± 4t+ 

77  ± 3*** 

88  ± 2*** 

Cl  (L.  per  minute  per  square  meter) 

2.55  ± 0.13 

2.34  ± 0.15 

1.90  ± 0.12*** 

1.79  ± 0.19*** 

SVR  (dyne  X second  X cm-’) 

1,497  ± 103 

1,406  ± 104 

2,096  ± 191*** 

2,550  ± 393*** 

B (IAA) 

MAP 

91  ± 3.4 

85  ± 1 .3 

88  ± 1.2 

89  ± 6.5 

HR 

62  ± 2 

76  ± :T++ 

79  ± 4*** 

89  ± 4*** 

Cl 

2.54  ±0.13 

2.27  ±0.11 

1.86  ± 0.1*** 

1.58  ± 0.12*** 

SVR 

1,578  ± 97 

1,720  ± 189 

2,108  ± 197*** 

2,633  ± 393*** 

" All  values  are  mean  ± standard  error. 
* MAP  = mean  arterial  pressure. 

**  HR  = heart  rate. 

+t  P <0.005. 

***  P <0.01. 
m P <0.02. 


for  myocardial  protection,  J.  Thor.  Cardiovasc.  Surg.  76: 577  (Nov.) 
1978. 

Discussion 


TABLE  II.  Echocardiographic  data  for  two  groups  pre- 
and  postcardiopulmonary  bypass 


Group  and  Time 

Percent  D 

VCF  (sec.-1) 

EF 

HHCA 

Prebypass 

0.25 

0.86 

0.49 

Postbypass 

0.25 

0.79 

0.49 

IAA 

Prebypass 

0.34 

1.07 

0.63 

Postbypass 

0.34 

1.03 

0.63 

Other  studies 

Conti  et  al.4  have  performed  a randomized  study 
of  routine  coronary  bypass  cases  comparing  HHCA 
with  external  cooling  and  a single  period  of  aortic 
clamping.  Here,  too,  there  was  evidence  in  favor  of 
HHCA,  but  striking  statistical  significance  at  the  P 
less  than  0.05  level  was  not  reached. 

Conclusion 

Randomized  studies  are  critical  for  the  proper 
evaluation  of  rival  techniques  in  cardiac  surgery. 

For  routine  coronary  cases,  HHCA  appears  to  offer 
marginally  better  maintenance  of  ventricular  func- 
tion than  IAA.  This  is  evident  only  when  myocardial 
function  is  stressed  by  a preload  and  even  then  does 
not  reach  statistical  significance.  Nevertheless,  the 
results  have  impressed  us  enough  to  adopt  HHCA  as 
our  standard  technique  for  coronary  cases. 

Department  of  Surgery 
Hospital  of  the  Albert  Einstein  College  of  Medicine 
1600  Tenbroeck  Avenue 
The  Bronx,  New  York  10461 
(DR.  BECKER) 
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Dr.  Frater:  We  have  heard  two  reports  this  af- 
ternoon which  tend  to  deal  with  two  ends  of  the 
spectrum  in  cardiac  surgery.  Dr.  Cunniqgham  has 
emphasized  the  value  of  a particular  myocardial 
protection  technique  when  the  time  of  ischemia  is 
prolonged.  By  contrast,  Dr.  Becker  has  taken  what 
is  more  or  less  the  standard  kind  of  case  that  most 
cardiac  surgeons  are  operating  on  which  can  be  ac- 
complished by  modest  periods  of  aortic  clamping.  I 
take  it  that  in  1978  nobody  is  suggesting  that  we  do 
anything  but  operate  on  a quiet,  nonbeating,  empty 
heart.  Given  that  requirement,  the  surgeon,  per- 
forming in  the  neighborhood  of  three  coronary  by- 
passes per  patient,  is  able  to  accomplish  this  in  a 
relat  ively  short  period  of  aortic  crossclamp  time;  and, 
within  these  limits,  Dr.  Becker  has  not  shown  a 
striking  difference  in  hemodynamic  function  with  the 
two  techniques,  although  there  clearly  is  a bias  in  one 
direction.  And,  I guess,  depending  on  how  you  look 
at  the  data,  you  will  be  influenced  by  it. 

Dr.  Cunningham’s  presentation  is  interesting  by 
contrast  for  the  extraordinary  lengt  h of  time  he  has 
had  the  aorta  clamped  for  some  of  his  cases.  He 
would,  I am  sure,  be  the  first  to  recognize  that  he  has 
not  clearly  demonstrated  that  “blood  cardioplegia” 
is  necessarily  better  than  cold  hypercalemic  cardio- 
plegia by  this  study;  but  he  has  a strong  feeling  that, 
it  is  better.  He  has  shown  that  no  technique  is  any 
good  if  you  don’t  do  it  right.  It  is  quite  obvious  that 
there  is  a distinct  difference  between  those  cases  in 
which  he  feels  that  t he  protection  was  properly  pro- 
vided and  in  those  in  which  it  was  not.  Now,  there 
are  many,  many  questions  arising  out  of  this.  I shall 
not  hold  the  podium.  I know  that  there  are  many 
members  of  the  audience  who  would  like  to  discuss 
these  questions.  I would  like  to  call  first  on  William 
( lav,  M.D. 

William  Gay,  M.D.,  New  York  City.  Thank  you. 
I enjoyed  both  of  these  reports.  The  Nernst  equa- 
tion, which  all  of  you  learned  in  your  second  year  at 
medical  school,  is  really  what  we’re  talking  about 
with  cardioplegia — at  least  the  two  types  of  cardio- 
plegia we  heard  about  t his  afternoon.  All  of  us  know 
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what  hyperthermia  does;  it  diminishes  oxygen  con- 
sumption by  decreasing  the  metabolic  rate.  What 
potassium  does  is  alter  the  balance  of  the  potassium 
on  the  inside  of  the  cell  and  the  potassium  on  the 
outside  of  the  cell.  What  we’re  doing  by  adminis- 
tering potassium  into  the  extracellular  space  is  al- 
tering that  relationship;  in  other  words,  we’re 
switching  off  that  membrane.  Hopefully,  this  totally 
ablates  metabolic  activity.  These  two  articles 
probably  ask  more  questions  than  they  answer.  The 
point  that  they  made  to  me  was  that  I don’t  think  we 
have  the  technology  and  instrumentation  right  now 
which  is  sophisticated  enough  to  tell  us  what  is  the 
best  method  for  myocardial  protection,  at  least  in  the 
clinical  sense.  Survival,  although  crucial,  is  clearly 
not  an  adequate  index.  Ventricular  function  does 
not  seem  to  he  an  adequate  index.  Myocardial  in- 
farction rates  do  not  seem  to  he  an  adequate  index. 
I really  don’t  know  that  we  have  currently  available, 
at  least  in  the  clinical  realm,  an  index  which  is  going 
to  he  sensitive  enough  to  tell  us  which  is  the  best 
technique.  There  are  some  interesting  experimental 
studies  going  on  now  in  various  places.  I think  our 
colleagues  in  the  shock  and  trauma  business  have 
recently  done  some  mitochondrial  studies  which 
might  be  of  interest  to  us  in  the  myocardial  protec- 
tion field  in  the  near  future,  and  that  is  looking  at  the 
uncoupling  of  oxydative  phosphoryl  within  the  mi- 
tochondria. What  we’re  trying  to  do  is  define  the 
point  where  injury  becomes  irreversible,  and  I don’t 
think  we  know  where  that  is.  The  questions  that  I 
would  pose  to  the  essayists  are  as  follows.  1 was 
confused  by  the  ATP  curves  of  Dr.  Cunningham;  in 
Group  II  the  resting  control  level  of  ATP  was  twice 
that  in  Group  I,  6 micromoles  per  100  mg.  as  opposed 
to  3 in  Group  I.  I wonder  if  you  would  care  to  com- 
ment on  that,  as  well  as  comment  on  why  the  ATP 
rose  during  the  first  few  minutes  of  blood  cardio- 
plegia. And,  for  Dr.  Becker.  I wonder  about  the  va- 
lidity of  constructing  a Starling  curve  using  just  three 
points.  I think  you  perhaps  need  a few  more  points. 
The  curves  were  very  impressive;  at  least  the  differ- 
ences in  the  curves  were.  The  use  of  intraoperative 
echocardiography  is  a very  novel  and  unique  tech- 
nique and  has  many  implications.  I enjoyed  both 
presentations  very  much. 

Dr.  Cunningham:  Thank  you,  Dr.  Gay.  Your 
questions  are  all  well  taken.  In  response  to  your  first 
question  about  the  difference  in  baseline  levels  of 
ATP.  this  is  a function  of  probably  two  things  in  this 
particular  group  of  patients.  In  Group  II.  the  seven 
patients  with  poor  protection,  two  patients  started 
off  with  higher  ATP  levels  than  we  generally  see  as 
the  baseline  values.  As  you  know,  if  you  do  ATP 
levels  on  10  different  patients,  you're  not  going  to  get 
similar  levels  of  baseline  ATP  on  all  patients.  It 
depends  in  some  measure  on  their  basic  heart  disease, 
whether  they  have  chronic  failure  or  coronary  in- 
sufficiency, infarcts,  scar  tissue,  and  so  forth.  And 
so,  ATP  levels  may  vary  greatly  prior  to  surgery  in 
any  patient  sample.  This  variability  seems  to  cor- 


relate well  with  the  elect ronmicroscopic  data  which 
demonstrate  quite  a bit  of  difference  in  the  baseline 
structure  in  patients  who  undergo  coronary  bypass. 
In  the  patients  with  normal  ventricles,  ATPs  are  all 
alike  but  differ  greatly  from  those  values  noted  in 
patients  with  ventricular  scarring  or  numerous  old 
infarcts  where  ATP  levels  may  he  lower. 

Therefore  I think  the  variation  in  ATP  levels  is  a 
combination  of  two  things.  First,  t he  group  is  small, 
and,  second,  within  this  small  group  of  patients  there 
were  a couple  of  patients  who  had  very  high  baseline 
levels  of  ATP.  With  respect  to  your  second  question 
as  to  why  ATP  rose,  I can’t  answer  that  conclusively; 
I can  only  speculate.  With  the  system  we  are  using 
now,  where  blood  can  be  pumped  into  the  heart  at  a 
given  rate,  one  can  (annulate  the  coronary  sinus  and 
draw  aortic  and  coronary  sinus  samples  and  calculate 
oxygen  and  lactate  consumption.  We’ve  done  this 
on  a few  patients,  and  there  is  almost  no  oxygen  ex- 
traction at  all;  and  oxygen  consumption  rates  are 
down  in  t he  range  of  0.02  cc.  per  100  Gm.  per  minute 
or  less  in  patients  who  are  adequately  cooled  and  who 
are  reinjected  every  30  minutes.  Maybe  we  are  ar- 
resting the  heart  so  well  and  are  giving  enough  oxygen 
that  it  is  able  to  manufacture  enough  ATP  to  produce 
this  rise.  The  other  possibility  is  that  the  arrest  is 
so  sudden  that  we  maintain  a store  of  ATP  which 
would  otherwise  have  been  depleted  had  the  heart 
been  allowed  to  fibrillate.  One  of  the  questions  that 
was  asked  of  us  originally  was:  “Did  you  do  serial 
biopsies  for  ATP  between  the  times  of  your  control 
sample  and  the  last  reinjection?”  We  didn’t  do  that 
initially,  and  we’re  not  sure  whether  ATP  was  that 
high  just  after  arrest  was  achieved.  Recently,  we 
have  done  serial  biopsies  on  patients  with  long  cross- 
clamp times,  up  to  from  120  to  180  minutes,  and  ATP 
goes  sequentially  up,  and  so  I don’t  think  it  is  arti- 
factual. 

Dr.  Becker:  Dr.  Gay,  we  agree  with  you  that 
Starling  curves  might  best  be  drawn  with  more  than 
three  points,  but  as  a practical  matter  it  is  difficult 
to  justify  spending  more  time  preoperatively  to  ob- 
tain more  points  on  the  curves.  Even  with  only  three 
points,  we  were  quite  confident  that  we  could  easily 
identify  which  patients  had  improved  function  versus 
those  who  were  unimproved  or  depressed.  The 
curves  were  each  examined  independently  by  a sur- 
geon and  by  an  anesthesiologist,  who  came  to  the 
same  conclusions  on  each  case,  so  we  feel  that  this 
does  confirm  the  validity  of  our  methods. 

Dr.  Frater:  Dr.  Kirklin,  one  of  the  questions  that 
we  have  before  us  obviously  is,  “What  is  the  proper 
way  of  deciding  that  we  are  protecting  the  myocar- 
dium adequately?”  Dr.  Cunningham  has  made  a 
clear  inference  that  ii  the  histology  is  altered  the 
myocardial  cell  must  have  been  damaged,  and  myo- 
cardial function  must  be  adversely  affected.  We 
have  taken  the  opposite  tack;  looking  at  ventricular 
function,  and  trying  to  measure  it  under  the  cir- 
cumstances of  the  operating  room,  we  have  assumed 
that  its  maintenance  as  shown  by  the  performance 
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of  Starling  curves  is  an  indication  that  excessive 
damage  has  not  been  done.  Do  you  have  any  pref- 
erence for  a technique  for  assessing  myocardial  pro- 
tection techniques? 

John  W.  Kirklin,  M.D.,  Birmingham , Alabama. 
I am  in  the  somewhat  embarrassing  position  of  being 
able  to  answer  that  question  with  one  word — no. 
But  I can't  resist  the  opportunity  to  comment  a little 
even  though  it  may  not  bear  directly  on  the  question. 
With  regard  to  the  question,  I’m  not  sure  that  I would 
really  agree  with  Dr.  Gay  and  his  comments  about 
how  we  can’t  do  it.  You  know,  if  somebody  told  me, 
and  it  were  really  true  and  he  could  prove  it,  that  he 
had  a method  of  myocardial  protection  which  re- 
sulted in  zero  deaths,  zero  myocardial  infarction,  and 
zero  functional  impairment,  I wouldn’t  be  interested 
in  anything  else.  I don’t  think  you  would  either,  Dr. 
Gay,  would  you?  So,  I think  those  are  the  ideal  cri- 
teria. It's  a little  difficult  because  it  is  such  a mul- 
tifactorial thing.  Eventually  the  method  will  have 
to  be  proved  by  those  criteria  because  everything  else 
is  inferential  as  to  how  it  affects  survival  and  the  in- 
cidence of  myocardial  necrosis  and  perhaps  function. 
I,  too,  enjoyed  the  reports.  I guess  I’m  reminded  of 
the  old  saying,  “It  takes  a thief  to  catch  a thief,”  be- 
cause I’ve  been  proposing  one  thing  or  another  for 
quite  awhile  and  have  been  trapped  in  my  own  en- 
deavors at  times.  I guess  I’d  like  to  ask  a few  ques- 
tions. I disagree  positively  with  some  of  the  things 
that  have  been  said.  Could  I ask  the  temperature  of 
the  whole-body  perfusate  of  each  of  you? 

Dr.  Cunningham:  Twenty  degrees. 

Dr.  Becker:  Thirty  degrees  centigrade. 

Dr.  Kirklin:  You  run  the  perfusate  at  30°C.? 
Well,  I would  say,  Dr.  Becker,  when  you  run  the 
perfusate  at  30° C.  that  you  are  taking  a little  liberty 
when  you  say  that  the  myocardial  temperature  was 
within  the  range  of  20°C.,  unless  you  had  it  in  some 
wide  range  because  in  our  experience  the  myocardial 
temperature  tends  immediately  after  the  cessation 
of  perfusion  to  rise  toward  the  temperature  of  the 
whole-body  perfusate.  Do  you  disagree  with  that? 

Dr.  Becker:  No,  but  since  we  are  monitoring 
myocardial  temperature  continuously  we  are  always 
aware  where  rewarming  occurs,  and  we  can  deal  with 
it  appropriately. 

Dr.  Kirklin:  And  it’s  never  above  20°C.?  In 
other  words,  you  are  really  not  accurate  when  you  say 
the  myocardial  temperature  is  always  at  or  below 
20°C.  And  I take  it  from  Dr.  Cunningham’s  pre- 
sentation that  it  was  the  same,  that  they  wanted  it 
below  20°C.,  that  they  always  want  it  below  20°C., 
hut  that  suggests  to  me  that  it  is  always  more  or  less 
in  the  neighborhood  of  20°C.  I think  that  is  really 
very  important  because  1 think  myocardial  preser- 
vation with  the  myocardium  more  or  less  at  20°C.  is 
a very  different  preparation  than  when  t he  myocar- 
dial temperature  is  more  or  less  at  12°G.  'There  is 
another  equation,  I he  Arrhenius  equation,  which  says 
that;  and  that’s  true  in  biologic  systems,  of  course, 
and  all  of  the  experimental  work.  'The  work  of  Herst, 


in  London,  is  probably  the  best,  and  everyone  else’s 
work  says  that  myocardial  function  and  functional 
recovery  and  anything  else  you  want  is  probably  re- 
lated to  the  temperature  of  the  myocardium  during 
this  ischemic  period.  We  have,  I guess,  now,  a couple 
of  years  of  experience  with  cardioplegia.  We  have 
a prospective  randomized  study  that  we’ve  done. 
One  of  our  surgeons  uses  blood  cardioplegia,  and  I 
guess  I would  say  that  blood  cardioplegia  is  just  an- 
other method  of  coronary  perfusion  in  a way.  And, 
although  it  may  be  better,  it’s  just  a little  different 
conceptually  from  trying  to  make  the  heart  ischemic 
and  cold  and  preserve  it  during  that  period.  It’s 
funny,  but  I would  have  interpreted  Dr.  Cunning- 
ham’s data  a little  bit  differently.  I would  say  that 
he  had  25  patients,  about  one  third  of  whom  with  his 
technique  of  cooled  blood  cardioplegia  had  serious 
myocardial  damage  as  evidenced  by  falls  in  ATP. 
When  he  tells  me  that,  from  an  institution  that  has 
been  doing  coronaries  for  many  years  in  very  large 
numbers,  that  very  recently  he  wanted  to  throw  out 
one  third  of  his  patients  because  the  experiment 
wasn’t  perfect,  I just  somehow  can’t  accept  that.  If 
the  method  is  such  that  one  third  of  the  patients  are 
not  going  to  do  well  with  it,  then  there  is  something 
the  matter  with  the  method.  I don’t  think  it  is  sci- 
entifically acceptable  to  sort  out  seven  explanations 
in  retrospect  of  why  myocardial  damage  occurred.  I 
must  say  that  in  our  institution  the  surgeon  who  uses 
cold-blood  cardioplegia  frequently  has  the  heart 
begin  to  fibrillate  partway  through,  and  I think  that 
Dr.  Becker  talked  about  reinfusing  when  fibrillation 
occurs.  I think  that  when  you  see  fibrillation,  you 
don’t  have  cold  cardioplegic  myocardial  preservation. 
That’s  failure  of  the  method,  and,  if  you  reinfuse  after 
fibrillation  has  been  visible,  then  I think  you  have  not 
a pure  method  of  cold  myocardial  preservation;  the 
heart  shouldn’t  fibrillate  at  all.  Tfye  heart  shouldn’t 
budge.  It  should  just  sit  there  being  cold  and 
enjoying  its  hibernation.  So,  I don’t  know;  I think 
it’s  a very  difficult  area,  really  difficult  because  it  is 
so  multifactorial.  I think  at  the  same  moment  that 
it  is  the  most  spectacular  advance  in  cardiac  surgery 
that  I have  seen  in  many  years.  I think  it’s  a really 
spectacular  advance,  but  I think  it’s  a very  compli- 
cated system.  And,  I think  if  you’re  really  serious 
about  having  the  heart  cold  and  quiet,  you  have  to 
change  the  whole  method  of  doing  cardiac  surgery. 
At  least,  that’s  our  experience.  If  you’re  really  seri- 
ous, if  you  want  the  heart  cold  at  10  to  15°C.  and 
quiet  throughout,  it  means  a revamping  of  the  whole 
met  hod.  If  you  revamp  your  whole  method  you  can 
do  t hat,  and  I would  recommend  that  one  do  that  so 
that  you  have  a pure  preparation.  However,  we  have 
made  every  mistake  t hat  everyone  else  has  made  and 
then  others  in  addition,  and  certainly  the  kinds  of 
reports  that  were  presented  are  what  we  need  to  sort 
out  all  these  complicated  things. 

Dr.  Frater:  'There  is  a lit  tle  time  left,  and  I would 
like  to  call  on  two  individuals  who  have  expressed 
interest.  The  f irst  is  Daniel  Weiss,  M.D. 
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Daniel  Weiss,  M.D.,  New  York  City.  I am  very 
excited  about  Dr.  Becker’s  model  because  1 think  that 
one  of  the  continuing  problems  has  to  he  that  we  not 
only  must  assess  the  short-term  but  also  the  long- 
term results.  The  possibility  of  a noninvasive  tool 
that  can  he  used  over  a long  period  is  fascinating. 
Certainly  all  of  us  are  aware  of  the  fact  that  potassi- 
um cardioplegia  historically  had  difficulties  in  pro- 
ducing late  myocardial  fibrosis  and  heart  failure. 
There  have  been  some  suggestions  recently  that  even 
the  method  we’re  using  now  may  produce  late 
changes  in  heart  function.  I’m  curious  as  to  whether 
the  echo  technique  intraoperatively  can  he  used 
comparatively  with  an  external  echocardiogram 
that’s  obtained  later  to  measure  ventricular  function 
at  a later  date.  The  other  concern  that  I have  is  the 
relationship  of  late  ventricular  function  to  our 
knowledge  of  the  success  of  the  surgery.  Can  the  late 
ventricular  function  he  related  to  our  cardioplegie 
techniques,  without  obtaining  repeat  catheterization 
and  graft  angiograms  to  be  certain  that  there  are  not 
still  technical  difficulties  with  the  surgery?  I did 
enjoy  both  reports  very  much. 

Dr.  Becker:  We  are  currently  evaluating  meth- 
ods of  using  echocardiography  by  the  technique  of 
dropping  a probe  down  the  esophagus.  One  of  the 
problems  with  that  is  it  may  be  difficult  to  control  the 
location  of  the  probe,  but  that  is  one  technique  that 
we  are  currently  evaluating.  We  don't  have  enough 
information  yet  to  tell  you  whether  or  not  it  will  he 
useful.  A second  method  is  to  implant  a probe  in  the 
ventricle  which  would  he  pulled  out  at  some  time 
after  surgery.  Again,  we  don't  have  enough  experi- 
ence to  say  whether  that  method  is  going  to  give  us 
satisfactory  results  or  whether  echocardiography  in 
general  is  going  to  be  sensitive  enough  to  provide 
parameters  which  will  differentiate  between  two 
methods  of  ventricular  preservation.  With  regard 
to  long-term  results,  it  will  certainly  be  difficult  to 
separate  for  study  the  method  of  ventricular  pres- 
ervation from  all  the  other  factors  which  will  influ- 
ence postoperative  function. 

Dr.  Cunningham:  I agree  with  you  that  the  real 
crucial  question,  obviously,  is  what  are  the  ventricles 
going  to  look  like  in  6 to  12  months.  About  eight 
months  ago  we  embarked  on  a prospective  protocol 
to  recatheterize  all  patients  who  had  blood  cardio- 
plegia used  for  myocardial  protection  six  to  nine 
months  following  surgery  to  determine  ventricular 
function.  I couldn’t  agree  with  you  more.  Dr.  Kirk- 
lin,  about  the  seven  patients.  The  only  rebuttal  I 
have  is  that  when  you  have  four  or  five  surgeons  using 
the  same  technique  you  can’t  keep  everybody  honest. 
Some  people  want  to  get  out  earlier  than  others. 

Henry  Spotnitz,  M.D.,  New  York  City.  It  is  an 
honor  to  appear  before  such  a distinguished  group. 
Dr.  Becker’s  article  is  an  excellent  attempt  to  obtain 
ventricular  function  data  intraoperatively,  and  Dr. 
Cunningham’s  report  is  also  interesting. 

At  the  Columbia  University  College  of  Physicians 
and  Surgeons  and  Presbyterian  Hospital,  we  have 


been  using  a simple  technique  for  following  ventric- 
ular function  in  cardioplegia  patients.  A comput- 
erized multicrystal  gamma  scintillation  counter  is 
employed  to  follow  the  time  course  of  a technetium 
isotope  passing  through  the  heart.  The  isotope  is 
injected  as  a single  bolus  from  a peripheral  vein.  In 
our  institution,  the  correlation  coefficient  between 
this  measure  of  ejection  fraction  and  the  angiogram 
viewed  in  the  right  anteroposterior  position  is  0.94. 

At  present,  data  from  six  patients  with  cardioplegie 
arrest  in  excess  of  two  hours  have  been  analyzed. 
Data  were  obtained  preoperatively,  two  to  four  weeks 
post  operatively,  and  at  six-month  follow-up.  The 
average  ejection  fraction  at  both  early  and  late 
postoperative  periods  is  essentially  identical.  At  50 
percent,  it  is  close  to  the  range  of  normal.  Although 
these  numbers  are  small,  we  believe  the  data  support 
the  thesis  that  continuous  cardioplegie  arrest  of  two 
to  two  and  one-half  hours’  duration  can  be  safely 
employed.  Our  technique  is  not  very  different  from 
Dr.  Becker’s  except  that  we  cool  the  patient  to  20°C. 
as  Dr.  Kirklin  has  suggested.  We  also  use  intraop- 
erative counterpulsation  during  the  recovery  pe- 
riod. 

I think  the  technique  for  intraoperative  ventricular 
function  analysis  bv  echocardiography  was  pioneered 
at  our  institution.  We  originally  reported  it  in  1976 
in  the  Surgical  Forum.  An  echo  transducer  is  im- 
bedded in  a soft  polymeric  silicone  (Silastic)  disk  and 
insinuated  behind  the  posterior  wall  of  the  left  ven- 
tricle. It  is  placed  there  as  soon  as  the  pericardium 
is  opened,  and  it  is  left  there  until  we  are  ready  to 
reverse  the  protamine.  It  is  innocuous,  it  is  3 to  4 
mm.  in  height,  and  it  does  not  distort  the  ventricle. 
In  about  50  percent  of  the  patients,  it  gives  high- 
quality  tracings.  We  also  place  a catheter-tip  mi- 
cromanometer into  the  left  ventricle  across  the  aortic 
valve,  through  the  vent  site,  which  is  also  the  point 
of  introduction  of  the  cardioplegie  solution.  A flow 
sensor  is  positioned  above  the  valve. 

Initially  we  began  looking  at  ventricular  diastolic 
properties  with  the  idea  that  we  might  see  changes 
related  to  ischemia.  As  time  has  gone  on,  we  have 
observed  changes  in  ventricular  compliance  in  many 
patients.  Some  are  reversible  and  some  are  not.  An 
illustrative  example  is  represented  by  data  obtained 
at  37°C.  following  120  minutes  of  cardiac  arrest  for 
triple  coronary  bypass  grafting  in  a patient  with  a left 
main  coronary  stenosis.  The  vent  was  removed,  and 
we  were  preparing  to  come  off  bypass  However,  we 
didn't  like  what  we  saw  in  terms  of  the  S-T  segments 
and  reduced  ventricular  diameter.  After  waiting 
approximately  15  minutes  for  recovery,  compliance 
increased.  End-diastolic  pressure  remained  con- 
stant at  15  to  18  mm.  Hg,  while  the  diameter  of  the 
left  ventricle  increased  from  2.5  to  3.6  cm.,  and  wall 
motion  improved.  Now,  that  doesn’t  confirm  altered 
compliance  unless  the  shape  of  the  end-diastolic 
pressure-diameter  curve  is  known;  that  is,  you  must 
prove  that  the  curve  doesn’t  have  an  almost  hori- 
zontal slope,  allowing  large  dimension  changes  with 
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small  changes  in  end-diastolic  pressure. 

Appropriate  confirming  data  were  obtained  from 
the  patient  described.  Data  at  the  initiation  and 
conclusion  of  cardiopulmonary  bypass  describe  a 
very  nice,  internally  consistent  curve,  with  a shift  to 
the  left  when  the  heart  was  noncompliant  and  is- 
chemic. This  particular  example,  reduced  compli- 
ance with  S-T  segment  elevations,  is  perhaps  not  as 
surprising  as  similar  data  in  other  patients  with 
normal  S-T  segments. 

Overall,  we  have  three  patient  groups:  those  in 
whom  compliance  does  not  change;  those  in  whom  we 
see  temporary  decreases  in  left  ventricular  compli- 
ance; and  those  in  whom  we  see  persistent  decreases 
in  left  ventricular  compliance.  Some  of  these  are 
associated  with  impaired  left  ventricular  systolic 
function.  The  mean  times  for  the  cardioplegia  pa- 
tients in  all  these  groups  are  increased  compared  with 
topical  hypothermia.  With  no  changes  in  compli- 
ance, the  average  time  under  cardioplegic  arrest  is  75 
minutes;  in  the  topical  hyperthermia  group,  the  av- 
erage is  29  minutes.  The  temporary  decrease  in 
compliance  is  associated  with  108  minutes  of  con- 
tinuous arrest  with  cardioplegia  and  45  minutes  with 
topical  hypothermia.  Many  factors  can  affect 
compliance,  but  we  feel  that  the  increased  times  with 
cardioplegia  reflect  a favorable  effect  on  left  ven- 
tricular myocardial  preservation. 

Finally,  it  is  important  to  remember  that  when 
compliance  changes,  measurements  of  ventricular 
function,  particularly  Starling  curves  based  on  end- 
diastolic  pressure,  can  be  misleading  and  erroneous. 


Perforation  of  the  esophagus 

Perforation  of  t he  esophagus  due  to  ingestion  of  a round, 
smooth  foreign  object  is  rare.  However,  a 16-month-old 
child  who  swallowed  an  alkaline  battery  suffered  perfora- 
tion of  the  esophagus,  and  subsequently  the  aorta,  with 
fatal  results. 

In  a case  report  published  in  the  September  issue  of  the 
■Journal  of  the  American  College  of  Emergency  Physicians 
and  the  University  Association  for  Emergency  Medicine 
( JACEP ),  Charles  L.  Shabino,  M.D.,  F.A.A.P.,  and  Arthur 
N.  Peinberg,  M.I).,  F.A.A.P.,  discuss  1 he  unusual  compli- 
cations of  a common  occurrence:  children  swallowing 
coin-shaped  or  round  objects.  1 )r.  Shabino  is  director  of 
the  Pediatric  Intensive  Care  Unit  of  Bronson  Methodist 
Hospital  in  Kalamazoo,  Michigan,  where  Dr.  Feinberg  also 
practices. 

Children  often  swallow  foreign  bodies,  most  of  which 
pass  through  the  alimentary  tract  without  lodging  in  the 


Physiologic  studies  indicate  that  myocardial  sar- 
comere length  is  a fundamental  determinant  of 
ventricular  performance.  Starling,  himself,  drew 
attention  to  the  importance  of  end-diastolic  fiber 
length,  not  end-  diastolic  pressure.  The  latter  is  used 
as  a convenient  reflection  of  true  preload,  end-dia- 
stolic  fiber,  or  sarcomere  length.  If  you  are  evalu- 
ating systolic  ventricular  performance  in  relation  to 
preload,  you  must  remember  that  a constant  rela- 
tionship between  end-diastolic  volume  and  end- 
diastolic  pressure  depends  on  unchanging  compli- 
ance. If  compliance  changes,  in  one  case,  ventricular 
performance  at  low  filling  pressures  will  look  very 
good;  but  in  the  second  case,  in  the  stiff  ventricle, 
end-diastolic  pressure  must  increase  to  a higher  level 
to  achieve  the  same  end-diastolic  fiber  length.  This 
ventricle  will  appear  to  be  depressed  where,  in  fact, 
it  may  not  be  depressed  at  all.  It  may  merely  be 
suffering  from  a case  of  insufficient  preload.  I am 
grateful  to  the  society  for  the  opportunity  to  discuss 
these  presentations. 

Dr.  Frater:  As  one  of  the  coauthors,  I will  assume 
the  privilege  of  answering  your  comment.  You  are 
quite  right,  of  course,  and  in  fact  our  current  version 
of  the  Starling  curve  done  intraoperatively  includes 
continuous  echocardiography  at  the  time  we  use  the 
pressure  change  to  gain  a point.  At  that  point  we 
have  a dimension  measure.  When  we  get  these  data 
analyzed,  we  hope  to  relate  the  stroke  volume  to 
end-diastolic  dimension,  rather  than  have  to  relate 
it  to  pressure.  We  don’t  know  yet  in  fact  whether  the 
method  is  sensitive  enough  to  do  this. 


esophagus.  Once  an  object  is  lodged,  however,  the 
esophagus,  unlike  the  stomach  or  intestinal  tract,  does  not 
have  the  strength  to  peristaltically  expel  the  matter,  the 
article  explains. 

According  to  the  report,  “Esophageal  Perforation  Sec- 
ondary to  Alkaline  Battery  Ingestion,”  the  alkaline  battery, 
entrapped  for  three  days,  chemically  burned  through  the 
esophagus  and  aortic  arch  causing  internal  bleeding  and 
cardiac  arrest.  The  symptoms  had  been  irritability, 
vomiting,  rapid  breat  hing,  and  slight  fever. 

“Parents  should  be  aware  of  the  potential  danger  of 
small  objects  in  the  hands  of  an  infant,”  I)r.  Shabino  said. 
“The  incidence  of  young  patients  in  the  emergency  de- 
partment who  have  swallowed  a coin,  pieces  of  a toy,  and 
so  forth  is  high.  It  should  be  stressed  that  while  many  of 
these  objects  will  normally  pass  through  the  child’s  diges- 
tive system,  an  alkaline  battery  possesses  chemical  prop- 
erties which  make  it  imperative  the  battery  is  removed 
immediately. 
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Case  history 

Theodore  R.  Smith,  M.D.*:  A 40-year-old 

Hispanic  male  was  admitted  to  The  Hospital  of  the 
Albert  Einstein  College  of  Medicine  for  evaluation 
of  a chronic  productive  cough  and  abnormal  chest 
radiographs.  He  was  well  until  two  months  prior  to 
admission,  when  he  noted  a persistent  cough  pro- 
ductive of  white  sputum  which  was  blood  tinged  on 
one  occasion.  He  had  occasional  sternal  pain  on 
deep  inspiration.  There  were  no  night  sweats,  weight 
loss,  fever  or  chills,  dyspnea,  or  orthopnea.  The  pa- 
tient was  born  in  Spain  and  moved  to  the  United 
States  ten  years  ago.  He  was  a nonsmoker  and  had 
no  exposure  to  asbestos  or  industrial  chemicals  to  his 
knowledge.  He  had  worked  in  a clothing  import 
warehouse  and  had  exposure  to  dust  there.  He  had 
typhus  as  a child  and  hepatitis  at  age  16.  A routine 
chest  x-ray  film  four  years  previously  showed  normal 
findings. 

On  physical  examination,  he  was  normotensive  and 
afebrile.  His  pulse  and  respiratory  rates  were  nor- 
mal. The  examination  was  remarkable  only  in  that 
his  right  lung  base  was  dull  to  percussion;  ausculta- 
tion of  this  area  revealed  inspiratory  and  expiratory 
rubs  with  dry  crackles.  The  liver  and  spleen  were  not 
palpable. 

Laboratory  studies  showed  normal  hematocrit  and 
white  blood  cell  counts  and  a normal  differential. 
There  was  no  eosinophilia.  The  sedimentation  rate 
was  90.  Electrolytes,  Venereal  Disease  Research 
Laboratory  (VDRL),  latex  fixation,  purified  protein 
derivative  (PHD),  urine  and  sputums  for  acid-fast 
bacilli,  and  sputums  for  cytology  yielded  negative 
results.  He  was  not  anergic.  Chest  films,  including 
tomograms,  showed  several  homogeneous  lung  den- 
sities of  various  sizes.  Intravenous  pyelogram  and 
Associate  Professor  of  Radiology. 


brain  scan  showed  normal  findings.  A liver-spleen 
scan  showed  mild  hepatomegaly. 

Bronchoscopy  did  not  reveal  an  endobronchial 
lesion,  and  biopsies  performed  during  bronchoscopy 
and  later  by  needle  technique  under  fluoroscopic 
guidance  did  not  reveal  tumor  or  granuloma.  Re- 
peated chest  x-ray  films  over  a six-week  period  were 
unchanged.  A thoracotomy  and  lung  biopsy  was 
performed. 

Ben  Bashist,  M.D.b  The  chest  films  and  tomo- 
grams demonstrate  a 9-cm.  lobulated  mass  in  the 
right  lower  lobe  abutting  the  pleura  (Fig.  1).  An  air 
bronchogram  is  seen  within  it  on  tomography. 
Multiple  other  fairly  homogeneous,  roughly  rounded 
densities  ranging  from  2.5  to  3 cm.  are  seen  in  the 
right  upper  lobe  and  left  lower  lobe.  The  margina- 
tions  are  not  sharply  demarcated,  suggesting  an  in- 
filtrative quality  to  these  mass-like-appearing  den- 
sities. The  mainstem  bronchi  are  patent,  the  carinal 
angle  is  normal,  and  there  is  no  evidence  of  adenop- 
athy or  pleural  effusion.  There  is  some  pleural 
thickening  of  the  right  posterior  hemithorax  and 
minor  fissure.  Review  of  the  chest  film  from  four 
years  previously  confirmed  that  it  showed  normal 
findings. 

The  history  is  predominately  that  of  persistent 
cough  productive  of  white  sputum,  with  one  episode 
of  blood -tinged  sputum.  Clinical  findings  indicate 
a pathologic  process  in  the  right  lower  lung  field. 
The  laboratory  work-up  is  unremarkable,  except  for 
a very  elevated  sedimentation  rate.  Various  infec- 
tious, neoplastic,  and  immunologic  etiologies  may  be 
considered  in  this  case. 

Among  infectious  causes,  histoplasmosis  can 
present  itself  as  multiple  nodules,  although  histo- 
plasmomas  are  seldom  larger  than  3 cm.  in  diameter, 
and  calcification  is  common.  The  appearance  would 
be  most  unusual  for  tuberculosis.  Tuberculomas  are 
generally  fairly  sharply  circumscribed  and  often  have 
adjacent  satellite  lesions.  Acute  tuberculous  pneu- 
monias can  on  rare  occasion  present  dense  alveolar 
infiltrates,  but  the  clinical  picture  did  not  suggest 
that  diagnosis  in  this  case.  In  this  patient,  skin  test 
findings  for  tuberculosis  were  negative  as  were 
bronchial  washings.  Patients  with  coccidioidomy- 
cosis can  present  a well-defined  nodule  which  can 
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FIGURE  1.  Chest  films  (A)  Posteroanterior  view  shows 
multiple,  homogeneous,  fairly  well-rounded,  infiltrative 
densities  bilaterally,  largest  of  which  in  right  lower  lobe 
(arrow).  (B)  Lateral  view.  Note  other  areas  of  pulmonary 
infiltrate  (arrows). 

cavitate,  but  there  was  no  history  of  travel  to  the 
southwestern  United  States  where  this  disorder  is 
endemic. 

With  the  patient’s  foreign  background,  parasitic 
etiology  might  he  considered.  Echinoeoccal  cysts  are 
usually  solitary,  but  they  can  be  multiple.  They  are 
sharply  circumscribed,  surrounded  by  normal  lung, 


FIGURE  2.  Anteroposterior  tomogram.  Air  bronchogram 
in  largest  of  lung  densities  faintly  visible  (arrow). 

and  can  reach  10  cm.  in  size.  An  air  fluid  level  or  thin 
crescent  of  air  can  he  present  when  communication 
with  bronchial  tree  occurs.  Calcification  of  intra- 
pulmonary  echinococcus  is  very  rare.  Dirofilaria 
immitis,  or  “dog  heart  worm.”  is  a canine  parasite 
which  can  produce  one  or  several  well-circumscribed 
nodules  usually  1 to  2 cm.  in  size.  Most  United 
States  cases  have  been  reported  in  the  southeast. 
Most  patients  are  asymptomatic  and  have  eosino- 
philia.  which  this  patient  did  not  exhibit. 

Neoplastic  etiology  should  be  considered.  Benign 
neoplasms  are  possible  hut  thought  less  likely  in  view 
of  the  relatively  poorly  defined  borders  and  the 
normal  chest  film  finding  four  years  previously. 

Metastatic  disease  to  the  lung  would  he  a consid- 
eration, although  there  were  no  strong  symptoms  of 
carcinoma  and  no  indication  of  metastases  to  other 
organs.  A pulmonary  primary  neoplasm  with  me- 
tastases in  the  lung  can,  of  course,  occur.  Ipsilateral 
metastases  occur  in  50  percent  of  these  cases  and 
bilateral  metastases  in  25  percent  of  cases. 

With  an  air  bronchogram  in  the  right  lower  lobe 
mass,  consideration  should  he  given  to  alveolar-cell 
carcinoma,  lymphoma,  and  pseudolymphoma  (Fig. 
2).  Alveolar-cell  carcinoma  can  be  localized  or  dif- 
fuse. It  can  present  itself  as  a well-circumscribed 
peripheral  mass  and  subsequently  develop  multiple 
nodules  diffusely,  but  it  may  also  look  like  an  alveolar 
infiltrative  process  without  four  well-defined  or 
smooth  borders.  Clinically,  50  percent  are  asymp- 
tomatic other  than  a cough,  which  can  be  nonpro- 
ductive or  produce  abundant  expectoration.  Lym- 
phoma can  he  either  of  the  Hodgkin’s  or  non-Hodg- 
kin's type.  The  absence  of  adenopathy,  however, 
makes  this  diagnosis  less  likely.  Pulmonary  paren- 
chymal involvement,  which  is  reticular,  nodular,  or 
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consolidated  with  shaggy  contours,  is  quite  unusual 
without  mediastinal  involvement.  Air  hroncho- 
grams  are  seen  because  the  bronchi  are  not  primarily 
affected.  Plasmacytomas  can  he  solitary  or  multiple. 
They  have  lobulated  contours,  are  homogeneous,  and 
generally  do  not  cavitate  or  calcify. 

Amyloidosis  can  have  parenchymal  involvement 
which  is  variable  in  appearance,  one  of  which  in- 
cludes that  of  mass  infiltrates.  They  are  very  slow 
growing  and  occasionally  can  calcify. 

Pseudolymphoma  radiographically  is  most  com- 
monly present  as  a segmental  parenchymal  consoli- 
dation extending  from  the  hilum,  usually  not 
reaching  the  pleura.  Air  bronchograms  are  present, 
and  hilar  adenopathy  is  absent. 

Another  strong  possibility  would  be  that  of  a 
slow-growing  or  unchanging  persistent  chronic 
granulomatous  pneumonitis.  Etiologies  would  in- 
clude lipoid  pneumonias  such  as  the  exogenous  va- 
riety, caused  by,  for  example,  aspiration  of  mineral 
oil  or  nose  drops,  or  industrial  oil  vapor  inhalation. 
Endogenous  cholesterol  pneumonitis  may  be  asso- 
ciated with  a partial  obstructed  distal  bronchus  as 
from  mucus  plugs  or  a bronchial  adenoma.  Chronic 
aspiration  may  also  be  an  etiologic  factor.  Lipoid 
pneumonias  are  most  common  in  the  upper  lobes. 

Necrobiotic  nodules  of  rheumatoid  disease  are 
well-circumscribed  masses  in  the  periphery  of  the 
lung.  Cavitation  is  common.  These,  however,  are 
rare,  and  they  are  usually  associated  with  advanced 
rheumatoid  arthritis  and  subcutaneous  nodules 
which  this  patient  did  not  have.  There  is  also  no 
history  of  specific  exposure  to  suggest  Caplan’s 
syndrome. 

Another  group  to  consider  would  he  a group  of 
diseases  which  fall  under  the  designation  of  pulmo- 
nary angiitis  and  granulomatosis.1  Of  these,  Weg- 
ener’s granulomatosis  is  the  most  common.  It  af- 
fects males  more  often  than  females,  most  commonly 
in  the  fifth  decade.  Typically,  these  patients  have 
upper  respiratory  tract  lesions,  pulmonary  disease, 
and  glomerulonephritis.  The  onset  can  be  insidious 
with  paranasal  or  chest  complaints  such  as  cough, 
pleuritic  pain,  or  hemoptysis.  Renal  manifestations 
usually  occur  late.  Mild  anemia,  elevated  sedi- 
mentation rate,  and  mild  leukocytosis  without  eo- 
sinophilia  are  common.  The  typical  x-ray  pattern 
is  rounded,  well-circumscribed  masses  which  are 
commonly  bilateral  and  cavitated  in  up  to  50  percent 
of  cases.  Pleural  effusion  is  common  as  is  pneu- 
monitis. Adenopathy  is  uncommon.  Another  ent  ity 
of  t his  group  is  so-called  limited  Wegener’s  granu- 
lomatosis. No  extrapulmonary  manifestations  are 
present  in  t his  ent  ity,  and  it  has  a somewhat  better 
prognosis.  Still  another  entity  in  this  group  is  lym- 
phomatoid  granulomatosis  which  has  pulmonary, 
neural,  and  subcutaneous  involvement.  The  radio- 
graphic  findings  are  similar  to  those  in  Wegener’s 
granulomatosis. 

In  summary,  the  roentgen  appearance  is  nonspe- 
cific as  is  the  clinical  presentation.  Metastatic  dis- 


FIGURE  3.  Right  lower  lobe  of  lung  partially  replaced  by 
well-demarcated  mass. 


ease,  particularly  from  alveolar-cell  carcinoma, 
cannot  be  excluded,  the  relatively  good  health  of  the 
patient  notwithstanding.  However,  in  view  of  the 
mutiplicity  of  lesions,  an  air  bronchogram  in  the 
largest  of  the  lesions  on  tomography,  and  the  clinical 
picture,  I would  favor  an  inflammatory  process.  This 
would  include  such  entities  as  chronic  pneumonitic 
granulomatous  processes  such  as  lipoid  pneumonia 
or  pseudolymphoma;  a diffuse  necrotizing  vasculitis, 
as  mentioned  previously,  also  could  explain  the 
roentgen  picture  and  markedly  elevated  sedimen- 
tation rate. 

Pathologic  discussion 

Boyce  Bennett,  M.  D.*:  At  surgery,  the  majority 
of  the  right  lower  lobe  of  the  lung  was  found  to  be 
occupied  by  a mass,  and  this  lobe  was  resected. 
Examination  of  the  specimen  disclosed  a 9-  by  7.5- 
by  6 cm.,  hard,  pink,  well-circumscribed  mass  that 
occupied  most  of  the  parenchyma  of  the  lobe  and 
thickened  the  pleura  (Fig.  3).  The  bronchi  and 
vessels  at  the  hilus  were  not  involved.  Microscopi- 
cally, t he  mass  proved  to  consist  of  hyalinized,  dense 
fibrous  tissue  containing  only  widely  scattered  but 
mature  fibrocytes  (Fig.  4A).  Interspersed  in  the 
mass  were  nests  of  chronic  inflammatory  cells  sur- 
rounding bronchi  and  small  vessels.  No  necrosis  was 
present  in  the  many  sections  examined.  An  elastica 
stain,  a means  of  identifying  vascular  channels, 
showed  several  arteries  with  obliterated  lumens 
contained  in  the  fibrous  mass  (Fig.  4B).  The  mar- 
gins of  the  mass  had  a different  appearance;  they 
showed  alveolar  septa  to  he  markedly  thickened  with 
chronic  inflammatory  cells  and  fibrous  tissue,  the 
latter  obliterating  the  alveolar  spaces  in  the  areas 
nearer  the  main  mass.  Surrounding  the  mass,  al- 

* Professor  of  Pathology. 


2052  New  York  State  Journal  of  Medicine/December  1979 


FIGURE  4.  Lung  mass.  (A)  Photomicrography  showing  it  to  consist  of  dense  fibrous  tissue.  Small  bronchi  and  vessels 
present  surrounded  by  lymphocytes  (hematoxylin  and  eosin  stain).  (B)  Elastic  stain  showing  an  artery  imbedded  in  fibrous 
tissue  with  its  lumen  nearly  occluded  by  similar  fibrous  tissue  (elastica  stain). 


veolar  spaces  contained  numerous  sloughed  “alveolar 
macrophages.” 

The  lesion  can  he  summarized  as  an  inflammatory 
process  consisting  mainly  of  dense,  mature  fibrous 
tissue.  Arteries  contained  within  the  mass  showed 
evidence  of  a healed  vasculitis,  and  collections  of 
lymphocytes  were  present  both  within  the  mass 
around  bronchioles  and  vessels  and  also  surrounding 
the  mass  in  alveolar  septa.  No  necrosis  was  present. 
Lesions  of  this  nature  are  difficult  to  classify  with 
certainty,  since  the  state  of  our  knowledge  of  such 
lesions  is  still  evolving.  Two  possible  entities  are 
considered  here:  the  pulmonary  angiitis  and  gran- 
ulomatosis group,2  and  the  related  group,  pulmonary 
hyalinizing  granuloma.3  The  first  group,  pulmonary 
angiitis  and  granulomatosis,  consists  of  several  en- 
tities characterized  by  angiitis,  necrosis  of  lung  pa- 
renchyma, and  an  inflammatory  response.  Wege- 
ner’s granulomatosis  is  the  most  common  example  of 
this  group,  most  cases  of  which  can  be  expected  to 
progress.  Although  healed  angiitis  and  chronic  in- 
flammation are  present  in  this  case,  necrosis  is  not 
present;  instead,  the  mass  consists  of  dense  fibrous 
t issue,  a finding  not  considered  part  of  this  group  of 
entities. 

The  second  group,  pulmonary  hyalinizing  granu- 
loma. has  a more  benign  course.  It  more  closely  re- 
sembles the  present  lesion,  but  angiitis  has  not  been 
described  as  being  a part  of  this  entity.  Both  groups 
of  lesions  are  idiopathic. 

This  lesion,  therefore,  does  not  fit  exactly  into  the 
presently  defined  clinical-pathologic  entities  of  this 
nature.  Nevertheless,  it  is  my  feeling  that  it  repre- 
sents an  example  of  the  second  group,  pulmonary 
hyalinizing  granuloma,  mainly  because  of  the  ex- 


treme density  of  the  fibrous  tissue  comprising  the 
mass.  If  this  is  correct,  the  lesion  should  not  progress 
further. 

Pathologic  diagnosis 

Probable  pulmonary  hyalinizing  granuloma 

Subsequent  clinical  course 

Dr.  Smith:  I think  the  present  status  of  the  pa- 
tient will  help  with  the  exact  identity  of  this  lesion. 
After  surgery,  the  patient  was  treated  with  adrenal 
cortical  steroids,  and  his  condition  remained  stable. 
Following  several  months  of  steroid  therapy,  the 
dosage  was  tapered  and  finally  stopped.  Subse- 
quently, his  symptoms  returned,  and  chest  x-ray 
films  showed  that  the  remaining  lung  masses  began 
to  enlarge.  Treatment  with  steroids  was  reinstituted 
recently,  and  his  symptoms  have  again  abated. 

I think  we  can  conclude,  based  on  the  clinical 
course  of  the  disease,  that  the  lesions  should  be 
grouped  in  the  pulmonary  angiitis  and  granuloma- 
tosis group  rather  than  in  the  more  benign  pulmo- 
nary hyalinizing  granuloma  category,  and  that  the 
prognosis  is  guarded. 
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When  beta-blocking  drugs  were  first  introduced 
into  clinical  practice  more  than  15  years  ago,  their 
blood  pressure-lowering  effect  was  quite  unexpected, 
hut  they  are  now  for  many  hypertensive  patients  the 
drugs  of  first  choice.  The  main  justification  for  the 
treatment  of  asymptomatic  patients  with  hyper- 
tension is  that  they  are  at  increased  risk  of  developing 
myocardial  infarction  and  stroke,  and  that  lowering 
their  blood  pressure  can  reduce  this  risk.  The  most 
conclusive  evidence  for  the  effectiveness  of  treatment 
comes  from  the  VA  (Veterans  Administration)  trial, 
which  demonstrated  that  treatment  with  a combi- 
nation of  reserpine,  hydralazine,  and  a diuretic  pro- 
duced a significant  reduction  in  strokes,  but  not  of 
myocardial  infarctions.1,2  Other  studies  have  ob- 
tained similar  results.3  The  reason  for  this  differ- 
ence in  effectiveness  may  he  that  the  reduction  in 
strokes  was  due  to  a reduction  in  the  frequency  of 
cerebral  hemorrhages,  which  is  presumably  directly 
related  to  the  level  of  arterial  pressure,  whereas 
thrombosis,  eit  her  cerebral  or  coronary,  is  less  af- 
fected. This  disappointing  state  of  affairs  has  im- 
proved somewhat  since  the  advent  of  beta  blockers. 
There  are  now  several  reports  that  administration  of 
these  drugs  may  reduce  t he  mortality  rate  of  patients 
who  have  already  had  a first  myocardial  infarction, 
whether  or  not  they  were  hypertensive.4,5  A recent 
report  from  Sweden  found  that  the  incidence  of  fatal 
and  nonfatal  heart  attacks  was  twice  as  great  in  a 
control  group  of  hypertensive  patients  as  in  the 
treated  group,  most  of  whom  were  receiving  beta 
blockers,  even  (hough  the  treated  group  had  higher 
pressures  than  the  control  group  beforehand.6  Fi- 
nally, Stewart7  found  that  over  a period  of  five  years, 
only  7 percent  of  a group  of  hypertensive  patients 
treated  with  propranolol  suffered  a first  myocardial 


infarct,  whereas  this  figure  was  30  percent  for  a group 
treated  with  drugs  other  than  beta  blockers.  The 
other  side  of  this  picture  is  given  by  a report  of  Jones 
et  al.,8  indicating  that  a disturbingly  high  proportion 
of  hypertensive  patients  dying  from  myocardial  in- 
farction were  receiving  diuretics.  Although  all  these 
reports  can  be  criticized  on  the  grounds  that  they 
were  often  retrospective  and  not  randomized,  they 
do  provide  a powerful  argument  for  using  beta 
blockers  in  the  treatment  of  hypertension,  provided 
that  there  are  no  specific  contraindications.  As  we 
shall  see,  however,  not  all  patients  respond  to  beta 
blockers  with  a fall  of  blood  pressure,  the  reasons  for 
which  are  described  below. 

Clinical  pharmacology 

All  beta  blockers  act  by  competitive  inhibition  of 
adrenergic  beta  receptors.  Like  other  competitive 
inhibitors,  their  effect  will  depend  on  the  relative 
concentrations  of  the  agonist  and  antagonist  at  the 
receptor  sites,  and  on  the  number  of  receptors.  Thus 
one  method  of  assessing  the  degree  of  beta  blockade 
is  to  measure  t he  effect  of  a beta-blocking  drug  on  the 
response  to  the  beta  agonist  isoproterenol.  Using 
this  method,  we  found  that  quite  small  doses  of 
propranolol,  5 mg.  three  times  a day,  could  produce 
75  percent  blockade  of  the  heart  rate  response  to  a 
dose  of  isoproterenol  which  in  the  unblocked  state 
would  increase  the  rate  by  30  beats  per  minute.9 
This  dose  of  propranolol  was  much  lower  than  any 
which  had  previously  been  thought  to  be  effective. 
It  would  not,  however,  have  much  effect  on  the 
tachycardia  of  exercise,  where  the  level  of  sympa- 
thetic stimulation  is  much  higher. 

A second  factor  determining  the  response  of  beta 
blockade  is  the  number  of  beta  receptors  on  the  ef- 
fector organs.  Thus,  the  tachycardia  of  hyperthy- 
roidism may  he  explained  by  an  increased  concen- 
tration of  beta  receptors,10  while  the  diminished 
adrenergic  responsiveness  associated  with  aging 
could  he  due  to  a gradual  reduction  in  beta-receptor 
concentration."  It  is  also  possible  that  prolonged 
administration  of  beta-blocking  drugs  may  increase 
the  number  of  beta  receptors,  resulting  in  an  exces- 
sive adrenergic  responsiveness  when  the  drugs  are 
withdrawn12;  this  could  he  an  explanation  for  the 
rebound  phenomenon  of  angina  and  myocardial  in- 
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TABLE  I.  Beta  receptors  and  beta  blockade 


Receptor 

Anatomic  Site  and  Reaction 

Betai 

Heart  — f Rate 

Betai 

Heart  — *■  f Contractility 

Betai 

Kidney  -*  t Renin 

Betai 

Fat  ceils  — * t FFA* 

Beta-) 

Arteries  (skeletal  muscle)  * Dilate 

Betas 

Bronchi  -*  Dilate 

Betas 

Liver  -*  t Glycogenolysis 

Betas 

Pancreas  — * t Insulin 

* FFA  = Free  Fatty  Acid. 


farction  when  patients  with  ischemic  heart  disease 
have  their  propranolol  abruptly  stopped. 18 

Like  other  competitive  inhibitors,  beta  blockers 
may  stimulate  receptors  as  well  as  blocking  them,  a 
property  known  as  LSA  (intrinsic  sympathomimetic 
activity).  What  this  means  in  practice  is  that  a drug 
such  a pindolol,  which  possesses  ISA,  will  produce 
less  resting  bradycardia  than  one  without  ISA  such 
as  propranolol,  although  it  will  block  the  tachycardia 
associated  with  exercise.  None  of  the  beta  blockers 
likely  to  be  released  in  the  United  States  in  the  near 
future  possess  significant  ISA,  except  for  aeebu- 
tolol. 

Beta  receptors  are  widely  distributed  throughout 
the  body,  and  some  of  the  more  clinically  relevant 
ones  are  shown  in  Table  I.  The  subdivision  of  beta 
receptors  into  betai  and  beta-2  receptors  was  origi- 
nally based  on  the  work  of  Lands  et  al.,14  who  found 
that  the  three  principal  agonists,  norepinephrine, 
isproterenol,  and  epinephrine,  had  different  effects 
on  the  beta  receptors  of  different  organs,  but  the 
distinction  between  the  two  types  of  receptor  should 
be  regarded  as  relative  rather  than  absolute. 

As  a result  of  this  classification,  beta  blocking 
drugs  have  been  divided  into  nonselective,  betai  and 
beta9  blockers,  and  cardioselective,  betai  blockers. 
While  useful  in  practice,  this  distinction  also  should 
not  be  regarded  as  absolute.  The  cardioselectivity 
of  a drug  like  metoprolol  tartrate  is  assessed  by 
comparing  the  dose  of  the  drug  which  is  needed  to 
block  the  betai  and  beta2  effects  of  isoproterenol. 
Thus  a cardioselective  blocker  will  inhibit  the  car- 
diac, betai,  effects  at  a much  lower  dose  than  needed 
to  block  the  vasodilator  or  bronchodilator,  beta9, 
effects  of  isoproterenol.  However,  if  big  enough 


doses  of  the  blocker  are  given,  both  betai  and  beta-2 
effects  may  be  blocked.  Cardioselectivity  is  thus  a 
dose-dependent  phenomenon. 

Selective  and  nonselective 
beta  blockers 

Table  I shows  some  of  the  more  important  beta 
receptors  and  Table  II  some  of  the  beta  blocking 
agents.  Theoretically,  it  might  be  expected  that  the 
cardioselective  beta  blockers  would  be  more  effective 
hypotensive  drugs  than  the  nonselective  ones,  be- 
cause they  should  produce  less  vasoconstriction  be- 
cause of  t heir  lack  of  effect  on  the  vasodilator  beta2 
receptors  in  peripheral  arteries.  Thus  it  has  been 
known  for  many  years  that  when  propranolol  is  ad- 
ministered acutely  there  is  no  immediate  change  of 
blood  pressure,  because  the  fall  of  cardiac  output 
produced  by  blockade  of  the  cardiac  betai  receptors 
is  offset  by  an  increased  peripheral  resistance.  The 
traditional  explanation  for  this  was  that  the  vaso- 
constriction occurred  as  a result  of  blockade  of  the 
vasodilator  beta2  receptors.  II  this  were  he  case,  we 
would  expect  that  a nonselective  beta  blocker  such 
as  metoprolol  tartrate  might  immediately  lower 
blood  pressure,  since  it  should  have  little  vasocon- 
strictor effect.  In  practice  this  does  not  usually 
happen.  Like  propranolol,  metoprolol  also  causes 
little  change  of  pressure  when  given  acutely,  the 
reason  again  being  that  the  diminished  cardiac  out- 
put is  offset  by  vasoconstriction.15  We  must  there- 
fore look  for  some  other  explanation.  Our  own  work 
indicated  that  plasma  norepinephrine  levels  may 
increase  following  administration  of  propranolol, 
leading  us  to  suggest  that  there  may  be  a reflex  in- 
crease in  sympathetic  nervous  activity,  which  would 
result  in  vasoconstriction  mediated  by  the  alpha 
adrenergic  vasoconstrictors.16,17  This  effect  could 
be  mediated  by  the  baroreceptors,  because  animal 
experiments  have  shown  that  intravenous  propran- 
olol does  lower  blood  pressure  immediately  if  the 
baroreceptors  have  been  denervated,  but  not  if  they 
are  intact.18  This  similarity  between  the  hemody- 
namic effects  of  the  two  types  of  beta  blockers  is 
borne  out  by  clinical  trials  v’hich  have  compared  the 
efficacy  of  different  beta  blockers  in  the  treatment 
of  high  blood  pressure  without  finding  much  differ- 
ence between  individual  drugs.19,20 


TABLE  II.  Properties  of  beta  blockers 


Drug 

Cardio- 

selectivity 

ISA 

Central  Nervous  System 
Penetration 

Equivalent  Dose 

✓—Elimination^ 
Liver  Kidney 

Comments 

Propranolol 

— 

— 

+ 

80  mg.  BID* 

+ 

+ 

Variable  bioavailability 

Metoprolol 

+ 

- 

+ 

100  mg.  BID 

+ 

— 

Atenolol 

+ 

— 

- 

100  mg.  daily 

- 

+ 

Long-acting 

Timolol 

- 

- 

- 

5 mg.  TID+ 

+ 

- 

Little  first  pass  effect 

Acebutolol 

± 

+ 

- 

100  mg.  TID 

+ 

+ 

Sotalol 

- 

- 

+ 

80  mg.  BID 

- 

+ 

Labetalol 

+ 

- 

- 

100  mg.  TID 

+ 

- 

Also  alpha  blocker 

* BID  = twice  a day. 

* TID  = three  times  a day. 
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There  are  at  least  two  situations  where  the  hemo- 
dynamic effects  of  the  cardioselective  beta  blockers 
could  give  them  an  advantage  over  the  nonselective 
blockers.  These  are  exercise  and  emotion.  During 
dynamic  exercise  the  normal  change  is  an  increase  of 
cardiac  output  and  a peripheral  vasodilation,  both 
of  which  are  partly  mediated  via  beta  adrenergic  re- 
ceptor stimulation.  During  exercise,  unlike  their 
effects  at  rest,  the  cardioselective  blockers  tend  to 
produce  somewhat  less  vasoconstriction  than  the 
nonselective  beta  blockers  probably  because  beta2- 
mediated  vasodilatation  is  of  little  significance  at 
rest,  but  does  become  important  during  exercise.21 
During  certain  types  of  emotional  arousal  epineph- 
rine levels  may  increase,  whereas  other  types  may  be 
characterized  by  increases  of  norepinephrine.  Epi- 
nephrine has  both  alpha  and  beta  ? adrenergic  effects 
so  that  it  normally  has  little  effect  on  blood  pressure. 
Propranolol,  however,  will  block  the  beta  effects,  so 
that  in  situations  where  epinephrine  levels  are  raised, 
for  example,  anxiety  and  hypoglycemia,  there  may 
be  a pronounced  rise  of  pressure  in  patients  who  are 
taking  propranolol.  Such  pressure  increases  are  less 
marked  with  metoprolol. 

While  for  the  majority  of  hypertensive  patients  it 
matters  relatively  little  which  type  of  beta  blocker  is 
used,  there  are  some  associated  conditions  in  which 
the  cardioselective  blockers  may  be  superior.  These 
include  the  following. 

Asthma.  All  beta  blockers  produce  some  degree 
of  airways  constriction,  but  this  is  much  less  marked 
with  cardioselective  blockers  which,  if  necessary,  can 
be  used  with  caution  in  hypertensive  patients  with 
asthma  or  chronic  obstructive  pulmonary  disease, 
but  they  are  not  the  drugs  of  first  choice. 

Diabetes.  Many  of  the  metabolic  effects  of  the 
sympathetic  nervous  system  are  mediated  by  beta2 
receptors,  which  stimulate  insulin  release  from  the 
pancreas,  tending  to  lower  blood  glucose,  and  also 
stimulate  glycogenolysis  and  gluconeogenesis  from 
the  liver,  tending  to  raise  blood  glucose.  The  po- 
tential effects  of  beta  blockers  are  thus  complex  and 
hard  to  predict.  A recent  report  compared  the  ef- 
fects of  propranolol  and  metoprolol  in  adult-onset 
diabetic  patients,  not  taking  insulin,  and  found  that 
fasting  blood  glucose  levels  rose  by  about  20  mg.  per 
100  ml.  with  both  drugs.22  Nonselective  blockers 
such  as  propranolol  block  these  bet,a2  effects  and  may 
potentiate  or  initiate  hypoglycemia  in  diabetic  pa- 
tients. The  tachycardia  which  is  normally  seen 
during  hypoglycemia  is  blocked.  Cardioselective 
beta  blockers  are  safer  in  this  regard.23 

Raynaud’s  disease.  All  beta  blockers  must  be 
used  with  caution  in  patients  with  Raynaud’s  disease 
because  the  diminished  cardiac  output  and  periph- 
eral vasoconstriction  may  impair  digital  blood  flow. 
The  cardioselective  blockers  are  to  be  preferred  in 
these  patients,  although  they  may  also  cause  symp- 
toms. 


Mechanism  of  hypotensive  effect 

The  exact  means  by  which  beta  blockers  lower 
blood  pressure  has  been  a subject  of  intense  debate 
ever  since  this  property  was  first  discovered.  At  the 
present  time,  there  are  three  theories  which  are 
widely  discussed,  and  each  assumes  that  the  blood 
pressure-lowering  effect  is  due  to  blockade  of  a dif- 
ferent set  of  beta  receptors,  in  the  heart  (cardiac 
output  theory);  kidney  (renin  theory);  or  brain 
(central  nervous  system  theory). 

Cardiac  output  theory.  One  of  the  undisputed 
effects  of  beta  blockers  is  that  they  all  lower  cardiac 
output  as  a result  of  blockade  of  cardiac  beta  recep- 
tors. Stroke  volume  changes  little,  so  that  this  effect 
is  mainly  due  to  the  decreased  heart  rate.24  Since 
blood  pressure  is  determined  by  cardiac  output  and 
peripheral  resistance,  and,  as  we  have  seen  previ- 
ously, resistance  tends  to  increase  following  beta 
blockade,  it  is  logical  to  suppose  that  the  fall  of  blood 
pressure  is  due  to  the  reduction  of  cardiac  output. 
There  are,  however,  problems  with  this  explanation. 
To  begin  with,  cardiac  output  is  reduced  immedi- 
ately, whereas  there  is  a delay  of  days  or  weeks  before 
the  blood  pressure  falls.  Also,  cardiac  output  is  de- 
creased in  virtually  all  patients  who  are  treated  with 
beta  blockers,  whereas  only  a proportion  of  patients, 
the  “responders,”  show  a fall  of  blood  pressure. 
What  distinguishes  the  responders  from  the  nonre- 
sponders is  what  happens  to  peripheral  resistance, 
not  cardiac  output.  Finally,  there  is  a subgroup  of 
patients  with  hypertension  who  have  a raised  cardiac 
output,  which  may  be  one  reason  why  their  pressure 
is  high.  It  would  be  expected  that  these  patients 
should  respond  particularly  well  to  beta  blockers,  but 
in  fact  this  does  not  seem  to  be  the  case.25 

Renin  theory.  That  beta  blockers  lower  blood 
pressure  by  virtue  of  their  ability  to  suppress  renin 
secretion  from  the  kidney  was  first  suggested  by 
Buhler  et  al.  in  1972.26  The  basis  for  this  was  that 
patients  with  higher  renin  levels  showed  a bigger  fall 
of  blood  pressure  when  treated  wit  h propranolol  than 
those  with  low  renin  levels.  Since  then,  numerous 
other  authors  have  both  confirmed  and  contested  this 
view.  Much  of  the  controversy  has  been  because  of 
a reluctance  to  accept  that  the  renin-angiotensin 
system  plays  a significant  role  in  normal  blood 
pressure  regulation.  The  advent  of  specific  angio- 
tensin blocking  agents  has  done  much  to  dispel  this 
doubt.  Thus,  saralasin  and  the  angiotensin-con- 
verting enzyme  inhibitor  captopril  both  lower  pres- 
sure to  a greater  degree  in  high-  than  in  low-renin 
patients,27  and  the  latter  is  proving  to  be  one  of  the 
most  potent  hypotensive  drugs  available.  Further- 
more, recent  animal  experiments  have  shown  that 
reduct  ion  of  blood  pressure  by  propranolol  can  only 
occur  if  angiotensin  is  suppressed;  thus,  if  propran- 
olol is  given  to  dogs  made  hypertensive  by  angio- 
tensin infusion,  no  fall  of  pressure  occurs.  But  if  it 
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is  given  to  dogs  whose  angiotensin  levels  are  equally 
high  as  a result  of  renal  artery  constriction  and  hy- 
persecretion of  renin,  blood  pressure  is  reduced.28  In 
this  case,  of  course,  propranolol  can  lower  angiotensin 
by  inhibiting  renin  secretion.  Another  area  of  con- 
fusion regarding  the  renin  mechanism  has  come  from 
several  reports  indicating  that  some  beta  blockers, 
either  with  ISA  or  cardioselective,  can  lower  blood 
pressure  without  suppressing  renin.  There  are  two 
reasons  for  this:  first,  renin  suppression  may  not  be 
apparent  with  drugs  possessing  a high  level  of  ISA 
such  as  pindolol  because  the  drug  will  stimulate  re- 
ceptors as  well  as  blocking  them;  and  if  only  the 
resting  levels  of  renin  are  measured,  no  change  may 
be  detected.  Second,  some  methods  of  measuring 
renin  may  measure  both  active  and  inactive  forms 
and  so  give  confusing  results.  The  most  convincing 
evidence  that  all  beta  blockers  inhibit  renin  secretion 
comes  from  the  work  of  Buhler  et  al.,29  who  showed 
that  11  different  beta  blocking  drugs  all  lowered 
renin  levels,  particularly  during  exercise. 

Central  nervous  system  theory.  In  experi- 
mental animals  beta  blockers  can  reduce  central 
sympathetic  outflow,30  and  it  has  been  suggested  that 
this  could  be  the  basis  of  their  hypotensive  effect  in 
a way  similar  to  that  of  other  centrally  acting  hypo- 
tensive drugs  such  as  clonidine  hydrochloride  and 
methyldopa.  There  are  several  problems  with  this 
theory.  First,  not  all  beta  blockers  readily  penetrate 
the  blood  brain  barrier,  (atenolol,  for  example), 
whereas  all  lower  blood  pressure.  Also,  other  cen- 
trally acting  drugs  such  as  chlonidine  and  methyl- 
dopa lower  plasma  catecholamine  levels  as  a result 
of  decreased  sympathetic  activity,  while  beta 
blockers  do  not  in  general  produce  any  sustained 
long-term  change  in  catecholamines.1. 

Mechanism  of  delay 
in  hypotensive  effect 

Both  the  reduction  of  cardiac  output  and  the 
suppression  of  renin  secretion  are  seen  more  or  less 
immediately  following  the  administration  of  a beta 
blocking  drug,  although  the  half-life  of  renin  in  the 
plasma,  about  20  minutes,  means  that  it  is  an  hour 
or  two  before  circulating  renin  levels  are  fully  sup- 
pressed. Why  then  does  blood  pressure  not  fall  in 
this  period  of  time? 

In  hemodynamic  terms,  the  explanation  for  this 
is  that  peripheral  resistance  increases.  As  mentioned 
previously,  we  have  proposed  that  this  is  due  to  in- 
creased sympathetic  nervous  activity,  occurring  as 
a reflex  response  to  the  beta  blockade.  We  have 
found  that  plasma  catecholamine  levels,  which  tend 
to  be  high  immediately  after  beta  blockade,  return 
to  normal  with  prolonged  treatment.17  A possible 
explanation  for  these  changes  is  that  the  barorecep- 
tors  initially  oppose  the  effects  of  beta  blockade  and 
that  after  a few  days  they  reset  to  maintain  the 
pressure  at  the  new  level.  We  have  also  found  that 
renin  suppression,  when  renin  is  stimulated  by  ex- 


ercise, is  more  complete  during  prolonged  treatment 
with  propranolol  than  after  a single  intravenous 
dose. 

Use  in  hypertension 

Should  beta  blockers  be  drugs  of  first  choice? 

A recently  published  report  by  the  Joint  National 
Committee  on  the  detection,  evaluation,  and  treat- 
ment of  high  blood  pressure  recommended  that  all 
patients  with  moderate  hypertension,  that  is,  dia- 
stolic pressures  between  105  and  129  mm.  Hg,  be 
treated  initially  with  a thiazide  diuretic,  followed  by 
the  addition  of  methyldopa,  reserpine,  or  propran- 
olol.31 This  stepped-care  approach  means  that  there 
is  no  possibility  of  treating  patients  with  a single  drug 
other  than  a thiazide,  although  it  is  established  that 
many  patients,  52  percent  according  to  the  VA  trial,32 
can  be  satisfactorily  treated  with  a beta  blocker  alone. 
The  probable  cardioprotective  effects  of  beta 
blockers  have  already  been  mentioned,  and  they  also 
produce  fewer  metabolic  side-effects  than  diuretics. 
A large-scale  trail  of  mild  hypertension  is  currently 
being  conducted  in  England  in  which  the  initial 
treatment  is  either  a thiazide  diuretic  or  proprano- 
lol.33 Blood  pressure  was  equally  well  controlled  by 
the  two  drugs,  but  in  men  there  were  significant  in- 
creases of  blood  urea  nitrogen,  uric  acid,  and  cho- 
lesterol, and  significant  decreases  of  potassium  in  the 
diuretic-treated  group,  none  of  which  changes  oc- 
curred to  the  same  extent  in  the  propranolol  group. 
Our  own  unpublished  work  has  also  demonstrated 
increased  blood  viscosity,  fibrinogen,  and  renin  levels 
in  patients  treated  with  diuretics.  For  these  reasons 
we  believe  that  the  stepped-care  approach  is  mis- 
guided and  that  in  those  patients  who  respond  fa- 
vorably to  them,  beta  blocking  drugs  should  be  the 
treatment  of  choice.  The  next  problem  is  how  such 
patients  can  be  identified. 

Selection  of  patients.  Many  procedures  have 
been  proposed  by  which  patients  who  will  respond 
well  to  beta  blockers  can  be  identified.  While  none 
of  these  is  infallible,  the  most  reliable  has  proved  to 
be  renin-sodium  profiling.  This  is  done  by  relating 
the  24-hour  urine  sodium  excretion  to  the  plasma 
renin  activity.34  Where  renin  measurements  are 
available,  this  is  a relatively  simple  and  inexpensive 
test  to  perform.  Patients  who  have  normal  or  high 
renin  levels  relative  to  their  sodium  excretion  gen- 
erally respond  well  to  beta  blockers,  whereas  those 
with  low  renin  levels  do  not.26-29  Other  tests,  such 
as  measurement  of  cardiac  output  or  plasma  cate- 
cholamine levels,  have  not  proved  to  be  any  better 
and  in  any  case  are  not  clinically  practical.  Heart 
rate  has  also  not  beer,  a very  good  predictor  of  the 
response,35  although  patients  showing  a marked  sinus 
tachycardia  may  do  well.  As  a general  rule,  patients 
who  are  older  or  black  are  more  likely  to  have  low 
renin  hypertension  and  hence  respond  less  well  to 
beta  blockers.  For  the  average  patient  who  does  not 
come  into  any  of  these  categories,  it  is  reasonable  to 
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start  off  with  a beta  blocker  in  younger  patients  and 
with  a diuretic  in  the  elderly.  If  an  unsatisfactory 
response  of  blood  pressure  is  obtained  with  either 
drug  alone  the  other  can  be  added,  and  if  the  pressure 
reaches  normal  levels,  the  first  drug  can  be  with- 
drawn to  determine  whether  either  drug  alone  can 
produce  satisfactory  control  of  the  pressure. 

Other  indications  for  choosing  a beta  blocker  in  the 
treatment  of  hypertension  are  the  presence  of  coro- 
nary heart  disease  and  renal  disease.  Angina  and 
hypertension  are  not  uncommon  together,  and  any 
patient  with  known  or  suspected  coronary  disease 
should  he  tried  with  beta  blockers.  Patients  with 
renal  disease  often  have  high  renin  levels,  and  so  may 
be  expected  to  do  well.  Some  caution  is  needed  when 
there  is  renal  failure,  but  these  cases  are  rare,36  and 
both  propranolol  and  metoprolol  are  eliminated 
mainly  by  hepatic  mechanisms. 

Which  beta  blocker?  At  the  time  of  writing, 
propranolol  and  metoprolol  are  the  only  two  beta 
blockers  that  are  generally  available.  Their  effec- 
tiveness and  cost  are  very  similar.  Other  drugs  will 
become  available  in  the  very  near  future  (Table  II). 
For  the  majority  of  patients  it  is  probably  advisable 
to  start  with  propranolol,  unless  there  are  specific 
reasons,  as  mentioned  previously,  for  choosing  a 
cardioselective  drug.  Propranolol  is  the  most  widely 
tested  of  t hese  drugs  and  is  generally  no  less  effective 
than  any  of  the  others.  The  United  States  is  fortu- 
nate in  having  been  spared  the  hazards  of  practolol, 
which  was  on  release  in  the  United  Kingdom  for  some 
years  before  its  long-term  side-effects  were  fully 
appreciated.  There  is  no  particular  virtue  in  having 
a large  number  of  these  drugs  available;  of  the  drugs 
still  to  be  released,  atenolol  has  the  virtue  of  being 
cardioselective  and  can  be  given  in  once  daily  doses, 
and  labetalol  has  the  added  potency  of  combined 
alpha  and  beta  blockade. 

Contraindications.  Many  physicians  are  con- 
cerned about  the  sinus  bradycardia  induced  by  beta 
blockers  and  fear  that  this  may  prelude  more  severe 
bradyarrhythmias.  In  practice,  this  is  rarely  a seri- 
ous problem.  One  report  of  cardiovascular  side- 
effects  in  hospitalized  patients  found  life-threatening 
bradyarrhythmias  to  occur  in  only  1.8  percent,  and 
most  of  these  patients  were  being  treated  for  ar- 
rhythmias.36 Such  changes  are  less  likely  in  patients 
treated  for  hypertension.  Congestive  heart  failure 
can  be  made  worse  or  precipitated  by  beta  blockers, 
although  they  may  be  beneficial  in  hypertensive 
heart  failure  if  they  lower  the  pressure,  and  hence  the 
afterload.  Even  here,  however,  they  should  not  be 
the  drugs  of  first  choice.  If  given  in  small  doses,  beta 
blockers  may  actually  benefit  some  patients  with 
congestive  cardiomyopathy,  probably  because  high 
levels  of  catecholamines  may  have  adverse  effects  on 
cardiac  function.37 

Patients  wit  h asthma  or  chronic  obstructive  pul- 
monary disease  should  generally  not  be  given  beta 
blockers,  although  the  cardioselective  drugs  can  be 


used  with  caution  in  low  doses  in  some  patients. 
Others  in  whom  beta  blockers  should  generally  be 
avoided  include  patients  with  insulin-requiring  di- 
abetes or  Raynaud’s  disease. 

There  are  two  rare  forms  of  secondary  hyperten- 
sion in  which  beta  blockers  are  contraindicated.  The 
first  is  primary  aldosteronism,  the  classic  example 
of  low-renin  hypertension,  and  the  second  is  pheo- 
chromocytoma,  in  which  beta  blockers  may  actually 
raise  the  pressure.  As  we  have  seen  previously, 
nonselective  beta  blockers  may  exacerbate  the 
pressor  effects  of  epinephrine  and  hence  prove  dan- 
gerous in  such  patients. 

Pharmacokinetics  and  treatment  regimens. 

The  effective  dose  of  beta  blocking  drugs  varies 
greatly  from  patient  to  patient.  Propranolol  is 
rapidly  absorbed,  but  a proportion  is  removed  by  the 
liver  in  what  is  known  as  the  hepatic  first  pass  effect, 
and  plasma  levels  vary  up  to  twentyfold  with  a given 
dose  because  of  differences  in  the  activities  of  en- 
zymes clearing  the  drug.  Its  effective  half-life  is 
about  four  hours  and  is  determined  both  by  protein 
binding  and  by  clearance.38  Traditionally,  pro- 
pranolol was  administered  three  or  four  times  daily, 
but  more  recent  evidence  suggests  that  it  can  provide 
effective  blood  pressure  control  when  given  twice 
daily.39 

Metoprolol  is  also  rapidly  absorbed  and  subject  to 
a hepatic  first  pass  effect.  It  has  a somewhat  longer 
half-life  than  propranolol,  about  six  to  eight  hours, 
and  can  therefore  be  given  in  twice-daily  dosage.40 
The  metabolites  are  almost  wholly  excreted  in  the 
urine,  and  unlike  those  of  propranolol,  have  no  effect 
on  blood  pressure.41  Metoprolol  shows  very  little 
protein  binding.  The  dose-response  curve  is  some- 
what flatter  than  for  propranolol,  and  there  is  in  most 
patients  little  further  effect  on  blood  pressure  when 
doses  in  excess  of  200  mg.  daily  are  used.41  Atenolol 
is  rapidly  absorbed  and  has  a sufficiently  long  half- 
life,  eight  hours  or  more,  to  be  effective  in  once-daily 
dosage.  Unlike  propranolol  and  metoprolol,  it  is 
mainly  eliminated  by  the  kidney.42  The  average 
daily  dose  for  atenolol  is  around  200  mg.,  although 
bigger  doses  have  been  used.43  Other  drugs  are 
shown  in  Table  II. 

Physiologic  effects  of  beta  blockers  in  hyper- 
tension. When  beta  blockers  are  used  alone,  blood 
pressure  reductions  of  around  10  to  20  mm.  Hg  can 
be  expected.  Postural  hypotension  is  almost  never 
seen,  because  t he  normal  alpha  adrenergic  vasocon- 
striction that  occurs  during  standing  can  still  take 
place  wit  h nonselective  blockers.  The  rise  of  pres- 
sure that  accompanies  dynamic  exercise  is  reduced, 
but  the  pressor  response  to  isometric  exercise  and 
emotional  arousal  may  be  unaffected.44’45  Cardiac 
output  remains  depressed  with  long-term  beta 
blocker  therapy,  and  peripheral  resistance  is  normal 
or  slightly  reduced. 

Many  hypotensive  drugs  cause  fluid  retention, 
which  may  be  partly  due  to  a reactive  rise  of  plasma 
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renin  activity  leading  to  stimulation  of  aldosterone. 
This  is  not  generally  seen  with  beta  blockers  because 
renin  and  aldosterone  levels  are  both  reduced.  Thus 
plasma  volume  is  usually  unaffected  by  beta  blockers. 
Renal  blood  flow  and  glomerular  filtration  rale  are 
also  usually  not  altered.40 

Use  in  combination  with  other  drugs.  If  sat- 
isfactory blood  pressure  control  cannot  be  obtained 
with  a beta  blocker  or  a diuretic  alone,  the  two  can  be 
tried  together  and  generally  work  synergist icallv  with 
additive  effects  on  the  blood  pressure.  The  combi- 
nation is  a logical  one  because  the  pressure-lowering 
effects  of  diuretics  are  limited  by  the  rise  of  plasma 
renin  activity,4,  which  is  countered  by  beta  blockade. 
For  more  resistant  cases,  a vasodilator  such  as  hy- 
dralazine or  prazosin  can  be  added.  Thus  the  com- 
bination of  timolol,  hydralazine,  and  hydrochloro- 
thiazide was  found  to  be  more  effective  than  any 
combination  of  one  or  two  of  these  drugs,48  and 
similar  findings  have  been  published  for  other  beta 
blockers.  The  rationale  for  such  a combination  is 
that  the  beta  blocker  may  antagonize  some  of  the 
cardiac  stimulating  effects  of  the  vasodilator,  and 
that  the  vasodilator  will  complement  the  effects  of 
the  beta  blocker  by  reducing  peripheral  resistance. 

The  combination  of  alpha  and  beta  blockade  is  also 
of  interest.49  Preliminary  reports  using  fixed  com- 
binations, for  example,  of  phenoxybenzamine  and 
propranolol,  were  not  very  encouraging,40  but  others 
have  found  that  the  combination  can  be  used  effec- 
tively if  the  doses  of  the  two  drugs  are  titrated  indi- 
vidually, and  phentolamine  or  prazosin  may  give 
better  results  than  phenoxybenzamine.50  Prazosin 
is  now'  generally  regarded  as  an  alpha  blocking  drug, 
and  it  too  can  be  effectively  combined  with  a beta 
blocker  and  a diuretic.51 

Side-effects.  Most  of  the  side-effects  of  beta 
blockers  are  related  to  their  beta-blocking  effects. 
Some,  such  as  impaired  cardiac  function,  broncho- 
constriction,  and  hypoglycemia  unresponsiveness 
have  already  been  referred  to.  Impotence  is  rela- 
tively uncommon  with  beta  blockers,  but  can  occur. 
Gastrointestinal  side-effects  are  relatively  frequent, 
but  mild.  They  include  nausea,  abdominal  cramps, 
and  diarrhea  or  constipation.  Idiosyncratic  side- 
effects  may  also  occasionally  occur  and  include  skin 
rash,  alopecia,  and  contusion.  Very  large  doses  of 
beta  blockers  may  be  tolerated,  in  a suicide  attempt, 
for  example,  with  little  disturbance.  There  is  no 
clear  indication  that  any  one  beta  blocker  is  more  or 
less  tree  of  side-etfects  than  any  other,  apart  from 
those  effects  due  to  cardioselectivity  and  central 
nervous  system  penetration;  thus,  vivid  dreams  are 
more  likely  to  occur  with  propranolol  than  me- 
toprolol.  In  general,  beta  blockers  are  remarkably 
safe,  considering  their  wide  range  of  physiologic  ef- 
fects. 
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Hyperactive  boys  need  treatment 
as  well  as  drugs,  report  says 

Drugs  are  useful  to  help  hyperactive  hoys  maintain 
control,  hut  the  combination  of  medication  with  psycho- 
logical t reatment  brings  an  unexpectedly  good  outcome. 

Stimulant  medications  help  tremendously  for  the  short 
term  while  the  child  continues  to  take  the  pills  regularly, 
hut  medications  alone  provide  an  extremely  poor  outcome 
for  the  long  term,  says  a report  in  the  August  issue  of  an 
American  Medical  Association  specialty  journal,  Archives 
of  General  Psychiatry. 

Results  are  much  better  when  the  medication  is  ac- 
companied by  individual  educational  therapy,  individual 
psychotherapy,  or  group  therapy  for  the  child.  Also  im- 
portant is  individual  psychotherapy  or  group  therapy  for 
the  parent,  and  psychotherapy  for  the  rest  of  the  family, 
says  James  H.  Satterfield,  M. I).,  of  Gateways  Hospital,  Los 
Angeles,  and  its  Hyperkinetic  Children’s  Clinic. 

I)r.  Satterfield  reports  on  a study  of  84  hyperactive  hoys, 
aged  6 through  12.  Individualized  treatment  programs 
were  set  up  for  each  boy,  incorporating  both  t herapy  and 
medications.  Measures  of  the  child’s  behavior  at  home 
and  at  school,  academic  performance,  delinquent  behavior, 
and  emotional  adjustment  were  obtained  at  the  beginning 
of  t he  st  udy  and  at  t he  end  of  a year. 

Anywhere  from  5 to  20  percent  of  schoolage  children  are 
considered  hyperactive,  depending  on  which  study  is 
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consulted  says  Dr.  Satterfield.  Whatever  the  percentage, 
the  problem  is  widespread  and  quite  common. 

Stimulant  medication  has  been  used  to  treat  hyperactive 
children  for  more  than  40  years.  Short  term  results  have 
shown  an  increase  in  attention  span,  decreased  impulsivity, 
and  a reduction  in  socially  maladjusted  behavior  following 
stimulant  medication.  But  for  periods  of  one  to  five  years, 
the  results  of  drug  t herapy  alone  have  been  poor. 

“From  our  own  clinical  experience,  we  doubt  that 
stimulant  medication  alone  is  sufficient  to  alter  long  term 
prognosis,”  says  Dr.  Satterfield.  Most  hyperkinetic  chil- 
dren suffer  from  several  different  handicaps.  There  may 
be  a dysfunction  of  the  nervous  system.  The  child  may 
also  suffer  depression,  learning  disabilities,  and  the  effects 
of  chaotic,  disorganized  family  environments. 

Through  the  combination  treatment  approach,  the 
children  were  found  after  one  year  to  be  improved  beha- 
viorally  as  rated  by  teachers,  physicians,  parents,  and  the 
children  themselves.  They  were  better  socially  adjusted 
at  home,  at  school,  and  with  other  children.  They  felt 
happier  and  found  it  easier  to  get  along  with  other  children 
and  t heir  parents.  Their  academic  gains  were  even  greater 
than  expected. 

Dr.  Satterfield  points  out  that  his  study  did  not  include 
an  untreated  control  group,  against  which  progress  of  those 
treated  could  be  measured.  But  it  had  been  known  from 
many  previous  studies  that  hyperactive  children  have  very 
serious  adjust  ment  problems  in  all  aspects  of  their  lives, 
and  that  drugs  alone  would  not  cure  the  condition. 
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ELUCIDATION 


Question  281.  The  rhythm  is  sinus  bradycardia 
at  a rate  of  50  beats  per  minute.  The  QRS  measures 
0.12  second.  The  QRS  configuration  is  rSR'  in  Vi 
and  a qRs  in  V4  to  V6.  The  patient  has  right  bundle 
branch  block. 

Broad  and  deep  Q waves  are  present  in  leads  II,  III, 
and  aVf  compatible  with  an  inferior  wall  myocardial 
infarction.  There  is  S-T  elevation,  and  the  T is  in- 
verted in  lead  III. 

There  are  prominent  Q waves  measuring  0.03 
second  in  leads  I and  V4  to  V6  suggesting  an  antero- 
lateral myocardial  infarction.  The  S-T  segment  is 
slightly  elevated  in  lead  V2.  This  elevation  is  due  to 


elevation  of  the  J point  and  may  be  a normal  var- 
iant. 

The  diagnosis  is  sinus  bradycardia,  right  bundle 
branch  block,  and  probable  multiple  myocardial  in- 
farcts. Persistent  elevation  of  the  S-T  segment  in 
lead  III  suggests  an  inferior  wall  myocardial  aneu- 
rysm. 

Question  282.  The  first  13  beats  are  regular  at  a 
rate  of  160  beats  per  minute;  atrial  activity  is  not 
seen.  The  width  of  the  QRS  in  the  initial  6 beats  is 
0.08  second.  The  last  7 beats  have  a QRS  width  of 
0.12  second  and  a left  bundle  branch  block  pattern. 
The  initial  part  of  the  tachycardia  has  a normal  QRS 
duration;  therefore  it  is  a supraventricular  tachy- 
cardia. Although  the  last  part  of  the  tachycardia 
resembles  ventricular  tachycardia,  the  fact  that  the 
rate  does  not  change  indicates  the  entire  tachycardia 
is  supraventricular.  The  widened  QRS  complexes 
are  due  to  fatigue  of  the  left  bundle. 

Following  the  abrupt  cessation  of  the  tachycardia, 
regular  sinus  rhythm  at  a rate  of  70  heats  per  minute 
returns. 


"This  the  one  that  couldn’t  find  his  cigarets!" 
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For  the  past  several  years  the  Bureau  of  Venereal 
Disease  Control  has  maintained  a telephone  con- 
sultation service  for  physicians  practicing  in  New 
York  City.  Physicians  with  specific  questions  or 
problems  concerning  diagnosis  or  treatment  of  sex- 
ually transmitted  diseases  can  call  the  office  of  the 
Bureau  Director,  Yehudi  M.  Felman,  M.D.,  at  566- 
7685  between  9:00  A.M.  and  5:00  P.M.  Monday 
through  Friday.  This  article  features  answers  to 
some  of  the  more  interesting  commonly  asked 
questions  about  syphilis.  You  may  wish  to  test  your 
answer  against  ours. 

Questions 

A patient  allergic  to  penicillin  was  treated  for 
secondary  syphilis  two  years  ago  at  a city  venereal 
disease  (VD)  clinic  with  tetracycline  for  three 
weeks.  His  VDRL  ( Venereal  Disease  Research 
Laboratory)  test  result  has  remained  positive  at  a 
titer  of  1:8.  What  should  I do? 

Although  patients  with  secondary  syphilis  may 
have  persistent  positive  VDRL  results  after  eradi- 
cation of  their  infection,  one  would  expect  a dimi- 
nution in  the  titer  and  eventual  sero-reversal  with 
passage  of  time.  Persistent  titers  may  denote  a 
sero-fast  state,  that  is,  the  infection  is  eradicated  but 
the  titer  remains  elevated.  This  is  especially  com- 
mon in  patients  infected  for  prolonged  periods  of 


time  before  receiving  treatment.  Patients  treated 
with  oral  medication  including  tetracycline  or 
erythromycin  are  less  likely  to  become  seronegative 
than  those  treated  with  penicillin.  'I'his  may  also 
indicate  that  the  tetracycline  failed  to  cure  the  in- 
fection. Treatment  failures  are  not  uncommon  with 
oral  medication  since  patients  may  fail  to  comply 
with  prescribed  treatment  schedules. 

Persistent  reactivity  may  represent  reinfection  or 
a superimposed  biologic  false  positive  reaction. 
Since  there  is  no  practical  way  to  differentiate  these 
four  possibilities,  patients  with  insufficient  serologic 
response  to  treatment  for  syphilis  should  he  retreated 
at  least  one  time.  In  the  absence  of  penicillin  allergy, 
intramuscular  benzathine  penicillin  (Bicillin  L-A) 
should  he  used.  Patients  allergic  to  penicillin  may 
he  retreated  with  oral  tetracycline  or  oral  erythro- 
mycin. After  completion  of  retreatment,  patients 
with  persistent  elevated  titers  are  considered  sero- 
fast  but  cured  of  the  infection. 

A 23-year-old  patient  presented  a suspicious 
vulvar  lesion  of  four  days’  duration.  The  darkfield 
and  VDRL  results  were  both  negative.  Should  an 
FTA  (fluorescent  treponemal  antibody)  test  be 
performed? 

At  the  time  of  onset  of  the  chancre,  both  the 
FTA-ABS  (fluorescent  treponemal  antibody  ab- 
sorption) and  VDRL  tests  are  usually  nonreactive. 
The  serologic  test  results  for  syphilis  usually  become 
positive  during  the  primary  stage.  The  FTA-ABS 
test  finding  usually  becomes  positive  before  that  ot 
the  VDRL  does.  However,  both  these  test  results 
become  positive  before  the  onset  of  the  secondary 
stage.  Since  the  FTA-ABS  finding  may  be  negative 
in  early  primary  syphilis,  this  test  does  not  rule  out 
early  primary  disease.  False  negative  darkfield  ex- 
amination results  do  occur.  Patients  of  questionable 
reliability  with  suspicious  lesions  that  are  darkfield 
negative  may,  therefore,  be  best  managed  by  treating 
them  for  primary  syphilis  in  the  absence  of  serologic 
confirmation.  Reliable  patients  should  be  told  to 
abstain  from  sex  and  to  return  after  two  weeks  for  a 
repeat  VDRL  test.  The  development  of  a positive 
titer  on  follow-up,  that  is,  sero-reactivity,  indicates 
a new  infection  and  mandates  treatment.  Therefore, 
in  early  syphilis,  the  FTA-ABS  test  is  not  recom- 
mended. 

A 24-year-old  man  previously  treated  for  primary 
syphilis  four  months  ago  now  has  a quantitative 
RPR  (rapid  plasma  reagin)  positive  result  at  1:8 
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dilution  (dils.).  His  VDRL  test  result  at  another 
laboratory  was  reactive  1:4  one  month  ago.  Does 
this  indicate  inadequate  treatment  and/or  reex- 
posure? 

No.  The  sensitivities  of  the  various  nontrepo- 
nemal  tests  are  different,  making  comparisons  of 
serial  titers  difficult.  The  quantitative  RPR  is  more 
sensitive  than  the  VDRL,  resulting  in  higher  RPR 
titers  compared  with  the  VDRL.  Ideally,  patients 
should  be  followed  with  the  same  serologic  test  to 
simplify  comparison  with  previous  titers.  Addi- 
tionally, a one-tube  variation  up  or  down  in  quanti- 
tative titer  is  not  significant  because  it  is  within  the 
limits  of  laboratory  error. 

My  patient,  a male,  wants  to  know  if  he  requires 
prophylactic  treatment  for  syphilis.  Last  week,  he 
had  sex  with  a female  who  one  week  previously  had 
sex  with  a second  man,  who  unknowingly  had  sec- 
ondary syphilis.  What  are  the  risks,  if  any,  of  my 
patient  acquiring  syphilis? 

Your  patient  is  at  no  risk  since  the  female,  if  in- 
fected, is  still  incubating  her  infection.  During  the 
incubation  period,  from  10  to  90  days,  syphilis  is  not 
infectious.  The  only  exception  to  this  rule  is  a 
pregnant  woman  who  can  transmit  her  incubating 
infection  to  the  fetus.  Your  patient,  however,  should 
have  a VDRL  or  RPR  test  to  establish  his  serologic 
status  at  this  point. 

Can  patients  develop  secondary  syphilis  without 
having  had  a primary  lesion? 

Not  infrequently,  patients  present  secondary 
syphilis  and  deny  a prior  primary  chancre.  For  many 
of  these  patients,  the  primary  lesion  was  inapparent 
because  of  location.  Chancres  on  the  cervix  as  well 
as  intrarectal,  intraoral,  and  intrameatal  chancres 
often  escape  detection.  In  others,  the  chancre  may 
not  occur.1  Subtherapeutic  doses  of  antibiotics  given 
for  unrelated  conditions  may  also  obscure  a primary 
lesion  and/or  prolong  the  incubation  period. 

dust  how  long  after  treatment  are  patients  with 
syphilis  still  infectious?  When  may  treated  pa- 
tients resume  sexual  activity  without  risking  disease 
spread? 

The  spirochete  is  exquisitely  sensitive  to  penicillin. 
Treponema  pallidum  disappears  from  infectious 
lesions  within  24  hours  after  initiating  therapy.2 
Patients  may  theoretically  safely  resume  sexual  ac- 
tivity 24  hours  after  their  f irst  dose  of  penicillin. 
Many  conservative  physicians,  however,  recommend 
that  patients  with  syphilis  complete  their  therapy 
before  resuming  sex.  Patients  treated  with  tetra- 
cycline or  erythromycin  may  remain  infectious  longer 
than  patients  treated  with  penicillin,  but  are  prob- 
ably noninfectious  long  before  completion  of  t herapy. 


It  is  unnecessary  to  await  a serologic  response  before 
permitting  resumption  of  sexual  activity.  Patients 
with  late  latent  syphilis  are  not  infectious  to  their 
sexual  partners.  Early  latent  syphilis,  under  two 
years,  is  considered  potentially  infectious  since  30 
percent  of  these  patients  may  relapse  into  the  in- 
fectious secondary  stage. 

An  older  patient  was  found  to  have  a low-titer 
positive  VDRL  result.  A treponemal  antigen  test 
was  requested  from  the  Department  of  Health.  The 
results  were  reported  as  a negative  microhem- 
agglutination test  finding.  What  is  the  difference 
between  this  test  and  an  FTA? 

The  MHA-TP  (microhemagglutination  test)  is  a 
treponemal  antigen-specific  test  similar  in  sensitivity 
and  specificity  to  the  FTA-ABS  test  with  one  small 
exception.  In  early  primary  syphilis,  the  MHA-TP 
is  less  sensitive  than  the  FTA-ABS.  The  MHA-TP 
is,  however,  less  expensive  and  less  time-consuming 
than  the  FTA-ABS  test. 

A 35-year-old  patient  with  systemic  lupus 
erythematosus  was  found  to  have  a 1:4  VDRL  and 
a positive  FTA-ABS  finding.  She  has  no  signs  or 
symptoms  of  syphilis  and  denies  any  possible  ex- 
posure. Do  false  positive  FTA-ABS  results 
occur? 

Although  both  the  sensitivity  and  specificity  of  the 
FTA-ABS  test  are  excellent,  certain  noninfectious 
conditons  including  lupus  erythematosus  and  other 
connective  tissue  diseases  may  result  in  false  positive 
results.  The  more  difficult  treponemal  pallidum 
immobilization  (TPI)  test,  which  is  no  longer  avail- 
able in  most  laboratories,  has  been  used  as  the  stan- 
dard of  specificity. 

A 40-year-old  man  from  Haiti  presented  a 1:4 
VDRL  result  and  a positive  FTA-ABS  finding.  He 
denies  prior  infection  with  syphilis  but  had  had 
yaws  treated  as  a child.  Does  yaws  produce  a false 
positive  FTA-ABS  finding? 

Yaws  and  the  other  nonvenereal  treponematoses 
such  as  pinta  and  bejel  routinely  produce  a true 
positive  FTA-ABS  finding.  The  FTA-ABS  test  is 
absorbed  with  a sorbent  prepared  from  the  nonpa- 
thogenic  Reiter  treponeme.  Consequently,  the 
FTA-ABS  test  is  specific  for  all  pathogenic  trepo- 
nemes.  No  serologic  test  is  available  to  differentiate 
t he  various  treponematoses.  In  the  absence  of  the 
ability  to  differentiate  a previously  untreated  case 
of  syphilis  from  previously  treated  yaws,  we  would 
recommend  one  complete  course  of  treatment  for 
latent  syphilis. 

A 30-year-old  man  was  treated  for  secondary 
syphilis  two  months  ago  with  a total  of  4.8  million 
units  of  benzathine  penicillin  (1.  His  VDRL  finding 
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tea. s 1:4  last  month  and  note  is  1:8.  Should  he  he 
retreated? 

A significant  titer  change  is  defined  as  a two-tube 
dilutional  change  or  greater.  If,  on  retesting,  the  titer 
has  risen  to  1:16  dils,  this  mandates  retreatment  since 
this  increase  by  definition  is  significant.  All  insig- 
nificant changes  in  serologic  titer  should  he  re- 
peated. 

A 35-year-old  woman  with  a history  of  early  latent 
syphilis  treated  ten  years  ago  and  a negative  sero- 
logic test  finding  last  year  now  has  a VDRL  reactive 
undiluted  titer.  Her  FTA  result  is  positive.  Should 
she  be  retreated? 

Since  the  FTA  result  in  most  cases  remains  posi- 
tive for  life  following  successful  treatment  of  syphilis, 


it  is  of  no  value  in  assessing  need  for  retreatment  in 
patients  with  a prior  history  of  syphilis.  The  change 
in  VDRL  titer  from  negative  to  reactive  undiluted  is 
not  significant,  as  indicated  in  the  previous  question. 
The  VDRL  test  should  he  repeated  and  treatment 
instituted  only  with  a significant  rise  in  titer. 

8100  Hay  Parkway 
Brooklyn,  New  York  1 1214 
(DR.  FELMAN) 
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Hematuria  is  a well-recognized  complication  of  such 
sickling  hemoglobinopathies  as  homozygous  hemo- 
globin SS.  hemoglobin  S-C  disease,  hemoglobin  S- 
thalassemia,1-3  hemoglobin  C-Harlem,4  and  sickle 
cell  trait.5"7  Hematuria  is  an  extremely  rare  com- 
plication in  patients  with  homozygous  hemoglobin 
CC,8-9  hemoglobin  C trait,1011  hemoglobin  D trait,12 
and  beta-thalassemia  trait,1214  and  in  these  condi- 
tions may  be  purely  coincidental.12  In  an  active 
hemoglobinopathy  screening  program,  we  have  de- 
tected and  counseled  several  hundred  individuals 
with  hemoglobin  C trait,  only  one  of  whom  had  gross 
hematuria.  We  report  this  case  to  point  out  the  ex- 
treme rarity  of  this  association. 

Case  report 

A 49-year-old  black  woman  was  hospitalized  be- 
cause of  intermittent,  painless  gross  hematuria  of  one 
year’s  duration.  There  were  no  other  genitourinary 
symptoms.  The  patient  denied  bleeding  from  any 
other  site.  Family  history  was  noncontributory. 

Physical  examination  showed  entirely  normal  re- 
sults. The  hemoglobin  was  15.6  Gm.  per  100  ml., 
hematocrit  46,  leukocyte  count  8,100  per  cubic  mil- 
limeter with  a normal  differential,  and  platelets 
196,000  per  cubic  millimeter.  On  the  peripheral 
blood  smear,  10  to  15  percent  of  the  erythrocytes 


were  target  cells.  Urinalysis  revealed  numerous 
erythrocytes,  moderate  proteinuria,  and  a few  leu- 
kocytes. Urine  cultures  were  negative  for  bacteria, 
fungi,  and  acid-fast  bacilli.  Urine  cytology  showed 
no  abnormal  cells.  The  blood  urea  nitrogen  was  8 
mg.  per  100  ml.,  and  the  serum  creatinine  was  0.7  mg. 
per  100  ml. 

Hemoglobin  electrophoresis  on  cellulose  acetate 
at  pH  8.5  revealed  a hemoglobin  AC  pattern.  The 
presence  of  hemoglobin  C was  specifically  confirmed 
and  differentiated  from  hemoglobins  E and  OAmi>  by 
agar  gel  electrophoresis  at  pH  6.2. 

Plain  films  of  the  abdomen,  intravenous  pyelog- 
raphy, and  selective  bilateral  renal  angiography  all 
yielded  normal  findings.  By  cystoscopy,  bloody 
urine  was  seen  entering  a normal  bladder  from  the 
right  ureteral  orifice.  Efflux  from  the  left  ureter  was 
normal.  Ureteropvelogram  also  showed  normal 
findings. 

Coagulation  studies,  including  the  bleeding  time, 
clot  retraction,  prothrombin  time,  partial  thrombo- 
plastin time,  and  specific  assays  for  factors  V,  VII,  X, 
prothrombin,  and  fibrinogen,  all  yielded  findings 
within  normal  limits. 

The  patient  was  treated  conservatively  with  fluids 
and  bedrest.  The  hematuria  subsided  sponta- 
neously, and  the  patient  was  discharged  two  weeks 
after  hospitalization.  There  has  been  no  recurrence 
of  hematuria  to  date. 

Comment 

Although  hemoglobin  C trait  is  essentially  a benign 
condition,  priapism,11  retinopathy,15  dental  bone 
changes,16  and  gangrene  after  exposure  to  cold,1' 
have  been  reported.  These  and  other  complications 
are  well-known  in  the  sickling  hemoglobinopathies. 
If  these  complications  are  related  to  hemoglobin  C, 
the  mechanisms  must  be  different  from  those  of  the 
sickling  hemoglobinopathies  since  erythrocytes  in 
hemoglobin  C do  not  sickle.  The  same  is  true  of  the 
hematuria  observed  in  patients  with  nonsickling 
hemoglobinopathies  such  as  hemoglobin  AC,10-11 
hemoglobin  CC,8’9  hemoglobin  AD,12  and  beta-thal- 
assemia  trait.13’14  About  2 percent  of  people  with- 
out any  abnormal  hemoglobin,  following  extensive 
urologic  investigations  for  hematuria,  have  idiopathic 
or  essential  hematuria.18  It  is,  therefore,  possible 
that  the  hematuria  in  hemoglobin  AC  is  purely  co- 
incidental and  unrelated  to  the  hemoglobinopathy. 

The  hematuria  and  other  renal  manifestations  of 
sickle-cell  disease  are  thought  to  be  caused  by  in- 
trarenal  sickling  and  infarction  secondary  to  the 
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unusual  physiologic  and  anatomic  conditions  in  the 
renal  medulla.19  However,  every  patient  with  he- 
maturia and  a hemoglobinopathy,  whether  or  not  it 
is  of  the  sickling  variety,  must  undergo  a complete 
urologic  and  hematologic  evaluation  so  as  not  to 
overlook  other  causes  of  hematuria  such  as  cavernous 
hemangioma  of  the  kidney,20  urinary  tract  infection,2 
disseminated  intravascular  coagulopathy,3  acute 
glomerulonephritis,3  platelet  dysfunction,3  and  von 
Willebrand  syndrome,21  all  of  which  have  been  re- 
ported in  association  with  sickle-cell  trait. 

Treatments  of  the  hematuria  associated  with 
sickling  hemoglobinopathies  have  included  blood 
transfusions,  intravenous  alkalinizing  solutions  or 
distilled  water,  oral  diuretic  agents,  and  aminoca- 
proic  acid.19  Nephrectomy  is  no  longer  performed 
except  where  the  bleeding  is  unilateral  and  uncon- 
trollable.1 Conservative  treatment  is  indicated  and 
was  successfully  used  in  our  patient  with  hemoglobin 
AC. 

In  view  of  the  fact  that  there  are  about  600,000 
carriers  of  hemoglobin  C trait  in  the  United  States,22 
it  seems  likely  that  hematuria  occurring  in  only  three 
such  individuals  is  a fortuitous  association.10’11 
Convincing  evidence  that  the  C trait  predisposes  to 
a specific  complication  such  as  hematuria  is  lacking. 
Anecdotal  case  reports  of  single  cases  do  not  consti- 
tute such  evidence.  In  our  institution,  several  hun- 
dred cases  of  hemoglobin  C trait  have  been  detected 
during  the  past  eight  years,  hut  only  one  patient,  to 
our  knowledge,  developed  hematuria. 

Summary 

The  association  of  hemoglobin  C trait  and  painless, 
gross  hematuria  in  a 49-year-old  woman  is  reported. 
It  is  believed  that  the  occurrence  of  these  two  con- 
ditions is  fortuitous.  Complete  urologic  and  hema- 
tologic evaluation  of  hematuria  in  a patient  with  a 
known  hemoglobinopathy  should  he  performed. 
Conservative  management  is  recommended. 

Acknowledgment.  ’['he  authors  are  indebted  to  Mrs.  Sophie 
Falk  for  typing  the  manuscript. 
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Since  the  Philadelphia  epidemic  of  Legionnaires’ 
disease  in  1976,  and  the  availability  of  a specific  se- 
rologic test  for  its  diagnosis,  the  number  of  cases  of 
pneumonia  of  unknown  etiology  is  further  declining. 
In  September,  1977,  a patient  was  admitted  to  our 
institution  with  what  was  subsequently  diagnosed  as 
Legionnaires’  disease.  After  worsening  on  penicillin, 
he  responded  dramatically  to  chloramphenicol  and 
gentamicin. 

Case  report 

A 39-year-old  male  was  admitted  to  The  Bronx- 
Lebanon  Hospital  Center  with  a four-day  history  of 
left  pleuritic  chest  pain,  headache,  fever,  and  a cough 
productive  of  rusty  sputum. 

He  had  no  previous  history  of  pulmonary  disease, 
had  smoked  20  cigarettes  a day  for  the  past  10  years, 
drank  alcohol  in  moderation,  gave  no  significant  oc- 
cupational or  travel  history,  and  denied  drug 
abuse. 

On  admission  he  was  alert  and  oriented.  He  had 
an  oral  temperature  of  104°F.,  and  physical  exami- 
nation revealed  signs  of  consolidation  over  his  left 
lower  lung,  which  was  confirmed  by  a chest  roent- 
genogram (Fig.  1).  A Gram  stain  of  his  sputum 
showed  many  polymorphonuclear  cells  and  gram- 
positive cocci  in  pairs.  An  acid-fast  stain  test  showed 
negative  findings.  Sputum  cultures  revealed 
Streptococcus  pneumoniae.  All  five  blood  cultures 
drawm  were  sterile. 

Laboratory  data  showed  a hemoglobin  of  12.5  Gm. 
per  100  ml.  and  a white  blood  cell  count  of  10,700  per 
cubic  millimeter,  with  80  percent  segmented  neu- 
trophils and  3 percent  band  forms.  Total  protein 
was  6.7  Gm.,  albumin  4.1  Gm.,  and  globulin  2.6  Gm. 
per  100  ml.  The  urine  showed  trace  amounts  of  al- 
bumin with  2 to  3 red  and  white  cells  per  high  power 
field.  Urine  culture  was  sterile.  On  room  air  the 
arterial  p02  (oxygen  pressure)  was  69  mm.  Hg;  pCCL 


FIGURE  1.  Chest  roentgenogram  showing  consolidation 
of  left  lower  lung  field. 


(carbon  dioxide  pressure)  21  mm.  Hg;  and  pH  7.55. 
The  serologic  test  result  for  cold  agglutinins  was 
negative.  An  intermediate  strength  purified  protein 
derivative  test  result  was  negative  at  48  hours. 

The  diagnosis  of  pneumococcal  pneumonia  was 
made  and  treatment  was  begun  with  intravenous 
penicillin,  2.4  million  units  daily.  The  patient  con- 
tinued to  have  temperatures  up  to  104. 8°F.,  and  his 
white  cell  count  rose  to  18,300  per  cubic  millimeter 
on  the  sixth  hospital  day,  when  he  became  confused 
and  agitated.  Arterial  blood  gas  analysis  at  this  time 
showed  p02  44  mm.  Hg;  pC02  23  mm.  Hg,  and  pH 
7.52  on  room  air.  The  patient  refused  a spinal  tap. 
His  serum  glutamic  oxaloacetic  transaminase  rose 
from  45  microns  per  milliliter  on  admission  to  350 
microns  per  milliliter.  A similar  rise  was  seen  in  the 
bilirubin  and  alkaline  phosphatase. 

Penicillin  was  discontinued.  Gentamicin  was 
given  intramuscularly,  80  mg.  every  eight  hours,  and 
chloramphenicol  intravenously,  1 Gm.  every  six 
hours  was  begun.  His  temperature  fell  to  100°F.  by 
the  next  day,  and  the  arterial  p02  rose  to  54  mm.  Hg. 
His  mental  confusion  lessened  and  he  became  afe- 
brile on  the  twelfth  hospital  day.  Liver  function  test 
results  also  returned  to  normal  values.  Findings  on 
the  chest  roentgenogram  cleared  by  the  eighteenth 
hospital  day  (Fig.  2),  and  he  was  discharged. 

Pulmonary  function  tests  performed  prior  to  dis- 
charge showed  normal  spirometry  and  a diffusion 
capacity  for  carbon  monoxide  of  52  percent  of  the 
predicted  value.  Arterial  blood  gas  analysis  showed 
pH  7.42,  pC02  35  mm.  Hg,  and  p©2  75  mm.  Hg. 
Results  on  repeat  pulmonary  function  tests  five 
months  later  were  not  significantly  different. 

Serum  was  tested  for  antibody  to  the  bacterium  of 
Legionnaires’  disease  by  the  Center  for  Disease 
Control  in  Atlanta.  The  indirect  fluorescent  anti- 
body titer  was  1:28  on  the  eighteenth  day  of  illness, 
and  1:1,024  three  weeks  later. 

Comment 

This  is  the  first  reported  case  of  Legionnaires’ 
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FIGURE  2.  Chest  roentgenogram  showing  clear  chest  on 
eighteenth  hospital  day. 


disease  in  New  York  State.  Cases  have  recently  been 
reported  from  Florida  and  Pennsylvania.1’2  The 
diagnosis  of  pneumococcal  pneumonia  was  made 
initially  in  our  patient  based  on  the  sputum  Gram 
stain  and  culture.  When  he  worsened  while  receiving 
penicillin,  with  increasing  alveolar  infiltrates  on  chest 
roentgenograms  and  a decreasing  arterial  pOa,  his 
drug  regimen  was  changed  to  chloramphenicol  and 
gentamicin.  Once  on  this  therapy,  he  improved 
rapidly. 

Our  patient’s  clinical  course  did  not  differ  from 
that  described  during  the  Philadelphia  epidemic. 
The  length  of  the  course  of  our  patient’s  disease  be- 
fore improvement  began  and  the  severity  of  his 
hypoxia  are  factors  that  were  associated  with  a high 
mortality  rate  in  a study  of  that  epidemic.2 

Erythromycin  and  rifampin  have  been  shown  to 
prevent  death  in  guinea  pigs  given  intraperitoneal 
injections  of  the  bacterium  causing  Legionnaires’ 
disease.4  The  use  of  penicillin,  chloramphenicol, 
tetracycline,  and  gentamicin  had  a significantly  lower 
cure  rate.  This  was  not  true  in  our  patient. 

It  is  the  current  viewpoint  that  Legionnaires’  dis- 
ease is  an  airborne  infection.  However,  man-to-man 
transmission  has  not  yet  been  observed.  There  was 
no  evidence  of  spread  of  the  disease  from  our  patient 
to  his  family  members,  or  the  hospital  personnel  who 
cared  for  him.  However,  serologic  tests  on  contacts 


were  not  performed. 

The  serologic  test  used  is  based  on  indirect  fluo- 
rescent-antibody staining,  using  isolates  of  the  or- 
ganism obtained  from  human  lung  tissue  from  pa- 
tients affected  in  Philadelphia  in  July,  1976.  In  that 
epidemic,  most  patients  had  seroconversion  (with 
titer  increases  ranging  from  4-fold  to  128-fold,  and 
reaching  a minimum  titer  of  64)  or  had  a titer  of  at 
least  128.  Most  of  the  sera  with  titers  greater  than 
64  were  obtained  22  to  60  days  after  the  onset  of  ill- 
ness. Titers  were  observed  to  fall  during  the  next  few 
months.5 

On  the  basis  of  the  results  obtained  from  the 
Philadelphia  epidemic,  the  minimum  titer  required 
for  serologic  diagnosis  is  64  in  patients  who  show  a 
fourfold  rise  in  antibody  titer,  and  128  for  those  who 
do  not  have  such  a rise.5  Our  patient  had  a titer  of 
28  on  the  eighteenth  day  of  illness  and  1,024  on  the 
thirty-ninth  day.  A repeat  titer  three  months  later 
was  unchanged. 

This  disease  should  be  considered  in  any  patient 
with  pneumonia  who  does  not  respond  to  the  usual 
antibiotic  therapy.  There  are  no  distinctive  clinical 
features  that  would  serve  to  differentiate  it  from 
other  bacterial  pneumonias.  Serodiagnosis  appears 
accurate,  but  antibody  usually  does  not  appear  until 
the  disease  has  run  its  course.  Erythromycin  is 
generally  accepted  as  being  effective,  but  our  patient 
responded  to  gentamicin  and  chloramphenicol. 

Summary 

A patient  thought  to  have  pneumococcal  pneu- 
monia did  poorly  on  penicillin,  but  responded  rapidly 
to  chloramphenicol  and  gentamicin.  The  diagnosis 
of  Legionnaires’  disease  was  made  by  a rise  in  anti- 
body titer.  This  is  the  first  reported  case  of  this 
disease  in  New  York  State. 

Pulmonary  Section 
Department  of  Medicine 
The  Bronx-Lebanon  Hospital  Center 
1276  Fulton  Avenue 
The  Bronx,  New  York  10456 
(DR.  ERNST) 
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PHP  (primary  hyperparathyroidism)  remains 
a common  endocrinologic  problem.  When  both  the 
serum  calcium  and  PTH  (parathormone)  levels  are 
elevated,  the  diagnosis  is  fairly  easy,  if  a tumor  pro- 
ducing a PTH-like  substance  is  ruled  out.  However, 
PHP  with  a normal  PTH  level  is  more  of  a challenge 
to  the  clinician. 

Method 

From  1976  to  the  present,  several  patients  with 
elevated  serum  calcium  and  high-normal,  normal,  or 
low-normal  PTH  levels  were  thoroughly  evaluated 
before  neck  exploration  for  the  removal  of  a possible 
parathyroid  adenoma  was  suggested.  Any  malignant 
disorder  was  reasonably  ruled  out.  Patients  who 
were  asymptomatic  were  excluded,  since  we  did  not 
feel  the  risk  of  surgery  was  warranted. 

Results 

The  normal  value  of  PTH  was  163  to  347  ng.  per 
100  ml.  (255  ± 92).  Two  patients  had  high-normal 
PTH  levels:  the  first,  282  ng.  per  100  ml.,  with  a 
serum  calcium  level  of  14.5  mg.  per  100  ml.,  and  the 
second,  316  ng.  per  100  ml.,  with  a serum  calcium 
level  of  11.5  mg.  per  100  ml.  The  third  patient  had 
a normal  PTH  level:  270  ng.  per  100  ml.,  with  a 
serum  calcium  level  of  12.5  mg.  per  100  ml.  The 
fourth  patient  had  a low  normal  PTH  level:  208  ng. 
per  100  ml.,  with  a serum  calcium  level  of  12.4  mg.  per 
100  ml.  All  four  patients  underwent  exploration  of 
the  neck.  A parathyroid  adenoma  was  removed  from 


each,  the  serum  calcium  level  came  down  to  normal, 
and  the  symptoms  disappeared. 

The  first  patient,  with  a PTH  level  of  282,  had  a 
parathyroid  adenoma  on  the  lower  left  side.  The 
second  patient,  with  a P'l'H  level  of  316,  had  an  ad- 
enoma on  the  upper  left  side.  The  third  patient, 
with  a PTH  level  of  270,  had  an  intrathyroidal  ade- 
noma on  the  lower  left  side,  and  the  fourth  patient, 
with  a P'l'H  level  of  208,  had  a parathyroid  adenoma 
on  the  lower  right  side. 

Case  report 

The  fourth  case  was  the  most  challenging.  The 
patient,  horn  in  1913,  was  noted  to  have  hypercal- 
cemia when  he  was  hospitalized  from  May  29  to  June 
14,  1972,  with  an  active  duodenal  ulcer,  acute 
esophagitis,  and  hiatus  hernia.  On  one  occasion,  the 
serum  calcium  level  was  12.3  mg.,  the  serum  phos- 
phorus level  2.8  mg.,  and  on  another  1 1.3  mg.  and  3.6 
mg.  per  100  ml.  respectively.  The  alkaline  phos- 
phatase was  79  I.U.  (normal  up  to  80).  The  24-hour 
urine  calcium  was  126  mg.  per  volume.  Skull  x-ray 
film  showed  a hyperdeveloped  sphenoid  sinus. 
Pelvis  and  long  bones  were  normal  except  for  the 
right  upper  humerus  which  showed  an  increase  in  its 
transverse  diameter,  spotty  sclerotic  changes,  and 
marked  thickening  of  the  cortex  of  the  head  and  neck 
of  the  humerus.  These  were  interpreted  as  repre- 
senting changes  secondary  to  localized  Paget’s  dis- 
ease or  fibrodysplasia.  PTH  level  on  July  10, 1972, 
was  191  with  a mean  normal  of  255  ± 92.  The  pa- 
tient was  discharged  on  a bland  diet  and  antacids. 

The  patient  was  admitted  for  the  second  time  from 
March  20  to  March  25, 1977,  with  an  exacerbation  of 
his  duodenal  ulcer.  Levels  of  serum  calcium  were 
12.4  mg.,  phosphorus  2.6  mg.  per  100  ml.,  and  alkaline 
phosphatase  174  I.U.  Serum  PTH  level  was  again 
found  to  be  at  the  lower  level  of  normal:  208  ng.  per 
100  ml.  Serum  gastrin  was  obtained  twice  and  was 
found  to  be  elevated  by  two  different  reference  lab- 
oratories: 185  (normal  50  to  155)  and  348  (normal 
0 to  300).  The  patient  was  discharged  on  a bland 
diet  and  antacids  and  was  referred  for  endocrine 
evaluation. 

The  patient  was  found  to  be  intelligent;  he  was 
very  active  in  the  community  and  claimed  to  be  in 
excellent  physical  condition.  His  ulcer  was  well 
controlled  with  diet  and  antacids  and,  most  recently, 
with  cimetidine.  He  had  no  trouble  with  urination, 
although  past  history  revealed  a transurethral  re- 
section of  the  prostate  three  years  prior  to  this  ad- 
mission, and  spontaneous  passage  of  a renal  calculus 
one  year  ago.  He  had  no  trouble  in  his  bowel  move- 
ments, there  was  no  change  in  his  personality,  his 
libido  had  decreased  in  the  last  few  years,  and  he 
complained  of  intermittent  impotence.  X-ray  films 
of  the  bones  showed  no  abnormality  except  for  the 
previously  mentioned  changes  in  the  humerus. 
Milk-alkali  syndrome  was  ruled  out  by  his  abstaining 
from  milk  and  antacids  for  one  month  and  showing 
no  change  in  serum  calcium  and  phosphorus  levels. 
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The  possibility  of  Zollinger-Ellison  syndrome  was  not 
ruled  out  by  a secretin  test,  and  it  was  felt  that  hy- 
percalcemia per  se  could  raise  the  serum  gastrin 
level.1’2  The  bone  changes  in  the  right  upper  hu- 
merus might  represent  a “brown  tumor”  seen  in 
PHP,  but  a bone  biopsy  was  deferred. 

On  November  7,  1977,  the  patient  was  admitted 
for  the  third  time  for  neck  exploration.  A parathy- 
roid adenoma  on  the  lower  right  side  was  identified 
and  removed  November  10,  1977.  The  serum  cal- 
cium level  was  11.8  mg.  preoperatively,  9.2  mg.  on 
November  11,  and  10.2  mg.  per  100  ml.  on  November 
14,  1977.  The  respective  phosphorus  values  were  3, 
2.6,  and  3.3  mg.  per  100  ml.  The  diagnosis  of  PHP 
due  to  parathyroid  adenoma  was  confirmed  patho- 
logically. 

Comment 

Although  normocalcemic  hyperparathyroidism 
may  occur,3-4  hypercalcemia  remains  the  most  im- 
portant single  diagnostic  test  for  PHP.  It  is  clear 
that  there  are  four  basic  presentations  of  PHP. 

1 . Asymptomatic  patients  in  whom  hypercalcemia  is 
found  by  serendipity. 

2.  Patients  with  recurrent  calcium  containing  renal 
stones. 

3.  Patients  with  osteitis  fibrosa  cystica,  including  an 
elevated  gastrin  level. 

4.  Patients  with  a variety  of  gastrointestinal,  neurologic, 
or  other  disorders. 

In  a review  of  1,205  patients  with  PHP  reported 
in  the  literature  to  1971,  renal  stones  were  by  far  the 
most  common  manifestation  of  PHP.5  However, 
most  recent  studies  suggest  that  asymptomatic  hy- 
percalcemia is  very  common  and  is  perhaps  the  most 
frequent  manifestation  of  PHP.6-9 

Normal  PTH  levels  may  occasionally  be  found  in 
PHP.  Hence,  it  is  necessary  to  interpret  the  PTH 
levels  in  light  of  concurrently  measured  serum  cal- 
cium levels. 

In  the  fourth  patient,  the  PTH  level  was  low  twice, 
indicating  the  difficulties  encountered  in  measuring 
true  PTH  levels.  Normally,  PTH  would  be  sup- 
pressed in  patients  with  hypercalcemia  due  to  causes 


other  than  parathyroid  pathologic  factors.  Patients 
with  PHP  no  longer  respond  to  hypercalcemia  with 
PTH  suppression.  This  patient  was  unique,  and 
apparently  this  suppression  has  occurred.  One  must 
conclude  that  not  all  adenomas  are  nonsuppressible 
as  far  as  function  is  concerned. 

The  final  diagnosis  was  strongly  supported  by  the 
clinical  picture  and  not  by  the  laboratory  data.  It  is 
equally  important  to  have  a highly  specialized  sur- 
geon, one  who  will  find  the  adenoma  and  remove  it 
with  minimum  morbidity  or  complications.10-12 

Summary 

Four  symptomatic  patients  with  hypercalcemia 
and  normal  PTH  levels  underwent  neck  exploration. 
A parathyroid  adenoma  was  removed,  the  serum 
calcium  level  came  down  to  normal,  and  the  symp- 
toms disappeared.  The  clinical  picture  and  the  el- 
evated calcium  level  were  the  ultimate  basis  for  the 
diagnosis  and  for  surgical  treatment  of  PHP  in  pa- 
tients with  normal  PTH  levels. 
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Several  recent  reports  have  described  patients 
with  chronic  urticaria  and  hypocomplementemia.1  10 
Some  of  these  patients  have  a histologic  pattern  of 
cutaneous  vasculitis  and/or  evidence  of  circulating 
immune  complexes.1'2  4-6'10  This  report  describes 
a patient  with  urticaria,  hypocomplementemia,  and 
subepidermal  bullae,  and  serologic  evidence  of  im- 
munoglobulin deposition  along  the  BMZ  (basement 
membrane  zone)  of  the  epidermis  and  Clq)  (segment 
of  first  component  of  complement)  binding  sub- 
stances in  the  serum  suggesting  a unique  presenta- 
tion of  an  immume  complex  disease. 

Case  report 

A 19-year-old  girl  first  developed  urticaria  in  July, 
1976,  for  which  she  was  treated  with  injections, 
pseudoephedrine  and  antihistamines,  by  her  private 
physician  without  noticeable  improvement  of  either 
the  severity  or  frequency  of  attacks.  She  presented 
herself  to  the  Montefiore  Hospital  and  Medical 
Center  dermatology  clinic  in  March,  1977,  with  an 
episode  of  urticaria,  facial  swelling,  and  hoarse- 
ness. 

The  patient  was  in  otherwise  good  health  and  had 
no  previous  history  of  atopy,  allergies,  or  recent  in- 
fections. She  was  taking  no  medications  other  than 
those  prescribed  for  relief  of  the  urticaria  and  denied 
any  history  of  drug  abuse.  There  was  no  family 
history  of  urticaria  or  atopy.  The  patient’s  only 
foreign  travel  history  was  a trip  to  Puerto  Rico  four 
years  prior  to  the  onset  of  urticaria.  She  had  no 
history  of  fevers,  cough,  dyspnea,  chest  pain,  weak- 
ness, or  malaise.  There  were  no  joint  pains  or  stiff- 
ness, dyspepsia,  abdominal  pain,  bowel  habit  change, 

* At  present:  Assistant  Professor,  Section  of  Dermatology,  The 
University  of  Arizona  Health  Sciences  Center.  Tucson,  Arizona. 


or  melena.  She  had  never  had  an  episode  of  hema- 
turia. 

Physical  examination  of  the  skin  revealed 
numerous  crusted  papules  and  plaques,  and  er- 
ythematous, edematous  plaques.  The  liver  and 
spleen  were  not  palpable.  There  was  no  adenopathy. 
No  joint  tenderness,  redness,  or  effusions  were 
noted. 

The  laboratory  values  were  as  follows:  white  blood 
count  7,000  per  cubic  millimeter;  hematocrit  38;  he- 
moglobin 13.5  (lm.;  red  blood  count  4.32  million; 
differential  count  69  percent  segmented  neutrophils, 
38  percent  lymphocytes,  and  0 percent  eosinophils; 
sedimentation  rate  48  mm.  per  hour  (Wintrobe); 
urinalysis  results  normal;  blood  urea  nitrogen  16  mg., 
glucose  71  mg.,  creatinine  1 mg.,  calcium  9.4  mg., 
phosphorous  3.1  mg.,  and  uric  acid  5.3  mg.  per  100 
ml.;  total  serum  protein  6.9  dm.  and  albumin  4.3  dm. 
per  100  ml.;  bilirubin  0.6  mg.  and  alkaline  phospha- 
tase 28  mg.  per  100  ml.;  serum  glutamic  oxaloacetic 
transaminase  7 units,  serum  glutamic  pyruvic 
transaminase  31  units,  and  creatinine  phosphokinase 
45  units  per  deciliter;  VDRL  nonreactive;  and  find- 
ings for  hepatitis-associated  antigen,  heterophil  and 
stool  for  ova  and  parasites  were  negative.  Cl  ester- 
ase inhibitor  (enzyme  which  breaks  down  the  first 
component  of  complement)  was  present  in  normal 
amounts,  and  the  ANA  (antinuclear  antibody)  and 
latex  fixation  test  results  were  negative.  The  total 
hemolytic  complement  was  83  hemolytic  units 
(normal  150  to  250);  C (complement)  4 was  10.6  mg. 
per  100  ml.  (normal  20  to  40);  C3  was  60  mg.  per  100 
ml.  (normal  80  to  120). 

Initial  histologic  studies  were  performed  on  skin 
obtained  from  an  urticarial  plaque.  The  light  mi- 
croscopic studies  showed  marked  edema  in  the  upper 
dermis  with  minimal  endothelial  swelling  of  dermal 
vessels.  There  was  no  frank  vesiculation  or  vascu- 
litis. Direct  immunofluorescence  of  a portion  of  the 
biopsy  revealed  the  presence  of  a granular  pattern  of 
Ig  (immunoglobulin)  C,  IgA,  IgM,  and  C3  along  the 
basement  membrane. 

The  patient  was  seen  10  days  later  with  further 
urticarial  plaques,  erosions,  and  crusts  as  well  as 
numerous  small  tense  vesicles  on  an  erythematous 
base,  mainly  on  the  extremities  (Fig.  1).  A biopsy  of 
one  of  the  vesicles  was  performed.  Light  microscopic 
examination  revealed  a subepidermal  bulla  with 
numerous  polymorphonuclear  leukocytes  and  few 
eosinophils  in  the  dermis,  endothelial  swelling  of 
dermal  vessels,  but  no  inflammatory  cell  infiltration 
of  the  vessel  walls  (Fig.  2).  Direct  immunofluores- 
cence again  showed  the  presence  of  IgG,  IgA,  IgM, 
and  C3  in  a granular  pattern  along  the  basement 
membrane  zone.  Indirect  immunofluorescence  on 
monkey  lip  was  negative  for  circulating  antiepithelial 
antibodies. 

The  patient  was  treated  with  prednisone  80  mg. 
per  day  with  some  decrease  in  the  number  of  the  ur- 
ticarial lesions,  but  she  continued  to  get  new  vesicles 
as  prednisone  was  tapered  below  60  mg.  per  day. 
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FIGURE  1.  Lower  extremities.  (A)  Urticarial  papules  and  crusts.  (B)  Tense  vesicle  on  erythematous  base. 


Repeat  complement  studies  were  performed  in  April, 
1977,  and  again  showed  the  patient  to  be  hypocom- 
plementemic  with  a total  hemolytic  complement  of 
132  hemolytic  units,  C4  of  12.5  mg.  per  100  ml.,  and 
C3  of  60  mg.  per  100  ml. 

Dapsone  300  mg.  per  day  was  added  to  the  regi- 
men, while  the  dosage  of  prednisone  was  tapered. 
The  patient  continued  to  have  occasional  episodes 
of  mild  urticaria  hut  developed  no  new  vesicles  and 
was  feeling  much  better.  By  July,  1977,  she  was 
asymptomatic  on  prednisone  30  mg.  on  alternate 
days,  and  dapsone,  150  mg.  per  day.  The  comple- 
ment studies  performed  at  that  time  showed  a total 
hemolytic  complement  of  100  hemolytic  units,  C4  of 
18  mg.  per  100  ml.,  and  C3  of  69  mg.  per  100  ml. 
Serum  Clq-binding  activity  was  normal. 

The  patient  stopped  all  medications  in  November, 
1977,  and  in  the  ensuing  three  months  developed 
three  episodes  of  mild  angioedema  without  vesicu- 
lation.  When  last  seen  in  February,  1 978,  t he  patient 
was  asymptomatic  and  feeling  well.  Serum  com- 
plement levels  at  that  time  were:  total  hemolytic 
complement  131  hemolytic  units,  C4  29.5  mg.  per  100 
ml.,  and  C3  74  mg.  per  100  ml.  Serum  Clq  binding 
of  the  serum  demonstrated  40  percent  binding 
(control  10  percent)  suggesting  the  presence  of  im- 
mune complexes.16,18 


Comment 

The  patient  had  urticaria,  subepidermal  bullae, 
and  laboratory  evidence  of  hypocomplementemia, 
cutaneous  immoglobulin,  and  complement  deposi- 
tion, and  the  suggestion  of  the  presence  of  circulating 
immune  complexes.  Many  variations  of  the  urticaria 
hypocomplementemia  syndrome  have  been  reported, 
including  associated  arthralgias  and  abdominal 
distress,1  glomerulonephritis,  myositis,  and  pseu- 
dotomor  cerebri,8  leukocytoelastic  vasculitis,4,7  evi- 
dence of  circulating  immune  complexes,9  and  tissue 
fixation  of  immunoglobulins  as  seen  by  direct  im- 
munofluorescence.1 ,2,4,7“9 

The  patient  described  in  this  article  differs  in  some 
respects  from  all  others  in  previous  reports.  Al- 
though she  did  have  chronic  urticaria  and  prolonged 
hypocomplementemia,  she  did  not  manifest  signs  or 
symptoms  of  internal  organ  involvement  such  as 
arthralgias,  gastrointestinal  distress,  or  hematuria. 
Biopsy  of  an  urticarial  lesion  did  not  show  vasculit  is, 
but  rather  a nonspecific  mixed  inflammatory  infil- 
trate in  the  dermis.  'The  immunofluorescent  pattern 
of  granular  Ig  and  C3  deposition  is  similar  to  many 
cases  described  previously.  No  other  reported  case, 
however,  notes  the  presence  of  subepidermal  bullae 
as  a part  of  the  process.  This  histologic  pattern  of 
(he  vesicles  is  consistent  with  the  inflammatory 
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FIGURE  2.  Skin  biopsy  section  of  vesicle  with  subepidermal 
bulla  and  neutrophil  infiltrate  without  frank  vasculitis. 


pattern  of  BP  (bullous  pemphigoid)  with  a subepi- 
dermal split  and  a mixed  polymorphonuclear  and 
eosinophilic  infiltrate.11  Bullous  pemphigoid  may 
appear  somewhat  urticarial,  and  the  small  vesicles 
noted  in  this  patient  do  resemble  vesicular  pemphi- 
goid described  by  Bean  et  al.,12  but  several  findings 
here  are  not  commonly  found  in  BP.  The  urticarial 
lesions  in  BP  almost  always  have  associated  bullae 
somewhere  on  the  patient,  while  in  this  patient,  ur- 
ticaria alone  was  present  for  over  eight  months. 
While  blister  fluid  complement  may  be  low  in  BP, 
serum  complement  levels  are  characteristically 
normal.7,13-15  Finally,  the  immunofluorescent 
pattern  in  BP  is  typically  a linear  (tubular)  band 
along  the  BMZ,  while  in  this  case,  the  pattern  was 
granular,  similar  to  that  found  in  SLE  (systemic 
lupus  erythematosus). 

Could  this  he  an  unusual  presentation  of  SLE? 
Occasionally,  patients  with  lupus  erythematosus  may 
have  urticaria,  and  there  have  been  reports  of 
subepidermal  blisters.19’20  Hypocomplementemia 
is  a characteristic  feature  of  SLE.16  Against  this 
diagnosis  is  the  absence  of  systemic  symptoms,  re- 
peatedly negative  ANAs,  and  a histologic  picture  in 
the  skin  different  from  that  seen  in  SLE. 

Clinically,  the  vesicular  lesions  resembled  those  of 
DH  (dermatitis  herpetiformis),  and  her  possible  re- 


sponse to  dapsone  may  he  evidence  that  this  is  an 
atypical  presentation  of  I)H.  The  hypothesis  that 
I)H  is,  in  part,  an  immune  complex  disease  has  been 
proposed  by  Mohammed  et  al.1,  who  have  demon- 
strated a 100  percent  incidence  of  circulating  immune 
complexes  in  59  patients  with  DH,  using  a criterion 
of  at  least  1 positive  result  in  3 different  techniques 
measuring  immune  complexes.  Of  these  patients  97 
percent  also  had  a concomitant  decrease  in  serum  C3 
levels.  Against  the  diagnosis  of  I)H  in  this  patient 
is  the  very  prominent  urticarial  component  and  rel- 
atively few  vesicles,  lack  of  symmetricality  of  the 
lesions,  the  histologic  picture  of  a neutrophilic  infil- 
trate not  localized  to  the  dermal  papillae,  hut  rather 
scattered  throughout  the  upper  dermis,11  and  the 
granular  pattern  of  Ig  and  complement  along  the 
BMZ  rather  than  either  granular  IgA  in  the  dermal 
papillae21  or  a linear  IgA  hand  along  the  BMZ.22 

The  patient’s  most  recent  serum  revealed  Clq- 
hinding  activity  which  is  widely  used  as  a measure  of 
immune  complexes  in  serum  and  other  biologic 
fluids.  The  experimental  methods  are  based  on  the 
interaction  of  immune  complexes  with  biological 
receptors  for  complement-coated  immune  aggre- 
gates.18 There  are  other  materials  in  serum  which 
may  hind  Clq,  such  as  deoxyribonucleic  acid,23 
C-reactive  protein,24  and  heparin,25  which  makes  the 
test  not  completely  specific.  The  presence  of  these 
materials  was  not  absolutely  ruled  out  in  these  pa- 
tients, but  in  view  of  her  clinical  picture,  the  most 
likely  explanation  for  the  Clq-binding  activity  is  the 
presence  of  immune  complexes  in  serum.  It  is  not 
clear  why  the  initial  determination  of  Clq-binding 
activity  done  in  .June,  1977,  was  negative.  Perhaps 
corticosteroid  therapy  prevented  the  formation  of 
serum  immune  complexes. 

It  is  difficult  to  evaluate  the  efficacy  of  therapy  in 
a relapsing  and  remitting  process  such  as  this,  but  it 
appeared  that  prednisone  did  decrease  the  incidence 
and  severity  of  urticaria  and  that  the  combination  of 
prednisone  and  dapsone  helped  in  suppressing  the 
formation  of  new  vesicles.  However,  the  patient  had 
only  three  minor  episodes  of  urticaria  without  ve- 
siculation  after  medication  was  stopped,  in  spite  of 
a low  serum  complement  and  evidence  of  circulating 
immune  complexes. 

It  appears  that  this  patient  had  a unique  presen- 
tation of  an  immune  complex  disease,  and  the  case 
reinforces  the  importance  of  skin  biopsies  and  serum 
complement  studies  in  patients  with  chronic  urticaria 
of  unknown  cause. 

Summary 

A 19-year-old  girl  presented  urticaria,  hypocom- 
plementemia, and  subepidermal  bullae.  Direct 
immunofluorescence  of  skin  from  a bulla  revealed 
immunoglobulin  and  complement  in  a granular 
pattern  along  the  basement  membrane  zone.  The 
patient  responded  clinically  to  prednisone  and 
dapsone,  but  continues  to  have  persistent  hypo- 


December  1979/New  York  State  Journal  of  Medicine  2075 


complementemia  and  Clq  binding  activity  suggest- 
ing an  ongoing  immune  complex  disease.  This  pa- 
tient has  a unique  variant  of  the  urticaria-hypo- 
complementemia  syndrome. 

Section  of  Dermatology 
University  of  Arizona  Health 
Sciences  Center 
1501  North  Campbell 
Tucson,  Arizona  85724 
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Mahimahi  sometimes  causes 
diners  to  turn  red 

That  tasty  Hawaiian  seafood  delicacy,  mahimahi,  can 
turn  you  red. 

The  medical  term  is  scombroid  fish  poisoning.  Its  most 
common  symptom  is  a flushing  of  the  face  in  which  the 
sufferer  has  the  appearance  of  acute  sunburn. 

Robert  Kim,  M.D.,  of  the  Straub  Clinic,  Honolulu,  re- 
ports on  several  instances  of  individuals  suffering  from 
poisoning  alter  eating  mahimahi.  In  addition  to  flushed 
face,  the  patient  also  sometimes  had  upset  stomach, 
headache,  nausea,  and  general  discomfort. 

The  report  is  in  the  August  issue  of  an  American  Medical 
Association  specialty  journal,  Archives  of  Dermatology. 

The  condition,  says  Dr.  Kim,  is  due  to  a toxin  with  his- 
tamine-like  properties,  which  is  formed  when  the  fish  is 
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improperly  refrigerated. 

The  unpleasant  and  uncomfortable  symptoms  aren’t 
serious.  Treatment  with  antihistamines  relieves  the 
condition  promptly.  Or  it  will  subside  after  a day  or  so 
without  treatment. 

Most  of  the  culprit  fish  in  the  Hawaiian  incidents  were 
imported  frozen  from  Taiwan,  Dr.  Kim  says.  Scombroid 
fish  poisoning  is  caused  largely  by  round,  darkmeat  fishes 
including  tuna,  bonito,  mackerel,  and  albacore  as  well  as 
mahimahi.  The  toxin  is  not  found  in  fresh  fish,  but  de- 
velops after  the  fish  is  caught  if  it  is  not  properly  refriger- 
ated. 

In  the  first  six  months  of  1978,  ten  incidents  of  scom- 
broid fish  poisoning  involving  45  persons  were  reported  to 
I he  Hawaii  State  Department  of  Health.  In  all  cases  the 
fish  involved  was  frozen  mahimahi.  Dr.  Kim  estimates 
that  many  other  cases  were  unreported. 
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Manipulations  associated  with  the  application 
of  neonatal  intensive  care  techniques  may  have  re- 
sulted in  an  increased  incidence  of  osteomyelitis 
and/or  septic  arthritis.  Neonatal  osteoarthritis  has 
been  reported  complicating  total  parenteral  hyper- 
alimentation,1 exchange  transfusion,2  femoral  vein 
puncture,3  heel  stick,4  and  fetal  scalp  monitoring.5 
Pittard,  Thullen,  and  Fanaroff6  reported  9 cases  of 
septic  arthritis  out  of  545  admissions  to  an  intensive 
care  nursery.  All  infants  had  umbilical  catheters. 
Since  eight  of  those  infants  had  the  same  organism 
cultured  from  the  joint  and  from  the  skin  of  umbili- 
cus, the  authors  implied  that  catheterization  of  um- 
bilical vessels  may  have  been  responsible  for  the 
majority  of  their  cases.  Recent  reports  have  sub- 
stantiated the  association  of  umbilical  artery  cathe- 
terization and  neonatal  osteoarthritis.7-8  Most  of  the 
reported  cases  were  due  to  a staphylococcal  infec- 
tion. 

We  hereby  report  a case  of  Klebsiella  osteoar- 
thritis, which  we  believe  to  be  the  first  to  be  reported 
affecting  a premature  infant. 

Case  report 

A 1,644-Gm.  white  female  was  born  after  28  weeks’ 
gestation  to  a 20-year-old  primigravida.  Labor  and 
delivery  were  unremarkable;  amniotic  fluid  was  clear. 
The  Apgar  score  was  8 at  one  minute. 

Soon  after  birth,  the  infant  developed  respiratory 

* Present  affiliation:  Associate  Professor  of  Pediatrics,  and 
Head,  Division  of  Neonatology,  University  of  Oklahoma  at 
Tulsa. 


distress  syndrome  (RI)S)  and  became  cyanotic  in 
room  air.  'The  chest  radiograph  showed  diffuse 
hyaline  membrane  disease,  and,  to  monitor  blood 
gases,  an  umbilical  artery  catheter  was  placed  at  the 
level  of  the  tenth  thoracic  vertebra.  At  age  48  hours, 
respiratory  failure  necessitated  endotracheal  intu- 
bation and  mechanical  ventilation.  Shortly  there- 
after, the  umbilical  artery  catheter  slipped  to  the 
third  lumbar  interspace  and  was  repositioned  to  lie 
at  the  level  of  the  bifurcation  of  the  aorta. 

At  60  hours  of  age,  the  patient’s  left  leg  was  noted 
to  be  cyanotic,  most  markedly  below  the  knee.  The 
left  femoral  pulse  was  barely  palpable;  that  in  the 
right  femur  remained  strong.  The  umbilical  artery 
catheter  was  removed  immediately,  and  its  tip  was 
cultured.  Following  the  catheter’s  removal,  the 
circulation  to  the  left  leg  appeared  to  return  to 
normal. 

The  patient  was  successfully  weaned  from  the 
ventilator  at  age  nine  days.  One  day  later,  she  be- 
came mottled  and  febrile  to  38°  C.  Cultures  of 
blood,  urine,  tracheal  secretions,  and  rectum  were 
done.  Oxacillin  (100  mg.)  and  kanamycin  (15  mg. 
per  kilogram  per  day)  were  begun  pending  culture 
results.  One  of  two  blood  cultures  grew  Staphylo- 
coccus aureus.  All  other  cultures,  including  those 
done  on  the  tip  of  the  umbilical  artery  catheter,  grew 
Klebsiella. 

Two  days  later,  a fluctuant  mass  was  noted  in  the 
midline  area  of  the  back,  at  the  first  lumbar  vertebra. 
This  was  incised  and  drained,  and  the  culture  grew 
Staph,  aureus  sensitive  to  oxacillin  and  kana- 
mycin. 

At  age  19  days,  while  still  on  antibiotics,  the  left 
knee  was  noted  to  be  red,  hot,  swollen,  and  tender. 
Purulent  synovial  fluid  was  aspirated,  and  its  culture 
grew  Klebsiella  resistant  to  kanamycin.  Gentamicin 
(6  mg.  per  kilogram  per  day)  was  then  instituted,  and 
blood  levels  were  monitored.  Radiographs  of  the  left 
knee  showed  bone  changes  consistent  with  os- 
teomyelitis of  the  distal  femur  (Fig.  1).  In  consul- 
tation with  the  orthopedic  service,  it  was  elected  to 
perform  repeated  aspirations  of  the  bone  and  joint 
in  lieu  of  open  surgical  drainage.  By  age  37  days,  the 
joint  fluid  became  sterile. 

The  remainder  of  the  hospital  course  was  un- 
eventful, and  the  patient  was  discharged  at  age  64 
days.  Follow-up  examination  at  age  11  months 
showed  a full  range  of  motion  and  a 20-degree  valgus 
deformity. 

Comment 

The  frequent  association  of  septic  arthritis  with 
osteomyelitis  in  neonates  seems  to  be  related,  at  least 
in  part,  to  the  peculiarities  of  the  blood  supply  to  the 
bone  during  infancy.  Detailed  studies  of  the  vas- 
culature adjacent  to  the  epiphyseal  growt  h plate  have 
uncovered  two  separate  circulatory  systems:  (1) 
metaphyseal  loops,  and  (2)  epiphyseal  vessels.  In  the 
neonatal  period,  transphyseal  vessels  connect  these 
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FIGURE  1 . X-ray  film  of  left  distal  femur  showing  destructive 
bone  changes  resulting  from  Klebsiella  osteoarthritis. 

two  systems,  allowing  bacteria  initially  lodged  in  the 
metaphyseal  loops  to  invade  the  epiphyses.  In  ad- 
dition, the  weak  metaphyseal  cortex  of  the  newborn 
can  easily  be  destroyed  by  the  inflammatory  process 
permitting  the  involvement  of  the  adjacent  joint. 

Neonatal  osteomyelitis  usually  results  from  the 
hematogenous  spread  of  bacteria.  This  seems  to  be 
the  mechanism  in  cases  complicating  umbilical  vessel 
catheterization.  The  high  rate  of  bacterial  con- 
tamination of  indwelling  umbilical  artery  catheters 
(57  percent  in  Krauss,  Albert  and  Kannan’s  series9) 
and  their  tendency  to  thrombus  formation  (95  per- 
cent of  cases  demonstrated  by  aortography10)  permit 
septic  emboli  to  travel  through  the  area  supplied  by 
the  descending  aorta  or  iliac  arteries. 

Septic  clots  can  readily  lodge  in  the  nonanasto- 
mosing small  arteries  composing  the  metaphyseal 
loop  system.  Here,  the  sluggishness  of  blood  flow 
favors  the  establishment  of  an  inflammatory  process. 


This  rheologic  disadvantage  of  the  metaphyseal 
circulation  can  be  maximized  by  the  decrease  in 
blood  flow  produced  by  arteriospasm  or  by  the 
presence  of  the  catheter. 

Staph,  aureus  has  been  the  causative  organism  in 
the  10  out  of  11  cases  of  osteoarthritis  complicating 
umbilical  artery  catheterizations  so  far  reported.7-8 
The  remaining  case  was  due  to  Klebsiella  and  oc- 
curred in  a full -term  infant  who  developed  a transient 
femoral  and  sciatic  neuropathy  in  addition  to  os- 
teoarthritis of  the  hip.11  Klebsiella  is  a rare  cause 
of  neonatal  osteoarthritis,  and  only  four  previous 
cases  have  been  reported  (Table  I).  Other  organisms 
responsible  for  this  entity  include  Candida,  Esche- 
richia coli,  Pseudomonas  aeruginosa,  Staphylo- 
coccus epidermidis,  and  Beta  streptococcus,  Group 
B. 

The  presence  of  many  of  these  organisms  on  the 
umbilical  cord  indicates  their  potential  role  in  pro- 
ducing catheter-related  osteoarthritis.  Although  the 
osteoarthritis  usually  affects  one  of  the  lower  ex- 
tremities, decreased  motion  and  tenderness  can  be 
delayed  in  its  appearance  for  a period  ranging  from 
three  days  to  two  weeks  after  the  removal  of  the 
catheter.  Clinically,  osteoarthritis  may  be  suspected 
in  those  infants  with  a history  of  an  accidentally 
misplaced  catheter  in  the  ipsilateral  iliac  artery  or  in 
those  who  exhibited  signs  of  circulatory  embarrass- 
ment at  the  time  of  the  procedure  or  shortly  there- 
after.8 

In  our  patient,  the  recovery  of  Staph,  aureus  from 
the  blood  and  skin  abscess  several  days  prior  to  the 
development  of  the  bone  lesion  illustrates  the  im- 
portance of  aspiration  and  culture  of  the  involved 
bone  and/or  joint  for  the  establishment  of  the  etio- 
logic  agent.  Blood  cultures  have  been  found  to  be 
positive  in  60  to  70  percent  of  the  cases  of  neonatal 
osteoarthrit  is;  cultures  of  joint  fluid  were  positive  in 
85  percent  of  the  cases  of  arthritis.14 

Follow-up  studies  of  neonatal  osteoarthritis  have 
yielded  conflicting  results.6-14  Although  most  au- 
thors emphasize  the  relationship  between  joint  in- 
volvement and  residual  defects,15-17  Fittard,  Thullen, 
and  Fanaroff6  report  full  recovery  without  sequelae 
in  their  patients  with  neonatal  arthritis. 

Of  the  12  reported  cases  of  osteoarthritis  compli- 
cating umbilical  artery  catheterization  (including  this 


TABLE  I.  Reported  cases  of  neonatal  Klebsiella  osteoarthritis 


Author 

Sex 

Weight  (Urn.) 
Gestational 
Age  (weeks) 

Primary 

Diagnosis 

Bone 

Involvement 

Umbili- 
Joint  eal 

Involve-  Artery 
ment  Catheter 

Age  at 
Onset 
of 

Symptoms 

Klebsiella  in 
Blood 
Culture 

Berant,  et 
12 

F 

Gastroenter- 

Both  humeri,  both  femora 

No 

25  days 

Yes 

al. 

White,  et  a l.1 1 

M 

3,535  (term) 

RDS 

Femur 

Hip 

Yes 

10  days 

Yes 

Kuo,  et  al.13 

M 

Gastroenter- 

Both  femora,  both  humeri, 

No 

5 weeks 

Yes 

itis 

tibia 

Pittard,  et  al.6 

M 

2,250  (34) 

RDS 

None 

Knee 

Yes 

19  days 

Present  case 

F 

1,644  (28) 

RDS 

Femur 

Knee 

Yes. 

10  days 

No 
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case),  3 had  sequelae,  2 of  which  were  considered  to 
he  severe.  Umbilical  artery  catheterization  is  not  an 
innocuous  procedure  and  should  only  he  used  for 
blood-gas  monitoring  in  critically  ill  newborns. 
Complications  may  appear  many  days  after  the 
catheter’s  removal. 
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Federal  regulation  held 
destructive  to  health  care 

“Wholesale  Federal  regulation  of  the  American  health 
care  system  would  fail  to  solve  its  economic  problems  and 
would  be  the  most  destructive,  repressive,  and  reactionary 
step  ever  taken  in  the  name  of  advancing  the  health  of  the 
people  of  this  country.” 

This  is  the  statement  of  a former  top  Federal  health  of- 
ficial, Charles  C.  Edwards,  M.D.,  in  an  article  in  the  Sep- 
tember 28  Impact  Section  of  American  Medical  News,  the 
American  Medical  Association's  weekly  newspaper  for 
physicians. 

Dr.  Edwards,  now  with  the  Scripps  Clinic  and  Research 
Foundation.  La  Jolla,  California,  has  served  as  Assistant 
Secretary  for  Health,  Department  of  Health,  Education, 
and  Welfare,  and  Commissioner  of  the  Food  and  Drug 
Administration. 

In  one  of  several  articles  in  the  issue  discussing  the  real 
dangers  to  the  public  of  more  government  regulation  of 
health  care,  he  writes: 

“At  a minimum,  such  a regulatory  program  would  lower 
the  quality  of  health  care  to  the  level  of  mediocrity.  There 
would  be  no  opportunity  for  any  institution  to  seek  excel- 
lence, to  explore  new  paths  of  health  care  delivery  to  at- 
tract innovative  personnel  or  even  to  do  away  with  out- 
moded practices. 

“The  system  would  become  so  standardized  and  so 
bound  up  in  rules  dictated  from  Washington  that  change 
would  be  virtually  impossible  and  the  struggle  to  win  ap- 
proval for  something  other  than  the  prescribed  norm  would 
dissuade  anyone  from  making  the  effort.” 
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A big  step  toward  Federal  domination  of  health  care  is 
proposed  in  the  Administration’s  bill  to  put  a ceiling  on 
increases  in  hospital  fees,  he  says. 

“It  is  dangerous  folly  to  try  to  put  the  health  care  system 
in  an  economic  straight  jacket  when  the  rest  of  the  economy 
is  given  little  more  than  fatherly  encouragement  in  the 
service  of  controlling  inflation.  I am  convinced  that  to  try 
to  regulate  the  economics  of  the  health  care  system,  while 
the  rest  of  the  economy  spirals  upward,  is  an  arbitrary 
course  of  action  that  is  doomed  to  fail,”  he  declares. 

Government  regulation  already  has  greatly  and  unsuc- 
cessfully complicated  the  physician’s  efforts  in  bringing 
health  care  to  his  patients,  says  another  report  in  the  same 
issue  of  the  newspaper. 

Says  a Michigan  specialist: 

“You  can  hardly  practice  for  20  minutes  without  running 
into  a government  regulation  of  some  sort.  Right  now 
we're  struggling  with  PSROs  (Professional  Standards 
Review  Organizations)  over  the  appropriateness  of  hospital 
admissions.  Wait  until  they  get  around  to  the  appro- 
priateness of  treatment. 

“Right  now  HSAs  (Health  Systems  Agencies)  are 
threatening  us  with  bed  reduction.  Wait  until  we’re 
threatened  with  a reduction  of  service. 

“I  suspect  we’ve  been  getting  mere  slaps  on  the  wrist 
compared  to  what  is  being  run  through  the  government 
mills  at  the  moment.” 

The  speaker  is  Lionel  Dorfman,  M.D.,  a urologist,  of 
Battle  Creek.  Dr.  Dorfman  was  one  of  a group  of  Michigan 
physicians  invited  by  Impact  to  give  their  view  on  what 
government  regulation  has  done  to  their  practice  of  med- 
icine. 
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Since  1910,  when  Cunningham1  first  employed 
cystourethrography  with  50  percent  colloidal  silver 
protein  complex  (Argyrol),  this  study  has  become 
increasingly  popular  for  the  diagnosis  of  lesions  in  the 
lower  urinary  tract.  In  the  ensuing  developmental 
years,  many  substances  were  utilized  in  an  effort  to 
achieve  the  ultimate  contrast  agent  for  cys- 
tourethrographic  studies.  These  included  iodized 
oil  (Lipiodol),2  barium  sulfate, and  more  recently, 
the  iodide  compounds  and  radionucleotides.4  All  of 
these  substances  have  had  their  good  points,  but 
there  have  been  drawbacks,  such  as  oil  embolization 
and  barium  impactions. 

We  have  documented  four  cases  of  vesical  injury, 
secondary  to  contrast  materials  with  iodide.  The 
first  patient  sustained  permanent  damage  when  20 
percent  sodium  iodide  was  used.  The  second  patient 
developed  reflux  and  a contracted  bladder  when  5 
percent  sodium  iodide  was  used  under  unusual  cir- 
cumstances. The  third  patient  developed  similar 
complications,  but  wit  h 30  percent  methiodal  sodium 
(Skiodan).  The  fourth  patient  developed  temporary 
mucosal  injury.  The  latter  three  patients  reverted 
to  normal  after  conservative  care,  hut  the  first  patient 
required  permanent  urinary  diversion. 

Case  reports 

Case  1.  A six-year-old  girl  with  a family  history 
of  two  female  siblings,  having  been  operated  on  for 
urinary  problems,  was  evaluated  at  anot her  instit  u- 
tion because  of  abdominal  pain.  Findings  on  uri- 
nalysis and  intravenous  urography  were  normal. 
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FIGURE  1.  Voiding  cystourethrogram,  demonstrating  right 
reflux. 


Under  anesthesia  cystography,  utilizing  20  percent 
sodium  iodide,  revealed  a questionably  large  bladder 
with  no  reflux,  and  cystoscopy  was  utilized  to  empty 
the  bladder  prior  to  the  performance  of  bilateral 
retrograde  pyelography,  which  was  also  interpreted 
as  showing  normal  findings.  The  postevacuation  film 
revealed  a perivesical  haze  with  no  evidence  of  rup- 
ture. 

On  awakening,  the  child  experienced  urinary  fre- 
quency and  urgency,  which  persisted  despite  a vari- 
ety of  medications.  Seven  months  later,  evaluation 
revealed  a thickened  fibrotic  bladder  wall  with  bi- 
lateral reflux  and  a capacity  of  30  ml.  An  attempt 
at  bilateral  ureteroneocystostomy  failed,  eventuat  ing 
in  an  ileoconduit. 

Case  2.  A six-year-old  girl  had  been  evaluated  for 
chronic  urinary  infection.  Findings  on  intravenous 
urogram  were  normal.  The  cystogram,  utilizing  5 
percent  sodium  iodide,  showed  unremarkable  find- 
ings. Immediately  following  this  procedure  with  the 
catheter  clamped,  thus  retaining  the  sodium  iodide 
within  the  bladder,  the  patient  was  transported  to  the 
operative  area  where,  under  anesthesia,  cystoscopy 
was  carried  out.  This  required  approximately  20 
minutes.  Evaluation  of  the  bladder  revealed  a 
hemorrhagic  mucosa  with  a normal  trigone  and 
ureteric  orifices.  'The  following  day  she  complained 
of  frequency  of  urination,  every  15  to  30  minutes, 
despite  antibiotic  and  anticholinergic  agents. 
Twenty  days  later,  a cystogram  demonstrated  a 
vesical  capacity  of  25  ml.,  spasticity,  and  bilateral 
vesicoureteral  reflux.  Cystoscopy  again  revealed  an 


FIGURE  3.  Intravenous  urogram,  12  days  postcystoureth- 
rogram,  revealing  bilateral  urethral  dilatation. 


inflamed  bladder  in  which  the  ureteral  orifices  could 
not  be  identified;  the  urine  was  sterile. 

Cystography,  three  months  later,  demonstrated 
a normal  bladder  capacity  at  15  cm.  of  water  pressure 
with  reflux,  and  findings  on  intravenous  urogram 
remained  normal  throughout  this  time.  A 10-year 
followup  was  obtained  from  the  child's  family  phy- 
sician. At  this  time,  there  were  no  urinary  symptoms 
and  urinalysis  findings  were  normal. 

Case  3.  A four-year-old  boy  was  referred  w'ith 
meatal  stenosis  and  nocturnal  enuresis.  Cys- 
tourethrography, utilizing  sodium  methiodal,  30 
percent,  was  performed  with  a number  8 Robinson 
catheter,  and  showed  right  vesicoureteral  reflux  but 
no  residual  urine  (Fig.  1).  The  urine  was  sterile. 
Immediately  following  this  study,  under  halothane 
anesthesia,  an  uneventful  meatotomy  was  performed. 
Results  of  intravenous  urography  carried  out  the 
following  day  were  interpreted  as  normal,  with  the 
exception  of  a severely  spastic  and  irregular  bladder, 
thought  to  be  secondary  to  a urinary-tract  infection 
(Fig.  2).  Sulfisoxazole  was  begun,  and  the  patient 
w'as  discharged.  Five  days  later,  the  child  experi- 
enced frequency  of  urination  every  five  minutes,  se- 
vere voiding  discomfort,  and  particulate  matter  in  the 
urine.  Urinalysis  revealed  ketonuria,  bacilluria,  and 
microscopic  hematuria.  The  urine  was  again  found 
to  be  sterile.  Intravenous  urography  12  days  later 
showed  marked  dilatation  of  the  entire  right  col- 
lecting system  (Fig.  3).  The  left  upper  tract  was 
relatively  normal,  but  the  lower  ureter  was  dilated. 
The  bladder  showed  diminished  capacity  and  a 


thickened  wall.  Nitrofurantoin  and  propantheline 
bromide  were  prescribed  without  benefit;  however, 
a mixture  of  tincture  of  hvoscyamus  and  potassium 
citrate  in  distilled  water  seemed  to  diminish  the 
frequency. 

Nine  weeks  after  the  original  study,  an  intravenous 
urogram  revealed  normal  upper  tracts  and  a nor- 
mal-appearing bladder  (Fig.  4). 

Subsequent  requests  for  repeat  cystogram  were 
rejected  by  the  parents.  Four  years  later,  the  child 
was  free  of  urinary  complaints  and  had  normal 
findings  on  urinalysis. 

Case  4.  A 23-year-old  white  female  was  evaluated 
because  of  asymptomatic  proteinuria.  The  urine 
culture  and  intravenous  urogram  showed  normal 
findings.  She  underwent  cystourethrography,  uti- 
lizing 5 percent  iothalamate  meglumine  (cysto- 
Conray).  This  study  was  unremarkable.  Immedi- 
ately following  cystogram,  she  underwent  cystoscopy 
without  anesthesia,  which  revealed  extensive  edema 
of  the  mucosa  with  erythema,  thus  making  it  im- 
possible to  evaluate  her  bladder.  She  remained 
asymptomatic  after  this  procedure,  but  because  of 
the  poor  cystoscopic  examination  and  the  marked 
inflammatory  findings  in  the  bladder  mucosa,  she 
was  admitted  to  the  hospital  48  hours  later  for  cys- 
toscopy and  bladder  biopsy  under  general  anesthesia. 
Cystoscopy  at  this  time  revealed  a normal  bladder, 
except  for  a few  areas  of  ecchymosis  which  were  bi- 
opsied.  The  results  on  microscopic  examination 
revealed  acute  and  chronic  cystitis.  One  month 
later,  the  patient  underwent  repeat  cystourographv, 
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FIGURE  4.  Intravenous  urogram,  nine  weeks  postcys- 
tourethrogram,  revealing  normal  study. 


using  the  same  contrast  agent,  followed  by  cystos- 
copy. Findings  on  these  examinations  were  all 
normal.  There  is  no  explanation  for  the  previous 
bladder  mucosal  reaction,  except  for  a specific  reac- 
tion to  the  first  contrast  agent  used. 

Comment 

Previous  investigators  have  documented  the  irri- 
tating capabilities  of  cystographic  contrast  agents, 
including  periurethral  muscle  spasm,  transient  ves- 
icoureteral reflux,  and  mucosal  irregularities. 3’5-6 
The  mechanism  that  produces  ureteral  and  bladder 
contraction  following  cystourethrography  can  be 
explained  as  the  development  of  a chemical  inter- 
stitial cystitis.  This  could  come  about  after  the  ir- 
ritating contrast  material  extravasates  into  the 
bladder  wall.  Filling  of  the  bladder  at  high  pres- 
sures, or  forcibly  palpating  the  bladder  when  it  is 
distended  with  irritating  contrast  agent,  can  con- 
ceivably cause  extravasation.  In  some  cases,  the 
physical  presence  of  the  contrast  agent  may  also  ir- 


ritate the  mucosa  to  such  a degree  as  to  cause  bladder 
contraction.  It  appears  that  the  degree  of  permanent 
damage  to  the  bladder  wall  is  in  direct  proportion  to 
the  irritation  and  concentration  of  the  contrast  ma- 
terial used.  Our  first  case  verifies  this,  in  that  20 
percent  sodium  iodide  caused  permanent  bladder 
damage,  whereas  5 percent  sodium  iodide  and  sodi- 
um methiodal  only  rarely  caused  transient  vesical 
damage  with  subsequent  complete  recovery.  The 
newer  cystographic  contrast  agents,  such  as  iothal- 
amate  meglumine  and  similar  agents,  are  less  irri- 
tating and  should  be  used  to  circumvent  and  mini- 
mize local  reactions. 

Conclusion 

Although  cystourethrography  is  extremely  useful, 
especially  in  pediatric  urology,  there  can  be  serious 
hazards  in  this  procedure.  Fortunately,  under  usual 
conditions,  these  complications  are  rare.  High 
concentrations  of  sodium  iodide  or  other  irritating 
media,  if  extravasated  into  the  bladder  wall,  can 
cause  permanent  bladder  damage,  whereas  lesser 
concentrations  will  only  cause  transient  ureteral  re- 
flux or  contraction  of  the  bladder.  Four  case  reports 
are  presented  which  characterize  such  hazards.  The 
use  of  newer  contrast  agents,  such  as  iothalamate 
meglumine  is  encouraged. 

Summary 

Four  cases  of  bladder  damage  following  cystogram 
are  presented.  One  case  sustained  permanent 
damage  which  required  urinary  diversion.  The  other 
three  cases  subsequently  recovered  completely.  The 
damaging  effects  of  various  agents  and  preventive 
measures  are  discussed. 
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Apprehension  and  reaction  to 
pain  make  up  the  other  very 
important  half.  And  Synalgos-DC 
is  the  analgesic  that  treats  both 
halves  of  the  pain  problem: 
Promethazine  helps  relieve  ap- 
prehension and  reaction  to  pain, 
while  the  analgesic  components 
help  relieve  moderate  to  mod- 
erately severe  pain* 
Synalgos-DC  contains  dihydro- 
codeine, a semisynthetic 
narcotic  analgesic  related  to 
codeine,  with  multiple  actions 
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takes  pain  off  the  mind  and 
the  mind  off  pain. 


s of  the  problem 


Drocode  (dihydrocodeine)  bitartrate.  16.0  mg  (Warning:  May 
be  habit-forming):  promethazine  hydrochloride.  6.25  mg; 
aspirin.  194.4  mg:  phenacetin.  162.0  mg.  caffeine.  30.0  mg. 


“INDICATIONS:  Based  on  a review  of  this 
drug  by  the  National  Academy  of  Sci- 
ences—National  Research  Council  and/or 
other  information,  FOA  has  classified  the 
indications  as  follows:  "Possibly"  effective 
for  the  relief  of  moderate  to  moderately 
severe  pain  in  those  situations  where  the 
physician  wishes  to  add  a mild  sedative 
effect.  Final  classification  of  the  less- 
than-effective  indications  requires  further 
investigation. 

CONTRAINDICATIONS:  Hypersensitivity  to  dihy 
drocodeine,  promethazine,  aspirin,  phenacetin. 
WARNINGS:  Salicylates  should  be  used  with 
extreme  caution  in  the  presence  of  peptic 
ulcer  or  coagulation  abnormalities. 

Drug  Dependence:  Dihydrocodeine  can  pro- 
duce drug  dependence  of  the  codeine  type 
and  therefore  has  the  potential  of  being 
abused  Psychic  dependence,  physical  depen- 
dence and  tolerance  may  develop  upon 
repeated  administration  of  dihydrocodeme, 


and  it  should  be  prescribed  and  administered 
with  the  same  degree  of  caution  appropriate 
to  the  use  of  other  oral  narcotic -containing 
medications.  Like  other  narcotic-containing 
medications,  dihydrocodeine  is  subject  to  the 
provisions  of  the  Federal  Controlled  Sub 
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Dihydrocodeine  and  promethazine  may  impair 
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for  the  performance  of  potentially  hazardous 
tasks  such  as  driving  a car  or  operating 
machinery.  The  patient  using  Synalgos-DC 
should  be  cautioned  accordingly,  interactions 
with  other  Central  Nervous  System  Depres- 
sants: Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  other  phe- 
nothiazines,  tranquilizers,  sedative-hypnotics 
or  other  CNS  depressants  (including  alco- 
hol) concomitantly  with  Synalgos-DC  may 
exhibit  an  additive  CNS  depression.  When 
such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced. 
Patients  who  have  demonstrated  a hypersen- 


sitivity reaction  (e.g.  blood  dyscrasia,  jaun- 
dice) with  a phenothiazine  should  not  be 
reexposed  to  any  phenothiazine,  including 
Synalgos-DC.  unless  in  the  judgment  of  the 
physician  the  potential  benefits  of  the  treat- 
ment outweigh  the  possible  hazards.  Usage  in 
Pregnancy:  Reproduction  studies  have  not 
been  performed  in  animals.  There  is  no  ade- 
quate information  on  whether  this  drug  may 
affect  fertility  in  human  males  and  females  or 
has  a teratogenic  potential  or  other  adverse 
effect  on  the  fetus.  Usage  in  Children:  Since 
there  is  no  experience  in  children  who  have 
received  this  drug,  safety  and  efficacy  in  chil- 
dren have  not  been  established. 

PRECAUTIONS:  Phenacetin  has  been  reported 
to  damage  kidneys  when  taken  in  large 
amounts  for  a long  time.  Promethazine  should 
be  administered  cautiously  to  patients  with 
cardiovascular  or  liver  disease.  Synalgos-DC 
should  be  given  with  caution  to  certain  patients 
such  as  the  elderly  c:  debilitated,  and  those 
with  hypothyroidism,  Addison's  disease  and 


prostatic  hypertrophy  and  urethral  stricture. 
ADVERSE  REACTIONS:  The  most  frequently 
observed  reactions  include  lightheadedness, 
dizziness,  drowsiness,  sedation,  nausea,  vomit- 
ing, constipation,  pruritus,  skin  reactions,  and 
rarely,  hypotension. 

DOSAGE  AND  ADMINISTRATION:  Dosage 
should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  Syn- 
algos-DC is  given  orally.  The  usual  adult  dose 
is  2 capsules  every  4 hours  as  needed  for  pain. 
DRUG  INTERACTIONS:  The  CNS  depressant 
effects  of  Synalgos-DC  may  be  additive  with 
that  of  other  CNS  depressants.  See  Warnings. 
Aspirin  may  enhance  the  effects  of  anticoagu- 
lants and  inhibit  the  uricosuric  effects  of  uri- 
cosuric agents. 

Consult  direction  circular  before  prescribing. 
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Membranoproliferative  glomerulonephritis 

of  BMDD  (basement  membrane  dense  deposit)  type 
has  been  attributed  to  pneumococcal  pneumonia, 
streptococcal  pharyngitis,  and  systemic  candidi- 
asis.1 3 In  this  communication  we  describe  a patient 
who  had  MPGN  (membranoproliferative  glomeru- 
lonephritis) associated  with  chronic  infection  with 
Mycobacterium  tuberculosis.  We  believe  this  to  be 
the  first  report  of  such  an  association. 

Case  report 

Twelve  years  ago,  this  53-year-old  black  man  was 
found  to  have  tuberculous  empyema  which  was 
treated  with  isoniazid  and  para-aminosalicylic  acid. 
Eight  years  ago  the  empyema  was  found  to  have  re- 
curred and  t herapy  was  reinstituted.  Four  years  ago 
tuberculosis  of  the  testis  was  discovered  and  left  or- 
chiectomy was  done.  At  that  time  his  BUN  (blood 
urea  nitrogen)  was  6 mg.  per  100  ml.,  sterile  pyuria 
was  noted,  and  therapy  was  changed  to  a combina- 
tion of  cycloserine,  para-aminosalicylic  acid,  and 
isoniazid.  Since  the  patient  developed  fever  and 
anemia,  he  was  readmitted.  Abnormal  physical 
findings  included  temperature  38.5  °C.,  dullness  over 
the  left  lung  base,  and  absent  left  testis.  His  blood 
pressure  was  130/80  mm.  Hg.  The  BUN  and  creat- 
inine were  99  mg.  and  6.3  mg.  per  100  ml.  respec- 
tively. Urinalysis  revealed  specific  gravity  of  1.014 
with  2-plus  protein  (950  mg.  per  24  hours),  and  the 
sediment  contained  20  to  30  red  blood  cells  and  25 

* Published  in  abstract  form  at  the  9th  Annual  Meeting  of  the 
American  Society  of  Nephrology,  Washington,  D.C.,  1976. 


Factor 

Patient 
(per  100  ml.) 

Normal  Level 

Clq 

(percent) 

182 

90  to  120 

C3b  inactivator 

112 

60  to  110 

Properdin 

96 

75  to  130 

C2 

208 

68  to  120 

C3  proactivator 

(per  100  ml.) 
17  mg. 

18  to  37 

C4 

62  mg. 

25  to  75 

C5 

3 mg. 

3 to  12 

C6 

21  mg. 

17  to  27 

C3 

105  mg. 

90  to  200 

C3  nephritic  factor 

0 

0 

FIGURE  1.  Glomerulus  showing  mesangial  hypercellularity 
and  linear  dense-deposits  in  the  capillary  walls  (periodic 
acid-Schiff  stain,  original  magnification  X400). 


white  blood  cells  per  high-power  field;  several  red 
blood  cell  casts  were  noted.  Urine  cultures  grew  M. 
tuberculosis.  Other  studies  showed  a white  blood 
cell  count  of  5.4  X 103  per  cubic  millimeter;  hemo- 
globin 6.3  Gm.  per  100  ml.;  hematocrit  21;  phosphate 
3.8  mg.  per  100  ml.;  glucose  138  mg.  per  100  ml.;  uric 
acid  12  mg.  per  100  ml.;  total  protein  5.7  Gm.  per  100 
ml.;  bilirubin  0.8  mg.  per  100  ml.;  and  lactic  dehy- 
drogenase 194  units  (normal).  The  antinuclear 
antibody  titer  and  lupus  erythematosus  cell  prepa- 
ration findings  were  negative.  An  antistreptolysin-0 
titer  was  125  Todd  units. 

The  complement  profile  is  presented  in  Table  I. 

Treatment  was  started  with  rifampin,  ethambutol, 
and  isoniazid,  and  a week  later  percutaneous  renal 
biopsy  was  performed.  Two  of  27  glomeruli  were 
totally  sclerotic.  Other  glomeruli  showed  moderate 
increase  in  mesangial  cells  and  matrix.  In  isolated 
glomerular  segments  double  contours  of  the  capillary 
walls  were  identified  with  periodic  acid-Schiff 
staining,  which  also  demonstrated  brightly  staining 
dense  thickening  of  capillary  wall  segments  (Fig.  1 ). 
Immunofluorescent  microscopy  identified  heavy 
deposits  of  C (complement)  3 in  the  capillary  walls. 
'There  were  no  significant  deposits  seen  of  Ig  (im- 
munoglobulin) G,  IgA,  IgM,  or  G4. 

Electron  microscopy  revealed  focal  fusion  of  foot 
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FIGURE  2.  Electron  micrograph  showing  very  dense  rib- 
bon-like deposits  in  basement  membrane  (arrow). 


processes  and  villous  transformation  of  the  visceral 
epithelial  cell  cytoplasm.  Numerous  segmental, 
ribbon-like  electron-dense  deposits  were  present 
within  the  basement  membrane  and  were  most  pro- 
nounced on  the  subendothelial  aspect  of  the  lamina 
densa  (Fig.  2).  Occasional  subepithelial  and  sub- 
endothelial hump-like  deposits  also  were  seen.  In 
some  capillary  loops,  subendothelial  mesangial  ex- 
tension was  present. 

After  six  weeks  of  treatment  the  patient  became 
afebrile,  the  BUN  decreased  to  30  mg.  per  100  ml., 
and  the  creatinine  to  3.3  mg.  per  100  ml. 

Comment 

Type  one  membranoproliferative  glomerulone- 
phritis comprises  mesangial  proliferation,  mesangial 
interposition  into  the  capillary  wall,  duplication  of 
the  glomerular  basement  membrane,  and  subendo- 
thelial localization  of  immunoglobulins.  Type  two 
MPGN  typically  shows  mesangial  proliferation  and 
interposition  and  also  ribbon-like  electron-dense 
deposits  in  the  glomerular  basement  membrane  and 
in  the  tubules.4  This  disorder  is  also  referred  to  as 
MPGN  of  the  dense  deposit  type.  In  each  prior  case 
of  infection  which  has  been  associated  with  MPGN, 
the  glomerular  lesions  have  been  of  dense  deposit 
type  as  in  this  patient,  and  activation  of  the  alter- 
native complement  pathway  also  has  been  demon- 
strated.1-3 

The  findings  in  our  patient  of  low  C3  and  C5 
without  depression  of  Clq  (a  component  of  the 
complement  system)  or  C2,  suggest  C3  conversion  via 
the  alternative  complement  pathway.  Since  C3PA 
(C3  proactivator)  level  was  low  but  properdin  was 
normal,  perhaps  the  alternative  pathway  was  acti- 
vated beyond  the  level  of  properdin.  C3NEF  (C3 
nephritic  factor)  may  cause  such  activation,  but  it 


cannot  be  implicated  in  our  patient  since  no  G3NEF 
was  detected  in  his  serum.5 

Bacterial  and  fungal  extracts  from  several  strains 
of  Aspergillus,  micropolyspora  faeni,  and  thermo- 
actinomyces  vulgaris  can  deplete  C3  by  in  vitro 
conversion  of  C3PA  without  activation  of  properdin.6 
A variety  of  bacterial  polysaccharides  also  have  been 
shown  to  produce  in  vitro  conversion  of  C3  through 
the  alternate  pathway  of  the  complement  system.' 
On  the  basis  of  these  in  vitro  studies,  it  appears 
possible  that  the  alternative  complement  pathway 
was  activated  in  our  patient  by  mycobacterial  prod- 
ucts without  activation  of  properdin  or  the  presence 
of  C3NEF.  These  abnormalities  of  the  complement 
system,  associated  with  MPGN  of  BMDD  type  in  the 
course  of  chronic  tuberculous  infection,  have  not 
been  reported  previously;  this  unusual  sequence 
perhaps  may  have  occurred  in  our  patient  either 
consequent  to  the  unusual  duration  of  this  illness,  or 
because  of  some  peculiarity  of  this  individual’s  pat- 
tern of  response  to  infection. 

Summary 

Dense  deposit  disease,  a variant  of  mem- 
branoproliferative glomerulonephritis,  occurred  in 
a patient  with  tuberculosis.  Evidence  of  comple- 
ment activation  via  the  alternative  pathway  included 
depressed  levels  of  C (complement)  3,  C5,  and  C3 
proactivator  with  normal  levels  of  Clq  and  C2.  Since 
in  vitro  studies  have  indicated  that  bacterial  and 
fungal  extracts  can  activate  alternative  complement 
pathway,  we  suggest  that  Mycobacterium  tubercu- 
losis infection  induced  the  abnormal  complement 
activation  in  this  case  and  caused  the  glomerular  le- 
sion. 

Acknowledgments.  The  complement  profile  was  performed 
by  Enrique  H.  Vallota,  M.D.,  Cincinnati,  Ohio.  Edwin  H.  Jenis, 
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biopsy. 
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A case  of  a 55-yeai;-old  white  female  who  developed 
intraperitoneal  bleeding  secondary  to  a tear  in  an 
arteriovenous  fistula  is  presented.  The  latter 
problem  might  have  resulted  from  the  pull  of  an 
intussusception  of  an  angiolipoma  located  in  the 
proximal  jejunum.  An  arteriogram  revealed  a pan- 
creatic artery  aneurysm  followed  a week  later  in  a 
repeat  study  by  an  arteriovenous  fistula  of  the  infe- 
rior pancreaticoduodenal  artery  and  the  root  of  the 
small-bowel  mesentery.  The  formation  of  an  arte- 
riovenous fistula  following  trauma  or  surgical  pro- 
cedures is  well  documented.  We  are  at  a loss  for  an 
explanation  of  the  cause  in  this  case,  except  for  a 
probable  congenital  origin. 

Case  report 

The  previously  healthy  55-year-old  patient  was 
brought  to  the  hospital  after  falling  in  her  bathroom; 
she  had  been  found  unconscious  by  her  family  who 
had  observed  “fits”  previously  in  the  unconscious 
woman.  Prior  to  the  fall  in  the  bathroom  the  patient 
had  suffered  three  days  from  diffuse  abdominal  pain 
and  vomiting. 

After  initial  evaluation  that  included  a hematocrit 
of  36,  it  was  established  that  neurologic  findings  were 
within  normal  limits,  but  abdominal  discomfort  with 
some  distention  and  tenderness  persisted,  and  the 
patient  was  admitted  to  the  hospital  for  observa- 
tion. 

A further  history  obtained  from  the  family  estab- 
lished that  the  patient  had  fallen  forward  over  a 
clothes  hamper  in  the  bathroom.  There  was  also  no 
previous  history  of  abdominal  surgery  or  any  symp- 
toms of  heart  failure  or  hypertension.  It  was  estab- 
lished by  the  patient’s  internist  that  physical  exam- 
ination had  disclosed  no  abnormalities  a few  weeks 
prior  to  the  accident  and  t hat  the  hematocrit  at  that 
time  was  40.  '[’he  next  day  t he  patient’s  hematocrit 
was  found  to  have  dropped  to  20,  and  a paracentesis 
revealed  free  blood  in  the  peritoneal  cavity. 

Although  there  was  no  sign  of  external  trauma,  it 
was  considered  likely  that  the  fall  over  the  clothes 


FIGURE  1.  Celiac  arteriogram  demonstrating:  (1)  catheter, 
(2)  celiac  axis,  (3)  gastroduodenal  artery,  (4)  hepatic  artery, 
(5)  splenic  artery,  (6)  gastroepiploic  artery,  (7)  inferior  pan- 
creaticoduodenal aneurysm,  (8)  inferior  pancreaticoduodenal 
artery,  and  (9)  superior  pancreaticoduodenal  artery. 

hamper  in  the  bathroom  might  have  caused  a rupture 
of  a solid  organ,  which  caused  the  bleeding.  Because 
of  the  obscure  nature  of  the  injury,  however,  a celiac 
arteriogram  was  performed.  This  did  not  show  the 
source  of  bleeding,  but  demonstrated  a possible  small 
aneurysm  of  the  inferior  pancreatic  duodenal  artery 
(Fig.  i). 

At  surgery,  large  amounts  of  blood  were  found  in 
the  abdominal  cavity.  The  liver  and  spleen  were 
intact  but  a large  subserosal  hematoma,  found  on  the 
anterior  surface  of  the  duodenum,  extended  into  the 
transverse  mesocolon.  The  hematoma  was  evacu- 
ated, the  duodenum  inspected  for  trauma,  and  a 
source  of  bleeding  was  found  in  the  superior  mesen- 
teric vein  medial  to  the  uncinate  process  of  the  pan- 
creas. The  blood  was  rather  unusually  bright  in 
character  and  under  pressure,  although  no  other 
abnormal  signs  of  portal  hypertension  were  present  . 
The  defect  in  the  vein,  which  was  linear,  was  re- 
paired, and  the  bleeding  ceased.  A pedunculated 
tumor  was  palpated  in  the  uppermost  jejunum,  where 
it  had  caused  intussusception  of  the  small  bowel. 
The  intussusception  was  reduced,  and  the  tumor,  an 
angiolipoma,  was  removed  through  an  enterotomy. 
The  patient  recovered  promptly  and  uneventf  ully 
until  the  fifth  postoperative  day  when  once  again  on 
a trip  to  the  bathroom  she  fainted;  she  was  brought 
hack  to  her  bed,  where  intra-abdominal  bleeding  was 
once  more  demonstrated  by  abdominal  distention 
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FIGURE  2.  Angiographic  film  findings:  (1)  catheter,  (2) 
celiac  axis,  (3)  gastroduodenal  artery,  (4)  hepatic  artery,  (5) 
splenic  artery,  (7)  inferior  pancreaticoduodenal  aneurysm, 
(8)  inferior  pancreaticoduodenal  artery,  (9)  superior  pan- 
creaticoduodenal artery,  and  (10)  venous  channel. 


and  a decrease  in  hematocrit  to  20. 

Surgery  was  again  performed  and  large  amounts 
of  blood  evacuated  from  the  abdomen,  but  the  source 
of  bleeding  could  not  be  found  now.  The  repair  of 
the  superior  mesenteric  vein  was  visualized  and  was 
intact.  Two  hours  after  arrival  in  the  recovery  room, 
renewed  bleeding  occurred.  Bleeding  was  now  rapid, 
and  blood  pressure  could  only  be  maintained  by 
transfusions  and  pressor  agents.  In  desperation  the 
patient  was  taken  to  the  angiography  suite,  where  a 
second  study  was  performed  (Fig.  2).  This  study 
now  showed  what  appeared  to  be  a large  arteriove- 
nous malformation  involving  the  pancreaticoduo- 
denal vessels  with  a venous  channel  extending  inte- 
riorly and  laterally,  disappearing  into  the  barium 
shadow  left  from  a study  done  on  the  day  of  admis- 
sion. 

The  patient,  taken  to  the  operating  room  for  the 
third  time,  was  bleeding  intermittently  from  the  area 
where  the  duodenum  went  behind  the  mesenteric 
vessels.  Dissection  into  the  transverse  colon  mes- 
entery and  into  the  base  of  the  small-bowel  mesen- 
tery revealed  bleeding  large  venous  channels.  The 
arterial  blood  supply  to  this  arteriovenous  malfor- 
mation seemed  to  be  the  pancreaticoduodenal 
vessel. 

The  gastroduodenal  artery  was  isolated  above  the 
pylorus  and  ligated.  The  venous  channels  were  li- 
gated and  oversewn  both  over  the  duodenum  and  in 
the  small  and  large  bowel  mesentery.  The  inferior 


pancreaticoduodenal  artery  was  not  identified  hut 
was  probably  included  in  vessels  ligated  inside  the 
duodenal  swing.  Following  the  third  operation,  the 
bleeding  did  not  recur.  The  patient  had  a mild  epi- 
sode of  renal  failure  but  recovered  and  left  the  hos- 
pital 40  days  after  her  last  operation. 

Comment 

Intra-abdominal  bleeding  from  a ruptured  aneu- 
rysm secondary  to  trauma  or  spontaneous  rupture 
is  well  known  and  the  operative  approach  well  out- 
lined. Over  20  cases  of  pancreaticoduodenal  artery 
aneurysm  and  over  17  cases  of  mesenteric  arterio- 
venous malformations  have  been  reported.  A recent 
report  by  Verta  et  al.1  summarizes  the  diagnosis  and 
treatment  of  pancreaticoduodenal  artery  aneurysm. 
Acquired  arteriovenous  fistula,  diagnosis,  and 
treatment  are  also  well  documented.2-4 

A search  of  the  literature  revealed  no  reported 
cases  similar  to  ours.  Specifically,  our  patient  had 
an  arteriovenous  malformation  of  the  pancreatico- 
duodenal vessels  with  an  intraperitoneal  bleed. 

At  the  first  operation,  the  site  of  bleeding  was 
demonstrated  to  be  venous,  probably  the  inferior 
pancreaticoduodenal  vein  as  it  joined  the  mesenteric 
vein;  the  cause  was  attributed  to  the  trauma  of  fall- 
ing. The  role  of  the  angiolipoma  and  intussusception 
of  jejunum  is  a source  of  speculation.  Could  the  pull 
of  the  peristalsis  on  the  tumor  have  been  enough  to 
disrupt  the  venous  part  of  the  malformation,  initiate 
the  bleeding,  and  result  in  the  fainting  episodes? 

The  second  arteriogram  that  revealed  the  arte- 
riovenous malformation  probably  saved  the  patient’s 
life;  otherwise,  it  would  have  been  extremely  difficult 
to  trace  the  origin  and  course  of  the  malformation. 
Its  blood  supply  seems  to  have  been  from  the  supe- 
rior and  inferior  pancreaticoduodenal  arteries.  The 
venous  drainage,  at  least  in  the  beginning,  appears 
to  have  been  through  the  inferior  pancreaticoduo- 
denal vein,  the  same  vein  that  was  found  disrupted 
during  repair  at  the  first  operation.  The  large  ve- 
nous structure  seen  on  the  second  arteriogram  may 
represent  communication  with  the  colic  vessels. 

It  is  wrell  known  that  an  arteriovenous  fistula  is 
easily  created  w'hen  both  artery  and  vein  are  trans- 
fixed and  ligated  together  during  a surgical  procedure 
or  when  both  vessels  are  partially  severed  by  a pen- 
etrating injury.  We  are  at  a loss  to  explain  the  origin 
of  the  fistula  formation  in  the  patient,  and  must  as- 
sume it  was  present  before  the  first  bleeding  episode, 
and  thus  was  probably  congenital. 

References 

1.  Verta,  M.  J.,  et  at:  Pancreaticoduodenal  arterial  aneu- 
rysms, Ann.  Surg.  186:  111  (July)  1977. 

-•  Lee,  K.  R.,  Kishore,  P.,  and  Hardin,  C.  A.:  Postsurgical 
arteriovenous  fistula.  Acquired  A-V  fistula  of  the  mesentery  J 
Kansas  M.  Soc.  75:  87  (1974). 

3.  Paloyan,  D.,  Collins.  P.  A.,  and  Washburn,  F.  P.:  Superior 
mesenteric  arteriovenous  fistula,  Am.  Surgeon  40:  481  ( 1974). 

4.  \ arner,  J.  E.,  and  Oliver.  R.  I.:  Superior  mesenteric  arte- 
riovenous fistula,  Ann.  Surg.  170:  862  (1969). 


December  1979/New  York  State  Journal  of  Medicine  2087 


Special  Articles 


Statement  of  the 
American  Psychiatric 
Association 

Before  the  Subcommittee  on 
Government  Information  and 
Individual  Rights* 

JEROME  S.  BEIGLER,  M.D. 

Chicago,  Illinois 

Chairperson  of  the  Committee  on  Confidentiality  of  the  American 
Psychiatric  Association,  Washington,  D C. 


Mr.  Chairman,  the  APA  (American  Psychiatric 
Association),  a medical  specialty  society  representing 
over  24,000  psychiatrists  nationwide,  appreciates  the 
opportunity  to  testify  before  your  subcommittee  on 
the  need  for  legislative  proposals  to  protect  the 
confidentiality  of  medical  records. 

I am  Jerome  S.  Beigler,  M.D.,  chairperson  of  the 
Committee  on  Confidentiality  of  the  American 
Psychiatric  Association,  and  a member  of  the  exec- 
utive committee  of  the  National  Commission  on  the 
Confidentiality  of  Health  Records,  a privately  funded 
consortium  of  24  national  provider  and  consumer 
organizations,  clinical  professor  of  psychiatry  at  the 
University  of  Chicago  Pritzker  School  of  Medicine, 
and  president  of  the  Illinois  Psychiatric  Society. 

It  is  indeed  an  honor  and  privilege  to  appear  before 
this  subcommittee  to  discuss  the  considerable 
problems  involved  in  maintaining  the  confidentiality 
of  medical  and  psychiatric  records  in  our  informa- 
t ion-hungry  society. 

For  a society  so  complex  as  ours  to  function  opti- 
mally, an  ambience  must  he  provided  for  the  maxi- 
mum expression  of  the  talent  of  our  highly  endowed 
cit  izenry.  As  evidenced  by  t he  outstanding  leader- 
ship over  the  past  200  years  in  such  fields  as  politics, 
economics,  literature,  and  science,  our  democracy, 
as  designed  by  our  founding  fathers,  works  better 

Presented  to  the  Committee  on  (iovernment  Operations, 
I nited  States  I louse  of  Represent  at  ives,  Washington,  I >.( April 
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t han  any  other  syst  em  of  government  yet  devised  by 
man.  To  preserve  that  democracy,  the  Bill  of  Rights 
was  added  to  the  Constitution  to  protect  American 
citizens  from  their  own  government.  The  power  of 
our  Constitution  to  protect  our  political  system  has 
been  severely  tested  during  the  past  two  decades  (the 
Joe  McCarthy  problem  and  the  Nixon  episode),  and 
has  proved  its  worth  reassuringly.  But  the  healthy 
nature  of  our  political  process  has  inherent  in  it  the 
development  of  repeated  challenges  to  the  roots  of 
our  democracy. 

One  of  these  important  roots  is  the  ability  to  pro- 
vide real  privacy  even  in  an  ever-increasingly  infor- 
mation-hungry society.  It  is  in  the  context  of  a 
challenge  to  the  democratic  process  itself  that  we  see 
the  crucial  importance  of  protecting  the  confidenti- 
ality of  medical,  and  particularly  psychiatric,  rec- 
ords. 

To  avail  oneself  of  psychiatric  help,  it  is  necessary 
that  the  most  intimate  and  private  thoughts  be  dis- 
closed to  the  physician.  Any  interference  with  the 
maintenance  of  confidentiality  of  such  communica- 
tions impairs  the  ability  of  a psychiatrist  to  help  his 
or  her  patient.  Because  the  material  disclosed  to  a 
psychiatrist  includes  information  relevant  to  a pa- 
tient's relationships  to  the  whole  outside  world,  the 
psychiatrist  becomes  the  repository  of  information 
valuable  to  many  third  parties,  such  as  insurance 
carriers,  legal  adversaries,  law-enforcement  agencies, 
and  employers.  To  the  extent  that  such  information 
is  disclosed  without  the  patient’s  consent,  the  reli- 
ability of  the  physician-patient  relationship  is 
eroded,  and  the  ability  of  a physician  to  help  his  or 
her  patient  is  impaired. 

It  is  not  commonly  understood  that  in  most  states 
there  are  no  laws  that  effectively  protect  the  confi- 
dential information  revealed  to  a psychiatrist.  In  the 
past,  there  were  few  cases  in  which  breaches  of  con- 
fidentiality became  significant  problems  to  the  pa- 
tient. As,  however,  the  requirements  for  more  in- 
formation by  insurance  carriers,  litigants,  and  gov- 
ernment agencies  increased,  many  complaints  were 
received  of  intolerable  incursions  into  the  privacy  of 
the  physician-patient,  and  particularly  the  psychi- 
atrist-patient, relationship.  It  is  necessary  to  draw 
a new  balance  between,  on  the  one  hand,  society’s 
need  to  provide  an  ambience  in  which  stressed  pa- 
tients may  he  restored  or  helped  to  a state  of  maxi- 
mum productivity  and,  on  the  other  hand,  to  provide 
access  to  informat  ion  required  by  a complex  society 
t roubled  by  economic  problems,  fiduciary  immoral- 
ity, and  crime. 
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Problem  areas 

There  are  three  main  areas  in  which  privacy 
problems  related  to  the  physician  ( psychiatrist )- 
patient  relationship  have  arisen:  insurance,  litiga- 
tion, and  law  enforcement.  I will  discuss  these  in 
order. 

Insurance.  A common  type  of  problem  stemming 
from  breaches  of  confidentiality  regarding  medical 
insurance  records  occurs  when  claims  for  reim- 
bursement are  processed  through  employers’  per- 
sonnel offices.1  A hospitalized  schizophrenic  patient 
was  discharged  without  being  told  of  the  diagnosis 
because  of  her  fragile  state.  On  return  to  work  she 
found  that  her  fellow  employees  knew  about  the  de- 
tails of  her  hospitalization.  The  insurance  company 
had  sent  a report  to  the  employer.  Obviously  there 
had  been  leaks  from  the  personnel  office.  The  pa- 
tient became  paranoid,  resented  learning  about 
herself  from  employees,  and  terminated  treatment 
to  her  detriment. 

A second  patient  first  learned  of  her  diagnosis  from 
a notice  the  insurance  company  sent  reporting  her 
bill  had  been  paid.  A third  patient  was  assured  that 
no  sensitive  information  from  the  insurance  company 
would  reach  the  employer.  The  entire  treatment  was 
damaged  and  the  patient  became  worse  when  it  was 
learned  the  employer  knew  of  the  treatment  and 
other  factors. 

Owing  to  problems  of  this  type,  and  because  psy- 
chiatric treatment  is  still  considered  a stigma  in  our 
society,  many  employees  do  not  use  their  paid-for 
insurance  benefits  lest  their  careers  be  imperiled  by 
their  being  labelled  as  psychiatric  patients.  Federal 
employees,  armed-services  officers,  corporate  exec- 
utives, politicians,  and  teachers  often  would  realis- 
tically jeopardize  their  careers  should  their  psychi- 
atric treatment  be  recorded  in  their  personnel  file. 

There  are  communities  in  which  teachers  are  not 
hired,  rehired,  tenured,  or  promoted  should  it  be 
learned  that  they  are  being  treated  by  a psychiatrist. 
The  paradox  is  that  these  conscientious  teachers,  who 
recognize  a need  for  help,  are  discriminated  against, 
whereas  other  teachers  who  are  less  insightful  have 
their  employment  continued  and  take  out  their  ill- 
ness on  the  children. 

A young  man  in  my  own  practice  was  an  aide  to  a 
prominent  Federal  employee.  He  deliberately  did 
not  avail  himself  of  his  Federal  employee’s  health 
insurance  benefits  to  underwrite  his  psychiatric- 
treatment  lest  some  unauthorized  person  learn  of  his 
treatment  as  the  result  of  the  claims  processing,  and 
then  use  that  information  with  the  patient’s  superior 
as  a political  gambit.  Not  only  would  such  a disclo- 
sure threaten  his  job  security,  but  he  was  also  of 
sufficient  talent  and  stature  that  he  had  the  potential 
within  10  to  15  years  of  becoming  a national  figure 
and,  therefore,  could  not  hazard  such  experience  for 
himself.  He  was  able  to  pay  for  his  treatment  on  his 
own,  solved  the  immediate  psychiatric  problem,  and 


was  free  to  pursue  his  promising  career.  He  was  able 
to  solve  the  dilemma  of  whether  or  not  to  use  his  in- 
surance benefits  easily,  hut  others  in  need  of  such 
treatment  are  less  fortunate,  and  are  left  with  psy- 
chiatric problems,  chronic  distress,  and  impaired 
productivity,  all  to  the  detriment  of  society. 

1 have  illustrat  ed  two  types  of  problems  resulting 
from  the  insurance  industry  not  being  able  to  main- 
tain the  confidentiality  of  claims  processing:  (1) 
actual  injuries  due  to  unauthorized  disclosures,  and 
(2)  actual  and  threatened  perils  to  careers  should  the 
fact  of  psychiatric  treatment  become  known. 

The  insurance  industry  often  claims  it  cannot 
monitor  cost-effectiveness  of  its  benefits  unless  there 
is  complete  access  to  the  confidential  information 
transmitted  in  the  psychiatrist-patient  relationship. 
Over  the  years  it  has  been  demonstrated  that  effec- 
tive monitoring  of  psychiatric  care  can  he  maintained 
of  the  Federal  Employees  Plan  Blue  Cross-Blue 
Shield  (Washington)  patients  via  the  utilization  of 
a claims  form  requiring  minimal  information.  It  has 
been  demonstrated  that  it  is  possible  to  maintain 
insurance  benefit  cost  control,  and  yet  observe  con- 
fidentiality. Effective  methods  of  maintaining 
confidentiality  are  being  tested  further  via  peer  re- 
view pilot  studies. 

The  problem  of  unauthorized  disclosures  of  con- 
fidential information  by  employer  personnel  offices 
can  be  solved  by  routing  insurance  benefit  claims 
directly  to  the  insurance  carrier’s  medical  director’s 
office,  thus  bypassing  the  personnel  office.  Em- 
ployers receive  only  utilization  profiles  without 
identifying  information.  Personnel  and  medical 
records  clerks  are  educated  as  to  the  importance  of 
the  sensitive  material  they  process  and  their  obliga- 
tion to  maintain  confidentiality.  The  APA  has  de- 
vised a model  state  statute  on  confidentiality 
mandating  such  protections  of  privacy.2-4  Such  a 
law  has  already  been  enacted  in  Illinois,  including 
penalties  for  breach  of  confidentiality.5 

Litigation.  A second  area  in  which  confidenti- 
ality problems  arise  is  in  matters  of  litigation,  par- 
ticularly regarding  personal  injury  suits,  divorce  and 
custody  cases,  and  contested  insurance  claims  cases. 
Because  psychiatric  treatment  depends  on  the  dis- 
closure of  sensitive  information,  a psychiatric  patient 
is  particularly  vulnerable  to  the  adversarial  discovery 
process  should  he  become  involved  in  litigation. 

A former  patient  was  hit  by  a recklessly  driven  car 
while  she  was  parked  in  a parking  lot  of  a supermar- 
ket; she  sustained  a spinal  injury  and  disability.  Her 
lawyer  sued  for  damages  including  pain  and  suffer- 
ing. At  that  time,  Illinois’  psychiatrist-patient 
privilege  law  provided  a “patient-litigant  exception.” 
The  defendant’s  lawyer  correctly  claimed  that  pain 
and  suffering  constituted  having  brought  mental 
condition  into  issue,  thereby  waiving  the  plaintiff’s 
privilege,  and  my  records  and  testimony  were  sub- 
poenaed. The  patient  had  disclosed  to  me  during 
treatment  many  intimacies  that  would  be  profoundly 
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against  her  interest  should  they  be  disclosed  during 
discovery.  Yet,  the  therapeutic  disclosures  were 
prerequisite  to  the  considerable  success  of  her 
treatment,  which  enabled  her  to  become  a contrib- 
uting self-supporting  and  functional  member  of  so- 
ciety. The  judge  refused  to  limit  my  testimony  only 
to  the  issues  relevant  to  the  suit.  We  could  resolve 
the  dilemma  only  by  withdrawing  the  claim  for  pain 
and  suffering.  It  thus  became  clear  that  a patient 
who  enters  psychiatric  treatment  automatically 
jeopardizes  future  rights  to  legal  redress  otherwise 
available  to  citizens  who  had  not  undertaken  such 
treatment.  Subsequently,  two  Illinois  Appellate 
Court  decisions  ruled  that  pain  and  suffering  did  not 
constitute  mental  condition  and  this  provision  is 
included  in  the  cited  new  Illinois5  confidentiality  law 
and  the  cited  APA  Model  State  Law.2  4 It  would  be 
wise  if  a similar  provision  were  included  in  Federal 
legislation. 

Another  confidentiality  and  privilege  problem 
arises  in  divorce  and  custody  cases  in  states  that  do 
not  have  a no-fault  divorce  law.  Should  a divorce 
suit  be  brought  on  the  ground  of  mental  cruelty, 
again  mental  condition  is  considered  to  have  been 
brought  into  issue,  thereby  waiving  the  psychia- 
trist-patient privilege,  and  exposing  a patient  to  the 
hazards  of  the  psychiatrist’s  testimony.  It  becomes 
apparent  that  such  a privilege-law  interpretation 
tends  to  foster  divorce,  because  a sophisticated 
couple  with  a marital  problem  would  not  seek  out 
counseling  to  resolve  their  problem,  lest  their  com- 
munications be  disclosed  during  future  divorce  or 
custody  litigation. 

The  Illinois  legislature  wisely  recognized  the  na- 
ture of  this  problem  and  provided  the  divorce  and 
custody  exception  to  the  patient -litigant  excep- 
tion.2 (i  A similar  proviso  is  recommended  for  in- 
clusion in  a Federal  confidentiality  law. 

A third  privilege  law  problem  arises  when  mental 
condition  actually  is  brought  into  legal  issue,  thereby 
waiving  privilege  for  “relevant”  testimony.  The 
question  arises  in  defining  “relevant.”  The  issue  has 
been  argued  in  several  famous  California  cases,  in- 
cluding In  re  Lifsehutz 7 and  Caesar  u.  Mountanos.H 
In  the  latter  case,  Judge  Shirley  Hufstedler,  in  a 
dissenting  opinion,  advocated  that  a court-appointed 
examining  psychiatrist  testify  after  examining  the 
patient,  thereby  relieving  the  treatment  psychiatrist 
from  jeopardizing  his  therapeutic  relationship  with 
the  patient.  The  therapist  is  called  for  in-camera 
testimony  or.'y  if  the  court-appointed  psychiatrist 
cannot  make  an  adequate  assessment.  Testimony 
from  such  a court -appointed  psychiatrist  is  the 
practice  in  Michigan,  and  has  been  incorporated  in 
both  the  previously  referred-to  Illinois  confidenti- 
ality law51’  and  APA  Model  Law.2  4 In  addition,  the 
Illinois  law  protects  t he  patient  from  inadvertent  or 
ill-advised  waiver  of  privilege  by  providing  an  over- 
riding limited  pri vi lege  to  the  psychiatrist  when  he 
exercises  it  in  the  interest  of  and  on  behalf  of  the 
patient. 


Contested  insurance  claims  also  engender  medical 
record  confidentiality  problems.  A multimillion- 
dollar-a-year  industry  developed  as  the  result  of  in- 
surance companies  providing  a market  for  unau- 
thorized disclosures  of  confidential  medical  infor- 
mation. A Denver,  Colorado,  state’s  attorney  dem- 
onstrated that  FSB  (Factual  Services  Bureau)  was 
able  to  furnish  (1)  unauthorized  medical  information 
to  insurance  companies  from  any  hospital,  or  even  (2) 
a physician’s  private  office  original  files.  This  was 
done  by  deceptive  impersonation  of  medical  per- 
sonnel and  other  resourceful  and  criminal  methods. 
Insurance  companies  wanted  complete  access  to  such 
sensitive  records  to  plan  their  reserves,  and  also  to 
use  sensitive  information  as  bargaining  leverage.  For 
example,  in  one  contested  back  injury  claim,  FSB 
discovered  a history  of  venereal  disease.  The  patient 
settled  his  claim  at  a lower  figure  rather  than  have 
this  information  disclosed  in  court.  The  new  Illinois 
confidentiality  law5  and  the  APA  Model  Law2-4 
provide  penalties  for  such  fraudulent  practice. 

Law  enforcement  agencies.  Access  to  medical 
and  psychiatric  records  by  law  enforcement  agencies 
has  increased  dramatically  in  the  past  two  years. 
These  unprecedented  threats  put  into  perspective 
how  essentia]  medical  privacy  and  confidentiality  are 
to  our  democratic  process,  and  emphasize  how  im- 
portant it  is  to  protect  confidentiality  and  privilege 
in  the  areas  of  insurance  and  litigation.  If  the  phy- 
sician-patient relationship  is  eroded  in  one  area,  it 
follows  that  other  areas  also  will  soon  be  affected. 
Privacy,  as  a constitutional  right,  must  be  protected 
on  all  fronts. 

There  has  been  an  increasing  trend  to  use  physi- 
cians, and  particularly  psychiatrists,  as  agents  of 
social  control.  Laws  have  been  enacted  mandating 
the  use  of  psychiatric  records  in  the  assessment  of 
driver’s  license  applicants,  drug  abusers,  gun  permit 
applicants,  and  child  abusers.  We  are  faced  with  two 
social  rights.  It  would  be  convenient  to  use  confi- 
dential information  for  police  functions,  but  to  do  so 
vitiates  the  potential  usefulness  to  society  of  psy- 
chiatric treatment.  The  most  convincing  case  for 
breach  of  psychiat  ric  confidentiality  can  be  made  for 
t he  report  ing  of  child  abuse,  but  experience  is  proving 
that  report  ing  of  child  abusers  has,  because  of  limited 
social  resources,  not  been  effective.  Society  will  have 
to  determine  whether  to  continue  its  insistence  on 
such  reporting.  The  direction  of  Congress,  based  on 
the  action  taken  with  respect  to  the  Domestic  Vio- 
lence Prevention  and  Services  Act  (S.2759)  in  the 
95th  Congress,9  would  appear  to  be  toward  the  need 
for  treatment  stimulated  by  protection  of  medical 
record  confidentiality  as  done  in  Federal  alcohol  and 
drug  abuse  treat  ment  programs  as  the  appropriate 
priority.  I agree. 

The  treatment  of  alcohol  drug  abusers  provides 
another  instance  in  which  the  need  for  effective 
therapy  collides  with  the  need  for  social  control. 
Federal  rules  and  regulations  for  alcohol  and  drug 
abuse  programs  wisely  protect  the  identities  of,  and 
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clinical  material  of,  drug-abuse  clinic  patients.10,11 
Otherwise,  the  patients  realistically  would  not  attend 
the  clinics  and  society  would  lose  even  its  slim  chance 
to  rehabilitate  these  unfortunate  patients.  Despite 
regulations  to  the  contrary,  local  police  and  state 
officials  have  demanded  access  to  such  clinic  records. 
One  New  York  psychiatrist  went  to  jail  to  prevent 
access  to  his  clinic’s  records.  In  another  New’  York 
case,  a crisis  intervention  center's  funds  were  sud- 
denly withdrawn  when  the  State  auditor  was  refused 
access  to  identifiable  records  without  patient  con- 
sent. Dole  and  Nyswander,12  who  initiated  the 
methadone  treatment  programs,  emphasize  the 
damage  done  to  rehabilitation  programs  by  politi- 
cally inspired  (police)  control. 

Another  example  of  using  the  patient-psychiatrist 
relationship  as  a mechanism  of  social  control  involves 
the  California  1976  Tarasoff™  decision,  imposing  on 
psychiatrists  a “duty  to  warn”  presumed  intended 
victims  of  their  patients’  threatened  aggression. 
This  has  resulted  in  many  counterproductive  com- 
plications to  the  ability  of  psychiatrists  to  help  their 
patients.  Some  patients  who  consider  themselves 
marginally  dangerous  avoid  initiating  treatment  that 
could  help  them,  lest  they  be  betrayed  hv  their  psy- 
chiatrist. Some  patients  have  terminated  treatment 
prematurely,  leaving  themselves  and  others  unnec- 
essarily vulnerable.  Torasoff 12  is  another  example 
in  which  well-intentioned  jurisprudence  results  in  the 
impairment  of  access  to  medical  treatment  by  our 
citizens.  An  unencumbered  psychiatrist-patient 
relationship  is  potentially  the  most  effective  method 
to  defuse  a disequilibrated  patient. 

A major  erosion  of  our  democratic  process  resulted 
from  the  1978  U.S.  Supreme  Court  decision  in  the 
Zurcher  v.  Stanford  Daily  Neu  slA  case.  The  court 
upheld  the  validity  of  a warrant  being  issued  to 
search  a newspaper’s  offices  for  evidence  on  a crime 
involving  a third  party.  The  impairment  of  the  first 
amendment  right  to  freedom  of  the  press  is  readily 
apparent,  and  corrective  legislation  is  in  process  over 
the  country.  Unfortunately,  less  readily  apparent 
is  the  vulnerability  of  other  premises,  such  as  the 
offices  of  physicians,  lawyers,  legislators,  or  even 
private  homes  to  such  warrants.  At  the  hearings 
before  Sen.  Birch  Bayh's  Subcommittee  on  the 
Constitution  in  September,  1978, 15  it  became  ap- 
parent that  if  the  Zurcher 14  decision  had  been 
available  at  the  time.  President  Nixon’s  “plumbers” 
could  simply  have  obtained  a warrant  to  search  Dr. 
Fielding’s  office  for  Ellsberg’s  records  rather  than 
having  to  burglarize  the  premises. 

The  horror  of  Zurcheru  to  the  democratic  process 
is  further  illustrated  by  another  Palo  Alto,  California, 
case  in  which  the  same  sheriff  was  issued  a warrant 
to  search  the  office  and  home  of  a Stanford  psychi- 
atrist for  evidence  of  a crime  that  may  have  been 
committed  by  a patient  of  hers.16  No  evidence  was 
found.  The  chilling  effect  of  such  searches  on  psy- 


chiatrists and  patients  is  obvious.  Even  more  dis- 
concerting is  the  fact  that  the  psychiatrist’s  husband 
is  a famous  scientist.  His  records,  too,  were  rendered 
accessible  by  the  warrant.  The  possibilities  for  es- 
pionage and  threats  to  national  security  are  consid- 
erable. 

The  drama  of  Zurcher14  is  furt  her  compounded  by 
the  passage  in  1978  of  a law  in  Hawaii  authorizing 
search  warrants  for  probable  cause  defined  as  “public 
interest.”17  Thus,  should  an  official  swear  that  a 
given  provider  treats  Medicare  or  Medicaid  patients, 
and  that  it  is  in  the  public  interest  to  inspect  the 
records  involved,  a warrant  can  be  issued.  The  office 
of  a Hawaiian  psychologist  has  already  been  searched 
and  not  only  were  the  records  of  his  Medicare  and 
Medicaid  patients  confiscated,  hut  also  those  of 
his  private  patients.  Due  process  has  been  uncon- 
scionably eroded.  The  extrapolation  of  this  trend 
could  result  in  a situation  extant  in  Uruguay  in  which 
a psychiatrist  is  imprisoned  for  collusion  should  he 
not  report  the  political  activities  revealed  to  him  by 
a patient.  The  abuses  of  psychiatry  in  Russia  also 
come  to  mind. 

It  is  from  the  background  of  events  illustrated 
herein  that  the  APA,  on  behalf  of  its  millions  of  ac- 
tual and  potential  citizen  patients,  objects  strongly 
to  the  provisos  regarding  unreasonable  access  to 
medical  records  by  law'  enforcement  agencies  incor- 
porated into  several  medical  record  confidentiality 
acts  being  introduced  in  the  96th  Congress.  We  see 
these  provisos  as  further  examples  of  a general  trend 
that  will  eventuate  in  citizens  being  unable  to  avail 
themselves  of  psychiatric  help  and,  moreover,  a trend 
that  will  result  in  major  erosions  to  our  whole 
democratic  system  of  government. 

Conclusion 

We  recognize  the  intent  of  such  confidentiality 
legislation  to  protect  our  citizens,  but  respectfully 
point  out  the  profound  hazards  to  patients  and  to 
democracy  provided  by  allowing  access  to  medical 
records  by  law  enforcement  agencies  without  due 
process.  Similarly,  wTe  object  to  the  elimination  of 
due  process  by  provisos  that  mandate  compliance  to 
a subpoena. 

We  recommend  that  the  cited  APA  Model  Law  on 
Confidentiality  of  Health  and  Social  Service  Rec- 
ords2 4 he  studied  for  its  extensive  protection  of 
privacy  and  confidentiality.  The  feasibility  of  such 
legislation  is  illustrated  by  the  fact  that  a similar 
statute  has  already  been  enacted  in  Illinois  in  1978,° 
and  has  been  introduced  in  New  York. 

I ask  that  all  the  citations  noted  be  made  part  of 
the  hearing  record  and  inserted  at  the  conclusion  of 
my  testimony. 

I thank  you  again  for  the  opportunity  and  privilege 
of  making  this  presentation  before  your  subcom- 
mittee, and  thereby  being  allowed  to  participate  in 
our  vigorous  democratic  process.  If  I can  be  of  fur- 
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ther  service,  I am  pleased  to  remain  available. 

Addendum 

In  February,  1979,  the  police  in  San  Francisco 
wanted  records  of  a particular  methadone  clinic  in 
San  Francisco  and  detained  the  director  of  the  clinic 
when  he  objected.  He  was  released  only  after  they 
took  40  case  histories.  This  is  against  Federal  rules 
and  regulations.18 

Prudential  Plaza 
Suite  2424 
Chicago,  Illinois  60601 

References 

1.  American  Psychiatric  Association,  Confidentiality  and 
Third  Parties,  Task  Force  Report  9,  June,  1975,  p.  53. 

2.  Official  Actions  of  the  American  Psychiatric  Association: 
Model  Law  on  Confidentiality  of  Health  & Social  Service  Records, 
Am.  J.  Psych.  136:  138  (Jan.)  1979. 

3.  Beigler,  J.  S.:  Ibid.  136:  71  (Jan.)  1979. 

4.  Nye,  S.:  Commentary  on  Model  Law  on  Confidentiality 
of  Health  & Social  Service  Records,  Am.  J.  Psych.  136: 145  (Jan.) 
1979. 

5.  State  of  Illinois:  Mental  Health  and  Developmental 

Disabilities  Confidentiality  Act  of  1978. 


6.  Beigler,  J.  S.:  The  1971  Amendment  of  the  Illinois  statute 
on  confidentiality:  A new  development  in  privilege  law,  Am.  J. 
Psych.  129:311  (1972). 

7.  In  Re:  Lifschutz,  California  Supreme  Court,  CRIM  14131, 
April  15,  1970. 

8.  Caeser  v.  Mountanos,  542  F.  2d  1064  (Ninth  Circuit 
1976). 

9.  Domestic  Violence  Prevention  and  Services  Act,  S.  2759, 
95th  Congress,  1977-1978. 

10.  Federal  Rules  and  Regulations,  PL  92-255,  40  Federal 
Register  27802FF,  July  1,  1975  (March  21,  1972). 

1 1 . Idem:  PL  93-282,  ibid.,  1973. 

12.  Dole,  V.  P.,  and  Nyswander,  M.  K.:  Methadone  mainte- 
nance treatment:  A ten  year  perspective,  J.A.M.A.  235:  2117 
(1976). 

13.  Tarasoff  v.  Regents  University  of  California,  17  Cal.  3d 
425,  551P.  2d  334.331,  California  Reporter  14  (1976)  ( Tarasoff 

II). 

14.  Zurcher  v.  Stanford  Daily  News,  46  LW  4546,  U.  S.  Sup. 
Ct„  May  31,  1978. 

15.  Hearings  before  the  Subcommittee  on  the  Constitution 
of  the  Committee  on  the  Judiciary,  United  States  Senate,  95th 
Congress,  2nd  Session,  on  S3162,  “A  Bill  to  Secure  and  Protect  the 
Freedom  of  Individuals  from  Unwarranted  Intrusions  by  Persons 
Acting  Under  Color  of  Law,”  June  to  September,  1978. 

16.  Grossman,  M.:  Ibid,  p.  228. 

17.  Medicaid  Fraud  Control  Act,  Hawaiian  Act  No.  105, 
1978. 

18.  Zane,  M.:  Patient  records  suit  filed  over  drug  clinic  raid, 
San  Francisco  Chronicle,  August  29,  1979. 


“This  has  been  your  Medical  Report.  We  leave  you  now  to  develop  till  ( lie  symptoms  . . .” 


2092  New  York  State  Journal  of  Medicine/December  1979 


Medicaid  On-Site 
Program 

h irst  year  in  New  York  State 


RALPH  PASCUALY,  M.D. 

East  Meadow,  New  York 

PLATON  J.  COLLIPP,  M.D. 

East  Meadow,  New  York 

From  the  Department  of  Pediatrics,  Nassau  County  Medical 
Center 


In  15)77,  the  State  of  New  York  Department  of 
Health  Medicaid  On-Site  Program  denied  payment 
of  hospitalization  benefits  totaling  millions  of  dollars. 
These  benefits  were  denied  on  the  basis  of  the 
Medicaid  on-site  nurse’s  judgment  after  reviewing 
the  patient’s  chart  during  a given  hospitalization.  At 
the  NCMC  (Nassau  County  Medical  Center)  on  Long 
Island,  Medicaid  denials  for  the  year  April,  1977,  to 
February,  1978,  totaled  over  $950,000.  In  the  De- 
partment of  Pediatrics  for  the  same  period,  Medicaid 
denials  totaled  $125,031.  To  better  understand  this 
aspect  of  the  Medicaid  system,  we  reviewed  all  the 
Medicaid  denials  during  this  period  in  the  Depart- 
ment of  Pediatrics.  The  patterns  that  emerged  from 
our  study  have  suggested  some  practical  approaches 
that  can  significantly  lower  the  denial  rate. 

Historic  background 

In  1975,  the  State  of  New  York  Department  of 
Health,  in  response  to  the  apparent  failure  of  the 
tederally  mandated  PSROs  (Professional  Services 
Review  Organizations)  to  contain  spiraling  medical 
costs,  submitted  a Superior  Method  Application  to 
the  Department  of  Health,  Education,  and  Welfare 
(DHEW).  When  this  application  was  denied  in 
March,  1976,  the  State  began  to  develop  the  On-Site 
Program,  which  was  instituted  on  July  1,  1976.  This 
program  was  to  operate  concurrently  with  the  PSRO 
and  would  duplicate  the  services  theoretically  pro- 
vided by  them.  Opponents  of  the  On-Site  Program 
felt  that  the  State,  having  failed  to  cut  costs  by  de- 
creasing covered  services  and  increasing  eligibility 
requirements,  was  attempting  to  capitalize  on  tech- 
nical errors,  clerical  mistakes,  and  chart  documen- 
tation to  decrease  their  costs. 


Department 

The  Department  of  Pediatrics  at  NCMC  is  com- 
posed of  a 52-bed  general  care  ward,  10  intensive  care 
beds,  and  28  neonatal  intensive  care  beds.  There  is 
a full-time  attending  staff  of  6 physicians,  15  resi- 
dents, and  10  fellows.  In  the  year  under  study  there 
were  466  neonatal  and  2,316  ward  admissions,  with 
10,095  and  15,542  patient  days  for  a pediatric  total 
of  25,637  patient  days  and  an  annual  census  of  78 
percent  occupancy  of  90  beds.  Approximately  24 
pei cent  of  these  were  covered  by  Medicaid.  The 
department  also  runs  23  subspecialty  clinics,  a 
comprehensive  child  development  center,  a pediatric 
emergency  room,  and  provides  medical  care  at  the 
Nassau  County  Children’s  Shelter. 

Medicaid  on-site  evaluation 

The  determination  of  need  for  hospitalization  is 
made  by  the  Medicaid  on-site  nurse  who  is  employed 
by  the  State  and  is  not  responsible  to  any  hospital 
aut  hority.  The  Medicaid  nurse  is  in  no  way  associ- 
ated with  the  PSRO  nurse  who  reviews  the  same 
Medicaid  charts.  The  On-Site  Program  does  not 
provide  the  Medicaid  nurse  with  specific  published 
guidelines  for  determining  eligibility,  and  thus  de- 
nials are  based  solely  on  her  judgment  of  the  neces- 
sity and  length  of  the  hospitalization.  In  evaluating 
the  medical  record,  housestaff  progress  notes  are  of 
crucial  importance  with  nurse’s  notes  and  other  data, 
such  as  laboratory  and  x-ray  film  findings,  being  es- 
sentially insignificant.  While  the  PSRO  nurse  works 
through  a physician  and  cooperates  with  the  resi- 
dents, informing  them  of  problem  cases,  the  Medi- 
caid nurse  works  independently  and  files  her  reports 
directly  to  the  local  area  officer  in  White  Plains,  New 
York.  The  information  she  gathers  is  not  available 
to  hospital  staff  as  immediate  feedback.  Once  the 
denial  has  been  filed,  it  is  almost  certainly  approved 
by  the  area  officer  and  may  be  overturned  only  by 
formal  appeal  with  documentation.  In  other  words, 
the  physician  who  serves  as  area  officer  does  not  re- 
view the  chart  before  approving  the  denial.  Of  the 
cases  appealed  in  the  year  under  study,  only  2 per- 
cent were  accepted.  Once  the  denial  has  been  sub- 
mitted, there  is  little  hope  of  recovering  the  lost 
benefits. 

Reasons  for  denial 

The  denials  were  separated  into  categories  ac- 
cording to  the  on-site  nurse’s  reasons  for  denial  of 
benefits.  In  addition,  we  further  subdivided  some 
of  the  categories  that  included  cases  that  were  more 
profitably  discussed  separately  (Table  I). 

Extension  of  benefits  form  201  not  submitted. 
Failure  to  submit  the  proper  form  accounted  for  only 
6 percent  of  the  annual  denials.  The  responsibility 
for  recognizing  the  need  to  submit  the  form  and  the 
actual  completion  of  the  form  has  been  designated 
to  be  the  resident’s  responsibility.  This  category 
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TABLE  I.  Medicaid  payment  denials 


Denial 

Num- 

ber 

Reason 

Num- 

ber 

of 

Cases 

Num- 

ber 

of 

Days 

Cost 

(Dol- 

lars) 

1 

Form  201  not  submitted 

4 

28 

7,728 

2 

Stayed  beyond  discharge  date 

11 

14 

3,864 

3 

Insufficient  progress  notes 

3A 

Hospitalization  necessary 

14 

137 

37,812 

3B 

Inadequate  chart 
documentation 

4 

13 

3,588 

4 

Excessive  hospitalization 

14 

79 

21,804 

5 

No  social  service  involvement 

6 

53 

14,628 

6 

Hospitalization  for  other 
than  medical  reasons 

21 

128 

35,407 

Totals 

74 

452 

124,831 

could  theoretically  be  eliminated  by  even  more  con- 
ferences and  reminders  by  full-time  physicians  and 
clerical  staff. 

Patient  did  not  leave  on  discharge  date.  The 

1 1 cases  reviewed  account  for  14  denial  days,  which 
are  3 percent  of  total  denials.  The  Medicaid  popu- 
lation has  a high  percentage  of  individuals  who  can- 
not afford  automobiles  and  depend  on  friends  and 
public  transportation.  If  the  parents  do  not  pick  up 
t he  child  on  the  discharge  date,  the  hospital  is  pow- 
erless to  avoid  denial  of  payment.  There  are  also 
many  cases  where  weekends  and  holidays  prevent  the 
immediate  placement  of  unwanted  infants,  resulting 
in  technical  denial  of  payment: 

Case  1.  An  unwanted  baby  boy,  whose  mother  was 
unwed  and  had  received  no  prenatal  care,  was  born  on 
Wednesday  morning  and  would  have  been  discharged  with 
his  mother  on  Sunday.  The  county  social  services  de- 
partment does  not  work  on  weekends,  nor  are  placements 
made  on  Sundays.  The  child  was  properly  discharged  to 
the  county  on  Monday.  Medicaid  denied  two  days’  ben 
efits. 

This  category  clearly  represents  cases  in  which 
hospital  services  were  appropriately  provided  but 
disallowed  on  technical  grounds. 

Insufficient  medical  progress  notes.  The 
largest  category  reviewed  was  that  involving  insuf- 
ficient notes.  There  were  150  days  denied  at  a total 
cost  of  $41 ,400,  accounting  for  35  percent  of  the  total. 
This  category  is  subdivided  into  those  cases  in  which 
a review  of  the  chart  data  other  than  medical  progress 
notes  revealed  a clear  need  for  hospitalization,  for 
example,  intravenous  antibiotic  therapy  and  post- 
operative care,  and  those  cases  where  in  fact  there 
were  no  chart  data  to  support  the  need  for  hospital- 
ization. This  is  a crucial  point  in  that  medical 
progress  notes  are  not  the  only  evidence  for  or  against 
the  need  for  hospitalization.  Several  examples  will 
clarify  the  subdivisions. 

Hospitalization  necessary.  The  following  two 
cases  present  situations  needing  hospitalization. 


Case  2.  A baby  girl  was  premature  and  developed  re- 
spiratory distress  syndrome  in  a local  hospital.  She  was 
transferred  to  the  NCMC  neonatal  ICU  (intensive  care 
unit)  where  she  was  successfully  treated  and  discharged. 
No  medical  progress  notes  by  the  resident  were  present  in 
the  chart.  Admission  history  and  physical  examination 
by  two  physicians,  physicians’  orders,  laboratory  data, 
nurses’  notes,  and  diagnostic  tests  all  supported  the  need 
for  hospital  treatment.  Medicaid  denied  payment  for  the 
entire  hospitalization. 

Case  3.  An  infant  girl  was  admitted  and  treated  suc- 
cessfully for  nephrotic  syndrome.  There  were  no  progress 
notes  written  during  the  last  five  days  of  her  hospitaliza- 
tion, but  physicians’  orders  for  intravenous  and  drug 
therapy  substantiate  that  appropriate  necessary  treatment 
was  provided.  Medicaid  denied  payment  for  the  last  five 
days. 

It  is  important  to  note  here  that  there  is  no  clearly 
defined  regulation  regarding  the  frequency  that 
progress  notes  should  appear  in  the  chart.  In  some 
cases  as  few  as  two  or  three  days  may  be  denied,  while 
in  others  payment  is  made  for  periods  of  up  to  five 
days  when  no  notes  were  written.  This  is  not  to 
justify  the  absence  of  progress  notes  but  to  emphasize 
the  variability  in  assessment  of  their  necessity. 

Need  for  hospitalization  not  supported  by  chart 
data.  The  following  three  cases  illustrate  instances 
where  chart  data  did  not  indicate  a need  for  hospi- 
talization. 

Case  4.  A 12-year-old  boy  hospitalized  for  a seizure 
disorder  had  no  chart  data  to  document  the  prolonged 
hospitalization.  The  patient  was  finally  signed  out  against 
medical  advice  by  his  parents. 

Case  5.  A 13-year-old  boy  involved  in  a minor  traffic 
accident  was  successfully  treated  and  was  scheduled  for 
discharge  pending  neurologic  consultation.  Consultation 
was  inexplicably  delayed  for  two  days,  the  payment  for 
which  was  denied  by  Medicaid. 

Case  6.  A 6-year-old  girl  recovering  from  urologic  sur- 
gery had  no  medical  progress  notes  for  the  last  1 1 days  of 
her  hospitalization.  The  total  stay  in  the  hospital  was 
within  standard  limits  for  this  procedure.  The  absence  of 
medical  progress  notes  coupled  with  lack  of  other  sup- 
porting data,  such  as  nurses’  notes  or  laboratory  findings, 
resulted  in  denial. 

The  last  case  presents  a special  problem,  since  it 
involves  interdepartmental  cooperation.  Those 
patients  treated  by  another  service  and  then  trans- 
ferred to  pediatrics  remain  the  responsibility  of  the 
specialty  resident.  The  pediatric  resident  writes  an 
admitting  note  on  transfer  to  the  floor  and  will  be- 
come involved  in  the  day-to-day  care  of  the  patient 
only  if  there  are  medical  complications  during  the 
recovery  period.  As  in  the  aforementioned  case,  if 
the  specialty  resident  does  not  write  adequate 
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progress  notes  and  the  hospitalization  is  denied,  the 
loss  of  revenue  is  debited  to  the  department  of  pe- 
diatries. 

Excessive  hospitalization.  The  category  of  ex- 
cessive hospitalization  includes  those  cases  in  which 
the  resident’s  progress  notes,  although  sufficient  in 
frequency,  did  not  provide  documentation  of  need 
for  hospitalization,  according  to  the  on-site  nurse’s 
judgment.  These  cases  include  some  difficult  clinical 
situations  that  lend  themselves  to  Monday  morning 
quarterbacking.  The  following  cases  will  serve  as 
examples: 

Case  7.  A baby  boy  was  seen  in  the  general  pediatric 
clinic  with  an  eye  infection.  Topical  antibiotics  were 
prescribed,  and  the  baby  was  sent  home.  One  week  later, 
the  infection  was  unimproved,  and  noncompliance  with  the 
medical  regimen  was  suspected.  The  infant  was  admitted 
and  treated  with  topical  antibiotics,  and  the  infection  re- 
solved in  a few  days.  Medicaid  denied  payment  for  this 
case  because  it  "could  have  been  treated  on  an  outpatient 
basis.” 

Case  X.  A 10-year-old  girl  was  admitted  with  hepato- 
splenomegaly,  anemia,  and  ascites.  A diagnosis  of  visceral 
larva  migrans  was  made  on  the  fourteenth  hospital  day. 
Medicaid  disallowed  this  as  too  long  a period  for  the  di- 
agnosis of  an  anemia  in  childhood. 

Also  included  in  this  category  are  cases  in  which 
diagnostic  procedures  and  consults  that  were  post- 
poned or  cancelled  by  the  laboratory  or  x-ray  de- 
partment resulted  in  a loss  of  benefits  w'hen  the 
reasons  for  the  delay  were  not  documented  in  the 
chart. 

Hospitalization  unnecessary — no  social  ser- 
vices notes.  Cases  where  hospitalization  was 
deemed  unnecessary  involved  patients  whose  medi- 
cal progress  notes  indicated  that  discharge  planning 
depended  on  social  services  clearance  or  follow-up. 
In  two  of  the  cases  reviewed,  there  were  social  ser- 
vices notes  documenting  their  involvement  in  the 
case,  but  no  documentation  was  present  prior  to  the 
chart  review  by  the  on-site  nurse. 

Case  9.  A baby  boy  was  admitted  for  failure  to  thrive 
and  gained  weight  dramatically  on  a regular  diet.  The  case 
was  verbally  referred  to  the  social  worker  by  the  resident 
for  investigation  of  possible  parental  neglect.  One  week 
following  admission,  there  was  still  no  social  services  note 
in  the  chart.  The  chart  was  reviewed  by  the  on-site  nurse, 
and  payment  of  several  days’  hospitalization  w'as  denied. 
Three  days  after  the  review  by  the  on-site  nurse,  social 
services  amply  documented  that  they  had  in  fact  been  ac- 
tively involved  since  the  verbal  referral  on  admission.  This 
case  was  appealed  and  denied. 

Hospitalization  not  medically  indicated.  In- 
stances where  hospitalization  is  not  medically  indi- 
cated include  cases  that  no  longer  need  hospitaliza- 
tion for  medical  reasons  but  cannot  be  discharged  for 
a variety  of  sociolegal  reasons.  These  include  chil- 
dren w'hose  parents  are  being  investigated  by  pro- 


tect ive  services,  children  whose  parents  will  not  or 
cannot  care  for  them,  and  children  who  are  await  ing 
social  services  placement.  The  majority  of  these 
cases  can  be  appealed  under  the  New  York  Depart- 
ment of  Health  Hospital  Memorandum  number 
77  (15,  which  states  that  Medicaid  benefits  will  con- 
tinue  for  other  than  medical  reasons  contingent  on 
approval  of  the  local  commissioner  of  social  ser- 
vices. 

Comment 

The  problem  of  Medicaid  denials,  even  at  the 
hospital  department  level,  remains  complex.  Re- 
ferring to  Table  1,  categories  1,  II,  and  5,  can  be  ap- 
preciably diminished  through  an  interdepartmental 
resident  and  social  service  education  program. 
Residents  are  not  currently  sufficiently  aware  of  the 
Medicaid  on-site  system.  Instruction  in  the  proce- 
dures of  the  On-Site  Program  are  a routine  matter  in 
the  initial  orientation  of  new  interns  and  residents, 
but  better  reinforcement  is  indicated.  This  is  of  even 
greater  importance  in  those  institutions  with  a higher 
percentage  of  Medicaid  patients.  These  additional 
educational  sessions  would  sensitize  the  residents  to 
the  importance  of  clearly  documenting  the  need  for 
hospital  stay  throughout  the  illness  on  a daily  basis, 
and  especially  during  the  recovery  period.  Fur- 
thermore, the  resident  should  document  such  com- 
munication as  occurs  with  social  services  in  cases 
where  their  involvement  is  essential  for  discharge 
planning.  Emphasis  also  needs  to  be  placed  on  the 
“legal  document”  aspect  of  medical  records.  A 
well-written  service  note  not  only  lists  current  per- 
tinent diagnostic  data  and  treatment  plans,  but  also 
organizes  this  information  in  a manner  that  reflects 
and  supports  the  physician’s  thinking  about  the 
management  of  the  illness. 

All  of  these  measures  will  work  optimally  only  if 
feedback  is  available  at  all  levels.  Currently  resi- 
dents whose  patients  have  been  denied  coverage  are 
not  informed,  and  in  fact  the  physician  of  record  is 
often  not  informed  until  the  appeal  period  has 
passed.  Stricter  discipline  is  needed  to  educate  re- 
peated offenders. 

Educational  sessions  will  also  have  to  be  tailored 
to  the  specific  problems  that  account  for  the  majority 
of  denials  in  a given  department.  For  example, 
surgical  specialties  have  great  difficulty  completing 
routine  preoperative  laboratory  work  on  an  outpa- 
tient basis.  Unpredictable  and  understaffed  labo- 
ratories, coupled  with  underprivileged  patients,  who 
have  high  noncompliance  rates,  often  result  in  the 
elective  admission  of  patients  unprepared  for  sur- 
gery. This  requires  additional  preoperative  hospital 
days  to  complete  laboratory  work,  resulting  in  tech- 
nical denials.  Greater  cooperation  between  de- 
partments is  the  only  approach  in  this  type  of  situa- 
tion. Similarly,  interdepartmental  cooperation  is 
required  to  educate  residents  who  admit  pat  ients  to 
services  other  than  their  own. 
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In-house  interdepartmental  education  can  affect 
the  Medicaid  denial  rate,  but  it  will  be  at  the  expense 
of  staff  time  spent  on  other  much-needed  activities. 
Nevertheless  it  is  evident  from  the  data  and  repre- 
sentative cases  that  the  criteria  used  by  the  On-Site 
Program  result  in  technical  denials  of  payment  for 
needed  services  appropriately  delivered.  The  central 
issue  in  this  study  is  the  criteria  used  by  Medicaid  to 
deny  payment.  A discussion  of  the  two  largest 
categories  listed  in  Table  I will  clarify  the 
problem. 

Most  frequent  problems 

No  medical  progress  notes.  Of  the  150  days 
denied  because  of  insufficient  progress  notes,  137 
days,  or  91  percent,  could  be  justified  on  the  basis  of 
other  chart  data.  There  is  no  question  that  medical 
progress  notes  are  an  integral  part  of  the  proper 
management  of  a medical  problem.  It  is  equally 
clear,  however,  that,  the  presence  or  absence  of  those 
notes  does  not  accurately  reflect  the  necessity  of  a 
given  hospitalization.  A fixed  rule  specifying  the 
number  of  notes  per  week  does  not  insure  that  ser 
vices  are  appropriately  provided.  Furthermore,  such 
regulations  do  not  allow  for  the  tremendous  diversity 
of  patient  problems  and  realistic  limits  of  staff  time 
available.  A daily  note  may  be  appropriate  in  an 
uncomplicated  viral  pneumonia  but  would  be  grossly 
inadequate  in  a neonatal  ICU.  In  our  neonatal  ICU 
hourly  entries  are  made  on  work  sheets  that  for  a 
variety  of  practical  and  legal  reasons  are  not  accepted 
by  Medicaid  as  documentation  of  medical  care.  This 
confusion  about  what  is  considered  “documentation” 
is  clear  in  the  contradictory  use  of  nurse’s  notes, 
consultations,  and  laboratory  data  to  deny  payment. 
There  are  cases  where  nurse’s  notes  are  used  as 
written  evidence  that  a patient  did  not  require  fur- 
ther treatment,  for  example:  “Patient  out  of  bed  ad 
lib,  feeling  well,  vital  signs  stable,  no  complaints.” 
Yet  we  reviewed  many  cases  where,  in  the  absence  of 
physician’s  progress  notes,  the  need  for  hospitaliza- 
tion was  clearly  stated  in  the  nursing  notes,  specialty 
consultation,  or  grossly  abnormal  laboratory  data, 
but  payment  was  nevertheless  denied. 

There  is  also  no  consistent  pattern  to  the  number 
of  days  wit  hout  a medical  note  that  are  denied.  The 
same  number  of  days  without  a note  is  much  more 
likely  to  be  denied  at  the  end  of  a hospitalization  than 
an  equal  number  of  days  in  the  middle  of  a hospi- 
talization. However,  it  is  during  the  uneventful 


convalescence  that  notes  become  less  necessary  al- 
lowing the  resident  to  give  more  time,  and  notes,  to 
the  acutely  ill  patient. 

Hospitalization  not  necessary  for  medical 
reasons  only.  The  On-Site  Program  also  capi- 
talizes on  the  special  problems  confronted  in  serving 
a Medicaid  population.  These  include  parents  not 
picking  up  their  children  on  scheduled  discharge 
days,  unwanted  infants  awaiting  placement  on 
weekends  and  holidays,  suspected  outpatient  treat- 
ment noncompliance,  and  so  forth.  Although  the 
appeal  procedure  exists  to  correct  as  regards  these 
problems,  in  practice  fewer  than  1 in  10  appeals  are 
accepted  even  when  voluminous  documentation  is 
provided.  Under  current  practice  it  is  in  fact  futile 
to  appeal  cases  denied  on  the  basis  of  inadequate 
progress  notes  regardless  of  other  data  available  to 
document  medical  treatment. 

Summary  and  common  sense 

If  we  combine  together  those  denials  of  Medicaid 
insurance  benefits  in  which  the  problem  was  tech- 
nical, as  with  problem  number  1,  Table  I,  resulted 
from  insoluble  social  problems,  as  with  problems  2, 
5,  and  6,  and  also  those  where  the  evidence  in  the 
chart  documented  the  need  for  hospitalization,  as 
with  problem  3A,  we  are  left  with  3B  and  4,  or  20 
percent  of  the  denials  which  may  in  fact  be  justified. 
Even  here  there  is  often  valid  room  for  disagreement. 
This  20  percent  represents  90  patient  days  and 
$25,000  denied,  which  is  0.36  percent  of  the  total 
25,000  patient  days,  or  1.4  percent  of  the  Medicaid 
days. 

Is  it  worth  it?  The  hospital  has  employed  a full- 
time physician  to  supervise  audit  and  utilization,  and 
clerical  staff  have  increased.  Several  resident 
teaching  conferences  have  been  held,  more  are 
planned,  and  we  are  insisting  on  daily  progress  notes 
by  the  physician  on  all  pediatric  patients  which  adds 
anot her  administrative  burden  to  the  resident  phy- 
sician. The  hospital  is  fully  approved  by  the  Joint 
Commission  on  Accreditation  of  Hospitals,  and  the 
pediatric  residency  is  fully  approved  by  the  American 
Board  of  Pediatrics.  The  residency  reviewer  praised 
the  excellence  of  our  pediatric  charts  compared  to 
others. 

This  on-site  Medicaid  review  has  been  cited  by 
other  states  and  in  the  press  as  being  “stiff  restraints 
that  have  cut  down  Medicaid  costs.”  We  would 
encourage  a closer  look  before  others  emulate  this 
program. 
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Administration 
is  free  when  your 
retirement  plan  account 
is  at  Pai  ne  Webber. 

Paine  Webber  offers  the 
following  free  services  to  clients  with  qualified 
retirement  plan  accounts: 

Defined  Benefit  Pension  Plans 

Annual  Actuarial  Cost  of  Benefit  Calculations. 

Certification  of  Schedule  B 5500  Series  Tax  Returns. 

Annual  Participation  Benefit  Statement. 

Accrued  Vested  Benefit  Calculations. 

Administrative  Services 

Preparation  of  5500-5500  C— 5500  K Returns. 

Preparation  of  EBS-1  Report  and  Summary  Plan  Description  for 

Department  of  Labor. 

Preparation  of  PBGC  Report  for  Filing  With 
Pension  Benefit  Guarantee  Coip. 

Similar  Services  for  Defined  Contribution  Plans,  Keogh  and  IRA’s. 

If  you  are  interested  in  learning  more  about  our  free 
administrative  package  for  qualified  plans,  please 
call  Gus  Mezzetta  at  (516)  747-5180  or  (212)  895-3232. 

Thank  you 
PaineWebber 
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Obituaries 


George  Anopol,  M.D.,  of  Yonkers,  died  on  May  8 at  the 
age  of  86.  Dr.  Anopol  graduated  in  1920  from  University 
and  Bellevue  Hospital  Medical  College.  He  was  a con- 
sulting orthopedic  surgeon  at  Yonkers  General  and 
Yonkers  Professional  Hospitals.  Dr.  Anopol  was  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow  of  the  In- 
ternational College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons,  the  Ameri- 
can Academy  of  Compensation  Medicine,  Inc.,  the  New 
York  Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Avin,  M.D.,  of  Brooklyn,  died  on  June  4 at  the  age 
of  78.  Dr.  Avin  graduated  in  1924  from  the  University  of 
Pennsylvania  School  of  Medicine.  He  was  a consulting 
pediatrician  at  Maimonides  Medical  Center.  Dr.  Avin  was 
a Diplomate  of  the  American  Board  of  Pediatrics  and  a 
member  of  the  American  Academy  of  Pediatrics,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Nuntius  Bellino,  M.D.,  of  Newburgh,  died  on 
August  6 at  the  age  of  79.  Dr.  Bellino  graduated  in  1925 
from  Syracuse  University  College  of  Medicine.  He  was  a 
member  of  the  Ora'nge  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Orson  Buell,  M.D.,  of  New  York  City,  died  on 
September  15  at  t he  age  of  60.  Dr.  Buell  graduated  in  1943 
from  Columbia  University  College  of  Physicians  and 
Surgeons. 

Baxter  Tudor  Davies,  M.D.,  of  Rochester,  died  on  July 
31  at  the  age  of  71.  Dr.  Davies  graduated  in  1935  from  the 
University  of  McGill  Faculty  of  Medicine.  He  was  an  as- 
sociate physician  at  Rochester  General  Hospital  and  an 
attending  physician  at  Highland  Hospital  of  Rochester. 
Dr.  Davies  was  a member  of  the  American  Geriatrics  So- 
ciety, the  Rochester  Academy  of  Medicine,  the  New  York 
State  Society  of  Internal  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Josef  Faltitschek,  M.D.,  of  New  York  City,  died  on  Oc- 
tober 6 at  the  age  of  82.  Dr.  Faltitschek  received  his 
medical  degree  from  the  University  of  Vienna  in  1922.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  (he 
American  Medical  Association. 

Francis  Giammattei,  M.D.,  of  Sun  City  Center,  Florida, 
formerly  of  Tarrytown,  died  on  July  19  at  the  age  of  78. 
Dr.  Giammattei  graduated  in  1926  from  Hahanemann 
Medical  ( College  of  Philadelphia.  He  was  a member  of  I he 
W(  tchester  County  Medical  Society,  the  Medical  Society 


of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Spencer  Gurnee,  M.D.,  of  New  York  City  and  Roslyn, 
died  on  February  18,  1976,  at  the  age  of  72.  Dr.  Gurnee 
graduated  in  1928  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  Y ork  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Israel  Gutentag,  M.D.,  of  Corona,  died  on  September  12 
at  the  age  of  76.  Dr.  Gutentag  received  his  medical  degree 
from  the  University  of  Lwow  in  1927.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Queens,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harris  Warren  Hantman,  M.D.,  of  Flushing,  died  on 
September  27  in  his  64th  year.  Dr.  Hantman  received  his 
medical  degree  from  the  University  of  Zurich  in  1951.  He 
was  a staff  surgeon  at  Booth  Memorial  Hospital.  Dr. 
Hantman  was  a Fellow  of  the  American  College  of  An- 
giology  and  a member  of  the  American  Geriatrics  Society, 
the  Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  Lyman  Hooker,  M.D.,  of  New  York  City,  died  on 
September  1 0 at  the  age  of  102.  Dr.  Hooker  graduated  in 
1940  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  American  Occupa- 
tional Medicine  Association,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Patrick  H.  Huntington,  M.D.,  of  Warrensburg,  died  on 
February  8 at  the  age  of  83.  Dr.  Huntington  graduated  in 
1918  from  Albany  Medical  College.  He  was  a member  of 
the  Warren  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Paul  Kahn,  M.D.,  of  New  York  City,  died  on  April  6,  1978, 
at  the  age  of  72.  Dr.  Kahn  received  his  medical  degree 
from  the  University  of  Freiburg  in  1929.  He  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Kavovit,  M.I).,  of  The  Bronx,  died  on  August  25 
at  the  age  of  74.  Dr.  Kavovit  graduated  in  1929  from  the 
University  of  Virginia  School  of  Medicine.  He  was  a 
member  of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Associat ion. 
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Krnest  J.  Kelley,  -Jr.,  M.D.,  of  Jamestown,  died  on  March 
1 at  the  age  of  81.  Dr.  Kelley  graduated  in  1922  from 
Western  Reserve  University  School  of  Medicine.  He  was 
an  obstetrician  and  gynecologist  at  Jamestown  General 
Hospital  and  at  Woman’s  Christian  Association  Hospital. 
Dr.  Kelley  was  a Fellow  of  the  American  College  of  Sur- 
geons, a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  and  a member  of  the  Academy  of 
Medicine,  the  Chautauqua  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Harry  Klapper  , M.D.,  of  White  Plains,  died  on  May  14 
at  the  age  of  84.  Dr.  Klapper  graduated  in  1918  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
an  honorary  surgeon  at  Westchester  County  Medical 
Center.  Dr.  Klapper  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Robert  George  Marks,  M.D.,  of  New  York  City  and 
Great  Neck,  died  on  July  23  at  the  age  of  62.  Dr.  Marks 
graduated  in  1942  from  Cornell  University  Medical  College. 
He  was  assistant  chief  of  urology  at  Lincoln  Hospital,  chief 
of  urology  at  Trafalgar  Hospital,  an  associate  urologist  at 
Beth  Israel  Medical  Center,  and  an  attending  urologist  at 
Beth  Israel  Medical  Center,  and  an  attending  urologist  at 
Doctors  Hospital.  Dr.  Marks  was  a Diplomate  of  the 
American  Board  of  Urology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American  Uro- 
logical Association,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Ladislaw  Merson,  M.D.,  of  Ilion.  died  on  September  18 
at  the  age  of  72.  Dr.  Merson  received  his  medical  degree 
in  1931  from  the  University  of  Vienna.  He  was  a physician 
in  general  practice  at  Mohawk  Valley  General  Hospital. 
Dr.  Merson  was  a member  of  the  Academy  of  Medicine,  the 
Herkimer  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Louis  J.  Morse,  M.D.,  of  Jamaica  and  Kew  Gardens,  died 
on  October  2 at  the  age  of  81.  Dr.  Morse  graduated  in  1922 
from  Cornell  University  Medical  College.  He  was  director 
of  surgery  at  Kew  Gardens  Hospital  and  a consulting  sur- 
geon at  Queens  Hospital  Center  and  at  Jewish  Hospital  and 
Medical  Center  of  Brooklyn.  Dr.  Morse  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Bruce  Harold  Rice,  M.D.,  of  Cambridge,  died  on  Sep- 
tember 12  at  the  age  of  48.  Dr.  Rice  graduated  in  1956 
from  Temple  University  School  of  Medicine.  He  was  an 
active  surgeon  at  Mary  McClellan  Hospital.  Dr.  Rice  was 
a Diplomate  of  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of  the 
Washington  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Michael  Ringer,  M.D.,  of  New  York  City,  died  on  May 
23  at  the  age  of  85.  Dr.  Ringer  graduated  in  1919  from 
Cornell  l Diversity  Medical  College.  He  was  a member  of 
the  New  York  Academy  of  Medicine,  the  Clinical  Society, 
New  York  Diabetes  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Riccardo  Ruffolo,  M.l).,  of  The  Bronx,  died  on  June  12 
at  the  age  of  94.  Dr.  Ruffolo  received  his  medical  degree 
from  the  l Diversity  of  Naples  in  1911.  He  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Emanuel  Schweitzer,  M.D.,  of  Lawrence,  died  on  July 
16  at  the  age  of  74.  1 )r.  Schweitzer  graduated  in  1930  from 
1 adversity  and  Bellevue  Hospital  Medical  College.  He  was 
an  associate  in  family  practice  at  Peninsula  Hospital 
Center  and  a member  of  the  medical  staff  in  internal 
medicine  at  Long  Island  Jewish-Hillside  Medical  Center. 
Dr.  Schweitzer  was  a member  of  the  American  Academy 
of  Family  Physicians,  the  New  York  Cardiological  Society, 
the  Nassau  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Norman  Shepard,  M.D.,  of  Miami  Beach.  Florida,  for- 
merly of  New  York  City,  died  on  September  19  at  the  age 
of  81.  Dr.  Shepard  graduated  in  1920  from  Fordham 
University  School  of  Medicine.  He  was  a member  of  the 
American  Geriatrics  Society,  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Lome  S.  Tieman,  M.D.,  of  Middletown,  died  on  August 
20  at  the  age  of  70.  Dr.  Tieman  graduated  in  1932  from  the 
University  of  London,  Western  Ontario  Faculty  of  Medi- 
cine. He  was  a consulting  ophthalmologist  at  St.  Francis 
(Port  Jervis).  Arden  Hill  (Goshen),  St.  Anthony  Commu- 
nity (Warwick),  and  Veterans  Administration  (Castle 
Point)  Hospitals.  Dr.  Tieman  was  a Diplomate  of  the 
American  Board  of  Ophthalmology  and  a member  of  the 
Orange  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Calvin  C.  Torrance,  M.D.,  of  Brea,  California,  formerly 
of  Jamestown,  died  on  June  6 at  the  age  of  77.  Dr.  Tor- 
rance graduated  in  1928  from  Cornell  University  Medical 
College.  He  was  a Fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists  and  a member  of  the  Amer- 
ican Association  of  Pathologists  and  Bacteriologists,  the 
Chautauqua  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Edgar  Charles  Trautman,  M.D.,  of  New  York  City,  died 
on  October  9 at  the  age  of  82.  Dr.  Trautman  received  his 
medical  degree  from  the  University  of  Munich  in  1923.  He 
was  a psychiatrist  at  Gracie  Square  Hospital.  Dr.  Traut- 
man was  a Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  American  Academy  of  Neu- 
rology, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
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Medical  Association. 

G.  Marjorie  Williams,  M.D.,  of  Brooklyn,  died  on  Janu- 
ary 23  at  the  age  of  88.  Dr.  Williams  graduated  in  1918 
from  Syracuse  University  College  of  Medicine.  She  was 
a member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hyman  Zahtz,  M.D.,  of  Flushing,  died  on  September  18 
at  the  age  of  58.  Dr.  Zahtz  graduated  in  1946  from  St. 


33rd  Winter  scientific  meeting 
of  AMA  set  January  12-15  in  Texas 


The  33rd  Winter  Scientific  Meeting  of  the  American 
Medical  Association  will  be  held  January  12-15  in  San 
Antonio. 

The  scientific  program  for  the  meeting  was  published 
in  the  October  26  Journal  of  the  American  Medical  As- 
sociation. 

The  meeting  will  offer  attending  physicians  a multi- 
discipline educational  experience.  Many  major  specialty 
societies  will  he  involved  in  the  design  of  many  of  the 
continuing  medical  education  courses  and  symposia  to  be 
offered  during  the  four-day  session. 

The  scientific  program  will  include  45  postgraduate 
courses,  20  symposia,  video  clinics,  cardiopulmonary  re- 
suscitation courses,  scientific  exhibits,  and  other  special 
programs. 

Symposia  topics  will  include  social  drinking  and  chronic 
alcoholism,  what  t he  physician  can  do  to  help  his  patients 
stop  smoking,  international  terrorism  and  rescue,  how  to 
cope  with  the  impaired  physician,  drug  problems  in  the 
teenager,  latest  findings  in  treatment  of  cancer,  health 
effects  of  exposure  to  radiation  from  the  viewpoint  of  the 
practicing  physician,  bites  and  stings,  hypochondriacs  in 
t he  healt  h care  picture,  update  of  plastic  surgery,  obesity 
and  what  can  be  done  about  it. 

The  courses  will  offer  a wide  variety  of  subject  matter 
from  which  the  physician  can  select  subjects  in  which  he 
feels  the  need  of  refresher  training. 

Participating  specialty  societies  are  American  Academy 
of  Dermatology,  American  Association  for  Thoracic  Sur- 
gery, American  Association  of  Neurological  Surgeons  and 
the  Congress  of  Neurological  Surgeons,  American  College 
of  Cardiology,  American  College  of  Chest  Physicians, 
American  College  of  Physicians,  American  Society  for 
Clinical  Pharmacology  and  Therapeutics,  College  of 
American  Pathologists,  and  the  AMA  Section  Council  on 
Plastic,  Reconstruction  and  Maxillofacial  Surgery. 


Louis  University  School  of  Medicine.  He  was  an  associate 
pediatric  cardiologist  at  Jamaica  Hospital,  a staff  pedia- 
trician at  Long  Island  Jewish-Hillside  Medical  Center  and 
a staff  pediatric  cardiologist  there.  Dr.  Zahtz  was  a Dip- 
lomate  of  the  American  Board  of  Pediatrics,  a Fellow  of 
the  American  College  of  Cardiology,  a Fellow  of  the 
American  College  of  Chest  Physicians,  and  a member  of 
the  American  Academy  of  Pediatrics,  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 


Among  the  highlights  of  the  program  are: 

* Hypertension  Update:  1980.  Physicians  will  be 

briefed  on  the  recommended  approach  to  office  treatment 
of  the  newly  discovered  patient  with  high  blood  pressure. 
With  national  educational  efforts  in  the  last  few  years 
aimed  at  finding  those  with  high  blood  pressure,  physicians 
are  faced  with  many  more  cases  in  their  day-to-day  prac- 
tice. 

* Controversies  in  the  diagnosis  and  management  of 
breast  cancer.  The  roles  of  surgery,  radiation  treatment, 
and  use  of  hormones  and  drugs  to  treat  breast  cancer  will 
be  evaluated  in  terms  of  new  approaches  in  which  radical 
surgery  often  is  being  omitted  for  other  treatments. 

* Malevolent  Inflictions:  Bites  and  Stings.  Early 

medical  care  is  stressed  in  contemporary  approaches  to 
dealing  with  bites  and  stings.  All  sorts  of  bites  will  be  in- 
cluded— dogs,  cats,  wild  land  animals,  marine  animals, 
reptiles,  insects— even  human. 

* Practical  training  for  the  physician  in  dealing  with  four 
common  types  of  cancer.  These  are  cancers  of  the  breast, 
lung,  colon,  and  pancreas.  Diagnostic  techniques  will  be 
explored,  and  approaches  aired  to  determine  the  best 
course  of  treatment. 

* Diabetes  mellitus:  The  course  is  directed  to  the  phy- 
sician in  general  practice.  It  will  stress  the  need  for  ap- 
propriate diagnosis  of  diabetes,  and  the  use  of  diet,  oral 
agents,  and  insulin  in  treatment. 

* Behavioral  problems  in  children  and  adolescents.  The 
underlying  physical  and  emotional  disorders  that  result 
in  hyperactivity,  feeding,  and  sleeping  disorders,  bed 
wetting,  and  misbehavior  will  be  studied. 

Further  information  on  the  scientific  meet  ing  is  available 
from  the  Department  of  Scientific  Assembly,  American 
Medical  Association,  535  N.  Dearborn  St.,  Chicago,  IL 
60610. 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


BYLAWS 


Revised  1079 


ARTICLE  I.  NAME  AND  PURPOSE 

The  name  and  title  of  the  State  Society  shall  be  the 
Medical  Society  of  the  State  of  New  York.  The  pur- 
poses of  the  State  Society  shall  be:  to  federate  into  one 
organization  the  medical  profession  of  the  State  of  New 
York;  to  extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine;  to  establish  the  Principles 
of  Professional  Conduct  which  shall  be  binding  on  the 
members  of  the  Medical  Society  of  the  State  of  New 
York,  the  members  of  the  component  county  medical  so- 
cieties, and  the  members  of  the  component  district 
branches,  in  all  matters  in  their  relation  to  each  other 
and  to  the  public;  to  enhance  the  delivery  of  medical 
care  of  high  quality  to  all  people  in  the  most  economical 
manner;  to  promote  the  betterment  of  community 
health;  and  to  enlighten  and  direct  public  opinion  in  re- 
gard to  the  problems  of  medicine  and  health  for  the  best 
interests  of  the  people  of  the  State. 


ARTICLE  II.  MEMBERSHIP 

SECTION  1.  CLASSES 
7'he  membership  in  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  four  classes:  (a)  active, 
(b)  life,  (c)  honorary,  and  (d)  student. 

Active  membership  shall  be  limited  to  graduates  of 
recognized  medical  or  osteopathic  schools  who  have  com- 
pleted not  less  than  four  satisfactory  years  of  at  least  eight 
months  each,  or  the  equivalent,  in  a medical  or  osteopathic 
school  in  the  United  States  of  America  or  Canada  regis- 
tered as  maintaining  at  the  time  a standard  satisfactory  to 
the  medical  or  osteopathic  licensing  authorities  of  the  State 
of  New  York,  or  in  a medical  or  osteopathic  school  in  a 
foreign  country  maintaining  a standard  not  lower  than  that 
prescribed  for  medical  schools  in  this  State. 

The  active  members  shall  be  all  active  members  in  good 
standing  of  the  component  county  medical  societies.  A 
copy  of  the  roster  of  such  members,  certified  tube  correct 
by  the  respective  secretary  of  each  component  county 
medical  society,  shall  be  evidence  of  the  right  of  the 
members  whose  names  appear  therein  to  membership  in 
the  Medical  Society  of  the  State  of  New  York. 

Student  members  shall  be  those  members  enrolled  in 
recognized  medical  schools  in  the  State  of  New  \ork, 


who  are  pursuing  a course  of  study  leading  to  the  degree 
of  Doctor  of  Medicine.  Eligible  students  may  become 
members  of  the  Medical  Society  of  the  State  of  New 
York.  Concurrent  membership  in  a component  county 
society  and  the  American  Medical  Association  is  not  a 
requirement  for  student  membership.  They  shall  apply 
for  student  membership  on  a form  supplied  by  the  sec- 
retary together  with  such  dues  as  are  fixed  by  the  House 
of  Delegates.  When  a student  member  ceases  to  be  en- 
rolled in  a recognized  school  of  medicine  in  the  State  of 
New  York  pursuing  a course  of  study  leading  to  a degree 
of  Doctor  of  Medicine,  he  shall  be  considered  to  have  re- 
signed from  membership  in  the  Medical  Society  of  the 
State  of  New  York. 

A student  member  who  is  suspended  from  the  rights 
and  priv  ileges  of  his  medical  school  shall  likewise  be  sus- 
pended for  the  same  period  from  the  Medical  Society  of 
the  State  of  New  York. 

An  active  member  in  good  standing  who  has  com- 
pletely withdrawn  from  the  active  practice  of  medicine 
and  who  has  been  a member  in  good  standing  for  the 
ten  consecutive  years  prior  to  the  attainment  of  the  age 
of  seventy  years  or  an  active  member  in  good  standing 
who  continues  the  active  practice  of  medicine  and  who 
has  been  a member  in  good  standing  for  the  ten  consec- 
utive years  prior  to  the  attainment  of  the  age  of  sev- 
enty-five years,  or  an  active  member  in  good  standing 
for  ten  consecutive  years  or  more  who  is  permanently 
disabled,  may  apply  for  life  membership.  The  House 
of  Delegates  or  the  Council  may  waive  the  require- 
ments in  a proper  case  where  there  appear  to  be  exten- 
uating circumstances.  He  shall  apply  for  such  life 
membership  to  the  component  county  medical  society 
of  which  he  is  a member.  His  application  shall  be  gov- 
erned by  the  constitution  and  bylaws  of  the  component 
county  medical  society  relative  to  active  membership. 
His  application  shall  he  signed  by  the  president  and 
the  secretary  of  the  component  county  medical  society 
of  which  he  is  a member  and  sent  to  the  secretary  of  the 
State  Society  for  presentation  to  the  Council  for  approv- 
al. 

The  honorary  members  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  such  distinguished  physi- 
cians residing  outside  the  State  of  New  York  as  may  be 
elected.  Nominations  for  honorary  membership  shall 
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be  endorsed  by  three  members  of  the  State  Society  and 
forwarded  to  the  secretary  of  the  State  Society  for  pre- 
sentation to  the  House  of  Delegates.  A two-thirds  vote 
of  the  House  of  Delegates  present  and  voting  shall  be 
necessary  for  election  to  honorary  membership. 


SECTION  2.  PH  I VI  LEGES 

Active  members  vote  and  hold  office  in  the  Medical 
Society  of  the  State  of  New  York. 

They  shall  be  entitled  to  receive  the  New  York  State 
Journal  of  Medicine,  the  News  of  New  York,  and  the 
Medical  Directory  of  New  York  State 

Life  members  shall  not  be  subject  to  Medical  Society  of 
the  State  of  New  York  dues  or  assessments  but  shall  be 
accorded  all  the  rights  and  privileges  of  active  membership. 
They  shall  be  entitled  to  receive  the  New  York  State 
Journal  of  Medicine  and  the  News  of  New  York,  but  the 
Medical  Directory  of  New  York  State  only  on  request. 

Student  members  shall  he  entitled  to  receive  the  New 
York  State  Journal  of  Medicine  and  the  News  of  New 
York,  but  not  the  Medical  Directory  of  New  York  State. 

Honorary  members  shall  be  entitled  to  the  privilege  of 
attending  the  meetings  of  the  Medical  Society  of  the 
State  of  New  York. 

For  a member  elected  after  October  1,  all  rights  and 
privileges  of  membership  shall  date  from  the  time  of 
election. 

State  Society  dues  and  assessments  of  a member 
elected  after  October  1 shall  be  credited  to  the  succeed- 
ing year. 

A member  of  one  component  county  medical  society 
shall  not  be  permitted  to  transfer  to  membership  in  an- 
other component  county  medical  society  until  he  has 
paid  the  current  annual  dues  and  assessments  to  the  for- 
mer component  county  medical  society  and  has  estab- 
lished a legal  residence  or  practices  in  the  county  to 
which  he  desires  transfer,  except  as  provided  in  Article 
XVIII,  “Component  County  Medical  Societies,”  Section 
2.  The  question  of  legal  residence  or  locus  of  practice 
shall  be  verified  by  the  component  county  medical  soci- 
ety to  which  the  member  desires  transfer. 

Any  member,  except  a member  who  is  eligible  and  has 
applied  for  life  membership,  whose  component  county 
medical  society  and  Medical  Society  of  the  State  of  New 
York  dues  are  unpaid  after  May  1 of  any  current  year  or 
whose  assessments  are  unpaid  by  the  specified  time  is 
not  in  good  standing  and  shall  be  deemed  to  be  in  ar- 
rears. 

A member  of  the  Medical  Society  of  the  State  of  New 
York  who  is  in  arrears  for  component  county  medical  so- 
ciety dues  and  State  Society  dues  or  assessments  shall 
not  be  eligible  for  any  office  or  delegacy  or  be  entitled  to 
vote  for  any  officer,  councilor,  trustee,  or  delegate. 

A member  whose  dues  are  unpaid  after  June  1 or 
whose  assessments  are  unpaid  one  month  after  the  spec- 
ified date  shall  be  dropped  from  the  rolls  of  membership 
of  his  component  county  medical  society  and  the  Medi- 
cal Society  of  the  State  of  New  York  upon  reasonable 
notice  to  such  member  by  his  component  county  medi- 
cal society,  or  the  State  Society,  and  without  further  ac- 
tion on  the  part  of  either  the  component  county  medical 
society  or  the  State  Society, and  on  such  date  he  shall 
automatically  cease  to  be  a member  of  both  the  compo- 
nent county  medical  society  and  the  State  Society. 


A member  who  has  been  dropped  from  the  roll  of  a 
component  county  medical  society  by  reason  of  failure 
to  pay  dues  shall  not  be  accepted  by  another  component 
county  medical  society  except  by  regular  transfer  after 
reinstatement  in  the  original  component  county  medical 
society. 

Medical  Society  of  the  State  of  New  York  dues  of  a 
member  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  all  rights  and  privileges  of  member- 
ship, however,  dating  from  the  time  of  reinstatement; 
but  no  member  dropped  for  nonpayment  of  dues  and  as- 
sessments shall  be  reinstated  until  he  has,  in  addition, 
paid  his  dues  and  assessments  for  the  year  in  which  he 
was  dropped. 

A member  convicted  in  a court  of  law  of  a crime  evi- 
dencing moral  turpitude  shall  thereupon  cease  to  be  a 
member  of  the  Medical  Society  of  the  State  of  New 
York. 

A member  expelled  from  his  component  county  medi- 
cal society  or  suspended  from  its  rights  and  privileges 
shall  likewise  be  expelled  or  suspended  for  the  same  pe- 
riod from  the  Medical  Society  of  the  State  of  New  York. 
The  right  of  appeal  to  the  State  Society  shall  not  be  im- 
paired. Members  not  in  good  standing  or  ceasing  to  be 
members  of  their  component  county  medical  society 
shall  ipso  facto  have  the  same  status  in  the  State  Soci- 
ety. 


SECTION  3.  CONTINUING  MEDICAL 
EDUCATION 

An  active  member  who  fails  to  fulfill  the  requirements 
for  continuing  medical  education  established  by  the 
Council  of  the  Medical  Society  of  the  State  of  New1  York 
shall  not  be  in  good  standing.  This  section  shall  become 
effective  on  March  1,  1981. 


ARTICLE  III.  HOUSE  OF  DELEGATES 

There  shall  be  a House  of  Delegates  which  shall  be  the 
legislative  body  of  the  Medical  Society  of  the  State  of 
New  York  and  shall  be  charged  with  the  general  man- 
agement, superintendence,  and  control  of  the  State  So- 
ciety and  its  affairs,  and  shall  have  such  general  powers 
as  may  necessarily  be  incident  thereto,  except  as  other- 
wise specifically  provided  by  the  Bylaws. 

SECTION  I.  COMPOSITION 

The  House  of  Delegates  shall  be  composed  of:  (a) 

duly  designated  delegates  from  the  component  county 
medical  societies;  (b)  officers  of  the  Medical  Society  of 
the  State  of  New  York,  councilors  and  trustees;  (c)  a 
duly  designated  delegate  from  each  district  branch;  (d)  a 
duly  designated  delegate  from  each  scientific  section;  (e) 
a duly  designated  delegate  from  the  student  membership; 
(f)  the  Commissioner  of  Health  of  the  State  of  New  York, 
or  a deputy  designated  by  him,  provided  that  any  repre- 
sentative shall  be  a member  of  the  State  Society;  (g)  past- 
presidents  of  the  State  Society  who  shall  be  members  for 
life;  and  (h)  a representative  from  each  of  the  medical 
schools  of  New  York  State,  provided  said  representative 
is  a member  of  the  Medical  Society  of  the  State  of  New 
York. 
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The  number  of  delegates  to  which  each  component 
county  medical  society  is  entitled  shall  be  determined 
by  one  of  the  two  following  optional  methods: 

(a)  Each  component  county  medical  society  shall  be 
entitled  to  as  many  delegates  as  there  shall  be  State  as- 
sembly districts  in  such  county  at  the  time  of  election, 
but  each  county  medical  society  shall  be  entitled  to  elect 
at  least  1 delegate; 

(b)  Any  component  county  medical  society,  which  ac- 
cording to  the  rolls  of  the  Medical  Society  of  the  State  of 
New  York  two  months  prior  to  the  annual  meeting,  shall 
have  had  up  to  99  members,  shall  be  entitled  to  1 delegate. 
Any  component  county  medical  society  having  100  to  199 
members  shall  he  entitled  to  2 delegates.  Any  component 
county  medical  society  having  200  to  349  members  shall 
be  entitled  to  3 delegates.  Any  component  county  medical 
society  having  350  to  499  members  shall  be  entitled  to  4 
delegates.  Any  component  county  medical  society  having 
500  to  749  members  shall  be  entitled  to  5 delegates.  Any 
component  county  medical  society  having  750  to  999 
members  shall  be  entitled  to  6 delegates.  Any  component 
county  medical  society  having  1,000  or  more  members  shall 
be  entitled  to  at  least  7 delegates  and  1 additional  delegate 
for  each  additional  300  members.  Each  component  county 
medical  society  shall  be  entitled  to  designate  at  least  1 
delegate,  but  no  component  county  medical  society  shall 
be  entitled  to  designate  more  than  30  delegates. 

A delegate  to  the  House  of  Delegates  shall  not  be  con- 
sidered in  good  standing  or  entitled  to  vote  in  the  House 
of  Delegates  if  the  component  county  medical  society  by 
which  he  was  elected  is  in  default  of  the  payment  of  any 
dues  or  assessments  imposed  by  the  House  of  Delegates, 
and  said  component  county  medical  society  has  been 
duly  notified  of  such  default,  or  if  such  component 
county  medical  society  shall  at  the  time  be  under  sen- 
tence of  suspension  imposed  by  the  House  of  Delegates, 
or  if  such  delegate  is  not  in  good  standing  in  the  Medical 
Society  of  the  State  of  New  York,  or  in  the  component 
county  medical  society  to  which  he  belongs. 

The  term  of  a delegate  duly  designated  by  a compo- 
nent county  medical  society,  district  branch,  scientific 
section,  or  medical  school  shall  begin  at  the  first  annual 
meeting  of  the  House  of  Delegates  subsequent  to  his 
designation. 

A delegate  shall  practice  or  maintain  residence  or  an 
office  in  the  State  of  New  York.  Otherwise  his  office  as 
a delegate  in  the  Medical  Society  of  the  State  of  New 
York  shall  be  declared  vacant  by  the  Council. 

The  student  members  of  each  medical  school  in  New 
York  State  shall,  at  least  sixty  days  prior  to  the  annual 
meeting  of  the  House  of  Delegates  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  elect  two  members  from 
among  their  number  to  represent  them  at  the  business 
meeting  of  the  student  members  which  shall  be  held 
immediately  prior  to  the  convening  of  the  House  of 
Delegates.  At  such  meeting  the  representatives  shall 
elect  a chairman,  vice-chairman,  secretary,  delegates, 
and  alternate  delegates.  The  medical  student  mem- 
bership shall  be  ent  it  led  to  one  delegate  and  one  alter- 
nate delegate  and,  according  to  the  rolls  of  the  Medical 
Society  of  the  State  of  New  York,  sixty  days  prior  to  the 
annual  meeting,  one  additional  delegate  for  each  addi 
tional  400  student  members,  up  to  a maximum  of  3 
delegates.  No  member  shall  hold  more  than  one  such 
office.  The  chairman,  vice-chairman,  and  secretary 
shall  conduct  the  business  meeting  and  the  delegates 
and  alternate  delegates  shall  represent  the  student 


members  at  the  first  annual  meeting  of  the  House  of 

Delegates  subsequent  to  their  designation. 

SECTION  2.  DUTIES 

The  House  of  Delegates  formulates  policy  for  the 
Medical  Society  of  the  State  of  New  York.  No  officer, 
councilor,  board,  commission,  committee,  or  employee 
shall  initiate  any  policy  or  commit  the  State  Society  to 
any  policy  unless  such  policy  has  been  expressly  ap- 
proved by  the  House  of  Delegates  or  by  the  Council. 

It  shall  elect  the  officers,  councilors,  and  trustees  of 
the  State  Society  and  the  delegates  to  the  American 
Medical  Association. 

Credentials  signed  by  the  president  and  secretary 
shall  be  issued  to  delegates  to  the  American  Medical  As- 
sociation. 

It  shall  pass  on  the  credentials  and  qualifications  of 
delegates  and  shall  decide  who  are  entitled  to  be  mem- 
bers of  the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York. 

It  shall  have  authority  and  power  to  suspend  or  other- 
wise discipline  its  own  members,  district  branches,  com- 
ponent county  medical  societies,  or  any  members  of  the 
Medical  Society  of  the  State  of  New  York  charged  with 
special  duties  for  and  under  authority  of  the  State  Soci- 
ety. 

It  shall  provide  for  a division  of  the  scientific  work  of 
the  Medical  Society  of  the  State  of  New  York  into  ap- 
propriate sections;  for  the  organization  of  the  district 
branches;  for  rules  and  regulations  for  its  own  govern- 
ment, and  for  the  administration  of  the  affairs  of  the 
State  Society. 

It  shall  provide  for  the  issuance  of  charters  to  compo- 
nent county  medical  societies  in  affiliation  with  the 
Medical  Society  of  the  State  of  New  York. 

It  shall  have  authority  to  appoint  special  committees 
from  among  members  of  the  Medical  Society  of  the 
State  of  New  York. 

SECTION  3.  MEETINGS 

The  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  and  the  annual  meeting  of  the  House 
of  Delegates  shall  be  held  at  the  call  of  the  speaker. 

Such  annual  meetings  may  be  held  during  the  annual 
convention  of  the  Medical  Society  of  the  State  of  New 
York  though  this  is  not  required. 

The  sessions  of  the  House  of  Delegates  may  be  ad- 
journed from  time  to  time  as  may  be  necessary.  At  least 
30  days  before  the  annual  meeting  of  the  House  of  Dele- 
gates, the  speaker  shall  announce  a schedule  of  the  ad- 
journed sessions  of  the  House  of  Delegates.  This  sched- 
ule may  be  amended  by  the  House  of  Delegates  during 
its  meeting. 

Resolutions  may  be  submitted  to  the  House  of  Delegates 
only  by  members  of  t he  House  of  Delegates  as  individuals, 
or  as  delegates  representing  component  county  medical 
societies,  district  branches  and  scientific  sections,  or  by 
component  county  medical  societies,  district  branches,  and 
scientific  sections. 

No  new  resolution  shall  he  introduced  at  the  last 
scheduled  session  except  by  a unanimous  vote  of  the 
House  of  Delegates. 

Special  meetings  of  the  House  of  Delegates  shall  he 
called  by  the  speaker  on  the  request  in  writing  by  25  per 
cent  of  the  duly  accredited  delegates  of  the  previous  an- 
nual meeting  of  the  House,  or  at  the  request  of  the 
Council;  and  in  case  of  the  failure,  inability,  or  refusal  of 
the  speaker  to  act,  such  meetings  may  be  called  by  a no- 
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t ice  thereof  subscribed  by  25  per  cent  of  duly  accredited 
delegates. 

The  notices  of  the  annual  and  special  meetings  of  the 
House  of  Delegates  shall  state  the  date,  place,  hour,  and 
items  of  business  that  will  be  considered.  These  shall 
be  mailed  first  class  postpaid  to  each  delegate  not  less 
than  ten  nor  more  than  fifty  days  before  such  a meeting. 

Publication  of  the  notice  of  the  annual  meeting  in  the 
official  publication  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  considered  as  complying  with  this 
provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  delegate  shall  he  deemed  sufficient  proof 
of  the  service  on  each  and  every  delegate  for  any  and  all 
purposes. 

A quorum  shall  consist  of  100  members  of  the  House 
of  Delegates. 

The  following  shall  be  the  order  of  business  at  the  ses- 
sions of  the  House  of  Delegates: 

1.  Calling  the  meeting  to  order 

2.  Invocation 

3.  National  Anthem 

4.  Report  of  Reference  Committee  on  Credentials 

5.  Report  by  the  secretary  as  to  the  presence  or  ab- 
sence of  a quorum 

6.  Remarks  by  the  speaker 

7.  Reading  of  the  minutes  of  the  previous  meeting 
by  title 

8.  Address  by  the  president 

9.  Report  of  House  Committee  on  Bylaws 

10.  Report  of  the  Judicial  Council 

11.  Reports  of  Council  commissions  and  committees 

12.  Report  of  the  secretary 

13.  Report  of  the  treasurer 

14.  Report  of  the  Board  of  Trustees 

15.  Report  of  the  executive  vice-president 

16.  Reports  of  district  branches 

17.  Reports  of  special  committees 

18.  Reports  of  reference  committees 

19.  Elections 

20.  Recess  for  annual  meeting  of  the  State  Society 

21.  Unfinished  business 

22.  New  business 

23.  Adjournment 


This  order  of  business  may  be  altered  by  the  speaker 
with  the  approval  of  the  House  of  Delegates  and  may  be 
suspended  by  two-thirds  vote  of  the  House. 

No  delegate  shall  speak  on  any  question  before  the 
House  of  Delegates  for  longer  than  five  minutes  nor 
more  than  once  on  any  subject  except  by  the  consent  of 
a majority  vote  of  the  House. 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- 
cers, councilors,  and  the  trustees  of  the  Medical  Society 
of  the  State  of  New  York,  and  the  delegates  to  the 
American  Medical  Association  shall  be  nominated  and 
elected. 

The  rules  contained  in  Sturgis  Standard  Code  of  Par- 
liamentary Procedure  shall  govern  the  House  of  Dele- 
gates in  all  cases  in  which  they  are  not  inconsistent  or  in 
conflict  with  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  or  the  standing  or  special  rules  of  the 
House  of  Delegates. 


ARTICLE  IV.  COUNCIL 

There  shall  be  a Council  which  shall  exercise  all  the 
rights  and  duties  of  the  House  of  Delegates,  consistent  with 
the  Bylaws  of  t he  State  Society,  when  the  House  of  Dele- 
gates is  not  in  session.  The  Council,  therefore,  is  in  fact 
the  executive  committee  of  the  House  of  Delegates. 
SECTION  1.  COMPOSITION 

1 he  Council  shall  be  composed  of  the  president,  pres- 
ident-elect, vice-president,  immediate  past-president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer. speaker,  vice-speaker,  chairman  of  the  Board  of 
Trustees,  and  12  councilors  elected  by  the  House  of  Del- 
egates. 

The  trustees,  the  executive  vice-president,  the  deputy 
executive  vice-president,  and  the  general  counsel  of  the 
Medical  Society  of  the  State  of  New  York  shall  attend 
all  meetings  of  the  Council  with  voice  but  without  vote. 

Four  councilors  shall  be  elected  annually  by  the 
House  of  Delegates,  each  for  a term  of  three  years.  In 
the  event  of  a vacancy,  a councilor  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the  House 
of  Delegates,  at  which  time  the  House  of  Delegates  shall 
elect  a councilor  to  fill  the  unexpired  term. 

No  person  shall  serve,  consecutively,  more  than  two 
terms  as  councilor.  An  unexpired  term  shall  not  be  con- 
strued as  a term  of  office. 

The  councilors  shall  assume  office  on  election  and 
shall  hold  office  until  their  successors  are  duly  elected 
and  qualified. 

Councilors  shall  be  assigned  to  specific  county  societies 
as  liaison  for  the  C ouncil  in  accordance  with  the  provisions 
of  Article  V,  Section  2.  Councilors  shall  be  required  to 
disseminate  information  of  Council  activity  as  w’ell  as  re- 
turning information  to  the  Council,  and  shall  report  reg- 
ularly to  the  Council  on  their  activity. 

A councilor  shall  practice  or  maintain  a residence  or 
an  office  in  the  State  of  New  York.  Otherwise  his  posi- 
tion in  the  Medical  Society  of  the  State  of  New  York 
shall  be  declared  vacant  by  the  Council. 

If  a councilor  is  absent  from  three  consecutive  regular 
meetings  of  the  Council  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a suc- 
cessor for  the  unexpired  term. 

SECTION  2.  DUTIES 

The  Council  shall  take  such  action  as  is  necessary  to 
carry  out  the  Bylaws  and  to  give  full  effect  to  any  reso- 
lution or  vote  of  the  House  of  Delegates. 

It  shall  also  have  power  to  legislate  as  a House  of  Del- 
egates, when  the  latter  is  not  in  session,  on  all  matters 
consistent  with  the  Bylaws. 

It  shall  have  the  authority  to  make  policy  for  the 
Medical  Society  of  the  State  of  New  York  when  the 
House  of  Delegates  is  not  in  session. 

The  Council's  resolutions  and  actions  shall  be  decisive 
and  final  except  that  all  resolutions  and  actions  of  the 
Council  are  subject  to  review  by  the  House  of  Delegates. 
Its  actions  shall  be  governed  by  the  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York  and  the  rules  and 
regulations  of  the  House  of  Delegates. 

The  Council  shall  have  the  authority  to  vote  all  funds  of 
the  Society  subject  to  the  approval  of  the  Board  of  Trust- 
ees. 

Should  the  Board  of  Trustees  disapprove  of  the  expen- 
diture of  any  funds  voted  for  by  the  House  of  Delegates  or 
the  Council,  then  and  in  that  event,  the  Board  of  Trustees 
shall  return  the  matter  to  either  the  House  of  Delegates  or 
the  Council,  if  the  House  of  Delegates  is  not  in  session, 
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which  may  override  such  disapproval  by  a three-quarter 
vote  and  direct  the  expenditure  of  such  funds.  The  Board 
of  Trustees  shall  not  vote  on  this  issue  at  a meet  ing  of  the 
House  of  Delegates  Jnd  the  chairman  of  the  Board  of 
Trustees  shall  not  vote  on  this  issue  at  the  Council. 

The  Council  shall  have  power  to  fill  any  vacancy 
which  may  occur  in  any  elective  office  not  otherwise 
provided  for,  until  the  next  meeting  of  the  House  of  Del- 
egates. 

The  Council  shall,  by  written  notice,  inform  the  com- 
ponent county  medical  societies  of  the  specific  Councilor 
assigned  to  it  as  liaison  with  the  Council. 

It  shall  prepare  an  annual  budget  for  submission  to 
the  Board  of  Trustees. 

The  Council  utilizing  a search  committee  shall,  with  the 
approval  of  the  Board  of  Trustees,  appoint  and  reappoint 
an  executive  vice-president,  who  shall  be  the  chief  execu- 
tive officer  of  the  Medical  Society  of  the  State  of  New  York, 
to  manage  and  direct  the  activities  of  the  State  Society 
including  disbursement  of  its  funds  when  duly  authorized. 
He  shall  be  a member  of  all  boards,  commissions,  and 
committees  with  voice  but  without  vote.  The  executive 
vice-president  shall  appoint  and  reappoint  a deputy  ex- 
ecutive vice-president  subject  to  the  approval  of  the 
Council. 

The  Council  shall  act  on  the  applications  for  life 
membership  which  have  been  submitted  by  the  compo- 
nent county  medical  societies.  A majority  vote  of  the 
Council  present  and  voting  shall  be  necessary  for  elec- 
tion to  life  membership. 

The  Council  shall  have  responsibility  for  all  publica- 
tions of  the  Medical  Society  of  the  State  of  New  York 
and  their  distribution.  For  the  purpose  of  required  an- 
nouncements, the  official  publication  of  the  State  Soci- 
ety shall  be  the  New  York  State  Journal  of  Medicine. 

Special  committees  shall  report  to  the  Council  and 
shall  be  subject  to  the  Council  unless  otherwise  instruct- 
ed by  the  House  of  Delegates. 

The  Council,  with  the  aid  of  the  general  counsel  of  the 
Medical  Society  of  the  State  of  New  York,  shall  examine 
the  constitution  and  bylaws  of  component  county  medi- 
cal societies  and  district  branches  and/or  all  amend- 
ments thereto  which  shall  be  submitted  to  the  Council 
for  approval  and  shall  approve  or  disapprove  of  said 
amendments. 

The  duties  of  the  Council  shall  include  the  supervi- 
sion of  all  commissions,  committees,  and  activities  of  the 
Medical  Society  of  the  State  of  New  York. 

The  Council  shall  also  keep  constantly  advised  of  the 
activities  of  and  collaborate  with  the  health  and  social 
service  departments  of  the  State  and  with  hospitals, 
clinics,  and  social  service  agencies  in  furthering  the 
health  of  the  community. 

Commissions  and  committees  of  the  Council  may  in- 
clude any  member  of  the  Medical  Society  of  the  State  of 
New  York  who  shall  be  appointed  by  the  president 
subject  to  the  approval  of  the  Council. 

The  Council  shall  control  all  arrangements  for  the  an- 
nual convention  of  the  Medical  Society  of  the  State  of 
New  York. 

SECTION  .?.  TRIALS  FOR  MALFEASANCE 

The  Council  shall  sit  as  a trial  body  for  hearings  on 
charges  of  malfeasance  and/or  nonfeasance. 

Charges  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  an  officer,  councilor,  trustee,  or  mem 
her  of  a board,  commission,  or  committee  of  the  Medical 


Society  of  the  State  of  New  York  shall  be  transmitted  to 
fhe  president  in  writing.  The  president  shall  order  a 
trial  on  said  charges  by  the  Council,  or  a committee 
thereof. 

C harges  of  malfeasance  or  nonfeasance  preferred  by  a 
member  against  the  president  shall  be  transmitted  in 
writing  to  the  secretary  of  the  Medical  Society  of  the 
State  of  New  York  and  shall  be  considered  by  the  Coun- 
cil with  the  vice-president  presiding. 

The  accused  shall  be  given  at  least  ten  days’  notice  of 
such  trial  and  of  the  charges  against  him  and  shall  have 
full  opportunity  to  defend  himself,  but  no  such  officer, 
councilor,  trustee,  or  member  of  a board,  commission,  or 
committee  shall  be  removed  or  otherwise  disciplined  ex- 
cept by  a three-fourths  vote  of  the  Council. 

In  case  any  such  officer,  councilor,  trustee,  or  member 
of  a board,  commission,  or  committee  shall  be  removed, 
he  may  appeal  from  the  decision  of  the  said  Council  to 
the  House  of  Delegates;  but,  pending  the  determination 
of  such  appeal,  he  shall  not  exercise  the  functions  of  his 
office. 

SECTION  4.  EXECUTIVE  COMMITTEE 

The  Council  shall  establish  an  executive  committee  to 
be  composed  of  the  president,  the  vice-president,  the 
president-elect,  the  immediate  past-president,  the  secre- 
tary, the  treasurer,  and  two  additional  members  of  the 
Council  appointed  by  the  president  with  the  approval  of 
the  Council. 

This  committee  shall  be  appointed  by  the  president 
and  shall  serve  only  during  his  tenure  as  president. 

The  executive  committee  shall  have  the  authority  to 
take  action  in  case  of  emergency  arising  in  the  interim 
between  the  meetings  of  the  Council  to  protect  the  in- 
terests and  purposes  of  the  Medical  Society  of  the  State 
of  New  York  as  set  forth  in  these  Bylaws.  In  times  of 
such  emergency,  the  executive  committee  shall  have  all 
the  powers  and  duties  which  are  conferred  on  the  Coun- 
cil, and  it  shall  at  all  times  assist  the  Council.  Any  ac- 
tion taken  by  the  executive  committee  shall  be  reported 
in  full  to  the  Council  at  its  next  meeting. 

SECTION  5.  MEETINGS 

The  newly  elected  Council  shall  meet  at  the  close  of 
the  annual  meeting  of  the  House  of  Delegates.  The 
Council  and  Executive  Committee  shall  meet  at  regular 
intervals  at  times  and  places  that  shall  be  fixed  by  the 
president  with  the  approval  of  the  Council.  Twenty- 
five  per  cent  of  the  members  of  the  Council  in  writing 
may  require  the  president  to  call  a special  meeting  for 
such  time  and  place  as  he  shall  designate,  within  ten 
days  of  his  receipt  of  such  notice. 

The  notices  of  the  regular  meetings  of  the  Council 
shall  state  the  date,  place,  hour,  and  shall  be  mailed 
postpaid  to  each  member  by  first  class  mail  not  less  than 
ten  nor  more  than  fifty  days  before  a meeting. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  Council  member  shall  he  deemed  suffi- 
cient proof  of  the  service  on  each  and  every  Council 
member  for  any  and  all  purposes. 

Council  members  must  receive  at  least  three  days’  no- 
tice by  letter  or  telegram  from  the  State  Society’s  office 
of  a special  meeting,  which  shall  state  the  date,  place, 
hour,  and  items  of  business  that  will  be  considered. 

A quorum  shall  consist  of  14  members  of  the  Council. 

The  following  shall  be  the  order  of  business  at  meet- 
ings of  the  Council,  which  may  be  altered  by  the  chair- 
man with  the  consent  of  the  Council: 
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1.  Calling  the  meeting  to  order 

2.  Roll  call 

3.  Reading  of  minutes 

4 Communications 

5.  Report  of  the  Executive  Committee 

6.  Report  oft  he  president 

7.  Report  of  the  secretary 

8.  Report  of  the  treasurer 

9 Report  of  the  chairman  of  the  Board  of  Trustees 

10.  Reports  of  councilors 

11.  Report  of  the  executive  vice-president 

12.  Reports  of  commissions  and  committees 

13.  Unfinished  business 

14.  New  business 

15.  Adjournment 

ARTICLE  V.  OFFICERS 

The  officers  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  a president,  a president-elect,  a vice- 
president,  a secretary,  an  assistant  secretary,  a treasur- 
er, an  assistant  treasurer,  a speaker,  and  a vice-speaker 
of  the  House  of  Delegates.  They  shall  take  office  at  the 
termination  of  the  annual  meeting  at  which  they  are 
elected  and  shall  serve  for  one  year  or  until  their  succes- 
sors have  been  duly  chosen. 

No  person  may  serve,  consecutively,  more  than  five 
terms  as  secretary,  treasurer,  assistant  secretary,  assis- 
tant treasurer,  speaker,  or  vice-speaker.  An  unexpired 
term  shall  not  be  construed  as  a term  of  office. 

No  salaried  employee  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  an  elected  officer  of  the 
Medical  Society  of  the  State  of  New  York.  For  the  pur- 
poses of  this  article  an  honorarium  shall  not  be  consid- 
ered as  a salary. 

SECTION  I.  VACANCIES  AND  SUCCESSION 

An  officer  shall  practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York,  otherwise  his  office  in 
the  Medical  Society  of  the  State  of  New  York  shall  be 
declared  vacant. 

The  president-elect  shall  succeed  to  the  presidency  at 
the  end  of  his  term  as  president-elect. 

In  the  event  of  the  president’s  death,  resignation,  re- 
moval, permanent  incapacity,  or  refusal  to  act,  the  vice- 
president  shall  succeed  him  and  shall  serve  for  the  re- 
mainder of  the  unexpired  term. 

If  the  president  is  temporarily  incapacitated  for  ser- 
vice by  injury,  ill  health  of  himself  or  his  family,  impor- 
tant professional  duties,  or  any  other  mandatory  ab- 
sence, the  vice-president  shall  become  acting  president 
for  the  duration  of  such  incapacity  of  the  president. 
The  president  shall  promptly  notify  the  vice-president 
of  his  incapacity  and  request  his  attention  to  the  duties 
of  the  office  and  shall  also  promptly  notify  the  vice- 
president  of  the  end  of  the  period  of  temporary  incapac- 
ity before  resuming  the  office  of  the  presidency. 

If  the  office  of  vice-president  becomes  vacant  for  any 
reason  whatsoever  the  Council  shall  elect  a successor  for 
the  unexpired  term. 

If  the  office  of  president-elect  becomes  vacant,  it  shall 
remain  so  until  the  next  annual  meeting  of  the  House  of 
Delegates,  at  which  an  eligible  member  shall  be  elected 
to  become  president.  A president-elect  to  succeed  him 
at  the  end  of  his  term  shall  also  be  elected  at  the  same 
meeting. 

The  assistant  secretary,  the  assistant  treasurer,  and 
the  vice-speaker  shall  serve  as  the  secretary,  the  treasur- 


er, and  the  speaker,  respectively,  whenever  these  senior 
officers  are  incapacitated  for  service  by  injury,  ill  health 
of  themselves  or  families,  important  professional  duties, 
or  any  other  mandatory  absences.  This  shall  be  con- 
strued so  as  to  include  duty  at  or  during  meetings  of  the 
Board  of  Trustees  as  well  as  the  other  official  duties  des- 
ignated for  the  senior  officer.  The  senior  officer  shall 
promptly  notify  the  junior  officer  of  his  incapacity  and 
request  his  attention  to  said  duties.  When  the  period  of 
incapacity  is  ended,  the  senior  officer  shall  promptly  no- 
tify the  junior  officer  of  the  end  of  the  period  of  tempo- 
rary incapacity  before  resuming  office. 

If  the  offices  of  secretary,  treasurer,  or  speaker  be- 
come vacant,  for  any  reason  whatsoever,  these  officers 
shall  be  succeeded  by  the  assistant  secretary,  assistant 
treasurer,  and  vice-speaker,  respectively,  for  the  unex- 
pired term. 

If  an  elected  officer  is  absent  from  three  consecutive 
regular  meetings  of  the  Council,  without  proper  excuse, 
the  Council  shall  declare  his  office  vacant.*  The  vacancy 
shall  be  filled  as  provided  in  the  Bylaws. 

Any  elected  officer  of  the  Medical  Society  of  the  State 
of  New  York  who  is  called  into  active  service  in  the 
armed  forces  of  the  United  States  or  in  the  United 
States  Public  Health  Service  may,  on  application  to  the 
Council,  be  granted  leave  of  absence  for  any  portion  of 
his  term  of  office  during  which  he  is  on  active  service. 
During  such  absence,  his  duties  shall  be  delegated  as  the 
Council  may  direct  except  where  such  delegation  is  al- 
ready provided  for  elsewhere  in  the  Bylaws. 

SECTION  2.  DUTIES 
President 

The  president  shall  set  the  dates  and  place  of  regular 
meetings  of  the  Council  and  Executive  Committee  and 
i shall  preside  at  all  meetings  of  the  Medical  Society  of 
the  State  of  New  York,  the  Council,  and  the  Executive 
Committee. 

He  shall  name  the  appointive  members  of  the  Execu- 
tive Committee  and  appoint  the  chairmen  and  members 
of  all  committees  and  the  chairmen  of  all  commissions 
of  the  Council  with  the  approval  of  the  Council.  He 
shall  appoint  all  other  committees  not  otherwise  provid- 
ed for,  with  the  approval  of  the  Council. 

Within  three  months  after  assuming  the  office  of 
president,  he  shall  appoint,  as  prescribed  in  Article  XI, 
Section  2,  a nominating  committee,  whose  names  he 
shall  cause  to  be  published  in  the  official  publication  of 
the  Medical  Society  of  the  State  of  New  York. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 
missions, and  committees  with  voice  and  vote,  with  the 
exception  of  the  Judicial  Council,  the  Board  of  Trustees, 
and  the  Nominating  Committee  wherein  he  shall  have 
voice  but  no  vote. 

With  the  approval  of  the  Council,  he  shall  appoint  a 
member  to  the  Judicial  Council  to  succeed  the  member 
with  an  expiring  term,  and  in  the  event  of  a vacancy  oc- 
casioned otherwise,  he  shall  appoint  a member  for  the 
unexpired  term. 

He  shall  appoint,  with  the  approval  of  the  Council, 
representatives  to  other  medical  societies  or  similar  bod- 
ies as  the  interests  of  the  Medical  Society  of  the  State  of 
New  York  may  require. 

He  shall  appoint  a sufficient  number  of  delegates  or 
alternate  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association  when  the  full  quota  of 
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those  elected  is  not  available,  as  provided  in  the  Bylaws, 
Article  VIII,  paragraphs  3 and  4. 

He  shall  assign  Councilors  as  liaison  between  the  Council 
and  specific  county  medical  societies  for  the  purpose  of  the 
dissemination  of  information  to  such  societies. 

He  shall  appoint,  with  the  approval  of  the  Council,  a 
chairman  and  a secretary  for  each  organized  session  of 
the  Medical  Society  of  the  State  of  New  York. 

When  charges  by  a member  of  malfeasance  or  non- 
feasance are  preferred  against  any  other  officer,  council- 
or, trustee,  or  member  of  a board,  commission,  or  com- 
mittee of  the  Medical  Society  of  the  State  of  New  York 
and  are  transmitted  to  the  president  in  writing,  he  shall 
order  a trial  on  said  charges  by  the  Council,  or  a com- 
mittee thereof. 

He  shall  assign  the  special  branches  of  work  for  which 
the  members  of  the  Council  shall  be  responsible,  with 
the  approval  of  the  Council. 

He  shall  make  an  annual  report  to  the  House  of  Dele- 
gates. 

He  shall  deliver  an  address  at  the  annual  meeting  of 
the  House  of  Delegates.  He  shall  perform  such  other 
duties  as  the  House  of  Delegates  or  the  Council  shall  re- 
quire. 

He  shall  attend  all  meetings  of  the  House  of  Delegates 
of  the  American  Medical  Association. 

President-Elect 

The  president-elect  shall  perform  such  duties  as  may 
be  requested  by  the  president. 

The  president-elect  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion. 

Vice-President 

The  vice-president  shall  perform  the  duties  of  the 
president  in  the  latter’s  absence. 

He  shall  preside  over  the  Council  when  it  is  deliberat- 
ing on  charges  of  malfeasance  or  nonfeasance  preferred 
against  the  president. 

Secretary 

The  secretary  shall  attend  all  meetings  of  the  Medical 
Society  of  the  State  of  New  York,  the  House  of  Dele- 
gates, the  Council,  the  Board  of  Trustees,  and  the  Judi- 
cial Council,  and  shall  keep  minutes  of  their  respective 
proceedings.  These  minutes  shall  be  copied  from  a ste- 
nographer’s notes  with  such  deletion  only  as  will  not 
modify,  alter,  or  becloud  the  history  of  the  actions  of  the 
said  bodies.  The  stenographer’s  typewritten  copy  shall 
be  preserved  until  ordered  destroyed  by  the  House  of 
Delegates. 

He  shall  perform  such  other  duties  as  may  be  pre- 
scribed from  time  to  time  by  the  House  of  Delegates  or 
the  Council.  He  shall  attend  all  meetings  of  the  House 
of  Delegates  of  the  American  Medical  Association. 

The  secretary  shall  be  the  custodian  of  the  seal  of  the 
Medical  Society  of  the  State  of  New  York  and  of  all 
books  of  records  and  papers  belonging  to  the  State  Soci- 
ety, except  such  as  properly  belong  to  the  treasurer,  and 
shall  keep  an  account  of  and  promptly  turn  over  to  the 
treasurer  all  funds  of  the  State  Society  which  come  into 
his  hands. 

He  shall  record  the  name  and  date  of  admission  of 
each  member  of  the  Medical  Society  of  the  State  of  New 
York. 

He  shall  provide  for  the  registration  of  the  members 
at  all  conventions  of  the  Medical  Society  of  the  State  of 


New  York.  With  the  aid  and  cooperation  of  the  secreta- 
ries of  the  component  county  medical  societies,  he  shall 
keep  a proper  register  of  all  registered  physicians  of  the 
State  by  counties. 

He  shall  conduct  the  official  correspondence,  noti- 
fying members  of  meetings,  officers,  councilors,  trustees, 
and  board  members  of  their  election,  and  commissions 
and  committees  of  their  appointments  and  duties. 

He  shall  affix  the  seal  of  the  Medical  Society  of  the 
State  of  New  York  to  the  credentials  of  delegates  to  the 
American  Medical  Association  and  to  such  other  papers 
and  documents  as  may  require  the  same. 

He  shall  make  an  annual  report  to  the  House  of  Dele- 
gates. Acting  in  cooperation  with  the  Council,  he  shall 
prepare  and  issue  all  programs. 

He  shall  be  an  ex  officio  member  of  all  boards,  com- 
missions, and  committees  with  voice  and  vote,  with  the 
exception  of  the  Judicial  Council,  the  Board  of  Trustees, 
and  the  Nominating  Committee  wherein  he  shall  have 
voice  but  no  vote. 

Assistant  Secretary 

The  assistant  secretary  shall  aid  the  secretary  in  the 
work  of  his  office. 

Treasurer 

The  treasurer  shall  keep  accurate  books  of  accounts  of 
all  moneys  of  the  Medical  Society  of  the  State  of  New 
York  which  he  may  receive  and  shall  disburse  or  cause 
to  be  disbursed  the  same  when  duly  authorized.  He 
shall  be  the  official  custodian  of  all  securities  and  the  in- 
come thereof  owned  by  the  State  Society,  subject  to  the 
direction  and  disposition  of  the  Board  of  Trustees.  The 
Board  of  Trustees  may  select  a bank  or  trust  company 
to  act  as  custodian  in  the  place  of  the  treasurer  of  all  or 
any  part  of  such  securities  and  to  act  as  agent  of  the 
State  Society  in  collecting  the  income  therefrom. 

He  shall  collect,  on  or  before  the  first  day  of  May  in 
each  year,  from  the  treasurer  of  each  component  county 
medical  society,  the  Medical  Society  of  the  State  of  New 
York  per  capita  annual  dues.  He  shall  collect  anv  as- 
sessments voted  by  the  House  of  Delegates  or  the  Coun- 
cil. He  shall,  at  the  expense  of  the  Medical  Society  of 
the  State  of  New  York,  give  a bond  for  the  faithful  per- 
formance of  his  duties,  which  shall  be  approved  by  the 
Board  of  Trustees  as  to  amount,  form,  and  surety.  He 
shall  make  an  annual  report  to  the  House  of  Delegates 
and  report  to  the  Council  at  each  of  its  meetings.  He 
shall  be  an  ex  officio  member  of  the  Professional  Medi- 
cal Liability  Insurance  and  Defense  Board,  with  voice 
but  without  vote. 

Assistant  Treasurer 

The  assistant  treasurer  shall  aid  the  treasurer  in  the 
work  of  his  office. 

He  shall,  at  the  expense  of  the  Medical  Society  of  the 
State  of  New  York,  give  a bond  for  the  faithful  perfor- 
mance of  his  duties,  which  shall  be  approved  by  the 
Board  of  Trustees  as  to  the  amount,  form,  and  surety. 

Speaker 

The  speaker  shall  preside  at  all  meetings  of  the  House 
of  Delegates.  He  shall  appoint  all  committees  to  serve 
during  the  meeting  of  the  House  of  Delegates  at  least 
thirty  days  in  advance  of  the  meeting.  All  resolutions 
submitted  by  component  county  medical  societies,  dis- 
trict branches,  scientific  sections,  and  medical  schools  to 
be  presented  to  the  House  of  Delegates  should  be  for- 
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warded  to  the  speaker  at  least  forty-five  days  in  advance 
of  the  annual  meeting  of  the  House  and  referred  by  him 
to  the  appropriate  reference  committees;  and  all  resolu- 
tions sent  in  subsequent  to  forty-five  days  should  be 
presented  to  the  House  and  referred  to  the  appropriate 
reference  committees. 

\’icc-Spt'aker 

The  vice-speaker  shall  perform  the  duties  of  the 
speaker  when  so  requested  by  the  speaker. 


ARTICLE  VI.  TRUSTEES 

There  shall  be  a Board  of  Trustees  which  shall  have 
charge  of  all  property  including  trust  funds  and  shall  su- 
pervise the  financial  affairs  of  the  Medical  Society  of  the 
State  of  New  York. 

SECTION  1.  COMPOSITION 

The  Board  of  Trustees  shall  consist  of  seven  members 
elected  by  the  House  of  Delegates.  The  president,  sec- 
retary. treasurer,  executive  vice-president,  deputy  exec- 
utive vice-president,  and  general  counsel  shall  sit  with 
the  Board  of  Trustees  with  voice  but  without  vote. 

One  trustee  shall  be  elected  annually  for  a term  of  five 
years,  but  whenever  the  terms  of  two  trustees  expire  in 
the  same  year,  two  trustees  shall  be  elected  each  for  five 
years. 

To  be  eligible  for  election  as  trustee,  a member  shall 
have  served  at  least  two  years  as  an  officer  or  at  least 
three  years  as  a councilor,  or  at  least  five  years  as  a 
member  of  the  House  of  Delegates. 

No  person  shall  serve  more  than  one  term  as  a trustee. 
An  unexpired  term  shall  not  be  construed  as  a term  of 
office. 

A trustee  shall  practice  or  maintain  a residence  or  an 
oftice  in  the  State  of  New  York,  otherwise  his  position  in 
the  Medical  Society  of  the  State  of  New  York  shall  be 
declared  vacant. 

If  a trustee  is  absent  from  three  consecutive  regular 
meetings  of  the  Board,  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a suc- 
cessor for  the  unexpired  term. 

In  the  event  of  a vacancy,  a trustee  shall  be  elected  by 
the  Council  to  serve  until  the  next  meeting  of  the  House 
of  Delegates  at  which  time  the  House  of  Delegates  shall 
elect  a trustee  to  fill  the  unexpired  term. 


SECTION  2.  DUTIES 

The  annual  budget  estimate,  prepared  by  the  Com- 
mittee on  Budget  and  Finance,  after  its  approval  by  the 
Council,  shall  be  submitted  to  the  Board  of  Trustees  for 
its  approval. 

All  resolutions  or  recommendations  of  the  House  of 
Delegates  or  Council  pertaining  to  expenditures  of 
money  must  be  approved  by  the  Board  of  Trustees  be- 
fore the  same  shall  become  effective. 

Should  the  Board  of  Trustees  disapprove  of  the  expen- 
diture of  any  funds  voted  for  by  the  House  of  Delegates  or 
the  Council,  then  and  in  that  event,  the  Board  of  Trustees 
shall  return  the  matter  to  either  the  House  of  Delegates  or 
the  Council,  if  the  House  of  Delegates  is  not  in  session, 
which  may  override  such  disapproval  by  a three-quarter 
vote  and  direct  the  expenditure  of  such  funds.  The  Board 


of  Trustees  shall  not  vote  on  this  issue  at  a meeting  of  the 
House  of  Delegates  and  the  chairman  of  the  Board  of 
T rustees  shall  not  vote  on  t his  issue  at  the  Council. 

The  Board  of  Trustees  shall  make  and  execute  all 
contracts  for  the  Medical  Society  of  the  State  of  New 
York  The  fiscal  year  shall  begin  January  1 and  end 
December  31  of  each  calendar  year. 

All  moneys  of  the  Medical  Society  of  the  State  of  New 
York  received  by  the  Board  of  Trustees,  Council,  or  any 
member  or  agent  thereof,  shall  be  paid  to  the  treasurer 
of  the  State  Society.  The  Board  of  Trustees  shall  ap- 
prove the  bond  of  the  treasurer  and  the  assistant  trea- 
surer as  to  amount,  form,  and  surety,  and  shall  employ  a 
certified  public  accountant  licensed  by  the  State  of  New 
York  to  audit  the  accounts  of  the  treasurer  and  secre- 
tary and  other  agents  of  the  State  Society  and  present  a 
statement  of  the  same  in  its  annual  report  to  the  House 
of  Delegates. 

The  chairman  of  the  Board  of  Trustees  shall  make  a 
report  to  the  House  of  Delegates  of  its  transactions  for 
the  year  and  of  the  amount  of  money  belonging  to  the 
Medical  Society  of  the  State  of  New  York  under  its  con- 
trol. 


SECTION  3.  MEETINGS 

The  Board  of  Trustees  shall  meet  immediately  at  the 
close  of  the  annual  meeting  of  the  House  of  Delegates, 
and  shall  organize  under  the  temporary  chairmanship  of 
the  member  senior  in  service  on  the  Board,  elect  a per- 
manent chairman,  and  fix  the  time  and  place  of  its  regu- 
lar meetings.  Should  two  trustees  have  similar  seniori- 
ty, choice  between  them  for  temporary  chairmanship 
shall  be  bv  lot. 

The  Board  of  Trustees  shall  meet  at  least  bimonthly, 
except  in  July  and  August. 

The  notices  of  the  regular  and  special  meetings  of  the 
Board  of  Trustees  shall  state  the  date,  place,  and  hour 
and  shall  be  mailed  first  class  postpaid  to  each  member 
not  less  than  ten  nor  more  than  fifty  days  before  a regu- 
lar meeting  and  at  least  five  days  before  a special  meet- 
ing. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  trustee  shall  be  deemed  sufficient  proof 
of  the  service  on  each  and  every  trustee  for  any  and  all 
purposes. 

Any  three  members  of  the  Board  of  Trustees  may  re- 
quire the  chairman  to  call  a special  meeting  at  the  office 
of  the  Medical  Society  of  the  State  of  New  York  for  such 
time  as  shall  be  designated  by  them  in  writing. 

A quorum  shall  consist  of  four  members  of  the  Board 
of  Trustees. 

The  following  shall  be  the  order  of  business  at  the 
meetings  of  the  Board  of  Trustees,  which  may  be  altered 
by  the  chairman  with  the  approval  of  the  Board: 

1.  Calling  the  meeting  to  order 

2.  Roll  call  by  the  secretary 

3.  Reading  of  minutes 

4.  Communications 

5.  Reports 

6.  Unfinished  business 

7.  New  business 

8.  Adjournment 
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ARTICLE  VII.  JUDICIAL  COUNCIL 

There  shall  be  a Judicial  Council  which  shall  have  ju- 
risdiction to  hear  and  determine  all  appeals  from  deci- 
sions on  discipline  of  component  county  medical  so- 
cieties or  decisions  of  such  societies  which  may  involve 
the  privileges,  rights,  or  standing  of  members,  whether 
in  relation  to  one  another  or  to  component  county  medi- 
cal societies  or  to  the  Medical  Society  of  the  State  of 
New  York. 

It  shall  hear  also  from  applicants  on  appeals  from  the 
action  of  a component  county  medical  society  in  exclud- 
ing them  from  membership. 

SECTION  I.  COMPOSITION 

The  Judicial  Council  shall  consist  of  five  appointed 
members.  One  member  shall  he  appointed  hy  the  presi- 
dent each  year  for  a term  of  five  years  with  the  approval 
of  the  Council. 

No  member  shall  serve  for  more  than  two  consecutive 
terms,  but  a member  appointed  to  serve  an  unexpired 
term  shall  not  be  regarded  as  having  served  a term  un- 
less he  has  served  three  or  more  years. 

A member  of  the  Judicial  Council  shall  practice  or 
maintain  a residence  or  an  office  in  the  State  of  New 
York,  otherwise  his  position  on  the  Judicial  Council 
shall  be  declared  vacant. 

In  the  event  of  a vacancy,  a member  shall  he  appoint- 
ed by  the  president  for  the  unexpired  term  with  the  ap- 
proval of  the  Council. 

The  president  and  secretary  of  the  Medical  Society  of 
the  State  of  New  York  shall  be  ex  officio  members  of  the 
Judicial  Council  with  voice  but  no  vote.  The  executive 
vice-president,  the  deputy  executive  vice-president,  and 
the  general  counsel  of  the  Medical  Society  of  the  State 
of  New  York  shall  sit  with  the  Judicial  Council  with 
voice  hut  without  vote. 


SECTION  2.  DUTIES  AND  PROCEDURES 

A member  of  a component  county  medical  society 
who  shall  have  been  disciplined  or  directed  to  suffer  dis- 
cipline in  any  degree  by  any  final  decision  of  his  compo- 
nent county  medical  society  and  who  shall  have  ex- 
hausted his  right  of  appeal,  if  any,  with  a component 
county  medical  society,  feeling  aggrieved  by  the  decision 
of  such  society,  may  appeal  to  the  Judicial  Council  of 
the  Medical  Society  of  the  State  of  New  5ork  from  'he 
decision  of  such  component  county  medical  society  by 
filing  a notice  of  appeal  with  the  secretary  of  the  State 
Society  and  with  the  secretary  of  such  component  coun- 
ty medical  society  within  three  months  after  such  final 
decision  by  such  component  county  medical  society. 

An  applicant  for  membership  in  a component  county 
medical  society  who  has  been  excluded  from  member- 
ship in  such  society  may  likewise  appeal  from  the  action 
of  said  society. 

'The  Judicial  Council  shall  investigate  also  all  charges 
preferred  (a)  hy  a member  of  a component  county  medi- 
cal society  against  a component  county  medical  society 
of  which  he  is  not  a member;  and  (b)  hy  a component 
county  medical  society  against  another  such  component 
county  medical  society  or  a member  thereof. 

A notice  of  appeal  shall  set  forth  in  writing  the  name 
of  the  appellant,  the  name  of  such  component  county 
medical  society  and  the  date  and  substance  of  the  deci- 


sion appealed  from,  and  shall  indicate  the  ground  or 
grounds  upon  which  such  appeal  is  taken.  If  the  appel- 
lant desires  to  be  present,  with  or  without  counsel,  at 
the  hearing  of  said  appeal,  the  notice  of  appeal  must  so 
state.  In  that  event,  the  appellant  must  file  with  the 
notice  of  appeal  a bond  in  the  sum  of  $500  to  cover  the 
costs  of  said  appeal.  If  the  appellant  fails  to  appear  in 
person  or  be  represented  hy  counsel  on  hearing  of  said 
appeal,  he  shall  forfeit  to  the  Medical  Society  of  the 
State  of  New  York  such  shares  of  said  bond  as  repre- 
sents necessary  expenditures  incident  to  convening  the 
Judicial  Council  for  the  hearing  of  said  appeal. 

On  filing  a notice  of  appeal,  the  appellant  and  the 
component  county  medical  society  shall  submit  to  the 
secretary  of  the  Judicial  Council  all  records,  minutes, 
letters,  papers,  and  all  written  evidence,  including  a di- 
gest of  all  testimony  not  stenographically  reported  relat- 
ing to  the  matter.  All  data  so  submitted  shall  be  avail- 
able only  to  the  Judicial  Council. 

The  Judicial  Council  shall  consider  the  appeal  on  the 
data  so  submitted  to  it  and  may  affirm,  modify,  or  re- 
verse the  decisions  so  appealed  from  by  a majority  vote 
of  the  members  present  and  voting.  If,  in  its  opinion, 
the  taking  of  further  evidence  is  advisable,  the  Judicial 
Council  may  summon  witnesses  and  proceed  to  take 
such  evidence  in  such  manner  as  it  may  deem  proper 
and  render  its  decision  by  a majority  vote  of  those1 
present  and  voting,  which  decision  shall  be  final  and 
binding.  A member  shall  have  the  right  of  appeal  to  the 
Judicial  Council  of  the  American  Medical  Association. 

Whenever  the  Judicial  Council  has  met,  the  secretary 
shall  report  the  proceedings  to  the  Council  of  the  Medi- 
cal Society  of  the  State  of  New  York  at  its  next  regular 
meeting. 

The  chairman  shall  submit  an  annual  report  of  the 
Judicial  Council  to  the  House  of  Delegates. 

SECTION  1 MEETINGS 

Immediately  at  the  close  of  the  annual  meeting  of  the 
House  of  Delegates  the  Judicial  Council  shall  organize 
and  elect  its  own  chairman. 

The  secretary  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  the  secretary  of  the  Judicial  Council. 

The  Judicial  Council  shall  meet  on  the  call  of  the 
chairman.  The  notices  of  the  meetings  of  the  Judicial 
Council  shall  state  the  date,  place,  and  hour  and  shall  be 
mailed  postpaid  to  each  member  not  less  than  ten  nor 
more  than  fifty  days  before  a meeting. 

The  affidavit  of  mailing  of  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  member  of  the  Judicial  Council  shall  be 
deemed  sufficient  proof  of  the  service  on  each  and  every 
member  for  any  and  all  purposes. 

A quorum  shall  consist  of  three  members  of  the  Judi- 
cial Council. 


ARTICLE  VIII.  ELECTIONS 

As  the  first  business  of  the  last  scheduled  session  of 
the  annual  meeting  of  the  House  of  Delegates,  the  offi- 
cers, councilors,  and  trustees  of  the  Medical  Society  of 
the  State  of  New  York,  and  the  delegates  to  the  Ameri- 
can Medical  Association  shall  be  nominated  and  elected. 

A member  of  the  Medical  Society  of  the  State  of  New 
York  who  is  in  arrears  for  component  county  medical  so- 
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ciety  dues  or  State  Society  dues  or  assessments  shall  not 
he  eligible  for  nomination  to  any  office,  the  Council,  the 
Board  of  Trustees,  or  as  a delegate  to  the  American 
Medical  Association,  or  entitled  to  vote  for  any  officer, 
councilor,  trustee,  or  delegate. 

The  delegates  to  the  American  Medical  Association 
shall  be  elected  in  the  calendar  year  preceding  the  meet- 
ing of  the  House  of  Delegates  of  the  American  Medical 
Association  to  which  they  are  elected.  One  half  of  the 
allotted  number  of  delegates  and  alternate  delegates 
shall  be  elected  each  year. 

Nominations  for  delegate  to  the  American  Medical 
Association  shall  be  made  for  not  less  than  double  the 
full  number  of  delegates  to  be  elected. 


SECTION  l.  BALLOTING 

After  the  appointment  of  a sufficient  number  of  tell- 
ers by  the  speaker  and  after  all  nominations  have  been 
made,  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  shall  cause  to  be  displayed  in  full  sight  of 
the  House  of  Delegates  a list  of  nominees  for  each  office 
of  the  Medical  Society  of  the  State  of  New  York  and  for 
delegates  to  the  American  Medical  Association,  ar- 
ranged in  alphabetical  order,  and  shall  also  cause  to  be 
distributed  a sufficient  number  of  blank  ballots  for  the 
use  of  the  House  of  Delegates.  These  ballots  shall  have 
printed  or  stamped  thereon  the  appropriate  headings 
for  each  office  with  spaces  thereunder  in  which  may  be 
written  the  name  of  the  candidate  or  candidates  to  be 
voted  for. 

All  elections  for  offices  of  the  State  Society  and  dele- 
gates to  the  American  Medical  Association  shall  be  by 
ballot,  each  member  of  the  House  of  Delegates  deposit- 
ing his  ballot  on  roll  call  individually.  When  after  the 
call  for  nominations  from  the  floor,  there  is  only  one 
candidate  for  an  office,  the  speaker  shall  direct  the  sec- 
retary to  cast  one  ballot  on  behalf  of  the  delegates.  If 
there  are  more  than  two  nominees  for  an  office,  with  the 
exception  of  that  of  delegate  to  the  American  Medical 
Association,  and  none  receives  a majority  of  votes  on  the 
first  ballot,  the  nominee  receiving  the  lowest  number  of 
votes  shall  be  dropped  and  a new  ballot  taken  for  that 
office.  This  procedure  shall  be  continued  until  one  of 
the  nominees  receives  a majority  of  the  votes  cast  when 
he  shall  be  declared  elected. 

For  the  election  of  delegates  to  the  American  Medical 
Association,  the  delegates  shall  be  declared  elected  in 
the  order  of  the  highest  number  of  votes  cast  until  the 
allotted  number  shall  have  been  chosen;  a corresponding 
number  in  the  next  highest  order  of  votes  cast  shall  be 
declared  alternate  delegates. 

When  the  full  quota  of  elected  delegates  or  alternate 
delegates  is  not  available  for  attendance  at  the  meeting 
of  the  House  of  Delegates  of  the  American  Medical  As- 
sociation, the  president  of  the  Medical  Society  of  the 
State  of  New  York  shall  appoint  and  certify  a sufficient 
number  to  complete  the  quota 

A duly  elected  delegate  to  the  American  Medical  As- 
sociation who  does  not  serve  as  such  because  of  reduc- 
tion in  number  of  delegates  to  which  the  Medical  Soci- 
ety of  the  State  of  New  York  is  entitled  shall  fill  any  va- 
cancy which  may  occur  in  the  delegation  before  alter- 
nate delegates  are  designated  for  that  purpose. 


The  delegates  and  alternate  delegates  shall  take  office 
at  the  beginning  of  the  calendar  year  following  their 
election  and  shall  serve  for  a term  of  two  years. 


ARTICLE  IX.  REFERENDUM 

At  any  meeting  of  the  House  of  Delegates  two  thirds 
of  the  members  present  and  voting  may  order  a referen- 
dum vote  of  the  Medical  Society  of  the  State  of  New 
York  on  any  question  consistent  with  the  Bylaws  and  in 
accordance  with  such  regulations  respecting  the  submis- 
sion of  the  question  as  the  House  of  Delegates  may  pre- 
scribe. 

The  members  of  the  Medical  Society  of  the  State  of 
New  York  shall  vote  thereon  by  mail.  The  polls  shall  be 
closed  at  the  expiration  of  fifteen  days  after  the  mailing 
of  the  question;  and  if  the  members  voting  shall  com- 
prise a majority  of  all  the  active  and  life  members  of  the 
Medical  Society  of  the  State  of  New  York,  a majority  of 
such  vote  shall  determine  the  question  and  be  binding 
on  the  State  Society  and  the  House  of  Delegates. 

When  the  House  of  Delegates  is  not  in  session  the 
Council  may  in  a similar  manner  order  such  a referen- 
dum by  a two-thirds  vote. 


ARTICLE  X.  COMMITTEES  OF  THE 
HOUSE  OF  DELEGATES 

SECTION  1.  REFERENCE  COMMITTEES 

At  least  one  month  before  the  meeting  of  the  House  of 
Delegates  the  speaker  shall  appoint  and  publish  in  the 
official  publication  of  the  Medical  Society  of  the  State 
of  New'  York  such  reference  committees  as  he  shall 
deem  expedient  for  the  purposes  of  the  meeting.  Im- 
mediately after  the  organization  of  the  House  of  Dele- 
gates he  shall  formally  announce  the  appointments  of 
the  committees.  Only  members  of  the  House  of  Dele- 
gates shall  be  eligible  for  appointment  to  the  reference 
committees.  Such  committees  shall  each  consist  of  five 
members,  three  members  constituting  a quorum,  and 
shall  serve  during  the  meeting  of  the  House  of  Delegates 
for  which  they  are  appointed. 

Annual  reports  of  officers,  Council  commissions  and 
committees.  Board  of  Trustees,  Judicial  Council,  district 
branches,  and  special  committees  shall  be  printed  at 
least  one  month  before  the  meeting  of  the  House  of  Del- 
egates and  sent  to  the  members  of  the  reference  com- 
mittees appointed  according  to  paragraph  1,  for  their 
preliminary  consideration. 

All  recommendations,  resolutions,  measures,  and 
propositions  presented  to  the  House  of  Delegates  and 
which  have  been  duly  seconded  shall  be  referred  by  the 
speaker  to  the  appropriate  reference  committees,  except 
that  reports  of  committees  of  the  House  of  Delegates 
may,  at  the  discretion  of  the  House,  be  presented  direct- 
ly to  the  House  without  referral  to  the  reference  com- 
mittees. 

Each  reference  committee  shall  consider  such  busi- 
ness as  may  have  been  referred  to  it  and  shall  report 
promptly  to  the  House. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  in  good  standing  shall  have  the  right  to  ap- 
pear before  any  reference  committee  and  participate  in 
its  deliberations. 
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SECTION  2.  COMMITTEE  ON  BYLAWS 

The  House  Committee  on  Bylaws  shall  be  appointed 
annually  by  the  speaker.  It  shall  consist  of  at  least  five 
members  including  a chairman,  all  of  whom  shall  be 
members  of  the  House.  The  president,  secretary,  and 
the  speaker  shall  be  ex  officio  members  with  voice  and 
vote.  The  executive  vice-president,  deputy  executive 
vice-president,  and  general  counsel  of  the  Medical  Soci- 
ety of  the  State  of  New  York  shall  be  members  of  the 
committee  with  voice  but  without  vote. 

It  shall  be  the  duty  of  the  committee  to  study  all  pro- 
posed amendments  to  the  Bylaws  and  the  Principles  of 
Professional  Conduct  of  the  State  Society  and  to  report 
thereon  at  the  annual  meeting  of  the  House  of  Delegates 
following  the  meeting  at  which  such  amendments  are 
proposed.  The  committee  shall  include  in  its  report 
recommendations  for  action  on  the  proposed  amend- 
ments with  reasons  for  such  recommendations. 

It  shall  be  the  duty  of  the  committee  to  suggest 
amendments  to  or  revisions  of  the  Bylaws  and  the  Prin- 
ciples of  Professional  Conduct  of  the  Medical  Society  of 
the  State  of  New  York. 

The  report  of  the  House  Committee  on  Bylaws  shall 
be  presented  directly  to  the  House,  without  referral  to  a 
reference  committee. 

SECTION  3.  SPECIAL  COMMITTEES 

Special  committees  may  he  created  by  the  House  of 
Delegates  to  perform  the  special  functions  for  which 
they  are  created.  They  shall  be  appointed  by  the 
speaker  or  other  officer  presiding  pro  tempore  over  the 
meeting  at  which  the  committee  is  authorized. 

ARTICLE  XI.  COUNCIL  COMMISSIONS 
AND  COMMITTEES 

SECTION  I.  ORGANIZATION 

Committees  of  the  Council  are  grouped  by  the  related 
nature  of  their  purposes  and  functions.  A commission 
is  composed  of  the  chairmen  of  all  committees  within 
such  a group. 

Subject  to  the  approval  of  the  Council,  the  president 
shall  appoint  the  chairmen  and  members  of  all  of  its 
committees  and  the  chairmen  of  the  commissions. 

Any  member  of  the  Medical  Society  of  the  State  of 
New  York  is  eligible  for  membership  on  committees  and 
commissions  of  the  Council. 

All  chairmen  of  such  commissions  and  committees 
shall  have  the  right  to  present  their  reports  in  person  to 
the  Council  and  to  engage  in  the  discussion  of  such  re- 
ports. Members  of  such  commissions  and  committees 
shall  have  the  privilege  of  presenting  minority  reports, 
and  hoth  the  majority  and  minority  reports  shall  be 
published. 

Any  ex  officio  member  of  a committee  who  enjoys 
that  status  by  being  a duly  elected  officer  of  the  Medical 
Society  of  the  State  of  New  York  shall  have  all  the 
rights,  responsibilities,  and  duties  of  any  other  member 
of  the  committee. 

SEC  TION  2.  NOMINATING  COMMITTEE 

The  Nominating  Committee  shall  be  appointed  by  the 
president  from  a list  of  not  less  than  three  or  more  than  five 
names  submitted  by  the  respective  district  branches,  in 
conformity  with  Article  V,  Section  2,  paragraph  '3.  It  shall 
consist  of  1 I members,  1 f rom  each  district  brarw,h  and  2 
members  at  large. 


In  the  event  that  a member  of  the  Nominating  Com- 
mittee who  has  been  selected  as  the  representative  of  a 
particular  district  branch  (or  his  alternate)  shall  be  unable 
to  attend  the  meeting  of  this  committee,  the  president  shall 
appoint  an  at  large  member,  from  the  district  branch  whose 
representative  is  absent,  to  represent  the  interests  of  that 
district  on  the  Nominating  Committee.  It  shall  be  the 
duty  of  this  committee  to  propose  and  nominate  members 
of  the  Medical  Society  of  the  State  of  New  York  for  all 
vacancies  to  be  filled  at  the  ensuing  annual  meeting  of  the 
House  of  Delegates.  These  recommendations  shall  be 
made  to  the  House  of  Delegates  in  the  same  manner  as 
prescribed  in  Article  X,  Section  1,  paragraph  2. 

SECTION  3.  PROFESSIONAL  MEDICAL 
LIABILITY  INSURANCE  AND  DEFENSE 
BOARD 

A committee  to  be  known  as  the  Professional  Medical 
Liability  Insurance  and  Defense  Board  shall  be  appoint- 
ed by  the  president  with  the  approval  of  the  Council.  It 
shall  consist  of  nine  members  including  a chairman, 
each  appointed  for  a three-year  term.  No  member  shall 
serve  for  more  than  two  consecutive  terms.  A vacancy 
created  by  expiration  of  a term  shall  be  filled  by  the 
president,  with  the  approval  of  the  Council,  by  appoint- 
ment of  a member  for  three  years.  Other  vacancies 
shall  be  filled  for  the  unexpired  term  in  similar  manner. 
The  secretary  shall  be  an  ex  officio  member  of  the  com- 
mittee with  voice  and  vote.  The  treasurer  shall  be  an  ex 
officio  member  of  the  committee  with  voice  but  without 
vote.  The  general  counsel  and  indemnity  representa- 
tive shall  attend  all  meetings  with  voice  but  without 
vote.  It  shall  be  the  duty  of  the  committee  to  study  and 
supervise,  on  behalf  of  the  Medical  Society  of  the  State 
of  New  York,  all  matters  having  to  do  with  professional 
medical  liability  insurance  and  defense. 

SECTION  4.  COMMITTEE  ON  PRIZE  ESSAYS 

A Committee  on  Prize  Essays  shall  be  appointed  by 
the  president  with  the  approval  of  the  Council.  It  shall 
consist  of  three  members,  including  the  chairman.  It 
shall  be  the  duty  of  this  committee  to  receive  all  essays 
offered  in  competition  for  prizes  which  may  be  offered 
by  the  Medical  Society  of  the  State  of  New  York.  The 
committee  shall  make  all  necessary  rules  and  regula- 
tions for  the  awarding  of  prizes,  subject  to  the  terms  of 
the  deeds  of  gift,  and  shall  report  the  result  at  the  next 
annual  meeting  of  the  House  of  Delegates.  It  shall  give 
notice  through  the  official  publication  of  the  State  Soci- 
ety or  by  other  methods  of  the  amount  of  the  prize  and 
when  the  essays  shall  be  submitted  to  the  committee. 

ARTICLE  XII.  SECTIONS  AND  SESSIONS 

As  designated  by  the  House  of  Delegates,  there  shall 
be  sections  devoted  to  the  scientific  work  of  the  Medical 
Society  of  the  State  of  New  York  and  sessions  devoted 
to  scientific,  cultural,  historical,  or  economic  subjects. 
Both  sections  and  sessions  shall  meet  during  the  annual 
convention  of  the  State  Society,  under  the  supervision 
of  the  Council. 

SECTION  1.  SECTIONS 

The  House  of  Delegates  shall  designate  those  scientific 
sections  entitled  to  representation  in  the  Medical  Society 
of  the  State  of  New  York.  Such  sections  shall  correspond 
to  the  Statewide  specialty  societies  recognized  by  the 
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Council  of  t he  Medical  Society  of  t he  State  of  New 'i  ork. 
These  scientific  sections  designated  by  the  House  of  Del- 
egates shall  organize  at  their  annual  meeting  by  the  election 
of  officers.  Officers  to  be  elected  shall  include  a chairman, 
a vice-chairman,  a secretary,  and  a delegate  to  the  House 
of  Delegates.  The  chairman,  vice-chairman,  secretary,  and 
delegate  must  be  members  of  both  the  statewide  specialty 
societies  and  the  Medical  Society  of  the  State  of  New  York 
and  shall  he  elected  for  one  year  terms  with  the  exception 
of  the  secretary  who  shall  he  elected  for  such  term  as  the 
section  may  deem  desirable. 

Kach  of  the  statewide  specialty  societies  recognized  by 
the  Council  of  the  Medical  Society  of  the  State  of  New 
York  shall  he  requested  to  submit  to  the  office  of  the  Ex- 
ecutive Vice-President  the  name  of  one  nominee  for  each 
office  of  their  corresponding  sections  not  less  than  ninety 
days  prior  to  the  section’s  annual  business  meeting.  Such 
nominees  shall  be  voted  on,  together  with  all  other  nom- 
inees submitted,  at  the  annual  business  meeting  of  the 
section.  All  such  nominees  must  be  members  of  the 
Medical  Societv  of  the  State  of  New  York. 

To  participate  in  the  election  of  any  section,  a mem- 
ber of  the  Medical  Society  of  the  State  of  New  York 
must  be  registered  with  such  section. 

Should  the  delegate  of  a scientific  section  be  unable  to 
serve  in  the  House  of  Delegates,  the  chairman  of  the  sec- 
tion shall  designate  a substitute  delegate  and  shall  so 
notify  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  in  writing. 

The  officers  of  the  various  sections  shall  prepare  pro- 
grams for  their  section  under  the  direction  and  subject 
to  the  approval  of  the  Council. 

No  new  section  shall  be  created  by  the  House  of  Dele- 
gates unless  a session  devoted  to  its  subject  matter  or 
specialty  shall  have  been  held  at  at  least  two  successive 
annual  conventions. 


SECTION  2.  SESSIONS 

A session  shall  be  a single  meeting  of  a group  to  dis- 
cuss scientific,  cultural,  historical,  or  economic  subjects, 
under  the  direction  and  subject  to  the  approval  of  the 
Council. 

Each  session  shall  have  a chairman  and  a secretary 
who  shall  be  appointed  by  the  president  with  the  ap- 
proval of  the  Council. 


ARTICLE  XIII.  MEETINGS 

SECTION  1.  ANNUAL  CONVENTION 

There  shall  be  an  annual  convention  of  the  Medical 
Society  of  the  State  of  New  York  to  be  held  at  a time 
and  place  designated  by  the  House  of  Delegates  or  by 
the  Council. 

This  convention  shall  include  the  annual  scientific 
program  which  shall  include  the  annual  meetings  of  the 
sections  and  sessions,  scientific  motion  pictures,  and  ex- 
hibits, and  such  other  activities,  and  presentations  as 
the  House  of  Delegates  or  Council  may  direct. 

The  annual  meetings  of  the  Medical  Society  of  the 
State  of  New  York  and  the  House  of  Delegates  may  or 
may  not  be  held  at  such  convention  pursuant  to  the  pro- 
visions of  Article  III,  Section  3 of  these  Bylaws. 


SECTION  2.  ANNUAL  MEETING  OF 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK 

The  Medical  Society  of  the  State  of  New  York  shall 
hold  its  annual  meeting  at  the  last  scheduled  session  of 
the  House  of  Delegates,  while  the  House  is  recessed  fol- 
lowing the  annual  elections.  The  president  shall  pre- 
side at  this  annual  meeting  of  the  State  Society,  which 
shall  include  the  induction  of  the  incoming  president. 
The  incoming  president  shall  deliver  his  inaugural  ad- 
dress at  the  annual  meeting  of  the  State  Society. 

Following  the  adjournment  of  the  annual  meeting,  the 
House  of  Delegates  shall  reconvene  to  complete  its  agen- 
da and  receive  the  report  of  the  tellers. 

SECTION  3.  SPECIAL  MEETINGS 

Special  meetings  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  called  by  the  president  on  the  re- 
quest in  writing  of  members  entitled  to  cast  ten  per  cent 
of  the  total  number  of  votes  entitled  to  be  cast  at  such 
meeting.  Such  request  must  specify  the  date  and 
month  of  such  meeting,  which  shall  not  be  less  than  two 
nor  more  than  three  months  from  the  date  of  such  writ- 
ten demand.  The  president  of  the  Society  upon  receiv- 
ing the  written  request  shall  direct  the  secretary  to 
promptly  give  notice  of  such  meeting.  If  the  secretary 
shall  fail  to  give  such  notice  within  five  business  days  of 
such  request,  any  member  signing  such  request  may  give 
the  required  notice. 

SECTION  4.  ORGANIZATION  AND 
PROCEDURES 

The  notices  of  the  annual  convention  and  annual  and 
special  meetings  of  the  Medical  Society  of  the  State  of 
New  York  shall  state  the  date,  place,  and  hour  and  shall 
be  mailed  postpaid  to  each  member  by  first  class  mail 
not  less  than  ten  nor  more  than  fifty  days  before  a meet- 
ing. 

Publication  of  such  notice  in  the  official  publication 
of  the  Medical  Society  of  the  State  of  New  York  shall  be 
considered  as  complying  with  this  provision. 

The  affidavit  of  mailing  by  the  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  the  last  recorded 
address  of  the  member  shall  be  deemed  sufficient  proof 
of  the  service  upon  each  and  every  member  for  any  and 
all  purposes. 

Each  member  in  attendance  at  the  annua!  convention 
of  the  Medical  Society  of  the  State  of  New  York  shall 
enter  his  name  and  the  name  of  the  component  county 
medical  society  to  which  he  belongs  in  a register  to  be 
kept  by  the  secretary  of  the  State  Society  for  that  pur- 
pose. No  member  shall  take  part  in  any  of  the  proceed- 
ings of  such  convention  until  he  shall  have  complied 
herewith. 

All  members  in  good  standing  so  registered  may  at- 
tend and  participate  in  the  proceedings  and  discussions 
of  the  scientific  meetings  of  the  Medical  Society  of  the 
State  of  New  York  and  of  the  sections  and  sessions. 

A distinguished  physician  of  a foreign  country  or  a 
physician  not  a resident  of  this  State  who  is  a member  of 
his  own  state  medical  association  may  become  a guest 
during  any  annual  convention  upon  the  invitation  of  the 
president  or  officers  of  the  Medical  Society  of  the  State 
of  New  York,  and  may  be  accorded  the  privilege  of  par- 
ticipating in  all  the  scientific  programs  of  the  conven- 
tion. 
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No  address  or  paper  before  the  Medical  Society  of  the 
State  of  New  York,  except  those  of  the  president  and 
president-elect,  shall  occupy  more  than  twenty  minutes 
in  its  delivery. 

All  papers  read  before  the  Medical  Society  of  the 
State  of  New  York  at  its  annual  convention  by  its  mem- 
bers shall  become  the  property  of  the  State  Society. 
Whenever  such  paper  shall  be  deemed  not  acceptable 
for  publication  in  the  New  York  State  Journal  of  Medi- 
cine it  shall  be  returned  to  the  author  as  promptly  as 
possible  after  its  receipt  in  the  publication  office  of  the 
State  Society. 

The  following  shall  be  the  order  of  business  at  the  an- 
nual meeting  of  the  Medical  Society  of  the  State  of  New 
York: 

1.  Calling  the  State  Society  to  order 

2.  Reading  of  minutes  of  the  last  meeting  by  title 

3.  Induction  of  incoming  president 

4.  Inaugural  address  by  incoming  president 

5.  Adjournment 

The  rules  contained  in  Sturgis  Standard  Code  of  Par- 
liamentary Procedure  shall  govern  the  Medical  Society 
of  the  State  of  New  York  in  all  cases  in  which  they  are 
not  inconsistent  or  in  conflict  with  the  Bylaws  of  the 
State  Society. 

ARTICLE  XIV.  FUNDS 

Funds  shall  be  raised  bv  annual  dues  levied  on  each  ac- 
tive member  at  a uniform  per  capita  rate  throughout  the 
State.  Funds  may  also  be  raised  in  any  other  manner  ap- 
proved by  the  House  of  Delegates  or  by  the  Council  when 
the  said  House  of  Delegates  shall  not  be  in  session. 

The  approval  of  the  Council  and  of  the  Board  of 
Trustees  shall  be  necessary  for  the  expenditure  of  any 
funds  of  the  Medical  Society  of  the  State  of  New  York, 
except  that  the  said  Board  may  delegate,  to  such  person 
or  persons  as  it  sees  fit,  the  authority  to  expend  funds  of 
the  State  Society  in  amounts  and  under  conditions  to  be 
determined  by  said  Board,  on  recommendation  of  the 
Council. 

ARTICLE  XV.  DUES 

The  annual  dues  shall  be  determined  by  the  House  of 
Delegates. 

Assessments  can  be  levied  by  the  House  of  Delegates 
or  the  Council  and  shall  be  payable  within  a period  of 
time  specified  by  them. 

The  dues  and  assessments,  of  those  active  members  who 
have  been  graduated  from  medical  or  osteopathic  college 
not  more  than  five  calendar  years,  not  counting  active 
service  in  t he  armed  forces  of  the  United  States  or  in  t he 
I Inited  States  Public  Health  Service,  shall  be  one  third  the 
amount  levied  on  all  other  active  members.  The  dues  and 
assessments  of  those  active  members  who  have  not  com- 
pleted their  continuous  residency  training  shall  be  one- 
tenth  the  amount  levied  on  all  other  active  members.  In 
no  case  may  an  active  physician  continue  to  pay  such  re- 
duced dues  more  than  seven  years  after  the  date  of  grad- 
uation from  medical  or  osteopathic  school. 

Life  and  honorary  members  shall  not  be  required  to 
pay  dues  or  assessments  to  the  Medical  Society  of  the 
State  of  New  York. 


Annual  dues  are  due  and  payable  on  the  first  day  of 
January  each  year.  The  dues  year  shall  coincide  with 
the  calendar  year,  January  1 to  December  31. 

Any  member,  except  a member  who  is  eligible  for  and 
has  applied  for  life  membership,  whose  component 
county  medical  society  and  State  Society  dues  are  un- 
paid after  May  1 of  any  current  year  or  whose  assess- 
ments are  unpaid  by  the  specified  time  is  not  in  good 
standing  and  shall  be  deemed  to  be  in  arrears. 

A member  whose  dues  are  unpaid  after  June  1 of  any 
current  year  or  whose  assessments  are  unpaid  one 
month  after  the  specified  date  shall  be  dropped  from 
the  roles  of  membership  of  his  component  county  medi- 
cal society  and  the  Medical  Society  of  the  State  of  New 
York  upon  reasonable  notice  to  such  member  by  his 
component  county  medical  society  or  the  State  Society, 
and  without  further  action  on  the  part  of  either  the 
component  county  medical  society  or  the  State  Society, 
and  on  such  date  he  shall  automatically  cease  to  be  a 
member  of  the  component  county  medical  society  and 
State  Society. 

Dues  and  State  Society  assessments  of  a member 
elected  or  reinstated  after  October  1 shall  be  credited  to 
the  succeeding  year,  but  no  member  dropped  for  non- 
payment of  dues  and  assessments  shall  be  reinstated 
until  he  has,  in  addition,  paid  his  dues  and  assessments 
for  the  year  in  which  he  was  dropped. 

The  dues  of  an  active  or  student  member  of  the  State 
Society  may  be  remitted  for  the  current  year  by  action  by 
the  Council  on  account  of  illness,  financial  hardship,  or 
temporary  active  service  in  the  armed  forces  of  the  United 
States  or  in  the  United  States  Public  Health  Service,  when 
the  request  for  such  remission  is  made  by  the  member’s 
component  county  medical  society,  except  in  the  case  of 
student  members  who  shall  make  application  for  remission 
directly  to  the  secretary.  Such  a request  shall  be  accom- 
panied by  a brief  summary  of  the  reasons  therefor.  Re- 
mission of  dues  due  to  illness  or  financial  hardship  shall  be 
reviewed  annually. 

ARTICLE  XVI.  EXPENSES 

Allowances  for  expenses  incurred  in  the  actual  perfor- 
mance of  official  duties  by  officers,  councilors,  trustees, 
members  of  the  Judicial  Council  and  of  commissions 
and  committees,  delegates  to  the  American  Medical  As- 
sociation, and  employees  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  made  in  conformity  with  the 
following  conditions. 

The  president  and  the  president-elect  shall  be  al- 
lowed a per  diem  and  expenses  when  engaged  on  official 
business.  The  amount  of  the  per  diem  shall  be  set  by 
the  House  of  Delegates. 

All  other  officers,  councilors,  trustees,  members  of  the 
Judicial  Council,  delegates  to  the  House  of  Delegates  of 
the  American  Medical  Association  or  an  alternate  dele- 
gate who,  at  the  direction  of  the  Council,  attends  a 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association,  members  of  commissions  and  com- 
mittees of  the  Council,  and  of  all  special  committees, 
members  of  the  Medical  Society  of  the  State  of  New 
York  appointed  by  the  president  or  the  Council  to  carry 
out  special  assignments  for  the  State  Society,  and  em- 
ployees of  the  State  Society  shall  be  allowed  traveling  ex- 
penses when  engaged  on  official  business. 

Members  for  life  of  the  House  of  Delegates,  delegates 
of  the  district  branches,  scientific  sections,  and  student 
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members,  sitting  in  the  House  of  Delegates,  shall  be  al 
lowed  necessary  expenses  by  the  Medical  Society  of  the 
State  of  New  York 

Proper  vouchers  must  be  filed  with  the  secretary  of 
the  Medical  Society  of  the  State  of  New  York  before  any 
of  the  above  allowances  shall  be  made. 

There  shall  be  no  allowances  for  the  expenses,  travel- 
ing or  otherwise,  for  members  of  any  reference  commit- 
tee. 

Each  district  branch  shall  be  entitled  to  receive  a sum 
not  to  exceed  $1,000  exclusive  of  the  work  done  by  the 
Medical  Society  of  the  State  of  New  York  regarding  no- 
tices, programs,  and  so  on,  to  defray  the  expenses  of 
such  district  branch,  provided  a proper  statement  of 
such  expenses  shall  have  been  presented  to  the  secre- 
tary. 

All  bills,  claims,  or  vouchers  herein  provided  for  shall 
be  filed  within  thirty  days  after  the  date  of  the  incurring 
of  such  expense.  This  time  may  be  extended  for  any 
cause  by  the  Board  of  Trustees. 

ARTICLE  XVII.  DISTRICT  BRANCHES 

SECTION  1.  DIVISION 

The  membership  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  divided  into  nine  district  branches, 
as  follows: 

The  First  District  Branch  shall  comprise  the  members 
of  the  Medical  Societies  of  the  Counties  of  Bronx, 
Kings,  New  York,  Queens,  and  Richmond. 

The  Second  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Nassau 
and  Suffolk. 

The  Third  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Albany, 
Columbia.  Greene.  Rensselaer.  Schoharie,  Sullivan,  and 
Ulster. 

The  Fourth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  C ounties  of  Clinton, 
Essex,  Franklin.  Fulton,  Hamilton,  Montgomery,  Sara- 
toga. Schenectady.  Warren,  and  Washington. 

The  Fifth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Cayuga, 
Chenango,  Herkimer,  Jefferson,  Lewis,  Madison,  Onei- 
da, Onondaga,  Oswego,  and  St.  Lawrence. 

. The  Sixth  District  Branch  shall  comprise  the  mem- 
bers of’  the  Medical  Societies  of  the  Counties  of  Broome, 
Chemung,  Cortland,  Delaware,  Otsego,  Schuyler,  Tioga, 
and  Tompkins. 

The  Seventh  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Living- 
ston, Monroe,  Ontario,  Seneca,  Steuben,  Wayne,  and 
Yates. 

The  Eighth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Alle- 
gany, Cattaraugus,  Chautauqua,  Erie.  Genesee,  Niagara, 
Orleans,  and  Wyoming. 

The  Ninth  District  Branch  shall  comprise  the  mem- 
bers of  the  Medical  Societies  of  the  Counties  of  Dutch- 
ess. Orange.  Putnam.  Rockland,  and  Westchester. 

Changes  in  the  number  or  membership  of  these  dis- 
trict branches  may  be  made  by  a two-third  vote  of  the 
House  of  Delegates  at  any  annual  meeting  thereof. 

SECTION  2.  AIMS  AND  ORGANIZATION 

The  objectives  of  the  district  branches  shall  be  to  pro- 
mote the  scientific,  social,  cultural,  and  other  interests 


of  the  medical  profession  within  the  district  and  to  co- 
operate with  the  Council  of  the  Medical  Society  of  the 
•State  of  New  York  in  any  way  which  that  body  may  ad- 
vise. 

Each  district  branch  may  adopt  a constitution  and 
bylaws  for  its  government  and  may  amend  them.  The 
constitution,  bylaws,  and  amendments  shall  not  be  in 
conflict  with  the  Bylaws  of  the  State  Society  and  before 
becoming  effective  they  shall  be  approved  by  the  Coun- 
cil. 

SECTION  3.  OFFICERS  AND  ELECTIONS 

Each  district  branch  shall  elect  a president  for  two 
years  and  a delegate  to  the  House  of  Delegates  for  two 
years,  but  with  the  approval  of  the  Council  a district 
branch  may  elect  a president  for  one  year. 

Each  district  branch  shall  elect  such  other  officers  as 
are  provided  for  in  its  bylaws.  They  shall  attend  the 
business  meetings  of  the  branch. 

In  the  case  of  the  inability  of  the  delegate  of  a district 
to  serve,  the  vice-president  shall  serve  as  delegate,  and  if 
the  vice-president  is  unable  so  to  function,  the  president 
shall  designate  a substitute  delegate  to  serve  and  shall 
so  notify  in  writing  the  secretary  of  the  Medical  Society 
of  the  State  of  New  York. 

Any  elected  officer  of  a district  branch  who  is  called 
into  active  service  in  the  armed  forces  of  the  United 
States  or  the  United  States  Public  Health  Service  may, 
on  application  to  the  Council,  be  granted  leave  of  ab- 
sence for  any  portion  of  his  term  of  office  during  which 
he  is  on  active  service.  During  such  absence  his  duties 
shall  be  designated  as  the  Council  may  direct,  except 
where  such  delegation  is  already  provided  for  elsewhere 
in  the  Bylaws. 

The  president  of  each  district  branch  shall  visit  the 
component  county  medical  societies  of  the  district  at 
least  once  during  his  tenure  of  office  and  make  a careful 
inquiry  of  the  condition  of  the  profession  in  each  county 
in  his  district  and  shall  report  thereon  to  the  House  of 
Delegates. 

ARTICLE  XVIII.  COMPONENT  COUNTY 
MEDICAL  SOCIETIES 

SECTION  1.  DEFINITION 

The  term  “component  county  medical  society"  shall 
include  all  county  medical  societies  now  in  affiliation 
with  the  Medical  Society  of  the  State  of  New  York  or 
which  may  hereafter  be  organized  and  chartered  by  the 
House  of  Delegates.  There  shall  be  but  one  component 
county  medical  society  in  each  county  affiliated  with  the 
State  Society.  If  there  should  be  an  insufficient  num- 
ber of  physicians  in  any  of  the  counties  of  this  State  to 
form  themselves  into  a component  county  medical  soci- 
ety, such  physicians  may  become  members  of  the  com- 
ponent county  medical  society  of  an  adjoining  county 
when  eligible  by  the  constitution  and  bylaws  of  such 
component  county  medical  society. 

SECTION  2.  MEMBERSHIP 

Eligibility  for  membership  in  a component  county 
medical  society  shall  be  determined  by  that  society.  Ex- 
cept by  the  approval  of  the  Council  no  physician  shall  be 
an  active  member  in  a component  county  medical  society 
other  than  that  of  the  county  in  which  he  practices  or 
maintains  legal  residence. 
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Whenever  an  active  member  in  good  standing  or  a life 
member  in  any  component  county  medical  society  removes 
to  another  county  in  this  State,  his  name  on  his  request 
shall  he  transferred  to  the  roster  of  the  component  county 
medical  society  of  the  county  to  which  he  removes,  without 
cost  to  him,  provided  that  he  files  a certificate  with  the 
secretary  of  the  Medical  Society  of  the  State  of  New  York, 
signed  by  the  president  and  secretary  of  the  component 
county  medical  society  from  which  he  removes  as  to  his 
good  standing  in  such  society,  and  provided  his  application 
for  membership  has  been  acted  on  favorably  by  the  mem- 
bers of  the  component  county  medical  society  of  the  county 
to  which  he  has  removed. 

No  physician  shall  be  granted  membership  by  any 
county  medical  society  in  any  category  of  membership 
which  has  been  created  for  the  benefit  of  physicians  who 
neither  reside  nor  practice  in  such  county,  unless  and  until 
such  county  medical  society  verifies,  with  the  Medical 
Society  of  the  State  of  New  York,  the  fact  that  the  appli- 
cant currently  holds  either  active,  junior,  or  life  member- 
ship in  another  county  of  this  State.  This  requirement 
applies  with  equal  force  whether  the  category  of  mem- 
bership on  the  local  county  medical  society  level  be  desig- 
nated “associate  membership,”  “affiliate  membership,” 
“corresponding  membership,”  “nonresident  membership," 
or  by  any  similar  designation. 

No  member  shall  be  an  active  member  of  more  than  one 
component  county  medical  society,  nor  shall  any  compo- 
nent county  medical  society  accept  as  a member  a physi- 
cian who  does  not  practice  or  have  a residence  in  that 
county  in  any  other  wav  than  in  accordance  with  the  law 
governing  transfers. 

SECTION  3.  DUTIES  OF  OFFICERS 

The  secretary  of  each  component  county  medical  soci- 
ety shall  keep  a roster  of  its  members  in  which  shall  ap- 
pear the  full  name  of  each  of  said  physicians,  the  date  of 
his  admission  to  such  society,  his  residence,  and  the  date 
when  his  license  to  practice  medicine  in  this  State  was 
granted.  He  shall  note  any  changes  in  said  roster  by 
reason  of  removal,  death,  or  change  of  name,  revocation 
of  license,  or  other  disqualification. 

He  shall  forward  said  roster  and  information  together 
with  the  names  and  places  of  residence  of  each  of  the  of- 
ficers of  said  society  and  the  names  and  residences  of 
each  delegate  to  the  House  of  Delegates  from  said  soci- 
ety to  the  secretary  of  the  Medical  Society  of  the  State 
of  New  York  at  least  ninety  days  before  the  date  of  the 
annual  meeting  of  said  House  of  Delegates. 

The  treasurer  of  each  component  county  medical  soci- 
ety shall  forward  to  th'e  treasurer  of  the  Medical  Society 
of  the  State  of  New  York  the  amount  of  the  State  Soci- 
ety per  capita  dues  and/or  assessments  and  the  amount 
of  all  American  Medical  Association  dues  collected  from 
members  of  his  component  county  medical  society  as 
promptly  as  possible  but  in  any  event  before  the  first 
day  of  May  of  each  year. 

SECTION  4.  MEETINGS 

Each  component  county  medical  society  shall  hold  an 
annual  meeting  for  the  purpose  of  elec  ting  officers  and  a 
delegate  or  delegates  to  represent  it  in  the  House  of  Del- 
egates of  the  Medical  Society  of  the  State  of  New  York 
in  accordance  with  the  Bylaws. 

The  annual  meeting  of  each  component  county  medi- 
cal society  shall  be  held  between  January  1 and  July  I of 
each  year  at  a lime  which  it  shall  determine. 


All  officers  of  the  component  county  medical  society 
shall  enter  on  their  official  duties  between  May  1 and 
July  1 at  a date  determined  by  the  component  county 
medical  society  and  shall  serve  for  a term  of  one  year  or 
until  their  successors  shall  have  been  duly  elected  and 
qualified. 

SECTION  5.  RESIGNATIONS 

An  active  or  life  member  in  good  standing  whose  resig- 
nation from  membership  in  his  component  county  medical 
society  shall  have  been  duly  accepted,  shall  be  considered 
to  have  resigned  from  the  Medical  Society  of  the  State  of 
New  York. 

When  a member  in  good  standing,  other  than  a life  or 
honorary  member,  ceases,  between  May  1 and  December 
31  of  any  year,  to  reside  and  practice  in  the  State  of  New 
York,  he  shall  be  considered  to  have  resigned  from 
membership  effective  as  of  that  December  31.  If  such 
cessation  to  reside  and  practice  occurs  between  January 
1 and  May  1 of  any  year,  he  shall,  provided  he  has  been 
in  good  standing  for  the  prior  calendar  year,  be  consid- 
ered to  have  resigned  from  membership  effective  as  of 
the  previous  December  31. 

On  resignation,  a member  shall  forfeit  all  rights  and 
title  to  any  share  in  the  privileges  and  property  of  the 
Medical  Society  of  the  State  of  New  York,  the  district 
branch,  and  his  component  county  medical  society. 

SECTION  6.  CONSTITUTION  AND  BYLAWS 

Each  component  county  medical  society  shall  adopt  a 
constitution  and/or  bylaws  for  regulation  of  its  affairs 
and  may  amend  them.  The  constitution,  bylaws,  and 
amendments  shall  not  be  in  conflict  with  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York,  and  be- 
fore becoming  effective,  they  shall  be  approved  by  the 
Council. 

ARTICLE  XIX.  SEAL  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE  OF  NEW  YORK 

The  seal  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  as  follows: 


ARTICLE  XX.  AMENDMENTS 

Amendments  to  the  Bylaws  or  to  the  Principles  of 
Professional  Conduct,  except  such  as  are  obligatory  by 
law,  shall  be  made  only  at  an  annual  meeting  of  the 
House  of  Delegates  after  having  been  submitted  in  writ- 
ing at  a previous  annual  meeting  and  having  been  pub- 
lished in  the  official  publication  of  the  Medical  Society 
of  the  State  of  New  York  at  least  once  and  at  least  one 
month  before  the  annual  meeting  at  which  action  shall 
be  taken. 

The  affirmative  vote  of  two  thirds  of  the  House  of 
Delegates  present  and  voting  shall  be  necessary  for 
adoption  of  any  amendment. 

Amendments  made  necessary  by  law  shall  he  made  ei- 
ther by  the  Council  or  House  of  Delegates  whenever 
such  necessity  exists. 
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House  of  Delegates,  pages  2103-2105 
Committees,  pages  21 1 1,  21 12 
Bylaws,  page  2112 
Reference,  page  2111 
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Officers/County  Medical  Societies/1979 — December  1979 
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President 

Albany  

Anthony  P.  Tartaglia  . . . . 

Albany 

Alleganv  

Paul  DeRvckere  Kolisch  . 

. . . . Friendship 

Bronx 

Luigi  J.  Mazzella  
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Cavuga  
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Henrv  W.  Hemslev 

Norwich 
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Carl  David  Merkel  
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Philip  Horenstein  

Mayfield 
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Batavia 
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Catskill 

Herkimer  

Thomas  R.  Welch  

Herkimer 
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Bruce  J.  Ebbels  

...  Watertown 
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Robert  E.  Gordon 

Brooklyn 

Livingston 
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Dansville 

Madison 

Leonard  A.  Argentine  . . . 

Oneida 

Monroe  

. Charles  J.  Vacanti 
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Montgomery  . . . 

. Charles  J.  Bertuch,  Jr.  . . . 

Nassau 

Lawrence  Ravich  
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New  York  

Richard  B.  Nolan  

....  New  York 

Niagara 

James  J.  Kropelin  

. . Niagara  Falls 
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. Neville  W.  Harper  
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Onondaga  

. George  P.  Tilley 

Syracuse 

Peter  R.  O'Brien  

. .Canandaigua 

Orange  

John  E.  Rahoche  

. . . . Port  Jervis 

Gregory  N.  'lelinek  

Oswego  

Dennis  P.  Norfleet 

Oswego 

Otsego  

Donald  0.  Pollock  

. .Cooperstown 

Zane  A.  Miranda  

Queens 

. Nicetas  H.  Kuo  

Flushing 

Richmond  ... 

Hugh  W.  Smith  

. Staten  Island 

Rockland 

Rov  H.  Lieberman 
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St.  Lawrence  . 

Ravinder  N.  Agarwal  .... 

. . . Ogdensburg 

Saratoga  

William  H.  Moore  Saratoga  Springs 

Schenectady  . 

Marvin  A.  Humphrey  . . . . 
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. Virginia  L.  Oliver 

Cobleskill 
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Seneca  

Pang  Lav  Kooi  
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. John  E.  Horn  

. . Painted  Post 
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. . Stephen  I.  Braitman  . . . . 
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. John  R.  Scott.  D.O 

. . . .Apalachin 

Tompkins  

. Philip  M.  Iorio 

Ithaca 
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. Donald  H.  Schultz  

Kingston 

Warren  

Bettv  L.  Voelker  
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Aaron  B.  Stevens 

. . . .Cambridge 
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A.  Thomas  Pulvino 

Newark 

Westchester  . . 

Charles  A.  Bertrand 
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. . Ting  F.  Chen  

Warsaw 

Yates  

. . James  F.  Benedict 

Penn  Yan 

Secretary 

Nathan  P.  Reed  Albany 

John  R.  Scott  Wellsville 

Elvio  S.  Conte Bronx 

Seymour  B.  Bronstein Maine 

Krich  Kim  Olean 

Avanelle  P.  Morgan Union  Springs 

Lewis  F.  Kibler  Jamestown 

.lames  N.  Frisk  Elmira 

Narain  K.  Govender  Bainbridge 

Prank  E.  Schumacher  Plattsburgh 

Joseph  Bellamy Hudson 

R.  Edward  Miner  Cortland 

Osias  M.  Villaflor  Hancock 

Arthur  W.  Menken Poughkeepsie 

Edmond  J.  Gicewicz  . . Buffalo 

Herbert  V.  W.  Bergamini  . . . Lake  Placid 

Joseph  Rosenstein Saranac  Lake 

Banshi  D.  Mehta  Gloversville 

Maidul  I.  Khan  Batavia 

Barbara  K.  Vosburgh Rhinebeck 

Dewey  M.  Boyer  Ilion 

I vo'Matijevic  Watertown 

Dorothy  L.  Trice  Howard  Beach 

John  Harry  Brooks  Lowville 

Nadene  D.  Hunter  Sonyea 

Chan  H.  Whiting,  Jr Oneida 

Robert  C.  Boon  Brockport 

Araceli  A.  Torres  Amsterdam 

Paul  C.  Lehmuller Levittown 

Hugh  C.  Davidson,  Jr New  York 

Robert  E.  Woods Niagara  Falls 

Francis  Chanatry  Utica 

Edward  C.  Hughes,  Jr Syracuse 

William  H.  Newman  Geneva 

Stanley  F.  Brunn  Port  Jervis 

David  B.  L.  Meza,  III  Albion 

Shafiq  B.  Hazhoun  Fulton 

David  S.  Svahn Cooperstown 

Paul  Chang Carmel 

Morton  M.  Kurtz Flushing 

Louis  C.  Hacker  Troy 

Roger  D.  Billig Staten  Island 

Lewis  M.  Bobroff Pomona 

John  H.  Austin  Potsdam 

Thomas  Klepetar  Saratoga  Springs 

George  R.  Kehoe  Scotia 

Thomas  W.  Greenlees Cobleskill 

Marjorie  S.  Norton  Montour  Falls 

Willis  D.  Allen  Ovid 

Muayad  A.  Al-Hussaini  Hornell 

Melvin  Shuter Islip  Terrace 

Bernard  F.  Kalina  Liberty 

Polachirakal  V.  Abraham  Waverly 

John  G.  Maines  Ithaca 

Frederic  W.  Holcomb,  Jr Kingston 

Frederick  Allen  Green  Glens  Falls 

Bruce  H.  Rice Cambridge 

William  J.  Braell  Palmyra 

Richard  L.  Fenton  Tarrytown 

Richard  T.  Williams Warsaw 

William  Porter  Welbourne  ...  Penn  Yan 


Treasurer 

Demostene  Romanucci Latham 

Malcolm  Keith  Sale Wellsville 

Leonard  L.  Heimoff Bronx 

Theodore  R.  Poritz Binghamton 

Erich  Kim  Olean 

David  A.  Stephens Auburn 

John  R.  Forbes Dunkirk 

Charles  Brent  Olmstead  Elmira 

Eng  Chiong  T.  Lim  Norwich 

George  W.  Bock,  D.O Plattsburgh 

Joseph  Bellamy Hudson 

Mohanlal  Lahiri  Cortland 

Osias  M.  Villaflor  Hancock 

William  D.  Stiehm  Poughkeepsie 

Edmond  J.  Gicewicz  Buffalo 

Herbert  V.  W.  Bergamini  . . . Lake  Placid 

Joseph  Rosenstein Saranac  Lake 

William  H.  Raymond  Johnstown 

Brooks  V'.  Klostermyer Batavia 

Barbara  K.  Vosburgh Rhinebeck 

Leo  M.  Hartz  Herkimer 

Ivo  Matijevic  Watertown 

Adrian  C.  Lamos Brooklyn 

John  Harry  Brooks  Lowville 

Nadene  D.  Hunter  Sonyea 

Waldo  Zeun Oneida 

William  A.  Dolan Rochester 

Benjamin  H.  Button  Amsterdam 

Sanford  E.  Goldzier  East  Meadow 

David  M.  Benford  New  York 

Harry  T.  Oliver  Newfane 

Bruce  L.  Eames Rome 

Lawrence  M.  Carmen  Syracuse 

William  H.  New'man  Geneva 

Stanley  F.  Brunn  Port  Jervis 

David  B.  L.  Meza,  III  Albion 

Shafiq  B.  Hazboun  Fulton 

David  S.  Svahn Cooperstown 

Hal  A.  Farquhar  Mahopac 

Kenneth  F.  Kruger  Flushing 

Donald  G.  Paish,  Jr Troy 

Andrew'  C.  Przybyla  Staten  Island 

Daniel  Berson  Congers 

Maurice  -J.  Elder  Massena 

Robert  G.  Kercull  Saratoga  Springs 

-Janis  L.  Best  Schenectady 

Jame  T.  Drew Cobleskill 

Marjorie  S.  Norton  Montour  Falls 

Willis  D Allen  Ovid 

John  K.  Coyle  Hornell 

Robert  E.  Fear Southampton 

Bernard  F.  Kalina  Liberty 

Polachirakal  V.  Abraham  Waverly 

Leroy  K.  Young  Ithaca 

Elbert  F.  MacFadden.  Jr Kingston 

Joan  C.  Durocher Glens  Falls 

David  A.  Wasser  Cambridge 

William  J.  Braell  Palmyra 

Kenneth  W.  Trout  White  Plains 

Richard  T.  Williams Warsaw 

William  Porter  Welbourne  . . . .Penn  Yan 
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This  insurance  claim  form 
is  the  most  widely  used 

and  accepted  in  America. 


Are  you  using  it? 


If  you’re  not  using  the  Official  AMA  Uniform 
Health  Insurance  Claim  Form,  chances  are  you 
should  be.  It  is  accepted  by  all  states  for 
Medicare,  many  states  for  Medicaid,  and  almost 
all  commercial  carriers  and  Blue  Shield  Plans. 

Developed  by  the  AMA  in  cooperation  with 
carriers,  government  agencies,  and  other  groups,  it 
is  the  most  current  and  universally  used  reporting 
form  available. 

And  it  can  save  you  and  your  staff  a lot  of  time. 
You  use  just  one  form — one  format — for  most  of 
your  reporting  instead  of  having  to  decipher  a 
bunch  of  different  ones. 

Be  sure  you  get  the  Official  AMA  Health 
Insurance  Claim  Form;  mail  this  order  form  with 
your  payment  today. 


ORDERING  INFORMATION 


Type  of  Form  Quantity* 

Single  Form,  OP-407  1,000-25,000 

(In  pads  of  one  hundred) 

Snap-out  Form,  OP-408  1,000-25,000 

(Original  and  carbon) 

Continuous  Computer  Form,  1,000-25,000 
OP-409 

(Original  and  one  carbon) 


Price 

per  thousand 

$21.00 

$32.20 

$33.10 


’NOTE:  Larger  quantities  available  at  special  rates.  Write  to: 

Order  Handling,  AMA,  535  N.  Dearborn,  Chicago  1L  60610 

To  order:  Indicate  type  of  form  and  quantity  desired, 
compute  total  cost,  and  send  order,  accompanied  by 
check  or  money  order  (payable  to  the  American  Medical 
Association),  to  the  address  below: 


Order  Department 
American  Medical  Association 
P.  O.  Box  821 
Monroe,  Wisconsin  53566 
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Annotations 

of  Books  Received* 


HEAD  AND  NECK  NEOPLASMS 

Tumors  of  the  Head  and  Neck.  Clinical  and  Patho- 
logical Considerations.  Second  edition.  By  John  (i. 
Batsakis,  M.D.  Baltimore,  Md.,  The  Williams  and  Wilkins 
Company,  1979.  Illustrated,  573  pages.  Hardcover,  $46. 

To  enhance  the  judgment  and  surgical  skills  of  the  head 
and  neck  specialist,  updated  and  completely  revised. 

PSYCHOLOGY.  INDUSTRIAL 


Managing  Stress.  By  Leon  J.  Warshaw,  M.D.,  F.A.C.P. 
Reading,  Mass.,  Addison-Wesley  Publishing  Company, 
1979.  Paperback,  212  pages. 

Sources  of  stress  in  the  work  setting,  with  programs  and 
activities  to  reduce  its  effects  on  the  individual,  the  group, 
and  on  the  organization. 

NEOPLASMS— PS  YCHOL  OG  Y 


The  Psychogenic  Biochemical  Aspects  of  Cancer.  By 
Harold  E.  Simmons.  Sacramento,  Calif.,  Psychogenic 
Disease  Publishing  Co.,  P.O.  Box  19098,  1979.  Paperback, 
316  pages.  Price,  $9.95. 

A theory  of  the  psychogenic  origins  of  cancer,  according 
to  which  the  disease  originates  in  the  psyche  and  develops 
as  internal  biochemical  reactions  to  emotions. 

PEDIATRICS 


Hematology  and  Oncology.  Topics  in  Pediatrics  1. 

Edited  by  P.  H.  Morris  Jones,  M.B.,  B.S.,  F.R.C.P.  Kent, 
England,  Pitman  Medical  Publishing  Co.  (Distributed  in 
the  U.S.  by  University  Park  Press,  Baltimore,  Md.)  Il- 
lustrated, 156  pages.  Hardcover,  $24.50. 

The  Lockyer  Lecture  and  other  papers  presented  at  the 
Paediatric  Conference  in  October  of  1978,  all  stressing  the 
importance  of  the  multidisciplinary  approach  to  childhood 
cancer. 

CORPUS  CALLOSUM— CONGRESSES 


Structure  and  Function  of  Cerebral  Commissures. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 
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TABLETS 

ALDORIL®-25 

containing  250  mg  ALDOMET®  (Methyldopa,  MSDl 
and  25  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSO) 
TABLETS 

ALDORIL* -15 

containing  250  mg  ALDOMET'  (Methyldopa,  MSDi 
and  15  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORIL®  D30 

containing  500  mg  ALD0MET®  (Methyldopa,  MSDi 
and  30  mg  HydroDIURIL®  (Hydrochlorothiazide.  MSD) 
TABLETS 

ALDORIL®  D50 

containing  500  mg  ALD0MET®  (Methyldopa,  MSD 
and  50  mg  HydroDIURIL®  (Hydrochlorothiazide  MSD) 

MSD 

Merck  Sharp  & Dohme,  Division  ol  MFRPK 

Merck  & Co.,  Inc.,  West  Point,  PA  19486  SHARFk 

DOHME 

Copyright  © 1979  by  Merck  & Co  Inc  J9AR13 


continued  from  page  1997 

Representatives  James  Jones  (D.,  Okla.)  and  Richard 
Gephardt  (D.,  Mo.)  said  the  bill  “is  so  riddled  with  excep- 
tions and  exemptions  that  the  estimated  savings  from  the 
bill  during  the  first  year  alone  are  now  down  to  one  fourth 
the  original  estimates.” 

The  two  lawmakers  noted  that  the  bureaucracy  will  have 
to  gear  up  to  monitor  these  exceptions,  exemptions,  for- 
mulas, and  percentages.  The  new  powers  given  to  the 
HEW  Secretary  by  the  bill  “highlight  both  the  complexity 
of  administering  this  bill  and  the  vast,  secretarial  discretion 
which  it  authorizes,”  they  said. 

“W’hile  the  American  people  want  hospital  costs  cur- 
tailed, they  also  want  less  bureaucracy.  The  bill  would 
undoubtedly  increase  the  size  of  the  Federal  bureaucracy 
and  strengthen  the  hold  that  the  government  now  has  on 
the  health  care  sector.  To  reverse  these  trends  and  en- 
courage the  continuation  of  the  Voluntary  Effort  and  the 
exploration  of  private-sector  alternatives,  we  urge  you  to 
vote  No,”  said  the  Congressmen’s  letter. 

Representative  Gephardt  is  author  of  a substitute 
measure  that  establishes  a National  Commission  on  Hos- 
pital Costs  and  provides  aid  to  state  cost  containment 
programs.  The  key  House  vote  on  the  entire  issue  is  ex- 
pected to  swing  on  the  Gephardt  substitute,  which  came 
within  a whisker  of  approval  by  the  House  Commerce 
Committee. 

Gephardt  and  Jones  said  the  health  care  industry 
through  its  National  Voluntary  Effort  is  the  only  major 
segment  of  the  economy  that  has  decreased  it’s  rate  of  in- 
flation. Yet  the  Administration  has  responded  to  this 
voluntary  program  by  seeking  to  enact  legislation  that  gives 
the  Secretary  of  HEW  unprecedented  control  over  local 
hospitals  including  public  and  private  reimbursement. 

The  Administration’s  bill  completely  bypasses  the 
community-based  health  planning  law  and  authorizes 
HEW  to  determine  what  services  hospitals  may  provide, 
they  said.  Virtually  all  hospitals  not  subject  to  state 
mandatory  controls  will  be  under  Federal  mandatory 
hospital  cost  controls  if  Congress  passes  this  bill,  they 
warned. 

Administ  ration  of  the  hill  “will  require  a new  addit  ional 
massive  layer  of  bureaucracy,  promulgation  of  numerous 
new  regulations  applied  to  an  already  highly  regulated 
industry  with  resultant  administrative  costs  to  both  the 
government  and  hospitals.” 

Most  Capitol  Hill  ohservors  agree  that  the  Senate  will 
not  touch  the  hot  potato  measure  until  and  unless  the 
House  approves  it. 

* * * 

The  FTC  (Federal  Trade  Commission)  has  ruled  that 
the  American  Medical  Association’s  Principles  of  Medical 
Ethics  unlawfully  restrict  competitive  advertising  by 
physicians,  but  said  the  AMA  should  continue  to  act  to 
curb  false  or  deceptive  advertising. 

The  AMA  responded  that  it  will  ask  the  Court  of  Ap- 
peals to  reverse  the  order  to  the  extent  that  “the  order 
continues  to  prevent  medical  societies  from  taking  action 
against  deceptive  or  other  unethical  practices  that  may 
harm  or  mislead  patients.” 

Commending  the  Commission’s  recognition  of  the 
AMA’s  “valuable  and  unique”  role  with  respect  to  pre- 
venting false  and  misleading  advertising,  the  Association 
at  the  same  time  challenged  the  FTC’s  allegation  that  it 
had  restrained  competition  by  restricting  advertising 
among  its  members. 


“We  are  pleased  that  the  Commission  has  endorsed  the 
position  the  Association  has  taken  throughout  the  case, 
that  the  profession  and  the  public  are  well  served  with 
quality  care  if  medical  societies  are  involved  in  seeing  that 
information  that  is  advertised  is  truthful  and  nondecep- 
tive,”  said  Newton  N.  Minow,  the  attorney  representing 
the  AMA.  “However,  the  AMA  must  continue  to  take 
issue  with  the  Commission’s  decision  that  the  ethical 
principles  of  the  Association  have  prevented  physicians 
and  medical  organizations  from  disseminating  information 
on  the  prices  and  services  they  offer.  The  AMA  Principles 
of  Medical  Ethics  do  not  proscribe  advertising,  but  they 
do  prohibit  false  and  misleading  advertising  that  may  ad- 
versely affect  quality  care  to  patients,”  said  Minow. 

The  Commission’s  decision  is  based  on  the  FTC’s  com- 
plaint issued  in  December,  1975.  That  complaint  charged 
the  AMA  with  violating  Section  5 of  the  FTC  Act  by  re- 
stricting the  ability  of  their  members  to  advertise  for  and 
solicit  patients  and  to  enter  into  various  contractual  ar- 
rangements in  connection  with  the  offering  of  their  services 
to  the  public. 

* * * 

The  Administration’s  mental  health  bill  does  not  do 
justice  to  the  seriously  mentally  ill  population,  the  AMA 
has  told  Congress. 

Scarce  dollars  and  manpower  should  be  directed  toward 
the  treat  ment  of  persons  with  demonstrable  mental  illness 
and  not  be  diverted  to  ministering  to  people  who  have  only 
social  maladjustment  problems,  the  AMA  said  in  a letter 
to  the  Senate  Human  Resources  Subcommittee  on 
Health. 

The  bill  before  the  Subcommittee — “The  Mental  Health 
Systems  Act  of  1979” — would  largely  replace  the  Com- 
munity Mental  Health  Centers  Act  as  the  major  Federal 
program  funding  mental  health  services  in  this  country. 
Many  of  its  provisions  are  based  on  recommendations  of 
the  President’s  Commission  on  Mental  Health  chaired  by 
Mrs.  Rosalyn  Carter. 

The  AMA  commended  the  Commission’s  work,  but  said 
the  legislation  was  not  an  appropriate  response  to  the 
Commission’s  recommendations. 

A Community  Mental  Health  Center  should  not  offer 
“nonmedical”  and  “nonhealth”  services  to  “clients”  at  the 
expense  of  t herapeut  ic  psychiatric  and  medical  care  to  its 
patients,  the  AMA  said.  “Any  new  Federal  legislation 
should  require  these  centers  to  address  professionally 
diagnosed  psychiatric  illness  as  their  major  responsi- 
bility.” 

The  AMA  recommended  the  following  minimum  stan- 
dards for  community  centers: 

— Centers  should  be  oriented  to  a broad  medical  model 
that  encompasses  a range  of  physical,  psychiatric,  and 
social  concerns  wit  h appropriate  priorities. 

Centers  should  be  integrally  involved  with  community 
and  teaching  hospitals,  and  linked  with  other  com- 
munity health  services,  including  state  mental  hos- 
pitals, to  assure  effective  referral  and  followup, 
especially  with  regard  to  the  deinstitutionalized 
chronically  ill. 

The  clinical  director  of  each  center  should  be  a phy- 
sician, preferably  a psychiatrist, 
a physician  should  have  overall  responsibility  for  di- 
recting and  supervising  the  evaluation  and  diagnosis, 
as  well  as  total  treatment  planning,  for  each  pa- 
tient. 
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Community  mental  health  centers  should  he  required 
to  meet  standards  of  performance  and  quality  of 
care. 

— primary  care  and  psychiatric  residency  training  pro- 
grams should  be  encouraged  to  affiliate  with  cen- 
ters. 

* * * 

The  AMA  has  urged  Congress  to  repeal  a law  that  re- 
quires most  services  of  teaching  physicians  to  be  included 
in  the  definition  of  inpatient  hospital  services  and  reim- 
bursable under  Part  A of  Medicare. 

“Reimbursement  of  teaching  physicians  should  he  on 
a fee-for-service  basis  under  Medicare  Part  B,”  the  AMA 
said. 

Fairfield  Goodale,  M.D.,  Dean  of  the  Medical  College  of 
Georgia,  told  the  House  Commerce  Subcommittee  on 
Health  that  for  seven  years  the  HEW  Department  has  been 
unable  to  develop  satisfactory  regulations  to  implement 
this  provision.  "This  litany  of  delay,  proposals,  studies, 
and  further  delay,  to  us,  is  a clear  indication  that  the  action 
of  the  92nd  Congress  enacting  this  provision  was  funda- 
mentally unsound,”  said  Dr.  Goodale.  "The  AMA  believes 
that  the  time  for  delay  and  study  of  this  law  is  past.  Sec- 
tion 227  should  be  repealed  now.” 

The  AMA  spokesman  said  the  financial  relationship 
between  hospitals  and  their  teaching  programs  and  faculty 
are  as  varied  as  are  the  programs  themselves.  “These  re- 
lationships do  have  one  thing  in  common,  though.  They 
are  all  a result  of,  and  a response  to,  the  unique  charac- 
teristics and  needs  of  individual  patients,  individual  hos- 
pitals, individual  training  programs,  and  individual 
teaching  physicians.  This  mix  is  not  the  same  from  one 
institution  to  another,  and  indeed  from  one  department 
to  another  within  the  institution.  Because  each  set  of  re- 
lationships responds  to  a particular  set  of  local  circum- 
stances and  problems,  no  single  national  solution  will  ever 
be  satisfactory.” 

"The  law  must  take  cognizance  of  individual  needs  and 
circumstances.  Anything  less  will  only  be  unfair  and  un- 
manageable. Section  227  cannot  accommodate  these 
justifiable  differences  and  should  be  abandoned.” 

Dr.  Goodale  said  implementation  of  the  challenged 
provision  "would  almost  certainly  reduce  the  patient  rev- 
enues that  legitimately  and  properly  can  be  used,  at  least 
in  part,  to  support  medical  education,  without  a signifi- 
cant improvement  in  program  administration.  The  eco- 
nomic stresses  on  medical  education  are  already  severe. 
To  aggravate  this  condition  by  further  reducing  the  funds, 
from  whatever  source,  that  could  be  used  to  support 
medical  training  can  only  lead  ultimately  to  a reduction  in 
the  quality  of  care  for  patients.” 

* * * 

Congress  has  sent  to  the  White  House  a three-year  ex- 
tension of  the  health  planning  law  shorn  of  most  of  the 
controversial  provisions  that  had  worried  health  pro- 
viders. 

Of  large  relief  to  physicians  is  that  the  bill’s  extended 
certificate-of-need  approval  for  physicians’  offices  applies 
only  if  expensive  ($150,000  or  more)  new  equipment  is  to 
be  used  for  hospital  inpatients.  There  had  been  a move 
in  the  Senate  last  year  to  include  all  major  equipment  in 
physicians’  offices. 

The  $987  million  bill  was  blocked  in  the  last  Congress 
when  House  and  Senate  failed  to  reach  agreement.  The 


measure  has  been  caught  in  controversy  since  its  inception 
in  1974  with  charges  that  “health  planners”  have  been 
arbitrary  in  disallowing  facilities  and  services  and  have 
overreached  their  mandate  by  dictating  the  manner  of 
medical  practice.  The  argument  for  the  bill  has  been  that 
brakes  are  needed  to  prevent  duplicate  facilities  and  hos- 
pital equipment. 

The  bill  eliminates  a requirement  in  present  law  that 
>tate  and  local  planning  decisions  must  conform  to  national 
guidelines  by  the  HEW  Department,  a significant  boost  for 
local  authority. 

HMOs  (Health  Maintenance  Organizations)  generally 
were  exempted  from  the  planning  law’s  strictures  as  part 
of  Congress’  desire  to  promote  them. 

Congress  did  go  along  with  the  Administration’s  request 
for  funds — $155  million — to  assist  hospitals  in  closing 
down  underused  acute  beds. 

♦ * * 

AMA  officials  have  met  with  Patricia  Harris,  HEW 
Secretary,  to  discuss  important  medical  questions  of  mu- 
tual interest. 

A major  item  on  the  agenda  was  the  Medical  Manpower 
bill  the  Administration  is  preparing  to  submit  to  replace 
the  program  scheduled  to  expire  next  year. 

Mrs.  Harris  was  accompanied  by  top  aides,  including 
Assistant  Secretary  for  Health,  -Julius  Richmond,  M.D., 
whose  role  at  HEW  will  be  magnified  under  the  new  lead- 
ership of  Mrs.  Harris. 

The  AMA  delegation  included  Lowell  Steen,  M.D., 
Chairman  of  the  Board  of  Trustees;  Joseph  Boyle,  M.D., 
AMA  Trustee;  Robert  Hunter,  M.D.,  AMA  President- 
Elect;  and  James  Sammons,  M.D.,  AMA  Executive  Vice 
President. 

Mrs.  Harris  indicated  discussions  with  the  AMA  and 
HEW  will  continue  and  increase  if  necessary.  She  told  the 
physicians  that  there  are  obvious  areas  of  disagreement 
"but  we  will  seek  areas  of  agreement.” 

Dr.  Richmond  will  be  the  chief  HEW  official  the  AMA 
should  turn  to,  Mrs.  Harris  said,  explaining  that  she  would 
consider  items  that  needed  to  be  carried  higher. 

At  the  hour  and  a half  session,  manpower  and  cost  con- 
tainment dominated  the  talks.  The  AMA’s  position  of 
opposition  to  cost  containment  was  outlined.  Mrs.  Harris 
said  she  felt  the  controversial  bill  has  a good  chance  of 
winning  Congressional  approval,  but  at  the  same  time  she 
said  she  was  delighted  with  the  success  of  the  voluntary 
effort  at  keeping  hospital  cost  rises  down. 

Members  of  the  two  groups  agreed  that  it  had  been  a 
productive  first  meeting. 

* * * 

The  Group  Health  Association.  Washington,  D.C.’s 
largest  HMO  (Health  Maintenance  Organization),  has 
conceded  that  lengthy  appointment  delays  are  intentional 
to  keep  down  costs. 

Edward  J.  Hinman,  M.D.,  Association  President,  told 
the  Washington  Post  that  “to  fully  respond  to  the  demands 
of  every  member  would  create  costs  that  would  be  unac- 
ceptable to  the  majority  of  members.” 

Routine  obstetric  and  gynecological  appointments 
sometimes  take  as  long  as  12  weeks. 

Another  local  HMO,  the  George  Washington  LJniversity 
Health  Plan,  told  the  newspaper  its  patients  face  waits  of 
up  to  eight  weeks  for  routine  visits. 

Dr.  Hinman  said  that  “from  a national  perspective  the 
real  issue  is  how  are  we  as  a nation  going  to  do  everything 
we  want  for  ourselves  and  still  pay  for  it?” 
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MSSNY 

The  Medical  Society  of  the  State  of  New  York  (MSSNY),  one 
of  the  largest  medical  societies  in  the  world,  was  formed  more 
than  170  years  ago  to  federate  the  members  of  the  medical 
profession  in  New  York  State  into  one  organization.  Its 
purpose  is  to  extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine,  to  enhance  the  delivery  of  high 
quality  medical  care  for  all  people  in  the  most  economical 
manner,  to  further  scientific,  social  and  cultural  interests,  to 
promote  the  betterment  of  community  health  and  to  en- 
lighten and  direct  public  opinion  in  regard  to  the  problems 
of  medicine  and  health  in  the  best  interest  of  the  public. 
The  MSSNY  works  to  preserve  the  integrity  of  the  physi- 
cian/patient relationship.  It  maintains  vigilance  against 
federal  and  state  interference  in  the  practice  of  medicine. 
The  individual  freedoms  of  both  physician  and  patient  are 
maintained  with  the  individual  physician  exercising  his  own 
best  judgment  as  to  medical  care  and  treatment  needed  for 
his  patient. 

MSSNY— 

provides  numerous  services  for  its  members,  the  public  and 
the  news  media.  Assistance  or  information  regarding  the 
subjects  listed  below  is  available  by  telephoning  MSSNY  at 
(516)  488-6100  and  asking  for  the  extension  listed  at  the 
conclusion  of  the  appropriate  paragraph. 

MEMBERSHIP— 

New  York  State  law  recognizes  MSSNY  with  its  component 
county  medical  societies  as  the  official  representative  of 
physicians  in  New  York  State.  Membership  is  available  to 
physicians  living  and/or  practicing  in  New  York  State  through 
application  to  their  respective  county  medical  society.  Ext. 
254 

COMMITTEES— 

A vital  part  of  the  framework  of  the  MSSNY  is  its  committee 
system.  There  are  almost  one  hundred  committees, 
manned  by  physicians  from  all  parts  of  New  York  State. 
MSSNY  action  and  policy  is  mainly  based  upon  recom- 
mendations from  these  committees.  Ext.  297 

CONTINUING  MEDICAL  EDUCATION— 

Continuing  Medical  Education  is  mandatory  for  membership 
in  MSSNY  as  of  March  1,  1981  The  Society  promoted  the 
organization  of  the  New  York  State  Council  on  Continuing 
Medical  Education  with  the  goal  of  improving  the  quality  of 
nedical  care.  It  will  determine  the  medical  education  needs, 
encourage  the  development  of  related  programs  of  educa- 


tion, maintain  a program  registry,  and  establish  procedures 
of  documenting  physician  participation.  Ext.  208 

MEDICAL  OFFICE  MANAGEMENT  WORKSHOPS— 

During  the  past  several  years  MSSNY  has  been  sponsoring 
an  increasing  number  of  specialized  Medical  Practice 
Management  workshops  for  physicians,  both  starting  and 
for  those  already  in  practice.  It  sponsors  “Establishing 
Yourself  in  Medical  Practice”  workshops,  “Financial  Control 
of  Your  Medical  Practice”  workshops,  and  “Medical  Practice 
Management"  workshops  at  various  locations  throughout 
New  York  State.  Ext.  286 
SOCIOECONOMICS— 

MSSNY  negotiates  for  the  worker’s  compensation  medical 
fee  schedule;  seeks  legislative  modification  of  the  law  and 
changes  in  the  rules  and  regulations  to  improve  their  im- 
plementation; and  concerns  itself  with  the  arbitration  of 
disputed  physician  bills.  Assistance  is  given  to  physicians 
in  their  disagreements  with  third  party  payors.  Close  liaison 
is  maintained  with  Blue  Shield,  Medicare,  Medicaid  and  othe. 
third  parties  to  deal  with  and  resolve  physicians’  prob- 
lems. 

The  Society  also  is  involved  in  hospital-professional  staff 
relations.  It  monitors  developments  in  Health  Service 
Agencies  and  keeps  the  membership  advised  of  develop- 
ments. MSSNY  provides  an  opportunity  for  inter-relation- 
ship  and  liaison  with  the  specialty  societies.  The  PSRO 
committee  serves  as  a forum  for  the  exchange  of  ideas  and 
information.  Cost  Containment  activities  are  conducted 
through  this  division.  Ext.  206 

LEGISLATION— 

Proposed  legislation  and  regulations  having  an  influence  on 
the  practice  of  medicine  and  the  health  of  the  public  are 
caretully  analyzed  by  MSSNY.  Following  action  by  the 
Council,  MSSNY  irrforms  legislators  of  its  opinions.  MSSNY 
coordinates  with  AMA  regarding  federal  legislation.  Any 
member  can  recommend  constructive  legislation  to  MSSNY 
through  his  or  her  County  Legislative  Committee.  While 
governmental  control  of  the  practice  of  medicine  is  strongly 
resisted,  bills  to  improve  the  standards  of  medical  care  are 
generally  supported.  Information  on  medical  legislation  is 
readily  available  from  MSSNY.  Ext.  221 

COMMUNICATIONS— 

MSSNY  conducts  a continuous  statewide  program  dis- 
seminating information  internally  to  members  and  externally 
to  the  public.  Timely  information  is  channeled  to  news 
media  Physicians  are  interviewed  by  representatives  of  all 
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media  and  thus  an  avenue  is  open  to  hundreds  of  news 
writers,  editors,  producers  and  reporters  for  accurate  facts 
on  the  medical  profession.  Ext.  205 

JOURNAL  OF  MEDICINE— 

The  monthly  New  York  State  Journal  of  Medicine  is  dedi- 
cated to  the  continuing  medical  education  of  the  physician. 
It  concentrates  on  original  scientific  subjects,  and  clinical 
studies.  Editorial  matter  consists  of  feature  articles,  reviews, 
clinocopathologic  conferences,  and  case  reports.  The 
Journal  also  serves  to  keep  the  membership  aware  of  the 
social,  economic  and  organizational  aspects  of  medical  care. 
The  special  section,  “What  Goes  on  in  Continuing  Medical 
Education,"  (Ext.  241)  includes  an  indexed  listing  of  CME 
programs  throughout  the  State,  and  also  includes  a special 
section  on  "Physician  Placement  Opportunities.”  As  the 
official  organ  of  the  MSSNY,  the  Journal  reflects  the  activities 
of  the  Society,  including  the  minutes  of  the  House  of  Dele- 
gates. Editorial — Ext.  219.  Advertising — Ex-t.  232 

NEWS  OF  NEW  YORK— 

The  semi-monthly  bulletin  provides  news  on  socio-economic, 
legislative  and  general  aspects  of  medical  and  MSSNY  ac- 
tivities, services  and  policy.  Ext.  284 

AD  REM— 

is  a concise  bulletin  for  fast  breaking  news  which  is  displayed 
on  special  boards  in  more  than  350  hospitals  throughout  the 
state.  Ext.  284 

MEDICAL  DIRECTORY— 

The  Medical  Directory  of  New  York  State  is  a computer- 
maintained  reference  on  licensed  New  York  State  physicians 
listing  their  professional  data  alphabetically  by  locality.  It 
also  contains  staff  lists  of  hospitals  in  the  state.  Ext.  258 

INSURANCE  & MEMBER  BENEFITS— 

MSSNY,  in  cooperation  with  county  programs,  provides 
members  with  numerous  group  insurance  programs  including 
Life,  Disability  income,  Professional  overhead  expense. 
Hospital  indemnity  and  Accidental  death  and  dismember- 
ment insurance.  Through  participation  in  these  programs 
members  save  far  in  excess  of  their  annual  dues  Many 
physicians  are  enjoying  substantial  savings  through  MSSNY 
programs  for  leasing,  renting  or  purchasing  automobiles  and 
office  equipment.  A low  interest  financial  arrangement  with 
a major  bank  for  loans  and  other  financial  services  is  available 
to  physician  members.  Other  programs  are  also  available 
including  quality  office  furniture  at  substantial  discounts; 


special  membership  with  an  organization  offering  a wide 
spectrum  of  trips;  wholesale  prices  available  on  national 
brand  consumer  products;  and  special  computer  services. 
Ext.  371 

MEDICAL/LEGAL— 

The  MSSNY  General  Counsel  is  responsible  for  all  legal 
matters  involving  the  society  and  provides  medical-legal 
advice  to  individual  member  physicians  on  subjects  such  as 
confidentiality,  ownership  and  retention  of  medical  records 
and  x-rays,  patient  notification  requirements,  license  regis- 
tration, acupuncture  practice  requirements,  interpretation 
of  state  and  federal  laws  and  regulations  etc.  Ext.  201 

PHYSICIANS’  PLACEMENT  BUREAU— 

MSSNY  cooperates  closely  with  county  medical  societies 
in  providing  a placement  service  through  the  society's 
Physicians'  Placement  Bureau.  Ext.  241 

INFORMATION— 

The  Department  of  Information  answers  non-technical  in- 
quiries received  from  the  public  and  the  profession.  An 
extensive,  quick  reference  file  is  maintained  on  literally 
thousands  of  medically  related  subjects.  Ext.  235 

CONVENTION— 

The  annual  convention  consists  of  the  scientific  session  and 
the  House  of  Delegates’  annual  meeting.  The  scientific 
session  provides  continuing  medical  education  through 
seminars,  scientific  sessions  and  scientific  & technical  ex- 
hibits. The  House  of  Delegates,  through  democratic  pro- 
cess, formulates  programs  and  policies  for  the  Society. 
House  of  Delegates  information:  Ext.  204.  Scientific 

sessions  and  exhibit  information:  Ext.  242 

JUDICIAL  COUNCIL— 

The  Judicial  Council  has  jurisdiction  to  hear  and  adjudicate 
all  appeals  by  physicians  who  have  been  excluded  from 
membership  or  appeals  from  members  regarding  decisions 
on  discipline  which  may  involve  the  privileges,  rights  or 
standing  of  members,  whether  in  relation  to  one  another, 
their  county  medical  society  or  to  MSSNY.  Ext.  201 

LIBRARY— 

The  Albion  O.  Bernstein  Library  is  located  in  the  MSSNY 
headquarters  building  and  provides  the  membership  and  the 
public-at-large  with  library  services  in  the  field  of  socioeco- 
nomics of  health  care  and  health  care  planning.  Ext. 
266 
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Edited  by  I.  Steele  Russell,  et  al.  Baltimore,  University 
Park  Press,  1979.  Illustrated,  502  pages.  Hardcover, 
$69.50. 

Papers  presented  at  the  European  Brain  Behaviour 
Society’s  Workshop  in  1977. 

SURGER  Y— OUTLINES 

Tutorials  in  Surgery.  1.  By  F.  G.  Smiddy,  M.D.,  Ch.M., 
F.R.C.S.  Kent,  England,  Pitman  Medical  Publishing 
Company,  (Distributed  in  the  U.S.  by  University  Park 
Press,  Baltimore,  Md.)  1977.  Paperback,  331  pages. 
Price,  $14.95. 

A handbook  to  help  the  surgeon-in-training  to  express 
himself  adequately  on  the  basic  knowledge  of  disease 
processes. 

SURGERY 

Surgical  Review.  1.  Edited  by  J.  S.  P.  Lumley,  M.B., 
F.R.C.S.,  and  J.  L.  Craven,  M.D.,  B.Sc.,  F.R.C.S.'  Kent, 
England,  Pitman  Medical  Publishing  Company  (Distrib- 
uted in  the  U.S.  by  University  Park  Press,  Baltimore,  Md.), 
1979.  Illustrated,  407  pages.  Hardcover,  $29.95. 

An  easily  read  collection  of  topical  surgical  essays. 

WRITING 

Writing  Scientific  Papers  in  English.  An  ELSE- 
Ciba  Foundation  Guide  for  Authors.  Edited  by  Maeve 
O’Connor  and  F.  Peter  Woodford.  Kent,  England,  Pitman 
Medical  Publishing  Company  (Distributed  in  the  U.S.  by 
University  Park  Press,  Baltimore,  Md.),  1978.  Paperback, 
108  pages.  Price,  $5.95. 

A guide  for  scientists  of  any  nationality  to  submit  papers 
to  journals  published  in  English. 


continued  from  page  2032 

The  dilemma  will  not  disappear  while  a culpable  society 
continues  to  cultivate  child  abusers.  A main  source  are 
young  people  who  live  in  poverty  and  slums,  are  barely 
literate,  usually  unemployed,  and  whose  family  life  is  dis- 
rupted. Traditions  of  affection,  security,  recognition, 
obedience,  conjugal  fidelity,  and  social  education  within 
family  life  are  fundamental  to  a healthy  nation. 

A family  is  not  isolated.  It  is  a participant  in  the  reli- 
gious, social,  cultural,  and  economic  activities  of  society. 
However,  nothing  produces  more  decisive  changes  in  family 
function  than  the  impact  of  economic  disaster.  Poverty 
tends  to  be  demoralizing  and  destructive  of  family  life.  It 
often  results  in  battering  of  wives  and  children,  juvenile 
delinquency,  drug  addiction,  prostitution,  alcoholism,  and 
vice.  Awareness  of  all  these  factors  constitute  basic  in- 
gredients for  an  effective  child  abuse  program  of  treatment 
and  prevention,  else  it  is  doomed  to  continued  failure. 

Wars  I hat  divert  human  and  financial  resources,  and  the 
irrational  race  to  accumulate  means  of  death  and  devas- 


L  A BOR  A TORIES— ST  A NDA  RDS 

Standard  Operating  Procedures  in  Toxicology. 

Edited  by  G.  E.  Paget  and  R.  Thomson.  Baltimore,  Md., 
University  Park  Press,  1979.  Hardcover,  650  pages.  Price, 
$39.50. 

A guide  to  standard  procedures  required  for  the  per- 
formance of  toxicological  experiments. 

BACTERIAL  INFECTIONS 

Common  Bacterial  Infections  of  Infancy  and  Child- 
hood. Diagnosis  and  Treatment.  Edited  by  M.  I. 
Marks.  Baltimore,  Md.,  University  Park  Press,  1979. 
Softcover,  140  pages.  Price,  $9.95. 

A “new  perspective”  on  diagnosing  and  treating  infec- 
tious diseases  in  children. 

ALCOHOLISM— DIRECTORIES 

Directory  of  Alcoholism  Treatment  Centers.  Eastern 
edition.  Sharon,  Conn.,  ATD  Publications  (West  Wood 
Rcl.,  06069).  Paperback,  92  pages.  Price,  $8. 

A list  of  residential  treatment  centers  and  their  programs 
in  the  following  states:  Connecticut;  Florida;  Georgia; 
Maine;  Maryland;  Massachusetts;  New  Hampshire;  New 
Jersey;  New  York;  Pennsylvania;  Vermont;  Virginia. 

NEOPLASMS— DIA  GNOSIS 

Immunodiagnosis  of  Cancer.  Part  two.  Edited  by 
Ronald  Haberman  and  K.  Robert  Mclntire.  New  York, 
Marcel  Dekker,  Inc.,  1979.  Hardcover,  1,258  pages.  Price, 
$55. 

A comprehensive  compilation  of  immunodiagnostic  tests 
for  cancer. 


tation  through  nuclear  power  can  only  denude  the  earth 
of  mankind  and  children.  They  all  are  our  children  who 
die  because  of  the  armaments  race,  unrestricted  sale  of 
armaments,  and  all  means  of  death  provided  nations  who 
use  them  against  their  own  people. 

The  tragic  blunders  of  society  that  rut  hlessly  squander 
its  children;  deprives  them  of  food,  family,  health,  and  a 
safe  world  to  live  in;  tolerate  child  cruelties;  and  watches 
teenagers  destroy  themselves  blight  the  International  Year 
of  the  Child.  The  roots  of  society’s  errors  cannot  be  de- 
stroyed by  medical  science  or  sophisticated  curative 
medicine.  It  requires  collaboration  of  all  concerned  peo- 
ple: physicians,  politicians,  labor,  educators,  women’s 

organizations,  and  social  workers— all  people — who  must 
become  involved  and  seek  a solution.  Hopefully,  this  can 
be  the  means  to  realize  some  of  the  aims  of  the  Interna- 
tional Year  of  t he  Child.  It  would  be  one  of  the  most  ef- 
fective responses  to  the  declared  emergencies  by  the  United 

continued  on  page  2136 


2128  New  York  State  Journal  of  Medicine/December  1979 


Medical  News 


New  primer 

“Occupational  lung  disease  can  be  as  crippling  as  para- 
plegia in  some  ways  more  so,"  according  to  a new  primer, 
“Occupational  Lung  Diseases,  An  Introduction,”  just  re- 
leased by  tbe  American  Lung  Association,  the  Christmas 
Seal  organization. 

The  primer,  written  for  tbe  general  public,  managers, 
union  representatives,  and  educators,  is  easy  to  read  and 
nontechnical.  It  is  available  from  local  American  Lung 
Associations  and  is  published  by  funds  contributed  to 
Christmas  Seals. 

“Occupational  lung  diseases  are  preventable,”  according 
to  the  primer.  “Whether  it’s  a mining  dust,  a welding 
fume,  fungal  spores,  wheat  dust,  a paint  spray,  a radioactive 
gas,  or  a mixture  of  emissions  from  a coke  oven,  a hazard 
is  usually  in  the  air  because  whoever  initiated  the  operation 
(sometimes  decades  ago)  just  didn't  know  the  health 
dangers  involved — or  chose  to  ignore  them. 

“Keeping  hazards  out  of  the  lungs  of  the  people  in  the 
workplace  is  not  necessarily  a highly  expensive  proposition. 
There  are  many  different  ways  of  approaching  the  problem, 
such  as  changing  to  safer  ingredients,  isolating  processes 
or  operators,  installing  or  improving  local  or  general  ven- 
tilation systems,”  the  primer  suggests. 

Nevertheless,  some  occupational  lung  hazards  cannot 
he  avoided  without  changing  jobs.  The  primer  cites  the 
poultry  farmer  whose  asthma  is  caused  by  chicken  feathers 
as  an  example. 

A lot  of  occupational  lung  diseases  are  found  in  small 
concerns.  Such  businesses  have  less  access  to  technical 
information  and  expert  advice  than  large  businesses  do. 

The  relationship  between  job  and  disease  often  goes 
unrecognized  by  both  the  victim  and  the  physician.  “One 
reason  is  that  many  occupational  diseases  develop  so 
gradually  and  progress  so  slowly  over  the  months  and  years 
that  most  patients  aren’t  conscious  of  becoming  ill.”  says 
the  primer. 

Many  occupational  lung  diseases  are  chronic.  “Their 
onset  is  slow  and  insidious,  characterized  by  lingering  colds, 
occasional  complicating  infections,  slight  breathlessness 
on  exertion,  an  increasing  need  to  cough  up  mucus,”  ac- 
cording to  the  primer.  “Nothing  sudden  or  noticeable 
drives  the  worker  to  a physician.  Yet,  underneath  and 
unseen,  the  worker's  lungs  are  steadily  becoming  inflamed, 
obstructed,  stiffened,  or  overdistended.  By  the  time  things 
get  serious  enough  to  send  the  victim  to  a physician,  it’s 
often  too  late  to  do  more  than  slow  down  the  disease.” 

The  prime  need  is  for  more  awareness  and  under- 
standing of  the  relationship  between  polluted  workplace 
air  and  lung  disease.  The  second  need  is  for  a general 
commitment  to  reducing,  eliminating,  or  avoiding  the 
pollution  of  workplace  air.  Third  and  crucial  is  the  need 
to  eliminate  the  most  prevalent  and  notorious  lung  haz- 
ard— cigarette  smoking. 

"The  combined  effects  of  cigarette  smoke  and  occupa- 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 
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Total  Knee  Arthroplasty 
Master  Two-Step  Test 
Furosemide  and  Acute  Renal  Failure 
Sexually  Transmitted  Disease 
Multiple  Foci  of  Colorectal  Cancer 
Preventing  Child  Abuse 
Privacy  and  Confidentiality 
School  Health 
Perioperative  Hypertension 
Cancer  and  Low-Level  Radiation 
Radiologic  Problems 
Transversalis  Fascia  Hernioplasty 
Bilirubin  Metabolism  in 
Obstructive  Jaundice 
Thoracic  Surgery 
Physician  Attitudes  Toward 
Terminal  Illness 

Computed  Tomography  and  Radionuclide 
Brain  Scanning 
Arteriovenous  Access  for 
Hemodialysis 

Inflammatory  Bowel  Disease 
Crisis  Intervention 
Dynamics  of  Juvenile  Violence 
Women's  Lib  and  Doctor- Patient 
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tional  dusts,  gases,  fumes,  and  vapors  cannot  be  over- 
stated,” says  the  primer.  “Smokers  get  occupational  lung 
diseases  more  often  than  do  nonsmokers,  and  smokers’ 
lungs  succumb  faster  than  do  nonsmokers’  lungs  to  the 
effects  of  disease.  The  risk  of  chronic  bronchitis,  em- 
physema, lung  cancer,  and  heart  disease  is  multiplied  when 
the  worker  smokes.” 

The  primer  was  prepared  by  J.  Marion  Anderson,  a 
writer  from  Bristol,  Tennessee. 

Opening  of  a new 
international  health  care  center 

The  New  York  Hospital-Cornell  Medical  Center  on 
September  24,  announced  the  opening  of  the  new  IHCS 
(International  Health  Care  Service)  to  be  headed  by  Henry 
Masur,  M.D.,  assistant  professor,  Division  of  International 
Medicine,  Department  of  Medicine.  The  IHCS  has  been 
established  to  consolidate  and  make  more  accessible  the 
diverse  services  and  specialized  medical  information 
needed  for  international  travel. 

The  IHCS  now  makes  it  possible  for  both  the  traveling 
public  as  well  as  the  medical  community  to  refer  to  one 
central  source  for  travel  health  information  as  well  as  for 
expertise  in  areas  of  infectious  diseases  and  tropical  med 
icine.  The  IHCS  is  staffed  by  the  clinical  faculty  of  the 
Divisions  of  Infectious  Disease  and  International  Medicine, 
and  shares  in  the  extensive  academic  and  clinical  resources 
of  The  New  York  Hospital-Cornell  Medical  Center. 

To  encourage  and  facilitate  proper  preventive  measures 
for  travelers,  the  IHCS  will  offer  individualized  prede- 
parture counseling  along  with  a complete  inventory  of 
routine  and  esoteric  immunizations  which  may  be  required 
or  advisable  for  specific  itineraries.  This  new  service  will 
monitor  and  update  the  continually  changing  worldwide 
health  conditions  in  order  to  provide  a reliable  source  of 
information  on  which  to  base  preventive  medical  advice 
and  instruction  before  travel. 

Of  particular  interest  for  the  medical  community  is  the 
access  to  the  IHCS  system  for  24-hour  coverage  (assuring 
prompt  attention  for  returning  patients  with  urgent 
travel-related  infectious  disease  and  tropical  medical 
problems)  as  well  as  a referral  system  to  locate  English- 
speaking  physicians  and  treatment  facilities  located 
worldwide  for  problems  that  occur  abroad. 

The  International  Health  Care  Service  is  located  in  the 
Guggenheim  Building  of  The  New  York  Hospital-Cornell 
Medical  Center  at  422  East  72nd  Street. 

Toll  free  number  available 
for  reporting  problems 
with  medical  products 

The  l JSP  (United  States  Pharmacopeia)  has  announced 
the  availability  of  a 24-hour  toll-free  telephone  number  as 
an  additional  service  of  the  Product  Problem  Reporting 
Program.  Joseph  G.  Valentino,  Executive  Associate  of  the 
USP  and  the  Project  Director  of  the  Report  ing  Program, 
explained  that  the  new  method  is  an  alternative  to  the  re- 
porting of  product  problems  by  mail  for  those  health  pro- 
fessionals who  find  it  more  convenient  or  more  appropriate 
to  telephone;  it  will  also  make  it  easier  and  quicker  for 
health  professionals  to  reach  government  and  industry 
officials  with  their  concerns  regarding  device  and  medical 
product  problems. 


The  number  for  reporting  any  problem  with  a medical 
product  is  800-638-6725.  Staff  will  be  available  to  answer 
calls  personally  from  9:00  a.m.  to  4:30  p.m.  (Eastern  time) 
Monday  through  Friday.  An  answering  device  will  record 
the  information  at  all  other  times.  Maryland  reporters 
should  call  collect  (301)  881-0256.  The  service  is  not 
available  in  Alaska  or  Hawaii. 

First  Imprint  Planning  Guide 

Imprint , the  magazine  of  NSNA  (the  National  Student 
Nurses’  Association),  has  published  its  first  career  planning 
guide  for  students  of  nursing.  The  Imprint  Career 
Planning  Guide  is  being  mailed  free  to  NSNA’s  35,000 
members.  Nonmember  price  is  $8  per  copy. 

The  Guide  combines  articles  previously  published  in  the 
NSNA  magazine  on  the  topic  of  career  planning.  Articles 
will  deal  with  career  choice;  self  assessment;  risk  taking; 
reality  shock;  decision-making;  career  alternatives;  licen- 
sure; interview  techniques;  job  hunting,  and  more.  The 
Guide  features  career  opportunity  profiles  from  hospitals 
across  the  country. 

NSNA  has  provided  career  planning  guidance  to  its 
members  since  1975  when  it  launched  Project  Tomorrow. 
Project  Tomorrow,  now  in  its  fifth  year,  is  a series  of  fall 
meetings  held  in  different  cities  across  the  country  to 
present  information  related  to  career  planning. 

Here  and  there 

Appointed:  Hugh  R.  K.  Barber,  M.D.,  has  been  appointed 
chairman  and  professor  of  obstetrics  and  gynecology,  New 
York  Medical  College,  Valhalla  . . . Joseph  J.  Ricca,  M.D., 
clinical  assistant  professor,  Downstate  Medical  Center,  has 
been  appointed  chief,  Division  of  Gastroenterology,  Long 
Island  College  Hospital  . . . Dr.  Thomas  Meikle,  Jr.,  deputy 
dean,  Cornell  University  Medical  College,  appointed  as  a 
part-time  member  of  the  professional  staff  with  responsi- 
bility for  the  new  effort  in  relation  to  preparation  for 
medical  education  and  the  humanities  at  Josiah  Macy,  Jr. 
Foundation  . . . Rosalyn  S.  Yalow,  Ph.D.,  appointed  as 
chairman  of  a new  Department  of  Clinical  Science  at 
Montefiore  Hospital  and  Medical  Center. 

Awarded:  William  A.  Silverman,  M.D.,  F.A.A.P.,  has 
been  named  recipient  of  the  Virginia  Apgar  Award  of  the 
American  Academy  of  Pediatrics  Section  on  Perinatal 
Pediatrics  for  his  distinguished  service  to  perinatal  pedi- 
atrics . . . Walter  Modell,  M.D.,  emeritus  professor  of 
pharmacology,  Cornell  University  Medical  College,  the 
1979  Harry  Gold  Award  by  the  American  Society  for 
Pharmacology  and  Experimental  Therapeutics.  The 
award  honors  excellence  in  research  and/or  teaching  in 
clinical  pharmacology. 

Elected:  Norman  J.  Ashenburg,  M.D.,  is  the  newly  elected 
secretary  of  the  American  Academy  of  Occupational 
Medicine  . . . Harold  A.  Zintel,  M.D.,  assistant  director, 
American  College  of  Surgeons,  elected  chairman;  Robert 
G.  Frazier,  M.D.,  executive  director,  American  Academy 
of  Pediatrics,  vice  chairman,  to  the  governing  body,  Council 
on  Clinical  Classifications. 

The  Council  on  Clinical  Classifications  was  formed  in 
1976  for  the  purpose  of  consolidating  input  from  the 
sponsoring  organization  on  matters  of  Clinical  Classifica- 
tions of  Diseases  and  Operations.  The  Council  is  spon- 
sored by  the  American  Academy  of  Pediatrics  (AAP), 
American  College  of  Obstetricians  and  Gynecologists 

continued  on  page  2132 
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Medical  Meetings 


Western  hemisphere  nutrition 
congress  set  for  next  summer 

The  Sixth  Western  Hemisphere  Nutrition  Congress  will 
he  held  August  10-14,  1980,  in  Los  Angeles. 

The  Congress,  held  every  third  year,  is  a joint  effort  of 
the  American  Medical  Association’s  Department  of  Foods 
and  Nutrition  and  the  American  Institute  of  Nutrition,  the 
Nutrition  Society  of  Canada,  Sociedad  Latinoamericana 
de  Nutricion,  the  American  Society  for  Clinical  Nutrition, 
and  the  AMA’s  Council  on  Continuing  Physician  Educa- 
tion. 

The  theme  for  the  1980  Congress  will  he  “Nutrition  in 
the  1980s — Constraints  of  Our  Knowledge.”  The  Congress 
provides  a multidisciplinary  forum  for  professionals  who 
are  working  toward  the  solution  of  diverse  problems  related 
to  nutrition  and  the  food  supply.  Program  participants 
will  analyze  the  current  state  of  scientific  knowledge, 
methods  used  to  determine  the  needs  of  individuals  and 
populations,  and  the  procedures  for  establishing  national 
policies  and  priorities  for  nutrition  intervention  pro- 
grams. 

The  Congress  will  open  with  a plenary  session  on  Mon- 
day morning,  August  11.  at  the  Biltmore  Hotel,  and  will 
continue  through  Thursday,  August  14. 

Sessions  will  he  held  on  such  topics  as  assessment  of  food 
intake  and  nutritional  status,  nutrition  in  health  and  dis- 
ease. factors  affecting  nutrient  requirements,  overview  of 
the  nutritional  status  of  the  western  hemisphere,  effect  of 
diet  on  immunosuppression  and  disease,  diet  and  cardio- 
vascular disease,  nutrition  intervention,  appropriate 
technology  in  food  production  and  distribution  systems, 
establishing  national  health  priorities,  and  obstacles  to 
success  in  nutrition  intervention  programs. 

Five  open  research  forums  will  be  held  during  the  Con- 
gress. Ten-minute  research  papers  will  be  offered  on  a 
variety  of  topics  in  the  entire  field  of  nutrition.  Those 
wishing  to  present  research  papers  may  submit  four  copies 
of  a 300-word  abstract  to  Philip  L.  White,  Sc.D.,  Director, 
Department  of  Foods  and  Nutrition.  American  Medical 
Association,  535  N.  Dearborn  St.,  Chicago,  IL  60610. 

Forum  topics  will  be  immunity  and  nutrition,  metabolic 
effects  of  plant  fibers,  dietary  sources  of  proteins,  func- 
tional tests  for  nutritional  status,  trace  elements,  new  ap- 
proaches to  nutrition  education,  food  technology,  infant 
feeding  practices,  clinical  nutrition,  nutrition  intervention 
programs,  and  nutrient  toxicities. 


Christmas  Seals 
from  the  past 

for  the  future. 


International  seminar 
on  leprosy 

The  21st  international  seminar  on  leprosy  will  be  held 
April  13  to  19  at  the  USPHS  Hospital,  Carville,  Louisiana. 
It  is  cosponsored  by  the  American  Leprosy  Missions,  Inc., 
and  the  United  States  Public  Health  Service. 

The  seminar  is  open  to  physicians,  nurses,  and  other 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 
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paramedicals  planning  to  work  or  already  at  work  in 
countries  where  leprosy  is  endemic. 

Registration  must  he  received  no  later  than  February  15. 
For  additional  information,  write  to  Dr.  Felton  Ross, 
American  Leprosy  Missions,  Inc.,  1262  Broad  Street, 
Bloomfield,  N.J.  07003;  telephone:  (201)  338-9197. 

Spring  weekend  symposium 

The  fourth  annual  spring  weekend  symposium  on  “Di- 
agnostic Ultrasound”  will  be  held  April  26  and  27  at  the 
Barbizon  Plaza  Hotel,  New  York  City,  by  the  Downstate 
Medical  Center,  Department  of  Radiology  and  Office  of 
Continuing  Education. 

For  further  information  contact  the  Department  of 
Radiology,  State  University  of  New  York  Downstate 
Medical  Center,  450  Clarkson  Avenue,  Brooklyn,  New 
York  11203;  telephone:  (212)  270-1602. 

Midwinter  clinical  conference 

The  fifth  annual  midwinter  clinical  conference  of  the 
U.S.  Virgin  Islands  Medical  Society  will  be  held  January 
23  to  26.  Presented  in  association  with  Cornell  University 
Medical  College,  this  continuing  medical  education  offering 
meets  the  criteria  for  16%-hours  of  credit  in  Category  1 for 
the  Physician’s  Recognition  Award  of  the  American 
Medical  Association  and  the  National  Medical  Association. 
Letters  of  certification  will  be  mailed  to  all  persons  who 
attend. 

Board  review  course 

The  Internal  Medicine  Board  Review  Course  will  be  held 
January  9 through  June  11,  22  consecutive  Wednesday 
evenings,  7:00  p.m.  to  9:30  p.m.,  Nurses  Auditorium, 
Queens  Hospital  Center,  82-68  164th  Street,  Jamaica,  New 
York.  The  course  is  sponsored  by  The  Department  of 
Medicine  of  Long  Island  Jewish-Hillside  Medical  Cen- 
ter/Queens Hospital  Center  Affiliation  and  the  Health 
Sciences  Center,  State  University  of  New  York  at  Stony 
Brook. 

For  further  information  contact:  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Cen- 
ter/Queens Hospital  Center  Affiliation,  New  Hyde  Park, 
New  York  11042;  telephone  (212)  470-2114. 

Pediatric  board  review — 1980 

Pediatric  Board  Review — 1980  will  be  held  13  consecu- 
tive Wednesdays,  January  23  through  April  16,  8:00  p.m. 
to  10:00  p.m.,  at  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park. 

For  further  information  contact:  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park,  New  York  1 1042;  telephone  (212)  470- 
2114. 

New  approaches  to  clinical  problems 
in  internal  medicine 

“New  Approaches  to  Clinical  Problems  in  Internal 
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(A( ,'OG),  American  College  of  Physicians  (ACP),  American 
( Allege  of  Surgeons  ( A(  ’S),  American  Psychiatric  Associ- 
ation (Al’A),  and  the  Commission  on  Professional  and 
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Medicine”  will  he  held  January  27  to  February  2 at 
Snowmass,  Colorado.  For  attendance  at  this  program  25 
CME  credit  hours  will  be  earned. 

Contact  the  Office  of  Postgraduate  Medical  Education, 
University  of  Colorado  Health  Sciences  Center,  4200  East 
Ninth  Avenue-C295,  Denver,  Colorado  80262;  telephone: 
(303)  394-5241,  for  additional  information. 

Lenox  Hill  Hospital 

A course  on  “Human  Sexuality  in  Everyday  Practice” 
will  be  held  at  Lenox  Hill  Hospital,  April  4 to  5,  and  one  on 
“Inflammatory  Bowel  Disease:  Experience  and  Contro- 
versy,” April  1 1 and  12.  Both  courses  will  be  held  in  Ein- 
horn  Auditorium,  131  East  76th  Street,  New  York  City. 

For  further  information  contact  Harlan  Conti,  Depart- 
ment of  Medical  Education,  Lenox  Hill  Hospital,  100  East 
77th  Street,  New  York,  N.Y.  10021;  telephone  (212)  794- 
4500. 

Two  seminars  to  be  presented 

There  will  be  a seminar  on  “Complications  in  Cancer 
Patients”  (paraneoplastic  syndromes)  on  February  8, 1980, 
which  will  be  chaired  by  Dr.  Julian  L.  Ambrus.  Also,  a 
seminar  titled,  “Seminar  on  Bone  and  Soft  Tissue  Malig- 
nancy” will  be  held  on  March  7,  1980,  and  chaired  by  Dr. 
F.  Douglas  Holyoke. 

For  further  information,  contact:  Gayle  Bersani,  R.N., 
Cancer  Control  Coordinator,  Roswell  Park  Memorial  In- 
stitute, 666  Elm  Street,  Buffalo,  New  York  14263;  (716) 
845-4406. 

Workshops 

The  Laboratory  of  Physiological  Hygiene  of  the  Uni- 
versity of  Minnesota  and  the  Minnesota  Affiliate  of  the 
American  Heart  Association,  will  present  a workshop  on 
“Heart  Attack  Prevention”  June  2 to  4 at  Spring  Hill 
Center  in  Minneapolis. 

Programs  are  approved  for  17  credit  hours  each  in  Cat- 
egory 1 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

For  more  information,  please  contact:  Lori  Wheatcroft, 
Office  of  Continuing  Medical  Education,  University  of 
Minnesota  Medical  School,  Box  293  Mayo  Memorial 
Building,  420  Delaware  Street  S.E.,  Minneapolis,  Minne- 
sota 55455. 

Musculoskeletal  diagnostics  and  treatment 

“Musculoskeletal  Diagnostics  and  Treatment — Towards 
a More  Rational  Perspective”  will  be  the  topic  at  a meeting 
sponsored  by  the  American  Academy  of  Physical  Medicine 
and  Rehabilitation  and  the  Eisenhower  Medical  Center, 
which  will  be  held  at  the  Indian  Wells  Racquet  Club  Re- 
sort, Indian  Wells,  California,  on  February  20-23,  1980. 

For  additional  information:  Paul  H.  Goodley,  M.D., 
Program  Chairman,  Pain  Diagnostics  and  Rehabilitation 
Institute,  The  Medical  Square,  2210  W.  3rd  Street,  Los 
Angeles,  California  90057;  telephone  (213)  383-8485. 

Hospital  Activities  (CPHA).  The  Council  prepared  the 
International  Classification  of  Diseases,  91  h Revision, 
Clinical  Modification,  (ICI)  9CM),  published  in  1978,  that 
is  now  used  throughout  the  United  States  for  coding  of 
medical  diagnoses. 


Abstracts  in  Interlingua 


Ellenbcrg,  M.:  Complicationes  chronic  del  diabetes 
niellitus,  New  York  State  J.  Med.  79:  2005  (Decembre) 
1979. 

Le  discoperta  del  insulina  conduceva  al  crescente  op- 
timismo  de  que  le  problema  del  diabetes  esseva  solutionate, 
mais  infortunemente  isto  non  ha  essite  materialisate. 
Contrarimente  e conjunctamente  con  le  prolongation  del 
vita  resultante  del  uso  del  insulina,  ha  essite  observate  un 
crescente  risco  de  complicationes  chronic.  Veramente,  iste 
complicationes  constitute  ora  le  problema  clinic  principal 
e un  defia  (“challenge”)  al  tractamento  del  diabetes.  Le 
complicationes  del  diabetes  include  un  ample  spectrum  de 
manifestationes  clinic  que,  virtualmente,  affecta  omne 
organos  del  corpore;  de  iste  maniera,  paraphrasante  le 
famose  observation  de  Osier,  es  appropriate  dicer:  “cog- 
noscer  le  diabetes  es  saper  medicina”.  Le  complicationes 
chronic  del  diabetes  pote  esser  dividite  in  3 categorias 
principal:  (1)  macroangiopathia,  (2)  microangiopathia  e 
(3)  neuropathia.  Le  characteristicas  significative  e le  as- 
pectos  clinic  de  iste  complicationes  es  detaliate. 

Ayromlooi,  J.,  Rathauser,  R.,  Rosenthal,  A.  F.,  e Klass, 
C.  S.:  Lecithina  e phosphatidylglycerol  in  le  liquido  am- 
niotic;  valor  pro  predicer  le  disveloppamento  del  syndrome 
de  difficultate  respiratori  neonatal  in  patientes  diabetic 
e gravide;  studio  piloto,  New  York  State  J.  Med.  79:  2015 
(Decembre)  1979. 

Non  habeva  casos  de  SDR  (syndrome  de  difficultate 
respiratori)  o de  valores  paupere  de  Apgar  in  10  infantes 
nacite  de  matres  diabetic  cuje  liquido  amniotic  (LA)  ha- 
beva un  concentration  plus  que  5 mg/100  ml  de  lecithina 
e que  etiam  habeva  phosphatidylglycerol  (PG).  Isto 
suggere  que  le  infantes  nacite  de  matres  cuje  liquido  am- 
niotic ha  iste  compostos  in  le  concentration  mentionate  ha 
un  possibilitate  multe  parve  de  que  suffra  del  SDR. 

Fahey,  D.  J.:  Tonsillectomia,  adenoidectomia  e otitis;  le 
mundo  real,  Newr  York  State  J.  Med.  79: 2019  (Decembre) 
1079. 

Le  tonsillas  e le  adenoides  es  totavia  un  sito  commun  de 
infectiones  acute  e chronic  del  vias  respiratori.  Nonobs- 
tante,  omne  aspectos  del  infectiones  respiratori  non  es 
clarmente  comprendite.  Le  allergia,  le  immunologia  e le 


virologia  contribute  al  problema  infectiose  del  vias  respi- 
ratori superiori.  Le  frequentia  del  chirurgia  del  tonsillas 
e adenoides  ha  declinate,  mais  totavia  continua  su  rolo 
prominente  pro  solver  le  problemas  recurrente  e chronic 
del  aure,  naso  e gorga. 

Knox,  W.  G.:  Fistula  enteric  depost  graffos  aortic;  de- 
manda  pro  diagnose  temprane  e intervention  chirurgic, 
New  York  State  J.  Med.  79:  2024  (Decembre)  1979. 

Le  fistulas  enteric  depost  de  graffos  prosthetic  del  aorta 
es  un  complication  lethal  del  reconstruction  vasculari.  Un 
revision  del  experientia  de  15  annos  in  iste  entitates  per- 
mite  emphatisar  le  necessitate  de  intervenir  chirurgicmente 
in  omne  patientes  con  graffo  aortic  que  ha  hemorrhagia 
gastrointestinal.  Un  suspicion  forte  de  fistula  graffo- 
intestinal  debe  esser  considerate  in  omne  patientes  con 
diarrhea,  perdita  de  peso,  febre,  septicemia  e dolor  dorsal. 
Le  examination  endoscopic  es  le  plus  informative  e que 
toma  minus  tempore  del  omne  modalidates  diagnostic  pro 
differentiar  le  origine  del  hemorrhagia  de  altere  causas  de 
hemorrhagia  gastroduodenal.  Le  effortios  pro  diagnosticar 
iste  lesiones  mediante  studios  con  barium  o angiographia 
con  frequentia  es  futile  e,  in  nostra  experientia,  solmente 
retarda  le  operation  chirurgic  precisemente  quando  le 
factor  tempore  es  de  grande  importantia. 

Isiadinso,  O.  O.  A.:  Ulceras  de  decubito  in  patientes 
geriatric;  stato  actual,  New  York  State  J.  Med.  79:  2027 
(Decembre)  1979. 

Le  ulceras  de  decubito  o per  pression  es  un  trovato 
commun  in  le  residentes  de  institutiones  geriatric,  e es 
notoriemente  difficile  de  tractar.  Frequentemente  es  de 
cicatrisation  lente  e occasionalmente  pote  causar  symp- 
tomas  general  (systemic).  Quando  le  ulcerationes  es 
profunde  e non  es  promptemente  e aggressivemente  trac- 
tate pote  causar  un  necrosis  tisulari  extensive,  abscessos, 
osteomyelitis  e,  a vices,  septicemia.  Le  mechanismo  exacte 
del  disveloppamento  del  ulcerationes  de  decubito  non  es 
completemente  cognoscite.  Nonobstante,  generalmente 
es  credite  que  le  tractamento  temprane  e vigorose  pote 
facilitar  le  ciacatrisation  e etiam  prevenir  le  complicationes 
plus  aflictive  del  morbo  ulcerative. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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FOOD  ALLERGY 


James  C.  Breneman,  M.D. 

Chairman,  Food  Allergy  Committee 
American  College  of  Allergists 
Galesburg,  Michigan 


Incidence 

The  incidence  of  food  allergy  is 
much  higher  than  most  realize  Con- 
servative estimates  are  that  25%  of  the 
population  suffers  from  some  type  of 
allergic  disease  In  adults,  the  inci- 
dence of  inhalant  allergies  exceeds 
that  of  food  allergy,  while  in  children, 
the  opposite  is  true  Puberty  appears 
to  be  the  time  when  the  incidence 
lines  cross  One-half  of  allergic  di- 
seases are  due  to  food  allergy  In  the 
United  States,  this  concerns  a popu- 
lation of  30  million  individuals. 

Types  of  Food  Allergy  Reactions 

Two  types  of  food  allergy  are  rec- 
ognized They  are  called  immediate 
(obvious)  and  delayed  (occult).  The 
immediate  type  of  food  allergy  consti- 
tutes about  5%,  and  the  delayed  type 
95%,  of  all  food  allergies.  The  imme- 
diate reactions  are  also  termed  ob- 
vious because  the  manifestations  are 
usually  evident  within  a short  time 
after  the  ingestion  of  the  food  aller- 
gen As  an  example,  within  minutes  of 
the  ingestion  of  shrimp  in  a shrimp- 


allergic  patient,  hives,  asthma,  rhinor- 
rhea,  migraine  headache,  enuresis 
and  other  evidences  of  immediate  hy- 
persensitivity involving  Immunoglob- 
ulin type  E (IgE)  become  evident 

The  delayed  or  occult  type  of  food 
allergy  is  less  apparent,  less  dramatic, 
more  chronic  and  more  difficult  to  di- 
agnose It  involves  various  forms  of 
malabsorption  diseases,  inflamma- 
tory responses,  enzymatic  defici- 
encies, immune  aberrancies  and 
probably  several  other  different 
mechanisms  It  probably  also  in- 
volves Gell-Coombs  reactions  of  the 
type  II.  Ill  and  IV  A type  V reaction, 
called  remote  mediator  release,  is 
also  described  wherein  the  antigen- 
antibody  reaction  at  one  site  releases 
systemically  active  mediators,  which 
circulate  to  a remote  shock  tissue  to 
produce  symptoms  The  types  of  food 
allergy  reactions  can  be  differentiat- 
ed by  the  11  comparisons  listed  be- 
low 

Diagnosis 

Clinical.  The  diagnosis  of  food  al- 
lergy is  primarily  a clinical  diagnosis 
A careful  history  is  necessary,  usual- 
ly consisting  of  a long  sequence  of 
undiagnosed  complaints  with  numer- 
ous x-rays  and  gastrointestinal 
studies  A psychiatric  diagnosis  is 
often  affixed  to  the  frustrated  patient 
The  first  step  in  confirmation  of  the 


food  allergy  is  the  use  of  an  elimina- 
tion diet  for  one  week  During  the 
course  of  this  week,  the  patient  is  on  a 
very  limited  selection  of  foods  which 
usually  excludes  all  foods  making  up 
the  usual,  everyday  diet  of  the  patient 
If  food  allergy  is  a problem,  the  pa- 
tient is  virtually  well  on  the  fifth  or 
sixth  day  Then  pure  food  challenges 
are  introduced  for  two  days  at  a time 
in  order  to  identify  the  offending 
foods  that  were  in  the  usual  diet  of  the 
patient. 

During  the  challenge  feeding,  it  is 
important  to  know  how  the  food  aller- 
gen reacts  in  the  time  frame  and  the 
type  of  symptoms  Symptoms  will 
usually  appear  within  one-half  hour, 
i e . , hives,  rinorrhea,  asthma,  etc  , or 
heartburn  will  occur  within  1 hour. 
Abdominal  cramps,  gas  pains  and 
headache  may  occur  within  2-4 
hours.  A delayed  form  of  urticaria 
may  appear  in  6-12  hours.  Weiqht 
gains  or  water  retention  can  occur 
within  12-15  hours  In  severe  aller- 
gies, seizures,  confusion  and  mental 
aberrations  may  appear  within  12-24 
hours  Aphthous  ulcers,  aching  joints 
and  aching  back  may  not  occur  for 
3-5  days  A single  food  allergen  has 
the  potential  to  produce  all  of  the 
aforementioned  symptoms;  however, 
most  food  allergens  will  provoke  only 
one  or  two  No  new  foods  should  be 
used  as  challenges  while  the  patient 
is  recovering  from  the  symptoms  of 
the  previous  allergen  in  order  to  avoid 
confusion  as  to  which  of  the  foods  is 
producing  symptoms  All  of  the  regu- 
larly eaten  foods  should  be  tested  as 
challenges,  often  requiring  two  or 
three  months  of  deliberate  testing 
Questionable  foods  should  be  retest- 
ed two  or  three  times  and  should  re- 
produce the  same  series  of  symptoms 
each  time  the  food  is  used  as  a chal- 
lenge When  all  the  food  allergens 
have  been  identified,  the  patient 
should  be  instructed  on  how  to  avoid 
the  guilty  foods  Common  food  aller- 
gens that  pervade  our  food  supply  in- 
clude milk,  wheat,  egg,  corn  and  pork. 
Special  diets  frequently  have  to  be 
prepared  so  the  patient  is  instructed 
on  how  to  avoid  such  ubiquitous 
foods. 

Laboratory  Laboratory  tests  are 
available  to  assist  in  the  diagnosis 
These  include  skin  tests,  Radio  Aller- 
go  Sorbent  Tests  (RAST)  for  specific 
food  antibodies  and  immunoglobu- 


Food  Allergy  Reactions 

Immediate  (Obvious) 

Delayed  (Occult) 

1 

Not  quantitative,  all-or-none 
reaction 

1. 

Usually  dose-related 

2 

Immediate,  within  one  to 
sixty  minutes 

2 

Delayed  up  to  five  days 

3 

IgE  mediated 

3. 

May  be  partly  due  to  faulty  and 
deficient  digestive  or  absorptive 

processes 

4 

Less  common  and  at  times 
dangerous 

4 

Very  prevalent 

5. 

Skin  test  usually  positive 

5. 

Skin  test  negative  or  unreliable 

6 

Mortality  possible 

6, 

Morbidity  great,  but  no  mortality 

7. 

Severity  predictable,  shock- 

7. 

Severity  cyclic,  but  morbidity 

type  reaction 

prevalent  and  chronic 

8 

Usually  involving  one  shock 
organ 

8 

Systemic  malaise 

9 

Often  permanent 

9 

Usually  diminishes  with  prolonged 
avoidance 

10 

May  result  from  prolonged 
delayed  sensitivity 

10 

May  be  converted  to  immediate  type. 

11 

Antihistamine  helpful 

11 

Antihistamine  ineffective 
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Im  measurements  Unlike  inhalant  al- 
lergy where  skin  tests  are  very  accu- 
rate, food  allergy  skin  tests  have 
proven  to  be  quite  inaccurate  There- 
fore, the  RAST  test  has  become  the 
most  reliable  laboratory  test  for  the 
diagnosis  of  food  allergy  of  the  imme- 
diate type  Elevated  immunoglobulin 
E suggests  allergic  disease  in  which 
the  culprit  allergies  must  be  mdenti- 
fied  No  satisfactory  lab  test  is  avail- 
able to  aid  in  the  diagnosisof  delayed 
food  allergy 

Mechanisms 

Allergic  Types.  The  mechanism 
that  produces  food  allergy  is  com- 
plex The  portal  of  entry  lor  the  aller- 
gen is  the  mouth  The  food  bolus 
usually  requires  four  to  five  days  to 
traverse  the  gastrointestinal  tract  In 
the  stomach  and  upper  bowel,  the 
digestive  enzymes  break  down  the 
food  so  they  can  be  absorbed  Along 
the  intestinal  wall,  the  lining  cells  act 
as  monitors  to  prevent  absorption  of 
large  particles  which  may  be  aller- 
genic Secretory  IgA  is  the  antibody 
system  which  assists  in  this  monitor- 
ing process  A deficiency  of  this  im- 
munoglobulin is  very  instrumental  in 
enhancinq  food  allerqic  disease  This 
deficiency  can  seriously  hamper  the 
monitoring  system  and  allow  aller- 
gen-sized  particles  to  be  absorbed 
into  the  circulatory  system  The  first 
time  this  happens,  the  immune  sys- 
tem is  exposed  to  the  food  allergen 
An  antibody  is  produced  so  that  the 
next  time  the  antigen  passes  through 
the  monitor  cells,  an  allergic  reaction 
develops  The  type  of  allergic  disease 
produced  depends  upon  where  and 
how  this  takes  place 

Absorption  Mechanism  The  ab- 
sorbing bowel  wall  cells  also  react  to 
surface  irritants  and  allergens  and 
like  the  mucosal  lining  of  the  nose's 
response  to  contact  pollen  allergen, 
will  become  edematous  when  food 
allergens  contact  them  Various 
stages  of  ed.ema  alter  the  efficiency  of 
these  absorbing  cells  The  most  se- 
vere edema  of  the  intestinal  absorb- 
ing cells  will  compromise  the  nutri- 
tional transport  to  such  a degree  that 
only  ions  will  flow  back  and  forth  free- 
ly from  the  intestinal  lumen  and  into 
the  systemic  circulation.  Slightly  less 
edema  of  these  absorbing  cells  will 
allow  the  larger  sugar  molecules  to 
be  selectively  transported  The  trans- 
fer of  protein  requires  a most  efficient 
absorbing  cell  and  so  protein  is  only 
transabsorbed  if  the  cell  is  almost  to- 
tally normal  in  function  Lipoproteins 
and  fats  can  only  be  absorbed  when 
an  efficient  absorbing  cell  is  able  to 
make  micelles  and  actively  transport 
the  nutrients  from  the  bowel  lumen  to 


the  lymph  or  blood  vessels  of  the  sys- 
temic circulation  Therefore,  it  is  evi- 
dent that  the  entire  nutrition  of  the 
body  is  dependent  upon  the  degree 
of  edema  and  the  efficiency  of  the 
absorbing  cells,  the  presence  or  ab- 
sence of  secretory  IgA  deficiencies 
of  enzymes,  soaps  (bile)  and  hosts  of 
other  variables 

These  variables  are  only  a few  of 
those  known  to  exist  today  Undoubt- 
edly. there  are  many  of  which  we  are 
unaware  This  underlines  the  impor- 
tance of  bioavailability  in  absorption 
mechanisms  in  which  food  allergy 
plays  a role 

Treatment 

1 Avoidance  is  the  best  treatment  of 
all  food  allergies  Whenever  this  is 
possible,  such  a regimen  is  most 
effective  Ingredient  labeling  of 
standardized  foods  would  be  of 
benefit 

2 Antihistamine  of  the  H,  type  is 
helpful  in  the  immediate  (obvious) 
type  of  food  allergy  if  taken  pro- 
phylactically  It  is  useless  as  treat- 
ment for  already  existing  symp- 
toms Cortico-steroid  therapy  is 
rarely  necessary  but  its  benefits 
are  definite  in  most  severe  allergic 
diseases 

3 Cromolyn  iseffective  in  preventing 
the  remote-mediator-release  of 
mediators  from  the  sensitized  mast 
cells  of  the  bowel 

4 Usually  food  allergy  patients  have 
been  aware  of  digestive-assimila- 
tive-dietary  problems  for  many 
years  and  have  usually  followed 
many  fad  diets  in  vain  Vitamin  de- 
ficiencies are  often  insidiously  de- 
veloped — the  most  likely  of  which 
is  vitamin  C deficiency  because 
the  vitamin  is  not  stored  and  is 
water  soluble  Routine  I V.  admin- 
istrations of  vitamin  C in  all  such 
patients  are  mandatory  to  achieve 
the  desired  results  Oral  vitamin  C 
often  is  irritating  to  the  already  up- 
set allergic  gut  by  exaggerating 
many  of  the  symptoms  it  should 
be  relieving  Clinically,  fewer  in- 
fections and  a sense  of  well-being 
are  also  observed  with  liberal  use 
of  vitamin  C intravenously 

Prevention 

1  Hereditary  transmission  of  allergic 
disease  potential  is  common  His- 
to-compatibility  (HLA)  studies 
show  that  certain  genetic  predilec- 
tions exist  These predilectionsare 
usually  able  to  produce  immune 
diseases  by  a progression  through 
a combination  of  predisposing  fac- 
tors They  result  in  a group  of  so- 
called  CHA-IVEdiseases  (combin- 
ations of  heredity,  allergy-im- 


munology. virus  and  environ- 
ment) 

2 Breast  is  Best " is  a new  attitude 
towards  breast-feeding  and  is  to 
be  encouraged  The  number  of 
children  allergic  to  cow's  milk  is  in 
inverse  proportion  to  the  time  fed 
by  breast  milk  (not  exposed  to 
cow's  milk)  This  is  true  up  to  the 
age  of  18  months 

3 Infant  feeding  should  be  ap- 
proached logically  As  solid  foods 
are  added  to  the  diet,  single  foods 
should  be  "tested"  for  several  days 
to  determine  any  intolerance  This 
is  especially  true  in  children  of  al- 
lergic ancestry 

4 Viral  infections  seem  to  be  involv- 
ed in  the  development  of  all  aller- 
gic diseases  so  children  should  be 
immunized  against  those  viral  dis- 
orders for  which  satisfactory  vac- 
cines are  available 
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Generic  substitution  law 

To  the  Editor:  The  New  York  State  generic  substitution 
law  was  designed  to  encourage  generic  prescribing.  The 
advantage  of  the  generic  substitution  law  is  that  physicians 
can  prescribe  generically  without  writing  long  generic 
names.  By  writing  the  familiar  brand  name  and  signing 
“substitution  permissible”  they  could  be  assured  that  a less 
expensive,  therapeutically  equivalent  drug  would  be  dis- 
pensed. However,  few  physicians  are  aware  of  a new  twist 
in  the  generic  substitution  regulations. 

The  law,*  implemented  in  April,  1978,  states  that  the 
pharmacist  must  substitute  a less  expensive  product  when 
(1)  the  prescription  is  signed  above  the  words  “substitution 
permissible,”  and  (2)  when  the  substituted  drug  product 
is  contained  in  the  list  of  Safe,  Effective  and  Therapeuti- 
cally Equivalent  Prescription  Drugs  certified  or  approved 
by  the  commissioner  of  the  Food  and  Drug  Administration 
and  published  by  the  New  York  State  Department  of 
Health  (the  “Green  Book”).  However,  a recent  Health 
Department  interpretation  of  the  law  states  that  the 
pharmacist  is  not  restricted  to  the  FDA  approved  list.1" 
When  no  approved  product  is  contained  in  the  list,  the 
pharmacist,  if  he  wishes,  may  still  substitute  a generic 
version  that  has  not  been  designated  therapeutically 
equivalent  by  the  FDA.  Thus,  the  protection  afforded 
patients  by  the  approved  listing  of  therapeutically  equiv- 
alent drugs  has  been  undermined  by  the  Health  Depart- 
ment interpretation.  Signing  “substitution  permissible” 
no  longer  guarantees  that  a therapeutically  equivalent  drug 
will  be  dispensed. 

It  seems  to  me  that  this  interpretation  defeats  the  intent 
of  the  generic  substitution  law  and  poses  an  unnecessary 
risk  to  some  patients.  For  example,  digoxin  and  phenytoin 
have  narrow  margins  between  ineffective,  therapeutic,  and 
toxic  doses.  Small  differences  in  bioavailability  may  dis- 
rupt therapy  or  cause  unnecessary  toxicity.  Different  oral 
versions  of  these  drugs  have  a long  history  of  bioinequiv- 
alence, and  no  substitutes  are  listed  for  these  products  in 
the  “Green  Book.”  Why,  then,  should  New  York  cir- 
cumvent the  FDA  evaluation  and  allow  substitution  for 
these  products? 

Removing  the  restriction  that  the  substitute  must  be 
listed  in  the  “Green  Book”  eliminates  the  assurance  that 
a therapeutically  equivalent  product  will  be  given  to  the 
patient.  Thus,  the  only  time  you  can  safely  sign  pre- 
scriptions “substitution  permissible”  is  when  an  equivalent 
is  listed  in  the  “Green  Book”  or  when  you  know  there  are 
no  bioinequivalence  problems  with  other  versions  of  that 
drug.  With  the  current  interpretation  of  the  law,  signing 
“substitution  permissible”  should  not  be  automatic.  It 
should  he  carefully  considered  and  restricted  to  cases  where 

* Laws  of  New  York,  1977;  Chapter  776:  An  act  to  amend  t he 
public  health  law  and  the  education  law,  in  relation  to  the  sub- 
stitution of  a less  expensive  drug  product  for  the  drug  product 
originally  prescribed. 

1 Notice  from  the  State  of  New  York:  State  Education  De- 
partment-State Health  Department,  .January  18,  1979.  In:  Safe, 
Effective  and  Therapeutically  Equivalent  Prescription  Drugs 
(revised  April  1,  1979),  New  York  State  Department  of  Health, 
Albany,  1979.  pp.  viii-x. 


you  are  certain  the  patient  will  not  be  exposed  to  unnec- 
essary risk. 

FRED  E.  KARCH,  M.D. 
University  of  Rochester  Medical  Center 
601  Elmwood  Avenue 
Rochester,  New  York  14642 


Darwin’s  imagery  of  a wedging  force 

To  the  Editor:  My  essay  “Charles  Darwin’s  Vision  of 
Organic  Nature:  ‘A  force  like  a hundred  thousand 

wedges’  ” [New  York  State  J.  Med.  79: 1622  (Sept.)  1979] 
shows  how  Darwin’s  view  of  himself  as  a wedging  force 
began  when  he  was  22,  in  1831,  when  he  first  used  a 
wedge-shaped  geological  hammer  in  geological  field  work. 
Since  this  essay  was  completed  Paul  Barrett,  professor  of 
Natural  Science,  Michigan  State  University,  and  Silvan 
S.  Schweber,  professor  of  Physics,  Brandeis  University, 
have  drawn  my  attention  to  two  earlier  references  to 
wedges  which  occur  in  unpublished  Darwin  manuscripts. 
In  1826,  when  Darwin  was  a 17-year-old  student  at  Edin- 
burgh University,  he  composed  a short  report  entitled 
“Zoological  Walk  to  Portobello.”  In  this  he  wrote,  as  fol- 
lows, about  the  Salisbury  Craigs:  “Not  of  picturesque 
beauty.  At  one  time  this  belted  hill,  was  perchance  an 
ornament  to  Edinburgh  but  of  memory.  Now  it  merely 
stands  a monument,  what  Gun  powder  & the  Wedge  can 
perform.”1  The  Salisbury  Craigs,  located  on  the  outskirts 
of  Edinburgh,  were  originally  a scenically  impressive  ridge 
of  rocks.  Since  the  early  nineteenth  century,  however,  the 
Craigs  had  been  intensively  quarried — by  many  workers 
using  different  wedge-shaped  tools — to  provide  stones  for 
paving  the  streets  of  Edinburgh,  and  the  Craigs’  scenic 
appearance  had  diminished.2  When  Darwin,  in  his  last 
sentence,  describes  the  quarrying  of  the  Craigs,  he  imagines 
an  overall  force  which  is  timeless,  nonhuman,  and  almost 
autonomous— a force  which  he  calls  “the  Wedge.” 

Several  years  later,  when  he  was  18  to  20  years  old  and 
a student  at  Cambridge,  Darwin  made  the  following  notes 
about  the  pollen  in  Orchis  morio:  “Examined  [“the  grain 
of”  inserted]  pollen  in  orchis  morio.  They  are  of  a queer 
colour  & of  a wedge  shape  with  fastened  at  their  ends  one 
to  the  other,  by  a highly  elastic  thread.”3 

These  two  references  indicate  how,  before  he  began 
geological  work,  Darwin  was  attracted  by  the  imagery  of 
a “Wedge”  force  and  the  “wedge  shape”  of  living  things. 

Acknowledgment.  The  author  extends  his  thanks  to  Peter 
J.  Gautrey,  Cambridge  University  Library,  for  copies  of  Darwin’s 
manuscripts,  and  to  The  Syndics,  Cambridge  University  library, 
for  permission  to  publish  manuscript  excerpts,  and  to  Dr.  Charles 
D.  Waterston,  Keeper,  Department  of  Geology,  The  Royal  Scottish 
Museum,  Edinburgh,  for  information  about  the  quarrying  of  the 
Salisbury  Craigs. 
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1980  Spring  CME  Assembly 


Friday,  April  25 — Sunday,  April  27 


For  the  first  time  in  many  years,  we  are 
holding  our  annual  scientific  program 
outside  of  New  York  City.  Here  is  an 
opportunity  to  obtain  Category  I CME 
credits  during  3 days  of  outstanding 
General  Sessions,  Scientific  Sections, 


Symposia  and  Panel  Discussions,  in- 
cluding time  to  visit  the  Scientific  and 
Technical  Exhibits.  Watch  future  issues 
of  the  Journal  for  program  details  and 
registration. 


at  the  JUST  40  MINUTES  FROM  MANHATTAN 

RYE  TOWN  HILTON 

699  Westchester  Avenue  Town  of  Rye  Port  Chester,  New  York 
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Skilled 

Medical  Assistants  and  Secretaries 

for  your  office  are  available  through  our  Placement  Service.  Our 
graduates  have  had  a full  school-year’s  training  in  such  areas 
as  Medical  Forms,  Medical  Transcription,  X-ray  Developing, 
Laboratory  Techniques,  and  all  procedures  in  common  use  in 
the  medical  office.  Each  is  screened  before  referral  to  make 
sure  that  your  requirements  are  met.  There  is  no  charge  to  you, 
the  physician,  for  this  service.  Call  the  Placement  Director  at 

Mandl  School  for  Medical  and 
Dental  Assistants — founded  1924 

New  York  Hempstead,  LI 

254  West  54  Street  175  Fulton  Avenue 

(212)247-3434  (516)481-2774 

v / 


MISCELLANEOUS 


BILLS  COLLECTED  ABUSE  IS  RULED  OUT— TACTFUL  VET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  130  W.  42nd  St.,  New  York,  N.  Y.  10036. 
(212)  730-0069 


LOANS  TO  PROFESSIONALS:  Loans  now  available  to  physicians  and  physicians 
in-training.  Easy  payments.  Loans  to  $50,000  and  more;  unsecured;  no  collateral 
necessary.  Consolidate  all  debts  or  any  purpose  loans.  For  full  information  call 
A.  Clayton  Rieder,  Financial  Consultant  (516)  935-1234  or  write  Dept.  711,  c/o 
NYSJM. 


STOP  THROWING  AWAY  YOUR  MONEY!  Our  Clients  are  being  paid  for  all 
medicaid  services.  Are  you?  Medicaid  experts  prepare  and/or  process  your 
medicaid  claims  for  a nominal,  tax  deductible  charge — courteous  and  prompt 
service.  Save-All  Servicing  Company,  342  Madison  Ave.,  New  York,  N.Y.  10017. 
(212)986-0395. 
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GIVE, 

TO  HELP  OTHERS. 


^ That  cocky  grin  is  typical  Tom.  That’s 
how  he  looked  when  I told  him  he’d  made 
the  varsity  his  first  year  at  Annapolis. 
Then  we  learned  Tom  had  3 months  to  live. 
That  was  5 years  ago. 

George  Welsh 

Head  Coach,  USNA  Football 


It  was  hard  to  believe  a boy  like 
Tom  Harper  could  be  so  desperately  ill. 

Or  that  anyone  could  fight  so  hard  to  live. 
When  he  was  under  treatment  and  so  weak 
he  could  hardly  walk,  Tom  still  came  to 
practice.  He’d  marked  out  his  own 
program  for  survival.  To  get  back  in  shape 
and  somehow  speed  the  recovery  he  never 
lost  hope  would  come. 

For  Tom  it  wasn’t  too  late.  Some- 
thing new  called  combination  chemother- 
apy was  just  beginning  to  be  used.  There 
are  almost  2 million  Americans  like  Tom 
who’ ve  beaten  cancer. 

But  for  many  patients  just  as 
determined  and  hopeful,  the  treatments 
that  could  save  them  have  not  yet  been 
found.  That’s  why  the  American  Cancer 
Society  is  asking  for  your  support. 

Through  research,  rehabilitation  and 
education,  they’re  making  your  contribu- 
tions count. 

American  Cancer  Society^ 


CARE-  New  York,  N.Y.  10016  or  regional  offices 


DELINQUENT  ACCOUNTS? 

We  collect  your  overdue  bills  nationwide  without 
charging  collection  agency  fees.  Results  guaran- 
teed. Free  sample  kit. 

Chas.  S.  Edward,  Dept.  087-2, 

6614  Lakeshore,  Dallas,  TX  75214 


CANCER 
CAN  BE  BEAT 

Almost  2 million  people  are  living  proof 
your  contributions  count. 

Thih  space  contributed  by  the  publisher  as  a public  service. 
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PHYSICIANS 

Openings  are  available  throughout  the  U.S.  for  physi-  « 

; cians  seeking  choice  positions  with  industry  for  occu- 
pational medicine,  pharmaceutical  firms,  and  hospitals, 
and  in  solo  and  group  practice.  Absolute  confidentiality 
is  assured. 

Call  or  mail  your  C.V.  to: 

DUSE  VAN  DEN  BOSCH, 

Director  of  Medical  Placement 

DAVIS-OMEGA 

(212)  840-0899 


■OSITIONS  WANTED 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  FACA,  well  trained,  long  experience, 
wishes  to  relocate  in  Metropolitan  area.  New  York,  New  Jersey  and  Connecticut 
license.  Dept.  737,  c/o  NYSJM. 


ANESTHESIOLOGIST  AVAILABLE  ON  PART-TIME  BASIS  for  one  or  two 
days  a week  in  the  Greater  New  York  area,  or  adjoining  New  Jersey/Connecticut 
counties.  Diplomate  American  Board  of  Anesthesiology,  FFARCS  (England). 
Twenty  years  of  extensive  experience  in  clinical  and  academic  fields.  Liability 
insurance  coverage  to  be  arranged.  Box  704,  Scarsdale,  New  York  10583. 


JOARD  ( EK  I IFIKDOPH  I HALMOLOGIST  wit  h seven  years  solo  practice  ex- 
perience seeks  opportunity  lor  association  or  group  practice.  Equipment 
available.  Dept.  740,  c/o  NYSJM. 


RADIOLOGIST,  AGE  50,  U.S.  GRADUATE,  completing  residency  July  1980. 
Diag.  NM,  ultrasound,  some  angio.  Prefer  Long  Island,  New  York  City.  Dept 
751,  c/o  NYSJM. 


AUDIOLOGIST,  SEEKING  SOLO.  GROUP,  OR  HOSPITAL  BASED  practice 
in  cardiology.  Available  July  1980.  National  Defense  Medical  Center  (Taiwan), 
1972.  Contact  Stephen  K.  Kwan,  M.D.,  Deborah  Heart  and  Lung  Center,  Browns 
Mills,  N.  Jersey  08015. 


•HYSICIANS  WANTED 


PHYSICIANS  WANTED  — CONT  D 


EMERGENCE  PHYSICIAN  for  newly  modernized  department  in  medium-sized 
hospital  with  25; IKK)  visits  annually.  Rotating  40  hour/week  schedule.  Excellent 
fringe  benefits.  For  information  about  position  and  area  write  or  call  Robert 
A.  Anderson,  Administrator,  The  Faxton  Hospital,  Utica,  N.Y.  13502.  Call  (315) 
732-3101. 


IPSTATE  NEW  YORK:  Internist  and  family  practitioner  to  join  three-man 
primary  care  group  in  suburban-rural  community  of  40,000  to  50,000  people  in 
Mohawk  Valley.  We  seek  two  associates.  New  hospital  and  extended  care  fa- 
cility. Excellent  schools  and  recreation  areas.  Partnership  available  after  one 
year.  Please  send  curriculum  vitae  to  Dept.  747,  c/o  NYSJM. 


WANTED:  INTERNIST,  BOARD  CERTIFIED,  with  or  without  subspecialty 
training,  to  join  two  man  consultation  practice  on  Long  Island.  Good  hospital 
facilities.  Salary  first  year.  Full  partnership  second  year.  Dept.  752,  c/o 
NYSJM. 


'AMIL'i  PRACTICE,  MIDWEST.  Private  practice  opportunity  with  established 
nine  man  group  near  modern  accredited  hospital.  Must  be  Board  eligible  or 
Board  certified  and  do  OB.  No  weekend  call.  Excellent  referral  centers  and 
continuing  medical  education  in  adjacent  city.  Family  oriented,  suburban  lo- 
cation. Reply  with  curriculum  vitae  in  confidence  to  Dept.  744,  c/o  NYSJM. 


HYS1CIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York,  New  Jersey.  Connecticut  permanent  full-halt  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrey  Associates,  agency  for  Execu-Med.  23-25  East  26th  St..  New  York. 
N.Y.  10010.  Telephone:  (212)532-7625. 


PSYCHIATRIST:  Columbia  County  Mental  Health  Clinic  has  a staff  opening 
for  a psychiatrist  to  provide  clinical  services  and  community  based  consultation 
for  children  and  adults.  Opportunity  to  assist  in  developing  county  wide  com 
munity  mental  health  programs.  Columbia  County  is  in  the  midst  of  outstanding 
cultural  and  recreational  facilities  of  the  Berkshires  and  Catskills.  Must  be  li- 
censed in  New  York  and  Board  qualified  or  eligible.  Excellent  salary.  Send 
resume  and  certification  to  Lawrence  Berg,  Ph.D.,  Director,  Department  of 
Human  Services,  70  North  3rd  St.,  Hudson,  N.Y.  12534. 


PARTNER  WANTED.  Busy  Long  Island  G.P.  thinking  of  retirement  Specialty 
back-up;  no  OB;  low  overhead;  price  open.  Send  resume  P.O.  Box  35,  Levittown 
P.O.,  New  Y'ork  11756. 


OLLEGE  STAFF  PHY’SICIAN  to  begin  August  15, 1980.  Full  time  appointment 
with  regular  duties  during  the  two  major  academic  semesters.  Usual  fringe 
benefits.  Required  to  live  on  campus  in  house  fully  maintained  by  the  college. 
Salary  negotiable  based  on  experience.  In-patient  and  out-patient  care.  Night 
and  weekend  coverage  rotated  between  another  physician  and  two  physicians 
assistants.  Send  resume  to:  David  Hammond,  M.D.,  Director  Health  Services, 
Ithaca  College,  Ithaca,  N.Y'.  14850. 


MERGENC  Y PHY  SIC  IAN  W ANTED  for  350-bed  community  hospital  in  Suf- 
folk County,  New  Y ork.  Thirty-six  hour  f/t,  good  salary  and  fringes.  Call 
Emergency  Department  Director  (516)  654-7236.  or  654-7239. 


HY  SICIAN  DURING  JULY  AND  AUGUST,  1980  for  children's  camp  located 
at  Beach  Lake,  Pa.,  accommodates  350  campers,  ages  6-16;  complete  modern 
health  center;  2 R.N.’s  in  attendance;  will  accept  one  M.D.  for  each  month;  no 
children  accepted  who  are  of  camp  age.  Camp  opens  June  27  and  closes  August 
22.  Private  room  and  facilities.  Write,  and  include  your  phone  number,  to 
Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  Street,  Brooklyn,  N.Y'. 
11201. 


IENERAL  SL'RGEON:  Immediate  vacancy  exists  for  general  surgeon.  Lucrative 
practice  and  beautiful  office  (rental)  may  be  assumed  from  retiring  surgeon  at 
no  expense  to  successful  candidate.  Modern  hospital  and  comfortable  Upstate 
New  Y ork  community  provide  manv  benefits.  Please  call  or  write  Jerry  Belden, 
M.D.,  40  Montcalm  St.,  Oswego,  N.Y.  13126.  (315)  343-6300. 


DOCTOR,  do  we  have  an  assistant  for  you!  Well  trained 
Medical  Assistant — capable  of  assisting  YOU  in  all 
phases  of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS,  INC. 

290  Hempstead  Turnpike.  West  Hempstead.  N.  Y 1 1552 

516-483-0577 


f NEEMA  EMERGENCY  MEDICAL 

— a professional  association — 

EMERGENCY  MEDICINE  POSITIONS:  available  with  emergency 
physician  group  throughout  Pa.,  N.Y.,  N.J.,  Mich,  and  Southeastern 
U.S.  including  all  suburban,  rural,  and  metropolitan  areas.  Fee-for- 
service  with  minimum  guarantee  provided.  Malpractice  paid.  Practice 
credits  towards  board  certification.  Physician  department  directors 
also  desired.  Please  send  resume  to  NEEMA  Emergency  Medical,  Ste. 
t 400,  399  Market  St  . Phila.,  PA  19106  or  phone  215-925-3511.  V 
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Research  Project  in 

The  Treatment  of  Trigeminal  Neuralgia 
With  Chinese  Acupuncture  Techniques 

Any  doctor  who  can  refer  trigeminal  neuralgia  patients  for  whom 
medications  and  surgery  have  brought  no  significant  improve- 
ment, please  contact: 

Ling  Sun  Chu,  M.D. 

107  East  73rd  St.,  New  York,  N.Y.  10021 
(212) 472-3000 

Acupuncture  treatments  will  be  free  of  charge  to  the  patient  if 
patient  brings  letter  from  referring  physician  that:  1)  Contains 

patient’s  medical  records.  2)  Stating  that:  a)  Referring  phy- 
sician agrees  to  participate  in  project,  by  evaluating  the  effects 
of  the  treatment  on  patient,  b)  Patient  will  remain  under  re- 
ferring physician’s  care.  Call  or  write  for  further  details. 


PRACTICE  WANTED 


SELLING  YOUR  PRACTICE?  RELOCATING?  RETIRING?  Nassau  County 
Board  certified  internist  seeking  to  purchase  and  assume  internal  medicine 
practice.  Please  reply  Dept.  753,  c/o  NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


ARE  YOU  QUALIFIED  TO  OPEN  A SLEEP  CLINIC?  There  is  a great  need  in 
this  area.  We  have  a furnished  suite  available  in  our  medical  building,  ideally 
located  near  all  transportation,  city  buildings,  Staten  Island  Ferry,  and  two  major 
hospitals.  For  further  information  contact  Paul  (212)  447-8001. 


FOR  RENT  BY  FEBRUARY  1,  1980  in  pleasant  Tudor  Village  section  of  Ozone 
Park,  Queens,  N.  Y„  near  bus  and  subway.  Five  room  suite,  furnished.  Medical 
equipment  inch  X-ray,  E.C.G.;  suitable  G.P.,  specialist  or  dentist.  Attached, 
beautiful  living  quarters  optional  in  near  future.  Rent  reasonalbe  with  with 
possibility  of  purchase  later.  Call  (212)  848-1666. 


MEDICAL  SUITE,  WHITE  PLAINS,  N.Y.  New  professional  building  near  White 
Plains  Hospital.  Prime  space,  footage  flexible.  (914)  949-0055,  or  946-3737. 


ROCKLAND  COUNTY,  N.Y.— CHOICE  LOCATION:  Fully  furnished  medical 
suite.  Ideal  for  medical  or  surgical  specialist.  Share  proportion  of  rent  and 
utilities.  Hours  to  suit.  Opportunity  to  purchase  part  of  building  if  tax  sheltei 
is  desired.  Opportunity  also  to  purchase  V2  interest  in  office.  Large  multi 
specialty  professional  building.  (914)  352-0500. 


FOR  RENT:  ST.  CROIX,  VIRGIN  ISLANDS.  Two  bedroom  villa;  sleeps  six; 
on  golf  course.  Private  beach,  boat  dock,  pool  and  tennis.  Contact  Lee  Barber, 
M.D.,  20  Lodges  Lane,  Bala  Cynwyd,  PA  19004.  (215)  664-3625  or  925-3516. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PROFESSIONAL’S  DREAM  HOUSE:  Custom  designed  8-room  ranch,  quality 
built  by  owner  on  beautifully  landscaped  oversized  plot  with  attached  office  lo- 
cated in  Malverne,  Long  Island.  Currently  site  of  active,  2-man  medical  practice; 
separate  office  facility  featuring  reception  area,  consultation  office,  lab  and  4 
examination  rooms.  Distinctive  home  includes  3 baths,  sunken  living  room,  den 
with  fireplace,  formal  dining  room,  spacious  kitchen,  4 bedrooms  and  full  base- 
ment. Loaded  with  many  extras  that  must  be  seen  to  be  appreciated.  Home 
is  convenient  to  ali  transportation  and  parkways.  Principals  only  should  contact 
owner  for  appointment  at  (516)  599-5721. 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell  or 
appraise  a co-op,  contact  Nathan  H.  Friedman,  V.P.,  Douglas  Elliman-Gibbons 
& Ives,  Inc.,  575  Madison  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEXINGTON 
Professional  Center,  Inc  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites  Furnished  & equipped  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning  X-ray  & clinical  laboratory  on  premises  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


PRESTIGIOUS  MEDICAL  BUILDING  has  professional  offices  for  lease.  From 
350  to  1,200  sq.  ft.  available.  999  Central  Avenue,  Woodmere,  N.Y.  Call  owner 
weekdays  between  9 and  5.  (212)  444-8360. 


PLAINVIEW,  LONG  ISLAND:  MEDICAL  OFFICE  to  sublease  in  professional 
building.  Large  waiting  room;  three  examining  rooms  and  consultation  room. 
Approx.  1,300  sq.  ft.  Call  weekdays  (516)  938-7676;  weekends  (516)  669-7432. 


MONROE,  NEW  YORK:  For  rent,  attractive,  spacious,  efficient  medical  office 
suite,  fully  furnished  and  equipped  for  solo/partners/group;  prestige  location 
Write  Dept.  750,  c/o  NYSJM,  or  call  noon/eves  (914)  783-1432. 


KEW  GARDENS  HILLS,  QUEENS,  N.Y.  Medical  office  for  rent.  Large  full) 
equipped  and  fully  furnished  office  with  central  air  conditioning.  Available 
immediately.  Call  Sun.  through  Thurs.  (212)  544-1367. 


PARK  SLOPE,  BROOKLYN:  Profl/residential  co-op,  7 rooms,  3 bath  suite,  lobbj 
floor  in  luxury,  de>orman  building  close  to  Grand  Army  subway.  Est.  mainte 
nance  $600.  $82,000.  Berman,  105  7th  Ave.  (212)  638-8304. 


STATEN  ISLAND  NEEDS  DOCTORS:  There  are  suites  available  in  Staten 
Island’s  oldest,  largest  and  prestigious  medical  building,  that  has  ample  parking 
facilities,  laboratory,  and  is  located  near  S.I.  Ferry,  all  transportation,  schools, 
city  buildings,  and  2 major  hospitals.  Exceptional  opportunity  for  dermatologist, 
otolaryngologist,  general  practitioner,  internist,  pediatrician,  and  ophthalmol- 
ogist. For  further  information  contact  Paul  (212)  447-8001. 


SOI  TH  SHORE,  LONG  ISLAND,  FREEPORT,  N.Y.  Modern  ground  floor  suite 
for  rent  in  active  medical  building.  Air  conditioned  1300  sq.  ft.  suitable  for  any 
type  practice.  Lead-lined  X-ray  room  and  dark  room.  Referrals.  Reasonable. 
(516)  378-1414  or  379-5005. 


^ Institute  of  Continuing  Biomedical  Education  ^ 

Continuing  Education  for  Physicians.  Dentists,  other  Health  Professionals 
• Basic  Medical  Sciences,  Part  1,  NBME  (MSKP)  • Medical  Reviews 
for  ECFMC,  FLEX,  VOE  • Physical  Diagnosis  • Biomedical  Courses  for 
Special  Medical  School  Admission  • Health  Services  Administration 
(Hospital,  Nursing  Home)  • Health  Sciences  Summer  • Health  Careers 
Counseling  • For  further  information:  Dr  Natale  Colosi,  Dean,  222  East 
\ 19th  St.,  New  York,  N.Y  10003.  Tel.  (212)  677-4728. 


LYNBROOK,  L.I.,  NEW  YORK  (Outside  of  New  York  City).  Doctor's  office  ir 
private  house  for  immediate  occupancy.  Over  800  sq.  ft.,  panelled  walls,  wal 
to  wall  carpet  ing;  on  main  thoroughfare,  accessible  from  all  parts  of  Long  Islanc 
and  New  York  City.  (516)  599-8079. 


OLD  WESTBURY,  NASSAU  CO.,  N.Y.  FOR  SALE:  Physician’s  office  and  ranch 
house.  Complete  office  wing:  7 rooms  plus  2 half  baths;  waiting  room,  secretary’s 
room,  4 examination  rooms,  2 with  sinks.  Main  residence  of  8 rooms;  entrance 
foyer,  large  one  living  room  with  stone  front,  wood  burning  fireplace,  formal 
dining  room,  large  eat-in  kitchen,  den,  4 large  bedrooms,  3 full  baths.  Full 
panelled  basement  with  divided  areas;  live-in  quarters  includes  living  room.  2j 
bedrooms,  large  closets,  full  bath,  eat-in  kitchen.  Three  storage  rooms  plus 
laundry  room,  work  bench  area,  large  closets.  Three-car  garage.  One  acre 
landscaped  and  fenced  with  semi  above-ground  pool,  large  patio.  Separate 
private  6-car  professional  parking  area.  Wheatley  School  District.  $225,000. 
Principals  only.  (516)  626-0220. 


KEW  GARDENS,  QUEENS,  N.Y.  Three  medical  suites  for  rent;  suit  individual 
or  joint  practices.  Excellent  location,  one  minute  from  Union  Turnpike  subway. 
Private  garden.  Call  James  (212)  861-3761  or988-1849. 


KEYPORT,  NEW  JERSEY.  Modern,  7 room  doctor’s  office.  X-ray  and  dark 
rooms  adjoining  12  room,  3 bath,  ultra  modern,  brick  veneer  living  quarters 
completely  alarmed.  Either  or  both  for  rent  or  sale.  One  mile  to  nearest  hospital. 
Contact  Charles  Goldstein,  140  Maple  Place,  Keyport,  N.J.  (201 ) 264-2775. 
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Association  of  Practicing  Physicians  of  the  New  York 

NEW  YORK  CITY  Hospital,  1300  York  Avenue,  Box  #37,  New  York  10021. 


Doctors  Hospital 

170  East  End  Avenue  at  87th  Street 
January  3,  4:15  p.m.,  Thursday 

PATHOGENESIS  OF  GASTROINTESTINAL  CANCER  AND 
NEW  DEVELOPMENTS  IN  SCREENING 
Paul  Sherlock,  M.D. 

For  further  information  contact  Miss  Phyllis  Dunefsky,  Office 
of  Continuing  Medical  Education,  Doctors  Hospital,  170  East 
End  Avenue  at  87th  Street,  New  York  10028.  Tel:  212/ 

535-3000. 


College  of  Physicians  & Surgeons  of  Columbia 
University 

630  West  168th  St. 

January  5,  8:30  a. m. -4:30  p.m.,  Saturday 
MACULA 
Dr.  Linsy  Farris 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

$15.  residents 

For  further  information  contact  Dr.  Elizabeth  C.  Gerst, 
Director,  Center  for  Continuing  Education  in  the  Health 
Sciences,  College  of  Physicians  & Surgeons  of  Columbia 
University,  630  West  168th  Street,  New  York  10032.  Tel: 
212/694-3682. 


New  York  Society  for  Clinical  Ophthalmology 

146  East  71st  Street 
*New  York  Academy  of  Medicine 
2 E.  103rd  Street 
January  7 

OPHTHALMIC  PLASTIC  SURGERY 
CREDIT:  AMA  Cat.  1 (2  hrs.) 

For  further  information  please  contact  Norman  B.  Medow, 
M.D.,  New  York  Society  for  Clinical  Ophthalmology,  146  East 
71st  Street,  New  York  10021. 


Downstate  Medical  Center  (SUNY) 

450  Clarkson  Street 
Brooklyn 
January  7-8 

VISITING  PROFESSORS 
Department  of  Anesthesiology 
Linda  C.  Stehling,  M.D. 

For  further  information  contact  Abraham  I.  Raskob,  M.D., 
Downstate  Medical  Center,  450  Clarkson  Avenue,  Brooklyn 
11203.  Tel:  212/270-1000. 


The  Page  and  William  Black  Post-Graduate 
School  of  Medicine  of  the  Mount  Sinai  School 
of  Medicine  (CUNY) 

"The  Mount  Sinai  Medical  Center 

January  10-May  15,  Thursdays,  4:00  p.m. -5:00  p.m. 

CLINICAL  PHARMACOLOGY— LECTURE  SERIES 
Joel  Kupersmith,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 (1  hr.) 

The  Association  of  Practicing  Physicians  of  the 
New  York  Hospital 

1300  York  Avenue 
"Cornell  Medical  Center 
Uris  Auditorium 

January  16,  7:00-9:00  p.m.,  Wednesday 
UPDATE  YOUR  MEDICINE 
CREDIT:  AMA  Cat.  1 

For  further  information  contact  Lila  A.  Wallis,  M.D.,  The 


Research  Institute  for  Hearing  and  Balance 
Disorders,  Ltd. 

1 1 1 East  77  Street 
(1  part  of  4 series) 

January  11,  9:00  a. m. -5:00  p.m.,  Friday 
January  12,  9:00  a.  m.  -12:00  noon,  Saturday 
ELECTRONYSTAGMOGRAPHY 
FEE:  $300. 

For  further  information  contact  Research  Institute  for  Health 
and  Balance  Disorders,  Ltd.,  1 1 1 East  77  Street,  New  York 
10021. 


Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Homey 
Psychoanalytic  Institute  and  Center 

329  East  62nd  Street 
January  23,  8:30  p.m.,  Wednesday 
STRESS  OF  SELF-REALIZATION 
Alexandra  Symonds,  M.D. 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Association  for  the 
Advancement  of  Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  and  Center,  329  East  62  Street,  New 
York  10021. 

•St.  Clare’s  Hospital  and  Health  Center 

415  W.  51st  Street 
(1  part  of  10  series) 

January  24,  7:30  p.m.,  Thursday 

INTRODUCTION  TO  ORBITAL  DISEASE  PART  I 
Norman  Appel,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  St.  Clare's  Hospital  and 
Health  Center,  Department  of  Ophthalmology,  415  W.  51st 
Street,  New  York  10019.  Tel:  212/586-1500  ext.  322. 


QUEENS  COUNTY 


Peninsula  Hospital  Center  Co-sponsored  by  the 
Academy  of  Medicine  County  of  Queens 

51-15  Beach  Channel  Drive 
Far  Rockaway 
"Perlberg  Auditorium 

9:00  a. m. -12:00  Noon,  Sundays 
( 1 part  of  20  Session  Series) 

January  6 

ARTERIAL  AND  VENOUS  DISEASE 
January  13 
ONCOLOGY 
January  20 

CONVERSION,  DEMENTIA  AND  PSYCHOSOMATIC 
DISEASE 
January  27 
PEDIATRICS  I 

FEE:  $200.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Edward  H.  Davis,  M.D., 
Peninsula  Hospital  Center,  51-15  Beach  Channel  Drive,  Far 
Rockaway  11691.  Tel:  212/945-7100,  ext.  213 


Flushing  Hospital  & Medical  Center 

146-09  45th  Avenue 
Flushing 

"Yellow  Home  Auditorium 
10:30  a.m.- 12  noon 
January  8 

PATTERNS  OF  PULMONARY  DYSFUNCTION 
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Nathan  Seriff,  M D. 

January  15 

ADVANCES  IN  DIABETES 
Howard  Kolodny,  M.D. 

January  22 

POLYMYALGIA  RHEUMATICA  & NEW  RHEUMATIC 

SYNDROMES 

Ezra  Sharon,  M.D. 

January  29 

PATIENT  ASSESSMENT,  DIAGNOSIS  & MANAGEMENT 
OF  LOWER  Gl  BLEEDING 
Alex  Weiss,  M.D. 

For  further  information  contact  Flushing  Hospital  & Medical 
Center,  146-09  45th  Avenue,  Flushing,  1 1355. 


NASSAU  COUNTY 


Mercy  Hospital  in  liaison  with  Harvard  Medical 
School 

1000  North  Village  Avenue 
Rockville  Centre 
'MacArthur  Auditorium 

9:00  a.m.-l  1:00  a.m.,  Wednesdays 
January  2 

PERINATAL  INFECTION 
January  16 

SUDDEN  DEATH 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Mercy  Hospital,  1000  North 
Village  Avenue,  Rockville  Centre  11570. 


Long  Island  Jewish-Hillside  Medical  Center  & 
SUNY,  Stony  Brook 

Teaching  Center  Room  E201B  & C 
Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

4:00-5:00  p.m.,  Mondays 
January  7 

PERICARDITIS— SELECTIVE  ASPECTS 
Melvin  Klein,  M.D. 

January  14 

EPIDEMIOLOGY  OF  CORONARY  ARTERY  DISEASE— AN 
UPDATE  OF  THE  FRAMINGHAM  STUDY 
William  Castelli,  M.D. 

January  21 

CONGESTIVE  CARDIOMYOPATHY 
William  Franklin,  M.D. 

January  28 

ROLE  OF  STRESS  TESTING  EARLY  AFTER  A 
MYOCARDIAL  INFARCTION 
Stanley  Shanies,  M.D. 

For  further  information  contact  Robert  I.  Hamby,  M.D., 
Department  of  Medicine  Division  of  Cardiology,  The  Heart 
Institute  of  the  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park  11042. 

* Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

( 1 part  of  10  sessions) 

4:00  p.m. -5:00  p.m.,  Tuesdays 
January  and  February 

INFLAMMATION,  UVEITIS,  OCULAR  TUMORS 
David  A.  Rosen,  M.D.,  Program  Chairman 
CREDIT:  AMA  Cat.  1 (2  hrs.) 

* Pierre  Marques  Hotel 
Acapulco,  Mexico 
January  8- 13 

10TH  PEDIATRIC  POSTGRADUATE  COURSE  PEDIATRIC 
UPDATE— 1980 

Philip  Lanzkowsky,  M.D.,  Program  Director 
FEE:  $175.  CREDIT:  AMA  Cat.  1 (18  hrs.) 

$125.  residents 

‘Long  Island  Jewish-Hillside  Medical  Center 


New  Hyde  Park 
( 1 part  of  13  sessions) 

8:00  p.m. -10:00  p.m.,  Wednesdays 
January  23- April  16 

PEDIATRIC  BOARD  REVIEW— 1980 

I.  Ronald  Shenker,  M.D.,  Program  Director 

FEE:  $135.  CREDIT:  AMA  Cat.  1 (26  hrs.) 

For  further  information  contact  Continuing  Education 
Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  11042.  Tel:  212/470-2114 

Long  Island  Jewish  Hillside  Medical  Center 

New  Hyde  Park 
‘Teaching  Center 

January  30.  6:00-7:00  p.m.,  Wednesday 
ANESTHESIA  GUEST  LECTURE  SERIES 
MASSIVE  BLOOD  TRANSFUSION 
Donald  Hooper,  M.D. 

For  further  information  contact  Long  Island  Jewish  Hillside 
Medical  Center,  Department  of  Anesthesiology,  New  Hyde 
Park,  11042. 


Long  Beach  Memorial  Hospital  in  affiliation 
with  The  Page  and  William  Black  Postgraduate 
School  of  Medicine  of  The  Mount  Sinai  School 
of  Medicine  (CUNY) 

445  E.  Bay  Drive 
Long  Beach 

January  8,  4:00-6:00  p.m. 

ARTHRITIS 

Frederick  H.  Swerdlow,  M.D. 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Long  Beach  Memorial 

Hospital,  455  E.  Bay  Drive,  Long  Beach  11561.  Tel:  212/ 

432-8000. 


North  Shore  University  Hospital  with  Cornell 
University  Medical  College 

300  Community  Drive 
Manhasset 

January  2 1 -February  1 
March  17-28 

CURRENT  CONCEPTS  OF  RESPIRATORY  THERAPY 
EMERGENCY  CARE  OF  THE  NEWBORN 
PARENTAL-INFANT  INTERACTION 
OBSTETRICAL  PERSPECTIVES 
NUTRITION 

GROWTH  AND  DEVELOPMENT  OF  THE  FETUS  AND 
NEWBORN 

CREDIT  AMA  Cat.  1 

Course  for  nurses  presently  functioning  in  extended  perinatal 
roles  For  further  information  contact  Rhoda  Seligson,  The 
Institute  for  Perinatal  Education,  North  Shore  University 
Hospital,  300  Community  Drive,  Manhasset  11030.  Tel: 
516/562-4665. 


WESTCHESTER  COUNTY 


St.  Joseph’s  Hospita1 

127  South  Broadway 
Yonkers 

January  1 1,  8:30  a.m. 

INTRAVENOUS  HYPERALIMENTATION  IN  MODERN 
HOSPITAL  PRACTICE 
Robert  Kurtz,  M.D. 

For  further  information  contact  St.  Joseph's  Hospital,  127 
South  Broadway,  Yonkers  10701.  Tel:  914/965-6700. 
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ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  (Suburban)  Erie/Niagara  County  needs  a Anes- 
thesiologist. Contact  Samuel  L.  Lieberman,  M.D.,  1557  Colvin 
Blvd.,  Buffalo  14223.  Tel:  716/873-7979. 

DERMATOLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Dermatologist,  Neurologist 
and  Pediatrician.  Contact  Mr.  Charles  D.  Hicks,  Director,  Phy- 
sicians' Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

EMERGENCY  ROOM 

CARMEL,  N.Y.,  Putnam  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Dr.  Jacob  Buchbinder,  Putnam  Community 
Hospital.  Carmel  10512.  Tel:  914/279-5711. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  an  Emergency  Room 
Physician.  Contact  J.  A.  Agvero,  M.D.,  Director  Emergency 
Services,  Brookhaven  Memorial  Hospital,  Patchogue  11772. 
Tel:  516/654-7236  or  593-7080,  Page  461. 

ENT 

GENEVA,  N.Y.,  Ontario  County  needs  a ENT  Physician.  Contact 
Erich  Hirsch,  M.D.,  35  Mason  Street,  Geneva  14456. 

ONEIDA,  N.Y.,  Madison  County  needs  a ENT  Physician  and  Family 
Physician.  Contact  Frances  B.  Carlson,  577  Stoneleigh  Road, 
Oneida  13421.  Tel:  315/363-8905. 


FAMILY  PHYSICIAN 

ADAMS,  N.Y.,  Jefferson  County  needs  a Family  Physician.  Contact 
John  R.  Price,  MD..,  7 West  Church  St.,  Adams  13605.  Tel: 
315/232-2972  or  315/232-2911. 

ALBION,  N.Y.,  Orleans  County  needs  a Family  Physician  and  General 
Surgeon.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street.  Albion  14411.  Tel:  716/285-4789. 

AUBURN,  N.Y.,  Cayuga  County  needs  a Family  Physician,  ENT 
Physician,  Dermatologist  and  Neurologist.  Contact  Mr.  Charles 
D.  Hicks,  Director,  Physician's  Procurement  Committee,  157 
Ross  Street,  Auburn  13021.  Tel:  315/252-3388. 

BEAVER  FALLS,  N.Y.,  Lewis  County  needs  a Family  Physician. 
Contact  Beaver  River  Health  Services  Council  Beaver  Falls, 
13305.  Tel:  315/346-1111. 

BOLIVAR,  Allegany  County  needs  a Family  Physician.  Contact 
Jen-Min  Wang,  M.D.,  252  N.  Main  Street,  Bolivar  14715.  Tel: 
716/928-1905. 

BUFFALO,  N.Y.,  Erie  County  needs  a Family  Physician.  Contact 
M.  L Musselman,  M.D.,  Director,  University  Health  Service,  State 
University  of  New  York  at  Buffalo,  216  Michael  Hall,  Buffalo 
14214.  Tel:  716/831-3316. 

BUFFALO,  N.Y.,  Erie  County  needs  a Family  Physician.  Contact 
Dr.  Erick  Clarke,  Executive  Director  or  Dr.  Isaiah  Meggett, 
Medical  Director,  576  Kensington  Avenue,  Buffalo  14214. 

CORNING.  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
James  M.  Clifford,  Business  Manager,  Corning  Medical  and 
Surgical  Assoc.  P.C.,  201  E.  First  Street,  Corning  14830. 

HOLCOMB,  N.Y.,  Ontario  Country  needs  a Family  Physician. 
Contact  Dr.  Michael  C.  Smith,  14  Elm  Street,  Holcomb  14469. 
Tel:  1-716/657-6988. 

HORNELL,  N.Y.,  Steuben  County  needs  a Family  Physician.  Contact 
Watson  L.  Walden,  Business  Manager,  Karl  Medical  Group,  P.C., 
20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician.  Contact 
Vincent  P.  Amatrano,  M.D.,  262  Broadway,  Kingston  12401. 
Tel:  914/338-5098. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Family  Physician, 
Internist,  Orthopedic  Surgeon  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 


MARGARETVILLE,  N.Y.,  Delaware  County  needs  a Family  Physician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Hospital,  Margar- 
etville  12455.  Tel:  914/586-2631. 

NEWFANE,  N.Y.,  Niagara  County  needs  a Family  Physician.  Con- 
tact V.  J.  Singh,  M.D.,  2596  William  St.,  Newfane  14108.  Tel: 
716/778-9600. 

NEW  YORK,  N.Y.,  needs  a Family  Physician  and  Internist.  Contact 
I.  W Eagle.  M D.,  41  West  125th  Street,  New  York  10027. 
NEW  YORK,  N.Y.,  needs  a part-time  Family  Physician.  Contact  F. 
P.  Guidotti,  M D . Health  Center  Family  Medical  Office,  321  W. 
44th  Street,  New  York  10036.  Tel:  212/586-1550. 
NIAGARA  FALLS,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Biagio  Mansueto.  M.D.,  Physician  Recruitment  Com- 
mittee, Medical  Society  County  of  Genesee,  P.O.  Box  488,  Ni- 
agara Falls  14302.  Tel:  716/285-5789. 

OAKFIELD,  N.Y.,  Genesee  County  needs  a Family  Physician. 
Contact  Raymond  Warn,  M.D.,  87  N.  Main,  Oakfield  14125.  Tel: 
716/948-5741. 

OSWEGO.  N.Y.,  Oswego  County  needs  a Family  Physician,  Ortho- 
pedic Surgeon  and  Pediatrician.  Contact  J.  Sherwood  Durham, 
Oswego  Hospital,  110  West  Sixth  Street,  Oswego  13126. 
PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician,  Ob/ 
Gny  Physician  and  Psychiatrist.  Contact  Dorothy  S.  Lane,  M.D., 
Dept,  of  Community  Medicine,  Brookhaven  Memorial  Hospital, 
101  Hospital  Road.  Patchogue  11772.  Tel:  516/654-7095. 
POTSDAM.  N.Y.,  St.  Lawrence  County  needs  a ENT  Physician. 
Contact  Henry  Vinicor,  M.D.,  53  South  Main  Street,  Norwood 
13668.  Tel:  315/353-9922. 

SCOTTSVILLE,  N.Y.,  Monroe  County  needs  a Family  Physician. 
Contact  Dr.  Anne  Harrison,  822  Brown's  Rd.,  Scottsville  14546. 
Tel:  716/889-4483. 

SIDNEY,  N.Y.,  Delaware  County  needs  a Family  Physician.  Contact 
John  W.  Sands,  Administrator,  The  Hospital,  Sidney  13838.  Tel: 
607/563-9934. 

STARLAKE,  N.Y.,  St.  Lawrence  County  needs  a Family  Physician. 
Contact  John  J.  Carthy,  M.D.,  Clifton  Fine  Hospital,  Star  Lake, 
13690. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Family  Physician. 
Contact  F.  J.  Romano,  M.D.,  Staten  Island  Family  Physicians, 
45  McClean  Ave.,  Staten  Island  10305.  Tel:  212/447- 

2525. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Family  Physician,  In- 
ternist, Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 
TUPPER  LAKE,  N.Y.,  Franklin  County  needs  a Family  Physician. 
Contact  G.  K.  Norman,  M.D.,  5 Stetson  Rd.,  Tupper  Lake  12986. 
Tel:  518/359-331,2720. 

WARSAW,  N Y.,  Wyoming  County  needs  a Family  Physician  and 
Pediatrician.  Contact  Michael  Smallwood,  M.D.,  408  No.  Main 
Street,  Warsaw,  14569.  Tel:  716/786-8111. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Internist  and  Family  Phy- 
sician. Contact  Radha  B.  Kundu,  M.D.,  37  N.  Chemung  St., 
Waverly  14892.  Tel:  607/565-2861. 

GENERAL  SURGEON 

ALBION,  N.Y.,  Orleans  County  needs  a General  Surgeon  and  Family 
Physician.  Contact  Edward  A.  Barrett,  M.D.,  Medical  Society 
County  of  Orleans,  Arnold  Gregory  Memorial  Hospital,  243  South 
Main  Street,  Albion  14411.  Tel:  716/285-4789. 

HANCOCK,  N.Y.,  Delaware  County  needs  a General  Surgeon  and 
Internist.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

SALAMANCA,  N.Y.,  Cattaraugus  County  needs  a General  Surgeon. 
Contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 
TICONDEROGA,  N.Y.,  Essex  County  needs  a General  Surgeon, 
Family  Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact 
Spencer  Valmy,  Moses-Ludington  Hospital,  Ticonderoga 
12883. 

INTERNIST 

LITTLE  FALLS,  N.Y.,  Herkimer  Country  needs  an  Internist.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
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Street,  Little  Falls  13365.  Tel:  315/823-1000,  ext.  261  04 
262. 

HANCOCK,  N.Y.,  Delaware  County  needs  an  Internist  and  General 
Surgeon.  Contact  Osias  M.  Villaflor,  M.D.,  5 Fairview  Avenue, 
Hancock  13783.  Tel:  607/637-4941. 

HUDSON,  N.Y.,  Columbia  County  needs  an  Internist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  St.,  Hudson  12534. 

MARGARET \/ILLE,  N.Y.,  Delaware  County  needs  an  Internist. 
Contact  Joseph  Kehoe,  Administrator,  Margaretville  Memorial 
Hospital,  Margaretville  12455.  Tel:  914/586-2631. 

SIDNEY,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  J.  P. 
Bonin,  M.D.,  Gelder  Medical  Group,  44  Pearl  Street,  Sidney 
13838.  Tel:  607/563-9961. 

SODUS,  N.Y.,  Wayne  County  needs  an  Internist  and  Obstetrician/ 
Gynecologist.  Contact  Chuck  Pattison,  Adm.,  Sodus  Health 
Center,  Box  A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Internist,  Family 
Physician,  Pediatrician  and  Ob/Gyn  Physician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

THOMPSON,  N.Y.,  Sullivan  County  needs  an  Internist  with  cardiac 
training.  Contact  Mrs.  E.  Huggler,  R.N.,  Tel:  914/794-4545. 

WOODSIDE,  N.Y.,  Queens  County  needs  an  Internist.  Contact 
Medhat  F.  Sami,  54-07  31st  Avenue,  Woodside  11377.  Tel: 
212/278-0440. 

NEUROLOGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  a Neurologist,  Pediatrician 
and  Dermatologist.  Contact  Mr.  Charles  D.  Hicks,  Director, 
Physicians’  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

OBSTETRICIAN/GYNECOLOGIST 

CAMBRIDGE,  N.Y.,  Washington  County  needs  an  Ob/Gyn  Physician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClellan  Hospital, 
Cambridge,  12816.  Tel:  518/677-8500/2611. 

NORWICH,  N.Y.,  Chenango  County  needs  a Ob/Gyn  Physician. 
Contact  Errol  G.  Jacobi,  M.D.,  Medical  Arts  Bldg.,  Norwich 
13815.  Tel:  697/334-2756. 

RICHMOND  HILL,  N.Y.,  Queens  County  needs  an  Obstetrician/ 
Gyecologist.  Contact  Mayer  J.  Saad,  M.D.,  86-43  105th  St., 
Richmond  Hill  11418.  Tel:  212/849-8674. 

SODUS,  N.Y.,  Wayne  County  needs  an  Ob/Gyn  Physician  and  In- 
ternist. Contact  Chuck  Pattison,  Adm.,  Sodus  Health  Center, 
Box  A,  Sodus  14551.  Tel:  315/483-9133. 

TICONDEROGA,  N.Y.,  Essex  County  needs  an  Ob/Gyn  Physician, 
Family  Physician,  Internist  and  Pediatrician.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

WEBSTER,  N.Y.,  Monroe  County  needs  and  Ob/Gyn  Physician. 
Contact  James  J Finnerty,  M.D.,  104  Paddock  St.,  Watertown 
13601.  Tel:  Office  315/782-6070.  Home  315/788-3644. 

WEBSTER,  N.Y.,  Monroe  County  needs  an  Ob/Gyn  Physician. 
Contact  Eastside  Medical  Group,  P.C.,  193  W.  Main  Street, 
Webster,  14580. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

FULTON,  N.Y.,  Oswego  County  needs  an  Opthalmologist.  Contact 
Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S.  Fourth  St., 
Fulton  13069.  Tel:  315/592-2224. 

ORTHOPEDIC  SURGEON 

FULTON,  N.Y.,  Oswego  County  needs  an  Orthopedic  Surgeon. 
Contact  Dr.  Stuart  Trust,  A.  L.  Lee  Memorial  Hospital,  510  S. 
Fourth  Street,  Fulton  13069.  Tel:  315/592-2224. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  an  Orthopedic  Surgeon, 
Internist,  Family  Physician  and  General  Surgeon.  Contact 
Nicholas  A.  Prisco,  Adm.,  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls  13365.  Tel  315/823-1000,  ext.  261  or 
262. 


OSWEGO,  N.Y.,  Oswego  County  needs  a Orthopedic  Surgeon, 
Family  Physician  and  Pediatrician.  Contact  J.  Sherwood  Dun- 
ham, Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

PATHOLOGIST 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  a Pathologist. 
Contact  George  Skomsky,  Adm.,  Massena  Memorial  Hospital, 
Messena  13662.  Tel:  Call  collect  315/769-9991. 

PEDIATRICIAN 

AUBURN,  N.Y.,  Cayuga  County  needs  a Pediatrician,  Neurologist 
and  Dermatologist.  Contact  Mr.  Charles  D.  Hicks,  Director 
Physicians’  Procurement  Committee,  157  Ross  Street,  Auburn 
13021.  Tel:  315/253-3388. 

DANSVILLE,  N.Y.,  Livingston  County  needs  a Pediatrician.  Contact 
Teresita  M.  Gungon,  M.D.,  or  Zenaida  S.  Roque,  M.D.,  253  Main 
Street,  Dansville  14437.  Tel:  716/335-2296. 

MERRICK,  Nassau  County  needs  a Pediatrician.  Contact  Stuart 
Copperman,  M.D.,  3137  Hewlett  Avenue,  Merrick  11566.  Tel: 
516/378-3223. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Pediatrician,  Family 
Physician  and  Orthopedic  Surgeon.  Contact  J.  Sherwood 
Dunham,  Oswego  Hospital,  110  West  Sixth  Street,  Oswego 
13126. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Pediatrician  and  Psy- 
chiatrist. Contact  Dorothy  S.  Lane,  M.D.,  Dept,  of  Community 
Medicine,  Brookhaven  Memorial  Hospital,  101  Hospital  Rd., 
Patchogue  11772.  Tel:  516/654-7095. 

TICONDEROGA,  N.Y.,  Essex  County  needs  a Pediatrician,  Ob/Gyn 
Physician,  Family  Physician  and  Internist.  Contact  Spencer 
Valmy,  Moses-Ludington  Hospital,  Ticonderoga  12883. 

VICTOR,  N.Y.,  Ontario  County  needs  a Pediatrician  and  Family 
Practice  Physician.  Contact  Francis  V.  Oderkirk,  M.D.,  1 15  E. 
Main  Street,  Victor  14564.  Tel:  716/924-2100. 

PHYSICAL  MEDICINE  & REHABILITATION 

NEW  YORK,  N.Y.,  needs  a Physical  Medicine  & Rehabilitation 
physician.  Contact  S.  J.  Yue,  M.D.,  Director,  Rehabilitation 
Medical  Service,  St.  Luke’s  Hospital  center,  114th  Street  & 
Amsterdam  Ave.,  New  York  10025. 

PLASTIC  SURGEON 

ALBANY,  N.Y.,  Albany  County  needs  a Plastic  Surgeon.  Contact 
Ray  A.  Elliott,  Jr.,  M.D.,  23  Hackett  Blvd.,  Albany  12208. 


PSYCHIATRIST 

NORWICH,  N.Y.,  Chenango  County  needs  a Psychiatrist.  Contact 
K.  C.  Sharma,  Ph.D.,  Director,  Chenango  County  Mental  Health 
Clinic,  171  N.  Broad  Street,  Norwich,  13815.  Tel:  607/335- 
4632. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Psychiatrist  and  Pedi- 
atrician. Contact  Dorothy  S.  Lane,  M.D.,  Dept,  of  Community 
Medicine,  Brookhaven  Memorial  Hospital,  101  Hospital  Rd., 
Patchogue  11772.  Tel:  516/654-7095. 

STATEN  ISLAND,  N.Y.,  Staten  Island  County  needs  a Psychiatrist. 
Contact  Dr  Eng  Tan,  Director,  Dept,  of  Psychiatry,  Staten  Island 
Hospital,  Bldg.  2,  777  Seaview  Avenue,  Staten  Island  10305. 
Tel:  212/979-9884/5. 


RADIOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Radiologist.  Contact 
Edward  J Arida,  M.D.,  Director,  Department  of  Radiology, 
Luthern  Medical  Center,  150  55th  Street,  Brooklyn.  Tel: 
212/630-7415. 

NEWBURGH,  N.Y.,  Orange  County  needs  a Radiologist.  Contact 
Gerald  J.  Jerry,  M.D.,  Director  Radiology,  St.  Luke’s  Hospital, 
Newburgh  12550. 

ROME,  N.Y.,  Oneida  County  needs  an  Associate  Radiologist. 
Contact  Milton  Dorfman,  M.D.,  1617  North  James  Street,  Rome 
13440.  Tel:  315/337-3660. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified?  Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced_ 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available? 

e)  Would  written  agreement  be  used?_ 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 
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...featuring  postgraduate  courses 
designed  by  major  specialty  societies 


This  year's  Winter  Scientific  Meeting  offers  an  exceptional 
educational  experience.  The  participation  of  the  specialty 
organizations  provide  the  opportunity  to  receive  expert  in- 
struction on  the  latest  developments  in  those  areas  of 
medicine  which,  while  outside  your  major  specialty,  may 
represent  a portion  of  your  practice.  You'll  receive  authorita- 
tive information  on  how  specialty  societies  are  handling  pro- 
blems similar  to  those  you  may  encounter.  The  participating 
societies  are: 

American  Academy  of  Dermatology 

American  Association  for  Thoracic  Surgery 

American  College  of  Cardiology 

American  College  of  Physicians 

American  Society  of  Clinical  Pathologists 

American  Society  for  Clinical  Pharmacology  & Therapeutics 

College  of  American  Pathologists 

Section  Council  on  Plastic,  Reconstructive  & Maxillofacial 
Surgery 

An  outstanding  scientific  program 


You  can  choose  from  45  postgraduate  courses,  20  symposia. 
Video  Clinics,  telecourses,  motion  picture  seminars,  and 
other  special  events.  Each  CME  event  is  designed  to  provide 
you  information  of  immediate  clinical  application.  At  this 
one  meeting,  you  can  earn  up  to  25  hours  of  Category  1 
credit — one  half  of  your  yearly  CME  requirements  for  the 
AMA  Physician's  Recognition  Award. 


AMERICAN  MEDICAL  ASSOCIATION 
33rd  WINTER  SCIENTIFIC  MEETING 
JANUARY  12-15.1980 


For  complete  information  on  the 
AMA  Winter  Scientific  Meeting 
in  San  Antonio,  Texas,  January 
12-15,  1980,  write: 

Dept,  of  Meeting  Services 
American  Medical  Association 
535  N.  Dearborn  Street 
Chicago,  Illinois  60610 
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CAFERGOT 


(ergotamine  tartrate  and  caffeine)  tablets,  NF,  and  suppositories,  NF 


the  one  your  patient  needs...but  only  when  it’s  needed 


*to  a maximum  of  six  tablets  per  attack  or 
ten  tablets  per  week,  or  two  suppositories  per 
attack  or  five  suppositories  per  week 


CAFERGOT® 

(ergotamine  tartrate  and  caffeine)  tablets,  NF 
(ergotamine  tartrate  and  caffeine)  suppositories,  NF 

CAFERGOT®  P-B 

tablets/suppositories 

Indications:  CAFERGOP*1'  tablets/suppositories  to 
abort  or  prevent  vascular  headache,  CAFERGOT*  P-B 
tablets/suppositories — to  abort  or  prevent  vascular  head- 
ache complicated  by  tension  and  gastrointestinal  distur- 
bances. 

Contraindications:  Peripheral  vascular  disease,  coro- 
nary heart  disease,  hypertension,  impaired  hepatic  or  renal 
function,  sepsis,  and  pregnancy.  Hypersensitivity  to  any  of 

the  components. 

Precautions:  Although  signs  and  symptoms  of  ergotism 
rarely  develop  even  after  long-term  intermittent  use  of  the 
orally  or  rectally  administered  drugs,  care  should  be 


exercised  to  remain  within  the  limits  of  recommended 
dosage. 

Adverse  Reactions:  Numbness  and  tingling  ol  fingers 
and  toes,  muscle  pains  in  the  extremities,  weakness  in  the 
legs,  precordial  distress  and  pain,  transient  tachycardia  or 
bradycardia,  nausea,  vomiting,  localized  edema,  and 
itching.  Drowsiness  may  occur  with  Cafergot  P-B 
Adult  Dosage:  Ora//y-Two  tablets  at  first  sign  of  attack;  it 
needed,  1 additional  tablet  every  half  hour  until  relieved 
(maximum,  6 per  attack  or  10  per  week).  Rectally  One 
suppository  as  early  as  possible  in  attack;  second  in  1 hour,  il 
needed  (maximum,  2 per  attack  or  5 per  week) 
Overdosage:  Symptoms  include  vomiting,  numbness, 
tingling,  pain  and  cyanosis  of  the  extremities  associated 
with  diminished  or  absent  peripheral  pulses;  hypertension 
or  hypotension;  drowsiness,  stupor,  coma,  convulsionsand 
shock.  A case  has  been  reported  of  reversible  bilateral 
papillitis  with  ring  scotomata  in  a patient  who  received  five 
times  the  recommended  daily  adult  dose  over  a period  of  14 
days.  Treatment  consists  of  induction  of  emesis,  gastric 
lavage,  and  catharsis;  maintenance  of  adequate  pulmonary 
ventilation,  correction  of  hypotension;  and  control  of 
convulsions.  Treatment  of  peripheral  vasospasm  should 
consist  ol  warmth,  but  not  heat,  and  protection  ol  the 
ischemic  limbs.  Vasodilators  may  be  used  with  benefit,  but 


caution  must  be  exercised  to  avoid  aggravating  an  already 
existent  hypotension 

How  Supplied:  CAFERGOT®  Tablets- Gynergen®  (er- 
gotamine tartrate,  USP)  1 mg;  caffeine,  USR 100  mg.  Bottles 
of  250  and  SigPak®  (dispensing  unit)  packages  of  30. 
CAFERGOT"1  Suppositories  Gynergen®  (ergotamine 
tartrate,  USP)  2 mg,  caffeine,  USP  100  mg,  inactive 
ingredients:  tartaric  acid,  NF,  and  cocoa  butter,  USP  Boxes  ol 
12.  CAFERGOT®  P-B  Tablets  Gynergen®  (ergotamine 
tartrate,  USP)  1 mg;  caffeine,  USR  100  mg;  Bellafoline"" 
(levorotatory  alkaloids  of  belladonna,  as  malates)  0.125  mg, 
sodium  pentobarbital,  USR  ( Warning , May  be  habit 
forming)  30  mg  Bottles  ol  250  and  SigPak®  (dispensing 
unit)  packages  of  30  CAFERGOT®  P-B  Suppositories 
Gynergen®  (ergotamine  tartrate,  USP)  2 mg,  caffeine,  USR 
100  mg,  Bellafoline®  (levorotatory  alkaloids  of  belladonna, 
as  malates)  0.25  mg;  pentobarbital.  NF,  ( Warning : May  be 
habit  forming)  60  mg;  inactive  ingredients:  tartaric  acid, 
NF,  malic  acid,  lactose.  USP  and  theobroma  oil,  USP 
Boxes  of  12 


Before  prescribing,  see  package 
insert  for  lull  product  information. 
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